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ihildren  are  entitled  to  every  advantage  that  medical  science  can  give  them  toward  the 
I'eation  and  maintenance  of  robust  health.  Vi-Penta  Drops,  the  Roche  “easy-to-take” 
litamin  preparation,  offers  a definite  advantage  in  vitamin  medication  for  infants  and 
pildren  who  cannot  or  will  not  take  capsules.  Vi-Penta  Drops  contain  generous  quantities 
If  vitamins  A,  E>i,  E>2,  C and  D,  and  may  be  added  to  milk,  cereals  and  other  foods  without 
[ffecting  the  flavor  or  being  detected.  The  Vi-Penta  preparations  (Drops  and  Perles)  are  not 
dvertised  to  the  laity.  Hoffmann  -La  Roche,  Inc.  • Roche  Park  • Nutley,  New  Jersey 
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Calcium  and  Vitamin  D 
in  pleasant-tasting,  easy-to-take  form — 


Calcl Delta  Tablets 


To  meet  the  exceptional  metabolic  demands  for 
calcium  made  upon  the  body  at  certain  times — 
during  pregnancy,  lactation,  early  childhood — 
Lederle  now  makes  available  “Calci-Delta  Tablets 
Lederle .”  These  new  tablets  serve  as  an  excellent 
source  of  calcium,  phosphorus  and  Vitamin  D.  They 
are  easily  chewed  and  swallowed  and  their  pleasant 
flavor  disguises  the  rather  disagreeable  taste  typical 
of  calcium  salts. 

If  the  mother  does  not  receive  an  adequate  cal- 
cium, phosphorus  and  Vitamin  D intake  during 
pregnancy  and  lactation,  either  in  the  diet  or  in 
supplements  thereto,  she  may  suffer  from  tooth 
decalcification  and  other  forms  of  calcium  de- 
ficiency. Likewise,  the  fetus  may  be  adversely  af- 
fected, if  enough  of  these  elements  are  not  supplied 
for  its  structural  growth.  “Calci-Delta  Tablets 
Lederle ” are  in  a palatable  form,  which  makes  them 
appreciated  by  pregnant  and  lactating  women. 

are  also  especially 
it  rickets  and  pro- 
welopment  in  early 


(Dicalcium  Phosphate  and  Vitamin  D) 
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nconclusive  symptomatology  constantly 
challenges  the  physician’s  resources.  If  the 
atient  smokes,  a check-up  on  nicotine  intake 
lay  be  in  order.*  But  this  is  a problem  in  it- 
lf,  considering  the  reluctance  of  smokers  to 
iccept  adjustments  of  tobacco  usage, 
i Slow-burning  Camel  cigarettes  provide  an 
jnswer.  They  are  the  voluntary  choice  of  mil- 
ons  and  millions  of  smokers  who  appreciate 
istinctive  mildness  and  mellow  flavor,  Camel’s 
imous  “pleasure  factor.”  Tour  patient’s  enthu- 
astic  acceptance  of  Camels  will  help  to  assure 
tore  reliable  data  for  case  histories,  a big  ad- 
antage  when  analyzing  such  cases  by  groups. 

*J.  A.M.A.,  93: 1110  - October  12,  1929 
Bruckner,  H.  — Die  Biochemie  des  Tabaks,  1936 
The  Military  Surgeon,  Vol.  89,  No.  1,  p.  5,  July,  1941 

END  FOR  REPRINT  of  an  important  article  on 
noking  from  “The  Military  Surgeon,”  July,  1941. 
/rite  Camel  Cigarettes,  Medical  Relations  Division, 
Pershing  Square,  New  York  City. 
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BILE  AC 

:ID  THERAPY 

Cholecystitis 


The  intensified  flow  of  thin  liver  bile  produced  by  Decholin  (dehy 
drocholic  acid)  encourages  removal  of  inspissated  accumulations 
from  the  bile  passages  and  facilitates  biliary  tract  drainage.  Subjec-; 
tive  relief  usually  follows  its  administration;  not  infrequently  ob- 
jective improvement  is  discernible  roentgenologically. 

Jenkinson,  observing  the  influence  of  Decholin  in  chronic  cholecys- 
titis, states:  “There  was  usually  a marked  improvement  of  the  symp- 
toms following  medical  management  including  dehydrocholic  acid 
(Decholin).”1 

Decholin  is  contraindicated  in  complete  obstruction  of  the  common 
or  hepatic  bile  duct. 


Riedel  - de  Haen,  Inc.  New  York,  N.  Y 


DecftoCin. 
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1.  Jenkinson,  E.  L.:  J.  A.  M. 
A.  107:755  (Sept.  5)  1936. 
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For  Safe  Effective  Antisepsis  Without  Pulmonary  Complications 


ANTISEPTIC  EFFICIENCY  PLUS  ^ 1 


• SOOTHING  AND  INFLAMMATION-DISPELLING  PROPERTIES 
NO  TISSUE  IRRITATION 


• NO  CILIARY  INJURY 

• NO  SYSTEMIC  TOXICITY 

• NO  PULMONARY  COMPLICATIONS 

• DECONGESTION  WITHOUT  VASOCONSTRICTION 


SPECIFY  THE  ORIGINAL  ARGYROL 


The  fact  that  ARGYROL  has  been  used 
repeatedly  and  with  good  effect  in  the 
bronchoscopic  irrigation  of  the  lungs 
is  striking  evidence  of  its  freedom 
from  any  tendency  towards  pulmonary 
complications. 

But  this  is  only  one  of  ARGYROL’s 
many  unique  advantages.  For  ARGY- 
ROL is  not  just  another  “germ-killer.” 
It  is  peculiarly  adapted  to  the  treat- 
ment of  mucous  membrane  infections. 
It  not  only  attacks  the  infectious  or- 
ganisms directly  but  many  writers 
have  observed  that  it  appears  to  aid 
and  abet  the  natural  defensive  mech- 
anisms of  the  tissues.  It  promotes  a 
decongestion  and  circulatory  stimu- 
lation without  resort  to  powerful  vaso- 
constriction. It  stimulates  the  mucous 


glands  so  as  to  effect  “a  physiologic 
washing  of  the  membrane.”  It  pro- 
duces no  ciliary  injury.  It  is  detergent 
and  inflammation-dispelling.  And 
above  all,  it  remains  bland  and  non- 
irritating in  all  concentrations  from 
1%  to  50%.  Some  explanation  of 
ARGYROL’s  superiority  in  these  re- 
spects is  likely  to  be  found  in  its  con- 
trolled pH  and  pAg,  its  fine  colloidal 
dispersion,  its  more  active  Brownian 
movement. 

This  is  why  ARGYROL,  in  over  40 
years  of  world-wide  use,  has  estab- 
lished an  unparalleled  record  of  clini- 
cal efficiency  and  safety.  Specify  genu- 
ine “ARGYROL  Barnes  in  Original 
Package”  whenever  ordering,  pre- 
scribing, or  recommending. 
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Military  Footwear 
Prescription  Fittings 

During  the  First  World  War,  Pediforme  Footwear, 
favorably  reported  by  the  Surgeon  General's  Of- 
fice, became  the  Prescription  Routine  of  surgeons, 
orthopaedists,  physicians  who  still  insist  on  them. 
In  the  present  War,  Pediforme  provides  the  mili- 
tary and  non-military  doctor  with  the  proved  and 
approved  Prescription  Fittings  in  Official  Styles  for 
all  Services. 

^ Pediforme 

FOOTWEAR 

MANHATTAN,  36  West 
36th  St. 

BROOKLYN,  322  Living- 
ston St.  and  843  Flat- 
bush  Ave. 

HEMPSTEAD,  L.  I.,  241 
Fulton  Ave. 
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NEW  ROCHELLE, 

S45  North  Ave. 


EAST  ORANGE, 

29  Washington  Place 


HACKENSACK, 

290  Main  St. 
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WHAT  IT  OFFERS 

5.5%  aluminum 


%/ 


• approximately 
hydroxide 

• antacid  action  of  12  times  its 
volume  of  N/10  HCI  in  less  than  30 
minutes  (Toepfer's  reagent; 

• non  - alkaline;  non  - absorbable; 
non-toxic 


• no  acid  rebound;  no  danger  of 
alkalosis 

• prompt  and  continuous  pain  relief 
in  uncomplicated  cases 

• rapid  healing  when  used  with 
regular  ulcer  regimen 

• mildly  astringent,  demulcent 
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During  the  year  1942,  the  results  of  distinct  research 
projects  covering  different  phases  of  ERTRON  therapy 
have  been  added  to  the  extensive  bibliographic  back- 
ground of  this  important  therapeutic  measure.** 

STECK,  I.  E.:  "Further  Clinical  Experience  in  the  Treatment  of 
Arthritis  with  Vitamin  D,”  Ohio  St.  Med.  Jl.,  38:440-443,  May, 
1942. 

Steck  reported  on  his  clinical  experience  in  98  cases  of  arthritis 
treated  with  ERTRON  and  no  concurrent  medication. 

These  patients  were  observed  over  a period  of  years  at  the 
Arthritis  Clinic,  Research  and  Educational  Hospitals,  University 
of  Illinois. 

The  therapeutic  results  were  closely  comparable  with  those 
previously  reported  from  the  same  clinic.  (Dreyer,  I.,  and  Reed, 
C.  I.:  "Treatment  of  arthritis  with  massive  doses  of  Vitamin  D,” 
Arch.  Phys.  Ther.,  16:537,  1935;  Reed  C.  I.,  Struck,  H.  C.  and 
Steck,  I.  E.:  "Vitamin  D:  Chemistry,  Physiology,  Pharmacology,  Pathology,  Experimental  and  Clinical 
Investigations,”  University  of  Chicago  Press,  p.  389,  1939.) 

In  addition  to  the  beneficial  therapeutic  effect  of  ERTRON,  it  is  important  to  note  that  "there  was 
no  toxicity  at  any  time  among  the  98  patients  included  in  this  report.” 

Snyder,  R.  G.,  Squires,  W.  H.,  Forster,  j.  w.,  Traeger,  C.  h.  and  Wagner,  l.  C.:  "Treat- 
ment of  200  Cases  of  Chronic  Arthritis  with  Electrically  Activated  Vaporized  Sterol  {Ertron),"  Indus. 
Med.:  11:295-316,  July,  1942. 

The  authors  made  a comprehensive  study  of  200  cases  of  chronic  arthritis  treated  with  ERTRON.  Most 
of  these  patients  had  been  treated  previously  by  other  methods  at  the  same  clinic  (Arthritis  Clinic,  Hos- 
pital for  Ruptured  and  Crippled,  New  York  City)  without  success. 

After  extensive  laboratory  and  clinical  observations,  the  authors  reported  that  "the  medication  used  is 
a relatively  non-toxic  therapeutic  agent.  In  our  experience  it  has  definite  value  as  a method  of  treating 
chronic  arthritis,  especially  of  the  rheumatoid  type.” 

REYNOLDS,  C.:  "Comparative  Therapeutic  Value  and  Toxicity  of  Various  Types  of  Vitamin  D,” 
Journal-Lancet,  62:372-375,  Oct.,  1942. 

Reynolds  compared  the  therapeutic  value  and  toxicity  of  various  forms  of  Vitamin  D,  and  concluded  that 
"massive  doses  of  irradiated  ergosterol  bring  about  the  development  of  toxic  effects  without  clinical 
improvement  of  arthritic  patients,  while  use  of  the  electric-discharge  activated  heat-vaporized  ergosterol 
(Whittier  Process)  has  consistently  been  followed  by  clinical  improvement  with  frequent  rehabilitation, 
and  with  negligible  or  no  toxic  manifestations  even  over  prolonged  periods  of  intensive  treatment.” 


These  important  contributions  to  the  literature  emphatically  demonstrate  that  Erlronization 
is  a rational  therapeutic  measure  in  the  treatment  of  arthritis,  based  on  two  outstanding 
features : 

I.  Clinical  Response  2.  Safety 


ERTRONIZE  YOUR  ARTHRITIS  PATIENTS 


ERTRON  — the  only  high  potency,  activated,  vaporized  ergosterol  (Whittier  Process)  — 
is  made  only  in  the  distinctive  two-color  gelatin  capsule. 
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William  Hale,  M.D.,  Utica 


TRUSTEES 

Edward  R.  Cunniffe,  M.D.,  Chairman  . . . Bronx 

William  H.  Ross,  M.D Brentwood  George  W.  Kosmak,  M.D New  York 

Thomas  M.  Brennan,  M.D Brooklyn  James  F.  Rooney,  M.D Albany 


COUNCIL 


George  W.  Cottis,  M.D Jamestown  Peter  Irving,  M.D New  York 

Thomas  A.  McGoldrick,  M.D.  . . Brooklyn  Kirby  Dwight,  M.D New  York 

Samuel  J.  Kopetzky,  M.D New  York  Louis  H.  Bauer,  M.D Hempstead 

Edward  R.  Cunniffe,  M.D Bronx 


Term  Expires  1943 
Herbert  H.  Bauckus,  M.D. 
Buffalo 

Ralph  T.  Todd,  M.D.* 
Tarrytown 

Charles  M.  Allaben,  M.D. 
Binghamton 


Term  Expires  1944 
Floyd  S.  Winslow,  M.D. 
Rochester 

Clarence  G.  Bandler,  M.D. 
New  York 

Harry  Aranow,  M.D. 

Bronx 


Term  Expires  1945 
Oliver  W.  H.  Mitchell,  M.D 
Syracuse 

John  L.  Bauer,  M.D. 
Brooklyn 

F.  Leslie  Sullivan,  M.D. 
Scotia 


* Acting  for  E.  Christopher  Wood,  M.D.,  on  leave  of  absence  in  service. 


[See  pages  12  and  14  for  additional  Society  Officers] 


IN  MODERN  IRON  AND  LIVER  THERAPY 


VITA-LIV-FERIN 

TABLETS  (S.C.  PINK) 

1^  Ferrous  Sulfate,  Exsiccated. ...  2 gr. 


For  treatment  of  secondary  anemia  of  pregnancy,  nutritional 
anemia  and  general  debility  due  to  loss  of  blood,  chronic 
or  infectious  diseases.  Price — $4.95  per  1000,  list. 


LIVER  EXTRACT  TEES? 


Vitamin  Bx  (Thiamine  Chloride)  0.15  mg. 


(50  International  Units) 

Vitamin  B2  (Riboflavin) 0.75  mg. 

(approx.  30  Sherman  Units) 

Liver  Concentrate  (1:20) 21/igr. 

(Containing  other  Vitamin 
B complex  factors) 


For  treatment  of  pernicious  anemia.  Supplied  in  10  cc. 
vials  at  $1.90  net,  and  in  lots  of  12  vials  at  $1.80  per  vial. 
Potency:  Each  cc.  contains  10  U.S.P.  Units. 

Write  for  Literature 

MUTUAL  PHARMACAL  COMPANY 

Incorporated 

Owned  and  Operated  by  Physicians 

817-821  SOUTH  STATE  STREET  SYRACUSE,  N.  Y. 


J 
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INCREASING  INTEREST  IN 

CLINITEST 


The  New  1- Minute  Tablet  Test  for  Urine- Sugar 


© IN  THE  LABORATORY  © IN  THE  HOME  © IN  THE  OFFICE 


The  invariable  reaction  to  a demonstration  of  Clinitest 
is  one  of  wonder  that  so  dependable  a test  method  could,  at  the 
same  time,  be  so  simple  and  so  speedy. 

Naturally  this  has  been  reflected  in  a rapidly  increasing  demand 
for  Clinitest  Sets. 


Some  Advantages  which  Offer  Special  Appeal 

No  external  heating  required  • Active  reagents  in  a single  tablet  © Standard 
fool-proof  technic  • Dependable — closely  approximates  Benedict’s,  Fehling’s, 
Haines’  tests  • Indicates  sugar  at  0%,  M%,  F£%,  %%,  1%  and  2%  plus. 


TEST  INVOLVES  3 SIMPLE  STEPS 


O 5 drops  urine  plus  10  drops 
water 

Q Drop  in  tablet 

0 Allow  for  reaction  and 
compare  with  color  scale 

Available  through  your  prescription 
pharmacy.  Write  for  full  descrip- 
tive literature. 


EFFERVESCENT  PRODUCTS,  INC. 

ELKHART,  INDIANA 
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PRESIDENTS,  DISTRICT  BRANCHES 


First  District 

Alexander  N.  Selman,  M.D.,  Spring  Valley- 
Second  District 

Burdge  P.  MacLean,  M.D.,  Huntington 
Third  District 

Mahlon  H.  Atkinson,  M.D.,  Catskill 
Fourth  District 

W.  Warriner  Woodruff,  M.D.,  Saranac  Lake 


Fifth  District 

Edward  C.  Reifenstein,  M.D.,  Syracuse 
Sixth  District 

Norman  S.  Moore,  M.D.,  Ithaca 
Seventh  District 

Benjamin  J.  Slater,  M.D.,  Rochester 
Eighth  District 

Robert  C.  Peale,  M.D.,  Olean 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
Publication  Committee 

Thomas  M.  Brennan,  M.D.  Dwight  Anderson,  LL.B. 

Kirby  Dwight,  M.D.  Laurance  D.  Redway,  M.D. 

Peter  Irving,  M.D. 

Managing  Editor 

[Address  all  communications  to  above  address] 

LEGAL  DEPARTMENT 

Counsel  . . Lorenz  J.  Brosnan,  Esq.  Attorney  . . . Thomas  H.  Clearwater,  Esq. 

30  Broad  Street,  New  York.  Telephone:  HAnover  2-0670 

AUTHORIZED  INDEMNITY  REPRESENTATIVE 

Harry  F.  Wanvig,  70  Pine  St.,  New  York.  Telephone:  DIgby  4-7117 
EXECUTIVE  OFFICER 

Joseph  S.  Lawrence,  M.D.,  100  State  St.,  Albany.  Telephone:  4-4214 
DIRECTOR,  BUREAU  OF  WORKMEN  S COMPENSATION 
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The  Popularity  of 

T H E S O DAT  E (Brewer) 

(the  original  enteric-coated  tablet  of  Theobromine 
Sodium  Acetate)*  is  due  to  three  factors: 

1.  IT  IS  CLINICALLY  PROVED. 

2.  IT  IS  EFFECTIVELY  ENTERIC  COATED. 

3.  IT  IS  DECIDEDLY  LESS  EXPENSIVE. 

Indicated  in  treatment  of  coronary  artery  disease,  edema  and  hypertension. 

Dosage:  One  7j^-grain  tablet  four  times  a day,  before  meals  and  upon  retiring. 

Available  on  prescription  in  73^-grain  tablets,  with  or  without  Phenobarbital 
(Y2  grain),  or  3%-grain  tablets,  with  or  without  Phenobarbital  (J 4 grain), 
and  Theobromine  Sodium  Acetate  5 grs.  with  Potassium  Iodide  2 grs.  and 
Phenobarbital  34  gr.,  100  per  bottle. 

* Capsules  are  now  available  for  those  few  patients  who  need  extra  medication. 

Literature  on  request 

BREWER  & COMPANY,  Inc.  Worcester,  Mass. 

Pharmaceutical  Chemists  Since  1852 
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OF  THE  UNKNOWN 


• Fear  or  extreme  apprehensiveness  are 
conditions  that  must  be  dealt  with  in  the 
majority  of  surgical  patients,  especially  the 
younger  ones,  and  for  this  reason  pre- 
operative sedation  is  generally  a desirable 
measure.  'Delvinal7  Sodium  Vinbarbital 
Sodium  has  proved  exceptionally  useful 
for  this  purpose,  inducing  a smooth  transi- 
tion from  tense  wakefulness  to  restful 
quiet  and  sleep.1 

When  'Delvinal7  Sodium  is  adminis- 
tered preoperatively,  the  amount  of  anes- 
thetic may  be  reduced  by  one-quarter  or 
one-third,  and  the  incidence  of  vomiting  is 
lowered.2  Moreover,  by  means  of 'Delvinal7 


Sodium,  amnesia  and  rest  may  be  obtained 
postoperatively,  and  other  advantages 
associated  with  the  use  of  this  preparation 
in  surgical  anesthesia  are  economy  of  time 
and  opiates. 

'Delvinal7  Sodium  is  also  indicated  for 
the  relief  of  functional  insomnia  and 
various  psychiatric  conditions,  as  well  as 
for  obstetric  sedation  and  amnesia. 

Supplied  in  dry-filled  capsules  of  three 
strengths:  K,  llA  and  3 grains. 

'DELVINAL'  SODIUM 

VINBARBITAL  SODIUM 


1.  Anesthesia  and  Analgesia  21 :229,  July-August,  1942 

2.  Canadian  Med.  Assoc.  J.:  40:345,  April,  1942 
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ANESTHESIOLOGY 

Clifford  E.  McElwain,  M.D.,  Chairman Syracuse 
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F.  Leslie  Sullivan,  M.D.,  Vice-Chairman Scotia 

Stockton  Kimball,  M.D.,  Secretary Buffalo 

INDUSTRIAL  MEDICINE  AND  SURGERY 

Leonard  Greenburg,  M.D.,  Chairman New  York 

Orvis  A.  Brenenstuhl,  M.D.,  Secretary Albany 

MEDICINE 
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Edward  A.  Bullard,  M.D.,  Secretary New  York 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

H.  W.  Cowper,  M.D.,  Chairman Buffalo 

James  E.  McAskill,  M.D.,  Secretary Watertown 


ORTHOPAEDIC  SURGERY 

R.  Plato  Schwartz,  M.D.,  Chairman Rochester 

Roscoe  D.  Severance,  M.D.,  Secretary Syracuse 

PATHOLOGY  AND  CLINICAL  PATHOLOGY 

Ralph  G.  Stillman,  M.D.,  Chairman New  York 

• Ward  H.  Cook,  M.D.,  Vice-Chairman Yonkers 

M.  J.  Fein,  M.D..  Secretary New  York 

PEDIATRICS 

William  J.  Orr,  M.D.,  Chairman Buffalo 

A.  Clement  Silverman,  M.D.,  Vice-Chairman . .Syracuse 
Carl  H.  Laws,  M.D.,  Secretary Brooklyn 

PUBLIC  HEALTH,  HYGIENE  AND  SANITATION 

Burdge  P.  MacLean,  M.D.,  Chairman Huntington 

Arthur  M.  Johnson,  M.D.,  Vice-Chairman.  . .Rochester 
Frank  E.  Coughlin,  M.D.,  Secretary Albany 

RADIOLOGY 

Foster  C.  Rulison,  M.D.,  Chairman Syracuse 

E.  Forrest  Merrill,  M.D.,  Vice-Chairman.  . .New  York 
Leslie  R.  Lingeman,  M.D.,  Secretary Rochester 

SURGERY 

William  Crawford  White,  M.D.,  Chairman.  .New  York 
W.  J.  Merle  Scott,  M.D.,  Secretary Rochester 

UROLOGY 

J.  Sydney  Ritter,  M.D.,  Chairman New  York 

A.  Laurence  Parlow,  M.D.,  Vice-Chairman.  Rochester 
George  E.  Slotkin,  M.D.,  Secretary Buffalo 


SESSION  OFFICERS 
1942-1943 


HISTORY  OF  MEDICINE  PHYSICAL  THERAPY 

George  Rosen,  M.D.,  Chairman Brooklvn  Joseph  A E.  Syracuse,  M.D.,  Chairman Buffalo 

Edward  F.  Hartung,  M.D.,  Vice-Chairman . .New  York  Kristian  G.  Hansson,  M.D.,  Secretary New  York 

Judson  B.  Gilbert,  M.D.,  Secretary Schenectady 


CLINICAL  VALUE  OF  MUSCLE  EXTRACT 

Qtiknacton 

IN 

ANGINA  PECTORIS 

ARTERIOSCLEROSIS 

OBLITERATIVE  ARTERIAL  DISEASES 

Carnacton  is  a biologically  tested  extract  of  diaphragm  muscle  — a powerful,  markedly 
vascularized  muscle  with  a high  metabolic  rate  — most  effective  for  its  purpose.  Carnacton 
is  not  only  a vasodilator  but  also  promotes  cardiovascular  tone  and  vigor. 

In  1 cc.  and  2 cc.  ampuls  — boxes  of  1 2 and  50;  vials  of  30  cc.  for  oral  use  Send  for 
professional  brochure. 

CAVENDISH  PHARMACEUTICAL  CORP.,  25  West  Broadway,  New  York 
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BENZEDRINE  SULFATE  TABLETS 


Any  potent  drug  should  be  administered  under 
medical  supervision,  and  Benzedrine  Sulfate*  is  no  exception. 

In  medical  literature,  the  majority  of  the  reports  of  undesirable 
reactions  attributed  to  Benzedrine  Sulfate  have  been  traceable 
to  cases  of  indiscriminate  or  unsupervised  use.  This  is  equally 
true  of  the  often  magnified  and  sensational  reports  in  the  lay  press. 


Obviously,  these  unfavorable  reports  greatly  retarded  the  wider 
clinical  use  of  this  valuable  therapeutic  agent.  From  the  very 
beginning,  Smith,  Kline  & French  Laboratories — as  a matter  of 
business  judgment,  to  say  nothing  of  ethical  considerations — did 
what  it  could  to  keep  Benzedrine  Sulfate  solely  in  the  hands  of 
the  medical  profession. 

But  our  own  unaided  efforts  never  met  with  complete  success. 
And,  understandably  concerned  over  the  possibility  of  self- 
medication,  certain  physicians  hesitated  to  employ  Benzedrine 
Sulfate  therapy. 


However,  when  the  Federal  Food,  Drug  & Cosmetic  Act  of 
June,  1938,  became  effective,  we  immediately  put  Benzedrine 
Sulfate  in  the  category  of  drugs  to  be  sold  on  prescription  only. 
The  Act  is  strictly  enforced  and  is  supplemented  by  similar  legis- 
lation in  many  states.  Today,  as  a result,  the  physician  can  pre- 
scribe Benzedrine  Sulfate,  secure  in  the  knowledge  that  there  is 
little  likelihood  of'Jts’.a^ttse? ' . 


* Brand , <jf ,aryphetamine  sulfate  ‘ 


* * * 
• • 


SMITH.  KLINE  & FRENCH  LABORATORIES,  PHILADELPHIA,  PA. 

Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
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“AT  LEAST  3 NUTRITIONAL  ESSENTIALS 
DESERVE  SPECIAL  EMPHASIS  IN  CHILDHOOD” 


PROTEIN  — 


"A  quart  of  milk  daily  sup- 
plies most  of  the  protein  need 
of  the  young  child  and  half  the 
need  at  the  beginning  of 
adolescence.” 

CALCIUM  — 


"Calcium  is  the  mineral  re- 
quiring chief  attention  in 
childhood,  since  the  other 
essential  minerals  are  more 
likely  to  be  present  in  suffi- 
cient amount  in  most  diets.  . . 
"Milk  and  milk  products  are 
our  best  food  sources  of 
calcium.” 

VITAMIN  D — 

".  . . is  required  throughout 
the  growth  period,  a fact  ex- 
tensively overlooked.” 

A pleasant,  convenient  and 
more  easily  digested  method 
of  meeting  this  desired  intake 
of  the  three  nutritional  essen- 
tials is  provided  in 


HDRLICK’S 

FORTIFIED 


Prepared  with  milk,  Horlick’s 
is  rich  in  protein,  calcium  and 
moreover  is  enriched  with 
Vitamins  A,  Bi,  D and  G. 


?Czcommeni 

HORLICK’S 


The  Complete  Malted  Milk — 
Not  Just  a Malt  Flavoring 
for  Milk. 


* The  Feeding  of  Healthy  Infants  and 
Children,  Jeans,  P.H.:  J.A.M.A.,  120: 

913-921,  Nov.  21,  1942. 
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In  Improved  Pituitary 

Several  years  of  research  and  manufacturing  effort 
were  expended  by  Searle  investigators  in  develop- 
ing a product  which  would  provide  the  medical 
profession  with  the  pituitary  gonadotropic  hor- 
mone in  stable  and  potent  powder  form — a defi- 
nite improvement  over  the  ampul  solution  form 
which  undergoes  a relatively  rapid  deterioration 
and  proportionate  loss  of  potency. 

GONADOPHYSIN 

Improved  Gonad  Stimulating  Factor 
(Fresh  Gland  Extract) 

provides,  in  dry  form,  full  potency  and  stability. 
It  contains  both  the  Follicle  Stimulating  Hor- 
mone and  the  Luteinizing  Hormone.  Its  action 
is  the  stimulation  of  gonadal  function. 


Gonadotropic  Hormone 

Gonadophysin  encourages  a physiologic  ratio 
between  estrin  and  progestin  production  and 
consequently  is  valuable  in  menorrhagia  and 
functional  uterine  hemorrhage,  amenorrhea,  dys- 
menorrhea and  oligomenorrhea,  including  hypo- 
ovarianism  as  seen  in  functional  menopause. 

How  Supplied:  Packages  of  three  serum-type  am- 
puls, each  containing  500  Rat  Units  of  powdered 
hormone,  and  accompanied  by  three  5 cc.  ampuls 
of  Sterile  Solution  for  dissolving  Gonadophysin. 
Administration  is  by  intramuscular  injection. 

Write  for  literature  giving  full  information 
on  administration  and  dosage. 

g d-SEARLE  & co. 

ETHICAL  PHARMACEUTICALS  SINCE  1888 

CHICAGO 

New  York  Kansas  City  San  Francisco 


S 1 

E A 1 

R 1 

L 1 

LU 
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OF  MORE  NORMAL,  HAPPIER  PEOPLE 


THE  oscillating  “finger”  of  the  electroen- 
cephalograph, recording  abatement  of 
abnormality  of  brain  waves,  tells  but  a 
part  of  the  story  of  epilepsy  treatment 
with  Dilantin+  Sodium.  Fewer  and  less 
severe  seizures,  more  normal  social  and 
economic  Hfe  have  been  observed  in  many 
thousands  of  epileptic  patients  receiving 
this  modern  anticonvulsant. 


Dilantin  Sodium  possesses  “many  advan- 
tages” in  the  control  of  epileptic  convulsions.1 
For  one  thing  it  is,  in  many  cases,  superior 
in  anticonvulsant  effectiveness  to  pheno- 
barbital  or  bromides,  and — highly  impor- 
tant— it  is  practically  non-hypnotic.  The  in- 
clusion of  Dilantin  Sodium  (diphenylhydan- 
toin  sodium)  in  the  new  U.S.P.  XII  speaks 
volumes  for  its  therapeutic  importance. 

^TRADE-MARK  REG.  U.S.  PAT.  OF F. 


KAPSEALS 


DILANTIN  SODIUM 


A product  of  modern  research  offered  to  the 
medical  profession 


1.  Palmer,  H.  D.  & Hughes,  The  Penn.  Med.  J.,  Aug.  1942 
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That  was  not  an  idle  promise— 


when,  during  the  halcyon  pre-war  days,  buyers  of  G-E  x-ray  and 
hysical  therapy  apparatus  were  assured  of  maintenance  and  technical  service  throughout  the 
fe  of  the  apparatus.  <f  To  make  good  that  promise  — despite  trying  difficulties  which  the 
/ar  now  imposes — G.E.’s  branch  offices  and  service  depots  continue  to  function  throughout 
le  United  States  and  Canada.  Of  course,  it  isn’t  possible  for  the  local  G-E  service  man  to 
all  as  often  as  heretofore,  what  with  rationed  tires  and  gas  and  other  transportation  problems, 
hit  he  is  always  available  when  there  is  need  for  service  on  equipment.  In  fact,  he  feels  that 
be  most  important  part  of  his  job  these  days  is  to  help  keep  G-E  equipment  in  the  best 
>ossible  operating  condition,  for  the  busier-than-ever  physicians’  offices,  clinics,  and  hospitals 
i his  territory.  He  will  not  let  you  down ! 


TTeif  Tdus/  Ufa  TTondti 


In  your  particular  area  this  maintenance  and 
technical  service  is  extended  through  the  following 
G-E  offices  and  service  depots : 

NEW  YORK  CITY 

205  East  42nd  Street 

LONG  ISLAND  CITY 

54  Cuthbert  Place 

NEW  ROCHELLE 

30  Clinton  Place 

HYDE  PARK 

P.  O.  Box  183 

ALBANY 

Room  408,  75  State  Street 

SARANAC  LAKE 

114  Park  Avenue 

ROCHESTER 

209  Medical  Arts  Building 
Alexander  St.  at  Gardiner  Pk. 

BUFFALO 

151  W.  Mohawk  Street 

SYRACUSE 

Room  901,  Chimes  Building 

ELMIRA 

215  W.  Water  Street 


GENERAL  $$  ELECTRIC 
X-RAY  CORPORATION 
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HANGER 


INC 


Established 
80  years 

Inventors  and  Manufacturers 

ENGLISH  WILLOW 

and 

DURAL  LIGHT  METAL 

ARTIFICIAL  LIMBS 

Automatic  knee  lock  available 
for  above  knee  amputation. 

Expert  fitting — Superior  design 
Quality  construction 

104  FIFTH  AVE. 

NEW  YORK  CITY 

FACTORIES  IN  PRINCIPAL  CITIES 


Write  for 
Literature 
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COT -TAR 

PIX-LITHANTHRACIS  5% 


DOAK  COJNC 


Alba  Pharmaceutical  Company,  Inc. . 

A.  C.  Barnes  Company 

Dr.  Barnes  Sanitarium 

The  Blakiston  Company 

Borden  Company 

Brewer  & Company,  Inc 

Brigham  Hall  Hospital 

Brunswick  Home 

Camel  Cigarettes 

Cavendish  Pharmaceutical  Corp 

Collateral  Discount  Corp 

Doak  Co.,  Inc 

Doho  Chemical  Corp.,  The 

Effervescent  Products,  Inc 

Endo  Products,  Inc 

Falkirk  in  the  Ramapos 

General  Electric  X-Ray  Corporation . 

Glenmarjr  Sanitarium 

Otis  E.  Glidden  & Co.  Inc 

Gold  Pharmacal  Company 

Jane  M.  Gorman  Convalescent  Home 

Halcyon  Rest 

J.  E.  Hanger,  Inc 

Hoffmann-La  Roche,  Inc 

Horlick’s  Malted  Milk  Corp 

Interpines 

Lederle  Laboratories,  Inc 

I.ouden-Knickerbocker  Hall,  Inc 

The  Maples,  Inc 

Mead  Johnson  & Company 

Merck  & Co.  Inc 

Philip  Morris  & Co.,  I td.,  Inc 

Mutual  Pharmacal  Company 

National  Bureau  of  Private  Schools . . . 

National  Discount  & Audit  Co 

Nutrition  Research  Laboratories 

Ortho  Products,  Inc 

Paine  Hall 

Parke,  Davis  & Company 

Pediforme  Shoe  Company 

Petrogalar  Laboratories,  Inc 

Pinewood 

Polachek  Z.  H 

Riedel-de  Haen,  Inc 

G.  D.  Searle  & Co 

Sharp  & Dohme 

Smith,  Kline  & French,  Laboratories 

Spencer  Corset  Company,  Inc 

E.  R.  Squibb  & Sons 

Stony  Lodge  

Charles  B.  Towns  Hospital 

Harry  F.  Wanvig 

West  Hill 

Winthrop  Chemical  Co..  Inc 

John  Wyeth  & Bro.,  Inc 

Zemmer  Compan\%  The 
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The  criterion  of  efficacy  adhered  to  in  the 
recent  clinical  investigation  by  Reynolds, 
Wilkey,  and  Choy,*  at  the  Cook  County 
Hospital,  Chicago,  was  as  follows: 

" To  consider  pyridium  therapy  effective, 
alleviation  or  complete  absence  of  symp- 
toms had  to  occur  within  seven  days.” 

Response  of  symptoms  to  Pyridium  therapy 
in  the  183  cases  of  common  urologic  con- 
ditions studied  in  this  series  was  as  follows: 


PAIN  47  Cases 

BURNING  116  Cases 
DYSURIA  38  Cases 
FREQUENCY  99  Cases 
URGENCY  17  Cases 
HESITANCY  20  Cases 
NOCTURIA  77  Cases 
PYURIA  55  Cases 
HEMATURIA  7 Cases 


68.2%  Improved 
84.5%  Improved 
47.0%  Improved 
54.5%  Improved 
59.0%  Improved 
85.0%  Improved 
53.0%  Improved 
76.5%  Improved 
100%  Improved 


These  results  afford  additional  confirma- 
tion of  the  many  published  reports  on  the 
clinical  efficacy  of  Pyridium  in  producing 
prompt  symptomatic  relief  in  common 
urogenital  infections. 


*Clinical  Application 
and  Results  of  Pyri- 
dium Therapy,  Illi- 
nois M.J.  78:  544- 
547,  Dec.,  1940. 


PYRIDIUM 

REG.  U.  S.  PAT.  OFF. 

(Phenylazo-alpha-alpha-diamino- 
pyridine  mono-hydrochloride) 


A decade  of  service 
in  urogenital 
infections 


Utricle 

Orifices  of  prostatic  ducts 


For  Victory— Buy  War  Savings  Bonds  and  Stamps 

ERCK  & CO.  Inc.  ^(anufewtuKinp  RAHWAY,  N.J. 
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On  the.  0>uU  ^tecUment  of 


MENOPAUSAL  SYMPTOMS 


WHEN  summer  activities  interrupt  routine  oil  in- 
jections of  the  estrogenic  substance,  climacteric 
symptoms  may  be  controlled  by  oral  administration. 
A recent  study  has  shown  that  ESTROMONE  is 
highly  effective  oral  therapy  both  in  subjective  relief 
and  vaginal  epithelial  response.  For  potency,  con- 
venience and  economy  ESTROMONE  tablets  stand 
out  as  the  preparation  of  choice; 


ESTROMONE  is  supplied  in  tablets  of  1,000, 
2,000  and  4,000  Int.  Units,  in  packages  of  20  and 
100  tablets.  Also  in  oil  solution,  for  intramus- 
cular use,  in  various  convenient  dosage  forms. 


Sample  and  Literature  on  Request 


HARRY  F.  WANVIG 

Authorized  Indemnity  Representative 

of 

tElje  j£»octsiu  of  tfje  Jidate  nf  ^e£u  ^furk 

70  PINE  STREET  NEW  YORK  CITY 

TELEPHONE:  DIGBY  4-7117 


IN  WHOOPING  COUGH 


ELIXIR  BROMAURATE 

IS  A UNIQUE  REMEDY  OF  UNIQUE  MERIT 

Cuts  short  the  period  of  the  illness,  relieves  the  distressing  cough  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other  PERSISTENT 
COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  A teaspoonful  every  3 or  4 hours. 


CROSS  REFERENCE  . . . It  may  be  necessary  at  times  to  check  the  information  provided  in  an 
advertisement  on  some  particular  product  to  be  prescribed.  To  facilitate  this  a cross  index  of  advertisers 
and  advertised  products  is  published  in  every  issue  of  the  JOURNAL.  We  hope  you  will  find  it  a conveni- 
ent and  useful  instrument.  In  this  issue  see  pages  20  and  89. 
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HERE  ARE  THE  FACTS, 
TO  DATE,  ON  SMOKING: 

IN  1933  : Because  of  a new  method  of  manufacture, 
Philip  Morris  introduced  the  first  drastic  improve- 
ment in  cigarette  manufacture,  accoinpanied  by 
a definite  improvement  in  effect  on  smokers. 

UP  TO  1943 : Philip  Morris  have  shown  the  great- 
est percentage  of  increase  in  sales  of  any  cigarette. 

THE  REASON : Philip  Morris  are  different  from 
other  cigarettes.  Repeated  tests*  have  proved  their 
individual  method  of  manufacture  makes  them 
definitely  and  measurably  less  irritating  to  the 
smoker  s nose  and  throat. 

YOUR  OWN  CHECK  UP  will  quickly  confirm  that 
statement.  Why  not  try  Philip  Morris  on  your 
patients  who  smoke  . . . and  see  the  results  for 
yourself? 

Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc. 

119  Fifth  Avenue,  N.  Y. 

* Laryngoscope,  Feb.  193 5.  Vol.  XLV.  No.  2,  149-154: 
Laryngoscope,  Jan.  1937,  Vol.  XLVI1,  No.  1,  58-60 


TO  PHYSICIANS  WHO  SMOKE  A PIPE:  We  suggest  an  un- 
usually fine  new  blend — Country  Doctor  Pipe  Mixture.  Made  by  the 
same  process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 
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FOR  THE  TREATMENT  OF  CONSTIPATION 


*Jteg.  U.  S.  Pat.  Off.  Petrogalar  is  an  aqueous  suspension  of  pure 
mineral  oil  each  100  cc.  of  which  contains  65  cc.  pure  mineral  oil 
suspended  in  an  aqueous  jelly  containing  agar  and  acacia. 


• Look  at  him  go ! First  in  any  chow  line,  this  rookie’s 
enthusiastic  gorging  is  offset,  fortunately,  by  a strenu- 
ous program  of  exercise.  His  counterpart  among  the 
“Rocking  Chair  Brigade”  still  has  to  be  considered. 
When  over-indulgence  and  lack  of  exercise  are  causa- 
tive factors  in  constipation,  relief  may  often  be 
obtained  with  Petrogalar.* 

It  helps  to  soften  thoroughly  the  stool  and  encour- 
ages regular,  comfortable  bowel  movement.  Petrogalar 
is  acceptable  even  with  “stuffy”  patients  because  of  its 
pleasant  taste  and  ready  miscibility  in  water. 

It  may  be  taken  directly  from  the  spoon  or  from 
a glass.  Consider  Petrogalar  for  the  treatment  of 
constipation. 


Petrogalar 


Petrogalar  Laboratories,  Inc.  • 8134  McCormick  Boulevard  • Chicago,  Illinois 
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Editorial 

War  and  Social  Reform 


For  those  who  still  question  the  pro- 
found nature  of  the  social  and  economic 
upheaval  which  is  at  the  root  of  the 
present  global  war,  the  “Beveridge  Re- 
port,” a 100,000-word  document  com- 
piled by  Sir  William  Beveridge,  noted 
English  economist,  will  be  an  eye-opener. 
It  would  seem  to  be  an  important  social 
document  proposing,  according  to  the 
New  York  Times,1 

“ . complete  and  compulsory  state  insurance 

against  every  form  of  personal  want  and  in- 
security, to  be  administered  by  a Minister  of 
Social  Security  and  applied  without  regard  for 
sex,  age,  income,  or  job 

“An  automatic  product  of  Sir  William’s  sick- 
ness plan  will  be  the  creation  of  a nationalized 
and  completely  comprehensive  medical  service 
for  all  citizens.  This  would  broaden  the  present 
State  panel  of  doctors  into  a revolutionary 
unified  machine  covering  hospital,  specialist,  and 
surgical  treatment  and  prenatal  and  postnatal 
treatment  and  convalescence.” 

Incidentally,  the  total  cost  is  estimated 
at  about  $4,000,000,000  yearly,  or  $89  per 
capita.  If  adopted,  it  would  affect  the 
lives  of  45,000,000  British  people  pro- 
foundly. It  would  naturally  and  auto- 
matically create  a completely  nation- 
alized system  of  medical  service. 

Basically,  it  proposes  to  extend  the 
social  security  program  that  has  been 
operative  in  Great  Britain  for  more  than 
twenty-five  years. 

“Each  type  of  social  security  presents  its  own 
special  problems  and  pitfalls.  People  may 
easily  become  indifferent  about  a job  if  the  con- 


ditions and  benefits  of  unemployment  insurance 
are  made  more  attractive  than  the  job  itself. 
Insurance  against  certain  hazards,  in  short, 
sometimes  increases  the  hazards  themselves. 
This  is  the  sort  of  question  that  must  be  raised 
regarding  Sir  William’s  proposals  on  unemploy- 
ment benefits.  If  our  future  social  programs 
are  to  be  large-hearted,  they  must  also  be  hard- 
headed,  and  they  must  undergo  realistic  analysis 
before  they  are  accepted.”1 

The  report,  though  startling  in  the 
magnitude  of  its  proposed  cost  and  some- 
what Utopian  in  its  general  concept  and 
coverage,  is  indicative  of  a trend  which 
cannot  be  ignored,  and  should  not  be 
minimized.  One  of  the  implements  of 
social  security  is  the  practice  of  medicine, 
since  illness  and  disability  are  prime 
causes  of  insecurity.  Recognizing  that 
fact,  the  Journal  in  1941  commented 
frequently  upon  the  progress  of  the  New 
Zealand  experiments  in  compulsory  health  ’ 
insurance.2  In  1942,  we  published  a 
brief  editorial  summarizing  the  Draft 
Interim  Report  of  the  British  Medical 
Association,  which  studied  “wartime 
developments  and  their  effects  on 
the  country's  medical  services.”3  We 
pointed  out  the  fact  that  there  is  now 
developing  here  a distinct  challenge  to 
the  resourcefulness  and  fluidity  of  or- 
ganized medicine.4 

“We  cannot  hold  back,”  said  Dr.  W.  G. 
Cottis,  “the  stream  of  world-wide  changes 
by  standing  pat.  If  we  are  to  escape 
regimentation  we  must  prove  that  we 
ourselves  can  and  will  meet  every 
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legitimate  demand  for  service  in  the  field 
of  medicine. ”5  To  this  end,  he  proposed 
an  extension  of  medical  service  by  the 
State  of  New  York  in  the  following  ways: 
more  hospitals  for  the  care  of  cancer 
patients;  extension  of  laboratory  facili- 
ties; provision  of  diagnostic  clinics  in 
general  medicine;  more  convalescent 
homes;  more  district  or  county  health 
units. 

Under  the  impact  of  war  and  the  pro- 
found economic  and  social  changes  which 
follow  in  its  train,  it  would  indeed  be 
surprising  if  proposals  somewhat  similar 
to  the  “Beveridge  Report”  did  not  arise 
here  in  the  course  of  time.  We,  like  the 
English,  and,  earlier,  the  Russians,  are 
seemingly  irrevocably  embarked  upon 
the  road  of  social  reform.  It  is  quite 
possible,  since  social  reform  is  not  wholly 
free  from  purely  human  frailty  and 
error,  that  the  control  of  medical  practice 
may  pass  into  the  hands  of  others  than 
physicians.  The  manpower  question  and 
the  distribution  of  medical  personnel  may 
well  prove  to  be  the  crucial  issue  which 
will  determine  at  least  for  the  duration, 
and  possibly  thereafter,  the  character  and 
course  of  medical  practice  in  this  country. 

These  issues  involve  many  questions 
of  individual  and  state’s  rights;  they 
challenge  the  education  laws  of  many 
states;  they  challenge  the  ingenuity,  the 
patience,  and  the  wisdom  of  many 
agencies  of  government,  of  medicine,  of 
private  enterprise  of  all  sorts.  Their 
’proper  solution  would  seem  to  call  for 
cool  hard-headedness,  free  debate,  and  a 
thorough  understanding  of  the  objectives 
sought.  Issues  of  this  sort  cannot  in  the 


nature  of  human  affairs  be  completely 
divorced  from  political  considerations. 
In  the  minds  of  many  physicians,  politics 
is  synonymous  with  obliquity  and  broken 
promises ; with  exploitation  of  minorities ; 
with  the  argumentum  ad  hominem.  To 
most  politicians  the  physician  might  seem 
to  be  a good  egg  but  odd — definitely  odd. 
It’s  all  in  the  point  of  view.  These 
differing  opinions  must  nevertheless  be 
somehow  reconciled  to  a set  of  principles 
which  can  be  made  to  work  in  the  public 
interest. 

Since  to  define  these  principles  it  is 
necessary  to  know  where  we  are  going  in 
the  matter  of  social  and  economic  reform, 
it  would  seem  to  us  to  be  the  prime  obli- 
gation of  those  responsible  for  them  to 
state  clearly  and  as  simply  as  possible 
the  objectives,  if  they  know  what  they 
are.  After  these  are  stated  if  not  com- 
prehensively, at  least  comprehensibly, 
it  seems  then  the  obligation  of  medicine 
to  revise  such  of  its  structure  as  needs 
revision  so  that  it  may  fit  workably  into 
the  new  scheme  of  things.  To  plunge 
blindly  in  the  dark  does  not  seem  to  us 
who  are  immediately  and  responsibly 
concerned  with  the  public  and  private 
health  of  the  nation  to  be  a proper  way 
to  approach  reform  of  any  sort  whatever. 
War  or  no  war. 
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Virus  Pneumonias 


The  problem  of  pneumonias  due  to  bacterial 
agents,  although  not  completely  Solved,  has 
nevertheless  been  gratifyingly  modified  in  the 
majority  of  pneumonia  patients.  The  causa- 
tive organism  can  usually  be  demonstrated  in 
the  sputum  or  from  nasopharyngeal  cultures; 
the  clinical  and  x-ray  pictures  have  been  well 
defined,  and  a definite  regimen  of  treatment 
by  chemotherapy  and  other  measures  has  been 
standardized.  The  improvement  in  the  prog- 


nosis of  bacterial  pneumonias  has  been  one  of 
the  most  satisfying  features  of  modern  medi- 
cine. 

A familiar  pneumonic  syndrome,  strikingly 
different  from  the  above,  has  been  reported  in 
the  literature  with  increasing  frequency.1-2-3-4  5 
The  following  are  some  details  in  which  this 
“atypical”  pneumonia  differs  from  the  ordi- 
nary or  classic  pneumonia: 

The  incubation  period  may  be  longer,  some- 
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times  as  long  as  two  weeks.  The  cough  is 
unproductive  and  apt  to  assume  a hacking 
nature.  The  temperature  curve  is  more  ir- 
regular, rises  slowly,  and  falls  by  lysis  in 
from  a few  days  to  two  to  three  weeks.  Head- 
ache, photophobia,  and  sweating  are  frequent 
concomitant  symptoms.  The  leukocyte  count 
is  essentially  normal.  No  bacteria  found  in 
the  sputum  or  rhinopharynx  can  be  associated 
with  the  disease.  The  pneumonic  signs  and 
x-ray  picture  are  those  of  scattered  infiltra- 
tions, often  of  a migratory  nature.  Sulfon- 
amide therapy  is  futile;  complications  are 
unusual;  and  the  mortality  is  low.  In  the  few 
autopsies  reported,  the  histologic  reaction  of 
the  involved  lung  has  been  composed  chiefly 
of  mononuclear  cells,  and  no  bacteria  have 
been  found.1 * * 4  Cytoplasmic  inclusion  bodies 
have  been  observed  in  the  lungs  of  infants 
dying  of  this  form  of  pneumonia.5  Because 
of  the  atypical  clinical  and  x-ray  findings,  the 
pathologic  reports  of  a mononuclear  reaction 
in  the  areas  of  pneumonitis,  and  the  resem- 
blance of  this  response  to  the  pneumonias 
caused  by  known  virus  agents,  the  term 
“virus  pneumonia”  has  been  suggested  for 
this  peculiar  but  definite  pneumonic  syn- 
drome.3*5 

Attempts  to  find  the  direct  causative  agent 
in  such  pneumonias  have  led  to  the  isolation  of 
a virus  which  differs  from  the  previous^ 
known  influenza  virus.6  Further  research 
into  the  virus  that  causes  this  form  of  pneu- 
monitis, by  means  of  immunologic  studies  and 
neutralizing  tests,  has  brought  to  light  a re- 


“Our Hearts  Were 

This  engaging  title,  which  appeared  in  the 
December,  1942,  issue  of  the  Readers  Digest , 
caught  our  editorial  attention.  We  read  the 
article.  It  is  a condensation  from  the  book  of 
Cornelia  Otis  Skinner  and  Emily  Kimbrough. 
We  hope  that  every  doctor  who  reads  our 
Journal  will  take  time  to  read  that  article* 
if  not  the  book  itself.  We  think  it  is  the  most 
inspiring  human-life  article  that  it  has  been 
our  privilege  as  doctors  to  have  read  in  many 
a long  day. 

We  realize  that  this  enthusiastic  and  super- 
lative statement  about  an  article  in  a non- 
medical magazine  which  tells  about  certain 
people  and  their  personal  experiences  in  Eng- 
land and  France — with  only  a slight  touch  on 

* Readers  Digest,  December,  1942,  page  149. 


markable  cross  relationship  between  this 
pneumonic  virus,  or  viruses,  and  those  of 
psittacosis,  meningopneumonitis,  and  lympho- 
granuloma venereum.7  This  opens  a fascinat- 
ing field  in  the  study  of  pneumonias  and  their 
relationship  to  contagion  to  and  from  animals, 
including  household  pets. 

Suffice  it  to  say  that  it  is  of  the  utmost  im- 
portance to  be  able  to  recognize  or  suspect  this 
pneumonic  syndrome  and  its  epidemiologic 
implications.  A simple,  confirmatory  test  may 
be  the  demonstration  of  inclusion  bodies  in 
the  large  mononuclear  cells  in  the  stained 
sputum  of  patients  who  have  this  disease.5 
One  of  the  sulfa  drugs  may  be  employed,  with 
the  thought  of  preventing  secondary  invasions, 
which  are  not  uncommon  in  influenza  pneu- 
monia.8 If  a short  period  of  observation  re- 
veals no  effect  from  the  drug,  it  is  wise  to  dis- 
continue its  use;  otherwise  toxic  effects  may 
ensue,  to  the  detriment  of  the  patient’s 
condition. 
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8 Finland,  M.,  Petterson,  M.  D.,  and  Strauss,  E.: 
Arch.  Int.  Med.  70:  183  (Aug.)  1942. 


Young  and  Gay” 

disease — is  quite  a bit  out  of  the  “ordinary,” 
as  the  English  say,  to  be  recommended  by 
medical  editors.  Therefore,  we  must  state 
our  reasons  for  this  advice. 

Our  explanation  is  that  we  regard  the  story 
told  in  this  article  as  of  prime  importance  to 
every  practicing  physician  in  this  country  and 
the  countries  allied  in  this  war.  It  shows  some 
of  the  beauties  of  human  fife  that  existed  be- 
fore the  present  war  started,  in  the  most  in- 
imitable fashion  that  has  ever  been  put  forth  in 
type — as  we  see  it.  It  shows,  too,  as  we  see  it, 
the  color,  the  flavor,  the  humor,  the  beauty  of 
life  that  the  allied  countries  should  seek  to 
spread  all  over  the  world  when  this  war  has 
been  won  on  the  basis  of  the  four  freedoms. 

Is  this  of  interest  to  doctors  of  medicine? 
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\ es,  because  mental  and  emotional  health  of  what  men  and  women  over  the  ages  have  be- 
their  patients,  as  well  as  physical  health,  is  come  physicians  to  secure  for  people. 


Correspondence 


Office  for  Emergency  Management 
War  Manpower  Commission 
Washington,  D.  C. 

December  16,  1942 

Dr.  Peter  Irving 
292  Madison  Avenue 
New  York,  New  York 

Dear  Doctor  Irving: 

The  Directing  Board  of  the  Procurement  and 
Assignment  Service  suggests  that  you  publish 
the  following  statement  on  the  cover  page  of  the 
next  issue  of  your  Journal,  or  in  some  other 
prominent  position.  The  Board  deeply  appre- 
ciates the  support,  help,  and  cooperation  always 
received  from  you: 


“It  is  of  the  utmost  importance  that  the  Procurement 
apd  Assignment  Service  for  Physicians,  Dentists,  and 
Veterinarians,  immediately  have  the  name  of  any  doctor 
who  really  is  willing  to  be  dislocated  for  service,  either 
in  industry  or  in  overpopulated  areas,  and  who  has  not 
been  declared  essential  to  his  present  locality.  This  is 
necessary  if  the  medical  profession  is  to  be  able  to  meet 
these  needs  adequately  and  promptly.  We  urgently  re- 
quest that  any  physician  over  the  age  of  45  who  wishes 
to  participate  in  the  war  effort  send  in  his  name  to  the 
State  Chairman  for  the  Procurement  and  Assignment 
Service  in  his  state.” 

Sincerely  yours, 

Frank  H.  Lahey,  M.D.,  Chairman , 
Directing  Board 

Procurement  and  Assignment  Service  for 
Physicians,  Dentists,  and  Veterinarians 


SCIENTIFIC  EXHIBITS 
1943 

ANNUAL  MEETING 

Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to 

Dr.  J.  G.  Fred  Hiss, 

505  State  Tower  Building 
Syracuse,  New  York, 

Chairman  of  Subcommittee  on  Scientific  Exhibits  of  the  Convention  Committee. 

The  Annual  Meeting  will  be  held  May  3-6,  1943,  Hotel  Statler,  Buffalo,  New  York. 
The  list  will  be  closed  on  February  15,  1943. 


Peter  Irving,  M.D.,  Secretary 
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Epicondylitis  is  often  erroneously 

spoken  of  as  “tennis  elbow.”  Epicon- 
dylitis humeri,  properly  defined,  is  a clinical 
entity  with  marked  pain  and  tenderness  about 
the  epicondyle  of  the  humerus  and  inability 
to  make  a tight  fist  or  raise  any  weight  with 
the  forearm  in  pronation.  It  occurs  after 
muscular  exertion  such  as  playing  tennis, 
squash,  badminton,  polo,  baseball,  etc.,  or 
after  some  continuous  labor,  such  as  type- 
writing, bricklaying,  painting,  pressing  clothes 
with  heavy  irons,  and  the  like.  Therefore, 
play  or  work  entailing  repeated  pronation  and 
supination  of  the  forearm  with  the  elbow  ex- 
tended, or  repeated  extension  of  the  wrist, 
seems  to  run  through  the  history  of  all  pa- 
tients who  have  the  above  complaints. 

History 

Epicondylitis  has  been  the  subject  of  in- 
vestigation at  least  since  1896,  when  Bern- 
hardt published  a paper  on  a little-known  form 
of  occupational  neuralgia.  Osgood  published 
an  article  on  radiohumeral  bursitis  in  1922. 1 
He  removed  the  bursa  in  3 cases,  with  indiffer- 
ent results.  Hohman,  in  1927, 2 advocated 
rest  for  what  he  called  tennis  elbow.  Cyriax, 
in  1936, 3 and  Mills,  in  1937, 4 advocated  ma- 
nipulation for  the  treatment  of  epicondylitis. 
Horwich  and  I,  in  1930, 5 reported  16  cases 
that  were  cured  by  immobilization  with  a 
cocked-up  splint  of  the  wrist.  I had  become 
interested  in  epicondylitis  several  years  before 
because  many  of  these  cases  were  referred  to 
me  for  physical  therapy.  The  results  ob- 
tained by  various  treatments  were  very  un- 
satisfactory. In  reviewing  the  literature,  one 
is  somewhat  confused  because  all  writers  have 
not  confined  themselves  to  epicondylitis  alone 
but  have  brought  into  the  discussion  almost 
all  possible  pathologies  of  the  elbow.  It 
therefore  is  important  to  define  clearly  the 
subject  for  our  discussion.  We  shall  exclude 
such  pathologies  as  arthritis,  periarthritis, 
neuritis,  neuralgia,  and  direct  trauma,  and 
confine  ourselves  to  two  varieties  of  epicon- 
dylitis— the  acute  or  subacute  type,  from  in- 
direct trauma  following  athletic  games 
(usually  found  in  young,  active  people  with 
hypertrophy  of  the  muscles  in  the  forearm), 
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and  the  occupational  chronic  type,  found  in 
older  patients  as  a result  of  long-continued 
stress  and  strain  on  the  extensors  of  the  wrist 
and  fingers. 

Anatomy  and  Physiology 

The  interesting  feature  of  the  skeletal 
anatomy  of  the  elbow  and  forearm  is  the 
marked  degree  of  supination  and  pronation 
between  the  radius  and  the  ulna.  This  is 
essentially  due  to  the  small,  round  head  of  the 
radius  articulating  with  the  proximal  end  of 
the  ulna.  These  two  bones  are  held  so 
firmly  together  by  tendinous  and  ligamentous 
structure  that  dislocations  between  them  are 
practically  unknown.  In  fact,  the  head  of 
the  radius  will  fracture  before  it  will  dis- 
locate. The  muscles  concerned  in  this  region 
take  their  origin  from  the  condylar  ridge  and 
the  external  condyle  of  the  humerus.  These 
muscles,  as  they  take  their  origin  from  above 
downward,  are  the  brachioradialis  or  supi- 
nator longus,  the  extensor  carpi  radialis  longus 
and  brevis,  the  extensor  digitorum  communis, 
the  extensor  carpi  ulnaris,  and,  distally,  the 
anconeus.  Beneath  the  conjoined  tendon  of 
these  muscles  is  the  supinator  radii  brevis.  • 

These  muscles  receive  their  nerve  supply 
from  the  radial  nerve  by  means  of  branches 
that  come  off  above  the  epicondyle.  The 
sensory  nerve  supply  also  comes  from  the 
radial  nerve.  Most  of  these  muscles  are  of 
the  quick-action  type,  with  relatively  short 
muscle  belly  and  long,  slender  tendon;  but  it 
is  not  generally  realized  how  extensive  the 
elasticity  is  in  these  muscles. 

Six  normal  individuals  measured  from  the 
external  epicondyle  to  the  tip  of  the  middle 
finger — i.e.,  the  length  of  the  extensor  digi- 
torum communis  in  its  maximum  and  mini- 
mum length — will  show  an  average  difference 
of  8.4  cm.  This  seems  of  importance  because 
if  a muscle  is  stretched  8.4  cm.  and  in  addition 
is  called  on  to  receive  a severe  blow,  some- 
thing is  apt  to  break. 

Furthermore,  in  supinating  the  forearm, 
the  head  of  the  radius  acts  as  a fulcrum,  with 
the  short  lever  from  the  head  of  the  radius  to 
the  epicondyle  on  one  side  and  the  long 
lever  from  the  head  of  the  radius  to 
the  hand  on  the  other  side — or  what  is  called  a 
lever  of  the  first  order.  This  relation  is  about 
1 to  10.  Here  lies  a great  disadvantage  in 
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the  mechanism  of  the  elbow,  the  forearm,  and 
the  hand.  Everything  tends  to  give  the  epi- 
condyle  the  short  end,  so  to  speak. 

Phylogenesis. — If  the  human  body  is  re- 
garded as  a living  organism  which  has  de- 
veloped from  a more  primitive  mechanism  to 
a more  and  more  complicated  one,  this  change 
must  be  assumed  to  have  been  accomplished 
not  overnight  but  over  a long  span  of  years. 

In  the  vegetable  kingdom,  motion  is  a curi- 
osity. The  lower  animals  of  the  ameba  class 
probably  represent  the  most  primitive  activ- 
ity, and  as  one  goes  up  the  evolutionary 
ladder  he  finds  that  certain  of  our  present 
movements  developed  earlier  than  others. 
The  characteristic  in  all  of  these  early  motions 
is  that  they  are  movements  toward  the  center 
of  the  body;  i.e.,  flexion  and  adduction — 
pronation  and  inversion.  The  nerve  supply 
even  in  the  embryonal  stage  of  these  muscles, 
which  brings  parts  of  the  skeleton  toward  the 
center,  is  earlier  and  more  easily  distinguished 
than  the  corresponding  nerves  to  muscles  per- 
forming movements  away  from  the  body; 
i.e.,  the  extensors  and  abductors.  Because 
most  of  our  work  and  exercises  are  movements 
toward  the  body,  we  have  developed  the  flex- 
ors and  adductors  to  a greater  power  than  we 
have  the  corresponding  extensors  and  abduc- 
tors. This  is  demonstrated  by  comparing,  for 
instance,  the  flexor  and  extensor  strength  of 
the  fingers  and  toes,  or  the  strong  adduction 
in  the  shoulder  and  hip,  with  the  compara- 
tively weak  abduction  in  the  same  joints. 

If  this  phylogenetic  study  is  applied  to  the 
flexors  and  extensors  of  the  wrist  and  fingers 
and  to  the  pronation  and  supination  of  the 
forearm,  it  will  be  found  that  the  muscles 
arising  from  the  internal  epicondyle  of  the 
humerus  are  much  stronger  than  those  coming 
from  the  external  epicondyle.  Hand  in  hand 
with  the  phylogenesis  of  muscles  goes  the 
specific  morbidity.  By  this  we  mean  that  the 
phylogenetically  older  muscles  are  less  subject 
to  pathologic  change.  In  this  connection 
one  may  recall  the  prevalence  of  dropwrist 
and  dropfoot  in  peripheral  neuritis,  the  atti- 
tude of  the  forearm  and  the  hand  in  cerebral 
hemiplegia,  and  the  common  pathologic  in- 
volvement of  the  deltoid  muscles  and  the 
gluteus  medius  and  maximus  as  compared 
with  the  corresponding  adductors  and  flexors. 
It  is  therefore  only  rational  to  state  that  the 
external  condyle  of  the  humerus  gives  origin 
to  phylogenetically  young  muscle,  with  cor- 
responding specific  morbidity. 

When  in  our  present-day  activity,  whether 
in  sport  or  in  work,  our  lately  acquired  ex- 


tensors and  supinators  are  called  on  for  sudden 
feats  of  strength  or  long-continued  work,  these 
structures  are  apt  to  give  way.  Examples  of 
this  specific  morbidity  are  deltoid  myositis 
and  myositis  of  the  trapezius  muscles,  the 
lumbar  muscles,  and  the  gluteus  medius.  To 
this  group  belongs,  undoubtedly,  epicon- 
dylitis humeri. 

Locus  Minoris  Resistentiae. — The  question 
to  be  answered  next  is,  Where  does  a muscle 
give  way  first?  Or,  in  other  words,  Where  is 
the  weakest  part  of  a muscle?  Is  it  the  bony 
connection  or  the  point  at  which  muscle 
tissue  changes  into  connective  tissue  to  form 
tendon?  To  solve  this  problem  we  performed 
a simple  experiment  on  a rabbit.  Under 
ether  anesthesia  the  gastrocnemius  muscle 
was  dissected  out.  In  the  rabbit  this  is  a 
relatively  powerful  muscle,  with  short  muscle 
belly  and  long  tendon.  When  the  maximum 
pull  is  exerted  on  this  muscle  and  then  the 
point  of  physiologic  extension  is  overstepped, 
a tear  results,  and  this  invariably  took  place 
at  the  bony  connection  and  not  in  the  muscle 
tissue,  in  the  tendon,  or  where  muscle  fuses 
into  tendon. 

It  seems  rational  to  assume  that  the  locus 
minoris  resistentiae  for  a muscle  is  not  the 
muscle  itself  but  the  point  where  it  is  fixed  on 
the  skeleton.  We  therefore  thought  that  it 
would  be  possible  to  find  some  roentgen  evi- 
dence; but  after  studying  a number  of  an- 
teroposterior and  lateral  views  of  patients 
with  epicondylitis,  we  were  disappointed. 
However,  by  taking  oblique  roentgenograms, 
tilting  the  x-ray  tube  45  degrees,  we  were  able 
to  find  a shadow  over  the  epicondyle  which 
was  very  suggestive  of  an  avulsion  in  some 
cases. 

Symptoms 

Pain  is  the  outstanding  symptom.  It 
seldom  comes  on  directly  after  physical  exer- 
tion, but  the  onset  is  gradual.  Traumatic 
epicondylitis  is  characterized  by  pain  over  the 
lateral  elbow  when  a tight  fist  is  made,  when 
indulging  in  a favorite  sport,  or  even  when 
lifting  light  objects,  such  as  a glass  of  water. 
The  pain  is  either  sharp  and  lancinating  or  a 
dull  ache.  It  is  present  when  lifting  is  done 
with  the  forearm,  in  pronation,  and  it  is 
usually  absent  when  lifting  is  done  with  a 
supinated  forearm.  There  is  no  pain  on  rest- 
ing. The  area  of  tenderness  varies.  It  may 
be  located  over  (1)  the  distal  end  of  the  lateral 
epicondyle  or  (2)  the  posterior  surface  of  the 
epicondyle.  More  commonly,  the  maximum 
tenderness  is  over  (3)  the  anterior  surface  of 
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the  epicondyle,  (4)  the  radiohumeral  joint  line, 
(5)  the  radio-ulnar  joint,  or  sometimes  (6)  the 
proximal  epicondyle.  The  patient  is  usually 
well  aware  of  the  point  of  tenderness  and  can 
show  it  readily.  It  can  easily  be  elicited  by 
completely  extending  the  elbow,  by  making  a 
tight  fist,  or  by  extending  the  wrist  against 
resistance.  Some  tenderness  is  often  found 
over  the  extensor  muscle  group  of  the  fore- 
arm. In  occupational  epicondylitis  the  pain  is 
usually  a dull  ache,  which  is  not  present  on 
rest  but  is  always  at  its  maximum  when  the 
patient  is  working  at  an  occupation  that  con- 
sists of  repeated,  continuous  contraction  of  the 
extensors  of  the  wrists  and  fingers  with  the 
arm  in  pronation.  The  tenderness  is  more 
common  over  the  whole  course  of  the  extensor 
group  of  muscles. 

Diagnosis 

The  diagnosis  is  usually  simple.  The 
history  of  the  injury  is  given  often  enough  to 
establish  the  diagnosis.  The  kind  of  pain  and 
the  area  of  tenderness  are  characteristic.  As 

I have  said  before,  I am  limiting  my  dis- 
cussion to  the  acute  or  subacute  so-called 

II  tennis  elbow”  due  to  indirect  trauma  of  specific 
activity  requiring  pronation  and  extension 
of  the  forearm,  and  the  occupational  chronic 
epicondylitis.  Differential  diagnosis  must  ex- 
clude the  arthritides,  such  as  chronic  osteo- 
arthritis and  chondromatosis,  rheumatoid, 
gonorrheal,  luetic,  tuberculous,  gouty,  or 
other  types  of  arthritis.  We  must  also  ex- 
clude neuritis  and  neuralgia,  such  as  occu- 
pational writer’s  cramp,  toxic  conditions,  and 
infections  from  lead,  nicotine,  and  alcohol, 
and  also  hypovitaminosis.  X-rays  are  of 
little  help.  They  are  essentially  negative. 
Only  rarely  do  they  show  any  periostitis, 
periostocortical  tear,  subperiosteal  infraction, 
or  Sudeck’s  bone  atrophy. 

Pathology 

The  anatomy  reveals  the  muscles  of  the 
external  epicondyle  to  wrist  and  fingers  as 
quick-action  muscles  with  short  muscle  bellies 
and  long  tendons.  When  too  much  tension  is 
placed  on  these  muscles,  the  tear  occurs  at 
their  point  of  origin  at  the  periosteum.  The 
origin  of  the  brachioradialis  and  extensor 
carpi  radialis  longus  is  almost  proximal  to 
the  epicondyle,  and  the  extensor  carpi  ulnaris 
lies  deep  to  the  extensor  digitorum  communis. 
The  extensor  carpi  radialis  brevis  comes  off 
most  laterally  on  the  condyle,  and  this  is  prob- 
ably the  muscle  most  often  involved  in  the 
acute  or  subacute  traumatic  epicondylitis. 


The  pathology  is  probably  a tear  between  the 
tendinous  origin  of  the  extensor  carpi  radialis 
brevis  and  the  periosteum.  A periostitis  is 
produced,  with  more  or  less  myofascitis  and 
fibrositis  in  the  muscle.  A protective  spasm 
is  often  found  in  the  extensor  muscles,  which 
in  turn  will  prevent  complete  extension  of  the 
elbow  joint. 

In  occupational  epicondylitis  we  probably 
deal  with  a chronic  myositis  of  all  the  extensor 
muscles  to  wrist  and  fingers.  A fibrositis  may 
or  may  not  be  present.  A study  of  the  lever- 
age of  wrist  extension  and  of  the  pronation  of 
the  forearm  also  favors  the  theory  of  a peri- 
ostitis and  a myofascitis. 

Treatment 

Immobilization. — In  a previous  article5  I 
analyzed  74  cases  of  epicondylitis  treated  by 
various  forms  of  physical  therapy  in  which 
the  results  were  rather  discouraging.  In  the 
16  cases  that  were  relieved  by  means  of  im- 
mobilization, the  immobilization  was  accom- 
plished by  means  of  a cocked-up  splint  which 
shortened  the  extensor  muscles  from  the 
lateral  epicondyle  and  prevented  full  pro- 
nation. The  physiologic  rest  thus  gives  the 
injured  periosteum  and  muscles  time  to  heal. 
Any  myositis  of  the  extensor  muscles  is 
treated  with  superficial  and  deep  heat, 
followed  by  fairly  vigorous  massage.  The 
patient  should  abstain  from  the  game  or 
occupation  that  was  the  causative  agent. 
Immobilization  is  the  treatment  of  choice  in 
occupational  epicondylitis. 

Manipulation. — Since  1936  several  articles 
on  epicondylitis  have  been  published  in  Eng- 
land and  Australia.  The  interesting  part  of 
these  papers  was  the  high  percentage  of  cures 
claimed  to  be  achieved  by  a very  simple  ma- 
nipulative treatment.  Mills  advocated  a ma- 
nipulation with  the  elbow  in  extension,  the 
forearm  pronated,  and  the  wrist  flexed. 
Cyriax,  in  a very  comprehensive  article, 
claimed  nearly  consistent  cures  with  ma- 
nipulation of  the  elbow  in  extension  and  the 
forearm  in  supination.  The  67  cases  I am 
reporting  are  not  all  mine,  but  they  have  been 
checked  very  carefully.  A review  of  these 
manipulated  cases  of  epicondylitis  reveals  the 
following  figures: 

Total  cases  manipulated  67 

Female,  45  per  cent;  male,  55  per  cent 
Manipulations  per  patient  1-14 

Average  age  43 . 7 

Cases  due  to  games  77  per  cent 

Cases  due  to  occupation  23  per  cent 

Manipulated  cases — cured  15  per  cent 

Manipulated  cases — not  improved  85  per  cent 

My  conclusion  is  that  manipulation  probably 
has  its  place  in  the  treatment  of  epicondylitis 
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of  traumatic  origin,  if  we  employ  it  in  the 
proper  cases.  It  is  my  impression  that  pa- 
tients presenting  lack  of  complete  extension 
in  the  elbow  due  to  spasms  of  extensor  muscles 
are  the  cases  that  should  be  manipulated  until 
complete  extension  in  the  elbow  is  restored. 
Manipulations  are  rarely  effective  in  the 
occupational  type  of  epicondylitis. 

Injection. — Injection  of  0.5  cc.  of  1 per 
cent  procaine  solution  under  the  extensor 
tendon  group,  followed  by  0.3  cc.  of  5 per  cent 
sodium  morrhuate,  has  been  recommended. 
However,  any  injection  can  give  only  tem- 
porary relief;  therefore  this  procedure  does 
not  seem  very  rational. 

Operation. — I have  had  no  experience  with 
cases  in  which  operation  was  the  treatment 
employed.  The  principle  is  to  divide  the 
tendon  of  origin  of  the  extensor  group  of 
muscles  where  they  come  off  the  external  epi- 
condyle. 

Conclusions 

1.  The  pathology  in  traumatic  epicon- 
dylitis is  undoubtedly  a partial  rupture  of 
fibrous  origin  of  the  extensor-supinator  group 
of  the  forearm  with' periostitis  and  fibrositis. 
In  occupational  epicondylitis  the  pathology  is 
probably  more  of  a chronic  myositis. 

2.  Manipulations  may  be  attempted  in 
traumatic  cases  in  which  extension  is  limited, 
owing  to  muscle  spasm. 

3.  Immobilization  is  still  the  treatment  of 
choice  in  most  cases,  with  additional  physical 
therapy  for  restoration  of  normal  muscle 
tissue. 

4.  Injection  of  novocain  gives  only  tem- 
porary relief,  and  operations  are  seldom  in- 
dicated. 
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Discussion 

Dr.  I.  D.  Horwich,  New  York  City — The  di- 
vergent opinions  concerning  the  nature  of  this 
lesion  reflect  themselves  in  the  therapeutic  pro- 
posals that  have  been  made  by  various  clinics. 
Suggested  types  of  treatment  include  (1)  cocked- 
up  splintage,  (2)  manipulative  maneuvers,  and 
(3)  operative  procedures.  One  writer  ventured  a 
truth  in  a nutshell  when  he  said  that  epicondylitis 
is  a lesion  which  tends  to  heal  with  and  without 
treatment. 


At  a symposium  on  tennis  elbow  given  by  the 
Royal  Society  of  Medicine  in  1929,  the  chairman, 
in  closing  a lengthy  discussion,  remarked  that 
if  time  had  permitted  he  would  have  liked  to 
disagree  with  all  of  the  previous  speakers.  (No 
doubt  our  chairman  will  be  so  inclined!)  One 
editor  remarked  that  the  causes  of  tennis  elbow 
are  various;  its  pathology  obscure;  and  its 
cure  uncertain.  Dr.  Hansson  has,  I believe, 
clarified  these  matters  to  a great  extent. 

The  diagnosis  is  simple  and  the  symptoms  are 
characteristic,  yet  this  condition  is  often  con- 
fused with  other  elbow  pathologies.  The  most- 
characteristic  local  finding  is  point  tenderness. 
A sign  that  I consider  pathognomonic  is  that  the 
patient  is  unable  to  elevate  a chair  with  the  fore- 
arm pronated,  but  can  lift  a chair  high  off  the 
floor  with  the  supinated  hand  and  forearm. 
When  one  considers  the  pathology  as  described 
by  Dr.  Hansson,  this  is  quite  understandable. 

As  regards  the  bursal  theory  embraced  by 
Osgood  and  others,  I believe  that  what  is  taken 
to  be  a bursa  on  operation  is  in  reality  an  up- 
ward prolongation  of  the  synovial  sac  of  the 
elbow  joint. 

Considering  manipulative  maneuvers,  Mills 
stresses  the  importance  of  an  audible  click  as  a 
criterion  of  a successful  manipulation — forceable 
extension  of  the  pronated  forearm  with  the  wrist 
flexed.  Cyriax,  arguing  on  theoretic  grounds, 
believes  that  the  position  of  physiologic  rest 
on  a cocked-up  splint  may  predispose  to  recur- 
rence of  the  condition  by  permitting  healing  to 
take  place  with  shortening  of  the  involved 
muscles.  I do  not  know  why  this  should  be 
any  more  likely  to  occur  in  epicondylitis  than 
in  other  deformities  in  which  tenorrhaphy  is 
utilized.  Cyriax  tries  to  convert  a partial 
muscular  tear  into  a complete  one.  After  deep 
friction  massage  over  the  epicondyle,  he  extends 
and  supinates  the  forearm  and  then  sharply 
adducts  the  elbow  into  cubitus  varus. 

However,  both  Mills  and  Cyriax  feel,  as  Dr. 
Hansson  has  said,  that  manipulation  should  be 
done  only  in  those  patients  who  show  a slight 
springy  resistance  to  full  extension  of  the  elbow. 

In  occasional  protracted  cases,  I have  used 
weekly  manipulation  as  an  adjunct  to  the  im- 
mobilization treatment  with  a cocked-up  splint. 
This  did  not  appear  to  speed  up  the  recovery. 

Dr.  Henry  B.  Crawford,  Rochester , New  York — 
I consider  it  a privilege  to  discuss  this  interesting 
and  well-presented  paper.  Dr.  Hansson’s  phylo- 
genetic theory  for  the  vulnerability  of  the  ex- 
tensor and  abductor  tendons  is  particularly  ap- 
pealing. 

In  attempting  to  criticize  constructively  this 
well-presented  logic  as  to  the  pathology  and 
treatment  of  the  commonly  called  “tennis 
elbow,”  there  is  only  one  question  that  comes 
to  my  mind,  and  that  is:  Should  we  try  to 
differentiate  between  (1)  a subperiosteal  fracture, 
(2)  a calcareous  degeneration  of  the  tendons, 
similar  to  that  which  we  commonly  find  in  the 
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supraspinatus  tendon,  and  (3)  a radiohumeral 
bursitis? 

This  question  has  more  than  arm-chair  theoriz- 
ing for  its  basis.  In  reviewing  the  last  20  cases 
(see  Table  1)  diagnosed  as  “radiohumeral 
bursitis”  in  our  office,  I was  surprised  to  find 
abnormal  calcification  in  9.  Still  more  sur- 
prising to  me  was  the  direct  correlation  between 
the  finding  of  calcification  in  direct  contact  with 
the  epicondyle  and  a history  of  onset  of  pain 
immediately  following  a bruise  on  the  epicondyle 
at  least  a month  prior  to  the  x-ray  examination. 
There  were  7 such  histories,  of  which  I have 
films.  They  all  show  this  type  of  calcification. 

There  were  2 that  showed  diffuse  calcareous 
deposits  in  the  tendon.  These  did  not  give  a 
definite  history  of  onset  of  pain  following  injury, 
and  one  of  these  had  complete,  immediate,  and 
lasting  relief  from  aspiration.  The  other  had 
no  treatment  in  our  office. 

Those  patients  who  showed  no  changes  in 
x-ray  gave  histories  of  direct  bumps  within  twelve 
days  prior  to  examination,  or  onset  with  muscular 
strain  such  as  that  experienced  in  ironing,  play- 
ing squash  or  bat  ball,  sawing  wood,  etc. 

I would  agree  that  splinting  the  wrist  in  the 
cocked-up  position  and  immobilizing  the  elbow 
to  prevent  further  irritation  would  be  indicated 
in  all  three  of  these  pathologic  entities. 

However,  if  such  a differential  diagnosis  could 
be  made,  it  would  seem  to  me  that  we  might 
expect  splinting  alone  to  be  the  preferable  treat- 
ment for  the  epicondylar  fracture.  We  might 


TABLE  1. — Twenty  Cases  of  “Radiohumeral 
Bursitis” 


Patient 

Injury 

Time  Elapsed 
Between  Injury 
and  X-ray 

X-ray 

McCann 

Struck  elbow 

12  days 

N egative 

Holst 

Bump 

6 days 

Negative 

Bilger 

Sawing  wood 

5 weeks 

Negative 

Calkins 

Playing  batball  4 weeks 

Negative 

Cohen 

Bruise  (?) 

2 months 

Negative 

Braverman 

None 

3 months 

N egative 

Stevenson 

None 

5 weeks 

Negative 

Y ackel 

Twist 

1 day 

Negative 

Hills 

Squash 

10  weeks 

Negative 

Murphy 

None 

6 months 

N egative 

Meyer 

None 

2 days 

Negative 

Asnass 

Bump 

2 months 

Calcification 

Schultz 

Bump 

l1/*  years 

epicondyle 

Calcification 

epicondyle 

Calcification 

Peters 

Bump 

3 months 

Zizzo 

Bump 

7 months 

epicondyle 

Calcification 

Weining 

Bump 

1 month 

epicondyle 

Calcification 

Bauer 

None 

4 months 

epicondyle 

Calcification 

Tosch 

Fell  on  hands 

4 days 

epicondyle 
Old  epicondy- 

Simpson 

Bump  (?) 

3 weeks  (?) 

lar  separa- 
tion 

Calcification 

Thompson 

None 

(pain  4 days) 
2 months 

of  tendon 
Calcification 

of  tendon 

expect  heat  and  massage  or  aspiration  of  cal- 
careous debris  to  be  of  some  added  value  in 
speeding  up  the  recovery  in  the  cases  of  cal- 
careous degeneration  of  the  tendon,  and  we 
might  consider  exploration  for  a radiohumeral 
bursitis  only  in  those  few  cases  that  did  not 
respond  to  conservative  treatment. 


RHEUMATIC  FEVER  AND  HEART  DISEASE  PROGRAM 


An  intensive  educational  program  on  rheu- 
matic fever  and  heart  disease  has  been  launched 
by  the  Metropolitan  Life  Insurance  Company, 
with  the  cooperation  and  advice  of  the  American 
Heart  Association,  the  Academy  of  Pediatrics, 
and  the  Crippled  Children’s  Division  of  the  U.S. 
Children’s  Bureau. 

The  purpose  of  this  activity  is  twofold. 
Through  popular  literature,  addresses,  radio 
programs,  news  releases,  and  advertisements, 
the  public  will  be  acquainted  with  the  newer 
knowledge  of  rheumatic  fever  and  rheumatic 
heart  disease  and  their  special  wartime  signifi- 
cance in  overcrowded  and  insanitary  environ- 
ments. The  program  will  stress  the  importance 
of  early  diagnosis,  proper  care  for  rheumatic 
fever  victims,  and  the  declining  mortality  rate 
among  children  in  the  younger  age  groups. 
The  Metropolitan  is  using  the  services  of  its 
Field  Staff  in  some  three  thousand  communi- 
ties, and  it  expects  to  reach  over  one  million 
homes. 

An  equally  important  objective  of  this  program 
will  be  to  distribute  to  the  medical  profession 
up-to-date  literature  covering  various  aspects  of 
the  rheumatic  fever  problem.  The  printed  ma- 


terials for  physicians  will  include  a clinical  book- 
let which  sets  forth  in  concise  form  the  modern 
concept  of  the  disease,  criteria  for  its  early 
diagnosis  and  treatment,  methods  of  managing 
the  disease  and  recognizing  its  cardiac  involve- 
ments. This  booklet  is  being  developed  in 
collaboration  with  special  committees  of  the 
American  Heart  Association  and  the  Academy 
of  Pediatrics.  The  membership  of  these  com- 
mittees includes:  Drs.  T.  Duckett  Jones  and 
Edward  F.  Bland,  of  Boston;  Arthur  C.  De- 
Graff,  Ann  G.  Kuttner,  Homer  Swift,  and  A.  T. 
Martin,  of  New  York  City;  Ethel  C.  Dunham 
and  O.  F.  Hedley,  of  Washington,  D.C.;  Hugh 
McCulloch,  of  St.  Louis;  and  Stanley  Gibson, 
of  Chicago.  Others  being  consulted  include  Dr. 
May  G.  Wilson,  of  New  York  City;  Dr.  Albert 
Kaiser,  of  Rochester;  Dr.  David  Rutstein,  of 
Albany;  and  Dr.  Elizabeth  Huse,  of  Washing- 
ton, D.C. 

This  program  marks  the  first  time  that  a 
national  educational  campaign  has  been  under- 
taken to  reach  the  general  public  and  the  medical 
profession  with  rheumatic  fever  literature,  es- 
pecially prepared  according  to  the  needs  and 
interests  of  each  group. 


SPINAL  FLUID  EXAMINATIONS 

Report  of  Investigation  of  Procedures  Followed  Throughout  the  United  States 

W.  Bayard  Long,  M.D.,  and  Jacob  A.  Goldberg,  Ph.D.,  New  York  City 


THE  Association  of  Syphilis  Clinics, *  * under 
the  chairmanship  of  Dr.  Howard  Fox,  has 
been  interested  in  the  routine  procedures  that 
are  followed  in  making  spinal  punctures  on  pa- 
tients attending  syphilis  clinics  in  New  York 
City.  For  some  years  there  has  been  distinct 
variation  in  methods  used  in  hospitals  and  un- 
affiliated dispensaries  which  operate  syphilis 
clinics.  In  certain  clinics,  where  hospitaliza- 
tion has  been  the  routine  procedure,  there 
often  has  resulted  a backlog  of  several  hundred 
patients  awaiting  their  turn  for  admission 
to  the  one  or  two  beds  assigned  for  this  pur- 
pose. This  has  brought  about  the  failure  of 
many  syphilis  patients  to  be  given  the  benefit 
of  a spinal  fluid  examination  or,  at  least,  con- 
siderable delay  in  carrying  out  this  requisite 
step.  Studies  made  in  syphilis  clinics  of  sev- 
eral thousand  charts  emphasized  this  lapse. 

Every  syphilologist  agrees  that  it  is  impor- 
tant to  examine  the  spinal  fluid  of  a patient 
with  syphilis.  If  it  becomes  necessary  to  hos- 
pitalize the  patients  for  even  twenty-four 
hours  in  order  to  perform  a spinal  puncture, 
the  number  of  such  punctures  will  be  enor- 
mously reduced.  This  has  been  found  to  be 
the  case  for  two  specific  reasons:  (1)  the  lack 
of  adequate  hospital  beds  for  this  purpose; 
(2)  many  patients  who  would  submit  to  spinal 
puncture  in  the  dispensary  are  unwilling  or 
unable  to  spend  the  night  in  the  hospital  for 
that  purpose.  It  is  generally  assumed  that 
after  the  spinal  puncture  it  is  advisable  for  the 
patient  to  rest  at  least  one-half  hour  and  then 
go  home  without  delay.  Some  physicians  pre- 
fer to  have  the  patient  rest  for  two  or  three 
hours.  While  it  is  true  that  a patient  may 
faint  in  the  street  after  a spinal  puncture,  this 
may  also  occur  after  an  injection  of  arsphena- 
mine  or  numerous  other  medical  or  surgical 
procedures.  Although  an  occasional  patient 
becomes  sick  on  the  way  home  following  a 
spinal  puncture,  it  is  not  sufficient  reason  to 
make  a hard  and  fast  rule  that  all  such  pa- 
tients must  be  hospitalized.  The  question  of 
doing  the  most  good  to  the  vast  majority  of 
persons  with  syphilis  outweighs  any  incon- 

Chairman and  Secretary,  respectively,  Social  Hygiene 
Copimittee,  New  York  Tuberculosis  and  Health  Asso- 
ciation. 

* Affiliated  with  Social  Hygiene  Committee,  New  York 
Tuberculosis  and  Health  Association. 


venience  that  may  be  suffered  by  a small 
minority.  The  members  of  the  Association  of 
Syphilis  Clinics  have  expressed  the  opinion 
that  the  performance  of  spinal  punctures  on 
ambulatory  patients  is  a safe  procedure.  This 
decision  was  particularly  emphasized  at  a 
meeting  of  the  Association  of  Syphilis  Clinics 
held  on  May  26,  1939.  At  this  meeting  the 
Association  passed  a resolution  to  the  effect 
that  “The  Association  of  Syphilis  Clinics  goes 
on  record  as  agreed  that  lumbar  punctures 
should  be  routine  in  clinics.”  This  motion 
was  carried  unanimously.  Subsequent  to  this 
meeting  the  words  of  this  resolution  were 
sent  to  all  directors  and  superintendents  of 
hospitals  and  dispensaries  in  the  city  in  which 
syphilis  is  treated.  Within  a short  time  favor- 
able results  followed  the  receipt  of  this  letter, 
some  hospitals  instituting  the  procedure 
recommended  in  the  resolution.  However, 
hospitalization  is  still  the  routine  procedure 
in  certain  institutions. 

In  the  attempt  to  learn  what  was  common 
procedure  throughout  the  country,  an  in- 
quiry was  sent  to  the  venereal  disease 
control  medical  officers  of  all  the  state  de- 
partments of  health  and  to  the  health  com- 
missioner of  the  District  of  Columbia.  Re- 
ports from  the  departments  of  health  of  the 
various  states  have  been  received,  and  they 
are  included  in  the  following  pages.  It  will 
be  noted  from  the  tabulation  that,  with  few 
exceptions,  spinal  punctures  are  routine  in 
the  clinics. 

It  is  hoped  that  further  evidence  of  com- 
mon practice  in  New  York  City  and  through- 
out the  country  may  induce  those  who  are  still 
insistent  upon  hospitalization  to  modify  their 
procedures  and  make  it  possible  for  larger 
numbers  of  syphilis  patients  to  be  given  spinal 
fluid  examinations.  Even  if  adequate  hos- 
pital facilities  are  available,  it  is  not  deemed 
desirable  to  involve  the  patient  in  unneces- 
sary expense,  or  to  put  the  hospital  to  the  ex- 
pense of  hospitalizing  indigent  or  quasi-indi- 
gent  patients  or  those  for  whose  hospitaliza- 
tion full  costs  cannot  be  provided. 

Summary 

It  is  generally  recognized  that  it  is  neces- 
sary to  make  spinal  fluid  examinations  during 
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Spinal  Fluid  Examinations 


State 

In 

Clinic 

In 

Hospital 

Rest 

Period 

Alabama 

X 

— 

At  least  2 hours 

Arizona 

X 

— 

— 

Arkansas 

X 

— 

None 

California 

X 

— 

None 

Colorado 

X 

Half  hour 

Connecticut 

X 

— 

— 

Delaware 

X 



None 

Dist.  of  Col. 

X 

— 

None 

Florida 

X 

X 



Georgia 

X 

X 

Few  hours 

Idaho 

X 

Illinois 

X 

X 

— 

Indiana 

X 

X 

Few  hours 

Iowa 

X 





Kansas 

X 

X 

One  hour 

Kentucky 

X 



. . 

Louisiana 

X 

— 

None 

Maine 

X 

X 

— 

Maryland 

X 

X 

— 

Massachusetts 

X 

X 

Varies 

Michigan 

X 

— 

— 

Minnesota 

X 

X 

Varies 

Mississippi 

X 

— 

Varies 

Missouri 

X 

X 

— 

Montana 



X 

_ 

Nebraska 

X 





Nevada 

X 

— 

— 

New  Hampshire 

— 

X 

— 

New  Jersey 

X 

X 

Two  hours 

New  Mexico 

X 





New  York 

X 

X 

Varies 

North  Carolina 

X 



None 

North  Dakota 

X 

— 

1 to  2 hours 

Ohio 

X 

X 

— 

Oklahoma 

X 

— 

— 

Oregon 

X 

— 

— 

Pennsylvania 

X 

X 

— 

Rhode  Island 

X 

X 

— 

South  Carolina 

X 

X 

— 

South  Dakota 

X 

? 

— 

T ennessee 

X 

X 

Texas 

X 

— 

None 

Utah 

X 

— 

— 

Vermont 

— 

X 

— 

Virginia 

X 

— 

— 

Washington 

X 

— 

None 

West  Virginia 

X 

— 

None 

Wisconsin 

X 

X 



Wyoming 

X 

X 

— 

Remarks 

Advised  to  rest  24  hours. 

On  all  early  cases  following  completion  of  second  course  of 
arsenical  therapy. 

On  all  early  latent,  late  latent,  and  late  cases  before  treat- 
ment is  started;  check  all  early  cases  at  end  of  six 
months. 

Beds  available  but  never  used. 

State  Department  of  Health  encourages  spinal  punctures  in 
clinics. 

Advised  to  go  home  and  go  to  bed. 

Rest  in  bed  for  at  least  24  hours  strongly  urged. 

Discretionary;  in  most  instances  in  clinics. 

Only  in  some  clinics;  facilities  lacking;  clinics  with  hospital 
affiliations  hospitalize  patients  for  a few  hours;  very  few 
stay  overnight. 

Nearly  all  patients  examined. 

Clinics  equipped  for  spinal  punctures;  some  physicians  pre- 
fer to  hospitalize  patients  for  one  day. 

Both  plans  followed;  clinic  plan  recommended  with  short 
rest  period,  except  in  special  cases. 

Routine  procedure;  few  reactions;  none  hospitalized. 

Most  clinic  physicians  insist  on  hospitalization;  one  large 
clinic  does  cisternal  punctures  on  every  patient  in  clinic. 

In  130  clinics  spinal  punctures  are  done  in  clinic. 

Rest  in  bed  at  home  for  24  hours  advised. 

Recommend  spinal  punctures  in  clinics;  many  “clinic” 
atients  treated  in  physicians’  private  offices  who  prefer 
ospitalization. 

As  a general  rule  in  hospitals;  some  clinicians  have  de- 
veloped technic  and  do  spinal  punctures  in  clinics. 

Recommend  spinal  punctures  in  clinic  and  patient  to  be 
sent  home  immediately;  some  keep  patient  overnight. 

About  one-half  of  the  patients  get  at  least  one  spinal  punc- 
ture during  course  of  treatment. 

Increasing  tendency  to  do  spinal  punctures  in  clinics. 

Spinal  punctures  in  200  clinics;  no  hospitalization. 

Recommend  spinal  punctures  in  clinics;  number  of  pa- 
tients hospitalized. 

Hospitalization  routine. 

Spinal  puncture  during  first  six  months  of  treatment. 

Only  one  clinic  in  Reno ; another  planned. 

Hospitilization  routine. 

Recommend  spinal  punctures  in  clinics;  hospitalization 
still  common ; where  cisternals  are  done  in  clinic,  highest 
percentage  of  patients  obtain  spinal  puncture  before 
discharge. 

No  provision  made  for  hospitalization. 

In  New  York  City  spinal  punctures  largely  done  in  clinics, 
with  tendency  to  change  from  hospitalization  require- 
ment; State  Department  of  Health  for  some  years  has 
urged  lumbar  punctures  be  made  in  clinic;  in  smaller 
communities  general  practice  is  to  hospitalize  patients, 
with  growing  tendency  toward  clinic  plan. 

Recommend  rest  at  home  for  48  hours. 

Only  one  syphilis  clinic  in  state ; rest  on  abdomen  in  clinic 
for  one  to  two  hours. 

Recommend  spinal  punctures  in  clinic;  clinics  in  larger 
cities  usually  follow  this  plan;  in  small  communities 
there  is  a tendency  to  hospitalization  because  of  lack  of 
well-trained  personnel. 

In  66  state-sponsored  clinics  spinal  punctures  in  clinic;  only 
few  reactions. 

State  Board  of  Health  recommends  spinal  punctures  as' 
outpatient  procedure. 

Large  institutions  usually  make  spinal  punctures  in  clinic; 
rest  for  two  hours  in  some. 

Majority  of  clinics  make  spinal  punctures  in  clinic;  very 
few  patients  hospitalized. 

In  clinics  located  in  cities  both  plans  followed;  spinal 
punctures  found  impractical  in  rural  areas. 

No  clinics;  all  treatment  in  private  offices  of  physicians; 
number  of  physicians  make  spinal  punctures  in  offices; 
data  on  hospitalization  not  available. 

In  majority  of  communities  patient  is  not  hospitalized. 

Recommend  spinal  punctures  to  be  made  in  clinic;  patients 
advised  to  go  home  and  lie  down. 

Spinal  punctures  routine  after  six  months  of  treatment;  re- 
peated every  six  months. 

Usual  custom  to  hospitalize;  proper  facilities  not  available 
in  state  outside  of  hospitals. 

Recommend  spinal  punctures  be  made  in  clinic  on  early 
cases  at  end  of  six  months  of  treatment. 

Patient  sent  home  at  once;  recommend  at  least  24  hours  in 
bed. 

Patient  sent  home  at  once;  instructed  to  remain  in  bed  re- 
mainder of  day,  and  following  day  if  headache  develops. 

About  95  per  cent  of  patients  hospitalized. 

Plan  left  to  judgment  of  clinic  directors;  many  spinal 
punctures  made  in  clinic  with  considerable  success. 
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the  coarse  of  treatment  for  syphilis.  The 
older  and  more  conservative  method,  first 
applied  when  salvarsan  came  into  use,  was  to 
make  of  this  technic  a hospital  procedure.  The 
data  presented  in  the  preceding  pages  defi- 
nitely indicate  that  it  is  more  or  less  a general 
plan  throughout  the  country  to  make  spinal 
punctures  in  clinics,  allowing  for  a period  of 
rest.  When  hospitalization  is  required,  as 
has  been  found  in  some  clinics,  many  of  the 
patients  are  not  given  the  benefit  of  a spinal 
fluid  examination  or,  if  such  is  given,  it  is  only 
after  considerable  delay. 

Another  factor  that  must  be  taken  into  con- 
sideration is  that  particularly  for  patients 
attending  public  clinics,  whose  income  or 
available  funds  are  limited,  the  cost  to  the 


patient  for  overnight  stay  in  a hospital  may 
be  much  beyond  his  or  her  means.  Where  the 
hospitals  provide  the  beds  free  of  charge,  the 
cost  to  the  hospital  must  be  taken  into  consid- 
eration. Patients  who  are  required  to  stay  out 
for  twelve  or  twenty-four  hours,  which  is  the 
usual  routine,  are  often  in  danger  of  losing  their 
jobs,  or  certainly  of  losing  a day’s  pay. 

It  is  hoped  that  this  memorandum  may  be 
of  some  help  in  convincing  medical  boards, 
hospital  administrators,  and  staff  members  of 
the  desirability  of  following  the  plan  now  gen- 
erally followed  in  New  York  City  and  even  to 
a greater  extent  throughout  the  country — and 
that  is  to  make  spinal  punctures  in  the  clinic, 
allowing  for  necessary  periods  of  rest  there- 
after if  deemed  desirable. 


Prize  Essay 

rPHE  Lucien  Howe  Prize  will  be  open  for  competition  at  the  next  Annual  Meeting  of 
the  Medical  Society  of  the  State  of  New  York,  May  3,  1943,  in  Buffalo,  New  York. 
This  prize  of  $100  will  be  presented  for  the  best  original  contribution  on  some  branch  of 
surgery,  preferably  ophthalmology.  The  author  need  not  be  a member  of  the  Medical 
Society  of  the  State  of  New  York. 

The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed,  with  the  name  of  the  prize  for  which  the 
essay  is  submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a motto 
or  other  device.  The  essay  shall  be  accompanied  by  a sealed  envelope  having  on 
the  outside  the  same  motto  or  device  and  containing  the  name  and  address  of  the 
writer. 

If  the  Committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it 
will  not  be  awarded. 

Any  essay  that  may  win  the  prize  automatically  becomes  the  property  of  the 
Medical  Society  of  the  State  of  New  York  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  March  1,  1943,  and  sent  to  the  Chair- 
man of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New 
York,  292  Madison  Avenue,  New  York  City. 

Chas.  Gordon  Heyd,  M.D.,  Chairman 
Committee  on  Prize  Essays 
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N ATTEMPTING  to  discuss  surgery  of  the 
aged  one  must  first  define  the  term  “aged,” 
and  this  depends  somewhat  on  the  age  of  the 
observer.  I can  remember  well,  during  the 
first  World  War,  thinking  that  the  medical 
consultants  of  the  A.E.F.  were  old  men,  but  a 
recent  study  of  their  ages  shows  that  almost 
all  were  under  55  years.  At  present  this  age 
seems  young  to  me. 

Labor  considers  40  as  old  age.  For  the  pur- 
pose of  this  paper,  I shall  consider  from  65 
years  onward  as  the  aged,  recognizing,  never- 
theless, that  we  have  all  seen  patients  of  50 
years  who  were  much  older  in  their  arteries, 
their  outlook  on  life,  and  their  minds  than 
others  who  were  over  70. 

Isidore  Cohn  presents  one  of  the  latter  old- 
young  group  as  follows:  “A  letter  written  by 
a lady  to  her  pastor  expresses  very  well  the 
difference  between  the  aging  process  and 
chronology.  She  states:  ‘This  is  an  old  lady 
writing  to  you.  At  least,  the  house  she  lives 
in  is  82.  Considering  its  age  the  house  is  in 
thoroughly  good  repair,  though  I don't  think 
it  looks  quite  as  well  as  it  did  50  years  ago. 
I have  neglected  to  keep  it  painted,  as  so 
many  women  of  this  generation  do.  To  tell 
the  truth,  I have  been  spending  my  time  on 
interior  decorations.  The  windows  I look  out 
of  are  fairly  clear,  and  I am  glad  to  tell  you  I 
have  a reliable  tenant  in  the  upper  story.’ 
This  is  a familiar  experience  to  the  surgeon.  It 
is  the  condition  of  the  patient,  rather  than  the 
age,  which  is  the  determining  factor  in  opera- 
tive mortality  in  the  aged.” 

The  problem  of  geriatrics  is  an  ever-enlarg- 
ing one.  More  people  live  in  the  cancer,  dia- 
betic, cardiorespiratory  and  arteriosclerotic 
period  than  ever  before,  and  this  army  will 
increase  unless  the  present  World  War  changes 
the  living  conditions  in  America. 

We  now  have  6,500,000  people  of  65  years 
or  over,  and,  if  the  present  figures  of  longevity 
continue  on  their  normal  upcourse,  by  1980  it 
has  been  estimated  that  we  will  have  25,000,- 
000  of  this  age  alive. 

Statistics  indicate  that  the  life  expectancy 
in  the  United  States  has  changed  considerably 
in  the  last  century.  In  1850  the  life  expect- 
ancy of  white  males  was  about  39  years.  By 
1930  the  average  duration  of  life  had  increased 
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to  59  years.  In  1850  the  total  population  of 
the  United  States  was  about  23,000,000.  Of 
this  number,  less  than  1,500,000  reached  the 
period  between  50  and  64,  and  only  six-tenths 
of  a million  were  over  65  years  of  age.  In  1930, 
of  a total  population  of  123,000,000, 14,000,000 
reached  the  ages  of  50  to  64,  and  6,600,000 
were  65  and  over. 

In  other  words,  in  1850  the  population  be- 
tween 50  and  64  years  of  age  was  6 per  cent. 
In  1900  this  had  increased  to  9 per  cent,  and  by 
1930  the  average  of  the  population  between  50 
and  64  years  of  age  had  reached  11  per  cent. 
Thus,  the  increase  in  population  over  65  had 
advanced,  between  1850  and  1930,  from  2 per 
cent  to  5 per  cent. 

With  this  increased  number  of  patients 
reaching  the  aged  group,  the  knowledge  of 
biochemistry,  the  improvement  in  anesthesia, 
and  the  delicate  touch  of  the  surgeon  have 
made  it  possible  for  surgeons  not  only  to  keep 
up  with  the  parade,  but  to  enlarge  safely  the 
scope  of  surgical  treatment. 

Before  entering  upon  a detailed  discussion  of 
surgical  procedures  it  is  advisable  to  lay  down 
certain  principles  that  may  guide  our  general 
course. 

The  following  indications  for  surgery  for 
this  age  group  will  be  accepted,  I believe,  by 
the  majority  of  surgeons.  These  are  opera- 
tions devised  for : 

1 . The  relief  of  pain. 

2.  Relief  of  infection,  if  the  operative  pro- 
cedure is  not  too  hazardous. 

3.  Mobilization  of  a patient  out  of  bed, 
because  the  dangers  of  being  bedridden 
are  greater  than  the  operative  risk. 
The  main  example  of  this  type  of  sur- 
gery is  in  the  internal  fixation  of  frac- 
tures of  the  neck  of  the  femur  in  order 
to  get  the  patient  up. 

4.  Excision  of  cancer. 

5.  Relief  of  gangrene  in  peripheral  vascular 
diseases. 

6.  Relief  of  chronic  obstructive  diseases,  as 
the  hypertrophied  prostate,  pyloric  ob- 
struction, etc. 

While  the  above  are  general  principles  that 
may  be  followed,  there  are  exceptions  to  most 
of  them.  The  following  is  an  example  of  such 
an  exception.  A frail  old  man  of  84  years  of 
age  was  admitted  to  the  City  Hospital  of  New 
York  with  obstruction  of  the  colon  due  to 
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malignancy.  Operation  would  necessitate 
certainly  a colostomy,  and  possibly  a second- 
stage  resection.  The  problem  was  presented 
to  the  patient  that  operation  would  necessitate 
the  draining  of  the  bowel  on  the  abdomen, 
with  considerable  risk  from  this  operation,  and 
a later  procedure  of  greater  magnitude  would 
be  necessary  should  he  survive  the  first  opera- 
tion and  desire  to  have  the  fecal  current  re- 
established. He  stated  frankly  that  he  had 
lived  his  life  and  did  not  desire  surgery.  He 
died  about  four  days  later,  but  had  been  given 
morphine  enough  to  have  a comfortable  exo- 
dus. 

Other  exceptions  are  those  of  frail  old 
people  with  gangrene  of  the  extremities.  It 
is  obvious  to  the  surgeon  that  such  a patient 
will  never  be  able  to  navigate  either  by 
crutches  or  artificial  leg.  I believe  that  such 
a patient  should  have  the  problem  presented 
to  him  of  both  extremes — the  one  of  surgery 
and  the  one  without  surgery — and  be  allowed 
to  make  a decision.  One  difficulty  encountered 
in  this  type  of  patient  is  that  the  children  de- 
sire to  make  the  decision  for  their  parents. 
If  the  patient  is  conscious,  it  is  his  or  her  sole 
right  to  decide  which  procedure  should  be 
carried  out.  It  is  true  that  the  children  may 
influence  the  parent’s  decision,  but  the  parent, 
in  the  end,  is  alone  responsible. 

If  operations  are  considered  in  the  aged, 
whether  they  be  emergency  or  elective  pro- 
cedures, preoperative  knowledge  of  the 
patients’  blood  chemistry  is  much  more  impor- 
tant than  in  the  more;  active  years  of  life. 
Traumatic  accidents  are  fewer  in  this  group 
because  of  their  more  sedentary  type  of  life, 
and  infection  travels  less  rapidly  because  of 
the  fibrous  degeneration  of  the  tissues.  As  an 
example,  acute  appendicitis  occurs  occasion- 
ally in  an  elderly  person.  It  may  develop  with 
very  few  signs  and  not  be  recognized  until 
an  abscess  has  been  formed.  The  risk  of  dif- 
fuse peritonitis  is  less  than  in  the  younger  age. 
In  such  conditions  the  drainage  of  the  abscess 
is  a simple  procedure.  It  is  only  when  the 
vascular  supply  of  a part  is  interfered  with, 
as  in  gangrene  or  strangulated  hernia,  that 
we  must  make  haste  in  operating. 

If  we  have  time,  and  we  usually  do,  to  pre- 
pare a patient  for  operation,  what  preoperative 
laboratory  work  is  advisable,  and  what  pre- 
operative preparation  should  be  instituted? 

Before  attempting  the  laboratory  studies, 
Boyd  makes  the  following  observations: 
“Careful  study  of  the  patient,  his  gait,  his 
acumen  of  hearing,  of  seeing,  or  motion,  his 
posture,  his  cold  or  warm  hands  and  feet, 


his  very  outlook  on  life — all  mean  volumes  if 
we  can  interpret  them.  The  build  of  the  pa- 
tient, his  present  weight,  condition  of  the  skin, 
his  intellectual  apprehension  of  situations,  his 
perspective,  his  ability  to  absorb  external  im- 
pressions with  poise,  his  very  facial  expres- 
sions— all  are  great  aids  to  the  observing  doc- 
tor. A tortuous,  bulging,  bounding  tem- 
poral artery,  moist  or  dry  skin,  a shaking 
hand,  a quavering  voice,  a markedly  under- 
weight, or  overweight  condition,  a lack  of  con- 
fidence or  a superabundance  of  confidence,  all 
spell  either  success  or  disaster.” 

The  following  factors  should  be  considered 
in  examining  the  patient:  (1)  an  estimate  of 
the  cardiac  reserve.  Can  a patient  walk 
around  the  block  with  ease,  or  can  he  climb  a 
flight  of  stairs  without  too  much  exhaustion? 
(2)  An  estimate  of  his  ability  to  take  an  an- 
esthetic, and  a careful  study  of  the  type  of 
anesthesia  for  the  patient’s  age  and  surgical 
condition. 

The  genitourinary  system  should  be  care- 
fully analyzed.  In  elderly  men  one  must 
consider,  if  an  operation  on  the  extraurinary 
tract  is  contemplated,  whether  the  anesthesia 
or  bed  rest,  or  the  operative  trauma,  may 
create  the  remaining  edema  of  the  prostate 
which  may  become  an  immediate  postopera- 
tive problem.  These  patients  should  have 
routine  blood  chemistry  examinations,  in- 
cluding study  of  the  urea  nitrogen,  nonpro- 
tein nitrogen,  and  plasma  protein  determina- 
tions. The  plasma  protein  is  often  low  in 
the  aged  because  of  their  altered  eating  habits 
due  to  changes  in  dentures.  The  protein  con- 
tent may  be  surprisingly  low,  and  we  may  be 
able  to  avoid  eventrations  of  the  abdominal 
wound,  rupture  of  the  suture  line  if  intestinal 
anastomoses  are  made,  by  correcting  the 
hypoproteinemia  by  either  increasing  the 
protein  intake  by  mouth  or,  if  this  is  impos- 
sible, by  either  blood  or  plasma  transfusions. 

A careful  study  of  the  vitamin  intake  of  the 
patient  before  admission  may  also  save  us  from 
similar  pitfalls.  Nicotinic  acid,  50  mg.  three 
times  a day,  may  change  a bewildered  elderly 
person  into  a satisfactory  surgical  risk. 

Anesthesia. — With  all  of  the  improved 
anesthetic  agents  at  our  disposal,  the  problem 
of  anesthesia  in  geriatrics  probably  requires 
more  surgical  judgment  than  the  operative 
procedure  itself.  In  abdominal  cases  the  use 
of  novocain,  local  and  block  anesthesia,  sup- 
plemented by  either  gas  or  intravenous  an- 
esthesia, is  probably,  in  the  majority  of  cases, 
the  safest  procedure.  Spinal  anesthesia  in 
many  cases  works  like  a charm,  but  where 
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there  is  hypertension  with  a high  diastolic 
pressure,  the  pulse  pressure  may  be  so  dim- 
inished that  it  is  difficult  to  restore  it — even 
by  heroic  means.  Cyclopropane,  often  sup- 
plemented with  a minimum  dose  of  avertin, 
will  in  many  cases  prove  the  anesthesia  of 
choice. 

In  surgery  of  the  extremities  a new  an- 
esthetic principle  has  recently  come  into 
prominence  which  may  save  many  lives  and 
solve  a difficult  problem.  Crymotherapy — 
that  is,  the  application  of  cold — to  an  ex- 
tremity, has  proved  to  be  a very  useful  ad- 
junct in  peripheral  vascular  diseases.  If  a 
tourniquet  is  applied,  and  the  leg  packed  in 
ice  for  two  hours  preceding  a lower  thigh 
amputation,  or  one  and  a half  hours  preceding 
a lower  leg  amputation,  it  has  been  shown  by 
Crossman,  Ruggiero,  and  Allen  that  ampu- 
tation may  be  performed  with  very  little 
anesthetic  risk.  The  patient  has  practically 
no  shock  and  can  return  to  a normal  diet  im- 
mediately after  the  operation.  In  these  cases 
it  is  advisable  to  keep  ice  on  the  extremity  for 
two  or  three  days  postoperatively,  in  order  to 
keep  the  metabolism  at  a low  enough  rate  so 
that  the  diminished  circulation  may  supply 
sufficient  nourishment. 

Gentleness  of  handling  tissues  in  the  aged  is 
most  important.  Their  vessels  are  sclerotic, 
and  their  tissues  often  friable.  In  abdominal 
procedures  the  mesentery  tears  easily,  and 
unnecessary  time  may  be  used  in  attempting 
to  get  bleeders  in  the  omentum  or  mesocolon 
which  have  been  caused  by  rough  handling. 
Utmost  delicacy  of  touch  must  be  used.  The 
sulfonamide  drugs,  both  local  and  parenteral, 
are  of  great  aid  in  the  treatment  of  infections, 
but  one  must  remember  that  the  aged  are  more 
apt  to  develop  late  deficiency  diseases  through 
prolonged  use  of  the  sulfonamide  remedies, 
and  therefore  they  should  be  discontinued  as 
soon  as  possible. 

Treatment. — During  the  operative  proce- 
dure it  is  advisable,  if  the  procedure  is  to  last  for 
any  length  of  time,  to  administer  either  blood, 
plasma,  or  glucose  intravenously  in  order  to 
prevent  the  insidious  onset  of  shock.  As  the 
myocardium  is  not  so  adaptable  to  increased 
blood  pressures,  one  must  be  careful  to  give 
the  intravenous  solutions  slowly  in  order  not 
to  embarrass  the  right  heart. 

Adrenal  cortex  extract  given  before  and 
after  operation  is  often  advisable.  Operative 
procedures  should  be  based  on  the  minimum 
surgery  that  will  give  the  patient  relief.  Life 
expectancy  of  a 75-year-old  patient  is  not 
very  long.  In  cancer  surgery  one  must  be  sure 


to  give  the  patient  sufficient  relief  to  justify 
the  procedure.  Burton  Lee  has  shown  that 
cancer  of  the  breast  in  elderly  women  who 
have  a long  history  of  a lump  is  a relatively 
benign  disease  as  compared  with  the  same  con- 
dition in  a younger  individual.  Usually  in 
many  of  these  elderly  people  the  excision  of  the 
breast  itself,  without  axillary  dissection,  will 
give  them  a life  expectancy  as  long  as  one 
would  naturally  expect.  I have  recently  heard 
from  a woman  of  80  who  had  a large  carcinoma 
of  the  breast  and  would  not  have  been  able  to 
withstand  a radical  resection.  I removed  her 
breast  three  years  ago  and  at  the  present 
time  she  is  in  fairly  good  health. 

Cancer  of  the  gastrointestinal  organs  pre- 
sents a more  difficult  problem.  One  wonders 
whether  palliative  operations  for  gastric  or 
intestinal  lesions  are  sometimes  justified.  I 
have  performed  gastroenterostomy  for  py- 
loric obstruction  due  to  cancer  and  wondered 
whether  the  hospitalization  and  the  suffering 
were  worth  the  short  period  of  time  the  patient 
was  given  relief.  Two  or  three  times  I have 
attempted  a jej  unostomy  on  an  inoperable 
carcinoma  of  the  stomach  with  obstruction 
and  have  been  disappointed  with  the  results. 
The  cramps  resulting  from  tube  feeding  and 
the  inability  of  the  old  tissues  to  absorb 
nourishment  given  through  a jej  unostomy 
tube  have  made  me  feel  that  this  procedure  is 
not  warranted.  If  I were  in  the  late  seventies 
and  had  a carcinoma  of  the  stomach  which  was 
irremovable,  I am  sure  I would  prefer  mor- 
phinism to  any  palliative  procedure.  On  the 
other  hand,  if  the  carcinoma  of  the  stomach  is 
nonremovable  but  can  be  excluded  from  the 
cardia  by  either  suture  or  the  use  of  the  von 
Petz  clamp,  and  a gastrojejunostomy  can  be 
made  between  the  cardia  and  the  jejunum, 
relief  may  be  given  the  patient  for  a consider- 
able period  of  time.  By  this  procedure  the 
sloughing,  carcinomatous  mass  in  the  pre- 
pyloric area  of  the  stomach  is  excluded  from 
the  mixture  of  food,  and  the  patient  may  en- 
joy the  intake  of  food,  and  have  a relatively 
long  period  of  happiness.  This  procedure,  I 
think,  is  justifiable. 

In  obstructive  lesions  of  the  lower  bowrel 
one  must,  I believe,  analyze  the  patient’s 
age,  the  amount  of  life  expectancy  that  one 
can  give  by  relief,  and  then,  perhaps,  in  a 
humane  manner,  present  the  problem  to  the 
patient  for  his  own  decision. 

Postoperative  Treatment.  — Hyperventila- 
tion of  the  lungs  with  oxygen  and  carbon 
dioxide  is  often  a procedure  of  considerable 
advantage.  Elderly  patients  must  be  kept 
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moving  in  order  not  to  develop  a hypostatic 
pneumonia,  and  they  should  be  got  out  of  bed 
at  the  earliest  possible  moment.  If  their 
condition  permits,  feeding  should  be  done  as 
soon  after  operation  as  possible.  No  matter 
how  we  give  nourishment,  there  is  no  substi- 
tute for  food  by  mouth. 

Alvarez  has  shown  that  the  discharge  of 
food  from  the  pylorus  into  the  duodenum  pro- 
duces a peristaltic  wave  throughout  the  in- 
testines. Distention  is  caused  largely  by  air 
swallowing,  but  lack  of  food  is  also  a promi- 
nent factor,  because  if  there  is  stasis  bacteria 
multiply  and  fermentation  occurs  and  gas  is 
created;  therefore,  food  given  early,  and  the 
early  evacuation  of  the  lower  bowel,  deters 
distention. 

It  is  important  that  the  abdominal  dressings 
be  loosely  applied,  because  distention,  with  a 
tight  abdominal  dressing  compressing  the 
intestines,  not  only  favors  obstruction  but  also 
slows  the  blood  stream  through  the  vena 
cava.  We  all  know  that  venous  stasis  is  one 
of  the  main  factors  creating  thrombosis  and 
embolism.  Therefore,  our  efforts  should  be 
directed  toward  preventing  distention,  active 
motion  of  the  legs,  often  against  resistance  as 
described  by  Pool,  and  copious  use  of  fluids  as 
a prophylactic  measure.  If  a patient  runs  an 
unexplained  low  elevation  of  temperature 
postoperatively  for  more  than  four  or  five  days, 
it  has  been  my  practice  to  administer  sodium 


thiosulfate  as  a prophylaxis  against  throm- 
bosis. After  a study  of  many  hundreds  of 
cases  I am  convinced  that  this  measure  does 
not  do  any  harm  but  does  do  a great  deal  of 
good.  It  has  been  my  good  fortune  never  to 
have  had  an  embolus  develop  in  a patient 
who  had  had  sodium  thiosulfate  given  pro- 
phylactically. 

It  might  be  assumed  from  the  foregoing 
that  the  writer  is  opposed  to  radical  surgery 
in  the  old-age  group.  This  is  far  from  the 
case.  I am  thoroughly  in  favor  of  subtotal 
gastrectomies,  colectomies,  abdominoperineal 
resections  and  radical  mastectomies,  or  other 
surgical  procedures  where  operation  offers 
the  patient  a reasonable  life  expectancy  and 
where  the  patient  is  in  good  condition  and  can 
be  hospitalized  in  an  institution  where  he  can 
have  proper  preoperative  therapy  and  where 
satisfactory  care  can  be  given  in  the  event  of 
a postoperative  emergency. 

Conclusions 

Surgery  of  the  aged,  with  modern  public 
health  precautions,  will  have  an  ever-increas- 
ing scope.  Careful  preoperative  preparation, 
wise  consideration  in  the  choice  of  an  anes- 
thetic, a careful  nontraumatic  approach,  and, 
finally,  well-advised  postoperative  measures 
will  diminish  the  mortality  and  morbidity  in 
this  group. 


DR.  FISHBEIN’S  STORK  CLUB 

There  are  confirmed  collectors  of  everything 
from  collar  buttons  to  auk  eggs,  but  Dr.  Morris 
Fishbein,  of  Chicago,  spokesman  for  the  Ameri- 
can Medical  Association  and  editor  of  the 
J.A.M.A.,  is  probably  the  world’s  only  collector 
of  odd  and  amusing  birth  announcements. 
Parents  who  send  out  “stork  calling  cards” 
usually  include  their  obstetricians,  who,  in  turn, 
forward  their  favorites  to  Dr.  Fishbein.  Today, 
his  collection  numbers  more  than  1,000!  He 
thinks  the  best  ones  are  the  boners,  like  this  one 
which  appeared  in  a Winnipeg  newspaper: 
“Brown:  Born  to  Mr.  and  Mrs.  S.  G.  Brown, 
of  Dublin,  Ireland,  formerly  of  Winnipeg,  on 
June  28,  a son,  by  special  cable.”  Among  other 
wacky  announcements  in  the  collection  are  a 
special  diaper  ration  book,  a one-page  newspaper 
greeting  the  new  arrival  with  headlines,  and  a 
dinner  menu. 

One  of  America’s  busiest  doctors,  St.  Louis- 
born  Fishbein  has  never  practiced  on  his  own. 


But  he  manages  to  write  a book  a year,  serves  on 
seventeen  medical  and  research  committees, 
acts  as  associate  professor  of  clinical  medicine  at 
the  University  of  Chicago,  delivers  ten  speeches 
a month,  goes  over  thirty-five  medical  manu- 
scripts a day.  To  maintain  his  pace,  he  sleeps 
only  six  hours  a night,  talks  fast  (200  to  320 
words  a minute) , and  reads  so  rapidly  he  breezed 
through  Gone  With  the  Wind  in  less  than  five 
hours  (average — four  pages  a minute).  He  en- 
joys exotic  foods  in  moderation  and  limits  his 
drinks  to  two  a day.  He  plays  good  golf  (handi- 
cap twelve)  and  expert  bridge  (he  often  gives 
handicaps  to  his  opponents).  His  personal  pre- 
scription for  relaxation  is  writing  15,000  words 
weekly  in  his  diary,  which  chronicles  the  activi- 
ties of  a modern  “Dr.  Pepys.”  Strange  as  it 
seems,  neither  Dr.  nor  Mrs.  Fishbein,  when  their 
two  sons  and  two  daughters  were  born,  remem- 
bered to  send  out  stork  cards  themselves. — J. 
Med.  Soc.  of  Cape  May  County , N.J. 


AN  OUTBREAK  OF  ACUTE  FLUORIDE  POISONING 


H.  S.  Ingraham,  M.D.,  Kingston,  New  York,  and 
A.  J.  Flood,  M.D.,  Coxsackie,  New  York 


ONE  of  the  earliest  reports  on  the  poisonous 
qualities  of  fluorine  salts  originated  in 
this  country  in  1899,  with  a paper  in  the 
Journal  of  the  American  Chemical  Society , by 
Baldwin.1  Since  that  date,  isolated  instances 
of  poisoning,  both  fatal  and  nonfatal,  have 
been  described.  These  reports  have  usually 
concerned  individuals  or  families.  The  follow- 
ing one  is  presented  because  of  the  consider- 
able number  of  persons  involved  and  because 
it  illustrates  once  again  the  danger  of  having 
fluorine  salts  available  in  cooking  establish- 
ments. 

On  December  26,  1939,  our  attention  was 
called  to  the  sudden  occurrence  of  numerous 
cases  of  gastroenteric  illness  among  inmates 
of  a New  York  State  reform  school.  The  in- 
stitution at  the  time  was  comprised  of  631 
male  inmates,  aged  16  to  22,  the  staff  con- 
sisting of  150  persons.  On  investigation,  it 
was  found  that  69  persons  had  been  affected 
in  the  course  of  two  and  one-half  hours  after 
the  noon  meal  of  that  day.  All  were  inmates 
and  all  were  among  the  group  who  had  eaten 
at  an  early  serving  of  the  noon  meal. 

The  symptoms  varied  in  severity,  but  a 
typical  patient  experienced  a very  sudden 
onset  of  nausea,  followed  immediately  by 
repeated  vomiting,  with  severe  cramplike 
pain  in  the  epigastrium,  and  later  by  one  or 
two  loose  bowel  movements.  Weakness  and 
sweating  were  prominent  symptoms.  Head- 
ache, salivation,  and  lacrimation  were  present, 
although  none  of  them  in  extreme  degree.  The 
frequency  of  vomiting  varied  from  one  to 
fifteen  times,  with  a tendency  for  repeated 
retching  to  occur  after  the  stomach  had  be- 
come empty.  A very  few  patients  failed  to 
vomit,  complaining  only  of  nausea.  None 
developed  a true  diarrhea,  and  nearly  half  the 
patients  had  no  bowel  evacuation  during  the 
course  of  the  illness.  There  was  no  blood  seen 
in  the  vomitus  and  neither  blood  nor  mucus  in 
the  bowel  discharge.  None  of  the  patients 
was  febrile.  Although  weakness  was  com- 
plained of  in  all  cases,  in  none  was  it  carried  to 
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the  point  of  complete  and  persistent  prostra- 
tion. The  severity  of  the  symptoms  was 
attested  to  by  the  fact  that  many  patients 
were  highly  apprehensive  and  fearful  of  im- 
pending dissolution.  Recovery  was  remark- 
ably prompt,  and  except  for  residual  weakness 
most  patients  had  recovered  in  about  three 
hours  after  onset  and  by  the  next  morning 
all  were  completely  well,  except  that  anorexia 
and  vague  epigastric  uneasiness  and  soreness 
were  complained  of  rather  generally  for  several 
days. 

Since  the  nature  of  the  inciting  agent  was 
not  known  at  the  time,  it  was  not  possible  to 
institute  any  specific  therapy.  As  it  was 
apparent  that  some  irritative  agent  had  been 
ingested,  some  of  the  early  patients  were  given 
syrup  of  ipecac,  but  since  it  became  quickly 
obvious  that  evacuation  of  stomach  contents 
was  proceeding  spontaneously,  this  was  dis- 
continued. 

The  period  of  incubation,  if  one  might  call 
it  that,  was  short.  Several  patients  vomited 
before  they  were  able  to  rise  from  the  table. 
A number  more  did  not  reach  their  quarters 
before  they  were  overcome,  and  most  were 
seized  within  ten  minutes  of  finishing  their 
dessert.  In  only  one  instance  was  the  time 
between  lunch  and  illness  greater  than  a half 
hour,  one  patient  reporting  that  he  had  not 
been  affected  until  two  and  one-half  hours 
after  eating. 

There  was  no  doubt  that  some  article  of 
food  ingested  at  the  noon  meal  was  responsible 
for  the  syndrome.  In  this  instance,  circum- 
stances were  such  that  it  was  possible  to  deter- 
mine the  offending  food  with  complete  accu- 
racy and  assurance.  The  noon  meal  con- 
sisted of  frankfurters,  sauerkraut,  gravy, 
bread,  potatoes,  and  cocoa,  with  chocolate 
pudding  served  for  dessert.  Each  of  these 
foods  had  been  prepared  as  a single  lot  in  the 
morning  preceding  the  meal.  Some  of  the 
inmates,  however,  were  served  shortly  before 
noon.  This  group,  a total  of  143,  was  made 
up  of  workers  in  the  kitchen,  dining  room,  and 
bakery  who  ate  in  the  regular  dining  room, 
and  of  those  inmates  confined  to  the  hospital, 
to  quarantine,  or  to  the  disciplinary  division, 
each  of  the  latter  groups  being  served  in 
their  respective  quarters.  Cases  were  dis- 
tributed with  equal  frequency  among  each  of 
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these  four  groups,  all  having  been  attacked 
simultaneously  shortly  after  completion  of 
the  meal. 

As  soon  as  it  was  learned  that  a considerable 
number  of  the  boys  were  sick,  the  noon  meal 
was  blamed  and  several  of  the  inmates  volun- 
teered the  information  that  they  believed  the 
chocolate  pudding  was  at  fault,  although  they 
were  unable  to  state  definitely  that  the  pud- 
ding tasted  unusual.  A quick  survey  by  one 
of  us  tended  to  confirm  this  suspicion,  and  the 
remaining  488  inmates  were  served  precisely 
the  same  foods  from  the  same  kettles,  except 
that  the  chocolate  pudding  was  omitted  and 
canned  loganberries  were  substituted  as  the 
dessert.  Not  a single  one  of  the  488  became 
sick.  A careful  investigation  revealed  no 
other  variations  in  the  meal  between  the  two 
servings  aside  from  the  difference  of  twenty 
to  sixty  minutes  in  serving  time  and  the  sub- 
stitution of  the  canned  loganberries  for  the 
chocolate  pudding.  These  facts  in  them- 
selves established  beyond  reasonable  doubt 
that  the  chocolate  pudding  was  the  offending 
article,  and  for  this  reason  a complete  food 
history  was  not  taken  from  each  of  the  in- 
mates. It  was  determined,  however,  that  of 
the  143  inmates  who  ate  at  the  first  serving, 
96  had  eaten  the  chocolate  pudding.  The  69 
cases  of  illness  occurred  among  the  96  who 
gave  a history  of  having  eaten  the  pudding. 
There  was  no  illness  among  the  47  inmates  at 
the  first  serving  who  ate  no  pudding. 

As  a matter  of  routine  investigation  of  a 
gastroenteritis  outbreak,  the  water,  food,  and 
milk  supplies  were  looked  into,  and  the 
question  of  open  sores  or  illness  in  the  kitchen 
personnel  was  checked.  Nothing  of  signifi- 
cance was  thus  elicited. 

The  chocolate  pudding  was  mixed  at  6:00 
a.m.  on  December  26.  It  was  made  of  4 cans 
of  a commercially  prepared  chocolate  mixture, 
3 pounds  of  cocoa  powder,  2 forty-quart  cans 
of  milk,  I2V2  pounds  of  cornstarch,  20  quarts 
of  water,  and  sugar  to  taste.  This  mixture 
was  cooked  with  constant  stirring,  from 
fifteen  to  twenty-five  minutes.  Raisins  and 
vanilla  were  added  subsequent  to  cooking. 
The  mixture  was  then  poured  into  27  cooling 
pans  and  left  at  room  temperature  for  one 
hour.  Another  cook  entered  the  kitchen 
at  7:30  a.m.,  scrutinized  the  pudding,  pro- 
nounced it  too  thin,  ordered  the  cooling  pans 
to  be  emptied  back  into  the  heater,  and  then 
added  a panful  of  flour.  The  mixture  was 
again  heated  and  cooked,  then  repoured  into 
the  same  27  cooling  pans,  and  left  at  room 
temperature  for  one  hour,  after  which  it  was 


put  in  the  refrigerator  to  cool  before  serving. 
The  preparation  of  the  chocolate  pudding  was 
under  the  general  supervision  of  two  employee 
cooks.  The  actual  making  of  it,  however, 
was  entrusted  entirely  to  2 inmates.  It  was 
of  interest  that  one  of  the  inmates  who  pre- 
pared the  mixture  ate  the  pudding  and  be- 
came ill,  while  the  other  ate  none  of  the 
pudding  and  did  not  become  ill. 

As  stated  previously,  one  of  us  had  ordered 
the  chocolate  pudding  withdrawn  from  cir- 
culation. However,  this  order  had  been 
anticipated  and  all  but  one  of  the  cooling  pans 
full  of  pudding  had  been  poured  down  the  sink 
as  soon  as  cases  of  illness  began  to  appear. 
There  seemed  to  be  a general  knowledge 
among  some  of  the  kitchen  personnel  that  the 
chocolate  pudding  was  at  fault.  These  cir- 
cumstances, together  with  the  extremely  short 
incubation  periods,  made  it  appear  almost 
certain  that  someone  in  the  kitchen  had 
deliberately  added  an  obnoxious  substance  to 
the  pudding  and  that  we  were  dealing  with 
chemical  rather  than  bacterial  poisoning. 
The  only  poisonous  substance  found  anywhere 
on  the  premises  was  a large  bag  of  sodium 
fluoride  that  was  used  as  roach  powder  and 
kept  in  a corner  of  the  kitchen  at  all  times, 
along  with  a large  blower  containing  about  a 
pound  of  the  powder.  Three  separate  samples 
of  the  remaining  pudding  taken  from  different 
parts  of  the  cooling  pan  were  forwarded  to 
the  State  Health  Department  Laboratory  for 
examination  for  poisonous  substances.  One 
specimen  was  found  to  contain  0.1  of  1 per 
cent  of  sodium  fluoride,  another  0.2  of  1 per 
cent,  and  the  other  0.3  of  1 per  cent,  appar- 
ently indicating  that  the  substance  had  not 
been  thoroughly  mixed  into  the  pudding. 
Since  the  average  amount  of  pudding  served 
weighed  approximately  200  Gm.,  it  would 
appear  that  those  eating  the  full  portion  of 
pudding  ingested  roughly  from  0.2  to  0.6  of 
1 Gm.,  which  is  considerably  less  than  the 
reported  fatal  dose  of  sodium  fluoride. 

Twenty-seven  inmates  who  ate  the  pudding 
apparently  experienced  no  symptoms  at  all. 
It  is  possible  that  some  portions  of  the  pudding 
contained  even  less  than  0.1  of  1 per  cent, 
making  the  total  dose  less  than  0.2  of  1 Gm., 
which  may  be  somewhat  less  than  the  average 
nauseating  dose.  It  is  also  possible  that  the 
presence  of  large  amounts  of  milk  in  the  pud- 
ding may  have  acted  as  a partial  antidote  to 
the  effects  of  the  fluoride.  The  fact  that 
symptoms  did  occur  in  so  high  a percentage  of 
cases  when  the  salt  was  administered  in  a 
vehicle  consisting  largely  of  milk  tends  to  cast 
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some  doubt  on  the  efficacy  of  milk  as  an  anti- 
dote. It  must  be  admitted,  however,  that  no 
clear  conclusions  can  be  drawn  on  this  point, 
as  certain  parts  of  the  pudding  may  have  con- 
tained much  larger  percentages  than  those 
analyzed. 

Two  additional  cases  should  be  noted.  The 
storeroom  clerk  expressed  doubt  that  the 
chocolate  pudding  had  caused  difficulty  and 
ate  a small  portion  consisting  of  about  4 tea- 
spoonfuls. Within  a half  hour  he  experienced 
a moderately  severe  nausea  with  mild  epi- 
gastric pains  but  developed  no  other  symptoms 
and  quickly  recovered.  One  of  the  em- 
ployee cooks  was  apparently  convinced  that 
the  pudding  had  caused  difficulties  but 
doubted  greatly  that  the  roach  powder  was 
the  offending  poison.  As  a practical  test,  he 
added  approximately  one-quarter  teaspoonful 
of  the  roach  powder  to  a glass  of  water  and 
then  drank  between  one-quarter  and  one- 
third  of  the  mixture.  Within  twenty  minutes, 
he  was  seized  by  a violent  nausea  and  epi- 
gastric pain,  accompanied  by  salivation, 
lacrimation,  headache,  and  weakness.  He 
immediately  reported  for  treatment  and  was 
given  a large  dose  of  ipecac,  following  which 
he  vomited  repeatedly  and  recovered 
promptly. 

One  of  the  inmate  cooks,  as  he  was  later 
being  paroled,  admitted  privately  to  one  of  us 
that  he  had  scooped  up  as  much  roach  powder 
as  he  could  hold  in  one  hand  and  cast  it  into 
the  pudding.  He  was  hazy  as  to  when  in  the 
process  the  salt  was  added.  His  purpose,  as 
stated,  was  “to  get  even”  with  another  in- 
mate. 

A review  of  the  literature  reveals  that  the 
two  most  commonly  used  fluorine  salts  are 
sodium  fluoride  and  sodium  fluosilicate.  Both 
salts  are  popular  as  roach  powders.  Sodium 
fluosilicate,  weight  for  weight,  is  considerably 
more  toxic  than  sodium  fluoride,  the  differ- 
ence being  due  to  the  relatively  greater 
fluorine  content  of  the  former  chemical.* 

The  toxicity  of  fluorine  compounds  is  be- 
lieved to  he  chiefly  in  the  ability  of  the  fluoride 
ion  to  precipitate  calcium  and  produce  cal- 
cium deprivation,  although  it  is  certain  that 
there  are  other  important  direct  toxic  effects. 

Symptoms  of  fluoride  poisoning  generally 
follow  within  a few  minutes  after  the  chemical 
is  swallowed  and  consist  of  nausea,  epi- 
gastric pain,  violent  vomiting,  and  weakness, 
with  headache,  salivation,  lacrimation,  and 
sweating,  followed  shortly  by  diarrhea.  In 
severe  cases  the  vomitus  is  usually  bloody 
and  there  may  be  cyanosis  of  the  skin  and 


mucous  membranes.  Purpuric  spots  may 
appear  on  the  skin.  Death  is  usually  preceded 
by  convulsions  and  may  occur  within  an  hour 
or  be  delayed  as  long  as  twenty  hours.  A 
number  of  cases  have  been  reported  in  which, 
following  several  hours  of  treatment,  the  pa- 
tient appeared  to  be  well  on  the  way  to 
recovery,  and  then  suddenly  died. 

It  is  difficult  to  estimate  the  minimum  lethal 
dose  of  sodium  fluoride  because  of  its  tendency 
to  cause  repeated  vomiting,  but  it  is  believed 
to  be  about  3 Gm.,  the  lethal  dose  of  sodium 
fluosilicate  being  considerably  less. 

Postmortem  findings  include  premature  rigor 
mortis,  hemorrhagic  gastritis,  petechial  hemor- 
rhages of  the  skin,  and  continued  oozing  of 
blood  from  cut  surfaces  of  muscles.  De- 
generative changes  in  the  liver  and  kidneys 
have  also  been  reported,  as  well  as  hemor- 
rhages into  the  lungs. 

It  is  generally  conceded  that  soluble  cal- 
cium compounds  are  the  best  antidote  for 
fluoride  poisoning.  Calcium  has  a twofold 
effect,  as  it  precipitates  soluble  fluoride  salts 
as  the  relatively  insoluble  calcium  fluo- 
ride, and  supplies  calcium  to  replace  that 
already  removed  from  the  body.  Calcium 
salts  or  calcium  hydroxide  should  be  given 
by  lavage,  and  repeated  infusions  of  soluble 
calcium  salt  should  be  given  by  vein. 

In  our  own  case,  it  was  not  possible  to 
determine  the  probable  nature  of  the  poison 
until  the  patients  appeared  to  be  recovering. 
Hence,  no  attempt  at  specific  therapy  was 
made.  In  view  of  the  reports  of  sudden 
death  occurring  several  hours  after  apparent 
symptomatic  recovery,  it  would  appear  that 
strenuous  treatment  should  be  instituted  for 
every  case  in  which  fluoride  poisoning  is  sus- 
pected. 

The  fluorine  salts  have  been  mistaken  for  a 
wide  variety  of  substances  and  added  to  foods 
unwittingly.  Some  of  these  are  sodium 
bicarbonate,3  powdered  sugar,4  cornstarch,8 
and  baking  powder.6  The  salts  have  also  been 
mistaken  for  various  saline  laxatives, 5 •6- 7 -8  on  a 
number  of  occasions.  In  the  particular  in- 
stance reviewed  here,  the  substance  was 
added  to  foodstuffs  deliberately,  but  it  does 
illustrate  the  undesirability  of  having  fluorine 
salts  available  in  cooking  establishments, 
particularly  where  irresponsible  persons  have 
access  to  both  the  poison  and  the  foods. 

A law  has  been  enacted  in  several  states 
requiring  that  colored  pigments  be  added  to 
the  fluorine  salts  before  they  are  sold.  It 
would  appear  that  this  law  is  worthy  of  being 
generally  copied.9 
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Summary 

An  outbreak  of  fluoride  poisoning  involving 
71  nonfatal  cases  is  described,  in  which  the 
illness  was  caused  by  the  deliberate  addition 
of  sodium  fluoride  to  chocolate  pudding.  The 
outbreak  calls  attention  to  the  fact  that  ex- 
plosive outbreaks  of  afebrile  gastroenteritis 
may  be  caused  by  chemical  poisons  rather 
than  by  the  more  commonly  encountered 
staphylococcic  toxin.  It  also  directs  atten- 
tion to  the  danger  of  permitting  access  by 
irresponsible  persons  or  children  to  fluoride  or 
fluosilieate  salts,  or  of  having  the  salts  avail- 


able where  they  may  be  mistaken  for  food- 
stuffs or  laxatives. 
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TROPIC  DISEASE  MENACE  SPREAD  BY  AIR  TRAVEL 


Largely  as  a result  of  the  expansion  in  air 
travel,  the  parasitic  diseases  of  the  tropics,  in- 
cluding malaria  and  sleeping  sickness,  have  be- 
come a potential  menace  to  the  health  of  in- 
habitants of  other  sections  of  the  globe,  according 
to  Dr.  James  T.  Culbertson,  a member  of  the 
department  of  bacteriology  of  the  School  of 
Medicine  of  Columbia  University. 

Dr.  Culbertson  discussed  the  universal  threat 
presented  by  the  ancient  scourges  of  mankind  in  a 
handbook  entitled  “Medical  Parasitology”  that 
has  just  been  published  by  the  Columbia  Uni- 
versity Press.  Fortunately,  Dr.  Culbertson 
noted,  specific  drugs  which  lead  to  the  cure  of 
most  of  the  infections  are  known  to  medical 
science.  In  time,  he  predicted,  vaccination  may 
render  men  relatively  resistant  to  the  organisms 
and  possibly  absolutely  immune  to  infection. 
Disease-bearing  parasites  are  a particular  men- 
ace to  the  United  States  members  of  armed 
forces  stationed  in  tropical  and  semitropical 
areas,  Dr.  Culbertson  stated. 

“All  the  parasitic  infections  now  seem  likely 
to  experience  a new  and  widespread  distribution 
to  fresh  areas  as  a consequence  of  the  rise  in  busi- 
ness and  travel  which,  in  large  part,  air  transport 
has  made  possible,”  Dr.  Culbertson  writes. 
“Workers  or  travelers  returning  by  airplane  from 


areas  long  notorious  as  disease  centers  may  not 
reveal  symptoms  of  the  infections  they  have 
contracted  until  after  they  have  reached  home. 
The  chance  of  the  spread  of  the  disease  to  their 
relatives  and  other  associates  at  home  is  thus 
enhanced. 

“An  added  hazard  is  the  transportation,  un- 
noticed, aboard  long-distance  planes  of  infected 
flies,  mosquitos,  fleas,  or  other  disease  vectors 
which  remain  entirely  capable  of  transmitting  the 
diseases  in  the  regions  to  which  they  are  carried. 

“Thus  far,  the  most  significant  results  of  the 
application  of  principles  of  immunity  to  the  para- 
sitic infections  of  man  have  been  in  the  diagnosis 

of  disease,”  Dr.  Culbertson  continued “As 

yet,  with  no  parasitic  infection  has  the  vaccina- 
tion of  man  been  tried  significantly.” 

“The  greatest  hope  of  protection  against  these 
dread  maladies  will  come  through  a more  ade- 
quate diffusion  of  knowledge  of  the  agents  which 
cause  them,”  Dr.  Culbertson  asserted,  adding 
that  up  to  now  the  nation’s  medical  schools  have 
offered  “comparatively  little  instruction”  in 
the  study  of  the  causes  of  the  parasitic  diseases. 
Education  for  the  layman  as  well  as  the  physician 
is  “probably  in  the  end  the  most  effective  method 
of  prophylaxis,”  Dr.  Culbertson  says. — New 
York  Herald  Tribune , October  19 


BY  THE  CLOCK  ? 

Doctor:  “How  often  does  the  pain  come?” 

Patient:  “Every  four  or  five  minutes.” 
Doctor:  “And  lasts?” 

Patient:  “Well,  a quarter  of  an  hour,  at 

least.” 


FAMILY  AFFAIR 

Doctor:  “Only  relatives  are  allowed  to  see 

him.  Are  you  a member  of  his  family?” 

Girl:  “Oh,  I’m  his  sister.” 

Doctor:  “Oh,  really?  I’m  so  glad  to  meet 

you.  . .I’m  his  father.” 


STUDIES  IN  THROMBO-EMBOLIZATION 

II:* *  Observations  on  the  Use  of  Dicumarolf  (3,3'  Methylenebis  (4-Hydroxycou- 
marin))  in  Embolization.  Report  of  Five  Cases 

Shepard  Shapiro,  M.D.,  and  Benjamin  Sherwin,  M.D.,  New  York  City 


THE  recent  series  of  publications  by  Link 
and  his  associates1*2'3,4,5  of  the  Wiscon- 
sin Experiment  Station  reveal  an  outstanding 
work  in  which  they  isolated,  identified,  and 
synthesized  the  causative  agent  of  the  hemor- 
rhagic sweet  clover  disease  of  cattle.6,7,8,9,1° 
They  showed  that  when  the  substance  3,3' 
methylenebis  (4-hydroxycoumarin),  which 
they  isolated  from  spoiled  sweet  clover  hay,1 
is  introduced  into  the  body,  it  produces  the 
following  effects: 

1.  It  decreases  the  prothrombin  level  (or 
activity). 

2.  It  prolongs  the  whole  blood  coagulation 
time. 

3.  When  given  to  healthy  experimental 
animals  (in  therapeutic  doses,  intermittently), 
it  apparently  does  not  give  rise  to  permanent 
injury. 

4.  When  given  continuously  (in  adequate 
doses),  it  induces  the  hemorrhagic  phenomena 
characteristic  of  the  sweet  clover  disease. 

By  virtue  of  the  above  characteristics  1,  2, 
and  3,  this  compound  promises  to  be  of  value 
in  the  control  and  treatment  of  thrombotic 
and  thrombo-embolic  processes. 

Preliminary  reports  of  experimental  and 
clinical  trials  with  this  in  vivo  anticoagulant 
have  recently  appeared.11-12  In  this  com- 
munication are  recorded  observations  in  which 
it  was  used  in  pulmonary  thrombo-emboliza- 
tion  and  to  prevent  the  development  of  emboli. 

In  July,  1940,  shortly  after  the  synthesis  of 
the  substance  was  realized,  one  of  us  (S.  S.) 
had  the  opportunity  to  discuss  the  possible 
therapeutic  use  of  this  compound  with  Pro- 
fessor Link  and  his  associates.  After  its 
activity  was  demonstrated,11-12  through  the 
kindness  of  Professor  Link  we  obtained  a 
supply  of  the  3,3'  methylenebis  (4-hydroxy- 
coumarin). 

The  prothrombin  time  of  the  blood  plasma 
was  estimated  by  the  technic  described  by 
Shapiro,  Sherwin,  Redish,  and  Campbell,13 

From  the  Department  of  Surgery,  Lincoln  Hospital, 
Kirby  Dwight,  M.D.,  Director. 

* Paper  I of  this  series  was  published  in  the  Annals  of 
Surgery  116:  175  (August)  1942. 

t Dicumarol  is  the  collective  trade  mark  of  the  Wiscon- 
sin Alumni  Research  Foundation,  which  controls  the  use 
thereof. 


which  is  an  extension  of  the  method  described 
by  the  Wisconsin  group.2  It  takes  into  con- 
sideration the  prothrombin  time  of  (a)  whole 
plasma,  (6)  diluted  plasma,  and  (c)  the  differ- 
ence between  these  two.  By  this  procedure  it 
has  been  possible  to  determine  an  optimum 
point  for  therapeutic  effect  free  of  the  danger 
of  bleeding. 

Briefly  stated  this  is  the  procedure  (see 
Table  1) : 

(A)  Using  thromboplastin-calcium  chloride 
mixture:2  4.5  ml.  fresh  blood  obtained  by 
venipuncture  are  added  to  0.5  ml.  M/10  so- 
dium oxalate.  Clear  plasma  is  obtained  by 
centrifuging.  0.1  ml.  whole  plasma  kept  at 
37  C.  is  quickly  added  to  0.2  ml.  thrombo- 
plastin-calcium chloride  mixture  (also  at  37 
C.)  and  the  time  which  elapses  before  the 
fibrin  clot  forms  is  noted  with  a stop  watch. 
The  identical  procedure  is  then  repeated, 
using  0.1  ml.  of  12.5  per  cent  plasma  in  place 
of  whole  plasma. 

(B)  Using  snake  venom:14  0.1  ml.  whole 
plasma  is  added  to  0.1  ml.  venom  and  placed 
in  the  constant  temperature  bath  at  37  C.  for 
five  to  ten  minutes.  To  this  is  quickly  added 
0.1  ml.  M/40  calcium  chloride  which  has  been 
kept  at  the  same  temperature,  and  the  time 
elapsing  before  the  fibrin  clot  formation  is 
noted  with  a stop  watch.  The  same  proce- 
dure is  repeated  with  0.1  ml.  of  25  per  cent 
plasma  in  place  of  whole  plasma. 

Estimates  are  done  in  duplicate. 

It  has  been  found  by  this  method  that  a safe 
and  effective  dosage  level  is  that  at  which  the 
diluted  plasma  prothrombin  time  is  markedly 
prolonged  (two  to  three  times  normal),  while 
that  of  the  whole  plasma  is  only  moderately 
extended  (not  to  exceed  double  the  normal 
value).  It  has  been  found  that  as  the  concen- 
tration (or  activity)  of  prothrombin  decreases, 
the  difference  between  the  whole  and  diluted 
plasma  prothrombin  time  increases.  It  has 
also  been  found  that  increase  in  the  plasma 
prothrombin  level  (or  activity)  is  a factor 
which  causes  a reduction  in  the  extent  of  the 
difference  between  the  prothrombin  time  of 
whole  and  that  of  diluted  plasma. 

Serial  estimations  of  prothrombin  after  sur- 
gery have  revealed  the  following  facts:  Com- 
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TABLE  1 


Brain  Thromboplastin-Calciu 

m Chloride 

Russell  Snake  Viper  Venom 

Whole 

Plasma 

12.5%  Plasma 

Difference 

Whole  Plasma 

25%  Plasma 

Difference 

Mean 

24  sec. 

41.4  sec. 

18.5  sec. 

19.5  sec. 

29  sec. 

10.5  sec 

Standard  deviation 

±2.3 

±3.8 

±3.5 

±2.9 

±4.6 

±2.5 

mencing  about  the  fifth  or  sixth  day  after 
operation  and  occurring  as  late  as  the  twelfth 
or  fourteenth  postoperative  day,  there  is  a 
more  or  less  sudden  shortening  of  the  differ- 
ence between  the  prothrombin  time  of  whole 
and  diluted  plasma,  due  chiefly  to  a reduction 
of  the  prothrombin  time  of  the  diluted  plasma. 
Statistics  have  shown  that  this  is  the  interval 
when  postoperative  thrombo-embolization  most 
commonly  occurs.  It  was  found  further  that 
in  those  instances  in  which  pulmonary  infarc- 
tion had  developed  the  difference  in  prothrom- 
bin time  between  that  of  whole  and  diluted 
plasma  had  become  reduced  to  a point  below 
that  of  normals.14 

The  reports  of  Jorpes  and  of  Murray  have 
shown  that  anticoagulant  therapy  may  be  ef- 
fective in  both  the  prevention  and  treatment 
of  thrombotic  processes.15  They  used  hepa- 
rin, a substance  which  must  be  given  by 
continuous  intravenous  administration,  which 


in  certain  individuals  causes  adverse  reactions, 
and  which  is  costly  in  price.  Dicumarol, 
which  was  used  in  the  present  series,  is  given 
by  mouth,  causes  no  ill  effects  (as  far  as  is 
known)  in  proper  dosage,  and  is  low  in  cost. 
The  procedure  for  prothrombin  estimation 
herein  described  is  well  suited  for  following  the 
dosage  levels  of  Dicumarol. 

In  this  report  are  presented  5 cases  of  em- 
bolization treated  with  Dicumarol.  The  pur- 
pose of  this  treatment  was  primarily  to  pre- 
vent further  embolization. 

Case  1. — ;H.  F.,  a 32-year-old  white  woman, 
was  subjected  to  a pelvic  repair  and  dilatation 
and  curettage  on  December  1,  1941.  Two  days 
later  a fever  arose,  varying  between  99  and  100.5 
F.  On  the  third  day  tenderness  over  the  right 
saphenous  vein  was  observed.  The  tempera- 
ture increased  to  101.5  F.  On  the  sixth  post- 
operative day  the  patient  was  suddenly  seized 
with  a sharp  pain  in  the  left  axilla.  She  became 


Chart  1.  (Case  1)  Represents  temperature  curve  and  differences  (seconds)  in  prothrombin 
time  between  whole  and  diluted  (25  per  cent)  plasma.  Snake  venom  was  used.  Normal  mean  dif- 
ference = 10.5  seconds.  Note  shortened  difference  at  time  of  pulmonary  infarction.  S = Sulfa- 
thiazole.  200  and  100  mg.  dosages  = Dicumarol. 
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Chart  2.  (Case  2)  Temperature  curve  and  simultaneous  differences  in  prothrombin  time 
between  whole  and  diluted  (25  per  cent)  plasma.  Snake  venom  was  used.  Note  progressive  shorten- 
ing of  prothrombin  time  differences  preceding  and  at  time  of  pulmonary  infarction.  S = Sulfa- 
thiazole. 400  and  300  mg.  dosages  = Dicumarol. 


pale  and  developed  shallow,  rapid  respirations 
of  about  40  per  minute  and  thready  pulse  of 
about  170  per  minute.  There  was  heard  a pleu- 
ritic rub  and  many  moist  rales  over  this  area. 
Pulmonary  infarction  was  believed  to  have  oc- 
curred, involving  the  left  lower  lobe.  Sulfa- 
thiazole  was  administered  by  mouth.  The  tem- 
perature receded,  becoming  normal  within  about 
two  days.  On  December  10  (eighth  postopera- 
tive day)  there  was  a sudden  recurrence  of  the 
pain  in  the  left  chest,  followed  by  the  appearance 
of  dullness,  distant  breath  sounds,  and  pleuro- 
pericardial friction  rub.  The  temperature  was 
103.8  F.  An  electrocardiogram  did  not  reveal  a 
pattern  indicative  of  coronary  artery  occlusion. 
The  diagnosis  of  pulmonary  infarction  (second 
episode)  was  made,  and  the  sulfathiazole  (which 
had  not  been  withdrawn)  was  continued.  The 
fever  acquired  an  intermittent  character,  rising 
to  102.4  F.  each  day.  On  December  15,  the 
following  findings  were  noted:  The  patient 

appeared  toxic.  Both  right  and  left  saphenous 
veins  were  palpably  thickened  and  tender,  with 
the  overlying  skin  red  and  edematous.  The 
lower  abdomen  bilaterally  was  considerably  ten- 
der. The  temperature  was  102.6  F.  The 
heart  rate  130  per  minute,  and  of  regular  rhythm. 
No  murmurs  were  heard.  Over  the  base  of  the 
left  lung  there  was  noted  dullness,  diminished 
breath  and  voice  sounds,  and  limited  descent  of 
the  diaphragm.  A few  fine  and  large  moist 
rales  were  audible  over  this  area.  The  blood 
pressure  was  120/80.  No  abnormal  constitu- 
ents were  found  in  the  urine.  The  difference  in 
prothrombin  time  between  that  of  whole  and 


diluted  (25  per  cent)  plasma14  was  2.5  seconds 
(normal  10.5  seconds).  The  platelet  count  was 
350,000. 

The  diagnosis  was  bilateral  saphenous  vein 
thrombophlebitis  and  thrombo-embolization  of 
the  lower  lobe  of  the  left  lung  with  resulting 
infarction. 

Dicumarol  was  given  orally  for  eight  consecu- 
tive days.  The  dosages  and  prothrombin  dif- 
ferences and  restoration  are  depicted  in  Chart  1. 
Sulfathiazole  was  continued  during  the  entire 
period. 

The  first  change  observed  was  an  alteration  in 
character  of  the  temperature  curve,  which  began 
to  flatten  simultaneously  with  the  initial  prolon- 
gation of  prothrombin  time.  Within  about  one 
week  the  physical  signs  in  the  left  lung  cleared, 
and  the  temperature  became  normal  and  re- 
mained at  this  level.  No  evidences  of  additional 
emboli  appeared.  Six  months  later  the  patient 
reported  that  she  was  well  and  had  been  asymp- 
tomatic in  the  interval. 

Case  2. — S.  G.,  a white  man  29  years  of  age, 
was  operated  upon  December  8,  1941,  for  an 
umbilical  hernia.  A moderate  febrile  tempera- 
ture occurred  following  operation  and  receded 
after  the  discharge  of  serum  from  the  wound 
when  the  sutures  were  removed  on  the  sixth  day. 
On  the  tenth  postoperative  day  the  patient  was 
suddenly  seized  with  severe  cutting  pain  in  the 
left  lower  axilla.  Accompanying  this  was  rapid, 
shallow  breathing  and  expectoration  of  a slight 
amount  of  blood-tinged  sputum.  There  were  di- 
minished breath  and  voice  sounds,  and  a few 
moist  rales  were  noted  over  the  base  of  the  left 
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Chart  3.  (Case  3)  Temperature  curve  and  differences  (seconds)  in  prothrombin  time  between 
whole  and  12.5  per  cent  plasma.  Thromboplastin-calcium  chloride  mixture  used.  Normal  mean 
difference  = 18.5  seconds.  300,  200,  and  100  mg.  dosages  = Dicumarol. 


lung  posteriorly.  Pulmonary  infarction  was  be- 
lieved to  have  occurred  and  sulfathiazole  was 
administered  by  mouth.  Within  one  week  the 
temperature  became  normal  and  the  physical 
signs  in  the  chest  cleared  almost  entirely.  No 
evidences  of  thrombophlebitis  were  detected. 

On  December  23  prothrombin  estimations13 
were  made.  These  were  repeated  on  succeeding 
days,  as  noted  in  Chart  2.  The  difference  be- 
tween the  prothrombin  time  of  whole  and  di- 
luted plasma  (25  per  cent)  diminished  from  8 
seconds  on  December  25  to  2 seconds  on  the  fol- 
lowing day.  On  December  27,  there  was  sudden 
recurrence  of  the  sharp  pleuritic  pain,  tachycar- 
dia, rapid,  shallow  breathing,  and  temperature 
of  101.8  F.  Numerous  moist  rales,  impaired 
resonance,  and  distant  broncho-vesicular  breath 
sounds  were  heard  over  the  left  lung  posteri- 
orly, extending  from  the  angle  of  the  scapula  to 
the  base  of  the  lung.  It  was  believed  that  a 
second  episode  of  pulmonary  infarction  had 
taken  place.  This  was  confirmed  by  a roent- 
genogram of  the  chest.  Sulfathiazole  therapy 
was  continued,  and  on  December  28  oral  admin- 
istration of  Dicumarol  was  started.  An  irregu- 
lar pyrexia  persisted  until  December  31,  after 
which  it  began  to  recede,  reaching  normal  on 
January  3 and  remaining  at  this  level.  Within 
one  week  all  abnormal  physical  signs  in  the  left 
lung  cleared.  The  effect  upon  prothrombin 
time  by  Dicumarol  as  indicated  by  the  extent 
of  the  difference  between  whole  and  diluted  (25 
per  cent)  plasma  is  shown  in  Chart  2, 


The  urine  was  consistently  free  of  abnormal 
constituents.  On  December  22,  hemoglobin  was 
14  Gm.;  red  blood  cells  4,992,000;  white  blood 
cells  22,600;  segmented  neutrophils  80  per  cent; 
nonsegmented  7 per  cent;  lymphocytes  10  per 
cent;  eosinophils  3 per  cent.  On  December  26 
the  white  blood  cell  count  was  15,500;  seg- 
mented neutrophils  65  per  cent;  nonsegmented 
1 per  cent ; eosinophils  4 per  cent ; lymphocytes 
29  per  cent;  basophils  1 per  cent.  No  additional 
emboli  were  detected  after  the  Dicumarol  effect 
became  discernible  in  the  prothrombin  estima- 
tions. The  patient  was  seen  four  months  later. 
He  was  symptom-free  and  reported  that  he  had 
been  well  during  the  intervening  period. 

Case  8. — J.  K.,  a 58-year-old  white  woman, 
developed  a dull  ache  in  the  left  thigh  on  Febru- 
ary 26,  1942.  The  pain  grew  worse  and  the 
thigh  became  red  and  swollen  on  its  inner  surface. 
On  March  3 a diagnosis  of  saphenous  vein  phle- 
bitis was  made.  The  patient  was  put  to  bed  and 
continuous  wet  dressings  were  applied  to  the 
area. 

The  past  history  was  irrelevant,  except  that 
the  patient  had  had  varicose  veins  for  several 
years  and  about  eighteen  months  previously 
had  been  confined  to  bed  for  five  weeks  owing  to 
“inflammation  of  the  left  lower  leg.” 

The  patient  was  obese,  the  lungs  were  clear 
and  resonant  throughout,  the  heart  was  regular 
and  presented  a systolic  murmur  at  the  base. 
The  blood  pressure  was  150/90. 

Over  the  left  thigh  there  was  redness  and 
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Chart  4.  (Case  4)  Differences  in  prothrombin  time  between  whole  and  diluted  plasma.  Dosages 

indicated  are  of  Dicumarol. 


edema  and  tenderness  along  the  course  of  the 
saphenous  vein. 

On  March  7 there  occurred  suddenly  a sharp 
pain  over  the  right  chest,  tachypnea,  expectora- 
tion of  blood-tinged  sputum,  and  a rise  in  tem- 
perature to  101  F.  There  were  heard  dimin- 
ished breath  sounds  in  the  right  paravertebral 
region  of  the  right  base.  A diagnosis  of  pulmo- 
nary embolus  and  infarction  was  made.  X-ray 
examination  supported  this  opinion.  On  March 
10  there  was  broncho-vesicular  breathing  and 
dullness  over  the  midportion  of  the  right  chest 
posteriorly.  The  left  saphenous  vein  showed 
redness,  tenderness,  and  swelling  over  its  course. 
Dicumarol  was  administered  orally,  beginning 
March  10.  On  March  14,  the  phlebitis  of  the 
left  saphenous  vein  was  less  pronounced;  the 
redness  and  swelling  were  especially  diminished. 
Over  the  right  lower  chest  were  heard  impaired 
resonance  and  numerous  moist  rales. 

On  March  21,  there  was  still  blood-streaked 
sputum,  and  a few  moist  rales  were  heard  over 
the  right  base,  although  the  x-ray  film  of  the 
chest  revealed  almost  complete  clearing  of  the 
previously  noted  shadow  (infarct). 

The  temperature  curve,  shown  in  Chart  3, 
reached  the  height  of  102.8  F.  on  March  9 and 
gradually  fell  to  normal  by  March  12,  at  which 
level  it  remained,  with  the  exception  of  an  unex- 
plained rise  to  102.8  F.  for  several  hours  on 
March  16. 

On  March  25,  the  evidence  of  pulmonary 
pathology  had  completely  cleared,  the  tempera- 
ture continued  to  be  normal,  the  expectoration 
of  blood-stained  sputum  had  ceased,  and  the  left 
saphenous  vein  was  palpably  thickened  but  free 
of  evidences  of  acute  inflammation. 

The  urine  on  several  occasions  showed  rare 
granular  casts  and  a few  red  and  white  blood 
cells.  The  specific  gravity  varied  between  1.002 
and  1.008  during  the  entire  period  of  observation. 

The  blood  count  on  March  9 was  78  per  cent 
hemoglobin;  red  blood  cells  4,030,000;  and 
white  blood  cells  12,000;  segmented  neutro- 
phils, 74  per  cent;  nonsegmented  1 per  cent; 


lymphocytes  17  per  cent;  monocytes  7 per  cent; 
eosinophils  2 per  cent.  Platelets  numbered  400,- 
000.  On  March  31,  the  platelets  were  250,000. 
The  blood  chemistry  (serum  proteins,  cholesterol, 
nonprotein  nitrogen,  and  sugar)  were  all  normal. 
Chart  3 shows  the  difference  between  the  pro- 
thrombin times  of  whole  and  12.5  per  cent  plasma 
during  the  period  of  Dicumarol  feedings. 

No  additional  emboli  were  observed  after  the 
Dicumarol  was  administered. 

Case  4- — A.  L.  was  a 45-year-old  white  man 
who  had  been  under  treatment  since  August, 
1941,  for  subacute  bacterial  endocarditis  (strepto- 
coccus viridans  bacteremia)  which  had  become 
engrafted  upon  a rheumatic  valvulitis.  Sul- 
phanyl  compounds  were  well  tolerated;  hence 
the  patient  received  these  almost  continuously 
from  the  time  of  onset  in  August. 

The  findings  on  December  31,  1941,  were  as 
follows:  A chronically  ill,  pale  man  showing  nu- 
merous petechiae  distributed  throughout  the 
skin,  especially  that  of  the  fingers,  and  in  the 
conjunctivae.  The  spleen  was  enlarged  and  ex- 
tremely tender  (recent  embolization);  the  liver 
was  palpable  three  fingerbreadths  below  the  free 
margin  of  the  ribs.  The  heart  was  enlarged,  ac- 
cellerated,  and  of  regular  rhythm.  Aortic  diastolic 
and  mitral  systolic  and  presystolic  murmurs  were 
present.  A few  basal  moist  rales  were  heard 
over  both  lungs.  An  electrocardiogram  showed 
regular  sinus  rhythm,  left  axis  deviation,  and 
prolongation  of  the  P-R  interval.  The  hemo- 
globin was  72  per  cent;  red  blood  cells  3,450,000. 
Because  the  patient  was  showing  evidences  of  fre- 
quent embolization  (almost  daily)  it  was  decided 
to  administer  the  in  vivo  anticoagulant  in  an 
effort  to  lessen  this. 

Dicumarol  feedings  were  instituted  on  De- 
cember 31,  1941.  The  patient  received  a total 
of  4 Gm.  in  three  months,  until  March  30,  1942, 
when  he  died  of  heart  failure.  He  lived  out  of 
the  city  and  consequently  it  was  possible  to  ob- 
tain plasma  for  prothrombin  estimations  only  at 
intervals  of  several  days.  These  estimations 
were  made  by  the  method  above  described.  The 
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Chart  5.  (Case  5)  Platelet  and  prothrombin  time  of  whole  and  12.5  per  cent  plasma.  (Throm- 
boplastin-calcium chloride  used.)  The  first  100  mg.  intravenously  was  given  on  the  same  day  as  the 
400  mg.  by  mouth.  Note  almost  identical  responses  to  600-mg.  dosages  and  greater  response  to 
initial  700-mg.  dosages. 


estimations  on  December  31,  1941,  showed  a dif- 
ference between  the  time  of  whole  and  diluted 
(25  per  cent)  plasma  of  3 seconds  (normal  10.5 
seconds).  This  difference  was  maintained  at  a 
level  of  between  20  to  33  seconds  during  the  pe- 
riod of  treatment  (see  Chart  4).  No  bleeding 
phenomena  arose  at  any  time.  The  cessation  of 
emboli  within  one  week  after  the  anticoagulant 
therapy  was  started  was  striking.  Evidences 
of  heart  failure  became  increasingly  prominent 
and  the  patient  died  as  a result  of  this  and  not  of 
embolization.  No  necropsy  was  done.  In  the 
three  months’  interval  of  Dicumarol  treatment 
there  was  discerned  only  one  embolus  (splenic 
infarct),  whereas  the  organisms  were  present  al- 
most daily  before  the  therapy  was  initiated. 

The  fever  was  not  altered ; therefore  it  was  felt 
that  the  anticoagulant  did  not  influence  the  sep- 
sis, although  the  frequency  of  embolization  be- 
came markedly  reduced  after  the  Dicumarol 
feedings. 

On  February  16  the  total  serum  protein  was 
6.26  Gm.  per  100  ml.  The  albumin  was  3.68  Gm. ; 
the  globulin  1.35  Gm.;  and  fibrinogen  0.51  Gm. 
per  cent.  The  A/G  ratio  was  2.7  to  1 and  the 
total  cholesterol  207  Gm.  per  100  ml. 

Case  5, — C.  B.,  a 41-year-old  white  woman, 


was  delivered  of  a full-term  normal  baby  on 
March  1,  1942.  The  pregnancy  and  delivery 
were  not  unusual.  On  the  sixth  postpartum  day 
the  temperature  rose  to  102.5  F.  and  remained 
irregularly  elevated,  reaching  103  F.  and  104  F. 
on  the  eleventh  and  twelfth  days  after  delivery, 
respectively,  and  at  which  time  the  right  saphe- 
nous vein  appeared  to  be  acutely  inflamed.  Sul- 
fathiazole  therapy  was  then  started.  On  the 
sixteenth  postpartum  day  the  temperature  was 
still  elevated  and  evidences  of  saphenous  throm- 
bophlebitis were  still  prominent.  A prothrom- 
bin estimation  by  the  above  method13  was  done 
and  found  to  be  normal.  On  the  eighteenth  day 
this  was  repeated  and  the  difference  between  the 
prothrombin  time  of  whole  and  diluted  (12.5  per 
cent)  plasma  was  reduced  to  7 seconds.  During 
the  same  day  the  patient  was  suddenly  seized 
with  severe  sharp  pain  in  the  right  axilla.  Her 
respirations  became  shallow  and  very  rapid  and 
she  coughed  up  bright  red  blood.  Dullness, 
diminished  breath  and  voice  sounds  over  the 
right  base,  and  limited  descent  of  the  right  dia- 
phragm were  noted,  and  consequently  it  was  be- 
lieved that  the  patient  had  suffered  an  infarction 
of  the  lower  lobe  of  the  right  lung.  The  roent- 
genogram supported  this  diagnosis.  Dicumarol 
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was  administered  as  follows:  400  mg.  intraven- 
ously on  each  of  the  next  two  days  (see  Chart  5). 
A transfusion  of  300  ml.  fresh  blood  was  given 
also.  Sulfathiazole  was  continued.  The  tem- 
perature fluctuated  irregularly  between  100.5  F. 
and  102  F.  until  the  ninth  day  after  the  transfu- 
sion, when  it  rose  to  104  F.  At  the  same  time 
there  appeared  an  erythematous  and  urticarial 
eruption  and  swelling  and  redness  of  several 
joints,  especially  both  wrists.  It  was  believed 
that  these  symptoms  were  indicative  of  serum 
(transfusion)  reaction.  Two  daily  doses  of  300 
mg.  each  of  Dicumarol  were  given  by  mouth  at 
this  time.  The  fever  subsided  within  three 
days  to  normal,  and  the  skin  eruptions  and 
joint  effusions  also  disappeared.  The  sulfathia- 
zole was  withdrawn.  During  this  period  there 
was  little  change  in  the  physical  signs  in  the 
right  chest.  On  the  seventeenth  day  after  the 
infarction  the  temperature  again  gradually  rose 
despite  sulfathiazole  administration.  The  fever 
continued,  varying  irregularly  between  99  F.  and 
101  F.  The  prothrombin  estimations  were  nor- 
mal and  two  additional  doses  of  300  mg.  of  Di- 
cumarol each  were  given  (see  Chart  5).  The  ir- 
regular fever  did  not  recede ; physical  signs  in  the 
right  chest  suggested  a fluid  accumulation  and 
on  the  twenty-sixth  day  after  the  infarction 
about  50  ml.  of  slightly  cloudy  amber  fluid  were 
removed.  This  was  sterile  on  culture.  A leuko- 
cyte count  at  the  time  was  4,000  per  cmm.,  and  the 
sulfathiazole  was  therefore  discontinued.  The 
temperature  then  gradually  fell  to  normal  for 
three  days,  after  which  it  assumed  a low-grade 
febrile  curve  varying  between  99.8  F.  and  101  F. 
Evidences  of  an  interlobar  effusion  were  detected. 

The  right  saphenous  thrombophlebitis  had 
been  marked,  extending  throughout  the  entire 
course.  Following  the  first  Dicumarol  effect 
upon  the  blood  there  occurred  a striking  reces- 
sion of  this  inflammatory  reaction,  and  gradually 
all  evidences  of  it  completely  disappeared,  with- 
out residual  interference  with  the  return  flow  of 
blood  in  the  limb. 

It  is  apparent  that  the  course  of  the  infarction 
was  unaltered  by  the  anticoagulant  therapy. 
However,  emphasis  is  placed  upon  the  fact  that 
no  further  embolization  was  detected  after  Di- 
cumarol was  administered. 

There  was  noted  a depression  of  the  serum  pro- 
teins during  the  febrile  period.  In  an  effort  to 
counteract  this  protein,  hydrolysate  (aminoids)18 
were  given  perorally.  Restoration  of  the  total 
proteins  to  a normal  level  was  observed  within 
two  weeks  despite  the  continued  fever.  This 
has  been  our  experience  in  other  toxemias  and  is 
the  subject  of  another  study.  The  protein  hy- 
drolysate did  not  influence  the  anticoagulant 
effect. 

The  urine  remained  free  of  abnormal  constitu- 
ents during  the  entire  period  of  observation. 

Discussion 

Whatever  the  causes  initiating  thromboses 


may  be,  one  thing  is  clear ; namely,  that  if  the 
blood  is  prevented  from  clotting,  the  throm- 
boses cannot  occur.  The  coagulation  of  blood 
is  a continuous  process  made  up  of  several  con- 
secutive reactions,  each  dependent  upon  the 
commencement  of  its  predecessor  for  its  own 
initiation.  Consequently,  by  blocking  any 
stage  the  culmination  of  all  of  these  phe- 
nomena— that  is,  the  formation  of  the  clot — 
can  be  prevented.  Hence,  by  its  effect  upon 
prothrombin,  Dicumarol  inhibits  blood  coagu- 
lation. In  proper  dosage  it  may  be  applied 
therapeutically.  Its  virtues  are  its  ease  in 
administration,  its  low  price,  the  fact  that  it 
can  be  given  over  a long  period  of  time  inter- 
mittently without  apparent  ill  effect,  and  that 
its  effective  dosage  level  can  be  reliably  esti- 
mated and  the  hazard  of  bleeding  avoided. 
This  substance  becomes  measurably  active 
only  after  a latent  period  of  from  twelve  to 
twenty-four  hours. 

In  5 cases  herein  reported  emphasis  is 
placed  upon  the  immediate  cessation  of  em- 
bolization following  adequate  Dicumarol  ef- 
fect upon  the  prothrombin  level  (or  activity). 
There  is,  of  course,  the  possibility  that  this  oc- 
curred independently  of  the  therapy;  how- 
ever, the  demonstration  was  so  striking  that  it 
appears  that  the  anticoagulant  was  responsible 
for  the  prevention  of  further  embolization. 

The  prompt  disappearance  of  the  inflamma- 
tory reactions  about  the  veins  in  Cases  1,  3, 
and  5 after  the  use  of  Dicumarol  demon- 
strates that  this  therapy  may  also  be  of  value 
in  the  treatment  of  acute  thrombophlebitis. 

The  serial  prothrombin  estimations  in  Cases 
2 and  5 revealed  the  reaction  previously  ob- 
served;13’14 namely,  that  about  one  or  two 
days  preceding  the  appearance  of  signs  of 
pulmonary  infarction  the  difference  in  pro- 
thrombin time  between  that  of  whole  and  di- 
luted plasma  becomes  reduced  to  a point  be- 
low that  seen  in  normal  persons. 

It  appears  that  Dicumarol  acts  on  the  pro 
thrombin  elaborating  mechanism  (liver?). 
It  is  therefore  especially  important  that  the 
serum  proteins  be  maintained  at  a normal 
level.  Consequently,  it  seems  advisable  to 
give  a high  protein  diet  during  the  period  of 
toxemia  while  Dicumarol  is  being  admin- 
istered. Based  upon  the  work  of  Beling  and 
Lee16  we  have  been  feeding  protein  hydrolysate 
in  these  cases. 

Summary  and  Conclusions 

The  in  vivo  anticoagulant  3,3'  methylenebis 
(4-hydroxycoumarin),  commonly  designated 
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as  Dicumarol,  may  be  safely  administered  to 
man. 

A safe  and  therapeutically  active  dosage 
level  is  described  by  its  respective  effects  upon 
whole  and  diluted  plasma  prothrombin  time. 

Five  cases  of  embolization  are  reported.  In 
4,  emboli  ceased  entirely,  and  in  one  they  were 
strikingly  diminished  after  Dicumarol  ther- 
apy. In  three  instances  in  which  acute 
thrombophlebitis  was  also  present,  it  was  ob- 
served that  the  signs  of  this  inflammation 
subsided  promptly  after  the  anticoagulant 
effects  became  established. 

No  early  or  late  toxic  manifestations  were 
observed.* 

25  Central  Park  West 
New  York  City 
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WORSE  FOE  TO  JAPS 

Members  of  the  WFA  attending  their  first 
national  officers  training  school  got  a lesson  on 
how  to  fight  stomach  cancer  and  learned  that 
this  highly  fatal  disease  attacks  Japs  two  or  three 
times  as  often  as  it  does  members  of  the  white 
races. 

Teacher  of  this  class  for  officers  of  the  Women’s 
Field  Army  of  the  American  Society  for  the 
Control  of  Cancer  was  Dr.  George  T.  Pack, 
attending  surgeon,  Memorial  Hospital,  New 
York. 

“Cancer  of  the  stomach  occurs  two  or  three 
times  as  frequently  in  the  Japanese  as  it  does  in 
the  white  races,  a phenomenon  not  entirely 
understood,  but  highly  approved  of,  at  this 
time,”  he  stated. 

The  stomach  is  the  most  common  region  of 
the  body  for  fatal  cancer  to  be  located,  he  said. 

The  “flagrancy  of  high  pressure  salesmanship 
through  the  radio  and  the  press  by  manufac- 
turers of  proprietary  drugs  in  order  to  induce 
the  public  to  treat  its  own  indigestion”  is  one  of 
four  causes  for  the  high  mortality  from  stomach 
cancer  listed  by  Dr.  Pack. 


The  other  three  are  the  naturally  high  and  in- 
creasing incidence  of  this  disease;  the  progress  of 
these  cancers  to  the  stage  of  inoperability  before 
the  majority  of  them  are  correctly  diagnosed; 
and  the  difficulties  attending  surgical  removal  of 
cancer  in  this  organ. 

In  two-thirds  of  the  cases  the  patients  are  to 
blame  for  “immoderate  and  fatal  delay”  in 
getting  a correct  diagnosis  and  early,  appropriate 
treatment.  In  the  other  third,  Dr.  Pack  said, 
it  is  the  fault  of  the  physician  first  consulted. 

On  the  encouraging  side,  Dr.  Pack  pointed  out 
that  many  cancers  of  the  stomach,  formerly  con- 
sidered inoperable  and  hopeless,  are  now  suc- 
cessfully removed.  He  reported  that  in  the  last 
two  years  16  patients  at  Memorial  Hospital 
have  had  the  entire  stomach  removed  because  of 
cancer. 

In  this  operation,  the  small  intestine  is 
stitched  to  the  esophagus  or  gullet,  and  serves  as 
a substitute  stomach,  enabling  the  patient  to 
eat  normal  meals.  In  most  patients,  removal  of 
part  of  the  stomach  is  all  that  is  necessary. — 
Science  News  Letter,  October  S,  191$ 


A bachelor  is  a man  who  has  no  children — to 
speak  of. 


Hush,  little  doctor,  don’t  you  cry, 
You’ll  be  a soldier  by  and  by. — Selected 


THE  ROLE  OF  THE  LIVER  IN  SURGERY 

Allen  O.  Whipple,  M.D.,  New  York  City 


THE  liver  is  the  largest  and  most  complex 
organ  in  the  body,  performing  a larger 
number  and  a wider  variety  of  functions  than 
any  other,  and  in  many  of  these  functions  hav- 
ing an  amazing  margin  of  safety.  Because  of 
these  many  functions  and  the  variable  safety 
factor,  there  is  no  one  test  for  liver  function 
as  a whole.  Moreover,  considerable  uncer- 
tainty and  lack  of  agreement  prevails,  not 
only  among  the  clinicians  but  among  the 
physiologists,  as  to  the  value  of  the  tests  that 
are  commonly  employed  for  the  several  known 
functions  of  this  great  organ. 

In  order  to  simplify  the  discussion  of  the  re- 
lation of  surgical  procedures  to  liver  physi- 
ology and  liver  pathology,  let  us  consider  the 
liver  lobule,  which  is  the  lowest  functional 
common  denominator. 

A branch  of  the  hepatic  artery  delivers  ar- 
terial blood  to  the  tubes  of  liver  cells  in  the 
lobule.  The  portal  vein  ends  in  capillary 
branches  which  pass  between  the  columns  of 
liver  cells  to  converge  in  the  central  hepatic 
vein  in  the  center  of  the  lobule.  The  columns 
of  liver  cells  separate  the  portal  capillaries 
from  the  primary  bile  ducts  or  bile  capillaries. 
Between  these  blood  and  bile  capillaries  the 
liver  cells  perform  their  various  functions. 
Some  of  the  products  of  these  functions  pass 
into  the  bile  capillaries;  others  pass  into  the 
vascular  channels,  to  be  carried  to  the  hepatic 
veins  and  into  the  cava.  Disturbances  in 
liver  function  may  arise  in  the  blood  supply 
from  the  hepatic  artery  or  from  the  portal 
vein,  or  from  infection  or  obstruction  in  the 
bile  ducts  and,  most  important,  in  the  liver 
cells  that  have  so  many  functions.  These 
liver  cells  may  be  involved  in  acute  inflamma- 
tory and  degenerative  processes  with  acute 
and  overwhelming  symptoms,  or  they  may  be 
the  site  of  chronic  inflammatory  and  degenera- 
tive changes  that  result  in  slow  connective 
tissue  replacement  and  slow  progressive  or 
stationary  symptoms,  depending  upon  the  re- 
markable powers  of  the  liver  cells  to  regener- 
ate. 

The  functions  of  the  liver  that,  when  dis- 
turbed, may  require  surgery  or  that  may  be- 
come disturbed  as  a result  of,  or  in  the  course 
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of,  surgical  therapy  are:  (1)  bile  formation, 
(2)  formation  of  organic  substances  involved 
in  blood  coagulation,  and  (3)  metabolism  and 
storage  of  carbohydrates,  proteins,  and  fats, 
and  the  production  of  antitoxic  and  protec- 
tive substances. 

1.  Bile  Formation 

Bile  is  an  alkaline  fluid  containing  as  its 
most  important  components  bile  pigments,  bile 
salts,  and  cholesterol.  The  bile  pigments  are 
bilirubin  and  its  oxidized  product,  biliverdin. 
Bilirubin  is  made  not  by  the  liver  cells  but  in 
the  circulating  blood  by  the  reticulo-endo- 
thelial  system,  including  that  in  the  liver, 
from  the  hemoglobin  of  broken-down  red 
cells.  This  bilirubin  is  normally  removed 
from  the  circulating  blood  plasma  by  the  liver 
cells  and  passes  into  the  bile  capillaries  with 
the  bile.  That  is,  bilirubin  is  excreted  in  the 
bile  unless  it  is  brought  to  the  liver  in  exces- 
sive amounts,  as  in  hemolytic  jaundice,  or  un- 
less the  liver  cells  are  so  damaged  as  not  to  be 
able  to  pass  it  on  into  the  bile  capillaries. 
Before  it  passes  through  the  liver  cells  the 
bilirubin  is  spoken  of  as  “prehepatic”  or  R-E 
bilirubin. 

In  passing  through  the  liver  cells,  bilirubin 
is  changed  from  a colloid  to  a crystalloid  by 
the  removal  of  a protein  molecule.  In  this 
form,  which  is  known  as  posthepatic  bilirubin, 
it  is  excreted  by  the  kidney.  In  jaundice 
with  posthepatic  bilirubin  in  the  urine  the 
serum  van  den  Bergh  test  is  direct,  whereas  in 
acholuric  jaundice  with  prehepatic  bilirubin 
in  the  blood  the  van  den  Bergh  reaction  is  in- 
direct. Therefore,  the  urine  examination  for 
bilirubin  yields  the  same  information  as  the 
van  den  Bergh  test,  and  because  it  is  a much 
simpler  test  for  differentiating  between  pre- 
and  posthepatic  bilirubin,  it  has  displaced  the 
van  den  Bergh  test  in  many  clinics  as  a means 
of  differentiating  between  obstructive  and  non- 
obstructive or  hepatogenous  jaundice. 

Phosphatase  as  an  enzyme  is  produced  in 
bone,  carried  into  the  blood,  and  excreted  by 
the  liver  in  the  bile.  Therefore  it  is  so  mark- 
edly increased  in  obstructive  jaundice  that  it 
tends  to  run  parallel  with  the  rise  in  serum  bili- 
rubin and  may  reach  the  level  of  30  Bodansky 
units.  In  nonobstructive  jaundice,  however, 
in  spite  of  the  rise  in  serum  bilirubin  the  alka- 
line serum  phosphatase  does  not  increase 
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above  the  level  of  10  Bodansky  units.  Other 
conditions  in  which  high  serum  phosphatase 
readings  are  found,  such  as  hyperparathy- 
roidism, bone  tumors,  and  carcinoma  of  the 
prostate,  have  to  be  ruled  out  in  this  test,  but 
in  such  conditions  jaundice  is  seldom  present. 

Bile  Salts. — Taurocholic  and  glycocholic 
acids,  and  their  sodium  and  potassium  salts, 
are  made  in  the  liver,  pass  out  with  the  bile, 
but  are  reabsorbed  through  the  intestine  and 
returned  to  the  liver.  The  bile  salts  have  im- 
portant functions.  They  assist  in  the  absorp- 
tion of  the  products  of  fat  cleavage,  assist  the 
digestive  action  of  the  pancreatic  enzymes  in 
the  intestine,  keep  the  cholesterol  in  the  bile 
in  solution,  stimulate  the  liver  to  produce 
bile,  and  finally  are  essential  for  the  absorp- 
tion of  vitamins  D and  K.  It  is  evident,  then, 
that  a continuous  flow  of  bile  is  essential  and 
that  failure  of  bile  salt  production  in  the  liver 
or  failure  of  bile  salts  in  the  bile  to  enter  the 
intestinal  tract  gives  rise  to  serious  conse- 
quences. 

In  a liver  that  has  been  damaged  by  infec- 
tion, cellular  degeneration,  or  biliary  ob- 
struction, the  bile  acid  content  is  decreased 
and  the  chloride  content  is  increased.  There- 
fore the  study  of  bile  from  a common  duct 
drain  for  the  relief  of  common  duct  obstruc- 
tion for  its  bile  salts  and  chloride  content  is  of 
value  in  determining  liver  damage  or  the  re- 
turn of  normal  liver  function  in  bile  produc- 
tion. 

The  importance  of  restoring  the  flow  of 


bile  into  the  intestinal  tract  is  evident  because 
of  the  role  of  bile  salts  in  fat  digestion  and 
vitamin  D and  K absorption.  For  this  reason 
a permanent  biliary  fistula  must  by  all  means 
be  avoided. 

A most  important  but  simple  method  for 
estimating  the  progress  and  determining  the 
prognosis  in  a patient  who  has  been  operated 
upon  for  common  duct  obstruction  with  com- 
mon duct  drainage  is  the  daily  recording  of 
the  triad  of  (1)  the  degree  of  jaundice,  as  de- 
termined by  vision,  or,  more  accurately,  by 
serum  bilirubin  determinations,  (2)  the  color 
of  the  stools,  and  (3)  the  amount  of  bile  drain- 
age. It  is  obvious  that  with  the  decrease  of 
jaundice,  the  resumption  of  brown  color  in  the 
stools,  and  a steady  decrease  or  cessation  of 
bile  drainage  the  patient  is  making  a satisfac- 
tory recovery.  On  the  other  hand,  decreas- 
ing jaundice,  clay-colored  stools,  and  a con- 
tinued flow  of  700  to  1,000  cc.  of  bile  from  the 
common  duct  drain  mean  only  one  condition — 
a common  duct  obstruction  below  the  site  of 
the  drain.  For  accurate  determination  of  the 
degree  of  jaundice  and  the  increase  or  de- 
crease of  jaundice  from  day  to  day,  the  serum 
bilirubin  determination  is  the  most  reliable 
test. 

For  the  diagnosis  of  gallbladder  disease  and 
gallstones,  an  accurate  history  and  careful 
physical  examination  are  still  the  reliable 
methods  they  have  always  been.  In  doubtful 
cases  we  have  found  that  the  study  of  duo- 
denal bile  obtained  by  intubation  gives  as 
accurate  data  as  cholecystography  in  the 
diagnosis  of  gallstones.  The  presence  of  cho- 
lesterol crystals  and  calcium  bilirubinate  par- 
ticles in  the  centrifuged  bile  is  positive  evi- 
dence of  gallstones.  Failure  of  the  dye  to 
concentrate  in  the  gallbladder  in  the  chole- 
cystogram  may  mean  disturbed  physiology, 
but  it  does  not  necessarily  indicate  a diseased 
gallbladder  or  adequate  reason  for  a cholecyst- 
ectomy. 

2.  Formation  of  the  Organic  Substances 
Involved  in  Blood  Coagulation 

It  is  now  generally  agreed  that  four  sub- 
stances are  required  for  the  clotting  of  blood: 
(1)  prothrombin,  (2)  thromboplastin,  (3) 
fibrinogen,  and  (4)  calcium.  The  first  three 
of  these,  organic  in  nature,  are  made  in  the 
liver.  Calcium  and  fibrinogen  are  not  mate- 
rially altered  in  the  bleeding  tendency  asso- 
ciated with  jaundice  or  cholemia.  Prothrom- 
bin is  the  substance  that,  when  deficient, 
causes  bleeding.  Its  formation  in  the  liver  is 
closely  related  to  vitamin  K.  Depletion  of 
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prothrombin  is  the  result  of  lack  of  the  fat- 
soluble  vitamin  K or  is  due  to  the  failure  of 
the  vitamin  to  be  carried  across  the  intestinal 
mucosa  owing  to  the  absence  of  bile  acids  in 
the  intestine.  Thus  there  may  be  a prothrom- 
bin deficiency  either  as  a result  of  severely 
damaged  liver  cells  or  of  the  failure  of  vitamin 
K to  reach  the  liver  because  of  lack  of  bile 
salts  in  the  intestinal  tract.  Jaundice,  as 
such,  is  not  the  cause  of  deficient  prothrombin, 
for  a patient  who  has  a complete,  permanent 
external  biliary  fistula  and  who  is  jaundice- 
free  will  show  a marked  hypoprothrombin- 
emia  and  severe  bleeding  tendency. 

The  Quick  test  for  the  blood  prothrombin 
level  is  a most  important  determination  in 
every  case  of  jaundice  or  suspected  liver  de- 
ficiency. Prothrombin  cannot  be  stored  in 
the  liver  but  can  be  rapidly  depleted,  espe- 
cially if  vitamin  K fails  to  reach  the  liver. 
Prothrombin  deficiency  should  be  treated  by 
the  administration  of  vitamin  K and  of  bile 
salts  for  several  days  before  operation  and 
several  days  after  operation  until  normal  bile 
flow  is  established  in  the  intestine.  If  the 
prothrombin  level  in  the  blood  is  below  15  per 
cent,  an  immediate  transfusion  of  fresh  whole 
blood  is  indicated.  The  more  recent  use  of 
the  synthetic  naphthoquinones,  with  proper- 
ties similar  to  vitamin  K,  given  by  vein  or 
intramuscularly,  effects  equally  good  and 
more  immediate  elevation  of  prothrombin 
levels.  Dr.  Andrus  and  Dr.  Lord  of  the  New 
York  Hospital  have  used  2-methyl-l,4-naph- 
thoquinone  intramuscularly  as  an  effective 
means  of  raising  the  prothrombin  level  when 
oral  administration  of  vitamin  K and  bile 
salts  was  difficult. 

3.  Metabolism  and  Storage  of  Carbo- 
hydrates, Proteins,  and  Fats;  Production 
of  Antitoxic  and  Protective  Substances 

The  liver  cells  have  a major  function  in  the 
metabolism  and  storage  of  carbohydrates,  pro- 
teins, and  fats,  and  in  the  production  of  anti- 
toxic and  protective  substances  against  kid- 
ney and  central  nervous  system  damage. 
Adequate  protein  and  carbohydrate  (glyco- 
gen) storage  is  essential  in  the  prevention  of 
liver  cell  damage,  whereas  an  excess  of  lipid 
content  in  the  cells  favors  liver  damage.  For 
these  reasons  it  is  essential,  as  Ravdin  and  his 
associates  have  so  ably  demonstrated,  that 
patients  facing  major  surgical  procedures,  es- 
pecially those  involving  the  biliary  system 
and  the  gastrointestinal  tract,  be  given  a high 
protein,  high  carbohydrate  diet  before  and 
after  operation — namely,  a diet  composed  of 


approximately  70  per  cent  carbohydrate,  25 
per  cent  protein,  and  not  more  than  5 per  cent 
fat,  and  containing  from  3,000  to  3,500  calo- 
ries. Such  a diet  may  require  both  the  oral 
and  intravenous  routes,  and,  in  some  cases, 
feeding  by  the  intestinal  tube.  Such  a diet 
will  prevent  liver  damage  by  protein  loss  and 
will  prevent  general  body  weight  loss. 

Certain  tests  are  now  fairly  well  demon- 
strated as  having  a bearing  upon  the  healthy 
state  or  the  damaged  condition  of  the  liver 
cells.  The  sugar  (galactose)  tolerance  tests 
determine  the  ability  of  the  liver  to  metabolize 
carbohydrates.  The  dye  excretion  tests — 
bromosulfalein  and  rose  benzol — are  an  indi- 
cation of  the  ability  of  the  liver  cells  to  ex- 
crete foreign  dye  substances  through  the  bile, 
and,  in  the  absence  of  jaundice,  are  practical 
tests  for  liver  cell  damage.  The  determination 
of  the  bile  salt  and  sodium  chloride  content 
of  the  bile,  as  obtained  by  duodenal  tube  or 
from  a common  duct  drain,  is  a valuable  and 
accurate  measure  of  liver  cell  bile  production 
and  in  determining  the  progress  of  a postopera- 
tive biliary  case. 

The  Quick  hippuric  acid  test  of  liver  func- 
tion is  based  upon  the  conjugation  of  glycine 
and  benzoic  acid,  in  which  process  the  latter  is 
detoxified.  This  conjugation  results  in  the 
formation  of  hippuric  acid  by  the  kidney,  but 
the  required  glycine  is  formed  only  in  the  liver. 
Liver  damage  impairs  glycine  synthesis  with 
benzoic  acid  and  reduces  the  output  of  hip- 
puric acid.  This  hippuric  acid  test  is  consid- 
ered by  many  to  be  the  most  valuable  for  de- 
termining liver  cell  damage  and  for  estimating 
surgical  risk  and  determining  prognosis.  Im- 
paired kidney  function  compromises  the  use- 
fulness of  the  test. 

The  Hanger  cephalin  flocculation  test,1 
which  has  recently  attracted  wide  attention, 
is,  in  our  experience,  one  of  the  most  useful 
tests  for  determining  acute  liver  damage  such 
as  is  seen  in  acute  hepatitis  and  acute  and  sub- 
acute yellow  atrophy,  and  in  differentiating 
the  hepatogenous  jaundice  seen  in  acute  he- 
patitis from  obstructive  jaundice.  This  test 
indicates  irritation  of  the  cells  of  the  liver  by 
disease,  and  is  not  necessarily  dependent  upon 
impairment  of  any  one  liver  function.  Posi- 
tive reactions  are  due  to  some  subtle  changes 
in  the  globulin  fraction  of  the  serum  that  is 
present  in  many  types  of  inflammation  and 
acute  degeneration  in  the  liver  cells.  The 
test  consists  of  adding  a colloidal  suspension 
of  cephalin  and  cholesterol  to  the  patient’s 
serum  which  has  been  diluted  1 to  21  with 
normal  salt  solution.  After  twenty-four  to 
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forty-eight  hours  the  degree  of  flocculation  and 
precipitation  of  the  lipids  is  noted  in  the  test 
tube.  The  serums  of  normal  individuals  or  of 
patients  with  diseases  not  accompanied  by 
active  inflammation  or  degeneration  cause  no 
flocculation.  Cases  of  acute  hepatitis  or  of 
active  cirrhosis  usually  give  a strong  (4  plus  or 
3 plus)  reaction,  which  becomes  negative  as 
the  hepatic  disorder  subsides.  For  this  rea- 
son this  test  is  a valuable  aid  in  determining 
the  course  and  the  prognosis  in  the  disease. 

In  the  medical  and  surgical  clinics  of  the 
Presbyterian  Hospital  this  test,  in  combina- 
tion with  the  alkaline  serum  phosphatase  test, 
has  proved  of  great  value  in  differentiating 
hepatogenous  from  obstructive  jaundice.  I 
quote  from  Dr.  Gutman’s  and  Dr.  Hanger’s 
recent  article  in  the  Medical  Clinics  of  North 
America: 

“Thus  far,  both  tests  have  not  been  found  to 
be  in  error  in  any  one  case  either  of  ‘catarrhal’ 
jaundice  or  of  jaundice  due  to  demonstrated 
common  duct  obstruction.  Our  experience 
indicates  that,  in  general,  (1)  the  diagnosis  of 
common  duct  obstruction  is  highly  improbable 
if  the  alkaline  serum  phosphatase  level  is  below 
10  Bodansky  units  and  the  cephalin  floccula- 
tion test  is  strongly  'positive ; (2)  the  decision 
to  explore  icteric  patients,  based  on  clinical 
grounds,  is  supported  by  finding  a serum  phos- 
phatase level  over  10  Bodansky  units  asso- 
ciated with  a negative  cephalin  flocculation  re- 
action.”2 

For  further  discussion  of  these  tests,  those 
interested  are  referred  to  this  recent  paper. 


Rosenberg  and  Soskin3  have  more  recently 
reported  their  results  in  using  the  cephalin 
flocculation  test.  In  this  work  100  patients 
with  unequivocal  clinical  evidence  of  mild  or 
moderate  degrees  of  liver  damage  were  studied. 
In  these  patients  the  results  with  this  test 
were  compared  with  various  commonly  em- 
ployed criteria  of  liver  function,  including  de- 
terminations of  icterus  index,  bromosulfalein 
retention,  hippuric  acid  excretion,  serum 
cholesterol  partition,  serum  albumin  and 
serum  globulin  fractions,  and  prothrombin 
time.  It  was  found  that  the  cephalin  floccula- 
tion test  gave  by  far  the  best  correlation  with 
clinical  observations  of  any  of  the  tests  or 
criteria  of  liver  function  and  was  positive  in 
98  per  cent  of  the  100  cases.  In  10  patients 
tests  were  positive  when  all  other  tests  and 
combination  of  tests  were  negative. 

This  combination,  therefore,  of  the  cephalin 
flocculation  test  with  the  serum  phosphatase 
test  for  differentiating  hepatogenous  from  ob- 
structive jaundice  is  certainly  the  most  valu- 
able for  the  surgeon  in  determining  which 
jaundiced  cases  should  be  operated  upon. 
For  in  many  cases  this  decision  is  not  easy  to 
make  or  cannot  be  made  definitely  without 
such  laboratory  confirmation. 

References 

1.  Hanger,  F.  M.,  Jr.:  Virginia  M.  Monthly  67:  1-7 
(Jan.)  1940. 

2.  Gutman,  A.  B.,  and  Hanger,  F.  M.,  Jr.:  Medical 
Clinics  of  North  America  (New  York  Number),  May, 
1941,  pp.  837-848. 

3.  Rosenberg,  D.  H.,  and  Soskin,  S.:  Am.  J.  Digest. 
Dis.  & Nutrition  8:  421  (1941). 


MARY  PUTNAM  JACOBI  FELLOWSHIP 

The  Women’s  Medical  Association  of  New 
York  offers  a Mary  Putnam  Jacobi  Fellowship 
for  medical  research,  of  one  thousand  dollars 
($1,000),  available  October  1,  1943.  It  is  open 
to  any  woman  doctor,  either  American  or  foreign, 
who  is  a graduate  of  a reputable  medical  school. 

Applications  for  this  fellowship  must  be  filed 
with  the  secretary  of  the  committee  by  March 
1,  1943,  and  must  be  accompanied  by  statements 
by  persons  other  than  the  candidate  as  to  (1) 
health,  (2)  educational  qualifications,  and  (3) 
previous  work.  The  applicant  herself  should 
state  the  problem  she  proposes  to  investigate  and 
send  her  photograph.  As  it  is  not  practicable 
for  the  secretary  to  write  for  letters  about  candi- 
dates, applicants  should  send  with  their  applica- 
tions sufficient  data  to  enable  the  committee  to 
judge  of  their  respective  merits. 

The  recipient  of  the  fellowship  will  be  expected 


to  give  full  time  to  the  study  of  her  problem  and 
to  make  a report  for  publication  at  the  comple- 
tion of  her  research. 

Application  blanks  may  be  obtained  from  the 
secretary  of  the  committee. 

Annie  S.  Daniel,  M.D. 

Chairman  of  the  Mary  Putnam. 

Jacobi  Fellowship  Committee 

Sophia  J.  Kleegman,  M.D. 
Ex-Offido 

Elise  S.  L’Esperance,  M.D. 

Madge  C.  L.  McGuinness,  M.D. 

L.  Mary  Moench,  M.D. 

Josephine  B.  Neal,  M.D. 

Ada  C.  Reid,  M.D. 

Isabel  Scharnagel,  M.D. 

Phebe  L.  DuBois,  M.D.,  Secretary 
150  East  73rd  St.,  New  York,  N,  Y. 


>0.  30 -Vi' 

tffft 


Therapeutics 


CONFERENCES  ON  THERAPY 

nPHESE  are  stenographic  reports,  slightly  edited,  of  conferences  by  the  members  of  the 
Departments  of  Pharmacology  and  of  Medicine  of  Cornell  University  Medical 
College  and  the  New  York  Hospital,  with  collaboration  of  other  departments  and  insti- 
tutions. The  questions  and  discussions  involve  participation  by  members  of  the  staff  of 
the  college  and  hospital,  students,  and  visitors.  The  next  report  will  appear  in  the 
February  1 issue  and  will  concern  “Management  of  Peptic  Ulcer:  II.  Surgical  As- 
pects.” 


The  Management  of  Peptic 

Dr.  McKeen  Cattell:  This  is  the  first 
of  two  conferences  on  the  subject  of  the  man- 
agement of  peptic  ulcer.  Today  we  will  con- 
sider the  medical  aspects  of  treatment. 

Dr.  Summerson  will  begin  with  a discussion 
of  the  properties  of  the  antacids. 

Dr.  William  H.  Summerson:  When  the 
biochemist  considers  the  various  antacids 
which  clinicians  have  been  using  for  the  relief 
of  gastric  hyperacidity,  he  finds  that  they  are 
of  two  general  types. 

One  type,  which  we  may  call  the  nonbuffer 
antacids , is  represented  by  such  substances 
as  the  carbonates,  oxides,  and  hydroxides. 
These  compounds  react  with  equivalent 
amounts  of  acid  to  form  an  essentially  neutral 
solution,  the  reaction  involving  the  formation 
of  neutral  salts  and  either  water  or  readily 
volatile  carbon  dioxide.  The  other  type,  the 
buffer  antacids , does  not  produce  a neutral 
solution  but  lowers  gastric  acidity  by  replac- 
ing the  relatively  strong  hydrochloric  acid  of 
the  gastric  juice  with  much  weaker  acids. 
The  buffer  antacids  include  such  substances 
as  the  citrates,  acetates,  phosphates,  and  sili- 
cates. These  compounds  differ  decidedly 
from  the  nonbuffer  antacids  in  the  manner  in 
which  they  combat  gastric  acidity. 

This  difference  between  the  buffer  and  non- 
buffer antacids  is  illustrated  by  a comparison 
of  the  neutralizing  value  of  the  various  ant- 
acids. The  neutralizing  value  is  defined  as 
the  dose  of  the  substance,  in  grams,  that  cor- 
responds to  effective  neutralization  of  one 
liter  of  tenth-normal  hydrochloric  acid.  This 
amount  of  acid  was  selected  because  under 
these  conditions  the  neutralizing  value  of  the 
antacid  approximates  the  usual  therapeutic 
dose.  The  neutralizing  values  for  some  of  the 
more  commonly  used  nonbuffer  antacids  are 
given  in  Table  1. 

The  compounds  listed  in  Table  1 all  produce 
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TABLE  1. — Neutralizing  Value  of  Certain  Non- 
buffer Antacids 


Grams  Needed  to  Neutralize 
Compound  1 Liter  of  N/10  HC1 

Magnesium  oxide  U.S.P.  2.0 

Magnesium  carbonate  U.S.P.  4.9 

Calcium  carbonate  U.S.P.  5.0 

Sodium  carbonate  anhydrous  5 . 3 

Sodium  bicarbonate  U.S.P.  8.4 

Bismuth  subcarbonate  U.S.P.  26.0 


a truly  neutral  solution  when  administered  in 
amounts  exactly  equivalent  to  the  amount  of 
acid  that  is  present.  However,  even  a slight 
excess  of  the  compound  over  the  amount  of 
acid  will  produce  an  alkaline  reaction  in  the 
stomach;  this  effect  is  least  with  calcium  and 
magnesium  carbonates  and  greatest  with 
sodium  carbonate. 

In  the  case  of  the  buffer  antacids,  the  situa- 
tion is  quite  different.  Owing  to  the  nature 
of  buffer  action,  it  is  almost  impossible  from  a 
practical  point  of  view  to  say  how  much  of  a 
given  buffer  substance  is  necessary  to  com- 
pletely neutralize  a certain  amount  of  acid. 
We  can,  however,  consider  the  effectiveness  of 
buffers  in  lowering  the  acidity  of  a solution 
from  pH  1 (corresponding  to  N/10  HC1)  to 
about  pH  2 or  3 or  4,  and  under  these  condi- 
tions we  obtain  the  data  in  Table  2. 

TABLE  2. — Effectiveness  of  Certain  Buffer  Ant- 
acids in  Lowering  Gastric  Acidity 


Grams  Required  to  Bring  1 
Liter  of  N/10  HC1  (pH  1) 
to  Indicated  pH 


Compound 

Grams 

pH 

Grams 

pH 

Trigmagnesium  phosphate 
anhydrous 

4 

2 

40 

5 

Tricalcium  phosphate  an- 

hydrous 

Magnesium  trisilicate  an- 

5 

2 

50 

5 

hydrous 

— 

— 

6.5 

5 

Sodium  citrate  U.S.P. 

10 

2 

100 

5 

Sodium  acetate  U.S.P. 

14 

3 

42 

5 

Mucin 

65 

3 

— 

— 
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Fig.  1.  Influence  of  typical  nonbuffer  and 
buffer  antacids  on  the  pH  of  a solution  containing 
N/10  HC1. 


Thus  for  a typical  buffer  antacid  such  as 
sodium  acetate,  the  addition  of  14  Gm.  to  a 
liter  of  N/10  HC1  changes  the  pH  from  1 to  3, 
simply  by  replacing  the  HC1  by  an  equivalent 
amount  of  acetic  acid;  and  a dose  three  times 
as  large,  or  42  Gm.,  is  required  to  lower  the 
acidity  to  a point  corresponding  to  pH  5. 
It  is  almost  impossible  to  administer  enough 
of  this  antacid  to  render  the  solution  actually 
alkaline.  Essentially  the  same  thing  is  true  of 
the  other  buffer  antacids  listed  in  Table  2. 

The  fundamental  difference  between  buffer 
and  nonbuffer  antacids,  which  may  be  seen  by 
comparing  Tables  1 and  2,  is  also  illustrated 
by  Fig.  1,  which  shows  the  change  in  pH  of  a 
solution  of  N/10  HC1  on  the  addition  of  in- 
creasing amounts  of  a nonbuffer  antacid,  such 
as  sodium  bicarbonate,  and  a buffer  antacid, 
such  as  sodium  acetate. 

From  Fig.  1 it  can  be  seen  that  no  significant 
neutralizing  power  is  exerted  by  either  the 
buffer  or  the  nonbuffer  antacid  until  almost 
the  full  theoretic  dose  is  added  to  the  solution. 
That  is,  an  amount  of  antacid  insufficient  to 
react  with  all  of  the  acid  present  is  of  little  or 
no  practical  value  in  lowering  gastric  acidity. 
When  an  excess  of  antacid  is  administered, 
the  difference  between  buffer  and  nonbuffer 
antacids  becomes  evident.  In  the  case  of 
nonbuffer  antacids  such  as  sodium  bicarbonate 
and  the  others  listed  in  Table  1,  a slight  excess 
over  the  amount  of  acid  that  is  present  causes 
a sharp  rise  in  pH  to  above  the  neutral  point 
and  into  the  alkaline  range.  As  long  as  the 
excess  antacid  remains  in  the  stomach,  the 
stomach  contents  will  remain  alkaline,  and 
will  again  become  acid  only  after  sufficient 
HC1  has  been  secreted  to  react  with  the 
amount  of  antacid  that  is  present. 

The  equivalent  dose  of  the  buffer  antacid 
sodium  acetate  does  not  produce  a neutral  or 
alkaline  reaction  in  the  stomach  contents,  but 


simply  brings  about  the  replacement  of  the 
hydrochloric  acid  by  the  much  weaker  acetic 
acid,  changing  the  pH  from  1 to  about  3.  The 
further  addition  of  even  a great  excess  of  the 
antacid  results  in  the  gradual  lowering  of 
acidity  shown  by  the  gradual  rise  in  pH,  in 
Fig.  1.  It  is  clear  that  it  would  require  a 
relatively  enormous  dose  to  bring  about  even 
a weak  degree  of  alkalinity  in  the  stomach 
contents. 

Thus  a buffer  antacid  does  not  render  the 
stomach  contents  alkaline  when  an  overdose  is 
given,  as  do  the  nonbuffer  antacids,  but  merely 
alters  the  pH  of  the  stomach  contents  from 
what  corresponds  to  a strongly  acid  solution 
to  what  corresponds  to  a weakly  acid  solution. 
If  now  to  this  buffered  weakly  acid  solution 
more  HC1  is  added,  as  long  as  an  excess  of  the 
buffer  antacid  is  present  the  gastric  acidity  will 
remain  low  (pH  3 or  higher) ; but  if  sufficient 
HC1  is  added  to  exceed  the  amount  of  buffer 
antacid  present,  the  gastric  contents  will  once 
more  become  strongly  acid  (pH  2 or  lower). 

It  has  been  pointed  out  that  no  antacid  is  of 
any  value  unless  an  excess  is  administered. 
From  this  viewpoint,  the  chief  difference 
between  the  buffer  and  nonbuffer  antacids  is 
in  the  pH  of  the  gastric  contents  after  the  dose. 
For  the  nonbuffer  antacids  of  Table  1,  the  pH 
will  always  correspond  to  an  alkaline  solution, 
of  greater  or  less  alkalinity,  depending  upon 
the  particular  antacid  that  is  used.  For  the 
buffer  antacids  the  pH  will  be  that  of  a weakly 
acid  solution.  The  choice  between  the  two 
types  of  antacids  thus  depends  upon  the  de- 
gree of  acidity  or  alkalinity  desired  in  the 
stomach  after  administration. 

Now  let  us  consider  for  a moment  some  of 
the  chemical  and  physical  characteristics  of  the 
individual  antacids,  since  they  differ  consider- 
ably in  their  solubility,  degree  of  acidity  or 
alkalinity  in  solution,  and  rate  of  reaction  with 
acid.  The  soluble  antacids  include  sodium 
carbonate,  bicarbonate,  citrate,  and  acetate, 
and  also  mucin.  The  others  listed  are  in- 
soluble but,  with  the  exception  of  magnesium 
trisilicate,  they  form  soluble  compounds  with 
acid.  The  effectiveness  of  an  antacid  will 
depend  to  a great  extent  upon  its  rate  of  con- 
tact with  acid.  It  follows  that  a soluble  ant- 
acid will  react  much  more  rapidly  than  an 
insoluble  compound,  but,  on  the  other  hand, 
an  insoluble  antacid  may  be  removed  from  the 
stomach  less  rapidly  than  one  that  is  soluble, 
and  the  latter  fact  appears  to  be  of  con- 
siderable significance.  It  is  probably  for  this 
reason,  for  instance,  that  calcium  carbonate  is 
found,  in  clinical  experience,  to  be  one  of  the 
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most  effective  antacids.  Even  though  cal- 
cium carbonate  is  quite  insoluble  in  water,  it 
reacts  rapidly  with  acid,  and  the  excess  tends 
to  remain  in  the  stomach,  neutralizing  addi- 
tional acid  as  it  is  secreted. 

Magnesium  trisilicate  is  somewhat  dif- 
ferent. It  is  not  only  insoluble  but  also  forms 
the  insoluble  silicic  acid  on  reacting  with  min- 
eral acid.  For  this  reason  the  rate  of  reaction 
with  acid  is  extremely  slow.  In  the  labora- 
tory, for  instance,  hours  of  stirring  are  re- 
quired, even  at  body  temperature,  for  com- 
plete reaction  between  magnesium  trisilicate 
and  HC1.  Thus,  despite  an  apparent  superi- 
ority over  other  buffer  antacids  in  requiring  a 
smaller  dose  for  a given  pH  change,  magne- 
sium trisilicate  would  be  regarded  as  one  of  the 
least  desirable  antacids  if  rapid  reduction  of 
acidity  were  necessary. 

Now  just  a word  about  an  antacid  that  is 
coming  into  common  use  and  that  is  not  in- 
cluded in  either  of  the  tables  given  here.  I 
refer  to  aluminum  hydroxide  in  suspension. 
Different  preparations  of  aluminum  hydroxide 
differ  markedly  in  their  ability  to  react  with 
acid,  some  forms  of  the  compound  not  reacting 
at  all ; but  a suitable  preparation  may  be  quite 
satisfactory  as  an  antacid.  Such  preparations 
have  the  advantages  of  being  insoluble,  of 
reacting  fairly  rapidly  with  acid,  and  of  not 
alkalinizing  the  gastric  contents  when  given  in 
excess,  thus  combining  the  virtues  of  both 
buffer  and  nonbuffer  antacids.  One  such 
preparation  obtained  on  the  open  market  was 
found  to  “neutralize”  ten  times  its  volume  of 
N/10  HC1,  the  pH  going  from  an  initial  value 
of  1 to  about  4 and  staying  at  this  value  in  the 
presence  of  excess  antacid. 

Dr.  Cattell:  Next,  Dr.  Travell  will  dis- 
cuss some  pharmacologic  aspects  of  the  drugs 
used  in  peptic  ulcer. 

Dr.  Janet  Travell:  In  reviewing  the 

agents  used  in  the  treatment  of  peptic  ulcer, 
one  is  impressed  both  with  their  number  and 
with  the  variety  of  objectives  which  their  use 
has  in  view. 

Briefly,  the  therapeutic  agents  may  be 
grouped  in  general  as  follows : First,  there  are 
the  substances  which  neutralize  acid.  This 
group  includes  the  antacid  powders,  gastric 
mucin,  and  proteins  such  as  milk.  A second 
category  includes  those  agents,  such  as  as- 
tringents and  demulcents,  that  also  act  locally 
and  are  said  to  protect  the  surface  of  the  ulcer. 
The  value  of  such  substances  is  not  clearly 
established.  Thirdly,  there  are  the  “antispas- 
modics,”  which  reduce  gastrointestinal  mo- 
tility. Here  we  place  atropine,  with  a ques- 


tion mark.  In  this  category  are  certain  drugs 
that  have  chiefly  a direct  action  on  muscle, 
such  as  syntropan,  trasentin,  the  nitrites,  and 
papaverine.  There  may  be  a fourth  group 
which  includes  “acid  inhibitors” — that  is, 
substances  that  directly  reduce  the  rate  of 
secretion  of  gastric  juice.  Atropine  may  be- 
long in  this  group,  as  well  as  oil  of  peppermint 
and  the  other  volatile  oils.  It  has  also  been 
postulated  that  there  is  a specific  chemical 
regulator  of  acid  secretion,  and  that  peptic 
ulcer  is  the  result  of  a deficiency  of  a hormone 
that  normally  inhibits  the  formation  of  acid. 
In  a fifth  group  are  agents  which  influence 
psychic  factors;  that  is,  sedatives  such  as  the 
barbiturates.  Finally,  there  is  a miscellaneous 
group  comprising  such  agents  as  histaminase, 
posterior  pituitary  solution,  the  sex  hormones, 
and  the  vitamins. 

In  reviewing  the  figures  for  the  neutralizing 
value  of  the  antacids  which  Dr.  Summerson 
has  given  you,  it  is  well  to  remember  that  the 
teaspoonful  rather  than  the  gram  is  the  meas- 
ure of  dosage  with  which  the  patient  is  famil- 
iar. The  variation  in  bulk  of  these  powders  is 
considerable.  For  instance,  the  weight  of  a 
teaspoonful  of  sodium  bicarbonate  is  5.5  Gm., 
and  therefore  IV2  teaspoonfuls  are  required  to 
neutralize  a liter  of  tenth-normal  hydrochloric 
acid.  The  weight  of  a teaspoonful  of  calcium 
carbonate  is  2.5  Gm.,  and  therefore  two  tea- 
spoonfuls of  this  substance  are  required  to 
neutralize  a liter  of  tenth-normal  hydrochloric 
acid.  A teaspoonful  of  bismuth  subcarbonate 
weighs  3.5  Gm.,  and  since  its  neutralizing  capac- 
ity is  very  low,  the  dose  equivalent  to  this 
amount  of  acid  would  be  7V2  teaspoonfuls. 
There  are  two  kinds  of  magnesium  oxide, 
light  and  heavy.  The  heavy  is  about  four 
times  as  heavy  as  the  light;  the  weight  of  a 
teaspoonful  of  the  heavy  powder  is  2.0  Gm., 
and  that  of  the  light  is  only  0.5  Gm.,  so  that 
the  relative  amounts  necessary  to  neutralize  a 
liter  of  tenth-normal  hydrochloric  acid  are  1 
teaspoonful  of  the  former  and  4 teaspoonfuls  of 
the  latter. 

Dr.  Summerson  has  pointed  out  that  the 
chief  difference  between  the  buffets  and  the 
nonbuffers  is  the  ultimate  pH  level  produced 
in  the  stomach  when  an  excess  of  the  antacid 
is  added.  That  brings  us  to  the  first  problem 
in  antacid  therapy,  which  is:  What  pH  repre- 
sents effective  control  of  acidity?  The  answer 
to  this  question  depends  on  what  the  objective 
of  antacid  therapy  is  thought  to  be.  If  the 
lowering  of  the  pH  of  the  gastric  contents  has 
the  purpose  of  reducing  the  irritant  or  corrosive 
action  of  hydrochloric  acid,  the  maintenance  of 
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a pH  of  about  3 or  higher  would  represent  ade- 
quate neutralization,  since  practically  all  of  the 
free  hydrochloric  acid  is  neutralized  at  this  pH. 
If  the  objective  of  therapy  is  the  inhibition 
of  peptic  activity,  it  is  said  that  the  pH  level 
must  be  raised  considerably  higher,  to  about  5. 
That  is  the  figure  that  is  usually  given.  It  is 
known  that  peptic  activity  proceeds  at  its 
maximum  rate  at  a pH  of  1.8  to  2.4;  at  a pH 
of  4 it  is  reduced  to  10  per  cent,  and  at  a pH 
of  4.4,  it  falls  off  to  about  5 per  cent.  At  a pH 
of  5 the  activity  of  this  enzyme  almost  en- 
tirely ceases,  and  this  has  been  termed  by 
Hollander  the  “proteolytic  neutralization 
point.”  However,  there  are  recent  clinical 
experiments  using  intragastric  pH  determina- 
tions which  show  that  for  all  practical  pur- 
poses the  proteolytic  digestion  of  egg-white 
within  the  stomach  ceases  at  a pH  of  about  3.5. 

A second  problem  in  the  use  of  antacids  is 
this:  Does  the  degree  of  neutralization  ob- 
tained by  the  various  antacids  within  the 
stomach  parallel  their  antacid  potency  as  de- 
termined in  the  test  tube?  Can  we  use  the 
latter  figures  as  a guide  to  what  we  may  ex- 
pect clinically  from  antacid  therapy?  The 
evidence  on  this  point  seems  to  indicate  that 
there  is  not  necessarily  any  such  parallelism. 
For  instance,  Kirsner  and  Palmer,  in  a large 
number  of  experiments  on  ulcer  patients,  de- 
termined the  average  reduction  of  acidity  in 
aspirated  samples  of  gastric  juice,  and  found 
that  2 Gm.  of  calcium  carbonate,  which  theo- 
retically neutralizes  only  250  cc.  of  0.5  per 
cent  hydrochloric  acid,  was  more  effective 
than  doses  of  16  and  30  cc.  of  aluminum  hy- 
droxide, which  theoretically  neutralize  544 
and  1,207  cc.,  respectively.  This  difference  in 
intragastric  neutralizing  potency  may  be  due 
to  the  slowness  of  the  reaction  in  the  case  of 
the  aluminum  hydroxide,  which  Dr.  Summer- 
son  has  mentioned,  with  consequent  loss  of  the 
material  from  the  stomach  before  it  has  had 
time  to  react.  The  effectiveness  of  a substance 
in  neutralizing  gastric  acidity  depends  not 
only  on  the  chemical  neutralization  equivalent 
but  obviously  on  other  factors,  such  as  the 
rate  of  chemical  reaction,  solubility,  and  dif- 
fusibility,  the  rate  of  passage  of  the  antacid 
from  the  stomach,  and  possibly  on  the  degree 
of  rebound  acidity  which  it  induces. 

In  general  the  attributes  of  the  ideal  ant- 
acid as  described  by  Loevenhart  and  Crandall 
still  hold  true.  The  first  essential  is  high 
neutralizing  potency.  The  antacid  should 
also  be  nearly  neutral  itself  and  should  neu- 
tralize acid  without  the  liberation  of  carbon 
dioxide.  It  should  be  poorly  absorbed,  but, 


if  absorbable,  it  should  be  nontoxic.  Espe- 
cially, it  should  not  alter  the  acid-base  equi- 
librium of  the  body.  It  seems  to  me  that  al- 
though it  has  certain  disadvantages,  the  ant- 
acid that  seems  best  to  fit  the  description  of  an 
ideal  antacid  is  calcium  carbonate. 

The  fundamental  difficulty  in  correlating  in 
vitro  and  in  vivo  neutralizing  potencies  lies  in 
the  dissimilarity  of  the  conditions  which  exist 
in  the  test  tube  and  in  the  stomach.  In  the 
test  tube,  the  alkali  and  acid  are  thoroughly 
mixed.  In  the  stomach,  layering  of  the  con- 
tents takes  place,  so  that  it  has  been  said  that 
the  stomach  behaves  “not  like  a churn  but 
like  a hopper.”  In  patients  receiving  alkalis 
at  stated  intervals,  Eyerly  and  Breuhaus  have 
compared  the  pH  values  obtained  on  aspirated 
samples  with  those  obtained  by  means  of  a 
glass  electrode  placed  in  the  antrum  of  the 
stomach,  and  they  find  wide  discrepancies. 
The  pH  of  the  aspirated  samples  shows  wider 
fluctuations  and  is  usually  higher  than  the  pH 
within  the  antrum. 

When  one  comes  to  the  problem  of  evalu- 
ating antacid  therapy,  even  greater  difficulties 
are  encountered.  Are  control  of  gastric  acidity 
and  control  of  symptoms  synonymous? 
That  is  a question  I should  like  to  leave  for 
discussion. 

Dr.  Cattell:  Dr.  Weintraub  will  now  dis- 
cuss some  practical  aspects  of  the  manage- 
ment of  the  patient  with  peptic  ulcer. 

Dr.  Sydney  Weintraub:  Peptic  ulcer 

should  be  regarded  as  a local  manifestation  of 
a general  constitutional  disturbance  in  which 
the  psychic  factors  play  just  as  important  a 
role  as  the  somatic  factors.  In  other  words, 
we  must  treat  not  only  the  ulcer  but  the  pa- 
tient as  a whole.  These  patients  are  usually  of 
the  vagotonic  type,  nervous,  high-strung,  and 
worrisome.  It  is  just  as  important  to  go  into 
their  personal  problems  as  to  prescribe  diets 
and  medicine.  Secondly,  these  people  should 
be  examined  for  the  presence  of  focal  infection. 
Although  it  has  not  been  proved  that  focal  in- 
fection is  the  cause  of  ulcer,  nevertheless  in- 
fected teeth,  tonsils,  or  sinuses,  or  a chronically 
inflamed  appendix  or  gallbladder  may  either 
prevent  the  healing  of  an  ulcer  or  be  respon- 
sible for  the  recurrence  of  the  lesion. 

There  are  two  main  types  of  treatment  for 
ulcer.  One  is  the  bed-rest  treatment,  and  the 
other  is  the  ambulatory  plan.  Theoretically, 
every  ulcer  should  receive  the  bed-rest  treat- 
ment, but  this  is  not  always  feasible  when  one 
is  dealing  with  clinic  patients.  Definite  indi- 
cations for  bed-rest  treatment  are  the  presence 
of  an  ulcer  large  in  size,  or  evidence  of  bleeding, 
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obstruction,  or  threatened  perforation.  This 
last  complication  should  be  suspected  when 
the  pain  becomes  more  severe  and  radiates 
through  to  the  back  and  fails  to  be  relieved  by 
food  and  alkalis. 

The  bed-rest  treatment  follows  more  or  less 
the  regimen  devised  by  Sippy.  It  consists 
essentially  of  hourly  feedings  of  90  cc.  of  equal 
parts  of  milk  and  cream  from  7 a.m.  to  7 p.m. 
Sippy  also  prescribed  the  following  powders: 

I.  Magnesium  oxide 

Sodium  bicarbonate  aa  0.6  Gm. 

II.  Bismuth  subcarbonate  0.6  Gm. 

Sodium  bicarbonate  1.2  to  1.8  Gm. 

These  powders  were  to  be  taken  alternately 
between  feedings  and  then  continued  hourly 
until  10  p.m.  It  will  be  noted  that  the  patient 
received  approximately  15  Gm.  of  sodium 
bicarbonate  in  fifteen  hours.  As  a result  of 
this,  many  patients  developed  alkalosis.  This 
condition  should  be  suspected  when  the  pa- 
tient develops  a distaste  for  food,  particularly 
for  milk.  He  also  may  say  that  the  milk 
tastes  sour.  Other  symptoms  of  alkalosis  are 
headache,  weakness,  nervous  irritability,  diz- 
ziness, nausea,  vomiting,  and  aching  pains  in 
the  muscles  and  joints.  In  the  severe  cases, 
prostration,  mental  apathy,  tetany,  and  con- 
vulsions may  develop . If  alkalosis  is  suspected 
blood  chlorides  and  carbon  dioxide  combining 
power  should  be  determined. 

We  prefer  to  use  Eusterman’s  modification 
of  the  Sippy  powders: 

I.  Calcium  carbonate 

Sodium  bicarbonate  aa  0.6  Gm. 

II.  Calcium  carbonate 

Heavy  magnesium  oxide  aa  0.6  Gm. 

It  should  be  noted  that  powder  No.  I contains 
the  same  amount  of  sodium  bicarbonate  as  the 
Sippy  powder  No.  I,  and  must  therefore  be 
used  with  the  same  precautions  in  order  to 
avoid  alkalosis.  If  the  magnesium  oxide  in 
powder  No.  II  proves  too  laxative,  an  equal 
amount  of  bismuth  subcarbonate  may  be  sub- 
stituted. 

While  alkalinization  is  an  essential  part  of 
the  treatment  of  ulcer,  it  should  not  be  con- 
tinued over  too  long  a period  after  the  ulcer  is 
healed.  Most  simple  ulcers  will  heal  in  one  to 
four  weeks.  Healing  is  indicated  by  the  fact 
that  the  patient  is  clinically  free  of  symptoms 
and  by  radiographic  evidence.  We  must  ad- 
mit that  we  have  seen  very  few  cases  of  al- 
kalosis in  our  clinic,  and  they  have  been  very 
mild. 


The  other  drugs  most  commonly  used  in  the 
treatment  of  ulcer  are  belladonna  and  pheno- 
barbital.  These  may  be  combined  either  in  a 
capsule  containing  15  mg.  (V4  grain)  of  ex- 
tract of  belladonna  and  15  mg.  (V4  grain)  of 
phenobarbital,  or  in  a mixture  consisting  of 
0.5  cc.  (8  minims)  of  tincture  of  belladonna 
in  5 cc.  of  elixir  of  phenobarbital.  This  com- 
bination has  both  a sedative  and  an  antispas- 
modic  action.  Even  though  the  dose  of  bella- 
donna is  small,  it  has  been  observed  that  most 
patients  show  that  the  drug  is  effective. 
Many  will  develop  symptoms  of  atropine 
saturation  in  a week  or  two. 

In  the  ambulatory  treatment,  the  patient 
receives  three  meals  consisting  of  milk,  cream, 
eggs,  thoroughly  cooked  cereals,  purged  vege- 
tables, stewed  fruits  with  cream,  and  minced 
chicken,  with  milk,  malted  milk,  buttermilk, 
or  cocoa  given  between  meals  and  at  bedtime. 
In  choosing  an  alkali  for  the  ambulatory  pa- 
tient, one  must  consider  not  only  its  effective- 
ness but  also  its  palatability  and  cost.  We  use 
a mixture  containing  equal  parts  by  weight  of 
calcium  carbonate  and  light  magnesium  oxide 
flavored  with  a little  oil  of  peppermint.  A 
heaping  teaspoonful  is  given  one  hour  after 
meals,  at  the  time  when  the  acid  tide  is  apt  to 
be  at  its  height.  This  dose  contains  approxi- 
mately 0.8  Gm.  of  calcium  carbonate  and  0.8 
Gm.  of  magnesium  oxide.  Theoretically,  cal- 
cium carbonate  is  probably  the  best  single 
antacid,  but  it  should  be  noted  that  many  of 
the  patients  who  receive  it  are  constipated,  and 
the  addition  of  a magnesium  salt  to  the  cal- 
cium carbonate  tends  to  counteract  this  con- 
dition and  provides  the  most  useful  mixture. 
The  night  pain  is  controlled  by  the  ingestion 
of  milk  or  antacids. 

Before  leaving  the  subject  of  alkalis,  one 
should  mention  aluminum  hydroxide  gel. 
We  have  not  been  able  to  discern  that  it  pos- 
sesses any  advantages  over  the  antacids  men- 
tioned above.  On  the  other  hand,  many  pa- 
tients have  found  it  to  be  very  constipating, 
and  some  have  complained  of  nausea. 

So  much  for  the  treatment  of  the  acute  ulcer 
symptoms.  The  intake  of  vitamins  during 
the  first  three  or  four  weeks  of  treatment  does 
not  concern  us,  but  subsequently  this  must  be 
given  consideration.  Orange  juice  or  grape- 
fruit juice  is  allowed  as  dessert.  The  taking 
of  fruit  juices  before  breakfast  very  often  pro- 
duces symptoms  of  hyperacidity.  In  addition, 
sufficient  doses  of  vitamin  B complex  are 
given.  We  also  emphasize  the  need  for  com- 
plete abstinence  from  tobacco. 

I will  mention  briefly  some  other  methods  of 
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treatment  that  are  in  vogue:  first,  parenteral 
injections  of  lipoproteins,  histidine,  and  non- 
specific proteins.  In  our  experience  these  sub- 
stances have  not  proved  beneficial.  Secondly, 
there  is  gastric  mucin.  We  do  not  often  use 
this  because  its  taste  and  odor  render  it  un- 
palatable and  very  few  patients  can  tolerate 
it.  The  average  dose  is  60  cc.  taken  in  choco- 
late malted  milk  three  times  a day.  Occasion- 
ally it  will  relieve  symptoms  when  the  ordinary 
alkaline  therapy  has  failed.  One  should  be 
very  cautious,  however,  in  evaluating  the  re- 
sults of  a particular  type  of  therapy,  since 
statistical  analyses  have  shown  that  no  matter 
what  type  of  treatment  is  employed,  80  per 
cent  of  the  patients  are  still  symptom-free  at 
the  end  of  one  year,  60  per  cent  after  two  years, 
50  per  cent  after  three  years,  30  per  cent  after 
four  years,  and  20  per  cent  after  five  years. 
Emery  and  Monroe,  at  the  Peter  Bent  Brig- 
ham Hospital,  have  shown,  furthermore,  that 
essentially  the  same  results  are  obtained  when 
no  treatment  at  all  is  given. 

The  question  frequently  arises  whether  the 
medical  treatment  for  ulcer  is  designed  mainty 
for  the  relief  of  symptoms  or  whether  it  effects 
a cure.  One  may  state  that  no  form  of  treat- 
ment, either  medical  or  surgical,  can  guaran- 
tee a permanent  cure.  However,  as  a rule  the 
symptoms  are  an  excellent  indication  of  the 
status  of  the  ulcer.  When  the  pain  disappears, 
it  can  be  assumed  that  the  ulcer  is  healing. 
The  best  evidence  of  healing,  however,  can  be 
obtained  by  a radiographic  examination  and 
includes  the  disappearance  of  the  niche,  the 
absence  of  spasm,  and  diminution  of  peris- 
talsis. The  control  of  hypersecretion  is  a 
matter  of  importance.  A question  which  has 
been  raised  is  whether  the  control  of  symp- 
toms and  the  control  of  gastric  acidity  are 
correlated.  This  should  be  answered  in  the 
affirmative.  As  a rule  the  prognosis  is  poor 
if  the  gastric  acidity  remains  high  in  spite  of 
treatment.  Occasionally  an  ulcer  will  heal 
temporarily  in  spite  of  the  presence  of  high 
gastric  acidity,  but  a recurrence  of  the  lesion 
is  very  likely  to  occur. 

Dr.  Cattell:  The  meeting  is  now  open 
for  discussion. 

Dr.  Travell:  I should  like  to  raise  the 
question  as  to  whether  the  beneficial  effects  of 
milk  depend  upon  its  antacid  properties  or  on 
some  other  factors.  I think  Dr.  Summerson 
has  some  interesting  figures  on  the  neutrali- 
zation equivalents  of  milk. 

Dr.  Summerson:  If  milk  is  added  to  tenth- 
normal  hydrochloric  acid,  it  acts  as  a buffer, 
but  it  is  not  nearly  so  effective  as  the  common 


antacids  on  the  chy  basis.  It  takes  about  one 
volume  of  milk  to  influence  appreciably  the 
acidity  of  one  volume  of  ordinary  gastric 
juice.  For  a liter  of  tenth-normal  hydrochloric 
acid,  for  instance,  one  would  have  to  give  a 
liter  or  more  of  milk  to  bring  the  pH  from  1 to 
about  2.5.  Thus  the  volume  of  milk  required 
is  considerable. 

Dr.  Travell:  Kirsner  and  Palmer  have 
also  shown  in  their  curves  of  gastric  acidity  in 
ulcer  patients  that  the  neutralizing  power  of 
milk  within  the  stomach  is  not  high. 

Dr.  C.  H.  Wheeler:  Although  it  is  at 
variance  with  what  has  been  said  about  the 
chemical  value  of  milk  as  an  antacid,  my  im- 
pression is  that  large  numbers  of  patients  with 
ulcer  obtain  complete  symptomatic  relief 
from  the  use  of  milk  and  cream  every  hour 
without  the  use  of  an  alkaline  powder. 

I should  like  to  ask  Dr.  Weintraub  and  the 
other  clinicians  whether  they  have  also  ob- 
served that. 

Dr.  Weintraub:  It  is  my  impression  that 
this  is  so.  Milk  relieves  symptoms  and  seems 
to  act  just  as  the  alkaline  powders  do. 

Dr.  Travell:  It  seems  that  we  have  no 
adequate  explanation  for  the  symptomatic 
relief  afforded  by  the  use  of  milk. 

Dr.  Cattell:  Do  you  wish  to  comment, 
Dr.  Heffner? 

Dr.  Reid  R.  Heffner:  So  far,  most  of  the 
discussion  has  centered  around  treatment  of 
the  acute  symptoms  of  ulcer,  which  is  only  a 
part  of  the  management  of  this  important 
diathesis  or  disease.  Duodenal  ulcer  is  the 
most  common  cause  of  chronic,  recurring 
djTspepsia.  Oftentimes  the  chronicity  of  this 
disorder  is  lost  sight  of,  and  that,  in  my  opin- 
ion, is  responsible  for  many  of  the  complica- 
tions. We  have  all  heard  the  familiar  saying, 
“Once  an  ulcer  always  an  ulcer,”  which  is  not 
quite  correct,  but  whoever  said,  “Once  an 
ulcer  always  potentially  an  ulcer,”  more  truth- 
fully expressed  it.  Patients  with  duodenal 
ulcer  should  have  the  same  kind  of  explicit 
advice  relative  to  their  management  as  dia- 
betic or  cardiac  patients  receive  concerning 
their  care.  Ulcer  patients  should  be  taught 
how  to  avoid  exacerbations  of  symptoms  in 
order  to  eliminate  complications. 

There  is  no  routine  way  to  manage  patients 
with  peptic  ulcer.  Whether  it  is  overwork, 
wrorry,  nervous  tension,  the  use  of  tobacco  or 
alcohol,  or  improper  food,  the  result  of  the 
indiscretion  is  usually  the  same.  These  factors 
and  many  others  contribute  to  the  chronicity 
of  ulcer,  and  they  are  the  problems  that  we 
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must  help  patients  to  readjust  if  we  expect 
them  to  do  well. 

Dr.  Wheeler  : Suppose  that  a patient  with 
severe  ulcer  symptoms  has  been  put  to  bed, 
has  received  the  Sippy  regimen,  barbiturates, 
belladonna,  and  alkalis,  and  after  a period  of 
time  becomes  free  of  symptoms,  how  soon,  Dr. 
Weintraub,  do  you  start  giving  other  foods 
besides  milk  and  cream? 

Dr.  Weintraub:  Usually  the  diet  of  milk 
and  cream  is  continued  for  three  or  four  days, 
and  then  the  patient  is  allowed  supplementary 
feedings.  These  are  given  three  times  a day 
and  at  the  start  consist  of  6 ounces  of  creamed 
purged  vegetable  soup,  junket,  custard  and 
puddings,  purged  vegetables,  etc.  Then  after 
eight  or  ten  days  the  supplementary  feedings 
are  increased  to  five  or  six  a day,  and  that 
routine  is  usually  kept  up  for  about  two 
months.  Then  gradually  the  meat  of  chicken, 
fish,  steaks,  and  chops  and  other  foods  are 
added,  until  finally  the  patient  is  receiving  a 
full  diet,  with  the  exception,  of  course,  of 
highly  seasoned  foods. 

The  question  also  arises  as  to  how  long  one 
should  continue  the  use  of  alkaline  powders. 
There  are  some  physicians  who  continue  them 
after  each  meal  for  months,  or  even  a year,  but 
I usually  discontinue  them  after  three  months 
if  there  are  no  symptoms,  and  advise  the  pa- 
tient to  keep  a supply  of  the  powders  on  hand 
and  to  take  a dose  if  he  has  any  indigestion  or 
any  symptoms  of  hyperacidity. 

Dr.  Cattell:  Does  that  accord  with  your 
practice,  Dr.  Heffner? 

Dr.  Heffner:  Perhaps  some  of  us  go  a 
little  farther  than  that,  particularly  in  duodenal 
ulcer.  We  usually  insist  that  the  patient  re- 
main on  fairly  strict  management  for  six  to 
twelve  months,  regardless  of  how  soon  the 
symptoms  disappear  after  the  regimen  is  begun. 
Tobacco  and  alcohol  are  interdicted  during 
this  period.  In  many  cases  the  judicious  use 
of  sedatives  is  just  as  important  as  the  use  of 
alkalis.  It  is  well  to  inform  all  patients  with 
duodenal  ulcer  at  the  outset  of  treatment  that 
a bland,  nonirritating  type  of  diet  should  be 
followed  permanently. 

Dr.  Cattell:  One  topic  which  has  not 
received  attention  today  is  the  place  of  atro- 
pine in  ulcer  therapy.  We  should  like  to  hear 
from  Dr.  Holland  and  from  Dr.  Gold  on  that 
subject. 

Dr.  Arthur  L.  Holland:  Atropine  and 
belladonna  stand  out  as  the  principal  agents 
we  employ  as  antispasmodics.  The  phar- 
macologists do  not  always  agree  with  us  here. 
They  say  that  the  ordinary  amounts  that  can 


be  given  safely  do  not  produce  any  effect,  or 
rather  not  enough  effect,  to  be  worth  while. 
I agree  that  spasm  is  not  affected  very  much 
by  belladonna  or  atropine,  but  these  agents 
seem  to  establish  a better  balance  between  the 
vagus  and  the  sympathetics,  which  has  some- 
thing to  do  with  quieting  and  regulating 
the  peristalsis  of  the  gastrointestinal  canal. 
Again  we  must  remember  that  since  many  of 
the  data  have  been  gathered  through  animal 
experimentation,  and  since  the  various  species 
of  experimental  animals  are  known  to  differ 
in  their  reactions  to  drugs,  the  results  may  not 
apply  clinically. 

But  in  atropine  and  belladonna  we  have 
friends,  despite  the  pharmacologists.  I have 
given  these  drugs  routinely  for  a great  many 
years.  It  is  curious  how  often,  when  we  have 
discontinued  atropine  for  one  reason  or 
another,  the  patient  has  called  up  and  asked  if 
we  would  not  please  go  on  with  “that  laxative 
pill” — evidently  missing  the  effect  of  the 
atropine.  But,  as  I have  said,  I have  not 
seen  atropine  afford  any  definite  relief  from 
spasm  of  the  true  sphincters,  as  of  the  pylorus 
or  the  cardia.  I have  never  been  able  to  ob- 
serve fluoroscopically  that  atropine  relieved 
such  spasm.  On  the  other  hand,  when  one  is 
unable  to  fill  out  the  duodenal  bulb  because  of 
severe  pylorospasm,  a whiff  of  amyl  nitrite  will 
temporarily  relieve  the  spasm.  A very  simple 
preparation — spirit  of  peppermint — will  also 
sometimes  secure  relaxation. 

Dr.  Harry  Gold:  First  let  me  mention  a 
practical  point.  Atropine  is  often  given  in  the 
form  of  tincture  of  belladonna  in  doses  of  the 
order  of  5 minims,  two  or  three  times  a day. 
Sometimes  this  is  prescribed  as  “5  drops.” 
It  is  well  to  remember  that  in  the  case  of  al- 
coholic solutions  5 drops  and  5 minims  are  not 
the  same:  there  are  about  21/t  drops  in  1 
minim  of  the  tincture.  I wonder  what  the 
practice  is  in  this  hospital? 

Dr.  Wheeler:  Many  medicine  droppers 
such  as  those  we  have  on  our  wards,  deliver 
as  many  as  50  drops  of  tincture  of  belladonna 
to  the  cubic  centimeter.  On  this  basis  an 
initial  dose  of  10  drops  three  times  a day,  such 
as  is  often  prescribed,  hardly  seems  sufficient. 
The  routine  procedure  on  the  Medical  Service 
is  to  measure  the  dose  in  a 1-cc.  graduate. 

We  usually  prescribe  tincture  of  belladonna 
in  a dose  of  0.3  cc.  three  times  a day,  and  in- 
crease the  dose  by  0.1  cc.  three  times  a day  until 
dryness  of  the  mouth  or  blurring  of  near  vision 
appears,  at  which  point  each  of  the  three  daily 
doses  is  reduced  by  0.1  or  0.2  cc.  This  means 
that  we  start  with  a dose  of  about  0.1  mg.  of 
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atropine  three  times  a day,  which  is  gradually 
increased  until,  in  most  instances,  the  patient 
is  receiving  about  0.4  mg.  of  atropine  three 
times  a day. 

Do  you  think  that  dosage  is  effective? 

Dr.  Gold  : Maybe  it  is  a good  idea  to  intro- 
duce a little  heresy  into  the  record  in  regard  to 
atropine.  I should  like  to  challenge  the  view 
that  a dose  of  1 cc.  of  tincture  of  belladonna, 
which  represents  a total  of  about  0.3  mg. 
(V200  grain)  of  atropine,  three  times  daily 
exerts  a significant  effect  on  peptic  ulcer  pa- 
tients. There  are  three  facts  that  need  to  be 
borne  in  mind.  The  first  is  that  doses  of 
atropine  which  in  animals  block  the  vagus  to 
the  heart,  and  which  block  the  secretory  para- 
sympathetic fibers  to  the  salivary  glands, 
have  practically  no  effect  in  abolishing  move- 
ments of  the  intestinal  tract.  If  the  vagus  is 
stimulated  after  such  large  doses  of  atropine, 
the  intestinal  tract  still  continues  to  respond. 
If  one  protests  that  these  are  experiments  on 
animals,  there  remains  the  second  fact  to 
puzzle  us — namely,  the  results  of  experiments 
directly  on  man,  in  which  very  large  doses  of 
atropine  are  given  (V25  of  a grain  by  intrave- 
nous injection)  and  then  an  analysis  is  made  of 
the  gastric  contents.  When  that  is  done,  one 
finds  that  these  patients  are  still  secreting  gas- 
tric juice  and  hydrochloric  acid  in  abundance, 
especially  after  a meal.  Furthermore,  atropine 
does  not  relax  the  pylorospasm  to  facilitate 
examination  by  x-ray,  and  if  the  stomach 
happens  to  be  cut  almost  in  two  by  an  hour- 
glass constriction,  large  doses  also  fail  to  relax 
that  spasm. 

Then  we  have  the  third  fact,  Dr.  Holland’s 
experience  and  the  experience  of  others — 
namely,  that  patients  seem  to  do  better  when 
they  receive  these  small  doses  of  atropine. 
What  are  these  doses  doing  if  one  cannot 
demonstrate  any  significant  effect  on  the 
stomach?  I know  that  most  gastroenterolo- 
gists say  that  patients  feel  better  when  they 
receive  such  doses  of  atropine,  but  there  is  a 
way  to  find  out  the  meaning  of  that  observa- 
tion, and  that  is  to  give  them  a placebo  that 
has  the  proper  taste  or  flavor.  That  kind  of  a 
test  has  never  been  made.  I am  convinced 
that  these  doses  of  tincture  of  belladonna  do 
nothing  to  the  gastrointestinal  tract  that  is 
important  in  the  treatment  of  peptic  ulcer. 

Of  course,  1 cc.  of  tincture  of  belladonna  will 
cause  a great  many  symptoms,  but  I think  we 
ought  not  to  assume  that  the  dryness  of  the 
mouth  and  the  pupillary  effects  imply  changes 
in  the  gastrointestinal  tract.  The  gastrointes- 
tinal tract  is  notoriously  resistant  to  the  action 


of  atropine.  The  duration  of  atropine  action  is 
also  of  interest  in  this  connection.  In  the  gas- 
trointestinal tract  the  effect  of  large  doses  lasts 
about  half  an  hour  to  three  hours,  whereas  the 
mouth  and  eye  effects  last  for  days.  Hence 
when  one  stops  giving  the  drug  because  the 
head  symptoms  have  appeared,  in  the  belief 
that  these  head  symptoms  indicate  also  gastro- 
intestinal effects,  I think  one  is  misled. 

Dr.  John  Deitrick:  Is  there  no  accumula- 
tion of  the  drug  in  the  body  which  might 
account  for  an  effect  on  the  stomach  after  ten 
days  or  two  weeks  of  administration  of  such 
small  doses? 

Dr.  Gold:  There  is.  But  that  applies  to 
other  parts  of  the  body  as  well.  As  a matter  of 
fact,  the  accumulation  has  a greater  effect  on 
the  head  symptoms  than  on  the  gastroin- 
testinal symptoms,  by  reason  of  the  fact  that 
the  duration  of  the  effects  is  longer  in  the  head 
than  in  the  gastrointestinal  tract. 

Dr.  Deitrick:  I have  seen  patients  de- 
velop atropine  symptoms  after  a week  or  ten 
days  on  a daily  dose  of  10  drops  of  tincture  of 
belladonna.  There  is  no  argument  about  that; 
the  pupillary  reaction  is  absent  and  the  mouth 
is  dry.  I wonder  whether  there  is  not  also  an 
accumulated  effect  on  the  gastrointestinal 
tract. 

Dr.  Gold:  We  simply  must  separate  the 
head  from  the  gastrointestinal  tract  in  talking 
about  atropine.  Those  are  two  separate  prob- 
lems. Marked  effects  in  one  region  do  not 
indicate  similar  effects  in  the  other. 

Dr.  Cattell:  From  the  pharmacologic 

standpoint  I think  that  distinction  is  ex- 
tremely important  because  of  the  high  thresh- 
old of  the  gastrointestinal  tract  to  atropine. 
Furthermore,  the  possibility  of  accumulation 
would  really  be  eliminated  by  the  fact  that 
excessive  salivary  effects  and  eye  effects  are 
usually  not  apparent,  owing  to  the  way  in 
which  the  drug  is  given,  so  certainly  there 
would  be  an  insufficient  amount  of  it  to  affect 
the  gastrointestinal  tract,  which  has  a higher 
threshold. 

Dr.  Deitrick:  I would  not  accept  that. 
I think  we  ought  to  have  some  direct  proof  of 
the  presence  or  absence  of  an  effect  on  the 
motility  of  the  stomach. 

Dr.  Gold:  There  is  this  evidence:  If  one 
gives  a milligram  of  atropine  by  intravenous 
injection,  one  obtains  a reduction  of  gastric 
secretion  that  lasts  three  hours,  whereas  the 
dilatation  of  the  pupil  produced  by  that  dose 
may  last  three  days. 

Dr.  Travell:  When  we  speak  of  the  high 
threshold  to  atropine  effects,  I think  we  have 
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perhaps  to  make  a distinction  between  the 
effects  on  spasm  or  motility  and  the  effects  on 
secretion.  The  fact  that  spasm  in  response  to 
vagal  stimulation  cannot  be  abolished  by  large 
doses  of  atropine  is  well  known,  but  there  is  a 
great  deal  of  evidence  to  show  that  atropine 
reduces  the  volume  of  gastric  secretion. 
Kirsner  and  Palmer  have  some  clinical  ex- 
periments that  demonstrate  this  effect.  Using 
doses  of  1 mg.  of  atropine  sulfate  four  times  a 
day  by  mouth,  they  found  that  the  total  vol- 
ume of  gastric  fluid  secreted  was  reduced  about 
40  per  cent,  and  also  that  the  neutralizing 
potency  of  the  antacids  was  greatly  enhanced 
by  these  doses  of  atropine,  probably  owing  to 
the  smaller  quantity  of  gastric  juice  presented 
for  neutralization.  Atropine,  however,  does 
not  alter  the  pH  so  long  as  any  gastric  juice  is 
being  secreted. 

Dr.  Gold:  Mind  you,  these  doses  are 

about  four  times  as  large  as  the  doses  recom- 
mended in  this  hospital.  One  can’t  give  such 
doses  without  causing  considerable  discom- 
fort. And  what  good  are  they? 

Dr.  H.  B.  Richardson:  I understand  that 
there  is  agreement  as  to  the  effect  of  atropine 
on  spasm.  When  there  is  definite  spasm  of  the 
cardia  or  pylorus,  it  cannot  be  relaxed  by 
atropine.  That  is  Dr.  Holland’s  statement, 
as  well  as  Dr.  Gold’s. 

Dr.  Holland:  Yes.  In  line  with  Dr. 

Gold’s  statement,  that  to  be  of  service  atropine 
or  belladonna  should  be  used  in  much  larger 
doses  than  is  usual,  I would  report  that  I have 
recently  been  using  atropine  sulfate  intrave- 
nously in  doses  of  Vso  of  a grain  once  or  twice  a 
day,  and  after  two  or  three  days  reducing  the 
amount  to  Vioo  of  a grain.  This,  of  course, 
would  not  be  indicated  in  peptic  ulcer,  but 
where  there  is  prolonged  and  painful  spasm 
in  the  gastrointestinal  tube  beyond  the 
stomach. 

One  patient,  who  had  been  cured  of  mor- 
phine addiction  that  had  resulted  from  a series 
of  abdominal  operations,  developed  an  ex- 
tremely severe  colic.  Because  of  complicated 
mechanical  difficulties  Dr.  Edward  Zabriskie 
suggested  and  administered  the  atropine  in 
this  manner  to  this  patient,  with  quite  re- 
markable results.  For  some  strange  reason, 
the  throat  dryness  and  visual  symptoms  were 
lacking  even  with  this  large  dose,  and  the  pain 
was  relieved  at  once  without  any  other  form 
of  sedation.  I am  not  sure  that  all  patients 
would  tolerate  atropine  given  in  this  manner, 
but  it  should  be  thought  of  particularly  when 
morphine,  or  narcotics  of  that  sort,  are  con- 
traindicated. 


Summary 

Dr.  Travell:  The  medical  management 
of  peptic  ulcer  presents  many  difficulties  in  the 
way  of  evaluation  of  therapy.  Such  evalua- 
tion is  based  chiefly  on  the  subjective  appraisal 
of  the  patient,  on  the  determination  of  gastric 
acidity,  and  on  changes  in  intestinal  motility, 
none  of  which  have  been  measured  with  pre- 
cision. In  particular,  it  has  recently  been 
shown  that  there  are  wide  discrepancies  be- 
tween the  pH  values  as  determined  on  as- 
pirated samples  of  gastric  juice  and  as  de- 
termined simultaneously  in  situ  within  the 
antrum  of  the  stomach.  Healing  of  the  ulcer 
may  usually  be  secured  by  a plan  of  treatment 
which  combines  rest  in  bed,  frequent  feedings 
of  soft  food,  administration  of  antacids,  and 
possibly  the  use  of  atropine.  Ambulatory 
treatment  is  theoretically  undesirable.  Bed 
rest  is  always  indicated  in  the  presence  of 
bleeding,  obstruction,  impending  perforation, 
or  an  ulcer  large  in  size.  Many  factors,  es- 
pecially psychogenic  ones,  are  involved  in  the 
prevention  of  recurrence  of  the  ulcer. 

The  confusion  which  exists  as  to  the  relative 
merits  of  certain  antacids  may  be  clarified  to  a 
great  extent  by  the  following  considerations: 
Antacids  are  fundamentally  of  two  types,  non- 
buffers and  buffers.  These  are  alike  in  that  no 
significant  neutralizing  power  is  exerted  until 
the  full  theoretic  neutralizing  dose  is  added, 
and  therefore  these  substances  are  useful  only 
when  added  in  excess.  They  differ  in  several 
respects:  When  added  in  the  exact  equiva- 
lent of  the  amount  of  acid  present,  the  nonbuffer 
antacids  yield  a neutral  solution,  the  buffers  a 
moderately  acid  solution.  When  added  in 
excess,  the  nonbuffers  yield  an  alkaline  solu- 
tion, and  the  buffers  a moderately  acid  solu- 
tion, so  that  in  the  case  of  the  buffers  one  can 
greatly  “over-run”  without  disturbing  the 
normal  pH  range  of  the  gastric  juice.  When 
the  pH  has  been  raised,  in  the  case  of  the  non- 
buffers it  requires  a relatively  small  amount  of 
additional  hydrochloric  acid  to  bring  the  pH 
back  to  a level  of  1 to  2,  whereas  in  the  case  of 
the  buffers  it  may  require  a very  large  amount 
of  acid  to  lower  the  pH  to  this  level.  The 
buffers  thus  seem  to  possess  a number  of  theo- 
retic advantages  over  the  nonbuffers.  The 
clinical  efficacy  of  an  antacid,  however,  is  de- 
termined not  solely  by  its  acid-neutralizing 
potency,  but  also  by  other  factors,  especially 
its  physical  characteristics.  For  instance,  the 
solubility  of  the  antacid  influences  both  the 
rate  of  reaction  with  acid  and  the  rate  of  re- 
moval of  the  substance  from  the  stomach; 
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thus  magnesium  trisilicate,  a theoretically 
satisfactory  buffer,  combines  with  acid  so 
slowly  that  practically  all  of  it  may  leave  the 
stomach  before  any  significant  neutralization 
occurs.  Calcium  carbonate  has  probably 
proved  to  be  the  most  effective  single  antacid. 
In  patients  who  are  constipated,  a mixture  of 
calcium  carbonate  and  magnesium  oxide  may 
be  more  satisfactory  than  calcium  carbonate 
alone. 

The  role  of  small  doses  of  atropine  for  the 
relief  of  the  symptoms  of  peptic  ulcer  is  an- 
other controversial  topic.  Whether  the  sub- 
jective improvement  which  patients  describe 
after  the  oral  administration  of  a total  daily 
dose  of  3 cc.  or  less  of  tincture  of  belladonna 
(equivalent  to  about  1 mg.  of  atropine)  is  in 
fact  due  to  the  atropine  remains  an  open 
question.  It  is  generally  believed  that  these 


doses  have  some  antispasmodic  action,  but  the 
difficulty  is  that  in  careful  experiments  in  both 
animals  and  man  much  larger  doses  of  atropine 
fail  significantly  to  relax  spasm  of  the  sphinc- 
ters or  to  influence  gastric  motility.  The  value 
of  atropine  in  reducing  gastric  secretion  is  also 
in  dispute.  There  seems  to  be  no  doubt  that 
although  the  pH  of  the  gastric  juice  secreted 
after  atropine  is  not  altered,  the  amount  of 
gastric  juice  can  be  diminished  by  atropine  in 
man,  but  the  experiments  in  which  this  is 
demonstrated  involve  doses  of  atropine  that 
are  much  larger  than  those  commonly  used  in 
the  treatment  of  peptic  ulcer.  It  remains  to 
be  demonstrated  whether  the  latter  doses 
cause  a reduction  in  the  volume  of  gastric 
juice  secreted,  and  hence  a reduction  in  the 
total  amount  of  acid  presented  for  neutraliza- 
tion by  food  and  alkalis. 


PROMOTE  INSURANCE  OR  BE  A HIRED  MAN 


Before  long  it  will  become  evident  to  every 
doctor,  as  it  is  clearly  seen  now  by  a few,  that  the 
majority  of  our  citizens  of  the  next  decade  will 
meet  the  cost  of  medical  care  by  some  new  plan. 

No,  the  die  is  not  cast.  A system  of  medical 
service  through  a federal  and  state  bureaucracy 
is  not  inevitable,  as  some  of  the  defeatists  see 
it. 

Out  of  the  present  flux  of  our  social  relations 
and  economic  conditions  several  developments 
are  possible.  Only  one  development  promises 
well  for  the  man  or  woman  who  has  dedicated  his 
life  to  the  practice  of  medicine. 

There  is  a serious  effort  being  made  to  extend 
hospital  insurance  to  include  the  services  of  staff 
doctors  as  incident  to  hospital  services.  The 
Insurance  Law  specifically  prohibits  one  corpora- 
tion from  furnishing  both  hospital  and  medical 
coverage.  At  the  present  time,  the  Associated 
Hospital  Service  of  New  York  has  promoted  the 
organization  of  a corporation,  through  which 
affiliate  it  proposes  to  write  a policy  which  com- 
pletely circumvents  the  intent  and  purpose  of  the 
legislators. 

Such  a bill  as  the  one  introduced  in  the  last 
Legislature  by  Mr.  Hampton  would  give  the 
hospitals  legal  right  to  hire  doctors  and  sell 
their  services  to  the  public  through  the  contracts 
of  the  Associated  Hospital  Service.  Some  of  our 
Volunteer  Hospital  Administrators  are  not  con- 
genially disposed  to  this  idea.  Circumstances 
may  force  them  into  unwilling  participation. 


If  no  solution  of  the  problem  of  payment  for 
medical  care  is  provided  for  the  average  man  and 
his  family  by  the  doctors,  we  may  expect  the  na- 
tional and  state  legislatures  to  extend  the  Social 
Security  Law  to  provide  such  relief.  In  this 
event  all  doctors  are  destined  to  become  hired 
men  to  the  great  medical  bureaucracy.  The  li- 
cense to  practice  medicine  is  not  a “property 
right.”  Here  in  New  York  State  it  will  be  a 
simple  procedure  to  amend  the  Education  Law 
with  a provision  that  only  those  physicians  who 
sign  with  the  State  System  of  Insurance  will  be 
continued  on  the  roster  at  the  time  for  annual 
reregistration. 

We  still  have  five  months  in  which  to  promote 
enrollment  of  subscribers  in  the  Medical  Expense 
Fund  to  a sufficient  number  to  assure  the  authori- 
ties that  this  method  will  be  developed  to  a suc- 
cessful solution  of  the  problem  of  meeting  the 
cost  of  modern  medical  care. 

Every  doctor  engaged  in  medical  practice 
should  be  a Professional  Member  of  the  Fund 

Every  doctor  who  is  a Professional  Member  has 
among  his  clientele  a number  of  persons  and 
families  who  will  subscribe  to  this  voluntary  in- 
surance if  the  doctor  merely  advises  them  to  do 
so. 

Every  doctor  knows  intimately  at  least  one 
employer  of  a group  of  persons  who,  upon  his 
urging,  will  promote  the  enrollment  of  those 
.employees  as  Subscriber  Members  of  the  Fund. 
— Bull.  Med.  Soc.  County  of  Kings 


“A  good  home  or  school  uses  a minimum  of 
compulsion  and  a maximum  of  persuasion,  and  a 
church  has  no  compulsion  at  all  at  its  disposal, 
only  persuasion  to  rely  upon.  . . .yet  age  after 


age,  while  empires  rise  and  fall,  these  three  go  on 
—homes,  schools,  churches — the  major  builders 
of  all  the  real  goodness  that  mankind  has.” — 
Harry  Emerson  Fosdick 


Medical  News 


Naval  Officer  Procurement 


FROM  the  Office  of  Naval  Officer  Procure- 
ment, 33  Pine  Street,  New  York  City,  has 
come  the  following  announcement: 

“Many  physicians  interested  in  applying  for 
commissions  in  the  Naval  Reserve  have  made 
inquiries  relating  to  their  status  under  the  recent 
Executive  Order  on  Manpower.  This  Execu- 
tive Order  applied  only  to  personnel  wishing  to 
volunteer  as  an  enlisted  man  and  not  to  those 
eligible  for  volunteering  as  an  officer.  Applica- 
tions of  physicians  are  desired  for  existing  vacan- 
cies in  the  ranks  of  Lieutenant  (junior  grade), 
Lieutenant,  and  Lieutenant-Commander.  Physi- 
cians who  have  registered  under  the  Selective 
Service  Act  arid  anticipate  applying  for  com- 
mission in  the  Naval  Reserve  should  know  that 


following  making  an  application  it  takes  two  to 
three  months  for  the  commission  to  be  issued. 
The  Director  of  Naval  Procurement  is  not  per- 
mitted to  request  deferment  of  induction  by  the 
Selective  Service  Board  pending  consideration 
of  a physician’s  application  for  a commission. 

“Physical  examinations  of  applicants  may  be 
had  either  at  this  office;  the  Branch  Office  in 
Buffalo;  Marine  Recruiting  Station,  Syracuse; 
Navy  Recruiting  Station,  Albany;  Navy  Re- 
cruiting Station,  New  Haven;  or  by  Lieutenant 
Commander  G.  P.  Berry,  M.C.,  U.S.N.R. 
Strong  Memorial  Hospital,  Rochester.” 

Page  Northington 
Captain,  M.C.,  U.S.N.R., 
Senior  Medical  Officer 


County  News 


Albany  County 

The  annual  election  of  officers  of  the  count}^ 
medical  society  took  place  at  8:30  p.m.  in  the 
auditorium  of  the  Albany  Pharmacy  College  on 
December  9.  Dr.  John  J.  Phelan,  retiring  presi- 
dent, presided. 

Nominations  were  as  follows:  president, 

Dr.  Morgan  O.  Barrett;  vice-president,  Dr. 
John  B.  Horner;  secretary,  Dr.  Homer  L.  Nelms; 
treasurer,  Dr.  Frances  E.  Vosburgh;  historian, 
Dr.  Emerson  C.  Kelly.  Nomination  usually  is 
tantamount  to  election.* 


At  the  November  meeting  of  the  county  so- 
ciety Dr.  W.  Brandon  Macomber  spoke  on  “Prin- 
ciples of  Plastic  Surgery  and  Their  Application.” 

Broome  County 

At  the  meeting  of  the  county  society  held  in 
the  Binghamton  Club  on  December  8 the  Rev. 
Earle  F.  Anable,  assistant  pastor  of  St.  Thomas 
Aquinas  Church,  spoke  on  “The  Philosophy  of 
Humor.”  A colored  movie  was  shown  through 
the  courtesy  of  Agfa  Ansco,  according  to  a state- 
ment by  Dr.  Frank  M.  Dyer,  public  relations 
chairman. 

The  officers  of  1943  were  elected  and  will  be 
published  in  a subsequent  issue  of  the  Journal. 
The  wives  of  the  members  of  the  society  were 
invited  to  the  dinner  meeting  and  the  wives  of 
those  doctors  absent  in  military  service  were 
guests  of  the  society. 

The  retiring  president  is  Dr.  Elton  R.  Dick- 
son.* 


According  to  the  Endicott  Bulletin,  December 
3: 

A month’s  practice  of  handling  emergency 
cases  through  Ideal  Hospital  has  received  praise 
from  Robert  T.  Johnson,  hospital  superintend- 
ent. 

Under  the  new  setup,  caused  by  shortage  of 
doctors,  persons  needing  emergency  treatment 


are  asked  to  contact  their  regular  physicians. 
If  the  physicians  called  are  not  available,  persons 
then  may  call  Ideal  Hospital  where  they  will 
receive  the  name  and  telephone  number  of  a doc- 
tor who  is  prepared  to  answer  such  calls.  [See 
Broome  County,  December  15  issue.] 

“Majority  of  Greater  Endicott  doctors, 
through  the  Broome  County  Medical  Society, 
have  agreed  to  serve  under  the  new  plan.  Each 
doctor  serves  a regular  period,  during  which 
time  he  is  available  for  all  emergency  calls.” 

Cattaraugus  County 

Dr.  Theodore  J.  Holmlund,  who  has  practiced 
general  medicine  and  surgery  in  Cattaraugus  for 
the  last  twelve  years,  has  opened  an  office  in 
the  Physicians  Building  in  Jamestown  accord- 
ing to  the  Jamestown  Post- Journal,  November  25. 

“Dr.  and  Mrs.  Holmlund,  and  sons,  James,  7, 
and  David,  5,  will  reside  at  101  Ellis  Avenue 

“Dr.  Holmlund  is  a past-president  of  the 
Cattaraugus  Medical  Society. 

“Dr.  Holmlund  tried  for  a commission  in  the 
Army  of  the  United  States  in  June,  but  his  ap- 
plication was  rejected,  due  to  a nonincapacitating 
disability.” 

Dutchess  County 

A regular  meeting  of  the  county  medical 
society  was  held  on  December  9 at  the  Golf 
House,  Hudson  River  State  Hospital,  Pough- 
keepsie. A talking  film  from  the  Lahey  Clinic 
on  the  subject  of  peptic  ulcer  was  shown,  after 
which  there  was  a discussion  by  Drs.  Scott  L. 
Smith  and  R.  H.  Breed. 

At  the  regular  November  meeting  Dr.  Achsa 
M.  Bean,  Major,  Royal  Army  Medical  Corps, 
spoke  on  “Civilian  Military  Medicine  in  Great 
Britain  Today.” 

Dr.  Bean  spoke  informally  of  her  experiences 
in  London,  which  were  extremely  interesting. 
Her  talk  is  printed  in  the  Dutchess  County  Caduc- 
eus  and  we  wish  that  we  had  space  to  reprint  it 
here.  She  began: 

“As  you  probably  know,  Great  Britain  asked 
over  two  years  ago  for  a thousand  American 
67 
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doctors.  At  that  time,  they  wouldn’t  have  any 
talk  of  women.  They  must  be  men.  I got  a 
notice  with  the  first  group  because  I have  a 
strange  first  name  (Achsa),  and  it  led  into  com- 
plications in  Great  Britain  as  well  as  over  here. 
But  they  wouldn’t  take  women  then.  A little 
later — I want  you  to  appreciate  this  story  thor- 
oughly— they  looked  for  the  thousand  men. 
They  didn’t  get  them.  They  got  some.  When  I 
got  to  Great  Britain,  there  were  already  twenty- 
eight  American  men  in  civilian  capacities  and  a 
fair  number  in  the  Royal  Army  Medical  Corps. 
But  when  they  failed  to  get  a thousand  men,  the 
British  Red  Cross  said,  “Well,  we  would  like  to 
get  at  least  ten  women  because  we  couldn’t 
get  a thousand  men.” 

“So  we  went  to  England.  There  are  so  many 
things  one  can  tell.  It  was  a very  wonderful 
year  for  me.  But  I thought  of  the  things  which 
might  interest  you  most,  the  things  in  reference 
to  how  civilian  and  military  medicine  were  or- 
ganized, what  happened  to  the  doctors  when 
war  came  and  what  went  on.  We  were  immedi- 
ately assigned  to  the  Emergency  Medical  Serv- 
ice, and  I can  tell  you  most  about  the  London 
area  where  for  five  months  I worked  in  a civil- 
ian hospital ” 

Erie  County 

Dr.  Harold  F.  R.  Brown,  first  vice-president, 
was  nominated  without  opposition  on  November, 
24  to  succeed  Dr.  Harvey  P.  Hoffman  as  presi- 
dent of  the  Medical  Society  of  the  County  of 
Erie. 

Others  nominated  at  a meeting  in  the  Hotel 
Stat-ler  in  Buffalo  are:  first  vice-president,  Dr. 
John  D.  Naples;  second  vice-president,  Dr. 
Patrick  H.  J.  Buckley;  treasurer  (for  a second 
term),  Dr.  Ralph  M.  De  Graff;  secretary  (for  a 
14th  term),  Dr.  Louise  W.  Beamis-Hood. 

Members  of  the  board  of  censors  (five  to  be 
chosen),  Dr.  Francis  E.  Fronczak,  Dr.  Charles 
W.  Bethune,  Dr.  Eugene  M.  Sullivan,  Dr. 
Elmer  T.  McGroder,  Dr.  John  C.  Brady;  dele- 
gates to  the  State  Society  (eight  to  be  elected), 
Dr.  Joseph  C.  O’Gorman,  Dr.  Alfred  H.  Noehren, 
Dr.  Brady,  Dr.  Harold  M.  Johnson,  Dr.  Thurber 
Le  Win,  Dr.  Norman  C.  Bender,  Dr.  Mary  J. 
Kazmierczak,  Dr.  John  T.  Donovan. 

These  were  nominated  as  chairmen  of  stand- 
ing committees:  Dr.  Edmund  A.  Mackey, 

legislation;  Dr.  John  W.  Kohl,  public  health; 
Dr.  Porter  A.  Steele,  economics;  Dr.  Arthur  F. 
Glaeser,  membership. 

A proposed  amendment  restricting  member- 
ship to  citizens  was  rejected  by  a narrow  margin. 
At  present  physicians  with  first  naturalization 
papers  are  eligible.* 


A special  meeting  to  hear  Dr.  Winthrop  M. 
Phelps,  of  Baltimore,  talk  on  “The  Treatment 
of  Cerebral  Palsies”  was  held  at  Children’s 
Hospital  under  the  auspices  of  its  medical  staff 
on  December  2.  The  meeting  was  open  to  the 
entire  medical  profession. 

Dr.  Phelps,  medieal  director  of  the  Chil- 
dren’s Rehabilitation  Institute,  Baltimore,  is 
recognized  as  the  outstanding  authority  in  the 
United  States  on  cerebral  palsy — the  conditions 

* Asterisk  indicates  item  is  from  local  newspaper. 


of  children  born  with  physical  defects.  He  spent 
the  day  at  the  Children’s  Hospital,  reviewing  the 
work  of  its  cerebral  palsy  clinic  established  a 
year  ago. 

The  meeting  is  part  of  the  Children’s  Hospital 
fiftieth  anniversary  observance.  * 

Essex  County 

From  the  Ticonderoga  Sentinel , December  3, 
the  following  was  clipped: 

“On  Tuesday  evening,  December  1,  a cele- 
bration was  held  in  the  Memorial  Hall  auditor- 
ium in  Mineville  in  honor  of  Dr.  T.  J.  Cummins, 
who  on  that  date  completed  twenty-five  years 
of  service  in  the  Town  of  Moriah. 

An  illuminated  parchment  scroll  was  presented 
to  Dr.  Cummins,  bearing  the  following  inscrip- 
tion: 

1917-1942 

THE  CHARACTER  AND  WORTH 
OF  A MAN  IS  MEASURED  BY 
THE  LOVE, LOYALTY  AND 
CONFIDENCE  OF  HIS  FELLOW 
MEN.  THIS  SCROLL  IS  IN- 
SCRIBED TO  SHOW  OUR  DEEP- 
EST APPRECIATION  TO 
THOMAS  JOSEPH  CUMMINS,  M.D. 

FOR  TWENTY-FIVE  YEARS  OF 
DEVOTED  AND  UNSTINTED 
SERVICE  TO  THE  COMMU- 
NITY ....  AS  AN  EMINENT  PHY- 
SICIAN, A SKILLED  SURGEON, 

AND  AN  EXEMPLARY  CITIZEN. 

FROM 

THE  PEOPLE  OF  THE  TOWN 
OF  MORIAH 
HE  LIVES  TO  SERVE 

“In  addition  to  this  scroll,  various  other 
gifts  included  a complete  desk  and  desk  set  and 
a $1,000  War  Savings  Bond.  Mr.  J.  R.  Linney 
served  as  master  of  ceremonies,  and  introduced 
the  following  speakers:  The  Reverends  A.  C. 

Kenny,  H.  Smith,  and  S.  J.  Wojciechowski. 
The  presentation  was  made  by  Mr.  George  C. 
Foote. 

“A  bouquet  of  flowers  was  also  presented  to 
Mrs.  Cummins. 

“Funds  for  this  occasion  were  contributed 
by  the  residents  of  the  Town  of  Moriah.” 

Genesee  County 

Dr.  Ward  B.  Manchester,  of  Batavia,  was 
named  president  of  the  county  medical  society  to 
succeed  Dr.  Raymond  L.  Warn,  of  Oakfield, 
at  a meeting  at  the  Batavia  Club  on  December  3. 
Dr.  I.  A.  Cole,  of  Batavia,  was  chosen  vice-presi- 
dent, and  Dr.  Peter  J.  Di  Natale  was  renamed 
secretary  and  treasurer. 

Dr.  Herman  E.  Pearse,  of  Strong  Memorial 
Hospital,  Rochester,  spoke  on  “Biliary  Tract 
Diseases,  Their  Diagnosis  and  Treatment.”* 

Herkimer  County 

“Lieut.  H.  Dan  Vickers,  U.S.N.,  past-presi- 
dent of  the  Herkimer  County  Medical  Society, 
is  back  in  the  country  after  serving  in  the  North 
African  campaign,  it  was  learned  today,”  said 
the  Herkimer  Telegram  on  November  30. 

“The  former  Little  Falls  doctor  has  joined 
his  wife,  the  former  Frances  Steel,  of  Utica,  at 
Roanoke,  Virginia. 

“In  a letter  received  this  weekend  by  Mannie 
Feldman,  Lieut.  Vickers  told  of  serving  on 
board  a ship  off  the  African  coast  on  Armistice 
day. 

“While  the  letter  did  not  mention  the  Afri- 
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can  invasion,  friends  here  believed  Lieut.  Vickers 
might  have  been  in  the  thick  of  the  fighting. 

‘I  am  somewhere  on  the  African  coast — just 
recovering  from  a few  days  of  work,’  he  wrote. 

“The  phrase  indicated  he  may  have  cared  for 
casualties  resulting  from  the  invasion.” 

Livingston  County 

Dr.  Charles  T.  Mann  of  Caledonia,  is  acting 
as  assistant  to  Dr.  Homer  T.  Bull  until  Dr.  Bull 
is  called  for  service,  when  Dr.  Mann  will  take 
over  the  office  practice. 

Dr.  Mann  studied  at  Strong  Memorial  Hos- 
pital and  interned  at  the  Flower  Hospital  in 
New  York.  Since  July  1 he  has  been  resident 
physician  at  Mary  McClellan  Hospital  in  Cam- 
bridge. Dr.  and  Mrs.  Mann  will  make  their  home 
in  Geneseo.  * 


The  Dansville  Express , December  3,  said  that 
“Dr.  Simon  King  was  appointed  Town  Health 
Officer  of  North  Dansville,  at  a recent  monthly 
meeting  of  the  Town  Board,  succeeding  Dr. 
Alden  J.  Townsend,  resigned,  who  has  entered 
military  service.  Dr.  King  will  complete  the 
unexpired  term  of  Dr.  Townsend  or  serve  until 
his  return.” 

Monroe  County 

Dr.  Fred  W.  Stewart  of  the  Memorial  Hos- 
pital in  New  York  City  spoke  at  the  regular 
meeting  of  the  Rochester  Academy  of  Medicine, 
on  December  1,  on  “Chronic  Atrophic  Gastritis 
and  Gastric  Cancer,”  according  to  the  Bulletin. 

The  work  at  the  Memorial  Hospital  on  the 
relationship  between  diet,  diet  deficiencies, 
gastritis,  and  the  production  of  cancer  is  reported 
to  be  very  interesting.  It  is  a privilege  to  hear 
Dr.  Stewart. 

At  the  January  meeting  a round-table  dis- 
cussion on  “Tetanus”  is  to  be  presented.  Later 
in  the  season  “Poliomyelitis”  and  the  Sister 
Kenny  treatment  will  be  discussed. 


The  annual  meeting  of  the  county  society 
was  held  on  December  15.  The  officers  elected 
at  this  meeting  will  be  published  in  a later  issue 
of  the  Journal. 

Dr.  George  W.  Cottis,  president,  Medical 
Society  of  the  State  of  New  York,  was  the  guest 
speaker  at  the  meeting. 


“Two  Months  in  England”  is  the  subject  of 
an  interesting  article  in  the  November  Bulletin 
and  its  author  is  Dr.  William  A.  Sawyer.  Speak- 
ing of  the  English  people  he  says:  “They 

have  become  quite  fatalistic.  They  go  about 
their  life  believing  everything  will  be  all  right 
until  the  bomb  with  their  name  on  it  comes 
along.  There  seems  to  be  no  doubt  in  their 
minds  as  to  the  final  outcome  and  they  are  most 
appreciative  of  our  partnership  with  them. 
If  they  do  not  show  the  same  hectic  effort  some 
of  our  people  display,  it  is  because  they  have  been 
at  it  a couple  of  years  and  have  settled  themselves 
for  a long,  steady  pull.  To  them  it  is  a marathon 
race  instead  of  a hundred-yard  dash.” 


New  York  County 

The  following  officers  were  elected  at  the  an- 
nual meeting  held  on  November  23: 

President-Elect..  Conrad  Berens,  M.D. 

First  Vice-Presi- 


dent  Francis  N.  Kimball,  M.D. 

Second  Vice- 

President Roy  B.  Henline,  M.D. 

Secretary B.  Wallace  Hamilton,  M.D. 

Assistant  Secre- 
tary  Beverly  C.  Smith,  M.D. 

Treasurer Fenwick  Beekman,  M.D. 

Assistant  Treas- 
urer  John  Carroll,  M.D. 

Censors  (for 


three  years).. . Harold  B.  Davidson,  M.D. 

Howard  C.  Taylor,  Jr.,  M.D. 

Chairman,  Com. 

on  Legislation  John  B.  Laurieella,  M.D. 
Chairman,  Com. 
on  Public  Re- 


lations  John  DeP.  Currence,  M.D. 

Chairman,  Com. 
on  Medical 

Economics William  B.  Rawls,  M.D. 

Chairman,  Com. 
on  Member- 
ship  Carl  Binger,  M.D. 

Trustee  (for  five 

years) Maximilian  A.  Ramirez,  M.D. 


Delegates  to  the 
Medical  So- 
ciety of  the 
State  of  New 
York  (for  two 

years) Horace  Ayers,  M.D. 

Albert  A.  Cinelli,  M.D. 

B.  Wallace  Hamilton,  M.D. 
Alfred  M.  Heilman,  M.D. 
David  J.  Kaliski,  M.D. 

Francis  N.  Kimball,  M.D. 
Peter  Murray,  M.D. 

Maurice  C.  O’Shea,  M.D. 

Ada  Chree  Reid,  M.D. 

Beverly  C.  Smith,  M.D. 

Delegate  to  the 
Medical  So- 
ciety of  the 
State  of  New 
York  (for  one 

year) Samuel  M.  Kaufman,  M.D. 


The  interesting  item  below  was  recently- 
printed  in  the  Journal  of  the  New  York  County 
Society. 

NEW  YORK  PHYSICIANS  EDIT  “DAILY  SPAEF*' 
New  York  physicians  are  prominent  on  the  staff  of  the 
Daily  Spaef,  service  newspaper  of  the  South  Pacific 
American  Expeditionary  forces.  Lieutenant-Commander 
Albert  S.  Hyman  is  editor-in-chief  and  the  editorial  board 
includes  Lieutenant-Commander  David  I.  Arbuse,  Lionel 
H.  Auster,  Hammond  Moody,  George  W.  Cramp,  and 
Henry  H.  Kessler. 

These  physicians  are  part  of  an  advance  naval  base, 
with  a large  staff  of  specialists  and  hospital  corpsmen, 
in  the  Southern  Pacific.  Commander  Hyman  is  medical 
executive  officer  and  chief  of  medicine  of  the  outfit; 
George  W.  Cramp,  of  Methodist  Hospital,  Brooklyn,  is 
chief  of  x-ray;  Hammond  Moody,  of  French  Hospital, 
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is  chief  of  genitourinary  surgery;  David  I.  Arbuse,  of 
Mount  Sinai  Hospital,  is  chief  of  neuropsychiatry,  and 
Henry  H.  Kessler,  of  Newark  Beth  Israel  Hospital,  is 
chief  of  orthopaedic  surgery.  The  work  of  this  outfit 
consists  of  handling  the  casualties  occurring  in  the  South 
Pacific  area  of  action.  Results  have  been  extraordinarily 
good  and  compare  favorably  with  the  figures  of  any  hos- 
pital in  New  York. 

The  Daily  Spaef  is  published  in  a tent,  often  in  the 
midst  of  naval  activities.  Its  editors,  and  indeed  all  of 
the  members  of  the  outfit,  are  eager  for  mail  from  home 
and  for  the  Journal,  which  is  their  “only  contact”  with 
their  former  life  as  “just  plain  civilian  doctors.” 


Dr.  Bernard  Sachs,  past-president  of  the 
New  York  Academy  of  Medicine,  and  one  of  the 
world’s  leaders  in  neurology,  was  honored  in 
November  at  a special  ceremony  at  the  Mount 
Sinai  Hospital  in  tribute  to  his  “sixty  years  of 
participation  in  the  progress  of  medicine.”  Two 
hundred  neurologists  and  psychiatrists  attended 
the  ceremony,  at  which  Dr.  Foster  Kennedy, 
chief  of  the  Neurological  Service  at  Bellevue 
Hospital,  presided.* 


The  World-Telegram , New  York  City,  recently 
carried  a special  feature  story  on  Dr.  Howard 
Lilienthal — “brisk  and  advanced  at  81,”  the 
reporter  described  him.  He  recalled  in  the 
interview  the  hearty  old  days  when  he  saw  a 
celebrated  surgeon  sharpen  a scalpel  by  strop- 
ping it  on  his  shoe  in  the  midst  of  a critical 
operation  and  often  saw  another  hold  the  knife 
in  his  teeth  between  cuts,  as  well  as  other  inter- 
esting incidents  in  his  early  years  of  practicing 
medicine. 

Dr.  Lilienthal  was  a surgeon  on  the  staff  of 
Mt.  Sinai  Hospital  for  forty-eight  years.  The 
hospital  is  now  having  its  90th  anniversary  ex- 
hibit and  planning  a celebration  in  honor  of  its 
500,000th  patient. 

Queens  County 

Medical  society  officers  elected  on  November 
24  to  serve  during  1943  are  as  follows:  presi- 
dent-elect, W.  Guernsey  Frey,  Jr.,  M.D.; 
secretary,  Ezra  A.  Wolff,  M.D.;  assistant  secre- 
tary, Leo  Goldberg,  M.D.;  treasurer,  John  J. 
Sheehy,  M.D.;  assistant  treasurer,  Arthur  A. 
Fischl,  M.D.;  historian,  Joseph  S.  Thomas, 
M.D.;  directing  librarian,  Alfred  Angrist,  M.D.; 
assistant  directing  librarian,  Sol  Axelrad,  M.D. ; 
trustees,  Goodwin  A.  Distler,  M.D.,  James 
R.  Reuling,  M.D.,  and  Joseph  Wrana, 
M.D.;  censors  (Third  District) — Daniel  Swan, 
M.D.,  (Fourth  District) — Meyeron  Coe,  M.D., 
(Fifth  District) — Louis  Sarrow,  M.D.,  (at 
large) — Henry  A.  Reisman,  M.D.;  delegates, 
W.  Guernsey  Frey,  Jr.,  M.D.,  and  H.  P. 
Mencken,  M.D.;  alternates,  Morris  Bender, 
M.D.,  Frank  Cerniglia,  M.D.,  and  Arthur  A. 
Fischl,  M.D. 

Schenectady  County 

Dr.  William  F.  Nealon  was  elected  president 
of  the  county  medical  society  at  the  annual 
meeting  on  December  3 at  the  Mohawk  Golf 
Club.  He  succeeds  Dr.  Joseph  H.  Cornell. 

Dr.  Charles  F.  Rourke  was  elected  vice-presi- 


dent, the  position  formerly  held  by  Dr.  Nealon, 
and  Dr.  Nelson  H.  Ruse  was  elected  secretary  to 
replace  Dr.  Gomer  Richards.  Dr.  Alfred  S. 
Grussner,  who  assumed  the  office  of  treasurer 
when  Dr.  Raymond  H.  Warner  was  called  into 
active  service,  was  named  to  that  office. 

Dr.  Cornell,  Dr.  Harry  E.  Reynolds,  and  Dr. 
William  L.  Fodder  were  elected  to  the  board  of 
censors.  Dr.  F.  Leslie  Sullivan  was  elected 
delegate  to  the  state  organization  with  Dr. 
Rourke  as  alternate  and  Dr.  Beverly  L.  Vosburgh 
was  elected  delegate  to  the  fourth  District  branch 
with  Dr.  Ralph  D.  Reid  as  alternate.  Dr.  E. 
MacDonald  Stanton  was  elected  to  the  com- 
pensation committee. 

The  meeting  followed  a dinner.  Entertain- 
ment followed  the  meeting.  * 


“A  portable  emergency  medical  field  set  for 
use  by  physicians  in  case  of  bombings,  sabotage, 
or  other  emergencies  was  presented  to  Dr. 
James  M.  Blake,  chief  of  the  emergency  medical 
service  of  Schenectady  County  on  December  7 
at  the  Schenectady  County  Tuberculosis  hos- 
pital, Glenridge  Road,  by  Dr.  Joseph  Peter 
Hoguet,  national  medical  director  of  the  Medical 
and  Surgical  Relief  Committee  of  America. 
This  is  the  second  set  presented  by  the  commit- 
tee to  Schenectady  defense  officials  and  the 
fifty-third  to  various  officials  in  New  York  State. 

“The  presentation  marked  the  official  open- 
ing of  a week’s  drive  throughout  the  county  for 
the  collection  of  surplus  medical  and  surgical 
supplies  and  for  funds  to  purchase  additional 
sets  for  the  U.S.  coast  guard  and  emergency  sta- 
tions in  target  areas  throughout  the  United 
States  and  Alaska. 

“The  name  of  any  individual  or  group  who 
contributes  the  cost  of  a set  ($110)  will  be  in- 
scribed on  a name  plate  affixed  to  the  set. 

“The  drive  was  conducted  under  the  joint 
auspices  of  the  Emergency  Medical  Service  of 
Schenectady  County  Medical  Society  under  the 
direction  of  Dr.  Blake,  Mrs.  Charles  F.  Rourke, 
and  Mrs.  William  M.  Mallia.* 

Schoharie  County 

Dr.  Ward  L.  Oliver,  prominent  Cobleskill 
physician,  has  been  appointed  district  medical 
officer  of  the  Health  Preparedness  Commission 
of  the  New  York  State  War  Council,  it  was  re- 
cently announced  in  a local  newspaper. 

He  will  be  stationed  in  Albany  and  will  direct 
the  emergency  services  in  twenty-five  counties 
of  the  northern  district  of  the  office  of  civilian 
protection.  He  reported  for  duty  December  1.* 

Tioga  County 

The  annual  meeting  of  the  county  medical 
society  was  held  in  November  following  a dinner 
meeting  at  the  Green  Lantern  Inn,  Owego,  New 
York. 

The  minutes  of  the  October  meeting  were  read 
and  approved. 

The  panel  for  officers  for  1943  was  read. 
There  were  no  additional  nominations.  Dr. 
Moulton  moved  and  Dr.  Johnson  seconded  that 
one  ballot  be  cast  for  the  panel  nominated,  car- 
ried and  the  following  officers  declared  elected  for 
1943:  president,  J.  B.  Schamel,  M.D.;  vice 
president,  H.  L.  Knapp,  Jr.,  M.D.;  secretary 
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treasurer,  I.  N.  Peterson,  M.D.;  delegate,  C.  S. 
Johnson,  M.D.;  alternate,  F.  Shaw,  M.D.;  cen- 
sors, Drs.  F.  A.  Carpenter,  F.  H.  Spencer,  and  J. 
Jakes. 

Dr.  Johnson  discussed  the  available  courses  for 
Postgraduate  Education. 

There  was  no  unfinished  business. 

A letter  from  Dr.  Mitchell  was  read  and  the 
president  appointed  Dr.  Moulton  to  act  as 
chairman  of  the  School  Health  Service  Commit- 
tee and  Dr.  Hartnagle  as  chairman  of  the  Tuber- 
culosis Committee  as  subcommittee  imder  the 
Public  Health  Committee. 

Dr.  Hugh  Gregory,  superintendent  of  Bing- 
hamton State  Hospital,  spoke  to  the  society  on 
“Problems  in  Psychiatry  in  Wartime.”  A 
round-table  discussion  with  questions  and 
answers  was  then  held. — I.  N.  Peterson,  M.D., 
Secretary. 

Washington  County 

The  Glens  Falls  Times  of  December  3 said  that 
“Dr.  Silas  J.  Banker  was  in  Albany  recently  to 
attend  the  meeting  of  the  county  secretaries  of 
the  New  York  State  Medical  Association. 
In  the  absence  of  Dr.  D.  M.  Vickers,  of  Cam- 
bridge, Dr.  Banker  represented  Washington 
County  at  the  meeting.  Dr.  Banker  was  secre- 
tary of  the  Washington  County  Medical  Society 
for  thirty  years.” 

Westchester  County 

In  the  December  issue  of  the  Westchester 


Medical  Bulletin  the  following  announcement 
was  made : 

“OUR  OBLIGATION  TO  OUR  COLLEAGUES  IN 
THE  SERVICE 

If  you  are  a member  of  the  society,  you  will  find  en- 
closed with  this  Bulletin  a poster  entitled  “Our  Obliga- 
tion” which  you  are  requested  to  sign  and  display  in 
your  office  or  waiting  room.  This  is  one  of  a number  of 
steps  taken  or  anticipated  by  the  county  medical  society 
in  an  effort  to  preserve,  as  far  as  is  practicable,  the 
clientele  and  professional  contacts  of  our  colleagues  in 
service. 

The  poster  merely  expresses  to  those  of  your  patients 
who  formerly  were  attended  by  a doctor  now  in  service 
the  hope  that  they  will  resume  their  former  relationship 
with  your  colleague  when  he  returns  from  military  serv- 
ice. It  is  hoped  that  you  will  cooperate  in  this  effort  by 
displaying  this  poster. 

Also  in  the  Bulletin  we  found  this  interesting 
item: 

“Major  Robert  Lateiner  of  the  Medical 
Corps  of  the  U.S.  Army  Air  Forces,  formerly  of 
New  Rochelle,  is  the  author  of  a thrilling  story 
of  the  evacuation  by  air  of  the  European  residents 
of  Burma  during  the  occupation  of  that  country 
by  the  Japanese.  The  article  entitled,  “The 
Heroism  of  Burma’s  Dunkirk,”  appeared  first  in 
Cosmopolitan  of  November,  1942,  and  was  re- 
printed the  same  month  in  the  Reader’s  Digest  for 
November,  1942.  Major  Lateiner  has  been  in 
active  service  since  November,  1940.” 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Raymond  C.  Almy 

60 

Syracuse 

November  29 

Auburn 

Giuseppe  Carlucci 

74 

N.  Y.  Univ. 

December  11 

Rochester 

Francis  J.  Carr,  Sr. 

79 

Niagara 

December  10 

Buffalo 

Carter  J.  Crippen 

90 

Michigan 

November  12 

Constable 

William  J.  Dougherty 

65 

Bellevue 

November  26 

Yonkers 

John  D.  W.  DuMond 

77 

Bellevue 

March  9 

Olive  Bridge 

Thomas  W.  Hastings 

69 

Johns  Hopkins 

December  5 

Kinderhook 

Fred  S.  Heimer 

61 

Baltimore  Med. 

November  27 

Unadilla 

Edward  Joslin 

75 

Albany 

November  24 

Whitehall 

Philip  Simerman 

53 

L.I.C.  Hospital 

October  23 

Bronx 

Louis  E.  Slayton 

80 

Vermont 

November  29 

Spencerport 

Samuel  G.  Tracy 

75 

Bellevue 

December  7 

Manhattan 

Clarence  D.  Vrooman 

82 

Albany 

November  24 

Ellenville 

Hospital  News 


Louis  H.  Pink  Named  President  of  Three-Cents-A-Day  Hospital  Plan 


ASSOCIATED  Hospital  Service  of  New  York 
has  announced  the  election  of  Louis  H. 
Pink,  New  York  State  Superintendent  of  In- 
surance since  1935,  as  president  of  the  non- 
profit three-cents-a-day  plan  which  protects 
1,300,000  New  Yorkers  against  unforeseen 
hospital  bills. 

Mr.  Pink  will  fill  the  vacancy  created  on 
October  22  by  the  death  of  Dr.  S.  S.  Goldwater. 

Long  experienced  in  social,  educational,  and 
charitable  activities,  Mr.  Pink  will  assume  his 
new  duties  at  the  moment  Associated  Hospital 
Service  of  New  York  is  devoting  its  effort  toward 
large-scale  cooperation  with  Community  Medi- 
cal Care,  Inc.,  which  extends  similar  low-cost 
rotection  to  subscribers  of  Associated  Hospital 
ervice  against  surgical  expense  up  to  $150  at  a 
cost  of  a few  cents  a day. 

Mr.  Pink  has  been  connected  with  the  State 
Insurance  Department  for  ten  years.  He  has 
been  Superintendent  of  Insurance  for  seven  and  a 
half  years,  which  is  the  longest  term  one  man  has 
filled  that  office  since  the  first  superintendent, 
William  Barnes,  served  for  ten  years,  beginning 
in  1859. 

Recently  Mr.  Pink  has  been  serving  as  co- 
ordinator between  state  insurance  commissioners 
and  the  Federal  government  in  trying  to  bridge 
the  gap  between  government  and  private  war 
damage  insurance. 

He  is  chairman  of  the  board  of  the  National 
Public  Housing  Conference,  member  of  the 
executive  committee  of  the  National  Association 
of  Insurance  Commissioners,  and  vice-chairman 
of  the  board  of  trustees  of  St.  Lawrence  Univer- 
sity. 

Mr.  Pink  will  be  assisted  by  the  present  officers 
of  the  Associated  Hospital  Service  of  New  York. 


They  include  David  H.  McAlpin  Pyle,  chairman 
of  the  executive  committee;  Frank  Van  Dyk, 
vice-president  in  charge  of  enrollment  and  sub- 
scriber relations;  Dr.  Paul  Keller,  vice-president 
and  medical  director;  Paul  G.  Drescher,  vice- 
president  and  comptroller;  Harry  Sesan,  vice- 
president  and  auditor;  Allen  B.  Thompson, 
vice-president  and  actuary;  and  James  de 
Socarras,  secretary.  He  has  been  treasurer  of 
the  New  York  Child  Labor  Committee  for  many 
years.  He  was  appointed  to  the  State  Housing 
Board  in  1927  by  Governor  Alfred  E.  Smith  and 
later  became  chairman  of  the  board.  It  was 
his  work  with  the  Housing  Board  that  made  him 
first  choice  for  the  State  Insurance  position. 

He  takes  over  the  leadership  of  Associated 
Hospital  Service  of  New  York  at  a time  when 
living  costs,  income  taxes,  and  other  expenses 
make  protection  against  the  cost  of  hospital  and 
surgical  care  doubly  important  to  the  average 
American.  Seventy-six  hospital  service  organi- 
zations using  the  Blue  Cross  Plan  have  been 
created  throughout  the  country  and  are  now 
affording  protection  to  10,000,000  Americans. 
Associated  Hospital  Service  of  New  York  is  the 
largest  of  these  nonprofit  groups. 

On  October  31,  1942,  the  New  York  Plan, 
although  not  yet  eight  years  old,  had  assets  of 
$9,894,082.99.  In  addition  to  a voluntary 
$2,000,000  reserve  for  epidemics  and  other 
possible  emergencies,  it  had  a surplus  of  $5,121,- 
865.19  for  protection  of  its  subscribers. 

Since  its  formation  in  1935,  the  organization 
has  paid  more  than  $37,000,000  to  the  hospitals 
that  care  for  its  subscribers,  of  whom  approxi- 
mately 400  are  admitted  daily  to  hospitals. 
Last  year’s  payments  alone  amounted  to  almost 
$7,000,000. 


Decrease  in  Insane  Pa 

FOR  the  first  time  in  fifty  years  since  New 
York  State  assumed  care  of  the  insane,  the 
rate  of  increase  in  the  number  of  patients  in 
residence  in  civil  State  hospitals  has  not  only 
been  halted,  but  the  number  is  decreasing, 
Governor  Lehman  was  recently  informed  by  the 
Temporary  Commission  on  State  Hospital 
Problems,  which  he  named  on  November  9, 
1940,  to  survey  the  continually  growing  popula- 
tion of  these  nineteen  institutions. 

Members  of  the  Commission,  headed  by 
Homer  Folks,  its  chairman,  have  submitted  a 
progress  report  on  the  survey  of  the  Commission 
and  the  successful  steps  which  it  recommended, 
initiated,  and  helped  the  State  Department  of 
Mental  Hygiene  and  the  State  hospitals  to  put 
into  effect  to  check  the  yearly  increase  in  the 
number  of  insane  requiring  institutional 
care. 

The  Commission  not  only  reported  that  it  is 
possible  to  reduce  the  number,  but  that  this 
actually  has  been  accomplished. 

A high  light  of  the  report  was  that  during  the 


snts  in  State  Hospitals 

four  months  ending  November  1 this  year,  the 
number  of  patients  in  residence  in  hospitals  had 
for  the  first  time  decreased.  The  Commission 
believes  that  if  the  psychiatric  and  social  service 
personnel  of  the  hospitals  is  not  too  seriously 
depleted  by  war,  the  number  may  be  kept  down, 
and  even  further  decreased. 

The  report  stressed  as  the  chief  factors  in  the 
notable  decrease  the  increase  in  and  the  earlier 
use  of  parole,  the  boarding  out  of  larger  numbers 
of  carefully  selected  patients  in  family  homes, 
and  progress  in  testing  and  using  new  methods 
of  shock  treatment.  The  survey  was  made 
with  the  full  cooperation  of  the  State  Depart- 
ment of  Mental  Hygiene  and  the  hospitals. 

In  appointing  the  Commission,  the  Governor 
stated  that  the  annual  increase  had  averaged 
2,392  patients  a year  for  the  last  ten  years.  To 
provide  beds  for  the  steadily  increasing  patient 
population,  the  State  has  spent  large  sums  both 
from  current  appropriations  and  bond  issues,  but 
without  ever  being  able  to  eliminate  overcrowd- 
ing which,  at  times,  has  been  as  high  as  35  per 


January  1,  1943] 


HOSPITAL  NEWS 


73 


cent  in  excess  of  the  rated  capacity  of  the  hos- 
pitals, and  is  at  present  about  15  per  cent. 

Additional  subjects  that  still  need  study  were 
listed  as  follows: 

The  system  of  records  and  reports  in  regard 
to  patients;  admissions;  the  bearing  of  syphilis 
control  measures  on  the  future  population  of 
State  hospitals;  research  as  to  possible  relation- 
ships of  inadequate  nutrition  to  mental  illness; 
and  vocational  training,  adjustment,  and  em- 
ployment of  patients  after  parole  or  discharge. 

Mr.  Folks  emphasized  that  successful  operation 
of  parole  and  family  care  requires  care  in  the 
selection,  supervision,  and  follow-up  of  patients 
returned  to  the  community. 

Members  of  the  Commission 

The  Commission  appointed  by  the  Governor 
consisted  of  Homer  Folks,  secretary  of  the  State 
Charities  Aid  Association,  as  chairman;  Stanley 
P.  Davies,  Ph.D.,  executive  director  of  the 
Community  Service  Society  of  New  York,  whom 
the  Commission  appointed  as  its  vice-chairman; 
Dr.  Clarence  O.  Cheney,  medical  director  of  the 
Westchester  Division  of  the  New  York  Hospital; 
Miss  Hester  B.  Crutcher,  director  of  Psychiatric 
Social  Work,  State  Department  of  Mental  Hy- 
giene; Dr.  Lawrence  Kolb,  of  the  U.S.  Public 
Health  Service;  Dr.  Nolan  D.  C.  Lewis,  director, 
New  York  State  Psychiatric  Institute  and  Hos- 
pital; Dr.  Frederick  W.  Parsons,  former  com- 
missioner of  Mental  Hygiene;  Dr.  William  L. 
Russell,  consulting  psychiatrist,  Payne  Whitney 
Psychiatric  Clinic,  New  York;  Dr.  George  S. 
Stevenson,  medical  director,  National  Com- 
mittee for  Mental  Hygiene;  Dr.  William  J. 
Tiffany,  commissioner  of  mental  hygiene,  and 
Dr.  Karl  Bowman,  of  Bellevue  Hospital,  who 
removed  to  California  in  November,  1941. 

Miss  Katharine  G.  Ecob,  executive  secretary 
of  the  State  Committee  on  Mental  Hygiene  of 


the  State  Charities  Aid  Association,  served  as 
secretary  of  the  Commission,  and  Miss  Edith 
Holloway,  formerly  assistant  director  of  the 
Family  Welfare  Association  of  the  District  of 
Columbia,  as  assistant  secretary. 

The  Commission  created  a Committee  on 
Newer  Modes  of  Treatment,  headed  by  Dr. 
Nolan  D.  C.  Lewis  as  chairman,  and  a Committee 
on  Parole  and  Family  Care,  with  Stanley  P. 
Davies  as  chairman. 

Dr.  Frank  F.  Tallman,  director  of  clinical 
psychiatry  at  the  Rockland  State  Hospital,  was 
detailed  to  the  Commission  as  director  of  its 
Committee  on  Parole  and  Family  Care,  and 
served  until  he  accepted  a position  in  Michigan. 
He  was  succeeded  on  the  Commission’s  staff  by 
Dr.  Neil  D.  Black,  of  the  Marcy  State  Hospital. 

Miss  Holloway  made  for  the  Commission  “A 
Study  of  Social  Services  to  Paroled  Patients  from 
Rockland  State  Hospital,”  and  Miss  Sue  H. 
Mason,  of  the  staff  of  the  Brooklyn  Bureau  of 
Charities,  “A  Study  of  Social  Service  to  State 
Hospital  Patients  Paroled  in  New  York  City.” 
The  Commission’s  report  stated  that  the  pur- 
pose of  these  two  special  studies  was  to  throw 
light  on  the  value  of  adequate  social  service  in 
handling  paroled  patients  and  to  better  organi- 
zation of  parole  in  New  York  City.  They  in- 
cluded extremely  interesting  outlines  of  case 
histories  in  which  the  friendly  and  sustained 
interest  of  social  workers  was  a dynamic  factor 
in  the  rehabilitation  of  patients. 

Dr.  Benjamin  Malzberg,  of  the  Statistical 
Bureau  of  the  State  Department  of  Mental 
Hygiene,  was  loaned  to  the  Commission  to  study 
extensive  (but  as  yet  incomplete)  data  on  the 
results  of  insulin  and  other  shock  treatments  in 
the  State  hospitals,  and  a detailed  memorandum 
from  him  on  the  subject  was  included  as  an 
“Appended  Paper”  with  the  Commission’s 
report. 


Improvements 


The  bed  capacity  at  Nathan  Littauer  Hospital 
in  Gloversville  will  be  increased  about  thirty  in 
order  to  meet  the  steadily  increasing  demand  for 
local  hospital  facilities,  it  was  announced  at  a 
meeting  of  the  board  of  directors,  held  in  Novem- 
ber. This  would  boost  the  beds  from  150  to  180. 

Increasing  the  present  capacity  of  the  hospital 
can  be  accomplished,  hospital  authorities  said,  by 
utilizing  now  unused  space.  Thus,  it  will  not 
be  necessary  actually  to  enlarge  the  building. 

It  was  stated  that  the  minor  changes  neces- 
sary to  make  available  this  additional  space 
would  cost  only  a few  hundred  dollars.  Im- 
mediate steps  are  being  taken  to  accomplish  this 
enlargement. 

This  is  the  second  time  in  about  two  years 
that  it  has  been  necessary  to  expand  the  bed 
capacity  at  the  hospital.* 


Sidney  Hospital  construction  is  progressing 
rapidly  and  it  is  hoped  that  on  or  about  February 
1 it  will  be  ready  for  use.  This  has  been  made 
possible  by  government  funds  of  SI 33, 000,  a 
bond  issue  in  the  town  of  Sidney  of  S35,000,  and 

* Asterisk  indicates  that  item  is  from  local  newspaper. 


by  funds  raised  by  a campaign  conducted  in 
the  Scintilla  plant  by  the  Employees  Ignition 
Association,  and  a house-to-house  canvass  made 
by  the  women  of  Sidney  and  Sidney  Center. 
However,  it  is  necessary  to  raise  a little  over 

55.000  in  order  to  assure  the  opening  by  Febru- 
ary 1. 

In  addition  to  these,  a substantial  donation  of 

510.000  has  been  made  by  the  Scintilla  plant, 
$2,000  by  the  Unadilla  Silo  Company  of  Unadilla, 
and  several  smaller  donations  of  $300  or  more  by 
interested  people  in  and  around  Sidney.* 


The  Veterans’  Memorial  Hospital  in  Ellen- 
ville  has  recently  received  from  the  Davella  Mills 
Foundation  a contribution  for  the  purchase  of 
new  and  additional  equipment  in  the  sum  of 
$1,000.  This  contribution  was  received  through 
the  efforts  of  Miss  Elizabeth  Keeler,  a former 
resident  of  this  village  and  daughter  of  Mrs. 
Addie  Emhoudt.* 


The  Amot-Ogden  Hospital  in  Elmira  has 
opened  an  unused  section,  with  beds  for  21 
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patients,  including  eleven  private  rooms  and 
two  semiprivate  rooms  of  five  beds  each. 

St.  Joseph’s  Hospital  has  reopened  the  sixth 
floor  with  accommodations  for  26  patients. 

The  Arnot-Ogden  floor  is  furnished  with  new 
equipment  for  which  Superintendent  William  D. 
Entley  began  negotiating  last  May.* 


The  Hubbard  Tank,  device  for  the  treatment 
of  infantile  paralysis,  is  now  in  use  at  Albany 
Hospital  for  all  chronic  polio  patients  in  the 
county. 

Also  available  to  other  crippled  children,  the 
tank  was  dedicated  on  November  19  by  members 
of  the  Albany  Chapter  of  the  National  Founda- 
tion for  Infantile  Paralysis  and  the  Alban}' 


Association  for  the  After-Care  of  Infantile 
Paralysis,  Mayor  Corning,  and  hospital  officials. 

The  stainless  steel  tank  was  purchased  for  the 
hospital  by  the  county  chapter  of  the  National 
Foundation  with  part  of  the  funds  raised  in  the 
campaign  last  J anuary . Installation  and  operat- 
ing costs  are  being  paid  by  the  hospital.  The 
city  will  pay  the  salary  of  a physiotherapist. 
The  After-Care  Association  has  donated  its 
ambulance,  with  driver  and  orderly,  to  carry 
patients  to  and  from  the  hospital.  * 


According  to  the  Utica  Press,  December  7, 
the  new  federal  hospital  there  “must  be  built  bv 
April  15.” 


Newsy  Notes 


The  Department  of  Hospitals  in  New  York 
City  has  put  into  effect  a series  of  pay  increases 
for  employees  in  the  lower-paid  categories. 
Commissioner  Edward  M.  Bernecker  has  posted 
annoim cements  revealing  his  pleasure  at  being 
able  to  do  something  toward  eliminating  the 
important  grievance  of  low  salaries. 

Here  is  the  new  schedule: 

Nurses,  previously  earning  $900  and  $1,260  a 
year,  get  an  increase  of  $150,  or  an  additional 
$3  a week  in  the  pay-check. 

Hospital  helpers,  previously  earning  $480  with 
maintenance  and  $780  without  maintenance,  get 
an  additional  $120. 

Hospital  attendants,  earning  $540  with  main- 
tenance and  $480  without  maintenance  get  an 
additional  $120  a year. 

Practical  nurses — same  schedule  as  hospital 
attendants. 

Laundry  workers — same  schedule  as  hospital 
attendants. 

Cooks,  previously  earning  $960  with  main- 
tenance and  $1,200  without  maintenance,  an 
additional  $150  a year. 

Others  getting  salary  raises  of  $120  a year  are 
seamstresses,  barbers,  and  tailors.* 


The  new  line-up  of  promotions  and  war  leaves 
among  the  top-ranking  people  in  the  New  York 
City  Department  of  Hospitals,  effective  Decem- 
ber 1,  are  as  follows: 

Dr.  Israel  Magelaner,  medical  superintendent 
of  Harlem  Hospital,  to  medical  superintendent 
of  Kings  County  Hospital,  for  the  duration,  in 
place  of  Dr.  Emanuel  Giddings,  who  has  become 
a colonel  in  the  Army. 

Dr.  Emanuel  Lifshutz,  deputy  medical  super- 
intendent at  Kings  County,  to  medical  super- 
intendent at  Harlem  Hospital,  in  place  of  Dr. 
Magelaner. 

Dr.  Alexander  Kruger,  medical  superintendent 
of  Lincoln  Hospital,  to  medical  superintendent 
of  Metropolitan  Hospital,  in  place  of  Dr.  I. 
Herbert  Scheffer,  who  has  become  a major  in 
the  Army. 

Dr.  Henry  W.  Kelbe,  deputy  medical  super- 
intendent of  Metropolitan  Hospital,  to  medical 
superintendent  of  Lincoln  Hospital,  in  place  of 
Dr.  Kruger. 


Dr.  Stephen  H.  Ackerman,  medical  super- 
intendent of  Fordham  Hospital,  to  medical 
superintendent  of  Coney  Island  Hospital,  in 
place  of  Dr.  R.  A.  Wyman,  who  has  become  a 
major  in  the  Army’s  Public  Health  Service. 

Dr.  Nathan  Smith,  deputy  medical  super- 
intendent of  Morrisania  Hospital,  to  medical 
superintendent  of  Fordham  Hospital,  in  place 
of  Dr.  Ackerman. 

Dr.  Samuel  A.  Schuyler  to  acting  medical 
superintendent  of  Triboro  Hospital,  in  place  of 
Dr.  Alfred  Ring,  who  has  become  a cap- 
tain in  the  Army. 


New  York  State  needs  1,867  more  nurses,  ac- 
cording to  Miss  Emily  J.  Hicks,  executive 
secretary  of  the  New  York  State  Nursing 
Council  for  War  Services,  in  an  appeal  for  young 
women  to  take  nursing  courses  to  aid  in  the  war 
effort. 

New  student  enrollments  show  a 10  per  cent 
increase  nationally  in  the  summer  and  fall 
classes,  Miss  Hicks  said.  “This  would  make  us 
happy,”  she  commented,  “were  it  not  for  the 
fact  that  a 25  per  cent  increase  would  be  neces- 
sary to  reach  the  government-estimated  quota  of 
55,000  new  students  this  year.” 

Miss  Hicks  said  that  the  armed  forces  of  the 
United  States  are  asking  for  3,000  nurses  for  each 
month,  owing  to  their  expansion. 

“Inactive  nurses  are  returning  to  work  to  help 
out  in  the  emergency,”  she  said,  “and  Red  Cross 
aides,  volunteers,  and  other  types  of  auxiliary 
workers  are  proving  wonderfully  helpful  in  our 
hospitals.  However,  it  is  to  the  young  people  we 
must  look  for  most  of  the  war  work  with  a future 
that  nursing  is,  and  those  midterm  enrollments 
are  our  next  hurdle.” 

Recruitment  committees  already  are  hard  at 
work,  and  their  efforts  are  being  reinforced  by 
the  Federation  of  Women’s  Clubs,  which  has 
offered  its  services  to  get  enrollees.  Miss  Hicks 
suggested  that  those  who  are  qualified  to  take 
up  nursing  should  get  in  touch  with  the  N ursing 
Council  in  their  home  districts,  or  write  to  the 
State  headquarters,  152  Washington  Avenue, 
Albany — New  York  Times,  December  7. 
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The  White  Plains  Hospital  Association  pre- 
sented the  second  of  its  current  series  of  six 
public  health  lectures  on  Monday  evening, 
November  9.  The  speaker  was  Dr.  Iago 
Galdston,  Director  of  the  Medical  Information 
Bureau  of  The  New  York  Academy  of  Medicine. 
His  subject  was  the  “Story  of  Modem  Medicine.” 
It  was  most  enthusiastically  received.  The 
second  lecture  in  the  series  was  on  December  14, 
at  8:30  p.m.,  and  the  speaker  was  Dr.  Alan 
Gregg,  Director  for  the  Sciences  of  the  Rocke- 
feller Foundation.  He  spoke  on  “Modem 
Medicine  in  China.” 

These  lectures  are  jointly  sponsored  by  the 
hospital,  the  County  Health  Department,  and 
the  County  Medical  Society. 


Contrary  to  the  announcement  carried  in  last 
month’s  Bulletin , we  now  leam  that  the  Yonkers 
Professional  Hospital  is  still  accepting  patients. 
Negotiations  on  the  rental  of  its  premises  have 
been  reopened  and  it  is  hoped  that  a settlement 
can  be  reached  which  will  permit  this  institution 
to  carry  on  indefinitely. — Westchester  Med.  Bull. 


The  modern,  only  partially  completed  group 
of  buildings  New  York  State  is  constructing  for 
the  Willowbrook  School  for  Mental  Defectives 
at  Willowbrook,  Staten  Island,  will  be  operated 
by  the  Army  Medical  Corps  as  a wartime  hos- 
pital, Col.  Frank  G.  Devoe  has  announced. 

Colonel  Devoe  and  a staff  of  100  already  have 
moved  into  the  hospital  and  are  preparing  it  for 
use.  Actual  operation  will  not  begin,  however, 
until  negotiations  with  the  city  and  the  state 
are  completed,  he  said.  * 


Dr.  Walter  Rathburn,  superintendent  of 
Newton  Memorial  Hospital,  told  the  story  of 
Chautauqua  County’s  fight  against  tuberculosis 
in  a talk  before  the  annual  meeting  of  the 
medical  society  of  that  county.  This  fight,  he 
said,  began  in  1913,  when  $150,000  was  be- 
queathed by  Mrs.  Elizabeth  Newton,  a lifetime 
resident  of  Fredonia,  to  erect  a county  tuber- 
culosis institution.  The  Newton  Memorial 
Hospital  was  erected  in  memory  of  Mrs.  New- 
ton’s two  sons.  The  scope  of  this  work  has  in- 
creased in  the  succeeding  years,  with  the  opening 
of  additional  clinics  and  the  addition  of  new 
buildings. 


Dr.  David  W.  Park,  of  New  York  City,  in- 
spector of  Welfare  Institutions  in  New  York 
State  for  over  forty  years,  recently  assumed  his 
duties  as  superintendent  of  Potsdam  Hospital, 
replacing  Arthur  R.  Carvolth,  who  has  entered 
military  service,  after  being  in  charge  of  the 
hospital  since  December  29,  1940.* 


Dr.  William  Ryan  has  been  named  by  the 
board  of  managers  of  the  Montgomery  Sana- 
torium to  succeed  Dr.  William  A.  Bing,  who  has 
retired. 

Dr.  Ryan,  formerly  a resident  of  Syracuse,  is  a 
graduate  of  Syracuse  University  Medical  School 
and  was  at  one  time  connected  with  the  Schenec- 
tady County  tubercular  hospital.  He  comes 
from  the  Herman  Biggs  Memorial  Hospital  at 
Ithaca,  where  he  was  stationed  for  about  four 
years. 

Dr.  Stella  Partyka,  who  has  been  temporarily 
in  charge  of  the  sanatorium  since  the  resignation 
of  Dr.  Bing,  during  the  early  summer,  will  remain 
as  assistant  medical  director.  * 


Courses  in  the  Kenny  System  of  treating  in- 
fantile paralysis  will  be  given  for  registered 
nurses  of  Westchester  after  January  1 at  Grass- 
lands Hospital,  Dr.  William  A.  Holla,  County 
Health  Commissioner,  announced  at  a demon- 
stration of  the  method  held  in  November  before 
about  250  county  physicians,  medical  students, 
and  nurses  in  New  York  Hospital,  Westchester 
Division. 

The  training  center  will  be  under  the  direction 
of  the  County  Health  Department,  Grasslands 
Hospital,  and  the  Westchester  Chapter  of  the 
National  Foundation  for  Infantile  Paralysis.* 


Scientists  employed  their  unique  method  of 
honoring  a distinguished  confrere  in  paying 
tribute  to  Dr.  Bernard  Sachs,  noted  neurologist, 
for  “sixty  years’  participation  in  the  progress  of 
medicine”  at  a ceremony  at  the  Mount  Sinai 
Hospital  on  November  24.  A volume  of  original 
papers  on  scientific  research  specially  contributed 
for  this  purpose  by  noted  physicians  and  scien- 
tists in  America  and  abroad  was  presented  to 
Dr.  Sachs  on  this  occasion. 

From  a surgeon  in  the  British  Navy  aboard  a 
battleship  somewhere  at  sea,  from  a scientist  in 
occupied  Denmark,  and  from  81  other  physicians 
and  research  workers,  these  papers  were  con- 
tributed for  the  700-page  presentation  volume, 
a special  issue  of  the  Journal  of  the  Mount  Sinai 
Hospital.  The  presentation  was  one  of  the 
notable  events  in  connection  with  the  observance 
by  Mount  Sinai  Hospital  of  its  ninetieth  anni- 
versary. 

The  volume  is  a gift  from  102  physicians, 
friends,  associates,  and  former  students  of  Dr. 
Sachs. 


Dr.  Sidney  W.  Bisgrove,  first  assistant  physi- 
cian at  the  Marcy  State  Hospital  since  1931,  be- 
came superintendent  of  the  Syracuse  State 
School  on  November  1. 

A veteran  of  twenty-one  years’  service  with 
the  Utica  State  and  Marcy  Hospitals,  he  succeeds 
Dr.  Charles  E.  Rowe,  who  died  July  30,  1942.* 


Physical  ills  are  the  taxes  laid  upon  this  lower,  but  all  pay  something. — Lord  Chesterfield, 

wretched  life;  some  are  taxed  higher,  and  some  Letter  to  his  son 


Postgraduate  Medical  Education 

Programs  arranged  by  the  Council  Committee  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York  are  'published  in  this  section  of  the  Journal. 
The  members  of  the  committee  are  Oliver  W.  H.  Mitchell,  M.D.,  Chairman  {428  Green- 
wood Place , Syracuse );  George  Baehr , M.D.  ; and  Charles  D.  Post,  M.D. 

War  Medicine  and  Surgery 


A course  in  War  medicine  and  surgery  has 
been  arranged  for  the  Oneida  County  Medical 
Society.  The  lectures  will  be  given  at  Hutch- 
ings Hall,  Utica  State  Hospital,  in  Utica,  at 
8:30  p.m. 

January  26 — ‘ ‘Nervous  Conditions  Associated 
with  Warfare” 

Foster  Kennedy,  M.D.,  pro- 
fessor of  clinical  medicine  (neu- 
rology), Cornell  University 
Medical  College,  New  York 
City. 

February  2 — “General  Principles  of  Treatment 
of  War  Injuries” 

Philip  Duncan  Wilson,  M.D., 
clinical  professor  of  orthopedic 
surgery,  Columbia  University, 
College  of  Physicians  and 
Surgeons.  Address:  Hospital 

for  Ruptured  and  Crippled,  321 
East  42nd  Street,  New  York 


City.  (Dr.  Wilson  has  recently 
returned  from  England.) 
February  9 — “The  Care  of  Soft  Tissue  Injuries” 
Forrest  Young,  M.D.,  assistant 
professor  of  surgery,  University 
of  Rochester  School  of  Medicine 
and  Dentistry,  Strong  Memorial 
Hospital,  Rochester,  New  York. 
February  16 — “Epidemiology  and  Control  of 
Syphilis” 

James  H.  Lade,  M.D.,  assistant 
director,  Division  of  Syphilis 
Control,  State  Department  of 
Health,  Albany,  New  York. 

At  this  meeting  the  motion  picture  film  (tech- 
nicolor and  sound)  entitled  “Syphilis,”  which  is 
provided  by  the  State  Department  of  Health, 
will  be  shown. 

This  instruction  is  a cooperative  endeavor  be- 
tween the  Medical  Society  of  the  State  of  New 
York  and  the  New  York  State  Department  of 
Health. 


Treatment  of  Common  Diseases 


A series  of  four  lectures  on  “The  Treatment  of 
Common  Diseases”  were  presented  before  the 
Madison  County  Medical  Society  during  Novem- 
ber and  December.  They  were  arranged  by 
Dr.  Clayton  W.  Greene  of  the  University  of 
Buffalo  College  of  Medicine  and  took  place  in 
the  Hotel  Oneida,  Oneida,  at  8:30  p.m.  The 
subjects  and  speakers  were  as  follows: 

November  24 — “Evaluation  of  Common  Drugs 
Used  in  General  Practice,”  by 
A.  H.  Aaron,  M.D.,  professor 
of  clinical  medicine,  University 
of  Buffalo  School  of  Medicine. 
December  1 — “What  Do  We  Know  About 


Vitamins?”  by  David  K.  Miller, 
M.D.,  professor  of  medicine, 
University  of  Buffalo  School  of 
Medicine. 

December  8 — “The  Treatment  of  Burns,”  by 
J.  Sutton  Regan,  M.D.,  assist- 
ant professor  of  surgery,  Uni- 
versity of  Buffalo  School  of 
Medicine. 

December  15 — “Practical  Application  of  Hor- 
monal Therapy,”  by  Clyde  L. 
Randall,  M.D.,  professor  of 
gynecology,  University  of  Buf- 
falo School  of  Medicine. 


THE  NEW  YORK  ACADEMY  OF  MEDICINE  ELECTS  OFFICERS 


The  New  York  Academy  of  Medicine  on  De- 
cember 3 elected  the  following  officers: 

Arthur  F.  Chace,  M.D.,  president  for  a term  of 
two  years. 

Cornelius  P.  Rhoads,  M.D.,  vice-president  for  a 
term  of  three  years. 

Robert  E.  Pound,  M.D.,  secretary  for  a term  of 
three  years. 

Malcolm  Goodridge,  M.D.,  and  Harold  R. 
Mixsell,  M.D.,  trustees  for  a term  of  five  years. 


Kirby  Dwight,  M.D.,  trustee  to  fill  unexpired 
term  of  Dr.  Chace  through  1945. 

Edward  F.  Hartung,  M.D.,  R.  Townley  Paton, 
M.D.,  and  Philip  Van  Ingen,  M.D.,  members  of 
Committee  on  Library  for  a term  of  three  years. 

Ruth  M.  Bakwin,  M.D.,  Thomas  K.  Davis, 
M.D.,  Locke  L.  Mackenzie,  M.D.,  and  Thomas 
G.  Tickle,  M.D.,  members  of  Committee  on 
Admission  for  a term  of  three  years. 

Lewis  B.  Robinson,  M.D.,  member  of  Committee 
on  Admission  to  fill  unexpired  term  of  Dr. 
Scarf!  through  1943. 


I /-'  ' A Revolutionary  Development  in 

Intranasal  Sulfonamide  Therapy 

Paredrine-sulfathiazole  suspension 

combines,  for  the  first  time,  in  a single  stable  preparation, 
the  effective  vasoconstriction  of  ‘Paredrine’*  and  the  potent 
bacteriostatic  action  of  sulfathiazole. 


COMPARATIVE  PHOTOMICROGRAPHS 
OF  ORDINARY  CRYSTALS  AND 
'MICRAF ORM’  CRYSTALS 


This  preparation  owes  its  remarkable 
effectiveness  largely  to  the  newly-devel- 
oped ‘Micraform’*  crystals  — approxi- 
mately i / iooo  the  mass  of  ordinary  sulfa- 
thiazole crystals.  These  crystals— pictured 
at  lower  right— form  a suspension  which: 
(1)  approximates  a solution  in  its  ease 
of  application ...  (2)  deposits  the  sulfa- 
thiazole uniformly  ...  (3)  passes  freely 
through  the  ostia  of  the  sinuses. 

Therefore,  Paredrine-Sulfathiazole  Sus- 
pension represents  a revolutionary  devel- 
opment in  the  treatment  of  nasal  and 
sinus  infections,  particularly  those  second- 
ary to  the  common  cold. 

* Trademark 

Paredrine- 

Sulfathiazole 

Suspension 


Ordinary  sulfathiazole  crystals  (45 ox) 
Each  small  division  of  the  6cale  = 2 microns 


‘Microform*  sulfathiazole  crystals  (450X) 
Each  small  division  of  the  scale  = 2 microns 


SMITH,  KLINE  & FRENCH  LABORATORIES,  PHILADELPHIA,  PA. 
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Federal  Legislation 


The  following  bulletin  (No.  22)  was  issued  on  December  1,  1942,  by  the  Bureau  of  Legal 
Medicine  and  Legislation  of  the  American  Medical  Association. 


Army  Nurse  Corps;  Dietitians  and  Physical 
Therapy  Aides  in  Army  Medical  Department 

H.R.  7633  has  passed  the  House  of  Represen- 
tatives, increasing  the  pay  and  allowances  of 
members  of  the  Army  Nurse  Corps  and  provid- 
ing for  the  inclusion  in  the  Medical  Department 
of  the  Army  of  such  female  dietetic  and  physical 
therapy  personnel  as  the  Secretary  of  War  may 
consider  necessary. 

The  bill  provides  that  during  the  present  war 
and  for  six  months  thereafter  (1)  the  members  of 
the  Army  Nurse  Corps  shall  have  relative  rank 
and  receive  pay  and  allowances,  including  mile- 
age and  other  travel  allowances,  as  now  or  here- 
after provided  by  law,  for  commissioned  officers, 
without  dependents,  of  the  Regular  Army  in  the 
sixth  to  the  first  pay  periods,  respectively;  (2) 
there  shall  be  included  in  the  Medical  Depart- 
ment of  the  Army  such  female  dietetic  and  physi- 
cal therapy  personnel  (exclusive  of  students  and 
apprentices)  as  the  Secretary  of  War  may  con- 
sider necessary,  whose  qualifications,  duties,  and 
assignments  shall  be  in  accordance  with  regula- 
tions to  be  prescribed  by  the  Secretary,  and  who 
shall  be  appointed  and,  at  his  discretion  be  re- 
moved, by  the  Surgeon  General,  subject  to  the 
approval  of  the  Secretary,  such  personnel  having 
relative  rank  and  receiving  pay  and  allowances, 
including  mileage  and  other  travel  allowances,  as 
now  or  hereafter  provided  by  law,  for  commis- 
sioned officers,  without  dependents,  of  the  Regu- 
lar Army  in  the  third  to  the  first  pay  periods, 
respectively. 

The  superintendent  of  the  Army  Nurse  Corps 
will  receive  pay  and  allowances  of  the  sixth  pay 
period  ($333.33-1400  base  pay)  and  will  have  the 
relative  rank  of  colonel;  assistant  superintend- 
ents or  directors  will  receive  pay  and  allow- 
ances of  the  fifth  or  fourth  pay  periods  ($250- 
$350  base  pay)  and  will  have  the  relative  rank 
of  lieutenant-colonel  or  major,  respectively;  one 
chief  dietitian  to  be  designated  as  the  Director 
of  Dietitians  and  one  chief  physical  therapy  aide 
to  be  designated  as  the  Director  of  Physical 
Therapy  Aides  will  each  have  the  relative  rank 
of  major  and  receive  the  pay  and  allowances  of 
the  third  pay  period  ($200-$240  base  pay);  as- 
sistant superintendents  and  assistant  directors, 
chief  dietitians  and  chief  physical  therapy  aides 
will  also  receive  the  pay  and  allowances  of  the 
third  pay  period  and  will  have  the  relative  rank  of 
captain;  chief  nurses,  head  dietitians  and  head 
physical  therapy  aides  will  receive  the  pay  and 
allowances  of  the  second  pay  period  ($166.67- 
$199.99  base  pay)  and  will  have  the  relative  rank 
of  first  lieutenant;  and  head  nurses,  nurses, 
dietitians,  and  physical  therapy  aides  will  re- 
ceive pay  and  allowances  of  the  first  pay  period 
($150-$  180  base  pay)  and  will  have  the  relative 
rank  of  second  lieutenant. 

As  indicated  in  its  title,  this  bill  generally  will 
increase  the  base  pay  and  allowances  for  members 
of  the  nurse  corps.  For  instance,  under  the 
existing  pay  schedule  a nurse  with  under  three 


years  of  service  receives  $90  base  pay.  Under 
the  pending  bill,  that  nurse  will  receive  $150. 
A chief  nurse  at  present  with  under  three  years 
of  service  receives  $140.  Under  the  pending  bill 
she  will  receive  $166.67.  Similar  increases  are 
provided  for  in  the  other  classifications  except, 
apparently,  in  the  case  of  assistant  directors  of 
nurses  who,  according  to  a schedule  published 
in  the  Report  of  the  House  Committee  on  Mili- 
tary Affairs,  now  receive  $215  a month  if  they 
have  served  for  only  three  years  as  assistant  di- 
rectors, while  under  the  provisions  of  the  pending 
bill  they  will  receive  $200  a month  base  pay  dur- 
ing that  period. 

With  respect  to  female  dietitians  and  female 
physical  therapy  aides,  the  Report  of  the  House 
Committee  on  Military  Affairs  points  out  that 
they  have  been  employed  by  the  War  Depart- 
ment in  a strictly  civilian  capacity  for  many 
years  with  no  authority  or  status  in  the  Army. 
At  the  present  time  591  dietitians  are  so  em- 
ployed and  386  physical  therapy  aides.  It  is 
estimated  that  by  June  30,  1943,  the  services  of 
1,448  dietitians  will  be  required  and  1,386  physi- 
cal therapy  aides.  Dietitians  employed  by  the 
Medical  Department  are  required,  states  the  re- 
port, to  be  graduates  of  a recognized  school,  and 
to  have  majored  in  dietetics  and  nutrition,  or  to 
have  received  a bachelor’s  degree  from  a recog- 
nized college  with  a major  in  dietetics,  food 
preparation,  nutrition,  and  institutional  manage- 
ment. Physical  therapy  aides  are  required  to  be 
graduates  of  a recognized  school  of  physical 
therapy  or  to  have  completed  a four-year  course 
in  physical  education. 

The  Committee  Report  points  out  that  with 
the  establishment  of  Army  hospitals  in  combat 
zones,  and  the  assignment  of  dietitians  and 
physical  therapy  aides  to  them,  it  will  be  essen- 
tial that  they  be  given  military  status.  “In 
other  times  a theater-of-operations  hospital,” 
the  Committee  states,  “was  comparatively  safe 
from  attack  or  capture,  but  in  the  present  war 
these  civilians  are  more  liable  to  become  injured 
or  to  be  taken  prisoner  and  they  should  there- 
fore have  the  same  protection,  pay  and  allow- 
ances, insurance,  pension,  and  other  gratuities 
as  our  nurses  alongside  whom  they  work  in 
Army  hospitals.  It  is  not  contemplated  that 
women  of  other  categories  will  be  sent  overseas 
for  duty  in  Army  hospitals.” 

Rear  Admiral  in  Dental  Corps  of  Navy 

S.  2769  has  been  reported  to  the  Senate,  au- 
thorizing the  rank  of  rear  admiral  in  the  Dental 
Corps  of  the  United  States  Navy.  According 
to  the  Report  of  the  Senate  Committee  on  Naval 
Affairs,  this  bill  was  sponsored  by  the  American 
Dental  Association.  A representative  of  that 
Association  appeared  before  the  Committee  in 
support  of  the  bill,  stating  that  the  Army  Dental 
Corps  is  allowed  one  brigadier  general  as  assist- 
ant to  the  Surgeon  General  of  the  Army,  that  in 

[Continued  on  page  80] 
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THE  PALATABLE  SEDATIVE  EXPECTORANT 
PLEASANT  • EFFECTIVE 


Also  serves  as  an  excellent  sugar-free 
vehicle  when  special  cases  require  addi- 
tional medication. 


CETRO-CIROSE 


Dose  (For  adults,  and  children  over  12)  : Two 
teaspoonfuls  every  half  hour  for  four  doses, 
then  every  three  hours  if  needed. 

Each  Fluid  Ounce  Contains 

Codeine  Phosphate  y2  grain 

WARNING : May  be  habit-jorming 
'"'r  2 minims 

1 y2  percent 

1 minim 
240  minims 
8 grains 

18  grains 

Citric  Acid  — _ 6 grains 

in  a palatable  base 

*Cetro-Cirose  is  a registered  trademark  of  John  Wyeth 
and  Brother,  Incorporated,  for  a palatable  and  well-bal- 
anced preparation  for  the  relief  of  coughs  due  to  colds^ 


Alcohol 
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FEDERAL  LEGISLATION 


[N.  Y.  State  J.  M. 


[Continued  from  page  78] 

the  opinion  of  the  Association  the  Army  Medi- 
cal Corps  has  benefited  by  having  one  officer  of 
this  rank  and  that  it  was  rather  humiliating  to 
officers  of  the  Dental  Corps  of  the  Navy  to  feel 
that  they  are  entitled  to  reach  only  the  rank  of 
captain  after  many  years  of  service,  while  officers 
of  other  staff  corps  are  able  to  attain  the  rank  of 
rear  admiral. 

The  Navy  Department  made  an  adverse  re- 
port on  the  bill,  stating  in  part  as  follows: 

“The  Dental  Corps  of  the  Navy  is  a divi- 
sion of  the  Medical  Department  and  the 
affairs  of  the  Dental  Corps  are  under  the 
general  direction  of  the  Chief  of  the  Bureau 
of  Medicine  and  Surgery.  In  other  bureaus 
of  the  Department  there  are  similar  divi- 
sions corresponding  to  that  of  the  Dental 
Corps.  There  is  no  provision  whereby 
these  divisions  should  be  headed  by  an 
officer  of  the  rank  of  rear  admiral. 

“The  Navy  Department  considers  that 
the  establishment  of  the  rank  of  rear  admiral 
in  the  Dental  Corps  of  the  Navy  as  contem- 
plated by  the  proposed  legislation  would 
serve  no  useful  purpose,  and  therefore  ac- 
cordingly recommends  against  its  enact- 
ment.’’ 

The  Committee  Report  points  out  that  the 
present  authorized  strength  of  the  Dental  Corps 
of  the  Regular  Navy  is  527.  As  of  September 
1,  1942,  there  were  412  regular  officers,  1,109 
Naval  Reserve  officers,  and  7 retired  officers  of 
the  Dental  Corps  on  active  duty,  making  a total 
on  that  date  of  1,528  officers  of  the  Dental 
Corps.  The  pending  bill,  the  Committee  re- 
ports, does  not  change  the  relation  of  the  Dental 
Corps  to  the  Medical  Department  of  the  Navy; 
it  merely  gives  dental  officers  an  opportunity  for 
promotion  to  the  rank  of  rear  admiral.  The 
Committee  felt  that  the  passage  of  this  bill 
would  constitute  a recognition  of  the  important 
contribution  made  by  dental  officers  of  the  Navy. 

Protection  of  Blind  Persons  under  Civil  Service 
S.  2902,  introduced  by  Senator  Davis  of 
Pennsylvania,  November  20,  and  pending  in  the 
Senate  Committee  on  Civil  Service.  A bill  to 
prevent  discrimination  against  blind  persons  and 
persons  with  impaired  visual  acuity  in  the  ad- 
ministration of  the  civil  service  laws  and  rules. 

Comment. — This  bill  proposes  to  amend  the  act 
to  regulate  and  improve  the  civil  service  of  the 
United  States  by  providing  that  no  person  shall 
be  discriminated  against  in  any  case  because  of 


his  or  her  blindness  or  impaired  visual  acuity,  in 
examination,  appointment,  reappointment,  rein- 
statement, reemployment,  promotion,  transfer, 
retransfer,  demotion,  removal,  or  retirement. 

Osteopaths  as  Commissioned  Medical  Officers 
in  the  Navy 

H.R.  7672  has  been  signed  by  the  President, 
making  supplemental  appropriations  for  the 
national  defense  for  the  fiscal  year  ending  June 
30,  1943,  and  for  other  purposes  (Public  Law  No. 
763).  At  the  time  this  bill  was  before  the  Senate 
for  consideration  an  amendment  was  submitted 
by  Senator  Downey,  of  California,  providing  that 
the  appropriations  for  the  Navy  Department 
shall  be  available  “for  the  pay  of  commissioned 
officers  who  are  graduates  of  reputable  schools 
of  osteopathy.”  The  following  discussion  on 
the  amendment  ensued: 

“Mr.  Downey:  Mr.  President,  I wish  to 
offer  an  amendment  to  the  pending  bill  which 
I have  discussed  with  the  Senator  who  is 
sponsoring  the  measure  (Senator  McKellar 
of  Tennessee).  The  amendment  is  on  page 
8,  line  17,  after  the  word  ‘law/  to  add  the 
words  ‘for  the  pay  of  commissioned  medical 
officers  who  are  graduates  of  reputable 
schools  of  osteopathy.’ 

“I  may  say,  in  relation  to  the  amendment, 
that  there  is  at  the  present  time  no  provision 
in  the  law  by  which  payment  can  be  made  by 
the  Navy  to  commissioned  medical  officers 
who  are  graduates  of  schools  of  osteopathy. 
The  Navy  is  of  the  opinion,  I understand, 
that  some  time  during  this  year  it  may  de- 
sire to  commission  officers  who  are  gradu- 
ates of  schools  of  osteopathy.  The  provi- 
sion is  merely  permissive,  and  in  case  the 
Navy  should  desire  to  make  such  appoint- 
ments, this  amendment  would  permit  that 
to  be  done. 

“Mr.  President,  I understand  the  distin- 
guished Senator  from  Tennessee  (Mr.  Mc- 
Kellar) is  willing  to  take  the  amendment  to 
conference. 

“Mr.  McKellar:  Yes.  I have  no  ob- 
jection to  doing  so. 

“The  Vice-President:  The  question  is 
on  agreeing  to  the  amendment  of  the  Sena- 
tor from  California  (Mr.  Downey). 

“The  amendment  was  agreed  to.” 

The  conferees  permitted  the  amendment  to 
remain  in  the  bill. 

J.  W.  Holloway,  Jr.,  Director 


UROLOGY  AWARD 

The  American  Urological  Association  offers 
an  annual  award  “not  to  exceed  $500”  for  an  es- 
say (or  essays)  on  the  result  of  some  specific  clini- 
cal or  laboratory  research  in  urology.  The 
amount  of  the  prize  is  based  on  the  merits  of  the 
work  presented,  and  if  the  Committee  on  Scien- 
tific Research  deem  none  of  the  offerings  worthy, 
no  award  will  be  made.  Competitors  shall  be 
limited  to  residents  in  urology  in  recognized 
hospitals  and  to  urologists  who  have  been  in 


such  specific  practice  for  not  more  than  five 
years. 

The  selected  essay  (or  essays)  will  appear  on 
the  program  of  the  forthcoming  meeting  of  the 
American  Urological  Association,  May  31-June 
3,  1943,  Hotel  Jefferson,  St.  Louis,  Missouri. 

Essays  must  be  in  the  hands  of  the  Secretary, 
Dr.  Thomas  D.  Moore,  899  Madison  Avenue, 
Memphis,  Tennessee,  on  or  before  March  1, 
1943. 
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Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


year  1942  has  drawn  to  a close  and  we 
J-  hail  the  New  Year  1943. 

May  brightly  shining  candles 
Light  your  heart  with  cheer, 

And  symbolize  the  gladness 

That’s  wished  you  through  the  year. 

Our  president-elect  sends  New  Year’s  greet- 
ings to  all: 

We  as  members  of  the  Woman’s  Auxiliary  to 
the  Medical  Society  of  the  State  of  New  York 
are  beneficiaries  of  a way  of  life  that  offers  wider 
opportunities  than  are  found  in  any  other  associ- 
ation of  women.  We  have  a corresponding  ob- 
ligation to  use  our  energies  with  the  utmost 
intelligence  and  devotion  to  preserve  that  way  of 
life  when  it  is  threatened.  This  is  our  “Chal- 
lenge for  the  New  Year.” 

Remember  that  our  duty  is  of  huge  dimensions. 
Because  of  the  present  tumultuous  struggle,  our 
doctors  have  been  called  upon  to  perform  a 
gigantic  task — to  preserve  the  health  of  the 

County 

Albany.  The  November  auxiliary  meeting 
was  held  in  the  Canary  Room,  DeWitt  Clinton 
Hotel,  in  Albany.  Mrs.  John  B.  Horner  pre- 
sided and  Mrs.  Thomas  Fitzgerald  gave  a talk 
on  the  work  of  the  War  Council.  A membership 
tea  was  held,  at  which  six  new  members  were 
welcomed.  Fifty  old  members  and  ten  guests 
were  present.  The  annual  card  party,  which  is 
held  each  fall,  and  which  was  under  the  chair- 
manship of  Mrs.  Emerson  C.  Kelly  and  her 
committee,  proved  very  successful — $200  was 
raised.  A portion  of  this  sum  was  donated  to 
the  Hospital  for  Incurables,  in  Albany,  for  two 
special-type  beds  needed  there. 

Each  member  of  the  auxiliary  contributes  some 
time  to  the  selling  of  War  Stamps  and  Bonds. 

Nassau.  Dr.  Earle  G.  Brown  and  Dr.  Roland 
T.  Jeffrey  were  guest  speakers  at  the  auxiliary 
meeting.  They  discussed  “National  Defense,” 
stressing  what  we,  as  doctors’  wives,  can  do  to 
best  help  our  country  in  this  great  crisis.  Mrs. 
Arthur  D.  Jacques,  president,  presided  at  the 
meeting.  Mrs.  Vincent  Webb  and  Mrs.  Ray  M. 
Bowles  acted  as  hostesses  for  the  social  hour. 

Queens.  Mrs.  William  Godfrey  presided 
at  the  annual  meeting  held  at  the  Medical  Society 
Building  in  Forest  Hills.  Mrs.  James  Robbins 
was  elected  president  and  Mrs.  Harry  Meucker, 
president-elect.  The  new  officers  were  installed 
at  a luncheon  held  in  December.  Mrs.  Thomas 
D’Angelo,  defense  chairman,  sent  holiday  greet- 
ings to  all  members  of  the  Medical  Society  of 
the  County  of  Queens  who  are  in  the  service. 

Saratoga.  Mrs.  James  F.  Roohan  was  re- 
elected president  of  the  Saratoga  County  Medical 
Society’s  auxiliary  at  the  annual  meeting.  Much 
patriotic  work  was  reported.  Dr.  William  H. 
Ordway  thanked  the  group  for  serving  coffee  and 
sandwiches  to  blood  donors.  Mrs.  Fred  J.  Pratt, 


civilian  population.  And  our  third  obligation  is 
to  uphold  the  ethical  and  educational  standards 
of  the  medical  profession. 

We,  the  wives  of  doctors,  cannot  relieve  the 
sufferings  of  the  armed  forces,  but  we  can  re- 
member the  wives  of  the  men  who  have  left  to 
care  for  our  fighting  men.  These  women  need 
our  support.  Do  not  forsake  them. 

We  can  assist  in  keeping  the  health  of  the 
civilians  at  the  high  level  it  was  before  this  con- 
flict began  by  giving  watchful  attention  to  the 
health  and  happiness  of  others.  We  can  teach 
the  public  the  benefits  of  proper  nutrition  and 
preventive  medicine  by  giving  health  forums  and 
nutrition  exhibits,  with  lectures  on  nutrition. 

We  must  sustain  the  prestige  of  the  medical 
profession  by  keeping  ourselves  informed  and 
educated.  Read  medical  literature,  study  medi- 
cal legislation,  and  be  alert  to  all  medical  prob- 
lems. We  shall  not  fail. 

This  is  my  sincere  plea  to  all  my  fellow  mem- 
bers for  this  year  of  1943. 

Mrs.  F.  Leslie  Sullivan,  President-Elect 

News 

Mrs.  Arthur  J.  Leonard,  and  Mrs.  Malcolm  J. 
Magovern  were  the  committee  for  such  recent 
service.  Machine-sewing  is  to  be  started  for  the 
hospital,  and  Mrs.  H.  Dunham  Hunt  has  taken 
over  the  work  and  has  asked  for  more  blankets, 
either  old  or  new,  to  be  used  in  the  air  raid  shel- 
ters. The  names  of  the  owners  are  to  be  attached 
to  the  blankets  so  that  they  can  be  returned  later 
on.  A gift  of  $4.24  was  received  from  the  school 
children  of  Mechanicville,  Grade  8A3,  for  the 
air  raid  shelter  equipment.  The  auxiliary  is  out- 
fitting these  shelters. 

A Christmas  party  was  held  at  the  Nurses 
Lounge  in  Cramer  House. 

Suffolk.  The  second  district  branch  meet- 
ing was  held  in  Garden  City,  with  Suffolk  County 
auxiliary  as  the  hostess.  Mrs.  J.  Emerson  Noll 
State  president,  was  guest  of  honor.  A delightful 
luncheon  was  served.  Members  from  Kings, 
Queens,  and  Nassau  were  present.  Dr.  Cottis, 
president  of  the  State  Medical  Society,  spoke 
at  the  luncheon.  Dr.  Joseph  Lawrence  spoke  on 
“Legislation.”  The  general  chairman  was  Mrs. 
George  P.  Bergmann,  president  of  Suffolk 
County  auxiliary.  A needle-point  footstool  was 
given  to  the  auxiliary,  on  which  $100  was  real- 
ized. This  sum  is  to  be  used  for  charity. 

Schenectady.  The  November  meeting  of  the 
auxiliary  was  held  at  the  Hotel  Van  Curler,  with 
Mr.  H.  A.  Rosen,  of  the  Medical  and  Surgical 
Relief  Committee  of  America,  as  guest  speaker. 
Donations  were  received  to  fill  Christmas  stock- 
ings that  were  distributed  to  the  ward  patients  in 
the  Ellis  Hospital  on  Christmas  Day.  Rapid 
progress  is  being  made  in  the  knitting  of  two 
afghans  by  the  committee  members.  These, 
when  finished,  are  to  be  presented  to  the  Red 
Cross.  A membership  tea  was  held  in  December, 
at  the  home  of  Mrs.  William  Gazeley. 


83 


ZymenoL,  a palatable  Emulsion,  supplies 
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Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


RECEIVED 


Gas  Warfare.  The  Chemical  Weapon,  Its 
Use,  and  Protection  Against  It.  By  Colonel 
Alden  H.  Waitt.  Octavo  of  327  pages,  illus- 
trated. New  York,  Duell,  Sloan  and  Pearce, 
1942.  Cloth,  $2.75. 

Ophthalmology  and  Otolaryngology.  Pre- 
pared and  Edited  by  the  Subcommittees  on 
Ophthalmology  and  Otolaryngology  of  the  Com- 
mittee on  Surgery  of  the  Division  of  Medical 
Sciences  of  the  National  Research  Council. 
Octavo  of  331  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1942.  Cloth,  $4.00. 

Abdominal  and  Genito-Urinary  Injuries.  Pre- 
pared under  the  Auspices  of  the  Committee  on 
Surgery  of  the  Division  of  Medical  Sciences  of 
the  National  Research  Council.  Octavo  of  243 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1942.  Cloth,  $3.00. 

Roentgen  Treatment  of  Diseases  of  the  Ner- 
vous System.  By  Cornelius  G.  Dyke,  M.D., 
and  Leo  M.  Davidoff,  M.D.  Octavo  of  198 
pages,  illustrated.  Philadelphia,  Lea  & Febiger, 
1942.  Cloth,  $3.25. 

The  Medical  Clinics  of  North  America.  Vol- 
ume 26,  No.  5.  September,  1942.  Octavo. 
Illustrated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1942.  Published  Bi-Monthly  (six  num- 
bers a year).  Cloth,  $16  net;  Paper,  $12  net. 

Problems  of  Ageing.  Biological  and  Medical 
Aspects.  Second  edition.  Edited  by  E.  V. 
Cowdry.  Octavo  of  936  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Company,  1942. 
Cloth,  $10. 

Medical  Parasitology.  By  James  T.  Culbert- 
son. Octavo  of  285  pages,  illustrated.  New 
York,  Columbia  University  Press,  1942.  Cloth, 
$4.25. 

Dr.  Colwell’s  Daily  Log  for  Physicians.  A 

Brief,  Simple  Accurate  Financial  Record  for  the 
Physician’s  Desk.  Quarto.  Champaign,  Illi- 
nois, Colwell  Publishing  Company,  1943.  Cloth. 

Referred  Pain:  A New  Hypothesis.  By  G.  W. 
Theobald,  M.D.  Octavo  of  40  pages,  illustrated. 
Colombo,  Ceylon,  The  Times  of  Ceylon  Co., 

1941.  Paper. 

Group  Differences  in  Urban  F ertility . A Study 
Derived  from  the  National  Health  Survey. 
By  Clyde  V.  Kiser.  Octavo  of  284  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Company, 

1942.  ClotK,  $2.50. 

Recent  Advances  in  Obstetrics  and  Gynae- 
cology. By  Aleck  W.  Bourne,  M.A.,  and  Leslie 
H.  Williams,  M.D.  Fifth  edition.  Octavo  of 
363  pages,  illustrated.  Philadelphia,  The 
Blakiston  Company,  1942.  Cloth,  $5.50. 

Sulfanilamide  and  Related  Compounds  in 
General  Practice.  By  Wesley  W.  Spink,  M.D. 
Octavo  of  374  pages.  Chicago,  The  Year  Book 
Publishers,  1942.  Cloth,  $3.00. 


Blood  Substitutes  and  Blood  Transfusion. 

Edited  by  Stuart  Mudd,  M.D.,  and  William 
Thalhimer,  M.D.  Octavo  of  407  pages,  illus- 
trated. Springfield,  Charles  C.  Thomas,  1942. 
Cloth,  $5.00. 

The  Principles  and  Practice  of  Medicine. 

Originally  written  by  Sir  William  Osier.  De- 
signed for  the  Use  of  Practitioners  and  Students 
of  Medicine.  By  Henry  A.  Christian,  M.D. 
Fourteenth  edition.  Octavo  of  1,475  pages. 
New  York,  D.  Appleton-Century  Company, 
1942.  Cloth,  $9.50. 

A Textbook  of  the  Practice  of  Medicine.  By 

Various  Authors,  Edited  by  Frederick  W.  Price, 
M.D.  Sixth  edition.  Octavo  of  2,032  pages. 
New  York,  Oxford  University  Press,  1941. 
Cloth. 

Changes  in  the  Knee  Joint  at  Various  Ages. 

With  Particular  Reference  to  the  Nature  and 
Development  of  Degenerative  Joint  Disease. 
By  Granville  A.  Bennett,  M.D.,  Hans  Waine, 
M.D.,  and  Walter  Bauer,  M.D.  Quarto  of  97 
pages,  with  31  plates.  New  York,  The  Common- 
wealth Fund,  1942.  Cloth,  $2.50. 

Diseases  of  the  Liver,  Gallbladder  and  Bile 
Ducts.  By  S.  S.  Lichtman,  M.D.  Octavo  of 
906  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1942.  Cloth,  $11. 

The  Essentials  of  Emergency  Treatment. 

Octavo  of  144  pages.  Hartford,  54  Church 
Street,  Connecticut  State  Medical  Journal,  1942. 
Cloth,  $2.00. 

Surgical  Pathology.  By  William  Boyd,  M.D. 
Fifth  edition.  Octavo  of  843  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1942. 
Cloth,  $10. 

Manual  of  Dermatology.  Issued  under  the 
Auspices  of  the  Committee  on  Medicine  of  the 
Division  of  Medical  Sciences  of  the  National 
Research  Council.  By  Donald  M.  Pillsbury, 
M.D.,  Marion  B.  Sulzberger,  M.D.,  and  Clarence 
S.  Livingood,  M.D.  Octavo  of  421  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Company, 
1942.  Cloth,  $2.00. 

Constitution  and  Disease.  Applied  Con- 
stitutional Pathology.  By  Julius  Bauer,  M.D. 
Octavo  of  208  pages.  New  York,  Grune  & 
Stratton,  1942.  Cloth,  $3.50. 

Nasal  Medication:  A Practical  Guide.  By 

Noah  D.  Fabricant,  M.D.  Oetavo  of  122  pages, 
illustrated.  Baltimore,  Williams  & Wilkins 
Company,  1942.  Cloth,  $2.50. 

Animals  Are  My  Hobby.  By  Gertrude  Davies 
Lintz.  Octavo  of  301  pages,  illustrated.  New 
York,  Robert  M.  McBride  & Company,  1942. 
Cloth. 

Fundamentals  of  Psychiatry.  By  Edward  A. 
Strecker,  M.D.  Duodecimo  of  201  pages,  illus- 
trated. Philadelphia,  J.  B.  Lippincott  Company, 
1942.  Cloth,  $3.00. 
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In  the  past,  Iodides  in  liquid  form 
were  assumed  to  furnish  1 grain 
of  Potassium  Iodide  in  a drop  — 
but  drops  vary  in  size  and  even 
the  solution  might  vary  as  much  as 
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Potassium  Iodide. 


^CURATE  DOSAGE 

for  IODIDE 

ADMINISTRATION 


ENKIDE 

(BREWER) 


is  an  enteric  coated 
tablet  containing  1 
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Iodide,  U.S.P.,  that 
minimizes  gastric  dis- 
tress and  permits  the 
administration  of  large  doses  of  Potassium  Iodide.  Sold 
on  prescription  only  ($2.25  for  a bottle  of  100  tablets) 
Enkide  may  be  prescribed  in  accurate  doses  of  1 to  5 
tablets  a day,  in  a modern  convenient  form  easy  to  take. 
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New  York  - Montreal  - London 
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• Recent  Advances  in 

Obstetrics  and  Gynecology,  5th  Ed. 

This  edition  presents  much  new  material  of 
permanent  value.  A new  chapter  describes  the 
work  of  a post-natal  clinic  and  emphasizes  the 
importance  of  post-natal  care.  There  is  a new 
chapter  on  sex  hormones.  The  sections  on 
treatment  and  technical  methods  are  especially 
full.  By  A.  W.  Bourne,  F.R.C.S.,  and  L.  H. 
Williams,  F.R.C.S.,  London.  72  Illus.  363 
Pages.  $5.50  (1942) 

• Principles  of  Extraperitoneal 
Caesarean  Section 

This  book  gives  in  full  detail  the  techniques  of 
all  types  of  extraperitoneal  caesarean  section. 
Clear  descriptions  of  the  anatomic  relationship 
between  fascia  transversalis,  peritoneum  and 
bladder  in  the  various  stages  of  pregnancy  are 
presented.  By  J.V.  Ricci,  M.D.,  N.Y.  Med.  Col- 
lege and  J.P.  Marr,  M.D., Woman’s  Hosp.,  State 
of  N.Y.  47  Illus.  224  Pages.  $4.50  (1942) 
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Id  Gonadophysin  (Searle) 17 

Ipral  (Squibb) 87 

5 Oleum  Percomorphum  (Mead  Johnson) 4th  Cover 

I"  Ortho  Gynol  (Ortho  Products) 96 

ti  Paredrine  Sulfathiazole  (Smith  Kline,  & French) ...  77 

B Petrogalar  (Petrogalar) 24 

f,  Pyridium  (Merck) 21 

I Thesodate  (Brewer) 12 

►;  Vi-Penta  (Hoffman-La  Roche) 1 

| Vita-Liv-Ferin  (Mutual) 10 

V Zymenol  (Glidden) 83 


Dietary  Foods 


i Biolac  (Borden) 3rd  Cover 

J Malted  Milk  (Horlick’s) 16 


Medical  and  Surgical  Equipment 


\ Artificial  Limbs  (Hangar) 20 

I1  Orthopedic  Shoes  (Pediforme) 6 

; Supports  (Spencer) 89 

X Ray  Equipment  (General  El) 19 

Miscellaneous 

Cigarettes  (Camel) 3 

Cigarettes  (P.  Morris) 23 


With  Any  Of  These 
Conditions? 


Hernia? 

Enteroptosis 

with 

Symptoms? 

Sacroiliac  Sprain 
or  other 
Back  Injury? 

Spinal  Arthritis 


Spencer  Abdominal  Supporting 
Corset  shown  open  revealing  in- 
ner support.  This  is  a SEPA- 
RATE section,  adjustable  to  the 
corset  section  and  the  patient’s 
figure  by  means  of  flat  tapes  that 
emerge  on  outside  of  corset. 

When  you  prescribe  a Spencer  Support  you 
are  assured  it  will  meet  your  specific  require- 
ments and  the  patient’s  figure  needs,  because 
it  will  be  individually  designed,  cut  and  made 
for  the  one  patient  who  is  to  wear  it. 

Every  Spencer  Support  is  individually  designed  for  the 
patient  of  non-elastic  material.  Hence,  the  support  it 
provides  is  constant,  and  a Spencer  can  be — and  IS — 
guaranteed  NEVER  to  lose  its  shape.  Spencer  Supports 
have  never  been  made  to  stretch  to  fit;  they  have  always 
been  designed  to  fit.  Why  prescribe  a support  that  soon 
loses  its  shape  and  becomes  useless  before  worn  out? 
Spencers  are  light,  flexible,  durable,  easily  laundered. 

For  service,  look  in  telephone  book  under  “Spencer 
Corsetiere”  or  write  direct  to  us. 


or  Sciatica? 

Postoperative 

Conditions? 

Maternity  or 
Postpartum 
Conditions? 

Breast 

Problems? 


SPENCER 

Abdominal/  Back  and  Breast  Supports 


INDIVIDUALLY 

DESIGNED 


SPENCER  INCORPORATED, 

137  Derby  Ave.,  New  Haven,  Conn. 

In  Canada:  Rock  Island,  Quebec. 

In  England:  Spencer  (Banbury)  Ltd.,  Banbury,  Oxon. 

Please  send  booklet,  "How  Spencer  Supports  Aid 
the  Doctor's  Treatment." 


May  IV  e 
Send  You 
Booklet? 


Address 


M.  D. 


C-l 
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Hall,  C.  H.,  Jr. 

2933  W.  16  St.,  Brooklyn,  N.Y. 
Hammond,  J. 

1475  G.  Concourse,  Bronx,  N.Y. 
Handelsman,  B.  F. 

1041  Bush  wick  Ave.,  Brooklyn,  N.Y. 
Hannan,  B.  D.  (Lt.  Com.) 

U.S.  Naval  Hosp.,  U.S.N.R.,  Naval 
Trng.  Sta.,  Geneva,  N.Y. 

Haran,  P.  S. 

3210  Kings  Highway,  Brooklyn, 
N.Y. 

Harris,  A.  E. 

Syracuse  Col.  of  Med.,  Svracuse, 
N.Y. 

Harris,  R.  W. 

Williamson,  N.Y. 

Hauptman,  H.  A. 

354  E.  18  St.,  Brooklyn.  N.Y. 
Hebert,  J.  A. 

505  Broadway,  Troy,  N.Y. 

Heffer,  E.  T. 

1425  E.  23  St.,  Brooklyn,  N.Y. 
Heller,  J. 

280  Suydam  St.,  Brooklyn,  N.Y. 
Herold,  L.  J. 

801  Ocean  Pkwy.,  Brooklyn,  N.Y. 
Hill,  A.  M. 

25  Shattuck  St.,  Boston,  Mass. 
Hoefle,  M.  E. 

430  Bay  Ridge  Pkwy.,  Brooklyn, 
N.Y. 

Hoffman,  H. 

Monroe,  N.Y. 

Holtzman,  I.  N. 

135  Eastern  Pkwy.,  Brooklyn, 
N.Y. 

Horn,  K. 

Syosset,  N.Y. 

Horowitz,  W. 

1114  Morris  Ave..  Bronx,  N.Y. 
Horwitz,  W.  H.  (Lt.) 

c/o  Red  Cross  Blood  Donor  Ser., 
37  Exchange  Street,  Rochester, 
N.Y. 

Hughes,  F.  D. 

3528  Culver  Rd.,  Rochester,  N.Y. 
Hunt,  R.  C. 

State  Hosp.,  Rochester,  N.Y. 
Hunter,  J.  B. 

35-18-161  St.,  Flushing,  N.Y. 

Hyde,  H.  vat)  Z. 

122  E.  42  St.,  Room  807,  N.Y.C. 
Hylant.  J.  P. 

909  Tonawanda  St.,  Buffalo,  N.Y. 

I 

Ingegno,  A.  P. 

27  Eighth  Ave.,  Brooklyn,  N.Y. 
Ingoglia,  N. 

203-03-104  Ave.,  Hollis,  N.Y. 

Ives,  C.  K.  (Lt.) 

Sussex  St.  Armory,  Newark,  N.J. 

J 

Jablonsky,  J. 

4612-6  Ave.,  Brooklyn,  N.Y. 
Jackson,  M.  E. 

26  Davis  Ave.,  New  Rochelle,  N.Y. 
Janowsky,  C.  C. 

68-13  Central  Ave.,  Glendale,  N.Y. 
Jarcho,  S.  W. 

145  Central  Pk.  W.,  N.Y.C. 

Jarrett,  J.  E. 

4515-12  Ave.,  Brooklyn,  N.Y. 
Jason,  A.  D.  (Capt.) 

A.  A.  Base,  Off.  Base  Surg.,  Bir- 
mingham, Ala. 

Jenkins,  D.  M. 

112  S.  Ave.,  Webster,  N.Y. 

Jones,  R.  L. 

Naval  Trng.  Station,  Newport,  R.I. 
Jordan,  J.  P. 

252  Linwood  Ave.,  Buffalo,  N.Y. 
Judelsohn,  L. 

65  Linwood  Ave.,  Buffalo,  N.Y. 
Julian,  C.  J. 

19  Manor  Rd.,  W.  New  Brighton, 
S.I.,  N.Y. 

Julien.  L.  L. 

1601-53  St.,  Brooklyn,  N.Y. 

Juster,  I.  R.  (Capt.) 

Sta.  Complement,  SCU  1913, 
Camp  White,  Ore. 


K 

Kaicher,  J.  J. 

189  Cedar  Ave.,  Patchogue,  N.Y. 
Kaiser,  L. 

207  Hempstead  Ave.,  Lynbrook, 
N.Y. 

Kalter,  H.  H.  (Lt.) 

c/o  T.  Dorrance,  19  Alexander  St., 
Albany,  N.Y. 

Kanof,  M. 

125  Ocean  Pkwy.,  Brooklyn,  N.Y. 
Kaplan,  M. 

566  Stone  Ave.,  Brooklyn,  N.Y. 
Kaplan  T. 

1049  Park  Ave.,  N.Y.C. 

Kaplow,  R. 

8320  Bay  Pkwy.,  Brooklyn,  N.Y. 
Karam,  A. 

307  F..  44  St.,  N.Y.C. 

Kasdan,  B. 

625  Ave.  T,  Brooklyn,  N.Y. 

Kaye,  M. 

1692  Eastern  Pkwv.,  Brooklyn, 
N.Y. 

Keefe,  J,  J. 

Camillus,  N.Y. 

Keegan,  E.  J.  (Lt.) 

Camp  Lima,  Las  Vegas,  N.M. 
Kellman,  L. 

5 Gates  Ave.,  Brooklyn,  N.Y. 
Kemelhor,  M.  C. 

5801-18  Ave.,  Brooklyn,  N.Y. 
Kempfner,  J. 

120  E.  85  St.,  N.Y.C. 

Kenney,  C.  W. 

713  E.  Genesee  St.,  Syracuse,  N.Y. 
Kissin,  M.  (Maj.) 

418  Central  Pk.  W.,  N.Y.C. 

Klein,  D. 

3689  Bedford  Ave.,  Brooklyn,  N.Y. 
Klupt,  R.  L. 

1800  Albemarle  Rd.,  Brooklyn, 
N.Y. 

Knaff,  C. 

2320  Bronx  Pk.  E.,  Bronx,  N.Y. 
Knox,  N.  A. 

8615  Forest  Pkwy.,  Woodhaven, 
N.Y. 

Kohn,  E.  (Capt.) 

Ft.  Jackson,  Columbia,  S.C. 

Kolker,  L.  (Capt.) 

Station  Hosp.,  Westover  Fd., 
Chicopee  Falls,  Mass. 

Kopec,  L.  E. 

517  Fillmore  Ave.,  Buffalo,  N.Y. 
Kramer,  A.  S.  (Capt.) 

1267  President  St.,  Brooklyn,  N.Y. 
Kramer,  M.  L.  (Capt.) 

Ashford  Genl.  Hosp.,  White  Sul- 
phur Springs,  W.Va. 

Krasnoff,  H.  M. 

317  Marine  Ave.,  Brooklyn,  N.Y. 
Kreusser,  E.  J. 

7022  Ridge  Blvd.,  Brooklyn,  N.Y. 
Krieger,  J.  L. 

683-41  St.,  Brooklyn,  N.Y. 

Krimsky,  J.  M. 

225  Eastern  Pkwy.,  Brooklyn, 
N.Y. 

Kronenberg,  S. 

7500  Bay  Pkwy.,  Brooklyn,  N.Y. 
Kummer,  C. 

3124  Bailey  Ave.,  Buffalo,  N.Y. 
Kuperstein,  D. 

920  Montgomery  St.,  Brooklyn, 
N.Y. 

Kutzer,  M. 

677  W.  Onondaga  St.,  Syracuse, 
N.Y. 


L 

Laico,  A.  J. 

284-9  St.,  Brooklyn,  N.Y. 

Lamb,  T.  M.  (Maj.) 

79  Genl.  Hosp.,  Camp  White, 
Medford,  Ore. 

Lamont,  C.  S.  (Lt.) 

Sampson  Naval  Trng.  Station, 
Geneva,  N.Y. 

Lamos,  A.  C. 

170  Hancock  St.,  Brooklyn,  N.Y. 
Landon,  H.  R. 

Laurelton  Prof.  Bldg.,  Laurelton, 
N.Y. 

Lapidus,  D.  B. 

369  Parkside  Ave.,  Brooklyn,  N.Y. 


Layer,  J.  J. 

S.  Main  St.,  Lyndonville,  N.Y. 
Leavitt,  A. 

^ 876  Saratoga  Ave.,  Brooklyn,  N.Y. 

697  Hylan  Blvd.,  Grasmere,  S.I., 
N.Y. 

Lee,  C.  G. 

. Main  St.,  c/o  Highland  Falls,  N.Y. 
Lee,  J.  G.  (Maj.) 

9876  Queens  Blvd.,  c/o  Forest  Hills, 
N.Y. 

Lehner,  J.  (Capt.) 

57  Med.  Bn.,  Co.  D A.P.O.  7 c/o  P. 

M. ,  Los  Angeles,  Calif. 

Leo,  S.  (Capt.) 

910  G.  Concourse,  Bronx,  N.Y. 
Leone,  A.  D. 

659  Park  PI.,  Brooklyn,  N.Y. 
Leonidoff,  A.  A. 

80  S.  Hamilton  St.,  Poughkeepsie, 

N. Y. 

Lepler,  M.  M. 

639  W.  204  St.,  N.Y.C. 

Lercher,  L. 

1172  Eastern  Pkwy.,  Brooklyn, 
N.Y. 

Lesser,  A.  (Capt.) 

Lovell  Genl.  Hosp.,  Ft.  Devens, 
Mass. 

Leventhal,  M. 

Dolgeville,  N.Y. 

Levin,  D.  J. 

1256-48  St.,  Brooklyn,  N.Y. 

Levine,  B.  D. 

1456-53  St.,  Brooklyn,  N.Y. 

Levine,  D. 

1741  Union  St.,  Brooklyn,  N.Y. 
Levine,  D.  R. 

511-A-41  St.,  Brooklyn,  N.Y. 

Levis,  A.  I. 

845  Central  Ave.,  Woodmere,  N.Y. 
Liberali,  C.  L. 

102-28-88  Ave.,  Richmond  Hill, 
N.Y. 

Liebowitz,  H.  R. 

177  New  York  Ave.,  Brooklyn, 
N.Y. 

Lill,  N.  D.  (Lt.  Com.) 

5511  Oak  PL,  Bethesda,  Md. 
Lipsitz,  M.  H. 

40  North  St..  Buffalo,  N.Y. 

Little,  D.  L. 

c/o  Mrs.  D.  L.  Little.  2100  Wallace 
Ave.,  Bronx,  N.Y. 

Locasto,  C.  B. 

276  Linden  St.,  Brooklyn,  N.Y. 
Loewinthan,  L. 

884  West  End  Ave.,  N.Y.C. 
Loomis,  W.  A.,  Jr. 

Baldwinsville,  N.Y. 

LoRe,  A.  S. 

2365  Dean  St.,  Brooklyn,  N.Y. 
Lostfogel.  L. 

742  Montgomery  St.,  Brooklyn, 
N.Y. 

Low,  S.  J. 

3111  Glenwood  Rd.,  Brooklyn,  N.Y. 
Lubowe,  I.  I. 

505  West  End  Ave.,  N.Y.C. 

Lynn,  M.  W. 

69  Hooker  Ave.,  Poughkeepsie, 
N.Y. 


M 

MacDonald,  W.  J. 

Mohawk,  N.Y. 

Maislen,  A.  A. 

92-11-35  Ave.,  Jackson  Heights, 
N.Y. 

Malgieri,  J.  A. 

469  James  St.,  Syracuse,  N.Y. 
Maloney,  W.  A.  E. 

420-81  St.,  Brooklyn,  N.Y. 
Maniscalco,  F.  X. 

78-52-79  PL,  Glendale,  N.Y. 
Manning,  D.  J. 

667-59  St.,  Brooklyn,  N.Y. 
Margotta,  H.  J. 

650  Main  St.,  New  Rochelle.  N.Y. 
Margulies,  M.  E. 

1827-67  St.,  Brooklyn,  N.Y. 
Martone,  H.  L. 

32  Roosevelt  Pl.,  Brooklyn,  N.Y. 
[Continued  on  page  92  ] 


THE  MAPLES  INC.,  ROCKVILLE  CENTRE,  L.  I. 

A sanitarium  especially  for  invalids,  convalescents,  chronic 
patients,  post-operative,  special  diets,  and  body  building.  Six 
acres  of  landscaped  lawns.  Five  buildings  (two  devoted  exclu- 
sively to  private  rooms).  Resident  Physician.  Rates  $18  to  $35  Weekly 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postop- 
erative, aged  and  infirm,  and  those  with  other  chronic 
and  nervous  disorders.  Separate  accommodations  for 
nervous  and  backward  children.  Physicians’  treatments 
rigidly  followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B’way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2 


DR.  BARNES  SANITARIUM 
STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental'  Disorders,  Alcoholism  and 
Convalescents.  Carefully  supervised  Occupational  Therapy.  Fa- 
cilities for  Shock  Therapy.  Accessible  location  in  tranquil,  beau- 
tiful hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Snot.  *Tel.  4-1143 


“JOY  RIDING”  IS  OUT 


“Joy  riding”  on  railroad  trains  is  now  as  definitely 
taboo  and  unpatriotic  as  pointless  driving  of  automobiles 
on  the  streets  and  highways.  It  is  difficult  for  most  of 
us  to  conceive  that  anyone  ever  traveled  on  the  railroads 
for  a “joy  ride,”  not  at  least  since  a railroad  train  was 
a novelty.  Yet,  we  are  being  admonished  against  non- 
essential  travel  on  the  railroads  of  our  country. 

What  constitutes  nonessential  travel?  No  one  seems 
to  have  defined  it  satisfactorily  as  yet.  The  only  answer 
appears  to  be  “don't — unless  you  have  to.”  And  that 
raises  the  point — who  does?  No  one  takes  a train  un- 
less it  is  the  best  and  only  mode  of  transportation. 

But  the  problems  of  the  railroads  are  mounting.  John 
J.  Pelley,  president  of  the  Association  of  American 
Railroads,  recently  gave  a statement  of  the  position  of 
the  railroads  which  may  give  some  idea  why  reservations 
for  railway  travel  are  now  so  difficult  to  arrange. 

There  are  approximately  6,800  Pullman  sleeping  cars 
and  17,500  passenger  day  coaches  in  service  on  American 
railroads,  and  for  the  duration  of  this  war  that’s  about 
all  there  will  be. 

About  40  per  cent  of  the  sleeping  cars  and  15  per  cent 
of  the  passenger  day  coaches  are  continuously  engaged  in 
moving  troops,  and  the  armed  forces  have  first  call  on  all 
the  rest. 

Besides  the  special-train  and  special-car  movement  of 
soldiers,  sailors,  and  marines,  great  numbers  of  individual 
service  men  are  traveling  either  under  orders  or  on 
furlough  and  are  using  regular  scheduled  trains  and  cars. 

On  top  of  that,  because  of  the  rubber  and  gasoline 


restrictions,  the  railroads  have  been  called  upon  to  ab- 
sorb a considerable  percentage  of  the  traffic  which  for- 
merly moved  by  highway. 

It  all  adds  up  to  a tremendous:  increase  in  railroad 
passengers — almost  double  what  if?  was  two  years  ago. 
Handling  the  additional  load  at  a time  when  other  war 
requirements  have  made  it  impossible  for  the  railroads 
to  get  additional  equipment  to  help  carry  the  added  load, 
means  that  trains  are  overloaded  especially  on  week  ends 
and  at  holiday  times,  and  train  schedules  are  disrupted. 
Railroad  stations  are  overtaxed  and  decent  service  is 
impossible  on  some  days  and  at  certain  hours. 

Much  of  the  civilian  travel  is  on  business  directly  or 
indirectly  connected  to  the  prosecution  of  the  war. 
Much  of  it  is  about  imperative  personal  affairs.  Much  of 
it  is  part  of  the  proper  recreation  and  relaxation  which 
the  people  of  the  nation  must  have  if  the  war  effort  is  to 
progress  as  it  should.  But  much  of  it,  also,  is  unneces- 
sary, and  if  need  be  can  be  dispensed  with  without 
undue  hardship. 

Each  traveler  knows  what  his  own  mission  is  and 
should  be  able  to  exercise  his  own  discretion  as  to  the 
necessity  or  importance  of  the  trip.  Cdrtainly  the  rail- 
road cannot  determine  who  is  and  who  is  not  entitled  to 
use  its  facilities,  and  in  a free  country  has  not  the  right 
to  bar  anyone  who  is  willing  to  pay  for  the  service 
rendered. 

Which  still  leaves  unanswered,  “who  wants  to  ride  on 
a train  for  fun — or  to  kill  time?” 


STONY  LODGE 

Est.  1927  by  Dr.  Bernard  Glueck 

OSSINING-ON-HUDSON,  N.  Y. 

Tel.  Ossining,  291 


A complete  modern  hospital  unit  specializing  in  the  individual  care  and  treatment  of  mental  and  nervous  disorders,  utilizing  all 

forms  of  shock  therapy  where  indicated. 

DR.  BENJAMIN  H.  BALSER  DR.  BERNARD  GLUECK,  JR. 

NEW  YORK  CITY  OFFICE:  44  EAST  67th  STREET.  Tel.  Rhinelander  4-4264 


CHARLES  B.  TOWNS  HOSPITAL 

Serving  the  Medical  Profession  for  over  40  years 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

Definite  Treatment  • Fixed  Charges  • Minimum  Hospitalization 

293  Central  Park  West,  New  York  Hospital  Literature  Telephone:  SChuyler  4-0770 


Say  you  taw  it  in  th*  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
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Marvin,  J.  H. 

74  W.  68  St.,  N.Y.C. 

Mascola,  R.  F. 

95-39-94  St.,  Ozone  Park,  N.Y. 
Maskin,  M.  H.  (Lt.) 

Billings  Genl.  Hosp.,  Ft.  Benjamin 
Harrison,  Ind. 

Matis,  J.  D.  (Lt.) 

MDRP,  Hq.  MRTC,  Camp  Barke- 
ley,  Tex. 

McAmmond,  J.  F. 

16  N.  Goodman  St.,  Rochester, 
N.Y. 

McBurney,  H.  S. 

66  St.  Pauls  PL,  Brooklyn,  N.Y. 
McKeeby,  R.  S. 

84  Main  St.,  Binghamton,  N.Y. 
McNulty,  R.  J. 

130-3  St.,  New  Dorp,  S.I.,  N.Y. 
McTamaney,  R.  A. 

272  Liberty  St.,  Newburgh,  N.Y". 
Mead,  J.  W. 

73  Hooker  Ave.,  Poughkeepsie, 
N.Y. 

Medl,  W.  T 
421  W.  113  St.,  N.Y.C. 

Mehldau,  H.  A. 

226-76  St.,  Brooklyn,  N.Y. 

Melomo,  V.  A. 

332-90  St.,  Brooklyn,  N.Y. 
Mendlowitz,  M. 

929  Park  Ave.,  N.Y.C. 

Mercurio,  P.  J. 

177  Ave.  U,  Brooklyn,  N.Y. 
Merolla,  E.  F. 

648-2  St.,  Brooklyn,  N.Y. 

Metz,  H.  A. 

37  W.  69  St.,  N.Y.C 
Meyerowitz,  D. 

144  E.  90  St.,  N.Y.C 
Miano,  L.  J. 

Gardenville.  !N.Y. 

Michaels,  A.  J.  (Capt.) 

Station  Hosp.,  Ft.  Dix,  N.J. 
Mignault,  J.  W. 

Baldwinsville,  N.Y. 

Milch,  E.  C.  (.Lt.  Com.) 

Naval  Hosp.  Marine  Barracks, 
Parris  Island,  S.C. 

Miller,  L.  E.,  Jr. 

309  E.  49  St.,  N.Y.C. 

Millman,  H. 

Mohegan  Lake,  N.Y'. 

Mintzer,  A. 

287  Sullivan  PL,  Brooklyn,  N.Y. 
Mitchell,  F.  V. 

2977  Ave.  S,  Brooklyn,  N.Y. 

Moore,  W.  V. 

1 Nevins  St.,  Brooklyn,  N.Y. 
Morelli,  H.  E. 

4350  Furman  Ave.,  Bronx,  N.Y. 
Mulcahy,  T.  M. 

101  E.  74  St.,  N.Y.C. 

Murphy,  J.  R. 

75  MaiD  St.,  Saranac  Lake,  N.Y. 
Myron,  C.  H. 

35-37-86  St.,  Jackson  Heights,  N.Y. 
N 

Nadler,  G. 

1163  Sutter  Ave.,  Brooklyn.  N.Y. 
Nash,  T.  J.,  Jr.  (Capt.) 

23  Field  Hosp.,  Camp  White,  Med- 
ford, Ore. 

Nettles,  M.  K. 

78-05-141  St.,  Kew  Gardens,  N.Y. 
Neumann.  A. 

32-40-33  St..,  Astoria.  N.Y. 

Newman,  A.  B. 

737  Park  Ave.,  N.Y.C. 

Newman,  W.  H.  F. 

Stamford,  N.Y. 

Nied,  R.  E. 

290  Westminster  Rd.,  Rochester, 
N.Y. 

Nobiletti,  J.  B. 

8300  Talbot  St..  Kew  Gardens, 
N.Y. 

Novell,  S. 

114-01-134  St.,  So.  Ozone  Pk., 
N.Y. 

O 

Obletz,  B.  E. 

89  Bryant  St..  Buffalo,  N.Y. 


Occhino,  N.  R. 

47  Lincoln  Ave.,  Johnson  City, 
N.Y. 

Olson,  A.  W. 

419  Clinton  Ave.,  Brooklyn,  N.Y. 
Owens,  W.  W'. 

256  Sterling  Pl.,  Brooklyn,  N.Y. 

P 

Panzarella,  J.  A. 

1134  Glenmore  Ave.,  Brooklyn, 
N.Y. 

Parker,  F.  R. 

713  E.  Genesee  St.,  Syracuse,  N.Y. 
Parker,  J.  S. 

191  Glen  St.,  Glens  Falls,  N.Y. 
Passalacqua,  C. 

9531  Farragut  Rd.,  Brooklyn,  N.Y. 
Patterson,  E.  J. 

108-17-86  Ave.,  Richmond  Hill, 
N.Y. 

Pauncz,  A.  (Capt.) 

LaGarde  Genl.  Hosp.,  New  Or- 
leans, La. 

Pellman,  L. 

3019  Ave.  U,  Brooklyn,  N.Y. 
Pendleton,  R.  K. 

136  Hicks  St.,  Brooklyn,  N.Y. 
Pickard,  K. 

35  Clark  St..,  Brooklyn,  N.Y. 
Pincus,  J.  A. 

Station  Hosp.,  Turner  Fd.,  Ga. 
Pinsley,  I. 

53  W.  Merrick  Rd.,  Freeport,  N.Y. 
Platou,  Pedro 

444  Ovington  Ave.,  Brooklyn,  N.Y. 
Polzinetti,  M.  J. 

1529  Bay  Ridge  Pkwy.,  Brooklyn, 
N.Y. 

Posnock,  S.  M.  (Lt.) 

194  Ordnance,  HM  Bn.  (Q),  Camp 
Shelby,  Miss. 

Powell,  L.  L. 

52  Spring  St.,  Rochester,  N.Y. 
Preston,  L.  S. 

Elsmere,  N.Y. 

Price,  A.  J. 

557  Genesee  St.,  Rochester,  N.Y. 
Proper,  T.  R. 

269  Grand  St.,  Newburgh,  N.Y. 
Pulver,  F.  H. 

Lake  Luzerne,  N.Y. 

Pulvino,  J.  L. 

Clyde,  N.Y'. 

Putney,  B.  S.  (Lt.  Com.) 

TJ.S. Naval  Air  Sta.  Disp.,  Norfolk, 
Va. 

Pyle,  E.  V. 

5 Orchard  St.,  Middletown,  N.Y. 


Rabbiner,  M. 

358  New  York  Ave.,  Brooklyn, 
N.Y. 

Rader,  M.  J. 

3302  Ave.  N,  Brooklyn,  N.Y. 
Ravnolds,  A.  H. 

45  E.  85  St.,  N.Y.C. 

Raziano,  G. 

60  Linden  St.,  Brooklyn,  N.Y. 

Re,  T.  B. 

420-50  St.,  Brooklyn,  N.Y. 

Rear,  V.  T. 

Chaumont,  N.Y. 

Rearden,  J.  B. 

910  Park  Ave.,  N.Y.C. 

Reiger,  A.  C. 

69-60  Grand  Ave.,  Maspeth,  N.Y. 
Reilly,  J.  W. 

Ossining,  N.Y. 

Rice,  J.  M. 

185  Stone  St.,  Watertown,  N.Y. 
Rivers,  T.  M.  (Comdr.) 

USNR.,  Rockefeller  Inst.,  66  St.  & 
York  Ave.,  N.Y.C. 

Romain,  A.  (Lt.) 

97  Evacuation  Hosp.,  Camp  Shelby, 
Miss. 

Root,  J.  A. 

P.O.  Box  336,  Merkel,  Tex. 

Rosen,  A.  S. . (Capt.) 

7 Port  of  Embarkation  Army  Base, 
Charleston,  S.C. 

Rosenbaum,  L.  (Capt.) 

97  Evacuation  Hosp.,  Camp  Shelby, 
Miss. 


Rosenberg.  B.  H. 

284  Rutledge  St.,  Brooklyn,  N.Y. 
Rosenberg,  H.  A. 

7615-35  Ave.,  Jackson  Heights, 
N.Y. 

Rosenbium,  B. 

7524  Bay  Pkwy.,  Brooklyn,  N.Y. 
Rosenfeld,  M.  A.  (Lt.) 

A. P.O.  603,  c/o  P.M.,  Miami,  Fla. 
Rosenfeld,  S.  G. 

2702  Kings  Highway,  Brooklyn, 
N.Y. 

Rosenstein,  J.  J.  (Capt.) 

Myrtle  Beach  Bombing  & Gunnery, 
Myrtle  Beach,  S.C. 

Rosner,  A.  A.  (Capt.) 

Dale  Mabry  Field,  Tallahassee,  Fla. 
Rosner,  K.  D. 

40-07-68  St...  Woodside,  N.Y. 

Ross,  D.  P. 

622  Pine  Ave.,  Niagara  Falls,  N.Y. 
Ross,  H.  G. 

St.  Johnsville,  N.Y. 

Ross,  L. 

Veterans  Admin.  Facility,  Excelsior 
Springs,  Mo. 

Ross,  S.  T. 

190  Fulton  Ave.,  Hempstead,  N.Y. 
Roth,  V.  E. 

Marcellus.  N.Y. 

Rothstein,  D.  L.  (Lt.) 

Station  Hosp.,  Ft.  Riley,  Kans. 
Rubenstein,  A.  H. 

Med.  Arts.  Bldg.,  Syracuse,  N.Y. 
Rubin,  S. 

602  E.  24  St.,  Paterson.  N.J. 
Rudomanski,  V. 

85  Pierrepont  St.,  Brooklyn,  N.Y. 
Ruesch,  A.  S. 

160  Middle  Neck  Rd.,  Great  Neck, 
N.Y. 

S 

Sachs,  H.  M. 

1648  Madison  St.,  Ridgewood,  N.Y. 
Sacks,  S.  R. 

2776  Main  St.,  Buffalo,  N.Y. 

Safifer,  S.  H. 

3201  Beverly  Rd.,  Brooklyn,  N.Y. 
Salmon,  P.  J. 

1188  Dean  St..  Brooklyn.  N.Y. 
Salzman,  C.  C.  (Maj.) 

97  Evacuation  Hosp.,  MTZ,  Camp 
Shelby,  Miss. 

Samuels,  N. 

2349  Benson  Ave.,  Brooklyn,  N.Y. 
Samuelsen,  W.  W. 

607-75  St.,  Brooklyn,  N.Y. 

Sanford,  D.  B. 

740  S.  Beech  St.,  Syracuse,  N.Y. 
Sara,  N.  O. 

7507-6  Ave.,  Brooklyn,  N.Y. 

Sarles,  M. 

3235  Bailey  Ave.,  Buffalo,  N.Y. 
Sarnoff,  J. 

16-5  Ave.,  Danbury,  Conn. 
Sausville.  A.  J. 

2 Aster  Court,  Brooklyn,  N.Y. 
Scalzo,  J.  J. 

375  Grand  Ave.,  Brooklyn,  N.Y. 
Scheps,  H.  M. 

Port  Chester,  N.Y. 

Schilero,  A.  J. 

3824  Dyre  Ave.,  Bronx,  N.Y. 
Schindelheim,  S. 

901-56  St.,  Brooklyn,  N.Y. 

Schiuma,  J.  L. 

7715  Ft.  Hamilton  Pkwy.,  Brook- 
lyn, N.Y. 

Schlachter,  I.  S. 

381  Franklin  Ave..  Brooklyn.  N.Y. 
Schoolnik,  B.  H. 

603  Hemlock  St.,  Brooklyn,  N.Y. 
Schor,  I.  M.  (Lt.) 

U.S.N.R.,  U.S.  Naval  Trng.  Sta., 
Newport,  R.I. 

Schwartzbard.  H.  (Capt.) 

32  Inf.,  A. P.O.  7,  Camp  San  Luis, 
Obispo,  Calif. 

Scuccimarra,  D.  J. 

Peekskill,  N.Y. 

Searles,  P.  W. 

Buffalo  Genl.  Hosp.,  Buffalo,  N.Y. 
Selinsky,  H. 

106  E,  85  St.,  N.Y.C. 
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LOUDEN-KNICKERBOCKER  HALL."' 

81  LOUDEN  AVENUE  Tel.  AmityvUle  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  inf  or  motion  furnished  upon  request 
JOHN  F.  LOUDEN  New  York  Gty  Office  JAMES  F.  VAVASOUR,  M.D. 

President  67  West  44th  St.,  Tel.  VAnderbilt  6-3732  Physician  in  Charge 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye  Beach. 
Telephone:  Rye  550 
Write  for  illustrated  booklet 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  Dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Charge 


PINEWOOD 

Route  100  Westchester  County  Katonah,  New  York 

Licensed  by  the  Department  of  Mental  Hygiene.  Emphasizing 
diagnosis  and  treatment  of  Neuro-psychiatric  cases. 

In  addition  to  the  usual  forms  of  treatment  (occupational  therapy, 
physiotherapy,  outdoor  exercise,  etc.)  we  specialize  in  more  specific 
techniques.  Insulin,  Metrazol  and  Electro  shock.  Psychological 
and  physiological  studies.  Psychoanalytic  approach. 

DR.  JOSEPH  EPSTEIN,  Physician-in-Charge 
Dr.  Max  Friedemann  ) Resident  Tel:  KATONAH  775 

Dr.  Leon  Gottfried  J Physicians  YONKERS  3-5786 

N.  Y.  Office:  25  West  54th  St.  Tues.  & Fri.  by  appointment 
Circle  7-2380 


COLOR  AND  EMOTIONS 

Under  “Recent  Items”  in  the  December  issue  of  Main 
Currents  in  Modern  Thought , the  following  abstract  on 
color  and  emotions  deserves  attention. 

“The  many  curious  associations  and  impressions 
gained  by  people  when  the  major  hues  of  the  spectrum 
are  presented  to  view  were  a subject  of  study  made 
recently  by  the  Color  Research  Laboratory  of  the  Eagle 
Printing  Ink  Corporation. 

“Red,  as  a color,  seems  hot,  dry  and  opaque  in  quality, 
this  study  showed.  Being  sharply  focused  by  the  eye 
it  suggests  angular  forms.  Orange  is  less  earthly  than 
red.  It  is  warm  rather  than  hot,  but  it  is  also  dry. 
Its  appearance  is  glowing  and  somewhat  metallic. 

“Yellow  is  also  warm  and  dry,  and  also  very  luminous. 
Where  red  is  bulky  and  heavy,  yellow  is  more  sunny  and 
spatial.  Being  the  color  of  highest  visibility  in  the 
spectrum,  it  is  sharp  and  precise  in  form.  Green  is 
cool  and  moist  in  quality.  Blue  is  cold,  wet  and  sug- 
gestive of  things  transparent — sky  and  water.  Because 


FALKIRK 

IN  THE 

R AM APOS 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1SS9 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


‘INTERPINES’ 

Goshen,  N.  y. 

Phone  117 


Ethical  — Reliable  — Scientific 


Disorders  of  the  Nervous  System 
BEAUTIFUL  — QUIET  — HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physicisn 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physicisn 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-Hudson,  New  York  Gty 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD  M.D.,  Physician  in  Charge 
Telephone:  Ningsbridge  9-8440 


blue  is  a retiring  color  and  tends  to  blur  on  the  retina,  it 
suggests  round  and  soft  rather  than  angular  forms. 

“Purple  is  cool,  refined  and  extremely  atmospheric. 
It  is  remindful  of  shadow  and  distance.  While  these 
generalizations  are  frankly  emotional,  they  seem  to  find 
confirmation  in  the  associations  of  most  people. 


GLENMARY 

SANITARIUM 

For  individual  care  and  treatment  of  selected  number  of  Nervous 
and  Mental  cases,  Epileptics,  and  Drug  or  Alcoholic  addicts. 
Strict  privacy  and  close  cooperation  with  patient’s  physician  at 
all  times.  Successful  for  over  50  years. 

ARTHUR  J.  CAPRON,  Physician-in-Charge 

OWEGO,  TIOGA  C © . , N . Y . 


JANE  M.  GORMAN 

FOR  CASES  CONVALESCENT 

REQUIRING  REST,  SPECIAL  DIETS  HOME 

AND  GENERAL  NURSING  CARE.  NO  MENTAL  CASES 

Registered  Nurses  in  attendance  at  all  times.  Large,  well 
furnished  rooms  (some  private  bath),  five  acres  of  land- 
scaped grounds,  screened  and  enclosed  porches,  homelike 
atmosphere.  Moderate  rates. 

Tel:  RYE  2235 

1330  BOSTON  POST  ROAD,  RYE,  N.  Y. 
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Shapiro,  F.  (Lt.) 

96  Sig.  Bn  , Camp  Crowder,  Mo. 
Sharman,  E.  J. 

Franklin,  N.Y. 

Sheintoch,  H.  R. 

33  E.  91  St.,  Brooklyn,  N.Y. 

Shelf o,  A.  L. 

222-75  St.,  Brooklyn,  N.Y. 
Sherman,  B.  K. 

1466-49  St.,  Brooklyn,  N.Y. 

Shore,  B.  R. 

4 E.  97  St.,  N.Y.C. 

Short,  W.  R. 

Groton,  N.Y. 

Shulman,  H.  C.  (Lt.) 

27  Station  Hosp.  APO  3195,  e/o 
P.M.,  San  Francisco,  Calif. 

Sica,  F.  A. 

2229  Starling  Ave.,  Bronx,  N.Y. 
Sickenberger,  P.  G. 

164  Midwood  St.,  Brooklyn,  N.Y. 
Siegel,  W.  H. 

c/o  Siegel,  73  Smith  St.,  Babylon, 
N.Y. 

Silverman,  J.  J. 

176  Hart  Blvd.,  W.  Brighton,  S.I., 
N.Y. 

Simon,  E. 

N.C.T.C.,  Davisville,  R.I. 

Siris,  J.  H. 

80  Hanson  PL,  Brooklyn,  N.Y. 
Snyder,  A.  F. 

817  West  End  Ave..  N.Y.C. 

Sobel,  I.  P.  (Maj.) 

Extension  Hosp.,  Chanute  Fd.,  111. 
Sohn.  L. 

456  E.  3 St.,  Brooklyn,  N.Y. 

Soifer,  S. 

960  St.  Johns  PL,  Brooklyn,  N.Y. 
Southworth,  F.  C.,  Jr. 

432  Norwood  Ave.,  Buffalo,  N.Y. 
Spinuzza,  J.  Y. 

136  Connecticut  St.,  Buffalo,  N.Y. 
Stein,  I. 

700  Ave.  C,  Brooklyn,  N.Y. 

Stein,  M.  H. 

864  Troy  Ave.,  Brooklyn,  N.Y. 
Stern,  E.  A. 

233  Oxford  St.,  Rochester,  N.Y. 
Stevens,  J.  B. 

Med.  Arts  Bldg.,  Syracuse,  N.Y. 
Stoesser,  P.  N. 

199  Colvin  Ave.,  Buffalo,  N.Y. 
Stoller,  L.  W. 

Red  Hook,  N.Y. 

Strenger,  G. 

80  Lincoln  Rd.,  Brooklyn,  N.Y. 
Sullivan,  J.  E. 

121  E.  60th  St.,  New  York,  N.Y. 
Swartz,  I. 

601  Med.  Arts  Bldg.,  Syracuse, 
N.Y. 


Swersie,  A.  K. 

325  W.  45th  St.,  New  York,  N.Y. 
Swope,  R.  E. 

115  E.  67th  St.,  New  York,  N.Y. 
Szmanski,  F.  J. 

205  West  Ave,  Rochester,  N.Y. 
Szoo,  J.  F. 

226  E.  79th  St.,  New  York,  N.Y. 

T 

Tedesco,  J.  C. 

Arcade,  N.Y. 

Teitelbaum,  M.  H. 

410  Eastern  Pkwy.,  Brooklyn, 
N.Y. 

Teperson,  H.  I.  (Col.) 

74  Genl.  Hosp.,  Stag.  Area,  New 
Orleans,  La. 

Tesoriero,  V.  J. 

249  Lincoln  Rd.,  Brooklyn,  N.Y. 
Theodore,  F.  H. 

152  E.  94  St  , N.Y.C. 

Tibone,  J.  J.  (Lt.) 

3 Reconnaisance  Sqdn.,  Ft.  Bliss, 
Tex. 

Tidona,  J.  J. 

7501-17  Ave.,  Brooklyn,  N.Y. 
Tillim,  S.  J.  (Capt.) 

Wm.  Beaumont  Genl.  Hosp.,  El 
Paso,  Tex. 

Toothaker,  B.  L. 

421  Huguenot  St.,  New  Rochelle, 
N.Y. 

Torrance,  C.  C.  (Lt.  Com.) 

U.S.  Naval  Disp.,  79  Exchange  St., 
Portland,  Me. 

Trantum,  D.  D.  (Capt.) 

Station  Hosp.,  Ft.  Hamilton,  N.Y. 
Trilling,  L.  J.  (Lt.) 

59  Station  Hosp.,  Camp  Gruber, 
Okla. 

Trozze,  D.  R. 

82  Conklin  Ave.,  Binghamton,  N.Y. 
Turano,  L.  F. 

221  Linden  St.,  Brooklyn,  N.Y. 

V 

Varmus,  F. 

61  S.  Main  St.,  Freeport,  N.Y. 
Vetromile,  G.  A. 

Merrick,  N.Y. 

Violyn,  R.  R. 

123  Guy  ParkAve.,  Amsterdam,  N.Y. 
Vogt,  W.  E.,  Jr. 

171-30  Mayfield  Rd.,  Jamaica,  N.Y. 
W 

Wallace,  E.  W. 

374  E.  Utica  St.,  Buffalo,  N.Y. 
Wallace,  J.  J. 

375-76  St.,  Brooklyn,  N.Y. 

W allfield,  M.  J. 

1269-46  St.,  Brooklyn,  N.Y. 


Walsh,  C.  D. 

130  Hillside  Ter.,  Great  Kills, 
S.I..  N.Y. 

Walsh,  J.  M 

Ticonderoga,  N.Y. 

Warden,  C.  E.  (Lt.) 

U.S.  Naval  Amphibious  Trg.  Ba., 
Solomons,  Md. 

Warshall,  H.  B. 

435  Ocean  Pkwy.,  Brooklyn,  N.Y. 
Watson,  W.  L 

53  E.  70  St.,  N.Y.C. 

Wax,  W.  Y. 

Catskill,  N.Y. 

Weichsel,  H.  S. 

471  Park  Ave.,  N.Y.C. 

Weigel,  P.  J. 

717  Humboldt  Pkwy.,  Buffalo, 
N.Y. 

Weiss,  H.  (Capt.) 

Station  Hosp.,  Ft.  McClellan,  Ala. 
Weiss,  L.  M. 

95  W 195  St.,  Bronx,  N.Y 
Weseley,  H.  B. 

902  Lincoln  Pl.,  Brooklyn,  N.Y. 
White,  T.  S. 

Millbrook,  N.Y. 

Wiesel,  B. 

125  E.  84  St.,  N.Y.C. 

Winer,  N.  J.  (Lt.) 

AAF  3 Air  Force,  Dale  Mabry  Fd., 
Fla. 

Wise,  R.  A.  (Capt.) 

Sta.  Hosp.,  Ftr.  Com.  School, 
Orlando,  Fla. 

Wood,  C.  L.  (Capt.) 

AAF,  Army  Glider  School,  Dal- 
hart,  Tex. 

Y 

Yochelson,  S. 

131  Linwood  Ave.,  Buffalo,  N.Y. 

Z 

Zaretzki,  L.  E.  (Maj.) 

Camp  Rucker,  Ala. 

Zatuchne,  S. 

7516  Bay  Pkwy.,  Brooklyn,  N.Y. 
Zavod,  W.  A. 

133  Archer  Ave.,  Mt.  Vernon,  N.Y 
Zavoyianis,  S.  J. 

305  W.  45  St.,  N.Y.C. 

Zeiger,  S. 

3045  Ocean  Pkwy.,  Brooklyn.  N.Y. 
Zimmerman,  B.  (Capt.) 

Station  Hosp.,  Camp  Bowie,  Tex. 
Zingaro,  F.  F.  (Capt.) 

Med.  Research  Div.,  Edgewood 
Arsenal,  Md. 

Zipser,  F.  S. 
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A single  lecture  has  been  arranged  for  a joint 
meeting  of  the  Onondaga  County  Medical 
Society  and  the  Syracuse  Academy  of  Medicine 
to  be  held  Tuesday  Evening,  January  5,  1943, 
8:30  p.m.  in  the  University  Club,  Syracuse. 

The  subject  is  “The  Early  Treatment  of  Polio- 
myelitis with  a Description  and  Evaluation 


of  the  Kenny  Technics.”  The  speaker  will  be 
Philip  M.  Stimson,  M.D.,  associate  professor  of 
clinical  pediatrics,  Cornell  University  Medical 
College.  This  lecture  is  a cooperative  endeavor 
between  the  Medical  Society  of  the  State  of 
New  York  and  the  New  York  State  Department 
of  Health. 
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POSITIONS  'LOCATIONS  f HELP  f PURCHASES  1 SERVICES 


Classified  Rates 


lates  per  line  per  insertion: 

One  time $1.10 

3 consecutive  times 1.00 


SCHOOLS 


6 consecutive  times .80 

12  consecutive  times .75 

24  consecutive  times .70 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


PRACTICE  WANTED 


Upstate  New  York  General  Practice  wanted.  Preferably  with 
small  hospital  but  not  essential.  Please  give  full  details  of  equip- 
ment and  instruments  available.  Address  Box  1780  % New  York 
State  Journal  of  Medicine. 


FOR  SALE 


For  Sale:  1 Portable  X-Ray  $250.00,  2 Collwil  Apparatus  $75.00 
each,  1 Elliott  Apparatus  $35.00,  3 Examining  Tables,  $10.00 
each,  12  Treatment  Benches  with  5*  thickness  of  foam  rubber 
$20.00  each.  Odd  chairs,  cabinets,  etc.  All  in  good  condition. 
Bo-8-1508.  Between  9:00  and  10:00  A.  M.  or  Box  1779,  N.  Y. 
St.  Jr.  Med. 


CAPABLE  ASSISTANTS 

CALL  our  free  placement  service.  Paine  Hall 
graduates  are  girls  of  character,  intelli- 
gence, appearance;  qualified  for  office  or 
laboratory  work;  trained  in  haematology,  blood 
chemistry,  urinalysis,  clinical  pathology,  office 
machines,  medical  stenography,  bookkeeping. 
Address  C.  R.  Porter,  Principal 


101  West  31st  Street,  New  York 
BRyant  9-2831 

Licensed  by  the  State  of  New  York 


SCHOOLAND  COLLEGE  ADVISORY  CENTER 

Affiliated  ’with  National  Bureau  of  Private  Schools 
FREE  INFORMATION  and  CATALOGS  on  all  schools  and  col- 
leges: ACADEMIC:  Preparatory,  Day,  Boarding,  Military,  Finish- 
ing, 2 and  4 year  colleges.  PROFESSIONAL:  Secretarial,  Art, 
Dramatic,  Dietetics,  Costume  Design,  Laboratory  Assistants, 
Journalism,  etc.  Also  special  schools  for  adjustment  cases.  Address: 

522  Fifth  Ave.  (at  44th  St.)  New  York  City,  Phone  MUr.  Hill  2-8840 


Excellent  Opportunity  for  general  practitioner  of  good  training 
and  personality  to  build  up  good  practice.  Fine  residence  with 
equipped  Operating  room,  for  tonsilectomies  minor  surgery,  X- 
Ray  outfit,  etc.  45  minutes  from  City,  $75.00  per  month,  lease  4 
years,  write  N.  Y.  S.  Medical  Journal  Number  1788. 


PUBLIC  HEALTH  IN  CHINA 

The  East  and  West  Association’s  booklet  on  The 
People  of  China  reveals  some  interesting  points  on  public 
health  progress  in  that  formerly  backward  country. 

“The  death  rate  in  China,”  states  the  publication, 
“has  always  been  very  high,  chiefly  because  of  cholera 
and  other  epidemics,  famines  and  floods.  While  there  is 
as  yet  no  complete  national  public  health  system,  and  no 
governmental  regulation  of  food  and  water,  some  progress 
has  been  made  in  this  direction.  The  masses  are  being 
schooled  to  have  faith  in  doctors  rather  than  in  super- 


stitious remedies  and  quackeries.  Also,  a number  of 
highly  important  rural  experimental  stations  have  been 
established. 

“Despite  the  lack  of  adequate  centralized  public 
health  facilities,  the  Chinese  have  long  understood  the 
value  of  certain  herbs  and  treatments.  Ephedrine, 
ginseng  and  medicinal  rhubarb  come  to  us  from  China. 
Chaulmoogra  oil  obtained  from  a tree  found  all  over 
Eastern  Asia  was  used  as  early  as  the  fourteenth  century 
in  China  in  the  treatment  of  leprosy.  Also,  while  we 
until  recently  have  looked  down  on  liver,  the  Chinese 
have  for  centuries  regarded  it  as  an  important  tonic. 
In  addition  the  Chinese  have  had  a very  sensible  diet, 
using  a great  number  of  green  vegetables  and  the  soya 
bean  which  we  are  now  discovering  to  be  Nature’s 
miracle  food,  stuffed  with  vitamins  and  minerals.  Their 
uses  of  hot  foods  and  boiled  water  in  tea  have  acted  as 
health  measures  to  prevent  cholera  and  other  epi- 
demics.” 


Are  you  entering  the 

ARMY  or  NAVY? 

In  addition  to  our  regular  services,  we  specialize  in  the  collection  of 
accounts  for  physicians  who  have  temporarily  given  up  practice  to 
serve  with  the  U.  S.  Armed  Forces. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

Herald  Tribune  Bldg.,  New  York 


LOANS 


to  Professional 

Men  and  others  in 
amounts  upwards  of  $5,000 — at  NET  per  annum  rates 
of  23/4%  or  less,  against  cash  value  LIFE  INSURANCE 
or  SECURITIES 

COLLATERAL  DISCOUNT  CORPORATION 

Graybar  Building  New  York  City 


PRESCRIBE  or  DISPENSE  ZEMMER  PHARMACEUTICALS 


'AF//IM'1  Tablets,  Lozenges,  Ampoules,  Capsules,  Ointments,  etc. 

/i‘M  k/Jl  M Guaranteed  reliable  potency.  Our  products  are  laboratory 


controlled.  Write  for  catalogue. 

Chemists  to  the  Medical  Profession 
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VITAMINS — high  potencies, 
low  potencies,  every  dosage  form  . . . 


VITAMINS 

£>edecle 

Iederle  offers  a comprehensive  line  of 
-J  single  vitamins  and  vitamin  combina- 
tions, balanced  in  accord  with  the  latest 
findings. 

Included  are  high  potency  vitamins  for 
intensive  therapy;  high  unitage  B Complex  and 
Thiamine  Hydrochloride  for  rapid  response  by 
the  parenteral  route;  lower  potency  vita- 
mins to  serve  as  dietary  adjuncts;  a variety  of 
dosage  forms  to  suit  the  preferences  of  doctor 
and  patient. 

As  new  advances  are  brought  to  light,  the 
scientific  staff  of  Lederle  will  keep  on  revis- 
ing potencies,  adjusting  balances,  and  releas- 
ing to  the  medical  profession  new  vitamin 
products. 


(p 

jjf J&ederle 


VI-DELTA  VITAMINS 

£>edecle 

Vi-Delta  Multi-Vitamins  (Cap- 
sules) , Formula  A — A,  B Com- 
plex, C and  D 

Vi-Delta  Multi-Vitamins  (Tab- 
lets), Formula  B — A,  B Com- 
plex, C and  D 

Vi-Delta  Emulsion  Oral  (A  and 
D) 

Vi-Delta  Clipsules  (A  and  D)— 
for  infants 

Vi-Delta  Concentrate  Capsules 
(A  and  D) 

Vi-Delta  Liquid  Concentrate  (A 
and  D) 

VITAMIN  B COMPLEX 

J&edecle 

Vitamin  B Complex  Capsules 

Vitamin  B Complex  Tablets 


Vitamin  B Complex  Oral 
Vitamin  B Complex  (Parenteral) 

SINGLE  VITAMINS 

£>edecle 

Ascorbic  Acid  (Vitamin  C) 
Calcium  Pantothenate 
Menadione  (Vitamin  K) 
Niacinamide  (Nicotinic  Acid 
Amide) 

Riboflavin  (B2  or  G) 

Pyridoxine  Hydrochloride  (Be) 

Thiamine  Hydrochloride  (Bp 
(Tablets) 

Thiamine  Hydrochloride  (B,) 
(Parenteral) 

Viosterol  in  Oil  (A.R.P.I.) 
Vitamin  A Capsules 


Lederle  Laboratories,  Inc.,  30  Rockefeller  Plaza,  New  York,  N.  Y. 
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its  importance  in 
adjustments  of 


CIGARETTE 

SMOKING 


WHEN  modifications  in  smoking 
are  in  order,*  physicians  know 
that  the  patient’s  cooperation  is  ex- 
tremely desirable,  ^et  few  smokers 
take  kindly  to  changes  in  tobacco 
usage. 


Pleased  patients  mean  more  reli- 
able records,  something  to  consider  if 
you  value  cross-section  data  from 
group  reports. 

* The  Military  Surgeon,  Vol.  89,  No.  1,  t>.  5,  July,  1941 
J.  A.  M.  A.,  93:1110- October  12,  1929 
Bruckner.  H.—Die  Biochemie  des  Tabaks,  1936 


Slow-burning  Camels  can  be  help- 
ful in  this  situation.  Millions  of  smok- 
ers naturally  prefer  Camels  for  their 
famous  mildness  and  better  taste. 


“THE  CIGARETTE,  THE  SOLDIER, 
AND  THE  PHYSICIAN,”  The  Military 
Surgeon,  July,  1941.  Reprint  available.  Write 
Camel  Cigarettes,  Medical  Relations  Division, 
1 Pershing  Square,  New  York  City. 


Camel 


Costlier  Tobaccos 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


VOLUME  43 


JANUARY  15,  1943 


NUMBER  2 


Published  twice  a month  by  the  Medical  Society  of  the  State  of  Nbw  York.  Publication  Office : 20th 
and  Northampton  Sts.,  Easton,  Pa.  Editorial  and  Circulation  Office : 292  Madison  Ave.,  New  York,  N.  Y. 
Change  of  Address:  Notice  Should  Statb  Whether  or  Not  Change  Is  Permanent  and  Should  Include  the 
Old  Address.  Fifty  cents  per  copy — $5.00  per  year.  Entered  as  second-class  matter  March  i 3,  1939,  at  the  Post 
Office  at  Easton , Pa.,  under  the  Act  of  August  24,  1912. 


CONTENTS 

Honor  Roll — Medical  Society  of  the  State  of  New  York 184 

( Supplementary  List) 

SCIENTIFIC  ARTICLES 

Tuberculosis  Involving  the  Genitourinary  Tract  following  Trauma,  J.  C.  McClel- 
land, M.D 135 

Recent  Advances  in  Roentgen  Diagnosis  of  Diseases  of  the  Chest  Including  Body 

Section  Roentgenography  (Planigraphy),  Barton  R.  Young , M.D 140 

Mortality  from  Diseases  Treated  with  the  Sulfonamide  Drugs,  Wheelan  D.  Sutlijf , 

M.D 144 

The  Role  That  Industry  Can  Play  in  the  Elimination  of  Tuberculosis,  W.  A. 

Sawyer , M.D 148 

[Continued  on  page  102] 


Each  DIURBITAL  Tablet  con- 


with  DIURBITAL 

DIURBITAL*  helps  two  ways  to  relieve  the  hypertensive  heart 
burdened  by  vascular  disturbance  and  excessive  fluid.  DIURBI- 
TAL acts  to  relieve  edemic  pressure  by  prompt  and  efficient 
diuretic  benefits  ...  it  serves  to  improve  coronary  blood  flow  for 
better  cardiac  tone  and  nutrition. 

VASODILATOR,  DIURETIC,  SEDATIVE  and  CARDIOTONIC, 
DIURBITAL  affords  excellent  xanthine  effects  in  gradual  and 
sustained  REDUCTION  OF  ELEVATED  BLOOD  PRESSURE. 


tains  the  soluble  double  salt 
Theobromine  Sodium  Salicy- 
late, 3 grs.;  Phenobarbital, 
gr.;  Calcium  Lactate,  IVj 
grs.  Bottles  of  25  and  100 
tablets  at  all  pharmacies. 


Apprehension,  dizziness,  insomnia  and  other  hypertension  syn- 
dromes are  usually  well  controlled.  ...  No  gastric  disturbance  as 
DIURBITAL  tablets  are  enteric  coated.  Prompt  and  maximum 
utilization. 


SAMPLES  AND 
LITERATURE 
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ON  REQUEST. 
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The 

Omnibus 

of 

Therapy 


In  hard-to-define  multiple  disturbances  involving  the 
nerves  and  nutrition,  nothing  has  been  a greater  boon  to 
harassed  physicians  than  vitamins  of  the  B complex. 

By  the  action  of  one  or  more  of  its  components,  vitamin 
B complex  is  a vital  intermediate  in  the  metabolism  of 
carbohydrates;  is  necessary  to  transport  oxygen  through 
the  epithelium  and  is  essential  to  respiratory  enzyme  func- 
tion; hence  is  required  for  the  breathing  of  all  cells. 


These  facts  disclose  why  the  complex  carries  multiple 
curative  effects — why  it  is  the  omnibus  of  therapy.  Four 
convenient  dosage  forms  by  Breon  provide  effective  therapy 
for  all  patients. 


VITAMIN  B COMPLEX 
SYRUP 


BECAPLETS 

Made  from  yeast  fortified  with 
crystalline  vitamins,  each  cap- 
let  provides: 

Thiamine  Hydrochloride 
(B-l)  l mg. 

Riboflavin  (B-2)  1 mg. 

Pyridoxine  Hydro- 
chloride (B-6)  0.03  mg. 

Nicotinamide  6 mg. 

In  bottles  of  100,  500,  and 
1000 

BECAPLETS  with  Ascorbic  Acid 

Same  as  formula  above  with 
addition  of  Ascorbic  Acid 
(Vitamin  C). 


BREONEX-STRONGER 


A solution  for  parenteral  in- 
jection in  10  cc  multiple-dose 
vials. 

Each  cc  contains: 

Thiamine  Hydro- 
chloride 10  mg. 

Riboflavin  0.1  mg. 

Pyridoxine  1 mg. 

Nicotinamide  10  mg. 


From  rice  bran  augmented 
with  crystalline  vitamins. 

Each  5 cc  teaspoonful  contains: 
Thiamine  Hydro- 
chloride 1 mg. 

Riboflavin  0.6  mg. 

Pyridoxine  Hydro- 
chloride 0.5  mg. 

Pantothenic  Acid  1 mg. 

Nicotinic  Acid  10  mg. 

In  3 oz.  and  pint  bottles 


George  A.  Breon  a Company 

-SQkarmaceuilcaL  QliMiiblti/ 


KANSAS  CITY,  MO. 

In  New  York  City  at  17-23  W 60th  St. 
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5-6  HOURS 
VASODILATION 


MAXITAT 


MANNITOL  HEXANITRATE,  STRASENBURGH 


The  vasodilation,  being  gradual,  avoids 
shock.  Regulation  of  dosage  may 
extend  the  vascular  relaxation  inde- 
finitely. Toxic  effects  commonly  found 
in  nitrite  preparations  are  absent. 

FOR  EXCITABLE  PATIENTS 

MAXITATE  WITH  PHENOBARBITAL 

Nervous  tension  is  calmed  by  the 
phenobarbital.  Your  patient  relaxes 
mentally  and  physically,  permitting 
maximum  benefit  from  medication. 

Distinguishable  by  Color  for  Convenience 
of  Physician: 

Maxitate,  in  Vi  and  Vi  gr.  tablets  (white) 

Maxitate,  Vi  gr.,  with  Phenobarbital,  Vi  gr.  (blue) 
Maxitate,  Vi  gr.,  with  Phenobarbital,  Vi  gr.  (pink) 

Write  for  Polder  No.  8 


STRASENBURGH  Co < 


PHARMACEUTICAL  CHEMISTS  SINCE  1886 

ROCHESTER,  NEW  YORK 
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* Acting  for  E.  Christopher  Wood,  M.D.,  on  leave  of  absence  in  service. 


[See  pages  106  and  108  for  additional  Society  Officers] 
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HEMORRHAGE 


KOAGAMIN  is  a rapidly  effective  parenteral  hemostatic  widely  used 
clinically  to  control  capillary  and  venous  bleedings. 

Non-toxic,  isotonic  to  the  blood,  and  will  not 
cause  hemolysis  — no  alkaloids  nor  nar- 
cotics — protein-free.  Supplied  in  10  c.c. 
diaphragm-stoppered  bottles. 

Literature  on  request. 

CHATHAM  PHARMACEUTICALS,  INC. 

NEWARK,  N.  J. 


principle  oxalic  & 
! liiiinic’aclds) 

10  cc. 

Stappexed  ful 
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'ttTETIC  LABORATORIES' 
COUJM8US.OMI0.  < 
WeiCHT  ONE  »»OuNlL. 


MODERN-SIMPLE-SAFE- ETHICAL 


3k 


f 


64/^4  HyTtOy 


• A powdered,  modified  milk  product 
especially  prepared  for  infant  feeding, 
made  from  tuberculin  tested  cow's 
milk  (casein  modified)  from  which 
part  of  the  butter  fat  is  removed  and 
to  which  has  been  added  lactose,  olive 
oil,  cocoanut  oil,  corn  oil,  and  cod 
liver  oil  concentrate. 

SIMILAC 

M&R  DIETETIC  LABORATORIES, 

Say  you  saw  it  in  the  NEW  YORK 


One  level  tablespoonful  of  the 
Similac  powder  added  to  two 
ounces  of  water  makes  2 fluid 
ounces  of  Similac.  The  caloric 
value  of  the  mixture  is 
approximately  20  calo- 
ries per  fluid  ounce. 


SIMILAR  TO 
BREAST  MILK  ★ ★ 

INC.  • COLUMBUS,  OHIO 
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this  time,  prescribe 

DERATOL 

(BREWER) 

The  Red  Capsule  With  Orange  Dot  When 
High  Potency  Vitamin  D Is  Indicated 

I 

Each  3 minim  capsule  contains  50,000  U.S.P.  units  of  Vitamin  D obtained  from 
activated  Ergosterol  (Hebo  process)  in  a pure  vegetable  oil. 

SIG : One  or  two  capsules  a day  for  four  days.  Then  increase  dosage  by  one 
capsule  a day  every  four  days  until  maximum  tolerance  of  patient  is  reached. 

AVAILABLE  in  bottles  of  50,  100,  and  1000  capsules.  $4.50  per  100  capsules  on 
prescription. 

Literature  on  Request 

BREWER  & COMPANY,  Inc. 

WORCESTER,  MASS.  PHARMACEUTICAL  CHEMISTS  SINCE  1852 
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WARTIME  BOOM  IN  BABIES 


Photograph  Camp  prenatal  support  ( skeleton  indrawn) 


Today,  more  babies  are  on  the  way  than  in  any 
time  during  the  last  20  years!  Naturally,  there  is 
a corresponding  rise  in  the  need  and  demand 
for  prenatal  supports. 

The  S.  H.  Camp  and  Company  has  developed 
over  a period  of  more  than  30  years— a complete 
series  of  maternity  supports  . . . each  type  scien- 
tifically designed  and  constructed  . . . each  type 
giving  accurate  support  to  the  abdomen,  pelvic 
girdle  and  spinal  column. 

In  fact,  not  a single  detail  which  will  add  to 
their  clinical  value  has  been  neglected. 

That  these  garments  successfully  measure  up 
to  the  most  stringent  clinical  requirements  is 
evident— since  they  carry  the  approval  of  many 
leading  gynecologists  and  obstetricians  through- 
out the  world. 


of  prenatal  supports  comprise  mo 
mild.  Patients  are  asked  to re 

,f  their  prenatal  supports.  This 

..oil  fa  mo-trained  fitters. 
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In  Congestive  Heart  Failure 

^hjEJOOoJjcin 

Theobromine-calcium  salicylate  Council  Accepted 


BILHUBER-KNOLL  CORP.  orange,  new  jersey. 


Diuretic  and  Myocardial  Stimulant 

7V2  grain  tablets  and  powder.  Dose:  1 to  3 tablets,  repeated. 
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When  you  specify  a Walker 
Vitamin  Product,  your 
patient  receives  a strictly  ethical 
preparation  of  the  finest  quality 
— rigidly  standardized  for 
vitamin  activity  by  careful 
liftiil  laboratory  control  . . . and  at  a 


mTSil  insistently  economical  price. 
gMjfjjgl  Write  for  descriptive  booklet. 

WALKER  VITAMIN  PRODUCTS,  inc. 


To  Assure  Quick  Dependable  Response 

Discriminating  Physicians  are  Prescribing 

the  easily  soluble 


DUB  IN  AMINOJPUYZjZjIN 

yheopfiyllirve.  - SthylestexUairiirLe 


American  Made  from  American  Materials 


H.  E.  DUBIN  LABORATORIES 

250  E.  43rd  St.  incorporated  NgW  York,  N.  Y. 

Era™ 

To  Physicians  joining  the 

ARMED  FORCES 

We  render  a complete  service  on  your  accounts 
receivable,  notifying  patients  of  your  entry  in 
U.  S.  armed  forces  and  tactfully  collecting  what- 
ever amounts  are  due. 

Write  for  details. 

CRANE  DISCOUNT  CORPORATION 

230  W.  41st  St.  New  York 


TO  BURN  UP  FAT 

Prescribe  Lipolysin  in  obesity  to  stimulate 
oxidation  process  that  "burn  up"  fatty  tissue. 
A dependable  endocrine  product;  free  from 
dinitrophenol.  Tablets — bots  100;  Capsules 
— bots  50,  120;  Ampuls  — boxes  12.  Send 
for  literature,  Dept.  N,  Cavendish  Pharmaceu- 
tical Corp.,  25  West  Broadway,  New  York. 

LIPOLYSIN 

MALE  FEMALE 
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Step 
Along 
viVto 


PLAIN,  UNFLAVORED 

KNOX  GELATINE 

Recommended  by  Physicians 
for  special  dietaries  in  treatment  of: 


...  Peptic  Ulcer  ...Reducing 
...Diabetes  ...Convalescence 

...Colitis  ...Infant  Feeding 

...Debility 

caused  by  lack  of  adequate  protein 

NOT Ei  Knox  Gelatine  should  not  be  confused 
with  ready-flavored  gelatine  dessert  powders. 
They  are  only  about  V&  protein,  mostly  acid- 
flavored.  Knox  is  all  gelatine,  no  sugar... a pure 
wholesome  protein.  Contains  7 of  the  10  essen- 
tial protein  parts. 


KNOX 

ijj 

If  you  would  like  information,  reprints 
or  suggested  recipes  for  any  of  the 
above,  simply  check  the  subjects,  clip 
this  ad  to  a prescription  blank  and 
mail  to  Knox  Gelatine,  Dept.  474, 
Johnstown,  N.  Y. 


B R I O S C H I 

A PLEASANT  ALKALINE 
DRINK 


Canada  Dry  Ginger  Ale,  Inc.,  New  York,  N.  Y.  • Sole  Imporfr 

Say  you  aaw  it  in  the  NEW  YORK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 
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Ill 


To  Facilitate  Diagnosis 

and  instrumentation  involving 
engorged  mucus  membranes,  utilize  the  fast,  powerful, 
sustained  vasoconstriction  of 


Neo-Synephrine 


Hydrochloride 


( lae<vo — alpha — hydroxy — beta*— methyl — amino — 3 hydroxy  ethylbenzene  hydrochloride ) 


A vailable  in  1 % solution  in  1-ox. 
bottles  for  dropper , spray  or 
instillation ; and  as  a lA%  jelly  in 
collapsible  tube  with  applicator. 


Frederick 


Sc  (Company 


Since  1855 . . . ESSENTIALS  OF  THE  PHYSICIAN’S  ARMAMENTARIUM 


NEW  YORK 


KANSAS  CITY  DETROIT,  MICHIGAN  SAN  FRANCISCO 
SYDNEY,  AUSTRALIA  AUCKLAND,  NEW  ZEALAND 


WINDSOR,  ONTARIO 
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Sedative  Antispasmodic 

BELLADENAL 

Supplied:  Tablets — tubes  of  20,  bottles  of  100  and  500 

SANDOZ  CHEMICAL  WORKS,  INC.  NEW  YORK  — SAN  FRANCISCO 


INDEX  TO  ADVERTISERS  AND  ADVERTISED  PRODUCTS 
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WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNIA  may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us— we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request. 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y. ROCHESTER,  N.  Y. PITTSBURGH,  PA. 
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11th  Edition  Now  Out  Send  for  Copy 


The  Technique  of 


Fitting  Diaphragms 

“GUIDE  TO  THE  PHYSICIAN’S  METHOD 
OF  CONTRACEPTIVE  TECHNIQUE” 

A series  of  charts  in  booklet  form  (6x9)  clearly  illustrating  the  tech- 
nique of  fitting  diaphragms  by  the  physician,  now  accompanied  by 
the  Dickinson-Freret  Charts  in  two  colors.  For  use  by  the  physician 
in  explaining  the  technique  to  his  patient.  These  charts  are  regarded 
as  the  most  helpful  explanatory  aid  on  the  subject  ever  published. 
Eleventh  edition  now  out.  Write,  or  use  coupon,  for  a copy. 


H o 1 1 a 0*1-  Ra  n tos 

Jnc. 


'amy. 


551  FIFTH  AVENUE,  NEW  YORK,  N.  Y. 

Makers  of  Koromex  Products 


Holland-Rantos  Co.,  Inc. 

551  Fifth  Avenue 
New  York,  N.  Y 

Without  cost,  please  send  your  booklet  on  Fitting  Technique  to: 

Dr 


Street. 


City. 


.State. 


NYS  1-43 
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Today,  more  than  ever,  the  increased  number 
of  overworked  physicians  is  entitled  to  every 
available  facility  in  the  continuing  direction 
and  care  of  chronic  cases  of  circulatory,  vas- 
cular and  rheumatic  disorders. 

Nature  localized  at  Saratoga  a rich  endow- 
ment of  naturally  carbonated  mineral  waters. 
Here  are  waters  of  established  therapeutic 
value  in  treating  conditions  where  external 
or  internal  use  of  them  is  indicated.  And 
here  New  York  State  has  organized  and  built 
around  these  natural  agents  facilities  for 
your  use  as  a practicing  physician. 


The  Spa  (whose  medical  staff  does  not  practice) 
administers  only  the  treatments  prescribed  by 
you.  The  local  specialist  you  choose  for  your 
patient’s  stay  at  the  Spa  will  give  the  desired 
supervision.  The  relaxation  achieved  at  the 
Spa  brings  relief  from  pressures  and  tensions 
and  thus  prepares  the  patient  for  the  full 
benefit  of  your  continuing  medical  direction. 

We  will  gladly  send  you  the  professional  pub- 
lications of  the  Spa  . . . physician’s  sample  car- 
ton of  the  bottled  waters  with  their  analyses. 
Address  W.  S.  McClellan,  M.D.,  Medical  Direc- 
tor, Saratoga  Spa,  155  Saratoga  Springs,  N.  Y. 
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Wyeth’s  Phosphaljel*,  Aluminum  Phosphate 
Gel,  is  a special  preparation  for  use  in  the 
treatment  of  peptic  ulcer.  Phosphaljel  has 
been  found  to  be  effective  in  gastrojejunal 
ulcer,1  which  has  been  called  the  most  resist- 
ant type  of  peptic  ulcer.2 

Phosphaljel  was  first  employed  in  an  at- 
tempt to  prevent  postoperative  jejunal  ulcer 
in  Mann-Williamson  dogs.  With  Phosphal- 
jel, ulcers  were  prevented  in  twenty  of 
twenty -three  Mann-Williamson  animals; 


furthermore,  in  a group  of  animals  which 
developed  Mann-Williamson  ulcers,  the  ad- 
ministration of  Phosphaljel  caused  complete 
healing  of  the  ulcers  in  nine  of  ten  cases.1 

These  striking  results  led  to  the  successful 
use  of  Phosphaljel  in  the  treatment  of  peptic 
ulcer  in  man  and  disclosed  its  special  useful- 
ness in  those  cases  of  peptic  ulcer  associated 
with  a relative  or  absolute  deficiency  of  pancre- 
atic juice,  diarrhea  or  a low  phosphorus  diet.1 


GASTROJEJUNAL  ULCER.  Most  difficult  of  all  to  treat  satisfactorily — are  gastrojejunal 
ulcers2.  In  these  highly  resistant  lesions  Phosphaljel  has  been  found  to  be  effective.  Gastro- 
jejunal ulcers  may  occur  after  surgical  procedures  such  as  that  shown  below. 


SUBTOTAL  GASTRECTOMY 
(THE  HOFMEISTER  ANASTOMOSIS) 


PHOSPHALJEL 

tyifyetfih  ALUMINUM  PHOSPHATE  GEL 


Dose:  One  or  two  tablespoonfuls  every  two  hours, 
during  the  active  stage  of  the  ulcer.  Later  in  the 
course  of  management,  three  tablespoonfuls  with 
meals  and  at  bedtime,  or  two  tablespoonfuls  six 
times  daily  with  and  between  meals. 


1.  Fauley,  G.  B. ; Freeman,  S. ; Ivy,  A.  C. ; Atkinson,  A.  J • ; 
and  Wigodsky,  H.  S. ; Aluminum  Phosphate  in  the 
Therapy  of  Peptic  Ulcer,  Arch.  Int.  Med. 

67:  563-578  (March)  1941. 

2.  Marshall,  S.  F.,  and  Devine,  J.  W.  Jr.; 
Gastrojejunal  Ulcer,  S.  Clin.  North  America, 

743-761  (June)  1941.  *ReK.  w s Pat  off 


JOHN  WYETH  & BROTHER,  INCORPORATED,  PHILADELPHIA 
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Only  through  ability  to  establish  and  main- 
tain HIGH  STANDARDS  AND  TO  CONTRIBUTE  NEW 
AND  USEFUL  PRODUCTS  FOR  THE  CONTROL  OF 
DISEASE  CAN  A PHARMACEUTICAL  MANUFACTURER 
BECOME  A HELPFUL  FACTOR  IN  WORLD  MEDICINE 

ELI  liny  AND  t 0 M P A N Y 

L OFFICES  AND  LABORATORIES,  INDIANAPOLIS 
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Editorial 

War  and  Social  Reform,  II* 


“Society  is  an  organism  subject  to  all 
the  laws  of  evolution,”  said  Dr.  G.  W. 
Cottis,1  President  of  the  Medical  Society 
of  the  State  of  New  York,  “and  medicine 
is  an  organ  of  vital  importance  in  that 
organism.  There  is  of  necessity  a con- 
stant interrelationship  between  the  two, 
and  we  cannot  appraise  our  situation 
apart  from  that  of  society  as  a whole.” 
For  this  reason,  we  are  convinced  that 
at  this  time  editorial  emphasis  upon 
social,  economic,  and  political  proposals 
for  change  is  imperative.  We  have  had 
so  much  scientific  and  technical  progress 
in  medicine  and  other  fields  in  so  short 
a time  that  the  great  problem  now  is  how 
to  use  it  in  the  most  efficient  and  equitable 
manner.  It  is  by  no  means  a simple 
problem  or  one  which  lends  itself  readily 
to  scientific  analysis,  for  it  involves 
people,  their  ideas,  their  wants,  their 
laws,  their  industry  and  agriculture,  as 
well  as  their  ills,  and  their  aspirations. 

“Where  there  is  no  vision,  the  people 
perish,”  says  the  Old  Testament.2  At 
present,  human  beings  aspire  to  security, 
personal  and  social,  economic  and  other- 
wise. Well,  human  beings  have  always 
done  that,  and  have,  in  addition,  gone  a 
long  way  on  the  road  to  its  attainment. 

“Under  the  smoke  and  fire  of  battles 
we  might  see  all  the  people  of  the  earth,” 
continues  Dr.  Cottis,  “moving  like  a 
tidal  wave  in  one  direction.  That  di- 
rection is  toward  a new  form  of  society 


in  which  independence  is  replaced  by 
dependence,  and  freedom  traded  for 
security.  The  leaders  who  promise  these 
are  the  ones  the  people  follow.  The  se- 
curity they  seek  and  demand  is  security 
against  want,  hardship,  and  illness.  That 
is  the  negative  way  of  saying  that  they 
demand  assurance  of  shelter,  food,  cloth- 
ing, recreation,  and  medical  care  without 
much  regard  to  their  ability  to  earn 
them.”1 

The  “Beveridge  Report”  seems,  on 
examination,  not  to  be  quite  the  “revo- 
lutionary” document  which  was  antici- 
pated.3 At  Oxford  Town  Hall,  its  author 
is  reported  to  have  said  on  December  6, 
in  part: 

“If  we  have  mass  unemployment  we 
may  not  be  able  to  carry  out  the  proposals 
of  my  report I simply  won’t  be- 

lieve it  is  impossible  to  abolish  mass 
unemployment,  yet  I do  not  know  how 
it  is  to  be  done  and  do  not  even  know 
whether  anyone  else  does.” 

Fair  enough;  neither  do  we. 

“The  Australian  Labor  Government’s  plan 
for  social  security  after  the  war  is  similar  to  Sir 
William  Beveridge’s,  but  is  much  more  com- 
prehensive. It  is  estimated  it  will  cost  £50- 
000,000  to  £60,000,000  yearly,  according  to  the 
range  of  benefits  finally  included,  and  will  pro- 
vide maternity  allowance,  child  endowment, 
widows’  pensions,  health  and  unemployment 
insurance,  free  hospital  and  medical  services  ir- 
respective of  income,  old-age  pensions  without 
a means  test  much  larger  than  those  now  paid, 
and  a living  allowance  on  a family  basis  probably 


* This  is  the  second  editorial  of  a series. 
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equal  to  the  present  basic  wage  of  about  £4  10s. 
weekly  during  unemployment. 

“A  government  spokesman  said  the  aim  would 
be  to  provide  security  from  the  cradle  to  the 
grave. 

“The  health  plan  will  involve  the  zoning  of 
Australia  into  medical  districts  and  the  employ- 
ment of  2,000  doctors  and  thousands  of  nurses 
and  salaried  staffs  of  hospitals  and  health  centers. 
It  is  suggested  that  doctors  demobilized  from 
the  fighting  forces  might  be  absorbed  into  this 
scheme. 

“The  Commonwealth  may  take  over  public 
hospitals,  now  a responsibility  of  the  States. 
Doctors’  salaries  would  range  from  £800  for 
junior  general  practitioners  to  £1,650  for  senior 
physicians  and  surgeons.  There  would  be  more 
than  450  new  one-man  health  centers  through- 
out the  Commonwealth. 

“Cities  also  would  be  zoned,  Sydney  having 
thirty-five  health  centers;  Melbourne,  25.  In- 
fant health  centers  and  convalescent  and  rest 
centers  would  also  form  part  of  the  scheme.”4 

Just  how  all  this  is  to  be  accomplished 
in  face  of  the  mass  unemployment  wThich, 
if  history  repeats  itself,  is  to  be  antici- 
pated after  the  war  we  haven’t  an  idea. 

We  do  know  that  here  in  the  State  of 
New  York,5  the  public  medical-care 
program  laid  down  by  practical,  hard- 
headed  representatives  of  the  Medical 
Society  of  the  State  of  New  York  and 
the  State  Department  of  Social  Welfare* 
in  some  respects  right  now  goes  farther 
than  the  projected  medical  service  plans 
of  either  Sir  William  Beveridge  or  the 
Australian  Labor  Government.  To 
quote  Lee  C.  Dowling,  Deputy  Commis- 
sioner for  Public  Assistance  of  the  State 
Department  of  Social  Welfare,  in  part: 
“That  this  was  done  without  regimented 
socialization  of  private  medicine,  without 
injury  to  the  doctor-patient  relationship, 
without  adversely  affecting  the  economics 
of  private  practice — and  with  a meas- 
urable improvement  in  the  quality, 
quantity,  and  efficiency  of  medical  services 
— is  a singular  achievement Fur- 

ther, . . . .this  plan  comprises  a partner- 
ship of  government  and  the  medical 
profession  functioning  cooperatively  in 
the  interests  of  the  public  health  and 
welfare ” 

Medical  care6  is  construed  to  include 
necessary  preventive,  diagnostic,  cor- 

*  1940. 


rective,  and  curative  services,  and  sup- 
plies essential  thereto,  provided  by  quali- 
fied medical  and  related  personnel  for 
conditions  in  a person  that  cause  acute 
suffering,  endanger  life,  result  in  illness 
or  infirmity,  interfere  with  his  capacity 
for  normal  activities,  or  threaten  some 
significant  handicap.  In  the  provision 
of  such  medical  care,  full  and  proper  use 
shall  be  made  of  existing  public  and  pri- 
vate medical  and  health  services  and 
facilities. 

The  medical  care  plan  provides  for 

(a)  local  medical  direction  and  adminis- 
tration for  a clearly  defined  local  pro- 
gram, ( b ) medical  and  social  coordina- 
tion, with  suitable  medical  and  fiscal 
record-keeping,  and  (c)  integration  with 
community  medical  and  health  resources. 
The  pattern  for  providing  the  items  of 
medical  care  listed  below  may  include 
any  combination  of  the  following: 

(a)  Free  choice  of  physician  and  fee- 
for-service  system 

( b ) A salaried  system  rotating  or  fixed 
according  to  circumstances 

(c)  A rotating  panel  system 

( d ) Specialists’  services  and  hospital 
care  according  to  approved  local 
practices 

The  local  plan  in  New  York  State  may 
provide  for  all  forms  of  medical  care  in- 
cluding— regardless  of  the  extent  of  State 
participation — many  or  all  of  the  follow- 
ing: 

Acute  illness,  home  or  office 
Ambulance  service 
Boarding  homes  for  invalids 
Chronic  illness,  home,  office,  etc. 

Clinic  care,  by  referral 
Consultant  services 
Dental  care,  including 
Prophylaxis 
Treatment 
Fillings 
Extractions 
Dental  surgery 
Dentures 

Drugs,  serums,  etc. 

Eye  examinations 
Eyeglasses  and  glass  eyes 
Fractures 
Hospital  care 
Laboratory  services 
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Major  surgery,  home  or  hospital 
Medical  services  in  hospital 
Minor  surgery 
Nursing  care,  including 
Visiting  nurse,  per  visit 
Registered  nurse,  per  day 
Practical  nurse,  per  day 
Home  medical  aids 
Nursing-home  care 
Obstetrics,  home  or  hospital 
Physiotherapy 
Pneumonia  treatment 
Preventive  services,  by  referral 
Prosthetic  or  surgical  appliances 
Radium  treatment 
Sickroom  supplies 
Specialist  services 
Tuberculosis  treatment,  home 
Venereal  disease  treatment 
X-ray  diagnosis 
X-ray  treatment 

We  recommend  to  all  who  are  inter- 
ested in  the  medical  care  aspects  of 
social  security  the  method  of  procedure 
followed  in  the  State  of  New  York1 2 3 4 5 6  so 
clearly  set  forth  by  Mr.  Dowling;  namely, 


Medical 

The  Federation  of  State  Medical  Li- 
censing Boards  has  upon  its  shoulders 
at  the  present  time  a great  responsi- 
bility. 

The  current  wartime  problem  of  the  re- 
distribution of  physicians  brings  up  for 
study  the  whole  structure  of  medical 
licensure  and  education.  “Some  thou- 
sands of  physicians/’  says  the  J.A.M.A.,1 
“have  already  indicated  to  the  Procure- 
ment and  Assignment  Service  for  Phy- 
sicians, Dentists,  and  Veterinarians  their 
willingness  to  be  ‘dislocated’  for  the  dura- 
tion of  the  emergency  to  meet  the  needs 
of  the  civilian  population.”  A survey  of 
the  laws  regulating  the  licensing  of 
physicians  in  various  states  has  been 
undertaken  by  the  Federation  with  a view 
to  the  adoption  at  the  earliest  possible 
time  of  new  laws  or  modifications  of  exist- 
ing regulations  with  the  purpose  of  meet- 


building from  the  ground  up,  not  from 
the  top  down.  The  method  has  this 
advantage:  it  works  with  a minimum  of 
bureaucratic  control;  it  is  founded  on 
well-understood  principles;  it  works  in 
times  of  peace;  it  does  not  require  a 
state  of  war  to  assure  its  continuance; 
it  operates  within  the  framework  of 
reality  as  a partnership;  it  “indicates 
that  the  medical  profession  can  work 
with  government  agencies  without  sur- 
rendering its  own  freedom  of  action  or 

lowering  its  standards  of  service 

It  may  avert  the  evils  of  State  Medi- 
cine.”7 


1.  First  District  Branch  Meeting,  Oct.  7,  1942. 

2.  Proverbs  9:  18. 

3.  New  York  State  J.  Med.  43:  No.  1:  25  (Jan.  1) 
1943. 

4.  New  York  Times,  Dec.  7,  1942. 

5.  New  York  State  J.  Med.  42:  No.  9:  904  ff.  (May 
1)  1942. 

6.  Under  Section  184,  Social  Welfare  Law,  State  of 
New  York. 

7.  New  York  State  J.  Med.  42:  No.  22:  2100  (Nov.  15) 
1942. 


Licensure 

ing  the  speeded  process  of  medical  educa- 
tion. 

“Clearly,”  says  the  J.A.M.A .,  “the 
processes  of  licensure  must  be  geared  to 
meet  this  emergency.”  Administratively, 
much  can  be  done  to  meet  the  situation. 
It  has  been  suggested  that  the  granting  of 
temporary  permits  to  practice  on  an  inter- 
state basis  for  the  period  of  the  emergency 
might  be  a means  of  meeting  one  of  the 
most  crucial  problems;  namely,  the  re- 
location of  physicians  to  meet  industrial 
and  civilian  needs.  It  has  been  reported 
that  the  Attorney  General  of  the  United 
States  has  suggested  that  licensure  laws 
might  be  invalidated  for  the  period  of  the 
emergency,  also  that  state  legislatures 
might  immediately  pass  enabling  legis- 
lation for  such  invalidation.  Since  the 
legislatures  of  forty-four  states  will  meet 
in  1943,  additional  legislation  might  well 
be  considered  at  this  time. 

A word  of  caution  seems  necessary. 


1 J.A.M.A.  120:  No.  12:  925  (Nov.  21)  1942. 
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At  this  writing2  the  Army  and  Navy  have 
just  announced  their  plans  to  mobilize 
200  to  300  colleges  and  universities  for 
training  men  in  the  armed  forces.  The 
significance  of  this  procedure  on  American 
liberal  education  will  undoubtedly  be 
profound,  and  its  consequences  with  re- 
spect to  medical  education  will  be  disturb- 
ing, to  say  the  least.  No  one  expects  that 
we  shall  come  through  this  war  without 
scars.  But  the  standards  of  premedical 
and  medical  education  and  practice  can- 
not be  too  greatly  modified  without,  in 
our  opinion,  appalling  disservice  to  the 
living  and  to  the  national  war  effort. 
Unless  one  visualizes  medicine  as  merely 
a technical  study  in  the  delay  of  death 
and  not  as  a contributor  to  the  art  of 
living,  standards  of  practice  and  of  learn- 
ing do  matter. 

“Several  efforts/’  says  the  J.A.M.A.,1 
“have  been  attempted  to  break  down  the 
standards  of  medical  education  and 
medical  care  and  to  bring  into  the  practice 
of  medicine  half-educated  physicians.  . . .” 
We  do  not  believe  that  the  good  common 
sense  of  responsible  administrators  backed 
up  by  the  sound  horse  sense  of  the 
American  people  whose  very  lives  and 
health  are  at  stake  would  tolerate  for 
long  any  such  efforts  at  a time  when  our 
national  existence  is  under  serious  extrane- 
ous threat.  We  could  not  conceive  of  any 
subtler  sort  of  sabotage  of  our  domestic 
health  and  morale.  It  is,  of  course,  pos- 
sible that  certain  minority  groups  may 
attempt  to  use  the  dislocations  and 
changes  which  are  the  inevitable  con- 
comitants and  consequences  of  a total  war 
for  their  own  ends.  In  so  far  as  these 
ends  are  not  in  the  actual  public  interest, 
we  do  not  believe  they  will  prevail. 

As  evidence  of  the  sound  common  sense 
of  the  Federation  of  State  Medical 
Boards,  we  list  below  the  principles  under- 
lying proposed  legislation  to  authorize  and 
provide  for  the  temporary  admission  to 
practice  of  physicians  and  dentists  during 
the  war  emergency . These  principles  were 
derived  from  a joint  meeting  of  the 
F.S.M.B.  and  the  P.A.S.: 

s December  18,  1942. 


STATEMENT  OF  PRINCIPLES  TO  BE  RECOM- 
MENDED TO  THE  RESPECTIVE  STATE  BOARDS 

OF  REGISTRATION  AND  EDUCATION  IN  MEDI- 
CINE AND  DENTISTRY 

1.  The  need  for  relocation  or  assignment  of 
physicians  or  dentists  shall  be  determined  by 
the  Directing  Board  of  the  Procurement  and 
Assignment  Service  with  the  aid  of  the  State 
Committees  of  the  Procurement  and  Assignment 
Service  and  other  agencies  and  on  agreement  with 
the  State  Boards  of  Registration  and  Education 
in  Medicine  and  Dentistry. 

2.  These  needs  shall  be  met  as  far  as  possible 
by  the  relocation  of  physicians  or  dentists  holding 
licenses  within  the  State. 

3.  Whenever  possible,  needs  shall  be  met  by 
taking  full  advantage  of  existing  provisions  for 
reciprocity  between  the  states  and  interstate  en- 
dorsement. 

4.  Whenever  existing  laws  make  impossible 
the  granting  of  temporary  certificates,  state 
boards  should  recommend  to  the  Governor  and  to 
the  state  legislatures  the  earliest  possible  enact- 
ment of  the  bill  designed  to  make  possible  the 
utilization  of  physicians  and  dentists  under 
temporary  certification. 

5.  WTien  existing  measures  for  relocation  of 
physicians  or  dentists  prove  inadequate,  State 
Boards  of  Registration  and  Education  may  re- 
quest the  Directing  Board  of  the  Procurement 
and  Assignment  Service  to  certify  to  them  the 
names  and  qualifications  of  physicians  and  den- 
tists who  have  volunteered  or  who  may  be  other- 
wise available  for  relocation,  at  which  time  also 
such  physicians  or  dentists  may  be  notified  that 
their  names  have  been  sent  to  the  State  Boards 
making  such  requests. 

6.  The  physician  or  dentist  who  accepts  re- 
location shall  agree  to  assignment  to  the  specific 
area  in  which  services  are  required  and  to  accep- 
tance of  a certificate  which  limits  the  duration  of 
such  service  to  the  period  of  the  emergency  and 
for  such  additional  time  as  the  State  Boards  may 
prescribe. 

7.  In  view  of  the  emergency  character  of  this 
action,  the  Committee  representatives,  the  Di- 
recting Board  of  the  Procurement  and  Assign- 
ment Service,  and  the  Federation  of  State  Medi- 
cal Boards  of  the  United  States  recommend  that 
fees  for  such  certification  be  waived  or  reduced 
to  a minimum. 

This  seems  to  be  a practical  approach 
to  the  instant  needs  of  the  country  for 
medical  service.  We  do  not  doubt  that 
a similar  practical  approach  will  be  made 
to  the  problem  of  premedical  and  medical 
education,  at  the  moment  seemingly 
threatened  by  military  necessity. 
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Diabetic  Coma 


Diabetic  coma  is  frequently,  though  not 
invariably,  preventable.  When  it  is  present, 
prompt,  skillful  treatment  should,  with  few 
exceptions,  avert  disaster.  It  is  highly  in- 
structive, therefore,  to  study  the  factors  that 
precipitate  diabetic  coma,  and  to  analyze  the 
causes  of  death  therefrom. 1,2,3 

Analysis  reveals  that  infection  is  the  pre- 
cipitating factor  in  the  majority  of  diabetic 
comas,  while  dietary  infractions  and  in- 
sufficient insulin  are  responsible  for  about 
25  per  cent.  Coma  is  the  mode  of  onset  in 
5 per  cent  of  diabetics,  previously  unaware 
that  they  were  afflicted  with  this  disease. 
Infection  is  the  precipitating  factor  in  such 
cases.  It  is  the  interesting  and  important 
contention  of  leading  authorities  in  the  field 
of  metabolism  that  excessive  carbohydrate 
ingestion  is  not  a prime  factor  in  the  mecha- 
nism of  diabetic  acidosis.4,1  The  female  dia- 
betic is  twice  as  subject  to  attacks  of  coma  as 
is  the  male.  This  has  been  ascribed  to  the 
pubertal  and  climacteric  changes  of  the 
female. 

The  great  majority  of  deaths  from  diabetic 
coma  are  due  to  shock  or  to  the  associated 
complicating  disease.  About  36  per  cent  of 
the  mortality  can  be  attributed  to  shock 
alone,  even  if  infection  is  present.  In  the 
absence  of  infection — chiefly  pneumonia  and 
sepsis — shock  is  a cause  of  death  in  75  per 
cent  of  the  cases.  This  clearly  indicates 
the  line  of  treatment,  the  measures  that 
should  be  taken  to  overcome  shock,  and  the 
specific  therapy  which  the  underlying  in- 
fection demands. 

Criteria  in  appraising  the  prognosis  of 
diabetic  coma  can  be  divided  into  major  and 
minor.  Advanced  age  of  the  patient,  low 
blood  pressure,  and  the  severity  of  the  under- 


lying infection  are  the  criteria  that  determine 
the  outcome.  Blood  pressure  below  80  mm. 
is  an  ominous  sign.  Factors  of  lesser  im- 
portance are  the  duration  of  the  coma, 
elevated  blood  sugar,  and  azotemia.  Carbon 
dioxide  combining  power,  per  se,  is  not  a 
valuable  mortality  index.  If  the  coma  is 
untreated  for  more  than  forty-eight  hours, 
chances  for  survival  are  greatly  reduced. 
Marked  azotemia  is  always  associated  with, 
and  is  in  part  due  to,  severe  shock.  No  single 
factor  is  an  infallible,  prognostic  index,  but 
all  the  factors  enumerated,  properly  evaluated, 
determine  the  prognosis. 

The  lesson  is  plain.  It  is  axiomatic  that 
the  diabetic  patient  must  adhere  to  the 
schedule  of  his  diet  and  insulin  needs.  Res- 
piratory infections  should  be  avoided  as  the 
plague.  Skin  and  other  infections  call  for 
immediate  medical  attention  to  avert  septic 
complications,  by  chemotherapy  or  other 
appropriate  measures.  Once  coma  has  super- 
vened, no  time  must  be  lost.  Fluid  and  salt 
requirements  to  restore  the  depleted  blood 
volume  should  be  quickly  administered  and 
the  insulin  requirements  re-evaluated  in  the 
altered  situation.  The  general  treatment  of 
shock  should  be  promptly  instituted.  If  the 
diabetic  is  educated  along  these  lines  as  well 
as  in  the  rules  of  diet  and  insulin  action,  coma 
will  occur  less  frequently,  and  if  unavoidable, 
will  be  treated  with  happier  results. 


1.  Baker,  T.  W.:  Arch.  Int.  Med.  58:  373  (Sept.) 
1936. 

2.  Joslin,  E.  P.,  White,  H.  F.,  Marble,  A.,  Root,  H.  F., 
and  Joslin,  A.  P.:  Arch.  Int.  Med.  59:  175  (Feb.)  1937. 

3.  Collen,  M.  F.:  Arch.  Int.  Med.  70:  347  (Sept.) 
1942. 

4.  Mirsky,  I.  A.,  Franzbau,  A.  N.,  Nelson,  N.,  and 
Nelson,  W.  E.:  J.  Clin.  Endocrinol.  1:  307  (Apr.)  1941. 

5.  Mirsky,  I.  A.:  J.A.M.A.  118:  690  (Feb.  28)  1942. 


Conditioned  Blood  Transfusions 


The  universal  and  frequent  use  of  blood, 
plasma,  and  blood  substitutes  for  shock, 
hemorrhage,  dehydration,  and  other  conditions 
characterized  by  depleted  blood  volume  is  the 
best  testimony  of  their  efficacy.  In  the  case 
of  plasma  and  blood  substitutes,  it  is  a simple 
matter  to  have  the  vital  material  on  hand  for 
immediate  use,  even  in  areas  remote  from 
centers  of  civilization.  This  does  not  hold 
true  for  blood;  yet  in  cases  of  serious  hemor- 


rhage blood  transfusion  may  be  the  only  life- 
saving measure.  Even  if  a blood  bank  and 
laboratory  facilities  are  available,  the  time 
consumed  in  typing  and  cross-matching  may 
mean,  in  instances  of  severe  trauma  or  massive 
hemorrhage,  the  difference  between  life  and 
death.  In  order  to  circumvent  this  deficiency, 
the  blood  of  so-called  universal  donors,  mem- 
bers of  group  0,  has  been  modified  or  condi- 
tioned by  an  ingenious  method1 2 3 4 5  so  that  such 
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blood  may  safely  be  used  in  transfusions  on 
the  spot,  without  typing,  or  matching,  with 
the  blood  of  the  recipient.  This  conditioned 
blood  can  be  preserved,  as  in  a blood  bank,  in 
the  most  remote  areas,  means  of  refrigeration 
being  the  only  requirement. 

The  problem  of  conditioning  group  0 blood 
for  safe  universal  transfusion  is  the  reduction 
or  elimination  from  the  donor  blood  of  the 
anti-A  and  anti-B  isoantibodies.  This  is  ac- 
complished by  the  addition  of  the  blood  group 
specific  substances  A and  B to  the  collected  0 
blood.  The  pure  A and  B substances  are  in- 
jected in  measured  amounts  into  0 blood 
which  has  been  collected  into  a vacuum  con- 
tainer.1 It  has  been  demonstrated  that  this 
addition  virtually  neutralizes  the  undesirable 
and  potentially  dangerous  isoantibodies.  Of 
176  transfusions  by  this  method  given  to  147 
patients,2  there  were  no  instances  of  hemoly- 
sis or  agglutination  with  icterus  and  hemo- 
globinuria. In  only  10  transfusions  were  there 


fever  and  chills,  a percentage  which  is  of  the 
same  order  as  that  encountered  in  transfusions 
with  carefully  matched  blood,  and  cannot  be 
attributed  to  these  hemolytic  isoantibodies. 

It  is  not  intended  that  conditioned  blood 
transfusions  should  supplant  the  usual  care- 
ful routine  typing  and  cross-matching  of 
bloods  when  time  and  facilities  permit  of  such 
laboratory  technic.  For  the  grave  emergency, 
however,  where  every  minute  is  vitally  pre- 
cious, an  apparently  safe  and  tried  method  of 
transfusion  is  offered  for  immediate  use.  It 
may  hereafter  be  highly  advisable  to  have  con- 
ditioned blood  as  part  of  a blood  bank,  for  the 
extreme  emergency,  or  as  the  sole  blood  to  be 
used  in  isolated  regions,  such  as  remote  battle 
lines. 


1 Witebsky,  E.,  Klendshoj,  N.  C.,  and  Swanson,  P.: 
J.  Infect.  Dis.  67:  188  (Nov.-Dee.)  1940. 

2 Klendshoj,  N.  C.,  McNeil,  N.  C.,  Swanson,  P.,  and 

Witebsky,  E.:  Arch.  lnt.  Med.  70:  1 (July)  1942. 


A letter  from  the  Office  for  Emergency  Management , War  Manpower  Commission , in 
Washington,  D.C.,  was  published  on  page  28  of  the  January  1 issue  of  the  Journal.  The 
important  part  of  the  letter  is  reprinted  below: 

“It  is  of  the  utmost  importance  that  the  Procurement  and  Assignment  Service  for 
Physicians,  Dentists,  and  Veterinarians,  immediately  have  the  name  of  any  doctor  who 
really  is  willing  to  be  dislocated  for  service,  either  in  industry  or  in  overpopulated  areas, 
and  who  has  not  been  declared  essential  to  his  present  locality.  This  is  necessary  if  the 
medical  profession  is  to  be  able  to  meet  these  needs  adequately  and  promptly.  We 
urgently  request  that  any  physician  over  the  age  of  45  who  wishes  to  participate  in  the 
war  effort  send  in  his  name  to  the  State  Chairman  for  the  Procurement  and  Assignment 
Service  in  his  state.” 

“Sincerely  yours, 

Frank  H.  Lahey,  M.D.,  Chairman,  Directing  Board 
Procurement  and  Assignment  Service  for  Physi- 
cians, Dentists,  and  Veterinarians” 
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Special  Article 


STATUS  OF  FOREIGN  PHYSICIANS* 


THIS  abstract  is  a report  to  the  member- 
ship of  the  State  Society  made  after  six 
months’  study  of  the  status  of  the  foreign 
physician.  Some  of  this  material  may  be 
already  known  to  you. 

To  familiarize  you  with  the  action  leading  to 
this  study  it  would  be  well  to  give  the  back- 
ground of  action  taken  by  the  House  of  Dele- 
gates at  its  annual  meeting  in  New  York  in 
April,  1942.  The  members  passed  a resolu- 
tion requesting  the  Council  of  this  Society  to 
make  a study  of  the  status,  present  and  future, 
of  the  noncitizen  physician. 

In  May  a Committee  was  appointed  and  was 
directed  through  the  resolution  to — 

1.  Make  a study  of  the  present  and  pos- 
sibly the  contingent  future  problem  confront- 
ing the  public  and  the  medical  profession. 

2.  Formulate  a plan 

(a)  “Taking  into  consideration  the 
protection  of  the  public.” 

(b)  “For  the  preservation  of  the 
standards  of  the  medical  profes- 
sion.” 

(c)  “The  safeguarding  of  the  rights 
and  legal  interests  of  the  members 
of  that  profession.” 

(d)  “With  humane  consideration  of 
the  situation  of  the  emigree  non- 
citizen physician.” 

3.  “Present  the  report  of  such  studies  and 
their  recommendations  for  the  solution  thereof 
and  the  means  for  its  accomplishment,  both 
present  and  future,  at  the  next  meeting  of  this 
House  of  Delegates.” 

4.  “That  the  Council  take  such  steps  in  the 
interim  between  this  and  the  next  meeting  of 
this  House  of  Delegates  to  properly  safeguard 
the  medical  interests  of  the  armed  forces  of 
the  United  States,  the  State  of  New  York,  the 
public  health  and  welfare,  and  the  existing 
standards  of  the  profession  of  medicine.” 

It  is  advisable  to  note  that  factual  relation- 
ships to  licensure  and  to  commissions  for 
foreign  physicians  frequently  change.  The 
Committee  will  endeavor  to  keep  the  Council 
and  the  members  informed  of  these  changes  as 
promptly  as  possible. 

* Members  of  the  Council  Committee  to  Study  the 
Present  and  Future  Status  of  Foreign  Physicians  are 
Howard  Fox,  M.D.,  New  York  City;  David  A.  Haller, 
M.D.,  Rochester;  and  F.  Leslie  Sullivan,  M.D.,  Scotia, 
chairman. 


The  Committee  determined  that  its  policy 
is  to  improve  the  educational  standards  in  re- 
lation to  all  applicants  for  admission  to  prac- 
tice; second,  that  we  are  not  concerned  at 
present  with  the  limitation  of  the  number  of 
doctors;  third,  that  the  work  of  the  Committee 
relates  to  foreign  applicants  of  all  countries 
without  discrimination  as  to  race  or  creed. 

In  studying  the  annual  report  on  medical 
licensure  t and  allied  statistics  by  the  Council 
on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association,  the  Committee 
gives  you  the  following  data: 

“For  a period  of  twelve  years  beginning  in 
1926  the  credentials  of  physicians  coming  from 
abroad  have  been  verified  by  official  cor- 
respondence with  the  medical  school,  either 
directly  or  through  the  diplomatic  services. 
This  has  been  impossible  for  the  last  several 
years,  and  on  the  licensing  boards  in  the  vari- 
ous states  rests  the  responsibility  of  determin- 
ing the  authenticity  of  the  evaluation  of  cre- 
dentials presented  from  schools  outside  the 
United  States  and  Canada.” 

“More  than  half  of  the  examining  and  certi- 
fying boards  obtain  from  the  Council  verifica- 
tion of  biographic  data  and  other  claims  before 
granting  a license  or  permission  to  take  the 
licensing  examination.” 

“New  York  does  not,  however,  obtain  from 
the  Council  verification  of  data  or  other  claims 
before  granting  a license  or  permission  to  take 
the  examination.  This  decision  rests  with  the 
New  York  State  Department  of  Education.” 
“During  the  year  1941  there  were  8,758 
licenses  issued  to  practice  medicine  and 
surgery  in  the  forty-eight  states,  the  District 
of  Columbia,  Alaska,  Hawaii,  Puerto  Rico, 
and  the  Virgin  Islands.  Of  the  8,758  licenses, 
6,020  were  issued  after  examination  and  2,738 
by  reciprocity  and  endorsement.” 

“The  greatest  number  of  licenses  during 
1941  were  issued  in  New  York — 1,173;  Cali- 
fornia granted  630;  Illinois,  581;  and  Penn- 
sylvania, 539.  These  were  the  only  states 
which  registered  more  than  500.  Twenty- 
two  states  and  the  territories  and  possessions 
issued  licenses  to  fewer  than  100.  The  fewest 
number  (15)  were  issued  in  South  Dakota. 


t Medical  Licensure  Statistics  for  1941,  J.A.M.A.  119: 
141  (May  9),  1942. 
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TABLE  1. — Licentiates  Representing  Additions  to 
the  Medical  Profession,  1941 


Examination 

Reciprocity  and 
Endorsement 

Total 

California 

347 

6 

353 

Illinois 

438 

11 

449 

New  York 

804 

189 

993 

Pennsylvania 

385 

14 

399 

Nevada  licensed  16  and  Delaware  22.  An 
interesting  point  to  observe  is  the  fact  that  in 
some  states  the  number  registered  without 
examination  far  exceeded  those  required  to 
write  an  examination,  while  on  the  other  hand 
in  many  states  the  reverse  was  the  case.  The 
latter  is  particularly  significant  in  New  York, 
where  886  took  examinations  and  287  received 
licenses  by  endorsement  of  their  credentials. 
Louisiana  issued  only  12  of  its  157  licenses  on 
the  basis  of  credentials  only.  Three  were  regis- 
tered in  the  Virgin  Islands,  1 1 in  Alaska,  14  in 
Puerto  Rico,  and  31  in  Hawaii.  Of  these,  21 
were  granted  certificates  by  endorsement  of 
credentials:  5 in  Alaska,  13  in  Hawaii,  and  3 
in  the  Virgin  Islands.  The  states  of  Florida 
and  Idaho  grant  licenses  only  on  the  basis  of 
examination.  Massachusetts,  Rhode  Island, 
and  Hawaii  have  no  reciprocity  agreements  but 
endorse  diplomates  of  the  National  Board  of 
Medical  Examiners  ” 

“Since  1937,  fewer  licenses  have  been  issued 
annually.  In  1941  there  were  395  fewer 
licenses  issued  than  in  1940  and  1,075  fewer 
than  in  1937.  The  increase  in  that  year,  of 
over  800  more  than  in  1936,  represented 
largely  physicians  migrating  to  this  country 
from  Europe.” 

“Licenses  issued  do  not,  however,  represent 
individuals,  since  several  have  been  licensed 
in  more  than  one  state  during  the  year.  Nor 
does  the  total  represent  additions  to  the 
medical  profession  at  large,  since  those 
licensed  by  reciprocity  and  endorsement,  with 
the  exception  of  the  National  Board  of  Medi- 
cal Examiners,  have  previously  been  regis- 
tered.” 

“There  were  5,206  graduates  of  approved 
medical  schools  in  the  United  States  examined, 
of  whom  4.6  per  cent  failed;  167  graduates  of 
approved  Canadian  schools,  15  per  cent  of 
whom  failed;  1,708  graduates  of  schools  out- 
side the  United  States  and  Canada,  princi- 
pally in  Europe,  with  59.6  per  cent  failures; 
8 who  graduated  from  medical  schools  now 
extinct,  of  whom  50  per  cent  failed;  and  422 
from  unapproved  and  osteopathic  schools,  of 
whom  46  per  cent  failed.” 

“The  total  number  examined  (7,511)  do  not 
represent  individuals,  since  a candidate  might 


TABLE  2. — Source  of  Candidates  Examined,  1941 


Medical  Schools 

Num- 

ber 

Num- 

ber 

Exam- 

ined 

Num- 

ber 

Passed 

Num- 

ber 

Failed 

Per- 

cent- 

age 

Failed 

Approved,  in  U.S. 

67 

5,206 

4,966 

240 

4.6 

Approved,  in  Canada  9 

167 

142 

25 

15.0 

Extinct 

8 

8 

4 

4 

50.0 

Foreign 

104 

1,708 

690 

1,018 

59.6 

Unapproved 

13 

422 

228 

194 

46.0 

Totals 

201 

7,511 

6,030 

1,481 

19.7 

take  the  examination  in  more  than  one  state 
and  would  be  counted  in  each  state.  This 
applies  to  those  who  pass  or  fail,  or  those  who 
fail  and  later  pass  in  one  or  more  states,  or 
pass  in  one  or  more  states  and  later  in  the  same 
year  fail  elsewhere.  However,  if  a candidate 
fails  more  than  once  in  a given  state  within 
the  year,  he  is  counted  in  that  state  only  once 
as  a failure.” 

“The  source  of  candidates  for  licensure  last 
year  are  further  tabulated  in  Table  2,  giving 
totals  for  five  groups — namely,  approved 
medical  schools  in  the  United  States  and  in 
Canada,  schools  no  longer  in  existence,  schools 
of  foreign  countries,  and  unapproved  institu- 
tions. Of  the  United  States  schools  4.6  per 
cent  failed,  and  of  the  graduates  of  Canadian 
schools  15  per  cent.  The  greatest  percentage 
of  failures  represented  two  groups,  foreign 
schools  and  unapproved  schools.  In  these 
two  groups  59.6  and  46  per  cent,  respectively, 
failed.  Half  of  the  8 graduates  of  schools  now 
extinct  failed.” 

“One  hundred  and  sixty-seven  graduates  of 
nine  approved  medical  schools  in  Canada  took 
the  test  for  medical  licensure  in  the  United 
States  in  1941  in  thirty  states,  the  District  of 
Columbia,  and  Hawaii,  of  whom  142  passed 
and  25  failed.  The  greatest  number  (60)  repre- 
sented McGill  University  Faculty  of  Medicine, 
who  were  examined  in  twenty-two  states,  and 
45  graduates  of  the  University  of  Toronto 
Faculty  of  Medicine  in  seventeen  states,  while 
17  from  Dalhousie  University  Faculty  of 
Medicine  applied  for  licensure  in  three  states. 
The  highest  percentage  of  failures  was  80, 
representing  5 graduates  from  the  University 
of  Montreal  Faculty  of  Medicine  examined  in 
four  states,  only  one  of  whom  was  successful. 
The  State  of  New  York  examined  42  Canadian 
graduates;  California,  23;  Minnesota,  12; 
and  Pennsylvania,  1 1 . All  other  states  testing 
Canadian  graduates  examined  fewer  than  10, 
and  nineteen  states  and  Hawaii  fewer  than  5. 
Seventeen  of  the  total,  number  of  failures  (25) 
were  unsuccessful  in  the  examination  of  the 
New  York  Board  of  Medical  Examiners.” 
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TABLE  3. — Graduates  of  Medical  Schools  in 
Canada  Examined  for  Licensure  in  the  United 
States,  1941 


California 

Examined 

23 

Passed 

23 

Failed 

0 

Illinois 

7 

6 

1 

New  York 

42 

25 

17 

Pennsylvania 

11 

11 

0 

“Twenty  states  examined  1,708  graduates 
of  medical  schools  other  than  those  in  the 
United  States  and  Canada.  One  took  the  test 
in  Alaska  and  4 in  Puerto  Rico.  In  1941  also 
422  unapproved  graduates  were  examined  in 
four  states  and  Hawaii.” 

“Forty-three  candidates  were  examined  in 
Alaska,  Hawaii,  and  Puerto  Rico,  37  of  whom 
passed,  and  6 of  whom  failed.  Of  these,  19 
were  tested  in  Hawaii,  with  one  failure;  18  in 
Puerto  Rico,  with  5 failures;  and  6 were 
examined  in  Alaska  and  passed.” 

“Altogether  in  1941  there  were  7,511  ex- 
amined, of  whom  6,030  passed  and  1,481,  or 

19.7  per  cent,  failed.” 

“The  number  so  examined  in  1941  was  a de- 
crease of  410  from  the  number  examined  in 
1940;  likewise  a decrease  of  252  among  suc- 
cessful returns  and  a decrease  of  158  among 
those  who  failed.  The  number  of  graduates  of 
foreign  medical  schools  examined  in  1941  was 
considerably  fewer  than  in  previous  years.” 

In  Tables  4 and  5 attention  is  drawn  to  the 
figures  for  the  states  selected  in  Table  5. 

Of  the  total  number  (190)  from  foreign 
faculties  examined  in  the  United  States,  101 
passed  and  89  failed.  The  percentage  that 
failed  was  46.8;  the  number  of  examining 
boards  was  13. 

“From  the  nine  approved  medical  schools  in 
Canada  which  offer  the  complete  course,  104 
were  examined.  There  were  190  recent  gradu- 
ates of  medical  schools  of  countries  other  than 
the  United  States  and  Canada,  and  275  gradu- 
ates of  unapproved  schools.” 

“Combined  totals  for  the  graduates  of  the 
three  years  for  each  of  these  groups  including 
the  number  examined,  passed,  and  failed,  are 
given  in  Table  4.” 

“Of  the  graduates  of  medical  schools  in  the 
United  States,  3.9  per  cent  failed,  with  the 
graduates  of  Canadian  schools  showing  14.4 
per  cent  failure,  those  holding  foreign  diplomas 

46.8  per  cent,  and  graduates  of  unapproved 
schools  37.5  per  cent.” 

Failures  Before  Medical  Examining 
Boards  by  Licentiates 

“Seventeen  states  licensed  in  1941  only 
physicians  who  had  never  failed  a state  board 


TABLE  4. — Source  of  Graduates  of  1939,  1940, 
and  1941 — Examined,  1941 


Medical  Schools 

Exam- 

ined 

Passed 

Failed 

Per- 

centage 

Failed 

Approved,  in  U.S. 

4,740 

4,554 

186 

3.9 

Approved,  in  Canada 

104 

89 

15 

14.4 

Foreign 

190 

101 

89 

46.8 

Unapproved 

275 

172 

103 

37.5 

Totals 

5,309 

4,916 

393 

7.4 

TABLE  5. — Graduates  of  1939,  1940,  and  1941, 
Examined  for  Medical  Licensure,  1941 


Foreign  Medical  Faculties 

Passed 

Failed 

California 

2 

0 

Illinois 

9 

5 

New  York 

69 

70 

Pennsylvania 

1 

3 

examination,  while  New  York  licensed  417 
who  had  failed  previously.  With  the  exception 
of  California,  Illinois,  Massachusetts,  New 
Jersey,  Ohio,  and  Pennsylvania,  no  state 
licensed  more  than  8 such  candidates.” 

“In  the  computation  of  these  statistics,  it 
was  noted  that  57  licentiates  had  failed  five  or 
more  times.  Of  these,  22  had  five  failures  be- 
fore obtaining  a license,  10  had  six,  9 had 
failed  seven  examinations,  3 individuals  had 
failed  eight  and  nine  times,  2 failed  ten,  2 
failed  eleven,  and  2 failed  fourteen  tests. 
Noteworthy  were  4 candidates  from  unap- 
proved medical  schools  licensed  in  Massa- 
chusetts, one  each  after  sixteen,  seventeen, 
twenty-three,  and  twenty-five  unsuccessful 
attempts.  The  great  majority  of  these  physi- 
cians were  Massachusetts  and  New  York  ex- 
aminees. There  was  one  graduate  of  an  ap- 
proved school  in  the  United  States  who  made 
fourteen  attempts  in  New  York  before  registra- 
tion.” 

“The  number  of  physicians  granted  licenses 
in  1941  to  practice  medicine  and  surgery  with- 
out examination  on  presentation  of  satis- 
factory credentials  is  given  in  Table  6.  There 
were  2,729  so  registered  who  presented  licenses 
from  other  states,  the  District  of  Columbia, 
Canada,  and  foreign  countries,  the  certificate 
of  the  National  Board  of  Medical  Examiners, 
one  of  the  government  services,  or  other 
credentials.” 

“The  greatest  number  of  licenses  granted  by 
this  method  were  issued  in  New  York,  where 
287  were  registered.  Seven  other  states  en- 
dorsed more  than  100  such  candidates:  Cali- 
fornia 229,  Michigan  188,  Ohio  116,  Texas 
112,  Illinois  and  New  Jersey  107,  and  Massa- 
chusetts 100.  The  largest  group  representing 
the  same  type  of  credentials  were  the  714 
diplomates  of  the  National  Board  of  Medical 
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TABLE  6. — Credentials  Presented  by  Physicians 
for  Licensure  by  Reciprocity  and  Endorsement, 
1941 


Pa.  N.Y.  111.  Calif. 


Total  Licensed 

93 

287 

107 

229 

Alabama 

2 

1 

Arizona 

1 

Arkansas 

2 

3 

California 

4 

2 

Colorado 

3 

Connecticut 

1 

Delaware 

2 

Dist.  of  Columbia 

Florida 

Georgia 

1 

1 

3 

Idaho 

1 

Illinois 

4 

14 

Indiana 

3 

1 

4 

1 

Iowa 

1 

6 

1 

8 

Kansas 

3 

14 

Kentucky 

1 

1 

Louisiana 

2 

3 

5 

Maine 

2 

Maryland 

8 

12 

2 

6 

Massachusetts 

1 

Michigan 

5 

3 

8 

11 

Minnesota 

1 

4 

6 

18 

Mississippi 

Missouri 

2 

1 

21 

12 

Montana 

Nebraska 

1 

6 

6 

11 

Nevada 

New  Hampshire 

New  Jersey 

13 

1 

2 

New  Mexico 

New  York 

13 

23 

North  Carolina 

1 

1 

North  Dakota 

3 

Ohio 

3 

6 

15 

Oklahoma 

2 

Oregon 

1 

6 

Pennsylvania 

12 

8 

9 

Rhode  Island 

2 

South  Carolina 

1 

South  Dakota 

1 

Tennessee 

2 

4 

3 

Texas 

1 

3 

1 

Utah 

3 

Vermont 

Virginia 

3 

5 

1 

Washington 

2 

1 

West  Virginia 

2 

1 

1 

Wisconsin 

1 

5 

8 

Wyoming 

1 

U.S.  Gov.  Services 

6 

National  Board  of  Medical 

Examiners 

26 

214 

21 

23 

Hawaii 

Canadian  & Foreign 

4 

Miscellaneous 

2 

Examiners.  Two  hundred  and  fourteen 

were 

registered  on  the  basis  of  such  credentials  in 
New  York  and  100  in  Massachusetts.” 


“One  license  was  granted  in  New  York  by 
endorsement  of  a license  issued  in  Germany. 
Two  were  registered  in  this  state  without  ex- 
amination on  the  basis  of  a diploma  from  a 
European  medical  school.  Eight  presented 
licenses  issued  in  Canada  as  follows:  one  each 
in  New  York  and  Wyoming  and  2 in  Oregon 
presented  licenses  issued  by  the  Dominion  of 
Canada,  while  a physician  was  certified  in 
Kentucky  on  a Newfoundland  provincial 
license,  another  in  Tennessee  who  presented  a 
New  Brunswick  credential,  and  in  New  York  2 
were  registered  on  provincial  licenses — 
namely,  Ontario  and  Quebec.” 

“Of  the  2,738  candidates  licensed  by  reci- 
procity and  endorsement,  2,559  were  gradu- 


TABLE  7. — Licentiates  Representing  Additions  to 
the  Medical  Profession  Classified  by  Schools,  1941 


Foreign  Medical  Faculties  To  New  York  State  439 

Examination  612  represents  70  per  cent 

Reciprocity  and 

Endorsement  14 

Total  626 


ates  of  approved  medical  schools  in  the  United 
States,  56  of  seven  schools  so  approved  in 
Canada,  52  graduates  of  foreign  faculties  of 
medicine,  53  of  institutions  now  extinct,  and  9 
each  from  unapproved  and  osteopathic 
schools.” 

Licentiates  Representing  Additions  to 
the  Medical  Profession 

“There  were  5,681  additions  to  the  medical 
profession  in  1941.  The  number  removed  by 
death  annually  approximates  3,700.  It  would 
appear  that  the  physician  population  in  1941 
was  increased  therefore  by  about  1,900.  While 
it  cannot  be  said  that  all  of  those  licensed  are 
in  practice,  it  may  be  assumed  that  the  great 
majority  are.  The  greatest  number  in  any  one 
state  were  added  in  New  York — 993;  and 
449  in  Illinois.  More  than  300  received  their 
first  license  in  California  and  Pennsylvania.” 

“From  the  United  States  schools  there  were 
added  to  the  profession  by  examination  4,290 
graduates  and  448  by  reciprocity  or  endorse- 
ment, a total  of  4,738;  from  the  Canadian 
schools,  90;  by  examination,  85;  and  with- 
out examination,  5.  There  were  626  graduates 
of  foreign  faculties  of  medicine,  226  from  un- 
approved schools  and  from  a school  now  ex- 
tinct.” 

“Altogether  there  were  5,213  graduates  of 
all  schools  added  to  the  medical  profession  in 
1941  by  examination  for  licensure  and  468  by 
reciprocity  and  endorsement,  a total  of  5,681. 
The  number  of  living  physicians  in  the  United 
States  in  1941  was  approximately  180,871.” 

With  but  four  exceptions — namely  Cali- 
fornia, Massachusetts,  Nebraska,  and  Connec- 
ticut— the  state  licensing  boards  specify  two 
years  or  more  of  college  as  a preliminary  re- 
quirement. It  is.  to  be  noted  that  New  York 
is  among  the  states  requiring  two  years  or 
more  of  preliminary  training — that  is,  pre- 
medical study. 

Quoting  from  Handbook  9 of  the  University 
of  the  State  of  New  York:  “Effective  Septem- 
ber 1,  1942,  the  required  two  years  of  college 
study  shall  include  approved  courses  in  English, 
physics,  and  biology,  covering  at  least  one 
academic  year  each;  and  approved  courses  in 
chemistry,  covering  at  least  one  and  one-half 
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TABLE  8. — Requirements  of  Preliminary  Training 
by  Medical  Licensing  Boards 


TABLE  9. — Internship  Required  by  Medical  Licens- 
ing Boards  of  All  Candidates* 


Two  Years  or  More  of  College 


Alabama 

Louisiana 

Oklahoma 

Alaska 

Maine 

Oregon 

Arizona 

Maryland 

Pennsylvania 

Arkansas 

Michigan 

Puerto  Rico 

Colorado 

Minnesota 

Rhode  Island 

Delaware 

Mississippi 

South  Carolina 

District  of  Columbia 

Missouri 

South  Dakota 

Florida 

Montana 

Tennessee 

Georgia 

Nevada 

Texas 

Hawaii 

New  Hampshire 

Utah 

Idaho 

New  Jersey 

Vermont 

Illinois 

New  Mexico 

Virginia 

Indiana 

New  York 

Washington 

Iowa 

North  Carolina 

West  Virginia 

Kansas 

North  Dakota 

Wisconsin 

Kentucky 

Ohio 

Wyoming 

One  Year  of  College 


California 

Connecticut 

High  School  Graduation 

or  Its  Equivalent 

Massachusetts 

Nebraska 

academic  years,  including  an  approved  course 
in  organic  chemistry.  Approved  courses 
covering  one  academic  year  shall  in  each  case 
be  substantially  equivalent  to  six  semester 
credit  hours.  (Regulations,  approved  De- 
cember 20,  1935,  and  amended  December  20, 
1940.)” 

Required  Hospital  Internships 

New  York  State  is  not  listed  in  Table  9. 
However,  New  York  State  does  require  satis- 
factory evidence  of  completion  of  internship 
of  graduates  of  medical  faculties  abroad, 
“leading  to  and  requisite  for  the  license  to 
practice  medicine  in  the  country  where  such 
medical  school  is  located.  The  requirement 
that  such  examination  be  passed  and  that 
such  internship  be  completed  may  be  waived 
by  the  Commissioner  and  the  applicant  ad- 
mitted to  the  examination,  providing  that  the 
applicant  submits  satisfactory  evidence  that 
failure  to  pass  the  examination  and  complete 
the  internship  was  due  to  circumstances  out- 
side his  control  and  which  arose  out  of  inter- 
national emergencies.  This  does  not  affect 
students  who  began  their  medical  education 
in  Europe  prior  to  March  1,  1933,”  or  about 
the  time  of  the  invasion  of  Austria.  The  quo- 
tation is  from  Handbook  9,  1942,  of  the  Uni- 
versity of  the  State  of  New  York.  This  regu- 
lation was  passed  after  the  first  World  War 
because  graduates  of  extramural  schools  of 
Scotland  and  certain  schools  in  Italy  and 
other  countries  could  not  get  back  to  take 
their  State  License  examinations  or  could  not 
furnish  proof  of  their  internship  in  the  coun- 
try in  which  they  were  studying.  Of  course  at 
this  time  the  license  feature  works  both  ways, 
for  Americans  as  well  as  foreigners. 


Alabama 

Alaska 

Delaware 

District  of  Columbia 

Hawaii 

Idaho 

Illinois 

Iowa 

Michigan 


New  Hampshire 
New  Jersey 
North  Dakota 
Oklahoma 
Oregon 
Pennsylvania 
Puerto  Rico 
Rhode  Island 
South  Dakota 


Utah 

Vermont 

Washington 

West  Virginia 

Wisconsin 

Wyoming 


* In  addition  some  states  require  the  internship  of 
graduates  of  medical  faculties  abroad  and  reciprocity  or 
endorsement  of  applicants. 


TABLE  10. — Candidates  Examined,  1937-1941 


1937 

1938 

1939 

1940 

1941 

Totals 
for  5 
Years 

Total  Ex- 
amined 

7,334 

7,461 

7,754 

7,925 

7,511 

37,985 

Passed 

6,604 

6,589 

6,493 

6,290 

6,030 

32,006 

Failed 

730 

872 

1,261 

1,635 

1,481 

5,979 

Percentage 

failed 

10.0 

11.7 

16.3 

20.7 

19.7 

15.7 

The  medical  licensing  boards  of  twenty 
states,  the  District  of  Columbia,  Alaska, 
Hawaii,  and  Puerto  Rico  require  that  all  appli- 
cants for  licensure  serve  a hospital  internship. 

Candidates  Examined 

“The  number  of  candidates  examined  in 
the  United  States,  its  territories,  and  posses- 
sions in  the  five-year  period  1937-1941  are 
given  in  Table  10.  For  each  year  there  is  re- 
corded the  number  who  passed  and  failed 
licensing  examinations.  Totals  for  the  five- 
year  period  and  the  percentage  of  candidates 
who  failed  are  also  given.” 

“During  this  period  37,985  were  tested,  of 
whom  32,006  were  successful,  and  5,979,  or 
15.7  per  cent,  failed.  Of  these,  3,414  were  ex- 
amined in  New  York  and  passed,  2,517  in 
Illinois,  2,513  in  Pennsylvania,  and  1,930  in 
California.  More  than  1,000  were  successful 
also  in  Massachusetts,  Michigan,  Minnesota, 
New  Jersey,  and  Ohio.  Nine  states  examined 
and  passed  between  500  and  1,000  applicants 
for  licensure,  thirty  states  and  the  District  of 
Columbia  registered  fewer  than  500,  and  in 
ten  of  these  fewer  than  100.  The  smallest 
number,  8,  passed  examinations  in  New 
Mexico.” 

“The  percentage  of  failures  in  all  states  and 
the  territories  and  possessions  has  increased 
from  10  per  cent  in  1937  to  20.6  per  cent  in 
1940.  The  number  failing  in  1941  was  19.7 
per  cent.” 

“The  greatest  percentage  of  failures  oc- 
curred in  Massachusetts,  which  had  an  average 
of  48.2.  The  high  percentage  in  that  state  is 
due  to  the  fact  that  by  law  the  licensing  board 
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TABLE  11.  Requirements  of  Candidates  for  Medical  Licensure  on  the  Basis  of  Credentials  Obtained 
in  Countries  Other  Than  the  United  States  and  Canada 


Admitted 

Intern- 

by 

ship  in 

Admitted  Endorse- 

Basic 

Hospital 

Exami- 

to ment  of 

Science 

in 

Further 

nation 

Other 

Exami-  State 

Citizen- 

Certifi- 

United 

Medical 

Fee, 

Require- 

nation License* * 

ship 

cate 

States 

Training 

Dollars 

ments 

Alabama 

+ 

+ 

10 

Arizona 

Arkansas  (reg.  and  homeo.  boards) . . . 

California 

+ 18 

+ 18 

25 

n 

Colorado 

+ 

1st  P 

+ 

254 

3 

Connecticut  (regular  board) 

+ 

1st  P 

+ 

25 

Delaware  (regular  board) 

+ 

+ 

+ 

25 

5,  22 

District  of  Columbia 

+« 

+ 

+ 

25 

19 

Florida 

+ 

+ 

+ 

+7 

25 

Georgia 

+ 

+ 

+ 7 

20 

Idaho 

...  + 

+ 

+ 

25 

Illinois 

1st  P 

+ 

15 

*8 

Indiana 

+ 7 

25 

Iowa 

+ 

+ 

+ 2 

+ 2 

25 

Kansas 

+ 

25 

11 

Kentucky 

Louisiana  (reg.  and  homeo.  boards) . . . 

Not  accepted 

Maine 

...  + + 

1st  P 

+ 

27 

11 

Maryland  (reg.  and  homeo.  boards) . . . 

+ 

1st  P 

25 

19 

Massachusetts 

...  + 

1st  P 

25 

Michigan 

+ 

+ 

+ 

+ 7 

25 

Minnesota 

Mississippi 

Missouri 

...  + + 

+ 

15 

Montana 

+ + 

+ 

50 

Nebraska 

+ 

+ 

25 

Nevada 

New  Hampshire 

+ + 12 

+ 

+ 14 

20 

16 

New  Jersey 

+ 

+ 17 

25 

New  Mexico 

New  York 

1st  P 

25 

North  Carolina 

North  Dakota 

+ 

+ 

25 

11 

Ohio 

+ 

25 

Oklahoma 

Oregon 

...  + 

+ 

+ 

+ 

25 

Pennsylvania 

...  + 

1st  P 

+ 

25 

Rhode  rsland 

1st  P 

+ 

+ 16 

+ !8 

20 

13 

South  Carolina 

South  Dakota 

Tennessee 

Texas 

+ 

25 

Utah 

Vermont 

Virginia 

...  + 

+ 

25 

24 

Washington 

1st  P 

+ 

+ 

+ 7 

25 

9 

West  Virginia 

Wisconsin 

Wyoming 

Alaska 

...  + + 

+ 

+ 

25 

Hawaii 

+ 

+ 

25 

12 

Puerto  Rico 

...  + + 

+ 

+ 

25 

* Refer  to  chart  of  “Reciprocity  and  Endorsement  Policies”  for  further  data.  (See  page  131.) 

1 Certificate  of  National  Board  of  Medical  Examiners  and  licensure  in  country  in  which  school  of  graduation  is 
located. 

2 Internship  or  one  year  in  medical  school  in  United  States. 

3 Certificate  of  National  Board  of  Medical  Examiners. 

4 For  graduates  of  last  five  years;  if  more  than  five  years,  $50. 

5 Residence  of  one  year  in  Delaware. 

* Provided  similar  privileges  are  accorded  licentiates  of  District  of  Columbia  by  licensing  agency  of  the  jurisdiction 
from  which  the  applicant  comes. 

7 Senior  year  in  class  A medical  school  in  United  States. 

8 No  applications  accepted  after  Feb.  21,  1941. 

9 Enemy  aliens  not  accepted. 

10  Application  must  be  filed  six  months  prior  to  date  of  examination. 

11  Licensed  to  practice  medicine  and  surgery  in  country  in  which  school  of  graduation  is  located;  otherwise  required 
to  complete  senior  year  in  approved  medical  school  in  United  States. 

12  Diplomates  of  National  Board  of  Medical  Examiners  eligible. 

13  License  to  practice  medicine  and  surgery  in  the  country  in  which  the  school  of  graduation  is  located. 

14  Internship  and  one  year  graduate  work. 

15  Diplomates  of  the  National  Board  of  Medical  Examiners  exempt  from  special  requirements. 

16  Internship  and  graduate  work. 

17  Internship  completed  in  foreign  countries  after  July  1,  1934  not  acceptable. 

18  Rotating  internship  in  approved  hospital  in  the  United  States  or  completion  of  senior  year  in  class  A medical 
school  in  the  United  States. 

19  These  requirements  apply  also  to  graduates  of  Canadian  schools. 

20  Graduates  from  foreign  medical  colleges  accepted  if  they  present  also  a diploma  from  an  approved  medical  school 
in  the  United  States. 

21  Provided  standard  was  the  same  as  California’s  on  the  same  date. 

22  Degree  from  an  American  medical  college  acceptable  to  the  Medical  Council  of  Delaware  required. 

23  Diplomates  of  the  National  Board  of  Medical  Examiners  accepted. 

24  Very  limited  number  contracting  to  practice  in  rural  districts  may  be  accepted. 
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is  required  to  admit  to  its  examination  the 
graduates  of  unapproved  schools,  the  majority 
of  whom  repeatedly  fail.  New  York  had  a 
failure  percentage  of  40.5,  occasioned  in  part 
by  the  admittance  to  examination  of  a large 
number  of  graduates  of  foreign  faculties  of 
medicine,  who  likewise  repeatedly  failed.  On 
the  other  hand,  twenty-eight  states  failed  less 
than  5 per  cent;  in  twelve  of  these  the  per- 
centage of  failures  was  less  than  one.  In 
five  years  seven  states — Arkansas,  Nebraska, 
North  Carolina,  Oklahoma,  Oregon,  Utah,  and 
Wisconsin — had  no  failures.” 

“These  figures  represent  examinations  given, 
and  not  individuals.  A candidate  who  fails 
more  than  once  in  a state  in  a given  year  is 
counted  as  only  one  failure,  but  should  he  fail 
in  one  of  the  succeeding  years  he  is  counted  in 
that  year  also.  The  same  is  true  of  the  suc- 
cessful candidates.  Table  10  is  merely  a 
compilation  of  figures  computed  annually  and 
grouped  for  comparison.  Nevertheless,  it 
gives  a fair  approximation  of  the  number  of 
physicians  added  to  the  profession  in  five 
years  by  means  of  written  examination.” 

“With  the  migration  of  physicians  to  this 
country,  beginning  in  1936,  and  their  failure 
to  pass  examinations,  the  percentage  of  failures 
began  to  rise  until  it  reached  a peak  of  20.7  in 

1940.  In  1941  it  dropped  1 per  cent  for  the 
country  as  a whole  in  spite  of  the  high  per- 
centage of  failures  in  New  York  State.  The 
rise  in  failure  percentages  has  also  been  due 
to  the  inability  of  graduates  of  unapproved 
medical  schools  to  obtain  licensure  successfully 
without  failure.” 

“Graduates  of  Approved  Schools  and 
Others  Registered,  1922-1941” 

“In  1928  the  classification  A,  B,  and  C by 
the  Council  was  discontinued  and  medical 
schools  have  since  been  classified  as  approved 
or  unapproved.” 

“Of  the  8,768  registered  by  all  methods  in 

1941,  7,727,  or  88.1  per  cent,  represented 
graduates  of  approved  medical  schools,  and 
1,041,  or  11.9  per  cent,  the  group  designated 
as  ‘others.’” 

“Of  the  8,768  registered  in  1941  there  were 
5,112  who  were  graduates  of  approved  medical 
schools  of  the  United  States  and  Canada, 
licensed  by  examination,  and  2,615  licensed 
without  examination.  By  examination,  221 
unapproved  graduates  and  697  foreign  gradu- 
ates were  registered.  Likewise  among  those 
registered  by  endorsement  there  were  24 
graduates  of  unapproved  schools  and  99 
foreign  graduates.” 


“New  York  registered  735  graduates  of  ap- 
proved schools  of  a total  of  1,175  registered. 
This  state  licensed  the  largest  number  with 
foreign  credentials — 439.  Only  graduates  of 
approved  schools  in  the  United  States  and 
Canada  were  registered  in  Kansas,  Minne- 
sota, Nebraska,  Nevada,  North  Dakota, 
South  Carolina,  and  South  Dakota.” 

Physicians  Examined  on  Basis  of 
Credentials  Obtained  in  Countries 
Other  than  the  United  States  and  Canada 

“The  requirements  of  candidates  for  medi- 
cal licensure  in  the  United  States,  Alaska, 
Hawaii,  and  Puerto  Rico  on  the  basis  of  cre- 
dentials obtained  in  countries  other  than  the 
United  States  and  Canada,  based  on  data 
recently  received  from  state  boards  of  medical 
examiners,  are  given  in  Table  11.  Eighteen 
states  report  that,  because  of  the  inability 
to  evaluate  foreign  credentials,  holders  of  such 
certificates  are  not  eligible  for  licensure,  while 
one  state  reported  that  no  new  applications 
have  been  accepted  since  February  21,  1941. 
Seventeen  states,  Alaska,  Hawaii,  and  Puerto 
Rico  require  full  citizenship,  and  ten  states 
require  first  naturalization  papers  as  a condi- 
tion precedent  to  taking  the  examination. 
In  some  states  the  requirement  is  by  rule  of  the 
medical  board;  in  others  the  provision  is  by 
statute.  In  addition , other  restrictions  are 
imposed.  Ten  states  which  accept  foreign 
graduates  require  a certificate  in  the  basic 
sciences.  Sixteen  states,  Alaska,  Hawaii,  and 
Puerto  Rico  require  a one-year  internship  in  a 
United  States  Hospital  approved  for  intern 
training.  In  five  states  there  is  a requirement 
of  a senior  year’s  work  in  an  approved  medical 
school  in  the  United  States.  In  four  states 
these  graduates  are  not  acceptable  unless  they 
can  present  a license  to  practice  medicine  and 
surgery  in  the  country  in  which  the  school  of 
graduation  is  located.  In  one  state  a limited 
number  contracting  to  practice  in  rural  dis- 
tricts may  be  accepted,  while  another  reports 
that  enemy  aliens  are  not  considered.” 

For  comparative  study  the  Committee  chose 
what  they  considered  to  be  a model  cross 
section  of  the  United  States  in  regard  to  the 
requirements  of  certain  states  for  foreign 
physicians  to  be  admitted  to  examination  in 
that  particular  state.  The  states  chosen  were: 

1.  New  York  State — Licensed  70  per  cent 
of  the  total  number  of  foreign  physicians  ad- 
mitted to  practice  in  the  United  States  in 
1941. 

2.  California — Fourth  largest  number 

licensed. 
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3.  Pennsylvania — Admitted  13;  ninth 

largest  number  licensed. 

4.  Texas — Licensed  5 or  less. 

5.  Kansas — Admitted  none. 

6.  North  Carolina — Admitted  none. 

In  examining  laws  in  regard  to  medical 
practice  of  the  various  states  chosen,  the 
following  information  is  available: 

New  York  State — see  Table  11.  In  this 
table  are  listed  the  requirements  for  medical 
licensure  on  the  basis  of  credentials  obtained 
in  countries  other  than  the  United  States  and 
Canada.  Note  that  first  citizenship  papers  are 
required  in  New  York  State. 

California — In  addition  to  usual  pre-medical 
and  medical  studies,  it  is  required  under  Sec- 
tion 2193,  C,  D,  E: 

C.  “He  has  been  admitted  or  licensed  to 
practice  medicine  and  surgery  in  the  country 
wherein  is  located  the  institution  in  which  he 
has  completed  the  residence  courses  of  pro- 
fessional instruction  required  under  this 
chapter.” 

D.  “He  has  completed  either  the  senior  or 
fourth  or  final  year  in  an  approved  medical 
school  in  the  United  States,  or,  in  lieu  of  this, 
he  has  served  at  least  one  year  in  residence  in 
a hospital  located  in  the  United  States  and 
has  been  approved  by  the  board  for  training  of 
interns.” 

E.  “If  the  applicant  is  not  a citizen  of  the 
United  States,  the  country  in  which  he  has 
been  licensed  to  practice  medicine  and  surgery 
will  admit  to  practice  therein  citizens  of  the 
United  States  upon  proof  of  prior  admission 
to  practice  medicine  and  surgery  in  some  state 
of  the  United  States  or  upon  proof  of  matters 
similar  to  those  required  in  this  section  for 
graduates  of  foreign  medical  schools.  Sub- 
division E does  not  apply  to  any  person  who  on 
March  31,  1941,  was  registered  as  an  intern 
under  Chapter  5 of  Division  2 of  the  Business 
and  Professions  Code,  relating  to  the  practice 
of  medicine  (as  amended,  Laws  of  1941,  Ch. 
751).” 

No  other  limitations,  rules,  or  regulations 
are  mentioned  except  those  in  Table  11  of  this 
report. 

Pennsylvania — Requires  internship  in  ap- 
proved United  States  hospital. 

Texas — Article  4500 — “May  endorse  license 
if  citizen  is  a graduate  of  reputable  medical 
college  (“reputable”  meaning  one  eligible  for 
examination  by  Board  of  Medical  Examiners). 
Board  shall  not  grant  license  to  applicant  who 
does  not  hold  license  issued  by  another  state, 
territory,  or  district  of  the  United  States.” 

Article  4500  A — ‘ ‘Foreign  nations , Reciprocal 


Arrangements  with:  The  Board  of  Medical 
Examiners  shall  not,  under  the  provisions  of 
Article  4500,  grant  a license  to  practice  medi- 
cine to  any  applicant  whose  authority  to 
practice  medicine  in  any  other  nation  or  coun- 
try was  granted  by  a nation  or  country  in 
which  a similar  law  in  reference  to  granting 
license  to  practice  medicine  under  a reciprocal 
arrangement  does  not  exist  in  favor  of  physi- 
cians of  this  State  (Laws  of  1939,  p.  352).” 

Kansas — Citizenship  required.  Physicians 
must  be  licensed  to  practice  medicine  in  coun- 
try where  school  of  graduate  is  located,  or 
must  complete  senior  year  of  an  approved 
United  States  medical  college. 

North  Carolina — Board  of  Medical  Ex- 
aminers are  appointed  by  the  North  Carolina 
Medical  Society,  Inc.  See  6607,  Code  of  1939, 
Ch.  110,  Laws  of  1941,  Ch.  163. 

“In  the  figures  regarding  physicians  ex- 
amined on  the  basis  of  credentials  obtained  in 
countries  other  than  the  United  States  and 
Canada  by  licensing  boards  of  the  United 
States,  Alaska,  and  Puerto  Rico,  they  repre- 
sent both  American  and  foreign-born 
physicians  educated  abroad.  Since  1930,  and 
until  the  issuance  of  passports  was  terminated 
by  the  Department  of  State,  students  from 
the  United  States  migrated  to  Europe  to  ob- 
tain medical  education.  It  is  estimated  that 
2,000  were  studying  in  Europe.  Many  were 
able  to  complete  their  training  and  returned 
to  the  United  States  to  practice.  Many  of 
those  licensed  in  recent  years  represent  foreign- 
born  physicians.  One  hundred  and  four 
faculties  of  medicine,  including  four  licensing 
corporations,  of  nineteen  European  and  five 
other  countries  were  represented.  There  were 
1,708  examined  by  twenty  states,  Alaska,  and 
Puerto  Rico,  of  whom  690  passed  and  1,018,  or 
59.6  per  cent,  failed.  Graduates  of  the 
University  of  Vienna  represented  the  largest 
group — 479 — who  were  examined  in  fourteen 
states  with  a percentage  of  failures  of  57.  Ten 
states  examined  139  graduates  of  the  Uni- 
versity of  Berlin,  of  whom  60.4  per  cent  failed. 
Graduates  of  all  other  schools  were  examined 
in  fewer  than  ten  states.  The  greatest  num- 
ber examined  by  any  one  state  (1,207)  were  in 
New  York,”  or  70.67  per  cent  of  the  total  num- 
ber examined  in  the  United  States, ^“of  whom 
426  passed  and  64.7  per  cent  failed.  Massa- 
chusetts examined  139,  of  whom  102,  or  73.4 
per  cent,  failed.  Illinois  examined  119,  of 
whom  34.5  per  cent  failed.  More  than  25 
were  examined  in  1941  in  California,  Connecti- 
cut, and  New  Jersey.  Of  these  states,  Con- 
necticut had  the  highest  percentage  of  failures 
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CHART  — STATES  REGISTERING  GRADUATES  OF  MEDICAL  FACULTIES  ABROAD,  1941 


The  states  in  black  registered  more  than  5 such  candidates,  those  shaded  5 or  less. 

Chart  1. 


— 68.3.  Seven  states  examined  one  each,  6 of 
whom  were  successful.” 

“Chart  1 shows  in  graphic  form  the  number 
registered  during  1941  by  states  examining 
graduates  of  foreign  faculties  of  medicine.  In- 
cluded in  the  chart  are  52  who  were  granted 
licenses  without  examination,  with  but  3 ex- 
ceptions, on  the  basis  of  a license  obtained  in 
the  United  States.  The  states  which  licensed 
more  than  5 graduates  are  indicated  by  states 
reproduced  in  black;  those  shaded,  5 or  less.” 

“There  are  assembled  figures  showing  for  the 
five-year  period  1936-1940  the  number  of 
graduates  of  faculties  of  medicine  outside  the 
United  States  and  Canada  admitted  to  licens- 
ing examinations  in  this  country.  Included 
also  is  a tabulation  for  1941.  There  were 
represented  one  hundred  and  nineteen  Euro- 
pean faculties,  nine  of  the  licensing  corpora- 
tions of  Great  Britain,  and  sixteen  schools  of 
other  countries.” 

“During  the  five-year  period  1936-1940, 
6,451  were  examined,  with  45.2  per  cent 
failures  and,  in  1941,  1,708  with  59.6  per  cent 
failures.” 

“The  largest  group  from  any  one  school 
examined  in  the  five-year  period  were  1,318 
from  the  University  of  Vienna,  of  whom  45.7 
per  cent  failed.  There  were  650  from  the 
University  of  Berlin,  with  44.9  per  cent 


failures.  Large  numbers  also  were  examined 
who  presented  credentials  from  the  universi- 
ties of  Prague,  Paris,  Freiburg,  Frankfort-on- 
the-Main,  Wurzburg,  Munich,  Breslau, 
Heidelberg,  Bologna,  Naples,  Rome,  Basel, 
Bern,  Zurich,  Geneva,  and  Lausanne.  Two 
hundred  and  eighty-four  in  the  five-year 
period  presented  in  lieu  of  the  M.D.  degree 
the  triple  qualification  certificate  of  Scotland. 
These  individuals  obtained  their  education  in 
the  so-called  extramural  schools  of  Scotland.” 

“Statistics  record  the  number  of  graduates 
of  faculties  of  medicine  abroad  examined  for 
medical  licensure  in  the  United  States  in 
twelve  years — 1930  to  1941  inclusive.  Alto- 
gether, 9,588  were  examined,  of  whom  5,093 
passed  and  46.9  per  cent  failed.  The  greatest 
number,  2,088,  were  examined  in  1940,  when 

54.7  per  cent  failed.  The  number  licensed  in 
twelve  years  increased  from  92  in  1930  to  948 
in  1940.  In  1941,  158  fewer  were  registered 
than  in  1940.  The  highest  percentage  of  fail- 
ures occurred  in  1941 — 59.6.  At  no  time  dur- 
ing this  twelve-year  period  did  fewer  than 

30.7  per  cent  fail.” 

“The  Council  on  Medical  Education  and 
Hospitals  does  not  grade  or  classify  medical 
schools  outside  the  United  States  and  Canada. 
No  opportunity  is  afforded  for  visiting  and  in- 
specting such  schools,  nor  are  official  reports 
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received  from  them.  The  Council  therefore 
has  no  evidence  on  which  to  base  a rating.” 

The  National  Board  of  Medical  Examiners, 
on  February  15,  1942,  adopted  the  following 
drastic  resolution  relative  to  examination  of 
foreign  physicians : 

“Resolved,  that,  beginning  February  15,  the 
National  Board  of  Medical  Examiners  will  not 
accept  applicants  for  admission  to  its  examina- 
tions from  graduates  of  any  medical  school  in 
continental  Europe  or  from  graduates  of  the 
extramural  schools  of  Scotland  and  Ireland.” 

“This  action  does  not  apply  to  graduates  of 
university  schools  in  the  British  Isles  or  to 
those  candidates  who  had  registered  before 
February  15,  1942.” 

“One  of  the  factors  that  caused  the  board 
to  take  this  action  was  the  refusal  of  approxi- 
mately one-half  of  the  states  of  this  country 
to  grant  licenses  to  physicians  trained  in 
European  medical  schools  even  though  they 
had  been  certified  by  the  National  Board.” 

Relative  to  the  problem  of  a commission  for 
foreign  physicians,  the  latest  data  obtainable 
is  given — “That  alien  doctors  of  friendly, 
neutral,  or  cobelligerent  countries — that  is, 
those  countries  with  government  in  exile — 
may  be  commissioned  directly  into  the  army 
under  the  following  conditions: 

1.  They  must  have  equivalent  premedical 
and  medical  education. 

2.  They  must  have  had  a license  in  their 
own  country. 

3.  They  do  not  need  their  first  papers. 

4.  Refugees  not  having  governments  in 
exile  or  not  from  friendly  or  neutral 
countries  must  be  inducted  and  then 
commissioned,  provided  that  they  are 
cleared  by  the  F.B.I.  They  must 
furnish  affidavits  that  they  have  no 
relatives  in  belligerent  armed  forces.” 

These  refugees  of  the  latter  group  must 
register  with  the  local  boards,  and : 

1.  They  must  have  a certified  copy  of 
their  medical  papers  (translated). 

2.  They  must  have  a certified  copy  of  their 
license  and  all  papers  pertaining  thereto. 

3.  They  must  have  information  as  to  the 
schools  from  which  they  graduated. 

4.  They  must  have  certified  first  papers 
and  official  certified  papers  of  internship. 

5.  They  must  present  an  affidavit  that 
since  arrival  in  this  country  they  have  en- 
gaged in  no  activity  detrimental  to  the  United 
States. 

It  is  pointed  out  that  alien  refugees  must  get 
their  citizenship  because  they  have  no  coun- 
try and  that  state  licensure  cannot  be  waived 


for  a commission  except  to  friendly  aliens.  It 
is  believed  that  few  of  New  York’s  3,000  li- 
censed emigrees  will  be  taken  into  the  Army 
at  the  present  time.  They  will  not  be  admitted 
to  practice  in  essential  industry. 

Relocation  and  universal  conscription  is 
now  under  consideration.  Under  Section  1262 
of  the  State  Education  Law,  entitled  “Con- 
struction of  this  article,”  we  quote:  “This 
article  shall  not  be  construed  to  affect  or  pre- 
vent the  following:  (1)  The  practice  of  medi- 
cine in  this  state  in  obedience  to  the  require- 
ments of  the  laws  of  the  United  States  by  any 
commissioned  medical  officer  serving  in  the 
United  States  Army,  Navy,  or  Public  Health 
Service  or  any  physician  or  surgeon  employed 
in  the  United  States  Veterans’  Administration 
while  engaged  in  the  performance  of  the  actual 
duties  prescribed  for  him  under  the  United 
States  statutes.” 

It  will  be  noted,  as  construed,  that  this 
article  allows  the  United  States  to  send  physi- 
cians into  the  State  of  New  York  to  practice 
in  conformance  with  instructions  issued  by  the 
Federal  Government.  It  is  believed  that 
other  states  have  similar  clauses  which  would 
allow  relocation  of  doctors  to  most  all  of  the 
states  and  possessions.  It  has  been  brought 
out  that  in  writing  up  the  Lend  Lease  Act 
these  features  were  incorporated  to  allow 
physicians  operating  under  a federal  law  to 
practice  in  possessions  owned  by  other  govern- 
ments also. 

As  previously  related,  it  is  noted  that  last 
year  New  York  State  licensed  737  foreign 
physicians,  or  70  per  cent  of  the  total  for  the 
entire  United  States  and  possessions,  including 
the  District  of  Columbia.  There  were  a total 
of  5,681  additions  to  the  medical  profession  in 
1941.  Ne w Y ork  State  had  1 , 1 73  new  licenti- 
ates, and  993  of  this  number  were  additions  to 
the  profession,  or  17.4  per  cent  of  the  total 
number  of  additions  to  the  medical  profes- 
sion in  1941.  The  markedly  increased  load  of 
examinees  who  are  graduates  of  foreign  facul- 
ties is  shown  in  the  following  table. 


Summary  of  the  New  York  State  Medical  Licensing  Ex- 
amination (Foreign  Schools — 1934-1935  to  1941-1942) 


Total 

Failed 

Failed 

1934-35 

297 

119 

40.1% 

1935-36 

402 

159 

39.6% 

1936-37 

571 

192 

33.6% 

1937-38 

789 

318 

40.3% 

1938-39 

1,211 

700 

57.8% 

1939-40 

1,770 

1,249 

70.5% 

1940-41 

1,644 

1,104 

67.2% 

1941—42 

1,558 

963 

61.9% 

It  is  to  be  noted  from  these  figures  the 
gradual  increase  of  candidates  from  1933,  past 
the  peak  of  emigration  in  1934,  to  the  peak  of 
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examinees  in  1940.  This  great  increase  is  due 
to  two  things: 

1.  Thatthelawsof  the  Stateof  New  York  are 
less  stringent  than  those  of  most  other  states. 

2.  That  foreign  refugees  are  coming  into 
New  York  State  from  countries,  mainly  South 
American,  and  other  states  in  the  Union  where 
they  had  settled  several  years  before. 

It  is  to  be  noted  also  that: 

1 . Twenty  states,  including  Alaska,  Puerto 
Rico,  and  Hawaii,  require  full  citizenship  in 
addition  to  other  essentials  before  examina- 
tion. 

2.  Eighteen  states  will  not  review  any 
credentials  of  foreign  physicians. 

3.  In  ten  states,  including  New  York,  they 
are  allowed  to  take  the  examination  with  first 
papers.  Four  of  these  states,  in  addition,  de- 
mand an  internship  in  a hospital  in  the  United 
States. 

4.  One  requires,  also,  further  medical 
training,  such  as  a senior  year  in  medical 
school. 

Requirements  of  Foreign  Candidates  for 
Medical  Licensure  in  the  State  of  New 
York 

(On  the  basis  of  credentials  obtained  in  other 
countries) 

The  State  of  New  York  does  not  accept  the 
rulings  and  biographic  data  of  the  Council  on 
Medical  Education  and  Hospitals  of  the 
American  Medical  Association. 

The  State  Education  Department  obtains  its 
o wn  biographic  data  and  sets  its  own  lists . The 
credentials  are  verified  by  student  pass  books, 
statements  from  the  registrar  of  the  school, 
and  the  original  document  or  diploma. 

The  approved  foreign  faculties  are  listed  on 
page  35  and  36  of  Handbook  9,  of  the  Uni- 
versity of  the  State  of  New  York,  which  con- 
tains laws,  rules,  and  regulations.  These  give 
merely  “registered  schools”  of  Canada.  All 
other  foreign  schools  are  classified  as  “recog- 
nized schools.”  The  applicant  from  these 
schools  can  be  recognized  only  if  he  was 
graduated  from  the  school  before  the  Hitler 
regime,  or  approximately  at  the  time  of  the  in- 
vasion of  Austria.  There  is  no  official  list  and 
the  graduates  of  these  schools  (1914-1938)  are 
approved  only  on  previous  work.  New  York 
State  has  been  more  generous  than  other  states 
in  this  regard.  Original  documents  only  and 
not  photostats  of  licenses  are  acceptable. 
Four  have  been  licensed  on  eminence  since 
1918,  although  there  was  a period  a few  years 
ago  when  many  were  endorsed.  All  others 


licensed  without  examination  up  to  1937  were 
accepted  by  endorsement.  In  New  York 
State  in  1936  there  were  932  examined  (all 
classes)  and  558  added  by  endorsement. 
The  total  was  1,517.  Of  this  number,  454  were 
foreign  physicians,  of  whom  217  were  added 
by  examination  and  237  by  endorsement. 
Figures  for  succeeding  years  are  given  below. 


Year 

Endorsement 

1937 

196 

1938 

70 

1939 

25 

1940 

22 

1941 

3 

The  above  figures  can  be  explained  in  this 
way.  Up  until  the  year  1936  emigree  physi- 
cians could  have  their  licenses  endorsed, 
without  examination,  under  Section  51  of 
the  State  Education  Law.  There  were  many 
endorsed  and  there  were  in  addition  many 
other  applicants.  It  was  ruled  that  those 
that  had  previously  applied  would  be  handled 
under  the  old  ruling  and,  after  1936,  those  are 
the  figures  for  the  number  of  foreign  licenses 
endorsed  under  the  old  ruling.  Previously, 
some  foreign  physicians  were  licensed  in  the 
State  of  New  York  by  endorsement  through 
the  National  Board  of  Medical  Examiners. 
These  licenses  would  not  be  included  in  the 
above  figures. 

The  committee  feels  that  the  status  of  the 
foreign  physician  is  very  intimately  related  to 
the  work  of  Procurement  and  Assignment. 
There  were  in  1941,  27,712  living  doctors  in 
the  State  of  New  York.  Of  this  number,  about 
17,600  are  members  of  the  New  York  State 
Medical  Society.  This  leaves  about  10,000 
physicians  in  the  State  that  are  not  members 
of  the  New  York  Medical  Society,  some  of  whom 
have  graduated  from  grade  A schools  and 
might  be  liable  to  military  service  if  they 
were  in  the  draft  age.  Many  of  these  men 
who  have  either  dropped  their  New  York 
State  membership  or  have  not  applied  are 
physicians  interested  in  specialties. 

As  far  as  your  Committee  can  ascertain 
from  studying  available  figures,  there  are 
approximately  6,000  physicians  from  foreign 
faculties  in  the  United  States,  excluding  Ameri- 
can graduates  of  foreign  schools.  As  of  Janu- 
ary 1,  1942,  there  were: 

In  New  York  State,  about  4,250.  Of  this 
number  3,141  licensed  (85%  males). 

In  New  York  City,*  about  1,800,  grouped  as 
follows: 


* Figures  for  New  York  City  cover  the  five  counties, 
and  no  break-down  is  available. 
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TABLE  12. — New  York  State  Education  Depart- 
ment Licenses  Issued  to  Foreign  Physicians — 
1932-41,  Inclusive 


Examination  Endorsement  Total 


1932 

85 

27 

112 

1933 

89 

40 

129 

1934 

110 

101 

211 

1935 

178 

80 

258 

1936 

248 

210 

458 

1937 

379 

133 

512 

1938 

622 

51 

673 

1939-40 

1,370 

349 

1941 

439 

3,141 

(Of  this  total  figure  it  is  not  known  the  exact  number  that 
may  have  left  the  state  to  practice  elsewhere.) 


Licensed  and  practicing,  about  600 
Serving  internships  325 

In  other  institutional  work  458 

Unlicensed,  not  in  other  groups, 
about  400 

The  above  data  is  from  information  ob- 
tained from  the  Procurement  and  Assignment 
Service,  the  New  York  State  Education  De- 
partment, the  National  Committee  for  Re- 
settlement of  Foreign  Physicians,  and  the 
National  Refugee  Service  (see  Table  12). 

With  the  problem  arising  from  the  ex- 
haustion of  communities  by  the  processing  of 
the  nation’s  physicians  for  the  armed  forces 
and  the  probable  relocation  of  physicians 
to  supply  communities  by  the  Manpower  Com- 
mission, the  need  to  (1)  “maintain  a numer- 
ical balance  of  all  physicians  in  the  counties, 
and  (2)  relieve  the  shortage  of  medical  per- 
sonnel in  those  counties,  already  exhausted,” 
is  readily  apparent. 

The  New  York  State  Medical  Society, 
through  this  Committee,  initiated  the  move 
to  provide  better  collaboration  and  coordina- 
tion between  the  office  of  Procurement  and 
Assignment  and  the  County  Medical  Pre- 
paredness Committees. 

The  outgrowth  of  this  meeting  has  been  al- 
ready felt.  “We  talked  about  the  conserva- 
tion of  balance  throughout  the  counties  of  the 
State,  feeling  that  if  we  could  maintain  a 
favorable  balance  geographically  and  in  re- 
gard to  the  types  and  activities  of  the  doctors, 
that  would  forestall  resettlement,  as  it  were, 
of  many  physicians.”  (This  quotation  is  from 
a report  to  the  Council.) 

At  the  present  time  there  is  a movement 
under  way  through  certain  extramedical  com- 
mittees and  services,  and  among  the  foreign 
physicians  themselves,  to  settle  into  these 
communities  where  doctors  have  left  for  the 
armed  service,  and  the  Committee  feels  that 
we  might  be  able  through  that  method  (con- 


servation of  balance)  to  aid  in  the  care  of  the 
public  health. 

The  Procurement  and  Assignment  Service 
says  (December  7,  1942)  that  upstate  New 
York  at  the  present  time  has  oversubscribed 
its  full  quota  and  that  from  now  until  spring 
at  least,  and  perhaps  all  of  1943,  most  physi- 
cians processed  will  be  recruited  from  the 
metropolitan  area. 

Through  the  efforts  of  Dr.  Louis  H.  Bauer, 
Chairman  of  the  Medical  Preparedness  Com- 
mittee of  the  New  York  State  Medical  So- 
ciety, and  Dr.  Joseph  R.  Clemmons,  State 
Chairman  of  Procurement  and  Assignment, 
meetings  are  being  held  in  most  sections  of  the 
State  at  the  present  time  with  the  chairmen  of 
Medical  Preparedness  Committees  of  all 
county  societies. 

On  the  question  of  balance,  Dr.  Clemmons 
said: 

“Do  not  declare  available  any  man  if  you 
consider  him  essential  to  the  health  and  wel- 
fare of  your  community.  If  you  declare  a 
man  essential,  it  is  your  duty  to  convince  him 
that  he  is.  He  should  be  instructed  not  to 
make  application  for  commission  either  at 
the  Recruiting  Board  or  to  the  Surgeon  Gen- 
eral’s Office  without  first  consulting  the  local 
Medical  Preparedness  Committee. 

“It  is  the  responsibility  of  the  Medical 
Preparedness  Committees  to  evaluate  their 
men  and  accordingly  maintain  a numerical 
balance  in  so  far  as  is  possible.” 

Local  Needs  for  Physicians,  Civil  and 
Industrial 

As  of  December  5,  1942,  our  President  has 
placed  all  matters  of  Manpower,  both  civil 
and  military,  under  the  control  of  Chairman 
Paul  V.  McNutt,  of  the  Federal  Security 
Board.  What  this  may  mean  in  the  matter 
of  the  movement  of  physicians  has  not  yet 
been  made  clear.  However,  the  present  need 
for  physicians  in  civil  and  industrial  life  is 
slight.  This  question  should  be  followed 
actively  by  the  Public  Relations  Committees 
of  the  State  and  the  counties.  Any  com- 
munities found  short  would  promptly  receive 
the  assistance  of  these  committees.  There 
are  many  regularly  licensed  physicians  in  New 
York  State  who  are  willing  to  change  their 
place  of  residence  to  supply  (or  fill)  any  medi- 
cal needs  in  civil  or  industrial  communities.* 


* The  Committee  is  indebted  to  the  A.M.A.  for 
Chart  1,  for  figures  used  in  the  tables,  and  for  other 
material  which  appeared  in  the  J.A.M.A.  of  May  9, 
1942. 


TUBERCULOSIS  INVOLVING  THE  GENITOURINARY  TRACT 
FOLLOWING  TRAUMA 

J.  C.  McClelland,  M.  D.,  Toronto,  Canada 


TRAUMA  as  a cause  of  tuberculosis  in  the 
genitourinary  tract  is  extremely  rare.  In 
the  preparation  of  this  paper,  it  was  necessary 
to  look  far  afield  from  my  local  sphere  of  uro- 
logic  experience  in  Toronto,  in  order  to  collect 
a few  cases.  A letter  was  sent  to  the  Work- 
men’s Compensation  Boards  in  every  province 
of  the  Dominion  of  Canada,  and  from  a large 
number  of  claims  the  Medical  Directors  of  the 
Provinces  of  Manitoba,  Quebec,  and  Nova 
Scotia  very  kindly  forwarded  me  their  cases, 
which  I am  presenting  to  you  today.  No 
claims  had  occurred  in  the  other  provinces. 
A few  cases  were  collected  from  the  Weston 
Sanatorium  just  outside  of  Toronto,  one  from 
Dr.  Slotkin  in  Buffalo,  and  one  from  the 
Toronto  General  Hospital,  which  had  been 
reviewed  by  the  Workmen’s  Compensation 
Board  of  Ontario. 

Incidence 

One  may  get  an  idea  as  to  the  rarity  of  these 
cases  by  the  figures  of  the  Medical  Director  of 
the  Manitoba  Workmen’s  Compensation 
Board,  Dr.  A.  J.  Fraser,  when  he  says,  “the 
number  of  claims  resulting  from  accidents 
during  the  past  twenty-five  years  of  operation 
of  the  Board  now  amounts  to  approximately 
227,730,”  from  which  he  had  two  cases  of 
tuberculosis  of  the  genitourinary  tract,  which 
are  quoted  below.  The  percentage  of  in- 
cidence becomes  0.00087  of  1 per  cent,  or  ap- 
proximately 9/ 10,000  of  1 per  cent,  of  accidents. 

Case  Reports 

The  following  cases  are  divided  into  seven 
groups,  according  to  the  structures  involved 
in  the  tuberculous  process: 


I.  Renal 1 case 

II.  Renal  and  genital 4 cases 

III.  Bone  and  renal lease 

IV.  Joint  and  genital 1 case 

V.  Pulmonary  and  genital ....  1 case 

VI.  Genital  only 4 cases 

VII.  Genital  before  trauma 5 cases 


Total  17  cases 
In  the  case  histories  presented  below  the 


Read  by  invitation  at  the  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  New  York 
City,  April  29, 1942. 


pathologic  reports  are  quoted  where  possible. 
The  histories  are  necessarily  quite  short. 

I.  Renal 

Case  1 (P.  P.,  Aged  27 — Claim  No.  108351 
Quebec) 

History. — On  September  21,  1932,  he  fell  from 
a height  of  8 feet  striking  his  back  against  a rock. 
Passed  blood  in  the  urine  the  day  of  the  accident. 
Examination  on  November  7 and  November 
12  showed  a left  renal  tuberculosis  and  a sound 
right  kidney.  A left  nephrectomy  was  performed 
on  November  18,  1932.  Discharged  from  hos- 
pital December  21,  1932. 

Decision. — The  Commission  decided  that  the 
claimant  was  afflicted  with  tuberculosis  of  the 
left  kidney  prior  to  his  accident,  but  allowed  the 
claim  as  one  of  aggravation.  They  paid  com- 
pensation to  May  20,  1933,  (eight  months)  to- 
gether with  the  hospital  bill  and  the  surgeon’s 
fee,  but  did  not  allow  any  permanent  disability 
connected  with  the  trauma. 

Comment. — Renal  tuberculosis  was  present 
previous  to  the  accident  which  aggravated  the 
condition  and  led  to  the  immediate  removal  of 
the  kidney. 

II.  Renal  and  Genital 

Case  2 (E.  B.,  Aged  52 — Claim  No.  406432 
Quebec) 

History. — On  March  21,  1934,  this  man  sus- 
tained an  injury  to  the  left  testicle  which  was 
later  diagnosed  as  tuberculous  epididymitis  with 
involvement  of  the  testicle.  A left  castration 
was  performed  August  25, 1934,  five  months  later. 
Subsequently,  he  was  found  to  have  a left  renal 
tuberculosis. 

Decision. — The  Commission  paid  compensa- 
tion up  to  October  3,  1934  (seven  months)  and 
allowed  a 5 per  cent  permanent  disability,  but 
denied  all  liability  as  to  the  renal  tuberculosis,  as 
it  concluded  that  the  man  had  an  established 
renal  tuberculosis  at  the  time  of  the  accident. 
The  claim  was  allowed  merely  on  an  epididymitis 
and  orchitis,  as  being  an  aggravation  of  a tuber- 
culosis already  present. 

Comment. — An  epididymitis  developed  here 
after  trauma  in  the  presence  of  renal  tuberculosis. 

Case  3 (P.  K.,  Aged  32— Claim  No.  122061 
Manitoba 

History. — On  September  16,  1932,  while  help- 
ing to  lift  a loaded  hand  car,  he  is  alleged  to  have 
strained  himself  and  to  have  been  seized  with 
a pain  in  the  groin.  He  ceased  work  half  a day 
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later  and  was  admitted  to  hospital.  His  surgeon 
reported  a traumatic  orchitis,  as  the  swelling  sug- 
gested a hematoma.  On  November  29,  two 
months  later,  a left  orchidectomy  was  done  and 
the  pathologic  report  showed  tuberculous  epi- 
didymitis and  orchitis. 

Four  months  later,  on  January  23,  1933,  a 
tuberculous  epididymitis  developed  in  the  right 
side,  which  progressed  to  form  an  abscess. 

Cystoscopic  investigation  revealed  a bilateral 
renal  tuberculosis. 

Complete  chest  examination  was  negative  for 
any  evidence  of  tuberculosis. 

Decision. — The  Board  accepted  liability  until 
the  healing  of  the  wound  in  the  left  side. 

Comment. — In  the  presence  of  bilateral  renal 
tuberculosis  a sudden  muscular  strain  is  alleged 
to  have  produced  a sudden  pain  in  the  left  groin, 
which  was  found  subsequently  to  be  a tuber- 
culous epididymitis.  Later  the  second  epididy- 
mis became  involved.  Two  months  elapsed  be- 
tween the  accident  and  the  orchidectomy. 

Case  4 (H.  K.,  Aged  51— Claim  No.  155815 

Manitoba) 

History. — On  August  1,  1936,  he  fell  while  at 
work  and  received  a direct  injury  over  the  geni- 
talia. He  remained  at  work  for  a day  and  a half 
and  sought  medical  advice  two  days  following  the 
accident.  The  left  testicle  was  swollen  to  twice 
the  normal  size  and  was  very  painful.  Nineteen 
days  after  the  accident,  the  painful  swelling  had 
subsided  but  the  epididymis  was  still  hard.  Six 
weeks  after  the  accident  an  abscess  had  formed 
and  a left  epididymectomy  was  performed,  be- 
cause the  condition  was  considered  tuberculous. 

The  pathologic  report  was  tuberculous  epi- 
didymitis. The  attending  surgeon  commented: 
“apparently  a more  or  less  quiescent  process 
lighted  up  by  injury.”  The  patient  had  a dis- 
charging sinus  for  months. 

On  June  22,  1937,  or  eleven  months  after  the 
accident,  he  was  admitted  to  the  Winnipeg  Gen- 
eral Hospital  for  cystoscopy  and  a diagnosis  of 
bilateral  renal  tuberculosis  was  made. 

His  chest  examination  was  negative  for  tuber- 
culosis, as  was  his  radiologic  examination. 

He  was  allowed  compensation  until  the  healing 
of  his  operation  wound. 

Comment. — It  was  considered  that  the  patient 
had  an  injury  which  became  tuberculous  in  the 
presence  of  renal  tuberculosis. 

Case  5 (J.  W.  N.,  Aged  29 — W.  C.  B.  Nova 

Scotia) 

History. — On  July  16,  1936,  the  patient  was 
struck  on  the  left  testicle  with  the  end  of  a crow- 
bar. Pain,  swelling,  and  hematuria  followed. 
There  was  no  previous  history  of  hematuria.  The 
swelling  remained.  An  incision  was  done  three 
weeks  after  the  accident,  and  pus  was  evacuated 
from  an  abscess  of  the  epididymis.  Frequency 
developed,  the  abscess  failed  to  heal,  and  on 
January  25,  1937,  six  months  after  the  accident, 


he  was  admitted  to  hospital.  The  left  epididy- 
mis, vas,  and  both  seminal  vesicles  were  thick- 
ened, the  urine  was  positive  for  tubercle  bacilli, 
and  there  was  a left  apical  tuberculosis.  The 
dorsal  and  lumbar  spines  were  negative  for  evi- 
dence of  tuberculous  disease. 

Sanatorium  treatment  was  started  and  a cysto- 
scopic examination  was  not  attempted  for  fear  of 
starting  meningitis.  The  frequency  continued  to 
grow  worse. 

He  was  readmitted  to  hospital  on  August  2, 
1937,  and  cystoscopy  showed  a bilateral  renal 
tuberculosis.  He  continued  under  treatment 
until  August  23,  1940,  when  the  Board  con- 
sidered that  he  had  recovered  from  the  effects 
of  the  accident  of  July  16,  1936.  At  that  time 
there  was  a questionable  activity  in  his  lungs, 
but  he  returned  to  work.  The  Medical  Officer  of 
the  Board  says:  “As  this  case  developed  it  be- 
came more  and  more  apparent  that  the  pre-ex- 
isting focus  of  infection  in  the  lungs  was  present 
and  active,  in  all  probability  before  the  accident 
in  1936.” 

Comment. — This  patient  was  one  of  those 
unfortunate  individuals  who  harbor  an  organ- 
ism over  which  they  cannot  gain  control,  but  it 
progresses  from  place  to  place.  The  lowered 
vitality  of  the  injured  area  allowed  the  tubercle 
bacilli  to  gain  a foothold  and  produce  a lesion. 
It  is  likely  that  the  renal  and  pulmonary  lesions 
were  present  at  the  time  of  the  injury  and  that 
the  tuberculous  epididymitis  developed  second- 
ary to  them. 

III.  Bone  and  Renal 

Case  6 (S.  P.,  Aged  21 — Dr.  George  Slotkin’s 

Case,  Buffalo) 

History. — The  patient  was  first  seen  on  No- 
vember 22,  1932,  complaining  of  frequency,  ur- 
gency, and  dysuria  associated  with  pain  in  the 
left  coso-muscular  angle.  A left  renal  tuberculo- 
sis was  diagnosed  and  this  kidney  removed.  The 
right  one  showed  no  evidence  of  any  lesion. 

Her  previous  history  was  that  fourteen  months 
before  presenting  herself  to  Dr.  Slotkin  her  right 
wrist  had  been  lacerated  in  a car  accident.  This 
healed  at  first  but  broke  down  in  a month  and  a 
tuberculous  semilunar  bone  was  removed. 

Her  chest  had  showed  no  evidence  of  tuber- 
culosis and  there  was  no  other  illness  suggesting  a 
possible  focus  for  the  original  trouble  in  the  right 
semilunar  bone. 

Comment. — This  case  showed  a renal  tuber- 
culosis diagnosed  fourteen  months  following  the 
accident  to  the  wrist.  Dr.  Slotkin’s  final  note 
says:  “This  case  was  of  special  interest  from  the 
medicolegal  point  of  view  because  of  the  correla- 
tion of  events  from  the  time  of  the  injury  to  her 
nephrectomy.  Originally,  the  attorney  sued  for 
the  injury  of  the  hand  only,  but  the  bill  of  partic- 
ulars was  amended  to  include  the  kidney  infec- 
tion. At  the  litigation  the  relationship  of  the 
kidney  infection  to  the  injury  was  established  on 
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the  basis  of : (a)  urinary  tuberculosis  being  a sec- 
ondary disease  dependent  on  a primary  focus,  in 
the  case  of  the  injured  wrist;  (6)  the  element  of 
time  between  the  appearance  of  the  renal  tu- 
berculosis and  the  tuberculous  wrist.” 

The  kidney  which  was  removed  had  rather  an 
advanced  area  of  destruction  which  had  prob- 
ably originated  from  the  bone  lesion  in  the  wrist. 
It  has  also  been  shown  by  Dr.  Davis  and  myself 
in  our  series  of  bone  tuberculosis  that  22.9  per 
cent  developed  renal  tuberculosis.* 

In  the  Orthopedic  Service  for  tuberculosis  at 
the  Weston  Sanatorium,  I am  informed  that  from 
15  to  20  per  cent  of  the  patients  admitted  at- 
tribute their  bone  lesion  to  some  injury.  In- 
variably, investigation  has  showed  that  the 
tuberculous  process  must  have  been  present  be- 
fore the  injury,  since  it  was  too  well  established 
to  be  due  to  a recent  injury. 

IV.  Joint  and  Genital 
Case  7 (A.  O.  V.,  Aged  37) 

History. — The  patient  was  admitted  to  Weston 
Sanatorium  on  June  16,  1941,  for  treatment  of  a 
tuberculous  knee,  which  first  gave  symptoms  in 
1934.  He  was  in  an  accident  in  1934,  in  which 
he  was  crushed  in  a mine  and  the  left  testicle 
became  swollen  and  painful.  He  was  treated  for 
venereal  disease  first  and  later  saw  another 
doctor,  who  in  May,  1934,  removed  a tuberculous 
testicle  and  epididymis.  Several  weeks  later 
an  abscess  developed  in  the  scar,  tuberculous  pus 
was  obtained,  and  the  sinus  took  two  and  a half 
years  to  heal. 

The  right  epididymis  is  not  involved  and  the 
urine  has  been  negative  for  pus  cells  and  tubercle 
bacilli  on  several  examinations  by  smear  and  cul- 
ture. 

This  patient  applied  for  compensation  but  it 
was  not  allowed.  He  is  now  under  treatment 
for  his  knee  condition. 

Comment. — This  was  a case  of  tuberculosis 
epididymitis  following  trauma,  which  occurred 
at  the  same  time  as  an  arthritis  in  the  patient’s 
knee,  and  which  has  subsequently  shown  itself  to 
be  tuberculosis. 

V.  Pulmonary  and  Genital 

Case  8 (G.  S.,  Aged  54,  Weston  Sanatorium) 

History. — This  patient  had  an  active  pulmo- 
nary tuberculosis.  He  had  a bilateral  scrotal 
swelling  which  was  partly  due  to  epididymitis 
and  partly  due  to  bilateral  hydroceles.  These 
swellings  had  followed  the  use  of  a truss  for  bi- 
lateral inguinal  herniae,  having  come  on  about 
three  months  after  it  was  used  first.  There  was 
no  frequency,  but  the  bladder  urine  contained 
pus  cells  and  guinea  pigs  inoculated  with  it  were 
positive  for  tubercle  bacilli.  His  death  was 
caused  by  his  pulmonary  disease. 

Autopsy  showed  bilateral  tuberculosis  in  both 
epididymes,  while  both  kidneys  were  negative 

*J.  Urol.  47:No.  3 (March)  1942. 


for  evidence  of  tuberculosis,  both  in  the  gross  and 
on  section. 

Comment. — This  was  a case  of  injury  to  the 
epididymes  by  a truss,  which  caused  tuberculosis 
in  a patient  who  had  an  active  pulmonary  tuber- 
culosis. 

VI.  Genital 

Case  9 (H.  E.  S.,  Aged  25) 

This  young  man  was  admitted  to  Toronto  Gen- 
eral Hospital  on  September  19,  1924,  and  dis- 
charged on  November  4,  1924. 

History. — On  August  12,  1924,  one  month  be- 
fore admission,  he  was  injured  in  the  left  testicle 
while  carrying  a piece  of  timber.  There  was  a 
good  deal  of  pain  that  night  and  the  next  day, 
though  he  went  to  his  work.  Later  in  the  day 
he  had  to  stop  because  he  could  walk  only  with 
great  difficulty.  He  stayed  in  bed  three  weeks 
before  the  swelling  started  to  subside,  but  some 
still  remained  and  he  was  admitted  to  hospital. 

Examination  showed  the  left  cord  to  be  the 
size  of  one’s  little  finger,  with  swelling  in  the 
whole  epididymis  and  a fluctuant  mass  the  size 
of  a 25-cent  piece  involving  the  skin.  The  left 
seminal  vesical  was  indurated  and  enlarged. 
The  chest  entirely  negative.  Blood  pressure  was 
152/72. 

Urinalysis. — The  urine  was  alkaline;  specific 
gravity,  1.030;  no  albumin;  no  sugar.  Micro- 
scopic examination  revealed  occasional  pus  cell 
and  tubercle  bacilli,  found  on  guinea  pig  inocula- 
tion. 

Nonprotein  nitrogen  was  26  mg.  Wasser- 
mann  was  negative. 

Operation.^ Left  orchidectomy  and  epididy- 
mectomy,  with  removal  of  cord. 

Pathologic  Report. — Tuberculous  epididymitis 
and  orchitis. 

Comment. — No  other  tuberculous  focus  was 
found.  The  tubercle  bacilli  in  the  urine  might 
have  come  from  a renal  tuberculosis,  the  tuber- 
culous epididymitis,  or  both.  Ureteral  cathe- 
terization was  not  done. 

Case  10  (L.  D.,  Aged  27 — Claim  No.  409070 

Quebec) 

History. — On  May  5,  1934,  there  was  an  in- 
jury to  the  left  testicle,  which  was  followed  by  a 
swelling  in  the  epididymis  and  the  formation  of  an 
abscess.  This  was  opened  on  July  5,  just  two 
months  after  the  accident. 

Decision. — The  Commission  was  of  the  opinion 
that  the  claimant  was  affected  with  tuberculosis, 
allowed  the  claim  as  being  an  aggravation  of  a 
pre-existing  pathologic  condition,  without  per- 
manent disability,  and  paid  compensation  up  to 
August  28,  1934  (three  and  a half  months). 

Case  11  (E.  B.,  Aged  43— Claim  No.  482454 

Quebec) 

History. — On  November  13,  1935,  the  patient 
fell  against  a stump,  striking  his  right  groin. 
He  later  developed  a bilateral  tuberculous  epi- 
didymitis. 
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Decision. — The  Commission  allowed  the  claim 
as  being  an  aggravation  of  a pre-existing  patho- 
logic condition  and  paid  compensation  for  total 
temporary  incapacity  to  December  16,  1935,  in- 
clusively. They  decided  there  was  no  permanent 
disability  connected  with  the  accident. 

Case  12  (A.  R.,  Aged  41 — Claim  No.  795727 

Quebec) 

History. — On  November  18,  1940,  following 
a trauma,  A.  R.  displayed  a tuberculous  epididy- 
mitis and  orchitis  on  the  left  side.  Later  on, 
the  tuberculosis  involved  the  right  epididymis. 
A bilateral  castration  was  done. 

Decision. — The  Commission  allowed  the  claim 
as  an  aggravation  of  a pre-existing  pathologic 
condition  in  the  case  of  the  left  side,  but  denied 
all  liability  in  connection  with  the  right  side. 
No  permanent  disability  was  allowed. 

VII.  Genital  Before  Trauma 

Case  13  (G.  D.,  Aged  45 — Claim  No.  487842 

Quebec) 

History. — On  December  27,  1935,  the  patient 
sustained  an  injury  to  the  left  testicle.  Examina- 
tion showed  the  presence  of  a tuberculous  epi- 
didymitis, which  existed  before  the  trauma. 

Decision.— The  Commission  accepted  the 
claim  as  an  aggravation  and  paid  compensation 
up  to  February  4,  1935. 

Case  14  (A.  P.,  Aged  33 — Claim  No.  516325 

Quebec) 

History—  On  June  19, 1935,  this  man  sustained 
an  injury  to  the  right  testicle.  Previously,  he 
had  had  a left  castration  for  a tuberculous  epi- 
didymitis. A right  epididymectomy  was  done. 

Decision. — The  Commission  allowed  the  claim 
as  an  aggravation  of  a right  epididymal  orchitis 
which  was  tuberculous  and  which  existed  prior 
to  the  accident.  No  permanent  disability  was 
allowed  as  a result  of  the  trauma. 

Case  15  (H.  McA.,  Aged  37 — Claim  No. 

518950  Quebec) 

History. — On  July  7,  1936,  this  patient's  feet 
slipped  and  he  fell;  he  felt  a pain  in  the  right 
testicle.  Immediate  examination  revealed  that 
he  was  suffering  from  a tuberculous  epididy- 
mitis previous  to  his  accident.  On  August  27, 
1936,  right  castration  was  carried  out. 

Decision. — The  Commission  allowed  this  claim 
as  being  an  aggravation  of  a pre-existing  patho- 
logic condition.  Compensation  was  paid  to 
September  30,  1936,  and  no  permanent  disability 
was  allowed. 

Case  16  (L.  A.,  Aged  32— Claim  No.  519990 

Quebec) 

History. — On  June  9,  1936,  the  claimant  fell 
straddling  over  the  gable  of  a house,  severely  in- 
juring his  scrotum.  Immediately  after  examina- 
tion an  epididymal  and  fistulous  tuberculosis  of 
the  left  side  was  diagnosed.  It  was  a condition 


that  existed  before  the  accident  and  aggravated 
by  trauma. 

Decision. — The  Commission  decided  to  pay 
compensation  up  to  September  18,  1936,  but  did 
not  allow  any  permanent  disability. 

Case  17  (C.  X.,  Aged  29 — Claim  No.  583282 

Quebec) 

History. — On  July  30,  1937,  he  sustained  an 
injury  to  the  right  testicle.  A chronic  nodular 
tuberculous  epididymis  was  diagnosed.  This 
was  not  aggravated  by  the  trauma. 

Decision. — No  aggravation  of  the  pre-existing 
condition  occurred  and  the  claim  was  dismissed. 

Summary 

In  this  group  of  patients  one  sees  tuber- 
culosis in  the  genitourinary  tract  which  has 
come  to  an  area  where  no  tuberculosis  had 
existed  previously.  The  lowered  resistance 
and  injury  to  that  area  produced  a bed  where 
tubercle  bacilli  in  circulation  found  a good 
culture  medium  and  produced  a lesion.  As 
these  cases  have  illustrated,  they  have  come 
from  foci  in  the  lungs,  bones,  and  joints,  and 
are  secondary  to  other  foci  in  the  urinary 
tract.  Genital  tuberculosis  had  developed  in 
the  presence  of  renal  tuberculosis.  Genital 
tuberculosis  spread  from  the  injured  testicle 
to  the  uninjured  one. 

This  series  includes  five  cases  in  which  the 
genital  tuberculosis  was  present  in  the  organ 
which  was  injured.  Once  established  in  the 
genitourinary  tract,  the  tuberculosis  advances 
in  the  usual  well-recognized  ways.  One  should 
bear  in  mind  that  a high  percentage  of  all 
nontraumatic  cases  of  genital  tuberculosis 
accompany  or  follow  renal  tuberculosis  and 
the  possibility  of  its  presence  should  lead  to 
routine  cystoscopic  investigation  of  the  kid- 
neys. This  examination  should  not  be  omitted 
and  the  time  for  carrying  it  out  should  be  when 
the  acute  symptoms  in  the  epididymis  have 
subsided. 

A tuberculous  lesion  in  the  genitourinary 
tract  is  always  secondary  to  some  other  focus. 
Even  in  trauma  this  must  hold  true,  and  is 
true  in  most  of  the  cases  quoted  above.  Where 
the  original  focus  is  not  found,  we  presume 
that  it  must  have  been  present  and  was  prob- 
ably healed.  The  injury  to  the  part  merely 
sets  up  a favorable  site  for  the  organisms  to 
thrive  in  and  form  a pathologic  lesion. 

In  the  acute  stage,  a diagnosis  cannot  be 
made,  but  if  after  a period  of  three  weeks  or 
more  the  swelling  does  not  subside,  one  should 
suspect  tuberculosis.  In  addition,  the  forma- 
tion of  an  abscess  or,  better,  a chronic  dis- 
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charging  sinus  makes  one  suspect  tubercu- 
losis. 

Also,  a swelling  in  the  epididymis  which 


* In  conclusion,  I want  to  thank  those  who  have  so 
kindly  allowed  me  to  quote  their  cases,  particularly  the 
medical  directors  of  the  various  Workmen’s  Compensa- 
tion Boards — viz.:  Dr.  A.  J.  Fraser,  of  Manitoba;  Dr. 
Arthur  LeClerc,  of  Quebec;  Dr.  D.  E.  Bell,  of  Ontario; 


comes  on  later  than  one  to  three  months  fol- 
lowing the  accident  must  not  be  considered  to 
be  due  to  the  injury.* 


and  Dr.  H.  L.  Scammell,  of  Nova  Scotia.  I also  wish 
to  thank  Dr.  G.  E.  Slotkin,  of  Buffalo,  for  allowing  me 
to  quote  his  case,  and  Dr.  K.  E.  Davis,  of  Weston  Sana- 
torium, for  his  kindness  in  helping  in  the  collection  of 
some  of  the  above  material. 


FAMILY  HELP 

The  sharp  increase  in  the  number  of  quack 
psychologists  and  self-styled  “family  problem  ex- 
perts” in  recent  years  reflects  the  strain  of  mod- 
ern industrial  life.  Wartime  conditions  have 
heightened  pre-existing  tensions  and  placed 
added  strain  on  the  stability  of  the  family 
unit. 

To  meet  the  growing  need  and  desire  for  help 
with  personal  problems,  the  Jewish  Social  Service 
Association  in  New  York  City  has  established  a 
Consultation  Center  for  the  middle-income 
group. 

This  new  service  applies  the  principles  of 
modern  family  case  work — heretofore  utilized 
chiefly  in  behalf  of  welfare  clients  — to  people  of 
moderate  means  with  personal  or  family  prob- 
lems with  which  they  cannot  cope.  It  does  not 


provide  medical  or  legal  advice  but  recommends 
recourse  to  either,  if  necessary,  and  stands  ready 
to  assist  the  doctor  or  lawyer  when  nonprofes- 
sional obstacles  impede  the  realization  of  his 
professional  aims  for  a patient  or  client. 

The  Consultation  Center  is  operated  on  a 
nonprofit  basis,  though  all  applicants  are  re- 
quired to  pay  a small  fee,  with  a minimum  charge 
of  one  dollar  per  appointment.  The  five  regular 
district  offices  of  the  Association  will  continue 
to  serve  those  unable  to  pay  even  a nominal 
amount  for  counsel  and  help. 

Relief  from  anxiety  is  a recognized  therapeutic 
agent.  When  a patient’s  family  worries  interfere 
with  successful  treatment  or  rehabilitation,  this 
new  Consultation  Service  may  give  the  physician 
useful  assistance. — J.  of  the  Mea.  S.  County  N.  Y. 


RECENT  ADVANCES  IN  ROENTGEN  DIAGNOSIS  OF  DISEASES 
OF  THE  CHEST  INCLUDING  BODY  SECTION 
ROENTGENOGRAPHY  (PLANIGRAPHY) 

Barton  R.  Young,  M.D.,  Philadelphia 


THE  roentgen  diagnosis  of  diseases  of  the 
chest  remains  difficult  despite  continued 
improvement  in  technic  and  newer  methods  of 
examination.  For  this  reason  it  is  necessary 
that  the  radiologist  obtain  as  much  informa- 
tion as  possible  about  the  chest  by  a combina- 
tion of  fluoroscopy  and  roentgenography  be- 
fore interpreting  the  results  in  the  light  of  the 
history  and  clinical  findings. 

Fluoroscopy  is  an  indispensable  preliminary 
procedure  not  only  because  it  yields  invaluable 
information  concerning  the  movements  of  the 
heart,  lungs,  and  diaphragm,  but  also  be- 
cause it  makes  possible  an  intelligent  film 
examination  by  revealing  the  location  and 
nature  of  the  disease. 

Frequently  fluoroscopy  is  more  informative 
than  any  other  single  roentgen  procedure. 
For  example,  when  a nonopaque  foreign  body 
is  lodged  in  the  bronchial  tree,  its  presence 
and  position  are  detected  by  observing  ab- 
normal filling  and  emptying  of  the  lung  distal 
to  the  occlusion,  with  a characteristic  shift 
of  the  heart  and  mediastinal  structures  during 
inspiration  and  expiration. 

Fluoroscopic  evaluation  of  the  excursion  of 
the  leaves  of  the  diaphragm  is  an  essential 
part  of  the  diagnostic  procedure  for  a non- 
opaque foreign  body,  and  it  is  equally  impor- 
tant in  the  diagnosis  of  bronchial  tumor,  sub- 
diaphragmatic  infection  or  abscess,  phrenic 
nerve  paralysis,  and  emphysema  because  in 
all  these  conditions  the  diaphragm  is  either 
unilaterally  or  bilaterally  limited  in  motion, 
depending  upon  the  nature  and  location  of  the 
disease. 

A discussion  of  fluoroscopy  is  not  complete 
without  mention  of  the  value  of  biplane 
fluoroscopic  guidance  to  the  bronchoscopist 
during  removal  of  an  opaque  foreign  body,  and 
to  the  thoracic  surgeon  while  performing 
aspiration  biopsy.  Success  in  removing 
foreign  bodies  that  are  visualized  with  diffi- 
culty and  also  in  obtaining  satisfactory  biopsy 
tissue  for  histologic  study  is  largely  due  to 
adequate  fluoroscopic  guidance  made  possible 

From  the  Department  of  Radiology,  Temple  University 
Medical  School  and  Hospital,  Philadelphia. 

Read  by  invitation  at  the  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  New  York 
City,  April  30,  1942, 


by  the  use  of  well-engineered  equipment  such 
as  the  biplane  fluoroscope  devised  by  Cham- 
berlain.1 Using  this  type  of  fluoroscope  or  a 
model  equally  efficient,  an  experienced  radiolo- 
gist is  able  to  guide  accurately  the  surgeon’s 
aspirating  needle  into  a dense  tumor  or  cyst 
located  anywhere  in  the  chest  (Fig.  1).  In 
dealing  with  otherwise  inaccessible  lesions, 
aspiration  biopsy  frequently  results  in  a posi- 
tive diagnosis  when  all  other  methods,  short 
of  surgical  exploration,  are  unsuccessful.2 

After  completion  of  the  fluoroscopic  study, 
roentgenograms  of  the  chests  are  exposed 
with  the  patient  in  positions  that  best  demon- 
strate the  disease.  The  number  of  roentgeno- 
grams that  are  exposed,  in  addition  to  the 
conventional  postero-anterior  film,  varies  ac- 
cording to  the  diagnostic  needs.  Lesions  of 
sufficient  density  to  cast  well-defined  shadows 
are  usually  best  localized  and  depicted  by 
ventral  (postero-anterior  view)  and  lateral 
projections.  When  the  disease  process  is  very 
dense,  an  antero-posterior  projection,  using 
moderate  overexposure  and  the  Potter-Bucky 
diaphragm,  is  a worth-while  addition  to  the 
routine  film  studies  (Fig.  2B).  Stereoscopic 
and  oblique  projections  are  frequently  very 
informative  and  are  included  when  indicated. 

Lipiodol  bronchography  is  an  essential  pro- 
cedure in  the  diagnosis  of  bronchiectasis  and 
is  extremely  valuable  in  revealing  the  site  and 
extent  of  a stenosis  or  occlusion  of  the  bron- 
chial tree  due  to  tumor  or  a non-neoplastic 
process.  Farinas3  reports  better  results  with 
solutions  of  organic  salts  of  iodine  such  as 
uroselectan  than  with  lipiodol  in  the  broncho- 
graphic  study  of  bronchiogenic  carcinoma, 
especially  when  there  is  a high  degree  of  ob- 
struction of  the  bronchial  lumen.  These 
watery  solutions  flow  more  readily  and  are 
absorbed  more  rapidly  than  iodized  oils,  but 
better  contrast  is  obtained  with  the  latter. 

Frequently  the  diagnosis  of  a disease  process 
in  the  lung  remains  obscure  despite  detailed 
fluoroscopic  and  film  studies  because  of  the 
absence  of  a characteristic  roentgen  appear- 
ance of  the  disease  or  the  failure  of  visualiza- 
tion on  account  of  confusing  superimposed 
shadows  produced  by  the  rib  cage,  spine,  a 
layer  of  pleural  fluid,  or  adjacent  atelectatic 
lung.  Until  the  advent  of  body  section  roent- 
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Fig.  1.  Aspiration  biopsy  of  spherical  mass  in  left  lung,  using  biplane  fluoroscopic  guidance. 
Roentgenograms  A and  B show  point  of  needle  in  center  of  “tumor’  ’ after  it  was  directed  there  under 
biplane  fluoroscopic  control.  A tentative  diagnosis  of  a dermoid  cyst  based  on  gross  appearance  of 
aspirated  fluid  was  verified  by  histologic  examination.  Roentgenogram  A was  exposed  by  horizontal 
fluoroscopic  beam  with  patient  lying  on  right  side,  while  vertical  beam  was  used  for  B.  Arrow  indi- 
cates fluid  level  seen  after  injection  of  air. 


genography,  the  radiologist  was  sometimes  un- 
able to  offer  an  opinion  concerning  disease  in 
the  lung  because  of  these  interfering  shadows. 
By  means  of  the  body  section  technic  these 
shadows  are  eliminated,  and  recognition  of  the 
process  is  often  possible  (Fig.  3). 

Experience  with  planigraphy  over  a period 
of  several  years  indicates  that  it  should  be 
employed  in  every  chest  problem  not  solved 
by  conventional  roentgen  methods.  Our  re- 
sults are  more  spectacular  with  lung  tumors 
and  tuberculous  cavities  than  with  other 
abnormalities,  but  its  use  is  by  no  means  re- 
stricted to  the  demonstration  of  these  condi- 
tions. Not  only  is  a tumor  identified  by 
planigraphic  separation  of  its  shadows  from 
those  caused  by  surrounding  dense  lung,  but 
also  the  determination  of  its  depth  allows  ac- 
curate localization  for  aspiration  biopsy 
(Fig.  3).  _ 

Providing  that  the  tumor  arises  in  one  of 
the  major  bronchial  divisions,  the  resultant 
narrowing  or  occlusion  of  the  bronchus  is 
demonstrable  even  though  the  tumor  itself 
may  be  better  visualized  on  a roentgenogram 
exposed  at  a slightly  different  depth  than  the 


one  that  shows  the  deformed  bronchus.  Such 
a finding  points  to  the  existence  of  the  major 
portion  of  the  growth  outside  the  bronchial 
lumen. 

Constriction  and  invasion  of  the  lateral 
tracheal  walls  that  result  from  conditions 
such  as  Hodgkin’s  disease  and  adenoma  and 
carcinoma  of  the  thyroid  are  clearly  demon- 
strated by  antero-posterior  planigraphy,  and 
this  procedure  is  the  most  satisfactory  way  to 
show  side-to-side  narrowing  of  the  trachea, 
since  the  spine  and  mediastinal  structures 
interfere  when  visualization  is  attempted 
through  the  use  of  conventional  roentgen  ray 
methods  (Fig.  2). 

Foreign  bodies  of  poor  opacity,  demon- 
strable only  by  postero-anterior  or  antero- 
posterior roentgenograms  but  not  by  lateral 
projections  (because  of  adjacent  or  surround- 
ing atelectatic  lung),  are  accurately  localized 
by  antero-posterior  planigraphy.  This  locali- 
zation is  possible  because  the  antero-posterior 
depth  of  the  planigraphic  section  showing  the 
foreign  body  is  recorded  on  the  film,  and  thus 
its  position  in  the  lung  and  its  relationship  to 
a nearby  bronchus  are  apparent.4 
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Fig.  2.  Comparison  of  conventional  and  planigraphic  roentgenograms  of  tracheal  stenosis  due  to 
intrathoracic  extension  of  diffuse  adenomatous  goiter.  A — Conventional  postero-anterior  film  affords 
poor  visualization  of  trachea  despite  deliberate  overexposure.  B — Potter-Bucky  antero-posterior  film 
reveals  goiter  and  tracheal  narrowing,  but  deformity  of  trachea  is  demonstrated  much  better  by 
planigraphic  roentgenogram,  C. 


Planigraphy  is  invaluable  for  the  demonstra- 
tion of  tuberculous  and  nontuberculous  cavities 
not  revealed  by  conventional  roentgen  studies 
because  of  interfering  shadows,  such  as  those 
caused  by  adjacent  bony  structures,  thickened 
pleura,  or  surrounding  dense  lung  (Fig.  4). 
For  this  reason  the  method  is  considered  in- 
dispensable for  patients  with  thoracoplasty 
when  the  clinical  and  laboratory  evidence 
indicates  breakdown  of  lung  tissue  and  the 
coventional  roentgen  studies  are  negative  for 
cavitation.  Many  times  previously  unde- 
tected tuberculous  cavities  are  rendered  visible 
by  planigraphy  when  the  disease  is  apparently 
controlled  either  by  collapse  therapy  or  by 
conservative  treatment.  Negative  plani- 


graphic findings  are  reliable  for  ruling  out  the 
cavity,  providing  that  the  examination  is 
done  thoroughly  and  that  closely  spaced,  thin 
sections  of  the  lung  are  obtained. 

One  additional  diagnostic  aid  that  is  oc- 
casionally useful  is  the  test  of  irradiation. 
This  therapeutic  test  is  carried  out  when 
lymphoblastoma  is  suspected  and  when  there 
are  no  accessible  lymph  nodes  for  biopsy.  A 
dose  of  100  r,  or  even  less,  to  the  front  and 
back  of  the  lesion  twice  a week  for  two  weeks 
is  usually  ample  to  produce  a prompt  decrease 
in  the  size  of  a neoplasm  belonging  to  this 
group  although  this  amount  of  irradiation  will 
not  appreciably  affect  other  tumors  in  the 
chest. 


Fig.  3.  Planigraphic  demonstration  and  localization  of  primary  bronchial  carcinoma.  Rib  and 
clavicle  shadows  interfere  with  visualization  of  tumor  in  A and  B.  Successful  aspiration  biopsy 
carried  out  despite  poor  definition  of  shadow  on  biplane  fluoroscopic  screen  because  planigram  C 
localized  lesion  as  to  depth. 
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Fig.  4.  Tuberculous  cavity  demonstrated  by  planigraphic  roentgenogram  B,  not  revealed  by 
conventional  postero-anterior  view,  A,  or  Potter-Bucky  diaphragm  studies.  Annular  or  ovoid  plani- 
graphic shadows  must  be  evaluated  cautiously  as  emphysematous  blebs  or  bullae  occasionally  simulate 
tuberculous  cavities. 

Summary 

It  is  the  primary  duty  of  the  radiologist  to 
obtain  the  maximum  amount  of  visual  evi- 
dence of  a disease  process  in  the  chest  by 
employing  every  roentgen  procedure  that  is  an 
aid  in  diagnosis.  The  value  of  careful  pre- 
liminary fluoroscopy  is  emphasized  because 
this  very  important  part  of  the  diagnostic 
procedure  is  too  frequently  omitted.  Biplane 
fluoroscopy,  performed  with  well-engineered 
equipment,  is  invaluable  to  the  endoscopist 
and  thoracic  surgeon  when  they  need  visual 
guidance  for  special  procedures,  such  as  aspira- 
tion biopsy  and  bronchoscopic  removal  of 
deeply  lodged  foreign  bodies  of  poor  opacity. 

Body  section  roentgenography  gives  visual 
information  not  obtained  by  any  other  type  of 
roentgen  examination,  especially  when  super- 
imposed shadows  prevent  the  demonstration 
of  the  disease  by  conventional  methods.  The 
method  is  particularly  valuable  for  the  demon- 
stration of  lung  cavities  and  tumors  not 
visualized  by  ordinary  roentgen  studies.  If 
the  examination  is  done  thoroughly,  planig- 
raphy is  as  reliable  in  ruling  out  cavitation  or 


tumor  of  any  appreciable  size  as  it  is  in 
establishing  the  presence  of  either  of  these  two 
conditions. 

Tracheal  stenosis,  or  distortion  of  the 
tracheo-bronchial  tree  resulting  from  any 
cause,  is  made  apparent  even  in  the  presence 
of  dense  neighborhood  structures,  and,  when 
indicated,  planigraphy  aids  in  localization  of 
foreign  bodies  in  the  lungs. 

The  value  of  the  test  of  irradiation  to  dif- 
ferentiate a lymphoblastoma  from  other  chest 
tumors  is  briefly  discussed. 

The  numerous  ways  in  which  roentgen 
rays  are  utilized  for  the  recognition  of  diseases 
of  the  chest  are  indicated  in  this  paper,  but, 
despite  their  diagnostic  value,  the  rays  are 
used  with  maximum  effectiveness  only  when 
there  is  close  cooperation  between  clinician 
and  radiologist  and  the  roentgen  results  are 
carefully  correlated  with  the  clinical  findings. 
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MORTALITY  FROM  DISEASES  TREATED  WITH  THE 
SULFONAMIDE  DRUGS 

Wheelan  D.  Sutliff,  M.D.,  New  York  City 


NUMEROUS  reports  of  favorable  thera- 
peutic effects  from  the  administration  of 
the  sulfonamide  drugs  in  appropriate  diseases 
have  led  to  the  expectation  that  striking  re- 
ductions in  mortality  rates  from  many  bac- 
terial infections  will  follow  the  widespread  use 
of  sulfonamide  therapy.  Data  as  to  the 
amount  of  the  sulfonamide  drugs  used  and  the 
mortality* *  from  fourteen  different  diseases 
in  New  York  City  were  therefore  tabulated 
to  show  the  changes  since  the  introduction  of 
the  various  sulfonamide  drugs. 

Each  sulfonamide  drug  was  widely  used 
soon  after  it  became  generally  available. 
Records  of  the  annual  purchases  (see  Table  1) 
by  the  New  York  City  Municipal  Purchase 
Department,  for  use  in  city  hospitals  and 
clinics,  show  that  considerable  quantities  of 
sulfanilamide  were  first  purchased  in  1937. 
Its  use  increased  in  1938.  In  1939,  the  use  of 
sulfanilamide  continued  to  increase,  and 
sulfapyridine  was  also  purchased.  In  1940, 
the  use  of  sulfanilamide  was  stationary  and 
the  use  of  sulfapyridine  increased.  Sul- 
fathiazole  was  purchased  in  small  amounts. 
In  1941,  sulfathiazole  was  the  principal  drug 
purchased.  The  use  of  sulfanilamide  and 
sulfapyridine  declined;  and  sulfadiazine  was 
also  used,  but  in  small  amounts.  Less  com- 
plete data  from  pharmacies  and  voluntary 
hospitals  confirm  the  relative  popularity  of 
the  different  drugs.  Data  from  these  sources 
indicate,  however,  that  for  about  one  year  be- 
fore the  general  use  of  each  new  drug  rela- 
tively small  amounts  were  supplied  for  study, 
without  charge,  by  pharmaceutic  companies 
to  certain  institutions  and  physicians.  It  is 
believed  that  only  the  wide  general  use,  such 
as  is  indicated  by  the  figures  for  municipal 
institutions,  is  of  significance  in  connection 
with  marked  changes  in  mortality  rates. 

The  following  fourteen  diseases  were  se- 
lected for  tabulation  because  deaths  ascribed 
to  them  are  commonly  associated  with  in- 
fections by  micro-organisms  susceptible  to 

Assistant  Director,  Bureau  of  Laboratories,  New  York 
City  Department  of  Health. 

* Data  on  mortality  were  supplied  through  the  courtesy 
of  Mr.  Thomas  Duffield,  director  of  the  Bureau  of  Vital 
Records  and  Statistics  of  the  New  York  City  Depart- 
ment of  Health.  Helpful  criticism  and  suggestions  were 
made  by  Mr.  Louis  Weiner,  chief  of  the  Statistical  Divi- 
sion, and  Mr.  Irving  Galloway,  junior  statistician. 


the  sulfonamide  drugs,  and  because  marked 
reductions  in  the  mortality  from  each  disease 
occurred  during  the  period  following  the  in- 
troduction of  the  sulfonamide  drugs:  cere- 
brospinal (meningococcus)  meningitis;  scarlet 
fever;  erysipelas;  measles;  meningitis  (not 
meningococcus) ; diseases  of  the  ear  and 
mastoid  process;  pneumonia  (all  forms); 
empyema;  diseases  of  the  pharynx  and 
tonsils;  appendicitis;  abortion  with  mention 
of  infection;  infection  during  childbirth  and 
puerperium;  phlegmon  and  acute  abscess; 
osteomyelitis  and  periostitis. 

The  deaths  are  classified  according  to  the 
International  List  of  Causes  of  Death , which 
is  in  use  throughout  the  Registration  Area  of 
the  United  States,  and  are  therefore  com- 
parable to  those  reported  elsew'here.  Only 
the  primary  cause  of  death  is  considered  in 
this  study,  since  no  marked  changes  were  made 
during  the  period  in  the  application  of  the 
procedures  described  in  the  Joint  Cause 
Manual , which  describes  the  choice  of  primary 
and  secondary  and  contributory  causes  of 
death  from  two  or  more  reported  causes. 
Revisions  of  the  International  List  of  Causes 
of  Death , which  became  effective  in  1931  and 
1940,  required  readjustment  in  the  annual 
reported  deaths  in  only  two  titles,  in  1940  and 
1941 — namely,  abortion  with  infection  and 
infection  during  childbirth  and  puerperium. 
In  four  titles,  changes  were  made  that  could 
not  be  adjusted,  and  deaths  for  some  of  the 
earlier  years  were  omitted.  It  is  not  possible 
to  separate  all  reported  deaths  from  in- 
fections susceptible  to  the  action  of  the  sul- 
fonamide drugs  from  all  other  causes  of  death 
in  these  data,  because  the  essential  bacterio- 
logic  information  was  not  regularly  obtained 
by  physicians,  and  was  not  required  by  the 
International  List  of  Causes  of  Death.  Many 
other  disease  titles  contain  some  deaths  as- 
cribed to  infections  considered  susceptible  to 
the  action  of  the  sulfonamide  drugs,  but  they 
are  not  tabulated  here  unless  consistent 
changes  in  the  annual  number  of  deaths  were 
noted  following  the  introduction  of  the  sul- 
fonamide drugs. 

Table  2*  shows  the  average  annual  numbers 
of  deaths  for  three  five-year  periods,  from 

t Tabulations  prepared  by  Miss  Anne  Eisenstadt, 
clerk,  New  York  City  Department  of  Health. 
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1921  through  1935,  inclusive;  and  the  annual 
number  of  deaths  for  each  year  from  1936 
through  1941,  for  disease  titles  in  which  con- 
sistent reductions  in  mortality  occurred.  In 
all  fourteen  diseases,  the  numbers  of  deaths 
in  1937  and  1938  were  fewer  than  the  previous 
five-year  average,  and  remained  so  thereafter. 
In  fact,  the  numbers  of  deaths  for  all  except 
one  of  the  diseases  (appendicitis)  were  less  in 
1937  or  1938  than  the  lowest  number  in  any 
year  from  1921  through  1935.  The  more 
striking  changes  occurred  early  in  the  period. 
For  example,  marked  reductions  were  seen  in 
scarlet  fever  and  erysipelas  mortality  in  1937, 
and  marked  changes  were  seen  in  the  mortality 
from  diseases  of  the  ear  and  mastoid  and 
diseases  of  the  pharynx  and  tonsils  in  1938. 
In  other  conditions  marked  reductions  oc- 
curred later,  as  in  meningitis  not  due  to  the 
meningococcus,  and  pneumonia  (all  forms), 
for  which  sulfapyridine,  sulfathiazole,  and 
sulfadiazine  were  introduced  in  1939,  and 
afterward;  and  in  appendicitis,  for  which 
combined  local  and  general  sulfonamide 
treatment  for  complicating  peritonitis  became 
widespread  only  in  1940,  and  afterward. 
The  unusual  reductions  in  mortality  were 
superimposed  on  a previous  downward  trend 
in  scarlet  fever,  measles,  and  infections  during 
childbirth  and  puerperium.  In  meningo- 
coccus meningitis  and  in  measles  marked  ir- 
regular variations  associated  with  epidemic 
prevalence  occurred  before  the  introduction 
of  the  sulfonamide  drugs.  Examination  of 
Table  2 shows  that  the  changes  in  mortality 
for  all  fourteen  titles  in  1937,  and  following 
years,  were  either  greater  or  more  persistent 
or  both  greater  and  more  persistent  than  any 
changes  that  occurred  between  1921  and 
1936,  before  the  introduction  of  the  sulfona- 
mide drugs. 


TABLE  1. — Amounts  of  Sulfonamide  Drugs  Pur- 
chased Annually  for  Use  in  New  York  City  Mu- 
nicipal Institutions* 


Drugs 

1937 

1938 

1939 

1940 

1941 

( Amounts  in 

Kilograms) 

Sulfanilamide 

260 

545 

778 

803 

342 

Sulfapyridine 

106 

390 

146 

Sulfathiazole 

8 

613 

Sulfadiazine 

115 

Total 

260 

545 

884 

1,201 

1,216 

* Courtesy  of  the  New  York  City  Department  of 
Purchase. 


The  relative  amount  of  change  in  mortality 
rates  per  100,000  population  following  the 
introduction  of  the  sulfonamide  drugs  is  shown 
in  Table  3,  in  which  the  average  annual 
mortality  for  the  five-year  period  1932  through 
1936,  before  the  introduction  of  the  sulfona- 
mide drugs,  is  compared  with  the  average 
annual  mortality  for  the  five-year  period  1937 
through  1941.  The  diseases  are  arranged  in 
the  order  of  the  percentage  reductions  in 
mortality,  which  range  from  82  per  cent  for 
erysipelas  to  29  per  cent  for  appendicitis. 
In  the  case  of  measles,  scarlet  fever,  abortion 
with  mention  of  infection,  and  infection  dur- 
ing childbirth  and  puerperium,  different  bases 
are  commonly  used  for  calculation  of  the 
mortality  rates — namely,  population  less  than 
5 years  of  age,  population  less  that  15  years 
of  age,  and  the  annual  number  of  live  births. 
If  these  mortality  rates  were  calculated  in 
this  manner,  however,  there  would  be  little 
change  in  the  percentage  reductions  in 
mortality  following  1937. 

The  mortality  for  1941,  the  latest  year  for 
which  figures  are  available,  is  also  given  in 
Table  3,  to  show  the  present  mortality  from 
these  conditions  at  the  end  of  five  years  of 
progressive  reductions.  It  is  estimated  that 
if  the  average  mortality  rate  of  137.5  deaths 
per  100,000  population  during  the  five  years 


TABLE  2. — Annual  Numbers  of  Deaths  from  Diseases  Treated  with  Sulfonamide  Drugs 


Disease 

(Title  Used  in  International  List) 

Cerebrospinal  (meningococcus)  meningitis 
Scarlet  fever 
Erysipelas 
Measles 

Meningitis  (not  meningococcus) 

Diseases  of  the  ear  and  mastoid  process 
Pneumonia  (all  forms) 

Empyema 

Diseases  of  the  pharynx  and  tonsils 
Appendicitis 

Abortion  with  mention  of  infection 
Infection  during  childbirth  and  through 

puerperium  141 

Phlegmon  and  acute  abscess  86 

Osteomyelitis  and  periostitis 


Annual  Deaths- 

1926-  1931- 


1930 

1935 

1936 

1937 

1938 

1939 

1940 

1941 

305 

142 

226 

101 

53 

36 

17 

42 

75 

81 

64 

31 

17 

16 

14 

7 

251 

219 

142 

77 

38 

36 

22 

9 

255 

107 

83 

28 

42 

1 

3 

25 

209 

195 

183 

174 

136 

96 

95 

98 

372 

402 

300 

262 

122 

189 

159 

130 

9,115 

7,580 

6,549 

6,504 

4,737 

4,234 

3,410 

3,383 

110 

131 

120 

82 

88 

74 

56 

227* 

218 

191 

125 

93 

62 

48 

1,053 

1,059 

1,049 

935 

825 

800 

677 

564 

83 

69 

61 

50 

48 

56 

39 

135 

92 

91 

80 

61 

74 

63 

44 

101 

96 

78 

38 

31 

29 

15 

17 

83 

68 

48 

41 

49 

37 

13 

Average  for  5-Year 
Periods 

1921- 
1925 
106 
173 
234 
404 
208 
380 
8,210 


912 


* Two-vear  average. 
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TABLE  3. — Reductions  in  Mortality  Rates  per  100,000  Population  Following  Introduction  of 
Sulfanilamide,  in  14  Selected  Diseases 


Average  Mortality  Rate 
for  5- Year  Periods 


Before 

After 

Current 

Sulfonamides 

Sulfonamides 

Percentage 

Mortality 

1932-1936 

1937-1941 

of  Reduction 

Rate — 194] 

2.8 

0 . 5 

82 

0.1 

1.1 

0.2 

82 

0.09 

1.4 

0.3 

79 

0.3 

1.3 

0.3 

77 

0.2 

2.0 

0.7 

65 

0.6 

5. 1 

2.3 

55 

1.7 

1.1 

0.5 

55 

0.2 

3.0* 

1.4 

53 

0.6 

98.5 

60.2 

39 

45.0 

2.6 

1.6 

38 

1.3 

1.1 

0.7 

36 

0.5 

1.3 

0.9 

31 

0.6 

1.6 

1.1 

31 

0.7 

14.6 

10.3 

29 

7.5 

137.5 

9,826 

81.0 

5,996 

41 

59 . 5 
4,475 

Disease 

Erysipelas 
Scarlet  fever 
Measles 

Phlegmon  and  acute  abscess 
Cerebrospinal  (meningococcus)  meningitis 
Diseases  of  the  ear  and  mastoid  process 
Osteomyelitis  and  periostitis 
Diseases  of  the  pharynx  and  tonsils 
Pneumonia  (all  forms) 

Meningitis  (not  meningococcus) 

Abortion  with  mention  of  infection 
Infection  during  childbirth  and  puerperium 
Empyema 
Appendicitis 

Total  rate  (14  diseases) 

Total  number  of  deaths 

* Average  for  three  years:  1934,  1935,  and  1936. 

before  the  introduction  of  the  sulfonamide 
drugs,  when  the  average  population  was 
7,153,000,  had  persisted  through  1941,  when 
the  population  was  7,521,000,  10,341  deaths 
would  have  occurred  from  these  14  cases, 
instead  of  the  4,475  that  were  reported — a 
difference  of  5,866  deaths.  Pneumonia  deaths 
would  have  been  greater  by  4,025,  appendi- 
citis deaths  by  534,  and  deaths  from  the 
remaining  twelve  causes  would  have  been 
greater  by  1,307.  It  has  been  noted,  in 
Table  2,  that  downward  trends,  or  marked 
irregular  variations,  occurred  in  the  numbers 
of  deaths  attributed  to  some  of  these  con- 
ditions. It  is  therefore  not  possible  to  at- 
tribute the  whole  change  to  the  administra- 
tion of  the  sulfonamide  drugs.  The  extent 
of  the  changes  that  followed  the  introduction 
of  the  sulfonamide  drugs  in  these  diseases  for 
which  the  sulfonamide  drugs  are  known  to  be 
effective  justifies  the  belief  that  it  is,  in  part, 
due  to  such  therapy. 

In  measles  and  scarlet  fever,  it  is  possible 
to  compare  the  number  of  cases  as  well  as  the 
number  of  deaths  for  the  five-year  periods 
before  and  after  the  introduction  of  sui- 


table 4. — Reductions  in  Case  Fatality  Rate  of 
Measles  and  Scarlet  Fever  Following  the 
Introduction  of  Sulfanilamide 


Average  for  5- 
Year  Periods 

Before 

After 

Sulfon- 

Sulfon- 

Per- 

amides 

amides 

centage 

Current 

1932- 

1937- 

of  Re- 

Figures 

Disease 

1936 

1941 

ductions 

1941 

Measles 

Number  of  cases 

23,325 

28,098 

79,646 

Number  of  deaths 

97 

20 

25 

Case  fatality  rate 
carlet  fever 

0.41% 

0.07% 

83% 

0.03% 

No.  of  cases 

12,731 

9,075 

7,206 

Number  of  deaths 

77 

17 

7 

Case  fatality  rate 

0.60% 

0.19% 

68% 

0.10% 

fanilamide,  to  determine  whether  the  decrease 
in  mortality  affected  primarily  the  number  of 
cases,  or  the  number  of  deaths,  or  both. 
Table  4 shows  that  changes  in  mortality  rates 
for  measles  and  scarlet  fever  were  due  mainly 
to  the  decreasing  numbers  of  deaths,  since 
no  decrease  in  the  reported  cases,  comparable 
to  the  fall  in  the  death  rate,  occurred.  The 
case  fatality  rate  for  measles  was  83  per  cent  less 
in  the  five  years  beginning  in  1937  than  in  the 
previous  five  years.  The  reduction  in  scarlet 
fever  case  fatality  rates  was  68  per  cent.  The 
changes  in  case  fatality  rates  were  progressive 
during  the  five  years  following  the  introduc- 
tion of  sulfanilamide,  and  the  report  for  1941, 
the  latest  year  for  which  reports  were  avail- 
able, shows  the  lowest  case  fatality  rate  from 
both  of  these  diseases.  Such  data  are  not 
available  for  the  other  tabulated  diseases. 
Hospital  reports  indicate,  however,  that  the 
number  of  cases  with  mastoid  diseases  and 
the  number  of  operations  for  this  condition 
have  decreased.  Similar  reductions  in  the 
numbers  of  cases  may  be  responsible  for  a 
part,  or  all,  of  the  reduction  in  mortality  in 
this  title,  or  in  other  titles  for  which  the  total 
number  of  cases  in  the  city  are  not  known. 

Discussion 

In  three  of  the  tabulated  conditions,  it  is 
generally  agreed  that  the  sulfonamide  treat- 
ment is  almost  uniformly  successful  and  it 
was  expected  that  marked  changes  in  mortal- 
ity would  be  recorded.  In  erysipelas  and 
meningococcus  meningitis,  uniformly  favor- 
able reports  of  the  results  of  the  sulfonamide 
treatment  have  led  to  general  agreement  as  to 
the  indications  for  their  use  and  to  the  ex- 
pectation that  changes  in  mortality,  such  as 
those  described,  would  result.  They  are 
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each  caused  by  one  micro-organism  that  is 
known  to  be  susceptible  to  the  sulfonamide 
treatment.  In  pneumonia,  which  is  caused 
predominantly  by  the  pneumococcus  and 
beta-hemolytic  streptococcus,  therapeutic  ex- 
periments have  also  shown  uniformly  striking 
reductions  in  case  fatality  rates  that  would 
justify  the  expectation  of  marked  changes  in 
mortality.  The  relatively  small  change  may 
be  due  to  the  relatively  shorter  period  since 
the  introduction  of  potent  drugs  in  1939. 

In  others  of  the  tabulated  diseases,  con- 
siderable diversity  of  opinion  persists  as  to  the 
mode  of  application,  and  the  amount  of 
effect  on  the  mortality  that  is  to  be  expected 
from  the  sulfonamide  treatment.  In  three 
of  the  diseases — measles,  scarlet  fever,  and 
, appendicitis — the  sulfonamide  treatment  was 
directed  not  at  the  original  infection  but  at 
the  bacterial  complications  commonly  as- 
sociated with  death.  In  each  of  the  three 
diseases,  the  complications  were  due  to 
various  micro-organisms  which  differ  in 
their  susceptibility  to  the  sulfonamide  drugs. 
Localized  purulent  infections  often  occur 
which  are  resistant  to  the  action  of  the  sul- 
fonamide therapy.  Reports  of  therapeutic 
effects  in  these  diseases  have  varied  con- 
siderably, both  in  the  methods  employed  and 
in  the  results.  The  striking  changes  in  the 
mortality  from  measles  and  scarlet  fever 
following  1937,  and  in  appendicitis  following 
1940,  were  therefore  not  expected  by  all  ob- 
servers. In  the  nine  remaining  disease  titles 
a number  of  different  pyogenic  micro-organ- 
isms may  be  present,  which  vary  in  their 
susceptibility  to  the  sulfonamide  drugs,  and 
localized  purulent  complications  may  occur, 
which,  unless  drained,  are  resistant  to  the 
therapeutic  activity  of  the  sulfonamide  drugs. 
It  is  therefore  surprising  that  four  of  these 
conditions  (phlegmon  with  acute  abscess, 


diseases  of  the  ear  and  mastoid,  osteomyelitis 
and  periostitis,  and  diseases  of  the  pharynx  and 
tonsils)  should  show  a reduction  of  more  than 
50  per  cent  in  mortality  in  the  five  years 
following  1937,  as  compared  with  the  five 
previous  years. 

Because  of  the  unexpected  variations  in  the 
amounts  of  change  in  different  disease  titles, 
further  information  is  needed  to  correlate 
the  changes  in  mortality  that  have  actually 
occurred  with  the  changes  in  fatality  rates 
reported  following  therapeutic  experiments. 
Close  correlation  would  be  possible  (1)  if 
deaths  were  classified  on  the  basis  of  the  in- 
fecting micro-organism  whenever  this  is 
known  to  the  physician;  (2)  if  data  as  to  the 
number  of  cases  were  obtained;  and  (3)  if 
data  were  obtained  on  the  extent  of  the  use 
of  the  sulfonamide  drugs — particularly 

whether  those  who  died  received  adequate 
therapy.  It  would  seem  advisable  to  have 
this  information  in  order  to  show  how  nearly 
the  maximum  possible  mortality  reductions 
were  being  obtained  by  the  general  application 
of  the  sulfonamide  drugs.  In  this  connection, 
definite  information  is  needed  concerning  the 
extent  to  which  the  drugs  can  be  safely  used, 
in  the  prophylaxis  of  acute  bacterial  com- 
plications as  well  as  in  the  treatment  of  acute 
bacterial  infections. 

It  is  clear  from  the  data  presented  that  the 
sulfonamide  drugs  saved  thousands  of  lives 
annually  in  New  York  City  in  the  five  years 
from  1937  through  1941,  and  that  progressive 
improvement  was  still  taking  place  in  1941, 
five  years  after  the  introduction  of  sulfan- 
ilamide. The  sulfonamide  drugs  are  one  of 
the  most  potent  weapons  at  hand  for  the  re- 
duction of  mortality  rates.  Thorough  study 
of  their  rational  use,  and  the  extent  of  then- 
application,  may  provide  a sound  basis  for 
even  more  favorable  results. 


BIRTH  OF  AN  IDEA 

The  New  York  State  Journal , published  at 
Albany  by  Allen  Eddy  to  report  news  from  the 
State  Capitol,  has  the  following  editorial  in  its 
September  7 issue: 

“Upon  her  return  from  a visit  to  the  United 
States,  Dona  Salvadorita  de  Somaza,  wife  of 
the  President  of  Nicaragua,  bought  up  every 
pawn  ticket  in  her  country,  and  every  article  so 
pledged  for  loans  was  returned  to  the  original 
owner.  The  item  bringing  this  news  adds  a 
statement  of  the  obvious,  ‘there  were  many 
happy  children  and -many  happy  poor  families/ 


throughout  the  country  as  a result  of  the  First 
Lady’s  generosity. 

“A  mystery  remains,  however.  Where  did  she 
get  the  idea?  She  acted  in  the  matter  on  her 
return  from  the  United  States.  Nobody  here- 
abouts set  the  example.” 

It  would  be  interesting  to  know  where  the  good 
Dona  got  the  idea  for  this  novel  form  of  philan- 
thropy, but  we  can  think  of  something  even  more 
interesting  about  it. 

Where  did  she  get  the  money? — Hempstead 
Review  Star 


THE  ROLE  THAT  INDUSTRY  CAN  PLAY  IN  THE  ELIMINATION 
OF  TUBERCULOSIS 

W.  A.  Sawyer,  M.D.,  Rochester,  New  York 


IN  A summary  of  a “Symposium  on  Tuber- 
culosis in  Industry,”  held  at  the  Saranac 
Laboratory  in  June,  1941,  Dr.  Leroy  Gardner 
states  that  the  prevalence  of  tuberculosis  in 
any  community  or  group  is  determined  by  the 
general  standard  of  living  and  by  the  number 
of  open  carriers.  He  continues:  “It  is  ac- 
cepted that  the  source  of  the  great  bulk  of  in- 
fections is  a human  carrier  with  a pulmonary 
cavity.  From  the  public  health  standpoint 
the  objective  is  early  detection  of  these  car- 
riers, segregation  and  closure  of  their  cavi- 
ties  While  the  home  is  probably  the 

place  of  most  childhood  and  some  adult  con- 
tacts, many  'primary  and  more  reinfections  must 
occur  in  the  place  of  work  .” 

Obviously,  industry  has  a responsibility  in 
the  elimination  of  tuberculosis.  We  all  know 
that  finding  tuberculosis  is  a question  of  look- 
ing for  it.  Industry  can  look  for  it  on  a large- 
scale  basis.  Machinery  for  routine  examina- 
tions of  apparently  well  individuals  can  be, 
and  in  some  industries  has  been,  set  up  with 
extremely  gratifying  results.  In  the  Metro- 
politan Life  Insurance  Company,  with  its 
14,000  employees,  during  the  last  thirteen 
years  new  infections  at  all  ages  have  steadily 
declined,  from  56  in  1928  to  13  in  1940.  In  the 
Eastman  Kodak  Company  the  incidence  of 
tuberculosis  has  been  reduced  from  2.3  per 
cent  in  1921  to  0.5  per  cent  in  1941.  This  has 
been  accomplished  by  radiographs  at  the  time 
of  employment  and  periodic  follow-up  films 
during  employment. 

The  “Symposium  on  Tuberculosis  in  In- 
dustry” held  at  Saranac  Lake  concluded  that 
“Aside  from  nutrition  and  social-economic 
factors,  silica  was  the  only  other  factor  which 
had  a recognized  effect  on  susceptibility.” 
Many  occupational  conditions  popularly  ac- 
cepted as  predisposing  to  this  disease  were  re- 
ported to  be  without  measurable  effect. 

Such  factors  as  fatigue,  temperature,  humid- 
ity, trauma,  fumes,  gases,  lead  and  zinc  expo- 
sure, and  organic  dust  (from  grain  and  tobacco) 
were  reported  as  having  shown  no  appreciable 
effect. 

It  is  interesting  to  note  the  following  figures 
reported  at  the  Symposium.  In  191  i this 

Read  at  the  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  April  28, 
1942. 

Medical  Director,  Eastman  Kodak  Company. 


disease  was  the  first  cause  of  death  among 
wage  earners,  accounting  for  20  per  cent  of 
their  mortality;  today  it  is  sixth  in  impor- 
tance and  is  responsible  for  6.5  per  cent  of  their 
deaths. 

It  will  perhaps  be  helpful  at  this  time  to  out- 
line a possible  program  for  an  industry  wishing 
to  take  part  in  the  elimination  of  tuberculosis 
in  its  organization  and  community. 

The  ideal  procedure  should  include: 

1.  Chest  roentgenograms  of  all  present 
employees. 

2.  Chest  roentgenograms  of  all  applicants 
for  employment. 

3.  Periodic  follow-up  roentgenograms  of  all 
employees. 

Inability  to  pursue  an  ideal  program  should 
in  no  way  deter  an  organization  from  doing 
some  part  of  it  as  a starter.  It  is  not  often 
that  full-fledged  programs  are  launched  in 
their  entirety.  Doing  one  thing  well  at  the 
start  is  enough.  The  chief  point  is  to  have  a 
goal  of  reducing  and  controlling  tuberculosis 
and  then  work  toward  it  step  by  step. 

Obviously,  in  considering  any  such  program, 
the  first  step  is  to  discover  the  amount  of 
tuberculosis  in  the  present-employed  group. 
This  was  done  by  us  in  the  Kodak  Company  in 
1921,  at  which  time  3,280  apparently  well 
adults  were  examined  by  means  of  single  chest 
films  and  were  diagnosed  as  having  either  la- 
tent or  clinically  significant  tuberculosis. 
Those  diagnosed  as  positive  (2.3  per  cent) 
or  suspicious  (1.4  per  cent)  constituted  3.7  per 
cent  of  the  whole  series  and  were  confirmed  by 
subsequent  stereoroentgenograms. 

The  next  step  is  to  prevent  the  possibility  of 
new  cases  of  tuberculosis  being  added  through 
new  employees.  This  can  be  avoided  by  rou- 
tine roentgenograms  of  all  applicants  for  em- 
ployment. In  an  analysis  of  4,640  applicants 
for  employment,  examined  by  this  means  in 
the  Kodak  Company,  0.5  per  cent  were  found 
to  have  active  or  clinically  significant  tuber- 
culosis. 

Consideration  can  be  given  to  the  fact  that 
although  14"  X 17"  films  are  considered  the 
most  satisfactory  and  trustworthy  method  of 
detecting  early  and  symptom-free  tuberculosis, 
there  are  other  successful  and  almost  as  effi- 
cient methods. 

The  4"  X 5"  film  and  the  35-mm.  films  and 
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the  14"  X 17"  paper  are  all  being  used  for  mass 
surveys.  While  not  so  accurate  and  depend- 
able in  all  respects,  they  help  greatly  in  un- 
covering unsuspected  chest  pathology.  From 
information  thus  far  available  it  appears  that 
the  4"  X 5"  film  ranks  next  to  the  14"  X 17". 
Following  in  order  of  reliability  is  the  14"  X 17" 
paper,  the  35-mm.  film,  and  the  fluoroscope. 
The  errors  of  these  latter  methods  as  compared 
with  14"  X 17"  films  run  from  1 per  cent  to 
5 per  cent.  The  tuberculin  test  is  one  way 
of  approaching  this  problem  of  looking  for 
tuberculosis,  providing  that  all  positive  re- 
actors are  radiographed. 

No  tuberculosis  control  program  can  be  as 
effective  as  it  should  be  unless  it  includes  a 
complete  and  thorough  follow-up  system. 

A suggested  follow-up  routine  might  be: 

Age  Retake 

18-25  1 year  (first  time) 

2 years  (if  pre-employment  and  first 
follow-up  were  negative) 

26-30  2 years  (first  time) 

3 years  (if  pre-employment  and  first 
follow-up  were  negative) 

30-over 

3 years  if  negative 

Cases  that  are  not  included  in  this  routine 
schedule  of  follow-up,  such  as  any  slightly 
suspicious  films  not  classifiable,  markedly 
fibrosed,  or  calcified,  or  with  obviously  healed 
areas,  should  be  checked  more  frequently, 
sometimes  as  often  as  every  month.  Con- 
tacts should  be  checked  every  six  months.  If 
three  or  four  successive  periodic  radiographs 
are  negative  and  the  contact  has  been  re- 
moved, the  routine  schedule  could  again  be 
followed.  Those  working  on  jobs  where  there 
is  any  possibility  of  hazard  (such  as  exposure 
to  dust,  fumes,  or  vapor)  should  be  checked 
periodically,  usually  every  six  months  or  every 
year. 

Visiting  nurses,  calling  on  all  absentees  be- 
cause of  illness  of  over  three  days’  duration, 
not  infrequently  bring  to  the  attention  of  the 
staff  facts  concerning  the  medical  history  of 
employees  who  are  absent  with  an  illness 
that  might  be  caused  by  or  related  to  tuber- 
culous infection.  They  should  make  sure  that 
those  employees  who  are  absent  from  work  be- 
cause they  have  pleurisy,  influenza,  or  pneu- 
monia are  radiographed  before  returning  to 
work. 

Both  physicians  and  nurses  must  be  on  the 
alert  constantly.  However,  such  alertness  can- 
not, in  itself,  discover  all  the  cases  of  early  tu- 
berculous infection  which  should  be  discovered. 


The  administrative  details  of  any  tuber- 
culosis control  program  are  of  primary  im- 
portance. Our  experience  has  convinced  us 
that  if  adequate  medical  supervision  is  to  be 
maintained,  proper  and  efficient  methods  are 
essential.  Accurate  bookkeeping  is  necessary 
for  the  early  detection  of  such  cases  of  tuber- 
culosis as  may  develop  and  for  the  control  of 
those  arrested  cases  after  their  return  to  work. 

Adequate  records  must  be  kept  to  insure  the 
return  of  employees  on  the  dates  recommended 
for  follow-up  examination  and  roentgeno- 
gram. A tickler  file,  maintained  by  one  assist- 
ant, is  effective  as  a reminder  to  send  for  indi- 
viduals on  schedule  for  re-examination.  Not 
infrequently  failure  to  establish  an  early 
diagnosis  or  to  prevent  relapse  is  due  to  cleri- 
cal error  or  oversight.  In  supervision  of  large 
groups,  the  most  rigid  attention  to  details  of 
record  keeping  is  imperative. 

The  method  of  controlling  tuberculosis  in 
industry,  as  discussed  above,  is  more  easily  and 
readily  applicable  to  large  plants.  Wherever 
the  frequent  use  of  radiographs  is  called  for, 
fairly  complete  roentgenographic  equipment 
is  necessary,  and  its  cost,  logically,  is  more 
easily  absorbed  by  a large  organization.  There 
is  no  better  way  of  controlling  tuberculosis 
than  by  the  aid  of  the  chest  roentgenogram. 
On  the  face  of  it,  the  cost  seems  high,  but 
weighed  with  the  cost  of  taking  care  of  the 
tuberculous  patient  where  there  is  no  real 
control,  it  is  not  prohibitive.  For  large  groups 
it  is  possible  to  do  periodic  mass  surveys  at 
relatively  little  per  capita  cost.  The  valuable 
results  unquestionably  justify  the  investment. 

For  the  smaller  plant  of  several  hundred  em- 
ployees, of  which  we  have  a large  number  in 
this  country,  the  problem  is  quite  another 
matter.  So  far  as  chest  roentgenographic 
facilities  are  concerned,  this  can  be  done  eco- 
nomically only  if  one  of  the  following  schemes 
is  pursued: 

(а)  A group  of  plants  in  a neighborhood  can 
set  up  a medical  service  of  their  own  which  will 
periodically  provide  a chest  roentgenogram 
service.  Either  a portable  outfit  would  be 
necessary  or  some  convenient  central  location 
could  be  chosen  for  a medical  department. 
Joining  together  in  such  a plan  would  prob- 
ably be  the  most  economical  arrangement  for 
each  industry. 

(б)  In  some  industrial  communities  physi- 
cians have  occasionally  established  a medical 
service  for  small  employed  groups.  It  is  sel- 
dom carried  out  within  the  plant,  but  at  a cen- 
tral dispensary.  This,  of  course,  has  its  dis- 
advantages inasmuch  as  employees  have  to 
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travel  to  the  center  for  their  roentgenograms. 
However,  it  does  provide  a control. 

(c)  A third  arrangement  is  one  that  could 
be  set  up  by  a local  hospital  or  county  tuber- 
culosis sanatorium,  with  or  without  the  aid  of 
the  public  health  officials.  For  applicant  ex- 
aminations a visit  could  be  made  to  the  in- 
stitution. For  periodic  check-ups  a portable 
outfit  would  solve  the  need. 

Inasmuch  as  tuberculosis  is  a communicable 
disease  and  there  is  great  effort  being  made 
to  bring  it  under  control  by  1960,  is  there  any 
valid  reason  why  public  health  officials  should 
not  put  some  such  plan  into  effect? 

(d)  Private  physicians  in  industrial  neigh- 
borhoods sometimes  have  facilities  that  will 
take  care  of  applicant  and  periodic  roentgeno- 
grams. Unfortunately,  this  type  of  setup 
does  not  lend  itself  as  readily  to  the  conveni- 
ence of  a small  plant. 

It  must  be  evident  from  the  above  that  there 
is  no  valid  medical  reason  why  the  control  of 
tuberculosis  cannot  be  carried  out  for  a small 
group.  It  is  largely  a matter  of  a decision  to 
do  the  job,  using  some  of  the  facilities  at  hand, 
gradually  extending  them  when  necessary. 

Now  more  than  at  any  other  time,  because  of 
the  pressure  of  work,  longer  hours,  and 
crowded  and  unsatisfactory  living  conditions, 
there  is  reason  for  extra  precaution  so  far  as 
tuberculous  infection  is  concerned,  both  in 
large  and  small  industries.  Many  individuals 
will  have  to  be  employed  whose  health  is  sub- 
standard and  who  should  be  considered  more 
susceptible  to  such  infection.  Therefore,  there 
should  be  more  effort  made  to  extend  and 
maintain  proper  health  supervision,  especially 
in  regard  to  the  detection  and  control  of  tuber- 
culosis. 

Discussion 

Dr.  B.  L.  Vosburgh,  Schenectady , New  York — 
Dr.  Sawyer  has  told  you  what  part  industry  can 
play  in  combating  tuberculosis.  He  has  de- 
scribed the  methods  used  at  the  Eastman  Kodak 
Company  and  I am  sure  you  have  been  im- 
pressed with  their  success.  When  their  tuber- 
culosis incidence  has  been  reduced  from  2.3  per 
cent  to  0.5  per  cent  it  has  not  happened  by  mere 
chance.  Such  an  accomplishment  represents 
the  culmination  of  masterful  planning,  a great 
deal  of  persistent  effort,  and  the  vision  of  worth- 
while spending. 

In  discussing  this  paper,  I shall  make  three 
points: 

1.  Some  lung  field-inspection  method  is 
needed  in  industry. 

2.  The  working  environment  is  implicated. 

3.  There  is  a public  health  lesson  to  be 
learned. 


You  will  recall  that  Dr.  Sawyer  explained  in 
some  detail  the  plan  in  operation  at  his  industrial 
plants — namely,  an  x-ray  of  the  lungs  of  every 
applicant  when  he  is  engaged  and  then  periodi- 
cally (according  to  age  and  condition). 

Other  good  visual  field  methods  are  the 
4"  X 5"  photograph  of  the  fluoroscopic  image, 
the  14  " X 17"  paper  film,  the  35-mm.  photo- 
graph, and  the  fluoroscopic  image  itself.  These 
methods  are  listed  in  the  order  of  their  efficiency. 
They  lend  themselves  admirably  to  the  search 
for  minimal  tuberculosis. 

The  Metropolitan  Life  Insurance  Company 
has  asked  recently,  “What  are  the  signs  and 
symptoms  of  early  tuberculosis?”  Their  answer 
is,  “There  aren’t  any.”  At  first  that  answer  is  a 
bit  shocking.  The  medical  textbooks  used  to 
list  quite  a few  signs  and  symptoms  under  this 
heading.  For  example,  cough,  slight  expectora- 
tion, slight  loss  of  weight,  slight  afternoon  fever, 
etc.  Now  we  know  that  they  were  the  story  of 
moderately  advanced  disease.  We  know  also 
that  by  the  time  patients  consult  their  physicians 
because  they  are  ill  with  pulmonary  tuberculosis, 
only  rarely  can  the  disease  be  classified  as  an  early 
case. 

Dr.  Sawyer  has  presented  a set  of  conservative 
figures  representing  the  cost  of  curing  the  vari- 
ous stages  of  tuberculosis.  The  curve  rises 
sharply  when  minimal  disease  has  gone  on  to 
advanced  pathology.  And  let  us  not  lose  sight 
of  the  fact  that  increased  costs  simply  parallel 
prolonged  suffering  and  greater  losses  in  man- 
power. 

Industrial  manpower  is  being  conserved  more 
and  more  by  our  greater  knowledge  of  engineer- 
ing and  medical  control  of  silicosis.  This  is  per- 
tinent here,  as  the  speaker  has  pointed  out,  be- 
cause more  silicosis  invariably  means  more  tuber- 
culosis. On  the  other  hand,  it  has  been  shown 
quite  clearly  by  Gardner  and  others  (and  this 
is  important,  too)  that  dusts  other  than  silica 
dust  are  relatively  harmless  as  agents  predis- 
posing to  tuberculosis.  Employers  on  jobs  that 
do -expose  workmen  to  silica  dust  are  now  recog- 
nizing their  responsibility  to  reduce  the  dustiness 
to  a safe  concentration  and  to  x-ray  the  lungs  of 
all  exposed  workmen  both  when  they  are  hired 
and  at  regular  intervals  thereafter. 

If  some  industries  have  been  x-raying  or 
visualizing  the  lungs  of  all  workmen  regularly 
and  by  these  methods  have  been  able  to  reduce 
their  tuberculosis  rates  almost  to  an  irreducible 
minimum,  and  if  it  is  true  that  there  aren’t  any 
signs  and  symptoms  in  early  tuberculosis,  then 
it  seems  to  me  there  is  a public  health  lesson  to  be 
learned.  The  entire  public  should  be  educated 
to  have  their  lung  fields  inspected  at  regular 
intervals.  It  only  remains  for  the  master  minds 
in  public  health  to  perfect  a plan  of  procedure 
that  will  fill  the  bill. 

Dr.  Ezra  Bridge,  Rochester , New  York — 
Dr.  Sawyer’s  paper  gives  a broad,  clear  view  of 
the  role  that  industry  can  play  in  the  elimination 
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of  tuberculosis.  He  has  had  long  and  intensive 
experience  in  controlling  this  disease  in  one  of  the 
large  industries  of  this  country.  He  speaks  with 
authority.  It  is  good  to  know  his  views. 

The  attitude  the  worker  often  has  toward 
mass  examination  of  his  group  for  tuberculosis  is 
worthy  of  repeated  emphasis.  He  forms  an  im- 
portant part  of  industry;  so  important  that  at 
times  management  is  afraid  of  its  own  job. 

This  workingman  is  greatly  interested  in 
health;  particularly  as  it  applies  to  himself,  his 
family,  and  his  community.  But  to  him  health 
is  more  than  freedom  from  disease;  it  is  also  free- 
dom from  want  and  insecurity. 

To  get  this  precious  all-inclusive  commodity 
for  those  who  are  dear  to  him,  he  has  to  pit  him- 
self against  forces  beyond  his  control — forces 
that  constantly  drain  his  vitality.  His  side  of 
the  fight  is  as  unstable  as  life  itself.  On  it  he 
has  his  strength,  his  skill,  an  intense  desire  to 
care  properly  and  sufficiently  for  those  depend- 
ent upon  him,  and  a determination  to  see  through 
any  crisis,  no  matter  how  great  the  cost. 

Tuberculosis  is  one  of  his  strongest  and  most 
heartless  enemies.  It  is  a foe  that  endangers 
family,  cuts  earning  power,  and  destroys  fair 
dreams.  He  knows  all  of  this,  and  he  knows 
there  also  will  be  poor  provision  for  the  remainder 
of  his  family  and  inadequate  rehabilitation — if 
any. 

When  he  applies  for  employment,  manage- 
ment can,  and  often  does,  require  him  to  have  a 
medical  examination  including  a chest  roentgeno- 
gram. Management  may  require  him  to  have 
periodic  re-examinations.  His  attitude  toward 
this  medical  work  will  depend  on  the  spirit  back 
of  it.  If,  when  disease  is  discovered,  his  treat- 
ment is  sympathetic,  the  welfare  of  his  family 
protected,  an  interest  in  his  return  to  work 
shown  by  word  and  deed,  and,  above  all,  a job 
saved  for  him,  he  will  not  actively  resist  the  pro- 
cedure. But  let  us  not  fool  ourselves;  only  rarely 
does  he  find  himself  in  such  an  ideal  situation. 

The  degree  and  amount  of  education  that  a 
worker  has  make  no  difference  in  his  resistance 
to  mass  examinations.  A skilled  employee  has 
the  same  instinctive  fear.  Professional  workers 
such  as  teachers  voice  the  same  objections. 

To  make  him  accept  these  examinations,  he 


must  feel  they  are  a benefit  and  not  a danger. 
To  be  sure,  he  is  interested  in  good  public  health 
in  his  community.  He  wants  good  air,  clean 
water,  nourishing  food,  and  milk  free  from  infec- 
tion, for  himself,  his  family,  and  each  and  every 
one  of  his  neighbors.  These  benefits  he  is  willing 
to  vote  and  pay  for.  But,  somehow,  tuberculosis 
is  different.  He  realizes  it  is  best  to  have  none 
of  it  around,  but  he  feels  it  is  impossible  for  him 
to  contract  it.  The  last  time  he  went  to  his 
doctor  he  received  a clean  bill  of  health,  and  has 
felt  exceptionally  well  ever  since. 

Obligatory  examinations  by  management  are 
particularly  odious  if  the  findings  are  not  to  be 
made  available  to  him.  Voluntary  examinations 
by  public  health  agencies,  clinics,  and  hospitals 
are  not  so  difficult  to  accept.  Those  by  his  own 
union  he  knows  are  conducted  in  a way  to  protect 
his  interests,  and  he  finds  it  easy  to  support  them. 

Unions  definitely  recognize  the  value  of  fight- 
ing tuberculosis  and  of  discovering  it  early.  But 
they  want  the  rights  of  the  worker  protected  and 
the  responsibility  for  the  disease  placed  against 
society  as  a whole.  They  do  not  want  the  worker 
penalized;  they  want  him  and  his  family  cared 
for  adequately  until  the  chapter  is  closed  one 
way  or  another.  Some  unions  even  insist  on  a 
physical  examination  as  a requirement  for  mem- 
bership. 

Management,  by  mass  examination  of  its 
employees  for  tuberculosis,  sees  the  elimination 
of  some  of  the  unfit  from  its  plant,  and  the  pre- 
vention of  further  spread  of  the  disease.  By 
pre-employment  examination,  it  can  prevent 
many  cases  from  becoming  liabilities  to  the  firm 
It  sees  a medical  department  as  a means  to  higher 
profits  and  lower  compensation  premiums. 

We  have  a willingness  for  these  examinations 
on  the  part  of  all  participants — the  worker,  the 
unions,  management,  capital,  medical  profession, 
health  authorities,  and  the  community.  No  one 
argues  against  their  desirability  and  their  value. 
There  are  arguments,  however,  as  to  the  methods 
to  be  employed.  To  meet  these,  the  next  step  has 
to  be  planned  around  the  conference  table  with 
all  parties  present,  each  one  willing  to  consider 
and  evaluate  points  of  view  different  from  his 
own,  as  long  as  the  worker  is  protected  and  given 
a fair  deal. 


USED  AND  DISCARDED  X-RAY  FILMS  NEEDED 


Bundles  for  America,  as  part  of  its  “Salvage 
for  Defense”  program,  has  organized  a Salvage 
X-Ray  Division.  The  Division  has  the  approval 
of  the  War  Production  Board  and  members  of 
the  President’s  Committee  on  War  Relief  Agen- 
cies. It  is  the  purpose  of  this  division  to  collect 
used  and  discarded  x-ray  films  (no  dental  film), 
and  sell  them  to  obtain  revenue  with  which  to 
carry  on  the  work  of  the  organization  in  supply- 


ing the  needs  of  the  men  in  the  armed  forces. 

If  you  have  any  used  or  discarded  x-ray  film 
which  you  may  care  to  donate  to  Bundles  for 
America,  will  you  please  telephone  Plaza  5-9100 
or  write  to  Bundles  for  America,  Inc.,  681  Fifth 
Avenue,  New  York  City.  Your  contribution 
will  be  called  for  at  your  convenience. 

(Signed)  Mrs.  Robert  B.  Bradley 

National  Director , X-Ray  Salvage  Project 


CONTROL  OF  TUBERCULOSIS  IN  CHILDREN  BY  PREVENTION 
OF  ITS  SPREAD  THROUGH  CONTACT 

William  J.  Orr,  M.D.,  Buffalo 


ONE  of  the  great  tragedies  of  tuberculosis 
is  that  the  new  recruits  who  are  taken 
into  its  army  are  drafted  so  frequently  from 
the  youth  of  our  nation.  Tuberculosis  has 
done  more  to  undermine  the  manpower  of  our 
country  than  any  other  single  disease.  Al- 
though it  no  longer  ranks  first  on  the  mortality 
lists  as  a cause  of  death,  it  still  exacts  a greater 
toll  of  victims  between  the  ages  of  15  and  25 
than  any  other  malady.  It  is  generally  con- 
sidered a disease  of  adult  life.  It  must,  how- 
ever, be  pointed  out  that  in  many  instances 
the  infection  was  acquired  during  childhood 
even  though  the  active  disease  did  not  be- 
come manifest  until  late  adolescence  or  early 
adulthood.  Every  year  thousands  of  children 
become  infected  with  tuberculosis  through 
contact  with  adults  who  have  the  disease. 
Rarely  is  it  spread  by  children.  These  re- 
marks are  not  new.  They  are  familiar  to  all 
of  us.  Yet,  year  after  year,  the  same  vicious 
cycle  in  the  spread  of  the  disease  continues 
to  occur.  It  is  equally  well  known  and  ap- 
parent to  all  of  us  that  if  we  intend  to  control 
tuberculosis  by  prevention  of  its  spread 
through  contact,  one  of  the  most  effective 
means  is  safeguarding  the  child  population 
from  exposure  to  the  disease.  The  soundness 
of  this  statement  cannot  be  questioned. 
Veterinarians,  in  the  eradication  of  bovine 
tuberculosis,  have  set  an  excellent  example. 
Cattle  are  now  born  and  live  in  an  environ- 
ment free  from  the  disease.  Certainly  we 
should  provide  the  same  opportunities  for  our 
children. 

The  ultimate  fate  of  a child  with  primary 
tuberculosis  is  still  a controversial  subject. 
Wallgren1  and  Levine2  state  that  children 
under  6 or  7 years  with  positive  tuberculin 
tests  and  no  clinical  tuberculosis  are  not 
rendered  more  susceptible  to  reinfection 
tuberculosis  from  an  exogenous  source.  Op- 
posing these  views,  Ch’ui,  Myers,  and 
Stewart,3  in  a follow-up  for  a period  of  ten 
years  of  446  children  with  positive  tuberculin 
reactions  and  no  clinical  pulmonary  lesions 
compared  with  772  children  who  had  negative 
reactions,  report  that  the  incidence  of  re- 
infection tuberculosis  in  the  group  of  positive 
reactors  was  nine  times  that  which  occurred 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York,  New  York  City,  April  28,  1942. 


in  the  negative  reactors.  The  ratio  of  the 
mortality  for  the  positive  reactors  and  the 
negative  reactors  was  38  to  1.  The  average 
age  at  the  first  examination  for  the  positive 
reactors  was  7 years  and  for  the  negative 
reactors  was  6.6  years.  It  is  also  generally 
agreed  (except  in  infancy  and  very  early 
childhood)  that  most  children  successfully 
resist  their  first  infection  of  tuberculosis,  and 
usually  no  serious  consequences  develop  in 
later  life.  Nevertheless,  it  should  be  re- 
membered that  the  disease  may  and  does 
spread  from  an  endogenous  source  as  well  as 
from  an  exogenous  one.  Regardless  of  the 
existent  divergencies  of  opinion,  there  is  one 
fact  which  is  absolutely  indisputable,  and  it 
should  be  driven  home.  There  can  be  no 
tuberculosis  without  the  presence  of  tubercle 
bacilli. 

An  existent  fallacy  which  has  helped  to 
confuse  the  problem  of  tuberculosis  control 
is  that  primary  tuberculosis  acquired  during 
childhood  is  almost  to  be  desired,  as  it  renders 
an  immunity  to  any  future  manifestations  of 
the  disease.  Some  of  the  indifference  and 
complacency  regarding  the  problem  of  child- 
hood tuberculosis  may  be  attributed  to  this 
erroneous  impression. 

Many  private  physicians  fail  to  appreciate 
fully  the  value  of  tuberculin  testing  as  an  aid 
in  diagnosis  and  also  as  a screen  with  which 
the  tuberculous  and  nontuberculous  popu- 
lation may  be  separated.  There  are  a great 
number  who  never  employ  it.  Others  doubt 
its  value  or  use  it  only  occasionally.  Very 
few,  indeed,  ever  give  it  general  usage.  The 
tuberculin  test  is  a highly  specific  diagnostic 
procedure.  Its  widespread  use  should  serve 
as  a valuable  weapon  in  the  eradication  of 
tuberculosis.  Physicians  throughout  the  coun- 
try should  be  encouraged  to  use  it  more 
frequently  in  their  practice  and  in  public 
health  work. 

A positive  reaction  is  not  only  a diagnostic 
aid,  but  it  may  also  indicate  that  someone 
in  the  immediate  environment  of  the  patient 
has  active  tuberculosis. 

In  the  past,  a supply  of  freshly  diluted 
tuberculin  was  not  always  available  to  the 
physician,  and  the  public  frequently  objected 
to  the  injection  of  a tuberculous-like  sub- 
stance. These  difficulties,  which  may  have 
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contributed  to  the  lack  of  tuberculin  testing, 
have  been  overcome  since  the  reliability 
of  the  “patch  test”  has  been  established. 

The  decline  in  the  death  rate  from  tubercu- 
losis in  upstate  New  York  from  74.6  per 
100,000  population  in  1926  to  33.7  in  1940  is 
most  gratifying.  This  is  not  only  a re- 
flection of  the  improved  social  and  economic 
conditions  but  is  also  a tribute  to  the  able 
and  efficient  administration  of  our  State 
Department  of  Health.  However,  in  ap- 
praising the  present  figures,  circumstances  as 
they  now  exist  make  any  forecast  of  the 
future  difficult.  The  radical  changes  which 
have  occurred  in  our  social  existence  during 
the  past  few  months  may  adversely  affect 
the  continued  decline  in  tuberculosis.  Unless 
the  present  tempo  of  tuberculosis  control  is 
accelerated,  the  increased  physical  strain  to 
which  so  many  are  being  subjected  may 
easily  result  in  an  increase  in  the  incidence 
of  the  disease. 

Many  possible  sources  from  which  the  dis- 
ease may  be  spread  to  healthy  contacts  are 
still  existent.  If  they  are  investigated  effec- 
tively, the  incidence  of  tuberculosis  can  be 
reduced  to  meager  proportions.  Mass  x-ray 
examination  of  those  living  in  sections  that 
have  a high  incidence  of  the  disease  is  always 
productive  of  new  or  fresh  cases.  This  is  a 
public  health  procedure  and  of  necessity 
should  be  carried  out  by  health  authorities. 
The  private  physician,  however,  can  also  be 
of  material  assistance  if  he  attacks  the  prob- 
lem in  his  own  practice.  He  should  start 
with  the  individual  family.  In  adults  an 
x-ray  examination  of  the  chest  should  be  as 
much  a part  of  any  periodic  health  examina- 
tion as  a urinalysis,  a blood  count,  a blood 
pressure  determination,  or  a blood  Wasser- 
mann.  It  might  prove  to  be  even  more  in- 
formative. Along  with  the  Schick  test  and 
other  routine  procedures,  the  “patch  test” 
for  tuberculosis  should  be  included  every  few 
years,  as  part  of  the  yearly  check-up  in 
children.  It,  also,  will  be  informative.  Posi- 
tive reactors  should  be  x-rayed  subsequently 
to  determine  the  phase  of  tuberculosis  that 
is  existent. 

Tuberculin  testing  as  part  of  a complete 
examination  is  a matter  of  routine  in  most 
children’s  hospitals.  Many  important  clues 
in  tuberculosis  control  are  unearthed  through 
this  procedure.  In  general  hospitals,  how- 
ever, only  the  occasional  adult  has  a chest 
x-ray  as  part  of  his  general  examination. 
During  the  course  of  a year  in  the  wards  of 
a general  hospital,  there  must  be  many  cases 


TABLE  1. — Tuberculosis  Among  Teachers — 1936 


Cases  of  Incidence  of 
Number  Pulmonary  Pulmonary 
Studied  Tuberculosis  Tuberculosis 


New  Haven,  Conn. 

259 

5 

1.9 

Macon  County,  111. 

705 

19 

4.1 

Minneapolis  City 

Schools 

3,580 

69 

1.9 

Minnesota  Rural 

Schools 

922 

17 

1.8 

Bellingham,  Wash. 
State  Normal 

School 

450 

8 

1.7 

University  of  Penn- 
sylvania, School  of 
Education 

150 

3 

2.0 

Total 

6,066 

131 

2.15 

of  early  tuberculosis  that  escape  detection 
because  of  the  omission  of  a chest  x-ray. 

One  of  the  most  encouraging  features  of  the 
entire  program  of  tuberculosis  control  has 
been  the  subject  of  tuberculosis  as  a school 
health  problem.  Large  groups  of  apparently 
well  students  have  been  examined  by  means 
of  the  tuberculin  test  and  chest  x-ray.  Dur- 
ing the  school  year  of  1940-1941  more  than 
200,000  college  boys  and  girls  were  examined 
in  this  manner.  This,  in  addition  to  being 
an  excellent  public  health  measure,  is  an 
educational  project  of  the  greatest  importance. 
It  is  a lesson  in  public  health  which  stresses 
the  significance  of  tuberculosis  and  its  control 
and  should  result  in  saving  many  lives. 

There  is  still  existent  an  important  phase 
of  tuberculosis  as  a school  health  problem 
which  has  not  been  attacked  as  assiduously 
as  possible.  Very  little  is  being  done  to  protect 
the  student  from  possible  exposure  to  the 
teacher  who  has  active  tuberculosis.  Lees4  re- 
ports that  the  incidence  of  tuberculosis  in  teach- 
ers, the  majority  of  whom  are  in  that  age  group 
in  which  tuberculosis  takes  its  greatest  toll,  is 
about  2.15  per  cent  (see  Table  1).  It  is 
estimated  that  there  are  nearly  a million 
teachers  actively  employed  in  the  schools  in 
the  United  States.  It  is,  therefore,  fair  to 
assume  that  there  are  approximately  20,000 
teachers  with  active  tuberculosis  who  are  in 
our  schools  and  in  daily  contact  with  children. 
It  is  a potent  source  from  which  the  disease 
may  be  spread.  The  contact  between  the 
child  and  the  tuberculous  teacher  is  quite 
analogous  to  exposure  to  the  disease  in  the 
home.  There  is  ample  evidence  to  show  that 
the  incidence  of  tuberculous  infection  of 
children  in  a class  taught  by  a teacher  with 
the  disease  may  be  several  times  greater  than 
the  average  rate  for  the  community.  Only 
twenty  states  have  definite  laws  that  require 
teachers  to  have  yearly  examinations  in- 
cluding an  x-ray,  or  a tuberculin  test  and  an 
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TABLE  2. — Death  Rates  per  100,000  from  Tubercu- 
losis of  Respiratory  System  of  11,082,110  Gainfully 
Occupied  Males,  15-64  Years  of  Age,  by  Broad  Age 
Groups,  According  to  Social-Economic  Class  and 
Component  Occupations 

(10  Selected  States,  1930) 


Social-economic  Class  and 

Rates 

Component  Occupations 

Age  Groups 

15-24 

25—44 

45-64 

15-64 

Professional  men 
Proprietors,  managers,  of- 

11.9 

28.6 

31.6 

28.3 

ficials 

Clerks  and  kindred  work- 

37.8 

38.2 

55,4 

44.8 

ers 

39.7 

67.6 

79.9 

62.4 

Servants,  hotels,  restau- 

rants, boarding  houses, 
etc. ; other  domestic  and 
personal  service 

138.3 

W aiters 

169.8 

Cooks 

172.2 

Unskilled  workers 

95.7 

193.5 

229.3 

183.1 

x-ray,  to  rule  out  the  possibility  of  the  disease. 
In  other  states,  only  local  rulings  affect  this 
problem.  There  are,  however,  many  com- 
munities in  which  tuberculin  testing  and 
x-rays  play  no  part  in  pronouncing  teachers 
free  from  tuberculosis.  Some  large  centers 
require  an  examination  of  student  teachers 
and  a certification  of  health  for  teachers  re- 
newing their  licenses.  This  is  obviously 
inadequate.  A single  pronouncement  of  good 
health  may  easily  establish  a false  sense  of 
security  in  an  individual.  As  a result,  later 
on,  warning  signs  of  ill  health  are  apt  to  be 
disregarded.  It  is  difficult  to  offer  an  ef- 
fective solution  for  the  problem  of  annual 
health  examinations  of  school  teachers. 
There  is  only  one  answer.  It  should  be  done. 
There  are,  however,  two  points  of  view  as  to 
the  proper  method  of  approach.  Some 
authorities  advocate  the  enactment  of  com- 
pulsory legislation.  This,  perhaps,  is  the 
logical  and  ultimate  solution,  as  the  danger 
would  be  eliminated  quickly  and  on  a large 
scale.  There  are  others  who  advise  an 
educational  program  which  would  popularize 
the  procedures  in  the  individual  communhy' 
and  eventually  lead  to  the  enactment  of 
regulations  generally.  Perhaps  the  same 
goal  may  be  attained  by  either  method. 

Data  collected  in  1930  indicated  that  the 
incidence  of  tuberculosis  was  greatest  in 
individuals  engaged  as  cooks,  waiters,  food- 
handlers,  and  domestic  servants  (see  Table  2) . 
Although  the  death  rate  from  tuberculosis 
in  these  respective  groups  has  undoubtedly 
fallen  during  the  past  twelve  years,  that  un- 
questionably represents  one  of  the  most  im- 
portant sources  from  which  tuberculosis  is 
spread.  A large  percentage  of  these  people 
are  employed  in  private  homes  where  they 
have  intimate  contact  with  the  members  of 


the  household,  especially  with  the  children. 
Yet,  despite  this  vital  information  which  is 
now  twelve  years  old,  only  a surprisingly  few 
communities  have  made  any  effort  to  correct, 
effectively,  this  situation.  Why  this  has  not 
been  done  is  one  of  the  enigmas  of  tubercu- 
losis control.  The  project  should  rank 
among  the  first  for  consideration.  It  has 
been  reported  that  from  5 to  10  per  cent  of 
individuals  in  these  component  groups  have 
active  tuberculosis.  A food-handler  is  ex- 
amined for  rashes,  gonorrhea,  and  syphilis; 
a stethosocopic  examination  is  done  on  the 
chest,  but  rarely  is  any  attempt  made  to 
certify  that  the  individual  is  free  form  active 
tuberculosis  by  having  an  x-ray  examination 
of  the  chest.  Active  tuberculosis  is  equally 
as  communicable  as  the  conditions  mentioned 
would  indicate  and  should  be  ruled  out. 

A domestic  when  seeking  employment  in  a 
private  home  must  produce  references  per- 
taining to  her  morals,  her  ability  to  cook, 
serve,  assume  other  household  responsibilities, 
and,  if  necessary,  administer  to  the  needs  of 
the  children.  If  these  are  lacking  or  subject  to 
question,  the  chances  of  her  finding  a position 
elsewhere  are  extremely  poor  indeed.  Every 
housewife  expects  these  qualifications  of  any 
applicant,  but  practically  never  does  she 
inquire  into  the  health  of  the  job-seeker  and 
ask  for  a medical  certification  that  no  com- 
municable diseases  are  present.  Again,  there 
are  two  avenues  of  approach  by  which  this 
problem  may  be  effectively  attacked:  one  is 
legislation  and  the  other  is  education.  New- 
ark has  an  ordinance  requiring  the  exami- 
nation of  all  domestic  employees,  which  has 
been  in  effect  since  1930.  It  states  that  no 
person  shall  work  as  a domestic  servant,  nor 
shall  any  person,  firm,  or  corporation  employ 
any  person  as  a domestic  servant  unless  such 
person  has  filed  with  the  Department  of 
Health  a medical  certificate  stating  that  such 
person  is  free  from  tuberculosis  and  other 
contagious  or  communicable  diseases.  A 
certificate  of  good  health  is  issued  to  the 
applicant,  and  it  is  effective  for  six  months. 
At  that  time  the  person  must  be  re-examined. 
Any  person  or  firm  violating  this  ordinance 
is  subject  to  a $25  fine  for  the  first  offense  and 
$50  for  each  subsequent  offense.  The  fol- 
lowing procedures  are  included  in  the  routine 
examination: 

1.  A general  inspection  of  skin,  mouth, 
throat,  nose,  etc. 

2.  A stethoscopic  examination  of  the  chest. 

3.  A fluoroscopic  examination  of  the  chest. 

4.  When  suspicious  findings  are  observed 
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under  the  fluoroscope,  an  x-ray  of  the 
chest  is  made. 

5.  Sputum  examination. 

6.  Smear  for  gonorrhea. 

7.  Suspicious  smears  are  followed  by  a 
culture  for  gonococci. 

8.  A blood  test  for  syphilis. 

Ninety  per  cent  of  all  examinations  are 
done  by  the  Department  of  Health  without 
charge.  In  a communication  from  Dr.  Exner, 
he  stated  that  during  1941  they  discovered 
30  new  cases  of  tuberculosis.  He  further 
stated  that  the  ordinance  had  met  with  little 
or  no  opposition  in  the  community. 

Early  in  1941  the  Tuberculosis  Association 
of  Washington,  D.C.,  approached  the  problem 
of  x-ray  examination  of  domestic  employees. 
Physicians,  churches,  insurance  companies, 
employment  agencies,  employer  groups,  public 
health  nurses,  clinics,  and  others  cooperated 
in  the  educational  program.  During  this  time, 
radio  programs  were  presented,  and  the 
newspapers  carried  complete  stories  on  the 
project.  Cine  clubs,  luncheon  clubs,  etc., 
were  appealed  to  with  three-minute  speeches 
on  the  subject.  An  advisory  committee, 
similar  in  nature  to  the  one  now  established 
in  New  York  State,  supervised  the  campaign. 
Examinations  were  made  of  357  individuals, 
from  which  20  cases  of  active  tuberculosis 
were  discovered.  Detroit,  St.  Louis,  Min- 
neapolis, Montreal,  and  other  cities  have  also 
conducted  educational  programs  which  have 
been  successful  in  discovering  new  cases  of 
the  disease.  Similar  campaigns  should  be 
conducted  throughout  the  United  States,  not 
only  for  their  importance  as  a public  health 
measure,  but  also  for  their  educational  value. 
They  serve  as  an  excellent  medium  through 
which  the  general  public  may  learn  of  the 
ways  and  means  of  protecting  themselves 
from  exposure  to  tuberculosis.  Physicians 
must  be  taught  that  a thorough  physical 
examination  must  be  supplemented  with  a 
tuberculin  test  and  an  x-ray  examination  of 
the  chest  if  they  are  to  rule  out  tuberculosis. 

Almost  always,  it  is  the  adult  with  active 
tuberculosis  who  sows  the  seed  that  fre- 
quently finds  its  soil  in  the  child  population, 
who  in  turn  represent  the  harvest  when  they 
reach  adulthood. 

We  in  New  York  State  are  well  organized 
to  conquer  tuberculosis.  The  campaign  is 
now  under  way.  Let  us  keep  moving  toward 
the  goal:  “No  Tuberculosis  by  I960.” 
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Discussion 

Robert  E.  Plunkett,  Albany — Dr.  Orr  has 
stressed  a fundamental  point  in  discussing  the 
public  health  aspect  of  tuberculosis.  He  states 
that  an  offensive  rather  than  a defensive  pro- 
gram is  necessary.  I would  qualify  that  state- 
ment by  saying  that  we  must  build  up  a better 
defensive  service  and  augment  it  with  an  all-out 
offensive  program. 

If  infection  and  reinfection  are  to  be  prevented 
—and  this  is  essential  in  controlling  any  com- 
municable disease — it  is  necessary  to  find  the 
cases,  or  foci,  and  to  segregate,  treat,  and  educate 
patients  who  have  the  disease. 

While  it  is  necessary  to  continue  placing  em- 
phasis on  the  importance  of  examining  contacts 
as  a case-finding  measure,  this  alone  will  not  bring 
about  the  desired  results.  After  twenty  years’ 
experience  in  conducting  consultation  chest 
clinics,  we  find  that  the  yield  of  new  cases  of 
tuberculosis  is  practically  the  same  among  pa- 
tients referred  by  physicians  because  of  the  pres- 
ence of  symptoms  or  some  other  indication  of  the 
need  for  a chest  x-ray  as  it  is  among  contacts. 
This  yield  varies  with  the  ages  at  which  patients 
were  examined  for  the  first  time  at  our  state 
tuberculosis  hospital  clinics.  In  the  age  group 
15-24,  the  average  percentage  yield  for  the  past 
three  years  among  contacts  was  2.6  as  compared 
to  1.9  among  the  others  referred  by  physicians. 
In  the  age  group  25-44,  the  respective  yields  were 
3.8  and  3,  while  among  those  45  and  over  the 
yield  was  4.7  for  the  contacts  as  compared  to  5.9 
per  cent  among  the  others.  The  yield  for  all 
ages  over  15  was  3.7  for  contacts  and  3.4  for  non- 
contacts. Moreover,  quoting  Dr.  Ralph  Horton, 
the  yield  among  contacts  with  symptoms  is 
greater  than  the  yield  among  contacts  without 
symptoms. 

Among  the  lessons  to  be  learned  from  this  ex- 
perience is  the  realization  that  we  must  urge 
physicians  to  be  more  and  more  alert  to  the  pos- 
sibility of  tuberculosis,  not  only  in  contacts  but 
•particularly  in  patients  presenting  symptoms. 
These  persons  should  have  the  benefits  of  x-ray 
and  sputum  examination  without  delay. 

Should  we  achieve  the  optimum  in  this  con- 
sultation type  of  service,  there  would  still  be 
left  in  every  community  many  hidden  cases  of 
tuberculosis.  To  discover  these  cases  is  even 
more  the  job  of  the  health  department,  and  a 
more  offensive  type  of  attack  is  indicated.  We 
must  not  wait  for  these  persons  to  go  to  the  doc- 
tor or  the  clinic;  this  service  must  be  brought  to 
them.  In  other  words,  health  departments  must 
carry  on  a vigorous  campaign  of  case-finding  in 
all  sections  of  the  population  in  which  the  disease 
may  be  lurking  and  insidiously  waiting  for  an 
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opportunity  to  assume  the  offensive  against  the 
individual,  the  family,  and  the  community.  In- 
dustrial workers,  domestics,  and  members  of 
families  in  the  lower  economic  brackets  of  our 
social  structure  are  the  most  vulnerable  subjects 
among  whom  to  carry  on  such  a campaign. 

If  we  are  to  obtain  appropriate  segregation 
of  more  tuberculosis  cases  in  hospitals  or  sana- 
toriums,  we  must  develop  a more  direct  attack 
against  the  social,  industrial,  and  economic  fac- 
tors which  are  constantly  contributing  to  the 
spread  and  the  development  of  the  disease. 
Problems  of  housing,  job  security,  and  family 
security  (especially  when  the  wage  earner  is 
stricken)  are  some  of  the  fundamental  influences 
which  must  be  combated.  The  taxpayer  is  pay- 
ing dearly  because  of  complacency  and  indiffer- 
ence regarding  this  problem.  No  cheaper  or 
better  public  health  insurance  can  be  bought  than 
through  the  expenditure  of  more  public  funds  to 
provide  the  all-out  essentials  for  case-finding, 
hospitalization,  and  domiciliary  control. 

Positive  methods  in  dealing  with  tuberculous 
lesions  are  becoming  more  conspicuous  in  our 
therapeutic  program.  Surgical  measures  which 
basically  are  active  and  positive  forms  of  treat- 
ment are  more  and  more  being  used  to  augment 


the  passive  expectancy  form  of  treatment  usually 
embracing  only  bed  rest  and  good  food. 

May  I close  by  quoting  from  the  paper  read  at 
the  1910  annual  conference  of  sanitary  officers  of 
New  York  State  by  Mr.  Charles  Fetherolf,  at 
that  time  a member  of  the  staff  of  the  New  York 
State  Department  of  Health: 

“The  struggle  against  tuberculosis  must  be  a 
struggle  against  the  sweat-shop,  crowded  tene- 
ments, long  working  hours,  small  wages,  and 
against  everything  that  tends  to  reduce  one  whit 
the  sum  total  of  human  happiness.  Therefore, 
the  fight  against  tuberculosis  means  progress,  for 
progress  is  truly  measured  by  the  increase  of 
human  happiness.  . . . 

“The  campaign  against  tuberculosis  is  a cam- 
paign for  popular  education  that  must  reach  all. 
Official  action  is  urgent,  but  it  awaits  its  master — 
the  public.” 

Let  us,  therefore,  use  to  the  fullest  every  pos- 
sible method  of  informing  the  public  regarding 
the  prevention  of  this  disease.  Health  depart- 
ments through  education,  practice,  and  demon- 
stration— practicing  physicians  by  clinical  prac- 
tice and  participation — related  agencies  through 
cooperation,  can,  when  working  together,  succeed 
in  routing  this  disease. 


Prize  Essay 

'"pHE  Lucien  Howe  Prize  will  be  open  for  competition  at  the  next  Annual  Meeting  of 
the  Medical  Society  of  the  State  of  New  York,  May  3,  1943,  in  Buffalo,  New  York. 
This  prize  of  $100  will  be  presented  for  the  best  original  contribution  on  some  branch  of 
surgery,  preferably  ophthalmology.  The  author  need  not  be  a member  of  the  Medical 
Society  of  the  State  of  New  York. 

The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed,  with  the  name  of  the  prize  for  which  the 
essay  is  submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a motto 
or  other  device.  The  essay  shall  be  accompanied  by  a sealed  envelope  having  on 
the  outside  the  same  motto  or  device  and  containing  the  name  and  address  of  the 
writer. 

If  the  Committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it 
will  not  be  awarded. 

Any  essay  that  may  win  the  prize  automatically  becomes  the  property  of  the 
Medical  Society  of  the  State  of  New  York  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  March  1,  1943,  and  sent  to  the  Chair- 
man of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New 
York,  292  Madison  Avenue,  New  York  City. 

Chas.  Gordon  Heyd,  M.D.,  Chairman 
Committee  on  Prize  Essays 


SULFONATED  HYDROGENATED  CASTOR  OIL  AS  A 
DETERGENT  AND  OINTMENT  BASE 

Shepard  Quinby,  M.D.,  and  George  W.  Fiero,  Ph.D.,* *  Buffalo 


SULFONATED  oils  have  long  been  used 
industrially,  but  it  is  only  in  recent  years 
that  their  dermatologic  significance  has  been 
studied.  Early  workers  have  reported  them 
to  be  irritating,  but  it  is  now  known  that 
this  irritating  action  was  the  result  of  using  a 
technical  product  which  was  not  specially  pre- 
pared for  medicinal  purposes.  Sulfonation 
(or,  more  correctly,  “sulfation”)  of  oils  is  ac- 
complished by  a reaction  between  unsaturated 
oils  and  sulfuric  acid.  Failure  to  remove  or 
neutralize  the  excess  acid  and  other  impurities, 
as  well  as  the  use  of  these  oils  in  too  concen- 
trated a form,  may  be  the  chief  causes  of  the 
irritation  previously  reported. 

The  principal  dermatologic  use  of  sulfonated 
oils  has  been  as  detergents  in  those  cases  of 
dermatitis  in  which  soap  was  considered  to 
play  an  important  causative  role.  Sulfonated 
oils  were  recommended  by  Blank,1  Lane  and 
Blank,2  and  Jordan,  Dolce,  and  Osborne.3 
They  have  been  found  to  defat  the  skin  and 
leave  it  too  dry.  This  is  overcome,  however, 
as  pointed  out  by  Blank,  by  reducing  their 
concentration  through  the  addition  of  liquid 
petrolatum.  Sulfonated  oils  have  the  dis- 
advantage of  being  liquids  and  not  producing 
a lather. 

Eczematization  caused  by  soaps  has  been 
reported  by  many  investigators,  and  it  is  com- 
monly met  with  in  both  industrial  and  house- 
hold cases.  Soap  solution  is  always  alkaline 
because  of  the  hydrolysis  of  the  weak  fatty  acid 
by  the  strong  alkali.  Doubtless  this  alkalin- 
ity, if  not  a primary  irritant,  paves  the  way 
for  the  allergic  or  irritating  action  of  the  other 
fraction  of  soap — namely,  that  of  the  lower 
fatty  acids.  Blank  has  shown  that  the  lower 
fatty  acids  are  more  active  sensitizers  than 
are  those  of  higher  molecular  weight.  How- 
ever, lower  fatty  acids  are  quite  important 
in  commercial  soaps  since  they  produce 
greater  lather,  particularly  in  hard  water, 
than  do  the  higher  fatty  acids. 

Soap  substitutes  employed  today  are  of 
three  types:  (1)  untreated  vegetable  or  mineral 
oils,  (2)  sulfonated  oils,  and  (3)  the  newer 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York,  New  York  City,  April  28,  1942. 

From  the  Department  of  Dermatology,  University  of 
Buffalo  School  of  Medicine  and  the  School  of  Pharmacy. 

* By  invitation. 


wetting-agents.  The  use  of  untreated  oils  is 
unsatisfactory  in  that  they  are  not  active 
detergents,  cleanse  only  mechanically,  and  are 
unpleasant  to  use.  Jordan,  Dolce,  and  Os- 
borne report  favorably  on  new  wetting-agents 
— lauryl  sulfoacetate  and  aryl  alkyl  sulfonate. 
Other  wetting-agents  have  been  suggested, 
such  as  sodium  lauryl  sulfate.  These  sub- 
stances are  solids,  produce  a lather,  and  are 
active  detergents.  They  possess  the  disad- 
vantages, however,  of  defatting  the  skin,  and 
when  used  in  the  higher  concentrations  they 
apparently  have  a relatively  high  index  of 
sensitization. 

Sulfonated,  hydrogenated  castor  oil4  (here- 
inafter abbreviated  “SHCO”)  differs  from  all 
other  sulfonated  oils.  Catalytic  hydrogena- 
tion of  most  vegetable  oils  results  in  the 
production  of  a solid  containing  chiefly  stearin 
(glyceryl  stearate)  with  very  small  amounts  of 
lower  fatty  acid/glycerides,  such  as  palmitin 
and  myristin.  Castor  oil,  however,  differs 
from  the  other  commercial  vegetable  oils  in 
that  it  contains  chiefly  ricinolein  instead  of 
olein,  linolein,  etc.  Ricinolein,  unlike  olein 
and  other  fatty  acid  glycerides,  possesses  a 
hydroxyl  group.  It  is  this  difference  in  chemi- 
cal composition  which  gives  castor  oil  its 
peculiar  properties.  Hydrogenation  of  castor 
oil  produces  hydroxystearin  instead  of  stearin. 
Thus  hydrogenated  castor  oil  is  entirely  un- 
like other  hydrogenated  oils — physically, 
chemically,  and  pharmaceutically.5  It  has  a 
much  higher  melting  point  (86  vs.  63  C.),  has 
unusual  solubilities,  differs  in  consistency, 
and,  because  it  possesses  the  hydroxyl  group, 
is  capable  of  sulfation.  Its  molecular  weight 
being  much  higher  than  that  of  other  hydro- 
genated oils  (hydroxystearic  acid  300.24; 
stearic  acid  284.24),  it  should  result  in  a 
lower  index  of  sensitization.  This  assumption 
is  substantiated  by  Blank’s  investigation  of 
various  fatty  acids  in  which  he  seldom  found 
sensitization  with  ricinoleic  acid. 

Sulfonated  hydrogenated  castor  oil,  f unlike 
other  sulfonated  oils,  is  not  a liquid,  but  a soft 
solid,  possessing  the  following  characteristics: 

Melting  point  41 . 5 C. 

Softening  point  30.0  C. 

S03  content  . 10.0% 

t Manufactured  by  National  Oil  Products  Company, 
Harrison,  New  Jersey. 
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pH  (5%  solution)  6 . 0-6 . 3 

Color  pale  straw 

The  melting  and  softening  points  make  it 
quite  satisfactory  for  application  to  the  skin. 
The  pH  is  extremely  important  since  it  coin- 
cides with  the  pH  of  the  skin,  as  reported  by 
several  investigators.6 

The  early  clinical  use  of  the  product  as  a 
soap  substitute  revealed  that  while  it  did  not 
prove  irritating  and  its  detergent  properties 
were  satisfactory,  it  did  possess  the  disad- 
vantage of  having  a sticky  consistency. 
Unless  thoroughly  removed  from  the  skin  by 
the  liberal  use  of  water,  it  left  the  skin  so 
sticky  that  its  use  as  a detergent  was  psycho- 
logically unsuitable.  To  overcome  this  objec- 
tion, various  diluents,  such  as  carbitol, 
glycerin,  petrolatum,  liquid  petrolatum,  vege- 
table oils,  etc.,  were  used. 

The  most  satisfactory  means  of  overcoming 
this  objectionable  feature  of  the  soap  substi- 
tute is  in  the  utilization  of  its  properties  as  an 
emulsifying  agent.  Satisfactory  emulsions 
were  obtained  by  using  petrolatum,  glycol 
esters,  and  water.  As  a result  of  investigat- 
ing forty-five  such  preparations,7  the  following 
formula  was  evolved:* 

Sulfonated  hydrogenated  castor  oil  20% 

Diethylene  glycol  monostearate  10% 

White  petrolatum  30% 

Water  40% 

The  resulting  emulsion  is  a white  cream  with 
a consistency  approximating  that  of  cold 
cream.  Although  it  contains  petrolatum,  it  is 
not  excessively  greasy  and  is  free  from  the 
original  sticky  quality. 

The  clinical  use  of  this  preparation  as  a soap 
substitute  has  been  observed  in  300  cases,  the 
majority  of  which  belonged  to  the  dermatitis- 
ezcema  group  (Table  1).  While  soap  was 
considered  to  be  the  causative  factor  in  only 
a small  percentage  of  the  cases,  the  majority 
were  of  such  a nature  that  it  was  thought  that 
the  continued  use  of  soap  would  prolong  the 
irritation  even  though  the  direct  cause  had 
been  eliminated.  In  evaluating  the  use  of 
this  product  in  these  cases,  three  factors  were 
borne  in  mind:  (1)  Was  it  irritating?  (2) 
Was  it  a satisfactory  detergent?  (3)  Was  the 
product  psychologically  agreeable  to  the  pa- 
tient? 

In  only  one  of  the  300  cases  was  a distinct 
sensitivity  observed.  This  was  in  a boy  10 
years  of  age  who  had  a low-grade  dermatitis 

* Marketed  a3  Dermalav,  Dermal  Products  Company, 
Buffalo. 


TABLE  1 


Dermatitis  venenata 

217 

Atopic  dermatitis 

22 

Infantile  eczema 

30 

Seborrheic  dermatitis 

8 

Psoriasis 

10 

Puritus  ani 

6 

Acne  vulgaris 

7 

Impetigo 

4 

Ichthyosis 

2 

Dermatitis  medicamentosa 

2 

of  the  face.  A few  patients  in  whom  irritation 
had  been  noted  from  the  use  of  other  sulfonated 
oils  or  wetting-agents  were  able  to  use  this 
product  with  impunity. 

Patch  tests  with  sulfonated  hydrogenated 
castor  oil,  undiluted  and  diluted  as  recom- 
mended above,  were  carried  out  on  100  routine 
hospital  patients.  These  tests  were  applied 
on  apparently  normal  skin  of  the  upper  back 
and  were  left  on  for  forty-eight  hours.  In 
only  one  case  was  a positive  test  observed. 
This  patient  reacted  to  undiluted  SHCO  and 
the  emulsion.  So  far,  our  experience  indicates 
that  sulfonated  hydrogenated  castor  oil  is 
not  irritating  and  that  it  possesses  a low  sen- 
sitizing index. 

Judging  from  its  practical  use,  its  detergent 
properties  compare  favorably  with  those  of 
other  sulfonated  oils.  Since  the  emulsion  is  of 
creamy  consistency,  its  use  as  a substitute  for 
shaving  soap  was  found  to  be  excellent  in 
those  cases  of  dermatitis  involving  the  face. 
When  used  as  a detergent  on  the  scalp,  it  was 
readily  washed  out  and,  unlike  soap,  did  not 
leave  the  scalp  objectionably  free  from  oil. 
The  property  of  leaving  a trace  of  oil  on  the 
skin  seemed  to  be  especially  helpful  in  protect- 
ing the  skin  against  chapping  which  often  re- 
sults from  the  use  of  soap  in  the  winter  months. 

Use  as  an  Ointment  Base 

Being  miscible  with  water,  sulfonated  hydro- 
genated castor  oil  has  been  found  to  be  an 
excellent  component  for  ointment  bases. 
Used  alone,  it  is  quite  sticky  and  therefore 
desirable  only  when  such  adhesiveness  is 
indicated.  Its  greatest  use  is  with  petrolatum, 
with  which  it  makes  an  excellent  nonsticky 
ointment  base  when  used  in  quantities  of  25 
to  50  per  cent.  The  resultant  ointment  is 
hydrophilic  and  may  be  readily  washed  from 
the  skin  with  water.  Being  a hydrophile  oint- 
ment, it  is  particularly  indicated  where  there 
is  exessive  perspiration  or  serous  discharge. 
When  a hydrophobic,  petrolatum  ointment  is 
used  in  such  cases,  it  not  only  tends  to  dam 
back  secretions,  but  the  aqueous  fluid  also 
tends  to  form  a barrier  to  the  ointment.  On 
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the  other  hand,  hydrophilic  ointments  have 
the  practical  advantage  of  absorbing  these 
secretions.  Unlike  lanolin  or  cholesterin- 
petrolatum  ointments  which  produce  water- 
in-oil  emulsions,  sulfonated  hydrogenated 
castor  oil-petrolatum  ointments  produce  oil- 
in- water  emulsions.  The  distinction  is  of 
great  importance,  since  it  is  well  known  that 
water  is  more  readily  absorbed  by  an  emulsion 
where  it  is  the  continuous  phase  (oil-in-water) 
than  where  it  is  the  discontinuous  phase 
(water-in-oil).  Moreover,  water  would  be 
more  readily  evaporated  into  the  air  from  an 
oil-in-water  emulsion  than  from  a water-in-oil 
emulsion. 

Pharmaceutically,  sulfonated  hydrogenated 
castor  oil  ointments  were  found  very  easy  to 
prepare,  with  few  (if  any)  incompatibilities. 
Substances  which  are  often  difficult  to  incor- 
porate, such  as  tars,  balsam  of  peru,  salicylic 
acid,  etc.,  may  be  readily  incorporated  into 
this  base.  It  was  used  as  a base  for  all  of  the 
official  ointments  and  many  unofficial  prepa- 
rations without  encountering  a single  incom- 
patibility. 

The  emulsified  preparation  was  likewise 
found  to  be  an  excellent  vehicle.  The  follow- 
ing substances  were  incorporated  and  made 
very  satisfactory  ointments:  ammoniated 

mercury,  belladonna  extract,  Burow’s  solution, 
benzoic  acid,  boric  acid,  calomel  and  colloidal 
calomel,  calamine  and  neocalamine,  camphor 
chrysarobin,  coal  tar  (crude  and  washed),  oil 
of  cade  (juniper  tar),  rectified  oil  of  birch  tar 
(oleum  rusci),  phenol,  pine  tar,  red  oxide  of 
mercury  (cinnabar),  resorcinol,  sulfadiazine 
sulfanilamide,  sulfathiazole,  sulfur,  zinc  oxide, 
etc.  Like  most  emulsified  ointments,  it  was 
not  compatible  with  high  percentages  of  sali- 
cylic acid. 

Laboratory  experiments  using  the  FDA 
agar-plate  method  were  carried8  out  to  com- 
pare the  bacteriocidal  property  of  antiseptic 
ointments  prepared  from  the  official  base 
SHCO,  SHCO  and  petrolatum,  and  the  emul- 
sified base.  While  in  all  instances  the  addition 
of  SHCO  resulted  in  a more  highly  efficient 
antiseptic  ointment,  those  ointments  prepared 
with  the  emulsified  base  were  the  most  ef- 
fective. 

The  use  of  wetting-agents  in  ointment 
bases  has  been  suggested.  There  is  consider- 
able controversy  as  to  their  value.  It  has 
been  demonstrated  that  much  greater  pene- 
tration is  obtained  when  an  active  wetting- 
agent  is  incorporated  into  an  ointment.  It  is 
questionable  if  this  is  desired  in  most  skin 
disorders.  Certainly  it  should  not  be  recom- 


mended for  all  ointments . Making  the  keratin 
permeable  reduces  its  normal  protective  func- 
tion and  probably  would. make  the  skin  more 
vulnerable  to  allergens.  This  is  particularly 
true  if  the  medication  happens  to  be  a sub- 
stance with  a relatively  high  index  of  sensitiza- 
tion, such  as  mercury.  If  sensitization  is 
obtained  in  an  ointment  of  extremely  low 
penetration,  such  as  petrolatum,  one  would 
anticipate  not  only  a greater  incidence  but  a 
much  more  severe  and  prolonged  reaction  if  the 
allergen  were  used  in  an  ointment  of  deeper 
penetration.  It  is  possible  that  the  allergic 
action  of  soap  is  partially  due  to  the  fact  that 
soap  is  an  excellent  wetting-agent  and  may 
thus  make  the  skin  more  permeable  to  the 
allergenic  lower  fatty  acids.  Sulfonated 
hydrogenated  castor  oil  possesses  very  mild 
wetting  properties.  Laboratory  tests  employ- 
ing the  standard  wool  yarn  wetting  properties 
indicate  that  a 2 per  cent  solution  requires 
250  seconds  to  wet,  whereas  a similar  solution 
of  soap  wets  in  2.5  seconds  and  an  0.5  per  cent 
solution  of  Aerosol  OT  wets  it  instantly. 


Summary 

Sulfonated  hydrogenated  castor  oil  was 
found  to  be  an  excellent  ingredient  of  deter- 
gents and  ointments.  Patch  tests  on  100 
patients  and  clinical  observations  of  its  use  on 
300  cases  indicate  that  it  has  a very  low  index 
of  sensitization.  An  emulsified  cream  is 
recommended  as  a detergent  and  ointment 
base.  A mixture  of  sulfonated  hydrogenated 
castor  oil  and  petrolatum  forms  a hydrophilic 
ointment  base  which  is  compatible  with 
practically  all  medicaments.* 
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SOAP  AND  THE  “SOAP  PROBLEM” 

Herman  Sharlit,  M.D.,  New  York  City 


JUDGING  from  current  publications,  soap 
has  come  to  the  fore  as  a dermatologic 
problem.  While  the  problem  is  not  new  or 
the  result  of  any  recent  changes  in  soap 
products,  efforts  at  a solution  have  given  rise 
to  the  study  of  soap  substitutes  and  newer 
soap  mixtures.  The  presentation  of  these 
newer  products  has  led  to  a review  of  what 
genuinely  constitutes  the  soap  problem. 

The  overwhelming  majority  of  people,  who 
have  healthy  skin,  find  the  average  toilet  soap 
a completely  safe  and  effective  cleanser.  But 
a sizable  group,  principally  among  women, 
find  that  the  use  of  soap  leaves  the  skin  too 
dry  and  its  surface  flaky  or  irritated.  Until 
now,  dermatologists  have  minimized  these 
complaints  and  have  regarded  the  group  as 
finicky  and  the  willing  victims  of  cleansing 
cream  sales-promotion  activities. 

A matter  of  more  concern  to  the  dermatolo- 
gist is  the  role  of  soap  in  producing  and  main- 
taining dermatitis.  It  is  generally  accepted 
that  the  use  of  toilet  soap  occasionally  results 
in  dermatitis  and  much  has  been  written 
relative  to  the  cause  of  this  dermatitis.  Be- 
cause of  a relatively  strong  cation  and  weaker 
anion  in  their  composition,  soap  solutions  are 
invariably  alkaline,  and  this  alkalinity  has 
been  regarded  as  the  fundamental  cause  for 
the  adverse  skin  reaction  in  these  cases. 
Using  a solution  of  1 per  cent  in  distilled 
water,  I have  tested  many  toilet  soaps  and 
found  them  all  to  have  a pH  between  9 and 
10.  This  is  true  for  the  so-called  superfatted 
soap  and  for  the  laundry  soap  also.  However, 
since  this  range  of  alkalinity  is  too  feeble  to 
act  as  an  effective  keratolytic  during  the 
momentary  exposures  required  for  ordinary 
cleansing  of  the  skin,  damage  will  occur  only 
if  the  alkalinity  is  transmitted  through  the 
horny  surface  of  the  skin  to  the  epithelial 
layer  below.  I have  attempted  to  probe  this 
thought  by  dialysis  experiments  with  soap 
solutions.  The  results  of  these  tests  are 
given  in  Table  1. 

Using  both  “gut”  and  collodion  bag  mem- 
branes and  dialyzing  1 per  cent  solutions  of 
soap  against  distilled  water,  tests  on  the 
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diffusates  ^ after  one  hour  and  also  after 
eighteen  hours  of  dialysis  reveal  that  all 
toilet  soaps  fail  to  communicate  the  full 
strength  of  their  alkalinity  through  the  mem- 
brane but  that  laundry  soaps  have  that 
tendency. 

Since  'clinical  experience  points  to  a 
greater  risk  of  dermatitis  from  laundry  soap, 
one  may  continue  to  suspect,  at  least  on  the 
basis  of  these  tests,  that  the  alkalinity  of 
these  soap  solutions  plays  a part  in  the  pro- 
duction of  the  dermatitis.  By  the  same 
token,  however,  we  may  believe  that  alkalinity 
does  not  enter  as  a factor  in  the  production  of 
dermatitis  from  toilet  soap.  I make  these 
deductions  from  the  tests  with  full  knowledge 
that  the  keratin  of  the  skin  surface  is  not 
completely  comparable  as  a membrane  barrier 
to  those  employed  in  the  tests.  The  point 
I wish  to  stress  is  that  the  risk  of  damage  from 
the  alkalinity  of  soap  occurs  only  when  that 
alkalinity  is  made  available  beneath  the  horny 
layer  of  the  skin.  Soap  manufacturers  who 
boast  of  the  absence  of  “free  alkali”  in  their 
toilet  soaps  should  demonstrate  by  some  such 
test  as  here  recorded  the  degree  of  alkalinity 
liable  to  diffusion  through  the  horny  layer  of 
the  skin.  I see  no  good  reason  for  suspecting 
that  a satisfactory  laundry  soap  cannot  also 
be  achieved,  a laundry  soap  whose  diffusible 
“alkali”  will  not  exceed  that  of  toilet  soap. 

The  other  side  of  the  picture  of  toilet  soap 
dermatitis  is  the  role  that  the  fatty  acids  may 
play  in  its  production.  The  literature  records 
many  cases  of  soap  dermatitis  due  to  sensiti- 
zation to  specific  fatty  acids  in  soaps.  These 
soap  allergies  are  in  the  same  category  as  the 
disabilities  arising  from  the  perfumes  in  soaps 
and  have  been  the  chief  background  for  the 
introduction  of  soap  substitutes.  Essentially, 
these  substitutes  have  been  of  two  varieties: 
wetting-agent  compound  products  and  hydro- 
phylic  oils — that  is,  oils  miscible  with  water. 

I am  strongly  opposed  to  the  use  of  the 
former  type  of  soap  substitutes,  on  the  grounds 
that  wetting-agents  are  known  to  increase  the 
permeability  of  the  keratin  surface  of  the  skin. 
One  need  not  dwell  on  the  potential  dangers 
from  such  a change.  The  use  of  this  type  of 
cleansing  agent  would  increase  the  incidence 
of  dermatitis  venenata  and  contact  allergies 
in  the  group  who  practice  this  form  of  skin 
cleansing. 
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The  hydrophilic  oils  are  more  acceptable 
substitutes,  although  they,  too,  are  found 
irritating  to  skin  in  some  cases,  and  are  not 
as  satisfactory  cleansers  as  soap.  Because 
they  are  not  soap  and  fail  to  give  the  satis- 
faction that  goes  with  cleansing  by  a heavy 
Lather  emulsion,  they  will  displace  soap  only 
when  all  soaps  have  proved  deleterious  and 
this  personal  experience  or  professional  advice 
makes  a substitute  for  soap  imperative. 
This  still  provides  the  inspiration  to  study 
variations  in  soap  mixtures  for  at  least  a 
partial  solution  of  the  “soap  problem.” 

Such  a partial  solution  has  been  offered  in 
superfatted  soap.  It  is  difficult  to  judge  the 
degree  of  success  achieved,  chiefly  because 
in  the  many  products  available  the  amount 
and  character  of  the  superfatting  cover  a wide 
range  and  the  investigator  is  usually  in  the 
dark  as  to  the  exact  nature  of  the  soap 
mixture  studied.  Furthermore,  some  derma- 
tologists assume  that  superfatting  aims  at 
overcoming  the  excessive  defatting  of  the 
skin  by  the  detergent  action  of  soap  but  that 
it  fails  in  this  purpose,  since  one  cannot  expect 
to  effect  emollient  and  detergent  action  at  one 
and  the  same  time.  This  reasoning  implies 
acceptance  of  the  judgment  that  the  too 
thorough  detergence  by  soap  may  cause 
irritation  of  the  skin.  This  may  be  true 
for  the  group  who  complain  that  soap  dries 
and  roughens  their  skin;  at  any  rate,  they 
definitely  represent  the  ideal  test  group  for 
the  study  of  soap  mixtures  in  the  class  of 
superfatted  soaps. 

The  “soap  habit”  involves  the  use  of  soap 
in  solid  form  and  with  good  lathering  proper- 
ties, among  other  things,  and  the  need  for 
maintaining  these  qualities  has  effectively 
restricted  variations  in  the  character  of  the 
superfatting  creams.  Definitely,  it  has  kept 
at  a minimum  the  amount  of  added  oil  these 
mixtures  could  contain,  since  the  soap  must 
not  only  be  solid  but  also  must  have  adequate 
hardness.  I feel  that  most  superfatted  soaps 
contain  a minimum  of  added  oil  and  that 
most  superfatting  is  in  the  form  of  grease; 
by  reason  of  this  the  complete  possibilities 
of  soap  as  a source  of  emollient  agents  has 
not  as  yet  been  canvassed. 

Pursuing  this  idea  I enlisted  the  services 
of  a soapmaker  and  a satisfactory  soap  was 
processed  that  contained  over  10  per  cent  of 
free  vegetable  oil,  was  safe  against  rancidity, 
had  excellent  lathering  properties  even  in 
hard  water,  was  of  satisfactory  hardness,  and 
contained  a typical  fragrance.  This  soap 
was  tried  on  the  group,  chiefly  women,  who 


TABLE  1. — Dialysis  Experiments  with  Soaps 
(Using  “Gut”  and  Collodion  Bag  Membranes) 


Soap  Sample 

pH  of  1% 

pH  of  Diffu- 

pH  of  Diffu- 

Soap  Solu- 

sate After 

sate  After 

tion  in  Dis- 

1  Hour  of 

18  Hours  of 

tilled  Water 

Dialysis 

Dialysis 

Laundry  1 

10.0 

10.0 

10.0 

Laundry  2 

9.0 

8.5 

8.5 

Laundry  3 

9.5 

7.5 

9.0 

Laundry  4 

10.0 

10.0 

10.0 

Toilet  1 (S)* 

9.5 

7.5 

7.5 

Toilet  2 

9.2 

7.5 

7.5 

Toilet  3 (S) 

9.0 

7.5 

7.5 

Toilet  4 

9.0 

7.5 

7.5 

Toilet  5 (S) 

9.0 

7.0 

7.0 

Toilet  6 

9.2 

7.0 

7.0 

Toilet  7 

9.0 

7.5 

7.5 

Toilet  8 

9.5 

7.5 

7.5 

Toilet  9 (S) 

9.5 

7.0 

7.5 

Toilet  10 

9.5 

7.5 

8.0 

* (S)— Superfatted. 


claimed  that  the  skin  of  their  faces  and  hands 
would  not  tolerate  soap.  Another  derma- 
tologist and  I acquired  clinical  experience  with 
this  soap,  and  the  responses  from  the  group 
on  which  it  was  tried  were  completely  satis- 
factory, though  many  in  the  group  had  tried 
superfatted  soaps  and  had  found  them  un- 
satisfactory. The  subjects,  in  expressing 
satisfaction  with  this  experimental  soap,  were 
impressed  by  its  oily  content  and  with  the 
emollient  action  therefrom. 

On  the  basis  of  its  content,  this  experimental 
soap  may  justly  be  called  “oleaginous  soap,” 
in  contrast  to  “superfatted  soap.”  It  is 
evident  to  me  from  this  experience  that  much 
can  yet  be  done  by  way  of  soap  to  help  solve 
the  “soap  problem.” 

Discussion 

Dr.  Eugene  F.  Traub,  New  York  City — Perhaps 
because  of  my  long  association  in  dermatology 
at  the  University  of  Vermont  where  “winter” 
eczema  is  decidedly  prevalent,  I was  one  of  the 
first  to  gain  some  publicity  as  an  advocate  of 
less  frequent  soap-and-water  bathing.  None  of 
us  could  fail  to  observe  that  most  eczematous 
eruptions,  regardless  of  their  causation,  were 
generally  worse  in  the  winter  or  cold  weather  and 
would  clear  up  practically  entirely  in  the  sum- 
mer. Undoubtedly,  many  factors  contribute  to 
such  a condition,  including  the  drying  effects  of 
steam  heat,  extreme  changes  of  temperature  be- 
tween the  out-of-doors  and  indoors,  the  sensitiz- 
ing action  of  fungus  infections,  and,  lastly,  the 
deleterious  effects  of  soap  and  water. 

As  Dr.  Sharlit  has  indicated,  most  soaps  have 
a pH  somewhere  between  9 and  10.  From  experi- 
ments performed  by  Blank  and  others  we  learn 
that  there  are  two  chief  irritating  factors  resulting 
from  the  hydrolysis  of  soap.  The  alkalinity,  if 
not  a primary  irritant,  at  least  may  pave  the 
way  for  an  allergenic  action  of  the  fatty  acids. 
The  chemical  character  of  water  must  also  be 
considered  because  soaps  are  not  infrequently 
modified,  especially  through  the  increase  of  lower 
fatty  acids,  to  produce  more  lather  in  hard 
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water.  As  you  have  heard,  the  lower  fatty  acids 
are  rather  active  sensitizers.  Undoubtedly, 
soaps,  through  their  essential  detergent  proper- 
ties, remove  some  of  the  natural  protectant  oils 
of  the  skin.  Dr.  Sharlit  suggests  that  damage 
occurs  only  from  the  alkalinity  of  the  soap  if 
transmitted  through  the  homy  surface  of  the 
skin  to  the  lower  epithelial  layers.  The  suggested 
remedy  is  a soap  preparation  containing  an  ex- 
cess of  oil  which  would  act  as  a protectant  and 
prevent  penetration  of  irritating  properties  of  the 
soap  and  water. 

You  have  heard  that  the  sulfonated  oils  and 
wetting-agents,  unless  specially  treated,  defat 
the  skin  and  in  higher  concentrations  have  a 
relatively  high  index  of  sensitization  (probably 
owing  to  their  excellent  penetration).  Doctors 
Quinby  and  Fiero  have  combined  a sulfonated 
hydrogenated  castor  oil,  a wetting-agent  with 
petrolatum  and  water,  and  have  found  such  a 
preparation  relatively  nonirritating,  a satisfac- 
tory detergent,  and  yet  psychologically  agreeable 
to  the  patient.  A 5 per  cent  solutiqn  of  this 
preparation  has  a pH  of  6 to  6.3.  There  can  be 
little  doubt  that  it  sounds  most  reasonable  to 
use  cleansing  preparations  whose  pH  corresponds 
closely  to  that  of  the  normal  skin  surface,  but  has 
it  been  definitely  proved  that  the  minor  varia- 
tions in  the  pH  of  average  soap  preparations  are 
the  chief  cause  of  trouble?  Incidentally,  I be- 
lieve Dr.  Sharlit  neglected  to  state  the  pH  of  his 
soap  substitute.  According  to  Pillsbury  and 
Shaffer,  the  intact  skin  is  able  to  withstand  solu- 
tions>  of  pH  ranging  from  — 2 (three  times  normal 
hydrochloric  acid)  to  pH  12.6,  while  the  response 
of  abraded  skin  to  alkaline  solutions  up  to  and 
including  pH  12.6  is  no  worse  than  that  of  intact 
skin.  As  far  as  practical  purposes  are  concerned, 
since  preparations  of  an  experimentally  tested 
pH  may,  and  probably  do,  have  minor  variations 
of  pH  under  different  conditions  of  ordinary 
usage,  we  must  return  to  the  points  on  which 
both  clinicians  and  experimenters  are  agreed. 
The  skin  requires  a protectant  film  of  oil  or  fat. 
When  the  natural  protectant  film  has  been  re- 
duced or  removed,  the  skin  is  liable  to  irritation 
from  solutions  whether  their  pH  is  that  of  the 
normal  skin  or  is  slightly  above  or  slightly  below 
normal,  and  it  is  reasonable  to  suppose  that  the 
depth  of  their  penetration  and  the  sensitizing 
properties  of  the  detergent  solutions  play  an  im- 
portant role.  Since  both  presentations,  in  es- 


sence, consist  in  giving  us  a substitute  for  ordi- 
nary soap,  the  questions  of  whether  the  penetrat- 
ing effect  of  a soap  irritant  is  most  important, 
whether  the  sensitizing  effect,  perhaps  without 
much  penetration,  is  the  thing  that  counts,  or 
whether  it  is  a combination  of  both  remain  rela- 
tively unimportant  in  this  discussion.  Probably 
one  factor  is  important  in  one  subject  and  a dif- 
ferent one  in  the  next.  Both  papers  therefore 
emphasize  the  same  point — namely,  the  neces- 
sity of  replacing  the  natural  oily  protectant  film 
of  the  skin  as  regularly  as  it  is  removed  by  wash- 
ing. The  great  question  must  then  be:  Can 
this  be  done  satisfactorily  in  the  one  operation? 
Frankly,  I doubt  it.  If  the  only  factor  causing 
defatting  or  excessive  drying  of  the  skin  were  the 
use  of  the  detergent,  I believe  it  might  be  ac- 
complished. But  as  I pointed  out  earlier,  there 
are,  in  my  opinion,  many  factors  that  bring  this 
about.  However,  I do  not  mean  to  say  that  what 
Doctors  Sharlit,  Quinby,  and  Fiero  propose  is  not 
a valuable  step  in  the  right  direction.  I heartily 
endorse  what  they  have  done  and  hope  they  will 
continue  their  efforts  without  being  discouraged 
if  they  find  that  the  additional  use  of  a grease 
cream  may  prove  to  be  a necessity  to  accomplish 
the  desired  purpose. 

A word  about  the  use  of  the  emulsified  sul- 
fonated castor  oil  preparation  as  an  ointment 
base.  Undoubtedly,  when  wisely  selected,  it 
should  prove  to  be  of  great  value.  For  example: 
I believe  that  in  treating  the  focus  of  infection  in 
a case  of  dermatophytosis,  penetration  of  the 
antiseptic  is  essential;  the  hydrophilic  value  of 
such  a base  should  not  be  forgotten  for  use, 
among  other  things,  in  oozing  and  weeping  erup- 
tions; it  should  also  make  an  excellent  base  to 
use  on  the  scalp.  However,  one  must  remember 
that  with  the  use  of  the  new  base  the  strength  of 
the  various  ingredients  must  generally  be  much 
reduced,  as  2 per  cent  salicylic  acid  will  give  the 
full  effect  of  from  5 to  10  per  cent  in  an  ordinary 
ointment  base.  It  is  necessary,  therefore,  to  use 
great  caution  in  evaluating  such  a base,  and  none 
of  us  should  jump  to  conclusions  one  way  or  the 
other  without  considerable  clinical  trial  and 
mature  consideration.  I wish  to  congratulate 
both  the  contributors  for  their  good  work  along 
fines  that  for  a long  time  have  particularly  in- 
terested me  and  which  cannot  fail  to  be  of 
general  interest  to  both  physicians  and  layman 
alike. 
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History 

Case  (J  49406) 

Dr.  Robert  McGrath:  This  patient  was 
a 46-year-old  divorced  female  who  was  ad- 
mitted to  the  hospital  with  the  chief  complaint 
of  a cough  of  three  months’  duration.  The 
patient  had  resided  formerly  in  California. 
About  four  months  prior  to  admission,  she  be- 
gan to  lose  weight,  dropping  gradually  from  a 
normal  weight  of  98  pounds  to  82  pounds. 
This  was  accompanied  by  weakness,  a hacking 
cough,  and  drenching  night  sweats.  The 
cough  had  become  productive  of  thick  whitish 
sputum  and  was  associated  with  pain  in  the 
left  side  of  the  chest.  The  temperature  spiked 
to  about  102  F.  each  afternoon.  Except  for 
typhoid  fever  in  childhood,  her  past  and  family 
histories  were  negative.  There  had  been  no 
menstrual  period  for  three  months.  There 
were  no  further  suggestive  symptoms. 

Physical  examination  showed  an  under- 
nourished, poorly  developed  white  woman 
coughing  continuously  and  appearing  chroni- 
cally ill.  The  temperature  was  102  F.,  pulse 
rate  104,  and  respiratory  rate  20  per  minute. 
The  tongue  was  coated.  Blood  pressure  was 
90/54  mm.  of  mercury.  The  heart  rhythm  was 
regular;  there  was  a systolic  murmur  at  the 
base  of  the  heart.  Over  the  left  upper  lobe  of 
the  lungs  there  was  a slight  impairment  of  reso- 
nance. The  breasts  were  atrophic  with  small, 
firm,  freely  movable  nodules  of  varying  size 
in  each  breast.  There  were  no  skin  or  nipple 
changes.  The  deep  reflexes  were  hyperactive, 
but  the  remainder  of  the  physical  and  neuro- 
logic examination  was  negative. 

Laboratory  Data. — Urinalysis  was  normal. 
The  blood  count  showed  a secondary  anemia 
with  41  per  cent  hemoglobin,  and  3,120,000 
red  blood  cells  per  cu.  mm.  The  white  blood 
count  was  84,850  per  cu.  mm.  with  a differen- 
tial of  95  per  cent  neutrophils,  4 per  cent 
lymphocytes,  and  1 per  cent  monocytes. 
Several  young  neutrophils  were  noted  and 
there  was  moderate  anisocytosis.  The  blood 
Wassermann  and  Kahn  tests  were  negative. 
The  blood  chemical  studies  were  entirely 
within  normal  limits  with  the  exception  of  the 
plasma  cholesterol,  which  was  135  mg.  per 


cent.  An  x-ray  examination  of  the  chest  was 
normal,  except  for  a generalized  accentuation 
of  the  pulmonic  marking  suggesting  slight 
central  thickening  as  well  as  pulmonary  hyper- 
vascularity. The  hypervascularity  was  a 
shade  more  discernible  in  the  right  upper  lobe, 
where  slight  thickening  of  the  upper  septum 
also  existed.  A flat  abdominal  plate  gave  no 
evidence  of  any  gross  abnormalities  but  sug- 
gested a moderate  enlargement  of  the  spleen. 
A gastrointestinal  x-ray  revealed,  after  the 
patient’s  ingestion  of  a contrast  meal,  a mod- 
erate dilation  of  the  upper  esophagus  with  an 
extensive,  multiple  nodular  intrusional  defect 
fully  4 inches  in  length,  extending  from  the 
fourth  to  the  eighth  dorsal  vertebrae.  The 
lumen  of  the  esophagus  was  somewhat  con- 
stricted and  deviated  to  the  right,  but  there  * 
was  little  obstruction  to  the  contrast  meal. 
Examination  of  the  stomach  was  essentially 
negative  except  for  displacement  by  an  en- 
larged spleen.  The  lower  margin  of  the  spleen 
extended  almost  to  the  level  of  the  iliac  crest. 
The  liver  shadow  was  prominent.  There  was 
hypomotility  with  moderate  stasis  and  dis- 
tention of  the  terminal  ileum.  Numerous 
examinations  of  the  sputum  failed  to  reveal 
acid-fast  bacteria.  The  sputum  was  never 
bloody. 

During  the  patient’s  stay  in  the  hospital  her 
temperature  was  normal  each  morning  but 
reached  101  F.  to  102  F.  each  evening.  The 
white  blood  count  remained  stationary  at  a 
high  level  with  no  change  in  the  differential. 
She  was  discharged  without  treatment  but 
went  progressively  downhill  and  was  read- 
mitted three  months  later  when  there  was  a 
further  weight  loss.  The  fever  and  cough  had 
continued,  and  the  physical  examination  was 
unchanged  except  for  the  development  of  a 
small  subcutaneous  nodule  on  the  right  side 
of  the  abdomen  which  was  about  the  size  of  a 
walnut  and  dusky  red  in  appearance.  It  was 
fluctuant,  and  necrotic  material  and  pus  were 
obtained  on  aspiration.  The  marked  anemia 
and  leukocytosis  persisted,  and  the  patient 
went  steadily  downhill.  Shortly  before  death 
a palpable  mass  was  noted  in  the  posterior  as- 
pect of  the  right  thigh.  Death  occurred  four 
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months  following  the  first  admission  to  the 
hospital. 

Discussion 

Dr.  James  Flexner:  This  case  presents 
several  aspects. 

If  one  considers  it  from  the  standpoint  of 
the  history  alone,  it  would  suggest  a low-grade 
chronic  infection.  When  one  notes  the  physi- 
cal and  laboratory  findings,  however,  a much 
larger  variety  of  conditions  must  be  con- 
sidered. The  possibilities  of  chronic  infec- 
tions, leukemias,  malignancies,  benign  and 
malignant  lymphomas  must  be  suspected. 

Among  the  infectious  processes  the  likeli- 
hood of  a tuberculous  involvement  is  sug- 
gested by  the  history  of  coughing,  low-grade 
fever,  weakness,  and  night  sweats,  with 
marked  weight  loss.  On  the  other  hand,  the 
x-ray  of  the  chest,  negative  sputa,  and  the 
white  blood  count  of  84,500  would  make  this 
diagnosis  unlikely. 

Opposed  to  the  diagnosis  of  syphilis  would 
be  the  negative  Wassermann  and  Kahn  reac- 
tions, the  absence  of  history  of  all  primary  or 
• secondary  lesions  and  the  absence  of  vascular 
and  neurologic  manifestations. 

The  patient’s  residence  in  California  makes 
consideration  of  the  diagnosis  of  tularemia 
imperative.  Ulceroglandular  and  pneumonic 
types  of  the  disease  have  been  described.  The 
x-ray  findings  of  the  chest  do  not  fit  the  usual 
reported  findings,  and  the  late  appearance  of 
the  skin  lesions  would  be  rather  unusual. 

Blastomycosis  and  actinomycosis  must  be 
considered.  They  could  give  both  the  skin 
manifestations  and  the  mediastinal  changes 
which  have  been  described.  It  is  more  com- 
mon for  the  skin  manifestations  to  precede 
the  visceral  involvement,  and  when  the  vis- 
cera are  involved,  there  is  usually  a more  exces- 
sive febrile  course. 

In  spite  of  the  leukemoid  picture  presented 
by  the  very  high  total  white  blood  count,  I 
believe  that  the  absence  of  abnormal  cells  pre- 
cludes the  diagnosis  of  chronic  leukemia. 
Bone  marrow  studies,  however,  might  have 
been  helpful. 

Under  the  discussion  of  neoplasm,  one  must 
consider  the  site  of  primary  involvement. 
With  primary  involvement  of  the  esophagus, 
the  lesions,  though  frequently  silent,  should 
have  given  more  marked  symptoms  with  the 
extensive  involvement  which  has  been  re- 
vealed by  x-ray.  It  is  also  extremely  rare  for 
esophageal  neoplasms  to  metastasize  to  the 
skin. 


Primary  carcinoma  of  the  bronchus  is  fre- 
quently silent  until  obstruction  causes  atelec- 
tasis and  metastases  manifest  themselves. 
The  patient’s  persistent  cough  could  be  ex- 
plained in  this  manner.  It  would  also  be  pos- 
sible for  the  mediastinal  glands  to  become  in- 
volved with  the  invasion  of  the  esophageal 
wall.  The  marked  leukocytosis  could  be  as- 
sociated with  a neoplastic  involvement. 

Malignant  lymphoma  or  Hodgkin’s  disease 
could  readily  explain  all  of  the  findings  pre- 
sented by  this  case.  The  white  blood  count  in 
Hodgkin’s  disease  has  been  reported  to  exceed 
100,000,  with  a marked  increase  of  neutro- 
phils. The  prolonged  febrile  course,  with  pro- 
fuse sweating,  the  skin  lesions,  and  infiltration 
of  the  esophagus  might  also  be  explained  by 
this  malady.  The  very  rapid  sedimentation 
rate,  large  spleen,  and  hepatomegaly  are  also 
frequent  findings  in  Hodgkin’s  disease. 

There  have  been  reports  in  the  literature  of 
gastric  invasion  in  Hodgkin’s  disease,  but  I do 
not  recall  any  records  of  esophageal  involve- 
ment. Examination  of  the  aspirated  material 
from  the  skin  lesions  should  have  settled  this 
question. 

In  benign  lymphomas,  such  as  Boeck’s 
sarcoid  and  Kaposi’s  sarcoma,  the  primary 
lesions  usually  occur  in  the  skin;  and  in  the 
case  of  sarcoid  particularly,  diffuse  pulmonary 
and  bony  involvement  is  common. 

Dr.  Flexner’s  Diagnoses 

1 . Hodgkin’s  disease. 

2.  Neoplasm,  primary  site  in  the  bronchus. 

3.  Possible  tularemia. 

Pathology 

Dr.  Maurice  N.  Richter:  The  principal 
lesion  is  in  the  esophagus.  Here  there  is  a 
neoplasm  measuring  7 by  5 by  3 cm.,  involv- 
ing the  portion  of  the  esophagus  opposite  the 
first  and  third  dorsal  vertebrae.  The  neoplasm 
caused  partial  obstruction  of  the  esophagus 
with  ulceration  and  also  extended  to  the  sur- 
rounding tissues  and  infiltrated  the  trachea. 
On  the  inner  aspect  of  the  trachea  there  was 
ulceration  of  the  mucosa.  The  entire  wall  of 
the  trachea  at  this  point  is  infiltrated  with 
carcinoma  cells.  At  the  base  of  the  left  lung 
there  was  a small  abscess  a little  less  than  2 
cm.  in  diameter.  No  abscess  was  found  on 
the  other  side. 

The  tumor  is  squamous  cell  carcinoma  aris- 
ing in  the  esophagus.  The  subcutaneous  nod- 
ule in  the  right  side  of  the  abdomen  is  a metas- 
tasis. This,  and  the  metastases  in  the  regional 
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lymph  nodes,  are  composed  of  cells  similar  to 
those  in  the  primary  tumor. 

In  passing,  one  should  note  that  unusually 
high  and  sustained  leukocytoses,  although  un- 
common, are  occasionally  observed  in  cases  of 
malignancy. 

Pathologic  Diagnoses 

1.  Squamous  cell  carcinoma  of  the  esopha- 
gus. 


2.  Secondary  carcinoma  of  the  trachea,  re- 
gional lymph  nodes,  and  skin. 

3.  Purulent  bronchitis. 

4.  Lobar  pneumonia  and  abscess  on  the 
left  side. 

Editorial  Committee 

J.  Scott  Butterworth,  M.D. 

Maurice  R.  Chassin,  M.D. 

Herman  0.  Mosenthal,  M.D.,  Chairman 


NOTES  ON  SOME  MILITARY  SURGEONS  THROUGH  THE  CENTURIES 


Pedanius  Dioscorides,  a Greek,  who  flourished 
about  a.d.  54  to  a.d.  68,  was  army  surgeon  under 
Nero  (a.d.  37-68) — Nero  Claudius  Caesar  Augus- 
tus Germanicus,  who  was  Roman  Emperor  in 
a.d.  54—68. 

Guglielmo  Saliceto,  born  at  Piacenza,  Italy 
(1210-May,  1277),  preferred  the  knife  to  cau- 
tery. 

Arnold  von  Villanova  (about  1300),  Heinrich 
von  Pfolspeundt  (mss.  1460),  in  his  Bundth- 
Artzeney  concerned  with  wounds  of  war,  and 
Hieronymus  Brunschwig,  too,  deal  explicitly 
with  gunshot  wounds. 

Giovanni  Da  Yigo  (1460-1525)  was  surgeon 
to  Pope  Julius  II  (“Practica  Copiosa  in  Arte 
Chirurjica,”  Rome,  1514);  Hans  von  Gersdorff 
(“Feldtbuch  der  Wundartzney,”  Strassburg, 
1517),  and  Andea  Della  Groce  (“OfAcina  chirur- 
gica,”  Venice,  1596),  who  discusses  cauterization 
of  wounds  in  the  battlefields,  may  be  mentioned 
among  military  surgeons. 

John  of  Ardene  (circa  1306-1309?),  physician 
to  John  of  Gaunt,  was  the  earliest  English  sur- 
geon, actually  getting  his  training  on  the  battle- 
fields of  France  in  the  Hundred  Years’  War.  A 
skillful  operator,  he  obtained  excellent  results  by 
cleansing  wounds  instead  of  using  salves. 

Aurelius  Cornelius  Celsus  (circa  25  b.c.- 
a.d.  40?) , a Roman  literary  gentleman  and  phi- 
losopher and  author  of  “De  Medicina”  (1478, 
Florence),  probably  saw  some  battle  wounds, 
although  he  was  not  a surgeon.  He  flourished 
during  the  reign  of  Tiberius  Caesar  (born  Novem- 
ber 16,  42  b.c.)  . He  gave  a special  diet  for  ulcer 
of  the  stomach — no  acid  or  acrid  substances! 

Ambroise  Par6  (1510-1590),  one  of  the  great- 
est military  surgeons  of  all  time,  became  an 
army  surgeon  in  1537,  at  the  age  of  27. 

Dominique-Jean  Larrey  (1766-1842),  who 
was  the  greatest  French  military  surgeon  of  the 
Napoleonic  Era,  surgeon-in-chief  to  the  Grande 
Armee,  and  was  himself  three  times  wounded, 
participated  in  over  sixty  battles. 

Claudius  Galen  (a.d.  130-200),  founder  of  ex- 
perimental physiology,  treated  Emperor  Marcus 
Aurelius  Caesar  (a.d.  121-180),  following  his 
battles,  for  aggravated  attacks  of  “indigestion,” 
probably  due  to  gastritis  or  gastroduodenal  ulcer 
made  worse  by  his  participation  in  the  wars  of 
that  time.  Marcus  Aurelius  later  died  in  Vienna 
(probably  of  gastric  ulcer  or  carcinoma — per- 


foration?). Galen  began  to  practice  in  Rome  in 

a. d.  164.  (“On  Prognostics,”  Chap.  XI). 
Diodes  (fourth  century  b.c.)  of  Carystus,  son 
of  the  physician  Archidamus,  described  accu- 
rately the  symptomatology  of  ulcer  of  the  stom- 
ach— and  its  relation  to  mental  disturbances. 
And,  he  may  have  noted  aggravated  gastric 
disturbances  due  to  participation  in  the  wars 
of  the  time.  (Quoted  by  C.  Galen:  De  Locis  Af- 
fectis,  Liber  III,  Cap  VI,  “De  Melancholia,”  p. 
58  verso-p.  59,  Paris,  H.  Stephanus,  1513.) 

F.  J.  V.  Broussais  (1772-1838),  pupil  of  Bi- 
chat, was  surgeon  of  the  Armies  of  France. 

Finally,  William  Beaumont  (1785-1853),  au- 
thor of  the  famous  “Experiments  and  Observa- 
tions” (1833),  was  an  army  surgeon,  as  well  as  a 
pioneer  American  physiologist.  True  military 
hospitals  were  founded  at  the  Siege  of  Alora 
(1484)  and  at  Baza  (1489).  It  is  interesting  to 
note  that  first-aid  treatment  in  the  Roman 
Army  is  depicted  on  Trajan’s  Column.  Fielding 
H.  Garrison  wrote  “Notes  on  the  History  of  Mili- 
tary Medicine,”  Association  of  Military  Sur- 
geons, 1922,  Washington. 

In  about  1320  b.c.  Moses  led  Israel  out  of 
Egypt — and  there  may  have  been  aggravated 
stomach  disturbances  during  this  period  among 
the  refugees. 

During  the  time  of  Homer  (800-900  b.c.), 
and  Alexander’s  (400  b.c.)  victory  over  Persia, 
and  the  fall  of  Jerusalem,  military  surgeons  must 
have  been  kept  quite  busy.  This  was,  perhaps, 
equally  true  when  Rome  conquered  Greece  (150 

b. c.)  , when  Spain  was  vanquished  and  con- 
uered  by  the  Arabs  (eighth  century  a.d.),  and 
uring  Chaucer’s  time  and  the  time  of  the  One 

Hundred  Years’  War  (fourteenth  century 

A.D.). 

Let  us  mention  here  Florence  Nightingale 
(1820-1910),  who  did  so  much  during  the  Cri- 
mean War  (1854-1856),  and  Edith  Cavell,  who 
was  cruelly  executed  (shot)  by  the  Germans  on 
October  12,  1915!  Horace  (65-68  b.c.),  the 
Roman  poet — Quintus  Horatius  Flaccus — suffered 
from  eye  trouble  (rheumatic)  and  gastric  dis- 
turbances, no  doubt  made  worse  by  his  partici- 
pation in  the  Battle  of  Philippi  (42  b.c.).  Julius 
Caesar  died  in  44  b.c.  Horace  died  suddenly, 
perhaps  from  coronary  thrombosis  or  a perfor- 
ated gastric  lesion. — Hyman  I.  Goldstein , M.D., 
J.  Med.  Soc.  of  Cape  May  County , N.J. 
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Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Surgeon’s  Responsibility 

TN  A recently  decided  case  in  a nearby  state, 
J-  the  Appellate  Court  passed  upon  the  question 
of  the  extent  to  which  a surgeon  may  be  liable 
for  the  acts  of  an  anesthetist,  and  in  determining 
the  matter,  an  interesting  decision  was  handed 
down.  * 

The  plaintiff  engaged  a certain  Dr.  W.  to  per- 
form upon  her  a major  operation.  A spinal 
anesthesia  was  agreed  upon  and  the  surgeon  en- 
gaged a Dr.  M.  to  act  as  anesthetist.  Prepara- 
tory to  the  operation,  and,  in  fact,  before  Dr.  W. 
entered  the  operating  room,  Dr.  M.  introduced 
a needle  between  the  vertebrae  and  it  broke  off. 
At  that  point  Dr.  W.  entered  the  operating 
room,  obtained  another  needle,  administered  a 
spinal  anesthesia  himself,  and  proceeded  with 
the  abdominal  operation.  Some  days  later  the 
patient  underwent  a second  operation  by  Dr.  W., 
during  which,  after  considerable  difficulty,  the 
imbedded  needle  was  removed.  There  was  no 
doubt  that  the  patient  suffered  severe  physical 
consequences  from  the  breaking  of  the  needle  and 
the  operation  for  its  removal. 

The  patient  instituted  a malpractice  action 
against  the  two  doctors,  charging  both  of  them 
with  negligence  in  connection  with  the  breaking 
of  the  needle  and  the  treatment  which  followed. 
The  case  was  tried  before  a jury  and  at  the  con- 
clusion of  plaintiff’s  evidence  the  Trial  Court  di- 
rected the  jury  to  return  a verdict  in  favor  of 
both  physicians. 

An  appeal  was  taken  by  the  plaintiff,  and  the 
Court  of  Appeals,  with  respect  to  the  case 
against  Dr.  M.,  the  anesthetist,  found  that  there 
had  been  sufficient  evidence  introduced  to  make 
out  a prima  facie  case  of  negligence.  Conse- 
quently, the  case  was  sent  back  for  a new  trial  as 
far  as  he  was  concerned.  The  Appellate  Court, 
however,  found  that  the  circumstances  did  not 
establish  a cause  of  action  against  the  surgeon 
and  directed  that  the  judgment  of  dismissal  in 
favor  of  Dr.  W.  should  be  affirmed.  In  so  ruling 
the  Court  stated  in  part  in  the  opinion: 

* Wiley  vs.  Wharton  41  N.E.  (2nd)  255. 


for  Acts  of  Anesthetist 

“Directing  attention  now  to  the  claim  of  lia- 
bility against  Dr.  W.  and  the  evidence  offered  in 
support  of  the  charge,  this  Court  is  of  the  opinion 
that  the  judgment  of  the  Trial  Court  in  deter- 
mining, as  a matter  of  law,  that  the  evidence  did 
not  establish,  as  to  him,  a prima  facie  case  of 
negligence,  was  correct. 

“In  reaching  this  conclusion,  we  are  mindful  of 
authorities  which  hold  that,  when  one  physician, 
acting  in  concert  with  another  in  the  perform- 
ance of  an  operation,  perpetrates  an  act  of  mal- 
practice, the  other  may  be  held  liable  for  the 
acts  of  the  tort-feasor  if  he  observes  such  tortious 
conduct  and  lets  it  continue  without  objection, 
or  if  he  fails  to  observe  and  act  upon  that  which, 
in  the  exercise  of  ordinary  care  and  diligence 
under  the  circumstances,  he  should  have  ob- 
served and  acted  upon. 

“We  also  have  considered  the  doctrine  of 
respondeat  superior , and  conclude  that  a discus- 
sion of  that  doctrine  would  be  entirely  obiter 
under  the  circumstances  of  this  case. 

“Dr.  W.  and  the  plaintiff  entered  originally 
into  a consensual  contract.  At  the  time  the  par- 
ties understood  that  Dr.  W.  was  not  to  adminster 
the  anesthetic  but  was  to  perform  the  abdominal 
operation.  Dr.  W.  suggested  that  Dr.  M.  be  en- 
gaged. No  objection  was  interposed  by  the  plain- 
tiff. The  plaintiff  accepted  the  services  of  Dr. 
M.,  and  although  Dr.  W.  actually  engaged 
Dr.  M.,  nevertheless  there  was  created  between 
the  plaintiff  and  Dr.  M.  a separate  contract  by 
implication.  Under  the  circumstances  each  doc- 
tor was  engaged  to  perform  his  separate  and 
distinct  work,  independent  of  the  other. 

“The  record  discloses  no  negligence  by  Dr.  W. 
in  his  selection  of  Dr.  M.,  nor  does  it  reveal  that 
the  practice  and  custdin  in  this  or  a similar  com- 
munity required  the  presence  or  assistance  of 
Dr.  W.  in  the  operating  room  while  the  patient 
was  being  anesthetized;  nor  does  it  reveal  any 
acts  performed  in  concert  with  Dr.  M.  for  which 
Dr.  W.  might  be  held  liable  for  the  negligence  of 
Dr.  M.” 


X-ray  Treatment  of  Cancer 


A MARRIED  woman,  33  years  of  age,  was  re- 
TL  ferred  to  a hospital  clinic  by  her  family 
physician,  who  had  diagnosed  her  condition  of 
recurrent  carcinoma  of  the  right  breast.  At  the 
hospital  the  patient  gave  a history  of  having 
first  noticed  a lump  in  the  region  affected  some 
three  years  before,  and  during  the  intervening 
time  the  condition  had  been  twice  operated  upon. 
It  was  learned  that  she  was  the  mother  of  two 
children,  5 and  3 years  of  age,  respectively,  and 
that  she  had  nursed  both  of  these  children.  She 


was  examined  and  the  diagnosis  was  confirmed, 
and  she  was  referred  by  the  attending  physician 
in  charge  to  the  x-ray  staff  for  the  purpose  of  re- 
ceiving certain  x-ray  treatments  as  outlined  by 
the  attending  physician.  Under  the  supervision 
of  two  physicians  connected  with  the  x-ray  de- 
partment, the  patient  received  aggressive  x-ray 
treatments  over  a period  of  several  weeks,  which 
were  directed  to  the  region  of  the  right  breast 
and  shoulder.  These  treatments  were  adminis- 
tered on  nineteen  separate  days,  and  several 
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months  later  x-ray  treatments  were  administered 
to  her  pelvic  region  for  the  purpose  of  sterilizing 
her. 

A severe  skin  reaction  followed  the  series  of 
x-ray  treatments  administered  to  the  breast  and 
shoulder,  although  as  the  patient  continued  to 
return  to  the  hospital  it  was  apparent  that  her 
cancer  was  controlled  as  a result  of  such  treat- 
ments. She  later  went  to  another  hospital  where 
a cordotomy  was  performed  for  the  purpose  of 
relieving  a painful  condition  of  the  right  arm 
which  developed.  Following  the  operation,  how- 
ever, the  patient  had  a complete  motor  paralysis 
of  the  right  arm. 

The  patient  instituted  a malpractice  action 
against  the  hospital  and  eight  physicians  associ- 
ated with  its  staff.  Four  of  these  eight  physicians 
were  never  served  with  any  papers  in  the  case  and 


the  action  was  never  pressed  against  the  hospital. 
Just  before  the  trial  of  the  case  the  plaintiff  dis- 
continued the  action  against  all  of  the  physicians 
except  the  one  who  had  been  in  charge  of  the 
actual  rendering  of  the  x-ray  treatments.  Upon 
the  trial  of  the  case  the  plaintiff  attempted  to 
contend  that  the  reaction  which  she  had  sus- 
tained following  the  x-ray  treatments  was  in- 
dicative of  malpractice  on  the  part  of  the  defendant 
physician.  Actually,  the  proof  showed  upon  the 
trial  that  the  reaction  which  the  plaintiff  had 
sustained  was  inevitable  as  a result  of  the  proper 
treatment  of  a very  severe  malignant  condition 
and  that  she  was  fortunate  to  be  alive  at  the  time 
of  the  trial.  At  the  conclusion  of  all  the  testi- 
mony of  the  case  the  Court  directed  judgment  in 
favor  of  the  defendant,  thereby  exonerating  him 
from  all  charges  of  malpractice. 


SCIENTIFIC  EXHIBITS 
1943 

ANNUAL  MEETING 

Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to 

Dr.  J.  G.  Fred  Hiss, 

505  State  Tower  Building, 

Syracuse,  New  York, 

Chairman  of  Subcommittee  on  Scientific  Exhibits  of  the  Convention  Committee. 

The  Annual  Meeting  will  be  held  May  3-6,  1943,  Hotel  Statler,  Buffalo,  New  York. 
The  list  will  he  closed  on  February  15,  1943. 


Peter  Irving,  M.D.,  Secretary 


Medical  News 


Medals  of  the  Army  Medical  Department 


IN  A monograph  recently  published  by  the 
American  Numismatic  Society,  Hume  de- 
scribes a series  of  twenty-four  medals,  struck  in 
gold,  silver,  and  bronze,  that  have  been  awarded 
in  recognition  of  scientific  or  academic  attain- 
ment by  members  of  the  United  States  Army 
Medical  Department.  Some  of  these  medals 
were  awarded  for  work  of  great  importance  to 
our  country;  they  serve  also  to  reflect  the  qual- 
ity of  the  army  medical  educational  system. 
The  Army  Medical  School,  the  oldest  army  service 
school,  possesses  the  oldest  medal  in  the  Army 
awarded  for  academic  standing.  At  the  time  of 
the  War  Between  the  States,  Surg.  Gen.  William 
A.  Hammond  proposed  the  establishment  of  such 
an  institution,  but  it  did  not  then  materialize. 
Surg.  Gen.  George  M.  Sternberg,  with  the  support 
of  a later  secretary  of  war,  Daniel  S.  Lamont,  es- 
tablished the  Army  Medical  School  in  1893.  The 
Army  School  of  Nursing  was  established  in  1918, 
the  Medical  Field  Service  School  in  1920,  the 
Army  Dental  School  in  1921,  and  the  Army 
Veterinary  School  in  1922.  All  these  schools  have 
medals  created  as  awards  for  academic  attain- 
ment. The  medals  were  established  by  private 
gift,  although  accepted  by  the  Army  Medical 
Department  and  given  official  recognition.  The 
school  of  Aviation  Medicine  also  was  established 
in  1922.  Hume  has  reproduced  the  design  of 
these  medals  and  given  brief  biographies  of  some 
of  the  recipients. 

A second  group  of  medals  reviewed  are  those 
that  have  been  awarded  to  certain  distinguished 
members  of  the  Army  Medical  Department. 
The  Gorgas  Medal  was  presented  by  the  Ameri- 
can Medical  Association  at  its  annual  meeting 
in  1914  to  Surg.  Gen.  William  C.  Gorgas,  “whose 
genius  made  possible  the  construction  of  the  Isth- 
mian Canal.”  The  Congressional  Walter  Reed 
Medal  honoring  the  chairman  of  the  Army  Com- 
mission whose  experiments  proved  that  mos- 


quitoes transmit  yellow  fever  was  struck  some 
thirty  years  after  the  commission  did  its  work 
and  long  after  Major  Walter  Reed  had  died. 
Hume  reviews  again  those  famous  experiments. 
Another  Walter  Reed  Medal  was  created  by  the 
American  Society  of  Tropical  Medicine  in  1934, 
to  be  awarded  to  individuals  or  institutions  in 
recognition  of  meritorious  achievement  in  tropi- 
cal medicine.  The  Bailey  K.  Ashford  Medal 
was  established  by  Eli  Lilly  & Co.  in  1940  and  ac- 
cepted by  the  American  Society  of  Tropical 
Medicine,  which  was  given  the  right  to  select  the 
winners.  The  Wellcome  Medal,  established  by  the 
late  Sir  Henry  Wellcome  of  London,  an  Ameri- 
can by  birth,  has  been  awarded  by  the  Associa- 
tion of  Military  Surgeons  of  the  United  States 
annually  since  1916  for  the  best  research,  dis- 
covery, invention,  essay,  or  other  acts  or  deeds 
which  the  association  considers  helpful  in  the 
attainment  of  its  objects  and  relating  to  any 
phase  of  medical  military  affairs  and  disease  con- 
trol associated  with  the  Army,  Navy,  Militia, 
and  Public  Health  Service. 

There  have  been  numerous  other  awards.  The 
Sedgwick  Medal  was  awarded  to  Brig.  Gen. 
Frederick  F.  Russell,  who  was  largely  responsible 
for  the  introduction  and  use  of  typhoid  vaccine 
in  the  Army.  Surgeon  General  Sternberg  was 
awarded  several  medals,  including  one  by  the 
American  Medical  Association;  John  Shaw  Bil- 
lings, Deputy  Surgeon  General  of  the  Army  and 
the  father  of  the  Army  Medical  Library,  received 
several  awards.  This  monograph  is  limited,  how- 
ever, to  medals  honoring  medical  officers  rather 
than  to  medals  won  by  individual  medical  officers. 

The  award  of  medals  is  a time-honored  method 
of  recognizing  merit.  Hume’s  monograph  will 
aid  collectors  and  bring  home  to  many  others  the 
scientific  accomplishments  of  United  States 
Army  medical  officers. — J.A.M.A.,  December  26, 
19J>2. 


County 

Albany  County 

Officers  elected  on  December  9 for  1943  are: 
president,  Dr.  Morgan  O.  Barrett;  vice-presi- 
dent, Dr.  John  B.  Horner;  secretary,  Dr.  Homer 
L.  Nelms;  treasurer,  Dr.  Frances  E.  Vosburgh; 
historian,  Dr.  Emerson  C.  Kelly;  censors:  Dr. 
John  J.  Phelan,  chairman,  Dr.  James  A.  Hogan, 
Dr.  Donald  D.  Prentice,  Dr.  Benno  J.  Troidle, 
Dr.  Arthur  J.  Wallingford;  delegates:  Dr.  Otto 
A.  Faust,  Dr.  James  S.  Lyons,  Dr.  Homer 
L.  Nelms;  alternate  delegates:  Dr.  Jacob  L. 

Lochner,  Jr.,  Dr.  I.  J.  Murnane,  and  Dr.  Clarence 
A.  Traver.  All  the  officers  are  residents  of  Albany. 

Bronx  County 

At  a meeting  of  the  North  Bronx  Medical  So- 
ciety on  January  7,  at  Elsmere  Hall,  the  following 
program  was  given:  “Heart  Disease  Complicat- 
ing Pregnancy,”  by  Dr.  Harry  B.  Biscow;  dis- 
cussion by  Dr.  Hyman  J.  Epstein;  “Throm- 


News 

boangitis  Obliterans  in  a Man  Past  Seventy,”  by 
Dr.  Gamliel  Saland;  discussion  by  Dr.  Isidor 
Mufson;  “Persistent  Ventricular  Tachycardia 
During  Coronary  Thrombosis  with  Recovery,”  by 
Dr.  Benjamin  Archer;  discussion  by  Dr.  Solomon 
Krell;  “Gall-bladder  Disease  Simulating  Psycho- 
neurosis,” by  Dr.  Samuel  Weiskopf;  discussion 
by  Dr.  Benjamin  Sherwin;  “Orchiectomy  for 
Carcinoma  of  Prostate,”  by  Dr.  Isidor  Palais; 
discussion  by  Dr.  Paul  W.  Aschner. 

General  discussion  was  held  at  the  close  of  the 
program. 

Broome  County 

Dr.  Elton  R.  Dickson  was  re-elected  president 
of  the  Broome  County  Medical  Society  at  their 
annual  dinner  meeting. 

Wives  of  members  of  the  society  now  serving 
in  the  armed  services  were  guests.  Other  mem- 
bers of  the  society’s  auxiliary  also  participated. 
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The  speaker  was  the  Rev.  Earle  Anabel,  assistant 
pastor  of  St.  Thomas  Aquinas  Church,  who  dis- 
cussed the  “Philosophy  of  Humor.” 

Agfa  Ansco  representatives  showed  films  to 
demonstrate  the  latest  advancement  in  colored 
movies. 

Dr.  Frank  G.  Moore,  of  Endicott,  was  elected 
secretary.  Other  officers  are:  assistant  secre- 

tary, Dr.  J.  C.  Zillhardt;  treasurer,  Dr.  Ben  L. 
Matthews;  assistant  treasurer,  Dr.  Leonard  J. 
Flanagan;  chairman  of  the  economics  committee, 
Dr.  Charles  J.  Marshall;  chairman  of  the  legal 
committee,  Dr.  Frank  M.  Dyer;  public  relations 
director,  Dr.  Charles  M.  Allaben;  public  health, 
Dr.  Ralph  M.  Vincent;  milk  commission,  Dr. 
P.  H.  Shaw;  library  chairman,  Dr.  S.  B.  Blakely; 
membership,  Dr.  Ralph  J.  McMahon. 

Dr.  H.  I.  Johnson  and  Dr.  George  C.  Vogt 
were  named  delegates  to  the  1943  annual  meeting 
of  the  State  Society. 

The  board  of  censors  will  include:  Dr.  John  J. 
Cunningham,  of  Binghamton;  Dr.  William  H. 
Hobbs,  of  Binghamton;  Dr.  Silas  D.  Molyneaux, 
of  Binghamton;  Dr.  Frank  G.  Moore,  of  Endi- 
cott; and  Dr.  George  C.  Vogt,  of  Binghamton; 
delegates  to  the  State  Society  will  be:  Dr.  Harry 
I.  Johnston,  of  Binghamton;  and  Dr.  George  C. 
Vogt,  of  Binghamton;  alternate  delegates:  Dr. 
Samuel  M.  Allerton,  of  Binghamton;  and  Dr. 
Frank  M.  Dyer,  of  Binghamton. 

Chautauqua  County 

The  annual  meeting  of  the  county  society  was 
held  on  December  16,  at  the  White  Inn  at  Fre- 
donia,  at  which  time  the  following  officers  were 
elected:  president,  Dr.  C.  Otto  Lindbeck,  of 

Jamestown;  vice-president,  Dr.  Oscar  T.  Barber, 
of  Fredonia;  secretary,  Dr.  Edgar  Bieber;  and 
treasurer,  Dr.  F.  J.  Pfisterer,  both  of  Dunkirk. 

Delegates  to  the  State  Society  are  Dr.  Edgar 
Bieber  and  Dr.  W.  G.  Hayward,  of  Jamestown. 

At  the  scientific  session  following  the  election 
of  officers  a paper  was  given  by  Dr.  Wendell  R. 
Ames,  Health  Commissioner  of  Cattaraugus 
County,  on  “Factors  in  the  Development  of 
Typhoid  Carrier  Stage.”  As  an  added  attraction 
a sound  film  on  otitis  media  was  presented. 

Chemung  County 

Dr.  Florence  S.  Hassett  was  elected  president 
of  the  Chemung  County  Medical  Society  at  a 
meeting  on  December  9 at  the  Arnot-Ogden  Hos- 
pital. 

Others  named  were  vice-president,  Dr.  R. 
Scott  Howland;  secretary,  Dr.  John  H.  Burke, 
Jr.;  treasurer,  Dr.  M.  Frederick  Butler. 

Dr.  Howland  was  substituted  in  the  nomina- 
tion for  Dr.  S.  L.  Larson,  who  was  called  into 
Army  service.* 

Chenango  County 

The  138th  annual  meeting  of  the  Chenango 
County  Medical  Society  was  held  at  the  Scin- 
tilla restaurant  in  Sidney  on  December  9.  A 
steak  dinner  was  served  to  about  forty  members 
and  guests. 

At  the  business  session  the  following  officers 
were  chosen : 

President,  Dr.  William  P.  Elliott,  of  New  Ber- 
lin; vice-president,  Dr.  E.  F.  Gibson,  of  Norwich; 


♦Asterisk  indicates  item  is  from  local  newspaper. 


secretary  and  treasurer,  Dr.  John  H.  Stewart,  of 
Norwich;  member  of  board  of  censors,  Dr.  John 
A.  Hollis,  of  Norwich. 

Dr.  A.  K.  Benedict  of  Sherburne  was  named 
as  a delegate  to  the  State  Society,  with  Dr.  J. 
M.  Crumb,  of  South  Otselic,  as  alternate. 

Committee  chairmen  for  the  Society  appointed 
for  the  coming  year  are:  legislation,  Dr.  J.  M. 
Crumb;  economics,  Dr.  Edward  Danforth,  of 
Sidney;  public  health  and  education,  Dr.  E.  F. 
Gibson;  maternal  welfare,  Dr.  C.  D.  Meacham; 
and  committee  on  tuberculosis,  Dr.  A.  K.  Bene- 
dict, of  Sherburne. 

Dr.  Elliott  presided  at  the  meeting  in  the  ab- 
sence of  Dr.  Ben  Dodge,  of  Bainbridge,  who  is 
now  in  military  service. 

A resolution  offered  by  Henry  M.  Champion, 
president  of  the  Chenango  County  Taxpayers 
Association,  advocating  the  closing  of  Brookside 
Crest  at  Sherburne  was  read  at  the  meeting.  The 
communication  was  placed  on  the  table  with  no 
action  being  taken. 

Following  the  meeting  the  physicians  were 
taken  on  a trip  of  inspection  of  the  Scintilla 
plant.  * 

Clinton  County 

Officers  of  the  Medical  Society  of  the  County 
of  Clinton  for  1943  are:  president,  Dr.  Sidney 
Mitchell;  vice-president,  Dr.  Phillip  B.  Barton; 
secretary-treasurer,  Dr.  T.  A.  Rogers;  and  cen- 
sors: Drs.  L.  H.  Caswell,  C.  D.  Silver,  and 

Aaron  Davis. 


The  committee  minora  of  the  county  society 
held  a business  meeting  on  December  16,  following 
a dinner  which  was  served  at  the  American  Legion 
Home. 

Physicians  named  to  attend  the  dispensary  at 
the  Clinton  County  Home  during  the  coming 
year  were:  Dr.  E.  W.  Sartwell,  of  Peru;  Dr. 
Aaron  Davis,  of  Mooers;  Dr.  A.  Z.  Speare,  of 
Altona;  and  Dr.  Phillip  Barton,  of  Amsterdam.* 

Erie  County 

The  Buffalo  War  Council  has  ratified  the  ap- 
pointment of  the  following  doctors,  by  Dr. 
G.  Nelson  Russell,  chairman,  to  the  Health  Pre- 
paredness Committee:  Dr.  Harold  F.  R.  Brown, 
chairman  of  Emergency  Medical  Division,  War 
Council;  Dr.  Harvey  Hoffman,  Erie  County 
Medical  Society;  Dr.  George  Slotkin,  Buffalo 
Academy  of  Medicine;  Dr.  Leslie  Murray, 
Eighth  District  Dental  Society;  Dr.  William  T. 
Clark,  Edward  J.  Meyer  Memorial  Hospital  su- 
perintendent; Dr.  Archibald  S.  Dean,  state  dis- 
trict health  officer;  Dr.  Stockton  Kimball,  Coun- 
cil of  Social  Agencies,  Health  Division;  Dr.  Roy 
L.  Scott,  Buffalo  Chapter,  American  Red  Cross; 
Dr.  Albert  H.  Garvin,  Buffalo  Tuberculosis  As- 
sociation. * 


A plea  that  doctors  “strive  to  maintain  the  de- 
cent independence  of  our  profession”  during  the 
period  of  social  readjustment  following  the  war 
was  sounded  on  December  23  by  Dr.  Harvey  P. 
Hoffman  in  his  final  address  as  president  of  the 
Medical  Society  of  the  County  of  Erie. 

Dr.  Hoffman  addressed  the  society  in  Hotel 
Statler  at  the  annual  meeting,  which  unani- 
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mously  elected  Dr.  Harold  F.  R.  Brown,  first 
vice-president,  to  succeed  Dr.  Hoffman  in  1943. 

In  reviewing  the  contributions  of  the  society 
and  individual  members  to  the  war  effort,  Dr. 
Hoffman  reported  that  302  Erie  County  physi- 
cians, of  whom  198  are  society  members,  al- 
ready have  gone  into  armed  service. 

Other  officers  chosen  besides  Dr.  Brown  are: 
first  vice-president,  Dr.  John  D.  Naples;  second 
vice-president,  Dr.  Patrick  H.  J.  Buckley;  sec- 
retary, Dr.  Louise  W.  Beamis-Hood;  treasurer, 
Dr.  Ralph  M.  DeGraff;  board  of  censors:  Dr. 
Elmer  T.  McGroder,  Dr.  Francis  E.  Fronczak, 
Dr.  Charles  W.  Bethune,  Dr.  Eugene  M.  Sullivan, 
and  Dr.  John  C.  Brady;  delegates  to  the  State 
Society:  Dr.  Alfred  H.  Noehren,  Dr.  Joseph  C. 
O’Gorman,  Dr.  Brady,  and  Dr.  Thurber  LeWin; 
alternates:  Dr.  John  T.  Donovan,  Dr.  Norman 
C.  Bender,  Dr.  Harold  B.  Johnson,  and  Dr. 
Mary  T.  Kazmierczak;  chairmen  of  standing 
committees:  Dr.  Edmund  A.  Mackey,  legisla- 

tion; Dr.  John  W.  Kohl,  public  health;  Dr.  Por- 
ter A.  Steele,  economics;  and  Dr.  Arthur  F. 
Glaeser,  membership.* 

Franklin  County 

Officers  elected  recently  to  head  the  medical 
society  of  Franklin  County  for  1943  include: 

President,  Dr.  Francis  B.  Trudeau,  of  Saranac 
Lake;  vice-president,  Dr.  Bruce  T.  Smith,  of 
Fort  Covington;  secretary-vice-president,  Dr. 
Philip  Gorman,  of  Fort  Covington;  second  treas- 
urer, Dr.  Daisy  Van  Dyke,  of  Malone;  censor 
(three-year  term),  Dr.  Philip  Gorman;  state 
delegate,  Dr.  C.  C.  Trembley,  of  Saranac  Lake; 
alternate  delegate,  Dr.  J.  E.  White,  of  Malone; 
and  legislative  committee,  Dr.  C.  C.  Trembley, 
chairman,  Dr.  J.  W.  Kissane,  of  Malone,  and 
Dr.  E.  M.  Austin,  of  Tupper  Lake. 

Genesee  County 

Dr.  Ward  B.  Manchester,  of  Batavia,  was 
elected  president  of  the  Genesee  County  Medical 
Society,  succeeding  Dr.  Raymond  L.  Warn  of 
Oakfield,  at  a meeting  of  the  society  held  at  the 
Batavia  Club.  Dr.  Irwin  A.  Cole,  of  Batavia, 
was  named  vice-president,  and  Dr.  Peter  J.  Di 
Natale  was  renamed  secretary  and  treasurer. 

Herkimer  County 

Dr.  Byron  G.  Shults  was  re-elected  president 
of  the  county  society  at  the  136th  annual  meeting 
on  December  8.  Dr.  Shults  named  the  following 
executive  committee:  Dr.  F.  C.  Sabin,  of  Little 
Falls;  Dr.  F.  H.  Moore  and  Dr.  A.  L.  Fagan,  of 
Herkimer;  Dr.  F.  B.  Conterman,  of  Ilion;  and 
Dr.  A.  B.  Santry,  of  Little  Falls. 

Other  officers  elected  were:  vice-president, 

Dr.  N.  D.  Lill,  of  Dolgeville;  second  vice-presi- 
dent, Dr.  D.  F.  Aloisio,  of  Herkimer;  third  vice- 
president,  Dr.  F.  M.  Neuendorfer,  of  Mohawk; 
secretary,  Dr.  Sabin;  treasurer,  Dr.  Fagan;  li- 
brarian, Dr.  G.  S.  Eveleth,  of  Little  Falls;  cen- 
sors: Dr.  Moore,  Dr.  Sabin,  Dr.  Harold  F.  Buck- 
bee,  of  Dolgeville,  Dr.  Harry  J.  Sheffield,  of 
Frankfort,  and  Dr.  C.  C.  Whittemore,  of  Ilion. 

Dr.  T.  Wood  Clarke,  of  Utica,  historian,  spoke 
on  “Fairfield  Medical  School,”  recalling . many 
incidents  which  occurred  on  the  campus  of  a once 
prosperous  educational  institution,  abandoned 
since  the  turn  of  the  century. 


Kings  County 

The  Associated  Physicians  of  Long  Island  will 
hold  their  annual  meeting  on  January  30. 

The  scientific  and  business  session  will  be  held 
at  the  Methodist  Hospital,  where  it  is  planned  to 
have  clinics  in  the  morning.  After  luncheon 
there  will  be  an  inspection  of  the  New  Buckley 
Pavilion.  The  scientific  session  will  take  place 
at  3:00  p.m.  Several  short  papers  on  various  top- 
ics will  be  presented,  followed  by  discussion. 

At  the  business  meeting,  after  the  afternoon 
program,  the  annual  election  of  officers  will  take 
place. 

The  annual  dinner  will  be  held  at  6:30  p.m. 
at  the  Montauk  Club.  Members  are  reminded  to 
reserve  the  date. — Bull.  Med.  Soc.  Kings  Co. 


The  Stated  Meeting  of  the  county  society  was 
held  on  Tuesday  evening,  December  15,  at  8:45 
p.m.  in  the  McNaughton  Auditorium. 

The  scientific  program  and  speakers  included: 
“Management  of  the  Gynecological  Cancer  Pa- 
tient,” by  William  P.  Healy,  M.D.,  F.A.C.S., 
F.A.C.R.,  of  New  York  City;  and  “Chronicity — 
A Mortality  Factor  in  Gall  Bladder  Surgery” 
(illustrated  by  lantern  slides),  by  Chas.  Gordon 
Heyd,  M.D.,  F.A.C.S.,  of  New  York  City. 


The  acquisition  by  the  society  of  a long  needed 
public  address  system  was  made  possible  by 
members  of  the  staff  of  the  Jewish  Hospital  at 
the  instigation  of  Dr.  Abraham  D.  Segal. — Bull. 
Med.  Soc.  Kings  Co. 

Madison  County 

The  following  members  were  elected  to  office 
in  the  Madison  County  Medical  Society  for 
1943: 

President,  J.  W.  Thro,  M.D.,  of  Hamilton; 
vice-president,  A.  E.  Broga,  M.D.,  of  Oneida; 
secretary,  Felix  Ottaviano,  M.D.,  of  Oneida; 
treasurer,  J.  D.  Boyd,  M.D.,  of  Chittenango. 

The  Society  has  had  four  Post-graduate  Lec- 
tures. They  have  been  well  presented  and  very 
well  received.  Attendance  has  been  fair,  con- 
sidering the  number  of  physicians  left  in  the 
county  and  the  work  that  they  have  to  do  at  this 
time. 

We  are  happy  to  hear  that  Lee  S.  Preston,  sec- 
retary of  the  society  for  many  years,  has  been  ap- 
pointed to  the  office  of  Field  Director,  Division 
of  Health  Preparedness  Committees,  in  Albany. — 
Felix  Ottaviano , M.D. , Secretary. 

Montgomery  County 

Dr.  Nicholas  T.  Lombardi,  of  Amsterdam,  was 
elected  president  of  the  county  society  at  the  an- 
nual meeting  held  on  December  15  at  the  Elks 
Club.  Other  officers  named  were:  vice-presi- 

dent, Dr.  Alton  J.  Spencer,  of  Canajoharie;  sec- 
retary, Dr.  Peter  J.  Lucas,  of  Amsterdam;  treas- 
urer, Dr.  Melvin  T.  Woodhead,  of  Amsterdam. 

Dr.  Lombardi  succeeds  the  late  Dr.  James  M. 
Bernhard,  and  the  new  secretary  is  successor  to 
Dr.  Roger  Conant,  now  with  the  Army  Medical 
Corps. 

There  were  no  speakers,  the  session  following  a 
dinner  being  devoted  to  the  reading  of  annual  re- 
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ports  and  discussion  of  current  war  conditions  in 
medical  practice.* 

New  York  County 

At  the  last  1942  meeting  of  the  county  society, 
on  December  28,  Major  General  Basilio  J.  Val- 
des, Chief  of  Staff  of  the  Philippine  Army,  de- 
scribed “War  in  the  Philippines  from  a Surgeon’s 
Viewpoint.” 

An  award  of  Citation  of  Merit  was  made  to  Dr. 
William  B.  Rawls  by  Col.  Samuel  Kopetzky, 
Medical  Director  of  Selective  Service,  New  York 
Area. 


The  following  New  Yorkers  received  awards 
for  scientific  exhibits  at  the  American  Congress 
of  Physical  Therapy:  the  silver  medal  to  Drs. 
Karl  Harpuder  and  Irwin  D.  Stein,  of  Monte- 
fiore  Hospital,  for  photographs  of  minute  blood 
vessels;  the  bronze  medal  to  Dr.  Kristian  G. 
Hansson  and  Miss  Florence  Liljander,  of  the 
Hospital  for  Special  Surgery,  for  exercises  for 
low-back  strain;  honorable  mention  to  Dr. 
Joseph  Kovacs,  of  the  New  York  Post-Graduate 
Medical  School  and  Hospital,  for  diagnosis  and 
treatment  of  leg  ulcers. — J.  Med.  Soc.  Co. 

We  should  like  to  quote  this  editorial  entitled 
“The  Ramirez  Administration,”  from  the  Journal 
of  the  Medical  Society  of  the  County  of  New  York , 
December  26: 

Probably  no  one  ever  assumed  the  presidency  of  the 
Medical  Society  of  the  County  of  New  York  under 
more  trying  circumstances  than  Dr.  Maximilian  A. 
Ramirez.  Our  entry  into  the  war  deposited  many  new 
duties  and  problems  on  the  doorstep  of  organized  medi- 
cine. Its  multifarious  peacetime  activities  had  also  to 
be  continued.  At  the  same  time  there  was  a continuous 
loss  of  experienced  committee  heads  and  members  to 
the  armed  forces. 

Despite  these  difficulties,  Dr.  Ramirez  and  his  co- 
workers achieved  greatly.  The  Committee  on  Medical 
Preparedness  helped  to  mobilize  the  profession  both  for 
military  service  and  for  civilian  Emergency  Medical 
Care.  Problems  arising  out  of  the  rationing  of  tires  and 
gasoline  were  ironed  out  with  the  proper  authorities  as 
they  arose.  . 

In  spite  of  the  pressure  of  wartime  tasks,  the  Ramirez 
administration  not  only  continued  but  expanded  the 
county  society’s  normal  activities.  One  of  its  out- 
standing achievements  was  the  organization  of  the  Blood 
and  Plasma  Exchange  Bank.  Conceived  during  Dr. 
Alfred  M.  Heilman’s  presidency,  the  plan  was  completed 
and  put  into  operation  this  year,  with  already  manifest 
improvement  in  the  supply  of  blood  and  plasma  to  the 
needy  sick.  Its  ultimate  benefits  promise  to  extend  far 
beyond  the  boundaries  of  New  York  County. 

In  the  course  of  the  year,  a number  of  medical  service 
plans  were  studied  and  action  taken  on  them.  Com- 
munity Medical  Care,  Inc.,  was  not  approved;  the  “B” 
plan  ot  the  Group  Health  Cooperative,  Inc.,  was.  Active 
support  was  given  to  the  Medical  Expense  Fund  of  New 
York. 

In  recognition  of  the  need  for  more  effective  public 
contacts,  the  Radio  Committee  was  reorganized  and  its 
activities  broadened.  Every  effort  was  made  to  further 
the  just  aspirations  of  our  women  physicians.  The 
Journal  was  launched  in  its  present  form. 

The  society  gave  close  cooperation  to  municipal  activi- 
ties in  the  realm  of  medicine  and  public  health:  relations 
were  never  more  friendly  with  the  Health  and  Hospitals 
Departments.  A satisfactory  understanding  was  reached 
with  the  Police  Department  regarding  the  parking  of 
doctors’  cars  and  the  Commissioner  of  Licenses  was 
persuaded  to  rescind  the  specification  of  a one-dollar  fee 
for  the  physical  examination  of  applicants  for  barbers’ 
licenses. 

No  review  of  Dr.  Ramirez’  administration  would  be 
complete  without  reference  to  the  exceptional  quality  of 
the  programs  for  the  stated  meetings  throughout  his 
tenure  of  office.  Unprecedented  attendance  records  bear 
witness  to  the  unfailing  timeliness  and  interest  of  the 
programs  he  arranged. 


Niagara  County 

Friends  have  received  word  that  Dr.  James  S. 
Dawson,  former  Perry  physician,  is  now  practic- 
ing medicine  in  Wilson,  N.  Y.  Dr.  Dawson  has 
been  in  Toronto  and  Little  Current,  Canada,  for 
the  past  few  years.  In  Wilson  he  has  taken  over 
the  practice  of  a physician  now  in  the  service. 

Onondaga  County 

Dr.  James  H.  Bennett  has  been  appointed  sub- 
stitute health  officer  for  the  Village  of  Baldwins- 
ville. 

Dr.  Bennett  was  appointed  to  take  over  the 
duties  of  Dr.  Justin  W.  Mignault,  who  was  re- 
cently granted  a leave  of  absence  by  the  village 
when  he  jointed  the  nation’s  service  with  the 
rank  of  assistant  surgeon  under  the  U.  S.  Mari- 
time Commission.* 

Orange  County 

Dr.  Earl  R.  Van  Amburg,  of  Pine  Bush,  was 
elected  president,  Dr.  Walter  I.  Neller,  of  Mid- 
dletown, vice-president,  and  Dr.  Earl  Water- 
bury,  of  Newburgh,  was  re-elected  secretary  and 
treasurer  at  the  annual  meeting  of  the  Orange 
County  Medical  Society. 

Forty-nine  of  the  society’s  170  members  now 
are  in  the  Armed  Forces,  it  was  disclosed.  * 

Rockland  County 

The  Medical  Society  of  the  County  of  Rock- 
land has  elected  the  following  officers  for  1943: 
president,  Dr.  Marjorie  R.  Hopper,  of  Nyack; 
vice-president,  Dr.  Harold  S.  Heller,  of  Spring 
Valley;  treasurer,  Dr.  Dean  Miltimore,of  Nyack; 
secretary,  Dr.  A.  N.  Selman,  of  Spring  Valley. 

Dr.  Hopper  is  the  first  woman  to  be  elected 
president  of  the  Rockland  County  Medical  So- 
ciety. She  is  the  health  officer  of  the  town  of 
Clarkstown,  physician  for  the  Nyack  public 
schools  and  the  Upper  Nyack  public  schools,  and 
is  a staff  member  of  the  Nyack  Hospital,  where 
she  is  an  associate  in  obstetrics. 

She  was  graduated  from  Smith  College  and 
Cornell  Medical  School  and  served  her  interne- 
ship  at  the  New  York  Infirmary  for  Women  and 
Children.  Besides  taking  care  of  her  private 
practice  she  keeps  house  and  has  two  children. 
She  is  the  wife  of  Ivin  Sickles,  an  artist.  * 

Schenectady  County 

The  first  mercy  emblem  of  the  Medical  and 
Surgical  Relief  committee  in  Schenectady  County 
has  been  presented  to  Dr.  William  F.  Nealon, 
president  of  the  county  society,  by  Mrs.  William 
M.  Mallia,  chairman  of  public  relations  and  act- 
ing chairman  of  the  Medical  and  Surgical  Re- 
lief drive;  Mrs.  Charles  F.  Rourke,  president  of 
the  woman’s  auxiliary  of  the  county  medical  so- 
ciety; and  Dr.  Joseph  Peter  Houget,  of  New 
York,  national  medical  director  of  the  Medical 
and  Surgical  Relief  Committee. 

An  emergency  medical  field  service  set  was  pre- 
sented to  Dr.  James  M.  Blake,  chief  of  the  Sche- 
nectady emergency  medical  service,  by  Mrs. 
Burke  and  Mrs.  Mallia,  at  Glenridge  Sanitarium. 
Dr.  Houget  also  attended  the  ceremony.* 

Schuyler  County 

County  society  officers  elected  for  1943  at  the 
annual  meeting  are:  president,  Dr.  John  W. 
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Burton,  of  Mecklenburg;  vice-president,  Dr.  W. 
Merscher,  of  Watkins  Glen;  secretary-treasurer, 
Dr.  Oakley  A.  Allen,  of  Watkins  Glen;  delegate 
to  the  State  Society,  Dr.  C.  W.  Schmidt,  of  Bur- 
dett;  alternate,  Dr.  William  C.  Stewart,  of  Wat- 
kins Glen;  censors,  all  members. 

Appointed  to  committees  are  the  following: 
medical  preparedness  and  defense,  Drs.  J.  W. 
Burton,  W.  C.  Stewart,  and  0.  A.  Allen;  com- 
pensation secretary,  Dr.  Allen;  arbitration  of 
bills,  Dr.  A.  H.  Jackson,  of  Watkins  Glen;  hos- 
pital committee,  Drs.  Schmidt  and  Allen;  ma- 
ternal welfare,  Dr.  P.  F.  Willwerth,  of  Montour 
Falls;  deaf  and  hard  of  hearing,  Dr.  Jackson; 
public  health,  medical  education,  tuberculosis, 
and  schools,  Dr.  Allen;  public  relations,  Dr.  Will- 
werth; and  legislative,  Dr.  Burton. 

Seneca  County 

Seneca  County  Medical  Society  officers  elected 
for  1943  at  the  annual  meeting  on  October  8 are: 
president,  Dr.  Roy  E.  Wallace,  of  Seneca  Falls; 
vice-president,  Dr.  W.  M.  Pamphilon,  of  Wil- 
lard; censors:  Drs.  R.  F.  Gibbs,  of  Seneca  Falls; 
E.  P.  McWayne,  of  Fayette;  and  F.  W.  Lester, 
of  Seneca  Falls;  and  secretary-treasurer,  Dr. 
Lester. 

Committees  appointed  for  the  year  include: 
comitia  minora:  Drs.  Wallace,  Pamphilon,  Les- 
ter, Gibbs,  and  McWayne;  procurement  and 
assignment  committee:  Dr.  Pamphilon,  Dr.  J. 

G.  Gordon,  of  Ovid,  and  Dr.  Wallace;  legislative 

committee:  Dr.  Lester  and  Dr.  A.  F.  Baldwin, 
of  Waterloo;  public  relations:  Dr.  E.  M.  Well- 
bery,  of  Waterloo,  and  Dr.  Gibbs;  compensation 
committee:  Dr.  Baldwin,  and  Dr.  A.  Letellier, 
of  Seneca  Falls;  economics  committee:  Drs. 

Gibbs  and  Wallace;  public  health  committee: 
Dr.  G.  M.  Brandt,  of  Seneca  Falls,  Dr.  S.  B. 
Folts,  of  Lodi,  and  Dr.  Lester. 

Tioga  County 

The  entire  slate  of  officers  of  the  county  so- 
ciety was  re-elected  at  the  annual  dinner  meeting 
held  on  December  9 at  the  Green  Lantern  Inn, 
when  Dr.  Hugh  S.  Gregory,  superintendent  of 
the  Binghamton  State  Hospital,  was  the  principal 
speaker. 

Dr.  J.  B.  Schamel,  of  Waverly,  will  serve  as 
president  for  another  year.  His  associate  officers 
are  as  follows:  vice-president,  Dr.  Hiram  L. 

Knapp,  Jr.,  of  Newark  Valley;  secretary-treas- 
urer, Dr.  Ivan  N.  Peterson,  of  Owego;  delegate 
to  the  State  Society,  Dr.  Corbett  S.  Johnson,  of 
Spencer;  alternate,  Dr.  Fred  K.  Shaw,  of  Wav- 
erly; censors:  Dr.  F.  A.  Carpenter  and  Dr.  F. 

H.  Spencer,  of  Waverly,  and  Dr.  John  Jakes,  of 
Candor. 

Introduced  by  Dr.  A.  J.  Capron,  of  this  vil- 
lage, Dr.  Gregory  delivered  a most  interesting 
and  informative  address,  dealing  principally  with 
the  activities  at  the  State  Hospital. 

The  annual  meeting  was  preceded  by  a dinner 
served  at  6: 30  o’clock,  and  after  the  business  ses- 
sion an  hour  of  relaxation  and  general  sociability 
was  enjoyed.* 

Tompkins  Couaty 

The  following  officers  were  elected  at  the  an- 
nual meeting  of  the  Tompkins  County  Medical 
Society,  held  in  the  Ithaca  Hotel  on  December 
16:  president,  Dr.  J.  N.  Frost;  vice-president, 


Dr.  R.  H.  Broad;  secretary-treasurer,  Dr.  W. 
Wilson;  censors:  Dr.  R.  Douglass,  Dr.  L.  P. 
Larkin,  Dr.  D.  Robb,  Dr.  L.  H.  Speno,  and  Dr. 
H.  J.  Wilson,  all  of  Ithaca;  delegate  to  the  State 
Society  will  be  Dr.  L.  P.  Larkin,  who  holds  the 
office  for  the  second  year. 

Dr.  Ernest  J.  Simmons,  associate  professor  of 
Slavic  languages  and  literatures  at  Cornell  Uni- 
versity, addressed  the  society  on  Russia’s  in- 
ternational relations.  * 

Ulster  County 

The  following  item  was  clipped  from  the  Sau- 
gerties  Post : 

“Dr.  Alfred  Berger  has  opened  an  office  in 
Tannersville.  A graduate  of  the  University  of 
Vienna  in  1919,  Dr.  Berger  spent  two  years  in 
England  before  arriving  in  the  United  States 
with  his  wife  in  1940.  He  holds  a New  York 
State  medical  license.  While  vacationing  in  a 
nearby  Catskill  resort  he  learned  of  the  vacancy 
in  Tannersville  and  decided  to  open  an  office  for 
practice  there.” 

Warren  County 

Officers  elected  at  a meeting  of  the  county  so- 
ciety include:  president,  Dr.  Burke  Diefendorf, 
of  Glens  Falls;  vice-president,  Dr.  James  A. 
Glenn,  of  North  Creek;  secretary-treasurer,  Dr. 
Morris  Maslon,  of  Glens  Falls;  censors:  Drs.  W. 
W.  Bowen,  Dwight  Sawyer,  and  Floyd  Palmer, 
all  of  Glens  Falls. 

Washington  County 

Committee  members  appointed  at  the  annual 
meeting  of  the  county  society  whose  names  were 
not  included  in  the  list  of  officers  published  in  the 
December  15  issue  are : committee  on  workmen’s 
compensation,  Dr.  W.  S.  Bennett,  of  Granville; 
committee  on  preparedness:  Drs.  E.  V.  Farrell, 
of  Whitehall;  V.  K.  Irvine,  of  Granville;  R.  E. 
Borrowman,  of  Ft.  Edward;  and  D.  M.  Vickers 
of  Cambridge. 

Wayne  County 

Dr.  Ralph  Sheldon,  of  Lyons,  was  elected  presi- 
dent of  the  Wayne  County  Medical  Society  for 
1943  at  its  annual  meeting  held  on  December  9 in 
Lyons.  He  succeeds  Dr.  James  L.  Davis,  of 
Newark,  who  was  president  the  past  two  years 
and  secretary-treasurer  the  previous  seven  years. 

Other  officials  elected  are:  first  vice-presi- 

dent, Dr.  D.  F.  Johnson,  of  Newark;  second  vice- 
president,  Dr.  George  W.  Pasco,  of  Wolcott; 
secretary-treasurer,  Dr.  Thomas  Hobbie,  of 
Sodus  (re-elected). 

Annual  reports  were  read  and  the  doctors  en- 
joyed a color  movie  showing  the  latest  wartime 
plastic  surgery  work  in  England.* 

Westchester  County 

Dr.  George  C.  Adie,  of  New  Rochelle,  re- 
cently re-elected  president  of  the  Westchester 
County  Medical  Society,  has  announced  the  se- 
lection of  committee  chairmen  for  the  coming 
year. 

The  public  health  committee  will  serve  under 
the  chairmanship  of  Dr.  John  B.  Ahouse,  of 
Yonkers;  Dr.  Waring  Willis,  of  Bronxville,  will 
be  chairman  of  the  legislative  committee;  Dr.  E. 
Leslie  Burwell,  of  New  Rochelle,  chairman  of  the 
public  relations  committee;  Dr.  Robert  B.  Archi- 
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bald,  of  Bedford  Hills,  retains  the  chairmanship 
of  the  medical  economics  committee;  Dr.  Gilbert 
Dalldorf,  of  Grasslands  Hospital,  will  again  serve 
as  chairman  of  the  scientific  committee. 

Dr.  Morton  Ryder,  of  Rye,  has  accepted  the 
chairmanship  of  the  hospital  committee;  Dr. 
Harris  W.  Campbell  of  White  Plains,  of  the  mem- 
bership committee;  Dr.  Isadore  Zadek,  of  Mount 
Vernon,  of  the  workmen’s  compensation  commit- 
tee, and  Dr.  Erich  H.  Restin,  of  Mount  Vernon, 
wall  again  act  as  chairman  of  the  medical  pre- 
paredness committee,  a post  which  he  has  held 
since  the  beginning  of  the  emergency. 

In  addition,  Dr.  Adie  has  announced  the  ap- 
pointment of  chairmen  of  special  committees,  as 
follows:  Dr.  James  Denton,  of  New  Rochelle, 
will  continue  as  chairman  of  the  special  committe 
on  cancer;  Dr.  William  G.  Childress,  of  Grass- 
lands Hospital,  will  again  serve  as  chairman  of 
the  special  tuberculosis  committee;  and  Dr.  Al- 
fred C.  Emmel,  of  Mount  Vernon,  continues  as 
chairman  of  the  special  maternal  welfare  com- 
mission. 

Dr.  Elton  G.  Littell,  of  Yonkers,  has  been  ap- 
pointed chairman  of  the  special  committee  on  the 
school  health  program;  Dr.  H.  H.  Stevens,  of 
Yonkers,  has  been  appointed  chairman  of  the 
special  committee  on  medical-pharmaceutical  re- 
lations; and  Dr.  Clarence  O.  Cheney,  of  the  New 


York  Hospital,  Westchester  Division  in  White 
Plains,  will  resume  the  chairmanship  of  the  spe- 
cial committee  on  mental  health.* 


Delegates  to  the  State  Society  also  elected 
recently  are:  Dr.  Arthur  F.  Heyl,  of  New  Ro- 
chelle; Dr.  Erich  H.  Restin,  of  Mount  Vernon; 
Dr.  Ralph  T.  B.  Todd,  of  Tarrytown;  Dr.  Lau- 
rance  D.  Red  way,  of  Ossining;  and  Dr.  Andrew 
A.  Eggston,  of  Mount  Vernon;  and  alternate 
delegates:  Dr.  C.  J.  F.  Parsons,  of  Dobbs  Ferry; 
Dr.  Ashley  B.  Morrill,  of  Bronxville;  Dr.  Henry 
J.  Vier,  of  White  Plains;  Dr.  Robert  W.  Helm, 
of  Ossining;  and  Dr.  Robert  B.  Archibald,  of 
Bedford  Hills. 

Wyoming  County 

Newly  elected  officers  of  the  Medical  Society 
of  the  County  of  Wyoming  are:  president,  Dr. 
G.  A.  McQuilkin,  Varysburg;  vice-president, 
Dr.  G.  S.  Baker,  of  Castile;  secretary-treasurer, 
Dr.  G.  W.  Nairn,  of  Warsaw;  delegate,  Dr.  H. 
S.  Martin,  of  Warsaw;  alternate,  Dr.  G.  S. 
Baker,  of  Castile;  censors,  Dr.  Mary  T.  Greene, 
of  Castile;  Dr.  L.  H.  Humphrey,  of  Silver 
Springs;  Dr.  G.  A.  McQuilkin,  of  Varysburg: 
and  tuberculosis  committee,  Dr.L.H.  Humphrey, 
chairman. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

William  E.  Barron 

76 

P.&S.,  Balt. 

December  21 

Addison 

Solomon  Beck 

76 

P.&S.,  N.Y. 

December  26 

Manhattan 

Ella  Mary  Bergtold 

58 

Buffalo 

November  17 

Bowmansville 

Raymond  L.  Cooley 

50 

Buffalo 

December  22 

Buffalo 

Arland  L.  Darling 

72 

Buffalo 

December  13 

Corning 

Helen  Gyori 

71 

Budapest 

November  6 

Bronx 

Charles  E.  Hirsh 

82 

Pennsylvania 

November  4 

Brooklyn 

Henry  H.  Mayne 

78 

Buffalo 

December  17 

Lockport 

John  F.  Myers 

79 

P.&S.,  N.Y. 

December  26 

Sodus 

Arthur  M.  Phillips 

64 

Buffalo 

December  16 

Manhattan 

John  Plunkett 

82 

N.Y.  Univ. 

December  21 

Freeport 

Harry  K.  Reynolds 

57 

Univ.  & Bell. 

December  29 

Brooklyn 

Arthur  S.  Ruland 

74 

Syracuse 

December  23 

Syracuse 

Gustav  Sass 

38 

Vienna 

December  27 

Bronx 

A.  Noah  Schiller 

58 

P.&S.,  N.Y. 

December  17 

Manhattan 

Charles  A.  Van  der  Beek 

79 

N.Y.  Univ. 

December  15 

Rochester 

Stella  C.  Venable 

84 

Buffalo 

November  5 

Geneseo 

SCIENTISTS  TO  ADVISE  NBC 
Formation  of  a committee  of  three  scientists  to 
study  network  broadcasting  from  the  standpoint 
of  morale  and  public  health  was  announced  re- 
cently by  Niles  Trammell,  president  of  the 
National  Broadcasting  Company.  The  com- 
mittee’s members  will  act  as  permanent  consult- 
ants to  NBC  and  make  recommendations  on 
how  the  network  may  better  its  efforts  to  pro- 
mote national  welfare  and  aid  the  war. 


Members  of  the  committee,  whose  work  will 
be  supervised  by  Dr.  James  Rowland  Angell, 
public  service  counselor  to  NBC,  are  Dr  .Morris 
Fishbein,  who  will  serve  as  chairman;  Dr. 
Henry  R.  Viets,  Boston  neurologist  and  lec- 
turer at  the  Harvard  Medical  School;  and  Dr. 
Winfred  Overholser,  professor,  of  psychiatry  at 
the  School  of  Medicine  of  George  Washington 
University. 


Hospital  News 


Lessons  Learned  from  the  Boston  Fire 


IN  their  article  entitled  “The  Cocoanut  Grove 
Disaster  in  Boston,"  which  appeared  in  the 
December  26  issue  of  the  J.A.M.A. , Drs.  N.  W. 
Faxon  and  E.  D.  Churchill,  Director  and  Chief, 
respectively,  of  the  West  Surgical  Service  of  the 
Massachusetts  General  Hospital,  have  set  forth 
several  suggestions  for  the  establishment  of  a 
catastrophe  organization  for  all  hospitals.  Among 
other  things,  they  advise: 

1.  “A  w'ell-planned  and  organized  telephone 
service  to  notify  hospital  administration,  staff, 
maintenance,  and  department  heads." 

2.  “The  immediate  examination  and  separa- 
tion of  the  living  and  dead  at  the  very  entrance 
of  the  hospital.  . . . Twro  medical  house  officers 
were  stationed  at  the  door  for  this  purpose." 

3.  “The  organization  and  division  of  staff  and 
nurses  into  teams  for  the  undressing  of  patients, 
the  care  of  clothes  and  valuables,  the  adminis- 
tration of  morphine,  the  treatment  of  shock, 
dressing  of  burns  and  wounds,  oxygen  therapy, 
and  surgical  procedures." 

4.  The  assignment  of  experts  to  the  scene 


of  a disaster  in  order  to  determine  the  nature  of 
the  trauma,  the  presence  of  noxious  fumes,  etc., 
as  an  aid  to  the  treatment  of  casualties.  Im- 
mediate examination  of  the  dead  should  also 
be  started  as  a further  means  of  assisting  in  the 
treatment  of  the  living. 

5.  The  establishment  of  an  emergency 
morgue.  Consecutively  numbered  tags,  bearing 
the  date  and  hour  of  arrival,  should  be  attached 
to  the  w'rist  of  each  body.  In  making  identi- 
fications, only  one  group  should  be  admitted  at  a 
time. 

Because  they  had  been  prepared  for  emer- 
gency wTork  through  the  operation  of  Civilian 
Defense  organizations,  the  directors  of  the 
Massachusetts  General  Hospital  wrere  ready  to 
handle  the  catastrophe,  but  in  ordinary  times 
such  organization  might  not  have  been  so  well 
established.  As  the  authors  point  out,  plans 
for  the  handling  of  emergency  disasters  must 
be  made  in  every  hospital,  for  “an  emergency 
anticipated  and  prepared  for  ceases  to  become 
an  emergency." 


New  York  Nurses  in  Africa 


AMONG  the  United  States  Army  nurses  wTho 
have  arrived  in  North  Africa  are  52  women 
from  Newr  York,  all  members  of  the  Roosevelt 
Hospital  unit.  The  nurses  are  under  the  com- 
mand of  Second  Lieutenant  Edith  Frewr,  wTho 
recently  reported  by  letter  to  the  Roosevelt 
Hospital  on  activities  of  the  unit. 

The  unit  includes  representatives  of  nine 
New  York  hospitals — 27  from  Roosevelt  Hos- 
ital;  6 from  Doctors’  Hospital;  5 from  Lee’s 
anitarium;  3 from  City  Hospital,  Welfare 
Island;  1 each  from  Flower-Fifth  Avenue  Hos- 


pital, Bellevue,  St.  Ann’s  Maternity  Hospital, 
and  Manhattan  Ear,  Nose,  and  Throat  Hospital; 
and  2 from  Queens  General  Hospital,  Ja- 
maica. 

The  unit,  also  including  32  doctors,  was  organ- 
ized in  February  by  Lt.  Col.  Frank  B.  Berry, 
surgeon  on  the  Roosevelt  Hospital  staff,  and  left 
for  overseas  duty  in  September,  after  participa- 
tion in  maneuvers  in  North  Carolina.  In  October 
the  unit  arrived  in  England,  wffiere  Lt.  Col. 
William  E.  Stone,  of  the  Missouri  National 
Guard,  assumed  command. 


Improvements 


According  to  the  Watertowm  Times  of  Decem- 
ber 26: 

“Nothing  stands  in  the  wray  of  early  inaugura- 
tion of  construction  operations  for  Massena’s 
government-contributed  barracks  type  hospital, 
hospital  board  officials  felt  today,  with  receipt 
of  word  from  Congressman  Clarence  E.  Kilburn 
that  a War  Production  Board  approval  of 
needed  priorities  will  be  forthcoming  by  the  first 
of  next  week. 

“A  government  release  of  materials  will  clear 
the  last  obstacle  holding  up  actual  construction,  it 
was  pointed  out,  as  the  necessary  agencies  have 
given  their  approval,  an  architect’s  design  has 
been  accepted,  the  contract  has  been  let,  and 
the  local  board  has  secured  the  tentative  services 
of  personnel  to  staff  the  institution. 

“The  barracks-type  hospital,  considered  an 
emergency  measure  because  of  the  lack  of  critical 
metals  required  for  the  postponed  $300,000  struc- 
ture originally  decided  upon,  wrill  be  constructed 
on  the  rear  of  the  Maple  Street  plot  donated  to 


the  town  last  spring  by  Mayor  and  Mrs.  R.  A. 
Newton. 

“As  demands  of  the  w’ar  procurement  agencies 
cornered  more  and  more  of  metal  building  ma- 
terials, however,  and  the  structure  entered  the 
“off-for-the-duration"  class,  the  hospital  board, 
headed  by  Assemblyman  Allan  P.  Sill,  accepted 
the  government  alternative  of  a temporary  con- 
struction, which  wrould  ease  the  local  burden 
until  normalcy  returned. 

“Since  the  plan  was  accepted,  lumber,  too,  has 
become  a critical  material,  and  the  lack  of  needed 
priorities  remained  the  last  stumbling  block  to 
the  inception  of  actual  construction.’’* 

Construction  of  the  120  buildings  of  the  1,500- 
bed  U.S.  Army  General  Hospital  on  a 165-acre 
tract  in  Burrstone  Road,  Town  of  New'  Hartford, 
will  be  started  at  once,  it  has  been  announced  by 
Maj.  F.  R.  Deland,  engineer  in  charge  of  the 
project  for  the  government. 

* Asterisk  indicates  that  item  is  from  local  newspaper. 
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Virtually  all  the  buildings  will  be  one-story 
farm  structures  and  must  be  completed  by 
April  15. 

The  total  cost  of  the  project  will  be  approxi- 
mately $4, 167,341,  which  includes  $1,700,000 
for  materials  to  be  furnished  by  the  government. 
Already  several  carloads  of  lumber  have  been 
delivered  to  the  site. 

Col.  A.  J.  Canning,  formerly  of  Hawaii,  ar- 
rived several  weeks  ago  to  be  commanding 
officer  at  the  new  hospital,  the  largest  of  its 
kind  in  the  area.* 


With  payment  this  year  of  the  last  note  for 
$4,000,  Dansville  General  Hospital  is  now  free  of 
debt,  according  to  the  report  of  Mrs.  A.  E.  Mal- 
oney, treasurer,  submitted  at  the  annual  hos- 
pital meeting  on  December  2. 

Announcement  was  made  that  because  of  in- 
creased operating  costs  involving  nurses,  labor, 
and  food  purchases,  rates  have  been  increased 
about  one  dollar  daily,  but  in  consideration  of 
a $3,000  annual  appropriation  from  the  Village 
of  Dansville,  a 5 per  cent  discount  is  available 
to  residents  of  the  village.* 


Newsy  Notes 


Kings  County,  Beekman,  and  Bellevue  hos- 
pitals were  among  the  New  York  institutions 
that  gave  Christmas  parties  for  children  this 
year. 

The  usual  Kings  County  children’s  Christmas 
party  was  held  December  19,  with  playlets  and 
presents  and  ice  cream  and  cake- — and  Santa 
Claus.  The  latter  was  played  by  one  of  the  mem- 
bers of  the  staff. 

Excerpts  from  “Doodle  Dandy  of  the  U.  S.  A.,” 
a musical  play,  were  presented  by  Junior 
Programs,  Inc.,  for  the  entertainment  of  nearly 
150  young  patients  in  the  Psychiatric  Auditor- 
ium at  Bellevue  Hospital. 

The  dancing  and  antics  of  Harold  Steen,  who 
played  Doodle  Dandy,  had  the  children  in  high 
glee. 

A Christmas  festival  with  Chinese  overtones 
eradicated  the  hospital  atmosphere  from  the  first 
floor  of  Beekman  Hospital.  Behind  a huge 
Christmas  fireplace,  constructed  in  the  main 
lobby,  were  toys  and  dolls  for  300  children — or 
was  it  “thousands  and  thousands,”  as  it  seemed 
to  Miss  Dorothy  Stickney,  of  “Life  With 
Father,”  in  the  role  of  Mrs.  Santa  Claus,  who 
helped  dispense  the  toys? 

Santa  Claus  himself,  impersonated  by  Dr. 
Carl  Smith,  of  the  hospital  staff,  needed  all  the 
assistance  he  could  get  from  former  Governor 
Alfred  E.  Smith,  a member  of  the  board  of  di- 
rectors; Howard  Lindsay,  of  “Life  With  Father;” 
and  Howard  Cullman,  president  of  the  hospital. 

The  Chinese  atmosphere  was  supplied  by  two 
children  from  Boyer  Street,  Fannie  and  Wil- 
liam Chin,  who  participated  in  a Christmas 
tableau  with  Miss  Stickney  and  Santa  Claus. 
In  a playful  compliment  to  “Life  With  Father,” 
in  which  all  the  children  of  the  cast  have  red  hair, 
the  two  Chinese  children  were  fixed  up  with  red 
wigs.  Theoretically,  they  were  to  help  Mrs. 
Santa  Claus  with  her  chores,  but  the  whole  party 
took  more  pleasure  in  watching  William  teach 
Miss  Stickney  to  say  “Merry  Christmas”  in 
Chinese.  * 


An  article  comprising  the  text  of  an  address 
delivered  by  Dr.  George  M.  Mackenzie,  director 
of  the  Mary  Imogene  Bassett  Hospital  in  Coop- 
erstown,  on  the  subject,  “The  Social  Functions 
of  the  Modern  Hospital,”  at  a regular  meeting 
of  the  Westchester  County  Medical  Society, 
appeared  in  full  in  the  December  issue  of  the 


Westchester  Medical  Bulletin.  A preface  by  the 
editors  follows: 

“The  editors  consider  it  a distinct  privilege 
to  publish  this  article,  which  they  believe  con- 
stitutes one  of  the  most  reasonable  and  per- 
suasive statements  of  the  case  for  “group  prac- 
tice” yet  offered  to  a medical  audience. 

“Dr.  Mackenzie’s  practical  experience  and  the 
widely  known  accomplishments  of  the  Bassett 
Hospital  in  Cooperstown  offer  such  tangible 
support  for  his  argument  that  his  proposals 
cannot  be  dismissed  as  mere  theory.  Nor  can 
his  suggestions  as  to  the  future  of  medical 
practice  be  lightly  dismissed  as  pure  speculation. 
It  would  be  regrettable  in  our  opinion  if  this 
discussion  were  to  be  concluded  with  this  pub- 
lication.”* 


The  outpatient  department  laboratory  of  St. 
Luke’s  Hospital  will  benefit  by  the  voluntary 
services  of  five  Sarah  Lawrence  College  girls, 
trained  in  the  laboratory  sciences,  who  will 
assist  the  hospital  technicians.  All  of  the  volun- 
teer aides  have  had  at  least  two  years  of  intensive 
study  in  biology,  bacteriology,  chemistry,  phys- 
ics, or  a combination  of  them. 


Dr.  Homer  W.  Smith,  professor  of  physiology 
at  New  York  University  College  of  Medicine 
and  director  of  physiological  laboratories  there, 
will  deliver  the  1943  William  Henry  Welch 
lectures  at  Mount  Sinai  Hospital.  The  topic 
will  be  “The  Physiology  of  the  Kidney.” 


Sr.  Don  Manuel  Prado,  President  of  Peru,  has 
accepted  the  honorary  presidency  of  the  Inter- 
national and  Spanish-Speaking  Association  of 
Physicians. 


The  item  quoted  below  appeared  under  “New 
York  City  Hospital  News”  in  the  New  York  Civil 
Service  Leader  for  December  15: 

“At  Kings  County  hospital  they  are  proud 
as  anything  over  the  advance  guard  that  has 
just  left  for  Ft.  Blanding,  Florida,  where  they 
are  to  offer  their  services  for  overseas  duty. 

“The  guard  is  composed  of  the  following 
Kings  County  personnel:  105  nurses,  17  sur- 
geons, 14  men  from  the  medical  group,  such  as 


176 


HOSPITAL  NEWS 


[N.  Y.  State  J.  M. 


x-ray  technicians,  clerks,  laboratory  assistants 
and  pharmacists,  five  dentists,  three  pathologists, 
and  two  roentgenologists. 

“They’ll  form  Base  Hospital  37  and  act  in 
unison  wherever  sent.  They  are  volunteers. 

“The  Army  is  appointing  12  men  to  form  the 
administrative  staff  that  travels  with  the  unit. 

“Heading  the  groups  is  Lieut.  Col.  Dr.  George 
Dixon,  of  surgery.-  Topping  the  medical  men  is 
Lieut.  Col.  Arthur  Frankhauser;  heading  the 
nurses’  contingent  is  Miss  Alice  Gritsavage, 
former  operating-room  supervisor. 

“They’ll  have  their  own  ambulance,  too.”* 


The  Junior  American  Nurses  have  opened  their 
new  national  headquarters  at  the  Hotel  Bilt- 
more,  in  New  York  City. 

According  to  Mrs.  Dixie  L.  Dean,  national 
director,  the  purpose  of  the  organization  is  to 
prepare  the  girl  of  high  school  age  for  an  im- 


portant part  in  war  work.  She  announced  that 
plans  soon  will  be  initiated  for  opening  nurseries 
throughout  the  country  to  care  for  the  children 
of  factory  workers. 

“We  will  train  the  young  to  care  for  the 
young,”  she  said.  “Young  girls  will  take  the 
children  of  workers  to  and  from  the  nurseries 
and  may  care  for  them  at  night.” 

The  first  nursery  will  be  opened  in  Jamaica, 
Long  Island,  in  January.* 


Dr.  George  S.  Reiss  has  been  chosen  president 
of  the  Long  Beach  Hospital,  the  first  physician 
ever  to  be  elected  to  the  post.  Chief  of  the  hos- 
pital’s medical  staff,  Dr.  Reiss  was  elected  at  the 
annual  meeting  in  the  hospital  auditorium  on 
December  7.  He  succeeds  Leo  Gerstenzang,  who 
was  named  honorary  president  of  the  institu- 
tion. * 


USEFULNESS  OF  LAUGHTER 

Laughter  is  dependent  upon  a reasoning  power 
and  sense  of  deduction.  It  is  physiologic,  and 
it  is  natural. 

Laughter  may  thus  be  said  to  be  an  integral 
part  of  the  physiologic  processes  of  the  body  and 
mind,  and,  as  such,  should  be  practiced  more  and 
more.  Laughter  and  pleasant  thinking  should 
then  be  considered  a valuable  adjunct  to  all- 
round healthy  living  as  well  as  a natural,  easy 
means  of  total  physiologic  exercise  easily  within 
the  reach  of  all. 

Finally,  laughter  begets  optimism  and  self- 
confidence,  and  relegates  fear  and  pessimism  to 
the  background.  It  is  a well-known  fact  that 
the  self-confident,  happy,  optimistic  contes- 
tant, whether  it  is  in  athletics,  mental  con- 


flict, or  any  other  phase  of  life,  has  a distinct 
advantage  both  physical  and  mental  over  an 
opponent  who  is  not  so  fortunate  as  to  possess 
these  qualities. 

It  may  be  that  in  the  future  we  will  realize 
more  and  more  the  importance  of  a hearty  laugh 
and  its  attendant  chain  of  supporting  by-prod- 
ucts. We  may  eventually  evaluate  the  true 
balance  of  spare  time,  call  it  what  you  will — 
vacation,  deviation  from  the  humdrum  path  of 
daily  work,  or  just  plain  loafing — and  then  recog- 
nize the  fact  that  accomplishment  will  be  meas- 
ured by  such  standards  rather  than  by  long  hours 
of  drudgery  amid  tobacco  ashes,  empty  coffee 
pots,  and,  in  some  cases,  empty  flasks. — E 
Forrest  Boyd , M.D.,  in  Southwestern  Med. 


Steps  to  Check  Emotional  Ills  Being  Planned* 


A vastly  increased  application  of  the  compara- 
tively new  science  of  industrial  psychiatry,  bring- 
ing major  social  and  economic  benefits,  will  be 
another  development  of  the  new  industrial  pat- 
tern emerging  from  the  war  effort,  in  the  view 
of  Dr.  Lydia  G.  Giberson,  industrial  psychia- 
trist of  the  Metropolitan  Life  Insurance  Com- 
pany and  a pioneer  in  the  field. 

Dr.  Giberson,  a Canadian-born  scientist  who 
took  her  present  post  eleven  years  ago  and  since 
has  campaigned  nationally  for  the  sociomedical 
program  in  industry,  is  seeing  the  groundwork 
laid  by  herself  and  other  trail  blazers  now  being 
widely  studied  for  inclusion  in  the  war  produc- 
tion system  in  her  additional  capacity  as  a con- 
sultant to  the  Office  of  Emergency  Management 
at  Washington.  She  is  averaging  two  days  a 
week  in  conferences  at  the  capital  and  also  main- 
taining her  contacts  with  other  organizations 
taking  part  in  the  program. 

“Virtually  all  the  government  agencies  and  an 
increasing  number  of  industrial  groups  have  now 
recognized  the  importance  of  proper  safeguards 
and  controls  for  maladjusted  emotions  of  war 
workers,”  Dr.  Giberson  said,  “and  it  is  inevitable 
that  something  effective  will  be  done  despite  the 
current  lack  of  a complete  program  and  rounded 
organization 

Cites  Pressing  Dangers 

“The  dangers  of  our  war-time  industrial  up- 
heaval are  only  too  evident  and  immediate. 
Hysteria,  excessive  fatigue,  emotional  malad- 
justment, use  of  marginal  labor  groups,  crudities 
of  green  authority,  racial  antagonisms,  propa- 
ganda, subnormal  housing,  uprooted  social  pat- 
terns, and  fear  of  bombings  are  problems  fully 
admitted.  Psychiatric  conservation  of  man- 
power is  urgently  needed.” 

Details  of  any  large-scale  and  coordinated 
measures  for  application  to  American  industry  of 
a science  that  has  been  largely  restricted  to  the 
comparatively  wealthy  remain  to  be  evolved,  but 
it  is  anticipated  that  a considerable  contribution 
will  be  made  by  presently  active  industrial 
physicians. 

Their  scope  and  responsibility  would  be 
broadened  under  tentative  plans  to  provide  the 
psychiatric  services  of  listening  to  workers’ 
woes  (in  itself  a valuable  therapeutic  aid),  trac- 
ing the  emotional  complications  of  routine  medi- 
cal patients,  diagnosing  industrial  trouble  spots, 
recognizing  the  obvious  maladjusted  types, 
spotting  accident  repeaters,  helping  to  prevent 
maladjustment  by  advice — partly  by  bringing 
the  extra-industrial  factors  to  bear  on  any  in- 
terpretation of  employee  difficulties — and  con- 
serving manpower  and  upholding  morale  through 
fighting  to  secure  medical  immunity  for  the  emo- 
tionally ill. 

Dr.  Giberson  in  her  government  work  has 
noted  the  emergence  already  in  this  country  of 
“war  types”  of  sick  personalities  earlier  familiar 
to  England.  She  describes  some  of  these  as 
“(1)  the  upset  ritualist,  who,  having  lost  his 
balance  wheel,  wears  a ruffed  temper  until  he  can 
surround  himself  with  a settled  routine;  (2) 

♦New  York  Herald-Tribune , October  4, 1942.  Reprinted 
with  permission. 


the  excited  enthusiast,  who  burns  himself  out 
quickly  and  does  his  best  to  persuade  others  to  do 
likewise;  (3)  the  emotional  expansionist,  usually 
a quiet  and  even  prim  fellow,  who  becomes  ob- 
scurely excited  by  war  dangers  and  plunges  into 
all  sorts  of  uncharacteristic  excesses  including 
drunkenness  and  wasteful  spending;  (4)  the 
nouveau  bellicose,  who  suddenly  finds  a voice 
and  proceeds  to  exaggerate  every  topic  with  a 
blood-thirsty  animosity,  his  government  and  the 
war  effort  included;  and  (5)  the  deaf-static,  who 
is  deeply  alarmed  by  the  turbulency  and  danger 
and  yet  closes  his  mind  to  them  by  hugging  the 
familiar  things  of  a safe  existence  so  feverishly 
that  there  is  no  juice  left  in  them  for  him.” 

Curative  Setup  Lacking 

These  obviously  are  behavior  patterns  and  not 
mental  or  emotional  types,  she  added,  but  are  no 
less  important,  and  their  detection  and  care  are 
extraordinarily  difficult  through  the  present  dis- 
persed procedures. 

Furthermore,  under  the  stress  of  war  indus- 
try’s pace,  following  the  common  economic  and 
engineering  conception  of  the  worker  as  a mere 
handle  to  a machine  in  pre-war  industry’s  mush- 
room growth,  mere  “drives,”  appeals  to  “mor- 
ale,” and  “recreation”  projects  hardly  will  fill  the 
need,  Dr.  Giberson  says.  There  must  be,  she  de- 
clares, tested  procedures  of  synthesized  medical 
and  psychiatric  practice  to  combat  what  she 
calls  the  “emotional  blackout”  of  the  man  who, 
although  in  his  off-the-job  life  a fully  rounded 
individual,  becomes  within  the  factory  gates  a 
“selfless  unit  employing  only  a fraction  of  him- 
self, working  with  another  man’s  tools  on  a prod- 
uct which  will  not  bear  his  name  and  whose  func- 
tion he  barely  comprehends.” 

Actually,  she  said,  some  25  per  cent  of  pre-war 
■workers  would  have  benefited,  as  well  as  their 
employers  and  the  community,  by  psychiatric 
attention,  even  though  they  did  not  come  within 
the  classification  of  the  psychotic.  The  pressures 
of  the  war,  she  believes,  will  move  this  figure  up 
to  40  per  cent. 

Dr.  Giberson,  who  is  a frequent  speaker  on 
women  in  war  industry,  does  not  share  altogether 
the  gloomy  views  of  some  sociologists  respecting 
the  predicted  employment  soon  of  an  additional 
5,000,000  women  in  war  industries.  Despite  the 
by  products  of  increased  family  dislocation, 
lessened  mother  care  of  children,  and  similar 
phases,  wholesale  war  employment  will  bring  to 
American  women,  she  says,  a basic  progress  of 
unprecedented  proportion. 

Creator  of  Stability 

“Women,”  she  said,  “have  been  demanding 
equality,  and  the  war  emergency  provides  an 
opportunity  for  them  to  take  equal  responsibility 
too.  It  is  doing  more  for  women’s  stability  than 
anything  else  in  providing  an  outlet  for  the  pent- 
up  strains  of  the  defense  period  and  those  that 
have  followed  through  restoring  the  pioneer  vir- 
tues of  work  and  sacrifice  and  in  providing  self- 
expression  through  independence.  This  is  a 
people’s  war  and  the  front  is  everywhere.  There 
[Continued  on  page  180] 
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trated. New  York,  Oxford  University  Press, 
1942.  Cloth,  $3.75. 

Sex  Hormones.  Edited  by  F.  C.  Koch  and 
Philip  E.  Smith.  Volume  IX  of  Biological 
Symposia.  Octavo  of  146  pages,  illustrated. 
Lancaster,  The  Jaques  Cattell  Press,  1942. 
Cloth,  $2.50. 

Communicable  Diseases.  By  Nina  D.  Gage, 
R.N.,  and  John  F.  Landon,  M.D.  Third  edi- 
tion. Octavo  of  458  pages,  illustrated.  Phila- 
delphia, F.  A.  Davis  Company,  1942.  Cloth, 
$3.50. 

American  Surgeon  Abroad.  By  Richard  A. 
Leonardo,  M.D.  Octavo  of  235  pages,  illus- 
trated. New  York,  Froben  Press,  1942.  Cloth, 
$2.50. 

Eat  What  You  Want!  A Sensible  Guide  to  Good 
Health  Through  Good  Eating.  By  W.  W. 
Bauer,  M.D.,  and  Florence  M.  Bauer.  Octavo 
of  263  pages.  New  York,  Greenberg  Publisher, 
1942.  Cloth. 

Night  of  Flame.  By  Dyson  Carter.  Octavo  of 
337  pages.  New  York,  Reynal  & Hitchcock, 
1942.  Cloth,  $2.50. 

A Venture  in  Public  Health  Integration.  The 

1941  Health  Education  Conference  of  the  New 
York  Academy  of  Medicine.  Octavo  of  56  pages. 
New  York,  Columbia  University  Press,  1942. 
Cloth,  $1.00. 

Practical  Survey  of  Chemistry  and  Metabolism 
of  the  Skin.  By  Morris  Markowitz,  M.D. 


Octavo  of  196  pages.  Philadelphia,  The  Blakis- 
ton  Company,  1942.  Cloth,  $3.50. 

A Handbook  on  Diseases  of  Children  Includ- 
ing Dietetics  and  the  Common  Fevers.  By 
Bruce  Williamson,  M.D.  Third  edition.  Duo- 
decimo of  364  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Company,  1942.  Cloth, 
$4.50. 

Mental  Illness:  A Guide  for  the  Family.  By 

Edith  M.  Stern.  Octavo  of  134  pages.  New 
York,  The  Commonwealth  Fund,  1942.  Cloth, 
$1.00. 

Medical  Clinics  of  North  America.  Volume 
26,  No.  6.  November,  1942.  Octavo.  Illus- 
trated. Philadelphia,  W.  B.  Saunders  Company, 
1942.  Published  Bi-Monthly  (six  numbers  a 
year).  Cloth,  $16  net;  Paper,  $12  net. 

Public  Health  and  Preventive  Medicine.  By 

Morton  C.  Kahn,  M.A.  Volumes  One  and  Two. 
(Oxford  Medical  Outline  Series.)  Octavo  of  534 
pages.  JMew  York,  Oxford  University  Press, 
1942.  Cloth,  $4.00  per  set. 

Gynecologic  Surgery.  By  Morris  A.  Gold- 
berger,  M.D.  (Oxford  Medical  Outline  Series.) 
Octavo  of  164  pages.  New  York,  Oxford  Univer- 
sity Press,  1942.  Cloth,  $2.00. 

Urology.  By  William  H.  Mencher,  M.D. 
(Oxford  Medical  Outline  Series.)  Octavo  of  204 
pages.  New  York,  Oxford  University  Press, 
1942.  Cloth,  $2.00. 

Diseases  of  the  Gastro-Intestinal  Tract.  By 

Asher  Winkelstein,  M.D.  (Oxford  Medical  Out- 
line Series.)  Octavo  of  195  pages.  New  York, 
Oxford  University  Press,  1942.  Cloth,  $2.00. 


REVIEWED 


Principles  of  Extraperitoneal  Caesarean  Sec- 
tion. By  James  V.  Ricci,  M.D.,  and  James  P. 
Marr,  M.D.  Octavo  of  224  pages,  illustrated. 
Philadelphia,  The  Blakiston  Company,  1942. 
Cloth,  $4.50. 

In  this  book  the  authors  discuss  in  detail  the 
anatomy  and  technic  of  extraperitoneal  cesarean 
section.  Its  indications  are  not  discussed. 
The  history  of  the  development  of  this  operation 
is  completely  presented;  in  fact,  it  is  so  well 
done,  so  clearly,  and  in  such  excellent  sequency 
that  it  is  very  easy  reading. 

The  authors  state  that  E.  W.  Cartwright  of 
Pasadena  deserves  the  credit  for  the  Water’s 
operation,  which  has  lately  become  so  popular. 
Ricci’s  own  operation,  which  does  not  differ 
greatly  from  the  Water’s  technic,  is  described, 
but  his  illustrations  are  not  so  good  as  those  of 
Water’s.  Ricci  prefers  the  Pfannenstiehl  in- 
cision, dislodges  the  fetal  head  from  below,  and 
packs  the  vagina  stiffly  with  iodoform  gauze 
before  making  his  incision. 


Piquant  sentences  like  “DeLee  piped  a eulogy 
to  craniotomy”  and  “Data  was  rehashed  in  a 
somewhat  sketchy  form  by  L.  C.  Phaneuf”  add 
nothing.  Errors  like  “W.  C.  Danford,”  “en- 
troitus,”  “laparotomized,”  “cesareanized,”  and 
“operated”  are  unfortunate.  However,  the 
book  is  good  reading  for  the  serious  obstetrician. 

Charles  A.  Gordon 


Dermatologic  Therapy  in  General  Practice. 

By  Marion  B.  Sulzberger,  M.D.,  and  Jack  Wolf* 
M.D.  Second  edition.  Octavo  of  632  pages, 
illustrated.  Chicago,  Year  Book  Publishers, 
1942.  Cloth,  $5.00. 

The  average  medical  practitioner  of  today 
has  been  taught  less  and  usually  knows  less  of 
dermatology  than  of  any  subject  in  the  category 
of  medical  knowledge.  And  yet,  in  active 
practice  diseases  of  the  skin  are  met  with  too 
frequently  and  too  often  to  warrant  this  meager 
preparation.  Those  who  have  had  some  train- 
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ing  as  students  may  gain  some  valuable  knowl- 
edge in  the  diagnosis  of  the  commoner  diseases 
of  the  skin,  but  of  what  benefit  to  the  patient  is 
the  identification  of  the  disease  if  the  physician’s 
skill  stops  there?  Once  the  diagnosis  is  made, 
recourse  to  one  of  the  textbooks  or  some  formu- 
lary may  indicate  a dozen  remedies,  but  how 
few  of  them  are  explicit  in  describing  how  the 
remedies  should  be  applied!  The  first  edition 
of  this  work  took  its  place  very  quickly  as  a 
handbook  on  the  subject,  and  the  new  edition 
still  further  enhances  its  value  as  such. 

The  first  three  parts  of  the  book  are  given  over 
to  the  principles  of  diagnosis,  topical  medication, 
the  uses  of  the  physical  agents,  and  general 
medical  management.  These  chapters  alone 
constitute  a training  course  in  clinical  manage- 
ment of  the  greatest  assistance  to  those  who  have 
not  enjoyed  the  benefit  of  attendance  in  one  of 
the  larger  dermatologic  clinics. 

Space  will  not  permit  of  the  exposition  of  the 
many  and  indispensable  suggestions,  proved 
prescriptions,  short  cuts,  and  clever  methods  for 
preparing  and  applying  dressings  which  this 
volume  holds.  The  illustrations  are  many  and 
excellent.  It  is  impossible  to  conceive  of  a text- 
book better  fitted  to  supply  the  proper  derma- 
tologic information  to  those  of  our  number  who 
are  now  being  drawn  into  war  work,  and  it  is 
pleasing  to  note  that  Admiral  Ross  T.  Mclntire, 
Surgeon  General  of  the  Navy,  has  seen  fit  to 
recommend  this  book. 

Among  the  special  subjects  that  Dr.  Sulz- 
berger’s extraordinary  training  has  best  fitted 
him  to  write  on  are  allergy  and  the  treatment 
of  syphilis. 

Nathan  Thomas  Beers 


Personality  and  Mental  Illness.  An  Essay  in 
Psychiatric  Diagnosis.  By  John  Bowlby,  M.D. 
Octavo  of  280  pages.  New  York,  Emerson 
Books,  Inc.,  1942.  Cloth,  $2.75. 

New  approaches  to  the  study  and  understand- 
ing of  personality  deviations  are  always  welcome 
and  ofttimes  illuminating.  This  is  true  of  Dr. 
Bowlby’s  discriminating  analysis  and  formula- 
tions for  better  realistic  and  practical  evaluations 
of  varying  degrees  of  mental  illness.  The  author 
has  ingeniously  and  critically  brought  to  the 
front  telling  personality  traits  of  mentally  sick 
persons,  rather  than  their  symptoms,  as  a basis 
for  bringing  order  into  psychiatric  diagnosis  and 
classification.  His  method  is  clearly  illustrated 
by  several  charts  which  give  details  of  specific 
personalities.  He  groups  them : “schizoid  traits,” 
“nonspecific  traits  (depressive),”  and  “non- 
specific traits  (hyperthymic).”  It  is  signifi- 
cantly revealing  how  these  charts  with  their 
plus  or  minus  sign,  and  occasionally  an  asterisk, 
not  only  aid  in  crystallizing  a diagnostic  concept 
but  also  give  prognostic  implications. 

We  are  indebted  to  Dr.  Bowlby  for  coura- 
geously cutting  through  traditional  cliches  and 
conceptions  of  all-too-circumscribed  diagnostic 
entities.  On  the  basis  of  thorough  case  studies 
and  follow-up  notes  of  patients  who  came  under 
his  care,  beginning  at  the  Maudsley  Hospital  in 
1933,  the  author  clarifies  the  differentiating  and 
blending  relationships  of  psychoses  to  each 
other  and  also  to  neuroses.  Clinical  study  in 
association,  with  the  use  of  personality  trait 


charts,  form  the  basis  of  a proposed  new  classi- 
fication of  the  neuroses. 

Specialists  in  psychiatry  will  be  pleased  to 
have  this  succinct,  highly  readable  summary  of 
the  advances  in  psychiatric  knowledge,  and  par- 
ticularly the  author’s  personal,  unbiased  criticism 
of  outstanding  contributions  to  psychiatric 
literature  since  the  turn  of  the  century.  It  is  a 
book  that  especially  appeals  to  the  research 
worker  in  psychiatry,  as  well  as  to  the  clinical 
psychiatrist  and  to  all  those  working  in  the  field 
of  personality  deviations  of  the  more  or  less 
pronounced  type. 

Frederick  L.  Patry 


Biological  Symposia.  A Series  of  Volumes 
Devoted  to  Current  Symposia  in  the  Field  of 
Biology.  Edited  by  Jaques  Cattell.  Volume 
VII,  “Visual  Mechanisms.”  Octavo  of  322 
pages,  illustrated.  Lancaster,  The  Jaques  Cat- 
tell Press,  1942.  Cloth,  $3.25. 

This  work  is  a high  caliber  report  on  recent 
advances  in  the  physiology  of  vision.  It  begins 
with  a discussion  of  the  energy  relation  in  vision, 
discusses  the  photochemical  background  of 
visual  purple,  reviews  our  present  concepts  of 
Vitamin  A in  relation  to  vision,  and  discusses 
the  influence  of  oxygen  deficiency  in  relation  to 
the  visual  system.  These  chapters  alone  make 
evident  the  clinical  possibilities  of  this  technical 
subject,  and  the  relation  is  further  carried  on  in 
the  following  chapters  having  to  do  with  the 
anatomy  and  physiology  of  the  optic  pathways 
and  of  functional  organization  of  the  occipital 
lobe. 

Although  this  entire  volume  is  definitely  tech- 
nical, and  little  of  the  work  is  done  by  ophthal- 
mologists, it  is,  nevertheless,  very  understand- 
able and  certainly  presents  much  useful  ma- 
terial for  the  ophthalmologists. 

The  reviewer  believes  that  work  of  this  type 
forms  a basis  for  progress  in  pure  ophthalmology. 
The  work  should  be  in  every  ophthalmologist’s 
library. 

John  N.  Evans 


Acute  Injuries  of  the  Head:  Their  Diagnosis, 
Treatment,  Complications  and  Sequels.  By 
G.  F.  Rowbotham,  B.Sc.  Quarto  of  288  pages, 
illustrated.  Baltimore,  Williams  & Wilkins 
Company,  1942.  Cloth,  $7.50. 

This  is  a timely  volume  for  the  general  sur- 
geon who  is  frequently  confronted  with  head 
injuries  in  these  days  of  motor  cars  and  war. 
Professor  Rowbotham,  having  had  extensive 
experience  as  a neurologic  surgeon  in  peacetime, 
has,  ever  since  the  German  attack,  gathered 
much  information  on  the  open  brain  injuries 
characteristic  of  war. 

The  importance  of  teamwork  between  the 
neurologist,  the  psychiatrist,  and  the  surgeon  is 
emphasized  and  explicit  details  of  diagnosis  and 
treatment  are  given.  His  work  has  crystallized 
the  thought  of  the  English  profession  and  led  to 
the  establishment  of  “head  injury  centers.”  We 
in  America  can  learn  much  from  this  excellent 
example,  but  there  is  one  important  factor  of 
difference  here  and  abroad.  Professor  Row- 
botham urges  that  all  patients  with  serious  head 
injuries  be  moved  immediately  to  these  centers, 
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holding  that  the  transportation  will  do  them  no 
harm.  Here  where  distances  are  so  much 
greater,  the  reviewer  feels,  from  his  limited 
experience,  that  the  patients  will,  on  the  aver- 
age, do  better  if  they  are  moved  as  little  as 
possible  even  though  this  may  mean  less  expert 
and  less  active  surgical  intervention. 

A plan  may  be  worked  out  in  this  country 
whereby  the  expert  neurosurgical  team  could  be 
taken  to  the  patient,  by  air  if  necessary.  If  this 
should  prove  feasible,  it  would  eliminate  the 
added  insult  of  moving  patients  with  serious 
head  injury  and  yet  a large  territory  could  be 
covered  with  a limited  personnel. 

William  H.  Field 


Medical  Progress  Annual.  Volume  III,  1942. 
A Series  of  Fifty-two  Reports  on  the  Recent 
Accepted  Advances  in  Diagnosis  and  Treatment. 
Published  during  1941  in  The  New  England 
Journal  of  Medicine.  Managing  Editor — 
Robert  N.  Nye,  M.D.  Octavo  of  678  pages, 
Springfield,  Charles  C.  Thomas,  1942.  Cloth, 
$5.00. 

The  articles  on  medical  advances,  in  the  year 
1941,  which  appeared  in  the  New  England 
J ournal  of  Medicine  each  week,  are  here  collected 
for  the  third  time  in  a well-bound,  moderately 
priced  volume. 

The  papers  cover  a variety  of  subjects,  from 
bacteriology  to  radiotherapy,  and  represent 
the  opinion  of  outstanding  men  in  Boston. 


The  volume  is  distinctly  worth  while  and  profit- 
able reading. 

Andrew  M.  Babey 

Facts  for  Childless  Couples.  By  E.  C.  Ham- 
blen, M.D.  Duodecimo  of  103  pages,  illus- 
trated. Springfield,  Charles  C.  Thomas,  1942. 
Cloth,  $2.00. 

This  little  book  with  a very  attractive  cover  is 
intended  to  educate  the  sterile  couple.  It  be- 
speaks their  cooperation  with  the  physician  they 
may  consult,  and  tells  them  what  to  expect  from 
him.  In  clear,  simple  style,  anatomy  and 
function  are  explained,  and  technical  procedures 
are  outlined. 

This  ABC  of  sterility  is  an  excellent  book  for 
the  physician  to  recommend  to  his  patients.  The 
general  practitioner  and  the  medical  student 
will  find  it  profitable  reading,  too.  The  stand- 
ing and  reputation  of  the  author  guarantee  its 
accuracy. 

Charles  A.  Gordon 

First  Aid,  Surgical  and  Medical.  By  Warren 
H.  Cole,  M.D.,  and  Charles  B.  Puestow,  M.D. 
Octavo  of  351  pages,  illustrated.  New  York, 
D.  Appleton-Century  Co.,  1942.  Cloth,  $3.00. 

This  advanced  guide  to  first  aid  put  out  by  the 
University  of  Illinois  is  an  excellent  volume.  It 
gives  considerably  more  detailed  facts  on  the 
usual  topics  covered  by  elementary  manuals  and 
is  well  illustrated. 

Andrew  M.  Babey 
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isn’t  any  place  to  run.  A job  for  every  man, 
woman,  and  child  is  the  best  safety  valve  for 
wartime  emotional  strain.  Women  show  their 
best  colors  under  stress,  and  this  is  no  exception.” 
Dr.  Giberson  applauded  the  girls  and  women 
in  service  and  volunteer  uniforms,  but  added: 
“My  respect  goes,  too,  to  the  girl  in  overalls  and 
goggles  on  the  assembly  lines.  It  is  much  harder 


to  check  glamour  in  the  factory  locker  and  stay  in 
a hard  job.” 

For  women  troubled  by  war  problems  in  in- 
dustry or  home,  she  says:  “Try  to  keep  your 
sense  of  humor.  If  you  are  doing  all  you  can  in 
the  war  effort,  don’t  deny  yourself  normal  relaxa- 
tions and  a new  hat.  Find  comfort  in  sacrifice 
and  working  for  victory.  Return  to  the  simple 
things.  All  must  work,  and  none  must  weep.” 


AN  OLD  TIMER  CARRIES  ON! 


The  esteemed,  venerable  practitioner  is 
still  carrying  on!  In  many  instances,  our 
old  friends  are  coming  out  of  retirement 
to  fill  the  gaps  resulting  from  enlistment 
of  their  younger  colleagues  in  the  armed 
forces. 

Another  old  friend  and  veteran  in  the 
armamentarium  of  the  practitioner,  Ar- 
senoferratose,  is  also  carrying  on!  Mod- 
ern therapeutics  recognizes  the  value  of 
Arsenoferratose  in  the  treatment  of  the 
anemias  found  in  pregnancy,  parturition, 
lactation,  x-irradiation,  and  chronic 
hemorrhagic  and  iron  de- 
ficiency diseases. 

In  addition,  today’s  needs 
have  logically  extended  the 
indications  for  Arsenofer- 
ratose ...  To  counterbalance 


the  blood  changes  in  sulfa-drug  therapy 
. . . To  act  as  a replacement  factor  for 
blood  donors  ...  To  safeguard  against 
iron  deficiency  in  the  restricted  diets  of 
defense  workers. 

The  old  practitioner  specifies  Arseno- 
ferratose because  it  has  “proved  its 
metal”  in  many  years  of  service.  He 
knows  that  it  is  pleasant  to  take,  easily 
and  readily  assimilated,  and  decidedly 
non-irritating.  Arsenoferratose  serves  a 
dual  purpose— acting  as  an  efficient 
hematinic  and  as  a suitable  alterative. 
Its  palatability  makes  it  especially  suit- 
able for  children. 

ARSENOFERRATOSE 

HEMATINIC  AND  ALTERATIVE  OF  CHOICE 


Dosage : One  to  three  teaspoonfuls,  2 or  3 times  daily,  with  meals.  Supplied: 
plain,  or  with  copper,  in  bottles  of  8 fluid  ounces;  in  tablets,  bottles  of  7 5. 


RARE 


Rare  Chemicals#  Inc.  flemington,  n.  j. 

SAMPLE  AND  LITERATURE  WILL  BE  SENT  TO  PHYSICIANS  ON  REQUEST  ^Cr 
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Tuberculosis  and  the  War — Here  and  Abroad* 


The  United  States 

The  world  conflict  of  1914-1918  for  the  first 
time  revealed  tuberculosis  as  a major  problem. 
From  the  early  discovery  of  large  numbers  of 
tuberculous  troops  in  the  French  army  to  the 
final  assemblage  of  mortality  records  of  the  war 
years  in  the  civilian  population  of  all  countries 
engaged,  it  was  evident  that  tuberculosis  was 
exacting  a great  toll,  unrecognized  in  the  wars  of 
previous  years.  There  is  every  reason  to  believe, 
however,  that  long  wars  accompanied  by  priva- 
tion have  always  led  to  increase  in  tuberculosis. 
Crowding,  malnutrition,  exposure  to  infection 
and  hardship  of  every  sort  have  been  considered 
responsible  in  different  degree. 

Fortunately,  a quarter  of  a century  of  research 
since  the  last  World  War  has  led  to  a better  un- 
derstanding of  methods  for  control  of  tuberculo- 
sis. Countries  fearing  the  ultimate  outbreak  of 
hostilities,  through  the  tense  years  preceding 
their  final  advent,  anticipated  tuberculosis  as  a 
grave  menace  and  prepared  accordingly.  But  in 
spite  of  forewarning  and  preparation,  a rise  in 
tuberculosis  mortality  rates  appears  already 
evident.  Modern  war  is  total  war.  Whole 
populations  are  engaged,  through  accelerated 
industry  as  well  as  actual  combat. 

In  the  present  World  War  increasing  effort  is 
being  made  in  the  United  States  to  avoid  induc- 
tion of  soldiers  with  tuberculosis.  Measures 
ensuring  x-ray  examination  of  practically  all  re- 
cruits admitted  to  the  armed  forces  are  in  effect. 

In  the  civilain  population  precautions  are  being 
taken  against  nutritional  deficiency,  since  it  is 
almost  universally  believed  to  have  important 
bearing  on  the  problem  of  resistance  to  tuber- 
culosis. However,  malnutrition  may  not  be 
the  gravest  predisposing  factor  in  a rise  of 
tuberculosis.  The  acceleration  of  industry, 
leading  to  crowded  quarters  in  industrial  dis- 
tricts, brought  about  by  the  mass  migration  to 
industrial  centers,  has  created  another  oppor- 
tunity for  widespread  infection.  It  is  evident 
that  a grave  menace  exists  of  another  world-wide 
recrudescence  of  tuberculosis.  Its  prevention 
will  require  vigorous  effort  against  the  spread  of 
infection  and  all  measures  possible  to  maintain 
a high  level  of  resistance  to  disease. 

War  and  Tuberculosis,  Esmond  R.  Long , Amer. 
Rev.  of  Tuber.,  June,  1942. 

Britain 

To  what  extent  the  tubercle  bacillus  will  repeat 
its  former  triumph  of  a generation  ago  in  Britain 
cannot  yet  be  properly  gauged,  but  it  has  taken 
the  initiative  and  the  future  course  of  events  will 
be  greatly  determined  by  the  effort  put  forward 
now  by  tuberculosis  workers. 

Deaths  from  respiratory  tuberculosis  increased 
about  6 per  cent  the  first  year  of  the  war  and  10 
per  cent  the  second,  while  the  increase  in  deaths 
from  other  forms  of  tuberculosis  was  2.4  per  cent 
the  first  year  and  17.6  per  cent  the  second. 

A considerable  amount  of  infection  is  evi- 
denced among  the  general  population,  particu- 
larly children,  which  means  that  either  the 

* Tuberculosis  Abstracts — A Review  for  Physicians, 
Issued  Monthly  by  the  National  Tuberculosis  Association, 
16:  No.  1 (January)  1943. 


infecting  dose  is  large,  or  the  resistance  low. 
Both  causes  may  have  operated  in  the  first  half  of 
1941  when  the  nightly  bombing  of  towns  and 
cities  made  contact  infection  probable  and  fre- 
quent. However,  if  the  increase  is  found  to  have 
continued  since  more  normal  conditions  have 
prevailed,  it  will  strengthen  the  idea  that  there 
has  been  a general  lowered  resistance  to  infection 
in  children  under  five.  Many  factors  can  have 
contributed  to  the  lowering  of  resistance  in 
children,  among  which  are  change  in  diet,  non- 
pasteurized  milk,  blackout  and  shelter  condi- 
tions and  lack  of  sleep  and  rest. 

Comparing  the  trend  of  events  during  the 
first  three  years  of  the  last  war  and  available 
figures  for  World  War  II,  a definite  similarity 
can  be  traced,  although  living  conditions  now 
are  probably  more  conducive  to  the  spread  of 
tuberculosis.  However,  there  are  some  marked 
differences.  Tuberculous  meningitis  has  in- 
creased sharply,  whereas  in  the  corresponding 
period  of  the  last  war  it  fell  almost  to  the  pre- 
war level.  A further  point  of  difference  is  the 
small  variation  between  the  male  and  female 
curves. 

These  are  ominous  signs  which  mean  that 
infection  is  lurking  in  hidden  places  taking  its 
toll,  especially  in  infant  lives,  and  which  em- 
phasize the  urgency  of  means  for  discovering 
these  nests  of  infection  and  the  need  for  their 
adequate  control. 

A Further  Review  of  Tuberculosis  in  Wartime, 
F.  Heaf  and  L.  Rusby,  Tubercle,  May,  1942. 

France 

Food  rationing  started  throughout  France  on 
October  1,  1940,  when  the  following  foods  were 
restricted:  bread,  meat,  cheese,  fats,  sugar,  milk, 
chocolate  and  milled  products.  Technically 
other  foods  could  be  obtained,  but  in  reality  it 
was  difficult  to  get  them.  The  results  of  a sur- 
vey carried  on  by  the  Institut  des  Recherches 
d’Hygiene  on  how  different  families  of  Paris  were 
feeding  themselves  showed  a total  caloric  in- 
sufficiency of  about  a thousand  calories  daily,  a 
calcium  deficiency  and  a calcium-phosphorus  im- 
balance and  an  insufficient  intake  of  "Vitamin  A. 

Undoubtedly  morbidity  and  mortality  from 
tuberculosis  have  noticeably  increased  in  Paris. 
The  percentage  of  rapidly  developed  tuberculosis 
has  gone  up  in  an  alarming  manner.  Comparing 
the  figures  of  the  first  six  months  of  1941  with  the 
corresponding  ones  in  1939,  the  mortality  from 
tuberculosis  increased  10  per  cent. 

Four  basic  diets  were  prescribed  for  sick 
persons  in  four  specific  categories.  To  lessen 
the  ill  effects  upon  persons  with  active  tuber- 
culosis and  known  lesions,  a diet  was  given  which 
corresponded  to  their  general  category,  plus  a 
supplementary  amount  of  45  Gm.  of  meat  and 
15  Gm.  of  fat  daily  per  patient.  Despite  the 
precaution  indicated,  the  march  of  tuberculosis 
up  to  October,  1941,  had  been  ominously  pro- 
gressive; thus  if  the  present  dietary  regime 
continues  and  the  consequences  increase,  the 
problem  of  tuberculosis  in  France  will  be  ex- 
ceedingly grave. 

Food  Rationing  and  Mortality  in  Paris,  1940- 
1941 , Ramon  F.  Minoli,  Milbank  Memorial  Fund 
Quarterly,  July,  1942 


THE  PHYSICIANS’  HOME 

WHO  STARTED  IT?  A group  of  physicians  in  1918.  They  recognized  the 
tragedy  of  their  colleagues  who  were  destined  to  go  to  local  or  state  charitable 
agencies.  The  purpose  was  to  establish  and  create  means,  to  offer  help,  and 
maintain  self-esteem  for  those  deserving  professional  men  and  women.  THE 
PHYSICIANS'  HOME  represents  the  efforts  of  this  group. 

WHOM  DOES  IT  SERVE?  Members  of  the  medical  profession  of  New  York 
State,  on  recommendation  from  their  local  county  medical  society. 

WHERE  DOES  IT  SERVE?  In  their  own  community  or  as  our  guests. 

WHO  ARE  OUR  GUESTS?  Aged,  indigent  physicians  in  good  standing  or 
widows  of  physicians. 

WHO  SUPPORTS  IT?  Members  of  the  medical  profession  in  the  State  of  New 
York  by  voluntary  contributions  and  legacies. 

We  appeal  to  the  profession  for  continued  support  for  this  worthy  charity 

Make  checks  payable  to:  THE  PHYSICIANS’  HOME,  52  E.  66th  St.,  New  York 


ONE  “STAPLE”  WE  CAN  GIVE  UP 

Even  if  your  are  not  in  the  publishing  or  printing 
business,  you  may  have  heard  or  noticed  that  magazines 
and  booklets  have  been  taxed  one  binding  staple  for  the 
duration.  This,  of  course,  to  conserve  metal  for  war  use. 

One  measly  little  staple  help  the  war  effort?  Let’s 
figure  it  out. 

The  Saturday  Evening  Post,  receiving  seven  com- 
plaints about  pages  of  the  magazine  falling  out,  decided 
to  give  readers  a little  light  on  the  subject.  So  com- 
plainers  might  be  advised  how  important  this  sacrifice 
of  one  staple  in  each  copy  is,  they  started  computing 
the  amount  of  metal  saved.  One  staple  saved  in  each 
copy,  multiplied  by  the  number  of  weeks  in  a year, 
multiplied  by  the  circulation  figure  of  three  mil — but  here 
the  astronomical  numbers  started  to  “stump  the  ex- 
perts,” so  they  consulted  the  manufacturing  department. 

The  editors  learned  that  a three-stitched  Post  had 
required  some  forty-five  tons  of  wire  a year,  so  the 
annual  one-stitch  saving  amounts  to  one-third  of  that, 
or  fifteen  tons — enough  steel  for  one  thousand  105-mm. 
shells.  Multiply  the  saving  by  the  thousands  of  periodi- 
cals and  booklets  published  in  the  United  States  and  you 
will  find  enough  material  salvaged  before  it  becomes 
scrap  to  help  put  teeth  in  a great  number  of  vital  weapons. 

Remember  this  when  “the  leaves  begin  to  fall”  from 
your  favorite  publications  and  don’t  think  harshly  of  the 
publisher.  And  don’t  scoff  at  any  effort  to  save  material 
for  more  serious  purposes — no  matter  how  insignificant 
it  may  appear  on  the  surface. 


IN  THE  ADS 

“ first  basic  discovery  in  55  years — Sand  has  always  been 
a basic  ingredient  of  optical  glass.  Now,  for  the  first 
time,  Kodak  is  making  optical  glass  of  ‘rare  elements’ — 
tantalum,  tungsten,  and  lanthanum.  No  sand — to  the 
optical  scientist,  it’s  ‘almost  as  revolutionary  as  discover- 
ing how  to  make  steel  without  iron.”  ’ — Eastman  Kodak 
Company 

* * * 

They'll  give  you  a fresh  start  in  life — “This  is  a Nazi 
court.  Maybe  none  of  us  will  ever  have  to  face  one  . . . 
we  hope. 

“They  specialize  in  giving  people  fresh  starts  in  life. 
All  that  you’ve  ever  had  . . . your  home,  your  bank 
account,  the  very  clothes  off  your  back,  your  family,  even 
your  self-respect  . . . they  take  from  you. 

“They  start  you  off  fresh,  with  nothing.  They  don’t 
even  leave  you  the  opportunity  you  have  now. 

“Millions  of  people  have  gotten  fresh  starts  at  their 
hands  . . . millions  of  human  beings  who  have  worked 
and  scrimped  and  saved  all  their  lives  for  a little  comfort, 
a mere  modicum  of  hapiness  and  security.  Millions  of 
men  and  women  in  Poland  and  Russia  and  France. 
Millions  like  us.  . . . 

“.  . . there  is  no  time  to  wait  to  be  told  what  to  do. 
Each  of  us  must  find  out  what  to  do  and  do  it.  For  with 
every  minute,  every  precious  minute,  the  decision  grows 
closer.  Win  or  lose.  Have  or  have  not.  Live  or  die. 

“Not  just  for  the  other  fellow.  For  you.  . . . ” — 
American  Locomotive 


CROSS  REFERENCE  . . . It  may  be  necessary  at  times  to  check  the  information  provided  in  an 
advertisement  on  some  particular  product  to  be  prescribed.  To  facilitate  this  a cross  index  of  advertisers 
and  advertised  products  is  published  in  every  issue  of  the  JOURNAL.  We  hope  you  will  find  it  a conveni- 
ent and  useful  instrument.  In  this  issue  see  pages  103  and  112. 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Honor  Roll 


Medical  Society  of  the  State  of  New  York 

Member  Physicians  in  the  Armed  Forces 

Supplementary  List 


The  following  list  is  the  second  supplement  to  the  Honor  Roll  published  in  the  December 
15  issue.  The  first  supplement  appeared  in  the  January  1 issue. — Editor 


A 

Abelson , L.  C. 

325  B ach  69  St.,  Arverne,  N.Y. 
Acken,  H.  S.,  Jr. 

632—2  St.,  Brooklyn,  N.Y. 
Ainsworth,  R.  C. 

2634  Genesee  St.,  Utica,  N.Y. 
Alderman,  H.  R. 

Lewiston,  N.Y. 

Aldrich,  T.  M. 

1739 — 4 St.,  Rensselaer,  N.Y. 
Alexander,  F.  A.  D. 

Albany  Hosp.,  Albany,  N.Y. 

Allison,  D.  M. 

Camden,  N.Y. 

Allison,  W.  E. 

Camden,  N.  Y. 

Anna,  W.  M. 

58  Main  St.,  Lockport,  N.Y. 
Antony,  A.  T. 

429  Clinton  Ave.,  Brooklyn,  N.Y. 
Apostle,  D.  K. 

98  Ft.  Greene  PL,  Brooklyn,  N.Y. 
Argue,  J.  F. 

Wilson,  N.Y. 

Arkwright,  R.  M. 

Huntington,  N.Y. 

B 

Babcock,  J.  W. 

20  E.  53  St.,  N.Y.C. 

Badeen,  M.  J. 

Millerton,  N.Y. 

Baker,  D.  C. 

180  Ft.  Washington  Ave.,  N.Y.C. 
Baker,  L.  J. 

310  Franklin  St.,  Ogdensburg,  N.Y. 
Bancks,  H.  R. 

515  Ocean  Ave.,  Brooklyn,  N.Y. 
Bardello,  A.  A. 

3 Saccio  St.,  Batavia,  N.Y. 

Barresi,  C. 

Silver  Creek,  N.Y. 

Bastable,  C.  M. 

33—8  Ave.,  Brooklyn,  N.Y. 

Bean,  R.  B.  (Lt.) 

Naval  Training  Sta.,  Bainbridge, 
N.Y. 

Belser,  J.  W.  (Capt.) 

351  F.A.  Med.  Det.,  Camp  Living- 
ston, La. 

Benson,  C.  S. 

109  Murray  St.,  Binghamton,  N.Y. 
Berens,  A. 

263  Eastern  Pkwy.,  Brooklyn,  N.Y. 
Berg,  H.  W. 

75  Willett  St.,  Albany,  N.Y. 
Berkman,  W.  H. 

1878  Gerrittsen  Ave.,  Brooklyn, 
N.Y. 

Bernhardt,  A.  A.  (Capt.) 

13  C.A.,  Ft.  Barrancas,  Fla. 

Block,  D.  E.  (Lt.) 

8 Med.  Bn.,  A.P.O.  8,  Ft.  Leonard 
Wood,  Mo. 

Blodgett,  B.  B. 

Chestertown,  N.Y. 

Blum,  L. 

83 — 24  Blvd.,  Rockaway  Beach, 
N.Y. 

Blumen,  D.  (Capt.) 

109  Rutledge  St.,  Brooklyn,  N.Y. 
Bomse,  E.  M. 

1245 — 50  St.,  Brooklyn,  N.Y. 


Bourke,  J.  J. 

Elm  Ave.,  Delmar,  N.Y. 

Bovet,  D.  W. 

Marion,  N.Y. 

Bridgham,  S.  W.  (Capt.) 

180  Engineers  Hv.  Pon.  Bn.,  Camp 
Maxey,  Tex. 

Brimberg,  J. 

1081  Park  PL,  Brooklyn,  N.Y. 
Bronitsky,  J. 

1676  Sterling  PL,  Brooklyn,  N.Y. 
Brumfield,  W.  A.,  Jr. 

State  Office  Bldg.,  Albany,  N.Y„ 
Brumley,  S-  J.  (Lt.) 

Station  Hosp.,  Keesler  Field,  Miss. 
Brunetta,  N.  G. 

101  Cooper  St.,  N.Y.C. 

Brust,  J.  C.  M.  (Lt.  Com.) 

U.S.  Naval  Hosp.,  U.S.N.R.,  Phila., 
Pa. 

Bullard,  R.  D. 

505  Broadway,  Saratoga  Springs, 
N.Y. 

Burgess,  H.  W. 

57  Grove  St.,  Brooklyn,  N.Yl 
Buscaglia,  J.  J. 

812  Niagara  St.,  Buffalo,  N.Y. 
Buscicchi,  E.  J.  (Lt.) 

181  B St.  c/o  Davis,  Salt  Lake  City, 
Utah 

Buttitta,  R.  I. 

160  E.  89  St.,  N.Y.C. 


C 

Caccamise,  J.  G.  (Capt.) 

A.P.O.  3138,  c/o  P.M.,  San  Fran- 
cisco, Calif. 

Cali,  S.  M. 

233  Weir  field  St.,  Brooklyn,  N.Y. 
Campbell,  L.  M. 

Lowville,  N.Y. 

Canaday,  J.  W. 

191  Glen  St.,  Glens  Falls,  N.Y. 
Carmel,  P.  D. 

1101  Ditmas  Ave.,  Brooklyn,  N.Y. 
Carow,  R.  H. 

Branchport,  N.Y. 

Carpenter,  E.  W. 

225  Broad  St.,  Oneida,  N.Y. 

Carr,  H.  A. 

345  E.  68  St.,  N.Y.C. 

Case,  O.  J. 

131  Linwood  Ave.,  Buffalo,  N.Y. 
Cathie,  J.  L. 

Alexander,  N.Y. 

Catullo,  D.  H. 

15  Rossiter  Ave.,  Yonkers,  N.Y. 
Cavanagh,  H.  E.  A. 

100  Highgate  Ave.,  Buffalo,  N.Y. 
Cellino,  J.  F . 

102  E.  4 St.,  Dunkirk,  N.Y. 
Centerwall,  E.  T. 

Morrisville,  N.Y. 

Chakales,  H.  J. 

34  Plaza  St.,  Brooklyn,  N.Y. 
Chalmers,  D.  M. 

Adams,  N.Y. 

Chamberlain,  F.  W. 

963  Walnut  St.,  Elmira,  N.Y. 
Chess,  R. 

62  Pierrepont  St.,  Brooklyn,  N.Y. 
Clark,  F.  E. 

324  Caroline  St.,  Ogdensburg,  N.Y. 
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Clark,  P.  R. 

New  Hartford,  N.Y. 

Claxton,  E.  G. 

217  State  St.,  Ogdensburg,  N.Y. 
Cohen,  F.  (Capt.) 

407  Keap  St.,  c/o  S.  Cohen, 
Brooklyn,  N.Y. 

Colonncll,  W.  J. 

38-13  Bowne  St.,  Flushing,  N.Y. 
Comstock,  E.  F.  (Lt.  Com.) 

U.S.  Naval  Training  Sta.,  Sampson, 
N.Y. 

Corrigan,  J.  E. 

Patchogue,  N.Y. 

Corwith,  A.  E.  (Capt.) 

Percy  Jones  Gen’l  Hosp.,  Battle 
Creek,  Mich. 

Costigan,  T.  J. 

48-52  45  St.,  Woodside,  N.Y. 

Craig,  J.  D. 

108  E.  68  St.,  N.Y.C. 

Crowder,  R.  M. 

Albany  Hosp.,  Albany,  N.Y. 
Cummins,  H.  R. 

1522  Mohawk  St.,  Utica,  N.Y. 
Cunningham,  J.  E. 

Warrensburg,  N.Y. 

Custer,  B.  S.  (Maj.) 

Westover  Field  Sta.  Hosp.,  Chi- 
copee Falls,  Mass. 

Cuthbert,  R.  B.,  Jr. 

Canastota,  N.Y. 


D 

Dale,  M.  H. 

40  E.  66  St.,  N.Y.C. 

D’Angelo,  J.  G. 

110  S.  Portland  Ave.,  Brooklyn, 
N.Y. 

Dankberg,  J.  (Capt.) 

Station  Hosp.,  Camp  Forrest,  Tenn. 
Daversa,  B.  (P.A.  Surg.) 

U.S.  Coast  Guard  Barracks,  Sea- 
side Hgts.,  N.J. 

Davidson,  M.  L.  (Lt.) 

30  Med.  Regt.,  Camp  Barkeley, 
Tex. 

Davis,  C.  E.  (Capt.) 

731  Med.  Sanitary  Co.,  Ft.  Dix, 
N.J. 

de  Rouville,  W.  H. 

20  Willett  St.,  Albany,  N.Y. 

De  Witt,  V.  B.  (Lt.) 

68  Med.  Regt.,  Camp  Forrest,  Tenn. 
Dickson,  W.  B.  (Lt.  Com.) 

Naval  Hosp.,  Naval  Op.  Base, 
Norfolk,  Va. 

Dier,  H.  H. 

Lake  George,  N.Y. 

Di  Gregorio,  N.  J. 

1583  Bay  Ridge  Pkwy.,  Brooklyn, 
N.Y. 

Dodge,  B.  L. 

Bainbridge,  N.Y. 

Doran,  R.  E. 

336  Main  St.,  Geneva,  N.Y. 
Dunigan,  J.  T.  (Lt.) 

69  Med.  Regt.,  Camp  Maxey,  Tex. 

E 

Ehrenpreis,  B.  (Maj.) 

79  Gen’l  Hosp.,  Camp  White,  Ore. 
[Continued  on  page  186] 
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^Sanitariums 

Institution,  o/2 
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^Specialized Treatments 

‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical  — Reliable  — Scientific 


Disorders  of  the  Nervous  System 
BEAUTIFUL  — QUIET  — HOMELIKE 


Write  for  Booklet 


FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postop- 
erative. aged  and  infirm,  and  those  with  other  chronic 
and  nervous  disorders.  Separate  accommodations  for 
nervous  and  backward  children.  Physicians’  treatments 
rigidly  followed.  C.  L.  MARKHAM,  M.D.,  Supt. 
B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism  and 
Convalescents.  Carefully  supervised  Occupational  Therapy.  Fa- 
cilities for  Shock  Therapy.  Accessible  location  in  tranquil,  beau- 
tiful hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  4-1143 


AN  “ESSENTIAL  NONESSENTIAL” 


Mary  Elizabeth  Parker  ( New  York  Times , Dec.  20) 
remarked  that  economists  may  frown  on  the  huge  outlay 
for  cosmetics  in  wartime,  but  the  specialists  in  matters 
of  morale  take  a different  view. 

Mentioning  the  $517,500,000  spent  in  this  country 
during  1941  by  our  women  for  paints,  powders,  and  per- 
fumes, Miss  Parker  intimated  that  the  1942  expenditure 
for  beauty  products  will  surpass  even  that  tremendous 
figure.  Statistics  on  such  frivolous  matters  compiled 
by  the  Federal  Reserve  Bank  estimated  that  women 
bought  10  per  cent  more  powders  and  lotions  in  October, 
1942,  than  during  the  same  month  of  the  preceding  year. 
In  defense  areas  the  increase  was  even  greater. 

“The  question  is,”  said  Miss  Parker,  “is  beauty  worth 
it?”  To  find  some  justification  for  such  seeming  waste, 
the  results  of  a poll  of  male  opinion  were  reported. 

C.  A.  Willard,  deputy  chief  of  the  Cosmetics  Branch  of 
the  W.P.B.,  voiced  the  opinion — “Good  heavens,  most 
of  it  doesn’t  do  any  good,  anyway!  We’d  hardly  want 
to  sacrifice  the  war  effort  to  a tooth  whitener.” 

Mayor  LaGuardia’s  opinion  was  “don’t  like  the  red 
stuff  on  fingernails,  anyway.” 

But  men  engaged  in  the  nation’s  war  industries  did  not 
agree  with  such  thoughts.  John  Happel,  Jr.,  a chemical 


engineer,  working  on  the  development  of  synthetic 
rubber,  said — “Yes,  of  course  it  is  justified.  We  prob- 
ably spend  a heck  of  a lot  more  on  cigars  and  ciga- 
rettes— and  the  results  aren’t  nearly  as  attractive.” 

A flight  instrument  engineer  declared  a half  a billion 
is  well  worth  it.  “Every  girl  in  our  plant  wears  make-up 
and  it  looks  darned  nice.  It  really  gives  you  a lift  every 
time  you  go  into  the  shop.” 

Service  men  in  the  Navy  and  Coast  Guard  also  said 
they  thought  the  expenditure  was  worth  while,  but 
“they  ought  to  taper  off  on  lipstick — wear  the  kind  that 
doesn’t  come  off.”  And  a half  a billion  was  a little  too 
much. 

Professionals  in  the  matter  of  morale  were  more 
lenient.  Dr.  Iago  Galdston  of  the  Academy  of  Medicine 
termed  the  woman’s  make-up  as  an  “essential  non- 
essential.”  One  of  the  greatest  threats  to  civilian 
morale,  he  felt,  is  the  interruption  of  familiar  personal 
routines.  “After  all,”  observed  Dr.  Galdston,  “neckties 
aren’t  exactly  essential  either.  And  yet  no  one  has  put  a 
taboo  on  them — even  in  England.  And  you  know  they 
kept  right  on  showing  motion  pictures  over  there,  even 
during  the  very  worst  periods  of  bombing.” 

[Continued  on  page  187] 


CHARLES  B.  TOWNS  HOSPITAL 

Serving  the  Medical  Profession  for  over  40  years 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

Definite  Treatment  • Fixed  Charges  • Minimum  Hospitalization 

293  Central  Park  West,  New  York  Hospital  Literature  Telephone:  SChuyler  4-0770 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye  Beach. 
Telephone:  Rye  550 
Write  for  illustrated  booklet 


CREST  VIEW 

GREENWICH 


r 


For  Nervous,  Mildly  Mental,  Digestive  and  Cardiovascu- 
lar cases,  and  special  care  for  ELDERLY  PATIENTS. 
Quiet,  refined,  homelike.  2$  miles  from  N.  Y.  City. 
Moderate  rates. 

f.  st.  clair  hitchcock,  M.D..  Director 
275  NORTH  MAPLE  AVE.,  GREENWICH,  CONN. 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


186 


HONOR  ROLL 


[N.  Y.  State  J.  M. 


[Continud  from  page  18 4] 
Eisenberg,  E. 

8100—19  Ave.,  Brooklyn,  N.Y. 
Elitzik,  R.  C.  (Capt.) 

132  Woodside  Village,  Stamford, 
Conn. 

El  wood,  M.  J. 

520  Cortland  Ave.,  Syracuse,  N.Y 
F 

Fairchild,  R.  (Lt.) 

81  Armd.  Med.  Bn.,  11  Armd.  Div., 
Camp  Polk,  La. 

Farugia,  J.  V. 

460  Portage  Rd.,  Niagara  Falls,  N.Y. 
Feldman,  H. 

110  E.  36  St.,  N.Y.C. 

Feldman,  R.  L.  (Capt.) 

Ft.  Niagara,  N.Y. 

Feltenstein,  M.  D.  (Capt.) 

52  Armd.  Inf.  Regt.,  9 Armd.  Div., 
A.P.O.  259,  Ft.  Riley,  Kans. 
Feltman,  W. 

1006  Madison  Ave.,  Albany,  N.Y. 
Ferber,  W.  L.  F.  (Capt.) 

A.A.F.O.T.S.,  Miami  Beach,  Fla. 
Field,  W.  H.  (Lt.  Col.) 

79  Gen’l  Hosp.,  Camp  White,  Ore. 
Filippone,  J.  F. 

510  Madison  Ave.,  Albany,  N.Y. 
Fitzgerald,  J.  S. 

289  Genesee  St.,  Utica,  N.Y. 
Fitzgerald,  T.  M. 

2461  Ocean  Ave.,  Brooklyn,  N.Y. 
Fitzgerald,  W.  J. 

437  Western  Ave.,  Albany,  N.Y. 
Flater,  N.  F. 

Latham,  N.Y. 

Flank,  M.  D. 

2183  E.  29  St.,  Brooklyn,  N.Y. 
Foley,  E.  J. 

170  Varick  St.,  N.Y.C. 

Folkoff,  C.  (Capt.) 

105  Gen’l  Hosp.,  A.P.O.  923,  c/o 
P.M.,  San  Francisco,  Calif. 

Fox,  F.  E. 

189  S.  1 St.,  Fulton,  N.Y. 
Freedman,  B.  I. 

1700  Albemarle  Rd.,  c/o  B.  Meisels, 
Brooklyn,  N.Y. 

Fry,  S.  O.,  U.S.P.H.S. 

Highlands  Glades  Health  Off., 
Sebring,  Fla. 

Furlong,  M.  B. 

14  E.  5 St.,  Jamestown,  N.Y. 

G 

Gage,  I.  E. 

473  Western  Ave.,  Albany,  N.Y. 
Gaines,  J.  A.  (Capt.) 

Hq.  3 Service  Command,  Balti- 
more, Md. 

Gainor,  J.  E. 

Elsmere,  N.Y. 

Gartner,  H. 

Valhalla,  N.Y. 

Gatto,  I.  N. 

273  Prospect  Pk.  W.,  Brooklyn, 
N.Y. 

George,  H.  L.,  Jr. 

203  Trust  Co.  Bldg.,  Watertown, 
N.Y. 

Getzlek,  J. 

270  Genesee  St.,  Utica,  N.Y. 
Gibson,  W.  J. 

650  Main  St.,  New  Rochelle,  N.Y. 
Giddings,  E. 

451  Clarkson  Ave.,  Brooklyn,  N.Y. 
Ginsberg,  H. 

8418  Bay  Pkwy.,  Brooklyn,  N.Y. 
Giordano,  A.  (Capt.) 

812  T.D.  Bn.,  Camp  Bowie,  Tex. 
Goepfert,  V.  F. 

3 1-67 A 32  St.,  Astoria,  N.Y. 

Gold,  M. 

1405  Union  St.,  Brooklyn,  N.Y. 
Goldman,  L.  (Lt.) 

510  C.A.  Regt.,  Ft.  Sheridan,  111. 
Goldschmidt,  A. 

12  E.  88  St.,  N.Y.C. 

Goldsmith,  J. 

555  Park  Ave.,  N.Y.C. 

Goldstein,  L.  J.  (Capt.) 

90  C.A.  (AA),  Camp  Stewart,  Ga. 
Gompertz,  M.  L.  (Lt.) 

A.A.C.O.T.S..  Miami  Beach,  Fla. 


Goodman,  E.  N.  (Lt.) 

Navy  1005,  c/o  Fleet  P.O.,  N.Y.C. 
Gordon,  K.,  Jr.  (Lt.) 

Robins  Fid.,  Wellston  Air  Depot, 
Warner  Robins,  Ga. 

Graff,  E.  S.  (Capt.) 

92  Med.  Bn.,  Camp  Butner,  N.C. 
Gray,  B.  C. 

76  Chestnut  St.,  Oneonta,  N.Y. 
Greenbaum,  M.  M. 

65  Academy  St.,  Poughkeepsie, 
N.Y. 

Greenberg,  L.  (Lt.) 

Box  166,  Station  Hosp.,  Ft.  Jackson, 
S.C. 

Greenberg,  S.  A. 

560  Linden  Blvd.,  Brooklyn,  N.Y. 
Greene,  C.  H. 

Box  671,  Hohokus,  N.J. 

Greenfield,  I. 

85  Eastern  Pkwy.,  Brooklyn,  N.Y. 
Grendon,  D.  A.  (Capt.) 

23  Lexington  Ave.,  N.Y.C. 

Grosof,  W.  S. 

542  Pennsylvania  Ave.,  Brooklyn, 
N.Y. 

Gullotta,  G. 

21-01  30  Ave.,  L.I.City,  N.Y. 
Guyer,  D.  C. 

710  Madison  Ave.,  Albany,  N.Y. 

H 

Hallock,  L.  A. 

51  E.  97  St.,  N.Y.C. 

Hamilton,  F.  J.  (Lt.) 

U.S.  Naval  Air  Sta.,  Pensacola,  Fla. 
Hammerling,  J.  S. 

160  W.  95  St.,  N.Y.C. 

Handelsman,  M.  B. 

145  E.  18  St.,  Brooklyn,  N.Y. 
Harris,  H.  M. 

819  Jefferson  Ave.,  Buffalo,  N.Y. 
Harrison,  D.  A.  (Capt.) 

Station  Hosp.,  Camp  Roberts, 
Calif. 

Hatch,  G.  C. 

Penn  Yan,  N.Y. 

Havens,  F.  M.  (Lt.) 

28  Marine  Ave.,  Brooklyn,  N.Y. 
Hayden,  R.  S.  (Capt.) 

A.P.O.  10235,  c/o  P.M.,  San 
Francisco,  Calif. 

Heath,  F.  K. 

South  Rd.,  Poughkeepsie,  N.Y. 
Heck,  C.  C. 

1408  Highland  St.,  Syracuse,  N.Y. 
Held,  D.  H. 

1549  Sterling  PI.,  Brooklyn,  N.Y. 
Henderson,  R.  A. 

Malone,  N.Y. 

Henne,  F.  R.  (Capt.) 

Billings  Gen’l  Hosp.,  Ft.  Benj. 
Harrison,  Ind. 

Himelstein,  T.  K. 

125  W.  58  St.,  N.Y.C. 

Hixson,  G.  D. 

58  Main  St.,  Lockport,  N.Y. 
Hoffman,  B. 

333  S.  Pearl  St.,  Albany,  N.Y. 
Hollis,  J.  A. 

77  E.  Main  St.,  Norwich,  N.Y. 
Holzsager,  T.  G.  (Lt.  Com.) 

885  Clarkson  Ave.,  Brooklyn,  N.Y. 
Hoople,  G.  D. 

713  E.  Genesee  St.,  Syracuse,  N.Y. 
Hoover,  W.  F.  (Lt.  Com.) 

U.S.  Naval  Training  Sta.,  Sampson, 
N.Y. 

Horsfall,  F.  L.,  Jr. 

8 Center  Dr.,  Malba,  N.Y. 

Huber,  W.  V. 

99  Lafayette  Ave.,  Brooklyn,  N.Y. 
Hun,  H.  H. 

149  Washington  Ave.,  Albany,  N.Y. 
Hutchings,  C.  W. 

Marcy,  N.Y. 

Hyland,  F.  S.  (Capt.) 

Station  Hosp.,  Ft.  DuPont,  Del. 

I 

Iserman,  M. 

737  Park  Ave.,  N.Y.C. 

J 

Jacobi,  M.  H. 

Norwich,  N.Y. 


Jacobs,  S.  R. 

327  Main  St.,  Oneonta,  N.Y. 
Johnson,  E.  W. 

Greene,  N.Y. 

Jordan,  F.  A. 

85-A  N.  Main  St.,  Cortland,  N.Y. 
Juster,  I.  R.  (Capt.) 

Station  Complement,  S.C.U.  1913 
Camp  White,  Ore. 

K 

Kahn,  B.  S. 

190  Riverside  Dr.,  N.Y.C. 
Kaminsky,  F. 

21  E.  21  St.,  Brooklyn,  N.Y. 

Kane,  A.  P. 

1801  Gerrittsen  Ave.,  Brooklyn, 
N.Y. 

Kanof,  A. 

80  Linden  Blvd.,  Brooklyn,  N.Y. 
Kaplan,  H.  J.  (Lt.) 

269  Q.M.  Bn.  Service,  Camp 
Sutton,  N.C. 

Kasday,  H.  R.  (Capt.) 

31  Med.  Regt.,  Camp  Barkeley, 
Tex. 

Katz,  A.  A. 

1141  Eastern  Pkwy.,  Brooklyn. 
N.Y. 

Katzman,  H. 

3 Hopper  St.,  Utica,  N.Y. 

Kelley,  J.  F.  (Lt.  Com.) 

Naval  Hosp.,  Sampson,  N.Y. 
Keschner,  H.  W.  (Capt.) 

Sternberg  Genl.  Hosp.,  Manila,  P.I. 
Kinney,  L.  T. 

66  S.  Broad  St.,  Norwich,  N.Y. 
Klane,  E. 

Patchogue,  N.Y. 

Kleefield,  E.  A. 

108-33  71  Ave.,  Forest  Hills,  N.Y. 
Klein,  S.  M. 

35-61  87  St.,  Jackson  Hgts.,  N.Y. 
Krom,  J.  B.  (Lt.  Com.) 

Disp.  F.North,  U.S.  Naval  Tr.  Sta., 
Sampson,  N.Y. 

L 

Labriola,  C.  (Lt.) 

A.P.O.  10507,  Seattle,  Wash. 

Lacy,  C.  R. 

Freehold,  N.Y. 

Lane,  J.  A. 

277  Alexander  St.,  Rochester,  N.Y. 
Lange,  W.  A. 

610 — 2 St.,  Brooklyn,  N.Y. 

Larson,  S.  L.  (Capt.) 

Ft.  Slocum,  New  Rochelle,  N.Y. 
Latcher,  J.  W. 

Army  Air  Base,  Sioux  City,  Iowa 
Lautzenheiser,  R.  B. 

Penn  Yan,  N.Y. 

Lawrence,  H.  R. 

Medina,  N.Y. 

Leachman,  J.  W. 

Pavilion,  N.Y. 

Leahy,  H.  J. 

Andover,  N.Y. 

Leahy,  J.  F.  (Lt.  Com.) 

9 Whitfield  Ave.,  Newport,  R.I. 
Lear,  P.  E.  (Capt.) 

1240  E.  26  St.,  Brooklyn,  N.Y. 

Le  Fever,  K.  H. 

54  Pearl  St.,  Kingston,  N.Y. 

Leone,  A.  F. 

Medina,  N.Y. 

Leone,  A.  J. 

322  N.  Aurora  St.,  Ithaca,  N.Y. 
Lester,  D.  H.  R.  (Capt.) 

Hq.  1 Serv.  Command,  808  Com- 
monwealth Ave.,  Boston,  Mass. 
Levitt,  H. 

431  Washington  St.,  Watertown, 
N.Y. 

Levy,  J.  (Capt.; 

50  Serv.  Sq.,  37  Serv.  Gr.,  12  AF„ 
A.P.O.  528,  c/o  P.M.,  N.Y.C. 
Levy,  M.  H. 

1185  Park  Ave.,  N.Y.C. 

Levy,  S. 

204  Scholes  St.,  Brooklyn,  N.Y. 
Lewin,  A.  L.  (Capt.) 

604  C.A.  (AA)  Med.  Det.,  Bayonne, 
N.J. 

[Continued  on  page  188] 


THE  MAPLES  INC.,  ROCKVILLE  CENTRE,  LI. 

A sanitarium  especially  for  invalids,  convalescents,  chronic 
patients,  post-operative,  special  diets,  and  body  building.  Six 
acres  of  landscaped  lawns.  Five  buildings  (two  devoted  exclu- 
sively to  private  rooms).  Resident  Physician.  Rates  $18  to  $35  Weekly 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


LOUDEN-KNICKERBOCKER  HALL1" 

81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  inf ormation furnished  upon  request 
JOHN  F.  LOUDEN  New  York  City  Office  JAMES  F.  VAVASOUR,  M.D. 

President  67  West  44th  St.,  Tel.  VAnderbilt  6-3732  Physician  in  Charge 
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A physician  and  consultant  to  the  Medical  Information 
Bureau  believed  that  vanity  is  an  indestructible  feminine 
instinct  which  might  just  as  well  be  reckoned  with.  “If 
you  want  an  idea  how  essential  this  instinct  is,  just  look 
how  the  average  woman  will  juggle  her  budget  to  include 
cosmetics,”  he  said.  “That's  a fair  index.  She  would 
rather  have  a lipstick  than  eat,  if  it  comes  to  a choice — 
and  often  the  lipstick  will  be  an  expensive  one.” 

A psychiatrist,  Dr.  Richard  Hoffman,  contended  that 
applying  lipstick  and  powder  is  like  laughter — it  belongs 
on  the  “plus  side”  of  emotional  experience,  meaning  that 
it  produces  a stimulation  of  the  thyroid  and  adrenal 
glands,  a restoration  of  sugar  to  the  blood  and  actually 
serves  to  counteract  fatigue.  “Efficiency  engineers,” 
Dr.  Hoffman  pointed  out,  “have  discovered  that  because 
of  these  strange  chemical  occurrences,  a dressing  room 
established  for  primping  purposes  in  a busy  factory  may 
improve  efficiency  to  the  extent  of  10  or  15  per  cent.” 

This  contention  has  been  substantiated  by  the  experi- 
ence of  the  British.  At  the  beginning  of  the  war,  in 
order  to  effect  economies  in  war  materials,  the  British 
Government  restricted  the  manufacture  of  cosmetics  to 
one-fourth  of  peacetime  production.  The  result  was  a 
decline  in  war  factory  records  and  an  increase  in  ill 


health  largely  due  to  “bootleg”  cosmetics  that  were  often 
injurious.  When  cosmetic  stations  were  established 
throughout  the  industries,  the  production  curve  soared 
immediately  and  increased  numbers  of  women  flocked  to 
the  war  factories  to  work.  A recent  regulation  orders 
that  girl  workers  in  British  munition  plants  shall  wash 
and  apply  cosmetics  three  times  a day  as  protection 
against  infection  and  discoloration.  Cosmetics  for  this 
purpose  are  supplied  by  the  Government. 

Here  we  expect  to  benefit  from  the  experience  of  the 
British  in  this  matter  as  we  have  in  so  many  other  war 
problems.  If  there  is  to  be  any  restriction  at  all,  it 
is  to  be  on  the  use  of  ingredients  vital  to  fighting  the  war. 
To  overcome  this  obstacle,  our  cosmetic  chemists  are 
unearthing  a substitute  for  the  missing  ingredient — and 
sometimes  even  a substitute  for  the  substitute. 

“As  long  as  the  women  of  this  country  continue  to 
want  cosmetics — and  they  always  will — the  chemists  will 
continue  to  supply  them,”  declared  the  research  director 
of  one  of  America’s  largest  drug  houses.  “Gradual 
evolution  in  buying  habits  may  come  about.  There  will 
probably  be  more  preparations  of  the  sensible,  protective 
sort.  That  means  fewer  throat  bleaches  and  eyebrow 
creams,  and  fewer  fabulous  prices  paid  for  labels  marked 
‘made-in-France.’  But  there  will  always  be  cosmetics.” 


FALKIRK 

IN  THE 

R AM APOS 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


WEST  BILE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  Dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Charge 


JANE  M.  GORMAN 

FOR  CASES  CONVALESCENT 

REQUIRING  REST,  SPECIAL  DIETS  HOME 

AND  GENERAL  NURSING  CARE.  NO  MENTAL  CASES 

Registered  Nurses  in  attendance  at  all  times.  Large,  well 
furnished  rooms  (some  private  bath),  five  acres  of  land- 
scaped grounds,  screened  and  enclosed  porches,  homelike 
atmosphere.  Moderate  rates. 

Tel:  RYE  2235 

1330  BOSTON  POST  ROAD,  RYE,  N.  Y. 


TWIN  ELMS 


A Modern 
Psychiatric  Unit 

Selected  drug  and  alcohol  problems 
welcome. 

Rates  moderate. 

Eugene  N.  Boudreau,  M.D.,  Phys-in-Chg 

SYRACUSE,  N.  Y. 
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N.Y. 

Maloney,  P.  K. 

59  Richmond  St.,  Brooklyn,  N.Y. 
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Mason,  J.  L.  H.  (Capt.) 

Room  312,  Morrison  Field,  W. 
Palm  Beach,  Fla. 

Matilsky,  I. 

1245  Stratford  Ave.,  Bronx,  N.Y. 
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Melamed,  M.  E. 

531  Broad  St.,  Oneida,  N.Y. 

Melore,  C. 

1901  W.  11  St.,  Brooklyn,  N.Y. 
Memmoli,  T. 

30-31  152  St.,  Flushing,  N.Y. 
Meyers,  H.  R. 

200  Hicks  St.,  Brooklyn,  N.Y. 
Meyers,  P.  T.  (Capt.) 

Haloran  Gen’l  Hosp.,  Staten  Island, 
N.Y. 

Michaels,  L. 

92  Med.  Bn.,  Camp  Butner,  N.C. 


Miles,  R.  B. 

99  Lafayette  Ave.,  Brooklyn,  N.Y. 
Miller,  E.  L.  (Capt.) 

Station  Hosp.  S.U.  1322,  Ft.  Geo. 
G.  Meade,  Md, 

Miller,  H.  K. 

U.S.  Marine  Recruit.  Sta.,  Federal 
Bldg.,  Albany,  N.Y. 

Millman,  A.  S.  (Capt.) 

Station  Hosp.,  Aberdeen  Proving 
Grounds,  Aberdeen,  Md. 

Mills,  H.  L. 

Gouverneur,  N.Y. 

Millstein,  H. 

180  Bennett  Ave.,  N.Y.C. 

Milne,  R.  E.  A.  (Capt.) 

Station  Hosp.,  Boca  Raton  Fid., 
Boca  Raton,  Fla. 

Mitchell,  R.  S. 

Insurance  Bldg.,  Glens  Falls,  N.Y. 
Moore,  J.  A. 

490  Western  Ave.,  Albany,  N.Y. 
Morrison,  P.  L. 

84  Ordnance  Bn.,  M.M.  (Q),  Ft. 
Ethan  Allen,  Vt. 

Morrow,  A.  R.  (Maj.) 

52  Gen’l  Hosp.,  A.P.O.  3346, 
c/o  P.M.,  N.Y.C. 

Mortimer,  C.  H. 

30  E.  40  St.,  N.Y.C. 

Mosher,  J.  F. 

Coeymans,  N.Y. 

Murphy,  F.  C. 

420 — 8 Ave.,  Brooklyn,  N.Y. 
Murphy,  J.  P. 

1 Dogwood  Dr.,  Great  Neck,  N.Y. 
Myer,  C.  G. 

Lyons,  N.Y. 

Myerson,  S. 

508  E.  78  St.,  N.Y.C. 


N 

Naples,  J.  D. 

654—7  St.,  Buffalo,  N.Y. 

Nareff,  A.  A. 

235  E.  Broadway,  N.Y.C. 

Nelson,  H.  C. 

210  Wool  worth  Bldg.,  Watertown, 
N.Y. 

Noonan,  F.  M.  (Lt.) 

Station  Hosp.,  Camp  Crowder,  Mo. 
Nuckols,  C.  C.,  Jr. 

214  State  St.,  Albany,  N.Y. 


O 

O’Connor,  J.  E. 

461  Ft.  Washington  Ave.,  N.Y.C. 
Oddo,  D.  C. 

46-52  Utopia  Pkwy.,  Flushing,  N.Y. 
Olmstead,  E.  V. 

Edmeston,  N.Y. 


P 

Paley,  S.  M. 

370  Central  Pk.W.,  N.Y.C. 
Palmeri,  V.  J. 

Newark,  N.Y. 

Pashley,  W.  J.  (Lt.) 

Station  Hosp.,  MacDill  Fid.,  Fla. 
Payne,  B.  F. 

896  Madison  Ave.,  N.Y.C. 

Pennell,  S.  (Capt.) 

202  Hospital  Ship  Co.,  Camp 
Barkeley,  Tex. 

Pennock,  J.  W.  (Maj.) 

U.S.  Cen’l  Hosp.,  White  Sulphur 
Sprgs.,  W.Va. 

Peskin,  A.  R.  (Maj.) 

41  Eastern  Pkwy.,  Brooklyn,  N.Y. 
Petry,  W.  A.  (Capt.) 

Hq.  209  Gen’l  Hosp.,  Ft.  Geo.  G. 
Meade,  Md. 

Phelan,  W.  J. 

571 — 2 Ave.,  Troy,  N.Y. 

Portnoy,  L. 

76  W.  12  St.,  N.Y.C. 

Prowda,  T.  J. 

Sherrill,  N.Y. 


Q 

Quackenbush,  W.  R.  S. 
Goshen,  N.Y. 


R 

Reedy,  W.  F. 

Wellsville,  N.Y. 

Retan,  H.  W. 

713  E.  Genesee  St.,  Syracuse,  N.Y. 
Rhudy,  W.  P. 

Penn  Yan,  N.Y. 

Richards,  M.  S. 

Tully,  N.Y. 

Rinzler,  S.  H. 

55  E.  86  St.,  N.Y.C. 

Ritchie,  S.  (Maj.) 

805  Gist  Ave.,  Silver  Sprgs.,  Mo. 
Robin,  C.  M.  (Lt.) 

U.S.  Coast  Guard,  Northport,  N.Y. 
Robins,  A.  B. 

125  Worth  St.,  N.Y.C. 

Rocktaschel,  W.  G. 

1020  St.  Paul  St.,  Rochester,  N.Y. 
Romano,  J.  J. 

146  Sackman  St.,  Brooklyn,  N.Y. 
Rommel,  J.  F.,  Jr. 

131  Lenox  Ave.,  Oneida,  N.Y. 
Rooney,  J.  F. 

132  Lancaster  St.,  Albany,  N.Y. 
Root,  D.  L. 

1 Manning  Blvd.,  Albany,  N.Y. 
Rosefsky,  I.  J. 

8 Riverside  Dr.,  Binghamton,  N.Y. 
Rosen,  L.  B. 

Veterans  Admin.  Facil.,  Wood,  Wis. 
Rosenblatt,  K. 

372  New  Scotland  Ave.,  Albany, 
N.Y. 

Rosenbliett,  G. 

Coast  Guard,  7 Naval  Dist., 
Miami,  Fla. 

Rosenthal,  M.  I. 

Air  Corps  Off.  Trg.  Sch.,  Miami 
Beach,  Fla. 

Ross,  M.  E. 

1171  E.  27  St.,  Brooklyn,  N.Y. 
Rubin,  E. 

88-15  164  St.,  Jamaica,  N.Y. 

Rubin,  L.  R.  (Lt.) 

Station  Hosp.,  Ft.  Sheridan,  111. 
Ryan,  A.  D. 

Sodus,  N.Y. 


S 

Sanders,  E.  A. 

Lima,  N.Y. 

Scharfman,  E. 

5605 — 12  Ave.,  Brooklyn,  N.Y. 
Schenfeld,  S. 

63-75  Dry  Harbor  Rd.,  Elmhurst, 
N.Y. 

Schonfeld,  W.  A. 

171  Echo  PI.,  Bronx,  N.Y. 

Schultze,  P.,  Jr. 

339  State  St.,  Albany,  N.Y. 
Schwartz,  M. 

6843—78  St.,  Middle  Village,  N.Y. 
Schwartz,  P.  M. 

54  Noxon  St.,  Poughkeepsie,  N.Y. 
Schwartz,  S. 

34-01  Parsons  Blvd.,  Flushing,  N.Y. 
Scott,  J.  B. 

Marlboro,  N.Y. 

Shaw,  H.  C. 

260  Crittenden  Blvd.,  Rochester, 
N.Y. 

Sickels  T N 

120  Stone  St.,  Watertown,  N.Y. 

Sill,.  J.  T. 

Hamilton,  N.Y. 

Single,  C.  M. 

Wolcott,  N.Y. 

Smith,  B.  T.  (Capt.) 

389  Engineers  Bn.,  Camp  Gordon, 
Ga. 

Smith,  H.  F. 

4115  Ditmars  Blvd.,  Astoria,  N.Y. 
Soltz,  S.  E.  (Capt.) 

Station  Hosp.,  Ft.  Dix,  N.J. 

Spratt,  C.  E.  (Lt.) 

540—4  St.,  Brooklyn,  N.Y. 

Stahler,  C.,  Jr.  (Capt.) 

44  Evacuation  Hosp.,  Camp  Atter- 
bury,  Ind. 

Standish,  P.  M. 

117  N.  Main  St.,  Canandaigua, 
N.Y. 

[Continued  on  page  190 J 
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ONLY  A FEW  COPIES  OF  THE 
1941-42  DIRECTORY 

Remain  Unsold 

Send  Your  Order  With  Check  For  $7.50  To 

Medical  Directory  of  New  York, 
New  Jersey  and  Connecticut 

292  Madison  Avenue  New  York,  N.  Y. 


RIVERLAWN  SANITARIUM 

FOUNDED  1893 


A conveniently  situated  Sanitarium  offering  complete  facilities  for 
the  treatment  and  care  of  MENTAL  AND  NERVOUS  CASES 
and  ALCOHOL  AND  DRUG  ADDICTIONS.  We  extend  full 
cooperation  to  the  Physicians. 

CHARLES  B.  RUSSELL,  M.D.,  Med.  Dir. 

45  Totowa  Ave.  PATERSON,  N.  J.  Armory  4-2342 


THE  CARGO  CARRIER  OF  TOMORROW? 


Movement  of  freight  by  air  was  given  little  serious 
consideration  until  the  new  conditions  of  the  war  de- 
veloped. This  is  partly  because  transportation  prob- 
lems have  become  acute  so  that  despite  high  costs 
serious  consideration  is  now  given  to  air  freight  transport 
for  emergency  situations. 

W.  A.  Patterson,  president  of  the  United  Air  Lines, 
refutes  any  idea  that  air  cargo  ships  will  supplant  surface 
carriers,  and  he  points  out  facts  that  prove  the  airplane 
freight  line  will  not  soon  be  a serious  competitor.  As 
a comparison  between  the  surface  and  the  air  carrier,  Mr. 
Patterson  used  actual  peacetime  conditions. 

Says  Mr.  Patterson,  “The  average  freight  train  would 
consist  of  50  cars,  thirty  of  them  loaded  with  26  tons  of 
freight  each,  and  20  of  them  empty.  Such  a freight 
train,  based  on  actual  railroad  statistics  for  the  year 
1940,  would  carry  a total  of  780  tons  of  revenue  cargo. 
Operated  between  Chicago  and  San  Francisco,  it  would 
give  sixth  morning  delivery  and  could  make  two  round 
trips  in  a month’s  time. 

“Therefore,  every  month  it  would  deliver  a total  of 
1,560  tons  each  way  between  those  two  points.  An  oil- 
burning locomotive  pulling  this  train  would  consume 
170,000  gallons  of  fuel  oil  during  the  month,  which  at  2 
cents  a gallon  would  cost  S3, 400.  The  operating  crew  on 
such  a freight  train  would  number  five  men  and  the 
equivalent  of  four  crews  or  twenty  men  would  be  required 
to  keep  the  train  running.  Their  total  pay  would  be 
approximately  $5,000  for  the  month.  The  total  operat- 
ing cost  of  the  train  based  on  1940  railroad  experience 
would  amount  to  $50,000  for  the  month,  which  represents 
the  cost  of  moving  1,560  tons  by  rail  from  Chicago  to 
San  Francisco,  and  another  1,560  tons  from  San  Fran- 
cisco to  Chicago  during  the  interval  of  a month,  or  two 
round  trips. 


“Now  let  us  do  the  same  job  by  airplane,  using  the 
familiar  Mainliner  type  of  equipment  which  is  now  in  use 
on  our  line,  but  converting  it  to  a cargo-type  airplane. 
The  average  lifting  power  of  such  an  airplane  would  per- 
mit it  to  nibble  in  small  bits  of  only  21/a  tons  each  at  the 
1,560-ton  pile  of  cargo  moved  by  the  freight  train  in  one 
month’s  time.  It  would  take  626  bits  of  626  round-trip 
flights  by  this  airplane  between  Chicago  and  San  Fran- 
cisco— to  do  the  same  job  that  the  freight  train  did  in 
two  round  trips.  This  represents  2,500,000  miles  of 
flying  compared  to  8,880  freight  train  miles. 

“Obviously,  a single  airplane  could  not  make  that 
many  round  trips  between  Chicago  and  San  Francisco  in 
a month’s  time.  Normal  operating  experience  would 
indicate  11  round  trips  per  month  per  airplane  as  the 
average.  On  this  basis,  57  airplanes  would  be  required 
to  do  the  job  of  the  freight  train.  During  the  month 
these  airplanes  would  consume  1,500,000  gallons  of 
gasoline,  compared  to  the  170,000  gallons  of  fuel  used  by 
the  train.  The  gasoline  would  cost  a total  of  $200,000 
compared  to  the  $3,400  for  fuel  used  by  the  train.  Four 
hundred  pilots  would  be  needed  to  fly  the  airplanes  as 
against  20  crew  members  used  to  keep  the  train  running. 
The  pilots  would  receive  a total  of  $200,000  in  pay  for  the 
month,  while  the  payroll  of  the  train  crew  would  amount 
to  $5,000. 

“Based  on  recorded  experience,  the  total  operating 
costs  of  the  57  airplanes  would  amount  to  $1,750,000 
during  the  month  while  the  freight  trains  costs  would  be 
$50,000.  The  airplane  operation  would  therefore  cost 
35  times  as  much  as  the  freight  train  operation.” 

So  for  some  time  yet,  the  old  “iron  horse”  has  little 
to  fear  from  the  wings  that  make  him  a snail  in  com- 
parison— at  least  not  in  carrying  cargo. 


WHOLE  CRAIN  CEREAL.... 

Uncle  Sam  Recommends  It — Children  and  Adults  Love  It 

**~MdLTEX 

9t'*  ★ Cereal  ★ 


NEW  ENGLAND’S  FAVORITE 
BREAKFAST  DISH  FOR 
FORTY  YEARS 


in. 

hojopin 

cough. 

9 

Elixir  Bromaurate 


I 


GIVES  EXCELLENT  RESULTS 

Cuts  short  the  period  of  the  illness  and  relieves  the  distressing  spasmodic  cough.  Also  valuable  in  other  Persistent 
Coughs  and  in  Bronchitis  and  Bronchial  Asthma.  In  four-ounce  original  bottles.  A teaspoonful  every  3 to  4 hrs. 

GOLD  PHARMACAL  CO.  NEW  YORK  CITY 

Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
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HONOR  ROLL 


[N.  Y.  State  J.  M. 


[Continued  from  page  188 1 
Stein,  A.  H. 

371  State  St.,  Albany,  N.Y. 

Stein,  F. 

385  Argyle  Rd.,  Brooklyn,  N.Y. 
Stein,  I.  D. 

Fitzsimons  Gen’l  Hosp.,  Denver 
Colo. 

Stenbuck,  J.  B.  (Lt.  Col.) 

Station  Hosp.  75,  Camp  Claiborne, 

La. 

Stern,  A.  B. 

4103—12  Ave.,  Brooklyn,  N.Y. 
Stern,  Arthur  (Capt.) 

875  West  End  Ave.,  N.Y.C. 
Stevens,  R.  P. 

Oak  Hill,  N.Y. 

Stibbs,  H.  W.  B. 

13  Cannon  St.,  Poughkeepsie,  N.Y. 
Stone,.  N.  C.  (Maj.) 

Army  & Navy  Gen’l  Hosp.,  Hot 
Springs,  Ark. 

Strosberg,  I.  (Lt.) 

Co.  D,  325  Med.  B.n.,  100  Inf.  Div., 
Ft.  Jackson,  S.C. 

Sulzman,  J.  H.  (Lt.) 

Bldg.  25,  Rm.  11,  NCTC,  N.  O.  B., 
Norfolk,  Va. 

Suratt,  T.  P.  (Lt.) 

Station  Hosp.,  Camp  Maxey,  Tex. 
Sweeney,  D.  W. 

Altamont,  N.Y. 

T 

T shupon  T V 

619  Central' Ave.,  Albany,  N.Y. 
Tanner,  I.  S. 

611  Castleton  Ave.,  Randall  Manor, 
S.I.,  N.Y. 

Tansley,  E. 

Newark,  N.Y. 

Tarr,  L. 

144  E.  90  St.,  N.Y.C. 

Tarter,  S.  S. 

124  Remsen  St.,  Brooklyn,  N.Y. 
Teich,  S. 

Huntington  Station,  N.Y. 

Thibault,  G.  E.  (Lt.) 

Station  Hosp.,  Shaw  Fid.,  Sumter, 
S C 

Tosti,’  V.  G. 

60-29  Putnam  Ave.,  Ridgewood, 
N.Y. 

Towlen,  R.  M.  (Lt.) 

9372  Harding  Ave.,  Surfside,  Miami 
Beach,  Fla. 

Townsepd,  A.  J. 

28  Exchange  St.,  Dansville,  N.Y. 
Train,  G.  J. 

31  S.  6 St.,  Lewisburg,  Pa. 

Traub,  P.  M. 

Washingtonville,  N.Y. 


Traver,  R.  F.  (Capt.) 

Station  Hosp.,  Camp  Adair,  Cor- 
vallis, Ore. 

Turell,  R. 

85  Eastern  Pkwy.,  Brooklyn,  N.Y. 
Turner,  I.  M. 

South  Fallsburg,  N.Y. 

Tyrell,  T.  I. 

958  Madison  Ave.,  Albany,  N.Y. 


U 

Unangst,  D.  G. 

82  Armd.  Med.  Bn.,  Camp  Camp- 
bell, Ky. 


V 

Vanderburgh,  A.  (Capt.) 

40  Sig.  Cons.  Bn.,  Camp  Campbell, 
Ky. 

Van  Dyke,  P.  B. 

330  W.  42  St.,  N.Y.C. 

Van  Graafeiland,  W.  W. 

216  Ridge  Rd.,  E.,  Rochester,  N.Y. 
Vicale,  C.  T. 

Neurological  Inst.,  N.Y.C. 

Vignec,  A.  J. 

25  Central  Ave.,  St.  George,  S.I., 
N.Y. 

Vitanza,  P.  P.  (Capt.) 

47  Armd.  Regt.,  14  Armd.  Div., 
Camp  Chaffee,  Ark. 

Volan,  H.  H.  (Capt.) 

Benecia  Arsenal,  Benecia,  Calif. 
Volk,  B.  M. 

146  Washington  Ave.,  Albany,  N.Y. 
von  Borstel,  G.  C.  (Capt.) 

Co.  H,  68  Med.  Regt.,  A.P.O.  402, 
Camp  Forrest,  Tullahoma,  Tenn. 
Von  Stein,  W.  G. 

525  Park  Ave.,  N.Y.C. 
von  Storch,  T.  J.  C. 

Albany  Hosp.,  Albany,  N.Y. 
Vosburgh,  F.  L. 

675  N.  Terrace  Ave.,  Mt.  Vernon, 
N.Y. 


W 

Wadsworth,  J.  H. 

Cobleskill,  N.Y. 

Waltman,  R.  (Lt.) 

200  Station  Hosp.,  Camp  Brecken- 
ridge,  Ky. 

Warner,  F.  E. 

5 Court  St.,  Binghamton,  N.Y. 
Watts,  J.  C. 

212-04  38  Ave.,  Bayside,  N.Y. 
Weinstein,  E. 

1041  Bushwick  Ave.,  Brooklyn, 
N.Y. 


Weinstein,  G.  J. 

838  West  End  Ave.,  N.Y.C. 
Weinstein,  H.  W.  (Capt.) 

Station  Hosp.,  Camp  Lee,  Va. 
Weinstein,  L.  S.  (Capt.) 

Station  Hosp.,  1550  S.U.,  Ft. 

Knox,  Ky. 

Weiss,  B. 

Station  B,  Poughkeepsie,  N.Y. 
Weiss,  F.  M. 

2138—31  St.,  Astoria,  N.Y. 
Weisshaus,  S.  Z.  (Capt.) 

Station  Hosp.,  Ft.  Benning,  Ga. 
West,  B.  S. 

Sherburne,  N.Y. 

White,  G.  H.  R.  (Lt.) 

41  Station  Hosp.,  Camp  Barkeley, 
Tex. 

Widger,  S.  W. 

344  West  Ave.,  Rochester,  N.Y. 
Wineburgh,  G. 

Naples,  N.Y. 

Winter,  A.  (Lt.) 

Triton  Hotel,  Ocean  at  28  St., 
Miami  Beach,  Fla. 

Wishik,  S.  M. 

46-55  157  St.,  Flushing,  N.Y. 
Withington,  L.  F. 

300  Woolworth  Bldg.,  Watertown, 
N.Y. 

Wood,  F. 

Lyons,  N.Y. 

Woolsey,  R.  G. 

161  Clinton  St.,  Brooklyn,  N.Y. 
Wray,  C.  C. 

Coeymans,  N.Y. 

Wyman,  R.  A.  (U.S.P.H.S.) 

315  E.  68  St.,  N.Y.C. 

Y 

Yacht,  M.  J. 

579  Ridgewood  Ave.,  Brooklyn, 
N.Y. 

Yarington,  C.  T. 

Moravia,  N.Y. 

Young,  W.  W.  (Lt.  Com.) 

649  Linden  Ave.,  Portsmouth,  Va. 

Z 

Zaia,  A.  J. 

317  Main  St.,  Oneida,  N.Y. 
Zimmerman,  I.  A. 

901  Washington  Ave.,  Brooklyn 
N.Y. 

Zodikoff,  M. 

151  Grand  St.,  Newburgh,  N.Y. 
Zuckerman,  L.  A. 

374  Broadway,  Saratoga  Sprgs., 
N.Y. 

Zurlo,  D.  A.  (Lt.) 

Station  Hosp.,  Ft.  Riley,  Kans. 


HEPVISC  IN  HYPERTENSION 


^ANGLO-FRENCH  LABORATORIES, 

J 75  VARICK  STREET,  NEW  YORK,  N.  Y. 


LOWERS  HIGH  BLOOD  PRESSURE 

Relieves  Hypotensive  Symptoms  • Prolongs  Hypotensive  Action 

Each  tablet  contains  a synergistic  combination  of  20  mg. 
Viscum  album,  60  mg.  desiccated  hepatic  substance  and  60  mg. 
desiccated  insulin-free  pancreatic  substance. 

Dosage  1-2  tablets  t.i.d.  Sample  on  request 

Available  in  bottles  of  50,  500  and  1,000  tablets. 
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Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
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Classified  Index  of  Service  and 

V..  Your  Guide  to  Opportunities  for 

Siipidi^if 

|(g  POSITIONS 

[LOCATIONS  [ HELP  f PURCHASES 

| SERVICES  j 

Classified  Rates 


Rates  per  line  per  insertion: 

Onetime $1.10 

3 consecutive  times 1.00 

6 consecutive  times .80 

12  consecutive  times .73 

24  consecutive  times .70 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of  First 
and  by  the  5th  for  issue  of  Fifteenth. 


SUPERIOR  PERSONNEL 

Assistants  and  executives  in  all  fields  of  medicine — young 
physicians,  department  heads,  nurses,  staff  personnel,  secre- 
taries, anaesthetists,  dietitians  and  technicians. 


NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


FOR  DOCTORS’  OFFICES 


Two  three  room  apartments — first  floor  front.  No  other  doctorin 
block.  $20  monthly.  431  W.  45th  St.  New  York  City 


WANTED 


Combination  X-Ray,  with  or  without  fluoroscope,  compara- 
tively new.  Also,  dark  room  apparatus  and  equipment.  Windsor 
6-3939,  or  1318-55th  St.,  Brooklyn,  N.  Y. 


FOR  RENT 


Corner,  modern  apartment,  detached,  two-family  house — five 
rooms.  Enclosed,  heated  porches.  Garage.  Physician  since 
1924.  Last,  just  entered  service.  BRANDRISS,  1304  Ave.  T., 
Brooklyn.  Phones,  New  York  - Brooklyn. 


FOR  RENT 


Excellent  Opportunity  for  general  practitioner  of  good  training 
and  personality  to  build  up  good  practice.  Fine  residence  with 
equipped  Operating  room,  for  tonsilectomies  minor  surgery,  X- 
Ray  outfit,  etc.  45  minutes  from  City,  $75.00  per  month,  lease  4 
years,  write  N.  Y.  S.  Medical  Journal  Number  1788. 


59  ADVERTISERS 
are  represented 
in  this  ISSUE 


SCHOOLS 


CAPABLE  ASSISTANTS 

CALL  our  free  placement  service.  Paine  Hall 
graduates  are  girls  of  character,  intelli- 
gence, appearance;  qualified  for  office  or 
laboratory  work;  trained  in  haematology,  blood 
chemistry,  urinalysis,  clinical  pathology,  office 
machines,  medical  stenography,  bookkeeping. 
Address  C.  R.  Porter,  Principal 


101  West  31st  Street,  New  York 
BRyant  9-2831 

Licensed  by  the  State  of  New  York 


CLINICAL  LABORATORY 
and  X RAY  TECHNIC 

Thorough  Clinical  Laboratory  course  including 
Basal  Metabolism  9 months.  X-Ray  and  Electro- 
cardiography 3 months.  Graduates  in  demand. 
Established  24  years. 

Catalog  sent  postpaid  on  request. 

Northwest  Institute  of  Medical  Technology 

3422  E.  Lake  St.,  Minneapolis,  Minn. 


FROZEN  FOR  THE  DURATION 

“A  man  is  never  so  happy  as  when  the  women  in  his 
life  are  at  peace  with  each  other.  His  mother,  his  sister, 
his  daughter,  his  wife,  a favorite  aunt,  even  his  grand- 
mother— the  women  in  his  life  have  a lot  to  do  for  every 
soldier  they  have  seen  on  his  way  to  the  front.  Those 
letters  that  follow  him  there,  must  contain  no  hints  of 
feminine  bickerings  or  disagreeements  going  on  in  the 
household  he  has  left  behind.  Worth  countless  tins  of 
cookies,  is  the  happy  reassurance  that  all  is  well  at  home, 
and  so,  in  the  best  military  interests,  all  mother-in-law 
jokes  and  in-law  problems  should  be  frozen  for  the  dura- 
tion.”— From  the  notebook  of  Elsa  Conners. 
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HEMATINIC  PLASTULES 


Hematinic  Plastules  provide  iron  in  the  ferrous  state  quickly 
available  for  conversion  into  hemoglobin.  They  are  easy  to 
take  and  well  tolerated.  Hematinic  Plastules  Plain  contain 
dried  ferrous  sulphate  U.  S.  P.  X.  5 gr.  and  yeast  concentrate 
.75  gr.,  supplied  in  bottles  of  50,  100  and  1000.  Also 
available  with  Liver  Concentrate. 

iii 

Ferrous  Iron  Sealed  from  the  Air  but  not  from  the  Patient 

iii 

fFowler  and  Barer:  "Rate  of  Hemoglobin  Regeneration 
in  Blood  Donors."  118:421:1942. 

*Reg.  U.  S.  Pat.  Off. 

THE  B0VININE  COMPANY  • CHICAGO,  ILLINOIS 
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fective  quick-acting  antacid  is  indicated ',  Syntrogel  Tablets, 
the  Roche  remedy  that  adsorbs  acid,  are  an  efficient  means 
of  restoring  order  to  a distressed  stomach.  Small  in  size  and 
pleasantly  flavored,  Syntrogel  Tablets  are  one  of  the  most 
acceptable  remedies  of  their  kind,  affording  the  patient  quick 
relief  with  a minimum  of  inconvenience.  Supplied  in  boxes 
of  48  and  96.  HOFFMANN -LA  ROCHE,  INC.  • NUTLEY,  N.  J. 


SYBTBOCBl  TAB  l ETS 
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Celiac  Disease  Yields 
to  New  Treatment — 


Before  Treatment  After  Treatment 


Reproduced  from  the  article  “Notes  concerning  the 
Cause  and  Treatment  of  Celiac  Disease"  Journal 
of  Pediatrics,  September,  1942.* 


(PARENTERAL) 


/lederle 

Studies  recently  carried  out*  reveal 
that  celiac  disease  is  probably  a defi- 
ciency disease.  Impairment  of  absorption 
of  necessary  factors,  rather  than  low  intake 
seems  to  characterize  this  syndrome.  When 
“Vitamin  B Complex  (Parenteral)  Lederle ” 
and  Liver  Extract  were  administered  intra- 
muscularly, absorption  of  fat  and  glucose, 
as  well  as  intestinal  motility  and  the  clinical 
course,  were  favorably  influenced;  and 
these  results  were  achieved  within  three  to 
six  weeks. 

“Solution  Liver  Extract  (Parenteral) 
Lederle ” may  be  used  together  with  “Vita- 
min B Complex  (Parenteral)  Lederle ” ac- 
cording to  the  plan  of  therapy  outlined.* 
After  the  capacity  to  absorb  has  been  re- 
stored, usually  in  three  weeks,  oral  vitamin 
B complex  therapy  may  be  sufficient. 

The  significance  of  this  plan  is  empha- 
sized by  the  fact  that  the  Department  of 
Pensions  and  National  Health  of  the  Cana- 
dian Government  sent  on  Sept.  28,  1942  a 
circular  letter  to  all  medical  doctors  in 
Canada,  outlining  this  method  of  treat- 
ing celiac  disease. 

*MAY,  C.  D.;  MCCREARY,  J.  F.,  and  BLACKFAN,  K.  D. : J.  Pediat. 

21:  289— Sept.,  1942. 
packages: 

“Vitamin  B Complex  (Parenteral)  Lederle”  (each  cc. 
contains: 

Thiamine  Hydrochloride  (Bi),  5 mgm.,  Riboflavin  (B2), 
0.5  mgm..  Niacinamide,  10  mgm.,  vitamin  extracts  de- 
rived from  55  Cm.  fresh  liver,  supplying  not  less  than 
0.45  mgm.  Pyridoxine  (Be)  and  1.7  mgm.  Pantothenic 
Acid). 

1 — 10  cc.  vial 

“Vitamin  B Complex  Tablets  Lederle”  (each  tablet 
contains: 

Thiamine  Hydrochloride  (Bi)  2.0  mgm..  Riboflavin  (B2) 
2.0  mgm.,  Pyridoxine  (Be)  0.5  mgm..  Pantothenic  Acid 
5.0  mgm..  Niacinamide  10.0  mgm.,  vitamin  extracts  de- 
rived from  8 Cm.  fresh  liver). 

Bottles  of  25,  50,  100  and  1,000  tablets 

“Solution  Liver  Extract  (Parenteral)  Lederle” 

5-5  cc.  vials  (10  U.S.P.  Injectable  units  each) 


Lederle  Laboratories,  Inc.,  30  Rockefeller  Plaza,  New  York,  N.Y. 
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YOUR  FRIENDS  WITH  THE  FIGHTING  FORCES 

Send  them  the  cigarette  that  Rates  First]  * 


IN  camps  at  home ...  at  the  fighting 
fronts . . . the  cigarette  is  a military 
institution ...  a comfort  to  all ...  a spe- 
cial solace  to  the  wounded... and  at- 
tending doctors,  too. 

Small  wonder  that  service  men  ap- 
preciate cigarettes  above  all  other 
gifts... and,  by  actual  survey*,  Camel 
is  the  favorite  brand  of  men  in  our 


REMEMBER,  you  can  still  send  Camels-' to  Army  per 
sonnel  in  the  United  States,  and  to  men  in  the  Navy, 
Marines,  or  Coast  Guard  wherever  they  are.  The 
Post  Office  rule  against  mailing  packages  ap^ 
plies  only  to  those  sent  to  the  overseas  Army. 


armed  forces... for  mellow  mildness, 
for  clear,  full  flavor. 

"Vour  dealer  features  Camels— see 
or  telephone  him  today. 


mm  With  men  in  the  Army,  Navy, 
Marines,  and  Coast  Guard,  the 
favorite  cigarette  is  Camel. 
(Based  on  actual  sales  records  in 
Post  Exchanges  and  Canteens.) 


Camel 


costlier  tobaccos 


THE  FAVORITE  IN  THE  ARMED  FORCES 
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TRIKETOL 

CRYSTALLINE  KETOCHOLANIC  ACIDS  IN  PURE  FORM 

FOR  BILIARY  TRACT  DISORDERS 

Among  TRIKETOL'S  many  advantages  are  greater  secretory  action,  a more  rapid 
drainage  of  the  gallbladder  and  an  increased  flow  of  bile  to  the  duodenum. 

INDICATIONS  FOR  USE:  Biliary  stasis,  except  in  severe  mechanical 
obstruction;  hepatic  poisoning;  liver  insufficiency  (cholangitis,  cirrhosis  or 
chronic  passive  congestion);  cardiac  disturbance  associated  with  gallbladder 
disease;  chronic  cholecystitis,  with  or  without  stones  unless  severe  obstruc- 
tion exists;  chronic  constipation  resulting  from  or  associated 
with  inadequate  secretion  of  bile. 

SUPPLIED  in  packages  of  40  and  100  tablets  of  3%  grains 
each,  at  all  prescription  pharmacies. 

Write  for  samples  and  literature. 


ENDO  PRODUCTS.  INC..  RICHMOND  HILL,  NEW  YORK 
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Vl^Vl 

Distinguished  natural  estrogenic 


hormone  offering  maximum  potency  and  complete  safety.  Being 
forms  of  alpha-estradiol,  the  true  follicular  hormone,  greatest 
therapeutic  response  and  freedom  from  toxic  reaction  is  assured. 


(P 


V7. 


Consistently  good  results  may  be 


achieved  with  great  economy  in  the  treatment  of  the  menopause, 
hypo-ovarianism,  senile  vaginitis  and  pruritus  vulvae.  Available  in 
convenient  dosage  forms  for  parenteral,  oral  and  topical  application. 


PARENTERAL 


ORAL 


TOPICAL 


Progynon-B* 
(alpha-estradiol  benzoate) 
Progynon-DP* 
(alpha-estradiol  dipropionate) 


Progynon-DH* 
(alpha-estradiol) 
in  tablets  and  solution 


Progynon-DH* 
(alpha-estradiol) 
in  ointment  and  suppository 
Trade-Marks  Reg.  U.S.  Pat.  Off. 
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Winter  time  is  the  season  of  throat  affections. 

Many  physicians  have  found  Thantis  Lozenges  to 
be  effective  in  relieving  throat  soreness  and  irritation,  because  they 
are  antiseptic  and  anesthetic  for  the  mucous  membranes  of  the 
throat  and  mouth. 


contain  Merodicein  (H.  W.  & D.  Brand  of  Diiodooxymercuriresor- 
cinsulfonphthaleinsodium),  1/8  grain,  and  Saligenin  (Orthohydroxy- 
benzylalcohol,  H.  W.  & D.),  1 grain.  They 
dissolve  slowly,  permitting  prolonged  medica- 
tion with  the  two  active  ingredients. 

Thantis  Lozenges  are  effective,  convenient 
and  economical. 

Thantis  Lozenges  are  supplied  in  vials  of 
twelve  lozenges  each. 

HYNSON,  WESTCOTT 
& DUNNING,  INC. 

Baltimore , Maryland 
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LIPIODOL 


in  X-Ray  Diagnosis 


The  introduction  of  Lipiodol  considerably  broadened  the  diagnostic  value 
cf  roentgenography.  During  the  past  two  decades,  a vast  bibliography 
has  been  accumulated.  A large  number  of  investigators  have  evolved 
many  technics  for  its  application.  Through  its  use,  many  deviations 
from  normal  are  diagnosed  which  otherwise  would  remain  undetected. 


Lipiodol  in  bronchog- 
raphy 


Lipiodol  in  hysterosal- 
pingography 


Lipiodol  has  been  instilled  into  virtu- 
ally every  cavity  or  viscus  of  the  human 
organism.  Containing  40  per  cent  iodine 
in  firm  chemical  combination  with  pop- 
pyseed oil,  it  is  highly  radiopaque,  cast- 
ing a dense  shadow  on  the  roentgen  film. 

Lipiodol  is  widely  used  in  the  roentgeno- 
graphic  exploration  of  the  paranasal  si- 
nuses, the  bronchi,  the  uterine  cavity 
and  the  fallopian  tubes,  the  spinal  sub- 
arachnoid space,  joint  spaces,  and  fistula 
and  sinus  tracts.  It  is  virtually  nonirri- 
tating, and  if  retained  in  situ,  is  slowly 
broken  down  and  its  iodine  is  excreted 
via  the  kidneys. 


Lipiodol  in  soft  tissue 
sinuses 


Lipiodol  in  fistula 
tracts 


Physicians  are  invited  to  send  for  a com- 
plimentary copy  of  the  brochure  “The 
Applicability  of  Lipiodol  in  Roentgenog- 
raphy and  the  Technic  of  its  Use,”  which 
describes  in  detail  the  many  uses  of  Lipiodol. 


Lipiodol  in  sialography  Lipiodol  in  myelography 


Lipiodol  in  roentgen- 
exploration  of  empyema 
cavities 


E.  FOUGERA  & CO.,  INC.,  Distributors 
75  Varick  Street  New  York,  N.  Y. 


lipiodol  is  supplied  in  o variety  of 
ampule  sizes  and  in  a 20cc.  vaccine 
vial  for  economy  of  use. 

' 
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CARE  OF  THE 


Past  experience  in  the  management  of  arthritis 
demonstrates  the  importance  of  persistence  in  a 
well-planned  course  of  treatment. 

Since  chronic  arthritis  is  a systemic  metabolic  dysfunction  with 
local  manifestations  in  the  articular  structures,  it  requires  intensive 
and  prolonged  systemic  therapy. 

With  ERTRON,  a safe  and  effective  course  of  therapy  is  practi- 
cable. ERTRON  is  relatively  non-toxic  and  may  be  given,  therefore, 
in  high  dosage  for  as  long  a period  as  is  necessary  to  produce  opti- 
mum alleviation  of  the  arthritic  syndrome. 

Palliative  methods  may  be  used  in  conjunction  with  ERTRON 
therapy  without  incompatibility. 

Publications  on  “Classification  of  Arthritis”  and  “Differential 
Diagnosis  of  Chronic  Arthritis,”  together  with  reprints  of  clinical 
reports,  are  available  to  interested  physicians  on  request. 


E R T R O N 

ERTRON,  the  only  high  potency,  activated,  vaporized  ergosterol  (Whittier 
Process),  is  made  only  in  the  distinctive  two-color  gelatin  capsule. 
ERTRON  is  promoted  only  through  the  medical  profession. 


♦Reg.  U.  S.  Pat.  Off. 
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VITA-LIV-FERIN 

TABLETS  (S.C.  PINK) 

1$  Ferrous  Sulfate,  Exsiccated  . . 2 gr. 

Vitamin  Bi  (Thiamine  Chloride)  0. 15  mg. 
(50  International  Units) 


For  treatment  of  secondary  anemia,  nutritional  anemia 
and  general  debility  due  to  loss  of  blood,  chronic  or 
infectious  diseases.  Price — $4.95  per  1000,  list. 

LIVER  EXTRACT  1KHSSSE 

For  treatment  of  pernicious  anemia.  Supplied  in  10  cc. 
vials  at  $1.90  net,  and  in  lots  of  12  vials  at  $1.80  per  vial. 
Potency:  Each  cc.  contains  10  U.S.P.  Units. 


Vitamin  B2  (Riboflavin) 0.75  mg. 

(approx.  30  Sherman  Units) 

Liver  Concentrate  (1:20) 2 Vs  gr. 

(Containing  other  Vitamin 
B complex  factors) 


Write  for  Literature 


MUTUAL  PHARMACAL  COMPANY 

I ncorporated 

Owned  and  Operated  by  Physicians 

817-821  SOUTH  STATE  STREET  SYRACUSE,  N.  Y. 
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kjiifipoaca  was  all  right  for  the  gods.. . 


Subsisting  on  ambrosia  and  nectar  may 
have  been  satisfying  to  the  mythical  gods  of 
Greece.  But  for  ordinary  mortals,  no  food 
has  been  discovered  as  yet  which  contains 
all  the  elements  required  for  maximum  nu- 
trition. 


Most  likely  to  be  deficient  in  the  diet,  as 
cited  by  authorities,  is  vitamin  B complex, 
and  need  for  reinforcement  with  this  vitally 
important  group  is  generally  acknowledged. 

An  unusually  high  potency  of  all  factors 
of  the  B complex  is  provided  in 


BETA-CONCEMIN 

BRAND  OF  B VITAMINS 

WHOLE  VITAMIN  B COMPLEX  IN  HIGH  POTENCY 


The  palatability  of  the  various  dosage 
forms  of  Beta-Concemin  is  most  important 
where  treatment  must  be  maintained  for 
some  time — as  in  pregnancy,  convalescence, 
undernourishment. 

Pleasant,  fruit-flavored  Elixir 
Beta-Concemin  is  available  at  prescription 


pharmacies  in  4-oz.  and  12-oz.  bottles; 
Beta-Concemin  Tablets  are  supplied  in 
bottles  of  100. 

In  Anemias  of  pregnancy,  deficiency  states, 
or  following  sulfonamide  therapy,  prescribe 
Capsules  BETA-CONCEMIN  with  FER- 
ROUS SULFATE.  Bottles  of  100. 


! 


Write  for  Samples 
and  Literature 


Trade  Mark 
“ Beta-Concemin” 
Reg.  U.  S.  Pat.  Off. 
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The  Popularity  of 

THESODATE  (Brewer) 

(the  original  enteric-coated  tablet  of  Theobromine 
Sodium  Acetate)*  is  due  to  three  factors: 

1.  IT  IS  CLINICALLY  PROVED. 

2.  IT  IS  EFFECTIVELY  ENTERIC  COATED. 

3.  IT  IS  DECIDEDLY  LESS  EXPENSIVE. 

Indicated  in  treatment  of  coronary  artery  disease,  edema  and  hypertension. 

Dosage:  One  7j^-grain  tablet  four  times  a day,  before  meals  and  upon  retiring. 

Available  on  prescription  in  7j^-grain  tablets,  with  or  without  Phenobarbital 
04  grain),  or  3^-grain  tablets,  with  or  without  Phenobarbital  grain), 
and  Theobromine  Sodium  Acetate  5 grs.  with  Potassium  Iodide  2 grs.  and 
Phenobarbital  K gr.,  100  per  bottle. 

* Capsules  are  now  available  for  those  few  patients  who  need  extra  medication. 

Literature  on  request 

BREWER  & COMPANY,  Inc.  Worcester,  Mass. 

Pharmaceutical  Chemists  Since  1852 
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No  Let- Down  in  Interest 

because— 

No  Let-Down  in  Dependability 


CLINITEST 


THE  NEW  I -MINUTE  TABLET  TEST  FOR  URINE-SUGAR 


0 IN  THE  LABORATORY  @ IN  THE  HOME  0 IN  THE  OFFICE 

Advantages  which  Offer  Special  Appeal 

No  external  heating  required  • Active  reagents  in  a single  tablet  • Standard 
fool-proof  technic  • Dependable — closely  approximates  Benedict’s,  Fehling’s, 
Haines’  tests  • Indicates  sugar  at  0%,  %%,  ^%,  %%,  1%  and  2%  plus. 


TEST  CONSISTS  OF  THESE  3 SIMPLE  STEPS 

Q 5 drops  urine  plus  10  drops 
water 

© Drop  in  tablet 

G Allow  for  reaction  and 
compare  with  color  scale 

Available  through  your  prescription 
pharmacy.  Write  for  full  descrip- 
tive literature. 


EFFERVESCENT  PRODUCTS,  INC. 

ELKHART,  INDIANA 
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CLINICAL  VALUE  OF  MUSCLE  EXTRACT 

Grtuudmi  Mt 

ANGINA  PECTORIS  ARTERIOSCLEROSIS 

OBLITERATIVE  ARTERIAL  DISEASES 

Carnacton  is  a biologically  tested  extract  of  diaphragm  muscle  — a powerful,  markedly 
vascularized  muscle  with  a high  metabolic  rate  — most  effective  for  its  purpose.  Carnacton 
is  not  only  a vasodilator  but  also  promotes  cardiovascular  tone  and  vigor. 

In  1 cc.  and  2 cc.  ampuls  — boxes  of  1 2 and  50;  vials  of  30  cc.  for  oral  use.  Send  for 
professional  brochure. 

CAVENDISH  PHARMACEUTICAL  CORP.,  25  West  Broadway,  New  York 
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MAJOR  SOURCE  OF 
BONE-BUILDING  CALCIUM 


In  the  case  of  the  young  child,  the  usual  diet,  exclusive  of  milk, 
contains  approximately  0.2  Gm.  of  calcium,  while  the  diet  of  the 
older  child  contains  approximately  0.3  Gm.  The  remainder  of 
the  daily  requirement  of  1 to  1.5  Gm.  is  usually  supplied  by  milk. 
Thus  one  may  speak  of  the  milk  requirement  in  relationship  to 

the  calcium  need. 


_L. 


HORLICK’S 

FORTIFIED 


prepared  with  milk, 
provides  an  agreeable, 
daily  source  of  food 
calcium,  and,  in  addi- 
tion, presents  the  bio- 
logically complete  pro- 
teins of  milk  plus  a 
recognized  daily  mini- 
mum requirement  of 
Vitamins  A,  Bl5  D and 
more  than  50%  of  G. 


HORLICK’S 


The  Complete  Malted  Milk — 
Not  Just  a Malt  Flavoring 
for  Milk. 


HORLICK'S 
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For  Cleansing 
Soap-Sensitive  Shins 

ACIDOLATE 

TRADE  MAHK  HKG.  t'.  S.  PAT.  OFF. 

TJROVIDES  the  thorough  cleansing  properties  of 
selected  sulfated  vegetable  oils— in  combination 
with  a non-irritating  mineral  oil  which  lessens  any 
tendency  toward  skin  dryness. 


Acidolate  is  completely  soluble  in  water.  It  can  be 
quickly  washed  from  hair  or  skin  surfaces.  Skin 
cleansed  with  Acidolate  is  left  with  a feeling  of  soft 


coolness. 

The  usefulness  of  Acidolate  as  an  aid  in  the  man- 


agement or  prevention  of  skin  irritations  has  been 
demonstrated  by  properly  controlled  clinical  tests.* 


Complete  literature  will  be  sent 
to  doctors  on  request. 

* Archives  of  Derm,  and  Syph.t 
March,  1941. 


NATIONAL  OIL 
PRODUCTS  COMPANY 


ACIDOLATE  DIVISION 


40  ESSEX,  STREET  H A KRISON,  NEW  JERSEY 

4fW}» 

aco.u.  S.  PAT. OFF. 
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A Revolutionary  Development  in 
Intranasal  Sulfonamide  Therapy 


Paredrine-sulfathiazole  suspension 

combines,  for  the  first  time,  in  a single  stable  preparation, 
the  effective  vasoconstriction  of  ‘Paredrine’*  and  the  potent 
bacteriostatic  action  of  sulfathiazole. 


This  preparation  owes  its  remarkable 
effectiveness  largely  to  the  newly-devel- 
oped ‘Micraform’*  crystals  — approxi- 
mately i / iooo  the  mass  of  ordinary  sulfa- 
thiazole crystals.  These  crystals — pictured 
at  lower  right— form  a suspension  which: 
(1)  approximates  a solution  in  its  ease 
of  application  . . . (2)  deposits  the  sulfa- 
thiazole uniformly  ...  (3)  passes  freely 
through  the  ostia  of  the  sinuses. 

Therefore,  Paredrine-Sulfathiazole  Sus- 
pension represents  a revolutionary  devel- 
opment in  the  treatment  of  nasal  and 
sinus  infections,  particularly  those  second- 
ary to  the  common  cold. 

* Trademark 

Paredrine- 

Sulfathiazole 

Suspension 


COMPARATIVE  PHOTOMICROGRAPHS 
OF  ORDINARY  CRYSTALS  AND 
'MICRAFORM*  CRYSTALS 


Ordinary  sulfathiazole  crystals  (45 ox) 
Each  small  division  of  the  scale  = 2 microns 


‘Micraform’  sulfathiazole  crystals  (450X) 
Each  small  division  of  the  scale  = 2 microns 


SMITH,  KLINE  & FRENCH  LABORATORIES,  PHILADELPHIA,  PA. 
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Filling  Tetrathione  Ampuls 
Underneath  the  Germ-Killing 
Rays  of  an  Ultraviolet  Lamp, 
Insuring  Absolute  Sterility. 


PERIPHERAL  VASCULAR  TREATMENT 

MAttU 


(SEARLE) 

Developed  in  the  Research  Laboratories  of  G.  D.  Searle  & Co.  and  sub- 
mitted to  more  than  five  years  of  careful  clinical  investigation,  Tetra- 
thione (Searle)  has  convincingly  demonstrated  its  exceptional  value  in 
the  management  of  certain  peripheral  circulatory  diseases  characterized 
by  deficient  oxidation  of  the  blood  and  tissues. 

Indications  include: 

Buerger’s  disease  (thromboangiitis  obliterans), 

Raynaud’s  disease,  Scleroderma,  Metallic  Poisoning,  and  certain 
types  of  Essential  Hypertension. 

The  bibliography  includes  reports  of  more  than  8,000  injections  in  which 
the  more  intensive  and  prolonged 
effect  of  Tetrathione  (Searle)  has 
been  amply  demonstrated. 

Supplied  in  powdered  form  in  f ^ 

0.6  Gm.  ampuls  — packages  • i «■  V x Jp*  jy  Jy  * 

25  and  100.  y ‘ jgt*** 

Write  for  full  descriptive  literature.  \ A 


g-d  S EARLE  & co 


New  York  Kansas  City  San  Francisco 


TETRATHIONE 
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PRIVINE* 

HYDROCHLORIDE 


• A product  of  Ciba  re- 
search introduced  after 
years  of  extensive  labo- 
ratory and  clinical  study. 


New  Powerful  Synthetic  Vasoconstrictor 


^ PRIVINE-Hydrochloride  acts  quickly 
to  clear  nasal  congestion  due  to  Colds, 
Hay  Fever,  Rhinitis,  Ethmoiditis,  and 
Rhinosinusitus.  Its  markedly  pro- 
longed duration  of  effect  is  outstand- 
ing ...  in  most  cases  the  vasoconstric- 
tion lasts  from  2 to  6 hours. 

► Great  care  has  been  exercised  in  pre- 
paring PRIVINE-Hydrochloride  solu- 
tions to  meet  all  requirements  for 
modern  nasal  medication1.  The  iso- 
tonic and  buffered  solution  restores  the 


normal  pH  of  the  nasal  mucosa  and 
maintains  ciliary  activity. 

► PRIVINE-Hydrochloride  (Brand  of 
Naphazoline)  applied  either  by  drops 
or  nasal  spray  is  preferred  by  physician 
and  patient  due  to  its  lack  of  local  or 
systemic  side  effects.  Available  in 
0.1%  solution  in  1 oz.  bottles  and  also 

0. 05%  in  1 oz.  bottles  for  children. 
Literature  and  samples  on  request. 

1.  Fabricant,  M.  D.:  “Nasal  Medication,”  Williams  and 
Wilkens  Company,  October,  1942. 


•Trade  Mark  Re«  U.  S.  Pat.  Off. 


C ■ IB  1 


^/lu  i m uceu/tca/  , i$nc. 

SUMMIT,  NEW  JERSEY 
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MERCK 

CONTRIBUTIONS 

IN  THE 

VITAMIN 

FIELD 


DISCOVERIES  and  advances  in  the  vitamin  field  made 
by  Merck  chemists  and  their  collaborators  indicate 
the  leading  role  played  by  Merck  & Co.,  Inc.,  as  manu- 
facturer of  these  therapeutically  important  substances. 


Merck  & Co.,  Inc.,  manufactures  all  of  the  vitamins 
which  are  now  commercially  available  in  pure  form, 
with  the  exception  of  vitamins  A and  D.  Literature  on  the 
vitamins  mentioned  above  will  be  mailed  on  request. 


Ever  since  Ascorbic  Acid  was  synthesized  in  1934,  the  name  Merck  has 
been  identified  with  leadership  in  the  synthesis,  development,  and  pro- 
duction of  pure  vitamins. 

In  1936,  Thiamine  Hydrochloride  was  synthesized  in  the  Merck  Research 
Laboratories,  and  this  achievement  was  followed,  in  1938,  by  the  chemical 
identification  and  synthesis  of  Alpha-Tocopherol  by  Merck  chemists  and 
their  collaborators  in  other  laboratories.  In  1939,  Pyridoxine  Hydrochlo- 
ride was  synthesized  in  the  Merck  Research  Laboratories,  and  in  1940 
Merck  chemists  and  their  collaborators  succeeded  in  identifying  and  syn- 
thesizing Pantothenic  Acid. 

Thiamine  Hydrochloride,  Riboflavin,  Nicotinic  Acid,  Nicotinamide, 
Pyridoxine  Hydrochloride,  Calcium  Pantothenate  Dextrorotatory,  Ascor- 
bic Acid,  Alpha-Tocopherol,  Vitamin  Ki,  and  Menadione  are  all  being 
produced  in  commercial  quantities  in  the  Merck  factories. 


MERCK  & CO.,  Inc.  c€Ae*rti*&  RAHWAY,  N.  J. 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


213 


Through  the  use  of  Calmitol,  absenteeism  due  to  industrial 
dermatosis  and  contact  dermatitis-  can  be  sharply  reduced. 
Specific  in  an  antipruritic  action,  Calmitol  stops  itching 
quickly;  a single  application  is  usually  effective  for  hours. 
When  applied  to  the  lesion  under  treatment,  it  instantly 
brings  relief  from  the  discomfort.  Scratching  is  thus  pre- 
vented and  secondary  traumatic  lesions  are  not  produced. 
In  most  cases,  relief  is  so  great  that  workers  are  able  to  re- 
main ambulant,  and  apply  the  medication  themselves 
during  rest  periods.  Through  its  protective  influence,  Cal- 
mitol enhances  the  efficacy  of  other  indicated  treatment. 
Physicians  are  invited  to  send  for  samples. 

THOS.  LEEMING  & CO.,  INC.  • 101  W.  31st  St.,  New  York,  N.  Y. 


CALMITOL 

THE  DEPENDABLE  ANTI -PRURITIC 


Calmitol  exerts  its  anti-pruritic  influence  by 
blocking  cutaneous  receptor  organs  and  nerve 
endings.  Its  active  ingredients  are  chlor-iodo- 
camphoric  aldehyde,  levo-hyoscine  oleinate, 
and  menthol,  incorporated  in  an  alcohol- 
chloroform-ether  vehicle.  Calmitol  is  protec- 
tive, bacteriostatic,  and  induces  mild  active 
hyperemia  which  aids  in  disposal  of  toxins. 
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In  the  past.  Iodides  in  liquid  Form 
were  assumed  to  Furnish  1 grain 
of  Potassium  Iodide  in  a drop  — 
but  drops  vary  in  size  and  even 
the  solution  might  vary  as  much  as 
30  grains  in  an  ounce.  Today, 
you  can  be  certain  of  the  correct 
dosage  with  ENKIDE  (Brewer)  15 
grain  Enteric  Coated  tablets  of 
Potassium  Iodide. 


dosage 

for  IODIDE 

ADMINISTRATION 


ENKIDE 

(BREWER) 


is  an  enteric  coated 
tablet  containing  1 
gram  o£  Potassium 
Iodide,  U.S.P.,  that 
minimizes  gastric  dis- 
tress and  permits  the 
administration  o£  large  doses  of  Potassium  Iodide.  Sold 
on  prescription  only  ($2.25  for  a bottle  o£  100  tablets) 
Enkide  may  be  prescribed  in  accurate  doses  of  1 to  5 
tablets  a day,  in  a modern  convenient  form  easy  to  take. 


BREWER  & COMPANY,  Inc. 

Pharmaceutical  Chemists  since  1852  • Worcester,  Mass. 


HANGER 

INC 


Established 
80  years 

Inventors  and  Manufacturers 

ENGLISH  WILLOW 

and 

DURAL  LIGHT  METAL 

ARTIFICIAL  LIMBS 

Automatic  knee  lock  available 
for  above  knee  amputation. 
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OF  MORE  NORMAL/  HAPPIER  PEOPLE 


THE  oscillating  "finger"  of  the 
electroencephalograph,  recording 
abatement  of  abnormality  of  brain 
waves,  tells  but  a part  of  the  story  of 
epilepsy  treatment  with  Dilantin+  Sodi- 
um. Fewer  and  less  severe  seizures, 
more  normal  social  and  economic  life 
have  been  observed  in  many  thou- 
sands of  epileptic  patients  receiving 
this  modern  anticonvulsant. 


Dilantin  Sodium  possesses  "many  ad- 
vantages" in  the  control  of  epileptic 
convulsions.1  For  one  thing  it  is,  in 
many  cases,  superior  in  anticonvulsant 
effectiveness  to  phenobarbital  or  bro- 
mides, and  — highly  important— it  is 
practically  non-hypnotic.  The  inclusion 
of  Dilantin  Sodium  (diphenylhydan- 
toin  sodium)  in  the  newU.S.P.XII  speaks 
volumes  for  its  therapeutic  importance. 

+ TRADE  MARK  REG.  0.  S.  PAT.  OFF. 

KAPSEALS 

DILANTIN  SODIUM 

A product  of  modern  research  offered  to  the 
medical  profession 

Palmer,  H.  D.  & Hughes,  J.:  The  Penn.  Med.  J.,  Aug.  1942 
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ome  and  get  it! 


FOR  THE  TREATMENT  OF  CONSTIPATION 


*-Reg.  U.  S.  Pat.  Off.  Peirogalar  is  an  aqueous  suspension  of  pure 
mineral  oil  each  100  cc.  of  which  contains  65  cc.  pure  mineral  oil 
suspended  in  an  aqueous  jelly  containing  agar  and  acacia. 


• Look  al  him  go ! First  in  any  chow  line,  this  rookie’s 
enthusiastic  gorging  is  offset,  fortunately,  by  a strenu- 
ous program  of  exercise.  His  counterpart  among  the 
“Rocking  Chair  Brigade”  still  has  to  be  considered. 
When  over-indulgence  and  lack  of  exercise  are  causa- 
tive factors  in  constipation,  relief  may  often  be 
obtained  with  Petrogalar.* 

It  helps  to  soften  thoroughly  the  stool  and  encour- 
ages regular,  comfortable  bowel  movement.  Petrogalar 
is  acceptable  even  with  “stuffy”  patients  because  of  its 
pleasant  taste  and  ready  miscibility  in  water. 

It  may  be  taken  directly  from  the  spoon  or  from 
a glass.  Consider  Petrogalar  for  the  treatment  of 
constipation. 


Petrogalar 


Petrogalar  Laboratories,  Inc.  • 8134  McCormick  Boulevard  • Chicago,  Illinois 
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Editorial 

Annual  Meeting 


The  1943  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  will  be 
held  in  Buffalo,  May  3-6,  1943,  at  the  Hotel 
Statler.  It  will  be  the  second  such  meeting 
in  wartime  and  should  be  attended  by  all 
who  can  possibly  be  there;  yes,  and  even  by 
those  who  for  some  reason  think  they  can’t! 
We  know  it  will  be  difficult — use  of  cars 
restricted,  train  travel  onerous,  bicycles 
rationed,  too  far  to  walk,  limited  hitching 
and  stable  facilities  for  horses,  too  expensive 
to  fly,  canal  boats  and  barges  not  running  on 
regular  schedules.  Conditions  were  worse  in 
grandfather’s  day,  but  he  came  in  large 
numbers,  and  so  will  you. 

Much  has  happened  since  we  met  in  New 
York  last  spring,  much  that  you  will  want 
to  hear  about:  war  medicine  and  surgery, 
new  treatments,  new  instruments,  changes 
in  methods  of  practice,  what  the  profession 
in  various  parts  of  the  state  and  elsewhere  is 
doing  and  planning  to  meet  its  particular 
needs.  Invitations  to  attend  have  been 


sent  to  the  membership  of  the  societies  of 
neighboring  states  so  that  for  the  first  time 
this  year  you  will  have  the  opportunity  to 
meet  those  of  our  neighbors  who  can  come. 
In  a way,  it  promises  to  be  rather  a regional 
meeting,  for  some  of  the  adjacent  states  have 
canceled  their  meetings  o:  planned  them  at 
a different  time  of  year  or  are  holding  them 
too  far  away.  So  you  will  see  men  and 
women  from  Pennsylvania,  Ohio,  Michigan, 
New  Jersey,  and  possibly  even  Canada,  as 
well  as  from  the  Empire  State. 

Make  your  plans  now  to  come.  Our  ex- 
hibitors are  putting  forth  a special  effort  in 
spite  of  transportation  difficulties  to  show 
you  what  is  new  and  how  the  old  can  be 
made  to  do.  Later  we  shall  tell  you  more 
of  the  scientific  program,  but  just  now  we 
ask  you  to  note  the  dates  and  to  lay  your 
plans  to  come.  Buffalo,  May  3-6,  1943 — 
write  it  down  now  in  your  engagement  book, 
then  watch  the  Journal  for  further  an- 
nouncements. 


War  and  Social  Reform,  III 


On  January  6,  1943,  Governor  Dewey 
said,  significantly,  in  his  inaugural  address: 
“In  a rapidly  changing  industrial  society, 
dislocation  and  reabsorption  of  workers  is  a 
continuous  process.  A broad  and  adequate 
social  security  program  is  required  not  only 
as  an  immediate  measure  but  as  a long-range 
policy.”  He  said  further,  “The  present 


systems  of  unemployment  insurance,  work- 
men’s compensation,  relief,  and  welfare 
measures  are  now  a patchwork.  They  must 
be  integrated  and  broadened  to  provide  in- 
creased service,  including  medical  protection 
of  the  health  of  our  people.”  He  also  recog- 
nized the  increasingly  grave  problems  of 
child  welfare  and  their  corollaries  of  juvenile 
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delinquency  and  a high  crime  rate,  together 
with  the  difficulties  being  encountered  by 
the  state’s  mental  hygiene  institutions  in  the 
maintenance  of  proper  care  and  supervision 
of  their  90,000  inmates.* * 

In  all  of  these  problems  the  medical  pro- 
fession of  the  state  has  a vital  interest.  It 
is  apparent  that  medical  service,  and  espe- 
cially the  character  and  quality  of  medical 
service,  is  involved  in  every  one  of  them. 
It  is  significant  that  broadening  of  the  social 
security  program  to  cover  the  human  race 
“from  the  cradle  to  the  grave”  is  become 
the  new  remedy,  both  state  and  national. 
We  urge  its  intelligent  use — while  it  still 
cures.  And  by  “intelligent  use”  we  mean  so 
much  broadening  of  the  program  as  can  be 
demonstrated  to  be  necessary  to  meet  an 
actual,  not  a putative  or  a propaganda-built 
need,  and  only  so  much  as  can  be  made  to 
work  practically.  “Medical  protection  of 
the  health  of  our  people”  might  well  be 
advanced  by  a greater  integration  of  un- 
employment insurance,  workmen’s  com- 
pensation, relief,  and  welfare  measures. 
Much  careful  study  seems  necessary.  We 
would  not  wholly  agree  that  programs  in 
these  departments  are  patchwork.  It  is 
true  that  they  have  been  developed  through 
the  years  to  a certain  extent  independently 
of  one  another,  but  at  least  as  far  as  medi- 
cine is  concerned  there  has  been  free  and 
frequent  consultation  between  the  profes- 
sion and  state  officials,  with  the  result  that 
in  so  far  as  the  various  programs  have 
necessitated  medical  service,  this  has  been 
furnished  in  a manner  both  realistic  and 
practical. 

This  is  not  to  say  that  improvement  can- 
not be  had  by  better  integration.  As  a 
matter  of  fact,  conditions  brought  about  by 
the  war  make  such  improved  integration  all 
but  imperative  in  the  fight  of  dwindling 
personnel,  increased  tax  burdens,  shortages 
of  essential  materials,  and  labor  scar- 
city. 


* Editor’s  Note:  See  also  the  1943  program  of  the 

Democratic  Party  as  laid  down  by  the  late  Governor  Poletti 
(New  York  Times,  December  30,  1942,  page  1)  which  in- 
cludes a “health  insurance”  plan  financed  by  a payroll  tax 
with  employers,  employees,  and  government  all  contributing, 
and,  further,  includes  the  cost  of  preventive  medicine,  hos- 
pitalization, and  an  income  for  the  sickness  period.  It 
calls  also  for  a $10,000,000  program  of  child  care  for  the 
100,000  women  of  the  state  who  are  workers  in  industry. 


We  need,  if  medicine  is  to  fulfill  its  part,  as 
Dr.  George  W.  Cottis  has  pointed  out,  more 
hospitals  for  the  care  of  cancer  patients, 
more  convalescent  homes  to  relieve  the  pres- 
sure on  hospitals,  extension  of  laboratory 
facilities,  provision  of  diagnostic  clinics  in 
general  medicine,  more  district  or  county 
health  units.1  These  are  the  tools  with 
which  modern  medicine  works  and  without 
which  it  cannot  reasonably  be  expected  to 
improve  or  to  expand  its  services  to  the 
public.  Either  ways  must  be  found  within 
the  state  to  provide  and  assure  these  essen- 
tials or  the  “medical  protection  of  the  health 
of  our  people”  will  not  be  fully  realized. 

Dr.  Arthur  F.  Chace,  its  president,  and 
the  New  York  Academy  of  Medicine  have 
faced  the  “responsibilities  that  must  be 
faced  by  medicine  at  a time  when  health  and 
morale  are  inseparable.”2  In  his  inaugural 
address,  Dr.  Chace  takes  cognizance  of  post- 
war problems  as  well  as  immediate  needs. 
He  opens  a w^ay  by  winch  medicine  with  the 
resources  that  the  Academy  and  other 
medical  societies  have  available  can  lead  the 
w-ay  in  the  study  of  social  medical  problems, 
of  medical  education,  the  effect  of  nutrition 
and  the  occupational  environment  on  masses 
of  people,  the  proper  distribution  of  medical 
services,  relocation  of  migrant  populations, 
thus  helping  to  lead  the  way  for  government 
and  private  initiative.  Such  research  is 
badly  needed.  We  must  have  the  facts 
first,  not  generalizations;  next,  the  facts 
must  be  scientifically  interpreted  and  the 
actual  needs  ascertained.  Those  needs  must 
then  be  fully  and  practically  implemented 
by  the  public  and  private  resources  of  the 
state. 

The  successful  prosecution  of  a war  or  the 
effective  evolution  of  social  betterment  is 
basically  dependent  upon  the  provision  of 
modern,  necessary,  and  well-planned  equip- 
ment and  methods.  We  must  make  better 
use  of  wffiat  w^e  have,  certainly;  but,  in 
addition,  the  state  and  the  medical  profes- 
sion must  plan  together  the  expansion  of 
medical  service,  the  implementation  of  the 
medical  aspects  of  proposed  plans  if  these 
plans  are  to  be  laid  within  the  framework 
of  reality  and  thus  be  reasonably  workable. 

1 New  York  State  J.  Med.  43:  26  (Jan.  1)  1943. 

1 New  York  Times,  Jan.  8,  1943,  p.  18. 
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Rational  Rationing 


One  of  the  impressions  gained  by  reading 
the  testimony  given  before  a subcommittee 
of  the  U.S.  Senate  Committee  on  Education 
and  Labor,  of  which  Senator  Claude  Pepper 
is  chairman,  as  reported  in  the  J.A.M.A.* 
is  that  the  numerical  distribution  of  physi- 
cians with  respect  to  population  is  the  im- 
portant thing  in  the  maintenance  of  the 
public  health,  as  far  as  government  is 
concerned. 

We  concede  that  it  is  important,  but  it  is 
not  the  whole  story.  The  modern  physi- 
cian, both  urban  and  rural,  depends  for 
his  effectiveness  upon  hospitals,  transport, 
electric  power,  and  the  willingness  of  the 
people  in  the  area  he  serves  to  accept  his 
services.  Whether  the  question  is  one  of 
bringing  the  physician  to  the  people  or 
group  of  people,  or  the  people  to  the  physi- 
cian or  group  of  physicians,  communications 
are  of  primary  importance.  Living  condi- 
tions, especially  in  winter,  may  be  of  the 
utmost  significance  with  respect  to  the 
amount  of  disease  occurring  in  a given  area. 
Bungled  rationing  with  respect  to  gasoline, 
tires,  fuel  oil,  or  power  could  materially  alter 
the  medical  efficiency  of  physicians  in  a 
given  area  no  matter  what  the  numerical 
physician-to-population  ratio  might  be. 
Similarly,  a fuel  oil  and  power  shortage  in 
another  area  might  so  suddenly  increase  the 
amount  and  severity  of  disease,  so  impair 
the  efficiency  of  hospital  operation  that  the 
physicians  and  hospitals,  though  numerically 
correct  with  respect  to  medical  exponents 
and  hospital  beds  in  relation  to  population, 
might  be  unable  to  cope  with  the  situ- 
ation. 

It  would  seem  to  us  that  to  date  no  one 
has  paid  particular  attention  to  the  vital 
matter  of  medical  effectiveness,  which  seems 
likely  to  become  a larger  problem  as  ration- 
ing becomes — as  it  must — more  severe  and 
more  inclusive.  We  urge  that  it  be  not 
overlooked  in  the  present  concentration  of 
thought  on  the  matter  of  mere  physician 
distribution.  It  is  to  be  kept  in  mind  also 
that  as  more  and  more  of  the  young  men  go 


into  the  armed  services,  the  care  of  the 
civilian  population  will  be  carried  on  largely 
by  the  group  of  men  45  years  of  age  and 
over.  In  the  age  group  of  65  and  over  a 
“bare  30  per  cent”  are  effective  for  all  pur- 
poses; in  the  group  of  45  to  54  there  are 
31,399  physicians;  in  the  group  of  55  to  65, 
30,000  physicians.  What  could  be  con- 
sidered the  effectiveness  of  this  group,  45  to 
65,  comprising  61,399  medical  men?  Ex- 
amination of  the  men  for  the  armed  services 
showed  a rapid  increase  in  the  number  of 
physical  defects  for  each  decade.  What 
significance  has  this  fact  when  related  to  the 
effectiveness  of  this  45  to  65  age  group? 

There  is  no  doubt  that  a physical  exami- 
nation of  this  group  (45  to  65)  would  show  a 
rapid  decline  in  energy  available  for  civilian 
population  care  with  each  additional  decade 
above  45. 

How  will  this  affect  the  plans  for  distribu- 
tion? Is  one  doctor  per  1,500  of  population 
sufficient  regardless  of  the  level  of  the  physi- 
cian group  health  in  that  area?  What  is  the 
level  of  the  physician  group  health  in  any 
given  area?  Does  any  one  know?  We 
doubt  it. 

These  61,399  physicians  must  last  out  the 
duration;  there  seems  to  be  little  prospect 
of  increasing  their  number.  Will  we  be  as 
wasteful  of  our  physician  stock  pile  as  we 
were  of  our  rubber?  As  heedless  of  con- 
servation until  it  is  too  late?  There  can  be 
no  synthetic  physicians,  remember.  Isn’t 
it  about  time  we  took  stock  of  the  group 
health  of  the  45  to  65  age  group?  Isn’t  it 
time  now  to  see  to  it  that  every  facility,  for 
transport  especially,  and  for  maximum 
effectiveness  of  operation  and  practice  be 
assured  to  this  small  group  upon  whom  rests 
the  responsibility  for  the  national  health? 
Wise  planning  can  effect  much  benefit; 
tinkering  with  a system  of  medical  practice 
in  the  middle  of  a war  could  be  disas- 
trous. 

This  is  no  time  to  be  content  with  patch- 
work.  Rational  rationing  and  national 
planning  are  called  for;  let  us  have  them, 
and  let  them  be  practical. 


* J.A.M.A.  120:  927  ff.  (Nov.  21)  1942. 
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Ulcerative  Colitis — A Problem 


Although  they  may  offer  no  immediate  threat 
to  life,  some  diseases,  by  their  protracted  course, 
often  cyclic,  and  by  their  meager  therapeutic 
response,  are  disheartening  to  both  patient  and 
doctor.  Such  a disease  is  nonspecific,  ulcerative 
colitis,1  which  by  its  very  terminology  indicates 
its  cause  is  still  unknown.  Search  for  causative 
micro-organisms,  parasites,  and  viruses2  has 
yielded  no  generally  accepted  etiology.  In- 
evitably allergic3  and  psychiatric  components4 
have  been  suspected  as  primary  agents.  Experi- 
mentally, in  dogs,  obstruction  of  the  lymphatic 
drainage  of  the  ileocecal  segment  of  the  intestine 
has  produced  ulcerated  lesions  aggravated  by 
the  injection  of  nonpathogenic  bacteria.5  When 
the  causative  agent  is  unknown,  it  is  difficult  to 
institute  effective  rational  treatment. 

Dietary  treatment,  stressing  water,  mineral, 
vitamin,  and  protein  needs,  while  invaluable,  is 
supportive  but  not  curative.  Chemotherapy, 
with  the  discovery  of  sulfaguanidine  and  sulfa- 
suxidine,  gave  rise  to  great  hopes  only  to  lead  to 
final  disappointment.6  Various  parenteral  thera- 
pies and  rectal  irrigations  have  simply  served  to 
increase  the  number  of  agents  tried  in  this  dis- 
ease. In  addition,  the  ultimate  mortality  from 
ulcerative  colitis  is  about  20  per  cent.1-7  With 
few  exceptions,  the  survivors  suffer  from  poor 
health  and  are  unable  to  perform  their  normal 
tasks. 

Revelation  of  this  unhappy  state  of  affairs  led 
enterprising  surgeons  to  conceive  the  idea  not 
of  a desperate,  last-stand  ileostomy,  but  of  re- 
section of  the  involved  colon.  Obviously,  opera- 
tion is  performed  only  after  a careful  medical 
study  has  eliminated  the  factors  of  allergy  and 
infection,  local  and  focal,  and  after  a meticulous 


dietary  regimen  has  failed.  Nutritional  defi- 
ciencies, anemia,  and  faulty  metabolism  are  cor- 
rected preoperatively.  Operative  indications 
and  different  technics  for  this  procedure,  as  well 
as  postoperative  care,  have  been  scrupulously 
detailed.1-7 

The  published  results  of  such  operations  seem 
to  be  an  improvement  over  those  of  prolonged 
medical  treatment.  The  mortality  at  present  is 
no  greater  with  surgical  than  with  medical  care. 
The  great  difference  is  the  restoration  to  health 
and  functional  efficiency  of  the  majority  surviv- 
ing the  colectomy.  Studies  of  colectomized 
patients  have  demonstrated  that  after  an  inter- 
val of  about  three  months  the  functions  of  the 
lost  colon  are  assumed  by  the  dilated  lower  ileum, 
and  the  absorption  of  water  and  minerals,  while 
not  quite  normal,  becomes  adequate. 

No  claim  is  made  that  this  is  the  ideal  cure,  for 
a permanent  ileostomy  is  never  an  object  of 
pleasant  contemplation.  It  is  preferable,  how- 
ever, to  the  gradual  deterioration  of  the  unfor- 
tunate patient  into  a state  of  hopeless  invalidism. 
Final  judgment  should  be  passed  only  after  con- 
ference among  the  internist,  gastro-enterologist, 
and  surgeon,  all  expert  in  the  intricacies  of  this 
problem.  Ulcerative  colitis  is  still  a challenge 
to  the  medical  profession. 
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Correspondence 
Therapeutic  Abortion 


To  the  Editor: 

There  are  records  of  cases  in  which  the  Judiciary 
were  unable  to  prosecute  an  alleged  criminal 
abortionist  because  of  the  lack  of  knowledge  or  the 
indefinite  wording  of  the  present  law.  The  existing 
phrase  / ‘to  save  a life”  has  a great  deal  of  latitude. 
In  the  interest  of  the  public  and  profession,  a more 
detailed  explanation  of  a therapeutic  abortion 
should  be  made.  With  the  progress  medicine  has 
made  in  the  management  of  certain  diseases,  the 
indications  for  interruption  of  pregnancy  are  cer- 
tainly fewer.  It  is,  therefore,  the  aim  of  the  writer 
to  have  introduced  in  the  legislature  a bill  which  pro- 
vides a more  specific  definition  of  “therapeutic 
abortion.” 

Therapeutic  abortion  is  the  artificial  interruption 
of  pregnancy  before  the  period  of  viability  is  reached. 
It  is  done  only  for  those  conditions  in  which  the 


continuance  of  pregnancy  jeopardizes  the  life  of  the 
mother  or  aggravates  the  disease  from  which  she 
suffers. 

The  treatment  of  many  of  the  conditions  which 
formerly  were  aggravated  by  pregnancy  has  been 
improved  so  much  that  they  are  now  treated  satis- 
factorily without  interfering  with  the  gestation. 
Therapeutic  abortion,  accordingly,  is  rarely  justi- 
fiable. When  it  is  indicated  the  operation  should  be 
performed  in  an  approved  hospital  with  all  the  pre- 
cautions of  a major  surgical  procedure , and  the  written 
opinion  of  two  competent , qualified,  and  recognized 
consultants  in  the  respective  specialties  should  be  in- 
corporated in  the  hospital  records. 

Vincent  P.  Mazzola,  M.D. 

133  Clinton  Street 

December  25, 1942  Brooklyn,  New  York 


Forum  on  Therapy  of  Wartime  Injuries 

A T THE  annual  meeting  of  the  Seventh  District  Branch  of  the  Medical  Society  of 
the  State  of  New  York,  held  at  Rochester  on  September  23,  1942,  there  was  staged 
a forum  on  “Therapy  of  Wartime  Injuries.,,  Dr.  Leo  F.  Simpson,  member  of  the 
Emergency  Medical  Advisory  Committee  in  charge  of  surgery,  acted  as  interlocutor. 

— Editor 

BLOOD,  BLOOD  PLASMA,  AND  BLOOD  SUBSTITUTES 

Joe  W.  Howland,  M.D.,  Rochester,  New  York 


IN  THE  past  few  years  great  advances  have 
been  made  in  the  therapy  of  war  injuries,  es- 
pecially those  that  are  due  to  hemorrhage,  trauma, 
and  burns.  The  most  important  of  these  newer 
procedures  is  in  all  probability  the  controlled 
transfusion  of  blood  plasma  and  whole  blood.  By 
careful  observation  of  the  patient  and  his  response 
to  this  type  of  therapy,  an  adequate  blood  volume 
can  be  maintained,  hemoconcentration  and  tissue 
anoxia  prevented,  and  shock  either  brought  under 
control  or  averted.  With  this  knowledge,  the 
medical  commissions  of  the  Army,  Navy,  and 
Office  of  Civilian  Defense  have  requested  enor- 
mous amounts  of  blood  plasma.  The  Blood  Pro- 
curement Units  of  the  Red  Cross  here  and  else- 
where have  undertaken  to  meet  this  demand, 
and  in  the  past  year  the  Rochester  Unit  alone  has 
donated  some  38,000  units  (equivalent  to  38,000 
pints  of  whole  blood),  for  which  they  must  be 
highly  commended.  The  Red  Cross  Blood  Pro- 
curement obtains  the  blood  and  delivers  it  for 
drying  to  large  pharmaceutic  houses  under  con- 
tract to  the  Army  and  Navy.  The  entire  proj- 
ect is  directly  under  control  of  the  National  Re- 
search Council  through  the  National  Institute  of 
Health. 

It  is  obviously  impossible  to  review  the  tre- 
mendous amount  of  theoretic  and  practical  knowl- 
edge on  this  subject  in  a short  article.  An  at- 
tempt will  be  made  to  discuss  whole  blood  and 
plasma  from  a practical  viewpoint,  with  specific 
emphasis  on  the  indications  for  use,  methods  of 
preparation,  mode  and  control  of  administration, 
reactions,  and  methods  of  storage. 

Whole  Blood 

1.  Indications  for  Use 

(a)  Replacement  of  Erythrocytes. — Whole  blood 
is  used  when  it  is  necessary  to  replace  erythro- 
cytes, whether  they  be  lost  by  hemorrhage,  he- 
molysis, or  failure  of  erythrogenesis.  Hemorrhage 
is  perhaps  the  most  common  of  severe  traumatic 

Read  as  a part  of  a symposium  at  the  Seventh  District 
Branch  Meeting  of  the  Medical  Society  of  the  State  of  New 
York,  Rochester,  New  York,  September  23,  1942. 

From  the  University  of  Rochester  School  of  Medicine 
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injuries,  and  the  most  satisfactory  treatment 
of  it  is  the  immediate  transfusion  of  whole 
blood.  Blood  plasma  may  be  used,  but  the  num- 
ber of  available  cells  which  can  be  removed  from 
the  erythrocyte  pools  in  spleen  and  red  mariow  is 
inadequate.  Hence,  plasma  can  be  used,  but 
early  transfusion  of  additional  cells  in  the  form  of 
whole  blood  is  the  correct  procedure,  especially 
when  large  amounts  of  blood  are  lost. 

(6)  Treatment  of  Burns  in  Late  Stages. — After 
the  initial  shocking  phase  of  treatment  is  over, 
whole  blood  is  usually  necessary  because  of  red 
cell  destruction. 

(c)  Treatment  of  Infection. — Whole  blood  is 
particularly  valuable  in  cases  in  which  hemolytic 
organisms  are  well  established. 

(d)  Prothrombin  Deficiencies. — Control  of  de- 
ficiencies can  be  brought  about  by  the  use  of 
fresh  whole  blood  or  plasma  transfusion  with 
elevation  of  the  level  toward  the  normal. 

(e)  Treatment  of  Carbon  Monoxide  Poisoning. — 
The  fixation  of  carbon  monoxide  as  CO-hemo- 
globin  makes  it  useless  as  an  agent  for  oxygen 
transport  and  also  brings  on  massive  hemolysis  if 
recovery  with  oxygen  is  delayed  or  slow.  Trans- 
fusion of  new  blood  is  an  essential  part  of  the 
treatment  in  severe  cases. 

(/)  Treatment  of  Hemorrhagic  Diatheses. — It 
is  indicated  in  the  treatment  of  hemorrhagic  di- 
athesis, particularly  the  purpuras  and  hemophilias. 
Hemorrhagic  tendencies  can  be  reduced  and  even 
controlled  by  the  use  of  whole  blood.  The  result 
is  usually  transitory.  Reactions  to  whole  blood 
may  be  severe  in  these  cases. 

2.  Disadvantages 

(a)  Typing  and  cross-matching  are  necessary. 

(b)  Reactions  are  more  severe,  and  the  re- 
action rate  is  higher. 

(c)  The  problem  of  storage  and  transport  must 
be  solved. 

3.  Contraindications 

(a)  Cardiac  decompensation  or  known  severe 
cardiac  damage. 

(b)  Cases  of  shock  with  marked  hemoconcen- 
tration. 
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4.  Methods  of  Preparation  and  Use 

Very  little  discussion  will  be  given  on  this 
familiar  procedure.  The  careful  typing  and  cross- 
matching of  the  blood  of  donor  and  recipient  are 
necessary.  The  procedure  of  choice  for  these  is 
the  test  tube  agglutination  at  37  F.  for  30  minutes, 
approved  by  Landsteiner,  Weiner,  and  Levine. 

(а)  Direct  Transfusion. — Sterile  precautions, 
requiring  the  use  of  syringes  or  an  apparatus  such 
as  that  devised  by  DeBakey,  must  be  followed  in 
direct  transfusions.  The  blood  is  taken  from  the 
donor  and  immediately  given  to  the  recipient. 
If  reactions  are  thought  to  be  caused  by  the  anti- 
coagulant, this  procedure  may  prove  useful.  For 
the  apparatus  method,  heparin  is  usually  neces- 
sary before  an  adequate  amount  of  blood  can  be 
transfused. 

(б)  Indirect  Transfusion. — In  giving  an  in- 
direct transfusion,  the  blood  is  put,  again  under 
sterile  precautions,  into  a solution  containing 
anticoagulants  in  varying  concentrations.  If 
blood  is  to  be  used  within  forty-eight  hours,  the 
standard  50  cc.  of  5 per  cent  sodium  citrate  is 
adequate  (or  100  cc.  of  21/2  per  cent  sodium  cit- 
rate) . If  it  is  to  be  stored  for  varying  periods  of 
time,  the  glucose  citrate  (Rous-Turner)  mix- 
tures of  either  DeGowin  or  Alsever  and  Ainslee 
are  satisfactory.  In  these  mixtures,  approxi- 
mately equal  volumes  of  anticoagulant  and  blood 
are  used,  giving  a half-dilution  of  cells  and  plasma. 
If  the  supernatant  plasma  is  later  taken  off,  it 
will  have  only  half  the  protein  per  unit  volume. 
With  the  glucose-citrate  mixtures,  blood  can  be 
safely  stored  from  ten  to  thirty  days  without  ap- 
preciable increase  in  reactions. 

5.  Administration 

In  administration  of  whole  blood,  certain  pre- 
cautions should  be  taken.  The  blood  should  be 
given  as  taken  from  the  storage  refrigerator  and 
should  never  be  heated.  Severe  and  even  fatal 
reactions  have  been  caused  by  heating  whole 
blood.  After  passing  through  the  tube  of  the  re- 
cipient set,  the  blood  will  be  sufficiently  warmed 
for  injection. 

The  patient  should  be  under  close  observation 
during  transfusions  so  that  in  case  of  a reaction 
the  flow  can  be  stopped  and  the  necessary  ther- 
apy instituted. 

Blood  should  be  transfused  slowly.  A drip  in- 
dicator forms  a useful  guide  for  the  rate  of  flow. 

Adrenalin  in  1 :1,000  solution  should  be  instantly 
available  in  case  of  a transfusion  reaction. 

6.  Reactions 

(a)  Pyrogenic  reaction  may  come  during  or 
immediately  after  the  tranfusion.  Symptoms  are 
a chill  followed  by  fever  of  101  to  103  F.  persist- 
ing from  two  to  six  hours  and  subsiding  spon- 
taneously. These  are  caused  by  poorly  cleaned 


equipment  containing  various  bacterial  and  pro- 
tein breakdown  products.  The  treatment  can  be 
summarized  as  none  if  mild;  discontinue  trans- 
fusion if  severe. 

(6)  Urticarial  reaction  is  a development  of 
urticaria  varying  from  a few  wheals  to  general- 
ized angioneurotic  edema.  The  cause  is  un- 
known. They  subside  in  from  six  to  twenty-four 
hours  and  respond  immediately  to  subcutaneous 
adrenalin. 

(c)  Hemolytic  reactions  are  the  most  severe  and 
are  thought  to  be  due  to  breakdown  of  red  cells 
and  packing  of  the  kidney  tubules  with  hemo- 
globin crystals.  They  occur  following  trans- 
fusion of  incompatible  blood.  The  symptoms  are 
constriction  of  the  chest,  substernal  pain,  and 
dyspnea  followed  by  chills,  fever,  and  pain  in  the 
lumbar  region.  Later  a shock  state  develops, 
with  dyspnea  and  air  hunger.  Anuria  occurs 
finally  and  is  due  to  the  packing  of  the  kidney 
tubules  with  hemoglobin.  These  reactions  may 
develop  even  after  a very  small  amount  of  blood 
is  transfused.  No  treatment  is  necessary  in  the 
absence  of  shock  or  anuria.  Plasma  may  be 
necessary  to  combat  the  shock.  The  urine 
should  be  alkalinized  as  rapidly  as  possible  in 
order  to  dissolve  the  hemoglobin  crystals. 

(d)  Circulatory  reaction  brings  such  symptoms 
as  dyspnea,  cyanosis,  and  the  appearance  of  the 
early  signs  of  pulmonary  edema  in  chest  examina- 
tion. This  effect  is  due  to  the  overbalancing  of 
the  circulation  by  the  introduction  of  added 
blood  into  the  venous  return.  The  treatment  is 
phlebotomy  and  frequent  venous  stasis  by  the 
tourniquet. 

(e)  Retinal  hemorrhage  occasionally  follows 
transfusion,  with  all  the  typical  symptoms  and 
signs.  It  is  quite  common  in  patients  with  blood 
dyscrasias.  No  treatment  is  prescribed. 

(/)  Transmission  of  infection  occurs  occasion- 
ally after  transfusion,  malaria  being  quite  common. 
Oftentimes  the  organism  may  be  dormant  in  the 
donor  but  induces  the  disease  in  the  recipient. 
Syphilis  may  also  be  transmitted,  especially 
when  blood  from  the  seronegative  early  case  is 
given. 

7.  The  Blood  Bank 

Little  comment  is  necessary  on  the  functions  of 
a blood  bank.  The  majority  of  them  are  operated 
on  a barter  system  with  replacement  of  the  blood 
used  at  an  opportune  time.  Its  great  advantage 
lies  in  the  availability  of  typed  whole  blood  in  the 
case  of  an  emergency.  It  has  value  in  fixed  lo- 
cations, but  for  a mobile  group  such  as  an  army 
unit  or  a ship  whole  blood  is  rendered  quite  un- 
satisfactory because  of  its  great  bulk  and  its 
tendency  toward  hemolysis  with  constant  move- 
ment. The  problem  of  refrigeration  presents 
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further  difficulties,  of  course.  Using  the  glucose- 
citrate  solutions,  it  is  possible  to  store  blood  for 
as  long  as  fifteen  days  without  appreciable  rise  in 
the  incidence  of  reactions. 

In  the  so-called  blood  and  plasma  bank,  or- 
dinary citrate  anticoagulant  is  used,  and  if  blood 
has  not  been  used  within  forty-eight  to  seventy- 
two  hours,  it  is  centrifuged  and  the  plasma  re- 
moved with  sterile  precautions.  The  latter  pro- 
cedure will  be  discussed  later  in  this  paper. 

In  acute  emergencies  when  time  is  an  impor- 
tant factor,  plasma  has  been  the  treatment  of 
choice.  In  field  emergencies  with  no  laboratory 
facilities  available,  it  is  impossible  to  give  whole 
blood  safely.  Some  have  suggested  the  use  of  all 
type  0 (IV)  blood.  However,  in  cases  sufficiently 
injured  to  demand  blood  to  that  extent,  the 
likelihood  of  reactions  is  also  increased,  and  we 
do  not  recommend  this  procedure.  Methods 
are  available  in  which  cross-matching  can  be 
done  rapidly  although  these  are  by  no  means  as 
satisfactory  as  the  routine  test-tube  procedure. 

Blood  Plasma 

1.  Indications  for  Use 

(a)  Shock,  if  caused  by  hemorrhage,  may  be 
treated  with  plasma  until  whole  blood  can  be  ob- 
tained. In  trauma  and  burns,  it  should  be  used 
in  normal  or  half-concentration  to  support  the 
blood  volume  and  to  prevent  hemoconcentra- 
tion.  This  treatment  must  be  followed  by  hema- 
tocrit and  specific  gravity  determinations  for 
adequate  control. 

(b)  Hypoproteinemia,  whether  it  be  due  to  in- 
anition (high  intestinal  obstruction,  etc.),  faulty 
absorption  of  proteins  (cirrhosis  or  infection), 
or  excretion  (nephritis,  cirrhosis),  may  be  treated 
by  large  plasma  injections.  This  assures  only  a 
temporary  benefit  and  then  only  by  utilization 
of  large  amounts  of  plasma.  The  indication  for 
plasma  in  such  states  is  only  to  tide  the  individual 
over  an  acute  emergency  until  synthesis  of  new 
protein  can  be  resumed.  Hence,  it  would  be 
useless  in  chronic  nephritis,  cirrhosis,  and  the 
like.  Experimental  evidence  confirms  this  sup- 
position. 

(c)  Hemorrhagic  diatheses  will  respond  to 
plasma  in  a manner  similar  to  that  in  which  they 
respond  to  blood. 

(d)  Diuretic  action  may  be  obtained  by  the  use  of 
concentrated  plasma  in  certain  cardiac  condi- 
tions and  in  nephritis  when  the  accumulation  of 
edema  fluid  is  related  to  a relative  hypoprotein- 
emia and  an  increased  blood  volume.  In  such 
cases  one  should  be  very  careful  about  the  speed 
of  injection  of  the  hypertonic  solution,  as  the 
blood  volume  may  increase  to  such  an  extent  as 
to  cause  cardiac  failure. 


(e)  Infections  and  toxemias  derive  a definite 
benefit  from  the  use  of  fresh  plasma.  The  nature 
of  the  action  is  not  known. 

(/)  Immune  bodies. — The  established  benefit  of 
plasma  or  serum  in  the  prophylaxis  and  treat- 
ment of  infectious  disease  is  well  known.  The 
use  in  measles  is  a typical  example. 

2.  Advantages  of  Plasma 

(а)  Requires  no  typing  or  cross-matching. 

(б)  May  be  preserved  for  long  periods  of  time 
by  freezing  or  by  freezing  and  drying. 

(c)  Easily  transported  and  stored. 

3.  Types  of  Plasma  and  Their  Preparation 

(a)  Wet  plasma  is  prepared  by  the  centrifuga- 
tion of  seronegative  citrated  whole  blood  and  by 
removing  the  supernatant  plasma.  The  plasmas 
from  8 to  10  donors  are  mixed  in  a large  flask, 
this  procedure  or  “pooling”  tending  to  reduce 
the  likelihood  of  transfusion  reactions  which 
might  be  caused  by  a high  agglutinin  titer  in  a 
single  plasma.  A measured  amount  of  bacterio- 
static agent,  such  as  methiolate  or  phenyl  mer- 
curic nitrate,  is  added  to  each  pool  as  a precaution- 
ary measure.  This  pooled  plasma  is  then  cul- 
tured for  sterility  and  placed  in  450  cc.  bottles, 
250  cc.  being  allotted  to  each.  The  amount  of 
plasma  in  a single  bottle  is  called  a unit.  These 
are  then  stored  as  wet  plasma  or  frozen  and  are 
not  to  be  used  until  cultures  for  aerobic  and 
anaerobic  organisms  have  been  pronounced 
negative. 

(b)  Frozen  plasma  is  prepared  from  wet  plasma 
by  freezing  it  in  a bath  or  freezing  compartment 
at  a temperature  of  —30  C.  or  lower.  After  such 
freezing,  it  may  be  kept  indefinitely  without  de- 
terioration. Frozen  plasma  is  easily  and  rapidly 
thawed  in  a water  bath  at  37  C.  If  allowed  to 
stand  at  room  temperature,  a turbidity  of  the 
solution  results.  The  time  required  to  melt  the 
plasma  is  from  fifteen  to  thirty  minutes.  After 
thawing,  the  plasma  may  be  refrozen  without 
damage  or  denaturation  of  the  protein. 

(c)  Dried  plasma  may  be  prepared  in  a num- 
ber of  ways,  only  one  of  which  is  approved,  how- 
ever, by  the  National  Institute  of  Health.  The 
accepted  process,  now  being  used  almost  ex- 
clusively for  the  drying  of  plasma  for  the  Army, 
Navy,  and  Civilian  Defense,  is  that  of  drying 
from  the  frozen  state,  a process  known  by  the 
copyrighted  name,  “lyophile.”  “Desiccated  or 
dried  plasma”  is  the  appropriate  term  for  it. 

The  sterile  pooled  plasma  is  frozen  very  rapidly 
in  a layer  of  uniform  thickness  in  the  standard 
plasma  bottle  (450  cc.).  This  is  accomplished  by 
revolving  this  bottle  on  its  long  axis  in  a bath  of 
alcohol  at  approximately  — 65  C.  Thus  is  formed 
a cylinder  of  frozen  plasma  with  a wall  of  uni- 
form thickness  from  which  evaporation  will  take 
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place  at  a constant,  steady  rate.  Covered  with  a 
gauze  mesh,  these  bottles  are  placed  in  the  dry- 
ing chamber  of  the  apparatus,  which  is  then 
closed  with  a vacuum-tight  seal.  The  chamber  is 
evacuated  down  to  a residual  pressure  of  about 
0.1  to  0.3  mm.  Hg  by  the  use  of  a mechanical 
pump.  This  low  pressure  is  sufficient  to  keep 
the  plasma  frozen  by  evaporation  of  moisture 
from  its  surface.  Next,  heat  is  applied  to  the 
drjdng  chamber  in  order  to  increase  the  rate  at 
which  the  moisture  passes  off  the  layer  of  frozen 
plasma.  The  moisture  is  swept  out  of  the  bot- 
tles through  a tube  leading  to  the  pump  and  is 
condensed  from  the  system  by  refreezing  against 
a very  cold  cylinder  immersed  in  a bath  of  alcohol 
at  —65  C.  This  process  is  continuous  until  the 
plasma  is  dried,  a period  of  forty  to  sixty  hours 
usually  being  required. 

After  the  drying  is  completed,  the  plasma  is 
then  capped  and  its  residual  water  content 
(usually  less  than  1 per  cent)  is  measured;  then 
a pilot  bottle  is  reconstituted  by  addition  of  ster- 
ile water  agitating  to  complete  solution,  and  aero- 
bic and  anaerobic  cultures  are  taken.  A deter- 
mination of  the  hemoglobin  and  protein  content 
is  made,  and  if  the  cultures  are  negative,  it  is  re- 
leased for  use. 

All  the  above  plasmas  can  be  used  as  normal 
and  half-dilution  plasmas.  For  half-dilution,  an 
equal  quantity  of  saline  is  added  to  the  plasma. 
For  normal  plasma,  in  the  case  of  the  dried  prod- 
uct, the  original  volume  of  solution  (250  cc.)  is 
added.  In  making  concentrated  plasma,  one 
quarter  of  the  original  volume  of  distilled  water  is 
usually  added  to  the  dried  plasma  and  placed  in 
the  solution. 

4.  Administration 

The  technic  of  administration  is  similar  to  that 
of  whole  blood  except  that  the  special  Army- 
Navy-Civilian  Defense  setup  is  used.  All  plasma 
supplied  by  our  laboratory  will  be  furnished  in 
these  containers. 

Necessary  precautions  in  giving  plasma  are  as 
follows: 

(а)  Do  not  heat  plasma  above  37  C. 

(б)  Inject  plasma  slowly,  preferably  with  the 
use  of  a drip  indicator.  This  is  especially  true  of 
the  hypertonic  concentrated  plasma  which, 
by  its  marked  osmotic  effect,  can  cause  pre- 
cipitous rises  in  venous  pressure. 

(c)  Dried  plasma  should  not  be  dissolved  in 
Ringer’s  solution,  as  the  excess  calcium  ion  may 
induce  spontaneous  clotting. 

id)  Plasma  showing  extensive  hemolysis  should 
be  discarded. 

(e)  Transfusions  of  whole  blood  should  not  be 
given  immediately  after  large  amounts  of  plasma. 
There  may  be  a troublesome  rise  in  circulating 


agglutinin  titer  of  the  plasma.  This  persists  for 
as  long  as  twenty-four  hours  in  some  cases.  If 
blood  is  absolutely  necessary,  use  the  universal 
donor  (type  0-IV)  after  a cross-match  of  a careful 
nature. 

(/)  Do  not  give  concentrated  plasma  in  shock 
or  burns,  for  it  will  have  little  or  no  effect  and 
may  even  be  deleterious. 

5.  Reactions 

Reactions  from  plasma  are  similar  in  nature  to 
those  noted  in  whole  blood  transfusion.  In  our 
experience  they  have  been  much  less  severe. 

6.  The  Plasma  Bank 

Many  of  the  particulars  concerning  the  plasma 
bank  were  discussed  in  the  section  on  whole 
blood.  Plasma  may  be  stored  in  the  three  ways 
mentioned  in  connection  with  the  preparation  of 
whole  blood. 

If  plasma  is  stored  as  wet  plasma,  a precipitate 
begins  to  form  after  about  seven  to  ten  days  and 
gradually  settles  to  the  bottom,  making  the  so- 
lution turbid.  This  does  not  prevent  its  use,  but 
it  may  increase  the  likelihood  of  reactions.  Hence 
plasma  may  be  kept  for  about  three  to  five  days 
as  wet  plasma,  after  which,  in  our  opinion,  it 
should  be  frozen  for  further  storage. 

Frozen  plasma  must  be  stored  at  approximately 
— 20  C.  or  less  and  will  keep  indefinitely  in  a cab- 
inet at  this  temperature.  This  plasma  must  be 
thawed  at  37  C.  before  use. 

After  drying,  plasma  will  keep  indefinitely  at 
room  temperature,  providing  that  the  moisture 
content  is  kept  low.  This  may  be  done  in  several 
ways.  The  best  process  is  to  seal  it  in  vacuum 
cans,  as  is  done  for  the  Army  and  Navy.  The 
other  is  to  cover  the  sterile  rubber  stoppers  with 
plastic  caps,  thus  excluding  the  air  from  the  evacu- 
ated interior.  To  use  such  plasma  the  caps 
need  only  to  be  removed  and  water  added  accord- 
ing to  directions  found  in  the  package.  We  do 
not  know  how  long  such  plasma  will  remain  good 
but  certainly  for  a long  period  of  time. 

Blood  Substitutes 

No  review  of  the  therapeutic  application  of 
blood  and  plasma  is  complete  without  a brief 
account  of  the  present  status  of  the  so-called 
blood  substitutes.  This  includes  the  heterolo- 
gous plasmas  such  as  beef,  the  purified  albumins 
and  hemoglobin,  digests  and  hydrolysates  of  pro- 
teins, and  biologically  foreign  materials  such  as 
acacia,  pectin,  and  gelatin. 

For  a little  more  than  a year  attempts  have 
been  made  to  use  heterologous  plasmas  in  the 
treatment  of  shock  states.  The  results  have  been 
favorable  in  the  immediate  benefit  of  the  shocked 
patient,  but  the  percentage  of  reactions  is  very 
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high — 20  per  cent  or  more,  with  many  being  very 
severe.  The  incidence  of  reactions  to  a repeat 
dose  is  also  high.  Serum  disease  is  common,  as 
well  as  a persisting  sensitivity  to  the  foreign 
plasma. 

Purified  human  albumin  is  being  made  from 
plasma  that  is  contaminated,  hemolyzed,  or 
otherwise  unsatisfactory  for  processing.  The  al- 
bumin is  purified  by  a process  of  differential  de- 
naturation  of  protein  with  complete  removal  of 
the  globulin  fraction.  The  final  product  is  con- 
centrated (about  30  per  cent  protein)  and  has  a 
high  osmotic  effect.  The  reaction  percentage  is 
relatively  low.  Clinical  and  experimental  evi- 
dence at  the  present  time,  however,  indicates 
that  although  an  adequate  blood  volume  can  be 
maintained  or  even  increased  by  mobilization  of 
body  water,  the  therapeutic  efficiency  is  not  as 
high  as  that  of  plasma.  The  explanation  of  this 
is  not  understood. 

Purified  beef  albumin  has  been  prepared  in  the 
same  way.  Its  incidence  of  immediate  reactions 
is  low,  but  sensitivity  and  serum  disease  have 
been  caused  by  this  agent.  The  therapeutic  ef- 
fect is  probably  identical  with  that  produced  by 
the  human  albumin. 

Although  purified  hemoglobin  with  a high  im- 
mediate osmotic  effect  has  been  prepared,  its  low 
renal  threshold  prevents  retention,  with  excre- 
tion into  the  urine  in  massive  quantities.  This  in 
the  presence  of  an  acid  urine  causes  a precipita- 
tion of  the  crystals  in  the  kidneys  and  a resulting 
anuria  which  may  prove  fatal. 

Digests  and  hydrolysates  (enzymatic,  acid, 
and  alkaline)  of  casein,  beef  serum,  and  the  like 
are  now  manufactured  by  many  recognized  phar- 
maceutic houses.  They  are  useless  in  immediate 
emergencies,  as  for  example,  in  the  treatment  of 
hemorrhage,  trauma,  or  burns,  but  they  are  use- 
ful for  parenteral  feeding  when  food  cannot  be 
taken  by  the  oral  route.  Reactions  to  these  sub- 
stances are  moderately  common. 

Acacia  in  a 6 per  cent  solution  is  probably  the 
most  familiar  of  the  blood  substitutes  and  is 
universally  used.  It  has,  however,  been  the  con- 
tributing cause  of  many  fatalities,  usually  when 
used  repeatedly  over  a long  period  of  time.  The 
deposition  of  the  acacia  in  the  liver  parenchyma 
causes  a breakdown  of  functioning  liver  cells,  and 
if  this  takes  place  to  a great  degree,  the  outcome 
may  be  death  from  hepatic  insufficiency.  If 
used  in. the  absence  of  blood  plasma  or  blood,  it 
should  not  be  continued  for  a prolonged  period. 

Pectin  and  gelatin  are  the  newest  members  of 
the  family  and  are  still  in  the  experimental  stage. 
Reactions  are  not  uncommon  and  may  be  severe. 
The  process  of  elimination  of  these  substances  is 
not  well  understood.  Since  this  work  was 
started,  sufficient  time  has  not  elapsed  to  deter- 


mine the  latent  effects  of  these  substances  when 
used  in  therapeutic  amounts. 

Present  Status  of  Blood  and  Plasma  Pro- 
curement for  Civilian  Defense  in  Monroe 
County 

A short  time  ago  the  committee  for  blood  and 
plasma  procurement  met  to  consider  the  prob- 
lem of  procurement  in  case  of  an  emergency.  All 
hospitals  in  Rochester  were  represented.  At  that 
time,  because  of  the  variety  of  methods  of  prepa- 
ration and  equipment  in  the  individual  institu- 
tions, it  was  felt  that  if  small  numbers  of  casual- 
ties were  allocated  to  each  hospital,  the  existing 
facilities  would  be  adequate.  It  was  also  decided 
that  the  larger  plasma  bank  at  the  Strong  Memo- 
rial Hospital  could  furnish  extra  plasma  to  the 
other  institutions  up  to  a limited  amount.  Ap- 
proximately 500  units  of  emergency  plasma  were 
established  as  the  minimum  amount  necessary  to 
take  care  of  a small  emergency  in  this  area. 

Since  that  time,  through  the  cooperation  of  Dr. 
Arthur  Johnson,  head  of  the  Health  Bureau,  Dr. 
Basil  MacLean  of  Strong  Memorial  Hospital,  and 
the  Office  of  Civilian  Defense  Blood  Procure- 
ment Group,  equipment  for  the  preparation  of 
some  2,500  units  of  dried  plasma  for  use  in  this 
area  has  been  ordered.  Much  of  this  equipment 
is  now  on  hand  in  spite  of  the  difficulty  with  pri- 
orities, and  some  of  the  plasma  is  now  dried  and 
ready  for  use.  Special  kits  have  been  designed 
and  are  on  hand  to  simplify  the  procedure  for 
those  unfamiliar  with  the  administration  of 
plasma.  Some  of  the  funds  for  this  project  were 
furnished  by  the  Office  of  Civilian  Defense  for 
purchase  of  equipment,  and  we  are  indebted  to 
the  Rochester  Chapter  of  the  Benevolent  Pro- 
tective Order  of  the  Elks  for  funds  to  build  the 
drying  apparatus  used  in  this  project. 

Through  the  cooperation  of  the  Office  of  Civil- 
ian Defense  an  additional  500  units  of  frozen 
plasma  with  a storage  refrigerator  have  been  sent 
to  this  area  and  will  be  used  in  case  of  need. 

Should  an  acute  emergency  arise,  the  Local 
Blood  Procurement  of  the  Red  Cross  would  be 
able  to  furnish  whole  blood  in  the  necessary 
amounts.  This  organization  tentatively  plans  to 
release  a weekly  quota  from  its  total  bleedings  to 
the  plasma  bank  at  the  Strong  Memorial  Hospital 
for  drying  and  storage.  This  will  provide  the 
plasma  for  the  2,500  units  as  described  previously. 
The  entire  project  for  Civilian  Defense  is  under 
the  direct  control  of  Dr.  Fred  A.  Bryan,  the  re- 
gional technical  adviser  on  blood  procurement  to 
the  Office  of  Civilian  Defense. 

With  this  arrangement  well  on  its  way  to  com- 
pletion, the  City  of  Rochester  and  the  Monroe 
County  area  should  be  well  supplied  with  both 
plasma  and  blood  in  case  of  an  emergency. 
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TREATMENT  OF  BURNS 

James  S.  Houck,  M.D.,  Rochester,  New  York 

THE  problem  put  before  the  committee  on  the 
treatment  of  burns  was  that  of  adopting  a 
routine  that  could  be  used  to  treat  any  number 
of  patients  at  a given  time.  A disaster  re- 
sulting from  an  act  of  war  means  many  casualties. 
Each  of  the  hospitals  in  Rochester  can  handle 
several  cases  of  severe  burns  readily  at  any 
time,  but  with  dozens,  perhaps  hundreds,  flowing 
into  their  doors,  how  will  they  manage?  Plans 
had  to  be  shaped  to  meet  this  possibility,  for  it 
is  distinctly  not  a question  of  how  we  would 
handle  the  individual  case  in  civilian  practice. 

It  is  necessary  that  supplies  be  available  in 
large  amounts  and  that  personnel  be  sufficient 
to  care  for  a variable  number.  The  City  has 
designated  fire  houses  as  casualty  units  and  is 
equipping  these  places  with  supplies.  With 
a large  number  of  depots  such  as  these,  it  was 
important  that  the  adopted  routine  be  thoroughly 
standardized  as  simply  and  at  the  same  time  as 
effectively  as  possible.  After  a careful  and 
deliberate  survey  of  the  accepted  routines,  it 
was  concluded  that  despite  the  criticisms  of 
tannic  acid  and  silver  nitrate,  it  met  the  re- 
quirements better,  at  least  for  the  present,  than 
the  others.  The  statements  that  follow,  there- 
fore, are,  in  the  judgment  of  this  committee, 
representative  of  the  details  necessary  to  carry 
out  this  treatment  satisfactorily. 

In  order  that  burn  cases  might  be  evacuated 
from  the  casualty  stations  rapidly,  it  was  decided 
that  first  aid  only  be  administered  there — the 
minor  burns  constituting  erythema  of  small 
areas  to  have  sterile  vaseline  applied  and  a snug 
sterile  bandage  to  cover  the  entire  area.  The 
severe  burns  should  receive  adequate  morphine 
— that  is,  Vs  to  V2  grain.  The  clothes  should 
not  be  removed,  nor  should  any  attempt  be 
made  to  apply  anything  to  the  burned  area. 
Chemotherapy  was  considered  but  rejected  on 
the  grounds  that  in  the  hurry  of  moving  these 
patients  large  amounts  might  be  administered 
and  the  subsequent  danger  of  toxic  symptoms 
from  rapid  absorption  would  make  its  use 
dangerous.  The  burn  should  be  covered  only 
with  a sterile  dressing,  a blanket  should  be 
placed  about  the  patient,  and  he  should  be 
transported  to  the  hospital. 

At  the  hospital  the  minor  burns  are  treated 
as  at  the  casualty  station,  making  sure  that 
moderate  pressure  is  applied  over  the  sterile 
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dressings.  It  is  considered  important  to  treat 
all  severe  burns  of  less  than  six  hours’  duration 
as  traumatic  wounds,  so  that  under  proper  care 
they  should  heal  without  infection.  It  can  be 
stated  without  reservation  that  the  anchor 
sheets  of  all  accepted  treatments  today  are 
combating  shock  and  preventing  infection. 

For  practical  purposes  the  details  of  treatment 
of  both  of  the  above  factors  should  go  along 
simultaneously  as  far  as  possible.  More  mor- 
phine should  be  administered  if  the  pain  is  not 
controlled.  Use  of  enough  morphine  should  be 
stressed,  as  it  lessens  shock  and  makes  it  possible 
to  carry  out  a large  part  of  the  necessary  treat- 
ment. Generally,  it  is  the  belief  of  this  com- 
mittee that  inhalation  anesthesia  should  be 
avoided.  The  immediate  danger  here  exists 
as  a sequel  to  the  inhalation  of  flames  and  poi- 
sonous gases.  With  the  irritation  thus  estab- 
lished in  the  respiratory  tract,  the  addition  of 
inhalation  anesthesia  would  only  be  adding 
insult  to  injury.  The  detailed  instruction  sheets 
circularized  to  the  Civilian  Defense  staffs  here 
have  emphasized  heavy  sedation  rather  than 
anesthesia.  Pentothal  sodium  or  evipan,  in- 
travenously, would,  in  some  cases,  be  necessary 
to  carry  out  the  more  extensive  forms  of  debride- 
ment. In  the  rare  cases  requiring  deeper  an- 
esthesia, a skilled  anesthetist  should  administer 
the  preferred  agent. 

At  this  time  arrangements  for  the  administra- 
tion of  blood  plasma  at  the  casualty  station 
have  not  been  carried  out.  We  believe  that 
with  the  present  transportation  system  these 
cases  will  be  brought  into  the  hospitals  without 
delay,  but  should  transportation  facilities  break 
down  and  plasma  not  be  given,  we  know  that 
our  mortality  figures  would  suffer.  Prompt 
administration  of  blood  plasma  to  all  serious 
burns  is  imperative.  No  laboratory  work  is 
necessary  before  it  is  given;  therefore,  if  delay 
occurs  anywhere  along  the  route,  administration 
of  it  should  be  started.  All  severe  cases  should 
have  plasma  immediately  after  admission  to 
the  hospital  in  any  event.  This  early  use  of 
plasma  is,  of  course,  to  combat  the  primary  fluid 
loss  and  shock.  It  should  not  be  confused  with 
the  total  amount  necessary  for  the  individual 
case. 

When  a burn  occurs,  it  is  sterile,  or  at  least 
approximately  so,  and  every  effort  should  be 
made  to  keep  it  that  way.  All  steps  to  prevent 
infection  will  be  rewarded  by  simplifying  the 
subsequent  care  in  many  ways.  It  is  much 
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easier  to  prevent  infection  than  it  is  to  treat 
it  later — to  this  I am  sure  we  will  heartily 
subscribe;  therefore,  care  in  promoting  asepsis 
is  essential.  The  initial  steps  having  been 
accomplished,  the  surgeon  prepares  as  for  any 
surgical  procedure — that  is,  scrubbing  ten  min- 
utes, wearing  sterile  cap,  mask,  gown,  and 
rubber  gloves.  All  operating  room  personnel 
should  wear  cap,  mask,  and  gown.  The  patient 
is  brought  to  the  operating  room,  or  if  one  is 
not  available,  to  a room  having  a controlled 
temperature  of  about  80  F.,  free  from  drafts 
and  visitors.  The  clothes  should  be  removed 
with  sterile  instruments.  After  this  is  completed, 
the  surgeon  should  change  his  gown  and  gloves, 
then  wash  the  burned  area  for  ten  minutes  with 
sterile  soap  and  soft  gauze.  It  should  be  care- 
fully d^brided  of  hanging  skin  and  all  ivory- 
white  dead  tissue.  It  is  very  important  that 
gentleness  be  exercised  in  all  the  above  steps. 
Do  not  use  a scrubbing  brush,  alcohol,  or  other 
strong  solutions.  Following  cleansing  and  de- 
bridement, the  area  is  rinsed  thoroughly  with 
sterile  saline  solution.  The  prepared  field 
should  be  dried  and  then  sprayed  with  tannic 
acid  and  silver  nitrate  solution,  comprising  a 
10  per  cent  aqueous  solution  of  each.  The 
patient  is  placed  in  his  bed  on  a sterile  sheet, 
an  electric  cradle  over  him,  covered  by  a sterile 
sheet.  The  temperature  to  be  maintained 
beneath  this  cradle  or  tent  should  approximate 
90  F.  The  above  solutions  should  be  applied 
by  atomizer  every  half  hour  until  such  time  as 
the  eschar  has  taken  on  a fight  brown  color,  and 
then  they  should  be  stopped.  It  is  useless  to 
continue  spraying  further,  as  it  results  in  a 
definite  waste  of  time  and  causes  a much  thicker 
eschar  than  is  necessary.  The  thick  eschar  is 
one  of  the  pitfalls  of  this  treatment.  It  is  im- 
possible to  locate  infection  beneath  a heavy 
crust.  With  the  fight  crust  the  patient  is  more 
comfortable  and  infection  is  easily  identified 
as  a loose,  puffy,  compressible  area.  When 
these  areas  are  encountered,  they  should  be 
opened,  treated  locally  until  the  infection  is 
cleared,  and  then  sprayed  again  with  tannic 
acid  and  silver  nitrate  solution.  The  exceptions 
to  the  above  tanning  routine  are  that  no  eschar 
should  be  formed  on  the  face,  hands,  or  genitalia; 
sterile  vaseline  dressings  should  be  used  on  these 
parts. 

Early  in  Davidson’s  original  investigations 
he  focused  attention  on  the  fact  that  tannic  acid 
kept  the  patient  comfortable.  He  elaborated 
on  the  precipitation  of  protein  in  the  burned 
tissue,  thus  inhibiting  dehydration  and  mini- 
mizing toxic  absorption.  Certainly  there  is  no 
doubt  that  it  is  a powerful  agent  in  the  prevention 
of  infection.  We  find,  therefore,  that  it  fulfills 


the  basic  factors  of  treatment — namely,  shock 
and  infection.  It  is  relatively  easy  to  obtain 
and  lends  itself  to  the  mass  treatment  of  casualties 
without  vast  accessory  supplies  or  equipment. 

Emphasis  has  been  placed  on  the  use  of  blood 
plasma  in  combating  early  shock;  in  the  treat- 
ment of  delayed  shock  it  has  no  equal.  The 
outpouring  of  vital  fluids  with  the  severely 
burned  case  is  tremendous,  and  with  this  loss, 
shock  becomes  deeper.  It  calls  for  almost  a 
continued  intake  of  blood  plasma  to  hold  these 
patients  from  serious  damage  or  even  a quick 
fatal  issue.  At  Pearl  Harbor  many  of  the  burn 
fatalities  were  attributed  to  the  lack  of  this 
essential  fluid.  It  is,  therefore,  obvious  that 
every  effort  directed  toward  increasing  an 
available  supply  of  blood  plasma  at  casualty 
stations,  and  especially  the  hospitals,  will  save 
fives.  Estimation  of  burned  area,  as  advised 
by  Berkow,  helps  greatly  in  anticipating  the 
patients’  further  care  and  need  for  fluids.  In 
general,  it  may  be  said  that  if  10  per  cent  of  the 
body  surface  is  burned,  1,000  cubic  centimeters 
of  blood  plasma  should  be  given.  The  amounts 
should  be  increased  directly  in  proportion  to  the 
increase  in  percentage  of  burned  field.  It  should 
be  given  intravenously  over  a twenty-four  hour 
period  in  small  divided  doses.  Saline  and 
glucose  may  also  be  given,  but  not  to  exceed  the 
amount  of  plasma  given  in  the  same  period.  It 
should  be  kept  in  mind  that  saline  and  glucose 
can  be  harmful.  They  should  be  used  only  as 
an  emergency  substitute  for  plasma.  Edema 
occurs  when  saline  and  glucose  alone  are  used. 
Hemoconcentration  is  not  relieved  because  the 
necessary  colloidal  elements  are  lacking.  The 
patient  may  be  permitted  to  drink  moderate 
amounts  of  fluid,  but  no  food  should  be  given 
by  mouth  until  the  stomach  is  retentive  and 
shock  is  controlled.  The  hematocrit  aids  in 
determining  what  fluids  are  needed,  but  as  a 
rule  no  special  laboratory  methods  are  indicated. 
The  clinical  evaluation  should  be,  and  is,  the 
best  guide.  When  hemorrhage  occurs  as  a 
result  of  the  burn  or  concurrently  with  it,  whole 
blood  transfusions  should  be  given.  They 
should  also  be  given  with  the  gradual  anemia 
that  develops  with  some  severe  burns. 

In  the  event  of  lung  involvement,  however 
minimal,  oxlygen  inhalation  therapy  should  be 
started.  A Boothby  mask  can  be  used  and  a 
concentration  of  at  least  60  per  cent  oxygen 
should  be  attained.  It  not  only  aids  in  lowering 
the  incidence  of  respiratory  complications,  but 
lessens  anoxemia  and  decreases  the  degree  of 
shock. 

After  a period  of  seven  to  ten  days  while  the 
eschar  is  still  clean  it  should  be  surgically  re- 
moved. All  third  degree  areas  should  be 
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grafted.  The  second  degree  areas  should  be 
dressed  with  sterile  vaseline  gauze  and  the  usual 
pressure  dressings  used  for  grafted  areas.  This 
dressing  should  not  be  changed  for  ten  to  fourteen 
days  unless  fever  or  other  signs  demand  it. 

In  conclusion,  it  is  our  belief  that  attention 
to  details  is  the  important  issue.  Even  though 


they  may  seem  elementary  in  many  instances, 
rigid  completion  of  the  steps  as  outlined  results 
in  quick  relief  and  an  early  cure.  No  attempt 
has  been  made  here  to  discuss  the  various  splendid 
treatments  or  the  plans  of  rehabilitation,  for 
our  chief  concern  is  with  the  immediate  care  of 
a few  or  many  casualties. 


SHOCK 

Maurice  A.  Barnard,  M.D.,  Rochester,  New  York 


SHOCK,  always  of  interest  to  the  surgeon, 
obstetrician,  and  physician,  now  becomes 
of  interest  to  the  first-aider  and  the  public.  A 
committee  of  medical  men  from  the  Rochester 
hospitals  has  given  serious  study  to  this  problem 
through  the  stimulus  and  direction  of  the  medical 
defense  committee.  Dr.  Don  Hutchens  was 
chairman  of  this  committee  in  its  study  stage. 
He  is  now  Major  Hutchens  with  General  Hos- 
pital No.  19.  The  report  of  his  committee  is 
presented  herewith: 

In  the  event  of  possible  bombing  of  cities,  the 
experience  of  the  English  medical  personnel 
suggests  the  value  of  the  practical  rather  than 
the  theoretical  import.  As  is  wrell  known,  such 
casualties  have  a high  mortality,  and  the  living 
injured  are  badly  hurt.  The  recognition  of 
shock  and  its  treatment  at  the  site  of  the  disaster 
are  stressed  in  order  to  cut  down  the  increased 
incidence  of  mortality  in  delay  and  the  added 
trauma  of  handling  and  lost  time.  This  places 
tremendous  responsibility  on  the  judgment  and 
decision  of  the  casualty  station  surgeon.  It 
gives  him  the  position  of  battalion  surgeon  in 
the  army  and  demands  quick  decision  and 
decisive,  direct  action.  He  must  train  himself 
and  his  personnel  to  avoid  confusion  under 
trying  circumstances.  Careful  handling  of  these 
badly  injured  cases  is  necessary,  and  sometimes 
treatment  of  shock,  such  as  plasma  infusion 
at  the  site  before  transfer,  may  be  indicated. 

Dr.  Philip  D.  Wilson,  speaking  June  23,  1942, 
at  the  Conference  of  Health  Officers  and  Public 
Health  Nurses  at  Saratoga  Springs,  said:  “Wliile 
heat,  fluids,  and  sedatives  are  important  in  the 
treatment  of  shock,  the  really  fife-saving  measure, 
when  required,  is  transfusion  of  plasma  or 
wffiole  blood.”  He  also  stated,  “The  'crush 
syndrome’  is  caused  by  the  pinning  of  a person’s 
extremity  under  falling  timbers  or  debris  from 
which  it  cannot  be  extricated  for  several  hours. 
The  individual  seems  in  good  condition  until  after 
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he  has  been  released,  when  evidence  of  shock 
generally  develops.” 

Treatment  of  Patient  in  Shock  from  Severe 
Trauma  Without  Hemorrhage  or  with 
Minimal  Hemorrhage 

1.  Make  the  patient  comfortable  by  first  aid 
treatment  to  injuries  (splinting  of  fractures,  etc.). 
This  would  also  include  placing  on  stretchers 
and  moving  to  casualty  station  or  hospital  by 
trained  personnel. 

2.  Shock  position — elevate  foot  of  bed. 

3.  Record  blood  pressure  and  pulse  at  frequent 
intervals,  as  indicated  by  the  individual  case. 

4.  Maintain  body  temperature  with  warm 
blankets  and  hot  water  bottles.  Do  not  overheat 
patient. 

4.  Sedation:  Morphine  sulphate  by  hypo- 

dermic as  indicated  to  control  pain.  Do  not 
increase  shock  by  prescribing  larger  doses  than 
necessary.  Morphine  syrettes,  collapsible  tube 
hypodermic  outfits  of  morphine  tartrate  in  one- 
quarter  and  one-half  grain  strengths  are  in  the 
first  aid  kits  of  the  Rochester  Civilian  Defense 
Units. 

6.  Administer  oxygen  in  high  concentrations 
by  mask,  nasal  catheter,  or  tent,  if  these  measures 
are  available. 

7.  Fluid  therapy:  (a)  Take  blood  for  hemo- 
globin determination  and  blood  grouping.  ( b ) 
Cannulate  accessible  vein. 

8.  Fluids:  First  choice — half-strength  plasma; 
second  choice — matched  whole  blood  if  available, 
or  compatible  universal  donor;  third  choice — 6 
per  cent  acacia  in  normal  saline;  fourth  choice 
— 5 per  cent  glucose  in  normal  saline  or  Ringer’s 
solution. 

Many  of  the  fluid  substitutes  for  blood  plasma 
and  whole  blood  were  studied  by  the  committee. 
A beautifully  written,  detailed  discussion  of 
these  is  reported  in  the  August  issue  of  the 
New  York  State  Journal  of  Medicine,  Vol. 
42,  No.  15,  page  1480.  Time  does  not  permit 
their  repetition,  however,  this  afternoon. 
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Treatment  of  Shock  in  Patient  Suffering 
from  Hemorrhage 

1.  Place  patient  in  shock  position  with  feet 
elevated.  Quiet  surroundings  are  desirable  if 
possible. 

2.  Control  external  hemorrhage. 

3.  Appraise  presence  of  internal  hemorrhage. 
Appoint  an  individual  surgeon  to  be  responsible 
for  this  during  the  entire  emergency  and  to  have 
complete  responsibility  for  laparotomy  if  neces- 
sary. 

4.  Record  blood  pressure  and  pulse  at  frequent 
intervals  as  indicated  by  the  individual  case. 

5.  Maintain  body  temperature  with  warm 
blankets  and  hot  water  bottles.  Do  not  over- 
heat patient. 

6.  Sedation:  Morphine  sulfate  by  hypo- 

dermic as  indicated  to  control  pain.  In  cases  of 
suspected  internal  hemorrhage,  postpone  seda- 
tives until  the  diagnosis  of  internal  hemorrhage 
is  established.  Avoid  increasing  shock  by  pre- 
scribing larger  doses  than  necessary.  This 
deserves  comment.  Anoxia  or  deprivation  of 
oxygen  to  body  tissues  is  one  factor  present  in 
shock  because  of  depleted  circulation.  Mor- 
phine reduces  the  ability  of  body  tissues  to  avail 
themselves  of  oxygen;  therefore,  overdosage 
of  morphine  in  shock  must  be  avoided.  Pain 
only  should  be  the  signal  for  its  use. 

7.  Drugs:  If  there  is  no  response  to  shock 
treatment  as  outlined,  adrenal  cortex  extract 
may  be  given — 5 cc.  intravenously  or  sub- 
cutaneously at  the  start,  followed  by  2 cc.  at 
intervals  of  from  four  to  six  hours.  No  doubt 
many  of  us  using  adrenal  cortex  extract  have 
not  used  enough. 

8.  Administer  oxygen  in  high  concentrations 
by  mask,  nasal  catheter,  or  tent,  if  these  measures 
are  available. 

9.  Fluid  therapy:  (a)  Take  blood  for  hemo- 
globin determination  and  blood  grouping,  (b) 
Cannulate  accessible  vein.  Concentrated  blood, 
as  shown  by  high  hemoglobin  where  the  victim 
may  have  been  sweating  and  for  many  hours 
and  deprived  of  water  intake,  may  indicate  the 
need  for  saline  rather  than  blood  or  plasma. 

10.  Fluids:  On  suspicion  of  shock  fluids  may 
be  administered  in  amounts  indicated  by  the 
individual  case.  Attempt  to  control  hemo- 
globin concentration  and  stabilize  blood  pressure. 
First  choice — matched  whole  blood  if  available; 
second'  choice — half-strength  plasma  (1,000  to 
1,500  cc.  or  more  may  be  required) ; third  choice 
— 6 per  cent  acacia  in  normal  saline;  fourth 
choice — 5 per  cent  glucose  in  normal  saline  or 
Ringer’s  solution. 

Dehydration  at  the  time  of  injury  reminds 
us  of  dehydration  at  the  time  of  operation.  To 
divert  for  a moment  to  routine  surgery  in 


civilian  life — many  patients  enter  the  hospital 
the  afternoon  before  operation.  This  becomes 
a more  frequent  occurrence  with  hospital  crowd- 
ing. Many  times  there  has  been  hurry  to 
finish  certain  details  of  home  or  business  matters 
before  the  patient  goes  to  the  hospital  to  have 
the  repair  or  hernia  fixed.  The  patient  has 
forgotten  to  drink  and  is  not  a good  water 
drinker  by  habit.  Very  little  or  no  evening 
meal  is  eaten.  He  is  given  a barbiturate  or 
other  sleeping  drug.  There  is  no  breakfast. 
The  schedule  has  been  overcrowded,  and  the 
operation  finally  starts  at  ten-thirty,  eleven, 
or  twelve  o’clock.  Many  nurses  have  been 
taught  that  no  fluids  should  be  given  before 
operation  to  avoid  vomiting.  How  long  before 
is  variable  in  their  training.  Because  of  these 
factors,  such  a patient  may  go  into  shock  with 
a simple  hernia  or  perineal  repair.  The  necessity 
of  plasma  can  often  be  avoided  by  intravenous 
saline  started  at  the  beginning  of  the  operation. 
The  patient  could  and  should  have  had  water 
and  fruit  juices  forced  the  night  before  and  water 
up  to  two  hours  before  operation  time.  A 
clean,  well-watered  stomach  is  less  liable  to 
vomit.  A practical  means  of  judging  fluid 
reserve  in  injured  or  preoperative  patients  is 
the  color  and  amount  of  urine.  A dark  urine 
usually  indicates  dehydration.  A large  amount 
of  light-colored  urine  over  a period  of  a few 
hours  would  indicate  good  fluid  reserve. 

Treatment  of  Shock  in  the  Burned  Patient 

1.  Place  patient  in  a comfortable  position 
(on  a sterile  sheet  if  available). 

2.  Check  extent  and  severity  of  burned  area 
and  make  a written  record. 

3.  Record  blood  pressure  and  pulse  at  fre- 
quent intervals  as  indicated  by  the  individual 
case. 

4.  Maintain  body  temperature  with  blankets 
over  a sterile  sheet  if  available.  Do  not  over- 
heat patient. 

5.  Sedation:  Morphine  sulfate  in  amounts  as 
indicated  by  the  individual  case.  Again,  pain 
is  the  only  indication  for  morphine.  Bear  in 
mind  the  danger  of  overdosage  in  very  old, 
very  young,  or  badly  shocked  casualties. 

6.  Shock  position — feet  elevated. 

7.  Drugs:  If  adrenal  cortex  extract  is  avail- 

able, it  may  be  given  at  the  discretion  of  the 
surgeon  in  charge.  Dosage:  5 cc.  may  be 

given  intravenous^  or  subcutaneously  at  the 
start,  followed  by  2 cc.  at  intervals  of  from  four 
to  six  hours.  Adrenal  cortex  is  much  more 
readily  carried  in  the  first  aid  kit  than  plasma 
and  might  often  be  indicated  at  the  site  of  the 
casualty,  with  the  blood  or  plasma  given  after 
the  victim  has  been  moved  to  the  hospital. 
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8.  Administer  oxygen  in  high  concentrations 
by  mask,  nasal  catheter,  or  tent,  if  these  measures 
are  available. 

9.  Fluid  therapy:  (a)  Take  blood  for  hemo- 
globin determination  and  blood  grouping  and 
for  specific  gravity  and  hematocrit  if  facilities 
are  available.  (6)  Cannulate  accessible  vein, 
(c)  Start  full-strength  plasma  intravenously  at 
the  rate  of  200  cc.  plus  per  hour  or  more  rapidly 
if  the  blood  pressure  is  falling.  Continue  for 
at  least  eighteen  hours  if  hemoglobin  percentage 
is  tending  to  increase.  During  the  second 
twenty-four  hours  combat  hemoglobin  con- 
centration with  half-strength  plasma  in  amounts 


as  indicated  by  the  individual  case.  In  large 
area  burns,  the  weeping  or  skin  loss  of  plasma 
is  often  sufficient  to  cause  a relative  concentra- 
tion of  hemoglobin.  ( d ) If  burn  exceeds  15  per 
cent  of  the  body  surface,  begin  full-strength 
plasma  injection,  whether  or  not  patient  shows 
signs  of  shock  during  the  early  treatment. 

10.  Do  not  begin  local  burn  treatment  until 
blood  pressure  is  stabilized. 

11.  During  the  second  twenty-four  hours 
maintain  near  normal  hemoglobin  or  hema- 
tocrit level  by:  (a)  fluids  by  mouth;  (b)  equal 
parts  of  plasma  with  normal  saline  intravenously 
as  indicated. 


TREATMENT  OF  WAR  FRACTURES  AMONG 
THE  CIVILIAN  POPULATION 


J.  P.  Henry,  M.D.,  Rochester,  New  York 

SOMETIME  ago  Dr.  Simpson  requested  Drs. 

Clark,  Crawford,  Harris,  Hopkins,  and  me, 
representing  the  Fracture  Services  of  the  hos- 
pitals included  in  the  Emergency  Medical  Serv- 
ice of  the  local  Civilian  Defense  Organization, 
to  act  as  a committee  to  draw  up  an  outline  for 
treament  of  fractures.  The  outline  will  be  a 
recommended  catalog  of  more  or  less  stand- 
ardized procedure  for  use  in  any  major  disaster. 
After  several  meetings  with  discussion  of  the 
literature,  the  proceedings  of  recent  orthopaedic 
meetings,  and  personal  experiences,  we  evolved 
a brief  summary  of  recommendations,  which, 
I believe,  has  been  or  will  be  made  available  to 
all  of  you.  This  represents,  we  believe,  the 
consensus  of  present  opinion  on  the  subject,  and 
this  presentation  today  will  be  an  expansion  of 
the  outline.  Some  of  it  may  seem  elementary 
and  self-evident,  but  experience  has  shown  that 
it  is  well  worth  while  for  all  of  us  to  refresh  our 
memories  on  some  perhaps  well-known  facts 
and  to  coordinate  and  arrange  our  ideas  so  as 
to  afford  us  a fairly  definite  and  well-thought-out 
routine  which  will  serve  us  as  a very  valuable 
foundation  in  carrying  on  this  phase  of  medical 
service  under  the  extreme  stress  of  a major 
disaster.  Also  it  must  be  remembered  that, 
because  of  the  enforced  shortage  of  available 
personnel,  many  details  of  this  work  will  fall 
on  relatively  inexperienced  lay  rescue  squads 
— first  aid  workers  and  the  like — or  on  doctors 
whose  normal  professional  activities  are  far 
removed  from  the  care  and  treatment  of  fractures. 
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Hence,  I must  ask  that  you  bear  with  me  if  I 
present  ideas  that  may  seem  well  known  and 
rather  primary  to  you.  I assure  you  again  that 
experience  has  shown  them  to  be  well  worth 
emphasizing. 

“War  fractures”  among  the  civilian  popu- 
lation are,  of  course,  basically  the  same  as 
“peace  fractures”  among  the  same  group,  but 
“war  fractures”  are  complicated  by  a number  of 
factors.  They  are  apt  to  be  more  severe,  with 
a much  higher  incidence  of  compounding  wounds. 
There  may  be  multiple  fractures  or  fractures 
associated  with  other  injuries  in  the  same  in- 
dividual. Patients  are  apt  to  suffer  from  shock 
beyond  the  ordinary  degree  because  of  the 
severity  of  their  injuries,  exposure,  unavoidable 
delays  in  rescue  work,  and  psychic  influences. 
Treatment  may  be  modified  by  extraneous 
circumstances,  such  as  blackouts,  shortage  of 
experienced  personnel,  sudden  and  large  influx 
of  casualties,  and  even  by  bombs  affecting  the 
hospital  itself  with  either  direct  or  indirect  dis- 
ruption of  essential  services,  such  as  light,  water, 
or  communications. 

We  have  roughly  divided  the  treatment  of 
these  injuries  into  two  stages: 

1.  Treatment  in  the  field. 

2.  Treatment  in  the  hospital. 

Treatment  in  the  Field 

Field  treatment  of  fracture  cases  will,  of 
necessity,  largely  fall  into  the  hands  of  lay 
personnel  working  under  more  or  less  medical 
supervision. 

The  first  and  most  important  dictum  is  that 
all  fractures  should  be  immobilized  before  the 
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victim  is  moved  unless  it  is  absolutely  necessary 
to  move  him  forthwith  from  a place  of  imminent 
danger.  Obviously  one  does  not  stop  to  apply 
any  elaborate  splinting  to  a man  who  is  in  a 
blazing  room  or  who  is  lying  alongside  a wall 
which  is  beginning  to  collapse,  but  in  general 
fracture  victims  should  be  “splinted  where  they 
lie.”  Splints,  stretchers,  etc.,  should  be  brought 
to  the  victim,  not  the  victim  to  the  splint.  If 
there  is  a suspicion  of  fracture,  treat  as  one  would 
a fracture.  No  harm  will  be  done  by  splinting 
an  unbroken  bone  in  error,  but  much  harm  may 
result  from  neglecting  to  splint  a questionable 
injury  which  later  proves  to  have  been  a fracture. 
To  be  of  any  value  a splint  must  effectively 
accomplish  its  purpose,  viz.,  the  immobilization 
of  the  fractured  bone.  To  do  this  it  is  necessary, 
generally  speaking,  to  immobilize  the  joint 
above  and  below  the  fracture.  Traction-fixation 
splints  which  overcome  the  effects  of  muscle 
spasm  are,  at  least  theoretically,  the  most 
desirable  form  of  splinting.  From  considerations 
of  a practical  nature,  there  has  been  a great  deal 
of  argument  pro  and  con  regarding  the  use  of 
traction  splints,  but  we  have  recommended  the 
use  of  the  Keller-Blake  or  modified  Thomas 
hinged,  half-ring  splint  for  use  in  fractures  of 
the  upper  leg  or  thigh.  This  splint  can  be  fitted 
to  practically  any  thigh  and  is  interchangeable 
from  right  to  left.  For  fractures  of  the  lower  leg 
or  ankle,  the  well-known  pillow  splint  makes 
a very  satisfactory  appliance.  For  fractures 
of  the  upper  extremity,  we  have  recommended 
the  use  of  lateral  splints,  with  immobilization 
of  the  extremity  in  a sling  or  by  a secure  fastening 
to  the  trunk.  Fractures  of  the  jaws  may  re- 
quire provision  for  an  adequate  airway,  after 
which  they  can  be  held  with  a four-tailed  bandage 
or  the  simple  Red  Cross  jaw  bandage. 

There  has  been  a great  deal  of  difference  of 
opinion  regarding  the  use  of  traction  splints, 
especially  in  the  case  of  compound  fractures  in 
which  one  of  the  fragments  protrudes  through 
the  wound,  and  we  have  had  some  correspondence 
with  the  National  Headquarters  of  the  American 
Red  Cross  and  with  Dr.  Robert  Kennedy, 
Chairman  of  the  Fracture  Committee  of  the 
American  College  of  Surgeons,  who  supervised 
the  preparation  of  the  portion  of  the  Red  Cross 
First  Aid  Manual  dealing  with  this  subject. 
The  authoritative  consensus  of  opinion  seems 
to  be  that,  from  a practical  standpoint,  it  has 
been  considered  necessary  to  prescribe  a definite 
form  of  procedure,  designed  to  fit  most  cases 
and  not  complicated  by  exceptions  that  would 
tend  to  confuse  inexperienced  personnel.  Frac- 
tures of  the  lower  extremity — e.g.,  those  for 
which  we  have  recommended  traction  splinting 
—come  within  one  of  the  following  groups: 


1.  Simple  fractures,  with  no  compounding 
wound. 

2.  Compound  fractures  in  which  the  wound 
is  caused  by  a projectile  or  other  external  object 
— i.e.,  from  without  inwards.  In  these  cases, 
any  infection  has  already  been  carried  into  the 
wound. 

3.  Compound  fractures  with  the  wound  pro- 
duced from  within  outwards,  in  which  the  pro- 
truding fragment  has  already  replaced  itself 
within  the  wound  before  the  case  is  seen  by 
the  first-aider.  Again,  any  infectious  material 
has  already  been  carried  into  the  wound. 

4.  Compound  fracture,  with  the  fragment 
still  protruding  through  a relatively  small 
wound.  This  type  constitutes  a small  per- 
centage of  the  cases. 

In  the  first  three  classes,  there  can  be  no 
objection  to  the  use  of  traction.  The  last 
class  is  the  basis  for  the  controversy,  and  Dr. 
Kennedy  writes  that  the  American  College  of 
Surgeons'  Fracture  Committee  feels  that  the 
beneficial  results  of  traction  splinting  in  the 
first  three  classes  outweigh  the  possible  detri- 
mental results  of  its  use  in  the  fourth.  Person- 
ally, I have  found  that  the  accidental  replace- 
ment of  the  protruding  fragment  within  the 
wound,  when  splinting,  may  often  be  prevented 
by  the  simple  expedient  of  placing  a sterile 
compress  under  the  protruding  bone  end. 

If  conventional  splints  are  not  available, 
very  satisfactory  substitutes  can  be  improvised 
from  materials  at  hand  if  one  keeps  clearly  and 
definitely  in  mind  just  what  he  is  attempting  to 
accomplish  by  the  application  of  the  splint. 

Compound  fractures  present  additional  prob- 
lems. First,  of  course,  is  hemorrhage.  In  the 
great  majority  of  cases,  this  can  be  controlled 
by  the  pressure  of  a dressing,  and  a tourniquet 
is  unnecessary.  A poorly  applied  tourniquet 
can  increase  hemorrhage  by  shutting  off  venous 
return  flow  and  leaving  the  deeper  arterial  flow 
into  the  extremity  unaffected.  If  a tourniquet 
is  used,  the  victim  should  be  conspicuously 
marked.  The  officially  adopted  method  is  to 
mark  “TK”  with  red  skin  pencil  or  lipstick  on 
the  patient’s  forehead,  with  the  time  of  ap- 
plication. No  tourniquet  should  be  left  on 
longer  than  absolutely  necessary  and  should  be 
loosened  at  intervals  not  to  exceed  twenty  to 
thirty  minutes.  In  addition,  any  doctor  through 
whose  hands  a TK  patient  passes  should  care- 
fully observe  the  condition  of  the  extremity 
distal  to  the  tourniquet  as  well  as  check  the  time 
of  application. 

The  second  complication  of  compound  frac- 
tures is  the  possibility  of  infection.  We  feel 
that  no  attempt  should  be  made  to  apply  anti- 
septics in  the  field,  except  that,  if  sulfanilamide 
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powder  is  available,  it  may  be  dusted  into  the 
wound,  which  should  then  be  covered  with  a 
sterile  dressing,  and  the  fracture  should  be 
splinted. 

Of  course,  appropriate  measures  for  the  pre- 
vention or  relief  of  shock,  as  outlined  by  Dr. 
Barnard,  should  be  instituted,  although  it  should 
be  remembered  that  effective  splinting  of  a 
fracture  is  an  excellent  measure  in  preventing 
or  relieving  shock  by  removing  a major  cause. 

Transportation  of  the  Fracture  Case. — All 
major  fracture  cases  should  be  transported  as 
stretcher  cases  and  marked  “Urgent.”  Particu- 
lar care  should  be  given  to  the  transportation 
of  patients  with  probable  or  even  possible 
fractures  of  the  spine.  This  condition  is  the 
one  which  is  most  often  badly  handled  or  actually 
maltreated  in  the  ordinary  accidents  of  civilian 
life,  when  patients  with  injured  backs  are  so 
often  folded  up  in  a sitting  position  in  the  back 
seat  of  an  automobile  and  rushed  to  the  hospital. 
As  stated  previously,  if  in  doubt  as  to  the 
presence  of  a fracture,  treat  as  a fracture.  This 
is  especially  true  in  injuries  of  the  spine.  Any 
victim  who  complains  of  pain  in  neck  or  back 
should  be  considered  a case  of  fracture  of  the 
spine  until  the  contrary  is  proved.  Note  should 
be  made  of  ability  to  move  arms  or  legs,  for 
knowledge  of  the  time  of  onset  of  any  paralysis 
is  of  great  help  in  the  later  treatment  of  the  case. 
A victim  with  an  injured  neck  should  be  trans- 
ported lying  on  the  back  with  the  head  firmly 
immobilized  by  pillows,  sandbags,  or  manually 
in  order  to  prevent  motion  of  the  neck  in  any 
direction.  Because  of  the  usual  mechanism  of 
the  production  of  fractures  of  the  dorsal  or 
lumbar  spine — viz.,  hyperflexion — this  type  of 
case  should  be  transported  in  a position  of 
hyperextension,  which  is  most  readily  main- 
tained by  carefully  rolling  the  victim  over 
onto  his  face  and  transporting  him  in  this 
position.  In  this  type  of  case  one  must  keep 
firmly  in  mind  that  “haste  often  makes  waste” 
and  that  a little  delay  while  arranging  proper 
means  of  transportation  may  be  less  harmful 
than  hasty  moving  of  the  victim  with  possible 
aggravation  of  the  already  existing  trauma  and 
resultant  cord  injury  with  permanent  disability 
or  even  mortality. 

Treatment  in  the  Hospital 

The  first  contact  with  the  fracture  victim  on 
his  arrival  at  the  hospital  will  be  through  the 
admitting  or  receiving  officer.  May  we  digress 
to  emphasize  that  this  assignment  should  be 
delegated  to  one  of  the  most  competent  men  on 
the  staff.  He  must,  after  the  briefest  of  ex- 
aminations, be  able  to  make  an  accurate  diagnosis 
of  the  patient’s  injuries  and  a.n  evaluation  of  his 


general  condition;  furthermore,  he  must  decide 
with  a minimum  of  hesitation  or  delay  what 
treatment  is  indicated,  what  treatment  the  case 
can  tolerate,  and,  in  case  of  multiple  injuries, 
the  priority  of  the  various  conditions  requiring 
treatment.  He  should  check  at  once  for  the 
presence  and  degree  of  shock,  for  hemorrhage, 
for  the  presence  of  a tourniquet,  with  the  time 
of  its  application  and  the  condition  of  the 
extremity  distal  to  the  tourniquet,  for  com- 
pounding wounds,  for  efficiency  of  splinting,  and 
for  the  presence  of  other  injuries  such  as  ab- 
dominal or  intracranial.  He  must  do  all  these 
things  speedily  and  without  delay,  yet  he  must 
also  do  them  accurately  and  all-inclusively. 
This  is  definitely  a most  important  and  exacting 
assignment. 

Treatment  for  shock,  when  indicated,  must 
be  instituted  at  once.  One  does  not  have  to 
worry  much  about  results  of  treatment  for 
fracture  in  a patient  who  has  already  died  of 
shock.  It  must  be  remembered  that  several 
things  can  be  going  on  at  the  same  time  and 
that,  along  with  specific  shock  treatment,  more 
effective  immobilization  of  a fracture  may  assist 
in  some  cases  in  the  resuscitation  of  the  victim. 

Generally  speaking,  all  fractures  should  be 
reduced  and  permanently  immobilized  as  quickly 
as  possible  but,  depending  upon  the  exigencies 
of  the  situation,  priority  is  to  be  given  to  com- 
pound fractures,  the  treatment  of  closed  fractures, 
if  they  are  adequately  splinted,  being  delayed 
until  the  situation  permits  it. 

Immediately  on  admission,  all  compound 
fracture  cases  should  be  given  antitetanus  serum 
or  tetanus  toxoid,  and  administration  of  sul- 
fadiazine, by  mouth,  should  be  instituted. 
Routine  administration  of  antigas  serum  has 
not  been  recommended  because  of  (1)  lack  of 
substantial  agreement  on  the  efficiency  of  the 
commercially  available  serums,  (2)  their  scarcity 
and  expense,  and  (3)  the  results  of  the  use  of  the 
sulfonamides. 

Unless  hemorrhage  or  the  time  element  inter- 
feres, x-ray  examination  should  be  made  before 
reduction  is  attempted,  as  much  waste  of  time 
may  thus  be  obviated. 

Preoperative  preparation  of  the  operative  field 
should  begin  with  a thorough  cleansing  with 
soap  and  water  of  the  adjacent  areas,  shaving  as 
indicated,  followed  by  the  use  of  tincture  of 
iodine  (2  to  4 per  cent)  on  the  surrounding  skin, 
not  in  the  wound. 

Anesthetics . — Spinal  anesthesia  should  not  be 
used  in  shocked  patients.  Gas-oxygen  an- 
esthetic should  be  administered  by  an  ex- 
perienced anesthetist.  If  it  is  not  available, 
ether  should  be  used.  In  selected  cases,  local 
or  regional  anesthesia  may  be  employed. 
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Type  of  Operation 

The  type  of  operation  will  have  to  depend  upon 
the  type  of  case  and  the  judgment  of  the  surgeon. 
It  cannot  be  dictated  that  one  method  shall  be 
followed  in  all  instances.  The  patient  cannot 
be  made  to  fit  a favorite  method.  We  will 
attempt  to  present  what  seem  to  be  generally 
accepted  as  the  most  desirable  and  effective 
procedures,  even  though  we  realize  that  these 
may  be  modified  by  many  factors;  e.g.,  the 
condition  of  the  patient,  the  time  elapsed,  the 
experience  of  the  operator,  and  the  facilities  of 
the  hospital. 

All  authorities  are  generally  in  agreement  that 
the  first  essential  is  thorough  and  effective 
debridement  of  all  traumatized  tissues.  This 
requires  that  the  wound  be  enlarged,  if  necessary, 
to  permit  access  to  all  parts  of  the  wound  in 
order  to  allow  thorough  mechanical  removal  of 
damaged  and  contaminated  tissue.  If  irrigation 
is  used,  the  flow  should  be  directed  from  within 
outward. 

This  cleansing  of  the  wound  should  be  followed 
by  as  accurate  a reduction  of  the  fracture  as 
possible.  Reduction  should  be  maintained  by 
rigid  internal  fixation  with  plates,  screws,  or 
wires  if  feasible.  Traction  by  multiple  pins 
(one  or  more  pins  distal  and  one  or  more  proximal 
to  the  fracture),  by  single  pin,  or  by  Kirschner 
wire  may  be  used. 

One  of  the  sulfonamide  drugs  should  then  be 
introduced  into  the  wound  in  powder  or  crys- 
talline form.  Sulfanilamide  is  recommended  by 
most  authorities  because  it  has  seemed  the  most 
successful,  possibly  because,  experimentally,  it 
shows  the  highest  concentration  in  the  serum 
locally  and  the  deepest  penetration  into  tissue. 
The  wound  should  then  be  left  open  and  packed 
with  plain  or  vaseline  gauze  and  covered  with  a 
gauze  dressing.  This  should  be  followed  by  the 
application  of  a well-fitting  plaster-of-paris 
cast.  This  completely  immobilizes  all  the 
tissues  of  the  extremity  and,  by  producing  an 
approach  to  a condition  of  physiologic  rest, 
enhances  the  ability  of  the  tissues  to  resist  in- 
fection and  promote  healing.  No  window  should 
be  cut  in  the  cast,  as  this  immediately  destroys 
its  effectiveness  by  permitting  edema,  stasis, 
and  contamination  with  cross  infection.  Unless 
complications  arise,  the  cast  should  not  be 
changed  for  several  weeks  or  longer  if  possible, 
unless  it  is  softened  by  excess  drainage  or  a 
change  is  made  unavoidable  by  a foul  odor.  If 
there  is  uncertainty  regarding  the  circulation 
in  the  part  or  the  effectiveness  of  debridement, 
application  of  the  cast  may  be  postponed  for 
several  days  and  some  form  of  open  traction 
employed,  perhaps  supplemented  by  a plaster 
gutter  splint  to  permit  observation  of  the  part. 


This  procedure  was  well  summarized  by  Dr 
Philip  D.  Wilson  in  a paper  reported  in  Health 
News  of  July  27,  1942: 

“Operative  treatment  of  the  wounds  aims  at 
mechanical  sterilization  by  excision  of  all  dead 
and  contaminated  tissue.  This  is  followed  by 
the  introduction  of  one  of  the  sulfonamide  drugs 
in  powder  or  crystalline  form  in  the  wound, 
which  is  then  packed  open  with  vaseline  gauze. 
Primary  closure  of  wounds  is  dangerous  and 
bad  practice.  When  a fracture  is  present,  it  is 
reduced,  and  the  injured  limb  is  then  enclosed 
in  plaster.  The  closed  plaster  treatment  of 
compound  fractures  according  to  the  Orr- 
Trueta  technic  has  proved  highly  successful. 
It  saves  the  time  and  labor  of  doctors  and  nurses 
in  daily  changing  of  dressings,  conserves  the 
materials,  and  saves  the  patient  pain  from 
daily  manipulation  of  his  wound.  It  promotes 
healing  of  the  wound  by  providing  complete  rest 
of  the  part  and  prevents  cross  contamination 
and  mixed  infection  of  wounds  which  always 
occur  in  spite  of  the  best  surgical  technic  when 
dressings  are  changed  frequently.” 

Necessarily,  in  the  short  time  at  our  disposal, 
we  have  only  attempted  to  sketch  briefly  the 
highlights  of  this  most  important  subject,  and 
we  hope  that  we  may  at  least  have  aroused  your 
interest  sufficiently  to  inspire  you  to  do  some 
serious  thinking  and  planning  as  a foundation 
for  the  most  efficient  care  of  this  type  of  injury, 
if  a major  disaster  should  come  upon  us. 

Outline  of  Standardized  Treatment  of  Frac- 
tures by  E.  M.  S. — Civilian  Defense 

In  the  Field 

1.  All  fractures  to  be  splinted  adequately  before 
transportation.  “Splint  them  where  they  lie.” 

2.  Compound  fractures  to  have  sulfanilamide 
(if  available)  dusted  into  wound  and  wound  dressed 
with  dry  sterile  dressing.  Fracture  splinted. 

3.  Tourniquet  to  be  applied  only  if  absolutely 
necessary.  Medical  officer  at  any  station  through 
which  tourniquet  case  passes  should  check  not  only 
time  of  application  but  also  condition  of  extremity 
distal  to  tourniquet. 

4.  All  cases  with  compound  fractures  and/or 
tourniquet  should  be  conspicuously  marked,  prefer- 
ably with  some  conspicuously  colored  tag,  or  by 
dye  on  forehead. 

In  the  Hospital 

1.  Admitting  officer  should  check  tourniquets, 
presence  of  compounding  wound,  and  adequacy  of 
splinting. 

In  compound  fractures,  oral  administration  of 
sulfadiazine  should  be  begun  at  once  and  A.T.S.  or 
tetanus  toxoid  administered. 

2.  Shock  treatment  should  be  initiated  when 
indicated. 

3.  As  a general  rule,  all  fractures  should  be  re- 
duced and  permanently  immobilized  as  quickly  as 
possible  but,  depending  on  the  exigencies  of  the 
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situation,  priority  is  to  be  given  to  compound 
fractures,  the  treatment  of  closed,  but  adequately 
splinted,  fractures  being  delayed  until  the  situation 
permits. 

4.  Ample  supply  of  sulfadiazine  for  oral  adminis- 
tration and  sulfanilamide  for  use  in  the  wound 
should  be  available. 

Also  adequate  supplies  of  pins,  S.M.O.  plates  and 
screws,  Kirchner  wires  and  bows,  silver  wire. 
Thomas  leg  splints  and  plaster  of  paris  should  be 
available. 

5.  Standard  preoperative  preparation: 

Thorough  cleansing  of  area  about  wound  with  soap 

and  water.  Shaving  as  indicated. 

Tincture  of  iodine  (2-4  per  cent)  on  skin — not  in 
wound. 

6.  Operative  procedure : 

This  will  depend  on  the  type  of  case  and  the  judg- 
ment of  the  surgeon. 

As  a general  rule,  the  use  of  sulfanilamide  in  the 
wound  after  debridement  and  the  leaving  open 
of  grossly  compounded,  contaminated  wounds  are 
recommended. 
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Round  Table  Discussion 

After  the  four  papers  were  presented,  Dr.  Leo  F.  Simpson  asked  questions  of  the 
authors  and  others. — Editor 


Question:  Have  pitressin  and  epinephrine  any  value 
in  shock ? 

Dr.  Earle  Mahoney:  No.  Vasoconstriction 
may  elevate  blood  pressure,  but  it  does  not  prevent 
protein  or  fluid  loss  from  circulation.  Any  possible 
benefit  would  be  very  temporary,  and  ultimate  harm 
would  result.  Vasoconstriction  would  be  added  to 
coronary  circulation  in  a heart  already  suffering 
from  anoxemia.  Depleted  circulation  to  the  heart 
would  result.  Adrenal  cortex  hormone  (eschatin) 
in  5 cc.  and  repeated  in  2 cc.  doses  would  be  better. 
Question:  What  is  the  present  status  of  the  value  of 
adrenal  cortical  extract  in  the  treatment  of  shock  ? 
Dr.  Mahoney:  The  theoretic  value  of  adrenal 
cortical  extract  is  that  it  reduces  the  capillary  per- 
meability. Over  a period  of  time  in  shock  resulting 
from  burns  this  reduction  of  capillary  permeability 
would  minimize  the  amount  of  fluid  lost.  We  have 
seen  burns  with  and  without  adrenal  cortical  extract 
treatment  and  have  seen  no  difference. 

Dr.  Barnard:  Right  or  wrong:  Patients  in  shock 
should  not  be  removed  hastily  to  the  hospital  lest 
the  excitement  and  jolting  of  transport  result  in  in- 
creasing shock  of  serious  proportions.  This  is  now 
the  English  plan. 

The  English  experience  was  to  move  the  patients 
to  the  hospital  as  rapidly  as  possible.  Through 
necessity  they  found  that  it  was  better  not  to  move 
them  too  quickly.  It  is  better  to  treat  them  at  the 
site  of  injury.  One  must,  however,  bear  in  mind  the 
type  of  crushing  syndrome.  If  a victim  has  been 
pinned  down  by  heavy  timber,  etc.,  for  several 
hours,  he  should  be  quickly  treated  even  if  the 
hospital  is  not  nearby  because  he  is  likely  to  go  into 
shock  very  rapidly. 

Question:  How  many  fatal  reactions  have  there  been 
to  plasma ? 

Dr.  Howland:  In  the  United  States  there  has 
been  one  fatality  to  plasma.  This  was  caused  by 
dried  plasma  which  was  not  prepared  according  to 


the  standard  and  accepted  procedure.  When  it 
was  rechecked,  it  was  found  to  be  definitely  in- 
compatible plasma. 

Question:  Do  you  think  A and  B factors  will  be  added 
to  blood  plasma  to  get  rid  of  any  anti-A  and  -B 
antigens  that  might  be  present  in  the  plasma ? 

Dr.  Howland:  Reactions  to  anti-A  and  -B  sub- 
stances have  been  less  than  3 per  cent,  including 
the  total  number  of  reactions.  This  also  includes 
plasma  given  by  untrained  individuals,  and  we 
consider  it  a relatively  standard  figure  for  the  whole 
medical  profession.  The  less  we  do  to  plasma  in 
preparation,  the  less  chance  there  is  of  contaminat- 
ing it.  That  is  about  the  present  opinion  of  this 
committee  and  also  of  the  Civilian  Defense  Com- 
mittee. Until  we  have  more  reason  for  adding 
extra  substances,  we  shall  not  add  anti-A  and  -B 
substances. 

Question:  If  staphylococcus  and  saprophytes  are  the 
most  common  contaminants , why  use  merthiolate, 
which  does  not  prevent  this  contamination? 

Dr.  Howland:  When  we  started,  we  did  not  use 
any  preservative  at  all.  The  feeling  of  the  com- 
mittee was  that  if  we  did  not  use  a preservative,  we 
were  open  to  criticism.  Merthiolate  is  one  of  the 
few  products  that  can  be  injected  intravenously 
without  reaction  and  that  does  not  denature  pro- 
tein. 

Question:  How  many  cases  of  mercury  poisoning  will 
occur,  especially  in  people  who  are  sensitive  to 
mercury  or  who  receive  a very  large  amount  of 
plasma? 

Dr.  Howland:  There  are  two  cases  on  record 
in  which  individuals  with  burns  developed  mercury 
poisoning  after  receiving  large  amounts  of  plasma. 
Hence  it  is  being  stressed  that  if  an  individual  is 
burned,  plasma  should  not  be  prepared  in  this 
fashion.  Special  plasma  can  be  made  up  without 
a preservative.  If  anything  in  excess  of  1,500  cc.  is 
given,  we  suggest  that  the  preservative  be  omitted. 
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As  for  individuals  who  are  sensitive  to  mercury — one 
has  to  take  that  chance. 

Question:  Is  there  any  difference  in  the  properties  of 
wet  plasma , frozen  plasma , and  dried  plasma? 

Dr.  Fred  A.  Bryan:  There  is  very  little  differ- 
ence in  them.  In  shock,  plasma  is  used  mainly  for 
the  effect  of  osmotic  pressure.  It  is  used  primarily 
for  the  albumin  in  the  plasma  so  that  dried,  frozen, 
or  wet  would  be  satisfactory.  However,  there  is 
slow  deterioration  of  wet  plasma  whether  it  is  kept 
on  ice  or  at  room  temperature.  It  can  be  kept  at 
room  temperature  for  a considerable  period.  You 
will  find  that  the  fibrin  precipitates  in  wet  plasma, 
and  substances  such  as  prothrombin  and  comple- 
ment are  lost  after  twenty-four  to  forty-eight  hours. 

Frozen  and  dried  plasma  are  roughly  the  same. 
The  only  difference  is  in  their  transportation.  The 
frozen  must  be  kept  at  a temperature  of  —20  C.  and 
must  be  melted  in  a constant-temperature  bath  at 
the  source  of  storage  and  then  transported.  For 
large  quantities,  it  is  quite  a job  to  maintain  a con- 
stant-temperature bath  at  37  C. 

Dried  plasma  is  the  best  type  for  transportation. 
Frozen  plasma  is  in  the  city,  and  we  must  keep  a 
supply  in  Rochester  available  on  call. 

Question:  How  do  burned  areas  become  infected  if  it 
is  true  that  they  are  sterile  or  nearly  so  at  inception? 
Dr.  John  Detro:  It  is  essentially  true  that 
burned  areas  are  sterile  at  the  time  of  their  inception, 
but  through  contact  with  unclean  objects,  which 
might  be  clothing,  unsterile  instruments,  and  dress- 
ings, they  may  become  infected.  It  is  very  impor- 
tant that  sterile  procedure  be  used  from  the  start 
of  treatment. 

Question:  What  type  of  graft  is  advisable  after  removal 
of  the  eschar? 

Dr.  Detro:  Pinch  grafting  is  generally  con- 
sidered to  be  a surgical  error  except  in  very  large 
areas.  Then  pinch  grafts  can  be  used  without 
moving  the  patient  from  bed.  The  best  graft,  how- 
ever, is  the  split-thickness  graft. 

Question:  In  treating  burns,  what  are  the  chief  compli- 
cations to  be  watched  for  and  avoided  if  possible? 
Dr.  Houck:  Shock  and  infection  are  the  chief 
complications.  In  shock,  use  plasma. 


For  infection,  begin  by  preparing  the  patient 
properly.  Use  Ivory  soap  and  water,  gentleness  and 
care  in  debriding  all  ivory-white  dead  tissue.  If 
there  is  subsequent  infection  underneath  the  crust, 
open  the  crust  where  you  find  loose,  puffy  area 
and  apply  fresh  Dakin’s  solution.  When  the  in- 
fection clears,  use  tannic  acid  and  silver  nitrate. 

Question:  What  is  the  best  method  of  splinting  injur- 
ies near  the  joint , in  which  a differential  diagnosis 
between  fracture  and  dislocation  cannot  be  made  in 
the  field? 

Dr.  Henry  Crawford:  If  it  is  an  ankle  joint, 
I should  say  a pillow  splint,  in  any  event.  If  it  is  a 
knee  or  an  elbow,  the  affected  joint  could  be  straight- 
ened by  very  gentle  traction.  Routine  fixed  trac- 
tion splinting  would  be  very  satisfactory  and  would 
do  no  harm  if  properly  applied.  If  the  knee  or  elbow 
joint  cannot  be  straightened  out  with  gentle  trac- 
tion, well-padded  coaptation  splints  on  the  outside 
of  a pillow  snugly  wrapped  around  a joint  would 
probably  be  the  best  method  of  immobilization.  If 
it  is  the  hip  joint,  fastening  the  two  legs  together  with 
a pillow  between  the  knees  would  probably  be  the 
best  method  of  splinting.  In  case  of  an  injury  about 
the  shoulder  joint  in  which  the  elbow  cannot  be 
placed  to  the  side  of  the  body,  the  patient  should 
be  transported  on  a stretcher  with  the  arm  sup- 
ported by  pillows  between  the  elbow  and  the  body, 
in  the  most  comfortable  position.  Some  patients 
with  dislocated  shoulders,  who  show  no  evidence  of 
any  shock,  would  rather  support  the  injured  arm 
with  the  other  hand  than  allow  any  type  of  binding 
splint  to  be  applied. 

Question:  What  is  the  recommended  dosage  of  the  sul- 
fonamide drugs  orally  and  in  the  wound? 

Dr.  Henry:  Orally — sulfadiazine,  1 grain  per 
pound  of  body  weight  up  to  90;  wound — 2 to  10 
Gm.  sulfanilamide  powder. 

Question:  How  long  after  injury  is  debridement  still 
indicated? 

Dr.  Henry:  Up  to  six  hours — optimum;  good 
prognosis;  six  to  twelve  hours — debridement  still 
should  be  done  but  prognosis  deteriorates  with 
time;  after  twelve  hours— debridement  should  not 
be  done;  wound  simply  enlarged  for  drainage. 


NATIONAL  SOCIETY  FOR  THE  PREVENTION  OF  BLINDNESS  OFFERS  PRIZE 


The  National  Society  for  the  Prevention  of  Blind- 
ness announces  that  a prize  of  $250  will  be  awarded 
for  the  most  valuable  original  paper  during  1943 
adding  to  the  existing  knowledge  about  the  diag- 
nosis of  early  glaucoma.  The  award  will  be  made 
by  the  Society,  with  the  guidance  of  an  ophthal- 
mological  committee  composed  of  Dr.  Arnold 
Knapp,  Dr.  Manuel  Uribe  Troncoso,  and  Dr.  Mark 
J.  Schoenberg. 


Papers  may  be  presented  by  any  ophthalmologist, 
student  in  ophthalmology,  or  research  worker  of  the 
western  hemisphere  and  may  be  written  in  English, 
French,  German,  Italian,  Spanish,  or  Portuguese, 
but  those  written  in  the  last  four  languages  should 
be  accompanied  by  a translation  in  English.  Papers 
should  be  in  the  office  of  the  National  Society  for  the 
Prevention  of  Blindness,  1790  Broadway,  New  York 
City,  by  September  15,  1943. 


“A  budget,”  said  Dr.  W.  E.  Ryan,  of  Midland  the  money,  instead  of  afterward.” — Texas  State 

(Texas),  “is  a method  of  worrying  before  you  spend  Journal  of  Medicine 


FACTORS  IN  OBSTETRIC  CARE 

Report  of  a Rural  Study 

Henry  R.  O’Brien,  M.D.,  Hartford,  Connecticut 


A PROGRAM  in  1937  for  mothers,  infants,  and 
preschool  children  was  set  up  in  Cattaraugus 
County,  with  the  aid  of  the  Children’s  Bureau, 
the  State  Department  of  Health,  and  the  Milbank 
Memorial  Fund.  This  program,  which  followed 
a survey  by  Dr.  Doris  Murray  of  the  Children’s 
Bureau,  was  approved  by  the  County  Medical 
Society  and  adopted  by  the  County  Board  of 
Health.  It  was  supported  by  an  increased 
appropriation  by  the  County  Board  of  Super- 
visors. 

A part  of  the  program  was  a study  of  the 
factors  in  maternal  care  which  might  have  a 
bearing  on  maternal  and  infant  mortality.  A 
questionnaire  was  prepared  for  physicians  and 
I should  like  to  acknowledge  substantial  as- 
sistance from  Dr.  Joseph  P.  Garen  in  this. 
Through  the  cooperation  of  the  State  Depart- 
ment of  Health,  the  questionnaire,  printed  in 
blue,  was  interleaved  with  standard  birth  cer- 
tificates in  booklets  prepared  especially  for  use 
in  Cattaraugus  County  (see  Chart  1).  The 
doctor  was  asked  to  fill  out  the  slip  when  he  made 
out  the  birth  certificate,  sending  the  latter  to 
the  local  registrar  and  the  former  to  the  Depart- 
ment of  Health. 

These  booklets  were  distributed  through  the 
local  registrars  to  all  physicians  handling  de- 
liveries in  the  county.  The  blue  slip  bears  an 
explanation  itself,  and  this  was  supplemented  by 
other  publicity  through  the  medical  society, 
staff  meetings,  and  ordinary  contacts  with 
physicians.  No  attempt  was  made  to  call  on 
each  physician  separately. 

The  slips  were  prepared  and  circulated  by 
July  1,  1937,  in  time  to  include  the  latter  half 
of  that  year.  They  were  continued  during  1938 
and  1939.  At  the  close  of  a quarter  a check  was 
sent  to  each  physician,  reimbursing  him  fifty 
cents  for  each  slip  received  from  him.  This 
helped  to  keep  up  his  interest.  We  paid  physi- 
cians in  the  county  for  reports  on  deliveries  in 
the  county,  whether  the  mother  resided  in  the 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York,  New  York  City,  April  28,  1942. 

Formerly  Commissioner  of  Health,  Cattaraugus  County* 
New  York;  now  Chief,  Division  of  Local  Health  Administra- 
tion, Connecticut  State  Department  of  Health. 

This  study  was  made  possible  by  grants  from  the  Milbank 
Memorial  Fund  and  by  the  cordial  cooperation  of  the  Catta- 
raugus County  Medical  Society.  Dr.  H.  C.  Allen  served  as 
chairman  of  the  Maternal  Welfare  Committee  during  most 
of  this  time.  Among  others,  appreciation  is  expressed  of  the 
thoughtful  industry  of  Miss  Frances  McNamara  and  Miss 
Kathleen  Cramer. 


county  or  not,  but  out-of-county  doctors  were 
paid  for  reports  only  on  county  mothers. 

Meanwhile,  a summary  sheet  and  a code  had 
been  prepared,  with  the  aid  of  Miss  Dorothy 
Wiehl  of  the  Milbank  staff  and  of  Dr.  Jacob 
Yerushalmy  of  the  State  Department  of  Health, 
now  of  the  Children’s  Bureau.  The  blue  slips 
were  coded  on  the  summary  sheets  in  our  office 
in  Olean  and  later  transferred  to  punch  cards  in 
New  York. 

As  the  study  developed,  it  occurred  to  us  that 
it  might  well  be  extended  to  cover  the  prenatal, 
delivery,  and  postpartum  services  of  the  public 
health  nurses.  An  experienced  clerk  was  sent 
to  the  district  offices  to  take  this  information 
from  the  nursing  records.  The  Olean  Red  Cross 
Society  and  the  Gowanda  Red  Cross  permitted 
the  extension  of  the  survey  to  their  records. 
Since  the  nursing  study  included  care  for  a year 
after  delivery,  it  closed  in  the  summer  of  1940 
for  the  babies  delivered  up  to  July  1,  1939. 

The  summary  sheets  also  included  material 
from  the  birth  certificates  and  from  infant  and 
maternal  death  certificates.  A special  81- 
column  Hollerith  punch  card  was  printed  for 
the  study  (see  Chart  2).  These  have  been 
sorted,  largely  in  New  York,  but  a few  in  Hart- 
ford. The  figures  obtained  are  discussed  in  the 
following  paragraphs. 

In  the  two  years  and  a half  of  the  Blue  Slip 
Study,  3,562  births  were  reported  as  occurring 
during  that  period.  Of  this  number,  blue  slips 
were  received  from  physicians  on  2,243  resident 
babies  and  643  nonresident,  or  81  per  cent  of  the 
births.  The  percentage  was  slightly  higher 
among  nonresidents,  probably  because  the  more 
interested  physicians  had  the  wider  practice. 

Of  the  2,896  resident  births,  a physician  signed 
the  birth  certificate  in  all  but  9 (99.7  per  cent). 
The  midwife  plays  a very  minor  part  in  Cat- 

TABLE  1. — Number  of  Times  Patient  Saw  Doctor 
Before  Delivery  (Live  Births) 


Times  Infant  Deaths 

Number  Percentage  Number  Mortality 


None 

75 

3.4 

5 

66.7 

Once 

178 

8.1 

10 

56.2 

Twice 

164 

7.4 

9 

54.9 

Three 

205 

9.3 

11 

53.7 

Four 

235 

10.7 

14 

59.6 

Five 

241 

10.9 

16 

66.4 

Six 

253 

11.5 

9 

35.6 

Seven 

256 

11.6 

8 

31.3 

Eight 

252 

11.4 

5 

19.8 

Nine  or  more 

344 

15.6 

11 

32.0 

2,203 

98 

44.5 
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Mail  direct  to  the 

Cattaraugus  County  Department  of  Health,  Olean,  N.  Y. 


Your  account  will  be 
credited  with  S.50 
for  this  form. 


Name  of  child  Date  of  birth 


Use  check  V where  possible;  if  an  item  can  not  be  answered,  use 


Visits 

Month  of  pregnancy 

1 

2 

3 

4 

5 

6 

7 

8 

9 by  weeks 

1 

2 

3 

1 4 

t 

Saw  patient 

Weighed  patient 

Urine  tested 

Made  abdomiual  examination 

Took  blood  pressure 

Took  Wassermann 

Treated  for  lues 

Measured  pelvis 

Month  of  delivery 

Physical  examination  during  pregnancy 

Yes  I No 

Specify 

Heart  normal 

Lungs  normal 

| 

Pelvis  normal 

1 

Complications  of  pregnancy 


Delivery  Nursing  help: 

hospital  nurse 

□ 

community  nurse 

□ 

relative 

□ 

Labor  spontaneous  or  induced 

public  health  nurse 

□ 

private  registered  nurse 

□ 

friend 

□ 

Duration  of  labor. hours 

Red  Cross  nurse 

□ 

practical  nurse 

□ 

none 

□ 

Complications 

Operations:  forceps  (outlet  low  mid  high  ) Version:  Cesarean  (kind) 


craniotomy 

episiotomy 

other 

Condition  of  baby: 

good  poor 

moribund 

stilibirth 

injured 

abnormal 

weight 

Economic  status  of  family:  good fair marginal welfare 

Examination  planned  for  6-8  weeks  postpartum?  Yes No 

Chart  1. 


taraugus  County.  No  certificates  were  signed 
by  chiropractors  or  osteopaths.1 

Prenatal  Care 

Blue  slips  were  received  for  2,243  resident 
births,  but  not  for  653  others  that  occurred  in 
this  period.  Studying  these,  we  get  considerable 
information  as  to  quantity  of  sendee,  but  of 
quality,  that  elusive  item,  we  can  judge  only  by 
inference. 

Most  of  the  women  who  saw  the  doctor  one  to 
three  times  probably  did  so  toward  the  end  of 
normal  pregnancy,  past  the  period  of  prematurity 
with  its  dangers  to  the  infant.  The  largest 
number  of  times  reported  was  seventeen  for  one 
patient,  but  33  were  seen  twelve  times.  Olean 
had  a slightly  higher  proportion  in  the  last  two 
groups. 

Yet  205  patients,  not  yet  delivered,  did  not 
see  the  physician  at  all  in  the  ninth  month,  al- 
though most  had  had  some  prenatal  care.  Of 
those  seen  in  the  ninth  month,  838  were  seen  but 
once,  671  twice,  130  three  times,  164  four  times. 
Two  were  seen  nine  times  in  the  last  month. 

How  early  in  pregnancy  did  these  patients 
come? 


A total  of  40.5  per  cent  started  care  in  the 
first  trimester,  32.2  per  cent  in  the  second,  and 
22.3  per  cent  in  the  third.  In  Wisconsin3  care 
was  earlier,  but  a larger  proportion  had  no  pre- 
natal care.  A larger  proportion  of  Olean 
patients  saw  the  physician  in  the  first  or  second 
month  of  pregnancy  than  was  the  case  elsewhere 
in  the  county. 

Some  study  was  made  of  the  78  patients  (five 
and  stillbirths)  who  had  no  prenatal  care  at  all. 
They  were  fairly  evenly  divided  between  urban 
and  rural.  Thirteen  (8  urban,  5*  rural)  were 
primiparae.  Economically,  they  rated  8 “good/' 
26  “fair,”  23  “marginal,”  and  17  “welfare.” 


TABLE  2. — Month  of  Pregnancy  in  Which  Patient 
First  Visited  Physician  (Live  Births) 


Month 

Number 

Visiting 

Percentage 

Infant  Deaths 
Number  Mortality 

1 

114 

5.4 

10 

87.7 

2 

296 

13.9 

9 

30.4 

3 

453 

21.3 

11 

24.3 

4 

318 

15.0 

14 

44.0 

5 

235 

11.1 

16 

68.1 

6 

240 

11.3 

9 

37.5 

7 

211 

9.9 

8 

37.9 

8 

148 

7.0 

11 

74.3 

9 

111 

5.2 

5 

45.0 

2,126 

100.0 

93 

43.7 
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A larger  proportion  of  the  “good”  and  “fair” 
were  city  residents,  of  the  “marginal”  and 
“welfare”  rural.  Educationally,  we  evidently 
still  have  work  to  do.  Of  73,  60  were  in  labor 
eleven  hours  or  less,  but  2 exceeded  twenty-three 
hours.  Nine  (11.8  per  cent)  had  some  operative 
intervention,  including  one  high  forceps  and  one 
version.  One  mother  and  6 infants  died,  and  3 
were  stillborn.  It  is  probable  that  in  those  cases 
both  physician  and  family  regretted  the  absence 
of  prenatal  care,  with  its  warning  of  possible 
difficulty. 

When  the  patient  did  see  the  doctor,  what 
prenatal  care  was  given?  Chart  3 gives  an  idea 
of  the  frequency  of  the  usual  prenatal  medical 
services.  The  control  line  shows  the  percentage 
of  all  patients  seen — none,  one,  two,  three,  etc., 
times.  Most  closely  parallel  to  this  is  the  urin- 
alysis line;  the  percentage  of  the  total  is  only 
slightly  higher  on  the  less  frequent  side,  and 
slightly  lower  on  the  more  frequent.  The  blood 
pressure,  weighing,  and  abdominal  examination 
lines  diverge  more  and  more  from  the  visit  curve. 
We  may  conclude,  then,  without  an  actual  count 
of  the  blue  slips,  that  the  physician  had  the  urine 
examined  at  practically  every  call.  He  took  the 
blood  pressure  most  of  the  time  and  usually 
weighed  the  patient.  Internal  examinations 
were  less  routine. 

Tabulating  the  month  when  the  pelvic  meas- 
urement was  made  according  to  the  month  when 
prenatal  care  began,  we  find  that  in  about  40 
per  cent  of  the  cases  the  measurements  were 
taken  on  the  first  visit.  A statement  that  the 
pelvis  was  measured  was  made  in  64.7  per  cent 
of  all  cases  or  in  67.1  per  cent  of  those  patients 
receiving  prenatal  care.  Measurement  was  defi- 


nitely not  made  in  145  cases,  while  no  statement 
was  made  in  429  others.  Of  those  definitely  not 
measured,  7 (5.0  per  cent)  were  primiparae. 
The  remaining  138  were  multiparae,  with  whom 
the  physician  probably  felt  he  was  already 
acquainted  or  for  whom  he  was  willing  to  accept 
a history  of  a previous  uneventful  delivery. 
If  to  the  145  we  add  that  78  with  no  prenatal 
care,  we  find  that  10  per  cent  of  the  whole  group 
under  study  definitely  had  no  pelvic  measure- 
ment before  delivery.  This  is  flying  without  a 
chart  indeed.  Abnormalities  of  the  pelvis  were 
noted  70  times  (4.8  per  cent);  48  were  con- 
tracted pelvis,  4 flat,  2 funnel. 

For  blood  Wassermanns,  the  picture  was 
changed  midway  in  the  study  by  the  passage  of 
the  law  requiring  prenatal  tests,  which  became 
effective  March  18,  1938.  The  proportion  for 
whom  Wassermann  tests  were  reported  taken  in- 
creased from  28.8  per  cent  in  1937*  to  62.9  per 
cent  in  1938  and  93.7  per  cent  in  1939.  At  first 
the  Olean  performance  was  distinctly  better,  but 
any  difference  disappeared  later.  Of  1,311  tests, 
46  (3.3  per  cent)  were  stated  to  have  positive 
reports.  Of  these  treatment  was  started  on  16 
before  the  fifth  month,  and  8 in  the  fifth  or  sixth 
(52.2  per  cent).  For  2 others,  treatment  was 
started  in  the  seventh  or  eighth  month,  and  for 
5 at  some  unknown  time.  Of  the  remaining  15, 
nothing  is  stated;  possibly  a definite  diagnosis 
could  not  be  made. 

Heart  and  lungs  were  uniformly  examined  but 
no  large  amount  of  pathology  was  found.  One 
case  of  decompensating  heart  and  2 of  active 
pulmonary  tuberculosis  were  the  most  im- 
portant conditions  reported. 

* Eight  per  cent  in  St.  Lawrence  County,  1935;1  51  per 
cent  in  Wisconsin,  1940. 3 
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In  the  list  of  the  usual  complications  of  preg- 
nancy the  most  prominent  were  toxemia  (36),  a 
milder  kidney  involvement  (64),  eclampsia  (6), 
and  high  blood  pressure  (29).  Where  reports 
were  made,  1,487  (84.8  per  cent)  had  no  com- 
plications. 

Place  of  Delivery 

Private  homes  were  the  place  of  birth  in  1,151 
instances  (39.7  per  cent),  the  five  hospitals  in 
1,670  (57.7  per  cent),  and  three  small  maternity 
homes  in  75  (2.6  per  cent).  Institutions  thus 
delivered  a total  of  1,745,  or  60.3  per  cent.  The 
proportion  rose  each  year — 53.8  per  cent  in 
1937,  60.1  per  cent  in  1938,  and  63.8  per  cent  in 
1939.  For  total  births  in  the  county  the  figures 
for  these  years  would  be  higher,  since  non- 
residents come  almost  entirely  to  be  delivered 
in  institutions.  We  are  interested  here  also  in 
getting  the  resident  custom.  In  Mississippi,4 
in  1938,  26  per  cent  of  the  deliveries  were  in 
hospitals,  but  in  Michigan  45  per  cent.2 

How  far  do  mothers  go  to  be  delivered?  To 
get  a clearer  answer  let  us  separate  the  rural 
remainder  of  the  county  from  the  three  urban 
areas  of  Olean,  Salamanca,  and  Gowanda. 

Only  10.9  per  cent  of  the  rural  births  were 
more  than  ten  miles  from  the  mother’s  home. 

Operations 

Operative  intervention  was  reported  on  1,003 
of  2,719  resident  and  nonresident  patients  (five 
and  stillbirths  included),  or  36.9  per  cent.  An 
additional  17  had  lacerations  not  due  to  opera- 
tions, while  1,699  (62.5  per  cent)  had  no  operative 
experience.  It  is  noted  that  operative  habits 
depended  somewhat  on  the  scene  of  the  delivery. 
Forceps  were  less  often  applied  in  the  home, 
although  they  numbered  23  mid  and  6 high, 
mainly  in  the  rural  areas.  Three  versions  were 
performed  in  the  home.  The  bulk  of  the  opera- 
tions were  performed  in  the  hospitals.  There 
was  little  surgery  in  maternity  homes,  save  one 
conducted  by  a registered  nurse.  The  percentage 
of  patients  subjected  to  cesarean  section  varied 
from  0.6  (Hospital  B)  through  2.5  (C)  and  4.2  (A) 
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to  6.2  (D)  and  7.8  (E).  In  the  two  latter,  section 
was  sometimes  performed  to  sterilize  welfare 
multiparas.  In  Hospital  D forceps  were  applied 
to  62.3  per  cent  of  the  babies,  for  55.8  per  cent 
of  whom  episiotomy  was  also  done.  Version, 
however,  was  more  common  in  each  of  the  other 
hospitals. 

The  use  of  forceps  in  30.0  per  cent  of  all 
deliveries  may  be  compared  with  14.5  per  cent 
in  the  Michigan  study2  and  14.1  per  cent  in 
Wisconsin.4  High  infant  mortality  was  as- 
sociated with  high  forceps,  version  and  cesarean 
section.  The  infant  mortality  among  babies 
born  without  operation  in  Hospital  D was  89.9 
and  in  Hospital  A it  was  75.7.  Prematures 
bulk  large  in  this  group. 

During  the  study,  14  maternal  deaths  occurred 
in  2,896  resident  births,  a mortality  of  4.8.  Five 
followed  the  80  cesarean  operations,  an  operative 
mortality  of  6.25.  Three  were  in  Hospitals  D 


TABLE  3. — Miles  feom  Residence  to  Place  of  Birth,  Resident  Births  Only 


Urban 

Infant 

Rural 

Infant 

Distance 

Number 

Percentage 

Loss* 

Number 

Percentage 

Loss* 

Less  than  2 miles 

1,138 

98.7 

63.3 

606 

55.96 

80.1 

2 to  4 miles 

10 

0.9 

112 

10.34 

53.6 

4 to  6 miles 

1 

104 

9.60 

57.7 

6 to  8 miles 

113 

10.43 

53.1 

8 to  10  miles 

30 

2.77 

100.0 

10  to  14  miles 

53 

4.89 

37.7 

14  to  18  miles 

4 

43 

3.97 

69.8 

18  to  22  miles 

15 

1.39 

22  or  more  miles 

7 

0.65 

Total 

1,153 

1,083 

* Stillbirths  plus  infant  deaths  per  thousand  births. 
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TABLE  4. — Obstetric  Operations  on  All  Births  for  Which  Blue  Slips  Were  Received 


Operation  Mortality 


Name 

Number 

Percentage 

Number 

Infant  Deaths 

No  entry 

1,699 

62.5 

88 

52.6 

Forceps — outlet 

219 

8.1 

3 

13.7 

low 

476 

17.5 

9 

19.0 

mid 

100 

3.7 

4 

40.4 

high 

19 

0.7 

2 

105.3 

not  specified 

1 

0.04 

Total  forceps 

815  30.0 

18 

Version — or  version  and  extraction 

38 

1.4 

4 

133.3 

Cesarean 

80 

2.94 

5 

62.5 

Craniotomy 

Episiotomy — total 

(276) 

(10.15) 

simple 

37 

1.4 

1 

27.0 

Other 

33 

1.2 

1 

Total  operative  intervention 

1,003  36.9 

Lacerations — not  combined  with  forceps 

17 

0.63 

1 

Total 

2,719 

118 

44.0 

TABLE  5. — Percentage  of  Mothers  Delivered  in 
Hospitals 


Economic  Status,  Percentage 


Good 

Fair 

Marginal  Welfare 

Total 

All  residents 

83 

61* 

37 

45 

61 

Rural  residents 

68 

47 

24 

32 

44 

Urban  residents 

94 

75 

61 

65 

78 

and  E.  Four  deaths  were  from  hemorrhage 
(one  a ruptured  ectopic),  three  from  toxemia, 
and  one  each  from  shock  and  sepsis.  Only  two 
of  the  group  were  connected  with  abortion. 

Influence  of  Economic  Status 

The  doctor  was  asked  to  indicate  the  ap- 
proximate economic  status  of  the  patient,  using 
four  groups:  good,  fair,  marginal,  or  welfare. 
In  the  office  we  also  listed  those  applying  or 
accepted  for  medical  care  by  a welfare  depart- 
ment. Usually  the  doctor  and  the  welfare 
worker  considered  the  family  in  the  same  group. 
Some  “marginal”  cases  applied  for  welfare  aid, 
and  some  were  accepted,  others  not.  At  least 
two  “fair”  families  made  welfare  application, 


and  one  apparently  established  its  case  and  was 
accepted. 

The  proportion  of  mothers  delivered  in  hospi- 
tals fell  markedly  with  the  means  of  the  family. 
It  rose  slightly  in  the  welfare  group  because  at 
times  doctor,  nurse,  and  welfare  worker  agreed 
that  home  conditions  were  too  poor  to  permit  a 
safe  delivery.  Among  rural  residents  the  rates 
were  lower,  being  higher  in  the  urban  districts. 

It  was  the  rural  borderline  mother  who  received 
pitifully  little  hospital  service.  Instead  she 
turned  more  often  to  the  public  health  nurse, 
to  a relative,  or  to  a friend;  or,  more  often  than 
any  other  group,  she  had  no  one  at  all  to  help  the 
doctor. 

In  each  separate  economic  group  the  largest 
number  of  prenatal  patients  saw  the  doctor  for 
the  first  time  in  the  third  month.  Studying 
trimester  groups,  however,  we  note  that  the 
proportion  of  those  starting  prenatal  care  in  the 
first  three  months  of  pregnancy  is  much  higher 
in  the  “good”  economic  group  and  falls  off 
rapidly  in  the  others.  In  the  second  trimester 
the  figures  are  almost  uniform,  but  in  the  third 


TABLE  6. — Influence  of  Residence  and  Economic  Status  on  Early  Prenatal  Care 


Resident  receiving: 

Good 

Fair 

Percentage 

Marginal 

Welfare 

Total 

No  prenatal  care 

All  residents 

1.1 

3.2 

5.9 

6.3 

3.4 

Rural 

0.9 

2.4 

6.1 

7.1 

3.7 

Urban 

1.25 

4.0 

5.5 

5.0 

3.1 

Care  starting  1st  trimester 

All  residents 

57.1 

34.1 

29.7 

21.2 

39.1 

Rural 

54.4 

32.1 

26.4 

19.6 

33.6 

Urban 

58.3 

36.1 

35.2 

23.8 

44.3 

2nd  trimester 

All  residents 

30.2 

40.8 

35.3 

37.5 

36.0 

Rural 

31.1 

42.0 

35.0 

36.9 

37.2 

Urban 

29.6 

39.6 

35.9 

38.6 

34.8 

3rd  trimester 

All  residents 

11.6 

22.0 

29.2 

34.9 

21.5 

Rural 

13.6 

23.5 

32.5 

36.3 

25.5 

Urban 

10.6 

20.4 

23.4 

32.7 

17.7 

Persons 

Total 

All  residents 

708 

819 

391 

269 

2,187 

Rural 

228 

417 

246 

168 

1,059 

Urban 

480 

402 

145 

101 

1,128 
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the  proportion  rises  as  the  family’s  financial 
ability  falls.  Rural  residents  are  somewhat 
slower  in  starting  care  than  urban,  especially  in 
the  “marginal”  group.  One  in  90  of  the  upper 
group  had  no  prenatal  care  at  all,  one  in  16  had 
none  in  the  “welfare”  group. 

Both  residence  and  economic  status  of  the 
family  have  a striking  influence  on  the  frequency 
of  operative  intervention  (see  Chart  4).  Rural 
residents  are  less  than  two-thirds  as  liable  to  be 
operated  on  as  are  their  city  sisters.  The 
frequency  of  operation  rises  with  financial 
ability,  though  “welfare”  mothers  had  more 
operations  than  “marginal”  mothers.  A city 
woman  of  means  had  an  operation  three  and  one- 
half  times  as  frequently  as  a rural  woman  just 
off  welfare. 

Even  when  only  hospitalized  cases  are  con- 
sidered, these  differences  persist,  though  less 
strikingly.  The  four  economic  groups  received 
intervention  to  the  following  degree:  59.7  per 
cent,  52.6  per  cent,  41.6  per  cent,  and  46.8  per 
cent,  or  an  average  of  53.8  per  cent.  The  rural 
curve  is  flatter,  with  53.2  per  cent,  45.5  per  cent, 

42.0  per  cent,  and  43.2  per  cent,  or  an  average  of 

47.1  per  cent.  The  urban  figures  are  higher  and 
sharper:  62.0  per  cent,  57.3  per  cent,  41.2  per 
cent,  and  58.8  per  cent,  averaging  57.6  per  cent. 

Length  of  Gestation 

Of  the  2,870  resident  living  births,  60  occurred 
before  the  eighth  month  of  pregnancy,  62  more 
during  the  eighth,  and  3 were  described  as 
“premature”;  125  (4.0  per  cent)  came  before 
the  ninth  month  and  may  be  classified  as  pre- 
mature. Fifteen  were  reported  as  “overdue.” 
The  rest  were  born  sometime  during  the  ninth 
month.  Of  the  premature  births,  52  (41.6  per 
cent)  died.  None  survived  before  the  sixth 
month,  but  12  per  cent  of  the  17  born  in  the 
sixth  month  lived,  as  did  54  per  cent  of  the  41 
born  in  the  seventh  month  and  77  per  cent  of  the 
62  born  in  the  eighth.  Premature  infants  sur- 
vived better  than  average  in  Olean  and  poorer 
in  Salamanca. 

We  have  definite  weights  for  2,122  babies  born 
alive;  116  (5.5  per  cent)  weighed  less  than  5V2 
pounds.  Of  these,  37  (31.9  per  cent)  died.  A 
Salamanca  infant  weighing  2 pounds  14  ounces  at 


RELATION  OF  RESIDENCE  AND  ECONOMIC  STATUS  TO 
OPERATIVE  INTERVENTION  AT  DELIVERY 


ECONOMIC  status 


Chart  4. 


birth  managed  to  survive  although  10  others 
weighing  less  than  3 pounds  died. 

Rural  weights  were  slightly  higher  than  urban; 
and  36.9  per  cent  of  the  urban  and  22.8  per  cent 
of  the  rural  died. 

Postpartum  Examinations 

When  he  filled  out  the  blue  slip  the  physician 
stated  his  intention  in  98.9  per  cent  of  the  cases 
of  making  a postpartum  examination.  The 
nursing  records,  studied  for  the  following  year, 
have  some  bearing  on  this.  For  396  cases  there 
was  no  postpartum  examination  in  160.  Of  this 
number  the  reason  is  not  given  in  89  cases;  in 
10  the  doctor  said  it  was  not  necessary;  37 
mothers  refused,  while  24  returned  to  the  doctor, 
but  he  made  no  pelvic  examination.  In  249 
cases  the  patient  saw  the  physician  and  some 
examination  was  made,  but  in  only  10  instances 
was  this  stated  definitely  to  have  included  a 
pelvic  examination.  In  many  cases,  of  course, 
the  service  was  complete,  but  too  often  a gap 
existed.  Whether  the  responsibility  was  with 
the  patient  or  with  the  doctor,  the  patient  did 
not  have  the  check-up  that  we  all  believe  is 
called  for  after  maternity. 

To  what  extent  do  families  tend  to  switch 
doctors?  The  question  is  answered  in  part  by 
a study  of  birth  and  death  certificates  of  the  123 
resident  infants  who  died.  In  21  instances,  or 
17  per  cent,  a different  physician  signed  the 
death  certificate.  In  12  cases  the  baby  was  born 


TABLE  7. — Operative  Intervention  at  Delivery  as  Influenced  by  Residence  and  Economic  Status 


Good 

Fair 

Marginal 

Welfare 

Total 

Residents — total 

703 

816 

391 

273 

2,183 

Rural 

226 

413 

244 

171 

1,054 

Urban 

Percentage  of  operative  intervention 

477 

403 

147 

102 

1,129 

All  residents 

52.6 

36.2 

21.0 

27.1 

37.6 

Rural 

38.5 

26.9 

17.2 

21.6 

26.3 

Urban 

59.3 

45.7 

27.2 

36.3 

48.2 
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TABLE  8. — Interval  Between  Birth  and  Receipt  of 
Blue  Slip 


Cumulative 

Interval  Number  Percentage  Percentage 


Less  than  1 week 

930 

41.5 

1 week — less  than  1 month 

638 

28.5 

70.0 

1 month — less  than  3 months 

399 

17.8 

87.8 

3 months — less  than  6 months 

174 

7.8 

95.5 

6 months  or  more 

100 

4.5 

100.0 

Not  dated 

2 

2,243 


TABLE  9.^-Nursing  Assistance  to  Physician  at  De- 
livery 

(Resident  Births; 


Registered  nurse 

Births 

Percentage 

Hospital 

1,373 

61.9 

Health  department 

275 

12.4 

Red  Cross 

87 

3.9 

Private 

59 

2.7 

Registered  nurse  total 

1,794 

80.9 

Practical  nurse 

122 

5.5 

Lay  aid 

Relative 

179 

8.1 

Friend 

98 

4.4 

None 

24 

1.1 

Total 

2,217 

100.0 

at  home  and  was  cared  for  there  throughout. 
In  6 cases  the  baby  was  born  at  home  and  died 
in  a hospital.  Eleven  babies  were  born  in  a 
hospital,  went  home,  and  returned  as  their 
condition  grew  worse.  In  3 cases  another 
physician  was  in  charge. 

The  Questionnaire  as  a Method  of  Survey 

In  such  a survey  as  this  the  physician  is 
usually  visited  in  person  by  an  investigator,  who 
may  be  a medical  member  of  the  staff,  a nurse, 
or  a clerical  worker.  Each  plan  has  its  advocates. 
But  salaries  are  expensive.  A questionnaire 
obviously  costs  less  even  when  a fee  is  paid. 
What  are  the  relative  advantages  otherwise? 

An  investigator  might  possibly  gather  material 
on  a higher  percentage  of  births.  Our  question- 
naire, which  secured  answers  concerning  78.1 
per  cent  of  the  resident  births,  was  more  than 
normally  successful  for  a questionnaire.  This 
suggests  a cooperative  group  of  physicians.  Yet 
an  investigator  who  interviewed  95  physicians 
on  3,562  births  in  two  years  and  a half  would 
work  steadily.  We  might  expect  an  investigator 
to  have  practically  all  his  returns  complete,  but 
this  questionnaire  has  been  excellent  in  this 
respect. 

Would  he  be  more  accurate?  Accuracy  would 
seem  largely  to  depend  on  the  carefulness, 
intellectual  honesty,  and  interest  of  the  practicing 
physician  and  upon  the  interval  before  the  re- 
port is  made.  To  study  the  second  factor, 
first  note  Table  8. 


An  investigator  might  have  difficulty  in  seeing 
a large  group  of  doctors  earlier  than  three  months 
in  more  than  88  per  cent  of  the  births.  The 
personal  factors  probably  balance.  The  doctor 
might  be  interested  in  the  investigator’s  visits; 
repeated,  they  might  irritate  him. 

This  is  admittedly  a priori  reasoning.  One 
bit  of  objective  evidence  deals  with  Wassermann 
reports.  The  doctor’s  statement  that  the  re- 
sult of  the  Wassermann  was  negative  was  verified 
by  the  laboratory  reports  in  1,027  cases,  not  in 
15  others;  that  it  was  positive  in  40  cases,  not 
in  3 others.  That  was  an  agreement  of  98.3 
per  cent.  However,  in  400  other  cases  the 
Wassermann  was  reported  as  taken  but  there 
was  no  record  of  the  results. 

New  York  State  and  New  York  City  and 
Wisconsin  are  now  collecting  part  of  this  in- 
formation on  the  birth  certificate  itself. 

One  usual  accompaniment  of  such  a study  was 
lacking.  The  infant  mortality  did  not  show  any 
marked  drop,  as  so  frequently  happens.  Per- 
haps the  absence  was  due  to  the  fact  that  the 
county  has  seen  other  health  studies  and  so  was 
less  susceptible  to  one  alone.  Infant  mortality 
continues  to  show  a steady  decrease,  however, 
over  a period  of  years. 

Public  Health  Nursing 

This  study  brought  out  much  material  on 
public  health  nursing  in  maternal  and  infant 
care.  For  this  section  items  are  selected  which 
are  of  special  interest  to  us  as  physicians  or 
health  officers. 

The  modern  physician  wants  his  obstetric 
patients  in  the  hospital,  or  at  least  he  wants  to 
have  a nurse  to  help  him. 

This  county  has  a home  delivery  nursing  serv- 
ice, the  first  rural  area  in  the  United  States  to 
have  one,  we  believe.  The  public  health  nurses 
of  the  Department  of  Health  or  of  the  Bed  Cross 
assisted  in  the  delivery  of  362  (42.9  per  cent)  of 
the  844  residents  cared  for  outside  of  hospitals. 
That  is  a healthy  proportion  for  agencies  doing 
generalized  nursing.  It  is  worth  noting,  how- 
ever, that  a number  of  women  had  no  one  at  all 
to  help  the  doctor  at  delivery. 

The  modern  physician  appreciates  the  fact 
that  a public  health  nurse  can  be  of  great  aid 
in  the  education  of  the  patient.  How,  then,  did 
the  public  health  nurse  get  in  touch  with  the 
maternity  patient  who  needed  her  service? 
A series  of  1,565  cases  yielded  some  information 
from  the  Department  of  Health.  The  physician 
himself  referred  her  in  16.3  per  cent  of  the  cases. 
In  4.9  per  cent  the  nurse  learned  of  the  pregnancy 
on  a visit  for  another  purpose.  In  10.0  per  cent 
the  patient  herself  sent  for  the  nurse,  while  in 
1.5  per  cent  the  nurse  was  told  by  the  welfare 
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authorities,  and  in  4.5  per  cent  by  some  other 
agency  or  person.  In  an  additional  4.5  per  cent 
the  nurse  made  the  contact  through  some  other 
Health  Department  service.  The  largest  single 
source  of  contact  was  unfortunately  the  birth 
certificate  (58.4  per  cent).  This  permits  the 
nurse  to  be  of  partial  assistance  only,  but  the 
birth  certificate  is  used  by  many  departments 
in  just  this  way — to  bring  the  nurse  in  contact 
with  the  new  mother. 

If  the  public  health  nurse  can  be  of  service, 
how  soon  does  she  get  in  contact  with  the  people 
whom  she  can  help?  A sample  of  626  cases  shows 
that  in  6.5  per  cent  she  called  and  saw  the  ex- 
pectant mother  in  the  first  trimester,  in  27.8  per 
cent  in  the  second  trimester,  and  in  the  remain- 
ing 65.7  per  cent  in  the  third.  This  may  be 
compared  with  26  per  cent,  57  per  cent,  and  17 
per  cent  in  Pike  County,  Mississippi,4  and  with 
40.5  per  cent,  32.2  per  cent,  and  22.3  per  cent  in 
the  patients’  contacts  with  the  physician. 

However,  in  22  per  cent  of  a group  of  489 
women,  the  public  health  nurse  made  her  first 
visit  before  the  patient  had  registered  with  a 
physician.  As  a matter  of  fact,  a public  health 
nurse  called  on  13  of  the  women  who  never  saw 
a physician  before  delivery,  so  that  they  had  had 
some  preparation.  Does  it  matter  greatly  who 
sees  the  patient  first,  the  physician  or  the  nurse? 
The  nurse  will  urge  the  patient  to  see  the  doctor 
as  soon  as  possible,  and  the  wise  doctor  will  ask 
the  nurse  to  call. 

Summary 

Questionnaires  on  obstetric  care  were  filled 
out  by  cooperating  physicians  in  a high  per- 
centage of  births  in  the  county  during  this  study. 
Other  information  was  gathered  from  nursing 
practice.  Any  such  self-study  reveals  achieve- 
ments of  which  to  be  proud  and  gaps  to  endeavor 
to  fill.  By  recognizing  these  gaps  and  filling 
them,  we  make  progress.  Substantial  numbers 
still  need  more  prenatal  care,  and  earlier,  whether 
it  is  care  from  a physician  or  education  from  a 
nurse.  At  delivery,  conservatism  still  pays 
dividends. 

The  questionnaire  is  recommended  for  use  as 
one  of  the  good  methods  of  study.  It  is  better, 
however,  to  start  tabulation  while  the  study  is 
still  in  progress. 

The  results  of  this  study  will  be  made  available 
locally  for  the  use  both  of  the  Department  of 
Health  and  of  the  Medical  Society. 
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Discussion 

Dr.  Elizabeth  Parkhurst,  Albany — Dr.  O’Brien 
has  presented  a very  interesting  summary  of  some 
of  the  many  factors  in  obstetric  care.  His  data 
relating  to  prenatal  care  and  economic  status,  par- 
ticularly, should  be  useful  to  the  public  health  ad- 
ministrator. As  he  stresses  in  his  report,  the 
analysis  of  the  outcome  of  delivery  in  a study  of 
this  size  has  the  unavoidable  limitation  of  small 
numbers.  Many  of  the  apparent  conclusions  are 
of  necessity  rather  tentative  and  preclude  detailed 
analysis.  We  have,  for  instance,  the  striking  state- 
ment in  Table  4 that  the  infant  mortality  among 
nonoperative  deliveries  was  5.3  per  cent,  or  almost 
double  the  mortality  among  operative  deliveries 
(2.9  per  cent).  It  is  interesting  to  compare  these 
figures  with  the  neonatal  mortality  for  the  entire 
upstate  area,  the  corresponding  information  for  the 
mortality  among  older  infants  not  being  readily 
available.  In  the  last  six  months  of  1940  the  neo- 
natal mortality  among  nonoperative  deliveries  was 
practically  the  same  as  among  operative  deliveries: 
2.5  and  2.6  per  cent.  When,  however,  the  rates  are 
based  on  full-term  births  only,  the  nonoperative 
deliveries  show  a much  lower  mortality — 1.2  per 
cent  as  compared  with  1.8  per  cent  for  the  operative 
cases.  In  other  words,  since  the  neonatal  mortality 
among  premature  infants  is  more  than  twenty  times 
that  among  full-term  infants,  and  the  incidence  of 
prematurity,  which  is  about  4 per  cent  for  non- 
operative cases,  varies  from  less  than  2 per  cent  for 
midforceps  deliveries  to  10  per  cent  for  cesarean, 
any  inquiry  into  infant  mortality  associated  with 
method  of  delivery  must  consider  premature  and 
full-term  infants  separately. 

To  a worker  in  the  field  of  public  health,  one  of 
the  main  value  of  studies  such  as  that  made  in 
Cattaraugus  County  lies  in  the  impetus  they  have 
given  to  the  state-wide  routine  collection  of  per- 
tinent facts  regarding  complications  of  pregnancy 
and  labor.  In  the  past  this  information  has  had  to 
be  secured  locally  and  at  considerable  CQst.  When, 
however,  following  the  pioneer  efforts  of  a number 
of  county  medical  societies,  it  became  apparent 
that  doctors  would  welcome  active  participation  by 
the  State  Department  of  Health  in  a detailed  sta- 
tistical inquiry  into  the  causes  of  maternal  and  infant 
mortality,  provision  was  made  on  the  reverse  side 
of  the  birth  certificate  for  answers  to  some  of  the 
basic  questions  with  which  Dr.  O’Brien’s  report 
concerned  itself.  The  fact  that  these  optional 
questions  are  now  answered  (gratis!)  on  more  than 
90  per  cent  of  the  certificates  is  ample  evidence  of 
the  realization  on  the  part  of  the  individual  medical 
attendant  at  a birth  that  it  is  only  by  pooling  the 
observations  made  by  a large  section  of  the  profes- 
sion that  the  means  may  be  found  for  the  further 
reduction  of  the  loss  of  fife  among  mothers  and 
infants. 

Dr.  Earle  G.  Brown,  Mineola , New  York — Dr. 
O’Brien  and  the  department  which  he  so  ably  served 
are  to  be  congratulated  on  their  contribution  in  this 
study  of  the  various  factors  in  maternal  care  which 
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might  have  a bearing  on  infant  and  maternal  mor- 
tality. They  have  emphasized,  from  the  public 
health  point  of  view,  numerous  items  which  prevent 
or  contribute  to  this  mortality: 

1.  The  study  is  based  on  data  secured  from 
2,253  resident  and  643  nonresident  births,  or  81  per 
cent  of  the  3,562  births  reported  during  a period 
of  two  and  one-half  years.  Presumably,  follow-up 
was  not  made  to  secure  “blue  slips”  in  the  remaining 
number  of  births.  The  question  naturally  arises  as 
to  whether  or  not  data  on  these  births  would  have 
influenced  the  total  figures. 

2.  Routine  examinations  such  as  urinalysis, 
blood  pressure,  ajid  weighing  were  consistent.  One 
out  of  10  patients,  however,  did  not  have  a pelvic 
measurement.  Possibly  the  mortality  in  both  in- 
fants and  mothers  may  have  been  higher  than  in 
the  group  that  had  such  measurements. 

3.  In  the  case  of  the  rural  mother,  and  in  the 
absence  of  hospitalization,  more  reliance  was  placed 
in  the  public  health  nurse.  This  demonstrates  the 
need  for  an  intensification  of  additional  trained 
assistance  for  the  physician  at  the  time  of  delivery. 

4.  The  need  for  further  intensification  of  public 
health  nursing  service  is  noted  in  the  “marginal” 
and  “welfare”  cases.  Whereas,  nearly  60  per  cent 
of  the  cases  of  “good”  economic  status  received  pre- 


natal care  in  the  first  trimester,  this  percentage 
dropped  to  29.7  in  the  “marginal”  group  and  was 
only  21.2  per  cent  in  the  “welfare”  group. 

5.  Of  396  cases,  160  had  no  postpartum  exami- 
nation, but  only  37  patients  refused  such  examina- 
tion. In  249  cases  the  patient  saw  the  physician 
and  some  examination  was  made,  but  in  only  10  did 
this  include  a pelvic  examination.  The  lack  of  such 
examinations  demonstrates  the  need  for  emphasis  in 
the  educational  prenatal  and  postnatal  program  in 
order  to  set  up  an  objective  to  be  achieved  by  the 
patient  as  well  as  the  physician — with  the  public 
health  nurse  as  the  connecting  link. 

6.  The  questionnaire  provided  an  excellent 
method  of  making  this  special  study,  which  other- 
wise could  not  have  been  undertaken.  In  70  per 
cent  of  the  births  there  was  an  interval  of  only  one 
month  between  the  time  of  birth  and  the  return  of 
the  “blue  slip.”  The  questionnaire  form  may  be 
used  in  other  studies  but  only  with  the  consent  of 
the  local  medical  society. 

7.  The  results  of  the  study  will  be  available  not 
only  to  the  health  department  staff,  but  also  to  local 
physicians.  Without  doubt,  if  a similar  study 
should  be  made  in  succeeding  years,  there  would  be 
a marked  increase  in  certain  services  that  could  now 
be  considered  deficient. 


HADASSAH  SENDS  AID  TO  PALESTINE 

Notified  by  cable  from  Jerusalem  that  Palestine 
is  faced  with  a threatened  shortage  of  nurses, 
Hadassah,  the  Women’s  Zionist  Organization  of 
America,  granted  an  appropriation  of  $2,000  out 
of  its  war  emergency  fund  to  open  a new  class  in 
the  Henrietta  Szold  School  of  Nursing  in  Jerusalem, 
which  is  the  largest  nurses’  training  school  in  the 
country.  It  is  maintained  by  Hadassah  and  Junior 
Hadassah. 

The  information  that  more  nurses  are  needed  in 
Palestine  to  cope  with  wartime  conditions  and  the 
request  for  the  immediate  training  of  additional 
students  came  from  the  Hadassah  emergency  com- 
mittee in  Jerusalem.  This  will  be  the  first  time 
since  the  school  was  opened  in  1918  that  a midyear 
class  will  be  begun,  according  to  Mrs.  A.  P.  School- 
man, chairman  of  the  Palestine  Committee  of 
Hadassah,  who  said  that  trainees  will  be  selected 
from  a waiting  list  of  320  registrants. 

Pointing  out  that  the  increase  of  allied  troops, 
including  Americans,  in  Palestine,  and  the  poor 
health  of  recent  immigrants  necessitate  wider 
medical  and  health  services,  Mrs.  Schoolman  said 
the  Hadassah  Medical  Organization  is  doing  its 
utmost  to  prevent  epidemics,  and  in  spite  of  the 
scarcity  of  many  foods,  “to  maintain  a high  stand- 
ard of  health  among  the  civilian  and  military  popu- 
lation.” 

The  threatened  lack  of  nurses  in  Palestine,  Mrs. 
Schoolman  declared,  is  due  in  part  to  the  enlistment 
of  “many  hundreds”  in  the  armed  forces,  serving  in 
Egypt,  Syria,  Iraq,  and  other  Middle  East  countries. 


A recent  survey,  Mrs.  Schoolman  stated,  has 
revealed  that  more  than  1,200  nurses  are  now  on 
active  duty  in  Palestine,  and  only  19  nurses  are 
listed  as  “unemployed.”  Many  of  the  nurses  re- 
turned to  the  profession  since  the  outbreak  of  the 
war  after  taking  refresher  courses  in  the  Hadassah 
School.  Sixty-five  per  cent  of  them  are  mothers, 
and  to  make  it  possible  for  them  to  serve,  the 
Hadassah  Medical  Organization  has  established 
nurseries  for  the  care  of  their  children. 

In  addition  to  the  undergraduate  course,  the 
Henrietta  Szold  School  of  Nursing  is  giving  post- 
graduate courses  in  health  welfare,  operating  room 
technic,  midwifery,  dental  and  oral  hygiene,  hos- 
pital social  service,  preventive  medicine,  and  radium 
technic,  and  is  also  training  hundreds  of  volunteer 
nurses’  aides.  A number  of  Polish  Red  Cross 
volunteers  are  being  given  practical  training  in  the 
Jerusalem  school  and  in  the  outpatient  department 
of  the  Rothschild-Hadassah  University  Medical 
Center. 

The  sum  of  $100,000  was  cabled  to  Palestine  by 
Hadassah  from  New  York  City  in  January  to  pro- 
vide emergency  feeding  and  to  start  a long-range 
program  of  education  for  600  Polish-Jewish  refugee 
children  who,  after  three  years  of  wandering  and 
four  months  of  enforced  waiting  in  camps  outside 
of  Teheran,  Iran,  are  now  on  their  way  to  the  Holy 
Land,  where  they  will  be  permanently  settled. 
Hadassah  announced  that  the  Polish  Government- 
in-Exile  had  agreed  to  pay  part  of  the  maintenance 
costs  for  this  group,  once  they  reach  Palestine. 


THE  PRESENT  STATUS  OF  GOLD  SALT  THERAPY  IN  EUROPE  AND 
AMERICA  IN  THE  TREATMENT  OF  CHRONIC  ARTHRITIS 

R.  Garfield  Snyder,  M.D.,  and  Cornelius  Traeger,  M.D.,  New  York  City 


GOLD  therapy  has  been  used  in  France  and 
England  during  the  past  fifteen  years,  but 
until  seven  years  ago  its  use  was  practically  un- 
known in  this  country.  While  American  physi- 
cians were  aware  of  the  enthusiastic  reports 
made  by  many  European  rheumatologists  on  this 
form  of  therapy,  their  willingness  to  make  it 
available  to  their  patients  was  to  a large  extent 
chilled,  or  counteracted,  when  they  learned  of  the 
frequent  occurrence  of  toxic  reactions  which 
often  followed  the  use  of  gold  salts.  These  toxic 
reactions  vary  in  degree  of  severity,  but  a certain 
percentage  of  them  are  severe,  and  in  a small 
percentage  of  cases  they  may  even  prove  fatal. 

Gold  therapy  is  a peculiar  and  extremely  inter- 
esting type  of  treatment,  for  whenever  it  is  intro- 
duced into  a country,  it  invariably  arouses  bitter 
controversy  among  members  of  the  medical  pro- 
fession as  to  its  relative  value.  The  battle  still 
rages  with  undiminished  intensity.  In  France 
and  England  gold  therapy  is  now  apparently  ac- 
cepted by  the  majority  of  rheumatologists  as  be- 
ing the  best  form  of  treatment  available  at  the 
present  time  for  rheumatoid  arthritis.  In  this 
country  gold  therapy  has  not  gained  general  ac- 
ceptance by  the  medical  profession;  it  is  still  on 
trial.  To  date,  its  use  does  not  have  the  official 
approval  of  either  the  American  Rheumatism 
Association  or  the  American  Medical  Association. 

While  this  statement  is  true,  it  must  be  admitted 
that  during  the  past  five  or  six  years  a gradually 
but  steadily  growing  interest  in  the  scientific 
aspects  of  gold  therapy  has  been  perceptible 
among  the  various  members  of  the  American 
Rheumatism  Association.  It  is  also  significant 
that  during  the  past  three  years  the  interest  has 
been  greatest  among  the  medical  research  men  of 
the  American  Rheumatism  Association,  who  are 
pooling  their  efforts  to  determine  how  gold  acts 
and  how  to  prevent  toxic  reactions.  As  a result  of 
their  research,  some  progress  has  unquestionably 
been  made,  but  still  many  questions  concerning 
gold  therapy  remain  unanswered.  These  un- 
answered questions  constitute  a definite  challenge 
to  the  research  staffs  of  our  great  universities. 

An  attempt  will  be  made  in  this  paper  to  re- 
view the  present  knowledge  of  the  subject  both 
from  an  experimental  and  a clinical  viewpoint. 
At  the  same  time  a brief  report  will  be  given  of 
our  own  experience  with  gold  therapy  covering  a 
period  of  seven  years. 

As  early  as  1493  the  use  of  gold  in  the  treat- 
ment of  scurvy  was  described.1  Since  then  many 


references  to  the  use  of  gold  in  the  treatment  of 
tuberculosis  and  other  chronic  diseases  have  ap- 
peared in  the  literature. 

It  was  not  until  1929,  however,  that  any  report 
appeared  on  the  use  of  gold  in  the  treatment  of 
chronic  arthritis. 

During  1929,  Umber,2  of  Germany,  and  Fores- 
tier,30 of  France,  both  reported  on  the  use  of  gold 
compounds  in  rheumatoid  arthritis.  Forestier, 
in  1928,  started  using  gold  salts  and  gave  them 
to  practically  all  his  patients  who  suffered  with 
arthritis  during  the  following  five  years.  The 
credit  for  popularizing  the  administration  of  gold 
in  rheumatoid  arthritis  belongs  to  Forestier,  al- 
though others  have  perhaps  made  more  funda- 
mental and  critical  contributions  toward  a com- 
prehension of  its  value. 

His  first  large  series  of  cases  with  gold  salts  was 
published  in  1934, 3b  at  which  time  he  reported  on 
the  results  obtained  in  treating  500  arthritics. 
Owing  to  lack  of  experience  in  estimating  the 
initial  dose  and  the  maximum  single  dose,  as  well 
as  the  total  dosage  for  any  one  series,  many 
severe  toxic  reactions  were  unavoidably  en- 
countered. A mortality  rate  of  3 per  cent  oc- 
curred during  the  first  five  years  of  his  work.  Ap- 
proximately the  same  percentage  of  mortality 
was  later  reported  by  Hartfall  and  Garland.40 

The  results  of  Forestier’s  five  years’  study 
were  as  follows:  70  to  80  per  cent  good  results; 
40  per  cent  toxic  reactions.  It  is  true  that  most 
of  the  toxic  reactions  were  mild,  but  10  per  cent 
were  reported  to  be  serious,  sometimes  lasting 
several  weeks  or  even  months.  It  should  be  em- 
phasized that  in  their  early  work,  the  European 
investigators  gave,  as  an  initial  dose,  from  200 
mg.  to  500  mg.,  but  later,  because  of  the  numer- 
ous toxic  reactions  which  developed,  the  initial 
dose  was  reduced  to  50  mg.  and  finally  by  many 
workers,  including  Forestier,  even  to  10  mg. 
Forestier’s  results  were  confirmed,  in  general,  by 
many  other  European  workers,  including  such 
well-known  authorities  as  Slot,5  Buckley,6  and 
Sostberg,  Schade,  Steuber,  and  Warburg.7 

In  1937,  Hartfall,  Garland,  and  Goldie,40 
of  England,  published  what  has  since  been  re- 
garded as  a classic  and  an  authoritative  review  of 
their  results  from  900  cases  treated  over  a five- 
year  period. 

In  our  country,  Hench,8  in  the  1939  Annual 
Review  of  Rheumatism , advised,  “any  Ameri- 
can contemplating  the  use  of  gold  salts  to  make  a 
thorough  study  of  Hartfall,  Garland,  and  Goldie’s 
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report  before  instituting  treatment.”  Their  re- 
sults were  as  follows:  80  per  cent  improvement; 
46  per  cent  of  the  entire  group  had  toxic  reactions, 
40  per  cent  of  which  were  mild  and  10  per  cent 
serious,  and  1 per  cent  of  which  resulted  in  death. 

In  1938,  Hartfall,  Garland,  and  Goldie46  again 
reported  on  1,200  cases  (900  of  which  were  in- 
cluded in  their  former  report),  the  largest  series 
reported  to  date.  Their  results  were  about  the 
same  as  those  previously  reported.  However, 
the  importance  of  this  survey  was  the  fact  that  it 
included  a report  on  a new  gold  salt  called  par- 
manil.  This  gold  salt,  on  the  whole,  was  found  to 
be  almost  as  efficacious  as  myochrysine,  but,  in 
their  opinion,  less  toxic. 

In  regard  to  the  total  dose  per  series,  opinions 
range  from  1 Gm.  (Hartfall,  Garland,  and 
Goldie40),  1.3  Gm.  to  2 Gm.  (Forestier36),  to  2.5 
Gm.  (Bach9).  Rest  periods  between  series  of  in- 
jections vary  from  six  weeks  (Forestier36),  to  be- 
tween two  and  three  months  (Hartfall,  Garland, 
and  Goldie40),  to  six  months  (Baker10). 

The  general  consensus  of  European  opinion 
with  regard  to  the  value  of  gold  salt  therapy  in 
the  treatment  of  arthritis,  after  twelve  years  of 
experience,  is  demonstrated  by  the  following 
quotations:  “greatest  step  forward  in  thera- 

peutics of  arthritis”  (Douthwaite,  of  England11) ; 
“results  incomparably  better  than  any  obtained 
heretofore,  but  a dangerous  drug”  (Stone,  of 
England12) ; “our  best  and  most  effective  weapon 
against  rheumatoid  arthritis,  almost  100  per 
cent  effective  in  the  first  year,  80  per  cent  in  the 
second  year,  and  70  per  cent  in  subsequent  years” 
(Hartfall,  Garland,  and  Goldie,  of  England46); 
“a  therapeutic  measure  of  the  first  order”  (Baker, 
of  England10);  “useful  in  any  rheumatic  type  of 
arthritis,  with  proliferative  synovial  reactions 
including  gonorrheal  and  tuberculous  arthritis” 
(Bach,  of  England9) ; “gold  salt  therapy  is  quite 
the  most  potent  now  available,  but  it  is  attended 
by  not  a little  risk  and  should  only  be  undertaken 
when  the  case  is  severe  enough  to  warrant  such  a 
very  real  risk  and  this  should  be  explained  to  the 
patient  before  treatment  is  instituted”  (Crosby, 
of  England13) ; “I  do  not  like  to  use  gold  salts  be- 
cause of  the  risk  of  complications”  (Willcox,  of 
England14);  “my  results  so  far  have  been  excel- 
lent, and  the  general  condition  of  the  patients  has 
been  much  improved”  (Secher,  of  Denmark15); 
“results  surpass  those  of  any  other  therapy,  but 
extremely  dangerous”  (Van  Breemen,  of  Hol- 
land16). 

The  general  consensus  of  American  opinion  up 
to  the  time  of  Forestier’s  visit  to  the  United 
States  in  1934  was  distinctly  hostile  to  the  use  of 
gold  salts  in  the  treatment  of  arthritis.  The 
American  physicians  felt  that  the  European  au- 
thorities were  too  enthusiastic  in  their  reports  on 


the  value  of  gold  salt  therapy.  They  could  not 
understand  their  European  colleagues’  apparent 
indifference  to  and  disregard  of  the  high  incidence 
of  toxic  reactions.  It  is  interesting  to  note,  how- 
ever, the  gradual  change  in  opinion  during  the 
past  five  years.  The  first  statement  of  American 
opinion  on  the  use  of  gold  salts  was  made  by 
Cecil,17  in  1934,  who  said:  “My  experience  with 
gold  salts  in  the  treatment  of  rheumatoid  arthri- 
tis has  been  rather  limited.  Patients  whom  I 
have  treated  by  this  method  have  never  shown 
very  striking  results.  Perhaps  a larger  experi- 
ence with  gold  salt  therapy  might  change  my 
opinion.”  The  second  American  opinion  was  ex- 
pressed by  Hench  in  the  1935  Annual  Review  of 
the  American  Rheumatism  Association , in  which 
he  stated  that  the  “Americans  were  off  the  gold 
standard.”  The  following  year,  the  Reviewing 
Committee  of  the  American  Rheumatism  As- 
sociation18 made  the  statement  that  none  of  the 
editors  had  used  this  method  of  treatment,  but 
they  pointed  out  that  no  current  treatment  for 
arthritis  had  a mortality  rate  of  3 per  cent. 
Therefore,  they  stated  that  the  results  obtained 
from  this  type  of  therapy  would  have  to  be  un- 
questionably superior  to  warrant  the  risk. 

In  1937  the  author  and  his  associates  presented 
the  first  paper  on  gold  therapy  read  before  the 
American  Rheumatism  Association.  The  report 
was  based  upon  a controlled  series  of  100  cases; 
only  cases  were  selected  for  treatment  which  had 
previously  proved  refractory  to  every  other 
known  form  of  treatment.  In  this  group  48  per 
cent  of  the  cases  of  rheumatoid  arthritis  showed 
a definite  clinical  improvement.  For  this  reason 
we  considered  gold  therapy  a new  and  valuable 
treatment  if  used  by  those  thoroughly  conver- 
sant with  its  dangers.  The  discussion  of  the  paper 
following  its  presentation  was  polite  but  dis- 
tinctly skeptical. 

In  1938,  Keys  reported  on  another  carefully 
controlled  series  of  cases,  and  to  a large  extent 
corroborated  our  findings.  Following  Keys’  re- 
port, gold  has  been  tried  out  extensively  in  sev- 
eral of  the  large  university  and  research  clinics  in 
this  country  with  varying  degrees  of  success.  In 
general,  the  clinical  results  obtained  are  the  same 
as  those  reported  in  France  and  England.  To 
date  there  has  been  no  new  method  perfected  in 
this  country  that  has  proved  of  definite  value  in 
avoiding  toxicity  or  in  neutralizing  the  toxic 
symptoms  that  occasionally  follow  the  use  of 
gold  therapy  once  they  occur. 

Fifteen  years  of  experience  in  Europe  with 
various  gold  salts  has  failed  to  reveal  any  marked 
difference  in  either  the  therapeutic  or  the  toxic 
properties  of  the  various  gold  salts  in  common 
use.  It  is  difficult  to  compare  their  action  in 
view  of  the  fact  that  most  of  them  have  a differ- 
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ent  percentage  of  gold.  It  is  almost  impossible 
to  select  for  comparison  or  control  different 
series  of  arthritic  patients  identical  in  type  and  in 
degree  of  sensitivity  to  gold.  Included  in  the 
list  below  are  the  more  commonly  used  gold 
salts,  with  their  trade  and  chemical  names  as 
well  as  their  gold  content. 


Content 

Name  of  Gold 

Allochrysin — auro-thio-sulfonate  of  sodium 35% 

Crisalbine — gold  sodium  thiosulfate 37% 

Sanocrysin — double  thiosulfate  of  gold  and  sodium.  37% 
Lopion — auro-allyl-thio-urea-benzoate  of  sodium. . . 40% 

Triphal — sodium  auro-thio-benzimide-azole  car- 
boxylic acid 44% 

Solganol  B — auro-thio-glucose 50% 

Myochrysine — auro-thio-malate  of  sodium 50% 

Aurol-sulfide — AU2S2  colloidal  gold  sulfide 97% 


The  most  commonly  used  gold  salts  in  America 
are  myochrysine,  sanocrysin,  solganol  B,  and 
aurol-sulfide.  Most  observers  in  this  country 
and  abroad  feel  that  myochrysine  is  probably  the 
most  effective  gold  salt,  but  it  also  appears  to  be 
slightly  more  toxic  than  others.  The  authors 
prefer  to  use  gold  sodium  thiosulfate,  for,  while 
apparently  not  quite  so  efficacious,  it  has  proved 
to  be  less  toxic  in  our  hands.  Most  workers  re- 
port 30  per  cent  to  40  per  cent  toxic  results  with 
myochrysine,  but  we  have  only  had  17  per  cent 
toxic  reactions  with  gold  sodium  thiosulfate. 
Still  others  prefer  solganol  B,  but  as  this  is  a 
German  preparation,  it  was  not  available  in  this 
country  until  recently  because  of  the  war.* 

The  mode  of  action  of  gold  salts  is,  to  a large 
extent,  unknown.  Freyberg19  has  shown  that 
while  approximately  30  per  cent  of  the  gold  is 
excreted  by  the  kidneys  and  the  intestines,  ap- 
proximately 70  per  cent  is  stored  in  the  tissues  of 
the  body.  He  has  also  shown  that  four  times  as 
much  gold  is  excreted  in  the  urine  as  is  excreted 
in  the  feces.  Hartung20  has  demonstrated  that 
the  kidneys  excrete  six  to  seven  times  as  much 
gold  as  the  intestines.  Just  how  long  the  gold 
does  stay  in  the  body  is  uncertain,  as  it  varies 
with  different  patients.  Freyberg  and  Hartung 
have  demonstrated  that  in  some  of  these  cases 
gold  was  excreted  through  the  kidneys  as  long  as 
from  ninety  to  three  hundred  days  following  the 
last  injection.  Recently  Freyberg  and  his  asso- 
ciates have  demonstrated  that  gold  was  still 
being  excreted  in  one  of  our  cases  509  days  after 
the  last  injection.  They  also  found  gold  in  the 
skin  of  one  of  our  cases,  showing  a persistent  skin 

* Myochrysine  is  supplied  by  Merck  & Co.  in  ampules  of 
0.05  Gm.  and  0.10  Gm.  Sanocrysin  or  gold  sodium  thio- 
sulfate is  available  from  the  Abbott  Laboratories  in  ampules 
containing  10-,  25-,  50-,  75-,  100-,  250-,  and  500-mg.  crystals, 
which  must  be  dissolved  in  sterile  water  just  before  adminis- 
tration. Solganol  B is  supplied  by  Schering  in  ampules  of 
10,  25,  50,  and  100  mg.  Aurol-sulfide  is  supplied  by  Hille 
Laboratories  in  25-cc.  vials  of  l/t,  1,  and  2 per  cent  solutions 


eruption  two  and  a half  years  after  the  last  injec- 
tion. 

We  know  that  toxic  reactions  may  occur  as 
late  as  two  or  three  months,  or  even  longer,  sub- 
sequent to  the  last  dose  of  gold,  and  it  is  because 
of  the  danger  of  these  delayed  toxic  reactions 
that  the  question  of  how  long  gold  remains  in  the 
tissues  and  how  long  the  interval  between  each 
series  should  be  has  arisen.  These  questions,  ob- 
viously, cannot  be  satisfactorily  answered  at  the 
present  time. 

How  Does  Gold  Act? 

Feldt21  showed  that  when  gold  compounds  are 
combined  with  sulfur  compounds,  the  toxicity  of 
gold  is  decreased,  as  evidenced  by  the  fact  that 
when  the  gold  was  combined  with  sulfur,  he  could 
administer  relatively  larger  doses  to  animals 
without  encountering  toxic  reactions.  This  ap- 
parently was  an  important  and  practical  contri- 
bution to  our  knowledge  of  gold  therapy,  for  even 
up  to  the  present  day  every  gold  salt  used  in  the 
treatment  of  arthritis  contains  a certain  percent- 
age of  sulfur. 

From  the  findings  of  his  experimental  work  in 
combining  gold  and  sulfur,  Feldt  concluded  that 
the  beneficial  results  observed  with  the  use  of 
gold  salts  in  the  treatment  of  streptococcic  in- 
fections were  due  to  their  stimulating  effect  on 
the  reticulo-endothelial  cells.  Feldt,  Lewy,  and 
Freund22  found  that  gold  salts  have  no  effect  on 
acute  streptococcic  infections,  but,  on  the  other 
hand,  they  produced  gratifying  results  upon  the 
chronic  streptococcic  infections. 

According  to  Koppenhofer,23  colloidal  gold  is 
stored  almost  exclusively  in  the  reticulo-endothe- 
lial cells  of  the  liver,  spleen,  and  bone  marrow, 
and  the  inorganic  gold  compounds  desposit  gold 
principally  in  the  parenchymal  cells,  especially  in 
the  fiver,  spleen,  and  kidneys.  This  may  possibly 
explain  why  the  inorganic  compounds  are  most 
active  but,  unfortunately,  much  more  toxic. 

Michelazzi24  found  that  while  gold  in  small 
quantities  is  deposited  in  the  reticulo-endothelial 
cells  of  the  normal  joints,  it  is  deposited  in  much 
larger  quantities  in  the  same  cells  where  the  joints 
are  diseased.  This  is  undoubtedly  due  to  the 
hypertrophy  of  the  synovial  membrane,  which 
always  takes  place  in  rheumatoid  arthritis,  as 
there  are  many  more  endothelial  cells  found  in  a 
diseased  joint  membrane  than  are  present  in  a 
normal  joint  membrane.  These  findings  have 
recently  been  confirmed  by  Freyberg  and  his  as- 
sociates in  their  experimental  work  done  on  gold 
at  the  Raeburn  Research  Department  of  the 
University  of  Michigan.19 

Sabin25"  has  recently  demonstrated  that  he  can 
cure  94  per  cent  of  acute  arthritis  cases  produced 
by  the  pleuropneumonia-like  organisms  in  mice 
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if  the  animal  is  treated  by  myochrysine  or  gold 
sodium  thiosulfate  any  time  within  the  first  week 
after  the  first  appearance  of  arthritic  symptoms 
or  physical  signs.  He  can  also  completely  cure  a 
fairly  large  percentage  of  these  mice  if  the  animal 
is  treated  any  time  within  the  first  month  after 
the  first  appearance  of  symptoms  or  physical 
signs.  At  the  end  of  the  first  month  permanent 
damage  is  apt  to  occur  in  the  cartilage  and  other 
structures  of  the  joint.  Permanent  damage  can- 
not be  repaired,  but  subsequent  treatment  will 
often  prevent  further  extension  of  the  disease. 
If  it  were  permissible  to  assume  that  we  are  jus- 
tified in  comparing  these  animal  experiments 
with  human  arthritis,  Sabin’s  work  would  be  a 
good  argument  for  instituting  gold  therapy 
early  during  the  first  month  after  the  first  ap- 
pearance of  arthritis  in  man.  At  the  present 
time,  though,  there  is  no  evidence  indicating  that 
any  definite  relationship  exists  between  human 
arthritis  and  that  which  Sabin  has  produced  in 
mice.  Therefore,  the  results  obtained  in  the 
treatment  of  his  experimental  arthritis  in  animals 
are  not  applicable  to  therapy  in  human  arthritis. 
Many  Europeans,  however,  claim  that  gold  ther- 
apy should  always  be  used  as  early  as  possible 
and  that  results  justify  the  risks. 

Dawson26  confirmed  Feldt’s  work,  but  he  dif- 
fers from  Feldt  in  his  conclusions.  Whereas 
Feldt  thought  that  gold  acted  by  a general  stimu- 
lation of  the  reticulo-endothelial  cells,  Dawson  is 
inclined  to  believe  that  the  chief  beneficial  ef- 
fect is  due  to  a direct  bacteriostatic  effect  on  a 
chronic  streptococcic  infection.  He  points  out 
that  “while  the  streptococcus  has  never  been 
proved  to  be  the  cause  of  rheumatoid  and  infec- 
tious arthritis,  there  is,  however,  a certain 
amount  of  indirect  immunologic  evidence  suggest- 
ing that  the  streptococcus,  if  not  the  primary 
cause,  is  certainly  an  important  contributing 
cause.  It  is  not  surprising,  therefore,  that  gold 
salts  have  a beneficial  effect  in  these  two  types  of 
arthritis  because  by  their  bacteriostatic  effect  on 
the  streptococci,  they  may  materially  aid  the  pa- 
tient in  overcoming  the  disease.” 

Freyberg  has  recently  demonstrated  the  pres- 
ence of  gold  in  the  synovial  fluid  aspirated  from 
the  joints  of  patients  suffering  from  rheumatoid 
arthritis. 

Many  observers  have  questioned  the  conten- 
tion that  metallic  gold  alone  is  responsible  for 
beneficial  effects.  In  1937,  two  Japanese  workers, 
Yanagesawa  and  Kawai,27  pointed  out  that  the 
beneficial  results  observed  from  gold  salts  might 
be  due  to  the  sulfur  which  they  contained,  and 
this  contention  was  somewhat  strengthened  by 
Feldt’s  original  discovery  that  gold  worked  best 
in  the  presence  of  sulfur.  Recently,  Freyberg 
published  a report  stating  that  he  was  unable 


to  find  any  evidence  of  sulfur  deficiency  or  sulfur 
abnormality  among  his  patients  suffering  from 
arthritis.  As  a result  of  his  findings,  Freyberg 
stated  that  he  believed  there  was  neither  a meta- 
bolic nor  a biochemical  indication  for  sulfur 
therapy  in  arthritis,  and  that  for  this  reason  it 
was  reasonable  to  assume  that  no  possible  benefit 
could  be  derived  by  arthritics  from  its  use.  These 
experiments,  however,  do  not  successfully  ex- 
plain why  it  is  necessary  to  have  a combination 
of  sulfur  with  gold  in  order  to  obtain  a satisfac- 
tory, relatively  nontoxic  substance  that  can  be 
used  with  a comparative  degree  of  safety  in  the 
treatment  of  arthritis. 

Cumulative  clinical  experience  would  seem  to 
indicate  that  the  percentage  of  gold  in  any  gold 
salt  is  a very  important  factor  in  producing  clinical 
results.  Apparently,  the  higher  the  percentage 
of  gold,  the  better  the  clinical  findings.  Accord- 
ing to  Parr  and  Shipton,  of  Australia,28  the  only 
active  gold  salts  are  those  which  contain  a high 
proportion  of  gold,  40  to  60  per  cent  combined 
with  a sulfur  radical. 

Lawrence  and  Ellman29  treated  40  cases  of 
arthritis,  20  with  small  doses  of  gold  (100  mg.) 
and  20  with  large  doses  of  gold  (200  mg.).  They 
obtained  50  per  cent  improvement  in  the  cases  on 
large  doses  of  gold,  but  only  30  per  cent  improve- 
ment in  cases  on  the  small  doses.  This  experi- 
ment apparently  demonstrated  the  necessity  of 
giving  large  doses  of  gold  in  order  to  obtain  the 
best  therapeutic  effect.  Lawrence  and  Ellman 
also  demonstrated  an  important  point — namely, 
that  a large  part  of  the  improvement  was  not  due 
to  the  psychic  effect.  They  carried  out  a control 
series,  giving  oil  in  20  cases,  and  obtained  only  5 
per  cent  improvement. 

Toxic  Reactions 

Upon  a thorough  review  of  the  literature,  it 
must  be  admitted  that  gold  salts  are  of  definite 
therapeutic  value,  especially  in  the  treatment  of 
rheumatoid  or  infectious  arthritis.  Unfor- 
tunately, this  form  of  therapy  has  a very  serious 
drawback  because  its  use  is  often  accompanied 
by,  or  later  followed  by,  undesirable  toxic  reac- 
tions. While  the  majority  of  these  reactions  are 
transient,  some  are  serious,  and  a very  small 
proportion  are  even  fatal. 

The  degree  of  toxic  reactions  to  gold  salts  is  ap- 
parently an  individual  matter.  While  it  is 
broadly  true  that  large  doses  given  at  the  begin- 
ning of  treatment  have  produced  serious  toxic 
reactions,  it  is  also  our  experience  that  even  mini- 
mal doses  of  gold  at  the  beginning  of  treatment 
have  produced  severe  toxic  reactions  in  sensitive 
patients. 

Toxic  reactions  have  occurred  from  as  little  as 
15  mg.  of  gold  and  they  have  also  occurred  sev- 
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eral  months  after  the  cessation  of  the  second 
course.  At  the  present  writing,  it  is  permissible 
to  state  that  there  is  no  period  during  the  entire 
administration  of  gold  treatment  in  which  one 
can  feel  sure  that  the  patient  has  escaped  the 
danger  of  toxic  manifestations. 

In  our  previous  communication30  we  published 
the  dosage  scheme  for  the  intravenous  use  of  gold 
sodium  thiosulfate  in  rheumatoid  arthritis  which 
over  a period  of  five  years  has  been  found  to  be 
most  efficacious  in  our  hands.  We  repeat  the 
series  schedule  here: 


1. 

5 mg. 

6. 

75  mg. 

11. 

100  mg. 

2. 

10  mg. 

7. 

100  mg. 

12. 

100  mg. 

3. 

15  mg. 

8. 

100  mg. 

13. 

100  mg. 

4. 

35  mg. 

9. 

100  mg. 

14. 

100  mg. 

5. 

50  mg. 

10. 

100  mg. 

990  mg. 

The  consensus  of  the  great  majority  of  rheu- 
matologists is  that  an  interval  of  at  least  two 
months  should  be  allowed  between  the  first  and 
second  courses.  It  is  generally  agreed  that  pa- 
tients should  always  have  at  least  two  courses  of 
treatment,  whether  or  not  the  results  following 
the  first  series  have  been  considered  satisfactory. 
If  steady  improvement  is  obtained,  it  might  be 
wise  to  go  on  with  further  treatment.  If  no  im- 
provement is  shown  at  the  end  of  three  courses, 
the  treatment  should  be  discontinued. 

During  the  past  two  years  a new  gold  salt  has 
appeared  oh  the  market  in  England.  It  is  called 
parmanil  and  was  first  used  by  Hartfall,  Garland, 
and  Goldie.46  In  a series  of  50  cases,  they  re- 
ported 26  per  cent  toxic  reactions  and  almost  as 
good  clinical  results  as  with  myochrysine.  Al- 
though this  represents  a drop  of  almost  15  per 
cent  in  the  percentage  of  their  toxic  reactions, 
unfortunately  they  still  obtained  almost  the  same 
percentage  of  serious  toxic  reactions  (6  per  cent) 
as  they  did  with  the  more  active  gold  salt.  How- 
ever, they  did  not  report  any  deaths  in  this  par- 
ticular series,  whereas  they  reported  1 per  cent  in 
their  previous  series  in  which  myochrysine  was 
used  in  most  of  the  cases  treated. 

In  our  first  series  of  100  cases  of  chronic  ar- 
thritis treated  by  the  intravenous  use  of  gold 
sodium  thiosulfate,  we  reported  only  17  per  cent 
toxic  reactions,  or  approximately  one  half  the 
percentage  of  toxic  reactions  one  would  expect  to 
see  following  the  use  of  myochrysine.  During  the 
past  three  years,  in  spite  of  exercising  all  the  pre- 
cautions previously  referred  to  in  this  article, 
we  have  not  succeeded  in  further  reducing  this 
percentage.  Our  percentage  of  definite  clinical 
improvement  continued  to  be  approximately  the 
same  as  that  of  our  first  series,  which  was  48  per 
cent.  This  percentage  of  improvement  is  not  so 
high  as  that  reported  by  most  other  authorities, 


but  it  should  be  remembered  that  our  report  was 
based  on  cases  studied  over  a two-year  period — 
cases  which  had  previously  proved  refractory  to 
most  of  the  commonly  accepted  forms  of  treat- 
ment. It  is  true  that  we  have  succeeded  in  low- 
ering the  percentage  of  our  serious  toxic  reactions 
to  3 per  cent.  But  while  this  is  gratifying,  since 
most  writers  both  here  and  abroad  state  that  they 
see  approximately  6 per  cent  serious  toxic  re- 
actions, even  3 per  cent  serious  toxic  reactions  is 
still  too  high  a figure.  In  1 per  cent  of  the  cases 
reported  in  the  literature,  a fatality  has  occurred, 
and  probably  all  fatalities  are  not  reported. 

As  yet,  there  is  no  known  method  of  avoiding 
toxic  reactions.  By  starting  with  small  doses  and 
keeping  the  first  few  doses  at  the  same  level,  the 
percentage  of  toxic  reactions  seems  to  be  de- 
creased. It  has  been  claimed  recently  by  Secher, 
however,  that  in  a series  of  150  cases  of  arthritis 
treated  by  him,  all  toxic  reactions  were  eliminated 
by  the  administration  of  four  times  the  normal 
requirements  of  vitamins  Bi,  B2,  C,  and  D.  The 
accuracy  of  these  findings  should  be  checked  in 
the  large  arthritic  clinics  in  this  country. 

Parr  and  Shipton28  report  that  women  are  eight 
times  more  susceptible  to  toxic  reactions  from 
gold  salts  than  are  men.  This  emphasizes  the 
extreme  importance  of  being  particularly  careful 
in  administering  gold  salts  to  women. 

In  our  clinic  at  the  Hospital  for  Special  Sur- 
gery we  have  never  used  gold  salts  in  early  cases 
of  arthritis.  It  seems  justifiable,  however,  in 
spite  of  the  danger  of  toxic  reactions,  to  try  the 
gold  salts  injections  in  those  cases  in  which  all 
other  previous  therapy  has  failed.  Even  in  such 
cases,  the  danger  of  the  treatment  should  be 
thoroughly  explained  to  the  patient.  It  should  be 
emphasized  at  the  same  time  that  failure  to  check 
the  disease  may  result  in  a “wheel  chair”  exist- 
ence, and  that  consequently  a certain  amount  of 
risk  is  justified.  The  doctor  should  have  the  pa- 
tient sign  a release  from  any  legal  responsibility 
in  regard  to  any  toxic  reactions  that  might  occur. 

Colloidal  Gold 

As  to  the  relative  therapeutic  efficacy  of  col- 
loidal versus  crystalloid  metals,  much  still  re- 
mains to  be  learned.  Owing  to  the  claim  that 
they  are  nontoxic,  we  felt  that  it  might  be  wise  to 
test,  in  cooperation  with  several  other  clinics,  the 
relative  efficiency  as  well  as  the  degree  of  toxicity 
of  the  safer  colloidal  salts,  particularly  in  cases 
that  had  previously  proved  to  be  sensitive  to  the 
inorganic  gold  salts. 

In  so  far  as  our  own  experience  with  aurol- 
sulfide  is  concerned,  we  obtained,  out  of  28  cases 
treated  in  the  clinic,  one  apparent  cure  and  10 
cases  of  partial  improvement.  However,  we 
found  that,  although  it  was  less  toxic,  it  was  not 
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effective  enough  in  our  opinion  to  warrant  its  use 
in  refractory  cases  of  arthritis.  In  these  difficult 
cases,  if  gold  is  used  as  a final  resort,  it  is  justi- 
fiable to  use  the  gold  compounds  that  are  known 
to  be  most  effective  even  if  they  are  slightly  more 
toxic. 

In  regard  to  the  degree  of  toxicity,  aurol-sul- 
fide  is  definitely  less  toxic  than  myochrysine  and 
gold  sodium  thiosulfate,  but,  in  fairness  to  these 
older  products,  it  should  be  pointed  out  that 
aurol-sulfide  is  also  apparently  much  less  effec- 
tive. In  our  series  of  28  cases  we  had  only  three 
minor  toxic  reactions  with  one  skin  eruption 
which  lasted  two  months,  and  we  had  no  serious 
reaction.  In  our  first  experiment  with  aurol- 
sulfide  we  used  from  1 to  5 cc.  of  a 1 per  cent 
solution  only  and  gave  this  intravenously.  In 
these  doses  we  had  no  toxic  reactions,  but  we  ob- 
served no  clinical  improvement.  We  finally  ob- 
tained a 2 per  cent  solution  and  gave  this  in  doses 
of  from  5 to  10  cc.  intravenously  and  then, 
as  the  dosage  increased,  we  began  to  ob- 
serve a corresponding  degree  of  improvement  in 
the  clinical  results  observed.  In  contrast  to  our 
clinical  findings,  Sabin’s  report  is  that  he  ob- 
served no  clinical  improvement  in  his  mice  suf- 
fering from  experimentally  produced  arthritis 
following  the  intravenous  use  of  aurol-sulfide. 
Freyberg19  has  recently  reported  that  he  could 
find  no  trace  of  aurol-sulfide  in  the  blood  stream 
of  his  patients  a few  seconds  after  a single  dose  of 
as  much  as  6 cc.  of  a 2 per  cent  solution  had  been 
injected  intravenously.  It  is  true  that  Freyberg 
did  not  test  the  blood  for  gold  after  10  cc.  of 
aurol-sulfide  had  been  given  at  one  dose;  neither 
did  he  test  it  after  the  dose  had  been  repeated 
several  times.  We  do  know  that  aurol-sulfide  is 
rapidly  removed  from  the  blood  stream  and  de- 
posited in  the  retie ulo-endothelial  cells.  Whether 
this  produces  a beneficial  or  a harmful  effect  has 
not  yet  been  determined. 

During  the  panel  discussion  on  arthritis  at  the 
1941  meeting  of  The  American  College  of  Phy- 
sicians and  Surgeons  in  Boston,  Dr.  Walter 
Bauer,  of  the  Massachusetts  General  Hospital, 
insisted  that  the  case  for  gold  salt  therapy  in 
arthritis  was  not  yet  proved.  He  pointed  out 
that  in  a survey  of  1,800  cases  reported  in  the 
literature  as  having  been  treated  by  gold  salts, 
toxic  complications  occurred  once  in  every  30 
cases  and  a mortality  once  in  every  200  cases. 
He  also  pointed  out  that,  except  for  two  series,* 
in  this  country  there  has  been  no  well-controlled 
study  of  results  of  gold  therapy  in  arthritis.  He 
emphasized,  too,  that,  in  all  but  a very  few  series, 
the  percentage  of  improvement  presented  in  the 

* These  two  series  included  53  cases  by  Dr.  Keys  of  St. 
Louis  and  our  own  cases.  In  both  these  series,  cases  were 
used  in  which  all  previous  attempt  at  treatment  had  failed. 


literature  in  support  of  gold  therapy  did  not  dif- 
fer materially  from  those  obtained  at  the  Mas- 
sachusetts General  Hospital  with  rheumatoid 
arthritics  who  received  six  to  eight  months  of 
good  general  hospital  care  and  the  ordinarily  ac- 
cepted safer  methods  of  treatment. 

Dr.  Sabin  25&  has  recently  been  treating  his 
mice  suffering  from  arthritis  produced  by  the 
pleuropneumonia-like  organism  with  a new  in- 
soluble organic  compound  called  “calcium  auro- 
thioglycolate”  and  has  found  that  while  it  ap- 
parently is  nontoxic  when  given  in  the  maximum 
doses  that  can  be  administered  to  a mouse, 
it  nevertheless  exercised  a striking  curative  ef- 
fect on  this  type  of  acute  arthritis  in  mice.  Up 
to  the  present  time  nothing  has  appeared  in  the 
literature  by  Sabin  or  other  workers  to  report 
whether  or  not  this  salt  is  nontoxic  to  the  human 
being  who  suffers  from  arthritis.  Neither  have 
we  any  reports  concerning  its  curative  effects  on 
acute  rheumatoid  arthritis  in  man. 

The  authors,  therefore,  feel  that  aurol-sulfide 
and  other  colloidal  gold  salts,  as  well  as  calcium 
aurothioglycolate,  will  have  to  be  tested  much 
more  extensively  in  this  country  before  we  can 
get  any  true  appreciation  of  their  therapeutic 
value  in  comparison  with  that  of  the  other  or- 
ganic and  inorganic  gold  salts  that  have  been 
found,  to  date,  to  be  efficacious,  but  sometimes 
toxic,  in  the  treatment  of  arthritis. 

Conclusions 

1.  Gold  salt  therapy  has  been  found  to  be 
effective  in  cases  of  rheumatoid,  infectious  and 
mixed  forms  of  arthritis  which  have  failed  to  re- 
spond to  other  types  of  treatment.  In  our  ex- 
perience during  the  past  five  years,  we  found  that 
gold  salts  were  helpful  in  48  per  cent  of  our  rheu- 
matoid cases. 

2.  A survey  of  the  literature  on  gold  salts  re- 
veals that  experienced  rheumatologists  have 
found  gold  salts  to  be  an  effective  weapon  in 
handling  rheumatoid  arthritis. 

3.  Gold  salt  therapy  is  dangerous  because  of 
its  toxic  reactions.  The  percentage  of  toxicity 
ranges  from  16  per  cent  to  40  per  cent.  These 
toxic  reactions  seem  to  depend  in  part  upon  the 
type  of  gold  salt  used,  as  well  as  upon  the  patient’s 
susceptibility. 

4.  In  the  use  of  gold  salts,  every  effort  should 
be  made  to  minimize  the  possibility  of  toxic  re- 
actions. It  is  urged  that  the  patient  be  watched 
carefully  for  early  signs  of  reactions  and  that 
caution  be  exercised  in  determining  the  amount 
of  the  dosage. 

5.  Although  some  authors  advise  that  gold 
should  be  used  early  in  the  treatment  of  arthritis, 
we  believe  that  other  less  dangerous  forms  of 
therapy  should  be  utilized  first. 
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NURSING  SCHOOLS  SEEK  1.000  STUDENTS  FOR  FEBRUARY  CLASSES 


An  intensive  campaign  to  persuade  college  girls 
to  undertake  nursing  as  a career  will  be  carried  on 
during  the  next  few  weeks  by  the  New  York  City 
Nursing  Council  for  War  Service,  654  Madison 
Avenue,  among  college  and  university  students,  it 
has  been  announced  by  Miss  Mary  Burr,  executive 
secretary  of  the  Council. 

“The  need  for  greatly  increasing  the  number  of 
student  nurses  has  never  been  so  urgent  as  it  is 
right  now,”  Miss  Burr  emphasized,  in  making  public 
an  appeal  to  college  girls  and  high-school  seniors  to 
give  serious  consideration  to  nursing  as  a field  of 
“war  work  with  a peacetime  future.” 

An  effort  is  being  made  to  recruit  1,000  students 
for  the  new  classes  beginning  in  February  in  thirty- 
two  schools  of  nursing  in  New  York  City,  West- 
chester County,  and  Long  Island;  the  quota  for 
nursing  schools  throughout  the  United  States  is 
19,000. 

As  part  of  the  recruiting  drive,  groups  of  college 
girls  are  being  taken  on  tours  of  local  hospital 
schools  of  nursing  and  to  view  an  exhibit  on  display 


at  headquarters  of  the  Henry  Street  Visiting  Nurse 
Service,  262  Madison  Avenue. 

Although  particular  emphasis  is  being  placed  on 
the  recruiting  of  college  girls,  Miss  Burr  said,  an 
academic  high-school  diploma  is  sufficient  for  ad- 
mission to  the  February  classes  of  the  schools  of 
nursing  in  New  York  City;  a year  or  more  of 
college,  however,  is  considered  valuable  additional 
training.  An  increasing  number  of  executive, 
teaching,  and  research  opportunities  will  be  avail- 
able in  the  postwar  reconstruction  period  for  women 
who  combine  college  and  nursing  education,  Miss 
Burr  predicted. 

Girls  entering  schools  of  nursing  must  be  between 
the  ages  of  18  and  35.  Although  the  basic  course 
takes  three  years  to  complete,  extra  credit  resulting 
in  shorter  courses  is  now  being  given  to  students 
entering  with  college  degrees. 

Mrs.  Langdon  P.  Marvin  is  president  of  the  New 
York  City  Nursing  Council  for  War  Service,  and 
Miss  Eleanor  Lee  is  chairman  of  the  recruiting 
committee. 


FOOD  CHARTS 

A twenty-page  pamphlet  entitled  “Food  Charts — 
Foods  as  Sources  of  the  Dietary  Essentials”  has  just 
been  prepared  by  a joint  committee  of  the  Council 
on  Foods  and  Nutrition  of  the  American  Medical 
Association  and  of  the  Food  and  Nutrition  Board  of 
the  National  Research  Council.  The  charts  are 
interesting  and  useful  in  that  they  show  at  a glance 
the  proportion  of  the  daily  allowance  provided  by  a 
selected  serving  of  food.  They  should  be  valuable 
to  those  interested  in  teaching  and  in  the  applica- 
tion of  practical  nutrition.  Included  are  the  tables 


of  “Recommended  Dietary  Allowances”  and  of 
“Minimum  Dietary  Requirements.”  Written  ma- 
terial accompanies  each  chart  concerning  the  vita- 
min A,  thiamine,  riboflavin,  niacin,  ascorbic  acid, 
protein,  calcium,  and  iron  contents  of  the  common 
foods. 

It  is  planned  to  print  a large  number  of  these 
pamphlets,  and  the  cost  will  be  covered  by  a small 
charge.  Address:  Council  on  Foods  and  Nutrition, 
American  Medical  Association,  535  North  Dearborn 
Street,  Chicago,  Illinois. — Health  News 


Therapeutics 


CONFERENCES  ON  THERAPY 


'THESE  are  stenographic  reports,  slightly  edited,  of  conferences  by  the  members  of 
-L  the  Departments  of  Pharmacology  and  of  Medicine  of  Cornell  University  Medical 
College  and  the  New  York  Hospital,  with  collaboration  of  other  departments  and  insti- 
tutions. The  questions  and  discussions  involve  participation  by  members  of  the  staff 
of  the  college  and  hospital,  students,  and  visitors.  The  next  report  will  appear  in  the 
March  1 issue  and  will  concern  “Recent  Advances  in  Sulfonamide  Therapy.” 


The  Management  of  Peptic  Ulcer:  II.  Surgical  Aspects 


Dr.  William  DeW.  Andrus:  Having  con- 
sidered the  medical  aspects  of  peptic  ulcer  at  the 
last  conference,  we  are  to  take  up  today  some  of 
the  surgical  aspects  of  treatment. 

The  surgical  treatment  of  peptic  ulcer  is  essen- 
tially the  treatment  of  its  complications.  On 
that  point  I think  everyone  is  fairly  well  agreed. 
Differences  of  opinion  arise,  however,  as  to  the 
application  of  surgery  to  particular  complica- 
tions, both  as  to  the  time  when  it  should  be  ap- 
plied and  as  to  the  method  which  should  be  used. 

Dr.  Cooper  will  consider  certain  of  the  compli- 
cations of  ulcer. 

Dr.  William  A.  Cooper:  The  treatment  of 

the  complications  of  peptic  ulcer  comprises  a 
large  subject. 

By  far  the  most  common  complication  of  peptic 
ulcer  is  penetration,  which  is  to  be  distinguished 
from  free  perforation.  It  is  characterized  by 
marked  and  protracted  ulcer  pain,  which  fails  to 
respond  to  the  usual  dietary  measures,  and,  in- 
deed, may  not  respond  to  any  form  of  conserva- 
tive treatment.  Such  an  ulcer  requires  surgery 
when  medical  treatment  has  failed. 

There  are  three  operations  which  are  commonly 
used — namely,  gastro-enterostomy,  gastro-en- 
terostomy  with  excision  of  the  ulcer,  and  gastric 
resection.  There  is  some  controversy  as  to  which 
of  these  is  preferable,  but  in  recent  years  there 
has  been  a trend  toward  doing  more  gastric 
resections  on  such  cases. 

If  a penetrating  ulcer  progresses,  it  may  lead 
to  the  second  complication — namely,  a free  per- 
foration, particularly  if  the  ulcer  is  on  the  an- 
terior portion  of  the  duodenum  or  in  the  stom- 
ach. The  clinical  picture  is  characterized  by  sud- 
den onset  of  severe  upper  abdominal  pain  rapidly 
progressing  to  involve  the  entire  abdomen,  cir- 
culatory shock,  and  the  classical  boardlike  rigid- 
ity of  the  abdomen.  Such  an  occurrence,  of 
course,  leads  to  the  development  of  peritonitis, 
and  requires  immediate  operation.  It  should  be 
emphasized  that  the  mortality  of  the  perforated 
ulcer  is  directly  proportional  to  the  time  interval 


between  the  perforation  and  operation.  In  the 
operative  treatment  there  is  again  a choice  of 
procedures — simple  plication  of  the  ulcer,  plica- 
tion and  gastro-enterostomy  or  gastric  resection. 
Since  the  majority  of  these  patients  are  seriously 
ill,  the  lesser  procedure  is  usually  the  one  of 
choice — namely,  simple  plication  of  the  ulcer. 

The  third  complication  is  hemorrhage,  which 
Dr.  Holman  will  discuss. 

The  fourth  complication  is  obstruction.  Ob- 
struction most  commonly  occurs  in  duodenal  ul- 
cers but  may  also  occur  in  a gastric  ulcer  which  is 
obstructing  the  pylorus,  or  in  an  ulcer  anywhere 
along  the  lesser  curvature  associated  with  reflex 
spasm  of  the  pylorus.  Obstruction  is  character- 
ized by  vomiting  quantities  of  food  eaten  many 
hours  previously.  Obstruction  due  to  reflex 
spasm  of  the  pylorus  associated  with  an  ulcer  on 
the  lesser  curvature  usually  responds  to  dietary 
measures  and  does  not  require  surgery  for  the  ob- 
struction per  se.  Obstruction  at  the  distal  end 
of  the  pylorus  due  to  a lesion  at  that  site  is  usually 
due  to  cancer  and  not  ulcer,  so  the  operative  treat- 
ment is  gastric  resection  in  one  or  two  stages,  de- 
pending upon  the  condition  of  the  patient.  Duo- 
denal ulcer  is  the  most  common  obstructing  ulcer 
and  requires  operation.  Again  there  is  a choice  of 
gastro-enterostomy  or  gastric  resection,  but  this 
type  is  most  likely  to  do  well  with  the  simpler 
procedure,  gastro-enterostomy. 

The  fifth  and  last  complication  of  ulcer  is 
malignant  degeneration.  Strangely,  in  spite  of 
the  frequency  of  duodenal  ulcer,  malignant  de- 
generation at  this  site  is  so  rare  that  it  need  not 
be  considered  clinically.  Since  duodenal  ulcer 
and  gastric  cancer  are  so  infrequently  observed 
together — only  once  in  the  experience  of  the  New 
York  Hospital — it  is  possible  that  the  presence  of 
a duodenal  ulcer  may  protect  the  patient  against 
the  development  of  gastric  cancer.  In  gastric 
ulcer  the  possibility  of  malignant  degeneration 
must  be  considered.  Just  how  frequently  gastric 
ulcer  becomes  gastric  cancer  will  probably  never 
be  known  definitely.  It  is  likely  that  this  is  not 
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very  common,  and  the  figure  is  less  than  5 per 
cent.  Yet  in  every  gastric  lesion  which  looks  like 
an  ulcer  on  x-ray,  cancer  must  be  considered,  and 
the  number  that  are  cancer  is  well  over  5 per  cent. 
For  this  reason  the  gastric  ulcer  presents  a very 
different  problem  from  the  duodenal  ulcer.  Gas- 
tric lesions  away  from  the  lesser  curvature  are 
almost  always  cancer.  Those  near  the  pylorus  are 
about  90  per  cent  cancer,  and  as  one  proceeds 
above  the  pylorus  the  incidence  of  cancer  de- 
creases. 

Clinical  examination  fails  to  distinguish  gastric 
ulcer  from  gastric  cancer  that  looks  like  ulcer. 
The  x-ray  examination  is  only  about  75  per  cent 
accurate  in  differentiating  one  from  the  other. 
The  gastric  analysis  has  its  exceptions.  The 
naked  eye  is  fallible,  and  the  gastroscope  is  like- 
wise fallible.  In  fact,  the  only  reliable  differen- 
tiator is  the  microscopic  section. 

For  practical  purposes,  then,  we  must  have  a 
set  of  rules  to  guide  us  in  the  treatment  of  gastric 
ulcer.  Probably  the  safest  rule  is  to  do  a gastric 
resection  on  any  gastric  ulcer  which  fails  to  heal 
and  remain  healed  after,  at  most,  five  or  six 
weeks  of  medical  treatment.  This  does  not  mean 
that  the  recurrent  lesion  should  be  given  another 
five  or  six  weeks,  for  the  recurrence  may  very 
rapidly  grow  into  inoperable  cancer. 

Now  I will  give  you  a few  figures  on  the  inci- 
dence of  these  various  complications  in  the  New 
York  Hospital  series.  These  figures  comprise  a 
summary  of  the  entire  experience  of  the  cases  ad- 
mitted to  the  hospital,  on  both  the  medical  and 
surgical  services,  from  1932  through  1939- 
Total  cases,  885;  duodenal  ulcer,  718;  gastric 
ulcer,  172;  now  dead,  103;  cases  operated  upon, 
386;  operative  deaths,  26  (7%). 

As  you  see,  the  total  number  of  cases  is  885,  so 
ulcer  is  a pretty  common  disease.  They  are 
divided  into  718  duodenal  ulcers  and  172  gastric 
ulcers,  a ratio  of  about  5 to  1.  You  will  obtain 
some  concept  of  how  serious  the  complications  of 
ulcer  are,  for  about  103,  or  about  12  per  cent,  of 
the  885  patients  are  now  known  to  be  dead. 

As  to  the  distribution  of  the  various  complica- 
tions, penetrating  ulcers,  of  course,  comprised  a 
large  percentage  of  the  ulcers  that  were  admitted 
to  the  hospital.  It  must  be  remembered  that 
there  were  many  times  885  cases  seen  in  the  out- 
patient department,  and  only  those  that  did 
poorly  in  the  outpatient  department  were  admit- 
ted to  the  hospital.  It  is  likely  that  well  over  half 
of  this  number,  therefore,  had  some  element  of 
penetration  or  marked  activity  of  the  ulcer.  There 
were  85  cases  (9.6  per  cent)  of  perforated  ulcer, 
that  is  free  perforation  into  the  peritoneal  cavity. 
There  were  170  cases  (19  per  cent)  in  which  bleed- 
ing was  a marked  symptom,  and  there  were  80 
cases  (9  per  cent)  in  which  obstruction  was  a prom- 


inent feature  of  the  lesion.  There  were  many  more 
cases  in  which  the  obstruction  was  not  marked. 
The  number  which  had  carcinoma-degeneration 
I am  unable  to  give  you  because  that  is  a contro- 
versial question  which  is  difficult  to  decide  in  each 
individual  case.  However,  in  a few  cases  it  seems 
certain  that  there  was  carcinomatous  degenera- 
tion in  a gastric  ulcer  of  long  standing. 

The  distribution  of  operative  procedures  was  as 
follows:  Posterior  gastro-enterostomy  was  done 
in  172  of  the  885  cases;  the  operative  mortality 
was  4,6  per  cent.  Gastric  resection  was  done  on 
but  62  cases  and  most  of  those,  I might  add,  were 
done  in  the  last  four  years;  the  operative  mor- 
tality of  resection  was  8 per  cent,  almost  twice 
that  of  gastro-enterostomy.  Most  of  the  85  per- 
forated ulcers  had  a simple  plication;  the  mor- 
tality was  7 per  cent.  Excision  and  posterior 
gastro-enterostomy  was  done  on  relatively  few 
(13  cases),  with  no  operative  mortality.  Of  the 
secondary  gastric  operations  there  were  32  cases, 
with  a mortality  of  12.5  per  cent. 

The  results  of  these  operations  are  of  particular 
interest,  for  it  is  through  observation  of  cases  for 
a long  period  after  operation  that  we  have  learned 
so  much  about  peptic  ulcers.  These  observations 
have  emphasized  the  constitutional  factors  in 
peptic  ulcers,  for  new  ulcers  have  formed  in  pa- 
tients in  whom  the  old  ulcer  was  removed.  They 
have  also  taught  surgeons  to  resort  to  operative 
treatment  with  some  caution,  for  secondary 
operations  on  the  stomach  are  not  as  simple  as 
the  primary  procedures. 

Let  us  first  consider  the  results  of  gastro- 
enterostomy, which  was  done  on  about  20  per 
cent  of  all  the  cases  admitted  to  the  hospital.  Of 
those  having  gastro-enterostomy,  12  per  cent  are 
now  known  to  be  dead.  About  half  of  the  deaths 
were  due  to  causes  other  than  ulcer.  About  70 
per  cent  have  had  a good  result,  with  no  serious 
recurrence  of  ulcer  symptoms.  Another  8 per 
cent  have  been  greatly  improved  but  have  had 
one  or  more  recurrent  attacks  which  prevent 
their  being  classified  as  a good  result.  Another  8 
per  cent  have  had  recurrent  ulcers  of  a serious 
nature,  most  of  them  marginal  ulcers.  About  3 
per  cent  have  required  further  operative  treat- 
ment. Two  per  cent  have  been  lost.  The  best 
results  of  gastro-enterostomy  were  in  the  older 
patients  having  obstruction. 

The  results  of  gastric  resection  are  a little  bet- 
ter, but  it  is  to  be  noted  that  the  improved  re- 
sults are  largely  due  to  the  absence  of  poor  re- 
sults from  marginal  ulcer.  Good  results  have 
been  noted  in  72  per  cent  of  the  cases,  while  14 
per  cent  are  greatly  improved.  Two  per  cent 
have  a poor  result  but  are  living,  and  2 per  cent 
areTost.  Ten  per  cent  are  now  dead — 2 per  cent 
owing  to  causes  other  than  ulcer.  Comparison 
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of  the  results  of  the  two  operations  in  this  manner 
is  not  entirely  fair  to  either  operative  procedure, 
for  there  is  careful  selection  of  cases  that  unques- 
tionably affects  the  end  results  of  both  gastro- 
enterostomy and  gastric  resection. 

Excision  of  the  ulcer  and  gastro-enterostomy 
is  not  widely  used  in  this  hospital.  The  procedure 
is  applicable  only  in  a selected  group  of  cases,  and 
indeed,  has  been  done  but  13  times.  The  results 
are  good  in  11  of  the  13  cases,  but  the  other  2 have 
developed  new  ulcers. 

In  treating  perforated  ulcers  by  simple  plica- 
tion, one  can  keep  the  mortality  below  10  per 
cent,  but  about  half  of  these  people  will  have  re- 
current ulcer  symptoms,  and  some  will  require 
further  surgery. 

This  constitutes  a superficial  review  of  our  ex- 
perience in  the  treatment  of  the  complications  of 
peptic  ulcer.  Suffice  it  to  say  that  more  detailed 
analyses  are  available.  From  these  we  have 
learned  that  surgery  is  to  be  resorted  to  with 
caution,  but  not  with  stubbornness,  and  that  the 
choice  of  procedure  in  each  individual  case  is 
most  important. 

Dr.  Andrus:  Dr.  Holman  will  speak  about 
hemorrhage  as  a complication  of  ulcer,  and  I 
hope  will  introduce  some  of  his  studies  on  the  ef- 
fects of  operation  on  certain  aspects  of  the  physi- 
ology of  the  stomach. 

Dr.  Cranston  Holman:  Opinion  as  to  the 
best  treatment  of  massive  hemorrhage  in  peptic 
ulcer  varies  so  greatly  that  a discussion  of  the 
subject  seldom  fails  to  end  in  controversy.  The 
decision  as  to  what  type  of  therapy  is  indicated 
should  take  into  consideration  several  factors: 
It  is  well  established  that  most  patients  with 
bleeding  ulcer  recover  under  any  form  of  conserva- 
tive therapy  and  the  best  recorded  results  are 
those  of  Meulengracht  and  Hurst,  who  report  a 
mortality  of  1 per  cent  and  5 per  cent,  respec- 
tively. Unfortunately,  other  clinics  have  not  had 
so  favorable  an  experience,  and  at  the  New  York 
Hospital  where  until  recently  all  patients  admit- 
ted because  of  massive  hemorrhage  were  treated 
conservatively,  two  or  three  patients  died  each 
year  as  a result  of  the  bleeding.  In  many  of 
these  cases  a large  eroded  artery  at  the  base  of 
the  ulcer  was  found,  usually  the  pancreatico- 
duodenal artery,  and  it  is  unlikely  that  anything 
but  a direct  attack  upon  this  bleeding  point  could 
have  saved  the  patient.  The  mortality  in  bleed- 
ing ulcer  is  also  influenced  by  age  and  sex.  In 
our  group  it  was  7 per  cent  for  patients  under  40, 
in  contrast  to  17  per  cent  for  those  over  40.  Gen- 
erally speaking,  bleeding  ulcer  is  more  hazardous 
in  men  than  in  women. 

In  considering  operative  therapy  it  should  be 
remembered  that  the  operative  mortality  is 
relatively  high  in  patients  who  are  bleeding  rap- 


idly from  an  ulcer.  Finsterer  has  shown  that  one 
way  to  reduce  the  high  operative  mortality  is  to 
operate  early  in  the  course  of  the  hemorrhage, 
and  he  reports  a mortality  of  only  5 per  cent 
when  immediate  operation  is  the  rule.  That 
figure  is  undoubtedly  too  low  or  too  optimistic 
for  all  of  us  to  accept  as  to  what  might  be  ex- 
pected from  the  general  surgeon  operating  on  a 
large  group  of  patients.  However,  we  may  as- 
sume that  possibly  the  mortality  may  be  kept 
down  to  between  10  or  15  per  cent  with  operation. 

In  summary,  then,  we  recommend  that  con- 
servative therapy  be  used  routinely  for  patients 
with  bleeding  ulcer.  There  is,  however,  a group 
of  patients  who  fail  to  respond  to  this  therapy 
and  will  die  if  it  is  continued. 

In  selecting  those  patients  with  bleeding  ulcer 
for  operation,  there  are  several  guides  which  may 
be  followed  with  advantage : Operate  on  the  pa- 
tient who  starts  bleeding  during  the  course  of 
conservative  therapy  in  the  hospital.  We  had  6 
patients  who  started  to  bleed  under  these  condi- 
tions. Five  of  them  died  when  the  conservative 
therapy  was  continued.  The  sixth  patient  was 
operated  on  and  made  a satisfactory  recovery. 
Also,  operate  on  the  patient  who  has  continuous 
or  repeated  bleeding  during  the  first  48  to  72 
hours  after  hospitalization,  since  in  patients  with 
prolonged  bleeding  the  mortality  approximates 
50  per  cent  in  contrast  to  5 per  cent  for  those  who 
respond  immediately  and  satisfactorily  to  con- 
servative therapy. 

When  a patient  is  operated  on,  a direct  attack 
upon  the  bleeding  point  should  be  made,  and  the 
easiest  way  to  do  this  is  to  perform  a small  or 
moderate  sized  resection.  Neilson  has  shown  the 
inadequacy  of  lesser  procedures,  such  as  gastros- 
tomy, gastro-enterostomy,  and  plastic  procedures 
on  the  duodenum. 

In  accounting  for  the  good  and  bad  results  in 
operations  for  peptic  ulcer,  the  matter  of  gastric 
acidity  has  received  a great  deal  of  attention. 
Gastro-enterostomy  was  first  introduced  for  the 
treatment  of  obstruction  but  was  later  used  in  an 
endeavor  to  reduce  gastric  acidity  in  ulcer  pa- 
tients. It  usually  fails  to  do  this.  In  approxi- 
mately 90  per  cent  of  our  group  of  patients  the 
gastric  acidity  was  not  affected.  Statements  re- 
garding gastric  acidity  need  to  be  taken  with 
some  reservation,  in  view  of  the  difficulties  of 
doing  satisfactory  gastric  analyses  on  patients 
with  operative  procedures.  Frequently  4 or  5 
gastric  analyses  on  the  same  subject  are  neces- 
sary before  a true  reading  is  obtained. 

Because  of  the  failure  of  gastro-enterostomy  to 
effect  a diminution  in  gastric  acidity,  and  because 
of  the  large  number  of  marginal  ulcers  which 
have  been  reported  following  this  operation,  gas- 
tric resection  was  introduced.  During  the  past 
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fifteen  years  it  has  become  more  and  more  popu- 
lar. Polya  reported  that  about  260  types  of  gas- 
tric resection  have  been  employed  so  far.  This 
probably  means  that  none  of  them  is  uniformly 
effective  in  reducing  acidity,  and  that  has  also 
been  our  experience  to  a limited  extent. 

We  have  found  that  the  postoperative  acidity 
varies  with  the  type  and  the  degree  of  resection. 
We  find  that  in  approximately  90  per  cent  of  the 
group  of  patients  in  whom  merely  the  antrum  is 
removed,  there  is  still  considerable  acid  after  the 
operation.  If  the  resection  is  extended  up  be- 
yond the  re-entrant  angle  on  the  lesser  curvatuie, 
the  acidity  of  the  stomach  is  greatly  diminished 
in  about  85  per  cent  of  the  cases.  Not  all  these 
patients  are  anacid,  but  the  acidity  is  so  low  that 
it  is  difficult  to  measure.  Recently,  some  sur- 
geons have  been  advocating  larger  and  larger  re- 
sections, but  it  would  seem  impracticable  for  the 
general  surgeon  to  extend  the  resection  extremely 
high  and  still  keep  the  mortality  low  enough  for 
this  operation  to  be  used  safely  in  the  treatment 
of  ulcer. 

In  the  postoperative  physiology  of  the  stom- 
ach, acidity  is  only  one  factor.  The  reason  this 
has  always  enjoyed  the  most  attention  is  that 
it  is  the  easiest  one  to  examine  and  study.  It  is 
very  difficult  to  study  the  postoperative  motility 
of  the  stomach,  which  is  probably  as  important  a 
factor  in  causing  symptoms  as  is  the  acidity,  if 
not  the  most  important  factor  in  causing  ulcer 
symptoms. 

Dr.  Andrus:  There  are  a few  comments  I 
should  like  to  make  at  this  point.  One  is  that  the 
total  number  of  386  operations  in  the  885  ulcer 
cases  summarized  by  Dr.  Cooper  is  not  excessive. 
It  indicates  a reasonably  conservative  attitude  on 
the  part  of  the  surgeons. 

Dr.  Cooper  neglected  to  mention  specifically 
one  group  of  cases  of  perforation  which  we  or- 
dinarily refer  to  as  subacute  as  distinguished  from 
penetration  and  free  perforation.  In  that  group 
we  include  the  cases  in  which  perforation  occurs 
so  slowly  that  it  is  walled  off  or  those  in  which, 
because  of  the  location  of  the  ulcer,  there  is  per- 
foration in  the  lesser  sac  or  in  the  region  of  the 
omentum  rather  than  free  into  the  general  peri- 
toneal cavity  from  the  small  space  on  the  an- 
terior surface  of  the  duodenum  and  pyloric  end  of 
the  stomach.  In  this  situation  the  liver  moves  up 
and  down  with  respiration  and  so  tends  to  di- 
minish the  likelihood  of  walling  off  of  a perforation. 

Dr.  Holman,  in  speaking  of  the  regimen  for 
bleeding,  did  not  specifically  detail  what  the  con- 
servative treatment  is,  and  I believe  that  it  dif- 
fers considerably  on  the  medical  and  surgical 
services.  In  general  our  tendency  on  the  surgical 
service  is  not  to  feed  these  patients,  certainly  not 
to  feed  them  early  in  their  course  in  the  hospital, 


whereas  I think  the  medical  service  is  coming 
more  and  more  to  adopt  a policy  of  feeding.  Per- 
haps someone  from  the  medical  service  would 
like  to  discuss  the  treatment  of  bleeding  ulcers 
from  this  angle. 

Dr.  C.  H.  Wheeler:  The  routine  which  we 
have  employed  on  the  medical  service  for  the  last 
two  or  possibly  three  years  is  to  feed  all  cases  of 
bleeding  ulcer  from  the  very  beginning.  The  feed- 
ings consist  of  the  routine  Sippy  regimen  with  the 
addition  of  various  types  of  soft  food  including 
milk-toast,  custard,  junket,  smooth  cooked  ce- 
reals, and  pureed  vegetables.  A good  many  of  us 
who  were  in  the  hospital  in  the  days  when  we 
used  to  starve  the  patients  and  treat  them  with 
parenteral  fluid  for  a period  of  time,  as  is  done 
now  in  the  surgery  pavilion,  feel  that  since  we 
have  been  feeding  them,  the  results  are  better  than 
when  nothing  was  given  by  mouth.  The  patients 
seem  to  get  more  prompt  relief  of  pain,  the  bleed- 
ing seems  to  stop  just  as  quickly,  and  finally — and 
this  is  certainly  important — their  stay  in  the  hos- 
pital and  the  time  required  to  bring  their  blood 
counts  back  within  normal  limits  appear  to  be 
greatly  shortened. 

One  important  point  which  should  be  em- 
phasized in  this  connection  is  that  an  appreciable 
percentage  of  patients  with  bleeding  ulcer  are 
perforating  or  have  perforated  when  they  come 
into  the  hospital.  Before  starting  to  feed  a pa- 
tient with  a bleeding  ulcer,  one  should  feel  sure 
that  it  has  not  perforated,  or  is  not  about  to  per- 
forate, because  if  such  is  the  case,  naturally  one 
would  not  think  of  giving  food. 

There  seems  to  be  evidence  accumulating  in 
the  literature  from  both  medical  and  surgical 
sources  that  the  method  of  feeding  is  as  good,  if 
not  better,  than  the  starvation  regimen.  That 
was  first  pointed  out  by  Meulengracht  in  Sweden, 
whose  figures  Dr.  Holman  quoted  as  the  best 
which  have  been  published. 

Student:  I would  like  to  ask  Dr.  Wheeler 

how  he  determines  which  cases  are  about  to  per- 
forate or  penetrate? 

Dr.  Wheeler:  Such  a case  might  be  one  with 
a history  of  unusually  severe  and  persistent  pain, 
particularly  marked  tenderness  on  abdominal 
palpation,  undue  fever  or  leukocytosis,  or  the 
finding  of  penetration  in  recent  roentgenologic 
studies  of  the  gastrointestinal  tract.  In  addition, 
of  course,  there  are  the  patients  who  present  the 
findings  of  frank  perforation,  such  as  boardlike 
rigidity  of  the  abdomen. 

Dr.  Andrus:  I know  of  no  field  in  which 
there  is  legitimate  ground  for  such  radical  differ- 
ences of  opinion  as  in  the  management  of  the 
bleeding  ulcer,  and  I must  confess  to  changing 
my  own  opinion  from  time  to  time,  as  I think  we 
are  all  apt  to  do,  on  the  basis  of  spectacular  cases. 
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I personally  feel  we  probably  should  feed  our 
bleeding  ulcer  cases  more  than  we  do.  On  the 
other  hand,  there  are  reasons  for  concluding  that, 
in  some  cases  at  least,  feeding  may  not  only  make 
the  patient  worse,  but  may  also  tend  to  hide  some 
complication. 

I believe  also  that  more  patients  with  excessive 
bleeding  are  admitted  to  the  surgical  service  than 
are  admitted  on  medicine.  It  is  a terrifying  pic- 
ture. In  an  overwhelming  proportion  of  those 
cases  which  bleed  excessively,  the  ulcer  is  on  the 
posterior  surface  of  the  duodenum  and  has  eroded 
into  a main  branch  of  the  pancreatico-duodenal 
artery  or  into  the  artery  itself.  At  postmortem 
we  see  a vessel  with  an  opening  which  may  be  2 
or  3 millimeters  across  and  which  was  plugged 
temporarily  by  a clot.  I cannot  see  how  any- 
thing short  of  mechanical  ligation  of  that  vessel, 
either  with  or  without  resection,  can  be  sure  of 
stopping  the  hemorrhage.  Of  course  many  of 
these  patients  come  in  nearly  exsanguinated  and 
are  very  poor  operative  risks. 

There  are  many  aspects  of  the  surgical  treat- 
ment of  this  condition  which  we  could  consider, 
but  this  question  of  the  handling  of  bleeding  ul- 
cers is  so  important  that  perhaps  we  may  confine 
our  discussion  for  the  time  being  to  that. 

Will  anyone  else  comment  further  on  this 
point? 

Dr.  Reid  R.  Heffner:  Last  spring  at  one  of 
the  gastro-enterological  meetings,  several  papers 
were  read  on  the  subject  of  feeding  the  bleeding 
ulcer  patient.  The  consensus  of  opinion  was  that 
it  makes  no  difference  whether  the  patient  is  fed 
or  not  while  bleeding,  in  so  far  as  mortality  is  con- 
cerned, but  the  authors  were  unanimous  in  the 
opinion  that  the  patients  who  were  fed  during 
the  course  of  their  hemorrhage  felt  better  and  ap- 
parently recovered  more  quickly. 

On  the  other  hand,  Dr.  T.  Grier  Miller,  of 
Philadelphia,  recently  gave  some  interesting  sta- 
tistics relative  to  bleeding  ulcer.  He  collected 
from  the  literature  5,843  cases  treated  according 
to  the  starvation  regimen  and  morphine,  the  mor- 
tality from  which  was  8.7  per  cent,  and  in  some 
series  it  was  as  high  as  25  per  cent.  In  the  Scan- 
dinavian countries  the  mortality  on  the  starva- 
tion regimen  varies  from  7 to  10  per  cent,  and 
even  the  most  minor  hemorrhage  as  a rule  is  hos- 
pitalized. Now,  when  Miller  examined  1,400  re- 
ported cases  which  were  fed  during  the  course  of 
their  bleeding  the  mortality  was  only  3 per  cent. 
Meulengracht  lists  his  mortality  at  approximately 
2 per  cent.  Miller  cites  31  cases  of  his  own,  which 
were  fed,  with  only  one  death;  at  autopsy  per- 
foration in  addition  to  hemorrhage  was  found. 
He  concludes  that  the  mortality  is  only  about  3 
per  cent  when  the  patient  is  fed,  and,  further, 
raises  the  question  whether  it  is  ever  wise  to  oper- 


ate during  the  course  of  hemorrhage  when  the 
mortality  with  feeding  is  so  low. 

Dr.  Kirby  A.  Martin:  There  are  few  clinical 
matters  with  which  we  are  confronted  that  pre- 
sent as  many  variables  as  the  subject  under  dis- 
cussion. The  questions  of  when  and  what  to  feed 
a patient  who  is  bleeding  from  a peptic  ulcer  have 
always  been  considered  of  the  utmost  importance. 

On  this  subject  two  schools  of  thought  have 
arisen.  The  older  one  advises  complete  fasting, 
and  the  more  recent  one  advises  small,  frequent 
feedings  of  a bland  diet.  Personally,  I feel  that 
neither  is  of  prime  importance  or  has  much  to 
do  with  the  eventual  outcome  of  the  patient  with 
a bleeding  ulcer. 

When  we  are  faced  with  this  problem  in  the 
gastrointestinal  clinic,  we  try  to  determine  the 
relative  value  of  the  patient’s  feeding  habits.  If 
these  are  suboptimal,  as  is  frequently  the  case, 
we  feel  it  advisable  to  give  food  supplemented  with 
vitamins.  Each  case  must  be  judged  on  its  own 
merits. 

With  regard  to  statistical  data,  the  figures  for 
mortality  of  bleeding  ulcer  vary  in  different  clin- 
ics from  3 per  cent  to  30  per  cent.  Let  me  point 
out  what  I believe  to  be  the  chief  discrepancy  in 
these  data.  There  is  nothing  to  convince  one  that 
a bleeding  ulcer  in  Denmark  is  different  from  one 
in  South  America  or  the  United  States,  but 
where  these  data  are  gathered,  in  relation  to  a com- 
munity, is  the  principal  difference.  First,  let 
us  take  for  example  the  outpatient  department  of 
the  New  York  Hospital.  There  we  see  a large 
number  of  ulcer  patients  who  bleed,  and  it  will  be 
found  that  the  percentage  of  active  ulcers  that 
bleed  is  very  high  indeed,  provided  one  takes  the 
trouble  to  do  frequent  stool  examinations  for  oc- 
cult blood.  From  this  department  we  send  only 
an  occasional  patient  into  the  hospital.  During 
the  past  five  years,  so  far  as  I know,  our  mortality 
rate  for  the  ambulatory  patients  who  bleed  has 
been  zero. 

Second,  on  the  medical  service  we  find  patients 
who  are  bleeding,  and  the  clinician  feels  a little 
safer  by  having  sent  them  into  the  hospital.  These 
patients  usually  do  very  well.  Third,  on  the  sur- 
gical service  we  find  patients  who  have  been 
transferred  from  medicine  and  who  have  bled 
severely  or  long,  together  with  patients  who  have 
been  admitted  from  the  accident  ward  where  the 
bleeding  is  usually  dramatic,  either  as  to  the 
speed  or  the  total  amount.  It  is  easy  to  see  that 
the  data  may  vary  depending  on  the  entrance  to 
this  hospital  at  which  the  facts  are  gathered. 

The  best  arguments,  to  my  knowledge,  that 
have  been  waged  against  the  Meulengracht 
figures  derive  from  following  this  same  line  of 
thought.  The  hospital  where  Meulengracht 
worked  was  State  subsidized,  making  it  possible 


February  1,  1943] 


THERAPEUTICS 


257 


to  hospitalize  any  patient  regardless  of  the  de- 
gree of  bleeding. 

Treatment  lies  in  three  directions:  preven- 
tive, of  which  we  know  little;  medical,  that  is, 
rest,  with  or  without  food;  and  surgical,  or  liga- 
tion of  the  vessel.  The  last  two  are  far  from 
ideal.  The  crux  of  the  problem  lies  in  the  size  and 
elasticity  of  the  vessel  eroded,  and  unfortunately 
the  diagnostic  means  available  at  present  give  us 
little  information  on  this  point. 

Dr.  Gold:  Are  there  no  remarks  about  drugs 
to  control  bleeding? 

Dr.  Andrus:  That  is  an  interesting  point. 

Will  anyone  comment  on  that? 

Dr.  Heffner:  Various  styptics  by  mouth 

have  been  tried  in  bleeding  ulcer  and  discarded. 
Rarely  when  the  treatment  of  gastric  hemorrhage 
arises  the  use  of  drugs  to  control  bleeding  is  con- 
sidered. However,  I believe  we  should  mention 
oxalic  acid,  since  a few  reports  have  occurred  re- 
cently on  its  use  in  cases  of  this  type.  In  1939, 
Steinberg  and  Brown  found  that  prepared  ex- 
tracts from  certain  plants  accelerated  markedly 
and  rapidly  the  rate  of  coagulation  of  the  blood; 
the  active  substance  was  identified  as  oxalic  acid. 
Schuman  used  a preparation  called  Koagamin, 
the  oxalic  acid  content  of  which  is  1 mg.  per  cc., 
parenterally  in  various  types  of  bleeding,  includ- 
ing hemorrhage  from  peptic  ulcer,  and  he  re- 
ports gratifying  results.  Jackson,  of  Madison, 
Wisconsin,  also  reported  on  its  use  with  apparent 
success  in  a number  of  bleeding  ulcers.  My  own 
experience  with  Koagamin  is  limited  to  one  case 
and,  for  this  reason,  I am  unable  to  draw  any  con- 
clusions regarding  the  merits  of  the  drug.  From 
reports,  it  is  apparently  nontoxic  and  does 
shorten  the  coagulation  time  of  the  blood,  even  in 
hemophiliacs. 

Dr.  Sydney  Weintraub  : When  a patient  has 
recovered  from  a severe  hemorrhage,  and  then 
after  remaining  symptom-free  for  several  years 
has  a recurrence  of  the  hemorrhage,  should  he  be 
treated  medically  or  should  surgical  treatment  be 
instituted?  Should  he  be  treated  differently  in 
the  second  than  in  the  first  episode  of  bleeding? 

Dr.  Andrus:  I think  Dr.  Holman  has  some 
figures  which  bear  on  that  point. 

Dr.  Holman  : We  found  that  if  a patient  has 
bled  once,  he  is  more  apt  to  bleed  a second  time 
than  a patient  who  has  never  bled.  We  also 
found  that  patients  who  have  bled  on  two  occa- 
sions are  apt  to  bleed  a third  time.  Keefer  and 
Jordan  report  that  70  per  cent  of  their  patients 
had  a third  hemorrhage.  Our  percentage  is 
about  45  per  cent. 

Strangely  enough,  the  mortality  of  these  pa- 
tients does  not  vary  directly  with  the  number  of 
times  they  bleed,  that  is,  if  one  considers  each 
single  bleeding  individually.  Of  course,  the  more 


times  a patient  bleeds,  the  more  opportunity  he 
has  to  die,  but  for  any  single  episode  of  bleeding, 
the  person  who  is  bleeding  for  the  fourth  time  is 
no  more  apt  to  die  than  the  person  bleeding  for 
the  first  time.  As  a matter  of  fact,  in  our  series 
the  mortality  was  a little  higher  in  the  patients 
who  bleed  for  the  first  time. 

Dr.  Wheeler:  What  is  the  difference  in  mor- 
tality in  surgical  intervention  when  a patient 
with  bleeding  ulcer  is  admitted  with  a hemoglobin 
of  70  per  cent  and  when  he  comes  in  with  a hemo- 
globin of  30  per  cent?  When  the  medical  man 
calls  the  surgeon  to  see  the  patient  with  serious 
bleeding  from  ulcer,  the  surgeon  may  say  that 
this  patient  has  bled  so  much  that  he  is  no  longer 
a risk  suitable  for  operation. 

Dr.  Andrus:  There  is  a great  difference  in 
operating  on  a patient  with  a hemoglobin  of  70 
per  cent  and  in  operating  on  one  with  a hemoglo- 
bin of  30  per  cent.  I should  say  the  mortality — 
and  this  is  a guess — will  be  at  least  five  or  six 
times  as  high  when  the  hemoglobin  is  30  per  cent 
as  when  it  is  70  per  cent.  Even  when  by  continu- 
ous transfusion  it  may  be  possible  at  least  tem- 
porarily to  boost  the  hemoglobin,  this  will  still  be 
true. 

Dr.  Wheeler:  Does  it  not  automatically  fol- 
low that  a certain  percentage  of  these  patients 
with  serious  hemorrhage  are  excluded  from  the 
probable  benefits  of  surgery  due  to  the  fact  that 
they  are  seen  at  a time  when  operation  is  no 
longer  feasible  because  the  hemoglobin  has  fallen 
to  20  or  30  per  cent? 

Dr.  Andrus:  Let  us  not  say  excluded,  but  the 
risk  is  terribly  high. 

Dr.  John  Deitrick:  It  seems  to  me  that  it  is 
not  the  hemoglobin  level  which  is  important,  but 
the  speed  at  which  the  patient  bleeds.  A patient 
whose  hemoglobin  level  is  low  but  who  is  bleeding 
very  slowly  is  much  better  off  than  one  who  has  a 
high  hemoglobin  level  but  who  is  bleeding  very 
rapidly. 

Dr.  Andrus:  That  is  of  course  true.  I was 
referring  to  the  patient  who  had  been  under 
treatment  for  a while  and  during  that  treatment 
began  to  bleed.  I did  not  mean  the  sudden  acute 
hemorrhage. 

Dr.  Deitrick:  It  has  been  said  that  if  a pa- 
tient is  allowed  to  bleed  for  72  hours  his  chances 
of  recovery  are  poor.  I believe  that  during  this 
period  he  could  be  maintained  in  fairly  good  con- 
dition if  we  followed  the  patient  closely  and  main- 
tained an  adequate  hemoglobin  level  and  ade- 
quate circulation.  In  this  way,  if  after  two  or 
three  days  the  patient  continued  to  have  bloody 
stools,  and  operation  were  ultimately  indicated, 
we  could  probably  reduce  the  surgical  mortality. 
The  clinician  cannot  wait  until  so  much  blood 
has  been  lost  that  severe  anoxemia  of  the  tissues 
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is  present.  At  that  point  transfusion  will  not 
bring  about  recovery  of  the  circulation,  and  the 
patient  is  a bad  operative  risk.  If  he  is  main- 
tained in  good  condition  by  being  watched  every 
hour,  not  once  a day,  the  operative  mortality 
could  probably  be  lowered. 

Dr.  Andrus:  I am  sure  that  our  surgeons  are 
willing  to  operate  on  most  of  the  patients  you  are 
able  to  keep  in  shape,  but  it  is  not  just  a question 
of  keeping  them  in  shape,  and  it  is  not  just  a mat- 
ter of  anoxemia.  It  is  a matter  of  this  hole  in  the 
artery.  Time  after  time  we  see  patients  trans- 
fused either  repeatedly  with  small  amounts  of 
blood  or  slowly  with  large  amounts,  in  whom  you 
might  just  as  well  have  poured  the  blood  down  the 
sink  so  far  as  raising  the  hemoglobin  is  concerned. 
The  opening  in  the  artery  is  so  big  that  it  must  be 
closed,  and  in  the  meantime  any  kind  of  intra- 
venous therapy  simply  promotes  further  bleeding. 

Dr.  Deitrick:  That  is  true.  I recall  a young 
man  in  whom,  in  spite  of  intravenous  fluids 
and  transfusions,  the  condition  became  so  bad 
that  we  could  not  operate,  and  at  autopsy  he  had 
a huge,  indurated  ulcer  which  had  eroded  into  a 
large  artery. 

Dr.  McKeen  Cattell:  In  relation  to  these 
statistics,  I am  not  clear  as  to  whether  the  mor- 
tality from  surgical  operation  was  influenced  by 
the  fact  that  it  was  preceded  by  unsuccessful  con- 
servative treatment,  and  therefore  represents  a 
selection  of  the  more  severe  cases. 

Dr.  Andrus:  I think  we  have  not  gathered  a 
sufficiently  large  group  of  cases  to  be  able  to  an- 
swer that  question. 

Dr.  Cattell:  Are  they  at  a disadvantage 

though  for  having  had  a period  of  conservative 
treatment? 

Dr.  Andrus:  I do  not  think  we  know. 

Dr.  Holman:  There  are  some  figures  which 
show  quite  conclusively  that  the  longer  one 
waits  and  the  longer  the  patient  bleeds,  the  higher 
the  operative  mortality  will  be. 

Finsterer,  for  instance,  divided  his  patients  into 
two  groups:  those  operated  on  within  forty- 

eight  hours  after  the  onset  of  bleeding,  and  those 
allowed  to  bleed  over  a period  of  days.  The  mor- 
tality for  the  immediate  operation  was  5 per  cent 
in  comparison  with  35  per  cent  in  the  group  of 
patients  who  had  bled  for  some  time.  Christian- 
son, who  collected  a large  series  of  cases,  also 
found  that  the  mortality  increased  as  the  duration 
of  bleeding  increased . That  applied  to  both  medi- 
cally and  surgically  treated  patients.  Thus 
there  is  considerable  evidence  to  show  that  con- 
tinued bleeding  bears  a direct  relation  to  mor- 
tality. 

Dr.  Cattell  : It  would  appear  that  the  worst 
cases  are  automatically  selected  for  surgical 
treatment. 


Dr.  Holman:  Yes,  that  is  usually  the  case. 

Dr.  Cattell:  In  that  case  we  do  not  have  a 
valid  basis  for  evaluating  the  relative  effective- 
ness of  conservative  and  surgical  treatment. 

Dr.  Andrus:  It  is  obvious  from  this  discus- 
sion and  from  any  discussion  one  may  read  in  the 
literature  with  regard  to  bleeding  peptic  ulcer, 
that  standardization  of  criteria  is  essential  if 
statistics  are  to  mean  anything.  We  might  well 
strive  in  this  hospital  to  establish  some  criteria 
by  which  we  can  classify  the  cases  on  the  basis  of 
hemoglobin  level,  duration  of  bleeding,  previous 
hemorrhage,  age,  etc.,  so  that  the  results  ob- 
tained by  various  methods  of  treatment  can  be 
compared.  Otherwise,  despite  the  large  number 
of  cases  collected,  no  definite  conclusions  can  be 
drawn. 

There  are  a number  of  other  aspects  of  the 
management  of  the  bleeding  ulcer.  One  I should 
like  to  mention  is  the  question  of  x-ray  examina- 
tion in  patients  who  have  a fairly  brisk  hemor- 
rhage. 

If  surgery  is  elected  in  a bleeding  case,  unless 
the  patient  is  in  extremely  poor  condition,  he 
should  be  fluoroscoped  before  operation  in  order 
to  locate  the  ulcer.  In  this  way  a mistake  in 
diagnosis  could  occasionally  be  avoided,  for  in- 
stance, in  the  patient  who  has  esophageal  varices 
instead  of  ulcer.  I,  myself,  have  had  the  em- 
barrassing experience  of  operating  on  a patient 
thought  to  have  an  ulcer  which  had  eroded  into 
the  pancreatico-duodenal  artery,  and  then  of 
having  the  patient  die  48  hours  later  from  hemor- 
rhage from  an  ulcer  high  up  on  the  lesser  curva- 
ture which  I did  not  see. 

Would  you  care  to  comment,  Dr.  Weintraub? 

Dr.  Weintraub:  In  the  past  we  were  very 
conservative  in  the  handling  of  bleeding  patients 
and  would  not  submit  them  to  a radiographic 
examination  until  about  two  weeks  after  the  hem- 
orrhage had  stopped.  Now  that  we  are  feeding 
these  patients,  there  is  no  objection  to  the  giving 
of  barium  which  is  really  soothing  to  the  ulcer. 
The  fluoroscopic  examination  can  be  done  in  the 
prone  and  supine  positions  without  manipulation 
of  the  abdomen.  Such  a procedure  will  not  jeop- 
ardize the  patient. 

Dr.  Heffner:  On  x-ray  examination  are  you 
not  more  liable  to  miss  the  ulcer  when  it  is  bleed- 
ing than  when  it  is  not  bleeding?  Is  that  not  your 
experience? 

Dr.  Weintraub  : In  about  50  per  cent  of  the 
ulcer  cases  with  hemorrhage,  we  cannot  find  any 
definite  x-ray  evidence  of  the  cause  of  bleeding. 
Of  course  in  the  case  of  bleeding  from  an  acute 
ulcer  in  which  there  is  only  superficial  erosion,  the 
ulcer  cannot  be  demonstrated  by  x-ray. 

Dr.  Andrus:  Another  aspect  is  the  impor- 

tance of  environmental  factors  in  these  patients. 
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I am  sure  that  the  surgeons,  thinking  of  their 
postoperative  results,  appreciate  this  quite  as 
much  as  do  the  internists  in  the  medical  treatment 
of  the  cases.  We  know,  for  example,  that  in  cer- 
tain types  of  patients  a gastro-enterostomy, 
which  does  not  lower  the  acidity  as  much  as  do 
some  other  types  of  operation,  is  much  more  apt 
to  be  followed  by  marginal  ulcer  or  jejunal  ulcer 
than  in  other  types  of  patients.  Those  factors 
have  to  be  taken  into  consideration  even  in  de- 
ciding upon  the  type  of  operation  to  be  performed 
in  a given  case. 

Dr.  Harry  Gold:  Have  you  an  idea  as  to 
what  proportion  of  the  patients  with  bleeding  ul- 
cer leave  the  hospital  without  having  had  a trans- 
fusion? 

Dr.  Andrus:  I know  of  no  statistics  on  that 
point. 

Dr.  Gold  : Do  you  think  it  is  high? 

Dr.  Andrus:  It  is  extremely  low.  This  is 

based  partly  on  the  fact  brought  out  by  Dr. 
Martin  that  only  the  relatively  severe  cases  of 
bleeding  are  hospitalized  here. 

Summary 

Dr.  Janet  Travell:  The  surgical  manage- 
ment of  peptic  ulcer  comprises  essentially  the 
treatment  of  its  complications:  hemorrhage, 

penetration,  free  and  subacute  perforation,  ob- 
struction, and  malignant  degeneration. 

Malignant  degeneration  of  ulcer  is  probably 
not  common.  In  making  a differential  diagnosis 
between  ulcer  and  cancer  it  is  helpful  to  remem- 
ber that  a lesion  involving  the  duodenum  is  al- 
most never  malignant,  whereas  gastric  lesions 
away  from  the  lesser  curvature  are  almost  al- 
ways cancer,  especially  when  located  near  the  py- 
lorus. 


The  trend  in  choice  of  operative  procedures  at 
the  present  time  is  toward  gastric  resection.  Af- 
ter perforation,  however,  the  simplest  procedure, 
that  is,  plication  of  the  ulcer,  is  usually  preferable. 
It  has  been  demonstrated  that  gastric  acidity  is 
not  materially  influenced  by  gastric  resection  pro- 
viding that  only  the  antrum  is  removed,  whereas, 
if  the  resection  is  extended  upward  beyond  the 
re-entrant  angle  on  the  lesser  curvature,  postopera- 
tive gastric  acidity  is  greatly  reduced  in  the  vast 
majority  of  cases. 

The  most  controversial  aspect  of  this  subject 
deals  with  the  management  of  the  bleeding  ulcer, 
in  particular,  as  to  when  surgery  is  indicated, 
what  the  specific  indications  for  surgical  inter- 
ference are,  whether  a regimen  of  feeding  or  star- 
vation should  be  instituted,  and  how  to  interpret 
the  mortality  statistics  for  the  results  of  medical 
as  compared  with  surgical  treatment  of  this  com- 
plication. The  difficulty  in  evaluating  the  re- 
sults derives  chiefly  from  the  lack  of  standard 
criteria  for  the  classification  of  such  cases.  Both 
medical  and  surgical  men  agree  that  when  the  ul- 
cer has  eroded  into  a large  artery,  usually  the  pan- 
creatico-duodenal,  conservative  methods  of  treat- 
ment will  fail  unless  the  opening  in  the  artery  is 
closed  surgically.  The  problem  lies  in  knowing 
when  such  a situation  exists.  The  clearest  indi- 
cations for  surgery  seem  to  be  persistence  or  re- 
currence of  bleeding,  or  the  appearance  of  bleeding 
while  the  patient  is  in  the  hospital  on  a conserva- 
tive plan  of  treatment.  It  is  also  agreed  that  a 
regimen  of  limited  feeding  probably  does  no  harm 
and  may  prove  beneficial  in  the  bleeding  ulcer 
patient.  It  is  noteworthy  that  drugs  are  of  little 
avail  in  the  control  of  such  bleeding. 

Fluoroscopy  should  be  carried  out  prior  to 
operation  in  order,  if  possible,  to  locate  the  bleed- 
ing point. 


TUBERCULOSIS  AND  HEALTH  ASSOCIATION  TO  HOLD  LUNCHEON 


Dr.  J.  Burns  Amberson,  Jr.,  President  of  the 
New  York  Tuberculosis  and  Health  Association, 
has  announced  that  the  Association  will  hold  a 
luncheon  on  Wednesday,  February  3,  1943,  at  the 
Hotel  Astor,  to  which  will  be  invited  all  those 
attending  the  joint  Regional  Conference  on  Social 
Hygiene  and  the  Annual  Meeting  and  Conference 
on  Tuberculosis,  being  held  at  the  hotel  on  that  day. 

Topics  to  be  discussed  at  the  conference  on 
tuberculosis,  which  is  sponsored  by  the  Tuberculosis 
Sanatorium  Conference  of  Metropolitan  New  York, 
include:  “Case  Finding  in  Industry”;  “Nursing 

Attendants  in  the  Tuberculosis  Hospital”;  “The 
Tuberculosis  War  Experience  in  Great  Britain”; 
“The  Examination  for  Tuberculosis  of  Teachers 
and  School  Personnel:  Amendment  to  the  New 

York  City  Sanitary  Code”;  and  “Registrants 
Rejected  for  Tuberculosis  by  Selective  Service.” 
Dr.  George  Foster  Herben,  chairman  of  the  Tuber- 


culosis Sanatorium  Conference  of  Metropolitan 
New  York,  will  preside  at  the  session,  which  begins 
at  9:30  a.m. 

There  will  be  six  separate  sessions  on  “Socia 
Hygiene,”  with  three  to  be  held  in  the  morning 
from  10:00  a.m.  to  12:15  o’clock  and  three  in  the 
afternoon  beginning  at  3:15  o’clock.  “Results  of 
Premarital  and  Prenatal  Examination  for  Syphilis” 
will  be  reported  and  discussed  at  one  of  the  morning 
sessions,  while  “Public  Health  Nurses  and  Social 
Workers  in  Relation  to  National  Defense”  and 
“Wartime  Venereal  Disease  Control  in  the  Metro- 
politan Area — What  Official  Agencies  Are  Doing  in 
Social  Hygiene”  will  be  the  subjects  at  the  others. 

“Experimental  Methods  in  the  Treatment  of 
Syphilis,”  “Social  Casualties  of  the  War — Current 
Problems  in  Delinquency,”  and  “The  Adolescent 
in  Wartime”  are  the  topics  to  be  discussed  at  the 
afternoon  sessions. 
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INDUSTRIAL  HYGIENE 

Medical  Service  Plans  Outlined  for  Larger  Industrial  Plants  of  State 

Adelaide  Ross  Smith,  M.D.,  New  York  City 

(From  the  New  York  State  Department  of  Labor,  Division  of  Industrial  Hygiene ) 


Editor’s  Note:  This  article  is  the  first  in  a series  of  three  articles  on  this  subject  appearing  in  The 

Industrial  Bulletin. 


FIRST-AID  equipment  and  service  in  the 
small  industrial  plant  have  already  been 
discussed  in  the  December,  1941,  issue  of  The 
Industrial  Bulletin  (page  360).  The  present 
article  deals  with  medical  service  in  plants  large 
enough  to  provide  a medical  program  of  broader 
scope. 

In  plants  large  enough  to  provide  more  than  a 
simple  first-aid  kit,  all  manner  of  variations  in 
medical  services  are  found,  depending  upon  the 
number  of  employees,  the  type  of  industry,  and 
the  intended  scope  of  the  medical  program. 

According  to  the  American  College  of  Sur- 
geons,1 an  adequate  industrial  medical  service 
for  larger  establishments  should  include  the 
following  features: 

1.  A definitely  organized  plan  for  the  medical 
service. 

2.  A definitely  designated  staff  of  qualified 
physicians  and/or  surgeons,  nurses,  and  attend- 
ants. 

3.  Adequate  emergency,  dispensary,  and 
hospital  facilities. 

4.  Pre-employment  and  periodic  physical 
examinations — to  be  made  only  by  qualified 
medical  examiners.* 

5.  Efficient  care  of  all  industrial  injuries  and 
occupational  diseases. 

6.  First-aid  treatment  and  advice  for  em- 
ployees suffering  from  nonindustrial  injuries  and 
illnesses  while  on  duty.  For  further  professional 
care  such  employees  should  be  referred  to  their 
family  physician. 

7.  Education  of  the  employee  in  accident 
prevention  and  personal  hygiene. 

8.  Elimination  or  control  of  all  health 
hazards. 

9.  Adequate  medical  records,  accessibly  filed 
in  the  medical  department  under  responsible 
medical  supervision. 

10.  Supervision  of  plant  sanitation  and  all 
health  measures  for  employees  by  the  physician 
or  surgeon  in  charge. 

* These  should  be  primarily  for  placement  purposes. 


11.  An  ethical  and  cooperative  relationship 
with  the  family  physician. 

12.  The  use  of  approved  hospitals. 

Although  such  a program  may  seem  elaborate 

and  suitable  only  for  very  large  establishments, 
an  analysis  of  these  functions  will  show  that  the 
basic  elements  can  actually  be  carried  out  by  a 
relatively  small  unit  composed,  possibly,  of 
only  a nurse  and  a part-time  physician,  providing 
that  the  service  is  intelligently  planned  and  is 
executed  with  interest  and  attention  to  detail. 

Whether  the  staff  comprises  2 or  20,  certain 
fundamental  principles  are  applicable  to  all 
medical  “setups.”  These  will  be  considered 
under  the  categories  of  (1)  the  medical  plant, 
(2)  the  medical  personnel,  and  (3)  the  medical 
program. 

1.  The  Medical  Plant 

Location 

In  considering  where  to  locate  the  medical 
department  and  whether  it  is  to  consist  of  one 
room  or  many,  the  following  requirements 
should  be  met: 

1.  It  should  have  access  to  good  natural  light 
and  ventilation.  Not  only  is  natural  light  neces- 
sary for  the  examining  physician,  but  also  it 
produces  a better  psychological  impression. 

2.  There  should  be  freedom  from  noise  and 
vibration.  Aside  from  the  anomaly  of  noise  and 
tumult  in  connection  with  medical  services,  the 
use  of  the  stethoscope  is  seriously  handicapped 
if  surroundings  are  not  quiet. 

3.  It  should  be  located  in  a place  of  the  greatest 
accessibility  to  the  greatest  number.  Many  a 
minor  cut  has  developed  a complicating  in- 
fection because,  at  the  moment  of  its  occurrence, 
it  seemed  too  much  trouble  to  go  all  the  way  to 
the  dispensary. 

4.  It  is  also  desirable  that  the  medical  unit 
be  situated  near  existing  toilet  facilities,  unless 
such  facilities  are  to  be  included  in  it. 

5.  Allowance  for  expansion  should  also  be 
made,  especially  if  the  unit  is  small.  As  the 
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benefits  of  medical  service  become  evident,  it  is 
more  than  likely  that  additional  space  will  be 
needed  to  permit  growth. 

Appearance  and  Atmosphere 

Whatever  its  size,  the  quarters  occupied  by 
the  medical  department  should  be  painted  in 
light  colors  and  kept  scrupulously  clean  and 
shining.  Appearance  is  of  great  importance  in 
producing  within  the  patient  the  desired  favorable 
and  cooperative  psychological  reaction  to  medical 
care.  The  physical  temperature  should  be 
comfortably  warm  in  cold  weather  and  the 
personal  atmosphere  one  of  friendliness  and 
interest. 

Size  and  Arrangement 

The  One-Room  Dispensary. — The  next  de- 
velopment in  medical  facilities  after  the  first-aid 
kit  is  the  one-room  first-aid  room,  or  dispensary, 
which  must  need  answer  all  purposes.  While 
such  a room  is  a great  improvement  over  the 
isolated  first-aid  kit,  it  should  be  realized  that 
it  does  not  offer  the  most  satisfactory  working 
arrangement.  If  possible,  a graduate  nurse 
should  be  in  charge  of  the  dispensary,  even  if 
only  on  a part-time  basis.  A thin  partition  or 
screen  is  useful  in  dividing  the  room  into  two 
parts,  a waiting  room  and  a treatment  room. 

Equipment. — This  will  vary  with  the  size  and 
needs  of  the  particular  plant,  but  it  should 
include  at  least  the  items  previously  listed  for 
the  first-aid  kit  and  supplementary  material 
(see  The  Industrial  Bulletin,  December,  1941) 
as  well  as  the  following: 

Basin  with  running  hot  and  cold  water,  floor 
lamp,  instrument  cabinet,  linen  and  blankets, 
one  or  two  beds  or  cots,  scales,  small  sterilizer, 
telephone,  treatment  table. 

Small  office  and  surgical  equipment,  such  as 
basins,  pitcher,  rubber  gloves  (sterile),  scissors, 
tweezers,  forceps,  hot-water  bottle,  ice  bag,  etc., 
must  also  be  supplied. 

Special  equipment  may  be  needed  in  some 
plants  for  special  conditions.  For  example, 
for  the  resuscitation  of  workers  exposed  to 
asphyxiant  gases,  one  should  have  available  an 
inhalator  with  a tank  of  7 per  cent  carbon  dioxide 
and  93  per  cent  oxygen. 

The  Three-Room  Dispensary  with  Rest  Rooms. 
— A more  satisfactory  arrangement  than  the 
one-room  dispensary  is  the  three-room  unit, 
consisting  of  a waiting  room,  a treatment  room, 
and  a room  for  consultation  or  for  physical 
examinations,  to  which,  when  there  are  many 
women  employees,  a rest  room  may  be  added. 
Other  rooms  for  special  purposes  may  be  arranged 
later  to  suit  the  needs  and  size  of  the  company. 

The  Waiting  Room. — This  need  not  be  large 
if  the  return  visits  are  distributed  throughout  the 


day  so  as  to  prevent  congestion.  Arrangements 
should  be  made  for  the  separation  of  men  and 
women,  and  injured  workmen  should  be  segre- 
gated, so  far  as  possible,  from  those  waiting  for 
physical  examinations. 

The  waiting  room  should  be  furnished  with 
suitable  seating  accommodations  for  the  number 
expected,  with  desk  and  chair  for  the  nurse, 
and — very  important — with  filing  cabinets  for 
records. 

The  Examination  Room. — The  examining 
room  requires  comparatively  little  in  the  way 
of  equipment  and  can  be  quite  small.  Good 
daylight  is  desirable,  although  this  is  not  abso- 
lutely necessary.  Its  furniture  should  consist 
of  a desk  and  chair  for  the  examining  physician, 
a revolving  stool,  and  an  examining  table. 

Aside  from  this,  the  only  other  equipment  is 
that  necessary  for  examinations,  much  of  which 
may  by  preference  be  supplied,  or  at  least  chosen, 
by  the  physician  himself.  The  following  items 
are  suggested:  dynamometer,  eye  chart,  finger 
cots,  flesh  pencil,  head  mirror  and  light,  hemo- 
globinometer,  otoscope,  percussion  hammer, 
scales,*  sphygmomanometer,  spot  light,  stetho- 
scope, thermometer  (in  sterilizing  solution), 
tongue  depressors,  tuning  fork,  Wassermann 
tubes. 

The  Treatment  Room. — The  guiding  principle 
in  deciding  upon  the  equipment  of  the  treatment 
room  should  be  to  remember  that  its  purpose  is 
primarily  for  the  treatment  of  minor  injuries. 
Employees  with  major  injuries  should  be  re- 
moved without  delay  to  nearby  hospitals. 
Occasionally,  in  isolated  localities,  of  course,  the 
industrial  establishment  must  maintain  its  own 
hospital,  but  this  situation  is  exceptional  and 
is  not  within  the  scope  of  the  present  article. 

In  general  the  following  recommendations 
are  made  for  the  surgical  treatment  room: 

Size:  It  should  be  large  enough  to  treat  more 
than  one  worker  at  a time,  and  when  the  volume 
of  work  is  sufficient,  each  type  of  injury,  such 
as  hand,  leg,  eye  injuries,  etc.,  should  have  its 
special  place  and  facilities. 

Equipment:  It  should  contain  the  following 
furniture : Desk  to  record  all  treatments,  flat-top 
examining  and  operating  table  for  cases  re- 
quiring the  recumbent  position,  separate  eye 
treatment  table  with  its  own  solutions  and  in- 
struments, suitable  arm-  and  leg-rest  chairs 
adjacent  to  treatment  tables  equipped  with  the 
necessary  supplies  and  instruments. 

The  following  instruments  and  supplies  are 
recommended  by  the  Council  on  Industrial 
Health  of  the  American  Medical  Association:2 

* This  item  may,  if  convenient,  be  placed,  in  the  waiting 
room  where  the  nurse,  to  save  time,  can  record  height  and 
weight  before  the  physical  examination. 
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Adhesive  plaster,  assorted  bandages,  assorted 
catheters,  assorted  gauze  dressings,  assorted 
hypodermic  needles,  assorted  jars  and  basins, 
assorted  splints,  assorted  surgeons’  needles, 
assorted  sutures,  bandage  scissors,  cotton, 
crutches,  hand  magnifying  glass,  head  mirror, 
hemostatic  forceps,  hot-water  bottle,  ice  cap, 
iris  scissors,  Loupe,  needle  holder,  safety  razor 
and  blades,  scalpels,  splinter  forceps,  surgical 
scissors,  syringes,  test  tubes,  tissue  forceps, 
tourniquet. 

In  the  case  of  both  treatment  and  examination 
rooms,  it  is  convenient  and  time-saving  to  ar- 
range small  dressing  booths  which  open  into 
the  waiting  room  on  one  side  and  the  examination 
or  treatment  room  on  the  other.  In  planning 
the  dispensary,  the  arrangement  of  suitable 
storage  space  for  supplies  must  not  be  forgotten. 

Additional  Facilities  in  a Large-Scale  Medical 
Unit. — Many  additional  facilities  may  be  fur- 
nished in  large  industrial  plants  when  the 
medical  department  extends  its  scope  beyond 
physical  examination  and  first-aid  treatments. 
Particularly  useful  are  the  following: 

A clinical  laboratory  for  blood,  urine,  and 
serologic  examinations  is  comparatively  simple 
to  set  up  and  economical  of  both  time  and 
money,  where  these  tests  are  included  as  part  of 
the  physical  examination. 

An  x-ray  department  may  be  very  valuable  in 
plants  where  fractures  are  not  uncommon,  or  in 
industries  having  a silicosis  or  other  dust  hazard. 

A physiotherapy  department  where  injured 
workmen  can  receive  suitable  treatment  along 
these  lines  can  render  useful  service  in  shortening 
the  period  of  disability. 

A department  for  dental  prophylaxis  plays  an 
inportant  part  in  a preventive  health  program 
by  forestalling  unnecessary  disability  due  to 
dental  conditions. 

An  eye  department  for  complete  examination 
of  the  eyes,  particularly  where  work  may  entail 
special  eye  strain. 

2.  Medical  Personnel 

The  Physician 

The  demands  of  factory  medical  service  call 
for  certain  special  qualifications  in  the  physician 
who  is  to  undertake  them,  apart  from  good 
training  and  clinical  ability.  Perhaps  the  most 
important  of  these  is  what  might  be  described 
as  the  “public  health  point  of  view.”  His 
interest  must  be  in  prevention  fully  as  much  as  in 
treatment.  He  has  not  only  individuals  but 
also,  in  a true  sense,  a community  under  his  care 
and  his  concern  must  extend  to  all  circumstances 
and  situations  within  the  community  which 
touch  upon  its  health. 


Qualifications  for  Industrial  Work. — The  de- 
tailed kinds  of  knowledge,  experience,  and 
aptitudes  which  should  be  his  have  been  drawn 
up  by  the  American  College  of  Surgeons1  as 
follows: 

1.  He  should  be  a graduate  of  an  accredited 
medical  school  and  licensed  to  practice  in  the 
State  or  province. 

2.  He  should  have  at  least  one  year’s  intern- 
ship in  an  accredited  hospital. 

3.  He  should  have  some  experience  in 
general  practice  either  prior  or  supplemental 
to  his  duties  at  the  plant. 

4.  He  should  have  a general  knowledge  of 
industrial  relations,  including  employment 
methods  and  problems,  transportation,  housing, 
recreation,  educational  facilities  and  methods, 
and  employees’  benefit  plans. 

5.  He  should  be  qualified  to  determine#  by 
examination  of  employees  their  physical  and 
mental  fitness  for  work. 

6.  He  should  have  a knowledge  of  the 
ingredients  and  of  the  toxic  or  disease-producing 
properties  of  all  the  materials  and  processes  used 
in  the  industrial  organization  which  he  serves. 

7.  He  should  have  a knowledge  of  sanitation, 
of  working  conditions,  of  accident  and  occupa- 
tional disease  prevention  methods,  and  of 
preventive  health  measures  in  general. 

8.  He  should  have  a knowledge  of  the 
diagnosis  and  treatment  of  occupational  diseases. 

9.  He  should  be  competent  in  the  diagnosis 
and  handling  of  all  traumatic  lesions  which  he 
undertakes  to  treat. 

10.  He  should  be  versed  in  procedure  for 
follow-up  and  rehabilitation. 

11.  He  should  have  a knowledge  of  the 
workmen’s  compensation  laws. 

12.  He  should  have  knowledge  of  an  efficient 
medical  record  system  and  of  statistical  methods. 

13.  He  should  have  an  unbiased  viewpoint 
and  a confidence-inspiring  personality. 

14.  He  should  realize  that  his  first  duty 
should  always  be  to  the  workmen  whom  he 
examines  or  treats. 

15.  He  should  like  people. 

Time  Spent  at  Plant. — Whether  or  not  the 
physician  spends  full  time  at  the  plant  will 
depend  upon  the  size  and  complexity  of  the 
medical  department.  A doctor  who  spends 
only  part  of  his  time  in  the  plant  either  by  making 
visits  each  day  or  visits  at  regular  times  during 
the  week  can  exercise  satisfactory  supervision 
of  the  medical  department  providing  he  has  a 
competent  nurse  in  charge  during  his  absence. 
This  is  the  most  satisfactory  setup  for  the 
smaller  plant. 

It  is  not  satisfactory  to  put  the  physician  on 
a call  basis  only,  since  this  means  that  his  con- 
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tacts  with  the  plant  are  limited  to  emergencies. 
Under  such  a plan,  he  has  no  opportunity  to 
become  sufficiently  acquainted  with  the  actual 
working  conditions  of  the  plant,  to  be  able  to 
develop  a constructive,  preventive  health  pro- 
gram, or  be  given  responsibility  for  health 
maintenance. 

The  Nurse 

Not  less  than  the  doctor,  the  industrial  nurse 
must  be  an  exceptional  individual.  She  should 
be,  of  course,  well  trained — a woman  with 
executive  ability,  keen  interest  in  preventive 
work,  and  considerable  tact;  a woman  who  is 
not  afraid  of  responsibility,  who  enjoys  as- 
sociation with  people,  and  knows  how  to  get  on 
with  them. 

There  is  probably  no  field  of  nursing  activity 
which  is  broader  in  its  demands  or  more  con- 
structive in  its  activities  than  that  of  industrial 
nursing  when  the  policy  of  the  management  is 
favorable  to  a far-sighted  program.  When  it 
is  not,  the  nurse  and  physician  together  with 
patience  and  persistence  should  try  to  convert 
the  management  to  a broader  point  of  view. 
This  can  often  be  accomplished  by  a demonstra- 
tion with  a single  limited  problem. 

Qualifications. — The  National  Organization  for 
Public  Health  Nursing,3  an  authority  on  stand- 
ards of  nursing  education  and  training,  has 
formulated  the  following  qualifications  for  the 
industrial  nurse: 

I.  For  the  nurse  in  an  industry  which 
provides  supervision  by  a qualified  nurse  super- 
visor: 

(A)  High-school  graduation  or  its  educational 
equivalent  is  essential.  More  advanced  educa- 
tion on  a college  level  is  desirable.  Ability  to 
use  the  typewriter  and  perform  other  clerical 
procedures  is  helpful  to  the  nurse,  especially  in 
smaller  industries  where  clerical  assistance 
is  limited. 

( B ) Fundamental  nursing  education.  The 
following  are  essential : 

Graduation  from  a school  of  nursing  accredited 
by  the  State  Board  of  Nurse  Examiners  and 
connected  with  a hospital  having  a daily  average 
of  100  patients,  or  a minimum  of  50  patients  with 
one  or  more  affiliations  affording  supplementary 
preparation. 

(а)  Instruction  and  experience  in  the  care  of 
men,  women,  and  children,  including 
patients  with  communicable  disease. 

(б)  Thorough  instruction  and  experience  in 
surgical  nursing,  including  operating  room 
and  first  aid. 

Instruction  and  experience  are  desirable  in 
the  following:  (1)  outpatient  department,  es- 
pecially in  the  emergency  rooms;  (2)  psychi- 
atric nursing. 


(c)  State  registration. 

II.  For  the  nurse  in  an  industry  working 
without  the  guidance  of  a nursing  supervisor: 

This  nurse  should  be  able  to  plan  the  nursing 
program  under  the  general  direction  of  the 
medical  officer  and  should  have  a working 
knowledge  of  the  principles  of  teaching,  social 
case  work,  community  organization  and  re- 
sources, public  health  administration,  industrial 
relations,  personnel  administration,  industrial 
hazards,  nutrition,  communicable  disease,  mental 
hygiene,  and  personal  hygiene,  as  they  affect 
the  individual  and  his  family. 

(. A ) All  the  preparation  listed  under  I and  in 
addition : 

1.  At  least  one  year  of  experience  under 
qualified  nursing  supervision  in  a public  health 
nursing  service  in  which  practice  in  the  applica- 
tion of  technic  can  be  secured. 

2.  An  academic  year  of  study  in  public 
health  nursing  in  one  of  the  colleges  or  univer- 
sities whose  program  is  approved  by  the  National 
Organization  of  Public  Health  Nurses: 

(а)  where  courses  in  industrial  hygiene  and 
safety  are  available. 

(б)  where  courses  in  principles  of  public 
health  nursing,  mental  hygiene,  social 
work,  preventive  medicine,  and  allied 
subjects  are  made  applicable  to  nursing 
in  industry. 

( c ) where  field  work  includes  some  experience 
in  industry. 

3.  Supplementary  experience  and  instruction 
in  operating-room  and  first-aid  nursing,  if 
thorough  preparation  was  not  included  in  the 
basic  nursing  education  period. 

III.  For  the  nurse  in  a supervisory  position: 
All  the  preparation  under  I and  II,  and  in 
addition : 

Successful  experience  in  industrial  nursing, 
part  of  which  is  preferably  in  the  type  of  in- 
dustrial work  in  which  the  nurse  is  to  act  as 
supervisor. 

The  above,  of  course,  represents  the  ideal 
in  qualifications.  Many  nurses  in  industry 
unquestionably  carry  on  their  work  efficiently 
without  extensive  additional  training,  especially 
when  endowed  with  energy  and  an  interest  in 
preventive  medicine.  The  desirability,  how- 
ever, for  the  prospective  industrial  nurse  of 
some  special  experience  in  the  public  health 
field  and  some  knowledge  of  the  principles  of 
industrial  hygiene  will  be  apparent  from  a 
consideration  of  her  duties. 

Duties. — The  following  is  a list  of  the  duties 
and  activities  which  should  be  expected  of  the 
industrial  nurse:* 

* Largely  taken  from  an  outline  on  the  subject  in  Public 
Health  Nursing  for  January,  1942. 
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1.  Management  of  Dispensary. — This  in- 
cludes responsibility  for  the  running  of  the 
medical  department  and  supervision  of  equip- 
ment, supplies,  procedures,  and  records. 

2.  First  Aid. — The  industrial  nurse  should 
be  responsible  for  first-aid  treatment  in  the 
dispensary  in  the  absence  of  the  plant  physician. 
At  such  times  she  should  act  on  standing  orders 
given  by  the  plant  physician.  She  should  also 
supervise  first-aid  kits  and  supplies  throughout 
the  plant  and  may  well  take  on  the  training  of 
employees  in  first-aid  work. 

3.  Assistance  to  Plant  Physician. — The 

amount  of  aid  rendered  by  the  nurse  to  the  plant 
physician  will  largely  depend  upon  the  wishes  of 
the  latter.  The  nurse  will  naturally  assist  the 
physician  with  treatments  or  dressings  when 
necessary.  She  can  facilitate  the  making  of 
pre-employment  and  periodic  examinations  by 
undertaking,  subject  to  the  physician’s  approval, 
such  duties  as  history  taking,  vision  and  hearing 
tests,  examinations  of  blood  and  urine,  measure- 
ment of  blood  pressure,  and  assistance  in  the 
making  of  x-ray  examinations. 

4.  Follow-up  of  Abnormal  Conditions. 
— Much  of  the  benefit  of  pre-employment  or 
periodic  physical  examinations  is  lost  if  the 
correctable  physical  defects  uncovered  by  such 
examinations  are  not  corrected  as  soon  as  pos- 
sible. The  industrial  nurse  can  play  a vital 
part  in  the  medical  program  by  following  up 
individuals  to  find  out  whether  defects  have 
received  attention  by  the  family  physician  and 
if  not,  striving  to  bring  about  correction  by 
persuasion,  education,  and  assistance  in  re- 
ferring the  individual  in  question  to  the  proper 
physician,  dentist,  or  clinic.  She  is  also  in  a 
uniquely  favorable  position  to  recognize  evidence 
of  the  effects  of  any  special  occupational  disease 
hazards.  For  example,  when  a worker  in  a lead 
department  comes  to  the  plant  dispensary  for 
first-aid  treatment,  a nurse,  alert  to  the  possible 
hazard,  may  by  appropriate  questioning  discover 
early  evidence  of  lead  poisoning.  The  same 
approach  pertains  to  exposure  to  silica  dust, 
volatile  solvents,  or  other  injurious  substances. 

5.  Health  and  Safety  Education. — If  she  is 
interested,  the  plant  nurse  in  her  daily  contacts 
with  industrial  workers  can  accomplish  more 
toward  their  education  in  matters  of  health 
and  safety  than  can  often  be  achieved  by  more 
formal  efforts.  She  can,  moreover,  play  a 
valuable  part  in  an  educational  program  by  giv- 
ing talks  on  health,  distributing  leaflets,  and 
arranging  for  movies  or  other  health  demonstra- 
tions. 

6.  Supervision  of  Plant  Sanitation. — Super- 
vision of  plant  sanitation,  general  cleanliness 
and  good  housekeeping,  proper  maintenance 


of  toilet  and  washing  facilities,  provision  of 
drinking  water,  etc.,  falls  properly  and  naturally 
within  the  province  of  the  industrial  nurse. 
She  should  be  given  the  duty  of  making  routine 
plant  inspections  and  reporting  infringements 
of  proper  sanitation  to  the  management  for 
correction. 

7.  Safety  Program  Participation. — A well- 
developed  safety  program  includes  regular  con- 
ferences of  foremen,  safety  personnel,  and 
representatives  of  the  plant  management  to 
discuss  causes  and  prevention  of  accidents.  The 
industrial  nurse  can  make  a useful  contribution 
to  such  conferences  through  her  knowledge, 
gained  from  intimate  personal  contact  in  the 
medical  department,  of  personal  factors  which 
might  have  played  a part  in  accident  causation 
in  any  given  case. 

8.  Supervision  of  Plant  Lunch  Rooms  and 
Nutrition  Program. — The  graduate  nurse  has 
received  instruction  in  nutrition  as  part  of  her 
training.  This  knowledge  can  be  put  to  good 
use  in  planning  menus  and  in  supervising  the 
industrial  plant’s  nutrition  program. 

9.  Coordination  of  Medical  Department  with 
Other  Services. — Within  the  complicated  struc- 
ture of  a large  industrial  plant  the  activities  of 
the  medical  department  require  coordination 
with  other  departments  and  services,  especially 
the  safety  department,  and  the  personnel  and 
placing  department.  Such  coordination  falls 
naturally  within  the  sphere  of  activities  of  the 
industrial  nurse. 

Outside  the  plant  as  well,  she  finds  a similar 
role  to  play  in  coordinating  the  work  of  her 
medical  department  with  the  various  social 
agencies  within  the  community.  In  this  cate- 
gory would  lie  such  duties  as  referring  employees 
to  outside  physicians  with  a letter  describing  the 
need  for  treatment  and  cooperation  with  local 
agencies  to  secure  rehabilitation  of  sick  or 
injured  employees. 

10.  Record  Keeping. — The  keeping  of  good 
records  is  essential  to  the  efficiency  of  the  in- 
dustrial dispensary  and  the  industrial  nurse  is 
the  one  who  must  take  full  responsibility  for 
them.  Not  only  accident  records,  which  are 
required  for  compensation  purposes,  but  also 
medical  records  should  be  kept;  the  latter 
including  all  dispensary  visits  and  reasons  for 
absenteeism  as  well  as  records  of  pre-employment 
and  periodic  physical  examinations. 

11.  Visiting  Nursing  Service. — In  addition 
to  the  duties  described  above,  industrial  nurses, 
in  many  large  plants,  participate  in  a visiting 
nursing  service.  Where  such  a service  has  been 
established,  it  is  usually  the  practice  for  a plant 
nurse  to  visit  every  employee  who  has  been 

[Continued  on  page  266] 
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"Peptic  Ulcer  ranks  high  as  a cause 
of  disability  for  military  service. 
It  . . . leads  all  other  digestive 
diseases  as  a cause  for  discharge 
from  the  Regular  Army.” 

Kantor,  J.  L.:  Digestive  Disease  and  Military 
Service,  Jnl.  A.  M.  A.,  Sept.  26,  1942. 


THE  increased  incidence  of  peptic  ulcer 
among  the  armed  forces,  defense  work- 
ers and  civilians  today  confronts  medi- 
cine as  a major  problem. 

Of  the  various  types  of  therapy  used  to 
control  this  problem  none  has  proved 


brand  of  aluminum  hydroxide  gel. 

CREAMALIN,  the  first  aluminum  hy- 
droxide gel  to  be  made  available  to 
physicians,  was  also  the  first  to  be  Coun- 
cil-accepted. CREAMALIN  contains  ap- 
proximately 5.5% aluminum  hydroxide. 


itself  more  valuable  than  CREAMALIN, 


CREAMALIN 

REG.  U.  S.  PAT.  OFF. 

Brand  of  Aluminum  Hydroxide  Gel 


Therapeutic  Effects  of  CREAMALIN 


• Pronounced  antacid  ac- 
tion of  12  times  its  volume 
of  N/10  HCI  in  less  than 
30  minutes  (Toepfer’s  re- 
agent) 

• Prolonged  action  in  con- 
trast to  fleeting  effect  of 
alkalies 

• Non  -alkaline;  non  -ab- 
sorbable; non-toxic 

• No  acid  rebound;  no 
danger  of  alkalosis 


• Prompt  and  continuous 
pain  relief  in  uncompli- 
cated cases 

• Rapid  healing  when  used 
with  regular  ulcer  regi- 


• Mildly  astringent;  may 
reduce  digestive  action, 
thus  favor  clot  formation 

• Demulcent;  gelatinous 
consistency  affords  pro- 
tective coating  to  ulcer 


Modern  non-alkaline  therapy  for  peptic  ulcer  and  gastric  hyperacidity 


^°£)ALBA  PHARMACEUTICAL  COMPANY,  INC., 


74  LAIGHT  STREET 
NEW  YORK,  N 
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[Continued  from  page  264] 
absent  for  longer  than  a given  time,  usually 
three  days.  If  this  feature  is  carried  out  as  a 
true  service,  and  not  merely  for  the  purpose  of 
getting  information,  it  will  be  found  helpful  in 
many  ways.  She  can  judge  whether  the  physi- 
cian is  needed  when  he  has  not  been  called;  or 
whether  his  instructions  are  being  properly 
carried  out.  When  some  other  disposition  of 
the  case  is  indicated,  she  can  suggest  it.  If 
difficult  household  problems  complicate  the 
situation,  she  can  put  to  use  her  knowledge  of 
existing  social  service  agencies  to  help  in  their 
solution. 

It  is  possible  and  often  very  satisfactory  for 
a plant  which  is  not  large  enough  to  maintain 
its  own  visiting  service  to  arrange  with  the 


local  public  health  agency  for  visits  to  be  made 
to  its  sick  employees.  Any  scheme  of  visiting 
service  presupposes  that  the  medical  department 
will  be  informed  daily,  from  the  plant,  of  absences 
in  the  various  departments.* 
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SOCIAL  HYGIENE  DAY 

Social  Hygiene  Day  will  take  its  battle  stations 
throughout  the  country  as  in  former  years,  despite 
the  gasoline  and  rubber  restrictions  which  are  in 
force  this  year.  Dr.  Walter  Clarke,  Executive 
Director  of  the  American  Social  Hygiene  Associa- 
tion, in  announcing  the  annual  observance  scheduled 
for  Wednesday,  February  3,  1943,  said  that  this 
battle  on  the  home  front  against  venereal  disease 
is  nationwide  and  does  not  depend  upon  trans- 
portation to  rally  its  fighting  forces.  Community 
meetings  will  take  place  throughout  the  land, 
sponsored  by  local  clubs,  church  groups,  and  social 
and  health  agencies. 

Dr.  Clarke  pointed  out  that  in  wartime  more  than 
ever  the  United  States  must  man  its  battle  stations 
in  every  city,  town,  and  hamlet  in  order  to  stamp 
out  the  venereal  diseases  at  their  source.  Syphilis 
and  gonorrhea  are  enemies  which  threaten  us  at 
home.  They  disable  our  men  at  the  front,  but  their 
roots  are  on  the  home  front.  For  this  reason  Social 
Hygiene  Day  this  year  will  assume  a greater  sig- 
nificance than  ever  before.  It  will  be  observed  in 
every  community,  no  matter  how  small  it  may  be, 
by  discussion  of  direct  action  designed  to  stamp  out 
the  two  diseases  which  are  as  menacing  to  our  armed 
forces  as  the  bombs  of  our  enemies. 


“During  the  first  world  war,  there  were  157,146 
more  new  cases  of  syphilis  and  gonorrhea  among 
United  States  soldiers,  sailors,  and  marines,”  Dr. 
Clarke  explained,  “than  there  were  wounds  in 
battles.  Total  absences  from  duty  due  to  this  in- 
fection kept  the  equivalent  of  20,600  men  out  of  the 
fighting  for  a whole  year,  men  trained  for  their 
country’s  service,  men  upon  whom  their  country 
counted  for  its  defense. 

“In  terms  of  today’s  hard-held  fronts  such  a loss 
would  mean  the  equivalent  of  the  personnel  required 
to  man  five  huge  aircraft  carriers  and  nine  de- 
stroyers. 

“No  axis  enemy  could  be  more  destructive  than  this 
enemy  whom  we  must  defeat  on  health  battle  fronts 
within  our  own  country.  We  do  not  need  to  suffer 
this  loss  and  do  not  need  gas  and  tires  to  meet  that 
enemy  and  to  destroy  him.  We  have  the  scientific 
weapons  to  prevent  the  spread  of  the  venereal  dis- 
eases. In  wartime  the  principal  function  of  social 
hygiene  organizations  everywhere  is  to  persuade 
every  community  to  use  these  weapons  effectively. 
Intelligent  cooperation  among  the  health  and  wel- 
fare agencies  in  every  city  and  town  will  help  stamp 
out  venereal  disease  and  thus  help  our  armed  forces 
to  bring  us  victory  on  the  battle  fronts.” 


REVERSE  ENGLISH 

Rapidly  expanding  Washington  war  agencies 
can’t  get  enough  stenographers,  and,  as  a result, 
some  rather  inexperienced  girls  are  getting  jobs. 
We  hear  that  one  of  these,  working  for  a gold- 
braided  Navy  man,  was  asked  to  type  five  copies 
of  a report  to  be  distributed  to  other  important 
officials  at  a conference. 


She  finished  the  job,  then  discovered  that  her 
carbon  paper  had  been  put  in  wrong — four  copies 
of  the  report  were  typed  backwards.  But,  the 
young  lady  wasn’t  stumped.  She  sent  the  copies 
into  the  conference  with  a note: 

“These  can  be  read  easily  by  using  a mirror.” 

— This  Week 
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AN  IMPORTANT  FACTOR  IN  PREVENTIVE  MEDICINE 


That  optimum  nutrition  is  fully  as  impor- 
tant as  adequate  public  health  measures  in 
the  prevention  of  under-par  health  and 
morbidity,  is  now  recognized  by  all  author- 
ities; also,  that  the  promotion  of  good 
nutrition  demands  the  satisfaction  of  all 
the  essential  nutritional  requirements,  and 
not  merely  an  isolated  few. 

The  balanced  composition  of  New  Im- 
proved Ovaltine  gives  this  delicious  food 
drink  wide  applicability  in  the  prevention 


and  correction  of  nutritional  insufficiency. 
Rich  not  only  in  vitamins  but  also  in  vir- 
tually all  other  essential  nutrients,  Ovaltine 
complements  the  average  diet  to  bring  the 
intake  of  nutritional  essentials  to  the  opti- 
mum level.  No  resistance  by  the  patient — 
young  or  old — is  encountered  when  Oval- 
tine is  prescribed;  its  delicious  taste  assures 
patient  co-operation.  Physicians  are  invited 
to  send  for  samples.  The  Wander  Co.,  360 
North  Michigan  Avenue,  Chicago,  Illinois. 


2 KINDS 

PLAIN  AND  CHOCOLATE 
FLAVORED 


Three  daily  servings  (l'Aoz.)  of  New  Improved  Ovaltine  provide: 


Dry 

Ovaltine 

Dry 

Ovaltine 

Ovaltine 

with  milk* 

Ovaltine 

with  milk* 

PROTEIN  . . . 

6.00  Gm. 

31.20  Gm. 

COPPER  . . 

. . 0.5  mg. 

0.5  mg. 

CARBOHYDRATE  30.00  Gm. 

66.00  Gm. 

FAT  

. 3.15  Gm. 

31.95  Gm. 

VITAMIN  A . 

1500  U.S.P.U. 

2953  U.S.P.U. 

CALCIUM  . . . 

. 0.25  Gm. 

1.05  Gm. 

VITAMIN  D . 

405  U.S.P.U. 

432  U.S.P.U. 

PHOSPHORUS  . 

0.25  Gm. 

0.903  Gm. 

VITAMIN  Bi 

300  U.S.P.U. 

432  U.S.P.U. 

IRON 

, 10.5  mg. 

11.9  mg. 

RIBOFLAVIN 

. 0.25  mg. 

1.28  mg. 

*Each  serving  made  with  8 oz.  milk;  based  on  average  reported  values  for  milk. 
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Postgraduate  Medical  Education 


Programs  arranged  by  the  Council  Committee  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York  are  published  in  this  section  of  the  Journal. 
The  members  of  the  committee  are  Oliver  W.  H.  Mitchell,  M.D.,  chairman  (428  Greenwood 
Place,  Syracuse);  George  Baehr,  M.D.;  and  Charles  D.  Post,  M.D. 


General 

A COURSE  of  lectures  on  general  medicine  has 
T*-  been  planned  for  the  Columbia  County  Medical 
Society.  Lectures  will  be  given  at  the  Hudson  City 
Hospital,  Hudson,  New  York,  at  9:15  p.m.  The 
program  is  as  follows: 

March  11  “Management  of  Acute  Cardiovascular 
Emergencies’  ’ 

Clarence  E.  de  la  Chapelle,  professor  of  clinical 
medicine,  New  York  University  College  of 
Medicine. 

March  25  “Newer  Chemotherapeutic  Methods” 
Norman  Plummer,  M.D.,  assistant  professor 
of  clinical  medicine,  Cornell  University  Medi- 
cal College. 


Medicine 

April  8 “Benign  and  Malignant  Neoplasms: 
Diagnosis,  Clinical  Effects,  and  Treatment” 
J.  Maxwell  Chamberlain,  M.D.,  principal 
thoracic  surgeon,  Homer  Folks  Tuberculosis 
Hospital,  Oneonta,  New  York. 

April  22  “Pelvic  Tumors  Complicating  Preg- 
nancy, Labor,  and  the  Puerperium” 

Harvey  B.  Matthews,  M.D.,  clinical  professor 
of  obstetrics  and  gynecology,  Long  Island 
College  of  Medicine. 

May  6 “The  Physical  Examination  of  the  Child: 
Its  Importance  in  Diagnosis” 

Marjorie  F.  Murray,  M.D.,  The  Mary  Imogene 
Bassett  Hospital,  Cooperstown,  New  York. 


Pediatrics 


“PREVENTIVE  Pediatrics  and  the  Public  Health 
L Examination”  was  the  subject  of  a single  lec- 
ture arranged  for  the  Cortland  County  Medical 
Society  on  January  15  at  8:30  p.m.  at  the  Cortland 
County  Hospital  in  Cortland.  The  speaker  was 


Dr.  A.  C.  Silverman,  professor  of  clinical  pediatrics, 
Syracuse  University  College  of  Medicine. 

The  lecture  was  a cooperative  endeavor  between 
the  New  York  State  Department  of  Health  and 
the  Medical  Society  of  the  State  of  New  York. 


SCIENTIFIC  EXHIBITS 
1943 

ANNUAL  MEETING 

Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to 

Dr.  J.  G.  Fred  Hiss, 

505  State  Tower  Building, 

Syracuse,  New  York, 

Chairman  of  Subcommittee  on  Scientific  Exhibits  of  the  Convention  Committee. 

The  Annual  Meeting  will  be  held  May  3-6,  1943,  Hotel  Statler,  Buffalo,  New  York. 
The  list  will  be  closed  on  February  15,  1943. 


Peter  Irving,  M.D.,  Secretary 
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ZymenoL,  a palatable  Emulsion,  supplies 

COMPLETE  NATURAL  VITAMIN  B 

■ 

COMPLEX  and  ENZYMES  of  AQUEOUS 
BREWERS  YEAST  — effective  in  the 
hypo-  or  Hypertonic  bowel. 

ZymenoL  Does  Not  contain  any 
irritant , laxative  drugs.  No  Phe- 
nolphthalein.  No  Cascara  or  saline 
purgatives.  No  artificial  bulk  or 
roughage . Sugar  Free. 

ZymenoL’s  economical  TEASPOON  dose 
contains  less  than  2 cc  mineral  oil  which 
avoids  leakage  and  cannot  affect  digestion 
or  vitamin  absorption. 

i. h_ 

Write  for  FREE  Clinical  Site 

OTIS  E.  GLIDDEN  & CO.,  INC. 

EVANSTON,  ILL.  ny  2.43 
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Medical  News 


Sister  Kenny  to 

SISTER  Elizabeth  Kenny  will  come  to  New  York 
this  month  to  teach  her  technic  in  a course  to 
be  given  by  New  York  University  on  a grant  from 
the  National  Foundation  for  Infantile  Paralysis. 

The  University  said  the  course  will  be  the  most 
extensive  ever  undertaken  to  prepare  technicians  to 
administer  the  Kenny  method.  It  will  mark  the 
first  time  that  Sister  Kenny  has  left  the  University 
of  Minnesota,  where  she  has  taught  since  1940,  to 
appear  on  the  teaching  staff  of  another  institu- 
tion. 

Physicians  and  physiotherapists  interested  in  her 
work  have  gone  to  her,  although  courses  without 
the  benefit  of  her  personal  instruction  have  been 
sponsored  recently  by  the  Foundation  at  universities 
in  other  parts  of  the  country. 

Sister  Kenny  will  be  accompanied  by  Miss  Mary 
Kenny,  her  thirty-year-old  adopted  niece  and  as- 
sistant, who  is  an  expert  technician. 

Although  the  program  at  N.Y.U.  will  be  extensive, 
starting  on  February  3,  there  will  be  provision  for 
only  twenty  trainees,  who  will  be  selected  registered 
physical  therapists.  However,  plans  are  also  under 
way  for  intensive  one-week  courses  for  physicians 
and  nurses. 


Teach  at  N.Y.U. 

Classes  for  the  course  will  be  held  at  the  New 
York  University  College  of  Medicine,  477  First 
Avenue,  and  clinical  instruction  will  be  given  at 
the  Jersey  City  Medical  Center  and  at  other  hos- 
pitals in  the  metropolitan  area  where  there  are  in- 
fantile paralysis  patients. 

Because  of  the  acute  shortage  of  physical  therapy 
technicians,  the  classes  will  be  held  in  the  late  after- 
noons and  evenings  so  that  those  taking  the  course 
may  continue  with  their  regular  work  while  training. 

Dr.  George  G.  Deaver,  director  of  the  physical 
therapy  curriculum  at  the  N.Y.U.  School  of  Educa- 
tion, will  direct  the  program,  for  which  regular 
college  credits  will  be  given.  Instructors,  in  addi- 
tion to  Sister  Kenny,  Miss  Kenny,  and  Dr.  Deaver, 
will  include  Dr.  William  Bierman,  assistant  clinical 
professor  of  therapeutics  at  the  N.Y.U.  College 
of  Medicine,  who  will  be  clinical  director;  Dr. 
Joseph  Pick,  assistant  professor  of  anatomy  at  the 
college;  Miss  Ruth  F.  Bergmann,  chief  Kenny 
technician  at  the  Jersey  City  Medical  Center;  and 
a group  of  prominent  physicians,  many  of  them  from 
the  Middle  West,  including  Dr.  W.  Gudakunst, 
medical  director  of  the  National  Foundation  for 
Infantile  Paralysis. 


Dr.  Chace  New  Head  of  Academy  of  Medicine 


DR.  ARTHUR  Freeborn  Chace,  president  of  the 
New  York  Post-Graduate  Medical  School  and 
Hospital,  assumed  the  office  of  president  of  the  New 
York  Academy  of  Medicine  on  January  7. 

Dr.  Chace  said  in  his  inaugural  address  that 
medicine  is  “on  the  threshold  of  solving  many 
riddles,  among  which  it  seems  safe  to  place  that 
great  enemy,  cancer.” 

In  addition  to  cancer,  other  major  ills  medicine 
is  now  about  to  conquer  are  “such  virus  diseases  as 
infantile  paralysis,  the  common  cold,  and  the  newer 
form  of  virus  pneumonia,”  Dr.  Chace  added. 

Dr.  Malcolm  Goodridge,  the  outgoing  president 
of  the  Academy,  said  that  “as  a direct  result  of  the 
war,  medicine  will  face  a vastly  changed  world  and 
it  must  take  the  lead  in  determining  just  what  its 
position  is  to  be  in  the  new  order  or  else  the  initiative 
will  surely  pass  to  those  less  qualified  to  act.” 

“Social  and  economic  trends,”  Dr.  Goodridge  pre- 
dicted, “will  affect  every  phase  of  life.” 

According  to  Dr.  Chace,  life  expectancy  at  birth 
has  been  extended  by  at  least  ten  years  through  the 
work  of  modern  science.  The  problem  thereby 
created,  he  declared,  “is  the  treatment  of  the  largely 
increased  illnesses  associated  with  old  age. 

“The  development  of  the  specialty  of  geriatrics  is 
a pressing  problem  wherein  the  Academy  must  forge 
ahead  in  its  education  program,  fitting  physicians  to 
meet  this  demand. 


Albany  County 

Dr.  Nicholas  P.  Teresi  has  been  awarded  a fellow- 
ship in  medicine  at  the  Lahey  Clinic  in  Boston. 

Dr.  Teresi  was  graduated  from  Hahnemann  Medi- 
cal College  in  Philadelphia. 


“Our  biologic,  chemical,  and  physical  discoveries 
have  far  outrun  our  social  and  economic  adjust- 
ments, and  the  war  demands  have  completely 
thrown  society  out  of  gear.  In  no  other  branch  of 
science  as  in  medicine  have  its  discoveries  been  so 
quickly,  and  at  so  little  cost,  put  at  the  disposal  of 
the  public;  but  still  it  is  not  enough.  In  this  lies  the 
Academy’s  opportunity  and  obligation  to  educate 
the  medical  profession  for  their  proper  use  and  the 
laity  for  proper  cooperation.” 

Outlining  the  program  of  the  Academy  for  the  near 
future,  Dr.  Chace  said: 

“We  propose,  to  scrutinize  carefully  the  proposals 
and  plans  for  the  postwar  world  that  are  formulated 
by  responsible  and  authoritative  agencies.  We  in- 
tend to  do  this  so  that  we  may  be  fully  informed  and 
in  a position  to  contribute  effectively  to  such  services 
as  we  may  be  ultimately  called  on  to  render. 

“We  must  also  devote  our  attention  to  those 
various  health  problems  that  issue  from  food  and 
fuel  rationing,  from  the  intensification  of  our  indus- 
trial efforts,  and  from  the  increased  participation  of 
women  in  war  work. 

“Civilian  defense  units  must  be  kept  up  to  date. 
Catastrophe  teams  must  be  kept  continually  on 
the  alert.  Plans  must  be  perfected  for  the  emotional 
and  physical  rehabilitation  of  men  returning  from 
the  war.  The  refresher  courses  in  medicine  must  be 
given  with  increasing  intensity.” 


He  has  been  on  the  medical  staffs  of  the  Mt. 
Morris  Sanatorium  and  the  Saratoga  County  Tuber- 
culosis Hospital.  At  present,  he  is  on  the  intern 
staff  of  St.  Peter’s  Hospital  in  Albany.  Dr.  Teresi 
[Continued  on  page  272] 
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The  demands  of  war  are  bringing  an 
increase  in  the  number  of  middle-aged  women  in 
industry.  Efficiency  demands  that  they  keep  fit — 
physically  and  emotionally. 

It  is  estimated  that  80  per  cent  of  women  in  this 
age  group  experience  menopausal  symptoms — some 
severe  and  well  recognized — others  milder  and  more 
vague.  Clinical  investigations  show  that,  in  a large 
percentage  of  cases,  adequate  estrogenic  therapy  will 
eliminate  or  greatly  relieve  these  symptoms,  and  thus 
enable  these  women  to  stay  "on  the  job.” 

The  high  clinical  effectiveness  of  Amniotin  in  re- 
lieving the  distressing  vasomotor  symptoms  of  the 
menopause  has  been  amply  demonstrated  by  numer- 
ous clinical  reports  published  during  the  past  12 
years.  The  product  has  likewise  proved  valuable  in 
treating  other  conditions  related  to  a deficiency  of 
estrogenic  substances. 

TWO  NEW  ADVANTAGES  ...  The  new  economy 
size  vials  of  Amniotin  offer  two  distinct  advantages. 
They  provide  a substantial  saving  over  the  cost  of 
Amniotin  in  ampuls  and  they  facilitate  use  of  frac- 
tional doses  without  waste  of  material. 


Differing  from  estrogenic  substances  containing 
or  derived  from  a single  crystalline  factor,  Amniotin 
is  a highly  purified,  non-crystalline  preparation  of 
naturally  occurring  estrogenic  substances  derived 
from  pregnant  mares’  urine.  Its  estrogenic  activity  is 
expressed  in  terms  of  the  equivalent  of  international 
units  of  estrone.  In  addition  to  the  economy  vial 
packages  and  the  ampuls  (both  of  which  are  for 
intramuscular  injection)  you  can  secure  Amniotin 
in  capsules  for  oral  administration  and  in  pessaries 
for  intravaginal  use. 


ECONOMY  SIZE  VIALS 

10  cc.  . . . 10,000  I.U.  per  cc. 

10  cc.  . . . 20,000  I.U.  per  cc. 

20  cc.  . . . 2,000  I.U.  per  cc. 


For  literature  write  Professional  Service  Dept.,E.  R.  Squibb  & Sons,  745  Fifth  Ave.,  New  York 


Amniotin 


ASQUIBB  PREPARATION  OF  ESTROGENIC  SUBSTANCES 
OBTAINED  FROM  THE  URINE  OF  PREGNANT  MARES 
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will  assume  his  new  duties  at  the  Lahey  Clinic  on 
July  1.* 

Bronx  County 

The  regular  meeting  of  the  county  society  was 
held  at  Burnside  Manor  on  January  20  at  8:00  p.m. 

The  program  opened  with  an  executive  session. 
Three  addresses  were  given  in  the  scientific  session: 
‘ ‘Prevention  and  Nonsurgical  Treatment  of  Pulmo- 
nary Suppuration,”  by  Harry  Wessler,  M.D.;  “Surgi- 
cal Aspects  of  Pulmonary  Suppuration,”  by  Harold 
Neuhof,  M.D.;  and  “Roentgen  Therapy  in  Preven- 
tion and  Treatment  of  Pulmonary  Suppuration,”  by 
Solomon  Ginsburg,  M.D. 

Another  feature  was  a scientific  exhibit — “Acute 
Mediastinal  Infections — Demonstration  of  X-Ray 
Films,”  by  Dr.  Neuhof  and  Dr.  Maurice  S.  Harte; 
and  “Roentgenologic  Aspects  of  Pulmonary  Sup- 
puration,” in  which  the  following  hospitals  were 
represented:  Fordham  Hospital,  by  Dr.  Henry 
Hirsch;  Lebanon  Hospital,  by  Dr.  Jacob  Bower; 
Lincoln  Hospital,  by  Drs.  Charles  Gottlieb  and 
Harry  Weaver;  Montefiore  Hospital,  by  Drs.  Solo- 
mon Fineman,  Jacob  Bower,  and  Irving  J.  Kane; 
and  Morrisania  Hospital,  by  Dr.  Samuel  F.  Weitz- 
ner. 

Broome  County 

A standardized  county-wide  welfare  medical  plan 
has  been  approved  for  the  Broome  County  Depart- 
ment of  Welfare  by  the  State  Department  of  Social 
Welfare.  The  county  plan  started  to  operate  in 
January,  with  Dr.  F.  M.  Dyer  as  medical  consultant 
for  the  county  on  a part-time  basis. 

First  public  announcement  of  the  program  was 
made  by  William  C.  Hawthorne,  Broome  County 
welfare  commissioner,  in  his  annual  report  to  the 
Board  of  Supervisors. 

“We  have  always  felt,”  he  wrote,  “that  the  re- 
cipients of  medical  care  should  have  all  necessary 
attention,  but  it  reached  the  point  where  we  felt 
that  the  amount  of  care  authorized  should  not  be 
determined  by  anyone  outside  the  medical  pro- 
fession. With  the  cooperation  of  the  State  Depart- 
ment of  Social  Welfare,  Broome  County  Medical 
Society,  Broome  County  Dental  Society  and 
County  Association  of  Druggists,  the  superinten- 
dents of  hospitals,  and  other  professional  groups, 
Broome  County  has  completed  a medical  plan 
which  is  now  in  full  operation.” 

Mr.  Hawthorne  explained  that  the  “medical  plan 
represents  a standardized  agreement  of  charges  for 
medical  care  of  Broome  welfare  clients  by  doctors, 
dentists,  hospitals,  and  druggists  under  uniform 
procedure.” 

He  explained  that  the  county  will  operate  the  plan 
on  a zone  basis  for  medical  calls  and  that  the  program 
contemplates  no  change  in  over-all  medical  costs 
from  those  of  former  years.  Medical  care  during  the 
fiscal  year  which  ended  October  31,  1942,  cost 
$55,100.96  for  treatment  of  welfare  cases  in  area 
hospitals  and  professional  services  in  hospitals. 

The  plan  is  in  line  ’with  similar  plans  either  al- 
ready operating  or  proposed  for  upstate  counties 
under  state  department  jurisdiction.* 

Cayuga  County 

Dr.  Frank  L.  DeFurio,  Auburn  physician,  has 
been  appointed  coroner  of  Cayuga  County  to  suc- 
ceed the  late  Dr.  Raymond  C.  Almy.  The  ap- 
pointment was  made  by  Governor  Charles  Poletti. 

* Asterisk  indicates  item  is  from  local  newspaper. 


Dr.  DeFurio  will  hold  office  as  coroner  until 
December  31,  1943,  the  incumbent  to  take  over 
after  that  date  to  be  decided  at  the  1943  fall  elec- 
tions. 

The  duties  of  the  coroner  will  not  be  new  to  Dr. 
DeFurio,  as  he  served  from  August,  1937,  to  January 
1,  1938,  as  successor  to  the  late  Dr.  A.  F.  Hogman.* 

Jefferson  County 

Dr.  Leandro  M.  Tocantine,  associate  professor 
of  medicine  at  Jefferson  Medical  College,  Philadel- 
phia, was  the  speaker  at  the  January  meeting  of  the 
Medical  Society  of  Schenectady  County  held 
December  29  at  9 o’clock  in  the  auditorium  of  the 
Whitmore  Home  of  Ellis  Hospital. 

Dr.  Tocantine,  wffio  is  also  director  of  hematology 
of  Jefferson  Medical  College  Hospital,  Philadelphia, 
spoke  on  “Nutritional  and  Metabolic  Aspects  of 
Disorders  of  the  Blood.”* 

Kings  County 

The  county  society  has  approved  a plan  to  con- 
duct physical  examinations  for  teen-age  high-school 
students  who  expect  to  be  called  for  war  service. 

The  Board  of  Education  has  asked  that  all  such 
youths  go  to  family  physicians  for  an  examination. 
In  the  event  that  some  have  no  family  physician 
and  cannot  pay  the  usual  fee,  volunteer  physicians 
will  be  asked  to  make  the  examinations  at  their 
offices. 

A roster  of  physicians  who  have  offered  to  par- 
ticipate in  the  plan  is  being  prepared  by  the  director 
of  medical  activities  of  the  medical  society. 

Each  high  school  will  be  given  a copy  of  the  roster 
through  the  office  of  the  Department  of  Health 
Education  of  the  Board  of  Education.  Each  stu- 
dent will  have  an  opportunity  to  select  from  the  ros- 
ter a physician  of  his  choice. 

Each  high  school  will  assume  the  responsibility  for 
the  follow-up  care  of  defects  discovered  in  the  ex- 
aminations, either  through  the  aid  of  the  boy’s 
own  physician  wherever  possible,  or  through  co- 
operation with  municipal  clinics. 

The  plan  is  only  for  the  pre-induction  group  of 
high-school  students  16  years  old  and  older,  for  the 
duration. 

Dr.  Charles  F.  McCarty,  director  of  medical 
activities  of  the  medical  society,  is  receiving  regis- 
trations of  men  and  women  physicians  at  the  head- 
quarters of  the  society,  1313  Bedford  Avenue.* 


The  regular  annual  meeting  of  the  Pan-American 
Medical  Association,  Brooklyn  and  Long  Island 
Chapter,  was  held  December  4 at  the  home  of  the 
president,  18  Prospect  Park  West,  Brooklyn. 

The  following  officers  wrere  elected:  president, 
Edwin  A.  Griffin,  M.D.;  vice-presidents,  F.  Ray- 
mond Surber,  M.D.,  A.  W.  Martin  Marino,  M.D., 
and  Milton  B.  Bergmann,  M.D.;  secretary,  Frank 
E.  Mahon,  M.D.;  treasurer,  Morris  W.  Henry, 
M.D. 

It  wras  decided  to  have  a symposium  on  “Sudden 
Death  in  Surgical  Cases,”  at  a Brooklyn  hospital 
during  February. 

During  the  regular  monthly  meeting  of  the  Brook- 
lyn Urological  Society  the  following  officers  were 
elected  for  1943: 

President,  Dr.  John  J.  Bottone;  vice-president, 
Dr.  Oscar  Schoenemann;  secretary-treasurer,  Dr. 
Francis  O.  Osterhus. 

[Continued  on  page  274] 
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Dr.  M.  Ruiz  Castaneda,  official  of  the  Depart- 
ment of  Public  Health  of  Mexico,  who  is  visiting 
in  the  United  States  as  a guest  of  the  Department  of 
State,  spoke  on  typhus  fever  at  a meeting  of  the 
Research  Society  of  the  Long  Island  College  of 
Medicine  on  January  2. 

The  entire  student  body  had  been  invited  to  hear 
Dr.  Castaneda’s  lecture.  This  subject,  according 
to  the  announcement  issued  by  the  college,  is  of 
paramount  importance  in  the  teaching  of  military 
medicine  and  is  one  of  the  phases  of  tropical  medi- 
cine being  stressed  there  at  the  present  time. 

According  to  Dr.  Wade  W.  Oliver,  professor  of 
bacteriology  and  head  of  the  Department  of  Bac- 
teriology  of  the  college,  it  is  of  particular  value  to 
medical  students  of  the  college  at  this  time  to  have 
heard  Dr.  Castaneda  speak  on  his  researches,  since 
typhus  fever  is  a disease  which  is  world-wide  in  dis- 
tribution and  has  raged  in  violent  epidemic  propor- 
tions in  the  wake  of  every  war  fought  in  Europe  dur- 
ing modern  times.  * 


The  county  society  and  the  Academy  of  Medicine 
of  Brooklyn  held  a stated  meeting  on  Tuesday, 
January  19,  at  8:45  p.m.  in  MacNaughton  Audi- 
torium. 

The  scientific  program  included  “The  Role  of  the 
County  Society  in  the  War”  (Inaugural  Address), 
by  John  J.  Gainey,  M.D.,  F.A.C.S.,  president  of  the 
Medical  Society  of  the  County  of  Kings  and  of  the 
Academy  of  Medicine  of  Brooklyn;  and  “The  Use 
of  Malaria  in  the  Treatment  of  Syphilis,”  by 
Arthur  W.  Grace,  M.D.,  F.A.C.P.,  professor,  of  der- 
matology and  syphilology,  Long  Island  College  of 
Medicine. 

Livingston  County 

Child  health  consultations  are  sponsored  by  the 
Livingston  County  Medical  Society  throughout  the 
county  for  the  purpose  of  giving  every  child  between 
the  ages  of  6 months  and  6 years  an  opportunity  to 
have  a thorough  physical  examination  at  least  once 
a year.  Children  in  this  age  group  who  are  not 
already  being  examined  by  their  family  physician 
once  a year  are  invited  to  attend  the  consultation. 

At  the  consultation  the  children  are  examined  by 
a local  physician  and  have  their  teeth  cleaned  by  a 
dental  hygienist,  and  they  have  the  privilege  of  re- 
ceiving dental  care  at  a dental  clinic. 

The  aim  of  the  annual  physical  examination  is  to 
encourage  parents  to  have  correction  made  of  such 
conditions  as  defective  tonsils,  teeth,  hernia,  mal- 
nutrition, etc.,  so  that  the  children  will  be  ready  to 
enter  school  in  good  health. 

From  time  to  time  these  consultations  are  held  in 
Caledonia.  Parents  wishing  to  take  advantage  of 
them  may  leave  their  names  with  Mrs.  Harold  King, 
after  which  an  appointment  will  be  given  them.* 

Madison  County 

A recent  report  stressed  the  part  that  public  health 
nurses  are  playing  in  relieving  the  serious  shortage  of 
physicians  and  nurses  and  the  overcrowded  condi- 
tion of  hospitals  in  the  county.  The  following  para- 
graph, which  gives  some  interesting  figures  on  this 
subject,  was  clipped  from  the  Hamilton  Republican 
of  December  31: 

“Figures  indicated  that  the  nurses  covered  52,535 
miles  and  spent  10,389  hours  on  duty  during  the 


year,  making  some  6,393  visits.  Most  of  these  visits 
were  maternity  calls,  before,  during,  and  after  de- 
livery. Children  received  1,500  visits  for  purposes 
of  health  supervision;  936  visits  were  made  to  give 
nursing  care  during  other  illness;  and  there  were  692 
visits  to  cases  and  contacts  of  tuberculosis.  At  least 
3,000  school  children  in  forty-six  schools  of  the 
county  are  under  the  direct  supervision  of  the  county 
nurses.” 

Nassau  County 

The  effect  of  the  war  on  doctors  of  Nassau  County 
and  the  work  doctors  are  doing  on  selective  service 
boards  were  outlined  by  Dr.  Smith  A.  Combes, 
former  village  health  officer  and  now  examining 
officer  for  the  local  draft  board,  at  a meeting  of  the 
Hempstead  Lions  Club  on  December  23. 

One  hundred  and  fifty  members  of  the  Nassau 
County  Medical  Society,  comprising  about  30  per 
cent  of  the  total  membership,  are  now  in  the  armed 
forces,  Dr.  Combes  told  the  Lions.  Most  of  the 
doctors  in  service  are  under  37  years  of  age  and  were 
formerly  the  most  active  general  practitioners.* 

New  York  County 

Students  will  be  admitted  in  February  for  occu- 
pational and  physical  therapy  courses  at  Columbia 
University  in  an  effort  to  relieve  the  shortage  of 
technicians  in  this  field  in  the  Army  and  Navy. 
Professor  Harry  Morgan  Ayres,  acting  director  of 
University  Extension,  has  announced. 

The  course  in  physical  therapy,  instituted  last 
September,  calls  for  two  years  of  work,  and  the 
course  in  occupational  therapy  three  years.  While 
brief  emergency  courses  have  been  established  else- 
where, Columbia  is  giving  the  full  course,  it  was  ex- 
plained, not  only  to  train  students  for  immediate 
war  duties  but  also  to  meet  “the  increasing  demands 
that  will  be  made  in  the  postwar  rehabilitation  pe- 
riod.”* 


On  January  12  New  York  newspapers  carried  an 
exciting  story  of  a surgical  feat  by  a New  Yorker. 
We  quote  the  following  account  from  the  Herald 
Tribune: 

“Lieutenant  William  W.  Walker  (j.g.),  of  the 
medical  corps  of  the  United  States  Naval  Reserve, 
successfully  performed  an  emergency  appendectomy 
last  w'eek  aboard  a destroyer  in  a sea  so  rough  that 
he  wras  lashed  to  stanchions  to  help  him  keep  a 
steady  hand  ....  The  patient  was  another  lieuten- 
ant, who  on  a previous  trip  saved  Dr.  Walker  from 
possible  serious  injury  or  death. 

“During  the  same  week  Lieutenant  Walker,  who  is 
twenty-eight  years  old,  performed  a second  ap- 
pendectomy, froze  a third  appendix  to  postpone  an 
operation,  and  set  a fractured  arm,  according  to  his 
commander,  Lieutenant-Commander  George  C. 
Seay. 

“Lieutenant  Walker,  the  son  of  Dr.  William  J. 
Walker,  a New  York  police  surgeon,  of  840  Morris 
Park  Avenue,  the  Bronx,  [modestly]  attributes  the 
success  with  which  he  managed  the  series  of  medical 
emergencies  to  the  cooperation  of  Commander  Seay, 
to  a pharmacist’s  mate  who  assisted  him,  and  to  a 
sympathetic  crew.” 


Dr.  John  H.  Barrett,  of  Palestine,  Texas,  wffio  for 
the  past  two  years  has  been  a resident  surgeon  in 
[Continued  on  page  276] 
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Patients  with 
Long-Standing  Ptosis 

Are  Grateful 
For  Relief 
Given  By 
Individually 
Designed 
SPENCER 
SUPPORT 

A B 

A . Patient  with  ex-  r> . Same  patient  in  the  Spencer 
-rv*  treme  case  of  en-  that  was  designed  especially 

teroptosis.  Probably  has  for  her.  Note  support  given — and 
movable  kidney,  also.  improvement  in  posture. 

Doctors  have  remarked  the  immediate  favor- 
able reaction  of  patients  with  long-standing  ptosis 
to  a Spencer  Support.  This  is  because  the  Spencer 
has  been  designed  especially  for  patient  to  im- 
prove posture. 

A Spencer  Support  gently  lifts  sagging  organs, 
while  allowing  freedom  at  upper  abdomen.  This, 
plus  posture  improvement,  aids  digestion,  elimination  and 
improves  circulation  of  blood  through  abdomen.  Appetite 
usually  improves. 

Every  Spencer  is  individually  designed  for  patient,  of  non- 
elastic material.  Hence,  the  support  it  provides  is  constant, 
and  the  Spencer  can  be — and  IS — guaranteed  NEVER  to  lose 
its  shape.  Why  prescribe  a support  that  soon  loses  its  shape 
and  becomes  useless  before  worn  out?  Spencers  are  light, 
flexible,  durable,  easily  laundered. 

For  service  look  in  telephone  book  under  "Spencer  Cor- 
setiere”  or  write  direct  to  us. 


SPENCER 


INDIVIDUALLY 

DESIGNED 


Abdominal,  Back  and  Breast  Supports 


SPENCER,  INCORPORATED 
137  Derby  Ave.,  New  Haven,  Conn. 

In  Canada:  Rock  Island,  Quebec. 

In  England:  Spencer  (Banbury)  Ltd.,  Banbury,  Oxon. 

Please  send  me  booklet,  "How  Spencer  Supports 
Aid  the  Doctor’s  Treatment." 

M.D, 


May  We 
Send  You 
Booklet? 


Address 
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otolaryngology  at  the  Manhattan  Eye,  Ear,  and 
Throat  Hospital,  has  returned  to  Texas  to  become 
associated  with  Drs.  Foster,  Logue,  Cody,  and 
Robison  of  the  Houston  Eye,  Ear,  and  Throat  Hos- 
pital. 


Dr.  Bret  Ratner,  clinical  professor  of  pediatrics, 
New  York  Univeristy  College  of  Medicine,  has 
been  appointed  visiting  pediatrician  and  director  of 
pediatrics  at  the  Sea  View  Hospital,  New  York 
City,  to  succeed  Dr.  Bela  Schick,  who  has  retired 
and  is  now  consultant  pediatrician. 


Dr.  George  B.  Dorff,  Brooklyn  endocrinologist 
and  specialist  in  glandular  disturbances,  was  in- 
ducted as  president  of  the  East  New  York  Medical 
Society  at  its  thirty-third  annual  installation  meet- 
ing in  the  Temple  Auditorium  on  January  3.  He 
succeeds  Dr.  Morris  Ant. 

Dr.  Dorff  is  in  charge  of  the  Children’s  Endocrine 
Clinic  at  Bellevue  Hospital,  Manhattan,  and  at 
Beth-El  Hospital,  Brooklyn.  He  is  a Fellow  of 
the  American  College  of  Physicians. 

Other  officers  inducted,  in  addition  to  Dr.  Dorff, 
by  Dr.  William  Levine,  a former  president  of  the 
society  who  acted  as  the  installing  officer,  were: 
Dr.  Max  Dannenberg  and  Dr.  Jacob  S.  Reilly, 
vice-presidents;  Dr.  Harry  Bloch,  treasurer;  Dr. 
Gerry  L.  Esersky,  assistant  treasurer;  Dr.  Mortimer 
M.  Kopp,  corresponding  secretary;  Dr.  Harold 
Levy,  recording  secretary;  Dr.  Harry  Rascoff, 
historian;  Dr.  A.  M.  Litvak,  program  chairman. 

Dr.  Raphael  Kurzrok  spoke  on  “Sterility”  and 
Dr.  A.  Weissman  on  “A  New  Pregnancy  Test.” 

Officials  of  the  Kings  County  Medical  Society 
were  guests  at  the  meeting,  including  Dr.  John 
Gainey,  president;  Dr.  Leo  Schwartz,  president- 
elect; Dr.  Charles  McCarty,  medical  director;  Dr. 
B.  M.  Bernstein,  secretary;  and  Dr.  A.  Koplowitz 
of  the  economics  committee. 

Approximately  one-fourth  of  the  East  New  York 
Medical  Society’s  membership  of  over  400  is  now  in 
the  service  and  the  remainder,  in  addition  to  heavily 
increased  medical  duties,  is  actively  engaged  in 
civilian  defense  endeavors.* 


Friends  and  colleagues  of  Dr.  A.  Bern  Hirsh  paid 
tribute  to  him  at  a dinner  held  before  his  retirement 
as  managing  editor  of  the  Journal  of  the  Medical 
Society  of  the  County  of  New  York  on  December  31. 


“Metropolitan  News  Briefs,”  a regular  feature  in 
the  New  York  County  Journal,  carried  these  items 
in  its  January  9 issue: 

“New  Yorkers  who  will  participate  in  the  Fifth 
Annual  Forum  on  Allergy  to  be  held  in  Cleveland, 
January  9-10,  are  Dr.  Mary  E.  H.  Loveless,  on 
‘The  Immunology  of  the  Atopic  Reactions,’  and 
Dr.  Bret  Ratner,  on  ‘The  Management  of  Asthma 
in  Children.’  ” 

“Ernest  F.  Krug,  M.D.,  has  been  appointed  con- 
sulting ophthalmologist  at  Lenox  Hill  Hospital.” 

“At  the  annual  meeting  of  the  Medical  Alliance, 
Inc.,  held  on  December  24,  the  following  officers 
were  elected  for  1943:  Jacob  A.  Seal,  president; 
Julius  Ferber,  secretary;  Ellis  M.  Schwartz, 
treasurer;  Barnett  Dobrow,  Solomon  Feigin,  and 


Morris  Schoenfeld,  board  of  governors  for  three 
years.” 

“William  T.  Carstarphen,  M.D.,  is  serving  as 
chief  medical  officer  of  the  Rohwer  War  Relocation 
Project,  in  Washington,  D.C.” 

“The  following  New  York  City  physicians  will 
participate  in  the  fifth  Annual  Congress  on  Indus- 
trial Health,  sponsored  by  the  Council  on  Industrial 
Health  of  the  American  Medical  Association,  which 
will  meet  in  Chicago  January  11-13:  Roy  S.  Bonsib, 
on  ‘Ocular  Signs  of  Industrial  Poisoning’ ; Leverett 
D.  Bristol,  on  ‘Problems  of  Organization  and  Ad- 
ministration’ (in  the  immunization  of  industrial 
workers);  M.  H.  Manson,  on  ‘How  to  Make 
Industrial  Medical  Records  Work  for  You’;  and 
Henry  D.  Sayer,  on  ‘Workmen’s  Compensation: 
The  Shape  of  Things  to  Come.’  ” 

Niagara  County 

Dr.  Lemuel  R.  Hurlbut,  of  Lockport,  has  been 
appointed  by  the  Board  of  Education  as  medical 
inspector  of  the  Lockport  public  schools  to  fill  a 
vacancy  left  by  the  death  of  Dr.  Henry  H.  Mayne. 

Dr.  Hurlbut  has  been  a practicing  physician  in 
Niagara  County  since  1906.  During  World  War  I 
he  served  in  the  Medical  Corps  of  the  U.S.  Army, 
being  discharged  in  1919  with  the  rank  of  major. 

He  was  elected  a Niagara  County  coroner  at  the 
general  election  last  November  and  assumed  that 
office  on  January  1. 

Ontario  County 

The  first  regular  quarterly  meeting  of  the  county 
society  for  1943  was  held  in  Canandaigua  at  the 
Canandaigua  Hotel  on  January  12.  A business 
meeting  and  dinner  preceded  the  scientific  session, 
which  featured  a full  color  movie,  with  sound,  en- 
titled “Peptic  Ulcer.”  Discussion  of  the  movie 
was  given  by  Dr.  W.  J.  M.  Scott,  associate  professor 
of  surgery,  University  of  Rochester  School  of  Medi- 
cine; Dr.  A.  S.  Taylor,  chief  surgeon  and  superin- 
tendent of  Clifton  Springs  Sanitarium  and  Clinic; 
and  Dr.  S.  A.  Munford,  chief  of  medical  staff  of 
Clifton  Springs  Sanitarium  and  Clinic. 

Otsego  County 

As  a contribution  to  the  war  effort,  the  library  of 
the  Mary  Imogene  Bassett  Hospital  at  Coopers- 
town  has  collected  books,  pamphlets,  reprints,  and  1 1 
government  publications  on  the  various  aspects  of 
war  medicine  and  surgery,  and  is  equipped  with  a 
new  Spencer  Microfilm  Reader,  thus  making  avail- 
able to  members  of  the  medical  profession  within  the 
neighboring  communities  all  the  latest  material  in 
these  fields. 

A full-time  librarian  is  on  duty  and  ready  to  offer 
assistance  in  assembling  material  for  special  studies. 

The  facilities  of  the  library  are  available  not  only  to 
the  staff  members,  but  also  to  any  members  of  the 
medical  profession  in  the  vicinity  and  neighboring 
counties  who  care  to  make  use  of  them.  Inquiries 
should  be  addressed  to  Miss  Mary  E.  Davenport, 
librarian. 

Schenectady  County 

Dr.  Leandro  M.  Tocantine,  associate  professor 
of  medicine  at  Jefferson  Medical  College  and  director 
of  hematology  at  the  Jefferson  Medical  College 
Hospital,  spoke  on  nutritional  and  metabolic  aspects 
of  disorders  of  the  blood  at  the  Schenectady  County 
Medical  Society  meeting  on  December  29  in  the 
Nurses’  Home  Auditorium,  Ellis  Hospital.* 

[Continued  on  page  278] 


Who  are  the  men 

BEHIND  THE  "FACTS” 


FACTS  quoted  by  Philip  Morris  are  based  on 
studies  conducted  by  recognized  authorities 
whose  work  is  known  to  the  profession . . . whose  find- 
ings have  been  published  in  leading  medical  j ournals.  * 

Their  tests,  not  only  in  the  laboratory,  but  in  the 
clinic  as  well,  have  conclusively  proved  Philip  Morris 
Cigarettes  to  be  definitely  and  measurably  less  irritat- 
ing to  the  sensitive  tissues  of  the  nose  and  throat  . . . 
an  advantage  due  to  a difference  in  tho  manufacture 
of  Philip  Morris. 

May  we  suggest  that  you  try  Philip  Morris,  and 
observe  the  results  for  yourself  ? 


Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc. 

119  Fifth  Avenue,  N.  Y. 


* Laryngoscope , Feb . 1935 , Vol.  XLV,  No.  2 , 149-154 
Laryngoscope,  Jan.  1937 , Vol.  XLV II,  No.  1,  58-60 
Proc.  Soc.  Exp.  Biol,  and  Med.,  1934,  32,  241 
N.  Y.  State  Journ . Med.,  Vol.  35,  6-1-35,  No.  11,  590-592. 
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Suffolk  County 

Recently  many  localities  throughout  New  York 
State  have  reported  alarming  increases  in  juvenile 
delinquency — in  some  instances  as  high  as  50  per 
cent.  It  is,  therefore,  with  justifiable  pride  that 
Suffolk  County  can  report  a drop  of  almost  50  per 
cent  in  delinquency  referrals  for  the  fiscal  year 
ending  October  31,  1942,  over  a similar  period  in 
1941. — News  Letter,  Suffolk  Co.  Med.  Soc. 


The  quarterly  meeting  of  the  county  society  was 
held  on  January  27  at  Friede’s  Riverside  Inn  in 
Smithtown. 


For  the  purpose  of  providing  financial  assistance 
to  the  families  of  members  of  the  staff  who  enter 
the  armed  forces,  the  members  of  the  medical  staff 
of  Huntington  Hospital  have  instituted  a fund 
to  which  its  members  contribute.  From  this  fund 
the  families  receive  each  month  $100  with  which  to 
maintain  the  expenses  of  home,  insurance,  and 
education  of  children,  that  might  otherwise  be  im- 
possible on  the  comparatively  lower  income  of  an 
officer.  This  plan  is  unique  in  the  State  of  New 
York  but  is  being  studied  by  the  Suffolk  County 
Medical  Society  for  possible  adoption  throughout 
Suffolk  County.  * 

Westchester  County 

“Society  Aims  in  1943”  were  published  in  the 
January  issue  of  the  Westchester  Bulletin.  These 
aims  are: 

“1.  To  maintain  the  opportunities  of  practicing 
physicians  to  keep  abreast  of  advances  in  medicine 
through  as  complete  a schedule  of  society  meetings 
as  may  be  possible  under  the  circumstances. 

“2.  To  maintain  communications  with  our  mem- 
bers in  service  and  to  safeguard,  in  so  far  as  possible, 


their  professional  good-will  while  they  are  absent 
in  the  service  of  our  country. 

“3.  To  satisfy  as  rapidly  and  as  adequately  as 
may  be  possible  the  requirements  of  the  ‘home 
front’  for  medical  service  in  the  event  of  emergency 
or  epidemic,  and  despite  diminished  numbers  of 
medical  personnel  available. 

“4.  To  seek  out  every  promising  opportunity  for 
the  extension  of  preventive  medicine  and  health 
service  to  the  public,  with  particular  attention  to 
industrial  workers. 

“5.  To  promote  the  acceptance  of  medical 
expense  insurance  and  to  assure  its  successful  and 
satisfactory  operation  by  every  means  at  our  com- 
mand.” 


The  county  society  had  as  its  guest  speaker  at 
its  regular  meeting  on  January  19  Dr.  Cornelius 
P.  Rhoads,  director  of  the  Memorial  Hospital  in 
New  York  City.  His  topic  was  “Nutrition  and 
Cancer.” 

Dr.  Rhoads  was  formerly  pathologist  at  the  Hos- 
pital of  the  Rockefeller  Institute  for  Medical  Re- 
search. He  did  some  important  work  on  sprue  and 
related  anemias  during  the  past  few  years,  both  in 
Puerto  Rico  and  in  New  York.  He  is  perhaps  most 
widely  known  for  his  more  recent  work  in  the  in- 
vestigation of  the  influence  of  nutritional  factors  on 
the  growth  of  tumors,  and,  conversely,  the  influence 
of  tumors  on  the  nutritional  status  of  patients. 

Dr.  Rhoads  is  also  a member  of  the  Committee  on 
Blood  Substitutes  of  the  National  Research  Council 
and  played  an  important  part  in  developing  the 
present  technic  of  the  American  Red  Cross  in  blood 
procurement. 


Dr.  Samuel  W.  Hamilton,  formerly  of  the  staff  of 
the  New  York  Hospital,  Westchester  Division,  is 
coauthor,  with  Edith  M.  Stern,  of  a new  book, 
Mental  Illness — A Guide  for  the  Family. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Maurice  M.  Berck 

38 

Cornell 

January  4 

Manhattan 

Hermann  J.  Boldt 

86 

N.Y.  Univ. 

January  12 

White  Plains 

Arthur  R.  Braunlich 

74 

P.  & S.,  N.Y. 

January  8 

Manhattan 

Louis  B.  Chapman 

65 

Cornell 

January  9 

New  Rochelle 

Charles  T.  Crance 

. 64 

Buffalo 

December  26 

North  Tonawanda 

Solomon  D.  Deren 

61 

Kiev 

January  5 

Syracuse 

Adolph  Goldhammer 

70 

P.  & S.,  N.Y. 

December  27 

Bronx 

Valentine  J.  Klein 

76 

N.Y.  Univ. 

December  28 

Brooklyn 

Hiram  L.  Knapp 

75 

Buffalo 

December  21 

Newark  Valley 

Orville  N.  Lewis 

63 

L.I.C.  Hospital 

January  9 

Haverstraw 

Vincent  G.  Maggiore 

39 

Virginia 

December  5 

Brooklyn 

Nicholas  L.  Mulvey 

81 

Niagara 

January  6 

Syracuse 

William  H.  Norrish 

77 

Niagara 

December  27 

Kenmore 

Elmer  E.  Thurber 

81 

Vermont 

December  27 

Brainardsville 

Frances  H.  White 

73 

Michigan 

January  3 

Fairport 

Henry  C«  Young 

81 

Albany 

January  8 

Hagaman 

Some  overworked  doctor 

may  appreciate  knowing  that . . . 


Biolac  saves  time 

Biolac  provides  for  all  nutritional 
needs  of  the  young  infant  except  vitamin 
C.  You  save  valuable  time  because  there 
are  no  extra  formula  ingredients  to  be 
calculated. 

NO  LACK  IN  BIOLAC 

Borden’s  complete  infant  formula 


Biolac  assures  formula  safety 

Since  mothers  simply  dilute  Biolac  with 
boiled  water  as  you  prescribe,  there  is  less 
chance  of  upsets  arising  from  errors  or 
contamination  in  preparing  formulas. 


• Biolac  is  prepared  from  whole  milk,  skint  milk, 
lactose.  Vitamin  Bi,  concentrate  of  Vitamins  A and 
D from  cod  liver  oil,  and  ferric  citrate.  It  i$  evapo « 


rated,  homogenized,  and  sterilized.  For  professional 
information , write  Borden's  Prescription  Products 
Division , 350  Madison  Avenue , JVew  York  City, 
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Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 

A TTENTION!  County  Chairmen  on  Press  and  season.  Let’s  continue  our  good  work  through 
Publicity:  1943. 

More  news  will  be  welcomed  by  your  state  chair-  The  February  board  meeting  will  be  held  at  the 
man.  Be  sure  to  send  it  in  before  the  first  and  DeWitt  Clinton  Hotel  in  Albany  on  February  14 

fifteenth  of  the  month.  It  is  through  your  coopera-  and  15.  Please  make  your  reservation  early.  You 
tion  that  we  know  what  each  county  auxiliary  will  hear  more  about  this  meeting.  This  is  just  an 
is  doing.  We  have  all  had  a happy  holiday  advance  notice. 


County  News 


Fulton.  Mrs.  M.  F.  Drury  entertained  the 
members  of  the  woman’s  auxiliary  at  her  home  in 
Gloversville.  Twenty-four  members  were  pres- 
ent. 

At  the  business  session  it  was  reported  that  the 
members  had  filled  fifteen  embarkation  bags  which 
have  been  sent  to  soldiers.  Each  member  has  also 
contributed  a book  for  service  men.  A Christmas 
party  was  held  after  the  business  session,  with  Mrs. 
B.  G.  McKillip  in  charge  of  the  program.  Mrs. 
Clara  Spencer  sang  a solo,  and  Miss  Ruth  Test  gave 
a reading.  Mr.  Richard  T.  Furlong,  acting  as 
Santa  Claus,  distributed  gifts.  Refreshments  were 
served  under  the  direction  of  a committee  headed 
by  Mrs.  Fred  Lenz. 

Nassau.  The  Nassau  Hospital  auditorium  in 
Mineola  was  decorated  in  the  Christmas  theme  for 
the  annual  Christmas  party.  A large  Christmas 
tree  was  set  in  the  center  of  the  room  and  gifts 
placed  around  it — not  for  adults,  but  for  the  chil- 
dren, under  the  Nassau  County  Foster  Parents 
program. 


Mrs.  Arthur  D.  Jacques  presided  at  a short  busi- 
ness meeting,  when  Mrs.  J.  C.  Selicetti  was  received 
as  a new  member.  Mrs.  Jacques  named  the  fol- 
lowing as  a budget  committee:  Mrs.  Louis  A. 

VanKleeck,  Mrs.  Albert  M.  Bell,  Mrs.  Arthur 
Chalmers  Martin,  and  Mrs.  Howard  F.  Munro. 
Military  bridge  was  played,  prizes  going  to  Mrs. 
Nathaniel  Robin,  Mrs.  William  G.  Burke,  Mrs. 
Francis  J.  Buckley,  Mrs.  Walter  F.  Stillger,  and 
Mrs.  Joseph  W.  Wycoff.  Mrs.  S.  Alton  Dallgaard 
accompanied  the  singing  of  carols;  and  tea  was 
served  from  a table  decorated  by  Mrs.  Martin. 
Mrs.  Vincent  C.  Webb  is  chairman  of  hospitality. 

In  troubled  times  such  as  these  that  we  are 
passing  through,  there  is  hardly  a home  in  which 
one  or  more  of  the  loved  ones  are  not  in  the  service 
of  their  country.  These  lines,  spoken  by  Stephen 
Decatur,  come  to  me,  and  I feel  that  they  will  give 
all  of  us  a great  deal  of  courage  to  carry  on : 

“Our  Country — may  she  ever  be  right! 

Or  wrong 
Our  Country.” 


LECTURES  ON  PSYCHOTHERAPY  OF  THE  CHILD 


The  Association  for  the  Advancement  of  Psycho- 
therapy began  in  January  a series  of  discussion 
forums  on  recent  advancements  in  the  psychotherapy 
of  the  child,  arranged  by  Dr.  Ernest  Harms,  editor  of 
The  Nervous  Child.  Programs  for  the  remaining 
sessions  are  as  follows: 

Third  Session:  February  10.  “Adolescents  in 

Need  of  Psychotherapy.”  Speakers:  E.  DeAlton 
Partridge,  Ph.D.,  New  Jersey  Teachers’  College, 
author  of  The  Social  Psychology  of  Adolescence; 
Theodore  Abel,  Ph.D.,  Letchworth  Village,  author  of 
The  Subnormal  Adolescent  Girl. 

Fourth  Session:  February  24.  “Mental  Hygiene 
in  School  and  Psychotherapy.”  Speakers:  Lester 
Crow,  Ph.D.,  Brooklyn  College,  and  Alice  Crow, 
Ph.D.,  Dean,  Girls’  High  School,  Brooklyn,  authors 
of  Mental  Hygiene  in  School  and  Home  Life. 

Fifth  Session:  March  10.  “The  Nutritional 

Basis  of  Mental  Disorders  in  Children.”  Chairman: 
J.  Newton  Kugelmass,  M.D.,  Ph.D.,  Sc.D.,  author 


of  Superior  Children  Through  Modern  Nutrition. 

Sixth  Session:  March  24.  “Clinical  Psycho- 

therapy of  the  Child.”  Speakers:  Bernard  L.  Pa- 
cella,  M.D.,  New  York  State  Psychiatric  Institute; 
Lewis  R.  Wohlberg,  M.D.,  Kings  Park  State  Hos- 
pital. 

Seventh  Session:  April  14.  “Preschool  Education 
and  Psychotherapy.”  Speakers:  Mary  S.  Fisher, 
Ph.D.,  Vassar  College;  Cornelia  Goldsmith,  Ph.D., 
Vassar  College;  Benjamin  Spock,  M.D.;  Margaret 
Wagner,  Dean,  Ann  Reno  Institute;  Dr.  Barbara 
Birber  and  Louise  P.  Woodcock,  Bank  Street 
Schools. 

Eighth  Session:  April  28.  “The  Role  of  the  Fam- 
ily in  the  Psychotherapy  of  the  Child.”  Chairman: 
Leo  Kanner,  M.D.,  Johns  Hopkins  University, 
Baltimore,  Maryland. 

Ninth  Session:  May  5.  “Adult  Psychotherapy 
and  Child  Psychotherapy.”  Chairman:  Frederic 
J.  Farnell,  M.D.,  New  York  Medical  College. 
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n>s«it  OXYGEN 
kLEUKORRHEX 


CLINICALLY  TESTED*:  (a)  eliminates  un- 
pleasant odor  of  discharge;  (b)  cuts  down  or 
eliminates  irritations  inside  and  without  the 
vagina;  (c)  reduces  quantity  and  density 
of  the  discharge,  including  that  following 
cauterization  . . . Non-irritating  and  non- 
toxic in  contradiction  to  the  arsenic  and 
picrate  preparations,  is  equally  effective  and 
actually  soothing,  especially  in  the  (a)  in- 
fantile vagina,  (b)  senile  vagina,  (c)  tri- 
chomonas vaginalis  vaginitis  of  pregnancy. 
STA-O-GEN  is  a bland  ozonide  of  olive  oil. 
On  application,  it  releases  nascent  oxygen 
continuously  for  hours — deodorizing,  germi- 
cidal, fungicidal,  healing.  Liquid  for  office 
use.  Vag-I-Caps  (liquid  in  capsules)  for  pre- 
scription. Druggists  may  obtain  from  any 
jobber.  Latimer  Laboratory,  Inc.,  41  East  21 
Street,  New  York  City. 

♦Barrows:  N.  Y.  St.  Jr.  Med.,  Vol.  41,  Jan.  15,  1941 


STA-O-GEN 

SAFE  • SIMPLE  • SOUND 


EFFECTIVE  THERRPV 

IN 


Requires  Analgesia 
Bacteriostasis,  and 
Dehydration  of  the  Tissues. 


THE  DOHO  CHEMICAL  CORPORATION 

New  York  - Montreal  - London 


HARRY  F.  WANVIG 

Authorized  Indemnity  Representative 

of 

of  tfye  of  ^Ncfo  ^ork 

70  PINE  STREET  NEW  YORK  CITY 

TELEPHONE:  DIGBY  4-7117 


IN  WHOOPING  COUGH 


FII1MP  RPHUAIIR  ATF  IS  A UNIQUE  REMEDY 

L L I A I l\  D SA  V FtI  M U l\  r\  I L of  unique  merit 

Cuts  short  the  period  of  the  illness,  relieves  the  distressing  cough  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other 
PERSISTENT  COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  A teaspoonful 
every  3 or  4 hours. 

GOLD  PHARMACAL  Co.,  New  York 


CROSS  REFERENCE  . . . It  may  be  necessary  at  times  to  check  the  information  provided 
in  an  advertisement  on  some  particular  product  to  be  prescribed.  To  facilitate  this  a cross  index  of 
advertisers  and  advertised  products  is  published  in  every  issue  of  the  JOURNAL.  We  hope  you 
will  find  it  a convenient  and  useful  instrument.  In  this  issue  see  pages  208  and  275. 
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Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


Collected  Papers  of  the  Mayo  Clinic  and  the 
Mayo  Foundation.  Edited  by  Richard  M.  Hewitt, 
M.D.,  et  al.  Volume  XXXIII,  1941.  Octavo 
of  1,099  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1942.  Cloth.  $11.50. 

The  Collected  Payers  of  the  Mayo  Clinic  and  Mayo 
Foundation  for  1941,  as  usual,  cover  a wide  range  of 
subjects.  The  authors,  thoroughly  versed  in  their 
respective  fields,  give  us  the  benefit  of  their  personal 
experiences  and  bring  our  knowledge  up  to  the 
minute.  These  personal  opinions,  based  on  numer- 
ous observations,  are  especially  important  in  evalu- 
ating new  remedies  and  new  methods  of  procedure. 

There  are  eleven  papers  dealing  with  aviation 
medicine.  As  in  the  past,  the  largest  number  of 
papers  deal  with  the  alimentary  tract — benign 
lesions  of  the  lower  esophagus,  early  recognition  of 
gastric  carcinoma,  portal  cirrhosis,  pancreatic 
lithiasis,  regional  enteritis,  carcinoids,  and  the  find- 
ing of  asymptomatic  perirectal  abscess  as  the  cause 
of  obscure  fever. 

Among  the  papers  on  the  genitourinary  tract  the 
discussion  of  prognosis,  bilateral  renal  tuberculosis, 
the  restricted  value  of  removal  of  surgical  kidney 
lesions  for  the  cure  of  hypertension,  the  production 
of  hypertension  by  perinephritis,  and  the  recognition 
of  rupture  of  graafian  follicle  and  corpus  luteum  cysts 
as  the  cause  of  acute  abdominal  pain  will  reward  all 
readers  for  their  pronounced  value. 

The  discussions  of  the  treatment  of  hyperthy- 
roidism, when  complicated  by  diabetes,  the  recog- 
nition of  the  malignant  pathology  of  so-called  lateral 
aberrant  thyroid  tumors,  the  independence  of  hyper- 
tension in  hyperthyroidism,  the  Cutler-Power- 
Wilder  salt  restriction  test  in  diabetes,  and  the 
recognition  and  differential  diagnosis  of  spontaneous 
hypoglycemic  states  are  excellent. 

Many  valuable  pointers  for  the  clinician  and  sur- 
geon will  be  found  among  the  papers  dealing  with 
the  diseases  of  the  blood,  circulatory  organs,  skin, 
syphilis,  head,  trunk,  extremities,  central  nervous 
system,  radiology,  physical  medicine,  and  anes- 
thesia. 

The  book  must  be  read  from  cover  to  cover  to  be 
thoroughly  appreciated.  As  in  the  years  gone  by, 
it  serves  as  the  annual  refresher  course  in  medicine 
and  surgery.  Excellent  illustrations  and  charts 
enhance  the  value  of  the  text. 

Meyer  A.  Rabinowitz 

I.  Help  Your  Doctor  to  Help  You  When  You 

Have  High  Blood  Pressure.  Duodecimo  of  25 

pages.  New  York,  Harper  & Brothers,  1942. 
Cloth,  $0.95. 

II.  Help  Your  Doctor  to  Help  You  When 

You  Have  Insomnia.  Duodecimo  of  29  pages. 
Cloth,  $0.95. 

III.  Help  Your  Doctor  to  Help  You  Wlien 

You  Have  Heart  Disease.  Duodecimo  of  47 
pages.  Cloth,  $0.95. 

IV.  Help  Your  Doctor  to  Help  You  When 

You  Have  Constipation.  Duodecimo  of  59  pages. 
Cloth,  $0.95. 

I.  This  discussion  takes  up  the  modern  con- 
cepts in  the  etiology  and  treatment  of  high  blood 


pressure.  It  debunks  some  of  the  older  ideas  and 
warns  against  overoptimism  as  to  results  to  be 
obtained  by  various  medical  and  surgical  procedures. 

II.  The  individual  and  personal  symptom, 
insomnia,  scarcely  requires  a book  for  its  presenta- 
tion. However,  the  subject  is  intelligently  set 
forth  for  the  lay  reader.  Again  drugs  are  mentioned 
even  though  they  cannot  ordinarily  be  obtained 
without  a doctor’s  prescription. 

III.  This  is  an  excellent  little  book  on  the 
problems  of  heart  disease.  The  subject  is  well 
presented.  It  discusses  every  phase  of  heart  disease 
intelligently  and  simply.  Any  intelligent  layman 
should  be  able  to  understand  it  with  ease. 

IV.  The  difficult  subject  of  constipation  is 
handled  in  this  little  volume  by  giving  the  varying 
points  of  view  in  its  management.  Diet,  exercise, 
and  habit  are  stressed  as  they  should  be.  Note  is 
made  of  the  fact  that  treatment  of  this  common 
condition  is  individual  and  does  not  always  respond 
as  one  expects.  Criticism  must  be  made  of  the 
enumeration  of  cathartics  on  the  market,  both 
proprietary  and  U.S.P.,  with  the  dosage  and 
method  of  use.  One  must  repeat  that  these  books 
for  the  layman  must  shun  any  semblance  of  sug- 
gestions at  self-medication. 

In  general,  one  might  add  that  these  little  books 
do  fulfill  their  purpose  in  presenting  to  the  lay  reader 
modern  views  on  common  conditions. 

Benjamin  M.  Bernstein 

Diabetes  Mellitus.  By  Zolton  T.  Wirtschafter, 
M.D.,  and  Morton  Korenberg,  M.D.  Octavo 
of  186  pages.  Baltimore,  Williams  & Wilkins 
Company,  1942.  Cloth,  $2.50. 

This  small  volume  is  one  of  the  most  satisfactory 
on  the  subject  of  diabetes.  The  presentation  is  such 
that  it  must  be  considered  a modified  “source  book,” 
since  excerpts,  abstracts,  and  an  excellent  reference 
bibliography  of  336  items  are  summarized  and 
quoted  throughout  the  text.  The  reviewer  has 
never  seen  so  much  information  compressed  so 
lucidly  within  so  small  a compass. 

History,  glycogenesis,  glycogenolysis,  ketosis, 
acidosis,  glucose  tolerance  tests,  and  vitamin  and 
endocrine  consideration  precede  a description  of 
the  visceral  lesions  of  diabetes.  There  is  an  inter- 
esting chapter  comprising  discussions  of  xantho- 
matosis, lipoid  dystrophy,  transverse  nail  furrowing, 
cataract,  retinitis,  coronary  sclerosis,  achlorhydria, 
Kimmelstiel-Wilson  intercapillary  nephritis,  and 
neuritis. 

The  book  then  moves  into  the  symptomatology 
and  treatment  of  the  disease  and  ends  with  a 
chapter  on  diabetic  coma.  Appropriately  the  last 
quotation  is  from  Claude  Bernard  concerning  the 
“liquid  milieu  interieur.”  The  reviewer’s  enthu- 
siasm for  the  book  is  undiluted. 

Frank  Bethel  Cross 

The  Mind  and  Its  Disorders.  By  James  N. 
Brawner,  M.D.  Octavo  of  228  pages,  illustrated. 
Atlanta,  Ga.,  Walter  W.  Brown  Publishing  Company, 
1942.  Cloth,  $3.50. 

[Continued  on  page  284] 
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Hospitals  an ^ Sanitariums 


^institutions  of 


ecialized  Treatments 


THE  MAPLES  INC.,  ROCKVILLE  CENTRE,  L.  I. 

A sanitarium  especially  for  invalids,  convalescents,  chronic  patients, 
post-operative,  special  diets,  and  body  building.  Six  acres  of  land- 
scaped lawns.  Five  buildings  (two  devoted  exclusively  to  private 
rooms).  Resident  Physician.  Rates  $18  to  $35  Weekly 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


TRAVEL  MEDICINE 
No  Refunds 


Travel  Items,  a war  baby  of  the  travel  industry, 
just  published  the  newest  news  on  railroad  reserva- 
tions and  cancellations — 

According  to  the  bulletin,  “Railroads  are  ex- 
periencing peak  loads  of  passengers  these  days, 
and  with  accommodations  growing  increasingly 
scarce  there  are  certain  peacetime  privileges  that  the 
traveler  can  no  longer  enjoy.  One  of  these  vanished 
prerogatives  is  that  of  blandly  ignoring  a Pullman 
reservation  and  receiving  a refund. 

“At  insistence  of  government  agencies  the  Pull- 
man company  has  sharply  curtailed  the  practice  of 
refunds.  The  procedure  boils  down  to  this:  To  be 
sure  of  getting  his  money  back  on  a reservation  he  is 
not  able  to  use,  the  traveler  must  notify  the  railroad 
or  any  ticket  office  (not  necessarily  the  one  at  which 
he  bought  the  space)  before  train  time.  About  the 
only  acceptable  excuse  for  not  doing  so  is  when  a 
connecting  train  fails  to  arrive  on  time.” 

And  here’s  how  to  obey  the  rule : 

“The  best  way  to  make  a cancellation  is  to  take 
the  ticket  to  the  station,  but  if  this  is  impossible 
a telephone  call  will  suffice,  provided  the  caller  has 
at  hand  all  the  data  on  the  ticket. 

“If  the  ticket-holder  cancels  after  the  train  has 
left,  it  is  sometimes  possible  to  wire  ahead  to  the 


Pullman  conductor  and  authorize  him  to  sell  the 
space  for  the  remainder  of  the  trip.  When  this  is 
done  the  original  reserver  gets  a proportional  refund. 

“All  this  is  a sharp  departure  from  the  policy 
that  has  been  followed  since  the  last  war.  But  with 
all  the  improvements  in  the  7,000  Pullman  cars 
now  operating,  none  has  ever  been  built  with  elastic 
sides,  so  capacity  means  capacity — period  ” 

But  the  soldier’s  share: 

“On  certain  days  more  than  half  of  those  7,000 
Pullmans  will  be  in  use  transporting  troops.  In 
fact  during  1942  men  in  the  armed  forces  made 
more  than  8,000,000  trips  by  Pullman.  (These 
figures  do  not  include  service  men  on  furloughs 
who  were  lucky  enough  to  find  accommodations.) 

“Added  to  this  is  the  great  bulk  of  travel  brought 
about  by  the  war  industries,  plus  the  usual  civilian 
transportation — all  competing  for  the  same  limited 
facilities. 

“So  even  if  you  can  afford  to  pay  for  Pullman 
accommodations  that  you  don’t  use  you  should 
make  any  necessary  cancellations  promptly  because: 

“1.  If  you  don’t  need  the  space,  someone  else 
does. 

“2.  If  you  don’t  need  the  money,  Uncle  Sam 
does.” 


LOUDEN-KNICKERBOCKER  HALL.1" 

81  LOUDEN  AVENUE  Tel.  Amity ville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL 

diseases. 

Full  information  furnished  upon  request 
JOHN  F.  LOUDEN  JAMES  F.  VAVASOUR,  M.D. 

President  Physician  in  Charge 

New  York  City  Office,  67  West  44th  St.,  Tel.  VAnderbilt  6-3732 


CHARLES  B.  TOWNS  HOSPITAL 

Serving  the  Medical  Profession  for  over  40  years 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

Definite  Treatment  • Fixed  Charges  • Minimum  Hospitalization 

293  Central  Park  West,  New  York  Hospital  Literature  Telephone:  SChuyler  4-0770 
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FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


GLEYMARY 

SANITARIUM 

For  individual  care  and  treatment  of  selected  number  of 
Nervous  and  Mental  cases,  Epileptics,  and  Drug  or  Alcoholic 
addicts.  Strict  privacy  and  close  cooperation  with  patient’s 
physican  at  all  times.  Successful  for  over  50  years. 
ARTHUR  J.  CAPRON,  Physician-in-Charge 

O W EGO,  TIOGA  CO.,  N.  Y . 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postop- 
erative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  ner- 
vous and  backward  children.  Physicians'  treatments  rig- 
idly followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden,  Ave.,' Amity  ville,  N.  Y.,  Tel:  1700,  1,  2 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  4-1143 


WEST  HILL, 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 
HENRY  W.  LLOYD.  M.D.,  Physicien  in  Charge 
Telephone:  Kingsbridge  9-8440 


[Continued  from  page  282] 

The  author  of  this  concise  and  readable  introduc- 
tion to  the  neuroses  and  psychoses  has  rendered  a 
signal  service  to  the  medical  profession.  In  the 
reviewer’s  opinion,  he  has  succeeded  in  clarifying 
through  the  use  of  simple  and  descriptive  language  a 
readily  grasped  working  knowledge  of  nervous 
and  mental  disorders.  Pertinent  use  of  illustrations 
clarifies  neurophysiological  and  psychopathological 
conceptions.  Treatment  is  briefly  reviewed,  men- 
tion being  made  of  historical  as  well  as  modem 
methods. 

It  is  highly  recommended  to  those  seeking  a quick 
orientation  in  the  field  of  neuropsychiatry. 

Frederick  L.  Patrt 

Diseases  of  Women.  By  Ten  Teachers.  Under 
the  direction  of  Clifford  White,  M.D.  Edited  by 
Sir  Comyns  Berkeley,  Clifford  White,  and  Frank 
Cook.  Seventh  edition.  Octavo  of  435  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Com- 
pany, 1942.  Cloth,  $6.00. 

Twenty-three  years  have  elapsed  since  the  first 
edition  of  this  textbook  appeared,  and  now  the  new 
seventh  edition  has  been  published.  Such  a book 
needs  no  introduction.  It  is  well  known,  as  are  the 
authors. 

Time  has  made  changes  in  the  original  list  of 
contributors,  but  the  places  of  the  two  men  who 
have  retired  have  been  taken  by  other  eminent 
teachers. 

War  conditions  have  scattered  this  group  of 
authors,  but,  in  the  compilation  of  the  text,  the 
material  was  all  submitted  to  the  individual  writers 
for  their  criticism  and  correction,  so  that  this  edition, 
like  those  of  former  years,  represents  the  combined 
ideas  of  ten  eminent  teachers. 

The  book  entirely  covers  its  title  subject.  The 
volume  is  of  moderate  size,  concise,  and  clear. 
The  introduction  of  the  sulfonamides  has  made  it 
necessary  to  rewrite  the  description  of  the  treat- 
ment of  most  inflammatory  conditions  affecting  the 
pelvis  and  urinary  tract.  The  sections  dealing  with 
the  anatomy  of  the  pelvic  organs  and  the  physi- 
ology of  menstruation  have  been  fully  revised,  and  a 
simple  classification  of  ovarian  tumors  and  uterine 
polypi  has  been  introduced.  This  small  textbook  is 
worth  while,  and  it  should  continue  to  be  widely 
read. 

William  Sidney  Smith 

Carcinoma  and  Other  Malignant  Lesions  of 
the  Stomach.  By  Waltman  Walters,  M.D.,  Howard 
K.  Gray,  M.D.,  and  James  T.  Priestley,  M.D. 
Octavo  of  576  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1942.  Cloth,  $8.50. 

This  is  a careful  analysis  and  critical  study  of 
11,000  patients  of  the  Mayo  Clinic  for  whom  a 
diagnosis  of  malignant  disease  of  the  stomach  had 
been  made  from  1907  to  1938,  inclusive.  Of  these, 
6,352  underwent  operations,  of  which  2,840  were 
resections.  Besides  the  three  names  on  the  title 
page,  there  were  some  16  other  contributors  from 
among  the  associates  in  the  Mayo  Clinic  and  the 
Mayo  Foundation. 

The  conclusion  arrived  at  after  this  study  is  that 
“the  treatment  of  malignant  disease  of  the  stomach 
of  all  types  is  surgical.”  Methods  of  diagnosis  and 
differential  diagnosis  are  evaluated,  pathology 
discussed,  pre-  -and  postoperative  treatment  em- 
phasized, and  the  types  of  surgical  approach  which 
have  had  the  greatest  application  and  success  are 
explained  and  amply  illustrated.  There  are  42 
pages  of  statistical  tables  and  graphs.  Such  a 
study  of  so  great  a number  of  cases  under  some  sort 
of  continuous  supervision  has,  of  course,  a high 
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clinical  value.  This  value,  it  would  seem,  has  been 
greatly  advanced  by  excellent  editing  and  arrange- 
ment together  with  an  unusual  degree  of  easy  and 
enjoyable  readability.  This  book  is  referred  to  in 
the  foreword  by  Dr.  Donald  C.  Balfour  as  a valuable 
monograph  on  the  subject  of  cancer  of  the  stomach. 
It  has  fully  justified  its  appearance  in  the  form  of  a 
valuable  book. 

Joseph  Raphael 

Hospital  Discharge  Study.  An  analysis  of 
576,623  patients  discharged  from  hospitals  in 
New  York  City  in  1933.  By  Neva  R.  Deardorff, 
Ph.D.,  and  Marta  Fraenkel,  M.D.  Volume  One — 
Hospitals  and  Hospital  Patients  in  New  York 
City.  Octavo  of  209  pages.  New  York,  Welfare 
Council,  1942.  Cloth,  $1.00. 

Reading  through  this  book,  one  realizes  the  vast 
amount  of  work  entailed  in  compiling  the  figures. 
If  the  survey  is  to  be  complete,  it  should  include 
all  hospital  discharges,  whether  private  or  ward. 
A definite  criterion  regarding  the  results  is  also  clearly 
indicated.  Without  such,  the  statistics  are  of  little 
value.  For  instance,  one  hospital  may  discharge  a 
patient  as  “improved’  ’ after  the  incision  of  a local- 
ized abscess  or  the  splinting  of  a greenstick  fracture, 
while  another  marks  “recovered”  when  a patient 
has  been  operated  on  for  cancer  of  the  stomach. 
End  results,  therefore,  should  not  be  coded  without 
the  benefit  of  a careful  follow-up. 

The  discharge  diagnosis  will  probably  be  much 
more  accurate  as  most  of  the  approved  hospitals  are 
using  the  Standard  Nomenclature  of  Disease. 

Incidentally,  if  another  survey  is  to  be  made,  wTe 
suggest  coding  all  patients  upon  whom  postmortems 
were  performed,  as  this  seems  to  be  one  of  the  most 
important  items,  although  it  was  omitted  entirely 
in  this  volume. 

Margaret  A.  Hallock 

History  of  the  School  of  Nursing  of  the  Pres- 
byterian Hospital,  New  York,  1892-1942.  By 

Eleanor  Lee,  R.N.  Octavo  of  286  pages,  illustrated. 
New  York,  G.  P.  Putnam’s  Sons,  1942.  Cloth, 
$3.50. 

This  history  of  the  nursing  school  of  the  Presby- 
terian Hospital  in  New  York,  published  on  the 
occasion  of  the  fiftieth  anniversary  of  its  founding, 
is  an  interesting  contribution  to  the  history  of 
nursing  and  the  nursing  profession  in  America. 

George  Rosen 

Emergency  Care.  By  Marie  A.  Wooders,  R.N., 
and  Donald  A.  Curtis,  M.D.  Octavo  of  560 
pages,  illustrated.  Philadelphia,  F.  A.  Davis 
Company,  1942.  Cloth.  $3.50 

This  work  is  a well-planned  and  orderly  presen- 
tation of  a highly  important  and  often  neglected 
subject.  The  thoroughness  with  which  all  types  of 
accidents  are  covered  is  to  be  commended.  The 
volume  reads  easily  and  any  topic  is  readily  located 
because  of  the  intelligent  arrangement  of  the 
material. 

Chapter  XIX,  entitled  “Mental  Emergencies,” 
is  particularly  recommended  and  might  better 
have  been  used  as  Chapter  I. 

The  latter  third  of  the  volume  may  be  apropos  of 
the  times,  but  we  do  not  believe  a detailed  account 
of  the  organization  of  our  armed  forces  is  part  of  a 
textbook  on  emergency  care.  It  is  interesting, 
terse,  and  also  well-presented  but  out  of  place. 

Phillip  E.  Lear 

Solving  School  Health  Problems,  The  Astoria 
Demonstration  Study.  Sponsored  by  the  Depart- 
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‘INTERPINES' 

Goshen,  N.  Y. 

Phone  117 

Ethical  — Reliable  — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL  — QUIET  — HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


PINEWOOD 

Route  100  Westchester  County  Katonah,  New  York 

Licensed  by  the  Department  of  Mental  Hygiene.  Emphasiz- 
ing diagnosis  and  treatment  of  Neuro-psychiatric  cases. 

In  addition  to  the  usual  forms  of  treatment  (occupational 
therapy,  physiotherapy,  outdoor  exercise,  etc.)  we  specialize 
in  more  specific  techniques.  Insulin,  Electric  Shock  and 
Metrazol.  Psychological  and  physiological  studies.  Psycho- 
analytic approach. 

DR.  JOSEPH  EPSTEIN,  Physician-in-Charge 

Dr.  Max  Friedemann  ) Resident  Tel:  KATONAH  775 

Dr.  Joseph  Meiers  ) Physicians  YONKERS  3-5786 

N.  Y.  Office:  25  West  54th  St. 

Tues.  & Fri.  by  appointment  Circle  7-2380 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbjucian-in-Charg , 


Are  you  entering  the 

ARMY  or  NAVY? 

In  addition  to  our  regular  services,  we  specialize  in  the  col- 
lection of  accounts  for  physicians  who  have  temporarily  given 
up  practice  to  serve  with  the  U.  S.  Armed  Forces. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

Herald  Tribune  Bldg.,  New  York 


ANNUAL  MEETING 

of  the 

Medical  Society  of  the 
State  of  New  York 


Members  of  the  House  of  Delegates 
will  do  well  to  make  reservations  at 
the  Hotel  Statler  in  Buffalo  now  for 
May  3 and  4,  1943.  This  applies  also 
to  those  planning  to  attend  the 
scientific  sessions  beginning  on  Tues- 
day May  4 and  extending  through 
Thursday  May  6,  1943.  Address  the 
Manager  of  the  Hotel  Statler,  Buffalo. 

Peter  Irving,  M.D. 

Secretary 
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Wine 
in  Diabetes 
Mellitus f 

[Read  this 
free  booklet ) 

An  authoritative  summary,  “The  Thera- 
peutic Uses  of  Wine,”  has  been  pre- 
pared in  monograph  form  to  answer  such 
questions  as  this.  In  it,  qualified  and  compe- 
tent medical  authorities  review  the  pertinent 
scientific  literature  of  present-day  medicine. 
You  are  invited  to  write  for  this  monograph. 

The  contents  include  sections  on  wine  as  a 
food  and  on  the  actions  of  wine  on  the  gastro- 
intestinal system,  the  cardio-vascular  sys- 
tem, the  genito-urinary  system,  the  nervous 
system  and  the  muscles,  and  the  respiratory 
system.  The  uses  of  wine  in  diabetes  mel- 
litus, in  acute  infectious  diseases  and  in 
treatment  of  the  aged  and  convalescent  are 
also  discussed.  The  value  of  wine  as  a 
vehicle  for  medication  is  dealt  with,  and  an 
important  section  on  the  contraindications 
to  the  use  of  wine  is  included.  An  extensive 
bibliography  is  presented  for  those  who  may 
wish  to  pursue  the  subject  further. 

This  review  results  from  a study  supported 
by  the  Wine  Advisory  Board,  an  agricultural 
industry  administrative  agency  established 
under  the  California  Marketing  Act,  and  has 
been  sponsored  by  the  Society  of  Medical 
Friends  of  Wine. 

Members  of  the  medical  profession  are 
invited  to  write  for  this  monograph.  Re- 
quests should  be  made  to  the  Wine  Advisory 
Board,  85  Second  Street,  San  Francisco 
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ment  of  Health  and  the  Board  of  Education  of 
New  York  City.  Dorothy  B.  Nyswander,  Ph.D., 
Director  of  the  Study.  Octavo  of  377  pages, 
illustrated.  New  York,  The  Commonwealth  Fund, 
1942.  Cloth,  $2.00. 

Widespread  dissatisfaction  has  been  expressed 
with  school  health  programs  by  health  and  educa- 
tional workers  for  a variety  of  reasons  but  chiefly 
because  their  practice  does  not  match  up  with  the 
underlying  theory.  A series  of  studies  made  during 
the  past  fifteen  years  has  shown  the  need  of  knowl- 
edge not  only  of  the  kind,  volume,  and  distribution 
of  such  services  but  also  of  their  shortcomings  in 
terms  of  end  results.  This  book  is  really  a cul- 
mination of  these  studies  and  contains  an  account- 
j ing  of  a four-year  period  of  school  health  services 
in  the  Astoria  district  of  New  York  City.  The  work 
was  carried  out  by  a Special  Study  Staff  under  an 
advisory  committee  and  was  sponsored  by  the 
Department  of  Health  and  the  Board  of  Education. 

The  Astoria  study  group,  working  harmoniously 
together,  examined  the  various  aspects  of  school 
health  services,  determined  the  faults  of  the  methods 
in  current  use,  tried  out  new  methods,  and  subjected 
the  results  obtained  to  a most  detailed  and  pain- 
staking analysis  of  all  factors  concerned.  A strong 
conviction  activated  and  directed  this  group  in  that 
they  visualized  school  health  services  as  being 
capable  of  providing  a vital  protective  agency  whose 
procedure  could  and  must  be  improved.  Their 
results  as  reported  in  this  publication  show  the 
methods.  They  have  introduced  many  improve- 
ments— priority  in  examination  for  children  most 
in  need,  elimination  of  long  delays  in  securing  cor- 
rective attention,  a more  thorough  examination,  an 
increased  sense  of  parent  responsiblility  in  health 
care  as  well  as  private  physician  interest,  a greater 
utilization  of  available  dental  services,  the  establish- 
ment of  a cooperative  procedure  of  staff  education 
and  of  suitable  records. 

Dr.  Nyswander,  the  Director  of  the  Study,  and 
Dr.  Philip  Van  Ingen  and  Dr.  George  T.  Palmer, 
chairman  and  secretary,  respectively,  of  the  ad- 
visory committee,  have  contributed  to  the  study  of 
public  health  by  the  completion  of  this  work. 

Joseph  C.  Regan 

Health  Education  of  the  Public.  A Practical 
Manual  of  Technic.  By  W.  W.  Bauer,  M.D., 
and  Thomas  G.  Hull,  Ph.D.  Second  edition. 
Octavo  of  315  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1942.  Cloth,  $2.75. 

This  book  covers  all  phases  necessary  for  presenta- 
tion of  the  subject  of  health  and  its  widest  aspects 
• to  the  layman.  The  use  of  exhibits,  pamphlets, 
lectures,  and  the  radio  are  fully  discussed,  and 
examples  of  their  use  are  carefully  elucidated.  The 
material  in  this  book  should  be  familiar  to  the 
chairmen  of  committees  in  all  medical  societies 
interested  in  the  subject  of  public  health  and  health 
education  in  general. 

Benjamin  M.  Bernstein 

The  Medical  Clinics  of  North  America.  Volume 
26,  No.  4.  July,  1942.  Octavo  of  1,345  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1942.  Published  Bi-Monthly  (Six  Numbers 
a Year).  Cloth,  $16  net;  Paper,  $12  net. 

Stressing  industrial  medicine,  this  volume  of  the 
Clinics  gives  an  excellent  summary  of  the  more  im- 
portant aspects  of  sickness  in  factories.  Employ- 
ment and  pre-employment  examinations,  compen- 
sation, tuberculosis,  lead  poison,  dermatitis,  and 
psychiatry  as  applied  to  industry  are  all  covered. 

Andrew'  M.  Babey 
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In  a December  issue  of  the  New  York  Journal 
of  Commerce , a need  for  handwriting  analysis  ex- 
perts was  brought  to  light. 

According  to  the  publication,  handwriting  analy- 
sis is  being  increasingly  employed  by  war  production 
plants  in  order  to  place  employees  more  accurately 
in  jobs  they  are  better  qualified  for  through  latent 
ability  and  temperament.  It  is  also  used  to  deter- 
mine any  inherent  weakness  of  character  and  moral 
standards. 

So  great  has  been  the  demand  for  such  analytical 
service  of  one  of  the  country’s  best-known  experts 
engaged  solely  in  commercial  analyses,  that  he  had 
to  move  to  the  West  Coast  in  order  to  serve  his 
clients  more  promptly. 

As  explained  by  the  personnel  director  of  a large 
war  plant,  competent  handwriting  analysis  dis- 
closes traits  of  temperament  which  would  tend  to 
make  the  advancement  of  one  employee  to  a fore- 
manship  highly  questionable,  yet,  on  the  other  hand, 
might  indicate  that  such  a worker  could  be  effec- 
tively trained  for  any  mechanical  job  of  responsi- 
bility other  than  one  for  training  or  supervising 
others.  Such  knowledge,  it  was  stated,  has  been 
found  superior  of  value  in  connection  with  that 
developed  by  other  types  of  psychological  or  IQ 
tests  and  has  saved  the  company  much  valuable 
time  and  money. 


See  Your  Travel  Agent 

Because  of  present  conditions,  the  man  who  has 
to  travel  needs  to  keep  informed  about  the  problems 
now  encountered  in  transportation,  hotel  accommo- 
dations, etc.  With  the  fast  moving  events  and 
sudden  changes,  it  is  not  always  possible  for  the 
average  person  to  keep  abreast  of  current  news. 

To  get  information  in  a hurry  and  to  get  much 
needed  help  in  making  arrangements  for  trans- 
portation and  hotel  accommodations,  the  travel 
agent  is  still  the  traveler’s  best  aide. 

The  travel  agent  is  a highly  trained  specialist 
in  his  field.  He  can  get  you  there  if  it  is  at  all 
possible.  He  knows  the  hotels  and  resorts  best 
suited  to  his  clients  needs.  He  knows  all  trans- 
portation routes,  railroad  and  bus  schedules  and 
tariff,  hotel  floor  plans,  accommodations,  rates,  etc. 

The  only  compensation  the  travel  agent  expects 
for  his  service  is  the  10  per  cent  paid  him  by  hotels 
and  this  compensation  does  not  increase  the  cost 
to  the  traveler. 


C LA  S S I F I E D 
OPPORTUNITIES 


Classified  Rates 


Rates  per  line  per  insertion  : 

One  time $1.10 

3 Consecutive  times 1.00 

6 Consecutive  times .80 

12  Consecutive  times .75 

24  Consecutive  times .70 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of 
First  and  by  the  5th  tor  issue  of  Fifteenth. 


Classified  Ads  are  payable  in  advance.  To 
avoid  delay  in  publishing  remit  with  order 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


Excellent  Opportunity  for  general  practitioner  of  good  train- 
ing and  personality  to  build  up  good  practice.  Fine  resi- 
dence with  equipped  Operating  room,  for  tonsilectomies 
minor  surgery,  X-Ray  outfit,  etc.  45  minutes  from  City, 
$75.00  per  month,  lease  4 years,  write  N.  Y.  S.  Medical 
Journal  Number  1788. 


FOR  SALE 


To  settle  physicians  estate.  One  H.  G.  Fisher  and  Co. 
Model  SWI  Type  4022,  12M  110  volt  60  cycle  4 amp.  #44663 
Short  Wave  High  Frequency  Diagnostic  and  Treatment 
Apparatus  complete  with  cables  and  accessories,  foot  switch 
and  separable  cabinet  bases.  Box  1866,  N.Y.  St.  Jl.  Med. 


SCHOOLS 


-CAPABLE  ASSISTANTS— { 

Call  our  free  placement  service.  Paine  Hall  graduates 
have  character,  intelligence,  personality  and  thorough 
training  for  office  or  laboratory  work.  Let  us  help  you 
find  exactly  the  right  assistant.  Address: 

101  W.  31st  St.,  New  York 

BRyant  9-2831 
Licensed  N.Y.  State 
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• Ortho -Gynol  Vaginal  Jelly  has  been  found  effective  and  acceptable,  as  prescribed  by  physicians 
for  the  control  of  conception.  These  findings  are  based  on  published  material  and  reports 
from  controlled  research  projects,  covering  an  aggregate  experience  equivalent  to  thousands  of 
woman-years,  in  which  the  jelly  was  used  alone  or  with  a mechanical  device. 

The  facts  thus  adduced  are  further  substantiated  by  the  thousands 
of  physicians  who  have  employed  Ortho -Gynol  in  their 
office  practice  and  by  the  many  clinics  which  are  now 
dispensing  Ortho-Gynol  to  their  patients. 
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ISTINCTIVE  in  the  field  of  hepato-biliary 
therapy,  Sorparin — Extract  of  Sorbus  aucu- 
paria  "McNeil” — has  amply  demonstrated  its  clini- 
cal effectiveness  in  the  treatment  of — 

Chronic  Cholecystitis 
Post-surgical  Biliary  Disease 
Hepatitis 

Prothrombin  Deficiency 

In  chronic  cholecystitis  (proven  by  cholecystog- 
raphy, duodenal  intubation,  and  surgery)  com- 
plete relief  of  symptoms  with  Sorparin  was  obtained 
in  36  per  cent,  partial  relief  in  36  per  cent,  and  no 
relief  in  28  per  cent  of  the  cases 
receiving  18  grains  daily.  (Shino- 
wara,  G.  Y.,  DeLor,  C.  J.,  and 
Means,  J.  W.:  J.  Lab.  and  Clin. 
Med.,  27:  897-907  [April]  1942.) 

Available  in  tablet  form.  Each 
tablet  contains  Ext.  Sorbus  aucu- 
paria  "McNeil”  three  grains. 

Supplied  in  bottles  of  100,  500  and  1000. 


McNeil  Laboratories 

Incorporated 

Philadelphia  • Pennsylvania 
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For  modification  of  measles  . . . 


IMMUNE  GLOBULIN  (human) 

X^edecle 


The  use  of  immune  globulin  is  now  considered  the  most 
practical  and  easily  available  means  to  attenuate  measles; 
and,  when  indicated,  to  prevent  its  onset. 

In  a recent  report1  of  an  epidemic  of  measles  in  a child- 
caring institution,  91  cases  of  measles  developed  among  102 
susceptible  children  ranging  in  age  from  1 yi  to  10  years.  The 
investigator  found  that  immune  globulin  (human)  modified 
the  measles  attack;  also,  there  were  no  complications  and  no 
reactions.  Moreover,  it  was  observed  that  the  course  of  the 


Figures  are  based  on  article  by 
H.  Goldstein:  Arch.  Pediat.  59:303  (May)  1942. 


disease  was  milder  in  the  group  receiving 
4 cc.  intramuscularly,  as  compared  with 
those  given  2 cc. 

The  opinion  that  measles  is  not  a serious 
disease  should  be  dispelled2.  The  serious- 
ness of  complications,  particularly  broncho- 
pneumonia, which  may  arise  when  the 
disease  is  allowed  to  run  its  course,  justifies 
interference. 

“immune  globulin  (Human)  Lederle ” 
has  a uniformly  high  antibody  titer;  a 
low  protein  content;  and  is  a clear,  trans- 
parent solution. 

'GOLDSTEIN,  H.:  Arch.  Pediat.  59:303  (May)  1942. 

'HYLAND,  C.  M.:  Rocky  Mountain  M.  J.  39:679  (Oct.)  1942. 

packages:  “IMMUNE  GLOBULIN  (Human)  Lederle " 
2 cc.  vials  and  10  cc.  vials. 

(p 

fjf J&ederle 


Lederle  Laboratories,  Inc., 
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To  give  directions  is  part  of  your  con- 
tribution to  the  care  of  your  patients. 

To  follow  your  directions  is  the 
patient’s  responsibility. 

At  Saratoga  Spa  your  directions  for 
chronic  cases  of  heart,  circulatory  and 
rheumatic  disorders  can  be  carried  out 
in  detail.  In  its  restful  environment 
your  patients  submit  to  regime  and  to 
your  prescription  - for  - living.  Relief 
from  home  distractions  and  pressures 

For  professional  publications  of  The  Spa,  physician’s  sample 
carton  of  the  bottled  waters  with  their  analyses,  write 
W.  S.  McClellan,  M.D.,  Medical  Director,  Saratoga  Spa, 
155  Saratoga  Springs,  N.  Y. 


i 


THE  EMPIRE  STATE'S  CONTRIBUTION  TO  THE  MEDICAL  PROFESSION 


prepares  your  patient  for  the  full  bene- 
fit of  your  continuing  medical  direction. 
Saratoga  Spa  was  planned  for  your  use. 
Around  its  world-famed,  naturally  car- 
bonated mineral  waters,  NewYork  State 
has  organized  superb  facilities  for  the 
use  of  practicing  physicians.  The  Medi- 
cal Staff  of  the  Spa  is  non-practicing. 
It  only  oversees  the  treatments  pre- 
scribed by  you  or  the  local  specialist 
you  choose  for  your  patient. 
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with  DIURBITAL 

DIURBITAL*  helps  two  ways  to  relieve  the  hypertensive  heart 
burdened  by  vascular  disturbance  and  excessive  fluid.  DIURBI- 
TAL acts  to  relieve  edemic  pressure  by  prompt  and  efficient 
diuretic  benefits  ...  it  serves  to  improve  coronary  blood  flow  for 
better  cardiac  tone  and  nutrition. 

VASODILATOR,  DIURETIC,  SEDATIVE  and  CARDIOTONIC, 
DIURBITAL  affords  excellent  xanthine  effects  in  gradual  and 
sustained  REDUCTION  OF  ELEVATED  BLOOD  PRESSURE. 


Each  DIURBITAL  Tablet  contains 
the  soluble  double  salt  Theobro- 
mine Sodium  Salicylate,  3 grs.; 
Phenobarbital,  ^ gr.;  Calcium 
Lactate,  1^  grs.  Bottles  of  25  and 
100  tablets  at  all  pharmacies. 


Apprehension,  dizziness,  insomnia  and  other  hypertension  syn- 
dromes are  usually  well  controlled.  . . . No  gastric  disturbance  as 
DIURBITAL  tablets  are  enteric  coated.  Prompt  and  maximum 
utilization. 


SAMPLES  AND 
LITERATURE 
PROMPTLY  SENT 
ON  REQUEST. 

* Trademark  Reg.  U.  S.  Pat.  Off. 


Specialties  for  Diseases  of  the  Heart  and  Blood  Vessels 

^frant  Chemical  Co.,  INC. 
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The  iron-protein  of  OVOFERRIN  is 
non-irritating,  highly  assimilable. 


Iron  salts’  ions  may  irritate 
stomach  and  intestines. 


COLLOIDAL  Vf  IONIZABLE 
IRON  IRON 


For  tonic  action  in  the  ELDERLY  Patient 


The  REQUIREMENTS  of  a hematinic  and  tonic 
in  elderly  patients  are  exacting. 

1.  It  must  not  disturb  the  digestion.  2.  It  must 
not  constipate.  3.  It  must  be  readily  assimilable. 
4.  It  must  stimulate  the  appetite.  5.  It  must  be 
palatable  and  pleasant  to  take.  6.  It  must  be  free 
from  extraneous  coating  or  masking  substances 
which  may  affect  the  dietary  management  of 
certain  cases. 

OVOFERRIN  fulfills  these  requirements  ade- 
quately and  well  because  of  its  unique  colloidal 
form.  Unlike  the  ionizable  iron  salt  prepara- 
tions, it  is  not  split  up  by  the  gastric  juice  with 
release  of  astringent  and  irritating  ions.  Also 
unlike  the  iron  salts  (citrates,  sulphates,  etc.)  it 


does  not  form  dehydrating  and  constipating  pre- 
cipitates which  may  be  difficult  to  assimilate. 
It  arrives  in  the  intestine  as  a stable,  fully 
hydrated,  colloidal  oxide  which  is  readily  as- 
similated. 

In  over  40  years  of  world-wide  use,  it  has 
been  observed  that  OVOFERRIN  is  not  only  a 
rapid  blood  builder  but  actually  stimulates  the 
appetite  and  improves  the  well-being.  It  is  pal- 
atable, odorless,  and  non-staining  but  it  does 
not  rely  on  sweetening,  masking,  or  coating  to 
achieve  these  properties.  They  are  inherent  in 
its  colloidal  state.  Dose  — one  tablespoonful  in 
a little  milk  or  water  at  meals  and  bedtime. 


PRESCRIBE 


OVOFERRIN 

COLLOIDAL  IRON-PROTEIN  BLOOD-BUILDER 

In  Secondary  Anemia,  Convalescence,  Pregnancy, 
"The  Pale  Child,"  and  Run  Down  States 

A.  C.  BARNES  COMPANY 

NSW  BRUNSWICK,  N.  J. 

'Ovoferrin"  is  a registered  trade  mark,  the  property  of  A.  C.  Barnes  Co 
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Effectiveness  plus  Palatability  in 

GASTRIC  ULCER  MEDICATION 


ALUMINOID  supplies  the  time-tested  therapeutic  value  of  aluminum 
- hydroxide  and  eliminates  any  possible  objection  to  the  taste 
of  gels  on  the  part  of  the  patient.  Aluminoid  affords  relief  by 
hydrogen  ion  adsorption  rather  than  by 
chemical  neutralization.  After-acid  tides  are 
avoided. 
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gelatin  capsules,  through  the  better  prescrip- 
tion pharmacies.  Literature  and  samples  will 
be  sent  to  doctors  on  request. 
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* With  men  in  the  Army,  the  Navy, 
the  Marine  Corps,  and  the  Coast 
Guard,  the  favorite  cigarette  is 
Camel.  (Based  on  actual  sales  records 
in  Post  Exchanges  and  Canteens.) 


YOUR  friends,  relatives,  fighting  in  far-off 
places  . . . grimly  battling  against  death, 
infection  . . . think  what  a smoke  can  mean 
to  them  ...  in  comfort  — in  consolation  . . . 

And  remember,  too,  when  you  go  to  send 
that  precious  carton  of  cigarettes,  that  Camel, 
by  actual  survey*,  is  the  favorite  of  men  in 
the  armed  forces — for  mellow  mildness  and 
appealing  flavor. 

Your  dealer  sells  Camels  by  the  carton; 
drop  in  and  see  him  today. 


.the  favorite  brand  in  the  Armed  Forces* 
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THE  ORIGINAL  DEOXYCHOLIC  ACID 

for  fat  digestion  and  the  absorption  of  fat-soluble  vitamins 


Degalol  represents  deoxycholic  acid,  the  bile  acid 
which  is  chiefly  responsible  for  emulsification  of 
food  fat  and  the  formation  of  the  water  soluble 
choleic  acid  compounds. 

Degalol  is  valuable  in  biliary  fistula,  assuring  fat 
digestion  even  with  diversion  of  bile  to  the  outside. 
Degalol  enhances  absorption  of  the  fat-soluble  vita- 


mins A,  D,  E,  and  K.  In  complete  biliary  obstruc- 
tion with  poor  or  absent  fat  digestion,  Degalol  makes 
possible  utilization  of  food  fat,  and  insures  absorption 
of  orally  administered  vitamin  K. 

Degalol  consists  solely  of  chemically  pure  de- 
oxychoiic  acid.  It  is  supplied  in  boxes  of  100 
1 Y2  gr.  tablets. 


Riedel  - de  Haen,  Inc.  new  york,  n.  y. 
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DERATOL 

(BREWER) 

The  Red  Capsule  With  Orange  Dot  WTien 
High  Potency  Vitamin  D Is  Indicated 

Each  3 minim  capsule  contains  50,000  U.S.P.  units  of  Vitamin  D obtained  from 
activated  Ergosterol  (Hebo  process)  in  a pure  vegetable  oil. 

S1G:  One  or  two  capsules  a day  for  four  days.  Then  increase  dosage  by  one 

capsule  a day  every  four  days  until  maximum  tolerance  of  patient  is  reached. 

AVAILABLE  in  bottles  of  50,  100,  and  1000  capsules.  $4.50  per  100  capsules  on 
perscription. 

Literature  on  Request 

BREWER  & COMPANY,  INC. 

WORCESTER,  MASS.  PHARMACEUTICAL  CHEMISTS  SINCE  1852 
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Help  wanted  for  Women  at  Work... 


tMP  Anatomical  Support  as 
,id  in  the  treatment  of  fat ig 
body  mechanics. 

rV  AO  . ORTHOPEDIC 

" \ HERNIAL  • P 

»'  A OBESITY  • 


Today,  more 
and  more  women 
man  factories, 
mills,  offices  . . . 
many  of  them 
unaccustomed 
to  the  strain  of 
industrial  jobs. 
Result:  fatigue, 
too  frequent  “rests”,  slowed  pro- 
duction, “absenteeism”  . . . much  of 
it  traceable  to  poor  body  mechanics. 

In  the  relief  of  certain  types  of 
workers'  fatigue,  Camp  Supports 
play  an  increasingly  important  role. 
For  these  supports  are  designed 
along  anatomical  lines;  they 
lessen  back  strain  and  protect 
against  sprain. 

It  .is  a matter  of  medical  record 
that  these  supports  have — for  30 
years — successfully  aided  men  and 
women  to  achieve  better  posture 
. . . hence  to  feel  more  fit  ...  do 
more  work  with  less  fatigue. 

S.  H.  CAMP  & CO.,  Jackson,  Mich. 

World’s  largest  manufacturers  of  scientific  sup- 
ports. Offices  in  New  York,  Chicago,  Windsor, 
Ont.,  London,  Eng. 
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Reduces  hyperemia 
Promotes  formation 
of  normal  skin 


LENIGALLOL  Council  Accepted 

( triacetylpyrogallol ) 

For  the  usual  case  of  eczema,  prescribe 
Lenigallol  6%  in  an  ointment  base,  with 
or  without  zinc  oxide.  Stronger  appli- 
cations may  be  required  for  more  re- 
sistant eczema  and  athletes*  foot.  . . 


BILHUBER-KNOLL  CORP.  - - ORANGE,  NEW  JERSEY 
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-For  Kemp’s  SUN-RAYED  Tomato  Juice 

"Not  worth  the  expense,”  some  tomato  juice 
manufacturers  might  say — but  we  consider  the  re- 
moval of  cores  an  exceedingly  important  process  in 
Kemp’s  Sun-Rayed  Tomato  Juice.  For  tomato 
cores  are  bitter  to  the  taste — not  to  be  tolerated 
in  the  tomato  juice  which  was  originated  for  infant 
feeding,  and  which  is  used  and  recommended  by 
more  New  York  physicians  than  any  other  brand. 
Non-separating,  full-bodied  because  of  Kemp’s 
patented  process  No.  1746657,  which  also  insures 
high  retention  of  vitamins  A,  and  C. 

THE  SUN-RAYED  CO.,  FRANKFORT,  INDIANA 
New  York  Agent:  Seggerman  Nixon  Corp.  • 111  8th  Avenue 

FREE  FROM  CORE  BITURNtSS 
-NEVER  THIM  OR  WATER' 


KEtfpS 


PURE 

WOHATQ 
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Calcium  Action  P A 

LCIBRfiNAT 

DC/  W ft 

bromine  oeaation 

L U 1 U ll  U 11  H 1 

Ampuls  10  cc. : Boxes — 5,20  and  100 

High  ratio  Ca:  Br — 1 : 2 

Effervescent  tablets:  Tins — 10  and  50 

Less  danger  of  bromism. 

Granules  (non-effervescent):  Tins — 100  and  500  Gm. 

Palatable.  Well  tolerated. 

SANDOZ  CHEMICAL  WORKS,  INC. 

NEW  YORK— SAN  FRANCISCO 

INDEX  TO  ADVERTISERS  AND  ADVERTISED  PRODUCTS 

Biological  and  Pharmaceutical  Dietary  Foods 


Acidolate  (National  Oil) 309 

Aluminoid  (Chatham) 294 

Aminophyllin  (Dubin) 379 

Arsenoferratose  (Rare) 371 

Calcibronat  (Sandoz) 304 

Cooper  Creme  (Whittaker) 383 

Degalol  (Riedel-de  Haen) 298 

Deratol  (Brewer) 300 

Diurbital  (Grant) 292 

Elixir  Bromaurate  (Gold) 379 

Galatest  (Denver) 375 

Hematinic  Plastules  (Bovinine) 308 

Immune  Globulin  (Lederle) 290 

Koromex  (Holland-Rantos) 373 

Lenigallol  (Bilhuber-Knoll) 302 

Lipolysin  (Cavendish) 376 

Ovoferrin  (Barnes) 293 

Phosphaljel  (Wyeth) 305 

Sorparin  (McNeil) 289 

Sta-O-Gen  (Latimer) 377 

Surbyl  (Strasenburgh) 295 

Vi-Syneral  (U.  S.  Vitamin) 299 


Bread  (Standard  Brands) 307 

Karo  (Corn  Products) 309 

Knox  Gelatine  (Knox) 377 

Pablum  (Mead  Johnson) 4th  Cover 

Similac  (M  & R Dietetic) 306 

S.M.A.  (S.M.A.  Corp.) 3rd  Cover 

Tomato  Juice  (Sun-Rayed) 303 


Medical  and  Surgical  Equipment 


Supports  (Camp) 301 

Supports  (Rice) 304 

Miscellaneous 

Brioschi  (Ceribelli) 376 

Cigarettes  (Camel) 296-297 

Coca-Cola  (Coca-Cola  Co.) 384 

Cream  of  Soap  (Personal  Luxuries) 375 

Spring  Water  (Saratoga) 291 

Whisky  (Johnnie- Walker) 374 


WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNIA  may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us — we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request. 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y. ROCHESTER,  N.  Y. PITTSBURGH,  PA. 
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Wyeth’s  Phosphaljel*,  Aluminum  Phosphate 
Gel,  is  a special  preparation  for  use  in  the 
treatment  of  peptic  ulcer.  Phosphaljel  has 
been  found  to  be  effective  in  gastrojejunal 
ulcer,1  which  has  been  called  the  most  resist- 
ant type  of  peptic  ulcer.2 

Phosphaljel  was  first  employed  in  an  at- 
tempt to  prevent  postoperative  jejunal  ulcer 
in  Mann-Williamson  dogs.  With  Phosphal- 
jel, ulcers  were  prevented  in  twenty  of 
twenty -three  Mann-Williamson  animals; 


furthermore,  in  a group  of  animals  which 
developed  Mann-Williamson  ulcers,  the  ad- 
ministration of  Phosphaljel  caused  complete 
healing  of  the  ulcers  in  nine  of  ten  cases.1 

These  striking  results  led  to  the  successful 
use  of  Phosphaljel  in  the  treatment  of  peptic 
ulcer  in  man  and  disclosed  its  special  useful- 
ness in  those  cases  of  peptic  ulcer  associated 
with  a relative  or  absolute  deficiency  of  pancre- 
atic juice,  diarrhea  or  a low  phosphorus  diet.1 


GASTROJEJUNAL  ULCER.  Most  difficult  of  all  to  treat  satisfactorily — are  gastrojejunal 
ulcers2.  In  these  highly  resistant  lesions  Phosphaljel  has  been  found  to  be  effective.  Gastro- 
jejunal ulcers  may  occur  after  surgical  procedures  such  as  that  shown  below. 


SUBTOTAL  GASTRECTOMY 
(THE  HOFMEISTER  ANASTOMOSIS) 


PHOSPHALJEL 

ALUMINUM  PHOSPHATE  GEL 


Dose : One  or  two  tablespoonfuls  every  two  hours, 
during  the  active  stage  of  the  ulcer.  Later  in  the 
course  of  management,  three  tablespoonfuls  with 
meals  and  at  bedtime,  or  two  tablespoonfuls  six 
times  daily  with  and  between  meals. 


1.  Fauley,  G.  B. ; Freeman,  S. ; Ivy,  A.  C. ; Atkinson,  A.  ]• ; 
and  Wigodsky,  H.  S. ; Aluminum  Phosphate  in  the 
Therapy  of  Peptic  Ulcer,  Arch.  Int.  Med. 

67:  563-578  (March)  1941. 

2.  Marshall,  S.  F.,  and  Devine,  J.  W . Jr.; 
Gastrojejunal  Ulcer,  S.  Clin.  North  America, 

743-761  (June)  1941.  *ReK.  u.  s.  Pat.  off. 


JOHN  WYETH  & BROTHER,  INCORPORATED,  PHILADELPHIA 
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• The  name  is  never  abbreviated;  and  the  product  is  not  like  any 
other  infant  food — notwithstanding  a confusing  similarity  of  names. 


The  fat  of  Similac  has  a physical  and  chemical  composi- 
tion that  permits  a fat  retention  comparable  to  that  of 
breast  milk  fat  (Holt,  Tidwell  & Kirk,  Acta  Pediatrica, 
Vol.  XVI,  1933)  ...  In  Similac  the  proteins  are  rendered 
soluble  to  a point  approximating  the  soluble  proteins  in 
human  milk  . . . Similac,  like  breast  milk,  has  a con- 
sistently zero  curd  tension  . . . The  salt  balance  of 
Similac  is  strikingly  like  that  of  human  milk  (C.  W. 
Martin,  M.  D.,  New  York  State  Journal  of  Medicine, 
Sept.  1,  1932).  No  other  substitute  resembles  breast  milk 
in  all  of  these  respects. 


A powdered,  modified 
milk  product  especially 
prepared  for  infant  feed- 
ing, made  from  tuber- 
culin tested  cow’s  milk 
(casein  modified)  from 
which  part  of  the  butter 
fat  is  removed  and  to 
whichhas  been  added  lac- 
tose, olive  oil,  cocoanut 
oil,  corn  oil,  and  cod  liver 
oilconcentrate. 


SIMILAR  TO 
BREAST  MILK 


M&R  DIETETIC  LABORATORIES,  INC.  • COLUMBUS,  OHIO 
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Iook  back,  if  you  will,  at  your 
.J  practice  of  a few  years  ago. 

Where  are  those  patients  who 
“couldn’t  get  a thing  to  do”? 

Where  are  those  workers  who 
punched  their  time  clocks  only 
three  or  four  times  a week? 

It’s  a different  world  now.  There’s 
more  work  to  do  than  there  are 
people  to  do  it. 

So  nearly  everyone  is  working 
harder  and  longer.  With  the  result 
that  food-energy  requirements  are 
higher.  Almost  doubled  in  some 
cases.  For  the  Food  and  Nutrition 
Board  of  the  National  Re- 
search Council  now  recom- 
mends a daily  intake  of  4,500 
calories  for  an  active  male. 

This  is  where  the  physician’s 
knowledge  of  the  value  of 

FLEISCHMANN  1868-  1943 


bread  can  be  most  important  to  his 
patients— particularly  in  the  face  of 
shortages  in  other  foods. 

Bread  is  one  of  our  best  sources  of 
food-energy.  It  is  rich  in  carbohy- 
drates, protein  and,  when  made 
with  milk,  calcium.  And  white 
bread,  which  most  people  like  best, 
now  contains  extra  quantities  of 
thiamin,  niacin  and  iron. 

So  in  these  days,  we  believe  you 
will  find  it  desirable  to  include 
more  bread  in  your  recommenda- 
tions to  your  patients.  It  fits  the 
needs  of  the  times  — tastes  good  — 
satisfies  hunger. 

More  than  ever,  bread  is  one 
of  the  fundamental  foods  in 
every  normal  diet. 

Bread  isfiasic 

Most  Good  Bread  Is  Made  With  Fleischmann’ s Yeast 
YEAST  FOR  GOOD  BREAD 


— 75  YEARS  OF  GOOD 
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HEMATINIC  PLASTULES* 


For  blood  donors  the  hemoglobin  regeneration  rate 
increases  nearly  50%  and  the  recovery  period  is 
drastically  shortened  when  small  amounts  of  iron  are 
administered,  f 

Hematinic  PLASTULES  provide  iron  in  the  ferrous 
state  quickly  available  for  Conversion  into  hemo- 
globin. They  are  easy  to  take  and  well  tolerated. 
Hematinic  PLASTULES  Plain  contain  dried  ferrous 
sulphate  U.S.P.X.  5 gr.  and  yeast  concentrate  .75 
gr.,  supplied  in  bottles  of  50,  100  and  1000.  Also 
available  with  Liver  Concentrate. 


Ferrous  Iron 
Sealed  from  the  Air 
but  not  from  the 


t Fowler  and  Barer:  "Rate  of  Hemoglobin  Regeneration  in  Blood 
Donors."  J.A.M.A.,  118:421:1942. 

*Reg.  U.  S.  Pat.  Off. 


Patient 


THE  BOVININE  COMPANY  . CHICAGO,  ILLINOIS 
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These  two  types  of  karo  differ 
only  in  flavor.  In  chemical  com- 
position they  are  practically 
identical.  Their  caloric  values 
are  the  same. 

If  your  patients  find  grocers 
temporarily  out  of  one  type,  the 
same  amount  of  the  other  may 
be  prescribed. 


How  much  KARO  for  Infant  Formulas? 

The  amount  of  KARO  prescribed  is  6 to  8%  of 
the  total  quantity  of  milk  used  in  the  formula — 
one  ounce  of  KARO  in  the  newborn’s  formula  is 
gradually  increased  to  two  ounces  at  six  months. 

CORN  PRODUCTS  REFINING  CO. 

1 7 Battery  Place  • New  York,  N.  Y. 


For  Cleansing 
Soap-Sensitive  Skins 

ACIDOLATE 

trade  make  kec.  u.  s.  pat.  off. 

TJROVIDES  the  thorough  cleansing  properties  of 
**•  selected  sulfated  vegetable  oils— in  combination 
with  a non-irritating  mineral  oil  which  lessens  any 
tendency  toward  skin  dryness. 


Acidolate  is  completely  soluble  in  water.  It  can  be 
quickly  washed  from  hair  or  skin  surfaces.  Skin 
cleansed  with  Acidolate  is  left  with  a feeling  of  soft 
coolness. 

The  usefulness  of  Acidolate  as  an  aid  in  the  man- 


agement or  prevention  of  skin  irritations  has  been 
demonstrated  by  properly  controlled  clinical  tests.* 


NATIONAL  OIL 
PRODUCTS  COMPANY 


ACIDOLATE  DIVISION 

40  ESSEX,  STREET  IUKRISON,  NEW  JERSEY 

ijgfo 


itco.  u.  s.  rAT.oo. 
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ENDURING  CHARACTER 


SIXTY-SEVEN  YEARS-TIME  TO  TRAIN  SUCCEEDING 
CROPS  OF  YOUNG  MEN  IN  LILLY  TRADITIONS  - TIME 
TO  ESTABLISH  A SOLID  FOUNDATION  ON  A POLICY 
THAT  IS  STRIKINGLY  LIKE  THE  GOLDEN  RULE. 
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Editorial 

War  and  Social  Reform,  IV 

The  Supreme  Court  Decision 


Most  physicians  will  probably  never  read 
the  full  text  of  the  unanimous  decision  of  the 
United  States  Supreme  Court  upholding  the 
conviction  of  the  American  Medical  Associa- 
tion and  the  Medical  Society  of  the  Dis- 
trict of  Columbia  of  a conspiracy  to  violate 
the  Sherman  Antitrust  Law.  It  will  remain 
to  them  an  academic  matter,  as  vague  as 
the  personality  of  Mr.  Sherman  himself, 
and  as  imponderable  as  the  things  which  the 
decision  itself  does  not  appear  to  decide;  so 
much  legal  spinach,  as  it  were,  and  to  hell 
with  it.  For  this  attitude  no  one  can  blame 
them.  They  have  been  trained  not  for  the 
law  but  for  the  practice  of  medicine,  which 
they  still  consider,  rightly  or  wrongly,  a 
profession.  In  so  far  as  the  Supreme  Court 
has  left  undecided  the  question  whether  a 
physician’s  practice  is  “trade”  within  the 
meaning  of  Section  3 of  the  Sherman  Act, 
there  still  exists  a reasonable  presumption 
that  the  practice  of  medicine  is  essentially 
a profession  with,  maybe,  business  contacts 
around  the  edges,  contacts  which  will  likely 
become  more  numerous  as  cooperatives  in- 
crease numerically.  Concerning  this  ques- 
tion, trade  or  profession,  “In  the  light  of 
what  we  shall  say  with  respect  to  the  charge 
laid  in  the  indictment,”  said  Mr.  Justice 
Roberts,  “we  need  not  consider  or  decide 
this  question.” 

Concerning  the  cooperative,  Group 
Health,  Inc.,  however,  the  Court  remarked: 
“The  fact  that  it  is  cooperative  and  pro- 
cures services  and  facilities  on  behalf  of  its 
members  only  does  not  remove  its  activities 


from  the  sphere  of  business.”  In  its  rela- 
tionship to  cooperatives  as  exemplified  by 
Group  Health,  Inc.,  it  would  appear  to  be 
of  no  materiality  whether  medicine  is  a trade 
or  a profession.  For  the  Court  held  “the 
calling  or  occupation  of  the  individual  physi- 
cians immaterial  if  the  purpose  and  the 
effect  of  their  conspiracy  was  ....  obstruc- 
tion and  restraint  of  the  business  of  Group 
Health.” 

Cooperatives  are  businesses,  in  other 
words,  and  whatever  relationships  the  pro- 
fession of  medicine  has  with  them  are 
business  relationships  and  are  subject  to 
the  provisions  of  Section  3 of  the  Sherman 
Act,  regulating  these  relationships.  The 
right  of  the  public  to  establish  cooperatives 
is  presumably  upheld,  and  the  right  of  such 
cooperative  business  to  hire  doctors  on  their 
own  terms  and  the  right  of  physicians  to 
organize  into  groups  and  to  receive  payment 
by  any  method  of  their  choice  are  also  pre- 
sumably upheld. 

The  profession  of  medicine  does  not  enjoy 
immunity  as  do  the  labor  unions  by  reason 
of  the  Clayton  Act  or  the  Norris-LaGuardia 
Act,  from  prosecution  under  the  Sherman 
Act.  Why  should  it?  We  have  never  yet 
heard  a convincing  argument  to  prove  that 
it  should.  Why  should  it  be  permitted  to 
restrain  business  or  trade?  The  chief  con- 
cern of  organized  medicine  should  be  the 
maintenance  of  standards  of  professional 
conduct  and  practice.  As  long  ago  as  1931, 
Dr.  William  H.  Ross,  president  of  the 
Medical  Society  of  the  State  of  New  York, 
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wrote:1 i  “Organized  medicine  suffers  from 
several  weaknesses.  One  of  them  is  the 
aloof  relationship  to  health  administration 
and  to  various  health  activities  of  a multi- 
tude of  social  organizations. 

“Social  changes  will  continue  to  increase 
in  America,  and  social  organizations  to 
meet  social  needs  will  become  more  and 
more  active.  It  will  be  better  for  the  future 
position  of  the  profession  of  medicine  to 
guide  the  advent  of  these  activities;  deter- 
mine their  soundness  and  give  them  leader- 
ship in  medical  matters.  Health  activities 
of  social  organizations  and  the  state  must  be 
considered  as  expressions  of  social  medical 
need.  It  will  be  better  to  recognize  and 
help  to  meet  the  problem  than  it  will  be  to 
find  something  wrong  with  our  relationship 
to  it  and  then  have  to  try  to  change  that 
after  the  solution  of  the  problems  has  passed 
the  formative  stage. 

1 Medical  Times  and  L.I.  Medical  Journal  (March)  1931. 


“The  profession  of  medicine  does  not 
always  realize  that  it  is  not  organized  for 
administrative  purposes,  even  though  it  is 
the  only  authoritative  source  of  medical 
knowledge  and  the  only  group  competent 

to  give  technical  medical  service It  is 

medicine’s  obligation  to  furnish  leadership, 
and  in  leadership  rests  the  future  position  of 
medicine  in  public  opinion.”  That  was  in 
1931.  It  is  now  1943. 

Opportunity  is  still  open  to  us.  But  for 
how  long?  It  would  be  well  to  heed  what 
Professor  Bridgman  of  Harvard  University 
said  before  the  American  Physical  Society: 
“.  . . . scientists  are  curiously  obtuse  as  to 
the  social  conditions  which  make  possible 
their  existence  as  a class.  It  is  by  no  means 
a certainty  that  society  will  so  evolve  that 
the  individual  will  be  allowed  to  engage  in 

independent  intellectual  activity ” 

What  say  you,  physicians? 


Status  of  Physicians,  1942 


During  1942,  according  to  the  J.A.M.A.,1 
3,328  physicians  died  in  the  United  States 
and  Canada,  but  5,163  graduates  of  medical 
schools  in  the  United  States  were  added. 
Excluding  graduates  of  foreign  schools  first 
licensed  in  this  country  in  the  same  year,  the 
net  gain  in  personnel  to  the  profession  stood 
at  1,952. 

Of  the  three  thousand  and  more  deaths, 
heart  disease  again  accounted  for  the  great- 
est number.  Coronary  thrombosis  and 
occlusion,  other  coronary  diseases,  and 
angina  pectoris  continued  to  lead  the  list, 
with  cerebral  hemorrhage,  arteriosclerosis, 
and  cardiovascular  renal  disease  and  chronic 
nephritis  following  close  behind.  The  aver- 
age age  at  death  from  all  causes  was  65,  0.9 
per  cent  lower  than  in  1941  for  a comparable 
number  of  deaths. 

The  year  1942  was  not  one  of  extraor- 
dinary pressure  for  physicians.  Nor  were 
deaths  in  military  service  to  the  number  of 
48  exceptionally  high.  Yet  the  toll  of 
cardiovascular  disease  again  heads  the  fist 
of  causes  of  death.  It  seems  obvious  that 
pressure  of  work  on  the  physician  age  groups 
of  45  to  64  and  65  to  79  will  increase  during 


i J.A.M.A.  121:  3 (Jan.  16)  1943. 


the  current  year.  What  effect  can  be  an- 
ticipated on  the  death  rate  from  cardio- 
vascular disease?  In  1942,  the  number  of 
deaths  from  all  causes  in  these  brackets  was 
45  to  49,  104;  50  to  54,  175;  55  to  59,  278; 
60  to  64,  415;  65  to  69,  551;  70  to  74,  348; 
75  to  79,  369.  What  will  they  be  in  1943? 

The  loss  in  trained  skill  represented  by 
this  group  is  enormous.  It  is  also  the  group 
upon  which  civilian  medical  service  is  chiefly 
dependent.  Is  it  a proper  function  of 
organized  medicine  to  study  this  group  with 
the  end  in  view  to  salvage  all  possible  trained 
skills?  Is  the  death  rate  in  this  group  as 
low  as  it  can  be?  Are  some  of  these  deaths 
preventable?  If  a study  of  this  sort  is  not  a 
proper  function  of  organized  medicine,  of 
what  agency  is  it  a proper  function?  If 
skills  at  the  present  time  of  war  are  being 
unnecessarily  wasted,  and  especially  medical 
and  surgical  skills,  whose  concern  should  it 
be? 

There  is  no  such  thing  as  a synthetic 
physician  or  surgeon.  There  is  no  such 
thing  as  synthetic  experience  in  medicine. 
To  what  extent  is  salvage  possible  in  this 
group?  The  present  time  of  national  neces- 
sity seems  to  us  appropriate  for  a study  of 
these  questions.  Is  anybody  interested? 


February  15,  1943] 


EDITORIAL 


313 


Pneumonia — A Secondary  Disease 


In  former  years  the  teaching  was  that  pneu- 
monias were  either  primary  or  secondary.1  The 
latter,  usually  bronchopneumonia,  followed  al- 
ready existing  diseases,  such  as  measles,  whoop- 
ing cough,  influenza,  etc.  The  primary  pneu- 
monias, chiefly  lobar  pneumonia,  were  largely 
attributed  to  the  pneumococcus  present  in  the 
upper  respiratory  tract,  which  descended  to  the 
lung  after  exposure  to  cold  or  because  of  other 
factors  that  lowered  resistance.  In  recent  years 
this  concept  has  undergone  considerable  altera- 
tion. 

We  now  realize  that  all  forms  of  bacterial 
pneumonia  are  generally  not  primary.  In  nearly 
every  case  lobar  pneumonia  is  preceded  by  the 
common  cold,  influenza,  or  some  other  virus 
adversely  affecting  the  respiratory  mucous  mem- 
brane.2® Colds,  in  turn,  are  caused  by  a virus 
which  paves  the  way  for  invasion  of  secondary 
bacteria.26  Similarly,  the  influenza  virus  pre- 
disposes to  secondary  infections. 2C 

In  the  1918  pandemic  influenza,  the  most  fre- 
quent secondary  pneumonic  invader  was  the 
Streptococcus  hemolyticus,  giving  a character- 
istic clinical  and  pathologic  picture.3  This  or- 
ganism, however,  was  not  the  only  secondary 
invader.  Numerous  instances  of  pneumococcus,4 5 
staphylococcus,6  and  Pfeiffer’s  bacillus  pneu- 
monias6 were  recorded  during  this  epidemic.  It 
is  now  realized  that  there  is  a synergism  between 
the  influenza  virus  and  other  bacteria,  such  as 
those  enumerated. 

Recent  advances  in  the  study  of  viruses  have 
furnished  additional  facts  regarding  this  syner- 
gism. Methods  of  culturing  and  isolating  viruses 
during  the  primary  infection  have  been  devised. 
In  the  presence  of  the  complicating  pneumonia, 
the  serums  of  the  patients  can  be  titrated  for 


neutralizing  and  complement  fixing  auto-virus 
antibodies.  By  such  means  it  has  been  verified 
that  pneumonias  of  different  types  are  generally 
preceded  by  virus  infections.7  In  the  New  Eng- 
land studies,  staphylococcus  pneumonias  were 
very  prevalent,  this  organism  following  in  the 
wake  of  an  influenza  A infection.7 

Summing  up  the  evidence,  we  can  conclude 
that,  with  some  exceptions,  pneumonia  is  a 
secondary  and  not  a primary  disease.  The  ex- 
ceptions are  pneumonias  due  to  the  primary 
virus  infection,  to  certain  bacilli  such  as  Bacillus 
tuberculosis  and  tularensis,  and  the  mycoses. 
It  seems  clear  that  organisms  find  fertile  soil  in 
the  lungs  of  patients  stricken  with  influenza  or 
a kindred  virus  infection.  The  secondary  in- 
vader and  the  prevalent  secondary  pneumonia 
will  depend  on  which  organism  is  widely  en- 
trenched in  the  upper  respiratory  tracts  of  the 
community.  In  the  presence  of  this  train  of 
events,  chemotherapy  may  be  advisable,  not  for 
the  treatment  of  the  initial  virus  disease  (for 
that  is  ineffective),  but  prophylactically  as  an 
attempt  to  thwart  the  secondary  invaders. 
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Intravenous  Alimentation 


There  are  times  in  disease,  usually  transient, 
when  oral  feeding  is  either  undesirable  or  dis- 
tinctly harmful.  Intractable  vomiting  and  diar- 
rhea, particularly  in  infancy,  and  postoperative 
conditions  and  complications,  especially  of  the 
gastrointestinal  tract,  are  frequent  examples. 
In  such  circumstances  the  institution  of  paren- 
teral feeding  spares  and  rests  the  gastrointestinal 
tract,  permitting  a more  rapid  restoration  to 
normalcy. 

For  many  years  it  has  been  a common  practice 
to  administer  saline  solutions  intravenously. 
Glucose  has  been  added  to  such  solutions  or,  if 
preferable,  simply  given  in  distilled  water  in  a 
concentration  determined  by  the  disturbed 


chemistry  of  the  body.1  However,  even  if  huge 
amounts  of  glucose  solutions  are  given  intra- 
venously, it  is  impossible  to  supply  the  daily 
caloric  needs  solely  by  this  method.  To  com- 
pensate for  the  quantitative  deficiency  in  this 
type  of  feeding  emulsions  of  fat  have  been  in- 
jected by  vein.2  This  addition  still  left  un- 
solved the  nutritional  deficiencies  caused  by  the 
absence  of  protein  and  vitamins.  Elman  and 
Weiner,3  by  the  intravenous  administration  of 
pure  amino  acids,  supplied  the  missing  protein 
stepping  stones.  They  employed  a 2 per  cent 
solution  of  amino  acids  derived  from  the  hy- 
drolysis of  casein,  to  which  was  added  2 per  cent 
of  tryptophan  and  cysteine,  the  missing  essential 
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amino  acids.  By  this  method  they  were  able  to 
supply  2 Gm.  of  amino  acid  per  kilo  per  day,  an 
amount  sufficient  to  establish  a positive  nitrogen 
balance.  The  development  of  the  different 
vitamins  in  chemically  pure  form,  adapted  for 
parenteral  administration,  completed  the  chain 
of  adequate  intravenous  alimentation. 

Other  investigators  extended  this  method  of 
feeding  to  correct  specific  deficiencies,  such  as 
the  defective  amino  acid  metabolism  of  nephrosis. 
Details  and  technics  of  administration  have  been 
carefully  studied  by  these  workers.1 2 3 4-5  More  re- 
cently other  conditions  in  which  nitrogen  equi- 
librium is  difficult  to  achieve  have  proved  amen- 
able to  intravenous  alimentation.6  These  latter 
investigators,  by  injecting  amino  acids  intra- 
venously, to  the  amount  of  1 to  2 Gm.  of  nitrogen 
per  hour,  have  attained  nitrogen  equilibrium  in 
such  varying  diseases  as  malignant  neoplasm, 
hyperthyroidism,  chronic  nephritis,  cirrhosis  of 
the  liver,  and  chronic  infections,  such  as  chronic 
empyema. 


In  the  past,  parenteral  feeding  was  poorly 
accomplished  by  the  rectal  or  peritoneal  adminis- 
tration of  glucose  and  saline.  These  methods 
yielded  pitifully  few  calories,  and  too  frequently 
resulted  in  excessive  abdominal  distention.  The 
injection  of  the  necessary  food  elements  by  vein 
alone  or  in  conjunction  with  vitamins  injected 
subcutaneously  or  intramuscularly  is  a unique 
and  invaluable  addition  to  the  therapeutic  arma- 
mentarium in  conditions  demanding  complete 
rest  for  the  gastrointestinal  tract  or  added  quan- 
tities of  one  or  more  of  the  elements  of  nutrition. 


1.  Bodansky,  M.,  and  Bodansky,  O. : Biochemistry  of 
Disease,  New  York,  Macmillan,  1940. 

2.  Holt,  L.  E.,  Tidwell,  A.  C.,  and  Scott,  T.  F.:  J.  Ped. 
6:  151  (Feb.)  1935. 

3.  Elman,  R.,  and  Weiner,  D.  O.:  J.A.M.A.  112:  796 
(March  4)  1939. 

4.  Farr,  L.  E.,  Emerson,  K.,  and  Futcher,  P.:  J.  Ped. 
17:  595  (March)  1940;  Farr,  L.  E.,  and  McFayden,  D.  A.: 
Am.  J.  Dis.  Child.  59:  782  (April)  1940. 

5.  Sholl,  A.  T.,  Butler,  A.  M.,  Blackfan,  K.  D.,  and 
MacLachlan,  E.:  J.  Ped.  16:  469  (1939). 

6.  Altshuler,  A.  A.,  Hensel,  H.  M.,  Hecht,  P.,  and 
Pursley,  R.:  Arch.  Int.  Med.  70:  749  (Nov.)  1942. 


Correspondence 


January  5,  1943 

To  the  Editor: 

Apropos  of  the  high  incidence  of  cancer  among  the 
Japs,  as  noted  in  the  New  York  State  Journal  re- 
cently, mav  I call  attention  to  a note  in  a paper  writ- 
ten by  me*  some  time  ago  that  “continuous  grasp- 

*  “The  Bodily  Organs  and  Psychopathology,”  American 
Journal  of  Psychiatry,  March,  1936. 


ing,”  and  “greediness”  were  most  potent  factors  in 
the  genesis  of  stomach  disorders,  “including  cancer.” 

Respectfully, 

Smith  Ely  Jelliffe,  M.D. 
Hallett’s  Landing 
Washington  County,  New  York 


Medical  Officers  Needed  in  Navy 


The  following  communication  has  just  been  re- 
leased by  the  Office  of  Naval  Officer  Procurement: 
“In  order  to  satisfactorily  care  for  the  medical  and 
surgical  needs  of  the  increase  in  personnel  to  meet 
the  requirements  for  the  great  expansion  of  the 
Navy,  a larger  number  of  medical  officers  is  re- 
quired. The  present  number  of  medical  officers  in 
the  Navy  must  be  greatly  increased. 

“There  are  vacancies  to  be  filled  in  the  ranks  of 
Lieutenant  (junior-grade),  Lieutenant,  and  Lieuten- 
ant-Commander in  the  Medical  Corps,  and  oppor- 
tunities for  promotion  while  on  active  duty. 

“It  is  the  policy  of  the  Navy  Department  when 
specific  needs  arise  to  order  medical  officers  for 
courses  of  instruction  in  various  specialties. 


“The  following  special  courses  of  instruction  for  a 
limited  number  of  medical  officers  in  the  Naval 
Reserve  are  now  available:  aviation  medicine, 

medical  duties  with  parachute  troops,  medical  duties 
in  deep  diving,  psychiatry,  anesthesia,  thoracic 
surgery,  neuro-surgery,  physical  and  fever  therapy, 
and  duties  with  epidemiology  and  laboratory  units. 

“Applications  are  accepted  of  those  who  do  not 
meet  the  physical  standards  if  their  irregularities 
are  not  likely  to  be  progressive  or  interfere  with  the 
performance  of  duty. 

“Naval  Officer  Procurement 
Medical  Department 
33  Pine  Street,  New  York,  New  York 
WHitehall  3-4060,  Extension  13” 


SOME  DIFFERENTIAL  POINTS  IN  THE  DIAGNOSIS  OF  ATYPICAL 
PNEUMONIA  OF  PROBABLE  VIRUS  ORIGIN 


Anne  M.  Bahlke,  M.D.,  Albany,  New  York 

SINCE  mid-August  of  1942  the  incidence  of 
pneumonia  of  all  forms  as  reported  to  the 
New  York  State  Department  of  Health  has  been 
well  above  the  five-year  average  for  1937-1941. 
A large  proportion  of  this  excess  is  attributable  to 
cases  regarded  by  the  attending  physician  to  be 
atypical  and  of  obscure  cause.  Aside  from  one 
outbreak  of  this  latter  form  of  acute  pneumonitis 
in  a graduate  school  in  an  upstate  city,  no  clear 
epidemics  have  been  noted.  There  has  been 
some  tendency  for  the  reported  cases  to  be 
clumped  in  certain  localities  and  more  especially 
in  the  practices  of  certain  physicians.  Yet  the 
reporting  has  been  sufficiently  widespread  to 
make  it  clear  that  throughout  the  State  as  a 
whole  physicians  are  conscious  of  and  on  the 
alert  for  this  form  of  pneumonia. 

The  number  of  these  cases  reported  weekly 
has  mounted  somewhat  since  the  week  in  Septem- 
ber when  an  article  from  the  Bureau  of  Pneu- 
monia Control  appeared  in  the  departmental 
weekly  pamphlet,  Health  News,  calling  attention 
to  the  clinical  aspects  of  the  disease.  Whether 
this  increase  is  due  to  an  actual  increase  in 
prevalence,  or  merely  to  an  increasing  awareness 
on  the  part  of  the  profession,  or  both,  cannot 
be  ascertained.  In  either  case  the  practicing 
physician  is  being  faced  more  often  with  the 
problem  of  differentiating  the  atypical  pneu- 
monias from  the  more  classical  varieties  and  from 
grippe-like  illnesses  without  pulmonic  involve- 
ment. That  such  differentiation  may  be  a 
difficult  problem  in  individual  cases  is  beyond 
question. 

When  the  atypical  disease  assumes  its  usual 
pattern,  one  valuable  differential  point  is  estab- 
lished by  the  mode  of  onset.  Instead  of  the 
sudden  shaking  chill  with  sharp  pleural  pain 
encountered  so  frequently  in  classical  pneu- 
mococcal pneumonia,  the  patient  with  the 
atypical  disease  commonly  complains  only  of 
insidious  chilliness,  and  if  he  has  discomfort 
in  the  chest  it  will  be  a sense  of  heaviness  and 
soreness  or  aching,  usually  in  the  substernal 
region.  At  the  same  time  he  may  become  aware 
of  an  increasing  malaise  and  a mild  sore  throat 
which  is  noticeable  chiefly  on  swallowing.  The 
latter  symptom  is  rare  in  lobar  pneumonia. 
Likewise  rare  is  the  headache  which  has  been 
recorded  so  frequently  and  is  often  so  severe 
in  cases  of  atypical  pneumonia. 

In  lobar  pneumonia  severe  cough  with  char- 

From  the  Bureau  of  Pneumonia  Control,  New  York 
State  Department  of  Health,  Albany,  New  York. 


acteristic  sputum  is  very  likely  to  be  one  of  the 
earliest  symptoms.  In  atypical  pneumonia  sev- 
eral hours  may  elapse  before  coughing  becomes 
established,  but  when  it  does  it  may  be  severe, 
paroxysmal,  and  highly  intractable,  even  in  the 
face  of  such  effective  medicaments  as  codeine 
or  morphine.  Most  commonly  it  is  dry  in  the 
early  stages;  later,  mucoid  or  mucopurulent 
sputum  in  variable  abundance  may  appear. 
Occasionally  this  sputum  will  be  blood-streaked, 
but  truly  rusty  or  prune-juice  sputum  is  not 
noted.  Associated  with  the  cough  and  probably 
partly  responsible  for  it  may  be  a severe  grade 
of  tracheitis. 

Whereas  the  temperature  mounts  rapidly  in 
classical  pneumonia  to  a high  level  and  stays 
high  until  defervescense  begins,  in  atypical 
pneumonia  the  rise  is  likely  to  be  slow  and  the 
level  not  maintained.  Instead,  the  curve  has  a 
swinging  contour,  often  with  diurnal  peaks, 
usually  in  the  late  afternoon  or  early  evening. 
While  levels  of  104  F.  or  105  F.,  and  rarely  even 
106  F.,  have  been  recorded  in  the  atypical  disease, 
the  majority  of  cases  have  only  moderate  fever 
of  101  F.  or  102  F.;  and  occasional  cases  with 
characteristic  x-rays  have  been  presumably 
afebrile  throughout.  In  lobar  pneumonia  fever 
is  almost  invariable.  Furthermore,  in  lobar 
pneumonia  recovery  is  most  frequently  by  crisis; 
in  atypical  pneumonia  a consistently  lytic 
type  of  defervescence  has  been  noted. 

Accompanying  the  fever  in  the  classical  picture 
of  pneumococcal  pneumonia  there  is  a propor- 
tional acceleration  of  the  pulse  rate.  In  a large 
percentage  of  atypical  cases  a relative  brady- 
cardia occurs. 

Dyspnea  and  some  degree  of  cyanosis  are 
very  common  in  the  presence  of  the  pneumonias 
of  bacterial  origin,  even  in  cases  in  which  the 
consolidation  is  not  extensive.  In  the  virus- 
type  disease,  on  the  other  hand,  both  of  these 
symptoms  are  relatively  rare,  and  when  they  do 
occur  the  clinical  picture  is  likely  to  be  one  of 
extreme  severity  in  every  other  aspect  as  well. 
But  even  with  severe  disease  and  in  the  presence 
of  definite  respiratory  distress,  the  respiratory 
rate  is  often  not  increased  to  the  characteristically 
high  levels  of  lobar  pneumonia.  Similarly,  the 
delirium  which  is  probably  related  to  the  anoxia 
of  lobar  consolidation  has  not  been  reported  in 
the  atypical  disease. 

In  lobar  pnuemonia  the  fauces  and  pharynx 
may  be  somewhat  suffused  but  for  the  most 
part  they  are  not  remarkable.  In  contrast  to 
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this  is  the  situation  frequently  reported  in 
atypical  pneumonia — the  fauces  dusky  red, 
the  uvula  swollen,  the  soft  palate  granular- 
looking,  and  the  posterior  pharyngeal  wall 
markedly  engorged,  with  a striking  hypertrophy 
of  the  lymphoid  tissue.  Occasionally  petechiae 
appear  on  the  pharyngeal  mucosa,  and  it  has 
been  thought  by  some  observers  that  they  are 
related  to  the  severity  of  the  cough  and  probably 
account  for  the  blood-streaking  of  the  sputum 
when  it  occurs. 

Probably  the  most  striking  difference  which 
exists  between  classical  and  atypical  disease  is 
encountered  when  consideration  is  given  to  the 
physical  signs  in  the  chest  in  these  two  conditions. 
There  is  no  need  to  review  the  cardinal  signs  of 
lobar  consolidation.  It  should  be  sufficient  to  say 
that  the  picture  that  those  signs  present  is  lacking 
in  atypical  pneumonia,  so  that  there  is  seldom 
more  than  slight  diminution  of  resonance  and 
rales.  The  rales  occur  much  more  often  than  the 
dullness,  but  even  they  are  not  invariably  present, 
and  cases  are  on  record  in  which  definitely  positive 
x-ray  pictures  have  been  found  in  the  absence 
of  any  demonstrable  physical  signs.  Rales, 
when  present,  are  of  the  moist  variety,  fine, 
medium,  or  coarse.  They  may  be  numerous, 
but  for  the  most  part  they  are  relatively  few, 
and  often  they  are  heard  only  at  the  end  of  deep 
inspiration  or  after  cough.  In  some  cases 
rhonchi  may  be  heard. 

The  patient  with  atypical  pneumonia  may 
occasionally  look  very  sick,  but  even  when  he 
does,  he  seldom  has  the  toxic  appearance  of  the 
severely  ill  classical  case;  nor  does  he  show 
the  abdominal  distention  that  so  often  ac- 
companies the  latter.  Other  gastrointestinal 
reactions,  such  as  nausea  and  vomiting,  may 
occur  in  either  type  of  disease,  but  they  are  not 
prominent  symptoms  in  either. 

Herpes  has  been  observed  in  atypical  pneu- 
monia, but  with  nothing  like  the  frequency  that 
it  occurs  when  the  illness  is  due  to  the  pneu- 
mococcus. An  erythematous  eruption,  on  the 
other  hand,  virtually  unheard  of  in  untreated 
pneumococcal  pneumonia,  has  on  rare  occasions 
been  observed  in  severe  cases  of  the  atypical 
disease. 

The  characteristic  x-ray  shadow  of  pneu- 
mococcal lobar  pneumonia  is  familiar  to  all. 
In  virus-type  pneumonia  the  lobar  picture  may 
be  simulated  closely,  but  for  the  most  part  the 
atypical  trend  that  marks  the  clinical  picture 
is  followed  roentgenologically  as  well.  There  is 
usually  a diffuse  increase  of  the  bronchial  mark- 
ings and  the  first  evidence  of  consolidation  ap- 
pears as  a widening  of  the  hilar  shadows  on  one 
or  both  sides.  Subsequently,  the  lesion  spreads 
outward  to  the  periphery  and  occasionally  may 


look  solid,  but  usually  it  has  a ground-glass  or 
patchy  appearance.  Two  or  three  lobes  may  be 
involved,  and  often  the  lesion  appears  to  be 
regressing  in  one  lobe  at  the  same  time  that  it  is 
spreading  in  another.  The  x-ray  usually  becomes 
positive  within  the  first  week  of  illness  and  may 
clear  within  a few  days  or  remain  positive  for 
several  weeks.  Ultimate  complete  clearing  is 
the  rule.  In  spite  of  the  absence  of  pleural 
pain,  if  the  right  middle  lobe  is  involved,  thick- 
ening of  the  transverse  pleura  is  occasionally 
seen.  Actual  effusion  is  very  rare. 

The  moderate  or  marked  leukocytosis  that 
appears  early  in  favorable  cases  of  pneumococcal 
pneumonia  is  absent  in  the  virus-type  cases. 
These  may  show  a slight  elevation  of  white  cells 
to  12,000-15,000  after  the  disease  has  been  in 
progress  for  several  days,  but  the  early  white 
count  is  usually  normal,  or  there  may  even  be 
an  actual  leukopenia. 

A good  sputum  specimen  from  a case  of 
pneumococcal  pneumonia  will  usually  show 
pneumococci  in  large  numbers  within  twenty- 
four  hours  of  the  onset.  Sputum  from  atypical 
pneumonia,  on  the  contrary,  shows  only  a 
mixed  flora  such  as  is  found  in  pharyngeal 
secretions,  and  when  pneumococci  are  present 
they  are  apt  to  be  few  in  number  and  of  the 
higher  types. 

The  patient  who  has  safely  passed  a crisis 
in  a classical  lobar  pneumonia  often  returns  to 
health  at  a surprising  and  gratifying  rate  of 
speed.  The  patient  with  the  atypical  disease 
may  suffer  from  anorexia,  profuse  sweating, 
and  weakness  to  a degree  and  for  an  interval 
out  of  all  proportion  to  the  apparent  severity  of 
his  acute  symptoms.  And  the  acute  febrile  phase 
may  be  protracted  so  that  two  weeks  or  more 
may  elapse  even  in  mild  cases  before  the  patient 
may  properly  be  regarded  as  convalescent;  in 
many  of  the  severe  cases  daily  fever  has  per- 
sisted for  three  to  four  weeks.  Such  prolonged 
fever  might  be  presumed  to  suggest  the  presence 
of  secondary  bacterial  invasion  and  such  foci 
should  be  watched  for,  but  actually  sequelae 
are  rare. 

Therapy  with  regard  to  virus-type  pneumonia 
is  in  the  symptomatic  and  supportive  stage, 
and  to  date  applications  of  the  more  specific 
agents  have  been  uniformly  unsuccessful.  There 
is  no  reason  to  assume,  of  course,  that  anti- 
pneumococcal  serum  would  be  of  benefit  in  the 
cases  that  do  show  pneumococci  unless  those 
micro-organisms  are  present  in  large  numbers, 
and  if  they  are,  there  is  every  likelihood  that  the 
patient  does  not  have  a virus-type  pneumonia 
but  rather  an  atypical  case  of  bacterial  origin. 
The  brilliant  results  produced  by  sulfonamide 
drugs  in  classical  pneumonia  need  no  emphasis. 
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In  the  pure  form  of  the  virus-type  pneumonia 
under  discussion  ail  the  accepted  sulfonamides 
have  been  tried  and  all  who  have  used  them 
agree  that  they  do  no  good  whatever.  While 
there  is  no  evidence  that  these  drugs  accentuate 
the  disease  process,  there  would  seem  to  be 
little  justification  for  their  use  in  these  cases 
because  of  the  toxic  reactions  they  may  produce. 
In  a few  severe  cases  transfusions  of  convalescent 
and  supposedly  immune  blood  have  been  given, 
but  there  is  no  indication  that  these  measures 
have  had  any  appreciable  effect  on  the  disease. 

When  a case  with  the  general  picture  attributed 
above  to  atypical  pneumonia  is  encountered, 
pneumococcal  pneumonia  is  by  no  means  the 
only  entity  that  must  be  ruled  out  of  course. 
With  severe  forms  of  the  disease  miliary  tubercu- 
losis, acute  rheumatic  fever,  typhoid  fever, 
undulant  fever,  psittacosis,  ornithosis,  American 
Q fever,  and  even  such  conditions  as  subphrenic 
abscess  may  warrant  consideration.  With 
milder  forms,  the  chief  confusion  comes  from 
influenza,  particularly  under  endemic  conditions. 
In  the  latter  disease  the  onset  is  usually  more 
explosive,  and  constitutional  symptoms  are 
likely  to  be  more  marked,  with  aching  of  the 
back  and  extremities  prominent  among  the 
initial  symptoms.  It  will  be  recalled  that  in 
atypical  pneumonia  usually  the  only  noteworthy 
aching  is  in  the  head  and  chest.  Similarly  the 
photophobia  and  pain  on  ocular  motion  so 
characteristic  of  influenza  are  seldom  if  ever 
encountered  with  atypical  pneumonia.  And 
the  positive  chest  signs  by  physical  examination 
and  x-ray  are  lacking  in  uncomplicated  in- 
fluenza. Finally,  with  epidemiologic  luck  some 
indication  of  the  incubation  period  may  be  given, 
and,  if  so,  this  has  differential  significance,  since 
for  influenza  it  is  one  or  two  days  and  for  atypical 
pneumonia  it  is  agreed  by  most  authorities  to 
run  from  twelve  days  to  three  weeks. 

One  thing  that  should  stand  out  in  the  above 
discussion  is  the  recurrent  monotony  of  qualifying 
words  and  phrases  such  as  “usually,”  “often,” 
“maybe,”  and  “in  most  cases.”  Such  quali- 
fications are  important  to  remember  whenever 
an  attempt  is  being  made  to  differentiate  the 
virus-type  pneumonia  from  clinically  similar 
conditions.  Considerable  progress  has  been 
made  toward  a clarification  of  the  clinical 
picture,  but  it  is  far  from  clear-cut  as  yet,  and 
it  is  only  when  all  the  diseases  mentioned  take 
a typical  form  or  the  virus  type  occurs  in  epi- 
demics, that  differentiation  of  these  entities 
can  be  made  with  any  certainty.  A differential 
diagnosis  in  any  given  case  between  atypical 


pneumonia  of  probable  viral  cause  and  an 
atypical  bacterial  pneumonia,  or  between  the 
virus-type  disease  and  influenza,  may  never  be 
possible.  Probably  the  best  principle  to  follow 
is  not  to  make  a definite  diagnosis  of  virus-type 
pneumonia  unless  the  clinical  picture  as  described 
is  accompanied  by  either  physical  or  x-ray  signs 
of  pulmonic  involvement.  Some  true  cases 
will  doubtless  be  disqualified  in  this  way,  but 
it  is  nevertheless  the  most  scientific  basis  to 
work  upon  until  such  time  as  the  causative 
agent  has  been  identified  and  the  clinical  diag- 
nosis can  be  properly  confirmed  by  immuno- 
logic methods. 


List  of  Suggested  Readings 

Acute  Influenza  Pneumonitis,  by  Albert  Bowen.  Am.  J. 
Roent.  & Rad.  Ther.  34:  168  (1935). 

Acute  Pneumonitis,  by  William  H.  Allen.  Ann.  Int. 
Med.  10:  441  (1936). 

An  Acute  Infection  of  the  Respiratory  Tract  with  Atypical 
Pneumonia,  by  Hobart  A.  Reimann.  J.A.M.A.  Ill:  2377 
(1938). 

Acute  Interstitial  Pneumonitis:  A New  Disease  Entity, 

by  D.  F.  Smiley,  E.  C.  Showacre,  W.  F.  Lee,  and  H.  W.  Fer- 
ris. J.A.M.A.  112:  1901  (1939). 

Current  Bronchopneumonia  of  Unusual  Character  and  Un- 
determined Etiology,  by  Y.  Kneeland,  Jr.,  and  H.  S.  Smetana. 
Bull.  Johns  Hopkins  Hosp.  67:  229  (1940). 

Bronchopneumonia  of  Unknown  Etiology,  by  W.  T.  Long- 
cope.  Bull.  Johns  Hopkins  Hosp.  67:  268  (1940). 

The  Roentgenological  Aspects  of  an  Epidemic  of  Acute 
Respiratory  Tract  Infection,  by  K.  Kornblum  and  H.  A.  Rei- 
mann. Am.  J.  Roent.  & Rad. Ther.  44:  333  (1940). 

Epidemic  Disease  of  the  Respiratory  Tract,  by  H.  A.  Rei- 
mann and  W.  P.  Havens.  Arch.  Int.  Med.  65:  138  (1940). 

The  Recovery  from  Patients  with  Acute  Pneumonitis  of  a 
Virus  Causing  Pneumonia  in  the  Mongoose,  by  J.  M.  Weir 
and  F.  L.  Horsfall,  Jr.  J.  Exp.  Med.  72:  595  (1940). 

An  Institutional  Outbreak  of  Pneumonitis:  I.  Epidemio- 

logical and  Clinical  Studies,  by  J.  W.  Hornibrook  and  K.  R. 
Nelson;  II.  Isolation  and  Identification  of  Causative  Agent, 
by  R.  E.  Dyer,  N.  H.  Topping,  and  I.  A.  Bengtson.  Pub 
Health  Rep.  55:  1936  (1940). 

Atypical  Pneumonias,  by  Harry  Fredd.  New  York  State 
J.  Med.  41:  34  (1941). 

Pneumonitis  or  Virus  Pneumonia,  by  W.  T.  Longcope. 
The  Practitioner  148:  1 (1942). 

Acute  Pneumonitis — An  Atypical  Bronchopneumonia  of 
“Virus”  Origin,  by  J.  Markham.  Canad.  M.  A.  J.  47: 
133  (1942). 

Silent  Bronchopneumonia,  by  Paul  M.  Andrus.  Canad. 
M.  A.  J.  47:  339  (1942). 

An  Acute  Respiratory  Infection  Resembling  So-Called  Acute 
Pneumonitis,  A Report  of  40  Cases,  by  LeRoy  B.  Duggan  and 
William  L.  Powers.  U.S.  Nav.  M.  Bull.  40:  651  (1942). 

The  Recognition  of  Virus  Type  Pneumonia,  by  B.  E.  Good- 
rich and  H.  A.  Bradford.  Am.  J.  M.  Sc.  204:  163  (1942). 

Virus  Pneumonias:  I.  Pneumonias  Associated  with 

Known  Nonbacterial  Agents:  Influenza,  Psittacosis  and  Q 

Fever:  II.  Primary  Atypical  Pneumonias  of  Unknown 

Etiology,  by  M.  Finland  and  J.  H.  Dingle.  New  England 
J.  Med.  227:  342  and  378  (1942). 

Etiology  of  Atypical  (“Virus”)  Pneumonias,  with  a Brief 
Resume  of  Recent  Discoveries,  by  H.  A.  Reimann,  W.  P. 
Havens,  and  A.  H.  Price.  Arch.  Int.  Med.  70:  513  (1942). 

Report  of  an  Epidemic  of  an  Acute  Respiratory  Infection 
with  Pneumonitis,  by  Alex.  F.  Robertson,  Jr.  Virginia  M. 
Monthly  69:  542  (1942). 

Primary  Atypical  Pneumonia — A Report  of  25  Cases,  by 
Joseph  H.  Whiteley,  Abraham  Bernstein,  and  Mervin  Gold- 
man. Mil.  Surgeon  91:  499  (1942). 

Primary  Atypical  Pneumonia,  Etiology  Unknown,  by 
D.  M.  Green  and  F.  G.  Eldridge.  Mil.  Surgeon  91:  503 
(1942). 

An  Infectious  Agent  from  Cases  of  Atypical  Pneumonia 
Apparently  Transmissible  to  Cotton  Rats,  by  M.  D.  Eaton, 
G.  Meikeljohn,  W.  Van  Herick,  and  J.  C.  Talbott.  Science 
96:  518  (1942). 


THE  FUNCTIONAL  STUDY  OF  THE  LIVER  AND  ITS  CLINICAL 
EVALUATION 

Carl  H.  Greene,  M.D.,  and  Maurice  Bruger,  M.D.,  New  York  City 


IT  IS  generally  recognized  that  the  liver  has  an 
enormous  functional  reserve  and  possesses 
what  has  been  described  as  a “superabundance 
of  tissue.”  Its  activity  is  known  to  vary  not 
only  from  day  to  day  but  also  from  hour  to  hour. 
Rarely  does  this  organ  work  at  full  capacity  for 
any  length  of  time.  However,  the  more  the 
parenchyma  of  the  liver  is  destroyed,  the  less  the 
reserve  and  the  greater  the  basic  load.  For- 
tunately for  the  sake  of  bodily  economy,  the  liver 
has  a marked  regenerative  capacity,  perhaps  the 
greatest  of  any  organ  in  the  body.  Only  in  the 
presence  of  acute  injury  or  of  prolonged  chronic 
disease  do  we  find  the  parenchyma  of  the  liver 
sufficiently  destroyed  to  diminish  the  reserve  and 
to  produce  evidence  of  hepatic  insufficiency. 

The  liver  has  many  functions,  and  no  other 
organ  is  called  upon  to  play  such  an  active  part 
in  the  maintenance  of  normal  health.  It  has 
secretory,  excretory,  and  metabolic  activities. 
The  secretion  and  excretion  of  bile  with  its  con- 
tent of  bile  salts,  bile  pigments,  cholesterol,  in- 
organic salts,  and  water  is  but  one  of  the  recog- 
nized functional  activities  of  this  organ.  The  im- 
portance of  the  liver  in  the  maintenance  of  nor- 
mal carbohydrate  metabolism  is  common  knowl- 
edge. It  also  plays  an  active  part  in  the  inter- 
mediary metabolism  of  fats  and  proteins.  Its 
importance  in  the  formation  of  the  blood,  par- 
ticularly with  respect  to  the  plasma  proteins,  is 
well  recognized.  The  liver,  moreover,  detoxifies 
various  organic  compounds  which  then  are  ex- 
creted in  the  bile  or  urine  as  relatively  innocuous 
substances.  The  liver  is  the  source  of  various 
enzymes  such  as  amylase  and  small  amounts  of 
phosphatase,  as  well  as  many  others  which  play 
an  important  part  in  the  synthesis  and  mobiliza- 
tion of  liver  glycogen.  No  other  organ  in  the 
body  has  such  manifold  activities,  and  it  well  de- 
serves the  title  given  to  it  by  Mann — namely, 
“the  commissariat  of  the*body.” 

Obviously,  therefore,  there  can  be  no  single 
test  for  hepatic  function  which  will  measure  all 
these  activities.  Individual  tests,  shown  in 
Table  1,  have  been  described  which  attempt 
more  or  less  successfully  to  evaluate  one  or 
another  of  these  functions.  This  table  is  by  no 
means  complete  or  comprehensive,  but  it  serves 
to  show  the  complexity  of  the  problem  and  to 
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indicate  the  more  important  physiologic  activi- 
ties of  the  liver. 

It  is  neither  desirable  nor  practical  to  carry  out 
more  than  a few  of  these  functional  tests  on  any 
one  patient.  The  choice  of  the  procedures  to  be 
utilized  must  not  be  haphazard  since  many  of 
these  have  specific  indications.  Moreover,  the 
results  of  such  studies  should  supplement  the 
clinical  information  obtained  by  a detailed  his- 
tory and  a careful  physical  examination. 

Functional  Tests  in  Hepatic  Disease  with 
Jaundice 

Jaundice  is  the  outstanding  clinical  symptom 
indicative  of  disease  of  the  liver  or  biliary  tract. 
Patients  with  hepatic  disorders,  therefore,  can  be 
divided  into  two  groups — those  with  and  those 
without  jaundice.  It  is  generally  recognized 
that  icterus  may  be  classified  in  three  main 
groups:  (1)  the  hemolytic  type,  (2)  the  hepa- 

togenous type,  and  (3)  the  obstructive  type. 
The  terminology  varies  according  to  the  classi- 
fication used,  but  in  general  these  three  groups 
are  fairly  well  defined.  It  should  be  emphasized, 
however,  that  only  under  exceptional  circum- 
stances is  the  jaundice  uncomplicated  in  type. 
For  example,  the  hemolytic  icterus  of  patients 
wdth  malaria  or  hemolytic  anemia  is  frequently 
complicated  by  damage  to  the  hepatic  cells. 
Patients  with  carcinoma  of  the  head  of  the  pan- 
creas probably  present  a picture  of  uncompli- 
cated obstructive  jaundice  during  the  first  few 
days  of  the  obstruction,  but  thereafter  parenchy- 
mal damage  develops  in  consequence  of  obstruc- 
tion and  hydrohepatosis.  Obstructive  jaundice 
due  to  stones  in  the  common  bile  duct  is  fre- 
quently aggravated  by  associated  cholangitis 
and  consequent  damage  to  the  hepatic  paren- 
chyma. Hepatogenous  icterus  or  catarrhal 
jaundice  has  many  obstructive  features,  as  may 
be  evidenced  by  the  multiple  thrombi  present  in 
the  biliary  canaliculi.  Finally,  the  hemolytic 
jaundice  occurring  in  the  crisis  of  acute  hemolytic 
anemia  is  not  infrequently  accompanied  by  the 
deposition  of  pigment  stones  in  the  biliary  tract. 
It  must  be  recognized,  therefore,  that  in  many 
patients  with  jaundice,  the  clinician  is  con- 
fronted with  a diffuse  disease  of  the  liver,  and- 
the  classification  of  the  icterus  into  hemolytic, 
hepatogenous,  or  obstructive  types  merely  repre- 
sents the  major  element  in  its  production. 

Even  though  it  will  be  agreed  that  uncompli- 
cated forms  of  jaundice  rarely  occur,  several  lab- 
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oratory  tests  may  be  employed  to  denote  the 
major  source  of  the  hyperbilirubinemia.  The 
hemobilirubin  formed  by  the  breakdown  of  hemo- 
globin by  the  cells  of  the  reticulo-endothelial 
system  gives  the  indirect  van  den  Bergh  reaction. 
The  hepatic  parenchyma  converts  this  to  chole- 
bilirubin  which  gives  the  direct  van  den  Bergh 
reaction.  This  test,  therefore,  can  be  used  to 
distinguish  between  the  jaundice  produced  by 
retention  and  that  caused  by  regurgitation  (Rich 
classification).1  Thus,  an  indirect  van  den  Bergh 
reaction  in  the  presence  of  clinical  jaundice  is 
indicative  of  a hemolytic  process;  the  test,  how- 
ever, will  not  distinguish  between  obstructive 
and  hepatic  types  of  jaundice. 

Hemobilirubin  ordinarily  is  retained  by  the 
kidneys  but  cholebilirubin,  if  present  in  the  blood, 
is  readily  excreted  in  the  urine.  Urobilinogen  is 
formed  in  the  intestine  by  the  bacterial  reduction 
of  bilirubin.  It  may  be  reabsorbed  and  ex- 
creted in  the  urine.  The  changes  in  the  urinary 
pigments  in  the  different  types  of  jaundice  are 
shown  in  Table  2.  In  hemolytic  jaundice,  uro- 
bilinogen without  the  presence  of  bilirubin  in  the 
urine  is  the  rule.  If  biliary  obstruction  is  com- 
plete, bilirubinuria  without  the  presence  of  uro- 
bilinogen is  encountered.  Both  pigments  are  pres- 
ent in  cases  of  hepatitis  or  incomplete  obstruction 
of  the  common  bile  duct.  If  the  urinary  ex- 
cretion of  urobilinogen  is  to  be  used  as  an  indi- 
cator of  the  patency  of  the  common  bile  duct,  re- 
peated tests  should  be  made  over  a considerable 
period  of  time  before  a final  decision  is  reached, 
since  an  acutely  damaged  liver  may  fail  to  se- 
crete bile  for  several  days  and  so  mimic  an  ob- 
structive jaundice. 

Once  hemolytic  icterus  is  excluded,  the  prob- 
lem usually  confronting  the  clinician  is  whether 
to  treat  the  patient  surgically  or  medically.  This 
question  is  primarily  one  of  determining  the 
patency  of  the  common  bile  duct;  in  this  clinic, 
duodenal  drainage  is  frequently  performed  in 
order  to  obtain  this  information  and  the  results 
have  been  of  inestimable  value  in  determining 
the  necessity  for  surgical  intervention. 

Several  metabolic  tests  have  been  proposed  as 
an  aid  in  differentiating  between  obstructive  and 
nonobstructive  jaundice.  When  the  icterus  is 
mainly  obstructive  in  type,  the  galactose  toler- 
ance,- the  cholesterol  esters  of  the  serum,3  and 
the  conjugation  of  benzoic  acid4  tend  to  be 
normal,  while  the  serum  phosphatase5  is  increased. 
When  jaundice  is  hepatic  in  origin  and  associ- 
ated with  parenchymal  injury,  the  galactose 
tolerance,  the  cholesterol  esters  of  the  serum,  and 
the  conjugated  benzoic  acid  all  tend  to  be  re- 
duced, while  the  serum  phosphatase  is  normal. 
Unfortunately,  these  various  tests  are  not  neces- 
sarily affected  in  the  same  way  or  to  the  same  de- 


TABLE  1 — Classification  of  Tests  for  Hepatic  Func- 
tion 


I.  The  Excretory  Functions  of  the  Liver 

A.  Formation  and  Secretion  of  Bile 

1.  Secretion  of  bile  acids 

(o)  Concentration  of  bile  acids  in  blood 

( b ) Concentration  of  bile  acids  in  bile 

2.  Excretion  of  bile  pigments 

(а)  Bilirubin 

(I)  Concentration  of  bilirubin  in  bile 

(II)  Retention  of  bilirubin  in  blood 

(A)  Icterus  index* 

(B)  Van  den  Bergh* 

(1)  Hemobilirubin  (indirect 

reaction) 

(2)  Cholebilirubin  (direct  re- 

action) 

(б)  Urobilin  and  urobilinogen  in  urine* 

(c)  Porphyrin  (the  urinary/fecal  coproporphy- 

rin ratio) 

3.  Excretion  of  cholesterol  (concentration  of 

cholesterol  in  bile) 

4.  Excretion  of  inorganic  salts 

(a)  Sodium  chloride 

( b ) Calcium 

5.  Excretion  of  water 

B.  Excretory  Loading  Tests 

1.  Bilirubin 

(a)  Bilirubin  excretion  test 

2.  Dyes 

(a)  Phenoltetrachlorphthalein  excretion  test 

( b ) Rose  bengal  excretion  test 

(c)  Azorubin-S  excretion  test 

( d ) Bromsulfalein  excretion  test* 

( e ) Phenoltetraiodophthalein  excretion  test 

II.  The  Metabolic  Functions  of  the  Liver 

A.  Carbohydrate  Metabolism 

1.  Fasting  blood  sugar 

2.  Galactose  tolerance  test* 

3.  Dextrose  tolerance  test 

4.  Fructose  tolerance  test 

5.  Utilization  of  d-lactic  acid 

B.  Protein  Metabolism 

1.  Concentration  of  amino-acids  in  blood 

2.  Concentration  of  urea  in  blood 

3.  Concentration  of  ammonia  in  blood 

4.  Concentration  of  uric  acid  in  blood 

5.  Concentration  of  guanidine  in  blood 

C.  Fat  Metabolism 

1.  Concentration  of  cholesterol  in  blood 

(а)  Total  cholesterol* 

(б)  Cholesterol  partition  (ester/total  ratio)* 

2.  Fat  tolerance  tests 

(a)  Oral  fat  tolerance 

( b ) Intravenous  fat  tolerance 

D.  Blood  Forming  Functions 

1 . Erythrocytes  (macrocytic  hyperchromic  anemia) 

2.  Plasma  proteins 
(o)  Fibrinogen 

( b ) Albumin 

(I)  Concentration  of  serum  albumin* 

(II)  Takata-Ara  reaction* 

(III)  Formol-gel  reaction 

(IV)  Weltmann  coagulation  band 

(V)  Magnesium  chloride  test 

(VI)  Colloidal  gold  reaction 

(c)  Prothrombin 

(I)  Prothrombin  time* 

(II)  Response  of  prothrombin  time  to 
vitamin  K administration* 

(d)  Abnormal  protein  production  (?) 

(I)  Cephalin-cholesterol  flocculation* 

E.  Detoxification  Function 

1.  Hippuric  acid  synthesis* 

2.  Cinchophen  test 

F.  Phosphatase  Production 

1.  Concentration  of  serum  phosphatase* 


* Considered,  in  the  opinion  of  the  authors,  as  important 
tests  for  hepatic  function. 

gree.  Furthermore,  a considerable  proportion  of 
cases  are  seen  in  which  the  result  of  any  simple 
functional  test  is  at  variance  with  the  apparent 
diagnosis.  An  extensive  and  controversial  litera- 
ture dealing  with  the  diagnostic  value  and  the 
comparative  sensitiveness  of  this  group  of  tests 
has  arisen. 

Much  of  this  confusion  has  resulted  from  a 
failure  to  recognize  the  fact  that  the  liver  has  a 
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TABLE  2— The  van  den  Bergh  Reaction  and  the  Ex- 
cretion of  Bile  and  Urobilinogen  in  the  Urine  of  Nor- 
mal Subjects  and  in  Patients  with  Diseases  of  the 
Liver  and  Biliary  Tract  with  and  without  Jaundice 


Disorder 

Serum 

van  den  Bergh 
Reaction 
In- 
direct Direct 

Urine 

Bili-  Uro- 

rubin  bilinogen 

Normal 

rfc 

0 

0 

0 

Hemolytic  jaundice 

+ + + 

0 

0 

+ + + + 

Hepatitis 

Obstruction  of  com- 
mon bile  duct  (par- 

0 

+ 

+ + 

+ + 

tial) 

Obstruction  of  com- 
mon bile  duct  (com- 

0 

+ + 

+ + 

+ + 

plete) 

Cirrhosis  (no  jaun- 

0 

+ + + 

+ + + 

0 

dice) 

=*= 

=*= 

+ + + + 

large  factor  of  safety  so  that  extensive  injury 
may  not  preclude  a normal  response  to  one  or 
the  other  test.  The  different  procedures  are 
concerned  with  different  physiologic  activities 
and  so  need  not  be  affected  in  either  the  same 
manner  or  same  degree.  It  has  long  been  ac- 
cepted that  the  clinical  picture  in  the  various 
types  of  jaundice  is  not  always  distinct.  The 
same  confusion  is  true  of  the  pathologic  changes 
in  many  cases  of  chronic  hepatitis  of  varying 
degrees  of  severity. 

When  the  various  interfering  factors  are  taken 
into  consideration,  it  becomes  obvious  that  the 
clinical  grouping  of  cases  of  jaundice  into  hepatic 
and  obstructive  types  is  arbitrary.  The  value  of 
functional  tests  is  not  determined  by  the  relative 
percentage  of  positive  results  in  cases  of  hepatic 
and  obstructive  types  of  jaundice.  The  tests 
should,  rather,  be  used  in  an  attempt  to  determine 
the  extent  to  which  the  various  elements  already 
discussed  enter  into  the  clinical  picture. 

The  Cephalin-Cholesterol  Flocculation 
Test* 

In  1938,  Hanger6  described  the  cephalin- 
cholesterol  flocculation  test  as  a laboratory  pro- 
cedure to  be  used  in  the  differential  diagnosis  be- 
tween obstructive  and  hepatogenous  jaundice. 
Since  then,  Hanger,7  Hanger  and  Patek,8  Pohle 
and  Stewart,9  Rosenberg,10  Rosenberg  and  Sos- 
kin,11  Mateer  and  his  coworkers,12  and  Lippman 
and  Bakst13  have  reported  favorable  results  with 
this  test. 

Cephalin-cholesterol  flocculation  tests  were 
carried  out  according  to  the  original  technic  of 
Hanger  in  27  patients  with  obstructive  jaundice, 
in  62  with  hepatogenous  jaundice,  in  19  with 
miscellaneous  types  of  hepatic  disease  associ- 
ated with  jaundice,  and  in  52  with  various  non- 
hepatic  diseases  without  icterus — a total  of  160 
tests.  The  results  are  given  in  Table  3. 

* With  the  assistance  of  Drs.  James  R.  McMillan  and 
Hobart  H.  Todd. 


This  table  shows  that  in  early  obstructive 
jaundice,  the  cephalin-cholesterol  flocculation 
test  was  usually  negative.  Positive  results,  how- 
ever, were  observed  in  long-standing  cases  of 
common  bile  duct  obstruction  associated  with 
obstructive  biliary  fibrosis.  In  hepatogenous 
jaundice,  the  test  was  positive  in  a large  per- 
centage of  cases.  In  other  types  of  hepatic  dis- 
ease without  clinical  jaundice,  such  as  portal 
cirrhosis,  chronic  passive  congestion,  and  Gau- 
cher’s disease,  the  flocculation  test  frequently 
gave  positive  results.  A negative  reaction  was 
the  rule  in  cases  of  chronic  cholecystitis,  as  well 
as  in  the  majority  of  control  cases.  Positive 
tests  were  also  encountered  in  a few  conditions 
in  which  neither  jaundice  nor  a clinically  recog- 
nizable disease  of  the  liver  was  present.  Of  signifi- 
cance were  the  results  obtained  in  26  patients 
with  rheumatoid  arthritis,  for  11  gave  a 1 plus  to 
4 plus  reaction.  One  can  only  conjecture  as  to 
the  significance  of  this  finding,  but  it  is  conceiv- 
able that  rheumatoid  arthritis,  being  an  infec- 
tious disorder,  may  be  associated  at  times  with  a 
mild  diffuse  hepatitis.  It  is  of  further  interest  to 
note  the  4 plus  reaction  obtained  in  3 patients 
with  Gaucher’s  disease  and  in  2 with  malaria. 

Surgical  Aspects 

From  the  standpoint  of  the  surgeon,  the  pa- 
tients with  obstructive  jaundice  present  a dis- 
tinct operative  risk.  Postoperative  fatalities  fail 
into  two  general  headings — namely,  hemorrhage 
and  “liver  death.”  Until  recent  years,  death 
from  postoperative  hemorrhage  was  not  uncom- 
mon. This  is  now  known  to  result  from  a defi- 
ciency of  prothrombin  in  the  blood  secondary  to 
defective  absorption  of  vitamin  K from  the  in- 
testinal tract.  The  blood  prothrombin  should  be 
determined  routinely  in  ail  patients  with  jaun- 
dice in  whom  surgery  is  contemplated;  if  low, 
the  value  should  be  checked  repeatedly.  Once 
the  blood  prothrombin  has  been  brought  to  nor- 
mal levels  preoperatively  and  maintained  at 
these  levels  postoperatively  by  adequate  vita- 
min K therapy,  the  surgeon  need  no  longer  fear 
hemorrhage  as  a complication. 

While  the  blood  prothrombin  of  most  patients 
with  obstructive  jaundice  responds  favorably  to 
vitamin  K therapy,  a small  number  (probably 
less  than  10  per  cent)  fail  to  show  this  response  in 
spite  of  adequate  parenteral  administration  of  the 
vitamin.  It  is  now  recognized  that  this  lack  of 
therapeutic  response  is  indicative  of  severe  dam- 
age to  the  parenchymal  cells  of  the  liver.  Opera- 
tive interference  in  such  cases  should  be  post- 
poned wherever  possible  until  the  hepatic  damage 
is  less  extreme  or,  if  undertaken,  the  seriousness 
of  the  condition  must  be  fully  recognized.  Re- 
peated transfusion  of  fresh  blood  then  becomes 
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TABLE  3 — The  Cephalin-Cholesterol  Flocculation  Test  in  Various  Disorders 


Disorder 

1.  Obstructive  Jaundice 

A.  Carcinoma  of  pancreas  or  bile  ducts  without  metastases 

B.  Chronic  cholecystitis  with  stone 

C.  Stricture  of  common  bile  duct 

D.  Obstructive  biliary  cirrhosis 

E.  Acute  cholecystitis 

2.  Hepatogenous  Jaundice 

A.  Carcinoma  of  liver 

B.  Portal  cirrhosis 

C.  Simple  hepatitis  (catarrhal  jaundice) 

D.  Subacute  and  toxic  hepatitis 

E.  Congestive  heart  failure 

F.  Miscellaneous  cases 

3.  Hepatic  Disease  Without  Jaundice 

A.  Portal  cirrhosis 

B.  Congestive  heart  failure 

C.  Chronic  cholecystitis 

D.  Gaucher’s  disease 

4.  Nonhepatic  Disease  Without  Jaundice 

A.  Rheumatoid  arthritis 

B.  Malaria 

C.  Anemia 

D.  Carcinoma 

E.  Miscellaneous 


Cephalin-Cholesterol 
No.  of  Flocculation 

Cases  Neg.  + + + + + + + + + + 


7 

7 

3 
6 

4 

9 

22 

13 

6 

4 

8 

5 

5 

6 
3 

26 

2 

3 

4 
17 


6 1 

6 1 

3 

1 

3 1 

1 

2 3 2 

1 1 
1 

1 

3 2 

1 . . 1 

3 1 

5 1 


15  3 5 


2 1 
3 

13  2 1 


5 


2 6 

2 13 

2 9 

3 2 

3 

3 


3 

3 

1 

2 


the  most  effective  method  of  combating  the  tend- 
ency to  postoperative  hemorrhage. 

Functional  Tests  in  Hepatic  Disease  With- 
out Jaundice 

The  diagnostic  problem  is  different  in  cases  of 
chronic  hepatic  disease  without  jaundice.  Three 
important  conditions  fall  into  this  category — 
namely  (1)  cirrhosis,  (2)  chronic  passive  con- 
gestion, and  (3)  primary  or  secondary  car- 
cinoma. The  excretory  loading  tests  are  of  par- 
ticular value  in  this  group.  In  this  institution, 
the  bromsulfalein  excretion  test  is  favored  because 
the  dye  is  cheap,  is  readily  obtainable,  and  rarely 
produces  a systemic  reaction  after  intravenous 
administration.  This  test,  as  proposed  by  Rosen- 
thal and  White,14  employed  2 mg.  of  the  dye  per 
kilogram  of  body  weight.  Greene15  increased  the 
dosage  to  5 mg.  per  kilogram.  The  larger  amount 
of  dye  increases  slightly  the  sensitivity  of  the 
test.  Macdonald16  has  modified  this  procedure 
by  doing  serial  determinations  of  the  bromsulfa- 
lein content  of  the  serum  after  the  intravenous 
administration  of  2 or  5 mg.  of  the  dye  per  kilo- 
gram of  body  weight.  Recently,  Mateer  and  his 
co  workers 12  claimed  a greater  sensitivity  for  the 
serial  bromsulfalein  test  than  for  the  original 
Rosenthal  and  White  method. 

Obviously,  all  excretory  loading  tests  may  be 
increased  in  sensitivity  by  augmenting  the 
amount  of  material  injected.  It  should  be  re- 
membered, however,  that  the  greater  the  sensi- 
tivity of  the  test,  the  more  will  physiologic  fac- 
tors influence  the  results.  Thus,  an  associated 
anemia  or  a slight  degree  of  circulatory  insuffi- 
ciency may  give  positive  results  if  the  excretory 
loading  test  is  rendered  too  sensitive.  For  these 
reasons,  we  have  preferred  the  original  Rosen- 
thal and  White  procedure,  using  the  5 mg.  per 


kilogram  dose,  since  under  these  circumstances 
abnormal  dye  retention  in  the  blood  could  be  in- 
terpreted safely  as  indicating  hepatic  damage. 

One  of  the  factors  in  the  production  of  ascites 
in  patients  with  cirrhosis  of  the  liver  is  the  reduc- 
tion in  the  serum  proteins,  particularly  the  al- 
bumin fraction.  For  the  most  part,  the  serum 
globulin  remains  unchanged  and  a reversal  of  the 
albumin/globulin  ratio  occurs.  A number  of 
tests  have  been  introduced  which  attempt  to 
measure  this  disturbance  in  the  blood  proteins 
such  as  the  Takata-Ara  reaction,17  the  formol- 
gel  test,18  the  Weltmann  coagulation  band,19 
the  magnesium  chloride  test  of  Bauer,20  and, 
more  recently,  the  colloidal  gold  reaction.21 

Of  these,  we  prefer  the  Takata-Ara  reaction 
since  it  is  the  simplest  to  do  and  is  perhaps  the 
most  specific.  If  other  conditions  producing  a 
reversal  of  the  albumin/globulin  ratio  in  the 
serum,  such  as  Bright’s  disease,  multiple  mye- 
loma, lymphogranuloma  venereum,  chronic 
infections  like  tuberculosis,  etc.,  can  be  ruled 
out,  the  Takata-Ara  reaction  may  be  used  in  the 
differential  diagnosis  of  chronic  hepatic  disorders 
without  jaundice.  Bromsulfalein  dye  retention 
may  occur  in  chronic  passive  congestion  of  the 
liver,  in  primary  or  secondary  carcinoma  of  the 
liver,  and  in  hepatic  cirrhosis,  but  the  Takata- 
Ara  reaction  is  negative  in  the  first  two  condi- 
tions and  almost  always  positive  in  the  last. 

Summary 

Since  the  liver  has  many  activities,  there  can- 
not be  a single  test  for  hepatic  function.  The 
individual  tests  proposed  to  measure  these  mani- 
fold activities  have  been  classified  and  their 
specific  indications  noted.  The  value  of  the 
cephalin-cholesterol  flocculation  test  in  the  dif- 
ferential diagnosis  of  hepatogenous  jaundice 
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from  early  obstructive  jaundice  is  mentioned. 
The  results  of  160  such  flocculation  tests  are 
given,  and  the  sensitivity  of  the  test  in  denoting 
damage  to  the  parenchyma  of  the  liver  is  indi- 
cated. It  is  concluded  that  laboratory  proce- 
dures for  studying  the  functional  capacity  of  the 
liver  are  of  distinct  importance  in  the  diagnosis 
and  treatment  of  hepatic  disease,  providing  such 
tests  are  properly  selected  and  there  is  a clear 
understanding  of  their  limitations. 
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‘FOUNDATION  PRIZE”  CONTEST  ANNOUNCED 


Announcement  has  been  made  of  the  prize  award 
contest  held  under  the  auspices  of  the  American 
Association  of  Obstetricians,  Gynecologists,  and 
Abdominal  Surgeons  by  the  secretary  of  the  Associa- 
tion, Dr.  James  R.  Bloss.  According  to  Dr.  Bloss, 
the  award  is  to  be  known  as  the  “Foundation  Prize.” 
Rules  governing  the  contest,  which  closes  June  1, 
are  as  follows : 

1.  The  award,  which  shall  be  known  as  “The 
Foundation  Prize,”  shall  consist  of  $150. 

2.  Eligible  contestants  shall  include  only  (a)  in- 
terns, residents,,  or  graduate  students  in  obstetrics, 
gynecology,  or  abdominal  surgery,  and  (6)  physi- 
cians (with  an  M.D.  degree)  who  are  actively  prac- 
ticing or  teaching  obstetrics,  gynecology,  or  ab- 
dominal surgery. 

3.  Manuscripts  must  be  presented  under  a 
nom-de-plume,  which  shall  in  no  way  indicate  the 
author’s  identity,  to  the  Secretary  of  the  Association, 
together  with  a sealed  envelope  bearing  the  nom-de- 
plume  and  containing  a card  showing  the  name  and 
address  of  the  contestant. 

4.  Manuscripts  must  be  limited  to  5,000  words 
and  must  be  typewritten,  double-spaced,  on  one 
side  of  the  sheet.  Ample  margins  should  be  pro- 
vided. Illustrations  should  be  limited  to  such  as  are 


required  for  a clear  exposition  of  the  thesis. 

5.  The  successful  thesis  shall  become  the  prop- 
erty of  the  Association,  but  this  provision  shall  in  no 
way  interfere  with  publication  of  the  communica- 
tion in  the  journal  of  the  author’s  choice.  Unsuccess- 
ful contributions  will  be  returned  promptly  to  their 
authors. 

6.  Three  copies  of  all  manuscripts  and  illus- 
trations entered  in  a given  year  must  be  in  the 
hands  of  the  Secretary  before  June  1. 

7.  The  award  will  be  made  at  the  Annual  Meet- 
ings of  the  Association,  at  which  time  the  successful 
contestant  must  appear  in  person  to  present  his  con- 
tribution as  a part  of  the  regular  scientific  program, 
in  conformity  with  the  rules  of  the  Association.  The 
successful  contestant  must  meet  all  expenses  incident 
to  this  presentation. 

8.  The  President  of  the  Association  shall  an- 
nually appoint  a Committee  on  Award,  which, 
under  its  own  regulations,  shall  determine  the  suc- 
cessful contestant  and  shall  inform  the  Secretary  of 
his  name  and  address  at  least  two  weeks  before  the 
annual  meeting. 

James  R.  Bloss,  M.D.,  Secretary 
418  Eleventh  Street 
Huntington,  West  Virginia 


TO  DISCUSS  HEART  FAILURE 

Dr.  Harry  Gold,  assistant  professor  of  pharma- 
cology, Cornell  University  Medical  College,  will  dis- 
cuss “The  Management  of  Heart  Failure”  at  the 
fifth  session  of  the  Refresher  Lecture  Course  in 
Cardiovascular  Diseases,  which  is  being  given  under 
the  joint  auspices  of  the  New  York  Academy  of 
Medicine  and  the  New  York  Heart  Association,  of 


the  New  York  Tuberculosis  and  Health  Association. 

Dr.  Gold’s  talk  will  be  given  on  Wednesday, 
February  24,  at  4:30  p.m.  at  the  Academy  of  Medi- 
cine, 2 East  103  Street,  and  is  open  to  all  practicing 
physicians  and  medical  students.  Dr.  Herbert 
Chasis,  assistant  professor  of  medicine,  New  York 
University  College  of  Medicine,  will  preside. 


A NEW  APPROACH  TO  CROSS  CYLINDER  TESTS 

Joseph  I.  Pascal,  M.D.,  New  York  City 


ONE  of  the  common  methods  of  testing 
for  astigmatism  is  by  the  use  of  some  form 
of  line  chart,  fan  chart,  clock  dial,  revolving 
cross,  etc.  The  principle  underlying  the  use  of  a 
line  chart  test  is  the  fact  that  the  retinal  diffusion 
spot  in  an  astigmatic  eye  is  generally  a line  or  an 
oval.  But  under  certain  conditions  the  retinal 
diffusion  spot  in  an  astigmatic  eye  is  a circle. 
Under  such  conditions  the  line  chart  test  is 
inapplicable,  but  it  is  precisely  here  that  the 
cross  cylinder  test  comes  in.  If  the  testing 
conditions  are  maintained  so  that  the  retinal 
diffusion  spot  is  a circle  throughout,  then  the 
complete  test  for  astigmatism  can  be  made  in  the 
same  manner  as  a test  made  for  a spherical  error. 
The  retinal  diffusion  spot  in  an  astigmatic  eye  is 
circular  when  the  astigmatism  has  been  changed, 
by  a sphere  if  necessary,  to  equally  mixed 
astigmatism.  The  diffusion  circle  which  lies 
about  midway  in  the  interval  of  Sturm  is  then 
on  the  retina,  one  focal  line  being  in  front  of  the 
retina  and  the  other  about  the  same  distance 
behind  the  retina.  The  sphere  which  changes 
every  type  of  astigmatism  into  equally  mixed 
astigmatism  is  the  so-called  equivalent  sphere, 
which  generally  gives  best  uncorrected  vision. 

Let  us  take  a case  of  1.00  diopter  of  astigma- 
tism with  the  rule  and  refer  our  discussion  and 
diagrams  to  this  case.  When  the  condition  is 
changed  to  one  of  equally  mixed  astigmatism, 
we  have  0.50  D.  myopia  in  the  vertical  meridian 
and  0.50  D.  hyperopia  in  the  horizontal  meridian. 
The  retinal  diffusion  circles  indicated  by  the 
letters  “D.C.”  in  the  tables  are  0.50  D.  in  each 
meridian  and  are  equivalent  to  the  diffusion 
circles  in  an  eye  with  a half  diopter  of  spherical 
error. 

With  the  eye  in  this  condition,  the  presence 
of  astigmatism  and  the  approximate  axis  can 
be  ascertained  or  corroborated  by  the  testing  cross 
cylinder,  the  effect  of  winch  will  be  seen  by  refer- 
ence to  the  tables.  We  shall  try  several  powers 
of  cross  cylinder,  and  for  the  sake  of  convenience 
will  mention  in  this  discussion  only  the  plus  part 
of  the  cross  cylinder.  When  the  testing  cross 
cylinder  is  set  so  that  its  axes  coincide  with  the 
principal  meridians  of  the  astigmatism,  we  shall 
refer  to  it  as  a “principal  setting.”  When  the 
testing  cross  cylinder  is  set  so  that  its  axes  are 
oblique  to  the  principal  meridians  of  the  astig- 
matism, we  shall  refer  to  it  as  an  oblique  set- 
ting. In  all  cases  there  are  two  positions 
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designated  as  (A)  and  (B).  In  the  “principal 
setting,”  for  example,  the  plus  0.25  cylinder 
is  at  axis  90  in  position  (A)  and  at  axis  180 
in  position  (B).  Of  course,  at  the  same  time 
the  minus  component  of  the  testing  cross  cylinder, 
the  minus  0.25  C.,  is  at  axis  180  in  position  (A) 
and  at  axis  90  in  position  (B).  For  the  sake  of 
brevity  we  shall  omit  the  constant  mention  of 
this  in  our  discussion. 

Table  1 shows  the  effects  of  different  settings 
of  several  cross  cylinders  in  our  selected  case  of 
1.00  diopter  of  equally  mixed  astigmatism. 
Twenty  degrees  off  axis  means  for  (A)  plus 
cyl.  ax.  70  — cyl.  ax.  160,  and  for  (B)  plus  cyl. 
ax.  160  —cyl.  ax.  70.  The  same  holds  for  the 
other  angles.  Suppose  our  testing  cross  cylinder 
was  0.25  C.  (±0.12)  in  the  same  setting,  20 
degrees  off  axis — that  is,  plus  cylinder  axis  70 
in  position  (A)  and  plus  cylinder  axis  160  in 
position  (B).  The  resultant  diffusion  circles 
would  be  in  (A)  0.42  X 0.42  and  in  (B)  0.60 
X 0.60,  giving  a spherical  difference  of  0.18. 
If  our  testing  cross  cylinder  was  0.50  (±0.25  C.) 
similarly  set  20  degrees  off  axis,  the  resultant 
diffusion  circles  are  in  (A)  0.35  X 0.35  and  in 
(B)  0.71  X 0.71.  The  difference,  which  may  be 
termed  the  spherical  difference,  S.D.,  equals 
0.36.  The  patient  will  naturally  prefer  position 
(A),  showing  the  presence  of  astigmatism  and 
the  approximate  axis  of  the  cylinder  plus  axis 
70  (or  minus  axis  160).  If  our  testing  cross 
cylinder  was  0.75  (±0.37)  in  the  same  setting  the 
diffusion  circles  would  be  in  (A)  0.32  X 0.32 
and  in  (B)  0.82  X 0.82,  giving  a larger  S.D., 
amounting  now  to  0.50  D. 

While  the  diffusion  spots  are  circular,  the 
directions  of  their  diameters  corresponding  to 
the  direction  of  the  resultant  principal  meridians 
vary  in  each  case,  and  are  indicated  in  a few 
instances  in  the  table,  in  parentheses.  It  will 
be  seen  from  Table  1 that  the  presence  of  astig- 
matism is  brought  out  most  readily  when  the 
testing  cross  cylinder  is  at  or  near  the  principal 
setting.  The  difference  in  the  size  of  the  diffusion 
circles  is  then  at  a maximum.  We  must  also 
remember  that  the  areas  of  the  diffusion  circles 
vary  with  the  square  of  the  diameters.  For 
example,  the  difference  in  area  between  two 
diffusion  circles  whose  diameters  in  terms  of 
dioptric  error  are,  respectively,  0.25  and  0.75 
are  as  one  to  nine,  whereas  the  diameters  are  as 
one  to  three.  The  spherical  differences  marked 
“S.D.”  in  the  tables  refer  only  to  the  linear 
differences  of  their  diameters.  If  we  use  a 
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TABLE  1. — 1.00  D.  Astigmatism — Changed  to  Equally  Mixed  Astigmatism 


I. 

Applying  0.25  Cr.  C.  (±0.12  C.) 
1.  Twenty  degrees  off  axis 

/(A) 

D.C. 

= 0.42  X 0.42\ 

S.D. 

= 0.18 

( 5-  95°) 

(A)  + C.  ax.  70;  (B)  + C.  ax.  160 

1(B) 

D.C. 

= 0.60  X 0.60/ 

(86-176°) 

2.  Ten  degrees  off  axis 

/(A) 

D.C. 

= 0.39  X 0.39\ 

• S.D. 

= 0.22 

(A)  + C.  ax.  80;  (B)  + C.  ax.  170 

1(B) 

D.C. 

= 0.61  X 0.61/ 

3.  Principal  setting 

/(A) 

D.C. 

= 0.37  X 0.371 

S.D. 

= 0.25 

(A)  + C.  ax.  90;  (B)  + C.  ax.  180 

1(B) 

D.C. 

= 0.62  X 0.62/ 

II. 

Applying  0.50  Cr.  C.  (±0.25  C.) 
1.  Twenty  degrees  off  axis 

/(A) 

D.C. 

= 0.35  X 0.35\ 

S.D. 

(14-104°) 

(A)  -1-  C.  ax.  70;  (B)  + C.  ax.  160 

1(B) 

D.C. 

= 0.71  X 0.71/ 

= 0.36 

(77-167°) 

2.  Ten  degrees  off  axis 

/(A) 

D.C. 

= 0.28  X 0.28\ 

S.D. 

= 0.46 

(A)  + C.  ax.  80;  (B)  + C.  ax.  170 

1(B) 

D.C. 

= 0.74  X 0.74/ 

3.  Principal  setting 

/(A) 

D.C. 

= 0.25  X 0.25\ 

S.D. 

= 0.50 

(A)  + C.  ax.  90;  (B)  + C.  ax.  180 

1(B) 

D.C. 

= 0.75  X 0.75/ 

III. 

Applying  0.75  Cr.  C.  (±0.37  C.) 
1.  Twenty  degrees  off  axis 

/(A) 

D.C. 

= 0.32  X 0.32\ 

S.D. 

= 0.50 

(A)  + C.  ax.  70;  (B)  + C.  ax.  160 

1(B) 

D.C. 

= 0.82  X 0.82/ 

2.  Ten  degrees  off  axis 

(A)  + C.  ax.  80;  (B)  + C.  ax.  170 

/(A) 

D.C. 

= 0.21  X 0.21\ 

S.D. 

= 0.65 

1(B) 

D.C. 

= 0.86  X 0.86/ 

3.  Principal  setting 

/(A) 

D.C. 

= 0.12  X 0.121 

S.D. 

= 0.75 

(A)  + C.  ax.  90;  (B)  + C.  ax.  180 

1(B) 

D.C. 

= 0.87  X 0.87/ 

IV. 

Applying  1.00  Cr.  C.  (±0.50  C.) 
1.  Twenty  degrees  off  axis 

/(A) 

D.C. 

= 0.34  X 0.341 

S.D. 

= 0.60 

(A)  + C.  ax.  70;  (B)  + C.  ax.  160 

1(B) 

D.C. 

- 0.94  X 0.94/ 

2.  Ten  degrees  off  axis 

/(A) 

D.C. 

= 0.17  X 0.171 

S.D. 

= 0.81 

(A)  + C.  ax.  80;  (B)  + C.  ax.  170 

1(B) 

D.C. 

= 0.98  X 0.98/ 

3.  Principal  setting 

/(A) 

D.C. 

= zero  1 

S.D. 

= 1.00 

(A)  + C.  ax.  90;  (B)  + C.  ax.  180 

1(B) 

D.C. 

= 1.00  X 1.00/ 

V. 

Applying  1.50  Cr.  C.  (±0.75  C.) 
1.  Twenty  degrees  off  axis 

/(A) 

D.C. 

= 0.49  X 0.491 

S.D. 

(A)  + C.  ax.  70;  (B)  + C.  ax.  160 

1(B) 

D.C. 

= 1.18  X 1.18/ 

= 0.69 

2.  Ten  degrees  off  axis 

(A)  + C.  ax.  80;  (B)  + C.  ax.  170 

/(A) 

D.C. 

= 0.33  X 0.331 

S.D. 

= 0.90 

1(B) 

D.C. 

= 1.23  X 1.23/ 

3.  Principal  setting 

/(A) 

D.C. 

= 0.25  X 0.251 

S.D. 

= 1.00 

(A)  + C.  ax.  90;  (B)  + C.  ax.  180 

1(B) 

D.C. 

= 1.25  X 1.25/ 

stronger  cross  cylinder,  up  to  a certain  point 
the  difference  in  the  size  of  the  diffusion 
circles  in  positions  (A)  and  (B)  will  be  more 
marked. 

In  general,  the  difference  in  the  size  of  the 
diffusion  circle  in  positions  (A)  and  (B),  when 
testing  for  the  presence  of  astigmatism  and  the 
approximate  axis,  depends  upon  three  factors: 
(1)  the  amount  of  astigmatism,  (2)  the  full 
strength  of  the  cross  cylinder,  and  (3)  the  angle 
at  which  the  testing  cross  cylinder  is  set.  The 
stronger  the  testing  cross  cylinder,  as  long  as  it  is 
less  than  the  amount  of  astigmatism,  the  more 
marked  the  difference  between  (A)  and  (B). 
The  difference  reaches  its  maximum  when  the 
testing  cross  cylinder  equals  the  amount  of 
astigmatism.  In  all  these  cases  the  difference 
in  the  size  of  the  diffusion  circles  between  (A) 
and  (B)  in  the  principal  setting  is  equal  to  the 
full  strength  of  the  testing  cross  cylinder. 

That  is,  when  the  testing  cross  cylinder  is  a 
quarter  diopter,  0.25  C.  ( ±0.12  C.),  the  difference 
in  the  size  of  the  diffusion  circles  is  0.25.  When 
the  testing  cross  cylinder  is  1.00  D.,  1.00  C. 
(±0.50  C.),  the  difference  will  be  1.00  D.  This 
is  the  limit  in  our  case,  since  the  total  amount 
of  the  astigmatism  is  1.00  D.  The  difference 
in  the  size  of  the  diffusion  circles  can  never  be 


more  than  the  full  amount  of  astigmatism.  If 
a stronger  testing  cross  cylinder  is  used,  say  1.50 

C.  (±0.75  C.),  the  difference  in  the  size  of  the 
diffusion  circle  will  still  be  1.00  D.  The  practical 
bearing  of  this  is  to  use  a stronger  rather  than  a 
weaker  cross  cylinder,  preferably  one  approaching 
the  amount  of  astigmatism.  The  best  results 
are  obtained  when  the  testing  cross  cylinder  is 
equal  to  the  amount  of  astigmatism.  In  this 
case  the  comparison  is  most  easily  made  as  one 

D. C.  is  zero.  The  comparison  is  therefore  made 
between  a clear  image  and  a blurred  image  rather 
than  between  two  images,  both  blurred,  but  to 
an  unequal  extent.*  In  an  oblique  setting  the 
difference  becomes  less  and  diminishes  as  the 
obliquity  increases,  until,  when  the  obliquity  is 
45  degrees,  there  is  no  difference  at  all. 

After  the  presence  of  the  astigmatism  and  the 
approximate  axis  have  been  determined  or  veri- 
fied, we  then  determine  the  accurate  axis.  The 
use  of  the  cross  cylinder  for  accurate  axis  position 
is  considered  by  many  its  most  valuable  feature. 
This  part  of  the  test  is  also  best  made  when  the 
retinal  diffusion  spots  in  the  two  positions  are 
of  the  same  type — that  is,  circular.  Otherwise, 
a comparison  of  the  two  positions  is  often 

* The  amount  of  blur  in  the  better  position  may  be  judged 
from  the  visual  acuity  obtained. 
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TABLE  2. — Effect  of  Using  0.50  Diopter  Correcting 
Cross  Cylinder  ( ±0.25) 

Corr.  Cr.  C.  0.50  C.  (±0.25  C.)  20  degrees  off  axis;  + C. 
ax.  70  — C.  ax.  160 

1.  Test.  Cr.  C.  0.50  C.  ( ±0.25  C.)  axes  45°  either  way;  (A) 
+ C.  ax.  25;  (B)  + C.  ax.  115 

(A)  D.C.  = 0.59  X 0.591 

(B)  D.C.  = 0.15  X 0.151 


S.D.  =0.44 


(19-109°) 

(85-175°) 


2.  Test.  Cr.  C.  0.75  (±0.37  C.)  axes,  etc. 

(A)  D.C.  = 0.70  X 0.701  « n _ n ,, 

(B)  D.C.  = 0. 16  X 0.16/  b<D-  “ 0 54 

3.  Test.  Cr.  C.  1 . 00  C.  ( ±0 . 50  C.)  axes,  etc. 

(A)  D.C.  = 0.83  X 0. 831  « ^ 

(B)  D.C.  = 0.22  X 0.22/  b L>‘ 


0.61 


Test.  Cr.  C.  1.50  (±0.75  C.)  axes,  etc. 
(A)  D.C.  = 1.08  X 1.081 


(B)  D.C.  = 0.44  X 0.44/ 


S.D. 


0.64 


+ C. 


Corr.  Cr.  C.  0.50  C.  (±0.25  C.)  10  degrees  off  axis; 

ax.  80  — C.  ax.  170 
1.  Test.  Cr.  C.  0.50  C.  (±0.25  C.)  axes  45°  either  way; 
(A)  + C.  ax.  35;  (B)  + C.  ax.  125 

(A)  D.C.  = 0.48  X 0.481 

(B)  D.C.  = 0.23  X 0.23/ 


S.D.  = 0.25 


2.  Test.  Cr.  C.  0 . 75  ( ±0 . 37  C.)  axes,  etc. 

(A)  D.C.  = 0.58  X 0.581  o r,  - n 9Q 

(B)  D.C.  = 0.29  X 0.29/  ».D.  - 0.29 

3.  Test.  Cr.  C.  1.00  (±0.50  C.)  axes,  etc. 

(A)  D.C.  = 0.71  X 0.711 

(B)  D.C.  = 0.39  X 0.39/ 


S.D.  = 0.32 


4.  Test.  Cr.  C.  1.50  (±0.75  C.)  axes,  etc. 
(A)  D.C.  = 0.95  X 0.951 


(B)  D.C.  = 0.62  X 0.62j 


S.D.  = 0.33 


Corr.  Cr.  C.  0.50  ( ±0.25  C.)  5 degrees  off  axis;  + cyl.  ax.  85 
- C.  ax.  175 

1.  Test.  Cr.  C.  0.50  C.  (±0.25  C.)  axes  45°  either  way; 
(A)  + C.  ax.  40;  (B)  + C.  ax.  130 

(A)  D.C.  = 0.42  X 0.421 

(B)  D.C.  = 0.29  X 0.291 


S.D.  = 0.13 


2.  Test.  Cr.  C.  1.00  (±0.50  C.)  axes,  etc. 

(A.)  D.C.  = 0.64  X 0.641  o n ir 

(B)  D.C.  = 0.48  X 0.48/  fe-u--0.1b 

3.  Test.  Cr.  C.  1 . 50  ( ±0 . 75)  axes,  etc. 

(A)  D.C.  = 0.87  X 0.871 

(B)  D.C.  = 0.70  X 0.70/ 


S.D.  = 0.17 


TABLE  3. — Effect  of  Using  Different  Powers  of  Cor- 

RECTING  AND  OF  TESTING  CROSS  CYLINDERS 

Corr.  Cr.  C.  0.25  (±0.12  C.)  10  degrees  off  axis;  + C.  ax.  80 
-C.  ax.  170 

1.  Test.  Cr.  C.  0.50  C.  (±0.25  C.)  axes  45°  either  way; 
(A)  + C ax.  35;  (B)  + C.  ax.  125 

(A)  D.C.  = 0.54  X 0.541  „ n n 1Q 

(B)  D.C.  = 0.36  X 0.36/  bU-  = 0'18 

Test.  Cr.  C.  1 .00  C.  ( ±0.50  C.)  axes,  etc. 

(A)  D.C.  = 0.75  X 0.751 

(B)  D.C.  = 0.48  X 0.48/ 


(15-105°) 

(74-164°) 


2. 


S.D.  =0.27 


(21-111°) 

(58-148°) 


Test.  Cr.  C.  1 .50  C.  ( ±0.75  C.)  axes,  etc. 

(A)  D.C.  = 0.98  X 0.981 

(B)  D.C.  = 0.68  X 0.68J 


S.D.  =0.30 


(27-117°) 

(50-140°) 


Corr.  Cr.  C.  0.75  C.  (±0.37  C.)  10  degrees  off  axis;  + C.  ax. 
80  -C.  ax.  170 

1.  Test.  Cr.  C.  0.50  C.  (±0.25  C.)  axes  45°  either  way; 
(A)  + C.  ax.  35;  (B)  + C.  ax.  125 

(A)  D.C.  = 0.43  X 0.431 

(B)  D.C.  = 0.13  X 0.13/ 


S.D.  = 0.30 


2.  Test.  Cr.  C.  1.00  (±0.50  C.)  axes,  etc. 

(A)  D.C.  = 0.68  X 0.681 

(B)  D.C.  = 0.34  X 0.34J 


S.D.  = 0.34 


3.  Test  Cr.  C.  1 .50  C.  ( ±0.75  C.)  axes,  etc. 


(A)  D.C.  = 0.93  X 0.931 

(B)  D.C.  = 0.58  X 0.58/ 


S.D.  = 0.35 


Corr.  Cr.  C.  1.00  C.  (±0.50  C.)  10°  off  axis;  + C.  ax.  80 
-C.  ax.  170 

1.  Test.  Cr.  C.  0.50  C.  (±0.25  C.)  axes  45°  either  way; 

(A)  + C.  ax.  35;  (B)  + C.  ax.  125 

(A)  D.C.  = 0.42  X 0.421  « n _ n 

(B)  D.C.  = 0.09  X 0.09/  b-u*  ” 0 66 

2.  Test.  Cr.  C.  1 .00  C.  ( ±0.50  C.)  axes,  etc. 

(A)  D.C.  = 0.67  X 0.671  _n„ 

(B)  D.C.  = 0.34  X 0.34/  ~ U 

Corr.  Cr.  C.  1.00  (±0.50  C.)  5°  off  axis;  + C.  ax.  85 
-C.  ax.  175 

1.  Test.  Cr.  C.  0.50  (±0.25  C.)  axes  45°  either  way; 
(A)  + C.  ax.  40;  (B)  + C.  ax.  130 

(A)  D.C.  = 0.34  X 0.341 

(B)  D.C.  = 0.17  X 0.17/ 


S.D.  = 0.17 


2.  Test.  Cr.  C.  1 .00  ( ±0. 50  C.)  axes,  etc. 

(A)  D.C.  = 0.59  X 0.591  on  _ n 

(B)  D.C.  = 0.41  X 0.4l/  o-D.  -U.18 


difficult.  The  patient  may  say  that  he  sees 
both  images  blurred  but  in  a different  way. 
This  is  understandable  because  the  retinal 
diffusion  spots  are  different  in  the  two  positions, 
consisting  of  ovals  of  different  orientation.  But 
if  the  test  is  made  so  that  the  retinal  diffusion 
spot  is  always  a diffusion  circle,  merely  differing 
in  size  in  the  two  positions  of  the  cross  cylinder, 
it  becomes  easier  for  the  patient  to  compare  the 
two  positions.  The  difference  is  comparable  to 
the  effect  of  changing  the  spherical  power  in  a 
spherical  error.  This  method  is  therefore  in  a 
sense  a spherical  approach  to  astigmatic  cor- 
rections. We  get  this  effect  most  easily  if  we 
make  use  of  correcting  cross  cylinders,  as  sug- 
gested by  Dr.  Frank  B.  Smart,  as  well  as  of  test- 
ing cross  cylinders. 

Suppose  our  initial  test  as  shown  in  Table  1, 
with  any  of  the  cross  cylinders,  was  applied 
20  degrees  off  axis.  Our  approximate  finding 
was  then  plus  cylinder  axis  70,  —cylinder  axis 


160.  Suppose  we  now  insert  a half  diopter, 
0.50  D.  (±0.25  C.),  correcting  cross  cylinder 
with  the  plus  cylinder  axis  70,  minus  cylinder 
axis  160,  and  apply  our  testing  cross  cylinders 
at  45  degrees  either  way.  This  gives  again  in 
each  case  two  positions  which  we  call  again  (A) 
and  (B).  Table  2 shows  the  effect  of  using  0.50 
diopter  correcting  cross  cylinder  (±0.25),  (this  is 
probably  the  most  serviceable  cross  cylinder  to 
be  used),  with  different  powers  of  testing  cross 
cylinders.  In  every  case  as  position  (B)  gives 
the  smaller  diffusion  circle  and  therefore  better 
vision,  the  correcting  cross  cylinder  has  to  be 
turned,  the  plus  cylinder  axis  toward  90  until 
there  is  no  difference. 

Table  3 shows  the  effect  of  using  different 
powers  of  correcting  cross  cylinders  at  several 
angles  of  obliquity  and  also  different  powers  of 
testing  cross  cylinders,  axes  45  degrees  either 
way.  It  may  be  emphasized  that  throughout 
the  test  the  patient  compares  images  made  up 
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TABLE  4. — Correcting  Cross  Cylinder  0.50,  Off  Axis — 
Testing  Cross  Cylinder  1.00,  45  Degrees  Away 


I. 

20 

0 off  axis 

1. 

Astig. 

0.50  D. 

S.D.  = 

0.66  - 0.35 

= 

0.31 

(0.42  - 0.11 

= 

0.31) 

2. 

Astig. 

1.00  D. 

S.D.  = 

0.83  - 0.22 

= 

0.61 

3. 

Astig. 

1.50  D. 

S.D.  = 

1.03  - 0.34 

= 

0.69 

(1.26  - 0.33 

= 

0.93) 

4. 

Astig. 

2.00  D. 

S.D.  = 

1.25  - 0.54 

= 

0.71 

(1.67  - 0.44 

= 

1.23) 

II. 

10 

0 off  axis 

1. 

Astig. 

0.50  D. 

S.D.  = 

0.59  - 0.41 

= 

0.18 

(0.21  - 0.04 

= 

0.17) 

2. 

Astig. 

1 . 00  D. 

S.D.  = 

0.71  - 0.39 

0.32 

(0.42  - 0.08 

= 

0.34) 

3. 

Astig. 

1.50  D. 

S.D.  = 

0.88  - 0.51 

= 

0.37 

(0.63  - 0.12 

= 

0.51) 

4. 

Astig. 

2.00  D. 

S.D.  = 

1.09  - 0.71 

= 

0.38 

(0.85  - 0.17 

= 

0.68) 

III. 

5° 

off  axis 

1. 

Astig. 

0.50  D. 

S.D.  = 

0.54  - 0.46 

= 

0.08 

(0.17  - 0.08 

= 

0.09) 

2. 

Astig. 

1.00  D. 

S.D.  = 

0.64  - 0.48 

= 

0.16 

(0.34  - 0.17 

= 

0.17) 

3. 

Astig. 

1.50  D. 

S.D.  = 

0.79  - 0.62 

= 

0.17 

(0.51  — 0.25 

= 

0.26) 

4. 

Astig. 

2.00  D. 

S.D.  = 

1 .00  - 0.80 

= 

0.20 

(0.68  - 0.33 

= 

0.35) 

of  the  same  type  of  'diffsion  spots — namely, 
diffusion  circles  of  different  sizes. 

It  can  be  seen  from  a study  of  the  tables  that 
generally  as  the  cylinder  increases  in  strength, 
both  the  correcting  and  the  testing  cylinder, 
the  diffusion  circles  increase  and  coincidentally 
the  spherical  difference  increases.  The  latter 
increase,  however,  is  sometimes  very  slight  and 
more  than  offset  by  the  relatively  large  increase 
in  the  diffusion  circles.  For  example,  in  Table 
3 in  2 and  3 in  the  second  series  we  find  that  by 
using  a 1.00  diopter  testing  cross  cylinder  we 
have  S.D.  = 0.34,  which  is  the  difference  be- 
tween diffusion  circle  diameters  of  0.68  and  0.34. 
By  using  a 1.50  testing  cross  cylinder  we  get  S.D. 
= 0.35,  which  is  the  difference  between  diffusion 
circle  diameters  of  0.93  and  0.58.  The  same 
spherical  difference  is  more  striking  when  it  is  the 
difference  between  two  small  diffusion  circles 
than  when  it  is  the  difference  between  two  large 
diffusion  circles. 

The  size  of  the  spherical  difference,  which  is 
the  principal  element  in  comparing  position  (A) 


with  position  (B),  depends  upon  four  factors: 

(1)  the  amount  of  astigmatism,  (2)  the  strength  of 
the  correcting  cross  cylinder,  (3)  the  obliquity 
of  the  correcting  cross  cylinder,  and  (4)  the 
strength  of  the  testing  cross  cylinder.  The 
factor  of  obliquity  is  the  simplest  to  note.  The 
greater  the  obliquity  of  the  correcting  cross 
cylinder,  the  greater  the  difference  in  size  be- 
tween the  diffusion  circles  in  positions  (A)  and 
(B).  But  the  other  three  factors  are  mutually 
interdependent  and  do  not  follow  a simple 
relationship. 

Table  4 shows  the  results  of  using  a fixed 
combination  of  a 0.50  D.  correcting  cross  cylinder  j 
and  a 1.00  D.  testing  cross  cylinder  for  deter- 
mining the  axis  in  different  amounts  of  astig- 
matism and  at  different  angles  of  obliquity,  and 
also  the  results  from  using  a more  effective 
combination.  The  latter  findings  constitute 
the  figures  in  parentheses  for  S.D.  in  Table  4. 

It  is  evident  that  the  fixed  combination  is  not 
equally  effective,  nor  generally  most  effective 
for  the  different  conditions.  However,  this 
combination  produces  sufficient  spherical  differ-  I 
ences  for  ready  comparison,  especially  when  the 
angle  of  obliquity  is  large,  say,  20  degrees,  and 
to  a less  extent  when  the  angle  is  10  degrees.  The  j 
best  combination  to  be  used  varies  in  each  case 
and  depends  upon  various  factors. 

The  power  of  the  testing  cross  cylinder  which 
is  most  effective  varies  with  the  angle  of  obliquity, 
the  amount  of  astigmatism,  and  the  power  of 
the  correcting  cross  cylinder.  When  the  axis 
is  markedly  off,  say,  about  20  degrees  or  so, 
the  best  arrangement  generally  is  a testing  cross 
cylinder  which  is  twice  the  power  of  the  correcting 
cross  cylinder  and  is  itself  equal  to  the  amount 
of  astigmatism;  e.g.,  for  an  astigmatism  of  1.00 
D.  a correcting  cross  cylinder  of  0.50  D.  and  a j 
testing  cross  cylinder  of  1.00  D.  When  the  axis 
is  nearly  right — that  is,  to  within  10  degrees  or,  j 
still  better,  to  within  5 degrees,  the  best  arrange- 
ment is  just  the  reverse — a testing  cross  cylinder 
half  the  power  of  the  correcting  cross  cylinder, 
the  latter  being  equal  to  the  amount  of  astigma- 
tism— i.e.,  for  an  astigmatism  of  1.00  D.,  a 
correcting  cross  cylinder  of  1.00  and  a testing 
cross  cylinder  of  0.50.  But  as  one  does  not  know 
at  the  beginning  of  the  test  what  the  amount  of 
astigmatism  is,  unless  this  has  already  been 
determined  approximately  by  other  tests,  the 
best  procedure  is  to  start  with  a low  power 
correcting  cross  cylinder  and  a higher  power, 
say,  twice  as  strong,  testing  cross  cylinder. 
Such  a combination  is  a 0.50  D.  correcting  cross  j 
cylinder  with  a 1.00  D.  testing  cross  cylinder. 
This  will  determine  the  right  axis  at  least  very 
nearly  and  enough  to  measure  the  amount  of 
astigmatism.  After  the  amount  has  been  de- 
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termined,  a final  check  on  the  axis  is  made  by 
using  a testing  cross  cylinder  half  the  strength 
of  the  correcting  cross  cylinder. 

After  determining  the  axis,  the  final  step  is 
to  determine  the  amount  of  astigmatism.  Table 
5 shows  the  effect  of  using  0.25  (=*=0.12)  testing 
cross  cylinder  to  determine  the  correct  cylinder 
power.  It  is  better  to  think  of  (A)  and  (B) 
now  as  (A)  plus  cylinder  axis  90  and  (B)  minus 
cylinder  axis  90.  If  (A)  is  better,  more  cylinder 
is  required.  If  (B)  is  better,  less  cylinder  is 
required. 

Starting  with  a correcting  cross  cylinder  of 
0.25  (±0.12  C.),  we  set  it  at  +0.12  C.  ax. 
90  —0.12  C.  ax.  180,  and  apply  the  testing  cross 
cylinder,  say,  0.25  C.  (±0.12  C.),  in  two  positions, 
(A)  +C.  ax.  90,  and  (B)  — cyl.  ax.  90.  It  is 
seen  from  Table  5 that  position  (A)  is  better 
than  position  (B).  A stronger  cross  cylinder 
is  then  inserted,  0.50  C.  (±0.25  C.),  and  the 
test  repeated.  Again  (A)  is  better  than  (B). 
So  a still  stronger  cross  cylinder  is  inserted,  now 
0.75  C.  (±0.37  C.),  and  the  test  repeated. 
Again  (A)  is  preferred,  and  a 1.00  C.  (±0.50  cyl.) 
is  inserted  and  the  test  repeated.  Now  (A) 
and  (B)  give  the  same  results,  so  the  cylinder  is 
right  in  amount.  Suppose  we  had  somehow 
inserted  a cylinder  that  was  too  strong,  say, 
1.25  C.  (±0.62  C.),  then,  repeating  the  test, 
we  find  now  that  (B)  is  better  than  (A),  which 
shows  that  less  cylinder  is  required.  Fewer 
changes,  of  course,  are  required  if  the  cylinders 
are  changed  in  larger  intervals. 

The  difference  in  the  size  of  the  diffusion  circles 
between  (A)  and  (B),  as  long  as  the  cylinder 
amount  is  incorrect,  equals  the  strength  of  the 
testing  cross  cylinder,  until  the  residual  astigma- 
tism from  an  undercorrection  or  an  overcorrection 
is  less  than  the  strength  of  the  testing  cross  cyl- 
inder. Then  the  spherical  difference  equals  the 
amount  of  the  astigmatism.  Thus,  if  a 0.50 
testing  cross  cylinder  is  used,  the  spherical  differ- 
ence is  0.50  until  step  4,  Table  5,  when  it  is 
0.25  because  the  residual  astigmatism  now  is 
only  0.25.  A stronger  testing  cross  cylinder  is 
therefore  preferable,  especially  in  the  early 
stage  of  the  test. 


TABLE  5 


Astigmatic  Error 
1.00  D. 

Test.  Cr.  C.  0.25  C.  (±0.12  C.) 
(A)  + C.  ax.  90;  (B)  — C.  ax.  90 

1.  Corr.  Cr.  C.  0.25  C. 

+ 0.12  C.  ax.  90  - 0.12  C.  ax.  180 

(A)  D.C.  = 0.25  X 0.251 

(B)  D.C.  = 0.50  X 0.50/ 

2.  Corr.  Cr.  C.  0.50  (±0.25  C.) 

(A)  D.C.  = 0.12  X 0.121 

(B)  D.C.  = 0.37  X 0.37/ 

3.  Corr.  Cr.  C.  0.75  C. 

(A)  D.C.  = zero  1 

(B)  D.C.  = 0.25  X 0.25/ 

4.  Corr.  Cr.  C.  1.00  C.  (±0.50  C.) 

(A)  D.C.  = 0.12  X 0.121 

(B)  D.C.  = 0.12  X 0.12/ 

5.  Corr.  Cr.  C.  1.25  C.  (±0.62  C.) 

(A)  D.C.  = 0.25  X 0.251 

(B)  D.C.  = zero  / 


S.D.  =0.25 


S.D.  =0.25 


S.D.  = 0.25 


S.D.  = zero 


S.D.  = 0.25 


Test.  Cr.  C.  0.50  C.  (±0.25  C.) 
(A)  + C.  ax.  90;  (B)  -C.  ax.  90 
Corr.  Cr.  C.  0.25 

+ 0. 12  C.  ax.  90  - 0. 12  C.  ax.  180 

(A)  D.C.  = 0.12  X 0.121 

(B)  D.C.  = 0.62  X 0.62/ 

Corr.  Cr.  C.  0.50 


S.D.  = 0.50 


(A)  D.C.  = zero  1 

(B)  D.C.  = 0.50  X 0.50/ 

Corr.  Cr.  C.0.75  C. 

(A)  D.C.  = 0.12  X 0.121 

(B)  D.C.  = 0.37  X 0.37/ 

Corr.  Cr.  C.  1 . 00 

(A)  D.C.  = 0.25  X 0.251 

(B)  D.C.  = 0.25  X 0.25/ 


S.D.  =0.50 


S.D.  = 0.25 


S.D.  = zero 


Summary 

It  is  possible  to  apply  cross  cylinders  for  testing 
and  correcting  astigmatism  in  the  same  way  as 
spherical  lenses  are  used  for  testing  and  correcting 
hyperopia  and  myopia.  The  same  charts  can 
be  used  and,  what  is  especially  significant,  the 
changes  produced  in  the  patient’s  retinal  images 
are  the  same  as  those  produced  during  a test  for 
a spherical  error.  The  procedure  is  to  change 
the  astigmatism  to  equally  mixed  astigmatism 
and  maintain  it  thus  throughout  the  test  by  the 
use  of  correcting  cross  cylinders.  In  this  way, 
the  patient  will  have  to  compare  images  made 
up  of  diffusion  circles  of  different  sizes,  exactly 
as  he  does  during  a test  with  spherical  lenses  for 
a spherical  error. 


NUTRITION  LECTURE 
The  Mary  Swartz  Rose  Memorial  Lecture  will 
be  delivered  this  year  by  Dr.  Henry  C.  Sherman, 
of  Columbia  University.  Dr.  Sherman,  whose  sub- 
ject will  be  “The  Concept  and  Practical  Significance 
of  Internal  Environment,”  will  speak  at  8:15  p.m., 


February  17,  at  the  Academy  of  Medicine,  2 East 
103  Street.  The  meeting  is  sponsored  by  the 
Greater  New  York  Dietetic  Association,  whose  pur- 
pose in  arranging  the  lecture  is  to  make  available 
information  on  trends  in  the  field  of  nutrition. 
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THE  PSYCHIATRIST  AND  THE  BEHAVIOR  PROBLEM 

Albert  B.  Siewers,  M.D.,  Syracuse,  New  York 


THIS  communication  is  a psychiatrist’s  at- 
tempt to  formulate  an  approach  to  the  chal- 
lenge of  the  behavior  problem  child.  This  report 
is  based  upon  the  writer’s  experience  as  psychia- 
trist to  the  Department  of  Education,  and  to 
outpatient  clinics  at  the  Syracuse  Free  Dispen- 
sary and  the  Syracuse  State  Psychopathic  Hos- 
pital. In  all  these  places  cooperation  with  and 
by  the  pediatrician  is  very  close. 

The  practice  of  medicine  today  is  no  longer 
concerned  solely  with  the  treatment  of  disease. 
It  is  concerned  really  with  the  preservation  of 
good  health,  and  health  is  considered  to  be  not 
the  absence  of  disease,  but  a positive  sense  of 
well-being.  Medicine  recognizes  in  many  fields 
so-called  subclinicai  types  in  which  no  actual 
disease  is  present,  but  in  which  function  is  dis- 
turbed so  that  radiant  health  is  absent.  In  like 
manner,  psychiatry  is  no  longer  concerned  en- 
tirely with  the  treatment  of  people  who  are  men- 
tally ill.  The  main  purpose  of  psychiatry  has 
become  to  furnish  for  everyone  the  fullest  life 
possible  for  that  particular  individual.  The 
person  who  is  mentally  healthy  has  learned  to 
meet  life  squarely.  He  has  formed  good  habits 
of  thinking,  reasoning,  and  concentration;  he 
possesses  confidence,  self-assurance,  and  generos- 
ity. He  has  a reasonable  understanding  and 
control  of  his  emotions  and,  all  in  all,  is  able  to 
adjust  himself  to  his  environment.  Psychia- 
trists do  not  treat  cases  of  dementia  praecox, 
involutional  melancholia,  psychoneurosis,  or 
bad  children,  but,  rather,  they  treat  people  who 
have  dementia  praecox,  or  people  who  are  de- 
pressed, people  who  have  neuroses,  or  children 
who  misbehave.  In  addition  to  treatment, 
there  is  also  definite  concern  with  the  preven- 
tion of  mental  illness  and  the  preservation  of  good 
health. 

For  purposes  of  study,  rather  than  to  estab- 
lish any  uniform  classification,  a psychiatrist  who 
deals  largely  with  children  can  roughly  divide 
the  cases  that  come  to  him  into  three  groups: 
First,  there  are  those  who  are  born  into  the 
world  different  from  the  majority  of  us,  as  far  as 
physical  or  mental  characteristics  are  concerned. 
By  far  the  largest  number  in  this  group  are 
those  whom  we  know  as  backward  or  defective. 
These  in  turn  are  divided  as  to  educability  and 
trainability.  We  will  take  up  this  point  again 
later  on. 
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Second,  there  are  those  who  suffer  distur- 
bances following  diseases,  particularly,  we  might 
say,  encephalitis,  poliomyelitis,  glandular  dis- 
turbances, and  acute  infections. 

The  third  group  would  be  those  who  are  be- 
havior problems,  or  who  show  conduct  which 
disturbs  parents  or  teachers  so  much  that  they 
ask  for  help. 

1.  Considering  the  first  group,  the  so-called 
defectives,  the  psychiatrist  must  study  the  in- 
dividual as  to  his  educability  or  trainability, 
and  then  study  the  situation  from  which  the 
child  comes  so  that  all  of  the  resources  of  the 
family  and  of  the  community  can  be  utilized  to 
help  the  child.  The  primary  aim  is  not  so  much 
to  teach  him  the  “three  R’s,”  as  it  is  to  teach 
him  how  to  get  along.  One  of  the  great  difficul- 
ties in  the  regular  classroom  group  is  the  matter 
of  competition.  The  defective  child,  if  he  is  able 
to  compete  physically,  is  unable  to  do  so  in- 
tellectually or  emotionally,  and  if  he  is  put  in  the 
group  where  he  can  properly  compete  intel- 
lectually, he  outstrips  the  others  physically. 
Therefore,  with  the  poor  emotional  develop- 
ment which  he  has,  he  soon  becomes  a behavior 
problem.  Of  these  we  often  hear,  “He  wouldn’t 
do  a thing  to  hurt  anybody,”  but  he  doesn’t 
know  his  own  strength,  and  when  he  plays  with 
smaller  children  he  invariably  hurts  them. 

It  is  necessary  to  use  the  resources  of  the  school 
system  and  of  the  whole  community  in  order  to 
have  this  child  so  placed  that  he  will  obtain  the 
maximum  advantages  from  all  that  society  has 
to  offer.  We  do  not  have  to  think  in  terms  of 
placement  in  an  institution  so  much  as  we  do  in 
terms  of  educating  the  family  to  their  particu- 
lar problem.  Often  the  psychiatrist  is  called 
upon  to  inform  parents  of  children  just  entering 
school  that  they  do  not  belong  to  the  group  in 
which  they  are  placed.  It  is  then  that  the  par- 
ents ask  why  they  have  not  been  told  before,  as 
the  child  has  been  under  the  care  of  a pediatri- 
cian since  birth.  It  is  likely  that  the  pediatrician 
has  been  busy  checking  the  physical  growth  and 
has  either  overlooked  the  mental  retardation  or 
has  felt  that  he  should  be  asked  about  it  rather 
than  “stick  his  neck  out”  by  volunteering  in- 
formation. It  seems  to  me  that  the  training  of  a 
pediatrician  should  include  a great  deal  of  con- 
sideration of  the  question  of  how  to  approach  the 
parents  of  such  children. 

Though  the  majority  of  this  group  are  mental 
defectives,  some  have  other  congenital  dis- 
abilities. Time  would  not  permit  separate  con- 
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sideration  of  the  children  who  are  spastic  and  not 
defective,  or  those  with  choreo-athetosis,  or 
those  who  are  deaf  and/or  dumb.  The  prin- 
ciples involved  in  the  management  of  these  cases 
and  their  families  are,  by  and  large,  the  same  as 
those  that  we  have  already  outlined.  We  prob- 
ably also  should  include  such  conditions  as 
dwarfism  or  glandular  obesity,  as  here,  too,  we 
are  concerned  with  the  medical  treatment  of  the 
patient  and  the  management  of  the  family. 

2.  Psychiatrists  who  have  seen  children  of 
school  age  unable  to  do  work  and  who,  according 
to  psychologic  tests,  are  subnormal,  have  been 
prone  to  consider  that  probably  these  children 
have  always  been  below  normal.  We  have  often 
glibly  said  that  every  such  child  presents  a his- 
tory of  having  been  dropped  by  his  nurse  or 
having  suffered  some  injury  to  his  head.  How- 
ever, as  psychiatrists  have  learned  more,  and 
consequently  become  more  humble,  good  medi- 
cal-social histories  have  shown  that  a considerable 
number  of  these  children  have  had  possibly  a 
mild  encephalitis,  either  of  the  epidemic  type  or 
in  association  with  mumps,  measles,  whooping 
cough,  and  the  like.  I have  in  mind  a boy  now 
14,  who  had  a psychologic  examination  at  the 
age  of  9,  when  the  quality  of  his  work  first  be- 
gan to  fall  off.  On  account  of  changes  in  schools 
and  changes  in  teachers,  additional  psychologic 
tests  have  since  been  given  with  each  change  in 
the  school  term.  According  to  the  original  test, 
this  boy  had  an  I.Q.  of  100;  six  months  later  it 
was  98;  next  term  it  was  95;  and  so  on,  until, 
accordings  to  our  tests,  he  has  an  I.Q.  of  about  75 
at  the  present  time.  It  can  readily  be  seen  that 
this  boy  had  not  increased  his  capacity  to  learn 
since  he  was  9 years  old.  At  first  glance,  there 
was  nothing  unusual  in  his  history.  He  came 
from  a rather  large  family  and  had  the  usual 
childhood  diseases.  A more  searching  history, 
however,  revealed  that  when  the  boy  had  mumps 
at  about  the  age  of  9 he  “had  it  different  and 
harder  than  the  other  children  in  the  family  and 
in  the  neighborhood.”  Further  study  revealed 
a few  vague  neurologic  signs  and  also  some 
glandular  disturbances  similar  to  pituitary 
dwarfism.  Under  medical  treatment  for  post- 
encephalitis, this  boy’s  behavior  improved,  and 
he  is  beginning  to  make  a much  better  emotional 
adjustment.  There  has,  however,  been  no 
change  in  his  apparent  capacity  to  learn. 

3.  Our  next  group,  which  also  includes  the 
behavior  problems,  encompasses  the  psychoneu- 
roses and  the  so-called  borderline  psychosomatic 
cases.  This  group  is  very  large  and  calls  for  a 
consideration  of  the  general  approach  as  well  as 
for  illustration  by  particular  cases.  Phobias  and 
obsessions  might  outwardly  seem  a far  cry  from 
stealing  and  truancy,  or  from  bladder  and  intes- 


tinal upsets,  yet  all  these  and  many  more  have 
been  attributed  to  a common  cause.  This  com- 
mon cause  is  not  a pin-point  sort  of  thing,  but 
rather  a broad  base  variously  spoken  of  as  (1) 
the  evasion  of  reality,  (2)  anxiety,  or  (3)  insecur- 
ity. Whatever  the  organ  or  function  fixed  upon, 
the  symptoms  or  behavior  are  likely  to  be  ac- 
companied by  anxiety.  We  all  know  the  symp- 
toms of  acute  anxiety.  We  have  all  felt  a 
quickening  of  the  pulse  and  increased  respira- 
tion when  called  upon  to  handle  an  emergency. 
These  signs  might  be  momentarily  distressing, 
but  they  really  indicate  better  preparation  on  the 
part  of  nature  for  doing  the  particular  job. 
It  is  only  when  this  anxiety  becomes  chronic  or  so 
marked  that  a paralysis  of  action  or  other  panic 
results  that  we  become  concerned.  A good  many 
parents  themselves  have  a sort  of  chronic  anxiety, 
and  this  may  be  reflected  in  the  child  as  insecur- 
ity, showing  through  the  medium  of  behavior  or 
disease  symptoms.  These  symptoms  are  often 
severe  enough  to  make  one  suspect  organic  dis- 
ease or  at  least  to  conduct  sufficient  medical  ex- 
amination to  rule  out  its  presence.  It  therefore 
becomes  apparent  that  treatment  must  be 
directed  at  the  force  behind  the  production  of 
the  symptoms  or  behavior.  The  child’s  fears  of 
insecurity  must  be  relieved,  and  one  of  the  big 
factors  in  this  is  education  of  the  parents.  Now, 
let  us  assume  that  the  child  has  a stomach-ache, 
and  that  careful  study  by  a pediatrician  reveals 
no  organic  basis  for  this  but,  instead,  shows  an 
emotional  one.  Is  it  quite  fair  to  let  the  child  and 
his  parents  believe  that  it  is  just  his  stomach  that 
is  misbehaving?  This  is  really  a reaction  of  the 
total  personality.  If  we  think  no  further  than 
the  stomach-ache,  then  maybe  it  is  all  right  to 
give  a bitter  tonic  or  even  some  nauseating  dose 
to  discourage  the  stomach’s  misbehavior.  I feel, 
though,  that  if  we  are  to  treat  such  a condition 
rationally  it  would  involve  a thorough  knowledge 
of  the  background  of  the  child  and  the  develop- 
ment of  the  symptom  and  that  the  treatment 
should  be  directed  at  the  adjustment  of  the  whole 
individual,  not  just  to  his  stomach. 

A child  who  had  attended  a party  the  evening 
before  became  sick  on  his  way  to  school  the  follow- 
ing morning.  It  so  happened  that  by  returning 
home  and  staying  there  that  day  he  missed  a 
quiz.  The  next  time  a quiz  was  to  be  held  the 
same  thing  happened.  In  the  first  instance,  the 
mother  treated  the  child  herself.  The  second 
time  she  called  the  doctor,  who  attempted  to 
assure  her  that  it  was  nothing  to  be  concerned 
about.  When,  however,  it  happened  a third 
time,  the  result  was  an  illustration  of  the  old  saw 
that  bad  patients  make  bad  doctors.  The  mother, 
in  her  anxiety,  pestered  the  physician.  She  was 
fearful  that  Johnny  would  grow  up  to  be  like  the 
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rest  of  the  Joneses  and  have  a weak  stomach. 
The  doctor  had  no  further  treatment  to  suggest, 
and  when  the  mother  insisted  on  an  x-ray,  he 
arranged  for  such  an  examination.  This  did  not 
have  the  salubrious  result  that  was  expected,  but 
tended,  in  spite  of  the  reports,  to  fix  in  the 
mother’s  mind  the  idea  that  the  child  was  to  go 
through  life  with  a weak  stomach. 

In  this  particular  case,  the  child  proved  easier 
to  deal  with  than  did  the  mother.  In  direct 
contact  with  the  psychiatrist,  the  child  began  to 
“open,  up,”  and  the  trend  of  his  talk  showed  that 
his  mother’s  anxiety  bothered  him  considerably. 
When  the  mother  insisted  upon  seeing  the  psy- 
chiatrist after  the  interview,  the  boy  became 
anxious  lest  the  psychiatrist  expose  him.  Sub- 
sequent interviews  were  so  arranged  that  the  boy 
could  be  assured  that  this  would  not  happen. 
In  fact,  the  mother  was  not  allowed  in  the  office 
at  all,  but  was  seen  at  an  entirely  separate  time. 
It  was  not  long  before  the  boy  expressed  his 
interpretation  of  the  situation  in  about  this 
manner:  “I  guess  it’s  the  devil  or  something  al- 
ways inside  of  me  that  makes  this  thing  happen. 
I’d  like  to  get  rid  of  it.  Mama  still  has  hers  be- 
cause she’s  always  doing  the  things  like  I have 
done.”  The  mother  was  helped,  at  least  to  the 
point  where  she  no  longer  continually  suggested 
that  the  boy  was  ill.  (He  Was  an  only  child  and 
the  mother  was  really  expending  all  her  emotion 
on  him.)  Further  back  in  this  picture  was  a 
maladjustment  between  the  mother  and  father 
which,  as  a result  of  these  interviews,  began  to 
clear  up.  The  security  of  the  whole  family  was 
improved.  These  parents  were  cooperative  and 
intelligent,  and  the}''  were  able,  with  such  help  as 
was  given  them,  to  make  changes  in  their  adjust- 
ments to  each  other  and  to  their  own  families  so 
that  treatment  really  extended  into  the  third 
generation. 

In  the  matter  of  behavior  problems,  simple 
attention-getting  behavior  is  often  overcome  by 
pointing  out  to  the  parents  the  need  of  the  child 
for  attention  and  having  them  give  attention  to 
the  desirable  things  he  does.  This  gives  him  a 
feeling  of  security  and  leads  to  better  behavior. 
All  of  us  know  the  importance  of  having  a defi- 
nite objective  when  we  do  feel  anxiety,  and  the 
same  plan  may  be  applied  within  the  family 
where  there  is  anxiety  and  attention-getting  be- 
havior. The  mother  can  be  shown  the  value  of 
having  definite  tasks  for  the  child.  In  these  days 
this  requires  a little  more  ingenuity  than  formerly, 
but  hardly  any  child  able  to  run  around  is  inca- 
pable of  learning  to  put  away  his  own  toys  and 
clothes.  Tasks,  of  course,  should  be  assigned  as 
a part  of  a cooperative  procedure.  Endeavors  in 
this  direction  are  doomed  to  failure  if  the  mother 
tries  to  use  a task  as  a reward  or  as  praise  for  the 


child  one  day  and  as  punishment  another. 

Rules  will  never  take  the  place  of  thinking,  and 
the  psychiatrist  must  be  a detective  who  traces 
dowm  contributing  factors  and  finds  out  how  they 
can  be  modified.  This  results  in  the  development 
of  a plan,  vague  at  first,  but  more  definite  as  the 
study  goes  on.  We  cannot  afford  to  overlook  any 
detail,  and  I cannot  stress  too  strongly  the  need 
of  a very  comprehensive  medical-social  history. 
It  is  almost  impossible  to  do  this  work  single- 
handed.  The  psychiatric  social  worker  occupies 
a key  position,  as  does  the  pediatrician.  In  fact, 
there  is  no  reason  why  the  pediatrician  could  not 
also  be  the  psychiatrist.  And  as  an  arsenal  we 
have  the  resources  of  the  family,  the  school,  and 
the  community.  The  psychiatrist,  I think,  is  the 
logical  one  to  coordinate  these  forces. 

In  88  reporting  juvenile  courts  of  the  United 
States  21,000  children  were  seen  for  stealing 
during  1930.  We  realize  that  there  are  innumer- 
able petty  thefts  in  the  home,  in  the  school,  and 
in  the  neighborhood  that  are  not  reported  to 
anyone.  Therefore,  it  can  be  said  that  stealing 
is  not  an  uncommon  behavior  problem,  but  many 
of  these  thefts  are  based  simply  upon  the  desire 
for  possession,  and  maybe  should  not  even  be 
called  stealing.  There  are,  however,  cases  of 
stealing  which  definitely  belong  to  the  classifica- 
tion of  kleptomania,  and  these  are  recognized 
by  the  fact  that  even  if  the  stealing  is  left  out  of 
the  picture  there  are  still  other  personality  diffi- 
culties. The  child,  himself,  with  encouragement 
in  a psychiatric  interview,  will  often  analyze  his 
own  stealing  in  such  a way  as  to  remove  the  fac- 
tors that  lead  up  to  it. 

I should  like  to  mention  two  cases  of  stealing 
that  were  acute  and  which  were  attended  by  other 
personality  difficulties.  Another  reason  for  men- 
tioning them  is  that  they  cleared  up  so  quickly. 
One  was  in  a girl  who  was  adopted  and  whose 
parents  attempted  to  deceive  her  about  this. 
The  child  found  out  from  other  sources,  and  then 
trouble  began.  A frank  explanation  of  the  state 
of  affairs  seemed  all  that  was  needed.  The  other 
girl  stole  and  associated  with  undesirable  com- 
panions. It  turned  out  that  these  undesirable 
companions  were  the  only  other  girls  she  knew 
who  had  no  allowance.  The  mother,  who  was  a 
most  distrusting  person,  got  most  of  the  attention, 
and  the  problem  promptly  cleared  up. 

Summary 

In  this  presentation  we  have  emphasized  that 
the  aim  of  psychiatry  is  the  fullest  life  possible 
for  each  individual.  We  have  considered  those 
who  are  handicapped  congenitally,  those  who 
suffered  handicaps  as  a result  of  intercurrent 
disease,  and  the  psychosomatic,  psychoneurotic, 
and  behavior  problem  child.  The  indicated 
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treatment  is  to  learn  as  much  as  possible  about 
the  whole  situation,  rather  than  about  the  single 
individual.  Treatment  is  directed  at  modifying 
the  whole  situation,  and  the  individual  is  con- 
sidered as  a sick  personality  rather  than  one  who 
has  a part  of  him  sick.  We  cannot  be  content 
with  saying  that  a person  has  a sick  stomach. 
If  he  does  have,  we  must  realize  that  he  is  sick 
all  over.  In  like  manner,  sick  individuals  mean 
sick  families.  Deception  and  surprise  as  methods 
of  treatment  are  useful  only  as  symptomatic 
treatment  and  are  usually  used  because  of  ig- 
norance of  the  fact  that  only  a symptom  is  being 
dealt  with  or  because  we  lack  facilities  for  know- 
ing and  modifying  the  whole  situation. 

Discussion 

Dr.  T.  W.  Brockbank,  New  York  City — Dr. 
Siewers’  paper  has  covered  many  aspects  of  his  topic 
in  a concentrated  manner  and  in  all  too  short  a time 
to  do  the  subject  full  justice.  In  the  short  time  at 
his  disposal  he  has  not  been  able  to  go  deeply  into  the 
emotional  ramifications  often  found  in  behavior 
problems,  nor  does  this  seem  to  be  necessary  for  the 
purpose  of  the  paper.  We  may  not  be  inclined  to 
concur  with  his  working  classification  of  behavior 
problems,  but  such  a classification  does  serve  the 
purpose  of  simplifying  his  presentation. 

Our  clinic  work  with  children  over  the  past  ten 
or  fifteen  years  has  provided  a humbling  influence 
for  most  psychiatrists  engaged  in  this  field.  We 
have  found  that  the  social  worker  has  a lot  to  con- 
tribute to  our  studies  and  also  that  the  contribution 
of  the  psychologist  is  practically  indispensable. 
Dr.  Siewers  has  not  emphasized  this  latter  point 
as  much  as  I feel  it  deserves. 


Another  point,  I believe,  should  be  clarified.  I 
am  sure  Dr.  Siewers  did  not  wish  to  convey  the  im- 
pression that  the  pediatrician  without  psychiatric 
training  could  or  should  take  care  of  the  behavior 
problems  of  children.  Today  the  diagnosis  and 
therapy  of  such  problems  should  be  in  the  hands  of 
the  psychiatrist.  We  have  found  that  the  roots  of 
behavior  problems  run  deep,  not  only  in  the  child 
himself  but  also  in  those  close  to  him,  and  they  can- 
not be  eradicated  by  a placebo  or  some  local  organic 
therapy. 

I should  like  to  endorse  Dr.  Siewers’  successful 
handling  of  the  child  in  his  environmental  setting  as 
distinct  from  that  approach  which  attempts  to  treat 
the  child  alone. 

There  are  divergencies  of  opinion  concerning  the 
proper  therapeutic  methods  to  employ  in  the  han- 
dling of  the  uncomplicated  behavior  problem — Dr. 
Siewers’  group  3.  I quite  agree,  with  him  that  the 
environment  of  the  child  should  be  tapped,  sounded, 
and  worked  with  if  we  wish  to  carry  out  a practical 
job  with  most  of  these  children.  Excluding  a re- 
search approach,  I think  it  is  asking  too  much  of 
psychiatry  to  deal  with  the  child  alone  in  the  direct 
treatment,  to  the  exclusion  of  all  other  approaches. 
Even  the  most  rabid  and  radical  psychotherapists 
admit  this  when  they  select  their  cases  for  treat- 
ment. 

The  careful  selection  of  cases  is  done  in  many 
clinics  in  order  chiefly  to  pick  out  those  who  will 
respond  to  direct  psychotherapy.  If  we  are  willing 
to  work  with  the  parents,  as  well  as  with  other  en- 
vironmental factors  of  many  of  those  children  who 
are  rejected  for  direct  psychotherapy,  we  will  find 
that  they,  too,  will  respond  to  our  efforts  although 
the  approach  is  not  a purely  psychiatric  one. 

In  conclusion,  Dr.  Siewers’  paper  is  a good  prac- 
tical contribution  to  the  discussion  of  the  handling 
of  the  behavior  problem  in  children. 


MEDICAL  EDUCATION  CONGRESS  DATES 

The  Thirty-Ninth  Annual  Congress  on  Medical 
Education  and  Licensure,  sponsored  by  the  Council 
on  Medical  Education  and  Licensure  of  the  Ameri- 
can Medical  Association,  will  be  held  at  the  Palmer 
House,  Chicago,  February  15  and  16,  the  J.A.M.A. 
announces  in  its  January  23  issue.  The  Federation 
of  State  Medical  Boards  of  the  United  States  will 
participate  in  the  congress.  Discussing  problems  to 
be  brought  before  the  congress,  the  Journal  re- 
ports: 

“The  mobilization  of  the  medical  profession  for 
service  to  the  armed  forces  and  to  civilians  and  the 
maintenance  of  production  of  physicians  have 
been  fraught  with  many  difficulties.  The  medical 
schools  of  the  country  have  voluntarily  reduced  the 
period  required  for  the  curriculum  of  the  medical 
school  from  four  to  three  years.  The  required  pre- 
medical college  course  has  been  reduced  to  two 
academic  years.  Now  the  War  Manpower  Com- 
mission and  other  federal  agencies  have  formulated 
a coordinated  program  looking  to  the  satisfactory 


training  of  an  adequate  number  of  physicians  to 

meet  both  the  military  and  the  civilian  needs 

The  seriousness  of  the  many  problems  involved  .... 
emphasizes  the  importance  of  the  Annual  Congress 

on  Medical  Education  and  Licensure One 

of  the  greatest  problems  involved  in  the  mobiliza- 
tion of  the  medical  profession  is  the  meeting  of 
changing  civilian  and  industrial  needs.  This  calls 
for  the  relocation  of  many  physicians  and  the  con- 
sequent adjustment  of  state  licensure  regulations. 
The  program,  including  as  it  does  addresses  by 
President  Elliott,  chief  of  the  Professional  and  Tech- 
nical Employment  and  Training  Division  of  the  War 
Manpower  Commission,  General  Dalton,  of  the 
U.S.  Army,  representatives  of  the  Office  of  Procure- 
ment and  Assignment  and  the  Surgeon  Generals  of 
the  U.S.  Army,  the  U.S.  Navy,  and  the  U.S.  Public 
Health  Service,  should  go  far  toward  clarifying  the 
details  of  the  various  programs  involving  the  whole 
field  of  medicine  in  the  war.” — A.M.A.  News,  Janu- 
ary 21 


OSTEOID-OSTEOMA 

Report  of  Five  Cases 

Samuel  Kleinberg,  M.D.,  New  York  City 


OSTEOID-osteoma,  although  relatively  fre- 
quent in  occurrence,  is  not  generally  well 
known.  Its  easy  surgical  removal  from  most 
locations  where  it  is  found  and  the  invariable 
postoperative  cure  probably  account  for  the  fact 
that,  although  many  cases  have  undoubtedly 
been  operated  upon  in  the  past,  there  has  not 
been  an  adequate  interest  in  the  exact  nature  of 
this  bone  lesion.  It  has  undoubtedly  often  been 
mistaken  for  either  a nonsuppurative  sclerosing 
osteomyelitis,  so-called  Garre’s  disease,  or  an 
isolated  bone  abscess — that  is,  a Brodie’s  abscess 
without  frank  pus  formation.  In  recent  years 
Jaffe1’ 2,3  and  his  associates  at  the  Hospital  for 
Joint  Diseases  have  studied  this  subject  and 
convinced  themselves  and  many  others  that  the 
lesion  is  a special  pathologic  entity  having  no 
relation  to  an  inflammatory  or  suppurative  proc- 
ess. Jaffe  has  very  thoroughly  reviewed  the 
clinical  picture  and  has  described  in  detail  the 
gross  and  microscopic  pathology.  This  lesion, 
which  he  has  named  osteoid-osteoma,  has  a 
rather  typical  clinical  course,  a characteristic 
roentgenographic  appearance,  and  a pathogno- 
monic histopathology  which,  when  once  appre- 
ciated, render  the  diagnosis  relatively  simple. 

An  osteoid-osteoma  is  a small  lesion,  rarely 
larger  than  a ten-cent  piece,  located  in  cancel- 
lous or  cortical  bone  but  sometimes  also  under 
the  periosteum.  It  represents  a displacement  of 
normal  bone  tissue  by  osteoid  and  calcified  vas- 
cular connective  tissue  surrounded  by  a variable 
zone  of  sclerosis  with  or  without  periosteal  new 
bone  formation.  In  some  instances  the  lesion 
may  become  so  densely  ossified  that  it  is  difficult 
to  distinguish  it  from  the  adjacent  bone.  The 
name  “osteoid-osteoma”  indicates  the  essential 
pathologic  change,  namely,  a benign  nonmetas- 
tasizing tumor  which  in  its  earliest  stages  consists 
of  osteoid  tissue  and  later  becomes  hypercalci- 
fied  and  ossified. 

The  distinguishing  features  of  an  osteoid- 
osteoma  may  be  summarized  as  follows:  The 

disease  occurs  chiefly  in  the  second  and  third 
decades  of  life  but  may  be  found  in  infants  and 
in  older  people.  The  onset  is  always  insidious 
and  is  seemingly  unrelated  to  injury,  infection, 
or,  so  far  as  is  known  now,  to  any  other  causa- 
tive agent.  Pain  is  the  outstanding  symptom. 
It  is  definitely  localized  or  at  least  most  marked 
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at  the  area  of  the  disease,  although  there  may  be 
some  radiation.  Mild  and  intermittent  at  first, 
it  gradually  increases  in  intensity  until  finally  it 
becomes  continuous  and  disabling.  Exception- 
ally the  pain  may  remain  mild,  as  it  did  for  two 
years  in  a case  wdiich  I previously  reported.* 

Tenderness  to  pressure  is  constant  and  clini- 
cally is  second  in  importance  only  to  the  pain.  It 
is  located  at  the  site  of  the  disease  and  can  be 
readily  elicited  by  a careful  examination.  It  is 
naturally  most  marked  in  superficial  lesions,  but 
it  can  be  obtained  even  in  such  regions  as  the 
upper  end  of  the  femur  where  pressure  must  be 
applied  through  a thick  musculature.  Theoreti- 
cally, it  might  not  be  obtainable  if  the  lesion  is 
in  the  body  of  a vertebra.  In  infants,  as  in  Case 
5 of  the  present  series,  the  localization  of  the 
area  of  greatest  tenderness  is  an  excellent  guide 
to  the  exact  site  of  the  tumor.  The  clinical  triad 
of  an  insidious  but  continuing  discomfort,  lo- 
calized pain,  and  localized  tenderness  should 
lead  us  to  at  least  suspect  an  osteoid-osteoma. 

Roentgenographically  the  lesion  appears  as  a 
small  area  of  rarefaction  surrounded  by  a zone 
of  bone  sclerosis.  The  bone  sclerosis  may  be 
little  more  than  a narrow  ring  or,  when  located  in 
a shaft  cortex,  may  extend  to  several  inches  on 
either  side  of  the  central  focus  and  may  be  one  or 
two  inches  in  thickness.  In  the  late  stages  of  the 
process  the  lesion  may  be  very  dense,  denser 
than  the  surrounding  bone.  It  is,  however, 
recognizable  because  of  a narrow  radiolucent 
ring  between  the  central  nidus  and  the  reactive 
perifocal  osteosclerosis.  The  lesion  is  circum- 
scribed, never  appears  invasive,  as  other  bone 
tumors  so  often  do,  and  never  metastasizes. 

Histologically  there  are  specific  pathogno- 
monic changes.  There  is  a central  focus  of  os- 
teoid tissue  in  various  stages  of  calcification  and 
ossification  lying  in  a substratum  of  vascular 
connective  tissue  and  surrounded  by  dense 
trabeculae  of  bone. 

Surgically  osteoid-osteoma  is  a very  satisfac- 
tory disease  to  manage,  for  when  the  excision  is 
complete  the  symptoms  disappear,  and  they 
have  not  recurred  in  any  of  the  known  cases. 
Because  of  the  small  size  of  the  lesion  one  must 
be  certain  at  operation  that  it  is  completely  re- 
moved; otherwise  the  symptoms  will  continue. 
Thus  it  is  imperative  that  during  the  operation 
one  have  the  opportunity  of  x-raying  the  field 

* Am.  J.  Surg.  53:  1 (July)  1941. 
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for  both  accurate  localization  of  the  osteoid- 
osteoma  and  postoperative  assurance  that  the 
tumor  has  been  extirpated.  The  removal  of  all 
or  even  a large  part  of  the  reactionary  sclerosed 
bone  does  not  seem  necessary  so  long  as  the  pri- 
mary focus  is  excised. 

Our  ignorance  of  the  cause  and  origin  of  os- 
teoid-osteoma is  the  most  cogent  reason  for  re- 
porting some  additional  cases,  in  the  hope  that  as 
our  knowledge  of  this  disease  increases  someone 
will  be  able  to  explain  its  pathogenesis.  The 
present  report  is  further  prompted  by  the  fact 
that  additional  experience  has  shown  that  the 
lesion  occurs  over  a wider  age  range  than  pre- 
viously recorded  cases  indicated.  In  Dr.  Jaffe’s 
group  of  33  patients,  the  youngest  was  4 years 
old  and  the  oldest  was  33,  while  the  youngest  in 
my  present  series  is  IV2  years  old  and  the  oldest 
is  45.  Moreover,  in  2 of  my  cases  the  lesion  was 
near  the  lesser  trochanter,  the  operative  ap- 
proach to  which  is  difficult,  and  I desire  to  em- 
phasize the  fact  that  the  complete  removal  of 
the  tumor  from  this  site  requires  the  assistance 
of  roentgenography  during  the  operation  for  its 
accurate  localization.  In  fact,  in  all  operations 
on  osteoid-osteoma  one  should  not  close  the 
wound  without  a check-up  x-ray  film  showing 
that  the  tumor  area  has  been  completely  excised. 

Case  Reports 

Case  1. — Mrs.  E.  R.,  45  years  old,  was  referred  to 
me  by  Dr.  Alfred  Poliak  for  continuous  pain  in  the 
left  knee  of  two  years’  duration.  The  onset  of  the 
pain  was  insidious  without  any  known  antecedent 
injury  or  illness.  The  pain  was  at  first  mild  and 
intermittent  but  soon  became  continuous,  severe, 
and  disabling.  Numerous  x-ray  films  were  inter- 
preted as  showing  arthritic  changes  but  these  were 
hardly  extensive  enough  to  account  for  the  severe 
pain.  The  patient  continued  to  suffer,  could  not 
sleep,  and  was  becoming  increasingly  distracted  and 
weakened.  In  this  state  of  discouragement  she 
consulted  me  on  November  11,  1940,  complaining  of 
pain  in  the  left  knee,  and  significantly  pointing  to 
one  spot  on  the  antero-external  surface  of  the  knee 
as  the  location  of  her  great  discomfort. 

Examination:  The  patient  walked  with  a limp 

on  the  left  side  and,  although  the  left  knee  appeared 
normal,  there  was  a one-inch  atrophy  of  the  left 
calf.  The  joint  was  freely  movable  and  there  was 
no  local  heat  or  excessive  joint  fluid.  At  the  site  of 
her  pain  there  was  exquisite  tenderness  to  pressure 
limited  to  an  area  of  about  V2  inch  square.  Away 
from  this  region  there  was  no  tenderness.  The 
tender  spot  was  located  over  the  articular  surface  of 
the  external  femoral  condyle  at  the  junction  of  the 
anterior  and  lateral  surfaces.  An  x-ray  film  (Fig.  1) 
made  on  September  14,  1940,  showed  a lesion  in  the 
lateral  femoral  condyle  at  the  exact  site  of  the  pain 
and  tenderness.  There  was  seen  a small  irregularly 
oval  area  of  bone,  about  Vs  inch  in  diameter,  sur- 
rounded by  a narrow  zone  of  rarefaction  lying  in  the 


Fig.  1.  Case  1.  Antero-posterior  view  of  the 
knee  showing  the  lesion  in  the  outer  condyle  of  the 
femur.  Note  the  circular  area  of  bone  surrounded 
by  a radiolucent  zone  in  a patch  of  porotic  bone. 

midst  of  a larger  irregular  patch  of  porotic  bone. 
The  central  piece  of  bone  looked  like  a sequestrum 
except  that  its  density  was  not  as  pronounced  as 
that  of  dead  bone. 

This  lesion  was  visible  in  several  but  not  in  all  of 
the  many  roentgenograms  which  had  been  taken 
prior  to  and  after  September,  1940,  and,  because  of 
its  inconspicuousness,  it  might  readily  be  over- 
looked. Incidentally,  no  such  structural  pathology 
was  seen  in  any  of  the  films  of  the  right  knee.  A 
diagnosis  of  osteoid-osteoma  was  made,  and,  on  the 
basis  of  the  prolonged  illness,  the  localized  pain  and 
tenderness,  and  the  roentgenographic  appearance, 
an  operation  was  advised. 

The  operation  was  performed  on  November  14, 
1940,  under  spinal  anesthesia.  The  knee  was 
flexed  to  a right  angle  over  the  edge  of  the  table  and 
a 3-inch  vertical  incision  was  made  lateral  to  the 
patella.  Upon  incision  and  retraction  of  the  joint 
capsule  there  immediaely  came  into  view  an  in- 
dented area  on  the  articular  surface  of  the  lateral 
femoral  condyle  near  its  outer  border.  The  in- 
volved area  measured  about  V*  by  3/s  inch  and  af- 
fected both  the  anterior  and  the  lateral  aspects  of 
the  condyle.  In  the  center  of  the  depression  was  an 
area  of  bluish  discoloration.  The  articular  cartilage 
immediately  surrounding  the  bluish  area  appeared 
gray  and  thin;  the  adjacent  articular  cartilage  had 
a normal  grayish,  glistening  appearance.  With  an 
osteotome  the  diseased  mass  was  removed  to  a 
depth  of  V2  inch,  exposing  normal  cancellous  bone, 
neither  unduly  vascular  nor  sclerotic.  The  rest  of  the 
knee  j oint  appeared  normal.  The  wound  was  closed  in 
layers  and  healed  by  primary  union.  The  patient  was 
promptly  relieved  of  her  pain,  which  has  not  recurred. 
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Fig.  2.  Case  1.  Cross  section,  low  magnification 
(X6).  Note  differentiation  between  central  osteoid 
tissue  (A)and  normal  cancellous  bone  at  periphery  (B). 


A cross  section  of  the  specimen  (Fig.  2)  shows  the 
typical  appearance  of  this  lesion.  There  is  a central 
circular  nidus  (A)  of  osteoid  tissue  surrounded  by 
normal  cancellous  bone  (B).  A high-power  magni- 
fication (Fig.  3)  of  the  central  nidus  shows  markedly 
calcified  and  osteoid  tissue.  Twenty-eight  sections 
were  made  in  various  planes  of  this  specimen,  and 
in  not  a single  one  of  these  was  there  any  evidence  of 
inflammation. 

Case  2. — Simon  S.,  29  years  old,  was  referred  to 
me  by  Dr.  R.  Goldenberg  on  March  3,  1941,  with  a 
diagnosis  of  osteoid-osteoma.  His  chief  complaint 
was  sharp  recurrent  pain  in  the  upper  part  of  the 
front  of  the  right  thigh  and  an  occasional  limp  after 
considerable  walking.  The  pain  had  appeared  in- 
sidiously about  six  months  previously  without  any 
known  antecedent  illness  or  injury.  It  recurred  in- 
termittently, varied  in  intensity,  came  on  in  spells 
during  the  day  or  at  night,  and  in  the  last  few 
months  had  been  increasing  in  degree. 

The  patient  was  a well-built,  muscular,  robust 
individual  who  seemed  in  excellent  health.  The 
physical  examination  revealed  no  abnormality  ex- 
cept for  mild  tenderness  to  pressure  over  the  front 
of  the  thigh  at  the  level  of  the  lesser  trochanter. 
The  motions  in  the  right  hip  were  free  and  painless. 
The  roentgenogram  (Fig.  4)  revealed  a lesion  in  the 


Fig.  3.  Case  1.  High-power  magnification  ( X 150) 
of  the  central  nidus  shows  markedly  calcified  and 
osteoid  tissue. 


intertrochanteric  area  of  the  femur  nearer  the  lesser 
than  the  greater  trochanter.  The  lesion  appeared 
as  a circular  area  of  rarefaction  about  V2  inch  in 
diameter,  within  which  there  were  spots  of  in- 
creased calcification.  The  surrounding  bone  was 
normal.  The  clinical  diagnosis  of  osteoid-osteoma 
was  confirmed  and  an  operation  advised. 

Operation:  The  patient  was  operated  upon  on 
March  22,  1941.  The  femur  was  exposed  through  a 
vertical  anterior  incision.  By  a check-up  x-ray 
film  with  an  artery  clamp  at  the  approximate  site 
of  the  osteoid-osteoma  its  exact  location  was  iden- 
tified and  assured.  A square  of  cortical  bone  was 
removed,  revealing  an  oval  mass  of  softened  bone  in 
a shell  of  harder  bone.  The  softened  mass  shelled 
out  like  a kernel.  The  pathologic  examination 
(Fig  5)  showed,  as  in  the  previous  case,  the  typical 
findings  of  an  osteoid-osteoma  confirming  the  ori- 
ginal diagnosis. 

Case  S. — Robert  L.,  17  years  old,  was  referred  to 
my  clinic  in  October,  1939,  for  a limp  on  the  right 
side,  which  he  had  just  noticed  six  months  before. 
Several  months  previously  he  had  had  an  infection 
of  the  upper  respiratory  tract,  which  continued  in- 
termittently until  about  the  time  when  he  was  ob- 
served to  limp.  In  July,  1939,  the  boy  first  experi- 
enced pain  along  the  upper  part  of  the  inner  side  of 
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Fig.  4.  Case  2.  Anteroposterior  view  showing 
a circular  area  of  rarefaction  along  the  intertro- 
chanteric line  only  faintly  differentiated  from  sur- 
rounding bone.  There  is  almost  no  reactionary 
sclerosis  of  bone. 

the  right  thigh.  The  pain  was  rather  annoying  at 
night  and  often  disturbed  his  sleep.  A marked 
atrophy  of  the  right  thigh  had  been  noticed  as  early 
as  April,  1939. 

The  examination  showed  a tall,  muscular  boy  who 
walked  awkwardly  rather  than  with  a limp.  There 
was  tenderness  to  pressure  over  the  front  of  the 
thigh  near  the  lesser  trochanter.  The  motions  in 
the  right  hip  were  normal,  but  at  the  extreme  of 
abduction  he  had  pain  in  the  upper  part  of  the  thigh. 
The  roentgenograms  showed  a marked  widening  and 
thickening  of  the  femur  just  below  the  intertrochan- 
teric line  for  a distance  of  about  3 inches.  Lateral 
to  the  lesser  trochanter  was  discernible  an  area  of 
rarefaction  about  as  big  as  a dime,  seen  more  clearly 
in  the  lateral  (Fig.  6)  than  in  the  antero-posterior 
view.  Within  this  porotic  zone  was  a mass  of  ir- 
regularly thickened  bone.  There  was  a very  ex- 
tensive osteoperiosteal  thickening  of  the  femur 
along  the  inner  surface  for  about  an  inch  above  and 
3 inches  below  the  lesser  trochanter. 

This  patient  was  operated  on  in  October,  1939, 
through  a vertical  incision  on  the  front  of  the  upper 
part  of  the  thigh.  I had  felt  that  by  exposing  the 
front  of  the  femur  and  identifying  the  greater  and 
lesser  trochanters  I should  have  no  difficulty  in 
finding  and  excising  the  lesion.  At  the  operation,  on 
removing  a square  of  the  cortical  bone  I thought  I 
located  some  softened  tissue  which  must  be  the  os- 
teoid-osteoma. I excised  this  and  closed  the  wound. 
The  patient  was  not  relieved.  The  microscopic  ex- 
amination of  the  removed  tissue  showed  that  it  was 
not  the  osteoid-osteoma,  and  new  x-ray  films  ex- 
hibited the  lesion  to  be  a little  to  the  inner  side  of 
the  area  operated  upon.  I therefore  urged  a second 


Fig.  5.  Case  2.  Photomicrograph  (X12)  of  a 
section  through  the  lesion  represented  by  the  rarefied 
area  in  Fig.  4.  This  osteoid-osteoma  is  composed  in 
part  by  large  sheets  of  calcifying  and  ossifying  oste- 
oid (A).  At  B is  seen  hypercalcified  trabeculae  of 
new  bone,  and  at  C vascular  connective  tissue. 


Fig.  6.  Case  3.  Lateral  x-ray  film  showing 
the  lesion  very  clearly.  Note  the  extensive  reaction- 
ary new  bone. 


operation,  which  I performed  in  December,  1940. 
This  time  I made  sure  of  the  exact  location  of  the 
lesion  by  placing  an  instrument  at  its  approximate 
site  and  having  an  x-ray  film  made  before  I excised 
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Fig.  7.  Case  3.  Photomicrograph  (X12)  of  a 
section  through  the  lesion  represented  by  the  rarefied 
nidus  in  the  thickened  femoral  cortex  shown  in  Fig. 
6.  (A)  Calcifying  osteoid.  (B)  Ossifying  osteoid. 

(C)  Connective  tissue  substructure.  (D)  Blood 
vessel  space. 

any  bone.  The  osteoid-osteoma  was  located  and  re- 
moved. It  appeared  as  a kernel  of  softened  bone 
within  a shell  of  harder  bone.  After  this  operation 
the  boy  was  promptly  relieved  of  all  pain  and  has 
remained  well. 

The  microscopic  examination  (Fig.  7)  of  the  os- 
teoid-osteoma showed  the  characteristic  pathogno- 
monic findings  of  a central  focus  of  calcifying  and 
ossifying  osteoid  tissue  surrounded  by  an  extensive 
osteosclerosis. 

Case  4- — P.C.,  an  11-year-old  girl,  was  referred  to 
me  by  Dr.  Langsam  for  swelling  of  the  left  ankle 
which  had  first  been  noticed  a few  weeks  previously. 
The  child  had  occasional  pains  in  the  leg,  extending 
up  to  the  knee.  She  appeared  in  good  general  con- 
dition and  walked  without  a limp,  although  I was 
told  that  at  times  she  did  limp.  The  subjective 
symptoms  were  very  mild.  The  left  leg  presented  a 
very  definite  swelling,  occupying  its  lower  one-fourth. 
The  swelling  was  most  marked  on  the  inner  side 
where  there  was  an  elevation  of  the  surface  tempera- 
ture and  exquisite  tenderness  to  pressure  at  a point 
about  3 inches  above  the  tip  of  the  internal  malleolus. 
The  x-ray  films  (Fig.  8)  showed  an  extensive  enlarge- 
ment and  sclerosis  of  the  lower  3 inches  of  the  tibial 
diaphysis,  and  in  the  center  of  the  sclerotic  bone  a 
small  oval  area  of  rarefaction  a little  more  than  Vs 
inch  in  diameter.  The  diagnoses  considered  were 
chronic  osteomyelitis  with  a central  and  deep- 
seated  abscess,  a sclerosing  nonsuppurating  osteo- 
myelitis, a Brodie’s  abscess,  and  an  osteoid-osteoma. 

At  operation,  performed  on  January  9,  1942,  the 
bone  was  found  to  be  exceedingly  dense  and  greatly 
enlarged.  There  was  no  abscess,  but  at  the  level  of 
the  rarefied  area  was  found  a small  nidus  of  sof- 
tened tissue  within  the  cortex  of  the  tibia.  A very 
thorough  saucerization  was  done  and  the  wound 


Fig.  8.  Case  4.  Marked  enlargement  and  scle- 
rosis of  the  lower  fourth  of  the  tibia  with  a small  oval 
area  of  rarefaction  in  the  cortex  about  3 inches  above 
the  malleolus. 

was  closed  without  drainage.  The  wound  healed 
by  primary  union  and  the  patient  has  been  com- 
pletely relieved.  The  pathologic  examination 
showed  an  osteoid-osteoma  with  the  typical  morpho- 
logic changes. 

Case  5. — This  is  probably  the  most  interesting  of 
all  my  cases.  From  the  diagnostic  point  of  view  it 
was  the  most  difficult  because  of  the  age  of  the  pa- 
tient and  the  peculiar  x-ray  appearance.  The  pa- 
tient, J.  W.,  a boy  IV2  years  old,  was  brought  to  me 
on  January  19,  1942,  because  he  walked  awkwardly 
and  constantly  turned  his  right  leg  outward.  He 
had  begun  to  walk  two  and  one-half  months  pre- 
viously. The  awkward  gait  had  been  noticed 
promptly.  It  was  supposed  to  be  due  to  an  ine- 
quality in  the  length  of  the  legs,  for  which  a com- 
pensating lift  in  one  shoe  was  prescribed.  The  child 
had  had  no  injuries  and  no  spells  of  fever.  He  was 
playful  and  seemingly  had  no  pain,  at  least  none 
that  prevented  walking. 
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Fig.  9.  Case  5.  The  antero-posterior  roentgeno- 
gram showed  a diffuse  enlargement  and  marked 
sclerosis  of  the  upper  two-fifths  of  the  shaft  of  the 
tibia.  The  osteosclerosis  involved  the  inner  part 
of  the  shaft  to  a greater  degree  than  the  outer  sur- 
face. This  lateral  view  presents  an  anterior  bowing 
and  marked  thickening  of  the  upper  part  of  the 
shaft  and  a large  area  of  intramedullary  bone 
sclerosis  that  resembles  a sequestrum. 


The  patient  presented  a marked  knock-knee  de- 
formity on  the  right  side,  with  a conspicuous  prom- 
inence and  enlargement  of  the  upper  portion  of  the 
tibia.  The  circumference  of  the  right  leg  near  the 
knee  was  3/s  of  an  inch  larger  than  that  of  the  cor- 
responding portion  of  the  left  leg.  There  was  ex- 
quisite tenderness  to  pressure  over  the  upper  part  of 
the  right  tibia,  but  no  tenderness  elsewhere  in  the 
right  leg  or  in  any  part  of  the  left  leg.  The  roent- 
genograms showed  extensive  changes  in  the  right 
tibia.  In  the  antero-posterior  film  one  saw  a diffuse 
enlargement  and  sclerosis  of  the  upper  two-fifths  of 
the  tibia,  the  sclerosis  involving  the  inner  side 
mainly,  and  the  outer  side  only  slightly.  The  lateral 
view  (Fig.  9)  showed  an  extensive  linear  thickening 


Fig.  10.  Case  5.  In  the  high-power  (X250) 
magnification  note  active  reconstruction,  vasculari- 
zation, and  new  bone  deposition  about  the  vessel 
spaces  in  the  nidus.  Much  of  the  interstitial 
osseous  tissue  of  the  nidus  shows  poor  staining  or 
absence  of  staining  of  its  nuclei,  notably  in  the  areas 
marked  a. 


of  the  anterior  cortex  and  a large  sequestrum  in  the 
marrow  cavity,  with  moderate  sclerosis  of  the  pos- 
terior surface  of  the  tibia.  The  central  elongated 
sclerotic  mass  or  sequestrum  was  completely  sur- 
rounded by  a zone  of  translucent  or  normal-ap- 
pearing medullary  or  cancellous  bone.  The  tibia 
was  bowed  forward  considerably  at  the  level  of  the 
lesion. 

We  were  very  much  puzzled  as  to  what  this  lesion 
in  an  infant  1 V2  years  old  might  be.  The  child  was 
not  ill  enough  for  a pyogenic  osteomyelitis.  More- 
over, there  was  no  history  of  any  sudden  onset  with 
fever,  malaise,  and  toxicity,  which  regularly  ac- 
company an  acute  hematogenous  osteomyelitis, 
especially  in  a baby.  A blood  count  was  normal  and 
the  Wassermann  and  Kahn  tests  were  negative. 
The  roentgenologist’s  report  was  “an  osteoperios- 
titis of  the  tibia,  the  character  of  which  was  not 
radiographically  evident.”  The  child  was  observed 
for  six  weeks,  during  which  period  his  temperature 
remained  normal  and  he  otherwise  behaved  nor- 
mally except  for  the  persistence  of  the  deformity, 
the  tenderness  of  the  right  leg,  and  the  awkward 
gait. 

He  was  operated  upon  on  March  3,  1942.  A com- 
plete saucerization  of  the  upper  end  of  the  tibia  was 
done  under  tourniquet  control.  The  periosteum  of 
the  tibia  was  markedly  thickened.  The  bulging 
mass  of  the  tibial  cortex  was  removed  in  one  block. 
Underlying  this  was  spongy  bone  in  which  was  em- 
bedded a whitish  eburnated  bony  mass  1 inch  long 
and  y2  inch  wide.  This  eburnated  bone  was  com- 
pletely removed.  The  floor  of  the  cavity  was 
thoroughly  curetted.  There  was  no  pus  and  no 
walled-off  abscess  anywhere  in  the  wound.  The 
wound  was  closed  without  drainage  and  is  healing  by 
primary  union. 

The  microscopic  study  of  the  intramedullar}', 
sequestrum-like,  bony  mass  showed  it  to  be  most 
likely  an  osteoid-osteoma  (Fig.  10).  A low-power 
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(X10)  photomicrograph  showed  a section  of  the 
sclerotic  nidus  surrounded  by  compact  bone  of  nor- 
mal structure.  In  the  high  power  (X250)  photo- 
micrograph (seen  in  Fig.  10)  we  note  active  recon- 
struction, vascularization,  and  new  bone  deposition 
about  the  vessel  spaces  in  the  nidus.  Much  of  the 
interstitial  osseous  tissue  of  the  nidus  (i.e.,  the  bone 
between  the  areas  of  new  bone)  shows  poor  straining 
or  absence  of  staining  of  its  nuclei.  There  is  no  evi- 
dence of  inflammation  anywhere  in  the  nidus,  nor 
were  there  evidences  of  inflammation  in  many  ad- 
ditional blocks  of  tissue  examined  from  this  case. 

Summary 

There  are  here  recorded  five  additional  cases 
of  osteoid-osteoma  in  patients  varying  in  age 
from  iy2  years  to  45  years.  From  this  experi- 
ence we  must  appreciate  the  fact  that  this 
tumor  may  occur  at  practically  any  age,  though 
the  majority  of  the  patients  are  in  the  second  and 
third  decades  of  life.  The  history  in  all  of  these 
patients  was  similar  to  that  obtained  in  all  pre- 
vious cases,  and  showed  that  the  tumor  appears 
insidiously  and  that  its  symptoms,  particularly 


pain,  are  at  first  vague  and  mild.  After  several 
months,  however,  the  pain  becomes  persistent, 
increasingly  severe,  and  disabling.  In  children 
the  disability  may  be  the  first  and  the  most  con- 
spicuous symptom.  Tenderness  is  the  most  im- 
portant objective  sign,  since  it  is  always  present 
and  establishes  the  location  of  the  pathology, 
which  is  usually  very  clearly  visualized  in  the 
roentgenograms.  In  osteoid-osteoma,  as  in 
most  osseous  lesions,  x-ray  films  should  be  made 
in  several  planes  since  only  some  of  the  views 
may  reveal  the  changed  morphology.  Histologi- 
cally the  lesion  is  a benign  tumor  consisting  of  a 
central  nidus  of  osteoid  tissue  in  various  stages  of 
calcification  and  ossification,  surrounded  by  a 
variable  zone  of  osteosclerosis.  The  only  effec- 
tive treatment  is  thorough  surgical  removal  of  the 
tumor. 
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FIFTEEN-YEAR  STUDY  OF  RHEUMATIC  HEART  DISEASE 


When  rheumatic  heart  disease  begins  in  child- 
hood, 69  per  cent  survive  childhood,  35  per  cent 
survive  adolescence,  18  per  cent  reach  the  age  of  30, 
and  5 per  cent  live  beyond  the  age  of  45,  Alfred  E. 
Cohn,  M.D.,  and  Claire  Lingg,  of  New  York  City, 
report  in  the  J.A.M.A.  for  January  2.  “When  the 
disease  begins  in  adolescence,”  they  say,  “85  per 
cent  survive  this  age  period,  55  per  cent  reach  the 
age  of  30,  and  21  per  cent  the  age  of  46  or  more. 
When  the  onset  is  in  the  twenties,  23  per  cent,  and 
when  it  is  after  30,  44  per  cent  survive  the  age  of  45.” 

These  findings  are  based  on  a study  which  occu- 
pied the  authors  continuously  for  fifteen  years, 
during  which  3,129  patients  with  rheumatic  heart 
disease  were  observed  until  death. 

“The  supposition  is  general  that  girls  are  more 
often  afflicted  than  boys,”  the  authors  say,  “but 
when  so  large  an  experience  as  this  is  available  it 
appears  that  this  is  not  the  case — the  two  sexes  are 
afflicted  in  equal  numbers.  There  were  1,566  males 
and  1,563  females.” 

Among  the  other  important  facts  about  the  dis- 
ease revealed  by  this  study  is  that  there  is  no  im- 
portant difference  between  the  sexes  in  the  age  at 
onset.  The  mean  age  for  males  is  about  14  years 
and  for  females  about  15  years. 


“Rheumatic  fever,”  the  authors  say,  “may  begin 
at  any  age,  but  it  usually  begins  in  childhood,  espe- 
cially between  the  ages  of  5 and  10  years.  At  15, 
70  per  cent  of  persons  afflicted  have  already  acquired 
the  disease. 

“In  youth,  the  onset  of  the  disease  is  characterized 
by  polyarthritis  in  about  half  and  by  carditis  or 
chorea  in  about  one-third.  In  adult  life,  the  onset  is 
characterized  chiefly  by  polyarthritis  and,  with 
advancing  age,  by  the  appearance  of  valvular  lesions 
alone. 

“The  mean  duration  of  the  disease  is  about 
thirteen  years;  50  per  cent  of  patients  die 
within  nine  years  after  onset,  but  25  per  cent  live 
more  than  seventeen  years  and  10  per  cent  for 
thirty  or  more  years 

“Of  all  cases  of  rheumatic  cardiac  disease,  65  per 
cent  are  to  be  found  in  childhood.  In  the  remaining 
35  per  cent  the  disease  is  acquired  at  later  age 
periods.  In  adolescence  are  to  be  found  56  per 
cent — the  survivors  from  childhood  plus  those  who 
have  acquired  the  disease  in  this  age  period.  In 
the  age  group  past  45  are  to  be  found  only  16  per 
cent,  of  whom  13  per  cent  were  first  afflicted  before 
and  3 per  cent  after  age  45”. — A.M.A.  News 
December  31,  1942 


SOCIETY  FOR  ORAL  DIAGNOSIS 
The  next  meeting  of  the  New  York  Society  for 
Oral  Diagnosis  will  be  held  on  February  17  at  9 p.m. 
in  Squibb  Hall,  745  Fifth  Avenue,  New  York  City. 

Members  of  the  medical  and  dental  professions 
are  cordially  invited. 


PARTIALITY 

Medical  papers  that  I like  best 
Are  always,  if  the  truth  be  told, 

The  ones  that  just  corroborate 
The  views  that  I already  hold! 

— Texas  State  Journal  of  Medicine 


HISTAMINASE  INTRAMUSCULARLY  IN  HAY  FEVER 

D.  Edward  Frank,  M.D.,  New  York  City 


MUCH  has  been  written  about  the  relationship 
of  histamine  to  allergic  phenomena  ever 
since  Dale  and  Laidlaw,1  in  1910,  pointed  out  the 
similarities  between  anaphylaxis  and  histamine 
shock.  Many  allergists  are  convinced  that  al- 
lergic disorders  are  due  to  the  release  of  either 
histamine  or  a histamine-like  substance  in  the  af- 
fected tissues.  Within  the  past  few  years  much 
clinical  evidence  has  been  submitted2-7  purporting 
to  show  that  histaminase,  an  enzyme  extracted 
from  the  kidneys  and  intestinal  mucosa  of  hogs, 
effectively  aids  a goodly  percentage  of  allergic 
disorders.  The  explanation  for  such  beneficial 
results  has  been  based  on  the  theory  that  his- 
taminase, which  is  capable  of  inactivating  his- 
tamine in  vitro,  probably  acts  similarly  in  vivo. 
However,  very  little  experimental  work  has  been 
reported  substantiating  the  latter  supposition. 
The  work  of  Karady  and  Browne,8  which  reported 
protection  against  anaphylactic  shock  in  guinea 
pigs  by  injection  of  histaminase  fifteen  minutes 
before  the  shock  dose  of  antigen,  has  not  been 
confirmed  by  the  author.9  Barlow  and  Horn- 
burger10  reported  similar  protection  against 
anaphylactic  shock  when  the  histaminase  was 
given  as  a series  of  injections  for  several  days 
preceding  the  shock  dose.  The  author9  was  able 
to  confirm  that  histaminase  given  in  such  a man- 
ner offered  some  measure  of  protection  against 
anaphylaxis  in  guinea  pigs.  For  this  reason,  it 
was  felt  histaminase  deserved  a clinical  trial. 
Harris  and  Frank9  have  already  reported  the 
failure  of  histaminase,  given  orally,  to  protect 
against  asthma.  But  since  experimental  results 
were  obtained  with  parenteral  injections,  we  de- 
cided to  try  histaminase,  intramuscularly.  The 
present  article  reports  its  use,  intramuscularly,  in 
seasonal  ragweed  pollinosis. 

During  the  past  two  years  we  have  treated  101 
cases  of  hay  fever  with  histaminase,  intramus- 
cularly, seeing  16  cases  in  1940  and  85  cases  in 
1941.  In  1940,  assuming  the  histamine  inacti- 
vation theory  as  a basis  for  operation,  we  treated 
cases,  coseasonally,  because  we  assumed  that 
during  the  season,  when  the  patient  was  suffering, 
the  maximum  amount  of  histamine  should  be 
released  in  the  tissues.  Unfortunately,  only  9 
cases  presented  themselves  during  the  latter  part 
of  August  for  coseasonal  treatment.  Of  these,  6 
cases  were  benefited  but  only  3 obtained  very 
satisfactory  results.  These  results  are  too 
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meager,  statistically,  to  be  more  than  mentioned 
before  we  pass  on  to  the  1941  season. 

In  1941  we  treated  85  ragweed  pollinosis 
cases  divided  into  three  main  groups:  a pre- 

seasonal  group,  a pre-  and  coseasonal  group,  and 
a coseasonal  group.  We  were  able  to  cheek  re- 
sults properly  in  but  69  of  the  cases.  Of  the  69 
cases  treated,  44  had  had  pollen  therapy  in  pre- 
vious seasons.  Twenty-five  did  not  have  previous 
pollen  therapy.  The  patients,  in  the  month  of 
July,  received  one  injection  weekly  of  4 units  of 
histaminase.  (We  found  the  4 unit  ampules 
less  toxic  than  those  used  in  1940.  The  reactions 
resulting  were  strictly  limited  to  a development 
of  local  pain  3 or  4 hours  after  the  injection,  last- 
ing from  several  to  forty-eight  hours.  After  a 
few  injections,  usually  little  or  no  pain  was  felt.) 

In  the  month  of  August,  patients  received 
every  week  two  injections  of  4 to  6 units  each, 
until  about  August  20.  At  that  time,  in  some 
patients  who  began  to  manifest  hay  fever  symp- 
toms the  dosage  was  raised  to  9 or  12  units  every 
other  day.  In  coseasonal  cases  appearing  after 
August  20,  injections  of  from  6 to  12  units  were 
given  daily  or  every  other  day. 

The  total  number  of  injections,  the  frequency 
of  them,  and  the  total  unitage  received  varied 
with  the  date  the  patient  started  treatment  and 
with  his  ability  to  cooperate  and  to  stand  the 
pain  of  repeated  injections.  Eighty  per  cent  of 
the  patients  were  given  between  25  and  50  total 
units  of  histaminase;  90  per  cent  received  be- 
tween five  and  ten  injections. 

Analysis  of  results  from  the  point  of  view  of  the 
total  number  of  injections  received  showed  only 
slight  variations  between  those  receiving  from 
one  to  five  and  those  receiving  from  five  to  ten,  or 
over  ten  injections.  Equally,  there  was  insignifi- 
cant variation  in  the  results  obtained  with  pa- 
tients receiving  4 to  25  units  and  those  receiving 
25  to  50  units  or  over  50  units. 

Table  I presents  the  results  obtained  in  the 
present  study.  The  column  “Better  than  Last 
Year”  does  not  necessarily  indicate  an  excellent 
result.  It  merely  indicates  that  the  thing  the 
patient  recalls  most  about  his  hay  fever — how  he 
felt  last  year — has  been  chosen  as  a basis  for 
comparison.  If  the  patient  had  had  no  previous 
therapy,  the  results  under  histaminase  were  con- 
trasted with  his  usual  symptoms  without  ther- 
apy. On  the  other  hand,  if  he  had  had  pollen 
therapy  last  year,  results  were  contrasted  with 
those  under  pollen  therapy.  This  occurred  in  44 
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TABLE  1. — Histaminase  Therapy  Intramuscularly  in 
Ragweed  Pollinosis  Cases  / 


Histaminase 
in  Cases 

Number  of 
Cases 

“Better  than  Last  Year” 

Treated 

Reported 

Number 

Percentage 

Preseasonally 

18 

7 

38.8 

Pre-  and  coseasonally 

46 

18 

36.9 

Coseasonally 

5 

2 

40.0 

Total 

69 

27 

39.1 

Without  any  previous 
pollen  therapy 

25 

14 

56.0 

With  previous  pollen 
therapy  in: 

(a)  Cases  with  good 
results  from 
therapy 

36 

10 

27.7 

(b)  Cases  with  poor 
results  from 
therapy 

9 

3 

33.3 

of  the  cases,  and  since  pollen  therapy  benefited 
36  of  these  44  cases,  it  meant  that  histaminase 
had  to  be  effective  in  order  to  compete  with  or 
improve  the  results. 

In  the  group  of  25  patients  who  had  had  no 
pollen  therapy,  56  per  cent  of  the  cases  benefited. 
Those  who  had  had  previous  pollen  therapy 
were  subdivided  into  two  groups:  36  who  had 
benefited  from  pollen  therapy  and  9 who  had  not. 
The  results  were  slightly  better  in  the  group 
which  had  not  benefited  from  pollen  therapy.  In 
the  group  of  36  cases  which  had  benefited  from 
previous  pollen  therapy,  histaminase  benefited 
but  27.7  per  cent  during  the  1941  season.  A 
“carry  over”  beneficial  effect  from  several  years 
of  pollen  therapy,  which  one  might  have  expected, 
was  not  definitely  evidenced  in  the  results. 

Those  cases  treated  on  a strictly  preseasonal 
basis  (injections  terminated  before  August  20) 
fared  approximately  the  same  as  the  cases  treated 
on  a pre-  and  coseasonal  basis  or  those  treated 
only  coseasonally:  39  per  cent,  37  per  cent,  and 
40  per  cent,  respectively.  The  results  were  in  no 
way  comparable  to  those  generally  obtained  by 
using  pollen  therapy.  The  season  was  admittedly 
one  of  the  worst  in  years  for  sufferers  in  general. 
This  made  it  especially  difficult  for  histaminase, 
competing,  as  it  were,  with  results  from  pollen 
therapy  obtained  during  a much  less  severe 
season.  At  the  same  time,  the  unusually  severe 
season  offered  a better  test  for  a substance  which 
would  compete  with  pollen  therapy  in  relieving 
hay  fever. 

Summary 

Summarizing  the  results  obtained  in  1941,  dur- 
ing which  histaminase  was  used  in  the  treatment 
of  hay  fever,  the  following  may  be  said : 

Coseasonal  results,  40  per  cent  in  1941  obtained 
in  but  a small  number  of  cases,  were  less  encour- 
aging than  those  obtained  in  1940,  but  were  not  a 
total  failure.  There  was  no  essential  difference  in 
the  results  between  preseasonal  therapy  and  co- 


seasonal therapy.  A significantly  higher  figure, 
56  per  cent,  was  obtained  in  that  group  of  pa- 
tients who  had  not  had  any  previous  pollen  ther- 
apy. Cases  who  had  had  previous  pollen  therapy 
with  or  without  good  results  fared  much  worse. 

Discussion 

The  fact  that  histaminase  was  experimented 
with  during  a most  severe  season  has  been 
mentioned.  Daily  pollen  counts  for  1940  and 
1941  show  a much  higher  average  for  a greater 
number  of  days  during  the  1941  season.  Symp- 
tomatically, the  large  majority  of  histaminase 
patients  who  were  troubled  during  the  1941 
season  manifested  their  symptoms  when  the 
pollen  counts  were  highest.  Control  patients 
under  routine  pollen  therapy  fared  better 
than  histaminase  cases.  This  important  dif- 
ference between  the  results  obtained  from 
pollen  therapy  and  histaminase  is  demon- 
strated by  the  gross  figures  in  Table  1.  Pollen 
therapy  usually  gives  80  to  85  per  cent  beneficial 
results.  However,  the  figures  do  not  tell  all,  for 
they  indicate  about  a 40  per  cent  successful  result 
from  histaminase  therapy.  In  terms  of  quantita- 
tive relief,  routine  charts  of  the  symptoms  of 
patients  plus  personal  questioning  do  not  indi- 
cate that  more  than  28  per  cent  had  fair  to  excel- 
lent results.  The  other  12  per  cent  were  simply 
better  than  last  year  although  still  suffering  con- 
siderably. (Those  pollen  cases  who  had  had  good 
or  excellent  results  in  past  seasons  and  who 
fared  somewhat  worse  on  histaminase,  but  still 
were  much  better  than  before  any  therapy,  since 
this  might  have  been  attributed  to  a “carry  over” 
effect,  were  not  included  in  the  “Better  Than 
Last  Year”  results  or  the  28  per  cent  figure  just 
mentioned.  They  had  to  be  better  under  his- 
taminase for  this  substance  to  receive  the  credit.) 

Experience  has  demonstrated  that  some  pa- 
tients do  not  do  well  on  pollen  therapy.  Some  of 
these  were  benefited  by  histaminase.  This  fact 
should  not  be  considered  an  argument  in  favor  of 
the  specific  detoxifying  power  of  histaminase  for 
histamine,  in  vivo.  There  are  many  instances  in 
medicine  in  which  specific  conditions  are  relieved 
by  nonspecific  measures — i.e.,  schizophrenia  by 
metrazol  shock,  etc.  This  may  be  such  an  in- 
stance. The  fact  that  of  25  patients  who  had 
never  had  previous  pollen  therapy,  56  per  cent 
were  benefited  by  histaminase  is  significant. 
Some  might  hastily  judge  the  results  to  be  a 
psychic  effect,  which  is  not  too  likely,  considering 
that  28  per  cent  of  those  who  had  had  previous 
pollen  therapy  and  had  benefited  from  it  felt 
that  they  were  even  better  under  histaminase 
without  pollen  therapy.  However,  the  author 
feels  that  unquestionably,  with  histaminase,  as 
with  most  other  medications,  some  psychic  ele- 
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ment  is  to  be  considered.  The  more  important 
question  is  whether  the  pharmacology  of  the  drug 
is  to  be  considered  in  the  light  of  a specific  en- 
zyme detoxifying  histamine,  or  in  the  light  of  a 
nonspecific  protein. 

Experimentally,  the  author,  in  several  studies, 
was  unable  to  find  precipitins  to  histaminase  in 
treated  serum  or  demonstrate  any  increase  in 
the  circulating  antibodies  of  sensitized  guinea 
pigs,  protected,  in  50  per  cent  of  the  cases,  from 
anaphylactic  shock  by  histaminase.  However, 
I could  demonstrate  that  the  protective  action 
against  anaphylaxis  in  guinea  pigs  was  even 
greater,  if  human  serum  rather  than  histaminase 
was  used — which  seems  to  speak  poorly  for  any 
supposed  specific  action  on  the  part  of  histam- 
inase. 

Clinically,  the  fact  that  results  obtained  were 
just  as  good,  whether  treatment  was  preseasonal 
or  coseasonal,  logically  seems  to  indicate  that 
histaminase  effects  are  nonspecific  in  nature. 
Rose,11  looking  for  a decrease  in  the  blood  his- 
tamine of  patients  treated  with  histaminase, 
could  find  no  such  decrease,  which  would  have  sug- 
gested a specific  detoxifying  capacity,  in  vivo. 
On  the  other  hand,  Williams  et  al.,12  investigating 
rabbit’s  blood,  found  that  histaminase  caused  a 
drop  in  the  blood  histamine  within  two  hours, 
but  returned  back  toward  normal  within  eight 
hours.  Rose’s  observation  suggests  a nonspeci- 
ficity to  any  histaminase  activity,  whereas  Wil- 
liams’ observation  suggests  that  the  action  of  the 
substance,  as  far  as  histamine  in  the  blood  is  con- 
cerned, is  short-lived  and  immediate.  Neither 
suggests  any  possible  storage  of  histaminase  for 
later  use,  which  is  what  would  have  had  to  take 
place  in  our  preseasonal  patients  who  were  bene- 
fited, if  we  were  to  consider  the  action  a spe- 
cific one.  Logically,  the  results  therefore  suggest  a 
nonspecific  action. 


The  reactions  to  histaminase  therapy  are  at 
times  quite  painful  and  occasionally  may  produce 
fever.  Although  they  are  not  serious,  they  do 
not  justify  the  indiscriminate  use  of  the  sub- 
stance. 


Conclusions 

1.  Histaminase  was  used,  intramuscularly, 
in  treating  69  observed  cases  of  hay  fever  in  1941. 
The  gross  percentage  benefited  was  39.1  per  cent. 
Those  with  fair  to  excellent  results  numbered  but 
28  per  cent. 

2.  The  percentage  of  patients  benefited  was 
approximately  the  same  under  preseasonal  and 
coseasonal  therapy. 

3.  A relatively  higher  percentage,  56  per  cent, 
obtained  relief  from  histaminase  if  the  patients 
had  never  had  any  pollen  therapy  in  past  years. 
A much  lower  percentage,  27.7  per  cent,  was  ob- 
tained for  patients  who  had  had  previous  years 
of  successful  pollen  therapy.* 
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Diagnosis 


CLINICOPATHOLOGIC  CONFERENCES 

Fourth  Medical  Division  of  Bellevue  Hospital 


Date:  December  3,  1942 

Conducted  by:  Dr.  Emanuel  Appelbaum 

Dr.  Frank  J.  Rummel:  This  was  the  eighth 
Bellevue  admission  of  a 50-year-old  white  man, 
who  was  admitted  to  Bellevue  Hospital  on 
October  1,  1942.  His  chief  complaint  was  diar- 
rhea of  ten  days’  duration  and  the  passing  of 
brownish  watery  stools,  without  blood  or  mucus, 
twenty-four  times  in  twenty-four  hours.  He 
also  complained  of  an  intermittent,  dull,  supra- 
umbilical  pain  which  preceded  bowel  movements 
and  which  was  relieved  by  the  passage  of  stools. 
There  was  no  nausea  or  vomiting;  the  patient 
had  never  had  diarrhea  before.  At  about  the 
same  time  four  or  five  of  his  associates  experienced 
diarrhea.  The  patient’s  appetite  had  been  poor 
since  the  onset  of  his  present  illness.  He  had 
lost  considerable  weight  during  the  ten  days 
prior  to  admission.  He  slept  poorly;  there 
was  no  history  of  headache;  there  was  slight 
cough  but  no  dyspnea.  The  patient  experienced 
occasional  nocturia  and  there  was  urinary 
frequency  during  the  day — three  to  four  times. 
There  was  no  evidence  of  skin  rash.  The 
patient  had  experienced  hiccoughing  during  the 
three  days  before  admission.  During  his  pre- 
vious admissions  he  had  presented  a picture 
mainly  of  cardiac  failure,  for  which  he  was 
treated  successfully  with  diuretics  and  digitalis. 
In  1939  his  right  leg  was  amputated  because  of 
gangrene. 

On  admission  the  temperature  was  97.8  F.; 
pulse,  96;  respirations,  20;  and  the  blood 
pressure  ranged  between  110/70  and  150/80. 
The  patient  was  a well-developed,  lethargic, 
dehydrated  white  man  in  no  acute  distress. 
The  skin  was  flushed.  There  were  marked  uni- 
lateral excoriations  of  the  buttocks,  multiple 
crusted  lesions  on  the  body,  and  pigmentation 
of  the  lower  abdomen.  The  eyes,  ears,  nose, 
and  throat  were  negative  except  for  the  tongue, 
which  was  beefy  red  and  furred.  The  neck 
was  supple;  there  was  no  tracheal  deviation  or 
lymphadenopathy.  The  thorax  was  symmetri- 
cal; the  lungs  were  hyperresonant  throughout, 
with  distant  breath  sounds;  there  were  no  rales. 
The  heart  was  enlarged  to  the  left;  there  was 
regular  sinus  rhythm;  the  sounds  were  dis- 
tant. There  was  present  a systolic  murmur 
at  the  apex.  The  abdomen  was  soft;  there  was 


no  tenderness;  no  organs  or  masses  were  palpable. 
The  rectal  examination  was  negative.  There 
was  no  edema,  cyanosis,  or  clubbing  of  the 
extremities. 

Laboratory  Data. — The  red  blood  cells  averaged 
4,100,000,  with  11  Gm.  of  hemoglobin;  the 
white  blood  cells  were  7,650  on  admission  and 
later  averaged  about  18,000,  with  75  per  cent 
polymorphonuclears,  20  per  cent  lymphocytes, 
and  5 per  cent  monocytes. 

Urinalyses:  Specific  gravity  ranged  from 
1.008  to  1.015;  reaction  for  albumin  was  1 to  4 
plus;  reaction  was  negative  for  glucose;  micro- 
scopic examination  revealed  a few  hyaline  and 
granular  casts  and  a few  white  blood  cells  per 
high  power  field. 

The  blood  nonprotein  nitrogen  tests  were 
reported  to  be  72  to  128  mg.  per  cent;  the  blood 
creatinine  was  2.5  mg.  per  cent;  chlorides,  564; 
carbon  dioxide  combining  power,  18  to  30 
volumes  per  cent;  calcium,  5.9  mg.  per  cent; 
serum  albumin/globulin  ratio,  2. 5/3. 6 Gm.  per 
cent;  fasting  blood  sugar,  80  mg.  per  cent.  The 
stool  cultures  were  negative  for  ova,  parasites, 
dysentery,  paratyphoid,  and  typhoid;  the  guaiac 
test  was  positive  on  three  occasions  and  negative 
on  one  occasion.  The  erythrocyte  sedimenta- 
tion rate  was  24  mm.  per  hour  on  October  2; 
3 mm.  on  October  9.  The  blood  agglutinations 
were  negative  for  typhoid,  paratyphoid,  Brucella, 
and  Weil-Felix  on  October  2.  On  October  8 
the  blood  agglutinations  were  positive  for  typhoid 
O antigen  in  dilution  of  1:20  and  were  negative 
for  H antigen  in  all  dilutions.  The  blood  Wasser- 
mann  was  negative.  Blood  cultures  were  im- 
ported to  be  negative.  A roentgenogram  of  the 
chest  taken  on  October  13  showed  slight  en- 
gorgement of  the.  lower  lobe  of  the  right  side; 
there  was  also  moderate  cardiac  enlargement. 
An  electrocardiogram  taken  on  October  13 
showed  sinus  rhythm,  left  axis  deviation,  and 
left  bundle  branch  block. 

Course. — The  patient  was  given  sulfaguanidine 
and  the  dehydration  was  treated  with  forced 
fluids.  On  October  6 he  was  much  improved, 
taking  fluids  and  food  by  mouth  and  having  one 
bowel  movement  per  day.  There  was  no  ab- 
dominal pain,  nausea,  or  vomiting  and  he  ap- 
peared relatively  hydrated.  Two  stool  cultures 
were  reported  negative  by  that  time.  On 
October  7 the  temperature,  which  had  been 
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about  normal,  began  to  rise  to  about  101  F.; 
the  patient  was  nauseated;  the  lungs  were  clear; 
there  was  no  diarrhea;  the  stools  were  well 
formed,  and  there  was  no  abdominal  pain. 
Since  it  was  believed  that  this  was  a drug  fever, 
sulfaguanidine  was  discontinued.  On  October 
13  the  patient  was  given  a blood  transfusion  of 
350  cc.  During  the  last  week,  dehydration 
became  more  marked;  there  was  increasing 
azotemia,  and  on  October  20  the  patient  lapsed 
into  profound  coma;  the  breathing  was  deep 
and  of  the  Kussmaul  type.  Some  coarse 
scattered  rales  were  noted  over  the  left  lower 
lobe,  but  there  were  no  signs  of  definite  con- 
solidation. The  heart  sounds  were  muffled; 
reflexes  were  abolished,  and  there  was  evidence 
of  tarry  stools.  The  patient  died  the  same 
day. 

Discussion 

Dr.  Emanuel  Appelbaum:  The  outstanding 
symptom  on  admission  in  this  case  was  a severe 
diarrhea.  Because  of  a rather  abrupt  onset 
and  a history  of  a similar  disease  among  as- 
sociates, a diagnosis  of  an  acute  intestinal  in- 
fection seemed  logical.  The  azotemia  and  acido- 
sis were  regarded  as  secondary  to  the  diarrhea 
and  the  dehydration.  Following  treatment  with 
sulfaguanidine  for  six  days,  there  appeared  to  be 
a definite  clinical  improvement.  When  the  tem- 
perature began  to  rise  on  the  seventh  day,  the 
possibility  of  drug  fever  was  considered  and  the 
sulfonamide  was  discontinued.  While  there 
was  a history  of  heart  disease,  there  was  no  evi- 
dence of  myocardial  failure  during  this  admission. 
Actually,  not  too  much  attention  was  paid  to 
the  patient’s  heart. 

After  nearly  two  weeks’  observation  it  be- 
came obvious  that  the  patient  was  really  getting 
worse,  although  the  diarrhea  was  apparently 
under  control.  The  dehydration  persisted  and 
the  lethargy  increased.  The  blood  picture 
showed  a progressively  mounting  azotemia,  a 
persistently  low  carbon  dioxide  combining 
power,  and  hypocalcemia.  It  was  at  this  point 
that  I suggested  the  diagnosis  of  uremia  with 
uremic  colitis. 

The  records  of  his  previous  admissions  to 
Bellevue  Hospital  were  then  reviewed  carefully. 
These  revealed  the  following  facts: 

The  patient’s  first  admission  was  in  May, 
1939,  for  an  infection  in  the  stump  of  his  ampu- 
tated leg.  He  gave  at  that  time  a history  of 
diabetes  of  twelve  years’  duration.  However, 
there  was  no  glycosuria,  and  the  blood  sugar 
was  114  mg.  per  cent.  The  blood  pressure  was 
170/100.  The  second  admission  was  in  August, 
1941,  for  generalized  edema  and  dyspnea  on 


exertion.  His  heart  was  moderately  enlarged. 
The  blood  pressure  was  170/110.  The  urine 
had  a specific  gravity  ranging  from  1.004  to 
1.025,  with  albumin  to  4 plus,  a trace  of  sugar, 
and  numerous  hyaline  and  granular  casts.  The 
blood  chemistry  showed  a sugar  of  125  mg. 
per  cent,  cholesterol  of  170  mg.  per  cent,  and 
nonprotein  nitrogen  of  34  mg.  per  cent.  The 
serum  albumin  was  3.8  Gm.  per  cent,  and  the 
globulin  2.3  Gm.  per  cent.  The  case  was  re- 
garded as  an  instance  of  hypertensive  heart 
disease.  Prompt  improvement  followed  the 
use  of  digitalis  and  diuretics.  Following  three 
weeks’  treatment  the  patient  was  discharged. 
He  was  readmitted  in  November,  1941,  with 
the  same  symptoms — namely,  edema  and  exer- 
tional dyspnea.  The  blood  pressure  was  168/98. 
The  urine  showed  a specific  gravity  of  1.018,  3 
plus  albumin,  and  a few  finely  granular  casts. 
There  was  no  glycosuria.  The  glucose  tolerance 
test  was  as  follows:  fasting  blood  sugar,  60; 
after  one  hour,  114;  after  two  hours,  100.  A 
diagnosis  of  intercapillary  glomerulosclerosis 
was  entertained  at  that  time.  The  patient 
responded  to  treatment  for  cardiac  failure  and 
was  discharged  in  about  a week.  The  sub- 
sequent four  admissions,  between  January  and 
August,  1942,  were  all  mainly  for  progressive 
edema.  The  blood  pressure  ranged  between 
160/100  and  185/110.  Albuminuria  and  cylin- 
druria  persisted.  There  was  no  azotemia  and  no 
evidence  of  diabetes.  A glucose  tolerance  test 
repeated  during  his  fourth  admission  was  as 
follows:  fasting  blood  sugar,  75;  after  one-half 
hour,  84;  after  one  hour,  125;  after  one  and 
one-half  hours,  139;  after  two  hours,  156. 
A repeat  glucose  tolerance  test  a few  days  later 
showed  the  following  values:  fasting  blood 

sugar,  106;  after  one-half  hour,  100;  after  one 
hour,  148;  after  one  and  one-half  hours,  165; 
after  two  hours,  116;  after  two  and  one-half 
hours,  108;  after  three  hours,  95.  Urine  speci- 
mens were  all  simultaneously  negative  for 
glucose.  The  patient  responded  each  time  to 
treatment  for  congestive  failure. 

It  is  noteworthy  that  in  1941  some  form  of 
renal  disease  was  suspected.  Because  of  the 
marked  edema,  albuminuria,  hypertension,  and 
a previous  history  of  a mild  diabetes,  we  sug- 
gested then  a diagnosis  of  intercapillary  glo- 
merulosclerosis. As  you  undoubtedly  know, 
in  this  condition  the  diabetes,  which  is  as  a 
rule  mild,  comes  first  and  is  followed  by  hyper- 
tension and  the  urinary  syndrome.  Some  of 
the  clinicians,  however,  felt  at  that  time  that 
we  were  dealing  with  a straightforward  case  of 
hypertensive  heart  disease  in  failure.  Indeed, 
the  case  was  treated  as  such,  and  the  patient 
showed  prompt  and  marked  improvement. 
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In  summary,  this  patient  was  admitted  with 
a severe  diarrhea,  which  was  regarded  at  first 
as  an  intestinal  infection  associated  with  de- 
hydration and  extrarenal  azotemia.  He  was 
treated  with  sulfaguanidine,  with  apparent 
improvement.  It  soon  became  clear  that  the 
patient  was  getting  progressively  worse.  We 
then  suggested  a diagnosis  of  uremia  with 
uremic  colitis  on  the  basis  of  a chronic  glomeru- 
lonephritis. This  led  to  an  investigation  of  his 
previous  records,  in  which  evidence  of  renal 
disease  was  found.  On  one  occasion  a diagnosis 
of  intercapillary  glomerulosclerosis  was  sug- 
gested. However,  congestive  failure  seemed 
to  dominate  the  clinical  picture  during  the 
previous  admissions.  The  patient  finally  died 
in  a state  that  appeared  to  us  to  be  like  a pro- 
gressive uremia. 

Dr.  Herman  0.  Mosenthal:  The  inter- 
pretation of  the  signs  and  symptoms  of  this  case 
presented  three  aspects.  These  are:  (1)  dia- 
betes mellitus;  (2)  uremia;  and  (3)  cardiac 
failure. 

The  bald  statement  is  made  that  in  1939  there 
was  a history  of  diabetes  of  twelve  years’  dura- 
tion. There  is  every  indication  in  the  records 
that  this  diagnosis  is  an  unwarranted  assumption. 
All  the  fasting  blood  sugars  were  normal,  as 
were  at  least  two  glucose  tolerance  tests.  In 
diabetes  the  fasting  blood  sugar  may  even  be 
within,  normal  limits  but  the  carbohydrate 
tolerance  test  never  is.  The  gangrene  of  the 
leg,  the  coronary  changes,  the  albuminuria,  and 
the  moderate  elevation  of  blood  pressure  are  all 
lesions  that  are  frequently  complications  of 
diabetes,  but  that  is  no  reason  to  insist  that 
the  patient  had  diabetes  when  the  crucial  diag- 
nostic procedure — the  sugar  tolerance  test — is 
negative. 

The  conclusion  that  the  diarrhea  which  initi- 
ated his  terminal  illness  was  a uremic  mani- 
festation is  a brilliant  thought  and  may  be 
correct,  though  an  appraisement  of  the  clinical 
features  makes  me  hesitate  to  accept  it.  In  the 
first  place  we  are  not  clear  as  to  the  exact  defini- 
tion of  uremia.  Ascoli’s  time-honored  con- 
cept, which  is  often  set  up  as  a standard, 
describes  uremia  as  a symptom  complex  con- 
sisting of  signs  of  irritation  and  stimulation  of 
the  central  nervous  system  associated  with 
evidences  in  the  urine  of  renal  damage.  These 
ideas  were  formulated  before  any  tests  for 
renal  function  were  available  and  it  is  now 
realized  that  most  of  the  cases  Ascoli  presented 
in  his  monograph  were  in  reality  instances  of 
hypertensive  encephalopathy.  Our  case  had 
no  symptoms  of  central  nervous  system  injury, 
so  that  there  is  no  evidence  of  uremia  or  pseudo- 
uremia (i.e.,  hypertensive  encephalopathy)  on 


that  score.  The  more  modern  definitions  of 
uremia  explain  it  as  a state  associated  with  a 
maximal  impairment  of  renal  function.  In 
this  patient  the  curtailment  of  kidney  activity 
had  not  reached  a stage  approaching  a 90  to 
95  per  cent  loss  of  kidney  efficiency  requisite  to 
justify  the  existence  of  retention  uremia.  The 
blood  cell  count  was  4,100,000;  it  is  invariably 
much  lower  when  the  kidney  function  is  greatly 
diminished;  in  fact,  a marked  anemia  precedes 
the  onset  of  retention  uremia  in  chronic  nephritis 
for  many  months.  The  blood  creatinine  level 
of  2.5  mg.  per  cent  is  much  too  low  to  coincide 
with  a maximal  degree  of  impairment  of  renal 
function.  Finally,  a urinary  specific  gravity 
as  high  as  1.015  is  not  found  when  renal  reserve 
power  is  completely  abrogated.  For  all  these 
reasons  I believe  uremia  may  be  eliminated  as  a 
cause  of  disease  in  this  case.  A detailed  dis- 
cussion of  this  problem  is  very  necessary  be- 
cause the  diagnosis  of  uremia  (and,  for  that 
matter,  of  diabetes)  rests  almost  entirely  upon 
the  clinical  findings  and  not  upon  the  patholo- 
gist’s examination. 

As  for  the  kidneys,  there  was  a history  of  a 
long-standing  albuminuria  and  hypoproteinemia 
— that  is,  a nephrosis.  In  addition  there  was  a 
moderate  elevation  of  blood  pressure  and  im- 
pairment of  kidney  function.  The  two  latter 
findings  point  to  a chronic  glomerulonephritis 
being  engrafted  on  the  nephrosis,  which  is  a 
common  enough  occurrence.  The  supposed 
history  of  diabetes  has  led  to  the  conclusion  that 
this  is  an  instance  of  intercapillary  glomeru- 
losclerosis, a lesion  first  described  by  Kim- 
melstiel  and  Wilson,  and  named  after  them. 
It  is  very  difficult  for  a doctor,  like  me,  largely 
concerned  with  clinical  medicine,  to  arrive  in 
the  clear  concerning  “intercapillary  glomeru- 
losclerosis.” Some  pathologists  claim  that  it 
occurs  only  occasionally  in  diabetics,  while 
others  claim  that  it  is  found  in  one-third  of  all 
diabetics  and  is  the  most  reliable  microscopic 
tissue  investigation  through  which  the  diagnosis 
of  diabetes  may  be  suggested.  On  the  other 
hand,  all  acknowledge  that  it  is  occasionally 
found  in  nondiabetics  and  some  standard  text- 
books describe  it  as  a prevalent  lesion  of  chronic 
glomerulonephritis.  If  intercapillary  glomeru- 
losclerosis proves  to  have  been  present  in  this 
case,  I believe  it  supports  the  thesis  that  this 
lesion  may  be  found  in  nondiabetics. 

The  patient’s  major  symptoms  were  evidently 
cardiac.  He  had  time  and  again  been  described 
as  a “hypertensive  cardiac”  case.  The  blood 
pressure,  fluctuating  from  170/110  to  150/80, 
was  not  high  enough  in  itself  to  result  in  cardiac 
failure.  There  must  have  been  another  element 
in  the  situation  to  bring  this  about.  The  most 
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likely  explanation  of  this  would  be  a coronary 
sclerosis  accompanied  by  myocardial  lesions. 
The  presence  of  a left  bundle  branch  block  would 
bear  out  this  surmise. 

The  diarrhea  which  was  so  prominent  at  the 
beginning  of  the  terminal  illness  apparently 
improved  and  ceased  entirely  before  death 
occurred.  This  would  therefore  seem  to  have 
been  a transient  episode  which  might  or  might 
not  exhibit  identifiable  lesions  in  the  colon. 

Diagnoses. — Cardiac  fibrosis,  coronary  sclero- 
sis; chronic  diffuse  glomerulonephritis;  diffuse 
degenerative  arteriosclerosis;  catarrhal  colitis. 

Discussion  of  Pathology 

Gross  Findings. — Dr.  P.  Carey  Whitehead: 
At  autopsy  there  was  moderate  edema  of  the 
left  foot  and  ankle  and  the  soft  tissues  overlying 
the  sacrum.  On  the  right  side  the  leg  was 
amputated  at  the  midthigh,  and  the  stump  was 
well  healed.  No  other  significant  changes  were 
found. 

The  peritoneum  and  pleural  sacs  were  free 
of  fluid. 

The  pericardium  contained  no  fluid,  but  there 
were  numerous  fresh  fibrinous  adhesions  be- 
tween the  pericardium  and  epicardium.  The 
heart  was  enlarged,  and  weighed  600  Gm.  The 
increase  in  size  was  due  largely  to  dilatation  and 
hypertrophy  of  the  left  ventricle.  An  aneurysm 
of  the  anterior  wall  of  the  left  ventricle  was 
found,  measuring  4 by  3 by  2.5  cm.,  at  the  site 
of  a healed  infarct.  On  the  endocardium  of  the 
aneurysm  were  found  two  old  thrombi. 

In  the  aorta  there  was  marked  arteriosclerosis, 
and  the  coronary  arteries  showed  marked 
sclerosis,  with  narrowing  of  the  lumina  of  all 
of  them,  and  occlusion  of  the  descending  branch 
of  the  left  coronary  about  midway  between  its 
origin  and  the  apex. 

The  lungs  were  the  seat  of  lobular  pneumonia 
in  the  lower  lobes. 

The  liver  was  yellowish  and  greasy  on  section. 
The  gallbladder  contained  several  pigment 
stones;  the  mucosa  was  found  to  be  thickened. 

On  opening  the  gastrointestinal  tract  a small 
erosion  was  found  in  the  esophageal  mucosa 
in  the  lower  one-third.  The  distal  one-half  of 
the  colon  contained  free  blood,  and  several  areas 
of  ulceration  were  found  in  places  in  this  portion 
of  the  bowel.  The  rectum  contained  several 
lesions. 

The  left  kidney  was  found  to  be  slightly 
enlarged,  and  weighed  100  Gm.  At  the  time 
of  the  autopsy  it  was  very  pale  and  had  a yellow- 
ish-pink hue.  The  surface  was  finely  granular 
after  stripping  the  slightly  adherent  capsule. 

The  cortex  and  medulla  could  not  be  dif- 
ferentiated. The  cortical  striations  were  faint 


Fig.  1.  Photomicrograph  of  . different  stages  of 
intercapillary  glomerulosclerosis.  In  Fig.  1,  two 
of  the  glomeruli  contain  the  characteristic  ball- 
shaped deposits  of  connective  tissue  which  begin 
in  the  intercapillary  connective  tissue. 


in  places  and  absent  in  others.  Examination 
of  the  renal  artery  showed  it  to  be  moderately 
sclerotic.  The  right  kidney  weighed  150  Gm. 
but  was  otherwise  similar  to  the  left.  These 
findings  were  not  considered  characteristic  of 
any  one  disease  process  because  they  have 
points  common  to  chronic  glomerulonephritis, 
arteriolo-nephrosclerosis,  and  intercapillary  glo- 
merulosclerosis. 

No  significant  changes  were  found  in  the 
other  organs. 

Microscopic  Findings. — Dr.  Irving  Graef: 
The  essential  pathologic  findings  relevant  to 
the  clinical  symptoms  and  signs  were  limited 
to  the  heart,  pancreas,  and  kidneys. 

The  microscopic  preparations  of  the  left 
ventricle  and  coronary  arteries  confirmed  the 
gross  impression  that  there  was  an  organized, 
old  thrombus  in  the  anterior  descending  branch 
of  the  left  coronary  artery.  Both  the  left 
and  the  right  coronary  arteries  were  the  seat  of 
considerable  atherosclerosis,  with  variable  nar- 
rowing of  the  lumina.  The  intraventricular 
thrombus  was  fused  imperceptibly  with  the 
scarred  endocardium  overlying  the  healed  myo- 
cardial infarct. 

In  the  pancreas,  none  of  the  islands  of  Langer- 
hans  in  a single  sample  section  exhibited  hyaline 
degeneration  like  that  seen  in  diabetes. 

The  renal  lesion  is  a complex  one  presenting 
a variety  of  changes  which  may  be  listed  in  the 
order  of  their  importance.  There  is  universal 
arteriolar  sclerosis  of  the  type  commonly  seen  in 
benign  arteriolar  nephrosclerosis.  The  glomeru- 
lar changes  vary.  There  are  completely  hya- 
linized  and  fibrotic  glomeruli,  which  may  well 
be  the  end  stage  of  ischemic  fibrosis  secondary 
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Fig.  2.  Photomicrograph  illustrates  sagittal 
section  through  the  glomerulus  and  the  terminal 
portion  of  the  afferent  arteriole.  The  arteriole 
exhibits  considerable  sclerotic  change  in  its  wall  and 
the  glomerulus  is  the  seat  of  diffuse  thickening  of 
the  intercapillary  connective  tissue.  Empty  patent 
capillaries  may  be  seen  at  the  periphery  of  the 
glomerular  tuft.  Poor  state  of  the  tubules  is  due 
to  postmortem  change,  as  the  necropsy  was  per- 
formed five  days  after  death. 

to  arteriolar  sclerosis.  But  in  addition  there 
are  numerous  glomeruli  presenting  a distinctive 
type  of  focal  or  diffuse  intercapillary  fibrosis 
(Figs.  1 and  2).  Special  stains  (Masson’s 
Trichrome  or  the  Azan-Carmine  stain)  show 
that  these  fibrous  deposits  are  truly  collagenous. 
The  milder  lesions  furnish  the  opportunity  to 
locate  this  process  in  the  intercapiilary  connective 
tissue.  In  the  less  advanced  lesions  there  is 
found  one  or  more  of  the  typical  spherical  “ball- 
shaped” lesions  separating  the  loops  of  a single 
glomerulus.  The  tubular  changes  vary  from 
zones  of  marked  atrophy,  where  the  tubules 
are  caught  and  compressed  in  scar  tissue,  to  areas 
of  dilatation  and  hypertrophy  of  isolated  cortical 
nephons. 

The  interpretation  of  the  findings  in  this 
case  which  seems  most  valid  would  depend  on 
placing  this  renal  lesion  in  the  new  category  of 
renal  disorders  designated  as  “intercapiilary 
glomerulosclerosis.”  This  was  first  described 
by  Kimmelstiel  and  Wilson,*  who  observed  its 
occurrence  in  a group  of  patients  who  had  the 
distinctive  symptoms  noted  in  this  patient’s 
record — to  wit:  mild  diabetes,  profound  al- 

buminuria, plasmaphoresis,  edema,  and  hy- 
pertension. As  in  this  patient,  renal  insufficiency 

* Am.  J.  Path.  12:  83  (1936). 


may  be  relative  rather  than  absolute,  and 
death  often  occurs  in  a picture  reflecting  renal 
insufficiency  and  heart  failure  together. 

Distinctively,  albuminuria  is  usually  pro- 
found in  the  course  of  the  disease,  presumably 
owing  to  the  alterations  in  the  glomeruli,  and 
associated  with  plasmaphoresis,  which  was  also 
reflected  in  this  patient’s  serum  albumin-globulin 
ratio.  The  question  of  the  diabetes  cannot  be 
adjudicated  on  our  morphologic  evidence. 

It  is  proper  to  state  that  there  are  some  who 
deny  that  this  lesion  is  limited  to  diabetics  with 
hypertension.*  On  reviewing  75  diabetic  pa- 
tients that  have  come  to  necropsy  at  Bellevue 
Hospital,  I found  12  cases  with  this  renal  lesion, 
an  incidence  of  16  per  cent.  Among  the  12 
cases  in  this  series,  there  were  5 with  clinical 
signs  and  symptoms;  4 others  had  equivocal 
signs  and  symptoms;  while  3 additional  cases 
had  only  hypertension.  In  all  12,  arteriolar 
nephrosclerosis  was  a consistent  renal  lesion  as 
noted  by  Horn  and  Smetana,  too.  In  some 
there  was  an  associated  pyelonephritis.  In 
the  past  the  clinical  diagnosis  of  amyloid  disease 
was  often  considered  as  the  best  working  diagno- 
sis. 

With  regard  to  the  fall  in  this  patient’s  blood 
pressure  during  the  last  admission,  it  may  be 
related  to  the  extensive  myocardial  infarct. 

Anatomic  Diagnoses 

Intercapillary  Glomerulosclerosis. 

Arteriolo-nephrosclerosis. 

Dilatation  and  hypertrophy  of  the  heart, 
chiefly  the  left  ventricle. 

Acute  fibrinous  pericarditis  (uremic). 

Hemorrhagic  colitis  and  proctitis  (uremic) . 

Lobular  pneumonia,  both  lower  lobes. 

Generalized  arteriosclerosis,  marked. 

Renal  arteriosclerosis,  moderate. 

Coronary  arteriosclerosis  with  occlusion  of 
anterior  descending  branch  of  the  left  coronary 
artery. 

Healed  myocardial  infarction  with  aneurysmal 
dilatation  of  the  anterior  wall  of  the  left  ventricle. 

Mural  thrombi,  left  ventricle. 

Fatty  infiltration  of  the  liver. 

Chronic  cholecystitis  with  cholelithiasis. 

Ulceration  of  the  esophageal  mucosa. 

Edema,  left  foot,  left  ankle,  and  sacrum. 

Healed  midthigh  amputation,  right. 

* Horn  and  Smetana,  Am.  J.  Path.  18:  93  (1942). 


“A  medical  paper,”  says  Dr.  Joe  White,  of  Fort  enough  to  cover  the  subject,  but  short  enough  to  be 
Worth  (Texas),  “should  be  like  a lady’s  dress — long  interesting.” — Texas  State  Journal  of  Medicine 
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Social  Insurance  in  a Democracy 
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WHAT  are  the  origins  of  the  tragic  upheaval 
the  world  is  undergoing?  What  meas- 
ures should  be  taken  in  the  postwar  period  to 
prevent  a recurrence?  Many  of  you  doubtless 
share  my  own  sense  of  frustration  in  attempting 
to  answer  these  questions.  The  underlying  is- 
sues are  too  great  and  manifold  for  ready  com- 
prehension. Nevertheless,  each  of  us  is  making 
every  effort  for  a better  understanding  so  that  he 
may  serve  more  intelligently  in  our  great  cause. 

We  know  we  are  enlisted  on  the  side  of  democ- 
racy in  a fight  to  the  finish.  We  know  that  we 
have  had  to  learn  again  the  great  importance  of 
certain  principles  we  had  forgotten  in  whole  or  in 
part.  We  now  realize,  more  clearly  than  before, 
that  democracy  is  more  than  a political  creed, 
more  than  government  of  the  people  and  by  the 
people — that  it  is  a way  of  life  dedicated  to  the 
freedom  and  dignity  of  the  individual. 

It  is  indeed  fitting  that  democracy  is  coupled 
with  the  “dignity  of  the  individual,”  because 
that  expression  conveys  so  beautifully  the  pro- 
found philosophy  underlying  the  proper  demo- 
cratic way  of  life.  Thus  it  reminds  us  that  the 
individual  by  his  very  nature  is  a free  man  and 
that  a democratic  form  of  society  means  a com- 
munity of  free  people  banded  together  in  a spirit 
of  mutual  respect  and  self-discipline.  Dignity 
of  the  individual  also  calls  to  mind  those  spiritual 
values  with  which  man  is  endowed  by  his  Crea- 
tor— values  which  can  be  neither  granted  nor 
revoked  by  the  State.  It  confirms  our  conviction 
that  the  common  man,  together  with  his  fellow- 
citizens,  has  the  ability  and  power  to  direct  and 
mold  the  future  of  his  country.  But  it  also  tells 
us  with  equal  fervor  that  with  this  freedom  and 
power  goes  responsibility,  and  that  much  is  ex- 
pected of  the  individual  if  he  is  to  be  worthy  of 
the  rights  with  which  he  was  born. 

And  in  so  doing,  it  places  definite  obligations 
upon  the  individual  in  at  least  three  directions — 
to  himself  and  his  family,  to  those  for  whom  and 
with  whom  he  works,  and  to  society  as  repre- 
sented by  his  fellow-citizens  and  himself  and  the 
agencies  they  have  set  up  for  their  common  good. 
In  the  forefront  of  these  responsibilities  is  that 
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of  providing  a reasonable  amount  of  security 
against  the  major  hazards  of  life.  They  include 
death,  dependent  old  age,  accident,  sickness,  and 
unemployment.  The  role  which  ordinary,  in- 
dustrial, accident  and  health,  and  group  insur- 
ance can  and  do  play  in  enabling  the  individual 
to  secure  protection  for  himself,  his  family,  and 
his  coworkers,  and  the  remarkable  extent  to 
which  our  citizens  have  availed  themselves  of  the 
opportunities  afforded  by  them,  are  too  well 
known  to  you  to  warrant  repetition.  That,  how- 
ever, is  only  part  of  the  story.  It  still  leaves  un- 
touched that  area  in  which  the  individual  as  a 
member  of  society  also  assumes  certain  responsi- 
bilities for  the  well-being  of  his  fellow-citizens  in 
times  of  adversity. 

Function  of  Social  Insurance 

The  depression  years  brought  general  agree- 
ment that  changes  in  the  social  and  economic 
structure  of  our  country  had  made  inadequate 
some  of  the  old  methods  by  which  society  at- 
tempted to  meet  its  obligations,  and  that  major 
innovations  were  needed.  One  of  the  results  was 
the  adoption  of  the  social  insurance  approach 
for  certain  of  the  major  hazards.  While  that  ap- 
proach was  new  to  this  country,  it  can  hardly  be 
considered  as  a change  in  basic  philosophy,  since 
it  is  essentially  an  attempt  to  set  up  a more  or- 
derly and  efficient  procedure  by  which  society 
will  continue  to  carry  out  responsibilities  which 
it  had  assumed  in  the  past  through  other  chan- 
nels. 

Social  insurance  is  generally  recognized  in 
democratic  countries  as  an  essential  part  of  na- 
tional life  and  it  should  have  even  greater  im- 
portance when  peace  is  finally  restored.  Because 
of  that  and  the  many  ways  in  which  it  affects 
the  institution  of  life  insurance,  directly  or  in- 
directly, it  seems  timely  to  review  together  some 
of  the  questions  concerning  its  present  and  future 
status  in  our  country. 

Social  insurance,  as  we  in  America  are  com- 
ing increasingly  to  understand  it,  is  a new  sphere 
of  activity  which  derives  its  being  and  inspiration 
from  a number  of  widely  differing  sources.  Fore- 
most among  these  are  the  fields  traditionally 
ascribed  to  the  social  worker,  the  actuary,  the 
economist,  and  the  fiscal  administrator.  While 
drawing  heavily  on  all  these,  social  insurance  does 
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not  too  closely  parallel  any  single  one  of  them. 
Rather  is  it  a new  creation  calling  for  a social  out- 
look that  diverges  significantly  from  the  familiar 
paths  of  the  ordinary  social  worker,  requiring  an 
actuarial  technic  that  may  sometimes  seem  rank 
heresy  to  the  orthodox  private  insurance  actuary, 
and  introducing  certain  economic  and  fiscal  con- 
cepts which  may  be  outside  the  purview  of  the 
“classical”  textbooks  we  read  in  our  student  days. 
Yet  through  this  very  process  of  leaning  heavily 
on  and  still  taking  considerable  liberties  with 
orthodox  theory  in  all  these  fields,  social  insur- 
ance represents  a new  instrument  which  is  being 
forged  to  meet  certain  social  problems  that  must 
be  solved,  if  we  are  to  maintain  our  democratic 
way  of  life. 

There  is  ample  evidence  of  lack  of  agreement 
among  experts  concerning  various  major  ques- 
tions present  in  this  new  field.  Be  that  as  it  may, 
I am  convinced  that  today  there  is  a very  en- 
couraging understanding  of  the  proper  role  of 
social  insurance  among  the  workingmen  for 
whose  benefit  it  exists.  The  American  working- 
man realizes  instinctively  that  the  primary  aim 
should  be  the  assurance  of  a basic  minimum  of 
protection  to  meet  the  most  fundamental  needs  of 
himself  and  his  family — to  remove  the  spectre  of 
want  in  the  day  of  misfortune  over  which  he  has 
no  control.  But  he  certainly  does  not  want  that 
basic  protection  endangered  by  an  unstable  pro- 
gram promising  more  than  it  can  perform.  Nor 
does  he  want  it  subject  to  humiliating  conditions 
that  carry  a stigma  of  pauperism. 

Instinctively,  too,  the  worker  knows  that  be- 
tween government  as  the  guarantor  of  his  per- 
sonal democratic  liberties,  responsible  for  safe- 
guarding the  economic  and  political  conditions 
necessary  for  their  maintenance,  and  govern- 
ment as  a totalitarian  monster  reaching  out  for 
mastery  over  his  body  and  soul,  there  is  a some- 
what problematic  no-man’s  land  where  eternal 
vigilance  is  the  order  of  the  day.  He  knows  that 
in  this  region  there  must  always  be  a jealously 
guarded  boundary  between  what  government 
may  and  may  not  do;  and  that  any  material  de- 
parture therefrom  may  have  the  unintended  ef- 
fect of  imperiling  democracy  itself.  He  knows 
likewise  there  must  be  an  area  in  which  individual 
initiative  and  private  enterprise  should  have 
ample  scope  to  make  their  fitting  contributions  to 
human  advancement,  not  only  materially  but  in 
the  realm  of  character.  He  knows  that  he,  as 
well  as  the  government,  must  be  willing  to  accept 
responsibilities  for  the  well-being  of  himself  and 
his  family. 

Principles  of  Social  Insurance 

While  there  is  still  much  disagreement  on  vari- 
ous aspects  of  social  insurance,  we  do  find  in- 


creasing acceptance  of  the  following  principles: 

1.  The  purpose  of  social  insurance  should  be 
to  provide,  through  a government-operated  or 
sponsored  plan,  protection  against  one  or  more 
major  hazards  of  life  which  are  sufficiently  wide- 
spread throughout  the  population  and  far-reach- 
ing in  effect  to  produce  large  dependency  prob- 
lems for  society,  and  so  become  “social”  in  scope 
and  complexion. 

2.  The  protection  should  be  afforded  on  a 
dignified  basis  making  for  self-respect — usually 
as  a legal  right. 

3.  Being  designed  to  serve  primarily  society 
as  a whole,  little  or  no  latitude  should  be  per- 
mitted the  individual  insured  regarding  the  kind 
and  amount  of  the  protection  he  may  have,  or 
the  price  to  be  paid  for  it. 

4.  The  measure  of  protection  should  be  “so- 
cial adequacy”  for  the  insured  and  their  fami- 
lies— that  is,  it  should  represent,  as  far  as  prac- 
ticable, a basic  layer  of  protection.  “Social 
adequacy”  usually  makes  it  impractical  to  have 
“individual  equity”  for  the  insured  in  the  sense 
of  a mathematical  quid  pro  quo  return  on  account 
of  the  contributions  made  by  or  on  behalf  of  the 
individual. 

5.  With  individual  equity  not  required,  mem- 
bership in  the  plan  should  be  compulsory  to  mini- 
mize self-selection,  abuses,  and  anomalies.  Com- 
pulsion is  also  desirable  in  order  to  obtain  the 
widest  practicable  coverage  of  the  population. 

Relation  of  Social  to  Private  Insurance 

With  benefits  related  primarily  to  the  indi- 
vidual’s and  his  family’s  probable  minimum  needs 
to  keep  them  from  becoming  public  charges,  it 
is  obvious  that  the  level  of  protection  in  social 
insurance  may  be,  and  usually  is,  quite  different 
from  that  set  for  the  insured  in  either  individual 
or  group  insurance.  Social  insurance  is  com- 
pulsory with  uniformity  of  benefits.  Private 
insurance  is  voluntary,  with  each  insured  setting 
his  own  standards  of  security  as  to  both  plan  of 
coverage  and  amount.  This  distinction  cannot 
be  overemphasized  because  it  makes  clear  why 
social  insurance  and  private  insurance  can,  and 
should,  go  hand-in-hand  in  providing  the  security 
the  individual  desires  to  meet  his  own  needs  and 
circumstances. 

The  responsibility  which  is  left  with  the  indi- 
vidual has  been  well  stated  by  Mr.  Altmeyer, 
Chairman  of  the  Social  Security  Board,  in  these 
terms: 

“A  social  insurance  system  does  not  and  need 
not  undertake  to  furnish  complete  protection  to 
all  whom  it  covers  under  all  circumstances.  The 
social  insurance  approach  is  to  assure  that  the 
benefits  would  provide  a minimum  protection, 
leaving  to  the  individuals  the  responsibility  of 


February  15,  1943] 


SOCIAL  INSURANCE  IN  A DEMOCRACY 


349 


buying  additional  protection  from  private  sources 
through  their  private  means.” 

However,  much  remains  to  be  done  by  way  of 
developing  a proper  understanding  among  those 
concerned  as  to  the  nature  of  the  protection 
which  social  insurance  should  aim  to  provide, 
and  the  way  in  which  private  insurance  and  other 
agencies  can  operate  to  supplement  it — and  per- 
haps even  furnish  it  in  part.  Both  types  of  pro- 
tection— social  and  private — have  to  function  in 
an  economic,  social,  and  political  environment 
that  is  dynamic  rather  than  static.  Both  must 
be  capable  of  mutual  adjustment  as  circumstances 
change  and  new  developments  arise.  Properly 
conceived,  their  functions  are  complementary 
rather  than  competitive.  They  should  engage 
each  other  like  well-adjusted  gears  cooperating 
to  a common  end,  not  clash  like  antagonists  com- 
peting for  survival. 

Social  Insurance  in  the  United  States 

Social  insurance  as  practiced  or  discussed  in 
the  United  States  may  be  divided  into  the  fol- 
lowing categories: 

1.  Provision  for  old  age  and  for  dependent 
survivors  at  death. 

2.  Unemployment  insurance. 

3.  Health  insurance. 

1.  Old-Age  and  Survivors’  Insurance 

The  Federal  Old-Age  and  Survivors’  Insurance 
Plan  incorporated  in  the  United  States  Social 
Security  Act  through  the  amendments  made  in 
1939  falls  in  the  first  category.  It  represents  a 
decided  improvement  over  the  plan  originally 
adopted,  especially  in  regard  to  the  revised  scheme 
of  benefits.  The  social  adequacy  principle  is  recog- 
nized in  the  primary  benefit  formula  and  in  the 
provision  of  supplemental  benefits  for  wives  and 
young  children.  Consistent  with  that  principle 
are  the  provisions  that  monthly  benefits  are 
suspended  when  the  person  otherwise  entitled 
to  them  is  employed,  and  that  survivors’  bene- 
fits are  not  paid  to  a widow  simply  because  she 
is  a widow,  but  only  if  she  has  young  children  or 
has  reached  age  65.  The  decision  to  include  em- 
ployees earning  over  $3,000  a year  to  the  extent 
of  $3,000  a year  in  preference  to  excluding  them 
completely  was  probably  based  on  practical  ad- 
ministrative considerations.  This  has  resulted 
in  a fortunate  by-product  in  that  the  plan  has 
come  to  be  looked  upon  as  truly  national  rather 
than  one  for  a particular  class,  as  is  the  case  with 
at  least  some  foreign  plans. 

However,  the  Federal  plan  is  still  far  from  per- 
fect in  a number  of  ways.  Changes  which  should 
be  made  when  technical  and  other  practical  con- 
siderations permit,  include: 


1.  Simplification  of  the  benefit  and  insurance 
status  formulae. 

2.  Enlargement  of  the  scope  of  coverage  to 
bring  in  groups  of  workers  now  excluded. 

3.  Provision  for  those  who  become  “pre- 
maturely superannuated”  shortly  before 
age  65  and  probably  for  at  least  some  of 
the  others  who  become  totally  and  per- 
manently disabled. 

4.  Further  emphasis  on  “social  adequacy,” 
and  less  on  “individual  equity,”  as  the 
benefit  criterion. 

In  addition,  more  light  is  needed  on  the  principles 
which  should  underlie  the  financing  of  the  plan. 

The  Federal  Old-Age  and  Survivors’  Insurance 
Plan  and  voluntary  insurance  (including  indi- 
vidual and  group  plans)  are  each  better  able  to 
accomplish  its  objective  because  of  the  existence 
of  the  other.  Experience  of  the  past  three  years 
clearly  indicates  that  the  basic  layer  of  protection 
of  the  Federal  plan  and  the  various  forms  of  pro- 
tection available  through  private  insurance  en- 
able and  encourage  the  individual  to  make  those 
additional  provisions  for  himself  and  his  family 
which  democracy  calls  upon  him  to  accept  as  his 
individual  responsibility. 

2.  Unemployment  Insurance 

While  the  developments  in  the  old-age  in- 
surance field  since  1935,  when  the  Social  Security 
Act  was  originally  enacted,  and  the  outlook  for 
further  improvements  are  quite  encouraging,  we 
find  an  entirely  different  situation  as  to  unem- 
ployment insurance. 

Here  the  “social  adequacy”  philosophy  has 
hardly  begun  to  be  appreciated,  much  less  ap- 
plied. Though  there  has  been  a comprehensive 
attempt  on  the  part  of  the  Federal  and  State 
governments  to  meet  a very  important  part  of 
the  problem  of  unemployment  through  social 
insurance,  the  plans  in  operation  are  not  based  on 
a proper  understanding  of  the  social  insurance 
approach.  Benefits  are  too  closely  geared  to 
prior  wages.  Except  in  the  District  of  Columbia, 
family  responsibilities  are  completely  ignored. 
Such  recognition  as  given  to  the  social  adequacy 
principle  is  mainly  through  the  prescribed  mini- 
mum benefit  for  those  who  qualify,  irrespective 
of  family  status.  In  general  the  benefit  formulae 
used  result  in  “over-adequate”  benefits  for  some 
and  decidedly  inadequate  benefits  for  others — 
especially  those  with  dependents,  who  should  be 
the  first  consideration  of  any  government  which 
regards  the  family  as  the  basic  unit  in  its  social 
structure. 

Because  of  abnormal  employment  and  other 
conditions  due  to  the  war,  these  weaknesses  in 
our  unemployment  compensation  laws  have  not 
forced  themselves  as  much  on  public  attention  as 
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would  otherwise  be  the  case.  In  the  postwar 
period  they  will  doubtless  become  increasingly 
serious,  until  suitably  dealt  with.  Their  solution 
need  not  present  insuperable  difficulties.  The 
main  requirement  would  seem  to  be  a wider  ap- 
plication of  the  principles  already  being  used  in 
the  Federal  Old-Age  and  Survivors’  Insurance 
Plan — e.g.,  a better  social  adequacy  minimum, 
allowance  for  dependents,  and  employee  contri- 
butions. A decided  change  in  emphasis  from 
“individual  equity”  to  “social  adequacy”  for 
the  benefits  and  a general  sharing  in  the  cost  by 
employees,  as  well  as  employers,  should  also 
serve  to  dispose  of  the  recurring  “experience 
rating”  controversy. 

The  present  lack  of  interest  in  the  unsound 
provisions  of  the  existing  unemployment  in- 
surance plans  is  doubtless  due  in  large  measure 
to  the  large  funds  which  have  accumulated  under 
the  State  plans  through  a combination  of  very 
unusual  circumstances.  Such  apparent  surplus 
readily  leads  to  unwise  liberalization  of  benefits, 
which  suggests  the  very  discouraging  prophecy 
that  sound  progress  may  only  be  expected  when 
adversity  hits  the  plans.  This  pessimistic  out- 
look brings  to  mind  an  observation  made  many 
years  ago  by  a great  student  of  pensions,  who,  in 
discussing  a somewhat  similar  situation  for  a 
government  pension  plan,  said,  “No  one  can 
plunder  a deficit.”  However,  some  hope  for 
earlier  progress  may  be  obtained  from  the  fact 
that  the  desirability  of  a benefit  formula  related 
to  family  status  has  recently  been  advocated  by 
representatives  of  at  least  two  important  agen- 
cies in  the  unemployment  insurance  field. 

As  for  individuals  supplementing  the  minimum 
protection  of  State  plans  by  additional  protection 
on  a voluntary  basis,  no  unusual  or  difficult 
problems  are  involved.  The  simplest  and  most 
direct  method  is  to  build  up  a cash  reserve 
through  one  of  the  usual  thrift  channels.  With 
personal  thrift  being  recognized  once  more  by 
the  Federal  government  as  a very  worth-while 
quality  through  its  War  Bond  and  anti-inflation 
campaign,  it  is  apparent  that  the  great  need  for 
government  action  in  providing  protection  during 
unemployment  is  the  revision  of  State  unemploy- 
ment insurance  plans  along  the  lines  which  will 
make  them  social  insurance  in  fact,  as  well  as  in 
name. 

3.  Health  Insurance 

The  third  category  of  social  insurance — health 
insurance — is  still  mainly  in  the  discussion  stage 
and  we  find  here  a very  confused  situation.  Even 
some  of  the  most  fundamental  questions  are  still 
to  be  answered.  Thus  there  is  disagreement  as 
to  the  need  for  a compulsory  plan  of  Government 
Health  Insurance;  as  to  the  governmental  agen- 
cies— Federal,  State,  or  local — which  should 


apply  the  compulsion,  if  compulsion  is  to  be  ex- 
ercised; how  the  responsibility  should  be  ap- 
portioned between  such  agencies;  and  as  to 
whether  Government  itself  should  set  up  the  or- 
ganization for  rendering  service,  or  merely  re- 
quire individuals  to  find  or  create  organizations 
for  themselves. 

Indeed  even  as  to  the  meaning  of  the  expression 
“health  insurance”  we  find  differences  of  opinion. 
Some  of  us,  in  our  innocence,  may  look  upon  it 
as  simply  a mechanism  for  providing  cash  bene- 
fits during  illness,  such  as  the  plan  recently 
adopted  by  Rhode  Island.  If  so,  that  view  is 
quite  contrary  to  that  of  an  organization  which 
has  for  many  years  been  in  the  forefront  in  the 
promotion  of  social  insurance  in  the  United 
States,  as  evidenced  by  the  following  extracts 
from  an  article  the  American  Association  for 
Social  Security  recently  published  concerning 
the  Rhode  Island  plan. 

“Of  serious  implications  to  the  future  of  health 
insurance  is  also  the  fact  that  the  program  is  not 
accompanied  by  any  provision  for  medical  serv- 
ices. Cash  benefits  and  medical  care  are  the  two 
phases  of  the  problem  created  by  illness.  To 
deal  with  one  phase  alone  is  valueless  if  the  other 
is  neglected,  as  has  been  proved  by  experience 
throughout  the  world.  It  is  well  known  that  the 
burden  of  doctors’  and  other  medical  bills  is  often 
heavier  than  the  loss  in  wages.  It  is  also  axio- 
matic that  the  stoppage  of  wages  and  the  dura- 
tion of  cash  benefits  must  be  kept  to  a minimum 
by  abbreviating  the  period  of  illness  through 
medical  attention.  . . . Any  health  plan  which 
fails  to  include  provisions  for  reducing  the  period 
of  illness  by  adequate  medical  care  is  not  only 
unnecessarily  costly  but  both  socially  and  medi- 
cally unsound. 

“.  . . . Ever  since  its  inception,  however,  the  As- 
sociation has  fought  opportunistic  or  half-baked 
formulas  and  insisted  that  social  security  legis- 
lation follow  tried  and  proven  principles.  Tested 
by  these  principles,  the  Rhode  Island  scheme  re- 
veals itself  a dangerous  deformity.  All  announce- 
ments to  the  contrary,  health  insurance  in  the 
United  States  is  still  to  be  born.” 

“Adequate  medical  care”  in  turn  introduces 
other  questions  besides  providing  the  services 
of  a physician  for  the  insured  workman.  Does 
it  also  mean  such  provision  for  his  dependents? 
Does  it  extend  to  hospitalization  of  himself  or 
his  family?  Does  it  embrace  the  cost  of  drugs, 
surgical  appliances,  glasses,  etc.?  Is  maternity 
an  insurable  risk?  Should  provision  be  made  for 
dental  care?  * 

What  interpretation  should  be  placed  on  the 
fact  that  millions  of  individuals  have  voluntarily 
become  insured  with  insurance  companies,  hos- 
pital service  plans,  etc.,  for  weekly  or  monthly 
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cash  benefits  in  event  of  accident  or  sickness,  for 
hospital  expenses,  or  for  benefits  in  event  of  sur- 
gical operations,  while  plans  offering  insurance  in 
one  form  or  another  for  general  medical  care  have 
met  with  a relatively  limited  response? 

Should  medical  care  protection  be  on  the  basis 
of  providing  the  services  in  kind,  or  should  it  be 
on  a reimbursement  basis  for  part  or  all  of  the 
charges  to  the  individual  by  the  physician  or 
institution  in  question?  If  services  in  kind,  how 
should  the  doctor  be  compensated — by  salary,  on 
a per  capita  panel  basis,  or  on  a fee-for-service 
basis?  Should  the  plan  be  entirely  under  medical 
control  or  should  there  be  lay  participation  in  its 
management? 

Should  a health  insurance  plan  limit  itself  to 
care  for  the  disabled,  or  should  it  also  include 
health  education,  periodic  examinations,  and 
other  preventive  work  supplementing,  or  even 
replacing,  that  now  being  done  by  Federal  and 
State  Public  Health  and  other  agencies? 

However  you  answer  these  and  other  related 
questions  too  numerous  to  mention,  you  can 
probably  find  recommendations  of  experts  to 
support  your  conclusions.  Even  if  we  turn  for 
light  to  Great  Britain,  which  adopted  its  first 
National  Health  Insurance  Act  in  1912,  we  find 
the  whole  matter  under  intensive  study  by  a 
special  Inter-Departmental  Committee  now  con- 
ducting a comprehensive  survey  of  social  in- 
surance and  allied  services  under  the  Chairman- 
ship of  Sir  William  Beveridge.  The  scanty  re- 
ports being  received  indicate  the  likelihood  of 
recommendations  for  very  major  changes  in  the 
present  setup. 

The  central  problems  that  call  for  solution 
have  been  compressed  by  Owen  D.  Young  into 
the  following  statement: 

“The  problems  of  illness  are  medical,  economic, 
and  social.  The  sick  person  needs  a doctor,  and 
perhaps  a hospital.  He  also  needs  food  and 
shelter,  for  himself  and  family,  at  the  very  time 
when  the  illness  may  have  cut  off  his  income. 
And  he  needs  these  things  by  methods  not 
demoralizing  to  himself  or  the  community,  not 
unfair  to  the  medical  profession  and  not  incom- 
patible with  the  essentially  individual  nature  of 
medical  care.” 

Thus  a cash  benefit  to  replace  part  of  the  loss 
of  income  during  disability  is  by  no  means  the 
only,  or  even  the  major,  phase  of  the  health  prob- 
lem. Judging  from  the  discussion  and  contro- 
versy that  have  centered  around  it,  the  provision 
of  medical  care,  on  this  continent  at  least,  would 
seem  to  be  a far  more  troublesome  and  perplexing 
matter,  not  only  for  the  average  citizen  who  wants 
it,  but  for  the  numerous  agencies  concerned 
in  providing  it.  It  is  a problem  closely  bound  up 
with  the  vital  interests  of  important  sections  of 


the  population  and  with  the  fundamental  re- 
lationships which  they  have  to  each  other.  The 
various  branches  of  the  medical  professions,  their 
patients,  hospitals,  employees  and  their  employ- 
ers, the  self-employed,  insurance  companies, 
fraternal  societies,  hospital  service  plans  (which 
probably  have  about  ten  million  participants) 
and  other  private  organizations  already  making 
available  benefits  under  the  category  of  medical 
care  or  related  services,  the  general  taxpayer, 
government  at  various  levels — are  all  deeply  in- 
volved. And  when  medical  care  is  tied  in  with 
the  problem  of  cash  benefits  the  difficulties  are 
only  multiplied  and  enhanced.  And  if  not  tied 
in,  then  one  set  of  difficulties  disappears  only  to 
be  replaced  by  another  set. 

(a)  Social  Adequacy  in  Relation  to  Health  In- 
surance.— In  view  of  the  foregoing  comments,  it 
is  not  surprising  to  find  that  the  social  insurance 
principle  of  social  adequacy  encounters  more 
complications  in  attempting  to  apply  it  to  the 
current  situation  in  the  health  field  than  are 
present  in  the  old-age,  survivorship,  and  unem- 
ployment fields.  One  reservation  should,  how- 
ever, be  noted.  These  added  complications  prob- 
ably do  not  apply  to  the  preventive  aspect  of  that 
complex  of'  individual  and  community  health 
problems  of  which  “health  insurance” — in  the 
sense  of  a cooperative  effort  to  secure  cash  bene- 
fits or  provide  medical  care  during  disability — 
can  claim  to  be  but  a partial  answer. 

The  “preventive”  aspect  in  its  more  elemen- 
tary phases — sanitation,  epidemic  control,  and 
various  other  normal  activities  of  the  public 
health  authorities — has  long  been  regarded  as  a 
proper  field  for  governmental  action.  We  now 
find  prevention  no  longer  limited  to  just  the  avoid- 
ance of  disease,  but  also  including  the  more  posi- 
tive function  of  maintaining  health  and  well- 
being at  a high  level  of  efficiency.  It  includes 
nutrition  education,  recreation,  and  physical 
training,  no  less  than  immunization  and  a yearly 
check-up.  In  this  more  advanced  sense  of  a 
seeking  after  positive  health  we  find  govern- 
ment assuming  an  increasingly  vital  role — the 
importance  of  which  has  been  greatly  enhanced 
by  wartime  conditions.  Here  if  anywhere,  gov- 
ernment does  not  need  to  be  too  meticulous  about 
drawing  a line  between  what  is  merely  adequate, 
and  what  may  be  described  as  additional  or  sup- 
plementary. Positive  health  promotion  of  a 
public  or  community  nature  is  one  field  in  which 
an  intelligent  and  nonoverlapping  mutually 
beneficial  “rivalry”  between  government  and 
private  enterprise  is  entirely  practicable  and  of 
inestimable  advantage  to  all. 

On  the  other  hand,  where  the  question  is  one 
of  definite  health  benefits — in  cash  or  in  kind — 
to  disabled  individuals,  the  determination  of  the 
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proper  role  of  private  enterprise — including  in 
that  term  mutual  and  stock  insurance  com- 
panies and  other  nongovernment  agencies  pro- 
viding insurance  based  on  the  concept  of  equity 
for  homogeneous  groups — and  of  government 
plans  based  on  the  social  adequacy  philosophy 
presents  problems  still  to  be  solved. 

( b ) Alternative  or  Supplementary  Protection. — 
The  goal  of  social  insurance  under  the  philosophy 
of  “social  adequacy”  is  a minimum  basic  layer 
of  protection  for  all.  While  the  function  of  gov- 
ernment would  be  confined  to  the  furnishing  of 
such  a minimum , many  individuals  will  not  only 
desire,  but  presumably  be  in  a position  to  obtain, 
more  than  this.  We  have  seen  that  individuals 
and  groups  of  individuals  can  and  do  provide 
greater  security  for  their  dependents  in  case  of 
death,  and  for  old  age  and  unemployment,  by 
supplementing  the  government  minimum  through 
other  channels.  These  “supplementary”  pro- 
visions are  in  the  form  of  protection  in  addition 
to,  and  usually  independent  of,  the  government 
benefits.  They  are  not  “alternative”  provisions 
in  the  sense  that  they  might  combine  the  govern- 
ment’s and  the  individual’s  measure  of  protec- 
tion in  one  single  program  which  would  replace 
the  government  plan  for  the  particular  person 
involved.  It  will  be  recalled  that  extensive  study 
was  given  some  years  ago  to  the  question  of  hav- 
ing the  Social  Security  Act  permit  an  employer 
to  “contract  out” — i.e.,  to  continue  his  employee 
retirement  plan  as  an  alternative  to  the  Federal 
old-age  plan,  and  thereby  make  it  unnecessary 
for  him  to  revise  his  plan  on  a supplementary 
basis  to  take  into  account  the  Federal  benefits. 
It  was  concluded  that  this  was  not  practical  be- 
cause of  complications  arising  from  the  necessity 
of  accumulation  of  reserves  and  other  factors. 
However,  when  the  benefit  takes  the  form  of 
medical  care,  quite  a different  picture  is  pre- 
sented. 

New  problems  arise  if  the  government  decides 
to  extend  social  insurance  to  the  field  of  health 
benefits  and  we  are  to  retain  the  democratic 
principle  of  giving  individuals  the  opportunity 
of  “buying  additional  protection  from  private 
sources  through  their  private  means.”  These 
problems  would  seem  to  indicate  that,  in  many 
cases  at  least,  the  function  of  private  health  in- 
surance and  private  medical  care  should  be  in 
the  nature  of  an  alternative  method  of  providing 
the  entire  coverage  which  individuals  or  groups 
may  elect  under  prescribed  conditions,  rather 
than  just  additional  coverage  to  supplement  the 
basic  minimum  protection  otherwise  offered  by 
social  insurance.  “Supplementary”  medical 
care,  carrying  on  where  the  compulsory  mini- 
mum provisions  leave  off,  would  surely  often 
complicate  matters  and  unnecessarily  harass  the 


patient  by  subjecting  him  to  a switch  from  one 
system  to  another,  perhaps  just  at  the  very  time 
he  most  needs  continuity  of  treatment.  What 
the  effect  would  be  on  the  quality  and  effective- 
ness of  the  medical  treatment  is  a question  for  a 
physician  to  answer,  but  I suspect  the  answer 
would  be  far  from  favorable.  When  a physician 
knows  that  his  primary  responsibility  for  a cer- 
tain case  is  limited  in  time  or  extent,  or  shared 
contemporaneously  with  some  other  physician 
or  physicians,  should  we  expect  his  sense  of  re- 
sponsibility, of  independence,  and  of  initiative  in 
the  case,  or  his  personal  relationship  to  the  pa- 
tient, to  be  keyed  to  as  high  a pitch  as  it  other- 
wise might? 

Even  if  only  cash  benefits  during  illness  are 
involved,  difficulty  arises  in  dovetailing  addi- 
tional benefits  furnished  through  private  channels 
into  a governmental  scheme  providing  the  basic 
minimum.  The  nature  of  the  risk  insured  in- 
volves relatively  greater  claim  cost  than  life  in- 
surance or  annuities,  while  sound  underwriting 
requires  that  the  total  benefits  be  less  than  the 
normal  earnings  to  avoid  malingering  and  abuses. 
Hence  the  amount  of  additional  supplementary 
benefit  will  often  be  so  low  that  an  excessive  part 
of  the  premiums  for  such  a benefit  will  be  ab- 
sorbed in  duplicate  claim  expenses.  This  diffi- 
culty would  be  avoided  if  the  individual  desiring 
larger  benefits  than  the  minimum  of  the  govern- 
ment plan  could  obtain  the  entire  coverage 
through  an  “alternative”  arrangement. 

(c)  War  and  Postwar  Developments  in  Medical 
Care. — The  questions  posed  are  not  simply  the 
pros  and  cons  of  extending  our  present  social  in- 
surance system  to  health  insurance.  A number 
of  signs  indicate  that,  irrespective  of  what  the 
decision  is  regarding  such  an  extension,  the  next 
few  years  will  see  a number  of  major  develop- 
ments and  innovations  in  the  provision  of  medical 
care.  We  are  told  that  about  one-third  of  our 
American  doctors  and  dentists  will  be  in  the 
armed  forces  by  the  end  of  this  year.  Similar 
reductions  in  the  civilian  supply  of  nurses  and 
other  personnel  auxiliary  to  the  medical  profes- 
sion must  be  expected.  Many  of  us  have  prob- 
ably already  felt  the  impact  of  the  resulting 
changed  situation  by  reason  of  the  accident  and 
sickness  of  members  of  our  family.  Can  we 
safely  assume  that  all  of  the  temporary  measures 
which  will  be  required  on  account  of  such  short- 
ages will  disappear  when  the  war  ends?  May  we 
not  anticipate  that  experience  will  show  that  at 
least  some  should  be  retained  permanently? 

Then  too  there  will  be  the  exposure  of  a very 
large  part  of  the  medical  profession — especially 
physicians  who  have  gone  from  internship  to  the 
armed  forces — to  methods  of  medical  care  quite 
dissimilar  in  economic  and  other  aspects  from  the 
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conventional  methods  of  private  practice  in 
peacetime.  What  will  be  their  attitude  after 
peace  is  won  and  they  and  others  in  military  and 
naval  service  return  to  civilian  life? 

The  debate  both  within  and  without  the  medi- 
cal profession  as  to  the  merits  of  the  existing 
system  of  medical  care  and  related  services,  and 
of  various  proposed  modifications  and  alterna- 
tives, had  been  under  way  for  some  years  prior 
to  our  entry  into  war.  Various  experiments  have 
been  made  and  some  have  been  eminently  suc- 
cessful. As  to  the  others,  either  the  results  have 
been  quite  unsatisfactory  or  more  time  is  needed 
before  a definite  conclusion  is  warranted.  Even 
before  the  impetus  of  the  war.  the  outlook  was 
that  some  new  procedures  for  providing  medical 
benefits  and  distributing  their  cost  would  be 
forthcoming.  As  already  noted,  these  trends  may 
also  be  present  in  Great  Britain  which  adopted 
the  social  insurance  approach  thirty  years  ago. 

( d ) Determination  of  Any  Federal  Standards. — 
At  least  some  of  the  advocates  of  health  insur- 
ance maintain  that  the  Federal  government 
should  assume  a more  active  role  in  making  avail- 
able a socially  adequate  minimum  of  medical  care 
— a matter  of  very  intimate  and  personal  concern 
to  every  citizen — and  in  distributing  its  costs  to 
lighten  the  financial  burdens  on  the  individual 
when  he  or  one  of  his  dependents  becomes  dis- 
abled. If  such  action  is  taken,  what  procedure 
should  be  used  to  determine  the  principles  to  be 
followed  in  deciding  to  what  extent,  if  any,  the 
social  insurance  approach  is  appropriate,  and  in 
formulating  the  Federal  standards  that  are  to  be 
generally  enforced?  All  of  us  will  agree  that  they 
should  not  be  dictates  handed  down  by  a sup- 
posedly wise  and  benevolent  government,  but 
rather  the  outcome  of  a more  democratic  proce- 
dure in  which  the  interests  most  vitally  con- 
cerned are  encouraged  to  make  their  appropriate 
contributions. 

Any  widely  acceptable  standards  can  hardly 
do  less  than  embody  a broad  consensus  of  opinion 
among  the  groups  most  vitally  concerned,  and 
much  greater  emphasis  should  be  placed  on  the 
fact  that  these  groups  include  insurance  com- 
panies (stock  and  mutual),  fraternal  organiza- 
tions, hospital  service,  and  similar  organizations 
for  medical  care.  These  institutions  have  a vast 
amount  of  very  helpful  experience  and  have  made 
very  striking  contributions  in  aiding  the  indi- 
vidual to  handle  the  economic  problems  which 
disability  presents. 

Without  careful  planning,  the  adoption  of 
Federal  minimum  standards  involves  the  risk  of 
the  nation  finding  itself  saddled  with  a govern- 
ment scheme  under  which  most  private  health 
plans  will  be  eliminated,  and  available  medical 
care,  and  accompanying  cash  benefits,  will  be 


reduced  to  a level  of  uniformity  providing  less 
adequate  benefits  than  would  otherwise  be  avail- 
able for  many  people.  Any  set  of  minimum 
standards  should  therefore  make  room  for  at 
least  the  best  and  most  widely  accepted  of  cur- 
rent practices.  They  should  harmonize  with, 
not  run  counter  to,  national  psychology  and  as- 
pirations. Existing  practices  or  schemes  that 
have  achieved  real  success  should  therefore  be 
closely  studied  to  see  how  they  may  contribute 
to,  and  agree  with,  the  appointed  standards. 
Decentralization  is  of  utmost  importance  to  en- 
courage the  quality  and  flexibility  which  we  will 
wish  our  procedures  to  have.  Thus  a system 
best  fitted  for  a rural  area  may  be  entirely  inap- 
propriate for  a large  city  with  its  concentration 
of  population  and  vice  versa.  Other  illustrations 
of  the  desirability  of  decentralization  and  flexi- 
bility will  readily  suggest  themselves. 

Accordingly,  the  various  means  that  are  ad- 
missible as  an  instrument  for  giving  effect  to  the 
body  of  guiding  principles  and  standards  with 
reasonable  economy  and  efficiency  should  be 
carefully  and  sympathetically  considered.  For 
the  Federal  government's  prime  interest  should 
be  the  end  to  be  served — an  acceptable  minimum 
of  protection  for  all.  It  should  be  interested  in 
means  only  to  the  extent  necessary  to  ensure  the 
swift  and  sure  attainment  of  this  end.  It  should 
itself  operate  such  means  only  to  the  extent  that 
the  job  cannot  be  done  at  least  as  well  by  other 
agencies,  whether  private  or  on  a lower  govern- 
mental level. 

Conclusions 

What;  then,  are  our  conclusions  as  to  the  pres- 
ent status  and  the  future  outlook  of  social  in- 
surance in  our  country? 

As  to  old-age  and  widows’  and  orphans’  bene- 
fits, our  Federal  plan  has  made  a good  start  along 
sound  lines.  Desirable  changes  include  those 
making  the  principles  already  present  more  ef- 
fective and  clarification  of  the  present  indefinite 
policy  for  financing  the  plan.  Private  insurance 
complements  the  Federal  plan,  and  each  better 
serves  our  citizens  because  of  the  existence  of  the 
other.  Continued  progress  on  the  course  already 
charted  should  be  the  aim  for  the  future. 

As  to  unemployment  insurance,  basic  changes 
in  principles  and  underlying  philosophy  are  es- 
sential. These  should  come  about  before  the 
postwar  depression,  which  many  foresee  as  in- 
evitable, but  unfortunately  the  present  outlook 
for  such  a development  is  quite  discouraging. 
One  must  turn  for  consolation  and  encourage- 
ment to  the  splendid  way  in  which  our  country- 
men have  accepted  thrift  and  “putting  one’s 
financial  house  in  order”  as  a personal  responsi- 
bility. The  present  great  accomplishments  in 
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that  field  will  aid  the  individual  participant  in 
meeting  the  stormy  days  ahead. 

As  to  health  insurance,  there  is  still  much  un- 
explored country  to  be  charted,  despite  all  the 
discussions  that  have  taken  place.  Following 
blindly  the  precedents  of  our  governmental  old- 
age,  survivorship  and  unemployment  insurance 
plans,  or  of  government  plans  adopted  abroad,  is 
not  the  route  we  should  take.  The  broad  con- 
cept that  a social  minimum  of  protection  against 
the  hazards  of  life  should  be  governmentally 
provided,  or  at  least  assured,  should  not  be 
carried  over  without  modification  from  our  pres- 


ent social  insurance  plans  to  the  field  of  benefits 
in  kind  (medical  care)  because  of  the  intimate 
and  personal  nature  of  the  services  that  may  be 
required  in  the  latter  field.  Here  the  role  of  the 
Federal  government  should  be  one  of  greater 
aloofness,  confined  to  assuring  that  adequate  care 
will  be  provided,  rather  than  directly  participat- 
ing in  the  actual  provision.  Such  direct  partici- 
pation would  be  appropriate  only  when  no  suit- 
able agency  appears  to  be  available,  and  where 
the  choice  would  seem  to  lie  between  a bare  mini- 
mum governmentally  provided,  and  outright 
charity  or  nothing  at  all. 


“DOCTOR  JONES”  SAYS— 

“A  dirty  business” — that’s  what  a state  health 
official  said  recently  about  organized  prostitu- 
tion. 

And  that  just  about  describes  it.  The  venereal 
diseases  and  so  on  (us  health  officers — of  course 
that’s  what  we’re  chiefly  interested  in) — what  makes 
it  a still  dirtier  business:  oftener’n  not  it’s  the  part 
that  shows  of  a criminal  underworld  system. 

If  the  women  kept  the  money  they  made — any- 
where from  ten  or  fifteen  to  forty  or  more  customers 
on  a busy  night,  so  they  claim — you  could  see  how, 
to  a mental  defective,  it  might  look  for  a while  at 
least  like  a profitable  job.  But  the  women,  they 
only  get  part  of  the  proceeds:  a small  part  of  it, 
sometimes,  so  I’ve  heard,  after  they’ve  taken  out 
for  board  and  clothes  and  drinks  and  what  not. 
The  bulk  of  it:  there’s  the  Madams,  of  course,  to 
be  paid  and  then  there’s  the  “big  shot”  that  runs 
the  whole  outfit  and  the  “man  higher  up”  (the  man 
lowest  down,  if  you  ask  me)  that’s  supposed  to  see 
to  it  that  the  laws  aren’t  enforced:  that  the  places 
are  protected  and  the  public  ain’t — and  so  on. 
And  then,  there’s  the — do  you  remember  that  book 
“The  Inside  of  the  Cup” — Winston  Churchill?  (the 
American — not  the  British  Churchill) . That  Minis- 
ter— you  remember  he  cracked  down  on  a member 


of  his  congregation:  the  fellow  that  owned  the 
property  where  some  of  these  houses  were?  No,  sir, 
I wouldn’t  say  it’s  the  kind  of  business  any  self- 
respecting  community  ought  to  tolerate. 

Some  of  these  cities — when  the  pressure  starts  for 
closing  up  these  places,  somebody  most  always  gets 
those  old  arguments  out  of  cold  storage:  “It’s  better 
to  have  ’em  where  the  doctors  can  examine  ’em” — 
“if  you  clean  out  the  district  you’ll  scatter  ’em” — 
“if  you  close  ’em  your  daughters  won’t  be  safe” — 
all  that  junk.  If  a doctor  examined  every  one  of 
’em  every  day  it  wouldn’t  prevent  ’em  spreading 
disease.  If  they’re  scattered  and  kept  moving  they 
can’t  do  much  business.  Commercialized  and 
segregated  prostitution  is  organized  crime.  From 
what  I read  experience  has  shown  not  only  that 
decent  women  and  girls  are  safer  where  it  don’t 
exist  but  that  when  these  houses  are  closed  up 
(by  an  honest  administration)  there’s  less  outside 
prostitution  and  not  more. 

Of  course  there’s  the  problem  of  treatment  and 
rehabilitation  and  all  that.  But  as  for  cleaning 
’em  out:  there’s  plenty  of  legal  machinery.  But 
they  ain’t  liable  to  need  it  if  the  right  fellow  says 
“Git!”  and  let’s  ’em  know  he  means  it. — Paul  B. 
Brooks , M.D. , Health  News , December  7,  191+2 


MARKLE  FOUNDATION  FURTHERS  TEACHING  OF  TROPICAL  MEDICINE 


The  Association  of  American  Medical  Colleges 
has  received  $25,000  from  the  John  and  Mary  R. 
Markle  Foundation  for  a program  to  improve  in- 
struction in  tropical  medicine  in  medical  schools  in 
the  United  States  and  Canada.  Every  medical 
school  has  been  offered  an  opportunity  for  two  mem- 
bers of  its  faculty  to  attend  a two-month  course. 

The  development  of  this  program  is  in  charge  of 
a committee  on  tropical  medicine  of  the  Association 


of  American  Medical  Colleges.  The  committee  con- 
sists of  Drs.  Henry  E.  Meleney,  Herman  M.  Biggs 
professor  of  preventive  medicine,  New  York  Uni- 
versity College  of  Medicine,  chairman;  Malcolm 
H.  Soule,  Sc.D.,  professor  of  bacteriology  and  head 
of  the  department,  University  of  Michigan;  and 
Dr.  Hiram  W.  Kostmayer,  acting  dean,  Louisiana 
School  of  Medicine  of  Tulane  University,  New 
Orleans. — J.  Med.  Soc.  Co.  N.Y. 


Case  Report 


COEXISTENT  TYPHOID  FEVER  AND  STAPHYLOCOCCEMIA 

Frank  R.  Mazzola,  M.D.,  F.A.C.P.,  Jamaica,  Long  Island,  and  Arthur  J.  Horton,  M.D., 

St.  Albans,  Long  Island,  New  York 


nPHE  history  of  this  case  is  presented  with  the 
•**  belief  that  staphylococcemia  coexisting  with 
typhoid  fever  is  very  uncommon,  a situation  made 
further  interesting  in  this  case  by  the  fact  that  the 
typhoid  fever,  which  was  mild,  ran  its  complete 
course. 

Case  Report 

The  patient,  a 17-year-old  white  boy,  was  ad- 
mitted to  Mary  Immaculate  Hospital,  Jamaica, 
Long  Island,  complaining  for  four  days  prior  to  ad- 
mission of  pain  in  the  right  lumbar  region  and  in  the 
right  lower  quadrant.  Three  days  before  his  ad- 
mission, the  pain  radiated  to  the  right  thigh  and 
scrotum.  Frequency  and  urgency,  with  dysuria, 
were  noted.  The  pain  in  the  right  lumbar  region 
began  as  a dull  ache  and  increased  in  intensity  until 
it  became  stabbing  in  character.  There  was  no 
vomiting  and  no  history  of  injury.  One  week 
before  his  hospitalization  the  patient  had  been 
camping  on  Long  Island.  His  previous  history  was 
one  of  frequent  tonsillitis.  Occasional  precordial 
pain  was  noticed,  with  palpitation  on  exertion.  No 
history  was  obtained  of  dyspnea  or  ankle  edema. 
In  1935  the  patient  had  received  three  injections  of 
typhoid  vaccine  at  the  Department  of  Health,  New 
York  City. 

On  admission  to  the  surgical  service,  the  patient 
appeared  very  acutely  ill  and  toxic,  with  consider- 
able pain,  causing  him  to  twist  and  turn  about  in 
bed.  The  temperature  was  103  F.  and  the  pulse 
90.  Flexion  of  the  neck  elicited  considerable 
nuchal  pain.  The  chest  was  negative.  A soft 
systolic  murmur  was  heard  over  the  apex.  The 
abdomen  revealed  tenderness  in  the  right  lower 
quadrant  but  no  rigidity.  No  masses  were  made 
out.  The  liver  and  spleen  were  not  palpated,  but 
over  the  right  costovertebral  angle  extreme  tender- 
ness was  present.  It  was  noted  that  a partially 
healed  encrusted  futuncle  was  present  below  the 
right  knee.  Urologic  consultation  was  sought  by 
the  surgical  service,  and  in  turn  medical  consulta- 
tion was  requested  to  rule  out  a meningitis.  A 
blood  culture  and  a flat  genitourinary  plate  were 
taken.  The  flat  plate  was  negative.  On  the  day 
following  admission,  the  patient’s  temperature  rose 
to  105  F.,  and  the  pulse  dropped  to  86.  A leuko- 
cyte count,  taken  on  admission,  showed  6,700  white 
cells  with  82  per  cent  polymorphonuclears  and 
18  per  cent  lymphocytes.  Two  days  later  the 
count  rose  to  20,600  with  95  per  cent  polymorpho- 
nuclears. The  sedimentation  rate  was  42  mm.  per 
hour. 

The  high  temperature  (now  106  F.)  was  out  of 
proportion  to  the  pulse  rate — 104.  The  pain  in  the 
right  lumbar  region  was  not  so  severe,  and  the 
patient  appeared  quite  toxic  and  drowsy.  No  skin 
lesions  on  the  abdomen  were  noted,  but  the  sub- 
siding furuncle  below  the  right  knee  was  still  visible. 
A systolic  murmur  was  heard  over  the  pulmonic 


region.  The  spleen  was  not  palpable.  Because  of 
the  nuchal  pain,  a lumbar  puncture  was  done  reveal- 
ing a pressure  of  4 mm.  of  Hg,  a clear  fluid,  a cell 
count  of  1,  and  a slight  reduction  to  Benedict’s 
solution.  A Widal  was  suggested  because  of  the 
temperature/pulse  ratio  and  the  low  white  blood 
count.  Stool  cultures  and  blood  cultures  were  also 
taken.  The  urine,  which  had  been  negative  on  ad- 
mission, now  showed  a 3 plus  reaction  for  albumin, 
with  4 to  5 white  blood  cells  per  high  power  field. 

The  blood  culture  taken  two  days  after  admission 
returned  positive  for  typhoid  bacilli,  which  were  also 
revealed  in  the  stool  and  urine.  The  Widal  was 
ositive  in  1-100  dilution,  and  two  days  later 
ecame  positive  in  all  dilutions.  The  patient  was 
isolated  and  placed  on  a high  caloric  diet.  Mean- 
while, the  pain  in  the  right  lumbar  region  had  be- 
come excruciating,  and  although  the  tenderness 
extended  to  the  right  loin,  right  flank,  and  right 
upper  quadrant,  no  bulging  was  noted.  X-ray 
examination  revealed  no  definite  outline  of  the 
kidney  shadows  on  the  right  side,  and  the  distended 
colon  covered  the  psoas  muscle  line.  Rose  spots 
were  noted  on  the  abdomen  on  the  sixth  day. 

For  the  next  three  days  the  condition  of  the  pa- 
tient remained  about  the  same.  He  was  very  toxic 
and  drowsy  except  when  disturbed.  A blood  culture 
taken  on  the  eighth  day  showed  no  typhoid  bacilli, 
but  numerous  colonies  of  Staphylococcus  aureus  and 
Staphylococcus  albus  hemolyticus  were  present. 
On  the  ninth  day  fullness  in  the  right  flank  was 
noted.  The  right  lumbar  space  was  punctured  and 
aspirated  by  the  G.U.  service,  but  no  pus  was  ob- 
tained. Rales  were  present  at  the  left  base  with 
distant  breath  sounds  at  the  right  base.  New  crops 
of  rose  spots  continued  to  appear  on  the  abdomen, 
persisting  for  two  or  three  days.  Several  new 
pustules  were  observed  on  the  left  arm.  Pain  began 
to  be  present  on  liver  percussion.  The  temperature 
varied  between  104  F.  and  105  F.;  with  a pulse  of 
from  110  to  120.  The  white  count  on  the  ninth 
day  had  risen  to  24,800  with  94  per  cent  poly- 
nuclears.  It  was  thought  that  there  was  a sup- 
purative process,  but  its  exact  site  was  not  deter- 
mined. 

The  neck  stiffness  still  persisted,  but  as  a previous 
spinal  fluid  examination  had  been  made  and  was 
found  negative,  no  further  lumbar  punctures  were 
done.  It  was  believed  at  this  time  that  the  neck 
stiffness  came  from  a spasm  of  the  long  spinal 
muscles  resulting  from  an  infection  in  the  right 
flank.  A diagnosis  of  renal  carbuncle,  as  well  as 
typhoid  kidney,  was  considered.  Typhoid  bacilli 
were  present  in  both  urine  and  stools  on  the  ninth 
day. 

On  the  eleventh  day  following  admission,  any 
movement  of  the  patient  caused  severe  pain.  The 
bulging  in  the  right  flank  was  still  noticeable,  and 
extreme  tenderness  continued  over  this  area.  The 
next  day,  a slight  swelling  in  the  region  of  the  thy- 
roid was  noted;  on  the  fourteenth  day  after  ad- 
mission this  had  become  definitely  larger,  tender, 
and  indurated.  The  white  count  rose  to  57,000, 


From  the  Third  Medical  Service,  Mary  Immaculate  Hos- 
pital, Jamaica,  Long  Island. 
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with  95  per  cent  polynuclears.  Acute  suppurative 
thyroiditis  was  considered  and  was  confirmed  by 
both  surgical  and  otolaryngologic  services.  Dysp- 
nea was  not  very  marked.  A transfusion  of  500  cc. 
of  cit rated  blood  was  given.  Treatment  with 
bacteriophage  prepared  from  the  organisms  secured 
from  the  blood  culture  was  begun. 

On  the  fourteenth  day,  the  patient  appeared  more 
toxic.  Petechiae  were  noted  in  the  right  conjunc- 
tiva. 

The  thyroid  swelling  was  slightly  larger  and 
showed  definite  fluctuation.  The  pulse  rate  rose  to 
120,  and  an  apical  systolic  murmur  was  heard.  An 
endocarditis  was  considered  at  this  time.  Posteri- 
orly, rales  were  heard  in  both  lungs,  particularly  at 
the  left  base.  A patch  of  bronchial  breathing  was 
heard  over  this  area  also.  The  tenderness  in  the 
right  lumbar  region  was  somewhat  diminished. 
A small  mass  was  palpated  in  the  right  lateral 
epigastric  region,  but  because  of  the  critical  condi- 
tion of  the  patient,  exploration  of  the  same  was  not 
carried  out. 

Urologic  consultation  at  this  time  stated  that  no 
evidence  of  perinephritic  infection  was  present. 
The  white  count  was  51,700  with  94  per  cent  poly- 
nuclears, and  the  red  count  was  3,750,000  with  74 
per  cent  hemoglobin.  Many  toxic  granules  were 
noted  in  the  smear. 

On  the  fifteenth  day  the  patient  became  ex- 
tremely toxic;  the  respiratory  rate  was  66,  and  the 
pulse  rate  was  168.  Coarse  moist  rales  were  heard 
throughout  the  chest.  His  condition  remained 
critical  throughout  the  day.  Early  the  next  morn- 
ing he  became  comatose,  was  in  pulmonary  edema, 
and  had  a temperature  of  107  F.,  expiring  at  11:30 

A.M. 

Postexamination 

An  extensive  uniform  bulging  of  the  neck  was 
noted  in  the  region  of  the  thyroid.  Both  lobes  of 
the  thyroid  were  enlarged,  and  most  of  the  thyroid 
tissue  had  been  replaced  by  a homogenous  yellow 
inspissated  material. 

Thin  fluid  was  present  in  the  left  pleural  cavity. 
Patches  of  thin  filmy  adhesions  were  found  over 
small  nodular  swellings  scattered  over  the  lung 
surfaces.  An  abscess  cavity  extending  from  the 
twelfth  thoracic  to  the  second  lumbar  vertebra  was 
discovered  when  the  medial  lumbocostal  arches  of 
the  diaphragm  were  freed,  destroying  partially  the 
body  of  the  first  lumbar  vertebra.  In  addition,  the 
first  portion  of  the  psoas  major  muscle  and  its 
fascia  were  destroyed.  Thick  yellow  pus  was  pres- 
ent in  the  cavity  and  also  in  the  right  azygos  vein. 

When  the  heart  was  examined,  a patent  foramen 
ovale  with  friable  brownish  vegetations  on  both 
sides  of  the  septal  opening  was  discovered.  On  the 
right  cusp  of  the  mitral  valve  a vegetation  of  the 
same  character,  3 mm.  in  diameter,  was  present. 

Nodular  areas,  yellowish  to  deep  red  in  color,  and 
from  1 to  3 mm.  in  diameter,  were  scattered  over  the 
surfaces  of  both  lungs.  Small  abscess  cavities 
filled  with  thick,  yellow  pus  were  found  deep  in  the 
lung  parenchyma. 

In  the  region  of  the  terminal  ileum  two  areas, 
each  12  mm.  in  length,  revealed  marked  mucosal 
hemorrhage  and  hyperemia.  The  Peyer’s  patches 
were  not  remarkable.  The  spleen  was  very  soft, 
being  a yellowish  white  color  over  its  superior  and 


medial  aspects.  Both  kidneys  were  enlarged  and 
soft;  yellowish  nodules  containing  thick  yellowish 
pus  were  present  in  both  cortex  and  medulla.  A 
small  prostatic  abscess  was  present,  as  well  as  an 
enlarged  and  purulent  right  epididymis.  A healed, 
crusted  lesion  measuring  1 cm.  in  diameter  was 
noted  just  below  the  right  knee. 

Postmortem  bacteriologic  examination  revealed 
Staphylococcus  aureus  and  albus  hemolyticus  in 
the  heart  blood;  B.  coli  were  also  present  in  the 
abdominal  pus.  The  free  pus  in  the  abscess  cavity 
was  positive  for  Staph,  aureus  hemolyticus. 

Microscopically,  most  of  the  thyroid  tissue  was 
necrotic;  infiltrated  with  plasma  cells  and  mono- 
nuclears. 

A triangular  area  of  lung  infarction  was  dis- 
covered in  the  right  lower  lobe  with  old  hemorrhagic 
elements,  edema,  and  dense  infiltration  with  pus 
cells  and  staphylococci  groups. 

Section  of  the  interauricular  septal  defect  revealed 
a fibrinous  exudate  on  the  endocardium  of  the  right 
auricle  densely  infiltrated  with  pus  cells.  These 
pus  cells  extended  through  the  endocardium  and 
into  the  muscularis  for  a short  distance.  The  myo- 
fibrils showed  granular  degeneration  and  a brownish 
pigment  at  the  nuclear  poles. 

Kidney  tissue  revealed  several  small  areas  of 
metastatic  abscess  in  both  cortex  and  medulla. 
Sections  of  prostate,  testes,  and  epididymis  were 
similar.  Azygos  vein  sections  near  the  region  of 
the  paravertebral  abscess  noted  fibrinous  necrotic 
material  replacing  the  intima. 

The  ileum  showed  areas  in  which  the  surface  was 
denuded,  with  considerable  remaining  glandular 
epithelium.  There  were  no  areas  of  Peyer’s  patches. 
Vascularity  of  the  mucosa  was  increased,  and  there 
was  free  hemorrhage  into  the  mucosa  and  on  the 
surface. 

Final  Pathologic  Diagnosis 

1.  Staphylococcemia  with  multiple  abscesses  in 
kidneys,  lungs,  paravertebral  region,  prostate, 
epididymis,  testes,  and  thyroid. 

2.  Endocarditis  (vegetative) . 

3.  Splenitis — acute. 

4.  Granular  degeneration  of  liver. 

5.  Typhoid  fever  (third  week). 

6.  Myocardial  degeneration. 

7.  Suppurative  phlebitis  azygos  vein. 

Conclusion 

Late  complications  of  typhoid  fever  are  of  com- 
mon occurrence  in  the  literature,  but  reports  of 
practical  coexistence  of  typhoid  fever  and  staphylo- 
coccemia are  almost  unavailable.  It  is  felt  in  the 
above  reported  case  that  the  lowering  of  the  pa- 
tient’s resistance  by  the  typhoid  infection  appar- 
ently precipitated  the  staphylococcemia. 

The  occurrence  of  typhoid  fever  following  typhoid 
prophylaxis  is  rare;  Cook,  in  the  Naval  Medical 
Bulletin , reports  a total  of  895,680  inoculations 
given,  with  only  75  cases  being  reported  from  1924 
to  1933.  In  the  U.S.  Army  following  compulsory 
inoculation  in  1912,  the  rate  of  cases  developing 
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typhoid  dropped  to  4.4  per  100,000.  In  1918,  how- 
ever, the  rate  had  risen  to  30  per  100,000. 

Typhoid  usually  runs  a milder  course  if  the  disease 
occurs  following  prophylaxis.  Webb-Johnson  re- 
ports 3.38  per  cent  mortality  in  vaccinated  cases, 
with  7.55  per  cent  complications,  as  against  19.19 
per  cent  mortality,  with  35.69  per  cent  complica- 
tions in  un vaccinated  cases.  Vaughan,  in  a report 


of  typhoid  in  the  A.E.F.,  reports  a mortality  of  11 
per  cent  in  vaccinated  cases. 

The  typhoid  fever  in  this  case  appeared  to  follow 
a true  clinical  course  and  seemed  to  be  mild.* 


* The  authors  wish  to  thank  Drs.  Erskine  and  Furey  of 
the  Pathology  Department  of  the  Mary  Immaculate  Hos- 
pital for  their  kind  cooperation. 


CHRONIC  EXHAUSTION  INCREASING  AMONG  TEST  PILOTS 


The  discovery  of  an  increased  incidence  of  chronic 
exhaustion  in  test  pilots  as  compared  with  that  in 
transport  pilots  led  Jan  H.  Tillisch,  M.D.,  and 
Maurice  N.  Walsh,  M.D.,  Rochester,  Minnesota,  to 
make  a study  of  the  condition  from  which  they  con- 
clude that  several  things  can  be  done  to  prevent  this 
chronic  exhaustion  state. 

They  point  out  that  when  one  considers  the  nature 
of  a test  pilot’s  work  the  increased  incidence  of 
chronic  exhaustion  is  not  surprising. 

“We  use  the  term  ‘chronic  exhaustion  state’  be- 
cause we  do  not  believe  the  functional  disturbances 
encountered  in  a pilot  are  any  different  from  the 
functional  disturbances  encountered  in  any  other 
high-tensioned  person  subjected  to  overwork  and 
prolonged  emotional  strain.  The  human  nervous 
system  behaves  as  if  it  were  a storehouse  of  potential 
energy.  When  its  store  becomes  depleted,  symp- 
toms of  exhaustion  make  their  appearance  and  if  the 
person  is  subjected  to  long-continued  mental  fatigue, 
recuperative  processes  do  not  have  the  opportunity 
fully  to  restore  the  nervous  energy  that  has  been 
utilized,  so  that  he  is  forced  to  rely  on  a special  re- 
serve store,  which  may  be  called  the  ‘nervous  energy 
reserve’  and  which  is  intended  to  be  used  only  for 

emergencies In  time  depletion  of  this  nervous 

energy  reserve  occurs,  and  the  manifold  symptoms 
of  chronic  exhaustion  appear.  The  most  common  of 
these  symptoms  are  the  following : chronic  fatigue,  a 
feeling  of  inward  tension  and  uneasiness,  anxiety, 
difficidty  in  concentration,  insomnia,  irritability, 
headache,  gastrointestinal  disturbances,  and  a gen- 
erally increased  awareness  of  and  a preoccupation 
with  bodily  processes ” 

The  two  physicians  examined  20  pilots  doing  test 
flying  and  12  of  them  were  found  to  be  suffering  from 
a chronic  exhaustion  state.  In  4 of  the  12  this  was 
of  sufficient  severity  to  interfere  seriously  with  their 
flying  an  airplane  or  to  stop  their  flying  entirely. 
All  of  the  12  pilots  suffered  from  exhaustion,  7 from 
anxiety,  5 from  mental  depression,  8 from  functional 
astrointestinal  disturbances,  4 from  loss  of  confi- 
ence  in  flying  ability,  3 from  insomnia,  5 from  ir- 
ritability, and  2 from  headaches.  The  4 pilots 
whose  symptoms  were  sufficiently  severe  to  interfere 
with  their  flying  were  older  than  the  remaining  8 and 
had  been  test  pilots  for  a longer  period.  With  a 
vacation  period  these  8 pilots  returned  to  normal. 

Commenting  on  their  study  the  two  physicians 
say  that  “At  first  thought  one  may  reason  that  a high 
incidence  of  chronic  exhaustion  is  to  be  expected  in 
all  professional  aviators.  Yet,  in  a group  of  103 
transport  pilots  similarly  studied  by  one  of  us  with 
an  associate  there  was  not  a single  incident  of  a 


chronic  exhaustion  state.  Therefore,  the  exhaustion 
cannot  be  attributed  to  flying  alone.  Nor  can  we 
attribute  it  to  high  altitude  flying  alone,  as  the  onset 
of  the  exhaustion  did  not  always  occur  when  a man 
was  doing  high  altitude  work.  But  it  did  occur 
with  long  hours  of  hard  work  without  vacations 
and  with  the  emotional  strain  of  flying  a new,  and 
at  times  hazardous,  airplane.  It  is  the  etiologic 
(causative)  factors  that  are  different;  the  end  result 
is  the  same.  It  must  be  kept  in  mind,  however,  that 
other  factors  also  can  play  a part  in  causing  exhaus- 
tion in  pilots.  Aviation,  and  especially  test  flying, 
attract  high-strung  persons  who  are  more  susceptible 
to  functional  disturbances  than  are  average  men. 
Social  or  financial  maladjustment  is  a prolific  cause 
of  chronic  fatigue.  A pilot,  as  he  gets  older,  worries 
about  his  physical  fitness  for  carrying  on  his  work, 
and  this  again  may  be  a source  of  functional  dis- 
turbances. 

“Several  things  can  be  done  to  prevent  this  chronic 
exhaustion  state.  Good  physical  condition  should 
be  assured  by  frequent  medical  examinations  and 
correction  of  defects.  At  least  eight  hours  of  sleep 
a night  should  be  obtained.  A pilot  should  keep 
himself  in  good  physical  condition  by  regular  exer- 
cise  All  phots  who  fly  high-powered  machines 

and  operate  at  high  altitudes,  as  do  test  pilots, 
should  have  frequent  rest  periods.  For  test  pilots  a 
rest  of  at  least  one  week  in  each  seven  is  recom- 
mended. In  our  experience  frequent  short  vacations 
have  been  of  much  greater  value  to  a pilot  than  in- 
frequent long  vacations.  The  importance  of  hob- 
bies in  securing  mental  relaxation  should  be  empha- 
sized, and  a phot  should  be  encouraged  to  cultivate 
some.  The  most  satisfactory  hobbies  are  those 
which  are  not  related  to  one’s  everyday  occupation 
and  which  involve  making  something  with  the  hands 
or  forming  collections.  The  indiscriminate  use  of 
sedative  agents  by  pilots  in  an  effort  to  dissipate 
nervous  tension  cannot  be  condemned  too  strongly. 
A sedative  should  be  taken  only  when  it  is  prescribed 
by  a physician.  The  continued  use  of  stimulants, 
such  as  alcohol  or  amphetamine  sulfate,  is  dangerous, 
as  either  one  may  lead  to  errors  of  judgment. 

“The  time  taken  to  train  a test  pilot  and  his  im- 
portant role  in  the  development  and  production  of 
modern  airplanes  make  it  paramount  that  this 
group  of  men  be  maintained  in  the  best  of  physical 
and  mental  condition.  Because  test  pilots  undergo 
the  physical  and  emotional  stresses  compressed  into 
a short  period  to  which  the  entire  pilot  profession  is 
subjected  over  a longer  period,  study  of  this  small 
group  may  yield  a greater  insight  into  the  problems 
of  the  entire  profession.” — A.M.A.  News 


Medical  News 


Painless  Childbirth  Claimed  for  New  Technic 


/^OMFORTABLE  and  painless  childbirth,  which 
^ is  safe  for  both  mother  and  child,  is  claimed 
for  the  new  “continuous  caudal  analgesia”  technic 
recently  developed  by  Dr.  Robert  A.  Hingson  and 
Dr.  Waldo  B.  Edwards,  officers  of  the  United  States 
Public  Health  Service,  who  are  stationed  at  the 
Marine  Hospital  at  Stapleton,  Staten  Island. 

However,  both  the  physicians  who  developed  it 
and  the  J.A.M.A.  cautioned  that  the  method  should 
be  used  only  in  hospitals  and  only  by  doctors 
specially  trained  in  this  particular  technic,  and  that 
there  are  certain  types  of  cases  in  which  it  should  not 
be  used. 

Physicians  who  have  used  it  described  it  “as  the 
best  method  yet  devised,”  “100  per  cent  effective,” 
“perfect  painless  childbirth,”  and  apparently  “the 
last  word  in  obstetric  analgesia.” 

The  new  method  has  been  in  use  less  than  a year. 
It  involves  injection  of  a solution  of  mety caine,  a 
cocaine  substitute,  into  the  cauda,  which  is  at  the 
lower  tip  of  the  spine.  A special  apparatus  devised 
by  the  physicians  is  used  and  the  injections  are  given 


every  thirty  or  forty  minutes  throughout  the  entire 
course  of  labor. 

The  pain-killing  drug  bathes  the  nerves  at  the 
end  of  the  spine,  but  does  not  enter  the  membranes 
covering  the  spinal  canal,  with  the  result  that  the 
anesthesia  does  not  cause  loss  of  consciousness  or 
hinder  muscular  movements  which  have  a part  in 
voluntary  delivery  of  the  baby. 

The  method  was  first  used  at  Staten  Island  on 
January  6,  1942,  and  since  then  has  been  tried  in 
nineteen  clinics  associated  with  medical  schools 
and  well-established  hospitals. 

“Altogether  some  589  women  have  been  delivered 
of  babies  by  this  method  without  maternal  mor- 
tality and  with  but  three  instances  in  which  infants 
died — these  without  reference  to  the  method  of  an- 
algesia that  was  employed,”  the  J.A.M.A.  said. 

The  journal,  commenting  that  relief  of  childbirth 
pain  has  been  one  of  the  medical  profession’s  long- 
sought  goals,  termed  the  method  “a  real  advance” 
and  published  comments  from  other  physicians  who 
have  tried  it. 


Planned  Parenthood  Federation  Gets  $50,000  Gift 


TO  HELP  us  win  the  war  by  curbing  illness  among 
women  war  workers,  Albert  D.  Lasker,  retired 
advertising  executive  and  former  chairman  of  the 
United  States  Shipping  Board,  has  given  $50,000 
to  the  Planned  Parenthood  Federation  of  America, 
Inc. 

The  gift  is  the  largest  single  contribution  ever 
made  to  the  21-year-old  organization  and  marks  the 
opening  of  a drive  by  the  federation  for  $289,693 
“to  carry  forward  a health  and  public  education 
program  which  contributes  directly  to  America’s 
war  effort.” 

When  he  turned  over  a check  for  $50,000  to 
Richard  N.  Pierson,  president  of  the  federation, 
Mr.  Lasker  discussed  his  reasons  for  the  gift. 

“A  race  that  is  vigorous,  healthy,  happy,  and 
self-reliant  is  the  real  hope  of  democracy  and  lasting 
peace,”  he  said.  “It  is  my  conviction  that  once 
planned  parenthood  is  made  a part  of  our  public 
health  and  welfare  services,  more  healthy  children 
will  be  born  to  maintain  the  kind  of  peace  for  which 
we  are  fighting. 

“Through  its  national  program,  the  Planned 
Parenthood  Federation  of  American  can  make  clear 
the  importance  to  the  immediate  and  future  well- 


being of  the  country  of  child-spacing. 

“I  have  always  been  a firm  believer  in  the  ability 
of  democratic  men  and  women  to  discern  for  them- 
selves the  truth — once  the  facts  have  been  made 
available.  At  present,  child-spacing  information  is 
still  too  largely  available  only  to  the  privileged  few, 
and  not  the  great  majority  which  numbers  among  it 
those  who  need  the  information  most. 

“Planned  parenthood  has  made  great  strides  in 
the  past.  Leaders  in  federal,  state,  and  county 
health  programs  now  recognize  its  importance  to  any 
health  program.  The  medical  profession  also  is 
beginning  to  recognize  its  importance  to  the  whole 
field  of  preventive  medicine.  The  objectives  are 
now  plainly  in  view — but  there  remains  much  con- 
centration of  time,  energy,  and  effort  before  they 
can  be  reached.” 

Mrs.  Lasker,  who  is  secretary  and  a member  of  the 
board  of  directors  of  the  federation,  emphasized  her 
husband’s  words  by  pointing  out  that  production  in 
some  of  the  largest  war  plants  had  been  seriously 
hindered  by  ill  health  among  women  workers.  In 
one  of  the  largest  plants,  she  said,  the  abortion 
rate  among  women,  on  the  basis  of  reported  cases 
only,  had  jumped  to  27  per  1,000  women  workers. 


County  News 

A list  of  the  officers  of  all  of  the  county  societies  appears  on  page  878. — Editor 


Albany  County 

A meeting  of  the  county  society  was  held  on 
January  27  in  the  Albany  College  of  Pharmacy  at 
8:30  p.m. 

The  scientific  session  featured  an  address  on 
“Suppurative  Diseases  of  the  Chest”  by  Adrian  A. 
Ehler,  M.D.,  of  Albany,  which  was  followed  by 
general  discussion. 


Allegany  County 

Dr.  L.  S.  Benedict,  of  Wellsville,  has  been  named 
a director  of  the  county  laboratory,  to  succeed  the 
late  Dr.  F.  E.  McCarty. 

Broome  County 

Members  of  the  county  society  on  January  12 
heard  Dr.  Florence  Warner,  who  returned  recently 
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from  England,  describe  more  than  a year  of  service 
in  the  Emergency  Medical  Service  of  the  British 
Ministry  of  Health.  The  society  discussed  plans 
for  establishing  an  emergency  fund  for  the  benefit  of 
families  of  doctors  killed  or  injured  in  service  and 
also  approved  appointment  of  committees  to  discuss 
gas  rationing  with  officials  of  the  Broome  County 
Price  and  Rationing  Board  and  to  study  the  nar- 
cotics and  drug  addict  problem. 

Dr.  Warner,  daughter  of  Mr.  and  Mrs.  Frank  E. 
Warner,  of  Binghamton,  told  of  conditions  in 
English  hospitals  which  became  so  acute  during 
enemy  bombings  that  in  some  institutions  it  wras 
necessary  to  place  three  and  four  patients  in  a bed. 

She  served  on  the  staffs  of  several  hospitals  during 
her  stay  in  England.  In  the  Royal  Southern 
Hospital  in  Liverpool,  she  said,  many  of  the  beds 
consisted  of  iron  cots  with  straw  mattresses,  heat- 
ing was  inadequate,  and  the  staff  worked  nightly 
with  very  little  light.  * 

Dutchess  County 

Dr.  Emil  L.  Stoller,  of  Poughkeepsie,  was  elected 
president  of  the  county  society  at  its  annual  meeting 
at  the  Hudson  River  State  Hospital  on  January  13. 
He  succeeds  Dr.  Edgar  F.  Powell,  of  Fishkill. 

Other  officers  elected  for  the  year  were:  Dr. 
Harry  A.  LaBurt,  superintendent  of  the  Harlem 
Valley  State  Hospital,  vice-president;  Dr.  Albert  A. 
Rosenberg,  of  Poughkeepsie,  secretary-treasurer; 
Dr.  Joseph  L.  Cummings,  associate  secretary; 
censors,  Drs.  Alva  L.  Peckham,  Howard  P.  Car- 
penter, Gilbert  S.  Tabor,  L.  Edward  Cotter,  and 
Julius  Haight;  delegate  for  two  years,  Dr.  Scott 
Lord  Smith,  wuth  Dr.  Samuel  E.  Appel  holding  over 
as  a delegate;  alternate  delegate  for  two  years,  Dr. 
Chester  O.  Davison,  with  Dr.  Aaron  Sobel  holding 
over;  counselor,  Dr.  Leonard  K.  Supple. 

Dr.  Rosenberg  succeeded  Dr.  John  F.  Rogers, 
now  a major  in  the  U.S.  Army  Medical  Corps,  as 
secretary-treasurer.  Dr.  Carpenter,  who  held  the 
post  over  a long  period  prior  to  Dr.  Rogers’  election, 
had  been  serving  temporarily  in  the  post. 

The  scientific  paper  was  given  by  Dr.  Joseph  S. 
Lawrence,  executive  officer  of  the  State  Medical 
Society,  who  spoke  on  the  “Family  Physician  of 
Tomorrow.” 

Dr.  Stoller  has  practiced  in  Poughkeepsie  since 
1926.  He  is  at  present  an  assistant  surgeon  on  the 
staffs  of  Vassar  Hospital  and  the  Hudson  River  State 
Hospital.* 

Greene  County 

A meeting  of  the  county  society  was  held  at 
Memorial  Hospital  on  January  12  at  9:00  p.m. 
Matters  of  interest  to  physicians  of  the  county 
were  discussed.* 

Jefferson  County 

The  regular  monthly  meeting  of  the  county 
society  was  held  on  January  8 at  the  Black  River 
Valley  Club*  following  dinner  at  6:30  p.m. 

Four-minute  addresses  w’ere  given  by  members 
of  the  society. 

The  four-minute  speakers  and  the  topics  of  their 
addresses  were:  Dr.  H.  N.  Cooper,  “Pressure 
Treatment  of  Burns”;  Dr.  D.  G.  Gregor,  “Advance 
in  the  Treatment  ofv  Carcinoma  of  the  Prostate”; 
Dr.  N.  L.  Hawkins,  “Active  Immunization  Against 
Tetanus”;  Dr.  W.  W.  Hall,  “Dicoumarin,  a New 
Drug”;  Dr.  Garner  Scullard,  “Use  of  Serum  in 

* Asterisk  indicates  that  item  is  from  local  newspaper. 


Influenza  Meningitis”;  and  Dr.  G.  S.  Nellis, 
“Industrial  Hygiene.”* 

Kings  County 

Physical  examinations  for  men  drafted  into  the 
armed  services,  heretofore,  in  many  cases,  given  in 
the  homes  and  offices  of  Brooklyn  physicians,  are 
now  being  taken  by  large  numbers  of  registrants  in 
hospitals  and  dispensaries  throughout  the  borough, 
according  to  Col.  Samuel  J.  Kopetzky,  chief  of 
the  medical  division  of  the  New  York  City  Selective 
Service  System. 

Colonel  Kopetzky  disclosed  that  the  transfer  in 
Brooklyn  is  part  of  a city-wdde  plan  to  move  all 
examinations  from  draft  board  headquarters  and 
the  homes  and  offices  of  private  doctors  to  hospitals, 
where  better  facilities,  volunteer  nurses,  free  light 
and  heat,  and  volunteer  clerical  help  are  available.  * 


The  second  annual  president’s  dinner  of  the 
Medical  Society  of  the  County  of  Kings  was  held 
in  the  Waldorf-Astoria  on  January  28.  Dr.  Charles 
F.  McCarty  was  chairman  of  the  dinner  committee. 

Dr.  William  C.  Meagher,  retiring  president,  was 
presented  with  a medal  and  scroll  by  Dr.  George 
W.  Cottis,  president  of  the  Medical  Society  of  the 
State  of  New  York.* 

Nassau  County 

Five  Nassau  doctors  will  serve  on  the  advisory 
medical  board  of  the  Adelphi  College  School  of 
Nursing. 

The  first  class  of  the  new  institution,  one  of  seven 
established  throughout  the  state  as  New  York’s 
contribution  to  the  war-emergency  nurse-training 
program,  opened  on  the  Garden  City  campus  on 
February  1. 

The  medical  board,  nominated  by  the  Nassau 
County  Medical  Society  and  appointed  by  the 
college  trustees,  are:  Dr.  Benjamin  W.  Seaman, 
chairman,  a director  of  Meadowbrook  General 
Hospital,  head  of  the  surgical  staffs  of  Nassau 
Hospital,  and  North  Country  Community  Hospital, 
and  a former  president  of  the  medical  society; 
Dr.  Everett  N.  Whitcomb,  of  Port  Washington, 
president  of  the  medical  society;  Dr.  Louis  H. 
Bauer,  of  Hempstead,  speaker  of  the  House  of 
Delegates  of  the  State  Medical  Society;  Dr.  Arthur 
C.  Martin,  of  Hempstead,  twice  president  of  the 
medical  society;  and  Dr.  Louis  A.  Van  Kleeck,  of 
Manhasset,  former  president  of  the  society.* 


Tribute  was  paid  to  the  founders  of  the  Man- 
hasset Health  Center  by  Dr.  L.  A.  Van  Kleeck,  one 
of  the  speakers  at  a luncheon  on  January  18  at 
Plandome  Gardens,  which  marked  the  twenty- 
fifth  anniversary  of  the  organization.  Among  the 
guests  were  Mrs.  Charles  M.  Niesley,  widow  of  the 
founder  of  the  Health  Center,  and  several  past 
presidents.  Mrs.  A.  O.  Eldridge  presided.  * 


During  1942  Nassau  County  recorded  6,874  cases 
of  infectious  diseases,  8,658  cases  fewer  than  were 
reported  for  the  year  1941.* 

New  York  County 

The  interesting  report  which  appears  below  came 
to  us  following  the  testimonial  dinner  given  to  Dr. 
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A.  Bern  Hirsh,  who  has  just  retired  as  managing 
editor  of  the  County  Journal: 

Recognition  of  many  years’  service  for  the  profession  and 
the  public  marked  the  testimonial  dinner  given  Dr.  A.  Bern 
Hirsh  on  Thursday  evening,  January  28,  at  Hotel  Savoy- 
Plaza,  by  New  York  City  medical  and  other  leaders.  Dr. 
Chas.  Gordon  Heyd  was  toastmaster  and  various  speakers 
dwelt  on  the  many-sided  activities  so  long  rendered  the  com- 
munity by  the  evening’s  guest.  Among  these  was  Col. 
Samuel  J.  Kopetzky,  medical  chief  of  the  Assignment  and 
Selective  Service  of  the  metropolitan  area,  who  told  of  his 
twenty  years’  association  with  Dr.  Hirsh  as  coeditor  of 
The  New  York  Medical  Week,  of  which  official  organ  they 
were  the  founders,  the  title  of  which  had  been  changed  a year 
ago  to  Journal  of  the  Medical  Society  of  the  County  of  New 
York. 

When  called  on  for  some  concluding  remarks,  he  described 
how  the  important  county  society  “Branch”  system  and  its 
official  periodical,  now  spread  over  the  country  from  coast 
to  coast,  had  their  origin  in  Philadelphia  early  in  this  century, 
where  he  was  at  that  time  practicing  his  profession.  Joining 
with  those  who  were  interested  in  the  annually  recurring 
effort  to  win  better  state  medical  laws,  he  was  brought  into 
touch  with  fellow  practitioners  in  the  more  distant  parts  of 
the  city.  He  was  impressed  by  the  occasional  remark — ex- 
plaining the  seeming  indifference  of  some  of  these  men 
to  join — that  they  had  so  little  to  show  for  membership  in 
the  county  society  as  then  conducted;  that  no  opportunity 
existed  to  greet  fellow  members  regularly  socially  or  to  listen 
with  them  to  a scientific  meeting  program. 

This  was  largely  because,  in  the  residential  part  of  a large 
city,  the  average  family  physician  must  hold  late  evening 
office  hours,  his  clientele  being  at  business  during  the  day- 
time. Again,  as  the  hall  of  the  county  society  was  located  in 
midtown,  distance  alone  prevented  attendance  by  doctors 
living  in  outlying  areas.  It  was  not  surprising,  then,  that 
their  enforced  isolation  and  unintentional  neglect  by  the 
society  should  have  caused  indifference,  if  not,  at  times,  actual 
resentment. 

The  complaint  was  amply  warranted  and  the  situation  was 
one  of  bringing  the  mountain  to  Mahomet — of  organizing 
local  meeting  centers  as  affiliates  of  the  county  medical  so- 
ciety. This  seemed  to  be  the  logical  answer.  It  was  in  meet- 
ing this  demand  that  the  “Branch”  system  had  its  birth,  and 
its  popularity  was  assured  as  the  plan  was  taken  up  later  by 
other  population  centers.  The  aim  was  to  afford  regular  meet- 
ings, at  least  monthly,  for  physicians  in  the  branch  district, 
at  which  formal  scientific  programs  could  be  presented. 

An  ardent  coworker  at  the  time  was  the  late  Dr.  Albert 
M.  Eaton,  afterward  a president  of  the  county  medical 
society.  Praise  is  due  his  memory  for  the  many  hours  he 
contributed  and  long  journeys  he  helped  Dr.  Hirsh  to  make 
evenings,  after  busy  days  with  patients,  in  founding  these 
branches.  Five  years’  spare  hours  were  devoted  to  this 
campaign.  Two  of  the  branches  were  in  active  operation 
within  the  first  year  of  the  new  century  and  ultimately  seven 
such  centers  were  found  necessary  to  serve  the  city’s  pro- 
fession. 

Some  means  for  more  regular  communication  with  the 
society’s  members — affording  better  publicity  for  the  move- 
ment— seemed  wanting  at  the  outset.  It  was  then  that  it  oc- 
curred to  the  speaker  that  more  rapid  progress  would  be 
possible  in  multiplying  these  branches  if  the  Philadelphia 
County  Medical  Society,  jointly  with  other  local  medical 
organizations,  were  to  issue  a printed  bulletin  each  Saturday 
containing  their  prospective  meeting  programs  along  with 
brief  news  notes  on  local  medical  occurrences.  It  was  this 
proposal  that  initiated  the  county  medical  society  periodical, 
now  found  in  so  many  centers  from  coast  to  coast.  Active 
agitation  for  its  adoption  was  carried  on  in  medical  societies 
at  the  outset,  although  the  suggestion  did  not  at  first  find 
favor.  Mention  of  the  plan  did,  however,  appear  in  medical 


journals  about  1901,  both  about  the  founding  of  the  branch 
system  and  that  of  the  proposed  weekly  organ. 

Chicago,  in  1902,  and  Philadelphia,  in  1905,  were  the  first 
to  issue  such  a publication. 

Dr.  Hirsh  cited  a few  facts  that  supplemented  the  account 
that  had  been  given  by  Colonel  Kopetzky  of  the  origin  of 
The  New  York  Medical  Week.  An  old  Philadelphia  ac- 
quaintance, the  late  Dr.  Richard  Pearce,  of  the  medical 
faculty  of  the  University  of  Pennsylvania  and  later  a trustee 
of  the  Rockefeller  Foundation,  had  learned  in  1917  of  Dr. 
Hirsh’s  intended  resignation  as  editor  of  the  Philadelphia 
Roster,  prior  to  his  moving  to  New  York.  He  suggested  the 
starting  of  a similar  weekly  in  the  metropolis  and  advised 
consulting  Drs.  L.  Emmet  Holt  and  J.  Bently  Squire  con- 
cerning this.  These  leaders,  when  interviewed,  told  him  that 
they  favored  the  idea  but,  with  the  country  involved  in 
World  War  I,  they  thought  it  would  be  best  to  defer  its  ini- 
tiation until  the  return  of  peace. 

Ending  his  army  service  in  1920,  Dr.  Hirsh  sometime 
later  called  on  Colonel  Kopetzky  and  offered  suggestions  for 
the  proposed  publication,  details  being  finally  worked  out. 
Under  typical  energetic  leadership  by  the  latter,  medical 
New  York  at  length  had  its  weekly  paper,  its  circulation  in 
time  reaching  7,200,  with  a country-wide  distribution  and  its 
contents  frequently  quoted.  It  was  a smoothly  running 
editorial  group  who  functioned  in  perfect  harmony,  week 
in  and  week  out,  for  twenty  years — Kopetzky  guiding  the 
paper’s  policy  and  outlining  his  constructive  editorials;  Miss 
Kaplan  checking  source  material  to  assure  accuracy  of  con- 
tents and,  in  her  terse  English,  writing  the  editorial  page  as 
indicated;  the  speaker,  as  news  and  managing  editor,  among 
other  duties,  gradually  influencing  some  fifty  medical  organi- 
zations to  insert  their  news  and  meeting  programs  in  this 
union  medium. 

Dr.  Hirsh,  in  conclusion,  briefly  referred  to  the  many 
favorable  results  that  followed  founding  of  such  papers,  their 
very  multiplication  being  the  best  proof  of  their  usefulness 
to  the  profession  and  the  public  in  general. 


The  Board  of  Health  has  added  kerato-con- 
junctivitis  and  virus  pneumonia,  more  properly- 
termed  “primary  atypical  pneumonia,”  to  the  list 
of  communicable  diseases  required  to  be  reported 
to  the  Department  of  Health. 

In  New  York  City,  reports  coming  to  the  Health 
Department  from  practicing  physicians  indicate 
that  primary  atypical  pneumonia  is  being  en- 
countered rather  extensively  in  this  area.  Report- 
ing of  the  disease  should  give  the  Department  a 
closer  check  on  the  extent  of  the  pneumonia  problem 
in  this  city. 

“The  Board’s  action,”  said  Dr.  Ernest  L.  Stebbins, 
commissioner  of  health,  “should  not  be  taken  as 
indicating  that  pneumonia  is  on  the  increase.  As  a 
matter  of  fact,  our  recent  annual  summary  report 
reviewing  health  conditions  in  this  city  in  the  year 
just  closed  showed  that  extremely  gratifying  prog- 
ress continued  during  1942  in  the  fight  against 
pneumonia.  Only  ten  years  ago,  7,827  deaths  due 
to  pneumonia  were  registered  in  the  City,  a rate 
of  1 1 1 per  100,000  of  population.  During  1942,  there 
were  only  2,959  deaths  from  pneumonia,  a rate  of 
39.1  per  100,000.  This  excellent  showing  must  be 
credited  to  the  widespread  use  of  specific  thera- 
peutic serums  and  the  introduction  of  the  sulfona- 
mide drugs  in  the  treatment  of  this  disease. 

“Virus  pneumonia,  which  now  becomes  reportable 
along  with  the  more  familiar  and  serious  communi- 
cable diseases  such  as  diphtheria,  smallpox,  syphilis, 
tuberculosis,  and  typhoid  fever,  is  a clinically  mild 
form  with  a very  low  death  rate.  However,  the 
Board  of  Health  felt  that  in  view  of  the  general  prog- 
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ress  that  is  being  made  in  the  fight  against  pneu- 
monia, the  reporting  of  this  disease  to  the  Depart- 
ment is  now  feasible  and  necessary.” 


The  following  physicians  were  elected  officers  of 
the  New  York  Physical  Therapy  Society  for  the 
ensuing  year  at  the  meeting  held  on  January  6: 
president,  Harold  Neifeld;  vice-president,  Charles 
G.  Buckmaster;  treasurer,  Richard  Kovacs;  secre- 
tary, Madge  C.  L.  McGuinness;  executive  com- 
mittee, Stella  S.  Bradford,  Karl  Harpuder,  Michael 
J.  O’Conner,  Jerome  Weiss,  and  Lewis  J.  G.  Silvers, 
chairman. 


The  New  York  Chapter  of  the  American  Red 
Cross  needs  7,500  pints  of  blood  weekly,  an  increase 
of  2,500  pints  over  its  previous  quota,  to  meet  the 
total  national  requirement  of  4,000,000  pints  in 
1943,  Col.  Earle  Boothe,  director  of  the  blood- 
donor  service  of  the  chapter,  announced  recently. 

Colonel  Boothe  said  that  this  would  involve  the 
reception  of  100  persons  an  hour  through  a nine- 
hour  day  in  the  center,  with  the  rest  of  the  chapter’s 
quota  being  supplied  by  mobile  units  which  collect 
blood  in  the  suburban  area.* 


Control  of  disease  on  a world-wide  scale  is  a 
necessary  part  of  the  postwar  program,  Dr.  J.  Stan- 
ley Kenney  said  on  January  25  in  his  inaugural 
address  as  president  of  the  Medical  Society  of  the 
County  of  New  York  at  the  New  York  Academy  of 
Medicine. 

Dr.  Kenney  stated  that  many  areas  of  the  world 
have  been  lacking  in  disease  prevention  and  public 
health  methods — areas  which  today  are  being 
entered  by  members  of  the  United  States  armed 
forces. 

“Because  of  the  rapid  modes  of  transportation 
and  the  constant  interchange  of  peoples,”  he  said, 
“we  are  no  longer  isolated,  and  those  pestilential 
diseases  that  are  endemic  in  those  far-away  places 
might  become  a real  concern  here  at  home.” 

During  his  tenure  of  office  he  said  the  society 
would  keep  itself  informed  and  weigh  carefully 
various  proposals  for  postwar  settlement. 

But  Dr.  Kenney  also  pointed  out  the  need  for  a 
health  rehabilitation  program  in  the  United  States. 
“Statistics  published  during  the  last  year  and  a 
half  as  a result  of  selective  service,”  he  said,  “have 
aroused  the  nation  out  of  its  complacency.  More 
medical  care  is  needed  to  improve  and  correct  many 
of  the  defects  and  diseases  which  examination  re- 
ports have  brought  to  light. 

“The  labor  shortage  and  demands  for  workers  in 
essential  war  industries  reveal  the  tremendous 
need  for  a rehabilitation  program  in  this  field.  In 
the  near  future  a national  program  will  have  to  be 
promulgated.” 

The  society  will  promote  the  acceptance  by  the 
public  of  medical  expense  insurance,  Dr.  Kenney 
said,  using  its  influence  and  authority  to  put  it  into 
successful  operation  in  New  York  County.  “Ade- 
quate medical  care  must  be  furnished  the  public  at  a 
cost  they  can  afford,  and  this  cost  must  be  spread 
over  large  groups  to  reduce  the  expense  to  the  in- 
dividual patient,”  he  said. 

Dr.  Maximilian  A.  Ramirez  is  the  retiring  presi- 
dent of  the  county  society.  * 


The  marriage  of  Dr.  Barbara  Ann  Parker,  daugh- 
ter of  Mrs.  Florence  Van  Wagenen  Parker,  of  Ox- 
ford, New  York,  and  the  late  Charles  Joel  Parker, 
to  Dr.  Herbert  Chasis,  son  of  Mrs.  Anna  Kutner 
Chasis,  of  New  York  City,  and  the  late  Dr.  Joel  M. 
Chasis,  took  place  on  January  19  in  the  Ambassador 
Hotel. 

Mrs.  Chasis  was  graduated  from  Vassar  College 
and  New  York  University  College  of  Medicine  and 
is  now  interning  at  Bellevue  Hospital.  Her  husband 
was  graduated  from  Syracuse  University  and  New 
York  University  College  of  Medicine,  where  he  is 
assistant  professor  of  medicine.  * 

Oneida  County 

Foster  Kennedy,  M.D.,  delivered  the  first  lecture 
in  a postgraduate  course  on  war  medicine  and  sur- 
gery for  the  Oneida  County  Medical  Society  in 
Utica,  under  the  auspices  of  the  State  Medical 
Society  and  the  State  Department  of  Health.  He 
spoke  on  January  26,  on  “Nervous  Conditions 
Associated  with  Warfare.” 

“General  Principles  of  Treatment  of  War  In- 
juries,” by  Dr.  Philip  Duncan  Wilson,  clinical 
professor  of  orthopaedic  surgery,  College  of  Physi- 
cians and  Surgeons,  was  the  second  lecture  in  the 
series. 

The  third  lecture,  on  February  9,  was  entitled 
“The  Care  of  Soft  Tissue  Injuries.”  Dr.  Forrest 
Young,  assistant  professor  of  surgery,  University 
of  Rochester  School  of  Medicine  and  Dentistry,  was 
the  speaker. 

On  February  16,  “Epidemiology  and  Control  of 
Syphilis”  will  be  discussed  by  Dr.  James  H.  Lade, 
assistant  director,  division  of  syphilis  control,  State 
Department  of  Health.  Dr.  Lade’s  talk  will  be 
supplemented  by  a technicolor  sound  film,  pro- 
vided by  the  state  health  department. 


The  Utica  Academy  of  Medicine  closed  the  year 
1942  with  a regular  monthly  meeting  at  Hotel 
Utica  on  December  17.  Lt.  Col.  Irwin  Alper  of  the 
Rome  Air  Depot  was  the  guest  speaker.  He  is  a 
flight  surgeon,  and  the  subject  of  his  talk  was 
“Physical  Examination  for  Fliers.” 

Onondaga  County 

“Nutrition  and  Cancer”  was  the  subject  of  a 
lecture  by  Dr.  Cornelius  Rhoads,  director  of  Memo- 
rial Hospital  for  treatment  of  cancer  and  allied 
diseases  in  New  York  City,  on  January  7 in  the 
auditorium  of  the  College  of  Medicine,  Syracuse 
University.  The  audience  was  composed  of  Syra- 
cuse doctors  and  students  in  the  College  of  Medicine 
and  College  of  Home  Economics.  * 

Oswego  County 

Dr.  William  Fivaz,  of  Fulton,  was  elected  presi- 
dent of  the  county  society  at  the  annual  meeting 
held  in  the  Fortnightly  Club  in  January.  He  suc- 
ceeds Dr.  John  F.  Burden,  of  Oswego. 

Other  officers  are:  Dr.  Harold  J.  LaTulip, 
Oswego,  vice-president;  Dr.  Harold  F.  McGovern, 
of  Fulton,  secretary-treasurer;  Dr.  Harrison  M. 
Wallace,  censor  for  three  years;  Dr.  Olin  Mowry,  of 
Minetto,  member  of  the  legislative  committee; 
and  Dr.  K.  Wood  Jarvis,  member  of  the  public  rela- 
tions committee.  * 

Queens  County 

A stated  meeting  of  the  county  society  was  held 
on  January  26.  Dr.  Virgil  H.  Moon,  professor  of 
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pathology  at  Jefferson  Medical  College,  spoke  on 
“The  Prevention  and  Practical  Management  of 
Shock.” 

A discussion  of  gasoline  rationing  for  Queens 
County  was  given  by  Mr.  James  Lundy,  OPA  chair- 
man for  Queens. 


The  Friday  afternoon  talk  on  February  19  will 
be  “Treatment  of  Varicose  Veins,”  by  Dr.  Gerald 
H.  Pratt,  associate  surgeon  and  chief  of  vascular 
surgery,  New  York  Post-Graduate  Hospital  Out- 
patient Department. 

Richmond  County 

Dr.  H.  Lynn  Halbert,  of  Grymes  Hill,  conducted 
his  first  meeting  as  president  of  the  Richmond 
County  Medical  Society  on  February  10  in  the 
Richmond  Health  Center,  St.  George. 

The  other  physicians  who  will  serve  on  Dr. 
Halbert’s  staff  of  directors  are  Dr.  D.  V.  Catalano, 
vice-president;  Dr.  Herman  Friedel,  secretary; 
Dr.  C.  J.  Becker,  treasurer,  Dr.  Milton  S.  Lloyd 
and  Dr.  S.  C.  Pettit,  delegates  to  the  convention  of 
the  New  York  State  Medical  Society;  Dr.  O.  M. 
Race  and  Dr.  E.  C.  McCulloch,  alternates,  Dr. 
Andrew  J.  McGowan,  Dr.  Nathanael  Fedde,  and 
Dr.  Friedel,  censors;  Dr.  F.  T.  Donovan,  delegate 
to  the  First  District  Branch;  Dr.  C.  J.  DiCrocco, 
alternate;  Dr.  Donald  E.  Law,  member-at-large.* 

Saratoga  County 

A meeting  of  the  county  society  was  held  on 
January  29  at  the  Saratoga  Hospital. 

This  was  the  first  meeting  to  be  presided  over  by 
the  1943  president,  Dr.  Mark  D.  Duby,  of  Schuyler- 
ville.* 

Westchester  County 

The  county  society  opened  its  1943  program  of 
postgraduate  education  with  an  address  by  Dr. 


Cornelius  P.  Rhoads,  director  of  the  Memorial 
Hospital  in  New  York  City,  on  “Nutrition  and 
Cancer,”  at  a regular  meeting  of  the  society  held 
at  the  New  York  Hospital,  Westchester  Division, 
in  White  Plains  on  January  19. 

Dr.  George  C.  Adie,  of  New  Rochelle,  presided 
at  the  meeting,  and  Dr.  Rhoads  was  introduced  by 
Dr.  Gilbert  Dalldorf  of  Grasslands  Hospital,  chair- 
man of  the  society’s  scientific  committee. 

In  the  business  session  preceding  Dr.  Rhoads’ 
talk,  the  society  adopted  a resolution  reducing  the 
number  of  its  regular  meetings  for  1943  to  five,  and, 
thereafter,  for  the  duration  of  the  war,  to  four 
meetings  annually. 

In  order  to  insure  prompt  and  adequate  response 
to  emergency  calls  for  medical  service,  the  society 
adopted  a report  of  its  executive  committee  that 
local  hospital  staffs  be  urged  to  study  the  need  for 
special  services  in  their  own  communities  and  to 
take  whatever  steps  may  be  indicated  locally  to 
assure  prompt  coverage  of  emergency  medical  calls.* 


Wyoming  County 

Dr.  Mary  T.  Greene  entertained  the  members  of 
the  Wyoming  County  Medical  Society  and  the 
Wyoming  County  Community  Hospital  staff  at 
the  Castile  Sanitarium  on  January  13.  An  invita- 
tion was  also  extended  to  each  member’s  wife.  Fol- 
lowing a delicious  luncheon,  a joint  meeting  of  the 
two  societies  was  held.  Moving  pictures  of  the 
treatment  of  varicose  veins  were  shown  during  the 
meeting. 

The  custom  of  holding  an  annual  meeting  at  the 
Castile  Sanitarium  has  been  carried  on  for  about 
fifty-six  years,  having  been  originated  by  Dr. 
Cordelia  Greene,  an  aunt  of  Dr.  Mary  Greene. 
Dr.  Mary  Greene  has  graciously  carried  on  this 
custom  throughout  her  years  as  head  of  the  sani- 
tarium.* 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Theophilus  P.  Allen 

46 

P.&S.,  N.Y. 

January  27 

Manhattan 

Nahum  Binderman 

60 

Fordham 

January  22 

Brooklyn 

Siegfried  Blach 

42 

Heidelberg 

December  11 

Brooklyn 

William  Branower 

62 

P.&S.,  N.Y. 

January  17 

Manhattan 

Sigmund  F.  Braunfield 

51 

L.I.C.  Hosp. 

November  22 

Manhattan 

Howard  S.  Bulkeley 

56 

Univ.  & Bell. 

January  17 

Rhinebeck 

Samuel  S.  Dorrance 

31 

Albany 

January  15 

Albany 

Charles  E.  Doubleday 

78 

Syracuse 

January  14 

Penn  Yan 

Louis  J.  Ferrara 

55 

Univ.  & Bell. 

January  19 

Bronx 

Moosha  B.  Freid 

78 

N.Y.  Univ. 

January  21 

Bronx 

Lindon  L.  Gillett 

77 

Wooster,  Ohio 

November  8 

Suffern 

Sigmund  Gross 

43 

Boston 

December  13 

Brooklyn 

Joseph  A.  Hyams 

58 

P.&S.,  N.Y. 

January  26 

Manhattan 

Isidor  H.  Kugel 

50 

L.I.C.  Hosp. 

December  23 

Brooklyn 

Florence  M.  Laighton 

72 

W.M.C.,  N.Y.  Inf. 

January  15 

Manhattan 

Charles  A.  Luce 

76 

Bellevue 

January  21 

Amityville 

Paul  0.  Luedeke 

74 

Buffalo 

January  25 

Rochester 

Charles  J.  Reynolds 

77 

Niagara 

January  11 

Buffalo 

Benjamin  R.  Roman 

37 

Univ.  & Bell. 

January  16 

Manhattan 

Edwin  D.  Smith 

74 

P.&S.,  N.Y. 

January  16 

Woodmere 

William  J.  Sullivan 

61 

Buffalo 

January  14 

Dunkirk 

Bernard  Weiss 

30 

N.Y.  Univ. 

December  30 

Poughkeepsie 

Thomas  A.  Young 

67 

Trinity,  Toronto 

January  22 

Morristown 
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Homer  Folks  Speaks  at  100th 

PREVENTION  is  the  “white  hope”  of  reducing 
the  volume  and  cost  of  mental  disorders,  Homer 
Folks,  secretary  of  the  State  Charities  Aid  Asso- 
ciation and  chairman  of  the  Temporary  Commission 
on  State  Hospital  Problems,  declared  in  an  address 
at  the  observance  of  the  100th  anniversary  of  the 
opening  of  the  Utica  State  Hospital  on  January  16. 

He  said  that  the  State,  with  a $40,000,000  annual 
budget  for  mental  hygiene  institutions,  is  making 
“one  of  its  worst  financial  errors”  in  not  pushing  a 
preventive  program.  He  declared  that  many 
millions  a year  in  construction  and  maintenance 
costs  could  be  saved  thereby. 

Speaking  on  “The  Tyranny  of  the  Past  and  the 
Hope  of  the  Future,”  Mr.  Folks  advocated  a double 
offensive  to  diminish  insanity  and  the  cost  of  caring 
for  its  victims.  He  urged  centering  one  attack  on 
more  thoroughgoing  and  effective  treatment  of  the 
mentally  sick  in  the  hospitals,  with  the  extension  of 
shock  therapy  and  parole  and  family  care,  and  the 
other  on  prevention  by  means  of  earlier  discovery 
and  treatment  through  clinics  or  health  centers. 

He  believes  that  the  time  has  come  for  the  State 
“to  begin  to  make  good,  and  in  a big  way,”  in 

Hospital  Standards 

DESPITE  depleted  staffs,  curtailed  supplies,  in- 
creased expenses,  and  heavy  demands  for  serv- 
ice, hospitals  of  the  United  States  and  Canada  are 
as  a whole  maintaining  high  standards,  Dr.  Irvin 
Abell,  of  Louisville,  chairman  of  the  board  of  re- 
gents of  the  American  College  of  Surgeons,  said  in 
announcing  that  the  twenty-fifth  annual  list  of  hos- 
pitals approved  by  the  organization  includes  2,989 
institutions,  an  increase  of  116  over  1941. 

“The  1942  survey  disclosed  that  a few  hospitals 
previously  approved  are  not  meeting  the  minimum 
standard  today,”  Dr.  Abell  said.  “Consequently, 
approval  was  withheld  or  a provisional  rating 
given. 

“These  wartime  casualties  are  more  than  balanced 
by  the  earning  of  approval  by  some  hospitals  which 
have  improved  since  the  last  survey.  Nevertheless, 
great  shifts  of  population  due  to  new  and  relocated 

Conservation 

TN  AN  article  entitled  “Conservation  Depends  on 
-*•  Cooperation,”  in  The  Modern  Hospital  for 
January,  Elizabeth  Bahrenburg,  R.N.,  assistant 
director  of  nursing  at  the  University  Hospitals, 
Cleveland,  tells  what  has  been  accomplished  by  a 
campaign  to  conserve  hospital  materials.  We 
quote: 

Women’s  and  children’s  clubs  throughout  the  city  are 
supplying  us  with  bags  made  of  newspapers,  replacing  the 
kraft  paper  bags  for  bedside  use. 

A bottle  and  ointment  jar  salvage  campaign  is  continuing 
to  be  of  great  help  to  us.  All  containers  are  delabeled  and 
scrubbed  before  being  brought  to  the  pharmacy.  They 
serve  numerous  purposes,  as  follows: 

1.  Ointment  jars  for  pharmacy  use. 

2.  Gallon  jugs  for  constant  drainage  and  suction  bottles. 

3.  Mineral  oil  bottles  for  urine  specimens. 

4.  Prescription  and  dropper  bottles  for  pharmacy  use. 

5.  Litmus  paper  bottles  for  tablets. 


Anniversary  of  Utica  Hospital 

attaining  a prevention  objective  set  thirty  years 
ago  but  not  yet  realized  because  it  “thought  itself 
unable  to  afford  to  carry  on  an  effective  system  of 
diagnosis  and  treatment  through  clinics.” 

Mr.  Folks  recommended  that  the  State  hos- 
pitals be  made  more  fully  hospitals  in  fact  as  well  as 
in  name,  and  that  searching  psychiatric  examination 
of  patients  should  select  more  patients  suitable  for 
parole  and  family  care.  He  declared  that  while 
more  and  more  fully  trained  psychiatrists  in  the 
hospitals,  new  modes  of  treatment,  and  a better 
understanding  of  environmental  factors  in  causation 
are  important,  prevention  is  a “white  hope  beside 
which  all  three  put  together  are  relatively  un- 
important.” 

The  Temporary  Commission  on  State  Hospital 
Problems,  which  is  headed  by  Mr.  Folks,  recently 
submitted  a progress  report  to  Governor  Lehman 
on  a two-year  study  which  had  resulted  in  measures 
that  not  only  halted  the  rate  of  increase  in  the  num- 
ber of  patients  in  residence  in  the  civil  State  hos- 
pitals for  the  insane,  but  brought  about  an  actual 
decrease  in  the  patient  population  for  the  first  time 
in  fifty  years. 

High  Despite  Curbs 

war  industries,  and  establishment  of  large  military 
encampments,  have  caused  excessive  demands  for 
hospital  service  in  some  cqmmunities,  and  there  is 
increasing  danger  of  lowered  standards  in  the  effort 
to  care  for  more  patients  than  the  depleted  staffs 
can  properly  serve. 

“In  this  emergency  most  communities  are  rallying 
to  the  support  of  the  hospitals,  furnishing  volunteer 
nurses’  aids  and  other  voluntary  workers,  encour- 
aging study  and  practice  of  home  nursing,  discour- 
aging hospitalization  for  minor  illnesses,  interesting 
young  people  in  careers  in  medicine  and  nursing, 
and  increasing  disease  and  accident-prevention 
efforts.  By  voluntarily  granting  hospitalization 
priorities  to  the  more  seriously  ill,  the  people  will 
conserve  hospital  resources  as  they  are  conserving 
other  services  and  many  commodities  through 
allocation  according  to  needs.” 

in  the  Hospital 

6.  Mayonnaise  jars  for  sterile  packing,  applicators, 
tongue  blades  in  the  supply  room. 

Rubber  economies  that  are  proving  satisfactory  include: 

1.  Sewing  patches  on  rubber  draw  sheets  where  soft  spots 
appear. 

2.  Converting  old  intravenous  tubing  to  tourniquets  and 
also  using  it  for  irrigation  purposes. 

3.  Demoting  larger  bore  constant  drainage  tubing  to 
irrigating  cans. 

4.  Substituting  household  for  surgical  gloves  for  cleaning 
and  for  the  bedside  care  of  isolated  patients  with  open  lesions. 

5.  Using  synthetic  rubber  rectal  tubes.  The  length  of 
service  of  these  tubes  offsets  the  additional  expense  many 
times  over. 

As  a timesaver  we  have  issued  to  the  nursing  units  the 
smallest  and  brightest  colored  bonbon  cups  available  to  sub- 
stitute for  medicine  glasses  in  serving  tablet  medications. 
Much  less  time  is  spent  in  washing  medicine  glasses  and  the 
breakage  has  been  greatly  reduced. 

To  conserve  ointment  tubes,  we  have  discontinued  the  use 
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of  shaving  cream  for  surgical  preparations,  using  soap  solu- 
tion instead.  Cold  cream  is  issued  only  in  jars  to  the  nursing 
units. 

The  operating  room  discovered  that  the  metal  ends  of 
adhesive  packages  serve  admirably  for  needle  holders  in  the 
sterilizers  if  holes  are  punched  in  them. 

The  heating  elements  of  old  inhalators  make  satisfactory 
hot  plates. 

Chemical  heating  pads  to  which  a tablespoon  of  water  is 
added  may  have  to  replace  hot-water  bottles. 


We  have  also  found  that  razor  blades  can  be  satisfactorily 
sharpened  by  rubbing  both  sides  of  them  against  the  inside 
of  a smooth  glass  tumbler.  We  have  reduced  our  consump- 
tion from  500  to  200  every  two  weeks. 

The  propaganda  to  conserve  specified  supplies  for  the  war 
effort  has  aroused  an  interest  toward  protecting  all  our  re- 
sources. The  storeroom  orders  from  all  divisions  have  mark- 
edly and  spontaneously  decreased,  including  the  amount  of 
breakage.  Apologies  and  explanations  frequently  accom- 
pany requisitions. 


Improvements 


In  Beth  Moses  Hospital,  Brooklyn,  the  patient 
receiving  treatment  for  varicose  veins  stands  up  and 
takes  it  in  comparative  comfort,  thanks  to  the  in- 
ventive mind  of  Fanny  Schlein,  director  of  the  out- 
patient department.  Mrs.  Schlein  noted  every  now 
and  then  that  some  patient  who  was  being  treated 
while  standing  on  an  examining  table  would  suffer 
from  dizziness  and  general  insecurity.  So  she  con- 
ceived the  idea  of  a platform  that  she  describes 
briefly  as  follows:  “A  discarded  metal  bed-raiser 
and  some  lumber,  found  in  the  carpenter’s  shop, 
with  four  casters  which  are  fastened  to  the  tubular 
legs  of  the  stand  are  all  there  is  to  it.  The  result  is 
that  the  physician  and  the  patient  both  have  greater 
comfort  since  the  doctor  is  seated  while  administer- 
ing treatment  and  the  patient  feels  secure  in  grip- 
ping the  frame. 

“The  platform  also  has  the  advantage  of  being 
small  in  size  and  easily  stored  in  a limited  space. 
Taking  into  consideration  our  national  watchword 
of  ‘priority/  we  have  found  this  device  extremely 
helpful.” — The  Modern  Hospital 


A hospital  service  to  handle  emergencies  which 
might  arise  in  the  Schenectady-Albany  area  is  being 
set  up  under  the  emergency  medical  service  of  the 
civilian  protection  plan. 

The  plan  will  be  the  first  of  its  kind  in  the  country 
and  will  be  known  as  Albany  Affiliate  Base  Hos- 
pital 1.  The  unit  will  be  commanded  by  Dr.  J. 
Lewi  Donhauser,  of  Albany,  who  will  be  commis- 
sioned a lieutenant  colonel  in  the  public  health  serv- 
ice reserves.  Several  Schenectady  physicians  are 
expected  to  be  among  the  personnel,  which  will  in- 
clude four  physicians,  five  surgeons,  x-ray  and 
laboratory  technicians,  a pathologist,  and  a dentist, 
in  addition  to  nurses. 

The  hospital  is  also  to  evacuate  patients  from 
Ellis  hospital  and  two  Albany  hospitals  in  case  of 
necessity.  Members  of  the  unit  will  serve  on  army 
pay  when  called  for  emergency  duties.  * 


Cancer  clinics  in  Westchester  County  that  are  on 
the  approved  list  of  the  American  College  of  Sur- 
geons are  conducted  by  the  following  hospitals: 
Mount  Vernon,  New  Rochelle,  United  (Port 
Chester),  Grasslands  (Valhalla),  St.  Agnes  (White 
Plains),  White  Plains,  and  St.  John’s  Riverside 
(Yonkers).* 


The  granting  to  authorities  of  Brooks  Memorial 
Hospital  in  Dunkirk  of  a priority  for  building  ma- 
terials will  make  possible  advertisement  for  bids  for 
the  construction  of  the  proposed  easterly  wing  of 
the  new  structure  which  is  now  in  use. 


The  Federal  Works  Administration  originally 
approved  the  grant  on  January  9,  1942,  and  Presi- 
dent Roosevelt  gave  his  approval  on  March  28, 
1942.  However,  the  project  could  not  be  started 
because  priorities  for  critical  materials  could  not  be 
obtained  at  that  time.  * 


Construction  work  on  Massena’s  new  hospital 
started  in  January.  The  single-story  hospital 
building  is  a Federal  Works  Agency  project. 

The  building  will  be  a wooden  structure  with 
room  for  50  beds.  Space  is  being  allowed  for  addi- 
tions at  a later  date  when  the  needs  of  the  commun- 
ity require  it.  Such  additions  would  make  the  hos- 
pital into  one  of  100-bed  capacity.* 


Rochester’s  oldest  hospital,  86-year-old  St. 
Mary’s,  is  now  also  its  newest,  as  the  SI, 300, 000 
structure  replacing  the  historic  institution  at  Bull’s 
Head  stands  virtually  completed — less  than  a year 
from  the  date  its  corner  stone  was  laid. 

The  building  will  be  put  into  actual  operation 
shortly,  it  is  announced  by  Dr.  Leo  F.  Simpson, 
president  of  the  staff  and  chief  surgeon. 

A far  cry  from  the  small  emergency  hospital  built 
by  the  Sisters  of  Charity  in  1857  as  the  forerunner 
of  the  ultra-modern  temple  of  medicine,  the  new 
hospital  has  up-to-the-minute  surgical  and  other 
equipment,  operating  rooms,  auditorium,  staff 
lounge,  dietetic  kitchens,  private  dining  rooms, 
medical  and  general  library,  and  other  modern 
facilities.  It  will  accommodate  400  patients. 

Eventually  the  old  hospital,  whose  solid  gray- 
stone  facade  is  in  striking  contrast  to  the  new  brick 
one,  will  be  abandoned.  For  a while,  the  ground 
floor  will  be  used  as  quarters  for  sisters  and  interns. 

Long  dreamed  of,  the  new  building  represented  a 
triumph  over  many  obstacles.  Plans  were  prepared 
about  ten  years  ago,  but  because  of  the  business  de- 
pression, no  action  was  taken.  After  it  finally  was 
decided  to  proceed  with  the  construction,  the  nation 
drew  closer  to  war,  and  Washington  already  was 
setting  up  rigid  controls  on  any  project  not  deemed 
essential. 

Actual  construction  began  June  28,  1941. 

The  project  took  on  civic  proportions  far  beyond 
mere  denominational  lines  in  a campaign  to  raise 
$275,000  for  the  building  fund.  It  was  conducted 
from  January  23  to  February  2,  1942.  Protestant, 
Catholic,  and  Jewish  leaders  united  in  soliciting 
funds,  and  the  drive  went  over  the  top  by  nearlv 
$40,000. 

Sister  Martina  is  superintendent  of  St.  Mary’s 
Hospital.* 

* Asterisk  indicates  that  item  is  from  local  newspaper. 
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At  the  Helm 


Arthur  B.  Stiles,  of  Owego,  was  elected  president 
of  the  Tioga  County  General  Hospital  at  the  annual 
meeting  of  the  board  of  directors  and  staff  at  the 
Jenkins  Inn  in  January. 

Mr.  Stiles,  postmaster  at  Owego,  has  been  active 
in  support  of  the  hospital  since  the  campaign  to  erect 
an  institution  to  serve  all  of  Tioga  County,  and  he 
is  a past  president  as  well  as  a member  of  the  board 
of  trustees  and  of  the  executive  committee. 

Other  officers  for  the  coming  year  will  be:  Nathan 
Turk,  first  vice-president;  Leonard  R.  Chubb, 
second  vice-president;  Jesse  Hart,  third  vice- 
president;  Luther  Hardy,  secretary;  and  Earl  C. 
Cooper,  treasurer. 

The  executive  committee,  to  be  headed  by  Mr. 
Stiles,  wTill  consist  of:  B.  J.  Cotton,  Arthur  S. 
Buckley,  Luther  C.  Hardy,  Edward  W.  Eaton, 
Earl  C.  Cooper,  Hart  I.  Seely,  Elwin  H.  Johnston, 
William  C.  Farley,  Floyd  J.  Beers,  Clifford  B. 
Dounce,  and  Harry  S.  Fish.* 


Cornwall  Hospital  board  of  directors  at  their 
annual  meeting  in  the  hospital  on  January  21  re- 
elected Col.  Harry  M.  Scarborough  as  president. 
Vermont  Hatch  remains  as  vice-president;  Harry 
E.  Keevill,  treasurer;  and  William  B.  Cocks,  secre- 
tary.* 


Mason  B.  Coger  was  elected  to  his  twelfth  succes- 
sive term  as  president  of  the  Corning  Hospital 
board  of  directors  in  December.  Also  re-elected 
were  John  LeValley,  vice-president,  and  W.  W. 
Oakley,  secretary- treasurer.  * 


Frederick  P.  King,  of  Sunnyside  Lane,  was  re- 
elected president  of  the  Tarrytown  Hospital  Asso- 
ciation at  the  annual  meeting  held  at  the  hospital 
on  January  18.  At  the  same  time  John  Hunter,  of 
Barney  Park,  was  re-elected  treasurer,  and  Ellery 
Wright  and  Wallace  Odell,  both  of  Tarrytown, 
were  designated  vice-president  and  secretary,  re- 
spectively. 


The  board  of  directors  of  the  hospital  remains  the 
same  with  the  exception  of  Donald  K.  Luke,  of 
Fargo  Lane.  The  members  re-elected,  besides  Mr. 
King,  Mr.  Wright,  Mr.  Hunter,  and  Mr.  Odell,  were 
Harold  V.  Engh,  of  Irvington,  and  John  D.  Rocke- 
feller, III,  of  Pocantico  Hills. 

New  equipment,  it  was  stated  in  a report  to  the 
board,  has  been  installed  in  the  x-ray  department, 
the  laboratory,  the  emergency  room,  and  the 
maternity  ward,  with  special  mention  going  to  the 
Duchess  de  Talleyrand’s  generous  gift  of  an  iron 
lung.  * 


At  the  annual  meeting  of  the  Benedict  Memorial 
Hospital,  Ballston,  held  in  January,  the  following 
officers  of  the  institution  were  re-elected : president, 
Wright  Scidmore,  Jr.;  first  vice-president,  William 
Rooney;  second  vice-president,  Mrs.  W.  A.  An- 
drews; secretary,  Mrs.  H.  B.  Dorman;  treasurer, 
Samuel  S.  Newton;  directors  for  four  years,  Mrs. 
John  Knickerbacker,  Edward  J.  Morley,  and 
Samuel  S.  Newton. 

During  the  year  Ralph  B.  Dunton  and  Harold 
Arff  were  elected  directors  to  fill  vacancies  caused 
by  the  deaths  of  Stephen  B.  Merchant  and  George 
Ashton.* 


Dr.  Alfred  K.  Bates  was  elected  president  of  the 
staff  of  Auburn  City  Hospital  at  the  annual  meet- 
ing of  the  staff  in  January.  Other  officers  elected 
were:  vice-president,  Dr.  G.  Perry  Ross;  secretary, 
Dr.  J.  Burnett  Atwater. 

Those  present  at  the  program  that  followed  the 
meeting,  including  wives  of  the  staff  members,  were 
welcomed  by  Jerome  F.  Peck,  Jr.,  acting  superin- 
tendent of  the  hospital.  Dr.  Walter  B.  Wilson, 
retiring  president,  introduced  the  Student  Nurses’ 
Glee  Club,  which  amply  demonstrated  the  ability  of 
the  members  as  musicians.  The  group  was  given  an 
enthusiastic  reception. 

Dr.  H.  I.  Davenport  presented  a plaque  bearing 
the  names  of  members  of  the  medical  staff  now  in 
the  country’s  service.* 


Newsy 

New  York  City’s  Welfare  Hospital  for  Chronic 
Diseases  will  now  be  known  as  the  Goldwater 
Memorial  Hospital. 

A 9-year-old  boy  who  had  his  110th  blood  trans- 
fusion at  Mount  Sinai  Hospital  in  New  York  City 
on  January  4,  became  the  500,000th  case  of  the  in- 
stitution since  it  was  founded  by  New  York’s 
Jewish  community  in  1852.  The  boy,  victim  of  a 
rare  malady  known  as  aregenerative  anemia,  was 
brought  to  the  hospital  first  in  1935. 

Since  then  he  has  visited  the  institution  usually 
once  a month,  accompanied  by  his  mother.  His 
name  was  withheld,  but  it  was  learned  that  he  was 
president  of  his  class  in  a Brooklyn  public  school, 
stood  first  in  scholarship,  and  was  active  in  sports. 
He  was  taking  the  transfusions  as  a “routine,”  his 
mother  explained. 


Notes 

Hospital  officials  said  the  records  showed  that 
Case  No.  1 was  a 41-year-old  immigrant — operated 
on  for  a fistula. 

The  hospital’s  first  home  was  a four-story  build- 
ing in  West  Twenty-eighth  Street,  where  225  pa- 
tients were  admitted  in  the  first  year.  Last  year 
it  treated  17,000  patients,  in  addition  to  27,000  in 
clinics.  The  hospital  now  occupies  eighteen  build- 
ings on  the  three  blocks  in  Fifth*  Avenue  between 
Ninety-eighth  and  101st  Streets.* 


Gratitude  for  the  service  the  Richmond  Memorial 
Hospital,  Dreyfus  Foundation,  emergency  medical 
unit  has  rendered  is  expressed  by  Dr.  Edward  M. 
Bernecker,  Department  of  Hospitals  commissioner 
in  a letter  to  John  H.  Olsen,  superintendent  of  the 
Staten  Island  institution. 
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In  the  letter,  Dr.  Bernecker  said:  “As  we  stand 
at  the  threshold  of  a new  year,  I cannot  let  the  old 
one  go  on  without  letting  you  know  how  deeply 
grateful  I am  to  you  and  the  members  of  the  hos- 
pital emergency  medical  unit  for  the  whole-hearted 
support  and  earnest  cooperation  which  has  always 
been  so  freely  and  willingly  extended  to  me  and  to 
the  members  of  my  staff  during  the  past  year. 

“It  would  be  most  difficult  to  conceive  how  pre- 
carious our  situation  might  have  been  were  it  not 
for  the  able  assistance  which  we  had  consistently 
received  from  you,  whenever  the  occasion  for  it 
arose. 

“The  great  task  which  still  lies  before  us  is  by  no 
means  finished,  but  the  knowledge  that  you  are 
there  to  share  the  burden  with  us  fortifies  us  to 
carry  on  with  renewed  enthusiasm  and  courage.”* 

Memorial  Hospital  in  Ithaca  has  announced  that 
“owing  to  the  epidemic  of  pneumonia  and  pneu- 
monitis that  exists  in  the  community,”  visiting  at 
the  hospital  will  be  restricted  “until  the  emergency 
is  over.” 

“Visitors  coming  into  the  hospital  with  coughs 
and  colds  are  a menace  to  patients,  and  patients 
who  have  chest  infections  are  a danger  to  visitiors,” 
the  announcement  said. 

“The  medical  staff  of  the  hospital  feels  it  is  most 
essential  that  only  the  immediate  members  of 
families  be  permitted  to  visit  the  patients  during 
their  stay  in  the  hospital,  thus  offering  equal  pro- 
tection to  both  patients  and  visitors.”* 


For  the  benefit  of  the  United  Hospitals  Fund,  the 
Juilliard  School  of  Music  presented  a concert  on 
February  5 in  Carnegie  Hall.  Artists  participating 
in  the  program,  besides  the  orchestra  of  the  Julliard 
Graduate  School,  included  Josephine  Antoine, 
soprano;  Muriel  Kerr,  pianist;  Carroll  Glenn, 
violinist;  Felix  Salmond,  cellist;  and  Albert 
Stoessel,  conductor.  The  entire  proceeds  went  to 
the  United  Hospitals  Fund. 

The  end  of  1942  marked  the  close  of  its  fiftieth 
year  for  the  Little  Falls  Hospital.  This  institution 
is  unique  in  that  its  board  of  directors  has  always 
been  composed  entirely  of  women. 


At  the  close  of  its  seven  months’  existence,  the 
Blood  Derivatives  Laboratory  at  Grasslands  Hos- 
pital had  collected  a total  of  1,243  units  of  blood 
from  1,449  donors. 

Soon  after  its  establishment,  through  a grant 
from  the  Martha  M.  Hall  Foundation,  the  project 
was  officially  sponsored  by  the  Westchester  County 
Medical  Society  and  the  County  War  Council,  and  a 
goal  of  1,000  units  was  decided  upon. 


A course  for  training  nurses’  aids  in  Monroe 
County  is  being  given  at  the  Monroe  County  Hos- 
pital. 


Two  of  Buffalo’s  oldest  hospitals  are  departing 
from  the  specialized  trend  they  have  followed  for 
more  than  eighty  years,  while  a third,  known 
throughout  the  medical  world  for  its  research  leader- 
ship, is  changing  ownership. 

Providence  Retreat,  82-year-old  institution  for 
the  treatment  of  mental  and  nervous  disorders, 
will  be  used  exclusively  for  maternity  cases  in  the 
future. 

St.  Mary’s  Infant  Asylum  and  Maternity  Hos- 
pital, will  be  converted  into  a hospital  for  infants 
and  children  only. 

Central  Park  Hospital  is  being  taken  over  by  the 
Sisters  of  St.  Francis  but  will  be  operated  along  the 
same  lines  of  general  hospitalization  it  has  followed 
since  it  was  opened  in  1929.* 


Fellowships  for  research  at  Mount  Sinai  Hos- 
pital, New  York  City,  have  been  awarded  two 
Latin  American  physicians,  Dr.  Enrique  Washington 
Lithgow,  of  the  Dominican  Republic,  and  Dr.  Oscar 
Martinez  Gomez,  of  Mexico.  The  fellowships, 
covering  a year  of  research  at  the  New  York  hos- 
pital, are  supported  by  the  Dazian  Foundation  for 
Medical  Research  for  the  purpose  of  strengthening 
good  will  between  the  United  States  and  Latin 
American  countries. 


At  the  Christmas  party  of  the  Rockville  Centre 
League  for  Mercy  Hospital,  the  league’s  Christmas 
check  was  presented  to  the  hospital. 


Executives  and  outstanding  personalities  in 
journalism  and  literature  participated  in  the  cele- 
bration of  the  twenty-first  anniversary  of  Beekman 
Hospital  in  New  York  City,  which  was  held  at  the 
Bankers  Club  on  January  16. 

The  meeting  also  marked  the  beginning  of  a cam- 
paign for  $125,000  to  meet  the  deficit  in  operating 
this  institution  for  the  benefit  of  1,000,000  workers 
and  thousands  of  residents  in  the  financial  district 
of  lower  Manhattan. 

Howard  S.  Cullman,  president  of  the  hospital, 
spoke  of  the  progress  of  the  institution  since  its 
establishment  in  meeting  the  increasing  needs  of 
that  section  of  the  city. 

“The  health  protection,  the  necessary  facilities 
for  efficient  and  prompt  treatment  of  the  injured 
and  ill  in  this  crowded  port  and  financial  district  are 
of  primary  importance  to  the  nation  and  to  the  war 
effort,”  he  said. 

Mr.  Cullman  also  read  a telegram  from  former 
Governor  Alfred  E.  Smith,  a member  of  the  board 
of  directors,  who  was  ill.  Mr.  Smith  wrote  that 
with  the  exception  of  the  years  spent  in  Albany  this 
was  the  first  time  he  had  failed  to  attend  the  annual 
meeting. 

Paul  Schubert,  radio  commentator,  Eric  T. 
Winberg,  correspondent  in  Sweden,  and  William  L. 
White,  author,  spoke  in  support  of  the  hospital’s 
program.  * 


AWARD  FOR  RHINO-LARYNGOLOGICAL  RESEARCH 

Money  is  now  available  from  the  Casselberry  Fund  rhinology.  Competing  theses  must  be  in  the  hands 
of  the  American  Laryngological  Association  for  a of  Dr.  Arthur  W.  Proetz,  secretary,  1010  Beaumont 
prize  award  for  original  research  in  laryngology  or  Medical  Building,  St.  Louis,  before  March  1,  1943. 
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A 

Alley,  J.  L. 

225  Lincoln  PI.,  Brooklyn,  N.Y. 
Althouse,  D.  D. 

54  E.  Genesee  St.,  Auburn,  N.Y. 
Andriola,  J.  C. 

231  Sherman  Ave.,  N.Y.C. 

Auker,  P.  L. 

305  Clinton  St.,  Binghamton,  N.Y. 


B 

Bannon,  J.  A. 

103  Ridge  St.,  Glens  Falls,  N.Y. 
Baselice,  P.  P. 

119  W.  11  St.,  N.Y.C. 

Berg,  H.  E. 

2250  Clarendon  Rd.,  Brooklyn,  N.Y. 
Berger,  Murray  (Capt.) 

Baxter  Gen’l  Hosp.,  Spokane, 
Wash. 

Bernstein,  C. 

641  E.  17  St.,  Brooklyn,  N.Y. 
Bernstein,  L. 

1300  Avenue  T,  Brooklyn,  N.Y. 
Bianchi,  D.  A.  (Lt.) 

Station  Hosp.,  Morrison  Field,  W. 
Palm  Beach,  Fla. 

Billo,  O.  E. 

Bronxville,  N.Y. 

Boffardi,  M.  R. 

1184—71  St.,  Brooklyn,  N.Y. 
Bogdan,  E.  A. 

45  Church  St.,  Amsterdam,  N.Y. 
Boyd,  L.  H. 

U.S.  Naval  Trg.  Sta.,  Sampson, 
N.Y. 

Bradley,  H.  A. 

Clifton  Sprgs.,  N.Y. 

Brancato,  S.  F.  (Lt.) 

Lawson  Gen’l  Hosp.,  Atlanta,  Ga. 
Breguet,  R.  (Capt.) 

Lawson  Gen’l  Hosp.,  Atlanta,  Ga. 
Brink,  R.  H. 

Savings  Bank  Bldg.,  Cortland,  N.Y. 
Brittain,  K. 

277  Alexander  St.,  Rochester,  N.Y. 
Buckley,  P.  V.  (Capt.) 

3405  N.  Broadway,  Oklahoma  City, 
Okla. 

Budetti,  J.  A. 

10  Park  Ave.,  N.Y.C. 

Bull,  H.  T. 

Geneseo,  N.Y. 


C 


Candel,  S. 

189  Ocean  Ave.,  Brooklyn,  N.Y. 
Carlino,  L.  L. 

445  Portage  Rd.,  Niagara  Falls, 
N.Y. 

Caronna,  J.  P. 

323  E.  14  St.,  N.Y.C. 

Carstarphen,  W.  T. 

Medical  Admin.,  Rohwer  War 
Relocation  Project,  McGhee,  Ark. 
Charlton,  G.  P. 

1 E.105  St.,  N.Y.C. 


Ciancimino,  F.  E. 

187  S.Broadway,  Nyack,  N.Y. 
Crosby,  J.  P. 

304  Bewley  Bldg.,  Lockport,  N.Y. 


D 

Danzig,  S.  D.  (Lt.) 

Station  Hosp.,  Camp  Van  Dorn, 
Miss. 


DeMarco,  M.  M. 

3389  Sedgwick  Ave.,  Bronx,  N.Y. 
Dennison,  A.  D.,  Jr. 

74  Oakview  Ave.,  Maplewood,  N.J. 
Deutsch,  I. 

Pearl  River,  N.Y. 

DeVita,  J.  R. 

213  Adelphi  St.,  Brooklyn,  N.Y. 
Dixon,  G.  G. 

157  Midwood  St.,  Brooklyn,  N.Y. 
Dolgin  J. 

100  Stuyvesant  PI.,  St.  George, 
S.I.,  N.Y. 

Donofrio,  A.  F. 

140  E.  54  St.,  N.Y.C. 

Dressier,  M.  (Capt.) 

Veterans  Admin.  Facility,  Portland, 
Ore. 


E 

Edmunds,  J.  N. 

42-04  Kissena  Blvd.,  Flushing,  N.Y. 
Eisendorfer,  A. 

1133  Park  Ave.,  N.Y.C. 

Elia,  J.  C. 

1522  Pierce  Ave.,  Niagara  Falls, 
N.Y. 

Enselberg,  C.  D. 

60  Gramercy  Park,  N.Y.C. 

Errico,  F.  J. 

Suffern,  N.Y. 


F 


Fankhauser,  A. 

156  Midwood  St.,  Brooklyn,  N.Y. 
Farrow,  F.  C. 

122  Linwood  Ave.,  Buffalo,  N.Y. 
Fearon,  H.  D. 

29  Montgomery  PL,  Brooklyn,  N.Y. 
Feinstein,  M.  A. 

145  E.  61  St.,  N.Y.C. 

Fine,  J.  I.  (Capt.) 

Ill  W.  183  St.,  Bronx,  N.Y. 
Finkelstein,  N.  E. 

194  Grafton  St.,  Brooklyn,  N.Y. 


Fisher  M.  M. 

45  Linden  Blvd.,  Brooklyn,  N.Y. 
Fitz  Gerald,  H.  B. 

136  Walnut  St.,  Lockport,  N.Y. 
Frankel  J.  M. 

108  Rugby  Rd.,  Brooklyn,  N.Y. 
Freeland,  E.  M. 

51  Madison  Ave.,  N.Y.C. 

French,  W.  G. 

632—2  St.,  Brooklyn,  N.Y. 
Friedlander,  J.  H. 

40  Linden  Blvd.,  Brooklyn,  N.Y. 


Frieri,  A.  F.  X. 

2424  Kings  Highway,  Brooklyn, 


N.Y. 


Furst,  E. 

2160  Bolton  Ave.,  Bronx,  N.Y. 
Futterman,  S. 

49  E.  96  St.,  N.Y.C. 


G 


Generales  C.  D.  J.  (Lt.) 

A.A.F.  Advanced  Flying  School, 
Stuttgart,  Ark. 

Genovese,  R.  F. 

522  Court  St.,  Brooklyn,  N.Y. 


George,  A.  L. 

Oakfield,  N.Y. 

Getman,  E.  E.  (Capt.) 

Percy  Jones  Gen’l  Hosp.,  Battle 
Creek,  Mich. 
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Gewirtz,  A.  J. 

20  Plaza  St.,  Brooklyn,  N.Y. 
Ghiselin,  A.  D.,  Jr. 

1114  Madison  Ave.,  N.Y.C. 
Ginsberg,  V. 

286  Eastern  Pkwy.,  Brooklyn,  N.Y. 
Goldbaum,  A. 

100  Bennett  Ave.,  N.Y.C. 

Goldberg,  B. 

650  Main  St.,  New  Rochelle,  N.Y. 
Goldstein,  J. 

133  W.  72  St.,  N.Y.C. 

Goller,  J.  J. 

25  Central  Ave.,  St.  George,  S.I., 
N.Y. 

Grant,  S.  F. 

601  Brightwater  Court,  Brooklyn, 
N.Y. 

Greenberg,  J.  S. 

4621 — 15  Ave.,  Brooklyn,  N.Y. 
Greenstein,  N.  M.  (Lt.) 

Naval  Air  Station,  Quonset  Point, 
R.I. 

Griffin,  H.  P. 

143  Court  St.,  Binghamton,  N.Y. 
Guillemont,  G. 

545 — 4 St.,  Niagara  Falls,  N.Y. 

H 

Hammond,  J.  P. 

80  Hanson  PL,  Brooklyn,  N.Y. 
Hand,  M.  H. 

1615  Avenue  I,  Brooklyn,  N.Y. 
Hardy,  A.  H. 

146  Prospect  Ave.,  Mt.Vernon,  N.Y. 
Harvey,  H.  D. 

168  E.  95  St.,  N.Y.C. 

Hawkes,  L.  P. 

Pearl  River,  N.Y. 

Heist,  C.  A.  (Lt.) 

U.S.  Navy  222,  Fleet  P.O.,  N.Y.C. 
Held,  A.  E. 

135  Eastern  Pkwy.,  Brooklyn,  N.Y. 
Hetherington,  A.  E.  (Capt.) 

O’Reilly  Gen’l  Hosp.,  Springfield, 
Mo. 

Heywood,  J.  S.  (Lt.) 

Station  Hosp.,  Camp  Myles  Stand- 
ish,  Taunton,  Mass. 

Hoffeld,  G.  D. 

Naval  Air  Station,  Ottumwa,  Iowa 
Hourigan,  J.  J. 

3533 — 89  St.,  Jackson  Heights,  N.Y. 
Howd,  H.  P. 

612  E.  Front  St.,  Plainfield,  N.J. 
Hyman,  A. 

2000  McGraw  Ave.,  Bronx,  N.Y. 


I 

Ingrassia,  P.  S. 
Nanuet,  N.Y. 


J 


leger,  G.  W. 

705  Chilton  Ave.,  Niagara  Falls, 
N.Y. 

igoda,  L.  S. 

215  E.  53  St.,  N.Y.C. 
ileski,  T.  C. 

421  Huguenot  St.,  New  Rochelle, 
N.Y. 

irrett,  W.  A. 

1118  Cleveland  Ave.,  Niagara  Falls, 
N.Y. 
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Jenkins,  D.  M.  (Capt.) 

473  Bomb.  Squad.,  334  Bomb.  Gp., 
Greenville  Army  Air  Base,  Green- 
ville, S.C. 

Jenks,  R.  S. 

73  Main  St.,  Batavia,  N.Y. 

Jervis,  G.  A. 

Thiells,  N.Y. 

Johnson,  P.  E.  (Lt.) 

Naval  Base  Hosp.,  Sampson,  N.Y. 

K 

Kaplan,  A.  A. 

5107 — 14  Ave.,  Brooklyn,  N.Y. 
Kaplan,  L.  (Lt.) 

529  Rogers  Ave.,  Brooklyn,  N.Y. 
Kilgour,  D.  G. 

30  E.  40  St.,  N.Y.C. 

Kinzly,  J.  C. 

North  Tonawanda,  N.Y. 

Knight,  G.  G. 

Piermont,  N.Y. 

Komarnisky,  D. 

Johnson  City,  N.Y. 


Lapovsky,  A.  J.  (Capt.) 

Station  Hosp.,  Ft.  McClellan,  Ala. 
Lavine,  A.  S. 

713  E.  Genesee  St.,  Syracuse,  N.Y. 
Leland,  S.  J. 

67  Hudson  St.,  N.Y.C. 

Leone,  V.  D. 

356  Portage  Rd.,  Niagara  Falls, 
N.Y. 

Lepore,  M.  J. 

200  Haven  Ave.,  N.Y.C. 

Lerman,  J.  (Capt.) 

601  Stone  Ave.,  Brooklyn,  N.Y. 
Levitt,  H. 

2922  Barnes  Ave.,  Bronx,  N.Y. 
Levitt,  J.  M.  (Capt.) 

Army  Medical  Centre,  Washington, 
D.C. 

Levy,  A.  H. 

1354  Carroll  St.,  Brooklyn,  N.Y. 
Liddy,  F.  J. 

Mahwah,  N.J. 

Light,  I.  (U.S.P.H.S.) 

397  Laurel  St.,  Chillicothe,  Ohio 
Lipschutz,  P.  C. 

55  Linden  Ave.,  Middletown,  N.Y. 
Lipsky,  C. 

434  Bainbridge  St.,  Brooklyn,  N.Y. 
Lipson,  L. 

Monticello,  N.Y. 

Lipson,  M. 

87  Infantry  Div.,  Camp  McCain, 
Miss. 

Littman,  J.  K. 

2021  Grand  Concourse,  Bronx,  N.Y. 
Logan,  V.  W. 

115  E.  61  St.,  N.Y.C. 


M 

dacKenzie,  A.  J. 

3801  Glenwood  Rd.,  Brooklyn,  N.Y. 
daisel,  F.  J. 

1251  Dean  St.,  Brooklyn,  N.Y. 
danley,  W.  J.  (Capt.) 

160  Cabrini  Blvd.,  N.Y.C. 
dardon,  P. 

Massena,  N.Y. 
darkovitz,  J.  T. 

324  Wheatfield  St.,  North  Tona- 
wanda, N.Y. 
darks,  H.  K. 

18  Poplar  PI.,  New  Rochelle,  N.Y. 
dattucci,  S.  A. 

330  E.  119  St.,  N.Y.C. 
dcCann,  W.  J. 

44  Seaman  Ave.,  N.Y.C. 
dcCann,  W.  S. 

Strong  Memorial  Hosp.,  Rochester, 
N.Y. 

dcMartin,  D.  M. 

9 S.  William  St.,  Johnstown,  N.Y. 
dele,  J.  M. 

619  Jay  St.,  Rochester,  N.Y. 
deredith,  W.  C. 

421  Huguenot  St.,  New  Rochelle, 
N.Y. 

Vlerin,  J.  H. 

Bolton  Landing,  N.Y. 

Vlerlis,  M.  R. 

9124  Avenue  A,  Brooklyn,  N.Y. 


Mersheimer,  W.  L. 

1 E.  105  St.,  N.Y.C. 

Messina,  P.  V. 

1783  W.  6 St.,  Brooklyn,  N.Y. 
Michelson,  N.  (U.S.P.H.S.) 

Jefferson  Co.  Board  of  Health,  City 
Hall,  Birmingham,  Ala. 

Millman,  N. 

1939  E.  23  St.,  Brooklyn,  N.Y. 
Miner,  G.  N.  (Lt.) 

Camp  Endicott,  U.S.N.C.T.C., 
B.O.Q.  4,  Davisville,  R.I. 

Mintz,  M.  A. 

897  Park  Ave.,  N.Y.C. 

Moldover,  A. 

490  Pennsylvania  Ave.,  Brooklyn, 
N.Y. 

Montesano,  P. 

411  Bleecker  St.,  U.tica,  N.Y. 

Morse,  C.  R. 

Tupper  Lake,  N.Y. 

Moses,  M.  J. 

Spring  Valley,  N.Y. 

Mouber,  I.  I. 

86  Trinity  PI.,  N.Y.C. 

Murphy,  A.  E. 

45  Daniel  Low  Ter.,  St.  George, 
S.I.,  N.Y. 


N 

Nickel,  W.  F.,  Jr.  (Lt.) 

Naval  Air  Station,  San  Juan, 
Puerto  Rico 
Nisnewitz,  S. 

60  Plaza  St.,  Brooklyn,  N.Y. 

O 

O’Brien,  J.  J. 

210  Robinson  St.,  Binghamton, 
N.Y. 

Ogilvie,  J.  B. 

130  E.  67  St.,  N.Y.C. 

Oppenheim,  E. 

521  Park  Ave.,  N.Y.C. 

P 

Pender,  P.  F. 

2114  Genesee  St.,  Utica,  N.Y. 
Percival,  R.  T. 

142  Joralemon  St.,  Brooklyn,  N.Y. 
Pirone,  F.  J. 

108  N.  Columbus  Ave.,  Mt.  Vernon, 
N.Y. 

Plachta,  A.  (Lt.) 

9 Med.  Laboratory,  Ft.  Sam  Hous- 
ton, Tex. 

Post,  J. 

720  W.  173  St.,  N.Y.C. 

Potter,  H.  F. 

195  Fenimore  St.,  Brooklyn,  N.Y. 
Potter,  H.  W. 

70  E.  77  St.,  N.Y.C. 

Potter,  S.  B. 

336  E.  61  St.,  N.Y.C. 

Pulese,  F.  L. 

2102  Ditmars  Blvd.,  Astoria,  N.Y. 
R 

Ragan,  C.  A.,  Jr. 

Presbyterian  Hosp.,  N.Y.C. 

Rakov,  H.  L. 

117  Albany  Ave.,  Kingston,  N.Y. 
Redmond,  F.  P. 

Haverstraw,  N.Y. 

Reiner,  D.  N. 

41  Central  Park  W.,  N.Y.C. 
Ribaudo,  C.  A.  (Lt.) 

76- A 74  St.,  Brooklyn,  N.Y. 
Rivellese,  J.  C.  (Lt.) 

36  Armd.  Infantry  Regt.,  3 Armd. 
Div.,  A.P.O.  253,  Camp  Pickett, 
Va. 

Roberts,  J.  Y. 

Watkins  Glen,  N.Y. 

Rodger,  J.  A. 

258  S.  4 St.,  Fulton,  N.Y. 

Roemer,  E.  P. 

2 Sutton  PI.  S.,  N.Y.C. 

Root,  E.  D. 

Hotel  Jamestown  Bldg.,  Jamestown, 
N.Y. 

Rosenstein,  A.  I.  (Capt.) 

Station  Hosp.,  Ft.  Story,  Va. 
Rosenthal,  B.  J. 

96  Hart  St.,  Brooklyn,  N.Y. 


Ruby,  N. 

1331  E.  19  St.,  Brooklyn,  N.Y. 
Runsdorf,  H.  N. 

510  Elmwood  Ave.,  Brooklyn,  N.Y. 
Rutkowski,  C. 

Malone,  N.Y. 


S 

Sager,  R.  V. 

50  W.  96  St.,  N.Y.C. 

Samuelson,  C.  L. 

134  Washington  Ave.,  Endicott, 

N.Y. 

Scala,  E.  A. 

Suffern,  N.Y. 

Schantz,  B.  A.  (Capt.) 

Station  Hosp.,  Camp  Kilmer,  N.J. 
Schneck,  H. 

40  E.  10St.,  N.Y.C. 

Schneider,  M. 

1 S.  Broadway,  White  Plains,  N.Y. 
Schneider,  P.  M. 

State  Hosp.,  Rochester,  N.Y. 
Schutz,  S. 

187  E.  4 St.,  N.Y.C. 

Schwartz,  I.  R. 

1710  Avenue  H,  Brooklyn,  N.Y. 
Schwartz,  S.  (Capt.) 

O’Reilly  Gen’l  Hosp.,  Springfield, 
Mo. 

Shafiroff,  B.  G.  P. 

2902  W.  30  St.,  Brooklyn,  N.Y. 
Shoemaker,  E.  A. 
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Medical  Legislation 

The  following  bulletin  (No.  2)  was  issued  on  January  26  by  the  Legislative  Bureau  of 
the  Medical  Society  of  the  State  of  New  York. 


State  Legislation 


Bills  are  not  coming  in  as  rapidly  this  year  as 
in  some  previous  years  but  we  are  getting  our  share 
and,  without  doubt,  before  the  close  of  the  session 
we  shall  have  at  least  the  usual  amount  of  legislation 
to  consider.  We  hope  that  the  committees  will 
report  promptly  upon  the  bills  as  they  are  being 
sent  out  so  as  to  avoid  a clog  or  bottleneck  later 
on.  There  is  some  indication  that  the  two  houses 
may  dispose  of  legislation  a little  more  rapidly 
this  year.  We  shall  appreciate,  therefore,  a prompt 
report  of  your  comments  upon  the  bills. 

Among  the  bills  that  have  been  introduced 
which  we  shall  report  in  an  informational  way 
are  the  following: 

Both  houses  have  been  asked  to  extend  to  July 
1,  1944,  the  Health  Commissioner’s  authority  to 
embargo  milk  supplies  that  he  believes  to  be 
dangerous,  or  to  transfer  milk  from  one  plant 
to  another  to  prevent  sabotage  or  enemy  action. 

Several  bills  have  been  introduced  proposing 
extension  of  the  coverage  of  the  Workmen’s  Com- 
pensation Law.  They  would  include  farm  laborers, 
domestic  workers,  workers  in  restaurants,  bars, 
grills,  lunch  rooms,  and  luncheonettes,  as  well 
as  employees  of  municipal  corporations,  nonprofit 
associations  and  corporations — educational,  re- 
ligious, charitable  institutions;  chauffeurs  in 
New  York  City,  and  employers  with  fewer  than 
four  employees. 

New  Bills  Introduced 

Senate  Int.  206 — W.  J.  Mahoney;  Assembly  Int. 
279 — Kreinheder,  provides  that  license  to  practice 
physiotherapy  shall  not  permit  holder  to  administer 
drugs  and  [instead  of  or]  practice  medicine  except 
that  the  treatment  of  quarantinable  diseases  [instead 
of  diseases]  must  be  under  supervision  of  physician. 
Referred  to  the  Education  Committees. 

Comment:  Those  licensed  to  practice  physio- 

therapy under  the  law  have  not  been  trained  as 
physicians.  They  have  had  no  training  in  the 
diagnosis  of  diseases,  hence  would  not  be  in  a 
position  to  know  when  they  should  call  a physician 
to  assist  them  because  of  the  presence  of  a quar- 
antinable disease.  Unless  by  training  they 
would  be  able  to  diagnose  the  presence  of  a 
communicable  disease,  it  really  would  be  neces- 
sary for  them  to  have  the  assistance  of  a physi- 
cian’s opinion  in  every  case  they  take,  and  that 
is  exactly  what  the  law  provides  at  present.  If 
the  supervision  of  the  physician  is  removed, 
it  is  also  conceivable  that  they  could  do  a great 
deal  of  harm  by  treating  cases  of  unsuspected 
cancer  or  diabetes  or  heart  disease,  or  a number 
of  other  conditions  that  only  a physician  can 
discover  in  the  early  stages,  which  is  a most  im- 
portant period  in  the  progress  of  a disease.  This 
bill  is  definitely  not  in  the  interest  of  the  public 
welfare  and  should  not  be  enacted. 

Senate  Int.  278 — W.  J.  Mahoney;  Assembly  Int. 
335 — Mailler,  authorizes  Governor,  on  recommenda- 
tion of  State  Health  Commissioner,  to  designate 
emergency  health  and  sanitary  areas  when  in- 
adequacies of  medical  facilities  or  personnel  caused 
by  national  emergency  exist  in  any  area  in  State ; 


State  Health  Commissioner  to  cooperate  with  local 
health  and  welfare  agencies  and  employ  necessary 
medical  and  health  personnel.  Referred  to  Na- 
tional Defense  Committee  in  the  Senate  and 
Health  Committee  in  the  Assembly. 

Comment:  Certain  rural  areas  of  the  State 

are  suffering  for  lack  of  adequate  medical  care 
because  of  the  physicians’  going  into  service. 
There  are  very  few  such  areas  at  present,  but 
as  the  armed  services  increase  in  number  more 
and  more  physicians  will  be  required  and  there 
may  come  a time  when  it  will  be  necessary  to 
help  certain  communities  secure  physicians,  as  is 
now  the  case  in  some  other  states.  The  rapid 
growth  of  population  in  the  vicinity  of  permanent 
camps  and  war  industries  presents  a similar  prob- 
lem. Under  the  Procurement  and  Assignment 
Committee,  which  is  now  a part  of  the  War  Man- 
power Commission,  physicians  may  be  allocated 
to  such  areas  under  the  Federal  Government. 
This  bill  is  an  attempt  on  the  part  of  New  York 
State  to  assist  the  government  by  making  pro- 
visions of  its  own.  The  precautions  required 
seem  an  adequate  safeguard  to  the  development 
of  state  medicine.  In  the  first  place,  the  Gov- 
ernor must  declare  that  an  emergency  exists  in 
that  area  and,  with  the  assistance  of  the  Com- 
missioner of  Health,  he  can  then  locate  physicians 
as  they  may  be  needed.  The  arrangement  is 
just  for  one  year;  the  law  will  automatically 
expire  at  the  end  of  that  time  and  if  a longer 
period  is  required  it  must  be  reintroduced. 

Senate  Int.  301 — Young , provides  that  a town 
board  in  any  town  having  a town  physician  and 
containing  two  hamlets  separated  by  more  than 
twenty  miles  by  nearest  traveled  route,  may  estab- 
lish office  of  assistant  town  physician.  Referred 
to  the  Internal  Affairs  Committee. 

Comment:  Under  the  town  law  a town  has 
authority  now  to  establish  the  office  of  town 
physician  and  employ  a practicing  physician  on 
salary  if  there  is  not  a practicing  physician  in 
that  town.  This  amendment  would  give  the  town 
authority  to  employ,  in  addition,  an  assistant 
physician  where  two  or  more  adjacent  towns 
are  without  a physician. 

Senate  Int.  311 — Hampton;  Assembly  Int.  362 
— Emma , provides  that  no  manufacturer,  bottler, 
packer,  or  wholesaler  of  drugs  shall  sell  poisonous, 
deleterious,  or  habit-forming  drugs  or  medicines 
to  any  person,  firm,  or  corporation  not  registered 
by  State  Pharmacy  Board,  except  to  the  State, 
any  political  subdivision,  hospital  or  dispensary 
or  physician,  dentist,  or  veterinarian.  Referred 
to  the  Education  Committees. 

Comment:  This  bill  has  been  considered  in 

previous  years.  It  is  sponsored  by  the  New 
York  State  Pharmaceutical  Association  and  aims 
to  prevent  the  sale  of  habit-forming  durgs  by 
stores  other  than  licensed  drug  stores,  by  pro- 
hibiting the  manufacturer  or  wholesaler  from 
selling  the  drugs  to  such  stores. 

Senate  Int.  328 — Bewley;  Assembly  Int.  377 
— Whitney , provides  for  reasonable  personal  income 
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tax  deductions  for  unusual  medical  expenses,  in- 
cluding cost  of  childbirth,  for  life  insurance  pre- 
miums, and  for  exempting  dependents  over  eighteen 
years  of  age  in  full-time  attendance  in  an  ac- 
credited college  or  school.  Referred  to  the  Taxation 
Committees. 

Assembly  Int.  135 — Austin,  provides  for  removal 
and  destruction  of  ragweed  and  other  weeds  and 
plants  detrimental  to  public  health  on  determination 
of  municipal  board;  notice  and  opportunity  are 
given  owner  before  local  board  enters  property. 
Referred  to  the  Health  Committee. 

Assembly  Int.  333 — C.  D.  Williams,  authorizes 


State  Education  Board  until  January  1,  1944,  to 
license  without  examination  as  professional  nurse 
any  person  who  in  the  preceding  ten  years  lived  in 
and  practiced  nursing  in  the  State  and  was  unable 
to  meet  all  preliminary  or  professional  require- 
ments. Referred  to  the  Education  Committee. 

Assembly  Int.  334- — C.  D.  Williams,  provides  that 
during  and  until  one  year  after  discharge  from 
active  service  in  the  U.  S.  armed  forces  as  member 
of  medical,  hospital,  or  similar  unit,  applicant  may 
be  licensed  by  Education  Department  as  registered 
professional  nurse  upon  furnishing  satisfactory 
evidence.  Referred  to  the  Education  Committee. 


Federal  Legislation 


Several  bills  of  definite  importance  to  us  are 
pending  before  Congress: 

S.  345,  by  Mr.  Murdock,  of  Utah,  and  H.R. 
786,  by  Mr.  Tolan,  of  California,  would  include 
chiropractors,  together  with  ph3rsicians  and  osteo- 
paths, as  qualified  to  treat  cases  under  the  United 
States  Employees’  Compensation  Act.  Congress- 
man Tolan  had  this  bill  before  the  last  Congress 
but  could  not  get  it  out  of  Judiciary  Committee. 
The  bill  is  with  the  Judiciary  Committee  again  and 
we  suggest  that  you  write  to  your  congressman 
opposing  its  enactment. 

S.  400,  by  Mr.  Thomas,  of  Utah,  and  H.R. 
649,  by  Mr.  Bulwinkle,  of  North  Carolina,  provide 
for  the  reorganization  and  functions  of  the  Public 
Health  Service,  in  that  hereafter  the  Public  Health 
Service  in  the  Federal  Security  Agency  shall  con- 
sist of  the  office  of  the  Surgeon  General,  the  Na- 
tional Institute  of  Health,  the  Bureau  of  Medical 
Services,  and  the  Bureau  of  State  Services.  All 
of  the  functions  of  the  Public  Health  Service  are 


to  be  divided  among  these  four  divisions.  The 
chiefs  of  the  National  Institute  and  of  the  two 
Bureaus  shall  be  commissioned  medical  officers 
detailed  by  the  Surgeon  General  from  the  regular 
corps. 

Another  Bill,  S.  450,  by  Mr.  Pepper  of  Florida, 
provides  benefits  for  the  injury,  disability,  death, 
or  enemy  detention  of  civilians  and  for  the  pre- 
vention and  relief  of  civilian  distress  arising  out  of 
the  present  war.  Medical  benefits,  including 
doctor’s  and  nurse’s  services,  drugs  and  other 
medicines,  prosthetic  and  other  appliances,  hospitali- 
zation, and  other  reasonable  services  for  treatment 
and  care,  shall  be  provided. 

John  L.  Bauer 
Walter  W.  Mott 
Leo  F.  Simpson 
Committee  on  Legislation 
Joseph  S.  Lawrence 
Executive  Officer 


SUPPLIES  TO  COAST  GUARD 

Through  the  generosity  of  American  pharmaceutic 
and  specialty  houses,  the  Medical  and  Surgical  Relief 
Committee  of  America  was  able  to  ship  supplies 
valued  at  §10,000  during  December  to  the  U.S.  Coast 
Guard  and  to  first  aid  stations,  needy  hospitals,  and 
other  recognized  relief  agencies  in  the  United  States, 
Alaska,  and  allied  nations. 

Among  the  contributors  were:  Eli  Lilly  & Com- 


pany, New  York  City;  E.  R.  Squibb  & Sons,  New 
York  City;  Hynson,  Westcott  & Dunning,  Balti- 
more, Maryland;  Popper  & Klein,  Inc.,  New  York 
City;  McBride  Company,  Columbus,  Ohio;  M.  F. 
Patterson  Dental  Supply  Co.,  Des  Moines,  Iowa; 
Novocol  Chemical  Mfg.  Co.,  Brooklyn;  Tappan  Zee 
Surgical  Company,  Nyack,  New  York;  Westerfield 
Pharmacal  Co.,  Dayton,  Ohio. 


HEPVISC  IN  HYPERTENSION 


LOWERS  HIGH  BLOOD  PRESSURE 

Relieves  Hypertensive  Symptoms  • Prolongs  Hypotensive  Action 

Each  tablet  contains  a synergistic  combination  of  20  mg. 
Viscum  album,  60  mg.  desiccated  hepatic  substance  and  60  mg. 
desiccated  insulin-free  pancreatic  substance. 

Dosage  1-2  tablets  t.i.d.  Sample  on  request 

Available  in  bottles  of  50,  500  and  1,000  tablets. 

ANGLO-FRENCH  LABORATORIES,  INC 

75  VARICK  STREET,  NEW  YORK,  N.  Y. 
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AN  OLD  TIMER  CARRIES  ON! 


The  esteemed,  venerable  practitioner  is 
still  carrying  on!  In  many  instances,  our 
old  friends  are  coming  out  of  retirement 
to  fill  the  gaps  resulting  from  enlistment 
of  their  younger  colleagues  in  the  armed 
forces. 

Another  old  friend  and  veteran  in  the 
armamentarium  of  the  practitioner,  Ar- 
senoferratose,  is  also  carrying  on!  Mod- 
ern therapeutics  recognizes  the  value  of 
Arsenoferratose  in  the  treatment  of  the 
anemias  found  in  pregnancy,  parturition, 
lactation,  x-irradiation,  and  chronic 
hemorrhagic  and  iron  de- 
ficiency diseases. 

In  addition,  today’s  needs 
have  logically  extended  the 
indications  for  Arsenofer- 
ratose ...  To  counterbalance 


the  blood  changes  in  sulfa-drug  therapy 
. . . To  act  as  a replacement  factor  for 
blood  donors  . . . To  safeguard  against 
iron  deficiency  in  the  restricted  diets  of 
defense  workers. 

The  old  practitioner  specifies  Arseno- 
ferratose because  it  has  “proved  its 
metal”  in  many  years  of  service.  He 
knows  that  it  is  pleasant  to  take,  easily 
and  readily  assimilated,  and  decidedly 
non-irritating.  Arsenoferratose  serves  a 
dual  purpose— acting  as  an  efficient 
hematinic  and  as  a suitable  alterative. 
Its  palatability  makes  it  especially  suit- 
able for  children. 

ARSENOFERRATOSE 

HEMATINIC  AND  ALTERATIVE  OF  CHOICE 


Dosage:  One  to  three  teaspoonfuls,  2 or  3 times  daily,  with  meals.  Supplied: 
plain,  or  with  copper,  in  bottles  of  8 fluid  ounces;  in  tablets,  bottles  of  75. 

RARE 

Rare  Chemicals,  Inc.  flemington,  n.  j.  ~tm 

SAMPLE  AND  LITERATURE  WILL  BE  SENT  TO  PHYSICIANS  ON  REQUEST 
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Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selections  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


RECEIVED 


The  Hemorrhagic  Diseases  and  the  Physiology 
of  Hemostasis.  By  Armand  J.  Quick,  M.D.  Oc- 
tavo of  340  pages.  Springfield,  Charles  C.  Thomas, 
1942.  Cloth,  $5.00. 

Synopsis  of  Traumatic  Injuries  of  the  Face  and 
Jaws.  By  Douglas  B.  Parker,  M.D.  Duodecimo 
of  334  pages,  illustrated.  St.  Louis,  C.  V.  Mosby 
Co.,  1942.  Cloth,  $4.50. 

A Short  History  of  Cardiology.  By  James  B. 
Herrick.  Octavo  of  258  pages,  illustrated.  Spring- 
field,  Charles  C.  Thomas,  1942.  Cloth,  $3.50. 

Occupational  Tumors  and  Allied  Diseases.  By 

W.  C.  Hueper,  M.D.  Quarto  of  896  pages.  Spring- 
field,  Charles  C.  Thomas,  1942.  Cloth,  $8.00. 

Fractures.  By  Paul  B.  Magnuson,  M.D.  Fourth 
edition.  Octavo  of  511  pages,  illustrated.  Philadel- 
phia, J.  B.  Lippincott  Company,  1942.  Cloth, 
$5.50. 


Mental  Health  in  College.  By  Clements  C.  Fry 
M.D.  Octavo  of  365  pages.  New  York,  The 
Commonwealth  Fund,  1942.  Cloth,  $2.00. 

Ovarian  Tumors.  By  Samuel  H.  Geist,  M.D. 
Octavo  of  527  pages,  illustrated.  New  York,  Paul 
B.  Hoeber,  Inc.,  1942.  Cloth,  $10.50. 

Extra-Mural  Teaching  of  Preventive  Medicine 
and  Public  Health.  The  Medical  Bulletin  of  the 
University  of  Cincinnati,  Volume  IX.  By  Alfred 
Korach,  M.D.  Quarto  of  143  pages.  Cincinnati, 
University  of  Cincinnati,  1942.  Board. 

Infant  and  Child  in  the  Culture  of  Today.  By 
Arnold  Gesell,  M.D.,  and  Frances  L.  Ilg,  M.D. 
Quarto  of  399  pages,  illustrated.  New  York, 
Harper  & Brothers,  1943.  Cloth,  $4.00. 

The  1942  Year  Book  of  Industrial  and  Orthopedic 
Surgery.  Edited  by  Charles  F.  Painter,  M.D. 
Duodecimo  of  424  pages,  illustrated.  Chicago,  The 
Year  Book  Publishers,  1942.  Cloth,  $3.00. 


REVIEWED 


Demonstrations  of  Physical  Signs  in  Clinical 
Surgery.  By  Hamilton  Bailey,  F.R.C.S.  Eighth 
edition.  Octavo  of  336  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1942.  Cloth, 
$7.00. 

This  is  an  excellent  treatise  on  the  art  of  clinical 
surgical  diagnosis.  The  book  is  well  written,  pro- 
fusely illustrated  with  good  photographs,  and  fur- 
nishes an  excellent  review  of  most  of  the  problems 
one  is  apt  to  encounter. 

The  material  is  generally  arranged  according  to 
the  various  anatomic  sections  of  the  body  and  is 
tersely  presented.  Careful  reading  will  give  the 
surgeon,  the  general  practitioner,  or  the  medical 
student  a good  review  of  the  entire  subject  and  may 
bring  back  to  memory  many  important  facts  once 
learned  but  long  since  forgotten. 

In  this  era  of  complicated  laboratory  procedures, 
involving  even  simple  diagnostic  problems,  it  is 
very  refreshing  to  review  once  again  what  one  can 
do  by  judicious  employment  of  eyes,  hands,  ears, 
and  gray-matter. 

This  book  deserves  a place  in  the  library  of  any- 
one interested  in  clinical  surgical  problems. 

William  I.  Sheinfeld 

Diseases  of  Metabolism.  Detailed  Methods 
of  Diagnosis  and  Treatment.  A Text  for  the 
Practitioner.  Edited  by  Garfield  G.  Duncan, 
M.D.  Quarto  of  985  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1942.  Cloth, 
$12. 

It  is  the  opinion  of  the  reviewer  that  this  is  the 
best  book  on  the  subject  of  diseases  of  metabolism 
in  the  English  language.  Dr.  Duncan  himself  is 
responsible  for  the  presentation  of  the  material  on 
diabetes,  which  comprises  one-third  of  the  entire 
volume.  The  other  contributors  are  men  who  are 
all  experts  in  their  fields. 

The  metabolism  of  various  food  components, 
minerals,  water,  and  vitamins  is  discussed,  both  in 

372 


health  and  in  disease.  Then  come  detailed  discus- 
sions of  the  following  diseases  in  nutrition:  obesity, 
xanthomatoses,  gout,  hyperinsulinism,  and  di- 
abetes. The  subjects  are  all  complete  and  up  to 
date,  and  much  of  the  material  is  devoted  to  prac- 
tical therapeutics.  The  entire  book  is  clear  and 
well  written.  There  is  an  appendix  listing  foods  and 
their  composition,  and  there  are  also  tables  of  nor- 
mal weights.  One  of  the  best  chapters  is  that  by 
Peters  dealing  with  water  balance  in  health  and 
disease.  He  has  in  this  chapter  simplified  what  is 
ordinarily  an  extremely  difficult  subject  for  the 
practicing  physician  to  understand.  Dr.  Peters 
has  also  brilliantly  discussed  the  practical  signifi- 
cance of  disturbances  in  water  balance  in  many  of 
the  diseases  with  which  the  internist  is  confronted. 

This  volume  is  a good  reference  book  and  belongs 
on  the  desk  of  every  practicing  physician. 

William  S.  Collens 

The  Principles  of  Neurological  Surgery.  By 

Loyal  Davis,  M.D.  Second  edition.  Octavo  of 
503  pages,  illustrated.  Philadelphia,  Lea  & Febiger, 
1942.  Cloth,  $7.00. 

This  is  an  enlarged  and  revised  edition  of  the 
1936  publication  of  The  Principles  of  Neurological 
Surgery.  The  author’s  added  experience  with  a 
wide  variety  of  lesions  of  the  nervous  system  is  re- 
flected in  the  present  edition.  The  treatment  of 
tumors,  injuries,  and  infections  of  the  brain  and 
spinal  cord  and  their  coverings  is  well  discussed. 
Illustrative  case  histories  are  effectively  used 
throughout.  In  addition  there  are  chapters  devoted 
to  the  diagnosis  and  treatment  of  pain,  the  congenital 
anomalies  of  the  nervous  system,  the  lesion  that 
may  be  altered  by  surgery  on  the  sympathetic 
system,  and  a variety  of  disorders  less  frequently 
encountered  by  a neurologic  surgeon.  As  stated 
by  the  author,  the  subject  is  presented  in  an  ab- 
breviated form  in  order  that  the  present-day  knowl- 
| Continued  on  page  374] 
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Koromex  Set  Complete * provides  the  long  expressed  need  for  a compact  unit  con- 
taining the  three  important  items  used  for  approved  contraceptive  technique.  This 
attractive  and  strongly  built  case  is  identified  by  an  easily  removed  label,  conve- 
nient for  dispensing  or  prescription  purposes.  To  order  or  prescribe,  merely  write, 
“Koromex  Set  Complete.  Diaphragm  Size 

KOROMEX  D I A P H R AGM  — The  outstanding,  most  durable  diaphragm  made. 

Backed  by  the  most  extensive  record  in  clinical  use  ever 
attained  by  any  diaphragm.  In  special  sanitary  pouch. 

KOROMEX  TRIP  RELEASE  I NT  ROD  UC  E R-The  latest  development 
in  introducers.  Swivel  tip  facilitates  usage. 


KOROMEX  JELLY  and  H-R  EMULSION  C RE  A M-Both  prep- 
arations have  equally  high  spermicidal  value,  but  differ 
greatly  in  the  amount  of  lubrication  afforded.  A tube  of  each 
is  here  offered  so  the  patient  may  determine  for  herself  which 
type  of  preparation  better  meets  her  aesthetic  requirements 
and  her  personal  preferences. 


4c  Price  of  the  Koromex 
Set  Complete  is  only 
that  of  the  Koromex 
Diaphragm  and  the 
Koromex  Trip  Release 
Introducer. 


Holla  n4-Raritos 

c. 

551  FIFTH  AVENUE,  NEW  YORK,  N.  Y. 
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edge  concerning  the  surgical  treatment  of  certain 
diseases  of  the  nervous  system  may  be  made  readily 
available  to  a busy  general  practitioner. 

Jefferson  Browder 

Recent  Advances  in  Obstetrics  and  Gynaecology. 
By  Aleck  W.  Bourne,  M.A.,  and  Leslie  H.  Williams, 
M.D.  Fifth  edition.  Octavo  of  363  pages,  illus- 
trated. Philadelphia,  The  Blakiston  Company, 
1942.  Cloth,  $5.50. 

When  one  endeavors  to  record  in  textbook  form 
the  recent  advances  of  any  department  of  medicine, 
he  has  chosen  a big  job.  If  such  a writer  is  suc- 
cessful, however,  a very  helpful  instrument  for  those 
interested  is  the  result.  The  authors  of  the  fifth 
edition  of  Recent  Advances  in  Obstetrics  and  Gynae- 
cology, have,  as  usual,  turned  out  a very  helpful 
volume.  They  present  briefly  and  clearly  a r6sum6 
of  all  recent  material  that  is  of  permanent  value  in 
obstetrics  and  gynecology.  It  goes  almost  without 
saying  that  all  this  material  is  not  new.  On  the 
other  hand,  the  old  is  “polished  up”  and  thereby 
brought  up  to  date  so  that  the  reader  may,  with  a 
minimum  of  time,  review  the  subject  and  emerge 
well  informed.  Time  is  paramount  in  these  days  of 
“stress  and  strain”  and  “blessed  be  he”  who  can 
save  precious  time  and  give  up-to-date  information 
at  the  same  sitting. 

If  one  must  offer  specific  examples  of  “best  ma- 
terial” in  this  volume,  your  reviewer  would  mention 
in  the  division  on  obstetrics  Chapter  II  (“Post- 
natal Care”),  and  Chapter  VII  (“Radiology  in  Ob- 
stetrics”); in  gynecology  Chapter  XII  (“The  Sex 
Hormones”)  and  Chapter  XIII  (“Ovarian  Tum- 
ors”). 

This  small  volume  contains  much  valuable  in- 
formation. It  is  written  in  a terse,  flowing,  inter- 
esting style.  One  might  be  ultramodern  and  truth- 
fully say  “it  has  much  packed  in  little  space.” 

Harvey  B.  Matthews 

Clinics.  Volume  1,  No.  1,  June,  1942.  Edited 
by  George  M.  Piersol,  M.D.  Octavo  of  264  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott  Com- 
pany, 1942.  Paper,  Bi-monthly,  $12  per  year. 

With  this  issue,  the  International  Clinics  alters  its 
policy  and  name.  Henceforth  this  fine  publication 
will  be  named  Clinics  and  will  appear  every  two 
months  instead  of  every  four. 

The  present  number  concerns  itself  with  burns 
(Ravdin,  Harkins)  and  shock  (Rhoads,  Scull, 
Meakins). 

There  are  good  clinics  from  New  Orleans,  and  a 
good  review  from  Cincinnati  on  peripheral  blood 
vessels. 

Andrew  M.  Babey 

Cabot  and  Adams  Physical  Diagnosis.  Thir- 
teenth edition  by  F.  Dennette  Adams,  M.D. 
Octavo  of  888  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Company,  1942.  Cloth, 
$5.00. 

The  general  form  of  this  edition  follows  the  pre- 
vious one,  being  an  enlargement  of  the  standard, 
valuable  work  of  Richard  C.  Cabot,  a favorite  text 
of  many  students  and  practitioners  since  the  first 
edition  of  1900. 

The  plan  of  the  first  author  in  presenting  only 
the  subjects  with  which  he.  had  personal  ex- 
perience has  given  way  to  one  in  which  the  present 
author  has  drawn  also  upon  the  experience  of  his 
colleagues,  mainly  from  the  Massachusetts  General 
Hospital. 

A general  revision  has  been  made  of  many  sections, 
especially  those  on  the  mouth  and  teeth,  pulse, 
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heart  murmurs,  and  coronary  heart  disease.  There 
are  400  excellent  illustrations  to  clarify  the  text  of 
nearly  900  pages. 

W.  E.  McCollom 

Heredity,  Food,  and  Environment  in  the  Nutrition 
of  Infants  and  Children.  By  George  D.  Scott, 
M.D.  Octavo  of  778  pages.  Boston,  Chapman 
and  Grimes,  1942.  Cloth,  $5.00. 

This  is  by  far  the  most  satisfying  book  on  child 
nutrition  that  this  reviewer  has  seen  in  many  years. 

It  is  written  with  a plan  and  a purpose.  It  is 
original  throughout  in  every  way  and  is  not  to  be 
regarded  as  having  been  copied  from  various  refer- 
ences. Especially  commendable  are  the  detailed 
discussion  on  the  individual  food  articles,  pertinent 
facts  in  infant  nutrition,  and  various  phases  of 
metabolism. 

The  book  contains  a store  of  information  that  will 
prove  of  value  in  handling  feeding  problems  in  in- 
fants and  children. 

Furthermore,  it  may  be  recommended  to  medical 
men  as  well  as  to  students  of  nutrition.  We  believe, 
however,  that  it  is  a bit  too  academic  for  the  average 
parent  or  social  worker. 

Harry  Apfel 

Memorable  Days  in  Medicine.  A Calendar 
of  Biology  and  Medicine.  By  Paul  F.  Clark  and 
Alice  S.  Clark.  Octavo  of  305  pages,  illustrated. 
Madison,  University  of  Wisconsin  Press,  1942. 
Cloth,  $2.00. 

In  this  unusual  little  book  the  Clarks  have 
tabulated,  under  each  of  the  days  of  the  year,  the 
birthdays  and  deathdays  of  many  of  the  great 
figures  of  medicine  and  biology.  The  anniversaries 
of  many  great  achievements  in  the  field  of  medicine 
are  listed  as  well.  There  are  brief  biographies  and 
descriptions  and  numerous  small  but  well-chosen 
illustrations. 

This  volume  is  obviously  a labor  of  love,  and  the 
Clarks  have  succeeded  in  accomplishing  their  pur- 
pose admirably.  Many  persons  will  be  interested 
and  entertained  in  looking  up  the  events  which 
occurred  on  their  own  birthdays.  The  total 
achievement  is  minor  but  worth  while. 

Milton  Plotz 

Physicians’  Reference  Book  of  Emergency 
Medical  Service.  A Compilation,  Chiefly  from 
Medical  Literature,  Presenting  the  Practical  Ex- 
perience and  Lessons  Acquired  in  Handling  Civilian 
War  Casualties.  Octavo  of  268  pages.  New 
York,  E.  R.  Squibb  & Sons,  1942.  Paper. 

E.  R.  Squibb  & Sons  must  be  warmly  con- 
gratulated on  the  excellent  book  they  have  pub- 
lished for  the  medical  profession.  This  reference 
book  is  a compilation,  chiefly  from  British  and 
American  literature,  of  a vast  amount  of  useful 
information  on  the  management  of  civilian  war 
casualties.  There  are  three  sections;  one  on  pre- 
cautionary measures;  another  on  hospital  service; 
and  a final  extraordinary  chapter  on  the  manage- 
ment of  war  injuries.  The  latter  includes  excellent 
reviews  on  shock,  burns,  fractures,  crush,  and  blast 
injuries.  This  book  is  highly  recommended  to  all 
physicians. 

Andrew  M.  Babey 

Industrial  Surgery,  Principles,  Problems  and 
Practice.  By  Willis  W.  Lasher,  M.D.  Enlarged 
First  Edition.  Octavo  of  472  pages,  illustrated. 
New  York,  Paul  B.  Hoeber,  Inc.,  1942.  Cloth, 
$6.50. 

[Continued  on  page  376] 


New  Colloidal  Cream  Soap 

. . . a neutral,  effective  cleanser 

CREAM  OF  SOAP  is  neutral  (pH  7.5),  yet  is  one  of  the  most 
effective  skin  cleansing  agents.  Because  of  its  colloidal  form 
it  adsorbs  grease,  skin  wastes,  and  dirt.  It  is  rubbed  on  the  dry 
skin,  then  rinsed  off  with  water.  No  case  of  irritation  has  been 
observed  or  reported  when  used  as  a cleansing  adjunct  in  dermato- 
logical cases.  Unaffected  by  acid  skin  or  hard  water.  Leaves  the 
skin  soft,  smooth,  and  supple.  CREAM  OF  SOAP  is  accepted 
for  advertising  by  publications  of  the  A.M.A.  and  is  advertised 
to  physicians  only.  Retails  Si.  a jar.  Samples  to  physicians  on 
request. 

CREAM  OF  SOAP,  55  W.  16th  St.,  New  York,  N.  Y. 


GALATEST  goes  to  work  in 
WAR  FACTORIES! 


The  Medical  Departments  of 
leading  War  Industries  have 
been  sending  in  urgent  orders 
for  GALATEST  — the  dry  re- 
agent for  instantaneous  de- 
tection of  urine  sugar. 


Tests  made  at  these  plants 
must  be  done  with  maxi- 
mum speed  — accuracy 
— convenience . GALATEST 
has  ALL  these  qualifica- 
tions. 


ACCEPTED  FOR  ADVERTISING  IN  THE  JOURNAL  OF 
THE  AMERICAN  MEDICAL  ASSOCIATION 

SPEED  — Urine  sugar  test  in  30  seconds. 
ACCURACY-No  false  reactions. 

CONVENIENCE  — A single  drop  of  urine.  No  test 


tubes.  No  boiling. 


THE  DENVER  CHEMICAL  MFG.  COMPANY 

163  Varick  Street,  New  York,  N.  Y. 
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B R I O S C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


To  Physicians  joining  the 

ARMED  FORCES 

We  render  a complete  service  on  your  ac- 
counts receivable,  notifying  patients  of  your 
entry  in  U.  S.  armed  forces  and  tactfully  col- 
lecting whatever  amounts  are  due. 

Write  for  details. 

CRANE  DISCOUNT  CORPORATION 

230  W.  41st  St.  New  York 


TO  BURN  UP  FAT 

Prescribe  Lipolysin  in  obesity  to  stimulate 
oxidation  process  that  "burn  up”  fatty  tissue. 
A dependable  endocrine  product;  free  from 
dinitrophenol.  Tablets — bots  100;  Capsules 
— bots  50,  120;  Ampuls  — boxes  12.  Send 
for  literature,  Dept.  N,  Cavendish  Pharmaceu- 
tical Corp.,  25  West  Broadway,  New  York. 

LIPOLYSIN 

MALE  FEMALE 
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This  is  a comprehensive  work,  having  been 
brought  completely  up  to  date.  Every  conceivable 
type  of  injury,  particularly  as  it  relates  to  industry 
and  compensation,  is  discussed  in  detail. 

When  necessary  to  understand  the  problem 
better,  sufficient  pathology  is  introduced  to  make 
the  discussion  easily  understood.  In  addition  to 
discussion  of  the  more  common  trauma  to  the  ex- 
tremities, there  are  excellent  chapters  dealing  with 
cranial  injuries,  abdominal  injuries,  and  hernia. 

In  the  last  chapter  chemotherapy  and  dehydra- 
tion are  discussed.  This  book  is  highly  recom- 
mended for  the  general  practitioner  as  well  as  for 
the  surgeon.  It  is  timely  that  it  appears  now  when 
the  physician  may  be  called  upon  to  care  for  sur- 
gical conditions  resulting  from  accidents  which  will 
occur  incidental  to  the  ever-increasing  employment 
in  the  industries  associated  with  the  war  production 
program. 

Merrill  N.  Foote 

American  Surgeon  Abroad.  By  Richard  A. 
Leonardo,  M.D.  Octavo  of  235  pages,  illustrated. 
New  York,  Froben  Press,  1942.  Cloth,  $2.50. 

The  premise  of  this  book  is  the  advantages  of  a 
European  postgraduate  course  in  preparation  for  a 
career  in  surgery.  The  author  made  trips  to  vari- 
ous clinics  in  Europe  in  1924,  1925,  1936,  and  1938, 
spending  most  of  his  time  in  Vienna  and  Budapest. 
“In  Hungary  in  one  year’s  time  I obtained  more 
postgraduate  surgery  than  would  have  been  pos- 
sible in  two  or  more  years  in  a surgical  residency 

in  my  home  city ” (The  doctor  comes  from 

Rochester,  New  York.) 

The  book  is,  however,  really  a medical  travelog, 
with  enough  historical  and  political  references  to 
add  to  its  local  interest.  There  are  repeated  de- 
scriptions of  the  fine  courses  in  surgical  pathology 
and  operative  surgery  on  cadavers.  It  is  evident 
that  the  day  of  independent  surgery  on  living  pa- 
tients by  nonresident  surgeons  from  outside  the 
homeland  is  over,  as  witness  the  laws  passed  by 
Hungary  in  1936.  The  illustrations  are  essentially 
photographs — yes,  signed  photographs,  of  the  dis- 
tinguished teachers  under  whom  Dr.  Leonardo  was 
privileged  to  study. 

For  comparative  study  in  the  approach  to  train- 
ing in  surgery  a book  published  in  late  1942,  The 
Making  of  a Surgeon , by  Dr.  Ernest  V.  Smith,  will 
deserve  a reading.  Dr.  Smith  stresses  the  surgical 
residency  in  some  large  American  center — in  his 
case  the  Mayo  Clinic. 

Joseph  Raphael 

Sulfanilamide  and  Related  Compounds  in  Gen- 
eral Practice.  By  Wesley  W.  Spink,  M.D.  Octavo 
of  374  pages.  Chicago,  The  Year  Book  Publishers, 
1942.  Cloth,  $3.00. 

The  same  high  standard  of  the  first  edition  is 
maintained  in  this  latest  edition  of  the  volume  on 
chemotherapy  by  Dr.  Wesley  Spink  of  Minnesota. 
It  is  brought  up  to  date  with  facts  on  the  less  well- 
known  “intestinal  disinfectants,”  and  is  sprinkled 
with  good  case  studies  that  illustrate  salient  facts 
of  treatment.  It  is  an  excellent  book. 

Andrew  M.  Babey 

Contraception  and  Fertility  in  the  Southern 
Appalachians.  By  Gilbert  W.  Beebe,  Ph.D.  Octavo 
of  274  pages.  Baltimore,  Williams  & Wilkins 
Company,  1942.  Cloth,  $2.50. 

Although  this  book  concerns  itself  chiefly  with  the 
population  of  the  southern  Appalachians,  other 
areas  are  incorporated  in  the  study  in  order  to  en- 
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able  one  to  draw  more  general  conclusions  and  hence 
to  augment  its  intrinsic  value. 

The  book  is  written  in  an  interesting  fashion,  and 
the  author  avoids  the  usage  of  many  complicated 
biologic  terms.  Dr.  Beebe  is  successful,  also,  in 
conveying  a consistent  pattern  of  thought  in  which 
he  shows  that  variation  in  fertility  is  mainly  a result 
of  birth  control. 

The  volume  is  timely,  well  written,  and  concrete. 

S.  L.  Siegler 


Surgical  Pathology.  By  William  Boyd,  M.D. 
Fifth  edition.  Octavo  of  843  pages,  illustrated, 
Philadelphia,  W.  B Saunders  Company,  1942. 
Cloth,  $10. 

This  fifth  edition  of  Boyd’s  Surgical  Pathology 
has  been  thoroughly  revised  in  text  and  illustrations. 
To  quote  from  its  preface,  “new  subject  matter  in- 
cludes head  injuries,  wound  infections,  anaerobic 
streptococcal  infections  of  the  skin,  burns,  dermato- 
fibrome,  Hurthle  cell  tumor,  duodenitis,  chronic 
ulcerative  colitis,  liver  death,  bile  peritonitis,  pyelo- 
nephritis in  relation  to  arterial  hypertension,  acid 
phosphatase  in  carcinoma  of  the  prostate,  inter- 
stitial endometrioma,  plasma  cell  mastitis,  fibrosing 
adenomatosis  of  the  breast,  osteomyelitis  of  the 
frontal  bone,  Arnold-Chiari  malformation,  skeletal 
lipoid  granulomatosis,  injuries  and  tumors  of  the 
nerves,  synovial  sarcoma,  Ollier’s  disease,  Morguio’s 
disease,  osteoid-osteoma,  reticulum  sarcoma,  lipo- 
sarcoma  and  eosinophilic  granuloma  of  bone.” 

There  has  been  included  the  surgical  pathology 
of  the  middle  ear  and  the  thorax.  The  reviewer  feels 
that  this  may  be  convenient  for  the  surgeon  and 
perhaps  flattering  to  the  specialist,  but  after  all 
the  thoracic  organs  are  parts  of  systems  and  should 
be  treated  as  such  rather  than  in  a sketchy  few 
pages. 

To  those  who  are  familar  with  the  previous  edi- 
tions of  this  work,  there  is  no  need  to  extol  the  ex- 
cellence of  it.  However,  to  those  who  are  not, 
the  reviewer  sincerely  suggests  that  they  immedi- 
ately acquaint  themselves  with  it.  For  the  surgeon 
and  the  pathologist  it  contains  a wealth  of  neces- 
sary information,  and  for  the  general  practitioner 
and  the  student  it  presents  an  admirable  picture 
of  surgical  pathology  of  today. 

Max  Lederer 


Superior  Children  Through  Modern  Nutrition. 

How  to  Perfect  the  Growth  and  Development  of 
Your  Children  from  Birth  to  Maturity.  By  I. 
Newton  Kugelmass,  M.D.  Octavo  of  332  pages. 
New  York,  E.  P.  Dutton  & Company,  1942.  Cloth, 
$3.50. 

During  the  past  decade  there  has  been  a growing 
tendency  to  feed  and  handle  children  from  a group 
standpoint.  This  has  come  about  through  the 
establishment  of  more  and  more  well-baby  clinics. 
Since  in  many  instances  these  clinics  have  become 
overcrowded,  babies  usually  have  to  fit  the  formulas 
and  routine  used  in  these  clinics.  In  other  words, 
the  baby  has  been  lost  sight  of  as  an  individual  and 
as  a composite  whole.  Therefore,  this  book,  written 
for  parents  who  have  infants  and  children  to  rear, 
stresses  individualization  as  to  diet  and  all  other 
phases  of  health  routine. 

The  scientific  selection  of  food  to  make  up  a nor- 
mal dietary  is  well  handled  in  this  volume. 

After  reading  the  book,  it  should  be  easy  for  one 
to  figure  out  a well-balanced  diet  even  in  these  days 
when  rationing  is  becoming  a problem. 

Thurman  B.  Givan 
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KNOX  GELATINE 

Recommended  by  Physicians 
for  special  dietaries  in  treatment  of: 


...  Peptic  Ulcer  ...Reducing 
...Diabetes  ...Convalescence 

...Colitis  ...Infant  Feeding 

...Debility 

caused  by  lack  oj  adequate  protein 

NOTE*  Knox  Gelatine  should  not  be  confused 
with  ready-flavored  gelatine  dessert  powders. 
They  are  only  about  Vs  protein,  mostly  acid- 
flavored.  Knox  is  all  gelatine,  no  sugar... a pure 
wholesome  protein.  Contains  7 of  the  10  essen- 
tial protein  parts. 

If  you  would  like  information,  reprints 
or  suggested  recipes  for  any  of  the 
above,  simply  check  the  subjects,  clip 
this  ad  to  a prescription  blank  and 
mail  to  Knox  Gelatine,  Dept.  474, 
Johnstown,  N.  Y. 

I 


nascent  OXYGEN 

i.,  DRESSINGS 

CLINICALLY  TESTED*  As  a surgical  dress- 
ing: gauze,  saturated  with  STA-O-GEN  (a) 
does  not  adhere  to  wounds  (b)  reduces  dis- 
charge (c)  eliminates  unpleasant  odor  (d) 
wounds  heal  faster  and  appear  healthier  (e) 
dressings  are  easily  applied,  continue  effec- 
tive longer  and  cause  no  burning  or  pain 
when  changed  (f)  there  is  no  irritation  of 
the  skin  about  the  wound  edge  (g)  the 
product  is  stainless. 

STA-O-GEN  is  a bland  ozonide  of  olive  oil. 
On  application,  it  releases  nascent  oxygen 
continuously  for  hours  — deodorizing,  ger- 
micidal, fungicidal,  healing.  Available  in 
Liquid  or  Ointment  form.  Liquid  also  in 
capsules  (Vag-I-Caps)  for  leukorrhea.  Drug- 
gists may  obtain  from  any  jobber.  Latimer 
Laboratory,  Inc.,  41  E.  21  Street,  N.  Y.  C. 
•Cowett:  Meet.  N.Y.  Proc.  Soc.— Apr.  15,  1942 

STA-O-GEN 

SAFE  * SIMPLE  • SOUND 
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New  York  County  Medical  Societies 


TOTAL  MEMBERSHIP— FEBRUARY  15,  1943-18,517 

■ 


County  President 


Secretary 


Treasurer 


Albany M.  0.  Barrett Albany 

Allegany H.  K.  Hardy Rushford 

Bronx M.  Cohen Bronx 

Broome E.  R.  Dickson ....  Binghamton 

Cattaraugus  . . H.  C.  Allen Gowanda 

Cayuga B.  L.  Cullen Auburn 

Chautauqua.  . C.  O.  Lindbeck.  . . .Jamestown 

Chemung.  . . .F.  S.  Hassett Elmira 

Chenango W.  P.  Elliott New  Berlin 

Clinton S.  Mitchell Plattsburg 

Columbia . . . . C.  L.  Schultz Philmont 

Cortland H.  Frail Marathon 

Delaware.  . . .F.  Brooks Delhi 

Dutchess E.  A.  Stoller Poughkeepsie 

Erie H.  F.  R.  Brown Buffalo 

Essex S.  A.  Volpert Lake  Placid 

Franklin F.  B.  Trudeau . . . Saranac  Lake 

Fulton A.  R.  Wilsey Gloversville 

Genesee W.  B.  Manchester. . . .Batavia 

Greene N.  S.  Cooper Athens 

Herkimer.  . . .B.  G.  Shults Herkimer 

Jefferson S.  E.  Simpson Watertown 

Kings J.  J.  Gainey Brooklyn 

Lewis D.  J.  O’Connor Croghan 

Livingston ... . W.  B.  Turney Avon 

Madison J.  W.  Thro Hamilton 

Monroe G.  K.  Collier Rochester 

Montgomery. . N.  T.  Lombardi . . . Amsterdam 

Nassau E.  N.  Whitcomb 

Port  Washington 

New  York . . . . J.  S.  Kenney. . . New  York  City 


Niagara F.  W.  Barry Lockport 

Oneida B.  F.  Golly Rome 

Onondaga. . . . H.  C.  Yeckel Syracuse 

Ontario A.  S.  Taylor Clifton  Springs 

Orange E.  R.  Van  Amburg . . Pine  Bush 

Orleans J.  S.  Roach Medina 

Oswego W.  F.  Fivaz Fulton 

Otsego M.  C.  Halleck Worcester 

Putnam W.  P.  Kelly Carmel 

Queens J.  Werne Jamaica 

Rensselaer . . . A.  J.  Hull Troy 

Richmond. . . .H.  L.  Halbert. . . Tompkinsville 

Rockland M.  R.  Hopper Nyack 

St.  Lawrence.  .F.  E.  Clark Ogdensburg 

Saratoga M.  D.  Duby Schuylerville 

Schenectady.  .W.  F.  Nealon Schenectady 

Schoharie . . . . R.  G.  S.  Dougall ....  Cobleskill 

Schuyler J.  W.  Burton ....  Mecklenburg 

Seneca R.  E.  Wallace Seneca  Falls 

Steuben S.  H.  Bean Addison 

Suffolk A.  M.  Baker Lindenhurst 

Sullivan R.  S.  Breakey. .....  Monticello 

Tioga J.  B.  Schamel Waverly 

Tompkins . . . . J.  N.  Frost Ithaca 

Ulster J.  S.  Taylor Kingston 

Warren B.  Diefendorf Glens  Falls 

Washington . . G.  M.  Casey Hudson  Falls 

Wayne R.  Sheldon Lyons 

Westchester . . G.  C.  Adie New  Rochelle 

Wyoming.  . . .G.  A.  McQuilkin Varysburg 

Yates A.  W.  Holmes Penn  Yan 


H.  L.  Nelms Albany 

E.  B.  Perry Belfast 

H.  Friedland Bronx 

V.  W.  Bergstrom . Binghamton 

L.  E.  Reimann . . . Franklinville 

L.  W.  Sincerbeaux Auburn 

E.  Bieber Dunkirk 

J.  H.  Burke,  Jr Elmira 

J.  H.  Stewart Norwich 

T.  A.  Rogers Plattsburg 

L.  J.  Early Hudson 

W.  A.  Wall Cortland 

E.  Danforth Sidney 

A.  A.  Rosenberg . Poughkeepsie 

L.  W.  Beamis Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

L.  Tremante Gloversville 

P.  J.  Di  Natale Batavia 

W.  M.  Rapp Catskill 

F.  C.  Sabin Little  Falls 

C.  A.  Prudhon Watertown 

B.  M.  Bernstein Brooklyn 

H.  E.  Chapin Lowville 

G.  E.  Murphy Mt.  Morris 

F.  Ottaviano Onedia 

C.  S.  Lakeman Rochester 

P.  J.  Lucas Amsterdam 

E.  K.  Horton . Rockville  Centre 

B.  W.  Hamilton . . New  Y’k  City 

C.  M.  Brent Niagara  Falls 

J.  J.  Witt Utica 

F.  N.  Marty Syracuse 

D.  A.  Eiseline Shortsville 

E.  C.  Waterbury.  . .Newburgh 

J.  Dugan Albion 

H.  F.  McGovern Fulton 

M.  F.  Murray Cooperstown 

G.  W.  Vink Carmel 

E.  A.  Wolff Forest  Hills 

R.  E.  Mussey Troy 

H.  Friedel Stapleton 

A.  N.  Selman. . . .Spring  Valley 
R.  J.  Reynolds Potsdam 

M.  J.  Magovern 

Saratoga  Springs 

N.  H.  Rust Scotia 

D.  R.  Lyon Middleburg 

O.  A.  Allen Watkins  Glen 

F.  W.  Lester Seneca  Falls 

R.  J.  Shafer Corning 

E,  P.  Kolb Holtsville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

W.  Wilson Ithaca 

C.  L.  Gannon Kingston 

M.  Maslon Glens  Falls 

D.  M.  Vickers Cambridge 

T.  C.  Hobbie Sodus 

H.  E.  McGarvey . . . Bronxville 

G.  W.  Nairn. Warsaw 

R.  F.  Lewis Penn  Yan 


F.  E.  Vosburgh Albany 

D.  Grey Belfast 

S.  Epstein Bronx 

B.  L.  Matthews. . .Binghamton 
L.  E.  Reimann . . . Franklinville 

L.  H.  Rothschild Auburn 

F.  J.  Pfisterer Dunkirk 

M.  F.  Butler Elmira 

J.  H.  Stewart Norwich 

T.  A.  Rogers Plattsburg 

L.  J.  Early Hudson 

B.  R.  Parsons Cortland 

E.  Danforth Sidney 

A.  A.  Rosenberg . Poughkeepsie 

R.  M.  DeGraff Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

A.  H.  Sarno Johnstown 

P.  J.  Di  Natale Batavia 

M.  H.  Atkinson Catskill 

A.  L.  Fagan Herkimer 

L.  E.  Henderson . . . Watertown 

I.  E.  Siris Brooklyn 

H.  E.  Chapin Lowville 

G.  E.  Murphy Mt.  Morris 

J.  D.  Boyd Chittenango 

J.  L.  Norris Rochester 

M.  T.  Woodhead . . Amsterdam 

E.  K.  Horton . Rockville  Centre 

F.  Beekman . . . New  York  City 

G.  C.  Stoll Niagara  Falls 

H.  D.  MacFarland Utica 

I.  H.  Blaisdell Syracuse 

D.  A.  Eiseline Shortsville 

E.  C.  Waterbury . . . Newburgh 

J.  Dugan Albion 

H.  F.  McGovern Fulton 

P.  von  Haeseler. . . Gilbertsville 

F.  C.  Genovese Patterson 

J.  J.  Sheehy Hollis 

F.  J.  Fagan Troy 

C.  J.  Becker St.  George 

D.  Miltimore Nyack 

L.  T.  McNulty Potsdam 

W.  J.  Maby Mechanicville 

A.  S.  Grussner. . . .Schenectady 

D.  L.  Best Middleburg 

O.  A.  Allen Watkins  Glen 

F.  W.  Lester Seneca  Falls 

R.  J.  Shafer Corning 

G.  A.  Silliman Sayville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

W.  Wilson Ithaca 

C.  B.  Van  Gaasbeek.  .Kingston 

M.  Maslon Glens  Falls 

C.  A.  Prescott . . . Hudson  Fnlls 

T.  C.  Hobbie Sodus 

W.  A.  Newlands Ossining 

G.  W.  Nairn Warsaw 

R.  F.  Lewis Penn  Yan 
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PARK  AVENUE  • 49th  to  50th  • NEW  YORK  * 

* 

***********:**************:***** 


THE  WALDORF-ASTORIA  t 


.H  fai  {oconomy-  * 

No  servant  problem. ..no  long-term  commitments... 
safe...cehtrally  located.. .restful.  Special  rates  for  long  * 

periods.  Group  facilities  for  4 or  5,000  persons.  * 


in. 

w 

L 

Jwopin 

cough. 

Elixir  Bromaurate 


I 


GIVES  EXCELLENT  RESULTS 

Cuts  short  the  period  of  the  illness  and  relieves  the  distressing  spasmodic  cough.  Also  valuable  In 
other  Persistent  Coughs  and  in  Bronchitis  and  Bronchial  Asthma.  In  four-ounce  original  bottles. 
A teaspoonful  every  3 to  4 hrs. 

GOLD  PHARMACAL  CO.  NEW  YORK  CITY 


TUBERCULOSIS  AND  THE  WAR— CANADA 


The  fall  in  the  death  rate  from  tuberculosis  in 
Canada,  which  has  been  so  evident  for  the  past 
quarter  of  a century,  has  occasioned  in  some 
quarters  a false  sense  of  security.  Nothing  could 
be  more  unsound  or  misleading.  A disease  that 
kills  nearly  6,000  of  the  population,  leaves  at 
least  30,000  incapacitated,  and  costs  the  country 
directly  at  least  $8,000,000,  annually,  is  still  a 
formidable  enemy  and  a major  public  health 
problem. 

If  control  of  tuberculosis  is  to  be  maintained  in 
wartime,  tuberculosis  services  must  be  con- 
tinued, problems  that  arise  as  a result  of  the  war 
must  be  attacked  and  advantage  taken  of  war- 
time case-finding  projects.  Case  finding  has  kept 
ahead  of  treatment  facilities,  which  have  been 
inadequate,  and  until  both  are  developed  to  a 
greater  degree,  control  of  tuberculosis  is  still 
hidden  in  the  future. 

Two  of  the  most  important  phases  of  case- 
finding services  available  are  (1)  for  the  general 
practitioners  to  provide  an  early  diagnosis,  since 


this  is  still  the  greatest  source  of  cases,  and  (2) 
examination  of  contacts,  the  next  greatest 
source. 

Two  opportunities  have  presented  themselves 
as  a result  of  the  war:  the  x-ray  examination  of 
all  recruits  for  the  armed  forces,  and  case-finding 
projects  among  industrial  workers,  particularly 
in  war  industries.  Tuberculosis  is  two  and  a 
half  times  as  great  in  industry  as  in  the  general 
population.  Therefore,  the  control  of  tuber- 
culosis is  an  important  phase  of  industrial  hy- 
giene. 

Emphasis  is  being  placed  on  retaining  the  open 
case  of  tuberculosis  in  sanatoria.  Every  patient 
who  leaves  against  advice  represents  a weakness 
in  the  tuberculosis  control  system.  The  factors 
involved  should  be  carefully  analyzed  and  every 
way  possible  must  be  sought  to  remedy  condi- 
tions in  institutions  to  offset  this  failure  in 
efficient  segregation. 

The  Control  of  Tuberculosis  in  Wartime,  G.  J. 
Wherrett,  Can.  Public  Health  Jour.,  Sept.,  19J+2. 


To  Assure  Quick  Dependable  Response 

Discriminating  Physicians  are  Prescribing 

the  easily  soluble 


DUB  IN  JUSIINOJPDYDDIN 

Jheophyllirie.  - SthyleitjeiiiaiTtuve 


MEDICAL 
ASSN.  | 


American  Made  from  American  Materials 


H.  E.  DUBIN  LABORATORIES 

250  E.  43rd  St.  '"corporated  New  Yorkf  N.  Y. 
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Hospitals/® 

u t c o n « Treatments^ 


CHARLES  B.  TOWNS  HOSPITAL 

Serving  the  Medical  Profession  for  over  40  years 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

Definite  Treatment  • Fixed  Charges  • Minimum  Hospitalization 

293  Central  Park  West,  New  York  Hospital  Literature  Telephone:  SChuyler  4-0770 


ANOTHER  **-.-!!!  CONFERENCE 


“I  hate  most  conferences,”  begins  a booklet 
distributed  by  Hammermill  Paper  Co.  on  how  to 
harness  a conference,  by  Don  Herold,  “but  you  gotta 
have  ’em.” 

“I  have  sat  in  many  a business  conference  and 
squirmed  in  pain  at  the  spectacle  of  so  many  high- 
powered,  high-salaried  men  fiddling  their  time  away 
so  foolishly.  A conference  can  often  get  nowhere 
faster  than  any  other  form  of  human  cooperative 
effort.  ‘Mr.  B is  in  conference’  has  almost  be- 

come the  standard  joke  for  the  funny  papers  when 
they  wish  to  kid  the  American  business  man. 

“But  conferences  are  necessary,  and  they  will 
always  have  to  be  held,  and  some  of  them  move  fast 
and  get  things  accomplished.  There  is  no  reason 
why  12  men  in  a room  should  add  up  dumber  than 
any  one  of  the  12.  Twelve  men  in  a room  ought  to 
be  at  least  12  times  as  smart  as  any  one  of  them. 
If  managed  the  right  way,  12  men  in  a room  should 
stimulate,  rather  than  nullify,  each  other.  That 
is  the  ideal  for  a conference. 

“But  conferences  first  have  to  lick  their  reputation 
for  futility.  If  the  participants  in  a conference  come 
with  an  attitude  that  it  is  going  to  be  ‘just  another 
conference/  it  will  be  just  that. 

“How  can  conferences  be  harnessed?  How  can 
their  brain-power  be  diverted  from  doodling  to  do- 
ing? This  booklet  does  not  promise  to  galvanize  all 
conferences  into  efficient  action.  But  it  will  strug- 
gle to  suggest  a few  ideas  which  may  help  make  con- 
ferences better.” 

Some  of  the  ideas  recommended  by  the  author 
suggested  more  writing  and  less  talking  in  connec- 
tion with  every  conference — the  use  of  printed  forms 
because  they  help  conferences  to  get  down  to  real 
business,  instead  of  monkey-business — time  should 


be  given  to  those  called  into  conference  to  avoid  dis- 
ruption of  everybody’s  routine  work — “conference 
calling  forms”  should  give  advance  notice  of  the  sub- 
ject or  subjects  to  be  discussed  so  the  victims  will 
have  some  chance  of  thinking  ahead — keep  confer- 
ences brief,  the  shorter  they  are  the  better  the  result 
— and  check  back  after  a conference  to  see  if  the 
things  certain  people  were  supposed  to  do,  were  done. 

As  a closing,  the  author  gives  these  odds  and  ends 
on  conferences:  “A  special  file  folder  on  each  confer- 
ence may  be  a good  idea.  In  this  can  go  carbons  of 
advance  notices,  memos  on  the  conference,  follow- 
up memos  on  correspondence,  reports  on  progress, 
etc. 

“Writing  pads  and  pencils  should  be  ready  on  the 
table.  And  of  course  a suitable  supply  of  ash  trays. 

“Oh,  yes,  phone  calls!  Keep  them  out  of  the 
room,  if  you  can.  Arrange  to  have  messages  taken 
and  call-backs  promised,  if  necessary.  Keep  you* 
conference  on  the  beam!” 


TAKE  A SLOGAN 

To  “get  there  fustest  with  the  mostest  men”  has 
had  a great  revival  in  the  news  of  the  present  world 
melee.  “To  little — too  late”  probably  inspired  the 
Greater  Boston  United  War  Fund’s  “Give  enough — 
soon  enough!” 

Not  a bad  phrase  for  a medical  practice,  for  given 
enough  attention — soon  enough,  almost  any  case  of 
illness  is  easily  remedied. 

“Give  until  it  hurts”  might  do  for  a fund  raising 
job,  but  never  in  this  world  for  a doctor.  Imagine  a 
physician  (or  a dentist)  using  this  phrase  as  a driv- 
ing force! 


THE  MAPLES  INC.,  ROCKVILLE  CENTRE,  L.  I. 

A sanitarium  especially  for  invalids,  convalescents,  chronic  patients, 
post-operative,  special  diets,  and  body  building.  Six  acres  of  land- 
scaped lawns.  Five  buildings  (two  devoted  exclusively  to  private 
rooms).  Resident  Physician.  Rates  $18  to  $35  Weekly 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


LOUDEN-KNICKERBOCKER  HALL1" 

81  LOUDEN  AVENUE  Tel.  Amity ville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL 

diseases. 

Full  information  furnished  upon  request 
JOHN  F.  LOUDEN  JAMES  F.  VAVASOUR,  M.D. 

President  Physician  in  Charge 

New  York  City  Office,  67  West  44th  St.,  Tel.  VAnderbilt  6-3732 
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In  spite  of  many  conjectures  that  something  will 
be  done  to  curtail  civilian  rail  traffic,  the  Office  of 
Defense  Transportation  recently  expressed  openly  an 
opposition  to  all  plans  for  rationing  travel  on  our 
railroads. 

The  principal  weakness  of  all  transportation  ra- 
tioning schemes  involves  the  complexity  of  railroad 
travel — the  thousands  of  ticket  offices  and  millions 
of  travelers  which  would  require  tremendous  ad- 
ministrative rationing  machinery. 

No  democratic  country  has  ever  worked  out  a 
satisfactory  plan.  Great  Britain  has  rejected  a 
travel  permit  system  during  the  war  because  of  its 
complexity,  its  demands  on  manpower  for  adminis- 
tration, and  the  inconvenience  and  delay  it  would 
create  for  those  who  must  travel  on  necessary 
business. 

During  1941,  the  railroads  carried  254,000,000 
persons,  exclusive  of  commuters.  With  the  increase 
last  year  to  probabty  400,000,000,  the  ceiling  has 
probably  been  reached.  If  the  railroads  were  able 
to  manage  that  job,  it  will  be  able  to  continue  doing 
so — barring  fuel  problems. 


COMPARED  TO  THOSE,  MEDICAL 
WORDS  ARE  ABC 

A distributor  who  is  a hawk  for  the  unusual  sent 
a folder  to  his  prospective  customers  with  the  follow- 
ing fantastic  words : 

Hottentottenpotentatentatenattentaeter 

This  word  of  38  letters  means  “Hottentot  Poten- 
ate’s  Aunt’s  Assassin,”  and  the  saying  of  it  was  used 
as  a test  of  drunkenness  by  the  Berlin  police  force  in 
Germany  (before  Hitler  undoubtedly).  If  you  can 
say  it,  you  are  sober. 

Chargoggagoggmanchaugagoggchaubunagunga- 

maug 

This  word  of  43  letters  is  the  old  Indian  name  of 
Webster  Lake  in  Massachusetts.  It  is  possible  that 
Noah  Webster  took  all  the  letters  to  be  found  in  his 
dictionary  out  of  this  name. 

Llanf  airp  wllg  wy  ngy  llgogery  ch  wyrndro  bwllllandy- 
siliogogogoch 

This  word  of  58  letters  is  the  name  of  a town  in 
North  Wales  and  it  is  said  to  be  the  longest  name  in 
any  language.  Translated  it  means  “Church  of  St. 
Mary  in  a hollow  of  white  hazel,  near  to  a rapid 
whirlpool  and  to  the  St.  Tysilio’s  Church  near  to  a 
red  cave.”  When  the  railroad  train  arrives  at  this 
town,  the  conductor  announces,  “If  there’s  anybody 
here  for  there — this  is  it.” 

But,  says  the  distributor,  here  is  the  longest  word 
in  the  English  language: 

Emeredithterrymanufacturersrepresentative  i s n o w - 
locatedintheempirestatebuildingnewyorkcity 


A LESSON  IN  ANATOMY 

You  have  to  work  65  face  muscles  to  frown  . . . 
and  only  12  to  smile. 

Why  work  overtime? 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postop- 
erative,  aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  ner- 
vous and  backward  children.  Physicians'  treatments  rig 
idly  followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden,  Ave.,  Amity  ville,  N.  Y.,  Tel:  1700,  1,  2 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Chargy 


CREST  VIEW 

SANITARIUM  GREEI??3ICH 

For  Nervous,  Mildly  Mental,  Digestive  and  Cardio- 
f vascular  cases,  and  special  care  for  ELDERLY 
PATIENTS.  Quiet,  refined,  homelike.  2 5 miles  from 
N.  Y.  City.  Moderate  Rates. 

F.  ST.  CLAIR  HITCHCOCK,  M.D.,  Director 
275  North  Maple  Ave..  GREENWICH,  CONN. 


TWIN  ELMS 


A Modern 
Psychiatric  Unit 

Selected  drug  and  alcohol  problems 
welcome. 

Rates  moderate. 

Eugene  N.  Boudreau,  M.D.,  Phys-in-Ckf 

SYRACUSE,  N.  Y. 
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RIVERLAWN  SANITARIUM 


FOUNDED 


18  9 3 


A conveniently  situated  Sanitarium  offering  complete  facilities 
for  the  treatment  and  care  of  MENTAL  AND  NERVOUS 
CASES  and  ALCOHOL  AND  DRUG  ADDICTIONS.  We 
extend  full  cooperation  to  the  Physicians. 

CHARLES  B.  RUSSELL,  M.D.,  Med.  Dir. 

45  Totowa  Ave.  PATERSON,  N.  J.  Armory  4-2342 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical  — Reliable  — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL  — QUIET  — HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Careful  ly  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  4-1143 


ANNUAL  MEETING 

of  the 

Medical  Society  of  the 
State  of  New  York 

Members  of  the  House  of  Delegates 
will  do  well  to  make  reservations  at 
the  Hotel  Statler  in  Buffalo  now  for 
May  3 and  4,  1943.  This  applies  also 
to  those  planning  to  attend  the 
scientific  sessions  beginning  on  Tues- 
day May  4 and  extending  through 
Thursday  May  6,  1943.  Address  the 
Manager  of  the  Hotel  Statler,  Buffalo. 

Peter  Irving,  M.D. 

Secretary 


THE  SALVAGE  JOB 

Getting  every  ounce  of  critically  needed  waste 
materials  into  the  flow  of  manufacturing  implements 
of  war  is  the  important  task  of  the  Salvage  Branch 
of  the  Conservation  Division,  WPB.  “Junk”  is 
something  that  every  man,  woman,  and  child  must 
now  treat  with  respect  if  we  are  to  “get  in  all  the 
scrap”  so  vitally  needed. 

Paul  C.  Cabot,  Deputy  Chief  of  the  Conservation 
Division,  declared  recently  that  “if  our  production 
schedule  is  to  be  maintained  17,000,000  net  tons  of 
purchased  iron  and  steel  scrap  are  needed  to  give 
the  iron  and  steel  furnaces  sufficient  inventories  to 
prevent  shut-downs  during  the  months  to  come.” 

To  treat  this  problem,  the  WPB  through  its 
Salvage  Branch  approaches  the  problem  of  “getting 
in  the  scrap”  in  four  major  ways: 

First — An  Industrial  Salvage  Section  is  charged 
with  the  responsibility  of  educating  industry  to 
salvage  all  critical  waste  materials,  to  speed  up  the 
return  of  these  materials  into  the  war  production 
stream,  and  to  help  industry  to  use  established  chan- 
nels of  disposal.  Scrap  in  this  effort  is  classified  as 
“dormant”  and  “production.”  “Dormant”  scrap 
is  defined  as  obsolete  machinery,  tools,  equipment, 
dies,  jigs,  fixtures,  etc.,  which  are  unsuitable  for 
current  or  future  use  because  they  are  broken,  worn- 
out,  dismantled,  irreparable,  or  in  need  of  parts  no 
longer  available. 

Second — A General  Salvage  Section  is  charged 
with  establishing  salvage  programs  in  local  com- 
munity areas,  appointing  local  committees  and 
directing  their  activities.  Their  salvage  operation 
extends  to  every  household  including  farms,  all 
retail  stores,  garages,  hotels,  small  businesses,  and 
the  smaller  industrial  organizations  in  rural  areas. 
Some  12,500  state  and  local  salvage  committees 
are  aiding  in  this  job. 

Third — The  Special  Projects  Salvage  Section  is 
responsible  for  salvaging  large  accumulations  of 
secondary  and  waste  materials  that  are  tied  up  due 
to  financial,  legal,  political,  and  other  reasons  which 
impede  the  work  of  other  Sections  in  the  normal 
course  of  operation.  Special  projects  include  such 
things  as  abandoned  railroads,  streetcar  lines, 
factories,  bridges,  etc. 

Fourth — The  Automobile  Graveyard  Section,  now 
operating  through  254  field  representatives,  has  the 
job  of  seeing  that  some  20,000  graveyards  in  the 
country  function  as  producing  units.  It  is  essential 
to  keep  these  automobile  graveyards  as  operating 
scrap-producing  units.  It  is  mistakenly  believed 
by  most  people  that  the  best  results  can  be  ob- 
tained by  the  elimination  of  automobile  dumps. 
But  in  view  of  the  fact  that  anywhere  from  a million 
to  two  and  a half  million  cars  come  off  the  roads 
annually  to  enter  graveyards,  it  is  essential  that 
such  places  be  kept  in  operation  as  an  important 
continuing  source  of  scrap  metal  supply. 
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C LASS  I FI  E D 
OPPORTUNITIES 


Classified  Rates 

Rates  per  line  per  insertion  : 


One  time $1.10 

3 Consecutive  times 1.00 

6 Consecutive  times .80 

12  Consecutive  times .75 

24  Consecutive  times .70 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of 
First  and  by  the  5th  tor  issue  of  Fifteenth. 


Classified  Ads  are  payable  in  advance.  To 
avoid  delay  in  publishing  remit  with  order 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


SUPER  I OR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine — young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists 
dietitians  and  technicians. 


rNEW  YORK  MEDICAL 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY) 


EXCHANGE 

MURRAY  HILL  2-0676 


SCHOOLS 


CLINICAL  LABORATORY 
and  X-RAY  TECHNIC 

Thorough  Clinical  Laboratory  course 
9 months.  X-Ray  3 months.  Electro 
cardiography  additional.  Graduates 
in  demand.  Established  22  years. 
Catalog  sent  postpaid  on  request. 

Northwest  Institute  of  Medical  Technology 
3422  E.  Lake  St.,  Minneapolis,  Minn. 


r-CAPABLE  ASSISTANTS  — 

Call  our  free  placement  service.  Paine  Hall  graduates 
have  character,  intelligence,  personality  and  thorough 
training  for  office  or  laboratory  work.  Let  us  help  you 
find  exactly  the  right  assistant.  Address: 

101  W.  31st  St.,  New  York 

BRyant  9-2831 
Licensed  N.Y.  State 


ADVERTISING  IN  A WARTIME  ECONOMY 


Watching  advertisements  may  well  be  considered 
as  important  as  watching  scientific  articles  for  the 
latest  developments  in  the  science  of  medicine. 
Especially  nowT,  wffien  so  many  changes  may  occur  in 
products  or  sources  of  products  due  to  restrictions  in 
materials  or  manufacture. 

Even  as  it  is  essential  for  the  producer  to  keep  in 
touch  with  his  market,  so  it  is  just  as  imperative  that 
the  consumer,  or  the  prescribe^  know  what  is  still 
available  and  where  it  can  be  obtained.  And  don’t 
depend  entirely  upon  what  may  have  been  heard 
indirectly! 

A recent  incident  of  a rumor  creating  a WTong  im- 
pression is  the  case  of  a manufacturer  of  appliances 
wffio  found  that  somehow  word  had  been  passed 
around  that  he  was  out  of  business  for  the  duration. 
He  might  have  gone  on  blissfully  losing  business  if  a 
representative  had  not  happened  to  call  on  one  of 
the  physicians  who  had  heard  “that  this  concern  had 
closed  up  shop  for  lack  of  material  and  labor.” 
Maybe  the  manufacturer  was  largely  to  blame  for 


not  keeping  his  market  sufficiently  informed,  and  the 
physician  may  have  been  partly  to  blame  for  taking 
a casual  remark  at  face  value. 

BUT — the  real  seriousness  of  skipping  the  ad- 
vertisements is  the  ever-present  possibility  today  of 
changes  in  formulas  of  pharmaceutical  and  bio- 
logical products.  Potencies  may  have  to  be  changed 
and  in  some  cases  an  ingredient  may  be  omitted  or 
substituted. 

The  producer  has  no  intention  of  keeping  you  in 
the  dark  concerning  such  changes.  If  it  is  a ma- 
terial change,  he  wrants  you  to  know  it  and  often  his 
notification  must  depend  on  your  seeing  his  adver- 
tisement. 

Then,  too,  there  may  be  a time  wffien  some  item  is 
needed  in  a hurry.  If  you  know  wrho  is  still  able  to 
supply  it  you  may  avoid  the  possibility  of  thinking 
you  will  have  to  get  along  without  it. 

Abnormal  conditions  connected  with  a military 
economy  produce  new  and  special  advertising  mes- 
sages vital  to  continuing  an  efficient  practice. 
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What  could  be  a more  sensible  formula  for  the  control  of  cough? — Thioco! 
to  act  as  a sedative  expectorant;  codeine  phosphate  to  inhibit  the  cough  reflex  and  to 
produce  a sedative  effect;  sodium  citrate  and  citric  acid  to  liquefy  tenacious  bronchial 
secretions;  and  chloroform  to  relieve  throat  tickle.  These  are  the  ingredients  of  Citro- 
Thiocol  'Roche/  In  addition  to  its  effectiveness  in  the  control  of  even  the  most  stubborn 
cough,  Citro-Thiocol  is  pleasant  tasting  and  appealing  in  appearance — a remedy  in  keep- 
ing with  the  pharmaceutical  elegance  of  all  Roche  preparations.  Supplied  in  4-ounce, 
1-pint,  and  1-gallon  bottles.  HOFFMANN  - LA  ROCHE.  INC.,  NUTLEY,  NEW  JERSEY. 
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Anemia  and 
T he  I des  of  March 

Vi-Ferrim 

£>eclerle 


hecondary  anemia  follows  closely  the  many 
^ respiratory  and  other  infections  so  prevalent 
in  early  spring.  Once  the  course  of  the  infection 
has  been  arrested,  treatment  of  the  secondary 
anemia  so  frequently  present  should  be  com- 
menced. This  treatment  should  be  directed  not 
only  toward  hemoglobin  regeneration,  but  also 
toward  remedy  of  the  dietary  anorexia. 

<c  vi-ferrin  Lederle ” is  particularly  suited  to 
the  treatment  of  such  anemias,  by  reason  of  its 
ferrous  iron  and  Vitamin  B content. 

Each  <c vi-ferrin  Lederle ” capsule  contains: 

• Dried  ferrous  sulfate — 0.2  Gm. 

(3  grains)  equivalent  to  66  mg. 

metallic  iron; 

• Thiamine  Hydrochloride  -(Vita- 
in  Bi)— 0.25  mg.  (83  Int.  Units); 

• Liver  concentrate — 0.5  Gm.,  con- 
taining Riboflavin  (Vitamin  B2) — ' 
0.13  mg. 


LEDERLE  LABORATORIES,  Inc.,  NEW  YORK,  N.Y.-'TfUNIT  OF  AMERICAN  CYANAMID  COMPANY 
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IT’S  EASY  to  understand  why  cigarettes 
are  the  preferred  gift  in  the  armed  services.  But 
did  you  know  that  among  them  the  best-liked 
brand*  of  cigarette  is  Camel?  Camel  is  the  pop- 
ular choice  of  millions  and  millions  of  smokers 
for  its  finer  flavor  and  superior  mildness. 


Send  Camels,  the  service  man’s  favorite,  to  those 
friends  or  relatives  who  are  fighting  our  battles 
— fighting  them  efficiently  and  unselfishly.  \our 
thoughtfulness  will  be  appreciated. 

Tobacco  stores  feature  Camels  by  the  carton. 
See  or  telephone  your  dealer  today. 


Remember,  you  can  still  send  Camels  to  Army  personnel  in  the  U.  S.,  and  to  men 
in  the  Navy,  Marines,  or  Coast  Guard  wherever  they  are.  The  Post  Office  rule 
against  mailing  packages  applies  only  to  those  sent  to  the  overseas  Army. 


With  men  in  the  Army,  the 
Navy,  the  Marine  Corps,  and 
the  Coast  Guard,  the  favorite 
cigarette  is  Camel.  (Based  on 
actual  sales  records  in  Post 
Exchanges  and  Canteens.) 


Camel 


costlier  tobaccos 
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THE  ORIGINAL  D E H Y D R 0 C H 0 L I C ACID 

Decholin  — chemically  pure  dehydrocholic  acid  — initiated  a new  era  in  bile 
salt  therapy.  Prior  to  1929,  therapy  was  restricted  to  desiccated  bile  products, 
mixtures  of  variable  composition  and  of  uncertain  therapeutic  action. 

Decholin  prompted  an  imposing  chain  of  research  studies  on  the  physiology 
and  pathology  of  the  gallbladder,  bile  ducts,  and  the  liver.  Of  the  408  origi- 
nal research  investigations  on  the  clinical  value  of  dehydrocholic  acid,  all 
are  based  on  Decholin. 

Decholin  is  the  most  potent  hydrocholeretic  available.  It  increases  elabora- 
tion of  bile  as  much  as  200  per  cent,  affording  a valuable  means  of  flushing 
the  biliary  passages.  The  toxicity  of  Decholin  is  lower  than  that  of  any 
other  known  bile  acid,  so  low  that  its  sodium  salt,  Decholin  sodium,  is 
given  intravenously.  Decholin  is  contraindicated  in  complete  obstruction 
of  the  hepatic  or  common  bile  duct. 

Riedel  - de  Haen,  Inc.  new  york,  n.  y. 
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DECHOLIN 

Boxes  of 25,  100,500 
sanitaped  tablets. 

DECHOLIN  SODIUM 

20percent  solution- 
Ampules,  boxes  of 
three  and  twenty 
3cc.,  5cc.,  and  lOcc. 


IN  THE  MODERN  TREATMENT 
OF  RHEUMATOID  ARTHRITIS 


SOLGANAL-B  OLEOSUM 

SOLGANAL-B  OLEOSUM  (aurothioglucose),  a gold  compound  of  high 
therapeutic  efficiency  and  low  toxicity  for  the  treatment  of  rheumatoid 
arthritis.  Improvement  has  been  reported  in  sixty-five  to  seventy-five 
per  cent  of  cases.  SOLGANAL-B  OLEOSUM  is  administered  intramuscu- 
larly in  regular  courses  separated  by  rest  periods.  Complete  informa- 
tion concerning  the  actions  and  uses  of  SOLGANAL-B  OLEOSUM*  may 
be  obtained  from  the  Medical  Research  Division.  *Trade-MarkReg.u.s.Pat.off. 
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.mOHSER 

1..LEUKORIHEA 

CLINICALLY  TESTED* : (a)  eliminates  un- 
pleasant odor  of  discharge;  (b)  cuts  down  or 
eliminates  irritations  inside  and  without  the 
vagina;  (c)  reduces  quantity  and  density  of 
the  discharge,  including  that  following  cau- 
terization . . . Non -irritating  and  non -toxic 
in  contradiction  to  the  arsenic  and 
picrate  preparations,  is  equally  ef- 
fective and  actually  soothing,  espe- 
cially in  the  (a)  infantile  vagina, 

(b)  senile  vagina,  (c)  trichomonas 
vaginalis  vaginitis  of  pregnancy. 

*Barrows:  N.  Y.St.Jr.Med.Vol.41, 1/15/41 


nascent  OXYGEN 

1.,  DRESSINGS 

CLINICALLY  TESTED* : As  a surgical  dress- 
ing: gauze,  saturated  with  STA-O-GEN  (a) 
does  not  adhere  to  wounds,  (b)  reduces  dis- 
charge, (c)  eliminates  unpleasant  odor,  (d) 
wounds  heal  faster  and  appear  healthier, 
(e)  dressings  are  easily  applied,  continue  ef- 
fective longer  and  cause  no  burning 
or  pain  when  changed,  (f)  there  is 
no  irritation  of  the  skin  about  the 
wound  edge,  (g)  particularly  effec- 
tive around  perianal  region  in  post- 
operative work  (h)  stainless. 

*Cowett:  Meet,  N.  Y.  Proc.  Soc.  4/15/42 


( STA-O-GEN  is  a bland  ozonide  of  olive  oil.  On  application,  it  releases 

nascent  oxygen  continuously  for  hours -deodorizing,  germicidal,  fungicidal, 
healing.  Available  in  Liquid  or  Ointment;  also  Vag-I-Caps  for  leukorrhea 
prescription.  For  your  convenience,  druggists  may  obtain  from  any  jobber. 

LATIMER  LABORATORY,  INC.,  41  E.  21  STREET,  N.  Y.  C. 

STA-O-GEN 

SAFE  • SIMPLE  • SOUND 

• • 
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ipare  the 
antages 

ELIXIR 


Each  fluid  ounce  contains; 

Thiamine  Hydrochloride  (Vit.  Bi ) 
1000  U.S.P.  Units 

Riboflavin  (Vit.  B2)  2000  Microgram* 
Niacin  Amide  18.5  Milligrams 
Pantothenic  Acid  2000  Micrograms 
Pyridoxin®  Hydrochloride  (VH.  B6) 
1000  Micrograms 


AONSTRABLE  quart! 
tin 


SflOSITOi  / 

( 

Choline 

Para-Qminobenzoic  Acid  i 
Folic  AcM  ) 

As  found  in  Yeast  Concentrate,  Liver 
Concentrate  and  Rice  Bran  Extract 
combined  in  a PALATABLE  Sherry 




ELIXIR 

B-COMPLEX  Containing  the 

better  known,  lesser  known, 
and  unidentified  factors  of 
the  VITAMIN  l-COMPLEX 
at  a saving  to  your  patients 


Physicians  have  found  that  most  vitamin  B deficiencies 
are  multiple  and  require  the  COMPLETE  B-Complex 
for  fully  effective  treatment. 

Elixir  Bepadin  combines  the  NATURAL  B-Complex  fac- 
tors found  in  Liver  Concentrate,  Yeast  Concentrate  and 
Rice  Bran  Extract  together  with  added  synthetic  vitamin 
materials  in  Sherry  Wine.  The  exceptionally  pleasant 
flavor  of  the  Sherry  Wine  Base  overcomes  objections  to 
taste  which  are  often  associated  with  preparations  con- 
taining yeast  or  liver. 

By  prescribing  Elixir  Bepadin  you  can  be  sure  your  pa- 
tient will  receive  a balanced  dosage  of  all  the  factors 
synthesized , identified  and  unidentified  of  the  Vitamin 
B-Complex. 

Elixir  Bepadin  is  available  at  all  better  drug  stores  in 
16-oz.  bottles. 

I.  V.  C.  confines  its  efforts  exclusively  to  the  production  of  ethical 
vitamin  preparations.  2 5 I.  V.  C.  preparations  bear  the  seal  of 
acceptance  of  the  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association. 

Elixir  Bepadin  is  a development  of  our  lab- 
oratory and  incorporates  the  findings  of 
long,  exacting  research. 

Members  of  the  medical  profession  ^ .v,  . . 

by  the  thousands  have  already  requested  f h«d  to^wTr’TREE 
literatureandsamplesofEIixirbepadin.  ■ professional  literature 
May  we  here  thank  them  for  their  en-  ^ and  samples  of  Elixir 
thusiastic  acceptance  of  this  product.  Bepadin. 


International  Vitamin  Corp. 

"THE  HOUSE  OF  VITAMINS" 

50  East  42nd  Street  • New  York,  N.Y. 

Chicago  Los  Angeles 
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Cumulation  of  clinical  experience  in  arthritis  treatment  reveals  that 
a well-planned  course  of  therapy  is  desirable  in  all  cases. 

In  conjunction  with  the  administration  of  ERTRON,  it  is  usually 
advisable  to  provide  analgesic  medication,  particularly  in  the  early 
stages.  Chronic  foci  of  infection  should  be  eliminated  where  pos- 1 
sible.  Physical  therapy  is  often  useful. 

Even  in  high  dosage,  ERTRON  is  not  incompatible  with  measures 
aimed  at  relief  of  pain  or  correction  of  exciting  factors. 

ERTRONIZE  THE  ARTHRITIC  PATIENT 

The  technic  of  Ertronization  employed  by  various  authors  is  prac- 
tically identical.  All  agree  that  a dose  of  six  capsules  of  ERTRON  a 
day  should  be  maintained  throughout  the  entire  course  of  treatment, 
if  possible.  This  high  dosage  is  attained  by  gradually  building  up 
from  an  initial  dose  of  two  or  three  capsules  daily. 

A file  card  containing  dosage  suggestions  in  detail  is  available 
to  interested  physicians. 


patients  in  hospitals,  clinics  and  private  practice,  describe  the  results 


obtained  with  ERTRON  therapy.  These  articles  in  reprint  form 
will  be  sent  to  you  on  request. 


Livingston,  S.  K.:  Vitamin  D and  Fever 
Therapy  in  Chronic  Arthritis,  Arch.  Physical 
Therapy,  X-Ray,  Radium,  Vol.  XVII,  pp. 
704-706,  November  (1936). 

Farley,  Roger  T. : Management  of  Arthritis, 
Illinois  Medical  Journal,  Vol.  71,  pp.  74-77, 
January  (1937). 

Farley,  Roger  T. : The  Treatment  of  Arthritis 
with  Massive  Dosage  Vitamin  D,  Jl.  Am. 
Institute  of  Homeopathy,  Vol.  XXXI,  pp. 
405-409,  July  (1938). 

Reed,  C.  I.,  Struck,  H.  C.  and  Steck,  I.  E.: 
Vitamin  D:  Chemistry — Physiology — Phar- 
macology— Pathology — Experimental  and 
Clinical  Investigation,  University  of  Chicago 
Press,  p.  389  (1939). 

Farley,  Roger  T.:  The  Influence  of  Pro- 
longed Administration  of  High  Dosages 
of  Vitamin  D upon  the  Serum  Calcium  of 
Adults,  Journal-Lancet,  Minneapolis,  Vol. 
LIX,  No.  9,  PP-  401-404,  Sept.  (1939). 

Vollmer,  Herman:  Treatment  of  Rickets 
and  Tetany  with  a Single  Massive  Dose  of 
Vitamin  D,  Jl.  of  Ped.,  pp.  491-501,  April 
(1939). 

Farley,  Roger  T.,  Spierling,  H.  F.,  and 
Kraines,  S.  H.:  A Five-Year  Study  of  Ar- 
thritic Patients,  Ind.  Med.,  pp.  341-352, 
August  (1941). 


Wolf,  Israel  J.:  Treatment  of  Rickets  with  a 
Single  Massive  Dose  of  Vitamin  D.  Jl.  Med. 
Soc.  of  N.  J.,  Vol.  38,  p.  436,  Sept.  (1941). 

Krafka,  Joseph:  Vitamin  D Therapy  in 
Psoriasis,  Jl.  Med.  Assn,  of  Ga.,  Vol.  XXX, 
No.  9,  pp.  398-400,  September  (1941). 

Snyder,  R.  G.  and  Squires,  W.  H.:  A Pre- 
liminary Report  on  Activated  Ergosterol,  N.  Y. 
State  Jl.  Med.,  pp.  708-719,  May  1 (1940). 

Snyder,  R.  G.  and  Squires,  W.  H.:  Follow- 
up Study  of  Arthritic  Patients  Treated  with 
Activated  Vaporized  Sterol,  N.  Y.  State  Jl. 
pp.  2332-2335,  December  (1941). 

Snyder,  R.  G.,  Squires,  W.  H.,  Forster, 
J.  W.,  Traeger,  C.  H.  and  Wagner,  L.  C: 
Treatment  of  200  Cases  of  Chronic  Arthritis 
with  Electrically  Activated  Vaporized  Sterol 
(Ertron) — Industrial  Medicine,  Vol.  11,  No. 
7,  pp.  295-316,  July  (1942). 

Steck,  I.  E.:  Further  Clinical  Experience  in 
the  Treatment  of  Arthritis  with  Vitamin  D, 
Ohio  State  Medical  Journal,  May  (1942). 

Levinthal,  Daniel  H.  and  Logan,  C.  E.: 
The  Orthopedic  and  Medical  Management 
of  Arthritis,  Journal-Lancet,  Vol.  LXIII,  No. 
2,  pp.  48-50,  Feb.  (1943). 


ERTRON,  the  only  high  potency,  activated,  vaporized  ergosterol  (Whittier 
Process),  is  made  only  in  the  distinctive  two-color  gelatin  capsule. 

ERTRON  is  promoted  only  through  the  medical  profession. 

*Reg.  U.  S.  Pat.  Off. 
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FOR  SECONDARY  AND  NUTRITIONAL  ANEMIA  . . . 

Use  Elixir  VITA-LI V-FERIN 

Containing  adequate  doses  of  Iron,  Vitamin  B Complex  factors 
and  the  anti-anemic  principles  of  Liver,  Vita-Liv-Ferin  is  sug- 
gested in  cases  where  the  regeneration  of  hemoglobin  is  required, 
as  well  as  promoting  growth  of  children,  aiding  digestion,  stimu- 
lating the  appetite  and  as  a general  nutritional  tonic. 

Vita-Liv-Ferin  is  miscible  with  water,  milk  or  fruit  juices.  This 
palatable  tonic  does  not  nauseate  nor  disturb  the  gastric  region; 
neither  does  it  constipate  or  promote  diarrhea. 

MUTUAL  PHARMACAL  COMPANY 

INCORPORATED 

821  S.  STATE  ST.  SYRACUSE,  N.  Y. 


Each  Fluidounce  Represents: 

Thiamine  Hydrochloride  (B-l)  8 mg. 

Iron  & Manganese  Peptonized . 30  gr. 

Nicotinic  Acid 

25  mg. 

Fresh  liver 

Representing: 

Riboflavin  (B-2) 

. . 1,000  gamma 

Pyridoxin  (B-6) 

. . 230  gamma 

Pantothenic  Acid .... 

2,200  gamma 

Filtrate  Factor 

q.s. 
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hen  depression  accompanies 
more  fundamental  pathology 


In  many  patients,  depression  may  occur  as  an  accompaniment 
of  some  more  fundamental  pathology,  either  organic  or  psycho- 
genic. In  such  cases,  the  physician  should  bear  in  mind  that, 
while  Benzedrine  Sulfate  will  not  affect  the  underlying  con- 
dition, its  stimulatory  effects  may  help  to  alleviate  the 
concomitant  depression  which  so  often  interferes  with  the 
management  of  the  case. 


B 


enzedpine 


Sulfate  Tat  let 


Brand  of  amphetamine  sulfate 


Benzedrine  Sulfate  is  primarily  useful  in  depressions  characterized  by  apathy  and  psy- 
chomotor retardation,  but  is  contraindicated  in  patients  manifesting  anxiety,  hyper- 
excitability,  or  restlessness. 

The  use  of  Benzedrine  Sulfate  by  normals  should  not  be  permitted;  it  should  always 
be  administered  under  the  careful  supervision  of  a physician;  and  depressive  psycho- 
pathic cases  should  be  institutionalized. 

In  treating  depressed  patients  with  Benzedrine  Sulfate,  the  physician  should  bear  in 
mind  that  any  drug  which  produces  pleasant  or  euphoric  effects  may  prove  to  be 
habit  forming — especially  in  unstable  or  neurotic  individuals. 


SMITH,  KLINE  8c  FRENCH  LABORATORIES,  PHILADELPHIA,  PA. 
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The  Popularity  of 

THESODATE  (Brewer) 

(the  original  enteric-coated  tablet  of  Theobromine 
Sodium  Acetate)*  is  due  to  three  factors: 

1.  IT  IS  CLINICALLY  PROVED. 

2.  IT  IS  EFFECTIVELY  ENTERIC  COATED. 

3.  IT  IS  DECIDEDLY  LESS  EXPENSIVE. 

Indicated  in  treatment  of  coronary  artery  disease,  edema  and  hypertension. 

Dosage:  One  734-grain  tablet  four  times  a day,  before  meals  and  upon  retiring. 

Available  on  prescription  in  734-grain  tablets,  with  or  without  Phenobarbital 
(34  grain),  or  324-grain  tablets,  with  or  without  Phenobarbital  ( 34  grain), 
and  Theobromine  Sodium  Acetate  5 grs.  with  Potassium  Iodide  2 grs.  and 
Phenobarbital  34  gr.,  100  per  bottle. 

* Capsules  are  now  available  for  those  few  patients  who  need  extra  medication. 

Literature  on  request 

BREWER  & COMPANY,  Inc.  Worcester,  Mass. 

Pharmaceutical  Chemists  Since  1852 
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This  interesting  study  of  fetal  circulation 
is  taken  from  Antonin  Bossu's  Anthro- 
pologie  Etude  des  Organes,  Fonctions, 
Maladies  de  I'Homme  et  de  la  Dame 
published  in  Brussels  in  1847. 


For  Complications 
As  Old  As  Time 

IF  NEED  for  stimulation  of  labor 
■ arises  in  delivery  rooms,  obstetri- 
cians often  rely  upon  Pitocin*,  an 
oxytocic  of  many  advantages  and  de- 
pendable performance. 

Pitocin  consists  of  the  oxytocic  princi- 
ple of  the  posterior  pituitary  gland 
with  practically  none  of  the  pressor 
hormone.  Its  extremely  low  protein 
content  so  minimizes  possibility  of  sys- 
temic reaction  that  many  physicians 
prefer  Pitocin  for  routine  management 
of  obstetric  patients. 

Pitocin  is  indicated  for  stimulation  of 
uterine  musculature  in  uncomplicated 
obstetrics,  increasing  tone  of  the  uterus 
by  direct  action.  It  is  widely  used  in 
uterine  inertia  during  the  second  stage 
and  to  check  uterine  hemorrhage. 


a product  of  modern  research  offered 
to  the  medical  profession  by 


PARKE,  DAVIS  & COMPANY 

DETROIT,  MICHIGAN 

♦Trade-mark  Reg.  U.  S.  Pat.  Off. 
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CLINICAL  VALUE  OF  MUSCLE  EXTRACT 

Cnfrttacfon 

ANGINA  PECTORIS  ARTERIOSCLEROSIS 

OBLITERATIVE  ARTERIAL  DISEASES 

Carnacton  is  a biologically  tested  extract  of  diaphragm  muscle  — a powerful,  markedly 
vascularized  muscle  with  a high  metabolic  rate  — most  effective  for  its  purpose.  Carnacton 
is  not  only  a vasodilator  but  also  promotes  cardiovascular  tone  and  vigor. 

In  1 cc.  and  2 cc.  ampuls  — boxes  of  1 2 and  50/  vials  of  30  cc.  for  oral  use.  Send  for 
professional  brochure. 

CAVENDISH  PHARMACEUTICAL  CORP.,  25  West  Broadway,  New  York 
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“WAR  HAS  REVEALED 
THE  UNSUSPECTED  COMMONNESS 
OF  PEPTIC  ULCER”* 


In  the  medical  records  of  the  countries  at 
war  one  disease  outnumbers  all  others  in  the 
field  of  digestive  disorders.  Peptic  ulcer. 

Chamberlin  reports  that  98  out  of  316  pa- 
tients admitted  to  the  gastro-intestinal  sec- 
tion, Lawson  Gen’l  Hospital,  Atlanta,  Ga., 
and  49  out  of  113  at  Tilton  Gen’l  Hospital, 
Ft.  Dix,  N.  J.,  had  proven  peptic  ulcer.** 

In  England  14.2%  of  men  discharged  from 
the  army  during  a given  period  had  peptic 
ulcer;  54%  of  them  after  less  than  12  months 
service.  * 

This  situation  is  a challenge  to  which 
Creamalin,  brand  of  aluminum  hydroxide 
gel,  is  bringing  great  accomplishment. 
Creamalin  was  the  first  aluminum  hydrox- 
ide gel  to  be  made  available  and  the  first  to 
be  Council-accepted. 

*Brockbank,  Wm.:  The  Dyspeptic  Soldier,  Lancet, 
Jan.  10,  1942. 

**Chamberlin,  D.  T.:  Peptic  Ulcer  and  Irritable  Colon 
in  the  Army,  Jnl.  D.  D.,  Aug.,  1942. 


what  CREAMALIN  offers 

► Pronounced  and  pro- 
longed antacid  action 
of  12  times  its  volume 
of  N/10  HCI  in  less  than 
30  minutes  (Toepfer’s 
reagent) 

► Non -alkaline;  non- 
absorbable; non-toxic 

► No  acid  rebound;  no 
danger  of  alkalosis 

► Prompt  and  contin- 
uous pain  relief  in  un- 
complicated cases 

CREAMALIN 

REG.  U.  8.  PAT.  OFF. 

Brand  of  Aluminum  Hydroxide  Gel 

MODERN  NON-ALKALINE  THERAPY  FOR 
PEPTIC  ULCER  AND  GASTRIC  HYPERACIDITY 


^ Rapid  healing  when 
used  with  regular  ulcer 
regimen 

^ Mildly  astringent; 
may  reduce  digestive 
action,  thus  favor  clot 
formation 

► Demulcent;  gelatin- 
ous consistency  affords 
protective  coating  to 
ulcer 

^Approximately  5.5% 
aluminum  hydroxide 
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to  reduce  industrial  absenteeism 
due  to  urinary  infections 


In  the  vital  battle  of  production,  it  is  essential  that  every  worker  be  kept  on 
the  job  and  at  full  production  capacity. 

When  a war  worker  suffers  with  one  of  the  common  urinary  infections,  Pyri- 
dium  is  of  decided  service.  This  is  especially  evident  in  the  milder,  ambulant 
cases  of  urinary  infection. 

The  prompt  and  effective  symptomatic  relief  pro- 
vided by  Pyridium  contributes  to  a more  rapid 
recovery,  with  the  result  that  the  worker  can  be 
returned  to  his  job  sooner  than  would  otherwise 
be  possible. 

Pyridium  is  convenient  to  administer.  The  average 
oral  dose  is  2 tablets  t.i.d.  At  this  dosage  level,  it 
possesses  the  combined  advantages  of  relative 
nontoxicity,  effectiveness  in  the  presence  of  either 
acid  or  alkaline  urine,  and  local  analgesic  effect  on 
the  urogenital  mucosa. 

MERCK  & CO.,  Inc.  RAHWAY,  N.  J. 


PYRIDIUM 

REG.  U.  S.  PAT.  OFF. 


(Phenylozo-alpha-alpha-diomino- 
pyridine  mono-hydrochloride) 


More  than  a decade 
of  service  in 

urogenital  infections 

. — - - -• 
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BACK  HOME  AT  4 . . . 

AND  WITH  AN  APPETITE 


For  the  normal  as  well  as  the  undernourished  child,  a tasty  between-meals’ 
snack  of  Horlick’s  Fortified  offers  an  excellent  tide-over  to  the  next 
full  meal. 


Instead  of  loading  up  with  appetite-destroying  confections  or  sweet  drinks 
of  poor  food  quality,  why  not  let  them  benefit  from  the  basic,  nutritive  and 
protective  elements  found  in  Horlick’s. 


HDRLICK’S 

FORTIFIED 


provides  rich  protein,  car- 
bohydrate and  fat  in  bal- 
anced proportions,  calcium 
and  other  essential  miner- 
als, together  with  main- 
tenance doses  of  A,  Bi,  D 
and  G. 

Moreover,  Horlick’s  is  par- 
tially predigested,  homoge- 
nized, has  negligible  curd 
tension  and,  therefore, 
leaves  the  stomach  rapidly 
enough  to  avoid  destroy- 
ing appetite  for  the  next 
full  meal. 


& 


ecommen 


HORLICK’S 


The  Complete  Malted  Milk — 
Not  Just  a Malt  Flavoring 
for  Milk. 


HORLICK’S 
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ABOUT  CLAIMS 
vs.  ACTUAL  DIFFERENCES 
in  cigarettes 


WHAT  value  can  claims  of  superiority  in  a cigarette  have 
unless  there  is  a difference  in  formula  or  process  to  justify 
that  claim  ? 

Philip  Morris  Cigarettes  are  made  differently.  In  the  clinic  as 
well  as  in  the  laboratory,  the  advantages  of  Philip  Morris  have 
been  repeatedly  observed,  repeatedly  reported  by  recognized  au- 
thorities in  leading  medical  journals.  Yes,  Philip  Morris  claim 
superiority  . . . and  that  superiority  has  been  proved* 

With  the  current  increase  in  smoking,  may  we  suggest  that  it  is 
more  important  than  ever  for  your  patients  suffering  from  irrita- 
tion of  the  nose  and  throat  due  to  smoking  to  change  to  Philip 
Morris— the  one  cigarette  proved  definitely  less  irritating . 


Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc. 

119  Fifth  Avenue,  N.  Y. 


* Laryngoscope.  Feb.  1935,  V ol.  XLV,  No.  2,  149-154 
Laryngoscope,  Jan.  1937,  Vol.  XLVTI.  No.  1.  58-60 
Proc.  Soc.  Exp.  Biol,  and  Med..  1934.  32,  241 
N.  Y.  State  Journ.  Med.,  Vol.  35,  6-1-35,  No.  11,  590-592. 
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For  Cleansing 
Soap-Sensitive  Shins 

ACIDOLATE 

TRADE  MAHK  KKG.  V.  S.  PAT.  OFF. 

T^ROVIDES  the  thorough  cleansing  properties  of 
selected  sulfated  vegetable  oils— in  combination 
with  a non-irritating  mineral  oil  which  lessens  any 
tendency  toward  skin  dryness. 

Acidolate  is  completely  soluble  in  water.  It  can  be 
quickly  washed  from  hair  or  skin  surfaces.  Skin 
cleansed  with  Acidolate  is  left  with  a feeling  of  soft 
coolness. 

The  usefulness  of  Acidolate  as  an  aid  in  the  man- 


agement or  prevention  of  skin  irritations  has  been 
demonstrated  by  properly  controlled  clinical  tests.* 


Complete  literature  will  be  sent 
to  doctors  on  request. 

* Archives  of  Derm,  and  Syph., 

March,  1941. 


NATIONAL  OIL 
PRODUCTS  COMPANY 


ACIDOLATE  DIVISION 


40  ESSEX.  STREET  HAKRISON,  NEW  JERSEY 

•ro.u.  %.  ►AT.or*. 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


404 


THE  PRESTIGE  OF 
THE  HOUSE  OF  ENDO 


Is  built  upon  the  Soundness  of  its  Ethical  Standards 
both  Professional  and  Commercial.  Modern  meth- 
ods, in  completely  equipped  modern  laboratories, 
rigid  measures  of  control,  painstaking  attention  to 
detail,  continuous  inspection  at  every  step  assure  purity, 
potency  and  composition  of  all  Endo  Products. 


These  principles  have  won  the  confidence  of  the 
profession  and  have  built  an  enviable  prestige  for 
the  House  of  Endo,  which  we  guard  jealously  and 
of  which  we  are  extremely  proud. 


°ENDO  PRODUCTS,  INC.,  RICHMOND  HILL,  NEW  YORK 


this  time,  prescribe 

DERATOL 

(BREW  E R) 

The  Red  Capsule  With  Orange  Dot  When 
High  Potency  Vitamin  D Is  Indicated 

Each  3 minim  capsule  contains  50,000  U.S.P.  units  of  Vitamin  D obtained  from 
activated  Ergosterol  (Hebo  process)  in  a pure  vegetable  oil. 

S1G:  One  or  two  capsules  a day  for  four  days.  Then  increase  dosage  by  one 

capsule  a day  every  four  days  until  maximum  tolerance  of  patient  is  reached. 

AVAILABLE  in  bottles  of  50,  100,  and  1000  capsules.  $4.50  per  100  capsules  on 
perscription. 

Literature  on  Request 

BREWER  & COMPANY,  INC. 

WORCESTER,  MASS.  PHARMACEUTICAL  CHEMISTS  SINCE  1852 
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DALLAS,  TEXAS,  U.  S.  A. 

CHICAGO  • NEW  YORK  • LOS  ANGELES  • BIRMINGHAM 
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THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL '(Organized  1881)  (The  Pioneer  Post-Graduate  Medical  Institution  in  America) 

EYE,  EAR,  NOSE  AND  THROAT  UROLOGY 


A 3 months  combined  full-time  refresher  course  con- 
sisting of  attendance  at  clinics,  witnessing  operations, 
lectures,  demonstration  of  cases  and  cadaver  demon- 
strations; operative  eye,  ear,  nose  and  throat  on  the 
cadaver;  clinical  and  cadaver  demonstrations  in  bron- 
choscopy, laryngeal  surgery  and  surgery  for  facial 
palsy;  refraction;  roentgenology;  pathology,  bac- 
teriology and  embryology;  physiology;  neuro-anatomy; 
anesthesia;  physical  therapy;  allergy;  examination  of 
patients  pre-operatively  and  follow-up  post-operatively 
in  the  wards  and  clinics. 

For  information  address  MEDICAL  EXECUTIVE 


A combined  full  time  course  in  Urology,  covering  an 
academic  year  (8  months).  It  Comprises  instruction  in 
pharmacology;  physiology;  embryology;  biochemis- 
try; bacteriology  and  pathology;  practical  work  in 
surgical  anatomy  and  urological  operative  procedures  on 
the  cadaver;  regional  and  general  anesthesia  (cadaver); 
office  gynecology;  proctological  diagnosis;  the  use  of 
the  ophthalmoscope;  physical  diagnosis;  roentgeno- 
logical interpretation;  electrocardiographic  interpreta- 
tion; dermatology  and  syphilology;  neurology;  physi- 
cal therapy;  continuous  instruction  in  cysto-endoscopic 
diagnosis  and  operative  instrumental  manipulation; 
operative  surgical  clinics;  demonstrations  in  the  operative 
instrumental  management  of  bladder  tumors  and  other 
vesical  lesions  as  well  as  endoscopic  prostatic  resection. 

OFFICER:  345  West  50th  St.,  NEW  YORK  CITY 


INDEX  TO  ADVERTISED  PRODUCTS 
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IN  WHOOPING  COUCH 


ELIXIR  BROMAURATE  OF  UNIQUE  MERIT 

Cuts  short  the  period  of  the  illness,  relieves  the  distressing  cough  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other 
PERSISTENT  COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  A teaspoonful 
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FEAR  OF  THE  UNKNOWN 


• Fear  or  extreme  apprehensiveness  are 
conditions  that  must  be  dealt  with  in  the 
majority  of  surgical  patients,  especially  the 
younger  ones,  and  for  this  reason  pre- 
operative sedation  is  generally  a desirable 
measure.  'DelvinaF  Sodium  Vinbarbital 
Sodium  has  proved  exceptionally  useful 
for  this  purpose,  inducing  a smooth  transi- 
tion from  tense  wakefulness  to  restful 
quiet  and  sleep.1 

When  'DelvinaF  Sodium  is  adminis- 
tered preoperatively,  the  amount  of  anes- 
thetic may  be  reduced  by  one-quarter  or 
one-third,  and  the  incidence  of  vomiting  is 
lowered.2  Moreover,  by  means  of 'DelvinaF 


Sodium,  amnesia  and  rest  may  be  obtained 
postoperatively,  and  other  advantages 
associated  with  the  use  of  this  preparation 
in  surgical  anesthesia  are  economy  of  time 
and  opiates. 

'DelvinaF  Sodium  is  also  indicated  for 
the  relief  of  functional  insomnia  and 
various  psychiatric  conditions,  as  well  as 
for  obstetric  sedation  and  amnesia. 

Supplied  in  dry-filled  capsules  of  three 
strengths:  Vv , VA  and  3 grains. 

'DELVINAF  SODIUM 

VINBARBITAL  SODIUM 

S/ta/p  &Z)omne 


1.  Anesthesia  and  Analgesia  21:229,  July-August,  194: 

2.  Canadian  Med.  Assoc.  J.:  40:345,  April,  1942 
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Ketochol,  one  of  the  many  outstanding  Searle  Research  developments,  exerts  a 
' 'flushing’’  action  in  the  gall  bladder  and  bile  ducts  by  promoting  the  secretion 
of  thin,  free-flowing  bile  by  the  liver. 

The  entire  biliary  tract  is  thereby  drained  non-surgically,  stasis  is  overcome,  and 
congestion  is  materially  reduced. 

Ketochol  is  a combination  of  the  oxidized  or  keto  form  of  those  bile  ACIDS 
(cholic,  desoxycholic,  chenodesoxycholic  and  lithocholic),  normally  present  in 
human  bile.  In  the  oxidized  form  they  are  relatively  non-toxic. 


INDICATIONS 

Cholecystitis  (chronic,  subacute),  cholangeitis, 
hepatitis,  cirrhosis. 

AVERAGE  DOSE: 

1 or  2 Ketochol  tablets  3 times  daily. 

HOW  SUPPLIED: 

Bottles  of  100  and  500  tablets. 


gd-SEARLE  &CO- 

ETHICAL  PHARMACEUTICALS  SINCE  1888 

CHICAGO 

New  York  Kansas  City  San  Francisco 
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Healing  of  peptic  ulcer  at  a rapid  rate  is  the  rule  with  Amphojel* 
therapy.  Roentgenological  re-examination  after  ten  days  of  treat- 
ment often  shows  complete  disappearance  of  the  ulcer  niche.f 

•j-WOLDMAN,  E.  E.,  and  POLAN,  C.  G. : The  Value  of  Colloidal  Aluminum 
Hydroxide  in  the  Treatment  of  Peptic  Ulcer  : A Review  of  407  Consecutive 
Cases.  Am.  J.  M.  Sc.  198  S 166-164  (August)  1939. 


PROMPT  RELIEF  OF  PAIN 
RAPID  HEALING  OF  ULCER 

FEWER  RECURRENCES 

LESS  NEED  FOR  RESTRICTED  DIET 

NO  ALKALOSIS 


JOHN  WYETH  & BROTHER,  INC.,  PHILADELPHIA,  PA. 
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Half  the  job  in  treating  constipation  is  get- 
ting the  patient  to  establish  “Habit  Time” 
of  bowel  movement.  The  other  half  is  to 
maintain  it. 

Petrogalar  is  a useful  aid  in  doing  both. 


Miscibility  and  even  dissemination  are  as- 
sured by  the  fine  division  of  suspended  oil 
globules. 

Petrogalar  is  pleasant  to  take.  It  may  be 
thinned  with  water,  milk  or  fruit  juices. 


An  aqueous  suspension  of  mineral  oil, 
Petrogalar  adds  unabsorbable  fluid  in  the 
colon.  Brings  about  comfortable  elimina- 
tion with  no  straining  . . . no  discomfort. 

Unlike  plain  mineral  oil,  Petrogalar  sup- 
plies moisture  . . . retains  moisture  . . . 
counteracts  excessive  dehydration. 


Five  types  offer  latitude  of  choice  in  treat- 
ing a wide  range  of  conditions. 

Try  Petrogalar  on  your  next  group  of 
patients. 


*Reg.  U.  S.  Pat.  Off.  Petrogalar  is  an  aqueous 
suspension  of  pure  mineral  oil.  Each  100  cc.  of 
which  contains  65  cc.  pure  mineral  oil  suspended 
in  a flavored  aqueous  gel. 
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Editorial 


Annual  Meeting,  1943 


The  Convention  Committee  of  the  Council 
is  now  able  to  announce  that  arrangements 
for  the  137th  Annual  Meeting  of  the  Medi- 
cal Society  of  the  State  of  New  York  are 
progressing  most  satisfactorily.  The  place, 
as  previously  announced,  is  the  Hotel 
Statler  in  Buffalo.  The  meeting  will  open 
on  Monday,  May  3,  and  continue  through 
May  6. 

The  keynote  of  the  scientific  meeting 
will  be  “War  Medicine  and  Surgery.” 
Not  only  will  papers  of  the  general  and 
section  programs  stress  the  newer  things 
in  the  scientific  and  general  practice  field, 
but  also  exhibits  are  being  planned  which 
will  show  dynamically  the  many  varied 
aspects  of  medicine’s  wartime  needs,  for 
the  civilian  population  as  well  as  for  the 
fighting  forces.  The  Office  of  Procure- 
ment and  Assignment  will  have  a booth  on 
the  seventeenth  floor,  where  Dr.  J.  It. 
Clemmons  and  Dr.  McGill  Burns  will  be 
prepared  to  answer  any  and  all  questions 
concerning  the  medical  manpower  situation 
in  this  state. 

This  year  there  will  be  several  new 
procedures.  First,  the  annual  banquet  will 
not  be  held.  The  Convention  Committee 
of  the  Council,  wishing  to  cooperate  with 
the  government’s  request  for  maximum 
food  conservation,  has  proposed  this  omis- 
sion from  our  usual  procedure.  At  the 
time  that  the  banquet  would  have  been 
held,  namely  Tuesday  evening,  May  4, 
there  will  be  a dinner  meeting  of  the  Chiefs 


of  Emergency  Medical  Service  of  the 
counties  of  the  state,  or  their  deputies. 
This  dinner  meeting  is  being  held  at  the 
suggestion  of  the  OCD.  Col.  George  F. 
Baehr  will  give  an  address  and  will  act 
as  chairman  of  the  meeting.  Questions 
from  the  floor  will  be  in  order. 

The  Convention  Committee  is  seeking 
to  prepare  a program  specifically  directed 
at  the  needs  of  the  physicians  of  the  state 
who  are  responsible  for  their  communities’ 
health.  It  is  anticipated  that  with  men 
returning  from  all  parts  of  the  world, 
tropical  disease  will  become  a factor  in 
the  health  of  many  communities.  Every 
physician  who  attends  will  be  enabled  to 
acquire  information  on  war  medicine  and 
surgery,  on  tropical  diseases,  on  industrial 
medicine  and  surgery  which  is  more  recent 
and  up  to  date  than  that  which  he  can  get 
from  any  textbook.  It  is  therefore  to  the 
interest  of  every  community  in  the  state 
to  have  its  available  doctors  attend  this 
annual  meeting.  After  having  done  so, 
they  will  go  back  to  their  community 
better  informed  and  better  prepared  to 
care  for  their  patients’  health  and  thus 
to  contribute  maximally,  through  the  im- 
provement of  general  health  in  their  locality, 
to  the  health  of  the  nation. 

Other  scientific  exhibits  will  cover  the 
subjects  of  shock,  the  blood  plasma  program, 
war  gases,  tropical  diseases,  tuberculosis, 
and  first  aid  for  doctors. 

Note  the  dates  of  the  meeting  now. 
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EDITORIAL 


[N.  Y.  State  J.  M. 


Venereal  Disease 


In  1942,  the  rate  of  prevalence  of  syphilis 
in  the  entire  male  population  of  the  United 
States  between  the  ages  of  21  and  35  was 
estimated  to  be  47.7  per  thousand,  based 
on  serologic  blood  test  reports  of  1,895,778 
white  and  Negro  men,  who,  according  to 
Vonderlehr  and  Usilton,  were  tested  under 
the  provisions  of  the  Selective  Training  and 
Service.  Act  of  1940. 1 The  rate  of  preva- 
lence in  the  entire  male  population  21  to  35 
years  of  age,  from  rural  areas,  is  49.4  per 
thousand,  and  from  urban  areas,  46.5  per 
thousand. 

What  are  the  facts  for  the  State  of  New 
York?  Dr.  Edward  S.  Godfrey,  Jr.,  Com- 
missioner of  Health,  reports  for  the  state 
exclusive  of  New  York  City  ‘‘that  there 
has  been  an  increase  of  9.7  per  cent  in  case 
reports  received  for  early  syphilis  for 
patients  of  all  ages  during  1942  as  compared 
with  1941.  In  the  age  group  of  15  to  19 
years,  case  reports  were  received  to  a 
number  38.9  per  cent  greater  than  in  1941. 
On  the  same  basis  of  comparison,  primary 
and  secondary  syphilis  increased  54.3  per 
cent  and  16.7  per  cent,  respectively.  These 
figures  appear  to  be  significant,  inasmuch 
as  the  downward  trend  in  case  reports  for 
syphilis  has  been  generally  reversed  for 
the  first  time  in  our  experience  of  six  years 
of  complete  case  reporting.2 

‘ ‘ A ‘ serious  rise’  in  venereal  disease  was 
noted  in  1942,  according  to  the  annual  report 
of  the  city  health  department.  For  the 
first  eleven  months  of  the  year  there  were 
28,068  cases  of  syphilis  recorded,  an  in- 
crease of  13  per  cent  over  the  corresponding 
period  for  1941.  A total  of  11,208  cases 
of  gonorrhea  was  reported,  with  the  number 
of  unreported  cases  thought  to  be  many 
times  greater,  according  to  the  New  York 
Times.  Neither  venereal  disease  nor  any 
other  vital  statistics  of  service  men  on  duty 
are  included  in  the  city  reports.”3 

New  York  City  Department  of  Health 
figures  for  eleven  months  of  19424  show  for 
early  syphilis  in  the  15-to-19-year  group 
an  increase  of  44  cases  reported  over  1941, 
and  for  the  age  group  of  20  to  24  an  increase 
of  137  cases.  For  all  stages  of  syphilis 
thp  15-to-19-year  group  shows  an  increase 


of  117  cases,  the  20  to  24  group  an  increase 
of  52  cases.  In  New  York  City,  from 
1938  through  1941,  the  trend  for  early 
syphilis — all  ages — has  been  downward, 

1941  being  41.5  per  cent  below  1938.  For 
all  stages  of  syphilis,  case  reports  in  1941 
were  26.7  per  cent  below  those  reported  in 
1938.  Reported  cases,  in  both  early  and 
more  advanced  stages,  for  the  eleven  months 
of  1942  show  a slight  numerical  increase 
over  1941.  Thus  the  trend  seems  to  be 
decidedly  upward  in  the  entire  state  since 
1941. 

For  what  reasons  was  the  trend  downward 
for  five  years?  Why  has  it  particularly 
increased  for  the  15-to- 19-year  group  during 
the  last  year?  Conditions  arising  from  the 
war  as  they  affect  the  family  and  the  in- 
dividual may  in  some  measure  be  respon- 
sible, but  in  what  measure?  The  national 
picture  of  47.7  per  thousand  serologic 
positives  in  the  age  group  of  21  to  35  in 

1942  is  not  encouraging.  The  state  picture 
for  the  15  to  24  group,  which  shows  an 
increasing  number  of  infections  in  the 
young,  is  no  better. 

What  can  be  done  about  it?  Current 
agitation  for  the  better  conservation  of 
manpower  and  woman  power  should  make 
these  trends  in  the  incidence  of  venereal 
disease  of  paramount  interest  to  the  medical 
profession  as  well  as  to  the  government. 

The  Health  Commissioner  of  New  York 
City,  recognizing  the  seriousness  of  the 
rise  in  venereal  disease  incidence,  requested 
high-school  instruction  in  social  hygiene. 

“The  Board  of  Education  has  granted 
permission  to  the  City  Department  of 
Health  to  use  four  schools  to  give  pre- 
induction training  courses  on  Saturday 
mornings.  The  Board  of  Education  had 
refused  to  include  such  a course  in  the 
regular  curriculum.  In  a letter  to  the 
Health  Commissioner,  Ernest  L.  Stebbins, 
John  E.  Wade,  deputy  superintendent  of 
schools,  wrote  that,  should  the  health 
officials  decide  to  organize  these  classes, 
‘the  Board  of  Education  will  not  identify 
itself  in  any  way  with  your  proposals  and 
we  will  not  be  in  any  position  to  advertise 
the  lectures  to  the  students;  we  will  make 
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available  premises  to  you  as  we  would  to 
any  other  organization,  but  you  must  under- 
take the  enterprise  as  a project  of  the 
Department  of  Health  wholly  unrelated  in 
any  way  to  the  Board  of  Education.’  The 
request  for  high-school  instruction  in  social 
hygiene  was  made  by  Dr.  Stebbins  because 
of  a 20  per  cent  increase  in  venereal  in- 
fection among  boys  and  girls  15  to  19  years 
old.  In  granting  permission  to  use  the 
schools,  the  Board  stated  that  any  legitimate 
organization  had  the  right  to  use  the 
schools  on  Saturday  mornings  provided  the 
facilities  were  available.”1 2 3 4 5 

It  is  certain  that  the  problem  of  a rising 
incidence  of  venereal  infection  in  young 


persons  will  not  solve  itself!  Nor  can  it 
be  ignored.  It  seems  evident  that  it  must 
be  combated  largely  by  educational  methods 
of  some  kind,  but  as  yet  the  technics  of  such 
methods  have  not  been  worked  out.  Here 
appears  to  be  an  opportunity  for  physicians, 
educators,  specialists  in  public  health,  and 
government  to  establish,  in  collaboration, 
an  effective  method  to  combat  what  appears 
to  be  a growing  menace  to  the  public 
health. 


1.  A.M.A.  News  (Dec.  24)  1942. 

2.  Letter  (Jan.  12)  1943. 

3.  Letter  (Dec.  31)  1942. 

4.  J. A.M.A.  121:  363  (Jan.  30)  1943. 

5.  J.A.M.A.  121:  203  (Jan.  16)  1943. 


Accidents  in  the  Home  and  on  the  Farm 


The  National  Safety  Council  estimates 
that  home  accidents  result  in  an  annual 
economic  loss  of  about  $600,000,000.  Fur- 
thermore, home  accidents  are  responsible 
for  about  34.5  per  cent  of  all  fatalities  and 
for  53  per  cent  of  all  disabling  injuries 
resulting  from  accidental  causes.  There 
is  danger  that  in  emphasizing  the  industrial 
health  programs  and  industrial  accident 
prevention  it  may  be  forgotten  that  about 
61  per  cent  of  deaths  and  injuries  to  in- 
dustrially employed  persons  occur  while 
they  are  not  at  work,  and  in  a large  pro- 
portion while  they  are  at  home. 

That  personal  health  plays  an  important 
role  in  accident  prevention  is  recognized 
in  the  New  York  State  program  on  Home 
and  Farm  Safety  set  up  by  the  New  York 
State  Department  of  Health.  A committee 
on  Personal  Health  and  Safety  has  been 
suggested  by  the  National  Safety  Council, 
under  whose  impetus  the  New  York  State 
program  is  proceeding.  The  general  chair- 
man of  the  New  York  State  program,  B.  R. 
Rickards,  Director  of  the  Division  of 
Public  Health  Education,  has  named  chair- 
men of  the  ten  committees.  Dr.  J.  G. 
Fred  Hiss  is  chairman  of  the  committee  on 
Personal  Health  and  Safety.  Other  phases 
of  the  program  call  for  the  cooperation  of 
architects  and  builders,  agricultural  en- 
gineers, household  equipment  manufacturers 
and  dealers,  landscape  architects,  public 


health  nurses,  teachers,  and  other  pro- 
fessionally trained  personnel  in  a position 
to  contribute  to  home  safety.  The  interest 
of  a large  number  of  state  organizations 
has  also  been  obtained.  These  organiza- 
tions plan  programs  of  study  for  their 
respective  memberships,  and  many  of  them 
will  participate  in  community  education 
as  well. 

Outstanding  among  the  organizations, 
in  addition  to  the  State  Medical  Soci- 
ety and  State  Nurses’  Association,  are  the 
State  Grange,  the  State  Federations  of 
Home  Bureau,  Farm  Bureau,  and  4-H 
Clubs,  the  State  Congress  of  Parents  and 
Teachers,  the  State  Federation  of  Women’s 
Clubs,  the  American  Legion,  and  many 
other  groups. 

The  program  of  education  is  advancing 
along  many  important  fronts,  with  a special 
contribution  to  the  public  interpretation 
of  the  work  coming  through  the  Governor’s 
proclamation  on  Labor  Day,  which  was 
followed  by  a series  of  newspaper  releases 
and  radio  talks  promoted  by  the  State  and 
Local  War  Councils. 

Facilities  for  educational  interpretation 
are  being  developed.  The  American  Red 
Cross  will  provide  instructors  for  a nine- 
hour  course  in  Home  Safety,  with  certificate 
granted  upon  completion  of  the  study. 
The  Metropolitan  Life  Insurance  Company, 
Travelers  Life  Insurance  Company,  John 
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Hancock  Life  Insurance  Company,  and 
other  insurance  companies  have  developed 
literature,  exhibits,  motion  pictures,  and 
other  helps.  The  State  Department  of 
Health  has  twenty  panel  exhibits  for  loan 
to  communities  and  soon  will  have  a talking 
slide  film.  Physicians  are  urged  to  co- 
operate in  this  program  by  calling  attention 


to  accident  hazards  in  the  homes  that  they 
visit,  by  assisting  on  committees,  and  by 
giving  talks.  An  outstanding  contribution 
by  physicians  will  be  in  recognizing  personal 
health  conditions  that  might  induce  acci- 
dents and  in  warning  the  individual  or  family 
of  the  situation  so  that  additional  pre- 
cautions may  be  taken. 


Correspondence 


workmen’s  compensation  board 

MEDICAL  SOCIETY  OF  THE  COUNTY  OF  NEW  YORK 
292  MADISON  AVENUE,  NEW  YORK  CITY 

February  11,  1943 

Editor 

New  York  State  Journal  of  Medicine 
292  Madison  Avenue 
New  York  City 
Dear  Sir: 

Will  you  please  publicize  the  fact  that  the  Arbitra- 
tion Headquarters  of  the  New  York  Area  has 


moved  from  125  Park  Avenue  to  the  adjoining  build- 
ing at  110  East  42nd  Street,  room  1213;  telephone 
number  Lexington  2-2354. 

Arbitrations  for  the  five  counties  of  the  metro- 
politan area  will  be  held  at  the  above  headquarters 
from  this  date. 

Very  truly  yours, 

David  J.  Kaliski,  M.D..  Director 


OUR  MIN  NEED 

* BOOKS  * 


ALL  YOU  CAN  SPARE 

That  book  you've  enjoyed  — 
pass  it  along  to  a man  in  uni 
form.  Leave  it  at  the  nearest 
collection  center  or  public 
library  for  the  1943  VI*CTORY 
BOOK  CAMPAIGN. 


OUR  MEN  NEED 

* BOOKS  * 


ALL  YOU  CAN  SPARE 


GIVE  A BOOST  WITH  A 
BOOK — Good  books,  in  good 
condition,  are  wanted  by  the 
1943  VICTORY  BOOK  CAM- 
PAIGN for  men  in  all 
branches  of  the  service.  Leave 
yours  at  the  nearest  -collec- 
tion center  or  public  library. 


OUR  MEN  NEED 

* BOOKS  * 


ALL  YOU  CAN  SPARE 


GOOD  BOOKS  ARE  ON  THE 
MARCH  from  your  book- 
shelves  to  our  fighting  men. 
Get  them  out — leave  them  at 
the  nearest  collection  center 
or  public  library  for  the  1943 
VICTORY  BOOK  CAMPAIGN. 


OUR  MEN  NEED 

* BOOKS  * 


ALL  YOU  CAN  SPARE 

Help  a man  in  uniform  enjoy 
his  leisure  hours.  Give  your 
good  books  to  the  1943  VIC- 
TORY BOOK  CAMPAIGN. 
Leave  them  at  the’  nearest 
collection  center  or  public 
library. 


THE  DIFFERENTIAL  DIAGNOSIS  OF  HYPERPARATHYROIDISM 
WITH  ESPECIAL  REFERENCE  TO  ALBRIGHT’S  SYNDROME 

L.  W.  Gorham,  M.D.,  Albany,  New  York 


THE.  differential  diagnosis  of  hyperpara- 
thyroidism may  be  difficult,  even  though  the 
history  and  roentgenograms  in  a particular 
patient  with  chemical  and  biopsy  studies  may 
point  strongly  to  this  diagnosis.  As  is  well 
recognized,  a hyperfunctioning  parathyroid  gland 
containing  an  adenoma  produces  a widespread 
decalcification  of  the  skeleton,  leading  to  the 
condition  known  as  generalized  osteitis  fibrosa 
cystica  (von  Recklinghausen’s  disease).  Hy- 
perparathyroidism is  insidious  in  onset,  more 
often  affecting  women  than  men,  with  the 
greatest  number  of  cases  occurring  in  midlife. 
The  symptoms  are  numerous  and  variable. 
Most  common  are  bone  and  joint  pain,  pathologic 
fractures,  muscle  weakness,  disturbances  of 
gait,  and,  late  in  the  disease,  marked  deformities 
of  the  bones.  In  a smaller  number  of  cases 
renal  and  gastrointestinal  symptoms  appear, 
such  as  polyuria,  polydipsia,  renal  colic,  anorexia, 
nausea,  vomiting,  epigastric  pain,  and  marked 
loss  of  weight.  The  chemical  changes  in  cal- 
cium and  phosphorus  metabolism  produced  by 
the  increased  activity  of  the  parathyroid  glands 
are  quite  characteristic.  Under  normal  condi- 
tions these  small  glands  regulate  the  metabolism 
of  calcium  and  phosphorus  in  the  body  within 
rather  narrow  limits,  maintaining  the  level  of 
blood  calcium  at  9.5  mg.  to  11  mg.  per  cent,  and 
the  blood  phosphorus  at  3 mg.  to  4.5  mg.  percent. 
With  the  onset  of  hyperparathyroidism,  calcium  is 
withdrawn  from  the  bones,  the  blood  phosphorus 
level  falls,  and  the  blood  calcium  rises  sharply. 
The  excretion  of  both  calcium  and  phosphorus 
in  the  urine  is  also  increased.  The  blood  phos- 
phatase is  usually  increased,  indicating  a rise 
in  new  bone  production.  The  normal  figures 
for  phosphatase  are  1.5  to  4 Bodanskv  units 
in  adults.  The  constant  drain  upon  the  skeleton 
with  calcium  loss  leads  to  pathologic  bone  which 
is  soft,  pliable,  and  readily  fractured.  The  x-ray 
films  show  a general  decalcification,  with  thinning 
of  the  cortex  and  trabeculae  of  the  long  bones. 
The  skull  appears  finely  granular,  and  there 
may  be  apparent  cyst  formation  in  the  shafts 
of  the  bones.  Operation  and  autopsy  have 
shown  that  what  appear  to  be  cysts  by  x-ray 
are  actually  areas  of  fibrous  tissue  replacing 
bone. 

Von  Recklinghausen,  in  1891,  described  3 
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cases  of  fibrous  osteitis,  and  his  name  has  since 
been  attached  to  the  disease.  Although  various 
authors  had  suspected  the  relationship  of  para- 
thyroid tumor  to  von  Recklinghausen’s  disease, 
it  was  not  until  1925,  when  Mandl1  successfully 
removed  one  of  these  tumors  with  marked  benefit 
to  the  patient,  that  its  true  significance  and 
importance  were  established.  The  first  case 
to  be  recognized  in  the  United  States  was 
studied  by  Dr.  Eugene  F.  Dubois2  in  1926. 
The  old  sea  captain,  Martel,  required  seven 
operations  before  the  parathyroid  tumor  was 
finally  located  in  the  anterior  mediastinum. 
Barr,  Bulger,  and  Dixon3  reported  the  first 
proved  case  in  this  country  in  1929.  Since  then 
a large  number  of  cases  have  been  described, 
Wilder  and  Howell4  being  able  to  collect  135 
undoubted  examples  from  the  literature  in  1936. 
In  June  of  that  same  year  a patient  was  admitted 
to  the  Albany  Hospital  who  illustrates  the  first 
and  most  important  condition  to  be  differ- 
entiated from  hyperparathyroidism. 

Case  Report 

History. — Mrs.  G.  R.,  25  years  old,  a laundry 
worker,  complained  of  pain  and  swelling  in  the 
left  forearm,  attributed  to  an  injury  in  November, 
1935.  Past  history  was  noncontributory  except 
that  in  1930  she  suffered  a fracture  of  the  right 
femur,  at  which  time  an  x-ray  diagnosis  of  osteitis 
fibrosa  cystica  is  said  to  have  been  made.  Exami- 
nation showed  slight  deformity  of  the  left  forearm 
with  swelling  in  the  region  of  the  upper  portion 
of  the  radius.  The  left  humerus  felt  thickened. 
The  right  femur  was  bowed  anteriorly  and  ex- 
ternally, and  there  was  a shortening  of  the  right 
leg  of  3/4  inch.  The  right  tibial  shaft  was  palpably 
thickened.  There  was  a pigmented  spot  on  the 
left  buttock,  the  presence  and  significance  of  which 
was  not  realized  until  later  when  the  patient  was 
seen  by  Dr.  Fuller  Albright. 

The  roentgenographic  examination  of  the  skeleton 
showed  marked  changes  involving  the  left  radius, 
the  left  humerus,  the  metacarpal  bone  of  the  left 
index  finger,  the  fifth  rib  on  the  left  side,  the  right 
ilium,  left  ilium,  left  ala  of  the  sacrum,  the  superior 
ramus  of  the  left  pubis,  the  inferior  ramus  of  the 
right  pubis,  the  tuberosity  of  the  right  ischium, 
the  right  femur,  and  the  right  tibia. 

Laboratory  Data. — The  urine  was  negative. 
Bence-Jones  protein  was  not  present.  The  Wasser- 
mann  reaction  was  negative.  The  blood  count 
was  normal.  Blood  calcium  was  13.5  mg.,  11.5  mg., 
and  10.4  mg.;  blood  phosphorus,  5.2  mg.,  7 mg., 
and  3 mg.;  blood  phosphatase,  7.4  Bodansky  units. 
Biopsy  of  the  fifth  left  rib  was  reported  as  showing 
typical  osteitis  fibrosa.  Although  the  blood  calcium 
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was  found  to  be  elevated  only  once  out  of  three 
examinations  and  although  the  blood  phosphorus 
was  never  below  3 mg.  per  cent,  it  was  felt  that 
with  such  suggestive  x-ray  and  biopsy  findings 
the  patient  was  entitled  to  exploration  of  her  neck 
for  the  removal  of  a possible  adenoma  of  the  para- 
thyroid. Operation  was  performed  by  Dr.  Eldridge 
H.  Campbell  on  July  22,  1936.  The  four  para- 
thyroids were  located  and  examined,  but  no  adenoma 
was  found.  The  upper  right  parathyroid  was 
considerably  larger  than  any  of  the  other  three 
glands.  This  was  removed  but  showed  no  signs 
of  tumor  on  histologic  examination.  Some  months 
later  Dr.  Fuller  Albright  saw  the  patient  at  my 
request  and  pointed  out  the  small  area  of  pig- 
mentation on  the  buttock.  He  stated  that  he 
had  seen  several  cases  with  osteitis  fibrosa,  skin 
pigmentation,  and  precocious  menstruation,  which 
had  been  confused  with  hyperparathyroidism. 
Our  case  apparently  fell  in  this  group,  although  there 
was  no  history  of  sexual  precocity.  The  patient 
was  of  Nordic  stock,  however,  and  the  menses 
had  begun  at  14  years,  while  those  of  her  mother 
and  sister  had  begun  at  18  years.  The  patient 
gave  birth  to  twins  in  February,  1937,  and  in 
May,  1941,  the  mother  and  both  children  were 
examined.  The  children  showed  no  signs  of 
osseous  disease  by  x-ray  and  no  skin  pigmentation, 
while  their  mother’s  condition  remained  un- 
changed. 

In  1937  Albright5  and  his  associates  described 
5 cases  and,  in  1938,  2 more6  which  showed  the 
bizarre  combination  of  three  apparently  un- 
related features,  viz.*  (1)  osteitis  fibrosa  cystica, 
(2)  brown  pigmented  skin  spots,  and  (3)  pre- 
cocious puberty  (particularly  in  females).  Three 
of  these  patients  had  been  operated  upon  in 
other  hospitals  in  a vain  search  for  parathyroid 
adenoma.  In  reviewing  the  literature  one  finds 
that  at  least  seven  examples  of  this  syndrome 
had  been  reported  in  females  and  five  in  males 
before  Albright’s  paper  was  published.  The 
precocious  puberty,  however,  was  lacking  in  the 
males.  The  first  example  of  this  curious  con- 
dition was  described  by  Weil7  in  1922  before  a 
medical  society  meeting  in  Breslau.  The  patient 
was  a 9-year-old  girl  who  had  begun  to  men- 
struate at  the  age  of  IV2  years,  had  suffered  eight- 
fractures,  revealed  the  secondary  sex  charac- 
teristics of  a girl  of  15  years,  showed  by  x-ray 
scattered  bone  changes  with  precocious  bone 
development,  and  had  abnormal  pigment  de- 
posits in  the  skin.  Weil  thought  he  was  dealing 
with  a disturbance  of  the  adrenal  glands.  Al- 
bright suggests  that  the  syndrome  is  due  to 
some  neurologic  or  embryonic  defect  in  the 
region  of  the  hypothalamus.  A total  of  32 
cases  (16  females,  16  males),  conforming  to 
Albright’s  original  description,  has  been  recorded 
to  date.8  Thirteen  of  these  have  been  confused 
with  hyperparathyroidism  and  were  operated 


upon  but  no  tumor  was  found.  Three  of  the 
patients  were  operated  upon  twice. 

In  addition  to  the  32  cases  which  conform  to 
the  picture  described  by  Albright,  there  are  to 
be  found  also  19  cases  which  possess  one  and 
occasionally  two  of  the  diagnostic  criteria. 
These  may  be  designated  as  the  incomplete 
form  of  Albright’s  syndrome.  Thus  Salzer9  in 
1933,  Gaupp10  in  1932,  and  Borak  and  Doll11  in 
1934  reported  cases  with  menstruation  beginning 
at  2,  3,  and  6 years  of  age  with  scattered  cystic- 
bone  lesions  but  no  pigmented  spots.  The 
case  studied  at  the  Albany  Hospital  showed  bone 
lesions  and  skin  pigmentation  but  no  precocious 
puberty.  The  other  15  cases  revealed  neither 
precocious  puberty  nor  abnormal  skin  pig- 
mentation but  have  been  reported  as  unilateral 
osteitis  fibrosa,  osteodystrophia  fibrosa  unilat- 
eralis,  or  as  polyostotic  fibrous  dysplasia  (Lich- 
tenstein,12 Jaffe13).  In  this  group  of  19  cases 
there  are  7 in  which  fruitless  exploration  of  the 
neck  for  parathyroid  adenoma  was  performed. 
Two  operations  were  performed  upon  one 
patient  in  this  series. 

It  is  evident,  therefore,  that  a knowledge  of 
this  syndrome  is  most  important  in  the  dif- 
ferential diagnosis  of  hyperparathyroidism. 
Here  is  a condition  in  which  in  a total  of  51 
patients,  there  have  been  twenty  useless  opera- 
tions, and,  furthermore,  4 of  these  patients 
were  operated  upon  a second  time.  Albright’s 
syndrome  is  certainly  the  most  important  con- 
dition to  be  differentiated  from  hyperpara- 
thyroidism, as  the  record  shows  confusion 
arises  in  40  per  cent  of  the  cases.  The  syndrome 
occurs  in  a complete  and  incomplete  form.  The 
disease  starts  in  early  childhood  and  nearly  all 
victims  of  the  complete  type  develop  symptoms 
before  the  age  of  10.  In  the  incomplete  form, 
patients  may  be  30,  40,  or  older  before  clinical 
manifestations  appear.  The  disease  is  more 
frequent  in  females.  While  the  x-ray  appearance 
of  the  bones  may  be  confusing,  it  should  be 
emphasized  that  in  Albright’s  syndrome  the 
lesions  are  scattered,  localized,  and  multiple, 
with  considerable  portions  of  the  skeleton  un- 
affected. This  patchy  distribution  is  in  sharp 
contrast  to  the  general  decalcification  of  all 
osseous  tissue  found  in  hyperparathyroidism  and 
osteomalacia  and  is  more  like  Paget’s  disease 
and  xanthomatosis.  There  is  a tendency  to 
unilateral  involvement.  Albright  emphasizes 
three  points  in  the  roentgen  examination  of  bones 
of  the  patients  with  this  syndrome:  (1)  there 
are  areas  of  increased  density  representing 
overgrowth  of  bone  as  well  as  decreased  density; 
(2)  there  are  parts  of  the  skeleton  that  show 
normal  bone;  and  (3)  the  epiphyses  are  rarely 
if  ever  involved.  Biopsy  specimens  show  osteitis 
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fibrosa  with  an  absence  of  osteoclasts  except 
in  those  cases  which  are  rapidly  progressive. 
In  a few  instances  areas  of  cartilage  have  been 
found  in  specimens.  There  is  a difference  of 
opinion  as  to  the  relative  value  of  the  roentgen 
examination  and  bone  biopsy  in  the  differential 
diagnosis  from  hyperparathyroidism.  Jaffe  feels 
that  the  distinction  can  be  made  by  microscopic 
examination  with  unfailing  regularity,  while 
Albright  believes  that  the  roentgen  examination 
is  more  dependable.  The  fact  is  that  confusion 
has  arisen  in  many  instances  with  both  methods 
of  study,  and  neither  can  be  called  infallible. 
The  presence  of  pigmented  skin  spots  over  the 
sacrum,  buttocks,  or  upper  back  should  at  once 
arouse  suspicion.  These  spots,  due  to  an  in- 
crease in  melanin  in  the  basal  layer  of  the  skin, 
may  be  so  insignificant  as  not  to  be  noted  or 
they  may  be  hidden  by  hair  in  the  back  of  the 
scalp  and  neck,  so  that  they  are  not  seen  until 
the  part  is  shaved. 

Sexual  and  somatic  precocity  are  present  with 
great  regularity  in  the  female  afflicted  with  the 
disease  and,  if  accompanied  by  skin  pigmentation 
or  bone  lesions,  these  conditions  should  call 
Albright’s  syndrome  to  mind.  This  feature 
may,  however,  be  absent  in  the  female  as  well 
as  in  the  male.  Calcium  and  phosphorus 
determinations  on  the  blood  usually  serve  to 
distinguish  Albright’s  syndrome  from  hyperpara- 
thyroidism, but  occasionally  confusion  is  caused 
by  the  occurrence  of  a blood  calcium  above 
11  mg.,  and  a blood  phosphorus  below  3 mg. 
Balance  studies  of  calcium  metabolism  regularly 
show  a negative  balance  with  excessive  output 
in  the  urine  in  hyperparathyroidism.  Only 
an  occasional  case  of  Albright’s  syndrome  shows 
increased  excretion  of  calcium  in  the  urine. 
The  blood  phosphatase  level  is  often  elevated, 
showing  increased  bone  production,  but  it  is 
not  of  much  differential  diagnostic  value. 

The  second  disease  which  may  simulate  hy- 
perparathyroidism or  Albright’s  syndrome  is 
illustrated  by  the  following  case  report. 

Case  Report 

C.  W.  L.,  an  11-year-old  school  girl,  was  seen 
October  21,  1937.  At  the  age  of  6 she  had  a fall, 
since  which  time  the  right  forearm  has  been  bowed. 
At  8 years  an  optic  nerve  tumor  was  removed. 
At  10  she  suffered  a fracture  of  the  left  femur  as  a 
result  of  a fall.  No  sexual  precocity  was  present, 
as  the  menses  were  still  absent  when  she  was  11. 
Examination  showed  bowing  of  the  right  forearm 
and  numerous  pigmented  spots  on  the  skin,  measur- 
ing a few  to  several  centimeters  in  diameter.  The 
urine  was  negative,  the  blood  count  was  normal, 
the  blood  calcium  was  10.8  mg.  and  the  blood 
phosphorus  6.5  mg.  X-ray  showed  cystic  bone 
changes  in  the  lower  ends  of  each  femur.  Per- 


mission for  biopsy  of  skin  and  bone  was  refused. 
This  case  was  probably  an  instance  of  von  Reck- 
linghausen’s neurofibromatosis.  Dr.  Albright  re- 
viewed the  evidence  and  agreed  with  this  diagnosis. 
There  are  still  those  who  believe  that  Albright’s 
syndrome  is  nothing  more  than  von  Reckling- 
hausen’s neurofibromatosis.  Against  this  view  is 
the  fact  that  biopsies  of  the  skin  have  never  shown 
neurofibromata  in  Albright’s  syndrome,  while  they 
are  always  present  in  sections  of  the  skin  taken  from 
von  Recklinghausen’s  neurofibromatosis. 

A third  case  in  a 14-year-old  boy  who  was  thought 
to  have  giant  cell  sarcoma  of  the  hip,  or  possibly 
hyperparathyroidism,  was  first  seen  in  April, 
1940.  Since  his  eighth  year  he  had  had  pain  and 
disability  in  the  right  hip.  He  was  operated  upon 
at  that  time  in  another  hospital  and  the  tissue 
removed  was  diagnosed  as  giant  cell  sarcoma. 
Examination  at  the  present  time  showed  shortening 
of  the  right  leg  and  a marked  limp  in  walking. 
There  was  an  area  of  brownish  pigmentation  in  the 
gluteal  region.  X-ray  examination  showed  cystic 
bone  changes  in  the  right  femur,  the  right  tibia 
and  fibula,  the  first  right  metacarpal,  the  right 
humerus,  and  the  tenth  rib  on  the  right  side.  The 
only  cystic  area  on  the  left  side  was  located  in  the 
first  metatarsal  bone.  The  blood  calcium  and 
blood  phosphorus  levels  were  normal  (calcium, 
9.4  mg.,  and  phosphorus,  3.8  mg.).  The  blood 
phosphatase  was  7.12  Bodansky  units,  a slight 
increase. 

In  addition  to  the  three  types  of  bone  disease 
which  have  been  mentioned — i.e.,  Albright’s  syn- 
drome, von  Recklinghausen’s  neurofibromatosis, 
and  giant  cell  sarcoma — one  must  consider  briefly 
a number  of  other  conditions  in  the  differential 
diagnosis  of  hyperparathyroidism.  Paget’s  disease 
of  bone  is  to  be  distinguished  by  the  onset  in  the 
later  decades  of  life,  by  the  normal  blood  calcium 
and  blood  phosphorus,  by  the 'usually  very  high 
phosphatase,  by  the  characteristic  woolly  appear- 
ance of  the  bones  in  the  x-ray  films  in  some  areas, 
and  by  the  mosaic-like  structure  of  the  biopsied 
bone.  Multiple  myeloma  may  cause  scattered 
lesions  in  the  bony  skeleton  which  at  first  glance 
suggest  hyperparathyroidism.  In  some  cases  the 
blood  calcium  is  definitely  elevated.  The  charac- 
teristic features  of  this  condition  are  usually,  how- 
ever, a normal  blood  phosphorus,  hyperproteinemia 
with  reversal  of  the  albumin /globulin  ratio,  Bence- 
Jones  protein  in  the  urine,  a normal  blood  phos- 
phatase, plasma  cells  in  bone  marrow  puncture, 
and  round,  punched-out  lesions  in  the  skull  which, 
seen  by  x-ray,  are  quite  suggestive.  Osteomalacia 
with  increased  calcium  excretion  and  softening  of 
the  entire  osseous  system  is  a rare  disease  and  occurs 
with  diets  deficient  in  calcium  and  vitamin  D. 
Repeated  pregnancies  are  the  commonest  cause, 
although  poor  nutrition  under  war  conditions  has 
been  reported  as  “hunger  osteomalacia.”  The 
serum  calcium  is  normal  as  a rule,  although  Al- 
bright states  that  it  occasionally  may  be  high  be- 
cause of  a secondary  parathyroid  hyperplasia. 
The  blood  phosphorus  is  normal  or  low.  The 
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phosphatase  may  be  slightly  increased  and  oc- 
casionally markedly  elevated.  Cystic  areas  by 
x-ray  are  not  seen.  Adolescent  rickets  like  hy- 
perparathyroidism leads  to  general  demineralization 
of  the  skeleton.  It  occurs  at  a younger  age  than 
hyperparathyroidism  and  is  further  differentiated 
by  the  normal  blood  calcium,  the  normal  to  low 
blood  phosphorus,  the  very  high  phosphatase 
activity,  and  the  lack  of  cystic  areas  in  the 
roentgenograms  of  the  bones.  Metastatic  cancer 
involving  bones,  with  hidden  primary  source,  may 
occasionally  show  a high  blood  calcium,  but  con- 
fusion with  hyperparathyroidism  should  not  arise. 
Roentgenograms  of  the  skeleton  in  cancer  will 
invariably  show  certain  bones  which  are  entirely 
normal,  while  in  hyperparathyroidism  all  of  the 
bones  are  affected  to  some  degree.  Senile  osteo- 
porosis has  been  mistaken  for  hyperparathyroidism 
but  should  be  differentiated  by  the  normal  values 
for  blood  calcium,  phosphorus,  an  i phosphatase. 
Multiple  hemangiomas  of  bone,  recently  described 
by  Pierson,  Howard,  and  Farber,14  may  produce 
widespread  osteolytic  lesions  of  the  skeleton  but 
are  readily  differentiated  by  biopsy  as  well  as  by 
other  features.  There  are  two  unilateral  lesions 
of  bone  which  have  been  confused  with  Albright’s 
syndrome  but  which  should  be  easy  to  distinguish 
from  hyperparathyroidism.  These  are  Ollier’s 
disease,  known  as  unilateral  dyschondroplasia, 
in  which  multiple  enchondromas  are  limited  to 
one  side  of  the  body,  and  xanthomatoois,  a con- 
dition characterized  by  high  blood  cholesterol 


and  typical  foam  cells  in  the  biopsy  of  affected 
bone. 

In  conclusion  it  may  be  said  that  of  all  the  diseases 
of  bone  which  may  resemble  hyperparathyroidism, 
Albright’s  syndrome  is  the  most  important.  In 
a series  of  51  published  cases  of  the  complete  and 
incomplete  variety,  no  less  than  20  have  been 
operated  upon  without  finding  an  adenoma  in  the 
parathyroid  and  4 of  these  patients  were  subjected 
to  a second  futile  exploration. 
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RED  CROSS  DRIVE  BEGINS  MARCH  1 
In  what  is  expected  to  be  the  greatest  philan- 
thropic drive  ever  conducted  in  New  York  City, 
100,000  volunteers  will  begin  a house-to-house  can- 
vass March  1 to  raise  funds  for  the  Red  Cross.  The 
quota  for  New  York  City  is  $12,920,700,  or  10.3  per 
cent  of  the  national  goal. 


Chairman  of  the  local  drive  is  Colby  M.  Chester, 
with  Walter  S.  Gifford  serving  as  national  chair- 
man. 

Officials  of  the  campaign  estimate  that  a minimum 
of  two  million  contributions  will  be  needed  to  meet 
the  quota. 


ABSTRACT  OF  MEDICAL  ARTICLES  BEING 

Two  projects  that  are  aiding  physicians  in  the 
armed  forces  not  only  to  maintain  professional 
competence  in  matters  pertaining  to  military  medi- 
cine but  also  to  return  to  civilian  practice  at  the  end 
of  the  war  armed  with  the  latest  knowledge  in  all 
fields  of  medicine,  are  announced  in  the  J.A.M.A. 
for  January  23. 

The  Journal  says  that:  “By  cooperation  of  the 
editorial  staff  of  the  J.A.M.A.  with  the  Committee 
on  Information  of  the  Division  of  Medical  Sciences 
of  the  National  Research  Council  and  the  Divisions 
of  Publications  of  the  United  States  Army  and  Navy 
Medical  Departments  and  the  United  States  Public 
Health  Service,  a letter  is  being  prepared  every  two 
weeks,  which  is  distributed  to  every  officer  in  these 
services The  letters  consist  of  from  four  to 


SENT  TO  DOCTORS  IN  SERVICE 
six  pages  of  brief  abstracts  of  articles  of  significance 
appearing  in  the  current  medical  literature. 

“By  special  arrangement  also  E.  R.  Squibb  and 
Sons  has  planned  to  distribute  to  officers  in  the 
armed  forces  a publication  called  Medical  Journal 
Abstracts , prepared  by  the  library  staff  of  this  com- 
pany   The  company  also  offers  to  send 

Medical  Journal  Abstracts  on  receipt  of  a correct 
APO  address  to  medical  officers  overseas,  subject, 
of  course,  to  decisions  of  governmental  authorities 
in  charge  of  postal  regulations. 

“Certainly  these  attempts  to  aid  physicians  in  the 
armed  forces  to  keep  abreast  of  advances  in  medical 
science  can  result  only  in  improvement  in  medical 
service  to  the  men  for  whose  health  and  medical  care 
they  are  responsible.” — A.M.A.  News,  January  21 


SYPHILIS  AS  A CAUSE  OF  DELAYED  PNEUMONIC  RESOLUTION 

Joseph  F.  Worthen,  M.D.,  and  Michael  S.  Rapp,  M.D.,  Staten  Island,  New  York 


'’THAT  syphilis  predisposes  to  the  complications 
x of  lobar  pneumonia,  and  especially  to  delayed 
resolution,  has  been  advanced  by  Fitz-Hugh1 
and  Youmans  and  Kampmeier.2  Others — for 
example,  Weinstein  and  Goodman,3  who  reviewed 
the  records  of  509  patients  with  acute  lobar 
pneumonia,  of  whom  37.5  per  cent  had  syphilis— 
did  not  observe  the  favorable  influence  of  anti- 
luetic  therapy  on  the  course  of  unresolved 
pneumonia,  as  reported  by  Fitz-Hugh  and 
Youmans  and  Kampmeier. 

We  believe  that  the  case  we  are  reporting  here 
was  very  favorably  influenced  by  antiluetic 
treatment. 


Case  Report 

E.  O.,  a 40-year-old  white  man,  was  admitted  on 
October  20,  1938,  to  the  Staten  Island  Hospital, 
complaining  of  diarrhea  of  four  days’  duration. 

He  stated  that  except  for  a “cold  in  his  system” 
he  was  in  good  health  until  four  days  before  ad- 
mission, when  he  developed  severe  generalized 
abdominal  cramps,  followed  by  diarrhea  and 
vomiting.  Stools  were  yellowish-green,  watery, 
and  frequent.  During  the  next  three  days,  weak- 
ness and  malaise  increased,  and  a dry,  short  cough, 
which  he  had  had  for  three  or  four  months  previ- 
ously, became  worse,  with  production  of  large 
amounts  of  thin,  mucoid  sputum. 

His  past  history  revealed  that  he  had  been  sus- 
ceptible to  colds  for  “many  years.”  X-rays  of  his 
chest  were  taken  when  he  was  18  and  again  when 
he  was  25,  and  were  considered  normal.  He  did 
not  remember  why  the  x-rays  had  been  taken,  but 
thought  it  was  due  to  a cough  he  had  at  the  time. 

He  had  contracted  syphilis  at  the  age  of  25,  for 
which  he  “received  a few  injections.”  He  had 
gonorrhea  “two  or  three  times”  during  his  twenties — 
“easily  cured.”  He  was  admitted  to  the  hospital  in 
1936  and  1937  for  treatment  of  a fistula-in-ano. 
His  remaining  past  medical  history  is  entirely  ir- 
relevant. His  father  died  at  25  in  the  first  World 
War  and  his  mother  at  53  of  a “stroke.” 

On  admission  the  temperature  was  103.2  F. 
rectally;  pulse  rate,  130;  respiratory  rate,  24;  and 
blood  pressure,  120  systolic,  and  60  diastolic. 

Physical  examination  showed  a poorly  nourished 
and  developed,  tall,  thin,  prostrated  white  man, 
coughing  at  frequent  intervals  and  somewhat 
dyspneic.  He  complained  of  pain  in  the  right  side 
of  his  chest. 

The  pupils  were  equal,  regular,  and  reacted  to 
light  and  accommodation.  The  tongue  was  heavily 
coated,  the  mouth  dry,  and  the  breath  foul. 

The  essential  physical  pathologic  changes  were 
limited  to  the  thorax  and  consisted  of  limitation  of 
movement  of  the  right  chest;  deviation  of  the 
trachea  to  the  right;  the  presence  of  increased 
tactile  fremitus,  dullness,  bronchial  breathing,  in- 
creased pectoriloquy,  and  a few  scattered  crepitant 
and  small  moist  rales  in  the  upper  half  of  the  right 

Attending  Physician  and  House  Physician,  respectively, 
of  the  Staten  Island  Hospital. 


chest  posteriorly  and  in  the  right  supraclavicular 
and  infraclavicular  regions  anteriorly. 

The  apex  point  of  maximal  impulse  was  in  the 
fifth  intercostal  space,  8 cm.  to  the  left  of  the 
midsternal  line.  The  heart  sounds  seemed  normal. 

The  abdomen,  except  for  slight  distension,  was 
normal.  The  liver,  spleen,  and  kidneys  were  not 
palpable. 

The  admission  diagnosis  was  chronic  pulmonary 
tuberculosis  with  tuberculous  pneumonia,  intestinal 
tuberculosis,  and  latent  syphilis. 

On  admission,  the  urine  showed  a specific  gravity 
of  1.010,  a 1 plus  reaction  for  albumin,  a few  hyaline 
and  granular  casts,  and  a few  pus  cells.  No  red 
blood  cells  were  seen.  Hemoglobin  was  73  per  cent 
(Sahli);  red  blood  count,  3,780,000;  white  blood 
count,  11,500,  with  92  per  cent  neutrophiles,  7 per 
cent  lymphocytes,  1 per  cent  transitional  cells,  and 
39  per  cent  band  forms.  Subsequent  urinalyses 
were  essentially  normal.  The  hemoglobin  ranged 
from  60  per  cent  to  66  per  cent;  the  red  blood  count 
averaged  3,300,000;  the  white  blood  count,  11,500 
to  15,260,  with  70  per  cent  to  90  per  cent  neutro- 
philes and  9 per  cent  band  forms.  A transfusion  of 
500  cc.  of  citrated  blood  was  given  on  November  3 
and  again  on  November  21. 

Sputum  examinations  for  the  tubercle  bacillus 
were  repeatedly  negative.  No  pneumococci  of 
types  I to  XXXII  were  found,  but  a few  chains  of 
streptococci  were  occasionally  seen  on  smears. 
Blood  cultures  were  all  reported  as  negative.  Stool 
examination  for  ova  was  negative.  The  Wasser- 
mann  test  was  reported  by  the  New  York  City 
Health  Department  as  4 plus. 

An  x-ray  examination  of  the  chest,  made  on 
October  28,  was  reported  as  showing  “increase  in 
density  over  the  upper  right  lung  field;  retraction 
of  the  trachea  to  the  right;  indicative  of  consolida- 
tion, possibly  with  an  old  tuberculous  lesion  in  the 
right  apex.  The  cardiac  shadow  is  markedly  en- 
larged. Neoplasm  to  be  investigated.” 

During  the  six  days  in  the  hospital,  from  October 
20  to  25,  his  temperature  ranged  between  103  and 
104  F.  in  the  afternoons, and  about  to  99  to  100  F. 
in  the  mornings.  The  pulse  was  between  110  and 
140  and  the  respirations  between  24  and  48.  The 
diarrhea  disappeared  on  the  fourth  hospital  day  and 
the  patient  seemed  improved. 

Electrocardiographic  studies  on  November  3, 
22,  and  25  showed  paroxysmal  auricular  tachy- 
cardia with  no  deviation  of  the  electrical  axis. 

On  November  10,  x-ray  films  of  the  chest  showed 
that  “some  degree  of  resolution  has  taken  place  in 
the  right  lung,  especially  at  the  apex.  The  cardiac 
shadow  appears  smaller.  The  mediastinum  is 
retracted  to  the  affected  side.  Diagnosis:  old 

fibrotic  tuberculosis  with  superimposed  pneumonia.” 

The  patient  continued  acutely  ill  with  productive 
cough,  sweats,  and  right-sided  chest  pain.  His 
fistula-in-ano  was  discharging  freely  and  the 
dyspnea  at  night  was  difficult  to  manage. 

For  ten  days  after  admission,  from  November  1 
until  November  10,  he  was  given  mercuric  chloride, 
Vm  grain,  and  potassium  iodide,  10  grains,  three 
times  a day,  after  meals.  From  November  10 
until  his  discharge  from  the  hospital  on  December 
24  he  was  given  2 cc.  of  bismuth  subsalicylate 
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intramuscularly,  twice  the  first  week  and  once 
weekly  thereafter. 

From  November  15  to  22  he  received  prontylin, 
getting  60  grains  the  first  day,  45  grains  the  second 
day,  and  30  grains  daily  for  the  next  five  days.  No 
appreciable  changes  occurred  except  for  a slight 
drop  in  the  temperature. 

X-ray  films  of  the  chest  on  November  18  showed 
no  change  over  the  previous  report  of  November  10. 
The  temperature  in  the  second  week,  starting 
October  27,  dropped  to  101  F.  and  ranged  between 
97  and  101  F.  until  November  10,  when  it  rose  to  a 
range  of  100  to  102  F.,  with  the  pulse  between  100 
and  120  and  respirations  between  25  and  35.  On 
November  24,  the  temperature  dropped  slightly, 
ranging  between  99  and  101.4  F.,  with  the  pulse 
1 10  to  120  and  respiration  25  to  30.  In  the  following 
week,  the  temperature,  pulse,  and  respirations 
dropped,  by  slow  lysis,  until  December  1,  when  they 
became  normal  and  remained  so  until  his  discharge 
three  weeks  later. 

During  this  time  the  patient’s  clinical  condition 
improved  slightly;  his  cough  and  chest  pain  per- 
sisted, however,  and  on  November  25,  he  developed 
edema  of  the  face  and  lower  extremities.  Digitalis 
therapy  was  instituted,  with  a rapid  response,  the 
edema  completely  subsiding  in  two  days. 

X-ray  films  of  the  chest  on  November  25  showed 
no  change  in  the  pulmonary  picture  over  previous 
films  taken,  but  x-rays  taken  December  8,  revealed 
“marked  resolution  of  the  right  upper  lung  field.” 

The  patient  had  received,  prior  to  this  picture, 
five  injections  of  bismuth  over  a period  of  four 
weeks,  and  for  ten  days  before  bismuth  therapy  was 
instituted  he  had  received  a total  dosage  of  a 1/2  grain 
of  mercuric  chloride  plus  300  grains  of  potassium 
iodide. 

Despite  a week  of  normal  temperature  and  resolu- 
tion as  revealed  by  x-ray  and  physical  examination, 
the  patient’s  response  was  slow  and  unsatisfactory. 


He  continued  to  have  severe  chest  pain,  at  times 
requiring  morphine.  On  December  9,  bronchos- 
copy was  performed  and  it  was  reported  that  “the 
right  upper  lobe  bronchus  was  dilated  slightly  and 
from  its  mouth  was  discharging  whitish  muco- 
purulent material  containing  several  small,  black, 
solid  masses.  These  were  aspirated.” 

Laboratory  examination  of  this  material  showed 
no  pus  cells  or  organisms,  however,  and  culture  of 
the  material  grew  only  Micrococcus  tetrogenus. 

Thereafter  he  improved  rapidly.  The  cough 
disappeared,  as  did  his  chest  pain,  and  he  was 
discharged  December  24,  nine  weeks  after  admission. 
X-ray  on  the  day  of  discharge  showed  “lungs  nor- 
mal.” The  last  week  in  the  hospital  on  December 
21,  he  received  his  first  injection  of  neoarsphenamine 
intravenously,  and  since  discharge  he  has  been  re- 
ceiving intensive  antiluetic  therapy. 

On  the  last  visit,  the  patient  stated  that  he  feels 
fine,  has  gained  considerable  weight,  has  no  cough, 
and  works  daily  without  fatigue. 

Syphilis  today  is . so  often  taken  for  granted 
that  one  is  apt  to  neglect  taking  a specimen  for  a 
Wassermann  test  or  to  disregard  the  significance 
of  a positive  test  in  just  such  a case  as  the  one 
we  have  reported. 

In  all  cases  of  delayed  resolution  a Wasser- 
mann should  be  done,  and  if  it  is  found  to  be 
positive,  antiluetic  treatment  should  be  promptly 
instituted. 
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THE  CONSERVATIVE  MANAGEMENT  OF  OBSTETRIC  PATIENTS 
PRESENTING  PREMATURE  RUPTURE  OF  THE  FETAL  MEMBRANES 

Bernard  J.  Pisani,  M.D.,  New  York  City 


IN  READING  the  literature,  one  is  confronted 
by  conflicting  reports  about  the  effect  of  the 
premature  rupture  of  the  fetal  membranes. 
Dry  labor  was  always  considered  to  be  an  un- 
favorable complication  of  pregnancy.  The  loss 
of  the  fluid  wedge  was  believed  to  be  the  cause 
of  dystocia  and  to  have  an  undesirable  effect 
upon  both  patient  and  infant.  In  more  recent 
years,  many  obstetricians  have  felt  that  pre- 
mature rupture  of  the  fetal  membranes  is  not  so 
very  great  a hazard.  Some  claim  that  in  many 
cases  it  may  even  shorten  labor  rather  than  pro- 
long it.  The  object  of  this  presentation  is  to  dis- 
cuss the  results  obtained  in  the  conservative 
management  of  pregnant  women  entering  the 
hospital  with  this  complication. 

Since  1934  a policy  of  definite  conservatism 
has  been  pursued  at  Bellevue  Hospital,  and  very 
satisfactory  results  have  been  obtained  from  the 
standpoint  both  of  the  mother  and  the  fetus. 
In  carrying  out  the  management  of  such  cases 
the  following  points  are  emphasized:  A careful 
history  and  a thorough  physical  examination  are 
performed.  Once  the  history  of  rupture  of  the 
membranes  has  been  obtained,  no  rectal  or  vagi- 
nal examinations  are  done,  the  patient  not  yet 
being  in  active  labor.  Careful  palpation  of  the 
fetus  for  position  and  presentation  is  very  im- 
portant. A routine  sterile  preparation  of  the 
perineum  is  carried  out,  but  no  enemas  are  or- 
dered. The  patient  is  instructed  at  this  time 
about  the  dangers  of  infection  and  is  advised 
concerning  touching  of  the  genitalia,  cleansing  of 
the  anal  region  after  bowel  evacuations,  and 
warned  against  other  possible  sources  of  contami- 
nation. An  inspection  of  the  vulva  is  carried 
out  to  verify  the  presence  of  ruptured  membranes. 
Freely  flowing  amniotic  fluid  with  its  character- 
istic odor,  a shred  of  membranes,  positive  indi- 
cator tests,  and  the  recovery  of  lanugo  hair  upon 
microscopic  examination  of  the  escaping  fluid 
are  all  methods  of  assistance  in  making  the  posi- 
tive diagnosis. 

The  woman  is  then  kept  at  complete  bed  rest 
until  the  onset  of  labor.  She  is  transferred  to 
the  ward  where  pulse  and  temperature  record- 
ings are  made  every  four  hours.  If  there  is  any 
suggestion  of  an  abnormal  position  or  presenta- 
tion, of  disproportion,  or  of  any  peivic  irregular- 
ity, the  patient  is  subjected  to  x-ray  study. 
The  policy  of  careful  waiting  is  carried  out  until 
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the  woman  spontaneously  goes  into  labor.  This 
method  is  in  direct  variance  with  that  of  many 
obstetricians  who  believe  in  active  treatment  of 
such  a condition.  Members  of  that  school  of 
thought  may — and  I quote — “. . . . take  no  active 
steps  until  the  membranes  have  been  ruptured 
twenty-four  hours.  If  at  the  end  of  that  time 
labor  has  not  begun,  we  administer  castor  oil  and 
a soapsuds  enema.  Uterine  contractions  usually 
supervene.  If  they  do  not,  we  occasionally  give 
small  doses  of  pituitary  extract.  If  labor  has  not 
begun  following  this  treatment  at  the  end  of 
another  day,  we  insert  a Voorhees  bag  into  the 
cervix.”1 

The  reasons  for  this  treatment  were  the  fear 
of  infection  in  the  ruptured  amniotic  sac  because 
of  its  proximity  to  a region  harboring  organisms — 
i.e.,  the  cervix  and  vagina — and  the  difficulties 
attendant  upon  a dry  labor.  Because  of  these 
potential  hazards,  it  was  felt  that  the  safest 
treatment  consisted  in  the  rapid  emptying  of  the 
uterus.  However,  a safe  method  of  emptying  a 
uterus  in  the  last  trimester  of  pregnancy,  es- 
pecially in  the  presence  of  an  unfavorable  cervix, 
h as  not  as  yet  been  discovered . The  cervix  is  often 
long  and  thick  when  early  premature  rupture  of 
membranes  occurs,  and  induction  of  labor  is  ac- 
companied by  inertia  and  dystocia.  Radical 
treatment  will  frequently  cause  an  infection  of  the 
amniotic  sac.  Constitutional  reaction  to  this 
develops  rapidly,  and  fetal  death  in  utero  is  not 
uncommon. 

Part  of  the  rationale  behind  the  conservative 
management  lies  in  the  avoidance  of  infection  by 
abstaining  from  any  active  manipulation.  In 
the  absence  of  rectal  or  vaginal  examinations,  the 
flora  of  the  vagina  is  not  disturbed,  and  these  or- 
ganisms are  not  introduced  mechanically  into 
the  cervical  canal  or  into  the  amniotic  cavity. 
In  any  rectal  examination  the  smearing  of  the 
posterior  vaginal  wall  over  the  cervical  os  must 
serve  to  introduce  infection.  On  the  other  hand, 
escaping  amniotic  fluid  probably  acts  as  a cleans- 
ing cervical  douche  until  the  patient  goes  into 
labor.  The  perineal  preparation  and  the  instruc- 
tions as  to  cleanliness  that  are  given  to  the  patient- 
aid  in  decreasing  the  chances  of  contamination. 

The  early  recognition  of  abnormalities  by  care- 
ful palpation  and  their  further  study  by  x-ray 
serve  to  prevent  complications.  Malpositions 
such  as  breech,  transverse,  and  compound  pres- 

1 Irving,  Dr.  F.  C.:  A Textbook  of  Obstetrics,  New  York, 

Macmillan,  1936,  page  358. 
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TABLE  1. — Causes  of  Premature  Rupture  of  the  Fetal 
Membranes 


Percentage 

Presentations  in  Series  Normal 


Cephalic 

ROA 

19.3 

92% 

20 

95% 

ROP 

16.5 

17 

LOA 

40.2 

60 

LOP 

24.0 

3 

Breech 

8% 

4% 

Transverse 

0 

1% 

entations,  and  cephalo-pelvic  disproportion  are, 
in  many  instances,  accompanied  by  premature 
rupture  of  the  membranes.  Labor  is  usually  pro- 
tracted in  these  patients  because  of  the  abnor- 
mality which  brought  about  the  rupture  of  the 
membranes  in  the  first  place,  and  not,  as  many 
think,  because  of  the  premature  loss  of  fluid. 
This  fact  is  attested  to  by  the  low  incidence  of 
uterine  inertia  in  large  series  of  cases  where  for 
medical  reasons  labor  has  been  successfully  in- 
duced by  artificial  rupture  of  the  membranes. 
Consequently,  we  may  reasonably  conclude  that 
premature  rupture  is  not  necessarily  the  cause  of 
protracted  labor. 

The  diagnosis  of  primary  rupture  of  the  mem- 
branes, while  usually  easy,  may  sometimes  be 
difficult  to  make.  Occasionally  there  may  be  a 
slight  rupture  in  both  layers  of  the  fetal  mem- 
branes high  up  in  the  uterus,  resulting  in  the 
escape  of  a small  amount  of  fluid.  In  these 
cases  the  opening  may  heal  spontaneously  and 
the  flow  of  fluid  cease.  There  may  also  be  a 
separation  between  the  amnion  and  the  chorion 
with  an  accumulation  of  fluid  between  the  two 
layers,  which  may  be  followed  by  a rupture  of 
the  chorion  and  the  escape  of  this  fluid.  Most 
often,  however,  primary  rupture  of  the  mem- 
branes is  confused  with  the  involuntary  escape  of 
urine  resulting  from  pressure  of  the  presenting 
part  on  the  bladder  or  weakness  of  the  urethral 
sphincter.  Whenever  the  diagnosis  is  doubtful, 
the  patient  may  be  given  methylene  blue.  A 
green  stain  in  the  fluid  escaping  is  due  to  the  dye 
excreted  in  the  urine.  A specimen  of  the  fluid 
may  be  obtained  with  a wire  loop  and  examined 
microscopically  for  lanugo  hairs.  Indicator  tests 
based  upon  the  presence  of  the  alkaline  reaction 
of  amniotic  fluid  have  been  used.  Pressure  up- 
ward on  the  fetal  pole  will  sometimes  result  in  the 
escape  of  more  fluid  if  the  membranes  have  been 
ruptured.  There  is  also  the  rare  condition  of 
hydrorrhea  gravidarum,  but  we  have  no  reported 
case  of  this  type  in  our  series. 

Bed  rest  helps  to  prevent  complications. 
Prolapse  of  the  cord  is  less  likely  to  occur;  the 
loss  of  fluid  will  not  be  as  great,  thus  preventing  a 
truly  dry  uterus,  and  rest  may  aid  in  the  healing 
of  so-called  “high  leaks,”  if  such  a closure  of  the 
membranes  is  possible.  Elevations  of  tempera- 


TABLE 2. — Complications  in  Cases  Having  Premature 
Rupture  of  Fetal  Membranes 


Anemia  29  cases 

Deformities  of  pelvis 17  cases 

Obesity  10  cases 

Antenatal  bleeding  4 cases 

Pyelitis  3 cases 

Pre-eclampsia  3 cases 

Syphilis  2 cases 

Transverse  arrest  2 cases 

Thrombophlebitis  2 cases 

Hydramnios  1 cases 


ture  are  the  first  signs  of  sac  invasion,  and  these 
should  be  carefully  recorded.  We  have  found 
that  the  woman  with  ruptured  membranes 
should  seek  immediate  hospitalization  to  avoid 
complications.  The  conservative  method  of 
treatment  is  also  of  value  to  the  fetus  and  aids  in 
reducing  fetal  mortality,  because  it  prolongs  the 
period  of  intrauterine  life.  One  of  our  cases  had 
ruptured  membranes  at  the  twenty-fifth  week 
and  carried  on  to  thirty-four  weeks,  delivering  a 
healthy  premature  infant  weighing  four  pounds 
fourteen  ounces.  It  is  the  thought  of  some  pedia- 
tricians that  fetal  existence  in  a disturbed  media 
may  add  to  the  powers  of  the  premature  child  to 
survive. 

Prior  to  considering  our  statistical  findings,  it 
is  of  value  to  mention  the  dangers  of  ruptured 
membranes,  both  maternal  and  fetal.  In  the 
case  of  the  mother,  spreading  infection  is  most  to 
be  feared.  An  intrauterine  infection  of  the  amni- 
otic sac  when  neglected  may  cause  a myometritis, 
a severe  parametritis,  or  more  distant  complica- 
tions. Premature  rupture  of  the  membranes  is 
often  accompanied  by  premature  labor,  and  the 
latter  may  be  long  in  duration,  depending  upon 
the  state  of  the  cervix  and  the  absence  of  a fluid 
wedge.  Placental  separation  may  occur.  The 
absence  of  the  hydrostatic  bag  may  cause  trauma 
to  the  cervix  if  the  labor  is  strong  and  the  expul- 
sive forces  powerful. 

The  dangers  to  the  fetus  are  the  incidence  of 
prematurity,  the  loss  of  the  protective  cushion 
causing  direct  force  upon  the  fetal  skull,  and  an 
increase  in  the  possibility  of  prolapse  of  the 
cord — frank  or  occult.  The  infection  of  the  sac 
may  have  important  effects  on  the  fetus.  Even 
when  the  mother  escapes  infection,  it  has  long 
been  known  that  in  such  cases  the  child,  which  is 
born  alive,  may  succumb  a few  days  later. 
Many  have  thought  the  baby  may  have  become 
infected  by  swallowing  the  contaminated  amni- 
otic fluid.  Direct  growth  of  organisms  takes 
place  in  the  lungs  in  the  presence  of  increased 
aspiration.  Slemons  and  other  workers  have 
shown  that  in  a certain  proportion  of  cases  the 
bacteria  make  their  way  through  the  amnion 
covering  the  fetal  surface  of  the  placenta,  and, 
after  invading  the  large  vessels  which  lie  just  be- 
neath it,  gain  access  to  the  fetal  circulation  and 
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TABLE  3. — Morbidity  Rates — Bellevue  Hospital 


All  Obstetric  Cases — 

Premature  Series 

19  AO 

100.0'— 16  or  29.1% 

17.2% 

100.4'— 10  or  20.8% 

10.9% 

101.0'—  8 or  16.6% 

6.4% 

give  rise  to  general  septicemia  or  peritonitis. 
This  plays  a considerable  part  in  the  production 
of  late  fetal  mortality. 

We  have  attempted  to  segregate  the  cases  of 
prolonged  rupture  of  fetal  membranes  that  have 
occurred  at  Bellevue  Hospital  since  1936.  Only 
those  patients  known  to  have  had  ruptured  mem- 
branes for  a period  longer  than  ninety-six  hours, 
or  four  days,  have  been  studied.  It  was  found 
that  premature  rupture  of  the  membranes  oc- 
curred 48  times  in  4,341  patients  delivered. 
Many  cases  were  found  in  which  premature  rup- 
ture occurred  two  or  three  days  before  the  onset 
of  labor,  but  this  group  was  not  analyzed.  Of  these 
48  women  30  were  multipara  and  18  primipara. 
The  time  of  gestation  at  which  the  rupture 
usually  took  place  was  within  two  weeks  of  the 
estimated  date  of  confinement,  averaging  8.3 
months.  In  our  series  the  duration  of  rupture 
membranes  prior  to  the  onset  of  labor  averaged 
7.7  days.  It  is  interesting  that  87  per  cent  of 
these  patients  were  delivered  normally;  the  rest 
were  delivered  by  various  operative  procedures. 
The  duration  of  labor  for  the  entire  group  aver- 
aged 12.7  hours.  However,  the  average  duration 
of  labor  in  the  primipara  was  I2V2  hours  longer 
than  that  of  the  multiparous  patient  (2IV2  hours 
to  8 hours).  The  average  hospital  stay  was  19.6 
days. 

Cause. — Many  theories  have  been  advanced 
to  explain  the  cause  of  premature  rupture  of  the 
membranes — large  babies,  hydramnios,  twins, 
abnormal  presentations,  deformed  pelves,  syph- 
ilis, and  frequently  trauma.  Abnormal  presenta- 
tions were  slightly  more  common  in  this  series, 
but  this  may  have  been  owing  to  accompanying 
complications  such  as  contracted  pelves.  In 
Table  1 the  incidence  of  LOP  positions  is  strik- 
ingly evident. 

Deformities  of  the  pelvis  were  present  in  sev- 
eral cases  of  our  series.  These  varied  from  small 
gynecoid  to  true  android  types.  There  was  no 
single  predominant  type  of  abnormal  pelvis. 
Table  2 lists  the  principal  complications  that 
were  found.  A few  others  were  present  but  are 
not  included  in  this  list  because  they  occurred  in- 
frequently and  probably  have  no  relationship  to 
the  premature  rupture  of  the  membranes.  It 
should  also  be  noted  that  several  patients  had 
more  than  one  complication. 

Mortality. — In  this  series  one  maternal  death 
occurred.  This  gives  a maternal  mortality  of 


TABLE  4. — Types  of  Deliveries 


Spontaneous  vertex  40 — 87% 

Forceps  deliveries  4 — 8.7% 

Low  forceps — 1 
Mid  forceps — 3 

Breech  deliveries  2 — 4.3% 


2.1  per  cent.  The  death  was  a multipara  trans- 
ferred from  the  TBC  service  with  far  advanced 
tuberculosis.  She  delivered  a premature  baby 
(4  pounds  8 ounces)  on  April  8,  1939,  developed 
phlebitis,  and  died  on  May  8,  1939,  of  pulmo- 
nary tuberculosis. 

Five  of  the  forty-six  babies  delivered  died, 
thus  making  the  fetal  mortality  8.7  per  cent.  Of 
the  total  number  of  infants  delivered  30  per  cent 
were  premature.  Two  were  macerated  stillbirths, 
while  three  were  living,  nonviable  fetuses  weigh- 
ing less  than  2 pounds,  all  of  whom  expired 
shortly  after  birth. 

Morbidity. — Twelve  of  the  morbid  patients  had 
normal  spontaneous  deliveries.  The  remaining 
4 had  forceps  deliveries.  Comparison  of  the 
series  with  the  average  morbidity  rate  of  the 
Bellevue  Obstetrical  Service  reveals  a marked  in- 
crease in  all  three  standards,  as  seen  in  Table  3. 

Type  of  Delivery. — Of  the  entire  series,  87  per 
cent,  or  40  cases,  were  delivered  spontaneously; 
8.7  per  cent,  or  4 cases,  required  forceps;  and 
4.35  per  cent,  or  2 cases,  were  breech  (see  Table 
4). 

Miscellaneous  Notations. — Twelve  patients  in 
the  series  ran  intermittent  temperatures  of  100 
F.  during  their  latent  period  in  the  hospital.  Four 
of  this  group  gave  the  history  of  vaginal  examina- 
tions by  their  doctor  prior  to  admission.  Six  of 
the  group  of  12  cases  had  a morbid  course  post- 
partum. A like  number  (6)  had  frank  infection 
of  the  amniotic  contents,  with  foul-smelling  fluid 
escaping  from  the  vagina.  This  developed  during 
labor  and  is  probably  related  to  the  alternate 
descent  and  ascent  of  the  presenting  part  in  the 
contaminated  and  dilating  cervix. 

A history  of  secondary  rupture  occurring  at 
the  time  of  delivery  was  obtained  from  doctors’ 
notes  on  charts  in  7 instances.  A series  of  8 
episiotomies  was  done,  2 of  these  disrupting  and 
requiring  secondary  repair.  Such  wound  infec- 
tion may  well  be  related  to  infection  of  the  amni- 
otic sac.  There  were  no  cesarean  sections. 

For  obstetric  indications,  and  not  because  of 
the  ruptured  membranes,  medical  induction  of 
labor  was  attempted  in  7 cases  with  castor  oil 
and  quinine  plus  enema.  Labor  ensued  in  3,  but 
no  effect  occurred  in  the  others.  No  pituitrin 
was  employed  in  this  group.  The  longest  re- 
corded labor  was  fifty-six  hours,  and  the  shortest 
was  one  hour  in  a multipara  who  had  a nonviable 
infant.  Antepartum  medication  in  7 cases  was 
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pantopon  and  scopolamine,  while  2 were  given 
sodium  amytal.  The  remainder  had  no  medica- 
tion during  labor. 

Several  suggestions  present  themselves  after 
review  of  this  series  of  cases.  The  incidence  of 
low  forceps  cases  seems  very  small  when  we  con- 
sider that  30  per  cent  of  the  babies  were  prema- 
ture. Possibly  low  forceps  delivery  might  aid  in 
the  presence  of  resistant  soft  parts  in  lowering 
fetal  mortality.  The  need  of  a positive  and  re- 
liable test  for  the  demonstration  of  ruptured 
membranes  is  obvious.  The  careful  examination 
of  the  placenta  and  membranes  after  delivery 
may  help  in  studying  these  complications.  The 
custom  of  taking  cultures,  at  the  time  of  delivery, 
from  the  maternal  vagina  and  cervix  and  the 
fetal  oral  and  nasal  cavities  may  aid  in  studying 
the  morbidity  of  the  mother  and  fetus.  Proper 
use  of  uterine  stimulants,  castor  oil,  enemas,  or 
pituitrin  in  minute  doses  after  the  onset  of  labor 
may  aid  in  shortening  the  duration  of  labor  as 
well  as  changing  the  type  of  labor,  if  obstetric 
complications  such  as  disproportion  or  prematur- 
ity are  ruled  out  before  such  adjuncts  are  em- 
ployed. 

Conclusions 

1.  Conservative  management  of  the  patient 
presenting  premature  rupture  of  fetal  mem- 


branes in  the  absence  of  labor  is  a safe  procedure 
and  its  results  warrant  further  study  with  the 
same  method  of  treatment. 

2.  While  fetal  and  maternal  morbidity  are 
greater  than  in  the  normal  obstetric  case,  our 
results  are  better  than  those  obtained  with  ac- 
tive methods  of  treatment  in  similar  cases  of  rup- 
tured membranes. 

3.  The  danger  of  vaginal  manipulation  is  ap- 
parent, in  that  38  per  cent  of  the  morbid  cases 
had  at  least  one  pelvic  or  rectal  examination 
prior  to  entering  the  hospital. 

4.  The  incidence  of  operative  deliveries  is 
much  lower  than  with  active  methods  of  treat- 
ment. 

5.  Induction  of  labor  was  employed  in  only 
about  10  per  cent  of  the  cases,  and  for  obstetric 
indications  rather  than  because  of  the  ruptured 
membranes. 

6.  More  frequent  use  of  low  forceps  in  deliver- 
ing the  premature  infant  in  the  presence  of  re- 
sistant soft  parts  may  reduce  the  fetal  mortality. 

7.  Morbidity  and  mortality  may  be  reduced 
by  the  free  use  of  cultures  to  determine  the  type 
of  invading  organism  and  by  the  early  adminis- 
tration of  chemotherapy  to  fight  infection. 


REFRESHER  COURSE  AT  ILLINOIS 

A clinical  course  in  laryngology,  rhinology,  and 
otology  has  been  arranged  by  the  University  of 
Illinois  College  of  Medicine  for  ear,  nose,  and  throat 
specialists  who  are  able  to  devote  only  a brief  period 
to  postgraduate  study.  The  course  will  be  given 
from  March  22  to  March  27. 

Applicants  should  write  to  the  Department  of 
Oto-Laryngology,  University  of  Illinois  College  of 
Medicine,  1853  West  Polk  Street,  Chicago.  In  his 
letter  the  applicant  must  state  his  school,  the  date  of 
his  graduation,  and  details  concerning  his  specialty 
training  and  experience.  Registration  is  limited. 


RHEUMATISM  ASSOCIATION  FOUNDED 

The  formal  organization  of  the  New  York  Rheu- 
matism Association  took  place  January  22  in  New 
York  City.  The  object  of  the  new  society  will  be 
to  unite  all  local  physicians  who  are  interested  in 
arthritis  and  rheumatic  disorders  in  an  attempt  to 
improve  the  treatment  of  patients  with  arthritis, 
particularly  those  seen  in  arthritis  clinics  in  Greater 
New  York. 

Officers  elected  at  the  first  meeting  include  Dr. 
Russell  L.  Cecil,  president;  Dr.  Martin  H.  Dawson, 
vice-president;  and  Dr.  Edward  F.  Hartung,  secre- 
tary-treasurer. 


VOLUNTEER  HEALTH  ASSISTANTS  NEEDED 

An  urgent  request  for  1,500  more  women  to  enroll 
as  Volunteer  Health  Assistants  has  been  made  by 
Health  Commissioner  Ernest  L.  Stebbins.  All 
women  between  the  ages  of  20  and  45  may  register 
for  the  work,  which  offers  an  opportunity  to  serve 
in  a worth-while  war  effort  and  also  to  learn  much 
about  the  field  of  public  health  nursing. 

The  Civilian  Defense  Volunteer  Office  is  cooperat- 
ing with  Commissioner  Stebbins  in  the  drive  for 


volunteers,  and  registrations  will  be  accepted  at 
all  neighborhood  Civilian  Defense  Volunteer  Of- 
fices. 

The  need  is  acute  at  present  because  so  many 
trained  volunteers  must  be  ready  to  fill  the  vacancies 
left  by  public  health  nurses  who  are  going  into  the 
armed  services.  A number  of  volunteers  are  al- 
ready engaged  in  nontechnical  work  in  child  health 
stations,  schools,  and  clinics. 
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CONFERENCES  ON  THERAPY 

nPHESE  are  stenographic  reports,  slightly  edited,  of  conferences  by  the  members 
of  the  Departments  of  Pharmacology  and  of  Medicine  of  Cornell  University 
Medical  College  and  the  New  York  Hospital,  with  collaboration  of  other  departments 
and  institutions.  The  questions  and  discussions  involve  participation  by  members  of 
the  staff  of  the  college  and  hospital,  students,  and  visitors.  The  next  report  will  appear 
in  the  April  1 issue  and  will  concern  “Treatment  of  Some  Common  Diseases  of  the  Eye.” 


Recent  Advances  in  Sulfonamide  Therapy 


Dr.  David  P.  Barr:  We  are  to  consider 
this  morning  the  recent  advances  in  sulfonamide 
therapy.  The  conference  will  be  opened  by 
Dr.  Plummer. 

Dr.  Norman  Plummer:  Since  I reported  to 
you  a year  ago  at  this  conference  on  the  status 
of  sulfonamide  therapy,  there  have  been  no 
outstanding  discoveries  in  this  field.  However, 
there  has  been  assembled  much  additional 
significant  information.  No  really  new  sul- 
fonamides have  been  described.  No  new  theories 
on  the  sulfonamide  action  have  been  promul- 
gated. No  new  uses  of  these  drugs  have  been 
found,  and  no  new  toxic  reactions  have  been 
reported.  Nevertheless,  those  of  us  who  are 
active  in  this  field  now  feel  very  much  more 
satisfied  and  secure  in  the  use  of  these  drugs. 
We  have  a clearer  notion  of  the  sulfonamide 
action.  Even  a year  ago  we  were  timid  in 
almost  every  case  that  we  treated,  fearing  some 
new  reaction  or  development.  In  the  beginning, 
when  sulfapyridine  first  showed  such  miraculous 
recoveries  in  pneumonia,  we  were  afraid  that 
it  was  all  a dream  and  that  the  results  would 
not  continue.  Now,  we  are  beyond  that  un- 
certainty, and  we  are  developing  accurate  base 
lines  for  the  uses  and  the  untoward  reactions 
of  these  drugs. 

Although  during  the  past  year  no  distinctly 
new  derivatives  have  been  described,  those 
preparations  that  already  had  been  reported 
have  been  used  in  modified  forms.  Succinyl 
sulfathiazole,  which  has  been  given  the  trade 
name  “sulfasuxidine,”  has  been  tried  particularly 
in  infections  of  the  intestinal  tract.  This 
derivative  of  sulfathiazole  is  inert  and  in  itself 
has  no  therapeutic  value.  However,  it  is  broken 
down  slowly  to  sulfathiazole  in  the  intestinal 
tract  and  gives  a method  of  depositing  sul- 
fathiazole in  high  concentration  in  the  colon. 
Because  sulfathiazole  is  only  slightly  absorbed 
from  the  colon,  the  blood  and  urine  concentra- 
tions remain  low  as  compared  with  those  follow- 
ing the  administration  of  sulfathiazole  by  the 


usual  methods,  and  consequently  the  danger  of 
toxic  reaction  is  much  less.  During  the  past 
year  here  and  elsewhere,  succinyl  sulfathiazole 
has  had  a considerable  trial  in  patients  with 
colitis,  both  the  chronic  ulcerative  and  the  acute 
forms,  and  it  has  been  used  both  pre-  and  post- 
operatively,  particularly  in  surgery  on  the  large 
bowel.  The  high  local  concentration  of  sul- 
fathiazole and  the  very  low  toxicity  have  been 
demonstrated  clinically.  Some  investigators 
have  been  impressed  by  changes  brought  about 
in  the  intestinal  flora.  The  clinical  effect  in 
chronic  ulcerative  colitis  has  not  been  impressive. 
The  results  in  the  acute  diarrheas  and  in  the 
surgical  cases  have  not  been  fully  appraised,  and 
it  is  questionable  whether  they  are  any  better 
than  when  the  usual  sulfathiazole  or  sulfadiazine 
is  administered  orally  or  the  sodium  salts  are 
given  parenterally. 

In  this  country  succinyl  sulfathiazole — and 
the  same  may  be  said  for  sulfaguanidine — up  to 
the  present  time  has  not  given  the  results  pre- 
dicted on  the  basis  of  early  experimental  studies. 
However,  these  drugs  may  have  great  value 
in  the  war,  particularly  in  desert  countries 
where  a chronic  state  of  dehydration  is  almost 
universal.  Under  these  conditions  the  usual 
sulfonamides,  even  in  small  dosage  such  as  that 
recommended  for  prophylactic  use,  may  be  too 
dangerous.  On  the  other  hand,  under  such 
circumstances  sulfaguanidine  or  succinyl  sul- 
fathiazole not  only  may  be  comparatively  safe 
but,  at  the  same  time,  highly  effective. 

Sulfadiazine,  just  as  sulfathiazole,  has  been 
modified  in  various  ways,  with  the  hope  that 
the  resulting  preparations  would  have  new  or 
greater  actions.  A slightly  different  drug  has 
been  created  from  sulfadiazine  by  linking  an 
isomer  of  pyrimidine  to  the  effective  para- 
amino-benzene-sulfonamide  group.  This  has 
been  given  the  name  of  sulfapyrazine,  and  its 
clinical  trial,  particularly  in  pneumonia,  now 
has  been  reported.  The  number  of  cases 
treated  is  not  sufficient  for  final  conclusions. 
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There  is  a strong  indication  that  this  closely 
related  preparation  will  be  almost  the  same  as 
sulfadiazine.  Apparently  it  has  the  same  pro- 
tective value  and  low  toxicity.  The  reported 
protocols  suggest  that  it  is  excreted  slightly 
more  slowly  than  sulfadiazine  even  though  at 
the  same  time  the  blood  levels  seem  to  be  some- 
what lower. 

Another  sulfadiazine  derivative  that  has  been 
given  clinical  trial  is  sulfamethazine  or  sul- 
famethyldiazine.  Shortly  after  the  introduction 
of  sulfadiazine,  we  were  tempted  to  use  this 
preparation.  However,  just  at  that  time  we 
and  other  persons  were  observing  cases  of 
serious  peripheral  neuropathy  following  the  use 
of  sulfamethylthiazole.  Recently,  in  the  Eng- 
lish literature  the  use  of  this  drug  has  been 
reported  in  a small  number  of  pneumonia  cases 
and  also  in  a few  patients  with  meningococcal 
meningitis  and  gonorrhea.  It  apparently  has  a 
good  protective  action  and,  because  it  is  more 
soluble  than  sulfadiazine,  the  likelihood  of  renal 
damage  is  probably  less.  In  this  series  a low 
incidence  of  toxic  reactions  is  reported,  and  no 
cases  of  peripheral  neuropathy  or  renal  reaction 
are  included. 

Sulfadiazine  now  has  had  a very  wide  clinical 
usage,  and  it  has  maintained  most  of  the  ad- 
vantages that  originally  were  described  for  it. 
The  uniform  absorption,  high  blood  concentra- 
tion, and  low  acetylation  have  given  it  a decided 
superiority  over  sulfapyridine  or  sulfathiazole. 
While  the  incidence  of  toxic  reactions  after 
sulfadiazine  is  not  so  low  as  it  was  first  thought 
to  be,  it  is,  nevertheless,  lower  than  it  is  for  any 
of  the  other  sulfonamides,  and  probably  for  this 
reason  more  than  any  other  this  drug  is  be- 
coming the  sulfonamide  of  choice  in  almost 
every  condition.  Sulfapyridine  is  being  used 
less  and  less.  We  find  no  indication  for  it 
except  in  an  occasional  case  such  as  one  of 
subacute  bacterial  endocarditis  or  pneumococcal 
meningitis,  in  which  sulfadiazine  has  failed. 
However,  I know  of  no  such  case  in  which  a 
recovery  occurred  after  sulfapyridine.  Sulfa- 
nilamide, orally,  also  is  being  used  infrequently. 
Even  in  cases  of  hemolytic  streptococcal  in- 
fection, sulfadiazine  is  more  effective  and  more 
safely  administered. 

Sulfathiazole  is  still  used  commonly,  but 
principally  because  of  economy.  It  is  more 
easily  prepared  and  consequently  the  price  is 
much  lower  than  that  of  sulfadiazine,  although 
now  the  difference  is  not  nearly  so  great  as  it 
has  been.  Today  the  druggist  is  paying  80 
cents  for  100  sulfathiazole  tablets  and  $2.55  for 
sulfadiazine.  In  other  words,  at  wholesale 
prices  it  would  cost  about  40  cents  to  treat  a 
pneumonia  patient  with  sulfathiazole  and  $1.25 


with  . sulfadiazine.  Sulfathiazole  has  a slight 
experimental  advantage  over  sulfadiazine.  The 
in  vitro  studies  show  sulfathiazole  to  have  a 
slightly  stronger  bacteriostatic  action.  Accord- 
ing to  these  studies,  the  sulfonamides  are  now 
rated  . in  the  following  order:  sulfathiazole, 

sulfadiazine,  sulfapyridine,  sulfanilamide.  The 
values  depend  upon  concentration.  It  is  true 
that  after  sulfadiazine  administration,  the  blood 
and  tissue  levels  are  higher  and  more  uniform 
than  those  of  sulfathiazole,  and  this  probably 
more  than  offsets  the  differences  in  bacteriostatic 
values. 

I mentioned  the  fact  that  the  low  incidence 
of  toxic  reactions  is  the  chief  asset  of  sulfadiazine. 
Recently  Dr.  Wheeler  and  I assembled  the 
sulfadiazine  cases  treated  at  the  New  York 
Hospital.  We  were  interested  particularly  in 
the  incidence  of  untoward  reactions  that  fol- 
lowed the  dosage  recommended  for  the  severe  in- 
fections— namely,  2 or  4 Gm.  initially,  and  then 
1 Gm.  every  four  .hours. 

TABLE. — Toxic  Reactions  Following  Sulfadiazine 
912  Cases  Having  an  Initial  Dose  of  2 or  4 Gm.  and  Then 
1 Gm.  Every  Four  Hours 


Renal  reaction  alone  30 

Renal  reaction  and  drug  fever  2 

Renal  reaction  and  drug  rash  1 

Drug  rash  alone  16 

Drug  rash  and  stomatitis  1 

Drug  rash  and  leukopenia  1 

Drug  fever  alone  3 

Nausea  and  vomiting  5 

Changes  in  white  blood  cell  count  (leukopenia)  12 
Agranulocytosis  0 

Hemolytic  anemia  0 

Thrombocytopenia  1* 

Stomatitis  1 

Hepatitis  0 

Con  j unctivitis  1 

Headache  and  vertigo  1 

Total  75 


* Fatal  case. 

From  the  above  table  on  toxic  reactions  it 
should  be  emphasized  that  fatalities  may  result 
from  the  use  of  sulfadiazine,  although  if  it  is 
properly  administered  they  occur  very  infre- 
quently. The  renal  reaction  is  the  most  common 
and  one  of  the  most  serious  reactions.  Nausea 
and  vomiting  and  drug  fever  are  very  uncommon 
after  sulfadiazine.  In  our  series,  almost  1,000 
patients  were  treated  with  sulfadiazine,  with 
no  instance  of  hemolytic  anemia  or  granulo- 
cytopenia, but  this  does  not  mean  that  these 
serious  reactions  never  occur.  It  is  most  en- 
couraging that  92  per  cent  of  the  patients  can 
take  the  full  dosage  of  sulfadiazine  without  any 
manifestation  of  toxicity. 

The  renal  reactions  as  caused  by  sulfadiazine  are 
manifested  by  abdominal  or  renal  pain,  gross  or 
microscopic  hematuria,  oliguria  or  anuria,  or 
nitrogen  or  sulfonamide  retention  in  the  blood. 
This  type  of  reaction  was  observed  first  after 
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sulfapyridine,  then  after  sulfathiazole,  and  has 
been  found  to  be  the  most  frequent  reaction 
following  sulfadiazine.  It  may  develop  as  early 
as  the  second  day  of  therapy.  Its  occurrence 
is  not  definitely  attributable  to  the  size  of  the 
dosage  or  the  level  of  the  drug  in  the  blood,  to 
the  fluid  intake,  to  the  reaction  of  the  urine, 
or  to  a diminished  renal  function.  Although 
each  of  these  factors  seems  to  exert  some  in- 
fluence, there  appears  to  be  in  addition  some  other 
factor  unknown  at  the  present  time. 

Shortly  after  renal  symptoms  were  found  to 
occur  following  the  use  of  sulfapyridine,  patho- 
logic and  experimental  studies  revealed  that 
this  drug  and  its  acetyl  derivative  precipitated 
out  in  the  urinary  tract.  In  the  case  of  sulfapyri- 
dine, this  precipitation  was  thought  to  occur 
chiefly  in  the  renal  pelves  and  ureters  and  to  a 
lesser  extent  in  the  tubules.  Following  sulfa- 
thiazole and  sulfadiazine,  the  renal  reactions 
are  not  so  common  as  after  sulfapyridine.  With 
all  the  more  insoluble  sulfonamides,  however, 
there  is  a likelihood  of  involvement  of  the  tubules 
and  the  glomeruli,  and  even  some  perivascular 
changes.  At  the  present  time  there  is  little 
evidence  that  the  sulfonamides,  in  the  usual 
dosage,  produce  permanent  injury  to  the  kidneys. 
But  this  is  one  point  that  needs  further  study. 

I should  like  to  continue  the  discussion  of 
this  phase  of  the  subject  if  there  were  time  for 
it  because  I consider  a knowledge  of  toxic  re- 
actions to  be  the  basis  of  sulfonamide  therapy. 

Sulfadiazine  has  already  been  accepted  by 
the  Council  of  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  for  the  treat- 
ment of  pneumococcal,  Friedlander’s  bacillus, 
staphylococcal,  gonococcal,  hemolytic  strepto- 
coccal, meningococcal,  and  urinary  infections 
due  to  Escherichia  coli  and  also  aerobacter 
aerogenes. 

In  addition,  there  are  a number  of  infections 
in  which  the  sulfonamides  have  questionable 
value,  and  in  these  sulfadiazine  seems  to  be 
as  effective  as  the  other  sulfonamides. 

There  remains  a formidable  list  of  infections 
apparently  not  affected  by  the  sulfonamides, 
and  in  these  if  a trial  of  sulfonamide  therapy 
seems  warranted,  we  think  sulfadiazine  may  be 
used  except  in  the  infections  of  the  intestinal 
tract  in  which  there  are  indications  for  a trial 
of  succinyl  sulfathiazole  or  sulfaguanidine. 

Chief  among  sulfonamide-resistant  infections 
caused  by  bacteria  are  tuberculosis,  diphtheria, 
typhoid  and  paratyphoid,  and  tularemia.  Dis- 
eases caused  by  the  Treponemata,  fungi,  and 
protozoan  parasites  are  slightly,  if  at  all,  affected. 
Then  there  is  the  large  group  that  we  are  so 
greatly  concerned  with  today — the  rickettsial 
and  the  virus  infections.  There  is  a question 


whether  any  of  these  are  benefited  by  the  sul- 
fonamides. It  is  true  that  encouraging  results 
have  been  reported  for  trachoma  and  lympho- 
granuloma venereum,  but  even  in  these  diseases 
there  is  doubt  as  to  the  effect  on  the  initial 
virus  infection.  It  may  be  only  the  secondary 
infections,  so  common  in  these  conditions,  that 
are  altered. 

I hope  that  when  Dr.  Cattell  speaks  he  will 
tell  us  why  the  virus  diseases  as  a group  do  not 
respond  to  the  sulfonamides  when  many  different 
bacteria  are  so  positively  affected. 

There  are  many  other  developments  in  sul- 
fonamide therapy  that  I should  like  to  describe 
to  you,  such  as  our  own  and  other  studies  on 
the  control  of  the  secondary  infections  following- 
colds,  and  the  excellent  work  being  done  on 
our  surgical  service  and  elsewhere  in  the  treat- 
ment of  burns  and  infected  wounds  with  a 
variety  of  sulfonamide  compounds,  such  as 
the  sulfathiazole  and  sulfadiazine  ointments; 
triethanolamine  and  sulfadiazine,  which  is 
applied  as  a spray;  or  the  new  “sulfa  film” 
being  used  by  Dr.  Dingwall  on  our  surgical 
service,  which  is  applied  either  like  adhesive 
tape  or  like  vaseline  gauze.  However,  our 
time  is  short,  so  I shall  present  just  one  other 
interesting  phase  of  this  subject. 

That  is  the  use  of  very  high  dosage  of  the 
sulfonamides  in  the  treatment  of  some  of  the 
resistant  conditions.  All  of  our  knowledge  of 
high-dosage  therapy,  with  high  blood  con- 
centrations, has  come  since  the  introduction 
of  sulfadiazine,  principally  because  with  sul- 
fapyridine and  sulfathiazole  it  was  impossible 
to  procure  high  levels  because  of  their  severe 
toxic  reactions  and  poor  absorption. 

Shortly  after  we  began  to  use  sulfadiazine,  we 
— and  I should  give  Dr.  Charles  Wheeler  credit 
for  this — increased  the  dosage,  and  in  a few 
cases  maintained  blood  levels  for  several  days 
between  25  and  50  mg.  per  cent.  Fortunately 
none  of  these  patients  showed  any  severe  re- 
action, but  the  responses  were  not  particularly 
encouraging. 

In  a recent  number  of  the  Journal  of  the  Ameri- 
can Medical  Association , Dr.  George  Dick  of 
Chicago  reported  a case  of  subacute  bacterial 
endocarditis  in  which  at  the  start  of  therapy 
a single  dose  of  40  Gm.  of  sodium  sulfadiazine 
was  given  intravenously.  The  blood  level 
following  this  injection  was  89  mg.  per  cent 
free  and  90  mg.  per  cent  total.  Two  hours 
later  vomiting  and  abdominal  cramps  occurred. 
The  urine  output  dropped  to  215  cc.  on  the 
second  day  after  the  treatment,  and  it  was 
seven  days  before  it  gradually  returned  to  a 
normal  amount.  The  blood  urea  nitrogen,  which 
was  normal  at  the  start,  rose  in  a week  to  93.7 


428 


THERAPEUTICS 


[N.  Y.  State  J.  M. 


mg.  per  cent  and  then  gradually  fell  to  normal. 
Ten  days  after  the  single  dose,  the  blood  sul- 
fadiazine levels  were  3.1  mg.  per  cent  free, 
and  9 mg.  per  cent  total.  However,  the  tem- 
perature showed  improvement  and  the  blood 
culture  was  always  sterile  after  the  one  treat- 
ment. When  the  patient’s  oliguria  and  nitrogen 
and  sulfonamide  retention  had  subsided,  a 
short  course  of  intravenous  sodium  sulfadiazine 
was  given,  during  which  the  free  sulfadiazine 
in  the  blood  rose  to  39.9  mg.  per  cent.  This 
time  there  was  no  oliguria  nor  nitrogen  retention. 
Dr.  Dick  reported  this  case  six  weeks  after  the 
massive  dose  was  given,  at  which  time  there 
was  no  evidence  of  active  endocarditis  and 
none  of  permanant  renal  damage. 

This  case  shows  the  great  hazards  of  sul- 
fadiazine in  high  dosage,  for  it  was  remarkable 
that  the  patient  recovered  from  such  a severe 
renal  shut-down.  On  the  other  hand,  it  shows 
a remarkable  therapeutic  effect,  and  perhaps 
opens  a new  type  of  therapy. 

The  question  that  occurs  to  us  who  have 
followed  a number  of  these  cases  is  whether 
the  high  dosage  was  really  necessary.  It  is  our 
impression  at  the  present  time  that  from  5 to 
10  per  cent  of  the  patients  with  subacute  bacterial 
endocarditis  show  an  arrest  in  the  infectious 
process  following  the  sulfonamides,  but  that  it 
does  not  make  a great  deal  of  difference  as  to 
which  of  the  sulfonamides  is  used,  whether 
heparin  is  also  given,  or  whether  the  drug  is 
used  in  high  dosage. 

Dr.  Barr:  Dr.  Cattell  will  continue  the 
discussion. 

Dr.  McKeen  Cattell:  In  reviewing  the 
pharmacology  of  the  sulfonamides  I shall  not 
cover  the  ground  systematically,  but  shall 
confine  my  discussion  to  a few  points  of  theo- 
retic and  practical  interest. 

The  pharmacologist  first  of  all  wants  to  know 
how  a drug  acts.  Through  what  mechanism 
are  the  observed  effects  brought  about?  In 
the  case  of  the  sulfonamides  we  are  dealing  with 
drugs  which,  in  the  mammalian  organism,  are 
almost  inert,  and  thus  differ  from  the  general 
run  of  therapeutic  agents.  They  have  no 
specific  action  on  any  structure  nor  can  they 
be  characterized  by  any  known  influence  on 
metabolic  processes.  However,  when  large  doses 
are  given  to  animals,  toxic  effects  do,  of  course, 
occur,  and  these  may  be  lethal.  I shall  return 
to  this  topic  in  a moment. 

From  a therapeutic  standpoint,  it  is  the  action 
of  the  sulfonamides  on  the  invading  organism 
which  is  of  prime  interest.  The  usefulness  of 
these  substances  as  therapeutic  agents  is  de- 
pendent upon  their  property  of  combating  in- 
fections without  injury  to  the  host.  Our 


early  views  on  sulfonamide  action  were  domi- 
nated by  those  of  the  German  and  French  in- 
vestigators who  did  not  regard  the  sulfonamides 
as  antiseptics  in  the  ordinary  sense,  but  postu- 
lated that  the  action  on  bacteria  was  indirect 
and  in  some  unspecified  way  required  the  co- 
operation of  the  body  as  a whole.  This  mis- 
conception doubtless  had  its  origin  in  the  fact 
that  the  prontosils  were  the  first  to  be  studied. 
These  complex  azo  dyes  are  inactive  in  vitro 
but  are  reduced  to  sulfanilamide  in  the  body. 
We  now  know  that  the  sulfonamides  exert  a 
definite  bacteriostatic  action  in  concentrations 
corresponding  to  those  occurring  in  the  blood 
stream  during  therapy. 

Thus  our  interest  has  shifted  to  the  elucidation 
of  the  mechanism  of  action  on  the  bacterial  cell. 
Studies  on  the  influence  of  these  drugs  on  various 
aspects  of  metabolism  are  being  actively  pursued, 
any  many  theories  have  been  advanced.  These 
I cannot  review  at  this  time,  but  I should  like 
to  touch  upon  one  recent  development. 

Three  main  hypotheses  are  current  at  the 
present  time.  The  first  of  these  is  based  upon 
data  which  are  believed  to  indicate  that  oxidative 
changes  are  responsible  for  the  conversion  of 
the  sulfonamide  into  more  active  compounds 
such  as  para-hydroxyl-amino-benzene  sulfona- 
mide, a compound  which  has  been  shown  to  be 
exceedingly  active.  The  second  assumes  the 
formation  of  a derivative  by  mild  oxidation 
which  is  a highly  active  anticatalase  and  the 
lethal  action  results  from  the  accumulation  of 
hydrogen  peroxide.  Both  these  hypotheses  are 
based  upon  oxidations,  but  recently  it  has  been 
shown  in  several  laboratories  that  the  bacterio- 
static action  of  the  sulfonamides  is  not  necessarily 
reduced  under  anaerobic  conditions.  For  this 
reason  the  third  theory,  based  upon  the  hy- 
pothesis that  the  drug  acts  on  bacteria  to  pre- 
vent them  from  utilizing  the  substrate,  or  upon 
the  substrate  to  prevent  it  from  being  utilized  by 
the  bacteria,  is  attracting  special  attention. 

It  was  discovered  by  Woods  early  in  1940 
that  p-amino-benzoic  acid  counteracts  the 
bacteriostatic  action  of  sulfanilamide,  an  in- 
fluence which  has  since  been  shown  to  apply 
to  all  the  sulfonamides.  This  observation  is 
of  great  interest  for  several  reasons : para-amino- 
benzoic  acid  is  a constituent  of  the  vitamin  B 
complex  and  has  been  shown  to  be  an  essential 
substance  for  the  normal  growth  of  various 
forms,  including  chicks,  molds,  and  bacteria. 
The  English  school  (Woods,  Fildes)  postulates 
that  p-amino-benzoic  acid  is  an  essential  growrth 
substance  in  those  bacteria  that  are  susceptible 
to  the  action  of  the  sulfonamides.  These  two 
substances  have  a similar  basic  structure,  and, 
according  to  the  theory  of  Fildes,  compete  for 
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the  same  place  in  the  enzyme  system.  How- 
ever, the  sulfonamides  cannot  serve  the  meta- 
bolic needs,  and  the  substitution  blocks  the  re- 
action and  thus  interferes  with  some  essential 
cellular  function.  One  of  the  difficulties  with 
this  theory  is  the  relatively  enormous  quantity 
of  sulfonamide  necessary  to  neutralize  the 
effects  of  the  extremely  small  amount  of  para- 
amino-benzoic  acid  naturally  present.  Experi- 
mentally it  has  been  shown  that  1 part  of  the 
acid  is  equivalent  to  approximately  23,000  parts 
of  the  sulfonamides,  denoting  a corresponding 
difference  in  the  affinity  of  these  two  substances 
in  the  reaction — a large  but  not  impossible  ratio 
of  effectiveness. 

Recently  Harris  and  Kohn  through  a series 
of  interesting  experiments  have  brought  strong 
support  to  the  theory  that  the  effect  of  the 
sulfonamides  is  due  to  interference  with  the 
synthesis  of  essential  materials  rather  than  to  a 
direct  action  on  the  oxidation  mechanisms.  They 
tried  the  effects  of  all  the  commonly  available 
amino  acids  and  various  other  substances  con- 
cerned in  bacterial  metabolism.  Of  these,  other 
than  p-amino-benzoic  acid,  only  methionine 
inhibited  the  bacteriostatic  action  of  the  sulfona- 
mides. This  suggests  that  the  action  of 
sulfonamides  is  dependent  upon  the  inhibition  of 
an  essential  metabolic  process  involving  methio- 
nine. 

However,  this  is  apparently  not  the  whole 
story,  since  evidence  has  been  accumulating 
which  points  to  an  influence  of  the  sulfonamides 
on  bacterial  toxins.  The  most  recent  study  is 
that  of  Hutner  and  Zahl  in  relation  to  the 
toxin  of  Salmonella  typhimurium,  which  is 
fatal  to  mice.  They  observed  that  20  mg.  of 
sulfonamide  given  orally  protect  against  many 
fatal  doses  of  the  toxin.  This  effect  was  largely 
neutralized  by  para-amino-benzoic  acid,  sug- 
gesting that  sulfanilamide  and  para-amino- 
benzoic  acid  compete  for  the  enzymes  concerned 
in  detoxification  in  a manner  comparable  to 
that  described  for  bacteriostasis. 

From  a chemical  standpoint  sulfanilamide 
has  a relatively  simple  structure — para-amino- 
benzene  sulfonamide.  Numerous  synthetic  modi- 
fications have  been  prepared  by  the  chemist, 
and  a large  number  of  these  are  under  investi- 
gation. 

Since  the  recent  discovery  that  the  more 
complex  azo  dyes  owe  their  activity  to  the 
liberation  of  sulfanilamide  in  the  body,  in- 
vestigation has  centered  around  this  substance, 
and  many  derivatives  have  been  prepared  by 
the  chemist.  As  a result  we  have  accumulated 
a certain  amount  of  information  regarding  the 
relationship  of  structure  to  activity  in  this 
group.  It  is  a subject  of  great  interest,  but 


here  I can  mention  only  a few  of  the  more  im- 
portant factors: 

1.  The  sulfonamide  group  ( — S02NH2)  is 
inactive  apart  from  the  benzene  ring  to  which  it 
must  be  directly  attached.  However,  the 
sulfonamide  group  is  not  essential,  but  rather 
the  sulfur,  which  may  be  variously  grouped,  so 
long  as  it  is  linked  to  the  benzene  ring  in  the 
para  position. 

2.  The  amino  group  in  the  para  position 
is  important.  If  it  is  shifted  to  another  position 
or  another  group  is  substituted  there  is  a marked 
reduction  in  potency. 

3.  The  addition  of  other  groups  to  the 
sulfanilamide  ring  reduces  potency. 

4.  Substitution  in  the  sulfonamide  group 
may  modify  the  characteristics  of  the  compound, 
but  in  many  cases  the  antibacterial  activity 
is  retained  or  even  enhanced. 

All  the  commonly  used  compounds  including 
sulfapyridine,  sulfathiazole,  sulfadiazine,  and 
sulfaguanidine  are  of  this  character  ( — S02H.R). 

These  various  compounds  differ  among  them- 
selves both  in  regard  to  their  physical  and  chemical 
characteristics  and  in  their  effectiveness  as 
therapeutic  agents.  These  properties  determine 
both  the  choice  of  preparations  and  the  details 
of  administration.  The  more  important  con- 
siderations having  a bearing  on  therapy  are: 

1.  Effectiveness  in  relation  to  infecting 
organism  (specificity). 

2.  Frequency  and  character  of  side  actions. 

3.  Rate  of  absorption  and  elimination. 

4.  Solubility  and  pH  of  solutions. 

5.  Distribution  in  the  body. 

6.  Rate  and  extent  of  acetylation. 

Time  does  not  permit  the  discussion  of  these 
very  important  aspects  of  the  pharmacology 
of  the  sulfonamides.  The  differences  between 
the  various  members  of  the  group  are  quanti- 
tative rather  than  qualitative.  However,  their 
importance  must  be  emphasized  because  they 
are  the  foundations  upon  which  rational  therapy 
must  be  built. 

From  a practical  standpoint  the  question  of 
toxicity  is  always  a prime  consideration.  Various 
untoward  symptoms  are  fairly  commonly  ob- 
served from  all  the  sulfonamides.  Unfortunately 
we  know  very  little  about  the  mechanism  of 
these  side  actions,  and  we  have  no  answer  to  the 
question  of  why  under  apparently  similar  con- 
ditions they  occur  in  one  patient  and  not  in 
another.  Experimental  pharmacology  has  con- 
tributed very  little.  The  lethal  dose  for  these 
compounds  in  mice,  dogs,  and  other  animals, 
has,  of  course,  been  determined  and  their  relative 
toxicity  is  known.  But  as  I mentioned  earlier, 
from  a pharmacologic  standpoint  the  sulfon- 
amides are  relatively  inactive,  and  doses  far  in 
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excess  of  the  therapeutic  range  are  required  for 
the  production  of  toxic  symptoms  in  animals. 
With  the  exception  of  damage  to  kidney  function, 
the  side  actions  which  are  occasionally  so  serious 
in  man  have  not  been  reproduced  in  animals. 
Animals,  on  the  other  hand,  under  the  large 
doses  necessary,  present  a picture  of  poisoning 
bearing  no  relation  to  the  side  actions  ordinarily 
seen  in  man. 

Because  it  is  rather  the  exceptional  case  that 
develops  one  of  the  more  serious  toxic  symptoms 
during  therapy,  there  is  an  unfortunate  tendency 
to  conclude  that  the  patient  possessed  an  idio- 
syncrasy to  the  drug — whatever  that  means. 
This  is  merely  hiding  behind  the  cloak  of  ig- 
norance. I believe  that  the  accumulated  evi- 
dence justifies  the  conclusion  that  the  sulfona- 
mides have  a definite  pharmacologic  action  on  a 
number  of  the  systems  of  the  body,  the  more 
important  being  depression  of  the  bone  marrow, 
damage  to  the  kidneys  and  the  liver,  and  a 
more  generalized  metabolic  action  which  is 
reflected  in  the  skin  rash  and  “drug  fever.” 
Is  it  not  probable  that  only  in  certain  cases, 
depending  upon  individual  variation  and  pathol- 
ogy, does  the  action  proceed  to  an  extent 
that  can  be  recognized  through  the  occurrence 
of  symptomatology?  The  development  of  more 
precise  functional  tests  should  provide  the 
means  of  detecting  and  following  these  early 
changes,  which  at  the  present  time  are  too  often 
recognized  only  after  irreversible  damage  has 
been  done. 

For  successful  therapy  the  concentration  of 
the  sulfonamide  in  the  blood  must  be  maintained 
at  an  effective  level,  usually  between  5 and  10 
mg.  per  cent.  The  relationship  between  blood 
concentration  and  the  occurrence  of  toxic 
symptoms  has  not  been  so  clear.  Many  cases 
have  been  reported  in  which  serious  toxic  mani- 
festations have  developed  at  low  sulfonamide 
levels.  In  fact,  the  statement  is  frequently 
made  in  the  clinical  literature  that  larger  doses 
of  the  sulfonamides  are  no  more  likely  to  cause 
difficulty  than  the  smaller  ones.  This  comes 
as  a serious  blow  to  the  pharmacologist,  who 
will  need  to  abandon  the  quantitative  aspects  of 
his  science  if  the  dosage-response  relationship 
cannot  be  sustained.  Precise  information  is 
difficult  to  obtain,  but  I have  confidence  that 
after  the  smoke  clears  it  will  be  found  that  the 
toxic  effects  of  the  sulfonamides  are  related  to 
the  amount  of  drug  administered. 

Finally  I should  like  to  touch  upon  the  in- 
teresting problem  of  so-called  “drug  fastness” 
as  it  relates  to  the  sulfonamides.  There  is  a 
growing  body  of  evidence,  partly  clinical  and 
partly  experimental,  indicating  that  under 
certain  circumstances  these  drugs  may  lose 


their  effectiveness  in  the  course  of  time.  The 
most  complete  evidence  has  been  obtained  for 
the  pneumococcus,  in  which  form,  and  in  several 
laboratories,  it  has  been  shown  both  in  vitro 
and  in  vivo  that  treatment  with  sublethal  doses 
over  a long  period  of  time  results  in  a drug- 
resistant  strain.  A recent  report  on  the  subject 
will  be  found  in  a paper  by  Schmidt,  Sesler, 
and  Dettwiler,  of  Cincinnati.  Several  strains 
of  the  pneumococcus  were  made  highly  resistant 
to  sulfapyridine  by  serial  passage  through  mice 
treated  with  less  than  curative  doses.  In  the 
course  of  time  strains  were  developed  which 
multiplied  rapidly  in  the  highest  concentrations 
of  sulfapyridine  that  can  be  maintained  in  the 
body  fluids  or  in  artificial  media,  and  they  were 
resistant  to  other  sulfonamides  as  well.  This 
suggests  the  survival  of  the  fittest — i.e.,  the 
selective  propagation  of  the  drug-resistant 
variants.  The  practical  implications  of  these 
findings  have  been  emphasized  by  the  authors. 
Since  resistance  is  known  to  develop  during 
clinical  use,  it  is  conceivable  that  the  dissemina- 
tion of  those  organisms  by  carriers  will  ultimately 
curtail  the  value  of  sulfonamide  therapy. 

I have  touched  on  only  a few  of  the  many 
pharmacologic  topics  of  interest  in  connection 
with  the  sulfonamides.  Perhaps  we  can  pursue 
the  subject  further  in  discussion. 

Dr.  C.  H.  Wheeler*  With  reference  to  the 
table  of  toxic  reactions,  I think  many  of  you  who 
have  been  working  here  will  be  surprised  to  see 
some  of  those  values  so  low.  We  should  em- 
phasize what  Dr.  Plummer  did  not  have  time 
to  emphasize — that  this  list  includes  no  patients 
who  received  even  a single  injection  of  sodium 
sulfadiazine  intravenously.  It  includes  no  pa- 
tients who  had  been  treated  for  even  a day  with 
sulfathiazole  or  one  of  the  other  drugs  before 
they  received  sulfadiazine.  Only  patients  who 
had  received  the  standard  oral  dose  of  sulfadia- 
zine and  had  never  received  any  other  sul- 
fonamide in  the  immediate  past  are  included. 

Dr.  Ephraim  Shorr:  In  the  case  of  sul- 
fadiazine parenterally,  were  not  the  blood  values 
excessive  even  though  the  dose  was  not  large? 

Dr.  Plummer:  No,  they  were  not  unusually 
high. 

Dr.  Wheeler:  For  instance,  we  have  had 
a severe  renal  reaction  after  a single  initial  dose 
of  sulfadiazine  intravenously. 

Dr.  Shorr:  That  brings  up  a point  with 
respect  to  changes  in  the  molecule  which  we 
speak  of  as  detoxification  changes.  I understand 
that  acetylation  in  the  liver  represents  the 
major  change.  This  is  a principle  that  not 
only  holds  for  sulfadiazine  but  also  for  some  of 
the  synthetic  estrogens.  There  is  a great  dif- 
ference in  the  speed  with  which  synthetic  estro- 
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gens  are  conjugated,  depending  upon  whether 
the  dose  is  given  by  mouth  or  parenterally. 
If  given  by  mouth,  more  is  conjugated  when  it 
reaches  the  liver  before  being  disseminated 
throughout  the  body. 

Intern:  The  sulfonamides  have  now  been 
in  use  for  a period  of  about  five  years.  We 
have  all  seen  many  cases  of  jaundice  and  kidney 
damage.  Have  there  been  any  later  reports 
on  such  patients  indicating  permanent  damage? 

Dr.  Barr:  Dr.  Plummer,  do  you  wish  to 
comment  on  that? 

Dr.  Plummer:  Sulfadiazine,  the  drug  with 
which  our  discussion  is  chiefly  concerned,  has 
been  used  for  a much  shorter  period  than  that. 
Sulfadiazine  was  introduced  in  1940  and  we  have 
been  actually  using  it  for  just  two  years.  The 
reactions  that  you  refer  to,  particularly  the 
jaundice,  occurred  much  more  often  with  sul- 
fanilamide and  probably  more  often  with  sul- 
fapyridine  and  sulfathiazole  than  with  sulfa- 
diazine. 

In  the  entire  series  presented  in  the  table 
there  was  not  even  a suspected  case  of  hepatitis 
and  no  case  of  jaundice. 

Does  your  question  relate  to  the  development 
of  reactions  in  patients  who  have  received  the 
sulfonamide  a second  time? 

Intern:  What  I should  like  to  know  is 
whether  people  who  have  not  had  the  drug 
for  many  years  have  developed  any  disease 
of  the  kidney  or  liver  that  might  be  attributed 
to  the  initial  dose  of  the  drug. 

Dr.  Plummer:  On  that  particular  point 
we  do  not  have  nearly  so  complete  a follow-up 
as  we  would  like.  However,  of  the  patients 
treated  for  pneumonia  at  Bellevue  Hospital  with 
sulfapyridine  and  then  with  sulfadiazine,  a 
great  number  were  followed  in  the  clinic,  and  so 
far  as  I know  no  late  reactions  have  been  rec- 
ognized, nor,  so  far  as  I know,  elsewhere. 

Dr.  Harry  Gold:  The  City  Health  De- 
partment recommends  sulfathiazole  for  the 
treatment  of  gonorrhea.  I wonder  why  the 
choice  of  sulfathiazole. 

Dr.  Plummer:  Is  that  a recent  recom- 
mendation? 

Dr.  Cattell:  Yes. 

Dr.  Plummer:  I am  not  surprised  because 
there  has  been  a good  deal  of  switching  back 
and  forth  with  these  drugs.  I believe  that 
again  it  is  the  matter  of  economy  of  the  sulfa- 
thiazole that  has  played  a part.  In  many  of 
these  cases,  particularly  those  in  which  a small 
dosage  is  used,  there  is  not  a great  difference  in 
the  toxic  reactions. 

The  gonococcus  as  a rule  is  susceptible  to  all 
of  the  sulfonamides,  but  the  choice  is  between 
sulfathiazole  and  sulfadiazine. 


I think  that  the  final  word  has  not  been  said, 
but  on  the  basis  of  what  we  know  now,  particu- 
larly concerning  the  more  uniform  absorption, 
the  better  sulfadiazine  levels,  and  the  lower 
incidence  of  toxic  reactions,  sulfadiazine  seems 
to  be  a slightly  better  drug. 

Dr.  Gold:  May  I,  in  relation  to  that  point, 
ask  one  more  question?  I have  seen  somewhere 
the  statement  that  there  is  a lesser  tendency  for 
the  development  of  resistant  strains  of  the 
gonococcus  in  relation  to  sulfathiazole  than  to 
some  of  the  other  sulfonamides.  Do  you  have 
any  information  about  this? 

Dr.  Plummer:  I know  that  a great  deal 
of  work  is  being  done  along  that  line  but  up  to 
the  present  time  we  have  no  reason  to  believe 
that  sulfathiazole  would  be  less  apt  to  produce 
drug  resistance  than  would  sulfanilamide,  sulfa- 
pyridine, or  sulfadiazine. 

Dr.  Cattell:  There  have  been  some  recent 
reports,  both  laboratory  and  clinical,  showing 
the  development  of  tolerance  by  bacteria  to 
one  and  not  to  another  sulfonamide.  A recent 
study  of  the  problem  in  relation  to  gonorrhea 
was  reported  and  the  claim  made  that  cases 
which  became  fast  to  certain  other  sulfonamides 
did  not  become  fast  to  sulfathiazole  to  the  same 
extent.  However,  this  is  certainly  out  of  line 
with  much  other  experimental  evidence.  Most 
studies  on  bacteria  seem  to  show  that  when 
they  are  resistant  to  one  sulfonamide  the  re- 
sistance applies  to  the  whole  group  of  drugs. 

Dr.  Plummer:  I think  that  Dr.  McDermott, 
who  has  been  working  with  us,  has  been  going 
over  the  reports  relating  to  that  particular 
problem,  and  he  might  have  something  to 
add. 

Dr.  W.  McDermott:  There  is  a large  body 
of  evidence  indicating  that  all  the  sulfonamides 
act  in  about  the  same  way.  There  is  not  one 
drug  which  is  better  with  respect  to  the  strepto- 
cocci or  the  staphylococci.  The  difference  is 
quantitative  only.  Sulfadiazine  is  a stronger 
sulfonamide  than  sulfapyridine  or  sulfanilamide, 
but  there  are  no  tricks  that  one  has  that  the 
other  does  not  have.  So  I doubt  whether 
the  resistant  organism  could  be  made  non- 
resistant  by  using  another  drug. 

Dr.  Gold:  In  regard  to  organism  specificity 
of  the  sulfonamides,  the  study  of  Wyss,  Gra- 
baugh,  and  Schmelkes  is  of  interest.  By  means 
of  a special  technic  making  use  of  the  antagonism 
between  the  sulfonamides  and  para-amino- 
benzoic  acid,  they  obtained  evidence  that  a wide 
variety  of  organisms  showed  equal  sensitiveness 
to  different  sulfonamides. 

Dr.  Plummer:  Dr.  McDermott,  would  you 
also  make  a point  about  the  effect  of  pH?  That 
is  a factor  to  be  considered. 
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Dr.  McDermott:  Drs.  Fox,  Schmelkes, 
and  Wyss,  and  a number  of  other  people  who 
have  been  working  on  the  problem,  have  shown 
that  the  chemical  and  physical  environment 
that  the  drug  is  going  to  work  in  is  a factor. 
The  same  effect,  for  example,  may  be  produced 
with  sulfanilamide  in  a pH  of  10  as  with  sulfa- 
thiazole  in  a pH  of  7 or  7.4. 

I think  that  evidence  is  conclusive  that  there 
is  no  qualitative  difference  among  the  drugs 
but  that  it  is  purely  quantitative. 

Dr.  Walter  Modell:  I wanted  to  ask  a 
question  about  a recent  paper  which  concluded 
that  amino-acetic  acid  and  ascorbic  acid  detoxify 
the  sulfonamides  but  do  not  reduce  their  thera- 
peutic efficacy.  Do  you  know  the  paper? 

Dr.  Plummer:  I remember  the  paper,  and 
there  have  been  two  or  three  similar  reports 
in  which  some  substance  has  been  said  to  do 
that,  but  I think  that  no  conclusive  evidence 
has  been  presented.  The  evidence  is  highly 
theoretic  and  certainly  there  is  no  definite 
clinical  or  statistical  proof. 

Dr.  Shorr:  It  is  curious  that  the  acid-fast 
group,  which  is  so  resistant  to  sulfonamide,  can 
be  grown  very  well  in  a synthetic  medium  which 
contains  no  benzene  ring  in  any  of  its  con- 
stituents, so  it  would  appear  that  para-amino- 
benzoic  acid  may  be  either  synthesized  by  the 
organism  or  that  it  is  not  necessary  for  growth. 

Student:  Is  the  sodium  sulfadiazine  prepa- 
ration stable? 

Dr.  Plummer:  Sodium  sulfadiazine  solution, 
if  kept  under  certain  conditions,  is  stable.  We 
have  used  a preparation  of  25  per  cent  sodium 
sulfadiazine  contained  in  ampules  that  the 
Lederle  Laboratories,  Inc.,  made  for  us,  and  we 
have  found  no  reason  to  believe  that  after 
several  months  it  had  lost  its  potency  or  changed 
in  any  way. 

Student:  Is  there  any  correlation  between 
pH  of  the  urine  and  the  incidence  of  renal 
reactions  in  the  sulfadiazine  therapy? 

Dr.  Wheeler:  It  has  been  shown  quite 
clearly  in  vitro  that  the  solubility  of  sulfadiazine 
is  much  greater  as  the  alkalinity  of  the  solution  is 
increased,  and  there  is  some  clinical  evidence 
that  alkalinization  of  the  urine  by  the  use  of 
sodium  bicarbonate  increases  the  solubility  of 
the  drug  and  decreases  the  likelihood  of  renal 
reactions. 

I think  at  the  moment  that  most  people 
would  agree  that  patients  receiving  the  full 
dosage  of  these  drugs  should  be  given  sodium 
bicarbonate  because,  if  carefully  supervised, 
it  will  do  them  no  harm  and  it  may  have  some 
effect  in  preventing  the  renal  reactions. 

Dr.  Shorr:  How  much  urinary  output 
would  you  suggest? 


Dr.  Wheeler:  In  general  I think  it  is 
ideal  to  have  an  output  of  around  1,000  cc.  a 
day  when  that  is  feasible.  On  the  other  hand, 
we  have  had  many  patients  who  had  severe 
renal  toxic  effects  even  though  their  output  had 
never  been  less  than  1,000  cc.,  and  we  had  quite 
a few  who  had  toxic  effects  with  a renal  output 
of  2,000  or  3,000  cc.  So  it  is  certainly  true  that  a 
large  output  does  not  guarantee  that  no  reaction 
will  occur. 


Dr.  Cattell:  There  have  been  no  outstand- 
ing new  discoveries  in  the  field  of  sulfonamide 
therapy  since  our  conference  of  a year  ago, 
but  on  the  other  hand  the  period  has  been 
one  of  continual  progress  in  the  applications 
of  the  sulfonamides.  Succinyl  sulfathiazole 
has  provided  us  with  a method  of  securing  high 
concentrations  of  sulfathiazole  in  the  gastro- 
intestinal tract,  and  its  relative  safety  gives  it 
a secure  position  in  the  therapy  of  various 
infections  of  the  tract.  Further  experience 
with  sulfapyrazine  suggests  that  it  does  not 
differ  significantly  from  that  of  its  isomer, 
sulfadiazine.  Sulfamethyldiazine  has  been  used 
in  England  and,  because  of  its  relatively  high 
solubility  and  in  a very  limited  experience  a 
low  incidence  of  toxic  reactions,  is  deserving 
of  further  study.  A fairly  extensive  experience 
with  sulfadiazine  has  borne  out  the  earlier  im- 
pression that  the  incidence  of  toxic  reactions 
from  it  is  very  low.  In  a series  of  912  cases 
treated  with  sulfadiazine  at  the  New  York 
Hospital,  92  per  cent  took  the  full  dosage  of 
sulfadiazine  with  no  manifestation  of  toxicity. 
Renal  reaction  due  to  precipitation  in  the 
urinary  tract  is  now  recognized  as  one  of  the 
most  frequent  and  serious  complications  of 
the  use  of  sulfadiazine.  Fortunately,  with  proper 
supervision  these  cases  can  be  recognized  early, 
and  in  the  present  series  no  fatalities  occurred 
from  this  cause.  The  only  fatal  case  was  in 
a patient  who  developed  thrombocytopenia. 

Sulfadiazine  is  second  only  to  sulfathiazole 
in  its  bacteriostatic  action  and  the  slight  dif- 
ference is  probably  offset  by  the  fact  that  after 
sulfadiazine  the  blood  and  tissue  levels  are  higher 
and  more  uniform  than  is  the  case  with  sulfa- 
thiazole. Sulfadiazine  now  has  a wide  range 
of  clinical  usage  and  appears  to  be  effective 
in  all  cases  in  which  the  sulfonamides  are  of 
value. 

During  the  past  year  numerous  studies  have 
been  reported  with  a view  to  elucidating  the 
mechanism  of  action  of  the  sulfonamides  on 
bacteria.  In  general,  this  has  tended  to  con- 
firm the  prevailing  view  that  bacteriostasis 


Summary 


March  1,  1943] 


THERAPEUTICS 


433 


results  from  an  interference  with  the  utilization 
of  para-amino-benzoic  acid,  an  essential  con- 
stituent for  bacterial  growth.  Methionine 
and  certain  other  growth-promoting  substances 
have  also  been  shown  to  interfere  with  the  bac- 
teriostatic action  of  the  sulfonamides.  Further- 
more, the  mechanism  apparently  involves  also 
bacterial  toxins,  since  the  sulfonamides  have 
been  found  to  protect  mice  against  fatal  doses 


of  Salmonella  toxin,  an  effect  which  is  neutralized 
by  para-amino-benzoic  acid.  Another  interest- 
ing aspect  of  the  action  of  sulfonamides  is  the 
development  of  drug-resistant  strains  when  the 
organisms  are  constantly  exposed  to  sublethal 
concentrations  of  the  drug.  This  occurs  both 
in  vivo  and  in  vitro,  and  has  obvious  importance 
from  the  standpoint  of  the  possible  dissemi- 
nation of  drug-resistant  strains  by  carriers. 


NATIONAL  HEALTH  ADVISORY  COUNCIL 

A National  Health  Advisory  Council  was  or- 
ganized in  Washington  on  February  5 to  project  and 
carry  out  a broad  program  looking  to  health  con- 
servation as  one  of  the  most  important  factors  in 
winning  the  war. 

The  Council  was  created  by  the  Chamber  of 
Commerce  of  the  United  States  to  consider  national 
health  problems  in  relation  to  the  war  program. 

The  meeting  was  opened  with  a statement  by  Na- 
tional Chamber  President  Eric  A.  Johnston,  which 
said  in  part: 

. . . aside  from  the  direct  benefits  accruing  to  the 
war  effort  from  health  conservation,  we  must  con- 
sider the  staggering  cost  of  disease.  Together  with 
physical  disability,  it  is  taxing  the  American  people 
1 10,000,000,000  a year.  This  tax  everyone  pays  and 
no  one  gets.  It  is  a 5 to  10  per  cent  drag  on  war 
operations.” 

General  chairman  of  the  Council  is  Dr.  James  S. 
McLester,  professor  of  medicine  at  the  University 
of  Alabama,  who  outlined  the  contemplated  nation- 
wide program.  He  said: 

“The  plan  is  for  a broad  educational  effort  de- 
signed to  raise  the  nation’s  health  levels.  Once 
established,  it  is  earnestly  hoped  that  these  levels  can 
be  maintained  after  the  war  is  won,  as  a means  of 
continuing  improvement  of  the  national  welfare.” 

The  National  Health  Advisory  Council  will  serve 
to  channel  approved  technical  health  information 
developed  by  the  country’s  many  scientific  associa- 
tions to  business  organizations  and  their  members 
throughout  the  country,  so  there  may  be  brought 
about  a better  public  understanding  and  apprecia- 
tion of  medical  science  as  a means  of  safeguarding 
public  health  to  win  the  war.  It  will  work  through 
the  Chamber  of  Commerce  of  the  United  States  as  a 
central  organization,  which,  in  turn,  will  work 
through  its  far-flung  membership  of  trade  associa- 
tions, chambers  of  commerce,  and  corporations  and 
firms.  The  Council’s  membership  starts  with  thirty 
of  the  nation’s  leading  medical  and  health  authori- 
ties. This  membership  will  be  increased  as  the 
work  progresses. 

The  council’s  first  meeting,  presided  over  by  James 
L.  Madden,  of  New  York,  vice-president  of  the 
Metropolitan  Life  Insurance  Company,  and  chair- 
man of  the  National  Chamber’s  Insurance  Depart- 
ment Committee,  heard  a round-table  discussion 
of  wartime  health  problems.  Discussion  leaders 
were  Dr.  James  S.  McLester,  professor  of  medicine, 
University  of  Alabama;  Dr.  Wilson  G.  Smillie, 
Medical  School,  Cornell  University,  New  York  City; 
Dr.  Felix  J.  Underwood,  state  health  officer,  Jackson, 
Mississippi;  Dr.  Leverett  D.  Bristol,  health  direc- 
tor, American  Telephone  & Telegraph  Company, 
New  York  City;  and  Dr.  H.  M.  Marvin,  Yale 
University,  New  Haven,  Connecticut. 

At  a luncheon  meeting  Dr.  Thomas  Parran,  Sur- 


geon General  of  the  United  States,  talked  on  the 
health  state  of  the  Nation. 

The  Committees  of  the  Health  Advisory  Council 
are: 

General  Chairman — Dr.  James  S.  McLester,  pro- 
fessor of  medicine,  University  of  Alabama. 

Community — Chairman , Dr.  Wilson  G.  Smillie, 
Medical  School,  Cornell  University;  Dr.  Paul 
White,  president,  American  Heart  Association, 
Massachusetts  General  Hospital;  Dr.  J.  Burns 
Amberson,  Bellevue  Hospital;  Dr.  George  Kosmak, 
professor  of  obstetrics,  New  York  Academy  of 
Medicine;  Dr.  George  R.  Cowgill,  Yale  University; 
Dr.  Harry  Bakwin,  professor  of  pediatrics,  New 
York  University  College  of  Medicine;  Dr.  Ernest 
L.  Stebbins,  Commissioner  of  Health,  New  York 
City;  Dr.  F.  J.  Underwood,  State  Health  Officer, 
Jackson,  Mississippi;  Mr.  Bailey  Burritt,  president, 
Committee  on  Neighborhood  Health  Development, 
New  York  City;  Dr.  Henry  F.  Vaughan,  University 
of  Michigan. 

Industrial — Chairman , Dr.  Leverett  D.  Bristol, 
Health  Director,  American  Telephone  & Telegraph 
Company,  New  York  City;  Dr.  Harvey  Bartle, 
Pennsylvania  Railroad,  Philadelphia;  Professor 
Philip  Drinker,  Ph.D.,  Harvard  University,  School 
of  Public  Health;  Dr.  Anthony  Lanza,  chief,  Occu- 
pational Hygiene  Section,  Office  of  Surgeon  General, 
U.S.  Army,  Washington,  D.C.;  Dr.  John  J.  Prender- 
gast,  medical  director,  Chrysler  Corporation,  De- 
troit, Michigan;  Dr.  Loyal  A.  Shoudy,  Bethlehem 
Steel  Corporation,  Bethlehem,  Pennsylvania;  Dr. 
W.  A.  Sawyer,  medical  director,  Eastman  Kodak 
Company,  Rochester,  New  York;  Dr.  Harry  E. 
Ungerleider,  assistant  medical  director,  Equitable 
Life  Assurance  Society,  New  York  City;  Dr.  John 
J.  Wittmer,  Consolidated  Edison  Company,  New 
York  City;  Mr.  John  Dewey  Dorsett,  manager, 
Casualty  Department,  Association  of  Casualty  & 
Surety  Executives,  New  York  City;  Mr.  G.  W. 
Hardy,  Lumbermen’s  Mutual  Casualty  Company, 
Chicago,  Illinois. 

Individual — Chairman , Dr.  James  E.  Paullin, 
professor  of  medicine,  Emory  University,  Atlanta, 
Georgia;  Dr.  Leroy  Gardner,  member  board  of 
directors,  National  Tuberculosis  Association;  Dr. 
George  Morris  Piersol,  professor  of  medicine,  Uni- 
versity of  Pennsylvania;  Dr.  Russell  Wilder,  Mayo 
Clinic;  Dr.  Alfred  Blalock,  professor  of  surgery, 
Johns  Hopkins  Hospital;  Dr.  Joseph  C.  Doane, 
York  & Tabor  Road,  Philadelphia,  Pennsylvania; 
Miss  Marion  G.  Howell,  R.N.,  president,  National 
Organization  for  Public  Health  Nursing,  New  York 
City;  Dr.  Arthur  F.  Chace,  president,  New  York 
Academy  of  Medicine;  Dr.  H.  M.  Marvin,  Yale 
University;  Dr.  Louis  Hamman,  Baltimore,  Mary- 
land; Dr.  Wallace  C.  Yater,  professor  of  medicine 
Georgetown  University,  Washington,  D.C. 
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ALWAYS  in  our  dreams  we  hear  the  turn  of 
- the  key  that  shall  open  every  access  of  ideal 
medical  care  to  all  mankind.  There  is  a human 
limit  to  the  forward  theme  of  our  professional 
responsibility  to  comfort  and  preserve,  although 
research  and  the  good  old-fashioned  method  of 
rowing  hard  against  the  stream  of  life  will 
keep  our  incomparable  American  medicine  ever 
modern  and  will  make  it  better.  But,  no  less, 
we  owe  it  to  those  we  serve  that  the  accumulated 
skill  and  knowledge  we  possess  today  be  made 
available  for  use  by  all  of  our  people. 

To  teach  both  the  well  and  the  sick  to  accept 
great  advantage  of  preventive  and  curative 
medicine  regularly  and  promptly  is  a difficult 
task. 

Voluntary  prepayment  for  medical  care, 
with  nonprofit  insurance  to  provide  the  means 
for  distributing  the  costs  of  family  illness  over 
larger  groups,  is  a system  that  embodies  in  its 
economic  protective  functions  equally  important 
health-  and  character-building  features.  It 
teaches  health  and  health  responsibility  to  the  in- 
dividual and  to  the  family.  The  mutual  character 
of  the  plan  in  itself  makes  for  prevention  of  dis- 
ease. He  who  would  protect  his  welfare  must 
accept  a personal  part  in  his  community  health 
program. 

Such  voluntary  plans  are  still  in  the  early 
stages  of  practical  development,  but  they  are 
beyond  the  period  of  uncertain  experimentation. 
They  are  especially  designed  to  appeal  to  regu- 
1 arly  employed  workers . V oluntarily , the  worker 
agrees  to  set  aside  a small  portion  of  his  monthly 
earnings  to  create  the  funds  disbursed  by  the 
insurance  corporation  to  pay  for  the  expenses 
of  medical  care.  Since  these  plans  are  for 
mutual  benefit,  have  mutual  management,  are 
nonprofit,  cost  comparatively  little  for  ad- 
ministration, and  are  flexible  to  the  needs  of 
the  participating  groups,  it  would  appear  that 
the  only  reason  they  are  slow  to  sell  is  that  they 
are  not  understood.  The  choice  of  the  physician 
is  left  to  the  patient.  The  modern  method  of 
administering  medical  services  is  not  at  all 
changed.  The  cost  of  these  services  is  not  in- 
creased, and  in  many  instances  it  is  reduced. 
The  payment  received  by  the  practicing  physician 


under  the  present  medical  indemnity  type  of 
insurance  is  the  usual  fee  regularly  associated 
with  modern  high  standards  of  medical  practice. 
There  is  no  trend  to  inferior  or  indifferent 
service.  Subscriber-patients  to  such  profession- 
ally approved  plans  have  found  their  investment 
a most  desirable  one,  and  withdrawals  seldom 
occur.  They  are  learning  that  it  pays  to  call 
for  medical  service  when  it  is  first  needed.  And 
in  so  learning,  they  have  absorbed  one  of  the 
most  important  lessons  of  good  public  health. 

The  practicing  physicians  working  under  a 
prepayment  medical  plan  should  consider: 

1.  That  neither  in  war,  nor  in  peace  can  we 
afford  to  leave  people  without  medical  care. 
Industrial  producers  of  war  materials,  and 
their  families,  must  be  kept  in  good  health. 

2.  That  the  average  American  prefers  and 
is  willing  to  pay  for  his  medical  care. 

3.  That  if  he  is  helped  to  budget  for  himself 
and  his  family,  he  will  learn  to  attend  to  illness 
at  an  early  stage,  thereby  protecting  much 
needed  civilian  health,  as  well  as  conserving 
the  doctor’s  time. 

4.  That  if  he  is  taught  to  budget  regularly 
and  within  his  income,  he  will  continue  to 
consider  medical  care  a basic  necessity  next  to 
shelter,  food,  and  clothing,  even  in  times  of 
smaller  earnings. 

5.  That  the  physician’s  leardership  in  pro- 
moting such  plans  is  needed. 

6.  That  physicians  should  discuss  the  possi- 
bility of  a prepayment  medical  plan  for  their 
counties  with  community  representatives  includ- 
ing: 

(a)  Social  agencies 

(b)  Industrial  representatives 

(c)  Labor  leaders 

(d)  Representatives  from  community  and 
dominant  nationality  groups 

The  Medical  Society  of  the  State  of  New  York 
is  committed  to  the  full  approval  of  voluntary 
nonprofit  Medical  Expense  Indemnity  Insurance. 
It  urges  its  members  to  participate  in  this  move- 
ment wherever  possible  to  advance  the  progress 
of  good  health  in  this  country.  It  feels  that 
such  plans  are  greatly  to  the  benefit  of  the 
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entire  population  and  so  indirectly  to  the  prac- 
ticing physician.  It  sees  in  these  plans  a great 
opportunity  for  modern  public  health  education. 
We  aim  to  be  modern  in  the  use  of  our  professional 
ability.  We  must  not  fail  to  recognize  that  we 


must  also  be  modern  in  making  our  professional 
resources  available.* 


♦Later  issues  of  the  Journal  will  carry  an  outline  of  prac- 
tical systems  for  prepayment  Medical  Care  Insurance. 


PUBLIC  EDUCATION  PROGRAM  ON  CANCER  STILL  IS  INADEQUATE 


The  public  education  program  on  the  cancer 
problem  is  still  inadequate  and  ineffective,  Drs. 
Charles  R.  Harms,  Jules  A.  Plaut,  and  Ashley  W. 
Oughterson  of  New  Haven,  Connecticut,  declare  in 
J.A.M.A.  in  a report  of  their  study  of  the  causes  of 
delay  in  treatment  of  cancer  in  155  patients. 

It  was  found  that  only  about  one-fourth  of  the 
patients  had  read  about  cancer  and  that  all  but  2 of 
these  had  obtained  their  information  from  news- 
papers and  popular  magazines.  Only  2 admitted 
reading  public  health  pamphlets 

“Delay  in  the  diagnosis  and  treatment  of  cancer,” 
the  three  physicians  say,  “is  one  of  the  most  im- 
portant factors  in  the  failure  to  obtain  better  re- 
sults by  the  methods  of  treatment  now  avail- 
able  ” 

They  interviewed  158  successive  cancer  patients  as 
they  were  admitted  to  the  New  Haven  Hospital  or 
Tumor  Clinic.  Three  patients  came  immediately  to 
the  hospital  for  emergency  treatment,  1 because  of 
intestinal  obstruction  and  2 because  of  hemor- 
rhage . 

“The  definition  of  delay  due  either  to  the  patient 
or  to  the  physician,”  they  explain,  “must  necessarily 
be  arbitrary ” 

Eliminating  the  3 patients  who  reported  immedi- 
ately for  treatment,  the  authors  say  that  85  pa- 
tients, or  54.8  per  cent,  were  responsible  for  the  de- 
lay, while  27  physicians,  or  17.4  per  cent,  were  said 
to  be  responsible.  Both  the  patient  and  the  phy- 
sician were  responsible  for  the  delay  in  43  instances, 
or  27.8  per  cent. 

“The  patient  was  found  to  be  either  wholly  or  in 
part  responsible  for  the  delay  in  128  instances,  or 
82.6  per  cent,”  the  three  physicians  found.  “All  but 
7 of  the  128  patient  delays  (121,  or  94.5  per  cent) 
were  initial  delays.  The  other  7 did  not  follow  the 
physician’s  advice  in  spite  of  his  efforts ” 

The  causes  for  delay  among  the  158  patients  were 
reported  to  be  as  follows:  symptoms  “not  serious 
enough,”  56.9  per  cent;  negligence,  11.3  per  cent; 
no  delay  on  the  part  of  the  patient,  11.3  per  cent; 
expense,  10.1  per  cent;  ignorance,  6.9  per  cent;  fear 


of  cancer,  1.4  per  cent;  fear  of  doctors,  1.4  per  cent ; 
religious  convictions,  0.6  per  cent. 

Discussing  these  causes  the  authors  say  that  “fail- 
ure to  attach  sufficient  importance  to  recognized 
signs  and  symptoms  accounts  for  most  of  the  delay. 
This  is  primarily  an  educational  problem  which  is 
obviously  not  being  met  by  present  methods.  The 
second  most  important  factor  defined  as  negligence 
may  also  in  large  part  be  corrected  by  proper  educa- 
tion. The  economic  factor  accounts  for  10  per 
cent  of  the  group 

“The  effectiveness  of  an  education  problem  can 
best  be  judged  by  the  content  of  knowledge  possessed 
by  the  group  as  well  as  its  effectiveness  in  producing 
appropriate  action.  The  following  general  ques- 
tions were  asked  in  order  to  evaluate  the  information 
regarding  cancer  possessed  by  the  group:  How 

many  patients  with  malignant  tumors  think  of 
cancer  as  the  cause  of  their  complaints?  Only  21,  or 
13  per  cent,  answered  in  the  affirmative.  Breast 
cancer  was  responsible  for  13  of  these.  The  median 
delay  for  patients  who  thought  they  had  breast 
cancer  was  3.25  months,  while  the  median  delay  for 
all  breast  cancer  was  6.5  months.  This  suggests 
that  the  delay  could  be  halved  if  all  patients  were 
aware  of  the  significance  of  their  symptoms.  It  was 
also  found  that  only  42,  or  26  per  cent,  of  the  pa- 
tients had  read  about  cancer Only  2,  or  1.2  per 

cent,  had  ever  heard  a lecture  on  cancer,  and  both  of 
these  had  been  while  attending  National  Hospital 
Day.  Although  the  entire  group  seemed  poorly  in- 
formed regarding  cancer,  80  per  cent  thought  that 
cancer  was  curable  and  91  per  cent  thought  that 
treatment  was  urgent.  ...” 

As  for  the  delay  by  the  physician  in  making  a diag- 
nosis, the  authors  point  out  that  this  is  important 
but  explain  that  “the  information  on  which  these 
data  are  based  was  obtained  chiefly  from  the  pa- 
tient, and  it  is  likely  that  many  of  these  patients  did 
not  cooperate  by  returning  to  their  physicians  for 
further  study.  For  accurate  information  it  would 
be  necessary  to  interview  both  the  patient  and 
physician ” 


BETHUNE  SCHOLARSHIPS  AWARDED  AGAIN 
The  Bethune  medical  scholarships,  established  in  being  offered  again  this  year,  the  China  Aid  Council 
1941  in  memory  of  Dr.  Norman  Bethune,  a Canadian  announces.  The  scholarships  are  to  be  awarded 
physician  who  was  one  of  the  organizers  of  medical  yearly  to  two  students  who  distinguish  themselves  in 
service  for  China’s  northwest  guerrilla  region,  are  the  medical  field. 


Special  Article 

MEN’S  MINDS  AND  SHIPS 

W.  H.  Michael,  Captain  (Medical  Corps),  U.S.  Navy* 


WE  SAW  a holocaust  of  men  and  ships  at 
Pearl  Harbor.  In  all  the  horror  of  that 
morning  it  seemed  that  man  had  done  his  worst 
in  the  destruction  of  man  and  the  works  of  man. 

But  beginning  that  day  and  on  through  the 
days  that  followed,  it  became  evident  that  the 
damage  had  gone  beyond  visible  destruction. 
It  had  wrought  invisible  havoc  with  men’s  minds 
as  well  as  with  men’s  bodies  and  men’s  ships. 

Among  the  wounded  was  a big  healthy-looking 
sailor.  He  was  trembling,  his  face  anxious,  his 
eyes  wild.  “Where’s  your  wound?”  a medical 
officer  asked.  “I’m  not  wounded.  I try,  but  I 
just  can’t  take  it.”  And  he  went  on  sadly 
repeating,  “I  can’t  take  it.” 

“Shell  shock.  Anxiety  neurosis,”  murmured 
the  Navy  surgeon. 

On  the  next  day,  and  the  next,  and  the  next, 
more  cases  of  anxiety  neurosis  appeared.  It  is 
the  commonest  acute  form  of  the  violent  mental 
shock  of  war  (not  to  be  confused  with  the  physi- 
cal shock  of  explosive  blasts  causing  breaks  in 
tissue  with  visceral  rupture  or  multiple  hemor- 
rhages within  the  skull,  the  chest,  or  the  ab- 
domen) . But  there  were  other  varieties  of  dam- 
age to  the  mind:  soldiers’  heart  (effort  syn- 
drome), gastric  neuroses,  dementia  praecox,  and 
many  forms  of  psychosis  all  precipitated  by  the 
shock  of  war.  For  the  unconscious  mind  finds 
devious  ways  to  defend  the  body,  and  the  mind 
whose  balance  has  been  destroyed  devises  de- 
vious means  of  creating  a fanciful,  a more  pleas- 
ant mental  environment  to  replace  a real  material 
environment  which  has  become  intolerable. 

The  same  action  that  had  destroyed  the  bal- 
ance and  buoyancy  of  ships  had  also  destroyed 
the  same  elements  in  men’s  minds.  For  men’s 
minds  are  like  ships.  Both  go  down  when  their 
buoyancy  is  destroyed.  Some  minds  are  leaky 
tramps  and  make  heavy  weather,  even  founder 
in  the  tranquility  of  peace.  Some  are  destroyers 
— quick,  aggressive,  but  not  able  to  withstand  a 
great  shock,  a torpedo;  and  some  minds  are  like 
battleships  which  may  withstand  the  shock  of 
one  or  two  torpedoes  and  remain  afloat.  But  no 
ship , no  mind  is  unsinkable. 


* The  views  and  opinions  expressed  in  this  article  are  not 
necessarily  those  of  the  Navy  Department. 

Reprinted  from  Survey  Graphic,  February,  1943.  With 
the  permission  of  Survey  Associates,  Inc.,  and  the  author. 


Even  Trained  Men  Are  Like  Converted 
Merchant  Ships 

Yet  there  is  an  essential  difference  between 
ships  and  minds:  When  a sailor — who  knew  his 
Hawaiian — saw  the  destroyer  Shaw  explode  in 
the  drydock,  he  exclaimed:  “That  tin  can  is 
pau.”  Yet  in  two  months  the  Shaw  went  back 
to  the  mainland  under  her  own  steam.  I saw  her 
picture  recently.  She  has  a new  bow,  is  ready 
to  fight. 

But  the  mental,  the  invisible  casualties:  as 
far  as  active  participation  in  the  war  is  con- 
cerned, they  are  pau.  They  are  out  of  active 
service  for  good.  Of  all  the  nonbattle  casualties 
who  went  to  the  mainland  in  the  month  after 
the  attack,  approximately  half  were  sick  with 
mental  disease.  The  best  they  can  hope  for  is 
an  apparent  recovery  and  a quiet  job.  Ships 
can  be  rebuilt,  better,  more  modern  than  before ; 
minds  can  only  be  patched. 

When  a ship  goes  down,  the  cause  of  sinking  is 
easily  discoverable.  The  ship’s  sides  may  have 
been  blown  in,  watertight  bulkheads  may  have 
given  wray.  But  sometimes  ships  sink  from 
causes  which  might  have  been  averted,  and  the 
Navy  has  developed  methods  to  limit  the  damage 
caused  by  bomb,  shell,  or  torpedo  and  to  prevent 
all  sinkings  which  can  be  prevented.  These 
methods  constitute  the  modern  science  of  damage 
control. 

Damage  control  in  ships  built  for  wTar  begins 
soon  after  the  laying  of  the  keel.  The  ship  is 
divided  into  many  compartments  by  watertight 
bulkheads.  There  may  be  blisters  to  prevent 
the  explosion  of  a torpedo  from  reaching  vital 
parts.  A system  of  flooding  or  pumping  com- 
partments helps  to  keep  the  ship  on  an  even  keel 
and  to  maintain  buoyancy.  The  warship  is  built 
with  the  paramount  idea  of  carrying  armament 
and  using  it  effectively. 

But  in  ships  built  for  peacetime,  the  possi- 
bilities for  damage  control  are  more  limited. 
Their  bulkheads  might  be  strengthened,  arma- 
ment for  defense  added,  crews  trained  in  the  art 
of  emergency  repairs,  guns  and  gun  crews  added. 

Only  Hitler  has  attempted  to  create  men  built 
for  war.  Even  the  trained  navy  man  or  the 
trained  soldier  wTas  created  for  peace.  He  is  like 
a merchant  ship  in  which  the  conversion  has  been 
carried  out  as  completely  as  possible. 
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But  just  as  the  merchant  ship  must  meet  cer- 
tain specifications  to  be  converted  to  war  pur- 
poses, so  must  the  civilian  meet  certain  speci- 
fications— both  physical  and  mental.  It  is  the 
mental  requirements  which  are  of  interest  here. 
Approximately  the  same  standards  are  used  for 
peacetime  as  for  wartime  service.  The  differ- 
ences in  selection  which  result  are  due  to  the 
speed  necessary  in  war,  and  to  the  attitude  of 
the  average  volunteer  as  compared  with  the  aver- 
age selectee.  The  speed  of  induction  of  the 
wartime  recruit  is  likely  to  increase  the  number 
of  mental  misfits  in  the  services.  The  average 
volunteer  (whether  in  peace  or  war)  is  apt  to 
disguise  any  defects:  forget  that  his  mother  is 
insane,  or  that  he  has  had  delirium  tremens  or 
fits.  The  selectee,  on  the  contrary,  is  more  likely 
to  remember  everything  which  might  prevent 
his  induction,  even  remember  things  that  never 
existed.  Therefore  each  class  presents  its  dis- 
tinctive problem. 

Certainly  the  man  whose  mental  buoyancy 
corresponds  to  the  leaky  hulk  will  not  make  a 
good  sailor,  soldier,  or  marine.  The  unsocial, 
the  moron,  the  hysterical,  and  the  psychotic 
must  be  excluded.  The  alert  noncommissioned 
officer  on  recruiting  duty  knows  this.  So  does 
the  recruiting  officer,  line  or  medical,  and  they 
can  accomplish  a great  deal  in  rejecting  men 
whose  minds  lack  stability  or  buoyancy. 

Weeding  Out  the  Unseaworthy 

Available  to  selection  boards  and  training  sta- 
tions are  psychiatrists.  And  a good  psychiatrist 
may  decrease  the  number  of  unseaworthy  minds 
admitted  to  the  services.  These  specialists  in 
mental  diseases  have  emphasized  the  fact  that 
60  per  cent  of  the  veterans  of  World  War  I who 
required  hospitalization  for  disease  were  sick 
with  neuropsychiatric  diseases.  (Each  cost  the 
taxpayers  $30,000.)  But  they  have  overempha- 
sized the  inference  that  even  with  all  the  time 
they  want  (and  they  need  a lot  of  time)  they  can 
greatly  reduce  that  percentage  in  this  war  by 
selection  alone.  And  unless  the  psychiatrist  is 
both  a good  psychiatrist  and  has  a clear  idea  of 
the  service  for  which  he  is  selecting  men,  he 
might  pull  out  a lot  of  valuable  military  seedlings 
along  with  his  weeds.  There  is  a type  of  man 
who  is  a poor,  not  to  say  bad  citizen,  who  in 
peacetime  services  is  frequently  in  trouble,  but 
who  in  war  ^rnakes  the  ideal  fighting  man.  I re- 
call a marine  of  the  Second  Division  in  France  in 
1918.  “Me  and  the  major  is  the  only  ones  what 
rates  a orderly,”  he  used  to  say,  because  he  was 
always  under  guard  for  some  breach  of  discipline. 
But  at  Bois  de  Belleau  in  June  and  again  at  the 
counteroffensive  from  Villers  Cotterets  in  July 
he  fought  like  a demon.  Every  experienced 


military  man  has  seen  such  characters.  “Ad- 
miral X,”  remarked  a ranking  officer  recently, 
“has  just  enough  of  the  so-and-so  in  him  to 
make  a good  leader.”  If  this  war  is  to  be  won, 
in  the  writer’s  opinion  men  of  this  type  must  not 
be  excluded  even  at  the  risk  of  wasting  time  and 
money  on  a few  incorrigibles. 

The  ideal  of  the  psychiatrist  is  to  reconstruct  a 
picture  of  a recruit’s  mental  background  and  ob- 
tain an  accurate  evaluation  of  his  present  mental 
stability.  That  is  all.  But  even  if  a man’s  back- 
ground is  perfect  (it  never  is),  and  his  present 
mental  stability  is  unquestionable,  that  does  not 
prove  his  mind  can  withstand  the  particular 
shock  to  which  this  war  is  destined  to  subject 
him.  The  best  psychiatrist  and  medical  officer 
combined  cannot  foresee  the  personal  role  the 
man  is  to  play  in  this  particular  war.* 

The  best  that  can  be  done,  therefore,  is  to  pick 
men  with  reasonably  substantial  minds  just  as 
the  Navy  picks  for  war  conversion  ships  which 
are  reasonably  substantial.  A great  deal  of 
thought  has  been  put  on  the  selection  of  men 
to  withstand  the  mental  shock  of  war.  But  too 
little  emphasis  has  been  put  on  a mental  prepa- 
ration during  conversion  to  increase  resistance 
to  that  shock;  and  hardly  any  emphasis  has 
been  put  upon  mental  supervision — damage 
control — to  maintain  resistance  to  shock.  As  I 
write,  a fourth  of  the  nonbattle  disabilities  in 
the  active  Navy  are  due  to  mental  conditions. 
And  these  are  permanent  disabilities.  It  is  high 
time  that  the  subjects  of  mental  conversion  to 
war  purposes  and  the  damage  control  of  the  mind 
be  given  the  thought  they  deserve. 

First  Day  the  Hard  Way 

The  civilian  who  has  been  selected  as  physi- 
cally and  mentally  fit  for  the  Navy  is  immunized 
against  typhoid,  tetanus,  and  yellow  fever;  he  is 
taught  to  shoot  and  his  muscles  are  developed. 
Also  immediately  he  receives  his  first  mental 
shock — his  transfer  from  the  comparative  free- 
dom of  a domestic  environment  to  the  intimacy 
of  a restricted  community  with  definitely  marked 
distinctions  of  rank  and  privileges. 

It  is  significant  that  of  those  in  the  first  World 
War  who  finally  foundered  mentally,  almost 
one-tenth  went  under  on  the  first  day  of  military 
service.  It  would  not  be  surprising  if  the  same 
occurs  in  this  war,  judging  by  this  story  of  a 

* Although  Captain  Michael  writes  as  an  experienced 
medical  officer,  it  should  be  pointed  out  in  fairness  to  the 
psychiatrists  that  these  specialists  in  mental  diseases  actually 
have  no  authority  to  pull  selectees  from  military  service. 
They  make  their  diagnoses;  the  decisions  are  made  by  others. 
Thus  Dr.  George  S.  Stevenson,  medical  director  of  the 
National  Committee  for  Mental  Hygiene,  states  that  the 
tendency  has  been  for  too  many  clear  cases  of  neurosis,  even 
psychosis,  to  get  into  the  Army— rather  than  for  borderline 
cases  to  be  ruled  out. — The  Editors  of  Survey  Graphic 
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naval  recruit’s  first  day  at  the  training  station 
in  January,  1942: 

They  drop  us  boots  from  trucks  at  the  training 
station  yard  at  about  7 a.m.  and  order  us  to  pile  our 
bags  against  the  fence.  “Fall  in,”  is  the  next  order, 
then  “off  with  your  clothes.”  We  obey,  letting  our 
clothes  fall  where  we  stand.  Dressed  in  our  birth- 
day suits,  we  are  vaccinated  for  smallpox  and  form 
in  a line  which  moves  slowly  upstairs.  In  four 
hours  I reach  the  doctor’s  office  and,  when  my  turn 
comes,  I am  given  my  final  physical  examination. 
Back  in  line  again,  and  as  we  move  along  I get  an 
antitetanus  shot  in  one  arm  and  an  antityphoid  in 
the  other.  Then,  still  standing,  a hospital  corps- 
man  flattens  out  one  arm  on  a board,  sticks  a hypo- 
dermic needle  in  a vein  and  draws  out  a big  syringe 
full  of  blood.  I move  on  along  in  line,  holding  a 
tuft  of  cotton  over  the  needle  hole. 

At  last  I reach  the  dental  offices.  It’s  sure  good 
to  sit  down,  even  in  a dentist’s  chair.  The  dentist 
makes  a chart  of  my  teeth,  tells  me  I’ve  got  to  have  a 
rotten  molar  out  and  three  other  teeth  filled.  Pleas- 
ant prospect.  Back  in  line  again,  I go  back  to  the 
lawn.  We  put  on  our  clothes  and  get  some  dinner. 
After  I eat  I fall  in  a new  line  to  have  navy  clothes 
issued.  This  line  takes  from  three  to  six  hours.  I 
make  it  in  four,  taking  time  out  for  supper.  It  is 
midnight  when  I get  to  the  barracks  and  am  assigned 
a bunk.  I am  tired,  but  I can  take  it.  Some  of  the 
young  kids  are  blubbering  like  babies. 

At  4:30  a.m.  a chief  specialist  (one  of  Gene  Tun- 
ney’s  race  horses)  turns  us  out.  Lord,  I am  sleepy 
and  my  arms  ache  from  the  shots!  “Double  time,” 
he  shouts,  and  away  we  go  for  a half  mile.  That 
first  day  in  the  Navy  is  tough. 

It  may  be  contended  that  such  a day  as  an 
introduction  to  the  Navy  is  a good  trial  to  weed 
out  the  weaklings.  But  for  youngsters,  some  of 
them  just  seventeen  years  old,  and  for  many  who 
have  left  home  for  the  first  time,  a day  like  that 
is  initiating  mental  conversion  with  a vengeance, 
with  an  unnecessary  shock. 

Many  humane  and  considerate  gestures  could 
and  should  be  instituted.  These,  trivial  in 
themselves,  would  not  decrease  efficiency  but 
would  enormously  moderate  the  ordeal.  The 
mere  effecting  of  the  injections  and  the  blood- 
taking with  the  recruit  seated,  for  example,  would 
take  no  more  time  and  prevent  the  epidemics  of 
faintings  which  are  not  unusual  during  these 
operations.  A day  in  which  so  much  is  to  be 
accomplished  cannot  be  made  too  soft.  And 
why  a half  mile  trot  at  four-thirty  in  the  morning 
the  very  next  day?  There  is  plenty  of  time  to 
get  hard. 

A Good  Captain — a Good  Ship 

Damage  control  of  the  mind  should  be  begun 
with  that  first  day  in  the  Navy.  It  should  con- 
tinue through  the  years  of  service  by  so  in- 
fluencing the  environment  of  both  men  and 
officers  to  increase  their  resistance  to  mental 
shock. 


“If  there’s  a war,  I want  to  be  in  his  outfit.” 
Sometimes,  during  the  years  of  peace,  I heard  an 
enlisted  man  say  that  of  an  officer.  It  is  the 
greatest  compliment  that  could  be  paid  an  officer, 
a compliment  not  often  heard.  It  signifies  that 
the  officer  has  created  for  that  man  the  ideal  of 
military  inspiration — the  wish  to  do  his  duty,  if 
need  be,  his  ultimate  duty.  If  an  officer  can 
create  such  an  inspiration  in  each  of  his  men,  he 
has  accomplished  a near  miracle  in  the  mental 
preparation  of  his  unit  for  war.  That  officer 
does  not  need  lessons  in  damage  control  of  the 
mind. 

But  what  are  the  elements  by  which  such  a near 
miracle  is  accomplished?  There  are  four:  Loy- 
alty, example,  control  of  fatigue,  and  what  may  be 
called  the  institution  of  the  confessional.  It  is 
impossible  to  give  these  four  an  order  of  im- 
portance, because  that  element  most  lacking  in 
any  given  military  unit  is  the  most  important 
for  that  unit.  The  weakest  link 

Loyalty  is  important.  Both  kinds  of  loyalty, 
loyalty  from  the  commander  down  to  the  lowest 
rating  assures  justice  tempered  by  humanity — 
and  it  inspires  loyalty  from  below  upward. 
Loyalty  from  below  upward  assures  attention  to 
duty  and  discipline.  Both  kinds  of  loyalty 
together  assure  esprit  de  corps,  high  morale. 
From  the  point  of  view  of  the  damage  control  of 
minds,  loyalty  turns  the  attention  of  the  indi- 
vidual outward  from  himself  to  an  interest  in  his 
ship  or  unit.  His  personal  problems  bother  him 
less  in  proportion  to  the  importance  he  gives  to 
the  problems  of  his  outfit. 

A good  captain,  if  not  too  much  hampered  by 
bad  officers  and  bad  men,  means  a happy  and 
efficient  ship,  and  a ship  remarkably  free  from 
neuroses.  Conversely,  an  officer,  particularly  a 
commanding  officer,  who  is  egotistical,  who  ac- 
quires a perverted  sense  of  values,  or  who  is  un- 
just and  unsympathetic,  is  sure  to  endanger  the 
mental  stability  of  his  men.  And  if  he  becomes 
unbalanced 

As  loyalty  creates  esprit  de  corps,  example 
creates  confidence.  The  officer  who  inspires 
confidence  under  fire  is  doing  much  for  the  dam- 
age control  of  his  men’s  minds.  If  the  officer  is 
afraid,  he  must  hide  his  fear,  or  if  necessary, 
camouflage  it  with  braggadocio  or  even  face- 
tiousness. If  men  waver,  a word  of  sympathy, 
advice  or  encouragement,  a good  cussing-out,  or  a 
job  to  do,  each  in  its  proper  place,  may  re- 
establish mental  stability  and  prevent  the  pre- 
cipitation of  neuroses.  Men  cowering  under 
bombardment,  like  dogs  in  a thunderstorm, 
usually  find  themselves  when  given  the  proper 
stimulation  plus  a job. 

When  a man  actually  loses  his  mental  equilib- 
rium— develops  a neurosis — he  should  be  re- 
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moved  from  the  other  men  at  once.  Nothing  is 
I more  contagious  than  a neurosis  while  still 
i undergoing  the  shock  which  has  caused  it. 

Control  of  fatigue  is  usually  given  the  attention 
it  deserves,  but  its  potential  importance  must  not 
[ be  forgotten.  Because,  in  itself,  fatigue  may 

I cause  shock  and  neurosis;  and  the  state  of 
fatigue  aggravates  the  effect  of  any  mental 
shock.  The  Air  Corps  has  learned  that  one 
aviator  can  stand  as  much  as  ten  hours  of  flying, 
another  is  nervous  and  tired  after  six  hours.  It 
is  the  Navy’s  job  to  use  to  the  maximum — not 
beyond  it — all  who  are  fit  to  fly,  or  fight. 

Another  example:  A submarine  commander 
reported  in  after  eighty-four  days  at  sea.  “My 
crew,”  he  said,  “is  in  good  shape.  I want  to 
keep  them  that  way  or  better.  I want  two  weeks 
leave  for  all  hands.” 

They  got  it. 

When  Something’s  on  Their  Minds 

The  confessional,  through  the  centuries,  has 
been  recognized  by  the  Catholics  as  the  greatest 
boon  to  mental  stability.  Though  the  institution 
of  the  confessional  is  not  recognized  by  the  Navy, 
every  mature  officer  or  man  has  witnessed  (or 
experienced)  the  salutary  effect  of  the  frank  dis- 
cussion of  intimate  personal  problems.  And  if 
the  discussion  leads  to  a solution,  so  much  the 
better.  The  recruit,  suddenly  in  a strange  new 
environment,  and  usually  assuming  the  new 
problems  of  physical  maturity,  is  frequently  in 
great  need  of  a confessor.  The  chaplain  and  the 
medical  officer  are  there,  but  it  takes  an  intrepid 
recruit  to  bridge  the  social  gulf  between  himself 
and  the  average  chaplain  or  medical  officer. 

The  chief  petty  officers  who  command  the  re- 
cruit companies  at  a naval  training  station  are, 
or  try  to  be,  tough,  tyrannical,  and  rule  more  by 
fear  than  by  example.  “Gee,  I’d  never  have 
gone  to  him  with  my  troubles,”  is  the  usual  re- 
action. These  are  the  common  sentiments  of 
replies  about  the  period  in  the  training  station: 
“I  was  scared  to  death  all  the  time”  or  “It  was 
my  worst  time  in  the  Navy.” 

Obviously,  neither  chaplain,  medical  officer, 
nor  chief  petty  officer  serves  as  confessor.  The 


confessor  or  monitor  should  be  an  experienced 
man  with  some  knowledge  of  the  Navy,  and 
should  keep  himself  in  intimate  contact  and 
sympathy  with  the  recruit.  Navy  men  surveyed 
for  physical  disability  or  in  a convalescent  status 
would  be  ideal.  Of  course,  they  would  need 
instruction. 

After  leaving  the  training  station,  there  are 
always  sufficient  men  of  varied  experience  to  act 
as  confessors.  And  even  though  the  young  men 
need  a confessor  more  often,  the  older  men  and 
officers  do  need  one  occasionally — and  then  im- 
peratively. Every  man  in  the  Navy — admiral 
to  apprentice  seamen — should  have  someone 
with  whom  he  feels  at  liberty  to  talk  things  over. 

The  system  would  have  to  be  official  to  act. 
This  system  would  not  only  serve  to  solve  per- 
sonal problems  and  get  things  off  the  chest  of 
those  confessing,  it  would  also  serve  to  observe 
the  mental  stability  of  every  man  in  the  service. 
Mental  instability  is  serious  to  an  outfit  in  pro- 
portion to  the  importance  of  the  man  whose  mind 
becomes  unstable.  Frequently  observations  are 
made,  yet  no  timely  action  is  taken.  It  is  only 
after  a man  has  foundered  with  a neurosis  that 
his  chief  petty  officer  confesses  to  the  medical 
officer:  “Something  seems  to  have  been  bother- 
ing him,”  or  “He’s  been  acting  screwy  for  a 
couple  of  weeks.”  Such  information  might  have 
saved  the  man  before  a frank  neurosis  had  de- 
veloped. 

Wooden  ships  and  iron  men  was  the  boast  of  the 
Old  Navy.  Then  came  the  ironclad,  then  the 
steel  ship.  And  now  we  have  divided  the  steel 
ship  into  a series  of  compartments  intended  to 
limit  the  destructive  action  of  gun,  bomb,  or 
torpedo  fire.  In  the  condition  of  alert,  a com- 
plicated system  has  been  installed  to  maintain 
the  equilibrium  and  buoyancy  of  the  ship. 

All  this  we  have  done  for  ships,  until  they  are 
harder  and  harder  to  sink.  But  the  means  of 
sinking  ships  has  kept  pace  with  damage  control. 
Ships  continue  to  go  down.  The  means  of  de- 
struction of  minds  has  also  increased.  Minds, 
too,  will  continue  to  founder.  We  can  only  do 
our  best  to  keep  as  many  minds  afloat  as  we  can 
by  damage  control. 


MEDICAL  TEXTBOOKS  AID  RUSSIANS 
American  medical  and  surgical  textbooks,  sent 
to  the  Soviet  Union  by  hundreds  of  American  phy- 
sicians and  medical  students  through  Russian  War 
Relief,  are  helping  to  prepare  new  doctors  for  work 
with  the  Red  Army,  it  was  revealed  in  letters  sent 
to  Russian  War  Relief  by  students  in  the  First 
Kharkov  Medical  Institute.  The  Kharkov  Insti- 
tute, one  of  the  largest  medical  schools  in  the  world, 


was  moved  to  Chkalov  when  the  Nazis  occupied 
Kharkov.  Classes  were  in  full  swing  within  a week 
after  the  faculty  and  student  body  left  Kharkov. 

Russian  War  Relief  is  seeking  all  kinds  of  up-to- 
date  medical  textbooks  for  Soviet  medical  students 
and  for  the  Central  Medical  Library,  in  Moscow, 
which  is  used  by  both  military  and  civilian  doctors. — 
/.  Med.  Soc.  Co.  N.Y. 
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ALEXANDER  ANDERSON,  M.D.,  1775-1870 
The  First  Wood  Engraver  in  America 

Walter  B.  Mount,  M.D.,  F.A.C  S.,  Montclair,  New  Jersey 


OUR  interest  in  Dr.  Anderson  was  aroused 
by  an  association  with  Dr.  Lawrance  R. 
Thompson  of  Princeton  University,  who  with 
Miss  Helen  M.  Knubel  is  compiling  an  authori- 
tative biography,  each  of  these  authors  having 
previously  published  articles  about  Dr.  Ander- 
son.1’2’3 Other  sources  of  information,  which 
have  been  freely  used,  are  the  Memorial  by 
Lossing,4  the  Life  and  Works  by  Burr,5  and  an 
article  in  Kelly’s  Cyclopedia  of  American  Medical 
Biography  .6 

Alexander  Anderson  was  born  in  New  York 
City,  April  21,  1775,  at  the  very  start  of  the 
Revolution.  His  father,  John  Anderson,  a 
Scotsman,  was  a printer  and  publisher,  who 
by  his  publications  incurred  the  wrath  of  the 
Loyalists  and  was  dubbed  the  “rebel  printer.” 
On  September  15,  1776,  when  the  British  oc- 
cupied New  York,  he  fled  with  his  family  and 
goods.  At  Fort  Washington  the  Americans 
seized  his  wagons,  books,  and  papers,  but  he 
finally  reached  the  home  of  friends  in  Greenwich, 
Connecticut,  where  he  remained  for  the  duration 
of  hostilities.  In  1783  he  returned  to  New  York 
as  a printer,  later  becoming  an  auctioneer. 
An  engraving  of  John  Anderson  from  a miniature 
by  his  son  is  shown  in  Fig.  1.  Fig.  2 is  a similar 
engraving  of  his  mother,  whom  he  adored,  a 
highly  intelligent,  religious  New  Englander, 
of  strong  character.  She  amused  him  and  his 
younger  brother  by  drawing  animals,  flowers, 
and  faces.  At  school  he  studied,  among  other 
subjects,  Latin  and  Greek  and  could  read  Latin 
in  his  old  age.  Early  in  life  he  began  copying 
pictures.  In  a letter  to  Lossing  he  says:  “I 
recollect  being  allowed  an  occasional  peep  at  a 
considerable  pile  of  prints,  such  as  those  issued 
from  the  London  shops.  Among  them  were 
Hogarth’s  illustrations  of  the  careers  of  the 
Idle  and  Industrious  Apprentices,  which  made  a 
strong  impression  on  my  mind.  These  prints 
determined  my  destiny.”4  When  he  was  twelve 
years  old,  a schoolfellow  showed  him  Chamber’s 
Cyclopedia , in  which  he  read  an  explanation  of 
the  process  of  engraving.  He  got  a silversmith 
to  roll  out  small  copper  plates  from  pennies, 
made  a graver  from  the  sharpened  back-spring 
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of  a pocket  knife,  and  set  to  work.  He  wrote, 
“I  did  a head  of  Paul  Jones  and  pleased  was  I 
when  I got  an  impression  with  red  oil  paint  in  a 
rude  rolling  press  which  I had  constructed.”4’5 
A blacksmith  made  him  some  tools  with  which 
he  cut  small  ships  and  houses  on  type-metal 
and  sold  them  at  the  newspaper  offices.  Fig.  3 
is  a photograph  of  his  engraving  tools,  now  in 
the  possession  of  the  New  York  Historical 
Society.  He  frequently  carried  tools  and  a 
block  in  his  pockets. 

Noticing  that  his  son  was  copying  illustrations 
from  medical  books,  the  father  decided  to  make 
a doctor  of  him,  and  at  the  age  of  fourteen, 
on  May  1,  1789,  he  entered  the  office  of  Dr 
Joseph  Young,  who  was  kinder  than  he  looks 
in  Anderson’s  drawing  (Fig.  4).  For  five  years 
he  worked  with  Dr.  Young,  seeing  patients, 
compounding  all  medicines,  and  delivering  them 
on  foot.  He  found  time  to  continue  his  engraving 
in  lettering  on  silverware,  dog  collars,  instru- 
ments, and  cane  heads,  as  well  as  in  engraving 
maps,  business  cards,  and  book  illustrations. 
The  proceeds  of  this  work  paid  for  his  clothes 
and  for  lectures  in  medicine,  natural  history, 
chemistry,  physics  and  mechanics,  law,  and 
French.  In  1793  (on  January  14)  he  matricu- 
lated as  a medical  student  in  the  Album  of 
Columbia  College.  In  1794,  when  he  was 
nineteen,  he  engraved  a commencement  ticket 
for  the  College.  A year  later  Dr.  Young  offered 
to  make  him  a partner  immediately  after  he  had 
obtained  his  license  to  practice  on  April  29, 
1795.  Fig.  5 is  a photograph  of  his  certificate, 
now  in  the  library  of  the  New  York  Academy  of 
Medicine.  The  formalities  attending  the  grant- 
ing of  this  license  are  described  in  his  diary  for 
April,  1795: 

“April  8th.  I call’d  upon  the  Mayor  and 
express’d  my  wish  to  undergo  an  examination 
for  the  practice  of  Physic — he  directed  me  to 
apply  to  Judge  Benson — I found  him  not  in. 

“9th.  I call’d  upon  Judge  Benson  who  re- 
ferred me  to  Judge  Yates.  Saw  Judge  Yates, 
who  promis’d  to  appoint  an  Examination. 

“13th.  I call’d  upon  Judge  Yates — he  ap- 
pointed for  my  Examiners  Dr.  Bard,  Dr.  Rogers, 
Dr.  Treat,  or  in  his  place  Dr.  Smith — I set  off 
immediately  in  the  rain  to  notify  them.  Dr. 
Bard  dissuaded  me  from  it,  and  objected  to  my 
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Fig.  1.  Dr.  Anderson’s  father,  John  Anderson,  from  a drawing  by  Dr.  Anderson,,  engraved  by  Joseph  A. 

Adams.  From  A Memorial  of  Alexander  Anderson , M.D.,  by  Benson  J.  Lossing.  1872. 

Fig.  2.  Dr.  Anderson’s  mother,  from  a drawing  by  Dr.  Anderson,  engraved  by  H.  E.  Canfield.  From  A 
Memorial  of  Alexander  Anderson , M.D.,  by  Benson  J.  Lossing.  1872. 


youth — this  damped  my  spirits — but  I was 
determin’d  to  go  through  with  the  business. 
Dr.  Rogers  gave  me  a more  favorable  reception. 
Dr.  Smith  thought  it  would  be  improper  for  him 
to  attend — I therefore  call’d  upon  Dr.  Treat 
in  the  evening.  He  excus’d  himself — I be- 
spoke a room  at  Simmons’s  Tavern. 

“14th.  At  4,  went  with  a palpitating  heart  to 
Simmons’s.  The  Physicians  arrived,  but  as  the 
Court  was  sitting  no  magistrate  could  attend 
except  Judge  Yates. — Some  doubts  arose  re- 
specting the  law. — The  Judge  went  to  the  Mayors 


Fig.  3.  The  engraving  tools  of  Dr.  Alexander 
Anderson,  1775-1870.  Photograph  of  the  original 
tools  in  the  collection  of  the  New  York  Historical 
Society. 


& discovering  that  the  presence  of  two  magis- 
trates, at  least,  was  indispensable — postpon’d 
the  Examination  ’till  to-morrow  afternoon. 
The  agitation  of  my  mind  brought  on  a degree 
of  fever  which  continued  the  remainder  of  the 
day. 

“15th.  Arriv’d  at  Simmons’s  a few  minutes 
after  4.  Underwent  an  Examination  of  an 


Fig.  4.  Joseph  Young,  M.D.,  from  a drawing  by 
Dr.  Anderson,  engraved  by  R.  Garraty.  For  five 
years  Dr.  Anderson  worked  with  Dr.  Young  as  his 
“apprentice.”  From  A Memorial  of  Alexander 
Anderson,  M.D.,  by  Benson  J.  Lossing.  1872. 
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Fig.  5.  Certificate  admitting  Alexander  Anderson  to  practice  medicine  in  New  York  City  and  County 
dated  April  29,  1795.  In  the  Library  of  the  New  York  Academy  of  Medicine. 


hour’s  length  by  Drs.  Bard,  Rogers  & Nicoll. 
After  this  I was  desired  to  withdraw. — 

1 1 1 6th.  Called  at  Simmons’s  & paid  the  expenses 
of  yesterday  afternoon — 20s. — from  that  I 
went  to  the  Judge’s  lodging,  but  he  was  out. 
I met  him  afterwards  in  the  street  & was  inform’d 
that  the  Physicians  had  given  a favorable  report 
& the  only  objection  to  giving  me  a License  was 
my  non-age;  the  matter  would  be  decided 
next  week. — 


Fig.  6.  The  wharf  at  Bellevue  Hospital.  Drawn 
by  Dr.  Anderson  and  engraved  by  C.  B.  Dolge. 
Bellevue  Hospital  was  founded  in  1736.  The  pa- 
tients were  brought  by  boat.  From  A Memorial  of 
Alexander  Anderson , M.D.,  by  Benson  J.  Lossing. 
1872. 


“28th.  I call’d  upon  Judge  Yates,  who  in- 
formed me  that  I might  make  out  my  Patent. 


Fig.  7.  Engraving  by  Dr.  Anderson  for  the  St. 
Nicholas  dinner  of  the  New  York  Historical  Society 
on  December  6,  1810.  From  the  New  York  His- 
torical Society  Quarterly  Bulletin,  January,  1941. 
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I went  to  Mr.  Hertell’s  & got  the  form  of  it — 
from  that  to  a Parchment  maker  & got  the 
skin — after  dinner  I finished  it  in  German  text. 

“29th.  I got  Judge  Yate’s  hand  & seal  to 
my  Certificate  & afterwards  left  it  with  the 
Attorney  General. — 

“30th.  Call’d  upon  Mr.  Lawrence,  who  prom- 
ised to  leave  my  License  at  my  abode.”5’7 

In  1796  he  took  the  degree  of  M.D.  at  Columbia 
College,  choosing  “Chronic  Mania”8  as  the 
subject  of  his  thesis.  These  ceremonies  he  also 
described  in  great  detail.5’7  In  January  of  the 
next  year  he  was  engaged;  in  February  he 
hired  a house;  and  on  April  15,  1797,  he  married 
Nancy  Van  Vleck.  On  the  wedding  ring  he 
engraved  “United  in  Heaven.”  He  then  be- 
came a publisher  and  bookseller  for  five  months, 
but  he  made  no  money  and  had  his  father 
auction  off  his  7,000  books. 

In  1795  when  the  yellow  fever  broke  out  in 
New  York,  Dr.  Anderson  became  house  surgeon 
at  Bellevue  Hospital,  at  a salary  of  $4.00  a day, 
from  August  24  to  November  11.  Of  238 
patients  admitted,  99  were  cured  and  137  died. 
The  staff  consisted  of  the  steward  and  his  wife, 
three  nurses,  and  two  workmen;  at  times  two 
other  physicians  assisted.  The  patients  were 
brought  to  the  hospital  by  sailboat.  Anderson 
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Fig.  8.  A portrait  of  Dr.  Anderson  at  the  age  of 
44,  drawn  by  Browere,  engraved  by  Thomas  Sug- 
den.  From  A Memorial  of  Alexander  Anderson, 
M.D.,  by  Benson  J.  Lossing.  1872. 

made  a water  color  sketch  of  the  wharf,  building, 
and  boat  (Fig.  6).  He  was  then  offered  a place 


Fig.  9.  Portrait  of  Dr.  Anderson,  engraved  by  himself  in  his  eighty-first  year,  after  a daguerreotype  by 
Plumbe.  From  Life  and  Works  of  Alexander  Anderson,  M.D. , by  Frederic  M.  Burr.  1893. 

Fig.  10.  Portrait  of  Alexander  Anderson,  M.D.,  1775-1870.  Engraved  for  Frank  Leslie’s  Illustrated  News 
by  A.  G.  Holcomb.  From  A Memorial  of  Alexander  Anderson,  M.D.,  by  Benson  J.  Lossing.  1872. 
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Fig.  11.  Dr.  Anderson’s  business  card,  issued  in  his  eighty-fourth  year,  engraved  by  himself.  From  A 
Memorial  of  Alexander  Anderson,  M.D.,  by  Benson  J.  Lossing.  1872. 

Fig.  12.  Engraving  by  Dr.  Anderson  after  his  ninetieth  year.  After  Thomas  Bewick.  From  A Memorial 
of  Alexander  Anderson , M.D.,  by  Benson  J.  Lossing.  1872. 


as  physician  to  the  New  York  Dispensary  at  a 
salary  of  $1,000,  but  he  declined  the  offer. 

In  1798  New  York  was  again  visited  by  yellow 
fever.  On  July  3 Anderson’s  three-months-old 
son  died . On  August  3 1 he  again  took  his  place  a t 
Bellevue  Hospital.  On  September  8 his  brother 
John  died,  on  September  12  his  father;  the  next 
day  his  wife.  He  left  Bellevue  after  only  ten 
days  and  was  appointed  physician  for  the  poor. 


On  September  21  he  lost  his  mother,  on  September 
24  his  mother-in-law,  and  on  October  12  his 
sister-in-law.  After  experiencing  the  deaths 
of  seven  relatives  in  fifteen  weeks,  he  decided 
to  abandon  medicine  for  engraving. 

A prominent  trait  in  his  character  was  con- 
scientiousness. He  could  do  nothing  which 
conscience  did  not  approve.  Because  the  prac- 
tice of  medicine  necessarily  involved  frequent 
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Fig.  13.  “Till  Death  Us  Do  Part.”  Copied  by  Anderson  from  a tailpiece  by  Thomas  Bewick  for  The 
Looking  Glass ; recut  by  Anderson  for  his  own  pleasure  after  he  had  leisure  in  his  old  age.  Engraving  by  Dr. 
Anderson  after  his  ninetieth  year.  After  Thomas  Bewick.  From  A Memorial  of  Alexander  Anderson, 
M.D.,  by  Benson  J.  Lossing.  1872. 

Fig.  14.  “Dangerous  Crossing.”  Anderson  seemed  to  enjoy  Thomas  Bewick’s  little  tailpieces  which 
w’ere  obviously  or  potentially  humorous.  This  is  from  a cut  in  Bewick’s  Quadrupeds  which  Anderson  copied 
in  his  old  age.  Engraving  by  Dr.  Anderson  after  his  ninetieth  year.  After  Thomas  Bewick.  From  A 
Memorial  of  Alexander  Anderson , M.D.,  by  Benson  J.  Lossing.  1872. 
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Fig.  15.  Portrait  of  Dr.  Anderson  at  the  age  of  ninety-two,  drawn  by  August  Will  and  engraved  by  Elias  J. 

Whitney.  From  Life  and  Works  of  Alexander  Anderson,  M.D.,  by  Frederic  M.  Burr.  1893. 

Fig.  16.  Illustration  for  Walter  Scott’s  Lay  of  the  Last  Minstrel,  Dr.  Anderson’s  last  finished  engraving. 
From  A Memorial  of  Alexander  Anderson,  M.D.,  by  Benson  J.  Lossing.  1872. 


uncertainty  and  experiment,  he  was  unwilling 
to  bear  the  responsibility  of  a professional 
healer  whose  prognoses  might  often  be  un- 
fulfilled.4 He  himself  had  a mild  attack  of 
yellow  fever.  In  the  spring  of  1799,  he  spent 
several  months  in  St.  Vincent  with  an  uncle  who 
was  King’s  Botanist  on  the  Island.  He  declined 
a lucrative  offer  there  and  returned  to  New 
York  to  take  up  his  engraving  again.  He  soon 
married  the  sister  of  his  lost  wife  and  had  a 
happy  home  life  with  her.  They  had  one  son 
and  five  daughters.  The  son,  John,  became  a 
physician  but  died  in  1836.  The  daughters 
all  married. 

As  we  have  said,  Anderson  did  much  engraving 
while  still  studying  medicine  and  continued  to 
do  more  later.  His  first  work  was  on  copper 
or  type-metal.  In  1793  he  seems  to  have  used 
wood  for  the  first  time.  Boxwood  was  the  only 
satisfactory  wood,  and  that  was  prone  to  crack. 
He  found  that  the  wood  of  the  pear-tree  was 
not  suited  for  fine  work.  In  1794  he  used  wood 
more  frequently,  especially  after  reading  a 
sketch  of  the  life  and  works  of  the  English 
engraver,  Thomas  Bewick  (1753-1828),  and 
seeing  his  illustrations  of  birds  and  quadrupeds. 
After  1812  he  used  only  wood.  He  copied 


Bewick’s  style  throughout  his  life  and  did 
innumerable  charming  small  engravings,  often 
full  of  pathos  or  humor.  His  larger  engravings, 
like  those  in  Shakespeare’s  works,  are  well 
spoken  of.  For  years  he  had  very  little  com- 
petition, but  as  the  demand  for  this  kind  of  illus- 
tration grew,  many  others  took  up  the  work. 
Anderson  had  four  special  pupils  who  worked 
under  him  for  some  time;  his  second  pupil, 
William  Morgan,  became  his  favorite  draughts- 
man. During  his  life  he  produced  nearly  ten 
thousand  separate  illustrations  which  had  ap- 
peared in  perhaps  six  hundred  different  books 
and  pamphlets.3  One  of  these  is  an  engraving 
for  the  St.  Nicholas  dinner  of  the  New  York 
Historical  Society  on  December  6,  18109  (Fig.  7). 
In  1864  Dr.  Anderson,  then  in  his  ninetieth  year, 
made  a similar  engraving  for  another  St.  Nicholas 
dinner.  He  was  a member  of  the  old  Academy 
of  Fine  Arts  and  a very  early  member  of  the 
Academy  of  Design. 

Anderson  was  shy,  reticent,  and  modest.  He 
was  short,  “compactly  built,  with  mild  and 
beautiful  dark  grey  eyes  and  a face  ever  beaming 
with  indices  of  kindly  feeling  and  serenity  of 
spirit.”  Fig.  8 is  a drawing  of  Anderson  at 
the  age  of  44 ; “and  for  many  years  that  venerable 
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head  was  surrounded  as  by  a halo,  with  white 
locks  and  beard.  His  voice  was  soft  and  low. 
He  was  genial  in  thought  and  conversation  and 
had  a quick  perception  of  genuine  humor. 
To  him  this  world  was  a delightful  place  to 
live  in  because  it  was  a reflex  of  his  own  sweet 
spirit.  He  was  extremely  regular  and  tem- 
perate in  all  his  habits.”  Thus  writes  Lossing,4 
who  knew  him.  Fig.  9 was  engraved  by  Dr. 
Anderson  in  his  eighty-first  year,  after  one  of  the 
very  early  daguerreotypes.2’5  He  objected  seri- 
ously to  the  whole  procedure.  Another  portrait 
(Fig.  10)  appears  as  the  frontispiece  of  Lossing’s 
book.4  Fig.  11  is  Anderson’s  business  card 
issued  when  he  was  eighty-four  years  old  in 
1859.  Several  engravings  were  done  after 
his  ninetieth  year.  Fig.  12  is  one  of  these. 
Fig.  13  has  been  called  “Till  Death  Us  Do  Part,” 
and  Fig.  14  “Dangerous  Crossing.”  Fig.  15  is 
a portrait  of  Dr.  Anderson  at  the  age  of  ninety- 
two,  appearing  as  the  frontispiece  of  the  biography 
by  Burr.5  Fig.  16  is  Anderson’s  last  finished 
engraving,  an  illustration  for  Walter  Scott’s 
Lay  of  the  Last  Minstrel. 

Dr.  Anderson  was  a good  miniature  painter 
and  in  his  early  life  was  frequently  employed 
in  that  capacity.  He  painted  on  ivory  the 
portraits  of  all  his  daughters  when  they  were 
young  women.5  He  played  the  violin  and  the 
clarinet.  He  taught  Washington  Irving  to 
play  the  latter.  Irving  said  of  him:  “He  was 
handsome,  artless,  and  full  of  good  humor,  and 
as  gentle  as  a woman.”4  In  1867  Mr.  Evert  A. 
Duyckinck  said  that  although  “there  was  a 
partial  loss  of  hearing,  his  mental  faculties 
were  still  vigorous,  his  memory  clear,  his  judg- 
ment sound.  He  conversed  freely  and  talked 
like  one  who  had  thought  much  in  retirement, 
who  had  concentrated  his  thoughts,  and  made 
himself  master  of  his  reading.  He  had  a copy 
of  the  Orations  of  Cicero  in  the  original.  It 
was  a well-battered  school  book,  which  he  said 
he  had  recently  been  engaged  in  reading  without 


the  aid  of  a translation,  with  occasional  resort 
to  a dictionary.  His  comments  showed  dis- 
crimination and  judgment  of  his  own.  I re- 
member his  remark  on  old  age  as  a thing  hard 
to  be  understood.”  The  next  year  he  was 
offered  honorary  membership  in  the  New  York 
Historical  Society.4  During  his  last  years 
he  engraved  many  pictures  for  his  own  amuse- 
ment, taking  that  method  of  preserving  any 
design  that  happened  to  strike  his  fancy.  He 
had  a little  workshop  built  in  the  yard,  and 
there  he  would  keep  himself  busily  employed. 
He  never  considered  his  old  blocks  worth  pre- 
serving and  frequently  cut  up  the  larger  ones 
to  kindle  the  fire.  He  would  never  consent  to 
receive  more  than  what  he  considered  a fair 
price  for  his  work,  even  when  a larger  sum  had 
been  agreed  upon.  Six  months  before  his 
death  he  drew  a picture  upon  a block  and  had 
partly  engraved  it,5  but  he  quietly  passed 
away  on  January  17,  1870,  before  the  engraving 
was  completed. 

21  Plymouth  Street 
Montclair,  New  Jersey 
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MERGER  OF  PHARMACEUTICAL  COMPANIES 

A merger  of  two  companies  in  the  field  of  ethical 
pharmaceuticals  (drugs  dispensed  largely  on  physi- 
cians’ prescriptions)  has  been  announced  by  James 
Hill,  Jr.,  president  of  Sterling  Drug  Inc.,  of  which 
both  are  affiliates. 

Under  the  merger,  Winthrop  Chemical  Company, 
Inc.,  has  absorbed  Alba  Pharmaceutical  Company, 
Inc.,  and  has  taken  over  Alba’s  assets,  property, 
trade-marks,  and  good  will. 

“Although  Alba  ceases  to  exist,”  Mr.  Hill  said, 

“its  research  and  manufacturing  facilities  in  Rens- 


selaer, New  York,  have  been  consolidated  with  those 
of  Winthrop.  Its  marketing  policies  remain  un- 
disturbed. Dr.  J.  Mark  Hiebert,  medical  director 
of  Alba,  becomes  assistant  to  Dr.  Theodore  G. 
Klumpp,  Winthrop  president,  devoting  himself 
largely  to  that  company’s  expanding  program  of 
medical  research.  Other  Alba  personnel  will  be 
absorbed  by  the  surviving  company.” 

As  a result  of  the  merger,  Fairchild  Brothers  and 
Foster,  a wholly  owned  subsidiary  of  Alba,  has  be- 
come a wholly  owned  subsidiary  of  Winthrop. 
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Case  Reports 


SYSTEMIC  TOXIC  EFFECTS  CAUSED  BY  TOPICAL  APPLICATION  OF 
SULFANILAMIDE  IN  THE  PERITONEAL  CAVITY 

Martin  J.  Loeb,  M.D.,  New  York  City 


A CUTE  hemolytic  anemia  resulting  from  sulfa- 
1 1 nilamide  was  first  described  by  Harvey  and 
Janeway.1  Since  then  many  others  have  from 
time  to  time  reported  cases  of  acute  hemolytic 
anemia  as  a toxic  manifestation  of  the  sulfa  drugs. 

Long,  Bliss,  and  Feinstone,2  in  their  analysis  of 
patients  treated  with  sulfa  drugs,  found  hemolytic 
anemia  occurring  in  2.9  per  cent  in  adults  and  8.9 
per  cent  in  children.  They  studied  307  adult  cases 
and  101  children. 

Fox  and  Ottenberg3  reported  4 cases  of  acute 
hemolytic  anemia  following  the  use  of  sulfonamide 
drugs,  of  which  2 cases  were  fatal.  Their  data  and 
scientific  analysis  are  an  excellent  presentation  of  the 
pathologic  processes  resulting  from  the  toxic  mani- 
festations of  the  drugs. 

There  are  no  reports  in  the  literature  of  toxic  ef- 
fects produced  by  sulfanilamide  applied  intra- 
peritoneally.  As  a matter  of  fact,  from  the  litera- 
ture one  has  the  impression  that  the  introduction  of 
sulfanilamide  in  the  peritoneal  cavity  is  a very  useful 
but  harmless  procedure.  It  is  for  this  reason  that 
this  case  is  reported. 

Thompson,  Brabson,  and  Walker,4  in  their  paper 
on  the  “Intra- Abdominal  Application  of  Sulfanil- 
amide in  Acute  Appendicitis,”  state:  “One  has 
noticed  no  definite  toxic  effects  from  the  use  of 
the  drug  administered  in  this  fashion  except  some 
cyanosis,  which,  though  not  a constant  feature,  is 
usually  evident.  The  nausea  and  vomiting,  if  pres- 
ent, have  not  been  sufficiently  distinguishable  from 
that  to  be  expected  in  a convalescent  from  an  ap- 
pendectomy. There  have  been  no  cases  of  leuko- 
penia or  agranulocytosis,  but  there  was  one  case  of 
jaundice  which  was  felt  to  be  secondary  to  the  strep- 
tococcus peritonitis,  as  it  disappeared  under  the 
continued  administration  of  sulfanilamide  by 
mouth.” 

Crile5  in  his  paper  on  the  “Local  Use  of  the 
Sulfonamide  Drugs,”  poses  four  questions  on  the 
use  of  the  drug.  We  are  interested  in  his  first 
question:  “What  dangers  attend  the  too  rapid 

absorption  and  consequent  overdosage  of  the  drug?” 
His  answer  is  that  there  is  little  or  no  danger  from 
the  drugs  when  they  are  implanted  in  wounds.  He 
further  states  that  when  the  sulfonamide  drug  is 
implanted  in  the  peritoneal  cavity,  absorption  may 
be  more  rapid  than  that  following  its  application  to 
wounds,  but  the  blood  levels  still  do  not  rise  so  fast 
or  to  levels  so  high  as  those  following  the  oral 
administration  of  equivalent  doses.  Crile  asserts 
that  it  is  probably  dangerous  to  implant  more  than 
15  Gm.  of  sulfanilamide  in  the  peritoneal  cavity  at 
any  one  time. 


From  the  Surgical  Service  of  Dr.  Loeb  at  the  Bronx 
Hospital. 
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Estrin6  reports  that  in  30  cases  of  peritonitis 
complicating  appendicitis  there  were  no  toxic  mani- 
festations from  the  application  of  the  drug  except 
some  mild  cyanosis  in  a few  instances. 

Mueller7  reported  a series  of  cases  in  which  he 
noticed  no  systemic  toxic  effects  from  the  topical 
use  of  the  drug.  The  absorption  of  the  drug  from 
the  peritoneal  cavity  depends  upon  the  amount  of 
the  drug  introduced.  Generally  speaking,  the  ab- 
sorption is  very  much  slower  than  it  is  when  the 
drug  is  given  by  mouth. 

A report  of  the  case  is  as  follows : 

Case  Report 

A.  A.,  19-year-old  boy,  was  admitted  to  the  hos- 
pital on  July  25,  1941.  The  patient  was  ill  for  one 
day  before  admission.  He  was  operated  on  under 
spinal  anesthesia  and  a retrocecal  gangrenous  ap- 
pendix surrounded  by  loops  of  ileum  was  found. 
There  was  also  free  pus.  The  appendix  was  re- 
moved and  8 Gm.  of  sulfanilamide  introduced. 
The  abdominal  cavity  was  drained. 

The  day  after  operation,  the  patient  had  a tem- 
perature of  101.4  F.  but  showed  no  untoward 
symptoms.  On  the  second  postoperative  day,  the 
patient  developed  an  icteric  tint  in  the  eyes  and  skin. 
Examination  of  the  abdomen  was  negative.  On  the 
third  postoperative  day,  the  patient  had  marked 
jaundice  with  bile  in  the  urine.  His  hemoglobin 
went  down  from  106  per  cent  preoperatively  and 
5,300,000  red  cells  to  70  per  cent  hemoglobin 
and  3,550,000  red  cells.  The  patient  continued  to 
get  worse.  He  became  yellow,  pale,  and  vomited 
occasionally.  He  looked  toxic. 

On  the  fourth  day  postoperatively,  his  hemoglobin 
went  down  to  32  per  cent  and  the  red  blood  cells  to 
1,600,000.  He  was  given  a transfusion  on  that  day. 
After  the  transfusion,  the  patient  began  to  rally 
and  to  improve  gradually.  His  jaundice  disap- 
peared, and  his  hemoglobin  and  red  blood  cells  coin- 
cidentally rose.  On  his  discharge,  about  eighteen 
days  postoperatively,  the  patient  had  a hemoglobin 
of  82  per  cent  and  4,500,000  red  cells.  It  is  worth 
noticing  that  on  the  day  when  his  red  blood  count 
was  the  lowest — 1,600,000 — his  white  count  rose 
to  28,000  and  the  young  forms  to  11  per  cent.  With 
a rise  of  hemoglobin  and  red  blood  cells,  the  young 
forms  diminished.  The  effect  of  the  drug  is  there- 
fore a destruction  of  red  cells  and  not  of  the  hemato- 
poietic system.  His  icteric  index  taken  on  the  fourth 
day  postoperatively  was  62.4.  The  Van  den  Bergh 
direct  was  immediate;  the  indirect,  5 to  8 units. 
The  excretion  of  hippuric  acid  calculated  on  the 
basis  of  benzoic  acid  was  2.31  Gm.,  slightly  below 
normal  (the  normal  being  3 Gm.  of  hippuric  acid 
excreted  several  hours  after  the  intake  of  6 Gm.  of 
sodium  benzoate).  Apparently  there  was  no  liver 
damage.  At  any  rate,  whatever  fiver  damage  did 
exist  was  undoubtedly  secondary  to  the  anemia 
caused  by  the  drug. 
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TABLE  1.  — Blood  Examinations  (A.  A.  Hosp.  124598) 


Date 

July  25 

July  27 

July  28 

July  30 

July  31 

Aug.  1 

Aug.  4 

Aug.  11 

Hemoglobin 

106% 

90% 

70% 

32% 

44% 

48% 

57% 

82% 

Erythrocytes 

5.3M 

4.3M 

3.55M 

1.61M 

2.24M 

2.6M 

2.82M 

4.4M 

Leukocytes 

13,500 

15,800 

17,400 

28,100 

18,500 

13,400 

11,000 

9,400 

Neutrophils 

87% 

78% 

78% 

58% 

57% 

65% 

58% 

76% 

Eosinophils 

1% 

* 2% 

'2% 

1% 

2% 

Basophils 

* 4 % 

1% 

Band  Forms 

5% 

7% 

4% 

Lymphocytes 

' 9% 

14% 

14% 

15% 

12% 

12% 

‘ 2% 

22% 

Monocytes 

4% 

3% 

8% 

10% 

13% 

10% 

31% 

Young  Forms 

11% 

5% 

6% 

7% 

Summary 

The  topical  application  of  sulfonamide  is  not  al- 
ways free  from  complications.  The  toxic  manifesta- 
tions in  this  case  began  on  the  second  postoperative 
day  and  reached  their  peak  on  the  fourth  postopera- 
tive day,  after  which  the  symptoms  began  to  abate 
and  the  patient  improved. 

It  is  possible  that  the  transfusion  hastened  the 
process  of  recovery. 
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ISOLATED  FRACTURE  OF  THE  FIRST  RIB 
Report  of  Three  Cases,  Including  One  with  Pseudarthrosis  Formation 

Abraham  G.  Cohen,  M.D.,  New  York  City 


TN  THE  course  of  routine  roentgenographic 
•L  examinations  of  the  chests  of  selectees  for  mili- 
tary service,  conducted  primarily  for  the  detection 
of  tuberculous  lesions,  other  abnormalities  are 
occasionally  disclosed.  In  a period  of  two  weeks, 
during  which  time  approximately  three  thousand 
examinations  were  made,  3 cases  of  isolated  fracture 
of  the  first  rib  were  detected.  In  each  instance  the 
individual  affected  was  unaware  of  any  symptoms 
referable  to  this  condition. 

Case  Report 

Case  1. — J.  B.,  aged  22,  was  noted  to  have  a 
fracture  of  the  right  first  rib  with  moderately 
extensive  callus  formation  (Fig.  1).  Upon  ques- 
tioning, he  recalled  having  been  struck  by  a crane 
in  the  right  upper  chest  about  three  months  pre- 
viously. He  had  experienced  some  local  pain  for 
several  days  and  on  the  night  after  the  accident 
had  expectorated  a small  amount  of  blood.  He  had 
not  sought  medical  attention.  At  the  time  of  the 
examination,  there  were  no  symptoms  or  abnormal 
physical  signs. 

Case  2. — A.  M.,  aged  25,  was  found  to  have  a 
fracture  of  the  left  first  rib  with  considerable  over- 
riding of  the  fragments;  there  was  no  evidence  of 
callus  formation  (Fig.  2).  On  questioning,  the 
only  possible  causativa  factor  revealed  was  the  fact 
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that  his  occupation  consisted  in  carrying  heavy 
cases  of  bottled  beverages,  usually  on  the  left 
shoulder.  He  had  never  noticed  pain  in  this 
region. 

Case  3. — R.  W.,  aged  23,  was  found  to  have  a 
linear  break  in  the  continuity  of  the  right  first  rib; 
the  edges  were  exceptionally  smooth.  There  was 
no  evidence  of  callus  formation  (Fig.  3).  He  gave 
no  history  of  direct  or  indirect  trauma  nor  did  he 
recall  any  previous  pain.  It  was  the  impression  of 
several  roentgenologists  who  examined  the  film  that 
the  picture  was  that  of  an  old  fracture  with  resultant 
pseudarthrosis. 

Discussion 

Because  of  its  relatively  protected  position,  as 
well  as  its  smallness  in  size,  the  first  rib  is  fractured 
much  less  frequently  than  most  of  the  others.1 
Hinton  and  Steiner2  analyzed  a large  series  of  rib 
fractures  and  found  the  first  rib  to  have  been  affected 
14  times  out  of  393  on  the  right  and  8 out  of  414 
on  the  left.  Breslin,3  reviewing  the  literature 
through  1933,  noted  27  cases  of  isolated  fracture  of 
the  first  rib  and  added  5 of  his  own.  Since  then 
about  26  additional  cases  have  been  reported4-17 
although  the  literature  in  some  languages  has  not 
been  reviewed.  In  4 cases  both  first  ribs  were 
fractured.4-9-13-17 

It  is  generally  agreed  that  this  uncommon  -fracture 
is  not  ordinarily  caused  by  direct  trauma.  Lane 
is  quoted3  13  as  having  mentioned  3 possible  mecha- 
nisms: (1)  indirect  violence,  (2)  direct  force  from 
behind,  and  (3)  force  through  the  manubrium  sterni. 
Sudden  tension  on  the  rib  by  pull  of  the  neck 
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Fig.  1. 


Case  1.  Fracture  of  right  first  rib  with 
callus  formation. 


muscles,  particularly  the  scalenus  anticus,  fre- 
quently is  mentioned  as  a cause.3-7*14  In  the  cases 
reported  here,  the  fracture  in  one  seemed  to  have 
been  the  result  of  a direct  blow  to  the  upper  anterior 
chest.  In  another,  a possible  causative  factor  was 
the  muscle  strain  incidental  to  the  patient’s  having 
carried  heavy  weights  on  his  shoulder.  In  the  third, 
no  cause  is  apparent. 

Although  in  most  instances  pain  is  noted,  this 
symptom  is  frequently  absent  or  is  disregarded  by 
the  patient,  as  is  so  strikingly  illustrated  by  the  3 
cases  reported.  The  lesion  rarely  presents  abnor- 
mal physical  signs  and  ordinarily  is  detected  only 
on  roentgenographic  examination,  usually  made 
either  routinely  or  with  other  abnormalities  in 
mind.  Even  then,  it  may  be  missed  unless  special 
views  are  taken,  since  the  first  rib  often  is  obscured 
at  least  partly  by  overlying  soft  or  bony  structures. 

In  addition  to  the  complications  common  to 
fractures  of  any  rib,  such  as  pneumothorax,  fracture 
of  the  first  rib,  because  of  its  location,  may  result  in 
other  disturbing  sequelae.  Oldfield9  described  a 
case  resulting  in  fatal  puncture  of  the  subclavian 
artery.  The  formation  of  callus  in  an  already 
crowded  space  may  lead  to  encroachment  upon 
nerve  trunks.  Thus,  Outland  and  Hanlon13  re- 
ported a case  in  which  evidence  of  brachial  plexus 
damage  appeared  a few  months  after  the  injury 
and  Breslin3  noted  the  appearance  of  a Horner’s 
syndrome  after  seven  weeks.  In  none  of  the  3 
cases  reported  herein  was  there  evidence  of  injury 
to  a nerve  trunk.  None  of  the  films  showed  a 
pneumothorax,  and  the  costophrenic  sinuses  in  all 
cases  were  sharp  and  clear. 

Yon  Sassen12  described  a case  in  which  the 
history  suggested  that  the  first  rib  had  been  in- 
jured three  years  previously  as  a result  of  spear- 
throwing. The  roentgenogram  showed  a line  of 
cleavage  through  the  rib;  the  edges  of  the  frag- 
ments were  smooth  and  the  appearance  was  that  of 
a typical  pseudarthrosis.  This  is  of  interest  in 
view  of  Case  3.  The  Index  Medicus  lists  another 
case17  the  text  of  which  could  not  be  obtained. 


Fig.  2.  Case  2.  Fracture  of  left  first  rib  with 
overriding  of  fragments. 


Fig.  3.  Case  3.  Pseudarthrosis  formation  in  right 
first  rib  probably  due  to  previous  fracture. 


Summary 

1.  In  the  course  of  routine  roentgenographic 
chest  examinations,  3 cases  of  isolated  fractures  of 
the  first  rib  were  noted. 

2.  In  one  of  the  cases,  the  roentgen  picture  was 
that  of  pseudarthrosis. 

3.  In  no  case  was  the  patient  aware  of  symptoms 
referable  to  this  condition. 

4.  Fractures  of  the  first  rib  are  uncommon; 
they  are  rarely  caused  by  direct  trauma. 

5.  Injury  to  the  underlying  nerve  trunks  or 
large  blood  vessels  is  an  occasional  complication. 
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TWO  CASES  OF  TYPHOID  FEVER  TREATED  WITH  SULFAGUANIDINE 

D.  D.  Althouse,  M.D.,  and  Mary  Kirkwood,  M.D.,  Auburn,  New  York 


'T’HE  following  twro  cases  of  typhoid  fever  were  ad- 
'*■  mitted  to  the  Auburn  City  Hospital  Medical 
Service,  September  5,  1941,  from  one  of  the  small 
country  villages. 

Case  1. — G.  B.,  aged  11  years,  became  ill  August 
21,  writh  fever  and  diarrhea,  followed  eight  days 
later  by  a rash.  Two  days  before  admission  Bacil- 
lus typhosus  was  cultured  from  the  stools,  and  the 
Widal  test  was  positive  for  B.  typhosus  infection. 

On  admission  the  boy  was  acutely  ill,  with  flushed 
face,  temperature  103  F.  (R),  pulse  80.  The  ab- 
domen wras  moderately  distended,  and  there  w^as 
generalized  tenderness  to  palpation.  A papular 
rash  appeared  on  the  abdomen  and  thighs. 

On  September  6,  the  stools  were  positive  for  B. 
typhosus  culture.  The  patient's  condition  contin- 
ued to  be  unchanged,  except  for  an  increase  in  tem- 
perature and  more  abdominal  distention. 

On  September  11,  the  patient  was  given  sulfa- 
guanidine  0.5  Gm.  every  four  hours,  day  and 
night.  The  dose  was  reduced  to  every  six  hours  on 
September  12  because  of  a fall  in  the  leukocyte 
count,  and  on  September  14  it  was  stopped  entirely. 

Clinically  the  case  improved  after  the  adminis- 
tration of  the  drug,  as  evidenced  by  the  dowrnwrard 
trend  of  the  temperature  curve  and  less  abdominal 
distention  and  tenderness. 

The  stools,  which  were  positive  daily,  became 
negative  for  B.  typhosus  on  September  18,  and  writh 
the  exception  of  one  day,  September  20,  remained 
negative  until  October  1.  The  sulfaguanidine  w as 
again  given  in  doses  of  0.5  Gm.  every  four  hours  and 
reduced  to  every  six  hours  on  October  3 and  to 
every  eight  hours  on  October  4,  being  stopped  com- 
pletely on  October  5.  Eight  stool  examinations,  re- 
peated every  second  day,  were  reported  negative, 
following  the  administration  of  the  sulfaguanidine. 

On  October  9 the  patient  had  sufficiently  recov- 
ered to  be  up  in  a chair  and  also  to  be  placed  on  a 
regular  diet. 

Case  2. — The  history  of  the  second  case  of  ty- 


phoid treated  with  sulfaguanidine  is  as  follows: 

H.  B.,  aged  13  vears,  became  ill  August  22,  1941, 
with  diarrhea  and  fever,  which  continued  until  his 
admission  to  the  hospital  on  September  5. 

On  admission  the  patient  wras  seriously  ill,  with  a 
temperature  of  105  F.  (R),  pulse  100,  abdomen 
moderately  distended  with  generalized  tenderness, 
and  papular  erythematous  rash  over  the  thighs  and 
abdomen. 

On  September  6,  his  stools  gave  a positive  culture 
for  B.  typhosus  and  a negative  one  for  the  para  or- 
ganisms. A positive  Widal  test  for  B.  typhosus 
wras  taken. 

The  patient  daily  became  more  ill,  with  chills  and  a 
septic  type  of  temperature.  On  September  11,  it 
wTas  decided  to  give  him  sulfaguanidine,  0.5  Gm. 
every  four  hours  day  and  night.  After  twrenty-four 
hours,  this  was  reduced  to  every  six  hours,  and  in 
forty-eight  hours  administration  of  the  drug  w’as 
stopped  because  of  a decrease  in  his  urinary  output  . 
At  this  time  the  patient  was  clinically  improved, 
with  less  abdominal  distention  and  tenderness  and 
a dowmward  temperature  curve.  Daily  cultures  of 
the  stools  and  urine  wrere  positive  until  September 
15.  The  stools  became  negative  on  this  date,  re- 
peated cultures  of  both  the  stools  and  urine  remain- 
ing negative. 

The  patient  improved  daily  and  w^as  allowed  out 
of  bed  on  October  9.  He  was  discharged  on  Oc- 
tober 20. 

It  is  interesting  to  note  that  in  this  case  the 
sulfaguanidine  apparently  had  no  effect  per  se  on 
the  temperature.  It  was  only  after  the  stools  be- 
came negative  that  the  temperature  curve  turned 
downward  and  fell  gradually  to  normal  by  lysis. 

We  feel  from  these  twro  cases  that  sulfaguanidine 
has  a definite  value  in  the  treatment  of  typhoid 
fever,  for  it  evidently  shortened  the  duration  of 
these  cases,  the  course  of  the  disease  apparently 
being  reduced  by  the  sterilization  of  the  intestines. 


STUTTERING  AGGRAVATED  BY  SERVICE  IN  THE  ARMY 


According  to  Dr.  James  Sonnett  Greene,  medical 
director  for  the  National  Hospital  for  Speech  Dis- 
orders in  New’  York  City,  the  number  of  breakdowns 
of  service  men  wKo  stutter  is  increasing.  This  is 
due,  Dr.  Greene  says,  to  the  fact  that  the  Army 
continues  to  put  stutterers  in  active  service  instead 
of  non-combatant  duty. 

In  1942  the  hospital  treated  the  largest  number  of 
patients  in  its  history,  a total  of  3,515.  Of  these  the 


majority  were  stutterers,  and  a growing  number  of 
the  patients  are  soldiers. 

Dr.  Greene  pointed  out  that  cases  of  stuttering  are 
chiefly  due  to  nervous  and  mental  disorders,  which 
render  the  sufferer  as  unfit  for  service  as  men  wdth 
more  obvious  physical  defects.  Not  only  is  the 
stutterer  subject  to  permanent  impairment  if  kept 
on  in  the  Army,  but  also  he  is  not  in  a position  to  be 
of  service  from  a military  standpoint. 


Postgraduate  Medical  Education 


Programs  arranged  by  the  Council  Committee  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  A ew  Y ork  are  published  in  this  section  of  the  Journal  The 
members  of  the  committee  are  Oliver  W.  H.  Mitchell , M.D.,  chairman  028  Greenwood  Place 
Syracuse);  George  Baehr,  M.D.;  and  Charles  D.  Post , M.D. 


Nervous  Conditions  Associated  with  Warfare 


A POSTGRADUATE  lecture  arranged  for  the 
^A-Tompkins  County  Medical  Society,  to  be  held 
Tuesday  evening,  March  16,  at  8:30  p.m.,  at  Tomp- 
kins County  Memorial  Hospital  in  Ithaca. 

“Nervous  Conditions  Associated  with  Warfare” 
is  the  title  of  the  lecture,  to  be  given  by  Foster 


Kennedy,  M.D.,  professor  of  clinical  medicine 
(neurology),  Cornell  University  Medical  College, 
New  York  City.  It  is  a cooperative  endeavor  be- 
tween the  New  York  State  Department  of  Health 
and  the  Medical  Society  of  the  State  of  New 
York. 


Treatment  of  Common  Diseases 


UNDER  the  direction  of  Dr.  Clayton  W.  Greene 
of  the  University  of  Buffalo  School  of  Medicine, 
a series  of  two  lectures  was  presented  in  February 
to  the  Madison  County  Medical  Society  on  the 
“Treatment  of  Common  Disease.”  The  lectures 
took  place  at  8:30  p.m.  in  the  Hotel  Oneida  in 
Oneida,  New  York.  Subjects  and  speakers  were 
as  follows: 


Medical  Aspects  of 

A POSTGRADUATE  course  in  the  “Medical 
TA  Aspects  of  Chemical  Warfare”  was  held  on 
February  16  for  the  Tompkins  Comity  Medical 
Society  in  the  Tompkins  County  Memorial  Hospital 
in  Ithaca. 

The  course  was  arranged  by  the  Council 
Committee  on  Public  Health  and  Education  in 


February  11 — “The  Management  of  Arthritis, 
Acute  and  Chronic” 

L.  Maxwell  Lockie,  M.D.,  professor  of  therapeu- 
tics, University  of  Buffalo  School  of  Medicine. 
February  23 — “Renal  Lesions  Simulating  Other 
Maladies” 

Clayton  W.  Greene,  M.D.,  professor  of  medi- 
cine, University  of  Buffalo  School  of  Medicine 


Chemical  Warfare 

cooperation  with  the  Health  Preparedness  Com- 
mission of  the  State  War  Council.  Speakers  in- 
cluded: Neal  E.  Artz,  Ph.D.,  associate  professor  of 
physiological  chemistry,  Syracuse  University  College 
of  Medicine;  and  John  J.  Bourke,  M.D.,  state 
medical  officer,  New  York  State  Health  Prepared- 
ness Commission. 


DIMOUT  LOWERS  DRIVERS’  VISION,  DEVICE  DISCLOSES 


Driver  vision  is  reduced  40  to  60  per  cent  by  the 
dimout,  the  New  York  University  Center  for  Safety 
Education,  at  8 Fifth  Avenue,  reported  following 
examination  of  1,000  drivers  with  the  dimometer, 
a laboratory  machine  that  simulates  a dimmed-out 
street. 

The  dimometer,  designed  bjr  Dr.  Charles  C. 
Hawkins,  research  assistant  at  the  center,  is  a scale 
reproduction  of  a typical  cross-town  block.  Housed 
in  a box  three  feet  long  by  eighteen  inches  wide,  it 
contains  a street,  sidewalks,  an  intersection,  an 
alley,  five  cars,  five  pedestrians,  and  three  street 
lamps.  The  scale  is  one  inch  to  six  feet. 

Lighting  in  the  dimometer  is  controlled  by  a 
rheostat  and  was  determined  by  the  candlepower 
average  of  typical  streets. 

The  subject  looks  through  a reducing  lens  at  the 
street  scenes  and  is  graded  according  to  the  number 
of  true-to-scale  pedestrians  he  sees  cross  the  block 
on  which  he  is  theoretically  driving.  The  subject 
scores  only  if  he  sees  the  pedestrian  before  he  crosses 
the  street.  Less  than  10  per  cent  of  the  thousand 
persons  tested,  all  New  York  City  civil  service 
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employees,  succeeding  in  making  perfect  scores. 

Dr.  Herbert  J.  Stack,  director  of  the  center,  said 
the  driver’s  peripheral  vision — the  ability  to  dis- 
tinguish objects  at  angles  from  the  eyes — is  prac- 
ticalty  zero  in  the  dimout.  For  this  reason,  he  said, 
pedestrians  should  be  particularly  cautious  before 
stepping  from  the  curb  into  the  line  of  traffic. 

Even  the  most  alert  driver  would  be  no  more  than 
80  per  cent  efficient  in  dimout  conditions,  Dr.  Stack 
said,  emphasizing  the  necessity  for  lowered  speeds. 

The  Center  for  Safety  Education  estimates  that 
the  rate  of  traffic  deaths  is  20  per  cent  higher  on 
the  basis  of  total  vehicle-miles  driven. 

“There  is  a danger  zone  approximately  forty  feet 
in  front  of  any  vehicle  proceeding  at  twenty  miles 
an  hour,”  Dr.  Hawkins  said.  The  “danger  zone”  is 
determined  by  the  reaction  distance  for  t he  driver 
to  see  the  pedestrian  and  set  his  brakes — twenty 
feet — and  the  distance  needed  to  stop  the  vehicle 
another  twenty  feet — he  explained.  At  thirty 
miles  an  hour,  probably  more  nearly  the  average 
speed  of  New  York  taxicabs,  the  danger  zone  is 
eighty  feet. 


Medical  News 


War  Sessions  by  College  of  Surgeons 


NEW  developments  in  military  and  civilian 
medical  and  hospital  service  will  be  brought 
to  members  of  the  medical  profession  at  large  and 
to  hospital  representatives  through  a series  of 
twenty  War  Sessions,  beginning  March  1,  to  be 
held  throughout  the  United  States  under  the 
sponsorship  of  the  American  College  of  Surgeons, 
with  the  cooperation  of  other  medical  organizations 
and  of  the  Federal  medical  services. 

Each  War  Session  will  consist  of  an  all-day  pro- 
gram, lasting  from  9:00  a.m.  to  10:00  p.m.,  including 
luncheon  and  dinner  conferences.  There  will  be 
eight  meetings  in  each  session,  four  of  which  will  be 
open  to  the  entire  assembly,  with  the  remainder 
divided  into  two  meetings  each  for  physicians  and 
for  hospital  representatives.  Subjects  will  be  similar 
in  the  different  localities,  but  some  of  the  speakers 
will  be  different  in  the  different  states  and  service 
commands.  Nationally  known  representatives  of 
the  United  States  Army,  the  United  States  Navy, 
the  United  States  Office  of  Civilian  Defense,  the 
United  States  Procurement  and  Assignment  Service, 
and  the  United  States  Public  Health  Service  will 
address  the  meetings  and  will  lead  discussions,  in 
addition  to  participation  by  prominent  leaders  in 
civilian  medical  practice  and  hospital  service. 

Topics  to  be  discussed  relating  to  military  medi- 
cine will  include  care  of  the  ill  and  injured  in  combat 
zones  and  after  their  evacuation.  The  newer  types 
of  injuries  encountered  in  this  war,  such  as  crush 
and  blast  injuries,  will  be  especially  considered, 


together  with  prevention  and  treatment  of  infec- 
tions, and  treatment  of  burns,  shock,  and  injuries 
of  specific  parts  of  the  body.  Anesthesia,  plastic 
surgery,  and  the  psychoneuroses  of  war  will  be  some 
of  the  other  topics.  Problems  of  civilian  medical 
care  in  wartime  which  will  be  discussed  will  include 
the  responsibilities  of  individual  doctors  and 
hospitals;  personnel  problems  of  hospitals;  organi- 
zation of  emergency  medical  services;  maintaining 
adequate  supplies,  furnishings,  and  equipment : 
maintenance  of  high  standards  of  medical  and 
nursing  education  and  of  hospital  service  in  general : 
hospital  public  relations;  and  administrative 
adjustments  in  professional  staffs  of  hospitals.  The 
opening  meeting  of  each  session  will  be  devoted  to 
discussion  of  “Medical  and  Surgical  Aspects  of 
Chemical  Warfare,”  led  by  a representative  of  the 
United  States  Office  of  Civilian  Defense,  and  the 
closing  meeting,  a panel  discussion  on  problems  in 
wartime  civilian  medical  practice,  will  be  led  by 
representatives  of  the  United  States  Public  Health 
Service,  the  American  College  of  Physicians,  the 
American  Medical  Association,  medical  services  in 
industry,  and  the  American  College  of  Surgeons. 
Some  of  the  topics  for  consideration  at  this  meeting 
will  be  endemic  and  epidemic  diseases,  including 
tropical  diseases;  medical  services  in  industry: 
medical  and  surgical  practice;  and  supplementary 
postgraduate  education  for  medical  officers  and 
civilian  doctors. 

The  schedule  for  the  War  Sessions  is  as  follows: 


Date 

City 

States  and  Provinces 

Headquarters 

March  1 

St.  Paul 

Minnesota,  North  Dakota,  South  Dakota 

Lowry  Hotel 

March  8 

Milwaukee 

Wisconsin,  Illinois 

Schroeder  Hotel 

March  6 

Indianapolis 

Indiana,  Kentucky,  Ohio 

Claypool  Hotel 

March  8 

Detroit 

Michigan 

Statler  Hotel 

March  10 

Pittsburgh 

Pennsylvania,  West  Virginia 

The  William  Penn 

March  12 

Buffalo 

New  York,  Ontario 

Statler  Hotel 

March  16 

Boston 

Massachusetts,  Connecticut,  Maine,  New  Hampshire, 
Rhode  Island,  Vermont 

Statler  Hotel 

March  17 

Brooklyn 

New  York  City,  Delaware,  New  Jersey 

St.  George  Hotel 

March  19 

Richmond 

Virginia,  District  of  Columbia,  Maryland 

John  Marshall  Hotel 

March  22 

Charlotte 

North  Carolina,  South  Carolina 

Charlotte  Hotel 

March  24 

Birmingham 

Alabama,  Florida,  Georgia 

Tutwiler  Hotel 

March  26 

Memphis 

Tennessee,  Arkansas,  Mississippi 

Peabody  Hotel 

March  29 

Houston 

Texas,  Louisiana 

Rice  Hotel 

April  1 

Kansas  City 

Kansas,  Missouri,  Oklahoma 

President  Hotel 

April  8 

Omaha 

Nebraska,  Iowa 

Fontenelle  Hotel 

April  6 

Denver 

Colorado,  New  Mexico,  Wyoming 

Cosmopolitan  Hotel 

April  9 

Salt  Lake  City 

Utah,  Idaho 

Utah  Hotel 

April  18 

Los  Angeles 

Southern  California,  Arizona 

Biltmore  Hotel 

April  16 

San  Francisco 

Northern  California,  Nevada 

Fairmont  Hotel 

April  20 

Seattle 

Washington,  Montana,  Oregon,  British  Columbia 

Olympic  Hotel 

Dr.  Irvin  Abell,  chairman  of  the  Board  of 
Regents  of  the  College,  in  announcing  the  War 
Sessions,  said  that  although  participating  states  and 
provinces  for  each  meeting  have  been  designated 
to  facilitate  arrangements,  there  will  be  no  geo- 
graphic restriction  on  attendance,  and  those  who 
plan  to  attend  may  select  the  place  and  time  which 
are  most  convenient. 


The  American  College  of  Surgeons  canceled  its 
1942  national  meeting  and  is  holding  in  abeyance 
plans  for  a Clinical  Congress  in  1943,  in  the  mean- 
time offering  the  regional  meeting  plan  provided  by 
the  War  Sessions  to  save  the  time  of  the  doctors 
and  other  personnel,  and  to  minimize  transportation 
difficulties,  without  unduly  sacrificing  during  war- 
time the  benefits  of  medical  assemblies. 


County  News 


Bronx  County 

The  next  meeting  of  the  North  Bronx  Medical 
Soeiety  will  be  held  at  Elsmere  Hall,  284  East  170th 
Street  (JErome  6-8570),  March  4,  1943,  at  8:30 
p.m.  The  following  program  has  been  announced: 


“Hematometra  in  a Woman  of  60  Following  Stil- 
bestrol  Treatment,”  by  Dr.  Jacob  Juskowitz,  with 
discussion  by  Dr.  Henry  Krauskopf;  “Nephritic 
Hypertension  in  a Boy  of  14,”  by  Dr.  Tobias 
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Ginsburg,  with  discussion  by  Dr.  Samuel  Gitlow; 
“Pernicious  Anemia  with  Cord  Symptoms,”  by 
Dr.  Max  Weiss  and  Dr.  Nathan  Rosenthal;  “Menin- 
gitis of  Otitic  Origin:  Mastoidectomy — Recovery,” 
by  Dr.  William  M.  Bronson,  with  discussion  by 
Dr.  Hyman  D.  Silver;  “Colectomy,”  by  Dr.  Louis 
Sheinman  and  Dr.  Benjamin  Sherwin. 


The  Bronx  Otolaryngological  Society,  Inc.,  will 
meet  as  the  guests  of  the  Otolaryngological  Section, 
Brooklyn  Academy  of  Medicine  and  Medical 
Society  County  of  Kings,  at  Kings  County  Medical 
Building  on  March  10  at  9:00  p.m.,  to  hear  the 
following  program:  “Recent  Concepts  of  Rhino- 
plasty in  Nasal  Cartilage  Deformities,”  by  Dr. 
Abraham  P.  Matusow,  of  the  Bronx,  with  discussion 
by  Dr.  Samuel  Fomon  (by  invitation)  ; “Petrositis,” 
by  Dr.  Philip  Sacks,  of  the  Bronx,  with  discussion 
by  Dr.  Robert  L.  Moorhead,  of  Brooklyn. 

Broome  County 

A new  method  of  treating  burns,  developed 
especially  for  use  on  the  battlefield,  was  explained 
by  Dr.  Kenneth  L.  Pickrell,  instructor  in  surgery 
at  the  Johns  Hopkins  Hospital,  Baltimore,  to  mem- 
bers of  the  Broome  County  Medical  Society  at 
their  meeting  in  the  Binghamton  City  Hospital  on 
February  9. 

Called  the  “film  treatment,”  the  method  employs 
“pre-formed  sulfadiazine  films  or  bandages”  which 
can  be  applied  to  burns  or  injured  surfaces,  Dr. 
Pickrell  said. 

“Content  of  the  newest  of  sulfa  drugs  is  so  high,” 
he  said,  “that  it  is  impossible  for  bacteria  or  germs 
to  develop  or  spread.”  It  is  now  being  used  in  all 
the  larger  medical  centers,  he  stated.* 

Dutchess  County 

Dutchess  County  Medical  society  met  at  the 
Hudson  River  State  Hospital  on  February  10  at 
8:30  p.m.  Dr.  Emil  A.  Stoller,  the  new  president, 
was  in  charge.  The  scientific  program  included  a 
paper  on  “Surgical  Treatment  of  Coronary  Disease,” 
by  Dr.  Samuel  A.  Thompson,  of  New  York  City, 
and  Dr.  Milton  J.  Rasbeck.  * 


The  following  is  a list  of  the  committees  for  the 
county  society  for  the  ensuing  year: 

Public  Health,  Public  Relations,  and  Publicity — 
Dr.  Scott  Lord  Smith,  Dr.  E.  F.  Powell,  Dr.  Gilbert 
MacKenzie. 

Legislative — Dr.  Earle  W.  Voorhees,  Dr.  C.  O. 
Davison,  Dr.  H.  P.  Carpenter. 

Library — Dr.  A.  L.  Peckham,  Dr.  Phebe  Brown, 
Dr.  W.  P.  Locke. 

Economics — Dr.  Donald  Malven,  Dr.  A.  W. 
Thomson,  Dr.  Max  M.  Simon,  Dr.  Frank  Gagan, 
Dr.  Howard  Townsend. 

Cancer — Dr.  Helen  Palliser,  Dr.  Jane  Baldwin, 
Dr.  George  Lane,  Dr.  John  McGrath. 

Program — Dr.  W.  H.  Meyer,  Dr.  J.  M.  Jacobus, 
Dr.  Clifford  A.  Crispell,  Dr.  John  Kerrigan,  Dr. 
Leo  Murphy. 

T.  E.  R.  A.  (City)— Dr.  John  I.  Cotter,  Dr. 
Joseph  Cummings,  Dr.  F.  Harold  Crispell,  Dr. 
James  J.  Toomey,  Dr.  F.  M.  Hedgecock. 

T.  E.  R.  A.  (County) — Dr.  S.  E.  Appel,  Dr. 
Walter  Wicks,  Dr.  George  Jennings,  Dr.  E.  Gordon 
MacKenzie,  Dr.  G.  S.  Tabor. 

* Asterisk  indicates  that  item  is  from  local  newspaper. 


Medical  Expense  Fund,  Inc.,  of  New  York,  is 
ready  to  serve  groups  in  Dutchess  County,  having 
become  well  established  in  the  Hudson  Valley  area 
which  it  embraces,  according  to  Dr.  Chester  O. 
Davison,  of  Poughkeepsie,  local  trustee  of  the 
corporation. 

Dr.  Davison  pointed  out  that  the  Medical  Ex- 
pense Fund,  Inc.,  has  now  been  established  for  three 
years.  It  has  been  endorsed  by  the  Dutchess 
County  Medical  Society  and  by  the  Medical  Society 
of  the  State  of  New  York.* 


Dr.  W.  G.  Thompson  has  established  an  office  for 
the  general  practice  of  medicine  and  surgery  in  the 
former  office  of  Dr.  H.  S.  Bulkeley  in  Rhinebeck. 

Dr.  Thompson  is  a graduate  of  Duke  University 
School  of  Medicine.  He  served  an  internship  at 
White  Plains  Hospital  and  recently  completed  a 
general  residency  at  that  institution. 

Essex  County 

At  a special  meeting  of  the  Essex  County  Public 
Health  Committee  held  on  February  3 a venereal 
disease  control  plan  for  the  county  was  considered. 
Attending  the  session  were  Dr.  James  H.  Lade, 
director  of  the  Division  of  Syphilis  Control  of  the 
New  York  State  Department  of  Health;  Dr.  S.  A. 
Volpert  of  Lake  Placid,  president  of  the  Essex 
County  Medical  Society;  and  Dr.  Glidden,  secre- 
tary of  the  society.* 


Of  the  seven  physicians  that  Essex  County  de- 
clared available  by  the  Office  of  Procurement  and 
Assignment,  now  commissioned  officers  are:  Dr. 
James  Walsh,  of  Ticonderoga;  Dr.  Simpson,  of 
Port  Henry;  Dr.  V.  F.  Krakes,  of  Keeseville; 
and  Dr.  H.  T.  Booth,  of  Schroon  Lake. 

Dr.  Knapp,  of  Ticonderoga,  has  been  appointed 
to  head  the  new  tuberculosis  committee  for  Essex 
County 


Officers  of  the  county  society  are:  president, 

Dr.  S.  A.  Volpert;  vice-president,  Dr.  George 
Knapp;  secretary  and  treasurer,  Dr.  James  E. 
Glavin;  censors,  Dr.  A.  L.  Hayes;  Drs.  John 
Miller  and  T.  J.  Cummins;  delegate  to  State 
Convention,  Dr.  J.  A.  Geis;  alternate  delegate  to 
State  Convention,  Dr.  T.  R.  Cummins;  delegate 
to  the  Fourth  District  Branch,  Dr.  Edwin  C. 
Johnson;  alternate  delegate  to  the  Fourth  District 
Branch,  Dr.  Robert  H.  Gray. 

— J.  E.  Glavin,  M.D. 

Fulton  County 

Dr.  Arthur  C.  Hagedorn  of  Gloversville,  who  has 
rounded  out  a half  century  of  service  in  his  pro- 
fession, was  given  a testimonial  dinner  at  the  Hotel 
Johnstown  on  January  27,  by  members  of  the 
Fulton  County  Medical  Society. 

He  is  one  of  the  few  M.D.’s  in  his  part  of  the 
state  to  attain  this  distinction.  During  the  dinner 
and  meeting,  officers  were  elected  for  the  ensuing 
year. 

The  program  was  opened  with  a dinner  served  at 
6:30  p.m.,  over  which  Dr.  A.  R.  Wilsey,  of  Glovers- 
ville, president  of  the  society,  presided. 

Following  the  dinner  Dr.  Wilsey,  a great  nephew 
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of  the  honored  guest,  presented  Dr.  Hagedorn  with 
a bouquet  of  50  carnations,  after  which  he  turned 
the  meeting  over  to  Dr.  George  Lenz,  who  acting 
as  toastmaster,  presented  Dr.  Hagedorn  with  a 
scroll  on  which  were  inscribed  the  names  of  each 
member  of  his  class  at  Albany  Medical  School.  Dr. 
Hagedorn  was  graduated  from  Albany  Medical 
School  in  1892,  and  of  the  54  classmates  who 
graduated  with  him,  all  but  15  have  passed  on. 

After  the  presentation  Dr.  Hagedorn  responded 
with  a talk  in  which  he  went  back  over  the  first 
years  he  practiced  the  profession.  He  told  of  the 
dirt  streets  in  Johnstown  and  Gloversville  and  of 
the  struggles  doctors  of  that  time  had  to  reach 
their  patients  in  winter,  often  driving  miles  through 
snow  and  cold  in  a horse-drawn  sleigh. 

Following  the  speaking  program  a short  business 
session  was  held,  during  which  the  following  officers 
were  elected:  Dr.  A.  R.  Wilsey,  president;  Dr. 
Dominic  Battaglia,  vice-president;  Dr.  L.  Tre- 
mante,  secretary;  Dr.  A.  H.  Sarno,  treasurer; 
board  of  censors,  Dr.  W.  Shaw,  Dr.  F.  G.  Calder, 
and  Dr.  B.  G.  McKillip;  Dr.  S.  C.  Clemans,  dele- 
gate to  the  State  Convention;  Dr.  B.  A.  Winne, 
alternate  delegate  to  the  State  Convention.* 

Herkimer  County 

The  February  meeting  of  the  county  society 
took  place  on  February  9 in  the  Herkimer  County 
Historical  Society  building. 

Dr.  Robert  Ainslie,  of  Ilion,  spoke  on  medical 
work  in  China.  A movie  on  “Peptic  Ulcer”  was 
shown.* 

Kings  County 

The  Medical  Society  of  the  County  of  Kings  and 
the  Academy  of  Medicine  of  Brooklyn  held  a stated 
meeting  on  February  16  at  8:45  p.m.  in  the  Mc- 
Naughton  Auditorium. 

The  scientific  program  featured  three  addresses: 
“Experiences  Aboard  the  U.S.S.  Vincennes ,”  by 
Lt.  Com.  Samuel  A.  Isquith,  U.S.N.,  Brooklyn; 
“Can  the  Doctor’s  Bill  Be  Insured?”  by  Mr. 
Wendell  A.  Milliman,  associate  actuary,  Equitable 
Life  Assurance  Society  of  the  United  States,  New 
York  City;  and  “Nonprofit  Medical  Expense 
Insurance,”  by  Mr.  Louis  H.  Pink,  president, 
Associated  Hospital  Service  of  New  York,  Inc., 
New  York  City. 

There  was  also  the  presentation  of  a medal  and 
scroll  to  Dr.  William  C.  Meagher,  president  of  the 
county  society  and  the  Academy  of  Medicine  of 
Brooklyn  for  the  year  1942. 


“War  nerves”  is  the  latest  detail  in  military 
medicine  to  be  studied  at  the  Long  Island  College 
of  Medicine  in  preparation  for  active  service  with 
the  armed  forces,  according  to  college  authorities. 

Merchant  seamen  who  have  suffered  torpedoing 
and  exposure  on  rafts  or  in  open  boats  have  become 
a major  source  of  information  on  “war  nerves”  for 
physicians.  These  cases  are  studied  in  hospitals, 
clinics,  and  rest  centers  affiliated  with  the  medical 
school. 

Dr.  Howard  W.  Potter,  clinical  professor  of 
neurology  and  psychiatry  at  the  college,  who  is  also 
medical  supervisor  of  the  Port  of  New  York  area  for 
the  War  Shipping  Administration  and  United 
Seamens’  Service,  Inc.,  has  been  arranging  for  the 
students  to  give  special  study  to  these  cases. 

Military  medicine  is  stressed  at  the  college,  with 
at  least  one  phase  of  it  taught  in  every  department. 


All  but  15  of  the  374  male  students  hold  commissions 
in  the  various  services. 

In  addition  to  the  study  of  “war  nerves”  the 
study  of  burns,  shock,  traumatic  injuries,  infections, 
fatigue,  venereal  diseases,  war  gases,  and  frostbite 
as  applied  in  military  medicine  receive  special  em- 
phasis. Military  psychiatry  is  stressed  because  of 
the  greater  demands  wffiich  warfare  is  making  on  the 
soldier  today.* 


The  appointment  of  Dr.  Duncan  W.  Clark,  of 
the  department  of  medicine  of  Long  Island  College 
of  Medicine,  Brooklyn,  as  assistant  dean  of  the 
college  has  been  announced.  He  succeeds  Alfred 
R.  Crawford,  who  has  been  named  assistant  to  the 
president,  Dr.  Jean  A.  Curran. 


We  reprint  in  full  below  the  account  of  the 
organization  of  the  “Committee  on  Psychosomatic 
Medicine,”  which  appeared  in  the  February  issue 
of  the  Bulletin  of  the  Medical  Society  of  the  County 
of  Kings: 

In  recent  years,  contributions  in  the  field  of  psychosomatic 
medicine  have  become  potent  weapons  in  the  therapeutic 
armamentarium  of  the  practicing  physician. 

The  New-  York  Hospital,  Mount  Sinai  Hospital,  the 
Presbyterian  Hospital,  and  others  in  Manhattan  have  as  an 
integral  part  oi  their  organizations  a group  of  men  trained  in 
psychiatry.  This  results  from  the  pressure  of  the  reported 
35  per  cent  (most  conservative  estimate)  to  the  more  likely 
70  per  cent  of  all  hospital  admissions  who  have  been  shown 
to  suffer  from  psychosomatic  disease.  The  enlightened 
clinician  will  recognize  the  subtlety  with  which  an  emotional 
upheaval  may  be  expressed  by  nervous  stomach,  pain  around 
the  heart,  cardiac  arrhythmias,  colitis,  menstrual  disorders, 
etc.  Without  psychosomatic  therapy  the  patient  will  not 
get  well. 

In  order  to  get  started,  a committee  w-as  organized  under 
the  auspices  of  the  Kings  County  Medical  Society  known  as 
“The  Committee  on  Psychosomatic  Medicine.”  The  pur- 
poses of  the  committee  are: 

1.  To  teach  the  doctors  of  our  society  these  more  recent 
therapeutic  concepts. 

2.  To  establish  in  our  hospitals  personnel  trained  in 
psychosomatic  psychiatry  who  will  be  available  for 
therapy  and  research. 

The  committee  consists  of  a chairman  who  is  an  internist 
with  psychoanalytic  training,  two  psychiatrists,  a cardi- 
ologist, urologist,  gastroenterologist,  gynecologist,  and  others 
will  be  added  as  the  need  arises. 

The  office  of  chairman  was  assigned  to  Dr.  A.  J.  Nathaniel 
Rosen,  the  psychiatrists  are  Doctors  Sands  and  Potter,  the 
section  on  obstetrics  and  gynecology  will  be  handled  by  Dr. 
Alfred  C.  Beck,  urology  by  Dr.  Leo  Drexler,  gastroenterology 
by  Dr.  Henry  Frederick  Kramer,  cardiology  by  Dr.  Louis 
Sigler. 

The  educational  program  will  be  launched  with  a paper  by 
Dr.  Lawrence  S.  Kubie  on  April  2,  1943,  as  one  of  the  regular 
Friday  afternoon  lecture  series.  His  subject  matter  will 
consist  of  physiological  mechanisms  by  which  psychosomatic 
illness  expresses  itself. 

Lewis  County 

Dr.  Paul  H.  Von  Zierolshofen,  more  familiarilv 
known  as  “Dr.  Paul,”  quietly  observed  his  eightieth 
birthday,  at  his  home  in  Shady  Avenue-in  Croghan, 
where  he  has  resided  the  past  fifty  years. 

He  is  believed  to  be  the  oldest  practicing  phyiscian 
in  Lewis  County  and  is  still  kept  busy  attending 
numerous  patients  in  his  office  daily.  He  is  enjoy- 
ing fairly  good  health.  He  is  a member  of  the 
Lewis  County  Medical  Society,  of  which  he  was 
formerly  president,  and  he  is  still  a consultant  on 
the  staff  of  the  St.  Lawrence  State  Hospital,  Ogdens- 
burg.  He  is  also  a member  of  medical  board  of 
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directors  of  Lowville  General  Hospital.  A director 
and  vice-president  of  the  Croghan  National  Bank 
since  its  inception  in  1917,  he  has  also  been  health 
officer  of  the  town  of  New  Bremen  and  is  the  only 
civil-service-appointed  health  officer  in  Lewis 
County.  He  was  born  in  Switzerland,  of  German 
parentage,  on  January  31,  1863.  He  studied  in 
University  of  Leipsic,  and  at  the  age  of  19,  came  to 
the  U.S.  and  spent  three  years  in  Indiana,  then 
returning  to  New  York  and  entering  New  York 
University,  from  which  he  graduated  in  the  medical 
profession  in  1887.  He  then  came  directly  to 
Lewis  County,  where  he  entered  practice  with  the 
late  Dr.  W.  W.  Jameson,  for  a few  years  in  the 
village  of  New  Bremen,  and  in  1891  opened  practice 
in  the  village  of  Croghan. — Lowville  Republican, 
February  If.. 

Nassau  County 

Dr.  J.  Rembrandt  Helfrick  is  returning  to  local 
medical  practice  after  duty  with  the  United  States 
Army,  and  has  announced  the  reopening  of  his 
office  at  the  corner  of  Central  Drive  and  Main 
Street,  Port  Washington,  where  he  has  been  located 
for  the  past  five  years. 

Dr.  Helfrick,  who  volunteered  for  service  last 
spring,  has  been  stationed  at  the  hospital  at  Fort 
Monmouth,  New*  Jersey,  and  at  Fort  Devens, 
Massachusetts. 


Dr.  J.  P.  Hoguet,  who  was  responsible  for  the 
medical  protection  of  the  tens  of  millions  of  visitors 
to  the  New  York  World’s  Fair  in  1939  and  1940,  has 
joined  Republic  Aviation  as  medical  director  of  the 
Farmingdale  plant. 

Dr.  Hoguet  took  charge  of  the  hospital  staff  as 
successor  to  Dr.  F.  J.  Roemer,  who  recently  re- 
signed. * 

New  York  County 

Under  the  sponsorship  of  the  New  York  Academy 
of  Medicine,  a conference  on  maternal  health  and 
child  welfare  was  held  on  February  19  at  the  Hotel 
Roosevelt  in  New  York  City.  The  conference  was 
part  of  the  celebration  that  marked  the  centenary 
of  the  publication  by  Oliver  Wendell  Holmes  of  his 
paper  on  the  contagiousness  of  puerperal  fever. 

Speaking  at  the  morning  session  on  the  theme 
“The  Family  Faces  the  Future”  were  Mr.  Lawrence 
K.  Frank,  chairman  of  science,  National  Resources 
Planning  Board;  Dr.  A.  A.  Brill,  lecturer  in  neu- 
rology and  psychiatry,  College  of  Physicians  and 
Surgeons;  Mr.  Stanley  P.  Davies,  executive  di- 
rector, Community  Service  Society  of  New  York; 
and  Dr.  Frank  Fremont-Smith,  medical  director, 
Josiah  Macy,  Jr.,  Foundation. 

Afternoon  speakers  included  Dr.  Louis  I.  Dublin, 
chief  statistician  and  third  vice-president,  Metro- 
politan Life  Insurance  Company;  Dr.  Alan  F. 
Guttmacher,  associate  professor  of  obstetrics, 
Johns  Hopkins  University;  and  Miss  Hazel  Corbin, 
general  director,  Maternity  Center  Association,  Inc. 

A symposium  on  the  theme  “Meeting  the  Prob- 
lems of  Maternity  Welfare  and  Child  Health  Along 
Many  Fronts”  was  presented  by  the  following- 
speakers:  Miss  Alta  Dines,  Community  Service 

Society;  Miss  Frances  Taussig,  Federation  for  the 
Support  of  Jewish  -Philanthropic  Societies;  Mrs. 
Sidonie  M.  Gruenberg,  Child  Study  Association 
of  America;  Mr.  D.  Kenneth  Rose,  Planned 
Parenthood  Federation  of  America;  Dr.  Thomas 
Patrick,  New  York  Urban  League;  Dr.  Leona 
Baumgartner  and  Dr.  Elizabeth  Gardiner,  New 


York  City  Department  of  Health;  Mrs.  Shepard 
Krech,  Maternity  Center  Association;  and  Dr. 
Herbert  B.  Wilcox,  New  York  Academy  of  Medicine. 


The  monthly  meeting  of  the  county  society  was 
held  on  February  23  at  8: 15  p.m.  at  the  New  York 
Academy  of  Medicine. 

Industrial  medicine  was  the  general  subject  of 
the  scientific  session,  the  program  for  which  was: 
“Odds  and  Ends  of  Industrial  Medical  Practice,” 
by  Loyal  A.  Shoudy,  chief  of  the  medical  service  of 
Bethlehem  Steel  Company,  Bethlehem,  Pennsyl- 
vania; “Typical  Occupational  Disease  Hazards  in 
Industry,”  bjr  May  R.  Mayers,  Department  of 
Industrial  Hygiene,  New*  York  State  Department 
of  Labor;  “Preplacement  Physical  Examination,” 
by  Russell  C.  Kimball,  assistant  medical  director, 
Consolidated  Edison  Company. 


Leaders  in  public  health,  including  Mayor  F. 
H.  LaGuardia,  attended  a luncheon  at  the  Academy 
of  Medicine  on  January  21  to  pay  tribute  to  Dr. 
John  L.  Rice,  former  Commissioner  of  Health. 

The  achievements  of  Dr.  Rice  during  his  term  as 
Commissioner  were  praised  by  the  Mayor.  The 
influence  of  Dr.  Rice’s  work  beyond  this  city  and 
throughout  the  United  States  w*as  described  by 
Dr.  C.-E.  A.  Winslow,  professor  of  public  health  of 
Yale  University  School  of  Medicine. 

Dr.  Ernest  L.  Stebbins,  who  has  succeeded  Dr. 
Rice  as  Commissioner  of  Health,  described  the  solid 
foundations  in  administration  of  the  program  of  the 
Department  made  by  Dr.  Rice  and  on  which  Dr. 
Stebbins  is  building. 


Health  Commissioner  Ernest  L.  Stebbins  has  de- 
clared that  closing  of  New  York’s  laundries  would 
produce  a health  hazard  for  the  City  by  increasing 
the  danger  of  infectious  diseases. 

Discussing  the  War  Petroleum  Administration’s 
recent  order  classing  laundries  as  a “nonessential 
industry”  as  far  as  the  use  of  fuel  oil  is  concerned, 
Dr.  Stebbins  said  that  even  if  the  oil  curtailment 
reduces  laundry  service  by  only  40  per  cent,  there 
will  be  a decline  in  the  City’s  standards  of  health 
and  cleanliness,  as  the  majority  of  residents  in  the 
metropolitan  area  depend  on  laundries. 

Onondaga  County 

Dr.  Charles  D.  Post  has  been  appointed  by  T. 
Aaron  Levy,  president  of  the  Onondaga  Health 
association  as  chairman  of  its  tuberculosis  com- 
mittee for  1943. 

The  problems  to  which  the  committee  is  expected 
to  devote  special  attention  will  include  local  means 
of  promoting  tuberculosis  case-finding  and  desirable 
measures  for  the  educational,  vocational,  and  social 
rehabilitation  of  tuberculosis  patients  after  their 
disease  has  been  arrested.  A third  problem  will 
relate  to  the  importance  of  suitable  control  over 
nonhospitalized  tuberculosis  patients. 

Other  members  of  the  committee  will  be  Dr. 
William  E.  Ayling,  Dr.  Eugene  W.  Bogardus,  Miss 
Ellen  L.  Buell,  R.N.,  Dr.  Edward  B.  Bukowski, 
Commissioner  H.  Burton  Doust,  Henry  M.  Files, 
Albert  L.  Halbritter,  Dr.  L.  M.  Hickernell,  Dr. 
Robert  D.  Johnson,  Arthur  E.  Jones,  Mrs.  William 
A.  Mackenzie,  J.  F.  Sabine  Meachem,  Dr.  O.  W. 
H.  Mitchell,  Alexis  N.  Muench,  Richard  H.  Pass, 
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Dr.  Edward  J.  Wynkoop,  and  Dean  Herman  G. 
Weiskotten.  Arthur  W.  Towne,  secretary  of  the 
association,  is  to  serve  as  secretary. 

Dr.  Post  is  chairman  of  the  committee  on  diseases 
of  the  chest  in  the  Medical  Society  of  the  State  of 
New  York. 

Announcement  also  was  made  by  Mr.  Levy  of 
the  personnel  of  the  association’s  executive  com- 
mittee, of  which  he  acts  as  chairman.  Those 
serving  on  the  committee  are  Dr.  Eugene  W.  Bo- 
gardus,  Miss  Buell,  Donald  E.  Chappell,  Thomas 
J.  Corcoran,  E.  Philip  Crowell,  Commissioner 
Doust,  Dean  Harry  S.  Ganders,  Dr.  J.  G.  Fred 
Hiss,  Dr.  Thomas  F.  Laurie,  Mrs.  Mackenzie,  Mr. 
Meachem,  Dr.  Mitchell,  Dr.  Post,  and  Dean 
Weiskotten.* 

Orange  County 

Dr.  Anthony  J.  Manzella,  former  Newburgh 
health  officer,  has  been  made  available  for  public 
health  service  through  the  procurement  and  assign- 
ment division  of  State  Medical  Society  and  went 
to  Albany  on  February  1 to  work  with  the  State 
Department  of  Health. 

Dr.  Manzella,  a native  of  Buffalo,  where  he 
received  his  medical  education  in  the  University  of 
Buffalo,  has  been  in  Newburgh  since  1933.  He 
was  health  officer  from  Januarv,  1938,  to  October, 
1940. 

While  Newburgh’s  health  officer,  Dr.  Manzella 
took  a course  in  public  health  in  Harvard  University 
and  secured  the  degree  of  Master  of  Public  Health. 
He  will  maintain  his  residence  in  Newburgh.* 

The  Medical  Expense  Fund  of  New  YY>rk  has 
issued  membership  certificates  to  many  Newburgh 
individuals. 

More  than  half  the  doctors  of  Orange  County  are 
professional  members  of  the  fund  and  twenty-seven 
physicians  in  Newburgh  are  affiliated  with  it.* 

Richmond  County 

The  regular  meeting  of  the  county  society  was 
held  in  the  auditorium  of  the  Public  Health  Building 
on  February  11.  In  the  absence  of  Dr.  H.  Lynn 
Halbert,  the  chair  was  held  by  Dr.  D.  V.  Catalano. 

Judge  Walsh,  as  a representative  of  the  Civilian 
Defense  Volunteer  Office,  spoke,  outlining  the 
purpose,  functions,  and  organization  of  the  “block” 
plan. 


Dr.  Ethel  Leonard,  of  the  Staten  Island  Hos- 
pital, spoke  on  “Medicine  in  China.”  Her  talk 
was  based  on  her  own  experiences  as  a general 
practitioner  in  Peking  for  fifteen  years. 

Schenectady  County 

The  Schenectady  Union  Star  of  January  21 
carried  the  following  announcement: 

“A  new  medical  program  for  clients  of  the 
Schenectady  County  Department  of  Public  Welfare 
and  the  Board  of  Child  Welfare  will  be  put  in 
operation  on  February  1,  Leo  H.  Vosburg, 
county  welfare  commissioner,  said  today.  Mr. 
Vosburg  indicated  that  a central  medical  unit  will 
be  established  for  the  county  under  the  direction  of 
a physician,  to  be  known  as  medical  consultant  and 
to  be  employed  by  the  county 

“The  consultant  will  be  assisted  by  an  advisory 
committee  composed  of  representatives  of  the 
Schenectady  County  Medical  Society,  a representa- 
tive of  the  dental  profession,  and  a pharmacist. 
Mr.  Vosburg  ....  listed  the  following  as  members  of 
the  advisory  committee:  physicians — Dr.  James 
M.  Blake,  Dr.  C.  F.  Rourke,  and  Dr.  Ralph  D. 
Reid;  dentist — Dr.  George  W.  Miller;  and  phar- 
macist— Walter  D.  Prybylek. 

“The  program  will  apply  to  all  categories  of 
public  assistance  administered  by  the  county  wel- 
fare department.  Functions  of  the  consultant  will 
include  acting  as  a sort  of  liaison  officer  among  the 
Department  of  Public  Welfare,  the  Board  of  Child 
Welfare,  town  welfare  officers,  the  medical  pro- 
fession, and  vendors  (druggists). 

“The  program  is  described  in  a medical  manual, 
which  includes  a long  list  of  reimbursable  charges 
set  up  by  the  state.  These  include  specified  pay- 
ments for  practically  everything  from  office  calls 
through  various  kinds  of  medical  attention  to  the 
compounding  of  prescriptions.”* 

Tompkins  County 

Dr.  Louise  C.  Mooney  has  reopened  the  offices  for 
the  practice  of  internal  medicine  formerly  con- 
ducted by  Dr.  C.  Stewart  Wallace  and  Dr.  Norman 
S.  Moore  in  the  Seneca  Building. 

Dr.  Mooney  came  to  Ithaca  in  July  after  com- 
pletion of  a residency  in  internal  medicine  at  Cook 
County  Hospital,  Chicago.  More  recently  she  was 
a member  of  the  resident  staff  of  the  Cornell  Univer- 
sity Infirmary  and  Clinic,  which  position  she  re- 
signed on  January  1 to  enter  the  private  practice  of 
internal  medicine  * 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Edward  Adams 

65 

Cornell 

February  7 

Manhattan 

James  J.  Cuono 

54 

L.I.C.  Hosp 

January  28 

Brooklyn 

Jacob  N.  Feinberg 

52 

Univ.  & Bell. 

February  10 

Long  Island  City 

J.  Frank  Fraser 

76 

Bellevue 

January  31 

Manhattan 

Walter  H.  Henning 

63 

L.I.C.  Hosp. 

January  30 

Bronx 

J.  Herbert  Irish 

72 

N.Y.  Horn. 

February  2 

Syracuse 

Samuel  Kavinoky 

67 

Buffalo 

January  23 

Buffalo 

Rolfe  Kingsley 

61 

P.  & S.,  N.Y. 

February  4 

Bronx 

Sylvester  J.  McNamara 

73 

L.I.C.  Hosp. 

January  31 

Brooklyn 

Percy  C.  Snowden 

75 

Vermont 

February  7 

Peekskill 

Clarke  W.  Stewart 

70 

Niagara 

January  - 

Olean 

Walter  B.  Wellbrock 

67 

L.I.C.  Hosp. 

February  3 

Lindenhurst 

Hospital  News 

Largest  Army  Hospital  Opened 


OPERATED  for  several  months  in  complete 
secrecy,  the  Halloran  General  Hospital  on 
Staten  Island  was  recently  revealed  by  the  Army 
to  be  its  largest  hospital,  intended  for  treatment  of 
soldiers  wounded  in  Europe,  Africa,  and  the  South 
Pacific. 

The  new  development,  composed  of  one  large, 
seven-story  medical  and  surgical  building,  and  sev- 
eral smaller  buildings  for  wards,  mess  halls,  garages, 


greenhouses,  auditorium,  and  recreational  facilities, 
was  originally  planned  as  an  institution  for  mental 
defectives  and  was  taken  over  by  the  Army  from 
the  New  York  State  Department  of  Mental  Hygiene. 

The  hospital  is  named  for  Col.  Paul  S.  Halloran, 
who  was  long  connected  with  the  Army  Medical 
Corps.  Director  of  the  hospital  is  Col.  Ralph  G. 
DeVoe,  who  is  assisted  by  Major  George  Vassos, 
formerly  a surgeon  at  Bellevue  Hospital. 


Bachelor  of  Medicine 

THERE  is  a growing  need  for  an  expansion  in  the 
training  of  nurses,  according  to  Dr.  Hugh  Cabot, 
writing  in  The  Modern  Hospital  for  February.  Dr. 
Cabot  believes  that  the  nurse’s  field  should  extend 
beyond  the  scope  of  mere  hospital  care  and  should 
give  her  an  opportunity  to  do  work  in  preventive 
medicine  and  positive  health  technic. 

“I  have  long  believed,”  Dr.  Cabot  writes,  “that 
women  are  better  suited  than  men  to  studying  en- 
vironment, giving  appropriate  advice,  and  feeling 
their  way  along  deftly  in  complicated  and  varying 
conditions  of  environment.  All  these  things  used  to 
be  done  in  a simpler  world  by  the  general  physician, 
but ....  our  knowledge  in  all  the  fields  broadly 
covered  by  the  phrase  ‘preventive  medicine’  has 
increased  to  such  an  extent  that,  with  proper  and 
detailed  supervision,  much  disease  can  be  perma- 
nently avoided  and  many ....  [unwholesome  ] condi- 


for  Nurses  Suggested 

tions ....  which  undermine  health ....  can  be  headed 
off  and  replaced  by  positive  health.  However,  these 
things  cannot  be  done  by  the  personnel  now  avail- 
able.” 

Dr.  Cabot  goes  on  to  say  that  women  trained  in 
this  work  would  be  “more  involved  in  what  is 
properly  known  as  the  practice  of  medicine  than’  are 
the  trained  nurses  of  today.  We,  in  this  country, 
have  made  little  use  of  the  degree,  Bachelor  of 
Medicine. 

“This  would,  I believe,  be  an  appropriate 
indication  of  their  relation  to  medical  service  as  a 
whole.  It  would  suggest  that  they  did  not  have  the 
elaborate  scientific  training  of  the  physician  but,  at 
the  same  time,  would  make  it  abundantly  clear  that 
they  were  involved  in  the  practice  of  medicine  and 
were  essential  cogs  to  anything  approaching  com- 
plete medical  care  in  step  with  modem  science.” 


At  the  Helm 


Charles  S.  Andrews  has  been  re-elected  president 
of  the  Lawrence  Hospital  in  Bronxville. 

Other  officers  re-elected  were:  Thomas  B.  Gil- 
christ, vice-president;  J.  Roberton  MacColl,  Jr., 
secretary;  and  Frankland  F.  Stafford,  treasurer.* 


Harold  B.  Fuller  has  been  re-elected  president  of 
the  Chenango  Memorial  Hospital  in  Norwich. 

In  addition  to  President  Fuller,  directors  at  their 
organization  meeting  named  Charles  R.  Kroeger, 
first  vice-president;  Carl  E.  Fribley,  second  vice- 
president;  L.  Forrest  Hotchkin,  treasurer;  and  W. 
A.  Seely,  secretary.* 


Harrison  B.  Wright,  of  Rockville  Centre,  is  the 
new  president  of  the  South  Nassau  Communities 
Hospital  Association,  having  been  elected  by  the 
board  of  directors  to  succeed  Mrs.  Walter  R.  Hood.* 


Mrs.  George  W.  Battersby,  of  Gouvemeur,  who 
has  been  associated  with  the  work  at  Stephen  B. 
VanDuzee  Hospital  for  some  years,  has  been  chosen 
by  the  hospital  board  to  become  acting  superintend- 
ent of  the  institution. 

Mrs.  Battersby  succeeds  Miss  Mildred  Higgs.* 


* Asterisk  indicates  that  item  is  from  local  newspaper. 


The  board  of  trustees  of  Ossining  Hospital  have 
re-elected  Walter  L.  Johnson,  of  Briarcliff  Manor,  as 
chairman  of  the  board,  and  James  H.  Carter,  of 
Scarborough,  as  president  of  the  Association. 

Other  officers  of  the  Association  chosen  last  night 
are  Wallace  T.  Miller,  vice-president,  succeeding 
Mrs.  Walter  B.  Mahony;  John  J.  Murray,  re-elected 
secretary,  Ralph  Roberts,  re-elected  treasurer;  and 
Stanley  E.  Young  and  George  F.  Hoag,  re-elected 
assistant  treasurers.  * 


Miss  Leoni  H.  Jackson  has  been  appointed  super- 
intendent of  nurses  of  the  Long  Beach  Hospital, 
suceeding  Mrs.  Edward  Johnson.* 


Dr.  M.  J.  McGrath  has  been  elected  president  of 
the  Oswego  Hospital  staff.  Other  officers  include: 
Dr.  Milton  W.  Kogan,  vice-president;  Dr.  W.  McD. 
Halsey,  secretary;  and  Dr.  D.  D.  O’Brien,  treasurer.* 


Dr.  G.  Marcellus  Clowe  is  the  newly  appointed 
chairman  of  the  medical  board  of  Ellis  Hospital  in 
Schenectady.  Dr.  Clowe,  who  will  represent  the 
division  of  medicine,  succeeds  Dr.  Lester  Betts,  who 
has  served  as  chairman  for  the  past  three  years. 

Dr.  Clowe  has  been  president  of  the  hospital  staff 
for  the  past  year  and  is  senior  attendant  on  the  medi- 
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cal  service.  He  is  physician  in  charge  and  director 
of  the  medical  service  at  Union  College,  where  he  is 
a member  of  the  faculty. 

Dr.  Albert  Grussner  was  appointed  to  the  medical 
board,  respresenting  the  division  of  surgery.  He 
succeeds  Dr.  E.  MacDonald  Stanton,  who  has 
served  in  that  capacity  for  the  past  three  years. 

Dr.  Grussner,  senior  surgeon  on  the  hospital  staff, 
also  is  chairman  of  the  surgical  group  section  of  the 
hospital. 

Dr.  William  M.  Mallia  was  reappointed  to  the 
medical  board,  representing  the  division  of  obstetrics 
and  gynecology,  and  Dr.  A.  R.  Warner  was  re- 
appointed  to  represent  miscellaneous  specialties.* 


James  R.  Clark,  superintendent,  Southside  Hos- 
pital, Bay  Shore,  Long  Island,  has  been  appointed 
to  head  the  War-Time  Service  Bureau  of  the 
A.H.A.,  which  was  authorized  at  the  St.  Louis  con- 
vention. 

Mr.  Clark  has  been  in  hospital  administrative 
work  since  1928.  His  education  was  obtained  at 
Temple  University,  and  he  attended  the  Chicago 
Institute  for  Hospital  Administrators  in  1934. 

From  1926  to  1928,  Mr.  Clark  was  an  efficiency 
engineer  in  New  York.  He  then  became  associated 
with  Jewish  Hospital  of  Brooklyn,  first  as  executive 
secretary  and  then  as  assistant  director.  He  became 
director  of  the  Southside  Hospital  in  1935. 

Mr.  Clark  is  a member  of  the  A.C.H.A.,  the 
A.H.A.,  the  New  York  State  Hospital  Association, 
and  the  Greater  New  York  Hospital  Association. 
He  is  a member  of  the  public  and  medical  subcom- 
mittee to  study  hospital  standardization  of  the  latter 
group.  He  has  been  secretary-treasurer,  member- 
ship committee  member,  and  vice-president  of  the 
Hospital  Council  of  Brooklyn. 


At  the  seventh  annual  meeting  of  the  Chautauqua 
Region  Hospital  Service  Corporation  held  recently 
the  following  officers  and  directors  were  re-elected 
for  the  ensuing  year:  Rev.  Dr.  Alfred  E.  Randell, 
president:  Dr.  John  S.  Hickman,  vice-president; 
Mrs.  Felicia  Grace  Hall,  secretary;  Harold  C. 
White,  Sr.,  treasurer;  directors:  Felicia  Grace 

Hall,  Martha  T.  Grandin,  Robert  R.  Dew,  John  S. 
Hickman,  Henry  K.  Leworthy,  Alfred  E.  Randell, 
Harold  C.  White,  Sr.,  Fred  A.  Chindgren,  J.  Gustaf 
Sundin,  Hugh  L.  Gillis,  and  Donald  P.  Braley. 

The  American  Hospital  Association  Approval 
Certificate  was  presented,  indicating  that  the  corpora- 
tion has  met  all  the  standards  for  nonprofit  hospital 
service  established  by  the  Hospital  Service  Plan 
Commission,  in  recognition  for  the  improvement  in 
public  welfare,  adequate  representation  of  profes- 
sional and  community  interests,  and  active  support 
of  participating  hospitals. 

The  following  hospitals  are  connected  with  the 
Chautauqua  Region  Hospital  Service  Corporation: 
Woman’s  Christian  Association;  Jamestown  Gen- 
eral, Brooks  Memorial,  Dunkirk;  Westfield  Me- 
morial, Westfield;  and  the  Rhinehart  Hospital,  at 
Silver  Creek.* 


Herbert  R.  Leggett  was  re-elected  president  of  the 
Saranac  Lake  General  hospital  for  a third  year  at  a 
meeting  of  the  hospital’s  board  of  directors. 

T.  Edward  Williams  was  elected  to  succeed  Mrs. 
F.  Ferris  Hewitt  as  vice-president,  and  S.  M.  Fred- 


eriksen  was  elected  to  succeed  M.  M.  Munn  as 
treasurer.  C.  S.  Barnet  was  re-elected  secretary. 

Four  new  members  were  appointed  to  the  board 
of  directors.  They  are  Woodward  D.  Clark,  Clif- 
ford W.  McCormick,  Mrs.  Irving  Altman,  and  S.  M. 
Frederiksen.  Other  members  of  the  board  are  C.  M. 
Palmer,  Mrs.  Joseph  L.  Nichols,  Mrs.  F.  Ferris 
Hewitt,  Mrs.  Lawrason  Brown,  T.  Edward  Williams, 
Fred  C.  Conrad,  Matthew  M.  Munn,  Dr.  E.  R. 
Baldwin,  Dr.  Hugh  Kinghorn,  Miss  Julia  Conklin, 
Thomas  P.  Ward,  Miss  Mary  Prescott,  Miss  Made- 
line Smith,  Miss  Celeste  Theriot,  D.  S.  McCrum, 
M.  M.  Feustmann,  Lee  Gray,  and  Mrs.  Robert 
Wain  wright. 

Mrs.  Catherine  Collins  is  superintendent  of  the 
General  Hospital,  and  Miss  Phyllis  Walters  is  the 
assistant  superintendent.  * 


Dr.  Jack  Masur,  administrator  of  Lebanon  Hos- 
pital, New  York  City,  now  serves  in  the  Office  of 
Civilian  Defense  in  Washington,  D.  C.,  as  a hospital 
administration  specialist.  Lionel  J.  Simmonds, 
former  superintendent  of  the  Hebrew  Orphan  Asy- 
lum in  New  York,  will  succeed  Dr.  Masur  as  Leba- 
non Hospital  administrator. 


Lt.  Col.  Florence  A.  Blanchfield  has  been  ap- 
pointed superintendent  of  the  Army  Nurse  Corps, 
effective  June  1,  to  succeed  Mrs.  Julia  O.  Flikke. 
who  will  retire  May  31.* 


Dr.  Charles  F.  Miguin,  of  the  Mary  Jemison  Trail, 
has  been  named  acting  superintendent  of  Wyoming 
County  Community  Hospital,  Warsaw,  by  the 
board  of  managers.  He  succeeds  Wayne  Copeland, 
who  is  on  leave  while  in  military  service,  and  will 
continue  in  the  office  until  Mr.  Copeland  returns. 
Dr.  Mignin,  a retired  physician  now  engaged  in 
farming,  has  served  as  chairman  of  the  board  of 
managers  of  the  hospital  for  several  years.  * 


Lawrence  E.  Kresge  has  been  given  a leave  of  ab- 
sence from  his  position  as  superintendent  of  the 
Auburn  City  Hospital,  Auburn,  New  York,  to  ac- 
cept a commission  in  the  Army  Medical  Adminis- 
trative Corps.  Jerome  F.  Peck,  Jr.,  has  been 
named  acting  superintendent  for  the  duration. 


Newman  M.  Biller,  assistant  director  of  Monte- 
fiore  Hospital,  New  York  City,  has  been  appointed 
executive  director  of  the  Home  for  Aged  and  Infirm 
Hebrews,  New  York  City.  He  will  be  succeeded  at 
Montefiore  Hospital  by  Dr.  Sigmund  L.  Friedman. 


Dr.  Edward  D.  Truesdell  will  continue  to  serve  as 
medical  director  of  the  Huntington  Hospital,  it 
was  announced  following  the  annual  meeting  of  the 
board  of  directors  of  the  hospital.  Staff  officers 
elected  are:  Dr.  Morris  R.  Keen,  president;  Dr. 
Wilbur  C.  Travis,  vice-president  and  treasurer;  Dr. 
Warren  P.  Kortright,  secretary.  The  joint  con- 
ference committee,  which,  with  an  equal  number  of 
members  of  the  board  of  directors,  considers  all 
matters  of  common  concern  to  the  board  of  directors 
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and  the  medical  staff,  will  be:  Drs.  W.  C.  Travis, 
Joseph  G.  Patiky,  and  J.  L.  Sengstack. 

Dr.  J.  L.  Sengstack  will  be  chief  of  the  surgical 
department,  with  the  following  members:  Drs. 

M.  R.  Keen,  urology;  W.  P.  Kortright,  Joseph  G. 
Patiky,  and  W.  C.  Travis.  The  following  associate 
surgeons  have  been  elected:  Drs.  R.  M.  Arkwright, 
C.  E.  Drysdale,  William  Duesselmann,  and  Joseph 
Liburt,  practology. 

The  department  of  medicine  will  include:  Dr. 
Neil  E.  Falkenburg,  chief;  Drs.  Anthony  Firenze, 
cardiology;  and  William  J.  Delaney.  The  follow- 
ing are  associates  in  medicine:  Drs.  William  L. 
Bennett,  Mathew  dePasquale,  C.  V.  Granger, 
E.  Hofmann,  and  W.  Novotny. 

In  the  department  of  obstetrics  are:  Drs.  Samuel 
Teich,  chief;  and  L.  P.  G.  Gouley,  acting  chief. 
Associates  are:  Drs.  Benedict  Kurshan  and  A.  R. 
Cherry. 

Associates  in  ear,  nose,  and  throat  are:  Drs. 
T.  W.  Faulkner  and  Max  Kimbrig. 

On  the  staff  in  anesthesia  are:  Dr.  C.  Bernstein, 
chief,  and  Dr.  N.  E.  Falkenburg,  acting  chief. 

The  emeritus  staff  includes  Dr.  G.  Herbert  Carter 
and  Dr.  Roger  Dexter. 

Courtesy  staff  members  are:  Drs.  F.  K.  Bern- 
stein, George  Fair,  A.  A.  Gallo,  Karl  Horn,  Virginia 
Lent,  Sewall  Pastor,  Alwyn  Rand,  C.  M.  Robin, 
W.  D.  Schmit,  Nino  Tamburello,  Julius  Tenke, 
and  J.  D.  Verrilli. 

The  roentgenologist  is  Dr.  L.  P.  Van  Winkle, 
and  the  pathologist  is  Dr.  Gordon  Priestman. 

In  addition  there  are  the  following  specialists 
serving  as  consultants  at  the  hospital : general 

surgery:  Dr.  Hetiry  Flack  Graham,  Dr.  Edwin 

Joseph  Grace,  Dr.  Henry  W.  Louria,  Brooklyn; 
Dr.  George  Thomas  Pack,  and  Dr.  Edward  D. 
Truesdell,  New  York  City;  internal  medicine:  Drs. 
Adolph  Andersen,  Lowell  B.  Eckerson,  Henry  M. 
Moses,  Brooklyn;  Dr.  Sidney  P.  Schwartz,  New 
York  City;  neurology  and  serology:  Dr.  Leon  H. 
Cornwall,  New  York  City;  Dr.  Harold  Merwarth, 
Brooklyn;  epidemiologist:  Dr.  Burdge  P.  Mac- 
Lean,  Huntington;  radiation  therapist:  Dr.  Ben- 
jamin Feuerstein,  Bay  Shore;  obstetrics  and  gyne- 
cology: Dr.  Arthur  C.  Martin,  Hempstead;  Drs. 
Harvey  C.  Matthews  and  William  C.  Meagher, 
Brooklyn;  and  Dr.  Richard  N.  Pierson,  New  York 
City;  orthopaedics:  Dr.  H.  C.  Fett,  Brooklyn; 
Dr.  Otho  C.  Hudson,  Hempstead;  pediatrics: 
Dr.  Minor  C.  Hill,  Oyster  Bay.* 


The  board  of  directors  of  Soldiers’  and  Sailors’ 
Memorial  Hospital  of  Yates  County  re-elected  the 
following  officers  for  1943:  Charles  T.  Andrews, 


president;  M.  Francis  Corcoran,  vice-president; 
George  S.  Sheppard,  secretary;  and  Christie  B. 
Briggs,  treasurer.* 


Alexander  C.  Nagle,  of  Scarsdale,  was  elected 
president  of  the  board  of  governors  of  the  White 
Plains  Hospital  Association  on  January  21.  Other 
officers  are:  C.  B.  Winslow,  first  vice-president; 
A.  J.  Purdy,  second  vice-president;  Arthur  H. 
Titus,  of  New  Rochelle,  third  vice-president; 
Otto  C.  Jaeger,  secretary;  and  George  F.  Thomas, 
treasurer. 

B}^  an  arrangement  with  the  Norwegian  Public 
Health  and  Disability  Service,  Norwegian  sailors 
were  treated  in  the  hospital  in  1942.  By  the  end 
of  the  year  this  group  averaged  35  daily.  A total 
of  306  Norwegian  patients  entered  the  hospital 
during  the  year,  and  207  operations  were  performed 
for  them.* 


Dr.  Harry  J.  Worthing  recently  completed  his 
fifth  year  as  superintendent  of  the  Pilgrim  State 
Hospital  in  Brentwood.  In  December,  1937,  Dr. 
Worthing  came  to  Brentwood  from  Willard  State 
Hospital,  where  he  had  served  as  superintendent 
for  several  years.  He  succeeded  Dr.  William  J. 
Tiffany,  who  became  Commissioner  of  the  Depart- 
ment of  Mental  Hygiene.* 


The  medical  staff  of  Veterans’  Memorial  Hospital, 
Ellenville,  elected  officers  for  1943  at  a meeting  at 
the  hospital  on  January  7.  Named  president- was 
Dr.  O.  Roberts;  vice-president,  Dr.  M.  Akin; 
secretary,  Dr.  A.  Ruggiero;  and  treasurer,  Dr.  A. 
Augustine.  * 


Dr.  Emanuel  Giddings,  former  medical  superin- 
tendent at  Kings  County  Hospital,  Brooklyn,  and 
at  present  a colonel  in  the  Army  Medical  Corps 
stationed  at  the  Walter  Reed  Hospital  in  Washing- 
ton, has  been  appointed  colonel  of  the  37th  General 
Hospital,  Brooklyn. 


Victor  Smith  was  again  elected  president  of  the 
board  of  managers  of  Memorial  Hospital  in  Catskill 
at  its  annual  meeting.  Harold  Moore,  of  Wind- 
ham, was  named  vice-president,  and  Wilton  O. 
Edwards  was  elected  secretary.  * 


Newsy  Notes 


The  New  York  Times  published  the  following 
special  cable  from  Caracas,  Venezuela,  on  February 
9:  “A  check  for  16,586  bolivares  was  handed  to 

Minister  of  Development  Eugenio  Mendoza  this 
morning  by  officials  of  the  North  American  Associa- 
tion for  a new  infantile  paralysis  hospital  here. 

“The  money  represents  the  proceeds  of  the  Roose- 
velt Birthday  Ball  sponsored  bv  the  association.” 


A booklet  pointing  out  the  manner  in  which  staff 
members  and  patients  can  save  vital  materials, 
manpower,  and  time  is  being  distributed  at  Ellis 
Hospital  in  Schenectady. 

The  booklet,  “Save  for  Victory,”  was  prepared  by 
staff  members  of  the  hospital  in  collaboration  with 
officials  of  other  hospitals  in  Northeastern  New 
York.  It  is  being  distributed  also  to  staff  members 
and  patients  at  hospitals  in  Albany  and  Troy. 
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Patients  are  advised  to  ask  for  no  more  nurses 
than  necessary,  to  share  nurses  with  other  patients, 
to  give  up  special-duty  nurses  at  the  first  oppor- 
tunity, to  group  wants  instead  of  sending  for  a 
nurse  for  single  minor  attentions,  and  to  reduce 
both  incoming  and  outgoing  telephone  calls  to  an 
absolute  minimum. 

Physicians  are  asked  to  save  the  time  of  nurses, 
to  write  orders  “clearly  and  distinctly/’  not  to  call 
on  patients  during  meal  hours,  to  make  reservations 
for  patients  as  far  in  advance  as  possible,  and  to 
make  as  large  a saving  in  drugs  and  supplies  as  pos- 
sible. 

Hints  for  nurses  include  the  salvaging  of  safety 
pins,  conservation  of  drugs  and  supplies,  care  of 
blankets  and  other  items,  and  the  budgeting  of 
time. 

Other  conservation  and  time-saving  hints  are  di- 
rected toward  the  administrative  and  office  staff, 
housekeepers,  laundry,  and  general  employees. 

The  booklet  contains  several  blank  pages  on 
which  patients  can  write  suggestions  for  improving 
hospital  service.  Miss  Mary  G.  McPherson,  ad- 
ministrator, reports  that  approximately  51  per  cent 
of  the  outgoing  patients  have  taken  advantage  of  the 
blank  pages  to  make  suggestions.  * 


In  order  to  keep  hospital  corpsmen  of  the  Navy 
informed  regarding  their  duties,  the  Bureau  of 
Medicine  and  Surgery  of  the  Navy  has  resumed  pub- 
lication of  the  Hospital  Corps  Quarterly.  The  man- 
ual was  first  published  in  1917  and  was  discontinued 
in  1930.  Its  purpose  is  to  provide  practical  and  use- 
ful information  to  hospital  corpsmen  and  to  assist 
in  orientating  them. 


Hard  pressed  to  hold  employees  tempted  by 
higher  pay  in  other  fields,  all  nonprofit  hospitals 
have  been  authorized  by  the  War  Labor  Board  to 
grant  wage  increases  wherever  necessary  to  safe- 
guard the  health  of  communities.* 


The  following  editorial  appeared  in  the  Utica 
Observer  Dispatch  of  February  10: 


“Hospital  Plan,  Inc.,  which  began  here  six  years 
ago  today,  has  had  a speedy  expansion  which  indi- 
cates it  met  a widely  felt  need.  Today  the  plan  has 
more  than  95,000  persons  enrolled,  and  had  paid  out 
more  than  one  and  a quarter  million  dollars  for  the 
care  of  patients  in  local  and  vicinity  hospitals. 

The  local  organization,  operated  without  profit 
to  itself  and  directed  by  prominent  Uticans,  was 
among  the  pioneers  in  the  country.  Now  there  are 
77  Blue  Cross  plans  enrolling  11,000,000  in  the  na- 
tion. The  local  plan  was  the  first,  and  one  of  the 
few,  endorsed  by  the  Farm  Security  Administration. 

“The  plan  has  proved  valuable  to  many  patients 
who  have  found  how  useful  it  can  be  in  time  of  need. 
At  the  same  time,  hospitals  have  been  guaranteed 
an  income  which  helps  them  to  keep  rates  from  going 
higher.”* 


The  following  items  concerning  Huntington  Hos- 
pital have  been  received  from  W.  P.  Kortright, 
M.D.,  Secretary  of  the  Huntington  Hospital  As-  - 
sociation : 

“A  Doctors’  War  Fund  has  been  established  since 
October,  1942,  and  has  been  maintained  by  the 
physicians  of  the  Huntington  Township.  The  pur- 
pose of  this  fund  is  to  provide  regular  financial  as- 
sistance (SI 00  monthly)  to  families  of  those  men 
who  have  gone  into  service.  In  this  way  it  is 
thought  that  an  adjustment  can  be  made  between 
the  civilian  income  and  that  of  an  Army  officer. 
The  fund  is  to  be  given  a one-year  trial.  Trustees 
of  this  fund  are  Dr.  N.  E.  Falkenberg,  Dr.  J.  G. 
Patiky,  and  Dr.  W.  C.  Travis. 

“In  view  of  the  increased  laboratory  work  done  at 
the  hospital,  a drive  will  shortly  take  place  for  funds 
to  build  a modern,  clinical,  pathologic  laboratory. 

“At  its  annual  meeting  the  board  of  trustees  of 
the  Huntington  Hospital  confirmed  the  following 
appointments  for  the  year  1943:  chief  of  surgery, 
Dr.  J.  L.  Sengstack;  chief  of  medicine,  Dr.  N.  E. 
Falkenberg;  chief  of  obstetrics,  Dr.  S.  Teich  (in 
service);  acting  chief  of  obstetrics,  Dr.  L.  P.  G. 
Gouley;  medical  director,  Dr.  E.  D.  Truesdell. 

“The  following  staff  officers  were  elected : president 
of  the  medical  board,  Dr.  M.  R.  Keen;  vice-presi- 
dent and  treasurer,  Dr.  W.  C.  Travis;  secretary, 
Dr.  W.  P.  Kortright.” 


Improvements 


A new  children’s  ward  is  being  added  to  the  East- 
ern Long  Island  Hospital  in  Greenport.* 

Plans  are  under  way  for  additions  to  be  made  to 
the  DeGraff  Memorial  Hospital  in  North  Tona- 
wanda.  * 

Community  Hospital  in  Chatham  has  just  com- 
pleted a new  three-floor  wing.  * 

Ground  work  has  been  begun  on  a new  hospital 
at  Massena.* 

The  new  wing  donated  by  Edmund  A.  Guggen- 
heim, in  memory  of  his  father,  is  now  in  use  at 
Saranac  Lake  General  Hospital.  * 


A new,  small-sized  interval  timer  has  been  de- 
veloped for  timing  x-ray  films  in  process  and  for 
other  laboratory  work.  It  can  also  be  used  in  photo- 
graphic darkrooms. 

The  timer  is  wound,  set,  and  started  by  turning 
the  pointer  to  the  figure  three  and  from  there  either 
forward  or  backward  to  the  desired  number.  Any 
interval  from  one  to  fifteen  minutes  can  be  timed. 
At  the  expiration  of  the  interval  a note  is  struck  on 
the  gong.  The  accuracy  of  timing  is  within  plus  or 
minus  5 per  cent. 

White  figures  on  a black  background  facilitate 
darkroom  visibility.  Below  the  five-minute  marking 
the  dial  is  graduated  in  half-minute  intervals.  The 
timer  is  housed  in  an  attractive  black  plastic  case. 


Interior  construction  on  the  new  $200,000  Town 
of  Sidney  hospital  was  begun  the  last  week  in  Jan- 
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uary  with  the  completion  of  a temporary  heating  ar- 
rangement, according  to  H.  M.  Walton,  Jr.,  chair- 
man of  the  hospital  committee. 

Almost  all  outside  work  on  the  building  has  been 
completed.  Shipments  of  equipment  and  furniture 
are  being  received  daily. 


Mr.  Walton  has  announced  the  receipt  of  two 
gifts  of  $500  to  go  toward  the  cost  of  the  new  struc- 
ture. The  government  will  provide  $133,000  to  the 
total  cost. 

Completion  date  for  the  hospital,  begun  last  July 
1 , has  been  set  for  sometime  after  March  1 . * 


WINGS  FOR  THE  DOCTOR 

Aviation  has  introduced  many  new  elements  into 
the  duties  of  military  physicians.  The  Air  Corps 
surgeon  is  as  much  at  home  in  a plane  as  he  is  in  an 
operating^ room. 

In  fact,  medical  officers  in  all  branches  of  the 
armed  services  have  taken  to  the  air. 

It  is  not  only  in  their  mode  of  transportation  that 
modern  military  physicians  have  become  air-minded. 
The  Air  Corps  medical  officer  must  not  only  provide 
medical  service  for  flight  and  ground  crews  but  must 
check  their  food  and  clothing  and  even  study  plane 
design  from  the  viewpoint  of  health  protection. 

This  is  no  matter  of  stereotyped  routine.  Avia- 
tors’ clothing,  for  example,  must  be  warm  enough 
to  protect  the  body  at  high-altitude  temperatures 
of  60  degrees  below  zero  and  at  the  same  time  allow 
flyers  to  climb  into  the  cockpit  at  ground  tempera- 
tures of  as  high  as  120  degrees.  Ordinary  dietetic 


considerations  are  enhanced  by  the  strain  of  air  com- 
bat, which  markedly  increases  vitamin  require- 
ments. Flyers  must  be  guarded  against  carbon 
monoxide  poisoning;  ground  crews  need  protection 
against  the  possibly  harmful  effects  of  cleaning  sol- 
vents and  spray  paints.  These  are  just  a few  of  the 
day-to-day  problems  of  aviation  medicine. 

In  a field  as  new  as  this,  there  is  necessarily  a vast 
amount  of  research  to  be  done;  and  flight  surgeons 
are  playing  the  dual  part  of  guinea  pig  and  experi- 
menter. In  the  former  role  they  go  through  all  of 
the  acrobatics  of  aerial  combat;  in  the  latter,  they 
carefully  observe  physical  and  mental  reactions. 

The  results  of  this  wartime  research  will  have  far- 
reaching  effects  on  the  development  of  postwar  civil 
aeronautics.  Mankind  is  taking  to  the  air — and 
flying  doctors  are  helping  to  make  flight  safe. — 
J.  Med.  Soc.  Co.  N.Y. 


SEVEN  DIETARY  SUGGESTIONS  FOR  THE  AGED 


Seven  dietary  suggestions  for  the  aged  are  pre- 
sented in  the  J.A.M.A.  for  January  2 by  Edward 
L.  Tuohy,  M.D.,  Duluth,  Minnesota,  in  summari- 
zation of  a special  article  on  the  subject,  prepared 
under  the  auspices  of  the  Association’s  Council  on 
Foods  and  Nutrition.  Dr.  Tuohy  says: 

“1.  Elderly  people  should  start  the  day  with  a 
good  breakfast.  It  should  include  some  substantial 
protein,  and  what  else  depends  on  body  weight  and 
activity.  Protein  adequacy  must  be  maintained  at 
all  ages. 

“2.  As  effort  lessens  and  sedentary  life  super- 
venes, weight  rise  or  fall  should  dictate  the  propor- 
tion of  carbohydrate  taken,  and  as  much  of  this  as 
possible  should  be  from  whole  grain.  While  bran  is 
objectionable,  cracked  wheat  products  are  not. 
Enriching  flour  may  be  a good  expedient,  but  the 
objection  to  dark  breads  should  be  lived  down. 
Potato  is  the  next  best  starch. 

“3.  For  the  obese,  vegetables  and  fruits  should 
act  as  the  ‘fillers’  and  provide  appetite  and  zest  for 
eating  by  meticulous  preparation  and  serving. 

“4.  The  elderly  should  eat  fat  sparingly,  even  as 
the  middle-aged  should  use  it  cautiously.  The  high 
cholesterol  sources  (egg  yolk,  cream,  and  animal 
fats)  should  probably  be  curtailed  wherever  body 
build  family  history,  and  other  indications  portend 


atherosclerosis.  It  is  the  one  decisive  indication  for 
dietary  restriction  after  full  stature  has  been  at- 
tained. The  danger  of  high  blood  cholesterol  is  not 
universal. 

“5.  Tea,  coffee,  and  alcohol  are  useful  stimulants. 
The  abuse  of  alcohol  places  it  for  some  people  in  the 
category  of  both  refined  carbohydrate  and  animal 
source  fat.  As  a vasodilator,  it  inspires  as  well  as 
flushes  the  aged.  One  cannot  say  as  much  for 
tobacco.  It  soothes  and  cuts  off  circulation.  The 
quiet  postprandial  puff  is  rapidly  becoming  a con- 
tinuous process.  Tobacco  is  safer  after  60  than 
before,  because  age  has  by  that  time  made  the  blood 
vessels  less  elastic  and  labile. 

“6.  Food  and  water  (hot  drink)  taken  at  regular 
intervals  revive  the  old.  Food  becomes  the  best 
sleep  producer,  even  though  early  wakefulness 
follows.  Fruit  juices  add  the  needed  vitamin 
content. 

“7.  Hunger  lessens  as  age  advances.  Foods  use- 
less calorically  (condiments,  broths,  relishes)  have  a 
place.  The  teeth,  gastric  acidity,  probably  absorp- 
tive powers,  vitamin  storage — all  begin  to  fail  with 
age.  We  are  able  to  compensate  for  these  losses  with 
vitamins,  iron,  calcium,  hydrochloric  acid,  and  a 
balanced  diet.  The  mouth  becomes  the  nutritional 
barometer  of  health.” — A.M.A.  New. 
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U.S.  Naval  Constr.  Center,  B.O.Q. 
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DIAGNOSIS. . .Cholecystitis 
TREATMENT...  SORPARIN 


Clinicians  are  continuing  to  find  that  a diagnosis  of  chronic  cholecystitis  indicates 
the  use~of  the  new  botanical  agent,  Sorparin  (Ext.  Sorbus  aucuparia  "McNeil"). 

NONTOXIC 

In  addition  to  its  value  as  an  hepato-biliary  stimulant,  Sorparin  is  nontoxic.  There 
are  no  known  contraindications  to  its  use,  not  even  common  duct  obstruction  with 
jaundice.  Thereiore  it  can  be  used  with  safety  in  jaundice  cases. 

three-grain  tablets. 


Sorparin  is  orally  administered  in 


INDICA 

TIONS 


AVERAGE 

DOSAGE 

Two  tablets 
three  times  a 
day  before 
meals,  with 
water. 

Supplied  in 
bottles  of  100, 
500  and  1000. 


Chronic 
cholecystitis; 
hepatic  in- 
sufficiency; 
{catarrhal 
jaundice. 

A Literature 
Ijon  request. 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
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T 

Taylor,  H.  N. 

233  W.  Girard  Blvd.,  Kenmore, 
N.Y. 

Tenke,  J.,  Jr.  (Capt.) 

Station  Hosp.,  Camp  Anza,  Arling- 
ton, Cal. 

TbsIe 

390  Broome  St.,  N.Y.C. 

Town,  A.  E. 

140  E.  54  St.,  N.Y.C. 
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Station  Hosp.,  Robins  Field,  Ga. 
Williams,  R.  X.  (Capt.) 
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340 — 24  St.,  Niagara  Falls,  N.Y. 
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212  W.  92  St.,  N.Y.C. 


Y 

Yafa,  S. 

2 Pearl  St.,  Glens  Falls,  N.Y. 
Yohalem,  M. 

10  W.  96  St.,  N.Y.C. 


Z 

Zaller,  S.  (Capt.) 

Station  Hcsp.,  Camp  Shelby,  Miss. 
Zimmerman,  J.  (Lt.) 

175  Eastern  Parkway,  Brooklyn, 
N.Y. 


TRAINING 

Browsing  through  Mark  Twain  the  other  evening 
we  were  struck  by  the  analogy  between  the  training 
of  a river  pilot  and  that  of  the  surgeon.  Remember, 
in  Life  on  the  Mississippi , Clemens’  discussing  the 
pilot? 

It  goes  like  this:  “A  pilot  must  have  memory; 
but  there  are  two  higher  qualities  which  he  must  also 
have.  He  must  have  good  and  quick  judgment  and 
decision,  and  a cool,  calm  courage  that  no  peril  can 
shake.  Give  a man  the  merest  trifle  of  pluck  to 
start  with,  and  by  the  time  he  has  become  a pilot  he 
cannot  be  unmanned  by  any  danger  a steamboat 
can  get  into;  but  one  cannot  quite  say  the  same 
for  judgment.  Judgment  is  a matter  of  brains,  and 
a man  must  start  with  a good  stock  of  that  article 
or  he  will  never  succeed  as  a pilot. 

“The  growth  of  courage  in  the  pilot-house  is 
steady  all  the  time,  but  it  does  not  reach  a high  and 
satisfactory  condition  until  some  time  after  the 
young  pilot  has  been  ‘standing  his  own  watch’  alone 
and  under  the  staggering  weight  of  all  the  responsi- 
bilities connected  with  the  position.  When  the 
apprentice  has  become  pretty  thoroughly  acquainted 
with  the  river,  he  goes  clattering  along  so  fearlessly 
with  his  steamboat,  night  or  day,  that  he  presently 


begins  to  imagine  that  it  is  his  courage  that  animates 
him;  but  the  first  time  the  pilot  steps  out  and  leaves 
him  to  his  own  devices  he  finds  out  it  was  the  other 
man’s.  He  discovers  that  the  article  has  been  left 
out  of  his  own  cargo  altogether.  The  whole  river  is 
bristling  with  exigencies  in  a moment;  he  is  not 
prepared  for  them;  he  does  not  know  how  to  meet 
them;  all  his  knowledge  forsakes  him;  and  within 
fifteen  minutes  he  is  as  white  as  a sheet  and  scared 
almost  to  death.  Therefore  pilots  wisely  train  these 
cubs  by  various  strategic  tricks  to  look  danger  in  the 
face  a little  more  calmly.” 

Substitute  surgeon  for  pilot;  operating-room  for 
pilot-house;  operation  for  river;  instruments  for 
steamboat;  and  you  have  what  we  mean.  The 
likeness  can  be  applied  to  any  highly  trained 
specialist  who  must  accept  grave  responsibilities. 
It  applies  to  industry  as  well  as  to  the  profes- 
sions. 

The  anxiousness  of  the  novice  to  jump  into  deep 
water  might  well  be  somewhat  curbed  by  a full 
reading  of  Life  on  the  Mississippi.  The  “old  salt,” 
too,  would  be  amused  by  a rereading  of  Mark 
Twain’s  homely  philosophy  and  native  humor. — 
The  Bulletin , Onondaga  County 
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PHYSIOLOGIC  ANTISEPSIS 


ARGYROL 


NO  CILIARY  INJURY 

DECONGESTION  WITHOUT  VASOCONSTRICTION 
DETERGENT  AND  DEMULCENT 
NO  PULMONARY  COMPLICATIONS 
NO  SYSTEMIC  TOXICITY 


Safe  and  Effective  Mucous  Membrane  Therapy 


The  ability  to  kill  micro-organisms  is  but  one  of 
many  factors  which  determine  the  clinical  effi- 
cacy of  a mucous  membrane  antiseptic. 

It  is  because  argyrol  impedes  bacterial  life 
without  injuring  the  tissues ; because  it  aids 
and  does  not  impede  those  natural  defensive 
processes  which  the  tissues  employ  to  throw 
off  infection,  and  because  it  is  non-noxious  to 
the  organism  as  a whole,  that  argyrol  is  truly 
a “physiologic  mucous  membrane  antiseptic.” 

argyrol  effects  a decongestion  through  cir- 
culatory stimulation  and  without  resorting  to 
powerful  artificial  vasoconstriction.  Because 
of  its  unioue  physical  properties  it  is  detergent, 


demulcent,  and  inflammation-dispelling.  But 
it  is  non-injurious  to  the  cilia — nose  vital  role 
in  overcoming  upper  respiratory  infections  has 
been  repeatedly  pointed  out.  argyrol  remains 
equally  bland  and  non-irritating  to  the  tissues 
in  all  concentrations  from  1%  to  50%,  and  it  is 
free  from  the  dangers  of  systemic  toxicity  and 
pulmonary  complications. 

argyrol  has  a superior  clinical  record  to  all 
other  mild  silver  proteins  and  it  is  chemically 
and  physically  different — in  colloidal  disper- 
sion, in  Brownian  movement,  in  pH  and  pAg 
and  in  chemical  reactions.  Insist  on  the  Orig- 
inal argyrol  Package. 


SPECIFY  THE  ORIGINAL  ARGYROL  PACKAGE 


A.  C.  BARNES  COMPANY,  NEW  BRUNSWICK,  N.  J. 

IT  ] ANTISEPTIC  EFFICIENCY  PLUS 

1.  SOOTHING  AND  INFLAMMATION -DISPELLING  PROPERTIES 

2.  NO  CILIARY  INJURY— NO  TISSUE  IRRITATION 

3.  NO  SYSTEMIC  TOXICITY 

4.  NO  PULMONARY  COMPLICATIONS 

5.  DECONGESTION  WITHOUT  VASOCONSTRICTION 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Medical  Legislation 

The  following  bulletin  (No.  3)  was  issued  on  February  5 by  the  Legislative  Bureau  of  the 
Medical  Society  of  the  State  of  N ew  York. 

State  Legislation 


CIISCE  the  last  bulletin  the  Legislature  has  been 
^ asked  to  consider  a request  for  the  payment  by 
the  State  of  the  travel  expenses  of  the  psychiatrist- 
employee  when  the  latter  is  called  to  examine  a de- 
fendant in  a criminal  action ; and  it  is  also  asked  to 
consider  the  proposition  that  the  employer,  by  fur- 
nishing medical  services  or  appliances  for  replace- 
ment or  repair  of  artificial  members  of  the  body,  shall 
not  by  such  action  be  admitting  liability  for  payment 
of  compensation. 

Senator  Erway  wishes  the  serologic  test  and  the 
three-day  waiting  period,  applicable  to  marriage 
licenses,  waived  when  one  of  the  parties  is  in  the 
United  States  armed  forces. 

Senator  Hampton  has  asked  that  children  under 
sixteen  should  not  be  employed  in  theatrical  per- 
formances, motion  pictures,  or  radio  broadcast  per- 
formances without  the  wrritten  consent  of  the  educa- 
tion board. 

Senator  Coughlin  would  extend  the  unemployment 
insurance  provisions  to  include  persons  handling 
food  in  hospitals  and  educational  and  religious  in- 
stitutions. 

Assemblyman  Devany  would  license  as  an  under- 
taker, without  further  examination,  any  honorably 
discharged  soldier,  sailor,  marine,  or  nurse  in  the 
U.S.  forces  having  not  less  than  ten  years’  employ- 
ment under  supervision  of  a licensed  undertaker. 

Assemblyman  Beckinella  recommends  some 
changes  in  the  law  regarding  the  licensure  of  dentists 
from  foreign  countries. 

Assemblyman  Devany  asks  for  an  appropriation 
of  $500,000  to  establish  a program  for  physical  re- 
habilitation of  veterans. 

Assemblyman  M.  Wilson  asks  for  the  creation  of 
a committee  to  investigate  the  question  of  reimburse- 
ment to  the  State  for  the  care,  maintenance,  and 
treatment  of  wards. 

Assemblyman  Glancy  proposes  that  all  students 
who  are  inducted  into  the  armed  forces  while  in  the 
final  year  of  their  course,  but  before  its  completion, 
shall  at  the  close  of  the  w^ar  be  granted  a diploma, 
and  if  it  is  a professional  school,  a license  as  wrell, 
without  further  examination. 

Senator  W.  J.  Mahoney  sponsors  a bill  which 
would  authorize  the  Department  of  Education  to 
revoke  the  license  of  an  optometrist  convicted  of 
advertising. 

Bills  Introduced 

Senate  Ini.  357 — Williamson,  provides  that  tests 
required  of  motor  vehicle  operators  and  chauffeurs 
shall  include  tests  for  eyesight  and  general  physical 
condition,  as  well  as  color  blindness,  all  such  tests 
to  be  required  for  renewral  of  licenses.  Referred  to 
the  Motor  Transportation  Committee. 

Comment:  Mr.  Williamson  introduced  this  bill 

toward  the  close  of  the  session  last  year  but  no 

action  was  taken  upon  it. 

Senate  Int.  515 — Young;  Assembly  Int.  647 — Mil- 
moe , provides  for  forwarding  to  executive  officer  of 
State  Education  Department  a copy  of  all  charges 
against  physicians  in  cases  in  wrhich  subcommittee  of 
Medical  Grievance  Committee,  as  wrell  as  the  Com- 


mittee, shall  deem  a trial  necessary.  Referred  to 
the  Education  Committees. 

Comment:  This  amendment  was  introduced  at 
the  request  of  the  Department  of  Education  and 
has  the  full  approval  of  the  Grievance  Committee 
as  well  as  the  Administrative  Committee  of  the 
Board  of  Regents.  It  will  aid  the  Grievance 
Committee  in  its  study  of  charges  by  permitting 
subcommittees  to  hear  the  cases  first. 

Senate  Int.  522 — Anderson;  Assembly  Int.  643 — 
Knauf,  makes  it  a misdemeanor  to  include  in  any 
newspaper,  radio,  display  sign  or  other  advertise- 
ment, any  statement  wdiich  misrepresents  material, 
frames,  or  mounting  or  price  of  lenses  or  complete 
eyeglasses,  or  price  of  any  frame  unless  advertised 
wfith  words  “without  lenses,”  or  wLich  misrepresents 
service  or  credit  terms.  Referred  to  the  Codes 
Committees. 

Senate  Int.  528 — Baum,  prohibits  employment  of 
domestic  w'orkers  in  a private  household  for  handling 
of  food  or  care  of  children,  wdio  suffer  from  tuber- 
culosis, venereal,  or  other  infectious  diseases; 
householder  must  require  domestic  to  produce  a 
physician’s  certificate  of  good  health.  Referred  to 
the  Health  Committee. 

Comment:  Senator  Baum,  the  new  chairman  of 
the  Health  Committee,  appreciates  the  fact  that 
this  is  probably  not  the  w isest  time  to  sponsor  a 
bill  of  this  kind,  but  feels  that  there  is  a real  need 
for  such  legislation  and  is  introducing  the  bill  for 
educational  purposes.  He  hopes  that  from  the 
discussion  of  the  bill  he  may  arouse  interest  in 
what  he  rightly  considers  a serious  matter,  es- 
pecially w'here  an  infected  person  comes  in  con- 
tact with  growing  children. 

Senate  Int.  537 — W.  J.  Mahoney,  requires  Educa- 
tion Department  to  issue  a certificate  as  certified 
optician  to  any  person  meeting  specified  qualifica- 
tions; prior  to  January  1,  1944,  examination  by 
optometry  board  is  not  required  if  applicant  wras 
engaged  in  vocation  of  optician  in  this  State  for  at 
least  five  years  prior  thereto;  certificate  entitles 
holder  to  make  and  dispense  lenses,  spectacles,  and 
eyeglasses  on  prescriptions  of  physicians  or  optome- 
trists; $10,000  is  appropriated.  Referred  to  the 
Education  Committee. 

Assembly  Int.  437 — Younglove,  providing  for  ap- 
pointment of  assistant  towm  physician  under  certain 
conditions.  Referred  to  the  Internal  Affairs  Com- 
mittee. 

Comment:  Same  as  Setiate  Int.  301 — Young, 
reported  in  Bulletin  No.  2. 

Assembly  Int.  544 — Breed , provides  that  crime  of 
sexual  intercourse  with  person  in  U.S.  militarj'-  serv- 
ice by  one  infected  with  venereal  disease  shall  be 
punishable  by  imprisonment  for  not  less  than  l1/-. 
years  nor  more  than  3 years.  Referred  to  the  Health 
Committee. 

Comment:  In  an  address  given  at  the  annual 
American  Social  Hygiene  celebration  recently,  it 
was  brought  out  that  the  prostitute  is  not  the 
principal  carrier  of  infection  so  far  as  the  military 
forces  are  concerned.  Investigation  has  shown 
that  four  times  as  many  soldiers  are  infected  from 
[Continued  on  page  468] 
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contacts  with  willing  girls  in  the  “teens”  as  from 
prostitutes.  This  bill  amends  the  law  by  stating 
the  penalty  to  be  imposed  for  its  violation. 
Assembly  Int.  636 — Fogarty,  provides  that  an 
employee  mentally  disabled  as  result  of  accident 
arising  out  of  employment  shall  be  entitled  to  re- 
ceive medical  care  and  maintenance  in  public  hos- 
pital or  institution  at  expense  of  employer  and  with- 
out deductions  from  workmen’s  compensation 
award.  Referred  to  the  Labor  Committee. 

Assembly  Int.  666 — Mitchell , empowers  New 
York  City  magistrate  to  try  to  punish  any  person 
charged  with  violating  sections  of  sanitary  code, 
the  penalty  to  be  a fine  not  exceeding  $25,  or  im- 
prisonment not  exceeding  10  days,  or  both.  Re- 
ferred to  the  Judiciary  Committee. 

Assembly  Int . 669 — Suitor,  provides  that  in  case 
of  death  occurring  without  medical  attention, 
coroner  may  be  notified,  as  well  as  local  health  officer, 
to  investigate  and  certify  as  to  cause  of  death; 
legalizes  acts  heretofore  performed  by  coroners. 
Referred  to  the  Health  Committee. 

Comment : This  bill  passed  both  houses  last 
year  but  was  vetoed  by  the  Governor. 

Assembly  Int.  672 — Pillion , extends  until  July  1, 


1944,  provisions  permitting  person  inducted  into 
military  service  and  licensed  to  practice  medicine, 
dentistry,  and  other  professions  and  occupations, 
to  apply  for  renewal  of  license  without  examination 
within  three  months  after  termination  of  military 
service.  Referred  to  Education  Committee. 

Comment:  Last  year  Senator  Burney  and  As- 
semblyman Pillion  sponsored  a bill  which  would 
protect  the  licenses  and  registrations  of  pro- 
fessional people  who  were  inducted  into  the 
Army  for  a period  after  the  close  of  the  war.  That 
bill  was  enacted  into  law.  Its  provisions  take  care 
of  all  who  are  inducted  prior  to  July  1,  1943. 
This  measure  extends  the  time  to  July  1,  1944. 

Action  on  Bills 

S.  Int.  311 — Hampton — Habit-forming  drugs — Re- 
ported. 

S.  Int.  328 — Bewley — Tax  deductions,  medical  ex- 
penses, etc. — Third  Reading. 

John  L.  Bauer 
Walter  W.  Mott 
Leo  F.  Simpson 
Committee  on  Legislation 
Joseph  S.  Lawrence 
Executive  Officer 


PAMPHLET  ON  VENEREAL  DISEASE 
A sixteen-page  pamphlet  entitled  “Office  Pro- 
cedures in  the  Laboratory  Diagnosis  of  Venereal 
Diseases”  is  being  offered  free  to  all  physicians  by 
the  Bureau  of  Social  Hygiene  of  the  New  York  City 
Department  of  Health,  125  Worth  Street,  New  York 
City.  A request  on  a postcard  will  bring  you  a copy. 
The  booklet  explains  approved  methods  of  clinical 


pathologic  laboratory  procedures,  all  of  which  may 
be  employed  by  the  practitioner  in  his  own  office. 
These  include  preparations  of  gonococcal  smears, 
method  of  staining,  collection  of  culture  material; 
also  detailed  data  on  examination  for  trichomonas 
vaginalis,  syphilis,  granuloma  inguinale,  lympho- 
granuloma inguinale,  and  chancroid. 


HITLER  AND  THE  DEVIL 

Hitler  called  the  Devil  up  on  the  telephone  one  day. 

The  girl  at  Central  listened  to  all  they  had  to  say. 

“Hello,”  she  heard  Hitler  say,  “Is  Old  Man  Satan 
Home? 

Just  tell  him  it’s  the  dictator  who  wants  him  on  the 
phone.” 

The  Devil  said,  “Howdy,”  and  Hitler,  “How  are 
you? 

I’m  running  a hell  here  on  earth,  so  tell  me  what  to 
do.” 

“What  can  I do,”  the  Devil  said,  “dear  old  pal  of 
mine? 

It  seems  you  don’t  need  any  help — you’re  doing 
mighty  fine.” 

“Yes,  I was  doing  very  good  until  awhile  ago, 

When  a man  named  Uncle  Sam  wired  me  to  go  slow : 

He  said  to  me,  ‘Dear  Hitler,  we  don’t  want  to  be 
unkind 

But  you  have  raised  hell  enough,  so  you’d  better 
change  your  mind.’ 

I thought  the  lend-lease  bill  was  bluff,  and  could 
never  get  it  through, 


But  he  soon  put  me  on  the  spot  when  he  showed  me 
what  he’d  do. 

Now  that’s  why  I called  you,  Satan — I need  advice 
from  you, 

For  I know  that  you  will  tell  me  just  what  I ought 
to  do.” 

“My  dear  Hitler,  there  is  not  much  left  to  tell, 

For  Uncle  Sam  will  make  it  hotter  than  I can  here 
in  Hell. 

I have  been  a mean  old  Devil,  but  not  half  so  mean 
as  you, 

So  the  minute  that  you  get  here  the  job  is  yours  to 
do. 

“I’ll  be  ready  for  your  coming,  and  I’ll  keep  the  fires 
all  bright, 

And  I’ll  have  your  room  all  ready  when  Sam  begins 
to  fight, 

For  I see  your  days  are  numbered  and  there’s  noth- 
ing left  to  tell, 

So  hang  up  your  phone,  get  your  hat,  and  meet  me 
here  in  Hell.” 


Personalized  G-E  Field  Service 
Is  Not  Only  For  The  Duration 


\ To  users  of  G-E  x-ray  and 
Tectromedical  apparatus,  the 
laintenance  service  rendered 
l»y  factory-trained  men  in  G-E’s 
local  branches  and  regional 
\ ervice  depots  is  increasingly 
important  these  days.  And  they 
Ire  getting  it  despite  many  of 
[he  handicaps  which  war  restric- 
tions impose. 


ror  many  years  this  personalized 
held  service  has  been  available 
[o  G-E  customers  everywhere, 

[vho  have  come  to  recognize  it 
I s a prime  requisite  to  the  con- 

f inued  satisfactory  operation  of  all  high-grade  technical  equip- 
ment. That’s  why  G-E  Field  Service  functioned  before  the 
)var  and  will  continue,  on  a still  larger  scale,  in  the  peace 
ears  to  come. 


In  your  particular  area  this  maintenance  and 
technical  service  is  extended  through  the  fol- 
lowing G-E  offices  and  regional  service  depots: 

NEW  YORK  CITY 

205  East  42nd  Street 


LONG  ISLAND  CITY 


Perhaps  you’ve  heard  about  "P.I.  and  A” — G-E’s  Periodic  In- 
spection and  Adjustment  Service — which,  incidentally,  was  not 
nspired  by  the  exigencies  of  war,  but  for  thirteen  years  has 
lelped  physicians,  hospitals,  and  clinics  to  keep  their  x-ray  and 
ilectromedical  apparatus  in  tip-top  operating  condition. 

! To  become  better  acquainted  with  these  service  facilities  pro- 
dded for  your  immediate  vicinity,  you  need  only  to  get  in 
ouch  with  one  of  the  following  G-E  headquarters  offices  or 
regional  service  depots.  You’ll  find  the  G-E  representative 
| vho  calls  on  you  a reliable  source  of  helpful  suggestions. 


54  Cuthbert  Place 

NEW  ROCHELLE 

470  Pelham  Road 

HYDE  PARK 

P.  O.  Box  183 

ALBANY 

Room  408,  75  State  Street 

SARANAC  LAKE 

114  Park  Avenue 

ROCHESTER 

209  Medical  Arts  Building 
Alexander  St.  at  Gardiner  Pk. 

BUFFALO 

151  W.  Mohawk  Street 


GENERAL  % ELECTRIC 
X-RAY  CORPORATION 


SYRACUSE 

Room  901,  Chimes  Building 

ELMIRA 

215  W.  Wafer  Street 
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Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue 
Brooklyn,  N.  Y.  Acknowledgement  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 

REVIEWED 


Ophthalmology  and  Otolaryngology.  Prepared 
and  Edited  by  the  Subcommittees  on  Ophthalmology 
and  Otolaryngology  of  the  Committee  on  Surgery 
of  the  Division  of  Medical  Sciences  of  the  National 
Research  Council.  Octavo  of  331  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1942. 
Cloth,  $4.00. 

This  work  is  one  of  a series  issued  by  the  National 
Research  Council  to  present  in  compact  form  essen- 
tial, up-to-date,  and  reliable  information  on  military 
surgery. 

This  manual  is  a welcome  addition  to  the  series 
and  will  prove  beneficial  to  any  physician  who  wants 
it  for  quick  reference  or  mature  study,  either  in 
military  service  or  civilian  practice.  It  is  designed 
especially  for  the  general  practitioner  in  order  to  aid 
him  in  getting  an  inside  view  of  war  injuries  such 
as  those  that  maj  occur  in  any  of  the  armed  forces. 

The  drawings  are  excellent  for  their  simplicity  so 
that  the  beginner  may  have  a clear  picture  of  the 
subject  under  discussion. 

It  is  well  written  and  is  an  ideal  companion  to 
texts  on  ophthalmology  and  otolaryngology.  How- 
ever, we  doubt  that  anyone  would  undertake 
surgery  as  described  herein,  unless  he  has  seen 
these  operations  performed. 

Joseph  E.  Braunstein 

Practical  Survey  of  Chemistry  and  Metabolism 
of  the  Skin.  By  Morris  Markowitz,  M.D.  Octavo  of 
196  pages.  Philadelphia,  The  Blakiston  Company, 
1942.  Cloth,  $3.50. 

In  his  preface  the  author  states:  “The  material 
in  this  book  is  presented  to  the  students  and  prac- 
titioners of  medicine  as  a general  survey  of  funda- 
mental facts  necessary  to  a better  understanding  of 
dermatology.”  The  book  is  divided  into  4 general 
parts  which  include:  The  Chemistry  of  the  Skin, 
Hematology,  Blood  Chemistry,  and  Vitamins  in 
Dermatoses. 

It  is  a difficult  task  to  select  for  others,  or  even  to 
attempt  to  point  out  for  their  enjoyment,  any  one 
or  more  of  the  important  items  contained  in  the  29 
chapters  into  which  the  4 major  parts  have  been  sub- 
divided. Some  idea  of  the  contents  may  be  gained 
through  a cursory  glance  at  the  headings  of  the 
chapters. 

The  chemistry  of  the  skin  deals  intimately  with 
the  organic  and  inorganic  elements  contained  within 
the  substance  of  the  skin ; biologic  oxidation  and  re- 
duction; the  enzymes;  the  acid -base  balance,  pig- 
ments; and  absorptivity  and  permeability.  The 
chapters  on  the  blood  contained  in  the  second  part 
are  of  vital  interest  to  the  general  man  as  well  as 
to  the  dermatologist.  From  a dietetic  standpoint, 
the  information  gained  from  a chemical  examination 
of  the  blood  may  often  show  the  presence  of  changes 
that  would  indicate  the  proper  treatment  to  pursue. 
For  example,  an  excess  of  glycogen,  or  an  increase  of 
uric  acid,  would  indicate  a reduced  carbohydrate 
intake  and  a lowered  purine  diet,  respectively,  or  an 
excess  of  nonprotein  or  urea  nitrogen  would  call  for 
a decrease  in  albuminous  foods.  The  subject  of 
vitamins  and  that  of  avitaminosis  in  dermatology 
are  exhaustively  treated  and  represent  the  latest 
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thought.  The  author  has  written  this  book  to 
encourage  the  student  as  well  as  the  general  prac- 
titioner to  make  use  of  every  possible  aid  which 
science  has  placed  at  his  disposal  to  assist  in  his 
diagnosis  and  treatment.  Each  subject  is  treated 
by  the  author  in  such  manner  as  to  show  the  rela- 
tionship between  the  facts  elicited  and  their  applica- 
tion in  practice.  A complete  bibliography  is 
appended  to  each  chapter. 

Nathan  Thomas  Beers 

Management  of  the  Sick  Infant  and  Child.  By 

Langley  Porter,  M.D.,  and  William  E.  Carter,  M.D. 
Sixth  revised  edition.  Octavo  of  977  pages,  illus- 
trated. St.  Louis,  C.  V.  Mosby  Company,  1942. 
Cloth,  $11.50. 

The  sixth  edition  of  this  well-accepted  single 
volume,  pertaining  to  the  sick  infant  and  child,  has 
the  same  clarity  of  purpose  as  previous  editions. 
New  advances,  drawn  from  many  sources,  have 
been  incorporated. 

Particularly  excellent  is  the  chapter  of  162 
pages  on  “Methods.”  It  is  well  illustrated  and  will 
be  found  useful  to  those  using  the  hollow  needle  and 
tube. 

This  book  compares  favorably  with  other  well- 
known  single  volumes  on  pediatrics. 

Thurman  B.  Givan 

Urological  Diseases  of  Pregnancy.  By  E.  Gran- 
ville Crabtree,  M.D.  Octavo  of  472  pages,  illus- 
trated. Boston,  Little,  Brown  and  Company,  1942. 
Cloth,  $6.50. 

This  volume  is  a scientific,  thorough,  and  com- 
prehensive work  from  the  able  pen  of  an  outstanding 
urologist. 

Dr.  Crabtree  has  had  twenty  years  of  active  ex- 
perience in  the  field  and  has  contributed  numerous 
papers  to  the  literature  during  that  period.  He  has 
made  a definite  effort  to  establish  urologic  diseases 
in  pregnancy  as  an  entity.  Although  the  time  ap- 
parently is  not  at  hand  for  another  subdivision  of  a 
specialty,  further  need  for  closer  collaboration  be- 
tween urologists,  obstetricians,  and  gynecologists 
is  definitely  indicated.  Even  though  there  are 
numerous  local  and  constitutional  factors  peculiar 
to  urology  in  pregnancy,  it  must  be  generally  stated 
that  urology  is  still  an  entity  whether  in  adults, 
children,  or  pregnant  women. 

The  subjects  are  well  illustrated,  with  convenient 
references  at  the  end  of  each  chapter.  A chapter 
on  toxemia  of  pregnancy  by  Dr.  George  C.  Prather  is 
included. 

The  reader  cannot  fail  to  be  impressed  with  the 
enormous  amount  of  time  and  effort  required  by  the 
author  to  complete  the  book.  He  deserves  special 
commendation  for  his  valued  contribution,  which 
may  be  considered  as  a reference  text  for  urologists, 
obstetricians,  and  gynecologists,  as  well  as  for  the 
general  profession. 

Augustus  Harris 

The  History  and  Evolution  of  Surgical  Instru- 
ments. By  Dr.  C.  J.  S.  Thompson.  Quarto  of  113 

[Continued  on  page  472]  ^ 
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SPENCER 
Breast  Supports 

For  Pre-Natal  and  Nursing 


Spencer  Maternity  Support  Spencer  Nursing  Support 

Each  Spencer  Breast  Support  for  pre-natal  wear, 
like  all  Spencer  Supports,  is  individually  designed  for  the 
one  patient  who  is  to  wear  it,  to  lift  and  hold  breasts  in 
natural,  healthful  position,  without  compression. 

It  improves  circulation — protects  delicate  inner 
tissues — helps  prevent  outer  skin  from  stretching  and 
breaking — aids  breathing — improves  appearance — en- 
courages erect  posture.  Easily  adjustable  to  increasing 
development. 

Painful,  engorged  breasts  are  often  relieved  by  a 
Spencer,  as  it  allows  veins  to  empty  easily.  (A  further 
advantage  is  gained  later  in  increased  milk  supply  from 
equalization  of  circulation  during  pregnancy.) 

Guards  Against  Caking  and  Abscessing 

The  Spencer  Breast  Support  for  nursing  mothers 
provides  protection  against  caking  and  abscessing.  Pad- 
ded slide-fastener  in  front  for  nursing  convenience. 

For  service  look  in  telephone  book  under  “ Spencer 
Corse  tiere"  or  write  direct  to  us. 


SPENCER  INCORPORATED, 

137  Derby  Ave.,  New  Haven,  Conn. 

In  Canada:  Rock  Island,  Quebec. 

In  England:  Spencer  (Banbury)  Ltd.,  Banbury 
Oxon. 

Please  send  me  booklet,  "How  Spencer  Sup- 
ports Aid  the  Doctor's  Treatment." 

M.  D. 

Address C-3 
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pages,  illustrated.  New  York,  Schuman’s.  1942 
Cloth,  $8.50. 

In  1941  Nazi  bombs  destroyed  a good  part  of  the 
collection  of  surgical  instruments  gathered  in  the 
course  of  many  years  in  the  building  of  the  Royal 
College  of  Surgeons  of  London.  It  is,  therefore, 
especially  significant  to  have  published  at  the 
present  time  this  volume  by  Dr.  C.  J.  S.  Thompson, 
who  is  curator  of  the  Royal  College  of  Surgeons  and 
well  known  as  a medical  historian,  for  his  book  is 
almost  a complete  record  of  the  Royal  College  col- 
lections. Dr.  Thompson’s  book  is  a detailed,  com- 
prehensive survey  of  the  development  of  surgical 
instruments.  Mr.  Henry  Schuman,  the  publisher, 
has  presented  the  work  in  a beautiful  format  and 
deserves  credit  for  his  contribution  to  this  sig- 
nificant achievement. 

George  Rosen 


Psychological  Effects  of  War  on  Citizen  and 
Soldier.  By  R.  D.  Gillespie,  M.D.  Octavo  of  250 
pages.  New  York,  W.  W.  Norton  & Company, 
1942.  Cloth,  $2.75. 

The  author  of  this  book  has  an  international 
reputation  as  a leader  in  psychiatry.  Here  he 
presents  first-hand  observations  of  psychologic 
effects  of  modern  warfare  on  the  civilian  population 
as  well  as  on  the  members  of  the  armed  forces. 
He  gives  an  excellent  resume  of  his  experiences  in 
this  particular  field  and  makes  many  valuable  sug- 
gestions for  the  prevention  of  mental  disorders. 
The  book  is  divided  into  seven  chapters  devoted  to 
the  following  topics:  changing  concepts  in  psy- 
choneuroses, constitutional  factors  in  psychoneuro- 
ses, social  factors  in  psychoneuroses,  psychoneuroses 
among  civilians  in  war,  psychoneuroses  in  the  fight- 
ing forces,  morale — individual,  national,  and  human 
relationships  in  the  postwar  world.  There  is  a 
bibliography  pertaining  to  articles  written  by 
different  authorities  on  special  points  treated  by 
the  author. 

This  book  is  a lucid  explanation  of  the  modern 
concepts  of  the  psychoneuroses  and  naturally  is  a 
very  timely  one. 

It  is  highly  recommended  to  all  intelligent 
people. 

Irving  J.  Sands 

Central  Autonomic  Regulations  in  Health  and 
Disease.  With  Special  Reference  to  the  Hypo- 
thalamus. By  Heymen  R.  Miller,  M.D.  Octavo 
of  430  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1942.  Cloth,  $5.50. 

There  has  long  been  a need  for  a book  on  the 
central  autonomic  nervous  system  written  from 
the  standpoint  of  the  clinician.  The  author  is  es- 
sentially a clinician  who  has  combined  bedside 
experience  with  a sound  neuroanatomic  and  neuro- 
physiologic knowledge  of  the  hypothalamus  and  its 
connections.  The  value  of  the  book  lies  in  the  cor- 
relation of  the  central  autonomic  nervous  system 
in  relation  to  clinical  medicine.  The  author  has  in- 
cluded terse  presentation  of  cases  to  illustrate  the 
material.  The  general  practitioner  will  find  a great 
deal  of  value  in  the  discussion  of  the  central  regula- 
tion of  respiration,  sleep,  circulation,  water  metabo- 
lism, the  genitourinary  system,  and  the  alimentary 
tract.  Chapters  on  the  use  of  drugs  that  affect  the 
autonomic  nervous  system  greatly  enhance  the 
value  of  the  book. 

Furthermore,  without  having  to  resort  to  a text- 
book on  neuroanatomy,  the  reader  will  find  included 
[Continued  on  page  474] 
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a comprehensive  description  of  the  anatomy  of  the 
hypothalamus  and  its  fiber  connections.  Contro- 
versial matter  has  been  wisely  eliminated. 

The  material  is  well  organized  and  interestingly 
presented.  One,  therefore,  has  no  hesitapcy  in 
recommending  this  book  to  the  general  practitioner 
as  well  as  to  the  specialist.  Both  will  feel  repaid 
by  securing  it  for  daily  reference  as  well  as  for  the 
library. 

Joseph  L.  Abramson 

Medical  Manual  of  Chemical  Warfare.  Revised 
Edition.  Octavo  of  106  pages,  illustrated.  Brook- 
lyn, Chemical  Publishing  Companv,  1942.  Cloth, 
-12.50. 

This  manual  begins  with  a brief  summary  of  chemi- 
cal warfare  agents  that  may  be  encountered  in  a 
modern  gas  attack.  This  is  followed  by  a discussion 
of  the  toxic  effects  produced  on  the  different  organ 
systems  by  vesicants,  pulmonary  irritants,  and  sys- 
temic poisons.  The  nature  and  effects  of  the 
harassing  agents  are  also  described. 

Methods  for  decontamination  and  treatment  of 
casualties  resulting  from  each  type  of  compound 
are  given,  as  well  as  the  procedures  for  protecting 
the  body  against  their  toxic  action. 

An  atlas  of  ten  plates  showing  the  various  types  of 
lesions  that  may  be  encountered  is  added  as  an  ap- 
pendix. Much  important  material  has  been  gath- 
ered together  to  make  this  book  a useful  compen- 
dium for  the  medical  gas  officer. 

Alfred  Goerner 

Serology  in  Syphilis  Control:  Principles  of 
Sensitivity  and  Specificity.  With  an  Appendix  for 
Health  Officers  and  Industrial  Physicians.  By 
Reuben  L.  Kahn,  M.S.  Octavo  of  206  pages.  Balti- 
more, Williams  & Wilkins  Company,  1942.  Cloth, 
$3.00. 

This  is  not  a book  of  technic.  It  deals  with  the 
principles  of  serology  and  represents  an  amplifica- 
tion of  six  lectures  which  were  delivered  at  the 
U.S.  Naval  and  U.S.  Army  Medical  Schools  in 
Washington,  D.C.  It  is  of  value  to  serologists  and 
pathologists  who  are  interested  in  serologic  studies 
of  syphilis.  A small  book  of  191  pages,  it  has  ex- 
cellent references  and  statistical  diagrams  and  is  a 
valuable  addition  to  any  hospital  library.  One 
does  not  have  to  agree  that  the  Kahn  test  for  syph- 
ilis is  the  most  sensitive  and  most  specific  in  order  to 
enjoy  this  book. 

M.  J.  Fein 


Traumatic  Surgery  of  the  Jaws.  Including  First- 
Aid  Treatment.  By  Kurt  H.  Thoma,  D.M.D. 
Quarto  of  315  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Company,  1942.  Cloth,  $6.00. 

This  well-arranged  and  intelligently  written  book 
is  profusely  illustrated  with  photographs,  x-rays, 
and  drawings  to  facilitate  the  understanding  of  the 
text.  The  text  is  in  clear,  easily  readable,  large  type. 
There  are  ten  chapters,  the  first  three  of  which  are 
devoted  to  first  aid  treatment,  examination  of  the 
patient,  and  treatment  planning.  Chapter  IV  con- 
siders facial  and  oral  war  wounds,  and  Chapter  \ 
deals  only  with  traumatic  injuries  to  the  teeth. 

Fractures  and  deformities  of  the  mandible,  max- 
illa, condyle,  and  mandibular  joint  are  discussed, 
with  their  detailed  treatment,  in  the  main  body  of 
the  book.  The  book  closes  with  a chapter  which  not 
only  elucidates,  but  also  gives  examples  of  diet, 
bandaging,  and  nursing  care,  so  essential  for  recov- 
ery in  these  types  of  injuries. 
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EXECUTIVES  ARE  ESSENTIAL,  TOO! 

With  manpower  the  first  vital  war  need,  the  public 
and  even  those  that  govern  activities  have  narrowed 
their  view  of  this  most  important  essential  to 
laborers  and  skilled  mechanics — forgetting  that 
executives  are  equally  necessary. 

At  the  Congress  on  Industrial  Health,  in  January, 
the  program  came  to  a close  with  a discussion  by 
Dr.  Walter  Alvarez  on  “The  Care  and  Feeding  of 
Executives.” 

Most  important  was  the  advice  given  executives 
to  “slow  down,”  and  to  take  adequate  rest  and  learn 
to  let  subordinates  shoulder  some  of  the  responsibil- 
ity. Executives,  today,  are  even  more  essential  to 
their  companies  and  to  their  country  than  normally, 
and  we  must  remember  that  the  mortality  of  execu- 
tives and  other  overburdened  brain-workers  and  the 
incidence  of  serious  degenerative  diseases  in  this 
group  appear  much  higher  than  among  manual 
laborers. 

Dr.  Alvarez  suggested  these  health  rules  for  execu- 
tives: 

1.  Slow  down. 

2.  Take  a month’s  vacation,  or  at  least  a short 
rest  now  and  then. 

3.  Delegate  authority  to  others. 

4.  If  you  cannot  sleep,  a soporific  will  be  helpful. 

5.  Do  not  smoke  too  much. 

6.  If  you  do  play,  do  not  play  too  intensely. 

7.  Don’t  get  angry. 

8.  If  you  are  gaining  weight,  avoid  fats  and  sugar. 

9.  If  your  heart  muscles  are  not  so  good,  walk  and 
live  at  a slower  pace. 

Punctuating  this  commonsense  advice,  Dr. 
Alvarez  remarked,  “The  phenomenon  of  nervous 
breakdowns  among  executives  is  quite  common, 
probably  because  such  men  not  only  work  too  long 


hours  in  the  office,  but  also  take  up  most  of  their 
time  outside  with  talking  shop  and  making  contacts 
which  will  apparently  be  helpful.” 

Dr.  Alvarez  characterized  an  executive  as  a man 
who  lives  intensely  and  hastily  and  does  strenuously 
whatever  he  sets  out  to  do. 

He  pointed  out  that  the  common  symptoms  of 
nervous  breakdown  include  a sense  of  impaired 
health  and  energy;  getting  up  tired  in  the  morning; 
“playing  out”  by  noon;  feeling  a need  for  forcing 
the  brain;  or  feeling  a sense  of  tension.  To  these 
can  be  added,  insomnia,  increasing  irritability,  im- 
patience, ill  humor,  and  “a  desire  to  snap  heads  off.” 

Another  interesting  feature  of  the  talk  by  Dr. 
Alvarez  was  his  analysis  of  the  overwhelming  com- 
plexities of  modern  affairs — science,  industry,  gov- 
ernment— as  compared  with  the  comparatively 
short  time  given  the  human  organism  to  adjust 
itself  to  them.  It  is  less  than  a half-dozen  genera- 
tions since  life  was  rather  primitive  and  its  demands 
on  the  mind  very  much  less  severe.  In  some  trop- 
ical islands,  the  inabitants  still  live  according  to 
their  primeval  customs.  Even  in  this  country, 
many  of  our  bright  youngsters  of  foreign  extraction 
had  grandparents  who  lived  in  a routine  of  simplicity 
and  easy  habits  .... 

The  brain,  therefore,  can’t  take  it.  “Only  a small 
percentage  of  men  in  the  nation  have  the  type  of 
keen  brain  that  can  grasp  the  big  problems  of  modern 
business  and  science.  What  is  worse,  is  the  fact 
that  even  these  keen  brains  are  unable  to  stand  for 
any  long  time  the  strain  of  constant  and  heavy  use.” 

Nevertheless,  concluded  Dr.  Alvarez,  the  execu- 
tive is  an  important  national  asset  and  he  must  look 
to  his  health  for  the  nation’s  sake. 
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It  is  the  reviewer’s  honest  opinion  that  this  book 
should  be  read  by  every  maxillofacial  surgeon  as 
well  as  every  oral  surgeon.  The  book  demonstrates 
the  necessity  for  cooperation  between  these  special- 
ists if  a good  result  is  to  be  expected.  The  one  can- 
not expect  proper  end  results  without  the  aid  of  the 
other. 

The  book  is  a fine  one,  thoroughly  covering  a 
limited  field. 

Thomas  B.  Wood 


Animals  Are  My  Hobby.  By  Gertrude  Davies 
Lintz.  Octavo  of  301  pages,  illustrated.  New 
York,  Robert  M.  McBride  & Company,  1942. 
Cloth. 

Here  is  a book  about  animals  written  by  a woman 
who  combines  two  rare  qualities  seldom  possessed 
by  one  individual — namely,  greatness  of  heart  and 
the  ability  to  express  one’s  thoughts  and  emotions 
in  a style  that  makes  reading  of  these  pages  a joy 
long  to  be  remembered. 

After  perusing  the  book  from  cover  to  cover  it  is 
difficult  to  decide  whether  the  author  is  a thorough 
scientist,  a literary  genius,  or  both.  Judging  her 
by  the  merit  of  this  book,  she  rightfully  belongs  to 
both  categories. 

To  review  Mrs.  Lintz’s  book  is  a labor  of  love. 
Here  one  will  find  a rather  detailed  and  scientific 
discussion  on  modern  nutrition.  Animal  behavior 
so  ably  analyzed  by  the  author  may  profitably  be 
applied  to  child  behavior.  In  fact,  various  phases 
of  child  care  may  be  borrowed  and  applied  in  no 
small  measure  from  Mrs.  Lintz’s  detailed  analyses 
and  from  her  numerous  experiments  here  cited. 

The  animals  discussed  embrace  St.  Bernards, 
guinea  pigs,  reptiles,  but  monkeys  and  apes  occupy 
most  of  Mrs.  Lintz’s  experiments  and  investiga- 
tions. 

Readers  who  have  enjoyed  the  work  of  the  late 
Terhune  will  find  Mrs.  Lintz’s  a postgraduate 
study.  While  the  former  was  largely  emotion  greatly 
colored,  the  latter  combines  with  her  emotions  a 
goodly  quantity  of  soul  and  humaneness  as  well  as 
an  enormous  quantity  of  cold  scientific  information 
that  should  prove  most  valuable  as  reference  ma- 
terial for  further  study.  All  through  these  pages 
the  reader  will  be  conscious  of  a depth  of  concern 
and  compassion  for  God’s  creatures,  big  and  little, 
animal  and  human.  To  read  this  book  is  to  come 
to  the  realization  of  the  oneness  of  man  and  all 
other  living  beings,  the  realization  that  both  are 
God’s  children. 

Harry  Apfel 


Surgical  Physiology.  By  Joseph  Nash,  M.D. 
Quarto  of  496  pages.  Springfield,  Charles  C. 
Thomas,  1942.  Cloth,  $6.00. 

Surgical  Physiology  is  essentially  a study  of  the 
physiology  of  the  various  systems  of  the  body, 
including  the  modern  physiologic  concepts  resulting 
from  scientific  research. 

The  title  of  the  book  is,  we  presume,  directed 
toward  interesting  the  surgeon  and  the  student  of 
surgery  in  a more  detailed  study  of  the  subject. 
The  subject-matter  of  this  book,  however,  should  be 
just  as  important  and  interesting  to  the  internist 
as  it  is  to  the  surgeon,  although  the  chapter  on 
“Surgical  Shock”  and  the  section  on  “Body  Fluids” 
are  most  important  to  the  surgeon. 

The  part  of  Chapter  VIII  dealing  with  “Vitamins 
in  Surgery,”  although  brief,  is  most  interesting,  as 
is  Chapter  XIII,  in  which  the  “Physiology  of  the 
Thyroid  and  Parathyroid”  are  discussed. 
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The  sections  dealing  with  the  “Physiology  of  the 
Cerebrospinal  Nervous  System”  and  the  “Auto- 
nomic Nervous  System”  are  discussed  in  detail, 
giving  excellent  classifications  of  various  disorders 
and  the  physiologic  background  for  degeneration 
and  regeneration  as  a result  of  disturbances  in  these 
systems. 

The  physiology  discussed  in  this  text  is,  for  the 
most  part,  included  in  various  volumes  dealing  with 
surgery  of  the  systems  of  the  body,  and  for  this 
reason  the  inclusion  in  one  volume  of  all  the  impor- 
tant physiology  of  the  body  to  date  makes  this 
text  an  excellent  reference  book  on  this  all-impor- 
tant subject. 

Herbert  T.  Wikle 

Human  Pathology.  By  Howard  T.  Karsner, 
M.D.  Sixth  edition.  Quarto  of  817  pages,  illus- 
trated. Philadelphia,  J.  B.  Lippincott  Company, 
1942.  Cloth,  $10. 

This  standard  textbook,  now  published  in  its 
sixth  edition,  needs  no  introduction  to  the  pro- 
fession. The  author  has  revised  the  previous  text 
and  has  added  sections  referring  to  current  knowl- 
edge in  order  to  bring  the  book  up  to  date.  Cer- 
tain additions  to  this  volume  deserve  mention;  for 
example,  a section  on  vitamin  deficiencies  has  been 
included  and  the  question  of  shock  has  been  studied 
from  the  viewpoint  of  the  pathologist.  The  excellent 
material  on  tumors  has  been  enlarged  and,  as  the 
author  states  in  his  preface,  has  been  rewritten  to 
“incorporate  the  results  of  recent  research.”  One 
noticeable  feature  that  distinguishes  this  from 
previous  editions  is  the  use  of  more  actual  photo- 
graphs of  gross  and  microscopic  material,  which 
contrast  favorably  with  many  of  the  old  drawings 
that  always  appeared  to  be  somewhat  artificial. 
Each  chapter  of  the  text  is  replete  with  many  refer- 
ences bearing  on  the  subject-matter.  It  is  note- 
worthy that  these  references  cover  in  many  in- 
stances the  most  recent  periodical  literature.  The 
departure  in  this  edition  of  the  arrangement  of  the 
text  with  shortened  lines,  provided  by  the  printing 
of  two  columns  to  the  page,  is  a delight  to  the 
reader  and  a credit  to  the  art  of  the  publisher. 

Theo.  J.  Curphey 

Communicable  Diseases.  By  Nina  D.  Gage, 
R.N.,  and  John  F.  Landon,  M.D.  Third  edition 
Octavo  of  458  pages,  illustrated.  Philadelphia, 
F.  A.  Davis  Company,  1942.  Cloth,  $3.50. 

This  book  on  the  communicable  diseases  is  an 
excellent  text  and  guide  for  the  nursing  profession. 
In  this,  the  third  edition,  it  has  been  brought  further 
up  to  date  by  the  addition  of  six  chapters  and  twelve 
illustrations.  New  chapters  have  been  added  on 
yellow  fever,  plague,  and  tetanus,  while  those  on 
diphtheria,  scarlet  fever,  poliomyelitis,  and  psitta- 
cosis have  been  revised  or  rewritten.  The  book 
is  essentially  a practical  one  with  brief,  simple  clini- 
cal descriptions  of  the  respective  diseases  and  with 
detailed  discussion  of  their  nursing  care.  The 
authors  have  been  particularly  interested  in  adopt- 
ing the  text  to  the  rapidly  changing  conditions  of 
professional  life.  Nurses  will  find  this  volume  in- 
structive and  useful  in  handling  cases  of  com- 
municable diseases. 

Joseph  C.  Regan 

Manual  of  Standard  Practice  of  Plastic  and  Maxil- 
lofacial Surgery.  Prepared  and  Edited  by  the 
Subcommittee  on  Plastic  and  Maxillofacial  Surgery 
of  the  Committee  on  Surgery  of  the  Division  of 
Medical  Sciences  of  the  National  Research  Council, 
and  Representatives  of  the  Medical  Department, 
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U.S.  Army,  Robert  H.  Ivv,  Chairman.  Octavo  of 
432  pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1942.  Cloth,  $5.00. 

The  first  chapter  of  this  manual  deals  with  general 
considerations.  It  stresses  the  restoration  of  func- 
tion as  well  as  the  cosmetic  result,  and  it  demon- 
strates the  essentials  which  must  be  worked  out 
together  with  the  undesirable  procedures  which 
must  be  avoided  in  order  to  attain  a successful  end. 

Chapter  Two  consists  of  condensed  discussions 
on  the  subjects  of  “Free  Transplantation  of  Skin  and 
Mucous  Membrane;”  “Grafting;”  “Fractures  of  the 
Face  Including  Bone  Loss;”  “Shock;”  “Burns;”  and 
“Infections  of  the  Mouth  and  Neck” — all  of  which 
are  deeply  instructive  and  a refreshing  departure 
from  the  usual  form  used  by  many  authors. 

Cheiloplasty,  the  reconstructive  surgery  of  the 
lips  and  mouth;  meloplasty,  the  plastic  surgery  of 
the  cheek;  blepharoplasty,  that  of  the  eyes  and 
lids;  otoplasty,  that  of  the  ears;  rhinoplasty,  that 
of  the  nose;  cervi coplasty,  that  of  the  scalp  and 
cranium;  and  loss  of  the  hard  palate— each  is  dig- 
nified by  a complete  chapter.  Nothing  essential 
has  been  omitted. 

Fractures  of  the  jaw  alone  take  up  54  pages  and 
show  the  beautiful  results  that  can  be  accomplished 
when  the  dentist  and  the  surgeon  cooperate. 

The  last  two  chapters  of  the  book  are  given  to 
the  important  consideration  of  general  and  local 
anesthesia,  so  vital  to  the  success  of  maxillofacial 
and  plastic  surgical  procedures. 

The  outstanding  facts  that  impress  the  reviewer 
are  the  strict  avoidance  of  debatable  points  and 
useless  verbiage,  as  well  as  inclusion  of  past  mis- 
takes of  some  other  authors  on  this  subject.  Al- 
though the  book  is  officially  approved  for  use  by 
the  medical  departments  of  the  Army  and  Navy, 
the  doctor  in  civil  practice  will  also  find  it  of  de- 
cided value  because  it  represents  the  present  mod- 
ern approved  and  accepted  methods  in  maxillo- 
facial procedure.  It  is  both  textbook  and  reference 
work  combined  in  one — a fine  work. 

Thomas  B.  Wood 


Problems  of  Ageing.  Biological  and  Medical  As- 
pects. Second  edition.  Edited  by  E.  V.  Cowdry. 
Octavo  of  936  pages,  illustrated.  Baltimore,  Wil- 
liams & Wilkins  Company,  1942.  Cloth,  $10. 

This  is  more  than  just  a book  covering  the 
diseases  of  old  people,  for  it  is  a discussion  by  many 
authors  of  the  different  aspects  of  the  ageing  process. 
Chapters  deal  with  the  ageing  of  plants,  protozoa, 
insects,  and  vertebrates,  as  well  as  with  disorders 
of  the  various  systems  of  the  human  body. 

It  is  emphasized  in  the  foreword  that  the  “prob- 
lem of  ageing  is  not  a purely  biological  question,  but 
has  large  cultural,  social,  and  psychological  im- 
plications.” Indeed  two  of  the  most  interesting 
and  unusual  chapters  discuss  the  psychologic  aspects 
of  ageing  (Miles)  and  psychologic  guidance  for 
older  persons  (Lawton).  The  latter  author  believes 
that  for  older  people  as  well  as  younger  ones,  psy- 
chologic guidance  rests  on  the  conviction  that  it  is 
possible  to  convert  faulty  adjustments  into  more 
efficient  ones.  The  chapter  deals  with  means  of 
recognition  and  correction  along  these  lines. 

Other  chapters  of  special  interest  are  those  on  the 
point  of  view  of  the  clinician,  by  L.  F.  Barker,  and 
one  called  “Down  through  the  Ages,”  by  C.  M. 
McKay,  which  is  composed  of  quotations  taken  from 
the  literature  of  the  past  and  dealing  with  old  people. 

W..  E.  McCollom 
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This  atlas  includes  43  plates  in  colors  depicting  the  clinical  aspects  of  blood  diseases.  Brief  paragraphs  on  symptoms, 
etiology,  diagnosis,  prognosis  and  treatment  are  given  opposite  the  plates.  By  A.  Piney  and  S.  Wyard,  London. 

134  Pages.  $5.00  (1942) 
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with  DIURBITAL 

DIURBITAL*  helps  two  ways  to  relieve  the  hypertensive  heart 
burdened  by  vascular  disturbance  and  excessive  fluid.  DIURBI- 
TAL acts  to  relieve  edemic  pressure  by  prompt  and  efficient 
diuretic  benefits  ...  it  serves  to  improve  coronary  blood  flow  for 
better  cardiac  tone  and  nutrition. 

VASODILATOR,  DIURETIC,  SEDATIVE  and  CARDIOTONIC, 
DIURBITAL  affords  excellent  xanthine  effects  in  gradual  and 
sustained  REDUCTION  OF  ELEVATED  BLOOD  PRESSURE. 


Each  DIURBITAL  Tablet  contains 
the  soluble  double  salt  Theobro- 
mine Sodium  Salicylate,  3 grs.; 
Phenobarbital,  ^ gr.;  Calcium 
Lactate,  1^  grs.  Bottles  of  25  and 
100  tablets  at  all  pharmacies. 


Apprehension,  dizziness,  insomnia  and  other  hypertension  syn- 
dromes are  usually  well  controlled.  . . . No  gastric  disturbance  as 
DIURBITAL  tablets  are  enteric  coated.  Prompt  and  maximum 
utilization. 


SAMPLES  AND 
LITERATURE 
PROMPTLY  SENT 
ON  REQUEST. 

* Trademark  Reg.  U.  S.  Pat.  Off. 
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Let  us  have  faith 

that  right  makes  might 

and  in  that  faith 
let  us  to  the  end 
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Effectiveness  plus  Palatability  in 


GASTRIC  ULCER  MEDICATION 


Aluminoid  supplies  the  time-tested  therapeutic  value  of  aluminum 
- hydroxide  and  eliminates  any  possible  objection  to  the  taste 
of  gels  on  the  part  of  the  patient.  Aluminoid  affords  relief  by 
hydrogen  ion  adsorption  rather  than  by 
chemical  neutralization.  After-acid  tides  are 
avoided. 

Aluminoid  is  available,  in  easy  to  swallow 
gelatin  capsules,  through  the  better  prescrip- 
tion pharmacies.  Literature  and  samples  will 
be  sent  to  doctors  on  request. 

ALVA^NOI  D 

COLLOIDAL  ALUMINA 

TRADE  J—L 


PHARMACEUTICALS,  INC. 

11  HILL  STREET,  NEWARK,  NEW  JERSEY 
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The  doctor  oughta 

know  about  this... 


With  an  empty  Karo  bottle,  the 
baby  has  a right  to  complain.  And 
perhaps,  Doctor,  so  have  you.  We  admit 
that  occasionally  grocers  do  not  have 
Karo  syrup. 

The  situation  is  this:  The  great  de- 
mand for  Karo  by  the  armed  forces  and 
a huge  increase  in  domestic  needs  so  tax 
our  capacity  that  we  are  not  always  able 
to  keep  all  grocers  supplied. 

We  cannot  step  up  quantity  any  fur- 
ther without  letting  down  on  quality  and 
this  we  will  never  do. 

If  any  patient  complains  that  she  is 
unable  to  obtain  Karo  for  her  babies, 
please  tell  her  to  write  us  direct,  giving 
us  the  name  and  address  of  her  grocer 
and  we  will  promptly  take  steps  to  pro- 
vide this  grocer  with  Karo. 

CORN  PRODUCTS  REFINING  COMPANY 
17  Battery  Place,  New  York,  N.  Y. 


Incidentally,  Doctor,  Red  Label  Karo  and  Blue  Label  Karo  are 
interchangeable  in  standard  feeding  formulas.  Their  chemical 
composition  is  practically  identical;  their  caloric  values  are  equivalent. 

So  if  your  patients  cannot  get  the  flavor  you  prescribe,  please  suggest 
that  either  Blue  or  Red  Label  may  be  used. 
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In  Nasal  Congestion 

CHECK  OUR  FINDINGS 

V 1.  More  potent  vasoconstriction. 

V 2.  Immediate  action. 

V 3.  Decongestion  for  2 to  6 hours. 

V 4.  Correct  pH  value. 

V 5.  No  retardation  of  ciliary  activity. 

V 6.  No  damage  to  nasal  mucosa. 

V 7.  No  compensatory  swelling  or  local  irritation. 

Years  of  extensive  laboratory  and  clinical  research  have  established 
PRIVINE * Hydrochloride’s  efficacy  as  the  most  modern  and  powerful 
synthetic  vasoconstrictor  now  available  to  medical  practice. 


•Trade  Mark  Re*.  U.  S.  Pat.  Off.  . 

C 1 IS  1 
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IN  nasal  congestion  due  to  Colds, 
Hay  Fever,  Rhinitis,  Ethmoiditis 
and  Rhino-sinusitis  PRIVINE  Hydro- 
chloride quickly  clears  the  nasal  path- 
ways. Its  markedly  prolonged  dura- 
tion of  effect  is  outstanding  ...  in  most 
cases  the  vasoconstriction  lasts  from 
two  to  six  hours. 

Great  care  has  been  exercised  in  pre- 
paring PRIVINE  Hydrochloride  solutions 
to  meet  all  requirements  for  modern 
nasal  medication.1  The  isotonic  and 


buffered  solution  restores  the  normal 
pH  of  the  nasal  mucosa  and  maintains 
ciliary  activity. 

PRIVINE  Hydrochloride  (Brand  of 
Naphazoline)  applied  either  by  drops 
or  nasal  spray  is  preferred  by  physician 
and  patient  due  to  its  lack  of  local  or 
systemic  side  effects.  Available  in  0.1% 
solution  in  1 oz.  bottles  and  also  0.05% 
in  1 oz.  bottles  for  children.  Literature 
and  samples  on  request. 

1 Fabricant,  M.D.:  “Nasal  Medication,”  Williams  and 
Wilkins  Company,  October,  1942. 
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EFFECTIVE  PARENTERAL  HEMOSTATIC 

Fv.  ( ) A ( j A MIN  promotes  control  in  capillary  and 
venous  bleeding.  Administered  parenterally,  it  provides  a 
safe,  inexpensive,  and  almost  instantly  effective  hemostatic^ 


Send  For 
Literature 


KOAGAMIN  otpTJjfJ^pplred 


S Y N'T  H &T  I C 

COAGULANT 


Vials. 


CHATHAM  PHARMACEUTICALS,  INC.,  Newark,  N.  J. 
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• The  name  is  never  abbreviated; 
other  infant  food — notwithstanding 


and  the  product  is  not  like  any 
a confusing  similarity  of  names. 


The  fat  of  Similac  has  a physical  and  chemical  composi- 
tion that  permits  a fat  retention  comparable  to  that  of 
breast  milk  fat  (Holt,  Tidwell  & Kirk,  Acta  Pediatrica, 
Vol.  XVI,  1933)  ...  In  Similac  the  proteins  are  rendered 
soluble  to  a point  approximating  the  soluble  proteins  in 
human  milk  . . . Similac,  like  breast  milk,  has  a con- 
sistently zero  curd  tension  . . . The  salt  balance  of 
Similac  is  strikingly  like  that  of  human  milk  (C.  W. 
Martin,  M.  D.,  New  York  State  Journal  of  Medicine, 
Sept.  1,  1932).  No  other  substitute  resembles  breast  milk 
in  all  of  these  respects. 


A powdered,  modified 
milk  product  especially 
prepared  for  infant  feed- 
ing, made  from  tuber- 
culin tested  cow’s  milk 
(casein  modified)  from 
which  part  of  the  butter 
fat  is  removed  and  lo 
whichhas  been  added  lac- 
tose, olive  oil,  cocoa  nut 
oil,  corn  oil,  and  cod  liver 
oilconcentrate. 


SIMILAR  TO 
BREAST  MILK 


M&R  DIETETIC  LABORATORIES,  INC.  • COLUMBUS,  OHIO 
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this  time,  prescribe 

DERATOL 

(BREWER) 

The  Red  Capsule  With  Orange  Dot  When 
High  Potency  Vitamin  D Is  Indicated 

Each  3 minim  capsule  contains  50,000  U.S.P.  units  of  Vitamin  D obtained  from 
activated  Ergosterol  (Hebo  process)  in  a pure  vegetable  oil. 

SIG:  One  or  two  capsules  a day  for  four  days.  Then  increase  dosage  by  one 

capsule  a day  every  four  days  until  maximum  tolerance  of  patient  is  reached. 

AVAILABLE  in  bottles  of  50,  100,  and  1000  capsules.  $4.50  per  100  capsules  on 
prescription. 

Literature  on  Request 

BREWER  & COMPANY,  INC. 

WORCESTER,  MASS.  PHARMACEUTICAL  CHEMISTS  SINCE  1852 
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A Sign  of  Strength  . . . 

to  endure  through  changing  times 


Consider  the  situation:  Millions  of  wo- 
men engaged  in  the  heavier  work  of  indus- 
trial jobs.  Domestic  help  growing  scarce 
so  that  even  housewives  work  harder, 
longer.  More  maternity  patients  than 
in  any  time  during  the  last  two  decades. 

Result:  More  and  more  physicians  are 
recommending  Camp  Scientific  Supports 
according  to  the  needs  of  the  particular 
condition. 

Easy  to  see  why  the  symbol  of  Camp 
service  is  today  more  important  than  ever. 


It  assures  doctors  that  every  prescription 
for  a Camp  support  will  be  filled  exactly 
as  ordered  ...  by  an  expert , specially 
trained  by  the  Camp  organization. 

It  means  that  patients  will  find  the 
prescribed  garment  available  for  im- 
mediate use , and  at  moderate  prices. 

Today,  this  responsible  Camp  service  is 
a bulwark  for  physicians.  For  in  an  in- 
creasingly unstable  field,  it  is  filling  a 
growing  need  unfailingly. 


S.  H.  CAMP  & CO.,  JACKSON,  MICH. 

World’s  largest  manufacturers  of  surgical  supports. 
Offices  In  New  York,  Chicago,  Windsor,  Ont.,  London,  Eng. 


ORTHOPEDIC  MATERNITY 

HERNIAL  POSTOPERATIVE 

PENDULOUS  ABDOMEN  VISCEROPTOSIS 
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Reduces  hyperemia 
Promotes  formation 
of  norma!  skin 


LENIGALLOL  Council  Accepted 

( triacetylpyrogallol ) 

For  the  usual  case  of  eczema,  prescribe 
Lenigallol  6%  in  an  ointment  base,  with 
or  without  zinc  oxide.  Stronger  appli- 
cations may  be  required  for  more  re- 
sistant eczema  and  athletes’  foot.  . . 


BILHUBER- KNOLL  CORP.  - - 
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ORANGE,  NEW  JERSEY 


NATURAL-SOURCE  VITAMINS  A AND  D OF 

COD  LIVER  OIL 


. . derived  only  from  cod  liver  oil  itself 
— presented  in  the  proportions  found  in  U.  S.  P. 
cod  liver  oil  — without  addition  of  provitamins  or 
synthetics.  Council- Accepted— ethically  promoted. 
Prophylactic  antirachitic  dosage  for  in- 
fants costs  LESS  THAN  A PENNY  A DAY. 


VAtRicv; 

MEDICAL 
ASSN.  | 


TJ 


COD  LIVER  OIL  CONCENTRATE 

LIQUID  TABLETS  CAPSULES 
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Not  sevenr  but  four,  are  the  ages  of  woman  which 
call  for  aid  against  a lack  of  secreted  estrogen : (1)  in 
childhood  if  there  is  gonorrheal  vaginitis;  (2)  in  old 
age  if  there  is  vaginitis  or  vulval  pruritus;  (3)  fol- 
lowing parturition  to  suppress  lactation;  and  (4) 
numerically  most  important,  in  symptoms  of  the 


★ 

Estrogenic  Substance — 

An  oil  solution  of  all  the  naturally 
occurring  estrogens,  principally 
estrone  and  estradiol,  for  intra- 
muscular injection.  Supplied  in 
ampuls  and  rubber-capped  vials  of 
2000,  5000,  and  10000  I.U.  percc. 

★ 


menopause. 

Individualized  dosage  with  emphasis  on  small 
amounts  has  minimized  toxicity  and  multiplied  pa- 
tients who  may  be  benefitted  by 

Diethylstilbestrol-Breon 

Early  recognition  of  the  need  in  menopausal  disturb- 
ances of  small  dosage  led  Breon  to  provide  tablets  of 
0.2  mg.  When  greater  dosage  is  needed  and  is 
practicable,  as  during  the  puerperium,  larger  dosage 
is  available.  Forms  and  strengths  of  Diefhylstilbestrol- 
Breon  are: 


For  oral  use: 


tablets  of  0.2  mg.,  0.5  mg.,  and  1 mg. 

For  intramuscular  injection: 

1 cc  ampuls  of  0.5  mg.  and  1 mg. 


For  vaginal  application: 

suppositories  of  0.5  mg. 


George  A.  BreOIl  a Company 

■JJ^karmaceuhcaL  (Qh&nu&lti, 


New  York 


KANSAS  CITY,  MO. 


Seattle 
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don  (5-6  hours)  ot  — 
dilators  in  the  nitrite  group- 

Distinguishable  by  color  for 
convenience  of  physician: 

Maxitate,  in  >A  and  % gr- 
tablets  (white) 

, Maxitate,  V2  gr-  L en° 

! barbital,  'A  gr-  (blue) 

1 Maxitate,  V2  gr-  Yobik)  ^ 
barbital.  V2  gr-  (P‘nk> 

1/  ar  with  Nitro- 

Write  for  folder  No.  H 


STRASENBURGH 
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WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNIA  may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us — we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request. 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y. ROCHESTER,  N.  Y. PITTSBURGH,  PA. 


INDEX  TO  ADVERTISED  PRODUCTS 


Biological  and  Pharmaceutical 


Adrenal  Cortex  Extract  (Upjohn) 2nd  Cover 

Aluminoid  (Chatham) 486 

Aminophyllin  (Dubin) 506 

Belladenal  (Sandoz) 498 

Cod  Liver  Oil  (White) 495 

Cooper  Creme  (Whittaker) 575 

Deratol  (Brewer) 492 

Diethylstilbestrol  (Breon) 496 

Diurbital  (Grant) 484 

Elixir  B-Plex  (Wyeth) 576 

Elixir  Bromaurate  (Gold) 504 

Hematinic  Plastules  (Bovinine) 567 

Hepvisc  (Anglo-French) 564 

Koagamin  (Chatham) 490 

Koromex  (Holland-Rantos) 507 

Lenigallol  (Bilhuber- Knoll) 494 

Eli  Lilly  & Company 508 

Lipolysin  (Cavendish) 502 

Maxitate  (Strasenburgh) 497 

Neo-Synephrine  Hydrochloride  (Stearns) 501 

Ovoferrin  (Barnes) 565 

Pollen  Antigens  (Lederle) 482 

Privine  Hydrochloride  (Ciba) 488-489 

Schering  Corp 485 

Vitamins  (Walker) 504 


Dietary  Foods 


Biolac  (Borden) 503 

Karo  (Corn) 487 

Knox  Gelatine  (Knox) 569 

Pablum  (Mead  Johnson) 4th  Cover 

S.M.A.  (S.M.A.  Corp.) 3rd  Cover 

Similac  (M  & R Dietetic) 491 

Tomato  Juice  (Sun-Rayed) 505 


Medical  and  Surgical  Equipment 


Artificial  Human  Eyes  (Fried  & Kohler) 481 

Supports  (Camp) 493 

Supports  (Rice) 498 


Miscellaneous 


Auto  Display  Plates  (Clergy  Cross) 502 

Brioschi  (Ceribelli) 502 

Cigarettes  (Camel) 483 

Cream  of  Soap  (Personal  Luxuries) 569 

Spring  Water  (Saratoga) 499 

Whisky  (Johnnie  Walker) 502 


Sedative  Antispasmodic 

BELLADENAL 

Supplied:  Tablets — tubes  of  20,  bottles  of  100  and  500 

SANDOZ  CHEMICAL  WORKS,  INC.  NEW  YORK— SAN  FRANCISCO 
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if  one  out  of  every  three  physicians  is 
called  to  the  colors  the  men  remaining 
in  civilian  practice  face  the  profession’s 
most  heroic  task. 

Now,  as  never  before,  physicians  are 
entitled  to  every  available  aid.  Nature  cre- 
ated such  an  adjuvant  in  the  carbonated 
mineral  waters  of  Saratoga  Spa.  Around 
them,  under  NewYork  State  guardianship, 
facilities  were  organized  for  your  use. 

Many  physicians  have  long  recognized 
the  established  therapeutic  values  of  the 
waters  in  treating  conditions  where  ex- 


ternal or  internal  use  of  them  is  indicated. 
Many  physicians  realizing  that  break- 
downs in  general  health  follow  the  heavy 
strains  and  pressures  of  these  times,  pre- 
scribe a stay  at  the  Spa. 

Relaxation  found  in  the  restful  environ- 
ment of  Saratoga  brings  that  relief  from 
tensions  which  prepares  your  patients  for 
the  full  benefit  of  your  continuing  medical 
direction.  The  Spa  Medical  Staff  does  not 
practice;  it  only  oversees  treatments  pre- 
scribed by  you  or  the  local  specialist  you 
choose  for  your  patient’s  stay  here. 


For  professional  publications  of  The  Spa,  physician’s  sample  carton  of  the 
bottled  waters  with  their  analyses,  please  address  W.  S.  McClellan,  M.D., 
Medical  Director,  Saratoga  Spa,  155  Saratoga  Springs,  N.Y. 
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New  York  County  Medical  Societies 


TOTAL  MEMBERSHIP— FEBRUARY  15,  1943-18,517 


County  President 


Secretary 


T reasurer 


Albany M.  0.  Barrett Albany 

Allegany H.  K.  Hardy Rushford 

Bronx M.  Cohen Bronx 

Broome E.  R.  Dickson ....  Binghamton 

Cattaraugus  . . H.  C.  Allen Go wanda 

Cayuga B.  L.  Cullen Auburn 

Chautauqua . . C.  O.  Lindbeck ....  Jamestown 

Chemung.  . . .F.  S.  Hassett Elmira 

Chenango.  . .W.  P.  Elliott New  Berlin 

Clinton S.  Mitchell Plattsburg 

Columbia . . , . C.  L.  Schultz Philmont 

Cortland H.  Frail Marathon 

Delaware.  . . .F.  Brooks Delhi 

Dutchess E.  A.  Stoller Poughkeepsie 

Erie H.  F.  R.  Brown Buffalo 

Essex S.  A.  Volpert Lake  Placid 

Franklin F.  B.  Trudeau . . . Saranac  Lake 

Fulton A,  R.  Wilsey Gloversville 

Genesee W.  B.  Manchester...  .Batavia 

Greene N.  S.  Cooper Athens 

Herkimer . . . . B.  G.  Shults Herkimer 

Jefferson S.  E.  Simpson Watertown 

Kings J.  J.  Gainey Brooklyn 

Lewis D.  J.  O’Connor Croghan 

Livingston ...  . W.  B.  Turney Avon 

Madison J.  W.  Thro Hamilton 

Monroe G.  K.  Collier Rochester 

Montgomery. . N.  T.  Lombardi . . . Amsterdam 
Nassau E.  N.  Whitcomb 


Port  Washington 

New  York . . . . J.  S.  Kenney. . . New  York  City 


Niagara F.  W.  Barry Lockport 

Oneida B.  F.  Golly Rome 

Onondaga . . . . H.  C.  Yeckel Syracuse 

Ontario A.  S.  Taylor Clifton  Springs 

Orange E.  R.  Van  Amburg . . Pine  Bush 

Orleans J.  S.  Roach Medina 

Oswego W.  F.  Fivaz Fulton 

Otsego M.  C.  Halleck Worcester 

Putnam W.  P.  Kelly Carmel 

Queens J.  Weme Jamaica 

Rensselaer ...  A.  J.  Hull Troy 

Richmond. . . . H.  L.  Halbert. . . Tompkinsville 

Rockland M.  R.  Hopper Nyack 

St.  Lawrence. . F.  E.  Clark Ogdensburg 

Saratoga M.  D.  Duby Schuylerville 

Schenectady.  .W.  F.  Nealon Schenectady 

Schoharie  . . . . R.  G.  S.  Dougall ....  Cobleskiil 

Schuyler J.  W.  Burton ....  Mecklenburg 

Seneca R.  E.  Wallace Seneca  Falls 

Steuben S.  H.  Bean Addison 

Suffolk A.  M.  Baker Lindenhurst 

Sullivan R.  S.  Breakey Monticello 

Tioga J.  B.  Schamel Waverly 

Tompkins . . . . J.  N.  Frost Ithaca 

Ulster J.  S.  Taylor Kingston 

Warren B.  Diefendorf Glens  Falls 

Washington  . G.  M.  Casey Hudson  Falls 

Wayne R.  Sheldon Lyons 

Westchester . . G.  C.  Adie New  Rochelle 

Wyoming  G.  A.  McQuilkin Varysburg 

Yates A.  W.  Holmes Penn  Yan 


H.  L.  Nelms Albany 

E.  B.  Perry Belfast 

H.  Friedland Bronx 

V.  W.  Bergstrom . Binghamton 

L.  E.  Reimann . . . Franklinville 

L.  W.  Sincerbeaux Auburn 

E.  Bieber Dunkirk 

J.  H.  Burke,  Jr Elmira 

J.  H.  Stewart Norwich 

T.  A.  Rogers Plattsburg 

L.  J.  Early Hudson 

W.  A.  Wall Cortland 

E.  Danforth Sidney 

A.  A.  Rosenberg . Poughkeepsie 

L.  W.  Beamis Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

L.  Tremante Gloversville 

P.  J.  Di  Natale Batavia 

W.  M.  Rapp Catskill 

F.  C.  Sabin Little  Falls 

C.  A.  Prudhon Watertown 

B.  M.  Bernstein Brooklyn 

H.  E.  Chapin Lowville 

G.  E.  Murphy Mt.  Morris 

F.  Ottaviano Oneida 

C.  S.  Lakeman Rochester 

P.  J.  Lucas Amsterdam 

E.  K.  Horton . Rockville  Centre 

B.  W.  Hamilton . . New  Y’k  City 

C.  M.  Brent Niagara  Falls 

J.  J.  Witt Utica 

F.  N.  Marty Syracuse 

D.  A.  Eiseline Shortsville 

E.  C.  Waterbury.  . .Newburgh 

J.  Dugan Albion 

H.  F.  McGovern Fulton 

M.  F.  Murray Cooperstown 

G.  W.  Vink Carmel 

E.  A.  Wolff Forest  Hills 

R.  E.  Mussey Troy 

H.  Friedel Stapleton 

A.  N.  Selman. . . .Spring  Valley 
R.  J.  Reynolds Potsdam 

M.  J.  Magovern 

Saratoga  Springs 

N.  H.  Rust Scotia 

D.  R.  Lyon Middleburg 

O.  A.  Allen Watkins  Glen 

F.  W.  Lester Seneca  Falls 

R.  J.  Shafer Corning 

E.  P.  Kolb Holtsville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

W.  Wilson Ithaca 

C.  L.  Gannon Kingston 

M.  Maslon Glens  Falls 

D.  M.  Vickers Cambridge 

T.  C.  Hobbie Sodus 

H.  E.  McGarvey . . . Bronxville 

G.  W.  Nairn Warsaw 

R.  F.  Lewis Penn  Yan 


F.  E.  Vosburgh Albany 

D.  Grey Belfast 

J.  A.  Landy Bronx 

B.  L.  Matthews. . .Binghamton 
L.  E.  Reimann . . . Franklinville 

L.  H.  Rothschild Auburn 

F.  J.  Pfisterer Dunkirk 

M.  F.  Butler Elmira 

J.  H.  Stewart Norwich 

T.  A.  Rogers Plattsburg 

L.  J.  Early Hudson 

B.  R.  Parsons Cortland 

E.  Danforth Sidney 

A.  A.  Rosenberg . Poughkeepsie 

R.  M.  DeGraff : . . Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

A.  H.  Sarno Johnstown 

P.  J.  Di  Natale Batavia 

M.  H.  Atkinson Catskill 

A.  L.  Fagan Herkimer 

L.  E.  Henderson . . . Watertown 

I.  E.  Siris Brooklyn 

H.  E.  Chapin Lowville 

G.  E.  Murphy Mt.  Morris 

J.  D.  Boyd Chittenango 

J.  L.  Norris Rochester 

M.  T.  Woodhead . . Amsterdam 

E.  K.  Horton . Rockville  Centre 

F.  Beekman . . . New  York  City 

G.  C.  Stoll Niagara  Falis 

H.  D.  MacFarland Utica 

I.  H.  Blaisdell Syracuse 

D.  A.  Eiseline Shortsville 

E.  C.  Waterbury . . . Newburgh 

J.  Dugan Albion 

H.  F.  McGovern Fulton 

P.  von  Haeseler. . . Gilbertsville 

F.  C.  Genovese Patterson 

J.  J.  Sheehy Hollis 

F.  J.  Fagan Troy 

C.  J.  Becker St.  George 

D.  Miltimore Nyack 

L.  T.  McNulty Potsdam 

W.  J.  Maby Mechanic ville 

A.  S.  Grussner. . . . Schenectady 

D.  L.  Best Middleburg 

O.  A.  Allen Watkins  Glen 

F.  W.  Lester Seneca  Falls 

R.  J.  Shafer Corning 

G.  A.  Silliman Sayville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

W.  Wilson Ithaca 

C.  B.  Van  Gaasbeek.  .Kingston 

M.  Maslon Glens  Falls 

C.  A.  Prescott . . . Hudson  Falls 

T.  C.  Hobbie Sodus 

W.  A.  Newlands Ossining 

G.  W.  Nairn Warsaw 

R,  F.  Lewis Penn  Yan 
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Provide  quick 

sustained  relief  from  nasal  congestion,  without 


appreciable  nervous  excitation,  by  prescribing 

Neo-Synephrine 


Hydrochloride 

( lae<vo — alpha — hydroxy — beta — methyl — amino — 3 hydroxy  ethylbenzene  hydrochloride) 


Frederick 


A vai table  in  a or  1%  solution 

in  l-o z.  bottles  for  dropper  or 
spray ; and  as  a Vf/o  jelly  in 
collapsible  tube  with  applicator. 


Since  1855 . . . ESSENTIALS  OF  THE  PHYSICIAN’S  ARMAMENTARIUM 

NEW  YORK  KANSAS  CITY  DETROIT,  MICHIGAN  SAN  FRANCISCO  WINDSOR,  ONTARIO 

SYDNEY,  AUSTRALIA  AUCKLAND,  NEW  ZEALAND 
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TO  BURN  UP  FAT 

Prescribe  Lipolysin  in  obesity  to  stimulate 
oxidation  process  that  "burn  up"  fatty  tissue. 
A dependable  endocrine  product;  free  from 
d in itrophenol.  Tablets — bots  100;  Capsules 
— bots  50,  120;  Ampuls  — boxes  12.  Send 
for  literature,  Dept.  N,  Cavendish  Pharmaceu- 
tical Corp.,  25  West  Broadway,  New  York. 

LIPOLYSIN 

MALE  FEMALE 


AUTOMOBILE  DISPLAY  PLATES 

Display  this  standard  identification 
insignia  of  your  profession  on  your 
car.  Secures  driving  courtesies  and 
privileges.  Distinctive  and  dignified. 

Made  of  new  "feather-weight"  plas- 
tic; sealed-in  colors;  stained  glass  ef- 
fect. Will  not  shake  out  of  upright 
position. 

GREEN  caduceus  on  WHITE  background. 


Actual  size  of  Emblem  PRICE:  $1.00  each,  $2.00  per  set. 


is  1%  " x All  emblems  are 

PERPETUALLY  GUARANTEED  ! 


(Note:  NURSE  automobile  emblems  also  availa'  le.  Same  price.) 


Send  TODAY  to: 

THE  CLERGY  CROSS  EMBLEM  CO. 

631  West  114th  St.  Dept.  JM-1.,  New  York,  N.  Y. 


BRIOSCHI 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


503 


' 


Rtot  ac  is  a complete  liquid  in- 
fant formula  which  saves  you  valu- 
able time  because  there  are  no  extra 
ingredients  to  calculate. 

Biolac  provides  completely  for  all 
nutritional  needs  of  young  infants 
except  vitamin  C. 

Prescribing  Biolac  reduces  the 
possibility  of  errors  or  contamina- 
tion in  formula  preparation  since  it 
requires  simply  dilution  with  boiled 
water  as  you  direct. 


NO  LACK  IN  BIOLAC 

Borden’s  complete  infant  formula 


• Biolac  is  prepared  from  whole  milk,  skim  milk, 
lactose.  Vitamin  Bi , concentrate  of  Vitamins  A and 
D from  cod  liver  oil , and  ferric  citrate.  It  is  evapo- 


rated, homogenized,  and  sterilized.  For  professional 
information,  write  Borden’s  Prescription  Products 
Division,  350  Madison  Avenue , New  York  City. 
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’ 

hen  you  specify  a Walker 
Vitamin  Product,  your 
patient  receives  a strictly  ethical 
preparation  of  the  finest  quality 
— rigidly  standardized  for 
vitamin  activity  by  careful 
laboratory  control  . . . and  at  a 
consistently  economical  price. 
Write  for  descriptive  booklet. 

WALKER  VITAMIN  PRODUCTS,  inc. 


MOUNT  VERNON 


NEW  YORK 


It  isn’t  too  early  .... 

. ...  to  make  your  reservations  for  the  1943  Annual  Meeting:  May  3-6, 
Buffalo.  Headquarters  will  be  at  the  Hotel  Statler.  The  program  is  one 
that  you  will  not  want  to  miss. 


CROSS  REFERENCE  . . . It  may  be  necessary  at  times  to  check  the  information  provided 
in  an  advertisement  on  some  particular  product  to  be  prescribed.  To  facilitate  this  a cross  index  of 
advertisers  and  advertised  products  is  published  in  every  issue  of  the  JOURNAL.  We  hope  you 
will  find  it  a convenient  and  useful  instrument.  In  this  issue  see  pages  497  and  498. 


w 

k 

hnofrin 

aouqh. 

Elixir  Bromaurate 


GIVES  EXCELLENT  RESULTS 

Cuts  short  the  period  of  the  illness  and  relieves  the  distressing  spasmodic  cough.  Also  valuable  in 
other  Persistent  Coughs  and  in  Bronchitis  and  Bronchial  Asthma.  In  four-ounce  original  bottles. 

A teaspoonful  every  3 to  4 hrs. 

GOLD  PHARMACAL  CO.  NEW  YORK  CITY 
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Su«t-1Qaued  Qctice 

“ * BRAND  V 


Flavorful,  rich-red,  nutritious  Kemp’s  Sun-Rayed, 
with  all  the  other  fine  American  foods,  is  an  allied 
'’weapon”  of  increasing  importance  in  this  war.  So 
highly  is  tomato  juice  valued  by  our  government 
that  the  industry  is  instructed  to  pack  without 
limit  of  quantity.  We  shall,  of  course,  continue  to 
produce  Kemp’s  Sun-Rayed  hy  our  patented  proc- 
ess (No.  1746657)  which  utilizes  all  the  red-ripe 
solids,  insures  high  retention  of  vitamins  A,  Bl  and 
C and  prevents  the  juice  from  being  thin  or  watery. 


Packed  by 

THE  SUN-RAYED  CO. 
Frankfort,  Indiana 

• • • 

New  York  Agent 
SE6GERM AN  NIXON  CORP. 

Ill  8th  Ave. 
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To  Assure  Quick , Dependable  Response 

Discriminating  Physicians  are  Prescribing 

the  easily  soluble 


DUB  IN  AAflNODHYZyJLIN 

^ yheophylUrte- Sthyleri&^iiajnirLe 


American  Made  from  American  Materials 


H.  E.  DUBIN  LABORATORIES 

250  E.  43rd  St.  '"corporateo  ,^w  York,  N.  Y. 


To  Physicians  joining  the 

ARMED  FORCES 


There  are 


We  render  a complete  service  on  your  ac- 
counts receivable,  notifying  patients  of  your 
entry  in  U.  S.  armed  forces  and  tactfully  col- 
lecting whatever  amounts  are  due. 

Write  for  details. 

CRANE  DISCOUNT  CORPORATION 

230  W.  41st  St.  New  York 


60  ADVERTISERS 

represented  in  this 
issue  of  the 
JOURNAL 


THE  PHYSICIANS’  HOME 

Our  part  in  this  most  critical  period  of  our  Nation’s  his- 
tory is  not  on  the  battle  front,  but  here  on  the  home  front. 

Our  job,  in  this  insecure  world,  is  to  meet  the  needs  of  aged 
and  worthy  colleagues  of  our  profession.  In  these  trying 
times  it  is  a responsibility  which  symbolizes  a way  of  life 
among  professional  people. 

The  Physicians’  Home  has  won  the  confidence  of  the  Physi- 
cians of  the  State  of  New  York.  It  must  continue  to  serve. 

Join  ivith  us  in  bringing  comfort , security  and  happiness  in  1943. 


Make  checks  to  PHYSICIANS’  HOME,  52  E.  66th  St.,  New  York  City 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


507 


ff 


THE  KOROMEX  SET  COMPLETE 


Koromex  Set  Complete*  is  an  attractively  packaged  unit  containing  the 
important  items  used  for  approved  contraceptive  technique.  Identified  by 
a removable  label.  To  order  or  prescribe,  merely  write,  "Koromex  Set 
Complete,  Diaphragm  Size ”. 

Sde/i  ty/ni/  . . . 


KOROMEX  DIAPHRAGM  —The  outstand-  KOROMEX  TRIP  RELEASE  INTRODUCER 

ing,  most  durable  diaphragm  in  use  today.  — Specially  designed  swivel  tip  facilitates 
With  specially  designed  sanitary  pouch.  usage.  Gauged  to  take  all  size  diaphragms. 

KOROMEX  JELLY  and  H-R  EMULSION  CREAM  — Both  preparations  have  equally  high 

spermicidal  value,  but  differ  in  degree  of  lubrication.  Both  are  included  so  the  patient 
may  determine  which  preparation  better  meets  her  requirements  and  personal  preferences. 

^ Price  of  Koromex  Set  Complete  is  only  that  of  the  Koromex  Diaphragm  and  Koromex  Trip  Release  Introducer 


Ho  1 1 a iy4- Ra  n tos 

Snc. 

551  FIFTH  AVENUE,  NEW  YORK,  N.  Y. 
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Demand  for  medicinal  supplies  at 
the  fighting  front  doesn’t  begin  at  eight 
o’clock  and  stop  at  five.  In  war  there  is 
no  forty -hour  week  and  casualties  must 
be  treated  at  all  times — day  and  night. 

Lilly  employees  feel  deeply  their 
obligation  to  produce  a full  share  of 
essential  therapeutic  agents.  Upper- 
most is  the  thought  that  machines 
must  turn  eight — sixteen — twenty -four 
hours  a day  to  fill  the  needs  of  the  allied 
armed  forces. 


ELI  LILLY  AND  COMPANY  . INDIANAPOLIS,  INDIANA,  U.  S.  A. 
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Editorial 

1942  Health  Data 


Many  items  of  interest  to  physicians  are 
discussed  in  the  January  issue  of  the  Statisti- 
cal Bulletin  of  the  Metropolitan  Life  Insur- 
ance Company.1 

Concerning  diseases  among  industrial 
policyholders  of  the  Company  in  1942,  the 
Bulletin  says: 

Among  the  diseases  which  we  might  expect  to  be 
adversely  affected  by  the  war  are  the  principal 
communicable  diseases  of  childhood.  In  the  last 
World  War,  the  concentration  of  large  numbers  of 
individuals  who  had  not  acquired  immunity  to  these 
diseases  in  childhood  resulted  in  extensive  epi- 
demics among  them.  It  appears  that  this  has  not 
occurred  in  the  present  war.  At  any  rate,  among 
the  Metropolitan  industrial  policyholders  scarlet 
fever,  whooping  cough,  and  diphtheria  have  re- 
corded minimum  rates,  while  the  rate  for  measles  is 
very  little  above  its  previous  low.  Likewise,  there 
has  been  no  serious  outbreak  of  meningitis,  such  as 
occurred  in  the  camps  in  the  first  World  War. 

Influenza  and  pneumonia,  w’hich  claimed  mamr 
more  victims  in  the  armed  personnel  than  did  battle 
casualties  in  the  first  World  WTar,  in  1942  actually 
played  a minor  role  in  mortality.  The  influenza 
rate  of  4.2  per  100,000  is  44  per  cent  below  the  pre- 
vious minimum  recorded  in  1938.  Pneumonia  in 
that  year  had  a death  rate  of  50.6  per  100,000,  and 
in  the  first  five  years  of  the  decade  it  had  averaged 
66.5;  last  year  the  rate  was  only  29.4.  The  decline 
in  the  number  of  pneumonia  deaths  has  been  one  of 
the  outstanding  features  of  the  mortality  record  each 
year  since  the  introduction  of  the  newer  forms  of 
chemical  and  serum  treatment.  Although  the 
decline  in  the  rate  continued  in  1942,  it  was  less 
marked  than  in  the  earlier  years.  This  slackening 
in  the  decline  is  not  surprising,  since  there  is  a point 
below  which  further  improvement  can  be  achieved 
only  with  exceptional  effort.2 

It  is  perhaps  too  much  to  expect  that  the 
1942  rate  for  influenza  and  pneumonia  even 
with  exceptional  effort  can  be  maintained 


or  improved,  but  the  full  possibilities  of  the 
sulfa  drugs  and  the  electron  microscope  have 
not  yet  been  explored  or  exploited,  to  name 
but  two  factors  which  may  influence  our 
expectations  in  this  respect. 

The  death  rate  from  tuberculosis,  which  is  an  ex- 
cellent index  to  the  health  of  the  nation,  continued 
its  decline  in  1942.  Although  the  improvement  was 
somewhat  less  than  that  between  1940  and  1941,  it 
was  twice  that  from  1939  to  1940.  Other  belliger- 
ents have  not  been  so  fortunate,  and  marked  in- 
creases in  the  mortality  from  tuberculosis  are  re- 
ported from  various  European  coimtries,  even  in- 
cluding Great  Britain. 

The  venereal  diseases  constitute  another  health 
problem  closely  associated  with  the  war.  It  is  too 
early  to  judge  how  successful  have  been  the  steps 
hitherto  taken  toward  the  control  of  these  diseases, 
for  the  current  mortality  reflects  their  prevalence  in 
earlier  years.  It  is  interesting  to  note,  however, 
that  the  rate  for  syphilis  in  1942  among  industrial 
policyholders  was  the  lowest  on  record. 

The  venereal  disease  rate  for  1942  was 
10.5  per  100,000  contrasted  with  11.5  for 

1941  and  12.0  for  1940,  including  deaths 
from  aneurysm  of  the  aorta  in  this  weekly 
premium-paying  class  of  industrial  policy- 
holders. The  implication  of  these  figures 
seems  to  be  that  organized  efforts  to  control 
the  disease  are  proving  effective.  The 
weight  remains  to  be  seen,  however,  of  the 
increase  in  the  venereal  morbidity  rate  noted 
in  the  age  groups  of  15  to  24  during  the  year 

1942  and  which  wall  undoubtedly  be  reflected 
in  the  mortality  statistics  of  subsequent 
years. 

How  have  the  rationing  and  the  shortages 
of  fuel  affected  the  health  of  the  country? 

In  the  United  States  as  a whole,  males  are  the 
victims  of  exposure  to  excessive  cold  about  four 
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times  as  frequently  as  females.  Two-thirds  of  the 
male  deaths  occur  among  men  50  years  of  age  and 
older.  Many  of  these  older  persons  were  probably 
suffering  from  arterial  disease  and  were  therefore 
more  susceptible  to  the  effect  of  exposure  to  cold. 

It  is  particularly  interesting  at  this  time  also  to 
observe  that  some  of  the  eastern  states  most  criti- 
cally affected  this  winter  by  fuel  shortages  registered 
death  rates  from  cold  below  the  general  average  of 
2.8  per  1,000,000  observed  in  the  United  States  as 
a whole  during  1933-1940.  The  rates  were  1.6  in 
both  New  York  and  New  Jersey,  1.9  in  Massachu- 
setts, and  2.7  in  Connecticut.  Higher  rates  than 
the  average  occurred  in  Vermont  (3.6),  while  the 
highest  rates  among  those  states  affected  by  the 
wartime  heating  problem  were  recorded  in  Maryland 
(4.3),  Rhode  Island  (4.5),  and  Maine  (6.6). 

The  highest  rates  in  the  country  prevailed  in  the 
mountain  states  of  Nevada  (24.0),  Montana 
(14.9),  and  Wyoming  (14.4).  North  Dakota  (10.1) 
is  the  only  other  with  a rate  exceeding  10  per 

I, 000,000.  The  District  of  Columbia  was  lowest, 
with  0.6,  and  California  was  next,  with  0.7. 

This  discussion  has  been  limited  to  deaths  due 
directly  to  extreme  cold,  actual  freezing,  frostbite, 
etc.  In  this  connection  the  fuel  shortage  is  a neg- 
ligible factor.  Its  effect  on  the  death  rate  from 
respiratory  diseases,  from  homes  set  on  fire,  and  from 
gas  poisoning  is  another  matter. 

On  the  whole  the  picture  for  1942,  except 
for  deaths  and  for  those  missing  in  military 
services,  is  encouraging. 

These,  in  1942,  were  nearly  40,000,  including 

I I, 000  members  of  the  Philippine  Scouts.  While  the 


vast  majority  of  the  Army  missing  are  prisoners,  an 
appreciable  number  were  killed  in  action  or  died  of 
wounds.  The  exact  situation  in  this  regard  is  not 
known  because  the  Japanese  do  not  observe  inter- 
national conventions  regarding  the  identification  of 
prisoners.  Even  higher  must  be  the  proportion  of 
deaths  among  naval  personnel  reported  as  missing. 

Allowing  for  this  situation,  our  military  losses  in 
1942  probably  were  at  least  11,000  and  they  may 
have  reached  15,000.  Since  our  military  opera- 
tions were  predominantly  naval,  we  lost  more  sailors 
than  soldiers,  the  probable  figures  ranging  from 
6,500  to  8,000  for  the  Navy  and  Marines  as  com- 
pared with  4,500  to  7,000  for  the  Army.  Our  1942 
losses  alone  exceed  all  of  those  suffered  by  us  in  the 
first  fifteen  or  sixteen  months  of  the  first  World  War. 
But  it  should  be  remembered  that  by  the  end  of 
1 942  we  had  three  times  as  many  men  serving  over- 
seas as  on  the  corresponding  date  of  the  first  World 
War  and,  moreover,  this  time  we  plunged  more 
quickly  into  active  and  world-wide  operations,  both 
military  and  naval. 

Concerning  deaths  in  industry,  appar- 
ently reliable  figures  for  1942  are  still  lack- 
ing, but  deaths  from  motor  vehicle  acci- 
dents, according  to  the  Bulletin,  declined 
about  20  per  cent  among  industrial  policy- 
holders and  approximated  28,000  in  the  gen- 
eral population. 


1 Statistical  Bulletin,  Met.  Life  Ins.  Co.  24:  No.  1 (Jan.) 
1943. 

2 Statistical  Bulletin,  Met.  Life  Ins.  Co.  24:  No.  1:2 
(1943). 


Plasma  Therapy  and  Whole  Blood  Transfusion 


A group  of  special  lecturers  is  now  avail- 
able to  bring  to  the  medical  profession  the 
very  latest  information  concerning  plasma 
therapy  and  whole  blood  transfusion.  The 
Council  Committee  on  Public  Health  and 
Education  of  the  Medical  Society  of  the 
State  of  New  York,  the  Office  of  Civilian 
Defense,  and  the  Health  Preparedness 
Commission  of  the  State  War  Council  and 
the  State  Department  of  Health,  are  spon- 
soring this  program  for  the  benefit  of  physi- 
cians in  New  York  State. 

These  lectures  may  be  arranged  for  as 
special  single  sessions  or  in  connection  with 


formal  courses  or  for  special  or  regular  meet- 
ings of  county  medical  societies. 

There  should  be  a considerable  demand  for 
this  program,  and  we  urge  all  groups  desir- 
ing this  kind  of  instruction,  so  pertinent  to 
the  present  war  conditions,  to  apply  early 
for  speakers,  in  order  that  the  committee 
may  arrange  its  schedule  at  as  early  a date 
as  possible.  It  is  our  understanding  that 
some  requests  for  this  course  have  already 
been  received  from  county  societies,  and  we 
hope  that  those  who  have  not  already  done 
so  will  avail  themselves  of  this  instruction. 

For  further  details  see  page  557. 


The  Surgery  of  Patent  Ductus  Arteriosus 

Nothing  is  more  satisfying  in  the  practice  of  purely  medical  means— viz.,  chemotherapy,  vita- 
medicine  than  the  conversion  of  a previously  mins,  and  hormones— or  whether  by  the  m- 
hopeless  disease  into  a complete  cure.  It  matters  vention  of  a new  surgical  technic.  A revolution 
little  whether  the  miracle  is  accomplished  by  of  this  type  occurred  recently  m the  congenital 
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cardiac  lesion  called  patent  ductus  arteriosus, 
which  had  been  regarded  not  only  as  incurable 
but  as  beyond  any  measure  of  relief. 

Early  in  1939  the  first  cure  was  reported  by 
ligation  of  the  patent  ductus  through  a carefully 
devised  transpleural  technic.1  At  this  time,  it 
was  pointed  out  by  these  pioneers  that  two 
dangers  are  inherent  in  the  persistence  of  this 
fetal  structure.  One  was  cardiac  decompensation 
resulting  from  what  is  virtually  a large  arterio- 
venous fistula.  Criteria  for  recognizing  this  form 
of  cardiac  decompensation  have  been  elabo- 
rated.2 Cardiac  decompensation  was  regarded 
by  the  early  workers  in  this  field  as  the  prime 
indication  for  surgical  intervention. 

The  second  complication  is  streptococcus  viri- 
dans  endarteritis,  which  is  easily  engrafted  on  a 
patent  ductus  arteriosus.  The  inventor  of  the 
successful  surgical  technic  and  his  coworkers 
once  considered  this  complication  a contraindica- 
tion to  operation.3  Nevertheless,  other  clinicians 
soon  attempted  ligation  of  the  ductus  so  infected, 
but  they  met  with  failure.4  Two  years  later  this 
fatal  complication  no  longer  proved  the  bar  to 
successful  ligation.6  Similar  successes  are  ac- 
cumulating in  the  literature.  Thus  both  the 


mechanical  and  the  infectious  features  of  this 
congenital  malformation  have  been  cured  by  a 
surgical  method. 

Unstinted  praise  should  be  lavished  upon  R.  E. 
Gross,  the  pioneer  technician,  who  brought  about 
this  remarkable  transformation.  Naturally, 
fellow-surgeons  quickly  followed  the  trail  already 
blazed.  A full  measure  of  credit,  however,  is  also 
due  the  clinician  who  extended  the  field  of  this 
surgical  technic  to  include  endarteritis  of  the 
ductus.5  Undeterred  by  previous  interdictions 
and  failures,  he  had  the  imagination  and  the  per- 
sistence to  visualize  a complete  cure  by  ligation 
of  the  infected  ductus.5  The  previously  deadly 
streptococcus  viridans  infection,  superimposed 
on  the  patent  ductus  arteriosus,  has  thus  been 
conquered  by  the  combined  thought  and  opera- 
tion of  physician  and  surgeon. 


1.  Gross,  R.  E.,  and  Hubbard,  J.  P.:  J.A.M.A.  112: 

729  (Feb.)  1939. 

2.  Hubbard,  J.  P.:  J.  Pediat.  22:  50  (Jan.)  1943. 

3.  Gross,  R.  E.:  Ann.  Surg.  110:  321  (Sept.)  1939. 

4.  Graybiel,  Ashton,  Strieder,  J.  W.,  and  Boyer,  N.  H.: 
Am.  Heart  J.  15:  621  (May)  1938. 

5.  Touroff,  Arthur,  S.  W.,  and  Vesell,  Harry:  J.A.M.A. 

115:  1270  (Oct.)  1940;  J.  Thoracic  Surg.  10:  59  (Oct.) 
1940. 


Congenital  Deficiency  Malformations 


The  role  of  diet  in  the  maintenance  of  health 
is  too  obvious  to  require  elaboration.  In  the 
case  of  the  pregnant  woman  diet  is  doubly  impor- 
tant, for  she  must  meet  dual  physiologic  demands. 
Even  at  the  cost  of  maternal  decomposition,  the 
fetus  will  inexorably  seize  all  necessary  available 
nutriments.  In  a recent  study,  Canadian  ob- 
servers1 have  demonstrated  that  a deficient  ma- 
ternal diet  is  responsible  for  an  increased  incidence 
of  miscarriages,  stillbirths,  premature  births, 
longer  labor,  and  more  frequent  uterine  inertia, 
together  with  other  minor  complications. 
Dietary  regimen  fulfilling  the  needs  of  pregnancy 
has  been  devised  by  the  Canadian  investigators 
and  bids  fair  to  better  protect  the  interests  of 
mother  and  baby. 

Another  risk  of  deficient  maternal  diets  has  re- 
cently been  experimentally  demonstrated  in 
rats.2  Congenital  malformations  have  been 
produced  in  the  offspring  of  female  rats  reared  and 
bred  on  a deficient  diet  (Steenbock  and  Black 
Diet  1965).  In  spite  of  supplementary  viosterol, 
the  maternal  nutritional  deficiency  induced  by 
this  diet  produces  in  the  offspring  abnormalities 
characteristic  of  a disturbed  developmental  proc- 
ess. The  abnormal  newborn  rats  show  shortness 
of  mandible,  shortness  of  radius,  ulna,  tibia,  and 
fibula,  fusion  of  ribs  and  of  sternal  centers  of 
ossification,  and  syndactylism. 


This  diet  is  low  in  iodine  content,  an  element 
important  in  thyroid  physiology.3  Since  a de- 
fective thyroid  gland  might  adversely  affect  em- 
bryonic development,  iodine  was  added  to  the 
basic  diet — with  no  effect.  Manganese  deficiency 
has  produced  experimental  chondrodystrophy  in 
the  chick  embryo.4  For  this  reason,  manganese 
was  added  to  the  basic  ration,  but  it  did  not 
prevent  the  congenital  bone  lesions.  Dietary  sup- 
plements that  proved  to  be  effective  were  2 per 
cent  dried  pig  liver  and  the  crystalline  factors  of 
the  vitamin  B complex.  Two  per  cent  alfalfa, 
rich  in  vitamins  A,  E,  K,  riboflavin,  pantothenic 
acid,  and  pyridoxine,  was  not  a preventive.  Ap- 
parently some  factor,  present  in  liver  and  vita- 
min B complex,  and  absent  in  alfalfa,  was  the 
prophylactic  agent.  An  important  contribution 
made  by  these  investigators  was  the  evidence 
that  therapy  is  futile  if  begun  in  the  last  third  of 
pregnancy.  A diet  deficient  in  the  first  six 
months  of  pregnancy  has  thus  been  proved  to 
produce  irremediable  defects  in  the  newborn. 

While  the  results  of  animal  experimentation 
cannot  always  be  translated  into  human  terms, 
nevertheless  an  important  lesson  is  implied. 
The  obstetrician  is  not  only  the  accoucheur 
but  also  the  guardian  of  the  fetus.  As  such,  he 
must  not  only  take  pelvic  measurements,  blood 
pressures,  examine  urines,  etc.,  but  also  must 
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studiously  analyze  and  regulate  the  maternal 
diet.  This  will  serve  to  lighten  labor,  to  reduce 

1.  Ebbs,  J.  H.,  Scott,  W.  A.,  Tisdall,  F.  F.,  Moyle,  W.  J., 

and  Bell,  M.:  Canad.  M.A.J.  46:  1 (Jan.)  1942. 

2.  Warkany,  J.,  Nelson,  R.  C.,  and  Schraffenberger,  E. : 
Am.  J.  Dis.  Child.  64:  860  (Nov.)  1942. 


the  number  of  complications,  and  to  increase  the 
number  of  live  births,  producing  healthier  babies. 

3.  Krauss,  W.  E.,  and  Monroe,  C.  F.:  J.  Biol.  Chem. 

89:  581  (Dec.)  1930. 

4.  Lyons,  M.,  and  Insko,  W.  M.:  Kentucky  Agr.  Exper. 

Station,  1937. 
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February  9,  1943 

To  the  Editor: 

At  this  time  the  question  has  been  brought  up  in 
various  quarters  as  to  what  meats,  eggs,  milk,  and 
blitter  diabetics  should  be  privileged  to  receive. 
The  problems  are  answered  in  the  accompanying 
recommendations  of  the  Committee  on  Food 
Rationing  of  the  New  York  Diabetes  Association, 
which  have  been  carried  out  at  the  request  of  the 
New  York  City  Department  of  Health.  It  appears 
that,  for  the  time  being,  the  diabetics  are  well  cared 
for  except  as  far  as  the  obtaining  of  fresh  or  canned 
vegetables  and  fruits  is  concerned. 

However,  if  the  rationing  restrictions  are  tight- 
ened, inevitable  problems  will  arise,  and  it  is  for 
this  reason  that  the  Committee  on  Food  Rationing 
of  the  New  York  Diabetes  Association  has  recom- 
mended that  diabetics  be  requested  to  turn  in  their 
sugar  ration  cards  and  receive  in  their  place  such 
special  privileges,  in  the  future,  as  their  disease  calls 
for. 

It  may  be  noted  that  in  England  the  sugar  ration 
cards  of  diabetics  have  been  exchanged  for  extra 
proteins — that  is,  especially,  meats.  Since  there  are 
about  7,500,000  diabetics  in  the  United  States,  I am 
sure  that  you  will  readily  appreciate  the  importance 
of  this  problem  to  the  diabetic  and  to  the  com- 
munity as  a whole,  and  we  hope  that  you  will  com- 
ment and  give  notice  to  the  Association’s  recom- 
mendations in  your  columns. 

Charles  F.  Bolduan,  M.D.,  President 
New  York  Diabetes  Association,  Inc. 

FOOD  RATIONING  PLAN  FOR  DIABETICS 
As  Recommended  by  the  Committee  on  Food 
Rationing  of  the  New  York  Diabetes  Assn.,  Inc. 

1.  The  food  requirements  for  diabetics  vary 
among  different  patients  as  follows: 

Carbohydrates:  150  to  350  grams 

Protein:  60  to  90  grams 

Fat:  60  to  100  grams 

This  should  include  at  least  a pint  of  whole  milk 

daily. 

Such  a diet  prescription  should  be  made  for  each 
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patient  by  his  physician  and  then  the  amount  of 
meat,  cream,  butter,  milk,  fruits,  and  vegetables,  and 
possibly  other  materials  required,  should  be  desig- 
nated for  the  particular  patient  and  ration  cards 
issued  accordingly. 

2.  Diabetics  should  surrender  their  sugar  ration 
cards  and  for  these  receive  extra  ration  cards,  when 
necessary,  for  protein  foods — especially  meat — 
milk,  butter,  and  fresh  or  canned  vegetables  and 
fruits. 

3.  The  voluntary  surrendering  of  sugar  ration 
cards  should  be  the  first  step  toward  registration 
of  diabetics. 

4.  With  regard  to  the  diabetic’s  extra  require- 
ment for  cream,  this  is  not  advisable,  if,  as  sup- 
posedly will  be  the  case,  sufficient  milk  is  available. 

It  is  doubtful  whether  there  exists  in  the  diabetic 
a need  for  cream  above  that  of  the  cross  section  of 
the  population.  If  sufficient  whole  milk  is  available, 
it  will  meet  the  minimal  butter  fat  needs.  Special 
provision  for  cream  should  not  be  made. 

5.  Oleomargarine  and  other  fats  may  replace 
butter  for  fuel  needs  to  the  extent  advocated  for 
normal  individuals. 

6.  The  main  problem  at  present  is  that  the 
diabetic  obtain  enough  fresh  and  canned  fruits  and 
vegetables.  Something  should  be  done  about  the 
cost  and  the  availability  of  these  items  for  the 
needy.  This  is  especially  true  of  the  so-called  5 per 
cent  and  10  per  cent  vegetables — that  is,  the  green 
vegetables. 

7.  The  greatest  necessity  at  the  moment  is  to 
provide  for  enough  bulk  in  fresh  and  canned  vege- 
tables to  compensate  for  the  concentrated  foods 
usually  predominating  in  the  diabetes  diet. 

These  are  all  the  suggestions  we  have  to  make  at 
the  moment,  but  additional  rationing  might  call  for 
further  changes. 

COMMITTEE  ON  FOOD  RATIONING 
Herman  O.  Mosenthal,  M.D.,  Chairman 
George  E.  Anderson,  M.D. 

Frederick  W.  Williams,  M.D. 


Symposium — Surgery  of  the  Prostate 

RHABDOMYOSARCOMA  IN  THE  LOWER  URINARY  TRACT 

Robert  W.  Hunt,  M.D.,  F.A.C.S.,  New  York  City 


Rhabdomyosarcomas  of  the  lower  uri- 
nary tract  are  rare.  A careful  search  of  the 
literature1-6  reveals  reports  of  only  26  cases — 8 of 
the  bladder  and  18  of  the  prostate  gland.  Two 
additional  cases  are  reported  here.  With  one 
possible  exception,4  all  of  the  cases  have  termi- 
nated fatally.  This  most  unfavorable  statistical 
prognosis,  plus  the  fact  that  over  50  per  cent 
(16)  of  these  cases  were  diagnosed  and  reported 
in  the  last  fifteen  years,  would  seem  to  warrant 
a discussion  of  the  subject  at  this  time.  Dis- 
cussion is  further  stimulated  by  the  fact  that 
the  lesion  is  found  in  young  patients,  over  75 
per  cent  of  the  growths  having  occurred  in 
persons  under  40  years  of  age.  It  is  obvious  that 
the  ability  to  diagnose  this  lesion  has  improved, 
but  it  is  equally  obvious  that  treatment  has  not 
kept  pace  with  the  improvement  in  diagnosis. 

Definition  and  Description 

Rhabdomyosarcoma  is  the  malignant  variant 
of  the  rhabdomyoma.  These  tumors  have 
their  origin  in  striated  muscle  fiber,  giving  them 
an  embryonal  origin  of  mesoderm.  The  definite 
pathologic  diagnosis  is  made  by  demonstrating 
evidence  of  myofibrillae  with  phospho tungstic 
acid  stain  and  differentiates  rhabdomyosarcoma 
from  other  sarcomas  or  myomas  (Figs.  1 and  2) . 

Grossly,  the  tumor  has  been  described  as 
having  the  appearance  of  multiple  polyps,  or  as 
resembling  the  structure  of  a hydatidiform  mole. 
There  is  a smooth,  nonulcerating,  shiny,  com- 
pletely epithelialized  surface.  It  would  appear 
likely  that  once  such  a growth  has  been  seen  by 
the  surgeon  or  cystoscopist,  the  diagnosis  can 
be  made  clinically,  so  uniform  are  the  gross 
descriptions  of  the  tumors  in  the  reported 
cases  (Fig.  3). 

The  normal  striated  muscle  from  which  these 
tumors  arise  has  been  demonstrated  in  the 
anterior  part  of  the  prostate.2  Striated  muscle 
fibers  may  be  found  in  the  region  of  the  internal 
sphincter  and  adjacent  area  of  the  trigone.  One 
can  never  prove  the  origin  of  these  tumors,  but 
it  seems  reasonable  to  believe  that  the  neoplasms 
arise  from  the  normally  present  striated  muscle 
elements  in  the  region. 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York,  New  York  City,  April  30,  1942.  Part  of 
a symposium  on  “Surgery  of  the  Prostate.” 

From  the  Department  of  Urology,  New  York  Medical 
School;  Flower  and  Fifth  Avenue  Hospital. 


Clinical  Diagnosis 

The  initial  manifestations  were  quite  similar 
in  all  the  reported  cases,  the  patients  presenting 
symptoms  of  dysuria,  difficulty  in  voiding,  and 
retention  of  urine.  Hematuria  is  not  an  early 
symptom,  for  these  tumors  do  not  tend  to  ul- 
cerate. On  study,  the  clinician  finds  evidence 
of  obstruction  of  the  vesical  neck  by  tumor,  as 
demonstrated  by  urethrograms,  cystograms, 
rectal  examination,  and  cystoscopy. 

These  neoplasms  usually  grow  very  rapidly, 
necessitating  early  surgical  interference.  Ex- 
amination of  a biopsy  specimen,  obtained  at  the 
emergency  cystostomy  to  relieve  obstruction, 
will  confirm  the  diagnosis. 

Case  Reports 

The  following  two  cases  illustrate  the  typical 
clinical  course  of  this  tumor  in  the  lower  uri- 
nary tract: 

Case  1 (Flower  and  Fifth  Avenue  Hospital). 
— R.  D.,  a white  male  infant,  born  October  11, 
1939,  was  a second  child,  both  of  the  mother’s 
pregnancies  and  deliveries  having  been  normal. 
Nothing  unusual  was  noted  about  the  child  until 
72  hours  after  birth,  at  which  time  he  showed 
evidence  of  cyanosis  of  the  legs  with  some  distention 
of  the  abdomen.  Careful  examination  at  this  time 
revealed  no  evidence  of  intracranial  injury  or  other 
injury  or  disease.  These  symptoms  increased  so 
that  when  the  child  was  5 days  old  there  was  a 
painful  and  distended  mass  in  the  suprapubic 
area,  which  was  partially  reduced  by  catheteriza- 
tion. No  difficulty  was  experienced  in  catheterizing 
the  child. 

A cystogram  was  made  8 days  after  birth  (Fig. 
4).  Examination  of  this  showed  a patent  urachus, 
a large  bladder  with  a filling  defect,  and  deformity 
in  the  region  of  the  trigone.  From  then  on  it  was 
necessary  to  catheterize  the  baby  because  of  acute 
retention.  On  the  nineteenth  day  after  birth,  an 
indurated,  tender  area  developed  around  the 
umbilicus,  which  ruptured  spontaneously  3 days 
later  and  drained  urine.  This  urinary  fistula 
from  the  urachus  provided  satisfactory  drainage 
of  the  bladder,  and  catheterization  of  the  urethra 
was  discontinued. 

On  December  19  (65  days  after  birth),  a cystost- 
omy was  performed  and  suprapubic  drainage  was 
established.  At  this  time,  a nodular  mass  of 
very  firm  consistency  was  found  covering  the  floor 
of  the  bladder,  with  the  greater  concentration 
around  the  bladder  neck.  A biopsy  was  taken  of 
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Fig.  1.  Microphotograph  showing  the  myofibrillae 
stained  with  phosphotungstic  acid. 


this  mass  and  the  case  was  diagnosed  as  rhabdo- 
myoma. The  child  was  treated  symptomatically 
until  February  13,  1940,  at  which  time  he  was 
discharged  from  the  hospital  with  a draining 
suprapubic  sinus. 

Fourteen  days  later  (139  days  after  birth),  the 
patient  was  readmitted  with  symptoms  of  diarrhea, 
vomiting,  and  fever.  He  was  still  draining  through 
the  suprapubic  sinus.  A consultation  of  the 
surgical,  pediatric,  and  urological  staffs  was  held, 
and  it  was  decided  that  if  a second  biopsy  confirmed 
the  diagnosis,  a total  cystectomy,  with  removal 
of  the  prostate  and  transplantation  of  the  ureters, 
would  offer  this  infant  the  best  chance,  since  at 
this  time  there  was  marked  infection  of  the  urinary 
traict  with  bilateral  dilatation  of  the  ureters  (Fig.  5). 
It  was  also  decided  that  the  transplantation  into 
the  bowel  would  be  more  likely  to  prove  successful 
if  the  loop  of  the  lower  bowel  were  prepared  by 
separating  it  from  the  fecal  stream  by  means  of  a 
colostomy.  A second  biopsy  was  done,  the  diagnosis 
being  rhabdomyosarcoma. 

Five  and  one-half  months  (172  days)  after  birth, 
total  cystectomy  and  prostatectomy  were  done, 
and  both  ureters  were  transplanted  to  the  skin  at 
the  same  operation. 

The  child  did  unusually  well  after  this  procedure 
so  that,  1V2  months  later,  a transverse  colostomy 
was  performed  and  the  lower  bowel  was  irrigated 
with  sulfanilamide  solution  and  saline.  Two 
and  one-half  months  after  the  cystectomy  (8 
months  after  birth),  a right  ureterosigmoid  anasto- 
mosis was  done.  The  child  continued  to  progress 


Fig.  2.  Biopsy  of  surgical  specimen.  Micro- 
photograph  showing  the  myofibrillae  stained  with 
phosphotungstic  acid. 

favorably,  and  one  month  later  a left  ureterosigmoid 
anastomosis  was  carried  out.  Following  this 
operation,  the  child  ran  a low-grade  fever  and 
showed  evidence  of  continued  urinary  infection. 
Sulfathiazole  therapy  and  transfusions  had  little 
effect.  The  baby  ran  a downhill  course  and 
expired  IIV2  months  after  birth. 

An  autopsy  was  performed.  It  was  concluded 
that  death  was  caused  by  chronic  bilateral  pye- 
lonephritis with  terminal  pneumonia.  The  only 
evidence  of  remaining  rhabdomyosarcoma  was 
found  in  the  region  of  the  stump  of  the  distal 
urethra  which  was  left  following  cystectomy  and 
prostatectomy.  This  finding  was  microscopic.  * 

Case  2 (New  York  Hospitalf). — L.  S.,  a 2V2 - 
year-old  white  boy,  was  admitted  to  the  Brady 
Urological  Foundation  and  the  Pediatric  Service 
of  the  New  York  Hospital  on  August  31, 1937. 

The  following  history  was  given  by  the  family: 
About  six  months  before  the  patient’s  admission  to 
the  hospital  (when  he  was  2 years  old),  he  began  to 
have  pain  on  urination  and  retention  of  urine. 
There  was  no  hematuria.  The  urine  was  examined 
by  several  doctors  and  reported  to  be  normal. 
At  that  time  the  child  entered  a hospital  for  cathe- 
terization and  cystoscopy.  The  cystoscopic  ex- 
amination revealed  a bladder  tumor. 


* Autopsy  performed  by  Dr.  William  Youland’s  staff. 
(Dr.  W.  Youland,  Dr.  F.  Speer,  and  Dr.  E.Khoury  are  publish- 
ing a pathologic  study  of  the  operative  and  autopsy  speci- 
mens.) 

t From  the  Department  of  Urology  (James  Buchanan 
Brady  Foundation)  of  the  New  York  Hospital,  and  presented 
by  the  courtesy  of  Dr.  O.  S.  Lowsley,  director. 
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Fig.  3.  Photograph  of  the  surgical  specimen, 
showing  the  bladder  everted  with  the  polypoid 
tumor  mass  on  its  floor. 

Five  months  prior  to  his  admission  to  the  New 
York  Hospital,  a suprapubic  cystostomy,  with 
fulguration  of  the  tumor,  was  done.  This  procedure 
was  repeated  twice  thereafter,  the  last  time  being 
in  July,  1937,  one  month  before  admission.  A 
biopsy  of  the  tumor  removed  was  diagnosed  as 
myoma.  After  the  third  operation  the  child  was 
sent  home  with  a suprapubic  drainage  tube  in  place. 
He  was  given  three  weeks  of  intensive  x-ray  treat- 
ment, which  resulted  in  blistering  his  abdomen 
and  caused  him  to  be  generally  sick. 

The  tumor  recurred  rapidly  after  each  operation 
and  at  the  time  of  the  child’s  admission  to  the 
New  York  Hospital  it  appeared  to  fill  the  entire 
bladder.  At  this  time,  he  had  pain  on  defecation 
and  on  attempting  to  void.  Physical  examination 
showed  a well-developed  but  poorly  nourished 
pale  boy  of  2 Vs  years,  fairly  cooperative  and 
alert  but  generally  fretful.  The  general  examina- 
tion was  essentially  negative.  Examination  of  the 
abdomen  showed  it  to  be  soft  and  round,  with  no 
definite  mass  palpable.  There  was  a suprapubic 
incision  which  drained  urine  and  through  which 
protruded  a fleshy,  red,  irritated  mass  having  the 
general  appearance  of  polypoid  tissue. 

Complete  laboratory  studies  were  done,  including 
platelet  count,  complete  blood  count,  urinalysis, 
blood  sugar,  serum  albumin  and  globulin,  serum 
protein,  urea  nitrogen,  and  sodium  chloride  es- 
timations. The  only  abnormal  finding  was  a 
secondary  anemia,  with  many  white  blood  cells 
in  the  urine.  This  was  treated  by  repeated  small 
blood  transfusions.  Excretory  urograms,  done 
on  the  second  hospital  day,  showed  a functionless 
right  kidney  and  beginning  hydronephrosis  of  the 
left  kidney. 


Fig.  4.  Cystogram  of  the  bladder  showing  tumor 
on  the  floor  and  outlining  the  urachus. 

On  the  eleventh  hospital  day,  a right  nephros- 
tomy for  drainage  was  done.  The  child  withstood 
this  procedure  satisfactorily.  He  was  given  further 
transfusions,  and  on  the  twenty-first  hospital  day 
a total  cystectomy  and  prostatectomy,  with  trans- 
plantation of  the  left  ureter  to  the  skin  of  the  ab- 
domen, was  done.  Gross  examination  of  the  bladder 
showed  it  to  be  entirely  invaded  by  tumor,  but 
there  was  no  evidence  of  tumor  in  the  prevesical 
spaces.  Following  this  operation  the  child  was 
given  supportive  treatment,  including  several 
more  blood  transfusions,  sulfanilamide  medication, 
and  irrigation  of  his  nephrostomy  and  ureteral 
tubes. 

On  the  nineteenth  postoperative  day,  the  incision 
was  reopened  and  a large  amount  of  purulent 
material  was  found  in  the  suprapubic  region.  This 
area  was  drained  and  irrigated  with  Dakin’s  solu- 
tion. Thirty-eight  days  after  the  cystectomy, 
a small,  firm  tumor  mass,  about  x/%  cm.  in  diameter, 
was  noted  in  the  incision.  This  grew  rapidly  and 
was  removed  six  days  later.  Pathologic  examina- 
tion of  the  primary  tumor  and  of  this  mass  showed 
rhabdomyosarcoma  in  both  instances. 

About  a month  later,  a second  mass  was  re- 
moved, but  another  tumor  mass  appeared  within 
five  days.  Approximately  three  months  after 
the  original  operation,  multiple  tumor  masses 
were  noted  under  the  skin,  and  the  tumor  mass 
from  the  incision  had  extended  out  of  the  anasto- 
mosis of  the  ureter  in  the  skin.  This  mass  grew 
rather  rapidly  and  eventually  closed  off  the  ureter. 

The  child  failed  rapidly  and  expired  about 
four  monjths  after  his  admission  to  the  New  York 
Hospital.  No  autopsy  was  granted. 
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Fig.  5.  Excretory  urogram  showing  the  dilated 
kidney  pelves  and  ureters. 


Discussion  of  Treatment 

Although  other  sarcomas  have  benefited  by 
roentgen  therapy,  rhabdomyosarcomas  originat- 
ing in  this  area  have  not  been  affected  appreciably 
by  such  treatment.  Indeed,  in  one  of  the  re- 
ported cases,  as  well  as  in  the  second  case  pre- 
sented here,  roentgen  therapy  seems  to  have 
stimulated  the  growth  of  the  tumor.  Since  the 
evidence  is  so  strongly  against  these  tumors  being 
radiosensitive,  one  must  conclude  that  roentgen 
therapy  is  definitely  contraindicated.  Such 
therapy  has  only  increased  the  patient’s  symp- 
toms. 

At  present,  the  only  chance  for  a successful 
outcome  appears  to  be  early  radical  surgery. 
However,  thus  far  one  sees  total  failure  in 
surgical  procedures  in  rhabdomyosarcomas  of 
the  lower  urinary  tract.  The  question  arises: 
“Why  have  these  surgical  attempts  been  fail- 
ures?” 

Generally  speaking,  discouraging  results  in 
surgery  of  malignant  tumors  have  been  due  to 
one  of  three  causes:  (1)  the  tumors  arise  in 
locations  where  radical  removal  is  technically 
impossible;  (2)  the  growths  metastasize  early 
and  before  diagnosis;  (3)  early  diagnosis  is 
difficult  and  not  often  made.  However,  none 
of  these  seems  to  apply  to  the  particular  tumor 
under  discussion. 


Fortunately,  the  lesions  arise  in  a location 
and  extend  in  a direction  most  favorable  for 
radical  removal.  Whether  they  originate  in 
the  prostate  or  bladder,  the  growths  have  been 
pedunculated  into  the  bladder.  The  tumor, 
therefore,  remains  confined  to  the  prostate  and 
bladder  for  some  time  after  symptoms  are 
present — a fact  well  illustrated  by  both  of  the 
cases  reported  here.  Metastasis  to  other  parts 
of  the  body  is  exceptional.  Metastasis  by  direct 
extension  outside  the  bladder  and  prostate  is 
slow  to  occur.  Death  usually  results  from 
obstruction  to  the  urinary  tract,  with  super- 
imposed infection.  The  diagnosis,  as  a rule, 
is  made  early  because  the  growth  is  invariably 
located  near  the  bladder  neck,  and  symptoms  of 
vesical  neck  obstruction  occur  early  in  the  course 
of  the  disease. 

After  careful  analysis,  one  is  forced  to  the 
conclusion  that  apparently  radical  surgery  has 
failed  because  the  surgeon  has  allowed  too  great 
a period  to  elapse  between  the  time  of  diagnosis 
and  the  time  of  operation.  This  is  borne  out 
by  the  two  cases  reported  here.  In  Case  1 
the  patient  was  operated  upon  five  months  after 
the  diagnosis  was  made,  and  in  Case  2,  six 
months  elapsed  between  the  time  of  diagnosis 
and  the  time  of  radical  surgical  intervention. 
In  the  other  cases  reported,  where  radical  surgery 
was  attempted,  a similar  lapse  of  time  occurred. 

Comment 

It  is  obvious  that  surgeons  have  hesitated  to 
perform  the  radical  operation  of  total  cystectomy 
and  prostatectomy  because  they  have  feared 
both  the  operation  and  its  consequences.  With 
increased  experience  with  such  operations,  and 
greater  success  with  ureteral  transplants,  will 
come  increased  assurance,  and  the  hesitancy  to- 
ward early  operation  will  disappear. 

It  has  been  shown  that  rhabdomyosarcoma 
of  the  lower  urinary  tract  is  being  diagnosed 
more  frequently  and  at  an  early  stage  but  that 
treatment  has  been  100  per  cent  unsuccessful. 
Success  will  be  obtained  by  early  radical  opera- 
tion. Furthermore,  if  the  operation  is  done 
before  dilatation  and  infection  of  the  upper 
urinary  tract  have  occurred,  transplantation 
of  the  ureters  will  be  successful,  and  the  com- 
plications observed  in  the  two  cases  reported 
here  will  be  avoided. 

Summary 

Rhabdomyosarcoma  of  the  lower  urinary 
tract  is  defined,  and  its  incidence  of  occurrence 
and  symptoms  are  briefly  considered.  Two 
case  reports  are  given.  Treatment  and  the 
reasons  for  the  failure  of  treatment  in  the  past 
are  discussed.  It  is  concluded  that  early 
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radical  operation  will  achieve  the  first  successful 
treatment  of  this  lesion. 
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TRANSURETHRAL  PROSTATECTOMY 

William  A.  Milner,  M.D.,  Albany,  New  York 


FAULTS  with  any  operative  technic  are  usu- 
ally the  basis  for  devising  new  methods  for 
handling  the  same  condition.  Transurethral  re- 
section was  devised  largely,  I believe,  to  relieve 
the  mortality,  morbidity,  and  economic  distress 
associated  with  methods  employed  up  to  that 
time  in  the  treatment  of  prostatism.  Like  all  new 
things,  it  has  enjoyed  a wave  of  overenthusiasm 
followed  by  the  inevitable  reaction  of  criticism. 
It  has  only  within  the  last  few  years  reached  a 
stabilized  position  in  urology  where  it  is  defi- 
nitely considered  by  all  to  be  of  value  in  selected 
cases. 

Unlike  many  other  surgical  procedures,  its 
scope  of  usefulness  is  almost  entirely  dependent 
upon  the  ability  and  “knack”  of  the  operator. 
This  “knack”  or  ability  is  largely  due  to  the 
operator’s  knowledge  of  the  appearance  of  the 
various  types  of  tissue  encountered  at  the  time 
of  operation.  With  this  experience,  sections  can 
be  cut  rapidly  and  clearly  with  a minimum 
amount  of  trauma  and  its  attendant-  bleeding. 
Good  results  can  be  assured  because  one  is  able 
not  only  to  remove  the  obstructing  tissue  but 
also,  in  most  cases,  to  resect  down  to  the  surgical 
capsule. 

There  are  three  characteristic  types  of  tissue 
encountered:  (1)  the  fibrous  structure  of  the 
vesical  neck,  (2)  the  homogeneous  granular  pro- 
static  tissue,  and  (3)  the  appearance  of  the  pro- 
static capsule. 

The  presence  of  residual  urine  from  three  to  six 
weeks  postoperatively  almost  invariably  means 
that  some  obstructing  tissue  has  not  been  re- 
moved. Ninety  per  cent  of  the  cases  will  com- 
pletely empty  the  bladder  one  week  after  opera- 
tion. 

Postoperative  discomfort  with  symptoms  of 
cystitis  is  almost  invariably  directly  proportional 
to  the  amount  of  necrotic  prostatic  tissue  present. 
The  majority  of  patients  will  void  in  amounts 
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varying  from  150  to  450  cc.  per  voiding.  This 
does  not  indicate  marked  urgency  or  frequency. 
One  case,  in  which  114  Gm.  were  removed  in  one 
sitting  of  an  hour  and  six  minutes,  voided  dirty 
urine  for  about  six  months.  At  the  end  of  that 
time,  he  passed  a piece  of  necrotic  prostate 
weighing  5 Gm.,  and  the  urine  cleared  within 
forty-eight  hours. 

The  type  of  instrument  employed  depends 
entirely  upon  the  personal  whims  of  the  oper- 
ator. 

In  our  practice,  practically  all  types  of  pros- 
tates are  handled  by  this  method.  An  occasional 
case  of  carcinoma  is  referred  for  total  perineal 
prostatectomy  to  those  who  we  feel  are  extremely 
capable  with  this  procedure.  Of  the  last  600  pros- 
tates operated  upon,  only  three  two-stage  supra- 
pubic operations  have  been  done,  and  one  of  these 
required  a preliminary  cystotomy  for  the  removal 
of  a large  stone. 

Preoperative  care  is  handled  as  carefully  as  it 
would  be  for  any  other  type  of  prostatic  surgery. 
Blood  chemistry  and  phthalein  excretion  must 
be  within  normal  limits,  if  possible.  Catheter 
drainage  for  two  or  more  days  is  required  in  all 
cases  having  more  than  4 ounces  of  residual  urine 
on  admission.  All  infected  cases  are  treated  with 
indwelling  catheters  and  frequent  irrigations. 

The  Murphy  drip  method  of  decompression  is 
used  in  all  overdistended  bladders.  We  have 
used  this  routinely  for  the  past  ten  years  and  have 
felt  that  a few  cases  were  definitely  benefited  by 
it. 

Four  cases  that  had  high  nonprotein  nitrogen 
and  creatinines  and  low  phthalein  outputs  have 
been  resected.  Three  of  the  patients  are  alive  and 
well  from  three  to  five  years  postoperatively,  and 
the  fourth  case  died  of  pneumonia  four  years 
postoperatively. 

Each  patient  is  given  a light  breakfast  before 
going  to  the  operating  room.  Preoperative 
sedation  is  rarely  employed,  for  it  serves  but  to 
depress  the  blood  pressure,  and  the  patient  who 
is  in  the  proper  frame  of  mind  concerning  his 
operation  is  better  off  without  it. 
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The  anesthesia  is  now  routinely  spinal — of 
pontocaine,  12  to  15  mg.  in  equal  amounts  of  10 
per  cent  glucose.  The  first  39  cases  were  done 
under  caudal  and  trans-sacral  block.  An  occa- 
sional case  is  done  under  sodium  pentathal. 
Blood  pressure  usually  remains  fairly  constant. 
Drops  in  pressure  are  usually  adequately  handled 
by  simple  oxygen  inhalation,  although  ephedrine 
is  used  if  necessary. 

Operation 

Vasectomy  is  done  routinely.  In  carcinoma 
with  metastases,  intravaginal  orchidectomy  is 
done  after  the  resection  has  been  completed. 
The  results  from  this  operation  have  been  most 
gratifying.  Those  who  have  had  pain  from  meta- 
static lesions  are  completely  relieved.  In  one  in- 
stance, there  was  a marked  regression  of  the 
original  growth  when  the  patient  was  examined 
four  months  later. 

The  operation  is  never  prolonged  more  than  one 
hour,  and  the  average  25  or  30  Gm.  prostate  can 
be  resected  in  thirty  minutes.  Many  larger 
glands  weighing  from  60  to  90  Gm.  are  removed 
in  one  hour’s  total  operating  time. 

Postoperative  Care. — All  patients  are  given  a 
high  backrest  upon  return  to  their  rooms.  Dur- 
ing the  first  four  hours  after  operation,  1,000  cc. 
of  subcutaneous  saline  is  given.  The  catheter 
is  connected  to  a closed  irrigating  apparatus  and 
irrigated  only  as  necessary.  Most  patients  are 
given  soft  diet  the  day  after  the  operation  and  are 
allowed  out  of  bed  on  the  second  postoperative 
day.  The  distension  in  the  Foley  bag  is  usually 
dropped  to  just  a sufficient  amount  to  make  it  a 
self-retaining  catheter  on  the  night  of  the  day  of 
the  operation.  In  a few  cases,  this  is  not  done 
until  the  following  day. 

The  Foley  catheter  is  removed  on  the  fifth 
postoperative  day,  and  patients  living  reasonably 
close  to  the  hospital  are  sent  home  on  their 
seventh  postoperative  day.  Those  who  live  some 
distance  or  who  have  complications  are  kept  for  a 
longer  period. 

Biweekly  bladder  irrigations  are  done  for  a 
period  of  from  four  to  eight  weeks  until  the 
urine  becomes  clear.  Sulfathiazole  in  doses  of 
1 Gm.  three  times  a day  for  four  days  is  of  great 
value  in  clearing  up  the  last  bit  of  infection.  It 
does  not  work  well,  however,  until  about  the 
fifth  or  sixth  week,  or  until  such  time  as  epitheli- 
zation  has  taken  place  in  the  resected  area. 

Report  of  Cases 

A total  of  1,093  resections  have  been  done  on 
1 ,020  patients.  Two  or  more  resections  have  been 
required  in  73  cases,  or  7.1  per  cent,  and  three  re- 
sections have  been  required  in  7 cases,  or  0.6  per 


cent.  No  case  in  the  last  977  consecutive  cases 
has  required  any  other  type  of  surgery  to  relieve 
the  obstruction. 

Residual  Urine. — Fifty-five  per  cent  of  the 
cases  have  had  complete  urinary  retention.  The 
rest  have  had  varying  amounts  of  from  a few 
ounces  to  30  or  40  ounces  with  overflow. 

Age. — The  oldest  case  resected  was  94.  The 
youngest  case  was  26.  In  the  latter,  only  a 
congenital  contracture  of  the  vesical  neck  was 
resected,  leaving  the  prostate  intact.  This  boy 
gave  a history  of  having  always  had  a “bashful 
bladder,”  with  three  attacks  of  complete  reten- 
tion. There  have  been  6 cases  over  90,  89  over 
80  and  438  over  70  years  of  age,  with  an  average 
age  of  67  for  the  entire  group.  The  youngest 
true  prostatic  was  only  47,  but  had  11  ounces  of 
residual  urine,  and  32  Gm.  of  prostate  were  re- 
moved at  operation. 

Tissue  Removed. — The  average  tissue  removed 
from  each  of  the  last  500  cases  has  been  27.5  Gm. 
The  largest  amount  removed  at  a single  sitting 
was  114  Gm. 

Pathology. — Carcinoma  has  been  found  in  151 
cases,  or  14.8  per  cent.  Benign  hypertrophies 
have  appeared  in  869  cases,  or  85.2  per  cent. 

Not  a few  carcinomas  of  the  bladder  have  been 
discovered  associated  with  the  prostatic  pathol- 
ogy. One  female  who  had  a contracture  of  the 
vesical  neck  with  twenty  ounces  of  residual  urine 
was  completely  relieved  by  resection. 

Complications. — Emboli  have  occurred  seven 
times,  with  3 deaths. 

Septicemia  caused  one  death.  Ruptured 
bladder  with  sepsis  caused  2 deaths  in  the  first 
50  cases.  Ruptured  bladder  as  a result  of  an  at- 
tempt to  evacuate  blood  clots  has  occurred 
twice.  Both  patients  were  operated  on  immedi- 
ately and  one  lived.  The  other  was  not  a good 
risk  for  extensive  surgery  and  died  of  shock 
twelve  hours  later. 

Cerebral  hemorrhage  occurred  in  one  case  and 
bronchopneumonia  in  2.  Heart  failure  was  the 
most  common  complication  causing  death. 
Hemorrhage  has  caused  some  deaths  in  earlier 
cases. 

Incontinence  which  could  not  be  cured  oc- 
curred in  2 cases.  One  was  an  86-year-old  man 
with  benign  hypertrophy,  and  the  other  a 76- 
year-old  patient  with  carcinoma.  Neither  has 
complete  incontinence  but  both  must  wear  pads. 
Practically  all  cases  of  incontinence  are  due  to 
insufficient  tissue  being  removed,  so  that  second- 
ary resection  will  cure  them. 

Morbidity. — The  average  total  hospital  stay 
is  about  two  weeks.  This  includes  those  patients 
that  have  long  preoperative  stays  to  be  pre- 
pared, as  well  as  those  who  have  complications 
and  those  who  are  virtually  homeless  and  must 
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Table  1. — Analysis  of  Results  of  465  Cases  Reported 
out  of  550  Questionnaires 


Cases 

Result 

Excellent 

Result 

Fair 

Result 

Poor 

No 

Report 

of 

Result 

Alive 

294 

273 

10 

11 

Dead* * 

Lost 

131 

40 

70 

61 

40 

Total 

465 

343 

10 

11 

101 

* Only  excellent  results  confirmed  by  letter  used. 


be  able  to  take  care  of  themselves  when  they 
leave. 

Mortality. — There  have  been  28  deaths,  or 
2.74  per  cent,  for  the  entire  group.  For  the  last 
898  cases,  there  have  been  15  deaths,  or  2.1  per 
cent. 

End  Results. — Over  a period  of  ten  years,  550 
cases  were  taken  at  random  out  of  the  group 
operated  upon.  Questionnaires  were  sent  to  each 
of  these  patients.  The  questions  asked  included 
the  patient’s  general  condition,  the  degree  of  dis- 
comfort in  the  bladder,  the  number  of  day  void- 
ings  and  night  voidings,  character  of  the  urinary 
stream,  and  the  character  of  the  control  of  urine. 
Of  the  550  questionnaires  sent  out,  465  were 
returned  (see  Table  1). 

From  the  questionnaires  sent  to  the  102  carci- 
noma patients,  the  results  are  given  in  Table  2. 

Recurrence,  exclusive  of  a few  carcinoma 
cases,  is  the  exception.  Some  early  cases  have 
required  a second  resection  because  insufficient 


TABLE  2. — Analysis  of  102  Carcinoma  Cases 
(15  were  lost;  87  were  reported  upon) 


Years  Dead  Alive 

1 19 

2 14  14 

3 13  4 

4 4 4 

5 3 3 

6 1 

7 _1_ 

53  27 


Dead  unknown  date — 7 


tissue  was  removed  at  the  first  sitting.  Fifteen 
cases  that  had  suprapubic  prostatectomy  have 
been  resected  with  marked  improvement. 

Conclusions 

1.  In  our  hands,  resection  is  the  operation  of 
choice  on  practically  all  prostates. 

2.  The  present  lack  of  fear  of  prostatic  sur- 
gery on  the  part  of  the  patient  is  due  largely  to  re- 
section. 

3.  Good  results  depend  upon  the  ability  to 
recognize  tissue  when  it  is  encountered  and  to 
resect  down  to  the  surgical  capsule. 

4.  Postoperative  cystitis  symptoms  are  al- 
most invariably  due  to  leaving  tissue  to  which 
the  blood  supply  has  been  destroyed. 

All  cases  of  postoperative  incontinence  should 
be  cystoscoped  and  any  tissue  impinging  within 
the  external  sphincter  should  be  removed. 

No  patient  capable  of  living  through  his  pre- 
operative preparation  is  too  poor  a risk  to  resect. 


A SUMMARY  OF  ENDOCRINE  EFFECTS  IN  ADVANCED  PROSTATIC 
CANCER* 

Charles  Huggins,  M.D.,  Chicago 


IN  SUMMARIZING  our  work  on  endocrine 
effects  in  advanced  prostatic  cancer,  I wish  to 
develop  two  points:  first,  that  cancer  of  the 
prostate  is  often  extremely  sensitive  to  androgens 
(so  that  advantage  may  be  taken  of  this  fact  in 
the  practical  therapeutic  management  of  the 
disease);  second,  that  the  study  of  any  disease, 
and  especially  cancer,  is  greatly  expedited  by 
developing  objective  laboratory  methods  of 
following  its  course. 
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It  is  necessary  to  discuss  briefly  certain  en- 
zymes capable  of  hydrolyzing  phosphoric  esters, 
the  phosphatases.  There  are  two  of  these  en- 
zymes, widely  scattered  through  human  tissue 
in  small  amounts,  called  acid  and  alkaline  phos- 
phatase because  of  certain  chemical  character- 
istics. These  enzymes,  however,  are  present  in 
rich  concentration  in  certain  tissues:  alkaline 
phosphatase  in  bone;  acid  phosphatase  in  the 
prostate  gland  of  adult  men  and  monkeys.  This 
rich  concentration  of  acid  phosphatase  in  the 
adult  prostate  gland,  then,  is  a secondary  sex 
characteristic  of  a chemical  nature.  It  was  dis- 
covered in  1935  by  Kutscher  and  Wolbergs. 
Elevations  of  alkaline  phosphatase  in  serum 
occur  in  certain  bone  diseases  when  there  is  ab- 
normal osteoplastic  activity,  such  as  Paget’s 
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disease,  rickets,  and  osteogenic  sarcoma.  In- 
crease of  acid  phosphatase  occurs  in  only  one 
condition — cancer  of  the  prostate  with  metastases 
to  bone,  as  was  shown  by  A.  B.  and  E.  B.  Gut- 
man and  by  Barringer  and  Woodard.  When 
prostatic  cancer  is  located  in  the  bone  marrow, 
the  secretions  of  these  cells  find  their  way  into 
the  blood  and  are  not  readily  disposed  of,  so  that 
the  acid  phosphatase  value  increases  above  nor- 
mal. 

A step  forward  in  this  problem  was  the  de- 
velopment by  my  colleague,  George  Gomori,  of 
methods  of  staining  the  site  of  the  phosphatases 
in  tissue.  While  the  prostate  of  the  newborn  child 
contains  small  amounts  of  acid  phosphatase,  the 
adult  prostate  contains  large  amounts  of  this 
enzyme.  Carcinoma  of  the  prostate  likewise 
exhibits  rich  concentrations  of  the  enzyme  in  the 
epithelial  cells.  It  was  thus  recognized  that 
prostatic  cancer  is  a cancer  of  adult  epithelial 
cells  and  not  a reversion  to  a more  primitive 
state. 

In  a series  of  47  men  with  advanced  prostatic 
cancer,  it  was  found  that  24  had  elevation  of 
acid  and  alkaline  phosphatases,  while  in  the  other 
23  men  the  enzymes  were  in  the  normal  ranges. 
By  frequent  observation  of  the  serum  phos- 
phatases of  men  who  had  far  advanced  prostatic 
cancer  with  elevation  of  the  serum  phosphatases, 
it  was  found  that  decreasing  the  amount  or  the 
activity  of  the  androgens  by  castration  or  by  ad- 
ministration of  estrogen  (stilbestrol,  1 mg.  daily) 
caused  a decrease  of  serum  acid  phosphatase 
values,  whereas  administration  of  androgen 
(testosterone  propionate,  25  mg.  daily)  caused 
exacerbation  of  the  serum  phosphatase  values 
and  of  the  disease. 

The  beneficial  results  of  decreasing  the  andro- 
gens were  not  limited  to  the  serum  phosphatases. 
Forty-five  men  with  advanced  and  metastatic 
cancer  have  been  treated  by  castration  since 
October,  1939.  When  the  cancer  has  been  dis- 
covered early,  total  perineal  prostatectomy  has 
been  done. 

Certain  benefits  usually  follow  orchiectomy. 
Among  the  earliest  changes  are  an  increased  ap- 
petite and  relief  of  pain.  These  effects  are  often 
seen  within  several  days  following  castration. 
They  result  in  a gain  in  weight  and  an  improve- 
ment in  the  anemia.  Frequently  there  is  a de- 
crease of  the  primary  tumor  so  that  the  hard, 
nodular,  craggy  prostate  becomes  smooth  and 
soft  and  decreases  markedly  in  size.  Changes 
often  occur  in  the  bony  metastases  on  roentgeno- 
graphic  examination,  with  the  metastatic  lesions 
usually  undergoing  increased  calcification  within 
several  months  after  orchiectomy.  This  increased 
density  is  often  followed  by  a stabilization  in 
growth  or  by  disappearance  of  the  metastases 


to  x-ray  examination.  Other  objective  evidence 
of  improvement  that  occurred  in  this  series  in- 
cludes the  disappearance  in  two  cases  of  paraly- 
sis due  to  compression  from  metastasis  in  the 
central  nervous  system  and  in  two  other  cases 
the  disappearance  of  enlarged  lymph  nodes  on 
the  site  of  metastases. 

Certain  undesirable  symptoms  also  occur,  not- 
ably abolition  of  the  adult  sexual  capacity  and 
the  onset  of  hot  flashes  similar  to  menopausal 
changes  in  women,  and  which  likewise  can  be 
mitigated  by  estrogen  administration  (stilbestrol, 
1 mg.  daily  by  mouth  for  two  weeks). 

All  in  all,  the  improvement  which  occurs  fol- 
lowing orchiectomy  in  cancer  of  the  prostate  far 
outweighs  the  undesirable  effects.  It  should  be 
emphasized,  however,  that  the  results  are  not 
uniformly  successful. 

In  the  entire  series  of  45  patients  subjected  to 
orchiectomy,  there  have  been  8 deaths,  all  in 
men  with  extensive  metastases  to  bone.  In  4 
of  these  men,  carcinomatosis  was  the  principle 
cause  of  death,  while  in  the  others  it  was  of 
secondary  importance.  From  a clinical  stand- 
point, 31  men  have  had  a sustained  improvement 
lasting  as  long  as  thirty  months ; 9 men  have  had 
a temporary  improvement  followed  by  recur- 
rence of  symptoms;  and  in  5 men  there  was  no 
improvement  following  castration. 

In  11  men  of  the  group  of  21  patients  operated 
upon  twelve  to  thirty  months  ago,  there  has  been 
significant  improvement.  These  patients  are  free 
from  symptoms,  acid  and  alkaline  phosphatase 
values  of  serum  are  in  or  near  the  normal  range, 
there  has  been  complete  or  partial  resolution  of 
x-ray  evidence  of  osseous  metastases,  and  a great 
decrease  is  found  in  the  size  and  in  the  stony  con- 
sistency of  the  primary  neoplasm  on  rectal  ex- 
amination. In  4 patients  extensive  osseous 
metastases  have  completely  disappeared  to  radio- 
graphic  examination. 

The  question  of  inactivation  of  androgens  by 
estrogens  in  prostatic  cancer  as  opposed  to  cas- 
tration naturally  arises.  This  type  of  endocrine 
castration  as  opposed  to  surgical  castration  is  at 
first  glance  attractive,  since  it  can  be  carried  out 
without  surgery  and  is  financially  economical. 
However,  it  is  unsound,  since  the  inhibition  of  the 
androgens  by  estrogens  is  not  complete  and  a com- 
plete inhibition  or  elimination  of  androgens  is 
the  basis  for  the  modern  treatment  of  advanced 
prostatic  cancer.  Moreover,  this  partial  inhibi- 
tion is  temporary,  and  estrogen  must  be  admin- 
istered for  long  periods  of  time.  Furthermore,  in 
many  species  the  administration  of  estrogen  to 
males  for  an  extended  length  of  time  is  in  itself 
a carcinogenic.  While  it  was  first  shown  in  this 
laboratory  that  beneficial  results  occur  in  pro- 
static cancer  from  both  surgical  castration  or 
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estrogen  administration,  we  feel  that  bilateral 
orchiectomy  is  the  method  of  choice  as  a basic 
treatment  in  advanced  or  metastatic  prostatic 
cancer. 
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LATE  RESULTS  FOLLOWING  TRANSURETHRAL  PROSTATIC 
RESECTION 

Louis  M.  Orr,  M.D.,  Palmer  R.  Kundert,  M.D.,  and 
Frank  J.  Pyle,  M.D.,  Orlando,  Florida 


THE  question  as  to  whether  or  not  the  results 
obtained  from  the  transurethral  resection  of 
the  prostate  are  permanent  is  one  most  commonly 
asked  by  the  medical  profession  and  the  laity 
alike.  A voluminous  literature  has  accumulated 
during  the  past  ten  years  on  the  subject  of  this 
method  of  relieving  prostatic  obstruction,  but  the 
majority  of  the  writings  have  been  given  to  the 
description  of  technic  and  more  particularly  to 
reports  of  large  numbers  of  patients  with  ex- 
tremely low  rates  of  mortality.  The  majority  of 
the  end  results  reported  up  to  this  time  concern 
the  status  of  the  patient  only  a few  months  after 
his  operation.  Almost  nothing  has  been  written 
on  the  subject  of  the  condition  of  the  patient  in 
regard  to  his  urinary  symptoms  many  years  after 
his  surgery.  How  long  was  he  free  of  frequency 
and  distress?  How  long  was  he  able  to  empty 
his  bladder  completely?  Did  he  have  to  have 
other  prostatic  surgery  before  complete  relief  of 
symptoms  was  obtained?  Did  he  consider  the 
condition  for  which  he  had  originally  consulted 
his  physician  to  be  cured?  These  and  other 
questions  of  this  type  have  not,  up  to  this  time, 
been  answered. 

It  must  be  stated  at  the  outset  that  this  study 
is  not  in  any  way  to  be  construed  as  a compara- 
tive analysis  of  different  methods  of  removing 
prostatic  obstruction  but  is  presented  solely  as  a 
recounting  of  experiences  in  the  use  of  the  trans- 
urethral operation. 

In  an  effort  to  answer  some  of  these  questions 
and  to  obtain  as  nearly  as  possible  the  true  end 
results  in  a group  of  private  patients  subjected  to 
prostatic  resection,  a study  has  been  made 
covering  a period  of  time  between  1932,  when  the 
procedure  first  came  into  vogue,  and  the  latter 
part  of  1941. 

Read  by  invitation  at  the  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  April  30, 
1942.  Part  of  a symposium  on  “Surgery  of  the  Prostate.” 


The  information  which  is  to  follow  (Table  1) 
was  collected  through  the  medium  of  question- 
naires sent  to  483  private  patients.  Of  these  483, 
407  were  traced.  One  hundred  and  fifteen  were 
found  to  have  died  from  within  a few  months  to 
nine  years  or  more  after  leaving  the  hospital. 
Data  obtained  on  76  were  insufficient  for  tabula- 
tion on  the  results  of  their  surgery.  According 
to  the  patients’  own  statements,  160  of  the  total 
252  who  were  contacted  stated  that  they  were 
satisfied  with  the  results  of  their  surgery.  Nine- 
teen stated  that  they  were  definitely  dissatisfied 
because  they  had  not  been  entirely  relieved  of 
their  symptoms.  Although  they  complained  of 
having  to  arise  more  often  at  night  than  they 
thought  necessary,  18  stated  that  they  were 
partially  satisfied.  Intelligible  replies  were  re- 
ceived from  252,  and  of  this  number  209  presented 
themselves  for  examination.  Considering  the 
transient  type  of  population  in  the  community  in 
which  this  study  was  made,  it  is  felt  that  this  per- 
centage of  contacts  was  fairly  high.  Only  those 
patients  who  were  examined  or  who  sent  in  in- 
telligible answers  are  to  be  considered. 

It  is  noteworthy  that  during  this  period  be- 
tween 1932  and  late  1941,  only  2 patients  with 
prostatism  of  a sufficient  consequence  to  demand 
surgery  were  refused  operation  because  of  associ- 
ated complications.  Based  upon  the  criteria  of 
acceptability  for  surgery,  it  is  felt  that  a very 
large  number  of  these  patients  would  have  been 
denied  any  type  of  prostatic  surgery  other  than 
transurethral  resection  because  of  such  complica- 

TABLE  1 


Number  of  patients  undergoing  resection  483 

Number  of  patients  traced  407 

Number  of  patients  not  traced  76 

Number  of  patients  known  to  be  living  252 

Number  dead  since  leaving  hospital  115 

Number  satisfied  with  surgery  160 

Number  dissatisfied  19 

Number  partially  satisfied  18 
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TABLE  2. — Causes  of  Death  After  Discharge  from 
Hospital 


Cardiac  failure 

35 

Multiple  carbuncles 

1 

Cerebral  hemorrhage 

6 

Cancer — prostate 

27 

Cancer — lung 

1 

General  debility 

4 

Pyelonephritis 

8 

Pneumonia 

2 

Diabetes 

3 

Unknown 

28 

Total 

115 

TABLE  3. — Patients  Grouped  According  to  Age 


Age 

Still  Living 

40  to  49 

8 

7 

50  to  59 

44 

23 

60  to  69 

179 

97 

70  to  79 

203 

108 

80  and  over 

49 

17 

Total 

483 

Total  252 

tions  as  advanced  cardiac  disease,  hemiplegia, 
diabetes,  etc.  The  fact  that  many  of  these  pa- 
tients came  to  the  community  in  extreme  old  age 
and  in  ill  health  also  added  to  the  hazards  attend- 
ing their  surgery.  The  surgical  mortality  rate  of 
this  group  was  8.3  per  cent,  which  is  higher  than 
that  quoted  by  other  writers  for  most  series  of 
this  type. 

The  causes  of  death  after  discharge  from  the 
hospital,  of  which  115  are  known  to  have  oc- 
curred, are  given  in  Table  2. 

Transurethral  resections  (Table  3)  were  per- 
formed on  8 patients  between  the  ages  of  40  and 
49;  44  patients  between  50  and  59;  179  patients 
between  60  and  69;  203  patients  between  70  and 
79;  and  49  resections  were  performed  on  patients 
of  80  years  and  over,  the  oldest  being  91.  In  this 
group  of  patients  of  advanced  age  17  are  still 
living. 

A yearly  record  of  the  total  number  of  trans- 
urethral resections,  together  with  the  mortality 
rates,  appears  in  Table  4. 

Of  the  483  patients  treated  (Table  5),  a total  of 
576  prostatic  resections  were  found  necessary  for 
one  cause  or  another  before  relief  was  obtained. 

Multiple  operations  were  planned  on  31,  but 
more  were  required,  increasing  the  number  to  39, 
because  of  the  unusual  size  of  the  gland.  The  re- 
maining number,  representing  452  patients,  had 
only  one  resection  for  what  was  believed  at  the 
time  to  afford  satisfactory  relief  of  the  obstruc- 
tion. Secondary  operation,  because  of  the  in- 
sufficient removal  or  the  regrowth  of  tissue,  was 
found  necessary  on  44  patients  who  returned  to 
the  hospital  after  their  original  operation.  Of 
these  44,  there  was  one  patient  who  returned  six 
different  times  for  removal  of  rapid  regrowth  of 
tissue  over  a period  of  six  years.  There  were  2 
patients  who  were  readmitted  four  times  for  re- 


current growth  over  a period  of  seven  or  eight 
years;  and  4 patients  who  were  readmitted  three 
times  over  a period  of  five  to  eight  years  for  addi- 
tional removal  of  tissue.  The  remaining  pa- 
tients who  returned  for  the  removal  of  additional 
tissue  are  as  follows: 


1 patient  returned 

2 patients  returned 

1 patient  returned 

6 patients  returned 

5 patients  returned 

7 patients  returned 

8 patients  returned 

7 patients  returned 


8 years  later 
7 years  later 

5 years  later 
4 years  later 
3 years  later 
2 years  later 
1 year  later 

6 months  to  1 year  later 


It  is  interesting  to  note  that  46  of  the  483 
patients  had  had  previous  prostatic  surgery  else- 
where, in  time  intervals  from  twenty  years  to  a 
few  months.  Six  patients  had  undergone  supra- 
pubic removal,  and  6 had  undergone  perineal 
prostatectomies.  Thirty-one  had  previously  had 
transurethral  resections  performed. 

The  smallest  amount  of  tissue  removed  to 
afford  relief  from  obstruction  was  1 Gm.,  and  the 
largest  amount  removed  from  any  one  patient 
totaled  117  Gm.  This  rather  large  amount  was 
removed  in  three  resections  from  a patient  57 
years  of  age.  It  is  interesting  to  note  that,  after 
five  years,  cystoscopic  examination  reveals  no 
tendency  whatsoever  toward  regrowth  of  pro- 
static tissue.  The  average  weight  of  prostatic 
tissue  removed  from  the  first  250  patients  was 
12.4  Gm.,  and  from  the  last  233  patients  the 
average  was  15.6  Gm.  Twenty-seven  patients 
underwent  the  removal  of  vesical  calculi  by  litho- 
lapaxy  or  cystotomy,  either  at  the  time  of  the 
resection  or  during  their  initial  hospital  stay. 
The  average  number  of  years  of  survival  after 
surgery  was  3.34  years.  This  does  not  include 
deaths  in  the  hospital. 

The  causes  of  death  associated  with  surgery  or 
following  surgery  are  shown  in  Table  6. 

Complications  of  a widely  diverse  nature 
marked  the  postoperative  course  of  172  of  the 
total  number  operated  upon.  Of  this  number  66 
might  be  said  to  have  had  major  surgical  compli- 
cations, from  which  all  recovered,  and  71  had 
minor  complications.  The  66  major  surgical 
complications  are  listed  in  Table  7. 

Those  patients  showing  an  elevation  of  tem- 
perature above  102  F.,  generally  associated  with 
chills,  were  71  in  number.  Postoperative  urethral 
strictures  were  found  to  be  present  in  35  patients 

On  examination  of  one  or  two  sections  of  tissue 
malignant  prostates  were  diagnosed  in  45  patients 
(Table  8),  and  6 more  were  diagnosed  malig- 
nancies upon  examination  of  additional  tissue — a 
total  of  51  malignant  prostates  diagnosed  at  the 
time  of  operation. 
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TABLE  4. — Chronologic  Survey  op  Prostatic  Resections 


No.  Still  Living 
Age  When  Operated 


Year 

No.  of 
Resections 

Rate  of 
Mortality 

* 40-49 

50-59 

60-69 

70-79 

80+  ' 

Total 

Living 

Total 

Dead 

Not 

Traced 

1932 

14 

7.1% 

2 

4 

3 

9 

3 

2 

1933 

28 

7.1% 

2 

5 

7 

10 

11 

1934 

35 

8.5% 

*7 

5 

12 

9 

14 

1935 

37 

8.0% 

’6 

6 

5 

17 

9 

11 

1936 

42 

11.8% 

1 

5 

6 

’i 

13 

22 

7 

1937 

47 

6.0% 

‘i 

3 

13 

9 

1 

27 

12 

8 

1938 

58 

15.5% 

2 

8 

17 

3 

30 

20 

8 

1939 

66 

7.5% 

2 

11 

16 

3 

32 

26 

8 

1940 

73 

5.4% 

'3 

2 

23 

19 

2 

49 

20 

4 

1941 

83 

6.0% 

3 

5 

20 

23 

7 

58 

23 

2 

Average 

8.3% 

Of  the  number  diagnosed  as  having  benign 
prostates,  31  returned  later  with  unmistakable 
evidence  of  malignant  changes  which  were  over- 
looked at  the  time  of  the  first  examination.  Of 
these,  9 had  additional  tissue  removed. 

Of  the  number  of  patients  with  known  car- 
cinoma of  the  prostate  at  the  time  of  operation, 
16  are  now  living  and  24  are  dead. 

Summary  and  Conclusions 

The  above  information  represents  only  pure 
factual  reporting  and  is  in  no  sense  of  the  word 
intended  as  a comparative  study.  It  is  only  the 
representation  of  experiences  gained  by  as  accu- 
rate a study  as  possible  of  patients  undergoing 
transurethral  prostatic  resection  from  the  writer’s 
first  experience  with  the  operation  in  1932,  up  to 
and  including  1941. 

The  very  low  mortality  rate  associated  with 
this  method  of  prostatic  surgery,  so  many  times 
reported  by  others,  is  not  here  substantiated. 
The  most  careful  attention  to  the  most  advanced 
operative  technic  and  preparation  of  the  patient 
has  been  studiously  followed.  Not  one  patient  in 
the  entire  number  was  subjected  to  inhalation 
anesthesia.  There  was  not  one  complication  or 
fatality  that  could  be  attributed  to  the  anes- 
thetic. All  patients  in  this  group  were  private 
patients  receiving  every  advantage  offered  by 
good  hospital  and  nursing  care. 

Several  years  later,  cystoscopic  examination 
showed  us  evidence  of  regrowth  in  patients  who 
stated  that  they  were  completely  relieved  of  their 
symptoms  and  upon  whom  complete  resection 
had  been  performed.  By  complete  resection  is 
meant  the  removal  of  all  obstructing  tissue  down 
to  the  fibers  of  the  prostatic  capsule  in  all  direc- 
tions and  in  all  quadrants  of  the  vesical  outlet. 
The  patients  who  returned  with  obstructive 
symptoms  years  after  the  original  operation  were 
invariably  found  to  have  developed  hypertrophy 
in  that  part  of  the  prostate  which  was  not  inter- 
fered with  at  the  original  operation.  The  pa- 
tients who  returned  a few  months  or  a year  later 
because  they  were  never  completely  relieved 


TABLE  5 


Total  number  of  patients  483 

Total  number  of  resections  576 

Number  requiring  1 resection  ) 395 

Number  requiring  2 resections — planned  >■  in  hospital  39 

Number  requiring  3 resections  ) 5 

Number  readmitted  because  of  recurrence  or  insuf- 
ficient removal  of  tissue  (benign)  44 

Number  having  previous  surgery  elsewhere  46 

Suprapubic  prostatectomy  6 

Perineal  prostatectomy  6 

Transurethral  resection  34 

Number  admitted  in  complete  retention  83 

Number  requiring  litholapaxy  for  vesical  calculi  27 

Average  weight  of  prostatic  tissue  removed: 

First  250  cases:  12.4  Gm. 

Next  233  cases:  15.6  Gm. 


TABLE  6. — Mortality  Rate  (Hospital  Deaths  Only) — 
8.3% 


Causes 

Cardiac  failure  11 

Hemorrhage  (prostatic)  2 

Emboli  6 

Uremia  9 

Pneumonia  2 

Cerebral  hemorrhage  3 

Shock  6 

Peritonitis  1 

Total  40 


were  usually  those  from  whom  not  enough 
prostatic  tissue  had  been  removed. 

The  morbidity  associated  with  prostatic  re- 
section has  been  one  of  the  most  disappointing 
aftereffects.  Persistent  pyuria,  resulting  in  fre- 
quency, burning,  and  nocturia,  has  been  a dis- 
couraging complaint  in  a large  majority  of  all 
cases.  The  pathologic  as  well  as  bacteriologic 
study  of  the  tissue  removed  has  led  to  the  belief 
that  the  pyuria  is  due  far  more  often  to  the  leav- 
ing behind  of  infected  bits  of  prostatic  tissue  than 
to  the  introduction  of  infection  during  the  opera- 
tion or  immediately  following. 

It  has  been  found  that  the  pathologist  is  at  a 
distinct  disadvantage  in  making  a correct  diag- 
nosis of  the  tissue  removed  by  resection  unless 
practically  every  section  is  examined.  Many  in- 
cipient carcinomata  are  undoubtedly  overlooked 
as  evidenced  by  the  unmistakable  signs  of  malig- 
nant processes  in  later  years.  Many  of  these 
patients  would  have  had  a much  better  chance  for 
cure  had  they  undergone  total  prostatectomy. 
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TABLE  7. — Total  Surgical  Complications  (with  Re- 
covery)— 172 


TABLE  8 


Major  surgical  complications 
Hemorrhage  (prostatic) 

Shock 

Ruptured  bladder 

Atonic  bladder  (spinal  anesthesia) 

Abscess — periurethral 
Fistulae — penoscrotal 
Pneumonia 
Pyelonephritis 
Uremia 

Extravasation  urine 
Encephalitis 

Minor  surgical  complications 

Chills,  temperature  over  102  F.,  bladder  spasms,  etc. 
Postoperative  urethral  strictures 


NUMBER  DIAGNOSED  MALIGNANT  AT  TIME 
OF  SURGERY  51 

NUMBER  DIAGNOSED  BENIGN  AND  LATER 
PROVED  MALIGNANT  31 

NUMBER  WITH  MALIGNANCIES,  STILL  LIVING  16 


z 

8 

Year 

No.  of 

Years 

2 

Diagnosed 

Patients 

Living 

2 

1932 

1 

10 

3 

1937 

1 

5 

5 

1938 

1 

4 

3 

1939 

2 

3 

2 

1940 

4 

2 

71 

1941 

7 

1 ye) 

35 

Total 

16 

It  is  our  feeling  that  it  is  a mistake  to  consider 
that  the  average  urethra  will  easily  accommodate 
the  size  28  F resectoscope.  Many  of  these 
sheaths  more  nearly  approach  size  29  F.  Prac- 
tically all  of  the  strictures  which  follow  the  opera- 
tion are  the  result  of  too  large  an  instrument 
being  used.  An  operating  instrument  having  a 
sheath  of  no  larger  size  than  26  or  27  F would 
eliminate  most  of  these  strictures.  The  24  F 
resectoscope  carries  too  flexible  a loop  to  permit 
of  a very  satisfactory  resection,  except  in  very 
small  glands  or  median  bars. 


Probably  the  most  important  conclusion  to  be 
gained  from  this  study  is  that  a great  many  more 
patients  with  severe  organic  diseases  were  given 
the  opportunity  for  relief  of  their  urinary  ob- 
struction by  the  use  of  resection,  wherein  other 
methods  of  removal  may  have  been  considered 
too  hazardous.  It  is  in  this  narrow  field  of  bor- 
derline patients  that  we  feel  that  prostatic  resec- 
tion offers  an  advantage  over  other  methods  of 
prostatectomy. 

307  South  Orange  Avenue 
Orlando,  Florida 


Discussion 


Dr.  Albert  M.  Crance,  Geneva,  New  York — I wish 
to  acknowledge  my  sincere  appreciation  of  your  in- 
vitation to  take  part  in  the  discussion  of  this  ex- 
cellent symposium  which  has  been  presented  to  us 
this  morning.  All  of  the  speakers  are  to  be  con- 
gratulated. 

The  paper  on  “Rhabdomyosarcoma”  by  Dr. 
Robert  W.  Hunt  brings  to  light  the  fact  that  we 
must  always  be  on  the  alert  for  the  unusual.  I will 
leave  the  discussion  of  the  two  excellent  papers  on 
“Transurethral  Prostatectomy”  by  Dr.  Milner  and 
the  other  by  Drs.  Orr  and  Kundert  to  the  other  dis- 
cussers who  are  possibly  more  enthusiastic  about  re- 
sections than  I am.  They  should  both  be  con- 
gratulated upon  their  results.  Personally,  however, 
I have  happened  to  see  quite  a number  of  patients 
at  the  office  who  have  been  resected  by  able  urolo- 
gists and  who  are  far  from  satisfied  or  they  would 
never  have  appeared.  Those  patients  who  consult 
another  urologist  after  resection  do  so  for  just  one 
reason.  Most  of  them  are  still  bleeding  with  each 
voiding  or  their  stream  is  no  better  than  it  was  or 
they  are  constantly  having  to  get  up  at  night  and 
voiding  frequently  during  the  day.  Dr.  Orr  in  his 
very  excellent  paper  on  the  results  of  resection  un- 
hesitatingly admits  that  quite  an  appreciable  per- 
centage were  definitely  dissatisfied  with  their  results. 

In  passing  over  this  subject  briefly,  it  would  not 
seem  entirely  out  of  order  to  mention  that  we  still 
have  today  three  methods  of  attack  in  so  far  as 
prostatic  surgery  is  concerned — namely,  suprapubic 
prostatectomy,  perineal  prostatectomy,  and  resec- 
tion. If  one  individual  happens  to  favor  one  method 


over  the  other,  that  is  certainly  his  privilege.  I be- 
lieve I am  not  alone  in  the  opinion  that  there  is  a 
tendency  on  the  part  of  some  to  attempt  resection  in 
the  large  obstructive  adenomas  of  the  prostate, 
which  were  probably  much  better  candidates  for 
prostatectomy  than  they  were  for  resection.  In 
carcinoma  of  the  prostate  with  obstruction,  resection 
is  ideal.  This  brings  us  up  to  the  paper  by  Dr. 
Huggins,  which  I should  like  to  discuss  more  fully. 

Since  returning  from  our  branch  meeting  in  Hamil- 
ton, Canada,  last  September  [1941],  at  which  time  I 
became  thoroughly  convinced  that  Dr.  Huggins 
really  had  something,  I have  had  the  opportunity  of 
following  3 cases,  the  first  of  which  I shall  use  to 
close  my  discussion.  In  one  of  the  cases  there  has 
been  sufficient  time  to  see  the  blood  acid  phosphatase 
drop  from  21  to  2.7,  with  a decided  decrease  in  the 
size  and  hardness  of  the  prostatic  carcinoma  and  a 
marked  increase  in  weight  and  appetite,  although 
this  patient’s  general  condition  is  not  as  yet  anything 
to  boast  of.  The  third  case,  done  only  last  month, 
is  showing  definite  improvement  in  several  ways,  but, 
of  course,  this  case  is  too  recent  to  be  of  any  value. 

It  occurred  to  me  some  time  ago  that  no  one,  at 
least  to  my  knowledge,  has  tried  to  prove  through 
research  in  the  literature  that  Dr.  Huggins  might  be 
wrong.  I therefore  made  an  attempt,  at  least,  to 
find  any  articles  which  might  possibly  show  that 
cancer  of  the  prostate  actually  does  develop  in  the 
eunuch.  In  our  History  of  Urology , which  was 
edited  by  the  late  Bransford  Lewis,  we  find  that 
there  is  no  authentic  description  of  prostatic  carci- 
noma before  the  year  1861.  Therefore,  ecclesiastic 
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literature  on  eunuchs  is  of  no  value.  At  my  request 
an  apparently  thorough  search  for  material  on  the 
subject  was  made  by  the  librarians  of  the  State 
Medical  Library,  the  A.M.A.  Library,  the  New 
York  Academy  of  Medicine,  and  the  American  Col- 
lege of  Surgeons.  I asked  them  this  question:  “I 

am  asking  you  to  give  me  a summary  of  the  litera- 
ture you  may  have  regarding  the  question  as  to 
whether  or  not  carcinoma  of  the  prostate  ever  ex- 
isted among  eunuchs.”  I shall  endeavor  to  give  you 
briefly  what  little  I was  able  to  obtain  in  the  review 
of  all  the  literature  I could  find  which  might  possibly 
have  a bearing  on  our  subject. 

Out  of  a great  many  I was  able  to  find  the  follow- 
ing statements:  Woglom,1  in  his  article  on  “Castra- 
tion and  Sarcogenesis,”  states  in  his  conclusions  that 
under  the  conditions  of  the  experiment,  prepubertal 
castration  neither  augments  nor  diminishes  the  sus- 
ceptibility to  methylcholanthrene  sarcoma  in  male 
mice.  Here  again,  however,  the  experiments  carried 
out  by  Woglom  mention  only  one  case  in  which  the 
condition  developed  in  the  prostate  150  days  after 
castration  and  after  the  injection  of  benzpyrene, 
which  was  done  on  the  same  day.  He  outlines  this 
experiment  as  having  been  done  by  Moore  and 
Melchionna  and  reported  by  them  in  the  American 
Journal  of  Cancer  30:  731  (1937).  Onuf,2  in  1912, 
describes  the  subject  of  eunuchoidismus  rather  thor- 
oughly, but  no  mention  is  made  of  its  relation  to 
carcinoma  of  the  prostate.  However,  in  an  appar- 
ently well-prepared  series  of  papers  in  which  the 
author  made  a review  of  eunuchs,  including  reports 
gathered  from  several  foreign  countries,  the  fact  that 
carcinoma  of  the  prostate  is  not  mentioned  among 
them  may  in  itself  be  of  some  value.  Wagner,3  in  a 
Danish  journal  in  1932,  reported  that  his  experi- 
ments found  a reduced  resistance  to  subcutaneous 
carcinoma  in  castrates,  but,  unfortunately,  his  ex- 
periments do  not  mention  the  prostate.  Sauerbruch 
and  Knake4  reported  in  a German  journal  in  1937 
that  in  experiments  with  animals  they  found  that 
out  of  60  castrated  animals,  malignant  tumors  were 
found  in  8,  5 of  which  had  metastasis.  The  experi- 
ments were  done  by  irritating  wounds  with  injections 
of  lactic  acid  or  cholesterin.  Forty  control  animals 
which  had  similar  injections,  but  which  were  not 
castrated,  showed  only  one  malignant  tumor  without 
metastasis.  They  believe  that  their  experiment 
clearly  shows  that  damage  to  the  sexual  function  is 
one  of  the  general  conditions  that  causes  tumors. 
They  further  state  in  their  summary  that  one  may 
connect  susceptibility  to  tumor  in  old  age  with  the 
decrease  of  sexual  function. 

Again  I had  hopes,  from  the  title  of  their  paper, 
that  something  pertaining  to  the  prostate  might  be 
found.  Judging  from  all  of  the  literature  that  I have 
been  able  to  obtain  and  review,  Dr.  Huggins  cer- 
tainly should  consider  himself  as  having  clear  sailing 
because  I believe  it  is  impossible  to  find  any  real 
scientific  evidence  to  prove  that  he  might  be  wrong. 
I might  also  quote  from  a personal  letter  from  Dr. 
James  B.  Hamilton  of  the  Department  of  Anatomy 
at  Yale:  “I,  too,  have  searched  the  literature  with 

regard  to  the  incidence  of  prostatic  carcinoma  in 
eunuchs.  Discussion  of  this  subject  is  practically 


nil,  with  legitimate  accounts  having  been  made  with 
reference  to  only  two  or  three  castrate  men,  who  had 
no  carcinoma.  Our  group  has  been  studying  a 
series  of  approximately  two  hundred  eunuchs,  but 
our  work  is  incomplete  as  yet  and  many  of  the  men 
are  of  relatively  young  ages.  I am  sorry  that  we  are 
not  able  to  be  of  any  material  use  to  you  at  present 
but  can  sympathize  with  the  importance  of  the  point 
of  view  you  are  pursuing.” 

In  closing,  I should  like  to  cite  briefly  a summary 
of  my  first  case.  E.  C.,  a farmer  aged  71,  was  ad- 
mitted to  the  Geneva  General  Hospital  on  August  7, 
1941,  with  an  acute  retention  and  a history  of  diffi- 
culty in  voiding  for  the  past  few  months.  Rectal 
examination  revealed  a very  large,  hard,  fixed 
carcinomatous  mass  involving  all  of  the  palpable 
adjacent  structures.  The  mass  was  of  stone  hard- 
ness. An  indwelling  catheter  was  inserted  with 
considerable  difficulty  because  of  the  hard  character 
of  the  prostatic  urethra.  In  fact,  the  catheter  used 
was  a silk-woven  Coude.  I chose  to  do  a resection 
suprapubically  on  August  12,  1941,  which,  inci- 
dentally, confirmed  the  diagnosis  by  the  sections 
made  in  the  many  pieces  removed.  A large  in- 
dwelling catheter  was  left  postoperatively,  as  well  as 
a suprapubic  tube,  which  was  removed  on  the 
seventh  day.  It  was  nearly  three  weeks  before  he 
voided.  Returning  from  our  Hamilton  meeting  on 
September  14,  1941,  fully  convinced  that  Dr.  Hug- 
gins had  something  on  the  ball,  I convinced  the  pa- 
tient of  the  necessity  for  the  operation,  and  on 
September  16,  I did  a bilateral  castration.  Three 
days  after  this  operation  he  was  complaining  that 
he  wanted  more  food  on  his  trays.  His  weight  was 
then  141  pounds.  He  was  discharged  on  September 
23,  with  his  suprapubic  wound  entirely  healed.  He 
was  voiding  entirely  satisfactorily.  Rectal  ex- 
aminations have  been  made  every  six  to  eight  weeks 
since  his  discharge,  and  the  change  in  the  character 
of  the  mass  has  been  nothing  short  of  miraculous. 
He  was  in  my  office  on  April  3,  1942,  and  there  was 
no  further  rectal  evidence  of  his  prostatic  carcinoma. 
His  weight  is  now  185V2  pounds,  a gain  of  44V2 
pounds.  He  is  apparently  perfectly  well,  with  an 
excellent  appetite  and  an  appearance  of  general  well- 
being. In  the  office  he  remarked:  “Don’t  keep  me 

long,  Doc,  because  I’ve  got  a hell-of-a-lot  of  plowin’ 
to  do!” 
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Dr.  J.  Sydney  Ritter,  New  York  City — I agree 
with  Dr.  Milner  in  that  preoperative  preparation  is 
essential  in  the  prostatic,  regardless  of  the  type  of 
surgery  to  be  employed.  Many  of  us  have 
attempted  resection  down  to  the  surgical  capsule, 
but  unfortunately  one  complication,  that  of  extrava- 
sation, which  I did  not  hear  referred  to  by  Dr. 
Milner,  has  clouded  the  picture.  Recently  I have 
advocated  a return  to  the  McCarthy  visualized 
punch  for  the  floor  of  the  prostatic  urethra  at  the 
internal  orifice.  This  does  avoid  undermining  the 
trigone,  at  which  point  extravasation,  if  it  does  occur, 
is  not  brought  to  light  for  several  days  and  may  lead 
to  serious  consequences. 
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Relative  to  spinal  anesthesia,  I feel  that  muscular 
relaxation  is  too  great  and  a false  sense  of  a complete 
resection  is  gained,  whereas  under  pentothal  sodium 
this  muscular  relaxation  is  not  obtained,  and  a true 
picture  of  the  ultimate  result  can  be  noted  on  the 
operating  table. 

Recently  I have  omitted  postoperative  irrigations 
and  have  resorted  to  the  forcing  of  fluids  by  mouth 
or  intravenously.  This,  I feel,  decreases  the  muscu- 
lar activity  of  the  bladder  and  permits  coagulation 
of  the  capillary  bleeding. 

I should  at  this  time  emphasize  the  debt  we  owe  to 
Dr.  Huggins  for  his  contribution  in  the  treatment  of 
carcinoma  of  the  prostate  gland.  The  fact  that  can- 
cer of  the  prostate  can  be  relieved  when  his  sugges- 
tions are  carried  out,  particularly  in  those  patients 
with  evidences  of  metastasis,  is  a most  valuable 
asset. 

Since  last  June  [1941]  Dr.  S.  E.  Kramer  and  I have 
followed  10  cases  of  this  pathologic  condition,  hereto- 
fore apparently  hopeless  when  complicated  with 
metastasis.  Our  patients  have  presented  symptoms 
varying  from  complete  retention  to  those  with  no 
retention  of  urine  but  with  symptoms  produced  by 
the  metastatic  lesions. 

In  most  of  our  cases  the  acid  phosphatase  was 
elevated.  The  more  marked  the  metastatic  lesions, 
the  higher  the  blood  content  of  acid  phosphatase. 

Interestingly  enough,  within  two  or  three  days 
after  orchiectomy  these  patients  were  relieved  of 
many  of  their  symptoms.  Those  with  acute  reten- 
tion were  able  to  void  before  the  fourth  postopera- 
tive day.  Within  two  weeks,  pain  in  those  with 
metastases  had  subsided. 

These  results  are  more  encouraging  than  those  of 
Dr.  Huggins;  however,  I assure  you  that  this  is  not 
because  of  the  individual  but  because  of  the  fact  that 
Dr.  Huggins  has  accepted  cases  that  were  in  the  ex- 
treme stages  of  the  disease.  I have  been  informed 
that  patients  have  been  referred  to  him  just  short  of 
the  moribund  stage.  This  no  doubt  is  a big  factor 
in  his  result^. 

At  this  time  I wish  to  report  two  cases  of  prime 
importance: 

Case  1. — The  patient  reported  with  the  usual 
symptoms  of  prostatism,  with  a diagnosis  of  benign 
prostatic  hypertrophy  being  made.  No  blood 


phosphatase  was  done  on  this  patient,  on  whom,  for 
instruction  purposes,  a perineal  prostatectomy  was 
performed.  On  pathologic  examination  an  early 
carcinomatous  lesion  in  the  prostate  was  found.  We 
later  did  a bilateral  orchiectomy,  and  this  patient  is 
now  alive  and  well. 

I mention  this  case  because  I believe  the  time  has 
come  when,  together  with  blood  chemistry  and  other 
laboratory  processes  employed  in  the  preoperative 
care  of  the  prostatic,  blood  phosphatase,  both  alka- 
line and  acid,  should  be  done. 

Case  2. — This  is  a patient  in  whom  a diagnosis  of 
cancer  of  the  prostate  with  bony  metastases  had  been 
made  and  in  whom  the  alkaline  and  acid  phosphatase 
were  higher  than  normal,  making  it  somewhat  diffi- 
cult to  exclude  carcinoma  of  the  prostate  as  a diag- 
nosis. A total  prostatectomy  was  done  and  ex- 
amined histologically.  No  evidences  of  carcinoma 
in  the  prostate  were  demonstrable.  It  is  interesting 
to  note  that  approximately  one  year  after  the  pros- 
tatectomy, the  extensive  lesions  noted  in  the  skull 
had  diminished.  The  patient  is  in  excellent  condi- 
tion. No  castration  was  performed. 

This  case  has  led  me  to  the  belief  that  perineal  sec- 
tion should  be  done  for  biopsy  purposes  to  confirm 
pathologically  the  presence  of  malignancy  before 
orchiectomy.  The  diagnosis  in  this  last  case  was 
that  of  Paget’s  disease. 

Will  the  removal  of  the  prostate  have  a beneficial 
effect  on  this  disease?  It  is  my  opinion  that  more 
study  should  be  carried  out  in  the  treatment  of 
Paget’s  disease  from  an  endocrine  point  of  view.  I 
wonder  whether  or  not  Dr.  Huggins  has  done  any 
work  along  this  line.  Dr.  H.  H.  Ritter  and  I have 
begun  a study  on  the  effect  of  the  prostate  in 
Paget’s  disease. 

In  the  paper  by  Drs.  Orr  and  Kundert  the  question 
of  carcinoma  once  more  occupies  the  center  of  the 
stage.  The  specimens  obtained  by  transurethral 
resection  should  not  be  difficult  to  study  patho- 
logically if  the  technic  suggested  by  Dr.  S.  E. 
Kramer  and  myself  is  employed.  Postoperative 
stricture  does  occur  and  I believe  it  advisable  that 
one  employ  the  No.  24  French  instrument.  If  this 
is  unsuitable  for  introduction,  then  the  Nesbitt 
technic  of  external  urethrotomy,  I believe,  would 
decrease  the  occurrence  of  postresection  stricture. 


BIGGS  MEMORIAL  LECTURER  CHOSEN 
Lt.  Col.  Paul  F.  Russell,  Medical  Department  of 
the  U.S.  Army,  will  deliver  the  annual  Hermann 
M.  Biggs  Memorial  Lecture,  which  will  be  heard 
this  year  at  8:30  p.m.,  April  1.  His  subject  will  be 
“Malaria  and  Its  Influence  on  World  Health.” 
Open  to  the  general  public,  the  lecture  will  be  given 


in  Hosack  Hall  of  the  New  York  Academy  of  Medi- 
cine under  the  sponsorship  of  the  Committee  on 
Public  Health  Relations. 

Lt.  Col.  Russell  is  Chief  of  the  Tropical  Disease 
and  Malaria  Control  Section,  Division  of  Preventive 
Medicine,  Office  of  the  Surgeon  General. 


MEETING  OF  ORAL  DIAGNOSIS  SOCIETY 
Members  of  the  New  York  Society  for  Oral  Diag- 
nosis will  hold  their  next  meeting  at  8:30  p.m., 
March  17  in  Squibb  Hall,  Squibb  Building,  745 


Fifth  Avenue.  The  April  meeting  will  be  on  April 
14  at  9:00  p.m.  The  meetings  are  open  to  members 
of  both  the  medical  and  dental  professions. 
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What’s  Wrong  with  Our  School  Health  Service? 

Harold  H.  Mitchell,  M.D.,  Long  Island  City,  New  York 


IT  REQUIRES  no  inspiration  to  predict  that 
there  will  be  a shortage  of  doctors  and  nurses 
as  the  war  advances.  Already  there  are  increased 
taxes  and  demands  for  cutting  the  cost  of  public 
health  services.  You  know  the  result  of  such  a 
situation.  Every  layman  expects  the  doctor  to 
work  harder  and  in  some  way  arrange  to  examine 
a larger  number  of  patients  with  the  same 
attention  he  would  give  if  he  had  more  time  and 
fewer  patients.  It  is  rare  indeed  that  the  layman 
is  willing  to  accept  the  idea  that  the  physician 
should  take  precautions  against  attempting  too 
much  or  that  he  should  limit  the  number  of 
examinations  in  order  to  safeguard  their  quality. 

The  physician’s  job  in  the  schools  of  New 
York  State  is  generally  one  continuous  round  of 
examinations,  and  yet  our  children  need  some- 
thing more  than  examinations  if  we  are  to  avoid 
the  medical  neglect  that  occurs  all  too  often. 
Medical  advice  and  guidance  in  the  use  of 
medical  facilities  are  really  essential  to  civilian 
morale.  If  we  are  to  do  a better  job  than  the 
Nazis  and  the  Japs  in  using  all  our  resources, 
then  the  doctor  on  the  home  front  must  have 
something  to  say  about  the  health  program  in 
the  schools. 

It  is  distinctly  the  job  of  the  medical  pro- 
fession to  protect  the  public  from  medical  service 
that  attempts  too  much,  that  promises  more 
than  it  can  deliver,  or  that  does  not  meet  the 
needs  of  the  children.  We  have  been  accused 
of  standing  in  the  way  of  progress  when  we 
have  opposed  crackpot  schemes  that  assumed 
that  the  whole  problem  of  medical  care  would 
be  solved  by  the  magic  words — health  insurance. 
We  have  often  failed  to  make  clear  that  what 
we  are  really  opposed  to  is  the  mistake  of  promis- 
ing more  than  can  be  delivered.  We  have 
opposed  European  health  insurance  schemes 
that  interfere  with  the  quality  of  service.  Too 
often  we  have  failed  to  make  clear  how  generally 
and  wholeheartedly  we  are  for  sound  medical 
guidance  and  consultation  service  in  the  schools. 

The  “Platform”  of  the  A.M.A.  definitely  favors 
such  a service  in  the  schools.  This  stand,  while  it 
does  not  specify  what  I call  a medical  guidance 
and  consultation  service  in  the  schools,  does 


Read  at  the  panel  discussion  on  “School  Health  Services” 
at  the  Annual  Meeting  of  the  Medical  Society  of  the  State 
of  New  York,  New  York  City,  April  30,  1942. 


make  very  clear  those  principles  that  call  for 
expansion  and  extension  of  this  kind  of  public 
health  service.  In  fact  the  kind  of  school  service 
that  I propose  to  discuss  does  not  conflict  with 
any  one  of  the  A.M.A.  principles  in  the  slightest 
degree,  and  if  we  make  our  point  of  view  clear, 
I believe  that  you  will  agree  that  medical  advice 
and  guidance  for  school  staff,  and  parents  is  a 
contribution  to  public  health  that  is  essential  to 
our  American  educational  system.  Indeed,  we 
need  it  to  help  beat  the  Axis  and  to  maintain  our 
democratic  way  of  living. 

It  is  my  contention  that  our  usual  responsi- 
bility to  promote  the  principles  of  the  A.M.A. 
and  to  speak  out  against  unsound  public  health 
service  in  the  schools  is  now  a more  serious  duty 
than  ever  before  because  the  health  of  the  whole 
population  is  inextricably  tied  up  with  winning 
the  war.  We  must  make  clear  the  fact  that  the 
medical  profession  must  decide  the  important 
matter  of  the  quality  of  medical  service.  The 
whole  future  of  medical  practice  is  dependent 
upon  whether  the  medical  profession  shall  de- 
termine the  character  of  medical  service  or 
whether  physicians  must  work  under  lay  direction 
without  regard  for  conditions  that  may  interfere 
with  the  quality  of  medical  judgment.  If  we 
speak  out  on  this  school  health  problem  at  this 
time,  we  have  an  opportunity  to  let  the  public 
know  that  organized  medicine  is  earnestly  con- 
cerned with  the  public  welfare.  We  have  an 
opportunity  to  make  clear  that  the  A.M.A. 
principles  were  established  to  protect  the  public 
health.  In  fact,  we  face  the  need  for  a campaign 
to  bring  about  medical  leadership  where  formerly 
there  has  been  unwise  lay  control  that  interferes 
with  quality  of  medical  service. 

In  order  to  maintain  high  standards  of  medical 
advice  in  the  schools,  the  medical  profession 
must  decide:  how  many  children  a doctor  can 
examine  in  a given  time;  how  much  time  is 
needed  to  get  all  the  significant  facts  in  a medical 
history;  how  much  time  the  doctor  needs  to 
explain  the  child’s  condition  to  the  parent;  how 
much  time  he  must  have  to  interpret  a case  to 
the  school  authorities;  and  how  much  clerical 
and  nonmedical  help  the  physician  should  have 
for  efficient  service.  If  the  medical  profession 
is  to  decide  these  important  questions  effectively, 
the  decision  must  be  made  locally  according  to 
the  staff  available,  and  according  to  the  needs  of 
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the  children.  The  dicta  of  a state  or  any  other 
distant  office  cannot  answer  these  questions. 

Our  State  Medical  Society  has  gone  on  record 
as  favoring  Health  Department  administration 
for  the  health  service  in  the  schools,  but  there 
has  been  no  real  campaign  to  bring  this  change 
about  by  legislation.  We  know  that  the  State 
Education  Department  is  not  ready  to  give  up 
this  power.  Such  a change  is  likely  to  come 
and  should  come  only  after  long  and  careful 
consideration,  if  at  all.  We  should,  therefore, 
speak  out  very  clearly  upon  the  principles  that 
are  involved  and  not  assume  that  this  legislative 
change  is  the  crux  of  the  whole  matter.  Health 
Department  administration  in  this  State  might 
make  it  easier  to  have  local  determination  of 
needs  and  medical  leadership  to  decide  the 
character  of  medical  service,  but,  in  any  case, 
there  must  be  strong  local  medical  support  of 
policies.  My  proposal  would  be  a medical 
society  committee  for  every  school  system, 
recognized  as  an  integral  part  of  the  schools, 
to  determine  medical  policies. 

We  have  reason  to  be  very  proud  of  the 
medical  leadership  in  this  State  in  most  fields 
of  public  health.  The  medical  profession,  in 
fact,  has  been  outstanding  in  giving  guidance, 
support,  and  real  promotion  of  all  fields  of  public 
health,  except  in  the  schools.  Even  there,  we 
have  had  many  splendid  contributions  from 
individual  physicians,  but  there  has  been  alto- 
gether too  much  neglect  from  organized  medicine. 
It  is  unfortunate  that  our  school  physicians  have 
been  organized  as  a separate  group  and  not  as 
part  of  their  state  and  county  medical  societies. 
Certainly  the  state  law  requiring  annual  medical 
examinations  and  the  State  Education  Depart- 
ment have  interfered  with  the  local  determina- 
tion and  quality  of  medical  service. 

We  cannot  do  much  about  determining  the 
quality  of  medical  advice  rendered  in  a local 
school  when  the  State  Education  Department 
sends  out  inspectors  to  the  local  community 
and  exerts  a powerful  influence  for  more  exami- 
nations than  a doctor  can  do  effectively  in  the 
time  allotted.  As  you  know,  the  slightest  sug- 
gestion may  become  a strong  influence  when  the 
state  controls  the  subsidy  to  local  communities. 
When  the  medical  man  in  the  schools  is  paid  by 
local  school  authorities  who  operate  under  a 
system  that  is  continually  being  directed  from 
Albany,  it  takes  a very  determined  and  independ- 
ent physician  with  a great  deal  of  local  support 
and  influence  with  the  local  school  authorities 
to  withstand  the  demands  from  Albany.  I do 
not  mean  to  imply  that  all  advice  and  influence 
from  Albany  is  bad,  but  when  the  Albany  office 
influences  the  local  school  to  provide  routine 
examinations  that  crowd  out  history-taking  and 


guidance  to  parents,  then  it  is  evident  that  we 
need  better  application  of  the  principles  of  the 
American  Medical  Association  and  that  we 
should  emphasize  “local  determination  of  needs 
and  local  control  of  administration.” 

When  local  school  authorities  feel  that  it  is 
not  worth  while  to  try  to  have  children  examined 
by  the  private  physician  and  the  state  authorities 
do  not  do  anything  to  encourage  private  physi- 
cians’ examinations,  it  is  time  to  have  a little 
more  local  medical  leadership.  It  is  certainly 
unsound  to  let  the  public  believe  that  the  exami- 
nation made  in  the  school  is  an  adequate  sub- 
stitute for  the  service  that  can  be  rendered  by 
the  private  physician,  who  sees  the  child  periodi- 
cally in  sickness  and  in  health.  I have  heard 
state  education  officials  stress  the  health  educa- 
tional value  of  the  health  examination,  but  I 
have  never  discovered  that  they  appreciate  what 
bad  education  it  is  for  parents  and  children  to 
get  a false  sense  of  security  from  inadequate 
examinations  in  school.  This  is  a fundamental 
problem  of  maintaining  the  quality  of  medical 
service  and  the  utilization  of  qualified  medical 
and  hospital  facilities  already  established. 

We  may  muddle  along  in  peacetime  with  public 
health  services  in  the  schools  that  violate  our 
medical  principles,  but  today  we  have  an  oppor- 
tunity to  do  something  about  this  situation. 
Because  of  the  war,  the  medical  profession  as- 
sumes a very  different  place  in  the  community 
from  the  place  it  holds  at  other  times.  Medical 
advice  in  governmental  matters  is  sought,  and 
preventive  medical  services  are  recognized  as 
essential  and  as  the  function  of  the  medical 
profession.  If  the  medical  profession  will  speak 
out  on  these  fundamental  principles,  clearly 
emphasizing  sound  health  protection  and  care 
of  school  children  at  this  time,  I believe  the 
opposition  that  we  have  experienced  in  the  past 
will  no  longer  be  able  to  withstand  the  prestige 
of  organized  medicine  today. 

We  have  also  an  opportunity  to  use  the  state- 
ments from  the  educational  administrators 
themselves  to  support  the  principles  that  we 
stand  for.  Thanks  to  Dr.  Bauer,  of  the  A.M.A., 
and  some  other  public  health  leaders  on  a com- 
mittee of  the  American  Association  of  School 
Administrators,  we  have  a report,  “Health  in 
the  Schools,”  which  can  be  quoted  from  effec- 
tively. For  example,  the  report  says: 

“.  . . . the  present  trend  is  to  de-emphasize 
the  annual  periodic  school  health  examina- 
tion. ...”  The  writers  point  out  that  the  annual 
repetition  of  the  examinations  consumes  so  much 
of  the  time  of  the  medical,  dental,  nursing,  and 
teaching  staff,  that  no  effort  could  be  made  to 
sort  out  even  those  cases  needing  immediate 
medical  care.  They  point  out  the  importance 
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of  the  medical  history  and  say:  “It  is  better 
to  limit  the  examination  and  keep  the  history 
up  to  date.”  They  emphasize  the  importance 
of  the  conference  with  the  parent  to  explain  the 
importance  of  medical  care,  or  to  convince  the 
parent  that  it  is  worth  while  to  seek  medical 
treatment  or  a medical  work-up.  And  above  all, 
it  should  be  remembered  that  the  American 
Association  of  School  Administrators  makes  clear 
that  “the  best  school  examination  cannot  take 
the  place  of  the  series  of  examinations  done  by 
the  family  doctor.” 

I have  not  discussed  how  a doctor  can  do  his 
job  in  the  schools  and  at  the  same  time  maintain 
the  quality  of  medical  advice  and  guidance. 


You  will  note  a reference  in  the  program  to  new 
procedures  that  will  meet  the  needs  of  children 
in  school  without  conflicting  with  the  funda- 
mental principles  of  organized  medicine.  I 
shall  leave  that  for  Dr.  Wheatley  to  discuss  and 
to  show  that  a sound  service  is  possible  even  with 
a limited  staff.  The  procedures  are  new  for 
New  York  City  and  for  most  other  places  in  the 
country,  but  I believe  that  they  are  practical 
and  sound. 

Finally,  both  Dr.  Wheatley  and  I believe 
that  the  place  of  the  physician  in  the  school 
and  the  only  practical  job  he  can  do  is  to  act 
as  an  adviser,  as  a consultant,  and  as  an 
educator,  not  as  a mere  examiner. 


WAYS  TO  MORE  EFFECTIVE  SCHOOL  HEALTH  SERVICE 

George  M.  Wheatley,  M.D.,  New  York  City 


NEW  York  City  has  had  the  opportunity  to 
develop  its  own  school  health  policies  based 
on  “local  determination  of  needs  and  local  control 
of  administration.”  This  freedom  of  local  action 
has  made  possiole  from  time  to  time  experimental 
study  of  school  health  practices  in  New  York 
City.  The  latest  research,  the  Astoria  School 
Health  Study,  was  completed  in  1941,  and  the 
report  was  published  by  the  press  of  the  Com- 
monwealth Fund. *  * To  develop  some  of  the  leads 
which  Dr.  Mitchell  has  given  me  with  respect  to 
procedures  to  meet  the  health  needs  of  school 
children  which  harmonize  with  the  basic  princi- 
ples of  organized  medicine,  I shall  draw  upon  my 
experience  with  the  Astoria  Study  and  the  New 
York  City  Health  Department  from  1937-1941. 

Today,  when  there  are  more  pressing  problems 
of  military  and  industrial  health  which  demand 
our  thinking  and  our  action,  you  may  well  ask 
why  discuss  school  health  service?  My  excuse, 
paradoxically,  is  the  war.  So  long  as  the  war 
lasts  there  will  be  an  ever  increasing  encroach- 
ment— necessary,  for  the  most  part — on  peace- 
time public  health  activities.  Therefore,  the 
efforts  of  those  interested  and  engaged  in  school 
health  work  must  be  directed  not  toward  ob- 
structing this  trend  but  toward  adjusting  to  cur- 
tailment in  public  funds  and  personnel.  The 
basic  principle  which  governed  the  Astoria  Study 
was  to  discover,  if  possible,  the  most  efficient 
methods  of  conducting  the  school  medical  service 
and  still  keep  within  the  bounds  of  good  pediatric 

Assistant  Medical  Director,  Metropolitan  Life  Insurance 
Company. 

Read  at  the  panel  discussion  on  “School  Health  Services” 
at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of 
New  York,  New  York  City,  April  30,  1942. 

* Solving  School  Health  Problems,  by  Dorothy  B.  Nyswan- 
der,  Ph.D.,  Commonwealth  Fund,  1942. 


practice.  We  are  facing,  by  necessity,  in  all 
phases  of  civilian  life  the  challenge  of  effective, 
yet  economical,  operation.  I should  like  to  dis- 
cuss three  ways  in  which  the  school  health  service 
may  meet  this  challenge:  first,  by  increased 
efficiency  in  record-keeping;  second,  by  conserva- 
tion of  the  school  physician’s  time;  third,  by 
better  utilization  of  community  medical  re- 
sources. All  three  have  been  intensively  ex- 
plored by  the  Astoria  Study.  All  three  are  in- 
corporated in  the  policies  of  the  New  York  City 
School  Health  Program.  The  first,  dealing  with 
school  medical  records,  will  have  most  appeal  for 
school  medical  directors,  but  the  second  and 
third  points  have  interest  for  every  pediatrician. 

Don’t  lose  the  child’s  medical  record!  This  is  so 
obvious  that  you  may  think  it  ridiculous  to  men- 
tion it.  Nevertheless,  one  of  the  first  studies 
made  in  Astoria  showed  that,  in  spite  of  the  fact 
that  all  children  were  examined  at  the  time  they 
entered  school  and  the  information  recorded  on  a 
card,  by  the  time  the  child  reached  the  fifth  grade 
it  was  more  than  an  even  bet  that  he  did  not  have 
a medical  record.  The  main  reason  for  losing 
the  card  was  the  frequent  yearly  moving  from 
school  to  school.  About  30  per  cent  of  New 
York  City  school  children  move  to  another 
school  each  year.  A year  ago  these  comments 
would  have  had  little  application  outside  of  this 
city.  Today  almost  every  community  is  ex- 
periencing a tremendous  shift  in  population  be- 
cause of  workers’  families  moving  to  new  indus- 
trial locations. 

The  idea  worked  out  to  insure  the  transfer  of 
the  record  was  quite  simple  although  the  ad- 
ministration in  such  a large  organization  as  the 
New  York  City  school  system  was  sometimes 
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rather  complicated.  Whenever  a child  now 
transfers  from  one  school  to  another  the  parent  is 
given  the  medical  record  along  with  the  academic 
card  to  take  to  the  new  school.  Now  it  is  the 
exception  for  a record  to  be  lost,  for  the  child 
cannot  be  admitted  to  the  new  school  without 
these  records.  Preserving  the  child’s  medical 
record  through  his  school  life  is  the  first  step  in 
economical  administration  of  school  health 
service. 

We  found  that  the  school  nurse  spends  about 
one-fifth  of  all  her  time  on  records.  We  must 
make  every  effort  to  reduce  this  time.  In  the 
Astoria  Study  we  experimented  with  the  use  of 
nonprofessional  workers  to  do  clerical  chores, 
which  released  the  nurse  for  professional  activi- 
ties in  the  school.  This  experience  is  being  used 
to  good  advantage  today  to  train  volunteer  aids. 

Another  time-saving  measure  was  to  print  the 
medical  records  in  two  colors  to  distinguish  the 
sexes.  This  considerably  shortens  the  time  taken 
to  find  a record.  Metal  tabs  of  assorted  colors 
were  introduced  to  assist  the  nurse  to  organize 
her  follow-up  work.  The  appropriate  color 
placed  at  the  top  of  the  individual  record  desig- 
nates immediately  to  the  nurse  what  action  she  is 
to  perform.  And  finally,  considerable  emphasis 
was  placed  upon  teaching  the  staff  of  both  doctors 
and  nurses  in  the  school  system  to  put  pertinent 
information  on  the  record.  If  there  is  a health 
problem,  answers  to  three  questions  must  be  on 
the  medical  record.  What  is  the  condition? 
Where  is  it  to  be  taken  care  of?  And  when  will  it 
be  taken  care  of?  These  are  all  rather  simple 
administrative  suggestions  but  if  fully  under- 
stood and  incorporated  into  the  school  medical 
record  system  will  not  only  save  time  but  will 
also  improve  the  quality  of  service  rendered. 

Ways  to  Save  the  Time  of  the  School  Phy- 
sician 

Even  more  important  today  than  streamlining 
records  is  the  conservation  of  the  time  of  the 
school  medical  personnel  which  promises  to  be- 
come scarcer  every  day.  We  learned  in  Astoria 
that  many  activities  of  the  school  health  program 
can  adequately  be  performed  by  nonmedical 
personnel.  The  classroom  teacher  made  semi- 
annual vision  tests  and  measured  the  height  and 
weight  of  each  child.  Audiometer  tests  were 
made  by  technicians.  Plans  were  worked  out  so 
that  the  data  accumulated  both  by  the  teacher 
and  by  the  audiometer  technicians  could  be 
routed  through  the  school  nurse  and  physician. 
This  is  an  essential  but  sometimes  neglected  step 
in  the  procedure.  It  must  be  done  to  insure 
proper  interpretation  of  tests  to  parents.  In  the 
school  medical  examination  arrangements  were 
made  so  that  the  children  could  be  undressed  and 


ready  for  examination  when  they  were  presented 
to  the  physician.  The  physician  was  freed  from 
having  to  write  the  record  by  having  the  nurse 
make  the  notes  which  he  dictated  as  he  per- 
formed the  examination. 

The  reason  why  it  is  important  to  conserve  the 
school  physician’s  time  by  eliminating  nonpro- 
fessional functions  is  to  avoid  speeding  up  the 
medical  examination.  When  the  load  of  ex- 
aminations remains  the  same  but  staff  is  curtailed 
the  tendency  is  to  step  up  the  tempo  of  the  medi- 
cal examination.  To  hurry  the  examination  only 
tears  down  what  has  been  slowly  building  up 
during  the  last  few  years — namely,  the  improve- 
ment in  the  character  of  the  examination  given 
in  the  schools.  Preserve  the  examination  but 
relieve  the  physician  of  doing  what  can  be  done 
just  as  effectively  by  others  in  the  school. 

The  best  economy  in  the  use  of  the  school 
physician,  we  believe,  is  to  devise  screening  or 
case-finding  procedures  so  that  children  most  in 
need  of  the  physician’s  judgment  can  be  culled 
from  the  hundreds  of  well  children  in  the  school. 
This  seems  rather  radical  to  some  physicians, 
especially  to  school  physicians.  Nevertheless, 
it  is  a well-established  method  of  public  health 
administration  and,  in  a sense,  forms  the  basis 
for  the  management  of  cases  in  private  practice. 
The  physician  is  never  in  a position  to  supervise 
closely  enough  the  health  of  every  individual  in 
his  practice  from  day  to  day.  He  needs  to  rely, 
in  the  case  of  children,  upon  the  observations  of 
the  mother,  or,  in  adult  practice,  on  the  symptoms 
expressed  by  the  patient.  What  we  have  tried  to 
do  in  the  Astoria  program  is  to  develop  the  inter- 
est and  ability  of  teachers  to  make  day-to-day 
observations  of  pupils  for  signs  and  symptoms 
that  might  suggest  the  need  for  medical  atten- 
tion. This  information  is  utilized  in  the  health 
service  by  having  the  nurse  visit  the  classroom 
periodically  for  a review  of  the  health  condition 
of  each  pupil  in  the  class.  The  classroom  dis- 
cussion between  teacher  and  nurse  includes  the 
teacher’s  observations,  the  nurse’s  progress  in 
securing  treatment  for  certain  pupils,  her  in- 
formation about  home  conditions,  as  well  as  the 
nurse’s  evaluation  of  the  teacher’s  observations. 
From  this  classroom  conference,  children  are 
selected  for  the  physician’s  attention. 

In  addition  to  this  rather  formal  method  of 
case-finding,  teachers  are  encouraged  to  refer 
freely  from  day  to  day,  when  the  nurse  is  in  the 
school  or  at  the  time  when  the  physician  visits 
the  school,  any  children  who  have  urgent  prob- 
lems. This  is  the  system  which  is  now  being 
used  in  New  York  City.  In  Astoria  we  found 
that  8 out  of  10  children  so  selected  by  this  class- 
room conference  method,  when  examined  by  the 
school  physician,  were  found  to  have  a health 
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problem  requiring  further  medical  attention. 
These  do  not,  as  a rule,  represent  cases  of  medical 
neglect,  either.  They  are  children  whom  the 
teacher  may  have  noted  as  frequently  absent,  or 
doing  poorly  in  school,  or  exhibiting  unusual  be- 
havior in  the  classroom,  or  she  may  think  a child 
looks  pale,  thin,  or  overweight,  or  she  may  know 
that  he  has  been  absent  because  of  sore  throat, 
discharging  ear,  swollen  glands,  and  so  on. 

Will  Screening  Detect  Heart  Conditions? 

Sometimes  the  question  is  raised:  How  do 
you  discover  children  with  heart  disease  by  this 
system?  The  best  answer  I can  give  is  to  refer 
to  an  analysis  of  the  medical  findings  of  the 
school  physicians  in  a group  of  241  children  who 
had  been  selected  by  the  Teacher-Nurse  Confer- 
ence method.  Seventeen  out  of  the  241,  or  7 per 
cent,  were  diagnosed  by  the  physician  as  having 
heart  disease  or  possible  heart  disease.  Among 
an  unselected  group  of  426  children,  these  same 
physicians  found  that  1.8  per  cent  had  organic  or 
possible  hearth  disease.  This  latter  figure  is 
comparable  to  the  frequency  of  heart  disease 
among  New  York  City  school  children. 

A corollary  to  this  question  of  overlooked  cases 
is  the  comment  that  school  physicians  are  alarm- 
ists and  often  needlessly  refer  cases.  We  are  all 
familiar  with  the  justifiable  complaint  of  the 
family  or  clinic  physician  who  has  had  to  pacify  a 
distraught  mother  who  says  the  school  doctor  told 
her  that  “Mary  has  a bad  heart”  or  “Johnnie’s 
tonsils  must  come  out”  when  you  know  that 
Johnnie  never  had  a sore  throat,  swollen  glands, 
or  any  other  conditions  referable  to  the  tonsils, 
and  Mary  has  a nonorganic  murmur  which  you’ve 
observed  for  years. 

The  New  York  City  Health  Department  has 
done  three  things  during  the  past  four  years : (1) 

it  has  had  a staff  education  program  to  teach 
pediatrics  to  public  health  physicians  and  nurses; 

(2)  mothers  have  been  encouraged  to  attend  the 
school  medical  examination  so  that  today  Dr. 
Leona  Baumgartner,  Director  of  the  Bureau  of 
Child  Hygiene  of  the  Health  Department,  reports 
that  89  per  cent  of  the  examinations  done  in  the 
period  from  September,  1941,  to  January  31, 
1942,  were  made  with  parents  in  attendance; 

(3)  a personal  history  is  obtained  either  from  the 
mother  or  on  a form  sent  to  the  child’s  home. 
This  information,  plus  the  observations  of  the 
teacher,  aids  the  physician  in  his  diagnosis. 

Table  1 shows  the  frequency  with  which  the 
school  physician’s  judgment  was  confirmed.  We 
think  that  these  data  are  an  indication  of  more 
careful  selection  of  children  by  school  nurse  and 
physician.  While  a more  thorough  examination 
takes  more  time,  nevertheless  it  pays  because  it 
usually  results  in  a valid  referral  for  treatment. 


Table  1. — Frequency  of  Agreement  by  Treatment 
Agency  with  School  Physician 


Health  District 

Astoria 

Brownsville 

Decision 

Children 

Children 

of 

Per- 

Per- 

Treatment 

Number 

centage 

Number 

centage 

Agency 

256 

100% 

232 

100% 

Agreement 

209 

82% 

182 

78% 

Disagreement 

31 

12% 

34 

15% 

Undecided 

16 

16 

7% 

Greater  Participation  of  the  Private  Phy- 
sician 

Perhaps  the  most  important  contribution  of  the 
Astoria  Study  was  the  development  of  private 
physician  participation  in  the  School  Health  Pro- 
gram. Many  school  health  services  have  ex- 
cluded the  private  physician,  some  on  the  grounds 
that  if  he  is  encouraged  to  participate,  the  school 
physician  will  not  have  a job;  others  on  the  basis 
that  his  examination  is  not  so  carefully  done  as 
the  school  physician’s.  We  started  out  on  the 
assumption  that  most  children  had  some  medical 
attention  prior  to  entering  school.  Therefore, 
why  not  encourage  the  family  to  use  the  physician 
to  whom  the  child  was  already  accustomed  and 
who,  moreover,  knew  far  more  about  the  child’s 
health  than  we  were  likely  to  learn  from  the  brief 
contact  that  we  had  with  him  in  school?  Fur- 
thermore, if  treatment  were  needed,  the  child 
was  already  in  the  right  hands  and  it  would  save 
us  a lot  of  follow-up  time.  We  believed,  too,  that 
if  the  private  physician  carried  a substantial 
part  of  the  examination  load,  the  school  physician 
would  be  released  for  advisory  service  to  princi- 
pals and  teachers  in  the  schools. 

The  Health  Department  has  always  favored 
the  examination  of  children  by  their  family  physi- 
cians wherever  possible,  but  in  1938,  based  on 
our  experience  in  Astoria,  a vigorous  campaign 
was  begun.  In  1937  it  had  been  demonstrated 
that  a friendly,  simply  worded  letter  signed  by 
the  school  principal  and  sent  to  the  parents  of 
each  new  entrant  suggesting  an  examination  by 
the  family  physician  but  not  mentioning  that  the 
school  physician  would  do  it  if  the  family  didn’t 
attend  to  it  in  ten  days  resulted  in  a 100  per  cent 
increase  in  private  physician  examinations. 

In  addition  to  an  improved  statement  on  the 
value  of  the  examination  by  the  personal  physi- 
cian, it  is  now  the  policy  throughout  the  city, 
when  parents  are  registering  their  children  for 
school,  to  station  physician,  nurses,  and  trained 
clerks  in  all  the  schools  to  interview  parents  and 
encourage  the  examination.  Since  the  school 
year  1937-1938  when  the  percentage  of  entering 
children  examined  by  private  physicians  was  8 
per  cent,  the  figure  has  increased  to  a magnitude 
of  42  per  cent  for  the  school  year  1942.  In  1938- 
1939,  15,600  of  the  examinations  were  made  by 
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Table  2. — Treatment  Agency  Attended  by  School 
Children 


Health  District 

Astoria 

Brownsville 

Children 

Children 

Per- 

Per- 

Agency 

Number 

centage 

Number 

centage 

Personal 

256 

100% 

232 

100% 

Physician 

204 

80% 

145 

63% 

Clinic 

45 

17% 

78 

33% 

Undetermined 

7 

3% 

9 

4% 

private  physicians,  for  1941-1942  the  number  had 
increased  to  20,800. 

Aside  from  examination  of  new  entrants,  to 
what  degree  does  the  private  physician  partici- 
pate in  the  treatment  of  children  referred  for 
medical  attention  by  the  school?  This  varies, 
of  course,  with  the  economic  status  of  sections  in 
so  large  a place  as  New  York  City.  We  tried  to 
get  some  information  on  this  question  for  two 
districts:  one  was  Astoria,  which  is  considered 
fairly  typical,  if  any  area  is,  of  the  New  York 
City  school  population,  and  the  other  was 
Brownsville,  in  Brooklyn,  judged  to  be  somewhat 
lower  in  economic  status  than  Astoria.  Table  2 
indicates  the  results  of  this  analysis  of  the  source 
of  treatment.  For  the  city  as  a whole,  in  the 
period  from  September,  1941,  to  January  31, 
1942,  of  41,920  children  who  had  medical  atten- 
tion, 20,147  (48  per  cent)  went  to  private  physi- 
cians. 

Thus  the  private  physician  is  playing  an  ever 
increasing  role  in  the  school  health  program  in 
New  York  City,  and  under  present  conditions  he 
is  likely  to  assume  greater  importance.  This 
raises  the  question  of  his  responsibility  and  inter- 
est in  school  health  work.  If  the  school  earnestly 
educates  children  and  their  parents  to  seek  the 
best  medical  attention  by  visiting  their  family 
physician,  he  in  turn  must  play  his  part  in  this 
preventive  medical  effort.  He  must  give  the  lie 
to  those  who  say,  “The  family  physician  will  not 
take  the  school  examination  seriously,”  or,  “He 
gives  no  information  to  guide  the  school  in  its 
effort  to  develop  an  individualized  health  pro- 
gram,” or,  “He  doesn’t  want  to  be  bothered 
with  the  school  nurse  who  tries  to  aid  in  follow-up 
of  his  patients  who  may  have  lapsed  treatment.” 

Defects  in  Private  Physician  Reporting 

Some  of  the  problems  are  suggested  by  a study 
of  the  reports  of  private  physician  examination  of 
120  new  admissions  selected  at  random  in  the 
Astoria  section.  The  number  is  small  and  they 
are  discussed  only  for  purposes  of  illustration. 
Of  the  120  examinations,  but  41  children,  or  about 
one-third,  were  adequately  protected  against 
diphtheria.  On  the  other  hand,  every  child  had 
been  vaccinated.  This  is  mandatory  because  the 


educational  authorities  in  New  York  City  cannot 
admit  a child  to  public  school  unless  he  is  vaccin- 
ated. 

Thirty-four  conditions  requiring  medical  atten- 
tion were  reported  for  this  group  of  120  children 
From  the  description  given  in  the  reports,  in  one- 
third  of  the  cases  it  was  impossible  for  the  school 
physician  or  nurse  to  understand  the  nature  of 
these  conditions.  For  7 of  31  children  reported 
as  needing  medical  attention,  the  school  had  no 
information  to  indicate  that  the  private  physician 
was  assuming  responsibility  for  treatment.  A 
sampling  of  private  physicians’  opinion  in  the 
city  revealed  that  nearly  all  physicians  would 
welcome  the  school  nurse’s  assistance  in  the 
follow-up  of  school  children  who  were  their  pa- 
tients. Yet  two-thirds  of  the  reports  of  those 
children  whom  the  physician  said  needed  medical 
attention  gave  the  nurse  no  clue  if  and  when  the 
physician  wished  to  see  the  child  again. 

School  is  obviously  a very  real  influence  in  the 
child’s  growth  and  development,  and  physicians 
are  now  recognizing  its  importance  in  their  care  of 
children.  If  the  physician  studies  this  facet  of 
the  child’s  daily  life,  while  he  may  discover  in- 
fluences which  may  contribute  to  or  create  a 
health  problem,  he  may  find  also  that  the  school 
can  contribute  to  his  program  of  therapy.  For 
example,  he  may  make  recommendations  con- 
cerning play  activities  or  rest  periods,  additional 
nourishment  for  below-par  children,  seating  in 
class  for  vision  or  hearing  defects,  or  providing 
better  understanding  by  teacher  and  principal  of 
children  with  emotional  problems.  Some  idea 
that  the  physician  is  missing  such  opportunities 
is  gained  from  these  same  120  reports.  Of  13 
children  whose  condition  suggested  recommenda- 
tions to  the  school  regarding  special  adjustment  of 
play  and  physical  education  activities,  such  rec- 
ommendations were  made  for  only  3 children. 
In  the  case  of  36  additional  children,  judging  by 
the  description  of  the  child’s  condition  in  the 
report,  some  recommendation  might  have  been 
made.  But  in  only  9 of  this  group  were  any 
additional  recommendations  made  to  the  school 
by  the  family  physician. 

These  comments  are  made  to  indicate  that  a 
gap  in  understanding  as  well  as  communication 
exists  between  the  school  and  the  private  physi- 
cian. If  we  were  to  seek  the  answers  to  the  ques- 
tions that  have  been  raised  we  should  perhaps 
discover  that  the  school  has  been  remiss  in  not 
explaining  to  the  physician  what  kind  of  informa- 
tion it  needs  in  order  to  provide  an  individualized 
health  program  for  the  child — on  the  other  hand, 
we  might  learn  too  that  the  physician  has  not 
taken  the  school  health  examination  very  seri- 
ously. 
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The  Goal  of  School  Health 

The  school’s  function  is  to  educate  the  child 
and  the  family  in  good  health  practices.  What 
better  education  is  there  than  one  which  advises 
the  full  use  of  community  medical  resources? 
An  important  but  incompletely  utilized  medical 
facility  in  the  community  is  the  private  physician. 
WTe  have  demonstrated  that  it  is  possible  to  in- 
crease substantially  the  private  physician’s  par- 
ticipation in  the  school  health  program.  We 
have  tried  to  suggest  also  that  the  family  physi- 
cian has  a responsibility  to  perform  the  health 
examination  in  keeping  with  the  best  pediatric 
practice.  This  includes  communicating  an  ade- 
quate report  to  the  school  so  that  the  school  in 
turn  may  understand  any  special  needs  of  the 
child  and  work  in  cooperation  with  the  family 
and  the  physician  to  secure  for  the  child  his  best 
growth  and  development  in  mind  and  body. 

This  is  both  an  ideal  and  a challenge — ideal- 


istic because  we  are  aiming  pretty  high  to  con- 
ceive of  all  physicians  cooperating  to  provide  this 
kind  of  school  health  service  ; challenging  because 
in  New  York  City  with  a substantial  and  in- 
creasing share  of  the  school  health  work  being 
done  by  private  physicians  the  need  is  before  us 
to  develop  medical  examination  standards  and  a 
better  understanding  of  school  health  work 
among  all  physicians. 

Summary 

Three  ways  to  achieve  more  effective  school 
health  service  have  been  discussed.  Two  of 
these — modernizing  records  and  saving  the 
school  physician’s  time — can  be  accomplished  by 
the  school  medical  administrator.  The  third 
calls  for  increased  participation  of  the  private 
physician  in  the  school  health  program.  The 
ultimate  success  of  this  must  depend  upon  the 
leadership  of  organized  medicine. 


EDUCATION  AND  HEALTH 

Everett  Colgate  Jessup,  M.D.,  Roslyn,  New  York 


LOOKING  back  over  the  years,  one  is  im- 
pressed by  the  recentness  of  school  health 
work  and  of  the  larger  field  of  public  health  work 
of  which  it  is  a part.  Modern  public  health  work 
dates  from  the  beginning  of  this  century.  Since 
1904,  with  the  organization  of  the  National  Tu- 
berculosis and  Public  Health  Association,  have 
come  all  the  agencies  and  endeavors  that  we  now 
take  almost  as  a matter  of  course — infant  mor- 
tality campaigns,  prenatal  care  of  the  expectant 
mother,  venereal  disease  hygiene,  mental  hy- 
giene, child  hygiene,  agencies  for  cancer  and  heart 
disease  control,  etc.  The  greatest  impetus  in  this 
field  came  less  than  twenty  years  ago  from  the 
establishment  of  departments  of  public  health  in 
our  medical  schools,  particularly  those  of  Johns 
Hopkins  and  Harvard. 

School  health  activities  have  followed  a similar 
chronologic  pattern,  having  been  inaugurated  in 
England  in  1907  with  the  establishment  of  medi- 
cal inspections  of  schools.  In  1913,  under  the 
leadership  of  Dr.  Herman  Biggs,  Commissioner 
of  Health  of  the  State  of  New  York,  laws  relating 
to  the  medical  inspection  of  schools  and  the 
maintenance  of  school  health  passed  the  New 
York  State  Legislature.  Progress  was  inter- 
rupted by  the  first  World  War,  and  thus  the  ad- 

Read  at  the  panel  discussion  on  “School  Health  Services” 
at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of 
New  York,  New  York  City,  April  30,  1942. 


vances  that  have  taken  place  in  this  field  date 
from  1919.  Although  much  has  been  achieved, 
it  would  seem  that  progress  would  have  been 
more  rapid  if  school  health  had  been  placed  under 
the  Department  of  Health,  where  it  naturally  be- 
longed, rather  than  under  the  Department  of 
Education. 

Thus,  those  of  middle  age  have  witnessed  in 
their  lifetime  the  development  of  a science  which 
is  still  in  its  infancy.  It  is  therefore  reasonable 
to  conclude  that  no  procedure  in  public  health  or 
school  health  is  so  well  founded  that  it  may  not 
be  the  subject  of  criticism  and  even  be  liable  to 
change. 

Furthermore,  let  us  not  forget  that  modern 
education  is  likewise  of  recent  development  and 
is  similarly  vulnerable  to  attack.  The  article  on 
education  in  the  Encylcopaedia  Britannica  is  au- 
thority for  the  statement  that  “ during  the  nine- 
teenth century  up  to  1870  and  even  later,  reading 
writing,  and  arithmetic  and  cooking  and  needle 
work  for  girls  were  considered  to  be  the  end-all 
and  be-all  of  elementary  education.”  Paren- 
thetically, one  recalls  that  some  towering  intel- 
lects developed  from  the  simplicity  of  this  early 
education.  The  “frills”  of  science  and  history 
and  art  and  geography  have  been  added  since 
that  date.  Thus  the  prevailing  curriculum  is 
buttressed  by  no  hoary  tradition  and  is  not  in- 
violate; in  fact,  it  has  chiefly  developed  to  its 
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present  form  during  the  past  thirty  years.  The 
impact  of  school  health  work  on  the  great  field  of 
primary  and  secondary  education  is  only  begin- 
ning to  be  felt.  Profound  changes  in  the  educa- 
tional sphere  are  likely  to  follow.  It  is  a trite 
saying,  mens  Sana  in  corpore  sano,  but  it  is  the 
end  that  school  health  work  is  aiming  to  achieve, 
and  formal  education  must  adjust  itself  to  a new 
point  of  view. 

The  fact  of  the  matter  is  that  the  modern,  for- 
mal, educational  process  in  youth  creates  an  en- 
vironment that  is  biologically  abnormal  in  two 
respects.  First,  the  method  of  acquiring  knowl- 
ege  from  the  printed  page  is  biologically  a strange 
procedure.  For  millions  of  years  men  learned 
through  other  means.  The  production  of  printed 
books  began  five  hundred  years  ago,  and  it  is 
only  within  the  last  hundred  years,  with  the 
coming  of  mass  production,  that  they  have  been 
available  to  more  than  a few.  Education  has 
seized  upon  this  means  to  such  an  extent  that  the 
whole  educational  process  revolves  about  a book. 
In  fact,  the  production  of  a book  is  for  a teacher 
one  of  the  chief  means  of  recognition  in  his  pro- 
fession, as  well  as  being  a source  of  income.  An 
excellent  textbook  makes  the  labor  of  teaching 
less  arduous,  and  thus  a vicious  circle  is  created. 
As  a result,  learning  has  become  a sedentary  and 
indoor  occupation,  the  second  biologically  ab- 
normal situation.  In  the  long  history  of  the  race, 
the  child  played  through  the  entire  day  or  learned 
the  elements  of  fife  and  race  preservation  by  ac- 
tual experience  with  father  or  mother,  ending  the 
day  physically  tired.  Now  he  spends  long  hours 
indoors,  seated  at  a fairly  uncomfortable  desk,  en- 
deavoring to  transpose  printed  words  into  men- 
tal images  that  mean  something  (for  many,  a 
very  difficult  process),  and  as  a result  ends  the 
day  with  less  than  two  hours  of  exercise  outdoors, 
tired  mentally  and  nervously,  but  not  physi- 
cally. 

That  this  is  a particularly  severe  trial  in  early 
fife  was  the  opinion  of  Plato  at  a time  when  the 
education  of  the  select  few  was  the  only  problem. 
He  stated  in  his  Republic , written  in  364  b.c., 
“For  the  first  ten  years  of  fife,  education  shall  be 
predominantly  physical.  Each  school  is  to  have 
a gymnasium  and  playground.  Play  and  sport 
are  to  be  the  entire  curriculum,  and  in  this  first 
decade  such  health  will  be  stored  up  as  will  make 
all  medicine  unnecessary.” 

Herbert  Spencer,  surveying  the  whole  field  of 
education,  appraising  the  value  of  languages  and 
mathematics,  philosophy  and  art,  and  all  the 
other  subjects,  endeavored  to  answer  the  ques- 
tion, ‘‘What  kind  of  education  is  worth  most?” 
He  concluded  that  the  most  important  subject  of 
education  is  health. 

We  have  forgotten  some  of  these  precepts. 


The  accumulation  of  facts  from  the  printed  page 
has  become  an  obsession  and  education  has  be- 
come a forcing  process.  Let  us  remember  that 
the  greatest  nation  of  the  past,  intellectually  and 
artistically,  devoted  far  more  attention  to  athlet- 
ics and  the  training  of  the  body  than  modern 
education  has  devoted  even  in  its  most  liberal 
moments.  Complaints  are  made  that  colds  run 
rampant,  that  children  are  pale,  peaked,  and  ir- 
ritable, eat  badly,  bite  their  fingernails,  have 
frequent  gastrointestinal  attacks,  round  shoul- 
ders, crooked  spines,  flat  feet,  chronic  sinusitis, 
etc.  Under  our  present  system  it  is  indeed  re- 
markable that  so  many  are  able  to  retain  as 
much  health  as  they  have. 

Modern  living  conditions  are  greatly  increas- 
ing the  problem.  In  the  cities  with  inadequate 
playgrounds  or  even  none  at  all,  education  has 
been  conditioned  by  its  environment.  Children 
are  sent  to  school,  and  the  hours  are  long  to  keep 
them  off  the  streets  and  out  of  mischief.  Automo- 
bile transportation  is  making  terrific  inroads  on 
physical  exercise.  The  modern  child,  after  a 
hasty  breakfast,  is  bundled  into  a closed  car, 
conveyed  to  school,  and  deposited  behind  a desk. 
Compare  this  with  fife  a few  years  ago.  Picture 
that  mile  or  two-mile  walk  to  school  when  all 
sorts  of  things  had  to  be  done — birds  and  animals 
observed,  fences  climbed,  brief  contests  staged, 
stunts  performed,  six-foot  mud  puddles  jumped, 
snow  drifts  conquered,  winds  buffeted,  so  that 
students  arrived  at  school  rosy-cheeked,  bright- 
eyed, body  stimulated,  ready  for  the  day’s  work. 
Now  even  mud  puddles  are  gone. 

You  ask  what  can  be  done  about  it?  If  a 
school  is  fortunate  enough  to  have  playgrounds, 
how  much  should  they  be  used?  In  fact,  how 
much  physical  exercise  is  really  necessary  for  a 
child?  Hetherington  has  estimated  that  the 
minimum  of  physical  exercise  for  the  mainte- 
nance and  development  of  physical  health  is  as 
follows:  at  the  age  of  5 and  6,  four  hours  daily  of 
muscular  activity;  from  7 to  9,  five  hours;  from 
9 to  11,  six  hours;  from  11  to  13,  five  hours; 
from  13  to  16,  four  hours;  from  16  to  18,  three 
hours;  from  18  to  20,  two  hours.  This  presents  a 
pretty  problem  for  modern  education.  Fit  this  in 
with  the  modern  curriculum  if  you  can.  Maybe 
there  is  a reason  why  one-third  of  the  applicants 
for  army  service  are  turned  away  as  physically 
unfit.  Maybe  there  is  a reason  why  so  many 
children  who  have  plenty  of  rest,  balanced  diets, 
and  the  best  of  pediatricians,  continue  to  run  low 
hemoglobin  percentages!  Maybe  there  is  a rea- 
son why  we  flee  to  hormones  and  vitamins  and 
vaccines  and  tonics.  The  trouble  is  really  the 
way  of  living.  Millions  and  millions  of  dollars 
have  just  been  spent  by  the  United  States  and 
the  City  of  New  York,  creating  many  hundreds 
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of  new  playgrounds,  a tardy  recognition  of  the 
greatest  need  of  city  children. 

What  can  be  done  about  it?  What  means  and 
methods  can  be  used  to  adjust  these  incompatible 
elements  in  the  education  of  children?  Suffice 
it  to  say  that  the  method  of  achieving  a more 
rational  balance  in  the  training  of  the  mind  and 
body  will  undoubtedly  be  by  minor  adjustments 
here  and  there,  fought  for  by  health,  grudgingly 
yielded  by  formal  education. 

The  first  battleground  in  the  fight  must  be  that 
no  man’s  land  called  detention.  Formal  educa- 
tion must  cease  intruding  upon  the  time  of  physi- 
cal activity.  A detention  period  must  be  set 
aside  as  a part  of  the  curriculum.  Children  not 
serving  detention  should  have  this  extra  period 
for  physical  activity.  The  teacher  of  arithmetic 
should  no  more  think  of  poaching  upon  the  pe- 
riod of  physical  activity  than  she  would  think  of 
poaching  upon  the  English  hour.  In  fact,  if 
any  poaching  has  to  be  done,  it  would  be  far 
better  to  poach  upon  the  time  allotted  to  the 
course  in  which  the  child  excels  and  thus  give 
added  time  to  the  subject  in  which  he  is  deficient. 
The  teacher  must  be  made  to  realize  the  vital 
necessity  of  physical  activity  in  youth  and 
must  be  sympathetic  toward  it.  Noteworthy 
changes  for  the  better  in  rowdyism  and  the  gang 
spirit  in  our  schools  and  colleges  have  been  due 
to  the  directing  of  physical  activity  into  the  con- 
tests of  the  playing  field,  to  the  associated  in- 
fluence of  the  spirit  of  sportsmanship,  and  to  the 
mental  and  moral  qualities  developed  by  proper 
training  in  competitive  sport. 

The  second  battleground,  where  the  fight  is 
easiest,  is  the  primary  grades.  Formal  schooling 
lasts  a half-day  here  and  allows  plenty  of  time  for 
adequate  exercise  after  the  last  recitation,  but 
the  school  avoids  the  obligation  by  sending  the 
child  home.  This  suggests  the  appalling  waste 
in  the  use  of  our  equipment,  our  beautiful  grounds 
lying  idle  for  a large  part  of  the  day.  This  situa- 
tion has  been  met  in  some  schools  by  the  platoon 
or  work-study-play  plan — half  of  the  children  in 
the  classroom,  the  other  half  on  the  playground. 
Besides  making  fuller  use  of  the  playing  facilities, 
this  scheme  increases  the  amount  of  classroom 
space  available. 

School  hygiene  intrudes  on  the  reading  prob- 
lem of  the  primary  grades.  Many  authorities 
hold  that  letters  and  the  finely  coordinated  move- 
ments of  reading  are  prominent  causes  of  nervous 
fatigue  in  the  child.  Dr.  James  Kerr,  of  London, 
who  has  written  a book  on  school  vision,  states: 
“The  importance  of  letters  before  the  age  of  seven 
is  exaggerated  by  teachers.  It  would  be  better 
if  they  were  not  permitted  to  be  formally  taught 
before  this  age.” 


The  real  fight  starts  in  the  junior  grades,  where 
formal  education  begins  to  bear  down  heavily 
and  the  need  for  physical  activity  is  at  its  great- 
est. Physical  activity  must  be  provided,  and  in 
sufficient  amount.  How?  Based  solely  on  the 
time  element,  the  figures  of  Hetherington  mean 
little.  An  hour  of  football  produces  more  physi- 
cal fatigue  than  an  hour  of  ordinary  play.  The 
most  vigorous  exercise  known,  which  comes  next 
to  fighting  for  one’s  life  in  actual  energy  expense, 
is  modern  basketball.  The  character  of  physical 
activity  is  of  great  moment,  and  the  time  element 
must  vary  inversely  with  the  degree  of  energy 
expended.  It  would  seem,  however,  that  the  ideal 
system  in  maintaining  body  health  is  intermittent 
exercise,  not  cramming  all  in  one  short  period  or 
in  a week  end.  This  might  mean  at  least  two 
half-hour  periods  of  moderately  stimulating  exer- 
cise during  the  so-called  school  hours  and  at  least 
one  and  a half  hours  of  strenuous  exercise  after- 
ward. The  aim  is  to  produce  healthy  muscular 
fatigue.  That  is  the  nectar  that  youth  thrives  on 
— so  muscularly  tired  at  8:30  p.m.  that  no  one 
even  thinks  of  the  movies! 

In  reference  to  the  now  obsolete  walk  to  school, 
would  it  not  be  wise  to  start  school  earlier  and  de- 
vote the  first  half  hour  to  stimulating  exercise? 
Does  every  girl  know  a folk  dance  for  each  year 
of  her  age?  Does  every  primary  child  know 
four  singing  games?  Do  all  the  children  know 
one  game  or  sport  for  each  year  of  their  age? 
There  is  much  that  could  be  done  in  that  first 
half-hour  to  change  the  whole  spirit  of  the  day. 
The  edge  would  be  cut  from  the  prevailing  early 
morning  restlessness,  for  biologically  the  child 
is  ready  at  dawn  for  muscular  activity,  not  for 
rest  in  a chair  deciphering  print.  The  second 
half-hour  period  would  be  the  present  recess  pro- 
longed. There  would  be  a fifteen-  to  thirty- 
minute  rest  period  after  lunch.  A full  hour  and 
a half  of  strenuous  exercise  would  close  the  day, 
with  the  dismissal  time  advanced  to  4 : 45.  Such  a 
scheme  would  interfere  very  little  with  the  cur- 
riculum; maybe  it  would  improve  scholastic 
standing. 

It  would  seem  that  the  ideal  educational  sys- 
tem of  the  future  would  in  some  way  combine 
many  of  the  elements  of  the  modern  summer 
camp.  The  latter  began  as  an  organization  de- 
voted solely  to  physical  activity  and  moral  train- 
ing, with  emphasis  on  the  physical  activity. 
The  author  attended  one  thirty  years  ago  where 
the  boys  played  games  all  day  long.  Now  the 
best  summer  camps  are  offering  training  in  paint- 
ing, modeling,  voice,  music,  dancing,  carpentry, 
pottery,  jewelry,  rug-making,  woodcraft,  first 
aid,  and  natural  science,  even  to  the  extent  of 
using  the  microscope,  training  in  unusual  hobbies, 
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etc.  Can  you  imagine  a summer  camp  not  start- 
ing the  day  with  some  exercise? 

Similarly,  formal  education,  starting  from  the 
opposite  pole  of  solely  mental  training  (the  author 
forty  years  ago  attended  two  large  schools  in  the 
city  of  Brooklyn  that  had  neither  gymnasiums 
nor  playgrounds),  is  planning  more  and  more  for 
the  physical  activity  of  its  pupils.  The  two  sys- 
tems are  approaching  each  other  along  the  pre- 
viously mentioned  work-play-study  pattern,  the 
pattern  of  a balanced  training  of  the  mind  and 
the  body.  What  folly  that  for  three  brief 
months  of  summer  one  trained  the  body  and  for 
the  rest  of  the  year  trained  only  the  mind!  What 
folly  that  an  educational  system  should  be  so 
constituted  that  both  teacher  and  pupil  need  a 
vacation  of  several  months  in  summer,  several 
weeks  at  Christmas,  and  several  weeks  at  Easter 
in  order  to  recuperate  from  an  unconsciously 
recognized  but  never  openly  acknowledged  ab- 
normal scheme  of  living!  What  other  activity 
of  man  needs  or  demands  such  respite? 

At  such  a time  as  this  the  international  impli- 
cations of  the  subject  must  not  be  forgotten. 
While  a Nazi  Germany  is  glorying  in  its  youth 
movement,  rating  physical  fitness  as  the  sine  qua 
non  of  a virile  state,  our  medical  draft  boards  are 
rejecting  American  youth  by  the  tens  of  thou- 
sands for  underdeveloped  or  maldeveloped  bodies, 
for  “emotional  instability”  and  “constitutional 
inferiority.”  It  is  estimated  that  of  the  16,500,- 
000  registrants  in  the  first  draft  less  than  60  per 
cent  will  be  classed  for  general  military  service. 
Think  of  this  next  time  a frill  is  to  be  added  to 
education. 

I have  outlined  a fundamental  problem  of 
school  health.  Who  is  going  to  fight  for  it? 
Whose  responsibility  is  it?  There  is  only  one 
answer — the  school  physician.  He  must  raise 
himself,  by  his  boot-straps  if  necessary,  out  of  the 


mire  of  routine  physical  examinations,  and,  as 
Dr.  Mitchell  has  said,  become  an  adviser,  a con- 
sultant, an  educator  in  the  field  of  health  and 
education.  The  attitude  of  mind  that  figures  a 
school  salary  as  representing  merely  a sum  for 
so  many  physical  examinations  at  so  much  per 
examination  has  got  to  go.  It  will  be  helped  on 
its  way  by  handing  over  the  physical  examination 
to  the  family  doctor  where  it  rightfully  belongs 
and  where  it  can  be  better  handled.  Then  the 
school  physician  will  have  time  to  devote  to  the 
really  important  details  of  his  job — time,  for  in- 
stance, to  strengthen  the  weakest  link  in  our 
present  system,  the  follow-up  for  the  correction 
of  defects;  time  for  frequent  consultation  on 
fundamental  matters  of  policy  and  on  individual 
cases  with  the  school  principal,  the  teacher,  the 
parent,  and  the  family  doctor;  time  for  creative 
thinking  in  the  field  of  school  health;  and  time 
for  fighting  to  put  such  thoughts  into  effect. 

Under  the  present  system  only  the  exceptional 
man  raises  above  the  inertia  of  his  job.  With 
real  delight  I heard  one  of  our  school  physicians 
in  Nassau  County  describe  his  method  of  solving 
the  problem  of  correction  of  physical  defects. 
He  passed  regulations  that  if  a remedial  defect  is 
not  remedied  or  is  not  in  the  process  of  being  rem- 
edied, the  student  cannot  play  on  an  athletic 
team  or  hold  a position  in  a student  organization, 
such  as  the  glee  club,  the  band,  the  dramatic 
society,  the  school  paper,  etc.  He  is  planning 
further  to  threaten  holding  up  the  student’s  work- 
ing papers  and  his  diploma. 

Yes,  creative  thinking  and  activity  in  the  field 
of  school  health  is  the  crying  need — now  more 
than  ever.  As  pointed  out  in  the  beginning  of 
this  paper,  school  health  work  is  a new  field  whose 
soil  has  just  been  turned.  There  is  plenty  of 
work  yet  to  be  done,  and  the  man  to  do  it  is  the 
school  physician. 


Discussion 


Dr.  William  E.  Ayling,  Syracuse , New  York — This 
discussion  of  school  health  services  has  been  most 
interesting.  Dr.  Mitchell’s  suggestion  that  every 
school  system  should  have  a committee  on  school 
health  in  its  county  medical  society,  to  which  it 
could  turn  for  consultation  and  advice,  is  a good  one. 
Perhaps  in  further  discussion  of  this  subject  I will  be 
excused  if  I draw  on  my  experiences  in  Syracuse, 
following  the  example  of  Dr.  Wheatley,  who  has  dis- 
cussed the  Astoria  survey. 

School  medical  inspection  was  started  in  Syracuse 
in  1906,  before  it  became  a state  requirement  in 
1913.  We  urge  examination  of  school  children  by 
private  physicians  and  endeavor  to  bring  this  about 
by  first  notifying  the  parents  at  the  beginning  of  the 
term  that  an  examination  will  be  necessary,  and 
then,  just  before  the  scheduled  examinations  by  the 


school  doctor,  by  sending  another  notice  again  urg- 
ing examination  by  the  private  physician  but  stating 
that  if  this  is  not  done  within  two  weeks  the  school 
physician  will  proceed  with  the  examination.  We 
have  been  unable  to  have  as  high  a percentage  ex- 
amined by  the  private  doctors  as  Dr.  Wheatley  re- 
ports, and  I should  be  interested  to  know  just  how 
he  gets  such  good  results. 

Up  to  the  present  year  periodic  health  examina- 
tions in  specified  grades  were  being  done  in  Syracuse 
but,  under  stress  from  the  State  Education  Depart- 
ment, we  are  now  attempting  to  reach  every  child. 
The  addition  of  two  nurses  to  our  staff  and  extra  pay 
for  the  school  physicians,  who  spend  two  hours  each 
day  in  school  work,  have  facilitated  this  attempt. 

Dr.  Wheatley  has  stressed  the  importance  of  per- 
sonal contact  with  the  parents,  and  we  also  do  that 
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in  Syracuse.  We  invite  the  parents  to  be  present  at 
the  time  of  the  examination,  and  if  they  do  not  come, 
those  whose  children  were  found  to  have  defects  are 
invited  to  a parent  conference  with  the  school 
physician,  who  demonstrates  the  defect  found  and 
discusses  with  the  parents  ways  and  means  of  cor- 
recting both  the  defects  and  general  health  habits. 
Ten  per  cent  of  the  parents  do  come  to  the  school 
either  for  the  examination  or  for  a conference.  The 
response  of  parents  of  kindergarten  and  lower  grade 
children  is  much  better  than  those  of  children  in  the 
higher  grades  where,  as  a matter  of  fact,  the  pupils 
themselves  do  not  seem  to  want  them  present. 

The  work  of  the  school  physicians  is  considerably 
lightened  by  the  audiometer  testing  by  a technician, 
vision  testing  by  the  teachers  and  nurses,  and  the 
examinations  made  by  the  dental  hygienists  in  the 
six  lower  grades.  This  again  is  in  line  with  the 
recommendation  of  Dr.  Wheatley  that  the  doctors’ 
time  be  saved  as  much  as  possible  by  having  less 
skilled  personnel  make  such  examinations. 

The  pupils  found  to  have  defects  are  referred  back 
to  the  family  physician,  or  dentist,  for  treatment. 
There  is  an  exception  to  this,  however,  in  the  case 
of  indigent  children  who  need  dental  care,  inasmuch 
as  some  of  these  are  taken  care  of  in  the  school  by 
our  two  staff  dentists. 

Apparently  Dr.  Jessup  favors  an  increase  in  the 
physical  activity  program,  but  I doubt  very  much 
that  such  a program  would  bring  about  the  desired 
results.  It  would  seem  from  his  remarks  that  he 
has  in  mind  the  pupils  of  the  centralized  rural 
schools  who  are  picked  up  by  busses  at  their  homes 
and  taken  to  the  school  buildings.  Our  children 
have  to  walk  to  school — some  of  them  at  least  a mile 
— so  they  still  get  considerable  exercise  going  to  and 
from  school.  The  findings  of  the  Selective  Service 
indicate  that  young  men  are  being  rejected  for  de- 
fects such  as  decayed  teeth,  poor  vision,  heart  disease, 
nutrition,  mental  and  nervous  diseases,  ear  condi- 
tions, etc.,  and  I feel  that  finding  and  correcting 
these  defects  is  more  important  than  adding  to  the 
physical  activity  program.  Very  few,  if  any,  are 
rejected  because  of  lack  of  muscular  development. 

As  a matter  of  fact  there  is  real  danger  in  too 
much  physical  education.  Studies  by  Greenleaf,  of 
Olean,  of  the  blood  pressure  of  basketball  players, 
and  by  Preston,  of  Oneida,  of  the  urinalyses  of  foot- 
ball players,  have  shown  abnormal  findings.  Dr. 
Preston  found  that  many  of  the  football  players 
showed  albumin,  casts,  and  red  blood  cells  in  their 
samples,  and  Dr.  Greenleaf  found  abnormally  high 
blood  pressures  in  the  basketball  group.  Whether 
or  not  these  findings  indicate  permanent  injury  is 
hard  to  say  at  the  present  time. 

Exercise  has  its  part  in  physical  well-being,  but  I 
believe  it  should  be  done  in  the  open  air,  outside  of 
school  hours,  rather  than  by  prolonging  the  pupil’s 
stay  inside  the  school  room. 

I appreciate  the  privilege  of  being  able  to  take 
part  in  this  discussion  and  feel  that  I have  benefited 
considerably  from  it. 

Milton  I.  Levine,  New  York  City — The  problem  of 
the  relative  position  of  the  school  physician  and  the 


private  practitioner  in  the  school  health  service  is 
not  a new  one  to  the  pediatrician  of  the  private 
school. 

The  very  nature  of  the  private  school  makes  this 
problem  ever  present,  for  the  pupils  are  usually  of  a 
higher  economic  status  and  have  their  own  private 
physicians. 

This  would  seem  to  place  the  greater  part  of  the 
burden  on  the  child’s  own  doctor,  but  conflicts  can 
and  do  arise,  since  the  school  demands  almost  daily 
contact  of  the  school  physician  with  the  children,  as 
well  as  rather  frequent  contact  with  the  parents. 

Under  such  a routine  it  is  not  difficult  to  under- 
stand how  a parent  might  decide  to  shift  from  his 
child’s  previous  physician  to  the  pediatrician  who 
sees  the  child  daily  and  whose  relationship  with  the 
child  will  naturally  be  more  casual  and  friendly. 

Several  years  ago  a questionnaire  was  sent  to  the 
members  of  the  American  Academy  of  Pediatrics 
asking  whether  they  felt  that  medical  supervision 
in  the  public  schools  was  detrimental  to  their  prac- 
tice. A number  of  responses  absolved  the  public 
schools  of  making  any  such  inroads,  but,  on  the 
other  hand,  stressed  that  the  private  schools  were 
definitely  an  interference. 

At  the  present  time,  the  ratio  of  public  school 
children  to  each  public  school  physician  in  New  York 
City  (1  to  10,000)  is  such  that  little  or  no  problem  is 
present  in  the  city  as  a whole. 

However,  the  experience  of  the  private  schools 
presents  something  of  a preview  of  difficulties  that 
might  arise  if  at  some  future  date  there  were  not 
only  more  public  school  physicians  but  more  fre- 
quent contact  between  the  student  and  the  physi- 
cian, and  the  parent  and  the  physician. 

There  is  no  doubt  that  many  steps  detrimental  to 
the  welfare  of  the  private  physician  have  been  made 
by  the  private  schools,  and,  unfortunately,  in  many 
schools  these  conditions  still  exist. 

The  private  schools,  in  an  attempt  to  present  a 
well-developed  health  program  to  the  parents,  often 
use  the  school  physicians  in  practices  which  will 
inevitably  hurt  the  private  practitioner. 

Certain  of  these  schools  charge  a health  fee  of  five 
or  ten  dollars  a year,  which  adds  to  the  funds  sup- 
porting the  health  service  of  the  schools,  but  the 
parents  are  informed  that  this  fee  covers  a careful 
physical  examination  of  their  child  by  the  school 
physician.  Naturally  the  assumption  is  that  this 
takes  the  place  of  the  yearly  examination  by  the 
child’s  own  doctor. 

In  certain  private  schools  the  physical  examina- 
tion takes  place  in  the  presence  of  the  parents  and  a 
discussion  of  the  child’s  physical  problems  follows 
immediately  afterward  between  the  school  physician 
and  the  parent. 

Not  that  the  examination  in  the  presence  of  par- 
ents or  the  discussion  is  to  be  condemned,  but  it 
should  be  distinctly  emphasized  that  this  does  not 
supersede  or  take  the  place  of  the  examination  by  the 
child’s  physician. 

A further  practice  to  be  censured — and  one  that  is 
most  detrimental  to  the  private  practitioner — is  the 
habit  of  certain  private  schools  and  many  public 
schools  of  sending  letters  to  the  parents,  stating  that 
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unless  the  examination  or  injections  are  given  within 
a certain  period  of  time,  these  services  will  be  per- 
formed without  charge  by  the  school  physician. 

Undoubtedly  a large  part  of  the  fault  for  permit- 
ting such  a system  to  exist  lies  with  the  family  physi- 
cian for  not  insisting  that  such  services  given  at  the 
school  should  be  limited  only  to  those  children  whose 
economic  status  is  so  low  that  private  medical  care  is 
practically  impossible. 

An  ideal  setup  satisfactory  to  both  the  school  and 
the  family  physician  would  include  the  following: 

1.  An  annual  physical  examination  of  the  child 
by  the  private  physician.  This  should  be  de- 
manded of  every  child,  and  those  whose  families  are 
unable  to  afford  a private  physician  should  receive 
an  examination  at  school. 

2.  The  school  physician  should  realize  that  he  is 
working  with  the  child’s  physician  and  should  at  no 
time  supersede  him.  If  at  times  a special  examina- 
tion of  a student  is  requested  by  school  authorities 
and  is  performed  in  the  presence  of  the  child’s  par- 
ents, the  latter  should  be  informed  that  this  examina- 
tion does  not  take  the  place  of  the  examination  by 
the  child’s  own  doctor.  In  discussing  the  condition 
of  a child  with  his  parents,  the  school  physician 


should  under  no  circumstance  disagree  with  the 
opinion  of  the  child’s  own  physician.  Much  more 
will  be  gained  by  contact  with  the  private  physician 
and  discussion  of  the  child  with  him.  Experience 
has  shown  that  parents  often  distort  or  misinterpret 
the  directions  given  them  by  their  physicians. 

Suggestions  as  to  the  necessity  for  treatment  of 
anemia,  impetigo,  acne,  ringworm,  pediculosis,  etc., 
may  be  made  to  parents,  but  the  actual  treatment 
should  be  instituted  and  followed  by  the  private 
practitioner. 

3.  Under  no  circumstance  should  a school  physi- 
cian be  permitted  to  take  as  his  own  patient  a child 
already  under  the  supervision  of  a private  physician. 

4.  The  school  physician’s  primary  purposes  are 
to  supervise  the  general  health  program  of  the 
school,  to  aid  in  preventing  contagion,  to  examine 
specific  cases  when  the  request  comes  from  the  school, 
and  to  serve  as  the  connecting  link  between  the 
school  and  the  child’s  private  physician. 

In  summarizing,  it  might  be  said  that  the  school 
physician  should  work  hand  in  hand  with  the  private 
practitioner  but  should  always  act  in  a secondary 
role,  never  treating  the  children  except  with  the  defi- 
nite consent  of  the  private  physician. 


OBSTETRICS  AND  GYNECOLOGY  EXAMINATIONS 


The  general  oral  and  pathologic  examinations 
(Part  II)  for  all  candidates  will  be  conducted  at 
Pittsburgh,  Pennsylvania,  by  the  entire  Board  of 
Obstetrics  and  Gynecology  from  Wednesday,  May 
19,  through  Tuesday,  May  25,  1943.  The  Hotel 
Schenley  in  Pittsburgh  will  be  the  headquarters  for 
the  Board,  and  formal  notice  of  the  exact  time  of 
each  candidate’s  examination  will  be  sent  him  sev- 
eral weeks  in  advance  of  the  examination  dates. 
Hotel  reservations  may  be  made  by  writing  direct 
to  the  hotel. 

Candidates  for  re-examination  in  Part  II  must 
make  written  application  to  the  Secretary’s  Office 
not  later  than  April  15,  1943. 

The  Pittsburgh  Obstetrical  and  Gynecological 
Society  will  hold  a subscription  dinner  meeting  at 
the  Hotel  Schenley  on  Saturday  evening,  May  22, 
1943,  at  7:00  p.m.  Visitors,  here  for  the  examina- 
tions, are  cordially  invited  to  make  arrangements 
to  attend.  Reservations  may  be  made  by  writing 
to  Dr.  Joseph  A.  Hepp,  Secretary  of  the  Society,  at 


121  University  Place,  Pittsburgh.  An  interesting 
program  is  being  provided. 

The  Office  of  the  Surgeon  General  (U.S.  Army) 
has  issued  instructions  that  men  in  Service,  eligible 
for  Board  examinations,  be  encouraged  to  apply 
and  that  they  may  request  orders  to  Detached 
Duty  for  the  purpose  of  taking  these  examinations 
whenever  possible. 

Candidates  in  Military  or  Naval  Service  are  re- 
quested to  keep  the  Secretary’s  Office  informed  of 
any  change  in  address. 

Deferment  without  time  penalty  under  a waiver 
of  our  published  regulations  applying  to  civilian 
candidates  will  be  granted  if  a candidate  in  Service 
finds  it  impossible  to  proceed  with  the  examinations 
of  the  Board.  Applications  are  now  being  received 
for  the  1944  examinations.  For  further  information 
and  application  blanks,  address  Dr.  Paul  Titus, 
Secretary,  1015  Highland  Building,  Pittsburgh  (6), 
Pennsylvania. 

Paul  Titus,  Secretary 


UROLOGICAL  AWARD  AND  MEETING  CALLED  OFF 


The  $500  Research  Prize  annually  offered  by  the 
American  Urological  Association  will  not  be  awarded 
this  year. 

The  government  has  again  discouraged  the  hold- 
ing of  medical  conventions,  except  those  primarily 
of  military  interest — and  at  these  there  is  to  be  a 


ban  on  social  events.  Under  the  circumstances, 
plans  for  the  June  meeting  of  the  American  Urologi- 
cal Association  in  St.  Louis  have  been  canceled. 

Miley  B.  Wesson, 
Chairman , Committee  on  Research 
American  Urological  Association 


THE  ABSORPTION  OF  CARBON  DIOXIDE  FROM  ANESTHESIA 
APPARATUS 

Douglass  H.  Batten,  M.D.,  Brooklyn 


THE  absorption  of  carbon  dioxide  from  anes- 
thesia apparatus  is  a feature  of  modern  anes- 
thesia which  most  anesthetists  take  for  granted. 
Yet  its  development  is  of  comparatively  modern 
origin,  and  its  widespread  acceptance  has  but 
recently  come  about. 

The  Development  of  Absorption  Machines 

The  anesthetist  who  utilizes  the  closed  carbon 
dioxide  absorption  method  is  indebted  to  the 
early  workers1’2  in  the  field  of  metabolism  for  the 
development  of  this  procedure.  It  is  upon  the 
experiments  of  these  workers  that  Jackson3  in 
1915  based  his  report  of  anesthetizing  small 
animals  by  placing  them  in  an  airtight  chamber. 
He  used  a pump  to  circulate  the  atmosphere 
breathed  by  the  animals.  The  necessary  oxygen 
was  supplied  from  a cylinder,  and  the  carbon 
dioxide  was  absorbed  by  means  of  a strong  aque- 
ous solution  of  sodium  and  calcium  hydrates.  He 
used  several  of  the  common  anesthetic  agents  in 
his  experiments,  and  he  was  able  to  keep  his 
animals  anesthetized  for  as  long  as  five  and  a half 
hours  without  ill  effects.  He  made  particular 
mention  of  the  small  quantity  of  anesthetic  agent 
used  in  this  closed  system. 

The  economic  and  physiologic  aspects  of  these 
animal  experiments  attracted  Waters,  who  in- 
vestigated this  work  of  Jackson  with  the  idea  of 
utilizing  it  on  man.  After  years  of  experimenta- 
tion and  investigation,  Waters  concluded  in  1924 
that  “total  rebreathing  of  nitrous  oxide  and  other 
anesthetic  drugs  is  practical  by  means  of  a car- 
bon dioxide  filter  interposed  between  the  face 
mask  and  the  breathing  bag.”4 

This  same  author  pointed  out  that  there  are 
available  for  rebreathing  two  types  of  apparatus 
— viz.,  the  circle  filter  and  the  to-and-fro  system. 
In  his  investigations  Waters  was  reluctant  to  use 
a motor,  as  Jackson  did,  to  circulate  the  respired 
gases.  He  felt  that  this  was  unwise  because  of 
their  highly  inflammable  nature.  He  early  dis- 
carded the  circle  type  of  filter  because  of  the  re- 
sistance encountered  by  the  valves  necessary  to 
provide  the  unidirectional  flow  of  the  gases.  He 
has  since  championed  the  to-and-fro  method  of 
rebreathing  in  which  the  absorbing  unit  is  placed 
between  the  face  mask  and  the  breathing  bag 
and  through  which  the  respired  gases  must  pass 
twice  before  again  being  inhaled.  In  many  clinics 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York,  New  York  City,  April  28,  1942. 
Director  of  Anesthesia,  Methodist  Hospital,  Brooklyn. 


today  this  to-and-fro  system  is  held  to  be  the 
more  physiologically  desirable  type  of  apparatus. 

More  recent  investigations6’7  have  emphasized 
the  importance  of  the  shape  and  size  of  the  canis- 
ter that  contains  the  absorbent.  The  most  de- 
sirable shape  is  the  one  that  offers  the  least  re- 
sistance and  at  the  same  time  allows  maximum 
contact  with  the  absorbing  material.  It  has  been 
shown8  that  the  most  efficient  container  is  the  one 
whose  size  is  such  that  it  will  just  accommodate 
the  patient’s  tidal  volume.  Because  of  the 
marked  variance  in  tidal  volume  between  pa- 
tients, it  should  be  emphasized  that  it  is  wise, 
when  using  the  to-and-fro  system,  to  have  vari- 
ous-sized canisters  available.6 

The  History  of  Absorbing  Agents 

It  was  Black9  who  first  demonstrated  that 
carbon  dioxide  is  readily  absorbed  by  alkaline 
hydroxides.  Benedict  and  Tower10  were  the  first 
workers  to  make  use  of  a mixture  of  sodium  and 
calcium  hydroxides  to  absorb  carbon  dioxide. 
Since  these  fundamental  studies  were  made, 
several  investigators11’12’13  have  confirmed  the 
value  of  the  alkalies  in  this  respect. 

For  some  years  a mixture  of  these  alkaline 
compounds,  known  as  soda  lime,  has  been  widely 
used  in  anesthesia.  This  material,  granular  in 
nature,  is  composed  of  5 per  cent  sodium  hy- 
droxide, 65  per  cent  calcium  hydroxide,  and  30 
per  cent  inert  binder.  The  process  of  carbon  di- 
oxide absorption  is  one  of  neutralization  of  car- 
bonic acid  by  the  hydroxides  of  sodium  and  cal- 
cium. There  are  evolved,  for  each  gram  molecule 
of  water  formed,  approximately  13,000  calories. 
This  process  of  neutralization  probably  occurs  on 
the  surface  of  the  granules.  Frequent  rest  periods 
have  been  found  necessary  in  the  use  of  soda  lime 
to  permit  its  reactivation.  Experience  has 
shown  that  soda  lime  is  not  without  its  disad- 
vantages. In  the  main,  these  disadvantages  in- 
clude the  essential  rest  periods  for  reactivation, 
fragmentation  of  the  granules  with  dust  forma- 
tion, and  the  inherent  causticity  of  the  material. 

Theoretically,  the  hydroxide  of  any  of  the  al- 
kaline metals — potassium,  sodium,  or  lithium — 
or  of  any  of  the  alkaline  earth  metals — barium, 
strontium,  calcium,  or  magnesium — might  be 
used  for  carbon  dioxide  absorption.  Recently  a 
new  compound  has  appeared.  It  consists  of  20 
per  cent  barium  hydroxide  and  80  per  cent  cal- 
cium hydroxide.  Unlike  soda  lime,  it  requires  no 
inert  binder  for  hardness,  for  in  its  hydrate  form 
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CARBON  DIOXIDE  CONCENT  ft  A T/OAS  — ABSORBENT  BARALYME 


Fig.  1.  Illustrating  the  efficiency  of  Baralyme  throughout  thirteen  consecutive  anesthesias.  Each  case 
separated  from  the  next  by  varying  periods  of  time.  Clinical  efficiency  more  than  nine  hours. 


it  is  of  such  a nature  as  to  permit  easy  molding. 
It  is  known  as  Baralyme*  and  is  marketed  in 
the  form  of  round  pellets,  3/i6  inch  in  diameter 
and  y8  inch  in  maximum  thickness. 

The  theoretic  possibilities  of  this  compound 
have  been  examined  through  laboratory  experi- 
ments,8 which  show  that  this  barium  lime  mix- 
ture has  certain  features  that  make  it  more  de- 
sirable than  the  time-honored  soda  lime.  The 
superiority  of  Baralyme*  has  likewise  been  borne 
out  by  clinical  investigations.8’13  It  should  be 
pointed  out  that  in  an  investigation  of  this  sort 
it  is  manifestly  impossible  to  duplicate  in  clinical 
practice  the  results  obtained  in  the  laboratory. 
Carbon  dioxide  output,  tidal  volume,  respiratory 
rate,  and  minute  respiratory  exchange  vary  from 
moment  to  moment  and  do  not  lend  themselves 
to  ready  control.  Because  of  these  variables, 
clinical  studies  can  at  best  only  approximate  the 
finite  data  of  the  laboratory. 

The  Clinical  Use  of  Baralyme 

Clinical  studies  on  this  new  barium  lime  mix- 
ture involved  the  use  of  adult  patients  with  essen- 
tially normal  cardiovascular  and  respiratory 
systems.  Nitrous  oxide  and  oxygen  were  used 
for  induction  and  ethyl  ether  for  maintenance  of 
the  anesthesia.  The  to-and-fro  system  was 
used  throughout  these  investigations.  The 

* Manufactured  by  Thomas  A.  Edison,  Inc.,  Medical  Gas 
Division,  Bloomfield,  New  Jersey. 


canister  size  was  8 by  13  cm.  and  contained  ap- 
proximately 500  Gm.  of  the  absorbent.  The  ab- 
sorbing unit  was  not  put  in  place  until  the  hyperp- 
nea  necessary  to  the  induction  of  anesthesia 
was  no  longer  essential.  These  clinical  studies 
have  shown  that  this  new  Baralyme  has  a longer 
efficiency  than  the  popular  soda  lime.  This  is 
probably  explained  by  the  fact  that  it  contains 
20  per  cent  of  the  highly  active  barium  hydroxide. 
Soda  lime,  on  the  other  hand,  has  a low  content 
of  activating  material — only  5 per  cent  sodium 
hydroxide. 

Analyses  f of  samples  of  gas  taken  from  the 
breathing  bag  at  various  intervals  during  a series 
of  consecutive  anesthesias  are  shown  in  Fig.  1. 

Fig.  1 is  a composite  chart  showing  the  per- 
centage of  carbon  dioxide  in  the  breathing  bag  be- 
ginning in  each  case  some  ten  minutes  after  the 
canister  containing  Baralyme  had  been  placed 
in  the  system.  The  essential  feature  is  that  the 
efficiency  of  the  cai-bon  dioxide  absorbent  re- 
mains constant  throughout  the  life  of  the  charge. 
No  matter  how  long  the  case,  no  rest  period  is 
required  for  reactivation.  Exhaustion,  when  it 
occurs,  is  rapid  and  irreversible. 

Fig.  2,  similar  in  construction  to  Fig.  1,  shows 
the  accumulation  of  carbon  dioxide  at  various 
intervals  throughout  the  life  of  a charge  of  4 to 

t Carried  out  on  single  modified  Hemple-type  absorption 
pipette  connected  to  a modified  100  cc.  burette,  calibrated 
to  30  cc.  in  0.1-cc.  divisions.  Error  is  ±0.1  per  cent. 


March  15,  1943] 


CARBON  DIOXIDE  ABSORPTION— ANESTHESIA 


541 


CARBON  DIOXIDE  CONCENTRA T/ONS  — ABSORBENT  SODA  LIME 


Fig.  2.  The  absorption  of  carbon  dioxide  by  soda  lime.  Note  rise  in  carbon  dioxide  concentrations  after 
canister  has  been  in  use  for  some  time.  Efficiency  slight  after  six  hours  of  intermittent  use. 


TENPERA  TURES  /N  CANISTER  NEAREST  MA  SR 


Fig.  3.  Temperatures  in  Centigrade  in  thermometer  nearest  mask  end  of  canister. 
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TEMPERATURES  /A/ CENTER  OF  CANISTERS 


Fig.  4.  Temperatures  in  center  of  canister  are  for  same  series  of  cases  as  that  in  Fig.  3. 


8 mesh  soda  lime.  It  is  to  be  noted  that  where 
the  canister  is  in  use  for  some  period  of  time  the 
absorptive  efficiency  is  lessened,  and  carbon  di- 
oxide accumulates  rapidly.  After  a period  of 
rest,  the  canister  may  again  be  used.  Its  period 
of  effectiveness,  however,  is  this  time  briefer 
than  if  it  were  fresh. 

The  heat  generated  by  the  absorption  of  carbon 
dioxide  has  been  a subject  of  interest.  Studies 
with  three  thermometers  inserted  into  the  canis- 
ter have  been  carried  out.  The  tips  of  the  ther- 
mometers were  so  placed  that  each  was  equidis- 
tant from  the  side  of  the  canister.  One  was  near 
the  mask  end,  one  in  the  center,  and  the  third  near 
the  bag  end. 

Fig.  3 shows  the  recordings  of  the  thermometer 
near  the  mask  end  of  the  canister.  The  two  ab- 
sorbents— soda  lime  and  Baralyme — are  used. 
It  is  to  be  noted  that  the  length  of  the  cases  done 
with  one  agent  does  not  correspond  exactly  with 
that  done  with  the  other,  one  of  the  insurmount- 
able problems  of  clinical  experimentation. 

Because  this  thermometer  was  nearest  the  ex- 
haled atmosphere,  the  absorbing  activity  in  this 
area  of  the  fresh  charge  was  great.  The  tempera- 
tures are  therefore  highest  at  the  beginning  of 


the  use  of  the  charge  and  diminish  as  the  ac- 
tivity lessens.  The  temperature  recordings  with 
Baralyme  are  in  general  slightly  lower  than  those 
with  soda  lime. 

Fig.  4 shows  the  recordings  of  the  middle  ther- 
mometer in  the  same  series  of  cases.  It  is  of  in- 
terest here  to  point  out  that  the  temperature  of 
the  soda  lime  mixture  varies  greatly  from  time  to 
time,  while  that  of  the  Baralyme  follows  a more 
definite  pattern. 

Fig.  5 demonstrates  the  temperatures  devel- 
oped in  the  thermometer  nearest  the  breathing 
bag.  As  would  be  expected,  the  activity  in  this 
portion  of  the  canister  is  least  when  the  canister 
is  first  placed  in  use  and  greatest  as  the  life  of  the 
charge  nears  its  end.  Hence,  the  temperature  of 
the  reacting  substance  is  highest  during  the  lat- 
ter hours  of  its  usefulness. 

There  is  less  dust  formation  with  Baralyme 
than  with  soda  lime.  Since  these  pellets  of 
Baralyme  have  smooth  surfaces,  there  is  little 
tendency  to  fragmentation.  Even  with  the 
jarring  that  is  incident  to  the  use  of  the  to-and- 
fro  canister  there  is  minimal  dust  formation. 

Because  of  the  low  solubility  of  barium  com- 
pounds, their  causticity  and  toxic  effects  are 
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TEMPERATURES  //V CANISTER  NEAREST  BAG  END 


Fig.  5.  Temperatures  in  Centigrade  in  thermometer  nearest  bag  end  in  same  cases  as  those  shown  in 

Fig.  3. 


negligible.  This  is  in  contrast  to  the  extreme 
solubility  of  sodium  hydroxide  and  its  necrotizing 
action  on  human  tissues. 

Summary 

- A survey  of  the  literature  indicates  that  the  ab- 
sorption of  carbon  dioxide  in  anesthesia  apparatus 
is  a refinement  of  comparatively  recent  origin. 

Two  types  of  apparatus  are  available — the 
circle  and  the  to-and-fro. 

Using  the  to-and-fro  system,  a comparison  of 
mixtures  of  sodium  and  calcium  hydroxides  with 
barium  and  calcium  hydroxides  has  been  carried 
out. 

From  the  standpoint  of  efficiency,  tempera- 
ture reaction,  causticity,  and  fragmentation, 
the  barium  mixture  has  certain  advantages  over 
the  soda  lime  compound,  and  its  further  clinical 
use  is  advocated. 
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Discussion 

Dr.  Melville  G.  Kilborn,  West  Orange , New 
Jersey — I wish  to  thank  Dr.  Batten  for  the  privilege 
of  discussing  his  paper.  A great  amount  of  time  and 
effort  must  have  been  expended  in  this  clinical  in- 
vestigation and  Dr.  Batten  is  to  be  congratulated. 

I am  very  pleased  to  see  that  he  found  the  same 
advantages  of  Baralyme  while  working  with  the  to- 
and-fro  method  as  we  did  in  working  with  the  circle 
filter  at  our  hospital. 

It  seems  strange  to  me  that  so  much  work  has 
been  done  in  the  past  in  an  attempt  to  improve  the 
mechanical  features  of  absorption  apparatus  without 
a corresponding  amount  of  investigation  being  done 
on  the  absorbent  material.  Anesthetists  in  general 
have  realized  the  disadvantage  of  highly  caustic 
material,  of  high  temperatures  generated  by  sodium 
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hydroxide  and  its  necessary  rest  periods,  but  these 
disadvantages  were  accepted  as  a necessary  evil. 
No  advance  in  absorbent  material  was  made  until 
Mr.  Gardenier,  chief  chemist  of  the  Medical  Gas 
Division  of  Thomas  Edison  Industries,  started  to 
work  on  acid  gas  absorbents,  believing  that  there 
was  a better  and  safer  material  than  caustic  soda. 
Consequently,  his  development  of  compressed  pel- 
lets of  calcium  and  barium  hydrates  without  the 
use  of  an  inert  binder  is  unique,  and  I feel  that  he  is 
to  be  congratulated  not  only  for  giving  us  a new  ab- 
sorbent with  many  advantages  but  also  for  starting 


the  ball  rolling  for  further  research  in  acid  gas  ab- 
sorbents. Acid  gas  absorbents  are  not  limited  in 
their  use  to  anesthesia  apparatus  but  have  a very 
important  place  in  basal  metabolism  machines,  in 
high  altitude  oxygen  supply  apparatus,  in  submarine 
air  purification,  in  oxygen  therapy  apparatus,  and 
in  chemical  warfare.  For  this  reason  we  should  be 
continually  on  the  lookout  for  better  materials  and 
improvements  in  methods.  There  is  an  old  saying 
that  you  should  not  let  the  good  damn  the  best. 

Again  I would  like  to  thank  Dr.  Batten  for  this 
opportunity  and  say  how  much  I enjoyed  his  paper. 


Invite  Enrollment  for  Emergency  Medical  Service 


Dr.  Edward  M.  Bernecker,  commissioner  of  hos- 
pitals and  Chief  of  the  Emergency  Medical  Service 
of  the  City  of  New  York,  has  issued  the  following 
memorandum  concerning  Greater  New  York’s 
organization  for  emergency  medical  service : 

“The  response  of  the  medical  profession  in  New 
York  City  in  volunteering  to  work  with  the  Emer- 
gency Medical  Service  has  been  most  gratifying.  A 
canvass  of  physicians  in  each  borough  who  had  pre- 
viously registered  for  this  service  is  now  being  con- 
ducted. Those  physicians  who  are  still  available, 
and  have  indicated  their  continued  desire  to  be 
associated  with  this  work,  will  shortly  receive  new 
cards  and  arm  bands,  identifying  them  as  members 
of  the  Emergency  Medical  Service.  Physicians  so 
identified  will  function  in  the  following  manner: 

“1.  Those  with  definite  hospital  commitments, 
staff  appointments,  will  of  course  report  to  their 
respective  hospitals. 

“2.  Those  without  staff  appointments  shall 
care  for  persons  injured  in  the  immediate  vicinity 
of  their  homes  or  offices  should  an  incident  occur  in 
that  area. 

“3.  They  shall  report  as  reserve  groups  to  nearby 
hospitals  who  have  set  up  Emergency  Medical  Field 
Units.  These  groups  will  be  called  by  the  Control 
Station  for  field  service,  either  with  the  Hospital 


Units,  or  at  first  aid  posts  and  Casualty  Sta- 
tions. 

“4.  If  a physician  registered  in  the  Emergency 
Medical  Service  is  not  in  the  immediate  vicinity 
of  his  home,  office,  or  the  hospital  to  whose  reserve 
group  he  is  assigned,  he  should  remain  wherever  he 
happens  to  be,  to  give  local  aid  if  needed,  or  until 
traffic  is  once  more  permitted  to  move;  at  which 
time  he  should  report  to  his  emergency  assign- 
ment. 

“We  wish  to  invite  all  members  of  the  medical 
profession,  who  are  not  at  present  assigned  to  hos- 
pitals or  registered  with  us  through  their  county 
societies,  and  who  wish  to  enroll  for  service  in  the 
event  of  enemy  action,  to  register  either  with  their 
local  county  society,  or  directly  with  the  office  of  the 
Chief  of  the  Emergency  Medical  Service,  Dr.  E. 
M.  Bernecker,  commissioner  of  hospitals,  125  Worth 
Street,  New  York  City. 

“All  that  is  required  of  the  physician,  is  that  he 
forward  his  name,  home  address  and  telephone 
number,  office  address,  office  hours  and  telephone 
number  to  either  of  the  offices  previously  stated. 
He  will  then  be  required  to  sign  the  official  oath  of 
the  Citizens  Defense  Corps,  following  which  he  will 
receive  his  identification  card,  arm  band,  and  as- 
signment.” 
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Clinicopathologic  Conferences 

Departments  of  Medicine  and  Pathology,  New  York  Post-Graduate  Medical 
School  and  Hospital,  Columbia  University 

Conducted  by  Herman  O.  Mosenthal,  M.D.,  and  Maurice  N.  Richter,  M.D. 

Date:  October  2.0,  1941 

History  Physical  examination  on  admission  revealed  a 


Case  J-65954 

Dr.  John  A.  Grimshaw:  This  is  the  first  ad- 
mission of  a 45-year-old  man  of  Prussian  descent, 
whose  occupation  has  been  that  of  masseur.  His 
case  history  goqs  back  to  a short  time  before 
November,  1941.  At  that  time,  although  he  felt 
perfectly  well,  he  began  to  have  bloody  urine  not 
associated  with  pain,  frequency,  burning,  fever, 
or  any  other  symptom.  In  November,  1941,  he 
was  hospitalized  with  the  complaint.  There  had 
been  no  weight  loss,  cough,  or  anorexia.  Urine 
at  this  time  was  said  to  have  been  negative,  and 
cystoscopy  revealed  nothing  unusual.  A uro- 
gram suggested  papillomatosis  of  left  kidney  and 
pelvis,  with  a later  one  showing  a filling  defect 
that  suggested  the  same  thing.  On  November 
15,  1941,  a left  nephrectomy  was  done.  The  re- 
port we  have  states  that  “papilloma  of  pelvis  and 
ureter”  was  found,  but  it  does  not  mention  wheth- 
er this  was  a gross  or  a microscopic  diagnosis. 
Chest  x-ray  was  reported  as  follows:  “Through- 
out both  lung  fields,  alongside  the  vascular  tree, 
particularly  in  both  perihilar  regions,  a number 
of  soft  miliary  nodulations  are  noted,  suggestive 
of  a hematogenous  type  of  tuberculosis.” 

After  his  discharge  from  the  hospital,  his 
wound  healed  well,  but  he  began  to  lose  weight 
rapidly  and  in  four  months  lost  24  pounds.  His 
appetite  was  poor;  he  felt  weak  and  tired.  About 
one  month  after  discharge — i.e.,  about  January, 
1942 — he  began  to  have  a bothersome  hacking 
cough,  nonproductive  at  first,  but  later  accom- 
panied by  moderate  amounts  of  yellowish  spu- 
tum, although  there  were  no  known  fever,  night 
sweats,  or  hemoptysis.  At  the  same  time,  he  be- 
gan to  notice  dyspnea  even  on  mild  exertion,  and 
frequent  epigastric  discomfort  and  fullness,  par- 
ticularly after  meals,  with  occasional  vomiting. 
There  were  no  hematemesis  and  no  tarry  or 
bloody  stools.  Since  the  operation  he  com- 
plained also  of  weakness  and  numbness  of  the 
right  hand  and  arm. 

Past  history  revealed  absolutely  no  previous 
illness  of  any  kind.  Family  history  was  also 
negative — no  known  tuberculosis,  hypertension, 
diabetes,  or  other  familial  disease. 

He  was  admitted  to  this  hospital  on  March  28, 
1942,  with  the  above  complaints. 


husky,  rather  pale  man.  There  was  evidence  of 
recent  weight  loss,  and  he  appeared  chronically 
ill. 

Teeth  in  the  upper  jaw  were  all  absent  and  the 
remainder  in  poor  condition.  The  pharynx  was 
moderately  inflamed.  There  was  no  lymphade- 
nopathy.  The  lower  half  of  both  lung  fields  was 
filled  with  many  fine  and  coarse  moist  rales,  but 
there  was  no  change  to  percussion.  Diaphragms 
were  high  on  both  sides.  The  heart  was  not 
remarkable,  with  no  apparent  enlargement  and 
no  murmurs.  The  blood  pressure  was  128/80 
mm.  of  mercury.  The  liver  was  firm,  slightly 
tender  and  nodular,  and  down  to  about  2 inches 
above  the  umbilicus.  There  was  a well-healed 
scar  on  the  left  flank.  Ascites  was  not  demon- 
strable. No  other  masses  or  organs  were  felt. 
There  was  noticeable  wasting  of  the  flexors  of  the 
right  forearm  and  thenar  eminence  and  adduc- 
tors of  thumb,  with  diminished  sensation  to  pin- 
prick on  the  radial  side  of  the  forearm  and  of  the 
index,  the  middle  fingers,  and  the  thumb.  There 
were  no  other  neurologic  findings.  Genitalia 
and  rectal  examinations  were  negative. 

Laboratory  Data. — Blood  count:  hemoglobin, 

12.8  Gm.;  red  blood  count,  4,900,000  per  cubic 
mm.;  white  blood  count,  10,350,  differential- 
73  per  cent  polymorphonuclears,  16  per  cent 
lymphocytes,  8 per  cent  monocytes,  2 per  cent 
eosinophils,  1 per  cent  basophils.  Urinalysis: 
several  casual  specimens  of  urine  revealed  no 
albumin,  no  casts  or  pus,  but  occasional  red 
blood  cells.  Blood  chemistry:  urea  nitrogen, 

11.0  mg.  per  cent,  nonprotein  nitrogen,  27  mg. 
per  cent,  sugar,  85  mg.  per  cent,  cholesterol,  180 
mg.  per  cent,  esters,  115  mg.  per  cent.  Sedi- 
mentation rate:  96  mm.  per  hour.  Blood 
Wassermann:  negative.  Spinal  tap:  normal 

manometries,  clear  colorless  fluid  with  negative 
Wassermann,  protein  31.7  mg.  per  cent,  no  cells, 
negative  culture,  and  normal  colloidal  gold. 

On  March  30,  1942,  two  days  after  admission, 
an  x-ray  examination  showed  “an  extensive 
reticular  and  spotty,  and  in  part  miliary-like, 
infiltration  throughout  both  lungs.  These  .... 
are  in  the  main  central  and  most  advanced  in 

the  lower  lobe  areas Conclusion:  diffuse 

peribronchial  and  coarse  miliary  infiltration 
throughout  both  lungs.” 
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On  April  20,  1942,  another  chest  x-ray  showed 
“condition  practically  as  previously  reported. 
Conclusion : chronic,  organized  tuberculous  type 
bronchopneumonic  infiltration  throughout  both 
lungs.” 

An  electrocardiogram  taken  on  March  30 
showed  normal  rhythm,  “diphasic  Tj  and  T2  with 
a U-shaped  appearance  very  suggestive  of  recent 
digitalis,”  although  the  patient  certainly  had  no 
digitalis  in  the  previous  two  days  and  gave  no 
history  of  having  taken  it  before  admission. 

Clinical  Course. — The  course  in  the  hospital 
was  continually  downhill,  slowly  at  first,  then 
more  rapidly.  The  temperature  was  constantly 
about  100  F.,  with  slight  diurnal  variation;  it 
went  above  100  F.  on  only  two  occasions.  The 
pulse  was  within  the  range  of  85  to  100.  Appe- 
tite was  poor,  and  the  patient  had  a feeling  of 
pressure  after  eating.  One  week  after  admission 
there  was  definite  shifting  dullness  and  fluid  wave 
in  the  abdomen.  A course  of  mercupurin  was 
given,  with  poor  results,  and  a week  later  a para- 
centesis yielded  5,000  cc.  of  cloudy  grayish  fluid. 
This  had  a specific  gravity  of  1.010,  the  protein 
was  0.97  per  cent,  a culture  was  negative,  and 
no  acid-fast  bacilli  were  seen  on  smear.  Guinea 
pig  was  inoculated. 

Ten  days  later  another  paracentesis  yielded 
5,000  cc.  of  fluid  with  essentially  the  same  char- 
acteristics. Sediment  of  the  centrifuged  speci- 
men was  fixed  and  blocked  and  sections  showed 
only  lymphocytes  and  macrophages;  no  tumor 
cells  were  seen.  Numerous  sputum  examina- 
tions failed  to  demonstrate  any  acid-fast  organ- 
isms. Progressive  weakness  developed  rapidly, 
and  one  month  after  admission  the  patient  ex- 
pired. 

Discussion 

Dr.  Carl  H.  Greene:  This  patient  came  to 
the  Medical  Service  with  the  complaint  of  pro- 
gressive weakness  and  ill  health  following  a 
nephrectomy.  When  a patient  does  badly  after  a 
nephrectomy,  one’s  first  thought  is  of  a hyper- 
nephroma with  metastases.  Because  a hyper- 
nephroma invades  the  blood  stream  directly, 
metastases  to  the  lung  are  most  frequent.  This 
patient,  however,  does  not  fit  into  that  clinical 
picture.  In  the  report  from  the  other  hospital, 
the  lesion  was  first  described  as  a papilloma  of  the 
renal  pelvis.  In  a second  paragraph  of  that 
report  the  term  “papillary  carcinoma”  was  used. 
A papilloma  is  a benign  lesion.  Metastasis  from 
a papillary  carcinoma  of  the  kidney  is  possible 
but  it  does  not  occur  with  the  marked  frequency 
and  degree  seen  in  cases  of  hypernephroma. 

Examination  of  the  patient  did  not  serve  to 
establish  the  diagnosis.  A few  rales  were  noted 
in  the  lungs.  The  liver  was  enlarged,  slightly 


tender  and  the  surface  was  somewhat  irregular. 
A generalized  carcinomatosis  could  not  be  es- 
tablished on  the  clinical  findings  on  admission. 
The  patient  was  markedly  dyspneic,  and  cardiac 
decompensation  was  considered.  However,  he 
did  not  present  the  clinical  picture  of  chronic 
passive  congestion  and  heart  failure.  The 
pulse  was  regular  and  the  blood  pressure  was  not 
remarkable.  The  dyspnea  was  disproportionate 
to  the  number  of  rales  heard  in  the  chest.  The 
liver  was  not  pulsating. 

An  x-ray  was  taken  and  reported  as  showing  a 
diffuse  miliary  tubercular  infiltration.  This  di- 
agnosis is  a descriptive  one  and  is  not  synonymous 
with  a diffuse  miliary  tuberculosis.  Neverthe- 
less, an  intensive  search  for  acid-fast  organisms 
was  made  without  success.  No  other  signs  of 
tuberculosis  were  demonstrable. 

My  first  impression,  based  largely  on  the  his- 
tory, was  the  same  as  that  of  Dr.  Grimshaw. 

While  in  the  hospital,  the  patient  developed 
ascites  and  had  to  be  tapped.  No  characteris- 
tic tumor  cells  were  found  in  the  ascitic  fluid. 
The  specific  gravity  was  fairly  high  with  over  1 
per  cent  protein.  Only  a slight  diuretic  response 
was  obtained  by  the  injection  of  mercupurin. 
This,  too,  speaks  against  chronic  passive  con- 
gestion and  cardiac  decompensation,  for  such 
patients  give  the  best  response  to  the  mercurial 
diuretics. 

My  final  diagnosis,  therefore,  was  malignancy 
(papillary  carcinoma)  of  the  kidney  with  sec- 
ondary involvement  of  the  lungs,  liver,  and 
spleen,  and  possibly  of  the  peritoneal  cavity. 

I did  not  consider  that  the  x-ray  picture  of  the 
lungs  would  exclude  pulmonary  metastasis. 
Three  years  ago  I saw  another  patient  who  had 
had  a chronic  lymphatic  leukemia  for  seventeen 
years.  He  developed  an  acute  respiratory  em- 
barrassment (x-rays  showed  a diffuse  infiltrative 
lesion  throughout  the  lungs),  and  died  primarily 
from  oxygen  want.  Autopsy  showed  the  lesion 
to  be  a carcinoma  of  the  pancreas  with  a lym- 
phatic spread  throughout  the  pulmonary  tree. 
There  was  enough  similarity  between  the  x-ray 
picture  in  this  case  and  the  one  under  discussion 
today  to  suggest  that  the  latter,  too,  had  a dif- 
fuse carcinomatous  infiltration  of  the  lungs. 

Dr.  Greene’s  Diagnosis 

Papillary  carcinoma  of  the  kidney  with  metas- 
tases to  the  lungs,  liver,  spleen,  and  possibly 
the  peritoneal  cavity. 

Dr.  Mosenthal:  The  x-ray  reports  at  vari- 

ous intervals,  considered  in  succession,  as  they 
have  been  in  the  history,  are  somewhat  confusing. 

I believe  we  would  have  a clearer  picture  if  we 
had  a summary  of  this  situation  from  Dr.  Meyer. 
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Dr.  William  H.  Meyer:  Examination  of 
the  thorax  shows  an  extensive,  reticular,  and 
spotty,  and  in  part  miiiary-like,  infiltration 
throughout  both  lungs.  These  structural 
changes  are  in  the  main  central' and  most  ad- 
vanced in  the  lower  lobe  areas,  though  as  above 
stated,  the  lesion  is  more  or  less  throughout 
both  lungs.  Conclusion:  diffuse,  peribronchial 
and  coarse  miliary  infiltration  throughout  both 
lungs. 

In  making  a radiologic  recheck,  it  might  be 
said  that  the  picture  is  such  as  could  be  char- 
acterized as  organizing,  reticular  and  coarse 
miliary-type  metastatic  malignancy.  The  word 
“miliary”  or  even  “tubercular-type”  should  not 
be  interpreted  as  indicating  tuberculous  char- 
acter; this  description  is  used  purely  as  a term 
of  gross  pathologic  interpretation. 

Dr.  Mosenthal:  The  condition  of  the  right 
forearm — namely,  the  weakness  occurring  after 
the  operation  on  November  15,  1941,  the  atrophy 
in  the  muscle,  and  the  diminished  sensation  to 
pin-pricks — presents  a very  interesting  problem 
as  to  the  causative  diagnosis.  Dr.  Sherwood 
made  an  examination  to  cover  this  problem. 

Dr.  William  D.  Sherwood:  In  the  presence 
of  primary  malignancy  anywhere  in  the  body, 
and  later  the  development  of  symptoms  in  the 
nervous  system,  there  is  a great  temptation  to 
make  a diagnosis  of  metastasis.  The  argument, 
post  hoc  ergo  propter  hoc , is  probably  the  worst 
form  of  reasoning.  It  is  very  intriguing  and 
presents  an  invitation  which  it  is  somewhat  dif- 
ficult to  side-step.  It  can,  however,  lead  us  into 
devious  paths  and  to  completely  erroneous  con- 
clusions. To  be  sure,  the  possibility  of  meta- 
stasis must  be  kept  in  mind,  but  it  must  be  borne 
out  by  physical  findings  before  we  hang  our  hat 
on  that  hook. 

In  this  case,  the  man’s  symptoms  were  con- 
fined to  the  hand  and  consisted  of  some  sensory 
loss  in  the  distribution  of  the  radial  nerve,  to- 
gether with  some  atrophy  of  the  thenar  eminence 
and  great  difficulty  in  approaching  the  thumb 
to  the  little  finger.  A secondary  malignant  in- 
filtration of  the  nerve  sheaths  or  blood  vessels 
sometimes  gives  us  a picture  of  peripheral  neuritis 
with  pain  and  motor  disability,  but  in  this  case 
the  biceps  and  triceps  reflexes  would  then  be 
involved.  This  was  not  so.  Both  of  these  re- 
flexes were  equally  active  in  both  upper  extremi- 
ties. Therefore,  it  would  seem  to  me  that  we 
are  compelled  to  place  our  pathology  below  the 
elbow.  A peripheral  neuritis  would  explain  the 
findings.  There  is,  too,  the  fact  that  this  man 
was  a masseur.  His  work  would  necessitate 
the  constant  daily  use  of  the  very  muscles  in- 
volved, and  so  the  thought  of  pathology  of  occu- 
pational disease  comes  to  mind. 


Your  chairman,  Dr.  Mosenthal,  in  order  pre- 
sumably to  test  our  diagnostic  acumen,  has 
withheld,  until  after  the  discussion,  the  findings 
of  the  pathologist’s  postmortem,  but  I feel  quite 
sure  that  they  are  negative  so  far  as  the  brain 
or  cord  are  concerned. 

Dr.  Grimshaw  : As  a further  causative  factor, 
traumatic  neuritis  incurred  at  the  time  of  trans- 
fusion or  at  the  time  of  the  operation  might  also 
be  considered. 

Dr.  Mosenthal:  Dr.  Greene  said  that  the 
abdominal  fluid  had  the  characteristics  of  an 
exudate  and  was  not  a transudate.  I should 
think  from  the  findings  that  this  was  a transudate. 
The  specific  gravity  of  1.010  and  a protein  con- 
tent of  1 per  cent  would  indicate  this. 

Dr.  Greene:  In  my  opinion  there  is  no 
sharp  distinction  between  transudates  and  exu- 
dates. Exudates  have  a higher  specific  gravity 
and  a higher  protein  content  than  transudates, 
but  that  is  all. 

Dr.  Maurice  Bruger:  I agree  with  Dr. 
Mosenthal. 

Dr.  Mosenthal:  The  character  of  the  ascitic 
fluid,  whether  this  is  a transudate  or  an  exudate, 
would  seem  to  be  of  considerable  significance  here 
because  if  this  is  a transudate,  then  in  all  prob- 
ability there  is  one  of  two  conditions  existing  in 
this  liver:  either  there  are  metastases  or  en- 
larged lymph  nodes  obstructing  the  portal  vein, 
or  there  is  a cirrhosis  of  the  fiver  independent  of  or 
secondary  to  the  malignancy.  Another  inter- 
esting point  in  this  connection  is  that  the  vomit- 
ing preceded  the  ascites.  Cirrhosis  of  the  fiver 
might  have  been  responsible  for  this.  These 
symptoms,  coupled  with  the  characteristics  of 
the  ascitic  fluid,  point  to  the  presence  of  cirrho- 
sis of  the  fiver.  This  does  not  gainsay  that  there 
is  not  a malignancy  as  well. 

Pathology 

Dr.  Maurice  N.  Richter:  About  2,000  cc. 
of  ascitic  fluid  were  present.  In  the  left  lumbar 
region  was  a mass  of  fat,  in  place  of  the  kidney 
which  had  been  previously  removed.  This  fat 
was  surrounded  and  partially  infiltrated  by  tumor 
tissue.  Similar  tumor  tissue  was  seen  around 
the  right  kidney,  but  did  not  infiltrate  the  organ 
itself. 

Each  lung  was  studded  with  small,  white  nod- 
ules, the  smallest  barely  visible  and  the  largest 
about  1 cm.  in  diameter.  These  were  seen  on 
the  pleural  surfaces  and  also  throughout  the  lung 
tissues.  On  the  cut  surface  the  smaller  nodules 
were  often  noted  around  the  bronchi.  The 
bronchial  lymph  nodes  were  enlarged  and  partly 
replaced  by  soft,  grayish-white  tissue,  occasion- 
ally necrotic. 
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Nodules  of  soft,  grayish- white  tissue  similar  to 
that  described  in  the  lungs,  were  seen  in  many 
other  situations.  The  lymph  nodes  in  the  pel- 
vis, along  the  aorta,  in  the  mediastinum  and 
cervical  regions,  were  all  enlarged,  and  often  had 
necrotic  centers.  Three  small  nodules  of  simi- 
lar tissue  vrere  noted  in  the  muscle  of  the  right 
auricular  appendage.  On  the  peritoneal  sur- 
faces of  the  stomach  and  small  intestine  dis- 
tended lymphatics  were  noted,  containing  soft, 
friable,  grayish  material.  Similar  distended 
lymphatics  and  nodules  were  found  in  the  dia- 
phragm, the  serosa  of  the  gallbladder,  and  in  the 
mesentery. 

The  liver  was  enlarged  (2,040  Gm.)  and  had  a 
distinctly  granular  surface.  Nodules  of  liver 
tissue  surrounded  by  grayish,  periportal  fibrous 
tissue  were  seen  throughout  the  cut  surface. 
The  spleen  was  slightly  enlarged. 

These  gross  findings  indicate  that  we  were 
dealing  with  a neoplasm,  although  the  appear- 
ance of  some  of  the  smaller  nodules  in  the  lung 
strongly  suggested  miliary  tubercles.  A micro- 
scopic slide  of  the  kidney  tumor  removed  at 
another  hospital  was  obtained  for  examination, 
and  found  to  be  a papillary  carcinoma.  The 
sections  of  various  organs  from  the  autopsy 
showed  that  the  nodules  and  infiltrations  de- 
scribed were  secondary  deposits  of  the  same 
tumor.  It  was  particularly  interesting  to  ob- 
serve the  invasion  and  distention  of  lymphatic 
channels  throughout  the  body.  This  was  par- 
ticularly noticeable  in  the  lungs,  the  diaphragm, 
and  the  peritoneal  surfaces.  The  wall  of  the 
thoracic  duct  itself  was  invaded  by  the  tumor, 
although  occlusion  did  not  occur.  In  several 
of  the  distended  lymphatics  the  papillary  struc- 
ture shown  in  the  original  tumor  was  reproduced. 
Involvement  of  small  veins  was  also  noted  in 


several  organs.  Invasion  of  the  stomach  and 
small  intestines  occurred  in  several  places,  ap- 
parently by  way  of  the  lymphatics  from  the  peri- 
toneum. Tumor  cells  reached  the  stroma  of 
the  mucosa,  without  causing  ulceration. 

In  a few  areas  cells  with  very  clear  cytoplasm 
were  noted  among  the  tumor  cells,  but  this  fea- 
ture was  only  occasionally  seen  and  did  not  sug- 
gest a hypemephroid  tumor. 

The  liver  was  of  great  interest,  in  that  exten- 
sive cirrhotic  change  was  associated  with  infil- 
tration of  the  carcinoma  in  the  periportal  con- 
nective tissue,  producing  the  picture  that  is  often 
called  “carcinomatous  cirrhosis.”  Associated 
with  this  were  the  ascites  and  moderate  splenic 
enlargement. 

From  the  pathologic  standpoint  the  case  is 
fairly  clear,  as  far  as  diagnosis  is  concerned. 

The  mode  of  spread  in  this  case  was  mainly  by 
way  of  the  lymphatics,  for  the  distension  of  lym- 
phatic channels  was  one  of  the  most  conspicuous 
features.  However,  some  of  the  secondary  de- 
posits may  have  arisen  through  metastases  from 
the  lung,  the  heart,  or  the  liver.  The  spinal 
cord  and  brain  were  not  examined;  consequently, 
I have  no  answer  as  to  the  cause  of  the  nerve 
lesions  involving  the  right  forearm. 

Anatomic  Diagnoses 

Papillary  carcinoma  of  kidney,  left. 

Obsolete  operation:  nephrectomy,  left. 

Secondary  carcinoma  of  lungs,  pleurae,  heart, 
stomach,  intestines,  peritoneum,  pancreas, 
liver,  urinary  bladder,  lymph  nodes  (pelvic, 
lumbar,  mesenteric,  coeliac,  mediastinal, 
cervical). 

Cirrhosis  of  liver,  due  to  secondary  carcinoma. 

Ascites. 

Splenomegaly,  due  to  portal  hypertension. 


SOIL  DEPLETION  AND  FOOD  VALUES 

Dr.  Ouida  Davis  Abbott,  of  the  University  of 
Florida,  reported  an  interesting  study  based  on  the 
concept  that  the  nutritional  status  of  rural  people 
gives  more  conclusive  evidence  of  soil  deficiencies 
than  chemical  analysis  of  either  the  plants  or  the 
soil.  In  the  course  of  the  study,  the  nutritional 
condition  of  3,503  rural  children  was  determined, 
the  endemic  nature  of  anemia  noted  and  associated 
with  soil  and  plant  deficiencies.  In  sections  where 
local  cattle  ranges  were  classed  as  deficient  in  “salt 
lick”  of  cattle,  the  children  had  lower  hemoglobin 
values  than  in  sections  where  the  ranges  were  classed 
as  healthful.  Also  in  areas  deficient  in  this  respect, 
functional  heart  defects  were  much  higher  than  in 
the  nondeficient  areas. 

Roentgenograms  of  the  wrists  of  selected  children 


of  the  same  sex  and  age  showed  considerable  varia- 
tions in  bone  age  and  development.  Children  with 
skeletal  imperfections  came  from  sections  where 
cattle  also  had  poor  bone  formation  and  suffered 
from  other  nutritional  defects.  Young  rats  whose 
only  food  was  milk  from  these  poorly  nourished  cows 
soon  showed  symptoms  of  malnutrition  and  died 
unless  a mineral  supplement  was  added  to  the  diet. 

Another  interesting  fact  reported  by  Doctor 
Abbott  was  that  the  iron  content  of  pot  herbs  grown 
on  different  types  of  soil  varied  widely.  When 
produced  on  soils  classed  as  protected,  greens  con- 
tained from  two  to  three  times  as  much  iron  as 
when  grown  on  deficient  soils. — Excerpt  from 
“ Nutrition  Discussions  at  the  A.Ph.A.  Meeting 
Health  News,  December  21,  19/^2 
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CONFERENCES  ON  THERAPY 


HPHESE  are  stenographic  reports,  slightly  edited,  of  conferences  by  the  members  of  the 
Departments  of  Pharmacology  and  of  Medicine  of  Cornell  University  Medical  College 
and  the  New  York  Hospital,  with  collaboration  of  other  departments  and  institutions. 
The  questions  and  discussions  involve  participation  by  members  of  the  staff  of  the 
college  and  hospital,  students,  and  visitors.  The  next  report  will  appear  in  the  May  1, 
issue  and  will  concern  “The  Status  of  Therapy  with  Anticoagulants.” 


Treatment  of  Some  Common  Diseases  of  the  Eye 


Dr.  Harry  Gold:  Our  conference  this 
morning  is  on  the  treatment  of  disorders  of  the 
eye,  more  particularly  those  disorders  which 
are  commonly  encountered  in  the  general 
practice  of  medicine.  The  discussion  will  be 
opened  by  Dr.  McLean. 

Dr.  John  M.  McLean:  Some  of  the  most 
annoying  things  we  have  to  treat  about  the  eye 
are  some  of  the  simplest  and  less  serious  diseases. 

One  of  the  very  simple  ones  we  might  begin 
with  is  hordeolum  or  the  common  sty.  An 
individual  hordeolum  or  two  is  not  at  all  a com- 
plex problem.  It  is  nothing  more  or  less  than 
a small  abscess  of  a marginal  lid  gland  and  should 
be  treated  as  such  in  the  early  stage  with  hot 
moist  applications.  I believe  that  it  does  not 
make  much  difference  whether  you  use  hot  com- 
presses with  salt  solution,  boric  acid,  magnesium 
sulfate,  or  hot  tap  water,  so  long  as  the  moist 
heat  is  adequately  applied  at  the  right  place. 
When  the  sty  reaches  the  proper  stage  and  begins 
to  point,  of  course  the  obvious  thing  to  do  is  to 
open  it  with  the  point  of  a small  sharp  knife  and 
drain  it.  But  there  are  patients  who  keep 
coming  back  with  chronic  recurrent  sties,  and  it 
is  often  very  difficult  to  clear  these  up  for  any 
but  a short  period  of  time. 

The  difficulty  that  we  have  in  handling  them 
is  reflected  in  the  almost  endless  list  of  thera- 
peutic agents  which  have  been  proposed.  I do 
not  intend  now  to  go  into  this  long  list  in  detail. 
The  commonest  application  is  an  ointment  of  1 
or  2 per  cent  yellow  oxide  of  mercury.  When 
that  is  ineffective,  it  is  customary  to  shift  to  some 
other  mercurial  ointment,  usually  about  2 per 
cent  ammoniated  mercury. 

Some  recent  unpublished  work  indicates  that 
there  is  little  effect  from  the  supposed  active 
principle  in  these  ointments  and  that  bland 
ointment  bases  are  almost  as  effective — that  it  is 
perhaps  the  massage  in  rubbing  the  ointment  in 
and  the  cleaning  rather  than  the  actual  mercurial 
salt  which  produces  an  effect.  I am  not  sure 
which  way  we  ought  to  lean  in  that  respect. 


Most  of  these  chronic  sties  are  caused  by 
staphylococcic  infections  and  for  the  correction 
of  them  various  vaccines,  many  of  them  au- 
togenous, have  been  prepared.  Staphylococcus 
toxoid  has  been  used,  and  desensitization  with 
staphylococcus  toxin  seems  to  be  about  the  most 
effective  of  all  these  procedures. 

Recently  a 5 per  cent  sulfathiazole  ointment 
for  use  locally  has  been  added  to  the  list  of 
therapeutic  agents,  and  apparently  it  has  been 
somewhat  successful. 

There  is  also  one  other  factor.  Many  of  these 
patients  have  definite  refractive  errors  and 
seem  to  improve  when  they  wear  the  proper 
glasses.  A logical  explanation  of  this  coincidence 
is  a little  difficult. 

In  the  same  connection  we  have  chronic 
blepharitis  often  accompanied  by  such  sties. 
One  of  the  most  important  factors  in  treating 
chronic  blepharitis  is  mechanical  cleansing  of 
the  lid  margin,  removing  the  crusts,  and  drying 
up  the  secretions  which  are  present.  This  can 
be  done  adequately  with  cotton  and  warm  water. 
Sometimes  it  is  worth  while  to  add  a mild  soap. 
Always  remember  that  some  soaps  can  produce 
considerable  damage  to  the  corneal  epithelium 
if  they  are  used  carelessly. 

It  is  important  to  remember  that  every  once 
in  a while,  particularly  in  patients  who  come 
from  surroundings  with  poor  hygienic  conditions, 
pediculi  can  be  found  in  the  eyelashes.  They 
must  be  looked  for  carefully.  We  may  overlook 
them  and  suspect  something  else  unless  they 
are  kept  in  mind.  When  nits  are  present  they 
should,  of  course,  be  removed  with  careful 
cleansing. 

A 2 or  a 3 per  cent  ammoniated  mercury 
ointment  seems  to  be  of  definite!  value  for  this 
purpose.  Yellow  oxide  of  mercury  is  used, 
and  also  zinc  oxide  ointment,  1 per  cent  or  2 
per  cent,  as  well  as  an  ointment  of  bichloride 
of  mercury  in  strengths  varying  from  1:5,000 
to  1:12,000  or  1:15,000.  How  much  value 
such  an  ointment  may  have  is  problematic. 
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If  the  marginal  blepharitis  is  stubborn,  it  often 
can  be  helped  a great  deal  after  mechanical 
cleansing  by  painting  the  margin  of  the  lids  and 
the  roots  of  the  lashes  with  half-strength  tincture 
of  iodine.  In  those  cases  in  which  there  are  crusts 
and  weeping  secretions  from  the  marginal  glands, 
often  2 per  cent  tincture  of  brilliant  green  in  70 
per  cent  alcohol  helps  to  dry  up  the  lid  margins 
and  shorten  the  course  of  the  disease. 

Sometimes  following  blepharitis  or  hordeolum, 
and  sometimes  independently,  we  find  chalazia, 
which  are  retention  cysts  of  the  meibomian 
glands  or  the  tarsal  glands.  If  a mild  astringent 
collyrium  is  used,  with  gentle  massage  and  heat, 
many  of  these  chalazia  open  up  and  discharge 
their  contents  slowly  through  the  normal  gland 
opening  and  disappear.  Those  that  do  not 
regress  in  that  fashion  must  be  treated  by  surgical 
incision  through  the  conjunctiva  and  complete 
removal  of  the  cyst  wall,  either  by  careful 
curettage  or  by  destruction  with  caustic  agents. 

After  diseases  of  the  lids,  we  come  to  the  large 
group  of  conjunctivitis.  Acute  catarrhal  con- 
junctivitis is  one  of  the  most  common  problems, 
often  spoken  of  as  “pink  eye.,; 

The  old  standard  treatment  for  acute  con- 
junctivitis, of  course,  is  argyrol,  and  I think  the 
pharmacologists  will  speak  later  about  the  very 
weak  antiseptic  effect  of  argyrol  and  the  other 
silver  proteins  in  that  group. 

Argyrol  is  of  mechanical  benefit,  however, 
because  it  does  tend  to  coagulate  and  agglu- 
tinate the  protein  and  mucoid  shreds  and  the 
discharge.  It  will  make  it  much  easier  to  wash 
them  out  mechanically  by  irrigations  with  2 per 
cent  boric  acid,  normal  saline,  or  some  similar 
cleansing  agent. 

In  the  very  acute  phases  there  is  usually  more 
or  less  photophobia,  which  is  helped  by  dark 
glasses,  by  ice  compresses,  and  medications 
which  contain  epinephrine. 

The  whole  story  of  photophobia  is  still  some- 
what obscure,  but  certainly  we  know  that  super- 
ficial vasodilatation  is  -often  associated  with 
photophobia,  many  cases  being  conjunctivitis, 
and  in  those  cases  the  photophobia  is  relieved 
by  local  vasoconstriction  by  epinephrine. 

This  simple  preparation  is  useful: 


Zinc  sulfate 

gr.  i 

Boric  acid 

gr.  x 

Epinephrine  (1:1,000) 

5 ss 

Distilled  water 

5 i 

It  relieves  the  symptoms  and  often  ameliorates 
the  condition.  As  you  see,  it  is  only  a mildly 
antiseptic  astringent  preparation. 

It  is  worth  while  in  cases  of  conjunctivitis 
that  do  not  yield  promptly  to  simple  treatment 


to  make  bacterial  studies  and  find  out  what 
organisms  are  involved.  If  pneumococcus  is 
found,  it  is  customary  to  use  optochin  (ethyl- 
hydrocupreine),  but  most  cases  of  pneumococcus 
conjunctivitis  get  well  just  about  as  rapidly 
without  it. 

If  the  Koch-Weeks  bacillus  or  the  Morax- 
Axenfeld  bacillus  are  found — I would  like  to 
remark  here  that  there  is  no  difference  between 
the  Koch-Weeks  bacillus  and  the  influenza 
bacillus — preparations  containing  zinc,  either 
like  the  one  just  mentioned  or  the  simpler  one 
containing  zinc  sulfate,  1/i  per  cent  in  water,  are 
of  considerable  use. 

In  stubborn  cases  we  often  paint  the  con- 
junctival surface  of  the  lids  with  a weak  silver 
nitrate,  1 or  2 per  cent.  This  stimulates  the 
circulation  a great  deal  and  tends  to  remove 
the  superficial  epithelial  cells,  which,  in  many 
instances,  contain  most  of  the  bacteria. 

In  chronic  conjunctivitis  it  is  important  to 
remember  that  the  source  of  the  infection  may 
reside  in  the  lacrimal  sac  with  a constant  drainage 
into  the  conjunctival  sac,  in  which  case  the  lacri- 
mal apparatus  should  be  cleaned  out  with 
irrigations  or  dilated  with  probing  if  there  is 
constriction. 

Gonococcus  conjunctivitis  is  a problem  in 
itself.  It  is  sometimes  found  in  newborn  babies 
and  sometimes  in  adults.  The  treatment  used 
to  be  very  vigorous  and  still  was  somewhat  un- 
satisfactory when  the  sulfonamides  came  into 
use.  Before  that  time,  very  frequent  irrigations 
day  and  night  were  necessary  for  weeks  at  a 
time,  and  even  then  many  cases  progressed  to 
corneal  ulceration  and  perforation  with  the  loss 
of  the  eye.  Now  with  adequate  sulfonamide 
therapy  the  prognosis  is  excellent  if  the  case  is 
treated  early.  The  only  additional  local  treat- 
ment required  is  an  occasional  cleansing  irriga- 
tion with  normal  saline  or  half-saturated  boric 
acid  solution. 

The  sulfonamides  are  given  by  mouth  if 
possible,  and  by  other  means  if  necessary,  and 
sometimes  in  newborn  babies  and  in  prematures 
the  administration  is  a problem.  I think  Dr. 
Wheeler  will  take  that  up  presently. 

Inclusion  blennorrhea,  sometimes  known  in 
adults  as  swimming-pool  conjunctivitis,  is  a 
virus  disease  of  the  conjunctiva  which  is  self- 
limited but  which  takes  a very  long  chronic 
course,  lasting  for  months.  In  newborn  babies 
it  is  a virus  infection  which  produces  so  much 
purulent  discharge  that  it  is  often  clinically 
mistaken  for  gonorrheal  ophthalmia.  Until  the 
advent  of  the  sulfonamides,  this  condition  also 
was  treated  with  frequent  irrigations.  The 
course  was  very  long,  although  no  permanent 
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damage  resulted.  Now  a very  short  course 
with  sulfonamide  therapy — sulfanilamide,  sul- 
fathiazole,  or  sulfadiazine — will  clear  it  up 
completely. 

It  is  interesting  that  along  with  trachoma, 
another  virus  disease,  we  have  two  virus  in- 
fections of  the  eye  which  are  treated  best  by 
sulfonamide  therapy,  although  I believe  that 
in  general  the  sulfonamides  are  not  particularly 
effective  against  viruses. 

Vernal  catarrh  is  essentially  an  allergic  con- 
junctivitis. It  is  not  serious,  but  it  can  be  very 
annoying.  The  local  symptoms  are  usually 
temporarily  relieved  by  instillation  of  1:1,000 
epinephrine  in  the  conjunctival  sac.  Some- 
times a more  permanent  result  is  obtained  with 
3 per  cent  sodium  bicarbonate.  It  must  be 
remembered  that  this  solution  should  not  be 
given  at  the  same  time  as  epinephrine. 

Mild  1 per  cent  solutions  of  acetic  acid  have 
also  been  used.  In  the  very  intractable  forms 
with  extensive  swelling,  the  so-called  pavement 
block  involvement  of  the  conjunctiva,  simple 
mild  radiation  with  the  soft  beta  rays  from 
radon  is  very  effective,  but  this  can  be  a danger- 
ous therapy  around  the  eye  and  must  be  handled 
by  persons  who  are  well  acquainted  with  its  use 
and  its  dangers. 

Removal  of  foreign  bodies  from  the  eye  is  a 
problem  that  faces  every  physician  and  many 
others.  If  a foreign  body  is  on  the  conjunctiva 
of  the  globe  or  of  the  eyelid,  I think  it  is  always 
advisable  to  remove  it  with  soft  cotton  appli- 
cators without  local  anesthesia,  if  possible. 
However,  when  a foreign  body  is  on  the  cornea, 
it  is  usually  difficult  to  remove  it  unless  a local 
anesthetic  is  used. 

There  is  a large  list  of  local  anesthetics  that 
can  be  used  with  safety:  V2  per  cent  pontocaine, 
2 per  cent  metycaine,  1 per  cent  butyn  sulfate, 
1 per  cent  holocaine,  and,  of  course,  cocaine, 
although  it  is  preferable  to  avoid  cocaine  because 
it  has  a slight  macerating  effect  on  the  corneal 
epithelium.  After  the  removal  of  the  foreign 
body  it  is  wise  to  irrigate  the  eye  with  some 
mild  antiseptic  solution  in  order  to  help  prevent 
secondary  infection  and  corneal  ulceration  at 
the  site. 

Always  remember  after  using  a local  anesthetic 
in  the  eye  that  the  corneal  sensitivity  will  be 
absent  for  several  hours  afterwards,  and  it  is 
not  safe  to  let  the  patient  go  outdoors  and  walk 
around  in  the  wind,  exposing  his  eye  to  countless 
other  foreign  bodies  which  may  scratch  and 
irritate  the  globe  without  discomfort  until  the 
anesthesia  wears  off.  Therefore,  if  he  has  to  go 
out,  put  some  simple  ointment  in  his  eye  and 
protect  it  with  an  eye  pad  for  several  hours 
until  the  sensitivity  has  returned. 


From  time  to  time  the  general  physician,  the 
general  surgeon,  and  the  neurosurgeon  are 
faced  with  exposure  keratitis  and  neuroparalytic 
keratitis,  either  from  damage  to  the  fifth  nerve, 
from  mechanical  proptosis  of  the  eye,  or  from 
facial  nerve  palsy  which  prevents  adequate 
closure  of  the  lids.  The  immediate  treatment 
of  this  condition  is  simple  and  consists  primarily 
of  protection.  The  old-fashioned  Buffer  shield 
arrangement  made  with  cellophane  is  com- 
fortable to  the  patient,  easy  to  apply,  and  is  not 
liable  to  leak  around  the  edges.  In  advanced 
cases  it  may  be  necessary  to  use  surgical  pro- 
cedures on  the  lid  margins  in  order  to  secure 
adequate  protection. 

Chemical  burns  of  the  cornea  are  acute 
emergencies  which  require  immediate  treatment 
by  whatever  physician  is  first  at  hand,  particu- 
larly burns  with  strong  acids  and  strong  alkalies. 
Of  these  two  types  of  burns,  those  from  strong 
alkalies  are  much  more  serious  because  strong 
acids  do  not  penetrate  the  cornea  readily. 
Strong  alkalies  do  penetrate  easily  into  the  eye, 
producing  much  worse  permanent  corneal  scar- 
ring and  sometimes  loss  of  the  eye  itself. 

It  is  not  worth  while  to  take  time  to  find  out 
whether  it  was  an  acid  or  a base,  or  to  look  for 
a piece  of  litmus  paper.  The  thing  to  do  is  to 
wash  the  chemical  solution  out  of  the  eye  ade- 
quately and  promptly,  and  if  the  nearest  thing 
is  a hose  or  water  faucet,  put  the  patient  under 
it  and  turn  the  water  on  him.  Force  his  lids 
open  and  wash  out  the  conjunctiva  and  cornea 
completely.  After  that  you  can  stop  and  worry 
about  whether  it  was  sodium  hydroxide  or  sul- 
furic acid,  and  then  is  the  time,  if  at  all,  to  use 
mild  neutralization  with  weak  acetic  acid  or 
weak  sodium  bicarbonate. 

As  soon  as  possible  after  this  treatment,  stain 
the  cornea  with  slightly  alkaline  fluorescein  or 
some  other  adequate  stain  which  will  demon- 
strate any  loss  of  corneal  epithelium,  and  if  there 
is  any  damage  to  the  epithelium,  the  eye  must 
be  lubricated  with  mineral  oil  or  any  bland 
ointment,  and  must  be  protected  with  an  eye  pad 
or  other  similar  device.  This  is  the  time  to  get 
the  patient  into  the  hands  of  the  ophthalmologist 
because  the  final  results  of  some  of  these  alkaline 
burns  are  very  serious,  for  although  they  often 
look  much  milder  for  the  first  day  than  acid 
burns,  the  end  result  may  be  much  worse. 

It  is  also  worth  mentioning  that  in  burns  with 
lime,  the  calcium  salts  penetrate  the  cornea  and 
precipitate  in  an  insoluble  form,  causing  per- 
manent corneal  damage.  Immediate  instillation, 
after  irrigation,  of  a solution  of  from  5 to  10  per 
cent  neutral  ammonium  tartrate  will  help  to 
keep  the  lime  soluble,  so  that  it  can  be  mechani- 
cally washed  out. 
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There  are  a few  other  emergencies  that  the 
general  physician  runs  into.  Sometimes  you  see 
a sudden  complete  occlusion  of  the  central  retinal 
artery.  If  that  occlusion  is  complete,  any  treat- 
ment which  is  used  must  be  immediate  because 
speed  is  very  important.  Without  nutrition  the 
ganglion  cells  in  the  retina  die  very  rapidly. 

The  obvious  treatments  and  the  standard  ones 
are  vasodilators,  the  inhalation  of  amyl  nitrite 
or  doses  of  erythrol  tetranitrate,  or  nitroglycerine. 
The  choline  drugs  have  been  used  recently  by 
local  injection  behind  the  eye.  It  was  at  first 
supposed  that  that  would  produce  considerable 
vasodilatation,  and  now  there  is  some  fairly  clear 
evidence  that  the  choline  drugs  so  used  are  not 
particularly  effective  on  the  retinal  circulation. 

If  the  equipment  and  someone  who  can  handle 
it  are  available,  one  of  the  best  mechanical 
treatments  is  immediate  decompression  of  the 
eye  by  paracentesis  of  the  anterior  chamber,  a 
very  simple  surgical  procedure  which  lowers 
the  intraocular  tension  abruptly  and  markedly, 
and  which,  followed  by  massage  of  the  globe, 
often  relaxes  the  spasm  or  dilates  the  central 
vessel  enough  for  an  embolus  to  pass  on  into 
a minor  branch  where  it  is  much  less  harmful. 

Occlusion  of  the  central  retinal  vein  is  a less 
urgent  condition  and  one  which  until  quite 
recently  had  been  considered  practically  hopeless. 
It  is  followed  in  many  cases  by  severe  hemor- 
rhagic glaucoma,  which  results  in  enucleation. 
In  recent  months  some  astounding  reports  have 
come  out  in  the  literature  of  the  cure  of  central 
retinal  venous  occlusion  with  the  prolonged 
intravenous  heparin  treatment.  There  are  some 
dangers  in  this  form  of  treatment,  but  in  such 
a serious  condition  we  are  justified  in  taking 
fairly  radical  measures  to  avoid  eventual  blind- 
ness. 

Just  a word  about  the  involvement  of  the 
optic  nerve : Optic  neuritis  or  retrobulbar  neuritis 
is  a fairly  common  cause  of  sudden  blindness. 
It  may  be  due  to  syphilis,  and  when  it  is,  it  must 
be  treated  very  rigorously  with  antisyphilitic 
therapy.  I do  not  believe  there  is  any  satis- 
factory evidence  to  frighten  us  away  from  the 
rigorous  use  of  the  arsenicals.  I think  the  mild 
treatment  with  the  heavier  metals  and  with 
mercury  unctions  is  probably  so  much  time 
wasted. 

It  is  a time-honored  procedure  to  have  the 
posterior  accessory  nasal  sinuses  opened  for 
retrobulbar  neuritis,  whether  there  is  any  evi- 
dence of  sinus  disease  or  not,  and  frequently  these 
patients  do  show  improvement  shortly  there- 
after, which  is  always  attributed  to  the  sinus 
surgery.  When  they  are  followed  over  a long 
period  of  time,  it  turns  out  in  about  90  per  cent 
of  the  cases  that  the  real  disease  is  a demyeliniz- 


ing  process,  usually  multiple  sclerosis,  and  some- 
times other  forms,  such  as  neuromyelitis  optica 
which  have  spontaneous  remissions  and  which 
may  clear  up  a little  more  rapidly  because  of  the 
local  vasodilatation  produced  near  the  optic 
nerves  by  the  sinus  surgery.  However,  I do 
not  believe  that  radical  surgery  is  often  indicated 
in  these  patients. 

Toxic  amblyopia,  which  produces  a very 
similar  picture,  is  usually  caused  by  the  overuse 
of  tobacco  and  alcohol.  The  obvious  treatment 
is  complete  withdrawal  of  these  poisons,  but  we 
also  now  know  that  the  adequate  use  of  vitamin 
B complex  is  distinctly  worth  while,  and  it  has 
been  shown  by  Carroll  that  it  is  possible  with 
large  doses  of  yeast  to  keep  these  patients  on 
their  alcohol  and  on  their  tobacco  and  still 
cause  improvement.  However,  I think  the 
proper  treatment  is  complete  withdrawal  of  the 
toxic  agents,  plus  vitamin  B in  fairly  large  doses. 
Probably  the  effective  part  is  the  thiamine 
element,  but  it  is  just  as  easy  to  give  the  yeast 
tablets  as  such. 

A final  word  about  optic  atrophy:  One  of  the 
big  problems  of  optic  atrophy  is  in  late  syphilis, 
usually  tabes,  and  there  the  routine  antisyphilitic 
treatment  sould  be  continued,  but  tryparsamide 
should  be  avoided.  We  know  now  from  the 
recent  work  of  Earl  Moore  and  his  associates 
that  the  best  prognosis  goes  with  a combination 
of  routine  antisyphilitic  treatment  and  malarial 
therapy.  We  cannot  hope  to  recover  much  of 
the  vision  which  is  lost  in  an  optic  atrophy, 
but  we  can  hope  to  arrest  the  process  with  this 
combination. 

I will  wind  up  with  a few  words  on  general 
advice  that  the  family  physician  is  often  called 
upon  to  give  about  eye  conditions  that  are 
beyond  the  scope  of  his  treatment. 

One  is  glaucoma.  I think  the  best  way  to 
make  a simple  analogy  of  the  glaucoma  problem 
is  to  compare  it  with  diabetes.  Glaucoma  is  a 
disease  which  is  never  cured  but  which  can  be 
controlled.  The  medical  treatment  is  com- 
parable to  dietary  control  in  diabetes  and  the 
surgical  treatment  which  may  become  necessary 
at  any  stage  of  the  disease  is  more  or  less  an- 
alogous to  insulin  therapy  in  diabetes.  The 
patients  have  to  be  carried  along  a similar  regi- 
men, with  constant  observation  and  control. 

Another  such  problem  is  cataract.  Many 
physicians  today,  who  have  heard  little  about 
cataract  since  their  days  in  medical  school,  are 
telling  their  patients  things  which  are  no  longer 
true.  They  are  advising  them,  for  instance, 
that  it  is  necessary  to  wait  until  a cataract  is 
completely  mature  before  operation  is  per- 
formed. By  modern  surgical  procedures  that 
advice  is  not  only  obsolete  but  not  good  because 
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the  ideal  cataract  to  remove  by  modern  operative 
technic  is  one  that  is  not  quite  mature.  An 
operation  can  be  performed  at  almost  any  stage 
of  development  of  the  cataract.  Therefore, 
the  time  to  operate  is  whenever  the  patient’s 
vision  has  reached  the  stage  which  incapacitates 
him  in  his  own  visual  requirements.  That  trend 
in  modern  surgery  I think  almost  eliminates  the 
use  of  dionin,  which  was  given  to  patients  with 
immature  cataracts  for  years  on  end  as  a local 
irritant  and  a local  vasodilator  on  the  theory 
that  it  therefore  would  improve  the  ocular 
circulation  and  so  slow  up  the  development  of 
the  cataract. 

Dr.  Gold:  The  meeting  is  now  open  for 
questions.  Dr.  McLean  has  touched  upon  a 
large  number  of  drugs,  antiseptics,  astringents, 
and  local  anesthetics,  autonomic  drugs  used  in 
the  eye,  and  a variety  of  others  for  specific 
effects. 

Dr.  Wheeler,  will  you  say  something  about 
the  sulfonamides? 

Dr.  C.  H.  Wheeler:  I want  to  say  some- 
thing on  the  question  of  dosage  in  infants  and 
small  children.  The  dose  that  pediatricians 
commonly  use  is  a total  daily  dose  of  0.2  Gm. 
per  kilo,  divided  either  in  four  or  six  doses, 
given  at  regular  intervals  throughout  the  day. 

This  dose  can  be  given  in  any  of  several  ways. 
If  it  is  difficult  to  introduce  the  drug  into  the  child 
with  the  feedings  or  with  water,  it  can  be  given 
by  lavage  or  it  can  be  given  in  a clysis  sub- 
cutaneously. In  small  infants  and  children, 
I think  probably  the  subcutaneous  administra- 
tion is  more  practicable  than  the  intravenous 
although  it  sometimes  can  be  given  intravenously. 

The  total  daily  dose  of  0.2  Gm.  per  kilo, 
you  will  note,  would  be  a very  large  dose  for  an 
adult — about  twice  the  ordinary  adult  dose. 

Dr.  Gold:  I think  Dr.  McLean  said  we  did 
not  get  very  far  with  the  treatment  of  the 
gonorrheal  infections  until  the  sulfonamide 
compounds  made  their  appearance.  Is  that 
not  so? 

Dr.  McLean:  We  lost  many  more  eyes  from 
gonorrheal  ophthalmia  before  the  sulfonamides 
came  in. 

Dr.  Gold  : That,  I assume,  has  to  do  particu- 
larly with  the  treatment  of  gonorrheal  ophthal- 
mia but  not  so  much  with  prevention.  We  did 
get  along  pretty  well  with  the  prevention  of 
gonorrheal  ophthalmia,  did  we  not? 

Dr.  McLean:  We  did,  and  we  still  do.  I 
did  not  mention  anything  about  the  use  of  silver 
nitrate  for  prophylaxis.  I think  it  is  important 
to  use  the  silver  nitrate  for  prophylaxis  as  re- 
quired by  law  in  many,  but  not  in  all,  states, 
rather  than  the  mild  silver  protein  which  some 


people  are  inclined  to  use  and  which  is  much  less 
effective  prophylactically. 

Dr.  Gold  : What  per  cent  silver  nitrate? 

Dr.  McLean:  One  or  two  per  cent. 

Dr.  Gold  : Dr.  Cattell,  would  you  say  some- 
thing about  the  stronger  and  milder  forms  of  the 
colloidal  silvers? 

Dr.  McKeen  Cattell:  There  is  a point  of 
interest  in  relation  to  the  preparations  which 
are  used. 

In  the  first  place  the  so-called  mild  silver 
protein  actually  contains  more  silver  than  does 
the  strong.  The  effectiveness  of  the  organic 
silver  salts  depends  upon  the  degree  of  ionization 
and  that  is  why  the  strength  fails  to  parallel 
the  silver  content. 

Then  it  is  important  that  the  solutions  be 
fresh.  They  all  deteriorate  fairly  rapidly.  The 
mild  solutions  become  stronger  because  of  a 
greater  ionization  of  the  silver  salt,  whereas  the 
strong  preparations  become  weaker  on  standing 
because  in  them  the  ionization  is  decreased. 

Dr.  Oscar  Bodansky:  Would  the  use  of 
irrigations  containing  sulfonamide  drugs  in 
association  with  oral  therapy  have  an  advantage 
over  oral  therapy  alone? 

Dr.  McLean:  That  treatment  is  used,  but 
so  far  as  I know  there  is  no  conclusive  evidence 
that  irrigations  with  the  sulfonamide  solutions 
help  the  picture  very  much. 

Dr.  Gold:  How  about  5 or  10  per  cent 
ointments  of  sulfonamides? 

Dr.  McLean:  They  are  very  difficult  to  use 
where  there  is  so  much  purulent  secretion. 

Intern:  Dr.  Gold,  do  you  think  the  use  of 
silver  acetate  in  prophylaxis  would  be  preferable 
to  the  use  of  silver  nitrate? 

Dr.  Gold:  We  might  pass  that  on  to  Dr. 
McLean,  who  may  have  had  some  direct  ex- 
perience. 

Dr.  McLean:  Yes,  I have  seen  silver  acetate 
used  in  a series  of  newborn  babies  for  prophylaxis, 
and  I have  seen  gonorrheal  ophthalmia  develop 
in  spite  of  it,  although  most  people  who  have 
tried  it  have  the  impression  that  it  is  practically 
as  good  and  somewhat  less  irritant. 

Dr.  Wheeler:  How  long  is  it  safe  to  use 
silver  preparations  in  the  eye? 

Dr.  McLean:  That  depends  a great  deal 
on  the  solution  which  is  used  and  the  local 
conditions,  such  as,  how  much  lacrimation  there 
is  that  will  wash  the  silver  out.  I do  not  think 
you  can  set  any  arbitrary  time  limit,  but  as  a 
general  principle  it  is  always  unwise  to  use  silver 
protein,  or  silver  nitrate,  or  other  forms  of  silver 
over  any  protracted  period  of  time. 

Dr.  Gold:  I was  wondering  why  cocaine  has 
become  less  popular  as  a local  anesthetic  in  eye 
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work.  You  say  that  it  tends  to  produce  macera- 
tion of  the  corneal  structure.  Is  cocaine  sup- 
posed to  be  unduly  irritant  by  itself,  or  is  it 
because  it  produces  local  anesthesia  of  longer 
duration,  or  are  there  other  reasons? 

Dr.  McLean:  I think  you  will  find  if  you 
use  cocaine  and,  in  a parallel  series  of  eyes, 
pontocaine,  for  example,  that  there  will  be 
definitely  demonstrable  slight  damage  to  the 
corneal  epithelium  in  the  eyes  in  which  cocaine 
has  been  used  and  not  in  the  eyes  in  which  com- 
parable anesthesia  has  been  obtained  with 
another  drug. 

I did  not  mean  to  suggest  that  cocaine  is  un- 
popular. It  is  still  probably  the  most  popular 
topical  anesthetic  in  use  for  the  eye.  Another 
objection  to  its  routine  use  is  that  it  also  dilates 
the  pupil,  which  under  many  circumstances  is 
undesirable,  and  many  other  anesthetics  do 
not. 

Dr.  Gold:  I wonder  whether  it  may  not 
have  something  to  do  with  the  way  stock  solu- 
tions are  prepared.  Cocaine  hydrochloride 
makes  an  almost  neutral  very  faintly  acid 
solution,  but  in  the  endeavor  to  produce  various 
stock  solutions  these  have  been  prepared  by 
various  manufacturers  with  a pH  of  3.5.  I 
wonder  if  the  low  pH  of  these  solutions  is  not 
responsible  for  the  local  irritant  action,  in  part 
at  least. 

Dr.  Eugene  F.  DuBois:  May  we  have  the 
names  of  several  preferred  local  anesthetics  and 
their  synonyms? 

Dr.  McLean:  Pontocaine  V*  to  1 per  cent; 
butyn  1 to  4 per  cent;  metycaine  2 to  4 per 
cent;  holocaine  (phenacaine)  1 per  cent;  cocaine 
1 to  5 per  cent.  I would  choose  them  in  the 
above  order. 

Dr.  Wheeler:  I would  like  to  ask  Dr. 
McLean  whether  there  are  any  general  principles 
about  refraction,  which  is  one  of  the  commonest 
forms  of  therapeutics,  that  the  general  practitioner 
should  know.  Also,  in  that  connection,  I should 
like  to  ask  whether  the  average  optometrist, 
who  does  refraction,  is  competent  to  do  so? 

Dr.  McLean:  In  the  first  place,  as  for  the 
general  principles  of  refraction,  it  is  a mistake 
to  believe  that  because  a patient  has  20/20, 
or  20/15  vision  he  necessarily  does  not  have  a 
refractive  error,  for  many  cases  of  hyperopia 
and  some  patients  with  astigmatism  have  normal 
or  nearly  normal  vision  without  correction,  but 
are  under  a constant  strain  which  will  produce 
local  ocular  redness,  puffiness  of  the  lids,  gener- 
alized tiredness,  and  headaches.  This  is  also  true 
of  certain  muscle  imbalances,  even  where  the  re- 
fractive error  may  be  negligible. 

For  the  proper  evaluation  of  refractive  error 
in  people  under  the  presbyopic  age,  which  begins 


in  the  forties,  it  is  important  to  use  an  adequate 
cycloplegic  for  refraction,  which  means  usually 
atropine  in  children  and  homatropine  in  older 
people.  Without  this  it  is  impossible  to  un- 
cover much  of  the  latent  hyperopia  which  is  one 
of  the  causes  of  symptoms. 

On  this  score  the  optometrist  is  never  entirely 
competent  to  refract  because  he  is  not  allowed 
by  law  to  use  these  drugs,  nor  is  it  safe  to  allow 
him  to  use  these  drugs  because  they  have  their 
dangers,  particularly  in  the  possible  production 
of  an  acute  glaucoma,  and  less  often  in  the 
occasional  production  of  atropine  poisoning 
when  they  are  used  improperly. 

The  term  “ophthalmologist”  and  the  term 
“oculist”  are  practically  synonymous. 

An  optometrist  is  a man  who  usually  has  had 
a high  school  education  and  has  sometimes  been 
to  college  and  has  acquired  the  title  of  optome- 
trist in  studying  anywhere  from  a four-year 
course  in  optometry  to  a course  of  a few  months. 
In  some  states  these  men  are  examined  by 
optometric  boards  and  licensed.  In  some  states 
they  practice  almost  at  will. 

I think  even  more  important  than  their  in- 
ability to  refract  other  than  elderly  people 
adequately  is  the  harm  which  they  do  by  passing 
themselves  off  as  eye  physicians,  selling  patients 
glasses,  and  then  telling  them  that  their  eyes 
are  all  right  with  the  glasses.  They  overlook 
many  cases  of  chronic  glaucoma.  They  overlook 
many  cases  in  which  the  fundus  gives  the  first 
clue  to  serious  systemic  disease,  and  they  send 
the  patients  away  with  a false  sense  of  se- 
curity. 

Many  of  these  patients,  because  of  their  visit 
to  the  optometrist,  do  not  reach  medical  atten- 
tion until  it  is  almost  too  late. 

While  we  are  on  the  subject  of  terms,  I might 
add  that  an  optician  is  the  ophthalmologist’s 
counterpart  of  the  pharmacist.  He  does  not 
refract.  He  does  not  prescribe.  He  fills  pre- 
scriptions for  glasses. 

Dr.  Cattell:  What  precautions  do  you  use 
in  avoiding  the  dangers  of  increased  ocular 
pressure? 

Dr.  McLean:  You  should  know  by  your 
preliminary  examination  of  the  eye  when  that 
is  liable  to  happen  and  so  use  other  methods  in 
refraction. 

Dr.  Cattell:  Will  you  tell  us  what  those 
are? 

Dr.  McLean:  The  best  we  can  do  is  that 
sometimes  we  can  produce  with  mild  solutions 
of  homatropine  a very  temporary  cycloplegia, 
and  immediately  control  the  mydriasis  with 
physostigmine,  pilocarpine,  mecholyl,  etc.,  be- 
fore any  harm  is  done. 

Dr.  Gold:  Is  it  your  problem  to  produce 
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cycloplegia  without  mydriasis?  Would  that 
solve  the  problem? 

Dr.  McLean:  That  would  solve  the  problem, 
but  we  have  no  such  drug. 

Dr.  Gold:  I have  here  a paper  which  ap- 
peared in  the  Journal  of  the  American  Medical 
Association  in  which  cycloplegics  are  discussed. 
It  contains  the  phrase,  “Since  most  of  the 
members  of  this  group  are  also  mydriatics/' 
Are  there  any  cycloplegics  which  are  not  myd- 
riatics?  If  there  were,  that  would  solve  your 
problem. 

Dr.  McLean:  I do  not  know  of  any  adequate 
cycloplegics  which  are  not  mydriatic. 

Dr.  Gold:  I do  not  know  of  any  either. 

Dr.  Wheeler:  There  is  a problem  in  the 
wards  of  this  hospital:  If  you  have  an  elderly 
patient  whose  pupils  are  too  small  to  allow 
adequate  visualization  of  the  fundus,  and  if  the 
patient  has  no  history  of  anything  to  suggest 
glaucoma,  and  if  the  intraocular  pressure  on 
crude  palpation  of  the  eyeball  is  not  increased, 
is  it  safe  routinely  to  dilate  the  pupils  of  that 
patient  in  order  to  see  the  fundi? 

Dr.  McLean:  It  is  perfectly  safe  in  almost 
all  those  patients  to  dilate  the  pupils  with  a drug 
of  the  epinephrine  group,  such  as  1 per  cent 
suprarenin  or  epinephrine  bitartrate.  It  must 
be  remembered  that  ordinary  1 : 1,000  epinephrine 
will  not  dilate  the  pupil.  You  can  also  use 
3 to  5 per  cent  ephedrine  sulfate,  or  in  elderly 
white  patients  in  whom  there  is  no  suspicion 
of  glaucoma  a 5 per  cent  euphthalmine.  All 
these  drugs  should  be  followed  by  a miotic  as 
soon  as  the  examination  is  finished.  You  will 
find  that  in  darkly  pigmented  Negro  patients 
the  stronger  adrenalin  preparations  and  1 per 
cent  homatropine  will  dilate  the  pupil  adequately. 

Dr.  Wheeler:  In  other  words,  we  are 
taking  a risk  in  using  homatropine  routinely  to 
dilate  the  pupils  in  elderly  individuals.  It  would 
be  preferable  to  use  one  of  the  adrenaline  prepa- 
rations. 

Dr.  Gold  : Or  euphthalmine? 

Dr.  McLean:  I think  euphthalmine  is 
probably  the  best  all-around  drug  for  that 
purpose.  In  elderly  people  it  should  be  followed 
by  a drop  of  pilocarpine. 

Dr.  Gold:  Did  you  say  that  euphthalmine 
does  not  produce  cycloplegia? 

Dr.  McLean:  It  does  produce  a very  slight 
cycloplegia.  It  is  not  commonly  noticed  in 
individuals  who  have  a great  deal  of  residual 
accommodation.  In  elderly  people  it  may  be 
completely  knocked  out  by  euphthalmine. 

Dr.  Cattell:  The  accepted  term  for  that 
drug  is  now  eucatropine. 

Dr.  Gold  : Euphthalmine  is  a trade  brand  of 
eucatropine. 


Dr.  DuBois:  What  should  the  average 
physician  carry  in  his  bag? 

Dr.  McLean:  I think  for  the  average 
physician  in  this  community  5 per  cent  euphthal- 
mine and  either  1 or  2 per  cent  pilocarpine  or  a 
V 4 per  cent  of  physostigmine  will  be  satisfactory. 

Dr.  Gold:  Would  you  use  pilocarpine  as 
the  nitrate? 

Dr.  McLean:  As  either  the  nitrate  or  the 
hydrochloride.  Eucatropine  will  not  suffice, 
however,  if  a doctor  has  to  see  many  Negro 
patients,  because  the  iris  is  much  stiffer  and 
more  pigmented  in  the  Negro  than  in  the  white. 
Here  it  is  necessary  to  use  a 1 per  cent  homa- 
tropine or  a stronger  drug  of  the  epinephrine 
series. 

Dr.  Cattell:  Do  you  use  those  drugs  in 
combination? 

Dr.  McLean:  It  is  not  necessary  for  pre- 
paring a patient  for  fundus  examination.  We 
use  them  in  combination  frequently  in  breaking 
synechia  in  iritis,  and  such  things. 

Dr.  Gold:  Do  you  use  optochin  in  the 
treatment  of  pneumococcus  ophthalmia?  Opto- 
chin, or  ethyl  hydrocupreine,  has  been  deleted 
from  the  Pharmacopeia. 

Dr.  McLean:  Good! 

Dr.  Gold:  You  think  it  should  have  been 
deleted? 

Dr.  McLean:  Yes. 

Summary 

Dr.  Gold:  It  is  clear  from  the  discussion 
today  that  the  general  practitioner  has  a good 
deal  of  responsibility  in  treating  disorders  of 
the  eye. 

A fairly  formidable  list  of  conditions  comes 
within  his  purview:  the  common  sty;  chronic 
blepharitis;  pediculosis  of  the  lids;  retention 
cysts  (chalazia) ; conjunctivitis  (influenza,  pneu- 
mococcus, gonococcus) ; inclusion  blenorrhea 
(a  virus  disease);  trachoma;  vernal  catarrh 
(an  allergic  conjunctivitis);  foreign  bodies  on 
the  conjunctiva  or  cornea;  neuroparalytic 
keratitis;  chemical  burns  with  alkalis,  acids, 
and  lime:  acute  occlusion  of  the  central  retinal 
artery  and  vein;  optic  neuritis  or  retrobulbar 
neuritis;  toxic  amblyopia;  optic  atrophy; 
glaucoma;  and  cataract.  Many  of  these  ob- 
viously require  the  attention  of  the  specialist. 
It  is  pointed  out,  however,  that  the  general 
practitioner  may  treat  several  of  them  from 
beginning  to  end;  in  others  he  applies  only 
the  initial  emergency  treatment;  and  in  still 
others  he  carries  out  protracted  treatment 
under  the  guidance  of  the  ophthalmologist. 

Among  the  agents  that  should  be  at  the  com- 
mand of  the  general  practitioner  are  appropriate 
acids  and  alkalis  for  the  neutralization  of  chemical 
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burns,  astringents  to  reduce  congestion,  antisep- 
tics, pupillary  constrictors  and  dilators,  vaso- 
constrictors and  vasodilators,  and  local  anes- 
thetics. The  following  drugs  were  considered  in 
relation  to  the  eye  conditions  for  which  they  are 
used:  an  ointment  of  1 or  2 per  cent  yellow  oxide 
of  mercury;  an  ointment  of  2 per  cent  of  am- 
moniated  mercury;  a 5 per  cent  ointment  of 
sulfathiazole;  a 1 or  2 per  cent  ointment  of  zinc 
oxide;  an  ointment  of  1:5,000  and  1:15,000  of 
bichloride  of  mercury;  half-strength  tincture 
of  iodine;  a 2 per  cent  tincture  of  brilliant  green 
in  70  per  cent  alcohol;  a solution  of  mild  silver 
proteinate;  1 or  2 per  cent  solution  of  silver 
nitrate;  a 2 per  cent  solution  of  boric  acid; 
physiologic  salt  solution;  a solution  containing 
1 grain  zinc  sulfate,  10  grains  of  boric  acid, 
Vs  dram  of  1:1,000  epinephrine  solution  to  the 
ounce  of  distilled  water;  one  of  the  sulfonamides 
for  oral  administration;  a 1:1,000  solution  of 
epinephrine;  a 5 per  cent  solution  of  ephedrine 
sulfate;  a 5 per  cent  solution  of  eucatropine; 
a 1 per  cent  solution  of  homatropine;  a 2 per 
cent  solution  of  philocarpine;  a 1/2  to  1 per 
cent  solution  of  pontocaine;  a 3 per  cent 
solution  of  sodium  bicarbonate;  a 1 per  cent 
solution  of  acetic  acid;  a 5 to  10  per  cent  solution 
of  neutral  ammonium  tartrate;  mineral  oil; 
amyl  nitrite  pearls  or  nitroglycerine  tablets; 
ampules  of  arsenicals  for  the  treatment  of 
luetic  optic  neuritis;  thiamine  chloride  tablets 
or  brewers’  yeast. 

The  conditions  in  which  the  foregoing  agents 


are  put  to  use  and  the  manner  of  their  application 
are  outlined  in  the  discussion.  It  is  to  be  noted 
that  the  dilatation  of  the  pupil  for  fundal  ex- 
aminations, which  is  a very  common  practice, 
carries  with  it  the  danger  of  glaucoma  in  elderly 
patients,  and  that  it  is  wiser  in  these  cases  to  use 
the  eucatropine  solution  instead  of  atropine. 
It  ordinarily  dilates  the  pupils  but  exerts  rela- 
tively little  effect  on  the  ciliary  body.  In  sus- 
picious cases  it  is  pointed  out  that  the  mydriatic 
should  be  allowed  to  act  no  longer  than  is  neces- 
sary, and  that  its  effects  should  be  counteracted 
by  a few  drops  of  pilocarpine  solution.  Optochin 
enjoyed  a period  of  popularity  in  the  treatment 
of  pneumococcus  ophthalmia,  but  further  ex- 
perience indicates  that  it  is  probably  of  little 
use.  Silver  nitrate  solution  appears  to  be  pref- 
erable to  the  silver  proteinate  solutions  for  the 
prevention  of  gonorrheal  ophthalmia.  The  most 
important  treatment  for  this  condition  after 
it  is  developed  is  the  systemic  administration 
of  the  sulfonamides.  The  treatment  of  luetic 
optic  neuritis  by  means  of  bismuth  and  mercury 
is  discouraged,  and  the  more  vigorous  treat- 
ment with  the  arsenicals  is  advised.  Attention 
is  called  to  the  fact  that  if  a local  anesthetic 
is  placed  in  the  eye  for  the  removal  of  a foreign 
body  or  for  any  other  condition,  pontocaine 
is  preferable  to  cocaine  because  it  is  less  in- 
jurious to  the  cornea,  and  the  eye  should  be 
protected,  with  a shield  if  necessary,  until  the 
sensitivity  of  the  conjunctiva  and  cornea  is  re- 
established. 


THE  NATIONAL  QUININE  POOL 

This  week  [February  6]  to  every  druggist  in  the 
United  States  went  from  the  War  Production  Board 
an  appeal  for  quinine,  supplemented  with  state- 
ments by  Ross  T.  Mclntire,  Surgeon  General  of  the 
Navy,  Donald  M.  Nelson  of  the  War  Production 
Board,  and  Jesse  H.  Jones,  Secretary  of  Commerce. 
The  Army  and  Navy  need  every  grain  of  quinine 
that  can  be  secured.  “Even  though  atabrine  and 
other  synthetic  antimalarials  are  being  used  in  tre- 
mendous quantities,”  says  the  statement,  “quinine 
is  vitally  needed  for  our  soldiers  abroad  because  this 
drug  has  a faster  action,  brings  the  malaria  under 
control  more  quickly,  and  thus  shortens  the  length 
of  time  the  soldier  is  incapacitated.  Quinine  is  also 
necessary  for  use  in  cases  which  cannot  tolerate 
atabrine  and  other  synthetic  drugs.”  The  needs  of 
our  civilian  population  for  antimalarial  drugs  will 
be  cared  for  by  the  development  of  totaquine,  which 
is  a mixture  of  cinchona  alkaloid  prepared  from  the 
low-grade  barks  in  South  America.  Totaquine, 
while  excellent  for  domestic  use,  is  not  as  stable  as 
is  quinine  and  therefore  not  as  suitable  for  shipment 
into  areas  of  varying  climatic  conditions.  To  the 
pharmacists  of  the  country  the  appeal  has  been  made 


that  they  send  all  supplies  of  quinine,  alkaloids, 
salts,  and  other  cinchona  derivatives,  whether  in 
open  or  in  closed  packages,  to  the  National  Quinine 
Board,  which  is  in  the  headquarters  of  the  American 
Pharmaceutical  Association,  2215  Constitution 
Avenue  Northwest,  Washington,  D.C.  These  ma- 
terials, when  collected,  will  be  processed  and  thus 
made  available  to  our  armed  forces.  Each  druggist 
who  makes  a contribution  will  be  privileged  to  dis- 
play in  the  window  of  his  store  a card  indicating  that 
he  has  contributed  to  the  National  Quinine  Board 
and  thus  has  rendered  an  important  service  to  the 
armed  forces.  At  the  same  time  as  this  arrange- 
ment was  being  put  into  effect  in  this  country,  an 
announcement  came  from  Great  Britain  that  drastic 
restrictions  have  been  placed  on  quinine,  making  it 
illegal  to  prescribe,  dispense,  or  supply  quinine  ex- 
cept in  the  treatment  of  malaria  or  in  the  case  of 
guanidine  in  the  treatment  of  cardiac  arrhyth- 
mia. 

So  important  is  the  control  of  malaria  to  the  health 
of  our  troops  in  many  of  the  combat  zones  that  the 
supply  or  lack  of  quinine  might  well  be  the  deter- 
mining factor  in  the  winning  of  the  war. — J.A.M.A. 


Postgraduate  Medical  Education 


Programs  arranged  by  the  Council  Committee  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York  are  published  in  this  section  of  the  Journal. 
The  members  of  the  committee  are  Oliver  W.  H.  Mitchell , M.D.,  Chairman  (428  Green- 
wood Place , Syracuse);  George  Baehr,  M.D.;  and  Charles  D.  Post,  M.D. 


Program  on  Plasma  and  Whole  Blood  Transfusion 

(Group  of  Special  Lecturers  Now  Available) 


PLANS  have  been  completed  to  present  to  the 
medical  profession  the  very  latest  information 
concerning  blood  plasma  therapy  and  whole  blood 
transfusion.  This  program  is  sponsored  by  the 
Medical  Society  of  the  State  of  New  York,  the 
Office  of  Civilian  Defense,  the  Health  Preparedness 
Commission  of  the  State  War  Council,  and  the 
State  Department  of  Health.  The  instruction  will 
be  presented  by  a group  of  especially  interested  and 
prepared  physicians.  The  physicians  available  for 
lectures  and  demonstrations  at  meetings  of  county 
medical  societies  and  hospitals  staffs  attended  a 
conference  on  Friday,  February  26,  in  the  State 
Office  Building,  Albany,  New  York.  Leading 
authorities  on  plasma  therapy  and  whole  blood 
transfusion  addressed  the  group  and  there  were 
round-table  discussions. 


These  lectures  may  be  arranged  as  special  single 
sessions  or  in  connection  with  formal  courses  or  for 
a special  or  regular  meeting  of  county  medical 
societies.  It  is  anticipated  that  this  program  will 
be  much  in  demand.  County  medical  societies 
have  been  supplied  with  the  names  of  the  speakers. 
Some  requests  have  already  been  received. 

Expenses  of  the  speakers  are  paid  by  the  Medical 
Society  of  the  State  of  New  York  and  the  New 
York  State  Department  of  Health. 

For  information  regarding  a blood  plasma  and 
blood  transfusion  program  address  communications 
to: 

O.  W.  H.  Mitchell,  M.D.,  Chairman 

Council  Committee  on  Public  Health  and 
Education 

428  Greenwood  Place,  Syracuse,  New  York 


Lecture  on  Plasma  Therapy 


''THROUGH  the  combined  efforts  of  the  New 
York  State  Department  of  Health  and  the 
Medical  Society  of  the  State  of  New  York,  a single 
lecture  on  “Plasma  Therapy”  has  been  arranged 
for  the  Cortland  County  Society.  The  lecture, 


which  will  be  delivered  at  8:30  p.m.  March  19  at 
the  Cortland  County  Hospital  in  Cortland,  will  be 
given  by  Frederick  N.  Marty,  M.D.,  instructor  in 
clinical  medicine,  Syracuse  University  College  of 
Medicine,  Syracuse,  New  York. 


Dr.  Reznikoff  Speaks  in  Syracuse 


AT  a joint  meeting  of  the  Onondaga  County 
Medical  Society  and  the  Syracuse  Academy  of 
Medicine  a postgraduate  lecture  was  heard  on  the 
subject  of  “The  Diagnosis  and  Treatment  of 
Anemia.” 


The  meeting  was  held  on  March  2 at  the  Uni- 
versity Club  in  Syracuse.  Dr.  Paul  Reznikoff, 
associate  professor  of  clinical  medicine  at  Cornell 
University  Medical  College  in  New  York  City, 
was  the  speaker. 


COLLEGE  OF  PHYSICIANS  CANCELS  SESSION 


The  Board  of  Regents  of  the  American  College  of 
Physicians  has  announced  the  cancellation  of  their 
1943  Annual  Session,  which  was  scheduled  to  be 
held  in  Philadelphia,  April  13-16,  1943.  This 
action  was  taken  after  thoughtful  consideration  of 
all  factors  involved,  including  an  intimation  from 
the  Secretary  of  War  and  the  Office  of  Transporta- 
tion that  larger  national  medical  groups  should  not 
plan  meetings  at  the  time  set;  a growing  difficulty 
in  getting  speakers  and  clinicians  of  top  rank  to 
maintain  the  usual  standards  of  the  program; 


prospect  of  greatly  reduced  attendance  because 
civilian  doctors  are  faced  with  too  great  a burden 
of  teaching  and  practice  already;  a decreasing  active 
membership,  due  to  approximately  25  per  cent  of  all 
doctors  being  called  to  active  military  service. 
President  James  E.  Paullin  announced,  however, 
that  all  other  activities  of  the  College  would  be 
pursued  with  even  greater  zeal  and  that  the  College 
would  especially  promote  regional  meetings  over  the 
country  and  organized  postgraduate  seminars  in  the 
military  hospitals  for  doctors  in  the  armed  forces. 
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Requirements  for  Processing  Human  Blood  for  Transfusions 

The  regulations  contained  herein  were  published  in  the  March  1 issue  of  Health  News, 
official  publication  of  the  New  York  State  Department  of  Health. — Editor 


EGULATIONS  governing  human  blood  donors, 
human  whole  blood,  human  plasma,  human 
serum,  or  other  human  blood  derivatives  used  for 
transfusion  purposes  were  established  by  the  Public 
Health  Council  at  its  meeting  in  Albany  on  Febru- 
ary 19.  These  regulations,  effective  March  1,  are 
embodied  in  a new  chapter  of  the  State  Sanitary 
Code,  Chapter  IV-A,  which  appears  in  the  supple- 
ment to  the  March  1 issue  of  Health  News.  It  is 
believed  that  this  is  the  first  regulatory  action  taken 
by  a state  body  in  this  field. 

The  requirements  prescribed  in  the  new  chapter 
are  designed  to  meet  the  need  for  basic  standards  to 
insure  the  safety  of  human  blood  products  which  has 
been  experienced  by  hospitals  and  laboratories  en- 
gaged in  processing  human  blood  and  in  providing 
transfusion  services.  They  were  adopted  only  after 
long  and  careful  deliberation  by  the  Council  and  a 
critical  review  by  representatives  of  several  hospi- 
tals, the  National  Institute  of  Health,  the  Office  of 
Civilian  Defense,  the  Medical  Society  of  the  State 
of  New  York,  and  other  interested  agencies. 

The  possible  dangers  from  the  use  of  improperly 
prepared  or  stored  human  blood  products  for  trans- 
fusion purposes  were  first  discussed  by  the  Council 
in  1941,  thought  being  given  to  the  need  for  regula- 
tory action  to  protect  the  public.  At  that  time,  ac- 
ceptable methods  of  preparing,  storing,  and  testing 
frozen  and  dried  blood  plasma  still  lacked  stability. 
As  processing  practices  became  more  stable  and  it 
appeared  that  the  establishment  of  blood  plasma 
banks  would  become  widespread  and  might  include 
many  small  institutions  lacking  adequate  equipment 
and  qualified  personnel,  regulatory  action  was 
deemed  desirable.  Accordingly,  in  June  of  1942,  a 
committee  of  the  Council  was  designated  to  study 
the  subject  and  to  prepare  a suitable  amendment  to 
the  Sanitary  Code.  Exhaustive  discussions  fol- 
lowing consultation  of  authoritative  sources  and 
further  detailed  study  of  the  subject  constituted  a 
major  part  of  the  proceedings  of  subsequent  Council 
meetings.  Numerous  revisions  of  the  amendment 
were  prepared  to  care  for  not  only  changes  affecting 
the  technical  aspects  but  also  decisions  on  such  over- 
all factors  as  a determination  to  distinguish  between 
the  requirements  for  commercial  laboratories  and 
other  laboratories  and  hospitals  and  to  regulate  by 
requiring  careful  recording  of  basic  information  in- 
stead of  listing  certain  specific  requirements  as  to 
how  the  blood  should  be  collected,  processed, 
stored,  and  used,  the  purpose  being  to  promote  prog- 
ress in  the  development  of  blood  processing  while 
fixing  responsibility  for  the  procedure  on  the  part  of 
the  laboratory  or  institution.  It  was  not  until  Feb- 
ruary, 1943,  that  the  Council  finally  accepted  Chap- 
ter IV-A  as  reflecting  the  views  of  the  members  in 
practical  form. 


The  addition  of  the  new  chapter  entailed  certain 
changes  in  the  present  Chapter  IV,  which  also  ap- 
pear in  the  accompanying  supplement. 

CHAPTER  IV-A 

Human  Blood  Donors,  Human  Blood,  Human 
Plasma,  Human  Serum,  or  Other  Human  Blood 
Derivatives 

Regulation  1:  The  methods  of  preparation,  dis- 

tribution, and  use  of  human  blood,  human  plasma, 
human  serum,  or  their  derivatives  for  transfusion 
regulated.  The  methods  of  preparation  and  distri- 
bution of  human  plasma,  human  serum,  or  their 
derivatives  to  be  sold  or  offered  for  sale  by  com- 
mercial biological  laboratories  for  transfusion  includ- 
ing the  collection  of  blood,  sterility  and  safety  tests, 
packaging,  labeling,  dating,  storage,  and  records  of 
distribution  shall  conform  to  the  requirements  of 
the  National  Institute  of  Health  of  the  United 
States  Public  Health  Service.  The  methods  of  prepa- 
ration, distribution,  and  use  of  human  blood,  hu- 
man plasma,  human  serum,  or  their  derivatives  by 
other  laboratories  or  by  hospitals  for  transfusion 
shall  conform  to  Regulations  2 to  8,  inclusive,  of  this 
chapter. 

Regulation  2:  Laboratory  tests  to  be  made  in  an 

approved  laboratory.  Laboratory  tests  required  as 
an  aid  in  determining  that  blood  donors  are  free 
from  communicable  disease,  * including  malaria 
and  syphilis,  and  tests  of  sterility  required  to  deter- 
mine that  the  blood,  plasma,  serum,  or  any  deriva- 
tive of  them  is  suitable  for  purposes  of  transfusion 
shall  be  made  in  a laboratory  approved  for  such 
examinations  by  the  State  Commissioner  of  Health, 
in  a laboratory  licensed  by  the  Federal  Security 
Agency  for  the  preparation  of  human  blood  plasma, 
serum,  or  other  human  blood  derivatives,  or  in  a 
laboratory  maintained  by  the  United  States  Army, 
Navy,  Veterans  Bureau,  or  Public  Health  Service. 

If,  owing  to  an  emergency,  a specimen  of  the  do- 
nor’s blood  cannot  be  sent  to  an  approved  laboratory 
prior  to  the  transfusion  of  blood,  a preliminary  test 
for  evidence  of  syphilis  shall  be  made.  In  every 
case,  a specimen  of  blood  shall  be  collected  from  the 
donor  at  the  time  of  transfusion  and  sent  to  a labora- 
tory approved  for  the  serologic  test  for  evidence  of 
syphilis. 

Regulation  8:  Blood  processing  laboratories  or 

hospitals  to  submit  a statement  and  to  keep  records. 
Laboratories  or  hospitals  engaged  in  or  undertaking 
the  processing  of  human  blood,  human  plasma, 
human  serum,  or  their  derivatives  for  transfusion 
shall  submit  to  the  State  Commissioner  of  Health  a 
statement  of  the  procedures  used  in  the  preparation, 
testing,  and  storage  of  the  product  or  products 
sold,  distributed,  or  offered  for  use.  Complete  and 
accurate  records  shall  be  kept  by  such  laboratories 
or  hospitals.  The  premises,  equipment,  procedures, 
records,  and  circulars  of  instruction  shall  be  open  to 
inspection  by  the  State  Commissioner  of  Health  or 

* See  Article  III,  Section  24-A,  Public  Health  Law. 
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his  authorized  representative.  A circular  giving  full 
instructions  for  the  use  of  the  product  shall  accom- 
pany each  final  container,  and  copies  of  all  circulars 
of  information  and  directions  including  methods  of 
dilution  and  of  administration  shall  be  filed  with  the 
State  Commissioner  of  Health.  Each  package  shall 
be  clearly  labeled  with  the  dosage,  unit  value  in 
standard  units,  and  the  expiration  date. 

Regulation  4-'  Institutions  to  keep  records  of 
transfusions.  Complete  and  accurate  records  of 
transfusions  of  human  blood,  human  plasma,  human 
serum,  or  their  derivatives  shall  be  kept  by  the  in- 
stitution in  which  the  transfusion  is  performed.  The 
director  or  person  in  charge  shall  be  responsible  for 
the  proper  maintenance  of  these  records.  Such  rec- 
ords shall  be  open  to  inspection  by  the  State  Com- 
missioner of  Health  or  his  authorized  representative 
and  shall  include  the  information  specified  in  Regu- 
lations 5,  6,  or  7 of  this  chapter,  whichever  shall 
apply. 

Regulation  5:  Records  to  be  kept  when  unstored 

human  whole  blood  is  used  for  transfusion.  When 
human  whole  blood  is  not  stored  and  is  used  for 
transfusion,  the  records  kept  by  the  institution  in 
which  the  transfusion  is  performed  shall  include: 

(а)  The  date  of  the  transfusion  and  quantity  of 
material  given. 

(б)  The  name  of  the  physician  or  surgeon  making 
the  transfusion. 

(c)  The  name  and  address  of  the  recipient. 

(d)  The  condition  of  the  recipient  during  and 
after  transfusion. 

(e)  The  name  and  address  of  the  donor  or  do- 
nors. 

(/)  Certification  from  a physician  registered 
under  the  laws  of  New  York  State  showing 
that  a physical  examination  of  the  donor  or 
donors  has  been  made  within  thirty  days 
immediately  preceding  the  blood  donation 
and  that  such  donor  or  donors  is  or  are  in  his 
judgment  free  from  communicable  disease, 
including  malaria  and  acute  upper  respira- 
tory infection,  and  that  the  blood  of  the 
donor  or  donors  has  a hemoglobin  content  of 
at  least  11  Gm.  per  100  ml.  of  blood. 

(< g ) The  results  of  serologic  tests  of  the  donor’s 
blood  for  evidence  of  syphilis. 

(h)  The  results  of  tests  to  determine  the  blood 
group  to  which  both  the  recipient  and  the 
donor  belong  according  to  the  Landsteiner 
classification  and  of  cross-matching  tests  to 
indicate  that  the  blood  of  the  donor  and  of 
the  recipient  are  compatible. 

Regulation  6:  Records  to  be  kept  when  human  blood 

or  nonpooled  human  plasma  is  stored.  When  human 
whole  blood  or  human  nonpooled  plasma  is  stored  for 
future  use,  the  records  of  the  institution  in  which  the 

County 

Albany  County 

Dr.  Milton  Helpern,  assistant  medical  examiner 
for  New  York  City,  addressed  a meeting  of  the 
county  society  on  February  24  on  the  topic  “Medico- 
legal Investigation  in  New  York  City — the  Respon- 
sibilities of  the  Medical  Examiner’s  Office  to  the 
Medical  and  Legal  Professions  and  Law  Enforcement 
Agencies.”* 

• • # 


* Asterisk  indicates  that  item  is  from  local  newspaper. 


blood  is  drawn  and  prepared  for  storage  shall  in- 
clude : 

(а)  All  items  included  in  subdivisions  (e)  to  (<7) 
inclusive  of  Regulation  5 of  this  chapter. 

(б)  The  date  on  which  the  blood  was  drawn. 

(c)  The  specimen  or  lot  number  or  other  identi- 
fication of  the  product. 

(d)  The  blood  group  to  which  the  donor  be- 
longs according  to  the  Landsteiner  classifi- 
cation. 

The  container  shall  bear  a label  on  which  shall  be 
entered  the  name  and  address  of  the  producing  lab- 
oratory or  hospital,  the  date  on  which  the  blood  was 
drawn,  the  results  of  serological  tests  for  evidence  of 
syphilis,  the  specimen  or  lot  number  or  other  identi- 
fication of  the  product  and  the  blood  group,  accord- 
ing to  the  Landsteiner  classification,  to  which  the 
blood  belongs. 

Regulation  7:  Records  to  be  kept  when  stored 

human  whole  blood  is  used  for  transfusion.  When 
human  whole  blood  is  stored  and  is  used  for  trans- 
fusion, the  records  kept  by  the  institution  in  which 
the  transfusion  is  performed  shall  include: 

(а)  All  items  included  in  subdivisions  (a)  to  (d) 
inclusive  of  Regulation  5 of  this  chapter. 

(б)  The  name  and  address  of  the  producing  lab- 
oratory or  hospital. 

(c)  The  specimen  or  lot  number  or  other  identi- 
fication of  the  product. 

(d)  The  length  of  time  that  the  blood  was  stored 
before  it  was  used  for  transfusion. 

(e)  The  results  of  tests  to  determine  the  blood 
group  of  the  recipient,  according  to  the 
Landsteiner  classification,  and  of  cross- 
matching tests  to  indicate  that  the  blood  of 
the  donor  and  of  the  recipient  are  com- 
patible. 

Regulation  8:  Records  to  be  kept  when  human  blood 

plasma,  human  serum,  or  their  derivatives  are  used  for 
transfusion.  When  human  blood  plasma,  human 
serum,  or  their  derivatives  are  used  for  transfusion, 
the  records  kept  by  the  institution  in  which  the 
transfusion  is  performed  shall  include: 

(а)  All  items  included  in  subdivisions  (a)  to  (d) 
inclusive  of  Regulation  5 of  this  chapter. 

(б)  The  kind  of  product  used. 

(c)  The  name  and  address  of  the  producing  lab- 
oratory or  hospital. 

(d)  The  specimen  or  lot  number  or  other  identi- 
fication of  the  product. 

(e)  The  expiration  date  of  the  product. 

Regulation  9:  When  to  take  effect.  Every  regula- 

tion in  this  chapter,  unless  otherwise  specifically 
stated,  shall  take  effect  on  the  first  day  of  March, 
1943. 


News 

David  Craig  Adie 

By  the  death  of  David  Craig  Adie  on  February 
23,  1943 — for  the  last  ten  years  head  of  the  Depart- 
ment of  Social  Welfare,  State  of  New  York — the 
people  of  the  state  have  lost  a practical,  energetic, 
and  cooperative  idealist  and  the  profession  of  medi- 
cine a sympathetic,  forward-looking  coworker  to 
whom  they  owe  much  in  the  building  up  of  a work- 
able public  medical  service. 

Born  in  Hamilton,  Scotland,  the  son  of  Lawrence 
and  Madeline  Cooper  Adie,  Dr.  Adie  attended  the 
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public  schools  of  Scotland.  He  came  to  this  coun- 
try in  1913  and  became  a citizen  in  1919. 

He  was  assistant  secretary  of  the  Minneapolis 
Civic  and  Commerce  Association,  1914  to  1918,  as- 
sociate secretary  of  the  War  Labor  Policies  Board  in 
1918,  impartial  chairman  of  the  men’s  and  boy’s 
clothing  industry,  New  York  City,  1919  to  1920, 
and  campaign  manager  of  the  American  City  Bu- 
reau, New  York,  1921  to  1922. 

Dr.  Adie  served  as  secretary  of  the  Charity  Or- 
ganization Society  of  Buffalo  and  secretary  of  the 
Council  of  Social  Agencies,  Buffalo,  before  becoming 
New  York  State  Commissioner  of  Social  Welfare. 

He  was  a professorial  lecturer  in  sociology  and 
social  work,  a member  of  the  curriculum  com- 
mittee of  the  University  of  Buffalo,  and  a member 
of  the  faculty  of  the  New  York  School  of  Social  Work 
and  of  Fordham  University. 

He  was  named  State  Social  Welfare  Head  in  July, 
1932,  to  succeed  Charles  H.  Johnson. 

During  Commissioner  Adie’s  tenure  the  social 
welfare  department  became  responsible  not  only  for 
supervision  of  the  public  assistance  programs,  which 
the  state  brought  into  consonance  with  provisions 
of  the  Federal  Social  Security  Act,  but  also  for 
supervision  of  the  unemployment  relief  program, 
previously  the  responsibility  of  the  temporary  Emer- 
gency Relief  Administration.  The  latter  was  abol- 
ished in  June,  1937. 

The  Department  was  reorganized  for  broader 
duties  and  established  a decentralized  administra- 
tion through  which  it  might  maintain  a more  inti- 
mate relationship  with  the  various  localities. 

“Poor  naked  wretches,  wheresoe’er  you  are, 

That  bide  the  pelting  of  this  piteous  storm, 

How  shall  your  houseless  heads  and  unfed 
sides, 

Your  loop’d  and  windowed  raggedness,  de- 
fend you 

From  seasons  such  as  these? ” 

Broome  County 

Binghamton’s  physicians  are  losing  valuable  time 
hunting  for  houses  with  concealed  street  numbers, 
and  want  the  City  Council  to  do  something  about  it. 

In  behalf  of  the  county  medical  society,  Dr.  Vic- 
tor W.  Bergstrom,  society  secretary,  wrote  to  the 
council  asking  that  proper  numbering  of  residences 
be  required. 

“Many  homes,”  he  wrote,  “are  conspicuous  by  the 
absence  of  a number  visible  from  the  street.  At 
night,  particularly,  this  makes  it  most  inconvenient 
and  requires  considerable  time  on  the  part  of  a 
physician  making  calls  to  find  the  residence  for 
which  he  is  looking. 

“In  these  days,  when  physicians  are  so  scarce, 
any  small  item  in  the  economy  of  time  is  important. 
The  society,  therefore,  asks  that  you  consider  this 
problem  and  that  some  action  be  taken  to  induce  the 
citizens  to  number  their  houses  properly.”* 


When  old  age  assistance  or  home  relief  clients  in 
the  City  of  Binghamton  get  an  order  for  medicine 
now,  the  chances  are  they  will  be  able  to  have  it 
filled  immediately  at  the  clinic  of  the  City  Welfare 
Department. 

With  the  cooperation  and  advice  of  the  county 
society  and  its  members  in  the  city,  the  drug  supply 
of  the  clinic  has  been  increased  approximately  100 
per  cent  since  the  first  of  this  year. 

Three  nurses  are  employed  at  the  clinic,  and  one 
is  on  duty  in  the  office  all  during  the  week.  Week 


ends  and  after  hours  one  of  the  nurses  always  can  be 
reached  through  police  headquarters  in  case  of 
emergency. 

On  clinic  days,  which  are  Wednesday  afternoon 
and  Saturday  morning,  approximately  15  persons 
are  examined  at  the  clinic,  according  to  Mrs.  Helen 
M.  Hickey,  supervising  nurse.  In  addition,  be- 
tween 10  and  15  others  come  in  each  day  to  obtain 
medicine.  Mrs.  Hickey  is  assisted  by  Miss  Helen 
L.  Borland  and  Mrs.  Bernice  Reynolds.  * 

Dutchess  County 

Dr.  Max  M.  Simon,  senior  attending  surgeon  and 
orthopaedist  at  St.  Francis’  Hospital,  has  been  ap- 
pointed surgeon  to  the  Poughkeepsie  Board  of  Edu- 
cation’s new  orthopaedic  clinic.  The  first  clinic 
session  was  held  at  the  high  school  on  March  2. 

Dr.  Helen  L.  Palliser,  school  physician,  with  the 
assistance  of  Dr.  Theodore  M.  Rimai  and  Dr.  Ernest 
K.  Kaluza,  has  been  carrying  on  physical  examina- 
tions of  all  school  pupils.  “Screening”  by  these 
examinations  will  make  it  possible  to  refer  to  Dr. 
Simon’s  attention  those  children  who  require  the 
services  of  an  orthopaedist,  according  to  Superin- 
tendent of  Schools  Holden.  Dr.  Simon  will  pre- 
scribe corrective  exercises,  which  will  be  given  under 
the  direction  of  Samuel  J.  Kalloch,  who  has  charge 
of  the  physical  education  program.  * 

Erie  County 

We  quote,  in  part,  an  interview  published  in  the 
Buffalo  Courier-Express  of  February  21: 

“In  nearly  fifty-two  years  of  practice  in  Buffalo, 
Irving  White  Potter,  M.D.,  internationally  known 
specialist  in  obstetrics,  has  delivered  more  than 
25,000  babies.  With  most  of  our  young  doctors  off 
to  war  and  an  exceptional  increase  in  births,  Dr. 
Potter  works  harder  and  longer  than  many  a man  of 
50.  And  few  men  enjoy  their  work  as  he  does. 

“ ‘Retire?  Not  while  I can  stand  on  my  feet; 
not  while  my  hand  is  steady  ; not  so  long  as  I’m 
capable  of  doing  my  own  thinking,’  ” he  declares, 
adding:  “ ‘On  my  seventy-fourth  birthday,  last 

November  12,  I officiated  at  four  cesarians  and  as- 
sisted my  son,  Dr.  Milton  G.  Potter,  with  another 
delivery. 

“ ‘I  believe  a doctor  has  no  business  to  retire  as 
long  as  he  can  be  of  service.  Several  physicians  I 
know  have  done  their  best  work  when  past  60  years 
old.  After  long  and  varied  experience,  a doctor 
may  develop  a new  technic  that  is  an  important  con- 
tribution to  the  medical  profession.  Experience  is 
of  great  value  to  a doctor,  and  I think  he  ought  to 
practice  as  long  as  possible  in  order  to  make  the 
most  of  it.’  ” 

New  York  County 

To  protect  public  health  against  a possible  de- 
ficiency of  fats  and  fat-soluble  vitamins  in  the  na- 
tional diet,  the  Public.  Health  Relations  Committee 
of  the  New  York  Academy  of  Medicine  on  February 
15  recommended  that  the  manufacture,  distribution, 
and  consumption  of  oleomargarine  be  encouraged. 
It  proposed  mandatory  fortification  of  all  oleomar- 
garines with  vitamin  A at  a uniform  level  of  9,000 
United  States  Pharmacopoeia  Units  per  pound  of 
finished  product;  W.P.B.  permission  for  the  use  of 
fats  and  oils  for  the  manufacture  of  oleomargarine 
in  such  quantities  as  would  offset  the  necessary 
withdrawal  of  butter  from  civilian  use;  suspension 
of  federal  and  state  laws  restricting  the  manufac- 
ture and  distribution  of  oleomargarine  for  the  dura- 
tion of  the  butter  crisis;  and  public  education  in  the 
nutritional  value  of  fortified  oleomargarine. 
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Niagara  County 

The  history  of  the  medical  profession  in  Niagara 
Falls  for  a half  century  was  retold  on  February  22  as 
old  friends  and  professional  associates  of  Dr.  Fred- 
erick N.  C.  Jerauld  honored  him  at  a dinner  in  the 
Niagara  Falls  Country  Club,  Lewiston  Heights,  in 
observance  of  his  “golden  jubilee,,  as  a physician 
and  surgeon. 

Approximately  70  physicians  from  the  western 
New  York  and  Ontario  areas  attended  the  dinner, 
in  addition  to  many  laymen  who  had  been  associated 
with  Dr.  Jerauld  during  his  long  residence  and  prac- 
tice in  this  city.  Toastmaster  was  Dr.  Thomas  J. 
McBlain,  whose  fiftieth  anniversary  as  a physician 
and  surgeon  was  observed  two  years  ago.  * 

Oneida  County 

The  use  of  drugs  in  the  treatment  of  burns  and 
shock  from  burns  was  described  on  February  18  by 
Dr.  Emmett  A.  Dooley  at  a dinner  meeting  of  the 
Utica  Academy  of  Medicine  in  Utica. 

Dr.  Dooley  is  a member  of  the  staff  of  the  Mor- 
risania  Hospital,  New  York  City.* 


Dr.  Frank  J.  Slater  discontinued  his  medical  prac- 
tice in  Clinton  on  March  1 to  join  the  staff  of  the 
Slocum-Dickson  Clinic  in  Utica.  He  will  specialize 
in  internal  medicine  and  anesthesia. 

Queens  County 

The  March  19  “Friday  Afternoon  Talk”  will  be 
entitled  “Differential  Diagnosis  of  Low  Back  Pain.” 
Dr.  Samuel  Kleinberg,  orthopaedic  surgeon,  Hos- 
pital for  Joint  Diseases,  and  consultant  orthopaedic 
surgeon,  Rockaway  Beach  and  Israel  Zion  Hospi- 
tals, will  be  the  speaker. 

The  speaker  on  March  5 was  Dr.  Harold  Pardee, 
whose  subject  was  “Cardiac  Emergencies.”  Dr. 
Pardee  is  associate  physician  at  New  York  Hos- 
pital, and  cardiologist  at  Polyclinic  Hospital. 


There  is  an  urgent  need  for  more  physicians  for 
the  Pre-Induction  Examining  Teams  in  Queens. 
Doctors  who  have  already  volunteered  for  the  work 
are  urged  to  report  for  duty,  and  additional  ones  are 
asked  to  offer  their  services. 

Richmond  County 

Doctors  and  dentists  of  Staten  Island  gathered  on 
March  10  at  9 p.m.  for  a joint  meeting  of  the  Rich- 
mond County  Medical  and  Dental  Societies  in  the 
Richmond  Health  Center,  St.  George. 

The  program,  arranged  by  the  Dental  Society, 
included  a talk  by  Dr.  Leo  M.  Taran,  medical  di- 
rector of  St.  Francis  Sanitarium  for  Cardiac  Child- 
ren, Roslyn,  Long  Island,  and  chief  of  the  children’s 
cardiac  clinic  at  Kings  County  Hospital. 

Dr.  Taran’s  topic  was  “Dental  Care  of  Children 
with  Rheumatic  Heart  Disease.” 

Officers  of  the  medical  society  attended  a dinner 
in  honor  of  Dr.  Taran  in  Lazzari’s  Restaurant, 
Rosebank,  before  the  meeting. 

Schenectady  County 

Dr.  Richard  B.  Cattell  of  the  surgical  staff  of 
the  Lahey  Clinic  in  Boston  was  the  speaker  at  the 
February  meeting  of  the  county  society.* 


Tioga  County 

On  February  13,  Dr.  Peter  Irving  received  the 
following  letter,  with  a clipping  enclosed,  from  Dr. 
Paul  B.  Brooks,  deputy  commissioner  of  the  State 
Health  Department: 

“Assuming  that  you  are  interested  in  expressions 
of  intelligent  laymen  concerning  their  physicians, 
I am  enclosing  a clipping  from  the  editorial  ]4age  of 
the  American  Agriculturist  of  January  16. 

“The  doctor  to  whom  Mr.  Eastman  referred 
was  Dr.  Hiram  L.  Knapp,  of  Newark  Valley, 
New  York,  whom  I take  to  be  the  older  of  the  two 
men  by  this  name  listed  in  the  latest  edition  of  the 
State  Medical  Directory.” 

The  item,  an  editorial  by  E.  R.  Eastman,  follows: 

But  the  Old  Man  with  the  Scythe  with  whom  he  had  con- 
tended for  years  finally  came  for  the  doctor  himself.  Then 
the  folks,  mostly  farmers,  came  pouring  out  of  the  hills  in 
an  unending  procession  of  callers  to  pay  their  last  respect* 
to  “Old  Doc,”  to  the  friend  on  whom  they  and  their  fathers 
before  them  had  called  when  in  trouble,  and  never  called  in 
vain. 

For  fifty  years,  Dr.  Knapp  rode  the  hills  and  valleys  of 
my  home  town,  one  of  the  finest  of  that  great  breed  of  men 
now  rapidly  disappearing — the  country  doctor.  Dr.  Knapp’s 
father,  grandfather,  and  great-grandafther  were  doctors,  and 
all  of  his  four  sons  are  either  doctors  or  dentists. 

My  memories  of  Dr.  Knapp  go  back  to  the  time  on  the  old 
farm  when  my  youngest  brother  Albert,  then  a small  boy, 
was  deathly  sick  with  pneumonia.  Worried  and  depressed, 
every  member  of  the  family  watched  the  old  hill  road  every 
morning,  anxiously  looking  for  the  doctor  to  come  crawling 
down  through  the  drifts  with  his  horse  and  cutter.  When 
he  came,  his  keen  sense  of  humor,  his  jolly  laugh,  and  his 
unfailing  optimism  changed  the  whole  atmosphere  in  the 
home  and  in  the  sick  room,  and  had  as  much  to  do  with  the 
recovery  of  his  patient  as  his  pills.  His  sense  of  humor  was 
shown  by  a sign  in  his  office  over  which  he  and  I often 
laughed  together:  “Take  my  pills  and  grow  fat.” 

Through  all  of  Mother’s  later  years,  Dr.  Knapp  took 
care  of  her  and  kept  her  alive  and  happy  well  into  her  eighties, 
in  spite  of  the  fact  that  she  always  had  a weak  heart.  When 
she  died,  I came  on  him  suddenly,  staring  unseeingly  out  of 
the  kitchen  window,  with  tears  in  his  eyes. 

Tompkins  County 

A regular  meeting  of  the  county  society  was  held 
in  the  Cafeteria  of  Tompkins  County  Memorial 
Hospital  on  Tuesday  evening,  February  16,  at 
8:15  p.m. 

Neal  E.  Artz,  Ph.D.,  associate  professor  of  physi- 
ological chemistry,  Syracuse  University,  and  Dr. 
John  J.  Bourke,  state  medical  officer,  New  York 
State  Health  Preparedness  Committee,  gave  a pro- 
gram on  “Medical  Aspects  of  Chemical  Warfare.” 

This  program  was  arranged  by  the  Council  Com- 
mittee on  Public  Health  and  Education  of  the  Medi- 
cal Society  of  the  State  of  New  York,  in  cooperation 
with  the  Health  Preparedness  Commission  of  the 
State  War  Council. 

Discussion  on  compensation  fees  was  held  after 
the  scientific  program. — Dr.  J.  N.  Frost,  President 


At  the  county  society  meeting  on  February  16,  Dr. 
Richmond  Douglass  was  elected  alternate  delegate 
to  the  State  Society. — Dr.  W.  Wilson,  Secretary 

Westchester  County 

Members  of  the  Westchester  County  Woman’s 
Medical  Society  heard  Dr.  Vera  Collins  discuss  “In- 
fection of  the  Gastrointestinal  Tract”  at  a meeting 
on  February  24  at  the  home  of  Dr.  Mary  B.  San- 
ford in  Mt.  Vernon. 
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On  February  16  there  was  a joint  meeting  of  the 
county  society  with  the  Westchester  Society  of 
Gastroenterology,  whose  president,  Dr,  Ferdinand 
M.  Jordan,  of  White  Plains,  introduced  the  guest 
speaker  of  the  evening,  Dr.  S.  Allen  Wilkinson,  of 
the  Lahey  Clinic  in  Boston.  Dr.  Wilkinson  pre- 
sented an  illustrated  paper  on  the  topic  “Gastric 
Ulcer  and  Carcinoma.”  A lively  discussion  followed 
Dr.  Wilkinson’s  paper. 

In  its  business  session,  the  society  adopted  memo- 
rial resolutions  on  the  late  Dr.  Norman  B.  Sowell, 
of  Briarcliff  Manor,  who  died  on  October  3,  1942, 
and  the  late  Dr.  Louis  B.  Chapman,  of  New  Ro- 
chelle, a former  president  of  the  society,  who  died 
on  January  9. 

The  public  health  committee,  under  the  chairman- 
ship of  Dr.  John  B.  Ahouse,  of  Yonkers,  announced 
the  development  of  a county-wide  campaign  for 
smallpox  vaccinations  to  be  carried  on  in  the  late 
spring  and  stated  that  the  committee  would  seek  the 
cooperation  of  local  civilian  protection  agencies  and 
war  councils. 

The  public  health  committee  also  announced  that 
a letter  is  being  sent  to  the  staffs  of  hospitals  in  the 
county,  describing  the  need  of  nurses  for  the  Army 
and  Navy.  The  committee  is  urging  that  physi- 
cians discourage  unnecessary  use  of  nurses  by  their 
private  patients  and  promote  the  use  of  group  nurs- 
ing by  private-duty  nurses  in  order  to  conserve  nurse 
power  in  local  institutions.  The  committee  is  also 
recommending  other  steps  to  bring  back  into  service 
local  nurses  who  have  not  recently  been  engaged  in 
nursing  but  through  whose  service  younger  nurses 
eligible  for  military  duty  could  be  released  from  the 
hospitals. 

It  was  announced  that  the  society  had  been 
awarded  a certificate  of  appreciation  by  the  Na- 
tional Red  Cross  in  recognition  of  its  services  ren- 
dered in  connection  with  the  blood  donor  program, 
for  which  the  Red  Cross  has  received  the  Army  and 
Navy  “E.”* 


The  possibility  that  rats  and  mice  play  an  im- 
portant part  in  the  spread  of  infantile  paralysis  has 
resulted  from  extensive  studies  made  of  last  sum- 
mer’s cases  in  White  Plains  by  Dr.  Gilbert  Dalldorf, 
of  Bedford  Road,  director  of  laboratories  at  Grass- 
lands Hospital. 


In  an  article  published  in  the  February  issue  of  the 
American  Journal  of  Public  Healthy  Dr.  Dalldorf 
records  the  recovery  of  a rodent-paralyzing  virus 
from  house  mice  collected  in  an  epidemic  area  of 
human  poliomyelitis,  and  the  apparent  transfer  of 
poliomyelitis  to  rodents  from  one  of  the  human 
cases  involved  in  this  epidemic. 

Any  further  conclusions  drawn  from  these  studies 
are  highly  speculative,  Dr.  Dalldorf  emphasized. 
If  the  same  facts  are  noted  in  independently  studied 
cases  next  summer,  the  discovery  will  mean  more, 
he  said. 

Under  no  circumstances,  said  Dr.  Dalldorf,  would 
he  permit  tests  on  human  beings  before  much  more 
experimental  work  has  been  done  in  the  laboratory. 
The  very  uncertain  and  complicated  characteristics 
of  the  disease  mean  that  any  discovery  must  be 
treated  with  the  utmost  conservatism,  he  said. 

Suspicion  was  pinned  on  mice  and  other  rodents 
by  Dr.  Dalldorf  and  independently  by  Dr.  C.  W. 
Jungeblut,  of  Columbia  University,  after  West- 
chester Health  Commissioner  William  A.  Holla  had 
a “hunch”  about  rodents  during  an  investigation  of 
the  death  of  a White  Plains  fireman  last  September. 
A dead  mouse  was  found  on  the  fireman’s  coal  pile 
and  other  infected  mice  were  discovered  in  the  same 
neighborhood,  where  four  more  cases  of  poliomyeli- 
tis developed  in  the  next  ten  days. 


Two  special  courtesies  for  members  who  have 
gone  into  the  services  have  been  arranged  by  the 
Westchester  County  Medical  Society,  both  of  them 
interesting  enough  for  public  attention  and  dis- 
cussion. 

For  instance,  the  society  is  distributing  to  its 
members  an  office  poster,  which  requests  patients 
to  remember  their  former  physicians — if  now  in 
service — and  to  return  to  them  after  the  war  is  over. 

The  society  has  also  engaged  in  negotiation  with 
the  New  York  Telephone  Company,  with  the  result 
that  a plan  has  been  worked  out  whereby  doctors 
who  go  into  service  are  permitted  to  retain  their 
telephone  numbers,  so  that  their  telephone  service 
can  be  reinstated  with  the  same  number  on  their 
return  to  civil  practice. 

“This  is  now  understood  to  be  the  policy  of  the 
company,”  says  a society  bulletin,  “and  these 
telephone  numbers  will  be  reserved  as  far  as  pos- 
sible.” 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Samuel  Barris 

73 

Baltimore 

December  11 

Manhattan 

J.  Willis  Candee 

87 

N.Y.  Horn. 

February  15 

Utica 

Charles  S.  B.  Cassasa 

56 

P.  & S.,  N.Y. 

February  22 

Manhattan 

Augustus  E.  Cordes 

70 

Albany 

February  14 

Brooklyn 

Gilbert  D.  Forbes 

61 

Buffalo 

February  10 

Kendall 

Samuel  Fuxon 

46 

Tufts 

February  18 

Brooklyn 

William  A.  Herman 

41 

Georgetown 

February  17 

Manhattan 

Henry  G.  Hughes 

— 

N.Y.  Univ. 

February  17 

Schenectady 

Albert  J.  Lawler 

65 

Buffalo 

February  16 

Niagara  Falls 

Victor  K.  Martin 

48 

Buffalo 

February  — 

Buffalo 

Henry  Smoyer 

72 

Niagara 

February  18 

North  Tonawanda 

Joseph  T.  Travers 

55 

L.I.C.  Hosp. 

February  20 

Manhattan 

Medical  Legislation 

The  following  bulletin  {No.  4 ) was  issued  on  February  20  by  the  Legislative  Bureau 
of  the  Medical  Society  of  the  State  of  New  York. 


State  Legislation 


'X’HE  conference  of  county  chairmen  was  held  in 
J-  Albany  on  Friday  as  previously  announced.  It 
was  most  gratifying  to  the  Committee  to  have  33 
of  the  61  County  Societies  represented.  It  must  be 
considered  indicative  of  a live  interest  that  physi- 
cians are  taking  in  legislative  matters  when  such  a 
large  number  of  men  can  arrange  to  spare  the  time — 
and  in  some  instances  more  than  two  days — 
necessary  to  come  to  Albany  for  the  purpose  of 
discussing  the  bills  that  are  being  considered  by 
the  Legislature.  All,  except  a few  in  the  immediate 
vicinity  of  Albany,  had  to  come  by  railroad  this 
year  instead  of  automobile,  and  had  stories  to  tell 
of  the  difficulty  they  had  in  obtaining  seats  or  the 
trains  had  in  maintaining  their  schedules.  A list 
of  the  counties  represented  follows: 


Albany 

Jefferson 

Oswego 

Allegany 

Kings 

Putnam 

Cayuga 

Madison 

Queens 

Chemung 

Monroe 

Richmond 

Chenango 

Nassau 

Rockland 

Clinton 

New  York 

Schenectady 

Cortland 

Niagara 

Schoharie 

Erie 

Oneida 

Tompkins 

Essex 

Onondaga 

Warren 

Genesee 

Orange 

Washington 

Greene 

Orleans 

Westchester 

As  usual, 

the  merits  of  the  bills  which  we  have 

been  following  were  discussed  in  open  forum  and  a 
decision  reached  as  to  whether  they  should  be 
supported  or  opposed.  In  a number  of  instances 
bills  were  approved  in  principle  but  objection  was 
expressed  to  the  manner  in  which  they  are  drafted. 
At  the  close  of  the  conference  the  Committee  im- 
pressed upon  the  chairmen  the  importance  of  taking 
up  with  their  legislators  at  home  the  decisions 
reached  at  the  conference.  Especially  was  it  asked 
that  this  be  done  in  the  interests  of  the  x-ray  bill. 
A report  of  the  action  of  the  conference  follows: 

Approved 

S.Int.9 — Wicks  (Optician  bill) 

Approved  except  for  the  provision  on  page  8, 
lines  16  and  17  (Pr.  9)  which  states:  “The  De- 
partment (of  Education)  shall  issue  a license  to 
practice  optical  dispensing  to  any  duly  licensed 
physician  or  optometrist  who  pays  a fee  of  $25.” 
The  objection  was  that  physicians  should  be  per- 
mitted to  dispense  glasses  without  paying  the 
extra  fee  of  $25.  This  objection  has  been  taken 
up  with  the  sponsor  of  the  bill  since  the  confer- 
ence and  our  attention  is  called  to  provisions  in 
Section  1519,  page  17,  line  26,  to  line  9,  page  18, 
inclusive,  in  which  it  is  specifically  stated  that 
nothing  in  this  article  shall  be  construed  to  limit 
or  restrict  in  any  way  the  practice  of  medicine  by 
duly  licensed  physicians  or  to  limit  or  restrict  a 
duly  licensed  physician  from  the  practices  enumer- 
ated and  defined  in  the  article  and,  further,  that 
a licensed  physician  shall  have  all  the  rights  and 
privileges  which  may  accrue  under  this  article  to 
dispensing  opticians.  This  apparently  meets  the 
objection  raised  at  the  conference. 

Slnt.21 — Dunnigan  \ Creating  commission  to  formu- 

A. Int. 6 9 — Steingut  J late  plan  of  social  security  to 


Slnt.278— 
A Int. 885- 
Slnt.301— 
A .Int. 427- 
Slnt.811— 
Alnt.362- 
S.Int.515— 
A .Int. 647- 
Slnt.705- 
Alnt.877- 


■W.  J.  Mahoney 1 
-Mailler  J 

- Y oung  \ 

-Younglove  j 
■Hampton  f 
-Emma  J 
■Young  1 
-Milmoe  J 
■Williamson  \ 
-Owens  J 


A .Int. 43 — M.  Wilson 


A 1 nt.97 — Sullivan 
Alnt.544 — Breed 

A.Int.666—  Mitchell 

AJnt.907 — Molinari 

Disapproved 

S.Int. 3 4 — Joseph  ) 
A.Int.28 — Jack  [ 

Alnt.58 — Devany  j 
Slnt.37 — F.  J.  Mahoney 

Slnt.206 — W.  J.  Mahoney 
AJnt.279 — Kreinheder 
Slnt.637 — W.  J.  Mahoney 

SJnt.613 — Marasco 


Slnt.699 — Condon  \ 

Alnt.880 — M.  Wilson  J 
Alnt.135 — Austin 

Alnt.333 — C.  D.  Williams 
Alnt.334 — C.  D.  Williams 
Alnt.636 — Fogarty 

A.Int.669 — Suitor 


Approved  in  Principle 

Sint. 7 2 — Quinn 

Sint. 8 5 7 — W illiamson 

Slnt.522 — Anderson  \ 
Alnt.643 — Knauf  J 

S.Int.628 — Baum 


No  Action 

S.Int.605 — Burney  \ 
A.Int.672 — Pillion  j 
Alnt.789 — McCarron 


meet  exigencies  of  war  and 
postwar  conditions 
In  relation  to  emergency  health 
and  sanitation  areas 
In  relation  to  the  office  of 
assistant  town  physician 
Habit-forming  drugs  or  medi- 
cine, sale  at  wholesale 

Medical  Grievance  Committee 
Sanitary  rules  and  regulations, 
power  of  a county  health  board 
to  adopt 

Creating  commission  to  study 
feasibility  of  establishing  facili- 
ties for  rehabilitating  persons 
recovering  from  tuberculosis 
X-ray  bill 

In  relation  to  persons  infected 
with  venereal  disease 
Jurisdiction  of  magistrates,  New 
York  City 

Noxious  weeds,  removal  in  cities 


Health  insurance 

Working  mothers,  care  of  chil- 
dren 

Physiotherapy  bill 

Re:  opticians  and  practice  of 
optometry 

Civil  Practice  Act,  reports  of 
physical  examination  to  be 
given  plaintiff 

Injured  employees,  care  and 
treatment  by  podiatrists 
Removal  of  noxious  weeds, 
general 

Nurses,  license 
Nurses,  license 

Workmen’s  compensation,  men- 
tally disabled 

Registration  by  health  officer 
and  investigation  by  coroner  of 
deaths  occurring  without  medi- 
cal attendance 


Creating  consumers’  bureau  in 
State  Department  of  Health 
Operator  of  motor  vehicle, 
physical  exam. 

Relating  to  advertising  of  eye- 
glasses and  materials  used  for 
ophthalmic  purposes 
Prohibiting  employment  of  do- 
mestic workers  suffering  from 
communicable  disease 


Licenses,  certain  professions, 
military  service 

Workmen’s  compensation, 
physical  examination  of  injured 
employee 


Bills  Introduced  Since  Last  Bulletin  Was  Issued 

Senate  Int.  605 — Burneyf  relative  to  licenses  to 
practice  certain  professions  following  military 
service.  Referred  to  National  Defense  Committee. 

Comment:  Same  as  Assembly  Int.  672 — Pillion, 
reported  in  Bulletin  No.  3.  No  action  taken  on 
this  bill  by  conference. 

Senate  Int.  618 — Marasco , provides  in  action  to 
recover  damages  for  personal  injuries,  plaintiff 
shall  be  entitled  to  copy  of  report  of  each  physical 
examination  to  which  he  submitted  pursuant  to 
order.  Referred  to  the  Codes  Committee. 

Comment:  To  give  the  plaintiff  a copy  of  the 
report  of  physical  examination  made  at  the  request 
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of  the  court  might  complicate  the  trial  very  much 
because  the  plaintiff’s  lawyer  would  certainly  take 
whatever  advantage  he  could  of  the  report  of  the 
examination.  Considered  by  conference  and  dis- 
approved. 

Senate  Int.  699 — Condon;  Assembly  Int.  880 — 
M . Wilson , provides  that  in  workmen’s  compensa- 
tion cases  injured  employee  may  be  treated  by 
licensed  podiatrist  authorized  by  industrial  com- 
missioner to  render  such  care;  provides  for  schedules 
limited  to  defined  localities,  of  minimum  charges 
and  fees  therefor.  Referred  to  the  Labor  Com- 
mittees. 

Comment:  Authorizes  podiatrists  to  treat  cases 
imder  the  Workmen’s  Compensation  Law.  Dis- 
approved by  conference  on  the  grounds  that  at 
present,  where  the  services  of  a podiatrist  are  needed, 
cases  are  referred  to  them  for  treatment. 

Senate  Int.  705 — Williamson;  Assembly  Int. 
877 — -Owens,  provides  that  rules  and  orders  of  county 
health  board  shall  state  date  on  which  they  take 
effect,  copy  signed  by  county  health  commissioner 
or  deputy  to  be  filed  in  State  Health  Department, 
county  health  department  and  county  clerk’s  office ; 
they  must  be  published  from  time  to  time  as  sanitary 
code,  certified  copy  to  be  furnished  for  fee  of  SI. 00; 
such  code  shall  have  effect  of  law.  Referred  to 
Internal  Affairs  Committee  in  Senate  and  Health 
Committee  in  Assembly. 

Comment:  Considered  by  conference  and  ap- 

proved. 

Senate  Int.  785 — Hampton;  Assembly  Int.  958 — 
Archinal,  provides  that  restriction  on  public  hos- 
pitals treating  workmen’s  compensation  cases  only 
during  emergency  shall  not  apply  where  carrier 
or  employer  refuses  or  neglects  to  authorize  hospital 
service  after  employee  requested  that  they  furnish 
same  or  when  nature  of  injury  required  such  services 
and  employer  or  agent  neglected  to  provide  same; 
injured  employee  may  then  select  any  hospital. 
Referred  to  the  Labor  Committees. 

Assembly  Int.  789 — McCarron,  strikes  out  pro- 
vision giving  employee  or  carrier  in  workmen’s 
compensation  cases  right  to  select  and  pay  physician 
to  participate  in  physical  examination  required  by 


industrial  commissioner  or  board.  Referred  to  the 
Labor  Committee. 

Comment:  This  bill  has  been  before  the  Legis- 
lature for  a number  of  years.  It  would  require 
that  when  an  injured  workman  is  to  be  examined 
by  a physician  from  the  Department  of  Labor, 
no  other  physician  shall  be  present.  Last  year  the 
conference  saw  the  reason  for  the  amendment  but 
suggested  that  it  should  be  so  drafted  that  either 
no  physician  shall  be  present  or  both  the  physician 
for  the  carrier  and  for  the  injured  employee.  This 
year  the  conference  was  of  the  same  mind  but  took 
no  action  on  the  bill. 

Assembly  Int.  907 — Molinari,  provides  that  when 
ragweed  or  other  noxious  weed  or  plant  is  growing 
in  any  city,  local  health  board  may  declare  it  to  be 
a nuisance  and  order  it  destroyed  or  abated;  if 
order  is  not  complied  with,  local  board  may  enter 
property  and  remove  same.  Referred  to  the  Health 
Committee. 

Comment:  The  bill  was  approved  by  the  con- 
ference with  the  suggestion  that  it  should  be  ex- 
tended to  cover  incorporated  villages. 

Among  the  bills  to  be  mentioned  casually  this 
time  is  one  which  would  make  it  a misdemeanor  to 
grow  marihuana  without  a license. 


Action  on  Bills 

SJnt.278 — W.  J.  Mahoney  Health,  sanitary  areas,  desig- 
nate— Third  Reading 

SJnt.311 — Hampton  Habit-forming  drugs — Third 

Reading 

SJnt.828 — Bewley  \ Tax  deductions,  medical  ex- 

AJnt.877 — Whitney  J penses,  etc.  Law  Chapter  12 


Hearings 

March  2 — 2:00  p.m.  Hearing  before  Assembly  Edu- 

cation Committee 

A.Int.862 — Emma  Habit-forming  drugs  or  medi- 

cines, sale  at  wholesale 


John  L.  Bauer 
Walter  W.  Mott 
Leo  F.  Simpson 
Committee  on  Legislation 
Joseph  S.  Lawrence 
Executive  Officer 


HEPVISC  IN  HYPERTENSION 


LOWERS  HIGH  BLOOD  PRESSURE 

Relieves  Hypertensive  Symptoms  • Prolongs  Hypotensive  Action 

Each  tablet  contains  a synergistic  combination  of  20  mg. 
Viscum  album,  60  mg.  desiccated  hepatic  substance  and  60  mg. 
desiccated  insulin-free  pancreatic  substance. 

Dosage  1-2  tablets  t.i.d.  Sample  on  request 

Available  in  bottles  of  50,  500  and  1,000  tablets. 

ANGLO-FRENCH  LABORATORIES,  INC 

75  VARICK  STREET,  NEW  YORK,  N.  Y. 
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THERE  ARE  many  sound  reasons  why 
OVOFERRIN  is  the  preferred  hematinic  and 
tonic  in  run-down  conditions.  But  basically, 
these  stem  from  the  fact  that  it  is  a unique  col- 
loidal iron-protein,  and  it  has  many  noteworthy 
therapeutic  advantages  over  the  iron  salts  (sul- 
phates, citrates,  etc.).  The  ionizable  salts  are  split 
up  in  the  alimentary  tract  with  the  release  of  ions 
likely  to  be  astringent  and  irritating.  In  the  in- 
testines the  iron  ion  precipitates  may  dehydrate 
and  constipate,  are  less  efficiently  assimilable. 

OVOFERRlN’s  colloidal  iron-protein  on  the 
other  hand  does  not  release  irritating  ions  in  the 
stomach.  It  arrives  in  the  intestine  as  a fully 


hydrated  colloidal  oxide,  a logical,  nutritional 
form  which  is  readily  assimilable  and  can  not 
constipate. 

In  the  run-down  business  man,  school  child 
or  housewife,  OVOFERRIN  produces  prompt  nu- 
tritional improvement,  appetite  stimulation  and 
a better  blood  picture.  Its  palatability,  its  free- 
dom from  odor  and  from  staining  properties 
assure  patient  cooperation.  But  these  qualities 
are  not  the  result  of  sweetening,  masking,  or 
coating.  They  are  inherent  in  OVOFERRlN’s 
colloidal  form.  Dosage— 1 tablespoonful  in  a lit- 
tle milk  or  water  at  meals  and  bedtime. 


Prescribe 


OVOFERRIN 


COLLOIDAL  IRON-PROTEIN  BLOOD-BUILDER 

In  Secondary  Anemia,  Convalescence,  Pregnancy, 

Pale  Child/'  and  Run  Down  States 

S COMPANY,  NEW  BRUNSWICK,  N.  J. 

^ 

Ovoferrm”  is  a registered  trade  mark,  the  property  of  A.  C.  Barnes  Co, 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Honor  Roll 

Medical  Society  of  the  State  of  New  York 

Member  Physicians  in  the  Armed  Forces 

Supplementary  List 

The  following  list  is  the  fifth  supplement  to  the  Honor  Roll  published  in  the  December  15  issue. 
Other  supplements  appeared  in  the  January  1,  January  15,  February  15,  and  March  1 issues. — Editor 


A 

Adler,  K.  (Capt.) 

N.P.  School,  Lawson  Gen’l.  Hosp., 
Atlanta,  Ga. 

Axinn,  C. 

183-06  89  Ave.,  Jamaica,  N.Y. 


B 

Bartha,  N.  P. 

22-11  37  St.,  Long  Island  City,  N.Y. 
Brickner,  M.  E. 

42  First  Ave.,  Gloversville,  N.Y. 
Brillinger,  F. 

Peekskill,  N.Y. 

Brody,  E.  L. 

167  E.  79  St.,  N.Y.C. 


C 

Campbell,  J.  A.  (Capt.) 

A.P.O.  813,  c/o  P.M.,  N.Y.C. 
Cannizzaro,  L.  P. 

8701  Shore  Road,  Brooklyn,  N.Y. 
Collins,  J.  T. 

92-12  52  Ave.,  Elmhurst,  N.Y. 


D 

Dasch,  J.  (Lt.) 

343  Inf.,  A.P.O.  86,  Camp  Howze, 
Tex. 

Diana,  M.  A. 

125  E.  63  St.,  N.Y.C, 


F 

Fettes,  D.  S.,  Jr. 

205  Ave.  J,  Brooklyn,  N.Y. 
Flood,  C.  C. 

25  Morris  St.,  Yonkers,  N.Y. 
Friedman,  H. 

Norwich,  N.Y. 


G 

Gershwin,  H.  (Lt.) 

Carlisle  Barracks,  Pa. 

Gilbert,  G.  A. 

1414  Union  St.,  Schenectady,  N.Y. 
Gould,  C.  K.  (Capt.) 

608  C.A.  (AA),  Fort  Bliss,  Tex. 
Granieri,  A.  H. 

27-14  Crescent  St.,  Astoria,  N.Y. 
Green,  D.  M.  (Capt.) 

Station  Hosp.,  Camp  McCain,  Miss. 
Gridley,  N.  G. 

Horseheads,  N.Y. 


H 

Hobler,  R.  E. 

421  W.  Church  St.,  Elmira,  N.Y. 
Hust,  R.  F. 

Mount  Upton,  N.Y. 


J 

Jabbour,  J.  M. 

125  Prospect  Pk.  W.,  Brooklyn, 
N.Y. 


Jacobs,  A. 

U.S.  Coast  Guard  Sta.,  Harrisburg 
Barracks,  Houston,  Tex. 
Jacobsen,  A.  (Capt.) 

Fitzsimons  Gen’l  Hosp.,  Denver, 
Colo. 

Jensen,  L.  G. 

100  Central  Ave.,  St.  George,  S.I., 
N.Y. 


K 

Kaback,  E.  R. 

35  South  St.,  Middletown,  N.Y. 
Kaplan,  D. 

310  E.  Church  St.,  Elmira,  N.Y. 
Koch,  M.  (U.S.P.H.S.) 

Coast  Guard  Sta.,  Panama  City, 
Fla. 

Koren,  M. 

104-49  Ave.,  Corona,  N.Y. 


L 

Laidlaw,  J.  B. 

176  S.  Goodman  St.,  Rochester, 
N.Y. 

Lechner,  S.  (Lt.) 

183  Station  Hosp.,  A.P.O.  942, 
c/o  P.M.,  Seattle,  Wash. 

Lipani,  J.  G. 

3974  Amboy  Rd.,  Great  Kills,  S.I., 
N.Y. 

Littenberg,  S.  H. 

Florida,  N.Y. 


M 

Makarewicz,  L.  J. 

754  Fillmore  Ave.,  Buffalo,  N.Y. 
Malin,  J.  M.  (Capt.) 

191  St.  Marks  PL,  S.I.,  N.Y. 
Mangiaracina,  C.  C. 

88-04  Woodhaven  Blvd.,  Wood- 
haven,  N.Y. 

Marshall,  H.  B. 

408  W.  Church  St.,  Elmira,  N.Y. 
Mason,  B. 

63  Wickham  Ave.,  Middletown 
N.Y. 

Mastrota,  J.  A. 

3024  Clarendon  Rd.,  Brooklyn, 
N.Y. 

McCulloch,  E.  C. 

Procter  & Gamble  Mfg.  Co., 
Mariners  Harbor,  S.I.,  N.Y. 
McGarvey,  D.  F. 

277  Alexander  St.,  Rochester,  N.Y. 
Meyerhoff,  K.H. 

947  State  St.,  Schenectady,  N.Y. 
Myers,  F.  D. 

Slate  Hill,  N.Y. 


P 

Paterno,  J.  G. 

635  Carroll  St.,  Brooklyn,  N.Y. 
Pettit,  S.  C. 

774  Jewett  Ave.,  Westerleigh,  S.I., 
N.Y. 

Pine,  I. 

356  Clinton  St.,  Binghamton,  N.Y. 
Poritz,  H. 

384  Bard  Ave.,  West  Brighton, 
S.I.,  N.Y. 


R 

Ridall,  E.  G. 

410  W.  Church  St.,  Elmira,  N.Y. 
Rubenstein,  L. 

U.S.  Coast  Guard  Sick  Bay,  Sea 
Isle  City.  N.J. 


S 

Sachs,  P.  M. 

57  W.  57  St.,  N.Y.C. 

Sanger,  M.D. 

666  Eastern  Parkway,  Brooklyn, 
N.Y. 

Schloss,  J. 

7 Gardner  Ave.,  Middletown,  N.Y. 
Schoen,  H.  E. 

710  Forest  Ave.,  West  New 
Brighton,  S.I.,  N.Y. 

Schoenholz,  S.M. 

Campbell  Hall,  N.Y. 

Schwarz,  W.A. 

57  Broad  St.,  Stapleton,  S.I.,  N.Y. 
Sharpe,  J.D. 

1148—5  Ave.,  N.Y.C. 

Sidoti,  J.S. 

70  New  Street,  Port  Richmond, 
S.I.,  N.Y. 

Sojewicz,  A.E. 

1408  W.  Genesee  St.,  Syracuse,  N.Y. 
Sokolove,  C. 

3050  Richmond  Ter.,  Mariner’s 
Harbor,  S.I.,  N.Y. 

Stillman,  I.W. 

1028  Bushwick  Ave.,  Brooklyn, 
N.Y. 

Stone,  M.L. 

239  Central  Pk,  W.,  N.Y.C. 


T 

Tilden,  W.  C. 

41  E.  Hartsdale  Ave.,  Hartsdale, 
N.Y. 

Tillou,  D.  J. 

311  W.  Church  St.,  Elmira,  N.Y. 


V 

Viscuse,  F.  M. 

75-20  Kessel  St.,  Forest  Hills,  N.Y. 


W 

Warren,  H.  D. 

85-29  105  St.,  Richmond  Hill,  N.Y. 
Weiner,  L. 

474  Brooklyn  Ave.,  Brooklyn,  N.Y. 
Werner,  M. 

2750  Richmond  Ter.,  Mariners 
Harbor,  S.I.,  N.Y. 

Winokur,  S. 

187-23  Aberdeen  St.,  Jamaica,  N.Y. 
Wisnefski,  J.W. 

300  Morningstar  Rd.,  Port  Rich- 
mond, S.I.,  N.Y. 


Z 

Zuger,  B.  (Surg.  U.S.P.H.S.) 

31  Hart  St.,  Brooklyn,  N.Y. 
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For  blood  donors  the  hemoglobin  regeneration  rate 
increases  nearly  50%  and  the  recovery  period  is 
drastically  shortened  when  small  amounts  of  iron  are 
administered.f 

Hematinic  PLASTULES  provide  iron  in  the  ferrous 
state  quickly  available  for  conversion  into  hemo- 
globin. They  are  easy  to  take  and  well  tolerated. 
Hematinic  PLASTULES  Plain  contain  dried  ferrous 
sulphate  U.S.P.X.  5 gr.  and  yeast  concentrate  .75 
gr.,  supplied  in  bottles  of  50,  100  and  1000.  Also 
available  with  Liver  Concentrate. 


HEMATINIC  PLASTULES* 


Ferrous  Iron 
Sealed  from  the  Air 
but  not  from  the 


f Fowler  and  Barer:  "Rate  of  Hemoglobin  Regeneration  in  Blood 
Donors.”  J.A.M.A.,  118:421:1942. 

*Reg.  U.  S.  Pat.  Off. 
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New  York  State  Nursing  Council  for  War  Service 

Bulletin  No.  4 (February  18,  1943) 


Progress  in  Organization  of  Local  Councils  for  War 
Service 

Within  the  past  two  months  the  organization  of 
local  Councils  for  War  Service  has  made  rapid 
progress.  At  the  present  time  there  are  61  local 
councils  set  up  and  functioning,  with  committees  on 
student  recruitment  and  on  supply  and  distribution 
of  nursing  service.  In  addition,  many  have  also 
appointed  publicity  committees. 

Recruitment  of  Student  Nurses 

The  increased  number  of  strong  county  and  city 
nursing  councils  is  making  it  possible  for  the  student 
recruitment  program  to  be  carried  out  on  an  in- 
tensified scale.  There  was  an  increase  of  1,226 
admissions  to  schools  of  nursing  in  New  York  State 
during  the  two-year  period  from  July  1,  1940,  to 
July  1,  1942,  and  since  that  time  summer  and  fall, 
1942,  admissions  have  been  stepped  up. 

When  the  total  number  in  spring,  1943,  classes  is 
known,  it  is  fully  expected  that  it  will  go  well  beyond 
last  year’s  figures  for  the  same  period  and  may  very 
probably  meet  the  quotas  set  by  the  National 
Nursing  Council  for  War  Service  of  5,610  for  the 
school  year  1942-1943.  Enrollments  have  exceeded 
any  previous  peak  of  enrollment,  including  that  of 
the  World  War  I period.  The  addition  of  classes 
starting  in  the  summer  has  contributed  to  this 
increase,  and  the  opening  of  central  schools  of 
nursing  will  make  possible  continued  increases  in 
enrollment. 

At  the  opening  exercises  of  the  Central  School 
Nursing  program  at  Adelphi  College,  Garden  City, 
Long  Island,  the  degree  of  Master  of  Humane 
Letters  was  bestowed  upon  H.  Lenore  Bradley, 
Chairman  of  the  Committee  on  Central  Schools  of 
Nursing.  The  establishment  of  this  program  at 
Adelphi  and  Keuka  Colleges  has  set  a pattern  for  a 
new  type  of  nursing  preparation  and  is  arousing 
keen  interest  in  other  states  as  well  as  in  New  York. 

The  importance  of  careful  selection  of  applicants 
to  schools  of  nursing  is  borne  out  by  studies  of  the 
Psychological  Corporation  (which  tests  applicants 
to  schools  of  nursing),  showing  a decrease  in  the 
number  of  students  who  drop  out  of  nursing  courses. 
In  the  group  of  students  entering  New  York  State 
schools  in  1935,  40  per  cent  dropped  out  before 
completing  the  course;  in  the  group  entering  1938, 
24  per  cent  dropped  out.  Although  this  indicates 
the  value  of  careful  selection  of  students,  the  large 
number  of  students  who  withdraw  from  schools  of 
nursing  is  a source  of  concern  and  great  expense. 
During  the  first  six  months  of  nursing  preparation 
the  student  is  not  of  great  practical  value  to  the 
hospital  and  is  a definite  expense  and  loss  if  she 
drops  out.  This  fact  has  to  be  kept  in  mind  in  a 
program  which  stresses  the  need  for  recruiting  large 
numbers  of  students. 

The  U.S.  Office  of  Education  is  cooperating  in  the 
Student  Recruitment  program.  In  their  booklet 
“Professional  Nurses  Are  Needed”  they  have  out- 
lined the  role  high  schools  can  play  in  recruitment 
of  students,  in  cooperation  with  schools  of  nursing, 
and  local  nursing  councils.  This  program  has  been 
outlined  for  recruitment  chairmen  in  recruitment 
newsletter  No.  2. 

Plans  for  “Open  House”  are  in  progress  in  many 


parts  of  the  state  and  have  been  described  in  re- 
cruitment newsletter  No.  4. 

The  State  Federation  of  Women’s  Clubs  has  begun 
the  planning  for  its  scholarship-raising  program. 
Applications  for  scholarships  are  to  be  made  by 
directors  of  schools  of  nursing  on  behalf  of  financially 
needy  applicants  to  Mrs.  Marie  F.  Kirwan,  20  South 
Broadway,  Yonkers,  New  York. 

Plans  are  under  way  for  the  cooperation  of  the 
State  War  Council  in  furthering  student  recruitment 
through  their  Block  Plan  program. 

Newly  appointed  recruitment  chairmen  who  have 
not  received  copies  of  the  State  Nursing  Council 
Bulletins  or  the  Recruitment  Newsletters  may  have 
them  by  writing  to  the  Council  headquarters,  152 
Washington  Avenue,  Albany.  Their  attention  is 
also  called  to  the  use  of  recruitment  material  such 
as  the  poster  “Become  a Nurse,”  pamphlets  “War 
Work  with  a Future,”  “Nursing  and  How  to  Pre- 
pare for  It,”  the  Directory  of  Schools  of  Nursing, 
and  the  article  on  admission  requirements.  All 
may  be  obtained  from  Council  Headquarters. 

Supply  and  Distribution  of  Nursing  Service 

Material  is  being  prepared  to  serve  as  an  inter- 
viewing guide  to  supply  and  distribution  commit- 
tees in  conducting  local  surveys  of  nursing  needs 
and  resources.  The  first  guide  will  cover  hospitals; 
later  suggestions  will  be  offered  to  cover  other 
agencies  employing  nurses. 

The  principle  of  a nursing  supply  board  has  been 
approved  by  the  War  Manpower  Commission,  and 
although  details  of  its  setup  are  not  known,  all  local 
supply  and  distribution  committees  are  strongly 
urged  to  conduct  surveys  and  to  bring  local  inven- 
tories of  nursing  power  up  to  date. 

Cooperation  of  the  War  Council  Block  Plan  has 
been  sought  in  locating  inactive  nurses,  and  details 
of  this  program  will  be  reported  in  the  near  future. 

Subcommittee  on  Nursing 

The  need  for  a closer  tie-up  with  the  State  War 
Council  has  been  recognized  by  the  State  Nursing 
Council.  On  the  national  level,  a subcommittee  on 
Nursing  was  set  up  under  the  Health  and  Medical 
Committee  of  the  Defense  Health  and  Welfare 
Services  and  serves  as  a means  of  channeling  plans 
and  information  between  government  and  the  pro- 
fessional nursing  organizations  (represented  by  the 
National  Nursing  Council  for  War  Service). 

The  State  Nursing  Council  for  War  Service  has 
requested  the  setting  up  of  a Subcommittee  on 
Nursing  on  a state  level  under  the  State  Health 
Preparedness  Commission  to  function  in  the  same 
capacity  as  the  National  Subcommittee.  Mr.  Lee 
Mailler,  Chairman  of  the  State  Health  Preparedness 
Commission,  has  approved  the  creation  of  such  a 
State  Subcommittee  and  the  membership  of  that 
subcommittee  is  now  being  considered. 

It  is  suggested  that  local  Nursing  Councils  ac- 
quaint themselves  with  local  War  Council  activities 
and  seek  their  cooperation  in  the  Nursing  Council 
program. 

Compulsory  Registration  of  Nurses 

The  State  Nursing  Council  for  War  Service  has 
gone  on  record  as  favoring  compulsory  registration 
of  all  nurses. 
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Publicity 

The  State  Nursing  Council  now  has  a functioning 
Publicity  Committee  which  aims  to  assist  local 
councils  in  publicizing  their  programs.  It  has  been 
suggested  that  all  local  councils  appoint  publicity 
chairmen  to  be  responsible  for  local  publicity  in 
cooperation  with  their  Council  chairman,  local  stu- 
dent recruitment  chairman,  and  supply  and  distri- 
bution chairman.  Although  suggested  publicity 
will  be  sent  from  the  State  Committee  (often  in 
form  to  be  presented  to  the  local  newspapers)  all 
local  committees  are  asked  to  initiate  publicity 
which  may  be  timely  in  their  areas,  and  to  report 
to  the  State  Nursing  Council  on  such  publicity  so 
that  the  planning  may  be  shared  with  other  com- 
mittees. 

Newly  appointed  publicity  chairmen  may  receive 
back  numbers  of  publicity  letters  upon  request  to 
State  Nursing  Council  headquarters,  152  Washing- 
ton Avenue,  Albany. 

Stationery 

It  is  again  called  to  the  attention  of  local  councils 
that  State  Nursing  Council  stationery  may  be  pur- 
chased at  a cost  of  $0.85  per  100  sheets  of  3/4  size; 
and  $1.00  per  100  full  size  sheets. 

Emily  L.  Creevey,  R.N. 

Executive  Secretary 


N.Y.U.  ADDS  COURSE  IN  POLIOMYELITIS 
Through  the  grant  provided  by  the  National  Foun- 
dation for  Infantile  Paralysis,  courses  have  been 
established  at  New  York  University  on  “The 
Modern  Concepts  of  Poliomyelitis.” 

A practical  course  for  training  physical  therapy 
technicians  has  already  been  in  progress  under  the 
auspices  of  the  School  of  Education,  and  beginning 
March  29  a second  course  under  the  auspices  of  the 
College  of  Medicine  will  be  given  for  physicians. 
The  latter  course  is  designed  to  cover  epidemiologic, 
pathologic,  and  physiologic  aspects  of  poliomyelitis, 
together  with  the  diagnosis  of  the  disease  and  its 
treatment  by  chemical,  serologic,  orthopaedic,  and 
physical  therapeutic  means,  including  the  Kenny 
Method. 

A series  of  eight  lectures  at  weekly  intervals  will 
be  given  by  visiting  lecturers  from  various  medical 
schools  throughout  the  country,  and  demonstrations 
of  the  various  technics  will  be  given  in  the  hospital. 

Additional  information  can  be  obtained  from  the 
Secretary,  New  York  University  College  of  Medi- 
cine, 477  First  Avenue,  New  York  City. 


USED  NEEDLES  RETURNED  TO  SERVICE 
Physicians  who  serve  as  local  draft  board  medical 
examiners  have  been  urged  by  the  New  York  City 
Department  of  Health  to  return  all  used  blood- 
letting needles.  These  needles  are  made  of  vital 
materials,  and  their  salvage  and  return,  for  re- 
sharpening and  redistributing,  is  a matter  of  great 
importance  to  the  war  effort  because  of  the  large 
quantities  needed  in  the  serologic  examination  of 
selective  service  registrants.  Needles  should  be 
rinsed  in  cold  water  after  use  and  returned  to  the 
Health  Department  with  the  blood  specimens. 


For  the  OILY  SKIN 

CREAM  OF  SOAP  a neutral  fine  soap  in  colloidal  cream  form, 
is  highly  efficient  for  keeping  the  skin  free  from  accumulations  of 
grease.  With  massage  it  penetrates  into  the  follicles  and  produces 
an  extraordinary  de-greasing  action.  It  is  rubbed  on  the  dry  skin, 
then  rinsed  with  water.  It  leaves  the  skin  comfortable,  soft  and 
supple  and  no  case  of  irritation  has  been  observed  or  reported  when 
used  as  a cleansing  adjunct  in  dermotological  cases.  CREAM  OF 
SOAP  is  accepted  for  advertising  in  publications  of  the  A.M.A. 
Retails  $1  per  jar.  Samples  will  be  gladly  sent  to  any  physician 
on  request. 

CREAM  OF  SOAP,  55  W.  16th  St.,  New  York,  N.Y. 


PLAIN,  UNFLAVORED 

KNOX  GELATINE 

Recommended  by  Physicians 
for  special  dietaries  in  treatment  of: 


...  Peptic  Ulcer  ...Reducing 
...Diabetes  ...Convalescence 

...Colitis  ...Infant  Feeding 

...Debility 

caused  by  lack  of  adequate  protein 

NOTE;  Knox  Gelatine  should  not  be  confused 
with  ready-flavored  gelatine  dessert  powders. 
They  are  only  about  Vs  protein,  mostly  acid- 
flavored.  Knox  is  all  gelatine,  no  sugar... a pure 
wholesome  protein.  Contains  7 of  the  10  essen- 
tial protein  parts. 

If  you  would  like  information,  reprints 
or  suggested  recipes  for  any  of  the 
above,  simply  check  the  subjects,  clip 
this  ad  to  a prescription  blank  and 
mail  to  Knox  Gelatine,  Dept.  474 > 
Johnstown,  N.  Y. 
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Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgement  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


Ultra-Violet  Light  and  Its  Applications.  In- 
cluding a Description  of  the  Numerous  Practical 
Applications  Found  for  Ultraviolet  Light  and 
Fluorescence  in  the  Industries,  Sciences,  and  Arts. 

By  H.  C.  Dake  and  Jack  DeMent.  Octavo  of 
209  pages,  illustrated.  Brooklyn,  Chemical  Pub- 
lishing Company,  1942.  Cloth,  $3.25. 

The  phenomenon  of  fluorescence  is  finding  many 
valuable  applications  in  medicine.  This  timely 
volume  gives  a complete  account  of  these  uses  in  a 
concise  and  interesting  manner.  It  is  not  a text- 
book of  ultraviolet  therapy,  and  in  this  the  title  may 
be  a little  misleading.  The  value  of  fluorescence  in 
diagnosis  is  rarely  utilized  to  its  full  extent,  usually 
because  of  a lack  of  understanding  of  the  methods 
and  apparatus  used  and  their  comparative  sim- 
plicity. A study  of  this  little  volume  will  do  much 
to  correct  this  error.  A chapter  devoted  to  the  use 
of  fluorescence  in  the  medical  sciences  and  another 
to  its  uses  in  microscopy,  research,  and  education 
are  of  particular  interest.  The  book  is  well  written, 
clearly  printed  and  illustrated,  and  is  to  be  highly 
recommended  to  all  medical  students  and  practi- 
tioners. 

Jerome  Weiss 

Neuro- Anatomy.  By  Walter  R.  Spofford,  B.S. 
(Oxford  Medical  Outline  Series.)  Octavo  of  110 
pages.  New  York,  Oxford  University  Press,  1942. 
Cloth,  $2.00. 

This  outline  prepared  by  Dr.  Spoffard  consists 
of  102  printed  pages  interleaved  with  blank  pages. 
The  nervous  system  has  been  adequately  subdivided, 
enabling  one  to  study  it  as  a whole  or  in  subdivided 
groups. 

The  book  is,  as  its  name  implies,  purely  an  outline 
which  enables  the  student  to  check  his  progress  or 
to  be  better  oriented  as  he  studies  from  standard 
textbooks.  It  is  designed  primarily  for  the  student 
but  will  also  be  found  of  assistance  to  anyone  who 
is  ‘ ‘brushing  up”  on  neuroanatomy  for  advanced 
study.  It  must  be  used  in  conjunction  with  a 
regular  textbook  of  neuroanatomy,  for  it  is  not 
illustrated. 

The  book  is  very  well  printed,  well  subdivided,  and 
easy  to  read. 

Warren  V.  Huber 

Nasal  Medication:  A Practical  Guide.  By  Noah 
D.  Fabricant,  M.D.  Octavo  of  122  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Company, 
1942.  Cloth,  $2.50. 

This  book  is  a short  practical  guide  in  the  com- 
plicated subject  with  which  it  deals.  The  author  is 
an  experienced  investigator  contributing  a basic 
work  himself  and  reviewing  almost  all  the  relevant 
literature  to  date.  He  cites  briefly  the  work  of  the 
best  authors  and  interprets  their  conclusions,  apply- 
ing them  to  nasal  medication  in  the  only  correct 
way — that  is,  on  an  anatomic  and  physiologic  basis. 

This  work  is  a splendid  guide  for  rhinologists  in 
particular  but  should  be  of  great  value  to  all  medical 
practitioners,  for  nearly  all  prescribe  nasal  treat- 
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ment,  frequently  in  time-honored  but  nevertheless 
faulty,  or  even  bad,  ways.  Some  of  the  author’s 
conclusions  are,  as  he  states,  open  to  further  work 
and  discussion,  but  they  are  essentially  so  sound 
that  in  following  his  guide  we  may  expect  much 
better  nasal  medication  to  result. 

Charles  R.  Weeth 

Gas  Warfare.  The  Chemical  Weapon,  Its  Use, 
and  Protection  Against  It.  By  Colonel  Alden  H. 
Waitt.  Octavo  of  327  pages,  illustrated.  New  York, 
Duell,  Sloan  and  Pearce,  1942.  Cloth,  $2.75. 

The  author  of  this  book  has  divided  his  work  into 
three  main  parts  in  order  to  develop  the  material 
in  a logical  and  natural  manner. 

The  first  part  describes  the  various  types  of 
chemical  agents  used  in  modern  warfare  and  ex- 
plains their  mode  of  action.  The  second  deals  with  the 
uses  to  which  such  agents  maj'  be  put  in  combat  serv- 
ice, a subject  that  will  interest  the  civilian  as  well  as 
the  soldier.  The  third  part  presents  the  various 
methods  for  protection  against  gas  attack  and  ends 
with  the  first  aid  treatment  of  casualties. 

It  is  an  excellent  handbook,  but  much  more; 
it  is  a fascinating  presentation  of  a subject  which 
in  the  mind  of  the  average  civilian  is  surrounded 
by  clouds  of  superstitious  fear.  It  ought  to  do 
much  in  dispelling  the  terror  with  which  the  or- 
dinary citizen  regards  a gas  attack  because  he  will 
appreciate  that  for  every  form  of  attack  there  are 
natural  limits  and  defensive  methods. 

Alfred  Goerner 

The  Clinical  Application  of  the  Rorschach  Test. 
By  Ruth  Bochner,  M.A.,  Florence  Halpem,  M.A., 
and  Karl  M.  Bowman,  M.D.  Octavo  of  216  pages. 
New  York,  Grune  & Stratton,  1942.  Cloth,  $3.00. 

About  twenty  years  ago  a psychiatrist  working 
with  psychotic  patients  used  ink  blots  as  a stimulus 
to  elicit  the  responses  from  patients.  He  soon 
learned  that  different  types  of  psychotic  patients 
responded  differently  to  these  stimuli.  Presently 
he  developed  this  test  and  applied  it  on  a wider 
scale  so  that  he  was  able  to  evaluate  the  personality 
of  the  individual  by  means  of  this  particular  test. 
For  a while  his  work  was  entirely  overlooked. 
However,  five  years  ago  considerable  interest  was 
shown  in  this  country  by  many  workers  in  the  field 
of  psychiatry  and  psychology.  The  test  has  a wide 
application  and  is  employed  by  many  psychiatrists 
and  by  practically  all  psychologists.  The  test 
itself  consists  of  ten  cards  each  bearing  a particular 
ink  spot,  and  each  card  is  presented  to  the  patient. 
The  interpretation  of  the  patient’s  response  to  the 
visual  stimuli  and  the  meaning  that  each  card  con- 
veys to  him  is  utilized  by  the  examiner  in  evaluating 
the  personality  of  the  individual. 

The  book  is  written  by  two  psychologists  working 
in  the  Bellevue  Psychiatric  Hospital.  They  give  a 
clear  and  concise  description  of  the  test,  its  method 
of  interpretation,  and  its  general  application.  It  is 
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Hospitals 

Institutions  of 


Sanitariums 


ecialized  Treatments 


CHARLES  B.  TOWNS  HOSPITAL 

Serving  the  Medical  Profession  for  over  40  years 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

Definite  Treatment  • Fixed  Charges  • Minimum  Hospitalization 

293  Central  Park  West,  New  York Hospital  Literature Telephone:  SChuyler  4-0770 


HUMANISM 

The  Canadian  Humanist  Group,  an  organization 
studying  reconstruction  and  rehabilitation  plans 
in  Canada  and  other  countries,  report  some  thoughts 
they  have  assembled  in  their  publication,  Man. 

In  discussing  “Humanism  and  the  Making  of  the 
Future,”  they  emphasize  that  “not  one  of  us  is  free 
from  responsibility  for  the  making  of  the  future  .... 
Not  one  of  us  is  without  the  power  to  contribute 
something  to  the  making  of  the  future.” 

Humanism  is  presented  by  them  as  being  com- 
posed of  two  ideas: 

(1)  The  value  of  the  individual. 

(2)  The  responsibility  of  the  individual. 

Accordingly,  everyone  must  realize  his  own  value 
and  his  own  responsibility.  Everyone  must  also 
appreciate  and  admit  the  value  of  the  other  person 
and  his  individual  responsibility. 

Stressing  this  theory,  the  article  states,  “One  of 
the  great  discoveries  of  today  is  the  persistent  teach- 
ability of  the  human  being.  There  is  not  a moment 
between  birth  and  death  in  which  the  human  being 
cannot  acquire  new  skills.  But  none  of  us  has  de- 
veloped to  the  full  our  imagination,  our  reason,  our 
spiritual  will,  our  life  purpose,  our  powers  of  ob- 
servation, of  evaluation,  our  power  to  love,  our 
power  to  heal,  or  our  power  to  create.  None  of  us 
has  gone  “all  out”  in  the  living  of  this  lifetime;  none 
of  us  knows  “total  living”  as  we  might  know  it. 
Very  few  have  developed  fifty  per  cent  of  their  na- 
tural capacity  for  experience  or  assimilation.  It  is 
the  unlived  portion  of  each  individual’s  life  that  is 
his  real  tragedy.” 


Deploring  the  obvious  wastes  the  world  has  re- 
cently experienced  in  human  life  and  the  materials 
for  sustaining  human  life  properly,  the  article  sug- 
gests that  “we  must  determine  to  cooperate  with 
each  other  in  that  larger  area  which  is  the  common 
life,  and  tolerate  each  other  in  the  little  area  of 
uniqueness.” 

Some  of  these  things  all  have  in  common  are: 
“(1)  The  social  structure  of  the  nation.  None 
of  us  can  escape  that  whether  it  be  conservative, 
socialistic,  or  dictatorial.  (2)  The  laws  of  the  na- 
tion. None  of  us  can  escape  them.  (3)  The  eco- 
nomic system  of  the  nation.  (4)  The  educational 
system  of  the  nation,  its  schools,  libraries  and  press. 
(5)  The  basic  nature  of  the  country,  its  fertility  or 
its  nonfertility,  its  psychic  atmosphere  and  its 
history.  None  of  us  can  escape  these  things.” 

Thus  a large  part  of  our  lives  is  collective — a 
smaller  part  is  unique  (or  individualistic) . 

“It  is  merely  that  the  small  part  which  is  unique 
is  supremely  important  to  us.  That  is  why,  in  the 
new  society,  while  our  collective  needs  must  be  pro- 
tected, our  need  for  the  integrating  factor  of  our 
personal  uniqueness  must  also  be  protected.  Here 
Humanism  will  play  its  part  because  of  its  basic 
belief  in  the  individual  man. 

“Humanism  conceives  a dynamic  democracy  con- 
cerned with  the  detailed  working  out  of  a way  of 
life  in  which  education,  training  for  labour,  the  right 
to  expression  of  normal  human  emotions,  are  pro- 
vided for;  where  marriage  and  the  right  to  home  and 
family  will  be  based  on  the  ‘human  demand’  not 
on  the  ‘effective  demand’  of  the  ability  to  pay  in 
cash;  where  health  will  be  provided  for  by  a sound 
agriculture  and  normal  living,  with  recreation, 
cultural  activities  and  social  security.” 


THE  MAPLES  INC.,  ROCKVILLE  CENTRE,  L.  I. 

A sanitarium  especially  for  invalids,  convalescents,  chronic  patients, 
post-operative,  special  diets,  and  body  building.  Six  acres  of  land- 
scaped lawns.  Five  buildings  (two  devoted  exclusively  to  private 
rooms).  Resident  Physician.  Rates  $18  to  $45  Weekly 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


LOUDEN-KNICKERBOCKER  HALL* 

81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL 

diseases. 

Full  information  furnished  upon  request 
JOHN  F.  LOUDEN  JAMES  F.  VAVASOUR,  M.D. 

President  Physician  in  Charge 

New  York  City  Office,  67  West  44th  St.,  Tel.  VAnderbilt  6-3732 
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RIVERLAWN  SANITARIUM 


FOUNDED 


9 3 


A conveniently  situated  Sanitarian  offering  complete  facilities 
for  the  treatment  and  care  of  MENTAL  AND  NERVOUS 
CASES  and  ALCOHOL  AND  DRUG  ADDICTIONS.  We 
extend  full  cooperation  to  the  Physicians. 

CHARLES  B.  RUSSELL,  M.  D.,  Med.  Dir. 

45  Totowa  Ave.  PATERSON,  N.  J.  Armory  4-2342 


‘INTERPINES’ 

Goshen,  N.  y. 

Phone  117 

Ethical  — Reliable  — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL  — QUIET  — HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.  D.,  Director 
FREDERICK  T.  SEWARD,  M.  D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.  D.,  Resident  Physician 


BRUNSWICK  HOME 


[A  PRIVATE  SANITARIUM.  Convalescents,  postop- 
erative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  ner- 
vous and  backward  children.  Physicians'  treatments  rig- 
idly followed.  C.  L.  MARKHAM,  M.  D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.#  Tel:1700, 1,  2 


ANNUAL  MEETING 

of  the 

Medical  Society  of  the 
State  of  New  York 


Members  of  the  House  of  Delegates 
will  do  well  to  make  reservations  at 
the  Hotel  Statler  in  Buffalo  now  for 
May  3 and  4,  1943.  This  applies  also 
to  those  planning  to  attend  the 
scientific  sessions  beginning  on  Tues- 
day May  4 > and  extending  through 
Thursday  May  6,  1943.  Address  the 
Manager  of  the  Hotel  Statler,  Buffalo. 

Peter  Irving,  M.D, 
Secretary 
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a useful  book  and  one  that  will  be  helpful  to  the 
average  psychiatrist. 

Irving  J.  Sands 

Synopsis  of  Materia  Medica,  Toxicology,  and 
Pharmacology  for  Students  and  Practitioners  of 
Medicine.  By  Forrest  R.  Davison,  B.A.  Second 
edition.  Duodecimo  of  695  pages,  illustrated.  St. 
Louis,  C.  V.  Mosby  Company,  1942.  Cloth,  $5.75. 

In  the  second  edition  of  this  convenient-sized 
book,  the  section  on  sulfonamide  drugs  has  been 
enlarged,  and  the  revision  has  been  made  to  conform 
to  the  United  States  Pharmacopoeia  XII.  Drugs 
are  classified  mainly  as  they  affect  the  different  sys- 
tems of  the  body,  as,  for  example,  those  acting  on 
the  skin  or  gastrointestinal  tract  or  central  or 
peripheral  nervous  systems.  Under  the  latter 
heading,  division  is  made  into  the  autonomic,  para- 
sympathetic and  sympathetic  systems,  and  para- 
sympathetic ganglia,  and  the  cerebrospinal  system, 
motor  and  sensory  portions.  Drugs  as  they 
affect  each  portion  are  described,  in  accordance  with 
the  general  plan  of  the  book. 

Adequate  sections  on  vitamins,  hormones,  serums, 
vaccines,  and  biologicals  are  included.  Many 
references  are  furnished,  and  much  sound  informa- 
tion is  presented  in  a compact  form. 

W.  E.  McCollom 

Group  Differences  in  Urban  Fertility.  A Study 
Derived  from  the  National  Health  Survey.  By 
Clyde  V.  Kiser.  Octavo  of  284  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Company,  1942. 
Cloth,  $2.50. 

This  book  is  written  with  striking  simplicity  and 
is  supplemented  by  well-compiled  data.  Fertility 
rates  are  analyzed  in  successive  chapters  according 
to  nativity,  color,  area,  size  of  community,  occupa- 
tional status  of  the  head  of  the  family,  educational 
attainments  of  the  wife,  family  income,  patterns  of 
class  differences  in  mental  fertility,  and  ratios  of 
pregnancy,  respectively.  Though  each  of  the 
chapters  is  summarized,  the  author  sees  fit  to  cul- 
minate his  work  by  restating  his  most  significant 
results.  None  of  these  is  entirely  new.  However, 
many  heretofore  inadequate  investigations  are 
enlarged  upon  and  clarified  by  the  author. 

Statistical  tables  and  charts  used  are  detailed 
and  instructive.  The  book  is  well  authenticated 
by  an  unusually  complete  and  extensive  bibliog- 
raphy of  the  relevant  literature.  The  volume  is  an 
excellent  treatise,  recommended  for  those  inter- 
ested in  the  problem  of  fertility. 

S.  L.  Siegler 

The  Medical  Clinics  of  North  America.  Volume 
26,  No.  5.  September,  1942.  Octavo.  Illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1942. 
Published  Bi-Monthly  (six  numbers  a year).  Cloth, 
$16  net;  Paper,  $12  net. 

These  clinics,  which  come  from  Boston,  are 
especially  good.  Particularly  commendable  are  the 
articles  on  anemia  (Strauss),  peripheral  vascular 
diseases  (Homans),  asthma  (Rackemann),  arthritis 
(Bauer),  and  vitamins  (Guy  and  Ross). 

Andrew  M.  Babey 

Eat  What  You  Want!  A Sensible  Guide  to  Good 
Health  Through  Good  Eating.  By  W.  W.  Bauer, 
M.D.,  and  Florence  M.  Bauer.  Octavo  of  263  pages. 
New  York,  Greenberg  Publisher,  1942.  Cloth, 
$2.00. 

The  main  objective  of  this  book  is  to  convince 
people  that  good  nutrition  can  be  attained  without 
suffering  the  stigma  of  dieting.  The  choice  of  meals 
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can  be  arranged  so  that  it  is  possible  to  enjoy 
good  food,  good  service,  and  good  taste. 

The  book  is  written  for  popular  lay  consumption. 
It  is  light,  interesting  reading,  taking  the  reader 
step  by  step  to  an  understanding  of  the  daily  food 
requirements.  There  are  25  sample  menus. 

Morris  Ant 

Public  Health  and  Preventive  Medicine.  By 

Morton  C.  Kahn,  M.A.  Volumes  One  and  Two. 
(Oxford  Medical  Outline  Series).  Octavo  of  534 
pages.  New  York,  Oxford  University  Press,  1942. 
Cloth,  $4.00  per  set. 

I This  book  is  prepared  in  two  volumes  for  con- 
venient handling.  It  is  not  a textbook  in  the  usual 
sense.  Rather,  it  is  complementary  to  the  more 
J elaborate  books  on  this  topic  in  that  the  subject  mat- 
• ter  is  outlined  in  pithy  categorical  style. 

Transmissible  diseases  take  up  90  per  cent  of  the 
space.  The  discussion  of  each  disease  is  arranged 
I by  salient  features  under  which  each  point  is 
elaborated  in  numbered  order.  This  arrangement 
is  excellent  for  the  use  of  students  and  may  make  the 
book  handy  for  practitioners  who,  in  emergency, 
want  facts  presented  in  brief,  orderly  fashion. 

Topics  on  public  health  administration,  a minor 
part  of  the  book,  are  discussed  in  similar  style. 
This  form  of  presentation,  however,  is  not  quite  so 
applicable  to  those  subjects  that  may  have  a 
debatable  nature.  For  this  purpose,  elaborate 
textbooks  are  more  appropriate. 

Alfred  E.  Shipley 

Handbook  of  Hygiene  for  Students  and  Prac- 
titioners of  Medicine.  By  Joseph  W.  Bigger,  M.D. 
Second  edition.  Octavo  of  414  pages.  Baltimore, 
Williams  & Wilkins  Company,  1941.  Cloth,  $4.50. 

This  volume  is  well  arranged  and  prepared.  The 
subject  matter  is  complete  in  that  it  contains  in- 
formation not  only  for  the  medical  student  but  also 
for  the  general  practitioner.  Furthermore,  this 
handbook  can  also  be  used  to  great  advantage  by 
nurses,  social  workers  and  teachers  in  the  public 
schools.  The  author  has  prepared  the  book  in 
such  a way  that  it  is  both  interesting  and  complete 
and  at  the  same  time  easily  understood  by  the 
nonmedical  person.  He  stresses  the  need  of  health 
education  and  makes  every  effort  to  impress  the 
reader,  and  especially  the  physician,  with  the  part 
the  doctor  must  play  in  cooperating  with  local  and 
national  health  departments  and  with  the  Public 
Health  Service.  As  a complete  and  ready  refer- 
ence book  this  volume  deserves  a place  on  the 
doctor’s  bookshelf,  and  indeed  in  every  library, 
both  medical  and  lay.  Samuel  Zwerling 

War  Medicine:  A Symposium.  Editor,  Winfield 
S.  Pugh,  M.D.  Octavo  of  565  pages,  illustrated. 
New  York,  Philosophical  Library,  1942.  Cloth, 
$7.50. 

This  timely  volume  is  well  written  and  is  care- 
fully edited  and  presented  from  the  typographical 
viewpoint. 

The  greater  part  of  the  volume  discusses  surgical 
procedures.  The  relation  of  the  nonsurgical  is 
presented  to  show  the  importance  of  cooperation 
between  the  physician  and  the  surgeon  in  the  care 
of  wounded  and  sick  soldiers. 

The  need  of  speed  and  accuracy  to  facilitate  the 
transfer  of  the  wounded  soldier  is  stressed.  The 
necessity  for  immediate  and  speedy  attention  to 
shock  and  wounds  is  contrasted  with  the  more 
leisurely  way  of  civilian  practice.  Each  chapter  is 
devoted  to  regional  injuries,  and  the  minute  sur 
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FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1S89 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


WEST  UIEE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modem  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 
HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N . Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.  Med.  Supt.  *Tel.  4-1143 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Char^e. 


CREST  VIEW 

A N I T A R I U M 


r Phone 

GREENWICH 

773 


For  Nervous,  Mildly  Mental,  Digestive  and  Cardio- 
vascular] cases,  and  special  care  for  ELDERLY 
PATIENTS.  Quiet,  refined,  homelike.  2 5 miles  from 
N.  Y.  City.  Moderate  Rates. 

F.  ST.  CLAIR  HITCHCOCK.  M.D.,  Director 
275  North  Maple  Ave.,  GREENWICH,  CONN 


TWIN  ELMS 


A Modern 
Psychiatric  Unit 

Selected  drug  and  alcohol  problem# 
welcome. 

Rates  moderate. 

Eugene  N.  Boudreau,  M.D.,  Phys-in-Chg 

SYRACUSE,  N.  Y. 
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SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine — young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians  and  technicians. 


NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


SCHOOLS 


CLINICAL  LABORATORY 
and  X-RAY  TECHNIC 

Thorough  ClinicalLaboratory  course 
9 months.  X-Ray  3 months.  Electro 
cardiography  additional.  Graduates 
in  demand.  Established  22  years. 
Catalog  sent  postpaid  on  request. 

Northwest  Institute  of  Medical  Technology 
3422  E,  Lake  St.,  Minneapolis,  Minn. 


i—  CAPABLE  ASSISTANTS  — i 

Call  our  free  placement  service.  Paine  Hall  graduates 
have  character,  intelligence,  personality  and  thorough 
training  for  office  or  laboratory  work.  Let  us  help  you 
find  exactly  the  right  assistant.  Address: 

101  W.  31st  St.,  New  York 

BRyant  9-2831 
Licensed  N.  Y.  State 


ONLY  A FEW  COPIES  OF  THE 
1941-42  DIRECTORY 

Remain  Unsold 

Send  Your  Order  with  Check  For  $7.50  To 

Medical  Directory  of  NewYork 
New  Jersey  and  Connecticut 

292  Madison  Avenue  New  York,  N.  Y. 


BUY  WAR  BONDS 
and  STAMPS 


for 

K VICTORY  pt 
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gical  care  in  such  cases  is  explained.  The  need  of 
cooperation  on  the  part  of  each  of  the  team  is 
emphasized.  The  text  is  concise,  accurate,  under- 
standable, and  well  presented.  It  is  a useful  book, 
not  only  for  those  who  may  become  military  sur- 
geons, but  also  for  the  civilian  doctor. 

Henry  M.  Moses 

Essentials  of  General  Anaesthesia  with  Special 
Reference  to  Dentistry,  by  R.  R.  Macintosh,  M.D., 
and  Freda  B.  Pratt  Bannister,  M.D.  Second  edition. 
Octavo  of  334  pages,  illustrated.  Oxford,  England, 
Blackwell  Scientific  Publications,  Ltd.,  1941.  Cloth, 
25  shillings. 

This  book  starts  with  an  excellent  chapter  on 
the  theory  of  anesthesia  and  the  important  topic  of 
the  • physiology  of  respiration.  It  then  continues 
with  chapters  on  all  the  general  anesthetics  used  in 
surgery,  with  special  emphasis  on  dental  surgery. 

Not  only  is  the  subject  handled  carefully  and 
conservatively  but  also  good  practical  advice  is 
given  in  a manner  which  makes  one  realize  that  the 
authors  have  had  a great  deal  of  actual  experience. 
In  fact,  throughout  the  book,  one  is  brought  to  the 
conclusion  that  the  subject  is  no  more  important 
than  the  patient.  Thus,  for  instance,  there  are  such 
excellent  chapters  as  preparation  of  the  patient, 
premedication  of  the  patient,  choice  of  anesthetic 
for  the  patient,  the  more  difficult  patient,  the 
handling  of  children,  errors  in  anesthesia,  and  what 
to  do  in  emergencies.  In  addition,  the  book  is 
carefully  arranged,  clearly  and  logically  outlined, 
and  freely  and  beautifully  illustrated  with  many 
plates  in  color,  which  makes  it  easy  as  well  as 
instructive  to  read. 

It  is  indeed  a most  commendable  storehouse  of 
ready  reference  for  every  surgeon,  as  well  as  for 
the  dental  surgeon,  both  in  private  and  hospital 
practice.  Oscar  Rodin 

Night  of  Flame.  By  Dyson  Carter.  Octavo  of 
337  pages.  New  York,  Reynal  & Hitchcock,  1942. 
Cloth,  $2.50. 

This  is  another  novel  with  hospital  life  as  the 
background  for  the  lives  and  loves  of  the  dramatis 
personae.  The  title  comes  from  the  climax  of 
the  story,  the  destruction  of  the  hospital  by  fire, 
with  loss  of  life  among  the  patients  and  the  per- 
sonnel. With  a recent  catastrophe  in  a night  club 
still  fresh  in  our  memory,  it  becomes  more  dis- 
tressing to  learn  of  equal  possibilities  in  a hospital. 

The  author,  a chemical  engineer,  has  not  neg- 
lected to  let  his  readers  go  behind  the  scenes  of  the 
sex  life  of  a hospital,  with  at  least  one  of  the  situa- 
tions being  of  interest  to  a Havelock  Ellis.  We  are 
tempted  to  paraphrase  the  introduction  of  a radio 
comedian  in  the  observation  that  “doctors  and 
nurses  are  the  craziest  people — in  novels.” 

Joseph  Raphael 

Manual  of  Clinical  Chemistry.  By  Miriam 
Reiner,  M.Sc.  Duodecimo  of  296  pages,  illustrated. 
New  York,  Interscience  Publishers,  Inc.,  1941. 
Cloth,  $3.00. 

This  manual  may  be  used  as  a handy  reference 
in  the  laboratory.  It  contains  all  necessary  tests 
that  may  be  used  routinely  in  a hospital  ward  and 
contains  a chapter  on  chemical  tests  of  vitamins  A, 
Bi,  and  C. 

With  the  variations  of  the  tests  and  the  modifica- 
tions found  by  various  authorities,  it  is  good  to  have 
a manual  that  is  specific  and  that  may  be  changed 
frequently  as  new  methods  and  improved  tests 
are  developed. 

Morris  Ant 
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A TIMELY  SUGGESTION 

It  is  not  so  much  a matter  of  how  much  material 
you  are  ordering  today,  or  what  you  are  ordering, 
as  it  is  a question  of  how  you  are  ordering  the  essen- 
tial things  needed  for  your  practice.  Every  doctor 
can  help  lighten  the  problems  of  transportation  and 
shipping  by  trying  to  observe  some  very  simple  sug- 
gestions. 

(1)  Order  a sufficient  stock  of  things  that  are  not 
perishable  to  cut  down  the  need  for  frequent  deliver- 
ies. 

(2)  Avoid  “rush”  orders  by  purchasing  before 
your  stock  becomes  too  low. 

(3)  Prevent  your  stock  from  becoming  exhausted 
by  starting  to  build  up  your  inventory  to  a ninety 
days’  supply. 

(4)  Arrange  to  order  as  many  items  at  one  time 
as  possible  to  cut  down  the  number  of  deliveries. 

Even  though  you  may  practice  near  the  source  of 
your  supply,  the  O.D.T.  expects  you  to  cooperate 
and  intimates  that  future  allocation  of  transporta- 
tion facilities  will  slow  up  deliveries  regardless  of 
distance. 

Therefore  it  is  for  your  own  advantage  to  keep  a 
constant  check  on  your  supplies  and  to  make  regular 
purchases  of  as  many  items  as  possible  at  one  time 
rather  than  to  wait  until  absolute  depletion  of  one 
item  requires  a special  order. 

WPB  TELEPHONE  REGULATIONS 
(Relating  to  Public  Health) 

General  Conservation  Order  L-50  (amended 
September  7,  1942),  limiting  the  use  of  scarce  and 
critical  materials  by  the  wire  telephone  industry, 
provides  that  all  agencies  engaged  in  rendering 
telephone  communication  service  shall  make  such 
reservations  or  additions  of  facilities  as  may  be  neces- 
sary: 

Section  1095.1  (e)  1.  states,  “(1)  To  meet  the 
known  or  fairly  anticipated  demands  for  service 
essential  to  persons  engaged  in  direct  defense  or 
charged  with  responsibility  for  public  health,  wel- 
fare or  security  including,  but  not  limited  to,  those 
in  the  service  categories  shown  in  Schedule  A at- 
tached; where  their  employment  in  direct  defense 
or  their  responsibilities  for  public  health,  welfare, 
or  security  require  such  service  for  the  proper  dis- 
charge of  such  duties — 

“Schedule  A.  General  Categories  of  Telephone 
Service  Related  to  Direct  Defense,  Public  Health, 
Welfare  or  Security — 4 (a)  Public  or  private  organi- 
zations directly  serving  the  public  safety,  health  or 
welfare,  such  as:  hospitals,  clinics,  sanitoria,  phy- 
sicians, surgeons,  dentists,  nurses,  nurses’  registries, 
veterinarians,  ambulance  services,  manufacturers 
or  distributors  (wholesale  or  retail)  of  drugs,  medi- 
cal, hospital  or  dental  supplies  or  equipment; 
mortuaries,  burial  service  organizations,  the  Ameri- 
can Red  Cross  and  similar  agencies — ” 


C LASS  I FI  E D 
OPPORTUNITIES 

Classified  Rates 


Rates  per  line  per  insertion: 

One  time $1.10 

3 Consecutive  times 1.00 

6 Consecutive  times .80 

12  Consecutive  times .75 

24  Consecutive  times .70 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of 
First  and  by  the  5th  for  issue  of  Fifteenth. 


Classified  Ads  are  payable  in  advance.  To 
avoid  delay  in  publishing  remit  with  order 


HELP  WANTED  FEMALE 


Woman  Physician 


For  large  New  Jersey  war  plant,  full  time.  Must  be 
Licensed  to  practice  in  New  Jersey,  to  spend  much  of  her 
time  examining  applicants  for  employment.  No  one  now 
on  war  contract  work  will  be  considered.  Write  fully 
outlining  educational  background.  Box  760  Realservice 
Advtg.  110  W.  34th  St.,  N.  Y.  City. 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


SPRINGTIME  DISORDERS 

Just  around  the  corner  is  that  season  of  the  year 
which  to  many  of  us  in  our  “springtime  of  life” 
meant  doses  of  sulphur  and  molasses.  In  more 
peaceful  times  it  stirred  visions  of  roses,  hydrangea, 
petunias,  other  creatures  of  gardens,  the  woods  and 
streams.  Millions  contracted  that  mysterious  dis- 
ease— spring  fever. 

All-in-all,  Spring  is  generally  accepted  as  the  best 
time  of  the  year.  Yet  scientists  are  giving  the  sea- 
son a sinister  aspect — suggesting  that  mental  dis- 
orders, suicides  and  such  misbehavior  of  human 
beings  are  more  frequent  in  Spring. 

Could  that  “mental  disorder”  be  the  young  man’s 
fancy  lightly  turning? 
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YOU  ACCOMPLISH  TWO  THINGS 
WHEN  YOU  PRESCRIBE  CAL-C-TOSE 

you  provide  A pleasant  way  to  take  vitamins.  Cal-C-Tose  makes  a delicious 
chocolate  drink  carrying  no  suggestion  of  medication.  It  is  readily  accepted  by 
children  and  adults,  especially  those  who  cannot  take  capsules  or  disagreeable 
liquid  multivitamin  preparations. 


YOU  PROVIDE  A generous  vitamin  intake.  Cal-C-Tose  contains  generous 
amounts  of  vitamins  A,  Bi,  B2,  C,  and  D in  addition  to  calcium  and  phosphorus. 
The  vitamin  C content  is  noteworthy;  the  daily  dose  of  Cal-C-Tose  (two  servings) 
provides  over  three  times  the  daily  adult  minimum  requirement  of  vitamin  C.  Cal- 
C-Tose  is  supplied  in  12-oz  -and  5-lb  containers. 

HOFFMANN-LA  ROCHE,  INC.  . ROCHE  PARK  . NUTLEY,  N.  J. 
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Child  Immunization 

more  essential  than  ever 

in  War  Time  . . . 

Every  practitioner  should  be  on  the  alert 
to  encourage  immunization  programs  and 
to  urge  immunization  in  his  private  practice.  The 
migration  of  families  by  the  thousands,  almost 
universal  decrease  in  home  supervision  of  chil- 
dren, increasing  personal  contacts  throughout 
industry,  and  the  relative  scarcity  of  physicians 
combine  to  increase  the  likelihood  of  the  spread 
of  infectious  diseases. 

As  an  aid  in  this  work  Lederle  offers  many 
products  of  established  efficacy  for  the  produc- 
tion of  active  immunity  . . . 

OfdM 

(J)|  JQe&erte 


* Accepted,  bp  Council  on  Pharmacy  and  Chemistry  oj  the  American  Aledical  Association. 


UDERU  LABORATORIES,  Inc.,  NEW  YORK,  N.Y.-A  UNIT  OF  AMERICAN  CYANAMID  COMPANY 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


579 


FRIEND  or  relative  — send  him 
cigarettes— the  first  choice  among 
officers  and  in  the  ranks  — the  gift 
they  prefer  above  all  others.  The 
brand?  Camels  — by  actual  survey*, 
first  choice  of  American  men  in  war. 

Slow -burning  Camels  have  the 
features  that  service  smokers  want 
— extra  mildness,  smooth  mellow- 
ness, better  flavor— every  puff. 

Your  dealer  will  gladly  serve  you 
with  Camel  cigarettes  by  the  car- 
ton; see  him  today. 


Camel 

costlier  tobaccos 


REMEMBER,  you  can  still  send  Camels  to 
Army  personnel  in  the  U.  S.,  and  to  men 
in  the  Navy,  Marines,  or  Coast  Guard 
wherever  they  are.  The  Post  Office  rule 
against  mailing  packages  applies  only  to 
those  sent  to  the  overseas  Army. 


With  men  in  the  Army,  th 
the  Marine  Corps,  and  th 
Guard,  the  favorite  ciga 
Camel.  (Based  on  actual  sales 
in  Post  Exchanges  and  Ca 


send  the 

cigarette  that's  the 

FAVORITE  OF 
THE  ARMED 
FORCES * 
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Only  ONE  Widely-Used  Baby  Oil 


does  all  these  three  things: 

— lubricates  skin 

— gives  antiseptic  protection 

— provides  analgesic  relief 


ri^nnsn 

ANTISEPTIC  Oil 


Gentlest  on  infants'  skin 


580 


New  York  County  Medical  Societies 


TOTAL  MEMBERSHIP— MARCH  15,  1943-18,580 

County  President  Secretary  Treasurer 


Albany M.  0.  Barrett Albany 

Allegany H.  K.  Hardy Rushford 

Bronx M.  Cohen Bronx 

Broome E.  R.  Dickson ....  Binghamton 

Cattaraugus . . H.  C.  Allen Gowanda 

Cayuga B.  L.  Cullen Auburn 

Chautauqua . . C.  O.  Lindbeck ....  Jamestown 

Chemung.  . . .F.  S.  Hassett Elmira 

Chenango.  . . .W.  P.  Elliott New  Berlin 

Clinton S.  Mitchell Plattsburg 

Columbia . . . . C.  L.  Schultz Philmont 

Cortland H.  Frail Marathon 

Delaware.  . . .F.  Brooks Delhi 

Dutchess E.  A.  Stoller Poughkeepsie 

Erie H.  F.  R.  Brown Buffalo 

Essex S.  A.  Volpert Lake  Placid 

Franklin F.  B.  Trudeau . . . Saranac  Lake 

Fulton A.  R.  Wilsey Gloversville 

Genesee W.  B.  Manchester. . . .Batavia 

Greene N.  S.  Cooper Athens 

Herkimer . . . . B.  G.  Shults Herkimer 

Jefferson S.  E.  Simpson Watertown 

Kings J.  J.  Gainey Brooklyn 

Lewis D.  J.  O’Connor Croghan 

Livingston ... . W.  B.  Turney Avon 

Madison J.  W.  Thro Hamilton 

Monroe G.  K.  Collier Rochester 


Montgomery. . N.  T.  Lombardi . . . Amsterdam 

Nassau E.  N.  Whitcomb 

Port  Washington 

New  York . . . . J.  S.  Kenney. . . New  York  City 


Niagara F.  W.  Barry Lockport 

Oneida B.  F.  Golly Rome 

Onondaga. . . .H.  C.  Yeckel Syracuse 

Ontario A.  S.  Taylor Clifton  Springs 

Orange E.  R.  Van  Amburg . . Pine  Bush 

Orleans J.  S.  Roach Medina 

Oswego W.  F.  Fivaz Fulton 

Otsego M.  C.  Halleck Worcester 

Putnam W.  P.  Kelly Carmel 

Queens J.  Werne Jamaica 

Rensselaer . . . A.  J.  Hull Troy 

Richmond. . . . H.  L.  Halbert. . . Tompkinsville 

Rockland M.  R.  Hopper Nyack 

St.  Lawrence.  .F.  E.  Clark Ogdensburg 

Saratoga M.  D.  Duby Schuylerville 

Schenectady.  .W.  F.  Nealon Schenectady 

Schoharie . . . . R.  G.  S.  Dougall ....  Cobleskill 

Schuyler J.  W.  Burton ....  Mecklenburg 

Seneca R.  E.  Wallace Seneca  Falls 


Steuben S.  H.  Bean Addison 


Suffolk A.  M.  Baker Lindenhurst 

Sullivan R.  S.  Breakey Monticello 

Tioga J.  B.  Schamel Waverly 

Tompkins . . . . J.  N.  Frost Ithaca 

Ulster J.  S.  Taylor Kingston 

Warren B.  Diefendorf Glens  Falls 

Washington  . . G.  M.  Casey Hudson  Falls 

Wayne R.  Sheldon Lyons 

Westchester. . G.  C.  Adie New  Rochelle 

Wyoming.  . . .G.  A.  McQuilkin Varysburg 

Yates A.  W.  Holmes Penn  Yan 


H.  L.  Nelms Albany 

E.  B.  Perry Belfast 

H.  Friedland Bronx 

V.  W.  Bergstrom  . Binghamton 
L.  E.  Reimann . . . Franklin ville 

L.  W.  Sincerbeaux Auburn 

E.  Bieber Dunkirk 

J.  H.  Burke,  Jr Elmira 

J.  H.  Stewart .Norwich 

T.  A.  Rogers Plattsburg 

L.  J.  Early Hudson 

W.  A.  Wall Cortland 

E.  Danforth Sidney 

A.  A.  Rosenberg . Poughkeepsie 

L.  W.  Beamis Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

L.  Tremante Gloversville 

P.  J.  Di  Natale Batavia 

W.  M.  Rapp Catskill 

F.  C.  Sabin Little  Falls 

C.  A.  Prudhon Watertown 

B.  M.  Bernstein Brooklyn 

H.  E.  Chapin Lowville 

G.  E.  Murphy Mt.  Morris 

F.  Ottaviano Oneida 

C.  S.  Lakeman Rochester 

P.  J.  Lucas Amsterdam 


F.  E.  Vosburgh Albany 

D.  Grey Belfast 

J.  A.  Landy Bronx 

B.  L.  Matthews. . .Binghamton 
L.  E.  Reimann . . . Franklin  ville 

L.  H.  Rothschild Auburn 

F.  J.  Pfisterer Dunkirk 

M.  F.  Butler Elmira 

J.  H.  Stewart Norwich 

T.  A.  Rogers Plattsburg 

L.  J.  Early Hudson 

B.  R.  Parsons Cortland 

E.  Danforth Sidney 

A.  A.  Rosenberg . Poughkeepsie 

R.  M.  DeGraff Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

A.  H.  Sarno Johnstown 

P.  J.  Di  Natale Batavia 

M.  H.  Atkinson Catskill 

A.  L.  Fagan Herkimer 

L.  E.  Henderson . . . Watertown 

I.  E.  Siris Brooklyn 

H.  E.  Chapin Lowville 

G.  E.  Murphy Mt.  Morris 

J.  D.  Boyd Chittenango 

J.  L.  Norris Rochester 

M.  T.  Woodhead . . Amsterdam 


E.  K.  Horton . Rockville  Centre 

B.  W.  Hamilton.  .New  Y’k  City 

C.  M.  Brent Niagara  Falls 

J.  J.  Witt Utica 

F.  N.  Marty Syracuse 

D.  A.  Eiseline Shorts  ville 

E.  C.  Waterbury. . .Newburgh 

J.  Dugan Albion 

H.  F.  McGovern Fulton 

M.  F.  Murray Cooperstown 

G.  W.  Vink Carmel 

E.  A.  Wolff Forest  Hills 

R.  E.  Mussey Troy 

H.  Friedel Stapleton 

A.  N.  Selman. . . . Spring  Valley 
R.  J.  Reynolds Potsdam 

M.  J.  Magovern 

Saratoga  Springs 

N.  H.  Rust Scotia 

D.  R.  Lyon Middleburg 

O.  A.  Allen Watkins  Glen 

F.  W.  Lester Seneca  Falls 

R.  J.  Shafer Corning 

E.  P.  Kolb Holtsville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

W.  Wilson Ithaca 

C.  L.  Gannon Kingston 

M.  Maslon Glens  Falls 

D.  M.  Vickers Cambridge 

T.  C.  Hobbie Sodus 

H.  E.  McGarvey . . . Bronxville 

G.  W.  Nairn Warsaw 

R.  F.  Lewis Penn  Yan 


E.  K.  Horton . Rockville  Centre 

F.  Beekman . . . New  York  City 

G.  C.  Stoll Niagara  Falls 

H.  D.  MacFarland Utica 

I.  H.  Blaisdell Syracuse 

D.  A.  Eiseline Shortsville 

E.  C.  Waterbury . . . Newburgh 

J.  Dugan Albion 

H.  F.  McGovern Fulton 

P.  von  Haeseler. . . Gilbertsville 

F.  C.  Genovese Patterson 

J.  J.  Sheehy Hollis 

F.  J.  Fagan Troy 

C.  J.  Becker St.  George 

D.  Miltimore Nyack 

L.  T.  McNulty Potsdam 

W.  J.  Maby Mechanicville 

A.  S.  Grussner. . . . Schenectady 

D.  L.  Best Middleburg 

O.  A.  Allen Watkins  Glen 

F.  W.  Lester Seneca  Falls 

R.  J.  Shafer Corning 

G.  A.  Silliman Sayville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

W.  Wilson Ithaca 

C.  B.  Van  Gaasbeek . . Kingston 

M.  Maslon Glens  Falls 

C.  A.  Prescott . . . Hudson  Falls 

T.  C.  Hobbie Sodus 

W.  A.  Newlands Ossining 

G.  W.  Nairn Warsaw 

R.  F.  Lewis Penn  Yan 


581 


RTRONIZE 


*r 

M^vii^S00 


*«£<* 
bt~r^3fe 


NUTRITION  RESEARCH 


THE  ARTHRITIC 


The  value  of  ERTRON  in  the  treatment  of  chronic  arthritis  is 
repeatedly  demonstrated  in  the  rapidly  growing  list  of  published 
articles  appearing  in  current  literature. 

ERTRON 


ERTRON,  the  only  high  potency,  activated,  vaporized  ergos- 
terol  (Whittier  Process),  is  made  only  in  the  distinctive  two- 
color  gelatin  capsule. 

ERTRON  is  promoted  only  through  the  medical  profession. 

* Reg.  U.  S.  Pat.  Off. 
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nascent  OXYGEN  nascent  OXYGEN 

fitLEOKORRHEl  1.,  DRESSINGS 


CLINICALLY  TESTED*:  (a)  eliminates  un- 
pleasant odor  of  discharge:  (b)  cuts  down  or 
eliminates  irritations  inside  and  without  the 
vagina;  (c)  reduces  quantity  and  density  of 
the  discharge,  including  that  following  cau- 
terization . . . Non -irritating  and  non -toxic 
in  contradiction  to  the  arsenic  and 
picrate  preparations,  is  equally  ef- 
fective and  actually  soothing,  espe- 
cially in  the  (a)  infantile  vagina, 

(b)  senile  vagina,  (c)  trichomonas 
vaginalis  vaginitis  of  pregnancy. 

‘Barrows:  N.Y. St.  Jr.Med.Vol. 41, 1/15/41 


CLINICALLY  TESTED* : As  a surgical  dress- 
ing: gauze,  saturated  with  STA-O-GEN  (a) 
does  not  adhere  to  wounds,  (b)  reduces  dis- 
charge, (c)  eliminates  unpleasant  odor,  (d) 
wounds  heal  faster  and  appear  healthier, 
(e)  dressings  are  easily  applied,  continue  ef- 
fective longer  and  cause  no  burning 
or  pain  when  changed,  (f)  there  is 
no  irritation  of  the  skin  about  the 
wound  edge,  (g)  particularly  effec- 
tive around  perianal  region  in  post- 
operative work  (h)  stainless. 

‘Cowett:  Meet,  N.  Y.  Proc.  Soc.  4/15/42 


STA-O-GEN  is  a bland  ozonide  of  olive  oil.  On  application,  it  releases 
nascent  oxygen  continuously  for  hours -deodorizing,  germicidal,  fungicidal, 
healing.  Available  in  Liquid  or  Ointment;  also  Vag-I-Caps  for  leukorrhea 
prescription.  For  your  convenience,  druggists  may  obtain  from  any  jobber. 

LATIMER  LABORATORY,  INC.,  41  E.  21  STREET,  N.  Y.  C. 

STA-O-GEN 

SAFE  • SIMPLE  • SOUND 

• • 
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Capsules  Containing  Vitamins  A,  B„B2(G)/D&C 


With  Niacinamide,  Pantothenic  Acid  and  Pyridoxine 


COMPARE  — Improved  OL-VITUM 
Capsules  are  a product  of  the  Inter- 
national Vitamin  Corporation,  which 
specializes  solely  in  the  manufacture 
of  vitamin  products.  Each  capsule 
contains  the  established  daily  require- 
ment for  Vitamins  A,  Bi,  B2,  C and 
D,  plus  substantial  amounts  of  Nia- 
cinamide, Vitamin  B6  and  Panto- 
thenic Acid. 

Where  multiple  vitamin  deficiencies 
are  indicated,  improved  OL-VITUM 
Capsules  offer  a therapeutically  po- 
tent and  convenient  way  to  assure 


the  patient  adequate  vitamin  intake 
at  a substantial  saving. 

COMPARE  — Each  capsule  contains: 

5000  USP  units Vitamin  A 

500  USP  units Vitamin  Bi 

2000  Micrograms Vitamin  B2  (G) 

200  Micrograms Vitamin  Bg 

600  USP  units Vitamin  C 

1000  USP  units Vitamin  D 

20  Milligrams Niacin  Amide 

1000  Micrograms Pantothenic  Acid 

Twenty-five  I.V.C.  vitamin  preparations  bear 
the  seal  of  acceptance  of  the  Council  on 
Pharmacy  and  Chemistry  of  the  American 
Medical  Association. 


Professional  samples  and  literature  sent  on  request 


INTERNATIONAL  VITAMIN  CORPORATION 


” The  House  of  Vitamins" 


SO  EAST  42nd  STREET  • NEW  YORK  CITY 
CHICAGO  • LOS  ANGELES 
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FOR  SECONDARY  AND  NUTRITIONAL  ANEMIA  . . . 

Use  Elixir  VITA-LI V-FERIN 

Containing  adequate  doses  of  Iron,  Vitamin  B Complex  factors 
and  the  anti-anemic  principles  of  Liver,  Vita-Liv-Ferin  is  sug- 
gested in  cases  where  the  regeneration  of  hemoglobin  is  required, 
as  well  as  promoting  growth  of  children,  aiding  digestion,  stimu- 
lating the  appetite  and  as  a general  nutritional  tonic. 

Vita-Liv-Ferin  is  miscible  with  water,  milk  or  fruit  juices.  This 
palatable  tonic  does  not  nauseate  nor  disturb  the  gastric  region; 
neither  does  it  constipate  or  promote  diarrhea. 

MUTUAL  PHARMACAL  COMPANY 

INCOBPOBATED 

821  S.  STATE  ST.  SYRACUSE,  N.  Y. 
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Each  Fluidounce  Represents: 

Thiamine  Hydrochloride  (B-l) . 8 mg. 

Iron  & Manganese  Peptonized . 30  gr. 

Nicotinic  Acid 

Fresh  Liver 

Representing: 

Riboflavin  (B-2) 

1,000  gamma 

Pyridoxin  (B-6) 

230  gamma 

Pantothenic  Acid .... 

2,200  gamma 

Filtrate  Factor 

q.s. 

IN  THE  MODERN  TREATMENT 
OF  RHEUMATOID  ARTHRITIS 


SOLGANAL-B  OLEOSUM 


SOLGANAL-B  OLEOSUM  (aurothioglucose),  a gold  compound  of  high 
therapeutic  efficiency  and  low  toxicity  for  the  treatment  of  rheumatoid 
arthritis.  Improvement  has  been  reported  in  sixty-five  to  seventy-five 
per  cent  of  cases.  SOLGANAL-B  OLEOSUM  is  administered  intramuscu- 
larly in  regular  courses  separated  by  rest  periods.  Complete  informa- 
tion concerning  the  actions  and  uses  of  SOLGANAL-B  OLEOSUM*  may 
be  obtained  from  the  Medical  Research  Division.  *Trade-MarkReg.u.s.Pat.off. 
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THE  OLD 
VARIABLE 
DOSAGE 


THE  NEW 
ACCURATE 
DOSAGE 


In  the  past.  Iodides  in  liq- 
uid form  were  assumed  to 
furnish  1 grain  of  Potassium 
Iodide  in  a drop — but  drops 
vary  in  size  and  even  the 
solution  might  vary  as  much 
as  30  grains  in  an  ounce. 
Today,  you  can  be  certain 
of  the  correct  dosage  with 
ENKIDE  (Brewer)  15  grain 
Enteric  Coated  tablets  of 
Potassium  Iodide. 


ENKlDE 

(BREWER) 

for 

IODIDE 

Administration 


ENKIDE  is  an  enteric  coated 
tablet  containing  1 gram  of  Potas- 
sium Iodide,  U.S.P.,  that  mini- 
mizes gastric  distress  and  permits 
the  administration  of  large  doses 
of  Potassium  Iodide.  Sold  on 
prescription  only  ($2.25  for  a bot- 
tle of  100  tablets)  Enkide  may  be 
^ prescribed  in  accurate  doses  of 
1 to  5 tablets  a day,  in  a modern 
convenient  form  easy  to  take. 


BREWER  & COMPANY,  Inc. 

Pharmaceutical  Chemists  since  1852  • Worcester,  Mass. 
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READY  AT  ALL  TIMES  TO  SAVE  YOUR  TIME 


SINGER 


The  Singer  Surgical  Stitching  instrument 
is  light  and  well 'balanced.  Since  all 
parts  are  rust-proof  it  may  be  sterilized 
as  a unit.  After  it  is  quickly  taken  apart 
for  cleaning  it  may  be  reassembled  in 
one  minute. 


Depletion  of  hospital  personnel  has 
become  such  a critical  problem  that 
strict  economy  of  time  is  a major  concern  to 
all  civilian  surgeons. 

The  Singer  Surgical  Stitching  Instrument 

has  proven  clinically  that  it  saves  time,  labor 
and  material  while  it  effects  more  rapid  and 
complete  closure.  From  the  first  stitch  to  the 


last,  no  needles  need  be  threaded  and  no 
needle-holders  are  employed.  The  instru- 
ment measures  a desired  length  of  material, 
makes  the  complete  stitch,  and  then  cuts 
the  supply  thread.  Many  new  interrupted 
and  continuous  sutures  to  improve  technique 
and  hasten  repair  are  to 

surgeons.  A descriptive^^g 

% 9-10-11  ’ 


sent  on  request. 


SINGER  SEWING  MACHINE  COMPANY.  149  BROADWAY,  NEWYORK,  N.Y. 
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CLINICAL  VALUE  OF  MUSCLE  EXTRACT 

CtFituidmi  u*t 

ANGINA  PECTORIS  ARTERIOSCLEROSIS 

OBLITERATIVE  ARTERIAL  DISEASES 

Carnacton  is  a biologically  tested  extract  of  diaphragm  muscle  — a powerful,  markedly 
vascularized  muscle  with  a high  metabolic  rate  — most  effective  for  its  purpose.  Carnacton 
is  not  only  a vasodilator  but  also  promotes  cardiovascular  tone  and  vigor. 

In  1 cc.  and  2 cc.  ampuls  — boxes  of  1 2 and  50/  vials  of  30  cc.  for  oral  use.  Send  for 
professional  brochure . 

CAVENDISH  PHARMACEUTICAL  CORP.,  25  West  Broadway,  New  York 
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A Homogeneous  Combi»«Ho8 
{by  Vo!b»*I 

^i‘ecoise(f  Brewers  Yeas* — 
Entire  Agueo  US  Cu •* 
Miaerq}  Q|| , , .S' 

Sm«Ui*«r  A 


*or  Nostro -Intestinal  Oysh>n^°"  | 

( C°^iipaUmL  - 1 

SmJS^^jmTC £»”  p‘‘SH‘i. **** 


takt  Jirt-cily  btfure 


Iff  for  CONTAIN— Phenolphthtlei*' 

—^F'&gative  or  any  irritant  drag- 

0«*  E.  Glidden  & Co.,  In<.  £’*“» 


7ymenoL 

gggf  ^ Brewer  s Yeast  Emulsion 


BREWERS  YEAST 
INCREASED  TO  45% 
—More  Effective . 

No  Live  Yeast  Cells, 
Avoids  Eructations, 
Gastric  Upsets  and 
Skin  Eruptions. 

MINERAL  OIL 
REDUCED  TO  50% 


NOW  more  than  ever  an  EFFECTIVE 
TWO  FOLD  NATURAL  THERAPY  in . . . 


—Further  assures  no 
interference  with 
digestion  or  vita- 
min absorption. 


Important:  Increased 
Brewers  Yeast  Con- 
tent makes  I Mp 
PROVED  ZymenoL 
a thicker  'emulsion 
with  a darker  color. 


DO  NOT 

ME. 


coutis  • DIARRHEA 


• DOES  NOT  CONTAIN  any 
irritant  laxative  drugs. 

O Sugar  Free,  ideal  for  the 
Diabetic. 

• Only  Teaspoon  Dosage  — m f 
Avoids  Leakage. 

• ECONOMICAL.  f BOOTH  \ 

. % 73  g 

Write  For  FREE  Clinical  Site 

N.  Y.  4-43 


EN  & COMPANY 
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YOUR  PATIENTS  FIND  IT  JUST  AS  EASY 


In  less  than  1 minute  you,  your  technician  or  any  of  your 
patients  can  make  a reliable,  qualitative  urine-sugar  test  with 


B 


CLINITEST 

BOOTH 
74 


As  Simple  as  This: 
O 5 drops  urine 


0 Drop  in  tablet 


® 10  drops  water 


©Allow  for  reaction,  then 
compare  with  color  scale 


OTHER  OBVIOUS  ADVANTAGES:  CLINITEST  Tablets  generate  own 
heat;  therefore  no  external  heat  necessary.  Each  tablet  contains  an 
accurately  measured  amount  of  reagent;  therefore  no  weighing  of  re- 
agents, no  liquids  to  spill,  no  delay. 

CLINITEST  is  reliable — based  on 
same  chemical  principles  as  Benedict’s, 
Fehling’s,  Haines’  tests. 

Complete  sets  available  through  your 
prescription  pharmacy. 

Write  for  full  descriptive  literature. 


EFFERVESCENT  PRODUCTS,  INC. 

ELKHART,  INDIANA 
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for  Trichomonas  Vaginitis 


VIOFORM,  the  use  of  which  is  al- 
ready well  established  in  Tri- 
chomonas vaginalis  vaginitis,  *• 2- 3 
is  now  offered  in  convenient,  eco- 
nomical lozenges  for  vaginal  in- 
sertion. vioform  inserts * are 
compounded  with  boric  and  lactic 
acid  to  quickly  restore  vaginal 
acidity  while  the  vioform  (250 
mg.  per  insert)  acts  to  eradicate 
the  parasite  itself,  the  causative 


*•  Huffman,  J.  W.:  Amer.  Jl.  Surg.,  30:312, 1935 
2-  Zener.  F.  B.:  Northwest  Med.,  36:7, 1937,  and  Amer.  Jl.  Surg.,  44:416,  1939 
3-  Peterson,  P.:  Amer.  Jl.  Obst.  & Gyn.,  35:1004,  1936 


agent.  Use  of  vioform  inserts 
usually  results  in  a prompt  cure. 

• Reports  attest  their  lack  of 
toxicity,  effectiveness,  deodorant 
qualities  and  inexpensiveness. 
vioform  has  long  been  recog- 
nized as  a potent  amebicide  and 
reliable  surgical  dusting  powder. 

VIOFORM  INSERTS  are  issued  in 
packages  of  15.  q\)R 

#B00TH% 

% 4 


• Write  for  literature. 


Trade-Mark  Reg  O S.  Rat.  Off. 
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SUMMIT,  NEW  JERSEY 
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• Violence  during 
grand  movements  is 
pictured  by  Paul 
Richer , one  of  the  dis- 
tinguished artists  of 
medicine,  in  his  Etudes 
Cliniques  sur  L’Hyste- 
rio  - Eplepsie  (1881). 


Dilantin*  sodium  (phenytoin  sodium)  is  “recognized 
as  the  drug  of  choice  for  patients  having  grand  mal 
or  psychomotor  seizures.  Its  usefulness  should  not 
be  lessened  just  because  its  administration  requires 
careful  and  intelligent  supervision  by  the  attending 
physician.  Ignorance  or  timidity  on  the  part  of  the 
doctor  has  blighted  the  budding  hope  of  many  a 
patient  . . . Epilepsy  is  a tough  disease  which  laughs 
at  dull  weapons.”1 

Kapseals  Dilantin  Sodium  (phenytoin  sodium)  are 
providing  new  relief  for  many  epileptic  patients.With 
its  use  seizures  usually  decrease  in  number  and  some- 
times cease  entirely.  *trade-markreg.u.s.  pat.off. 

1. Lennox,  W.  G.:  Jl.  A.M.A.,  Oct.  10,  1942 

Detailed  Literature  on  Request 


DILANTIN  SODIUM 


A Product  of  modern  research  offered  to  the 
medical  profession  by 


PARKE,  DAVIS  & COMPANY 

DETROIT  • MICHIGAN 
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The  full  adult  basic  daily  require- 
ments (F.  D.  A.)  of  the  two  definitely 
proved  factors— thiamine  hydrochlo- 
ride 1 mg.  and  riboflavin  (B2)  2 mg. 

The  full  adult  basic  daily  require- 
ment of  Nicotinic  Acid  (10  mg.) 
recommended  by  the  Food  and  Nu- 
trition Board  of  the  National  Re- 
search Council. 

The  balanced  proportion  of  these 
three  factors  recommended  by  the 
Council  on  Foods  and  the  Council 
on  Pharmacy  and  Chemistry. 

Addition  of  substantial  amounts 
(0.2  5 mg.  each)  of  pyridoxine  hy- 
drochloride and  calcium  pantothen- 
ate—two  factors  which  are  essential 
for  laboratory  animals,  and  probably 
for  humans. 


WHITE’S 


MULTI -BIT 


(Vitamin  B Complex) 

CAPSULES 


All  the  other  known  and  unknown 
components  of  natural  vitamin  B 
complex  obtained  from  167  mg.  of 
high  potency  brewers’  yeast  concen- 
trate. 


White’s  Multi-Beta  Liquid  provides 
the  known  clinically  important 
factors  of  vitamin  B complex  for 
drop-dosage  medication. 


G Economy  and  convenience— low  cost 
to  the  patient;  one  capsule  daily  is 
the  average  protective  dose. 


White’s  Natural  B Complex  Tablets 

—the  entire  B complex  derived 
from  rich,  natural  sources. 
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1943  IT'S  " TALKING  PAPERS'' 

WITH  “MEDICAL  FILMS  THAT  TEACH” 

VIEW  OUR  MOTION  PICTURE  FILM  TEXT  BOOKS  . . . 


f“B00TH% 

* 7-8  # 


Asphyxia  Neonatorum 
Inguinal  Hernioplasty 
Symposium  on  Suturing  Techniques 


Non  Operative  Treatment  of  Paranasal  Sinusitis 
A Clinic  on  Sigmoid  Sinus  Thrombosis 
Otitis  Media  in  Pediatrics 


Many  films  available  at  no  charge  ! 

Let  us  produce  your  teaching  films 
Visit  the  Medical  Profession’s  Camera  Shop 


MEDICAL  FILM  GUILD 


167  W.  57th  ST. 
NEW  YORK,  N.  Y. 


(opposite  Carnegie  Hall) 
TEL:  Circle  5-7343 


HARRY  F.  WANVIG 

Authorized  Indemnity  Representative 

of 

tEfyc  ^chiral  Jioctcig  of  t\\z  Jitaic  nf  ^for k 


70  PINE  STREET 


NEW  YORK  CITY 


TELEPHONE:  DIGBY  4-7117 
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SKILL  BORN  OF 
SPECIALIZATION 


In  no  branch  of  pharmaceutical  manufac- 
ture are  extreme  care  and  accuracy  more 
vital  than  in  the  specialized  field  of  ampul 
medication. 

AMPULS  BY  LOESER 

All  facilities  and  personnel  of  this  pioneer 
American  ampul  house  have  been  built 
around  the  sole  purpose  of  producing  a 
fine  and  complete  line  of  dependable, 
sterile  ampul  solutions. 

Catalog  Available  on  Request 


MfRBELL  COMPANY 


COT-TAR 

PIX-LITHANTHRACIS  5% 


, TVvetaP 
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DOAK  CO..INC 

CLEVELAND,  OHIO 
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TANDEM  ACTION 

In  Secondary  Anemia  jf 

For  treatment  of  iron  deficiency  anemia,  anorexia  and  general  debili- 
tation  following  illness  or  overwork,  two  valuable  reconstructive  agents  ^ 
work  together  in  perfect  unison  when  you  prescribe  ** 


THYDRON 

Brand  of  Hematinic  and  Tonic 


1.  Ferrous  Sulfate — clinically  established  as  the  most  advantageous  iron 
compound  for  therapeutic  use.  Increases  erythrocyte  count,  raises  hemoglobin 
level  quickly  with  small,  well-tolerated  dosage. 


2.  Vitamin  Bj — thiamine  hydrochloride  in  pure,  crystalline  form,  stimulates 
appetite,  improves  digestion  and  assimilation,  hastens  hemoglobin  response. 

The  palatability  and  economy  of  Thydron  insure  cooperation  of  the  patient.  Two 
dosage  forms  are  available: 

SYRUP  THYDRON — a thoroughly  pleasant  syrup  containing  16  grs.  ferrous  sulfate 
and  4.5  mg.  (1500  U.S.P.  XI  units)  vitamin  Bi  per  fluidounce.  Suggested  dosage  is 
one  tablespoonful  twice  daily Pint  bottles 


TABLETS  THYDRON — contain  5 grs.  ferrous  sulfate  and  1.5  mg.  (500  U.S.P.  XI  units) 
vitamin  Bj.  Suggested  dosage  is  one  tablet  three  times  daily Bottles  of  100 

Write  for  Sample  and  Complete  Literature 


a 


BOOTHS 


\ 33  J 


Trade  Mark  "Thydron” 
Reg.  U.  S.  Pat.  Off. 
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lhe  importance  of  keeping  all  skilled  hands 
in  condition  to  work  at  full  capacity,  particu- 
larly during  our  war  time  emergency,  cannot 
be  over-emphasized.  Every  pair  of  hands 
plays  a major  role  in  the  victory  effort. 

Acidolate*  skin  cleanser  is  offered  to  the 
physician  as  an  aid  in  the  management  of 
those  dermatoses  which  may  be  irritated  by 
soap.  By  a process  of  emulsification,  Acido- 
late destroys  the  adherent  nature  of  cutaneous 
soil,  and  facilitates  its  removal  with  water. 
This  same  property  makes  it  useful  in  re- 
moving residual  ointments,  grease,  or  oils 
from  the  hair  or  skin. 


Acidolate  is  supplied  in  8 ounce  dispenser 
bottles  and  in  gallons.  It  is  available  through 
better  drug  stores  everywhere. 

Literature  and  samples  will  be 
sent  to  physicians  on  request. 

"Acidolate  Is  the  Registered  Trademark *oT  NoilonalOJI  PPoducts  Company 


Copyright,  1943,  National  Oil  Products  Company 


ACIDOLATE 


fe% 


ACIDOLATE  DIVISION 


NATIONAL  OIL 
PRODUCTS  COMPANY 

40  ESSEX  ST.  HARRISON,  N.  J. 


tflilSTTiS 
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WHAT  IT  OFFERS 

• approximately  5.5%  aluminum  • no  acid  rebound;  no  danger  of 

hydroxide  alkalosis 

• antacid  action  of  12  times  its  • prompt  and  continuous  pain  relief 

volume  of  N/10  HCI  in  less  than  30  in  uncomplicated  cases 

minutes  (Toepfer’s  reagent;  • rapid  healing  when  used  with 

• non  - alkaline;  non  - absorbable;  regular  ulcer  regimen 

non-toxic  • mildly  astringent,  demulcent 
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A PHARMACEUTICAL  DIVISION  newyork.n.y. 
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One  teaspoonful  (5cc.) 
supplies  1.5  mg.  thia- 
mine hydrochloride;  I 
mg.  riboflavin;  12  mg. 
of  a naturally  occurring 
mixture  of  niacin  and 
niacin  amide;  0.75  mg. 
pyridoxine  hydrochlo- 
ride and  1.4  mg.  panto- 
thenic acid. 


LIQUID  • B Complex  Syrup  Squibb 

An  undiluted  rice  bran  extract,  with  thiamine 
and  riboflavin  added.  Extract  of  Rice  Bran  is 
official  in  U.S.P.  XII.  The  Squibb  product  meets 
U.S.P.  requirements  in  every  respect  except  that 
its  specific  gravity  is  slightly  higher. 


Average  daily  dose  of 
one  heaping  teaspoon- 
ful (10  grams)  supplies 
5 mg.  thiamine;  2 mg. 
riboflavin;  20  mg.  nia- 
cin; 1.6  mg.  pyridoxine; 
5.3  mg.  pantothenic 
acid;  32  calories. 


natupu 

squib 


HATUPUEX- 
„ SQUIBB 


POWDER  • Natuplex-B 

Squibb  Extract  of  Natural  Vitamin  B Complex 
derived  from  high-potency  brewers’  yeast — un- 
fortified, undiluted.  Makes  possible  the  adminis- 
tration of  the  “natural”  vitamin  B Complex  in 
heavier  dosage  than  hitherto  regarded  as  prac- 
ticable. 


Each  tablet  contains  5 
grains  Natuplex-B  to- 
gether with  I mg.  thia- 
mine hydrochloride;  1.5 
mg.  riboflavin  and  10 
mg.  niacin  amide. 


TABLETS  * B Complex  Tablets  Squibb 

A product  of  choice  for  correction  of  milder 
forms  of  B Complex  deficiency  conditions,  and 
for  maintenance.  Two  tablets  supply  the  full 
daily  allowance  of  B1?  B2  and  niacin  amide  as 
recommended  by  the  Food  and  Nutrition  Board 
of  the  National  Research  Council. 


These  and  other  individual  and  multivitamin  products  are 
available  from  the  Squibb  Laboratories.  Write  for  the 
Squibb  booklets,  “Vitamin  B Complex  Therapy”  and 
“Squibb  Vitamin  B Complex  Products.”  Address  Profes- 
sional Service  Department,  745  Fifth  Avenue,  New  York. 

ER:  Squibb  Sons 

Manufacturing  Chemists  to  the  Medical  Profession  Since  1858 
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> there  any  help  for  an  overworked  doctor? 


YES— BIOLAC,  because  it  saves  you  valuable  time. 

It’s  a complete  infant  formula  and  there  are  no 
extra  ingredients  to  calculate. 

Biolac  provides  completely  for  all  nutritional 
needs  of  the  young  infant  except  vitamin  C. 

Prescribe  Biolac  routinely  to  reduce  the  possi- 
bility of  errors  and  contamination  in  formula  prep- 
aration. It  requires  only  simple  dilution  with  boiled 
water ...  as  you  prescribe. 


NO  LACK  IN  BIOLAC 

Borden’s  complete  infant  formula 


• Biolac  is  prepared  from  whole  milk,  skim  milk, 
actose,  Vitamin  Bi,  concentrate  of  Vitamins  A and 
0 from  cod  liver  oil,  and  ferric  citrate.  It  is  evapo- 


rated, homogenized,  and  sterilized.  For  professional 
information,  write  Borden's  Prescription  Products 
Division,  350  Madison  Avenue,  New  York  City. 


PSP 
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Bringing  to  wartime  America  the  increased 
significance  of  GOOD  POSTURE 


npODAY,  more  emphasis  than  ever 
T before  is  being  placed  upon  good  posture 
as  an  essential  factor  in  our  nation’s  well 
being.  That  is  why,  this  year,  National 
Posture  Week  becomes  more  far-reaching 
and  significant  than  at  any  time  since  its 
inception  . . . Why,  this  year,  it  should  be 
of  more  than  usual  interest  to  the  medical 
profession. 

’'Fitness  for  Victory”— slogan  of  this 
5th  National  Posture  Week — will  ring  like 


rnrr  a booklet  on  posture 
IIILiL  for  your  patients 

Doctors  all  over  America — particularly  in 
industrial  plants  and  army  camps — have 
ordered  thousands  of  this  16-page  ethical 
booklet.  They  have  expressed  satisfaction 
with  the  way  "Blue  Prints  for  Body 
Balance”  clearly  explains  authentic  pos- 
ture information  to  the  layman  in  easy- 
to-read,  non-technical  language.  Prepared 
by  the  Samuel  Higby  Camp  Institute  for 
Better  Posture,  it  can  be  obtained  in  any 
quantities  you  wish  by  writing  the 
Samuel  Higby  Camp  Institute  for  Better 
Posture.  Address:  Empire  State  Building, 
New  York  City. 


a battle  cry  from  one  end  of  the  country 
to  the  other.  Press,  radio,  schools,  colleges 
and  civic  groups  will  voice  the  challenge 
— "How  are  you  standing  up  to  the  extra 
demands  of  total  war  . . . are  you  fit  to  do 
your  share  for  victory?” 

We  believe  that  this  message  will  inspire 
more  men  and  women  to  better  posture 
. . . will  encourage  those  suffering  from 
poor  body  mechanics  to  seek  professional 
advice.  We  hope  the  aims  and  precepts  of 
this  program  will  warrant 
the  full  approval  and  sup- 
port of  the  medical  fra- 
ternity this  year,  as  in  the 
past. 

S.  H.  CAMP  AND  COMPANY 
Jackson,  Michigan 

World’s  largest  manufacturer  of 
scientific  supports.  Offices  in  New 
York;  Chicago;  Windsor,  Ontario; 
London,  England. 


Book  is  3Vi  inches  by  6Vi 
inches.  Printed  in  blue.  Pro- 
fusely illustrated  with  skel- 
etal diagrams  as  above. 
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ONLY  ONE 

'Microform’  Sulfathiazole  Ointment 

JpRAGMASUL 

Pragmasul  is  not  just  another  sulfathiazole  ointment. 
It  is  a significant  advance  in  sulfonamide  therapy. 

WHY  ? . . . • Because  Pragmasul  contains  S.  K.  F.’s  new  'Micro- 
form’* crystals  of  sulfathiazole  — each  approximately 
1/1000  the  mass  of  an  ordinary  commercial  crystal. 

RESULTS.  . (1)  Enhanced  therapeutic  effect.  (2)  Lessened 
possibility  of  irritation.  (3)  Exceptional  smoothness. 


Ordinary  commercial  sulfathiazole  crystals. 


'Microform’  sulfathiazole  crystals. 


(450X)  Each  small  division  of  the  scale  =2  microns 


Pragmasul  is  indicated,  both  in  dermatology  and  in  minor  surgery,  when 
pyogenic  infection  is  present  or  suspected. 

PRAGMASUL 

An  ointment  containing  'Microform’  sulfathiazole,  5%,  in  a special  oil-in-water  type  emulsion  base. 

*S.  K.  F.’s  trademark  for  microcrystals  of  the  sulfonamides. 

SMITH,  KUNE  & FRENCH  LABORATORIES,  PHILADELPHIA,  PA. 
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THE  KOROMEX  SET  COMPLETE 


Koromex  Set  Complete*  is  an  attractively  packaged  unit  containing  the 
important  items  used  for  approved  contraceptive  technique.  Identified  by 
a removable  label.  To  order  or  prescribe,  merely  write,  "Koromex  Set 
Complete,  Diaphragm  Size ”. 

focieA  fylnif  ... 


KOROMEX  DIAPHRAGM  —The  outstand- 
ing, most  durable  diaphragm  in  use  today. 
With  specially  designed  sanitary  pouch. 


KOROMEX  TRIP  RELEASE  INTRODUCER 

— Specially  designed  swivel  tip  facilitates 
usage.  Gauged  to  take  all  size  diaphragms. 


KOROMEX  JELLY  and  H-R  EMULSION  CREAM  — Both  preparations  have  equally  high 

spermicidal  value,  but  differ  in  degree  of  lubrication.  Both  are  included  so  the  patient 
may  determine  which  preparation  better  meets  her  requirements  and  personal  preferences. 


^ ♦ Price  of  Koromex  Set  Complete  is  only  that  of  the  Koromex  Diaphragm  and  Koromex  Trip  Release  Introducer 
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DIRECTIONS  — to  be  used 

only  by,  or  on  prescription 
of,  a physician. 


r 


its  your 


proscription,  Doctor , 

WHEN  VITAMIN  D IS  ESSENTIAL 

these  Brewer  products 

ARE  INDICATED 


cMujlteSi  fiatestcif, 

HI-DERATOL 

200,000  U.S.P.  UNITS  VITAMIN  D 

per  capsule — obtained  from  activated  ergosterol  (Hebo  Process)  in  a 
pure,  edible  vegetable  oil;  and  per  ampul — activated  ergosterol 
(Hebo  Process)  in  cotton  seed  oil.  (Each  ampul  contains  a sufficient 
amount  to  permit  withdrawal  and  use  of  1 cc.) 

Supplied — for  oral  use  (on  prescription  only)  one  hundred  capsules  for 
$14.40 — for  injection  (a  sterile  intramuscular  solution),  twelve  ampuls 
for  $8.00(each  ampul  containing  a sufficient  amount  to  permit  withdrawal  and 
use  of  1 cc.). 


tf-osi  Uixflt  pxUency  lequibemesibl 

DERATOL 

50,000  U.S.P.  UNITS  VITAMIN  D 

per  capsule  and  per  ampul — obtained  from  activated  egosterol  (Hebo 
Process)  in  cotton  seed  oil. 

Supplied — For  oral  use  (on  prescription  only),  one  hundred  capsules  for 
$4.50  — for  injection  (a  sterile  intramuscular  solution),  twelve  ampuls 
for  $5.00  (1  cc.  size). 

Literature  and  physician's 
samples  sent  on  request. 

BREWER  & COMPANY,  Inc. 

Pharmaceutical  Chemists  Since  1852  WORCESTER,  MASS. 
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We  do  appreciate  the  wholehearted  cooperation 

of  the 

MEDICAL  SOCIETY 
of  the 

STATE  of  NEW  YORK 

The 

YORKSHIRE 

Indemnity  Company 
of  New  York 

90  John  Street 
New  York  City 


Carrier  of  the  Group  Malpractice 
Insurance  Plan  of  the 
Medical  Society  of  the  State  of  New  York 
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Special  Package  of  Foille  in  Gelatin  Tubules.  Designed  for 
physician  to  carry  for  emergency  use  in  treatment  of  small-area 
burns,  furnished  complimentary.  Write  for  this  and  full  litera- 
ture. Additional  free  clinical  product  available  upon  request. 


[RRBI5ULPH0IL  CORIPflnV 

31 18  Swiss  Avenue  • Dallas,  Texas,  U.  S.  A. 
CHICAGO  • NEW  YORK  • LOS  ANGELES  • BIRMINGHAM 


WITH 


FOILLE 


Outstanding  among  the  clinical  advantages  of  this  water- 
in-oil  emulsion  as  a first-aid  application  to  affected  areas 
are  the  following: 

Fourth— Foille  allows  needed  sup- 
puration or  sloughing  to  proceed 
without  interference.  Free  move- 
ment is  afforded;  there  is  less 
danger  of  contracture;  the  pa- 
tient is  more  comfortable;  heal- 
ing is  accelerated. 


First — Foille  may  be  applied  im- 
mediately without  debridement. 

Second — Foille  quickly  controls 
pain. 

Third — Foille,  unlike  tanning 
methods,  does  not  rigidly  seal 
over  burned  areas. 

Because  of  day-to-day  performance  in  military,  civilian  and 
hospital  practices,  there  is  a steadily  growing  demand  for 


In  2-oz.,  4-oz.,  pints,  quarts,  gallons,  5-gallon  bottles. 
Distributed  through  Surgical  Supply  Houses,  Wholesale 
Druggists,  Pharmacists  and  First  Aid  Suppliers. 
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Physicians  agree,  “Habit  Time”  is  the 
best  corrective  measure  in  treating  con- 
stipation. 

As  an  aid  in  establishing  “Habit  Time” 
. . . Petrogalar  has  long  been  favorably 
known. 

An  aqueous  suspension  of  mineral  oil, 
Petrogalar  adds  unabsorbable  fluid  in  the 
colon.  Brings  about  comfortable  elimina- 
tion with  no  straining  . . . no  discomfort. 

Unlike  plain  mineral  oil,  Petrogalar  sup- 
plies moisture  . . . retains  moisture  . . . 
counteracts  excessive  dehydration. 


Miscibility  and  even  dissemination  are  as- 
sured by  the  fine  division  of  suspended  oil 
globules. 

Petrogalar  is  pleasant  to  take.  It  may  be 
thinned  with  water,  milk  or  fruit  juices. 

Five  types  offer  latitude  of  choice  in  treat- 
ing a wide  range  of  conditions. 

Try  Petrogalar  on  your  next  group  of 
patients. 

*Reg.  U.  S.  Pat.  Off.  Petrogalar  is  an  aqueous 
suspension  of  pure  mineral  oil.  Each  100  cc.  of 
which  contains  65  cc.  pure  mineral  oil  suspended 
in  a flavored  aqueous  gel. 


Supplied  in  5 Types 


Petrogalar  Laboratories,  Inc. 
Chicago,  Illinois 
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Editorial 


Annual  Meeting,  1943 


It  is  said  of  Aldus,  the  printer,  that  he 
placed  over  the  door  of  his  office  a placard: 
“Talk  of  nothing  but  business,  and  despatch 
that  business  quickly.”  This  will  be  the 
spirit  of  the  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  at  Buffalo, 
May  3-6,  1943. 

War  medicine  and  surgery,  cumulative 
experience  in  wartime  practice,  new  meth- 
ods, recent  researches,  demonstrations  of 
various  kinds  wTill  high-light  the  meeting. 
The  convention  committee  and  the  exhibi- 
tors have  been  continuously  at  work  since 
the  first  of  the  year,  planning  with  all  the 
dreadful  virtue  of  industry  in  their  hearts, 
toiling  by  day  and  far  into  the  night,  limited 
only  by  the  kerosene  rationing  restrictions, 
for  one  of  the  most  exceptional  meetings  the 
Society  has  ever  had. 

The  general  session  on  Tuesday,  May  4, 
will  open  with  “British-American  Experi- 
ences in  Civil  Defense,”  by  Col.  George 
Baehr,  Chief  Medical  Officer,  Office  of  Civil- 
ian Defense,  Washington,  D.C.  This  will 
be  followed  by  “Summary  of  the  Modern 
Treatment  of  War  Injuries,”  by  Capt. 
Reynolds  Hayden,  M.C.,  U.S.N.,  Comman- 
dant, 3rd  Naval  District,  New  York.  Cap- 
tain Hayden,  recently  returned  from  Pearl 
Harbor,  speaks  from  personal  experience. 
Papers  on  “Care  of  Soft  Tissue  Injuries,” 
“Continuous  Caudal  Analgesia  in  Obstet- 
rics— Demonstration  of  Catheter  Tech- 
nique for  Administration,”  will  follow. 
These  are  timely  subjects  in  which  every- 
body should  be  interested. 


A “Symposium  on  Plasma”  will  follow  on 
Thursday,  May  6,  and  on  Wednesday,  May 
5,  the  Section  on  Public  Health,  Hygiene, 
and  Sanitation  will  discuss  virus  diseases  of 
the  central  nervous  system,  tropical  dis- 
eases— a postwar  public  health  program, 
and  military  malaria  control.  On  the  same 
day  the  section  on  ophthalmology  and 
otolaryngology  will  hear  epidemic  kerato- 
conjunctivitis (shipyard  eye)  discussed. 
These  are  but  a few  of  the  topics  of  vital 
current  interest  which  you  will  hear  about,  to 
say  nothing  of  the  scientific  exhibits. 

No  one  knows  what  the  future  holds. 
Next  year?  The  year  after?  Why  worry? 
Put  aside  anxiety,  take  out  your  calendars, 
mark  the  dates  May  3-6,  Buffalo,  must. 
You  owe  something  to  the  community  in 
which  you  practice.  Your  attendance  at 
the  state  meeting  will  fulfill  part  of  this  obli- 
gation by  refreshing  you  and  bringing  you 
up  to  date  on  matters  of  vital  importance  to 
your  community’s  health.  It  is  true  that 
this  year  the  meeting  will  be  all  work  and  no 
play.  There  will  be  no  annual  banquet  as  in 
previous  years;  there  will  be  difficulties  in 
transport.  But  what  of  it?  It  will  be 
Spring!  It  will  be  Spring  in  Buffalo — 

“Whither  resorting  from  the  vernal  Heat 
Shall  Old  Acquaintance  Old  Acquaintance 
greet, 

Under  the  Branch  that  leans  above  the 
Wall 

To  shed  his  Blossom  over  head  and  feet.” 


Buy  War  Bonds  and  Stamps 
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Medicine  and  the  State 


Disraeli  said  that  it  was  much  easier  to  be 
critical  than  to  be  correct.  To  be  correct, 
readily  accessible  information  comes  in 
handy.  We  are  therefore  prompted  to  place 
before  our  members  certain  facts  concerning 
the  participation  of  the  State  of  New  York 
in  medical,  health,  and  welfare  services. 
In  these  services  the  state,  voluntary  agen- 
cies, and  the  medical  profession  conduct  a 
cooperative  enterprise  which,  under  the  name 
of  state  medicine,  has,  at  times,  been  subject 
to  some  controversy  and  criticism.  In  order 
that  both  the  critics  and  the  apostles  of  ex- 
actitude may  be  equally  well  informed,  we 
list  the  types  of  services  offered  to  the  citi- 
zens of  the  state  from  birth  to  death  as  com- 
piled by  the  Executive  Officer  of  the  Medical 
Society  of  the  State  of  New  York. 

Premarital  examination  of  prospective  fathers  and 
mothers 

Maternal  welfare 

(а)  Treatment  for  syphilis 

(б)  Obstetrical  care 
(c)  Postpartum  care 

Ophthalmia  neonatorum 
Well  baby  clinics 

Immunization  services  of  various  kinds 
Care  and  rehabilitation  for  poliomyelitis 
School  medical  services 

(a)  Physical  examination 

( b ) Health  education 

(c)  Specific  medical  services  where  needed 
Special  schools  for  handicapped  children  of  various 

kinds 

Dental  clinics  in  schools 

Lunches,  milk,  and  transportation  for  school 
children 

Industrial  hygiene  supervision  and  rehabilitation 
Workmen’s  compensation  insurance 
Medical  care  of  the  indigent 
Old  age  assistance 

Institutions  providing  care  under  state  auspices 

General  hospitals,  their  clinics  and  wards 
Mental  hospitals 
Tuberculosis  hospitals 
Cardiac  institutions 
Veterans  hospital 

Agencies  supervising  or  assisting  in  provision  of 
state  care 

State  Health  Department 
State  Welfare  Department 
Local  welfare  and  health  departments 
State  Education  Department 
State  Department  of  Labor 


State  Department  of  Insurance 
Public  Health  Nurses’  Association 
State  Medical  Society,  local  branches  and  county 
societies 

Tuberculosis  Association 
Cancer  Committee 
Hospital  expense  insurance  plans 
Medical  expense  insurance  plans 
Industrial  mutual  aid  plans 

Diseases  for  which  the  state  has  assumed  full  or 
partial  responsibility 

Poliomyelitis 

Tuberculosis 

Blindness 

Mental  and  nervous  diseases 

Cancer 

Deafness 

Cardiac  disease 

All  these  activities  have  become  so  com- 
monplace in  the  lives  of  most  of  us  that  they 
are  accepted  almost  as  a matter  of  course. 
The  private  practice  of  medicine  continues, 
as  always,  paripassu;  with,  to  date,  little 
ascertainable  recession  in  the  volume  of  work 
and  even  a possible  increase  because  of  the 
vast  educational  value  to  the  public  of  these 
cooperative  enterprises.  Few  men  in  this 
state,  we  believe,  would  favor  or  even  coun- 
tenance a restriction  of  these  services;  many 
think  that  they  could  be  better  integrated; 
some  believe  that  they  should  be  broadened 
to  provide  increased  service.  “We  are 
fortunate,”  said  Dr.  George  W.  Cottis,  in 
1942,  “in  this  respect:  In  the  protection  of 

public  health,  in  the  elimination  of  disease, 
in  the  spreading  of  medical  knowledge,  and 
in  the  raising  of  the  standards  of  medical 
care  we  have  for  generations  anticipated  the 
demands  which  are  now  being  so  widely 
publicized.  We  have  led  the  procession  and 
need  not  and  must  not  now  become  follow- 
ers. We  have  the  knowledge  necessary  to 
meet  purely  medical  demands,  but  leader- 
ship requires  more  than  knowledge.  It  de- 
mands an  alert  understanding  of  changing 
conditions  and  of  sociological  movements. 
We  must  survey  the  whole  field  of  human 
needs  and  set  our  objectives  accordingly. 
We  must  be  willing  to  discard  outworn  tra- 
ditions while  steadfastly  retaining  the  ideals 
and  high  standards  of  service  which  can 
never  be  outworn.” 
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Conservation  of  Physicians 


Physicians  are  expendable  on  the  home 
front  as  well  as  on  the  battlefront.  Coronary 
thrombosis  and  occlusion,  other  coronary 
diseases,  angina  pectoris,  cerebral  hemor- 
rhage, arteriosclerosis,  cardiovascular  renal 
disease,  and  chronic  nephritis  continue  to 
take  their  unspectacular  but  inexorable  pro- 
fessional toll  year  after  year.  These  condi- 
tions continue  to  head  the  list  of  causes  of 
death  among  physicians  in  civilian  practice, 
as  we  remarked  in  our  February  15  issue. 
Considered  merely  as  eventual  causes  of 
death  they  are  bad  enough,  but  how  much 
do  they  contribute  to  impaired  efficiency 
during  the  years  preceding  death?  Is  all 
of  this  impairment  of  function  inevitable?1 

During  the  last  half-century  the  death 
rate  for  preventable  disease,  notably  the 
acute  infections,  has  undergone  a pro- 
nounced decline,  whereas  that  for  the  various 
degenerative  diseases  has  steadily  risen. 
“ Longevity  marred  by  an  accompaniment 
of  disabling  disease,”  says  Piersol,2  “ . . .has 
little  to  commend  it;  it  is  a distinct  liability 
rather  than  an  asset.”  Stieglitz3  has  pointed 
out  that  the  most  important  diseases  of 
senescence,  such  as  cardiovascular  renal 
disease,  arthritis,  diabetes  mellitus,  and 
cancer,  are  best  controlled  in  the  two  dec- 
ades preceding  old  age.  If  this  commences 
at  60,  then  40  is  none  too  early  to  begin. 
Physicians  will  recognize  that  fact;  they 
will  act  upon  it  in  the  interests  of  their  pa- 
tients but  not  in  their  own  interests,  appar- 
ently. Yet  the  physician  group  between 
the  ages  of  45  and  65,  almost  precisely  that 
age  group  with  which  something  can  be  done 
to  conserve  its  own  physical  and  mental 
efficiency,  is  right  here,  now,  in  the  hos- 
pitals, in  the  laboratories,  in  the  foundations, 
in  the  doctors’  offices,  too  busy,  possibly  too 
indifferent,  to  act.  Sherman’s  work  on  diets 


is  knowm  to  them;  Minot’s  work  is  avail- 
able; McCay’s  experiments  on  rats  and 
their  results  are  available,  as  Piersol2  points 
out.  There  is  steadily  increasing  evidence 
that  diet  plays  an  important  part  in  human 
longevity  and  in  delaying  or  preventing  some 
of  the  disorders  common  to  senescence. 
How  has  this  knowledge  affected  the 
physicians  themselves?  Do  they  pay  much 
attention  to  the  significance  of  their  own  dis- 
coveries? Apparently  not,  judging  some- 
what from  the  commonest  causes  of  death, 
somewhat  from  ordinary  observation. 

Studies  by  Ciocco  and  Altman4  on  the 
patient  loads  carried  by  physicians,  made 
for  the  Procurement  and  Assignment  Service 
and  for  the  War  Manpower  Commission, 
show  that  withdrawals  of  men  below  45  years 
of  age  from  a population  does  not  have  the 
same  effect  as  withdrawing  men  above  that 
age.  General  practitioners  under  45  years 
of  age  were  found  to  have  a patient  load  20 
to  50  per  cent  greater  than  that  of  other  men 
between  45  and  64  years  of  age  and  more 
than  twice  as  large  as  that  of  general  prac- 
titioners 65  years  and  older.  This  study 
affords  at  least  a suggestion  of  the  efficiency 
of  the  two  older  groups  compared  with  those 
under  45,  and  discloses  perhaps  the  origin  of 
some  of  the  principal  causes  of  death  at  or 
near  the  end  of  the  sixth  decade,  aided  and 
abetted  by  faulty  diet,  insufficient  rest,  and 
unremitting  pressure. 

Surely  physicians  have  something  in  com- 
mon with  shoemakers’  children,  the  hen  who 
starved  on  a dung  heap,  and  the  proverbially 
ductile  but  hydrophobic  horse. 


1.  New  York  State  J.  Med.  43:  219  (Feb.  1)  1943. 

2.  Piersol,  G.  M.:  Arch.  Ophth.  29:  1 (Jan.)  1943. 

3.  Stieglitz,  E.  J.:  New  England  J.  Med.  225:  247 

(1941). 

4.  J.A.M.A.  121:  506  (Feb.  13)  1943. 


Army’s  1943  Recruiting  Program  Will  Require  6,900  Physicians* 


The  1943  recruiting  program  of  the  Surgeon  Gen- 
eral of  the  Army  calls  for  the  commissioning  of  6,900 
physicians  and  approximately  3,000  hospital  interns 
and  residents,  it  is  reported  in  The  Journal  of  the 
American  Medical  Association  for  March  13  in  an 

* This  article  is  reprinted  here  in  full  at  the  re- 
quest of  the  A.M.A. 


outline  of  the  new  procedure  of  processing  physicians, 
dentists,  and  veterinarians  for  the  Army.  The  pro- 
gram also  calls  for  the  commissioning  of  4,800  den- 
tists and  900  veterinarians. 

Physicians  will  be  procured  from  the  following 
twenty  states  and  the  District  of  Columbia:  Cali- 
fornia, Colorado,  Connecticut,  Illinois,  Iowa,  Mary- 
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land,  Massachusetts,  Minnesota,  Missouri,  Nebra- 
ska, Nevada,  New  Hampshire,  New  Jersey,  New 
York,  Ohio,  Oregon,  Pennsylvania,  Rhode  Island, 
Vermont,  and  Wisconsin. 

The  following  states  have  already  contributed 
more  physicians  to  the  armed  forces  than  the  sum  of 
their  1942  and  1943  quotas  and  will  not  be  called  on 
to  furnish  any  more  physicians,  except  interns  and 
residents  and  except  special  cases  for  specific  position 
vacancies,  during  1943:  Alabama,  Arizona,  Dela- 
ware, Georgia,  Idaho,  Kentucky,  Louisiana,  Missis- 
sippi, New  Mexico,  North  Carolina,  South  Carolina, 
Tennessee,  Texas,  West  Virginia,  and  Wyoming. 

It  is  stated  that  at  present  there  will  be  no  procure- 
ment of  physicians,  except  interns  and  residents  and 
in  special  cases  for  specific  position  vacancies,  in 
those  states  not  listed  above.  There  will  be  no  pro- 
curement of  dentists,  except  special  cases  for  specific 
position  vacancies,  in  the  following  sixteen  states: 
Alabama,  Arizona,  Arkansas,  Delaware,  Florida, 
Georgia,  Kentucky,  Louisiana,  Mississippi,  New 
Mexico,  North  Carolina,  Oklahoma,  South  Carolina, 
Tennessee,  Texas,  and  Virginia. 

At  the  present  time  there  are  no  restrictions  on  the 
recruiting  of  veterinarians. 

In  the  instructions  issued  by  the  Army  it  is 
pointed  out  that  the  Surgeon  General  has  discon- 
tinued all  medical  officer  recruiting  boards  and  that 
under  the  new  procurement  program  no  physician, 
dentist,  or  veterinarian  will  be  commissioned  in  the 
armed  forces  of  the  United  States  until  he  has  been 
declared  “available”  by  the  Procurement  and  Assign- 
ment Service  of  the  War  Manpower  Commission. 


In  each  state  the  Procurement  and  Assignment 
Service  has  set  up  three  state  chairmen:  medical, 
dental,  and  veterinary.  Each  of  these  prepares  a 
monthly  quota  list  of  physicians,  dentists,  and  veter- 
inarians who  are  apparently  suitable  and  who  are 
available,  for  commissioning  in  the  Army  of  the 
United  States.  This  list  is  submitted  to  the  central 
office  of  the  Procurement  and  Assignment  Service 
which  sends  a communication  inviting  such  indi- 
viduals to  apply  for  service  with  the  armed 
forces. 

On  the  reply  card  enclosed  with  the  invitation  the 
individual  states  his  preference  for  the  Army,  Navy, 
or  Medical  Department  of  the  Air  Forces.  These 
reply  cards  are  sent  by  the  potential  applicants  to 
the  state  chairmen  of  the  Procurement  and  Assign- 
ment Service  who  in  turn  submit  lists  of  such  po- 
tential applicants  to  the  Officer  Procurement  Service 
of  the  Army. 

On  receipt  of  such  lists  the  officer  procurement, 
district  office  contacts  the  potential  applicant  and 
arranges  for  an  interview  regarding  a commission. 

Applicants  will  be  requested  by  the  officer  pro- 
curement district  office  to  complete  all  papers  and 
take  all  steps  required  of  them  within  fourteen  days 
of  the  date  of  such  request.  If  this  is  not  complied 
with,  a report  thereon  will  be  transmitted  by  the 
officer  procurement  district  office  to  the  state  chair- 
man of  the  Procurement  and  Assignment  Service. 

The  decision  as  to  the  grade  and  appointment  to  be 
recommended  for  each  candidate  rests  with  the  Sur- 
geon General,  not  with  the  Officer  Procurement 
Service. 


Correspondence 
Orthopaedic  Surgery  and  Radiology 


To  the  Members  of  the  Sections  of  Orthopaedic  Surgery 
and  Radiology: 

A joint  session  has  been  arranged  for  Wednesday, 
May  5.  It  is  to  be  a “Quiz  Program”  to  “stump  t he 
experts,”  using  case  histories  and  x-ray  films  showing 
nteresting  and  instructive  bone  and  joint  pathology. 

Drs.  H.  P.  Doub,  director  of  the  department  of 
radiology,  Henry  Ford  Hospital,  and  Raymond  W. 
Lewis,  director  of  the  department  of  radiology, 
Hospital  for  Special  Surgery,  have  agreed  to  act 
as  the  experts. 

We  are  asking  that  the  members  of  these  sections 
contribute  to  the  success  of  this  meeting  by  sending 
in  suitable  cases  covering  the  field  of  bone  and  joint 
pathology.  All  data  pertaining  to  the  diagnosis 


should  be  presented,  briefly,  together  with  ap- 
propriate x-ray  films. 

We  would  like  to  have  this  material  in  advance 
so  that  it  can  be  classified  and  correlated.  All  of  it 
will  be  returned  promptly.  Be  sure  to  identify  your 
material  carefully.  However,  it  may  be  presented 
in  person  if  you  so  desire. 

This  program  can  be  very  interesting  and  worth 
while.  Please  help  make  this  a successful  session 
by  contributing  at  least  one  case  report. 

Very  truly  yours, 

Leslie  R.  Lingeman,  M.D. 

Acting  Chairman,  Section  on  Radiology 

March  6,  1943 
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Report  of  the  President 


T o the  House  of  Delegates;  Gentlemen: 

A year  ago  I began  my  term  of  office  with  deep 
misgivings.  I end  it  with  a sense  of  thankfulness 
and  of  pride  in  my  profession.  In  spite  of  the  rapid 
and  enormous  expansion  of  our  Army  and  Navy, 
no  conscription  of  doctors  has  been  necessary. 
Notwithstanding  misleading  statements  by  some 
high  authorities,  this  state  has  furnished  its  full 
share  of  medical  officers.  I think  that  it  is  safe  to 
say  that  the  vast  majority  of  physicians  in  civilian 
practice  today  are  men  who  are  not  available  either 
because  of  age  or  physical  disabilities.  Also  it  is 
quite  apparent  that  those  of  us  who  are  left  to  care 
for  the  civilian  population  are  not  shirking  hard 
work.  The  work  of  the  men  who  have  so  un- 
selfishly given  their  time  to  the  examination  of 
draftees  has  received  little  public  recognition. 

The  year  has  brought  all  the  tribulations  which 
we  anticipated  and  many  more  which  we  did  not 
foresee.  So  many  and  so  varied  have  been  the 
activities  of  this  Society  that  I cannot  discuss  them 
in  detail  lest  this  report  be  expanded  into  a volume 
instead  of  being  covered  in  the  space  of  a page  or 
two.  You  will  have  for  your  consideration  the 
reports  of  the  many  committees  who  have  carried 
on  this  work  and  I shall  therefore  content  myself 
with  the  briefest  mention  of  them.  The  report  of 
the  Treasurer  will  show  our  loss  in  income  from 
dues  resulting  from  the  enlistment  of  our  members 
in  the  armed  forces.  In  spite  of  this  loss  in  revenue 
the  Society  has  expanded  its  activities. 

Our  office  force  under  the  able  management  of 
Dr.  Irving  has  rendered  great  assistance  to  Pro- 
curement and  Assignment.  The  routine  work  of 
the  Society  has  been  handled  smoothly  and  effi- 
ciently. A special  committee  under  the  chair- 
manship of  Dr.  F.  Leslie  Sullivan  has  made  an 
extensive  study  of  the  problem  of  alien  physicians 
and  the  report  of  this  committee  deserves  your  most 
careful  consideration. 

In  order  to  meet  wartime  needs  of  medical  edu- 
cation Dr.  Mitchell  and  his  Committee  on  Public 
Health  and  Education  have  carried  on  an  extensive 
program  in  which  the  ablest  men  procurable  give 
instruction  on  a wide  variety  of  subjects.  Dr. 
Mitchell  also  arranged  important  and  beneficial 
conferences  during  the  year  with  the  State  Depart- 
ment of  Education  and  the  State  Department  of 
Health. 

A year  ago  this  House  favored  an  active  cam- 
paign to  expand  medical  indemnity  insurance,  and 
this  instruction  has  been  ably  and  enthusiastically 
obeyed.  The  three  voluntary  organizations  in 
Buffalo,  Utica,  and  Brooklyn  have  all  been  active 
and  the  results  are  most  encouraging.  Dr.  Bauckus 
has  spent  much  time  in  presenting  this  matter  to 


the  District  Branches  and  to  county  medical 
societies  and  he  is  to  be  commended  for  his  success 
in  arousing  interest  in  this  important  matter.  I 
cannot  take  time  to  comment  on  the  activities  of 
all  of  the  committees  of  the  Council.  It  must 
suffice  to  say  that  our  committees  have  all  shown 
a tremendous  interest  in  their  work  and  have 
functioned  with  the  greatest  efficiency. 

In  the  many  years  in  which  I have  attended  meet- 
ings of  the  Council  I have  never  seen  so  little 
time  wasted  in  futile  discussions  and  never  have  I 
seen  a greater  volume  of  work  accomplished  in  so 
little  time. 

The  Board  of  Trustees  has  shown  its  usual 
ability  in  handling  the  financial  affairs  of  the 
Society  and  has  worked  with  fine  cooperation  with 
the  Council  Committee  on  Finance.  The  reports 
of  these  two  bodies  speak  for  themselves. 

Since  the  Society  took  over  the  management  of 
the  Journal,  each  year  has  seen  progressive  im- 
provement not  only  in  its  format  and  general 
appearance  but  in  the  quality  of  its  contents. 
This  year  was  no  exception.  The  Society  owes  a 
debt  of  gratitude  to  Drs.  Brennan  and  Winslow  and 
their  committees,  to  Mr.  Dwight  Anderson,  and  to  Dr. 
Laurance  D.  Redway.  The  report  of  the  Publications 
and  Publicity  Committees  should  constitute  a better 
eulogy  of  Mr.  Anderson  and  his  work  as  Business 
Manager  of  the  Journal  and  as  Director  of  the 
Bureau  of  Public  Relations  than  anything  that  I 
can  say.  I am  sure  that  you  all  agree  with  me  when 
I say  that  the  Editorial  page  of  the  Journal  has 
been  raised  by  Dr.  Redway  to  a standard  equaled 
by  few  medical  journals  and  excelled  by  none. 

The  brevity  with  which  I have  referred  to  these 
committees  and  individuals  is  not  a sign  of  anj^  lack 
of  appreciation  but  is  due  to  my  desire  to  have 
more  time  to  speak  to  you  about  our  immediate 
and  pressing  problems. 

It  is  more  apparent  now  than  it  was  when  I 
spoke  on  these  subjects  a year  ago  that  we  are  in  a 
time  of  social  change  greater  than  the  world  has 
seen  since  Capitalism  replaced  Feudalism.  Social 
revolution  has  become  a commonplace  expression. 
No  man  can  say  how  far  the  changes  in  our  social 
organization  will  go  before  the  end  of  the  war  but 
no  man  can  doubt  the  direction  of  the  trend.  Fur- 
thermore, it  makes  no  difference  whether  we  favor 
or  dislike  the  trend.  As  long  as  this  country 
remains  a democracy,  the  people  will  decide.  The 
war  itself  has  already  produced  many  changes  but 
the  postwar  period  will  see  a vast  acceleration  in 
the  rate  of  change. 

The  precedent  established  since  the  last  war  by 
the  vast  extension  of  hospitalization  of  all  men  who 
wore  the  uniform  twenty-five  years  ago,  regardless 
of  whether  they  were  veterans  in  the  proper  sense 
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of  the  word  and  regardless  of  whether  then*  dis- 
ability resulted  from  their  service,  permits  us  to 
envisage  what  will  happen  when  ten  or  twelve 
million  men  have  returned  to  civilian  life.  The 
Veterans  hospitals  will  in  themselves  require  the 
services  of  a large  percentage  of  the  medical  pro- 
fession. 

It  is  probable  that  an  “American  Beveridge  Plan” 
is  already  being  drafted  and  it  is  more  than  probable 
l hat  some  such  plan  will  be  effective  within  a very 
few  years.  There  is  no  doubt  that  the  people  of 
this  country  will  become  more  and  more  insistent 
on  the  privilege  of  good  medical  care  whether  or 
not  they  are  able  to  pay  for  it.  Our  duty  is  not  to 
oppose  change  blindly  but  to  recognize  what  is 
inevitable  and  use  our  whole  energy  and  leadership 
to  make  sure  that  in  so  far  as  change  involves  medi- 
cal care  it  shall  be  change  for  the  better  and  not 
for  the  worse.  Because  we  alone  have  the  knowl- 
edge, we  must  expect  and  accept  patriotically  and 
cheerfully  a great  responsibility. 

Hundreds  of  committees  already  are  planning 
postwar  reconstruction  of  industry,  finance,  and 
social  service,  using  experts  in  every  field.  In  all 
matters  pertaining  to  public  health  and  medical 
care  we  should  have  a preponderant  role.  Are  we 
prepared  to  meet  this  responsibility?  My  own  be- 
lief is  that  we  are  not.  We  have  been  so  pre- 
occupied by  our  fear  of  socialized  medicine  and 
political  control  that  we  have  not  prepared  any 
long-range  and  comprehensive  plan  for  the  recon- 
struction of  our  system  of  medical  care  to  meet 
the  obviously  imminent  changes  in  our  social  order. 


If  we  were  today  invited  to  sit  in  a conference  of 
postwar  planners,  could  we  lay  a blue  print  before 
them  and  say,  “This  is  the  proposal  of  organized 
medicine?” 

If  we  are  to  lead  instead  of  being  chained  to  the 
chariots  of  visionary  crusaders,  wre  must  at  once 
prepare  not  one  but  many  blue  prints  to  meet  every 
proposal  that  may  be  offered.  We  may  have  to 
face  anything  from  completely  socialized  medicine 
to  compulsory  health  insurance. 

It  should  be  apparent  to  everyone  that  the  ad- 
vances in  medical  science  have  produced  a paradox. 
Medicine  has  services  to  offer,  the  value  of  which  is 
so  great  that  the  average  wrage  earner  cannot 
afford  to  buy  them.  We  have  made  a high  standard 
of  medical  care  possible.  Our  immediate  concern 
is  to  make  it  available. 

I recommend  that  the  House  of  Delegates  set  up  a 
special  committee  of  carefully  chosen,  forward- 
looking  members  to  study  this  problem  and  to 
prepare  a definite  program  to  meet  the  demands  of 
postwar  society  without  lowering  the  quality  of 
medical  care  or  sacrificing  those  high  ideals  wThich 
now  as  always  must  control  our  actions  and  our 
relations  to  society. 

In  conclusion  I must  express  my  appreciation  of 
and  thanks  for  the  unfailing  encouragement  and 
cooperation  w'hich  I have  received  from  the  Council, 
Trustees,  Committeemen,  and  Officers  during  a year 
of  strenuous  activity. 

George  W.  Cottis,  M.D.,  President 

March  1,  1943 


Report  of  the  Secretary 


To  the  House  of  Delegates;  Gentlemen: 

Again  the  administrative  wrork  at  the  Society  has 
had  to  proceed  at  a rate  faster  than  in  prewrar  years 
and  wdth  special  attention  to  matters  outside  the 
regular  activities.  Also,  there  has  been  an  excep- 
tional call  for  economy.  I am  happy  to  report  that 
Council,  Committees,  all  officials,  and  employees  met 
this  need,  not  only  w ithout  diminution  of  the  regular 
w ork,  but  with  full  performance  of  extra  duties. 

Membership. — Elected  in  1942  were  796  newr 
members;  264  w^ere  reinstated.  The  net  increase  for 
the  year,  as  show  n below,  was  532. 


Membership — December  31, 

1941 17,781 

New  Members — 1942 796 

Reinstated  members — 1942....  264  18,841 


Deaths 214 

Resignations 100 

Licenses  Revoked 3 317 


18,524 

Dropped  for  nonpayment  of 

dues — December  31,  1942.  . . 211 


Total  Membership,  December 

31,  1942 18,313 


Honor  counties  (none  of  whose  members  failed  of 
their  dues  in  1942)  include  Broome,  Chemung, 
Chenango,  Clinton,  Columbia,  Cortland,  Delaware, 
Franklin,  Genesee,  Herkimer,  Ontario,  Orleans, 
Putnam,  Rockland,  St.  Lawrence,  Saratoga,  Scho- 
harie, Schuyler,  Seneca,  Steuben,  Tioga,  Tompkins, 
Washington,  and  Yates. 


Coordination  of  Activities. — The  setup  of  Council 
Committees  has  remained  the  same,  with  very  fewr 
changes  since  your  last  meeting.  A new'  Subcom- 
mittee on  Tuberculosis  and  Chest  Diseases  (Dr. 
Charles  D.  Post,  Syracuse,  chairman;  and  Drs. 
Louis  C.  Kress,  Albany;  Nelson  W.  Strohm,  Buffalo) 
wras  set  up  under  Dr.  Mitchell’s  Committee  on 
Public  Health  and  Education. 

The  Subcommittee  on  Maternal  and  Child  Welfare 
wras  replaced  by  two  groups,  the  one  for  Maternal 
Welfare,  as  before,  and  that  for  Child  Welfare  (Dr. 
Alexander  T.  Martin,  New  York,  chairman;  and 
Drs.  Albert  D.  Kaiser,  Rochester;  A.  Clement 
Silverman,  Syracuse;  Paul  W.  Beaven,  Rochester; 
Charles  A.  Gordon,  Brooklyn).  To  this  new'  sub- 
committee has  been  assigned  the  work  on  the 
School  Health  Program  which  had  previously  been 
handled  by  a subcommittee  which  disbanded  when 
Dr.  E.  Christopher  Wood,  chairman,  entered  service. 
Regional  Chairmen  in  Pediatrics  work  with  this 
subcommittee  as  do  the  Regional  Chairmen  in  Ob- 
stetrics w'ith  the  Maternal  Welfare  Subcommittee. 
It  is  to  be  noted  that  one  pediatrician  sits  on  the 
Maternal  Welfare  Committee  and  one  obstetrician 
on  the  Child  Welfare  Committee,  each  being  chair- 
man of  his  owTn  committee. 

A new  Council  Committee  was  set  up  under  your 
instruction  to  study  the  Present  and  Future  Status 
of  Foreign  Physicians  (Dr.  F.  Leslie  Sullivan,  Scotia, 
chairman;  and  Drs.  Howard  Fox,  Newr  Y ork ; 
David  A.  Haller,  Rochester). 

The  untimely  death  of  Dr.  Augustus  J.  Ham- 
brook,  of  Troy,  Chairman  of  the  Council  Committee 
on  Public  Relations  and  Economics,  w as  a great  loss. 
Dr.  Herbert  H.  Bauckus,  of  that  Committee,  has 
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taken  over  the  work  in  admirable  fashion.  Dr. 
Charles  M.  Allaben,  of  Binghamton,  selected  by  the 
Council  to  fill  Dr.  Hambrook’s  term,  was  placed  on 
that  Committee. 

Leave  of  absence  as  councilor  was  granted  to  Dr. 
E.  Christopher  Wood,  of  White  Plains,  when  he 
went  into  service.  Dr.  Ralph  T.  Todd,  of  Tarry- 
town,  was  selected  by  the  Council  to  fill  out  Dr. 
Wood’s  term  as  councilor.  He  was  assigned  the 
job  as  Chairman  of  the  Subcommittee  on  Medical 
Relief  under  Dr.  Bauckus’  Committee. 

The  Workmen’s  Compensation  Bureau,  ably 
managed  by  Dr.  David  J.  Kaliski  as  director,  has 
had  an  ever  increasing  demand  on  its  services. 

I wish  to  congratulate  Mr.  Dwight  Anderson  for 
the  splendid  result  he  has  accomplished  in  reducing 
the  cost  of  Journal  production  still  further  in  1942. 

War  Participation  has  called  for  continuation  of 
aid  to  Selective  Service  Pre-Induction  Boards  of  the 
United  States  Army  in  the  State  and  help  to  the 
State  Chairman,  Dr.  Joe  R.  Clemmons,  of  Procure- 
ment and  Assignment.  Your  Secretary  was  glad  to 
have  the  opportunity  to  tour  the  State  with  Dr. 
Clemmons  last  December,  meeting  with  groups  of 
chairmen  of  County  Society  Committees  on  War 
Participation.  This  was  beneficial  on  all  sides  in 
clearing  up  pictures,  both  present  and  future,  parti- 
cularly with  relation  to  care  of  civilian  population. 

Again  it  is  a pleasure  to  commend  the  effective- 


ness of  the  Council  and  Committees;  and  to  record 
my  own  sense  of  privilege  to  help  in  the  valuable 
work  of  the  Society. 

New  York  Office. — The  decision  to  postpone 
publication  of  the  Directory  has  made  it  possible  to 
bring  the  New  York  office  force  down  to  a minimum. 
Tn  addition,  impulses  of  wartime  have  made  it  neces- 
sary to  replace  four  of  the  clerical  force.  This  has 
made  additional  demands  on  the  regular  employees 
until  new  members  of  the  force  could  learn  to  do  their 
tasks  expeditiously.  Both  the  regular  employees 
and  the  new  members  of  the  office  staff  have  evi- 
denced loyalty  and  deep  interest  in  carrying  on  their 
many  duties.  All  concerned  have  kept  their  minds 
on  the  need  for  economy. 

Remission  of  State  Assessments  has  also  placed 
increasing  work  on  the  New  York  office  staff,  as  has 
the  compilation  and  publication  in  the  Journal  of 
an  Honor  Roll  of  members  in  the  armed  services  and 
the  U.S.  Public  Health  Service.  Furthermore,  the 
changes  in  address  of  members  has  thus  multiplied 
heavily. 

I wish  to  record  my  gratitude  to  the  office  force 
for  their  loyal  and  devoted  work  under  the  excellent 
supervision  of  Miss  Dougherty. 

Respectfully  submitted, 

Peter  Irving,  M.D.,  Secretary 

March  1,  1943 


Report  of  the  Treasurer 


To  the  House  of  Delegates;  Gentlemen: 

The  financial  status  of  the  Society  is  shown  on  the 
following  pages  by  excerpts  from  the  annual  report 
of  the  auditors,  Messrs.  J.  K.  Lasser  & Co.,  for  the 
year  1942. 

A few  of  the  items  in  the  report  merit  special  at- 
tention. During  the  year  our  balance  has  increased 
about  $51,655.  To  this  should  be  added  the  reserve 
created  for  future  annual  meetings,  namely,  $3,307, 
the  credit  balances  for  the  1940  and  1941  meetings. 
This  gives  a figure  of  approximately  $54,900  as  the 
increase  in  our  balance. 

This  increase  results  from  an  appreciation  in  the 
market  value  of  our  securities  of  about  $8,800,  our 
income  from  securities  of  about  $13,000,  and  from  a 
large  excess  of  operating  income  over  operating  ex- 
penses, namely,  $32,943.  On  examining  the  operat- 
ing income  and  expense  statement  it  will  be  seen 
that  although  the  operating  income  was  less  by  over 
$16,000  than  that  of  1941  (in  which  year  were  in- 
cluded the  credit  balances  of  the  1940  and  1941 
annual  meetings  totaling  $3,307),  the  operating  ex- 
pense for  1942  was  less  by  over  $37,000  than  that  of 
the  previous  year.  This  saving  was  brought  about 
by  rigid  economy  in  the  management  of  the  affairs 
of  the  Society,  by  the  fact  that  the  Directory  was 
not  published,  and  by  the  increased  advertising  in- 
come of  the  Journal. 

Last  year,  in  this  report,  after  showing  a favorable 
balance  of  about  $19,300  for  the  year  1941,  I was 
rather  pessimistic  about  the  year  1942.  As  you  see, 
these  fears  were  not  realized.  Quite  the  contrary. 
But  perhaps  they  will  be  realized  in  1943,  as  more  of 
our  members  enter  the  armed  services,  and  if  costs 
go  up.  However,  the  Society  is  in  a strong  position 
financially,  and  should  be  aible  to  come  through 
without  crippling  any  necessary  service  or  activity. 


In  closing  I wish  to  thank  the  members  of  the 
office  staff  who  have  the  keeping  of  the  books  and  the 
care  of  the  other  financial  details  of  the  Society,  for 
the  care  and  accuracy  with  which  they  have  per- 
formed their  duties  and  for  their  cheerful  coopera- 
tion. 

Respectfully  submitted, 

Kirby  Dwight,  M.D.,  Treasurer 

March  3,  1943 


Auditors’  Statement 

We  have  completed  an  examination  of  the  balance 
sheet  of  the  Medical  Society  of  the  State  of  New 
York  as  of  December  31,  1942,  and  the  statements  of 
income  and  capital  for  the  year  ended  with  that  date, 
and  have  reviewed  the  system  of  internal  control 
and  the  accounting  procedures  of  the  Society  and 
without  making  a detailed  audit  of  transactions 
have  examined  or  tested  accounting  records  of  the 
Society  and  other  supporting  evidence  by  methods 
and  to  the  extent  we  deemed  appropriate. 

In  our  opinion,  the  accompanying  balance  sheet 
and  related  statements  of  income  and  capital  present 
fairly  the  position  of  the  Society  at  December  31, 
1942,  and  the  results  of  its  operations  for  the  year 
ended  that  date. 

Respectfully  submitted, 

J.  K.  Lasser  & Co., 

Accountants  & Auditors 
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Balance  Sheet — December  31,  1942 


ASSETS 

GENERAL  FUND 
Current  Assets 

Cash  in  banks  and  on  hand $ 106  520.45 

Accounts  Receivable — Advertisers $ 2,583.31 

Others 209.71 

$ 2,793.02 

Less : Reserve  for  Doubtful  Accounts 295 . 78  2,497  24 

Dues  Receivable $ 13,310.00 

Less  Reserves 3^250.00  10,060 . 00 


Securities — 

At  Market  Value  (Cost  $317,464 . 95) $281,276 . 74 

Accrued  Interest  Receivable 6,065 . 90  287,342 . 64 


Inventories — At  Cost: 

Paper  Stock $ 6,288.96 

Journal  Wrappers 588.53  6,877.49 

$413,297.82 

Other  Assets 

1941-1942  Medical  Directories , 852  on  hand $ 1,601.76 

When  Doctors  Are  Rationed,  113  on  hand 113.00 

$ 1,714.76 

Advance  Costs  in  Connection  with  1943  Annual  Meeting 531.08  2,245.84 


Furniture  and  Fixtures 

At  N ominal  V alue 2.00 

$415,545766 

ENDOWMENT  FUNDS 

Cash  in  Bank $ 3,533.29 

Securities 

At  Market  Value  (Cost  $5,808. 75) $ 4,671 . 25 

Accrued  Interest  Receivable 27.09  4,698.34 

$ 8,231.63 

TOTAL  ASSETS $423,777.29 


LIABILITIES  AND  CAPITAL 

GENERAL  FUND 
Current  Liabilities 

Accounts  Payable $ 3,905.09 

Advertising  Commissions  Payable 2,883.50 

City  Sales  and  Federal  Unemployment  Insurance  Taxes  Payable 183 . 05  $ 6,971 . 64 


Deferred  Income 

Prepaid  Journal  Subscriptions $ 995.62 

Prepaid  1943  Membership  Dues 2,880.00  3,875.62 

Reserve  for  future  Annual  Meetings 5,003.34 

Capital — (page  620) 399,695 . 06 

$415,545.66 

ENDOWMENT  FUNDS 
Capital 

Lucien  Howe  Prize  Fund $ 3,841.93 

Merritt  H.  Cash  Prize  Fund 1,770.67 

A.  Walter  Suiter  Lectureship  Fund 2,619.03 

$ 8,231 . 63 

TOTAL  LIABILITIES  AND  CAPITAL $423,777.29 
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CASH  IN  BANKS  AND  ON  HAND 
December  31,  1942 

Regular 

Investment 

Funds 

Funds 

Total 

Checking  Accounts 

Guaranty  Trust  Company 

$ 65,319.34 

$ 65,319.34 

National  City  Bank  of  New  York 

4,971.84 

4,971.84 

The  Chase  National  Bank 

$ 2,413.74 

$2,966.26 

5,380.00 

$ 72,704.92 

$2,966.26 

$ 75,671.18 

Savings  Accounts 

Various  Savings  Banks 

$ 29,121.43 

$1,127.84 

$ 30,249.27 

Petty  Cash  Funds — Office 

$ 600.00 

$ 600.00 

Total 

$102,426.35 

$4,094.10 

$106,520.45 

PRIZE  FUNDS 


On  Deposit 
Union  Dime 
Savings  Bank 


Lucien  Howe  Prize  Fund ' $ 1,570.26 

Merritt  H.  Cash  Prize  Fund 712.33 

A.  Walter  Suiter  Lectureship  Fund 1,250.70 

Total $ 3,533.29 


Securities 

The  investments  of  the  Society  (General  Fund)  may  be  summarized  as  follows: 


At  Cost 

Bonds  and  Mortgages $172,912.00 

Stocks 144,552.95 

Total $317,464. 95 


All  of  these  securities  are  in  the  possession  of  the  Chase  National  Bank  as  Custodian  for  the  Trustees  of 
the  Medical  Society  of  the  State  of  New  York. 


CONDENSED  STATEMENT  OF  OPERATING  INCOME  AND  EXPENSES  FOR  THE  YEAR 

ENDED  DECEMBER  31,  1942 


Operating  Income 


Members’  Dues — Current  Year  1942 $167,270.00 

Less  Reserves 3,250.00 


Prior  Years 
Remitted  and  written  off. . 


Net  Profit — When  Doctors  Are  Rationed 


$164,020.00 

1.401.00 
$165,421.00 

5.370.00 
$160,051.00 

5.52 


$160,056.52 


Operating  Expenses 

Administrative,  including  Medical  Preparedness $ 41,159.89 

Public  Relations 14,633.13 

Legislative 16,518.07 

Net  Cost  of  1941-1942  Directories  Distributed 1,557.98 

Net  Cost  of  Journals 8,367.27 

Counsel  Retainer  Fees  and  Expenses 12,490.36 

Traveling  Expenses 7,576.23 

Workmen’s  Compensation  Bureau 9,435.69 

Scientific  Activities 10,327 . 48 

Pension  to  Retired  Office  Manager 3,000 . 00 

District  Branch  Executive  Committees’  Expenses 2,047. 19  127,113.29 


$ 32,943.23 


Excess  of  Operating  Income  over  Operating  Expenses 
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ANALYSIS  OF  FINANCIAL  INCOME,  EXPENSE,  AND  CAPITAL  FOR  THE  YEAR 

ENDED  DECEMBER  31,  1942 


January  1,  1942,  Balance 

Additions — 

Excess  of  Operating  Income  over  Operating  Ex- 
penses   

Interest  on  Bank  Balances 

Income  from  Securities 

Interest  on  Tax  Refund 

Appreciation  in  Market  Value  of  Securities  Owned 


Deductions — 

Reserve  for  Annual  Meetings,  Credit  Balances,  1940 

and  1941  Meetings 

Depreciation  in  Market  Value  of  Securities 

Loss  on  Sale  of  Securities 

Custodian  and  Investment  Service  Fees 

Prize  Awards 

December  31,  1942,  Balance 


General 

Fund 

Lucien 

Howe 

Prize 

Fund 

Merritt 
H.  Cash 
Prize 
Fund 

A.  W. 
Suiter 
Lecture- 
ship 
Fund 

$348,040.18 

$3,765.27 

$1,848.62 

$2,371.21 

32,943.23 

627.52 

13,010.59 

79.26 

10,869.66 

27.91 

102.50 

46.25 

14.55 

35.00 

22.82 

100.00 

175.00 

$405,570.44 

$3,941.93 

$1,898.17 

$2,669.03 

$ 3,307.02 

2,027.27 

541.09 

$ 100.00 

$ 27.50 

100 . 00 

$ 50.00 

$ 5,875.38 

$ 100.00 

$ 127.50 

$ 50.00 

$399,695.06 

$3,841.93 

$1,770.67 

2,619.03 

Report  of  the  Board  of  Trustees 


To  the  House  of  Delegates;  Gentlemen: 

The  Board  of  Trustees  has  the  honor  to  report  on 
its  supervision  of  the  financial  affairs  of  the  Society 
since  your  last  meeting  on  April  27,  1942.  This 
management  has  continued  under  the  fiscal  year — 
which  for  the  first  time  corresponded  with  the  cal- 
endar year — 1 942.  The  Board  has  found  this  method 
very  satisfactory. 

In  December  of  1942,  the  Council  prepared  and 
the  Board  approved,  with  minor  modifications,  a 
budget  for  the  calendar-fiscal-year  1943.  In  this 
instance  the  Board,  with  eyes  open  to  the  increasing 
drop  in  dues  income  because  of  remission  of  state 
assessments  for  members  entering  service,  decided  to 
scrutinize  carefully  the  experience  during  the  first 
half  of  1943,  in  case  any  revision  of  budget  should 
become  wise  for  the  second  half  of  the  year.  The 
preparation  of  the  new  budget  was  carried  out  with 
the  keynote  in  mind  of  economy  on  all  sides  and  in 
keeping  with  the  custom  of  holding  final  expenditures 
within  estimated  dues  income.  The  Board,  while 
aware  of  the  House  action  of  1942  recommending 
“to  the  Trustees  that  they  use  income  from  invest- 
ments if  they  deem  it  necessary  do  do  so,”  has  so  far 
found  it  unnecessary. 

The  investments  of  the  Society  have  been,  as 
always,  the  subject  of  close  and  constant  study  both 
from  the  point  of  view  of  soundness  and  of  sustained 
income.  Certain  securities  have  been  sold  and 
others  purchased.  In  particular,  United  States  De- 
fense Savings  Bonds  now  form  a material  portion  of 


the  invested  funds,  as  well  as  United  States  Treasury 
Bonds.  The  Board  in  making  changes  in  invest- 
ments has  had  constant  advice  of  the  Chase  National 
Bank. 

The  Board  has  met  regularly  on  the  same  days  as 
the  Council — and  with  only  two  occasions  when  a 
single  member  had  to  be  absent — thus  keeping  in 
close  touch  with  all  activities,  and  it  has  had  close 
cooperation.  The  Treasurer,  the  Assistant  Treasurer 
and  the  Secretary  have  sat  regularly  with  the  Board, 
with  usually  the  President,  also,  and  at  times  the 
chairman  of  the  Finance  Committee  of  the  Council. 

The  Board  has  watched  with  satisfaction  the  care 
with  which  all  concerned — Council,  committees, 
officers  of  the  Society — have  conducted  their  work 
in  the  light  of  the  letter  sent  out  in  January,  1942, 
by  the  then  chairman  of  the  Board,  Dr.  William  A. 
Groat,  as  follows: 

“At  its  meeting  oh  January  8,  1942,  the  Board 
of  Trustees  requested  me  as  its  chairman  to  trans- 
mit to  the  administrative  officers  of  the  Society 
and  the  chairmen  of  all  Council  Committees  a 
memorial  urging  them  to  conserve  their  Society 
resources  by  limiting  their  expenditures. 

“This  decision  was  reached  after  the  Board  had 
considered  probable  diminution  in  income  that 
would  develop  from  increased  remissions  of  state 
assessments  because  of  active  military  and  naval 
service.  In  addition,  the  Board  felt  that  rising 
taxes  and  interference  with  ordinary  business 
might  so  disturb  the  financial  status  of  other 
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members  that  they  might  be  unable  to  pay  their 
dues.  It  seems  the  part  of  wisdom,  therefore,  for 
all  concerned  with  the  various  Society  activities 
that  involve  expenditure  of  money  to  plan  seri- 
ously on  the  cutting  down  of  their  outlays  and 
the  making  of  substantial  budgetary  savings.’ ’ 
This  advice  has  been  loyally  followed.  Due  in  part 
to  close  cooperation  of  the  Council,  the  economies 


put  in  operation  have  involved  no  curtailment  of 
activities. 

Respectfully  submitted, 

William  H.  Ross,  M.D. 

Thomas  M.  Brennan,  M.D. 

George  W.  Kosmak,  M.D. 

James  F.  Rooney,  M.D. 

Edward  R.  Cunniffe,  M.D.,  Chairman 


Report  of  the  Council 


To  the  House  of  Delegates;  Gentlemen: 

Your  Council  has  the  honor  to  report  on  its 
executive  and  administrative  management  of  the 
affairs  of  the  Society  in  the  period  following  your 
last  meeting  on  April  27-30,  1942.  The  various 
matters  that  came  before  it,  actions  thereon,  and 
recommendations  are  here  presented  in  successive 
“Parts”  of  this  report. 

PART  I 

Postgraduate  Education 

The  Council  Committee  on  Public  Health  and 
Education  was  continued  with  the  same  personnel: 
Oliver  W.  H.  Mitchell,  M.D.,  Chairman,  Syracuse 


George  Baehr,  M.D New  York 

Charles  Dayton  Post,  M.D Syracuse 


The  Committee  has  carried  on  its  expanded  pro- 
gram on  postgraduate  education,  on  which  it  has 
presented  the  following  report. 

REPORT 

On  May  26,  1942,  in  New  York  City  the  Chairman 
of  the  Council  Committee  on  Public  Health  and 
Education  called  a meeting  of  the  Committee  with 
representatives  of  the  State  Departments  of  Health 
and  Labor  to  discuss  plans  for  postgraduate  educa- 
tion for  the  coming  year.  Special  consideration  was 
given  to  obstetrics,  pediatrics,  rheumatic  fever, 
tuberculosis,  communicable  diseases,  syphilis,  sul- 
fonamide therapy,  war  medicine  and  surgery,  can- 
cer, and  industrial  health.  To  encourage  more 
clinic  sessions  it  was  decided  to  include  the  following 
statement  in  the  Course  Outline  Book;  “Upon  re- 
quest, any  of  the  lecturers  will  substitute  a clinic 
for  the  lecture  if  appropriate  patients  and  facilities 
are  available.  This  information  must  be  given  at 
the  time  the  request  for  instruction  is  made.”  It 
was  felt  that  more  instruction,  such  as  clinics  con- 
ducted at  state  hospitals,  should  be  given  in  tuber- 
culosis. As  a result  of  this  discussion,  three  more 
course  outlines  on  tuberculosis  were  included  in  the 
Course  Outline  Book. 

Following  this  meeting,  letters  were  sent  to  all 
physicians  who  had  arranged  courses  in  the  past, 
requesting  them  to  make  any  changes  in  subjects  or 
speakers  that  they  desired,  and  asking  their  permis- 
sion to  include  the  statement  referred  to  above. 

Most  of  the  instructors  listed  in  the  Course  Out- 
line Book  are  connected  with  the  medical  schools. 
Because  of  the  war,  some  were  unable  to  participate 
in  the  program  this  year. 

As  a part  of  the  defense  program  there  was  in- 
cluded an  announcement  of  a course  on  the  “Medical 
Aspects  of  Chemical  Warfare.”  This  course  is 
sponsored  by  the  Health  Preparedness  Commission 
of  the  New  York  State  War  Council,  Medical  Divi- 
sion of  the  Office  of  Civilian  Defense,  New  York 
State  Department  of  Health,  the  9 medical  schools 
in  the  state,  and  the  Medical  Society  of  the  State  of 
New  York.  An  announcement  of  lectures  on  war 
medicine  and  surgery  prepared  by  the  Subcommittee 


on  War  Medicine  and  Surgery  appears  on  pages  73 
and  74  of  the  Course  Outline  Book.  This  announce- 
ment does  not  list  the  subjects  or  speakers  but 
states  that  for  those  interested  this  information  will 
be  supplied  upon  request. 

As  soon  as  the  revised  courses  were  received,  150 
copies  of  the  Course  Outline  Book  were  mimeo- 
graphed. The  Book  as  published  contains  53  an- 
nouncements, including  outlines  of  courses,  teach- 
ing days,  and  single  lectures  on  special  subjects. 
Copies  of  the  book  were  sent  to  the  secretaries  of  all 
County  Medical  Societies,  together  with  a letter 
noting  special  subjects  offered.  It  was  requested 
that  each  county  medical  society  desiring  instruction 
notify  the  Committee  Chairman  as  soon  as  possible. 
Copies  were  also  sent  to  the  members  of  the  Com- 
mittee and  the  Subcommittees,  officers  of  the 
Medical  Society  of  the  State  of  New  York,  deans  of 
medical  schools,  the  Commissioner  of  Health  of  the 
New  York  State  Department  of  Health,  and  Divi- 
sion Directors,  members  of  the  Board  of  Regents 
of  the  University  of  the  State  of  New  York,  the  Com- 
missioner of  Education  of  the  State  Education  De- 
partment and  some  of  the  directors  of  divisions  in 
the  Department  who  are  concerned  with  school 
health  problems,  and  the  Secretary  of  the  Council 
on  Medical  Education  and  Hospitals  of  the  Ameri- 
can Medical  Association.  Requests  have  been  re- 
ceived from  several  organizations  for  copies  of  the 
Course  Outline  Book.  Because  of  a limited  supply 
the  distribution  was  curtailed  to  a considerable  ex- 
tent. 

Arrangements  for  postgraduate  instruction,  either 
as  courses  consisting  of  a series  of  lectures  or  as 
single  lectures,  were  made  for  thirteen  county  medi- 
cal societies.  The  following  is  a list  of  the  counties 
which  have  had  or  will  have  had  these  meetings: 


County 

Instruction 

No.  Lectures 

Columbia 

General  Medicine 

5 

Cortland 

Miscellaneous 

4 

Jefferson 

General  Medicine 

5 

Madison 

General  Medicine 

6 

Oneida 

f Sulfonamide  Therapy 

1 

\War  Medicine  and  Surgery 

4 

Onondaga 

Miscellaneous 

3 

Putnam 

Sulfonamide  Therapy 

1 

St.  Lawrence 

Public  Health 

1 

Seneca 

General  Medicine 

1 

Steuben 

Sulfonamide  Therapy 

1 

Tioga 

Sulfonamide  Therapy 

4 

Tompkins 

Miscellaneous 

3 

Westchester 

Obstetrics 

2 

Regional  Meetings  and  Teaching  Days. — Re- 
gional Meetings  and  Teaching  Days  have  proved  to 
be  a very  popular  form  of  postgraduate  instruction. 
A teaching  day  consists  of  a combination  of  clinics, 
demonstrations,  and  lectures.  For  these  meetings, 
invitations  were  sent  to  the  memberships  of  the 
medical  societies  in  counties  adjacent  to  that  in 
which  the  instruction  was  given,  or  to  the  member- 
ship in  certain  “Regions”  and  “Districts”  where  the 
meetings  were  held.  This  Committee  arranged  for 
speakers,  and  for  printing  and  distribution  of  pro- 
grams to  county  medical  societies,  medical  schools, 
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hospitals,  The  New  York  State  Journal  of  Medi- 
cine, The  Journal  of  the  American  Medical  Associa- 
tion, and  other  publications.  The  Medical  Society 
of  the  State  of  New  York  pays  traveling  expenses  of 
the  speakers,  and  the  honoraria  for  all  speakers  are 


paid  by  the  Medical  Society  of  the  State  of  New 
York  or  the  New  York  State  Department  of  Health. 
The  following  is  a list  of  counties  where  Regional 
Meetings  or  Teaching  Days  have  been  held  or  will 
be  held  this  year: 


County 

Region 

Instruction 

Broome 

Sixth  District  Branch 

(Broome,  Chemung,  Chenango,  Cortland,  Delaware,  Otsego, 
(Schuyler,  Tioga,  Tompkins) 

*Cancer 

Chemung 

Adjacent  Counties 

Two  Teaching  Days: 

(Chemung,  Schuyler,  Steuben,  Tioga,  Tompkins) 

1.  War  Medicine  and  Surgery 

2.  General  Medicine 

Erie 

Eighth  District  Branch 

(Allegany,  Cattaraugus,  Chautauqua,  Erie,  Genesee,  Ni- 
agara, Orleans,  Wyoming) 

*Cancer 

Monroe 

Seventh  District  Branch 

(Cayuga,  Livingston,  Monroe,  Ontario,  Seneca,  Steuben, 
Wayne,  Yates) 

♦Cancer 

Oneida 

Fifth  District  Branch 

(Herkimer,  Jefferson,  Lewis,  Madison,  Oneida,  Onondaga, 
Oswego) 

♦Cancer 

Onondaga 

Adjacent  Counties 

(Onondaga,  Cayuga,  Cortland,  Madison,  Oswego) 

Industrial  Health 

Otsego 

Two  Teaching  Days: 

1.  Virus  Diseases 

2.  Sulfonamide  Therapy 

Schenectady 

Region  No.  4 

(Fulton,  Greene,  Montgomery,  Schenectady,  Schoharie, 
Ulster) 

Maternal  Welfare 

St.  Lawrence 

(Plasma  Therapy;  War  Medi- 
\cine  and  Surgery 

Westchester 

Region  No.  3 

Maternal  and  Child  Welfare 

(Duchess,  Orange,  Putnam,  Rockland,  Westchester) 


No.  Lectures 

4 


3 

3 

5 


4 


4 


4 


2 

4 

2 


2 

5 


Public  Health  matters  receiving  particular  em- 
phasis from  the  New  York  State  Department  of 
Health  and  the  Medical  Society  of  the  State  of  New 
York  this  year  have  been:  cancer,  obstetrics, 

pediatrics,  communicable  diseases,  rheumatic  fever, 
tuberculosis,  syphilis,  sulfonamide  therapy,  war 
medicine  and  surgery,  plasma  therapy  and  whole 
blood  transfusion,  and  industrial  health.  The  part 
of  the  Committee  in  these  activities  has  to  a large 
extent  been  in  the  field  of  postgraduate  instruction. 
Instruction  in  many  of  these  subjects  has  been  given 
and  a share  of  the  cost  was  borne  by  the  New  York 
State  Department  of  Health.  The  counties  and  the 
subjects  were  the  following: 

County  Instruction  No.  Lectures 


Broome 

Chemung 

Columbia 


Cortland 

Erie 

Monroe 

Oneida 


Onondaga 

Otsego 

Putnam 


Cancer 

War  Medicine  and  Surgery 

I Sulfonamide  Therapy 
Obstetrics 
Pediatrics 
Rheumatic  Fever 
Pediatrics 

War  Medicine  and  Surgery 

Plasma  Therapy 

Cancer 

Cancer 

I Cancer 

Sulfonamide  Therapy 
War  Medicine  and  Surgery 
War  Medicine  and  Surgery 
Industrial  Health 
Pediatrics 

Sulfonamide  Therapy 
Sulfonamide  Therapy 


5 

3 

1 

1 

1 

1 

I 

1 

1 

5 

4 
4 
1 
4 
1 
4 
1 
4 
1 


St.  Lawrence 

Schenectady 

Steuben 

Tioga 

Tompkins 

Westchester 


(Plasma  Therapy 
(War  Medicine  and  Surgery 
Obstetrics 

Sulfonamide  Therapy 
Sulfonamide  Therapy 
War  Medicine  and  Surgery 
Obstetrics  and  Pediatrics 


2 

2 

1 

4 

1 

7 


The  Committee  arranged  for  83  lectures,  61  of 
which  were  given  jointly  by  the  New  York  State  De- 
partment of  Health  and  the  Medical  Society  of  the 
State  of  New  York. 


PART  II 


Public  Health  Activities 

Maternal  and  Child  Welfare. — The  Committee  on 
Public  Health  and  Education  held  a meeting  in 

* Teaching  Day  Cost  borne  wholly  by  N.  Y.  State  Health 
Dept. 


New  York  City  on  April  28,  1942,  with  the  Subcom- 
mittee on  Maternal  and  Child  Welfare,  Regional 
Chairmen  in  Obstetrics  and  Pediatrics,  and  repre- 
sentatives of  the  New  York  State  Department  of 
Health.  Matters  which  received  most  attention 
were: 

1.  Coordination  of  the  maternal  and  child  wel- 
fare activities  of  the  Medical  Society  of  the 
State  of  New  York  and  the  State  Department 
of  Health. 

2.  Subjects  to  be  included  in  the  Regional  pro- 
grams. 

3.  More  emphasis  on  pediatrics  in  Regional  pro- 
grams. 

4.  The  proposed  “Consultant  Service.” 

All  of  these  matters  were  referred  to  the  Committees 
for  further  consideration. 

The  Subcommittee  on  Maternal  Welfare  has  the 
following  members:  Charles  A.  Gordon,  M.D., 

Chairman , Brooklyn;  Alexander  T.  Martin,  M.D., 
New  York  City;  James  K.  Quigley,  M.D.,  Rochester; 
and  Ferdinand  J.  Schoeneck,  M.D.,  Syracuse. 

Regional  Chairmen  in  Obstetrics: 

1.  New  York,  Richmond,  Bronx 

George  W.  Kosmak,  M.D.,  23  East  93 
Street,  New  York 

2.  Kings,  Queens,  Nassau,  Suffolk 

Harvey  B.  Matthews,  M.D.,  643  St.  Marks 
Avenue,  Brooklyn 

3.  Westchester,  Rockland,  Dutchess,  Putnam, 

Orange 

Julian  Hawthorne,  M.D.,  Highland  Hall 
Apartment,  Rye 

4.  Schenectady,  Fulton,  Montgomery,  Scho- 

harie, Greene,  Ulster 

William  M.  Mallia,  M.D.,  1364  Union 
Street,  Schenectady 

5.  Albany,  Washington,  Saratoga,  Columbia, 

Warren,  Rensselaer 

Joseph  O’C.  Kiernan,  M.D.,  496  Madison 
Avenue,  Albany 

6.  Clinton,  Essex,  Franklin,  St.  Lawrence 

Elmer  Wessell,  M.D.,  72  Clinton  Street, 
Plattsburg 
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7.  Jefferson,  Lewis,  Herkimer,  Hamilton 

James  L.  Crossley,  M.D.,  240  Woolworth 
Building,  Watertown 

8.  Onondaga,  Oswego,  Oneida,  Madison,  Cort- 

land, Cayuga 

Edward  C.  Hughes,  M.D.,  601  Medical  Arts 
Building,  Syracuse 

9.  Broome,  Tioga,  Chenango,  Otsego,  Delaware, 

Sullivan 

Stuart  B.  Blakely,  M.D.,  140  Chapin  Street, 
Binghamton 

10.  Monroe,  Orleans,  Wayne,  Livingston,  On- 

tario, Yates,  Seneca 

Ward  L.  Ekas,  M.D.,  176  South  Goodman 
Street,  Rochester 

11.  Chemung,  Schuyler,  Steuben,  Tompkins, 

Allegany 

R.  Scott  Howland,  M.D.,  531  West  Water 
Street,  Elmira 

12.  Erie,  Niagara,  Chautauqua,  Cattaraugus, 

Genesee,  Wyoming 

Robert  C.  McDowell,  M.D.,  40  North 
Street,  Buffalo 

Child  Welfare. — On  July  23,  1942,  the  Chairman 
of  the  Committee  on  Public  Health  and  Education 
conferred  with  representatives  of  the  New  York 
State  Section  of  the  American  Academy  of  Pedi- 
atrics to  discuss  the  possibility  of  combining  some 
parts  of  the  Child  Welfare  Program  with  the  pro- 
grams of  the  American  Academy  of  Pediatrics.  In 
view  of  this  request  for  a separate  committee  to  work 
with  the  New  York  State  Section  of  the  American 
Academy  of  Pediatrics,  the  following  plan  was  sub- 
mitted to  the  Council  by  the  Chairman  of  the  Com- 
mittee on  Public  Health  and  Education:  “Continue 
the  Subcommittee  on  Maternal  Welfare  with  its 
present  membership — that  is,  three  obstetricians 
and  a pediatrician;  appoint  a subcommittee  on 
child  welfare  with  the  following  members:  Chair- 
man, the  pediatrician  who  is  a member  of  the  Sub- 
committee on  Maternal  Welfare;  two  pediatricians 
who  are  now  members  of  the  present  Subcommittee 
on  School  Health  Service;  abolish  the  present  Com- 
mittee on  School  Health  Service  and  assign  these 
duties  to  the  newly  created  Subcommittee  on  Child 
Welfare;  for  a fourth  member  of  the  Subcommittee 
on  Child  Welfare,  have  the  Chairman  of  the  Sub- 
committee on  Maternal  Welfare.”  The  Council 
adopted  this  recommendation  and  the  President, 
with  the  approval  of  the  Council,  appointed  the 
following  to  the  new  Subcommittee  on  Child  Welfare: 
Alexander  T.  Martin,  M.D.,  Chairman , New  York; 
Paul  W.  Beaven,  M.D.,  Vice-Chairman , Rochester; 
Charles  A.  Gordon,  M.D.,  Brooklyn;  Albert  D. 
Kaiser,  M.D.,  Rochester;  and  A.  Clement  Silver- 
man,  M.D.,  Syracuse. 

Regional  Chairmen  in  Pediatrics  are  as  follows, 
for  Regions  comprising  counties  as  shown  in  above 
list  of  Regional  Chairmen  in  Obstetrics: 

1.  Harry  Bakwin,  M.D.,  132  East  71  Street,  New 
York 

2.  Charles  A.  Weymuller,  M.D.,  85  Pierrepont 
Street,  Brooklyn 

3.  Reginald  A.  Higgons,  M.D.,  264  King  Street, 
Port  Chester 

4.  James  J.  York,  M.D.,  930  State  Street,  Sche- 
nectady 

5.  Hugh  F.  Leahy,  M.D.,  176  Washington 
Avenue,  Albany 

6.  Sidney  Mitchell,  M.D.,  71  Court  Street, 
Plattsburg 

7.  Norman  L.  Hawkins,  M.D.,  300  Woolworth 
Building,  Watertown 


8.  Brewster  C.  Doust,  M.D.,  605  Medical  Arts 
Building,  Syracuse 

9.  John  B.  Burns,  M.D.,  153  Chapin  Street, 
Binghamton 

10.  Albert  D.  Kaiser,  M.D.,  16  North  Goodman 
Street,  Rochester 

11.  George  R.  Murphy,  M.D.,  531  Water  Street, 
Elmira 

12.  William  J.  Orr,  M.D.,  135  Linwood  Avenue, 
Buffalo 

Tuberculosis  and  Chest  Diseases. — The  1942 
House  of  Delegates  adopted  the  following  resolution: 
“In  view  of  the  great  importance  of  chest  diseases 
not  only  to  the  general  practitioner  but  to  a large 
majority  of  the  various  specialties  as  well,  we  recom- 
mend that  the  Public  Health  and  Education  Com- 
mittee of  the  Council  create  a subcommittee  on 
diseases  of  the  chest.” 

The  Chairman  of  the  Committee  on  Public 
Health  and  Education  recommended  that  instead  of 
a subcommittee  on  chest  diseases  there  be  appointed 
a subcommittee  on  tuberculosis  and  chest  diseases 
under  the  Council  Committee  on  Public  Health  and 
Education.  The  President,  with  the  approval  of 
the  Council,  appointed  the  following  members  to  the 
Subcommittee  on  Tuberculosis  and  Diseases  of  the 
Chest:  Charles  D.  Post,  M.D.,  Chairman , Syracuse; 
Louis  C.  Kress,  M.D.,  Albany;  and  Nelson  W. 
Strohm,  M.D.,  Buffalo. 

Three  meetings  of  the  Subcommittee  on  Tuber- 
culosis and  Diseases  of  the  Chest  have  been  held 
for  the  purpose  of  promoting  more  postgraduate  in- 
struction in  tuberculosis  and  diseases  of  the  chest. 
With  the  approval  of  the  Council,  letters  were 
written  to  secretaries  of  county  medical  societies 
requesting  that  they  appoint  committees  or  in- 
dividuals to  represent  the  societies  in  the  field  of 
tuberculosis  control.  To  date  44  replies  have  been 
received  stating  that  provision  for  this  service  has 
been  made.  Letters  were  sent  to  the  designated 
representatives  explaining  that  it  was  the  desire  of 
this  Subcommittee  to  stimulate  interest  in  county 
medical  societies  regarding  case  finding  and  to  have 
each  county  society,  through  its  designated  repre- 
sentative, indicate  what  is  desired  in  the  way  of 
information,  postgraduate  instruction,  or  any  other 
means  by  which  this  undertaking  may  be  accom- 
plished. 

The  Chairman  of  the  Subcommittee  met  with  a 
representative  from  the  State  Tuberculosis  Confer- 
ence Committee  and  a member  of  the  State  Depart- 
ment of  Health  to  consider  especially  the  desirability 
of  amending  Section  326-A,  Public  Health  Law,  in 
such  a manner  that  more  strict  control  of  dangerous 
and  careless  patients  will  be  brought  about.  As  a 
result  of  this  joint  session  it  was  decided  to  make  a 
survey  of  the  open  cases  in  some  of  the  populous 
areas  in  the  state.  The  purpose  of  these  surveys  is 
to  obtain  data  regarding  supervision  and  isolation 
of  the  open  cases. 

Plans  are  being  made  for  a luncheon  conference 
of  the  representatives  of  county  medical  societies 
and  other  groups  interested  in  the  Tuberculosis 
Control  Program  to  be  held  at  the  time  of  the  An- 
nual Meeting  of  the  Medical  Society  of  the  State  of 
New  York. 

Industrial  Health. — The  Study  Committee  on 
Industrial  Health,  which  is  a subcommittee  of  the 
Council  Committee  on  Public  Health  and  Educa- 
tion, has  the  following  membership:  Herbert  H 
Bauckus,  M.D.,  Chairman , Buffalo;  Robert  K 
Brewer,  M.D.,  Syracuse;  John  H.  Garlock,  M.D., 
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New  York;  David  J.  Kaliski,  M.D.,  New  York; 
John  S.  Lawrence,  M.D.,  Rochester;  Frederic 
E.  Sondern,  M.D.,  New  York;  ex-officio:  Edward 
S.  Godfrey,  M.D.,  Commissioner  of  Health,  State 
Department  of  Health,  Albany;  and  Leonard 
Greenburg,  M.D.,  Executive  Director,  Division  of 
Industrial  Hygiene,  State  Department  of  Labor, 
New  York  City. 

With  the  increased  importance  of  industrial  health 
as  a potent  weapon  in  the  nation’s  program  of  con- 
servation of  manpower,  the  Study  Committee  for 
Industrial  Health  found  a ready  response  to  the 
programs  and  activities  which  it  sponsored  during 
the  year.  The  Committee,  which  met  several  times 
during  this  period,  fully  realized  the  part  it  could 
play  in  developing  a new  alertness  toward  the  prob- 
lems of  industrial  health,  not  only  in  the  minds  of 
the  members  of  the  medical  profession,  but  in  the 
community  as  well,  and  consequently  made  an  ef- 
fort to  function  as  a stimulating  force  in  several  of 
our  important  war  centers. 

The  key  issue  before  all  committees  at  this  time 
is  the  question,  ‘‘How  can  we  best  contribute  to  the 
winning  of  the  war?”  which  must  be  answered  by 
applying  study,  planning,  and  activities  of  a com- 
mittee of  this  kind  to  industrial  areas  where  values 
can  be  measured  in  concrete  improvements  of  indus- 
trial health  procedures,  reducing  thereby  to  a mini- 
mum the  loss  of  man-hours  from  sickness  and  acci- 
dents. 

With  this  in  mind  the  Committee  held  its  first 
Teaching  Day  on  Industrial  Health  in  May,  1942, 
in  Buffalo.  A full  report  on  this  meeting  is  contained 
in  the  Annual  Report  of  last  year.  The  broad  com- 
munity participation  at  this  meeting  set  the  pace 
for  other  meetings  of  this  kind,  and  the  Teaching 
Day  on  Industrial  Health  which  took  place  in 
Syracuse  in  September  proved  an  equally  great 
success  in  attendance  as  well  as  in  composition.  As 
a matter  of  fact,  both  events  proved  that  there  is  a 
relatively  greater  interest  in  industrial  health  on  the 
part  of  the  community  than  there  is  on  the  part  of 
the  medical  profession,  and  continuous  efforts  must 
be  made  in  the  year  to  come  to  arouse  the  members 
of  the  county  societies  to  the  need  of  acquainting 
themselves  with  the  constantly  developing  and  com- 
paratively young  science,  industrial  health. 

The  Chairman  of  this  Committee  helped  organize 
the  conference  “Community  Health  in  Wartime,” 
which  took  place  in  Buffalo  during  June.  Industrial 
Health  and  Nutrition  in  Industry  were  the  sessions 
prominently  featured,  and  they  resulted  in  vital  sug- 
gestions and  proposals  for  future  programs  in  this 
field.  For  the  first  time  nationally,  the  sessions 
brought  together  physicians,  management,  and  labor 
in  consultation  on  common  problems,  and  it  was 
here  that  the  now  nationally  promoted  goal  of  labor- 
management  health  committees  was  first  formulated. 

The  Buffalo  District  Committee  for  Industrial 
Health  must  be  considered  a direct  outgrowth  of 
this  conference.  The  establishment  of  this  Com- 
mittee three  months  ago,  headed  by  the  Chairman  of 
the  Study  Committee  on  Industrial  Health,  was 
further  justified  by  the  lively  interest  not  only  of  the 
State  Society,  but  also  of  the  American  Medical 
Association,  the  Division  of  Industrial  Hygiene  of 
the  New  York  State  Department  of  Labor,  headed 
by  Dr.  Leonard  Greenburg,  and  the  Division  of 
Industrial  Hygiene  of  the  U.S.  Public  Health  Serv- 
ice, under  the  direction  of  J.  J.  Bloomfield.  The 
cooperation  of  all  these  groups  through  general  ad- 
vice and  personal  consultation  had  an  important 
share  in  the  initial  success  of  the  Buffalo  Committee. 


It  is  to  be  hoped  that  other  districts  will  establish 
similar  communities. 

Briefly,  the  Buffalo  Committee,  which  is  composed 
of  representatives  from  management,  labor,  the 
medical  and  nursing  professions,  and  a few  perti- 
nent voluntary  and  official  agencies,  desires  to  be  a 
public  relations  and  fact-finding  body.  It  hopes  to 
assist  plants  in  making  their  health  and  safety  pro- 
grams efficient  and  practical,  and  it  aims  for  a broad 
educational  program  within  management,  labor, 
and  physician  groups.  Already  the  Committee  has 
distributed  to  all  plants  and  unions  in  the  Buffalo- 
Niagara  Area  a manual  for  “Minimum  Medical 
Standards  in  Industry”  for  plants  of  various  sizes, 
together  with  an  informative  bulletin  on  keratocon- 
junctivitis. An  open  forum  of  the  Committee,  for 
management  and  labor  representatives,  will  take 
place  in  April. 

The  Chairman  of  your  Study  Committee  was 
fortunate  in  attending  the  Fifth  Annual  Congress 
of  the  Council  on  Industrial  Health  of  the  American 
Medical  Association,  on  January  11-13,  1943.  The 
participation  in  the  sessions  of  this  gathering  en- 
abled him  to  carry  back  with  him  three  principles 
which  crystallized  out  of  the  deliberations  at  this 
meeting,  and  which,  in  his  opinion,  must  become  a 
guiding  factor  in  the  future  work  of  the  State  Society 
Study  Committee  on  Industrial  Health.  They  are 
included  here  to  strengthen  the  work  of  this  Com- 
mittee and  to  serve  as  a guide  to  those  county 
societies  which  are  now  in  the  process  of  developing 
local  committees : 

1.  The  American  Medical  Association  is  ready, 
in  terms  of  policy  as  an  organization,  to  make 
industrial  health  the  foremost  issue  at  the 
present  time,  as  one  of  the  most  important 
contributions  to  the  war  effort  and  the  con- 
servation of  manpower. 

2.  The  exigencies  of  the  war  will  require  new 
ways  of  thinking  in  applying  industrial  health 
planning,  a broadening  of  all  previous  con- 
cepts in  industrial  health,  and  an  economy  of 
available  forces  while  expanding  service. 

3.  No  longer  can  the  health  of  the  workers  be 
considered  industry’s  responsibility  alone. 
It  must  become  a joint  effort  of  management, 
labor,  and  the  physician,  for  which  labor- 
management  health  committees  will  prove  to 
be  the  most  practical  vehicle. 

Dental  Health. — The  Council  Committee  on 
Public  Health  and  Education  and  the  Joint  Com- 
mittee on  Dental  Health  conferred  with  representa- 
tives of  the  Department  of  Hospitals  of  New  York 
City,  New  York  State  Dental  Society,  Office  of 
Civilian  Defense,  Health  Preparedness  Commission 
of  the  State  War  Council,  New  York  State  Depart- 
ment of  Health,  and  the  Medical  Society  of  the 
State  of  New  York,  on  the  possibility  of  the  Medical 
Society  of  the  State  of  New  York’s  setting  up  train- 
ing courses  for  dentists  in  Emergency  War  Medicine 
and  Surgery. 

The  Joint  Committee  on  Dental  Health  has  the 
following  members:  New  York  State  Dental  So- 

ciety— H.  Shirley  Dwyer,  D.D.S.,  Chairman , Brook- 
lyn; Leuman  M.  Waugh,  D.D.S.,  New  York;  and 
Charles  H.  McNeely,  D.D.S.,  Brooklyn. 

Medical  Society  of  the  State  of  New  York — Harry 
Aranow,  M.D.,  New  York;  and  O.  W.  H.  Mitchell, 
M.D.,  Syracuse. 

War  Medicine  and  Surgery. — The  Committee  on 
Public  Health  and  Education  held  a meeting  with 
the  Subcommittee  on  War  Medicine  and  Surgery  in 
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New  York  City  on  May  13,  1942,  to  discuss  the 
educational  program. 

In  addition  to  single  lectures  given  before  county 
medical  societies,  a Teaching  Day  was  arranged  for 
the  Chemung  County  Medical  Society  and  held  in 
Elmira  on  June  25,  1942.  Notices  were  sent  from 
this  office  to  the  following  county  medical  societies: 
Chemung,  Schuyler,  Steuben,  Tioga,  and  Tomp- 
kins. The  attendance  was  good,  and  the  meeting 
was  regarded  as  very  successful. 

The  membership  of  the  Subcommittee  on  War 
Medicine  and  Surgery  is  as  follows:  O.  W.  H.  Mit- 
chell, M.D.,  Chairman,  Syracuse;  Gustave  Aufricht, 
M.D.,  New  York;  Louis  H.  Bauer,  M.D.,  Hemp- 
stead; L.  Whittington  Gorham,  M.D.,  Albany; 
Leonard  Greenburg,  M.D.,  New  York;  Leo  Mayer, 
M.D.,  New  York;  James  E.  Perkins,  M.D.,  Albany; 
Byron  Stookey,  M.D.,  New  York;  and  Frederick 
S.  Wetherell,  M.D.,  Syracuse. 

Rheumatic  Fever. — The  Chairman  of  the  Com- 
mittee on  Public  Health  and  Education  held  several 
conferences  with  members  of  the  Subcommittee  on 
Child  Welfare  regarding  the  Rheumatic  Fever  Pro- 
gram. Other  conferences  were  held  with  Dr.  George 
M.  Wheatley,  Assistant  Medical  Director  of  the 
Metropolitan  Life  Insurance  Company,  regarding 
publications  distributed  by  the  company  for  lay 
and  medical  education  on  rheumatic  fever. 

In  cooperation  with  the  New  York  State  Depart- 
ment of  Health,  some  instruction  on  rheumatic 
fever  was  presented  before  county  medical  societies. 

Medical  Aspects  of  Chemical  Warfare. — As  a re- 
sult of  a conference  between  the  Council  Committee 
on  Public  Health  and  Education  and  representatives 
of  the  Office  of  Civilian  Defense,  the  Health  Pre- 
paredness Commission  of  the  New  York  State  War 
Council,  and  the  New  York  State  Department  of 
Health,  it  was  decided  to  offer  instruction  in  the 
'‘Medical  Aspects  of  Chemical  Warfare”  in  New 
York  State  and  that  the  best  plan  would  be  to 
operate  through  the  medical  schools.  The  deans  of 
the  medical  schools  readily  gave  approval  and  it 
was  decided  that  each  school  should  send  physi- 
cians, who  were  to  conduct  the  programs,  to  the 
course  on  chemical  warfare  given  at  the  University 
of  Cincinnati.  This  was  done  and  the  funds  to  meet 
the  expenses  of  these  representatives  were  supplied 
by  the  Health  Preparedness  Commission  of  the 
New  York  State  War  Council.  The  Chairman  of  the 
Council  Committee  on  Public  Health  and  Education 
also  attended  this  course. 

The  course  presented  to  the  medical  profession  of 
New  York  State  consists  of  six  hours  of  lectures  and 
demonstrations  under  the  following  main  subjects: 

1.  Review  of  chemical  warfare  agents,  history, 
and  classification. 

2.  Pathology,  symptomatology,  differential  diag- 
nosis, and  treatment. 

3.  General  protective  measures. 

The  courses  were  organized  in  the  medical  schools 
because  they  require  the  use  of  special  equipment 
and  material  which  cannot  be  made  easily  available 
at  meetings  of  most  of  the  county  medical  societies. 
However,  arrangements  were  made  for  groups  of 
teachers  to  present  this  instruction  in  a few  areas 
of  the  state  which  are  remote  from  medical  schools. 

An  announcement  of  this  instruction  appears  on 
pages  17  and  18  of  the  Course  Outline  Book. 

Blood  Plasma  Therapy  and  Whole  Blood  Trans- 
fusion.— The  Council  approved  the  offering  of  post- 
graduate instruction  in  plasma  therapy  and  whole 
blood  transfusion.  The  Chairman  of  the  Committee 


on  Public  Health  and  Education  held  several  meet- 
ings with  representatives  of  the  New  York  State 
Department  of  Health,  the  Health  Preparedness 
Commission  of  the  State  War  Council,  the  Office  of 
Civilian  Defense,  and  the  Association  of  Public 
Health  Laboratories  to  discuss  the  blood  plasma 
program.  Preceding  the  announcement  of  instruc- 
tion on  plasma  therapy  and  whole  blood  trans- 
fusion, a one-day  conference  was  held  at  Albany  on 
February  26,  1943.  Leading  authorities  on  plasma 
therapy  and  whole  blood  transfusion  addressed  the 
physicians  who  are  to  present  this  program.  This 
instruction  is  offered  in  a single  session  or  in  connec- 
tion with  formal  courses  or  for  special  or  regular 
meetings  of  county  medical  societies.  An  announce- 
ment to  be  added  to  the  Course  Outline  Book  has 
been  prepared  and  mailed  from  this  office  to  the 
secretaries  of  county  medical  societies.  Twenty-one 
speakers  are  available.  It  is  anticipated  that  this 
instruction  will  be  much  in  demand.  Some  requests 
for  instruction  have  already  been  received. 

4-H  Clubs  and  Youth  Health  Activities. — The 
Chairman  of  this  Subcommittee,  Dr.  J.  G.  Fred  Hiss, 
has  devoted  much  time  and  effort  to  improving  the 
health  program  among  the  4-H  Clubs  throughout 
the  state.  The  cooperative  extension  service,  of 
which  4-H  is  a part,  is  concerned  with  the  welfare  of 
rural  people.  Health  is  an  important  consideration. 
However,  the  extension  service  is  not  specifically 
charged  with  the  protection  of  public  health.  It 
does  cooperate  with  agencies  which  are  so  charged. 
Now  that  we  are  in  a state  of  “total  war”  it  is  impera- 
tive that  we  do  everything  possible  to  preserve  our 
health. 

For  several  years  4-H  has  been  guided  in  its 
health  activities  by  a state  committee  made  up  of 
club  agents,  specialists,  and  members  of  the  4-H 
administrative  staff,  together  with  representatives 
of  the  New  York  State  Department  of  Health,  the 
New  York  State  Department  of  Education,  the 
Medical  Society  of  the  State  of  New  York,  the  New 
York  State  Dental  Society,  the  American  Red  Cross, 
and  other  interested  organizations. 

This  Committee  has  recommended  and  has  ap- 
proved the  following  4-H  Health  Improvement 
Project: 

OBJECTIVES 

1 . To  encourage  the  correction  of  remediable  de- 
fects disclosed  by  school  health  inspections  or 
other  health  examination. 

2.  To  encourage  protective  immunizations  as 
recommended  by  health  officials. 

3.  To  encourage  the  acquirement  of  good  habits, 
knowledge,  and  skills  related  to  health  and 
safety. 

4.  To  give  opportunity  for  service  to  the  com- 
munity in  the  promotion  of  public  health  and 
safety. 

PROJECT  REQ  UIREMENTS 
(A  score  sheet  has  been  planned 
which  the  local  leader  can  fill  out 
at  a club  meeting  and  then  re- 
turn to  you.) 

1.  Health  Examination 15  points 

A health  examination  must  be  held  at  or  near 
the  beginning  of  the  club  year.  If  the  club 
member  has  had  a school  health  inspection  at 
the  beginning  of  the  current  school  year,  no 
other  examination  is  required.  If  not,  an  ex- 
amination may  be  made  by  any  physician.  A 
club  may  arrange  with  a physician  for  an  ex- 
amination of  all  the  members  at  some  mutu- 
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ally  convenient  time,  usually  at  a saving  in 
cost.  A credit  of  15  points  is  given  for  the  ex- 
amination, regardless  of  the  findings. 

II.  Correction  of  Defects 35  points 

Emphasis  is  to  be  placed  on  following  the 
recommendations  of  the  examining  physician. 
If  no  defects  were  found  on  examination  and  all 
immunization  requirements  wrere  met,  or  if  all 
recommendations  have  been  carried  out,  or  if 
cases  requiring  prolonged  treatment  are  under 
way,  a credit  of  35  points  is  given. 

III.  Health  and  Safety  Training 30  points 

A credit  of  30  points  is  given  for  satisfactory 
completion  of  one  or  more  of  the  following: 

1.  First  Aid:  4-H  or  Red  Cross 

2.  Home  Nursing:  4-H  or  Red  Cross 

3.  Life  Saving  and  Water  Safety:  Red 

Cross  Swim  Tests 

4.  Home  and  Farm  Safety:  Red  Cross 
Course 

IV.  Community  Health  and  Safety  Education. . . . 

20  points 

A credit  of  20  points  is  given  for  participation 
in  two  or  more  of  the  following : 

1 . Exhibit 

2.  Demonstration 

3.  Posters:  Made  and  displayed  2 posters 

4.  A talk  on  health  and  safety  to  a group, 

or  a radio  broadcast 

5.  Immunization  clinic 

6.  Vaccination  clinic 

7.  Sale  of  Christmas  Seals 

8.  Milk  Month 

9.  Posture  Week 

10.  Child  Health  Day 

11.  Nutrition  Week 

12.  Other  community  health  and  safety  ob- 
servances 


Possible  score 100  points 


i PART  III 

School  Health  Program 

During  the  year  several  conferences  were  held  by 
the  Chairman  of  the  Council  Committee  on  Public 
Health  and  Education  with  representatives  of  the 
Division  of  Health  and  Physical  Education  of  the 
New  York  State  Department  of  Education  and  the 
New  York  State  Association  of  School  Physicians 
to  discuss  plans  for  improving  school  health  service 
and  health  education  and  increasing  the  correction  of 
defects. 

The  Committee  on  Public  Health  and  Education, 
the  Subcommittee  on  Child  Welfare,  and  the  Sub- 
committee on  4-H  Clubs  held  a meeting  in  Syracuse 
on  October  26,  1942,  with  representatives  of  the 
Division  of  Health  and  Physical  Education  of  the 
New  York  State  Department  of  Education,  Assistant 
Commissioner  for  Instructional  Supervision  of  the 
State  Department  of  Education,  and  the  New  York 
State  Association  of  School  Physicians.  There  was 
general  discussion  of  the  School  Health  Program 
with  special  attention  given  to  the  following  sub- 
jects: 

1.  Undergraduate  Instruction  of  Medical  Students 
in  School  Health. — It  was  the  unanimous  opin- 
ion of  this  group  that  the  Health  Committee 
of  the  New  York  State  Board  of  Regents 
should  confer  with  the  deans  of  medical 
schools  in  New  York  State  to  discuss  mini- 


mum undergraduate  instruction  in  school 
health. 

2.  Postgraduate  Instruction  in  School  Health. — It 
was  agreed  that  more  postgraduate  instruction 
in  school  health  should  be  available  for  physi- 
cians, especially  those  who  are  at  present  in  the 
school  services  and  those  who  wish  to  prepare 
for  the  school  services. 

3.  Requirements  for  Appointment  as  School 
Physicians. — It  was  the  unanimous  opinion 
of  the  group  that  requirements  for  physicians 
devoting  less  than  half  time  should  be  con- 
sidered by  the  State  Department  of  Educa- 
tion. This  advance  would  receive  popular 
approval  and  result  in  financial  support  in 
keeping  with  the  character  and  importance 
of  the  work. 

4.  The  Annual  Physical  Examination  of  School 
Children. — The  importance  of  the  annual 
physical  examination  as  a health  educational 
exercise  was  stressed.  Records  were  sub- 
mitted by  the  State  Department  of  Education 
showing  the  number  of  physical  defects  dis- 
covered each  year.  The  report  was  compiled 
in  a way  which  avoided  repetition  of  recorded 
defects  of  other  years.  Corrected  defects 
were  also  reported.  This  report  of  a large 
percentage  of  the  schools  of  upstate  New 
York  was  very  informative. 

5.  Correction  of  Remediable  Defects. — Attention 
was  directed  to  the  correction  of  remediable 
defects,  and  several  proposals  were  suggested 
for  improvement.  It  is  evident  there  is  need 
for  much  closer  relationship  and  better  team- 
work between  the  family  physician  and  the 
school  physician. 

6.  School  Health  Committees  for  County  Medical 
Societies. — While  the  different  organizations 
at  the  state  level  send  representatives  regu- 
larly to  interorganizational  and  interdepart- 
mental conferences,  relatively  little  effort  is 
made  to  bring  representatives  of  the  local — 
that  is,  county  and  city — organizations  to- 
gether. The  group  decided  that  the  county 
medical  societies  should  be  requested  to  ap- 
point committees  on  school  health.  Such  a 
committee  would  be  a separate  one  or  a sub- 
committee of  the  Child  Welfare  or  Public 
Health  Committee.  The  members  of  the 
committee  should  represent  school  health, 
welfare,  and  other  services  concerned  with 
school  health  and  child  welfare.  Such  a com- 
mittee would  concern  itself  with  the  whole 
broad  subject  of  school  health  and  would  sub- 
mit reports  to  the  county  medical  society  and 
probably  other  organizations.  Except  for 
special  studies,  such  as  tuberculosis  and 
rheumatic  fever,  county  medical  societies 
have  been  rarely  concerned  about  the  School 
Health  Program.  The  Committee  on  Public 
Health  and  Education  agreed,  if  the  Council 
approved,  to  request  county  societies  to  ap- 
point committees  on  school  health. 

With  the  approval  of  the  Council,  the  Committee 
on  Public  Health  and  Education  sent  letters  to  the 
secretaries  of  county  medical  societies  requesting  the 
appointment  of  committees  to  represent  the  socie- 
ties in  the  field  of  school  health.  To  date,  34  replies 
have  been  received  stating  that  provisions  have  been 
made  for  this  service. 

Now  that  the  New  York  State  Department  of 
Education  has  made  provision  for  health  education 
in  the  schools  with  a formal  course  in  the  high 
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schools,  it  is  necessary  to  decide  upon  course  content 
and  other  matters.  To  assist  in  this  program,  the 
Committee  on  Public  Health  and  Education  held  a 
meeting  with  the  Subcommittee  on  Child  Welfare, 
the  Subcommittee  on  4-H  Clubs  and  Youth  Health 
Activities,  representatives  from  the  New  York  State 
Departments  of  Health  and  Education,  and  the 
New  York  State  Association  of  School  Physicians. 
As  a result  of  this  meeting,  at  which  the  various 
phases  of  the  problem  were  discussed,  it  was  decided 
that  the  Medical  Society  of  the  State  of  New  York 
should  provide  two  or  more  representatives  to  con- 
fer, upon  request,  with  those  in  charge  of  these  pro- 
grams in  the  New  York  State  Department  of  Educa- 
tion. This  recommendation  was  submitted  to  the 
Council  on  February  11,  1943,  and  was  approved. 

Several  conferences  were  held  by  the  Chairman  of 
the  Committee  on  Public  Health  and  Education  with 
Dr.  Hiram  A.  Jones,  State  Director  of  Physical 
Fitness  of  the  Office  of  Physical  Fitness  of  the  State 
War  Council,  regarding  a cooperative  program  be- 
tween the  Medical  Society  of  the  State  of  New  York 
and  several  government  and  voluntary  agencies. 
The  plan  for  providing  essential  health  examinations 
in  connection  with  the  Physical  Fitness  Program 
was  developed  and  approved  by  the  Council. 


PART  IV 

Publications 

The  Publication  Committee,  as  prescribed  at  your 
last  meeting,  started  this  year  with  four  members: 
the  general  manager,  the  business  manager  of 
Journal  and  the  Directory , the  treasurer,  and  a 
trustee,  Dr.  Thomas  M.  Brennan.  These  then  se- 
lected as  literary  editor  Dr.  Laurance  D.  Red  way, 
who  thus  became  the  fifth  member.  The  Committee 
has  held  regular  and  special  meetings.  Under  super- 
vision of  the  Council  the  Committee  has  continued 
its  charge  of  publications. 

Directory. — In  accord  with  your  instruction,  the 
Medical  Directory  of  New  York,  New  Jersey,  and 
Connecticut  was  not  published  in  1942.  Also  in  ac- 
cord with  your  action,  the  Council  exercised  its  dis- 
cretion, deciding  not  to  start  compilation  for  the 
next  edition  until  you  have  again  considered  the 
matter  at  your  1943  meeting. 

The  Council  at  its  December  10,  1942,  meeting 
formally  decided  “to  recommend  to  the  1943  House 
of  Delegates  that  the  Medical  Directory  of  New 
York,  New  Jersey,  and  Connecticut  be  not  published 
for  the  present.” 

The  Council  has  had  in  mind  not  only  the  need 
for  economy  but  also  the  fact  that,  with  many 
physicians  in  service  and  entering  service,  the  ad- 
dresses would  frequently  be  incorrect  and  other  data 
incomplete. 

Journal. — Editorially  the  New  York  State 
Journal  of  Medicine  has  carried  on  in  the  cus- 
tomary fashion.  Scientific  articles  numbered  211, 
with  total  page  content  1,184  out  of  the  overall  page 
content  of  2,336  pages.  The  scientific  text  is  less 
by  a small  amount  than  in  1941,  due  in  part  to 
limitation  of  total  pages  to  96  per  issue  (with  the 
exception  of  the  Convention  issue  of  160  pages). 

In  the  text,  in  addition  to  individual  authors’ 
articles,  12  articles  have  appeared  reporting  Con- 
ferences on  Therapeutics  and  12  on  Diagnostic  Con- 
ferences. There  have  been  many  commendatory 
comments  on  these  conferences. 


Other  text  pages  have  been  as  follows: 


Postgraduate  Medical  Education 19  pages 

Hospital  News 20  pages 

Medical  News 67  pages 

Woman’s  Auxiliary 13  pages 

Medicolegal 11  pages 

Book  Reviews 51  pages 

Editorials 96  pages 


As  to  finances,  Mr.  Dwight  Anderson,  Business 
Manager  of  the  Journal,  has  given  the  following 
report. 

REPORT 

Journal. — Financially,  the  Council  reports  that 
the  Journal  in  1942  was  produced  at  the  lowest  cost 
in  its  history — fifty  cents  per  dues-paying  member, 
or  a total  net  cost  of  $8,367.27.  The  net  cost  in 

1941  was  $15,847.58,  showing  a decrease  in  cost  to 
the  Society  in  one  year  of  $7,480.31. 

This  was  accomplished  despite  increased  expense 
for  paper  and  printing  equalling  $1,361.34;  and  de- 
crease in  net  returns  from  reprints  of  $502.70. 
The  element  in  the  picture  which  accounts  for  the 
improvement  is  the  increased  income  from  advertis- 
ing, amounting  to  $10,702.48  (after  deducting  cash 
discounts,  agency  commissions,  and  salesmen’s  com- 
missions). 

Two  factors  contributed  to  increase  this  revenue; 
a rise  in  advertising  rates  which  became  effective 
January  1,  1942,  and  an  increase  of  69  pages  of  ad- 
vertising in  1942,  as  compared  with  1941. 

Directory. — While  Directory  publication  is  sus- 
pended during  the  war,  the  sales  of  copies  to  the 
public  continued  during  1942,  producing  $632.50 
income  from  this  source.  On  December  31,  1942, 
we  had  on  hand  852  copies.  Sales  during  1943  are 
continuing. 

Comparison  of  the  net  cost  of  the  1941-1942 
Directory  with  that  of  1939-1940,  according  to  the 
audit,  shows  a net  cost,  respectively,  of  $21,256.67 
as  compared  with  $22,931.58,  or  a reduction  in  net 
cost  of  the  last  Directory  of  $1,674.91.  An  adjust- 
ment for  comparison  must  be  made,  for  the  1941- 

1942  Directory  was  charged  with  certain  salaries  of 
employees  which  were  not  so  charged  in  the  former 
edition,  although  the  services  were  actually  per- 
formed. These  amounted  to  $1,891.66,  making  a 
total  saving  on  the  net  cost  of  the  two  Directories  of 
$3,566.47. 

Medical  Publicity 

November  2,  1942,  the  publishing  house  of 
Coward  McCann,  Inc.,  New  York,  issued  a book 
by  Dwight  Anderson  and  Margaret  Baylous  en- 
titled “When  Doctors  Are  Rationed.”  The  Public 
Relations  Bureau  undertook  the  distribution  of  this 
book  by  direct  mail  and  sold  1,852  copies.  The 
publisher’s  bookstore  sales  are  expected  to  increase 
the  distribution  to  a total  of  2,852  copies.  Revenue 
from  the  sale  paid  all  expenses  for  the  cost  of  books, 
promotion,  royalties,  wrapping,  and  mailing. 

Releases. — Releases  concerning  postgraduate 

education  courses  sponsored  by  the  Council  Com- 
mittee on  Public  Health  and  Education  were  sent 
to  newspapers  in  the  following  counties:  Chemung, 
Columbia,  Cortland,  Greene,  Onondaga,  Schoharie, 
Schuyler,  Steuben,  St.  Lawrence,  Tioga,  Tompkins, 
Ulster,  and  Westchester. 

Other  releases  included:  special  release  to  the 

press  of  the  state  on  the  response  of  physicians  in 
New  York  State  to  the  call  of  the  government  for 
medical  officers  to  enter  the  armed  services;  a 
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special  release  to  the  press  of  the  state  calling  atten- 
tion to  the  increased  attendance  of  physicians  in  the 
older  age  groups  at  District  Branch  Meetings. 

Bulletins. — The  following  Club  Talk  bulletins 
were  published:  Premature  Babies;  On  Starting  to 
School;  Ration  Tickets  for  the  Doctor;  What  Is  the 
Truth  About  Cancer;  A Captain  Gets  Demoted; 
Share  Your  Blood  with  the  Boy  Next  Door;  It’s 
Only  Measles. 

The  mailing  list  was  pruned  carefully  before  the 
beginning  of  these  mailings  in  1942  and  was  re- 
duced from  819  to  594,  eliminating  approximately 
one-third  of  the  names  on  the  list. 

District  Branch  Meetings. — Newspaper  releases 
were  sent  to  the  daily  press  in  the  counties  com- 
prising District  Branches  concerning  the  fall  meet- 
ings held  by  each  District  Branch. 

Meetings. — Mr.  Anderson  attended  the  usual 
meetings  of  various  Council  Committees,  the  meet- 
ing of  the  A.M.A.  at  Atlantic  City,  the  Editors’ 
and  Secretaries’  Meeting  in  Chicago  in  November, 
and  the  Health  Officers’  Meeting  at  Saratoga 
Springs  in  June. 

Inquiries. — Office  inquiries  regarding  war  medicine 
and  doctors  in  service  were  numerous  during  the 
year.  A number  of  writers,  editors,  and  radio  di- 
rectors applied  for  and  received,  information  and 
advice  during  the  year.  This  report  will  not  be 
burdened  with  the  details  of  these  except  to  say  that 
this  contact  work,  which  is  the  essence  of  public 
relations,  has  increased  in  1942  over  previous  years. 

Employees. — The  turnover  in  employees  in 
clerical  and  mechanical  work  has  presented  a num- 
ber of  difficult  problems,  the  Army  taking  Mr. 
Harold  McGinn,  who  has  been  in  charge  of  our 
mimeographing  for  the  past  seven  years.  It  has 
been  found  practically  impossible  to  fill  his  place, 
and  the  other  employees  in  the  office  pinch-hit  to 
make  the  best  of  it  on  account  of  this  essential 
vacancy.  Miss  Carita  Holton  went  into  defense 
work  in  a munitions  plant  in  Ohio,  and  in  her  we  lost 
an  experienced,  energetic,  and  loyal  employee.  The 
spirit  maintained  by  those  who  remain  with  us  in 
their  eagerness  to  compensate  for  those  who  have 
gone  into  war  work  is  especially  commendable. 
The  ability  of  the  Public  Relations  Bureau  to  adapt 
readily  to  a series  of  war  disruptions  has  been  due 
to  the  resourcefulness  of  Miss  Dorothy  L.  Kent. 

Economies. — The  auditor’s  report  for  1942  shows 
a reduction  in  the  cost  of  the  Public  Relations 
Bureau  of  $6,805.75  during  1942;  from  $21,438.90 
in  1941  to  $14,633.15  in  1942.  This  saving  is  made 
up  principally  of  the  following  economies:  $1,791.79 
less  for  stationery,  postage,  and  recordings;  printing 
pamphlets  and  bulletins,  $2,205.24  less;  and 
$2,412.45  less  for  radio  activities  conducted  in  1941 
but  not  undertaken  in  1942. 

PART  V 

Nonprofit  Medical  Expense  Insurance 

The  Subcommittee  of  the  Council  Committee  on 
Public  Relations  and  Economics  has  continued  its 
work  in  this  field  with  the  same  personnel: 


Herbert  H.  Bauckus,  M.D.,  Chairman.  . . .Buffalo 

Walter  T.  Dannreuther,  M.D New  York 

William  Hale,  M.D Utica 


In  addition,  at  the  request  of  this  committee,  the 
Council  approved  the  appointment  of  an  additional 
subcommittee  to  study  and  advise  on  this  subject  as 
it  pertains  to  the  metropolitan  New  York  area  and 


the  surrounding  counties  ( 17  in  all).  This  personnel 
is: 

William  B.  Rawls,  M.D.,  Chairman. . . .New  York 


Walter  T.  Dannreuther,  M.D New  York 

Abraham  Koplowitz,  M.D Brooklyn 

Milton  J.  Goodfriend,  M.D Bronx 


The  following  is  the  report  from  this  expanded 
subcommittee: 


REPORT 

This  being  the  third  annual  report  of  this  sub- 
committee, your  Chairman  begs  permission  for  a few 
introductory  remarks. 

In  taking  stock  of  the  activities  of  these  three 
years,  we  must  be  able  to  evaluate  positive  as  well  as 
negative  aspects  of  our  work.  On  the  positive  side 
we  note  that  today  the  principle  of  voluntary  pre- 
payment methods  for  medical  care,  sponsored  by 
organized  medicine,  has  become  generally  accepted. 
Three  of  the  functioning  plans  in  New  York  State 
received  this  year  the  official  endorsement  of  the 
State  Society.  Scarcely  anywhere  is  there  a doubt 
left  as  to  the  usefulness  of  these  plans.  Harmonious 
working  relations  have  at  all  times  existed  between 
the  proponents  of  the  plans  and  the  New  York 
State  Department  of  Insurance  and  the  Medical 
Society  of  the  State  of  New  York.  For  the  last  year 
the  stage  has  been  set  for  a successful  performance. 

It  is  here  that  we  must  take  notice  of  some  of  the 
negative  aspects.  Despite  the  wholehearted  support 
from  the  leaders  of  our  State  Society,  there  has  been 
but  little  acceleration  of  the  promotion  of  these  plans 
by  the  members  of  the  profession.  This,  to  a great 
extent,  accounts  for  the  lack  of  interest  on  the  part 
of  the  public,  which  in  many  instances  knows  little 
about  the  plans  and  has  inquired  little  about  them. 

Fundamental  principles  and  problems  of  reorienta- 
tion regarding  the  role  of  the  plans  in  the  community 
— as  they  were  outlined  in  the  last  annual  report — 
were  not  applied  in  the  desirable  degree.  Questions 
of  consumer  participation  in  the  administration  as  a 
means  of  involving  large  groups  were  still  left  pend- 
ing. The  result,  therefore,  has  been  a negligible 
growth  in  number  as  compared  with  the  potential 
subscriber  group  in  an  industrial  state  such  as  New 
York.  Little  initiative  was  shown  by  the  respective 
administrative  boards  to  relate  the  use  of  the  plans 
to  the  need  of  widespread  medical  care  as  a necessary 
part  in  the  war  effort,  and  as  a means  of  the  demo- 
cratic rationing  of  physicians  for  the  largest  possible 
group  of  people. 

The  country  is  looking  toward  our  plans  as  a test 
of  the  workability  of  voluntary  programs  for  medical 
care.  Only  concrete  results  in  terms  of  figures  of 
enrollment  will  be  considered  a valid  argument. 
While  there  may  be  a number  of  good  reasons  for 
the  delay  of  these  results — such  as  reorganization, 
new  forms  of  contracts,  or  adjustment  of  fee  sched- 
ules— these  must  not  continue  to  delay  the  growth 
of  the  plans  at  a time  when  the  country  as  a whole  is 
geared  to  the  utmost  speed  and  efficiency  in  all 
matters. 

In  reporting  on  the  state-wide  developments  we 
want  to  mention  first  that  nearly  all  District 
Branches  featured  a discussion  of  Medical  Expense 
Indemnity  Insurance  at  their  annual  meetings.  The 
high  level  of  these  discussions  showed  that  with  only 
slight  effort  new  inroads  could  be  made  in  rallying 
the  members  around  the  promotion  of  the  existing 
plans. 

Since  this  exchange  of  thoughts  brought  out  a 
widespread  interest  in  the  organization  of  a state- 
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wide  plan,  the  county  societies  were  circularized  for 
an  expression  of  opinion  on  this  question.  The  great 
majority  of  answers  was  in  favor  of  setting  up  a state- 
wide plan,  and  your  Council  decided  to  watch  the 
results  of  the  individual  plans  for  a possible  applica- 
tion on  a state-wide  basis  in  the  coming  year. 

Both  the  Utica  and  the  Western  New  York  plans 
dropped  their  contract  for  medical  service  entirely, 
and  with  it  any  previously  existing  coinsurance 
clause,  and  substituted  instead  a surgical  indemnity 
contract  with  a medical  rider  optionally  attached  to 
it.  Utica  reports  noticeable  progress  in  enrollment 
with  this  new  form  of  contract.  Western  New  York 
has  only  recently  finished  rewriting  its  contract, 
and  no  promotion  has  yet  started. 

A valuable  session  on  medical  care  programs  and 
labor’s  specific  interests  and  demands  for  such  plans 
was  held  in  Buffalo  in  June.  This  exchange  of  opin- 
ion resulted  in  later  joint  discussion  between  union 
leaders  and  representatives  of  the  Western  New  York 
plan  for  future  promotion  through  organized  labor 
channels,  with  a promise  for  labor’s  participation  in 
the  general  administration. 

Owing  to  the  differences  in  problems  it  was  found 
advisable  to  establish  an  upstate  committee  and  a 
southeastern  committee  on  Medical  Expense  In- 
demnity Insurance,  the  latter  comprising  the  metro- 
politan and  southeastern  area  of  New  York  State. 
The  members  of  these  committees  are  listed  above. 
Both  groups  met  independently,  and  valuable  and 
useful  information  was  derived.  At  a special  meeting 
of  the  southeastern  group  an  opinion  was  sought 
from  the  county  societies  represented  regarding  the 
possibility  of  a merger  between  the  three  New  York 
City  plans:  Medical  Expense  Fund,  Inc.;  Com- 
munity Care,  Inc.;  and  Plan  B of  the  Kingsley 
Roberts  group.  The  southeastern  committee  has 
continued  its  contacts  with  the  three  local  plans  and 
can  report  that  much  attention  has  been  given  by 
these  three  companies  to  the  suggestions.  Further 
consideration  will  be  given  this  question. 

We  want  to  take  this  opportunity  to  thank  the 
members  on  both  these  committees  for  their  interest 
and  time  given  to  these  problems.  Thanks  should 
also  go  to  the  managers  of  the  various  plans,  who 
assisted  greatly  by  giving  us  concrete  information 
whenever  our  joint  planning  called  for  it,  and  by 
generally  cooperating  with  this  subcommittee. 

May  we  say  in  conclusion  that  only  a united  effort 
on  the  part  of  the  medical  profession  will  build  volun- 
tary prepayment  plans?  Every  individual  member 
carries  the  same  great  responsibility  in  the  success 
of  this  most  important  enterprise  of  organized  medi- 
cine. 


PART  VI 

Medical  Relief 

The  Council  continued  the  subcommittee  with 
Dr.  E.  Christopher  Wood  of  White  Plains  as  chair- 
man. When  Dr.  Wood  went  into  service  in  the 
fall  of  1942,  his  substitute  as  councilor  was  ap- 


pointed. The  personnel  became: 

Ralph  T.  Todd,  M.D.,  Chairman Tarrytown 

Carlton  E.  Wertz,  M.D Buffalo 

F.  Leslie  Sullivan,  M.D Scotia 


The  following  is  the  subcommittee’s  report. 
REPORT 

During  the  month  of  October,  1942,  this  Com- 
mittee lost  the  services  of  its  able  chairman,  Dr.  E. 
Christopher  Wood,  to  the  service  of  his  country  as  a 


major  in  the  Medical  Corps.  Last  year  Dr.  Wood, 
in  his  Committee  report  to  the  House  of  Delegates, 
included  the  ‘“Joint  Statement”  from  the  New  York 
Department  of  Social  Welfare  and  the  Medical 
Society  of  the  State  of  New  York.  Whenever  prob- 
lems have  arisen  necessitating  a conference  be- 
tween the  Welfare  Department  and  the  Medical 
Society,  this  “Joint  Statement”  has  been  used  as  the 
basis  for  arbitration. 

Before  Social  Security  came  into  being,  the  doc- 
tor caring  for  the  Old  Age  Assistance  patient  received 
his  pay  directly  from  the  Welfare  Department.  It  is 
now  the  policy  of  the  Federal  Government  to  pay 
the  recipient  directly,  who  then  in  turn  pays  the 
doctor  for  services  rendered.  In  order  to  cooperate 
with  the  Welfare  Department  so  that  they  may  be 
reimbursed  by  the  Federal  Government,  Dr.  Wood’s 
Committee  agreed  to  this  procedure.  Dr.  Wood  re- 
ported this  fact  to  the  House  of  Delegates,  and 
stated  that  “The  experience  with  the  plan  to  date 
indicates  that  patients  fail  to  pay  physicians  for 
authorized  services  only  in  a negligible  number  of 
cases.”  Since  this  report,  your  Committee  has  had 
reason  to  doubt  this  statement.  The  Welfare  De- 
partment has  been  informed  of  the  condition  as  we 
believe  it  to  be  at  the  present  time.  They  have 
agreed  to  send  an  itemized  bill  to  the  patient  of  the 
Old  Age  group,  definitely  stating  the  amount  due 
the  doctor.  Your  Committee  hopes  that  this  plan 
will  overcome  the  present  situation.  However,  it 
may  not.  Therefore  doctors  rendering  authorized 
care  and  not  receiving  their  proper  remuneration 
should  immediately  write  a letter  to  this  Committee 
giving  the  name  of  the  patient,  the  case  number, 
and  all  pertinent  facts,  in  order  that  your  Commit- 
tee may  correct  this  condition  at  an  early  date. 

In  certain  areas  throughout  the  state,  doctors  who 
customarily  had  the  care  of  the  Welfare  patients 
have  been  called  into  the  armed  services.  It  is, 
therefore,  essential  that  the  doctors  remaining  in 
these  areas  assume  the  care  of  these  Welfare  patients 
so  that  there  will  be  no  necessity  for  any  outside 
agency  coming  into  their  communities. 

The  care  of  service  men’s  families,  while  they  are 
in  the  armed  forces,  is  being  considered  by  the  Wel- 
fare Department.  To  date,  no  provision  for  this 
group  has  been  made,  but  we  hope  to  have  a favor- 
able report  on  this  question  in  the  near  future. 

PART  VII 

Legislation 

The  Council  Committee,  charged  with  the  duty  of 
studying  legislation  and  putting  forth  the  positions 
taken  by  the  Society,  was  continued  with  the  same 


personnel: 

John  L.  Bauer,  M.D.,  Chairman Brooklyn 

Walter  W.  Mott,  M.D White  Plains 

Leo  F.  Simpson,  M.D Rochester 


The  Committee  makes  the  following  report  as  of 
March  1,  1943.  A supplementary  full  report  will 
be  ready  for  the  House  on  May  3,  1943. 

REPORTS 

The  Council  Committee  on  Legislation  respect- 
fully submits  this  preliminary  report,  a very  brief 
one  as  requested. 

Legislation,  which  you  and  your  confreres  are 
interested  in,  legislation  which  affects  vitally  your 
patients — the  people — and  the  practice  of  medicine, 
which  of  itself  is  altruistic,  must  be  considered  most 
essential  this  year. 
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You  can  readily  understand  that  the  chairmen  of 
the  county  legislative  committees  had  that  feeling, 
when  you  learn  that,  with  odds  against  them,  they 
met  in  Albany  on  February  19  and  held  again  their 
annual  conference.  It  took  seventeen  hours  to 
travel  from  Buffalo  to  Albany;  only  local  doctors  of 
Albany  used  their  automobiles. 

Meetings  and  telephone  conversations  have  taken 
place  with  different  groups  or  individuals  keenly  in- 
terested in  legislative  problems. 

At  the  conference  in  Albany,  33  of  the  61  county 
medical  societies  were  actively  represented.  Our 
Executive  Officer,  Dr.  Joseph  S.  Lawrence,  issued,  on 
February  20,  Bulletin  No.  4,  in  which  was  a com- 
prehensive detailed  recital  of  the  actions  taken  by 
the  conference  on  all  bills  discussed.  This  Bulletin 
is  already  in  the  hands  of  all  those  known  to  be  inter- 
ested. Dr.  Lawrence  is  willing  to  send  a copy  to 
anyone  upon  request.  Your  Legislative  Committee, 
with  the  Executive  Officer,  numbers  only  four,  but 
including  the  county  legislative  committees,  it  is  of 
great  strength  and  numbers.  Will  you  not  per- 
sonally consider  what  a magnificent  job  could  be 
accomplished  if  every  member — every  one  of  you — 
took  some  part  in  promoting  desirable  legislation? 
If  you  have  any  questions  or  any  requests,  if  you 
have  any  information  to  be  transmitted,  will  you  not 
immediatelv  contact  either  Dr.  Lawrence,  any  mem- 
ber of  the  State  Legislative  Committee,  or  the  chair- 
man of  your  county  committee?  Cooperation  is 
being  given.  We  appeal  especially  for  cooperation 
and  coordination,  a relation  of  purpose  and  action, 
resulting  in  true  harmony.  Your  legislators  and 
your  political  leaders,  the  real  “county  bosses,”  are 
ready  and  willing  to  meet  with  you.  A timely  dis- 
cussion may  very  well  bring  about  their  active  sup- 
port. Queens  County  arranged  a dinner  conference, 
and  the  real  political  leaders  and  legislators  attended. 
If  you  are  holding  such  conferences,  please  write  in 
about  them. 

Since  the  meeting  of  the  House  of  Delegates,  time 
and  interest  have  been  given  to  prepare  legislation 
helpful  to  the  Procurement  and  Assignment  Com- 
mittee for  the  purpose  of  studying  the  problem  of 
providing  physicians  for  districts  inadequately 
supplied  with  medical  care.  The  various  states  have 
been  asked  to  lower  their  educational  standards, 
allowing  real  reciprocity,  and  so  permitting  the 
Procurement  and  Assignment  Service  to  move  the 
doctor  at  will.  The  Mahoney-Mailler  Bill  was 
drafted  to  save  the  standards  of  New  York  State 
and  to  contribute  valuably  to  the  Federal  Govern- 
ment’s problem.  This  bill  permits  the  Governor  to 
handle  any  problem  of  inadequacy  which  may  arise 
and  so  makes  it  unnecessary  for  physicians  from 
other  states  to  practice  even  temporarily  in  New 
York  State,  relieving  the  Federal  government  of  all 
concern. 

The  Beveridge  Report  is  obtainable,  and  if  you  have 
not  already  read  it,  you  should  do  so  at  once.  Dr. 
Lawrence  has  accumulated  many  facts  relative  to 
socialized  medicine,  and  we  hope  that  he  will  shortly 
submit  them  to  all  of  us,  so  that  we  may  compare 
these  facts  concerning  New  York  State  medicine  with 
the  Beveridge  Report. 

The  Sullivan  X-ray  Bill  As.  Int.  97 — as  intro- 
duced— all  of  us  can  wholeheartedly  support.  The 
bill  would  declare  radiology  the  practice  of  medicine 
and  would  exclude  those  practicing  radiology  who  are 
not  physicians.  But  this  bill  has  been  amended. 
Various  individuals  and  groups,  laboratories  and 
chiropractors,  outside  the  practice  of  medicine,  are 
to  be  favored.  All  engaged  in  practicing  radiology 


up  to  the  time  this  bill  takes  effect,  if  passed,  will  be 
excepted  from  the  effect  of  the  law.  Does  this 
amendment  not  defeat  the  very  purpose  of  the  bill? 

Constant  inroads  in  the  practice  of  medicine! 
Constant  lowering  of  educational  standards!  The 
best  thought  and  effort  of  the  highest  type  of  citi- 
zens, ruthlessly  put  aside  or  depreciated! 

The  physiotherapists  very  modestly  wish  to  prac- 
tice physiotherapy  (not  to  administer  drugs  but  to 
practice  medicine  without  the  supervision  of  a duly 
licensed  physician  except  in  the  treatment  of 
quarantinable  diseases) . Originally,  this  was  a 
group  of  only  25  qualified  technicians  permitted  to 
become  registered  physiotherapists.  It  has  grown 
to  the  large  number  of  468  registered  and  not 
necessarily  qualified,  418  without  examination. 

They  confide  that  they  have  been  learning  diag- 
nosis from  the  many  physicians  who  have  pre- 
scribed physiotherapy  for  their  patients  and  re- 
ferred the  cases  to  them.  Who  are  these  many 
physicians  who  have  been  supervising  the  physio- 
therapists? Or  have  they  not  rather  been  practicing 
without  the  law? 

At  the  time  of  the  Annual  Meeting  of  the  State 
Medical  Society  you  will  receive  a later,  detailed, 
supplementary  report. 

PART  VIII 


War  Participation 

The  Council  transmits  with  approval  the  follow- 
ing report  of  its  Committee  on  War  Participation. 
The  Committee  was  reorganized  immediately  after 
the  meeting  of  the  House  of  Delegates  in  April,  1942, 
and  the  following  personnel  were  appointed: 

Louis  H.  Bauer,  M.D.,  Chairman.  . . .Hempstead 

Henry  W.  Cave,  M.D New  York  City 

Norman  S.  Moore,  M.D Ithaca 

Samuel  J.  Kopetzky,  M.D.,  ex  officio,  New  York 
City 

The  Committee,  originally  known  as  the  “Medi- 
cal Preparedness  Committee,”  changed  its  name, 
by  vote  of  the  Council  in  January,  1943,  to  the 
“War  Participation  Committee.”  This  was  done 
at  the  request  of  the  American  Medical  Association 
Committee,  in  order  that  all  similar  committees 
should  have  the  same  name. 

REPORTS 

Few  formal  meetings  of  the  Committee  were  held, 
but  much  work  has  been  entailed,  nevertheless. 
There  have  been  constant  requests  from  Selective 
Service  Headquarters  to  replace  physicians  no 
longer  available  on  local  Selective  Service  Boards 
and  Advisory  Committees  to  those  Boards.  All  of 
these  have  been  cleared  through  the  respective 
County  Society  Committees  before  recommenda- 
tions for  appointments  have  been  made.  This 
work  has  been  handled  almost  entirely  in  a routine 
fashion  by  Dr.  Irving’s  office,  with  reference  to  the 
Chairman  of  the  Committee  only  when  a more 
controversial  point  was  at  issue.  This  has  speeded 
action  and  has  saved  the  Committee  a tremendous 
amount  of  work.  The  Committee  is  very  grateful 
to  Dr.  Irving  and  his  staff  for  their  wholehearted 
cooperation. 

The  report  for  the  Economical  Use  of  Medical 
Personnel  submitted  to  the  last  House  was  for- 
warded by  the  Council  to  the  Surgeon  General  of 
the  Army,  who  replied  that  he  appreciated  the 
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thought  of  the  Council  and  although  he  did  not  find 
the  method  practicable  at  the  present,  he  would 
keep  it  on  file.  In  the  opinion  of  the  Committee, 
some  such  plan  may  yet  have  to  be  adopted  if  the 
armed  forces  are  to  make  a much  greater  drain  on 
the  medical  profession  of  the  country. 

At  the  time  of  the  gas  embargo,  your  Committee 
Chairman  and  Dr.  Irving  endeavored  to  ease  the 
situation  for  doctors  by  contacting  the  O P.  A. 
authorities.  Help  was  promised,  but  the  embargo 
terminated  before  any  results  were  obtained.  Again, 
when  all  gas  sales  were  banned  over  a week  end,  the 
same  two  took  the  matter  up  and  were  assured 
that  doctors  would  be  permitted  gas  and  that  the 
embargo  was  not  intended  to  prevent  necessary 
use  of  cars  by  physicians. 

When  all  car  owners  were  restricted  to  the  pos- 
session of  only  five  tires  per  car,  protests  were  re- 
ceived from  certain  upstate  counties,  and  authority 
was  desired  for  permission  to  keep  snow  tires  in 
addition.  Again,  Dr.  Irving  and  the  Chairman 
interceded  with  the  State  O.P.A.,  inviting  their 
attention  to  the  fact  that  doctors  had  to  make  emer- 
gency calls,  often  at  night,  and  that  the  time  in- 
volved putting  on  chains  might  mean  the  differ- 
ence between  life  and  death.  As  a result,  a ruling 
was  issued  permitting  doctors  to  retain  their  snow 
tires. 

The  most  important  function  of  the  Committee 
has  been  a liaison  relation  between  the  State  Pro- 
curement and  Assignment  Committee  and  the 
County  War  Participation  Committees,  as  well 
as  the  coordination  of  the  activities  of  those  com- 
mittees. 

The  State  Chairman  of  Procurement  and  As- 
signment, Colonel  Kopetzky,  resigned  at  the  time  of 
the  last  meeting  of  the  House  and  was  replaced  by 
Dr.  Henry  W.  Cave.  He,  in  turn,  was  replaced  by 
Dr.  Joe  R.  Clemmons,  and  Dr.  Cave  became  Chair- 
man of  the  Second  Service  Area  Committee,  replac- 
ing Dr.  Arthur  W.  Booth.  Our  contacts  with  all  of 
these  gentlemen  have  been  most  pleasant,  and  we 
have  always  found  them  most  cooperative,  anxious 
to  serve  the  interests  of  the  civilian  population  as 
well  as  to  furnish  a pool  of  physicians  for  the  Army 
and  Navy.  Our  thanks  are  expressed  to  them. 

New  York  State  has  been  criticized  as  lagging  be- 
hind in  furnishing  its  quota  of  physicians  for  the 
armed  forces.  Your  Committee  feels  that  this  is  to  a 
large  extent  unjustified.  A survey  conducted  on 
July  1 proved  that  there  were  more  men  in  service 
than  the  number  for  which  we  had  been  given  credit. 
In  addition,  several  thousand  men  had  been  cleared 
by  their  local  committees  who  had  not  been  ex- 
amined or  called.  On  September  1 another  survey 
was  conducted  which  indicated  that  considerable 
progress  had  been  made  and  that  New  York  would 
probably  reach  its  quota  by  the  end  of  the  year. 

A later  estimate  of  the  situation  is  somewhat 
confused.  The  National  Committee  gave  us  credit, 
on  January  1,  for  having  only  6,900  doctors  in  serv- 
ice, whereas  our  quota  was  8,600.  However,  their 
figures  were  admittedly  six  weeks  behind,  and,  fur- 
thermore, no  credit  had  been  given  to  us  for  men 
entering  the  United  States  Public  Health  Service. 
Inasmuch  as  many  men  who  were  already  in  service 
and  had  been  for  some  time,  were  still  receiving  re- 
quests to  report  for  examination,  it  is  apparent 
that  6,900  was  not  a fair  estimate  of  the  situation. 
Your  Committee  believes,  on  this  evidence  it  has  at 
hand,  that  New  York  has  practically  met  its  quota. 

The  quota  for  1943  was  set  at  3,900,  but  this  in- 
cluded the  1,700  supposed  not  to  have  been  met  in 


1942,  or  approximately  2,200  additional  men  called 
for.  This  quota  will  have  to  be  met  largely  from 
the  metropolitan  areas,  as  the  other  areas  have  al- 
ready been  stripped  of  all  physicians  who  can  be 
spared.  There  are  over  3,000  noncitizen  physicians 
in  the  state  who  are  not  eligible  for  commissions, 
and,  while  these  have  been  included  in  our  medical 
population,  the  fact  that  they  cannot  be  used  in 
supplying  our  quota  has  not  been  considered. 
Hence,  it  will  be  difficult  to  find  2,200  additional 
physically  qualified  physicians  who  Can  be  spared. 
It  must  be  done,  however. 

At  the  request  of  your  Committee,  Dr.  Joe  R. 
Clemmons,  State  Chairman  of  Procurement  and 
Assignment,  made  a trip  upstate  to  interview  the 
County  Society  Committees.  He  was  accompanied 
by  Dr.  Irving,  who  represented  the  chairman  of 
the  State  Society  Committee.  This  trip  was  pro- 
ductive of  much  good,  in  that  it  cleared  up  many 
misunderstandings  and  difficulties.  There  had 
been  a tendency  upstate  to  declare  physicians  avail- 
able without  consideration  of  the  local  needs.  Ori- 
ginally, Procurement  and  Assignment  was  set  up 
with  a chairman  and  a vice-chairman,  and  the  state 
was  more  or  less  divided  between  them.  This  led  to 
confusion  and  conflict  of  policy.  The  Society  owes  a 
debt  of  gratitude  to  Dr.  Don  S.  Childs,  the  former 
vice-chairman,  for  his  conscientious,  painstaking 
work,  but  it  is  felt  that  the  situation  will  be  handled 
in  the  future  with  greater  satisfaction  to  all  and  with 
less  confusion,  with  one  man  responsible  for  the 
whole  state.  Hence,  there  is  now  a chairman  and 
no  vice-chairman. 

A further  survey  has  been  made  to  determine  how 
many  areas  are  in  need  of  physicians.  This  survey 
revealed  that  38  physicians  could  be  used  in  rural 
areas.  However,  most  of  these  areas  never  have 
had  physicians,  and  it  is  doubtful  whether  a physi- 
cian could  make  a living  in  most  of  them  because  the 
population  is  scattered  and  neighboring  communi- 
ties are  called  in  for  medical  care.  Therefore,  very 
few  physicians  are  actually  needed  for  relocation, 
and  Dr.  Clemmons  is  endeavoring  to  supply  those 
places  in  need  from  a pool  he  has  available.  Cer- 
tainly New  York  State  does  not  need  to  import 
physicians  from  other  states.  While  we  may  have 
difficulty  in  supplying  our  military  quota,  we  have 
an  ample  number  of  physicians  who  have  either 
been  rejected  physically,  or  who  are  not  eligible  for 
commissions,  to  furnish  any  needed  replacements 
within  the  state  and  possibly  to  relieve  shortages 
in  other  states  if  called  upon. 

Your  Committee  does  not  approve  of  lowering 
the  high  standards  of  New  York  State  in  order  to 
permit  physicians  from  states  with  less  high  stand- 
ards to  come  in  and  practice,  and  in  our  opinion  it  is 
not  necessary.  However,  in  order  to  meet  any 
possible  emergency,  and  to  cooperate  with  the  Man 
Power  Commission,  a bill  has  been  introduced  into 
the  legislature  at  the  instance  of  the  Mailler  Com- 
mission. This  bill  provides,  in  substance,  that 
during  the  emergency  the  Governor  may  declare  emer- 
gency health  and  sanitation  areas  within  the  state, 
and  the  Commissioner  of  Health,  in  cooperation  with 
the  local  board  or  boards  of  health  or  welfare  agen- 
cies, is  empowered  to  designate,  appoint,  employ, 
and  supervise  such  necessary  medical  and  health 
personnel  and  to  take  such  other  steps  as  may  be 
required  to  meet  such  inadequacies  as  may  exist. 

This  gives  no  one  the  right  to  practice  medicine 
permanently,  and  the  law  will  automatically  ter- 
minate with  the  emergency.  It  is  merely  a reason- 
able extension  of  existing  authority  granted  to  the 
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Governor  a year  ago,  and  will  cover  any  possible, 
unforeseen  emergency  which  could  arise  from  the 
war;  yet  it  does  not  open  wide  the  doors  for  ill- 
trained  personnel,  now  or  in  the  future,  and  hence 
protects  the  public  in  two  ways — first,  by  providing 
for  possible  shortages  of  medical  care  and  by  insur- 
ing the  public  adequate  care  by  properly  trained  and 
supervised  personnel. 

Your  Committee  recommends: 

1.  That  all  County  Medical  Societies  continue 
their  War  Participation  Committees  and  that 
they  function  in  close  liaison  with  the  State 
Committee  and  with  Procurement  and  As- 
signment. 

2.  That  these  Committees  see  to  it  that  indus- 
trial plants  be  adequately  safeguarded  from  a 
medical  standpoint. 

3.  That  these  Committees  safeguard  civilian 
welfare  as  well  as  furnish  a pool  for  the  Army 
and  Navy. 

4.  That  hospital  staffs  and  teaching  institutions 
be  protected  by  declaring  minimum  necessary 
personnel  as  “essential.” 

5.  That  shortages  in  medical  personnel  de- 
veloping from  general  increases  in  population 
or  from  expansion  of  industrial  plants  be  re- 
ported promptly  to  Procurement  and  As- 
signment so  that  such  shortages  may  be  re- 
lieved. 

6.  That  the  Committees  representing  those 
Counties  which  have  not  yet  met  their 
quotas  take  every  step  possible  to  induce 
eligible  physicians  to  enter  the  service  so  that 
New  York  may  meet  whatever  demands  are 
made  upon  it. 

7.  That  all  physicians  be  urged  to  do  welfare 
work  regardless  of  whether  or  not  they  have 
done  so  heretofore  so  that  the  indigent  popula- 
tion may  not  be  neglected  but  will  continue  to 
receive  the  medical  care  that  the  Society 
has  always  insisted  they  have. 

8.  That  the  Society  give  a vote  of  thanks  to  Dr. 
Henry  W.  Cave  and  Dr.  Joe  R.  Clemmons 
for  their  wholehearted  cooperation  with  the 
State  Society  and  for  their  eminent  fairness  in 
handling  their  difficult  assignments. 

PART  IX 

Workmen’s  Compensation 

The  State  Committee  on  Workmen’s  Compensa- 
tion— Dr.  Clarence  G.  Bandler,  New  York  City, 
chairman;  Dr.  Joseph  C.  O’Gorman,  Buffalo;  and 
Dr.  David  J.  Kaliski,  director,  New  York  City  (also 
director  of  the  Workmen’s  Compensation  Bureau) — • 
has  presented  the  following  report  which  is  sub- 
mitted with  the  approval  of  the  Council. 

Owing  to  the  necessity  of  conserving  space,  this 
year,  the  report  is  condensed  and  abbreviated,  and  a 
more  complete  report  will  be  prepared  and  pre- 
sented to  the  House  of  Delegates. 

REPORT 

Number  Qualified. — To  date  20,166  physicians 
have  been  qualified  and  recommended  for  license  by 
the  county  medical  societies’  Compensation  Boards. 
In  addition,  297  physicians  have  been  qualified  by 
the  Homeopathic  Board  and  372  by  the  Osteopathic 
Board. 

The  number  qualified  in  each  county  follows: 

Albany,  301;  Allegany,  42;  Bronx,  2,086;  Broome,  222; 
Cattaraugus,  82;  Cayuga,  71;  Chautauqua,  114;  Chemung, 
01;  Chenango,  41;  Clinton,  48;  Columbia,  42;  Cortland, 


43;  Delaware,  53;  Dutchess,  156;  Erie,  1,028;  Essex,  36; 
Franklin,  67;  Fulton,  68;  Genesee,  54;  Greene,  43;  Herki- 
mer, 60;  Jefferson,  109;  Kings,  3,662;  Lewis,  23;  Living- 
ston, 56;  Madison,  41;  Monroe,  542;  Montgomery,  62; 
New  York,  5,336;  Nassau,  539;  Niagara,  176;  Oneida,  237; 
Onondaga,  420;  Ontario,  103;  Orange,  165;  Orleans,  29; 
Oswego,  74;  Otsego,  66;  Putnam,  16;  Queens,  1,316;  Rich- 
mond, 137;  Rensselaer,  134;  Rockland,  97;  Saratoga,  70; 
Schenectady,  120;  Schoharie,  30;  Schuyler,  15;  Seneca,  27; 
Steuben,  89;  Suffolk,  202;  Sullivan,  71;  St.  Lawrence,  94; 
Tioga,  40;  Tompkins,  71;  Ulster,  110;  Warren,  58;  Wash- 
ington, 50;  Wayne,  67;  Westchester,  882;  Wyoming,  45; 
and  Yates,  27. 

Physicians  in  the  War. — The  number  of  physi- 
cians available  for  compensation  practice  has  been 
depleted  by  the  entrance  of  many  physicians  into  the 
armed  services.  Up  to  the  present  time  we  have  no 
knowledge  of  any  shortage  of  physicians  available 
for  compensation  practice  in  any  part  of  the  State. 
A number  of  Federal  projects  have  been  in  operation 
throughout  the  State  for  the  construction  of  camps 
and  other  military  and  naval  establishments  which 
have  caused  temporary  derangement  in  the  quota  of 
physicians  in  particular  areas.  Most  of  these,  how- 
ever, have  been  completed  or  are  in  process  of  com- 
pletion. 

Aside  from  the  increase  in  the  civil  personnel  of 
these  establishments  there  will  be  no  great  strain  on 
the  medical  resources  of  the  areas  involved.  Owing 
to  the  increase  in  industrial  activity  incident  to  the 
war  effort  in  many  parts  of  the  State  there  has  been 
a considerable  increase  in  industrial  accidents  and, 
to  a lesser  degree,  of  occupational  diseases.  Our  re- 
ports indicate  that  in  certain  areas  this  may  amount 
to  35  or  40  per  cent,  but  we  are  pleased  to  note  that 
there  is  adequate  medical  personnel  to  cover  the 
situation.  Most  of  the  medium-  and  larger-sized 
industrial  establishments  have  recognized  the  ad- 
visability of  providing  medical  supervision  for  the 
plants;  and  there  has  been  an  increased  demand  for 
physicians  who  have  had  training  in  industrial 
medicine  and  surgery,  including  the  broader  fields  of 
disease  and  accident  prevention,  safety  methods, 
etc. 

There  is  a growing  demand  for  physicians  who 
have  had  special  training  in  this  relatively  new 
specialty,  and  recognition  of  this  fact  has  led  to  an 
increase  in  postgraduate  special  courses  on  the  part 
of  various  universities  and  colleges.  The  State 
Medical  Society  and  the  local  county  societies  have 
given  increasing  attention  to  educational  programs 
designed  to  acquaint  physicians  with  industrial 
medicine  and  to  prepare  them  better  for  the  control 
and  supervision  of  industrial  establishments.  It  is 
important  to  recognize  the  need  for  closer  coopera- 
tion between  employers  and  representatives  of  the 
public,  including  Labor,  with  the  medical  profession 
to  the  end  that  greater  attention  be  given  to  the 
health  and  welfare  of  industrial  workers.  The 
greater  participation  of  women  in  industry  and  the 
tendency  to  employ  handicapped  individuals  and 
persons  beyond  normal  working  age  are  added  fac- 
tors in  determining  the  need  for  closer  medical 
supervision,  not  only  of  the  large-  and  medium- 
sized industrial  establishments  but  also  of  the 
smaller  ones  which,  up  to  the  present  time,  have  not 
given  much  attention  to  the  health  of  workers.  It 
is  of  vital  importance  at  this  time  that  the  health  of 
workers  be  kept  at  the  highest  possible  level  in  order 
to  avoid  loss  of  time  due  to  illness.  Absenteeism 
has  been  attributed  in  some  part  to  illness,  but  there 
is  no  proof  that  such  loss  of  time  is  not  due  in  a 
larger  measure  to  factors  other  than  illness.  The 
problem  of  nutrition  of  the  working  people  has  come 
to  the  forefront  and  is  of  vital  importance  in  main- 
taining the  highest  level  of  working  efficiency  and  in 
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decreasing  the  number  of  days  lost  through  illness 
or  fatigue.  The  industrial  physician  will  have  to 
give  more  attention  to  the  problems  of  accident 
prevention  and  the  determination  of  occupational 
disease,  which  are  important  factors  in  maintaining 
our  industrial  plants  at  maximum  efficiency  levels. 
Physicians  treating  compensation  accidents  and  ill- 
ness should  constantly  bear  in  mind  the  vital  im- 
portance of  returning  patients  to  work  at  the  earliest 
possible  moment  consistent  with  proper  treatment 
and  the  safety  of  the  individual. 

Estimate  the  need  for  additional  Industrial  Health 
Service.  Recommendations  of  Council  on  Industrial 
Health,  A.M.A. 

A.  A note  should  be  sent  to  industry  throughout 
the  State,  preferably  by  the  executive  secre- 
tary of  the  State  Chamber  of  Commerce  of 
the  State  Manufacturers’  Association,  that  if 
a plant  contemplates  additional  medical  serv- 
ice, application  for  personnel  should  be 
made  to  the  County  Medical  Society  Com- 
mittee on  Industrial  Health,  which  in  turn 
should: 

1.  Decide  whether  the  need  is  valid. 

2.  Decide  whether  the  need  can  be  met 
locally. 

The  crux  of  the  whole  voluntary  plan  rests  on 
the  ability  to  exhaust  local  resources  first. 
Certainly  such  a procedure  involves  least 
dislocation  of  physicians. 

B.  If  no  local  resources  are  available,  the  request 
should  be  referred  to  the  State  Chairman  of 
Procurement  and  Assignment,  who,  with  the 
help  of  the  State  Committee  on  Industrial 
Health  and  other  agencies  listed  above,  will 
attempt  to  locate  and  assign  the  nearest 
competent  volunteer. 

C.  If  no  resources  exist  in  the  State,  the  regional 
or  national  Procurement  and  Assignment 
Service  may  be  helpful,  or  the  Council  on 
Industrial  Health  of  the  A.M.A.  can  act  as  a 
clearing  house  for  placement  of  physicians  in 
industry. 

X-ray  Examinations. — The  advisability  of  setting 
up  examining  boards  for  applicants  for  radiology 
ratings  has  been  amply  proved  by  the  results  of  ex- 
aminations held  in  the  metropolitan  area  during  the 
past  two  years.  Six  examinations  were  held  in  1942, 
and  20  applicants  were  examined.  Of  these,  6 
passed  the  examination,  14  failed,  and  one  applicant, 
on  learning  the  scope  of  the  examination,  withdrew. 
It  is  extremely  important  that  physicians  should  be 
thoroughly  qualified  before  receiving  a rating  either 
for  diagnostic  or  therapeutic  radiology.  Workmen’s 
Compensation  Boards  should  not  grant  a radiologic 
rating  merely  on  the  basis  of  possession  of  apparatus 
or  the  fact  that  the  physician  holds  himself  out  to  be 
experienced  in  this  field.  Radiology  requires 
thorough  training  and  extended  experience.  The 
opinion  of  the  radiologist  is  of  prime  importance  in 
diagnosis  and  unless  such  opinion  is  based  upon 
thorough  training  and  extended  experience,  the 
treatment  of  the  claimant  as  well  as  the  adjudication 
of  the  claim  for  disability  may  be  improper.  The 
results  of  the  examination  show  that  the  majority  of 
physicians  who  apply  for  examination  are  not  well 
prepared.  It  seems,  therefore,  that  the  county 
society  Compensation  Boards  should  not  grant  a 
rating  in  radiology  unless  the  applicant  for  such  rat- 
ing measures  up  to  the  standards  set  by  the  State 
Committee  as  a guide  to  the  local  county  commit- 
tees. Furthermore,  unless  it  can  be  shown  that  the 
individual  has  had  some  experience  and  basic  train- 


ing in  radiology,  he  should  not  be  encouraged  to  sub- 
mit to  the  examination.  The  State  Committee  is 
prepared  to  offer  the  services  of  expert  examiners  to 
local  county  medical  societies  on  request. 

The  radiologists  who  have  served  as  an  examin- 
ing committee  in  the  metropolitan  area  deserve  the 
thanks  and  appreciation  of  the  profession  for  the 
manner  in  which  they  have  conducted  t hese  examina- 
tions during  the  past  few  years. 

Specialty  Ratings.— In  other  specialties  it  is  be- 
coming apparent  that  the  granting  of  specialty  rat- 
ings must  be  based  upon  high  standards.  While  the 
diploma  of  the  National  Boards  may  be  accepted  as 
evidence  of  qualification,  the  local  county  society 
boards  may  require,  in  addition,  evidence  of  experi- 
ence in  private  practice  before  granting  specialty  rat- 
ings. The  standards  set  up  by  the  State  Committee 
as  guides  to  local  county  medical  society  committees 
provide  for  the  acceptance  of  the  diploma  of  the 
National  Boards,  where  such  boards  require  a prac- 
tical as  well  as  a theoretic  examination.  In  the 
larger  cities  active  affiliation  with  hospital  services  in 
an  independent  position  is  frequently  one  evidence  of 
qualification.  However,  there  is  no  uniformity  of 
hospital  position  nomenclature.  A full  attendingship 
in  one  institution  may  imply  less  qualification  and  ex- 
perience than  a minor  attending  position  in  another 
institution.  Consideration  should  be  given  to  the  size 
of  the  hospital,  the  amount  of  work  assigned  to  the  ap- 
plicant, and  the  question  of  whether  this  work  is  per- 
formed with  or  without  supervision.  During  the  past 
few  years  it  has  become  necessary  for  certain  com- 
pensation boards  to  ascertain  the  technical  ability  of 
a physician  applying  for  a rating  in  one  of  the  surgical 
specialties,  especially  where  such  individual  was  not 
actively  connected  with  a recognized  hospital. 
Members  of  the  Board  itself,  or  of  its  advisory  quali- 
fying committees,  in  the  specialties,  were  appointed 
to  witness  one  or  more  operations  performed  by  the 
applicant  and  to  inquire  into  the  manner  of  preparing 
the  case,  including  preoperative  and  diagnostic 
procedures.  On  the  basis  of  this  inquiry,  in  addition 
to  the  reporting  of  facts  concerning  the  individual’s 
training,  hospital  internship  or  residency  and  ex- 
perience, a rating  was  given  or  denied.  It  is  recom- 
mended that  this  procedure  be  adopted  more  wideh7 
in  order  that  a rating  be  not  given  to  an  applicant 
not  thoroughly  prepared  both  from  a theoretic  and 
practical  aspect. 

Ratings  of  Refugee  Physicians. — The  question  of 
the  granting  of  ratings  to  refugee  physicians  has  re- 
quired considerable  thought.  Where  such  refugee 
had  an  outstanding  reputation,  and  his  ability  and 
character  were  well  known,  and  adjudged  satis- 
factory by  the  compensation  committee  or  board,  a 
rating  was  given,  provided  the  individual  had  be- 
come associated  with  one  or  more  hospitals  and  had 
become  experienced  in  American  methods  of  medical 
practice.  In  most  instances,  however,  it  has  been 
impossible  to  verify  the  credentials  and  qualifica- 
tions of  such  foreign  physicians,  as  expressed  in  their 
application  blanks.  Until  such  physicians  become 
associated  with  local  hospitals  and  dispensaries  and 
their  professional  qualifications  can  be  scrutinized 
by  competent  and  objective  physicians,  it  is  impos- 
sible to  grant  them  specialty  ratings.  The  same 
standards  that  apply  to  American  physicians  should 
apply  to  the  qualification  of  refugee  physicians,  but 
the  boards  may  require,  particularly  for  specialty 
ratings,  that  the  physician’s  qualifications  be  veri- 
fied by  personal  contacts  in  this  State. 

Symbol  Ratings. — For  a number  of  years  we  have 
recommended  simplification  of  ratings.  This  matter 
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was  taken  up  in  great  detail  in  our  report  of  1942. 
Symbol  M-17  has  now  been  designated  for  the  sub- 
specialty of  thoracic  surgery  and  standards  of 
specialty  qualifications  have  been  drawn  up  to  cover 
this  field. 

Special  Communications. — On  May  27,  1942, 
Bulletin  No.  44  was  promulgated,  dealing  with  the 
necessity  for  physicians  applying  for  x-ray  examina- 
tions to  have  had  a definite  amount  of  training  in 
this  field  before  being  certified  for  examination  by 
the  county  medical  society  Compensation  Boards  or 
committees. 

Unpaid  Bills,  Claimant  Absent  at  Hearing. — On 

July  10,  1942,  Bulletin  No.  45  was  issued,  requesting 
information  from  physicians  throughout  the  State 
as  to  the  number  of  bills  withheld  from  payment  by 
employers  or  insurance  carriers  because  the  claimant 
did  riot  appear  at  a hearing  to  determine  the  com- 
pensability of  the  workingman’s  claim.  Attention 
was  drawn  to  the  fact  that  numerous  employees  who 
had  suffered  accidents  might  be  inducted  into  service 
before  controversial  claims  were  adjudicated  by  the 
Department  of  Labor,  and  that  physicians  should 
attempt  to  ascertain  this  fact  in  order  to  facilitate 
prompt  action  on  the  claim  by  the  Department  of 
Labor  by  notifying  the  Department  of  Labor  of  the 
possibility  of  the  earl}"  induction  of  the  claimants. 
Furthermore,  numerous  claimants  were  either  in- 
duced into  the  service  or  left  the  State  to  work  in  de- 
fense plants  in  other  parts  of  the  country  and  were 
not  available  for  hearings.  It  was  hoped  to  ascer- 
tain the  number  of  such  bills  outstanding.  It  is  be- 
lieved that  the  number  is  substantial,  but  as  yet  we 
have  not  obtained  definite  figures.  In  this  connec- 
tion we  have  been  informed  that  the  number  of  com- 
pensation cases  open  and  pending  before  the  Division 
of  Workmen’s  Compensation  in  New  York  City  in- 
creased from  46,477  at  the  end  of  1940  to  54,567  on 
December  31,  1941.  This  increase  of  a little  more 
than  8,000  open  cases  is  equivalent  to  the  work 
normally  accomplished  by  two  full-time  referees. 

During  the  year  1940  approximately  1,348,000 
papers  were  received  by  the  Department;  during  the 
year  1941  this  number  increased  to  1,542,000. 
Those  papers  for  which  there  were  no  cases  indexed 
were  filed  in  what  is  called  “no  claim  file.”  The 
amount  of  correspondence,  reported  accidents,  etc., 
in  these  files  has  grown  tremendously.  (Accidents 
reported  for  the  year  1942  aggregate  of  713,741  as 
compared  with  635,983  for  the  year  1941.)  Finally, 
when  the  case  folder  is  assembled  it  is  necessary  to 
search  the  “no  claim  file”  to  collect  all  the  papers 
previously  received.  This  requires  considerable 
time  and  personnel  and  accounts  in  a measure  for  the 
increase  in  the  number  of  cases  on  which  no  hearing 
is  held. 

In  other  words,  unless  a claimant  insists  upon  a 
hearing  in  a no-lost-time  case,  the  case  may  be  closed 
without  the  actual  determination  of  compensability 
of  the  claim.  In  a majority  of  these  cases  the  insur- 
ance carrier  or  employer,  having  received  the  report 
of  an  accident  from  the  employer,  usually  pays  the 
doctor’s  bill.  During  the  past  year  or  two,  however, 
there  has  been  a tendency  on  the  part  of  certain  in- 
surance carriers  not  to  pay  such  bills  and  in  some 
instances  even  to  submit  a controversy  form  requiring 
a hearing,  knowing  that  in  some  instances  the  em- 
ployee will  not  want  to  waste  a day’s  pay  to  attend  a 
hearing  or  is  not  available  for  a hearing.  In  many 
instances  it  has  been  necessary  to  demand  payment 
for  medical  services  from  the  individual,  and  this  in 
turn  forced  the  claimant  to  file  a claim  to  arrange  a 
hearing  so  as  to  have  his  medical  bill  paid  by  the 


carrier  if  said  claim  was  declared  compensable. 

On  December  10,  1942,  your  Director  addressed  a 
letter  to  the  former  Industrial  Commissioner,  Miss 
Frieda  Miller,  bringing  all  these  facts  to  her  attention 
and  requesting  an  investigation  of  the  Department  of 
Labor  in  regard  to  their  policy  of  not  filing  more 
forms  (indexing  files),  especially  in  no-lost-time  cases 
where  medical  services  had  been  rendered.  Your 
Director  urged  an  agreement  with  the  insurance 
carriers  and  employers  to  pay  all  such  bills  in  no-lost- 
time  cases,  or  to  arbitrate  them  where  there  were 
sufficient  grounds  for  arbitration;  failing  which  all 
such  cases  should  be  placed  on  the  calendar  for  a 
hearing.  The  Industrial  Commissioner  replied  on 
December  24,  requesting  further  information  as  to 
the  number  of  cases  involved  and  felt  that  the  prob- 
lem should  be  approached  from  a factual  basis  in 
order  to  determine  the  stature  of  the  problem.  Inci- 
dentally, our  records  indicate  that  we  have  been 
concerned  with  this  problem  since  the  very  beginning 
of  the  amended  law  in  1935  and  have  had  numerous 
hearings  before  the  Commissioner  on  this  question, 
but  to  no  avail. 

It  was  frequently  brought  to  the  attention  of  the 
Department  of  Labor  that  the  referees,  in  closing 
cases,  frequently  used  the  expression  “Disallowed — 
disability  less  than  seven  days,”  or  “Case  closed — no 
wages  lost.”  It  was  felt  that  this  was  not  a proper 
action,  for  under  the  provisions  of  Section  25  an 
award  must  be  made  to  reimburse  the  employer  if 
such  reimbursement  is  requested  or,  in  the  alterna- 
tive, to  reimburse  the  claimant  therefor.  On 
February  14,  1941,  the  Industrial  Board  adopted  a 
resolution  which  instructed  referees  that  in  all  cases 
in  which  disability  was  less  than  seven  days  they 
should  make  the  following  finding:  “No  compensa- 

tion due — disability  less  than  seven  days — case 
closed.”  This  implied  that  no  compensation  was 
due  for  time  lost  in  excess  of  seven  days,  but  that 
there  might  be  an  outstanding  bill  for  medical 
services.  Your  Director  urged  additional  action  to 
the  effect  that  the  referee  in  every  case  should  ascer- 
tain before  closing  the  case  whether  medical  treat- 
ment had  been  rendered  and  to  add  to  the  phrase 
“no  compensation  due”  the  additional  phrase,  “bill 
for  medical  care  pending.”  This  would  indicate  to 
the  insurance  carrier  that  such  bill,  if  not  already 
paid,  was  pending,  and  under  these  conditions  the 
carrier  should  be  urged  to  pay  the  bill  or  to  demand  a 
hearing  on  the  question  of  the  necessity  of  the  medi- 
cal care  rendered  or  its  relationship  to  the  accident 
sustained.  It  should  be  borne  in  mind  that  the  cost 
of  medical  care  as  indicated  by  the  medical  bill  for 
services  rendered  is  as  much  a part  of  the  “com- 
pensation” due  the  claimant  as  is  payment  for  time 
lost  and  has  been  so  held  by  the  highest  courts  of 
this  State.  Physicians  therefore  should  look  through 
their  files  and  report  to  this  office  all  cases  which  have 
been  closed  without  payment  of  medical  bills  on  the 
part  of  the  employer  or  insurance  carrier. 

The  only  possible  solution  of  this  problem,  should 
the  Department  of  Labor  find  it  impossible  to  extend 
its  facilities  to  include  such  claims,  would  be  to 
enlarge  the  scope  of  arbitration  procedures  in  order 
to  include  outstanding  bills  in  all  cases  in  which 
accident  was  reported  but  no  case  index  was  filed  by 
the  Department  of  Labor  where  the  employer  or  in- 
surance carrier  did  not  dispute  the  accident  or  notice. 
This  would  leave  to  the  arbitrators  the  determina- 
tion of  the  necessity  for  medical  care,  causal  rela- 
tionship, etc.,  should  these  points  be  raised  by  the 
employer  or  insurance  carrier.  The  proper  place 
for  the  determination  of  issues  of  causal  relationship 
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is,  of  course,  the  Department  of  Labor  through 
referees  or  the  Industrial  Board.  But  some  other 
mechanism  such  as  suggested  must  be  devised  to 
meet  the  situation  created  by  the  nonfiling  of  so 
many  bona  fide  claims  for  medical  care  in  no-lost- 
time cases. 

Medical  Bills  in  “Non compensable”  Cases.— 
Under  date  of  February  9,  1943,  Mr.  Ralph  R. 
Boyer,  Director  of  the  Division  of  Workmen’s  Com- 
pensation, addressed  a letter  to  Mr.  Henry  D.  Saver, 
General  Manager  of  the  Compensation  Insurance 
Rating  Board,  bringing  the  problem  of  resolving  dis- 
putes as  to  medical  bills  in  the  noncompensable  type 
of  accident  (no  time  lost,  less  than  seven  days  lost, 
no  file  indexed)  to  his  attention,  and  requesting  a 
conference  of  all  parties  of  interest  with  the  insur- 
ance carriers  and  self-insurers,  at  which  time  the 
problem  could  be  considered  fundamentally.  A 
date  for  this  conference  has  not  as  yet  been  set. 

Arbitrations.— Under  the  provisions  of  Section 
13-g  of  the  Workmen’s  Compensation  Law,  arbitra- 
tion is  provided  when  a carrier  or  employer  has 
objected  to  the  value  of  the  doctor’s  services  within 
the  period  of  thirty  days  of  the  submission  of  the  bill. 
The  law  as  now  worded  does  not  force  an  employer 
to  arbitrate  a disputed  bill  nor  does  it  provide  any 
way  of  collecting  such  a bill  should  the  employer 
refuse  to  arbitrate.  While  it  is  true  that  most  in- 
surance carriers  do  avail  themselves  of  the  oppor- 
tunity of  arbitration,  this  practice  is  less  common 
among  self-insurers  and  particularly  among  munici- 
palities and  other  smaller  communities  which  are 
self-insured  and  are  subject  to  the  provisions  of  the 
Workmen’s  Compensation  Law. 

Only  recently  have  we  been  able  to  obtain  the  co- 
operation of  the  Board  of  Transportation  of  the 
City  of  New  York  to  submit  to  arbitration.  In 
many  instances  in  which  self-insurers  have  failed  to 
object  to  a bill  within  thirty  days  in  a compensable 
case  and  the  bill,  under  Section  13-g,  is  presumed  to 
be  the  fair  and  reasonable  value  of  the  services  ren- 
dered, the  bill  is  not  collectable  without  court  action. 

We  again  urge  an  amendment  to  this  section  of  the 
law  as  suggested  by  the  Law  Reform  Committee  of 
the  Bar  Association  and  introduced  into  the  Legis- 
lature in  the  year  1941-1942.  This  bill  failed  of 
passage,  but  we  understand  that  it  will  again  be  in- 
troduced this  year.  Its  passage  should  be  facilitated 
in  every  way,  as  it  removes  from  litigation,  through 
the  civil  courts,  many  bills,  especially  those  small  in 
amount. 

For  a number  of  years  we  have  urged  that  no 
physician  permit  a carrier  or  employer  to  reduce  a 
bill  and  offer  an  amount  in  settlement  that  is  not 
consistent  with  the  services  rendered  and  the  fees 
allowed  by  the  fee  schedule.  We  have  also  urged 
that  no  employer  be  permitted  to  take  the  5 per  cent 
discount  for  payment  within  thirty  days  of  the  re- 
ceipt of  bill  when  the  bill  is  paid  after  the  lapse  of  this 
period.  We  have  requested  physicians  to  bring  to 
the  attention  of  this  Bureau  specific  instances  of 
such  action  on  the  part  of  employers  or  carriers  so 
that  this  abuse  can  be  corrected.  The  threat  of 
arbitration  should  not  deter  a physician  from  de- 
manding full  payment  where  the  bill  is  a just  one 
and  in  accordance  with  the  fee  schedule.  Few  re- 
sponsible insurance  carriers  indulge  in  this  practice, 
and  all  instances  of  this  sort  reported  to  this  office 
will  bring  prompt  amelioration. 

Arbitration  is  an  equitable  procedure  devoid  of 
delay  and  fair  to  both  sides.  It  removes  from  the 
civil  courts  numerous  controversies  over  the  value 
of  medical  services  which  are  best  determined  by  an 


arbitration  board  of  practicing  physicians  and 
specialists  familiar  with  medical  practice  and  with 
the  compensation  law.  It  is  our  opinion  that  arbi- 
tration is  not  sufficiently  resorted  to  by  employers 
and  carriers,  especially  in  the  case  of  certain  physi- 
cians whose  bills  are  regularly  objected  to  but  rarely 
arbitrated.  An  investigation  is  now  being  con- 
ducted to  determine  upon  what  basis  such  bills  are 
settled  and  how  frequently  the  bills  of  certain  physi- 
cians are  settled  without  arbitration.  Insurance 
carriers  and  employers  should  have  a greater  interest 
in  submitting  bills  that  they  consider  inequitable 
and  improper  to  the  scrutin}'  of  the  arbitration  com- 
mittee, rather  than  settling  them  under  these  cir- 
cumstances. While  it  is  not  the  function  of  the 
arbitration  committee  to  do  more  than  determine 
the  reasonable  value  of  the  physician’s  service  in 
accordance  with  the  spirit  and  letter  of  the  Work- 
men’s Compensation  Law  and  the  fee  schedule,  the 
presence  at  arbitration  of  physicians,  repeatedly, 
would  enable  the  County  Compensation  committees 
to  take  such  action  as  they  deem  proper  and  in  ac- 
cordance with  the  provisions  of  the  law,  should  any 
improper  practice  be  revealed. 

It  has  been  stated  that  the  threat  of  arbitration 
has  deterred  certain  physicians  from  treating  com- 
pensation cases  to  the  extent  that  such  cases  de- 
serve, but  it  is  not  believed  that  this  is  often  the  case. 
Experience  shows  that  most  physicians,  once  they 
have  accepted  a patient  for  treatment  under  the 
Workmen’s  Compensation  Law,  fulfill  their  responsi- 
bilities to  the  claimant,  even  though  at  times  some 
may  be  charged  with  unduly  prolonging  treatment. 

Insurance  carriers  and  employers  should  be  made 
to  conform  to  the  rules  of  the  Department  of  Labor 
regarding  the  informing  of  physicians  of  results  of 
their  medical  examinations  in  the  event  that  the 
carrier  or  employer  believes  the  treatment  should  be 
stopped.  This  matter  was  gone  into  in  detail  in  our 
previous  reports,  but  we  have  reason  to  believe  that 
employers  and  carriers  still  do  not  always  state  the 
reasons  for  refusing  to  authorize  further  treatment  in 
protracted  cases  where  their  medical  examination 
reveals  that  no  further  treatment  is  necessary.  Un- 
questionably, prompt  hearing  before  the  Depart- 
ment of  Labor  and  the  avoidance  of  postponement  or 
adjournment  of  hearings  would  materially  curtail 
treatment  in  certain  types  of  cases.  The  physician 
has  an  obligation  to  treat  a patient  until  he  has  re- 
covered from  his  injury  or  has  reached  the  maximum 
benefit  to  be  obtained  from  medical  care.  The  con- 
stant postponement  of  hearings  and  the  putting  off 
of  the  determination  of  the  degree  of  disability  un- 
doubtedly frequently  requires  continuation  of  treat- 
ment or  observation  by  the  attending  physician  until 
the  Department  of  Labor  has  reached  a verdict.  A 
physician  alone  should  not  be  made  to  carry  the  onus 
of  prolonging  treatment  where  the  dilatory  actions  of 
others  are  to  blame.  We  have  frequently  urged 
physicians  not  to  use  physical  therapeutic  procedures 
when  such  procedures  are  not  indicated  or  when 
they  have  reached  their  maximum  efficiency  in  the 
rehabilitation  of  the  claimant.  It  is  especially  im- 
portant when  our  country  is  at  war  that  manpower 
be  conserved  and  that  time  lost  from  work  be  re- 
duced to  the  minimum.  The  procedures  in  the  De- 
partment of  Labor,  as  well  as  in  the  physician’s 
office,  should  be  mobilized  to  return  the  worker  at 
the  earliest  possible  moment  to  his  former  occupation 
or  to  some  other  useful  occupation  in  accordance 
with  his  physical  status. 

During  the  year  1942  there  were  held  89  arbitra- 
tion sessions  in  the  metropolitan  area  and  11  in  other 
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parts  of  the  State.  In  the  metropolitan  area,  688 
cases  were  arbitrated;  up-state  51  were  arbitrated. 
In  a total  of  739  bills,  arbitration  awards  were  held 
in  all  but  52.  The  amount  in  dispute  in  the  metro- 
politan area  was  $70,816.98,  and  the  awards  totaled 
$37,879.48.  This  includes  the  cases  in  which  no 
awards  were  made.  In  the  upstate  areas  the  amount 
in  dispute  was  $5,744.10,  and  the  amount  awarded, 
$3,052. 

It  is  interesting  to  note  that  the  amount  of  the 
awards,  including  those  cases  in  which  no  awards 
were  made,  ran  close  to  50  per  cent  in  all  areas  of  the 
State.  This  means  that  many  bills  were  paid  in  full, 
others  only  in  part.  In  numerous  instances,  part 
of  the  bills  had  been  paid  before  arbitration  and  the 
balance  subjected  to  arbitration.  In  516  instances, 
bills  scheduled  for  arbitration  were  settled  at  the 
time  of  arbitration  without  the  necessity  of  a hearing. 

Qualifications  of  Physicians. — The  reader  is  re- 
ferred to  our  report  of  last  year,  and  to  the  report 
of  the  year  prior  to  that,  on  the  question  of  limited 
qualifications. 

Wherever  in  the  fee  schedule  the  rule  calls  for 
payment  of  a fee  to  a “specialist”  there  arises  a 
situation  as  to  how  the  practitioner  with  a limited 
specialty  rating,  not  a so-called  “full  specialist,” 
shall  be  paid. 

In  view  of  the  fact  that  the  fee  paid  to  a surgical 
specialist  for  a complete  examination  or  consultation 
is  a minimum  of  $10.00,  it  is  our  opinion  that  where  a 
surgeon  with  an  XA  rating  is  qualified  to  act  as  con- 
sultant and  to  accept  patients  from  other  physicians 
for  operations,  he  should,  when  acting  in  this  capac- 
ity, receive  the  same  fee  as  the  consultant  with  the 
SA  rating.  He  should  also  receive  the  fees  stipu- 
lated in  the  schedule  for  various  surgical  procedures. 
The  question  arises  as  to  the  fairness  of  the  previous 
limitation  by  agreement  of  referrals  to  SA  men  only. 
In  view  of  the  shortage  of  physicians  in  various  parts 
of  the  State,  and,  further,  because  of  the  fact  that  an 
“A”  rating  requires  high  surgical  qualifications  ac- 
cording to  our  standards,  consideration  must  be 
given  to  a revision  of  our  rules,  which  have  applied 
particularly  to  the  larger  cities,  on  the  limitation  of 
referrals  and  consultations  to  men  with  the  SA 
rating. 

Since  the  XA  surgeon  is  well  qualified,  although 
not  as  experienced  in  all  instances  as  the  SA  surgeon, 
we  believe  that  for  the  average  uncomplicated  surgi- 
cal condition  the  services  of  the  XA  man  should  be 
made  available,  especially  for  such  operations  as 
herniotomies.  No  surgeon  has  been  or  should  have 
been  given  an  XA  rating  who  is  not  qualified  to 
operate  on  such  a case.  Otherwise,  he  is  not  entitled 
to  the  XA  rating.  Furthermore,  it  would  seem  that 
our  rule  permitting  a surgeon  with  an  XA  rating  to 
operate  on  patients  who  come  to  him  directly  but 
not  to  accept  referred  cases  is  ambiguous.  If  the 
XA  surgeon  is  competent  to  operate  on  a hernia 
patient  who  comes  to  him  directly,  he  is  just  as  com- 
petent to  operate  on  this  type  of  patient  referred  to 
him  by  another  physician.  Occasionally  there  may 
be  doubt  as  to  the  qualification  of  the  XA  man  to 
accept  for  consultation  or  treatment  a certain  pa- 
tient. On  the  whole,  this  question  would  have  to  be 
decided  in  nonemergencies  by  reference  to  the 
county  society  Compensation  Committee  which  has 
qualified  the  physician.  They  are  in  possession  of 
all  the  credentials  and  know  his  limitations.  The 
employer  or  insurance  carrier  may  learn  with  dis- 
patch whether,  in  the  opinion  of  the  compensation 
board  which  qualified  him,  the  particular  physician 
is  experienced  enough  to  cope  with  a certain  situa- 


tion. It  is  recommended  that  this  practice,  which 
is  now  frequently  used  in  the  large  cities,  be  more 
universally  adopted. 

Since  the  fees  for  specialists  in  branches  other  than 
surgery  are  higher  for  the  specialist  than  for  the 
limited  specialist,  the  question  frequently  arises  as  to 
what  fees  to  pay  an  XE  man,  for  example.  If  a 
physician  so  qualified  treats  an  eye  condition,  should 
he  be  paid  the  specialist  rates  for  consultation  and 
operation,  or  a part  of  these  fees?  It  is  our  opinion 
that  the  same  rule  that  applies  in  regard  to  consulta- 
tions and  referred  cases  should  apply  in  the  case  of 
the  XE  man.  The  ophthalmologist  must  be  qualified 
in  order  to  obtain  the  XE  rating.  In  rural  areas 
where  the  XE  man  is  often  the  only  ophthalmologist 
available,  we  believe  he  should  be  paid  the  full 
specialist’s  fee  for  all  work  done  within  his  specialty, 
including  operative  procedures.  Here  again  the 
XE  rating  should  not  be  given  unless  the  physician, 
although  not  always  confining  himself  exclusively  to 
his  specialty,  is  well  qualified  in  accordance  with  the 
standards  set  up  for  ophthalmologists.  In  a large 
measure  the  same  rule  should  apply  to  other  physi- 
cians who  have  been  given  limited  qualifications 
based  on  the  extent  of  special  practice  rather  than 
upon  the  limitation  of  professional  ability.  We 
know  that  certain  insurance  carriers  have  been  in  the 
habit  of  settling  bills  of  certain  XE  men  in  large 
cities  by  paying  them  a fee  of  $5.00  for  the  first 
examination,  the  full  fee  for  operative  procedures, 
and  regular  practitioners’  rates  for  subsequent 
visits.  The  question  arises  whether  this  practice 
should  not  be  stopped  and  full  payments  made 
where  the  services  are  satisfactory. 

Physicians  who  have  been  given  limited  qualifica- 
tions in  the  various  cities  should  prepare  themselves 
for  the  obtaining  of  full  specialty  ratings  as  soon  as 
possible  and  in  accordance  with  the  rules  of  qualifica- 
tion laid  down  by  the  county  medical  societies’ 
compensation  boards.  In  rural  areas  where  physi- 
cians are  thoroughly  qualified  the  compensation 
committees  might  consider  granting  full  specialty 
ratings,  even  though  the  specialist  does  a small  per- 
centage of  work  outside  his  specialty.  In  these 
circumstances  a good  rule  to  follow  is  to  base  a deci- 
sion as  to  the  specialist  rating  on  whether  the  indi- 
vidual is  regarded  by  his  colleagues  as  especially 
qualified  and  is  a consultant  in  his  specialty  in  pri- 
vate practice.  Nobody  knows  this  better  than  the 
local  compensation  boards  in  the  smaller  counties. 

Consultation  or  Complete  Examination  Fee  Before 
Operation. — A certain  insurance  carrier  fairly  regu- 
larly objects  to  paying  a fee  for  a complete  examina- 
tion by  a surgeon  examining  a referred  or  direct 
patient  in  whom  operation  is  subsequently  deemed 
advisable  and  the  operation  is  performed  by  the 
consultant.  It  is  our  opinion  that  such  fee  is  justi- 
fiable and  not  included  in  the  operation  fee.  Where 
the  examination  was  required  and  was  complete  as 
indicated  in  the  schedule,  the  surgeon  or  other 
specialist  should  be  paid  as  if  the  consultation  or 
examination  were  unconnected  with  the  subsequent 
operation. 

Administrative  Procedure — Department  of 

Labor. — We  would  again  strongly  urge  that  the 
Department  of  Labor  change  its  administrative  pro- 
cedure so  that  a copy  of  the  medical  examination  of 
the  medical  examiner  of  the  Department  of  Labor 
be  sent  to  the  patient’s  attending  physician.  At 
present  such  reports  are  stamped  with  a notice  to 
the  claimant  to  show  the  report  to  the  doctor.  This 
is  not  always  done  and  the  physician  may  be  in 
ignorance  of  the  ruling  of  the  referee  and  the  opinion 
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of  the  medical  examiner,  especially  where  the  ques- 
tion of  the  necessity  for  further  treatment  arises. 
Were  this  procedure  adopted,  physicians  could 
immediately  contact  the  employer  or  insurance 
carrier  and  argue  out  the  question  of  the  need  for 
further  treatment  or  submit  the  case  to  a third  well- 
qualified  physician  mutually  agreeable  to  both 
parties. 

As  matters  now  stand  we  repeat  our  admonition  of 
last  year: 

Physicians  should  be  on  the  alert  and  should  request  such 
reports  from  claimants  after  hearings  and  medical  examina- 
tions at  the  Department  of  Labor.  These  reports  should  be 
retained  as  part  of  the  physician’s  record.  Where  the  report 
contains  a recommendation  concerning  medical  treatment 
with  which  the  physician  does  not  agree,  he  should  in  writ- 
ing notify  both  the  employer  or  insurance  carrier  and  the 
Department  of  Labor  of  his  opinion  and  recommend  that 
the  patient  demand  another  hearing,  to  which  the  attending 
physician  may  be  subpoenaed  to  appear  by  the  claimant  or, 
if  he  cannot  appear,  provide  the  claimant  with  the  necessary 
factual  data  on  which  his  opinion  as  to  medical  treatment 
is  based. 

We  again  strongly  recommend  a change  of  pro- 
cedure for  examination  by  the  medical  examiner  of 
the  Department  of  Labor  on  the  question  of  the 
necessity  for  treatment.* 

Wherever  possible  under  present  conditions  no 
opinion  should  be  given  in  the  absence  of  full  and 
complete  data  furnished  by  the  attending  physi- 
cian. He  should,  furthermore,  be  notified  in  ad- 
vance by  the  employer  or  insurance  carrier  that 
this  issue  will  be  raised  at  the  time  of  the  hearing 
or  examination.  Wherever  possible  the  attending 
physician’s  presence  should  be  required  if  he  has 
not  in  advance  agreed  that  treatment  may  be 
stopped  or  if  the  claimant  himself  insists  upon 
further  treatment.  The  ultimate  solution  of  this 
difficult  and  vexing  problem  will  depend  upon  the 
creation  of  the  boards  of  experts  employed  by  the 
Department  of  Labor  on  a full-  or  part-time  basis, 
preferably  the  latter.  They  should  be  advisory 
to  the  referees  and  the  Industrial  Board  on  ques- 
tions of  treatment  and  concerning  other  problems 
related  to  the  adjudication  of  the  claim  from  a 
medical  standpoint.  These  recommendations 
were  originally  made  by  the  Medical  Society  of  the 
State  of  New  York  to  the  commission  appointed 
by  Governor  Lehman  in  1932  to  study  and  report 
on  the  medical  administration  of  the  Workmen’s 
Compensation  Law. 

Section  13(d). — We  again  urge  consideration  of 
the  further  extension  under  Section  13(d)  of  the  use 
of  impartial  specialists  in  the  determination  of 
causal  relationship  and  compensation  in  difficult 
cases. 

“Under  Section  13(d)  the  Industrial  Board  or 
referee  upon  the  recommendation  of  the  chief 
medical  examiner  of  the  Division  of  Workmen’s 
Compensation  of  the  Department  of  Labor,  when 
hearing  a claim  for  compensation,  ma}r  require 
examination  of  any  claimant  by  a physician  es- 
pecially qualified  with  respect  to  the  diagnosis  or 
treatment  of  the  disability  for  which  compensa- 
tion is  claimed  and  may  require  a report  from  such 
physician  on  the  diagnosis,  the  causal  relationship 
between  the  alleged  injury  and  subsequent  dis- 
ability, proper  treatment,  and  the  extent  of  the 
disability  of  such  claimant.  These  so-called  ‘im- 
partial specialists’  are  designated  by  the  Com- 
missioner from  a panel  of  especially  qualified 
physicians  submitted  by  the  Compensation 
Boards  of  the  various  county  medical  societies. 


* We  refer  the  reader  to  the  Benjamin  Report,  cited  later 
in  this  article. 


These  lists  may  be  added  to  from  time  to  time  if 
the  Commissioner  requires  additional  names. 
The  employer  or  his  insurance  carrier  pays  for 
such  examinations  in  an  amount  set  by  the  In- 
dustrial Commissioner. 

“It  was  hoped  when  this  addition  to  the  Work- 
men’s Compensation  Law  was  made  in  1935  that 
impartial  experts  would  frequently  be  called  upon 
by  the  Department  of  Labor  to  decide  difficult 
medical  problems  confronting  the  referees  and  the 
Industrial  Board.  Experience  proved,  however, 
that  in  spite  of  the  large  number  of  controverted 
cases  before  the  Department  such  impartial  ex- 
aminations have  been  held  relatively  infrequently. 
Rarely  have  more  than  300  such  examinations 
been  held  in  the  entire  State  in  any  one  year  in  all 
specialties. 

“When  the  revision  of  the  Law  was  studied  in 
1932,  it  was  the  opinion  of  the  State  Medical 
Society  Committee  that  boards  of  experts  should 
be  set  up  by  the  Department  of  Labor  in  the 
various  specialties,  either  on  a full-time  or  part- 
time  basis,  to  consider  medical  controversies  and 
act  in  an  advisory  capacity  to  the  referees  on  the 
problems  presented  involving  causal  relationship, 
degree  of  disability,  necessity  for  medical  treat- 
ment, and  other  medical  questions  involving  in- 
dustrial accidents  and  diseases.  Instead  of  boards 
of  experts,  the  above  panel  of  ‘impartial  experts’ 
was  provided  for  in  the  Law,  and  in  our  opinion 
this  procedure  has  not  added  materially  to  the  ef- 
fectiveness with  which  claims  are  settled  by  the 
Department  of  Labor.  Furthermore,  in  recent 
years  the  ordinary  medical  examiners  of  the  De- 
partment of  Labor  have  been  asked  on  numerous 
occasions  to  decide  the  question  of  the  necessity  for 
further  treatment  of  a claimant,  a task  for  which 
they  are  not  generally  fitted  either  by  training  or 
experience . Furthermore,  owing  to  the  limitations 
of  time  and  space,  they  are  unable  adequately  to 
review  the  history  of  the  case  and  make  an  adequate 
survey  of  the  problem  presented  and  render  an 
opinion  that  can  do  justice  to  all  parties  in  in- 
terest.” * 

Department  of  Labor. — In  our  report  last  year  we 
made  certain  recommendations  for  improvement  in 
the  procedure  of  the  Department  of  Labor.  During 
the  latter  months  of  Governor  Lehman’s  term  the 
Moreland  Act  Commission  was  appointed,  headed  by 
Judge  William  F.  Bleakley  and  Mr.  H.  T.  Stichman, 
counsel . The  Commission  is  now  making  a thorough 
investigation  of  Workmen’s  Compensation  proce- 
dure in  this  State.  Therefore,  we  shall  not  at  this 
time  comment  further  on  certain  administrative  pro- 
cedures in  the  Labor  Department  which  affect  the 
medical  care  of  claimants. 

Miss  Frieda  S.  Miller,  Industrial  Commissioner, 
resigned,  and  Mr.  Michael  Murphy,  the  Deputy 
Commissioner  is  now  Acting  Commissioner,  pending 
the  appointment  of  an  Industrial  Commissioner  by 
Governor  Dewey. 

In  view  of  the  pending  investigation,  which  we 
have  reason  to  believe  will  be  thorough  in  nature  and 
scope,  we  deem  it  inadvisable  to  make  any  recom- 
mendations for  new  legislative  enactments  affecting 
Workmen’s  Compensation  but  advise  awaiting  the 
result  of  the  Moreland  Act  Commission’s  work.  We 
hope  to  have  an  opportunity  to  participate  at  an 
opportune  time  in  whatever  meetings  are  held  by  the 
Commission. 


* See  Benjamin  Report. 
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Mr.  Edward  Corsi  has  recently  been  appointed 
Chairman  of  the  Industrial  Board  of  the  Department 
of  Labor  by  Governor  Dewey. 

Medical  Examination  vs.  Medical  Inspection 
(The  conflict  between  Section  13-a(4)  and  Section  13 
j(l)). — Under  the  provisions  of  Section  13-a(4)  the 
carrier  or  employer  must  give  notice  to  the  attending 
physician  before  conducting  a medical  examination. 
If  the  claimant  is  not  confined  to  a hospital,  such 
notice  must  also  be  given  to  him  and.  if  he  is  repre- 
sented, to  his  attorney  or  other  representative.  The 
place  of  examination  must  be  reasonably  convenient 
to  the  claimant  or  his  physician.  Examination 
shall  not  be  made  without  the  claimant’s  physician 
being  present  unless  he  waives  such  right.  No 
representative  of  the  parties,  other  than  the  physi- 
cian of  each,  shall  be  present  at  such  examination 
except  by  mutual  consent.  Any  report  of  such  ex- 
amination duly  certified  shall  be  filed  with  the  De- 
partment of  Labor  or  the  employer  or  carrier.  Re- 
fusal on  the  part  of  a claimant  to  submit  to  such  an 
examination  may  bar  him  from  recovering  compen- 
sation for  any  period  during  which  he  has  refused  to 
submit  to  such  examination. 

Section  13-j(l)  refers  to  medical  or  surgical  treat- 
ment by  insurance  carriers  or  employers.  After 
indicating  that  an  insurance  carrier  or  employer  shall 
not  participate  in  the  treatment  of  injured  workmen, 
the  section  states  that  it  may  employ  medical  inspec- 
tors to  examine  compensation  cases  periodically 
while  under  treatment  and  report  on  the  adequacy 
of  medical  care  and  other  matters  relative  to  the 
medical  conduct  of  the  case.  There  are  no  other 
provisions  requiring  notice  to  the  physician  or  ex- 
amination in  his  presence  or  any  indication  of  the 
place  at  which  the  claimant  is  to  be  examined. 
This  medical  inspection  must  be  made  by  a physician 
who  may  question  the  claimant  in  general  as  to  his 
condition,  and  the  actual  medical  examination  may 
be  nothing  more  than  an  observation. 

This  essentially  is  the  difference  between  the  medi- 
cal examination  under  Section  13-a(4)  and  Section 
13-j(l).  Carriers  usually  agree  that  the  medical  in- 
spection is  primarily  a routine  check-up.  Usually 
the  medical  inspector  will  not  remove  bandages  or 
dressings  or  interfere  in  any  way  with  the  treatment 
being  rendered  by  the  attending  physician.  The 
difference  between  the  “examination”  and  the  “in- 
spection” is  not  clearly  defined,  however. 

Many  insurance  carriers  assume  that  any  medical 
examination  is  an  inspection  and  do  not  give  notice 
of  same  to  the  attending  physician.  Frequently  the 
medical  inspection  is  the  preliminary  to  the  referral 
of  the  claimant  to  a specialist  for  more  complete 
examination.  Furthermore,  it  is  cheaper  for  the 
carrier  to  have  a medical  inspection  under  Section 
13-j(l)  than  to  have  a complete  medical  examination 
under  Section  13-a(4),  where  the  physician’s  presence 
is  required.  The  medical  inspection  may  also  be 
used  to  obtain  certain  confidential  information  in  the 
absence  of  the  attending  physician.  There  is  no 
penalty  under  Section  13-j  (1)  if  the  claimant  refuses 
to  appear  for  the  medical  inspection.  There  is  a 
penalty  provided  in  Section  13-a(4)  as  given  above. 
In  order  to  apply  the  penalty,  the  carrier  would  have 
to  invite  the  attending  physician  to  be  present,  and 
then,  if  the  claimant  refused  examination,  the  De- 
partment of  Labor  could  enforce  the  penalty.  It  is 
true  that  claimants  rarely  raise  any  objection  to  the 
inspection  and  physicians  only  infrequently,  es- 
pecially if  the  carrier  has  the  courtesy  to  notify  the 
physician  that  they  wish  an  inspection.  Failure  to 
grant  either  an  examination  or  an  inspection  usually 


results  in  the  early  stages  of  the  case  in  the  contro- 
version of  the  claim  before  the  Department  of  Labor, 
requiring  a hearing.  While  it  is  incumbent  upon 
every  insurance  carrier  to  file  a report  with  the 
Department  under  rules  laid  down  by  the  Labor  De- 
partment, effective  February  27,  1942,  the  Com- 
pensation Insurance  Rating  Board,  speaking  for  the 
carriers,  objected  on  a number  of  grounds  to  these 
filing  requirements,  alleging  that  the  reports  were 
paid  for  by  the  carriers  and  were  their  property. 
Another  objection  was  that  the  filing  would  compel 
the  employer  or  carrier  to  expose  to  the  claimant  or 
his  representative  the  defense  in  an  improper  claim 
and  the  disclosure  of  confidential  material  needed  in 
the  defense  of  the  claim.  The  ruling  of  the  Board 
was  modified  so  as  not  to  require  the  filing  of  reports 
of  medical  inspections  under  Section  13-j(l). 

This  again  brings  up  the  question  as  to  the  differ- 
ence between  a “medical  inspection”  under  Section 
13-j(l)  and  a “physical  examination”  of  the  claimant 
under  Section  13-a(4).  The  claimant’s  representa- 
tive could,  of  course,  request  the  referee  to  direct  the 
carrier  to  produce  the  report  of  the  “inspecting” 
doctor,  and  where  the  carrier  did  not  accede  volun- 
tarily the  referee  might  indicate  to  the  claimant  that 
he  could  obtain  his  own  medical  evidence,  which 
under  a recent  ruling  might  have  to  be  at  the  claim- 
ant’s own  expense  if  for  evidential  purposes.  In 
some  instances,  however,  the  referee  would  direct 
the  carrier  to  produce  the  evidence.  There  should 
be  a clarification  of  the  difference  between  medical 
examination  under  Section  13-a(4)  and  the  medical 
inspection  under  Section  13-j(l)  and  the  necessity  of 
filing  the  latter  report  with  the  Department  of  Labor. 
It  is  our  opinion  that  the  spirit  of  the  law  at  least 
would  indicate  that  any  medical  examination  or  in- 
spection by  the  employer  or  carrier  should  be  con- 
ducted under  the  provisions  of  Section  13-a(4)  and 
that  Section  13-j  (1)  is  merely  an  addendum  to  the 
rule  which  prohibits  a carrier  from  engaging  in  medi- 
cal practice,  though  entitling  him  to  examine  the 
claimant  under  certain  specified  conditions. 

Fees  for  Testimony  at  Hearings. — Under  date  of 
June  7,  1940,  the  Industrial  Board  ruled  that  “a 
physician,  other  than  the  attending  physician,  who 
testifies  at  hearings  or  examines  claimants  or  partici- 
pates in  examinations  for  evidential  material  for 
compensation  hearing  purposes  only,  may  accept 
fees  for  such  services  from  claimants  or  employers  or 
carriers.  In  no  event  shall  this  fee  be  fixed  by  the 
referee.” 

Section  13-f,  paragraph  2,  states,  “whenever  his 
attendance  at  a hearing  is  required,  the  'physician  of 
the  injured  employee  shall  be  entitled  to  receive  a fee 
from  the  employer  or  carrier  in  an  amount  to  be 
fixed  by  the  Commissioner  (i.e.,  the  referee),  in 
addition  to  any  fee  payable  under  Section  120.” 

Under  the  free-choice  principle,  a claimant  has  the 
services  of  an  authorized  physician  and  specialist  at 
his  disposal.  Before  the  law  was  changed  in  1935 
medical  representation  at  hearings  was  confined 
mainly  to  physicians  employed  or  authorized  by  the 
insurance  carriers  and  employers.  In  controverted 
cases  the  referee,  on  recommendation  of  the  chief 
medical  examiner  of  the  Department  of  Labor,  may 
submit  the  case  to  an  impartial  specialist  for  ex- 
amination and  report,  and  this  examiner  may  sub- 
sequently be  called  in  for  cross-examination  by  the 
claimant  . However,  the  appointment  of  “especially 
qualified”  physicians  is  not  carried  out  to  any  extent 
at  this  time.  Therefore,  it  would  seem  that  the 
claimant  is  entitled  not  only  to  treatment  but  also 
to  the  services  of  a specialist  as  a part  of  the  expense 
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incurred  as  a result  of  his  injury  to  determine  the 
extent  of  his  injuries  and  disability,  in  order  to  pro- 
tect his  claim  before  the  Department  of  Labor. 
Claimants  these  days  are  more  frequently  repre- 
sented by  lawyers  or  claim  representatives  than  here- 
tofore, but  there  is  still  a large  percentage  who  have 
no  legal  representative.  It  would  seem  that  in  ac- 
cordance with  the  spirit  of  Section  13-f(2)  the  referee 
should  be  the  deciding  factor  as  to  whether  the 
specialist  called  in  for  the  purpose  of  examining  the 
claimant,  and  aiding  him  in  the  presentation  of  his 
claim,  should  be  paid.  Even  though  the  claimant 
may  have  a representative,  he  may  be  unable  to  pay 
for  the  services  of  a specialist.  It  is  true  that  the 
attending  physician  may  foresee  the  necessity  of 
establishing  the  claim  by  expert  testimony,  in  addi- 
tion to  his  own,  and  may  call  in  a specialist  during 
the  treatment  of  the  case — under  which  circum- 
stances the  specialist  could  then  be  considered  one  of 
the  attending  physicians.  Under  these  circum- 
stances there  would  be  no  bar  to  the  payment  under 
the  present  rule  of  the  Industrial  Board. 

Insurance  carriers  are  able  to  employ  one  or  more 
experts,  and  to  refuse  the  payment  for  testimony  of 
at  least  one  of  the  claimant’s  experts  would  put  him 
to  great  disadvantage.  Therefore,  it  would  seem 
that  the  rule  of  the  Industrial  Board  works  a hard- 
ship in  certain  instances  and  should  be  rescinded, 
with  appropriate  recommendations  to  control  any 
abuse  on  the  part  of  claimants  and  claim  representa- 
tives in  calling  more  specialists  than  necessary  or 
when  unnecessary.  We  believe  the  rule  should  be 
based  upon  the  necessity  of  expert  testimony  to 
establish  a particular  claim. 

Chairman,  Osteopathic  Society  Compensation 
Board. — Dr.  C.  M.  Bancroft  has  retired  as  Chairman 
of  the  Compensation  Law  Board  of  the  New  York 
State  Osteopathic  Society,  and  Dr.  Melvin  B.  Has- 
brouck,  90  State  Street,  Albany,  New  York,  has  been 
appointed  in  his  place.  We  are  pleased  to  report 
that  we  may  expect  the  same  close  cooperation  from 
Dr.  Hasbrouck  that  we  have  always  received  from 
Dr.  Bancroft,  who  represented  his  Society  ably  and 
conscientiously  within  the  spirit  of  the  Workmen’s 
Compensation  Law. 

Routine  Duties  of  Workmen’s  Compensation 
Bureau. — Owing  to  the  limitations  of  space,  we  will 
not  attempt  to  comment  on  the  routine  duties  of  the 
Bureau  during  the  past  year.  Because  of  the  war, 
these  have  increased  to  a large  extent  and  have 
resulted  in  the  receipt  of  many  more  communications 
from  Compensation  Boards  and  individual  physi- 
cians throughout  the  State  than  in  previous  years. 

We  are  happy  to  report  that  despite  the  entrance 
of  many  officials  of  the  county  medical  societies  into 
the  armed  forces,  other  physicians  have  been  ap- 
pointed to  replace  those  who  entered  service  and  the 
work  of  Compensation  Boards  is  proceeding  satis- 
factorily. 

As  usual  your  Director  attended  hearings  before 
the  Industrial  Board  and  the  Industrial  Council  of 
the  Department  of  Labor,  and  numerous  conferences 
with  the  Insurance  Carriers’  Organization. 

In  addition,  your  Director  has  attended  meetings 
called  by  various  committees  of  the  State  Medical 
Society,  the  Council,  and  other  groups,  as  well  as 
those  of  the  Legislative  Committee.  The  Bureau 
has  been  particularly  active  in  the  arbitration  of 
bills  of  physicians  who  went  into  service  and  invites 
inquiries  from  physicians  who  are  about  to  enter  the 
services  and  wish  to  have  their  rights  under  the  law 
protected. 

First  Aid  Stations. — The  attention  of  Compensa- 
tion Boards  throughout  the  State  is  called  to  the 


necessity  of  vigilance  regarding  medical  bureaus  and 
first  aid  stations.  Medical  bureaus  licensed  by  the 
Department  of  Labor  on  recommendation  of  the 
Compensation  Committees  of  the  county  medical 
societies  should  be  inspected  from  time  to  time  to  see 
that  they  are  run  in  accordance  with  the  provisions 
of  the  law  and  that  medical  care  and  the  attendance 
of  physicians  are  adequate.  Attention  should  be 
given  to  practices  of  first  aid  stations  which  are  not 
entitled  under  the  law  to  treat  Workmen’s  Compen- 
sation cases  beyond  the  emergency  or  first  aid  visit. 
All  instances  where  plants  having  established  first 
aid  bureaus  are  believed  to  be  violating  the  Compen- 
sation Law  should  be  immediately  reported  to  this 
office  for  investigation. 

Some  provision  should  be  made  in  our  Compensa- 
tion and  Public  Health  Laws  to  govern  first  aid  sta- 
tions as  to  equipment,  personnel,  and  scope  of  prac- 
tice. There  is  none  at  the  present  time.  Provision 
should  also  be  made  to  include  first  aid  stations  under 
the  Workmen’s  Compensation  Law  so  that  they  may 
be  subject  to  medical  supervision. 

Medical  societies’  Compensation  Boards  should  be 
vigilant  in  investigating  reports  that  employers  or 
medical  bureaus  are  violating  the  spirit  of  the  Work- 
men’s Compensation  Law  regarding  free  choice. 
An  injured  employee  who  waives  his  right  to  free 
choice  and  elects  to  be  treated  in  a medical  bureau  or 
by  a physician  of  the  employer’s  choice  may  at 
any  time  select  his  own  physician  or  specialist.  Any 
complaint  that  this  freedom  of  choice  is  being 
denied  a claimant  should  be  investigated  and  this 
Bureau  will  afford  any  help  possible  in  correcting 
the  situation. 

Cost  of  Maintaining  Medical  Practice. — In  an- 
swer to  Communication  No.  48  (which  was  supple- 
mentary to  Communications  No.  39  and  No.  45) 
addressed  to  the  county  medical  societies  on  Januarj- 
15,  1943,  in  which  we  requested  additional  informa- 
tion concerning  the  cost  of  maintaining  medical 
practice  and  of  all  items  entering  into  this  cost,  we 
have  thus  far  received  replies  from  20  county  medical 
societies.  The  majority  of  these  indicate  the  basis 
for  an  increase  which  we  have  requested  from  the 
Industrial  Commissioner  and  support  such  demand 
for  an  increase.  Owing  to  the  change  of  administra- 
tion, it  w*as  deemed  inadvisable  to  submit  this  addi- 
tional information  to  the  acting  Industrial  Com- 
missioner. A comprehensive  investigation  is  being 
made  of  the  administration  of  the  Workmen’s 
Compensation  Lawr  in  all  its  ramifications  by  the 
Moreland  Act  Commission,  which  w ill  have  a bearing 
on  our  request  for  increased  fees.  We  are  prepared 
at  the  opportune  moment  to  press  our  claim  for  an 
increase  and  for  removal  of  the  discount  allowed  by 
the  previous  Commissioner  for  payment  of  bills 
within  the  thirty-day  period  after  their  submission. 

Interns  and  Assistants  to  Surgeons. — Because  of 
the  shortage  of  interns,  many  hospitals  are  so  under- 
manned in  this  respect  that  no  interns  are  available 
for  assistance  at  operation  in  private  and  semiprivate 
cases,  including  compensation  cases.  It  will  be 
necessary,  therefore,  for  physicians  operating  on 
compensation  cases  to  call  to  assist  them  qualified 
physicians  w-ho  w ill  be  entitled  to  a fee  for  surgical 
assistance  under  the  Workmen’s  Compensation  Law- 
in  accordance  wdth  Item  15.* 

The  above  condition  prevails  principally  in  the 
smaller  communities  throughout  the  State  and  has 
not  as  yet  become  very  Acute  in  the  larger  cities. 


* See  exceptions  under  Items  375,  376,  380,  381,  now  under 
discussion  with  the  Compensation  Insurance  Rating  Board. 
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This  is  in  accordance  with  the  rule  that  wherever 
hospital  interns  are  available,  private  assistants, 
except  under  most  unusual  circumstances,  are  not  to 
be  called  in. 

Report  of  Hon.  Robert  M.  Benjamin. — The  report 
of  the  Hon.  Robert  M.  Benjamin  as  Commissioner, 
under  Section  8 of  the  Executive  Law  on  Adminis- 
trative Adjudication  in  the  State  of  New  York,  is  in 
press  at  the  time  of  this  writing. 

It  is  a comprehensive  review  of  Administrative 
procedures  under  the  Workmen’s  Compensation 
Law,  consisting  of  some  380  pages.  The  report  is 
replete  with  information  concerning  every  aspect  of 
the  administration  of  the  Law  from  the  standpoint 
of  the  claimant,  his  legal  or  lay  referee,  the  physician 
who  treated  him,  the  insurance  carrier  or  employer, 
and  the  various  divisions  of  the  Department  of  Labor 
and  the  Industrial  Council.  It  goes  into  the  question 
of  the  appointment  of  at  least  one  physician  member 
of  the  Industrial  Board,  as  well  as  the  appointment  of 
physician  referees.  The  report  does  not  recommend 
the  adoption  of  these  suggestions  and  gives  the  rea- 
son for  such  opinion . 

In  respect  to  the  medical  bureau  of  the  Division 
of  Workmen’s  Compensation,  the  report  states: 
“It  is  of  paramount  importance  that  a claimant 
leave  an  examination  by  a State  doctor  with  the 
feeling  that  the  examination  has  been  fair  and  that 
he  has  been  treated  with  decent  consideration.  It  is 
not  too  much  to  say  that  failure  at  this  point  is 
likely  to  destroy  a claimant’s  confidence  in  the  fair- 
ness of  the  whole  compensation  procedure.  With- 
out minimizing  the  importance  of  the  manner  and 
conduct  of  referees,  it  may  be  pointed  out  that  the 
circumstances  of  a physical  examination  emphasize 
the  importance  of  these  factors  in  the  contact  be- 
tween a claimant  and  the  medical  representative  of 
the  State.  Observation  discloses  that  there  is  con- 
siderable room  for  improvement.  It  is  recom- 
mended, among  other  things,  that  civil  service  ex- 
aminations take  account  of  the  special  qualities  of 
interest  and  temperament  that  are  necessary  for 
the  most  satisfactory  performance  of  a State  doctor’s 
work.” 

It  wras  further  recommended  that  additional  types 
of  medical  specialists  be  included  in  the  personnel. 
The  Department  already  has  a board  of  experts  on 
dust  diseases  and  silicosis,  and  one  or  more  of  the 
physicians  of  the  Department  have  special  aptitudes, 
but  so  far  there  are  no  specially  qualified  physicians 
assigned  to  the  Department  who  are  recognized 
experts  in  such  fields  as  neurology,  psychiatry, 
orthopaedic  surgery,  roentgenology,  internal  medi- 
cine, etc. 

The  determinations  of  the  necessity  for  further 
medical  care  at  present  are  under  the  jurisdiction  of 
referees  of  the  Department  of  Labor,  who  may,  after 
a hearing,  authorize  medical  care.  Under  Section  19 
of  the  Labor  Law,  a decision  of  a referee  is  deemed  the 
decision  of  the  Industrial  Board;  therefore,  it  would 
seem  that  the  decisions  as  to  medical  care  and  author- 
ization under  section  13-a(5)  be  within  the  province 
of  the  Industrial  Board.  The  problem  presented  bi- 
section 19-b  of  the  Workmen’s  Compensation  Law  is 
more  complicated.  This  section  antedates  the  free- 
choice  amendment  of  1935,  according  to  the  Benjamin 
Report,  which  gives  to  an  injured  employee  the  right 
to  select  an}7  physician  authorized  by  the  Industrial 
Commissioner  to  render  medical  care.  Under  these 
amendments,  the  statutes  provide  that  medical  care 
should  be  furnished  by  the  employer  or  carrier,  and 
the  employee  could  secure  care  by  a physician  of  his 


own  choice,  at  the  expense  of  the  employer  or  car- 
rier, only  if  they  failed  to  provide  medical  care 
within  the  statutory  period.  The  Commissioner  re- 
ports: “The  free-choice  amendment  should  logically 
have  included,  but  did  not  include,  an  amendment  of 
Section  19-b.  This  section  provides  that  a State 
doctor  may  recommend  certain  treatment,  and  that 
the  referee  shall  direct  the  employer  or  carrier  to 
provide  such  treatment,  but  without  designating  the 
particular  physician  or  hospital  to  provide  same. 
Obviously  the  provisions  of  Section  19-b  are  meaning- 
less in  the  context  of  the  free  choice  amendment. 
They  have  nevertheless  been  relied  on  to  some  ex- 
tent to  justify  the  present  practice  of  referees  in 
deciding  questions  of  further  medical  care  both  with 
respect  to  items  covered  by  Section  13-a(5)  and  with 
respect  to  other  items.  While  the  reliance  is  recog- 
nized to  be  legally  feeble,  the  practice  of  participa- 
tion by  referees  in  the  decision  of  such  questions  ap- 
pears to  be  a desirable  element  in  the  solution  of  the 
problem  of  further  medical  care.”  The  report  then 
goes  on  to  state:  “It  is  recommended  that  Section 
19-b  be  amended  to  eliminate  the  practice  referred 
to  above,  and  to  substitute  therefor  (though  prob- 
ably not  in  the  same  section)  provision  empowering 
the  Industrial  Board  (that  is,  the  Board  itself  or  the 
referees)  to  decide  that  further  medical  care,  of  a 
kind  to  be  specified  in  its  decision,  is  necessary; 
and  providing  that  such  a decision  shall  be  binding 
in  any  arbitration  proceeding  under  Section  13-g, 
as  to  the  necessity  of  that  kind  of  treatment  (but 
not  as  to  the  extent  of  the  treatment  of  that  kind 
rendered,  or  as  to  the  amount  of  the  charge  there- 
for).” 

The  report  further  states  that  the  relation  of  the 
proposed  new  statutory  provisions  to  the  provisions 
of  Section  13-a(5)  should  be  noted.  Section  13-a(5) 
provides  that  with  respect  to  certain  items  of  medical 
care  the  claimant’s  physician  or  hospital  shall  re- 
ceive no  compensation  unless  such  care  has  been 
authorized  by  the  employer  or  the  Department  (or 
unless  such  authorization  has  been  unreasonably 
withheld,  or  unless  such  services  are  required  in  an 
emergency) . 

“It  is  not  intended  by  the  new  statutory  provisions 
to  extend  to  other  items  a requirement  of  proper 
authorization  as  a condition  of  the  physician’s  or 
hospital’s  right  to  receive  payment.  It  is  intended 
by  the  proposed  provisions  to  empower  the  indus- 
trial board  to  decide,  with  respect  to  all  items  of 
further  medical  care,  the  question  whether  or  not 
care  of  that  kind  is  necessary,  when  that  question  is 
submitted  for  its  decision.  Under  the  proposed  new 
statutes,  as  has  been  noted,  questions  as  to  the  extent 
of  treatment  and  the  charge  therefor  will  remain 
open  for  arbitration  where  they  arise.  Such  ques- 
tions may,  in  certain  circumstances,  also  arise  in 
cases  under  Section  13-a(5).”  Further,  “The  pur- 
pose of  the  proposed  statute  is  clear.  It  is  to  give 
assurance  to  the  claimant’s  physician  or  hospital  in  a 
proper  case  that  medical  care  of  a particular  kind 
will  be  compensated,.  and  thus  to  assure  that  there 
will  be  no  reluctance  on  the  part  of  the  physician  or 
hospital  to  provide  such  care  for  fear  that  payment 
may  later  be  refused  on  the  ground  that  the  care  was 
not  necessary.  The  removal  of  such  doubts  by 
agreement  on  questions  of  further  medical  care  be- 
tween the  claimant’s  physician  or  hospital  and  the 
carrier’s  physician  is  to  be  encouraged,  but  there  will 
undoubtedly  continue  to  be  cases  where  no  such 
agreement  can  be  reached;  and  it  is  to  meet  sucli 
cases  that  the  recommendation  is  made  to  validate 
by  statute  the  existing  practice  of  referee  decision.” 
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Reference  to  our  reports  during  the  past  few  years 
will  indicate  that  we  have  given  considerable  thought 
to  the  problem  of  authorization  under  Section  13-a(5) 
and  the  question  of  the  necessity  for  further  medical 
care.  We  have  frequently  urged  that  where  no 
agreement  can  be  reached  between  the  attending 
physician,  whose  duty  it  is  to  render  medical  care, 
and  the  physician  of  the  employer  or  carrier,  who 
serves  the  interest  of  his  employer,  there  should  be 
resort  to  the  Industrial  Board  of  the  Department  of 
Labor  for  a final  decision.  This  is  in  accordance  with 
the  amendment  to  the  Workmen’s  Compensation 
Law  offered  by  the  Law  Reform  Committee  of  the 
Bar  Association  in  1942,  which  failed  to  pass.  It 
requires,  however,  a proper  and  expert  medical  staff 
available  to  the  Industrial  Board  and  the  referees, 
who  will  make  a careful  and  unhurried  examination 
of  the  claimant,  taking  into  consideration  the  his- 
tory and  record  of  the  case  and  the  opinion  of  the 
attending  physician  before  rendering  a decision.  In 
certain  types  of  cases  it  is  our  experience  that  there 
must  be  a final  body  to  decide  on  the  necessity  and 
continuation  of  treatment.  This  would  expedite 
the  determination  of  functional  disability  by  referees 
and  hasten  the  judicial  procedure  before  the  Depart- 
ment of  Labor. 

The  report  continues:  “The  administration  of 
Workmen’s  Compensation  in  New  York  has  a his- 
tory of  more  than  twenty-five  years.  The  present 
study  of  the  procedural  aspects  of  that  administra- 
tion has  shown  what  is,  generally  speaking,  a history 
of  development  in  the  right  direction.  Various  ele- 
ments of  the  procedure  are  clearly  subject  to  im- 
provement; but  it  is  to  be  recognized  also  that  a 
great  deal  has  already  been  achieved  after  consider- 
able effort  and  experimentation,  and  that  such  effort 
and  experimentation  are  continuing. 

“The  importance  of  continuing  development  in 
the  right  direction  is  obvious.  In  every  year  for  a 
considerable  period  of  years,  well  over  100,000  in- 
jured employees  have  come  into  direct  contact  with 
the  compensation  system,  and  as  many  as  400,000 
more  have  knowingly  or  unknowingly  come  within 
the  jurisdiction  or  scrutiny  of  those  administering 
the  system,  through  the  filing  of  an  attending  phy- 
sician’s report  of  an  industrial  accident  or  of  one  of 
the  other  reports  that  have  been  described.  The 
system  results  in  the  payment  of,  roughly,  $45,000,- 
000  a year  by  way  of  direct  money  benefits  and  medi- 
cal benefits;  and  the  cost  of  administering  the  sys- 
tem is  roughly  $1,500,000  a year.” 

We  believe  it  has  been  amply  proved  that  the  free- 
choice  principle  has  been  a forward  step  in  Work- 
men’s Compensation  legislation.  It  has  drawn  into 
the  service  of  injured  claimants  practically  all  of  the 
best  qualified  physicians  in  the  profession,  and  has 
given  the  claimant  the  services  of  a physician  in 
whom  he  can  have  confidence  both  with  respect  to 
medical  care  and  to  the  adjudication  of  his  claim 
before  the  Department.  There  are  ample  means  of 
protecting  the  interests  of  employers  and  carriers 
under  existing  law  and  proposed  amendments  to  the 
law  if  only  employers  and  carriers  would  avail  them- 
selves of  them.  The  constituted  compensation  com- 
mittees or  boards  of  medical  societies  are  eager  to 
carry  out  their  responsibilities  with  respect  to  im- 
proper medical  practice  and  other  dereliction  on  the 
part  of  physicians,  but  in  this  duty  they  require  the 
support  and  cooperation  of  employers  and  insurance 
carriers.  This  cooperation  is  invited  to  the  end  that 
the  free-choice  principle  may  operate  to  the  benefit 
of  all  parties  of  interest  and  particularly  with  a view 
of  keeping  within  reasonable  bounds  the  cost  of 


medical  care  which,  ultimately,  is  borne  by  the  con- 
sumer. 

Joint  Committee. — For  some  time  we  have  urged 
the  formation  of  a joint  committee  consisting  of 
representatives  of  the  insurance  carriers,  self- 
insurers,  this  Committee  to  serve  as  a forum  to 
discuss  our  mutual  problems  and  expedite  the  ad- 
ministration and  technical  details  of  the  Workmen’s 
Compensation  Law.  Up  to  this  time  we  have  not 
been  able  to  effect  such  a relationship  and  strongly 
urge  it  as  an  important  step  in  the  direction  of  foster- 
ing better  cooperation  between  the  medical  profes- 
sional and  the  above  groups. 

Procedures  Regarding  Compensation. — We  must 
again  request  the  cooperation  of  all  authorized 
physicians  in  their  own  interest  in  the  following 
procedures : 

1.  Filing  of  the  C-4  report  within  forty-eight 
hours  with  the  insurance  carrier  and  the  Department 
of  Labor.  If  the  carrier  is  not  known,  or  if  the  em- 
ployer is  a self-insurer,  send  reports  to  the  employer 
as  well  as  to  the  Department  of  Labor,  and  request 
the  employer  to  forward  same  to  carrier  at  once. 

2.  File  C-4  report  within  fifteen  days  in  as  much 
detail  as  possible.  If  the  case  has  been  completed  in 
a few  visits,  the  C-4  report  alone  may  be  submitted 
at  once  and  marked  final  and  may,  under  these  cir- 
cumstances, take  the  place  of  a C-104. 

3.  File  progress  reports  every  three  or  four  weeks, 
even  if  not  requested  to  do  so,  and  if  physical  thera- 
peutic treatments  are  to  be  prolonged  beyond  the 
$25  limit,  make  such  request  on  a C-14  report,  giv- 
ing reasons  for  the  request. 

4.  Do  not  fail  to  request  authorization,  in  writing, 
for  operations  or  consultations  over  $25,  or  x-ray  or 
laboratory  examination  over  $10.  Even  in  an 
emergency  where  such  authorization  is  not  required, 
it  is  advisable  to  inform  the  employer  or  carrier  of  the 
procedure. 

5.  Send  bills  promptly  and  fully  itemized.  In 
protracted  cases,  send  bills  periodically. 

6.  Keep  copies  of  all  reports  and  correspondence, 
and  when  communicating  by  telephone  ascertain  the 
name  of  the  person  spoken  to  and  record  same. 

7.  When  accepting  a case  previously  treated  by 
another  physician,  personally  contact  said  physician 
and  confirm  the  transfer  by  letter  as  required  by  the 
regulations. 

8.  In  all  old  cases  returning  for  treatment,  file 
additional  C-4  reports  at  once.  In  old  cases,  where 
patient  was  treated  by  another  physician,  contact 
said  physician  and  insurance  carrier  and  learn  the 
facts  about  the  standing  of  the  claim  and  previous 
medical,  x-ray,  and  laboratory  examination.  File 
reports  promptly. 

9.  Consultants  should  send  reports  on  their  own 
stationery  to  the  attending  physician,  insurance 
carrier  or  employer,  and  the  Labor  Department. 
Authorization  should  be  obtained  for  x-ray  and 
laboratory  procedures  in  excess  of  $10,  and  in  doubt- 
ful cases  the  carrier  or  employer  should  be  contacted 
to  determine  whether  such  examinations  have  not 
been  made  recently.  This  avoids  duplication,  un- 
necessary expense,  and  disputes  over  bills. 

10.  Where  the  patient  is  referred  by  a claim 
representative  or  attorney  for  evidential  purposes, 
demand  a fee  for  examination  in  accordance  with 
Labor  Department  regulations. 

11.  Where  the  patient  was  injured  by  a third 
party  and  a third  party  action  is  imminent,  ascer- 
tain from  the  patient’s  attorney  or  carrier  the  date 
of  the  beginning  of  the  third-party  action.  Make 


642 


ANNUAL  REPORTS 


[N.  Y.  State  J.  M. 


arrangements  with  claimant  for  payment  of  all 
medical  services  from  this  date. 

12.  If  claimants  are  within  the  draft  age,  ascer- 
tain at  once  from  the  carrier  whether  the  claim  will 
be  controverted  on  the  question  of  accident,  notice, 
or  causal  relationship  and  arrange  for  an  early 
hearing  by  the  Department  of  Labor  before  claimant 
is  inducted. 

13.  Take  a careful  history  in  every  case,  and  if 
there  is  any  doubt  as  to  whether  the  claimant  was 
injured  in  the  course  of  his  employment,  contact  the 
employer  and  verify  the  accident.  Where  the  em- 
ployer denies  liability,  a fee  may  be  accepted  from 
claimant  with  the  understanding  that  same  will  be 
returned  after  a hearing  before  the  Department  of 
Labor  if  the  case  is  declared  compensable.  In  all 
doubtful  cases  give  the  patient  the  benefit  of  the 
doubt,  and  render  medical  care  pending  determina- 
tion by  the  Labor  Department.  If  possible,  ob- 
tain written  authorization  from  employer  where 
patient  is  referred  by  employer  and  compensability 
seems  doubtful. 

14.  Where  a fee  in  excess  of  the  minimum  is 
warranted,  notify  the  carrier  or  employer  at  once 
and  state  the  reasons.  After  emergency  operation, 
notify  the  carrier  or  employer  of  reasons  for  fee  in 
excess  of  the  minimum  and  request  in  writing  authori- 
zation for  same. 

15.  Keep  up  to  date  on  unpaid  bills  and  request 
arbitration  forms  if  objection  is  made  by  carrier  and 
bill  is  not  settled  within  a reasonable  period. 

16.  If  you  fail  to  get  cooperation  in  any  of  the 
above  procedures,  bring  matters  to  the  attention  of 
your  Compensation  Committee  or  to  this  Board  at 
once. 

Appreciation. — Your  Director  wishes  to  acknowl- 
edge the  loyalty  and  efficiency  of  the  work  of  the 
office  staff,  without  which  the  work  of  the  Bureau 
could  not  have  been  conducted  at  its  present  level  of 
efficiency. 

A word  of  commendation  is  due  to  the  representa- 
tives of  the  Compensation  Insurance  Rating  Board, 
especially  Mr.  Henry  D.  Sayer,  Mr.  I.  Sofferman, 
and  Miss  Elizabeth  V.  Doogan,  for  their  cooperation, 
to  Mr.  Ralph  R.  Boyer  and  Mr.  Hugh  J.  Murphy 
of  the  Department  of  Labor,  and  to  those  claim  rep- 
resentatives of  insurance  carriers  who  have  co- 
operated with  this  Bureau  throughout  the  year  in 
helping  to  solve  the  many  difficult  problems  confront- 
ing us. 

PART  X 

Public  Relations  and  Economics 

The  Council  Committee  on  Public  Relations  and 
Economics  was  continued  with  the  same  personnel: 

Augustus  J.  Hambrook,  M.D.,  Chairman.  . .Troy 


Herbert  H.  Bauckus,  M.D Buffalo 

Harry  Aranow,  M.D New  York 


Owing  to  the  illness  of  Dr.  Hambrook,  Dr.  Bauc- 
kus was  appointed  cochairman,  later,  after  Dr.  Ham- 
brook’s  death,  succeeding  him  as  chairman.  The 


Committee  then  consisted  of: 

Herbert  H.  Bauckus,  M.D Buffalo 

Harry  Aranow,  M.D New  York 

Charles  M.  Allaben,  M.D Binghamton 


This  Committee  presents  the  following  report. 
REPORTS 

The  work  of  the  Committee  during  the  year  was 
unfortunately  interrupted  by  the  untimely  death  of 


its  Chairman,  Augustus  J.  Hambrook,  M.D.  The 
loyalty  and  qualifications  of  Dr.  Hambrook  are,  of 
course,  well  known  to  the  medical  profession  of  New 
York  State.  We  sincerely  regret  his  loss,  and  we 
cherish  his  memory. 

Of  course  the  most  important  work  of  the  organ- 
ized medical  profession  has  been  its  part  in  promot- 
ing the  winning  of  the  war.  All  of  our  efforts  have 
directly  or  indirectly  been  concerned  with  this 
humane  undertaking.  The  subjects  of  medical  pre- 
paredness (war  participation),  procurement  and  as- 
signment, and  democratic  rationing  of  physicians 
were  studied  in  connection  with  many  of  the  other 
Committees  of  the  Council. 

Reference  is  herewith  invited  to  the  report  of  the 
War  Participation  Committee,  under  the  capable 
chairmanship  of  Dr.  Louis  H.  Bauer. 

Nursing  Shortages. — Early  in  March  the  Com- 
mittee met  with  the  New  York  State  Nursing 
Council  for  War  Service.  This  meeting  resulted  in  a 
free  exchange  of  opinion  to  enable  the  country  to 
obtain  the  maximum  amount  of  service  from  the 
much  needed  but  limited  nursing  personnel.  Further 
conferences  will  be  held  relating  to  the  important 
nursing  problem. 

Workmen’s  Compensation  Problems. — During 
the  year  several  conferences  were  held  with  Dr. 
David  J.  Kaliski,  Director  of  the  Workmen’s  Com- 
pensation Bureau.  As  a result  of  the  discussions,  a 
memorandum  was  sent  to  each  county  society  call- 
ing attention  to  the  need  for  adhering  to  a minimum 
Workmen’s  Compensation  Fee  Schedule  as  a stand- 
ard of  evaluation  for  medical  services.  This  question 
was  regarded  as  especially  important  in  dealing  with 
medical  services  rendered  to  groups.  The  Committee 
considered  the  question  raised  by  last  year’s  House 
over  the  advisability  of  raising  some  of  the  items  in 
the  Workmen’s  Compensation  Fee  Schedule  now  in 
effect  in  this  state.  This  subject  is  under  the  study 
and  consideration  of  the  Workmen’s  Compensation 
Committee.  There  was  also  discussion  regarding  the 
present  status  of  the  practice  and  law  calling  for 
free  choice  of  physician  in  compensation  work.  It 
might  be  pointed  out  that  now,  when  all  physicians 
are  very  busy  and  industrial  services  are  in  great 
demand,  the  inclination  of  the  practitioner  is  to  be 
not  much  concerned  about  the  matter.  However, 
it  would  be  well  to  guard  against  untoward  practices 
in  the  free  choice  question  lest  it  become  a habit 
with  industries.  We  probably  will  not  always  have 
the  industrial  activity  and  demand  for  services  that 
we  now  have. 

Intern  Insurance. — With  the  cooperation  of  the 
Director  of  the  Bureau  of  Workmen’s  Compensation, 
an  opinion  was  obtained  from  our  Counsel  which  in 
effect  classified  interns  and  resident  physicians  in 
hospitals  as  coming  under  the  Workmen’s  Compensa- 
tion Act  when  affected  by  accident  or  other  compen- 
sable disease. 

Industrial  Examinations. — The  Commitltee 
adopted  a resolution,  which  was  approved  by  the 
Council,  re-emphasizing  its  code  of  ethics  to  the 
effect  that  the  rejection  or  demotion  of  any  person 
shall  be  based  solely  upon  accepted  medical  and 
scientific  criteria  in  industrial  physical  examinations. 
A copy  of  this  resolution  was  sent  to  each  county 
society. 

Farm  Worker  Problem. — During  the  year  the 
Chairman  was  appointed,  on  the  recommendation  of 
the  President  and  the  Council,  a member  of  the 
Board  of  the  Atlantic  Seaboard  Migratory  Agricul- 
tural Worker’s  Health  Committee.  The  purpose  of 
this  Board,  supported  by  the  Farm  Security  Ad- 
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ministration,  is  to  provide  medical  care  for  indigent 
migratory  workers. 

Coroner  System. — Attention  was  directed  to  the 
need  of  improvement  in  the  coroners’  system  in  the 
State  of  New  York,  with  the  main  idea  that  post- 
mortem examinations  should  be  conducted  by 
properly  trained  pathologists.  The  subject  was  also 
taken  up  with  the  Legislative  Committee,  the  New 
York  State  Association  of  Public  Health  Labora- 
tories, and  the  New  York  State  Association  of 
Funeral  Directors. 

The  Public  Relations  and  Economics  Committee 
is,  of  course,  much  interested  in  the  work  of  the 
Legislative  Committee  and  the  Committee  on  Pub- 
licity, and  it  was  much  pleased  to  note  the  public 
benefit  from  the  activities  of  these  important  Com- 
mittees. 

The  Public  Relations  and  Economics  Committee 
is  aware  that  at  all  times  the  relationship  of  organized 
medicine  with  the  people  of  this  country  should  re- 
sult in  that  honest  and  open  understanding  so  neces- 
sary and  helpful  to  progress  in  public  health.  Now 
that  we  are  in  this  great  struggle  of  winning  the  war, 
our  unselfish  efforts  and  cooperation  will  be  all  the 
more  sustaining  and  comforting  to  the  citizens  whom 
it  is  our  duty  and  privilege  to  serve.  Thought,  of 
course,  has  been  given  to  the  status  of  medicine  after 
the  peace.  Inquiry  made  on  a wide  scale  brings 
usually  a heart-felt  response  from  the  individual,  the 
family,  and  the  home — “We  are  sorry  we  lost  our 
doctor,  but  they  need  him.  We  hope  he  returns 
soon.”  May  this  be  true. 

PART  XI 

Status  of  Foreign  Physicians 

The  Council  has  carried  out  the  directions  laid 
down  at  your  1942  meeting  to: 

1.  “Make  a study  of  the  present  and  possibly  the 
contingent  future  problem  confronting  the  public 
and  the  medical  profession. 

2.  Formulate  a plan 

(a)  “Taking  into  consideration  the  protec- 
tion of  the  public.” 

( b ) “For  the  preservation  of  the  standards  of 
the  medical  profession.” 

(c)  “The  safeguarding  of  the  rights  and  legal 
interests  of  the  members  of  that  profes- 
sion.” 

( d ) “With  humane  consideration  of  the  situa- 
tion of  the  emigree  noncitizen  physician.” 

3.  “Present  the  report  of  such  studies  and  their 
recommendations  for  the  solution  thereof  and  the 
means  for  its  accomplishment,  both  present  and 
future,  at  the  next  meeting  of  this  House  of  Dele- 
gates.” 

4.  “That  the  Council  take  such  steps  in  the 
interim  between  this  and  the  next  meeting  of  this 
House  of  Delegates  to  properly  safeguard  the  medi- 
cal interests  of  the  armed  forces  of  the  United  States, 
the  State  of  New  York,  the  public  health  and  wel- 
fare, and  the  existing  standards  of  the  profession  of 
medicine.” 

A committee  was  appointed  consisting  of:  F. 
Leslie  Sullivan,  M.D.,  Chairman , Scotia;  Howard 
Fox,  M.D.,  New  York;  David  A.  Haller,  M.D., 
Rochester. 

The  Committee  made  a factual  study  which  was 
published  in  the  January  15,  1942,  issue  of  the  New 
York  State  Journal  of  Medicine,  after  submis- 
sion to  the  Council.  Reprints  will  be  distributed 


before  the  Meeting — with  notations  of  certain  minor 
corrections. 

The  Council  adopted  the  following  recommenda- 
tions made  by  its  Committee : 

“1.  There  should  be  continued  coordination  be- 
tween the  State  and  County  War  Participa- 
tion Committees  and  Procurement  and  As- 
signment to  preserve  a favorable  balance  of 
medical  personnel  throughout  the  State  to 
protect  the  man  who  goes  into  service. 

“2.  Through  the  combined  activities  of  Procure- 
ment and  Assignment,  War  Participation 
Committees,  and  the  Public  Relations  Com- 
mittees of  the  State  Society  and  the  coun- 
ties, the  Council  shall  make  itself  cognizant 
of  the  areas  where  medical  manpower  short- 
age might  prevail  and  do  all  in  its  power 
through  these  committees  to  persuade  se- 
lected physicians  to  move  into  these  areas 
for  the  benefit  of  the  public  health  and  the 
protection  of  the  man  in  active  service. 

“3.  Change  the  State  Education  Law,  Sec.  1256, 
Ch.  1,  to  read:  ‘is  more  than  21  and  a citizen 
of  the  United  States.’  Delete  ‘or  has  de- 
clared his  intentions  of  becoming  a citizen’; 
or  change  the  requirements  by  rule  of  the 
Board  of  Regents.  This  recommendation  is 
made  with  consideration  that  such  a move 
will  be  made  at  the  opportune  time. 

“4.  First,  as  Dr.  Cottis  suggested,  we  should  in- 
crease the  school  loads,  to  put  out  more  na- 
tive physicians  as  far  as  this  is  possible; 
second,  let  the  public  know  that  the  State 
Medical  Society  is  not  desirous  of  lowering 
the  quantity  of  physicians  and  surgeons  but 
rather  to  maintain  their  quality. 

“5.  That  Procurement  and  Assignment,  in  line 
with  the  requirements  heretofore  published, 
endeavor  to  utilize  at  least  1,000  of  the  state’s 
approximate  3,000  licensed  emigrees.  This, 
with  ‘humane  consideration,’  would  equal 
the  percentage  of  native  physicians  already 
utilized  for  military  service.” 

In  regard  to  recommendation  No.  3,  the  Council 
referred  this  to  its  Legislative  Committee  with  the 
understanding  that  the  Committee  would  exercise 
its  discretion  and  judgment  as  to  an  “opportune 
time”  for  legislation  involving  such  a change  in  the 
Medical  Practice  Act. 

PART  XII 

Miscellaneous 

Travel  Expenses  of  Delegates  to  A.M.A. — The 

Council  recommends  that  Chapter  X of  the  Bylaws 
be  amended  to  allow  delegates  to  the  American 
Medical  Association  the  usual  travel  expenses  such 
as  are  allowed  to  members  of  Council,  Trustees, 
Censors,  and  members  of  Committees,  instead  of 
only  “railroad  transportation  and  Pullman  accom- 
modations.” To  that  end  the  Council  submits  the 
following  amendment: 

In  Chapter  X,  Section  1,  of  the  Bylaws  delete 
the  sentence  which  reads:  “The  delegates  to  the 

American  Medical  Association  who  have  attended 
each  session  of  the  House  of  Delegates  of  that 
Association  and  who  shall  have  filed  with  the 
Secretary  evidence  of  such  attendance  shall  be 
allowed  the  actual  cost  of  railroad  transportation 
and  Pullman  accommodations  to  the  place  of 
meeting  and  return.”;  and  insert  in  its  place  the 
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following  sentence:  “The  delegates  to  the 

American  Medical  Association  who  have  attended 
each  session  of  the  House  of  Delegates  of  that 
Association  and  who  shall  have  filed  with  the 
Secretary  evidence  of  such  attendance  shall  be 
allowed  traveling  expenses.” 

Nominations. — The  Council,  on  official  request  of 
the  Secretary  of  the  Committee  on  Grievances, 
nominated  for  appointment  to  succeed  Dr.  Terry  M. 
Townsend,  deceased,  as  a member  of  the  Committee 
on  Grievances  of  the  State  Department  of  Educa- 
tion, Dr.  Walter  P.  Anderton,  of  New  York.  Dr. 
Anderton  was  appointed  to  complete  Dr.  Town- 
send’s unexpired  term. 

The  Council,  on  request  of  the  Department  of 
Education,  nominated  as  a representative  of  the 
Medical  Society  of  the  State  of  New  York,  Dr.  O.  W. 
H.  Mitchell,  of  Syracuse,  to  succeed  Dr.  Augustus  J. 
Hambrook,  deceased,  as  a member  of  the  Board  of 
Regents  Advisory  Council  on  Health  and  Physical 
Education.  Dr.  Mitchell  was  duly  appointed. 

The  Council,  on  request,  nominated  Dr.  Peter 
Irving,  of  New  York,  and  Dr.  Herbert  H.  Bauckus, 
of  Buffalo,  to  sit  on  the  new  State  Nursing  Council 
for  War  Service.  Both  have  been  elected  to  mem- 
bership on  that  Nursing  Council. 

The  Council,  on  request,  nominated  Dr.  George  R. 
Critchlow,  of  Buffalo,  to  succeed  himself  as  a mem- 
ber of  the  Nurse  Advisory  Council  of  the  State  De- 
partment of  Education,  on  expiration  of  his  term  on 
December  31,  1942.  Dr.  Critchlow  was  duly  ap- 
pointed. 

The  Council,  in  accord  with  your  previous  action, 
submitted  a list  of  seventeen  nominees  to  the  Annual 
Meeting  of  the  Physicians’  Home,  Inc.,  from  which 
directors  were  selected. 

Office  Administration  and  Policies. — The  per- 
sonnel of  the  Committee  on  Office  Administra- 
tion and  Policies  has  been,  under  the  formula 
you  laid  down  last  year,  the  General  Manager, 
the  Business  Manager  of  Journal  and  Directory , 
the  literary  editor,  the  Treasurer,  and  a Trustee 
appointed  by  the  President,  Dr.  Kosmak,  who  was 
selected  as  Chairman  by  the  Committee. 

The  Committee  has  held  regular  meetings  with  the 
Publication  Committee,  considering  various  matters. 
In  particular,  it  has  gone  over  the  data  of  all  replace- 
ment employees  recommended  for  permanent  em- 
ployment, passing  on  their  suitability.  In  this  con- 
nection, the  Committee  adopted  the  policy  of  having 
pre-employment  examinations  made  in  the  effort  to 
discover  physical  difficulties  that  might  interfere 
with  work  and,  in  particular,  to  exclude  tuberculosis. 

Careful  and  full  personnel  files  are  now  in  opera- 
tion and  are  accessible  to  the  Executives. 

The  Committee  has  investigated  several  employee 
pension  systems  but  has  taken  no  action  along  this 
line. 

U.S.  Pharmacopeial  Convention. — An  adjourned 
meeting  of  the  1940  Pharmacopeial  meeting  was 
held  for  the  purpose  of  acting  upon  the  Proposed 
Constitution  and  Bylaws  drawn  up  by  a Committee 
on  Revision  of  the  Constitution  and  Bylaws  in 
accordance  with  a resolution  passed  at  the  meeting 
in  Washington,  D.C.,  on  April  1,  1940. 

Dr.  A.  F.  R.  Andresen,  one  of  the  delegates  repre- 
senting the  Medical  Society  of  the  State  of  New 
York,  made  the  following  report: 

“An  opinion  by  ‘an  eminent  legal  authority’  was 
read,  which  declared  that  it  would  be  illegal  to  act 
upon  the  proposed  constitution  at  this  time  and 
that  all  the  meeting  could  do  would  be  to  ‘receive’ 


it,  with  one  small  change  being  made,  as  indicated 
in  the  attached  pamphlet.  The  principal  changes 
from  the  old  constitution  consist  in  a revision  of 
the  list  of  participating  organizations,  limiting 
each  to  one  delegate  or  alternate,  and  allowing  a 
delegate  to  represent  only  one  organization. 
There  is  also  provision  for  special  meetings  when 
required  and  a simplified  requirement  for  amend- 
ments. 

“The  Bylaws  were  permitted  to  be  acted  upon, 
but  had  to  be  amended  to  conform  to  the  old  con- 
stitution, which  will  be  in  effect  until  the  new  one 
is  adopted  in  1950.  The  Bylaws  and  the  mimeo- 
graphed amendments  enclosed  in  the  pamphlet 
were  adopted  practically  as  presented,  with  a few 
minor  changes  in  wording.  It  was  agreed  that 
the  new  Bylaws  shall  not  be  enforced  until  the 
Convention  of  1950.  They  make  a radical 
change  in  procedure,  largely  guided  by  Morris 
Fishbein’s  presence  on  the  Committee.  It  is 
hoped  that  the  many  abuses  of  former  days  will  be 
eliminated.  The  personnel  of  the  Board  of  Trus- 
tees will  be  improved  and  its  powers  extended. 
The  General  Committee  on  Revision  of  the  Pharma- 
copeia and  its  Executive  Committee,  the  real 
backbone  of  the  Convention,  is  completely  re- 
organized. Instead  of  nominations  by  caucus,  a 
nominating  committee  consisting  largely  of  chair- 
men of  subcommittees  will  present  nominations 
based  on  recommendations  in  writing  from  the 
constituent  organizations,  which  will  be  printed 
and  will  include  a description  of  the  qualifications 
of  each  candidate.  Nominations  from  the  floor 
will  also  be  included  in  the  printed  ballot  together 
with  their  qualifications,  and  elections  of  officers, 
trustees,  and  members  of  the  Committee  on  Revi- 
sion will  be  by  printed  ballot.  A Director  of 
Pharmacopeial  Revision  will  be  elected  by  the 
Board  of  Trustees,  will  be  on  salary,  will  preside 
at  meetings,  and  will  organize  subcommittees 
(probably  10)  to  cover  various  phases  of  revision. 
Every  precaution  will  be  taken  to  make  sure  that 
only  scientific,  wrell-informed,  and  serious  workers 
will  serve  on  these  subcommittees. 

“If  the  new  Constitution  and  Bylaws  are 
adopted  in  1950  as  planned,  a radical  change  in 
its  personnel  and  management  will  have  been 
effected,  winch  it  is  hoped  will  increase  its  prestige 
and  extend  its  usefulness.” 

Leaves  of  Absence. — The  Council  has  granted  to 
officials  and  a committee  member  of  the  Society 
“leaves  of  absence”  while  in  service,  as  follows: 

E.  Christopher  Wood,  M.D.,  White  Plains,  Coun- 
cilor 

Robert  C.  Peale,  M.D.,  Olean,  President  of 
Eighth  District  Branch 

H.  Walden  Retan,  M.D.,  Syracuse,  Chairman, 
Section  on  Gastroenterology  and  Proctology 
Foster  C.  Rulison,  M.D.,  Syracuse,  Chairman, 
Section  on  Radiolog}" 

E.  Forrest  Merrill,  M.D.,  New  York,  Vice-Chair- 
man, Section  on  Radiology 

Ralph  Almour,  M.D.,  Newr  York,  member  of 
Committee  on  Hard  of  Hearing  and  the  Deaf 
Remission  of  State  Assessments  for  Members  in 
Service. — The  Council  has  continued  to  waive  pay- 
ment of  State  Society  assessments  upon  request  of 
the  county  societies  for  members  entering  the  U.S. 
Army  and  Navy,  and  the  U.S.  Public  Health  Service 
(as  a wartime  service).  To  these  it  recently  added 
service  on  full  time  of  members  in  the  auxiliaries  of 
Army,  Navy,  Coast  Guard,  and  Marine  Corps — the 
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WAACS,  WAVES,  SPARS,  or  “WAMS”  (Women’s 
Reserve  of  the  U.S.  Marine  Corps). 

Suggestions  for  Component  County  Medical 
Societies. — The  Council  received  from  the  County 
Secretaries  Conference  on  December  2,  1942,  certain 
recommendations,  which  it  adopted  and  passed  on  to 
the  county  societies. 

The  first  is  a suggestion  that  county  medical 
societies  have  their  delegates  to  the  House  report 
back  to  their  county  societies  on  the  meeting  of  the 
House. 

The  second  is  that  the  county  societies,  when 
transferring  members,  indicate  Workmen’s  Com- 
pensation qualifications,  and  also  send  a copy  of  the 
original  application  blank  for  membership.  It  was 
understood  that  if  a county  society  did  not  have  a 
copy  of  the  application  blank  in  its  file  the  New 
York  Office  of  the  State  Society  could  be  asked  to 
furnish  one  to  the  receiving  county  society. 

PART  XIII 

Malpractice  Defense  and  Insurance 

The  Council  Committee  on  Malpractice  Defense 
and  Insurance  was  continued  as  follows: 

Clarence  G.  Bandler,  M.D.,  Chairman.  .New  York 


Murray  M.  Gardner,  M.D Watertown 

Andrew  Sloan,  M.D Utica 

Peter  Irving,  M.D.,  ex  officio New  York 

Kirby  Dwight,  M.D.,  ex  officio New  York 


The  Council  transmits  the  Committee  report. 

REPORT 

The  Committee  on  Malpractice  Defense  and  In- 
surance recommended  to  the  Council  of  the  Society, 
after  a complete  review  of  the  operating  costs  of  the 
Group  Plan  of  Malpractice  Insurance  had  been 
made,  that  it  would  be  necessary  to  increase  the  an- 
nual base  rate  premium  on  account  of  the  upward 
trend  in  the  loss  experienced.  Accordingly  the 
Council,  at  its  meeting  on  April  28,  1942,  approved 
an  increase  in  the  base  rate  to  $32,  effective  as  of 
July  1,  1942. 

The  premiums  for  limits  in  excess  of  the  minimum 
$5,000  have  been  sufficient  to  carry  the  cost  of  all 
losses  in  excess  of  that  minimum  and,  therefore,  no 
increase  in  the  excess  limit  rates  was  necessary. 
Thus  the  rates  for  all  limits  of  insurance  reflect  only 
the  $4.00  increase  in  the  base  rate. 

It  was  determined,  however,  that  because  the  loss 
costs  for  the  settlement  of  claims  and  suits  for  “cos- 
metic” plastic  surgery  were  abnormally  excessive 
and  because  the  hazard  of  x-ray  therapy  necessitated 
an  additional  surcharge,  it  was  deemed  advisable  to 
change  the  rates  for  “cosmetic”  plastic  surgery  by  an 
additional  surcharge  of  50  per  cent.  No  change  in 
rate  was  recommended  where  surgery  is  performed 
for  pathologic,  traumatic,  or  congenital  conditions. 

Your  Committee  announced  that  arrangements 
were  completed  by  Mr.  H.  F.  Wanvig,  Indemnity 
Representative,  with  the  Yorkshire  Indemnity 
Company,  carrier  of  the  Group  Plan  of  Malpractice 
Insurance,  whereby  a reduction  of  50  per  cent  has 
been  made  in  the  annual  premium  rates  for  doctors 
serving  in  the  military  or  naval  forces  of  the  United 
States,  effective  November  1,  1942. 

Under  the  agreement  with  the  insurance  company, 
the  assured,  upon  entering  the  service,  may  now  pro- 
cure an  endorsement  for  attachment  to  his  certificate 
of  insurance,  stating  that  the  insurance  provided 
thereunder  is  limited  to  claims  or  suits  arising  out  of 
professional  services  rendered  or  which  should  have 


been  rendered  to  persons  in  the  armed  forces  of  the 
United  States,  or  in  an  emergency  to  civilian  pa- 
tients while  the  assured  is  practicing  as  a member  of 
the  armed  forces;  and,  furthermore,  it  is  understood 
and  agreed  that  coverage  is  extended  to  the  assured 
to  cover  the  liability  of  the  named  assured  for  acts 
arising  out  of  the  appointment  by  him  of  another 
physician  to  substitute  for  him  in  private  practice 
while  he  is  in  the  armed  forces,  providing  said  physi- 
cian is  a member  of  the  Medical  Society  of  the  State 
of  New  York  and  is  individually  insured  in  the 
group  plan  of  the  Society. 

A person  in  the  military  service  may  claim  that  an 
officer  of  the  medical  corps  has  in  some  manner  been 
guilty  of  malpractice  in  treating  or  examining  him 
in  the  line  of  duty.  A similar  claim  for  alleged  mal- 
practice may  be  pressed  against  an  examining  physi- 
cian for  a local  Selective  Service  Board  by  a selectee 
called  before  that  board.  The  fact  that  a person  is 
in  the  military  service,  or  is  in  the  course  of  being 
inducted  therein,  does  not  prevent  him  from  asserting 
his  civil  rights  so  long  as  the  interest  of  the  service  or 
of  national  defense  is  not  concerned.  Hence,  the 
Judge  Advocate  General  of  the  Army  has  held, 
quite  properly,  that  members  of  the  army  are  en- 
titled to  the  same  civil  rights  of  action  with  reference 
to  suits  for  malpractice  or  negligence  as  they  would 
have  in  civil  life.  Without  doubt  the  same  degree 
of  care,  diligence,  and  professional  ability  required 
of  any  physician  with  respect  to  the  care  of  patients 
in  civilian  life  is  required  by  law  of  a medical  officer 
of  the  army  or  of  an  examining  physician  for  a local 
board  in  his  care  or  examination  of  a member  of  the 
service  or  of  a selectee  called  for  the  purposes  of  in- 
duction. For  a departure  from  such  standards 
resulting  in  harm  to  the  patient  the  medical  officer  or 
the  examining  physician  would  be  liable  in  a civil 
suit  by  the  aggrieved  patient  the  same  as  though 
both  the  patient  and  the  physician  were  in  civil  life. 
The  medical  officer,  then,  in  the  army,  and  the 
physician  acting  for  a local  Selective  Service  Board 
by  virtue  of  his  service  or  function,  stands  in  no 
different  position  with  respect  to  answerability  to  his 
patients  from  that  of  a physician  acting  solely  in  a 
civil  capacity. 

A word  of  caution  should  be  sounded  for  physicians 
going  into  military  service  and  who  have  arranged 
with  an  associate  to  carry  on  their  practices  during 
their  absence  and  who  assume  that  under  such 
arrangement  they  would  have  no  malpractice  lia- 
bility to  their  patients.  It  seems  most  likely  that 
the  doctor  left  in  charge  of  the  practice  would  be 
held  as  the  agent  of  the  member  whose  practice  is 
being  covered  and  any  action  on  account  of  the 
acts  of  the  agent  would  probably  be  brought  against 
both  doctors.  For  this  reason  and  as  a factor  of 
security,  it  is  recommended  that  any  doctor  who  has 
been  or  may  be  called  for  military  activity  should 
retain  his  Society’s  malpractice  insurance  and  de- 
fense. 

For  those  members  engaged  in  the  specialty  of 
administering  x-ray  therapy  only,  attention  is  again 
called  to  the  special  annual  base  rate  premium  of 
only  $30.  A special  endorsement  may  be  procured 
as  follows: 

“In  consideration  of  the  premium  charged  for  this 
certificate  of  insurance,  it  is  hereby  understood 
and  agreed  that  the  insurance  granted  under  this 
certificate  shall  extend  to  and  cover  only  the 
assured’s  liability  on  account  of  the  use  of  x-ray 
apparatus  for  therapeutic  treatment  or  the  pre- 
scription of  dosage  therefor.” 
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ANNUAL  REPORTS 


[N.  Y.  State  J.  M. 


The  Yorkshire  Indemnity  Company  appreciates 
the  continued  confidence  reposed  in  it  by  the  Medi- 
cal Society  of  the  State  of  New  York  and  wishes  to 
assure  the  participants  in  the  Group  Plan  that  their 
interests  are  always  given  careful  consideration. 
Whether  members  continue  in  civilian  practice  or 
have  been  called  into  the  military  and  naval  services, 
the  company  will  faithfully  safeguard  all  who  are 
insured  and  protected  by  its  policies.  Your  Com- 


mittee wishes  to  emphasize  again  the  fact  that  the 
Yorkshire  Indemnity  Company  is  a New  York  State 
Corporation  completely  under  the  jurisdiction  of  the 
Superintendent  of  Insurance,  who  has  stated  that 
“all  of  its  assets  are  held  within  the  United  States.” 
The  reliability,  as  well  as  the  stability,  of  the  York- 
shire Indemnity  Company  is  unquestioned,  and  our 
confidence  in  the  Group  Plan  should  remain  un- 
challenged. 


Resume  of  Instructions  of  the  1942  House  of  Delegates  and  Actions  Thereon  of 

Council,  Trustees,  and  Officers 

There  follows  a summary  (of  11  index”  type)  of  the  different  instructions  issued  by  the 
House  at  its  meeting  on  April  27  and  28,  1942.  The  significant  portions  alone  of  the 
different  resolutions  are  quoted. 

The  term  “ section”  with  a number  following  each  heading  refers  to  the  minutes  of  the 
1942  House  published  in  the  June  15  and  July  1, 1942,  issues  of  the  New  York  State 
Journal  of  Medicine. 

In  each  instance  the  action  on  the  instruction  is  indicated. 


Tuberculosis  Conference  Committee  (Section 
33). — The  House  changed  two  of  the  “suggestions,” 
Nos.  7 and  8,  that  were  agreed  upon  by  the  Council 
and  Conference  Committee. 

No.  7 (Original)  “Patients,  who,  in  the  opinion 
of  the  health  officer  or  his  representative,  for 
various  reasons  (contacts,  etc.)  should  have  a 
thorough  physical  examination  including  x-ray, 
as  a part  of  the  tuberculosis  control  program, 
should  be  rendered  x-ray  service  without  direct 
cost  to  themselves.” 

(New)  “ Only  medically  indigent  patients  or 
contacts  referred  by  the  family  physician , who,  in 
the  opinion  of  the  health  officer  or  his  representa- 
tive, for  various  reasons  (contacts,  etc.)  should 
have  a thorough  physical  examination,  including 
x-ray , as  a part  of  the  tuberculosis  control  pro- 
gram, should  be  rendered  x-ray  service  without  di- 
rect cost  to  themselves.” 

No.  8 (Original)  “All  x-ray  examinations  at 
federal,  state,  or  municipal  hospitals  should  be 
done  without  direct  cost  to  the  patient.” 
(New)  “ All  x-ray  examinations  at  federal,  state, 
or  municipal  hospitals,  including  municipal 
health  facilities,  should  be  done  without  direct  cost 
to  the  patient.” 

These  two  revisions  were  submitted  to  the  Tuber- 
culosis Conference  Committee,  which  took  no  formal 
action.  So  far,  no  questions  have  come  to  attention 
that  relate  to  these  aspects  of  tuberculosis  control  in 
the  state. 

Historical  Data  (Section  34). — The  House  ap- 
proved a suggestion  that  there  be  undertaken  “the 
compilation  of  historical  data,  manuscripts,  archives, 
biographic  sketches,  memoirs,  scientific  and  prac- 
tical contributions  of  this  Society  during  this  un- 
precedented war  period.” 

The  Council  referred  this  matter  to  the  Publica- 
tion Committee,  which  has  not  as  yet  found  a way 
to  accomplish  the  full  objectives  stated.  In  this 
connection,  the  cutting  down  of  office  force  makes 
the  full  task  difficult. 

Directory  Publication  (Sections  34,  46). — The 
House  decided  that  the  Directory  be  not  published 
in  1942  and  gave  the  Council  discretion  as  to  further 
postponement. 


The  Council,  in  its  discretion,  recommends  to  the 
1943  House  of  Delegates  that  the  Directory  be  not 
published  in  1943  (Council  Report — Part  IV). 

Elimination  of  Required  Certification  of  Checks 
for  Narcotic  Tax  Registration  (Section  36). — The 
House  adopted  the  following  resolution: 

“ Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  protest  against  the  requirement 
that  checks  for  purchase  of  special  tax  stamps  in 
connection  with  dispensing  and  prescribing  opium 
or  coca  leaves  or  any  compound,  manufacture, 
salt,  derivative,  or  preparation  thereof,  are  re- 
quired to  be  certified;  and  be  it  further 

11  Resolved,  that  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  to  the  House  of 
Delegates  of  the  American  Medical  Association 
are  hereby  instructed  to  introduce  a resolution  at 
the  1942  session  embodying  this  protest,  and  urg- 
ing the  American  Medical  Association  to  take 
emphatic  and  persistent  steps  toward  the  elimina- 
tion of  the  requirement  for  certification  of  checks 
previously  mentioned  in  this  resolution;  and  be  it 
further 

“ Resolved,  that  copies  of  this  resolution  be  sent 
to  important  local  and  national  dentist,  veteri- 
nary, pharmacist,  manufacturing  chemist,  and 
banker  organizations,  inasmuch  as  members  of 
such  organizations  are  also  affected  by  the  un- 
necessary labor  of  certification  of  small  checks.” 

A similar  resolution  was  presented  by  the  dele- 
gates to  the  1942  House  of  Delegates  of  the  American 
Medical  Association  and  adopted. 

Women  Physicians  in  Medical  Reserve  Corps  of 
Army  and  Navy  (Section  37). — The  House  adopted 
the  following  resolution: 

“ Resolved,  that  the  delegates  from  New  York 
County  be  instructed  to  ask  the  House  of  Dele- 
gates to  go  on  record  again  this  year  and  ask  the 
American  Medical  Association  to  aid  one  of  its 
minority  groups  by  endorsing  and  aiding  women 
physicians  in  obtaining  commissions  in  the 
Medical  Reserve  Corps  of  the  United  States  Army 
and  Navy.” 

A similar  resolution  was  introduced  by  the  dele- 
gates to  the  1942  House  of  Delegates  of  the  American 
Medical  Association,  which  defeated  it  on  the  ground 


April  1,  1943] 


REPORT  OF  THE  COUNCIL 


647 


that  it  would  not  undertake  to  tell  the  Surgeons 
General  how  to  set  standards  for  admission  to  their 
Medical  Reserve  Corps. 

Delegates  to  150th  Annual  Meeting  of  the  Con- 
necticut State  Medical  Society  (Section  40). — The 
President,  with  the  approval  of  the  Council,  ap- 
pointed Dr.  Walter  W.  Mott,  of  White  Plains,  and 
Dr.  Peter  Irving,  of  New  York,  as  delegates.  Doc- 
tors Mott  and  Irving  attended,  and  reported  a very 
interesting  meeting  with  emphasis  on  historical 
addresses. 

Nonprofit  Medical  Expense  Indemnity  Insurance 

(Section  39). — The  House  adopted  recommendations 
of  its  Reference  Committee  as  follows : 

“That  the  Subcommittee  on  Medical  Expense 
Insurance  continue  its  work  on  the  following  pre- 
cepts: 

“1.  That  all  county  medical  societies  be  con- 
tacted and  assisted  and  immediately  urged  to  co- 
operate with  approved  plans. 

“2.  That  the  State  Medical  Society,  through 
its  Subcommittee,  give  all  aid  at  its  command  to 
help  these  county  medical  societies  succeed  with 
this  work. 

“3.  That  the  principles  of  nonprofit  medical 
insurance  be  re-emphasized  as  adopted  in  the  1941 
report. 

“4.  That  intense  energy  be  used  to  obtain  a 
larger  number  of  subscribers  among  the  low-in- 
come  groups. 

“5.  That  hospitalization  and  medical  care 
plans  remain  independent  of  each  other. 

“6.  That  the  members  of  this  House  shall  act 
as  individual  spokesmen  to  interest  the  Comitiae 
Minorae  and  Economic  Committees  of  the  com- 
ponent medical  societies  in  nonprofit  medical  in- 
surance. 

“By  acting  now  the  members  of  the  Medical 
Society  of  the  State  of  New  York  will  continue  to 
offer  good  medical  service  on  a high  ethical  scale 
to  all  of  its  patiehts.  The  medical  profession 
must  immediately  unite  in  the  effort  to  make  a 
plan  for  voluntary  cash  indemnity  successful. 

“Therefore,  it  is  recommended  that  the  three 
plans  now  functioning  in  this  state — The  Western 
New  York  Plan,  Inc.,  Medical  and  Surgical  Care, 
Inc.,  and  Medical  Expense  Fund  of  New  York, 
Inc. — be  approved  by  this  House  of  Delegates.” 

This  was  referred  by  the  Council  to  its  Subcom- 
mittee on  Medical  Expense  Insurance. 

Use  of  Income  from  Investments  (Section  46). — 
The  House  recommended  “to  the  Trustees  that  they 
use  the  income  from  investments,  if  they  deem  it 
necessary  to  do  so.” 

(See  Trustees’  Report.) 

1943  Annual  Meeting  in  Buffalo  (Section  48). — 
The  House  looked  “with  favor  upon  the  invitation 
of  the  Medical  Society  of  the  County  of  Erie  to  hold 
its  1943  Annual  Meeting  in  Buffalo,  and  would 
recommend  the  Council  be  apprised  of  our  action.” 
The  Council  decided  to  hold  the  1943  Meeting  in 
Buffalo. 

Medical  Relief — Direct  Payment  of  Medical 
Fees  (Section  49). — The  House  adopted  a resolution 
as  follows: 

“Whereas,  under  the  Social  Security  Act  pay- 
ments for  medical  care  given  to  recipients-of-aid 
from  the  Blind,  Old  Age,  and  Dependent  Chil- 


dren’s divisions  of  the  Department  of  Social  Wel- 
fare can  no  longer  be  made  to  physicians  directly, 
but,  instead,  these  payments  must  be  made  to  the 
patient;  and 

“Whereas,  this  method  of  payment  has  worked 
a hardship  on  the  physicians  who  have  rendered 
medical  care  to  these  persons  by  forcing  them  to 
make  one  or  more  additional  calls  to  collect  their 
bills;  and 

“Whereas,  in  New  York  City  it  has  been 
proven  that  nearly  5 per  cent  of  these  patients 
have  not  paid  their  doctors  for  medical  care 
rendered  with  the  money  which  the  State  Depart- 
ment of  Social  Welfare  gave  them,  but  instead 
have  spent  the  money  for  other  uses;  and 

“Whereas,  we  are  informed  by  the  New  York 
City  Department  of  Welfare  that  this  percentage 
is  only  a fraction  of  the  number  of  patients  who 
did  not  pay  their  physicians  for  medical  care, 
as  shown  by  the  great  many  complaints  from 
physicians  who  have  telephoned  to  that  Depart- 
ment, rather  than  written  letters  which  could  be 
submitted  in  evidence;  and 

“Whereas,  a similar  resolution  was  introduced 
into  the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York  at  Buffalo,  in  1941,  at 
which  time  it  was  agreed  that  the  State  Society 
would  carefully  watch  the  experiment  of  using  this 
method  of  payment;  and 

“Whereas,  we  feel  that  in  New  York  City  this 
experiment  has  not  been  a success;  therefore  be  it 
“ Resolved , that  the  New  York  State  Medical 
Society,  through  its  Delegates  to  the  American 
Medical  Association,  request  that  the  American 
Medical  Association  have  legislation  initiated  to 
provide  a change  in  the  Social  Security  Act  so  that 
persons  rendering  medical  care  to  recipients-of-aid 
from  any  government  agency  may  be  paid  directly 
by  that  agency.” 

The  delegates  to  the  House  of  Delegates  of  the 
American  Medical  Association  introduced  a similar 
resolution,  in  which  it  was  thought  well  to  request 
the  A.M.A.  House  to  consider  having  legislation 
initiated.  The  A.M.A.  House  decided  against 
initiation  of  such  legislation. 

Recognition  of  Services  of  Civilian  Doctors  at 
Pearl  Harbor  (Section  55). — The  House  adopted  the 
following  resolution: 

“Whereas,  the  civilian  physicians  and  sur- 
geons of  the  Honolulu  Medical  Society  rendered  a 
great  service  during  the  Pearl  Harbor  Attack  on 
December  7,  1941;  and 

“Whereas,  at  the  outset  of  the  emergency  they 
promptly  responded  to  a call  for  aid  from  the 
Tripler  General  Hospital  of  the  Army,  and  by 
their  surgical  skill  and  unremitting  efforts  ren- 
dered great  aid  to  the  wounded;  and 

“Whereas,  by  this  service  a new  chapter  wras 
added  to  the  successful  treatment  of  war  casual- 
ties and  certain  surgical  procedures  were  estab- 
lished which  will  result  in  the  saving  of  many 
lives  and  limbs  from  war  injuries;  and 

“Whereas,  their  service  was  the  more  out- 
standing because  only  a few  of  them  had  ever 
been  under  fire,  and  by  their  courage  and  stamina 
they  did  much  to  aid  the  morale  of  the  wounded, 
of  the  hospital  personnel,  and  of  the  civilian 
population;  and 

“Whereas,  the  services  of  the  physicians  and 
surgeons  were  recognized  in  the  official  Roberts 
Report  of  the  Attack  by  the  statement  that  92 
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per  cent  of  the  medical  profession  were  available 
on  that  eventful  historic  occasion;  therefore  be  it 
“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  recognize  their  response  to  emer- 
gency duty  and  desires  to  pay  a tribute  to  their 
demonstration  of  the  traditional  willingness  of 
our  profession  to  act  promptly  and  skillfully  in  all 
national  emergencies.” 

A similar  resolution  was  presented  to  the  House  of 
Delegates  of  the  American  Medical  Association  by 
our  delegates,  and  adopted. 

Copies  of  the  resolution  of  the  State  Society  were 
sent  to  the  Honolulu  Medical  Society  and  the  Sur- 
geons General  of  the  U.S.  Army  and  Navy. 

Financial  Aid  to  County  Societies  for  Medical 
Preparedness  Work  (Section  65). — The  House  re- 
ferred to  the  Council  the  question  whether  financial 
aid  should  be  rendered  by  the  State  Society  to 
county  societies  for  medical  preparedness  work. 

The  Council  has  taken  no  action. 

Invitation  to  American  Medical  Association  to 
New  York  City  in  1945  (Section  65). — The  House 
issued  an  invitation  to  the  American  Medical  Associa- 
tion for  its  1945  Annual  Meeting. 

A resolution  was  introduced  in  the  House  of  Dele- 
gates of  the  American  Medical  Association,  and 
New  York  won  over  an  invitation  from  Atlantic 
City. 

Extension  of  Medical  Care  to  Indigents  in  Their 
Homes  (Section  87). — Continued  study  by  the 
Council  of  the  following  resolution  was  directed  by 
the  House: 

“Whereas,  both  the  President  and  the  Presi- 
dent-elect in  their  addresses  to  this  House  have 
emphasized  the  probability  of  changes  in  the 
medical  practice  of  the  future  and  have  urged 
upon  us  a constructive  viewpoint,  and 

“Whereas,  in  the  proceedings  of  this  House 
emphasis  has  been  laid  on  the  problems  of  the 
future  relations  of  the  doctor  and  his  private 
patients,  but  no  thought  has  been  expressed  rele- 
vant to  the  present  pressing  problems  of  the  doc- 
tor and  the  medically  indigent,  and 

“Whereas,  it  is  predictable  that  those  in  charge 
of  postwar  reconstruction  will  urge  an  expansion 
of  present  allegedly  inadequate  hospital  and  dis- 
pensary facilities;  this  because  it  will  furnish  a 
type  of  employment  and  will  meet  but  little  oppo- 
sition from  the  politically-minded  because  of  its 
sentimental  appeal,  and 

“Whereas,  the  experience  of  the  City  of  New 
York  during  the  last  fifteen  years  with  a popula- 
tion that  has  been  stationary  and  a 100  per  cent 
increase  in  the  provision  of  facilities  for  the  care 
of  medically  indigent  has  shown  that  construction 
cannot  keep  pace  with  the  demand,  and 

“Whereas,  the  cost  per  capita  for  such  medical 
care  is  close  to  $7.00  per  day  when  the  hospital 
census  is  100  per  cent  or  over,  and  would  probably 
be  $8.00  or  $9.00  a day  if  an  ideal  census  of  80 
per  cent  were  attainable,  and 

“Whereas,  the  home  and  family  have  been  de- 
scribed as  keystones  in  the  arch  of  democracy 
and  that  the  removal  of  the  indigent  sick  from 
their  homes  except  in  cases  of  real  necessity  tends 
to  break  down  the  morale  of  the  family  unit,  by 
relieving  them  of  the  necessity  of  caring  for  their 
own;  and 

“Whereas,  it  is  becoming  increasingly  difficult 
to  secure  the  services  of  competent  physicians 


or  physicians  in  the  clinics  of  the  hospitals  in  large 
communities  without  the  promise  of  compensa- 
tion; and 

“Whereas,  after  the  war,  with  the  demobiliza- 
tion of  probably  45,000  physicians  in  the  younger 
age  groups  who  will  probably  be  well  organized 
and  in  a position  to  demand  security  for  them- 
selves and  their  families;  and 

“Whereas,  unless  forward-looking  measures 
are  now  taken,  they  will  return  to  find  themselves 
in  a more  highly  competitive  field;  and 

“Whereas,  it  has  been  demonstrated  in  the 
Hospital  Survey  of  New  York,  Volume  II,  1937, 
that  the  care  of  medical  indigents  in  their  home, 
particularly  convalescent  and  custodial  care,  after 
a complete  hospital  work-up  and  necessary  care 
through  the  assignment  of  clinic  physicians  or 
other  private  practitioners  to  the  care  of  these 
individuals  at  a designated  and  acceptable  fee  per 
visit  will  result  in  a much  smaller  cost  to  the 
municipalities  and  will  furnish  a welcome  re- 
muneration to  our  demobilized  physicians;  and 
“Whereas,  the  State  Department  of  Public 
Welfare  is  now  enabled  to  make  a contribution  to 
the  cost  of  the  care  of  medical  indigents  through- 
out the  State;  therefore  be  it 

“ Resolved , that  the  Council  initiate  forward- 
looking  studies  toward  the  attainment  of  a more 
satisfactory  care  of  medical  indigents  from  the 
point  of  view  of  both  the  State  and  the  physician 
and  for  the  revival  of  a sense  of  responsibility  for 
the  care  of  their  sick,  aged,  and  crippled  by  the 
family.” 

This  resolution  was  referred  to  the  Subcommittee 
on  Medical  Relief.  The  subject  is  under  observa- 
tion of  the  Committee. 

School  Health  Program  (Section  47). — The  House 
adopted  the  following  resolution: 

“We  recommend  that  the  Council,  through  its 
Subcommittee,  continue  its  efforts  to  bring  about 
the  changes  whereby  supervision  of' health  and 
health  problems  among  children  of  school  age  be 
under  the  charge  of  physicians.  If  this  cannot  be 
achieved  through  the  cooperation  of  the  State 
Education  Department,  we  recommend  that  fur- 
ther steps  be  taken,  particularly  efforts  to  bring 
the  matter  to  the  attention  of  Parent-Teacher 
Associations,  to  the  bodies  interested  in  the 
school  health  problem,  and  to  the  public  in  gen- 
eral; and  if  necessary  through  attempts  to  secure 
legislative  action.” 

This  has  been  kept  in  mind  in  negotiations  with 
the  authorities,  both  by  the  former  Subcommittee 
on  School  Health  Program  and  by  its  successor,  the 
Subcommittee  on  Child  Welfare  of  the  Council 
Committee  on  Public  Health  and  Education. 

Discriminations  in  Employment  of  Minority 
Racial  Groups  (Section  67). — In  connection  with 
opposition  to  discriminations  of  the  kind  indicated, 
the  House  referred  to  the  Council  the  matter  of 
advertisements  from  Becton,  Dickinson  & Com- 
pany, East  Rutherford,  New  Jersey. 

Study  showed  that  no  advertising  had  been  in  the 
Journal  or  the  Directory.  Therefore,  no  action  was 
needed. 

Foreign  Physicians. — Present  and  Future  Status 

(Section  88). — The  House  adopted  the  following 
resolution: 

“ Resolved , that  the  Council  take  such  steps  in 
the  interim  between  this  and  the  next  meeting  of 
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this  House  of  Delegates  as  to  properly  safeguard 
the  medical  interests  of  the  armed  forces  of  the 
United  States,  the  State  of  New  York,  the  public 
health  and  welfare,  and  the  existing  standards  of 
the  profession  of  medicine.” 

The  President,  with  the  approval  of  the  Council, 
appointed  a committee  to  study  this  matter.  (See 
Council  Report,  Part  XI.) 

Workmen’s  Compensation  Fee  Schedule  (Sec- 
tion 70). — The  House  approved  a resolution  as 
follows: 

11  Resolved,  that  the  Delegates  from  the  Medical 
Society  of  the  County  of  Albany  be  instructed  to 
introduce  a resolution  at  the  next  meeting  of  the 
House  of  Delegates  to  the  effect  that  the  Council 
of  the  Medical  Society  of  the  State  of  New  York 
through  its  appropriate  representatives  take  im- 
mediate steps  to  review  the  present  fee  schedule 
with  the  Commissioner  of  Labor  with  a view  of 
increasing  the  minimum  fees  now  established  by 
law  (suggested  increase,  25  per  cent),  and  that  the 
component  county  societies  be  informed  from  time 
to  time  of  the  status  of  these  proposed  negotiations 
with  the  Commissioner  of  Labor.” 

(See  Council  Report,  Part  IX.) 

Subcommittee  on  Tuberculosis  and  Diseases  of 
the  Chest  (Section  86). — The  House  adopted  a reso- 
lution : 


“Whereas,  at  the  1941  meeting  of  the  House  of 
Delegates  in  Buffalo,  New  York,  a resolution  was 
introduced  asking  for  a session  on  chest  diseases 
by  the  New  York  State  Chapter  of  the  American 
College  of  Chest  Physicians;  and 

“Whereas,  the  House  of  Delegates’  Reference 
Committee  on  New  Business  gave  serious  consid- 
eration to  this  resolution  by  recommending  to  the 
House  of  Delegates  that  a symposium  on  chest 
diseases  to  be  furnished  by  the  New  York  State 
Chapter  of  the  American  College  of  Chest  Phy- 
sicians be  included  at  a general  session  of  the 
Annual  Convention  in  1942;  and 

“Whereas,  the  New  York  State  Chapter  of  the 
American  College  of  Chest  Physicians  have  re- 
spectfully requested  that  a subcommittee  on  chest 
diseases  of  the  Council  Committee  on  Public 
Health  and  Education  be  established;  therefore 
be  it 

“ Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  estab- 
lish such  a subcommittee.” 

After  due  consideration,  the  Council  adopted  a 
recommendation  of  its  Committee  on  Public  Health 
and  Education  that  there  be  appointed  a Subcom- 
mittee on  Tuberculosis  and  Diseases  of  the  Chest 
working  under  the  Public  Health  Committee.  (See 
Council  Report,  Part  II.) 

Respectfully  submitted, 

Peter  Irving,  M.D.,  Secretary 


Report  of  the  Counsel 


To  the  House  of  Delegates;  Gentlemen : 

Your  Counsel  herewith  submits  his  report  of  the 
activities  of  the  Legal  Department  of  the  Medical 
Society  of  the  State  of  New  York  for  the  period  from 
February  1,  1942,  to  and  including  January  31,  1943. 

More  than  ever  before,  because  of  an  acute  paper 
shortage,  brevity  is  the  objective  to  be  sought  in  the 
making  of  a report  of  this  character.  Thus,  only 
the  barest  outline  of  the  work  done  in  our  Depart- 
ment can  be  given.  This,  of  course,  does  not  give 
any  adequate  picture  of  the  work  done  or  the  re- 
sponsibility assumed  by  our  Department. 

In  making  his  report,  your  Counsel  adheres  to  the 
convenient  category  employed  in  previous  years 
whereby  his  activities  have  been  divided  into  three 
main  divisions:  (a)  the  actual  handling  of  mal- 

practice actions  before  courts  and  juries  and  in  the 
appellate  tribunals;  (6)  counsel  work  with  officers, 
committees,  and  individual  members  of  the  Society; 
and  (c)  legislative  advice  and  activities. 

Litigation. — We  again  call  to  the  attention  of  the 
membership  the  dangers  attendant  upon  careless, 
hasty,  and  unjustified  criticism  by  one  physician  of 
the  work  of  another.  Many  malpractice  actions 
stem  from  just  such  criticism.  The  matter  cannot 
be  disposed  of  by  saying  that  the  criticising  physician 
in  many  instances  does  not  intend  that  his  remarks 
shall  result  in  a malpractice  action.  When  the 
criticism  has  been  made,  the  damage  has  been  done. 

We  again  call  to  the  attention  of  your  membership 
the  ever  present  hazard  of  a malpractice  action  to 
the  practicing  physician.  It  should  always  be 
remembered  that  the  rights  of  physicians  in  mal- 
practice actions  are  in  the  hands  of  lay  jurors,  who 
frequently  are  influenced  by  factors  that  do  not  go 
to  the  merits  of  the  case.  In  theory,  sympathy, 
assion,  prejudice,  or  bias  has  no  place  in  the  jury 
ox.  In  practice,  unfortunately,  verdicts  are  fre- 
quently rendered  where  these  elements,  or  some  of 


them,  are  not  only  present,  but,  indeed,  are  responsi- 
ble for  the  verdict. 

In  this  connection  it  should  be  noted  that  your 
Society  has  taken  cognizance  of  these  conditions  and 
has  sponsored  a Group  Plan  of  insurance.  The 
splendid  record  of  the  Group  Plan  speaks  for  itself. 
It  deserves  and  should  receive  the  loyal  support  of 
every  member  of  the  Society.  It  has  been  in  opera- 
tion for  over  twenty  years  and  its  outstanding  suc- 
cess is  a matter  of  record. 

At  this  point  mention  should  be  made  of  the 
Yorkshire  Indemnity  Company,  the  carrier  under 
your  Group  Plan.  This  Company  is  entering  its 
eighth  year  as  such  carrier.  It  has,  in  every  way, 
lived  up  to  all  of  its  obligations  and,  in  addition,  has 
demonstrated  its  genuine  and  enthusiastic  interest 
in  the  successful  operation  of  our  Group  Plan. 
Appreciation  should  be  recorded  of  the  cooperation 
furnished  by  Mr.  Horace  Crowell,  Jr.,  Claim  Agent 
of  The  Yorkshire  Indemnity  Company,  with  whom 
your  Counsel  and  office  staff  are  in  almost  daily 
conference  and  consultation. 

Mention  should  also  be  made  of  the  splendid  work 
of  your  Insurance  Committee,  headed  by  Dr. 
Clarence  G.  Bandler.  We  have  conferred  on  a 
number  of  occasions  during  the  reporting  period 
with  Dr.  Bandler  with  relation  to  the  problems  be- 
fore the  Insurance  Committee. 

For  many  years  in  these  reports  I have  had  occa- 
sion to  mention  the  splendid  work  of  my  associates, 
Mr.  William  F.  Martin  and  Mr.  Thomas  H.  Clear- 
water. I do  so  again  this  year. 

For  fifteen  years  Mr.  Martin  has  been  associated 
with  me  in  the  defense  of  malpractice  actions.  He 
is  well  and  favorably  known  throughout  the  entire 
State.  Your  Counsel  has  received  from  all  parts  of 
the  State,  from  judges,  lawyers,  and  doctors,  ex- 
pressions of  approval  of  Mr.  Martin’s  fine  ability  as 
an  advocate,  and  also  his  splendid  personal  qualities. 
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TABLE  1. — Number  of  Suits  Instituted  and  Disposed  of 
in  1942-1943 


Instituted 

Disposed  of 

1942-1943 

1942-1943 

(12  months)  (12  months) 

1. 

Fractures,  etc 

24 

17 

2. 

Obstetrics,  etc 

10 

18 

3. 

Amputations 

4 

1 

4. 

Burns,  x-rays,  etc 

22 

27 

5. 

Operations:  abdominal,  eye, 

tonsil,  ear,  etc 

26 

47 

6. 

Needles  breaking 

2 

7. 

Infections 

*8 

12 

8. 

Eye  infections 

3 

9. 

Diagnosis 

ii 

17 

10. 

Lunacy  commitments 

1 

11. 

Unclassified-medical 

i5 

19 

Totals 

120 

164 

Actions  for  death 

12 

12 

Infants’  actions 

10 

11 

Totals 

22 

23 

How  Disposed  of 

Settled 

48 

Terminated  in  favor  of  defendant 

physician 

111 

Judgment  for  Plaintiff 

5 

164 

Pending  on  January  31,  1943 

369 

Mr.  Thomas  H.  Clearwater,  the  Attorney  for  your 
Society,  is  well  known  to  your  membership  and  to 
your  officers  and  committeemen.  Mr.  Clearwater  is 
a gentleman  of  exceptional  ability  and  character  and 
has  rendered  to  the  Society  and  to  your  Counsel  at 
all  times  the  fullest  measure  of  cooperation  and 
support. 

We  cannot  leave  this  subject  without  paying 
tribute  to  the  splendid  spirit  of  industry,  loyalty,  and 
devotion  manifested  by  your  Counsel’s  entire  staff, 
both  legal  and  clerical. 

With  this  preliminary  statement  we  note  that 
there  were  commenced  within  the  present  reporting 
period  120  cases.  These  figures,  of  course,  do  not 
include  a number  of  claims  outstanding  on  which 
suit  may  ultimately  be  brought.  Of  equal  impor- 
tance with  the  actual  work  of  litigation  is  the  pre- 
ventative work  done  by  your  Counsel  and  his  office 
staff.  Throughout  the  year  we  are  in  consultation 
with  many  claimants  and  their  attorneys,  and  fre- 
quently we  have  been  successful  in  demonstrating  to 
them  that  in  fact  and  in  law  no  valid  claim  exists. 
Thus  these  claims  never  reach  a suit  stage. 

Table  1 shows  that  during  the  present  reporting 
period  we  disposed  of  164  cases.  Forty-eight  of 
these  cases  were  settled  and  111  terminated  success- 
fully in  favor  of  the  physician.  In  5 cases  there 
were  judgments  for  the  plaintiff. 

We  note  from  Table  1 that  there  were  pending  as 
of  January  31,  1943,  369  cases. 

Counsel  Work. — During  the  period  of  this  report, 
your  Counsel,  as  in  the  past,  prepared  for  the 
Society’s  Journal  articles  in  the  nature  of  editorial 
comment  dealing  with  interesting  cases  decided  by 
courts  and  also  including  two  articles  upon  the  ex- 
tremely important  Soldiers’  and  Sailors’  Civil  Relief 
Act.  Your  Counsel  has  also  prepared  for  publica- 
tion in  the  Journal  a number  of  inquiries  and 
answers  thereto,  relating  to  legal  questions  consid- 
ered to  be  of  general  interest  to  the  profession  and 
has  digested  for  the  Journal  certain  cases  handled 
by  your  Counsel  considered  to  be  of  interest. 

Your  Counsel  is  pleased  to  learn  from  the  members 
of  your  Society  from  time  to  time  that  these  reports 


and  articles  are  found  to  be  interesting  and  in- 
structive. In  addition  to  his  other  duties,  your 
Counsel  receives  frequent  requests  for  opinions,  both 
oral  and  in  writing,  on  topics  too  numerous  to  refer 
to  in  detail  within  the  limited  space  of  this  report. 
A few  of  the  matters  upon  which  advice  has  been 
given  during  the  past  year  are  the  following: 

Administration  of  injections  by  nurses;  use  of 
drugs  of  unknown  nature;  marriage  of  persons  with 
positive  Wassermann  reactions;  confidential  nature 
of  x-ray  films;  medical  services  rendered  under  con- 
tract; examination  of  hospital  records  by  lay  per- 
sons; leases  and  military  service;  operative  con- 
sents; venereal  disease  and  employment;  contracts 
with  substitute  physicians;  hospitals’  duty  to  ac- 
cept patients;  licenses  of  foreign  physicians;  hos- 
pitals’ control  over  its  professional  staff;  scope  of 
practice  of  nursing;  assistance  to  physicians  by 
persons  other  than  nurses;  liability  of  Army 
physicians;  diathermy  treatment  by  assistant; 
sterilization  of  patients;  responsibility  for  acts  of 
interns;  fee  of  anesthetist;  consent  to  plastic  sur- 
gery; interns  and  Workmen’s  Compensation;  physi- 
cian and  nurse  anesthetists;  physician’s  liability  for 
acts  of  subordinates;  employment  of  anesthetist  by 
physician. 

Other  Counsel  Activities. — Your  Counsel,  acting 
with  the  Committee  on  Bylaws,  examined  various 
proposed  amendments  to  the  Constitution  and  By- 
laws of  a number  of  component  county  societies  and 
has  rendered  advice  and  made  suggestions  in  connec- 
tion therewith. 

Your  Counsel  drew  the  contracts  between  Mr. 
Kent  Lighty  and  the  State  Society  with  reference  to 
advertising  matter  in  the  New  York  State  Journal 
of  Medicine,  the  Medical  Directory  of  New  York, 
New  Jersey,  and  Connecticut,  and  the  Commercial 
Exhibits,  and  conferred  with  the  members  of  the 
Publication  Committee  with  reference  to  the  situa- 
tion resulting  from  the  death  of  Mr.  Lighty. 

Your  Counsel  drew  the  contract  between  the 
Society  and  Dr.  Joseph  S.  Lawrence,  its  Executive 
Officer. 

Your  Counsel  also  drew  the  contract  between  the 
Society  and  Mr.  Dwight  Anderson,  as  director  of  the 
Public  Relations  Bureau  and  business  manager  of 
the  New  York  State  Journal  of  Medicine  and 
the  Medical  Directory  of  New  York,  New  Jersey , 
and  Connecticut. 

Your  Counsel  has  conferred  at  various  times  with 
members  of  the  various  committees  on  certain 
phases  of  their  work. 

Your  Counsel  attends  and  advises  at  the  regular 
meetings  of  the  Council  of  your  Society. 

Your  Counsel  is  constantly  in  communication  by 
telephone  and  letter  with  Dr.  Peter  Irving,  secretary 
and  general  manager  of  the  Society,  and  with  Mr. 
Dwight  Anderson  with  regard  to  the  many  questions 
which  arise  almost  daily  in  connection  with  their 
work. 

It  should  also  be  noted  that  daily  telephone  calls 
from  members  of  the  Society  come  to  your  Counsel 
and  his  office  staff.  These  calls  require  advice  and 
assistance  on  various  problems.  Many  of  these 
telephone  inquiries  present  emergency  situations 
which  cannot  be  handled  by  correspondence. 

Legislative  Advice  and  Activities. — During  the 
period  of  time  that  the  Legislature  was  in  session  in 
1942,  and  at  the  opening  of  the  1943  session,  your 
Counsel  examined  certain  bills  affecting  the  medical 
profession  and  gave  advice  with  respect  thereto,  and 
conferred  also  with  the  Executive  Officer  of  the 
Society  regarding  such  bills  on  various  occasions. 
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Mr.  Clearwater  attended  the  Annual  Conference 
of  the  Council  Committee  on  Legislation  with  the 
Chairmen  of  the  County  Society  Legislation  Com- 
mittees, held  at  Albany. 

Conclusion. — Your  Counsel  closes  this  report,  as 
he  has  in  other  years,  by  expressing  his  deep  appreci- 
ation for  the  work  of  his  office  staff,  and  he  also 
wishes  to  note  with  grateful  thanks  the  advice  and 
assistance  of  the  members  of  your  Society  who  have 


helped  us,  both  in  court  and  in  consultation,  in  the 
defense  of  malpractice  actions. 

Without  the  cooperation  and  assistance  of  all  con- 
cerned, it  would  not  have  been  possible  for  your 
Counsel  to  obtain  the  results  shown  in  this  report. 

Respectfully  submitted, 

Lorenz  J.  Brosnan,  Counsel 

January  31,  1943 


Report  of  the  Board  of  Censors 


To  the  House  of  Delegates;  Gentlemen: 

On  December  10,  1942,  the  Board  of  Censors  of  the 
Medical  Society  of  the  State  of  New  York  heard  an 
appeal  from  a previous  decision  of  the  Board  of 
Censors  of  the  Medical  Society  of  the  County  of 
Queens  rejecting  the  application  of  a former  member, 
Dr.  E.  Paul  Adel,  for  reinstatement  to  membership 
in  the  said  county  society. 

There  were  present  at  the  Board:  Dr.  George  W. 
Cottis,  Dr.  Alexander  N.  Selman,  Dr.  William  W. 
Woodruff,  Dr.  Norman  S.  Moore,  Dr.  Benjamin  J. 
Slater,  and  Dr.  Peter  Irving.  There  were  also  pres- 
ent the  Appellant,  with  legal  counsel,  and  the 


Chairman  of  the  Board  of  Censors  of  the  Medical 
Society  of  the  County  of  Queens,  also  with  legal 
counsel. 

The  censors  carefully  considered  the  record  and 
heard  the  oral  testimony  of  witnesses  of  both  par- 
ties. After  due  deliberation,  they  unanimously 
held  that  the  ruling  appeared,  rejecting  the  appli- 
cation of  Dr.  E.  Paul  Adel  for  readmission  to  mem- 
bership in  the  Medical  Society  of  the  County  of 
Queens,  in  all  respects,  be  affirmed. 

Respectfully  submitted, 

Peter  Irving,  M.D..  Secretary 

March  1,  1943 


Amendments  to  Constitution  and  Bylaws 


To  the  House  of  Delegates;  Gentlemen: 

At  your  last  meeting,  notice  was  given  of  4 amend- 
ments to  the  Constitution  and  Bylaws  which  will 
come  before  you  for  action  at  your  coming  meeting 
on  May  3,  1943.  In  accord  with  the  Constitution, 
these  are  published  in  advance  of  the  meeting. 

These  do  not  go  to  a Reference  Committee  but  are 
to  be  considered  by  the  House  as  a whole.  Under 
the  Constitution,  “a  two-thirds  vote  of  the  members 
of  the  House  of  Delegates  present  and  voting  shall 
be  necessary  for  adoption.” 

The  first  is  an  amendment  to  Chapter  X of  the 
Bylaws  which  is  entitled  “Expenses:” 

Delete  the  following  phrases  that  have  to  do 
with  approval  of  expense  vouchers  by  the  Board  of 
Trustees  before  payment. 

1.  In  the  sentence  reading  “Proper  vouchers 
must  be  filed  with  the  Secretary  . . . . ” delete 
the  following: 

“and  approved  by  the  Board  of  Trus- 
tees.” 

2.  Delete  the  sentence  reading: 

“The  vouchers  of  such  expense  shall  be 
approved  by  the  Board  of  Trustees  be- 
fore payment.” 

3.  In  the  seventh  line  above  the  end  of  the  sec- 
tion, as  printed  in  the  1941  printing  of  Con- 
stitution and  Bylaws,  delete  the  phrase: 

“and  approved  by  the  Board  of  Trus- 
tees.” 

Add  at  the  end  of  the  section  the  following 
sentence: 

“Payment  of  all  these  expenses  shall  be 
made  under  directions  of  the  Board  of 
Trustees.” 

With  these  deletions  and  this  addition,  Chapter 
X as  amended  will  then  read : 

Chapter  X — Expenses 

“Section  1.  Allowances  for  expenses  in- 
curred in  the  actual  performance  of  official  duties 
by  officers,  members  of  the  Council,  the  Board  of 


Trustees,  of  the  Board  of  Censors  and  committees, 
and  delegates  to  the  American  Medical  Associa- 
tion shall  be  made  in  conformity  with  the  follow- 
ing conditions:  The  President  shall  be  allowed  a 
per  diem  and  expenses  when  engaged  upon  official 
business.  All  other  officers  shall  be  allowed 
traveling  expenses  when  engaged  upon  official 
business.  Members  of  the  Council,  of  the  Board 
of  Trustees,  and  of  the  Board  of  Censors,  shall  be 
allowed  traveling  expenses.  Members  of  com- 
mittees of  the  Council  and  all  special  committees 
of  the  Society  shall  be  allowed  traveling  ex- 
penses. Presidents  of  the  District  Branches  sitting 
in  the  House  of  Delegates  shall  be  allowed  neces- 
sary expenses.  There  shall  be  no  allowance  made 
for  the  expenses,  traveling  or  otherwise,  for  any 
committee  appointed  pursuant  to  Chapter  XI  of 
these  Bylaws.  Proper  vouchers  must  be  filed  with 
the  secretary  before  any  of  the  above  allowances 
are  made.  The  delegates  to  the  American  Medical 
Association  who  have  attended  each  session  of  the 
House  of  Delegates  of  that  Association  and  who 
shall  have  filed  with  the  secretary  evidence  of 
such  attendance  shall  be  allowed  the  actual  cost 
of  railroad  transportation  and  Pullman  accom- 
modations to  the  place  of  meeting  and  return. 
Each  district  branch  shall  be  entitled  to  receive 
a sum  not  to  exceed  $200,  exclusive  of  the  work 
done  by  the  secretary  regarding  notices,  pro- 
grams, etc.,  to  defray  the  expenses  of  holding  the 
annual  meeting  of  such  district  branch,  provided 
a proper  statement  of  such  expense  shall  have  been 
presented  to  the  secretary.  All  bills,  claims,  or 
vouchers  herein  provided  for  shall  be  filed  within 
thirty  days  after  the  date  of  the  incurring  of  such 
expense.  This  time  may  be  extended  for  any  cause 
by  the  Board  of  Trustees  and  such  extension  shall 
not  exceed  ninety  days.  Payment  of  all  these  ex- 
penses shall  be  made  under  directions  of  the  Board 
of  Trustees.” 

The  second  is  an  amendment  to  Section  I of 
Chapter  II,  as  follows: 


652 


ANNUAL  REPORTS 


[N.  Y.  State  J.  M. 


“Section  1.  The  House  of  Delegates  shall 
be  composed  of  (a)  Delegates  elected  by  the  com- 
ponent County  Medical  Societies;  (6)  Officers  of 
the  Society  and  other  members  of  the  Council 
and  of  the  Board  of  Trustees;  (c)  the  Presidents  of 
the  District  Branches  sitting  as  District  Dele- 
gates; and  (d)  a representative  from  each  Scientific 
Section  to  he  elected  by  each  such  Section.  Past- 
Presidents  of  the  Society  shall  be  life  members  of 
the  House  of  Delegates.  Each  component  County 
Society  shall  be  entitled  to  elect  as  many  delegates 
as  there  shall  be  State  Assembly  Districts  in  such 
county  at  the  time  of  the  election,  but  each  com- 
ponent County  Medical  Society  shall  be  entitled 
to  elect  at  least  one  delegate.  A component 
Society  representing  by  its  name  more  than  one 
county  shall  be  entitled  to  as  many  delegates  as 
there  are  Assembly  Districts  in  the  counties 
named  in  the  title  of  such  society.” 

The  third  adds  a new  Article,  No.  XI Y,  to  the 
Constitution;  and  the  fourth  adds  a new  Section, 
No.  4,  to  Chapter  XII  of  the  Bylaws. 

Article  XIV 

Medical  Benevolence  Fund 

“There  shall  be  created  a Benevolence  Fund 
under  the  terms  and  conditions  outlined  in  Chap- 
ter XII,  Article  4,  of  the  Bylaws.  For  this  pur- 
pose there  shall  be  appropriated  by  the  Trustees 
out  of  the  funds  of  the  Society  a sum  not  to  ex- 
ceed fifty  cents  per  active  member  per  vear,  to 
be  set  aside  by  the  Treasurer  as  a special  fund  for 
the  purpose  of  this  Article.  This  fund  shall  be 
kept  separate  and  invested  or  distributed  by 
direction  of  the  Board  of  Trustees  of  the  Society 
under  rules  and  regulations  approved  by  the 
latter.  The  fund  shall  be  used  only  for  the  relief 


of  pecuniary  distress  of  sick  or  aged  members  who 
are  or  have  been  active  members  in  good  standing 
of  the  Society.” 

Chapter  XII,  Section  4 
Special  Committees 

“Section  4 — The  President  of  the  Society  shall 
appoint,  immediately  after  the  Annual  Meeting, 
a special  committee  of  five  to  be  known  as  the 
Special  Committee  on  Benevolence  of  the  Medical 
Society  of  the  State  of  New  York,  consisting  of 
two  members  from  the  Board  of  Trustees  to  be 
selected  by  the  Chairman  of  the  latter,  the 
Treasurer,  the  Secretary,  and  a representative 
from  the  Woman’s  Auxiliary  of  the  State  Society 
to  be  selected  by  its  President.  This  Committee 
shall  select  its  own  Chairman  and  have  absolute 
jurisdiction  over  the  distribution  of  such  funds  as 
have  been  allotted  by  the  Society’s  Finance 
Committee  from  current  income  after  appropria- 
tion by  the  Board  of  Trustees.  No  moneys  shall 
be  paid  except  on  warrants  signed  by  the  Chair- 
man of  the  Committee  and  the  Treasurer.  The 
Committee  shall  formulate  rules  and  regulations 
for  the  acceptance  of  beneficiaries  for  considera- 
tion and  approval  by  the  Council.  It  may  solicit 
subscriptions,  donations,  and  legacies  to  be  added 
to  the  principal  of  the  Benevolence  Fund.  It 
shall  present  a detailed  audit  of  receipts  and  ex- 
penditures, included  in  an  annual  report  of  its 
activities  to  the  Council  and  the  House  of  Dele- 
gates.” 

Respectfully  submitted, 

Louis  H.  Bauer,  M.D.,  Speaker 
Peter  Irving,  M.D.,  Secretary 

March  1, 1943 


Reports  of  the  District  Branches 


First  District  Branch 

To  the  House  of  Delegates;  Gentlemen: 

The  First  District  Branch  held  its  annual  meeting 
on  Wednesday,  October  7,  1942,  at  Yonkers,  New 
York,  at  St.  Joseph’s  Hospital. 

The  exigencies  of  war,  with  its  concomitant  uncer- 
tainties, caused  a deviation  from  the  policy  of  the 
past  few  years.  Instead  of  the  one-day  postgradu- 
ate and  refresher  course  that  has  come  to  be  the 
usual  procedure  in  the  district,  and  with  a feeling 
that  there  had  been  many  lectures  on  war  surgery,  it 
was  decided  that  in  this  instance  the  meeting  would 
cater  to  the  needs  of  those  physicians  remaining  at 
home,  many  of  whom  will  have  been  brought  back 
from  partial  retirement  to  the  field  of  the  general 
practitioner. 

Dr.  Raphael  Kurzrok,  of  New  York  City,  spoke  on 
the  “Status  of  Modern  Estrogen  Therapy.”  Dr. 
Byron  P.  Stookey,  of  New  York  City,  spoke  on 
“Low  Back  and  Sciatic  Pain:  Its  Relation  to 

Neurosurgery,”  with  special  reference  to  the  syn- 
drome of  nucleus  pulposis.  Other  speakers  were 
Dr.  Lloyd  F.  Craver,  of  New  York  City,  who  spoke 
on  “The  Scope  of  Modern  Radiotherapy,”  and  Dr. 
Harry  Gold,  of  New  York  City,  who  explained  the 
“Newer  Advances  in  Digitalis  Therapy.”  Dr.  Gold 
brought  forth  several  revolutionary  ideas  in  the 
pharmacology  of  digitalis. 

Those  attending  the  meeting  were  luncheon  guests 
of  the  hospital.  Dr.  George  Cottis,  president  of  the 


State  Society,  gave  an  interesting  talk  urging  the 
medical  profession  to  reappraise  its  position  in  a 
changing  world  and  asserted  that  “the  wave  of 
world  revolution  having  broken  out  on  our  own 
shores,  all  of  us  doctors  must  consider  what  lies 
ahead  of  us.” 

Dr.  Henry  W.  Cave,  in  charge  of  Procurement  and 
Assignment  for  the  Second  Service  Command,  ex- 
plained the  needs  of  the  armed  forces  and  medicine’s 
response  to  the  country’s  call.  Dr.  Joe  R.  Clem- 
mons, in  charge  of  Procurement  and  Assignment  for 
New  York  State,  described  the  requirements  that  the 
physicians  of  this  state  must  meet. 

The  following  officers  were  elected  to  guide  the 
district  for  the  term  1943  to  1945:  Dr.  James  G. 
Morrissey,  Yonkers,  president;  Dr.  Scott  L.  Smith, 
Poughkeepsie,  first  vice-president;  Dr.  Harold  F. 
Morrison,  Tuxedo  Park,  second  vice-president;  Dr. 
Henry  W.  Miller,  Brewster,  treasurer;  Dr.  Isidore 
J.  Landsman,  Bronx,  secretary. 

Respectfully  submitted, 

Alexander  N.  Selman,  M.D.,  President 
March  2,  1943 

Second  District  Branch 

To  the  House  of  Delegates;  Gentlemen: 

The  annual  meeting  of  the  Second  District  Branch 
was  held  at  the  Garden  City  Hotel,  Garden  City,  on 
October  28,  1942. 
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At  the  morning  session,  we  were  addressed  first  by 
Dr.  Thomas  A.  McGoldrick,  Chairman  of  the  Brook- 
lyn Branch  of  the  National  Physicians  Committee, 
Chairman  of  the  Committee  on  Military  and  Naval 
Affairs  and  Civilian  Defense  of  the  Medical  Society 
of  the  County  of  Kings,  and  President-Elect  of  the 
Medical  Society  of  the  State  of  New  York. 

Dr.  McGoldrick’s  topic  was  “Recent  Trends  in  the 
Economics  of  Medicine.”  He  was  followed  by  Dr. 
Henry  W.  Cave,  Director  of  the  Procurement  and 
Assignment  Service  of  the  Second  Service  Command, 
who  spoke  on  “The  Procurement  and  Assignment 
Service  as  It  Affects  Physicians.” 

Dr.  Joe  R.  Clemmons  and  Dr.  Louis  H.  Bauer  led 
the  discussion  of  Dr.  Cave’s  paper. 

The  luncheon  session  was  attended  by  sixty  mem- 
bers of  the  four  component  county  societies  and 
about  an  equal  number  of  members  of  the  four 
woman’s  auxiliaries. 

Present  also  at  the  luncheon  were  the  following 
officials  of  the  Medical  Society  of  the  State  of  New 
York:  Dr.  Peter  Irving,  Secretary  and  General 
Manager;  Dr.  Joseph  Lawrence,  Executive  Officer; 
Dr.  Louis  H.  Bauer,  Speaker  of  the  House  of  Dele- 
gates; and  Mr.  Dwight  Anderson,  Director,  Public 
Relations  Bureau. 

We  were  much  honored  in  having  Dr.  George  W. 
Cottis,  President  of  the  Medical  Society  of  the  State 
of  New  York,  as  the  guest  speaker  at  this  session. 
Dr.  Cottis  presented  a masterly  paper  on  “Medicine 
of  the  Future — Evolution  or  Revolution.” 

The  nominating  committee  presented  the  names 
of  the  following  physicians  for  office  for  the  ensuing 
two  years:  president,  Dr.  Francis  G.  Riley,  Ja- 
maica; first  vice-president,  Dr.  John  B.  D’Albora, 
Brooklyn;  second  vice-president,  Dr.  Charles  W. 
Martin,  Woodmere;  secretary-treasurer,  Dr.  Charles 
F.  McCarty,  Brooklyn. 

On  motion,  duly  seconded,  these  gentlemen  were 
unanimously  elected. 

Seated  at  the  speaker’s  table  at  the  luncheon  were 
the  following  representatives  of  the  woman’s 
auxiliaries:  Mrs.  J.  Emerson  Noll,  president,  New 

York  State  Woman’s  Auxiliary;  Mrs.  J.  S.  Kice, 
chairman,  National  Committee  on  Legislation; 
Mrs.  William  J.  Godfrey,  president,  Queens  County 
Woman’s  Auxiliary;  Mrs.  John  L.  Bauer,  president, 
Kings  County  Woman’s  Auxiliary;  Mrs.  Arthur  D. 
Jacques,  president,  Nassau  County  Woman’s  Aux- 
iliary; Mrs.  George  P.  Bergmann,  president,  Suf- 
folk County  Woman’s  Auxiliary. 

The  afternoon  session,  devoted  to  war  injuries, 
was  ably  covered  by  Dr.  Charles  E.  Bove,  former 
director  of  surgery  at  the  American  Hospital  in 
Paris,  whose  topic  was  “The  Treatment  of  War 
Burns,”  and  Dr.  Irwin  E.  Siris,  assistant  professor 
of  surgery,  New  York  University  School  of  Medicine 
and  attending  surgeon  at  Bellevue  Hospital,  who 
talked  on  “The  Emergency  Treatment  and  Trans- 
portation of  Fractures.”  Excellent  moving  pictures 
accompanied  this  talk. 

In  spite  of  the  difficulties  of  restricted  traveling 
and  the  absence  of  many  members  who  are  serving 
in  the  armed  forces,  the  meeting  was  regarded  as 
highly  successful  by  everyone  who  attended. 
Respectfully  submitted, 

Burdge  P.  MacLean,  M.D.,  President 
March  2,  1943 

Third  District  Branch 

To  the  House  of  Delegates;  Gentlemen: 

The  annual  meeting  of  the  Third  District  Branch 
was  held  at  the  Wolfert’s  Roost  Country  Club,  Al- 


bany, New  York,  in  September,  1942,  with  an  ex- 
cellent attendance. 

Among  the  speakers  was  Dr.  Louis  H.  Bauer,  of 
Hempstead,  who  gave  an  exceptionally  fine  talk  on 
aviation  medicine.  President  George  W.  Cottis  was 
also  present  and  gave  to  the  members  of  the  Third 
District  a very  direct  talk  on  our  position  in  present- 
day  affairs. 

The  main  speaker  was  the  Honorable  Judge  Wil- 
liam H.  Wadhams,  who  held  the  audience  spell- 
bound with  an  address  on  France  and  India.  It  was 
generally  conceded  that  this  was  the  finest  talk  that 
has  been  heard  at  a district  branch  meeting. 

The  Third  District  Branch  has  cooperated  ex- 
ceedingly well  with  the  Office  of  Procurement  and 
Assignment  and  has  furnished  more  than  its  quota  of 
doctors  to  the  armed  service. 

At  the  business  section  of  the  meeting,  Dr. 
Stephen  H.  Curtis  was  elected  president,  and  Dr. 
Homer  L.  Nelms  was  elected  first  vice-president. 

Respectfully  submitted, 

Mahlon  H.  Atkinson,  M.D.,  President 
March  2,  1943 

Fourth  District  Branch 

To  the  House  of  Delegates;  Gentlemen: 

The  thirty-sixth  annual  meeting  of  the  Fourth 
District  Branch  of  the  Medical  Society  of  the  State 
of  New  York  was  called  to  order  at  11:30  a.m.  on 
Friday,  September  18,  1942,  in  the  Nurses’  Home  at 
the  Mary  McClellan  Hospital  in  Cambridge,  New 
York. 

The  program  was  divided  into  two  parts.  The 
first  was  given  over  to  a report  by  various  officers  of 
the  State  Society  on  the  activities  and  functions  of 
the  Society.  On  this  part  of  the  program,  Dr.  Peter 
Irving,  the  Secretary,  was  the  first  speaker.  He  out- 
lined the  Society  organization,  explained  the  duties 
of  the  Council  and  Committees,  and  told  how  they 
worked.  Dr.  Joseph  Lawrence,  the  Executive 
Officer,  followed,  speaking  of  the  importance  of  the 
Committee  on  Legislation.  He  stressed  the  fact 
that  it  is  incumbent  upon  all  members  and  also  upon 
all  of  the  various  county  societies,  as  well  as  the 
State  Society,  to  keep  informed  on  all  legislative 
matters  dealing  with  medicine.  Dr.  O.  W.  H. 
Mitchell,  of  Syracuse,  the  chairman  of  the  Com- 
mittee on  Public  Health  and  Education,  described 
the  various  programs  being  carried  on  by  his  Com- 
mittee and  pointed  out  that  it  is  possible  for  his 
Committee  to  help  any  community  in  the  state  that 
is  anxious  to  have  postgraduate  instruction.  Dr. 
Floyd  S.  Winslow  of  Rochester,  chairman  of  the 
Committee  on  Medical  Publicity,  spoke  on  the  im- 
portance of  proper  publicity  and,  among  other 
things,  recommended  to  the  members  of  the  Society 
the  new  book  by  Mr.  Dwight  Anderson  and  Miss 
Margaret  Baylous,  When  Doctors  Are  Rationed . 
Dr.  Herbert  H.  Bauckus,  of  Buffalo,  chairman  of  the 
Committee  on  Public  Relations  and  Economics, 
discussed  the  importance  of  giving  thought  to  satis- 
factory public  relations.  Dr.  David  Kaliski,  of 
New  York,  director  of  the  Workmen’s  Compensation 
Bureau,  spoke  on  the  work  of  the  Bureau.  He 
stated  that  a new  fee  schedule  is  being  negotiated 
with  the  carrier  and  that  to  this  end  it  is  extremely 
important  that  doctors  advise  the  Bureau  of  the  in- 
creases in  their  own  cost  of  practice.  Mr.  Thomas 
H.  Clearwater,  speaking  for  Mr.  Brosnan,  our  Coun- 
sel, covered  the  subject  of  Malpractice  Defense  and 
Insurance.  He  stressed  the  importance  of  main- 
taining a policy  even  while  in  service,  and  he  also 
reported  that  the  change  of  the  master  policy  to  the 
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Yorkshire  Indemnity  has  worked  very  well.  These 
officers  answered  many  questions  from  the  floor. 

On  the  afternoon  session  there  were  two  scientific 
papers.  The  first  was  by  Dr.  Robert  Levy,  of  New 
York,  who  spoke  on  “Cardiac  Pain — Its  Significance 
and  Treatment.”  During  this  talk  he  stressed  the 
relationship  between  cardiac  pain  and  insufficient 
oxygenation  of  the  myocardium.  In  support  of  this 
he  mentioned  the  work  that  has  been  done  with  low- 
oxygen  mixtures  as  a diagnostic  aid  in  suspected 
coronary  disease.  He  also  demonstrated  the 
efficiency  of  aminophylline  in  controlling  symptoms. 
Dr.  John  M.  Swan,  of  Rochester,  the  executive 
secretary  of  the  New  York  State  Committee  of  the 
American  Society  for  the  Control  of  Cancer,  Inc., 
discussed  the  cancer  problem  and  brought  up  the 
work  of  the  group  of  Rochester  hospitals,  showing 
the  number  of  five-  and  ten-year  cures.  This  was 
followed  by  a lively  discussion.  During  the  meeting 
there  were  two  other  talks  which  were  not  scheduled 
but  which  were  nevertheless  very  much  worth 
while.  The  first  was  by  Major  Edward  K.  Reid, 
director  of  the  Medical  Officers  Recruiting  Board  of 
the  State  of  New  York.  He  spoke  of  the  functions 
of  the  Procurement  and  Assignment  Service  and 
stated  that  their  problem  was  now  almost  entirely 
complete,  that  there  were  very  few  physicians  of  the 
age  group  certified  as  available  by  their  county 
boards  who  had  not  yet  been  placed.  He  also  justi- 
fied the  earlier  advice  to  the  younger  men  to  get 
in  service,  saying  that  on  the  fifteenth  of  the  month 
he  had  received  a telegram  that  commissions  in  a 
grade  higher  than  First  Lieutenant  were  no  longer 
to  be  awarded.  Dr.  Lee  Preston,  Chief  Medical 
Officer  of  the  New  York  State  War  Council,  also 
spoke  and  told  of  the  plans  of  the  Council.  He 
stated  that  the  Emergency  Medical  Service  in  the 
various  communities  had  been  crippled  because  of 
men  constantly  being  called  to  the  colors.  How- 
ever, he  said  that  this  condition  was  practically  over, 
and  very  soon  it  should  be  possible  to  settle  upon  a 
stable  organization. 

At  the  beginning  of  the  afternoon  session  a nomi- 
nating committee,  composed  of  Dr.  Morris  Maslon, 
of  Glens  Falls,  Dr.  Denver  M.  Vickers,  of  Cambridge, 
and  Dr.  J.  Woods  Price,  of  Saranac  Lake,  reported  a 
slate  of  officers  for  the  next  two  years.  The  officers 
were:  president,  Dr.  Harold  A.  Peck,  of  Glens 
Falls;  first  vice-president,  Dr.  Frank  Finney,  of 
Malone;  second  vice-president,  Dr.  Denver  M. 
Vickers,  of  Cambridge;  secretary,  Dr.  F.  Leslie 
Sullivan,  of  Scotia;  treasurer,  Dr.  Gilberto  S. 
Pesquera,  of  Mount  McGregor. 

A delicious  luncheon  was  served  in  the  dining 
room  of  the  Nurses’  Home,  where  the  members  of 
the  Society  and  the  Auxiliary  were  the  guests  of  the 
Mary  McClellan  Hospital. 

The  annual  banquet  was  held  at  the  Cambridge 
House  at  7:00  p.m.  Preceding  the  presidential 
address,  a short  talk  was  given  by  Dr.  Silas  J. 
Banker,  of  Fort  Edward,  who  had  been  president  of 
the  Fourth  District  Branch  at  the  time  it  last  met  in 
Washington  County — namely,  at  Fort  Edward  in 
1913.  Other  short  talks  were  made  by  Dr.  Ray- 
mond G.  Perkins,  of  Malone;  Mrs.  Emerson  Noll, 
President  of  the  Woman’s  Auxiliary  of  the  New 
York  State  Medical  Society,  and  also  presidents  of  . 
the  county  societies  and  other  State  officers  who  were 
present.  Dr.  George  W.  Gottis,  President  of  the 
State  Society,  discussed  the  role  of  organized  medi- 
cine during  the  present  crisis  and  in  the  years  after 
the  war.  He  brought  up  many  of  the  problems  in 
detail  and  admonished  us  to  think  seriously  about 


their  solution.  Following  his  talk,  Dr.  William  V. 
Cone,  chief  of  the  Neurosurgical  Service  of  Montreal 
Neurological  Institute  and  formerly  Lieutenant- 
Colonel  in  the  Canadian  Medical  Corps,  spoke  on 
“The  Role  of  the  Special  Hospital  in  War.”  Dr. 
Cone’s  talk  was  a brilliant  plea  for  more  special 
hospitals,  such  as  neurosurgic  ones,  for  the  care  of 
the  wounded,  rather  than  having  all  injuries  taken 
care  of  in  general  hospitals. 

The  attendance  was  small,  the  registration  being 
55,  of  whom  40  were  from  the  district.  As  was  to  be 
expected,  there  were  very  few  of  the  younger  men 
present. 

Respectfully  submitted, 

William  Warriner  Woodruff,  M.D.,  President 
March  2,  1943 

Fifth  District  Branch 

To  the  House  of  Delegates;  Gentlemen: 

The  annual  meeting  of  the  Fifth  District  Branch 
was  held  Thursday,  September  24,  1942,  at  the 
Teugega  Club  at  Rome.  There  were  58  members 
present. 

The  program  was  opened  at  10:00  a.m.  with  an 
interesting  paper  on  “Care  of  the  Aged  in  Civilian 
Defense”  by  Dr.  James  W.  W.  Dimon,  of  Utica. 
There  followed  two  talks  on  wartime  medicine,  both 
of  an  up-to-date  nature.  Dr.  Emmett  A.  Dooley, 
assistant  clinical  professor  of  surgery,  New  York 
Post-Graduate  Medical  School,  spoke  on  “The 
Treatment  of  Burns”;  and  Dr.  Leon  E.  Sutton, 
professor  of  clinical  surgery  at  the  Syracuse  Uni- 
versity College  of  Medicine,  went  into  “The  Prob- 
lem of  Healing  in  Deep  Burns.”  Both  of  these 
presentations  were  excellent.  The  discussion  which 
followed  was  both  profitable  and  interesting. 

At  the  luncheon,  President  Cottis  gave  an  address 
on  modern  trends  in  sociology  and  the  need  of  the 
medical  profession  to  get  into  the  driver’s  seat  to 
make  sure  that  the  wisest  course  be  followed  in  such 
fashion  as  to  make  the  most  of  new  things. 

In  the  afternoon,  Dr.  Carl  A.  Peterson,  assistant 
attending  surgeon  at  the  New  York  Post-Graduate 
Hospital,  read  a paper  on  “The  Care  of  Head 
Injuries.”  Dr.  Herbert  H.  Bauckus,  of  Buffalo, 
spoke,  as  chairman  of  the  Council  Committee  on 
Public  Relations  and  Economics,  on  “The  Care  of 
the  Sick  and  Medical  Expense  Indemnity  Insur- 
ance.” Dr.  Bauckus  made  it  clear  that  the  Council 
is  eager  to  see  this  type  of  nonprofit  insurance  pro- 
moted more  widely  and  more  fully  throughout  the 
state. 

Respectfully  submitted, 

Edward  C.  Reifenstein,  President 

March  1,  1943 

Sixth  District  Branch 

To  the  House  of  Delegates;  Gentlemen: 

The  thirty-sixth  annual  meeting  of  the  Sixth 
District  Branch  of  the  Medical  Society  of  the  State 
of  New  York  was  held  at  the  International  Business 
Machines  Country  Club  at  Endicott,  New  York,  on 
Wednesday,  September  16,  1942.  The  attendance 
was  82. 

The  first  wartime  meeting  of  the  Society  in 
twenty-four  years  registered  a sharp  decline  in 
registration.  However,  the  usual  interest  of  those 
present  made  the  small  attendance  but  slightly 
noticed. 

The  program  of  the  morning  session  was  as  fol- 
lows: “Treatment  of  the  Aged”  by  Dr.  Ernst  P. 
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Boas,  associate  attending  physician  at  Mount  Sinai 
Hospital,  New  York  City;  “Nutrition:  Survey  of 
Recent  Findings  and  a Discussion  of  General  Prob- 
lems” by  Dr.  L.  A.  Maynard,  director  of  the 
School  of  Nutrition,  Cornell  University,  Ithaca;  and 
“Progress  Report  of  Medical  Recruiting  in  the  Sixth 
District  Area”  by  Major  Edward  K.  Reid,  U.S. 
Army. 

At  the  afternoon  session  a symposium  on  Medical 
Indemnity  Insurance  was  held.  This  method  of  pres- 
entation of  a subject  was  an  innovation,  highly  suc- 
cessful. The  panel  consisted  of  Dr.  Frederick  M. 
Miller,  Jr.,  of  Utica,  Dr.  Harvey  P.  Hoffman,  of 
Buffalo,  and  Dr.  Frederick  E.  Elliott,  of  Brooklyn. 
The  chairman  of  the  meeting  acted  as  coordinator. 
Each  speaker  on  the  panel  spoke  for  twenty  minutes. 
The  chairman  then  called  for  questions  from  the 
floor.  He  referred  them  to  panel  participants  for 
answer.  Many  questions  were  asked,  resulting  in  a 
thorough  discussion  of  the  subject. 

At  the  conclusion  of  the  symposium,  Dr.  W.  D. 
Ludlum  gave  a brief  report  on  the  objectives  of  the 
National  Physicians  Committee.  Following  a dis- 
cussion of  this  report,  the  meeting  was  adjourned. 
Respectfully  submitted, 

Norman  S.  Moore,  M.D.,  President 

March  2,  1943 

Seventh  District  Branch 

To  the  House  of  Delegates;  Gentlemen: 

The  annual  meeting  of  the  Seventh  District 
Branch  was  held  on  Wednesday,  September  23,  1942, 
at  the  Academy  of  Medicine  in  Rochester.  There 
were  218  members  present. 

The  meeting  was  called  to  order  at  9:45  a.m.,  and 
motion  sound  pictures  were  shown,  for  which  the 
films  had  been  provided  by  the  British  Information 
Services.  They  brought  home  to  the  physicians 
problems  which  they  may  meet  both  in  the  war  and 
in  civilian  life.  Their  titles  follow:  “London  Fire 

Raids,”  “London  Can  Take  It,”  “Lofoten  Raid,” 
“Morning  Paper,”  “Three  in  a Shell  Hole,”  and 
“Historic  Record.” 

Two  papers  were  then  read  on  subjects  of  ever 
pressing  interest.  Dr.  Nolan  D.  C.  Lewis,  professor 
of  psychiatry,  College  of  Physicians  and  Surgeons, 
Columbia  University,  spoke  on  “The  Psychological 
Problems  of  Age.”  He  brought  out  the  fact  that  the 
older  members  of  the  profession  must  now  bear  an 
ever  increasing  burden  in  caring  for  civilian  health. 

Dr.  Cornelius  P.  Rhoads,  director,  Memorial 
Hospital,  New  York  City,  then  spoke  on  “The 
Modern  Conception  and  Treatment  of  Cancer,” 
bringing  the  audience  up  to  date  on  the  cancer  prob- 
lem. 

After  luncheon,  officers  of  the  State  Medical 
Society  were  introduced:  Dr.  Joseph  S.  Lawrence, 

Executive  Officer;  Mr.  Dwight  Anderson,  Director 
of  the  Bureau  of  Public  Relations;  Dr.  Peter  Irving, 


Secretary  and  General  Manager;  and  Dr.  George  W. 
Cottis,  President.  Dr.  Cottis  expressed  his  deep 
conviction  that  the  profession  should  keep  in  step 
with  modern  sociologic  trends  in  order  to  take  leader- 
ship in  finding  the  best  ways  to  succeed  in  caring  for 
the  sick. 

Then  the  scientific  program  was  continued  with  a 
forum  discussion  on  four  papers,  “Blood  Plasma” 
by  Dr.  Joseph  W.  Howland,  “Burns”  by  Dr.  James 
S.  Houck,  “Fractures”  by  Dr.  Joseph  P.  Henry,  and 
“Shock”  by  Dr.  Maurice  Barnard.  Dr.  Leo  J. 
Simpson  acted  as  chairman  of  the  panel  and  called 
on  Dr.  John  Detro,  Dr.  Earle  Mahoney,  Dr.  Henry 
Crawford,  and  Dr.  Fred  A.  Bryan.  This  was  an 
outstanding  discussion  in  civilian  defense  problems 
with  the  latest  medical  information  clearly  de- 
scribed. 

Respectfully  submitted, 

Benjamin  J.  Slater,  M.D.,  President 
March  1,  1943 

Eighth  District  Branch 

To  the  House  of  Delegates ; Gentlemen: 

The  thirty-seventh  annual  meeting  of  the  Eighth 
District  Branch  was  held  on  Thursday,  October  1, 
1942,  at  the  Veterans  Facility  Building  in  Batavia. 
There  were  97  members  present. 

The  morning  session  opened  at  10:00  a.m.  with  a 
symposium  of  “Effects  of  War  Gases.”  Dr.  Stephen 
J.  Walczak,  Dr.  Ramsdell  Gurney,  and  Dr.  Harvey 
P.  Hoffman,  of  Buffalo,  discussed  this  important 
subject  in  up-to-date  fashion. 

Dr.  Herbert  H.  Bauckus,  of  Buffalo,  Chairman  of 
the  Public  Relations  and  Economics  Committee  of 
the  Council,  then  spoke  on  the  subject  of  “Medical 
Expense  Indemnity  Insurance.”  He  expressed  the 
great  desire  of  the  State  Society  administration,  to 
effect  further  promotion  of  this  nonprofit  insurance 
than  has  so  far  occurred  in  New  York. 

At  the  luncheon,  officers  of  the  State  Medical 
Society,  past  and  present,  were  introduced.  Presi- 
dent Cottis  spoke  of  the  need  for  the  medical  pro- 
fession to  concern  itself  with  changing  sociologic 
trends  in  such  a way  as  to  lead  in  ensuring  real 
medical  care  in  the  future. 

In  the  afternoon  Dr.  William  D.  Stroud,  professor 
of  cardiology,  Jefferson  Medical  College,  Phila- 
delphia, read  a paper  on  “Cardiac  Pain.”  Dr. 
Herman  E.  Pearse,  Jr.,  assistant  professor  of  surgery, 
University  of  Rochester  School  of  Medicine  and 
Dentistry,  gave  a talk  illustrated  by  lantern  slides 
on  “Peripheral  Vascular  Diseases.” 

Since  Dr.  Robert  C.  Peale,  President  of  the 
Branch,  is  absent  on  leave  from  his  State  Society 
duties  for  service  in  the  Army,  reporting  on  County 
activities  falls  to  me  as  vice-president. 

Respectfully  submitted, 

Peter  J.  Di  Nat  ale,  M.D.,  Vice-President 
March  1,  1943 


1943  Annual  Meeting 
Medical  Society  of  the  State  of  New  York 

May  3,  4,  5,  6 — The  Hotel  Statler,  Buffalo 


House  of  Delegates 

The  regular  Annual  Meeting  of  the  House 
of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  will  be  called  to  order  at 
10:00  a m.  on  Monday,  May  3,  in  the 
Assembly  Boom  on  the  Seventeenth  Floor. 

In  accordance  with  Chapter  II,  Section  3, 
of  the  Bylaws,  the  House  will  assemble  ac- 
cording to  the  following  schedule: 

Monday,  May  3,  1943 
10 : 00  a.m.  and  3 : 00  p.m. 

Tuesday,  May  4,  1943 
9:00  a.m.  and  1:00  p.m. 

At  the  last  adjourned  session  (1:00  p.m., 
Tuesday),  the  election  of  officers,  councilors, 
trustees,  and  delegates  will  occur  in  accord- 
ance with  Chapter  III,  Section  I,  of  the  re- 
vised Bylaws. 

Louis  H.  Bauee,  M.D.,  Speaker 
Peter  Irving,  M.D.,  Secretary 

137th  Annual  Meeting 

This  year  a change  of  meeting  time  for 
the  Annual  Meeting  has  been  set  following 
the  decision  to  have  no  banquet.  The 
Annual  Meeting  will  take  place  at  2:30  p.m., 
or  as  near  thereafter  as  possible,  following 
adjournment  of  the  last  session  of  the  House 
of  Delegates.  The  place  will  be  the  Seven- 
teenth Floor.  The  Society  will  be  called  to 
order  by  the  President,  with  reading  of  the 
minutes  by  the  Secretary. 

George  W.  Cottis,  M.D.,  President 
Peter  Irving,  M.D.,  Secretary 

Registration 

Registration  will  be  held  in  the  Hotel — for 
delegates  on  Monday,  May  3,  after  9:00 
a.m.  ; for  members,  on  Monday,  Tuesday, 
Wednesday,  and  Thursday,  May  3,  4,  5,  6, 
from  9:00  a.m.  to  6:00  p.m. 


Exhibits 

Scientific  and  Technical  exhibits  will  be 
located  in  the  Hotel. 

Scientific  Motion  Pictures  will  be  shown. 
Scientific  Sessions 

General  Sessions  on  Tuesday  and  Thurs- 
day afternoons.  Section  and  Session  meet- 
ings will  be  held  on  Tuesday  morning, 
Wednesday  morning  and  afternoon,  and 
Thursday  morning. 

Civilian  Defense  in  New  York  State 

A dinner  meeting  on  Civilian  Defense  will 
be  held  on  Tuesday,  May  4,  at  7:00  p.m.,  in 
the  Ballroom,  under  the  auspices  of  the 
Medical  Society  of  the  State  of  New  York, 
the  Office  of  Civilian  Defense,  and  the 
Second  Service  Command  and  the  Health 
Preparedness  Commission  of  the  State  of 
New  York.  Tickets  may  be  secured  at  the 
registration  desk. 

New  York  State  Association  of  School 
Physicians 

This  year  the  School  Physicians,  on  invita- 
tion, will  hold  meetings  in  the  afternoon  and 
evening  of  Monday,  May  3,  with  a dinner  to 
be  arranged.  (See  page  674  for  program.) 

Tuberculosis  Luncheon 

The  Subcommittee  on  Tuberculosis  and 
Chest  Diseases  will  hold  a luncheon  at  12:00 
noon,  Wednesday,  May  5,  in  the  Chinese 
Room.  All  those  concerned  with  tubercu- 
losis from  state  and  local  aspects  will  be 
welcome. 

Woman’s  Auxiliary 

See  April  15  issue  for  the  program. 
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Scientific  Program 

The  Committee: 

D.  Dexter  Davis,  M.D.,  Chairman , Brooklyn;  and 
Chairman  of  Sections  and  Sessions 


GENERAL  SESSIONS 

(Dr.  Davis  presiding) 


The  presentations  at  these  Sessions  will  consist  of  one-half  hour  lectures, 
without  discussion.  The  meetings  will  start  promptly  at  the  hour  specified. 
Members  are  requested  to  be  in  their  seats  at  least  five  minutes  in  advance 
of  the  meeting  time. 


Tuesday,  May  4 — 2:30  P.M. 

Hotel  Statler,  Assembly  Room,  17th  Floor 

1 . “British  and  American  Experiences  in  Civil  De- 

fense” Colonel  George  Baehr,  Chief  Medical 
Officer,  Office  of  Civilian  Defense,  Washing- 
ton, D.C. 

2.  “Summary  of  the  Modern  Treatment  of  War 
Injuries” 

Captain  Reynolds  Hayden,  M.C.,  U.S.N., 

Commandant  Third  Naval  District,  New 
York 

3.  “Care  of  Soft  Tissue  Injuries” 

Forrest  Young,  M.D.,  Assistant  Professor  of 
Surgery,  University  of  Rochester,  School  of 
Medicine,  Rochester 

4.  “Continuous  Caudal  Analgesia  in  Obstetrics: 
Demonstration  of  Catheter  Technic  for  Adminis- 
tration” 

(The  A.  Walter  Suiter  Lectureship.  . . . This 
will  be  the  fifth  lecture  to  be  delivered  under  this 
lectureship  fund.) 

Francis  R.  Irving,  M.D.,  Professor  of  Clinical 
Obstetrics,  Syracuse  University,  College  of 
Medicine,  Syracuse 

C.  Albertson  Lippencott,  M.D.,  Syracuse 
Frank  Meyer,  M.D.,  Syracuse 


Thursday,  May  6—2:00  P.M. 

Hotel  Statler,  Assembly  Room,  17th  Floor 
Symposium 
Plasma 

1.  “The  Physiologic  Aspects  of  Shock  and  Its 
Treatment  with  Plasma  and  Other  Blood  Sub- 
stitutes” 

H.  Necheles,  M.D.,  Ph.D.,  Professorial  Lec- 
turer, Department  of  Physiology,  University 
of  Chicago,  Chicago,  Illinois 

2.  “Laboratory  Aspects  of  the  Preparation  and 

Biologic  Control  of  Plasma” 

A.  Milzer,  M.S.,  Ph.D.,  Associate  in  Research 
and  Production  Bacteriologist  of  Serum  Cen- 
ter, Michael  Reese  Hospital,  Chicago,  Illinois 

3.  “Principles  and  Methods  of  Desiccation  of 
Plasma” 

F.  Oppenheimer,  Ph.D.,  Physicist  in  charge  of 
Production  and  Research  of  the  Serum  Center, 
Michael  Reese  Hospital,  Chicago,  Illinois 

4.  “The  Clinical  Application  of  Plasma” 

Sidney  O.  Levinson,  M.D.,  Director  of  The 
Samuel  Deutsch  Convalescent  Serum  Center, 
and  Chairman,  Blood  Plasma  Committee, 
Civilian  Defense,  Metropolitan  Chicago  Area, 
Chicago,  Illinois 
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SECTIONS 

All  papers  read  before  the  Society  by  members  become  the  property  of 
the  Society.  The  original  copy  of  each  paper  shall  be  left  with  the  secre- 
tary of  the  section. 

Discussers  should  have  their  remarks  typed,  double-spaced,  and  hand 
them  to  the  secretary. 

Time  limits:  Twenty  minutes  for  each  paper,  five  minutes  for  individual 
discussion. 

Section  meetings  shall  begin  promptly  at  the  hour  specified. 


SECTION  ON 
ANESTHESIOLOGY 

Chairman.  .Clifford  E.  McElwain,  M.D.,  Syracuse 
Vice-Chairman.  . .F.  Paul  Ansbro,  M.D.,  Brooklyn 
Secretary Milton  C.  Peterson,  M.D.,  New  York 


Tuesday,  May  4 — 10:00  A.M. 

Hotel  Statler,  Room  310 

Address  of  Welcome 

John  H.  Evans,  M.D.,  Buffalo 

Chairman’s  Address:  “Anesthesiology  and  the 

Autonomic  Nervous  System” 

F.  Paul  Ansbro,  M.D.,  Brooklyn 

1.  “The  Narcotic  Properties  of  Carbon  Dioxide” 

M.  H.  Seevers,  M.D.,  Ann  Arbor,  Michigan 
(By  invitation) 

Discussion:'  E.  A.  Rovenstine,  M.D.,  New  York 

2.  “Anesthesia  for  the  Aged” 

Evelyn  Apogi,  M.D.,  New  York  (By  invita- 
tion) 

Discussion:  Charles  J.  Wells,  M.D.,  Syracuse 

3.  “Prolonged  Intravenous  Pentothal  Anesthesia 
for  Military  Surgery” 

Captain  Barnett  A.  Greene,  M.C.,  A.U.  S., 

Fort  Monmouth,  New  Jersey 
Discussion:  Rose  M.  Lenahan,  M.D.,  Buffalo 


Wednesday,  May  5 — 2:00  P.M. 

Hotel  Statler,  Room  310 

1.  “Anesthesia  for  Thoracic  Surgery” 

Benjamin  E.  Etsten,  M.D.,  Albany 
Discussion:  Lorenzo  J.  Pico,  M.D.,  Brooklyn 

2.  (Title  to  be  announced  later) 

Major  Stevens  J.  Martin,  M.C.,  A.U.S., 

New  York 

Discussion:  Henry  K.  Beecher,  M.D.,  Boston, 
Massachusetts  (By  invitation) 

Round-Table  Discussion 
Anesthesiology  as  Applied  to  War 
Casualties 

Paul  M.  Wood,  M.D.,  New  York,  Chairman 
Virginia  Apgar,  M.D.,  New  York 
John  C.  Dessloch,  M.D.,  Rochester 
Clarence  J.  Durshordwe,  M.D.,  Buffalo 
E.  A.  Rovenstine,  M.D.,  New  York 


SECTION  ON 

DERMATOLOGY  AND  SYPHILOLOGY 

Chairman.  .Rudolph  Ruedemann,  Jr.,  M.D.,  Albany 
Secretary Maurice  J.  Costello,  M.D.,  New  York 


Wednesday,  May  5 — 10:00  A.M. 

Hotel  Statler,  Room  306 

1.  “Crude  Liver  Extract  as  a Supportive  Measure 
in  Arseno — or  Heavy  Metal  Therapy” 

Girsch  D.  Astrachan,  M.D.,  New  York 
Discussion:  Paul  Gross,  M.D.,  New  York 

2.  “Tuberculous  Lesions  of  the  Skin” 

Anthony  C.  Cipollaro,  M.D.,  New  York 

3.  “Cutaneous  Moniliasis” 

Paul  E.  Bechet,  M.D.,  New  York 
Discussion:  Royal  M.  Montgomery,  M.D., 

New  York 

4.  “Occupational  Acnes” 

Louis  Schwartz,  M.D.,  Bethesda,  Maryland 
(By  invitation) 

Discussion:  Louis  Tulipan,  M.D.,  New  York 


Thursday,  May  6 — 10:00  A.M. 

Hotel  Statler,  Room  306 

1.  “Eczema  Vaccinatum” 

Frank  C.  Combes,  M.D.,  New  York 

Howard  T.  Behrman,  M.D.,  New  York 

Discussion:  Maurice  J.  Costello,  M.D.,  New 
York 

2.  “Cutaneous  Eruptions  Produced  by  Sulfon- 
amides: A Report  of  Two  Cases  of  Bullous 
Eruption  Following  the  Administration  of  Sul- 
fonamide Drugs,  One  of  Which  Resembled 
Pemphigus  Vulgaris” 

David  Bloom,  M.D.,  New  York 

3.  “Fever  as  an  Adjuvant  to  Specific  Therapy  in 
Syphilis” 

Evan  W.  Thomas,  M.D.,  New  York 
Discussion:  Harry  C.  Saunders,  M.D.,  New 
York 

4.  “The  Significance  of  Absent  Pharyngeal  and 
Corneal  Reflexes  in  Cutaneous  Diseases” 

Thomas  N.  Graham,  M.D.,  New  York 

George  M.  Lewis,  M.D.,  New  York 
Discussion:  Howard  Fox,  M.D.,  New  York 

5.  “The  Etiology  of  Psoriasis” 

Arthur  E.  Goldfarb,  M.D.,  New  York 
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SECTION  ON 

GASTROENTEROLOGY  AND  PROCTOLOGY 

Chairman 

. . . .H.  Walden  Retan,  M.D.,  Syracuse  (In  Service) 

Vice-Chairman F.  Leslie  Sullivan,  M.D.,  Scotia 

Secretary Stockton  Kimball,  M.D.,  Buffalo 

Tuesday,  May  4 — 10:00  A.M. 

Hotel  Statler,  Room  306 

1.  “Fat  and  Vitamin  A Absorption  in  Sprue” 

David  Adlersberg,  M.D.,  New  York 
Discussion:  Henry  A.  Rafsky,  M.D.,  New  York 

2.  “The  Treatment  of  Peptic  Ulcer” 

Edward  F.  Driscoll,  M.D.,  Buffalo 

Abraham  H.  Aaron,  M.D.,  Buffalo 
Discussion:  John  D.  Stewart,  M.D.,  Buffalo 

3.  “The  Treatment  of  Gallbladder  Disease” 

Albert  F.  R.  Andresen,  M.D.,  Brooklyn 
Discussion:  I.  Harris  Levy,  M.D.,  Syracuse 

4.  “The  Diagnosis  and  Treatment  of  Lympho- 
granuloma Venereum  of  Colon,  Rectum,  and 
Anus” 

Charles  B.  Jones,  M.D.,  Brooklyn 
Discussion:  Descum  D.  McKenney,  M.D., 

Buffalo 


Wednesday,  May  5 — 2:00  P.M. 

Hotel  Statler,  Room  306 

Symposium 

Carcinoma  of  the  Colon  and  Rectum 

1.  “Carcinoma  of  the  Colon:  Diagnostic  Criteria 
for  Early  Recognition” 

Burrill  B.  Crohn,  M.D.,  New  York 
Discussion:  Ralph  J.  McMahon,  M.D.,  John- 
son City 

2.  “The  Diagnostic  and  Therapeutic  Value  of  X- 
ray  in  Carcinoma  of  the  Colon” 

Edward  C.  Koenig,  M.D.,  Buffalo 

Gordon  J.  Culver,  M.D.,  Buffalo 
Discussion:  Kencil  L.  Mitton,  M.D.,  Schenec- 
tady 

3.  “Carcinoma  of  the  Large  Intestine” 

Frederick  F.  McGauley,  M.D.,  Schenectady 
Discussion:  Arthur  M.  Dickinson,  M.D., 

Albany 

4.  “Peritonitis  Secondary  to  Perforation  in  Car- 
cinoma of  the  Colon” 

Philip  D.  Allen,  M.D.,  New  York 
Discussion:  William  S.  Brady,  M.D.,  Utica 


SECTION  ON 

INDUSTRIAL  MEDICINE  AND  SURGERY 

Chairman.  . . .Leonard  Greenburg,  M.D.,  New  York 
Secretary ...  Orvis  H.  Brenenstuhl,  M.D.,  Albany 

This  program  is  designed  to  answer  questions 
which  may  be  raised  on  the  subject  of  industrial 
medical  services  by  any  of  the  speakers  or  any  of  the 
members  of  the  audience.  As  a result  of  this  dis- 
cussion, we  should  be  able  to  come  away  from  the 
meeting  with  a report  which  later  might  be  printed 
in  the  Journal  and  which  would  serve  as  a guide 
to  this  problem  in  the  State  of  New  York. 

The  first  three  papers  are  to  be  presented  in  brief 
form  and  are  to  serve  as  a background  for  a general 
discussion  of  all  phases  of  the  problem  of  industrial 
medical  services. 


Tuesday,  May  4 — 10:00  A.M. 

Hotel  Statler,  Room  308 
Symposium 

Medical  Services  in  Industry 

1.  “The  Functions  of  the  Industrial  Medical  Serv- 
ice” 

2.  “The  Industrial  Medical  Provisions  for  Various 
Sizes  of  Plants,  Both  Personnel  and  Physical 
Equipment” 

3.  “The  Integration  of  the  Industrial  Medical  Serv- 
ices with  Medical  Services  in  the  Community 
and  the  Social  Agencies  of  the  Community” 

Wednesday,  May  5 — 2:00  P.M. 

Hotel  Statler,  Room  308 

1.  “The  Nutrition  of  the  Industrial  Worker  and 
Industry’s  Part  in  This  Problem” 

2.  “What  Shall  We  Do  About  Physical  Defects  in 
the  General  Population?” 

3.  “The  Medical  Aspects  of  Absenteeism  in  In- 
dustry” 


SECTION  ON 
MEDICINE 

Chairman.  . J.  Stanley  Kenney,  M.D.,  New  York 

Vice-Chairman 

Frederic  W.  Holcomb,  M.D.,  Kingston 

Secretary Julian  M.  Freston,  M.D.,  New  York 

Wednesday,  May  5 — 10:00  A.M. 

Hotel  Statler,  Assembly  Room,  17th  Floor 

JOINT  MEETING  WITH  THE  SECTION  ON 
SURGERY 

(See  Section  on  Surgery) 

Thursday,  May  6 — 10:00  A.M. 

Hotel  Statler,  Room  310 

1.  “Treatment  of  Pneumonia  with  Sodium  Sulfa- 
pyridine  and  Sodium  Sulfathiazole  Administered 
Orally” 

Elmer  H.  Loughlin,  M.D.,  Brooklyn 
Richard  H.  Bennett,  M.D.,  Brooklyn 
Samuel  H.  Spitz,  M.D.,  Brooklyn 
Mary  E.  Flanagan,  B.S.,  Brooklyn 

2.  “Light  Transition  Forms  Between  Mental 
Health  and  Mental  Disease” 

B.  Liber,  M.D.,  New  York 

3.  “Preventive  Aspects  of  Coronary  Disease” 

Milton  Plotz,  M.D.,  Brooklyn 

4.  “New  Objective  (Photoelectric)  Method  for  the 
Determination  of  Circulation  Time” 

Benjamin  Jablons,  M.D.,  New  York 
Jules  Cohen,  M.D.,  New  York  (By  invitation) 
M.  Y.  Swirsky,  M.D.,  New  York  (By  invita- 
tion) 


SECTION  ON 

NEUROLOGY  AND  PSYCHIATRY 

Chairman.  . .Noble  R.  Chambers,  M.D.,  Syracuse 
Secretary Angus  M.  Frantz,  M.D.,  New  York 

Wednesday,  May  5 — 10:00  A.M. 

Hotel  Statler,  Room  308 

1.  “Bilateral  Blindness  Due  to  Lesions  in  Both 
Occipital  Lobes” 
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Joseph  C.  Yaskin,  M.D.,  Philadelphia,  Penn- 
sylvania (By  invitation) 

Henry  Alsop  Riley,  M.D.,  New  York 
Helene  E.  Riggs,  M.D.,  Philadelphia,  Penn- 
sylvania (By  invitation) 

A.  S.  Tornay,  M.D.,  Philadelphia,  Pennsyl- 
vania (By  invitation) 

Open  Discussion 

2.  “Experiences  with  500  Cases  of  Personally 
Studied  Peripheral  Facial  Paralysis” 

Lt.  Comm.  Harold  R.  Merwarth,  M.C., 
U.S.N.R.,  Brooklyn 

3.  “Meniere’s  Syndrome,  Its  Mechanism  and 
Management” 

Miles  Atkinson,  M.D.,  New  York 
Open  Discussion 

4.  “Twenty  Years  with  Treatment  of  Trigeminal 
Neuralgias” 

Henry  Ward  Williams,  M.D.,  Rochester 
Discussion:  Wallace  B.  Hamby,  M.D.,  Buffalo 


Thursday,  May  6 — 10:00  A.M. 

Hotel  Statler,  Room  308 

Symposium 

Electroshock  Therapy 

1.  and  2.  “Electroshock  Therapy  in  Manic  Depres- 
sive Psychoses” 

Margaret  T.  Ross,  M.D.,  Canandaigua 
“A  Study  of  over  2,000  Cases  of  Electrofit- 
Treated  Patients” 

David  J.  Impastato,  M.D.,  New  York 

Renato  J.  Almansi,  M.D.,  New  York 
Discussion  opened  by  Eugene  N.  Boudreau, 
M.D.,  Syracuse 

3.  “Emotional  Factors  in  Alcoholism” 

Edward  B.  Allen,  M.D.,  White  Plains 
Discussion:  Albert  B.  Siewers,  M.D.,  Syracuse 

4.  “Postconcussion  Syndrome — Evaluation  of  the 
Organic  Factors  and  Prognosis” 

Peter  G.  Denker,  M.D.,  New  York 
Discussion:  G.  Kirby  Collier,  M.D.,  Rochester 


SECTION  ON 

OBSTETRICS  AND  GYNECOLOGY 

Chairman Louis  A.  Siegel,  M.D.,  Buffalo 

Secretary Edward  A.  Bullard,  M.D.,  New  York 

Tuesday,  May  4 — 10:00  A.M. 

Hotel  Statler,  Iroquois  Room,  Mezzanine  Floor 

1.  “The  Significance  of  Increased  Menstrual 
Bleeding  in  Women  over  Forty” 

Clyde  L.  Randall,  M.D.,  Buffalo 
Discussion:  Stuart  B.  Blakely,  M.D.,  Bingham- 
ton 

2.  “Sixteen  Years’  Experience  with  Placenta 
Pjaevia,  Emphasizing  Conservative  Therapy” 

Ward  L.  Ekas,  M.D.,  Rochester 
Discussion:  Francis  C.  Goldsborough,  M.D., 
Buffalo 

3.  “The  Effect  of  the  Antepartum  Administration 
of  Quinine  on  Labor” 

Andrew  A.  Marchetti,  M.D.,  New  York 

Alberta  Kuder,  M.A.,  New  York  (By  invita- 
tion) 

Lieutenant  Leston  E.  Fitch,  M.C.,  U.S.N.R., 

New  York  (By  invitation) 

Discussion:  George  W.  Kosmak,  M.D.,  New 
York 


Wednesday,  May  5 — 2:00  P.M. 

Hotel  Statler,  Assembly  Room,  17th  Floor 

1.  “The  Management  of  Carcinoma  of  the  Body  of 
the  Uterus” 

James  A.  Corscaden,  M.D.,  New  York 
Discussion:  William  H.  Wehr,  M.D.,  Buffalo 

2.  “Cesarian  Sections” 

James  P.  Marr,  M.D.,  New  York 
Discussion:  Claude  E.  Heaton,  M.D.,  New  York 

3.  “Version  and  Breech  Delivery” 

Milton  G.  Potter,  M.D.,  Buffalo 
Discussion:  James  K.  Quigley,  M.D.,  Ro- 

chester; and  Francis  R.  Irving,  M.D.,  Syracuse 

4.  “Chronic  Endocervicitis — A Critical  Survey  of 
Its  Treatment” 

Mortimer  N.  Hyams,  M.D.,  New  York 
Discussion:  Harvey  B.  Matthews,  M.D., 

Brooklyn 


SECTION  ON 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

Chairman H.  W.  Cowper,  M.D.,  Buffalo 

Secretary.  . . .James  E.  McAskill,  M.D.,  Watertown 


Wednesday,  May  5 — 9:00  A.M. 

Hotel  Statler,  Room  302 

1.  “Bilateral  Uveitis  with  Poliosis,  Vitiligo,  etc. — 
A Theory  as  to  Cause” 

Eliott  B.  Hague,  M.D.,  Buffalo 
Discussion:  Thurber  Le  Win,  M.D.,  Buffalo 

2.  “Epidemic  Keratoconjunctivitis” 

Arthur  J.  Bedell,  M.D.,  Albany 
Discussion:  Major  Murray  Saunders,  M.C., 

New  York  (By  invitation) 

3.  “Gas  Injuries” 

Francis  Heed  Adler,  M.D.,  Philadelphia, 
Pennsylvania  (By  invitation) 

Discussion:  Alson  E.  Braley,  M.D.,  New  York 

4.  “Early  Recognition  and  Management  of  Glau- 
coma” 

Hany  S.  Gradle,  M.D.,  Chicago,  Illinois 
(By  invitation) 

Discussion:  Algernon  B.  Reese,  M.D.,  New 
York 

5.  “Corneal  Diseases  with  Lowered  Vitality” 

Ralph  I.  Lloyd,  M.D.,  Brooklyn 
Discussion:  Arno  E.  Town,  M.D.,  New  York 


Thursday,  May  6 — 10:00  A.M. 

Hotel  Statler,  Room  302 

1.  “General  Discussion  of  Tumors  of  the  Nose  and 
Nasopharynx” 

Andrew  A.  Eggston,  M.D.,  New  York 
Discussion:  Daniel  S.  Cunning,  M.D.,  New 

York 

2.  “Dermatologic  Diseases  Frequently  Encount- 
ered by  Otolaryngologists” 

A.  Benson  Cannon,  M.D.,  New  York 
Discussion:  Walter  L.  Mattick,  M.D.,  Buffalo 

3.  “Treatment  of  Cancer  of  the  Larynx  by 
Surgery  and  Irradiation” 

“Criteria  for  Selection  of  Treatment  and 

Analysis  of  End  Results” 

Chevalier  L.  Jackson,  M.D.,  Philadelphia 
Pennsylvania  (By  invitation) 
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4.  “Otolaryngologic  Problems  of  Aviation” 

Captain  Page  Northington,  M.C.,  U.S.N.R., 

New  York 

Discussion:  Louis  Hopewell  Bauer,  M.D., 

Hempstead 


SECTION  ON 
ORTHOPAEDIC  SURGERY 

Chairman R.  Plato  Schwartz,  M.D.,  Rochester 

Secretary ...  Roscoe  D.  Severance,  M.D.,  Syracuse 

Wednesday,  May  5 — 10:00  A.M. 

Hotel  Statler,  Iroquois  Room,  Mezzanine  Floor 

JOINT  MEETING  WITH  THE  SECTION  ON 
RADIOLOGY 
(See  Section  on  Radiology) 

Thursday,  May  6 — 10:00  A.M. 

Hotel  Statler,  Assembly  Room,  17th  Floor 

1.  “Use  of  Sulfonamides  in  Treatment  of  Acute 
Osteomyelitis  in  Children” 

David  E.  Robertson,  M.D.,  Toronto,  Ontario 
(By  invitation) 

Discussion  opened  by  William  Ward  Plummer, 
M.D.,  Buffalo 

2.  “New  Developments  in  Infantile  Paralysis” 

Don  W.  Gudakunst,  M.D.,  New  York  (By 
invitation) 

3.  “The  Degree,  the  Extent  and  Mechanism  of 
Muscle  Spasm  in  Infantile  Paralysis” 

Harry  D.  Bouman,  M.D.,  Rochester  (By  in- 
vitation) 

Discussion  of  both  papers  opened  by  R.  Plato 
Schwartz,  M.D.,  Rochester 


SECTION  ON 

PATHOLOGY  AND  CLINICAL  PATHOLOGY 

Chairman.  . . .Ralph  G.  Stillman,  M.D.,  New  York 
Vice-Chairman.  ..  .Ward  H.  Cook,  M.D.,  Yonkers 
Secretary M.  J.  Fein,  M.D.,  New  York 

Tuesday,  May  4 — 10:00  A.M. 

Hotel  Statler,  Room  304 
(Program  in  process  of  arrangement) 

Wednesday,  May  5 — 2:00  P.M. 

Hotel  Statler,  Room  304 
(Program  in  process  of  arrangement) 

Fresh  Tissue  Demonstration 
A demonstration  on  fresh  tissue  will  occur  at 
suitable  times  on  the  Seventeenth  Floor. 

SECTION  ON 
PEDIATRICS 

Chairman William  J.  Orr,  M.D.,  Buffalo 

Vice-Chairman 

A.  Clement  Silverman,  M.D.,  Syracuse 

Secretary Carl  H.  Laws,  M.D.,  Brooklyn 

Wednesday,  May  5 — 10:00  A.M. 

Hotel  Statler,  Room  304 

1.  “Early  Diagnosis  and  Early  Treatment  of  Con- 
genital Dislocation  of  the  Hips” 

Frederick  R.  Thompson,  M.D.,  New  York 

2.  “Potentation  of  Sulfonamides;  Experimental 
and  Clinical  Studies” 

Irwin  Neter,  M.D.,  Buffalo 


3.  “Recent  Advances  in  the  Diagnosis  and  Treat- 
ment of  Whooping  Cough” 

William  L.  Bradford,  M.D.,  Rochester 

4.  (Title  to  be  announced  later) 

Thomas  D.  Dublin,  M.D.,  New  York 


Thursday,  May  6 — 9:30  A.M. 

Hotel  Statler,  Room  304 

1.  “The  Use  of  Finely  Divided  Meat  Particles  as 
the  Protein  Basis  for  Milk  Substitutes  in  In- 
fantile Eczema” 

Jerome  Glaser,  M.D.,  Rochester 

Symposium 
Rheumatic  Fever 

1.  “A  Clinical  Syndrome  in  Children  Resembling 
Rheumatic  Fever” 

Albert  D.  Kaiser,  M.D.,  Rochester 

2.  “Public  Health  Aspects  of  Rheumatic  Fever” 

George  M.  Wheatley,  M.D.,  New  York 


SECTION  ON 

PUBLIC  HEALTH,  HYGIENE,  AND 
SANITATION 

Chairman.  .Burdge  P.  MacLean,  M.D.,  Huntington 

Vice-Chairman 

Arthur  M.  Johnson,  M.D.,  Rochester 

Secretary Frank  E.  Coughlin,  M.D.,  Albany 


Tuesday,  May  4 — 10:00  A.M. 

Hotel  Statler,  Room  302 

1.  “Administrative  Difficulties  Faced  by  a City 
Health  Department  in  Wartime” 

Ernest  L.  Stebbins,  M.D.,  New  York 
Discussion:  Vivian  A.  Van  Volkenburgh,  M.D., 
Albany 

2.  “Nutrition  of  the  Industrial  Worker  in  the 
United  States  and  Abroad” 

Frank  G.  Boudreau,  M.D.,  New  York  (By 
invitation) 

3.  “Scientific  Basis  for  Our  Present  Dietary  Stand- 
ards” 

Lydia  J.  Roberts,  Ph.D.,  Chicago,  Illinois  (By 
invitation) 

Discussion  of  both  papers:  Edward  S.  Rogers, 
M.D.,  Albany 

4.  “An  Outbreak  of  Gonorrhea  in  a Boys’  School” 

Robert  S.  Westphal,  M.D.,  Albany 
Discussion:  James  H.  Lade,  M.D.,  Albany  (By 
invitation) 


Wednesday,  May  5 — 2:00  P.M. 

Hotel  Statler,  Room  302 

1.  “Virus  Diseases  of  the  Central  Nervous  System” 

David  K.  Miller,  M.D.,  Buffalo 
Discussion:  Paul  H.  Garvey,  M.D.,  Rochester 

2.  “Tropical  Diseases — A Postwar  Health  Prob- 
lem” 

Lt.  Col.  Thomas  T.  Mackie,  M.C.,  U.S.A., 
Washington,  D.C. 

Discussion:  James  E.  Perkins,  M.D.,  Albany 
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3.  “Military  Malaria  Control” 

Lt.  Col.  Paul  F.  Russell,  M.C.,  A.U.S., 
Washington,  D.  C.  (By  invitation) 
Discussion:  William  T.  Clark,  M.D.,  Buffalo 

4.  “A  Hotel  Outbreak  of  Gastroenteritis  Due  to 
Salmonella  Derby” 

Frank  E.  Coughlin,  M.D.,  Albany 
Discussion:  Miss  Marion  B.  Coleman,  Albany 
(By  invitation) 


SECTION  ON 
RADIOLOGY 

Chairman 

. . .Foster  C.  Rulison,  M.D.,  Syracuse  (In  Service) 

Vice-Chairman 

. . . E.  Forrest  Merrill,  M.D.,  New  York  (In  Service) 
Secretary.  . . .Leslie  R.  Lingeman,  M.D.,  Rochester 

Wednesday,  May  5 — 10:00  A.M. 

Hotel  Statler,  Iroquois  Room,  Mezzanine  Floor 

JOINT  MEETING  WITH  THE  SECTION  ON 
ORTHOPAEDIC  SURGERY 

This  joint  session  has  been  arranged  as  a “Quiz 
Program”  to  “Stump  the  experts”  using  case  his- 
tories and  x-ray  films. 

We  have  been  fortunate  in  obtaining  the  services 
of  two  outstanding  men  in  this  field:  Dr.  Howard 
P.  Doub,  past-president  of  the  Radiological  Society 
of  North  America,  editor  of  Radiology,  and  long- 
time director  of  the  Department  of  Radiology, 
Henry  Ford  Hospital;  and  Dr.  Raymond  W.  Lewis, 
director  of  the  Department  of  Radiology  of  the 
Hospital  for  Special  Surgery. 

Help  make  this  meeting  a success  by  sending  in 
your  interesting  and  difficult  cases. 

Identify  your  material  carefully  so  that  it  may  be 
returned. 

Thursday,  May  6 — 10:00  A.M. 

Hotel  Statler,  Room  301 

1.  “Diagnosis,  Treatment,  and  End  Results  in 
Malignant  Tumors  of  the  Nasal  Sinuses” 

G.  Allen  Robinson,  M.D.,  New  York 
Discussion:  Andrew  H.  Dowdy,  M.D.,  Ro- 

chester; and  Walter  L.  Mattick,  M.D.,  Buffalo 

2.  “X-Ray  Studies  of  the  Cervical  Spine” 

Lee  A.  Hadley,  M.D.,  Syracuse 
Discussion:  Henry  Ward  Williams,  M.D., 

Rochester 

3.  “Treatment  of  Nonpyogenic  Infections  with 
Radiation  Therapy” 

Ira  I.  Kaplan,  M.D.,  New  York 
Discussion:  Reinhardt  C.  Wende,  M.D.,  Buf- 
falo 

INTERMISSION 

4.  “Bone  Infarcts  and  Asceptic  Necrosis  in  Caisson 
and  Noncaisson  Workers” 

Henry  K.  Taylor,  M.D.,  New  York 
Discussion:  William  A.  Walker,  M.D.,  New 
York 

5.  “Tissue  Dose  Estimation  in  Combined  Roentgen 
and  Radium  Therapy  for  Carcinoma  of  the  Cer- 
vix” 

William  E.  Howes,  M.D.,  Brooklyn 
Discussion:  William  Harris,  M.D.,  New  York 


6.  “X-Ray  Diagnosis  of  Bronchogenic  Carcinoma” 
G.  Newton  Scatchard,  M.D.,  Buffalo 
Discussion:  Herman  E.  Bozer,  M.D.,  Buffalo; 
and  Leon  J.  Leahy,  M.D.,  Buffalo 


SECTION  ON 
SURGERY 

Chairman 

William  Crawford  White,  M.D.,  New  York 

Secretary W.  J.  Merle  Scott,  M.D.,  Rochester 

Wednesday,  May  5 — 10:00  A.M. 

Hotel  Statler,  Assembly  Room,  17th  Floor 

JOINT  MEETING  WITH  THE  SECTION  ON 
MEDICINE 

1.  “Clinical  Types  of  Coronary  Insufficiency  and 
Their  Recognition” 

Robert  L.  Levy,  M.D.,  New  York 

2.  “The  Principles  Concerning  the  Surgical  Ap- 
proach to  the  Treatment  of  Angina  Pectoris” 

Lt.  Col.  Claude  S.  Beck,  M.D.,  Cleveland, 
Ohio  (By  invitation) 

3.  “Advances  in  Diagnosis  and  Treatment  of  Pan- 
creatic Disease” 

Joseph  H.  Pratt,  M.D.,  Boston,  Massa- 
chusetts (By  invitation) 

4.  “The  Surgical  Treatment  of  Patent  Ductus 
Arteriosus” 

Robert  E.  Gross,  M.D.,  Boston,  Massachu- 
setts (By  invitation) 

Discussion  on  Joint  Session  to  be  opened  by 
Alfred  H.  Noehren,  M.D.,  Buffalo 

Thursday,  May  6 — 10:00  A.M. 

Hotel  Statler,  Room  304 

1.  “Surgical  Aspects  of  Gastric  Ulcer” 

John  D.  Stewart,  M.D.,  Buffalo 

2.  “Methods  of  Treatment  of  Arterial  Embolism” 

Frederick  S.  Wetherell,  M.D.,  Syracuse 

3.  “Acute  Cholecystitis” 

Beverly  C.  Smith,  M.  D.,  New  York 

4.  “Management  of  Injuries  to  the  Common  Bile 
Duct” 

Herman  E.  Pearse,  M.D.,  Rochester 


SECTION  ON 
UROLOGY 

Chairman J.  Sydney  Ritter,  M.D.,  New  York 

Vice-Chairman 

A.  Laurence  Parlow,  M.D.,  Rochester 

Secretary George  E.  Slotkin,  M.D.,  Buffalo 

Tuesday,  May  4 — 10:00  A.M. 

Hotel  Statler,  Room  303 

Symposium 

Venereal  Diseases  in  Regard  to  the  Armed 
Forces 

1.  “Syphilis  Control  at  the  Beginning  of  World 
War  II” 

R.  A.  Vonderlehr,  M.D.,  Assistant  Surgeon 
General,  Division  of  Venereal  Diseases,  U.S 
Public  Health  Service,  Washington,  D.C. 
(By  invitation) 
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2.  “Venereal  Diseases — A Navy  Problem” 

Lt.  Comm.  Leo  A.  Shifrin,  M.C.,  U.S.N.R., 
Camp  Allen,  Virginia 

3.  “Venereal  Disease  Control  as  Applied  to  the 
Army” 

Major  William  Bisher,  M.C.,  Camp  Lee, 
Virginia 

Discussion  of  Symposium:  Captain  Anthony 
J.  Cerrato,  M.C.,  Camp  Blanding,  Florida; 
and  Stafford  L.  Warren,  M.D.,  Rochester 

Wednesday,  May  5 — 2:00  P.M. 

Hotel  Statler,  Room  303 

1.  “Complete  Avulsion  of  the  Skin  of  the  Penis 
and  Scrotum” 

Leon  E.  Sutton,  M.D.,  Syracuse 


2.  “Congenital  and  Acquired  Obstructions  at  the 
Vesical  Neck  in  Children” 

J.  Sydney  Ritter,  M.D.,  New  York 
Samuel  E.  Kramer,  M.D.,  New  York 

3.  “The  Incidence  of  Gross  Renal  Lesions  in  Cases 
of  Hypertension” 

Paul  W.  Aschner,  M.D.,  Brooklyn 
Bernard  S.  Epstein,  M.D.,  Brooklyn 
Harry  Mandelbaum,  M.D.,  Brooklyn 

4.  “The  Cure  of  Certain  Cases  of  Peyronie’s  Dis- 
ease by  Operative  Intervention” 

Oswald  S.  Lowsley,  M.D.,  New  York 
Discussion:  Meredith  F.  Campbell,  M.D., 

New  York;  A.  Laurence  Parlow,  M.D.,  Roches- 
ter; Roy  B.  Henline,  M.D.,  New  York;  and 
George  E.  Slotkin,  M.D.,  Buffalo 


SESSIONS 


SESSION  ON 
HISTORY  OF  MEDICINE 

Chairman 

George  Rosen,  M.D.,  Brooklyn  (In  Service) 

Vice-Chairman 

Edward  F.  Hartung,  M.D.,  New  York 

Secretary.  . . .Judson  B.  Gilbert,  M.D.,  Schenectady 


Wednesday,  May  5 — 4:00  P.M. 

Hotel  Statler,  Rooms  418  and  420 

1.  “The  Birth  of  Medical  Education  in  Upstate 
New  York” 

T.  Wood  Clarke,  M.D.,  Utica 

2.  “Eponyms  in  the  History  of  Cancer” 

Judson  B.  Gilbert,  M.D.,  Schenectady 


SESSION  ON 
PHYSICAL  THERAPY 

Chairman. . .Joseph  A.  E.  Syracuse,  M.D.,  Buffalo 
Secretary.  . .Kristian  G.  Hansson,  M.D.,  New  York 

Tuesday,  May  4 — 10:00  A.M. 

Hotel  Statler,  Room  301 

Address:  “The  Role  of  Physical  Medicine  in  Treat- 
ment of  War  Casualties” 

Joseph  A.  E.  Syracuse,  M.D.,  Buffalo 
1.  “Problems  in  Early  Physical  Treatment  of 
Poliomyelitis” 


Jessie  Wright,  M.D.,  Pittsburgh,  Pennsyl- 
vania (By  invitation) 

Discussion:  Kristian  G.  Hansson,  M.D.,  New 
York;  and  Francis  J.  Gustina,  M.D.,  Buffalo 

2.  “Physical  Therapy  in  Peripheral  Nerve  In- 
juries” 

Richard  Kovacs,  M.D.,  New  York 
Discussion:  Wallace  B.  Hamby,  M.D.,  Buffalo; 
and  Albert  A.  Gartner,  M.D.,  Buffalo 

3.  “Fever  and  Sulfadiazine  Therapy  in  Refractory 
Gonorrhea” 

Lieutenant  Sidney  Licht,  M.C.,  A.U.S.,  Fort 
Devens,  Massachusetts 

Discussion:  Stafford  Warren,  M.D.,  Rochester; 
Madge  C.  L.  McGuinness,  M.D.,  New  York; 
and  George  E.  Slotkin,  M.D.,  Buffalo 

Luncheon 

(Time  and  place  to  be  announced  at  end  of  session) 

Demonstrations  and  Inspections — 2:00  to  5:00  p.m. 

Physical  Therapy  Department,  Millard  Fillmore 
Hospital,  875  Lafayette  Avenue 

Tamara  von  Friesen,  M.D.,  Director 
Physical  Therapy  Department,  Crippled  Child- 
ren’s Guild,  936  Delaware  Avenue 
Orpah  Cable,  R.N.,  Director 
Physical  Therapy  Department,  E.  J.  Meyer 
Memorial  Hospital,  462  Grider  Street 
Sarkis  J.  Anthony,  M.D.,  Acting  Director 

(Arrangement  for  transportation  to  above 
institutions  will  be  announced) 


Scientific  Exhibits 


Hotel  Statler,  Buffalo,  May  3-6,  1943 
J.  G.  Fred  Hiss,  M.D.,  Chairman , Syracuse 
John  DePaul  Currence,  M.D.,  New  York 
Alfred  H.  Noehren,  M.D.,  Buffalo 


David  Adlersberg,  M.D. 

Mt.  Sinai  Hospital 
and 

Beth  Israel  Hospital 
New  York 

Fat  and  Vitamin  A Absorption  in  Sprue 
Case  histories,  roentgenograms,  and  graphs  illus- 
trate the  relationship  between  the  severity  of  the 
case,  the  clinical  course,  the  results  of  therapy,  and 
the  behavior  of  the  Fat  and  Vitamin  A absorption 
tests.  These  tests  permit  in  some  cases  the  differ- 
entiation between  sprue  and  jejuno-ileitis. 

Morton  I.  Berson,  M.D. 

Downtown  Hospital 
New  York 

Traumatic  Injury  and  Plastic  Repair 
The  exhibit  presents,  by  means  of  colored  lantern 
slides,  transparencies,  diagrams,  models,  and  mou- 
lages, the  surgical  procedures  of  various  types  of 
skin  and  cartilage  grafts  employed  in  the  reconstruc- 
tion of  extensive  cicatrical  scars  due  to  burns,  con- 
struction of  auricle  for  traumatic  loss,  correction  of 
bony  depressions  of  the  face  and  skull,  and  other 
disfigurements  with  end  results.  (Motion  pictures) 

Charles  W.  Bethune,  M.D. 

Buffalo  Hospital  Sisters  of  Charity 
Buffalo 

Wax  models  of  pathologic  conditions  and  speci- 
mens, x-ray  films  of  same  taken  preoperatively  or 
antemortem.  Color  photos  of  pathologic  specimens. 

Procurement  and  Assignment  Service 
for 

Physicians,  Dentists,  and  Veterinarians 

War  Manpower  Commission 

Joseph  R.  Clemmons,  M.D. 

William  McGill  Burns,  D.D.S. 

New  York 

Problems  of  procurement  and  assignment  of 
physicians  will  be  discussed  each  day  throughout  the 
meeting. 

E.  Hoyt  DeKleine,  M.D. 

Buffalo  General  and  Millard  Fillmore  Hospitals 
Buffalo 

Claire  L.  Straith,  M.D.,  D.D.S. 

Harper  and  Children’s  Hospitals 
Detroit 

Wayne  B.  Slaughter,  M.D.,  D.D.S. 

Loyola  University 
Chicago 

Facial  Scars 

Pathology,  Prevention,  and  Correction 
Photographs  and  models  with  detailed  captions 
showing  functional  and  cosmetic  abnormalities  of 
scar  tissue  with  methods  of  minimizing.  Automatic 
sequence  of  colored  photographs  showing  technic  of 
scar  excision. 


Department  of  Health,  City  of  Buffalo 

Francis  E.  Fronczak,  M.D. 

Commissioner  of  Health 

Moulages  of  syphilis  and  infectious  diseases. 
Chest  x-rays  of  tuberculosis,  malignancy,  and  other 
chest  conditions.  Animal  parasites  of  this  region. 

S.  A.  Goldberg,  M.D. 

Newark,  New  Jersey 

S.  N.  Blackberg,  M.D. 

Chicago,  Illinois 
P.  Stanley 

Newark,  New  Jersey 
The  Pathology  of  Arthritis 

The  exhibit  consists  of  moulages,  drawings,  and 
transparencies  of  gross  and  microscopic  sections 
demonstrating  the  pathologic  changes  which  occur 
in  the  synovial  membrane,  articular  cartilage,  and 
subcondral  bone  in  rheumatoid,  degenerative,  and 
infective  arthritis.  Of  particular  interest  are  the 
very  early  formation  of  synovial  pannus  and  early 
changes  in  the  articular  cartilage.  The  material 
used  for  this  study  is  taken  from  cases  of  chronic 
arthritis  in  man,  supplemented  by  cases  of  arthritic 
joints  in  animals. 

Lee  A.  Hadley,  M.D. 

Syracuse  University 
Syracuse 

Cervical  Spine  Studies 

X-ray  studies  showing  various  types  of  bony 
abnormalities  involving  the  cervical  spine. 

David  J.  Impastato,  M.D. 

Renato  Almansi,  M.D. 

New  York  University  Medical  School 
New  York 

Electrofit  (Electroshock)  Therapy  in  Mental 
Diseases 

This  exhibit  consists  of  a series  of  charts  outlining 
the  history,  manifestations,  and  technic.  The  re- 
sults in  the  various  types  of  psychoses  and  psycho- 
neuroses will  also  be  shown.  Additional  charts 
showing  the  effect  of  the  electrofit  on  the  blood  pres- 
sure, the  treatment  of  poor  risks,  etc. 

Benjamin  Jablons,  M.D. 

Jules  Cohen,  M.D. 

M.  Y.  Swirsky,  M.D. 

Goldwater  Memorial  Hospital 
and 

New  York  City  Hospital 
New  York 

Photoelectric  Determination  of  Circulation 
Time 

Light  source  which  transmits  light  through  trans- 
lucent tissues  on  a photoelectric  cell  connected  with 
a sensitive  galvanometer.  Intravenous  injection  of 
nontoxic  dye  modifies  light  transmission  causing  a 
deflection  of  galvanometer  needle.  Circulation  time 
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is  determined  with  a stop-watch  or  recording  gal- 
vanometer and  represents  time  elapsing  from  injec- 
tion to  deflection  of  needle. 

Samuel  J.  Kopetzky,  M.D. 

Ralph  Almour,  M.D. 

Murray  B.  Gordon,  M.D. 

Julius  W.  Bell,  M.D. 

Clinics  (Dry)  on 

1.  Sigmoid  Sinus  Thrombosis 

2.  Otitis  Media  in  Pediatrics 

3.  Nonoperative  Treatment  of  Paranasal 

Sinusitis 

Abraham  L.  Komzweig,  M.D. 

Mount  Sinai  Hospital 
New  York 

Embryologic  Development  of  the  Cornea, 
Sclera,  and  Corneo-Scleral  Junction 
Microphotographs  of  cross  sections  of  the  eye  at 
different  stages  of  fetal  life.  The  development  of  the 
cornea,  sclera,  and  corneo-scleral  junction  from  the 
the  age  of  five  weeks  up  to  term  is  shown.  Several 
new  concepts  of  the  importance  of  the  corneo-scleral 
junction  are  advanced.  A theory  as  to  the  possible 
early  onset  of  progressive  myopia  is  demonstrated. 
Developmental  anomalies  affecting  these  structures 
are  shown.  Microscopic  slides  and  plaster  models 
are  used  for  demonstration. 

Richard  Kovacs,  M.D. 

New  York  Polyclinic  Medical  School  and  Hospital 
Louis  P.  Biro,  M.D. 

Goldwater  Memorial  Hospital 
New  York 

History  of  Physical  Therapy 
Photographs,  drawings,  and  charts  showing  the 
development  of  electrotherapy,  light  therapy,  hydro- 
therapy, and  mechanotherapy  from  the  early  days 
to  the  present  time. 

Maxwell  Maltz,  M.D. 

West  Side  Hospital  and  Dispensary 
New  York 

War  Plastic  Surgery 

The  exhibit  shows  the  author’s  methods  of  re- 
pairing recent  wounds  of  the  face,  deformities  due  to 
burns,  and  an  original  technic  that  can  be  used  to 
reconstruct  fingers  lost  through  trauma.  (Motion 
pictures) 

Michael  Levitan,  M.D. 

Clarence  A.  Greenleaf,  M.D. 

New  York  State  Association  of  School  Physicians 
Rome 

School  Health 

School  Health  Service  and  Education 
Scientific  and  other  posters  on  school  health, 
school  forms,  tabulations,  auditory  and  visual  equip- 
ment used  in  the  examination  of  school  children. 

New  York  State  Commission  for  the  Blind 

Ruth  B.  McCoy 
New  York 

New  York  State  Commission  for  the  Blind 
The  prevention  service  of  the  New  . York  State 
Commission  for  the  Blind  points  out,  through  a 
series  of  posters,  the  relationship  between  a vision 
conservation  program  and  national  defense.  (Mo- 
tion picture) 


National,  State,  and  Local  Tuberculosis  Associations 

A.  Chest  X-ray  Methods 
Exhibit  shows  comparison  of  various  methods  of 
making  chest  roentgenograms  in  private  practice 
and  for  mass  surveys  with  brief  comments  on  ad- 
vantages and  disadvantages  of  each  method. 

B.  Technical  Errors  in  Chest 
Roentgenography 

Three  chest  x-ray  plates  are  exhibited  which  the 
visitor  studies  for  errors.  After  he  has  formed  his 
opinion,  he  places  over  the  film  a hinged,  plexiglass 
cover  which  shows  the  actual  errors  in  technic. 

State  Department  of  Education 

Albany 

New  York  State  Medical  Library 
Posters,  books,  and  journals.  One  of  the  Library 
Staff  will  be  present  to  answer  all  questions  concern- 
ing the  facilities  and  services  of  the  Library. 

(A) 

New  York  State  Department  of  Health 

Albany 

Cancer  Control 

The  exhibit  depicts  the  medical  activities  for  can- 
cer control  by  means  of  a photographic  montage. 
Placards  outline  the  state  program. 

(B) 

Medical  Society  of  the  State  of  New  York 
Subcommittee  on  Tuberculosis  and 
Diseases  of  the  Chest 

and 

New  York  State  Department  of  Health 

Neoplasms  of  the  Chest 
Benign  and  Malignant 
This  exhibit  portrays  by  means  of  transparencies 
various  neoplasms  which  occur  in  the  lungs,  includ- 
ing two  cases  of  primary  carcinoma  of  the  lung  treated 
by  surgery  which  are  now  clinically  well,  lesions  due 
to  metastasis  from  carcinoma  and  sarcoma,  Hodg- 
kin’s disease,  lymphatic  and  myelogenous  leukemia, 
neurofibroma  and  echinococcus  cyst.  The  material 
for  this  exhibit  has  been  furnished  by  the  Tumor 
clinics  of  the  Buffalo  General  Hospital  and  the 
Edward  J.  Meyer  Memorial  Hospital  of  Buffalo. 

(A) 

New  York  State  Department  of  Health 

in  cooperation  with 
Murray  Saunders,  M.D. 

College  of  Physicians  and  Surgeons 
Columbia  University 

Epidemic  Keratoconjunctivitis 
The  recent  appearance  of  epidemic  keratocon- 
junctivitis in  the  eastern  states  has  created  consider- 
able interest  on  the  part  of  physicians,  health  officials, 
and  industrial  and  military  authorities  because  of  its 
important  clinical  features.  This  display  includes 
colored  slides  and  charts.  In  addition,  material 
concerning  the  isolation  of  the  causative  virus  and 
pertinent  observations  on  the  epidemiology  of  the 
disease  are  presented. 

(B) 

New  York  State  Department  of  Health 

Albany 

Newer  Concepts  of  the  Shock  Syndrome 
A diagrammatic  representation  of  current  knowl- 
edge regarding  the  physiologic  changes  that  occur  in 
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shock,  the  clinical  conditions  that  may  produce  it, 
and  modern  methods  of  treatment  with  special  refer- 
ence to  replacement  therapy. 

Joseph  E.  F.  Riseman,  M.D. 

Beth  Israel  Hospital 
Boston 

Angina  Pectoris 

Film  in  sound  and  color  showing:  Part  1 — clinical 
picture;  Part  2 — physiology;  Part  3 — pathology; 
Part  4-— treatment  of  angina  pectoris  as  illustrated 
by  objective  measurements  in  patients  with  this 
condition. 

H.  J.  Rubenstein,  M.D. 

Beth  Israel  Hospital 
and 

Polyclinic  Hospital 
New  York 

Chronic  Nasal  Sinusitis 

Exhibit  demonstrates  by  means  of  models,  charts, 
case  records,  and  roentgenograms  the  various  tech- 
nics employed  in  ascertaining  the  factors  significant 
in  a chronic  sinus  involvement. 

Technics  of  treatment,  such  as  allergic  desensitiza- 
tion, autogenous  vaccine  therapy,  ionization,  Proetz 
suction  displacement,  and  the  Elliott  apparatus 
are  illustrated  in  some  detail.  The  Elliott  treatment, 
an  important  physical  therapy  device,  has  consider- 
able value  in  its  ability  to  provide  local  heat  to  the 
sinus  area. 

Results  of  six  years  of  study  of  patients  with 
chronic  nasal  sinusitis  are  exhibited.  The  exhibits 
emphasize  the  conclusion  that  successful  results  can 
be  obtained  by  careful  attention  to  the  multiple 
factors  involved  in  a chronic  sinusitis  with  treat- 
ment making  use  of  the  many  modalities  and  thera- 
peutic technics  available  today. 

Udall  J.  Salmon,  M.D. 

Samuel  H.  Geist,  M.D. 

Charles  S.  Poole,  M.D. 

A.  Austin  Salmon 

Mount  Sinai  Hospital 
New  York 

A Two-Hour  Pregnancy  Test 

A biologic  test  for  pregnancy  which  employs  im- 
mature rats  and  requires  only  two  hours.  The  test 
has  been  used  in  over  200  cases  during  a period  of 
more  than  a year,  with  an  accuracy  of  over  96  per 
cent.  It  is  a simple,  inexpensive  test  and  should  be 
of  interest  now,  particularly  in  view  of  the  growing 
scarcity  and  increase  in  cost  of  rabbits.  (Motion 
pictures) 

Henry  K.  Taylor,  M.D. 

Goldwater  Memorial  Hospital 
New  York 

Bone  Infarcts  and  Aseptic  Necrosis 

Exhibit  consists  of  bone  infarcts  and  areas  of 
aseptic  necrosis  found  in  caisson  and  noncaisson 
workers.  The  lesions  are  identical  in  appearance 
and  cannot  be  differentiated  one  from  the  other. 
The  lesions  may  involve  the  articular  and  nonarticu- 
lar  portions  of  bone.  They  may  be  single  or 
multiple,  and  often  bilateral. 


Abner  1.  Weisman,  M.D. 

Jewish  Memorial  Hospital 
New  York 

A.  Human  Reproduction  in  Wartime:  A 

Comprehensive  Study  of  Sterility  and  Fertility 

The  exhibit  consists  of  a comparative  study  of  the 
rise  in  birth  rate  during  the  two  World  Wars.  The 
etiologic  factors,  reasons  for  differences,  and  ad- 
vanced strides  in  sterility  studies  are  explained. 
The  role  played  by  the  medical  profession  and  the 
veterinary  workers  in  the  field  of  propagation  of  the 
human  species  is  unfolded.  A proper  evaluation  of 
the  importance  of  the  male  factors  in  a barren  mar- 
riage is  included. 

B.  The  Xenopus  Frog  Test  in  the  Early 

Diagnosis  of  Pregnancy 

(Motion  Picture) 

J.  Eastman  Sheehan,  M.D. 

New  York  Polyclinic  Medical  School  and  Hospital 
New  York 

Plastic  Reparative  Surgery 

Presentation  of  colored  casts  and  photographs  for 
the  treatment  of  war  wounds  and  burns,  from  the 
author’s  experiences  in  Spain  and  England.  Pres- 
entation of  the  various  apparatus  and  instruments 
used  in  the  treatment  for  the  several  types  of  frac- 
tures of  the  upper  and  lower  jaws.  A full  demon- 
stration of  prosthetic  dentures  will  be  presented 
showing  the  part  they  play  in  the  replacement  of  the 
parts  through  loss  or  disfigurement. 

George  M.  Wheatley,  M.D. 

Metropolitan  Life  Insurance  Company 
New  York 

Impact  of  War  on  Vital  Statistics 

The  exhibit  consists  of  a series  of  placards  showing 
the  effects  of  war  on:  (1)  age  composition  of  popula- 
tion; (2)  marriage  rates;  (3)  birth  rates;  (4)  tuber- 
culosis death  rates. 

Medical  Society  of  the  State  of  New  York 
Subcommittee  on 

Tuberculosis  and  Diseases  of  the  Chest 

Dr.  Chas.  D.  Post,  Chairman 

Charts  showing  the  organization  of  the  State 
Medical  Society’s  Tuberculosis  Control  activities. 

Buffalo  Emergency  Medical  Service 

Harold  F.  R.  Brown,  M.D. 

Buffalo 

Exhibit  showing  the  obtaining,  preparation,  and 
storage  of  plasma.  Charts  and  pictures  showing  the 
setup  of  the  Buffalo  Emergency  Medical  Service. 
This  includes  exhibitions  of  casualty-station  equip- 
ment as  well  as  team  equipment. 

This  exhibit  will  be  closely  coordinated  with  the 
one  on  plasma  by  the  Health  Department  of  the 
State  of  New  York. 

Second  Region  Medical  Division 
Office  of  Civilian  Defense 

and 

Buffalo  Medical  School 

War  Gas  Demonstrations 

A complete  exhibit  and  course  in  War  Gas  In- 
struction is  jointly  arranged.  Actual  gases  will  be 
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shown  and  demonstrated  on  live  animals.  Classi- 
fication of  gases  will  be  emphasized  and  the  various 
methods  of  combating  each  group  will  be  demon- 
strated. During  the  meeting  the  entire  6-hour  course 
in  War  Gases  arranged  jointly  by  the  State  Medical 
Society  and  the  Office  of  Civilian  Defense  will  be 
given.  In  order  to  provide  adequate  space,  advance 
registration  will  be  appreciated.  Write  directly  to 
Dr.  Stephen  L.  Walczak,  4 West  Parade  Avenue, 
Buffalo,  New  York. 

Tropical  Diseases 

Various  health  and  governmental  organizations 
are  arranging  an  exhibit  of  tropical  diseases  with 
special  reference  to  cause,  symptoms,  diagnosis, 
and  treatment.  This  exhibit  is  considered  important 
because  of  the  probability  of  infection  of  some  of  our 
overseas  troops  with  this  type  of  disease. 

American  National  Red  Cross 
Albert  A.  Sharpe,  M.D. 

New  York 

Red  Cross  First  Aid  Demonstrations 
There  will  be  several  daily  demonstrations  of  the 
courses  of  First  Aid  Instruction  being  given  to  lay 
people.  It  is  felt  that  it  is  important  that  doctors 
know  of  what  is  being  taught  and  the  methods  used. 


New  York  State  Department  of  Health 
Division  of  Syphilis  Control 
cooperating  with  the 
United  States  Public  Health  Service 

Albany 

Three  reels  of  colored  film  showing:  (1)  early 
syphilis,  including  many  types  of  early  lesions  and 
description  of  methods  of  examination  for  their  dis- 
covery, (2)  latent  syphilis  and  description  of  the 
management  of  such  cases,  and  (3)  late  syphilis. 

Komel  L.  Terplan,  M.D. 

William  F.  Jacobs,  M.D. 

Samuel  Sanes,  M.D. 

Charles  F.  Becker,  M.D. 

Margaret  Warwick,  M.D. 

Siegfried  Tannhauser,  M.D. 

Buffalo,  New  York 

Gross  Pathology 

There  will  be  two  demonstrations  daily  of  fresh 
autopsy  material  obtained  from  all  the  Buffalo 
hospitals. 


Technical  Exhibits 

Hotel  Statler,  Seventeenth  Floor 


A T THIS  “War  Medicine”  meeting,  the  technical  exhibits  will  prove  to  be  of 
great  interest.  New  developments  and  products  in  many  fields  will  be  on  dis- 
play. Space  allotted  to  these  exhibits  has  been  reduced  this  year  to  make  room 
for  the  Fresh  Tissue  Exhibit,  the  Chemical  Warfare  Demonstration,  and  other 
features  of  unusual  significance  in  wartime. 

Descriptions  of  the  Technical  Exhibits  appear  below  in  alphabetical  order. 
Necessarily  brief,  they  give  only  a fraction  of  the  information  to  be  obtained  by  a 
personal  visit.  You  pass  through  the  exhibits  on  the  way  to  meetings  of  the  House 
of  Delegates,  General  Sessions,  Combined  Surgery  and  Medicine,  and  other  meet- 
ings scheduled  for  the  Seventeenth  Floor  auditorium. 

Admission  to  all  exhibits  and  scientific  sessions  is  limited  to  those  wearing  official 
badges,  which  can  be  obtained  at  the  Registration  Desk. 


Bilhuber-Knoll  Corp.,  Orange,  New  Jersey  (Booth 
72).  The  “Council  Accepted”  prescription  chemicals 
of  Bilhuber-Knoll  find  an  important  place  in  wartime 
medicine  because  of  their  proved  effectiveness  and 
dependability.  Metrazol,  the  respiratory  and  circu- 
latory restorative;  Theocalcin,  diuretic  and  myo- 
cardial stimulant;  and  Dilaudid,  analgesic  and  cough 
sedative,  are  receiving  increasing  use  by  the  Army, 
Navy,  and  other  governmental  agencies.  You  will 
find  these  useful  for  your  everyday  prescriptions. 

The  Borden  Company,  New  York  (Booth  40). 

Brewer  & Company,  Inc.,  Worcester,  Massachusetts 
(Booth  44).  Brewer  & Company  developed  for  the 
treatment  of  coronary  artery  disease,  in  1937,  the 
first  enteric-coated  tablet  of  Theobromine  Sodium 
Acetate  (Thesodate)  for  prophylactic  relief;  and, 
in  1941,  Thesodate  Gelatin  Capsules  for  supplemen- 
tary relief  of  angina  pectoris.  In  1940  Brewer  & 
Company  presented  Lausmin  Enteric-Coated  Tab- 
lets and  Gelatin  Capsules  for  the  relief  of  bronchial 
asthma.  Brewer  & Company,  first  pharmaceutical 
house  in  New  England  to  capsulate  their  own  vita- 
min capsules,  produces  Deratol,  50,000  U.  S.  P. 
Units  of  Vitamin  D obtained  from  Irradiated  Ergos- 
terol.  Brewer  & Company  also  offer  a basic  line  of 
ampules  to  the  medical  profession.  In  1941,  Codeine 
Phosphate  Tablets,  1/i  grain,  enteric-coated,  were 
developed  for  the  relief  of  useless  coughs.  Informa- 
tion and  literature  may  be  obtained  at  the  Brewer 
exhibit  about  their  specialties  and  other  vitamin 
products. 

Burroughs  Wellcome  & Co.  (U.S.A.),  Inc.,  New  York 
(Booth  25),  presents  a representative  group  of  fine 
chemicals  and  pharmaceutical  preparations,  together 
with  new  and  important  therapeutic  agents  of  special 
interest  to  the  medical  profession. 

Cambridge  Instrument  Company,  Inc.,  (Booth  67). 
The  great  increase  in  cardiac  cases  due  to  anxiety 
and  overwork  incidental  to  the  times  makes  the 
Cambridge  Instrument  Company  exhibit  of  cardiac 
diagnostic  instruments  particularly  timely.  In 
their  booth  they  will  feature,  as  part  of  a complete 
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exhibit  of  cardiac  diagnostic  instruments,  the  com- 
pact, lightweight,  portable  “SimpJi-Trol”  model 
Electrocardiograph-Stethograph  that  produces  elec- 
trocardiogram and  stethogram  separately  or  simul- 
taneously. Cambridge  Electrocardiographs  for  large 
or  small  hospital,  research  laboratory,  clinic,  or  pri- 
vate office  will  also  be  demonstrated  at  their  exhibit. 


Camel  Cigarettes,  New  York  (Booths  49  and  50), 
will  exhibit  large  detailed  photographs  of  equipment 
used  in  comparative  tests  of  the  five  largest-selling 
brands  of  cigarettes.  Representatives  will  be  avail- 
able to  discuss  research.  Trans-Lux  News  will  be 
supplied  throughout  the  meeting. 


S.  H.  Camp  & Company,  Jackson, 

Michigan  (Booth  23),  will  use  as 
the  central  theme  of  their  exhibit 
a series  of  life  size  sculptured  mod- 
els depicting  the  Anatomy  of 
Pregnancy.  Besides  the  complete  line  of  Camp  pre- 
natal and  postnatal  supports,  others  for  orthopaedic, 
visceroptosis  and  postoperative  requirements  will  be 
shown.  Experts  from  the  Camp  staff  will  be  in  at- 
tendance. 

Carnation  Company,  Oconomowoc, 

Wisconsin  (Booths  31  and  32),  will  dis- 
play an  interesting  model  of  the  famous 
Carnation  Milk  Farm  where  cattle 
breeding  and  feeding  experiments  are 
carried  on  for  the  purpose  of  improving 
the  dairy  herds  supplying  the  many 
Carnation  evaporating  plants.  The  story  of  the 
careful  processing  of  Irradiated  Carnation  Milk  is 
also  told  in  an  interesting  manner. 

Chatham  Pharmaceuticals,  Inc.,  Newark,  New  Jer- 
sey (Booth  53),  will  exhibit  two  products.  Alumin- 
oid — a chemically  nonreactive  colloidal  alumina, 
supplied  in  easy-to-swallow  gelatin  capsules.  It 
provides  convenient,  palatable,  and  effective  medi- 
cation for  the  gastric  hyperacidity  or  ulcer  patient. 
Koagamin — a rapidly  effective  and  dependable 
hemostatic  for  parenteral  use. 
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Ciba  Pharmaceutical  Products,  Inc.,  Summit,  New 
Jersey  (Booth  4),  cordially  invite  physicians  to  visit 
their  booth  where  the  well-known  products  of  Ciba 
are  on  display.  Three  new  additions  to  the  fine  line 
of  Ciba  pharmaceuticals  merit  your  attention: 
Biotose,  Trasentine-Phenobarbital,  and  Privine.  A 
well-informed  representative  of  the  company  will  be 
in  attendance  to  supply  information  on  any  Ciba 
preparation. 

The  Coca-Cola  Company,  Atlanta,  Georgia  (Booth 
66).  “Coca-Cola”  will  be  available  to  the  delegates 
of  the  convention  with  the  compliments  of  The 
Coca-Cola  Company. 

The  Cream  of  Wheat  Corporation,  Minneapolis, 
Minnesota  (Booth  64). 

The  Denver  Chemical  Mfg.  

Co.,  New  York  (Booth  48).  J- 

Galatest,  the  dry  reagent  for 
the  instantaneous  detection 

of  urine  sugar,  will  be  exhibited.  Now  used  rou- 
tinely by  many  leading  hospitals,  medical  depart- 
ments of  industries,  and  more  and  more  private 
practitioners.  Accurate,  simple,  speedy,  economical. 
Accepted  for  advertising  in  the  Journal  of  the  Ameri- 
can Medical  Association. 

Doak  Company,  Inc.,  Cleveland,  Ohio  (Booth  5). 

The  Doho  Chemical  Corporation,  New  York  (Booth 
18),  Animated  Pathological  Ear  Exhibit — the 
Auralgan  Exhibit  consists  of  a model  of  the  human 
auricle  4 feet  high,  together  with  a series  of  24  three- 
dimensional  ear  drums,  modeled  under  the  super- 
vision of  oustanding  otologists.  Each  of  these  drums 
depicts  a different  pathologic  condition  based  upon 
actual  case  observation  and  prepared,  in  so  far  as 
possible,  with  strict  scientific  accuracy  so  as  to  be 
highly  instructive  and  interesting  to  all  physicians. 

Duke  Laboratories,  Inc.,  Stamford,  Connecticut 
(Booth  2),  will  demonstrate  the  original  American- 
made,  stretchable,  adhesive-surfaced  bandage,  Elas- 
toplast,  Elastoplast  Coverlets,  and  Mediplast — 
products  used  routinely  in  practically  all  of  the  de- 
fense industries.  Also  on  display  will  be  Nivea 
Creme,  Nivea  Skin  Oil,  and  Basis  Soap — the  pre- 
scriber’s  cosmetics. 

Effervescent  Products,  Inc.,  Elkhart,  Indiana 
(Booth  74).  Demonstration  of  urine-sugar  analysis 
by  the  new  Clinitest  Tablet  Method — reliable, 
simple,  fast,  single  tests  being  made  in  less  than  one 
minute.  A sensitive  qualitative  test  giving  depend- 
able quantitative  estimations  up  to  2 per  cent.  The 
same  chemical  principles  involved  in  the  standard 
copper-reduction  methods  are  the  basis  of  Clinitest — 
except — water  bath  is  eliminated  as  the  Clinitest 
Tablet  itself  evolves  the  required  heat. 

J.  H.  Emerson  Company,  Cambridge,  Massachusetts 
(Booth  56). 

C.  B.  Fleet  Co.,  Inc.,  Lynchburg,  Virginia  (Booth  57). 
General  Electric  X-Ray  Corp.,  Chicago  (Booth  65). 


Gerber  Products  Company,  Fremont, 
Michigan  (Booth  54).  The  com- 
plete line  of  Gerber  Baby  Foods  will 
be  on  display.  There  are  2 precooked 
dry  cereals,  one  a wheat,  the  other  an 
oatmeal  cereal,  18  strained  foods,  and 
10  chopped  foods.  Booklets  available 
for  distribution  to  mothers  or  pa- 
tients on  special  diets,  as  well  as  pro- 
fessional literature,  well  be  sent  to 
registrants  for  examination. 

Otis  E.  Glidden  & Co.,  Inc.,  Evanston,  Illinois 
(Booth  73).  Obtain  latest  information  on  improved 
ZymenoL.  Brewers  Yeast  Content  has  been  in- 
creased to  45  per  cent  by  volume  and  Mineral  Oil 
Content  reduced.  ZymenoL  is  now  more  than  ever 
a uniformly  effective,  twofold  natural  therapy  in 
either  the  irritant,  unstable,  or  stagnant  bowel  on 
teaspoon  dosage. 

Hanovia  Chemical  & Mfg.  Company,  Newark,  New 
Jersey  (Booth  17),  will  display  a complete  line  of 
high-pressure,  self-lighting  ultraviolet  quartz  lamps 
for  body  and  oral  application;  also  ultraviolet  Safe- 
T-Aire  equipment  for  air  sanitation.  Courteous  and 
competent  representatives  will  be  on  hand  to  explain 
their  application  and  various  requirements. 

Hoffmann-La  Roche,  Inc.,  Nutley,  New  Jersey 
(Booth  24).  War  shortages  of  atropine  and  bella- 
donna have  greatly  increased  physicians’  interest  in 
Syntropan.  This  antispasmodic  will  be  one  of  the 
featured  products  in  the  Roche  exhibit.  The  many 
uses  for  which  Prostigmin  has  proved  to  be  effective 
will  also  be  described  by  representatives  of  the  Roche 
Medical  Division,  who  will  be  in  attendance.  Other 
pharmaceutical  prescription  specialties  emanating 
from  Roche  Park,  including  Sodium  Alurate,  will 
also  be  displayed. 

Holland-Rantos  Company,  Inc.,  New  York  (Booth 
35),  will  exhibit  at  their  booth  contraceptive  special- 
ties. These  will  include  Koromex  diaphragms,  jel- 
lies, H-R  Emulsion  cream,  and  the  new  package,  the 
Koromex  Set  Complete.  Please  be  sure  to  examine 
it.  This  is  a complete  combination  package  ideally 
suited  for  either  prescription  or  dispensing  purposes. 
Hospital  specialties  consisting  of  waterproof  gar- 
ments and  bedding,  utilizing  rubber  substitutes, 
will  be  featured  under  the  trade  names  Rantomist 
Lawn,  Rantoflan,  and  Rantoplast.  Worthy  of 
special  attention  will  be  the  Rantex  surgical  masks 
made  of  special  vegetable  fiber  paper. 

Horlick’s  Malted  Milk  Corporation,  Racine,  Wis- 
consin (Booth  26),  cordially  invites  you  to  visit 
their  booth  and  enjoy  a refreshing  serving  of  choco- 
late malted  milk.  This  palatable,  delicious,  and 
easily  digested  food-drink  is  indicated  as  a supple- 
ment to  liquid  and  semiliquid  diets.  It  is  basic 
nutrition  because  it  is  a scientifically  well-balanced 
combination  of  proteins  and  carbohydrates  of  full- 
cream  milk  and  choice  grains. 

Jeffrey-Fell  Company,  Buffalo,  New  York  (Booths 
13  and  14).  In  Booth  13  will  be  displayed  Castle 
Sterilizers  of  various  styles  and  sizes;  the  latest  in 
cabinet  models,  colors,  and  designs,  perfection  in 
modern  sterilization.  Ritter  office  equipment  ultra- 
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stylish,  sturdy  construction,  modern  and  simplified 
operation.  Completes  the  doctor’s  successful  tech- 
nic. Purveyors  to  the  medical  profession  over  fifty 
years,  displaying  a varied  and  select  assortment  of 
high-grade  instruments,  both  chrome  and  stainless 
steel.  Furniture  for  office  and  clinic;  sundries  that 
are  demanded  to  simplify  and  perfect  the  exacting 
work  of  the  medical  profession.  Scientific  apparatus 
for  medical  laboratories  and  many  other  items  of 
interest  to  the  profession  will  be  displayed  in  Booth 
14. 

Jones  Metabolism  Equipment  Company,  New  York 
(Booth  58). 

“The  ‘Junket’  Folks,”  Chr.  Hansen’s  Laboratory, 
Inc.,  Little  Falls,  New  York  (Booth  62).  Enlarged 
photos  illustrate  graphically  the  action  of  the  rennet 
enzyme  in  forming  softer,  finer  milk  curds.  Dis- 
play of  “Junket”  Brand  Food  Products.  Free 
literature  describes  dietary  uses  of  rennet-custards 
in  infant,  child,  convalescent,  or  postoperative  feed- 
ing. Well-informed  attendant  on  duty  at  all  times. 

Kellogg  Company,  Battle  Creek,  Michigan  (Booth 
21).  All  Kellogg  ready-to-eat  cereals  either  are 
made  from  whole  grains  or  are  restored  to  whole- 
grain  nutritive  value.  Kellogg’s  Pep  (whole  wheat 
flakes)  is  made  from  the  whole  grain  and  in  addition 
has  been  fortified  with  vitamins  B,  and  D.  Corn 
Flakes  and  Rice  Krispies  may  be  included  freely  in 
wheat-free  and  low  residue  diets.  Nutrition  folders 
and  further  information  about  these  products  avail- 
able at  Kellogg  exhibit. 

Keystone  View  Company,  Meadville,  Pennsylvania 
(Booth  22).  Orthoptic  training  materials  shown  for 
the  first  time  feature  this  exhibit.  These  are  in  the 
form  of  transparencies  for  major  amblyoscopes  and 
vision-training  stereographs  for  stereoscope,  Tele- 
binocular,  and  Tel-Eye-Trainer.  Information  con- 
cerning Keystone  Industrial  Visual  Safety  and  other 
visual  screening  tests  will  also  be  available. 

Lederle  Laboratories,  Inc.,  New  York  (Booth  76), 
are  featuring  their  products  for  immunization  and 
maintenance  of  child  health,  their  vitamins,  poison 
ivy,  and  hay  fever  items.  Spotlighted  will  be  a dis- 
play on  the  Vollmer  Tuberculin  Patch  Test.  The  ex- 
hibit will  be  in  charge  of  staff  representatives. 
Literature  and  samples  will  be  available  for  distri- 
bution. 


Eli  Lilly  and  Company,  Indianapolis,  Indiana  (Booth 
1).  The  Lilly  exhibit  is  presented  as  a mark  of 
respect  for  the  Medical  Society  of  the  State  of  New 
York.  Many  Lilly  products  will  be  shown  and 
attending  Lilly  medical  service  representatives  will 
be  pleased  to  aid  physicians  whenever  possible. 

J.  B.  Lippincott  Company,  Philadelphia  (Booth  36). 
Ferguson’s  Surgery  of  the  Ambulatory  Patient  is 
Lippincott’s  headliner.  Other  important  new  books: 
Strecker’s  Fundamentals  of  Psychiatry , Kampmeier’s 
Essentials  of  Syphilology,  and  Sappington’s  Essentials 
of  Industrial  Health.  A new  sixth  edition  of  Kars- 
ner’s  Human  Pathology  and  a new  fourth  edition  of 
Thorek’s  Surgical  Errors  and  Safeguards  are  also  in 
the  display. 


Loeser  Laboratory,  Inc.,  New  York  (Booth  16). 

The  Maltine  Company,  New  York  (Booth  51),  will 
have  on  display  many  of  the  products  for  which  they 
have  been  known  since  1875 — Maltine  with  Cod 
Liver  Oil,  Maltine  Plain,  and  Malto-Yerbine.  Also 
displayed  will  be  newer  products  which  are  the  re- 
sult of  the  latest  research  undertaken  at  the  Maltine 
Research  Laboratories,  particularly  Proloid,  Tedral, 
and  Depancol. 

Mead  Johnson  & Company,  Evansville  (Booths  27 
and  28).  Servamus  Fidem  means  “We  Are  Keeping 
the  Faith.”  Almost  every  physician  thinks  of  Mead 
Johnson  & Company  as  the  maker  of  Dextri-Maltose, 
Pablum,  Oleum  Percomorphum,  and  other  infant 
diet  ma  terials,  but  not  all  physicians  are  aware  of  the 
many  helpful  services  this  progressive  company  offers 
physicians.  A visit  to  their  exhibit  will  be  time  well 
spent. 

Medical  Film  Guild,  New  York  (Booths  7 and  8). 

The  Wm.  S.  M err  ell  Company,  Cincinnati,  Ohio 
(Booth  33),  will  feature  Nitranitol,  for  medical 
management  of  essential  hypertension,  the  Beta- 
Concemin  high  potency  vitamin  B complex  prod- 
ucts, and  other  modern  therapeutic  agents  of  broad 
usefulness  to  the  practicing  physician.  Members 
and  guests  of  the  Society  are  cordially  invited  to  visit 
the  Merrell  booth. 


Mutual  Pharmacal  Company,  Inc.,  Syracuse,  New 
York  (Booth  6),  will  exhibit  special  tablet  products 
such  as:  Liv-Ferin,  Vita-Liv-Ferin,  Ferrous  Sulfate 
with  Vitamins,  Vitamin  D Capsules,  ABCDG 
Capsules,  Elixir  and  Tablets  of  Thiamin  Chloride, 
Ascorbic  Acid,  Nicotinic  Acid,  and  other  products  of 
special  interest. 

National  Live  Stock  and  Meat  Board,  Chicago 
(Booth  30),  will  display  a large  Nutrition  Yardstick 
which  shows  how  a diet  based  on  the  pattern  set  up 
by  the  National  Nutrition  Program  meets  all  of  the 
nutritional  requirements.  Nutrition  literature,  in- 
cluding copies  of  the  small  “Yardstick,”  will  be 
available. 


Nutrition  Research  Laboratories,  Chicago  (Booths 
59  and  60),  will  have  an  entirely  new  exhibit,  in- 
corporating the  use  of  transparencies,  wax  models, 
and  clinical  films,  graphically  outlining  the  value  of 
Ertron  in  the  treatment  of  chronic  arthritis.  The 
film  is  new  and  is  being  shown  for  the  first  time  to 
members  of  the  Medical  Society  of  the  State  of  New 
York.  Companion  products  shown  will  be  Bezon, 
whole  natural  vitamin  B complex,  in  capsule  form, 
and  Pendron,  the  complete  vitamin  arch. 

Ortho  Products,  Inc.,  Linden,  New  Jersey  (Booth 
63),  will  feature  the  scientific  background  of  Ortho- 
Gynol,  Ortho-Creme,  and  Ortho  Diaphragms. 
Latest  reprints  and  published  reports  on  clinic 
studies  on  modern  methods  of  the  control  of  fertility 
may  be  obtained  at  the  exhibit. 

Parke,  Davis  & Company,  Detroit,  Michigan 
(Booth  42),  will  feature  the  sex  hormones,  Theelin 
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and  Theelol;  antisyphilitic  agents,  such  as  Maphar- 
sen  and  Thio-Bismol;  posterior  lobe  preparations, 
including  Pituitrin,  Pitocin,  and  Pitressin;  and 
various  adrenalin  chloride  preparations. 


Pet  Milk  Sales  Corporation,  St. 

Louis,  Missouri  (Booths  69  and  70), 
will  display  an  actual  working  model 
of  a milk  condensing  plant  in  minia- 
ture. This  exhibit  offers  an  oppor- 
tunity to  obtain  information  about 
the  production  of  Irradiated  Pet 
Milk,  its  uses  in  infant  feeding,  and 
the  time-saving  Pet  Milk  services 
available  to  physicians.  Miniature 
Pet  Milk  cans  will  be  given  to  each 
physicians  who  visits  the  Pet  Milk  Booth. 

Petrogalar  Laboratories,  Inc.,  Chicago  (Booth  52), 
cordially  invites  physicians  to  visit  their  exhibit, 
where  a new  and  enlightening  story  on  Petrogalar, 
an  aqueous  suspension  of  mineral  oil,  will  be  related. 
Beautifully  colored  anatomic  drawings  and  new 
literature  may  be  had  upon  request  from  our  pro- 
fessional representatives  who  will  be  in  constant 
attendance. 


Philip  Morris  & Co.,  Ltd.,  Inc.,  New  York  (Booth 
61),  will  demonstrate  the  method  by  which  it  was 
found  that  Philip  Morris  Cigarettes,  in  which  diethyl- 
ene glycol  is  used  as  the  hygroscopic  agent,  are  less 
irritating  than  other  cigarettes.  Their  representa- 
tive will  be  happy  to  discuss  researches  on  this  sub- 
ject and  problems  on  the  physiologic  effects  of 
smoking. 

The  Chas.  H.  Phillips  Co.  Division,  New  York 
(Booth  12)  will  feature  at  their  exhibit  Phillips’ 
Milk  of  Magnesia  (liquid  and  tablet  forms)  and 
Haley’s  M-O,  standards  in  the  field  of  alkaline  laxa- 
tive therapy.  Physicians  are  invited  to  visit  their 
booth  to  receive  samples  of  these  famous  products. 

Picker  X-Ray  Corporation,  New  York  (Booth  34), 
will  show  the  U.S.  Army  Field  Unit  as  well  as  the 
Light  Weight  Air  Corps  Unit,  of  which  they  are 
exclusive  manufacturers.  This  display  of  military 
medical  equipment  will  be  accompanied  by  a selec- 
tion of  interesting  and  authentic  photographs  show- 
ing the  use  of  this  apparatus  under  actual  wartime 
conditions. 


The  Radium  Emanation  Corporation,  New  York 
(Booth  47),  will  exhibit  a wide  variety  of  instruments 
and  applicators  used  in  modern  radium  therapy, 
including  permanent  and  removable  composite, 
leak-proof  Radon  Seeds.  The  advantages  of  these 
seeds  will  be  demonstrated  by  magnified  sections 
showing  their  construction  in  detail. 

Riedel-de  Haen,  Inc.,  New  York  (Booth  46). 
With  the  increasing  use  of  bile  acid  therapy,  physi- 
cians will  find  it  valuable  to  visit  their  booth.  Repre- 
sentatives are  especially  well  posted  in  this  rapidly 
developing  field  and  will  welcome  the  opportunity 
to  discuss  the  therapeutic  application  of  Riedel-de 
Haen’s  pure  bile  acid  products,  Decholin,  Degalol, 
and  Cholmodin. 


S.M.A.  Corporation,  Chicago  (Booth  43).  Among 
the  technical  exhibits  at  the  convention  this  year  is 
an  interesting  display  which  represents  the  selection 
of  infant  feeding  and  vitamin  products  of  the  S.M.A. 
Corporation.  Physicians  who  visit  this  exhibit  may 
obtain  complete  information,  as  well  as  samples,  of 
S-M-A  Powder  and  the  special  milk  preparations — 
Protein  S-M-A  (Acidulated),  Alerdex,  and  Hypo- 
Allergic  Milk. 

Sandoz  Chemical  Works,  Inc.,  New  York  (Booth  71). 
Physicians  will  be  interested  in  Gjmergen  (ergota- 
mine  tartrate)  for  the  dramatic  relief  of  migraine 
headache.  Recently  released  products  include  Syrup 
Neo-Calglucon  (calcium  gluconogalactogluconate), 
a palatable,  highly  concentrated  preparation  for  oral 
calcium  therapy  readily  absorbed  from  the  digestive 
tract;  Cedilanid,  a stable  preparation  of  lanatoside 
C,  a crystalline  glycoside  from  digitalis  lanata  not 
present  in  purpurea.  Other  members  of  the  Sandoz 
group  of  pure  cardioactive  glycosides  include  Digil- 
anid,  Strophosid,  Scillaren,  and  Scillaren-B.  Also 
displayed  are  Bellergal,  Belladenal,  and  Bellafoline — 
sedatives  of  the  neurovegetative  system;  Calglucon 
Effervescent  Tablets  and  Chocolate  Flavored  Tab- 
lets, the  original  calcium  gluconate  products;  Neo- 
Calglucon  Ampuls,  the  improved  preparation  for 
parenteral  calcium  therapy. 

W.  B.  Saunders  Company,  Philadelphia  (Booth  77), 
will  exhibit  their  complete  line  of  books,  including 
such  new  ones  as  the  Mayo  Clinic  Volume , Lundy’s 
Anesthesia,  Wharton’s  Gynecology,  The  Military 
Medical  and  Surgical  Manuals,  Official  U.S.  Public 
Health  Service  Industrial  Hygiene  Manual,  Stieg- 
litz’s  Geriatrics,  Cutting’s  Therapeutics,  Dry’s 
Cardiology,  Rehfuss’  Indigestion,  Weiss  and  English’s 
Psychosomatic  Medicine,  and  many  others.  New 
editions  of  DeLee’s  Obstetrics  (revised  and  largely 
rewritten  by  Dr.  J.  P.  Greenhill),  Todd  and  San- 
ford’s Clinical  Diagnosis  by  Laboratory  Methods,  and 
Wechsler’s  Clinical  Neurology. 

G.  D.  Searle  & Co.,  Chicago  (Booth  38),  will  show 
a number  of  new  products  of  Searle  Research,  which 
has  contributed  so  much  to  the  recent  armamen- 
tarium of  the  physician.  Products  such  as  Searle 
Aminophylline,  Metamucil,  Ketochol,  Furmerane, 
Floraquin,  Gonadophysin,  Tetrathione,  and  Pava- 
trine  are  results  of  this  research,  which  has  been 
greatly  expanded  in  the  new  Searle  Research  Labora- 
tories. An  illustration  of  the  new  laboratories  will  be 
featured  in  the  exhibit. 


Sharp  & Dohme,  Inc.,  Philadelphia  (Booth  41),  will 
feature  “Lyovac”  Normal  Human  Plasma,  other 
“Lyovac”  biologicals  and  biologic  specialties.  There 
will  also  be  on  display  pharmaceutical  specialties 
including  “Sulfasuxidine,”  succinvlsulfathiazole, 
“Delvinal”  Sodium,  ‘‘Propadrine”  Hydrochloride 
products,  “Rabellon,”  “Depropanex,”  and  “Pro- 
hexinol.”  A cordial  welcome  awaits  all  visitors. 


Singer  Sewing  Machine  Company,  New  York 
(Booths  9,  10,  and  11). 

Smith,  Kline  & French  Laboratories,  Philadelphia 
(Booth  75).  Our  representatives  will  gladly  discuss 
the  indications  and  potentialities  of  Benzedrine 
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Sulfate  Tablets  in  depressive  states;  as  an  adjunct 
in  the  treatment  of  alcoholism;  and  in  postencephal- 
itic parkinsonism  and  narcolepsy.  Benzedrine  In- 
haler, N.N.R.,  “Paredrine  Hydrobromide  Aqueous/’ 
“Paredrine”-Sulfathiazole  Supension,  Eskay’s  Panta- 
plex,  and  Pragmasul  will  also  be  exhibited. 

Spencer  Incorporated,  New  Haven,  Connecticut 
(Booth  55).  An  interesting  moving  postural  exhibit 
featuring  individually  designed  supports  for  abdo- 
men, back,  and  breasts.  Spencer  Supports  are  pre- 
scribed as  an  aid  to  treatment  for  the  following: 
hernia;  visceroptosis  with  symptoms;  postopera- 
tive; back  conditions;  maternity  and  postpartum; 
obesity;  movable  kidney;  breast  conditions;  and 
certain  forms  of  heart  disease.  Samples  on  display. 

E.  R.  Squibb  & Sons,  New  York  (Booth  39),  will 
feature  a number  of  new  chemotherapeutic  special- 
ties, as  well  as  the  latest  additions  to  their  line  of 
vitamin,  glandular,  and  biologic  products.  Well- 
informed  Squibb  representatives  will  be  on  hand  to 
welcome  you  and  to  furnish  any  information  desired 
on  the  products  displayed. 

R.  J.  Strasenburgh  Company,  Rochester,  New  York 
(Booth  29). 

Tampax  Incorporated,  New  York  (Booth  15). 

U.S.  Vitamin  Corporation,  New  York  (Booth  68). 

Wallace  & Tieman  Products,  Inc.,  Belleville,  New 
Jersey  (Booth  19).  Azochloramid  (Chloroazodin 
U.S.P.)  is  a Council  Accepted,  effectively  bactericidal 
organic  chloramine  of  low  toxicity  for  the  treatment 
of  wound  infections.  Motion  pictures  of  several 
surgical  technics  and  procedures,  including  plastic, 


orthopaedic,  peripheral  vascular,  and  general  sur- 
gery will  be  shown.  Visit  their  booths  and  register. 
Their  representatives  will  welcome  your  questions. 

White  Laboratories,  Inc.,  Newark,  New  Jersey 
(Booth  3).  Within  recent  years  tremendous  ad- 
vances in  vitamin  research  have  added  a wealth  of 
clinical  data  to  our  knowledge  of  nutrition.  The 
intense  interest  of  the  laity  in  the  vitamins — often, 
unfortunately,  confused  and  misled  by  unauthorita- 
tive  lay  advertising  and  uninformed  “information” 
— can  be  properly  controlled  by  the  physician’s  inter- 
pretation of  the  actual  usefulness  of  the  vitamins  to 
his  patients.  In  its  booth,  White  Laboratories, 
Inc.,  presents  its  complete  line  of  ethically  promoted, 
clinically  reputable  vitamin  preparations.  Quali- 
fied representatives  are  in  attendance  to  discuss  with 
you  the  use  of  White’s  products  in  vitamin  prophy- 
laxis and  therapy.  Descriptive  literature  is  avail- 
able for  your  review  and  a cordial  welcome  awaits 
you. 

Winthrop  Chemical  Co.,  Inc.,  New  York  (Booth  45), 
extends  a cordial  invitation  to  visit  their  exhibit, 
where  representatives  will  gladly  discuss  the  latest 
therapeutic  contributions  made  by  this  firm. 

John  Wyeth  & Brother,  Inc.,  Philadelphia  (Booth 
37). 

Zimmer  Manufacturing  Company,  Warsaw,  Indiana 
(Booth  20),  will  exhibit  the  regular  line  of  fracture 
equipment,  and  in  addition  the  popular  Luck  Bone 
Saw  and  all  of  its  attachments.  Various  other  items 
that  have  been  standardized  by  the  U.S.  Army  and 
Navy  will  be  on  exhibition.  The  new  Screw  and 
Plate  Container  Outfit  will  also  be  on  display,  along 
with  new  instruments  which  have  recently  been  de- 
signed by  Dr.  Walter  P.  Blount  and  Austin  T. 
Moore. 
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NO  increase  in  price! 

e VITAMINS  Bi-B2(G)-C  SUBSTANTIALLY  increased 
# NIACINAMIDE,  important  B Complex  member, added 

VI-SYNERAL  is  an  excellent  vitamin-mineral  dietary 
supplement— in  step  with  advancing  nutrition  research. 


YISYNERAL  is  personally  used  and  widely  rec- 
ommended by  physicians  because  of  its  effectiveness 
and  because  it  is  now  conceded  that  deficiencies  in 
vitamins  and  minerals  are  usually  multiple.  We  have 
pioneered  multiple  vitamin-mineral  therapy  since  1935. 


VI-SYNERAL  contains: 


VITAMINS:  A-BrB2<G)-C-D-E-Niacinamide 
and  B Complex  factors. 


MINERALS:  Calcium,  Phosphorus,  Iron,  Iodine,  Manga- 
nese, Magnesium,  Copper,  Zinc. 


. . . in  a separate  Funk-Dubin  balance  for  each  age 
group:  (1)  ADULTS,  (2)  INFANTS  and  CHILDREN— 
up  to  6,  (3)  CHILDREN  and  ADOLESCENTS— 6 to  16, 

(4)  EXPECTANT  and  NURSING  MOTHERS,  and 

(5)  SPECIAL  GROUP  (Middle-aged  and  Aged). 


LITERATURE  AND  SAMPLE  UPON  REQUEST 


• U.  S.  VITAMIN  CORPORATION 

9 NEW  YORK,  N.  Y. 


VITAMINS  ALONE  ARE  NOT  ENOUGH! 

BECAUSE  VITAMINS  ARE  BETTER  UTILIZED  WITH  MINERALS 
VI-SYNERAL  SUPPLIES  BOTH.' 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


New  York  State  Association 
of 

School  Physicians* 


Annual  Meeting 

Hotel  Statler,  Buffalo — Monday,  May  3 


2:00  P.M. — Chinese  Room 

Presidential  Address 
John  E.  Burke,  M.D.,  Schenectady 
Assistant  Superintendent  of  Schools  in  Charge  of 
Health  and  Physical  Education 

“Tuberculosis — Present  Day  Control  Measures’’ 
Homer  Folks,  New  York  City 
Secretary,  State  Charities  Aid  Association 
Discussion:  Wm.  E.  Ay  ling,  M.D.,  Syracuse, 

Director  of  School  Health 

“Immunization  Procedures” 

Clarence  A.  Greenleaf,  M.D.,  Olean 
Director  of  School  Health,  Cattaraugus  County 
Discussion:  Michael  Levitan,  M.D.,  Rome 

Director  of  School  Health 

“School  Health  Services” 

Lillian  De  Armit,  M.D.,  Albany 

Acting  Chief,  Bureau  of  Health  Service,  State 

Department  of  Health  and  Physical  Education 


* Open  meetings. 


6:00  P.M. 

Dinner  and  Annual  Business  Meeting 
(Dr.  John  E.  Burke,  Presiding) 

8:00  P.M. — Chinese  Room 

“Today’s  Problems  in  Health  Education” 

Clair  E.  Turner,  A.M.,  Sc.D.,  Dr.P.H.,  Cambridge, 

Massachusetts 

Professor  of  Public  Health,  Massachusetts  Insti- 
tute of  Technology;  President,  American  School 
Health  Association 

Discussion:  Charles  H.  Keene,  M.D.,  Buffalo, 
Director  of  Health  and  Physical 
Education,  University  of  Buffalo 

“Activities  of  State  Medical  Society  re  School 
Health” 

O.  W.  H.  Mitchell,  M.D.,  Syracuse 
Professor  of  Public  Health,  Syracuse  University; 
Chairman,  Council  Committee  on  Public  Health 
and  Education,  Medical  Society  of  the  State  of 
New  York 

Discussion:  J.  G.  Fred  Hiss,  M.D.,  Syracuse 
Chairman,  Subcommittee  on 
Youth  Organizations 
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TECHNIC  0F  LIPIODOL  INSTILLATION 


BRONCHOGRAPHY 


Method  of  Forestier 


In  the  visualization  of  the  bron- 
chial tree,  the  pernasal  method 
described  by  Forestier*  in  1934 
possesses  several  advantages.  No 
special  instruments  are  required; 
the  patient  is  subjected  to  a mini- 
mum of  discomfort;  the  technic  is 
easily  carried  out.  The  tongue  is 
pulled  forward,  thus  closing  the 
upper  end  of  the  esophagus.  A top- 
ical anesthetic  solution  is  instilled 
into  one  nostril  with  the  head  tilted 
back  at  an  angle 
of  45°. The  solution 


finds  its  way  through  the  open 
glottis  into  the  trachea  and  bron- 
chi. The  warmed  Lipiodol  is  in- 
stilled after  five  minutes,  and  the 
position  of  the  patient  is  adjusted 
according  to  the  portion  of  the  bron- 
chial tree  which  is  to  be  visualized. 
With  Lipiodol  (iodized  poppyseed 
oil  containing  40  per  cent  iodine 
in  chemical  combination),  brilliant 
roentgenograms  of  the  bronchial 
tree  ramifications  are  produced, 
affording  a valua- 
ble aid  in  diagnosis. 


Wrong  method;  fluid  enter- 
ing esophagus  when  tongue 
is  not  pulled  forward. 


Correct  method;  the  path 
followed  by  fluid  when 
tongue  is  pulled  forward. 


The  complete  description  of  the  method 
of  Forestier*  in  bronchography,  as  well  as 
the  many  other  valuable  applications  of 
Lipiodolography,  are  graphically  presented 
in  a new  brochure  “The  Applicability  of 


Lipiodol  in  Roentgenography  and  the 
Technic  of  its  Use.”  Physicians  are  invited 
to  send  for  a complimentary  copy. 

^Forestier,  J.,  and  Leroux,  L. : Simplified  Method  of 
Bronchography,  Radiology  24:743-744  (June  ) 1935. 


E.  FOUGERA  & CO.,  INC.,  Distributors 
75  Varick  Street  New  York,  N.  Y. 


aao 


jp 

is  supplied 


Lipiodol  is  supplied  in  a variety  of 
ampule  sizes  and  in  a 20cc.  vaccine 
type  vial  for  economy  of  use. 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Women’s  Medical  Society 
of  New  York  State 


Annual  Meeting,  Buffalo — May  2-3,  1943 

Headquarters,  Hotel  Statler 


npHE  thirty-seventh  Annual  Meeting  of  the 
J-  Women’s  Medical  Society  of  New  York  State 
will  be  held  in  Buffalo,  May  2-3. 

There  will  be  a tea  at  the  Hotel  Statler,  Sunday, 
May  2,  from  4 : 00  to  6 : 00  p.m. 

The  regular  annual  meeting  will  be  held  on  Mon- 
day morning,  May  3. 

The  program  for  Monday  is  as  follows:  9:30 

a.m. — Registration;  10:00  a.m.  to  12:00  Noon- 
Business  Session;  1 : 00  p.m. — Luncheon. 

From  2:00  to  5:00  p.m.  the  following  scientific 
session  has  been  planned:  “The  Physical  Therapy 

Prescription,”  Jessie  D.  Wright,  M.D.,  Pittsburgh, 
Pennsylvania,  with  discussion  by  Florence  E. 
Warner,  M.D.,  of  Binghamton,  Madge  C.  L.  Mc- 


Guinness,  M.D.,  of  New  York  City,  and  Tamara  von 
Friesen,  M.D.,  of  Buffalo;  “Shock  Therapy  in  the 
Treatment  of  Mental  Diseases,”  Jennie  D.  Klein, 
M.D.,  Buffalo;  “Prevention  and  Early  Diagnosis  of 
Cancer,”  Zoe  Allison  Johnston,  M.D.,  Pittsburgh, 
Pennsyl vania. 

Dinner  will  be  held  at  the  Hotel  Statler  on  Mon- 
day at  7 : 00  p.m.  The  speakers  will  be : Marguerite 

P.  McCarthy,  M.D.,  President  of  the  Women’s 
Medical  Society  of  New  York  State;  Greetings, 
President  of  the  American  Medical  Women’s  Associ- 
ation— “Experiences  in  England,”  Florence  E. 
Warner,  M.D.,  Binghamton. 

Marguerite  P.  McCarthy,  M.D.,  President 
Isabelle  F.  Borden,  M.D.,  Secretary 


Officers  of  the  Women’s  Medical  Society 


Honorary  Presidents 

Mary  T.  Greene,  M.D. 

Helene  J.  C.  Kuhlmann,  M.D. 

Rosalie  Slaughter  Morton,  M.D. 
Marion  Craig  Potter,  M.D. 

President 

Marguerite  P.  McCarthy,  M.D. 

102  Caroline  Ave.,  Solvay,  Syra- 
cuse 

Vice-Presidents 
Mary  E.  Potter,  M.D. 

305  Washington  Ave.,  Brooklyn 
Theresa  Scanlan,  M.D. 

133  East  58th  St.,  New  York  City 
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when  rest  has  been  unsuccessful 


The  vasodilator  action  of  Erythrol  Tetra- 
nitrate  suggests  it  as  an  adjunct  to  rest 
and  other  measures  when  these  have  been 
unsuccessful  in  controlling  arterial  hyper- 
tension. Producing  a vasodilatation  which 
persists  for  several  hours,  following  the 
administration  of  a single,  therapeutically 
effective  dose,  Erythrol  Tetranitrate 
causes  a reduction  in  blood  pressure  suffi- 
ciently prolonged  so  that  administration 
three  times  daily  may  maintain  the  re- 


duction. It  may  be  prescribed  over  a pro- 
tracted period  with  sustained  effect. 

By  dilating  the  peripheral  arterioles,  Ery- 
throl Tetranitrate  tends  not  only  to  de- 
crease stress  of  excessive  pressure  on  ar- 
terial walls,  but  also  to  relieve  the  burden 
on  the  heart.  Although  the  causative  mech- 
anism remains  unaltered,  a more  favor- 
able circulatory  condition  is  established. 

Literature  on  Request 


ERYTHROL 

TETRANITRATE 

MERCK 

(Erylhrityl  Tetranitrate) 
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For  Prolonged 
Vasodilatation 
in  Hypertension  ACCEFTE0 


Wemiau  RAHWAY,  N.J. 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


gPRING  is  here! 

God  bless  the  heart  of  sunshine 
That  smiles  the  clouds  away, 

And  sets  a star  of  fresh-born  hope 
In  someone’s  sky  each  day. 

God  bless  all  words  of  kindness 
That  lift  the  heart  from  gloom, 

And  in  life’s  barren  places 

Plant  flowers  of  love  to  bloom. 

Let  each  of  us  be  sure  that  our  county  news  is  in 
the  spring  issue. 

The  spring  board  meeting  was  held  in  Albany, 
February  15-16,  at  the  DeWitt  Clinton  Hotel.  At  a 


dinner  meeting  on  February  15  at  the  hotel,  Mrs. 
Noll,  our  president,  greeted  us  in  her  charming 
manner,  and  after  dinner,  the  members  went  to  a 
session  of  the  State  Senate.  On  February  16, 
shortly  after  9:30  a.m.,  the  president  called  the 
board  meeting  to  order.  Reports  were  given  from 
the  State  officers,  chairman,  and  county  presidents. 
The  reports  showed  that  all  the  auxiliaries  are  grow- 
ing, that  many  new  members  have  been  taken  in, 
and  that  all  are  busy  in  Red  Cross  work. 

The  Convention  chairman,  Mrs.  William  Rennie, 
gave  her  report  for  the  Convention,  to  be  held  in 
Buffalo,  May  3-6.  Watch  the  Journal  for  more 
news  regarding  the  Convention. 


County  News 


Herkimer.  The  February  meeting  was  held  at 
the  Dyett  Tea  Room  at  Ilion.  Mrs.  Murray  pre- 
sided in  the  absence  of  the  president.  Mrs.  Buck- 
bee,  of  Dolgeville,  was  asked  to  represent  Herkimer 
County  at  the  board  meeting.  A nominating  com- 
mittee was  appointed  to  present  a slate  at  the  April 
meeting.  Red  Cross  sewing  was  done  by  all  mem- 
bers after  the  meeting. 

Kings.  Women  of  the  Kings  County  auxiliary 
have  formed  their  own  Red  Cross  Unit,  meeting 
every  Monday  and  Wednesday  from  10  a.m.  to 
4 p.m.  Layettes,  hospital  gowns,  and  surgical  dress- 
ings are  made. 

Nassau.  Mrs.  Arthur  Jacques  welcomed  Mrs. 
Abner  Morris  of  Hewlett  into  the  auxiliary.  Owing 
to  the  ban  on  pleasure  driving,  meetings  are  can- 
celed for  the  present.  However,  the  executive  board 
will  meet  once  a month  as  usual,  and  all  future 
activities  will  be  announced  by  the  board.  At 
present,  Nassau  County  is  doing  a great  deal  of 
work  on  Child  Welfare  Schools  and  on  home  de- 
fense. 


Saratoga.  At  the  meeting  of  the  county  auxiliary 
Mrs.  James  F.  Roohan,  president,  praised  the  work 
of  the  public  health  nurses  of  Saratoga  County. 
Splendid  reports  were  given  to  the  auxiliary  mem- 
bers, showing  the  work  that  the  health  nurses  are 
doing.  Mrs.  Roohan  gave  a short  resume  of  the 
bills  to  be  brought  up  by  the  legislation  committee 
and  of  the  work  being  done  by  Mrs.  Alfred  Madden, 
state  chairman  of  legislation.  Mrs.  Madden  de- 
serves a great  deal  of  credit  for  her  splendid  work. 
The  auxiliary  does  machine  sewing  once  a week  for 
the  hospital. 

All  Auxiliary  Members — You  are  all  welcome  to 
the  Annual  Convention  to  be  held  this  May  3-6 
at  the  Hotel  Statler  in  Buffalo.  Make  your  reser- 
vations early.  I am  sure  we  all  want  to  renew  our 
old  acquaintances,  make  new  ones,  and  keep  the 
Auxiliary  banner  flying  high  at  a time  when  we  are 
needed  so  much.  Let  each  one  make  a big  effort  to 
be  there  and  make  this  convention  a success. 

See  You  At  The  Convention 


The  Woman’s  Auxiliary  to  the  Medical  Society  of  the  State  of  New 
York  will  hold  its  Annual  Convention  in  Buffalo,  May  3 — 6,  in  conjunction 
with  the  Annual  Meeting  of  the  State  Society. 

The  program  'will  he  published  in  the  April  15  issue  of  the  Journal. 


678 


679 


Pruritus  Ani 


^ - 


"with  its  torture  of  sleepless  nights, 
exasperating  annoyance,  and  the  sapping 
of  nerve  poise  and  courage  . . 


No  patient  need  suffer  the  torturing  discomfort  of  pruritus  ani,  either  at 
night  or  during  business  hours.  Through  the  use  of  Calmitol  Ointment, 
welcome  relief  is  obtained  for  many  hours.  Thus  restful  sleep  and 
recuperation  follow,  obviating  the  nervous  irritability  of  sleeplessness. 
Easily  carried  about  and  applied  when  required,  Calmitol  Ointment  may 
be  used  any  time  when  the  pruritus  recurs.  By  breaking  the  vicious  cycle 
of  a lowered  cutaneous  threshold  induced  by  sleeplessness  and  fatigue, 
Calmitol  reduces  the  severity  of  attacks  and  facilitates  corrective  therapy. 
Physicians  are  invited  to  send  for  samples. 


*Hermanze  and  Bacon,  Cyclop  of  Med.,  X:1135. 


CALMITOL 


THE  DEPENDABLE  ANTI-PRURITIC 


101  W.  3 1st  St. 


c£ 

New  York,  N.  Y. 


Calmitol  exerts  its  antipruritic  influence  by 
blocking  cutaneous  receptor  organs  and 
nerve  endings.  Its  active  ingredients  are 
chlor-iodo-camphoric  aldehyde,  levo-hyoscine 
oleinate,  and  menthol,  incorporated  in  an 
alcohol-chloroform-ether  vehicle.  Calmitol  is 
protective,  bacteriostatic,  and  induces  mild 
active  hyperemia. 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


AURAL,  ORAL,  AND  LARYNGEAL  TUBERCULOSIS 

G.  E.  Wilson,  M.D.,  Saranac  Lake,  New  York 


THIS  paper  will  be  of  most  interest  to  the 
otolaryngologist  who  has  had  meager  experi- 
ence with  the  tuberculous.  It  is  not  designed  to 
bring  forth  anything  new  or  striking.  However, 
I trust  that  even  those  specialists  who  have 
spent  much  time  in  the  field  of  tuberculosis  may 
find  something  of  interest  in  my  experiences  as 
compared  with  their  own. 

Tuberculosis  of  the  middle  ear  is  thought  to  be 
secondary  to  pulmonary  tuberculosis,  which  dis- 
ease has  been  positively  diagnosed  in  every  case 
of  tuberculous  otitis  media  that  I have  seen — 
and  these  patients  have  been  adults  with  few 
exceptions.  Two  of  the  women,  who  both  de- 
veloped the  condition  after  thoracoplasty  opera- 
tion, were  so  unfortunate  as  to  have  been  deaf  in 
the  opposite  ear  following  childhood  exanthemata. 
This  aural  complication  occurs  in  roughly  5 per 
cent  of  lung  phthisis  cases.  Some  of  these  pa- 
tients have  also  had  laryngeal  tuberculosis  as  an 
accompaniment,  which  makes  the  prognosis  more 
serious.  This  complication  nearly  always  occurs 
in  cases  with  active  pulmonary  lesions  but  ap- 
pears occasionally  in  quiescent  cases. 

The  onset  is  usually  insidious  and  painless,  or 
with  only  dull  aching.  An  acute  painful  type 
has  been  described,  but  I have  never  encountered 
it.  In  long-standing  cases  with  secondary  infec- 
tion, pain  and  soreness  may  become  definite. 
Acute  pyogenic  infections  of  the  middle  ear  may 
occur  in  tuberculous  patients.  Whether  the 
pathway  of  infection  in  tuberculous  otitis  media 
is  by  blood,  lymph,  or  through  the  eustachian 
tube  by  bacillus-laden  sputum  forced  there  during 
cough,  is  not  definitely  known.  Proctor  and 
Lindsay’s1  recent  work  favors  the  hematogenous 
route. 

Early  symptoms  are  discomfort  of  the  ear, 
stuffiness,  slight  but  progressive  impairment  of 
hearing,  and  later,  in  some  cases,  tinnitus.  By 
the  time  the  patient  consults  an  otologist  the 
tympanic  membrane  is  thickened  and  appears 
dull  red  with  the  usual  sharp  landmarks  rounded 
or  less  distinct.  In  most  cases  the  drum  ruptures 
spontaneously  without  pain  in  from  one  day  to 
several  weeks  after  definite  establishment  of 
symptoms  and  signs.  The  immediate  discharge 
is  thin  and  watery,  or  flocculent,  but  this  soon 
becomes  thick  and  purulent,  though  not  profuse, 
and  continues  indefinitely,  especially  after 
secondary  infection  takes  place.  Multiple  per- 
forations have  been  described  but  mostly  I have 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the 
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seen  a single  one,  usually  in  the  anterior  inferior 
quadrant,  although  it  may  occur  in  any  part  of 
the  drum.  It  usually  enlarges,  with  destruction 
of  membrana  tympani.  Occasionally  I have  seen 
two  perforations  which  have  coalesced,  but  sel- 
dom more  than  two.  Perforations  are  said  to  be 
ruptured  tubercles.  In  the  rare  cases,  which  do 
not  respond  to  treatment,  bony  necrosis  may 
occur.  Marginal  perforations  are  suggestive  of 
this,  and  if  it  happens,  the  ossicles  may  be 
destroyed  and  there  may  be  an  invasion  of  mas- 
toid or  labyrinth.  Sequestra  have  been  de- 
scribed, but  they  have  not  occurred  in  my  cases. 
I have  had  occasion  to  operate  upon  but  one 
tuberculous  mastoid.  Facial  paralysis  has  oc- 
curred in  two  patients;  one  cleared  without 
treatment,  and  the  other  continued  until  death 
from  the  far-advanced  progressive  lung  lesion. 
Cholesteatoma  develop  in  very  few  long-standing 
cases.  Meningitis  and  brain  abscess  have  been 
reported  as  extensions  of  this  disease,  but  I have 
never  met  these  serious  metastases.  Tubercle 
bacilli  sometimes  may  be  found  in  direct  smear, 
and  sometimes  by  culture  or  guinea  pig  inocula- 
tion of  the  aural  pus.  If  granulations  are  accessi- 
ble in  the  middle  ear,  a positive  biopsy  would  be 
conclusive.  Pathologically  the  diseased  tissues 
show  round  cell  infiltration,  giant  cells,  tubercles, 
granulations,  and  necrosis  or  fibrosis  as  the  dis- 
ease progresses  or  retrogresses. 

After  spontaneous  perforation  the  local  treat- 
ment is  practically  the  same  as  that  for  chronic 
purulent  otitis  media  of  pyogenic  origin;  namely, 
cleansing,  followed  by  the  use  of  antiseptic  solu- 
tions, such  as,  boric  acid,  bichloride  of  mercury, 
and  alcohol  drops,  or  Calot’s  solution,  or  sulfon- 
amides (locally  and  systemically) . The  dis- 
charge gradually  ceases  after  a period  of  three  to 
six  months  or  longer,  leaving  a dry  ear  with  much 
scar  tissue  and  a marked  loss  of  hearing,  which  is 
likely  to  be  permanent  with  only  slight  improve- 
ment over  the  ensuing  years.  Occasionally  this 
type  of  ear  does  not  yield  to  treatment,  but  dis- 
charges for  a long  period  with  the  ever-present 
danger  of  intracranial  complications.  I have  not 
used  vaccines  or  tuberculin  or  zinc  ionization. 
Cox  and  Dwyer,2  in  reporting  25  cases  of  tubercu- 
lous otitis  media,  found  tuberculin  effective  in 
treatment.  They  stated  that  15  per  cent  of  all 
discharging  ears  in  childhood  are  tuberculous  and 
that  often  the  organisms  are  bovine.  In  children 
the  disease  is  frequently  extensive  and  destruc- 
tive to  the  temporal  bone.  I seldom  see  such 
[Continued  on  page  682] 
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Effective  Antisepsis  without  Toxicity:  Decongestion  without  Vasoconstriction. 


The  fact  that  ARGYROL  has  been  employed 
repeatedly  in  the  sinuses,  the  renal  pelvis,  and 
the  bladder  with  good  effect,  and  always  with- 
out undesirable  toxic  effects,  is  evidence  of  its 
complete  freedom  from  systemic  toxicity.  But 
ARGYROL  also  has  many  other  advantages 
which  make  it  truly  “the  mucous  membrane 
antiseptic  of  choice.” 

No  Ciliary  Injury.  The  “ciliary  sweep”  is  a 
vital  factor  in  throwing  off  upper  respiratory 
infections.  ARGYROL,  despite  its  protective 
consistency,  does  not  injure  ciliary  action. 

Decongestion  Without  Vasoconstriction. 

It  is  a common  observation  that  the  continued 
use  of  vasoconstrictors  may  lead  to  sogginess 


and  loss  of  tissue  resiliency.  ARGYROL  lessens 
turgescence  but  induces  no  powerful  artificial 
vasoconstriction. 

Unique  Physical  Properties.  ARGYROL  is 
more  than  just  a chemical  germ -killer.  Its 
mechanical  action  is  detergent  and  pus-dis- 
lodging. It  is  demulcent,  soothing  and  inflam- 
mation-dispelling. It  effects  a “physiological 
washing  of  the  mucous  surface.” 

ARGYROL’S  colloidal  dispersion  is  finer,  and 
the  hydrogen  ion  concentration  and  silver  ion 
concentration  of  ARGYROL  solutions  are  care- 
fully and  properly  regulated,  so  that  solutions 
of  ARGYROL  in  any  strength  from  1%  to  50% 
are  equally  bland  and  non-irritating. 


1.  SOOTHING  AND  INFLAMMATION-DISPELLING  PROPERTIES 

2.  NO  CILIARY  INJURY- NO  TISSUE  IRRITATION 

3.  NO  SYSTEMIC  TOXICITY 

4.  NO  PULMONARY  COMPLICATIONS 

5.  DECONGESTION  WITHOUT  VASOCONSTRICTION 


ORIGINAL  ARGYROL  PACKAGE 


A.  C.  BARNES  COMPANY,  NEW  BRUNSWICK,  N.  J. 

ANTISEPTIC  EFFICIENCY  PLUS 
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G.  E.  WILSON 


[N.  Y.  State  J.  M. 
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[Continued  from  page  680 1 
children,  although'  my  only  operation  for  tubercu- 
lous mastoid  was  in  a boy  of  eight.  In  adults  the 
disease  usually  limits  itself  to  the  middle  ear. 
My  experience  with  ultraviolet  light  (local  and 
general)  in  this  disease  has  been  disappointing, 
although  this  modality  has  been  praised  by 
Strandberg3  and  by  Weinstein  and  Bendove.4 
Nor  have  I found  any  advantage  in  myringotomy 
before  spontaneous  perforation  because  the  drum 
is  partially  lost  in  most  cases  anyway,  while  in  a 
few  cases,  if  the  tympanic  membrane  has  not  been 
lanced,  it  is  saved  intact  as  the  disease  resolves. 
The  hearing,  of  course,  remains  great ly  dimin- 
ished in  any  event.  Tuberculosis  of  the  petrous 
apex  has  been  reported  (Grabscheid5).  It  is 
necessary  to  differentiate  tuberculous  otitis  media 
from  syphilis,  which  is  rare  in  the  middle  ear,  and 
from  pyogenic  chronic  purulent  otitis  media. 

The  prognosis  is  favorable  in  most  cases,  and 
there  is  usually  little  disturbing  effect  on  the 
general  health  or  the  pulmonary  condition.  I 
have  never  known  tuberculous  otitis  media  to  be 
the  cause  of  death.  Building  up  the  general 
health  and  being  sure  that  the  lung  condition  is 
properly  and  specifically  treated  help  to  over- 
come the  activity  of  the  aural  lesion.  The  most 
menacing  end  result  is  the  extreme  loss  of  hearing. 
Almost  always  the  involvement  is  unilateral,  but 
I have  encountered  a few  bilateral  cases. 

My  experience  with  tuberculosis  of  the  intra- 
nasal passages  and  the  paranasal  sinuses  has  been 
limited.  Nasal  tuberculosis  has,  however,  been 
reported  by  Vandevere6  and  by  Terry.7  Hersh8 
described  a case  of  tuberculous  right  antrum  and 
reviewed  the  literature,  fisting  others  by  Gleits- 
mann,9  Coakley,10  and  Kechwick.11 

Oral  tuberculosis  I have  encountered  fairly 
often,  although  it  is  rare  in  comparison  with 
laryngeal  disease.  Its  appearance  is  marked  by 
lesions  of  the  gums,  cheeks,  soft  palate,  uvula, 
tongue,  tonsils,  pillars,  and  pharynx,  independent 
of  involvement  of  the  larynx.  They  begin  as 
small  superficial  erosions  which  develop  into 
shallow  ulcerations  of  varying  extent.  In  the 
infrequent  cases  with  simultaneous  oral  and  laryn- 
geal lesions,  the  prognosis  is  worse  than  either 
would  be  alone.  Oral  lesions  are  thought  to  be 
always  secondary  to  pulmonary  phthisis,  and  the 
end  results  of  treatment  are  usually  good,  pro- 
vided that  the  pulmonary  disease  is  also  handled 
intelligently.  Whether  the  infection  arises 
through  implantation  from  tubercle  bacilli  in 
sputum  or  is  blood-borne  is  not  definitely  known. 
Local  measures  of  treatment  are:  electro- 
cautery, fight  therapy,  and  topical  applications, 
of  which  silver  nitrate  seems  to  be  best.  Light 
therapy  has  proved  more  valuable  in  these  lesions 
because  of  their  easy  accessibility.  The  Kro- 


inayer  lamp  and  the  cold  quartz  lamp  have  aided 
from  both  palliative  and  curative  standpoints. 
Again,  however,  most  reliance  must  be  placed  on 
galvanocautery,  which  should  be  used  cautiously 
and  not  too  frequently.  Isolated  ulcers  in  the 
pharynx  will  heal,  but  pharyngeal  involvement 
extending  upward  from  tuberculous  disease  in  the 
larynx  is  hopeless.  Smears  and  cultures  are 
often  positive  but  may  be  unreliable  for  diagnosis 
because  of  possible  contamination  from  bacilli  in 
sputum.  Biopsy  followed  by  cauterization  of 
the  wound  may  be  necessary  for  diagnosis,  but  in 
general  the  laryngologist  can  make  the  diagnosis 
from  inspection  alone,  together  with  the  history, 
especially  if  the  patient  is  known  to  have  pul- 
monary tuberculosis.  Syphilis,  malignancy,  and 
Vincent’s  disease  must  be  ruled  out.  Martin  and 
Koepf’s12  five  patients  with  tuberculosis  of  the 
gums  and  cheeks  were  all  men,  and  most  of  my 
patients  have  been  men.  It  is  fair  to  assume  that 
if  these  lesions  are  in  patients  with  fibrotic  pul- 
monary tuberculosis,  the  prognosis  is  favorable 
because  of  better  resistance  and  healing  power. 
Conversely,  hematogenous  lesions  offer  a grave 
prognosis.  Farber,  Friedland,  and  Jacobs13  have 
recently  reported  nine  cases  of  tuberculosis  of  the 
tongue,  mostly  far  advanced.  Literature  on 
tuberculosis  of  the  tonsils  is  abundant  (Weller,14 
Long,15  and  Alpert16). 

Tuberculosis  of  the  larynx  has  decreased  in 
incidence  more  than  50  per  cent  during  the  past 
ten  or  twelve  years  because  of  the  extensively 
increasing  use  of  collapse  therapy  in  pulmonary 
tuberculosis,  to  which  disease  the  laryngeal  in- 
volvement is  always  secondary.  Pneumothorax, 
phrenic  nerve  interruption,  and  thoracoplasty  are 
used  early  and  often.  Laryngeal  lesions  seldom 
appear  after  such  treatment  is  instituted  and,  if 
already  present,  they  are  likely  to  improve  along 
with  the  lung  condition  and  the  general  health, 
especially  if  sputa  become  negative.  Dworet- 
sky17  and  Cooper  and  Benson18  have  stressed 
these  measures  in  the  treatment  of  laryngo- 
pulmonary  tuberculosis.  Early  pulmonary  diag- 
nosis with  immediate  specific  treatment  is 
another  factor  in  the  prevention  of  tubercle  de- 
posit in  the  larynx.  McConkey19  has  advanced 
the  intake  of  Vitamin  C as  a preventive  factor  in 
patients  taking  cod  fiver  oil  and  tomato  juice. 

The  disease  is  insidious — often  without  definite 
manifestation — and  frequent  laryngeal  examina- 
tions should  be  made  in  patients  with  pulmonary 
tuberculosis.  Frank  symptoms  occur  only  with 
active  disease,  and  pain  or  soreness  is  noted  after 
the  laryngeal  lesion  has  progressed  beyond  the 
minimal  stage.  Hoarseness  occurs  when  the 
vocal  cords  are  involved  or  when  a pathologic 
condition  in  the  posterior  commissure  hinders 
[Continued  on  page  684] 
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[Continued  from  page  682] 
approximation.  The  voice  may  remain  good,, 
with  the  vocal  cords  normal  in  appearance  even 
though  the  disease  is  far  advanced  in  the  epiglot- 
tis, arytenoids,  and  aryepiglottic  folds.  Dis- 
comfort in  the  throat  and  early  fatigue  of  the 
voice  are  common.  Pain  and  smarting,  referred 
to  the  ears  when  fruit  juices  are  swallowed,  sug- 
gest erosion,  ulceration,  or  sometimes  edema  of 
the  epiglottis  or  arytenoids.  Aphonia,  dys- 
phagia, odynphagia,  and  dyspnea  occur  in  ad- 
vanced cases.  Cough,  dryness,  and  tickling  are 
exasperating,  and  sometimes  there  is  regurgita- 
tion of  fluids  and  semisolids  through  the  nose  on 
attempting  to  swallow. 

Mirror  laryngoscopy  will  suffice  for  diagnosis. 
Taylor  and  Nathanson,20  Pancoast,21  and  others 
have  shown  characteristic  changes  by  x-ray,  but 
such  examinations  are  not  needed  for  diagnosis. 
Pallor  or  hyperemia  of  laryngeal  tissues  is  simply 
part  of  the  picture  of  the  patient’s  general  condi- 
tion, although  unilateral  congestion  of  a vocal 
cord  is  significant.  Infiltration,  edema,  erosion, 
ulceration,  etc.,  can  determine  diagnosis.  It  is 
important  to  learn  by  x-ray  the  patient’s  lung 
condition  and  also  to  find  out  whether  the  sputum 
contains  tubercle  bacilli.  Presence  of  one  or  more 
of  the  five  cardinal  signs  and  symptoms  of 
tuberculosis,  as  outlined  by  Heise  and  Brown22 — 
namely,  tubercle  bacilli  in  the  sputum,  hemop- 
tysis, pleurisy  with  effusion,  rales  in  the  upper 
half  of  the  lung,  and  x-ray  findings  characteristic 
of  tuberculosis — will  aid  in  the  case  of  a doubtful 
diagnosis.  Along  wnth  others,  I have  thought  for 
years  that  the  most  frequent  site  of  initial  lesion 
in  tuberculous  laryngitis  was  the  posterior  com- 
missure, but  in  going  over  all  my  cases,  I found 
the  vocal  cords  (one  or  both)  to  be  the  first  site 
involved  most  often.  If  the  change  is  unilateral, 
it  is  significant  in  early  diagnosis.  Hyperemia, 
infiltration,  erosion,  and  ulceration  (sometimes 
irregular  mouse-eaten  edges  of  cords)  are  suc- 
cessive stages.  The  posterior  commissure  is 
second  in  frequency  and  manifests  itself  by  in- 
filtration wdth  roughness,  vegetations  (tubercu- 
lomata), or  erosion  of  all  or  part  of  the  area,  more 
marked  to  one  side  of  the  midline.  Next  are  the 
epiglottis  and  arytenoids,  which  are  about  equal 
in  frequency.  Rarely  the  ventricular  band  or 
ventricle  harbors  the  first  implantation  of 
tubercle.  Massive  advanced  laryngeal  tubercu- 
losis may  be  any  combination  of  changes  named 
or  the  entire  larynx  may  be  involved  in  the 
pathologic  process  wTith  usually  a predominance 
of  disease  on  one  side — and  not  necessarily  the 
side  of  the  greatest  lung  involvement. 

Tuberculosis  of  the  larynx  is  usually  slow  and 
chronic,  but  it  may  be  acute,  fulminating,  and 
rapidly  fatal,  especially  in  hematogenous  tuber- 


culosis of  the  lungs  and  larynx.  Central  or  in- 
trinsic lesions  involve  posterior  commissure,  vocal 
cords,  ventricular  bands,  and  ventricles,  whereas 
peripheral  or  extrinsic  lesions  attack  the  epi- 
glottis, aryepiglottic  folds,  and  arytenoids.  In- 
trinsic involvement  offers  a favorable  prognosis; 
extrinsic  lesions  are  unfavorable  or  doubtful,  and 
mixed  lesions  (intrinsic  and  extrinsic)  are  often 
fatal.  These  types  are  early,  moderately  ad- 
vanced or  far  advanced  and,  of  course,  moder- 
ately advanced  and  far-advanced  laryngeal  lesions 
occur  mostly  in  patients  suffering  from  far-ad- 
vanced pulmonary  disease. 

The  years  of  greatest  incidence  are  18  to  35,  as 
in  pulmonary  tuberculosis,  and  the  disease  is 
more  prevalent  in  men.  Today’s  lowered  inci- 
dence shows  less  than  5 per  cent  in  minimal 
pulmonary  tuberculosis,  less  than  10  per  cent  in 
moderately  advanced,  and  less  than  20  per  cent 
in  far  advanced.  Laryngeal  tuberculosis  is  con- 
sidered always  secondary  to  pulmonary  tubercu- 
losis. 

Consensus  of  opinion  as  to  the  pathway  of  in- 
fection of  the  larynx  favors  direct  invasion  by 
tubercle  bacilli  from  sputum.  Most  patients 
have  positive  sputum  (in  Dworetsky’s23  series  91 
per  cent  had  positive  sputum;  in  McMurray’s24 
series  65  per  cent  of  the  patients  with  positive 
sputum  who  died  had  autopsy  evidence  of 
laryngeal  tuberculosis).  Negative  sputum  cases 
do  develop  the  disease,  such  as  cases  of  hema- 
togenous pulmonary  tuberculosis.  Myerson25 
concurs  in  this  belief.  Sputum  cultured  or  in- 
jected into  guinea  pigs  sometimes  proves  positive. 
In  patients  with  no  sputum,  the  gastric  contents 
should  be  searched  for  tubercle  bacilli.  Greene26 
suggested  that  intrinsic  lesions  are  sputum  in- 
fections, whereas  extrinsic  lesions  may  be  blood- 
borne.  I believe  that  most  laryngeal  lesions 
begin  as  surface  infections  from  tubercle  bacilli  in 
pulmonary  tuberculosis  of  the  bronchogenic  type, 
whereas  a small  proportion  are  blood-borne  de- 
posits in  cases  of  the  hematogenous  type.  Syph- 
ilis and  carcinoma  are  the  diseases  usually  to  be 
excluded  in  differentiation.  Laboratory  tests, 
biopsies,  chest  x-rays,  etc.,  should  not  be  spared. 
Neoplasms  of  the  vocal  cords  are  especially  diffi- 
cult to  diagnose;  anterior  location  for  tumor  and 
posterior  site  for  tuberculosis  cannot  be  accepted 
alone.  Cancer  of  the  epiglottis  closely  simulates 
tuberculosis. 

Paralyzed  vocal  cords  may  occur  in  a tubercu- 
lous larynx,  or  without  laryngeal  disease,  owing 
to  pressure  on  a recurrent  laryngeal  nerve  in  the 
chest,  as  from  tuberculous  glands,  carcinoma  of 
the  lung,  or  subclavian  or  aortic  disease.  Prog- 
nosis in  laryngeal  tuberculosis  depends  greatly 
upon  the  type  and  extent  of  the  lung  lesion,  as 
[Continued  on  page  686] 
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[Continued  from  page  684] 
well  as  upon  the  institution  of  prompt  specific 
treatment  for  lungs  and  larynx.  Aural  or  oral 
tuberculosis  in  conjunction  with  laryngeal  disease 
adds  to  the  gravity  and  so  does  pregnancy.  Re- 
currence after  complete  healing  is  rare,  but  it  may 
take  place  in  patients  with  exacerbation  of  lung 
disease. 

It  is  my  belief  that  local  treatment  is  of  inesti- 
mable value  and  that  it  saves  many  lives.  Elec- 
trocautery is  the  most  effective  weapon  against 
this  disease.  I have  used  it  extensively  for  many 
years  with  increasingly  good  results,  for  it  has 
produced  healing  in  numerous  cases  and  has 
alleviated  much  pain  and  suffering.  Patients  in 
whom  the  laryngeal  condition  was  far  advanced 
and  who  had  remained  unimproved  through 
weeks  of  watchful  waiting,  have  been  healed 
dramatically  and  comparatively  quickly  by  this 
facility.  I have  but  rarely  had  to  resort  to  alco- 
hol injections  of  the  superior  laryngeal  nerve  for 
relief  of  pain.  Cutting  operations  (such  as 
amputation  of  the  epiglottis)  and  curettage  are 
seldom  practiced  today.  Galvanocautery  will 
accomplish  better  results — more  slowly  but 
safely — for  the  blood  vessels  are  sealed,  making 
the  spread  of  the  disease  less  likely. 

I do  not  use  electrocautery  in  minimal  laryngeal 
lesions,  except  occasionally  to  destroy  inter- 
arytenoid vegetations  which  interfere  with 
approximation  of  the  vocal  cords,  as  most  early 
cases  will  heal  without  cautery.  I use  the  cau- 
tery in  most  moderately  advanced  lesions  (unless 
confined  to  the  cords  alone),  and  in  nearly  all 
advanced  cases  except  when  there  is  high  tem- 
perature and  emaciation.  Even  these  latter  are 
sometimes  cauterized  to  relieve  pain,  but  there  is 
always  the  danger  of  sloughing.  Best  results  are 
obtained  if  the  pulmonary  lesion  is  quiescent  or 
not  too  active.  The  better  the  general  physical 
condition  of  the  patient,  the  brighter  the  outlook 
for  the  healing  of  the  larynx. 

It  is  more  practical  to  perform  galvanocautery 
by  the  indirect  method  (local  anesthesia,  of 
course)  in  the  office  and  at  the  bedside.  Direct 
laryngoscopy  is  too  formidable  and  hardly  prac- 
tical for  debilitated  patients  in  whom  the  larynx  is 
very  sore  and  who  have  to  be  cauterized  repeatedly. 
Employing  only  sharp-pointed  electrodes  simpli- 
fies the  operation,  as  one  can  use  them  for 
puncturing  infiltrated,  edematous,  or  ulcerated 
areas,  for  searing  erosions,  and  for  eradicating 
small  tuberculomas  or  cutting  through  the  bases 
of  vegetations  in  the  posterior  commissure.  (It 
is  rarely  necessary  to  cauterize  vocal  cords.) 
Usually  four  to  eight  punctures,  or  more,  are 
made  Vs  to  l/\  inch  apart  and  about  Vs  inch  deep 
at  two-,  three-,  and  four-week  intervals  for  a 
period  of  three  months  to  one  year,  according  to 


the  type  of  case,  etc.  Deep  punctures  must  not 
be  made  into  muscular  areas,  such  as  the  ven- 
tricular bands  and  posterior  commissure  because 
of  the  danger  of  causing  stenosis,  or  into  the 
crico-arytenoid  joint,  thereby  risking  ankylosis. 
Preliminary  sedatives  are  not  necessary,  and 
severe  reactions  are  uncommon.  Tracheotomy 
has  been  necessary  only  three  times  in  eighteen 
years.  Myerson27  reported  this  procedure  more 
often,  some  of  his  patients  improving  temporarily 
because  of  rest  of  the  larynx.  Healed  larynxes 
often  show  distortion  and  deformity  or  partial 
destruction  of  the  vocal  cords,  but  in  prac- 
tically every  patient  whose  larynx  heals,  the  voice 
will  return. 

Light  therapy  has  been  of  little  value  to  me  in 
treating  the  larynx.  I have  used  natural  sun- 
light and  artificial  light  of  many  forms  for  local 
application  in  the  larynx  and  for  general  bodily 
exposures,  i.e.,  for  universal  light  bath,  air-cooled 
mercury  vapor  arc  lamps,  carbon  arc  lamp  units, 
and  natural  sunlight  solariums,  one  open  and  one 
enclosed  with  vita  glass;  for  local  treatment,  the 
Kromayer  lamp,  cold  quartz  lamp  (quartz  mer- 
cury vapor  glow),  and  the  Verba  laryngoscope. 
All  are  so  seldom  employed  now  that  I have  for- 
gotten the  physics  of  light.  Experience  in  timing 
eliminates  danger  to  the  lungs  in  general  bodily 
exposures.  Voice  rest  is  important. 

Topical  applications,  although  not  curative,  do 
cleanse  the  larynx  and  lessen  the  cough.  No 
medicines  are  specific,  and  I have  not  had  any 
success  with  local  use  of  chaulmoogra  oil  or  cod- 
liver  oil.  Vegetable  oils  are  used  as  vehicles  for 
guaiacol  and  other  soothing  instillations.  Co- 
caine, butyn,  pontocaine,  or  larocaine  are  sprayed 
locally  before  meals  in  severely  painful  larynxes; 
hypodermic  narcotics  are  reserved  for  suffering 
terminal  cases.  Tuberculin  is  seldom  used. 
Vaccines,  radium,  roentgen  rays,  high  frequency 
current  and  sulfonamides  have  not  won  spurs 
in  this  malady. 

Blood  examinations  (red,  white,  differential, 
hemoglobin)  and  sedimentation  rates  are  a dis- 
tinct aid  in  control  and  prognosis.  Compre- 
hensive understanding  of  pulmonary  tuberculosis 
is  of  great  value  to  the  laryngologist,  as  is  close 
cooperation  with  the  pulmonary  specialist,  the 
roentgenologist,  and  in  some  cases  the  thoracic 
surgeon. 

In  closing  I should  like  to  mention  the  fact 
that  laryngeal  tuberculosis  has  rarely  been  pres- 
ent in  cases  submitted  for  bronchoscopy  to 
determine  a tuberculous  ulcer  or  stenosis  in  the 
tracheobronchial  tree — at  the  most,  only  slight 
infiltrations  of  one  or  both  vocal  cords.  I be- 
lieve this  concurs  with  the  experiences  of  most 
investigators,  although  one  or  two  reports  a 
[Continued  on  page  688] 
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few  years  ago  gave  rather  high  percentages 
— (Bugher,  Littig,  and  Culp28),  76  per  cent. 
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Discussion 

Dr.  M.  C.  Myerson,  New  York  City — Dr.  Wilson  has 
just  given  us  a comprehensive  picture  of  tuberculosis 
of  the  larynx.  Because  of  his  wide  experience  with 
this  condition,  his  papers  are  always  worth  while. 
In  a paper  such  as  this,  however,  it  is  impossible  to 
cover  every  phase  of  the  disease. 

Very  few  cases  of  tuberculosis  of  the  larynx  have 
the  same  type  of  lesion  in  the  same  locations.  The 
various  manifestations  of  this  disease  are  more  likely 
to  occur  in  certain  parts  of  the  larynx  than  in  others. 
Moreover,  the  lesions  are  more  likely  to  be  extensive 
and  diffuse  rather  than  single  and  isolated. 

It  must  be  borne  in  mind  that  tuberculosis  is 
essentially  a self-healing  disease.  By  that  I mean 
that  the  individual  either  has  the  ability  to  heal  or 
has  not.  While  it  is  true  that  the  cautery  is  of  great 
value  in  stimulating  the  reparative  process,  it  is  a 
fact,  nevertheless,  that  neither  cautery  nor  anything 
else  will  help  the  lesion  that  cannot  form  fibrous  tis- 
sue. 

Also  of  importance  is  the  fact  that  stenosis  of  the 
larynx  due  to  tuberculous  disease  and  which  requires 
tracheotomy  is  not  necessarily  fatal.  We  have 
treated  many  such  patients  who  have  been  alive  for 
varying  periods  of  years. 

The  oft-repeated  statement  that  early  diagnosis 
means  a more  favorable  prognosis  is  fallacious.  It 
is  not  the  time  of  recognition  that  is  important ; it  is, 
rather,  the  nature  and  extent  of  the  involvement. 
A patient  may  have  an  unrecognized  benign  lesion 
in  the  larynx  for  a long  time  which  will  heal  spon- 
taneously. On  the  other  hand,  another  may  present 
a very  extensive  involvement,  which,  even  though 
recognized  early,  gradually  or  rapidly  evolves  into  a 
widespread  and  disintegrating  process  which  termi- 
nates fatally. 

In  closing,  may  I make  a plea  for  a greater  interest 
among  otolaryngologists  in  this  disease?  At  the 
present  time,  there  is  a relatively  small  number  of 
men  in  this  country  who  have  paid  any  attention  to 
tuberculosis  of  the  larynx. 


Deaths  of  New  York  State  Physicians 
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Age 
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Date  of  Death 
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Charles  V.  Barley 

43 
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March  3 
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76 
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82 
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56 
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66 
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56 

P.  & S.,  N.Y. 

February  23 
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Edward  Herzog 

49 
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Long  Island  City 
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January  23 

Collins 

Sergius  M.  Ingerman 

74 
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Louis  L.  Lefkowitz 

44 
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Benjamin  G.  Long 

84 
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March  8 
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Sylvanus  Purdy 

66 
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March  2 

White  Plains 

Michael  T.  Reynolds 

63 

P.  & S.,  N.Y. 

February  27 

Brooklyn 

David  L.  Satenstein 
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P,  & S.,  N.Y. 

February  25 

Manhattan 

INCREASED 


T 

Xhe  patient  for  whom  Betaplexin  is 
prescribed  now  receives  a substantially  greater  dosage  of  the  various  factors 
which  comprise  the  vitamin  B complex. 


EATER 
CTIVENESS 


EATER  ECONOMY 


The  potency  of  the  declared  factors  in  the  various  forms  of  Betaplexin  is  as 
follows: 


' 

ELIXIR 

SYRUP 

TABLETS  OR  CAPSULES 

Each  Teaspoonful 
(5  cc.) 

Each  Teaspoonful 
(5  cc.) 

Each  Tablet 
or  Capsule 

VITAMIN  B, 

3 mg.  (1000  U.S.P. 

3 mg.  (1000  U.S.P. 

1.5  mg.  (500  U.S.P. 

VITAMIN  B2 

, units) 

1 mg 

, units) 

1 mg. 

_ _ units) 

0.5  mg. 

VITAMIN  Bt 

0.3  mg. 

0.675  mg. 

0.1  mg. 

NIACINAMIDE 

10  mg. 

10  mg. 

5 mg. 

PANTOTHENIC  ACID 

0.75  mg. 

1.8  mg. 

0.275  mg. 

All  forms  also  contain  other  factors  including  biotin,  choline,  inositol  and  para- 
aminobenzoic  acid. 

HOW  SUPPLIED 

Betaplexin  Elixir  and  Syrup:  Bottles  of  4 and  16  fluidounces  and  1 gallon. 

Betaplexin  Tablets  and  Capsules:  Bottles  of  50  and  500. 


ETAPLEXIN 

Trademark  Reg.  U.  S.  Pat.  Off.  & Canada 
Brand  of  VITAMIN  B COMPLEX 


WINTHROP  CHEMICAL  COMPANY,  INC. 

Pharmaceuticals  of  merit  for  the  physician 

NEW  YORK,  N.  Y.  • WINDSOR,  ONT. 


Say  you  saw  it  in  th«  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Case  Report 


ADULT  INTUSSUSCEPTION  OF  TUBERCULOUS  ORIGIN 

Abraham  Bolker,  M.D.,  and  Charles  E.  Hamilton,  M.D.,  Brooklyn 


~MrUMEROUS  reports  are  encountered  in  the 
literature  illustrating  the  fact  that  tubercular 
patients  are  no  different  from  others  in  being 
subject  to  the  same  abdominal  emergencies,  some 
of  them  of  rare  occurrence.  Not  infrequently  the 
possibility  of  a tuberculous  enterocolitis  precludes 
the  diagnosis  of  an  acute  abdominal  condition  that 
necessitates  surgical  intervention. 

Intussusception  in  the  adult  is  a relatively  un- 
common condition.  Approximately  5 to  10  per 
cent  of  all  cases  occur  in  adults.  The  usual  causa- 
tive agents  in  their  observed  order  of  frequency 
are  tumors  of  the  intestinal  tract,  benign  and  malig- 
nant; Meckel’s  diverticulum;  inflammation  of 
the  vermiform  appendix;  trauma;  ulcerations  as- 
sociated with  typhoid,  dysentery,  and  tuberculosis; 
and  simple  ulcers. 

The  classical  picture  of  intussusception  of  acute 
nature  in  the  infant  is  rarely  seen  in  the  adult.  In 
the  latter,  the  symptoms  usually  extend  over  weeks 
or  months.  Vomiting  is  seen  only  in  rare  cases, 
but  colicky,  abdominal  pain  may  continue  for 
months.  Mucous  discharge  from  the  bowel  is  not 
so  constantly  present.  The  fact  that  in  the  adult 
the  obstruction  is  often  incomplete  explains  why 
in  many  cases  the  diagnosis  is  difficult.  The  diffi- 
culty in  establishing  an  early  diagnosis  is  a great 
factor  in  the  high  mortality  associated  with  intus- 
susception in  the  adult. 

Although  the  course  of  intussusception  in  the 
adult  is  very  apt  to  be  chronic  rather  than  acute, 
the  treatment,  once  the  diagnosis  is  established, 
is  the  same  as  it  is  for  the  child — namely,  im- 
mediate surgery.  The  dangers  of  procrastination 
are  as  great  in  the  adult  as  they  are  in  the  child. 
However,  in  a protracted  case  the  prognosis  in  the 
adult  is  better  in  view  of  the  greater  ability  of  the 
adult  to  withstand  the  associated  toxemia. 

Eliot  and  Corscaden,* *  in  a report  on  a review  of 
300  cases  of  intussusception  in  adults,  state  that 
among  them  were  5 cases  due  to  typhoid  ulceration, 
6 associated  with  dysenteric  ulcers,  8 with  tu- 
berculous involvement,  and  at  least  3 instances 
of  intussusception  with  what  are  described  as 
simple  inflammatory  ulcers. 

To  our  knowledge  there  has  been  no  case  re- 
ported in  the  literature  of  intussusception  in  a 
patient  over  50  years  of  age  associated  with  a 
tuberculous  ulcer  of  the  intestine  as  its  cause. 

Case  Report 

T.  M.,  a 55-year-old  Irish  salesman,  was  ad- 
mitted to  Kings  County  Hospital  on  December  30, 

From  the  Division  of  Tuberculosis  Kings  County  Hospital, 
Brooklyn. 

* Eliot  E.,  and  Corscaden,  J.  A.:  Ann.  Surg.  S3:  169  (Jan.) 
1911. 


1937.  His  family  history  was  negative.  The 
patient  was  comparatively  well  until  three  weeks 
prior  to  admission  when  he  caught  cold,  developed 
a temperature  of  103  F.,  associated  with  generalized 
weakness,  anorexia,  and  some  pain  in  the  right 
chest.  He  had  lost  20  pounds  during  his  illness. 
There  were  no  complaints  referable  to  the  gastro- 
intestinal tract. 

On  admission  the  blood  pressure  was  120/70, 
temperature  101  F.,  pulse  88,  respiration  20, 
weight  110  pounds.  Findings  were  essentially 
limited  to  the  chest  and  were  those  of  a caseous 
pneumonic  tuberculosis  of  the  right  upper  lobe 
with  signs  of  cavitation.  There  were  no  masses, 
palpable  organs,  or  tenderness.  A chest  x-ray 
taken  on  January  11,  1937,  revealed  a moderately 
advanced  caseous  pneumonic  tuberculosis  of  the 
right  upper  lobe  with  a cavity  21/2  inches  in  diam- 
eter in  situ  and  a submiliary  spread  extending 
downward  from  the  cavity  and  occupying  the 
greater  portion  of  the  right  upper  lobe. 

Laboratory  Findings. — The  laboratory  findings 
were  as  follows:  December  31,  1937 — urine, 

negative;  blood  count,  red  blood  corpuscles, 
3,140,000  per  cu./mm.,  white  blood  corpuscles, 
7,700,  per  cu./mm.;  polymorphonuclears,  68  per 
cent;  lymphocytes,  32  per  cent;  hemoglobin, 
57  per  cent.  January  1,  1938 — sedimentation 
rate,  24  mm.  in  fifteen  minutes.  February  2 
— laryngoscopic  examination,  negative;  sputa  and 
gastric  washing  specimens  were  positive  for  tubercle 
bacilli. 

The  disease  ran  a febrile  course,  the  temperature 
ranging  between  98.2  F.,  and  101.2  F.  There  was 
no  significant  change  in  the  general  condition  of 
the  patient.  The  bowels  were  regular,  and  diarrhea 
was  noted  on  only  one  occasion. 

In  view  of  the  nature  and  location  of  the  pul- 
monary pathology,  the  presence  of  tubercle  in  the 
sputa  and  gastrics,  it  was  deemed  wise  to  start 
an  artificial  right  pneumothorax.  After  seven 
treatments  pneumothorax  had  to  be  abandoned 
on  February  25,  1938,  because  of  the  ineffectiveness 
of  the  collapse,  the  upper  third  of  the  right  lung 
being  adherent  to  the  chest  wall.  The  patient  was 
kept  at  absolute  bed  rest  with  a sandbag  on  the 
right  upper  chest.  He  had  no  complaints  of 
significance. 

On  March  3,  1938,  he  experienced  severe  cramp- 
like pain  diffusely  through  the  abdomen,  vomited 
once,  and  had  sour  eructations.  The  temperature 
was  99  F.,  pulse  84,  respirations  20.  The  abdomen 
was  tympanitic  throughout,  with  some  tenseness 
of  the  musculature.  There  was  no  tenderness, 
rebound,  or  rigidity  in  any  portion  of  the  abdomen. 
Two  dram  doses  of  paregoric  yielded  no  relief.  A 
plain  tap-water  enema  was  given  with  fairly  good 
results.  The  pain  was  relieved  for  1 hour,  only  to 
return  and  become  more  or  less  constant.  The 
following  day,  March  4,  the  patient  vomited  bile- 
stained  material  several  times.  He  had  anorexia, 
took  sparingly  of  fluids,  and  slept  little.  The  pain 
[Continued  on  page  692] 
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continued  and  there  was  no  significant  change  in 
the  physical  findings  of  the  abdomen.  He  was 
given  intravenous  calcium,  glucose  infusions,  and 
sedation. 

There  having  been  no  bowel  movement  since 
the  enema  on  March  3,  on  the  morning  of  March  5, 
a glycerin  enema  was  administered.  This  was 
returned  practically  clear,  except  for  a few  hard, 
small  fecal  masses,  with  no  blood.  The  tem- 
perature was  98.6  F.,  pulse  100  to  110,  and  respira- 
tions 24  to  30.  The  white  blood  corpuscles  now 
numbered  18,000;  polymorphonuclears,  93  per 
cent;  lymphocytes,  7 per  cent. 

Later  in  the  day,  about  three  hours  after  a milk 
and  molasses  enema,  a liquid  stool  was  passed,  pink 
in  color  and  strongly  positive  for  occult  blood  by 
benzidine  reaction.  The  abdomen  was  rounded, 
coils  of  intestine  were  visible,  but  peristalsis  was 
not  noted.  On  auscultation  a small  amount  of 
tinkling  was  heard  over  the  lower  abdomen.  No 
active  peristalsis  was  heard.  The  abdomen  was 
soft,  there  being  no  rigidity  or  tenderness  present. 

A flat  x-ray  of  the  abdomen  revealed  dilatation 
of  the  loops  of  the  small  bowel  in  the  proximal  half 
of  the  abdomen,  indicative  of  dynamic  obstruction 
of  the  intestine  below  this  point. 

The  opinion  of  the  surgical  service  was  that  the 
patient  had  a small  bowel  obstruction  of  unknown 
cause.  Operation  was  performed  by  Dr.  John 
Raycroft  on  March  6,  at  3:30  a.m.  and  an  intus- 
susception was  discovered  involving  the  last  12 
to  14  inches  of  the  ileum,  protruding  through  the 
ileocecal  valve  and  filling  the  dome  of  the  cecum. 
Its  origin  was  in  a disc-shaped  broken-down  tuber- 
culous ulcer,  2 inches  in  diameter,  possibly  from 
a Peyer’s  patch,  which  was  approximately  1 foot 
from  the  ileocecal  junction.  This  occupied  the 
entire  lumen  of  the  bowel  except  for  the  mesenteric 
attachment.  The  bowel  in  this  region  was  definitely 
necrotic,  and  there  were  areas  of  necrosis  from 
this  area  to  within  4 inches  of  the  ileocecal  junction. 
All  the  layers  of  the  intestinal  wall  except  the  serosa 
were  necrotic  and  devitalized.  There  were  nu- 
merous enlarged  glands  in  the  mesentery.  All  the 
ileum  visible  was  greatly  distended.  There  was 
a pint  of  free  fluid  of  straw  color  within  the  ab- 
dominal cavity.  The  appendix  was  normal. 

The  intussusception  was  reduced  by  “milking 
out”  the  ileum.  As  the  cQlor  of  the  intestine  did 
not  change  after  hot  applications,  a foot  of  the 
ileum  was  resected  and  the  proximal  and  distal 
ends  brought  together  by  a side-to-side  anastamosis, 
leaving  a stoma  which  admitted  two  fingers.  The 
patient  was  returned  to  the  ward  in  a favorable 
condition . 

On  the  day  following  the  operation,  his  tem- 
perature rose  to  101.6  F.,  pulse  140,  respirations  26. 
The  general  condition  appeared  satisfactory.  There 
was  no  cyanosis  or  dyspnea.  The  patient  had  no 
complaints. 

On  March  8,  the  second  day  after  operation,  the 
temperature  rose  to  103.6  F.,  pulse  140,  respirations 


30.  The  abdomen  was  moderately  distended.  His 
condition  grew  worse  rapidly,  and  he  died  on 
March  8,  at  2:35  p.m. 

Autopsy  Findings. — The  right  pleural  cavity 
contained  400  cc.  of  clear  straw-colored  fluid.  There 
were  numerous  tough  fibrinous  adhesions  which 
bound  the  greater  portion  of  both  lungs  to  the 
chest  wall.  On  cut  section  the  right  upper  lobe 
revealed  a fibrocaseous  tuberculosis,  honeycombed 
with  small  cavities  containing  creamy,  purulent 
material.  The  right  upper  bronchus  was  almost 
completely  occluded  as  it  entered  the  consolidated 
upper  lobe.  The  left  lung  presented  a moderate 
degree  of  emphysema.  There  were  no  areas  of 
caseation  or  nodule  formation.  The  lung  was 
fairly  crepitant. 

The  tracheobronchial  nodes  were  moderately 
enlarged  and  anthracotic.  The  mucosa  lining 
the  trachea  and  main  bronchi  was  hyperemic  but 
otherwise  normal. 

The  mucosal  and  serosal  surfaces  of  the  duodenmn 
and  jejunum  were  normal  throughout. 

The  lower  end  of  the  ileum  was  the  site  of  a 
recent  surgical  anastamosis,  side  to  side.  The  stoma 
of  the  anastamosis  readily  admitted  three  fingers. 
The  anastamosis  had  been  closed  by  continuous 
sutures,  all  of  which  had  held  firmly.  There  was 
no  evidence  of  leakage  or  perforation.  The  wound 
edges  were  healed  and  free  from  hyperemia.  The 
mucosal  surface  of  the  anastamosed  area  was  pale 
gray  and  free  from  ulceration  or  hyperemia. 

At  a point  20  cm.  proximal  to  the  anastamosis 
there  were  numerous  ovoid,  discrete  ulcerations 
of  the  mucosal  surface  of  the  ileum.  These  were 
shallow,  being  less  than  1 mm.  deep,  and  could  not 
be  discerned  on  the  serosal  surface  of  the  bowel. 
The  floor  of  the  ulcers  was  smooth  and  there  was 
no  evidence  of  granulation  tissue.  The  remainder 
of  the  ileum  was  normal. 

The  mucosal  surface  of  the  entire  large  bowel 
was  moderately  hyperemic  and  free  from  ulceration. 
The  appendix  was  normal.  The  mesenteric  lymph 
nodes  were  markedly  enlarged  and  on  cut  section 
the  surface  revealed  many  soft,  pinkish-gray  nodular 
masses.  There  was  no  evidence  of  calcification. 

Summary 

1.  A case  of  intussusception  in  a male,  55  years 
of  age,  with  origin  in  a tuberculous  ulcer  of  the 
ileum  is  presented. 

2.  The  clinical  and  operative  findings  are 
described. 

3.  The  pertinent  autopsy  findings  are  given. 

4.  The  literature  is  reviewed. 

5.  It  is  stressed  that  tubercular  patients  are 
subject  to  the  usual  and  rare  surgical  emergencies 
as  encountered  in  the  nontubercular  individuals. 

1077  New  York  Avenue 
1189  Dean  Street 
Brooklyn,  New  York 


SHORT  BLACKOUT 

A sorrowing  widow,  having  a memorial  erected  in 
memory  of  her  late  husband,  had  the  following 
inscription  carved  on  it: 

“Good-bye,  Henry,  my  light  has  gone  out.” 


Three  months  later  when  she  remarried,  some  wit 
added  to  the  inscription: 

“But  I have  struck  another  match.” 

— Milwaukee  Medical  Times 
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Quick,  Dependable  Response! 


JDUBinr  AMIWOJPHYUJLJW 

Jhaophyllvbe.  - Sthylerustliamirie 


DISCRIMINATING  PHYSICIANS  ARE  PRESCRIBING  THIS  SOLUBLE 
AMERICAN  MADE  AMINOPHYLLIN 

• MYOCARDIAL  STIMULANT  and  POWERFUL  DIURETIC 

• EFFECTIVE  in  BRONCHIAL  ASTHMA,  PAROXYSMAL 
DYSPNEA  and  CHEYNE-STOKES  RESPIRATION 


PROMPT  RELIEF 

. . of  Persistent  Extreme  Dyspneic  Status 
Asthmaticus. 

Herrmann,  G.  and  Aynesworth,  M.  B. 
(J.  Lab.  Clin.  Med.  23:135,  1937)  Mc- 
Mahon, A.  and  Nussbaum,  R.  A.  (South- 
ern Med.  J.  33:1107:1940) 

FAVORABLE  ACTION 
...  on  Bronchial  Obstruction  both  in 
Bronchial  Asthma  and  Cardiac  Failure. 
Green,  G.  H.,  Paul,  W.  D.  and  Feller, 
A.  E.  (J.  A.  M.  A.  109:1712,  1937) 
Brown,  A.  G.  and  Blanton,  W.  B.  South- 
ern Med.  J.  33:1184,  1940) 

TABLETS  • AMPULS  • 


DRAMATIC  IMPROVEMENT 

...  in  Respiratory  Depression  with 
Cheyne-Stokes  Respiration  occurring  in 
the  course  of  Renal  or  Cardiac  Failure. 
Gold,  Harry  (J.  A.  M.  A.  112:1,  1939) 
McMahon,  A.  and  Nussbaum,  R.  A. 
(ibid.) 

EXTREMELY  VALUABLE 

...  as  Diuretic  in  Congestive  Cardiac 
Failure. 

Herrmann,  G.  and  Aynesworth,  M.  B. 
(J.  Lab.  Clin.  Med.  18:902,  1933)  Gold, 
Harry  (ibid.) 

POWDER  • SUPPOSITORIES 


H.  E.  DUBIN  LABORATORIES 

250  E.  43rd  St.  '"corporated  New  Yorkf  N y 


Enemies  Unseen  ....  But  for  the  Microscope 


AUTOMOBILE  DISPLAY  PLATES 

Display  this  standard  identification 
insignia  of  your  profession  on  your 
car.  Secures  driving  courtesies  and 
privileges.  Distinctive  and  dignified. 

Made  of  new  "feather-weight"  plas- 
tic; sealed-in  colors;  stained  glass  ef- 
fect. Will  not  shake  out  of  upright 
position. 

GREEN  caduceus  on  WHITE  background. 


Actual  siz:  of  Emblem  PRICE:  $1.00  each,  $2.00  per  set. 

is  2 ^4"  i4M"  All  emblems  are 

PERPETUALLY  GUARANTEED  ! 


(Note:  NURSE  automobile  emblems  also  availa'  le.  Same  price.) 


Send  TODAY  to: 

THE  CLERGY  CROSS  EMBLEM  CO. 

631  West  114th  St.  Dept.  JM-1.,  New  York,  N.  Y. 


For  Bausch  & Lomb  Instruments  es- 
sential to  Victory — priorities  govern 
delivery  schedules. 

BAUSCH  & LOMB 

OPTICAL  CO.,  • ROCHESTER,  N.  Y 


Bausch  & Lomb  microscopes 
are  helping  to  keep  Ameri- 
ca's workers  and  fighters 
healthy.  Into  a world  other- 
wise invisible,  men  with 
microscopes  seek  out  the 
enemy  that  hides  in  the 
water,  the  soil  and  the  air 
. . . help  to  keep  fighting 
men  in  fighting  trim.  At 
home  their  work  protects 
America's  industrial  army. 
Bausch  & Lomb  develop- 
ment of  the  mass  production 
of  optical  instruments  first 
made  quality  microscopes 
available  to  all.  This  experi- 
ence today  makes  possible 
the  mass  production  of 
optical  fire  control  instru- 
ments that  help  make 
America's  fighting  forces 
the  best  equipped  in  the 
world. 


IN  WHOOPING  COUCH 


ciiyip  RDOM  AIID  ATF  is  a unique  remedy 

LLI  All\  Dl$  v m M U M 1C  or  unique  merit 

Cuts  short  the  period  of  the  illness,  relieves  the  distressing  cough  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other 
PERSISTENT  COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  A teaspoonful 
every  3 or  4 hours. 


H GOLD  PHARMACAL  Co.,  New  York  ■■ 
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Medical  Protection 

A MONG  plans  now  being  made  for  possible  war 
^ L emergencies  is  one  for  civilian  defense  against 
gas,  a plan  that  is  being  put  into  operation  on  a 
nation-wide  scale,  enlisting  the  services  of  physi- 
cians from  every  locality.  The  plan  is  being  de- 
veloped by  the  Medical  Division  of  the  Office  of 
Civilian  Defense.  Courses  have  been  presented 
for  physicians  selected  from  the  faculties  of  medical 
schools  to  be  trained  as  instructors  in  the  medical 
aspects  of  chemical  warfare.  Arrangements  are 
now  being  made  for  the  presentation  of  courses 
by  these  instructors  in  their  own  medical  schools. 

Training  for  nonmedical  personnel  is  provided  in 
Gas  Specialist  Courses  which  since  early  December 
have  been  presented  monthly  at  War  Department 
Civilian  Protection  Schools.  These  schools  are 
located  at  Amherst  College,  Amherst,  Massa- 
chusetts; Purdue  University,  Lafayette,  Indiana; 
Loyola  University,  New  Orleans;  Occidental 
College,  Los  Angeles,  California;  Stanford  Uni- 
versity, Palo  Alto,  California;  and  the  University 
of  Washington,  Seattle,  Washington. 

The  Gas  Protection  Service  of  the  U.S.  Citizens 
Defense  Corps  has  been  organized  as  follows: 
The  Medical  Division  of  the  Office  of  Civilian 
Defense  has  a Gas  Protection  Section  responsible 
for  organization  and  training  for  gas  defense.  This 
section  functions  through  the  nine  Civilian  Defense 
Regions,  which  are  coterminous  with  the  Service 
Commands  of  the  U.S.  Army.  Regional  Gas 
Officers  have  been  designated  for  several  of  the 
coastal  regions  to  supervise  and  assist  the  State 
Gas  Consultants  and  the  Senior  Gas  Officers  of 
defense  councils  in  the  organization  of  state  and 
local  programs.  The  Senior  Gas  Officer  trains  Gas 
Reconnaissance  Agents  who  serve  in  each  zone  of 
the  city.  These  men  are  responsible  for  the  identi- 
fication of  the  agent,  the  collection  of  samples,  the 
prevention  of  casualties,  the  delimiting  of  gassed 
areas,  and  for  cooperation  with  the  Emergency 
Medical  Service,  the  Health  Department,  and  other 
agencies  concerned  in  protection  against  gas. 

Instructions  to  members  of  the  U.S.  Citizens 
Defense  Corps  on  their  duties  in  gas  defense  have 
been  issued  by  the  U.S.  Office  of  Civilian  Defense 
in  Operations  Letter  No.  104  (Supplement  3 to 
Operations  Letter  No.  42),  dated  January  11. 

The  duties  to  be  performed  before,  during,  and 
after  gas  attacks  are  outlined  for  the  following 
individuals  and  groups:  State  Gas  Consultant, 

Senior  Gas  Officer,  Assistant  Gas  Officers,  Gas 
Reconnaissance  Agents,  Laundry  Officer,  Com- 
mander of  the  Citizens  Defense  Corps,  Incident 
Officer,  Air  Raid  Wardens,  Police  Services,  Fire 
Services,  Emergency  Medical  Service,  local  Health 
Department,  Public  Works,  Public  Utilities,  Trans- 
portation Services,  and  Emergency  Welfare  Serv- 
ices. 

For  the  Emergency  Medical  Service  the  duties  are 
set  forth  as  follows: 

Duties  before  gas  attack: 

1.  Plan  with  assistance  of  Senior  Gas  Officer  for  the 
establishment  of  gas  cleansing  stations  for  cleansing  gassed 
patients  with  other  injuries  and  for  cleansing  of  civilian 
protection  personnel.  Each  hospital  of  150  beds  or  more 
should  be  provided  with  a cleansing  station.  Cleansing 
stations  should  be  available  in  the  ratio  of  one  per  50,000 


Against  Gas  Outlined 

population  and  should  be  located  at  smaller  hospitals  or 
casualty  stations  where  150-bed  hospitals  are  not  available 
in  this  ratio. 

2.  Recruit,  train,  and  assign  personnel  to  gas  cleansing 
stations  for  cleansing  services. 

3.  Provide  instruction,  in  cooperation  with  the  Senior 
Gas  Officer,  for  general  public  and  civilian  protection  person- 
nel in  self-protection  and  self-cleansing  (Operations  Letter 
46). 

4.  Provide  for  instruction  of  physicians  in  diagnosis  and 
treatment  of  chemical  casualties. 

5.  Assist  hospitals  in  planning  for  handling  of  gas  casual- 
ties. 

6.  Assure  adequate  distribution  of  protective  clothing 
and  gas  masks  and  other  protective  equipment  to  members 
of  mobile  medical  teams,  and  train  personnel  in  their  use. 

7.  Make  provision  for  training  drivers  of  ambulances 
and  sitting  case  cars  in  protection  of  their  equipment  against 
liquid-gas  contamination;  inform  them  of  arrangements  for 
vehicle  decontamination  by  Emergency  Public  Works 
Service. 

8.  Arrange  for  the  protection  from  contamination  of  the 
equipment  used  to  transport  contaminated  casualties  in  so 
far  as  it  is  possible. 

Duties  during  gas  attack: 

1.  Upon  advice  of  the  Senior  Gas  Officer  and  under  the 
orders  of  the  Commander,  man  the  gas  cleansing  stations. 

2.  Advise  other  services  of  the  U.S.  Citizens  Defense 
Corps  in  regard  to  first  aid  cleansing  of  their  personnel. 

3.  Assign  a mobile  medical  team  to  gas  cleansing  stations 
for  first  aid. 

Duties  after  gas  attack: 

1.  Evaluate  the  effectiveness  of  the  cleansing  procedures 
which  have  been  used. 

2.  Provide  follow-up  treatment  of  patients. 

3.  Prepare  inventory  of  protective  equipment  available 
for  use  in  future  attacks  and  obtain  additional  equipment 
as  necessary. 

4.  Cleanse  bodies  of  the  dead  to  facilitate  identification. 
Important  functions  assigned  to  the  health  department  in 

the  local  program  of  gas  defense  are  as  follows: 

Duties  before  gas  attack: 

1.  Provide  for  analyses  for  war  gases  in  samples  of  food 
and  water.  These  tests  may  be  performed  in  a local  health 
department  if  laboratory  facilities  are  adequate.  In  such 
case  it  is  desirable  to  utilize  the  same  laboratory  facilities 
for  the  analysis  of  war  gases  of  air  and  other  materials. 
Where  laboratory  facilities  other  than  those  of  the  local 
health  department  are  more  suitable  for  use  in  the  analysis 
of  war  gases,  arrangements  should  be  made  by  the  local 
health  department  for  the  analysis  of  samples  of  water  and 
food. 

2.  Advise  the  Senior  Gas  Officer  regarding  the  nature  of 
instructions  to  the  public  concerning  precautions  to  be  taken 
in  the  event  of  water-supply  contamination.  Such  instruc- 
tions are  to  be  promulgated  by  the  health  officer. 

3.  Cooperate  with  waterworks  officials  in  planning  for  the 
protection  and  decontamination  of  the  water  supply. 

Duties  during  gas  attack: 

1.  Collect  samples  of  food  and  water  for  laboratory 
analysis  if  contamination  is  suspected. 

2.  Inform  the  public  regarding  contamination  of  food 
and  water  supplies,  including  recommendations  in  regard 
to  self-protection. 

Duties  after  gas  attack: 

1.  Decontaminate,  destroy,  or  otherwise  provide  for  the 
handling  and  disposal  of  contaminated  food  supplies. 

2.  Assist  the  waterworks  in  the  treatment  of  contami- 
nated water  supplies. 

3.  Advise  the  Senior  Gas  Officer  in  regard  to  the  safety  of 
the  public  water  and  food  supplies  and  inform  the  public 

[Continued  on  page  696] 
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Brought 

METAMUCIL 

TO  YOUR  ARMAMENTARIUM 


This  valuable  product  brings  the  "smoothage” 
factor  to  the  treatment  of  constipation. 

An  original  Searle  Research  development, 
Metamucil  promotes  normal  physiologic  peris- 
talsis by  providing  soft,  lubricating  bulk. 

In  chronic  constipation,  the  various  forms  of 
colitis,  pre-  and  post-operative  cases,  hemorrhoi- 
dal conditions,  pregnancy — Metamucil  provides 
the  desirable  reflex  stimulation  without  harsh 
purgation  or  irritation. 

Palatable— easy  to  mix— acceptable  to  all  types 
of  patient. 

In  J lb.,  8 oz.  and  4 o z.  containers. 


G D-SEARLE  & CO- 

ETHICAL  PHARMACEUTICALS  SINCE  1888 

CHICAGO 

New  York  Kansas  City  San  Francisco 


SEARLE 

RESEARCH  IN  THE  SERVICE  OF  MEDICINE 
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[Continued  from  page  694] 

regarding  contamination  of  such  supplies,  and  methods  of 
dealing  with  it. 

4.  Obtain  reports  of  analyses  of  samples  of  water  or  food 
and  take  appropriate  action.  Save  specimens  of  contami- 
nated water  and  food  for  transmission  whenever  necessary 
to  a Chemical  Warfare  Service  or  other  laboratory,  by  the 
Senior  Gas  Officer. 

Gas  masks  are  now  being  distributed  to  the 
personnel  of  the  protective  services.  As  a guide  to 
local  distribution  and  care  of  masks,  the  U.S. 
Office  of  Civilian  Defence  issued  Operations  Letter 
No.  106,  January  20. 

It  is  recommended  that  masks  be  distributed 
among  the  protective  services  of  the  U.S.  Citizens 
Defense  Corps  in  approximately  the  following 
proportions:  staff,  12.5  per  cent;  fire  service,  10.5; 
police  service,  18.5;  air  raid  warden  service,  30; 
rescue  service,  1.5;  medical  service,  12.5;  public 
works,  9;  and  public  utilities,  5.5. 

Masks  should  be  kept  at  the  post  where  the 
protective  personnel  will  assemble  during  drills  or 
enemy  action,  not  carried  by  them  during  their 
daily  activities,  the  Operations  Letter  advises.  It 
is  recommended  also  that  about  20  per  cent  of  the 


masks  allocated  to  each  service  be  stored  as  a 
reserve.  It  is  important  that  the  reserves  be 
decentralized  as  a safeguard  against  destruction 
by  fire  or  bombing  and  also  to  permit  rapid  dis- 
tribution in  case  of  an  emergency. 

The  directive  points  out  that  since  valuable 
and  critical  materials  are  used  in  the  manufacture 
of  gas  masks,  the  utmost  care  must  be  exercised  in 
the  handling,  distribution,  and  storage.  No  person 
should  receive  a mask  until  he  has  been  trained  in 
its  use  and  care^  including  proper  storage,  it  is 
advised. 

Storage  must  be  in  a cool,  dry  place,  and  masks 
should  be  kept  from  contact  with  sunlight,  oils, 
and  corrosive  liquids  and  vapors.  After  use,  masks 
should  not  be  worn  by  another  individual  without 
proper  sterilization,  instructions  for  which  are  given 
in  the  OCD  publication  “Protection  Against  Gas.” 

Repair  of  masks  is  not  to  be  attempted  locally 
except  in  case  of  extreme  necessity,  the  Operations 
Letter  states.  Broken  and  defective  masks  or 
those  with  exhausted  canisters  should  be  collected 
by  the  local  Property  Officer  and  returned  to  OCD 
Supply  Depots  for  repair  and  replacement. 


Award  for  Research  on  Alcoholism 


AN  AWARD  of  81,000  will  be  made  this  year 
by  the  Research  Council  on  Problems  of 
Alcohol  for  outstanding  work  on  alcoholism  during 
1943.  Rules  for  the  competition  are  as  follows: 

1.  The  research  for  which  the  award  will  be 
granted  must  contribute  new  knowledge,  in  some 
branch  of  medicine,  biology,  or  sociology,  important 
to  the  understanding,  prevention,  or  treatment  of 
alcoholism. 

2.  Any  scientist  in  the  United  States,  Canada, 
or  Latin  America  is  eligible  for  the  award. 

3.  The  project  may  have  been  inaugurated  at 
any  time  in  the  past  or  during  the  year  1943,  pro- 
vided (a)  that  a substantial  part  of  the  work  be 
carried  on  during  the  year  1943,  (5)  that  it  be  de- 
veloped to  a point  at  which  significant  conclusions 
are  possible  before  the  end  of  the  year,  and  (c)  that 
a report  on  the  work  has  not  been  previously  an- 
nounced and  described  before  a scientific  body  or 
previously  published. 

4.  It  is  desirable,  but  not  necessary,  that  those 
planning  to  work  for  the  award  send  to  the  Council 
....  a statement  of  such  intention.  If  the  Council 
receives  such  information,  it  can  be  helpful  in  the 
prevention  of  undesirable  duplication  of  effort. 
If  a research  project  is  conceived  and  inaugurated 
later  in  the  year,  1943,  a statement  of  intention 
may  be  sent  to  the  Council  at  a later  date. 

5.  A report  on  the  work  and  resulting  conclusions 
must  be  submitted  to  the  Research  Council  on 


Kings  County 

In  response  to  an  appeal  by  Dr.  John  J.  Gainey, 
president  of  the  county  society,  several  hundred 
Brooklyn  doctors  donated  their  blood  to  the  Army 
and  Navy  during  the  recent  “doctors’  week”  for 
blood  donations. 

Supervising  the  campaign  to  enlist  Brooklyn 
physicians  as  blood  donors  were  Dr.  Charles  Mc- 
Carty, secretary  and  director  of  medical  activities 
of  the  Kings  County  Medical  Society,  and  Dr.  Eu- 
gene Marzullo,  chairman  of  the  Brooklyn  Red 

* Asterisk  indicates  that  item  is  from  local  newspaper. 


Problems  of  Alcohol  on  or  before  February  15, 
1944.  The  Council  will  provide  an  outline  for  use 
in  the  preparation  of  reports. 

6.  The  award  will  be  in  cash,  and  will  be  given 
to  an  individual  scientist  whose  work  is  judged 
sufficiently  outstanding  and  significant  to  merit 
the  award. 

7.  The  Committee  of  Award  will  consist  of  five 
persons — an  officer  of  the  American  Association  for 
the  Advancement  of  Science,  and  four  representa- 
tives of  the  Scientific  Committee  of  the  Research 
Council  on  Problems  of  Alcohol. 

8.  If  the  Committee  is  not  convinced  of  the 
outstanding  merit  of  the  research  done  during 
1943,  as  described  in  reports  submitted,  it  may, 
at  its  discretion,  postpone  the  award  until  another 
year,  or  until  such  time  as  work  of  such  merit  has 
been  performed. 

The  Council  will  send  on  request,  to  any  scientist, 
an  outline  of  basic  policies  governing  its  research 
program,  lists  of  Council  studies  (completed,  under 
way,  and  contemplated),  and  information  regarding 
the  studies  of  other  agencies. 

Scientists  planning  to  do  research  in  connection 
with  the  award  may  send  a statement  of  intention  to 

The  Director 

The  Research  Council  on  Problems  of  Alcohol 
Pondfield  Road  West 
Bronxville,  New  York 


Cross  Blood  Donor  Service  and  of  the  society’s  pub- 
lic health  committee.  * 


According  to  an  announcement  made  recently  by 
the  War  Department,  one  of  the  heroes  in  the  bat- 
tles now  being  fought  in  New  Guinea  is  a former 
Brooklyn  doctor,  Capt.  Rafael  R.  Gamso.  Capt. 
Gamso,  a graduate  of  Baylor  University  Medical 
School,  was  awarded  a silver  star  for  gallantry  in 
action* 

[Continued  on  page  698] 
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From  the  many  factors  which  have  been 
shown  to  be  responsible  for  nutritional  de- 
ficiencies, it  is  clear  that  more  than  vitamins 
and  minerals  are  usually  needed  for  satis- 
factory correction.  Thus  the  choice  of  thera- 
peutic measures  employed  becomes  a matter 
of  considerable  importance. 

New  Improved  Ovaltine  was  developed 
for  the  prevention  and  treatment  of  a wide 
range  of  subnutritional  states.  This  delicious 
food  drink  provides  generous  amounts  not 
only  of  vitamins,  but  minerals,  proteins,  and 


caloric  food  energy  as  well.  It  therefore 
exerts  an  over-all  therapeutic  influence  which 
goes  far  beyond  that  produced  by  the  ad- 
ministration of  only  one  group  of  nutrients. 
Ovaltine  proves  highly  effective,  especially 
when  the  deficiency  state  involves  proteins 
and  minerals  as  well  as  vitamins.  Ovaltine  is 
palatable  and  easily  digested,  a factor  of  im- 
portance in  malnourished  patients  with 
capricious  appetites  and  easily  deranged 
digestive  mechanisms.  ★ The  Wander  Co. 
360  N.  Michigan  Ave.,  Chicago,  Illinois. 


2 KINDS 

PLAIN  AND  CHOCOLATE 
FLAVORED 


Three  daily  servings  (1  Vi  oz.)  of  New  Improved  Ovaltine  provide: 


COPPER  . . 
VITAMIN  A . 
VITAMIN  D . 
VITAMIN  Bx 
RIBOFLAVIN 
NIACIN  . . 


Dry  Ovaltine 

Ovaltine  with  milk* 
PROTEIN  ...  6.00  Gm.  31.20  Gm. 

CARBOHYDRATE  30.00  Gm.  66.00  Gm. 

FAT  3.15  Gm.  31.95  Gm. 

CALCIUM  . . . 0.25  Gm.  1.05  Gm. 

PHOSPHORUS  . 0.25  Gm.  0.903  Gm. 

IRON 10.5  mg.  11.9  mg. 


*Each  serving  made  with  8 oz.  milk;  based  on  average  reported  values  for  milk. 


Dry  Ovaltine 

Ovaltine  with  milk* 

. . 0.5  mg.  0.5  mg. 

1500  U.S.P.U.  2953  U.S.P.U. 
405  U.S.P.U.  432  U.S.P.U. 
300  U.S.P.U.  432  U.S.P.U. 
. 0.25  mg.  1.28  mg. 

. . 4.95  mg.  7.1  mg. 
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For  The  Patient  With  ONE  Leg 
Shorter  Than  The  Other 


€L€VflTOfiS 

Shoes 


Even  if  one  leg  is  as  much  as  an  inch  and  a half 

longer  than  the  other,  a pair  of  "ELEVATORS''  Shoes 
with  the  inner  ramp  in  one  shoe  only,  will  conceal 
the  unevenness  in  the  gait  . . . "confidentially". 
These  special  "ELEVATORS"  Shoes  are  matched,  look 
like  any  other  fine  quality  shoes,  and  are  made  to 
order  to  specifications.  Even  if  the  difference  is  in  the 
size  of  the  FEET,  the  patient  can  get  a pair  of  "ELEVA- 
TORS" to  fit  each  foot.  This  service  is  available  only  on 
styles  901,  Black  and  902,  Brown  ( illustrated) . . . .$20.00 

For  FREE  BOOKLET  and  name  of  Nearest  Dealer 
Write:  Dept  N.  Y.  543 

STONE  TARLOW  CO.,  INC.  Brockton,  Mass. 
Exclusive  Manufacturers  Of  "ELEVATORS" 


DEDICATED  TO 


in  the  manufacture  of  standard 
dependable  medicinals  and 
pharmaceuticals. 


QUALITY 


assured  by  adequate  laboratory 
controls  and  assays  on  all 
potent  drugs. 


SAFETY 


ECONOMY  for  standard  products  dis- 
tributed through  professional 
channels. 


Your  attention  is  directed  to  the  March  27th 
issue  of  THE  JOURNAL  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION  for  an  announcement 
of  our  unexcelled  facilities  to  serve  you. 


OF  ASSURANCE 


YOUR  MARK 


AMERICAN  PHARMACEUTICAL  C0M  INC, 

MAIN  OFFICE  AND  LABORATORIES 
NEW  YORK,  N.  Y. 


Nassau  County 

Dr.  Francis  W.  Goddard,  former  medical  mission- 
ary to  China,  has  been  appointed  medical  supervisor 
for  the  Rockville  Centre  Public  Schools,  filling  the 
vacancy  left  by  Dr.  James  J.  Tibone,  who  has 
joined  the  armed  forces. 

Born  in  Xing  Po,  China,  of  missionary  parents, 
Dr.  Goddard  came  to  the  States  at  an  early  age. 
He  holds  a B.A.  degree  from  Colgate,  an  M.A.  de- 
gree from  Harvard,  and  a medical  degree  from  Jef- 
ferson Medical  College.  In  1903  he  returned  to 
China  as  a medical  missionary  and  remained  there 
for  thirty-five  years,  leaving  as  tangible  evidence 
of  his  labors  a three-story  brick  hospital  with  one 
hundred  beds  and  a nurses’  training  school.  He 
returned  to  the  United  States  in  1938  and  since 
that  time  has  served  on  the  staff  of  the  Associated 
Medical  Office,  an  interdenominational  organization 
that  cares  for  missionaries.* 


“It  is  better  to  look  bunchy  and  stay  looking 
than  it  is  to  look  svelte,  sleek,  and  chic — and  die  of 
pneumonia,”  editorialized  the  Nausau  Medical 
News  in  commenting  on  a sharp  increase  in  pneu- 
monia which  may  be  attributed  to  residents  not 
dressing  properly  in  low-temperature  living  quar- 
ters. * 

New  York  County 

The  New  York  Association  of  Medical  Record 
Librarians  has  organized  a registry  to  put  its  mem- 
bers in  touch  with  available  positions.  Miss  Diana 
Krezmer,  vice-president  of  the  Association  and  rec- 
ord librarian  at  the  New  York  Infirmary  for  Women 
and  Children,  will  be  in  charge  of  this  placement 
service. 


A maternity  mortality  rate  set  by  New  York 
City  welfare  authorities  as  an  “irreducible  mini- 
mum” fifteen  years  ago  already  has  been  lowered, 
according  to  the  latest  figures  from  the  Department 
of  Health’s  bureau  of  statistics.  For  the  first  seven 
weeks  of  1943,  the  rate  per  thousand  births  is  re- 
corded as  1.9,  although  the  goal  of  health  officials 
in  recent  years  has  been  to  reach  2.2. 

“Present  maternity  mortality  rates  have  dropped 
below  what  looked  like  an  almost  impossible  goal 
set  for  us  some  fifteen  years  ago,”  Miss  Hazel  Cor- 
bin, director  of  the  Maternity  Center  Association, 
said.  “The  rate  of  2.2  looked  so  far  from  accom- 
plishment then  that  we  thought  if  we  ever  reached 
it,  that  would  be  ideal.  As  a result,  it  has  never  be- 
fore been  so  safe  to  have  a baby.” 

The  present  decline  in  the  rate,  which  has  been 
dropping  fairly  constantly  during  the  last  decade, 
coincides  happily,  she  pointed  out,  with  the  rocket- 
ing figures  in  the  birth  rate. 

As  contributing  factors  to  the  stage  now  reached 
in  the  declining  graph,  Miss  Corbin  cited  the  wide- 
spread education  among  women  for  early  and  better 
medical  care  and  the  medical  studies  in  obstetrics 
that  have  been  developed  throughout  the  country. 
Definite  progress  can  be  attributed,  she  added,  to  the 
practice  now  well  established  among  county  medical 
societies  of  studying  the  maternal  death  records, 
classifying  those  that  were  preventable,  and  working 
to  prevent  repetition  of  the  circumstances. 

“Another  factor  perhaps  is  that  we  are  more  con- 
scious of  the  value  of  life  today  when  we  see  so  many 
[Continued  on  page  700] 
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Hospitals 

^ institutions  of 


Sanitariums 


Ocialized Dreatments 


CHARLES  B.  TOWNS  HOSPITAL 

Serving  the  Medical  Profession  for  over  40  years 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

Definite  Treatment  • Fixed  Charges  • Minimum  Hospitalization 

293  Central  Park  West,  New  York Hospital  Literature  Telephone:  SChuyler  4-0770 


OVER-ALL  DESIGN  OF  EVOLUTION 


‘‘NATURE  has  a time-order,”  comments  a critic 
of  the  book,  Genetics  and  the  Origin  of  Species  by- 
Theodosius  Dobzhansky.  Mutational  changes  in 
various  species  are  locked  in  what  may  be  called  the 
over-all  design  of  evolution — the  time-order,  of 
which  mutation  rates  are  presumably  a part. 

“In  physics,”  observes  the  book  critic,  “the  time- 
order  is  now  regarded  as  arising  from  absolute  or 
ideal  properties  of  a matrix.  Surely,  this  matrix 
must  control  evolution  as  much  as  it  does  physical 
or  material  phenomena  which  are  described  in  its 
terms  in  physics.  Dr.  Dobzhansky’s  great  review  is 
thus  more  than  a survey  of  high  interest  and  large 
authority.” 

It  treating  the  subject  of  genetics  and  evolution 
today,  Dobzhansky  expresses  the  modern  trend  in 
thought  which  is  away  from  disorder,  crass  ma- 
terialism and  chance,  toward  order,  transcendental- 
ism and  meaning. 

Quoting  the  author:  “Since  evolution  is  a change 
in  the  genetic  composition  of  population,  the  mecha- 
nism of  evolution  constitutes  problems  of  popula- 
tion genetics.  Of  course  changes  observed  in  popu- 
lation may  be  of  very  different  orders  of  magnitude, 
from  those  induced  in  a herd  of  domestic  animals 
by  the  introduction  of  a new  sire  to  phylogenetic 
changes  leading  to  the  origin  of  new  classes  of  organ- 
isms. . . . Experience  seems  to  show  . . . that  there 
is  no  way  toward  an  understanding  of  the  mecha- 
nism of  macro-evolutionary  change  processes  ob- 
servable within  the  span  of  a human  lifetime  and 
often  controlled  by  a man’s  will.  For  this  reason 
we  are  compelled  at  the  present  level  of  knowledge 
reluctantly  to  put  a sign  of  equality  between  the 
mechanisms  of  macro-  and  micro-evolution,  and, 
proceeding  on  the  assumption  to  push  our  investi- 


gations as  far  ahead  as  this  working  hypothesis  will 
permit . . . . ” 

“The  phenotype  is  . . . what  a living  being  appears 
to  be  to  our  sense  organs.  The  genotype  is  the  ge- 
netic constitution,  the  sum  total  of  the  hereditary  fac- 
tors received  by  the  organisms  from  its  ancestors  .... 
A phenotype  is  always  the  resultant  of  the  interac- 
tions between  a genotype  and  an  environment . . . . ” 

“It  is  vastly  easier  to  render  an  organism  sterile 
or  to  destroy  it  altogether  than  it  is  to  produce  the 
slightest  change  in  the  genotype  ....  Inheritance 
of  acquired  characters — a reflection  of  phenotypic 
changes  in  the  structure  of  the  genotype — appar- 
ently does  not  take  place.  . . . Unfortunately,  in 
the  heat  of  the  polemics  against  Lamarckism  some 
statements  have  been  made  by  geneticists  which  do 
! not  contribute  to  a clarification  of  the  issues : to  this 
class  belongs  the  assertion  that  the  genotype  is  not  in- 
fluenced by  the  environment  . . . The  determining 
environment  is,  however,  not  merely  the  one  pre- 
vailing at  the  moment,  but  rather  it  is  the  sum  of  the 
historical  environments  to  which  the  organism  has 
been  exposed  in  its  phylogemy  ....  Evolution  is 
possible  only  because  heredity  is  counteracted  by 
another  agent  opposite  in  effect— namely,  mutation. 
In  genotypically  homogeneous  populations,  heredi- 
tary variation  sooner  or  later  arises  de  novo  . . . . ” 

“The  mutation  concept  has  had  a tortuous  his- 
tory. Not  only  has  the  term  changed  repeatedly  in 
meaning,  but  even  now  it  is  being  used  in  at  least 
two  different  senses.  Alternatives  to  the  term  ‘mu- 
tation’ have  been  proposed,  but  all  of  them  have 
failed  of  adoption.  Many  years  ago,  Waagen  (1869) 
designated  as  mutations  the  smallest  perceptible 
changes  in  the  temporal  series  of  forms  in  a species 
[Continued  on  page  703,  col.  1] 


THE  MAPLES  INC.,  ROCKVILLE  CENTRE,  L.  I. 

A sanitarium  especially  for  invalids,  convalescents,  chronic  patients, 
post-operative,  special  diets,  and  body  building.  Six  acres  of  land- 
scaped lawns.  Five  buildings  (two  devoted  exclusively  to  private 
rooms).  Resident  Physician.  Rates  $18  to  $45  Weekly 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


LOUDEN-KNICKERBOCKER  HALL.1  c 

81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL 

diseases. 

Full  inf  or  motion  furnished  upon  request 
JOHN  F.  LOUDEN  JAMES  F.  VAVASOUR,  M.D. 

President  Physician  in  Charge 

New  York  City  Office,  67  West  44th  St.,  Tel.  VAnderbilt  6-3732 
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r A L K I R K 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


P I N E W O 0 D 

Boute  100  Westchester  County  Katonah,  New  York 

Licensed  by  the  Department  of  Mental  Hygiene. 

In  addition  to  the  usual  forms  of  treatment  (occupational 
therapy,  physiotherapy,  outdoor  exercise,  etc.)  we  specialize 
in  more  specific  techniques.  Insulin , Electric  Shock  and 
Metrazol.  Psychological  and  physiological  studies.  Psycho- 
analytic approach. 

DR.  JOSEPH  EPSTEIN,  Physician-in-Charge 

Dr.  Max  Friedemann  ) Resident  Tel:  KATONAH  775 

Dr.  Joseph  Meiers  J Physicians  YONKERS  3-5786 

N.  Y.  Office:  25  West  54th  St. 

Tues.  & Fri.  by  appointment  Circle  7-2380 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Charge. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


WEST  it  ILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postop- 
erative, aged  andinfirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  ner- 
vous and  backward  children.  Physicians'  treatments  rig- 
idly followed.  C.  L.  MARKHAM,  M.  D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:1700, 1,  2 
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lives  being  lost  on  the  battlefronts,”  Miss  Corbin 
added. 

The  progress  made  has  borne  out  the  earlier  con- 
tention of  medical  and  health  officials  that  two- 
thirds  of  the  deaths  of  mothers  in  childbirth  wrere 
preventable,  she  said. 

“When  our  death  rate  was  so  shameful,”  she  con- 
tinued, “the  three  major  causes  were  infection, 
toxemia,  and  hemorrhage.  Those  three  causes  still 
maintain,  although  they  have  been  greatly  reduced.” 

New  York’s  rate  of  maternal  mortality  is  far 
below  the  rate  for  the  country  as  a whole,  according 
to  a comparison  with  figures  issued  by  the  Chil- 
dren’s Bureau.  The  most  recent  compilation  issued 
covers  1941,  when  the  rate  was  3.2.  Anticipating 
the  records  still  to  be  issued  for  last  year,  Miss 
Corbin  said  it  was  reasonable  to  believe  that  the 
1942  rate  would  be  at  least  10  per  cent  below  the 
previous  figure. 

Because  of  the  difficulty  of  gathering  statistics 
in  wartime,  comparable  figures  for  other  countries 
are  not  available,  although  Miss  Corbin  added  that 
the  United  States  need  no  longer  look  with  envy,  as 
it  has  for  years,  on  the  records  of  the  more  progres- 
sive countries  abroad.  * 


The  New  York  Physicians  Association  recently 
elected  the  following  officers  for  the  current  year: 
President,  I.  M.  Brenner;  president-elect,  Elihu 
Katz;  first  vice-president,  Jacob  Buckstein;  sec- 
ond vice-president,  Joseph  L.  Morse;  secretary,  A. 
J.  Greenberger;  recording  secretary,  Samuel  Hoch- 
man;  treasurer,  Joseph  Q.  Jonas. 


Hamilton  Southworth,  M.D.,  has  joined  the  staff 
of  the  medical  division  of  the  Office  of  Civilian  De- 
fense as  a member  of  the  scientific  development  and 
research  section. 


“Metropolitan  News  Briefs,”  a regular  feature 
of  the  county  society  Journal,  carried  the  following 
personal  items  on  February  27: 

“Frank  A.  Calderone,  M.D.,  has  been  appointed 
Deputy  Health  Commissioner,  succeeding  George 
F.  Palmer,  M.D.,  who  resigned  February  13. 

“The  New  York  Society  for  Clinical  Ophthal- 
mology will  hold  its  March  meeting  in  conjunction 
with  the  Section  of  Ophthalmology  of  the  New  York 
Academy  of  Medicine  on  March  15. 

“Major  Charles  Robert  Rein,  M.C.,  chief,  di- 
vision of  serology,  Army  Medical  School,  Army 
Medical  Center,  Washington,  D.C.,  will  give  a 
series  of  seven  lectures  and  three  demonstrations  on 
the  “Present  Status  of  the  Serodiagnosis  of  Syphilis” 
to  matriculants  of  the  department  of  dermatology 
and  syphilology  at  the  New  York  Skin  and  Cancer 
Hospital  on  March  1,  2,  3,  and  4. 

“J.  Burns  Amberson,  Jr.,  M.D.,  has  been  re- 
elected president  of  the  New  York  Tuberculosis 
and  Health  Association. 

“Howard  Fox,  M.D.,  has  been  appointed  Con- 
sultant to  the  Secretary  of  War  in  Tropical  Medicine. 

“At  a recent  meeting  of  the  Association  for  the 
Advancement  of  Psychotherapy  the  following  of- 
ficers were  elected:  President,  Frederic  Wertham; 
vice-president,  Joseph  Wilder;  secretary,  Emil 
Gutheil.” 
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Development  of  an  antiseptic,  healing  dressing 
for  wounds,  burns  and  other  injuries  from  the  red 
blood  corpuscles  which  have  been  discarded  after 
donors  gave  their  blood  for  use  as  plasma  is  re- 
ported in  the  January  issue  of  The  American  Journal 
of  Surgery. 

The  authors  of  the  article,  entitled  “Human  Red 
Cell  Concentrate  for  Surgical  Dressings,”  are  Dr. 
John  J.  Moorhead,  a specialist  in  traumatic  surgery, 
involving  the  treatment  of  wounds,  and  Dr.  Lester 
J.  Unger,  hematologist  and  associate  clinical  pro- 
fessor of  surgery  at  the  College  of  Physicians  and 
Surgeons,  Columbia  University. 

Dr.  Moorhead,  who  was  at  Pearl  Harbor  when  the 
Japanese  attacked,  and  who  performed  many  opera- 
tions on  wounded  men,  has  been  conducting  experi- 
ments with  Dr.  Unger  since  April  at  New  York 
Post-Graduate  Hospital. 

The  doctors  made  their  first  clinical  use  of  the 
corpuscles  on  April  28,  1942,  in  the  case  of  a “knee 
joint  arthrotomy  (surgical  incision)  torn  apart  by  a 
delirious  patient.”  Red  cells  of  a semiliquid  con- 
sistency were  placed  in  the  joint,  the  article  says,  and 
after  several  applications  the  entire  incision  was 
thus  closed. 

In  a second  case  of  “extensive  bums  of  both  ex- 
tremities” cited  in  the  article,  the  favorable  out- 
come was  “outstanding,  notably  because  many  other 
types  of  treatment  had  been  tried  in  vain.” 

Colleagues  of  Dr.  Moorhead  and  Dr.  Unger  at 
Post-Graduate  Hospital  and  elsewhere  have  used 
the  treatment  for  infected  and  noninfected  wounds, 
burns,  and  certain  types  of  ulceration. 

Dr.  Moorhead  and  Dr.  Unger  have  formed  several 
theories  to  account  for  the  beneficent  effects  of  the 
once  apparently  useless  red-cell  discard.  “Perhaps 
it  acts  as  an  occlusive  and  reduces  oozing  and  rein- 
fection,” they  write.  “The  very  high  protein  con- 
tent of  the  material  may  play  a role.  There  may  be 
some  specific  element  which  in  this  concentrated 
form  is  of  value,  or  the  process  of  destroying  or  dis- 
integrating cells  may  stimulate  cell  reproduction.”* 


Oneida  County 

Dr.  Arthur  H.  Cummings  announces  the  opening 
of  an  office  in  Rome  for  the  general  practice  of  medi- 
cine. Dr.  Cummings  comes  to  Rome  from  a recent 
assignment  with  the  U.S.  Public  Health  Service 
Reserve  Corps  in  Virginia. 

For  nine  years  he  was  engaged  in  general  practice 
at  West  Winfield  and  Clinton,  and  for  the  past 
twelve  years  has  been  associated  with  the  New 
York  State  Department  of  Health  and  the  U.S. 
Public  Health  Reserve  Corps.  * 

Orange  County 

Dr.  J.  Emerson  Noll  has  announced  that  Dr. 
William  H.  Foege  has  become  associated  with  him 
in  his  practice  in  Port  Jervis. 

Dr.  Foege  is  roentgenologist  in  the  French  Hospi- 
tal in  New  York  City  and  also  had  an  office  in  the. 
city. 

He  has  served  as  assistant  professor  of  physiology 
aDd  anatomy  in  Long  Island  College  Medical  School 
and  is  a former  captain  in  the  Medical  Corps  of  the 
7th  Regiment,  New  York  State  Guard.* 


Rensselaer  County 

Dr.  Robert  E.  DeFriest,  of  Troy,  has  resigned  as 
medical  consultant  for  the  Rensselaer  County 
Welfare  Department.  The  resignation  was 
prompted  by  the  pressure  of  private  practice,  it 
was  said. 

[Continued  on  page  702] 
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Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.  D.,  Director 
FREDERICK  T.  SEWARD,  M.  D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.  D.,  Resident  Physician 


G L E N M A R Y 

SANITARIUM 

For  individual  care  and  treatment  of  selected  number  of 
Nervous  and  Mental  cases.  Epileptics,  and  Drug  or  Alcoholic 
addicts.  Strict  privacy  and  close  cooperation  with  patient’s 
physican  at  all  times.  Successful  for  over  50  years. 
ARTHUR  J.  CAPRON,  Physician-in-Charge 

O W EGO,  TIOGA  CO.,  N.  Y. 


DR.  BAR  AES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.  Med.  Supt.  *Tel.  4-1143 


Are  you  entering  the 

ARMY  or  NAVY? 

In  addition  to  our  regular  services,  we  specialize  in  the  col- 
lection of  accounts  for  physicians  who  have  temporarily  given 
up  practice  to  serve  with  the  U.  S.  Armed  Forces. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

Herald  Tribune  Bldg.,  New  York 


IWS25ZS 

ANNUAL  MEETING 

of  the 

Medical  Society  of  the 
State  of  New  York 

Members  o£  the  House  of  Delegates 
will  do  well  to  make  reservations  at 
the  Hotel  Statler  in  Buffalo  now  for 
May  3 and  4,  1943.  This  applies  also 
to  those  planning  to  attend  the 
scientific  sessions  beginning  on  Tues- 
day May  4 and  extending  through 
Thursday  May  6,  1943.  Address  the 
Manager  of  the  Hotel  Statler,  Buffalo. 

Peter  Irving,  M.D. 

Secretary 
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HANGER 


Established 
80  years 

Inventors  and  Manufacturers 

ENGLISH  WILLOW 
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DURAL  LIGHT  METAL 
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Automatic  knee  lock  available 
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Expert  fitting — Superior  design 
Quality  construction 

104  FIFTH  AVE. 
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And  other  Cities. 


INC 


Write  for  Literature 


EFFECTIVE  THERAPV 

IN 
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Requires  Analgesia 
Bacteriostasis,  and 
Dehydration  of  the  Tissues. 


THE  DOHO  CHEMICAL  CORPORATION 

New  York  - Montreal  - London 


[Continued  from  page  701] 

Appointment  of  Dr.  P.  Huntley  Austin,  of 
Castleton,  to  fill  the  vacancy  was  announced  by 
Welfare  Commissioner  John  J.  Ahern  following  the 
receipt  of  Dr.  DeFriest’s  resignation. 

The  appointment  is  of  a temporary  nature, 
pending  the  return  of  Dr.  H.  Gordon  Anderson,  of 
Troy,  who  left  the  post  to  enter  the  Army  Medical 
Corps  several  months  ago.* 


Suffolk  County 

The  monthly  communicable  disease  report  for 
November  of  last  year  as  published  in  the  January 
“Newsletter”  of  the  Suffolk  County  Medical  Society 
discloses  that  Huntington  had  but  nine  cases, 
divided  as  follows:  cancer,  1;  chickenpox,  1; 

scarlet  fever,  3;  syphilis,  2;  and  tuberculosis,  2. 


Dr.  I.  Fred  Frankel,  of  New  York  City,  has  es- 
tablished an  office  for  the  practice  of  medicine  in 
Riverhead. 

He  received  his  degree  in  medicine  from  Bellevue 
Medical  College  and  was  formerly  resident  physician 
at  Danbury  Hospital,  Danbury,  Connecticut. 


Tompkins  County 

Miss  Florence  A.  Curtis  has  been  appointed 
executive  secretary  of  the  Otsego  County  Tubercu- 
losis and  Public  Health  Association,  with  head- 
quarters at  Oneonta,  following  service  since  1941 
in  a similar  position  with  the  Tompkins  County 
Tuberculosis  and  Public  Health  Association.  Miss 
Curtis  holds  the  degree  of  B.S.  in  physical  education 
from  Skidmore  College. 

Mrs.  Mildred  S.  Crittenden,  chosen  by  the 
Tompkins  County  Association  to  succeed  Miss 
Curtis,  has  been  employed  during  the  past  year  as 
nutritionist  by  the  Cayuga  Health  Association, 
Auburn.  Mrs.  Crittenden  holds  Red  Cross  certi- 
ficates for  teaching  nutrition  and  canteen  work. 
S.C.A.A.  News 


Ulster  County 

The  county  society  at  its  last  meeting  elected 
Dr.  J.  S.  Taylor  of  the  Kingston  city  laboratory  as 
president,  to  succeed  Dr.  Edward  F.  Shea.  Other 
officers  elected  were:  Dr.  Maurice  H.  Silk,  vice- 
president;  Dr.  Chester  B.  Van  Gaasbeek,  treasurer, 
and  Dr.  Clarence  L.  Gannon,  secretary. 


Westchester  County 

The  Westchester  County  Medical  Society  re- 
cently renewed  its  appeal  to  Westchester  families 
that  at  least  one  person  in  each  household  be  trained 
as  a home  nurse. 

The  Medical  Society  pointed  out  that  in  the 
event  of  serious  increases  in  respiratory  diseases 
a large  number  of  chronic  and  convalescent  patients 
may  have  to  be  cared  for  in  their  homes  because  of 
crowding  of  the  hospitals. 

Dr.  John  B.  Ahouse,  of  Yonkers,  chairman  of  the 
society’s  public  health  committee,  said  that  a 
person  trained  by  the  Red  Cross  in  home  nursing 
can  be  a valuable  aid  to  a physician  at  a time  when 
his  sevices  are  at  a premium  and  registered  nurses 
are  difficult  to  find. 

“Training  in  home  nursing  is  just  as  essential 
under  wartime  conditions  for  the  defense  of  our 
homes  as  are  air  raid  precautions,”  Dr.  Ahouse 
declared. 
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CLASSI  FI  E D 
OPPORTUNITIES 


Classified  Rates 

Rates  per  line  per  insertion: 


One  time $1.10 

3 Consecutive  times 1.00 

6 Consecutive  times .80 

12  Consecutive  times .75 

24  Consecutive  times .70 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of 
First  and  by  the  5th  for  issue  of  Fifteenth. 


SCHOOLS 


— CAPABLE  ASSISTANTS— | 

Call  our  free  placement  service.  Paine  Hall  graduates 
have  character,  intelligence,  personality  and  thorough 
training  for  office  or  laboratory  work.  Let  us  help  you 
find  exactly  the  right  assistant.  Address: 

101  W.  31st  St.,  New  York 

BRyant  9-2831 
Licensed  N.  F.  State 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


GENERAL  PRESCRIPTIONS 

“Don’t  fuss  if  you  are  getting  older.  If  you 

weren’t  getting  older  you  wouldn’t  be  here  at  all.” 

* * * 

“It  is  just  as  well  to  forget  your  troubles,  as  there  i 
will  be  a lot  more  coming  anyhow.” 

* * * 

“I  divide  the  world  into  three  classes:  the  few  ’ 
who  make  things  happen;  the  many  who  watch  ! 
things  happen;  and  the  overwhelming  majority 
who  have  no  idea  of  what  happens.” — Nicholas 
Murray  Butler. 

OVER-ALL  DESIGN  OF  EVOLUTION 
{Continued  from  page  699 ) 

of  ammonites;  these  changes  have  a definite  direc-  i 
tion,  and  their  gradual  accumulation  with  the  pass-  I 
age  of  time  leads  to  the  appearance  of  types  pro- 
gressively more  distinct  from  the  progenitor.  To  1 
what  extent  Waagen’s  mutations  correspond  to  the  | 
mutational  steps  observed  by  geneticists  is  an  open 
question. 

“The  creators  of  the  mutation  theory  were  Kor- 
jinsky  and  De  Vries.  The  latter  (De  Vries,  1901) 
defines  it  as  follows,  ‘As  the  theory  of  mutation  I 
designate  the  statement  that  the  properties  of  organ- 
isms are  built  from  sharply  distinct  units  ....  Inter- 
grades,  which  are  so  numerous  between  the  external  j 
forms  of  plants  and  animals,  exist  between  these  no 
more  than  between  the  molecules  of  chemistry.’ 

A mutation  is,  then,  a change  in  one  of  the  units 
which  at  present  are  known  as  genes.  The  compari- 
son of  genes  with  chemical  molecules  may  prove 
to  be  a truly  prophetic  one.” 

( Genetics  and  the  Origin  of  Species , Theodosius 
Dobzhansky,  Columbia  University  Press,  379  pp., 
bibliography  and  index,  $4.25.1 


AGAR-AGAR  IN  WARTIME 

Peacetime  visitors  to  San  Diego  would  be  sur- 
rised  today  if  they  could  take  a cruise  over  the 
ubmarine  Gardens  there  in  one  of  those  glass-bot- 
tom boats  that  formally  provided  such  interest. 

Surprising  enough  in  ordinary  times — these  Sub- 
marine Gardens  which  line  much  of  Southern 
California’s  coastline — a visiter  now,  if  permitted 
to  look  below  the  waters,  would  see  men  as  well  as 
bright-colored  fish  moving  in  and  out  of  the  rocks. 

Men  in  diving  helmets  are  doing  an  essential  war 
job,  strange  as  it  might  seem.  Their  important 
work  is  picking  clumps  of  sea  fern  from  the  lush 
underwater  growths.  This  is  Agar  sea  fern,  one  of 
the  many  very  essential  products  that  Uncle  Sam 
wants  these  war  days. 

Agar-agar,  the  gelatin  made  from  the  fern,  gives 
smoothness  to  ice  cream  and  certain  cheeses.  More 
important,  it’s  the  one  essential  gelatin  for  which 
no  substitute  has  been  found  in  making  laboratory 
tests  of  drinking  water,  milk  and  food  to  safeguard 
civil  and  military  health. 

Before  Pearl  Harbor,  Agar-agar  came  from  Japan. 
Now  the  United  Nations’  supply  comes  from  San 
Diego  and  the  output  has  been  “frozen”  by  the 
government. 

This  is  one  case  of  gearing  an  attraction  into  our 
growing  war  effort. 

DIAGNOSIS  ACCORDING  TO  RIPLEY 

Man  is  a chameleon  according  to  Pipley — when 
he  is  angry  he  turns  red,  when  scared  he  turns  white 
and  when  cold  he  turns  blue.  His  color  becomes 
yellow  when  sick,  purple  when  choked,  pink  when 
embarrassed,  black  and  blue  when  bruised,  and  he 
turns  green  when  envious. 

Ripley  forgot  that  man  turns  gray  with  age  and 
invisible  in  a blackout. 
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• Physicians  are  in  agreement  on  the  importance  of  the  acceptability  of  a contraceptive  method  to  the 
patient  and  her  husband.  Any  feature  of  a method  found  unfavorable  by  a wife  or  husband 
may  result  in  disuse  of  the  method,  or  abandonment,  with  consequent  loss  of  efficiency.  The  problem 
of  acceptability  has  received  particular  attention  in  the  formulation  of  Ortho-Gynol. 

*w. . . The  method  . . . must . . . find  favor  in  the  hands  of  the  user 
to  insure  adherence  to  the  method  and  avoid  partial  use  or 
discontinuance.  Acceptability  to  the  patient  seems  to  be 
a cardinal  factor  in  any  family  planning  program.” 

COPYRIGHT  1943,  ORTHO  PRODUCTS.  INC.,  LINDEN.  NEW  JERSEY 

♦Human  Fertility,  Volume  6,  No.  6,  Page  168,  December  1941 
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FRIED  & KOHLER,  Inc. 


“ True  to  Life ” I 

Artificial  Human  Eyes 

Especially  Made  to  Order  by  Skilled  Artisans 


Comfort,  pleasing  cosmetic  appearance  and  motion  guaran- 
teed. Eyes  also  fitted  from  stock  by  experts.  Selections 
sent  on  memorandum.  Referred  cases  carefully  attended. 


FRIED  & KOHLER,  Inc. 


Specialists  in  Artificial  Human  Eyes  Exclusively 


665  Fifth  Avenue 


New  York,  N.  Y. 


(near  53rd  Street) 


Tel.  Eldorado  5-1970 


“Forty-three  years  devoted  to  pleasing  particular  people 99 
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Three  agents  for  preventing 
local  infections  with . . . 


SULFADIAZINE 

J&eclecle 

SULFADIAZINE  IN  ETHAN  OLAMINES  SOLU- 
TION (Pickrell)  Lederle — extensively  em- 
^ ployed  for  the  treatment  of  burns  involving 
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40%  or  less  of  the  body  surface — contained 
in  a solvent  well  adapted  for  diffusion  into 
superficial  tissues  and  ideally  suited  to  ap- 
plication by  means  of  an  atomizer.  It  is 
colorless,  non-staining,  odorless,  non-irritat- 
ing, aids  in  forming  a strong  pliable  eschar 
and  tends  to  prevent  many  infections. 

sulfadiazine  surgical  powder  Lederle. 
The  local  bacteriostatic  action  of  this 
powder  tends  to  inhibit  the  growth  of  hem- 
olytic streptococci,  staphylococci  and  var- 
ious other  organisms.  The  powder  is 
packed  in  vials  sealed  against  moisture  and 
sufficiently  strong  to  withstand  pressure,  a 
convenient  form  for  handling.  Complete 
sterility  of  the  powder  has  been  obtained  by 
methods  studied  at  Lederle  for  over  a year 
prior  to  commercial  production. 

sulfadiazine  ointment  5%  Lederle.  This 
ointment  inherently  has  a wide  general  ap- 
plication for  superficial  minor  burns  and 
such  skin  infections  as  impetigo.  It  may 
also  be  used  as  a dressing  following  the  use 
of  SULFADIAZINE  IN  ETHAN  OLAMINES  SOLU- 
TION (Pickrell)  Lederle. 

packages: 

‘‘Sulfadiazine  in  Ethanolamines  Solution 
(Pickrell)  Lederle" 

Bottles:  8 oz.,  1 pt. 

“Sulfadiazine  Surgical  Powder  Lederle ” 

Bottle:  5 gram 

“Sulfadiazine  Ointment  5%  Lederle ” 

Tubes:  1 oz.t  4 oz.,  1 lb. 
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YOUR  FRIENDS  WITH  THE  FIGHTING  FORCES 

Send  them  the  cigarette  that 


IN  camps  at  home ...  at  the  fighting 
fronts . . . the  cigarette  is  a military 
institution ...  a comfort  to  all ...  a spe- 
cial solace  to  the  wounded... and  at- 
tending doctors,  too. 

Small  wonder  that  service  men  ap- 
preciate cigarettes  above  all  other 
gifts. ..and,  by  actual  survey*,  Camel 
is  the  favorite  brand  of  men  in  our 


REMEMBER,  you  can  still  send  Camels  to  Army  per- 
sonnel in  the  United  States,  and  to  men  in  the  Navy, 
Marines,  or  Coast  Guard  wherever  they  are.  The 
Post  Office  rule  against  mailing  packages  ap-  > 
plies  only  to  those  sent  to  the  overseas  Army. 


armed  forces... for  mellow  mildness, 
for  clear,  full  flavor. 

Your  dealer  features  Camels 
or  telephone  him  today. 


see 


Camel 


With  men  in  the  Army,  Navy, 
Marines,  and  Coast  Guard,  the 
favorite  cigarette  is  Camel. 
(Based  on  actual  sales  records  in 
Post  Exchanges  and  Canteens.) 


costlier  tobaccos 
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EFFECTIVELY , 
GRADUALLY , 
SUSTAINEDLY 


STRESS  ON  HEART  EASED  WITH 

©DHUDITM 


DIURBITAL*  exerts  vasodilating , relaxing  effects  on  the  blood 
vessels  in  hypertension.  It  eases  the  fluid  burden  on  the  heart  and 
helps  check  possible  cerebral  or  peripheral  edema  by  active  diuresis  . . . w 

and  serves  to  dilate  coronary  arteries  for  myocardial  stimulation.  Relief  from  O 

headache,  vertigo,  fear,  irritability,  insomnia,  etc.  occurs  as  blood  pressure 
gradually  descends.  Enteric  coating  of  DIURBITAL  avoids  gastric  insult. 
DIURBITAL  TABLETS  CONTAIN  EACH : Theobromine  Sodium  Salicylate  3 grs.;  Phe- 
nobarbital  \ gr.;  Calcium  Lactate  1§  grs.  Bottles  of  25  and  100  tablets  at  your  pharmacy. 


Write  "DIURBITAL" 
on  Rx  blank  for  samples 
and  literature. 


• Trademark  Reg.  U.  S.  Pat.  Off. 


Specialties  for  Diseases  of  the  Heart  and  Blood  Vessels 
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IONIZABLE 

IRON 


FOR 

THE 

PALE 

CHILD 


NON-IONIZING— EASILY  ASSIMILABLE 


IRON  SALT  IONS  MAY  IRRITATE  STOMACH 


IN  the  run  down  child,  anemia  and  malnutrition 
are  usually  combined  with  digestive  malfunction. 
In  combating  this  triumvirate,  colloidal  iron  has 
many  therapeutic  advantages  over  the  iron  salts.  The 
salts  (sulphates,  citrates,  etc.)  are  split  up  by  the  gas- 
tric juice  with  the  release  of  ions  likely  to  produce 
astringent  and  irritating  effects.  In  the  intestine,  the 
iron  ions  form  precipitates  which  are  therapeutically 
inert,  highly  dehydrating,  and  constipating. 

But  the  iron  in  OVOFERRIN  is  colloidal  iron  protein 
—not  in  ionic  form.  It  is  little  affected  by  the  gastric 
juice.  It  is  stable  and  cannot  irritate.  Indeed  it  ac- 
tually appears  to  stimulate  the  appetite.  Most  nutri- 


ment must  be  in  the  colloidal  state  to  be  absorbed. 
OVOFERRIN  arrives  in  the  intestines  as  a colloidal 
hydrous  oxide  which  is  readily  assimilable  and  does 
not  dehydrate  or  constipate. 

Particularly  important  in  the  young  patient,  OVO- 
FERRIN is  practically  odorless  and  tasteless  and  can 
stain  tongue  or  teeth  no  more  than  can  an  iron  nail. 
Its  palatability  is  the  result  of  its  colloidal  state  and 
not  due  to  sweetening  or  masking. 

Prescribe  OVOFERRIN  also  in  secondary  anemia, 
convalescence  and  pregnancy.  Supplied  in  11  02. 
bottles:  dose  one  tablespoonful  at  meals  and  bedtime 
in  milk  or  water. 


PRESCRIBE 


iancy. 


COLLOIDAL  IRON-PROTEIN  BLOOD 

In  Secondary  Anemia,  Convalescence,  Pr 
"The  Pale  Child,"  and  Run  Down  St< 

A.  C.  BARNES 

NEW  BRUNS W 

'Ovoferrin"  is  a registered  trade  mark,  the  property  of  A.  C.  Barnes  Co. 
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Effectiveness  plus  Palatability  in 


twut!  CONTAIN 


GASTRIC  ULCER  MEDICATION 

Aluminoid  supplies  the  time-tested  therapeutic  value  of  aluminum 
- hydroxide  and  eliminates  any  possible  objection  to  the  taste 
of  gels  on  the  part  of  the  patient.  Aluminoid  affords  relief  by 
hydrogen  ion  adsorption  rather  than  by 
chemical  neutralization.  After-acid  tides  are 
avoided. 

Aluminoid  is  available,  in  easy  to  swallow 
gelatin  capsules,  through  the  better  prescrip- 
tion pharmacies.  Literature  and  samples  will 
be  sent  to  doctors  on  request. 

ALUMINOID 

COLLOIDAL  aYuMINA 


PHARMACEUTICALS,  INC. 

11  HILL  STREET,  NEWARK,  NEW  JERSEY 
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NOT  A WAR-BORN  IDEA 

Personalized  Field  Service  on  G-E  Equipment  Has  Prevailed  for  Many  Years 

It  is  important  that  x-ray  and  other  electromedical  equipment  be 
sept  in  tip-top  operating  condition  during  these  busy  days  in  hospitals,  clinics,  and  physicians’ 
offices.  And  to  users  of  G-E  equipment  the  need  for  expert  technical  and  maintenance  service 
in  this  wartime  period  has  presented  no  problem.  They  continue  to  get  it  from  the  same  G-E 
branch  offices  and  regional  service  depots  that  have  taken  care  of  them  for  many  years  past. 

In  other  words,  this  idea  of  G-E  field  service  is  not  something  set  up  just  for  the  duration.  It 
is  considered  quite  as  important  to  G-E  customers  in  peacetime  as  well. 

G-E  Periodical  Inspection  and  Adjustment  Service,  for  example,  is  a low-cost,  year-round 
service  that  keeps  thousands  of  G-E  x-ray  and  electromedical  units  at  highest  operating 
efficiency  at  all  times.  Thus  investments  in  fine  equip- 
ment are  protected,  to  preclude  costly  and  annoying 
breakdowns. 

Therefore,  to  present  and  future  users  of  G-E  equipment, 
this  competent  field  service  will  always  be  available — 
in  wartime  and  peacetime,  both. 


X-RAY  CORPORATION 


In  your  particular  area  the  following  G-E 
Branches  and  Regional  Service  Depots  stand 
ready  to  serve  you : 


NEW  YORK  CITY 

205  East  42nd  Street 

LONG  ISLAND  CITY 

54  Cuthbert  Place 

NEW  ROCHELLE 

470  Pelham  Road 

HYDE  PARK 

P.  O.  Box  183 

ALBANY 

Room  408,  75  State  Street 

SARANAC  LAKE 

114  Park  Avenue 


ROCHESTER 

209  Medical  Arts  Building 
Alexander  St.  at  Gardiner  Pk. 

BUFFALO  xOWfifc, 

151  W.  Mohawk  Streets 

SYRACUSE  f’  BOOTHS 

Room  901,  ChimesXfrildingQr  i? 

ELMIRA  4. 

215  W.  Water  Street 


T&CayZ  KeSf  Ufa  KotuU 
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THE  ORIGINAL  DEOXYCHOLIC  ACID 

for  fat  digestion  and  the  absorption  of  fat-soluble  vitamins 


Degalol  represents  deoxycholic  acid,  the  bile  acid 
which  is  chiefly  responsible  for  emulsification  of 
food  fat  and  the  formation  of  the  water  soluble 
choleic  acid  compounds. 

Degalol  is  valuable  in  biliary  fistula,  assuring  fat 
digestion  even  with  diversion  of  bile  to  the  outside. 
Degalol  enhances  absorption  of  the  fat-soluble  vita- 


mins A,  D,  E,  and  K.  In  complete  biliary  obstruc- 
tion with  poor  or  absent  fat  digestion,  Degalol  makes 
possible  utilization  of  food  fat,  and  insures  absorption 
of  orally  administered  vitamin  K. 

Degalol  consists  solely  of  chemically  pure  de- 
oxycholic acid.  It  is  supplied  in  boxes  of  100 
1 gr.  tablets. 


Riedel  - de  Haen,  Inc.  new  york,  n y 
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SIMILAR  TO  BREAST  MILK 


A powdered,  modified  milk  product  especially  prepared 
for  infant  feeding,  made  from  tuberculin  tested  cow’s 
milk  (casein  modified)  from  which  part  of  the  butterfat 
is  removed  and  to  which  has  been  added  lactose,  olive 
oil,  coconut  oil,  corn  oil,  and  cod  liver  oil  concentrate. 


Similac  provides  breast  milk  proportions  of  fat,  pro- 
tein, carbohydrate  and  minerals,  in  forms  that  are 
physically  and  metabolically  suited  to  the  infant’s 
requirements.  Similac  dependably  nourishes  — from 
birth  until  weaning. 

One  level  tablespoon  of  Similac  powder  added  to  two 
ounces  of  water  makes  two  fluid  ounces  of  Similac. 
This  is  the  normal  mixture  and  the  caloric  value  is 
approximately  20  calories  per  fluid  ounce. 
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THE  OLD 
VARIABLE 
DOSAGE 


"\  ( 

THE  NEW 
ACCURATE 
DOSAGE 


In  the  past,  Iodides  in  liq- 
uid form  were  assumed  to 
furnish  1 grain  of  Potassium 
Iodide  in  a drop — but  drops 
vary  in  size  and  even  the 
solution  might  vary  as  much 
as  30  grains  in  an  ounce. 
Today,  you  can  be  certain 
of  the  correct  dosage  with 
ENKIDE  (Brewer)  15  grain 
Enteric  Coated  tablets  of 
Potassium  Iodide. 


ENK  DE 

(BREWER) 

for 

IODIDE 

Administration 


ENKIDE  is  an  enteric  coated 
tablet  containing  1 gram  of  Potas- 
sium Iodide,  U.S.P.,  that  mini- 
mizes gastric  distress  and  permits 
the  administration  of  large  doses 
of  Potassium  Iodide.  Sold  on 
prescription  only  ($2.25  for  a bot- 
tle of  100  tablets)  Enkide  may  be 
prescribed  in  accurate  doses  of 
1 to  5 tablets  a day,  in  a modern 
convenient  form  easy  to  take. 


BREWER  & COMPANY,  Inc. 

Pharmaceutical  Chemists  since  1852  • Worcester , Mass. 
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PROTECT  YOUR  COMMUNITIES 
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- ATTEND  - 

WAR  MEDICINE  MEETING 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


(137th  Annual  Meeting) 
Buffalo,  May  3 - 6,  1943 


SPECIAL  FEATURES 


1.  War  Gas  Demonstration 

2.  Plasma 

3.  Meeting  of  County  Officials  of 
CivilianDefense — withColonel 
George  Baehr  and  others 

4.  Industrial  Medicine — Recent 
Advances 


5.  Tropical  Diseases 

6.  Tuberculosis  Control 

7.  School  Physicians  Meeting 

8.  Health  Officers  Meeting 

9.  Rheumatic  Fever  Control 

10.  Fresh  Tissue  Demonstration 


Reserve  Your  Room  Now  by  Writing  Hotel  Statler,  Buffalo,  N.  Y. 


CONVENTION  COMMITTEE 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
292  Madison  Avenue  New  York,  N.  Y. 
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Powerful,  Quick  Acting  Central  Stimulant 

ORALLY  - for  respiratory  and  circulatory  support 
BY  INJECTION  - in  the  emergency 

AMPULES  - I and  3 cc.  (each  cc.  contains  W2  grains.) 
TABLETS  - 1V2  grains. 

ORAL  SOLUTION  - (l V2  grains  per  cc.) 

Metrazol,  brand  of  pentamethy lentetrazol , Trade  Mark  reg.  U.  S.  Pat.  Off. 


BILHUBER-KNOLL  CORP.  ORANGE,  NEW  JERSEY 
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BLUEPRINT  OF  A “FREEDOM”  that  concerns  you! 

" FREEDOM  FROM  AGONY “ 

% Fediforme 

FOOTWEAR 


V.O*'0'* 


You  don't  expect  to  restore  normalcy  to  feet  that  even  na- 
ture has  failed  to  aid,  but  you  do  expect  to  relieve  your  foot- 
patient  from  conditions  that  create  agony  and  handicap. 

There  is  no  "standardized"  form  or  last  in  shoes 
to  cover  every  case,  so  a wide  range  of  shoes  is 
essential  for  correction.  In  PEDIFORME  FOOT- 
WEAR you  will  find  both  general  features  and 
individual^construction  points  variable  enough  to 
take  care  of  the  most  difficult  case.  These  ortho- 
pedic shoes  are  attractive,  too. 

MANHATTAN,  36  West  36th  St.  NEW  ROCHELLE,  545  North  Ave. 
B ROOKLYN,  322  Livingston  St.  EAST  ORANGE,  29  Washington  PI- 
843  Flatbush  Ave. 

HEMPSTED,  L.  I.,  241  Fulton  Ave.  HACKENSACK,  290  Main  St. 


****************************** 

* 

Iji  fat 


No  servant  problem. ..no  long-term  commitments... 
safe. ..centrally  located. ..restful.  Special  rates  for  long 
periods.  Group  facilities  for  4 or  5,000  persons. 

THE  WALDORF-ASTORIA 

PARK  AVENUE  • 49th  to  50th  • NEW  YORK 


CROSS  REFERENCE  . . . It  may  be  necessary  at  times  to  check  the  information  provided 
in  an  advertisement  on  some  particular  product  to  be  prescribed.  To  facilitate  this  a cross  index  of 
advertisers  and  advertised  products  is  published  in  every  issue  of  the  JOURNAL.  We  hope  you 
will  find  it  a convenient  and  useful  instrument.  In  this  issue  see  pages  718  and  719. 


LTL 

JUD 

L 

It 

Elixir  Bromaurate 


GIVES  EXCELLENT  BESULTS 

Cuts  short  the  period  of  the  illness  and  relieves  the  distressing  spasmodic  cough.  Also  valuable  In 
other  Persistent  Coushs  and  in  Bronchitis  and  Bronchial  Asthma.  In  four-ounce  original  bottles. 
A teaspoonful  every  3 to  4 hrs. 

GOLD  PHARMACAL  CO.  NEW  YORK  CITY 
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Autonomic  Imbalance  Functional  Neuroses 
Sedation  of  the  entire  neurovegetative  system 

BELLERGAL 

Bottles  of  25,  100,  250  and  1,000  tablets 

SANDOZ  CHEMICAL  WORKS,  Inc. 

New  York,  N.  Y. 


#B00TH^ 

& 71  S? 


INDEX  TO  ADVERTISED  PRODUCTS 


Biological  and  Pharmaceutical 
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WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNIA  may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us — we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request. 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y. ROCHESTER,  N.  Y. PITTSBURGH,  PA. 
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SOLUTION 


Surbyl  Solution  is  a therapeutically  correct 

combination  of : 

SULFANILAMIDE:  for  topical  application  in 
combatting  organisms  such  as  Strep- 
tococcus hemolyticus.  Staphylococcus 
albus,  and  Staphylococcus  aureus. 

UREA:  for  its  deodorizing  and  solvent 
protein  actions. 

BENZYL  ALCOHOL:  por  jts  non-irritating 

local  anesthetic  properties. 

Surbyl  is  available  in  pint  and  gallon. 

For  further  information,  write  for  Folder 
No.  25. 

★ Patent  Applied  For 

★ 


STRASENBURGH 


surbyl: 


SUIFANILAM 

SOLUTION 


. . . provides  deeper  penetration  and  better 
cleansing  of  wounds  than  powdered  sul- 
fanilamide for  external  therapy. 
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AUTOMOBILE  DISPLAY  PLATES 

Display  this  standard  identification 
insignia  of  your  profession  on  your 
car.  Secures  driving  courtesies  and 
privileges.  Distinctive  and  dignified. 

Made  of  new  ''feather-weight''  plas- 
tic; sealed-in  colors;  stained  glass  ef- 
fect. Will  not  shake  out  of  upright 
position. 

GREEN  caduceus  on  WHITE  background. 


Actual  size  of  Emblem  PRICE:  $1.00  each,  $2.00  per  set. 

is  All  emblems  are 

PERPETUALLY  GUARANTEED  l 


(Note:  NURSE  automobile  emblems  also  available.  Same  price.) 


Send  TODAY  to: 

THE  CLERGY  CROSS  EMBLEM  CO. 

631  West  114th  St.  Dept.  JM-1.,  New  York,  N.  Y. 


To  Physicians  joining  the 

ARMED  FORCES 

We  render  a complete  service  on  your  ac- 
counts receivable,  notifying  patients  of  your 
entry  in  U.  S.  armed  forces  and  tactfully  col- 
lecting whatever  amounts  are  due. 

Write  for  details. 

CRANE  DISCOUNT  CORPORATION 

230  W.  41st  St.  New  York 


u 


BRIOSCHI 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 
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. . . the  load  doubles,  triples  for  you 
practitioners  who  remain.  Particularly 
are  you  entitled  to  aid  with  your  chronic 
heart,  circulatory  and  rheumatic  cases 
where  the  responsibility  of  continuous 
direction  is  most  taxing  on  your  energy 
and  time. 

Saratoga  Spa  was  planned  for  your  use 
in  your  care  of  such  patients,  and  for 
those  suffering  from  obesity,  general 
debility  and  stomach  disorders.  Nature 
localized  here  a store  of  naturally  car- 
bonated mineral  waters  of  established 


therapeutic  value.  NewYork  State,  safe- 
guarding these  waters,  has  organized 
around  them,  ideal  facilities  for  your 
use.  Here  patients  reorder  their  lives 
in  accordance  with  your  direction,  and 
prepare  themselves  for  the  full  benefit 
of  your  advice. 

The  non-practicing  Medical  Staff  of  the 
Spa  simply  oversees  the  treatments  you 
prescribe.  Local  specialists  are  avail- 
able for  your  choice,  should  you  feel 
your  patients  need  medical  supervis- 
ion, while  they  are  here. 


For  professional  publications  of  The  Spa,  physician’s  sample 
carton  of  the  bottled  waters,  with  their  analyses,  please  write 
W.  S.  McClellan,  M.D.,  Medical  Director,  Saratoga  Spa, 
155  Saratoga  Springs,  N.  Y. 


..f \ \\W/ 


SARATOGA.  SPA 


:*a 


THE  EMPIRE  STATE'S  CONTRIBUTION  TO  THE  MEDICAL  PROFESSION 
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BLOOD  FOR  THE  BRAVE 


Fighting  men  are  losing  blood!  . . . blood  which  must  be 
replaced  by  mothers  and  schoolgirls,  merchants  and  la- 
borers, the  office  boy  and  the  business  executive.  Fight- 
ing men  are  getting  blood — thousands  of  units  collected 
by  the  Red  Cross  in  a united  effort  for  United  Nations. 

In  the  Lilly  laboratories  men  and  women  in  fleece -lined 
clothing  work  in  low-temperature  rooms  where  blood, 


generously  donated,  is  reduced  to  plasma,  frozen,  and 
dried.  Plasma  is  processed  by  Eli  Lilly  and  Company, 
without  profit,  for  exclusive  use  by  the  armed  forces. 
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Editorial 

Meeting  You  at  Buffalo? 


Of  course  we  will  meet  you  there,  May 
3-6;  this  year,  more  than  ever,  your  pres- 
ence is  important;  important  to  your  State 
Society,  important  to  your  community, 
important  to  you.  Communities  can  well 
spare  some  of  their  physicians  to  attend 
this  meeting.  The  need  for  disseminating 
new  scientific  information  is  one  of  the  im- 
perative demands  of  the  hour. 

The  program  places  special  emphasis  on 
war  medicine.  There  will  be  sessions 
devoted  to  emergency  defense,  protec- 
tion from  chemical  warfare,  use  of  blood 
plasma,  tropical  diseases,  industrial  medi- 
cine, how  to  safeguard  the  lives  and  health 
of  industrial  workers  under  wartime  con- 
ditions. Specifically,  on  Tuesday,  May 
4,  at  3:00  p.m.  the  first  general  session  will 
be  held,  Dr.  Dexter  Davis,  presiding. 
Colonel  George  Baehr,  Chief  Medical  Officer, 
O.C.D.,  Washington,  D C.,  will  speak  on 
“British  and  American  Experiences  in  Civil 
Defense.”  Captain  Reynolds  Hayden, 
M.C.,  U.S.N.,  Commandant,  Third  Naval 
District,  New  York,  will  present  a “Sum- 
mary of  the  Modern  Treatment  of  War 
Injuries.” 

The  “Care  of  Soft  Tissue  Injuries”  will 
be  discussed  by  Forrest  Young,  M.D., 
assistant  professor  of  surgery,  University 
of  Rochester  School  of  Medicine.  And 
“Continuous  Caudal  Anesthesia  in  Ob- 
stetrics : Demonstration  of  Catheter  Technic 
for  Adminstration”  will  be  shown  by  Francis 
R.  Irving,  M.D.,  professor  of  clinical  ob- 
stetrics, Syracuse  University  College  of 
Medicine,  and  C.  Albertson  Lippincott, 


M.D.,  and  Frank  Meyer,  M.D.,  of  Syra 
cuse. 

Then  on  Thursday,  May  6,  at  2:00  p.m., 
there  will  be  a “Symposium  on  Plasma.” 
You  should  have  at  least  some  of  your 
questions  on  this  subject  answered.  For, 
“The  Physiologic  Aspects  of  Shock  and  Its 
Treatment  with  Plasma  and  Other  Blood 
Substitutes”  will  be  discussed  by  H.  Ne- 
cheles,  M.D.,  Ph.D.,  professorial  lecturer, 
Department  of  Physiology,  University  of 
Chicago.  “Laboratory  Aspects  of  the  Prep- 
aration and  Biologic  Control  of  Plasma” 
will  be  presented  by  A.  Milzer,  M.S.,  Ph.D., 
Associate  in  Research  and  Production  Bac- 
teriologist of  Serum  Center,  Michael  Reese 
Hospital,  Chicago.  “Principles  and  Meth- 
ods of  Desiccation  of  Plasma”  will  fol- 
low, by  F.  Oppenheimer,  Ph.D.,  Physicist 
in  Charge  of  Production  and  Research  of 
the  Serum  Center,  Michael  Reese  Hospital, 
Chicago;  after  which  “The  Clinical  Appli- 
cation of  Plasma”  will  be  presented  by 
Sidney  0.  Levinson,  M.D.,  Director  of 
The  Samuel  Deutsch  Convalescent  Serum 
Center,  and  Chairman,  Blood  Plasma  Com- 
mittee, Civilian  Defense,  Metropolitan  Area, 
Chicago. 

You  cannot  very  well  obtain  this  up-to- 
the-minute  information  by  staying  home, 
and  who  can  say  how  soon  or  how  badly 
you  may  need  it? 

Remember  that  the  men  who  have  gone 
with  the  armed  forces  depend  upon  you  who 
remain  here  to  hold  the  standards  high,  to 
carry  on  with  the  work  of  the  Society,  to 
protect  with  your  knowledge  and  skill  those 
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whom  they  have  left  behind  in  your  com- 
munities, in  your  care. 

Therefore  we  hope  that  from  May  3-6 


you  will  put  aside  other  things  and  help  to 
make  the  Annual  Meeting  in  Buffalo  the 
success  it  can  be  only  if  you  make  it  so. 


Social  Insurance 


In  a recent  address  before  the  Kings 
County  Medical  Society,1  Mr.  Louis  H. 
Pink  said  in  part,  commenting  on  the 
Beveridge  Report: 

“Sir  William  makes  it  clear  that  his  plan  for  free- 
dom from  want  is  based  upon  very  important  prior 
considerations,  which  have  not  been  sufficiently 
stressed  in  this  country: 

‘That  the  world  after  the  war  is  a world  in 
which  the  nations  set  themselves  to  cooperate  for 
production  and  peace,  rather  than  to  plotting  for 
mutual  destruction  by  war,  whether  open  or  con- 
cealed. 

‘That  the  readjustments  of  British  economic 
policy  and  structure  that  will  be  required  by 
changed  conditions  after  the  war  should  be  made, 
so  that  productive  employment  is  maintained.’ 

“Increasing  the  number  of  persons  covered  and 
the  amount  of  benefits,  provided  such  broadening  is 
based  upon  long-term  ability  to  pay,  need  not  be 
postponed  until  after  the  war.  But,  standing  alone, 
increased  insurance  coverage  cannot  provide  freedom 
from  want.  Security  must  be  based  first  of  all  upon 
a different  kind  of  world.  The  nations  must  cooper- 
ate with  each  other  so  that  economic  benefits  will  be 
available  to  all  and  trade  may  flow  freely.  The 
standard  of  living  must  be  increased,  not  only  in  one 
or  two  nations,  but  generally  throughout  the  world. 
We  must,  through  encouragement  and  stimulation  of 
private  initiative  and  worth-while  public  enterprises, 
see  to  it  that  people  are  fully  employed  in  productive 
effort.  If  these  two  objectives  are  not  accomplished, 
it  is  idle  to  talk  about  any  considerable  extension  of 
social  security  as  a permanent  plan. 

“Why  is  so  little  thought  and  planning  given  to 
these  basic  necessities  and  so  much  to  the  mere 
passing  of  laws  which  will  extend  compulsory  insur- 
ance benefits?  Are  we  not  getting  the  cart  before 
the  horse? 

“Social  insurance  cannot  create  wealth;  it  can 
only  distribute  it  more  equitably.  Any  politician 
can  propose  a plan  for  extending  social  security,  but 
only  a statesman  can  erect  it  upon  the  base  of  full 
employment  and  international  economic  coopera- 
tion. We  should  increase  our  social  security  bene- 
fits and  extend  them  as  rapidly  as  we  can,  but  there 
is  danger  that  if  we  get  this  intricate  machine 
speeding  too  rapidly  and  have  not  sufficient  oil,  we 
may  burn  out  the  bearings.” 


It  is  well  that  so  qualified  and  experienced 
a man  as  the  former  State  Superintendent  of 
Insurance,  now  president  of  the  Associated 
Hospital  Service,  should  emphasize  these 
points.  We  hope  he  will  continue  to  ham- 
mer them  in,  and  we  believe  that  every 
physician  will  lend  a hand  to  assist  him. 

Commenting  on  his  address,  the  West- 
chester Medical  Bulletin 2 said  editorially: 

“He  cautions  those  who  would  apply  the  British 
plan  to  the  United  States,  to  consider  the  existing 
differences  in  wage  scales  in  the  two  countries;  to 
remember  ‘the  sincere  attachment  of  our  people  to 
the  preservation  of  reasonable  political  power  and 
authority  in  the  state  and  local  communities’;  and 
to  make  allowance  for  the  desire  of  Americans  to 
voluntarily  provide  for  themselves  and  their  fami- 
lies  

“One  cannot  buy  the  experience  of  twenty  years 
in  two  years;  hence,  Mr.  Pink  cautions  us  against 
listening  to  those  who  suggest  that  we  can  make  up 
for  lost  time,  skip  over  all  the  evolutionary  steps, 
and  improvise  a mature  and  workable  system  of 
social  insurance  surpassing  in  excellence  anything 
developed  in  Europe  after  decades  of  painstaking  ex- 
periment. 

“Even  when  Mr.  Pink  was  our  State  Super- 
intendent of  Insurance,  he  was  well  known  as  a pro- 
ponent of  voluntary  efforts  in  the  field  of  social  in- 
surance. 

“In  our  opinion,  it  is  foolhardy  for  one  to  oppose 
the  trend  toward  social  security  just  as  it  is  fool- 
hardy, if  not  indeed  suicidal,  to  oppose  the  principle 
of  collective  security  among  nations.  But,  as  Mr. 
Pink  so  admirably  states,  ‘social  insurance  cannot 
create  wealth;  it  can  only  distribute  it  more  equita- 
bly,’ and  we  would  do  well  to  put  first  things  first,  by 
first  making  secure  the  social  and  economic  bases  for 
the  untrammeled  creation  of  wealth  before  devoting 
all  our  attention  to  the  task  of  spreading  it  around.” 

Unless  such  common  sense  as  that  of  Mr. 
Pink  is  heeded  we  are  all  likely  to  find  our- 
selves in  the  situation  of  Motteux,  of  whom 
Rabelais  wrote : “He  left  a paper  sealed  up, 

wherein  were  found  three  clauses  as  his  last 
will:  ‘I  owe  much;  I have  nothing;  I 

leave  the  rest  to  the  poor.m 


February  16,  1943. 


* March,  1943. 


April  15,  1943] 
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Bad  News 


It  is  with  regret  that  we  learn  from  the 
Journal  of  the  American  Medical  Association 1 
of  the  failure  so  far  of  some  of  the  large  cities 
of  the  nation  to  meet  their  1943  quotas  of 
physicians  for  the  armed  forces,  among  them 
New  York  City.  Says  the  Journal : 

“The  responsibility  rests  unquestionably  on  the 
failure  of  young  available  physicians  in  the  large 
cities  of  the  country,  particularly  those  of  the 
eastern  seaboard,  to  volunteer.  Officers  of  the 
medical  societies  of  New  York,  Massachusetts, 
and  Connecticut  were  present2  and  the  situation 
was  placed  before  them.  The  rural  areas  of  the 
United  States  have  contributed  doctors  not  only 
up  to  such  quotas  as  were  assigned  to  them  but  in 
many  instances  well  beyond  these  quotas;  it  is 
simply  impossible  to  anticipate  that  they  will 
make  a further  contribution  at  this  time.  In  the 
meantime,  New  York,  Brooklyn,3  Boston,  and 
some  of  the  larger  communities  in  the  states  of 
Connecticut,  New  Jersey,  Pennsylvania,  and 
California  have  failed  even  to  approximate  their 
quotas.” 

This  will  not  be  cheering  news  to  our  pres- 
ent members  in  the  armed  forces  when  they 
read  of  it.  Nor  is  it  pleasant  to  have  to 
print  it.  But  facts  are  facts. 

“The  needs  of  the  armed  forces  for  physicians 
during  1943  are  well  defined.  The  number  of 
physicians  to  be  expected  from  recent  graduates, 
interns,  and  those  now  holding  residencies  has 
been  determined.  Beyond  this  number  at  least 
six  thousand  more  physicians  must  come  from  the 
civilian  population.  The  Procurement  and  As- 
signment Service  for  Physicians,  Dentists,  and 
Veterinarians  has  devised  a technic  which  involves, 
first,  a determination  of  the  availability  of  the 
physician  concerned  or  his  essentiality  for  any 
civilian  position  which  he  occupies;  second,  noti- 
fication of  the  physician  of  his  availability  and  a 
request  that  he  appear  before  his  local  procure- 
ment board;  third,  a notification  of  the  Selective 
Service  Board  of  the  fact  that  the  physician  con- 
cerned is  considered  available  and  that  he  has 
failed  to  volunteer.” 


This  procedure  is  as  fair  and  considerate 
as  anyone  could  expect.  An  appearance  in 
person  before  his  local  board  should  go  far 
to  straighten  out  and  to  clarify  on  a local 
basis  any  misunderstandings  or  misinterpre- 
tations which  may  exist  in  the  mind  of  any 
physician.  This  should  be  sufficient  in  most 
cases.  We  assuredly  hope  so,  but — 

“In  some  instances  physicians  have  declared 
flatly  to  representatives  of  the  Procurement  and 
Assignment  Service  and  the  Officer  Procurement 
Service  that  they  do  not  wish  to  volunteer  and 
that  they  will  not  volunteer.  When  it  is  known 
to  other  physicians  in  the  community  that  a 
physician  under  38  years  of  age,  declared  available 
by  the  Procurement  and  Assignment  Service, 
refuses  to  volunteer  in  this  time  of  the  nation’s 
need,  when  many  an  older  physician,  frequently 
with  innumerable  obligations,  has  given  up  his 
home,  his  practice,  and  the  responsibilities  of 
years  to  participate  in  this  war,  the  public  has  a 
right  to  know  that  the  younger  physician  is  not 
willing  to  do  his  part.  Certainly  the  Procurement 
and  Assignment  Service  should  consider  the  pos- 
sibility at  this  advanced  stage  of  the  war  effort  of 
making  public  through  the  state  medical  journals 
not  only  the  names  of  those  who  are  already  par- 
ticipating in  the  war  but  also  the  names  of  those 
who  have  been  declared  available  and  have  not 
themselves  ever  indicated  a willingness  to  partici- 
pate. Let  them  be  called  before  the  bar  of  public 
opinion!” 

We  hope  sincerely  that  these  extreme 
measures  can  be  avoided,  but,  if  not,  we  are 
heartily  in  accord  with  the  suggestion  of  the 
Editor  of  the  J.A.M.A. ; let  them  be  called — 
and  quickly! 

1.  J.A.M.A.  121:  1092  (March  27)  1943. 

2.  At  a recent  meeting  in  Washington  of  the  Directing 
Board  of  the  Procurement  and  Assignment  Service  for  Physi- 
cians, Dentists,  and  Veterinarians,  with  representatives  of 
other  governmental  agencies. 

3.  Since  publication  of  this  editorial  by  the  J.A.M.A.  we 
are  informed  that  there  are  now  in  service  from  Brooklyn 
about  36  per  cent  of  all  of  its  physicians. 


Correspondence 

Gasoline  Rationing 

An  Open  Letter  to  the  Gasoline  Rationing  Branch, 
Office  of  Price  Administration 


February  17,  1943 

Editor,  New  York  State  Journal  of  Medicine: 
The  open  letter  on  Gasoline  and  Tire  Rationing 
printed  in  the  October,  1942,  number  of  the  A M.A. 
Journal  and  reprinted  in  the  December  15,  1942, 
issue  of  the  New  York  State  Journal  of  Medi- 


cine raises  the  question  of  whether  gasoline  rationing 
officials  have  as  much  understanding  of  the  actual 
practice  of  medicine  as  they  have  sympathy  for  the 
new  problems  raised  by  the  lack  of  gasoline,  lack  of 
rubber,  new  parts,  mechanical  service,  and  new 
vehicles. 
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The  steady  wear  and  tear  on  doctors’  cars;  diffi- 
culty of  proper  mechanical  maintenance;  the  blank 
prospect  of  obtaining  new  cars;  the  steady  with- 
drawals of  remaining  new  cars  by  the  armed  forces; 
the  problem  of  what  to  drive  while  the  physician’s 
professional  car  is  laid  up  for  repairs;  are  beginning 
to  cotne  home  to  the  average  doctor  with  increasing 
force. 

The  conception  that  reduction  of  motor  transport 
of  medical  care  is  like  cutting  down  on  truck  de- 
liveries of  installment  furniture  or  other  purchases  is 
mistaken  in  the  first  place.  The  physician  can  cut 
down  to  a certain  irreducible  minimum,  but  no 
further.  He  cannot  travel  80  per  cent  of  the  way 
towards  a woman  in  labor.  He  cannot  journey  50 
per  cent  of  the  way  towards  a man  having  a heart 
attack.  He  must  go  all  the  way.  He  has  already 
abandoned  pleasure  driving  because  his  car  will  not 
stand  all  the  professional  driving  still  in  store  for  it. 
But  the  driving  he  must  do  will  have  to  be  placed  in  a 
category  far  ahead  of  most  transport,  instead  of 
away  behind  the  holders  of  “T”  books;  when,  as, 
and  if,  the  gasoline  shortage  becomes  any  more 
acute. 

Mr.  Ickes’  plan  to  ration  gasoline  to  the  dealers  to 
dole  out  as  they  see  fit,  without  specific  instruction 
as  to  where  the  doctors’  needs  stand  on  the  gasoline 
priority  list,  may  turn  out  to  be  a virtual  travesty  if 
gasoline  emergencies  during  the  next  few  years 
should  continue,  or  become  more  acute.  Having 
plenty  of  “C”  coupons  will  not  suffice  if  commercial 
vehicles  have  dried  up  the  gasoline  pumps  before  the 
physician  attempts  to  purchase  gasoline  for  his 
professional  use. 

Hon.  Prentiss  M.  Brown,  the  new  Price  Adminis- 
trator, is  now  making  a determined  effort  to  simplify 
procedures  in  the  OPA.  There  need  be  no  gasoline 
shortage  for  doctors  if  he  can  be  persuaded  that 
gasoline  for  doctors’  cars  should  take  precedence 
over  the  need  for  gasoline  to  be  used  in  the  great 
majority  of  commercial  vehicles.  Medical  care  has 
been  determined  by  the  U.S.  Supreme  Court  to  be 
one  of  the  basic  necessities.  Transportation  thereof 
is  entitled  to  a high  priority.  Therefore  there 
should  be  no  doubt  in  the  minds  of  the  doctors,  or  in 
the  minds  of  their  patients,  that  the  doctor  is  going 
to  receive  the  gasoline  he  needs  to  practice  medicine 
with;  and  that,  if  necessary,  he  is  going  to  receive  it 
before  certain  commercial  vehicles  are  supplied. 

Recently  it  has  been  suggested  that  66  per  cent  of 
the  retail  gasoline  dealers  be  eliminated  and  that 
gasoline  be  dispensed  by  a single  combine  to  release 
men  for  war  work.  If  this  should  go  into  effect,  the 
big  users  would  get  the  gasoline  and  the  medical  men 
could  take  what  is  left,  if  any.  The  time  to  safe- 
guard our  interests,  and  the  interests  of  the  doctors’ 
patients  is  while  big  changes  are  in  the  making — not 
after  they  have  been  made,  and  found  seriously 
wanting.  Following  are  suggested  changes  in  the 
present  arrangement: 

1.  Doctors  should  be  taken  out  of  the  “C” 
category  and  placed  in  the  “T”  classification. 


2.  Every  physician  should  swear  to  the  amount 
of  gasoline  he  needs  for  three  months. 

3.  He  should  receive  the  necessary  number  of 
“T”  books  to  cover  his  requirements. 

4.  In  the  event  that  he  overestimates  the  number 
of  coupons  he  needs,  he  should  be  required  to  use  up 
the  excess  before  applying  for  more. 

5.  If  he  underestimates  his  mileage,  he  should 
receive  additional  coupons  on  the  basis  of  an 
amended  statement. 

6.  The  doctor’s  gasoline  requirements  should 
take  precedence  over  the  majority  of  “T”  book- 
holders. 

7.  Consideration  of  a doctor’s  requirements 
should  be  taken  away  from  the  anonymous  and  ever- 
changing  subcommittees  of  local  gasoline  rationing 
boards. 

8.  Provision  should  be  made  for  gasoline  for  the 
vehicles  doctors  drive  on  their  professional  visits 
while  their  professional  cars  are  being  serviced  or  are 
under  repair. 

9.  Physicians  should  not  be  forced  to  use  up  all 
their  *‘A”  coupons  before  using  “C”  or  “T”  cou- 
pons, as  the  existing  rules  leave  no  coupons  for  gaso- 
line for  essential  use  after  the  first  few  days  of  the 
validity  of  a new  series  of  “A”  coupons. 

10.  Since  every  specialist  is  apt  to  be  called  to  a 
home  or  hospital,  he  should  receive  supplementary 
gasoline  in  the  amount  needed. 

The  statement  that  “Mileage  traveled  daily  or 
periodically  between  home  and  lodging  and  a fixed 
place  of  work  is  not  considered  preferred.  Physi- 
cians who  conduct  their  practices  in  offices,  as  many 
specialists  do,  are  not  eligible  for  preferred  mileage,” 
and  the  statement  in  paragraph  5 of  the  letter  from 
the  OPA  that  “Should  he  be  assigned  to  a hospital, 
clinic,  or  institution  after  a ration  card  for  calling  on 
his  private  practice  has  been  issued,  he  can  use 
public  means  of  transportation  at  the  price  of  his 
personal  inconvenience,”  both  indicate  unfamiliarity 
with  actual  conditions  in  the  field.  Busses  are  slow, 
late,  overcrowded ; taxicabs  are  impossible  to  engage 

romptly.  In  the  meantime  it  is  the  patient  who  is 

eing  inconvenienced,  worried,  or  even  endangered, 
while  the  physician  waits  on  the  street  corner — if  the 
the  use  of  overburdened  public-conveyance  systems 
and  facilities  is  the  recommended  way  to  make  pro- 
fessional visits. 

Up  to  date  there  is  a gasoline  shortage  and  a doc- 
tor shortage.  One  way  to  insure  adequate  medical 
care  in  this  national  emergency  is  to  avoid  raising 
any  doubt  about  whether  the  remaining  physicians 
are  going  to  be  able  to  get  enough  gasoline.  This 
can  be  done  by  not  “tailoring”  their  needs;  and  by 
being  certain  that  their  needs  come  before  the  needs 
of  commercial  transportation  far  less  important  to 
the  national  health,  and  economy,  than  mobile 
medical  care. 

Richard  H.  Sherwood,  M.D. 

Niagara  Falls,  New  York 


PATHOGENESIS  OF  CONGENITAL  ANOMALIES  OF  THE  IN- 
TRAHEPATIC  AND  EXTRAHEPATIC  BILE  DUCTS 

Report  of  a Case  of  Polycystic  Disease  of  the  Liver  and  a Case  of  Atresia  of  the  Bile 
Ducts 

Sylvan  E.  Moolten,  M.D.,  New  York  City 


Role  of  Embryonic  Organizers  in  Congeni- 
tal Malformation 

Pathologists  owe  a very  great  debt  to  Spe- 
mann  and  subsequent  experimentalists  in  the 
field  of  embryology  for  having  provided  a key  to 
the  understanding  of  malformation.1  Differen- 
tiation in  the  embryo  was  shown  by  them  to  de- 
pend normally  upon  two  major  factors — an  in- 
trinsic predisposition  within  the  primitive  cells 
to  undergo  specialization  (“cell-competence”) 
and  an  inductive  stimulus  of  chemical  nature 
elaborated  by  certain  previously  specialized 
cells  (“organizers”).  The  two  factors  are  ana- 
tomically and  functionally  related.  To  cite  an 
example,  the  primitive  lens  is  formed  by  the  dif- 
ferentiation of  ectodermal  cells  in  the  head  re- 
gion in  response  to  the  inductive  stimulus  of  the 
outgrowing  optic  vesicle  of  the  forebrain.  Ecto- 
dermal cells  from  other  regions,  although  less 
intrinsically  predisposed  to  undergo  this  type  of 
specialization,  may  nevertheless  be  induced  to 
undergo  lens-differentiation  if  transplanted  to 
the  head  region  overlying  the  optic  vesicle.  Con- 
versely, transplantation  of  the  optic  vesicle  will 
induce  lens  formation  beneath  the  ectoderm  of 
any  region.  The  optic  vesicle  is  said  to  be  an 
“organizer”  for  lens  formation.  The  chemical 
(hormonal)  nature  of  this  induction  has  been 
demonstrated  by  the  fact  that  soluble  substances 
extracted  from  the  cells  of  the  optic  vesicle 
possess  the  same  inductive  power  as  the  living 
cells  themselves. 

The  harmonious  interplay  of  these  two  factors, 
cell-competence  and  organizer-induction,  insures 
complete  integration  between  the  component 
cells  of  each  growing  organ.  It  seems  likely  that 
this  principle  of  “double  assurance”  is  important 
throughout  embryonic  development.  Cell-com- 
petence, however,  cannot  be  said  to  remain  con- 
stant. Normally,  as  differentiation  approaches 
completion,  cell-competence  becomes  attenuated, 
and  the  fully  differentiated  cell  may  be  said  to 
be  relatively  refractory  to  further  organizer  in- 
fluence. Up  to  a certain  stage  of  growth,  how- 
ever, a considerable  measure  of  reversability 
exists.  Mesodermal  tissue  which  has  become  no- 
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tochord  is  capable  in  very  early  embryos  of 
inducing  the  formation  of  a secondary  neural 
plate  in  any  part  of  the  epidermis.  Ectoderm 
may  even  become  converted  to  notochordal 
mesoderm  if  transplanted  into  a powerful  organ- 
izing “field”  such  as  the  region  of  the  foregut. 
The  theory  of  the  immutability  of  the  three  germ 
layers  is  superseded,  therefore,  by  the  doctrine  of 
differentiation  by  multiple  organizers. 

By  interference  with  the  orderly  sequence  of 
embryonic  organizers  or  by  alteration  of  the 
spatial  configuration  of  various  induction  centers, 
numerous  malformations  such  as  ectopias  and 
duplications  (plus  formations)  have  been  pro- 
duced experimentally.  Transplantation  of  cells 
from  the  dorsal  lip  of  the  blastopore  may  induce 
the  formation  of  an  entire  new  embryo.  In  ad- 
dition, embryonal  defects  of  many  sorts  have  been 
seen  in  which  the  mechanism  seems  to  have  been 
a partial  or  complete  suppression  of  embryonic 
induction  (minus  formations).  Lehmann  found 
that  chlorobutanol  abolished  specifically  the  in- 
duction of  the  lens  by  the  optic  vesicle,  resulting 
in  either  complete  suppression  of  the  lens  or  in 
an  abnormally  small  lens.2  Lens  formation  was 
also  blocked  by  the  interception  of  a thin  layer 
of  mesodermal  cells  between  the  epidermis  and 
the  optic  vesicle.3  Lithium  salts  were  found  to 
inhibit  the  development  of  the  embryonic  noto- 
chord.4 Hale  described  eyeless  pigs  born  of 
vitamin  A-deficient  sows,  and  in  similar  experi- 
ments Zilva  and  his  associates  reported  failure 
of  limb  formation.5  These  and  other  examples 
prove  that  faulty  differentiation  occurs  either 
through  a diminution  in  cell-competence  in  spite 
of  normal  inductive  stimulus,  or  through  inter- 
ference with  the  mechanism  of  organizer-induc- 
tion in  normal  cells.  The  operation  of  the  princi- 
ple of  “double  assurance”  makes  it  probable  that 
minor  degrees  of  insufficiency  of  either  factor  do 
not  interfere  with  differentiation. 

In  spite  of  the  wealth  of  experimental  data,  the 
application  of  the  principles  of  organizer  induc- 
tion to  the  study  of  the  pathogenesis  of  malfor- 
mations in  human  beings  is  still  based  largely  on 
speculation.  The  formation  of  various  types  of 
teratoma  has  been  explained  by  Krafka6  on  the 
basis  of  a deviation  of  organizers  at  critical  stages 
of  induction.  It  is  theoretically  possible  that 
every  type  of  maldevelopment  not  due  to  pri- 
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Fig.  1.  Congenital  polycystic  disease  in  new- 
born infant  (Case  1).  Note  enormous  enlargement 
of  kidneys  and  numerous  minute  cysts  visible 
through  capsule.  The  bladder  (opened)  is  of  normal 
size.  The  liver,  stomach,  heart,  and  lungs  are  dis- 
placed upward  by  the  kidneys.  The  liver  is  free 
of  gross  abnormality. 

mary  ceil  injury  involving  cell-competence  pre- 
supposes some  interruption  of  organizer  function. 

For  the  purposes  of  this  discussion  malforma- 
tions may  be  tentatively  grouped  into  two  princi- 
pal types,  those  resulting  from  defective  cell 
potencies  (lack  of  cell  competence  to  undergo 
differentiation)  and  those  resulting  from  imper- 
fections in  the  mechanism  of  differentiation  by 
means  of  organizers.  In  the  former  the  malfor- 
mation is  essentially  an  aplasia  and  arises  from  a 
primary  defect  or  injury  in  the  formative  cells: 
in  the  latter  the  primary  fault  lies  in  the  inte- 
grating mechanisms. 

Malformations  arising  from  faulty  organizer 
mechanisms  may,  in  turn,  be  grouped  into  two 
morphologic  types : (a)  anomalies  of  organ 

structure  and  (6)  anomalies  of  tissue  combination 
(hamartia).  The  former  depend  upon  distur- 
bances in  the  earliest  stages  of  embryonal  or- 
ganization and  include  a variety  of  monster 
types  as  well  as  less  serious  defects  involving 
anomalies  of  migration,  rotation,  fusion,  or  fis- 
sion of  body  units  and  of  individual  organs  or  the 
establishment  of  a well-formed  lumen  in  various 
ducts  and  hollow  viscera.  The  latter  begin,  as  a 
rule,  somewhat  later — i.e.,  after  the  principal 
structures  have  been  formed,  and  present  the 
aspect  of  an  imperfect  maturation  of  their  cellu- 
lar components  together  with  anomalous  archi- 
tectural arrangements  of  the  cells,  resembling  the 


abnormalities  of  architecture  of  the  former  type 
but  on  a miniature  scale.  These  microanomalies 
(hamartia,  or  “embryonal  rests”)  are  often 
marked  by  a certain  degree  of  uncontrolled  tumor- 
like overgrowth  (hamartoma)  due  to  the  defect 
in  differentiation,  and  take  on  the  form  of  cell  or 
tissue  gigantisms,  cyst  formations,  angiomas, 
and  other  “benign  tumors”  (see  Fig.  5C). 

Two  cases  of  anomaly  affecting  the  bile  ducts 
are  presented  for  discussion  from  these  stand- 
points. The  first  is  that  of  a newborn  child  with 
polycystic  disease  of  the  liver  and  kidneys,  the 
second  that  of  an  infant  dying  at  the  age  of  7 
months  of  obstructive  jaundice  caused  by  com- 
plete atresia  of  the  extrahepatic  bile  ducts. 

Case  Reports 

Case  1 

The  patient  weighed  approximately  5 pounds  at 
birth  and  seemed  to  have  a very  large  belly  which 
felt  hard.  On  examination  eight  days  after  birth 
both  kidneys  were  palpated  as  markedly  enlarged 
firm  masses.  Intravenous  urography  with  skiodan 
failed  to  visualize  the  kidneys.  The  infant  was 
totally  anuric  despite  an  abundant  intake  of  fluid, 
and  soon  developed  generalized  edema.  Moderate 
azotemia  was  present.  Death  occurred  two  weeks 
after  birth. 

The  clinical  diagnosis  of  polycystic  disease  of 
the  kidneys  was  made  on  the  basis  of  these  findings 
and  on  the  additional  history  that  the  child’s 
mother  had  been  subjected  to  removal  of  one  kidney 
and  part  of  the  other  kidney  thirteen  years  pre- 
viously, shortly  after  her  first  pregnancy. 

Autopsy  Findings. — The  subject  was  a white 
female  infant  exhibiting  pitting  edema  of  the  trunk, 
labia,  and  lower  extremities.  Ascites  was  present. 

Kidneys:  Both  kidneys  were  enormously  en- 

larged, displacing  the  intestines  toward  the  midline 
and  elevating  the  diaphragm  and  liver  (Fig.  1). 
They  were  of  normal  shape  and  exhibited  the  usual 
fetal  lobulations.  Their  outer  surface,  which  was 
smooth,  had  a foamy  appearance  caused  by  the 
presence  of  innumerable  tiny  cysts.  When  sec- 
tioned, the  kidneys  presented  a dripping  cut  surface 
and  became  very  flabby.  Cortex  and  medulla  could 
be  differentiated  vaguely  on  cut  section,  but  the 
medullary  rays  could  barely  be  recognized.  The 
papillae  were  rudimentary  and  failed  to  project 
beyond  the  surrounding  pelvic  mucosa  into  the 
cavity  of  the  pelves.  The  pelves  were  enlarged  in 
proportion  to  the  kidneys  as  a whole,  but  were 
smooth  and  devoid  of  true  calices  as  a result  of  the 
aplasia  of  the  papillae.  The  pelvic  mucosa  was 
smooth  and  glistening,  like  the  lining  of  a large 
vein.  The  ureteropelvic  junction  of  each  kidney 
presented  an  abrupt  narrowing  to  the  normal  di- 
mensions of  the  ureters.  The  bladder  was  also 
normal  in  size.  Yellowish  streaks  of  suppuration 
were  visible  in  the  medulla  of  the  left  kidney,  as 
well  as  numerous  pinhead-sized  points  of  suppura- 
tion in  its  cortex.  A solitary  marble-sized  round 
cyst  was  present  in  the  substance  of  the  right  kidney. 
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Fig.  2.  A — congenital  polycystic  kidney.  Photo- 
micrograph showing  anomalous  widening  of  tubules 
and  excessive  amount  of  supporting  stroma.  Note 
also  areas  of  rudimentary  tubular  development 
showing  primitive  type  of  epithelium.  The  glome- 
ruli appear  normal.  B — section  showing  redun- 

dancy of  tubular  epithelium  and  excess  of  stroma. 
C — dilated  collecting  tubules  showing  thick-layered 
primitive  epithelium.  D— section  through  pancreas 
showing  incomplete  differentiation  of  the  inter- 
lobular collecting  ducts  and  abnormal  thickness  of 
their  lining  epithelium  with  tendency  to  cystic 
dilatation.  Note  immaturity  of  duct  epithelium 
and  acini,  also  excessive  thickness  of  stroma. 

Microscopically  (Fig.  2,  A,  B,  C)  the  kidneys  were 
found  to  be  composed  largely  of  numerous  widely 
dilated  tubules  lined  by  low  cuboidal  epithelium. 
Many  appeared  to  have  partly  collapsed,  resulting 
in  buckling  and  desquamation  of  their  epithelium. 
Scattered  among  these  were  occasional  small  pinkish 
tubular  structures  resembling  convoluted  tubules  of 
normal  or  immature  development  and  an  abundance 
of  well-formed  glomeruli.  The  glomeruli  appeared 
compressed  and  bloodless,  as  a result  of  tamponade 
by  fluid  in  the  glomerular  space.  Loops  of  Henle 
could  not  be  identified.  The  dilated  tubules  were  of 
varying  caliber  and  often  followed  a winding  tortu- 
ous course  through  the  stroma.  The  latter  was  ex- 
cessively abundant  both  in  the  cortex  and  in  the 
medulla  and  often  formed  fairly  compact  islands 
containing  few  parenchymal  elements.  The  stroma 
in  general  was  markedly  edematous,  so  that  its  cell 
structure  was  more  than  normally  apparent  and  re- 
sembled embryonal  mesoderm.  Here  and  there 
indefinite  groups  of  scattered  primitive  cells  resemb- 


Fig. 3.  A — congenital  polycystic  liver.  Photo- 
micrograph showing  anomalous  widening  of  intra- 
hepatic  ducts  and  excessive  periportal  connective 
tissue.  Note  profusion  of  anomalous  ducts  and 
numerous  anastomoses.  The  hepatic  trabeculae 
appear  normal.  B — anomalous  portal  field  showing 
wide  lumen  of  portal  vein  and  thick  surrounding 
connective  tissue  containing  an  abundance  of 
anomalous  ducts.  C — higher  magnification,  show- 
ing primitive  character  of  duct  epithelium  and  of 
thickened  stroma.  Note  inspissated  bile  in  lumen 
of  duct,  indicating  imperfect  communication  be- 
tween smaller  and  larger  ducts.  D — larger  intra- 
hepatic  duct  showing  wide  lumen  and  markedly 
redundant  lining  epithelium  (partly  desquamated). 

ling  large  lymphocytes  or  plasma  cells  were  seen, 
especially  near  the  surface  of  the  kidneys.  These 
groups  contained  no  elements  of  recognizable  archi- 
tecture, and  conformed  to  the  description  of  nephro- 
genic mesenchyme. 

Collecting  tubules  were  also  greatly  dilated,  but 
they  exhibited  less  variability  in  caliber  or  shape  of 
lumen  than  the  convoluted  tubules.  Their  epithe- 
lium was  of  somewhat  greater  thickness  than  that  of 
the  latter,  and  the  supporting  stroma  was  very  much 
thicker  than  that  of  the  cortex.  The  collecting 
tubules  were  found  to  converge  for  the  most  part 
toward  the  region  of  the  papillae.  However,  appar- 
ently as  a result  of  the  excessive  amount  of  medullary 
stroma  and  the  minute  size  of  these  rudimentary 
papillae,  only  a small  minority  of  the  collecting 
tubules  were  found  to  end  in  the  latter,  the  remainder 
ending  blindly  in  the  adjacent  stroma. 

The  lining  epithelium  of  the  pelvis  was  lacking  in 
all  sections,  probably  as  a result  of  antemortem  des- 
quamation. The  submucosa  of  the  pelvis  was  com- 
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posed  of  a thick  layer  of  fibromuscular  tissue,  to- 
gether with  blood  vessels,  nerves,  and  lymphatics, 
and  contained  a few  scattered  aberrant  tubules. 

Many  of  the  dilated  tubules  in  the  left  kidney  were 
seen  to  be  filled  with  a dense  exudate  of  polymor- 
phonuclear leukocytes,  as  seen  in  a very  recent  in- 
fection, but  there  were  no  evidences  of  previous 
(prenatal)  inflammation. 

Liver:  The  liver  was  normal  in  size  and  external 
appearance.  The  gallbladder  was  flaccid  and  con- 
tained a slight  amount  of  mucoid  colorless  secretion. 
The  extrahepatic  biliary  passages  appeared  normal. 
The  cut  surface  of  the  liver  appeared  normal  on 
gross  inspection. 

Microscopically,  a striking  abnormality  in  the 
portal  fields  was  apparent  (Fig.  3).  They  were  con- 
spicuous for  their  sharp  staining,  for  their  marked 
variation  in  size,  their  marked  irregularity  of  dis- 
tribution, and  their  histologic  composition.  Many 
were  considerably  exaggerated  above  normal  in  size 
and  many  others  were  much  smaller  than  normal. 
In  their  location  they  bore  no  constant  relation  to 
the  collecting  (central)  veins;  many  of  the  smaller 
type  of  portal  field  were  seen  in  rather  close  proxi- 
mity to  these  veins.  Accordingly,  it  was  impossible 
to  speak  of  hepatic  lobules  as  such  in  the  conven- 
tional sense.  The  histologic  structure  of  the  portal 
fields  was  marked  by  the  presence  of  an  abnormal 
profusion  of  anomalous  small  bile  ducts  of  very 
striking  appearance.  These  were  most  numerous  in 
the  zone  of  contact  between  the  portal  fields  and  the 
hepatic  parenchyma,  where  they  formed  a wreath 
along  the  periphery  of  the  portal  field  when  it  was  of 
large  size.  Even  when  the  fields  were  small,  these 
ducts  constituted  their  most  conspicuous  element. 
That  portion  of  their  wall  which  lay  against  the 
parenchyma  presented  a flatter  epithelium  than  the 
opposite  wall  lying  against  the  connective  tissue  of 
the  portal  field.  Many  of  these  ducts  were  com- 
pletely surrounded  by  this  connective  tissue  and 
presented  a rather  tall  cuboidal  or  columnar  epithe- 
lium. Many  of  them  were  considerably  dilated  and 
contained  rounded  plugs  of  inspissated  dark-brown 
bile  pigment.  The  epithelium  stained  deeply  and 
exhibited  sharp  smooth  cell  contours  with  small 
round  dense  nuclei.  It  was  often  possible  to  trace 
these  ducts  directly  into  the  hepatic  cords.  The 
connective  tissue  stroma  of  these  portal  fields  was 
unusually  bulky  and  often  of  rather  primitive  type. 
It  had  a tendency  to  form  cushion-like  projections 
into  the  lumen  of  the  dilated  anomalous  ducts. 
The  branches  of  the  portal  vein  were  somewhat 
wider  than  normal  and  often  appeared  sheathed  in 
an  abnormally  thick  adventitia  (Fig.  3B). 

The  central  veins  varied  considerably  in  size  but 
were  otherwise  normal.  Their  walls  contained  only 
the  usual  scanty  amount  of  connective  tissue  and 
were  not  surrounded  with  abnormal  bile  ducts  as  in 
the  case  of  the  portal  venules.  The  parenchymal 
cords  surrounding  the  central  veins  had  the  normal 
radial  relation  to  the  latter  even  when  one  or  more 
anomalous  portal  fields  were  interspersed  among 
them. 

Collecting  bile  ducts  of  the  intermediate  type  and 
larger  were  also  histologically  abnormal.  In  general, 


they  were  much  wider  than  normal  and  presented 
numerous  elongated  ramifications  and  epithelial 
infoldings.  They  contained  granular  material  and 
inspissated  bile  pigment  and  formed  numerous 
junctions  with  many  of  the  anomalous  small  bile 
ducts  of  perilobular  origin. 

The  parenchyma  of  the  liver  appeared  to  be  nor- 
mally developed.  The  cytoplasm  was  well  formed 
but  nearly  devoid  of  vacuoles.  Kupffer  cells  were 
numerous  and  the  sinusoids  were  somewhat  dis- 
tended in  a variable  manner.  Bile  thrombi  were 
often  present  in  the  regions  nearest  the  portal  fields 
in  which  the  bile  ducts  were  dilated  and  occupied  by 
inspissated  bile  pigment  (Fig.  3C). 

The  capsule  of  the  liver  was  thicker  than  normal 
and  contained  numerous  elongated  abnormal  ducts 
skirting  the  margins  of  the  underlying  hepatic  paren- 
chyma (Fig.  5A).  These  ducts  were  identical  in  ap- 
pearance with  those  lying  in  the  margins  of  the  por- 
tal fields  and  were  often  traceable  into  the  latter 
where  the  capsular  connective  tissue  dipped  be- 
neath the  surface  to  become  continuous  with  ad- 
jacent portal  fields. 

Pancreas:  Grossly,  the  pancreas  was  normal. 

Microscopically  (Fig.  2D),  it  seemed  somewhat  im- 
mature in  development  and  exhibited  an  excess  of 
connective  tissue  stroma  and  an  incomplete  differen- 
tiation of  secretory  acini.  Many  of  the  latter  still 
possessed  a distinct  lumen  continuous  with  that  of 
the  collecting  ducts,  and  their  cells  were  of  small 
size.  The  lining  epithelium  of  some  of  the  larger 
ducts  appeared  excessive  and  exhibited  papillary 
folds  projecting  into  the  lumen.  Their  supporting 
stroma  seemed  excessively  thick.  The  islets  of 
Langerhans  appeared  normal  in  number  and  ap- 
pearance. 

Spleen:  Grossly  and  microscopically,  the  spleen 
appeared  normal  except  for  congestion  and  a moder- 
ate accumulation  of  polymorphonuclear  leukocytes 
in  the  sinusoids. 

Adrenals:  These  appeared  normal  grossly  and 

histologically.  Microscopically,  a small  accessory 
adrenal  was  discovered  in  close  attachment  to  the 
body  of  the  pancreas. 

Gastrointestinal  tract:  The  esophagus  and  stom- 
ach appeared  normal.  The  bowel  was  somewhat 
distended  with  gas. 

Heart:  No  gross  or  microscopic  abnormality  was 
found  in  the  heart. 

Lungs:  Both  lungs  were  congested  and  nearly 

airless.  On  cut  surface  they  appeared  fleshy.  There 
was  incomplete  development  of  the  fissure  between 
the  right  middle  and  upper  lobes.  Histologically,  a 
considerable  degree  of  atelectasis  was  present,  as 
well  as  congestion  and  rather  marked  interstitial 
edema.  The  alveolar  parenchyma  appeared  nor- 
mally developed.  The  bronchi  also  appeared  normal, 
but  in  the  wall  of  some  of  the  bronchioles,  nor- 
mally devoid  of  cartilage,  islands  of  cartilage  were 
seen  which  were  of  embryonic  appearance  and 
which  projected  somewhat  into  the  lumen. 

Diagnosis:  Congenital  Polycystic  Disease 
(a)  Polycystic  kidneys  with  hypoplasia  of  renal 
papillae;  acute  suppurative  tubular  nephri- 
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tis  of  left  kidney;  obstructive  anuria  with 
extreme  interstitial  edema  of  kidneys  and 
generalized  anasarca. 

(6)  Polycystic  liver  with  partial  atresia  of  peri- 
lobular ducts  and  incomplete  intrahepatic 
obstructive  jaundice. 

(c)  Slight  anomalies  of  development  of  pan- 
creas, lung,  adrenal.  Anomaly  of  renal 
pelves. 

Case  2 

This  patient  was  a boy  of  7 months  with  a nega- 
tive family  history.  His  development  appeared 
normal  at  birth.  Increasing  jaundice  was  first 
clearly  remarked  by  his  parents  after  his  third  week 
of  life.  His  growth  seemed  unaffected  and  he 
weighed  17 V2  pounds  when  admitted  to  the  hospital. 
He  had  had  measles  and  otitis  media  but,  except  for 
jaundice,  appeared  well  until  a short  time  previously, 
when  he  evinced  a tendency  to  hemorrhage.  On 
examination  he  presented  ecchymotic  spots  in  his 
skin,  evidences  of  recent  nasal  and  intestinal  bleed- 
ing, and  hematomas  of  the  scalp.  The  liver  was 
considerably  enlarged,  its  lower  edge  being  felt  at 
the  level  of  the  umbilicus.  The  spleen  was  palpable. 
There  was  distinct  icterus  and  pallor  of  the  skin 
and  visible  mucosae.  The  blood  showed  the  fol- 
lowing: hemoglobin,  40  per  cent;  erythrocytes, 

2,290,000;  leukocytes,  30,500,  of  which  48  per  cent 
were  polymorphonuclear  leukocytes,  44  per  cent 
lymphocytes,  and  8 per  cent  monocytes.  The 
platelets  numbered  330,000.  The  urine  contained 
bile  but  no  urobilinogen.  The  stool  was  strongly 
positive  for  occult  blood.  The  patient  died  three 
days  after  admission. 

Autopsy  Findings. — The  subject  was  a white  male 
infant  of  7 months,  well  nourished  and  well  de- 
veloped, exhibiting  pronounced  icterus  and  numer- 
ous purpuric  and  petechial  hemorrhages  of  the  skin 
and  subcutanea.  The  blood  within  the  various 
organs  was  almost  entirely  in  a fluid  state.  The 
situs  viscerum  was  normal,  and  there  was  no  ascites. 

Liver:  The  liver  was  considerably  enlarged  and 
appeared  dark  olive-green.  Its  surface  was  faintly 
stippled  with  yellow.  On  cut  section  the  lobules 
appeared  large  and  greenish;  they  were  somewhat 
paler  and  more  granular  centrally.  The  peri- 
lobular connective  tissue  appeared  to  be  widened. 

In  the  gallbladder  groove  there  was  noted  a deli- 
cate strand  of  connective  tissue  but  no  recognizable 
vestige  of  the  gallbladder.  The  common  bile  duct 
was  represented  similarly  by  a delicate  fibrous  cord. 
The  hepatic  ducts  could  not  be  found  outside  the 
liver  nor  were  any  bile  ducts  visible  grossly  within 
the  liver  when  it  was  cut.  The  portal  vein  and  he- 
patic artery  appeared  normal.  Their  branches  within 
the  liver  appeared  in  normal  proportion  to  each 
other  and  to  the  parenchyma,  but  they  were  unac- 
companied by  any  grossly  visible  vestiges  of  bile 
ducts. 

Microscopically,  the  liver  exhibited  a typical  ap- 
pearance of  ‘‘biliary  cirrhosis”  (Fig.  4A).  The  por- 
tal fields  were  enormously  widened  at  the  expense 
of  the  parenchyma,  so  that  many  lobules_appeared 


Fig.  4. — A — congenital  atresia  of  extrahepatic 
bile  ducts  (Case  2).  Photomicrograph  showing 
biliary  cirrhosis.  Note  numerous  “bile-duct 
sprouts”  at  zone  of  contact  of  thickened  periportal 
connective  tissue  and  hepatic  trabeculae.  B — large 
intrahepatic  bile  duct  showing  fibrosis  of  wall  and 
degeneration  of  lining  epithelium.  The  lumen  is 
filled  with  inspissated  bile  and  epithelial  debris. 
C — higher  magnification,  showing  differentiation  of 
perilobular  ducts  (“bile-duct  sprouts”)  from  hepatic 
trabeculae.  D — differentiation  in  normal  embryo  of 
perilobular  bile  dubts  from  hepatic  trabeculae  at 
periphery  of  periportal  mesenchyme  (embryo  of 
99  mm.  crown-rump  length). 

reduced  as  much  as  three-fourths  from  the  normal 
diameter.  There  was  much  bile  stasis  within  the 
lobules,  which  was  seen  in  the  form  of  brown  pig- 
ment in  the  cytoplasm  and  bile  thrombi  in  the  cana- 
liculi  of  the  hepatic  cords.  The  Kupffer  cells  were 
prominent,  but  they  did  not  contain  significant 
amounts  of  pigment. 

The  widening  of  the  portal  fields  was  caused  by  an 
excessive  proliferation  of  connective  tissue  contain- 
ing a great  number  of  newly  formed  small  perilobular 
ducts  (“bile  duct  sprouts”).  These  ducts  were 
particularly  numerous  along  the  margin  of  the  lob- 
ules and  could  often  be  traced  directly  into  the  cords 
of  the  lobular  parenchyma  (Fig.  4C).  Despite  their 
great  number  they  were  small  in  size,  fairly  uniform 
in  caliber,  and  lined  by  small  cells  of  the  cuboidal 
type  with  rather  faintly  stained  cytoplasm.  In  all 
respects  they  resembled  the  “bile  duct  sprouts” 
common  in  other  types  of  cirrhosis.  Many  of  these 
ducts  were  slightly  distended  with  rounded  globules 
of  deep  brown  bile  pigment.  The  branches  of  the 
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Fig.  5.  A and  B — relation  of  subcapsular  con- 
nective tissue  to  formation  of  perilobular  bile  ducts. 
A — photomicrograph  showing  anomalous  peri- 
lobular bile  ducts  beneath  Glisson’s  capsule  in 
polycystic  disease  (Case  1).  B — perilobular  ducts 
(“bile-duct  sprouts”)  beneath  Glisson’s  capsule  in 
case  of  biliary  cirrhosis  (Case  2). 

C and  D — other  forms  of  hamartial  cyst  of 
kidney.  C — cystic  tubules  in  common  type  of 
solitary  hamartoma  found  in  adult  kidneys  (“medul- 
lary fibroma”).  The  abnormal  tubules  are  lined 
with  thick  epithelium  of  somewhat  primitive  type, 
and  lie  scattered  within  a mass  of  dense  connective 
tissue.  D — cystic  anomaly  of  renal  tubules  in  a 
case  of  the  tuberous  sclerosis  complex  (a  form  of 
disseminated  hamartiosis).  Note  their  irregular 
wide  lumens,  thick-layered  primitive  epithelium, 
and  excessive  amount  of  stroma.  Less  marked 
imperfections  are  seen  in  many  of  the  neighboring 
tubules. 

portal  vein  and  hepatic  artery  exhibited  no  signifi- 
cant abnormality.  The  centrolobular  veins  were 
surrounded  by  a somewhat  thickened  connective 
tissue  support,  most  conspicuous  in  the  larger  col- 
lecting veins,  but  unaccompanied  by  bile  duct  pro- 
liferation as  seen  in  the  portal  fields. 

The  connective  tissue  of  Glisson’s  capsule  was 
considerably  widened  and  also  contained  numerous 
“bile  duct  sprouts”  along  the  margins  of  the  lob- 
ules, although  these  were  more  numerous  in  the  re- 
gions where  the  subcapsular  tissue  became  continu- 
ous with  the  intrahepatic  connective  tissue  of  the 
portal  fields  (Fig.  5B). 

Collecting  bile  ducts  of  large  and  intermediate 
type  were  present  in  a rudimentary  form,  often  un- 
dergoing degeneration  (Fig.  4B).  In  some  of  them 


bile-stained  granular  material  was  present,  filling 
the  greatly  narrowed  lumen,  and  partly  or  com- 
pletely replacing  the  lining  epithelium.  In  others, 
the  epithelium  formed  a nearly  solid  mass  of  small 
deeply  staining  cells;  a minute,  eccentric,  irregular 
lumen  was  present  in  which  no  bile  or  other  material 
was  seen.  Delicate  channels  containing  bile  pig- 
ment were  occasionally  seen  in  which  the  lining  was 
composed  of  flattened,  thin  epithelium,  and  here 
and  there  these  could  be  traced  as  having  direct 
continuity  with  “bile  duct  sprouts”  which  had 
grown  out  from  the  parenchyma.  In  many  areas  the 
only  vestige  of  a collecting  system  was  a lumen  con- 
taining a faintly  stained  round  or  oval  mass  of 
brownish  granular  material  surrounded  by  a concen- 
tric layer  of  loose  fibrous  tissue. 

Spleen:  Grossly,  the  spleen  was  moderately  en- 
larged and  elongated;  it  was  firm  and  scraped  very 
little.  Histologically  there  was  seen  uniform  marked 
fibrosis  of  the  pulp  cords,  with  narrow  sinusoids 
lined  by  hyperplastic  endothelium.  Malpighian 
follicles  were  surrounded  by  a narrow  zone  of  con- 
gestion in  which  erythrophagocytosis  was  well 
marked. 

Pancreas:  The  pancreas  appeared  normal.  The 
ampulla  of  Vater  was  patent  and  formed  the  open- 
ing of  the  duct  of  Wirsung,  which  could  be  probed 
for  a short  distance  into  the  head  of  the  pancreas. 
Histologically,  there  were  no  significant  changes. 

Adrenals : N egative. 

Lungs:  Petechial  hemorrhages  and  patchy  bron- 
chopneumonia were  present. 

Heart:  Negative  except  for  pallor. 

Kidneys:  On  section  there  were  noted  pallor  and 
moderate  bile-staining.  Microscopically,  some  of  the 
collecting  tubules  were  found  to  contain  bile-stained 
epithelial  casts. 

Gastrointestinal  Tract:  The  small  intestine  was 
somewhat  distended  with  gas.  Otherwise  the  find- 
ings were  negative.  The  feces  were  clay-colored. 

Diagnosis 

Congenital  atresia  of  extrahepatic  bile  ducts 
and  gallbladder.  Obstructive  jaundice  with 
secondary  hemorrhagic  diathesis  and  anemia. 
Biliary  cirrhosis  with  indurative  splenomegaly. 
Terminal  bronchopneumonia. 

Discussion 

The  development  of  the  liver,  as  shown  by 
Lewis7  and  others,8  takes  place  by  differentiation 
of  the  primitive  hepatic  diverticulum  into  two 
portions — a cranial  portion,  which  becomes  elon- 
gated into  the  hepatic  duct  and  glandular  tissue 
of  the  liver,  and  a caudal  portion,  which  gives  rise 
to  the  gallbladder  and  cystic  duct.  At  all  stages 
of  development  a continuity  is  maintained  be- 
tween the  future  hepatic  cords  and  the  duct  sys- 
tem. At  first  this  continuity  is  that  of  solid  cords 
of  cells.  As  differentiation  proceeds,  a continuity 
of  lumen  is  also  established.  In  the  hepatic 
cords  this  is  represented  by  the  formation  of  the 
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bile  capillaries.  With  the  ingrowth  of  the 
branches  of  the  portal  vein,  subdividing  the  par- 
enchyma into  lobules,  a further  differentiation  of 
hepatic  cords  is  seen,  in  which  many  of  these 
take  on  the  form  of  perilobular  ducts  at  the  zone 
of  contact  with  the  periportal  mesenchyme  (Fig. 
4D).  As  the  liver  enlarges  and  becomes  further 
subdivided  into  many  lobules,  the  periportal 
mesenchyme  increases  in  amount,  and  in  the  peri- 
lobular zone  more  and  more  polygonal  hepatic 
cells  become  converted  into  the  cuboidal  cells 
of  the  perilobular  ducts.  At  the  same  time  the 
earlier  perilobular  ducts  become  surrounded 
completely  by  periportal  mesencyhme  and  un- 
dergo still  further  differentiation  into  larger  ducts 
with  taller  epithelium.  The  process  appar- 
ently extends  back  to  the  hepatic  duct  proper 
(Blopm) 8a. 

From  the  above  description  two  facts  seem 
particularly  noteworthy  from  the  point  of  view 
of  anomaly  formation.  One  is  the  primary  con- 
tinuity of  the  primitive  hepatic  cords  with  the 
forerunners  of  the  extrahepatic  bile  ducts;  the 
other  is  the  apparent  relation  of  the  periportal 
mesenchyme  to  the  process  of  differentiation  of 
the  intrahepatic  bile  ducts  from  the  hepatic  cords. 

It  may  be  interesting  to  attempt  to  explore 
the  possible  interpretations  which  may  apply 
to  the  two  cases  just  described  in  terms  of  known 
ontogenetic  mechanisms.  It  is  apparent  that 
two  contrasted  principles  are  concerned:  in  the 
first  case — that  of  polycystic  liver  associated 
with  polycystic  kidney — the  outstanding  feature 
was  the  apparent  superfluity  of  bile  duct  epi- 
thelium in  the  liver  and  of  tubular  epithelium  in 
the  kidney  associated  with  cystic  dilatation  of  the 
lumens.  In  the  second  case  the  anomaly  con- 
sisted in  a complete  aplasia  of  the  extrahepatic 
bile  ducts  associated  with  secondary  biliary  cir- 
rhosis. As  stated  previously,  malformation  may 
arise  from  primary  defectiveness  in  formative 
cells,  leading  to  aplasia  of  organ  parts  or  body 
units,  or  from  faulty  integration  of  organizer 
mechanisms,  leading  to  disturbances  in  differen- 
tiation of  body  units  and  of  individual  organs 
as  well  as  to  disturbances  in  tissue  combination 
(hamartia). 

I.  Congenital  Atresia  of  the  Extrahepatic 

Bile  Ducts 

The  case  of  congenital  atresia  of  the  extra- 

hepatic bile  ducts  and  gallbladder  appears  the 

simpler  one  to  explain  (Case  2) . It  offers  a fairly 

clearcut  example  of  developmental  failure  based 

on  a primary  suppression  of  embryonal  induction 

in  the  case  of  entodermal  elements  intended  for 

development  into  a duct  system.  In  most  in- 

stances of  this  anomaly  the  suppression  of  induc- 

tion is  relatively  limited,  so  that  only  segmental 


atresias  or  strictures  occur.I. * * * * * * * 9  In  the  case  of  atre- 
sias the  obstruction  may  sometimes  be  relieved 
surgically,  permitting  survival.10  In  the  case  of 
incomplete  obstruction  intermittent  jaundice 
with  enormous  cystic  dilatation  of  the  common 
duct  results  (choledochus  cyst)  in  the  course  of 
several  years.11  Very  few  cases  are  on  record  of 
patients  in  whom  the  defect  was  as  complete  as 
in  the  child  described  here.12 

The  fact  that  in  all  the  reported  cases  this 
anomaly  is  apparently  limited  to  the  extrahepatic 
portions  of  the  biliary  tree  suggests  that  its  cause 
is  to  be  found  in  a disturbance  affecting  the 
earliest  stages  of  development,  when  the  hepatic 
diverticulum  becomes  differentiated  into  pars 
cystica  and  pars  hepatica,  following  formation  of 
the  first  hepatic  cords.  This  assumption  is  par- 
ticularly helpful  in  explaining  the  complete 
atresia  of  the  gallbladder  and  extrahepatic  ducts 
which  was  found  in  this  case.  The  rudimentary 
and  degenerated  appearance  of  the  intrahepatic 
ducts,  which  are  derivatives  of  the  primitive 
hepatic  cords,80  has  been  seen  likewise  in  many 
of  the  reported  cases  and  has  been  commented 
on  by  other  authors, 9&  who  explained  it  either  as 
a result  of  the  injurious  action  of  retained  bile  or 
as  an  atrophy  of  disuse  consequent  upon  a dimin- 
ished rate  of  production  and  compensatory  ac- 
celerated disposal  of  bile  elements  into  the  blood. 

From  the  facts  at  hand,  it  cannot  be  clearly 
determined  whether  the  pathogenesis  of  this 
anomaly  is  based  on  a primary  defect  in  the  ento- 
dermal cells  lining  the  hepatic  diverticulum  (de- 
fective cell-competence)  or  on  a dysfunction  of 
organizers.  The  evidence  strongly  favors  the 
former  interpretation  inasmuch  as  the  anomaly 
consists  in  simple  failure  of  development,  with 
none  of  the  anomalous  overgrowths  and  anachro- 
nisms of  maturation  seen  in  the  latter.  The  cause 
of  the  anomaly  is  therefore  probably  an  early 
postconceptional  injury  of  the  primordial  cells 
of  the  extrahepatic  bile  ducts.* 

II.  Congenital  Polycystic  Disease  of  the 
Liver  and  Kidneys 

In  the  case  of  the  infant  with  polycystic  dis- 
ease (Case  1),  the  greatest  interest  attaches  to 
the  coincidence  of  the  anomaly  in  the  kidneys  and 
in  the  liver.  By  scrutinizing  closely  the  essential 
elements  in  the  anomaly  of  each  organ,  one  is 
enabled  to  draw  certain  conclusions  regarding  the 
basic  nature  of  the  anomaly  and  its  possible  in- 
terpretation. The  association  of  congenital 
cystic  liver  with  congenital  cystic  kidney  is  well 
known  and  has  been  reported  in  more  than  eighty 

* Complete  aplasia  of  the  hepatic  diverticulum  is  theo- 
retically also  possible,  but  it  is  unlikely  that  the  resulting  ab- 
sence of  liver  tissue  would  permit  the  formation  of  a mature 
fetus. 
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separate  publications.13  Moschcowitz14  collected 
85  cases  in  1906,  all  but  10  of  which  were  as- 
sociated with  cystic  kidneys.  On  the  other  hand, 
persons  with  cystic  kidneys  were  found  to  have 
associated  cystic  disease  in  the  liver  in  only  19 
per  cent  of  the  cases.  In  rare  instances  cysts 
were  also  found  in  the  pancreas,15  spleen,16 
ovary,17  and  lung.18  In  addition,  the  disease  is 
not  infrequently  associated  with  other  malfor- 
mations of  an  unrelated  type — e.g.,  polydactyl- 
ism,  meningocele,  spina  bifida,  hypospadias, 
anomalies  of  the  bladder,  ureters,  or  renal  pelves, 
hemicephalus,  acrania  with  anencephaly,  en- 
cephalocele,  dystopia  cordis,  omphalocele,  atresia 
ani,  and  hemangioma  of  the  skin.19  There  is, 
moreover,  a marked  heredofamilial  tendency  in  its 
occurrence.20 

Certain  parallelisms  may  be  traced  in  the  mor- 
phologic appearances  of  the  disease  when  it  af- 
fects the  liver  and  the  kidneys  in  the  same  in- 
dividual. The  involvement  of  the  organs  may 
be  total,  as  in  the  case  presented  here,  wThich  is 
an  example  of  the  so-called  infantile  form  of  the 
disease.  In  such  cases,  survival  is  impossible 
because  of  high-grade  renal  insufficiency.  When 
the  involvement  is  partial,  the  function  of  the 
kidneys  is  preserved  and  the  patient  generally 
reaches  adult  life.  Death  is  then  brought  about 
in  the  fourth  or  fifth  decade  as  the  end  result  of 
progressive  enlargement  of  renal  cysts,  resulting 
in  pressure  atrophy  of  the  intervening  (otherwise 
normal)  parenchyma.20  Cystic  liver  in  adults, 
even  when  very  extensive,  rarely  causes  func- 
tional impairment  because  of  the  almost  unlim- 
ited capacity  of  the  liver  to  regenerate;  portal 
stasis  may  ensue,  however,  causing  ascites  and 
splenomegaly.21 

Other  parallelisms  are  seen  in  their  histologic 
structure.  The  lesions  in  the  fiver  and  in  the 
kidneys  share  a certain  aspect  of  embryony.  In 
the  earlier  stages  of  embryonal  development 
these  organs  normally  possess  a mesenchymal 
component  much  greater  in  proportion  to  paren- 
chyma than  when  they  mature.  The  mesen- 
chyme has  certain  characteristics  of  immaturity 
which  are  distinctive,  including  lack  of  compact- 
ness, larger  cell  body,  more  delicate  cell  processes. 
The  epithelium  likewise  has  distinctively  em- 
bryonal characteristics,  including  larger  nuclei, 
more  basophilic  cytoplasm,  and  a tendency  to 
project  in  numerous  folds.  Cell  migration  is  also 
incomplete  before  a certain  stage.  In  polycystic 
disease  all  these  features  persist  as  permanent 
traits  without  further  change.  In  the  kidneys, 
the  convoluted  tubules  may  be  immature  or  ma- 
ture, and  may  end  blindly  in  an  overabundant 
stroma  or  may  expand  into  irregular  twisted 
cystic  dilatations  fined  by  a rather  low  cuboidal 
primitive  epithelium.  The  glomeruli  may  be 


normal  or  imperfect  and  may  be  greatly  reduced 
in  number;  in  many  cases  they  are  found  pro- 
jecting into  the  lumen  of  a cyst  formed  out  of 
Bowman’s  capsule.  The  collecting  tubules  also 
exhibit  a primitive  aspect,  being  either  irregu- 
larly dilated  and  showing  papillary  projections  of 
a thick  fining  epithelium,  or  twisted  and  con- 
tracted within  a dense  stroma.  The  migration 
of  the  collecting  tubules  (derivatives  of  the  pars 
ureterica)  to  unite  with  and  form  a continuous 
lumen  with  the  tubular  derivatives  of  the  nephro- 
genic mesenchyme  (convoluted  tubules)  is  partly 
or  wholly  repressed  as  part  of  the  abnormal  fixa- 
tion of  development  at  an  early  embryonic  level. 
The  stroma  of  the  kidney  is  proportionately 
much  more  abundant,  as  a rule,  than  normal  and 
has  an  unripe  appearance;  often,  scattered 
groups  of  dark  staining  cells  are  seen  in  the  outer 
layers  of  the  cortex  as  vestiges  of  the  primitive 
nephrogenic  mesenchyme  which  have  failed  to 
undergo  any  differentiation  into  glomeruli  or 
tubules.  Blood  vessels  may  be  excessive,  even 
angiomatous  in  appearance,  and  similar  changes 
may  involve  lymph  vessels.22  The  mechanism  of 
cyst  formation  is  not  entirely  clear  and  is  prob- 
ably not  the  same  in  all  cases.  Two  main  factors 
appear  to  be  involved — overgrowth  and  obstruc- 
tion. According  to  more  recent  views,22  the 
former  is  the  basic  factor,  while  the  latter  is 
merely  adjuvant.  Among  the  evidences  in  favor 
of  the  dominant  role  of  overgrowth  are  the  ob- 
servations that  the  dilatations  are  irregular  in 
caliber,  which  is  suggestive  of  gigantism  rather 
than  the  effect  of  simple  distending  pressure,  and 
also  the  presence  of  epithelial  papillary  projec- 
tions and  the  occasional  occurrence  of  dilatations 
limited  to  the  distal  ends  of  tubules.  If  purely 
mechanical  factors  were  involved,  epithelial 
overgrowth,  as  seen  in  these  cases,  would  be  lack- 
ing or  there  would  be  actual  epithelial  atrophy. 
The  failure  of  migration  and  of  fusion  of  the  two 
separately  derived  component  elements  probably 
explains  simple  retention  cysts  originating  in  the 
glomeruli  and  convoluted  tubules.23  In  other 
cases  of  this  type,  especially  in  those  in  which 
the  collecting  tubules  are  also  dilated,  an  ob- 
struction to  the  outflow  of  urine  into  the  renal 
pelvis  may  also  be  a factor.24  In  the  case  re- 
ported here,  for  example,  the  renal  papillae  were 
barely  visible  as  a result  of  the  inhibited  differen- 
tiation of  the  parenchyma  into  cortex  and  med- 
ulla ; as  a result  of  this  and  the  excessive  amount 
of  medullary  stroma  there  followed  an  excessive 
crowding  of  the  collecting  tubules  converging 
toward  the  tips  of  these  rudimentary  papillae  so 
that  relatively  few  of  these  tubules  achieved 
actual  penetration  into  the  pelvis.  In  addition 
there  was  a particularly  marked  condensation  of 
the  superfluous  stroma  in  the  same  region,  so 
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that  many  tubules  ended  blindly  there  or  ap- 
peared disconnected  from  the  remainder  of  the 
parenchyma  in  the  form  of  aberrant  ducts.  The 
anomalous  enlargement  of  the  pelvis  was  prob- 
ably an  incidental  malformation,  independent  of 
the  cystic  anomaly  per  se. 

In  the  liver  the  immaturity  of  development  was 
exhibited  in  several  forms.  The  hepatic  cord 
trabeculae  themselves  appeared  essentially 
normal.  The  anomaly  of  development  affected 
primarily  the  development  of  the  perilobular 
ducts  and  their  downward  prolongations  in  the 
form  of  intrahepatic  collecting  ducts.  It  was 
shown  by  Lewis7  that  the  smallest  bile  ducts 
(perilobular  ducts)  normally  arise  from  the 
hepatic  cords  aligned  along  the  outer  surface 
of  the  periportal  mesenchyme.  Within  these 
cords  a [lumen  is  observed  and  soon  afterward 
the  ducts  thus  formed  become  surrounded  with 
mesenchyme  and  develop  cuboidal  or  columnar 
epithelium  of  distinctive  type.  The  hepatic 
trabeculae  are  seen  to  connect  freely  with  these 
ducts.  These  perilobular  ducts  intercommuni- 
cate, forming  a plexus,  but  with  the  further 
growth  of  the  liver  the  anastomoses  normally 
become  less  numerous.  The  differentiation  of 
the  perilobular  ducts  out  of  the  mass  of  hepatic 
trabeculae  is  recorded  by  Lewis  as  first  occurring 
in  the  22.8  mm.  embryo. 

Two  elements  in  differentiation  normally  dis- 
tinguish these  perilobular  ducts.  They  are  seen 
to  arise  in  the  hepatic  trabeculae,150  and  they 
arise  only  in  relation  to  the  mesenchyme  sur- 
rounding the  branches  of  the  portal  vein25  or  in 
Glisson’s  capsule.  In  the  case  of  polycystic 
liver  described  here,  these  ducts  exhibited  a 
great  multiplicity  in  number  similar  to  that  seen 
in  early  embryonic  life  and  also  numerous  anasto- 
moses with  one  another.  They  were  often  gro- 
tesquely large,  yet  the  enlargement  was  due  only 
in  small  measure  to  simple  retention  resulting 
from  obstruction  (retention  cysts),  being  pri- 
marily the  result  of  irregular  overgrowth  (gigant- 
ism), which  gave  them  also  a many-branched  ap- 
pearance. They  could  be  traced  directly  into  the 
hepatic  cords.  They  were  lined  by  low  cuboidal 
epithelium  where  they  lay  against  the  paren- 
chyma, and  were  lined  by  high  cuboidal  epithe- 
lium where  they  made  contact  with  the  peripor- 
tal connective  tissue.  (This  differential  in  height 
of  epithelium  was  recorded  also  in  the  normal 
embryo  by  Lewis.)  The  abundance  of  mesen- 
chyme of  normal  early  fetal  life  was  reproduced 
in  this  case  on  a somewhat  magnified  scale  in  the 
form  of  an  abnormally  thick  connective  tissue  in 
the  portal  fields  which  in  many  areas  formed  bul- 
bous projections  into  the  lumen  of  the  anomalous 
ducts.  Branches  of  the  portal  vein  were  numer- 
ous and  were  of  large  caliber.  The  elements  de- 


rived from  the  perilobular  ducts  also  shared  in  the 
permanent  fixation  of  differentiation  at  a primi- 
tive level.  This  took  the  form  of  dilated  and 
ramifying  collecting  bile  ducts  with  numerous 
infoldings  of  their  lining  epithelium  surrounded 
by  a dense  wide  mantle  of  connective  tissue.  It 
was  further  noted  that  the  anomalous  portal 
fields  not  only  varied  greatly  in  size  but  were 
totally  irregular  in  distribution.  Nonetheless, 
these  two  variables  bore  a certain  relation  to  each 
other,  so  that  the  distribution  of  the  portal 
blood  was  roughly  uniform  throughout  the  liver. 
This  irregular  dichotomy  of  the  portal  vein  pat- 
tern within  the  liver  must  therefore  be  counted 
among  the  elements  making  up  the  anomaly  in 
this  case. 

III.  The  Periportal  Mesenchyme  as  an 
Organizer  for  the  Intrahepatic  Bile  Ducts 

The  aforementioned  researches  of  Lewis,7 
Bloom,8  and  others  on  the  development  of  the 
perilobular  ducts  in  the  embryo  leave  no  doubt 
that  their  formation  is  bound  up  anatomically 
with  the  mesenchyme  surrounding  the  portal  vein 
and  its  branches.  These  observations,  together 
with  certain  features  of  the  two  cases  recorded 
here,  suggest  the  interesting  possibility  that  the 
connective  tissue  of  the  portal  fields  is  the  actual 
source  of  an  organizer  which  governs  the  differen- 
tiation of  intrahepatic  bile  ducts.  With  the  peri- 
portal connective  tissue  should  be  included  the 
subcapsular  connective  tissue  (Glisson’s  capsule), 
which  is  anatomically  continuous  with  it  and  with 
which  it  has  a common  embryonic  origin  in  the 
septum  transversum.  In  the  case  of  polycystic 
disease,  the  profusion  of  abnormal  perilobular 
ducts  has  already  been  described  in  some  detail 
in  relation  to  the  periportal  connective  tissue. 
Attention  has  also  been  drawn  to  the  numerous 
anomalous  ducts  which  were  found  in  the  sub- 
capsular connective  tissue  in  sections  taken 
through  the  surface  of  the  liver  (Fig.  5A).  On 
the  other  hand,  centrolobular  and  collecting 
veins,  which  arise  independently  of  the  periportal 
and  subcapsular  connective  tissue,  were  never 
found  associated  with  these  anomalous  ducts. 

Since  regeneration  of  tissue  in  postnatal  fife 
involves  not  only  a proliferation  of  cells  but  also 
involves  their  maturation  and  architectural  con- 
formity in  the  pre-existing  “organization  field,” 
it  is  a fair  assumption  that  organizer  activity  is 
the  controlling  factor.26  According  to  this  view- 
point, differentiation  by  means  of  organizer  in- 
duction in  the  embryo  represents  only  the  initial 
phase  of  a biologic  mechanism  governing  cell 
integration  in  the  whole  organism  throughout 
life. 

With  this  in  mind,  it  is  not  surprising  that  the 
regeneration  of  bile  ducts  in  diseases  of  the  liver 
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should  follow  the  same  pattern  as  that  of  their 
original  evolution  in  the  embryo.  In  Case  2,  in 
which  biliary  cirrhosis  was  present  in  marked  de- 
gree as  a result  of  congenital  atresia  of  the  extra- 
hepatic  bile  ducts,  “bile  duct  sprouts”  were 
found  in  great  profusion  in  the  zone  of  contact  of 
the  periportal  connective  tissue  with  the  hepatic 
lobules.  In  addition,  they  were  found  in  the 
subcapsular  connective  tissue,  also  in  consider- 
able number  (Fig.  5B).  They  were  altogether 
lacking,  however,  in  the  thickened  connective 
tissue  which  formed  the  outer  support  of  the 
centrolobular  and  collecting  veins. 

IV.  The  Hamartial  Nature  of  Polycystic 
Disease 

It  is  doubtful  from  our  present  knowledge  that 
a single  basis  for  the  hepatic  anomaly  and  the 
renal  anomaly  in  polycystic  disease  can  be  as- 
signed to  any  known  factor  held  by  both  in  com- 
mon. Nevertheless,  it  may  be  helpful  to  point 
out  that  mesenchymal  abnormalities  are  present 
in  both  and  probably  cannot  be  disregarded  in 
causation.  In  view  of  the  importance  of  the 
mesenchyme  as  an  organizer,  not  only  here  but 
in  general,27  this  interpretation  is  probably  more 
justifiable  than  the  banal  view  which  holds  that 
parenchyma  and  stroma  share  in  the  malforming 
process  together. 

One  further  point  deserves  emphasis — the  ap- 
pearance of  cellular  hyperplasia.  Many  of  the 
older  authors  were  sufficiently  impressed  with 
the  appearance  of  this  condition  to  express  the 
opinion  that  polycystic  disease  is  a form  of  benign 
neoplasm  (cystadenofibroma).19C,28“  However, 
hyperplasia  in  the  sense  of  excessive  cellular  pro- 
liferation is  not  characteristic  of  the  lesion, 
either  in  the  kidney  or  in  the  liver.  The  papillary 
projections  within  the  greatly  dilated  perilobular 
ducts  and  convoluted  tubules  are  best  regarded 
as  aspects  of  an  imperfectly  controlled  growth  of 
tissues,  which  is  a process  more  akin  to  gigantism 
than  to  hyperplasia.  The  organizer  concept 
makes  it  possible  to  explain  both  the  immaturity 
and  the  gigantism  of  these  elements  on  a single 
basis.  If  it  is  assumed  that  at  a crucial  stage  of 
ontogenesis  failure  or  inhibition  of  organizer 
activity  occurs  within  certain  tissues  (periportal 
and  nephrogenic  mesenchyme),  a corresponding 
failure  or  inhibition  of  differentiation  may  be  ex- 
pected. As  this  stage  is  succeeded  by  another, 
in  which  new  organizers  supersede  previous  ones, 
further  differentiation  passes  these  tissues  by  and 
they  remain  “stranded.  . . .in  a condition  of  per- 
manent embryonicity.”26  The  intrinsic  growth 
energy  within  the  cells  of  the  affected  tissues  is 
not  diminished,  however,  and  as  a result  they 
continue  to  grow.  Because  of  their  loss  of  com- 
petence their  growth  is  imperfectly  controlled  by 


organizers  which  normally  govern  differentiation 
and  as  a consequence  they  may  continue  growing 
until  they  reach  an  enormous  size. 

Defective  tissue  combinations  of  the  above 
type,  as  discussed  previously,  can  be  treated  in  a 
separate  category  of  malformation  comprising  a 
wide  variety  of  organoid  structures  arising  in  a 
fault  of  histogenesis.  These  were  formerly  con- 
sidered persistent  embryonal  tissues  (“embryonal 
rests”)  but  are  more  suitably  designated  hamartia 
(Albrecht).29  When  the  defective  action  of 
organizers  to  which  they  owe  their  origin  permits 
them  to  gain  a certain  degree  of  tumor-like  bulki- 
ness they  are  best  classified  as  hamartomas.  This 
definition  should  also  include  various  types  of 
angioma,  including  glomangiomas  and  cirsoid 
aneurysms  as  well  as  many  forms  of  pigmented 
and  keratotic  naevi.  There  is  a growing  tendency 
to  regard  benign  tumors  in  general  not  as  neo- 
plasms but  as  hamartomas.  The  cells  of  a hamar- 
toma share  a common  embryonal  origin  with 
those  of  the  parent  organ  (in  contrast  to  those  of  a 
“choristoma,”  which  is  presumably  the  result  of 
misplaced  embryonal  cells)  and  share  to  some 
extent  also  in  the  growth  and  retrogression  of  the 
organ.  The  predisposition  to  malignancy  of  per- 
sistent embryonal  remnants  is  an  established 
principle  (Cohnheim-Ribbert  theory)  and  may 
well  be  traced  to  the  defective  mechanism  of  cell- 
differentiation  resulting  from  the  original  organ- 
izer deficiency.  Malignant  tumors  of  this  type 
(hamartoblastomas)  also  represent  the  so-called 
“transition”  of  benign  into  malignant  tumor. 
The  sequence  of  change  from  hamartia  to  hamar- 
toma or  to  hamartoblastoma  of  simple  or  mixed 
type  is  probably  not  restricted  to  embryonic  cells 
but  may  arise  equally  well  in  reserve  cells  of 
normal  tissues  at  any  period  of  life  in  the  event 
of  a defective  process  of  regeneration.26  As 
stated  previously,  one  may  look  upon  normal 
regeneration  as  being  governed  by  tissue  or- 
ganizers homologous  if  not  identical  with  those 
controlling  development  in  the  embryo.  It  is 
possible,  then,  to  regard  the  fibromas,  naevi, 
angiomas,  papillomas,  and  similar  hamartomas 
of  older  persons  as  identical  in  the  principle  of 
their  origin  with  the  hamartomas  of  congenital 
origin. 

The  concept  of  polycystic  disease  in  the  liver 
or  in  the  kidney  as  a form  of  hamartoma286 
was  the  natural  outcome  of  the  dissatisfaction  of 
pathologists  with  its  interpretation  as  a simple 
congenital  arrest  of  development  or  as  an  actual 
neoplasm.  Under  this  classification  it  was  pos- 
sible to  group  the  many  expressions  of  an  exces- 
sive growth  tendency,  epithelial  and  mesenchy- 
mal, along  with  the  obvious  arrest  of  differentia- 
tion. Among  the  many  questions  which  remain 
to  be  solved,  however,  are  those  which  concern 
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the  diffuse  manner  in  which  the  disorder  affects 
the  kidney  or  liver,  its  predilection  for  these 
organs  specifically,  and  its  heredofamilial  oc- 
currence. The  last  point  involves  of  necessity  a 
genic  abnormality.  The  determiners  of  the  dis- 
ease may  therefore  be  said  to  be  inherent  in  the 
germ  plasm  before  conception  takes  place  and  to 
become  activated  in  a wide  manner  in  the  course 
of  embryonal  development  at  a selectively  pre- 
determined stage  of  development  which  is  identi- 
cal in  all  cases.  The  ultimate  cause  of  such  ab- 
normalities of  the  germ  plasm  lies  within  the 
domain  of  the  geneticist,  and  is  probably  to  be 
explained  in  terms  of  mutation.  In  this  connec- 
tion it  is  of  interest  that  numerous  mutations 
have  been  produced  in  laboratory  animals  by 
means  of  treatment  with  x-rays.  Bagg,30  for 
instance,  has  shown  that  hereditary  abnormalities 
of  the  viscera  are  to  be  found  in  the  third  and  sub- 
sequent generations  of  the  descendants  of  irradi- 
ated mice.  The  defects  involve  mainly  the  kid- 
neys— e.g.,  partial  or  nearly  complete  atrophy  of 
one  or  both  kidneys,  congenital  hydronephrosis, 
and  polycystic  kidneys.  Associated  abnormali- 
ties are  also  found,  including  blindness  and  vari- 
ous defects  of  the  limbs  (syndactylism,  poly- 
dactylism,  club  feet).  These  defects  are  defin- 
itely inherited,  being  recessive  to  the  normal  and 
approaching  the  mendelian  expectation  in  be- 
havior. 

A number  of  other  diseases  are  known  in  which 
a heredofamilial  fault  exists  in  association  with 
the  formation  of  disseminated  areas  of  hamartial 
and  hamartomatous  abnormality  in  several  or- 
gans. One  of  these,  the  tuberous  sclerosis  com- 
plex, has  been  similarly  discussed  by  me26  with 
particular  reference  to  the  role  of  a disturbance 
in  embryonic  organizers  in  its  causation.  In  this 
disease  hamartomas  are  seen  in  the  skin  (adenoma 
sebaceum),  in  the  brain  (tuberous  sclerosis), 
in  the  heart  (rhabdomyoma),  and  in  the  kidney 
and  retina.  Hamartial  cysts  of  the  kidney  may 
occur  (Fig.  5D).  In  addition,  gross  malforma- 
tions are  frequent  accompaniments,  such  as  cleft 
palate,  spina  bifida,  accessory  lung,  diverticulum 
of  the  heart,  etc.  The  latter  have  been  ascribed 
to  the  premature  onset  of  the  disorganizing  fac- 
tors underlying  the  primary  disease.31  There- 
fore, this  disease  can  be  put  in  a new  category — 
disseminated  hamartiosis.  Recklinghausen’s  neu- 
rofibromatosis belongs  also  in  this  category,  as 
does  Lindau’s  disease  (hemangiomatous  lesions 
of  cerebellum,  spinal  cord,  and  retina;  cysts  of 
kidneys,  pancreas,  and  liver),  and  possibly  other 
syndromes. 

On  the  basis  of  the  diffuse  hamartial  nature  of 
the  anomaly  in  polycystic  disease,  its  involve- 
ment of  more  than  one  organ,  its  heredofamilial 
occurrence,  and  the  frequently  associated  malfor- 


mations of  unrelated  type,  it  is  suggested  that  it 
be  classified  likewise  as  a type  of  disseminated 
hamartiosis.  Like  the  aforementioned  diseases, 
its  causation  is  probably  bound  up  with  a par- 
ticular defect  of  embryonic  organizers  condi- 
tioned by  an  inherent  abnormality  within  the 
germ  plasm. 

Summary 

Two  cases  of  congenital  anomaly  of  the  bile 
ducts  are  described,  the  first  patient  being  a new- 
born child  with  polycystic  disease  of  the  kidneys 
and  liver,  and  the  second  being  an  infant  of  7 
months  with  congenital  atresia  of  the  extrahepatic 
bile  ducts  and  gallbladder.  The  possible  embryo- 
logic  mechanisms  for  both  malformations  are  dis- 
cussed, particularly  the  role  of  embryonic  organ- 
izers. A distinction  is  drawn  between  malforma- 
tions based  on  defective  cell-competence,  re- 
sulting in  aplasia  as  in  the  case  of  atresia  of  the 
ducts,  and  malformations  based  on  a disturbance 
in  organizer  action,  resulting  in  a hamartial  type 
of  tissue  anomaly.  In  polycystic  disease  the  lat- 
ter is  manifested  in  the  form  of  cyst-like  gigantism 
of  the  small  bile  ducts  and  renal  tubules  associ- 
ated with  some  degree  of  mechanical  obstruction. 
Polycystic  disease  is  classified  as  a type  of  dis- 
seminated hamartiosis  and  is  based  on  the  same 
dysontogenetic  principles  as  those  which  underlie 
multiple  neurofibromatosis,  the  tuberous  sclerosis 
complex,  and  Lindau’s  disease. 

The  mesenchyme  about  the  branches  of  the 
portal  vein  and  beneath  the  capsule  of  the  liver 
apparently  possesses  specific  inductive  powers  as 
an  organizer  in  embryonal  development  of  the 
intrahepatic  bile  ducts  and  in  the  regeneration  of 
the  latter  in  postnatal  life. 
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Discussion 

Dr.  W.  S.  Hammond,*  New  York  City — I should 
like  to  preface  my  discussion  of  Dr.  Moolten’s  paper 
with  a few  remarks  about  organizers  and  inducers, 
although  the  problem  of  organizers  and  inducers  is 
such  a broad  and  complex  one  that  it  cannot  be  ade- 
quately treated  in  the  time  at  my  disposal.  In 
general,  a great  deal  is  known  about  organizers  in 
lower  vertebrates,  and  that  knowledge  is  being  ex- 
tended to  higher  forms,  notably  the  chick.  The 
stage  has  been  reached  where  the  nature  of  the  or- 
ganizer substance  itself  is  considered  almost  cer- 
tainly lipoidal  and  is  probably  a sterol. 

In  controlled  experiments  and  given  circum- 
stances, one  can  predict  the  results  of  organizer  or 
inducer  action  with  a fair  degree  of  accuracy.  That 
is  not  to  say,  however,  that  the  results  in  lower 
forms  can  be  applied  dogmatically  to  mammals.  A 
hypothesis  may  properly  be  formed,  but  its  ultimate 
proof  rests  upon  controlled  experimental  evidence. 

In  the  case  of  developmental  anomalies,  it  is 
interesting  and  instructive  to  apply  the  organizer 
principle  as  a possible  explanation.  Of  course,  some 
anomalies  may  be  explained  on  a mechanical  basis — 
for  example,  ectopic  thyroid  material  and  variations 
in  the  pattern  of  the  great  vessels  arising  from  the 
arch  of  the  aorta.  Multiple  congenital  anomalies 
may  result  from  sequential  disturbances.  These 
disturbances  may  be  mechanical  or  inductive.  In 
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some  cases,  however,  the  multiple  anomalies  are  not 
necessarily  related. 

In  development  of  the  human  liver,  the  intrahe- 
patic  biliary  tree  is  derived  normally  from  the  hepatic 
trabeculae.  These  trabeculae  are  always  in  relation 
to  the  biliary  duct  system,  and  by  some  method,  not 
clearly  understood,  these  trabeculae  are  transformed 
into  parts  of  the  excretory  duct  system.  This  trans- 
formation appears  to  go  hand  in  hand  with  the  mi- 
gration of  the  connective  tissue  along  the  portal 
canals. 

In  the  two  cases  presented  by  Dr.  Moolten,  the 
outstanding  features  are:  (1)  the  abnormally  large 
number  of  intrahepatic  ducts,  some  of  which  are 
cystic,  containing  inspissated  bile,  and  (2)  the  ex- 
cessive amount  of  embryonic  areolar  tissue  in  the 
portal  fields  and  in  Glisson’s  capsule. 

By  hypothesizing  that  the  embryonic  areolar 
tissue  is  an  inducer  which  causes  a transformation 
of  hepatic  trabeculae  into  bile  ducts,  an  excessive 
growth  of  the  areolar  tissue  would  result  in  a large 
number  of  intrahepatic  ducts  with  a reduction  of 
hepatic  parenchyma.  Irregularity  of  this  areolar 
overgrowth  might  cut  some  ducts  off  from  the  sys- 
tem, resulting  in  cyst  formation. 

This  leads  us  naturally  to  the  speculation  that  in 
obstructive  biliary  cirrhosis,  perilobular  fibrosis,  and 
atrophic  cirrhosis,  the  primary  factor  is  the  exces- 
sive fibrosis,  and  the  “bile  duct  sprouts”  are  formed 
by  a transformation  of  the  existing  hepatic  paren- 
chyma. That  the  fibrosis  is  primary  and  not  sec- 
ondary to  hepatic  destruction  seems  to  be  supported 
by  the  fact  that  the  appearance  is  the  same  in  both 
cases,  and  yet  Case  1 showed  complete  biliary  ob- 
struction. The  adult  liver  certainly  contains  suf- 
ficient connective  tissue  elements  of  an  embryonic 
nature  to  permit  us  to  hold  such  a theory.  This 
embryonic  connective  tissue  might  suddenly  prolif- 
erate under  the  proper  stimulus  and  give  the  typical 
picture  of  cirrhosis.  What  that  stimulus  may  be  is 
another  question. 

I would  support,  therefore,  Dr.  Moolten’s  con- 
clusion that  the  periportal  mesenchyme  is  the  im- 
mediate causative  agent  in  this  profusion  of  intra- 
hepatic ducts. 

The  agenesis  of  the  gallbladder  in  Case  1 and  com- 
plete atresia  of  the  extrahepatic  ducts  is  not  easily 
explained.  I would  presume  that  the  caudal  por- 
tion of  the  hepatic  diverticulum,  the  so-called  pars 
cystica,  failed  to  become  differentiated,  but  the 
cause  for  such  failure  is  quite  obscure.  It  may  be 
pointed  out,  however,  that  such  agenesis  is  not  neces- 
sarily serious — a number  of  mammals — e.g.,  ele- 
phant, camel,  deer,  and  some  rodents — normally 
lack  a gallbladder. 

In  regard  to  the  cystic  kidney  in  Case  2,  two  inter- 
pretations have  already  been  given.  The  “gigant- 
ism” or  duplication  of  tubules  which  Dr.  Moolten 
has  reported  might  be  due  to  the  embryonal  fibro- 
sis. It  has  been  shown  in  tissue  cultures,  that  in 
the  chick,  embryonic  mesenchyme  is  necessary  for 
the  formation  of  kidney  tubules. 


CERTAIN  NEUROPSYCHIATRIC  ASPECTS  OF  MEDICINE 
IN  THE  EMERGENCY* 

Earl  H.  Adams,  M.D.,  New  York  City 


THE  present  emergency  will  make  great  de- 
mands upon  all  specialized  personnel.  Medi- 
cal men  are  realizing  more  and  more  that  serious 
changes  and  unusual  loads  are  being  placed  upon 
them  and  that  the  end  cannot  be  foreseen.  We 
are  already  wondering  how  to  make  the  most  of 
our  limited  numbers.  Many  of  our  colleagues 
are  now  serving  with  the  armed  forces.  Their 
way  will  be  arduous  and  not  always  satisfying. 
They  are  under  detailed  regulations  that  allow 
very  little  in  the  way  of  personal  or  professional 
preference.  We  may  leave  them  to  their  prob- 
lems, close  our  own  ranks,  and  face  the  special 
problems  of  the  civilian  population.  It  is  my 
purpose  in  this  paper  to  present  from  the  ac- 
cumulated neuropsychiatric  experiences  here 
and  abroad  some  of  the  problems  that  arise  in 
the  clinical  and  preventive  aspects  of  human  be- 
havior in  health  and  disease  and  with  reference 
to  public  morale.  Time  does  not  permit  one  to 
present  an  outline  of  neuropsychiatry  or  to  touch 
upon  all  the  ramifications  in  which  individual 
physicians  may  have  a special  interest.  If  re- 
marks of  a general  nature  often  seem  to  predomi- 
nate over  specific  entities,  it  is  because  of  the 
nature  of  the  subject  under  consideration. 

Do  not  suppose  that  we  are  entirely  altruistic 
in  placing  these  problems  before  you.  Frankly, 
we  are  limited  in  numbers,  we  have  a desperately 
large  job,  and  we  need  your  help.  For  the  fact 
that  we  are  few  you  may  at  times  have  been  de- 
voutly thankful.  Unfortunately,  the  experi- 
ences of  the  last  war  showed  that  psychiatric 
casualties  assumed  alarming  proportions.  Wars 
produce  both  physical  and  mental  traumata; 
and  of  these  the  latter  are  likely  to  cause  the 
country  more  lasting  trouble  and  greater  expense. 
War  neuroses  tend  to  increase  for  at  least  twenty- 
five  years  after  cessation  of  hostilities.  We  are 
trying  by  all  available  means  to  prevent  those 
who  are  especially  vulnerable  from  being  sub- 
jected to  the  peculiar  stresses  and  strains  of  war- 
fare. 

We  must  also  consider  how  we  may  save  the 
civilian  population  from  similar  troubles  and 
breakdowns.  In  the  broadest  sense  these  are 
problems  of  morale;  and  this  collective  state  of 
mind  assumes  additional  importance  in  “total 
war.”  Practically  everyone  is  in  the  front  line; 
the  enlisted  man  in  camp  and  the  troubled  civil- 

*  This  paper  was  produced  under  the  auspices  of  the 
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ian  at  home  maintain  contact,  and  the  morale  of 
the  one  definitely  affects  that  of  the  other.  Also 
the  efficiency  of  the  civilian  approaches  in  im- 
portance that  of  the  fighting  man.  The  efficiency 
of  the  armed  forces  depends  directly  upon  ef- 
fective civilian  support  in  the  form  of  production 
of  arms  and  food  and  maintenance  of  health  and 
morale.  On  the  efforts  of  the  American  worker 
depends  the  success  of  fighting  men  in  all  parts 
of  the  world. 

The  behavior  of  the  civilian  must  therefore 
be  efficiently  marshaled  and  directed  to  common 
goals.  To  this  end  it  is  necessary  to  pool  the  re- 
sources of  social  institutions  and  available  agen- 
cies dealing  with  human  behavior.  Such  in- 
stitutions have  been  exceptionally  well  developed 
in  America.  In  addition  to  homes,  schools, 
churches,  hospitals,  and  the  press  and  radio, 
the  many  government  and  private  service  or- 
ganizations and  their  scope  amaze  visitors  from 
abroad.  Our  medical  clinics,  for  example,  im- 
press them  as  being  large  and  elaborate.  Our 
people  have  become  dependent  upon  them,  and 
are  proportionately  less  self-reliant.  Hence, 
such  facilities  are  sources  of  strength  only  when 
properly  maintained  and  utilized.  When  the 
available  specialized  personnel — sociologic  or 
medical — is  reduced,  it  may  become  necessary  to 
devise  means  to  cover  the  needs  in  some  group 
fashion,  as  well  as  the  more  usual  individual  ap- 
proach. New  agencies  are  being  established  to 
meet  new  requirements. 

Liabilities  consequent  upon  disturbances  of 
human  emotion  and  behavior  ought  to  be  prop- 
erly evaluated,  in  order  that  existing  facilities 
may  be  kept  free  for  the  most  urgent  war  needs, 
and,  too,  in  order  that  a great  opportunity  may 
be  fully  appreciated.  The  press  of  routine 
duties — office,  rounds,  clinics — and  the  familiarity 
of  daily  scenes  can  readily  blind  the  physician  to 
the  highly  specialized  and  important  place  that 
he  occupies  in  the  whole  picture.  The  National 
Roster  and  the  Procurement  and  Assignment 
Service  have  brought  to  many  doctors  a new  and 
somewhat  surprising  vista.  They  are  realizing 
that  they  are  not  merely  practitioners  of  the  heal- 
ing art  but  also  that  they  are  parental  symbols  in 
the  minds  of  mankind.  The  mother  reminds  her 
child  of  the  doctor's  orders  with  an  air  of  finality, 
assuming  that  the  child,  too,  will  sense  that  from 
the  doctor's  verdict  there  is  no  court  of  appeal. 
This  role,  which  we  utilized  much  more  than  we 
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realize,  must  imply  a parental  type  of  responsi- 
bility. 

This  we  realize  when  we  are  called  upon 
to  judge,  interpret,  smooth  out,  arbitrate,  con- 
sole, and  generally  stand  by  at  all  times.  If  he 
recognizes  the  parental  cloak,  the  doctor  will 
constantly  have  an  opportunity  to  dispel  vicious 
rumors,  to  nip  spreading  fears  in  the  bud,  and  to 
help  to  keep  the  wheels  of  domestic  and  indus- 
trial life  running  more  smoothly.  Somewhat 
after  the  Chinese  fashion,  he  may  be  expected  to 
keep  people  in  fighting  trim. 

Within  his  own  district  or  community  he  will 
find  numerous  definite  channels  through  which 
he  may  exert  a powerful  influence.  Defense 
committees,  first  aid  instruction,  selective  serv- 
ice duties,  and  blood  banks  are  merely  a few  of 
the  focal  points  about  which  people  can  be  rallied. 
All  these  opportunities  are,  of  course,  yours  pri- 
marily because  it  is  to  you,  not  to  the  neuropsy- 
chiatrists, that  the  vast  majority  of  patients  first 
come  with  their  problems.  You  have  always 
handled  (and  will  continue  to  handle)  the  major- 
ity of  them. 

It  must  be  recognized  that  there  is  also  good 
propaganda  as  well  as  bad.  Public  health 
agencies  have  continually  carried  on  propa- 
ganda against  various  forces  that  are  noxious  to 
human  beings.  One  must  be  aware  that  the 
constant  and  increasing  employment  of  psycho- 
logic warfare  by  the  enemy  is  another  noxious 
agent.  The  purpose  of  this  war  of  nerves  is,  of 
course,  to  distract  individuals,  particularly  those 
in  positions  of  importance,  from  real  dangers  by 
implanting  notions  in  their  minds  which  will 
produce  fear  or  feelings  of  guilt  or  doubt,  will  in- 
crease conflicts  between  groups,  or  will  lead  to 
widespread  apathy,  war  weariness,  or  disillu- 
sionment. The  literature  on  this  subject  is 
quite  extensive  and  very  interesting.  Suffice 
it  to  say  that  the  chief  instruments  employed  are 
disquieting  rumors,  efforts  to  destroy  the  value 
of  old  social  institutions,  the  production  of  anti- 
climatic  crises  and  terrorization.  In  many 
persons  these  are  sufficient  to  precipitate  neurotic 
illness. 

Our  position  in  the  community  enables  us, 
if  we  so  desire,  to  fight  these  forces  directly. 
Our  efforts  will  naturally  be  reinforced  if  we 
align  ourselves  with  another  “father”  symbol — 
namely,  government.  We  can  interpret  the 
aims  of  government  to  the  individual  in  terms  of 
watchful  benevolence,  stressing  the  interest  of 
government  in  nutrition,  education,  child  wel- 
fare, and  justice  for  all.  The  British  govern- 
ment found  that  morale  was  effectively  sup- 
ported by  the  implantation  of  the  idea  that  it 
really  was  guarding  these  things  for  the  individ- 
ual. 


We  are  even  more  interested,  in  this  matter  of 
morale,  in  those  destructive  forces  which  may 
pre-exist  in  the  community  and  in  the  individual 
or  may  arise  therein,  and  also  we  are  interested  in 
their  effects  on  the  orderly  life  and  special  produc- 
tive efforts  of  the  nation.  Even  during  peace- 
time, organized  clinical  and  mental  hygiene  ac- 
tivities merely  scratched  the  surface.  Emotional 
maladjustment  in  one  form  or  another  in 
adults  or  in  children  is  a great  source  of  un- 
happiness, inefficiency,  and  wasteful  illness. 
It  must  necessarily  be  magnified  by  the  stresses 
and  upheaval  of  war. 

History  has  shown,  in  a none  too  flattering  way, 
that  international  hostilities  pass  through  stages 
of  development  closely  resembling  the  quarrels 
of  children  or  neighborhood  gangs.  There  is  a 
stage  of  provocation  merging  into  one  of  many 
viewpoints  and  much  indecision.  This  leads, 
at  some  point,  to  active  warfare,  which  if  pro- 
tracted will  inevitably  reach  a stage  of  weari- 
ness and  lagging  effort.  The  stage  of  active  war- 
fare may  be  subdivided  into  a period  of  waiting 
on  the  part  of  the  general  population  and  another 
of  active  self-defense  from  bombing  or  shelling 
or  invasion.  We  are  still  in  the  waiting  period, 
and  it  may  well  serve  the  enemy  to  keep  us  in  it 
for  a while.  This  is  the  time  of  depressive  ideas, 
bad  news,  and  calamity-spreaders.  It  is  with 
this  period  in  mind  that  I shall  mention  more 
specifically  the  various  internal  destructive  forces. 
Many  of  them  are  operative  at  any  time,  but 
some  are  markedly  modified  in  a time  of  active 
defense.  At  present  we  are  concerned  with  the 
widespread  occurrence,  singly  or  in  combination, 
of  such  factors  as  chronic  physical  disabilities, 
established  mental  illness  or  defect,  excessive 
fatigue,  real  deprivation,  isolation  and  insecurity, 
conscious  conflict  and  confusion,  fear  in  its  various 
forms,  including  anxiety,  and  various  nervous 
ailments  in  adults  and  children. 

The  role  of  serious  physical  illness  and  es- 
pecially of  chronic  illness  in  lowering  the  courage 
of  the  individual  may  be  self-evident.  In  com- 
bination, however,  with  deprivation,  worry,  or 
confusion  more  serious  reactions  are  liable  to 
occur.  Every  physician  knows  of  cases  of  de- 
bilitating disease,  of  slowly  uniting  fractures, 
of  such  neurologic  conditions  as  multiple  sclerosis, 
combined  sclerosis,  Parkinsonism,  hemiplegias, 
epilepsy,  of  frankly  psychotic  individuals,  and 
those  who  are  neurotic  invalids.  He  knows  cases 
of  blindness  or  marked  deafness.  He  knows 
parents  who  are  a problem  to  their  children  and 
vice  versa.  He  can  add  to  this  list  many  illnesses 
that  I have  omitted.  He  should  realize  that 
patients  who  have  been  paroled  from  mental 
hospitals  have  not  necessarily  recovered,  or 
may  not  yet  have  made  an  extramural  readjust- 
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ment.  They  will  need  special  attention.  Much 
good  can  be  done  by  anticipating  possible 
trouble  under  additional  stress;  and  the  com- 
munity as  well  as  the  patient  may  benefit  by  his 
evacuation  to  a less  exposed  area,  by  placement 
in  another  environment,  or  even  by  hospitaliza- 
tion. It  is  a good  rule  wherever  possible  to  put 
your  patients  under  treatment  of  some  appro- 
priate nature,  even  if  not  specific.  It  will  occupy 
their  attention,  give  a feeling  of  support,  and 
permit  the  maintenance  of  contact. 

Psychoses  are  not  greatly  increased  in  number 
in  wartime  and  the  types  encountered  are  about 
the  same.  However,  there  is  need  for  their  more 
prompt  removal  from  the  community  for  ob- 
vious reasons.  A psychosis  tends  to  insulate  the 
person  from  harsh  reality.  When  hospitalized, 
a psychotic  faces  fewer  problems  than  the 
average  person  outside  does,  and  communal  hos- 
pital life  no  doubt  combats  fear  and  anxiety.  You 
may  help  many  relatives  by  explaining  this  to 
them.  Recently,  Hemphill,  in  the  Journal  of 
Mental  Science , presented  an  interesting  pic- 
ture of  the  life  of  mental  cases  in  the  Bristol 
Mental  Hospital  in  a very  heavily  bombed  dis- 
trict of  England.  It  was  apparent  that  some 
patients  take  little  notice  of  sirens  or  other 
noises,  and  many  sleep  through  the  din  of  heavy 
gunfire.  Some  playful  maniac  patients  would 
mimic  the  sirens  with  alarming  accuracy.  It  may 
also  be  well  to  mention  that  the  increasing 
employment  of  persons  in  defense  industries  will 
make  it  even  less  safe  to  leave  depressed  patients 
under  home  care. 

The  problem  of  mental  defect  might  also  un- 
duly alarm  us  at  this  time.  While  our  institu- 
tional capacity  has  never  even  remotely  met  the 
numbers  of  these  persons  in  the  community, 
those  at  large  escape  many  of  the  common  mental 
stresses  and  they  have  probably  already  estab- 
lished such  states  of  dependency  that  their  basic 
needs  will  be  met.  Another  form  of  defect — the 
so-called  psychopathic  personality — will  be  con- 
sidered later. 

Fatigue  is  a symptom  which  in  ordinary  times 
we  are  likely  to  treat  lightly,  if  we  do  not  make 
it  a diagnostic  wastebasket.  In  the  present 
emergency,  however,  so  much  depends  on  the 
fitness  of  the  individual  and  the  results  of  his  ef- 
forts that  excessive  fatigue  becomes  a matter  of 
prime  importance.  Hence,  it  may  not  be  out  of 
place  to  recall  the  associated  symptoms,  and  to 
state  that  it  occurs  in  acute  and  chronic  form. 
The  symptoms  increase  and  change  with  the  de- 
gree of  fatigue.  In  its  mildest  form  one  feels 
tired  and  weak.  In  some  persons  the  condition 
is  slowly  progressive  with  gradual  diminution  of 
working  efficiency;  others  rather  suddenly 
cave  in.  Tremor  of  the  hands  and  clumsiness 


develop  early.  There  is  diminished  power  of 
concentration,  especially  at  precision  work  or 
figures,  and  accidents  tend  to  increase.  There 
are  individual  characteristics  such  as  headache, 
backache,  distress  in  the  eyes,  including  scotomata, 
anorexia,  and  insomnia,  and  even  pains  in  old 
scars  or  injuries.  Irritability  is  very  common. 
Some  persons  become  anxious  and  tense,  some  de- 
pressed, others  resentful.  Underlying  dissatis- 
factions begin  to  destroy  cooperation.  In  chronic 
fatigue  there  is  likely  to  be  apathy  or  boredom. 

We  must  not  think  that  overtaxing  of  capacity 
of  nerve  and  muscle  is  the  sole  cause.  The 
physical  health  must,  of  course,  have  close  scru- 
tiny. Mental  factors  include  monotony  of  oc- 
cupation, concern  over  the  attitudes  of  others, 
chronic  anxiety  with  relation  to  the  whole  war 
situation  or  the  individual’s  own  security,  and 
chronic  personal  worries,  frustations,  and  dis- 
satisfactions that  have  gone  unchanged.  Some 
persons  have  serious  maladjustments.  Lack  of 
recreation  is  important  and  is  more  likely  in  the 
case  of  night  shifts.  The  conditions  of  work — 
space,  lighting,  temperature,  posture,  and  the 
prevalence  of  noise — need  attention.  Certain 
personality  types  find  the  responsibility  of  execu- 
tive positions  very  fatiguing,  and  consequent  de- 
fects in  judgment  are  obviously  of  serious  import. 

In  the  control  of  fatigue  we  must  look  for  these 
factors.  The  individual  is  primarily  emotional 
and  not  merely  a machine. 

Real  deprivation  of  the  necessities  or  the  ac- 
customed comforts  of  life  has  been  found  in  war 
zones  to  be  of  great  importance.  The  British 
found  it  more  disturbing  to  the  civilian  popula- 
tion than  the  blitz.  The  needs  of  the  people 
will,  of  course,  differ  somewhat  in  different  parts 
of  the  world  and  even  in  different  localities.  Doc- 
tors can  definitely  assist  people  with  problems  of 
the  family  diet  in  relation  to  rationing  or  infant 
feeding  and  with  health  matters  and  defense  hous- 
ing. 

To  many  persons  a weekly  movie  or  a properly 
functioning  radio  is  a necessity.  A little  old 
lady  in  the  East  End  of  London  was  quite  de- 
moralized when  her  church  was  bombed  out; 
but  she  became  a functioning  unit  again  when  it 
was  arranged  for  her  and  her  group  to  resume 
meetings  in  another  location.  Loss  of  material 
things  is  really  deprivation  only  in  propor- 
tion to  the  emotional  attachment  to  them.  In- 
security, from  whatever  cause,  can  be  destruc- 
tive and,  indeed,  rather  contagious.  When  one 
feels  insecure,  efficiency  lags,  initiative  is  lost, 
the  strength  of  the  foe  is  overestimated,  and, 
with  a feeling  of  defeat,  a search  begins  in  the 
mind  for  a source  of  protection  or  an  avenue  of 
escape.  For  that  individual  social  integration 
has  been  lost.  Consequently,  through  the 
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removal  of  this  individual  and  others  similarly 
affected,  the  group  is  undermined. 

Isolation  is  also  dangerous.  Most  individuals 
must  feel  that  they  belong  to  some  group.  The 
degree  to  which  strength  and  comfort  are  derived 
from  a feeling  of  identification  with  others  of 
our  kind  will  vary,  of  course,  with  the  personality. 
Morale  is  definitely  higher  in  purposeful  groups. 
This  is  true  in  civilians  as  well  as  in  soldiers.  At 
all  events,  the  social  sense  must  not  be  lost. 
The  problem  of  isolation  inevitably  entails  the 
concept  of  discipline  and  the  degree  to  which  a 
group  is  homogeneous.  In  both  these  respects 
the  British  civilian  has  an  advantage  over  the 
American,  and  the  soldier  is  more  fortunate  than 
the  civilian.  It  would  therefore  appear  to  be 
wise  at  this  time  to  foster  membership  in  or- 
ganizations that  have  a clear  aim,  a powerful 
emotional  appeal,  a congenial,  homelike  atmos- 
phere, and  some  disciplinary  elements.  The 
problem  of  subversive  groups  will  require  special 
attention.  Old  organizations  are  better  than 
new  and  untried  ones.  In  England  the  value  of 
the  community  air  raid  shelters  in  this  respect  was 
found  to  outweigh  completely  the  dangers  from 
the  sanitary  viewpoint. 

Some  people  will  seek  solitude,  having  by  pref- 
erence and  by  habit  learned  to  rely  on  their  own 
wits.  They  will  need  special  attention,  since 
new  dangers  do  not  come  within  the  scope  of 
their  experience.  They  may  do  better  at  manual 
activities  than  in  social  or  cooperative  endeavors. 
Special  responsibilities  will  assist  in  quelling 
their  wishes  to  be  somewhere  else.  Such  per- 
sons are  really  still  attached  to  the  family  circle  of 
childhood. 

People  who  harbor  hostility  are  not  few  and  far 
between.  Such  feelings  commonly  exist  in 
gentle,  outwardly  docile  persons.  They  will 
surprise  you  if  you  draw  out  their  feelings  of 
aggression;  and  such  feelings  are  likely  suddenly 
to  appear  as  a complication  during  important 
group  activities. 

Conflict  and  confusion  have  already  been  men- 
tioned as  part  of  the  goal  of  enemy  propaganda. 
Apart  from  the  role  of  unconscious  conflict  in  the 
neuroses,  we  must  appreciate  the  fact  that  con- 
scious ideas  of  a conflicting  or  confused  nature 
will  delay  decisions  and  action.  Latent  dis- 
satisfactions will  be  awakened.  Leadership  is 
urgently  needed,  but  if  it  is  very  hesitant  or 
clearly  shows  incompetence,  it  is  worse  than 
none  in  poorly  disciplined  circles.  People  write 
angry  letters  about  the  faults  of  certain  air  raid 
wardens.  They  are  critical  of  misplaced  author- 
ity, while  anxious  to  be  told  exactly  what  to  do. 
Again  the  parental  role  of  the  physician  is  useful. 
When  people  lose  control,  they  look  for  a scape- 
goat. Thus  excessive  hate  and  anger  reactions 


are  seen  directed  against  the  President  of  the 
United  Stages  and  others  in  authority.  Such 
reactions  may  become  intensely  destructive. 
Cases  of  pathologic  hate  and  paranoia  should  be 
spotted  and  isolated  as  rapidly  as  possible. 

Fear,  like  heat  regulation  and  other  natural 
defenses  of  the  organism,  has  constructive  and 
destructive  potentialities.  It  is  the  conscious 
emotional  accompaniment  of  a reflex  visceral  and 
somatic  protective  mechanism,  designed  to  mar- 
shal the  extra  wherewithal  to  meet  danger.  It 
enables  us  to  fight  or  run  away  “to  fight  an- 
other day.”  The  more  rapidly  the  reflex  activ- 
ity is  permitted  to  take  place,  the  less  the  sub- 
jective experience  of  fear.  Unfortunately,  mod- 
ern bombing  attacks  do  not  permit  civilians  to 
retaliate  individually.  There  are  clear  indica- 
tions that  the  antidote  for  the  emotion  of  fear  is 
activity.  Everyone  experiences  fear.  It  is  quite 
senseless  to  tell  a person  not  to  be  afraid  He  is 
already  afraid  that  he  will  show  fear.  Do  not 
suggest  that  he  will  be  afraid,  but  instead  men- 
tion what  we  all  will  do  when  we  are  afraid. 
The  enemy  hopes  to  make  our  fear  paralyzing  or 
destructive.  He  hopes  it  will  go  on  to  panic. 
In  order  that  activity  can  be  started  as  early  as 
possible  one  should  plan  for  it  before  the  emer- 
gency. The  best  defense  is  offense. 

Everyone  must  have  a job.  What  kind  of  jobs 
can  be  done  under  certain  conditions?  Ask 
oneself  what  one  would  wish  to  have  in  the  way 
of  a task  while  under  suspense,  in  a blackout,  dur- 
ing the  fall  of  demolition  bombs?  Some  prefer 
manual  tasks,  others  group  discussion,  still  others 
must  move  about.  Tasks  should  be  appropriate 
and  well  understood.  We  should  not  have  to 
wonder  whether  we  are  competent  to  do  the  job, 
when  we  are  at  the  same  time  apprehensive  of 
the  safety  of  ourselves  and  others.  Encourage 
adults  to  take  some  part  in  community  defense, 
production,  or  combatant  efforts.  But  remind 
mothers  and  guardians  of  the  care  of  their  chil- 
dren. 

Panic  is  a profound  fear  reaction,  in  which  a 
person  loses  self-control  and  tends  to  react  in  a 
primitive  or  disorganized  manner.  Like  fright, 
it  contains  elements  of  surprise  and  unprepared- 
ness. It  is  strangely  contagious  in  groups. 

Anxiety,  or  anxious  apprehension,  is  aroused 
by  some  indefinite,  not  experienced  or  little- 
understood  threat.  It  is  a low-grade  persistent 
fear,  deriving  its  true  force  from  conflicts  within 
the  individual,  with  consequent  inhibition.  To 
most  persons  the  prospect  of  an  air  raid  is  indefi- 
nite and  usually  not  understood.  One  cannot 
fully  evaluate  or  prepare  for  it.  Those  who  are 
prone  to  experience  anxiety  will  readily  call  up  in 
imagination  their  previous  reactions,  not  always 
with  satisfaction. 
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Anxiety  is  such  a destroyer  of  efficiency  and 
morale  that  its  nature  should  be  well  understood. 
We  are  all  inclined  to  be  anxious  about  raids, 
about  the  safety  of  schools,  about  transportation, 
about  loved  ones  who  are  away.  We  dread 
separation  from  those  upon  whom  we  are  de- 
pendent. These  things  are  inevitable  under  war 
conditions.  Darkness  and  the  weather  may  add 
to  anxiety.  It  will  be  seen  that  all  degrees  of 
this  condition  may  exist.  If,  however,  the  dread 
cannot  be  overcome  by  activity  and  tends  to  im- 
mobilize or  incapacitate  the  individual,  we  must 
recognize  that  there  is  an  underlying  personal 
problem  that  needs  solution.  Anxiety  combines 
readily  with  other  factors. 

Pathologic  anxiety  means  unconscious  conflict. 
This  situation  is  basic  in  the  so-called  psycho- 
neuroses. To  conflicts  already  present,  actual 
conditions  of  warfare  or  the  new  problems  of 
civilian  life  add  another — namely,  a conflict  be- 
tween acquired  social  attitudes  of  loyalty,  honor, 
and  manliness  on  the  one  hand  and  the  instinct  of 
self-preservation  on  the  other.  Pathologic  de- 
grees of  anxiety,  anxiety  neuroses,  and  anxiety 
states  constitute  the  largest  group  among  the 
psychoneuroses.  Such  cases  will  not  make 
“good  soldiers,”  whether  enlisted  or  not.  We 
should  try  to  recognize  these  states  and  dis- 
tinguish between  degrees  of  severity  and  dura- 
tion. They  illustrate  beautifully  the  value  of  a 
good  medical  history.  They  also  point  out  the 
complex  relations  that  exist  between  mind  and 
body. 

Anxiety  has  a tendency  to  show  this  psychoso- 
matic relationship  in  numerous  physical  symp- 
toms with  or  without  psychic  symptoms.  Char- 
acteristic presenting  signs  are  tremor,  sweating, 
and  tachycardia.  Complaints  include  insomnia 
and  bad  dreams,  “heart  trouble,”  vomiting,  diar- 
rhea, polyuria.  Others  have  difficulty  in  breath- 
ing. The  psychic  symptoms  are  largely  fearful — 
fear  of  insanity,  death,  or  impending  disaster. 
In  many  cases  protection  is  obtained  from  some 
of  the  anxiety-producing  situations  by  phobias 
involving  closed  spaces,  various  forms  of  trans- 
portation, or  crowds.  Thus,  by  avoiding  such 
situations,  the  patient  may  keep  at  work,  but  the 
total  social  life  must  be  impaired,  and  new  re- 
strictions, rationing,  etc.,  must  bring  this  per- 
son more  and  more  to  incapacitating  anxiety. 
When  the  patient  is  comfortable,  between  char- 
acteristic attacks,  the  physical  signs  may  not  be 
at  all  suggestive.  For  this  reason  the  history 
becomes  most  important.  The  longer  the  pa- 
tient is  induced  to  talk  about  his  relations  with 
the  family  and  others,  the  more  evidence  will  ac- 
cumulate of  past  anxiety  symptoms.  Vague 
gastrointestinal  complaints  or  peptic  ulcer  in  the 
history  are  reasons  for  suspicion. 


Once  recognized,  how  should  anxiety  states  be 
handled?  The  question  is  not  should  you  use 
psychotherapy,  but  instead  it  is  to  what  extent 
you  should  use  it  and  in  what  cases.  Treatment 
really  begins  at  the  moment  of  first  contact,  and 
it  will  always  be  beneficial  to  permit  the  patient 
to  state  the  complaints  in  detailed  story  form. 
Some  unburdening  of  the  mind  is  always  help- 
ful. Whether  one  should  permit  this  process  to 
go  on  extensively  or  not  will  have  to  be  carefully 
considered.  In  very  young  persons,  or  when  ex- 
ternal circumstances  may  be  readily  altered  with 
benefit,  one  may  at  this  point  decide  to  give  ap- 
propriate medication  and  reassurance.  The 
latter,  however,  like  mental  catharsis,  should  be 
timed  and  controlled.  It  is  well  to  realize  that 
when  we  tell  a patient  that  he  has  no  physical 
disease  and  that  his  symptoms  are  due  to  some- 
thing else,  the  symptoms  and  the  “something 
else”  are  still  with  him.  If  you  are  not  prepared 
to  cover  this  unknown  in  such  a manner  that 
the  patient  will  be  benefited,  it  is  often  well  to  in- 
troduce symptomatic  treatment  and  the  more 
indirect  assurance  to  be  obtained  from  repeated 
examinations,  while  special  assistance  is  being 
arranged.  It  is  important  that  the  patient  be 
receptive  to  your  ideas  of  treatment.  If  so,  al- 
most anything  you  may  do  will  have  sugges- 
tive therapeutic  value.  Patients  should  not 
be  told  that  crying  will  upset  them.  It  may 
upset  the  ward,  the  office,  or  you,  but  uncon- 
trolled weeping  will  usually  subside  in  isolation. 

There  are  numerous  other  forms  of  nervous- 
ness indicative  of  unadjusted  personality  prob- 
lems. A group  of  rather  mild  cases  will  be  found 
to  be  due  to  an  essential  instability  in  which 
heredity  plays  a part.  Such  patients  under 
strain  or  disappointment  or  dread  react  exces- 
sively but  most  often  in  ways  that  cannot  be 
called  pathologic.  In  some  the  vegetative  ner- 
vous system  is  easily  disturbed.  Some  have  al- 
lergies of  specific  type;  some  are  rather  allergic  to 
life  situations. 

Hysteria,  whether  it  be  manifested  by  conver- 
sion of  a problem  into  such  disturbed  body  func- 
tions as  partial  paralysis,  anesthesia,  tremor, 
convulsions,  or  blindness,  or  by  such  dissoci- 
ated phenomena  as  amnesia  or  somnambulism, 
presents  a need  for  immediate  handling.  A cure 
will  probably  be  a highly  specialized  job.  Mild 
reactions  respond  to  forceful  suggestion — how 
forceful  is  left  to  your  discretion.  It  is  generally 
understood  and  agreed  that  therapy  should  be 
started  at  the  earliest  possible  moment,  and  that 
if  possible  the  patient  be  made  to  tell  all  the  de- 
tails surrounding  the  onset  before  these  facts 
have  faded  from  memory  and  in  the  hope  of  pre- 
venting a certain  fixation  of  the  symptomatic 
pattern.  Such  patients  should  be  isolated  for 
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purposes  of  therapy  and  to  avoid  deleterious  ef- 
fects upon  others. 

Other  psychoneuroses  and  milder  forms  of  ner- 
vousness are  much  less  likely  to  constitute  de- 
structive elements  in  morale.  Some  common 
ones,  I shall,  from  this  point  of  view,  not  even 
mention.  Neurasthenia  is  characterized  by  ex- 
cessive fatigue  without  definite  relation  to  ac- 
tivity, and  feelings  of  pressure  or  tension,  mount- 
ing to  actual  pain,  in  the  head,  the  nape  of  the 
neck,  and  the  spine.  Mental  concentration  is 
impaired.  I shall  not  burden  you  with  the  de- 
tails of  what  the  patient  is  trying  to  do  by  means 
of  this  crippling  reaction.  Where  doctors  fail  to 
assist  the  patient  back  to  activity,  such  a patient 
is  likely  to  move  out  of  danger  zones.  This  is 
an  instance  where  fatigue  is  subjectively  ad- 
vantageous, since  it  lowers  the  susceptibility  to 
noise  and  other  outside  stimuli. 

We  should  be  constantly  on  the  alert  for  hid- 
den depressions  of  serious  character.  Some  are 
masked  by  physical  complaints. 

In  the  treatment  of  nervousness,  it  is  a general 
rule  that  somatic  symptoms  begin  to  improve  as 
soon  as  new  emotional  outlets  have  been  pro- 
vided. Many  common  outlets  will  occur  to  you; 
other  cases  will  demand  a specialist’s  approach. 
But  the  importance  of  activity  must  be  em- 
phasized. The  role  of  the  onlooker  does  not  suit 
these  patients.  “Help  yourself  by  helping 
others”  is  a good  motto. 

We  are  often  surprised  at  the  prevalent  failure 
of  doctors  to  recognize  psychopathic  personali- 
ties, or,  as  they  were  once  called,  constitutional 
psychopathic  inferiors.  Doctors  fail  to  distin- 
guish them  from  psychoneurotics.  The  issue  is 
important  enough,  because  of  the  asocial  or  anti- 
social attitude  and  behavior  of  psychopaths,  and 
because  one  can  waste  much  valuable  time  trying 
to  treat  them.  Usually  they  seek  out  a doctor 
only  when  physically  ill  or  when  trying  to  escape 
from  the  consequences  of  their  acts.  Their  his- 
tory contrasts  strikingly  with  that  of  neurotics. 
They  are  usually  quite  intelligent,  but  have 
little  social  progress  to  show  for  it — many  jobs 
and  few  promotions.  Misdemeanors,  truancy, 
divorce,  desertion,  drugs  or  alcohol  are  commonly 
found,  as  is  the  story  of  unusual  sex  experience. 
These  things  contrast  with  the  good  school, 
work,  and  moral  records  of  the  neurotic,  whose 
background  is  likely  to  include  other  cases  in  the 
family,  a broken  home,  frequent  minor  opera- 
tions, overconscientiousness,  anxiety,  and  a reali- 
zation of  shortcomings. 

I have  been  referring,  so  far,  chiefly  to  these 
problems  as  they  are  manifested  in  adults.  The 
emotional  welfare  of  children  under  war  condi- 
tions has  naturally  received  much  attention 
everywhere.  Stress  has  been  placed  on  funda- 


mental needs,  the  detection  of  early  signs  of 
trouble  with  a view  to  prevention,  the  common 
behavior  problems  and  their  management.  Very 
good  pamphlets,  such  as  that  produced  by  the 
Child  Study  Association,  are  available  on  various 
phases  of  the  subject,  and  these  are  worthwhile  to 
doctors  as  well  as  to  parents  or  guardians.  It  is 
impossible  to  measure  the  extent  and  ramifica- 
tions of  the  catastrophe  that  war  brings  to  child- 
hood. Not  only  is  the  mental  state  of  the  child 
of  importance  to  its  own  present  and  future  but 
also  in  relation  to  the  anxiety  aroused  in  parents, 
the  extra  load  placed  upon  teachers  by  problems 
demanding  attention  at  the  worst  possible  time, 
and  the  tendency  of  serious  behavior  problems  to 
overload  public  agencies. 

We  must  make  every  effort  to  shield  children 
from  certain  forces  to  which  they  are  peculiarly 
susceptible.  Their  fundamental  needs — food, 
shelter,  clothing,  medical  attention,  and  security 
— must  be  met.  Safety  sometimes  demands  their 
evacuation  from  danger  zones.  In  such  cases 
children  under  five  years  of  age  should  not  be 
separated  from  their  mothers.  The  chief  need  is 
a feeling  of  security,  and  this  is  much  more  emo- 
tional than  physical.  This  was  given  further 
demonstration  in  the  evacuation  programs  in 
England,  where  it  was  found  that  adjustment  to 
new  placement  situations  depended  on  the  feel- 
ing of  security.  Small  children  adjusted  well  if 
the  mother  or  some  member  of  the  family  re- 
mained with  them  a few  days  in  the  new  setting. 
They  are  very  adaptable  if  given  more  time  to  ad- 
just. Haphazard  placement  did  not  work.  In- 
dividual child  study  was  found  to  be  extremely 
important.  Each  child  has  built  up  its  own  emo- 
tional needs.  The  welfare  of  a rag  doll  may  be  to 
the  child  of  prime  consequence  in  the  matter  of 
its  own  peace  of  mind. 

In  the  preschool  and  school  ages,  security  de- 
pends in  large  measure  upon  the  behavior  and 
attitude  of  the  adults.  Doctors  must  stress  to 
parents  the  importance  of  a cool,  matter-of-fact 
manner  and  attitude  toward  events  in  the  pres- 
ence of  children.  If  one  cannot  be  calm  one 
must  keep  away  from  children.  It  also  is  danger- 
ous to  lie  to  them. 

Older  children  need  useful  tasks  as  well  as 
proper  leadership.  Britain  goes  so  far  as  to  ex- 
plain the  war  news  to  children  over  the  radio 
daily,  so  they  will  not  feel  that  they  are  being 
kept  in  the  dark.  Adolescents  must  be  employed 
to  avoid  asocial  trends.  This  will  be  enhanced  by 
special  emphasis  upon  athletics. 

The  doctor  will  do  well  to  center  his  whole 
approach  to  these  problems  of  children  upon  the 
parent.  He  will  achieve  the  most  good  by 
answering  as  definitely  as  he  can  the  questions 
and  problems  of  the  mother. 
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In  the  period  referred  to  as  that  of  active  serv- 
ice, problems  will  involve  chiefly  the  basic  needs 
of  food,  shelter,  and  clothing,  disruption  of  serv- 
ices, emergency  medical  and  casualty  work. 
Real  needs  will  take  the  center  of  the  stage. 
People  then  find  out  for  themselves  how  brave 
they  are.  Others  evacuate  themselves  to  safer 
areas.  Remember  that  action  for  which  we  have 
been  well  prepared  will  most  often  remove  ten- 
sion and  anxiety.  In  fact,  anxiety  states  will 
diminish  in  prominence,  while  hysteria  and  trau- 
matic neuroses  will  increase.  In  London  under 
active  defense  conditions,  fear  gradually  changed 
to  annoyance,  which  can  more  readily  be  shared 
with  others. 

In  this  necessarily  sketchy  and  obviously  in- 
complete presentation  I have  tried  to  point  out 


that  the  opportunity  is  large,  that  the  responsi- 
bility will  bear  down  on  us  all.  I have  em- 
phasized the  types  of  problems  which  may  tax 
you  most  severely.  Many  will  be  much  less 
complex.  In  fact,  in  many  cases  you  will  al- 
ready be  forewarned  and,  indeed,  forearmed  by 
your  knowledge  of  the  patient  and  his  life  situa- 
tion. I have  said  that  these  people  come  to  you 
before  they  would  even  think  of  coming  to  us. 
The  majority  never  need  our  services  because  the 
medical  practitioner  has  so  splendidly  utilized 
the  assets  available  to  him.  He  will  continue  to 
do  so  with  the  same  traditional  indefatigability 
and  courage. 

30  East  76th  Street 
New  York  City 


CONSERVATION  OF  EYESIGHT  IN  INDUSTRY 

Recognized  methods  of  protecting  the  eyesight  of 
workers  are  being  overlooked  by  industry,  in  con- 
trast with  the  widespread  provision  of  general  safety 
measures,  it  is  disclosed  in  a report  on  “Industrial 
Eye  Efficiency  in  the  War  Program”  published  in 
the  current  issue  of  The  Sight-Saving  Review , quar- 
terly journal  of  the  National  Society  for  the  Pre- 
vention of  Blindness. 

The  report,  based  on  a study  of  50  typical  plants 
employing  approximately  167,000  workers,  was 
made  by  Charles  P.  Tolman,  consulting  engineer 
for  the  Society  and  a past-president  of  the  National 
Safety  Council.  In  making  it  public,  the  Society 
called  attention  to  an  estimate  that  at  least  25  per 
cent  of  industrial  workers  have  defective,  but  cor- 
rectable, vision. 

“Although  front  rank  companies  provide  good 
general  safety  facilities,  they,  for  the  most  part, 
appear  to  be  unaware  of  the  importance  of  eyesight 
in  industry  as  a managerial  responsibility,”  the 
report  states.  “Obviously,  industrial  concerns  need 
to  give  much  more  attention  to  the  subject  of  indus- 
trial vision,  not  only  for  humane  reasons,  but  to 
increase  production,  to  reduce  spoilage,  and  to  add 
manpower.  One  thing  that  can  be  done,  for  in- 
stance, is  to  provide  prescription  lenses  to  correct 
subnormal  vision  so  that  workers  may  be  usefully 
employed  in  the  war  effort  who  would  not  other- 
wise be  available.” 

Practically  all  of  the  plants  investigated  are  carry- 
ing out  faithfully  most  general  safety  procedures — 
such  as  the  maintenance  of  first  aid  facilities,  em- 
ployment of  safety  supervisors,  enforcement  of 
accident  prevention  rules — but  inadequate  provision 
is  made  for  protecting  eyesight  and  improving 
visual  conditions  in  the  plant,  according  to  the 
National  Society  for  the  Prevention  of  Blindness. 

More  than  three-fourths  of  the  plants  covered  by 
this  study  indicated  that  they  make  no  effort  to 
determine  what  visual  requirements  are  necessary 
or  acceptable  to  qualify  a worker  for  any  particular 
job.  “This  means,”  the  report  explains,  “that 
these  plants  do  not  know  how  many  color-blind  or 
one-eyed  men,  or  men  with  subnormal  but  correct- 
able vision  can  be  utilized.  On  the  other  hand,  they 


may  be  employing  men  whose  vision  is  a hazard  on 
the  particular  job.  For  example,  a man  may  be 
working  as  a crane  operator  who  has  deficient 
‘depth  perception/  and  so  cannot  judge  the  height 
and  placement  of  the  crane  load.  This  would  make 
him  a menace  to  life  and  property,  while  if  assigned 
to  another  job  for  which  his  eyesight  is  suited,  he 
could  carry  on  safely  and  effectively.” 

Only  14  per  cent  of  the  plants  arrange  for  periodic 
eye  examination  of  workers  who  are  especially  ex- 
posed to  hazards,  according  to  the  report.  “This  is 
a serious  oversight,”  it  states,  “because  some  indus- 
trial eye  injuries  are  cumulative — for  example, 
those  due  to  intense  radiation  as  in  welding  and 
furnace  work.” 

Failure  to  provide  or  require  the  use  of  prescrip- 
tion lenses  in  goggles,  when  needed  for  either  safety 
or  efficiency,  was  found  in  42  per  cent  of  the  plants. 
Prescription  lenses  are  nonshatterable,  but  they  are 
ground  to  compensate  for  the  visual  defect  of  the 
employee. 

The  study  disclosed  that  accident  reports  of 
industrial  plants  often  fail  to  note  the  condition 
of  the  worker’s  eyesight  or  the  illumination  at  the 
scene  of  the  accident  when  an  injury  occurs.  Only 
22  per  cent  of  the  plants  indicated  the  eye  condition 
of  the  individual  involved  in  an  accident,  and  only 
12  per  cent  mentioned  the  illumination  at  the  scene 
of  an  accident.  “The  lack  of  such  data,”  the  report 
comments,  “suggests  that  a much  greater  percentage 
of  general  accidents  may  be  caused  by  bad  eyesight 
or  poor  illumination,  than  is  generally  supposed.” 

“Eighty  per  cent  of  the  plants  claim  to  supply 
goggles  to  workers  whom  they  consider  exposed  to 
hazards,”  the  report  states.  “This  figure  is  doubt- 
less in  excess  of  the  fact,  because  some  exposures  are 
frequently  not  recognized.  For  example,  some 
front  rank  plants  do  not  consider  that  a lathe 
operator  is  exposed  to  eye  injuries.  Only  70  per 
cent  of  the  plants  fit  goggles  for  the  comfort  of  the 
workers,  although  safety  men  agree  that  this  is 
essential  to  gain  cooperation  from  the  workers  on 
the  wearing  of  protective  equipment;  and  more 
than  a third  of  the  plants  fail  to  sterilize  the  goggles 
before  issuing  them  to  be  worn  by  other  workmen.” 


THE  EXTERNAL  USE  OF  30  TO  50  PER  CENT  SULFUR  IN 
PETROLATUM  IN  VARIOUS  DERMATOSES 

E.  William  Abramowitz,  M.D.,  New  York  City 


ONE  of  the  principles  in  the  treatment  of  skin 
diseases  is  to  apply  soothing  remedies  to 
acute  inflammatory  dermatoses.  Darier,1  how- 
ever, in  discussing  the  treatment  of  eczema,  states 
that  “contrary  to  what  might  be  expected,  strong 
compound  ointments  such  as  those  (of  tar  and 
sulfur  are  not  only  effective  in  the  obstinate 
forms,  but  also  in  the  case  of  acute  and  weeping 
eczemas.”  Dermatologists  are  aware  of  such 
paradoxical  effects.  MacKee2  has  had  good  re- 
sults with  30  to  40  per  cent  ammoniated  mercury 
ointment  in  seborrheic  dermatitis  of  the  scalp 
when  12  per  cent  failed.  Chrysarobin  and  crude 
coal  tar  have  each  been  applied  to  acute  types  of 
eczematous  dermatitis,  but  sulfur  in  any  strength, 
form,  or  vehicle  in  similar  conditions  has  been 
avoided  carefully  for  fear  of  dire  consequences. 

Sulfur 

Sulfur  has  been  employed  in  the  external  treat- 
ment of  skin  diseases  from  time  immemorial. 
While  crude  brimstone  and  other  commercial 
forms  of  sulfur  contain  various  impurities  that 
make  them  unfit  for  medicinal  use,  the  native 
sulfur  obtained  within  recent  years  is,  according 
to  Solis-Cohen,3  99  to  99.6  per  cent  pure.  The 
washed  sulfur  of  the  U.S.  Pharmacopeia  XI  is 
sulfur  treated  with  ammonia  and  water.  It 
is  deemed  as  unnecessary  and  the  U.S.P.  XII 
Committee  of  Revision  proposed  its  deletion. 
Precipitated  sulfur  is  to  be  retained.  It  is  pre- 
pared from  the  washed  sulfur  by  boiling  with 
calcium  hydroxide  and  then  treating  with  hy- 
drochloric acid.  Precipitated  sulfur  is  practically 
free  of  any  impurities  and  is  considered  the  most 
active  of  the  sulfur  preparations,  except  possibly 
colloidal  sulfur.  Sulfur  volatilized  by  heat  and 
deposited  as  a fine  crystalline  powder  is  called 
the  “sublimed,”  or  flowers  of  sulfur.  This  is  apt 
to  contain  sulfurous  acid,  arsenic,  and  other  vola- 
tile impurities  and  is  not  so  desirable  for  thera- 
peutic purposes  as  the  precipitated  form.  Com- 
bes4 believes  that  sulfur  owes  its  position  as  a 
therapeutic  agent  to  the  existence  of  certain  im- 
purities, especially  the  sulfurous  acid,  and  that 
pure  sulfur  is  probably  inert. 

Preparation  and  Directions  for  Use  of  80  to 
50  Per  Cent  Sulfur  in  Petrolatum. — Petrolatum, 
white  or  yellow,  rubbed  up  with  30  or  more  per 
cent  of  precipitated  sulfur  forms  a thick  paste  that 
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may  be  softened  by  levigation  with  a small 
amount  of  liquid  petrolatum.  A 50  per  cent 
sulfur  paste  is  frequently  found  to  be  too  thick  to 
apply.  A 40  per  cent  paste  may  be  preferable 
to  a 30  per  cent  paste  in  warm  weather. 

The  paste  is  spread  on  thin  with  a tongue 
blade.  It  is  not  to  be  rubbed  in  except  on  the 
hairy  scalp.  Applications  may  be  changed  one  or 
more  times  daily,  depending  on  the  need.  It  is 
removed  by  any  bland  mineral  or  vegetable  oil, 
followed  by  a soap  or  linit  starch  bath. 

White  or  yellow  petrolatum  was  chosen  as  a 
base  for  the  sulfur  in  these  studies  because  the 
anhydrous  and  hydrous  wool  fat  (lanolin)  may 
prove  irritant. 

Sulfur  30  to  40  per  cent  was  suspended  in  a 
watery  vehicle  with  the  aid  of  either  glycerin, 
tragacanth,  bentonite,  or  methyl  cellulose.  The 
action  of  the  concentrated  sulfur  suspension  was 
about  the  same  as  that  of  the  concentrated  paste, 
but  more  frequent  applications  were  necessary  for 
sustained  effect.  It  may  be  substituted  for  the 
sulfur  paste  if  the  patient  so  prefers. 

Dermatoses  That  Responded  to  Concen- 
trated Sulfur  Paste 

Pityriasis  Rosea. — Pityriasis  rosea  is  considered 
by  some  to  be  especially  susceptible  to  irritation 
by  sulfur.  During  a period  of  five  or  more  years, 
a number  of  patients  with  this  dermatosis  were 
treated,  at  first  with  30  per  cent  sulfur  in  petro- 
latum, later  with  even  40  to  50  per  cent  sulfur. 
The  skin  lesions  involuted  more  rapidly,  but  irri- 
tation occasionally  developed.  This  was  of  a 
passing  nature,  however,  and  further  treatment 
with  the  same  preparation  was  later  well  toler- 
ated. 

This  treatment  is  not  advocated  for  the  ordi- 
nary case,  which  will  subside  in  a few  weeks  under 
little  or  no  treatment.  It  may  be  applied  when 
the  eruption  is  of  a severe  type  or  in  those  cases 
in  which  the  skin  condition  has  been  present 
longer  than  the  usual  time  and  is  lagging  in  in- 
volution in  spite  of  the  usual  treatments.  M. 
Oppenheim6  stated  that  25  per  cent  sulfur  oint- 
ment was  the  customary  treatment  for  pityriasis 
rosea  in  Vienna. 

Eczematous  Dermatitis. — The  sulfur  paste  was 
not  indicated  in  contact  dermatitis  that  responded 
to  soothing  remedies.  However,  when  soothing 
applications  failed  to  cause  the  eruption  to  in- 
volute, the  sulfur  paste  caused  the  lesions  to 
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Fig.  1.  (Case  3)  Seborrheic  dermatitis.  Duration  one  year.  Before  treatment  with  40  per  cent  sulfur  in 

petrolatum. 

Fig.  2.  (Case  3)  Seborrheic  dermatitis  two  months  after  treatment  with  40  per  cent  sulfur  in  petrolatum. 


subside  and  also  stopped  the  itching,  burning, 
etc. 

Acute  types  of  infantile  eczema  have  responded 
to  sulfur  paste,  where  crude  coal  tar  has  proved 
ineffective. 

An  acute  eczematous  eruption  of  the  face, 
axillae,  and  pubic  area  occurring  in  a child  with 
Hodgkin’s  disease  disappeared  with  the  use  of 
sulfur  paste  after  all  other  applications,  including 
the  mildest  of  topical  remedies,  had  failed. 

Seborrheic  Dermatitis. — Sulfur  concentrate 

paste  was  not  utilized  in  the  ordinary  cases  of 
seborrheic  dermatitis  responding  to  the  conven- 
tional ammoniated  mercury  and  salicylic  acid 
ointment,  sulfur  ointment  (10  per  cent  or  less),  or 
preparations  containing  resorcinol,  betanaphthol, 
etc. 

The  sulfur  paste  was  employed  in  acute  sebor- 
rheids  with  extensive  generalization  of  the  erup- 
tion, including  the  genitals  and  intertriginous 
areas,  where  the  skin  was  unusually  irritable 


and  where  the  blandest  applications  could  not 
be  tolerated. 

The  following  case  reports  will  serve  as  ex- 
amples : 

Case  Reports 

Case  1. — A.  A.,  a housewife  aged  42,  born  in 
Turkey,  had  seborrheic  dermatitis  with  numerous 
acute  exacerbations  for  almost  two  years.  The  skin 
was  decidedly  inflamed,  with  Assuring  of  nearly  all 
intertriginous  areas.  The  conventional  remedies 
produced  little  or  no  effect.  Those  of  a soothing 
nature  were  poorly  tolerated. 

The  30  per  cent  sulfur  paste  was  spread  in  the 
form  of  a thin  layer  on  all  the  affected  parts  and 
rubbed  into  the  scalp.  Steady  improvement  fol- 
lowed immediately.  After  eight  weeks  of  treatment 
the  skin  was  of  normal  appearance  with  the  excep- 
tion of  a small  area  on  the  back  of  her  scalp. 

An  interesting  experience  with  this  patient 
developed  during  the  course  of  treatment.  Some 


748 


E.  WILLIAM  ABRAMOWITZ 


[N.  Y.  State  J.  M. 


Fig.  3.  (Case  4)  Seborrheic  dermatitis.  Duration  five  weeks.  Before  treatment  with  40  per  cent  sulfur 

in  petrolatum. 

Fig.  4.  (Case  4)  Seborrheic  dermatitis  about  six  weeks  after  treatment  with  40  per  cent  sulfur  in  petrola- 
tum. 


red  and  scaly  lesions  on  her  neck  were  not  reced- 
ing so  rapidly  as  other  affected  areas  of  the  body. 
A 3 per  cent  ammoniated  mercury  together  with 
1 per  cent  salicylic  acid  in  a petrolatum  base  was 
applied  to  these  resistant  areas.  It  had  to  be 
discontinued  because  of  an  immediate  aggrava- 
tion of  the  eruption.  However,  the  use  of  the 
sulfur  concentrated  paste,  at  first  with  30  per 
cent  and  then  with  40  and  50  per  cent  sulfur, 
caused  the  eruption  to  subside.  This  patient  was 
presented  by  me  at  a meeting  of  the  Manhattan 
Dermatological  Society,  December  13,  1938.6a 

Case  2. — C.  G.,  a woman  aged  28,  had  a scaly 
erythematous  eruption  of  two  months’  duration  on 
the  chest,  arms,  face,  ears,  back  of  neck,  and  scalp. 
Oozing  was  present  in  some  areas.  Examination  for 
fungi  was  negative.  She  had  used  “Glover’s  Mange 
Cure,”  which  caused  an  extension  of  the  dermatitis. 
The  use  of  30  per  cent  sulfur  in  petrolatum  caused 
immediate  improvement  and  final  cure. 

Case  3. — See  Figs.  1 and  2.  H.  S.,  a woman  aged 
51,  presented  extensive  erythematous  scaly  patches, 
of  a year’s  duration,  on  the  face,  chest,  upper  ex- 
tremities, and  in  the  groins.  The  patches  on  the 
trunk  appeared  more  recently.  Treatment  with 


various  ointments  had  been  of  little  avail.  She 
was  told  to  apply  sulfur  40  per  cent  in  petrolatum 
twice  daily  to  the  affected  areas.  As  indicated  in 
Fig.  2,  the  eruption  disappeared  after  two  months’ 
treatment.  Some  residual  pigmentation  remained. 

Case  4- — See  Figs.  3 and  4.  V.  C.,  a man  aged  40, 
presented  a stubborn  erythematous  and  crusted 
dermatitis  of  the  entire  face.  There  was  seborrheic 
scaling  of  the  scalp,  with  erythematous  scaly  papules 
on  the  chest.  The  eruption  was  of  five  weeks’  dura- 
tion before  the  institution  of  treatment  with  40  per 
cent  sulfur  in  petrolatum.  About  six  weeks  later 
most  of  the  dermatitis  had  subsided  and  was  barely 
visible. 

These  3 patients  (Cases  2,  3,  and  4)  were  pre- 
sented by  me  at  a meeting  of  the  New  York 
Academy  of  Medicine  Section  of  Dermatology 
and  Syphilology,  March  7,  1939.6b 

My  first  report  on  the  use  of  30  to  40  per  cent 
sulfur  paste  in  cases  of  a similar  nature  was  made 
in  1939.7  Several  dermatologists  in  this  and 
other  cities  have  employed  it  since  then  with 
satisfactory  results.  Even  the  delicate  skin  over 
the  eyelids  and  genitals  can  tolerate  the  sulfur 
paste.  There  need  be  no  fear  of  a severe  derma- 
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Fig.  5.  (Case  6)  Erythroderma  psoriaticum.  Before  treatment  with  30  and  40  per  cent  sulfur  in  petrola- 
tum. 

Fig.  6.  (Case  6)  Erythroderma  psoriaticum.  After  two  months’  treatment  with  30  to  40  per  cent  sulfur 
in  petrolatum,  applied  to  the  left  side  of  the  face,  trunk,  and  extremities.  The  left  side  of  the  body  shows 
less  reddening  of  the  skin  with  involution  of  psoriasis  lesions. 


titis  developing.  In  the  few  instances  where 
irritation  was  complained  of  at  first,  it  soon  disap- 
peared, either  with  continuation  of  the  treatment 
or  after  a rest  from  treatment  for  several  days. 

Psoriasis. — The  sulfur  concentrate  paste  did 
not  prove  effective  in  ordinary  psoriasis,  or  in  the 
pustular  type. 

Several  cases  of  erythroderma  psoriaticum,  one 
following  injections  of  gold,  responded  to  the 
sulfur  concentrate  paste  sufficiently  well  to  war- 
rant its  trial  in  other  types  of  erythroderma. 
The  following  two  case  reports  are  of  interest 
in  this  connection : 

Case  5. — H.  R.,  a cabinet  maker  aged  55,  married, 
was  born  in  Austria  and  lived  in  the  United  States 
about  forty  years.  His  past  history  was  irrelevant 
except  that  he  had  psoriasis  for  about  thirty  years. 
During  this  period  the  eruption  became  generalized 
on  six  or  seven  occasions.  The  last  episode  was 
severe  and  was  accompanied  by  an  infection  of  the 
upper  respiratory  tract.  Biopsy  confirmed  the 
diagnosis  of  psoriasis.  The  patient  presented  an 
enlarged  liver  and  spleen  with  inguinal  and  axillary 


adenopathy.  The  blood  count  indicated  chronic 
lymphatic  leukemia. 

The  exfoliative  dermatitis  was  treated  with  a 
sulfur  ointment  (30  per  cent)  in  petrolatum.  The 
use  of  the  ointment  was  continued  for  a little  over 
three  months,  resulting  in  a disappearance  of  the 
eruption  except  for  a few  scattered  scaly  papules 
on  the  body.  The  sulfur  seemed  to  control  the 
itching  better  than  the  other  remedies.  There  was 
no  recurrence.  This  patient  was  presented  by  me 
at  a meeting  of  the  Manhattan  Dermatological 
Society,  May  9,  1939.6c  The  patient  later  died  from 
leukemia. 

Case  6. — See  Fig.  5.  M.  S.,  a boy  aged  19,  at- 
tending school,  first  noticed  psoriasis  on  his  scalp 
about  two  years  ago.  Since  then  the  eruption  has 
spread  to  other  parts  of  his  body.  In  the  fall  of 
1941,  he  developed  an  erythroderma  psoriaticum. 
Owing  to  the  widespread  extent  of  the  eruption, 
he  was  admitted  to  the  New  York  Postgraduate 
Hospital,  Service  of  Dr.  I.  Rosen,  in  October,  1941. 
The  entire  body  was  covered  with  one  mass  of  num- 
erous papular  psoriasis  lesions,  but  here  and  there 
normal  skin  could  be  observed.  Considerable  red- 
ness of  the  skin  was  present.  All  the  nails  were 
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crumbly,  pitted,  and  discolored.  His  general  con- 
dition was  good.  Physical  examinations  revealed 
nothing  abnormal.  There  was  no  glandular  en- 
largement. A blood  Wassermann  reaction  was 
negative.  Urine  analysis  was  normal. 

The  patient  could  not  tolerate  bland  oils  and 
ointments,  as  he  complained  of  irritation  and  the 
skin  appeared  redder  after  such  applications.  Ultra- 
violet ray  treatments  were  also  of  no  avail. 

A 30  per  cent  precipitated  sulfur  in  petrolatum 
was  applied  first  to  the  left  arm  and  forearm,  while 
a Burow  emulsion  was  applied  to  other  parts  of  the 
body.  The  patient  preferred  the  sulfur  preparation 
and  its  use  was  extended  to  the  entire  left  side  of  the 
scalp,  face,  neck,  trunk,  and  extremities.  While 
this  was  done,  the  right  side  of  the  body  was  given 
applications  of  zinc  oxide  ointment,  then  zinc  paste, 
and  finally  mineral  oil. 

The  left  side  of  the  body,  treated  with  sulfur, 
showed  some  paling  of  the  reddened  skin  and  begin- 
ning involution  of  the  psoriasis  lesions.  There  was 
no  change  on  the  right  side  of  the  body,  which  was 
treated  with  zinc  oxide  and  zinc  paste.  Mineral  oil 
made  the  patient  uncomfortable.  See  Fig.  6. 

Sulfur  30  per  cent  was  then  applied  to  both  sides 
of  the  body  for  the  remainder  of  the  patient’s  stay 
in  the  hospital.  A test  for  sulfhemoglobin  in  the 
blood  was  made  but  none  was  detected.  The  patient 
was  discharged  in  December,  1941,  considerably  im- 
proved. 

He  had  an  aggravation  of  the  eruption  after  he 
left  the  hospital,  however,  in  spite  of  the  use  of  sulfur 
in  petrolatum. 

Rosacea. — This  skin  affection  responded  nicely 
to  the  use  of  sulfur  30  to  40  per  cent  in  petrola- 
tum. It  was  applied  in  the  usual  manner  at  night 
and  removed  by  washing  the  following  morning. 
The  general  systemic  measures  used  in  rosacea 
were  also  prescribed.  No  irritation  was  observed 
in  any  of  the  patients  treated. 

Scabies. — Several  cases  of  scabies  were  cured 
with  the  concentrated  sulfur  paste.  Irritation 
did  not  develop  even  when  the  paste  was  applied 
to  the  skin  of  a 5-year-old  child.  There  was  no 
definite  advantage,  however,  over  the  more 
easily  applied  acaricides. 

Dermatoses  with  Partial  Response  to  the 
Concentrated  Paste 

The  sulfur  paste  was  tried  in  lichen  planus. 
The  pruritus  was  relieved  in  some  instances,  but 
there  was  little  effect  on  the  dermatosis  itself. 

Impetigo  and  tinea  circinata  appeared  to  be 
benefited,  but  there  was  no  special  advantage 
in  using  this  remedy  over  others. 

Infectious  eczematoid  dermatitis  and  inter- 
triginous  dermatitis  of  fungous  origin  subsided  to 
a certain  point  but  required  further  etiologic 
treatment  for  final  cure. 

Several  recalcitrant  cases  of  sycosis  vulgaris  of 
long  standing  seemed  to  improve  under  treat- 


ment with  the  sulfur  paste.  In  other  instances 
the  results  were  questionable.  Nevertheless, 
it  appears  worthy  of  further  trial  in  this  obstinate 
skin  affection. 

Dermatoses  with  No  Response  to  the  Con- 
centrated Sulfur  Paste 

Acne  Vulgaris. — A few  cases  of  ordinary  acne 
were  subjected  to  the  sulfur  paste  treatment,  but 
it  was  soon  abandoned.  It  did  not  control  the 
seborrhea,  the  comedones,  or  the  other  lesions 
seen  in  acne  vulgaris  as  well  as  sulfur  and  other 
preparations  in  a nonfatty  vehicle. 

Other  Dermatoses. — The  sulfur  paste  was  tried 
in  neurodermatitis,  localized  and  general  types, 
and  also  in  the  discoid  type  of  lupus  erythema- 
tosus. No  particular  beneficial  effect  was  noted. 
Vesicular  and  bullous  dermatoses,  like  herpes 
simplex,  zoster,  erythema  multiforme,  and  pem- 
phigus, showed  in  general  no  relief  from  subjec- 
tive symptoms  and  no  hastening  of  involution 
of  the  eruption.  The  sulfur  paste  is  being  tried 
further  in  these  and  in  still  different  dermatoses. 

Tentative  Explanation  of  the  Action  of 
Concentrated  Sulfur  Paste 

Most  of  the  official  preparations  of  sulfur  oint- 
ments contain  about  10  to  20  per  cent  of  sulfur 
(precipitated  or  sublimed).  Sulfur  containing 
lotions,  lotio  alba  N.F.,  magma  sulfurata,8  etc., 
may  contain  anywhere  from  4 to  30  per  cent  of 
various  compounds  of  sulfur.  Dermatitis  has 
appeared  from  the  weaker  preparations  in  derma- 
toses of  a chronic  nature  (acne,  rosacea)  as  well 
as  from  stronger  preparations.  Several  cases  of 
fatal  poisoning  have  been  reported  in  nurslings 
with  scabies,  presumably  from  the  external  ap- 
plication of  10  per  cent  sulfur  in  petrolatum.9 

The  local  antiparasitic  effect  of  sulfur — that  is, 
the  precipitated  sulfur — is  attributed  to  the  de- 
velopment of  hydrogen  sulfide,  alkali  sulfides, 
and  sulfites  when  brought  in  contact  with  organic 
matter.  Its  reducing,  keratoplastic,  astringent, 
and  antiphlogistic  actions  are  accounted  for  also 
in  this  way. 

It  appears  to  the  author  that  the  30  to  40  per 
cent  sulfur  in  petrolatum  is  not  only  effective 
therapeutically  in  certain  acute  dermatoses  but, 
paradoxically  enough,  is  less  apt  to  cause  irrita- 
tion and  dermatitis  than  the  weaker  sulfur  oint- 
ments. The  explanation  of  this  paradox  is  not 
an  easy  matter. 

The  local  therapeutic  effect  of  an  active  in- 
gredient, even  more  so  than  in  the  case  of  drugs 
for  internal  use,  is  only  one  of  several  other  ac- 
tions possessed  by  the  particular  agent.  One  or 
the  other  of  these  pharmacologic  properties  may 
assume  an  ascendancy,  depending  on  the  con- 
centration, duration  and  place  of  application, 
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vehicle,  etc.  These  effects  are  aside  from  those 
due  to  the  primary  irritant  action  on  the  skin  or 
those  due  to  cutaneous  hypersensitivity. 

Doubling  or  tripling  the  dose  of  a drug  for 
internal  use  produces  an  increased  pharmacologic 
effect  entirely  out  of  proportion  to  the  increase 
in  dose.10  For  instance,  if  the  inactive  threshold 
dose  of  digitoxin  is  0.9  mg.,  and  the  active  thera- 
peutic dose  is  1 mg.,  then  the  effect  from  2 mg.  of 
this  drug  is  as  follows : 

1.0  - 0.9  = 0.1 

2.0  - 0.9  = 1.1 

In  other  words,  the  difference  in  action  between  1 
mg.  and  2 mg.  of  digitoxin  is  not  twice  as  much 
but  eleven  times  (0.1  : 1.1)  as  much. 

In  the  case  of  external  remedies,  it  may  be 
stated  that  the  purely  local  therapeutic  effect  of 
a drug  (active  ingredient)  in  a vehicle  increases 
with  an  increase  in  the  concentration  of  the  drug, 
the  vehicle  being  the  same.  But  this  continues 
only  up  to  a certain  point  in  the  concentration  of 
the  drug,  beyond  which  no  further  added  local 
effect  is  noted.  For  instance,  a 10  per  cent  chrys- 
arobin  ointment  is  less  than  ten  times  as  active 
as  a 1 per  cent  chrysarobin  ointment,  other  things 
being  equal.  In  fact,  it  has  been  observed  that  a 
1 per  cent  chrysarobin  ointment  may  be  just 
as  effective  (in  psoriasis)  as  the  higher  concentra- 
tions. The  action  of  local  remedies,  therefore,  is 
dependent  on  many  different  factors,  some  of 
which  need  further  clarification. 

A number  of  our  own  treated  patients  have 
been  patch-tested  with  5,  10,  20,  and  30  per  cent 
sulfur  in  petrolatum.  An  erythematous  papular 
reaction  of  the  skin  occasionally  developed  after 
contact  for  two  days,  over  the  area  of  the  weaker 
sulfur  pastes,  but  not  from  the  30  per  cent  paste. 
Several  patients  who  presented  a dermatitis  from 
some  sulfur  ointment  obtained  elsewhere  were 
able  to  use  a 30  or  more  per  cent  sulfur  in  petro- 
latum. 

It  may  be  argued  that  in  using  a concentrated 
sulfur  paste,  an  effect  resembling  that  of  a bland 
powder  is  obtained,  owing  to  the  compact  physi- 
cal state  of  the  preparation.  That  some  sulfur 
action  takes  place  is  indicated  clinically  by  the 
antiscabetic  effect  of  the  sulfur  paste.  The 
activity  of  sulfur  in  the  sulfur  paste  has  been 
further  verified  in  the  following  way: 

Five  silver  coins  (dimes)  with  markings  almost 
gone,  were  placed  separately  face  down  in  con- 
tact with  3 per  cent,  5 per  cent,  10  per  cent,  20 
per  cent,  and  30  per  cent  sulfur  in  petrolatum  in 
separate  covered  ointment  tins.  Each  coin  was 
left  in  the  paste  for  about  twelve  hours.  When 
removed  the  surface  of  the  coin  in  contact  with 
the  30  per  cent  sulfur  showed  a deep  black  color, 
the  others  were  less  black,  varying  with  the 
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Fig.  7.  The  appearance  of  dimes  after  twelve 
hours’  contact  with  various  percentages  of  sulfur  in 
petrolatum.  The  top  coin,  which  was  placed  in  30 
per  cent  sulfur  in  petrolatum,  shows  the  heaviest 
deposit  of  sulfur. 

strength  of  the  sulfur  precipitate  present  in  the 
petrolatum  (Fig.  7).  The  surface  of  the  coins  not 
in  contact  with  the  sulfur  paste  remained  un- 
changed, showing  that  no  sulfur  reached  this 
surface  of  the  silver  coin,  even  though  it  was 
exposed  in  the  covered  ointment  tin.  As  judged 
by  this  rough  chemical  test,*  the  sulfur  paste  is 
not  inert  material.  The  30  per  cent  sulfur  paste 
shows  a much  larger  presence  of  sulfur  than  the 
weaker  sulfur  petrolatum  preparations. 

The  following  quotation  is  taken  from  Smith’s 
Inorganic  Chemistry:  “ We  do  not  think  ordinarily 
of  sulfur  as  a very  active  chemical  substance,  but 
this  is  largely  due  to  the  fact  that  its  solid  condi- 
tion interferes  with  the  attainment  of  close  con- 
tact with  the  body  upon  which  it  acts.  It  is 
really  very  active.”11  The  large  amount  of  sul- 
fur present  in  the  concentrated  sulfur  paste  ren- 
ders it  more  compact.  There  is  less  close  con- 
tact with  the  skin  upon  which  the  sulfur  acts. 
This  may  account  for  the  less  irritating  proper- 
ties of  strong  sulfur  preparations  with  little  or  no 
interference  in  the  beneficial  local  therapeutic 
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action  of  sulfur  on  the  skin  when  the  sulfur  con- 
centrate paste  is  used. 

Summary  and  Conclusions 

The  basic  principle  of  the  rational  therapy  of 
skin  diseases  is  to  apply  soothing  remedies  to 
those  of  an  acute  inflammatory  nature.  Strong 
and  stimulating  agents  are  used  in  obstinate  and 
chronic  dermatoses. 

Precipitated  sulfur,  30  to  40  per  cent  in  petro- 
latum, acts  effectively  in  acute  inflammatory  der- 
matoses that  fail  to  respond  to  the  conventional 
mild  and  soothing  applications. 

Pityriasis  rosea,  acute  eczematous  dermatitis, 
generalized  acute  seborrheids,  and  psoriasis  of 
the  erythrodermatous  type,  also  rosacea,  and 
scabies,  responded  favorably  to  the  sulfur  con- 
centrated paste.  Infectious  eczematoid  derma- 
titis and  other  eczematous  parasitic  dermatoses, 
impetigo,  and  sycosis  vulgaris  also  may  do  well. 

Other  dermatoses,  like  acne  vulgaris,  neuro- 
dermatitis, lichen  planus,  discoid  lupus  erythe- 
matosus, vesicular  and  bullous  dermatoses  (herpes 
simplex,  zoster,  pemphigus),  show  questionable 
or  no  response  to  the  sulfur  paste. 

The  sulfur  paste  acts  as  an  antiphlogistic,  re- 
ducing, antipruritic,  and  antiparasitic  agent. 

Dermatitis,  not  uncommon  with  milder  sulfur 
ointments,  has  not  been  observed  following  the 
use  of  30  to  40  per  cent  sulfur  in  petrolatum. 
Irritation  may  appear.  It  is  of  a temporary  na- 
ture and  subsides  with  the  further  use  of  the  sul- 
fur paste. 

There  is  less  close  contact  of  the  sulfur  with  the 
skin  by  the  use  of  30  to  40  per  cent  sulfur  in  petro- 
latum than  with  weaker  sulfur  ointments,  allow- 
ing the  therapeutic  action  of  sulfur  to  assume  the 
ascendancy  over  the  less  desirable  irritating  ef- 
fects. 

As  shown  by  actual  tests,  the  concentrated 
sulfur  paste  is  not  an  inert  compound. 

853  Seventh  Avenue 
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Discussion 

Dr.  Frank  C.  Combes,  New  York  City — I am 
sure  we  have  all  enjoyed  listening  to  Dr.  Abramo- 
witz’s  interesting  paper.  Sulfur  is  a most  remark- 
able element.  It  exists  in  several  allotropic  forms, 
possesses  three  valences,  diadic,  tetradic,  and  hexa- 
dic,  occurs  as  electropositive  and  as  electronegative 
ions,  and  is  dispensed  as  flowers  of  sulfur,  precipi- 
tated sulfur,  and  sublimed  sulfur. 

The  failure  of  30  to  50  per  cent  sulfur  pastes  to 
irritate  the  skin  which  has  previously  rebelled 
against  weaker  concentrations  has  always  intrigued 
me.  We  may  not  know  why,  but  we  can  always 
theorize. 

Sulfur,  under  favorable  conditions,  has  the  ability 
of  combining  with  oxygen  to  form  various  oxides 
which  combine  with  water  to  form  polythionic  acids. 
It  also  has  the  ability  to  combine  with  hydrogen  to 
form  hydrogen  sulfide,  which  in  turn  forms  hy- 
droxides and  basic  sulfides.  The  actions  of  sulfur 
on  the  skin  are  dependent  on  these  two  series  of 
compounds.  The  keratoplastic  action  is  dependent 
on  the  ability  of  sulfur  to  absorb  oxygen  from  the 
skin.  Its  antiscabetic  action  probably  depends  upon 
its  ability  to  combine  with  hydrogen,  since  this  ac- 
tion may  be  elicited  by  the  application  of  the  dry 
powder  in  the  presence  of  warmth  and  perspiration. 

Now,  why  will  a 10  per  cent  sulfur  ointment  irri- 
tate the  skin,  whereas  a 40  per  cent  ointment  will 
not?  There  is  no  doubt  that  40  per  cent  is  potent 
(as  Dr.  Abramowitz  has  stated)  and  does  not  act 
as  a bland  paste.  However,  I do  not  think  the  re- 
sult of  his  demonstration  with  the  dimes  is  due  pri- 
marily to  the  sulfur  but  rather  to  sulfuric  acid,  which 
is  formed  from  oxygen  taken  up  from  the  air  and  is 
present  in  all  sublimed  and  precipitated  sulfur  as  an 
impurity.  It  is  doubtful  whether  elemental  sulfur 
exhibits  any  activity  until  it  comes  in  contact  with 
the  proteins  of  the  skin,  sebum,  and  sweat,  and  is 
changed  to  thionic  acids. 

Only  two  theories  appeal  to  me  as  explanations  of 
this  paradox.  Both  probably  act  simultaneously. 
The  first  is  dependent  upon  the  secretion  of  sweat 
over  the  area  on  which  the  paste  is  applied.  Sulfur 
applied  to  the  skin  causes  an  active  dilatation  of  the 
cutaneous  capillaries,  edema  of  the  rete,  and  activity 
of  the  sudoriparous  glands.  This  sweat  has  a pH 
which  is  more  alkaline  than  normal  because  of  dilu- 
tion of  the  fatty  acids.  Sulfur  is  more  active  in  an 
alkaline  medium.  Sulfur  in  a paste  is  more  absorp- 
tive, acting,  by  capillarity,  to  some  degree  like 
Lassar’s  paste,  as  a sponge,  and  removing  this  sweat 
from  the  surface.  An  oleagenous  ointment  repels 
it,  leaving  it  on  the  surface,  saturating  the  normally 
acid  epidermis,  enhancing  the  formation  of  alkaline 
sulfides  which  are  in  turn  keratolytic  and  irritating. 
Elemental  sulfur  is  also  soluble  in  these  sulfides, 
thus  setting  up  a vicious  cycle. 

The  second  theory  is  based  upon  the  viscosity  of  a 
paste.  The  only  part  of  the  sulfur  which  is  thera- 
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peutically  active  is  that  in  direct  contact  with  the 
epidermis.  Because  of  the  density  of  the  paste  and 
the  close  proximity  of  each  sulfur  particle  with  the 
other,  movement  of  sulfur  to  the  surface  is  slower 
in  a paste  than  in  an  ointment,  thus  lessening  the 
intensity  of  the  action. 

The  question  will  be  asked,  why  is  a paste  fre- 
quently beneficial  when  the  weaker  ointment  is 
not? 


This  can  be  answered  by  assuming  that  the  kerato- 
plastic  action  of  sulfur  is  dependent  upon  its  ability 
to  absorb  oxygen  with  the  formation  of  polythionic 
acids,  while  its  irritating  and  keratolytic  effect  is 
dependent  on  the  basic  polysulfides  which  are  pres- 
ent to  a greater  degree  under  a thin  ointment  than 
under  a thick  paste.  The  keratoplastic  action  is 
therefore  intensified  while  the  irritating  effect  is 
lessened. 


PHYSIOLOGY  OF  DELAYED  PARACHUTE  JUMPS 


Certain  hiatuses  have  become  apparent  in  the 
available  knowledge  concerning  the  physiologic 
effects  of  free  fall  through  the  air.  Additional  in- 
formation on  this  subject  is  now  supplied  by  the 
report  of  an  important  investigation  of  the  subject 
by  Carlson,  Ivy,  and  their  colleagues  [Quart.  Bull. 
Northwestern  Univ.  M.  School  16:  254  (1942)]. 
Their  observations  were  made  on  Mr.  Arthur  H. 
Starnes,  an  experienced  parachute  jumper  ....  in 
six  free  falls.  These  occurred  through  distances 
which  ranged  from  8,400  to  29,300  feet.  The  rate  of 
free  fall  varied  from  an  average  of  112  to  158  miles 
an  hour  in  the  case  of  the  lower  altitudes  to  171 
miles  an  hour  in  the  free  fall  from  31,400  feet  above 
sea  level ....  The  maximum  average  rate  calculated 
for  4.6-second  intervals  was  about  229  miles  an 
hour. 

The  heart  rate  during  the  free  fall  from  31,400 
feet  was  within  the  normal  range;  this  was  deter- 
mined by  broadcast  to  the  ground  by  special  ap- 
paratus which  picked  up  cardiac  potentials  from 
chest  leads.  The  blood  pressure  is  not  significantly 
influenced,  according  to  the  evidence  based  on  Mr. 
Starnes’s  reactions  during  fall  and  on  studies  carried 
out  during  rapid  recompression  in  an  altitude 


chamber.  A transient  “blackout,”  or  loss  of  con- 
sciousness, may  occur  when  the  rate  of  fall  is  sud- 
denly checked  by  the  opening  of  the  parachute. 
Respiration  is  irregular,  varying  from  three  to  four- 
teen respirations  during  the  various  free  falls. 
Auditory  acuity  is  definitely  diminished  during  free 
falls;  visual  acuity,  however,  is  not  impaired  when 
goggles  are  worn.  The  position  of  the  body  during 
a free  fall  is  not  fixed,  and  the  body  tends  to  wobble 
twist,  and  spin.  However,  the  human  body  can 
be  kept  nearly  vertical  ....  by  use  of  an  accessory 
“antispin”  parachute.  This  position  has  certain 
physiologic  advantages  and  reduces  one  of  the 
hazards  of  parachute  jumping,  namely,  twisting  and 
fouling  of  the  shroud  lines  of  a parachute.  Con- 
vincing evidence  was  obtained  that,  at  least  in  the 
experienced  person,  mental  reactions  are  clear  and 
rapid  during  an  extended  free  fall  through  the  air. . . . 

The  principal  conclusion  agrees  with  that  pre- 
viously expressed  by  Lieut.  Col.  H.  G.  Armstrong — 
namely,  that  delayed  parachute  jumps  are  an  en- 
tirely practical  means  of  avoiding  certain  highly 
hazardous  aerial  situations,  such  as  the  danger  of  the 
parachutist  being  shot  down  by  an  unscrupulous 
enemy  in  a plane. — J.A.M.A. 


PSYCHIATRY  IN  AVIATION 
Generally  speaking,  the  career  of  a pilot  may  be 
separated  into  about  three  periods.  During  the  first 
period,  extending  over  about  four  years  from  the 
time  of  graduation,  he  is  carefree  and  flies  with  con- 
siderable abandon.  He  is  less  conservative  and  has 
few  inhibitions.  He  then  merges  into  the  next 
period,  which  extends  for  about  ten  years,  ranging 
from,  say,  27  to  37.  During  this  period  he  becomes 
more  conservative.  He  has  frequently  experi- 
enced or  witnessed  crashes,  and  he  has  developed  a 
more  practical  appraisal  of  his  profession.  He 
usually  has  acquired  a family  and  he  may  be  re- 
garded as  being  at  the  peak  of  his  profession.  The 
next  period  is  associated  with  more  mature  years.  As 
the  pilot  grows  older  he  incurs  certain  physical  lim- 
itations. His  domestic  and  social  responsibilities  in- 
crease and  he  inclines  more  toward  administrative 
duties  and  tends  to  lose  contact  with  the  ever  increas- 
ing advancements  of  the  improved  types  of  aircraft. 
Under  these  circumstances  he  may  give  up  flying,  or 
restrict  his  flying  to  a narrower  field  of  activity.  If 
he  maintains  his  adjustment,  he  may  continue  for  an 
indefinite  period.  Maladjustments  often  result  in  the 
assignment  of  a pilot  to  a type  of  flying  duty  for 


which  he  has  lost  contact.  He  becomes  conscious  of 
his  limitations  and  may  develop  an  anxiety  as  to  his 
ability  to  cope  with  the  situation. 

The  keenly  intelligent  and  analytical  type  of  pilot 
is  not  always  the  best  risk  for  the  long  pull.  These 

individuals  are  more  capable  of  sensing  danger 

Undoubtedly  they  are  subject  to  greater  emotional 
response.  They  respond  more  sensitively  to  noise 
and  other  stimuli  encountered  in  flying.  Therefore, 
they  require  a more  profound  adjustment  because  of 
these  facts.  Age  is  another  factor.  Young  men 
under  25  qualify  more  readily  under  flight  training 
than  do  older  personnel. 

In  conclusion,  the  early  indications  of  fatigue, 
staleness,  effort  syndrome,  and  even  aeroneurosis 
are  often  characterized  by  increased  irritability  and 
changes  in  the  pilot’s  attitude  to  his  work  and  his 
associates.  Only  trained  medical  personnel  and 
flight  surgeons,  who  know  the  pilots  and  know  their 
habits  and  reactions,  can  detect  a change  at  this 
stage.  It  is  this  early  diagnosis  that  we  must  de- 
pend on  for  salvage  of  flying  personnel  if  they  are 
to  be  saved  for  useful  flying. — Capt.  J.  C.  Adams, 
M.C.,  U.  S.  N.,  in  U.S.  Naval  Medical  Bulletin 
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NEW  YORK  CITY  IN  THE  HISTORY  OF 
AMERICAN  OPHTHALMOLOGY 


George  Rosen,  M.D.,  Brooklyn 

THE  extensive  subdivision  of  iabor  and  seg- 
mentation of  function,  so  characteristic  of 
modern  medicine,  manifests  itself  in  the  exist- 
ence of  certain  limited  fields  of  practice  known  as 
specialties.  Underlying  their  development  is 
the  general  social  process  of  specialization.  Social 
scientists  have  subjected  the  principle  of  speciali- 
zation to  analysis  in  order  to  ascertain  the  fac- 
tors involved  in  its  operation.  It  was  recognized 
that  specialization  is  generally  an  aspect  of  social 
and  economic  systems  of  a certain  degree  of  com- 
plexity and  that  it  is  intimately  related  to  urban 
concentration.  The  appearance  of  the  city  is  of 
the  utmost  importance  for  the  development  of 
specialized  skills  and  activities.  Adam  Smith 
pointed  out  that  the  operation  of  the  principle  of 
specialization  was  limited  by  “the  extent  of  the 
market.”1  Emile  Durkheim  formulated  a prin- 
ciple indicating  the  relation  between  segmenta- 
tion of  function  and  population  size.  “The  divi- 
sion of  labor,”  he  says,  “varies  in  direct  propor- 
tion to  the  volume  and  density  of  societies,  and, 
if  it  progresses  steadily  in  the  course  of  social 
development,  it  is  because  societies  become  regu- 
larly more  dense  and  very  generally  more  volumi- 
nous.”2 The  significance  of  these  generaliza- 
tions is  that  they  provide  an  approach  which 
makes  it  possible  to  investigate  the  development 
of  the  medical  specialties  not  as  isolated  ac- 
cumulations of  technical  knowledge,  but  rather  as 
integral  elements  in  a texture  of  interwoven  social 
and  scientific  processes.  The  present  study 
attempts  to  investigate  the  role  of  the  city  in  the 
process  of  specialization  by  an  analysis  of  a par- 
ticular case — namely,  the  part  played  by  New 
York  City  in  the  development  of  ophthalmol- 
ogy as  a specialty  in  the  United  States. 

While  ophthalmology  as  a full-blown  specialty 
did  not  make  its  appearance  until  after  1860,  the 
factors  and  conditions  that  made  possible  its 
development  may  be  traced  back  to  the  second 
decade  of  the  century.  Among  the  precondi- 
tions contributing  to  the  rise  of  ophthalmic 
specialization,  the  existence  of  a number  of  hos- 
pitals for  patients  afflicted  with  eye  diseases 
must  be  considered  of  prime  importance.  In- 
deed, it  is  an  interesting  and  noteworthy  fact 
that  both  in  the  United  States  and  Great  Britain 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York,  New  York  City,  April  29,  1942. 


the  organization  of  special  ophthalmic  institutions 
preceded  the  appearance  of  the  ophthalmologist. 
These  hospitals  provided  centers  where  the  care 
and  teaching  of  eye  diseases  could  be  cultivated 
and  where  the  value  of  this  special  field  of  prac- 
tice could  be  demonstrated  to  the  medical  pro- 
fession. 

The  first  ophthalmologic  institution  in  this 
country  was  the  New  London  Eye  Infirmary 
established  by  Elisha  North  in  1817  at  New  Lon- 
don, Connecticut.3  This  establishment  ceased 
to  exist  some  time  around  1830  and  apparently 
exerted  no  influence  on  the  development  of 
American  ophthalmology.4 

In  1820,  however,  the  first  permanent  hospital 
for  diseases  of  the  eye,  the  present  New  York 
Eye  and  Ear  Infirmary,  was  founded  in  New  York 
City.  The  organization  of  this  institution  was 
the  work  of  two  young  physicians,  Drs.  Edward 
Delafield  and  John  Kearny  Rodgers.  The 
story  of  the  founding  of  this  hospital,  which  was 
intended  to  serve  the  poor  who  suffered  with  eye 
diseases,  was  related  by  Delafield  in  an  address 
delivered  on  April  25,  1856,  at  the  dedication 
of  the  new  building  of  the  New  York  Eye  Infirm- 
ary. “Some  time  in  the  year  1816,”  he  said,  “two 
young  men  recent  graduates  in  medicine  of  the 
College  of  Physicians  and  Surgeons  of  this  city, 
who  had  spent  together  the  previous  year  in  the 
New  York  Hospital,  one  as  house  physician  and  the 
other  as  house  surgeon,  sailed  for  Europe.  Their 
object  was  to  improve  themselves  in  the  knowl- 
edge of  the  profession  of  their  choice.” 

On  their  arrival  in  London  they  availed  them- 
selves of  the  instruction  in  the  nature  and  treat- 
ment of  eye  diseases  given  at  the  London  Eye 
Infirmary,  which  had  recently  been  founded  by 
John  Saunders.  The  two  young  Americans  were 
greatly  impressed  with  the  Infirmary  and  its 
teaching.  “On  their  return  to  their  country  in 
the  year  1818,”  relates  Delafield,  “the  subject  of 
diseases  of  the  eye  engaged  their  earnest  atten- 
tion, and  they  soon  came  to  the  resolution  that 
they  would  establish  in  our  city  for  the  first  time 
in  America  an  infirmary  for  curing  diseases  of  the 
eye 

“Accordingly,  two  rooms  were  hired  in  the  sec- 
ond story  of  a building  in  Chatham  Street,  then 
in  a central  situation,  and  the  few  articles  pro- 
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vided  that  the  humble  institution  required. 
Some  students  of  medicine  volunteered  to  per- 
form in  rotation  the  duty  of  apothecary,  and  the 
landlord  from  whom  the  rooms  were  rented  acted 

as  superintendent It  was  made  publicly 

known  that  all  poor  persons  applying  at  No.  45 
Chatham  Street  on  certain  days  and  hours  of 
each  week  with  diseases  of  the  eye  would  be 
gratituitously  treated,  and  the  necessary  medi- 
cines and  appliances  furnished  them. 

“A  single  week  proved  that  our  infirmary  would 
succeed,  for  immediately  many  poor  persons, 
thus  suffering,  applied  for  relief,  and  in  a short 
time  our  small  apartments  were  crowded  with 
them,  and  the  labor  of  caring  for  so  many  proved 
far  greater  than  was  anticipated. 

“The  undertaking  was  commenced  in  the 
month  of  August,  1820,  and  in  a period  somewhat 
less  than  seven  months,  436  patients  had  applied 
and  received  the  care  and  treatment  of  the  sur- 
geons of  the  infirmary/ ’5 

The  successful  outcome  of  the  experiment 
undertaken  by  the  New  York  physicians  did  not 
fail  to  impress  their  contemporaries,  as  evidenced 
by  the  testimony  of  Dr.  Edward  Reynolds,  co- 
founder with  Dr.  John  Jeffries  of  the  Massa- 
chusetts Eye  and  Ear  Infirmary  of  Boston.  In 
an  address  delivered  on  July  3,  1850,  at  the  dedi- 
cation of  the  new  building  of  the  Infirmary,  Rey- 
nolds declared:  “As  the  London  Eye  Infirmary 

owes  its  origin  to  the  Institution  at  Vienna,  so 
the  Massachusetts  Infirmary,  where  we  are  this 
day  assembled,  must  claim  its  parentage  from 
that. 

“The  valuable  work  of  Saunders,  published 
in  1816,  and  the  occasional  reports  of  the  in- 
firmary of  which  it  was  the  first  fruits,  began  to 
excite  a spirit  of  inquiry  among  several  eminent 
individual  in  our  country.  But  no  general 
movement  was  made  in  its  favor  until  1821, 
when  the  first  eye  infirmary  in  America  was  es- 
tablished by  Dr.  John  Kearny  Rodgers  and  Dr. 
Edward  Delafield,  two  of  the  most  distinguished 
physicians  and  surgeons  in  New  York,  who  may 
be  called  the  fathers  of  American  ophthalmology. 
Filled  with  the  spirit  first  received  at  the  London 
institution,  and  finding  on  their  return  from 
Europe  a great  number  of  poor  people  afflicted 
with  diseases  of  the  eyes,  they  were  desirous  of 
extending  a similar  blessing  to  their  native  city. 
Accordingly,  at  the  request  of  several  of  the 
senior  members  of  the  profession,  they  founded 
the  New  York  Eye  Infirmary,  where  they  have 
since  labored  with  praiseworthy  diligence,  de- 
voting to  its  interests  a great  amount  of  time, 
that  was  with  difficulty  spared  from  other  pro- 
fessional pursuits,  uncheered  by  any  adequate 
patronage  of  the  public,  though  36,000  fellow 
beings  have  received  the  blessing  of  sight  and 


hearing  at  their  hands;  and  reaping  no  other 
reward  than  the  happiness  of  doing  well. 

“Two  years  after,  in  the  latter  part  of  1824, 
the  example  was  followed  in  Boston  and  the  first 
effort  was  made,  whose  noble  result  we  are  this 
day  assembled  to  celebrate.”6 

The  New  York  Infirmary  continued  to  be  a 
significant  factor  in  the  development  of  Ameri- 
can ophthalmolog}7  and,  as  will  be  shown  later, 
was  intimately  connected  with  the  organization 
of  the  American  Ophthalmological  Society. 
During  the  twenties  and  thirties  ophthalmic 
hospitals  and  dispensaries  were  also  founded 
in  Philadelphia,  Boston,  and  Baltimore,  but  as 
yet  I am  not  prepared  to  state  definitely  whether 
their  establishment  was  in  any  way  influenced 
by  the  organization  of  the  New  York  Infirmary. 
In  1852  another  institution  for  diseases  of  the  eye, 
the  New  York  Ophthalmic  Hospital,  was  opened 
for  the  indigent  poor  of  New  York  City.  Besides 
these  special  hospitals,  ophthalmic  services  were 
also  organized  at  various  times  in  connection 
with  general  hospitals  and  general  dispensaries 
in  both  New  York  and  Brooklyn. 

Although  physicians  devoting  themselves  ex- 
clusively to  diseases  of  the  eye  did  not  appear  in 
New  York  until  after  1850,  otology  and  ophthal- 
mology were  practiced  together  for  a long  time, 
and  since  both  are  specialties  I am  disregarding 
this  combination  in  the  discussion.  There  were 
nevertheless  a number  of  surgeons  and  general 
practitioners  during  the  first  half  of  the  century 
who  paid  particular  attention  to  ophthalmic 
conditions  and  acquired  considerable  skill  in 
their  treatment.*  Many  of  these  men  were 
connected  with  the  special  eye  hospitals,  or 
with  general  hospitals  having  eye  services. 
Among  them  may  be  mentioned  Valentine  Mott, 
Gurdon  Buck,  Willard  Parker,  Alfred  C.  Post, 
Frank  H.  Hamilton,  George  C.  Blackman, 
George  Wilkes,  and  William  C.  Wallace.  Im- 
portant contributions  to  the  growing  body  of 
knowledge  on  the  eye  and  its  diseases  were  made 
by  various  New  York  physicians  and  surgeons. 
Of  these,  Wallace’s  studies  on  the  mechanism  of 
visual  accommodation,  Post’s  successful  blepharo- 
plasty,  and  Blackman’s  operation  for  blepharo- 
spasm are  perhaps  among  the  more  significant. 


* An  exception  to  this  general  statement  is  apparently  to 
be  found  in  the  case  of  William  Clay  Wallace,  of  New  York 
City,  who  was  active  during  the  first  half  of  the  19th  century 
and  who  styled  himself  “oculist.”7  The  first  clear-cut  case 
of  ophthalmic  specialization  that  I have  found  is  that  of  Dr. 
John  H.  Dix  of  Boston.  In  1843  the  Boston  Medical  and 
Surgical  Journal 8 noted:  “Dr.  Dix,  of  Boston,  advertises 

that  in  future  he  shall  devote  himself  to  the  diseases  of  the 
eye  and  ear”;  and  in  Volume  29  of  the  same  journal,  facing 
page  28,  is  to  be  found  the  following  announcement:  ‘‘Dis- 

eases of  the  Eye  and  Ear.  Dr.  J.  H.  Dix  will,  from  this  date, 
relinquish  general  practice,  and  attend  exclusively  to  the 
medical  and  surgical  treatment  of  Diseases  of  the  Eye  and 
Ear.  February  14,  1843,  No.  2 Bowdoin  Square.” 
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The  accomplishments  of  these  New  Yorkers 
and  of  their  confreres  in  other  large  cities  at- 
tracted the  attention  of  the  medical  profession  to 
the  possibilities  of  the  growing  field  of  ophthal- 
mology and  inspired  other  physicians  and  sur- 
geons to  engage  in  ophthalmic  work.  This 
development  was  particularly  marked  in  New 
York  because  of  the  influence  of  various  economic 
and  social  conditions  resulting  from  the  growth  of 
the  city. 

By  1850  New  York  had  become  the  colossus 
of  the  North,  having  disposed  of  her  rivals  during 
the  preceding  fifty  years.  New  York,  through 
her  location  at  the  mouth  of  the  Hudson,  stood 
at  the  entrance  to  a great  avenue  of  communica- 
tion with  the  interior  of  the  country,  for  the  Mo- 
hawk Valley  with  the  Mohawk  River  formed  a 
connecting  link  between  the  Hudson  and  the 
Great  Lakes.  This  natural  advantage  had  been 
utilized  in  the  building  of  the  Erie  Canal,  which 
was  completed  in  1825.  The  agricultural  Middle 
West  was  thus  brought  into  contact  with  the 
highly  developed  industrial  and  urban  section, 
to  which  New  York  was  the  gateway,  and  also 
with  Europe.  As  a result,  the  thriving  city  at 
the  mouth  of  the  Hudson  became  a great  dis- 
tributing center,  its  spacious  harbor  accommodat- 
ing ships  from  many  lands.  In  1850  New  York’s 
import  trade  was  somewhat  less  than  60  per  cent 
of  that  of  the  entire  country;  Philadelphia, 
Baltimore,  Boston,  and  New  Orleans  had  all  been 
compelled  to  acknowledge  her  commercial  su- 
premacy.9 This  was  the  New  York  which  Herman 
Melville  saw  as  the  “insular  city  of  the  Man- 
hattoes,  belted  round  by  wharves  as  Indian  isles 
by  coral  reefs — commerce  surrounds  it  with  her 
surf.”10 

Hand  in  hand  with  this  economic  development 
had  gone  a growth  of  population.  In  1790, 
New  York,  the  second  largest  city  in  the  country, 
had  a population  of  33, 131. 11  By  1840,  it  had 
increased  to  about  313,000,  and  twenty  years 
later,  it  had  already  reached  a total  of  more  than 
800,000. 12  This  rapid  growth  was  in  a large 
measure  a product  of  immigration,  that  mass 
movement  of  peoples  during  the  nineteenth  cen- 
tury which  Hansen  has  called  the  “Atlantic  Mi- 
gration.”13 During  the  forty  years  between  1820 
and  1860  about  5,000,000  immigrants  entered 
this  country.  The  decade  of  the  fifties  witnessed 
the  arrival  of  2,700,000  “passengers  of  foreign 
birth,”  more  than  half  of  the  previously  men- 
tioned total.14 

As  a result  of  this  rapid  increase  of  its  popula- 
tion, New  York  City,  like  many  other  urban 
communities  of  this  period,  was  soon  faced  with 
problems  of  housing,  of  overcrowding,  unsani- 
tary conditions,  cellar  dwellings,  and  high 
rents — in  short,  by  the  problem  of  the  slum. 


John  H.  Griscom  in  his  study  on  the  “Sanitary 
Condition  of  the  Laboring  Population  of  New 
York,”  which  appeared  in  1845,  has  left  us  a vivid 
portrayal  of  these  conditions.  Nor  do  the  “First 
and  Second  Reports  of  the  Metropolitan  Board 
of  Health,”  published  some  twenty  years  later, 
reveal  very  much  improvement.15 

The  morbidity  and  mortality  of  a given  social 
or  occupational  group  are  to  a large  extent  func- 
tions of  its  living  conditions,  so  that  one  is  not 
surprised  to  find  a high  incidence  of  disease  and 
death  associated  with  the  unsanitary  and  un- 
healthy living  conditions  of  the  poorer  classes 
in  New  York.  Among  the  diseases  commonly 
found  in  this  group  those  affecting  the  eye  oc- 
cupied a prominent  position.  On  this  point, 
we  have  the  testimony  of  Dr.  Reynolds  who,  in 
his  aforementioned  address,  affirmed  “that  the 
poor  and  laboring  classes  are  peculiar^  liable  to 
these  diseases — a fact  now  familiar  to  everyone 
acquainted  with  the  results  of  these  institu- 
tions. 

Whoever  would  study  the  diseases  of  the  eyes 
must  pass  by  the  houses  of  the  affluent,  and  enter 
those  of  the  poor.  The  great  majority  of  all 
these  cases  belong  to  the  humbler  ranks  of  so- 
ciety, and  have  their  prolific  parentage  in  the 
various  privations  and  sorrows  unavoidably 

consequent  upon  poverty It  is  the  toil- 

worn  laborer,  whose  fatiguing  occupations  must 
be  continued  in  the  summer’s  heat  and  the  win- 
ter’s cold — it  is  the  poor  foreigner  who  builds  your 
railroads  and  repairs  your  docks  that  seek  the 
aid  of  this  friendly  charity.  A large  proportion 
of  all  the  accidents  to  which  the  eye  is  liable  is  to 
be  found  not  in  the  office  of  the  professional  man 
or  the  counting  house  of  the  merchant  but  in  the 
workshop  of  the  poor  but  industrious  me- 
chanic.”16 

Although  Dr.  Reynolds  was  referring  to 
Boston,  his  statements  are  perhaps  even  more 
applicable  to  New  York  City  at  the  same 
period. 

Thus,  by  the  decade  of  the  sixties  there  were  al- 
ready present  in  New  York  important  prelimin- 
ary conditions  favoring  the  appearance  of 
ophthalmic  specialization — namely,  (1)  the  exist- 
ence of  special  ophthalmic  institutions,  (2)  the 
presence  of  a group  of  medical  men  interested  in 
diseases  of  the  eye  and  trained  to  deal  in  them 
therapeutically,  and  (3)  a rapidly  growing  urban 
population  with  a high  incidence  of  morbidity 
and  mortality.  In  addition  to  these  factors, 
brief  mention  must  be  made  of  two  circumstances 
which,  in  a sense,  have  been  implied  in  the  pre- 
ceding discussion  of  the  economic  development  of 
New  York. 

First,  the  ever-growing  stream  of  immigra- 
tion, which,  spanning  the  Atlantic,  emptied  into 
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the  flourishing  metropolis  astride  the  mouth  of 
the  Hudson,  often  brought  with  it  immigrant 
doctors,'  especially  from  Germany  and  Central 
Europe  after  the  defeat  of  1848.  It  is  not  im- 
plausible to  suggest  that  these  men  may  have 
helped  to  familiarize  American  physicians  with 
the  concept  of  the  medical  specialty,  since  seg- 
mentation of  medical  practice  had  already  pro- 
gressed much  farther  in  Europe.  In  this  con- 
nection it  is  worth  noting  that  the  American 
Journal  of  Ophthalmology , the  first  ophthalmo- 
logic journal  to  appear  in  America,  was  pub- 
lished in  New  York  in  1862  by  Dr.  Julius  Hom- 
berger,  an  immigrant  physician  from  Germany 
who  had  studied  with  von  Graefe  and  Sichel  and 
who  had  settled  in  New  York  in  1861  to  prac- 
tice ophthalmology.17  Similarly,  the  Archives 
of  Ophthalmology,  which  began  to  appear  in  1869, 
were  established  by  Dr.  Herman  Knapp,  who  had 
taught  at  Heidelberg  and  had  come  to  New 
York  in  1868. 

Second,  the  growth  of  the  port  of  New  York 
and  the  development  of  transatlantic  shipping 
lines  created  conditions  which  profoundly  in- 
fluenced American  medicine  and  stimulated  the 
growth  of  specialization.  The  facilitation  of 
cultural  change  generally  and  the  development  in 
medical  knowledge  and  practice  specifically  are 
contingent  upon  the  existence  of  a high  degree  of 
social  interaction  involving  a number  of  processes. 
Among  these  processes  the  direct  interaction 
arising  from  face-to-face  contacts  and  the  medi- 
ate interaction  produced  by  the  transmission  and 
circulation  of  theoretic  and  factual  information 
are  of  great  significance  in  stimulating  cultural 
change.  Improved  means  of  travel  and  com- 
munication render  possible  or  accelerate  the 
operation  of  these  processes.  The  develop- 
ment of  the  transatlantic  transportation  facili- 
ties brought  New  York  and  European  medical 
centers  into  closer  contact,  and  numerous  physi- 
cians took  advantage  of  this  circumstance.  Many 
of  the  founders  of  the  American  Ophthalmological 
Society  went  abroad  to  study  with  the  leaders  of 
ophthalmology  in  Europe,  with  Donders  in 
Holland,  with  Bowman  in  London,  Sichel  and 
Desmarres  in  Paris,  von  Graefe  in  Berlin,  and 
Arlt  and  Jaeger  in  Vienna. 

In  June,  1864,  the  American  Ophthalmological 
Society  was  organized  in  New  York.18  The 
formation  of  this  society  marks  a decisive  turn- 
ing point  in  the  development  of  the  specialty  of 
ophthalmology.  Specialized  knowledge  and  tech- 
nics may  exist  and  be  utilized  by  physicians,  and 
yet  there  may  be  no  specialty.  A number  of 
men  operating  within  a limited  field  of  medical 
practice  do  not  constitute  a specialty,  which  can 
only  be  said  to  exist  when  there  are  bonds  be- 
tween the  practitioners,  bonds  which  take  shape 


within  an  association  based  upon  like  interests 
and  common  problems.  It  is  in  this  sense  that 
the  organization  of  the  American  Ophthalmologi- 
cal Society  may  be  regarded  as  marking  the  first 
appearance  in  America  of  ophthalmology  as  a 
formal  specialty. 

The  prominent  role  of  New  York  City  in  the 
development  of  ophthalmology  as  a specialty  is 
strikingly  evident  in  the  organization  of  this 
society  and  in  its  subsequent  history.  In  his 
“ Account  of  the  Origin  . ...  of  the  American  Oph- 
thalmological Society,”  Dr.  Henry  D.  Noyes  re- 
lates: “The  beginning  of  the  American  Ophthal- 

mological Society  was  suggested  by  correspond- 
ence held  by  Dr.  Derby,  of  Boston,  and  Drs. 
Noyes  and  Bumstead,  of  New  York,  who  verb- 
ally communicated  with  friends  likely  to  be 
interested  in  the  subject  and  residing  in  these 
cities,  respectively.  It  was  resolved  to  bring 
together  those  who  felt  the  need  of  such  an  or- 
ganization, and  the  first  consultation  on  the  mat- 
ter was  held  at  the  office  of  Dr.  Henry  D.  Noyes 
at  278  Fourth  Avenue  in  New  York ”19 

At  this  meeting  eight  men  were  present.  Seven 
of  them  were  New  Yorkers — Drs.  Henry  B. 
Sands,  Herman  Althof,  John  H.  Hinton,  F.  J. 
Bumstead,  D.  B.  St.  John  Roosa,  W.  F.  Hol- 
comb, and  Henry  D.  Noyes.  The  eighth  mem- 
ber of  this  group  was  Dr.  Hasket  Derby,  of  Bos- 
ton. This  meeting,  which  was  held  on  Janu- 
ary 9,  1864,  was  convoked  in  order  “to  consult 
upon  the  best  mode  of  promoting  the  interests  of 
ophthalmology  in  this  country The  sub- 

ject of  founding  a journal  of  ophthalmology  was 
discussed  and  a resolution  passed  unfavorable 
to  the  project.  Dr.  Bumstead  offered  a resolu- 
tion that  a committee  be  appointed  to  invite 
ophthalmic  surgeons  from  the  whole  country  to 
assemble  in  New  York  at  the  time  of  the  meeting 
of  the  American  Medical  Association  to  form 
themselves  into  the  American  Ophthalmological 
Association.”19  This  motion  was  carried  and  a 
committee  consisting  of  Drs.  Bumstead,  Noyes, 
and  Derby  was  appointed. 

The  meeting  of  ophthalmologists  called  by  the 
committee  took  place  on  June  7,  1864,  at  2:30 
p.m.  at  the  New  York  Eye  and  Ear  Infirmary, 
Second  Avenue  and  Thirteenth  Street.  Among 
those  attending  were  the  eight  who  had  been 
present  at  the  original  meeting,  as  well  as  Drs. 
Edward  Delafield,  Cornelius  Rea  Agnew,  Francis 
Simrock,  William  F.  Carmalt,  and  William  Stimp- 
son,  of  New  York  City;  Dr.  C.  A.  Robertson,  of 
Poughkeepsie;  Drs.  John  H.  Dix,  Joy  Jeffries, 
and  Francis  B.  Sprague,  of  Boston;  and  Dr. 
Ezra  Dyer,  of  Philadelphia.  Eighteen  men  in- 
terested in  ophthalmology  and  its  problems 
assembled  at  this  meeting,  twelve  of  them  being 
New  Yorkers.  At  this  meeting  also,  eight  new 
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members  were  elected,  of  whom  one  was  a New 
Yorker.  Thus,  of  the  twenty-six  physicians  who 
organized  the  American  Ophthalmological  So- 
ciety and  who  were  elected  as  members  at  this 
first  meeting,  thirteen,  or  one-half  of  the  total 
number,  were  from  New  York.  Furthermore, 
it  is  significant  that  of  the  thirteen  New  York- 
ers, six  were  on  the  attending  staff  of  the  New 
York  Eye  and  Ear  Infirmary — Althof,  Carmalt, 
Delafield,  Du  Bois,  Noyes,  Simrock.  Four 
other  members  of  the  Infirmary  staff  became 
members  of  the  Society  between  1865  and  1869, 
but  three  of  them  resigned  shortly  thereafter 
when  the  aural  surgeons  organized  the  Ameri- 
can Otological  Society — Allin,  Francis  Delafield, 
Watts.20 

The  relative  preponderance  of  New  York 
members  persisted  well  into  the  present  century. 
Friedenwald  has  analyzed  the  geographic  dis- 
tribution of  the  membership  of  the  society  at 
three  different  dates.21  In  1871  there  were  52 
members,  half  of  them  living  in  New  Yrork.  In 
1903  the  membership  totaled  164;  of  these  53, 
or  32.5  per  cent,  were  New  Yorkers.  In  1938 
the  Society  had  a membership  of  183;  36,  or  20 
per  cent,  resided  in  New  York.  It  should  be 
noted  that  Friedenwald  makes  no  distinction 
between  residents  of  New  Y"ork  City  and  of  other 
parts  of  the  state.  However,  on  the  basis  of  a 
much  more  detailed  analysis  of  the  membership 
lists  of  the  American  Ophthalmological  Society, 
which  was  carried  out  some  time  prior  to  the  ap- 
pearance of  Frieden  wald’s  article  and  which  it 
would  take  too  long  to  present  here,  I am  able  to 
confirm  his  analysis  and  to  state  that  his  statis- 
tics are  on  the  whole  indicative  of  the  relative  size 
of  the  membership  from  New  York  City  at  differ- 
ent times. 

It  may  be  noted  that  the  connection  between 
New  York  and  specialization  has  not  been  limited 
to  ophthalmology.  In  1873  an  editorial  writer 
in  the  Virginia  Clinical  Record  remarked  that 
“there  are  very  few  ‘specialists/  simon-pure, 


this  side  of  New  York.  . . .”22  The  development 
of  other  specialties,  as,  for  instance,  urology  and 
dermatology,  also  exhibits  significant  connec- 
tions with  New  York  City. 

As  a result  of  the  preceding  analysis  it  is  clear 
that  New  York  has  played  a prominent  and 
important  part  in  the  rise  of  ophthalmic  speciali- 
zation in  America.  This  does  not  imply  that 
other  factors  and  conditions  were  not  involved 
in  this  process,  or  that  developments  in  other 
parts  of  the  United  States  did  not  have  any 
significant  repercussions  on  ophthalmology  in 
this  country.  There  can  be  no  doubt,  however, 
that  the  appearance  of  ophthalmology  as  a spe- 
cialty was  intimately  linked  with  New  l"ork  City. 
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TUBERCULOSIS  DEATHS 

A decrease  of  only  0.3  per  cent  in  the  tuberculosis 
death  rate  in  forty-two  of  the  largest  American  cities 
as  a group  occurred  in  1941  compared  with  1940,  it 
was  announced  in  December  by  the  National  Tuber- 
culosis Association.  In  1941  the  rate  for  the  entire 
country  was  3.3  per  cent  lower  than  in  1940  and  the 
rate  for  New  York  City  rose  2 per  cent  to  55  per 
100,000.  The  local  rise  was  the  first  since  1936. 

The  study  was  made  of  cities  of  more  than  200,000 
population. 

Twenty-two  of  the  cities  studied  have  large  Negro 
populations.  In  these  cities,  as  a group,  the  rate 
for  whites  was  42  and  for  Negroes  203. 


TYPHUS  SHOWS  GAINS  IN  EUROPE 

Since  the  outbreak  of  the  war  in  North  Africa  and 
Russia,  a noticeable  increase  has  been  seen  in  the 
number  of  victims  of  spotted  typhus.  Further  indi- 
cations of  its  rising  proportions  are  clear  from  the 
fact  that  sporadic  epidemics  of  the  disease  are  ap- 
pearing frequently  in  Central  Europe,  which  has 
never  before  been  infected. 

Germany  particularly  has  been  touched  b}7,  the 
disease,  with  cases  being  reported  in  44  of  its  74 
administrative  divisions.  The  threat  of  epidemics 
naturally  becomes  greater  as  standards  of  cleanli- 
ness are  lowered  and  as  troop  movements  carry  the 
disease  to  previously  uninfected  zones. 


Diagnosis 


CLINICOPATHOLOGIC  CONFERENCES 

Fourth  Medical  Division  of  Bellevue  Hospital 


Date:  January  28,  1941 
Conducted  by:  Dr.  Harry  A.  Solomon 
Dr.  Charlotte  T.  Peirce:  This  was  the 
third  Bellevue  admission  of  a 57-year-old  Italian 
stonecutter  who  had  been  in  excellent  health 
except  for  an  abdominal  operation  for  shrapnel 
wound  sustained  in  the  last  war.  In  July,  1941, 
he  first  noted  a chronic  nonproductive  cough, 
exertional  dyspnea,  edema  of  feet  and  ankles, 
and  swelling  of  the  abdomen.  The  patient  was 
treated  at  another  hospital  with  paracentesis 
and  diuretics  and  was  then  discharged,  although 
he  was  still  dyspneic.  His  symptoms  recurred, 
and  he  was  admitted  to  the  Third  Medical  Divi- 
sion of  Bellevue  Hospital  on  October  11,  1941.* 
Physical  examination  revealed  rales  at  the  bases 
of  both  lungs;  the  blood  pressure  was  145/105; 
the  heart  was  enlarged  to  the  left;  the  point  of 
maximum  impulse  was  not  felt;  the  heart  sounds 
were  fair,  with  normal  sinus  rhythm;  A2  was 
greater  than  P2.  The  liver  was  felt  down  to 
the  umbilicus,  with  flatness  and  shifting  dullness 
in  the  flanks.  There  was  4-plus  pitting  edema  of 
the  extremities.  A roentgenogram  of  the  chest 
showed  fluid  at  the  base  of  the  right  lung  and  an 
enlarged  heart,  with  disseminated  nodular  in- 
filtration involving  the  major  portion  of  both 
lung  fields  consistent  with  silicosis.  Kymography 
showed  abnormally  diminished  pulsations  of  the 
lower  portion  of  the  left  ventricle,  suggesting 
myocardial  damage  or  enormous  hypertrophy. 
The  electrocardiogram  showed  normal  sinus 
rhythm,  low  T waves,  PR  interval  of  0.2  second, 
and  no  axis  deviations.  The  blood  Wassermann 
was  negative.  The  erythrocyte  count  was 
5,300,000,  with  14-Gm.  hemoglobin;  the  leuko- 
cyte count  was  9,850,  with  63  per  cent  polymor- 
phonuclears,  18  per  cent  lymphocytes,  and  19 
per  cent  transitional  cells.  The  blood  non- 
protein nitrogen  was  34  mg.  per  cent  and  the 
albumin-globulin  ratio,  4.4/2.0  Gm.  per  cent. 
The  patient  was  digitalized  to  toxicity  and  was 
given  diuretics,  with  gradual  improvement 
except  for  an  episode  of  thrombophlebitis  of  the 
right  leg.  This,  however,  gradually  subsided. 
Before  discharge,  a swelling  of  the  left  palm  and 
palmar  aspect  of  the  left  wrist  were  noted.  A 

* Permission  to  use  this  case  was  granted  by  Dr.  William 
S.  Tillett,  Director,  Third  Medical  Division,  Bellevue  Hos- 
pital, on  which  service  this  man  had  previously  been  a 
patient. 


week  after  discharge,  because  of  a recurrence  of 
the  edema,  the  patient  was  admitted  to  another 
hospital,  where  findings  were  essentially  the  same. 
Two  thoracenteses  of  the  right  side  of  the  chest 
were  performed,  and,  following  redigitalization 
and  further  diuretics,  he  was  transferred  to  an 
institution  for  care  of  the  chronically  ill,  where 
he  remained  until  ten  days  before  his  read- 
mission to  Bellevue  Hospital,  Third  Medical 
Division,  on  March  19,  1942,  for  recurrence  of 
symptoms  of  dyspnea,  orthopnea,  and  edema  of 
the  extremities.  Physical  examination  at  this 
time  showed  a blood  pressure  of  185/80;  there 
was  no  venous  distention  of  the  neck;  the  lungs 
were  hyper-resonant,  with  diminished  breath 
sounds.  There  were  no  rales,  but  there  were 
signs  of  fluid  at  the  base  of  the  right  lung.  The 
heart  was  enlarged,  with  the  point  of  maximum 
impulse  12  cm.  to  the  left  of  the  midsternal  line, 
in  the  fifth  intercostal  space.  The  heart  sounds 
were  distant,  and  there  were  no  murmurs.  The 
liver  edge  was  8 cm.  below  the  costal  margin; 
there  was  no  fluid  wave  or  shifting  dullness. 
Thickening  of  the  left  epididymis  was  noted. 
Swelling  of  the  left  wrist,  chiefly  of  the  volar 
aspect,  with  slight  nodular  induration  under  the 
skin,  and  a fusiform  swelling  of  the  fifth  finger 
were  noted.  There  was  no  fever  at  any  time. 

Laboratory  Data. — Repeated  sputum  examina- 
tions were  negative  for  acid-fast  organisms. 
The  erythrocyte  sedimentation  rate  was  36  mm. 
per  hour,  and  the  blood  count  was  normal.  The 
blood  nonprotein  nitrogen  was  30  mg.  per  cent; 
the  albumin-globulin  ratio  was  3. 9/3.0  Gm.  per 
cent,  and  the  icteric  index,  8.  The  right  side  of 
the  chest  was  tapped  on  March  25,  1942,  with 
removal  of  1,050  cc.  of  clear  yellow  fluid;  the 
specific  gravity  was  1.014;  there  were  160  cells 
per  cu.  mm.  Guinea-pig  inoculation  was  nega- 
tive for  tuberculosis.  Thoracentesis  was  re- 
peated on  April  8,  1942,  with  removal  of  2,100 
cc.  of  fluid  with  a specific  gravity  of  1.020,  480 
cells  per  cu.  mm.,  with  84  per  cent  lymphocytes 
and  16  per  cent  monocytes.  No  acid-fast 
organisms  were  found,  and  gram-stain  showed 
gram-negative  cocci  in  chains  and  clumps;  a 
few  gram-negative  rods  were  also  found.  The 
venous  pressure  on  admission  was  260  mm.,  and, 
following  diuretics  and  redigitalization,  venous 
pressure  dropped  to  179  mm.,  the  ether  circula- 
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tion  time  was  5.7  seconds,  the  cyanide  time,  20.8 
seconds,  and  the  edcholin  time,  20.5  seconds. 
Electrocardiograms  showed  low  voltage  with  no 
change  accompanying  change  in  position.  Dio- 
drast  films  taken  of  the  heart  showed  the  right 
auricle  to  be  normal  except  for  apparent  thicken- 
ing of  the  wall  to  1.1  cm.;  the  right  ventricle  was 
moderately  enlarged;  the  pulmonary  artery  and 
branches  were  normal;  the  left  ventricular  cavity 
was  faintly  outlined  and  approximately  normal, 
the  wall  measuring  1.9  cm.  Six  hours  after 
injection  of  diodrast,  the  patient  had  a gener- 
alized convulsion  followed  by  left-sided  paresis 
which  was  transient  in  character.  Spinal  tap 
at  this  time  showed  clear  fluid  with  initial  pres- 
sure of  240  mm.;  the  Pandy  test  was  negative; 
there  were  no  cells,  and  the  Wassermann  reaction 
was  not  reported.  On  a maintenance  dose  of 
phenobarbital,  there  were  no  further  convulsions. 
The  lesion  of  the  left  hand  was  diagnosed  as 
tuberculous  tenosynovitis,  and  the  patient 
was  transferred  to  the  Orthopedics  Service, 
where  incision  and  biopsy  were  performed  and 
diagnosis  was  substantiated  by  microscopic 
studies.  The  patient  was  discharged  on  June  8, 
1942,  and  he  was  not  seen  again  until  November 
21,  1942,  when  he  was  admitted  to  the  Fourth 
Medical  Division.  No  history  was  obtainable 
at  this  time. 

On  admission  his  temperature  was  100.0  F., 
pulse,  84,  respirations,  48,  and  blood  pressure, 
185/120.  Physical  examination  revealed  an 
obese  white  man  in  deep  coma,  with  stertorous 
breathing.  There  was  slight  cyanosis  of  the  lips 
and  nailbeds.  The  head,  eyes,  ears,  nose,  and 
throat  were  essentially  negative  except  for  a slight 
weakness  of  the  left  side  of  the  face.  The  neck 
was  flaccid.  There  were  numerous  medium 
moist  rales  throughout  both  lung  fields,  v ith  dull- 
ness and  diminished  breath  sounds  at  the  right 
base.  The  heart  was  enlarged  to  the  left.  The 
rhythm  was  slow  and  the  sounds  were  of  good 
quality.  A2  was  greater  than  P2.  No  murmurs 
could  be  heard.  Examination  of  the  abdomen 
revealed  the  liver  to  be  four  finger-breadths 
below  the  costal  margin,  and  the  spleen  was  one 
finger-breadth  below  the  costal  margin.  There 
was  no  edema  of  the  extremities.  The  legs  were 
held  rigidly,  and  there  was  voluntary  resistance 
of  the  left  arm.  Abdominal  reflexes  and  crema- 
sterics  were  absent  bilaterally.  Biceps  jerk 
and  triceps  jerk  on  the  right  were  absent.  Both 
knee  jerks  were  present  and  were  equal.  A posi- 
tive Babinski  reaction  was  present  on  the  right 
side. 

Laboratory  Data. — The  blood  Wassermann  was 
negative.  Urinalysis  showed  a specific  gravity 
of  1.020,  3 plus  albumin,  and  no  glucose.  The 
microscopic  examination  revealed  occasional 


granular  casts.  The  white  blood  count  was 
8,700,  with  a normal  differential.  The  erythro- 
cyte count  was  3,600,000,  with  90  per  cent 
hemoglobin. 

Course. — A spinal  tap  was  made  and  yielded 
clear  fluid,  with  an  initial  pressure  of  180  mm. 
There  were  no  cells.  The  Wassermann  was 
negative,  and  the  total  protein  was  60.  The 
temperature  gradually  rose  to  104.8  F.,  and  the 
patient  died  fifty-four  hours  after  admission. 

Discussion 

Dr.  Harry  A.  Solomon:  In  going  over  this 
case  it  seems  to  me  that  an  understanding  of 
the  findings  lends  itself  to  a discussion  of  the 
developing  clinical  features. 

In  the  first  place,  the  patient,  a 57-year-old 
stonecutter,  was  treated  for  intractable  heart 
disease  with  severe  and  uncontrollable  congestive 
failure.  Because  of  his  age,  cardiac  enlarge- 
ment (particularly  of  the  left  ventricle),  and 
elevated  blood  pressure,  the  cardiac  status  was 
no  doubt  placed  in  the  hypertensive  and  arterio- 
sclerotic group.  Because  of  the  advent  of  rapid 
and  persistent  congestive  failure  it  was  likely  that 
there  developed  extensive  myocardial  damage 
either  from  coronary  insufficiency,  occlusive  or 
otherwise,  or,  because  of  the  absence  of  coronary 
pain,  physiologic  dilatation  of  a hypertensive 
heart.  The  x-ray  of  t^e  chest  showed  left 
ventricular  enlargement;  the  kymogram  showed 
diminished  pulsations  of  the  apical  portion  of  the 
left  ventricle;  the  electrocardiogram,  low  vol- 
tage— all  pointing  to  extensive  myomalacia  or 
dilatation.  Likewise,  in  the  electrocardiogram, 
the  prolonged  PR  interval  could  be  ascribed  to 
digitalis  toxicity,  and  the  absence  of  left  axis 
deviation  to  the  neutralizing  effect  of  hyperten- 
sion of  the  lesser  circulation  produced  by  the 
constricting  fibrosis  of  the  pulmonary  changes. 
The  x-ray  showing  extensive  changes  of  silicosis 
permits,  therefore,  the  inference  of  pulmonary 
tuberculosis,  too;  but  the  clinical  effect  of  these 
changes  was  limited — early,  at  least — to  that 
of  diminished  vital  capacity,  pulmonary  hyper- 
tension, accentuation  of  right  heart  insufficiency, 
and  neutralization  of  left  axis  preponderance  of 
hypertensive  heart  disease. 

Dissemination  of  tuberculous  infectivity  in  the 
aged  is  not  an  unusual  finding  at  Bellevue,  so  it 
was  reasonable  to  explain  the  appearance  of  the 
tuberculous  tenosynovitis  to  hematogenous 
spread  and  the  lymphocytic  fluid  in  the  chest  to 
tuberculous  effusion  even  though  the  guinea-pig 
inoculation  proved  negative. 

Now,  as  frequently  happens  on  any  medical 
service,  patients  admitted  in  congestive  heart 
failure,  when  followed  up,  show  conditions  not 
suspected  at  first. 
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On  the  second  admission  to  Bellevue,  after 
having  been  bedfast  for  one  year  and  with  a 
number  of  admissions  to  different  hospitals,  the 
patient  showed  symptoms  of  adhesive  peri- 
carditis. Favoring  this  diagnosis  were  the 
kymographic  findings  of  diminished  cardiac  pul- 
sation, the  electrocardiogram  showing  low  voltage 
in  all  leads  and  fixed  QRS  complex  with  change  of 
posture,  normal  ether  time  in  the  face  of  elevated 
venous  pressure  and  prolonged  circulation  time, 
hypertrophy  of  the  right  auricle  and  ventricle 
without  cor  pulmonale  (diodrast  studies  of  the 
heart),  enlarged  liver  and  spleen,  polyserositis, 
and  active  tuberculous  infectivity.  On  the  other 
hand,  the  chest  film  did  not  show  any  irregularity 
of  the  cardiac  border  or  pericardial  calcification, 
and  certainly  the  high  blood  pressure  and  pulse 
pressure  would  speak  against  the  presence  of 
constrictive  pericarditis. 

No  information  was  available  concerning  the 
patient’s  history  for  the  six  months  preceding 
his  final  admission,  at  which  time  he  was  in  a 
state  of  deep  coma  and  terminal  broncho- 
pneumonia. The  blood  pressure  remained  high, 
and  there  was  evidence  of  a hemiplegia,  so  that  it 
was  reasonable  to  assume  that  a cerebral  vascular 
episode  terminated  his  life.  Curiously  enough, 
no  congestive  signs  were  noted  at  this  time,  but 
this  may  have  been  owing  to  prolonged  dehydra- 
tion. 

In  summary,  then,  the  clinical  aspects  of  this 
case  were  presented  as  follows: 

(а)  Uncontrollable  congestive  heart  failure, 
early  attributed  to  hypertensive  and 
arteriosclerotic  heart  disease. 

(б)  Silicosis  and  tuberculosis  of  the  lungs  of 
long  standing. 

(c)  Dissemination  of  tuberculous  infectivity 
by  hematogenous  and  pleural  spread. 

( d ) Evaluation  of  changes  suggestive  of  ad- 
hesive pericarditis. 

(e)  Termination  with  cerebral  vascular  phase 
of  hypertensive  disease. 

Dr.  Emanuel  Appelbaum:  It  is  possible  that 
the  patient  had  an  advanced  form  of  failure  of 
the  right  side  of  the  heart,  except  that  the  ether 
circulation  time,  determined  during  the  preceding 
admission,  was  quite  normal.  There  is  in- 
sufficient evidence  to  support  a diagnosis  of 
chronic  cor  pulmonale.  The  presence  of  pul- 
monary tuberculosis  has  not  been  ruled  out 
despite  the  absence  of  clear-cut  radiographic 
evidence.  In  many  respects,  the  clinical  features 
resembled  those  found  in  Pick’s  disease.  Taking 
all  the  facts  into  consideration,  it  seems  to  me 
that  the  most  logical  diagnosis  is  tuberculous 
pericarditis  with  cardiac  compression. 

The  nature  of  the  terminal  episode  is  difficult 


to  determine.  It  is  very  likely  that  the  patient 
sustained  a cerebrovascular  accident,  probably 
thrombosis.  The  spinal  fluid  findings,  showing 
a slight  increase  in  protein  and  no  pleocytosis, 
are  consistent  with  this  condition. 

Dr.  Max  Trubek:  This  patient  had  a long, 
afebrile  course  of  illness.  The  response  to 
diuretics  was  also  unusual  for  tuberculosis.  I 
should  say  that  he  had  long-standing  hyperten- 
sion, silicosis,  and  hypertrophy  of  the  right  side 
of  the  heart  and  possible  damage  to  the  left 
ventricle.  Congestive  heart  failure  is  the  cause 
of  the  fluid  accumulations,  and  I would  con- 
sider cortical  infarction  due  to  thrombotic 
softening  as  the  cause  of  the  cerebral  insult. 

Discussion  of  Pathology 

Dr.  Irving  Graef:  At  necropsy,  it  was 
notable  that  there  was  no  cyanosis,  even  of  the 
postmortem  type.  There  was  no  clubbing  of 
the  fingers  or  toes  and  no  external  edema.  There 
was  a healed  longitudinal  scar,  12  cm.  in  length, 
in  the  left  upper  quadrant  overlying  the  left 
rectus  muscle.  On  opening  the  abdomen,  many 
fibrous  adhesions  binding  the  greater  omentum 
to  the  anterior  abdominal  wall  were  found. 
Similar  adhesions  bound  the  liver  to  the  dia- 
phragm, spleen,  and  the  splenic  flexure  of  the 
transverse  colon. 

The  right  pleural  sac  contained  2 liters  of 
slightly  turbid  brown  fluid,  which  compressed 
the  right  lung.  The  left  pleura  was  obliterated 
by  fairly  dense  fibrous  adhesions.  The  peri- 
cardial sac  could  not  be  opened  because  of  dense 
adhesions  uniting  its  walls.  The  myocardium 
and  the  chambers  did  not  appear  abnormal  ex- 
cept that  almost  the  entire  anterior  aspect  of  the 
heart  was  represented  by  the  right  ventricle. 
Sharp  dissection  of  the  pericardial  adhesions  re- 
vealed occasional  zones  of  caseous  necrosis 
squeezed  between  layers  of  dense  connective 
tissue.  The  inferior  cava  was  not  constricted 
at  the  point  of  entrance  into  the  right  heart; 
the  right  auricle  and  auricular  appendage  were 
unaltered;  the  tricuspid  valve  and  leaflets  and 
its  chordae  tendineae  were  unchanged.  The 
pulmonary  conus  was  not  abnormally  wide. 
The  wall  of  the  right  ventricle  measured  3 to  5 
mm.  in  thickness  from  the  thinnest  to  the  thickest 
portions.  The  left  auricle  and  ventricle  were 
unchanged;  mitral  and  aortic  leaflets  w*ere  not 
remarkable. 

Dissection  of  the  pulmonary  artery  revealed 
moderate  widening  so  that  its  branches  could 
be  traced  almost  to  the  periphery  of  the 
lungs.  Here  and  there,  small  thin  atheromatous 
plaques  could  be  demonstrated. 

Both  lungs  were  increased  in  density  and  were 
less  crepitant  than  normal.  The  pleural  sur- 
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faces  contained  small,  fairly  evenly  spaced 
blackish  nodules,  about  2 mm.  in  diameter. 
On  section,  the  centers  of  the  nodules  were 
grayish  and  the  periphery  was  black.  Section 
of  the  lung  disclosed  an  almost  universal  dis- 
tribution of  similar  nodules  at  all  depths.  Areas 
of  collapse  alternated  with  areas  of  emphysema 
were  present,  but  in  the  right  lower  lobe  there 
was  notable  collapse  and  absence  of  crepitus. 
The  bronchi  and  bronchioles  were  bilaterally 
and  cylindrically  dilated. 

The  peribronchial  and  paratracheal  lymph 
nodes  were  enlarged  and  were  blackish  gray  in 
color;  on  section,  these  nodes  were  dense  and 
apparently  scarred.  Some  nodes  were  the  seat  of 
caseo-calcific  deposits. 

The  liver  and  spleen  exhibited  marked  thicken- 
ing of  the  capsules  because  of  the  deposit  of 
connective  tissue.  The  rest  of  the  viscera  were 
not  remarkable  except  that  the  left  testicle  was 
smaller  than  the  right.  On  section,  the  organ 
appeared  fibrotic  and  the  tubules  could  not  be 
teased  out.  The  epididymis  on  this  side  con- 
tained a small,  grayish  nodule,  3 mm.  in  diameter, 
embedded  in  one  pole.  A large  area  of  caseous 
necrosis  was  found  in  the  medulla  of  the  right 
adrenal  gland.  Permission  to  examine  the  head 
could  not  be  obtained. 

Microscopic  Findings. — In  general,  the  sec- 
tions confirmed  the  gross  impression  that  the 
lungs  were  the  seat  of  extensive  anthracosilicosis 
of  the  nodular  type.  The  characteristic  nodule 
was  composed  of  concentric  whirls  of  connective 
tissue  with  central  clefts,  some  of  which  con- 
tained highly  retractile,  unstained  material  sug- 
gestive of  silicotic  particles.  At  the  periphery, 
aggregations  of  macrophages  filled  with  carbon 
particles  formed  the  margin  of  the  nodules. 
However,  three  sample  sections  failed  to  dis- 
close the  presence  of  tubercles  in  the  lungs.  The 
small  arteries  and  pulmonary  arterioles  were  only 
slightly  thickened  by  medial  fibrous  changes. 

The  pericardium  was  the  seat  of  a chronic  in- 
flammatory process.  Sections  including  both 
layers  contained  central  areas  of  caseous  necrosis 
bounded  by  tuberculous  inflammatory  tissue. 
The  adrenal  gland  was  the  seat  of  an  active 
caseous  inflammation.  The  left  epididymis  was 
partly  replaced  by  fibrous  tissue  in  which  no 
evidence  of  tuberculous  infiltration  could  be 
demonstrated. 

Review  of  the  surgical  specimen  removed  from 
the  left  little  finger  indicated  that  the  tuberculous 
synovitis  reported  earlier  was  of  duration  com- 


JUST A MINUTE— 

“Are  you  John  A.  Van  Dorky?”  asked  the  young 
man  beside  the  coat  rack. 

“No,”  was  the  surprised  reply. 


parable  to  the  other  tuberculous  lesions.  In  it 
there  were  numerous  old  fibrotic  tuberculous 
lesions  as  well  as  the  more  active  exudative 
synovial  inflammation. 

Comment. — This  case  may  be  analyzed  from 
many  aspects.  It  is  apparent  that  although 
anthracosilicosis  was  fairly  advanced,  it  led  only 
to  moderate  pulmonary  hypertension  as  shown 
by  the  state  of  the  pulmonary  arteries  and  the 
size  of  the  right  side  of  the  heart  at  necropsy. 
This  statement  must  be  qualified  because  of  the 
probable  constricting  effect  of  chronic  tuber- 
culous pericarditis.  It  may  be  held  responsible 
for  some  degree  of  interference  in  the  right  heart 
filling.  Pleural  effusion  and  peritoneal  ascites 
may  also  be  related  to  this  lesion. 

It  is  notable  that  random  sections  of  the  lungs 
revealed  no  tuberculous  lesions  although  evidence 
of  spread  of  tubercle  bacilli  via  the  blood  stream 
was  strongly  suggested  by  the  adrenal,  synovial, 
the  pericardial,  and  the  old  epididymal  lesions. 
Because  of  the  obsolete  hilar  lymphatic  focus, 
we  can  only  infer  now  that  the  original  portal 
of  entry  was  in  the  lung  and  probably  healed, 
while  the  distant  foci  of  tuberculosis  continued 
to  smolder.  The  peritoneal  adhesions,  the 
pleural  adhesions,  and  the  effusions  of  fluid  into 
these  scars  are  evidence  to  support  the  possible 
diagnosis  of  Pick’s  syndrome  in  the  patient, 
especially  because  of  the  presence  of  tuberculous 
pericarditis.  The  multiplicity  of  lesions  present 
and  the  possibility  of  unrelated  inflammation  of 
these  serous  membranes  make  it  difficult  to  in- 
voke this  diagnosis  with  certainty. 

Anatomic  Diagnoses 

Chronic  Tuberculous  Pericarditis. 

Diffuse  nodular  silicotic  pneumoconiosis. 

Obsolete  caseo-calcific  hilar  lymphadenitis. 

Caseous  tuberculosis  of  right  adrenal. 

Pleural  effusion,  right. 

Healed  pleuritis,  left. 

Chronic  passive  congestion  of  liver  and  spleen. 

Chronic  perihepatitis. 

Chronic  perisplenitis. 

Healed  focal  epididymitis. 

Atrophy  of  left  testis. 

Pulmonary  emphysema  and  cylindrical  bron- 
chiectasis. 

Intra-abdominal  peritoneal  adhesions  at  opera- 
tive site. 

Healed  surgical  incision,  left  upper  quadrant. 

Tuberculous  tenosynovitis,  left  hand,  healed. 


“Well,  I am,”  came  the  frosty  rejoinder,  “and 
that  is  his  coat  you  are  putting  on.” 

— Milwaukee  Medical  Times 
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IN  THE  past,  it  has  been  the  careless  custom  of 
many  physicians  to  ascribe  any  rectal  bleed- 
ing to  the  presence  of  hemorrhoids,  often  without 
even  a cursory  examination.  Many  articles  have 
been  written  upon  the  subject,  emphasizing  pri- 
marily the  danger  of  this  nonchalance,  especially 
as  a potent  means  of  overlooking  a malignant  neo- 
plasm. Attention  has  been  repeatedly  called  to 
the  advisability  of  a digital  examination  in  all 
cases.  There  are,  however,  a great  number  of 
conditions  besides  hemorrhoids  and  cancer  which 
produce  rectal  bleeding.  It  is  my  intention  here 
to  attempt  to  enumerate  these  and,  to  a certain 
extent,  codify  them.  Obviously,  it  is  impossible 
to  do  this  completely  and  in  detail,  since  such  an 
undertaking  would  cover  nearly  the  entire  field  of 
proctology. 

Most  Frequent  Causes 

The  most  frequent  causes  of  localized  bleeding 
are  hemorrhoids,  carcinoma,  various  forms  of 
polyps,  anal  fissure,  and  ulcerative  diseases  of  the 
mucous  membrane. 

The  subject  of  hemorrhoids  is  so  well  known 
that  I shall  limit  myself  here  to  calling  attention 
to  the  necessity  for  a visual  examination.  Inter- 
nal hemorrhoids  cannot  be  accurately  diagnosed 
with  the  unaided  finger — an  anoscopic  view  is 
necessary  and  easily  accomplished. 

Rectal  carcinoma  can  often  be  reached  with  the 
finger  and  sometimes  a rectosigmoidal  lesion  can 
be  felt  by  examining  the  patient  while  he  is  strain- 
ing down  in  a squatting  position.  However,  le- 
sions in  the  sigmoid  proper — and  these  are  numer- 
ous— cannot  be  felt,  and,  in  any  case,  a far  better 
concept  of  the  condition  of  the  tumor  will  be 
gained  by  adding  a proctoscopic  examination 
to  a digital  examination.  It  should  be  re- 
membered that  bleeding  is  not  the  onljr  sign  of 
colonic  carcinoma.  Change  in  bowel  habit,  early 
morning  diarrhea,  discharge  of  mucus  or  pus,  and, 
in  more  advanced  cases,  signs  of  partial  obstruc- 
tion, are  all  to  be  looked  for. 

Under  the  term  polyp,  we  include  all  the  colonic 
adenomata,  whether  pedunculated  or  sessile. 
There  are  several  varieties,  all  of  which  are  po- 
tentially malignant,  and  should  be  destroyed  if 
possible.  A single  polyp  may  occur  anywhere 
along  the  course  of  the  large  bowel,  but  it  is 
found  most  frequently  in  the  rectum  or  sigmoid. 
Those  in  the  rectal  ampulla  can  nearly  always  be 
detected  with  the  palpating  finger  and  should  in 
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any  case  be  found  by  the  use  of  the  sigmoido- 
scope. Polyps  located  higher  than  can  be  visual- 
ized may  usually  be  detected  by  means  of  a bar- 
ium enema,  using  the  double-contrast  air-injec- 
tion technic. 

It  is  advisable  to  take  biopsy  specimens  not 
only  from  the  summit  but  also  from  the  base  or 
pedicle  of  the  growth,  including  a portion  of  the 
adjoining  mucous  membrane,  if  possible.  These 
specimens  should  be  carefully  studied  in  order  to 
detect  any  early  malignant  changes. 

Multiple  polyps  will  fall  into  one  of  two  cate- 
gories: (1)  a so-called  idiopathic  polyposis  or 

(2)  one  secondary  to  chronic  ulcerative  colitis. 
These  can  be  differentiated  in  that  the  former  is 
likely  to  be  familial  and  will  have  an  apparently 
normal  mucous  membrane  between  the  individual 
growths.  Polyps  secondary  to  chronic  ulcera- 
tive colitis,  however,  will  be  separated  by  areas 
of  the  diseased  mucous  membrane  characteristic 
of  the  primary  condition.  Even  during  remis- 
sions, a swab  applied  to  the  mucosa  will  usually 
produce  some  bleeding. 

Anal  fissure  is  comparatively  easy  to  diagnose. 
The  small  amount  of  blood  (often  simply  a streak 
on  the  cleansing  paper),  the  excruciating  pain  as- 
sociated with  or  following  the  bowel  movement, 
and  the  visualization  of  the  lesion  itself  with  its 
sentinel  pile  present  a picture  difficult  to  mistake. 

The  remaining  major  causes  of  bleeding  from 
local  lesions  consist  of  the  ulcerative  diseases  and 
various  forms  of  proctosigmoiditis,  exclusive  of 
cancer.  The  most  important  of  these  are  chronic 
ulcerative  colitis,  lymphogranuloma  venereum, 
amebic  and  bacillary  dysentery,  and  tuberculosis. 

Tuberculosis  may  occur  in  the  form  of  localized 
ulcers,  diffuse  colitis  (usually  terminal),  and 
tuberculous  hyperplasia.  It  is  most  often  found 
in  the  cecum  or  ascending  colon.  Although 
gross  or  microscopic  blood  may  be  observed  in 
cases  of  tuberculosis  in  this  site,  it  is  a rare  phenom- 
enon outside  of  tuberculosis  sanatoriums. 

Preoperative  diagnosis  of  tuberculous  hyper- 
plasia of  the  ileocecal  region  will  be  made,  if  at 
all,  by  barium  enema.  The  picture  is  one  of  a 
filling  defect,  sometimes  indistinguishable  from 
cancer  on  the  one  hand,  and  frequently  from  non- 
specific ileotyphlitis  on  the  other. 

Diffuse  tuberculous  colitis  exists,  as  a rule, 
only  in  the  terminal  stages  of  a pulmonary  or 
generalized  tuberculosis.  History,  x-ray,  procto- 
scopic findings,  and  bacteriologic  examinations 
will  reveal  the  diagnosis. 

Localized  ulceration  in  the  rectum  and  colon 
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is  revealed  by  proctosigmoidoscopy  in  the  form 
of  shallow,  ovoid  ulcers  with  undermined  edges 
and  dirty  gray  bases.  Scrapings  from  the  ulcer 
bases  may  reveal  the  Mycobacterium  tuberculo- 
sis. 

Tuberculous  ulcers  about  the  anus  will  be 
found  to  be  shallow,  with  sharply  defined  under- 
mined edges,  a nodular  floor,  and  a scant,  foul  dis- 
charge. They  are  usually  painless,  unless  within 
the  grasp  of  the  sphincters. 

All  of  these  varieties  are  much  more  frequently 
found  in  patients  with  an  associated  pulmonary 
tuberculosis.  Moreover,  any  bleeding  is  apt  to 
be  slight  in  amount. 

The  presence  of  amebiasis  will  be  difficult  to 
determine,  and  the  absolute  diagnosis  will  rest 
upon  the  finding  of  the  Endamoeba  histolytica 
in  the  stool  or  on  the  bowel  wall.  The  stool  will 
probably  be  loose  and  mixed  with  mucopurulent 
material  as  well  as  with  blood.  Proctosigmoido- 
scopy reveals  rather  typical  isolated  ulcers,  deep 
rather  than  shallow,  and  with  a predilection  for 
prominent  folds  of  the  bowel.  If  the  diagnosis  is 
suspected  but  cannot  be  confirmed,  a therapeutic 
test  with  emetine  may  clear  up  the  matter. 

Bacillary  dysentery  also  presents  a picture  of 
diarrheic  stools  mixed  with  mucus,  pus,  and 
blood.  The  ulcers  tend  to  be  more  shallow  than 
they  are  in  the  amebic  variety  and  are  less  defi- 
nite in  character.  Bacillary  dysentery  may 
be  easily  confused  with  chronic  ulcerative  colitis 
even  on  direct  visual  examination.  Final  di- 
agnosis is  made  by  finding  the  specific  organism 
in  the  stool  culture  in  the  first  week  or  two  of  the 
disease,  or  later  by  the  specific  agglutination  reac- 
tion of  the  patient’s  serum. 

There  remains  the  subject  of  chronic  idiopathic 
ulcerative  colitis,  which  is  the  most  serious  cause 
of  rectal  bleeding,  except  for  carcinoma  itself. 
The  cause  of  this  disease  is  not  definitely  known ; 
it  has  a guarded  prognosis,  and  a difficult  and 
prolonged  treatment.  It  should  be  one  of  the 
first  possibilities  to  enter  the  mind  of  the  diag- 
nostician when  he  is  confronted  with  the  pres- 
ence of  blood  in  the  stools,  especially  when  ac- 
companied by  loose  or  very  frequent  move- 
ments. 

The  cause,  while  not  proved,  is  probably  strep- 
tococcic; the  incidence  is  greater  in  men  and 
occurs  most  frequently  in  patients  between  the 
ages  of  20  and  40.  Although  the  majority  of 
cases  begin  in  the  rectum  and  progress  cephalad, 
there  exists  a variety  which  may  be  localized  to  a 
small  segment  anywhere  in  the  colon.  Fansler 
has  described  a condition  which  appears  identi- 
cal with  the  ordinary  ulcerative  colitis  except 
that  it  is  limited  sharply  to  the  lower  segment  of 
the  rectal  mucous  membrane.  It  is  his  present 
opinion  that  this  particular  entity  may  be  the 


same  as  regional  ileitis,  localized  to  the  final  2 
inches  of  the  bowel. 

Ulcerative  colitis  is  usually  not  difficult  to 
diagnose  on  proctoscopy.  In  the  preulcerative 
stage,  the  mucous  membrane  is  the  site  of  a 
diffuse  inflammation  and  appears  to  be  studded 
with  small  granules  from  1 to  2 mm.  in  size. 
These  really  are  minute  abscesses.  Later,  they 
break  down  to  form  large  irregular  ulcers,  pre- 
senting a picture  which  once  seen  is  not  easily 
mistaken.  Still  later,  the  bowel  becomes  thick- 
ened, haustrations  are  less  marked,  and  the  in- 
volved colon  is  transformed  into  a more  or  less 
rigid  tube.  Common  complications  are  peri- 
rectal abscesses,  polyposis,  and  strictures.  The 
proctoscopic  appearance  is  so  characteristic 
that  when  the  physician  is  confronted  with  an 
ulcerative  condition  that  resembles  chronic 
ulcerative  colitis  but  which  he  has  not  confirmed 
as  that,  he  will  do  well  to  rule  out  the  other  causes 
of  large  bowel  ulcerations,  especially  bacillary 
dysentery. 

Less  Frequent  Causes  of  Rectal  Bleeding 

These  may  be  listed  as  follows:  diverticulitis, 
intussusception,  fistula,  the  presence  of  a foreign 
body,  lymphogranuloma  venereum,  actinomyco- 
sis of  the  cecum,  thrombosis  of  the  mesenteric 
vein,  trauma,  drugs,  acute  gastro-enteritis,  pin- 
worms,  peptic  ulcer,  prolapse  and  procidentia, 
impaction,  chancre  and  chancroids,  condylo- 
mata,  Meckel’s  diverticulum,  hemangioma,  vi- 
carious menstruation,  nephritis  and  hyperten- 
sion, radiation  proctitis,  endometriosis,  and 
nonspecific  granuloma. 

To  these  may  be  added,  for  the  sake  of  com- 
pleteness: cholera,  yellow  fever,  typhoid,  sprue, 
malaria,  scurvy,  septicemia,  the  blood  dyscrasias 
(including  Henoch’s  purpura),  icterus,  and  swal- 
lowed blood  from  epistaxis,  esophageal  varices, 
hemoptysis,  and  ruptured  aneurysm. 

Lymphogranuloma  venereum  may  likewise  ex- 
hibit blood  per  anum,  but  the  diagnosis  in  this 
case  is  likely  to  be  easy.  Obviously,  bowel 
hemorrhage  from  lymphogranuloma  venereum 
will  be  confined  to  those  suffering  from  the  rectal 
manifestations  of  the  disease,  and  the  patients 
will  be  found  almost  exclusively  to  be  adult 
negresses  between  the  ages  of  20  and  40.  This 
stipulation  is,  of  course,  not  absolute,  but  will  be 
observed  in  the  overwhelming  majority  of  cases. 

The  proctitis  of  lymphogranuloma  venereum 
occurring  in  the  presence  of  stricture,  produces  a 
discharge  which  is  a dirty,  rather  thin,  often 
bloody  material.  However,  there  is  a period 
following  the  primary  inoculation  with  the  virus, 
and  before  the  appearance  of  the  stricture,  during 
which  the  proctitis  appears  alone,  and  a bloody 
purulent  discharge  exudes  from  the  granulating 
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surface  which  replaces  the  normal  mucous  mem- 
brane. As  Evans  has  recently  brought  out,1 
approximately  six  weeks  elapse  between  infection 
of  the  rectal  mucosa  and  the  development  of 
symptoms.  In  the  majority  of  cases,  stricture 
formation  will  begin  within  three  months  after 
the  onset  of  proctitis.  Since  with  the  use  of  the 
sulfonamide  drugs  a cure  may  be  expected  in 
many  cases  which  are  exhibited  before  the  onset 
of  stricture,  the  importance  of  early  recognition 
of  this  form  of  proctitis  is  evident.  Either  the 
Frei  test,  using  mouse-brain  or  chick-embryo  anti- 
gen, or  the  complement-fixation  test  may  be 
used  to  differentiate  lymphogranuloma  from 
other  forms  of  proctitis.3  (Lygranum  antigen 
has  been  employed  for  complement-fixation.  In 
well  over  90  per  cent  of  the  serums,  there  was 
complete  agreement  with  the  cutaneous  tests. 
The  new  test  is  especially  valuable  with  a doubt- 
ful skin  test  and  permits  some  gradation  quanti- 
tatively of  the  progress  of  the  disease.) 

Prolapse  and  procidentia  are  terms  that  cannot 
be  used  interchangeably.  The  former  desig- 
nates an  abnormal  descent  of  the  mucous  mem- 
brane of  the  rectum,  whereas  the  latter  denotes 
an  abnormal  descent  of  all  the  coats  of  the  rec- 
tum. Either  condition  may  be  internal  or  ex- 
ternal, depending  upon  whether  the  protrusion 
appears  outside  the  anal  orifice.  In  the  exter- 
nal variety  of  either  prolapse  or  procidentia,  the 
diagnosis  becomes  obvious  when  the  patient  is 
asked  to  strain. 

Bleeding  occurs  when  the  mucous  surfaces 
become  irritated  by  friction,  but  it  is  usually 
slight  in  amount.  In  the  internal  varieties  the 
diagnosis  is  often  quite  obscure.  Blood-tinged 
mucus  may  be  observed  without  apparent  cause, 
and  in  cases  of  procidentia  of  the  sigmoid,  the 
condition  is  sometimes  not  determined  except  by 
digital  examination  with  the  patient  in  a squat- 
ting posture.  Thus,  sigmoid  intussusception  is 
to  be  thought  of  when  blood-tinged  mucus  is  not 
accounted  for  on  ordinary  examination  or  x-ray. 

Diverticulitis  may  produce  small  amounts  of 
blood  mixed  with  feces  in  about  10  per  cent  of 
cases.  (Hayden  cites  blood  in  28  out  of  140 
cases — 20  ± 3.38  per  cent.)  However,  this 
leaves  about  80  to  90  per  cent  which  do  not 
bleed.  In  any  case,  when  bleeding  is  found 
in  the  presence  of  a known  diverticulitis,  it  is 
essential  to  use  every  means,  including  x-ray, 
to  rule  out  carcinoma,  as  the  two  may  coexist. 
Diverticulosis  without  inflammation  does  not 
produce  bleeding. 

Bleeding  peptic  ulcer  and  other  forms  of  hemor- 
rhage from  the  upper  intestinal  tract  will  usually 
be  demonstrated  by  dark,  tarry  material  in  the 
stool.  Otherwise,  the  blood  may  be  undetect- 
able except  by  chemical  tests.  It  should  be 


noted  here  that  if  the  hemorrhage  produces  a 
very  large  quantity  of  blood,  some  of  it  may  not 
be  acted  upon  by  the  time  it  has  reached  the 
anus,  and  may  still  be  red  instead  of  black. 
However,  in  this  case  the  constitutional  symp- 
toms and  history  will  probably  be  sufficient  to 
establish  the  diagnosis. 

Intussusception , excepting  procidentia  of  the 
sigmoid,  occurs  principally  in  infancy,  most 
often  about  the  eighth  or  ninth  month  of  age. 
The  blood  is  accompanied  by  mucus  and  by  an 
abdominal  tumor  in  an  acutely  ill  child  with 
symptoms  of  obstruction. 

Trauma  and  foreign  bodies , while  important 
causes  of  bleeding,  are  usually  readily  diagnosed 
by  the  history  and  ordinary  methods  of  anorec- 
tal examination.  Fecal  impaction  is  also  easily 
found  by  means  of  a simple  digital  exploration, 
although  a complete  proctologic  examination 
should  always  be  done  after  the  impaction  has 
been  removed  and  the  patient  is  in  condition  to 
undergo  the  procedure. 

Summer  diarrhea  of  children,  and  irritant  drugs, 
especially  arsenic,  calomel,  and  excess  purga- 
tion in  any  form,  may  give  rise  to  transient 
bleeding  which  stops  when  the  causative  factor 
is  removed. 

Chancre,  chancroids,  and  less  often  condylo- 
mata  may  produce  a sanguineous  discharge,  but 
the  source  is  obvious  upon  inspection. 

Meckel’s  diverticulum  is  found  mostly  in  child- 
ren. In  some  cases  there  have  been  found  small 
areas  of  gastric  mucosa,  which  is  susceptible  to 
ulcer  formation.  The  character  of  the  bleed- 
ing from  a Meckel’s  diverticulum  is  quite  in- 
definite— it  may  be  bright  or  dark,  mixed  or 
unmixed  with  the  feces.  Hudson  has  reported 
a series  of  32  cases  from  the  Children’s  Hospital 
in  Boston,  with  rectal  bleeding  in  17  (53  =*=  8.8 
per  cent).2 

Fistula-in-ano  or  cryptitis  may  be  accom- 
panied by  a small  amount  of  blood  on  the  out- 
side of  the  stool. 

Pinworms  (Oxyuris  vermicularis)  may  be  the 
source  of  small  amounts  of  blood,  especially  in 
children.  They  are  to  be  suspected  particularly 
when  there  is  itching  about  the  anus,  increas- 
ing at  night,  and  can  be  diagnosed  by  finding 
either  the  ova  or  the  worms  themselves  in  the 
stool. 

Actinomycosis  of  the  cecum  is  fortunately  a rare 
entity,  and  when  present  will  usually  offer  enough 
other  signs  that  the  rectal  bleeding  will  be  simply 
an  associated  symptom. 

Hemangioma  is  a blood  vessel  tumor,  ordinarily 
benign.  It  is  fortunately  quite  rare,  but  may 
produce  alarming,  massive  hemorrhages  when 
present.  The  majority  of  these  tumors  appear 
in  the  small  intestine,  although  several  have  been 
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reported  in  the  rectum  and  colon.  When  the 
tumor  cannot  be  visualized  with  a sigmoidoscope, 
diagnosis  is  made  only  on  exploratory  lapar- 
otomy.4 

Radiation  proctitis  represents  an  inflammatory 
process  of  the  rectum  resulting  from  the  use  of 
radium,  usually  for  the  treatment  of  carcinoma 
of  the  cervix.  Bleeding  is  almost  always  present, 
slight  in  amount  and  usually  in  the  form  of  clots 
which  are  passed  with  the  stool.  Proctoscopy, 
together  with  a careful  history,  will  readily  dis- 
close the  diagnosis.  The  lesion  is  usually  situ- 
ated on  the  anterior  rectal  wall  and  appears  as  an 
oval,  pearl-gray  plaque  surrounded  by  telan- 
giectases. 

Endometrial  implants  are  rarely  found  in 
various  parts  of  the  bowel  and  the  rectovaginal 
septum.  Although  bleeding  is  uncommon  with 
this  condition,  it  may  occasionally  be  noted. 
Endometriosis  occurs  only  in  women  of  the  child- 
bearing age  and  is  diagnosed  by  the  presence  of 
firm,  tender  nodules  and  rectal  pain  which  is 
accentuated  wdth  each  menstrual  period. 

Classification 

Classification  of  the  more  common  causes  of 
bloody  emanations  from  the  rectum  according  to 
type  and  age  of  the  patients  is  as  follows: 

Infants 

Hemorrhagic  disease  of  the  newborn 
Intussusception 
Older  Children 
Prolapse 

Rectal  polyp  (usually  single) 

Summer  diarrhea  (acute  gastro-enteritis) 

Pin  worms 
Adults  {20  to  40) 

Hemorrhoids 

Fissure  and  fistula 

Polyposis  or  single  polyps 

Ulcerative  colitis 

Amebic  or  bacillary  dysentery 

Diverticulitis 


Older  Adults 
Carcinoma 
Hemorrhoids 
Prolapse  and  procidentia 
Impaction 
Polyps 

Dysentery,  amebic  or  bacillary 

Adult  negresses  are  especially  prone  to  lympho- 
granulomatous  strictures. 

The  following  diagnostic  points  may  be  men- 
tioned: 

1.  A chronic  or  subacute  bloody  diarrhea  is 
likely  to  signify,  in  the  following  order : 

(а)  Chronic  ulcerative  colitis 

(б)  Carcinoma,  or 

( c ) Amebic  dysentery 

2.  With  hemorrhoids,  fissure,  and  fistula, 
the  blood  is  not  usually  mixed  with  the  stool, 
and  since  the  site  of  these  lesions  is  low,  very 
little,  if  any,  mucus  is  associated. 

3.  When  mucus  as  well  as  blood  is  present, 
it  is  probable  that  something  more  than  hemor- 
rhoids is  involved. 

Summary 

When  confronted  with  a complaint  of  blood 
per  anum,  the  physician  must  make  a differen- 
tial diagnosis  between  the  numerous  conditions 
capable  of  producing  this  symptom.  There  has 
been  made  an  attempt  to  list  and  comment  briefly 
upon  the  more  common  and  the  less  common  of 
these  conditions,  and  to  mention  the  rarities. 
Some  practical  points  in  differential  diagnosis 
have  been  emphasized. 
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$150,000  GIFT  FOR  TROPICAL  MEDICINE 
Dr.  Willard  C.  Rappleye,  dean  of  the  College  of 
Physicians  and  Surgeons  of  Columbia  University, 
has  announced  that  Columbia-Presbyterian  Medical 
Center  will  shortly  launch  a five-year  program  of  re- 
search and  teaching  in  tropical  medicine.  This  pro- 
gram has  been  made  possible  by  a $150,000  gift  from 
the  Josiah  Macy,  Jr.,  Foundation.  It  has  been  form- 
ulated, according  to  Dean  Rappleye,  to  meet  the 
country’s  “great  responsibility”  to  train  physicians 
and  medical  students  in  tropical  medicine. 


A regular  department  of  tropical  medicine  will  be 
set  up  in  the  De  Lamar  Institute  of  Public  Health, 
which  is  a division  of  the  College  of  Physicians  and 
Surgeons.  Existing  laboratories  and  clinical  facili- 
ties will  be  used  and  cooperation  will  be  established 
with  the  city’s  Health  Department.  Columbia’s 
School  of  Tropical  Medicine  at  the  University  of 
Puerto  Rico  will  be  utilized  as  a field  station  and  its 
work  coordinated  with  the  teaching  program  in  New 
York. — J.  Med.  Soc.  Co.  N.Y. 


THE  DEMONSTRATION  OF  MALIGNANT  CELLS  IN  VAGINAL  SMEARS 
AND  ITS  RELATION  TO  THE  DIAGNOSIS  OF  CARCINOMA  OF  THE 
UTERUS 

George  N.  Papanicolaou,  M.D.,  and  Herbert  F.  Traut,  M.D.,  New  York  City 


THE  exfoliation  of  normal  epithelial  cells 
which  line  the  uterine  cavity,  the  cervix,  and 
the  vagina  is  a phenomenon  which  is  generally 
known  and  accepted.  It  is  not  widely  known, 
however,  that  abnormal  epithelial  cells  resulting 
from  pathologic  processes,  including  cancer,  are 
shed  and  that  they  may  be  collected  and  studied 
by  a simple  technic.  It  is  our  purpose  to  point 
out  some  of  the  things  that  may  be  learned  from 
the  study  of  vaginal  smears,  particularly  in 
relation  to  the  diagnosis  of  cancer  of  the  fundus 
and  cervix  of  the  uterus. 

The  methods  used  in  making  the  smears* 1  and 
in  staining2  them  have  been  previously  reported. 
Before  one  can  hope  to  recognize  and  analyze 
the  meaning  of  abnormal  cell  forms  as  they 
appear  in  vaginal  smear  preparations,  it  is  neces- 
sary to  gain  experience  with  the  variations  in  the 
normal  cell  pattern  as  a background.  The 
process  is  in  many  respects  analogous  to  that 
pertaining  to  the  use  of  stained  blood  smears, 
essential  to  the  recognition  of  many  blood 
diseases.  The  pathologist  will  find  but  little 
help  from  the  vaginal  smear  until  he  has  ap- 
proached the  task  with  a well-founded  knowledge 
of  the  normal  variations  as  well  as  of  those  which 
result  from  benign  pathologic  conditions,  such 
as  trichomonas  vaginitis,  cervical  and  endome- 
trial polyps,  hyperplasia  of  the  endometrium, 
and  inflammations  of  the  cervix  and  endometrium. 
Having  done  this,  however,  he  is  in  a position 
to  give  valuable  diagnostic  aid  to  the  clinician  in 
the  form  of  advice  concerning  patients  who 
should  be  kept  under  careful  observation,  as 
well  as  those  with  early  evidences  of  the  disease 
or  with  well-established  lesions. 

For  the  past  two  years,  vaginal  smears  have 
been  made  routinely  upon  every  woman  admitted 
to  the  gynecologic  service  of  the  New  York 
Hospital.  By  use  of  the  vaginal  smear,  a con- 
siderable number  of  asymptomatic  and  there- 
fore unsuspected  cases  of  uterine  malignancy 
have  been  discovered,  some  of  them  in  such  an 
early  stage  of  development  that  they  were  in- 
visible to  the  unaided  eye  or  undemonstrable  by 
the  biopsy  method.  Two  cases,  one  an  adeno- 
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carcinoma  of  the  fundus  and  the  other  a squa- 
mous carcinoma  of  the  cervix,  will  serve  to 
illustrate. 

Case  Report 

Case  1. — Miss  J.,  aged  61,  had  never  had  any 
symptoms  which  could  be  correlated  to  a malig- 
nancy of  the  fundus  of  the  uterus,  having  come  to  us 
because  of  chronic  bladder  difficulties.  We  took 
weekly  vaginal  smears  for  a period  of  four  months, 
and  all  were  indicative  of  adenocarcinoma.  Two 
curettage  biopsies  failed  to  corroborate  the  vaginal 
smear  diagnosis.  Accordingly,  a third  biopsy  was 
done,  from  which  a small,  suspicious  fragment  of 
tissue  was  obtained.  Hysterectomy  showed  a small 
polypoid  area  of  carcinoma  situated  in  the  corner 
of  the  left  side  of  the  uterus — in  fact,  such  a small 
lesion  that  three  attempts  with  the  curette  were 
required  before  the  growth  could  be  demonstrated. 

Case  2. — Mrs.  Q.,  aged  47,  came  to  the  Out- 
Patient  Clinic  of  the  New  York  Hospital  complain- 
ing of  symptoms  referable  to  a relaxed  pelvic  floor 
and  some  descensus  of  the  uterus,  with  cystocele 
and  rectocele.  Routine  vaginal  smear  revealed 
cells  that  were  thought  to  be  characteristic  of 
squamous  cell  carcinoma  of  the  cervix.  However, 
the  most  minute  examination  of  the  cervix  and 
vagina  failed  to  reveal  any  visible  lesion.  Repeated 
biopsies  were  made  without  discovering  anything 
malignant,  although  some  hyperkeratotic  zones 
of  epithelium  were  found. 

The  patient  was  kept  under  observation  for  four 
months,  with  careful  inspection  of  the  cervix  and 
vagina  at  monthly  intervals.  Finally,  a small 
area  of  leukoplakic  epithelium  was  observed  and  a 
biopsy  made,  showing  an  unquestionable  early 
squamous  cell  carcinoma  of  the  cervix.  During 
the  four  months  of  observation,  weekly  vaginal 
smears  were  made,  in  each  of  which  could  be  seen 
the  cellular  picture  of  squamous  cell  carcinoma  of 
the  cervix. 

This  is  interpreted  as  an  instance  of  early 
carcinoma  of  the  cervix  in  which  the  vaginal 
smear  made  the  diagnosis  possible  at  a much 
earlier  date  than  would  have  been  possible  by 
means  of  biopsy  technic.  Furthermore,  this 
diagnosis  could  not  have  been  made  had  we  not 
been  making  routine  vaginal  smears  of  all  pa- 
tients. 

That  the  early  lesions  of  squamous  carcinoma 
and  adenocarcinoma  of  the  uterus  can  be  detected 
is  a finding  of  great  importance;  heretofore  there 
has  been  no  method  available  for  the  accom- 
plishment of  this  end.  As  is  well  known,  the 
early  lesion  can  usually  be  cured,  and  not  only 
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that — it  can  be  cured  by  simple  and  relatively 
inexpensive  means.  If  a vaginal  smear  study 
could  be  made  once  or  twice  a year  on  each 
woman  in  the  cancer-bearing  period  of  life,  it 
would  be  possible  to  change  the  whole  aspect 
of  present  experience  with  this  disease  of  the 
uterus.  The  importance  of  such  a project  may 
be  grasped  when  one  realizes  that  only  rarely  in 
the  use  of  other  methods  does  one  encounter  the 
early  lesion.  Therefore,  our  present  treatment 
is  largely  of  advanced  lesions,  with  but  little 
over  30  per  cent  cure.  Furthermore,  about 
15,000  women  succumb  annually  to  the  ravages 
of  the  disease. 

Although  it  is  possible  to  learn  how  to  make 
the  diagnosis  of  carcinoma  of  the  uterus  only 
through  actual  experience,  we  may  nevertheless 
attempt  to  outline  the  criteria  upon  which  the 
diagnosis  is  based. 

Squamous  Carcinoma  of  the  Cervix 

The  cells  show  great  variations  in  form  and 
size.  Generally  speaking,  the  more  undiffer- 
entiated forms  exhibit  the  smallest  cells.  The 
reduction  in  size  is  due  chiefly  to  smaller  amounts 
of  cytoplasm.  Mitoses  are  rarely  observed,  but 
enlarged,  malformed,  and  hyperchromatic  nuclei 
with  granular  chromatin  and  prominent  nucleoli 
are  typical.  Most  of  the  cells  are  discrete,  but 
many  are  seen  in  groups  or  sheets.  The  cyto- 
plasm is  often  dense  and  stains  dark.  In 
well-differentiated  carcinomas  one  may  see 
spindle-like  triangular  or  ameboid  shapes.  Some 
of  the  cells  reach  unusually  large  sizes.  Cyto- 
plasm may  be  cornified  or  may  show  pronounced 
vacuolation. 

Adenocarcinoma  of  the  Cervix 

In  general,  the  nuclear  changes  are  similar  to 
those  outlined  for  the  squamous  variety.  The 
cells  are  much  smaller,  however,  and  may  be 
seen  more  frequently  in  clusters.  The  more  em- 
bryonic types  may  have  little  demonstrable 
cytoplasm,  and  these  growths  nearly  always 
shed  cells  in  clusters  consisting  of  from  few  to 
many  cells.  It  requires  much  experience  to 
differentiate  this  type  of  adenocarcinoma  of  the 
cervix  from  that  which  is  characteristic  of  the 
fundus. 

Adenoacanthoma  of  the  Fundus 

This  type  of  carcinoma  yields  cells  in  the 
vaginal  smear  which  have  relatively  abundant 
cytoplasm,  often  acidophilic  to  some  degree  and 
frequently  vacuolated.  The  cells  are  compara- 
tively large.  The  nuclei  are  also  enlarged  and 


show  characteristic  inequalities  in  shape  and 
form. 

Adenoma  Malignum  of  the  Fundus 

This  is  the  most  difficult  carcinoma  of  the 
uterus  to  discover  by  means  of  the  vaginal  smear, 
the  reason  being  that  many  relatively  normal 
forms  are  intermixed  with  cells  bearing  malig- 
nant characteristics.  The  cells  are  shed  in 
clumps.  Therefore,  one  must  go  to  some  pains 
to  find  small  groups  and  to  observe  several  of 
these  before  arriving  at  negative  conclusions. 

Adenocarcinoma  of  the  Fundus 

Groups  of  cells,  many  of  which  contain  nuclei 
with  an  atypical  arrangement  of  the  chromatin, 
deep  basophilia,  and  irregularities  of  shape, 
and  size,  are  found  in  this  type  of  carcinoma. 
The  cells  contain  very  scanty  cytoplasm  and 
usually  are  small,  the  smallest  approximating 
the  size  of  a polymorphonuclear  leukocyte. 

In  addition  to  the  specific  cellular  changes, 
there  are  accessory  factors  which,  though  they 
do  not  have  diagnostic  importance  in  themselves, 
are  contributory,  and  often  serve  to  arouse 
one’s  suspicions  when  present.  Among  these 
are  the  presence  of  erythrocytes,  clumped  leuko- 
cytes, histiocytes,  and  the  small  basal  cells 
which  evidently  come  from  the  malpighian  layer. 

As  has  been  said,  there  are  numerous  benign 
pathologic  conditions,  such  as  chronic  cervicitis, 
endometritis,  and  prolonged  hyperestrinemic  con- 
ditions, which  may,  and  often  do,  result  in  the 
appearance  of  somewhat  modified  cervical  and 
endometrial  cells  in  the  smears.  Such  cells  form 
atypical  groups,  and  the  individual  cells  may 
acquire  atypical  forms  such  as  enlarged  nuclei 
and  vacuolation  of  the  cytoplasm;  however, 
these  always  retain  normal  nuclear  content  and 
arrangement.  One  must  therefore  be  familiar 
not  only  with  the  normal  cells  of  the  vaginal 
smear  but  also  with  these  atypical  forms. 

A positive  diagnosis  of  malignancy  should  not 
be  given  until  numerous  characteristic  and 
pathognomonic  cells  and  cell  groups  have  been 
seen.  Negative  findings  should  not  be  con- 
sidered as  final,  particularly  when  atypical 
cells  or  some  of  the  suspicious  signs  such  as 
the  presence  of  erythrocytes,  polymorphonuclear 
leukocytes,  and  groups  of  histiocytes  are  seen. 
Under  these  circumstances,  or  when  there  is 
bleeding  or  a profuse  watery  discharge,  further 
smears  should  be  examined. 

A well-illustrated  monograph  is  in  the  process 
of  preparation  and  should  be  of  great  assistance 
to  those  who  desire  to  learn  the  exact  details  of 
this  method  of  diagnosis. 


Case  Report 


HEMATURIA  WITH  PROGRESSIVE  OLIGURIA  DUE  TO  BILATERAL  URETERAL 
OBSTRUCTION  FOLLOWING  SULFATHI AZOLE  ADMINISTRATION;  SIGNIFI- 
CANCE OF  EARLY  CYSTOSCOPIC  AND  URETERAL  LAVAGE 

Samuel  Lubash,  M.D.,  F.A.C.S.,  and  Jacob  H.  Turkell,  M.D.,  New  York  City 


A NUMBER  of  investigators 11 6-9  have  shown 
^ that  extrarenal* *  as  well  as  intrarenal  obstruc- 
tion to  urinary  flow  can  occur  following  the  ad- 
ministration of  the  sulfonamide  group  of  drugs. 
Clinical  reports13-14’16  in  which  obstruction  to  uri- 
nary flow  was  primarily  due  to  extrarenal  deposits  of 
sulfapyridine  have  confirmed  the  experimental  find- 
ings. To  date  there  has  not  appeared  a clinical  re- 
port in  which  inefficiency  of  urinary  flow  following 
sulfathiazole  administration  was  primarily  due  to 
extrarenal  obstruction.  Thus,  Pepper  and  Horack2 
reported  a case  of  anuria  due  to  sulfathiazole  con- 
cretions deposited  in  the  collecting  tubules.  Knoll 
and  Cooper4  describe  a case  of  gross  hematuria 
associated  with  a rise  in  nonprotein  nitrogen  and 
blood  pressure.  Arnett12  reported  a case  of  severe 
hematuria  and  lumbar  pain  following  sulfathiazole 
therapy.  The  only  case,17  to  date,  in  which  sulfa- 
thiazole concretions  were  found  in  the  extrarenal 
passages  did  not  give  any  clinical  signs  of  urinary 
complications  or  renal  suppression.  The  findings 
were  incidentally  disclosed  at  autopsy.  Flippin 
et  al.tls  in  a comparative  study  of  sulfapyridine  and 
sulfathiazole  therapy  for  pneumonia,  mention  the 
finding  of  crystals  of  acetyl  sulfathiazole  in  the  pelves 
as  well  as  the  tubules  of  both  kidneys  in  a fatal  case 
of  endocarditis.  They,  too,  do  not  mention  whether 
or  not  any  signs  of  renal  suppression  occurred.  To 
our  knowledge,  the  following  case  is  the  first  to  be 
reported  in  which  urinary  suppression  with  anuria 
following  sulfathiazole  administration  was  caused 
primarily  by  extrarenal  obstruction — namely,  de- 
position of  crystalline  sediment  in  both  ureters. 

Case  Report 

M.  S.,  a 76-year-old  woman,  was  first  seen  for  a 
cold  by  her  private  physician,  Dr.  Louis  Green- 
wald,  of  New  York  City,  on  January  15,  1941.  The 
following  data  were  obtained  from  his  records: 

Examination  at  the  time  the  patient  was  first  seen 
revealed  dyspnea,  cyanosis,  fibrillation  with  marked 
pulse  deficit,  and  bilateral  basal  pulmonary  rales 
with  an  area  of  crepitant  rales  below  the  right 
scapula.  The  blood  pressure  was  160/100.  The 
blood  count  was : hemoglobin,  95  per  cent ; red  blood 
count,  4.8;  white  blood  count,  8,400,  with  84  per 
cent  polymorphonuclears.  The  urine  showed  a trace 
of  albumin  and  an  occasional  white  blood  cell. 
Past  history  revealed  that  the  patient  was  a known 
hypertension  arteriosclerotic  cardiac  of  two  or  three 
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years’  standing,  suffering  from  episodes  of  dyspnea, 
edema  of  the  legs,  and  paroxysms  of  fibrillation  for 
which  she  was  given  digitalis.  She  had  also  been  a 
chronic  bronchial  asthmatic  for  many  years.  There 
was  no  history  of  any  renal  disease.  On  January 
16  the  patient  was  started  on  sulfathiazole,  1 Gm. 
q4h.  Digalen,  grain  twice  a day,  iy2  was  pre- 
scribed. Owing  to  the  drop  in  temperature  to  100 
F.  with  symptomatic  improvement,  the  drug  was 
discontinued  the  next  day,  January  17,  after  a total 
of  7 Gm.  had  been  given.  NaHC03,  1 teaspoonful 
three  times  a day,  was  then  prescribed.  During 
the  twenty-four-hour  course  of  therapy,  the  fluid  in- 
take was  2,040  cc.  and  the  urinary  output  1,440  cc., 
with  an  additional  600  cc.  of  clear  urine  voided  in  a 
period  of  four  hours  following  the  last  dose  of  sulfa- 
thiazole. Twelve  and  one-half  hours  after  the  last 
dose  the  patient  began  to  complain  of  a desire  to 
void  and,  with  difficulty,  passed  120  cc.  of  urine. 
Three  hours  later  she  again  complained  of  discom- 
fort and  inability  to  void.  Catheterization  was 
resorted  to  and  45  cc.  of  dark-reddish  urine  were  ob- 
tained. This  was  sent  to  a neighboring  laboratory 
for  analysis,  which  reported  a 4 plus  albumin,  many 
red  blood  cells,  positive  benzidine,  and  many  crys- 
tals described  as  resembling  leucine  and  tyrosine. 
One  hour  following  catheterization  she  voided  120 
cc.  of  dark-red  urine.  During  the  next  two  and 
one-half  hours  she  still  complained  of  discomfort 
and  urgency  but  was  unable  to  pass  more  than  15 
cc.  on  three  separate  occasions.  The  presence  of 
urinary  obstruction  due  to  sulfathiazole  was  con- 
sidered probable,  and  because  of  the  possibility  of 
impending  anuria,  the  patient  was  hospitalized  on 
January  18. 

On  admission  to  the  Beth  Israel  Hospital  she  ap- 
peared slightly  cyanotic  and  moderately  dyspneic. 
She  complained  of  pain  over  the  right  kidney.  There 
was  no  icterus;  the  liver  was  not  felt,  but  the  over- 
lying  area  was  tender.  There  was  questionable 
dullness  at  the  right  pulmonary  base,  with  general- 
ized coarse  rales  throughout  and  fine  crackling 
rales  in  the  bases  and  axillae.  The  heart  was  not 
enlarged  and  no  murmurs  were  present,  but  there 
was  a regular  sinus  rhythm  with  no  pulse  deficit. 
The  blood  pressure  was  190/98.  A 1 plus  pretibial 
edema  was  present.  The  temperature  was  99.6  F.; 
respiration  42;  pulse  90.  Blood  count  showed 
hemoglobin  101  per  cent;  red  blood  count,  4.9;  white 
blood  count,  7,300,  of  which  5 per  cent  were  stab 
cells.  Sulfathiazole  concentration  in  the  blood  was 
1 mg.  per  cent.  N.P.N.,  which  was  done  at  first  by 
the  intern  on  call  and  reported  as  44,  was  later  found 
to  be  78. 

Cystoscopy  with  ureteral  catheterization  was  done 
The  bladder  was  slightly  congested  and  held  1 cc.  of 
very  bloody  urine.  No  concretions  were  noted  in 
the  bladder.  There  were  numerous  crystals  pro- 
truding from  and  surrounding  the  right  ureteral 
orifice.  The  left  ureter  showed  one  crystal  pro- 
truding from  its  orifice.  Punctate  lacerations  about 
the  right  ureteral  orifice  were  noted.  The  ureters 
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were  catheterized,  and  immediately  a shower  of 
crystals  simulating  a snowstorm  descended  from 
both  ureteral  orifices  down  along  the  sides  of  the 
catheters  into  the  bladder.  Twenty  cc.  of  blood- 
tinged  urine  was  obtained  from  the  right  kidney  and 
10  cc.  from  the  left.  Both  catheters  were  allowed  to 
remain  in  situ , and  lavages  of  warm  sterile  water 
were  started.  Microscopic  examination  of  the  sedi- 
ment secured  from  the  ureters  showed  innumerable 
sulfathiazole  crystals  with  many  red  cells.  For 
chemical  examination  the  total  sediment  was  ex- 
tracted with  acetone.  This  yielded  480  mg.,  of  which 
258  mg.  were  conjugated  drug,  210  mg.  were  in  the 
free  form,  and  12  mg.  were  extraneous  material. 

The  catheters  were  allowed  to  remain  indwelling 
in  both  ureters  for  sixteen  hours  and  during  this  time 
700  cc.  of  urine  was  obtained.  Lavage  was  repeated 
every  fifteen  minutes  in  order  to  prevent  blocking  of 
the  catheters.  Because  of  the  patient’s  cardiac 
status,  fluid  therapy  had  to  be  carefully  outlined  in 
order  to  secure  rapid  urine  alkalinization  and  diuresis 
without  overtaxing  the  myocardium.  A hypoder- 
moclysis  of  600  cc.  of  Hartman’s  solution  was 
given.  A slow  intravenous  of  Ringer’s  solution  at 
40  drops  per  minute  was  started,  with  repeated 
portions  of  50  cc.  of  50  per  cent  sucrose.  Potassium 
citrate  and  Ringer’s  solution  were  given  orally. 
The  patient  was  placed  on  a maintenance  dose  of 
digitalis.  After  removal  of  the  catheters,  the  patient 
voided  1 ounce  of  dark-reddish  urine,  pH  6.  This 
revealed  many  red  blood  cells,  a few  hyaline  casts, 
and  a moderate  number  of  sulfathiazole  crystals. 
During  the  next  17V2  hours  she  began  to  void  more 
freely,  her  urinary  output  totaling  1,470  cc.  She 
had  had  during  this  time  a fluid  intake  of  2,790  cc. 
Examination  of  the  urine  passed  now  gave  an  alka- 
line reaction,  pH  7.5.  No  crystalline  sediment  was 
present.  The  N.P.N.  of  the  patient  returned  to  26 
mg.  per  cent.  Because  of  the  elevated  C02  (79.9) 
and  increased  dyspnea,  alkalinization  was  discon- 
tinued, the  patient  was  placed  on  a cardiac  regimen, 
with  salt  free  diet,  restricted  fluids,  and  nasal 
oxygen.  Digitalis  was  continued.  In  spite  of  this 
regimen,  dyspnea  became  more  severe.  The  tem- 
perature fluctuated  between  100  and  102  F.  X-ray 
revealed  senile  emphysema  with  unresolved  patches 
of  consolidation  in  the  left  upper  and  both  lower 
lobes.  The  patient  continued  to  go  downhill  and 
died  on  January  24,  1941,  the  seventh  day  of  hospi- 
talization. 

An  N.P.N.  taken  one  hour  before  death  was  27. 
At  no  time  did  the  patient  become  anuric  or  show 
other  signs  indicative  of  the  recurrence  of  renal  ob- 
struction. A routine  urine  taken  had  a specific 
gravity  of  1.030.  This  showed  that  renal  function 
was  adequate. 

Although  the  death  of  the  patient  was  probably 
due  to  cardiac  failure  with  a superimposed  broncho- 
pneumonia, there  is  little  doubt  that  the  oliguria 
and  transitory  uremia  played  a contributory  part. 
We  believe  the  latter  complications  were  secondary 
to  renal  insufficiency  resulting  from  tubular  but 
primarily  ureteral  obstruction  of  the  kidney  pass- 
ages by  crystalline  deposits  of  sulfathiazole. 

Discussion 

Gross  et  al.1  pointed  out  that  sulfapyridine  uro- 
liths tend  to  be  precipitated  in  the  pelves  and  ureters, 
whereas  sulfathiazole  deposits  were  found  more 
commonly  in  the  renal  tubules.  Since  then,  the 
tendency  has  been  to  differentiate  the  mechanism 
responsible  for  the  urinary  obstruction  caused  by 
the  two  drugs — that  is,  if  sulfapyridine  causes  the 


obstruction,  it  is  of  extrarenal  origin,  whereas  if 
sulfathiazole  causes  the  obstruction,  it  is  of  intra- 
renal  origin.  Such  a concept  leads  to  the  danger 
of  disregarding  the  significant  role  that  extrarenal 
obstruction  might  play  in  cases  receiving  sulfa- 
thiazole therapy.  That  no  such  sharp  line  can  be 
drawn  between  the  two  drugs  is  indicated  by  the 
case  reported.  In  any  case  of  obstruction,  whether 
by  sulfathiazole  or  sulfapyridine,  one  should  not 
forget  to  guide  the  therapy  by  the  recognition  of  the 
fact  that  extrarenal  as  well  as  intrarenal  concretions 
may  be  present. 

The  importance  of  treating  the  intrarenal  obstruc- 
tion by  discontinuance  of  the  drug,  forcing  fluids, 
and  immediate  alkalinization  of  the  urine  is  now  a 
well-established  principle.3*10*12*16  Gross7  and  An- 
topol6  have  shown  experimentally  that  the  crystal- 
line deposits  dissolve  on  discontinuance  of  the 
medication.  It  is  to  the  treatment  of  the  extrarenal 
type  of  obstruction  that  we  wish  to  call  particular 
attention.  The  presence  of  hydronephrosis,  hydro- 
ureters, or  a distended,  obstructed  bladder  have 
been  only  too  commonly  demonstrated  in  the  ex- 
perimental animal.1*6*6  Cases  of  extrarenal  urinary 
obstruction  are  being  reported  more  and  more  fre- 
quently.13*14*16*16  Cognizance  of  the  cystoscopic 
manipulation  and  its  importance  is  shown  in  the 
cases  reported  by  Tsao,13  Carroll,14  and  Dourmash- 
kin  and  Warton.16  The  latter14*16  were  able  to  re- 
establish kidney  drainage  by  ureteral  catheteriza- 
tion in  cases  of  bilateral  ureteral  obstruction  fol- 
lowing sulfapyridine  administration. 

In  our  own  case,  we  feel  that  relief  of  the  urinary 
obstruction  was  in  great  part  due  to  removal  of  the 
extrarenal  deposits  by  ureteral  catheterization  and 
lavage.  Were  it  not  that  the  patient  finally  suc- 
cumbed to  the  bronchopneumonia  and  cardiac  de- 
compensation, she  probably  would  have  fully  re- 
covered from  her  urinary  complications. 

There  is  one  other  point  worthy  of  emphasis,  pre- 
viously pointed  out  by  Sadusk  et  al.,11  viz.,  the  use 
of  caution  in  the  administration  of  even  small 
doses  of  these  drugs  in  elderly  patients  with  chronic 
cardiovascular  disease.  In  the  case  reported  here, 
only  7 Gm.  had  been  given  with,  apparently,  an 
adequate  fluid  intake,  yet  this  was  enough  to  cause 
dangerous  urinary  obstruction. 

Summary 

1.  A case  is  reported  in  which  hematuria  and 
oliguria,  with  elevation  of  the  N.P.N.,  resulted  from 
bilateral  obstruction  of  the  ureters  following  the 
administration  of  only  7 Gm.  of  sulfathiazole  for 
pneumonia  in  an  elderly  patient  with  chronic  cardio- 
vascular disease.  Bilateral  ureteral  catheterization 
helped  to  bring  about  re-establishment  of  kidney 
drainage. 

2.  Animal  experiments  now  substantiated  b}r 
clinical  reports  show  that  sulfathiazole,  like  sulfa- 
pyridine, can  crystallize  within  the  extrarenal  pass- 
ages of  the  urinary  tract. 

3.  Those  cases  in  which  hematuria  and  oliguria 
are  not  relieved  promptly  by  forcing  fluids  and 
alkali  should  lead  to  the  recognition  that  the  ob- 
struction may  be  in  the  extrarenal  urinary  passages. 
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In  these  cases,  the  necessity  of  early  cystoscopy 
and  ureteral  intervention  and  drainage  as  a life- 
saving therapeusis  is  emphasized. 

4.  The  importance  of  exercising  caution  in  ad- 
ministrating even  small  doses  of  the  drug  to  elderly 
individuals  with  chronic  cardiovascular  disease  is 
stressed. 
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IMMUNITY  AND  PROTEIN  RESERVES 

According  to  a recent  presidential  address  before 
the  American  Association  of  Immunologists  by  Dr. 
Paul  R.  Cannon,  the  last  two  decades  have  seen  the 
general  acceptance  of  a new  theory  of  specific  anti- 
body production  with  numerous  practical  applica- 
tions to  nutritional  physiology  in  wartime. 

Toward  the  close  of  the  nineteenth  century  the 
accepted  theory  of  specific  immunity  was  based  on 
Ehrlich’s  specific  receptor  hypothesis.  This  assumes 
that  specific  antibodies  pre-exist  as  .hereditary 
“receptors”  or  “side  chains”  in  fixed  tissue  cells,  from 
which  they  are  given  off  as  a result  of  contact  with 
corresponding  specific  antigens.  Accumulated  clini- 
cal and  experimental  evidence  eventually  led  to  an 
almost  unanimous  discarding  of  this  theory  in  favor 
of  the  concept  that  protective  antibodies  are  newly 
formed  chemical  complexes,  synthesized  as  a result 
of  the  action  of  normal  intracellular  enzymes.  Anti- 
bodies were  conceived  to  be  acquired  chemical  char- 
acters, whose  method  of  synthesis  became  a feasible 
problem  in  biochemical  research. 

Numerous  biochemists  became  interested  in  this 
basic  problem.  Breinl  and  Haurowitz,  of  Czecho- 
slovakia, proved  through  experimentation  that  the 
precipitating  antibody  is  chemically  identical  with 
normal  rabbit  serum  globulin  except  for  the  spatial 
arrangement  of  its  constituent  amino  acids.  From 
this  it  seemed  evident  that  specific  precipitins  are 
normal  serum  globulins  whose  intracellular  synthesis 
is  modified  by  the  “templating”  action  of  the  ab- 
sorbed antigen.  The  locally  synthesized  “antigenic 
template”  thus  replaced  the  hereditary  “cell  re- 
ceptor” of  the  earlier  theory. 

In  his  address  Dr.  Cannon  reviewed  the  accumu- 
lated experimental  evidence  in  support  of  the 
“template”  theory,  with  additional  evidence  sug- 


gesting that  the  “antigenic  template”  is  synthesized 
from  the  intracellular  protein  reserves.  Luck  and 
others  showed  that  a high  protein  diet  leads  to  an 
increase  in  fixed  tissue  protein  reserves  with  parallel 
increases  in  circulating  serum  globulin.  A diminu- 
tion in  cytoplasm  protein  associated  with  decreased 
serum  globulin  as  a result  of  low  protein  diets  was 
demonstrated  by  Elman  and  Heifetz.  These  facts 
suggest  the  probable  importance  of  a luxury  protein 
diet  for  the  maintenance  of  adequate  “antibody 
matrix”  (protein  reserves)  to  serve  as  basic  mate- 
rials for  specific  antibody  templation.  If  so,  the 
immunologic  potential  of  the  reticulo-endothelial 
system,  for  example,  would  vary  quantitatively  with 
the  amount  of  locally  available  protein  reserve. 

This  suggested  relationship  is  in  line  with  sta- 
tistical evidence  covering  the  increased  susceptibility 
to  infectious  diseases  observed  as  a result  of  dietary 
insufficiency  during  the  first  World  War.  Dr. 
Cannon  was  able  to  confirm  this  relationship  on 
experimental  animals.  Rabbits  whose  protein 
reserves  had  been  reduced  by  low  protein  diets 
showed  a distinctly  subnormal  capacity  to  produce 
specific  antibodies. 

The  accumulated  evidence  in  support  of  the  rela- 
tionship between  protein  reserves  and  specific  im- 
munity is  of  particular  interest  at  present  in  view  of 
the  popular  overemphasis  of  the  role  of  vitamins  in 
promoting  antimicrobic  resistance.  There  is  a re- 
sulting popular  underestimate  of  the  basic  import- 
ance of  a luxury  protein  intake.  Without  more  than 
enough  protein  to  maintain  nitrogenous  equilibrium, 
antimicrobic  vitamins  are  immunologically  inef- 
fective. In  the  words  of  Madden  and  Whipple, 
“The  reserve  store  (of  protein)  is  the  bulwark  against 
infection.” — J.A.M.A. 


GIRL  MEDICAL  STUDENTS  ADVOCATED  IN 
The  New  York  Times  carried  the  following  special 
cable  from  London  on  December  20: 

“The  British  Medical  Students  Association  adop- 
ted a resolution  today  advocating  the  admission  on 
equal  terms  of  women  and  men  to  all  British  medical 
schools. 


BRITAIN 

“The  resolution  was  adopted  after  strong  opposi- 
tion was  expressed  on  the  ground  of  the  lack  of 
accommodations  for  women.  It  was  also  contended 
that  35  per  cent  of  the  women  admitted  to  practice 
ceased  practicing  after  they  have  reached  the  age  of 
thirty.” 


Postgraduate  Medical  Education 


Programs  arranged  by  the  Council  Committee  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York  are  published  in  this  section  of  the  Journal.  The 
members  of  the  committee  are  Oliver  W.  H.  Mitchell , M.D.,  chairman  (4 28  Greenwood  Place . 
Syracuse ) ; George  Baehr,  M.D. ; and  Charles  D.  Post , M.D. 


Cancer  Teaching  Day 


A CANCER  Teaching  Day  will  take  place  on 
Thursday,  April  15,  at  the  Academy  of  Medi- 
cine, 1441  East  Avenue,  Rochester,  New  York. 
The  conference  is  presented  under  the  combined 
auspices  of  the  Medical  Society  of  the  County  of 
Monroe,  the  Seventh  District  Branch  of  the  Medical 
Society  of  the  State  of  New  York,  the  Rochester 
Academy  of  Medicine,  the  University  of  Rochester 
School  of  Medicine  and  Dentistry,  the  Tumor  Clinic 
Association  of  the  State  of  New  York,  the  Medical 
Society  of  the  State  of  New  York,  and  the  New  York 
State  Department  of  Health,  Division  of  Cancer 
Control. 

The  meeting  will  be  opened  by  G.  Kirby  Collier, 
M.D.,  president  of  the  Monroe  County  Medical 
Society.  J.  Craig  Potter,  M.D.,  is  chairman. 

The  program  is  as  follows: 

4:15  P.M. — “Care  of  the  Advanced  Cancer  Patient,” 
by  Norman  Treves,  M.D.,  instructor  in 
surgery,  Cornell  University  Medical 
College,  and  associate  surgeon,  Memorial 
Hospital,  New  York  City. 

“What  May  be  Logically  Expected 
from  Pre-  and  Postoperative  Radiation 
in  Mammary  Cancer,”  by  Fred  W. 
Stewart,  M.D.,  associate  professor  of 
surgical  pathology,  Cornell  University 


Medical  College,  and  pathologist,  Memo- 
rial Hospital,  New  York  City. 

6:30  P.M. — Dinner  at  the  Academy  of  Medicine. 

The  evening  meeting  will  be  opened  by  John 
Aikman,  M.D.,  president  of  the  Rochester  Academy 
of  Medicine.  Chairman  of  the  meeting  is  Leo  F. 
Simpson,  M.D.  The  evening  program  will  include: 
8:00  P.M. — “Role  of  the  Endocrine  in  Neoplastic 
Disease,”  by  Cornelius  P.  Rhoads, 
M.D.,  professor  of  pathology,  Cornell 
University  Medical  College,  and  director, 
Memorial  Hospital,  New  York  City. 
“Diagnosis  and  Treatment  of  Prostatic 
Cancer,”  by  Charles  B.  Huggins,  M.D., 
professor  of  surgical  urology,  University 
of  Chicago,  Chicago. 

Members  of  the  cancer  committee  of  the  Medical 
Society  of  the  County  of  Monroe  are:  G.  Kirby 
Collier,  M.D.,  president  of  the  Society,  ex  officio; 
J.  Craig  Potter,  M.D.,  chairman;  Leo  F.  Simpson, 
M.D.,  vice-chairman;  and  Lyman  C.  Boynton, 
M.D.,  Walter  A.  Calihan,  M.D.,  William  I.  Dean, 
M.D.,  Andrew  H.  Dowdy,  M.D.,  James  M.  Flynn, 
M.D.,  Donald  C.  Houghton,  M.D.,  and  John  M. 
Swan,  M.D. 

Reservations  for  the  dinner  must  be  made  in  ad- 
vance. 


Sulfonamide  Therapy 


A SERIES  of  postgraduate  courses  in  sulfonamide 
therapy  are  being  held  for  the  Tioga  County 
Medical  Society  under  the  sponsorship  of  the  Council 
on  Public  Health  and  Education  of  the  State  Medi- 
cal Society,  and  the  State  Department  of  Health. 
The  first  lecture  took  place  at  6:30  p.m.  March  31,  at 
Jenkins  Inn,  Waverly,  New  York.  The  subject  was 
“Treatment  of  Pneumonia,”  and  the  speaker  was 
Walsh  McDermott,  M.D.,  instructor  in  medicine, 
Cornell  University  Medical  College,  New  York  City. 

Other  lectures,  which  were  held  at  6:30  p.m. 
in  the  Green  Lantern  Inn  at  Owego,  New  York, 
included: 


April  7 — “Gynecology  in  General  Practice” 

Nathan  P.  Sears,  M.D.,  professor  of 
gynecology,  Syracuse  University  College 
of  Medicine 

April  14 — “The  Treatment  of  Genitourinary  Infec- 
tion” 

Thomas  F.  Laurie,  M.D.,  associate  pro- 
fessor of  clinical  surgery  (urology),  Syra- 
cuse University  College  of  Medicine 
“The  Treatment  of  Meningitis” 

A.  Clement  Silverman,  M.D.,  professor  of 
clinical  pediatrics,  Syracuse  University 
College  of  Medicine 


War  Medicine  and  Surgery 


A TEACHING  Afternoon  on  War  Medicine  and 
Surgery  was  presented  March  25  for  the  St. 
Lawrence  County  Medical  Society  by  the  Council 
Committee  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York,  and  the 
State  Department  of  Health,  in  cooperation  with  the 
Office  of  Civilian  Defense  and  the  Health  Prepared- 
ness Commission  of  the  State  War  Council.  The 
meeting  was  held  in  the  Hepburn  Hospital  Nurses’ 


Auditorium  at  Ogdensburg,  New  York,  at 
2 :00  p.m. 

The  program  included  lectures  on  “The  Care  of 
Soft  Tissue  Injuries”  by  Frederick  S.  Wetherell, 
M.D.,  professor  of  clinical  surgery,  Syracuse  Univer- 
sity College  of  Medicine,  and  on  “Plasma  Therapy 
and  Whole  Blood  Transfusion,”  by  Frederick  N. 
Marty,  M.D.,  instructor  in  clinical  medicine,  Syra- 
cuse University  College  of  Medicine. 


772 


April  15,  1943] 


POSTGRADUATE  MEDICAL  EDUCATION 


773 


Teaching  Day  on  Virus  Diseases 


MEMBERS  of  the  Otsego  County  Medical 
Society  were  given  postgraduate  instruction 
in  virus  diseases  at  a Teaching  Dav  held  on  Wednes- 
day, March  24,  at  the  Homor  Folks  Tuberculosis 
Hospital  in  Oneonta,  New  York.  Speakers  and 
subjects  included: 

4:00  P.M.  “The  Nature  of  Viruses” 

Jerome  T.  Syverton,  M.D.,  associate 
professor  of  bacteriology,  University  of 
Rochester  School  of  Medicine  and 
Dentistry. 


6:00  P.M.  Dinner 

8:00  P.M.  “The  Clinical  and  Epidemiological  Fea- 
tures of  Primary  Atypical  Pneumonia” 
Lawrence  E.  Young,  M.D.,  instructor 
in  medicine,  University  of  Rochester 
School  of  Medicine  and  Dentistry,  and 
Paul  A.  Lembcke,  M.D.,  district  state 
health  officer  and  instructor  in  epide- 
miology and  preventive  medicine,  Uni- 
versity of  Rochester  School  of  Medicine 
and  Dentistry. 


Medical  Aspects  of  Chemical  Warfare 


A TEACHING  Day  for  physicians  and  nurses  on 
7*-“Medical  Aspects  of  Chemical  Warfare”  was  held 
at  Syracuse  University  College  of  Medicine  on  Friday, 
April  9,  1943  from  2:00  p.m.  to  5:00  p.m.  in  Room 
116.  This  was  a three-hour  review  session  with  dis- 
cussion of  new  developments.  This  instruction  was 


presented  by  Syracuse  University  College  of  Medi- 
cine, in  cooperation  with  the  Health  Preparedness 
Commission  of  the  New  York  State  War  Council, 
the  Medical  Division  of  the  Office  of  Civilian  De- 
fense, and  the  New  York  State  Department  of 
Health. 


Plasma  Therapy  and  Whole  Blood  Transfusion 


A T A joint  meeting  of  the  Onondaga  County 
TY  Medical  Society  and  the  Syracuse  Academy  of 
Medicine,  held  on  April  6,  a lecture  on  “Plasma 
Therapy  and  Whole  Blood  Transfusion”  was  ar- 
ranged by  the  New  York  State  Department  of 
Health  and  the  State  Medical  Society 
The  lecture  was  given  by  Earle  B.  Mahoney,  M.D., 
assistant  professor  of  surgery,  University  of  Roch- 
ester School  of  Medicine  and  Dentistry.  The 
meeting  took  place  at  8:30  p.m.  at  the  University 
Club  in  Syracuse. 


On  Wednesday,  April  7,  a postgraduate  lecture 
on  “Plasma  Therapy  and  Whole  Blood  Trans- 
fusion” was  given  before  the  Saranac  Lake  Medical 
Society.  The  instruction,  which  took  place  in  the 
John  Black  Room  of  the  Saranac  Laboratory  in 
Saranac,  was  given  by  Frederick  N.  Marty,  M.D., 
instructor  in  clinical  medicine,  Syracuse  University 
College  of  Medicine,  Syracuse.  The  program  was 
presented  through  the  cooperation  of  the  Medical 
Society  of  the  State  of  New  York  and  the  New  York 
State  Department  of  Health. 


Sulfonamide  Therapy 


''THROUGH  the  cooperation  of  the  New  York 
L State  Department  of  Health  and  the  Medical 
Society  of  the  State  of  New  York,  a postgraduate 
lecture  on  “Sulfonamide  Therapy”  was  presented  on 
April  7 for  the  Putnam  County  Medical  Society. 


General 

A POSTGRADUATE  lecture  on  May  13  has  been 
arranged  for  the  Seneca  County  Medical  So- 
ciety by  the  Medical  Society  of  the  State  of  New 
York  and  the  New  York  State  Department  of 
Health.  The  lecture,  entitled  “What  We  Do  Know 


Norman  Plummer,  M.D.,  assistant  professor  of 
clinical  medicine,  Cornell  University  Medical  Col- 
lege, was  the  speaker.  The  meeting  was  held  at 
7:00  p.m.  at  the  Gipsy  Trail  Club  in  Carmel,  New 
York. 


Medicine 

About  Vitamins,”  will  be  delivered  by  David  K. 
Miller,  M.D.,  professor  of  medicine,  University  of 
Buffalo  School  of  Medicine.  The  meeting  will  take 
place  at  2:00  p.m.  at  the  Armitage  Tea  Room  in 
Seneca  Falls. 


THE  JOURNAL  OF  THE  NATIONAL  MALARIA  SOCIETY 


The  first  volume  of  a new  journal  devoted  to 
malaria  has  just  appeared.  It  is  the  official  organ 
of  the  National  Malaria  Society,  formerly  the  Na- 
tional Malaria  Committee.  It  is  to  be  made  a 
quarterly  of  fifty  pages  as  soon  as  financial  support 
and  sufficient  material  justify  such  action.  The 


first  issue,  which  is  the  entire  volume  for  1942,  con- 
tains some  sixteen  original  contributions  on  various 
phases  of  the  malaria  problem.  In  view  of  the 
world-wide  importance  which  is  attached  to  control 
of  malaria,  this  new  journal  will  doubtless  serve  as  a 
highly  useful  medium  for  disseminating  information. 


Woman’s  Auxiliary 


To  the  Medical  Society  of  the  State  of  New  York 

Annual  Convention 

Buffalo — May  2-5 


Officers 


President , Mrs.  J.  Emerson  Noll,  Port  Jervis 
President-Elect,  Mrs.  F.  Leslie  Sullivan,  Scotia 
First  Vice-President,  Mrs.  William  Lavelle,  Long 
Island  City 

Second  Vice-President,  Mrs.  Stanley  P.  Tones, 
Mattituck 


Treasurer,  Mrs.  Louis  A.  Van  Kleeck,  Manhasset 
Recording  Secretary,  Mrs.  Carlton  E.  Wertz, 
Buffalo 

Corresponding  Secretary,  Mrs.  Travalin  Omstead, 
Pearl  River 


The  Annual  Convention  of  the  Woman's  Auxiliary  to  the  Medical  Society  of  the 
State  of  New  York  will  be  held  on  May  2,  3,  4,  5,  1943,  at  the  Hotel  Statler,  Buffalo. 
The  headquarters  will  be  in  the  Terrace  Room. 

All  doctors’  wives,  whether  members  of  a Woman’s  Auxiliary  to  a county  medical 
society  or  not,  are  urged  to  register  at  the  Registration  Desk  in  the  Foyer  of  the  Terrace 
Room,  and  are  cordially  invited  to  participate  in  all  parts  of  the  program. 


2:00  p.m.— 
5:00  p.m. 


9:00  a.m.— 
12  Noon 

9:00  a.m.— 
5:00  p.m. 

9:00  a.m.— 
4:00  p.m. 


10:00  a.m.— 
12  Noon 

1:00  p.m.— 
4:00  p.m. 

7 : 00  p.m. 


Program 


Sunday,  May  2 


Tuesday,  May  4 


Registration — Main  Foyer  of  Hotel 


Monday,  May  3 

Registration  of  delegates — Foyer  of 
Terrace  Room 

Registration  of  all  doctors’  wives — 
Foyer  of  Terrace  Room 

Registration  for  dinner  (7:00  p.m.), 
luncheon  Tuesday  (1:00  p.m.),  and 
tea  Wednesday  (3:30  p.m.) — Foyer 
of  Terrace  Room 

Preconvention  meeting — Terrace 

Room 

House  of  Delegates  meeting — Terrace 
Room 

Annual  Auxiliary  Dinner 


9:00  a.m. 

9:00  a.m.— 
10:00  a.m. 

9:30  a.m.— 
12  Noon 
1:00  p.m. 


9:00  a.m. 


9 : 00  a.m.— 
12  Noon 
9:30  a.m.— 
11:00  a.m. 
11:00  a.m.— 
12  Noon 
3:30  p.m. 


Registration,  members  and  guests — 
Foyer  of  Terrace  Room 
Registration  for  luncheon  (1:00  p.m.) 
and  tea  Wednesday  (3:30  p.m.) — 
Foyer  of  Terrace  Room 
House  of  Delegates  meeting — Terrace 
Room 

Luncheon  (place  to  be  announced) 

Wednesday,  May  5 

Registration  continued — Foyer  of 
Terrace  Room 

Registration  for  tea  (3:30  p.m.) — 
Foyer  of  Terrace  Room 
Postconvention  meeting  of  Executive 
Board — Terrace  Room 
Conference  of  County  Presidents — 
Terrace  Room 
Tea  (place  to  be  announced) 
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Honor  Roll 

Medical  Society  of  the  State  of  New  York 


Member  Physicians  in  the  Armed  Forces 
Supplementary  List 

The  following  list  is  the  sixth  supplement  to  the  Honor  Roll  published  in  the  De- 
cember 15, 1942,  issue.  Other  supplements  appeared  in  the  January  1,  January  15, 
February  15,  March  1,  and  March  15  issues. — Editor 


A 

Amsel,  M.  R. 

150  W.  55  St.,  N.Y.C. 

Anderson,  H.  G. 

220  5 Ave.,  Troy,  N.Y. 

Apfel,d£. 

1995  Creston  Ave.,  Bronx,  N.Y. 
Appel,  S.  J. 

2691  Reservoir  Ave.,  Bronx,  N.Y. 
Arnold,  S.  A. 

Bay  Shore,  N.  Y. 

B 

Barrett,  J.  V. 

240  9 St.,  Troy,  N.Y. 

Beck,  R.  J. 

18  Fairview  St.,  Huntington,  N.Y. 
Becker,  C.  R. 

149  Hoosick  St.,  Troy,  N.Y. 
Bercovitz,  Z. 

30  E.  72  St.,  N.Y.C. 

Bergen,  C.  T.  (Capt.) 

Camp  Barkeley,  Tex. 

Berkovsky,  M. 

955  Walton  Ave.,  Bronx,  N.Y. 
Bernstein,  J.  C. 

Greenlawn,  N.Y. 

Bessey,  C.  E. 

455  Pawling  Ave.,  Troy,  N.Y. 
Bilchick,  E.  B. 

876  Park  Ave.,  N.Y.C. 

Bloomstein,  H. 

East  Setauket,  N.Y. 

Blum,  Morris 

911  Walton  Ave.,  Bronx,  N.Y. 
Bonner,  H.  C.  (Lt.) 

Amarillo,  Tex.  , 

Bradley,  D.  J. 

Amityville,  N.Y. 

Bruenn,  H.  C. 

Sampson,  Geneva,  N.Y. 

C 

Carlin,  G.  E. 

Amityville,  N.Y. 

Cassell,  A. 

2 Seaman  Ave.,  N.Y.C. 

Chase,  S.  L. 

115  E.  61  St.,  N.Y.C. 

Chernack,  M.  J. 

1018  E.  163  St.,  Bronx,  N.Y. 
Chezar,  H.  H. 

1985  Bryant  Ave.,  Bronx,  N.Y. 
Christensen,  B.  E. 

1212  Fifth  Ave.,  N.Y.C. 

Church,  G.  T.  (Maj.) 

Camp  Lee,  Va. 

Cimildora,  A.  L. 

1 Wall  St.,  Auburn,  N.Y. 

Coyne,  M.  J. 

196  Genesee  St.,  Utica,  N.Y. 
Criscillo,  A.  J. 

760  E.  236  St.,  Bronx,  N.Y. 

D 

D’Angelo,  J.  V. 

1091  Waring  Ave.,  Bronx,  N.Y. 
Datri,  F.  J. 

624  2 St.,  Brooklyn,  N.Y. 

De  Bono,  M. 

Copiague,  N.Y. 

Devitt,  F.  B. 

16  Ford  Ave.,  Oneonta,  N.Y. 

De  Voe,  A.  G.  (Capt.) 

S.I.,  N.Y. 


Diamond,  H.  D. 

9320  Flatlands  Ave.,  Brooklyn, 
N.Y. 

Diamond,  N. 

30  S.  Long  Beach,  Freeport,  N.Y. 
Di  Blanda,  H.  A. 

722  E.  231  St.,  Bronx,  N.Y. 

Di  Gregorio,  A.  G. 

4412  Carpenter  Ave.,  Bronx,  N.Y. 
Director,  W. 

2965  Valentine  Ave.,  Bronx,  N.Y. 
Doroska,  V.  A. 

Riverhead,  N.Y. 

Dorr,  W.  L. 

507  Metcalf  Bldg.,  Auburn,  N.Y. 
Drysdale,  C.  E. 

Northport,  N.Y. 

E 

Edson,  G.  N. 

33-25  84th  St.,  Jackson  Heights, 
N.Y. 

Elias,  M.  (Capt.) 

Camp  Stuart,  Ga. 


F 

Fallis,  D. 

161  Hempstead  Ave.,  West  Hemp- 
stead, N.Y. 

Fischbach,  K. 

Park  Central  Hotel,  N.Y.C. 
Fishman,  I.  F.  (Capt.) 

Camp  Campbell,  Ky. 

Fishof,  F.  E. 

860  Grand  Concourse,  Bronx,  N.Y. 
Flessa,  D.  K. 

Babylon,  N.Y. 

Flynn,  J.  B. 

610  W.  148  St.,  N.Y.C. 

Flynn,  R.  A. 

4355  Martha  Ave.,  Bronx,  N.Y. 
Fraad,  L.  M. 

Fort  Jackson,  S.C. 

Franco,  A.  A. 

Hartwick,  N.Y. 

Frank,  C.  W. 

1882  Grand  Concourse,  Bronx,  N.Y. 
Freston,  J.  M. 

1009  Park  Ave.,  N.Y.C. 

Fried,  E.  I. 

1210  Wheeler  Ave.,  Bronx,  N.Y. 
Friedenson,  M. 

711  Walton  Ave.,  Bronx,  N.Y. 
Friedlander,  H.  S. 

215  Mt.  Hope  PL,  Bronx,  N.Y. 
Friedman,  B.  (Capt.) 

Fort  Benning,  Ga. 

Friedman,  B. 

6 W.  77  St.,  N.Y.C. 


Gabe,  H. 

1287  Shakespeare  Ave.,  Bronx,  N.Y. 
Gale,  J.  P. 

Lindenhurst,  N.Y. 

Gaspar,  W.  A. 

St.  Regis  Falls,  N.Y. 

Gepfert,  J.  R. 

44  E.  65  St.,  N.Y.C. 

German,  D.  P. 

286  E.  2 St.,  N.Y.C. 

Gibbons,  J.  M. 

9 Cedar  Dr.,  Great  Neck,  N.Y. 
Giganti,  B.  F. 

797  Hart  St.,  Brooklyn,  N.Y. 
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Giuffre,  J. 

2551  Holland  Ave.,  Bronx,  N.Y. 
Gold,  A.  M. 

370  Central  Park  W.,  N.Y.C. 

Gold,  B.  J. 

2206  Valentine  Ave.,  Bronx,  N.Y 
Goldberg,  S.  N. 

1035  Grand  Concourse,  Bronx,  N.Y. 
Goldstein,  P. 

2001  Morris  Ave.,  Bronx,  N.Y. 
Gomoll,  O.  E. 

141  Genesee  St.,  Auburn,  N.Y. 
Goodman,  J.  H. 

3158  Perry  Ave.,  Bronx,  N.Y. 
Gorbea,  R.  L. 

102  Hamilton  PL,  N.Y.C. 
Gordinier,  H.  C. 

89  4 St.,  Troy,  N.Y. 

Gosselin,  R. 

405  Park  Ave.,  N.Y.C. 

Gottlieb,  M.  L. 

1840  Grand  Concourse,  Bronx, 
N.Y. 

Greenberg,  H. 

Lindenhurst,  N.Y. 

Greene,  I. 

911  E.  176  St.,  Bronx,  N.Y. 

Greene,  J.  L. 

23  W.  11  St.,  N.Y.C. 

Gunther,  W.  A.  (Lt.) 

112-45  178  Pl.,  St.  Albans,  N.Y. 

Gurin,  D.  (Capt.,  M.D.T.S.) 

Atlanta,  Ga. 


H 

Hanratta,  E.  J.,  Jr. 

1433  1 Ave.,  Watervliet,  N.Y. 

Harkavy,  J. 

880  E.  178  St.,  Bronx,  N.Y. 
Harrigan,  G.  B. 

Great  Neck,  N.Y. 

Harrison,  F.  F.  (Lt.  Col.) 

Fort  Jackson,  S.C. 

Haskell,  H.  G. 

1828  5 Ave.,  Troy,  N.Y. 

Havill,  W.  H.  (Lt.  U.S.N.R.) 

185  Church  St.,  New  Haven,  Conn. 
Heenan,  J.  T. 

1499  Beach  Ave.,  Bronx,  N.Y. 
Heldt,  J.  H.  (Lt.) 

Fort  Sam  Houston,  Tex. 

Herzog,  A.  S. 

1478  Walton  Ave.,  Bronx,  N.Y. 
Hillenbrand,  C.  M.  (Lt.) 

Detroit,  Mich. 

Hulse,  W.  C. 

54  W.  94  St.,  N.Y.C. 

Hurwitz,  P. 

2710  Morris  Ave.,  Bronx,  N.Y. 


I 

Imperato,  R. 

4361  Richardson  Ave.,  Bronx,  N.Y. 
Isaacson,  B.  (Capt.) 

Atlanta,  Ga. 

Isaacson,  B. 

911  Walton  Ave.,  Bronx,  N.Y. 

J 

Jaffe,  I.  A. 

2539  Holland  Ave.,  Bronx,  N.Y. 
James,  W.  M. 

669  Tinton  Ave.,  Bronx,  N.Y. 
Jampol,  I. 

1505  Grand  Concourse,  Bronx,  N Y. 
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Johnson,  W.  R. 

Cato,  N.Y. 

Jones,  H.  M. 

Nat’l  Bank  Bldg.,  Auburn,  N.Y. 

K 

Kaplan,  S.  R. 

599  Ridgewood  Ave.,  Brooklyn, 
N.Y. 

Keckeissen,  F.  H. 

3250  Perry  Ave.,  Bronx,  N.Y. 
Keenan,  R.  J. 

1968  Morris  Ave.,  Bronx,  N.Y. 
Koch,  J.  M. 

1711  Morris  Ave.,  Bronx,  N.Y. 
Kydd,  D.  M. 

Mary  Imogene  Bassett  Hosp., 
Cooperstown,  N.Y. 

L 

Lamanda,  N.  J. 

711  E.  230  St.,  Bronx,  N.Y. 

Lasko,  J.  P. 

West  Sand  Lake,  N.Y. 

Lassman,  S. 

40  E.  72  St.,  N.Y.C. 

Laus,  E.  R.  (Capt.) 

817  Emerson  Ave.,  Elizabeth,  N.J. 
La  Vine,  J.  J.  (Lt.,  U.S.N.R.) 

Marine  Recruiting  Sta.,  299  Broad- 
way, N.Y.C. 

Lawrence,  A.  W.,  Jr. 

Sea  Cliff,  N.Y. 

Lazar,  A.  E. 

287  E.  167  St.,  Bronx,  N.Y. 
Lefkowitz,  L. 

3764  63  St.,  Woodside,  N.Y. 

Lerner,  P.  S.  (Lt.,  U.S.N.R.) 

Fleet  Post  Office,  c/o  P.M.,  N.Y.C. 
Levine,  H.  S.  (Lt.  Com.) 

Portsmouth,  Va. 

Levine,  J.  (Lt.) 

Carlisle  Barracks,  Pa. 

Levinson,  S.  J. 

1197  Grand  Concourse,  Bronx,  N.Y. 
Linden,  A.  C.  (Lt.  Com.) 

Camp  Peary  Magruder,  Williams- 
burg, Va. 

Livingston,  H.  H. 

19  W.  Mosholu  Pkway.  N.,  Bronx, 
N.Y. 

Lohnes,  J.  T.,  Jr. 

Valley  Falls,  N.Y. 

Loizeaux,  L.  S.,  Jr. 

4 E.  88  St.,  N.Y.C. 

Lowy,  M.  M. 

1518  Walton  Ave.,  Bronx,  N.Y. 

M 

Malzone,  R.  J.  (Lt.) 

Camp  Shanks,  N.Y. 

Manong,  S.  T.  (Capt.) 

6039  Dorchester  Ave.,  Chicago,  111. 
Margold,  A.  M. 

57  W.  57  St.,  N.Y.C. 

Margulies,  H.  L. 

2039  Gleason  Ave.,  Bronx,  N.Y. 
Marshall,  P. 

35-20  73  St.,  Jackson  Heights, 
N.Y. 

Masur,  J. 

Lebanon  Hosp.,  Bronx,  N.Y. 
McAleese,  J.  A. 

141  Connecticut  Ave.,  Freeport, 
N.Y. 

McCabe,  E.  J. 

2 E.  55  St.,  N.Y.C. 

McCarthy,  E.  E. 

179  W.  Genesee  St.,  Auburn,  N.Y. 
Mclver,  M.  A. 

Mary  Imogene  Bassett  Hosp., 
Cooperstown,  N.Y. 

Meiselman,  M.  L.  (Lt.) 

2802  Clarendon  Rd.,  c/o  Pessman, 
Brooklyn,  N.Y. 

Meister,  E. 

Franklin  Square,  N.Y. 

Melamed,  S. 

2805  Grand  Concourse,  Bronx,  N.Y. 
Michelson,  A. 

Valley  Stream,  N.Y. 

Mistretta,  I.  E. 

Rockvile  Centre,  N.Y. 

Molinoff,  D.  D. 

Smithtown  Branch,  N.Y 
Morris,  A. 

Texas  City,  Tex. 


Morrissett,  L.  E. 

145  E.  74  St.,  N.Y.C. 

Mouradian,  J.  H.  (Capt.) 

A.P.O.  634,  c/o  P.M.,  N.Y.C. 

N 

Nadell,  B.  B.  (Capt.) 

Fort  Jackson,  S.C. 

Nevins,  R.  C.  (Lt.) 

11  Quince  St.,  Nantucket,  Mass. 
Newcomb,  W.  F. 

Homer,  N.Y. 

Nichols,  F.  V. 

87  Glenn  Ave.,  Sea  Cliff,  N.Y. 
Novek,  J.  G.  (Lt.) 

263  Genesee  St.,  Utica,  N.Y. 
Novikoff,  S.  S. 

1018  E.  163  St.,  Bronx,  N.Y. 

O 

Oken,  M.  H. 

1212  Grand  Concourse,  Bronx,  N.Y. 
Okoniewski,  F.  L.  (Lt.) 

Birmingham,  Ala. 

O’Neill,  L.  D. 

State  Hosp.,  Central  Islip,  N.Y. 
Orton,  R.  C.  (Lt.) 

Carlisle  Barracks,  Pa. 

Oxholm,  C.  K. 

29  Ryerson  St.,  Brooklyn,  N.Y. 

P 

Pasachoff,  S.  S. 

910  Grand  Concourse,  Bronx,  N.Y. 
Pattison,  E.  H. 

213  Tulip  Ave.,  Floral  Park,  N.Y. 
Pearlman,  A.  W. 

Hotel  Taft,  N.Y.C. 

Perman,  A.  H. 

1476  Townsend  Ave.,  Bronx,  N.Y. 
Petti,  G.  H. 

750  E.  236  St.,  Bronx,  N.Y. 

Pfaff,  F.  O.  (Lt.) 

Fort  Bliss,  Tex. 

Philips,  H.  C. 

U.S.  Coast  Guard  Med.,  Mobile, 
-Alsi 

Picciotti,  J.  D.  (Lt.  Com.) 

249  Culver  Rd.,  Rochester,  N.Y. 
Pinkus,  J.  B.  (Capt.) 

Camp  Sibert,  Ala. 

Plancey,  M.  R.  (Lt.) 

Carlisle  Barracks,  Pa. 

Poster,  H. 

255  E.  176  St.,  Bronx,  N.Y. 

Pratt,  G.  H. 

R.F.D.  No.  1,  Box  16,  Far  Hills, 
N.J. 

R 

Rachlin,  H.  L. 

220  Madison  Ave.,  N.Y.C. 

Rakov,  D. 

Maybrook,  N.Y. 
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New  York  State  Nursing  Council  for  War  Service* 

Bulletin  No.  5 (March  19,  1943) 


Progress  in  New  York  State’s  War  Nursing  Activities 

1.  Since  December  10,  61  local  councils  have 
been  formed  in  New  York  State.  Make  your 
local  council  a strong  force  for  service  to  your 
community,  your  state,  and  your  country  at 
war.  Your  achievement  will  stimulate  others. 

2.  The  Office  of  Civilian  Mobilization  of  the 
New  York  State  War  Council  has  planned  for 
state-wide  cooperation  with  our  nursing  coun- 
cils through  its  block  leader  service,  thanks  to 
Mrs.  Winthrop  Pennock,  director  of  the  Office 
of  Civilian  Mobilization,  and  her  assistant, 
Miss  Katherine  Olmsted,  who  is  a member  of 
the  State  Nursing  Council  for  War  Service. 

Supply  and  Distribution  Committees 

Forty-eight  Supply  and  Distribution  Committees 
of  local  nursing  councils  are  beginning  a survey  of 
hospital  needs  and  resources.  In  most  cases  these 
surveys  will  be  made  by  personal  interviews.  Al- 
though results  are  to  be  reported  to  the  State  Nurs- 
ing Council,  the  real  purpose  of  the  survey  is  to 
provide  information  for  the  local  councils  and  to  aid 
them  in  seeing  that  community  nursing  needs  are 
met.  When  sending  in  the  survey  forms,  please  be 
sure  that  the  name  of  the  hospital  is  written  at  the  top. 

Hand  in  hand  with  the  survey  goes  the  equally 
important  work  of  bringing  local  inventory  files 
up  to  date.  The  campaign  now  being  carried  out 
by  local  War  Councils  through  their  Block  Leader 
service  in  house-to-house  canvasses  will,  it  is  hoped, 
prove  one  more  way  of  finding  additional  nurses. 
Since  the  real  task  is  to  make  the  greatest  and  wisest 
use  of  all  available  nursing  power  in  every  com- 
munity, inactive  nurses  who  now  offer  full-  or  part- 
time  service  should  be  referred  to  your  local  hospi- 
tals or  agencies  that  need  nurses.  Nurses  wrho  are 
physically  unable  to  do  floor  duty  may  often  be 
used  in  the  central  supply  room  or  in  a clerical  capa- 
city. In  some  instances  they  are  caring  for  the 
children  of  other  nurses,  releasing  these  mothers  for 
a few  hours  of  daily  wrork  in  a hospital.  Please  let 
us  know  the  ways  in  w'hich  formerly  inactive  nurses 
are  being  used  in  your  community. 

Your  local  survey  may  reveal  causes  of  nurse 
shortage  which  can  be  corrected.  The  influence  of 
your  local  nursing  council  should  prove  an  effective 
means  of  bringing  about  desirable  changes.  Recent 
studies  made  by  the  State  Nurses  Association  on 
salaries  and  personnel  practices  and  their  continued 
efforts  to  bring  about  changes  w'here  needed  wall 
strengthen  your  own  efforts. 

Attention  is  called  to  twro  recent  articles  in  the 
American  Journal  of  Nursing  wdiich  wall  be  of  interest 
to  all  nurses  and  especially  to  Supply  and  Distribu- 
tion Committees.  One  is  Dr.  Joseph  Mounting 
article,  “Nursing — A Critical  Analysis,”  in  the 
January,  1943,  issue,  page  29;  the  other,  “Salaries 
of  General  Staff  Nurses,”  March,  1943,  page  270. 

Student  Recruitment  Committee 

Reports  now  coming  in  indicate  a good  response 
to  Open  House  Week  held  in  many  hospitals  during 
February.  The  wreek  of  May  12  wall  again  be  desig- 

*  Important  Note:  The  monthly  bulletin  is  prepared  as 
a means  of  keeping  you  informed  of  the  War  Nursing  Pro- 
gram. Back  copies  of  Bulletins  3 and  4,  which  describe 
the  general  program,  will  be  sent  to  chairmen  upon  request. 


nated  as  Open  House  Week.  The  same  kind  of 
publicity  recommended  for  use  in  February  will  be 
appropriate,  with  a fewr  adjustments,  for  use  in  the 
May  12  program.  Cooperation  between  Student 
Recruitment  Chairmen  and  Publicity  Chairmen  will 
make  possible  timely  publicity  on  current  projects 
of  the  Student  Recruitment  Committee. 

The  planning  for  rallies  or  mass  meetings  is  sug- 
gested as  a means  of  stimulating  public  interest. 
Two  such  meetings  have  been  conducted  by  the 
New  York  City  Nursing  Council  for  War  Service 
with  great  success.  The  District  7 Nursing  Council 
for  War  Service  is  participating  in  a mass  meeting 
to  be  held  on  March  31  in  Utica,  at  wrhich  the  need 
for  community  cooperation  in  the  nursing  program 
will  be  stressed  wfith  particular  emphasis  on  the 
need  for  scholarships.  The  Federation  of  Women’s 
Clubs  is  sponsoring  that  program  wdth  the  coopera- 
tion of  the  Nursing  Council  and  the  Red  Cross. 

Publicity  Committees 

Publicity  Chairmen  are  asked  to  keep  in  close 
contact  with  other  committee  chairmen  of  their 
councils,  seeking  their  suggestions  for  desirable  pub- 
licity to  aid  their  programs. 

The  use  of  a scrapbook  of  clippings  and  effective 
publicity  projects  will  prove  its  value  to  Publicity 
Chairmen,  not  only  as  a means  of  showing  what  has 
been  done  but  as  a guide  to  future  planning. 

Have  you  planned  any  nursing  exhibits  for  your 
community?  There  have  been  good  exhibits  in 
store  windows,  showing  nurses  in  all  manner  of 
service  uniforms;  an  exhibit  of  dolls  in  the  uniforms 
of  local  hospitals;  excellent  exhibits  of  actual  photo- 
graphs of  nurses  in  action;  exhibits  of  publicity  ma- 
terial, posters,  pamphlets,  magazine  covers  and 
articles;  exhibits  of  nursing  books  and  literature  in 
libraries  and  high  schools.  Exhibits  may  be  help- 
ful in  creating  lay  interest,  stimulating  recruitment 
for  the  wTar  forces,  and  encouraging  young  wromen  to 
enter  schools  of  nursing.  Do  plan  one  or  more 
nursing  exhibits  and  let  Miss  Arnstein,  the  publicity 
chairman  for  the  New  York  State  Nursing  Council 
for  War  Service,  know  about  them. 

Participation  of  Red  Cross  in  Council  Programs 

While  primarily  carrying  on  a program  aimed  at 
recruiting  nurses  for  the  armed  forces,  volunteers  for 
Nurses  Aides,  and  the  organization  of  Home  Nursing 
Courses,  the  American  Red  Cross  has  also  asked  its 
representatives  to  cooperate  with  local  nursing 
councils  in  all  phases  of  their  wrar  nursing  program. 
Although  the  responsibility  for  the  student  recruit- 
ment and  supply  and  distribution  program  rests  upon 
the  nursing  councils,  the  offer  of  Red  Cross  assistance 
has  been  effectively  used  by  many  councils,  most  of 
which  have  Red  Cross  representatives  on  their  mem- 
bership. 

Progress  Reports  from  Local  to  State  Nursing  Council 

The  long-felt  need  for  a report  from  every  local 
nursing  council  on  its  activities,  plans,  and  sugges- 
tions for  increased  help  from  the  State  Nursing 
Council  wall  be  met  through  the  use  of  the  progress 
report  forms  wrhich  have  nowr  been  supplied  to  chair- 
men of  local  nursing  councils.  The  first  report  was 
requested  for  April  1;  others  at  intervals  of  every 
two  months  thereafter. 


Medical  News 


International  College  of  Surgeons  Meets  in  June 


THE  Fourth  International  Assembly  of  the  Inter- 
national College  of  Surgeons  will  be  held  on  June 
14,  15,  and  16  at  the  Waldorf-Astoria  Hotel  in  New 
York  City,  it  is  announced  by  Dr.  Fred  H.  Albee, 
International  President.  The  program  will  be  de- 
voted to  war  surgery  and  rehabilitation. 

Delegations  made  up  of  prominent  surgeons  from 
the  United  Nations,  in  addition  to  those  from  other 
countries,  are  expected  to  attend.  The  United 
Nations  representatives  will  give  outstanding  ex- 
amples of  the  progress  being  made  in  war  surgery 
and  rehabilitation  under  battle  conditions  by  their 
respective  countries. 

Dr.  Manuel  A.  Manzanilla,  of  Mexico,  and  Pro- 
fessor Herman  de  las  Casas,  dean  of  the  University 
of  Caracas,  Venezuela,  who  was  appointed  chairman 
of  the  Inter-American  Exchange  training  activities, 
have  been  designated  as  chairmen  of  the  program 
coordination  for  Central  and  South  America.  Dr. 
Rudolph  Nissen,  at  present  in  New  York  City, 
will  act  for  Europe. 


The  Rehabilitation  Committee  is  composed  of 
Drs.  Fred  H.  Albee,  of  New  York;  William  D. 
Ryan,  of  Detroit;  and  Custus  Lee  Hall,  of  Wash- 
ington, D.C.  Dr.  William  S.  Bainbridge,  of  New 
York  City,  is  chairman  of  the  Military  Affairs  Com- 
mittee. The  Program  Committee  has  as  its  chair- 
man Dr.  A.  A.  Berg,  of  New  York  City.  Dr.  Gus- 
tave Aufricht  is  secretary  of  the  Program  Commit- 
tee, and  members  of  the  College  in  Philadelphia, 
Plainfield,  New  Jersey,  Columbus,  Ohio,  Denver, 
Washington,  D.C.,  and  Rochester,  Minnesota, 
are  also  represented. 

Dr.  Charles  Phillips,  of  New  York  City,  is  chair- 
man of  the  arrangements  Committee;  Dr.  Chester 
A.  Peake,  of  Brooklyn,  is  chairman  of  the  Exhibit 
Committee;  and  Dr.  Milton  Bodenheimer,  of  New 
York  City,  is  chairman  of  the  Publicity  Committee. 

Serving  on  the  Publicity  Committee  with  Dr. 
Bodenheimer  are  Drs.  Max  Thorek,  of  Chicago,  and 
Dr.  Edwin  A.  Griffin,  of  Brooklyn.  Dr.  Thorek  is 
the  International  Executive  Secretary. 


Clinic  to  Serve  Dutch  Seamen 


DR.  FRANS  E.  VAN  DER  GUGTEN,  chief  medi- 
cal officer  of  the  Netherland  Shipping  Commit- 
tee, who  was  named  recently  to  take  charge  of  a new 
merchant  marine  polyclinic  at  61  Broadway  in 
New  York  City,  reports  that  work  on  the  institu- 
tion is  progressing  rapidly  and  that  it  will  be  opened 
to  serve  Netherland  seamen  soon. 

The  clinic  will  be  responsible  for  the  health  prob- 
lems of  nearly  20,000  men  serving  under  the  Dutch 
flag,  most  of  whom  will  eventually  pass  through  the 
Port  of  New  York.  The  institution  is  to  have  com- 
plete and  modern  facilities  for  diagnosis  and  out- 
patient treatment,  and  will  have  an  arrangement 
with  New  York  specialists  and  hospitals  for  addi- 
tional treatment  when  required. 

“The  service,”  Dr.  van  der  Gugten  said,  “is  con- 


sidered a very  essential  one  for  the  proper  mainte- 
nance of  full  health  standards  for  the  men  on  our 
ships.  Before  the  war  each  individual  steamship 
company  had  its  own  medical  department  at  its 
home  port,  but  since  Holland  was  occupied  by  the 
Germans  these  have,  of  course,  been  unavailable. 
This  handicap  has  been  further  complicated  by  the 
greater  incidence  of  psychological  problems  brought 
on  by  the  war,  both  through  the  men’s  lack  of  home 
contacts  and  the  removal  of  customary  means  of  ob- 
taining consultation  and  treatment  for  minor  ail- 
ments, causing  bewilderment  and  mental  distress.” 
The  doctor  graduated  from  the  University  of 
Leyden,  and  spent  twenty-one  years  in  Batavia, 
Java,  and  Sumatra  as  an  instructor  and  a military 
surgeon. 


County  News 

the  feature  of  the  scientific  program  at  the  regular 
meeting  of  the  county  society  on  March  17. 


Albany  County 

Dr.  Robert  A.  Hingson  and  Dr.  Waldo  B.  Ed- 
wards, of  the  United  States  Marine  Hospital,  Staten 
Island,  discussed  the  new  “painless  childbirth” 
method  in  obstetrics  before  a meeting  of  the  county 
society  in  the  Albany  College  of  Pharmacy  on 
March  24. 

Dr.  Hingson  and  Dr.  Edwards,  both  past  assist- 
ants of  the  U.S.  Public  Health  service,  described  the 
results  of  a series  of  600  cases  which  they  studied 
and  the  continuous  improvements  made  in  methods 
of  administration.  In  the  600  cases  there  were  no 
maternal  deaths  or  complications.  * 

Bronx  County 

An  address  on  “Certain  Practical  Considerations 
in  the  Treatment  of  Traumatic  Shock,”  by  Comdr. 
L.  R.  Newhouser,  M.C.,  U.S.N.,  with  discussion  by 
Drs.  Samuel  Gitlow  and  Thomas  J.  O’Kane,  was 

* Asterisk  indicates  that  item  is  from  local  newspaper 


Broome  County 

At  the  March  meeting  of  the  county  society  the 
speaker  was  Dr.  Eugene  Pavlov,  nephew  of  Ivan 
Pavlov. 

At  the  February  meeting  the  following  motion  was 
passed: 

“That  Section  2,  Article  XIII,  of  the  Bylaws  of 
the  Broome  County  Medical  Society  be  changed  to 
read:  ‘All  active  members  who  have  not  paid  their 

annual  dues  and  State  Assessment  on  or  before 
the  thirty-first  day  of  May  of  each  year  shall  be  placed 
on  the  list  of  members  in  arrears  for  dues  and  assess- 
ments, and  be  so  reported  to  the  Society  at  the 
next  regular  meeting.  Such  members  shall  not  re- 
ceive publications,  notices  of  meetings,  malpractice 
defense,  or  any  of  the  other  privileges  of  membership 
until  all  dues  and  assessments  are  paid.’  ” 
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This  change  was  necessary  in  order  to  have  the 
bylaws  comply  with  those  of  the  State  Society. 

Cortland  County 

To  relieve  the  shortage  of  doctors  and  trained 
nurses,  the  Cortland  County  Chapter  of  the  Ameri- 
can Red  Cross  has  instituted  a class  for  the  training 
of  individuals  in  caring  for  themselves. 

Dutchess  County 

Drs.  J.  Wilson  Poucher  and  Charles  E.  Lane, 
of  Poughkeepsie,  were  honored  at  a testimonial 
dinner  at  the  Nelson  House  on  April  7 to  celebrate 
their  “sixty  years  in  medicine.” 

Dr.  Robert  W.  Andrews,  headed  the  county 
society  committee  on  arrangements,  and  the  guest 
speaker  was  Dr.  George  W.  Cottis,  of  Jamestown, 
president  of  the  State  Society.  Others  on  the  com- 
mittee were  Dr.  Joseph  L.  Cummings,  secretary; 
Dr.  William  A.  Krieger,  Dr.  Clifford  A.  Crispell,  and 
Dr.  Archibald  W.  Thomson.  Dr.  Andrews  acted  as 
the  toastmaster.  * 


Dr.  Emil  A.  Stoller  presided  at  the  March  meeting 
of  the  county  society,  which  was  held  at  the  golf- 
house  of  the  Hudson  River  State  hospital.  The 
scientific  program  featured  a discussion  of  the  pro- 
gress of  pediatrics,  led  by  Dr.  Bela  Schick,  of  New 
York  City.  Dr.  Schick  was  the  originator  of  the 
Schick  method  of  treatment  of  persons  susceptible  to 
diphtheria. 

Dr.  Scott  Lord  Smith  led  a talk  on  the  postwar 
economic  outlook.  * 


Dr.  Frank  Hacker,  native  of  Vienna,  Austria,  but 
more  recently  of  New  York  City,  has  opened  an  of- 
fice in  Beacon. 

Dr.  Hacker  has  come  to  Beacon  on  the  recom- 
mendation of  the  Procurement  and  Assignment 
Service.* 

Erie  County 

The  county  society  met  at  the  Hotel  Statler  in 
Buffalo  on  March  23.  Dr.  Frederick  W.  Filsinger 
was  the  speaker. 

Genesee  County 

Dr.  T.  Murray  Steele,  of  Batavia,  formerly  of 
Le  Roy,  has  been  elected  to  the  American  College  of 
Surgeons. 

A graduate  of  the  University  of  Toronto  in  1925, 
Dr.  Steele  served  his  internship  at  the  Clifton 
Springs  Sanitarium,  Ontario  County,  and  spent  two 
and  a half  years  doing  accident  surgery  in  the  gold 
mining  district  of  Timmins,  Ontario.  He  then  went 
to  Le  Roy,  New  York,  and  began  the  practice  of 
medicine,  remaining  for  eight  years.  He  then  re- 
turned to  Toronto  as  an  instructor  in  anatomy 
and  surgery  at  the  Toronto  Medical  School.  While 
serving  in  this  capacity  he  received  the  degree  of 
Master  of  Surgery  and  a fellowship  in  the  Royal 
College  of  Surgeons.  Dr.  Steele  was  also  resident 
surgeon  at  the  Toronto  General  Hospital  and  the 
Toronto  Hospital  for  Sick  Children.* 

Jefferson  County 

The  March  meeting  of  the  county  society  was  held 
Thursday  evening,  March  11,  at  the  Black  River 
Valley  Club. 


Dinner  was  served  at  6:30  p.m.  Five-minute 
talks  were  given  by  members,  including  Drs.  J.  D. 
Olin,  D.  G.  Gregor,  L.  E.  Henderson,  C.  A.  Prudhon, 
and  H.  L.  Gokey.  A colored  film  on  sulfonamide 
therapy  was  shown.* 

Kings  County 

The  county  society  held  a stated  meeting  on 
March  16,  at  which  time  Dr.  George  W.  Cottis, 
president  of  the  State  Society,  was  the  speaker. 
“Forecast  of  Postwar  Medicine”  was  the  title  of  his 
address. 


On  Saturday  evening,  March  6,  about  30  neigh- 
borhood physicians  gathered  at  Gregory’s  Restau- 
rant in  Brooklyn  to  honor  Dr.  Earl  H.  Mayne,  of 
Bay  Ridge  Parkway,  who  is  entering  his  fiftieth  year 
of  medical  practice. 

Dr.  Mayne  has  spent  all  of  these  years  in  the 
Brooklyn  section.  In  1912,  together  with  Drs. 
John  McQuillin  and  Henry  Bruning,  he  organized 
the  Bay  Ridge  Sanitarium,  later  named  the  Bay 
Ridge  Hospital,  and  has  been  its  president  since 
its  organization. 

Speeches  of  congratulation  were  made  by  Drs. 
Clifton  Dance,  Robert  Ives,  Herbert  T.  Wikle,  Rus- 
sell Fowler,  John  Masterson,  Ross,  McQuillin,  and 
Bruning.  * 

Monroe  County 

Plea  for  proper  placement  of  stutterers  in  military 
service  was  sounded  by  Dr.  James  Sonnett  Greene, 
of  New  York  City,  in  an  address  before  the  county 
society  at  the  Academy  of  Medicine  on  March  16. 

Stuttering,  Dr.  Greene  declared,  is  merely  a symp- 
tom of  an  underlying  nervous  condition  that  makes 
a man  unfit  for  active  combat  duty,  though  he  can 
be  useful  to  the  armed  forces  in  limited  service. 
Failure  of  draft  boards  to  screen  out  those  with 
impediments  of  speech,  he  said,  has  led  to  the  break- 
down of  many  of  these  inductees. 

Dr.  Greene  is  director  of  the  National  Hospital 
for  Speech  Disorders  in  New  York  City.  He  be- 
came interested  in  the  treatment  of  stutterers  when 
his  first  patient,  to  whom  he  was  unable  to  offer 
encouragement,  took  his  own  life.  * 

New  York  County 

“Medicine’s  Continuing  Part  in  the  War”  was 
discussed  by  Dr.  Frank  H.  Lahey  at  the  March 
meeting  of  the  county  society. 

Dr.  Lahey  is  chairman  of  the  Procurement  and 
Assignment  Service  of  Physicians,  Dentists,  and 
Veterinarians  of  the  War  Manpower  Commission 
and  director  of  the  Lahey  Clinic  in  Boston. 


The  New  York  Times  of  March  26  carried  the 
following  news  item: 

“The  University  of  Pennsylvania  Club  of  New 
York  City  will  award  the  William  Guggenheim 
Honor  Cup  to  Dr.  Josiah  C.  McCracken,  who  heads 
the  Pennsylvania  Medical  School  of  St.  John’s  Uni- 
versity, Shanghai,  China,  at  7:00  p.m.  today. 
Speakers  will  include  Dr.  Hu  Shih,  former  Chinese 
Ambassador  to  the  United  States,  and  former 
Senator  George  Wharton  Pepper.”* 


Dr.  David  D.  Rutstein,  of  Albany,  young  cardiac 
specialist  who  has  devoted  himself  to  defense  against 


780 


MEDICAL  NEWS 


[N.  Y.  State  J.  M. 


poison  gas  since  the  United  States  entered  the  war, 
has  been  appointed  medical  deputy  commissioner  of 
health,  Health  Commissioner  Ernest  L.  Stebbins  has 
announced.  Dr.  Rutstein  will  be  in  charge  of  the 
city's  gas  defense  preparations,  as  well  as  the  nutri- 
tion and  industrial  hygiene  programs  of  the  Depart- 
ment. * 

Ontario  County 

“Penicillin,"  was  the  title  of  a paper  by  Dr.  A.  W. 
Armstrong  at  the  March  meeting  of  the  Canan- 
daigua Medical  Society. 

Now  in  experimental  stages  for  medicinal  pur- 
poses, penicillin  is  a substance  made  from  the  mold 
which  grows  in  Roquefort  and  Camembert  cheeses-. 

Dr.  Margaret  T.  Ross,  of  Brigham  Hall,  president, 
was  hostess  to  the  society  at  this  meeting.  Dinner 
was  served  to  fourteen  guests. 

Dr.  John  H.  Pratt  of  Manchester,  was  host  at  the 
April  meeting,  at  which  Dr.  Leon  A.  Stetson  was  the 
speaker.  * 

Otsego  County 

Dr.  Charles  Oberling,  pathologist  of  the  Mary 
Imogene  Bassett  Hospital  in  Cooperstown  and  direc- 
tor of  the  Otsego  County  laboratory,  has  accepted 
an  invitation  of  the  Iranian  (Persian)  government  to 
be  dean  of  the  medical  faculty  of  the  University  of 
Teheran  and  to  act  as  adviser  of  the  Iranian  govern- 
ment in  public  health  and  hygiene.  In  accepting  this 
appointment,  Dr.  Oberling  will  represent  the  na- 
tional committee  of  the  Fighting  French. 

Since  Dr.  Oberling  has  already  spent  two  years  in 
Iran,  helping  the  Iranian  government  to  reorganize 
its  medical  services,  he  is  familiar  with  the  medical 
needs  and  the  public  health  problems  of  that 
country.  The  Iranian  government  has  now  made 
available  adequate  resources  to  put  into  effect  plans 
which  Dr.  Oberling  had  formulated  for  the  much- 
needed  improvements  in  public  health  and  medical 
education. 

During  the  past  winter  Dr.  Oberling  lectured  at 
the  Bassett  Hospital  and  in  Albany  on  the  health 
conditions  in  Iran.  He  described  the  appalling 
incidence  of  disease,  the  extreme  ignorance  and 
superstitition  of  the  population  in  public  health 
matters,  and  the  control  of  communicable  disease.* 

Queens  County 

The  following  program  was  presented  at  the  stated 
meeting  of  the  county  society  on  March  30:  “Sym- 

posium on  Health  Insurance,"  by  Louis  H.  Pink, 
president  of  Associated  Hospital  Service  and  former 
Superintendent  of  Insurance  for  the  State  of  New 
York;  Frederic  E.  Elliott,  M.D.,  secretary-treasurer 
of  Medical  Expense  Fund  of  New  York,  Inc.; 
Kingsley  Roberts,  M.D.,  director  of  Group  Health 
Cooperative,  Inc.;  Joseph  Wrana,  M.D.;  and 
“Epidemic  Keratoconjunctivitis,"  by  W.  Guernsey 
Frey,  Jr.,  M.D.,  ophthalmologic  surgeon,  Manhat- 
tan Eye,  Ear,  and  Throat,  St.  Luke’s  and  St. 
John's  (Long  Island  City)  hospitals,  and  director 
of  ophthalmology  at  Queens  General  Hospital. 


The  Friday  Afternoon  Talk  on  April  16  will  be 
given  by  Dr.  Girsch  Astrachan,  dermatologist  and 
syphilologist  at  New  York  Post-Graduate  Hospital, 
and  associate  dermatologist  at  Metropolitan  Hos- 
pital in  New  York  City.  His  subject  will  be  “Gen- 
eral Principles  of  the  Treatment  of  Syphilis." 


Rockland  County 

Dr.  George  Stone,  Suffern  physician,  was  recently 
elected  a fellow  of  the  American  College  of  Surgeons 
for  distinguished  work  in  the  field  of  general  sur- 
gery. He  was  also  recently  made  a fellow  of  the 
New  York  Academy  of  Medicine.  * 

St.  Lawrence  County 

A luncheon  meeting  of  the  Medical  Society  of  the 
County  of  St.  Lawrence  was  held  on  March  18  at 
the  St.  Lawrence  Social  Club,  Ogdensburg,  at  12:15 
p.m. 

Two  lectures,  presented  as  a cooperative  endeavor 
between  the  State  Medical  Society  and  the  State 
Department  of  Health,  were  given  in  the  nurses’ 
auditorium  of  Hepburn  Hospital  at  2 : 00  p.m.  The 
care  of  soft  tissue  injuries  was  discussed  by  Dr. 
Frederick  S.  Wetherall,  professor  of  clinical  sur- 
gery at  Syracuse  University.  Dr.  Frederick  N. 
Marty,  instructor  in  clinical  medicine  at  Syracuse 
University,  discussed  plasma  therapy  and  whole 
blood  transfusion.  * 


On  January  22  the  Potsdam  Herald  Recorder 
published  an  article  of  local  historical  interest.  It 
concerned  Dr.  Joseph  Smith,  the  first  physician  in 
the  county.  Harriet  Parker  Rowland  is  the  author. 
We  reprint  the  article  in  part: 

“Joseph  Smith  was  born  in  Cheshire,  Massachu- 
setts, on  February  22,  1781.  Soon  after  his  birth, 
his  father  removed  to  Addison,  Vermont,  where 
the  child  grew  up.  Joseph  decided  that  he  wished 
to  be  a physician  and  accordingly  studied  with 
one  Dr.  Ebeneezer,  in  Vergennes,  Vermont,  and 
later  went  to  Middlebury,  where  he  completed  his 
medical  education  with  Dr.  William  Rose.  In  the 
following  year,  1803,  Dr.  Smith  came  to  Lisbon, 
New  York.  He  was  the  first  physician  to  settle 
in  St.  Lawrence  County.  He  had  not  been  there 
long  when  his  practice  began  to  spread,  and  soon 
included  Madrid,  Canton,  and  Oswegatchie. 

“It  is  difficult  now  to  realize  the  hardship  of  the 
doctor’s  life  in  those  bygone  days.  Often  he  had  to 
travel  great  distances,  always  through  the  forest. 
At  best  he  might  go  on  horseback,  all  of  the  ma- 
terials of  healing  ....  packed  in  saddle  bags.  At 
worst  he  must  travel,  as  Dr.  Joseph  sometimes  did, 
on  foot  through  the  forest  .... 

“Dr.  Smith  never  spared  himself  when  called  to 
the  sick  and  suffering  ....  History  tells  us  of  one 
call  he  answered  at  night.  He  must  go  to  Canton, 
eighteen  miles  away,  and  there  was  no  path  where 
a horse  could  pass  ....  So  he  started  on  foot  with 
a torchlight  to  help  him  find  the  way.  After 
terrible  exertion  and  with  great  fatigue  he  arrived 
safely  in  Canton  and  went  quietly  about  the  busi- 
ness for  which  he  had  come. 

“Sometimes  a patient  was  found  to  be  too  ill  to 
be  left  and  was  carried  to  the  doctor’s  home,  put  to 
bed  in  the  old  spool  bed,  and  cared  for  by  the 

doctor  and  his  wife,  as  long  as  the  need  existed 

“Since  ‘History  is  the  memory  of  nations’  may 
this  tribute  to  Dr.  Joseph  Smith  bear  a small  part 
in  the  memory  of  the  pioneer  heroes  of  St.  Lawrence 
county. 

“When  the  St.  Lawrence  County  Medical  Society 
was  organized  on  October  14,  1807,  Dr.  Joseph 
Smith,  who  had  by  that  time  moved  to  Canton, 
was  made  president;  I.  W.  Pier,  vice-president; 
W.  Noble,  secretary;  B.  Holmes,  treasurer;  John 
Seeley,  Powell  Davis,  and  B.  Holmes,  censors. 
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The  device  these  men  chose  for  their  seal  was  a 
lancet  within  the  words  St.  Lawrence  Medical 
Society.  This  was  adopted  in  July,  1811.  The 
society  suspended  its  workings  sometime  in  1856, 
and  the  records  were  lost,  and  if  it  were  not  for  the 
invaluable  Dr.  Hough’s  history,  we  should  know 
little  about  the  important  organization  previous  to 
1856.  In  1864  some  members  of  the  old  Society 
met  and  reorganized  with  Dr.  Martin  Parker,  of 
Parishville,  president.” 

Saratoga  County 

Consumption  of  raw  milk  is  believed  to  have  been 
the  cause  of  an  outbreak  of  at  least  56  cases  of  severe 
sore  throat  which  recently  occurred  in  Ballston, 
according  to  an  announcement  by  the  State  Depart- 
ment of  Health.  It  was  estimated  that  on  the  basis 
of  the  number  of  consumers  of  the  suspected  milk, 
130  or  more  persons  were  affected. 

Inquiry  revealed  that  the  milk  supply  of  the  pa- 
tients was  from  a common  source.  Pasteurization 
of  the  supply  was  instituted  immediately,  and  no 
additional  cases  have  been  reported  with  onsets 
occurring  more  than  forty-eight  hours  after  the 
pasteurization  was  begun. 

The  udder  of  one  of  the  cows  in  the  implicated 
herd  was  shown  to  be  infected  with  hemolytic  strep- 
tococci of  the  group  causing  infection  in  human 
beings,  and  a throat  culture  from  the  milker  was 
found  to  contain  hemolytic  streptococci  of  the  same 
group. 


Dr.  William  H.  Ordway  has  resigned  as  chief  of 
the  Emergency  Medical  service  for  Saratoga  County 
and  will  be  succeeded  by  Dr.  Walter  S.  McClellan. 
Dr.  McClellan  is  medical  director  at  the  Saratoga 
Spa  and  has  been  associated  with  Dr.  Ordway  in 
emergency  work.  * 

Schenectady  County 

Dr.  Louis  P.  Tischler,  of  Schenectady,  has  been 
appointed  to  the  resident  staff  in  gynecologic  and 
obstetric  service  at  Boston  City  Hospital.  He  will 
assume  his  new  duties  this  month. 

Dr.  Tischler  served  his  internship  at  Ellis  Hos- 
pital and  later  was  appointed  resident  assistant  in 
surgery  at  that  institution.  He  opened  an  office 
for  private  practice  in  Schenectady  in  1935.* 

Schoharie  County 

Jacob  H.  Enders,  chairman  of  the  County  Board 
of  Supervisors  of  Health  Preparedness  Commission, 
has  announced  the  following  complete  committee, 
which  will  function  and  work  with  the  New  York 
State  Health  Preparedness  Commission: 

Dr.  Joseph  F.  Duell,  physician  member  of  the 
county  medical  society;  Dr.  R.  D.  Champlin,  dis- 
trict state  health  officer;  Jacob  H.  Enders;  Dr. 
M.  M.  Lee,  health  officer;  Eugene  F.  Gorse,  county 
commissioner  of  public  welfare;  George  D.  Ryder, 
member  of  the  American  Red  Cross;  Mrs.  Anna  L. 
Pick,  member  of  the  State  Nurses’  Association; 
Albert  G.  Munro,  member  of  the  Pharmaceutical 
Society;  Dr.  S.  A.  Scranton,  member  of  the  State 
Dental  Society;  Mrs.  Frances  B.  Spencer,  of  the 
New  York  State  Nutrition  Committee;  Dr.  Ward  L. 
Oliver,  chairman  of  the  County  Infantile  Paralysis 
Committee;  Mrs.  Olivia  W.  Van  Aller,  school 
nurse;  Rev.  C.  Walter  Kessler,  chairman  of  the 
County  Tuberculosis  Association. 


The  state  chairman  of  the  commission  is  As- 
semblyman Lee  B.  Mailler,  of  New  York  City. 

The  objectives  of  the  commission  are  to  maintain 
adequate  medical,  nursing,  and  health  facilities; 
to  determine  the  availability  of  existing  hospital 
facilities  for  civilian  and  military  use  in  an  emer- 
gency; to  provide  for  the  adequate  supply  of  drugs, 
surgical  supplies,  and  equipment;  to  safeguard 
municipal  water  supplies  and  sewage  disposal  sys- 
tems; and  to  take  care  of  other  matters  that  con- 
cern the  preservation  of  health. 

All  health  preparedness  committees  are  urged  to 
make  .an  immediate  study  of  the  objectives  in 
their  respective  communities.  Their  findings  are 
to  be  reported,  with  recommendations  to  the  County 
War  Council.* 

Tioga  County 

The  March  meeting  of  the  Medical  Society  of  the 
County  of  Tioga  was  held  at  the  Wagner  Hotel, 
Waverly,  at  7:00  p.m.  on  March  2.  There  were 
twelve  members  and  guests  present. 

Dr.  Johnson  reported  for  the  Committee  on 
Medical  Education  that  arrangements  for  a post- 
graduate course  of  three  lectures  were  being  com- 
pleted. After  discussion,  it  was  agreed  that  two  of 
these  meetings  be  held  in  Owego  and  one  in  Waverly. 

On  regular  motion  it  was  voted  that  the  name  of 
the  Medical  Preparedness  Committee  be  changed 
to  the  War  Participation  Committee,  as  recom- 
mended by  the  Council  of  the  State  Society. 

A discussion  of  increased  costs  of  compensation 
work  was  held,  and  the  secretary  was  ordered  to 
express  to  the  State  Society  Compensation  Com- 
mittee the  facts  concerning  increased  expenses  and 
an  increased  load  of  25  per  cent  of  such  cases. 

Discussion  as  to  an  increase  in  general  fees  was 
initiated  by  Dr.  Brown.  The  president  named 
Drs.  Brown,  Johnson,  and  Shaw  as  a committee  to 
investigate  the  present  fees  and  make  recommenda- 
tions. 

Dr.  Zoltowski  introduced  Dr.  Earl  Smith,  of 
Elmira,  who  spoke  to  the  society  on  “X-Ray  Diagno- 
sis of  G-I  Pathology.” — Ivan  N.  Peterson , M.D., 
Secretary 

Tompkins  County 

Nervous  conditions  associated  with  warfare  was 
the  subject  of  a lecture  at  a meeting  of  the  county 
society  in  the  College  of  Veterinary  Medicine  at 
Cornell  University  on  March  16. 

Dr.  Foster  Kennedy,  professor  of  clinical  medi- 
cine at  the  Cornell  University  Medical  College  in 
New  York,  was  the  speaker. 

Warren  County 

Dr.  J.  W.  Stevens,  of  Glens  Falls,  has  been  called 
to  a defense  plant  in  the  Metropolitan  area  of  New 
York  to  attend  the  firm’s  workmen  in  the  event  of 
accident  or  illness.  He  assumed  the  duties  of  his 
new  post  early  in  April.  * 

Westchester  County 

“Our  First  Ten  Years”  is  the  title  of  the  follow- 
ing editorial  in  the  March  issue  of  the  Westchester 
Medical  Bulletin: 

“Publication  of  the  current  issue  of  the  Westchester 
Medical  Bulletin  marks  the  tenth  year  of  continuous 
publication  by  the  Society,  and  is  our  120th  con- 
secutive monthly  issue. 

“Ten  years  ago  the  Medical  Society  of  the  County 
of  Westchester  was  completely  reorganized  during 
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the  presidency  of  Dr.  Andrew  A.  Eggston.  During 
that  year  a permanent  executive  secretary  was  en- 
gaged in  the  person  of  Mr.  James  E.  Bryan,  and  the 
publication  of  the  Bulletin  in  approximately  its 
present  form  was  commenced,  with  Mr.  Bryan  as  its 
managing  editor  and  with  the  late  Dr.  Henry  T. 
Kelly  as  its  editor.  The  work  begun  by  Dr.  Eggston 
was  carried  on  successfully  in  1934  by  Dr.  Mortimer 
W.  Raynor;  in  1935  by  Dr.  Harrison  Betts;  1936, 
Dr.  Theodore  West;  1937,  Dr.  Morley  T.  Smith; 
1938,  Dr.  Erich  H.  Restin;  1939,  Dr.  Ralph  T.  B. 
Todd;  1940,  Dr.  Henry  J.  Vier;  1941,  Dr.  Reginald 
A.  Higgons;  and  1942  and  1943,  Dr.  George  C. 
Adie. 

“During  these  years  and  under  the  leadership  of 
such  men  the  Society  has  continued  to  flourish,  has 
grown  slowly  but  steadily  in  size,  and  has  exerted 
its  influence  continuously  to  uphold  in  the  County 
of  Westchester  the  highest  standards  of  medical 
practice. 

“Those  years  have  seen  the  expansion  of  the 
social  welfare  work  commenced  in  the  county 
under  the  leadership  of  V.  Everit  Macy  and  the 


integration  of  public  medical  practice  with  the 
expanding  department  of  public  welfare.  Those 
years  have  seen  pioneer  experimental  work  con- 
ducted by  continuous  conference  between  the  de- 
partment and  the  Society  under  the  well-balanced 
and  sympathetic  leadership  of  Miss  Ruth  Taylor, 
and  it  is  safe  to  say  that  at  least  some  of  this  work 
has  influenced  the  trend  of  public  medical  care 
throughout  the  state. 

“Under  the  guidance  of  its  editorial  board  and  its 
managing  editor,  the  Bulletin  of  the  Medical  Society 
of  the  County  of  Westchester  has  been  received 
favorably  not  only  in  the  county  and  the  state,  but 
throughout  the  United  States.  It  has  perhaps  been 
a factor  in  welding  the  opinion  of  the  Society  and  in 
achieving  for  the  Society  a certain  strength  which 
derives  from  unity  of  thought  and  opinion. 

“Ten  years  is  not  a long  time  but  it  is  a good  be- 
ginning. 

“Through  a liberal  and  foresighted  editorial  policy 
it  has  sought  to  assure  for  organized  medicine  a place 
of  leadership  in  the  social  complex  of  the  past  de- 
cade.” 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

James  Birckhead 

70 

P.  &.  S.,  N.Y. 

March  16 

Schenectady 

John  W.  Blackett 

69 

McGill 

March  21 

Fort  Covington 

Walter  E.  Boehm 

46 

Breslau 

January  6 

Richmond  Hill 

Vincent  P.  Capodici 

62 

Naples 

March  3 

Brooklyn 

Francis  L.  Donlon 

75 

Bellevue 

March  24 

Bronx 

William  G.  Exton 

67 

P.  &.  S.,  N.Y. 

March  12 

Manhattan 

Fritz  Faltitschek 

48 

Vienna 

January  20 

Manhattan 

Fred  C.  Harms 

64 

Univ.  & Bell. 

February  15 

Saugerties 

Thomas  J.  Harris 

77 

Pennsylvania 

March  14 

Manhattan 

Edward  A.  Keyes 

57 

L.I.C.  Hosp. 

March  16 

Brooklyn 

John  Lennon 

75 

Bellevue 

January  14 

Manhattan 

Leopold  Lichtwitz 

66 

Munich 

March  18 

Manhattan 

Charles  I.  Loeble 

55 

Albany 

February  3 

Brooklyn 

John  0.  Logan 

68 

P.  &.  S.,  N.Y. 

January  30 

Manhattan 

Grant  C.  Madill 

78 

Bellevue 

March  26 

Ogdensburg 

Ernest  B.  Me  Andrew 

47 

Buffalo 

March  15 

Coming 

N.  Sanford  Messenger 

90 

Buffalo 

March  4 

Elmira 

Jackson  M.  Mills 

78 

Nashville 

March  18 

Manhattan 

Marion  C.  Potter 

79 

Michigan 

March  23 

Rochester 

Edgar  Rood 

90 

Buffalo 

March  7 

Westfield 

Irving  Sherman 

43 

Tufts 

January  24 

Brooklyn 

Charles  H.  Siegelman 

52 

L.I.C.  Hosp. 

March  11 

Manhattan 

Charles  W.  Stevens 

75 

P.  &.  S.,  N.Y. 

March  15 

Manhattan 

George  E.  Stevenson 

72 

Baltimore  Med. 

March  20 

Penn  Yan 

LeRoy  R.  Stoddard 

66 

N.Y.  Horn. 

March  18 

Manhattan 

Sherman  C.  Sweeting 

77 

Hahne.,  Chicago 

March  18 

Pavilion 

Roscoe  C.  Tarbell 

67 

Syracuse 

March  8 

Groton 

Paul  V.  Winslow 

59 

Albany 

March  12 

Manhattan 

In  the  lists  of  “Deaths  of  New  York  State  Physicians”  in  the  April  1 issue  of  the  Journal 
the  name  of  Dr.  Edward  Herzog,  of  Long  Island  City,  was  included  by  mistake. — Editor 


Hospital  News 


Symposium  on  Civilian  Hospitals  in  Wartime 


A SYMPOSIUM  on  civilian  hospitals  in  wartime 
was  conducted  by  the  United  Hospital  Fund  of 
New  York  in  cooperation  with  the  Greater  New 
York  Hospital  Association  and  the  New  York  Acad- 
emy of  Medicine  in  the  Hotel  Waldorf-Astoria  on 
March  29  and  30. 

At  the  first  session  Dr.  Harvey  B.  Stone,  profes- 
sor of  clinical  surgery  at  Johns  Hopkins  Medical 
School,  discussed  “Methods  of  Providing  Medical 
Personnel  for  the  Armed  Forces,  Civilian  Hospitals, 
and  the  Community.,,  Dr.  David  P.  Barr,  profes- 
sor of  medicine  at  Cornell  University  Medical  Col- 
lege, and  Dr.  J.  R.  Clemmons,  director  of  the  Roose- 
velt Hospital,  spoke  on  the  same  subject. 

“Wartime  Difficulties  of  Providing  Adequate  Hos- 
pital Service”  was  the  title  of  an  address  by  John  H. 
Hayes,  superintendent  of  the  Lenox  Hill  Hospital 
and  Dispensary,  and  John  F.  McCormack,  super- 
intendent of  the  Presbyterian  Hospital. 


At  the  second  session  Margaret  E.  Conrad,  direc- 
tor of  nursing  at  the  Presbyterian  Hospital,  and 
Sister  Loretto  Bernard,  superintendent  of  St.  Vin- 
cent’s Hospital,  spoke  on  “The  Loss  of  Nursing 
Personnel  and  the  Problem  of  Replacement.”  Mrs. 
Edith  G.  Seltzer,  consultant  on  medical  social  serv- 
ice of  the  Fund,  and  Dr.  Thomas  D.  Dublin, 
associate  professor  of  preventive  medicine  and 
community  health,  Long  Island  College  of  Medi- 
cine, discussed  “Medical  Social  Service  in  War- 
time.” “Social  Services  in  England”  were  described 
by  Ruth  Taylor,  Westchester  County  Commis- 
sioner of  Public  Welfare. 

At  the  final  session  Dr.  Nathanial  W.  Faxon,  di- 
rector of  the  Massachusetts  General  Hospital,  and 
Dr.  Edward  M.  Bernecker,  Commissioner  of  Hos- 
pitals, gave  addresses,  both  entitled  “Catastrophe 
on  the  Home  Front.”  Thomas  W.  Lamont  opened 
the  session  with  an  address  on  postwar  medicine. 


Hospital  Trains 


IN  AN  article  published  in  The  Modern  Hospital, 
Lt.  Col.  Thomas  N.  Page,  of  the  U.S.  Army 
Medical  Corps,  has  given  a graphic  description  of 
the  newly  set-up  Army  hospital  trains,  designed  and 
equipped  at  the  order  of  the  Surgeon  General  of  the 
Army.  Through  the  collaboration  of  Army  medical 
corps  officers  and  officials  of  the  Pullman  Company, 
a fifteen-car  train  was  designed,  including  the  follow- 
ing facilities: 

1.  Two  ward  cars  to  provide  space  for  64  bed  patients. 

2.  A unit  car  with  kitchen  capable  of  messing  500. 

3.  A unit  car  with  dressing  room  completely  equipped. 

4.  Train  detachment  to  be  quartered  in  standard  Pull- 
mans. 

5.  Seats  and  berths  for  approximately  260  walking  sick 
and  wounded  patients  to  be  furnished  in  standard 
Pullmans. 

6.  One  baggage  car  for  supplies  and  equipment. 

7.  A unit  car  with  berth  and  office  space  for  the  train 
surgeon. 

8.  Large  double  doors  in  both  sides  of  every  car  for  ease 
in  loading  litters. 

The  total  train  capacity  (minimum)  is  4 officers,  6 nurses, 
33  enlisted  men,  and  324  patients. 


A second  order  from  the  Surgeon  General  called 
for  a reduction  of  equipment  because  of  the  lack 
of  certain  necessary  materials,  and  as  a result  plans 
were  altered,  with  standard  diners  substituted  for 
the  unit  car.  At  the  same  time  arrangements  were 
made  to  increase  the  space  for  bed  patients  so  that  a 
minimum  of  90  could  be  accommodated. 

“The  train  that  was  designed  comprised  fifteen 
cars,  including  one  ward  car  modified  to  provide  30 
berths  ....  and  a dressing  room  with  complete 
equipment;  two  ward  cars  providing  berths  for  32 
bed  patients  each;  a standard  dining  car  to  provide 
messing  for  approximately  300  patients;  a standard 
Pullman  car  to  quarter  the  train  detachment;  a 
standard  Pullman  car  to  provide  berths  and  seats 
for  approximately  225  walking  sick  and  wounded 
patients;  a baggage  car  for  equipment  and  supplies, 
and  office  space  for  the  train  surgeon.” 

Both  trains  are  completely  equipped  for  emer- 
gency measures  and  have  in  a compact  space  the 
facilities  of  a modern  hospital. 


Improvements 


Dr.  A.  J.  Rongy,  gynecologist,  has  been  appointed 
chairman  of  the  Joint  Campaign  Committee  of 
Physicians  of  Lebanon  and  Women  of  Lebanon, 
which  is  the  first  section  of  the  $275,000  Lebanon 
Hospital  Building  Fund  Campaign  to  start  func- 
tioning. Dr.  Rongy  has  been  connected  with  the 
hospital  since  1900. 

The  fund  will  be  used  to  furnish  and  equip  the 
new  $2,000,000  hospital  building  at  Grand  Con- 
course and  Mount  Eden  Parkway,  the  Bronx.* 


The  woman’s  auxiliary  of  the  North  Country 
Community  Hospital  in  Glen  Cove  has  presented 
that  institution  with  an  incubator,  1944  model. 


* Asterisk  indicates  that  item  is  from  local  newspaper. 


It  is  equipped  with  an  ultraviolet  and  bacteria 
light,  and  is  large  enough  to  accommodate  twins. 

A short  time  ago,  the  auxiliary  furnished  a new 
admission  room  with  desk,  lamp,  and  chairs.  * 


The  Rochester  Hospital  Service  Corporation, 
which  enrolls  as  members  of  the  plan  many  citizens 
of  the  community,  has  moved  to  its  new  home  at  41 
Chestnut  Street,  Rochester.  * 


The  Herkimer  Memorial  Hospital  in  Herkimer 
has  received  twelve  pieces  of  property  with  an  as- 
sessed valuation  of  $21,500  as  a bequest  from  the  es- 
tate of  the  late  C.  B.  Root  to  the  institution’s  en- 
dowment fund. 
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Appreciation  for  the  gift,  to  be  known  as  the 
“C.  B.  and  Ada  H.  Root  Endowment  Fund,”  was  ex- 
pressed in  a resolution  of  acceptance  adopted  by  the 
directors,  with  instructions  that  a copy  be  sent  to 
Mrs.  Root,  who  is  vice-president  of  the  hospital.* 


Work  on  an  addition  to  the  Brooks  Memorial 
Hospital  in  Dunkirk,  to  cost  $144,000,  has  been  com- 
menced. 


A federal  grant  of  $290,700  has  been  approved  for 
the  adding  of  facilities  to  Mercy  Hospital  in  Rock- 
ville Centre,  to  care  for  needs  of  war  workers. 

Provisions  call  for  emergency  construction  of  a 
wing  to  be  reached  by  a tunnel.  The  new  facili- 
ties will  accommodate  60  adult  patients  and  will 
include  60  bassinets.  * 


The  new  addition  to  Mercy  Hospital  in  Water- 
town  was  dedicated  and  opened  on  March  19. 


At  the  Helm 


Three  new  directors  have  been  added  to  the 
Herkimer  Memorial  Hospital  Board.  They  are 
Mrs.  George  R.  Gallinger,  D.  Bennett  Rasbach, 
and  Palmer  W.  Gloo,  each  to  serve  for  a term  of  five 
years.  In  addition,  C.  Harry  Snell  and  Ross  E. 
Sluyter,  whose  terms  have  expired,  have  been  re- 
named. 

A memorial  to  James  H.  Walrad,  one  of  the  origi- 
nal directors,  who  died  in  March,  was  incorporated 
in  the  minutes  of  the  annual  meeting  of  the  board 
and  a copy  was  sent  to  the  Walrad  family.* 


Mrs.  Elinore  M.  Herrick,  director  of  personnel 
and  labor  relations  of  the  Todd  Shipyard  Corpora- 
tion, and  Dr.  Ralph  T.  B.  Todd,  of  Tarrytown,  have 
been  appointed  members  of  the  board  of  the  As- 
sociated Hospital  Service  of  New  York. 


The  Hospital  for  Joint  Diseases  in  New  York  City 
has  announced  the  following  promotions  in  staff 
positions:  George  J.  Ginandes,  attending  pedia- 

trician; Theodore  T.  Fox,  associate  physician;  Sid- 
ney A.  Fox,  associate  ophthalmologist;  Selian  He- 
bald,  associate  physician  in  allergy;  Emanuel  B. 
Kaplan,  associate  orthopaedic  surgeon. 


Lewis  Webb,  superintendent  of  St.  Luke’s  Hos- 
pital for  the  past  twenty-one  years,  tendered  his 
resignation  to  the  hospital’s  board  of  managers  at 
their  annual  meeting  and  retired  on  April  1. 


The  board  of  managers  appointed  Carl  Willmsen, 
proprietor  of  the  Palatine  Hotel,  to  serve  as  superin- 
tendent. * 


Dr.  Luvia  Willard  has  been  elected  president  of 
the  medical  board  of  Jamaica  Hospital,  the  first 
woman  to  hold  this  post  at  the  institution. 

Dr.  Willard  has  been  associated  with  the  hos- 
pital since  1912  and  has  filled  several  offices  on 
the  board,  having  served  as  its  vice-president  last 
year.  * 


W.  W.  Smith,  president  of  the  board  of  direc- 
tors of  the  Alice  Hyde  Hospital  in  Malone,  has 
been  appointed  superintendent  and  business  man- 
ager of  the  hospital. 

Miss  Isabel  M.  Reardon,  of  Stroudsburg,  Penn- 
sylvania, has  been  named  assistant  superintendent 
and  directress  of  nurses.  * 


Arthur  Lathrop  Zerbey  was  elected  president  of 
Mount  Vernon  Hospital,  in  Mount  Vernon,  at  an 
annual  meeting  of  the  Board  of  Managers,  to  suc- 
ceed Norman  D.  Ellison,  who  has  completed  four 
years  as  head  of  the  institution. 

Other  officers  elected  were  Richard  M.  Winfield, 
Harold  B.  Storms,  and  Charles  A.  Bird,  vice-presi- 
dents; Mrs.  Walter  H.  McNeill,  Jr.,  secretary, 
and  Vernon  F.  McClellan,  treasurer.* 


Newsy  Notes 


To  meet  the  minimum  civilian  and  military 
needs,  65,000  women  must  be  enrolled  in  nursing 
schools  between  June  30,  1943,  and  July  1,  1944. 
This  figure  exceeds  the  1942-1943  quota  by  10,000. 

In  addition  to  student  nurses,  auxiliary  hospital 
workers  must  also  be  trained,  and,  in  accordance 
with  an  agreement  made  by  Washington  commit- 
tees on  hospitals  and  nurses,  institutions  must 
train  their  own  employees. 

Job  instructor  training  for  hospitals  can  be  ar- 
ranged through  government  agencies. 


In  an  article  in  The  Modern  Hospital  entitled  “Do 
Normal  Maternity  Cases  Require  Ten  Days  in  the 
Hospital?”  Dr.  Benjamin  W.  Black  describes  the 
system  used  in  the  Highland-Alameda  County  Hos- 
pital in  Oakland,  California. 


According  to  Dr.  Black,  an  increased  load  of 
maternity  cases  in  the  past  few  years  has  made  it 
necessary  for  authorities  to  shorten  the  hospital  stay 
whenever  possible.  “It  was  determined,”  he  says, 
“that  patients  would  be  received  in  the  hospital  for 
delivery  service  primarily  and  that  they  would  be 
discharged  when  the  condition  of  mother  and  child 
permitted;  the  earliest  day  of  discharge  was  on  the 
fourth.” 

After  a three-year  trial,  a study  was  made  of 
3,400  patients  who  had  been  hospitalized  but  a 
short  time,  and  in  no  case  were  complications  found 
to  be  due  to  the  brevity  of  the  hospital  stay.  Con- 
tinued studies  support  these  original  findings. 

As  Dr.  Black  points  out,  present-day  overtaxing 
of  hospital  facilities  may  make  the  widespread  adop- 
tion of  this  plan  necessary. 
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Two  hundred  and  fifty  hospital  corpsmen — the 
first “pharmacist’s  mates”  of  the  United  States  Mer- 
chant Marine — completed  a three-month  course 
at  the  United  States  Maritime  Service  Training 
Station  at  Sheepshead  Bay,  Brooklyn,  in  March. 

For  the  first  time  organized  medical  care  will  be 
provided  merchant  seamen  on  cargo  ships  by  the 
hospital  corpsmen,  whose  training,  according  to  the 
War  Shipping  Administration  in  Washington,  is 
comparable  to  that  of  pharmacist’s  mates  in  the 
United  States  Navy. 

Student  corpsmen  must  be  apprentice  seamen, 
25  years  old  or  under,  with  four  years  of  high- 
school  education  and  five  weeks  of  preliminary  sea- 
man training. 

The  course  of  study,  which  began  in  December, 
includes  lectures,  films,  and  field  trips  to  Bellevue 
Hospital  operating  rooms  and  surgical  wards,  the 
New  York  Morgue,  the  Ward’s  Island  sewage  dis- 
posal plant,  the  Willard  Parker  Hospital  Serological 
Laboratories,  the  New  York  City  pathologic  labora- 
tories, New  York  Medical  College,  and  the  Flower- 
Fifth  Avenue  Hospital. 

The  corpsmen  are  assigned  to  United  States 
Marine  and  United  States  Public  Health  Service 
hospitals  for  practical  experience  before  they  are 
made  medical  petty  officers  on  merchant  ships.  * 


James  King  & Sons,  Inc.,  Manhattan  contractors, 
builders  of  the  Halloran  General  Hospital  at  Willow 
Brook,  Staten  Island,  the  largest  Army  hospital  in 
the  United  States,  have  received  the  Army-Navy  E.* 


The  City  Hospital  Alumni  Society  has  estab- 
lished the  James  R.  Lisa  Award  for  outstanding 
research  done  in  the  laboratories  of  the  hospital 
under  Dr.  Lisa’s  direction.  Drs.  Douglas  Sym- 
mers,  Oswald  T.  Avery,  and  James  R.  Lisa  have 
been  named  a permanent  self-perpetuating  com- 
mittee in  charge  of  this  award. 


The  Wyoming  County  Board  of  Supervisors  has 
approved  a contract  whereby  the  Genesee  County 
Laboratory  will  do  the  pathology  for  the  Wyoming 
Community  Hospital  at  Warsaw. 

Donald  M.  Gray,  chairman  of  the  Genesee  County 
Laboratory  Commission,  described  the  agreement 
as  a nonprofit  contract  under  which  Wyoming 
County  will  pay  its  proportionate  share  of  the  pathol- 
ogist’s salary,  and  since  the  pathologist  is  em- 
ployed by  Genesee  County,  it  will  result  in  a reduc- 
tion of  costs  to  the  latter. 

The  plan  will  become  operative  on  the  approval 
of  the  New  York  State  Department  of  Health  at 
Albany. 


“Calling  all  doctors” — or  anyone  else  who  is 
wanted  immediately — is  the  latest  innovation  at 
Wyckoff  Heights  Hospital  in  Ridgewood,  with  the 
installation  of  an  audible  paging  system.  Anyone 
connected  with  the  hospital  can  now  be  called  from 
the  switchboard  and  the  name  will  be  repeated  by 
the  “speaker”  in  each  corridor  of  the  main  building 
and  in  every  building  on  the  grounds. 

As  a further  measure  to  deal  with  an  emergency, 
a transmitter  has  been  installed  in  the  private  office 


of  Superintendent  Louis  Schenkweiler,  which,  in  an 
emergency,  can  become  headquarters  for  the  quick 
calling  together  of  a large  number  of  the  hospital 
staff.  There  is  also  an  outside  telephone  and  a 
radio  in  the  superintendent’s  office  for  keeping  in 
touch  with  developments  in  the  event  of  an  emer- 
gency and  for  directing  the  hospital’s  personnel  to 
cope  with  it.* 


Ward  secretaries  of  the  Wilson  Memorial  Hos- 
pital in  Johnson  City  have  relieved  staff  nurses  of 
1,080  hours  of  work  in  the  last  two  months.  These 
volunteers  have  taken  over  the  record  and  book- 
keeping work  that  is  ordinarily  performed  by  nurses 
in  laboratories,  kitchens,  drug  rooms,  storerooms, 
and  record  departments.  The  ward  secretaries 
work  in  three-hour  shifts  five  days  a week. 


Three  Paris  hospitals,  Beaujon,  Lariboisiere, 
and  La  Pitie,  comprising  3,280  beds,  have  been 
requisitioned  by  the  German  authorities,  according 
to  a recent  release,  “Public  Health  Under  Hitler’s 
Rule,”  from  the  British  press  service.  Owing  to 
the  creation  of  temporary  hospitals,  the  release 
states,  Paris  patients  still  dispose  of  36,800  hospital 
beds. . . . 

Few  Parisians  go  to  hospitals  these  days  except 
in  the  last  extremity  because  food  cards  must  be 
deposited  upon  entering  the  hospital  and  inter- 
minable formalities  are  required  to  get  them  back  on 
leaving.  British  patients  remaining  in  Paris  are 
cared  for  at  Val-de-Grace  Hospital,  and  Jewish 
patients  at  the  Rothschild  Foundation. 

Among  the  other  difficulties  suffered  by  Paris 
hospitals  is  the  lack  of  ambulances.  Patients  are 
brought  in  with  the  help  of  the  police  first  aid  and 
for  the  return  journey  they  are  grouped  in  the 
same  ambulance,  which  makes  a round  trip,  like  a 
motor  bus. 

Although  no  general  mortality  rates  have  been 
released,  it  has  been  revealed  that  the  annual  rate 
of  deaths  at  Cochin  Hospital  has  increased  from 
1,200  to  1,400.  Tuberculosis  is  said  to  have  doubled 
among  6-  to  8-year-old  children  and  in  the  18-  to 
25-year  age  group. — The  Modern  Hospital. 


A service  flag  for  900  physicians,  nurses,  and  other 
employees  of  Bellevue  Hospital  now  in  the  armed 
forces  was  dedicated  on  March  12. 


The  New  York  Women’s  Division  of  the  Na- 
tional Jewish  Hospital  at  Denver,  Colorado,  has 
opened  its  annual  bundle  campaign  for  the  benefit 
of  its  Bargain  Shop,  1281  Third  Avenue,  Manhat- 
tan. All  kinds  of  merchandise  are  solicited.  The 
campaign  will  continue  through  May  15. 


The  fiftieth  anniversary  of  the  Bushwick  Hos- 
pital in  Brooklyn  was  celebrated  on  March  6 with  a 
dinner-dance  in  the  Towers  Hotel.  More  than  400 
people  participated  in  the  festivities. 
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The  four-year  medical  technology  program  offered 
by  the  Washington  Square  College  of  Arts  and  Sci- 
ence of  New  York  University,  in  collaboration  with 
three  local  hospitals,  has  been  approved  by  the 
Council  on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association,  Professor  William 


McTavish,  director  of  the  program,  reported  re- 
cently. 

The  hospitals  with  which  the  university  is  co- 
operating on  this  program  are  St.  Luke’s  and  Beth 
Israel  in  New  York  City,  and  Grasslands  in  West- 
chester County.  * 


POSTGRADUATE  COURSES  AT  MOUNT  SINAI 

The  Mount  Sinai  Hospital  is  offering  two  com- 
prehensive twelve-week  postgraduate  courses,  one 
in  cardiovascular  diseases  and  the  other  in  gastro- 
enterology, from  April  5 to  June  23,  1943.  These 
courses  will  be  given  in  affiliation  with  Columbia 
University. 

CARDIOVASCULAR  DISEASES 

Mondays,  9:00  a.m.  to  12:00  m; 

Wednesdays,  2:00  p.m.  to  5:00  p.m. 

This  course  has  been  designed  to  deal  with  the 
broader  diagnostic  and  therapeutic  aspects  of  the 
more  common  clinical  patterns  of  rheumatic,  arterio- 
sclerotic, syphilitic,  and  congenital  heart  disease. 
Electrocardiography,  x-ray,  fluoroscopy,  pathology, 
and  physical  diagnosis  will  be  treated  as  major  sub- 
jects. 

The  facilities  of  the  medical  and  pediatric 
wards,  cardiac  clinics,  x-ray,  cardiographic,  and 
pathologic  laboratories  will  be  made  available  for 
the  purposes  of  teaching. 


HOSPITAL 

GASTROENTEROLOGY 
Mondays,  2:00  p.m.  to  5:00  p.m.; 

Wednesdays,  9:00  a.m.  to  12:00  m. 

This  comprehensive  course  in  gastroenterology 
will  attempt  to  cover  the  fundamentals  of  diagno- 
sis, clinical  medicine,  and  therapy.  Medical  symp- 
tomatology will  be  stressed.  The  indications  for 
operation  and  the  actual  surgery  of  the  disease  will  be 
followed  throughout  the  progress  of  the  course. 
The  surgical  amphitheater  and  surgical  rounds  are 
an  essential  part  of  the  course.  The  underlying 
gross  pathology  of  gastric  and  intestinal  diseases 
will  be  presented  by  appropriate  authorities,  and 
laboratory,  particularly  functional  tests,  will  be 
taught  in  detail. 

Gastroenterology  as  it  is  affected  by  the  war,  es- 
pecially with  respect  to  peptic  ulcer  and  the  para- 
sitology of  tropical  diseases,  will  receive  particular 
attention. 

For  further  information,  address  the  Secretary  for 
Medical  Instruction,  The  Mount  Sinai  Hospital, 
Fifth  Avenue  and  100th  Street,  New  York,  New 
York. 


GUIDES  TO  THERAPY  FOR  MEDICAL  OFFICERS 


An  excellent  pocket-sized  technical  manual, 
entitled  Guides  to  Therapy  for  Medical  Officers , has 
recently  been  issued  by  the  War  Department.  As 
stated  in  the  opening  paragraph,  the  purpose  of 
this  manual  is  to  provide  the  medical  officer  with 
a handy  text  containing  guides  to  therapy  under 
emergency  conditions  or  in  diseases  with  which  he 
is  relatively  unfamiliar  ....  It  is  intended  to  serve 
as  a guide  to  the  “general  practitioners”  of  the 
Army  and  not  as  a text  for  specialists,  who  are 
likely  to  be  stationed  with  evacuation  units  or  in 
general  hospitals 

The  manual  is  well  conceived  and  carefully 
executed.  The  Surgeons  General  of  the  Army  and 
Navy,  early  in  1940,  requested  the  Division  of 
Medical  Sciences  of  the  National  Research  Council 
to  establish  committees  that  should  act  in  an 
advisory  capacity  to  the  two  medical  corps.  Much 
of  the  text  of  this  manual  is  based  on  material  com- 
piled by  these  committees.  Final  revision  was 
conducted  by  pertinent  divisions  of  the  Office  of 
the  Surgeon  General,  U.S.  Army 

The  reports  of  the  many  experts  are  presented  in 
an  easily  readable,  compact,  and  orderly  fashion. 
The  major  subjects  covered  are  as  follows:  surgical 
emergencies;  medical  emergencies;  diagnosis  and 
treatment  of  venereal  diseases;  chemotherapy  and 


serotherapy  in  certain  infectious  diseases;  treat- 
ment and  control  of  certain  tropical  diseases;  and 
rickettsial  diseases.  The  contributors  to  each  of 
these  sections  include  many  of  the  leading  names 
in  American  medicine  and  surgery. 

Under  surgical  emergencies  are  included  the  com- 
monest types  of  wounds  in  various  parts  of  the 
body,  the  management  of  shock,  and  the  early  treat- 
ment of  burns.  Most  of  the  essential  details  are 
given,  but  the  specialized  forms  of  treatment  that 
can  be  undertaken  only  by  experts  are  almost  en- 
tirely omitted.  The  section  on  medical  emergencies 
covers  the  majority  of  situations  that  might  arise 
under  the  great  variety  of  conditions  to  which  troops 
are  likely  to  be  subjected,  including  such  diverse 
items  as  acute  poisoning  from  various  foods,  chemi- 
cals, plants,  and  animal  sources,  seasickness, 
altitude  sickness,  the  effects  of  exposure  to  heat 
and  cold,  starvation,  and  the  acute  psychoses. 
The  sections  on  tropical  and  rickettsial  disease  are 
meant  to  acquaint  medical  officers  with  conditions 
that  are  rarely  encountered  in  civilian  practice 
but  that  are  very  likely  to  be  met  with  in  the  far- 
flung  regions  where  troops  may  be  operating 

The  manual  can  be  obtained  for  twenty-five  cents 
from  the  Superintendent  of  Documents,  Washing- 
ton, D.C. — New  England  J.  Med. 


Health  News 


The  following  “Special  Warning  Bulletin”  has  been  prepared  jointly  by  the  United  States 
Public  Health  Service  and  the  Committee  on  Ophthalmology  of  the  American  Medical 
Association. — Editor 


SUBJECT:  Epidemic  Keratoconjunctivitis 
Incubation  period:  Five  to  ten  days. 

Clinical  Manifestations. — The  onset  may  be  pre- 
ceded by  a low  fever  and  mild  generalized  malaise. 
The  local  ocular  symptoms  are  merely  those  of  a 
foreign  body  or  conjunctival  irritation.  One  eye  is 
usually  affected  first,  and  in  a large  percentage  of 
cases  the  second  eye  becomes  infected  within  five  to 
eight  days.  Preauricular  and  submaxillary  glandu- 
lar involvement  with  tenderness  is  common  in  a 
high  percentage  of  cases. 

Edema  of  the  lids  and  the  conjunctiva,  especially 
the  transitional  fold,  us  very  frequent.  The  con- 
junctiva presents  the  appearance  of  a simple  purulent 
conjunctivitis  but  with  little  or  no  formation  of  pus. 
Small  areas  of  pseudomembrane  are  not  infrequent 
and  when  removed  leave  either  small,  white,  dotted 
points  or  some  bleeding  points.  The  bulbar  con- 
junctiva becomes  edematous  early.  At  this  stage, 
there  is  some  lacrimation  and  photophobia,  but 
real  pain  and  blepharospasm  do  not  appear  until 
the  cornea  becomes  involved. 

The  percentage  of  cases  in  which  corneal  involve- 
ment occurs  varies  from  50  to  90  per  cent.  In  six 
to  twelve  days  after  the  conjunctivitis  appears,  the 
cornea  becomes  involved  by  the  appearance  of  dis- 
crete gray  infiltrates  that  lie  in  and  immediately 
under  the  epithelial  layer  of  the  cornea.  They  may 
be  confined  to  the  periphery  of  the  cornea  but  in  a 
large  percentage  of  cases  they  involve  the  pupillary 
area  of  the  cornea  directly.  These  infiltrates  are 
discrete  and  seldom  become  complicated  by  an 
erosion  of  the  corneal  epithelium  with  resultant 
staining  with  fluorescein.  The  extent  of  visual  im- 
pairment depends  upon  the  number  of  infiltrates  and 
their  location. 

Clinical  Course. — The  disease  is  self-limited.  In 
the  majority  of  instances,  the  conjunctivitis  disap- 
pears spontaneously  in  fourteen  to  eighteen  days. 
The  corneal  complications  may  disappear  in  seven 
days  or  may  last  for  many  months.  The  longer 
they  persist,  the  greater  is  the  danger  of  permanent 
visual  impairment. 

Laboratory  Findings. — Scrapings  of  the  conjunc- 
tiva show  a preponderance  of  monocytes.  Cultures 
and  smears  are  either  negative  or  show  the  usual 
contaminations. 

Treatment. — There  is  no  specific  treatment  that 
has  shown  a definite  influence  upon  the  course  of  the 
disease.  During  the  acute  stage  the  eyes  should  be 
kept  clean  with  irrigations  of  boric  acid,  normal 
saline,  or  1,000  to  5,000  oxycyanid  of  mercury. 
If  there  is  much  photophobia,  1 per  cent  holocaine 
may  be  instilled  at  frequent  intervals.  Five  per 
cent  sulfathiazole  ointment  has  been  used,  as  has 
5 per  cent  solution  of  sodium  sulfathiazole  sesqui- 
hydrate.  For  persistent  corneal  infiltrates,  x-ray 
has  seemingly  yielded  some  results. 


Period  of  Infectivity. — It  is  not  yet  known  how 
long  the  danger  of  transmission  to  others  exists. 
At  present  for  practical  purposes  a sufferer  from 
epidemic  keratoconjunctivitis  may  be  allowed  to 
return  to  work  when  the  active  conjunctivitis  has 
disappeared. 

Preventive  Measures. — At  present  the  only  pre- 
ventive measure  known  is  complete  isolation  of 
infected  persons.  Inasmuch  as  the  disease  has  been 
transmitted  through  medical  personnel,  the  most 
meticulous  asepsis  must  be  insisted  upon.  Not  only 
must  physicians  and  nurses  wash  their  hands  thor- 
oughly with  soap  and  water  after  attending  each  pa- 
tient, but  also  eye  droppers,  solutions,  instruments, 
etc.,  must  be  sterilized  to  prevent  infection  of  noncon- 
taminated  persons.  The  infected  individual  must 
be  told  of  the  danger  of  transmission  of  this  disease 
to  others,  not  only  in  the  plant,  but  even  in  the 
home  surroundings.  It  is  suggested  that  in  indus- 
trial plants  where  epidemic  keratoconjunctivitis 
has  made  its  appearance  the  following  methods  of 
procedure  be  adopted: 

1.  In  smaller  plants  with  a limited  personnel, 
every  individual  with  a red  eye  should  be 
stopped  at  the  entrance  of  the  plant  and  sent 
at  once  to  the  plant  physician  to  determine 
whether  or  not  epidemic  keratoconjunctivitis 
is  present.  In  larger  plants  where  such  a pro- 
cedure is  not  possible,  supervisors  and  fore- 
men should  be  instructed  in  detail  to  make  the 
rounds  immediately  when  a fresh  shift  starts, 
and  send  any  individual  with  a red  eye  to  the 
medical  office. 

2.  If  the  cases  are  to  be  treated  at  the  medical 
department  of  the  plant,  a separate  room 
should  be  set  aside  for  such  cases  and  in  that 
room  there  must  be  exercised  the  most  scrupu- 
lous asepsis,  even  to  washing  off  the  arms  of  the 
chairs  in  which  the  patients  sit.  Aside  from 
the  aseptic  and  separate  care  of  the  recog- 
nized cases  of  the  disease,  special  cleanliness 
of  the  hands  of  the  physician  in  the  general 
clinic  should  be  maintained,  with  the  use  of 
an  effective  disinfectant  between  cases,  lest 
the  infection  be  spread  by  means  of  undiag- 
nosed cases,  especially  those  suspected  of 
having  foreign  bodies  in  the  eye. 

3.  Every  worker  with  epidemic  keratoconjunc- 
tivitis should  be  excluded  from  the  communal 
facilities  of  the  plant  until  the  inflammation 
has  subsided  to  the  point  where  the  plant 
physician  considers  it  no  longer  transmissible. 

4.  Explicit  instructions  should  be  given  to  every 
individual  regarding  the  danger  of  transmis- 
sion, and  emphasizing  the  decrease  in  the  war 
effort  as  a result  of  the  time  lost  from  epidemic 
keratoconjunctivitis. 

5.  The  local  health  authorities  should  be  notified 
immediately  of  the  existence  of  individual 
cases. 


787 


788 


HEALTH  NEWS 


[N.  Y.  State  J.  M. 


Radio  Programs  on  Tuberculosis 


In  observance  of  the  1943  Early  Diagnosis  Cam- 
paign of  the  New  York  Tuberculosis  and  Health 
Association,  a number  of  radio  programs  have  been 
planned.  Speakers  and  their  subjects  will  include: 

April  17 — 9:15  a.m. — WOR 

“Present-Day  Facts  About  Tuberculosis/ ’ Dr. 
Edgar  Mayer,  assistant  professor  of  clinical 
medicine,  Cornell  University  Medical  College 
April  17—1 : 15  p.m.-WMCA 

“Industry  Helps  Tuberculosis  Campaign/’  Mr. 
Bernard  S.  Coleman,  Secretary,  Tuberculosis 
and  Health  Association 
April  19—4:45  p.m. — WBNX 

“The  Prevention  and  Early  Recognition  of  Tuber- 
culosis in  Childhood,”  Dr.  Charles  Kasten- 
baum,  Bronx  County  Medical  Society  and 
Bronx  Tuberculosis  and  Health  Association 
April  22—1 : 15  p.m.— WNYC 

“Control  of  Tuberculosis  in  Industry,”  Dr  .H.  H. 
Fellows,  assistant  medical  director,  Metropoli- 
tan Life  Insurance  Co. 

April  23 — 11:45  a.m. — WNYC 

“Too  Little  and  Too  Late,”  Mr.  Edward  J.  Wal- 
ton, Industrial  Secretary,  Brooklyn  Tubercu- 
losis and  Health  Association 
April  24—9:15  a.m— WOR 

“WTill  I Be  Able  to  Work  Again?”  Mr.  Frederic  G. 
Elton,  District  Supervisor,  Bureau  of  Vocational 
Rehabilitation,  State  Department  of  Education 


April  24—1 : 15  p.m.— WMCA 

“Help  for  Your  Health  Problem,”  Miss  Gladys  M. 
Park,  R.N.,  Secretary,  Information  Service, 
Bronx  Tuberculosis  and  Health  Association 
April  26—4:45  p.m.— WBNX 

“Tuberculosis  and  Heart  Disease,”  Dr.  Harry 
Jacobstein,  Bronx  County  Medical  Society  and 
Bronx  Tuberculosis  and  Health  Association 
April  29—1 : 15  p.m.— WNYC 

“The  Role  of  the  Nurse,”  Miss  Mary  Ellen  Man- 
ley,  R.N.,  Director,  Division  of  Nuising,  New 
York  City  Department  of  Hospitals 
April  30—11:45  a.m.— WNYC 

“Putting  the  Tuberculous  Back  on  the  Payroll,” 
Mr.  Edward  Hochhauser,  President,  Altro 
Workshops 

May  1 — 1:45  p.m. — WABC 

“The  Working  Adolescent,”  Dr.  Thomas  Parran, 
Surgeon  General,  United  States  Public  Health 
Service 

In  addition  to  these  speakers,  radio  time  will  be 
given  to  the  campaign  by  the  following  women 
commentators : Nancy  Booth  Craig  on  her  program, 
“Women  of  Tomorrow”  over  the  Blue  Network 
(WJZ)  from  8:30  to  9:00  a.m.  daily;  Adelaide 
Hawley,  on  her  program,  “Woman’s  Page  of  the 
Air”  over  Station  WABC  from  8:45  to  9:00  a.m. 
daily;  and  Kathryn  Cravens,  on  her  program,  “News 
Through  a Woman’s  Eyes”  over  Station  WNEW 
from  4 : 45  to  5 : 00  p.m.  daily. 


Invalid  Diets 

In  a bulletin  issued  on  February  9,  1943,  the  Office 
of  Price  Administration  has  given  special  directions 
for  ration-point  distribution  in  invalid  diets.  The 
order,  No.  13,  covers  all  canned,  frozen,  and  dried 
fruits  and  vegetables.  Article  II,  Section  2.5  reads 
as  follows: 

“Consumers  who  need  more  processed  foods 
because  of  illness  may  apply  for  more  points.  (A) 
Any  consumer  whose  health  requires  that  he  have 
more  processed  foods  than  he  can  get  with  War 
Ration  Book  2,  may  apply  for  additional  points. 
The  application  must  be  made  on  OPA  Form 
R-315,  by  the  consumer  himself  or  by  someone 
acting  for  him,  and  may  be  made  in  person  or  by 
mail.  The  application  can  be  made  only  to  the 
board  for  the  place  where  the  consumer  lives.  He 
must  submit  with  his  application  a written  state- 


and  Rationing 

ment  of  a licensed  or  registered  physician  or  sur- 
geon, showing  why  he  must  have  more  processed 
foods,  the  amounts  and  types  he  needs  during  the 
next  two  months,  and  why  he  cannot  use  unra- 
tioned foods  instead. 

(B)  If  the  board  finds  that  his  health  depends 
upon  his  getting  more  processed  foods,  and  that 
he  cannot  use  or  cannot  get  unrationed  foods,  it 
shall  issue  to  him  one  or  more  certificates  for  the 
number  of  points  necessary  to  get  the  additional 
processed  foods  he  needs  during  the  next  two 
months.” 

The  application,  OPA  Form  R-315,  is  the  one 
originally  designed  for  home  canning  needs  and  is  en- 
titled “Sugar  Special  Purpose  Application.”  It  is 
being  used  only  temporarily  until  a more  adequate 
form  is  ready. 


No  Correction  for  Color  Blindness 


Despite  unsubstantiated  claims  to  the  contrary, 
methods  of  correcting  color  blindness  are  unknown, 
The  J.A.M.A.  warns.  The  Journal  says: 

“Newspaper  publicity  given  recently  to  an  alleged 
cure  for  color  blindness  seems  to  emanate  from  one 
J.  H.  Lepper,  optometrist,  of  Mason  City,  Iowa. 
In  reply  to  inquiries  concerning  his  procedure  for 
correcting  color  blindness,  a form  letter  is  sent  in 
which  it  is  stated  ‘yes,  your  case  of  color  blind- 
ness CAN  BE  CORRECTED.  IF  WE  DO  NOT,  IT  WILL 
be  the  first  case.’  The  statement  also  suggests 
that  cases  take  from  two  to  three  weeks  for  correc- 
tion. If  the  patient  comes  to  Mason  City,  85  a day 
is  charged.  If  the  prospect  finds  it  impossible  to 
come  to  Mason  City,  Lepper  says  he  can  send  the 


same  equipment,  involving  two  pairs  of  special 
colored  glasses  and  one  color  vision  test  book,  for  a 
total  of  825.  A lamp  with  a reflector  and  a 60  watt 
bulb  and  a flasher  if  obtainable  are  also  required  for 
home  treatment.  The  form  letter  is  accompanied 
by  a list  of  testimonials,  none  of  them  signed  by  the 
writer’s  full  name.  Color  blindness  is  a congenital 
defect.  Despite  unsubstantiated  claims  to  the 
contrary,  methods  of  correcting  this  condition  are 
unknown.  Many  letters  sent  to  the  headquarters  of 
the  American  Medical  Association  indicate  that 
men  who  have  had  difficulty  in  gaining  entrance  to 
the  Navy  or  the  Air  Force  have  been  given  false 
hopes  by  this  wholly  unwarranted  publicity  for  an 
unestablished  procedure.” 
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Negotiable  Blood 


Two  years  ago  the  Medical  Society  of  the  County 
of  New  York  appointed  a committee  to  develop  a 
plan  to  reduce  the  cost  of  blood  transfusions  and  to 
make  blood  more  generally  available  to  the  needy 
in  these  parts.  Out  of  the  committee’s  work  came 
the  remarkable  Blood  and  Plasma  Exchange  Bank, 
which  applies  horse-trading  principles  with  extra- 
ordinary efficiency,  but  of  which  few  have  heard. 

The  big  hospitals  have  their  own  banks.  The 
smaller  hospitals  have  none,  for  the  reason  that  they 
cannot  afford  them  because  of  the  fewness  of  their 
patients.  Yet  the  small  hospitals  need  blood  or 
plasma  in  emergencies.  To  obtain  it  either  friends 
or  relatives  of  a patient  offer  their  blood  or  a paid  do- 
nor is  supplied  by  an  agency  at  a price  of  about  $50, 
which  does  not  include  hospital  extras.  Sometimes  it 
happens  that  the  blood  of  voluntary  donors  must  be 
rejected  because  it  is  incompatible,  though  otherwise 
sound.  Why  not  trade  it  for  blood  that  is  accept- 
able? So  we  find  the  small  hospitals  sending  donors 
to  the  big  hospitals  and  receiving  in  exchange  half 
the  amount  of  donated  blood  or  an  allowance  in 


money.  About  thirty-four  hospitals  are  now  mem- 
bers of  the  Blood  and  Plasma  Exchange  Bank.  In  a 
preliminary  six  months’  test  in  which  only  three 
hospitals  were  involved,  $1,900  was  saved  in  100 
cases.  The  cost  of  a transfusion  has  been  greatly 
reduced  for  those  in  moderate  circumstances,  and 
the  needy  receive  blood  free  of  charge. 

So  admirable  a system  of  trading  incompatible  for 
compatible  blood  clearly  deserves  the  attention  of 
medical  societies  and  hospitals  throughout  the  coun- 
try. 

The  County  Medical  Society  of  New  York  has 
already  laid  plans  for  the  extension  of  the  exchange 
system  to  include  neighboring  counties.  But  the 
whole  country  should  be  dotted  with  blood  ex- 
changes, with  the  result  that  transfusions,  which  are 
now  almost  historic  events  in  small  towns,  will  be- 
come more  frequent,  and  that  thousands  of  lives 
will  be  saved  annually.  Moreover,  there  is  the 
prospect  that  blood  will  be  given  to  these  widely 
scattered  exchanges  not  only  in  war  but  in  peace. — 
Reprinted  with  permission  of  the  New  York  Times 


Nurse  Prevents 

Alertness  of  a nurse  and  the  administering  of  emer- 
gency treatment  probably  saved  the  fives  of  two 
cement  workers  in  Rockland  County  after  they  had 
been  recently  bitten  by  a rabid  squirrel,  according 
to  the  State  Department  of  Health. 

The  two  men  were  working  in  the  construction  of 
a camp.  At  noon,  one  of  the  workers  reached  inside 
a large  tool  chest  for  his  lunch  box.  Without  warn- 
ing, he  was  suddenly  bitten  and  clawed  on  the 
fingers  by  an  unknown  animal.  The  second  man 
attempted  to  come  to  his  aid  and  in  extricating  the 
hand  of  his  fellow  worker,  was  himself  bitten.  It 
was  then  that  the  men  discovered  that  the  animal  in 


Rabies  Threat 

the  tool  box  was  a common  gray  squirrel  and  they 
immediately  killed  it  with  a tool. 

The  two  injured  men  sought  first  aid  treatment  at 
the  construction  company’s  infirmary  where  the 
nurse  asked  them  to  obtain  the  body  of  the  squirrel 
which  was  then  submitted  by  the  company  physician 
to  a laboratory  for  examination  for  evidence  of 
rabies.  The  results  showed  that  the  animal  was 
rabid,  and  the  two  workers  were  given  injections  of 
antirabic  vaccine.  The  report  said  that  had  the 
nurse  been  less  alert,  the  body  of  the  squirrel  might 
have  been  discarded  without  examination  and  as  a 
result  the  men  might  have  developed  rabies. 


New  Typhoid  Record  Set 


A new  record  of  no  reported  cases  of  typhoid  fever 
in  New  York  State  outside  of  New  York  City  was 
established  in  February,  making  the  first  time  that 
an  entire  month  has  elapsed  without  a single  re- 
ported case  of  this  disease  in  the  upstate  area,  ac- 
cording to  the  State  Department  of  Health.  The 
previous  all-time  monthly  low  (2  cases)  was  reached 
in  March,  1938,  and  December,  1942. 


Commenting  on  the  report,  officials  of  the  Depart- 
ment said  that  another  new  low  record  was  estab- 
lished last  year  when  only  131  cases  of  typhoid  fever 
were  reported,  17  fewer  than  the  previous  minimum 
of  148  cases  in  1940.  The  highest  annual  incidence 
was  recorded  in  1910  when  there  were  4,801  cases 
with  the  monthly  maximum  of  843  cases  occurring 
during  September  that  year. 


Other  Eye  Diseases  May  Resemble  Nearsightedness 


“The  best  interests  of  the  public  will  be  served  if 
those  who  have  disease  of  the  eyes  with  apparent 
nearsightedness  will  have  their  disease  discovered 
and  treated  and  not  simply  get  a pair  of  glasses,” 
Daniel  B.  Kirby,  M.D.,  New  York,  suggests  in 
Hygeia,  The  Health  Magazine , for  February. 

Dr.  Kirby  points  out  that  other  disease  conditions 
of  the  eye  that  are  caused  by  such  factors  as  dietary 
deficiency  or  undernourishment  may  resemble 
simple  myopia,  and  that  the  eye  physician  can  read- 
ily tell  the  difference  between  cases 

“Certain  children  are  born  with  faultily  de- 
veloped eyes — such  as  congenital,  cataract,  glau- 
coma, scars  of  inflammations  which  existed  before 
birth,  failure  of  development  of  normal  pigmented  or 
colored  cells,  as  in  albinos,  and  defects  caused  by 


hemorrhage  or  pressure  which  occurred  during  birth. 
These  children  are  apparently  nearsighted,  as  are 
those  also  who  develop  scars  from  syphilis,  gon- 
orrhea, tuberculosis,  or  other  diseases  in  infancy  or 
early  childhood 

“In  adult  fife,  various  diseases  and  poisons  may  so 
diminish  vision  by  their  effect  on  the  sensitive  retina 
and  the  nervous  tissue  of  the  eye  that  in  the  effort 
to  see  the  patient  may  appear  to  be  nearsighted. 
Nicotine,  alcohol,  diabetes  . nephritis,  and  various 
infections  may  bring  this  about.  Diabetes  espe- 
cially, with  its  changes  of  sugar  and  salt  concentra- 
tions in  the  blood  and  changes  in  the  fluids  of  the 
eye,  may  cause  such  ‘transient’  nearsightedness. . . .” 

Heredity  may  be  a factor  in  the  development  of 
myopia,  Dr.  Kirby  declares,  but  farsighted  children 
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are  often  born  of  myopic  parents  and  vice  versa. 
Faulty  glandular  secretion  may  be  a causative  factor. 
Proper  foods  and  the  use  of  vitamins  and  minerals 
are  necessary  for  the  eyes  of  growing  children. 

Regarding  the  use  of  glasses  by  myopic  persons, 
Dr.  Kirby  says  that  “it  is  wise  to  use  glasses  for  clear 
vision,  if  only  for  its  own  sake  and  for  the  pleasure 
and  joy  of  seeing,  but  it  cannot  be  said  that  the  use 
of  proper  glasses  will  protect  the  eyes  and  prevent 
the  further  progress  of  myopia,  nor  on  the  other  hand 
may  we  argue  that  glasses  ruin  the  eyes  and  regret 


that  glasses  have  been  used,  thinking  that  the  eyes 
would  have  ‘grown  out’  of  the  condition 

“The  slogan,  ‘Throw  away  your  glasses!1  is  a 
laudible  one  only  if  applied  to  those  who  can  see  as 
well  for  all  purposes  without  glasses  but  who  have 
been  told  to  wear  them  and  are  afraid  not  to  do 
so. 

....  Taking  glasses  away  from  those  who  are 
myopic  is  a tragedy.  These  people  really  need 
glasses  to  see  well  and  should  have  them  for  this 
purpose ” 


Dr.  McEwen  to  Speak  on  Rheumatic  Fever 


Dr.  Currier  McEwen,  Dean,  New  York  University 
College  of  Medicine,  will  address  the  seventh  session 
of  the  Refresher  Lecture  Course  on  Cardiovascular 
Diseases,  which  will  be  held  on  Wednesday,  April 
28,  at  4:30  p.m.,  New  York  Academy  of  Medicine. 

Dr.  McE wen’s  subject  will  be  “The  Management 
of  Rheumatic  Fever.”  The  course,  which  is  open 


to  all  practicing  physicians  and  medical  students,  is 
given  under  the  joint  auspices  of  the  New  York 
Heart  Association  of  the  New  York  Tuberculosis 
and  Health  Association  and  the  New  York  Academy 
of  Medicine.  Dr.  Herbert  Chasis,  assistant  profes- 
sor of  medicine,  New  York  University,  is  the  presid- 
ing officer  of  the  lecture  course. 


Rehabilitation  for  Tuberculosis  Patients 


Practicing  physicians  treating  patients  with  pul- 
monary tuberculosis  wrill  be  interested  in  the  facili- 
ties offered  by  the  Committee  for  the  Care  of  the 
Jewish  Tuberculous  through  its  Altro  Work  Shop 
for  the  industrial  rehabilitation  of  patients  now 
capable  of  only  part-time  work.  Patients  are  en- 
gaged in  making  washable  garments,  but  no  pre- 
vious experience  in  this  work  is  necessary.  They 
are  paid  at  piece  rates  equal  to  the  prevailing  trade 
union  scale  and  remain  at  the  workshop  until  full 
work  capacity  is  achieved — generally  in  six  months 


to  tw  o years.  The  patient  may  continue  under  the 
care  of  his  private  physician  throughout  the  period. 

A report  of  the  results  achieved  at  the  Altro 
Work  Shop  in  the  past  twenty-five  years  appeared 
in  the  November,  1942,  issue  of  the  American 
Review  of  Tuberculosis.  Physicians  and  other  pro- 
fessionals are  invited  to  visit  the  Altro  Work  Shop 
at  1021  Jennings  Street,  the  Bronx.  Patients  may 
be  referred  for  admission  to  the  workshop  through 
the  C.  C.  J.  T.,  71  West  47th  Street,  New  York 
City. — J.  Med.  Soc.  County  of  N.Y. 
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Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue 
Brooklyn  N.Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufl 
ncient  notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers 


RECEIVED 


The  Antigonadotropic  Factor.  By  Bernhard 
Zondek  and  Felix  Sulman.  Octavo  of  185  pages. 
Baltimore,  The  Williams  & Wilkins  Company, 

1942.  Cloth,  $3.00. 

Manual  of  Oxygen  Therapy  Techniques.  By 
Albert  H.  Andrews,  Jr.,  M.D.  Duodecimo  of  191 
pages.  Chicago,  The  Year  Book  Publishers,  Inc., 

1943.  Cloth,  $1.75. 

Indigestion:  Its  Diagnosis  and  Management. 

By  Martin  E.  Rehfuss,  M.D.  Octavo  of  556  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1943.  Cloth,  $7.00. 

Psychosomatic  Medicine.  By  Edward  Weiss, 
M.D.,  and  O.  Spurgeon  English,  M.D.  Octavo  of 
678  pages.  Philadelphia,  W.  B.  Saunders  Company, 
1943.  Cloth,  $8.00. 

Orthopedic  Subjects.  Prepared  and  Edited  by 
the  Subcommittee  on  Orthopedic  Surgery  of  the 
Committee  on  Surgery  of  the  Division  of  Medical 
Sciences  of  the  National  Research  Council.  George 

E.  Bennett,  Chairman.  Octavo  of  306  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Company, 
1942.  Cloth. 

Therapeutics  of  Infancy  and  Childhood.  Edited 
by  Harry  R.  Litchfield,  M.D.,  and  Leon  H.  Dembo, 
M.D.  4 vols.  and  desk  index.  Octavo  of  3,831 
pages,  profusely  illustrated.  Philadelphia,  F.  A. 
Davis  Company,  1942.  Cloth,  $32. 

Familial  Nonreaginic  Food  Allergy.  By  Arthur 

F.  Cocoa,  M.D.  Octavo  of  160  pages.  Springfield, 
Charles  C.  Thomas,  1943.  Cloth,  $3.00. 


Healthy  Babies  Are  Happy  Babies.  By  Josephine 
H.  Kenyon,  M.D.  Third  Edition,  Completely 
Revised.  Duodecimo  of  343  pages.  Boston,  Little, 
Brown  & Company,  1943.  Cloth,  $1.50. 

Religion  and  Health.  By  Seward  Hiltner.  Duo- 
decimo of  292  pages.  New  York,  The  Macmillan 
Company,  1943.  Cloth,  $2.50. 

Family  Treasures.  By  David  D.  Whitney, 
Ph.D.  Octavo  of  299  pages,  illustrated.  Lancaster, 
Pa.,  The  Jaques  Cattell  Press,  1942.  Cloth,  $3.50. 

The  Hormones  in  Human  Reproduction.  By 

George  W.  Corner.  Octavo  of  265  pages,  illustrated. 
Princeton,  N.J.,  Princeton  University  Press,  1942. 
Cloth,  $2.75. 

Endoscopic  Prostatic  Surgery.  By  Roger  W. 
Barnes,  M.D.  Octavo  of  232  pages,  illustrated. 
St.  Louis,  The  C.  V.  Mosby  Company,  1943.  Cloth, 
$6.00. 

Fractures  of  the  Jaws  and  Other  Facial  Bones. 

By  Glenn  Major,  M.D.  Octavo  of  446  pages,  illus- 
trated. St.  Louis,  The  C.  V.  Mosby  Company, 
1943.  Cloth,  $7.50. 

Adventure  in  Blood  Transfusion.  By  Bertram  M. 
Bernheim,  M.D.  Octavo  of  182  pages,  illustrated. 
New  York,  Smith  & Durrell,  Inc.,  1942.  Cloth, 
$2.50. 

Bronchiectasis.  By  James  R.  Lisa,  M.D.,  and 
Milton  B.  Rosenblatt,  M.D.  Octavo  of  190  pages, 
illustrated.  New  York,  Oxford  University  Press, 
1943.  Cloth,  $4.00. 


REVIEWED 


Atlas  of  Ovarian  Tumors.  By  Gemma  Barzilai, 
M.D.  Quarto  of  261  pages,  illustrated  by  58  plates, 
45  in  color.  New  York,  Grune  & Stratton,  1943. 
Cloth,  $10. 

Gemma  Barzilai,  of  New  York,  has  done  a won- 
derful job  in  her  Atlas  of  Ovarian  Tumors , recently 
published  by  Grune  and  Stratton. 

The  terminology  is  that  most  often  accepted  and 
the  division  of  tumors  is  the  one  that  gynecologists 
and  pathologists  have  adopted. 

The  wealth  of  material  required  to  develop  such 
an  atlas  could  not  be  found  in  any  one  clinic,  and  it 
is  little  wonder  that  the  author  combed  the  labora- 
tories of  Milan,  Istanbul,  Vienna,  New  York,  and 
other  places.  The  work  is  complete. 

The  micrographs,  both  the  colored  and  the  black- 
and-white  ones,  are  excellent  and  are  the  next  best 
thing  to  seeing  the  specimens  themselves. 

Following  the  introduction  there  is  a classifica- 
tion of  ovarian  tumors  which  greatly  tends  to  sim- 
plify the  subject.  If  pathologists  in  general  would 
stick  to  this  classification  in  describing  such  tumors 
it  would  be  much  easier  for  the  clinician. 

Granulosa  and  theca  cell  tumors  are  more  com- 
monly seen  by  many  of  us,  but  the  virilizing  lipoid 
cell  tumor  of  the  ovary  and  some  of  the  other  rarer 
tumors  are  a real  treat. 


The  discussion  of  the  symptomatology  and  treat- 
ment of  these  tumors  is  brief,  but  an  atlas  is  not  a 
book  in  which  one  expects  to  find  this  part  of  the 
subject  in  toto.  It  is  sufficient  to  point  the  way  for 
ready  reference. 

The  format  of  the  book  and  the  typography  are  a 
delight  to  the  bibliophile. 

Alfred  M.  Hellman 

A Short  History  of  Cardiology.  By  James  B. 
Herrick.  Octavo  of  258  pages,  illustrated.  Spring- 
field,  Charles  C.  Thomas,  1942.  Cloth,  $3.50. 

It  is  a pleasure  to  be  able  to  report  in  this  review 
that  the  grand  old  man  of  American  cardiology, 
James  B.  Herrick,  has  written  a delightful  and, 
within  self-imposed  limits,  a definitive  history  of 
cardiology. 

Dr.  Herrick  is  careful  to  indicate  that  his  history 
is  not  intended  to  be  encyclopedic.  The  centuries 
which  are  emphasized  are  the  seventeenth,  eight- 
eenth, and  nineteenth.  There  is  a brief  sketch  of 
cardiology  before  Harvey  and  a few  notes  on  twen- 
tieth-century cardiology.  The  arrangement  of  the 
book  is  extremely  satisfactory.  Each  of  the  epochs 
is  treated  in  a different  chapter:  Harvey  to  Laennec, 
Laennec  to  Virchow,  Virchow  to  Koch.  Other 

[Continued  on  page  794] 
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HEMATINIC  PLASTULES* 


For  blood  donors  the  hemoglobin  regeneration  rate 
increases  nearly  50%  and  the  recovery  period  is 
drastically  shortened  when  small  amounts  of  iron  are 
administered.! 

Hematinic  PLASTULES  provide  iron  in  the  ferrous 
state  quickly  available  for  conversion  into  hemo- 
globin. They  are  easy  to  take  and  well  tolerated. 
Hematinic  PLASTULES  Plain  contain  dried  ferrous 
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f Fowler  and  Barer:  "Rate  of  Hemoglobin  Regeneration  in  Blood 
Donors."  J.A.M.A.,  118:421:1942. 
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chapters  are  devoted  to  inflammation  of  the  heart, 
affections  of  the  myocardium,  syphilis  of  the  heart 
and  aorta,  and  an  important  chapter  on  the  coro- 
nary artery  and  its  diseases,  a subject  on  which  the 
author  is  one  of  the  world’s  most  famous  authorities. 

The  highest  praise  one  can  give  this  volume  is  to 
state  very  simply  that  it  is  exactly  what  one  would 
expect  from  Dr.  Herrick.  Internists,  cardiologists, 
and  medical  historians  may  hope  that  the  author 
has  a larger  history  of  cardiology  in  mind.  We 
should  be  given  the  advantage  of  Dr.  Herrick’s 
mature  judgment  for  periods  not  covered  in  this 
short  history.  Nevertheless,  it  is  surprising  how 
much  Dr.  Herrick  has  been  able  to  compress  within 
the  two  hundred  odd  pages  of  this  volume.  All  of 
the  important  contributions  to  cardiology  are  men- 
tioned and  there  are  numerous  excellent  illustra- 
tions. In  short,  this  is  a work  which  can  be  highly 
and  widely  recommended.  It  should  command  the 
admiration  of  a large  audience. 

Milton  Plotz 

Occupational  Tumors  and  Allied  Diseases.  By 
W.  C.  Hueper,  M.D.  Quarto  of  896  pages.  Spring- 
field,  Charles  C.  Thomas,  1942.  Cloth,  $8.00. 

Dr.  Hueper  has  achieved  in  a compilation  of 
volumes  of  pertinent  literature  a comprehensive 
well-planned  work  that  presents  the  relationship  of 
neoplastic  diseases  to  occupational  exposure. 

From  the  earliest  evidence,  historically,  of  the 
development  of  schistosomiasis  cancer  of  the  bladder 
among  the  Egyptians,  to  the  danger  lurking  in  the 
exposure  to  gases,  chemicals,  pressure  chambers, 
etc.,  of  the  new  industries  created  by  the  expanding 
industrial  program,  the  author  presents,  in  an  easily 
readable  text,  a complete  description  and  discus- 
sion of  the  hazards  involved  and  the  resulting  af- 
fections. The  reader’s  attention  is  held  from  chap- 
ter to  chapter  by  a wealth  of  clinical  material,  authen- 
tic facts,  and  helpful  classifications.  Tables, 
charts,  and  statistics  are  conspicuous  by  their  ab- 
sence. A comprehensive  bibliography  is  appended 
to  each  chapter. 

Harry  Mandelbaum 

Blood  Substitutes  and  Blood  Transfusion.  Edited 
by  Stuart  Mudd,  M.D.,  and  William  Thalhimer, 
M.D.  Octavo  of  407  pages,  illustrated.  Spring- 
field,  Charles  C.  Thomas,  1942.  Cloth,  $5.00. 

This  excellent  book  is  a symposium-monograph 
containing  a collection  of  38  papers  by  70  collabo- 
rating investigators,  and  dealing  with  various  aspects 
of  plasma  and  blood  transfusion.  These  papers  were 
read  at  the  annual  meeting  of  the  American  Serum 
Association  in  June,  1941,  and  have  been  brought 
up  to  date  by  the  authors,  who  introduced  the  re- 
sults of  more  recent  work  when  they  revised  the 
proofs.  Therefore,  this  volume  constitutes  a com- 
prehensive, authoritative,  and  modern  review  of  the 
subject.  The  papers  have  been  arranged  in  logical 
order  and  are  collected  under  six  main  headings: 
(1)  etiology  and  mechanism  of  shock,  (2)  preserva- 
tion of  plasma  by  freezing  and  desiccation,  (3) 
hemoglobin,  serum  albumin,  and  casein  digest  as 
blood  substitutes,  (4)  blood  substitutes  in  the  world 
emergency,  (5)  Rh  factor:  group-specific  substances 
and  universal  donors,  and  (6)  therapeutic  experi- 
ences with  serum  and  plasma.  The  medical  pro- 
fession owes  a debt  of  gratitude  to  the  publisher  of 
this  volume  for  making  the  papers  available  in  con- 
venient form.  The  book  will  prove  invaluable  as  a 
constant  source  of  reference  for  all  physicians  in 
military  or  civilian  life  who  have  any  occasion  to 
give  transfusions  of  blood  or  plasma. 

A.  S.  Wiener 


Say  you  saw  it  in  the  NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


795 


The  Hemorrhagic  Diseases  and  the  Physiology 
of  Hemostasis.  By  Armand  J.  Quick,  M.D.  Oc- 
tavo of  340  pages.  Springfield,  Charles  C.  Thomas, 
1942.  Cloth,  $5.00. 

The  purpose  of  this  monograph  may  be  best  sum- 
marized in  the  words  of  the  author:  “to  present 

and  to  correlate  the  experimental  and  theoretical 
aspects  of  hemostasis  and  to  summarize  the  present 
knowledge  concerning  the  important  hemorrhagic 
diseases.”  To  this  task,  truly  a monumental  one, 
Dr.  Quick  brings  his  armamentarium  of  factual 
knowledge  and  his  spirit  of  the  pioneer,  the  inves- 
tigator, the  teacher. 

All  this  is  mingled  with  a judicious  sure-footed- 
ness, which  comes  of  the  many  experiences  and  ad- 
ventures in  the  field.  Only  such  a man  can  have  the 
fortitude  to  appraise  old  theories  and  masters  for 
what  they  were,  and  to  view  new  speculations  in  the 
light  of  authoritative  inquisitiveness. 

To  take  a subject  so  replete  with  confusion  and 
to  simplify  it  to  its  fundamental  elements  has  been 
the  task  accomplished  in  this  monograph. 

The  reviewer  can  recommend  this  book  very 
highly  to  clinician  or  surgeon,  and,  in  fact,  dares 
him  to  get  along  without  it. 

Maurice  Morrison 

Abdominal  and  Genito-Urinary  Injuries.  Pre- 
pared under  the  Auspices  of  the  Committee  on 
Surgery  of  the  Division  of  Medical  Sciences  of  the 
National  Research  Council.  Octavo  of  243  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1942.  Cloth,  $3.00. 

This  book  provides  a valuable  military  manual 
for  medical  officers.  It  should  prove  of  great  as- 
sistance to  surgeons  in  the  field  and  on  shipboard 
who  do  not  have  access  to  highly  trained  specialists 
in  abdominal  and  urologic  surgery. 

The  work  is  authoritative,  with  contributions  by 
outstanding  leaders.  It  is  well  illustrated  and  in- 
cludes references  at  the  end  of  each  chapter.  It  is 
one  of  a series  of  six  volumes  covering  all  surgical 
specialities. 

Medical  officers  with  good  basic  training,  equipped 
with  these  manuals  as  ready  references,  should 
be  able  to  meet  more  efficiently  the  problems  of 
emergency  and  major  surgery. 

The  reviewer  is  especially  impressed  with  the  last 
chapter  on  “Do’s  and  Don’t’s,”  by  Frank  Hinman 
and  associates. 

Augustus  Harris 

Endocrinology:  Clinical  Application  and  Treat- 
ment. By  August  A.  Werner,  M.D.  Second 
edition.  Octavo  of  924  pages,  illustrated.  Philadel- 
phia, Lea  & Febiger,  1942.  Cloth,  $10. 

This  is  a well-written  book  on  general  endocri- 
nology. The  author  is  a well-known  internist  who  has 
made  numerous  scientific  contributions  to  current 
endocrinologic  literature.  Almost  every  section  of 
the  book  has  been  revised,  and  328  illustrations  are 
included.  It  is  rich  in  accurate  and  extensive  quo- 
tations from  leading  authorities  in  the  field.  The 
author’s  original  work  on  involutional  melancholia 
is  reviewed.  Various  types  of  syndromes  are  pre- 
sented in  an  orthodox  fashion,  with  extensive  notes 
on  exemplary  cases.  Some  of  the  early  patients 
suffering  from  pituitary  and  gonadal  deficiencies 
were  treated  with  preparations  which  were  prac- 
tically inert.  Nevertheless,  the  clinical  interpre- 
tations and  therapy  are  the  last  word  up  to  the  time 
the  book  was  written.  It  is  highly  recommended  as 
a treatise  for  the  general  practitioner  and  the  endo- 
crinologist. 

Bernard  Seligman 
[Continued  on  page  797] 


Poison  Ivy 

The  effective  cleansing  action  of  CREAM  OF  SOAP  is  demon- 
strated by  its  success  in  removing  the  irritant  oleoresins  of  Poison 
Ivy  from  the  skin.  Those  susceptible  can  profitably  use  it  as  a pro- 
phylactic after  exposure.  <5  CREAM  OF  SOAP  is  a neutral, 
colloidal  dispersion  of  soap.  When  rubbed  on  the  dry  skin  it 
deflocculates  and  adsorbs  the  grease  and  dirt.  Then  it  is  rinsed 
off  with  water.  It  combines  high  detergent  action  with  low  alkalinity 
(pH  7.5)  and  is  virtually  non-irritating.  Accepted  for  advertising 
by  AMA  publications  and  advertised  to  physicians  only.  Retails 
Si.  per  jar.  Samples  to  physicians  on  request. 

CREAM  OF  SOAP,  55  W.  1611)  St.,  New  York,  N.Y. 


EIGHTH  ANNUAL 
POSTGRADUATE  INSTITUTE 

Philadelphia  County 
Medical  Society 

“Management  of  Emergencies” 

Surgery  Obstetrics 

Gastro-Intestinal  Pediatrics 
Urology  Burns 

X-ray  Sulfonamides 

May  11, 12, 13, 14, 1943 

Benjamin  Franklin  Hotel 
Philadelphia 

Registration,  $5.00  for  entire  course 

All  physicians  in  the  Armed 
Forces  are  cordially  invited 
to  attend  the  course  free. 


RUFUS  S.  REEVES,  M.D. 

Director 

301  South  21st  Street 
Philadelphia,  Penna. 
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CHARLES  B.  TOWNS  HOSPITAL 

Serving  the  Medical  Profession  for  over  40  years 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

Definite  Treatment  • Fixed  Charges  • Minimum  Hospitalization 

293  Central  Park  West,  New  York Hospital  Literature  Telephone:  SChuyler  4-0770 


TRAVEL  MEDICINE 


Distance  is  shorter  on  railroads  in  winter.  So 
the  traveler  actually  pays  more  per  mile  in  January 
when  he  takes  a train  than  in  June.  At  least  this 
is  true  in  Canada. 

During  the  recent  cold  weather,  rail  distance 
across  Canada  was  reduced  approximately  two  and 
one-quarter  miles.  This  fact  has  been  pointed  out 
by  engineering  officials  of  the  Canadian  Pacific 
Railway,  who  have  reduced  to  the  smallest  fraction, 
the  coefficients  of  steel  rail  expansion  and  contrac- 
tion caused  by  temperature  changes. 

Travelers  between  St.  John,  N.  B.,  and  Van- 
couver were  not  put  off  short  of  their  objective,  for 
the  missing  mileage  was  not  all  lost  from  the  ends 
of  the  right  of  way.  It  was  deducted  in  tiny  con- 
tracted lengths  across  the  railway’s  3,363-mile 
trans-Canada  route  in  the  little  gaps  between  the 
ends  of  adjoining  rails.  Measuring  one-eighth  of 
an  inch  under  moderate  temperatures,  the  gaps 
will  broaden  to  five-sixteenths  of  an  inch  at  very 
low  temperatures. 

Rails  such  as  used  on  Canadian  Railways  will 
expand  or  contract  .0026  inch  for  each  change  of 
one  degree  Fahrenheit.  One  rail  length  measures 
thirty-five  feet.  There  are  160  single  rails  to  a mile. 

So — you  figure  it  out  for  yourself. 

* * * 

“HEALTH  FIRST”  enters  the  picture  of  travel 
again. 

Fitness  and  Efficiency  was  the  slogan  adopted  at  a 
recent  meeting  of  the  Southeastern  Michigan 
Tourist  and  Publicity  Association  as  its  theme  for 
war  workers,  who  are  in  many  instances,  working 
eight  hours  a day,  seven  days  a week. 


A resolution  passed,  stated,  “Periods  of  recrea- 
tion are  essential  to  the  health  and  well  being  of 
these  650,000  plant  workers  in  this  area*  and  there 
is  no  more  logical  organization  prepared  to  assist 
them  in  planning  these  rest  and  play  periods  than 
this  association.  We  are  in  the  process  of  affording 
information  to  plant  management  and  employees 
who  are  putting  their  all  in  the  victory  effort. 

“Labor  organizations,  plant  management  and 
Secretary  or  Labor  Perkins  are  all  agreed  that 
fatigue  results  in  inefficiency  and  men  and  women 
working  these  long  hours,  month  after  month,  must 
have  periods  of  fitting  rest  and  relaxation.” 

* * * 

FOOD  RATIONING  coupons  may  be  needed 
by  the  hotel  guest  according  to  reports  from  Wash- 
ington. 

Restaurants  and  hotels  operating  on  the  European 
plan  will  not  require  patrons  to  give  up  their  ra- 
tioning points  or  coupons,  but  one  thing  seems 
absolutely  sure,  and  that  is  the  portions  will  be 
substantially  reduced  and  the  variety  limited. 
Hotels  operating  on  the  American  plan  intend  to 
ask  guests  for  points  and  coupons. 

Summer  resort  hotels  are  expected  to  ask  their 
guests  to  bring  along  their  No.  1 and  2 ration  books, 
so  the  management  can  buy  the  necessary  amount 
of  food. 

Many  hotels,  having  enough  land,  plan  to  raise 
their  own  live  stock  and  vegetables.  As  a matter 
of  fact,  this  may  become  absolutely  necessary  if 
the  hotels  want  to  be  able  to  feed  their  guests. 


THE  MAPLES  INC.,  ROCKVILLE  CENTRE,  L.  I. 

A sanitarium  especially  for  invalids,  convalescents,  chronic  patients, 
post-operative,  special  diets,  and  body  building.  Six  acres  of  land- 
scaped lawns.  Five  buildings  (two  devoted  exclusively  to  private 
rooms).  Resident  Physician.  Rates  $18  to  $45  Weekly 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


LOUDEN-KNICKERBOCKER  HAIL  " 

81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL 

diseases. 

Full  information  furnished  upon  request 
JOHN  F.  LOUDEN  JAMES  F.  VAVASOUR,  M.D. 

President  Physician  in  Charge 

New  York  City  Office,  67  West  44th  St.,  Tel.  VAnderbilt  6-3732 
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[Continued  from  page  795] 

A Textbook  of  the  Practice  of  Medicine.  By 
Various  Authors.  Edited  by  Frederick  W.  Price, 
M.D.  Sixth  edition.  Octavo  of  2,032  pages.  New 
York,  Oxford  University  Press,  1941.  Cloth. 

There  is  a demand  for  a new  edition  of  this  book 
every  four  or  five  years.  The  first  edition  appeared 
in  1922  and  now  we  are  reviewing  the  sixth.  This 
speaks  well  for  a work  which  apparently  is  the 
standard  text  in  many  schools  abroad. 

The  preface  to  this  edition  contains  a list  of  the 
new  articles  that  have  been  added  on  many  diseases ; 
other  sections  have  been  completely  rewritten,  and 
so  much  new  matter  added  that  this  edition  is 
completely  modern. 

One  notices  a tendency  to  long  paragraphing, 
reaching  in  one  instance  70  lines  (pages  421,  422, 
423).  The  student  does  not  like  this  at  all.  This 
gives  one  the  opportunity  to  express  a certain  degree 
of  long-repressed  indignation  as  follows : 

“There  are  a number  of  textbooks  excellent  in 
content  containing  authoritative  material,  written 
by  men  of  high  repute,  and  issued  primarily  for  the 
use  of  students,  and  yet  which  show  an  utter  dis- 
regard of  the  psychology  of  the  student  in  re  his 
text.  The  ideal  textbook  must  have  the  proper 
type,  it  must  not  crowd  too  much  nor  ofttimes  have 
unrelated  material  in  one  paragraph,  and  it  must  be 
illustrated,  and  it  must  not  weigh  7 or  8 pounds. 
You  can  not  present  105  pages  of  closely  written 
text  on  diseases  of  the  skin  without  a single  illus- 
tration. If  it  is  a question  of  cost,  then  the  subject 
should  be  left  to  the  specialty  textbook. 

“Why  the  pathology  of  influenza  is  merely 
alluded  to  is  difficult  to  explain.  As  to  its  value  in 
the  elucidation  of  many  of  the  clinical  phenomena, 
we  refer  to  ‘Influenzal  Pneumonia’  in  Boyd’s, 
The  Pathology  of  Internal  Diseases. 

“One  would  select  the  section  on  single  ‘Diseases 
of  the  Circulatory  System’  as  being  of  special  merit. 
Covering  225  pages  and  containing  51  electrocardio- 
graphic tracings,  it  is  almost  a textbook  on  the 
heart  by  itself. 

“To  begin  the  introduction  of  the  chemotherapy 
of  acute  pneumococcus  lobar  pneumonia  with  the 
statement  that  ‘Sulphapyridine  has  proved  of  great 
value’  is  lacking  in  enthusiasm;  and  when  in  the 
same  paragraph  there  is  a discussion  of  other 
drugs,  such  as  diuretics  and  expectorants,  then 
surely  the  student  is  left  unimpressed  with  the 
specific  action  of  the  sulfa  compounds. 

“One  awaits  the  day  when  a textbook  of  the 
practice  of  medicine  will  appear  in  two  volumes 
so  that  there  will  be  adequate  room  for  illustrations, 
bibliography,  etc.  The  present  volumes  have 
reached  the  saturation  point,  as  has  this  one  with 
over  2,000  pages;  every  edition  must  have  room  for 
additional  material.  It  will  be  a red-letter  day  for 
the  student  when  that  time  arrives.” 

S.  R.  Blatteis 


Physical  Chemistry  for  Students  of  Biochemis- 
try and  Medicine.  By  Edward  S.  West,  Ph.D. 
Octavo  of  368  pages,  illustrated.  New  York,  The 
Macmillan  Company,  1942.  Cloth,  $5.75. 

The  material  for  this  book  is  an  elaboration  of  a 
course  in  biochemistry  given  by  the  author  to  medi- 
cal students.  It  was  justifiably  recognized  by  him 
that  only  selected  phases  of  physical  chemistry 
necessary  to  an  understanding  of  biologic  phenomena 
should  be  presented.  This  book  is  thus  an  elemen- 
tary introduction  to  physical  chemistry.  It  deals 
with  such  important  subjects  as  the  physical  prop- 
erties of  protoplasm,  atomic  structure,  the  physical 
[Continued  on  page  798] 


RIVERLAWN  SANITARIUM 


A conveniently  situated  Sanitarium  offering  complete  facilities 
for  the  treatment  and  care  of  MENTAL  AND  NERVOUS 
CASES  and  ALCOHOL  AND  DRUG  ADDICTIONS.  We 
extend  full  cooperation  to  the  Physicians. 

CHARLES  B.  RUSSELL,  M.  D.,  Med.  Dir. 

45  Totowa  Ave.  PATERSON,  N.  J.  Armory  4-2342 


FOUNDED 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical  — Reliable  — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL  — QUIET  — HOMELIKE 


Write  for  Booklet 


FREDERICK  W.  SEWARD,  M.  D.,  Director 
FREDERICK  T.  SEWARD,  M.  D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.  D.,  Resident  Physician 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.  Med.  Supt.  *Tel.  4-1143 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


ONLY  A FEW  COPIES  OF  THE 
1941-42  DIRECTORY 

Remain  Unsold 


Send  Your  Order  with  Check  For  $7.50  To 

Medical  Directory  of  New  York 
New  Jersey  and  Connecticut 

292  Madison  Avenue  New  York,  N.  Y. 
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rJUKIRK 

IN  THE 

RAHAFOS 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  18S9 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


WEST  HITE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 
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chemistry  of  gases  and  solutions,  electrolytic  dis- 
sociation, osmotic  pressure,  colloids,  and  oxidation- 
reduction.  It  is  written  in  an  interesting  manner 
and  wherever  possible  the  application  of  physical 
chemistry  to  cell  metabolism  is  stressed.  Each 
chapter  closes  with  a list  of  exercises  obviously  of 
value  to  the  medical  student. 

William  S.  Collens 


The  Management  of  Fractures,  Dislocations,  and 
Sprains.  By  John  A.  Key,  M.D.,  and  H.  Earle 
Conwell,  M.D.  Third  edition.  Quarto  of  1,303 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Com- 
pany, 1942. 

The  third  edition  of  this  book  brings  up  to  date 
a textbook  which  has  become  outstanding  in  its 
field.  Because  of  the  introduction  of  sulfonamides, 
the  chapter  on  compound  fractures  has  been  re- 
written. The  new  section  on  war  injuries,  which 
has  been  added,  is  very  timely  and  well  done. 
Other  chapters  have  been  completely  revised  and 
brought  up  to  date. 

This  new  edition  will  be  of  great  value  to  the  stu- 
dent and  to  the  practitioner  alike. 

Edward  P.  Dunn 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postop- 
erative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  ner- 
vous and  backward  children.  Physicians'  treatments  rig- 
idly followed.  C.  L.  MARKHAM,  M.  D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:1700, 1,2 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Charge. 


Diseases  of  the  Gastro-Intestinal  Tract.  By 

Asher  Winkelstein,  M.D.  (Oxford  Medical  Out- 
line Series.)  Octavo  of  195  pages.  New  York, 
Oxford  University  Press,  1942.  Cloth,  $2.00. 

The  author  is  to  be  congratulated  on  having  com- 
pressed the  modern  concept  of  gastro-enterology  in 
such  a brief  yet  comprehensive  manner.  By  the 
novel  arrangement  used,  it  is  possible  for  one  to 
review  the  facts  known  about  any  particular  sub- 
ject quickly  and  more  or  less  thoroughly.  This 
book  should  find  a place  on  the  shelf  of  almost  any 
practicing  physician,  regardless  of  his  special  in- 
clination. 

There  are  several  typographical  errors  which 
should  be  corrected  in  future  editions,  viz:  (p. 
35)  in  subhead  10  the  word  “therapy”  should  be 
“theory”;  (p.  36)  in  subheading  E the  word  “repro- 
duction” should  be  “production.” 

Benjamin  M.  Bernstein 


CREST  VIEW  r~^r 

SANITARIUM  GREE^ICH 

X"  For  Nervous,  Mildly  Mental,  Digestive  and  Cardio- 
f vascular!  cases,  and  special  care  for  ELDERLY 
PATIENTS.  Quiet,  refined,  homelike.  2 5 miles  from 
N.  Y.  City.  Moderate  Rates. 

F.  ST.  CLAIR  HITCHCOCK,  M.D.,  Director 
275  North  Maple  Ave.,  GREENWICH,  CONN 


W»IN  ELMS 

A Modern 
Psychiatric  Unit 

Selected  drug  and  alcohol  problems 
welcome. 

Rates  moderate. 

Eugene  N.  Boudreau,  M.D.,  Phys-in-Chg 

SYRACUSE,  N.  Y. 


War  and  the  Doctor.  Essays  on  the  Immediate 
Treatment  of  War  Wounds.  Edited  by  J.  M.  Mack- 
intosh, M.D.  Octavo  of  135  pages.  Baltimore, 
William  Wood  and  Company,  1941.  Cloth,  $2.00. 

This  is  the  second  edition  of  a collection  of  essays 
based  on  a series  of  lectures  delivered  at  the  request 
of  the  Edinburgh  Branch  of  the  British  Medical  As- 
sociation. No  claim  is  made  of  textbook  unity,  of 
design,  or  of  completeness. 

The  first  essay,  “Fear  Neuroses,”  is,  at  times, 
rather  heavy  but  has  a good  account  of  “shell 
shock,”  a name  which  is  now  considered  a misnomer 
and  a menace.  The  essay  on  “Shock  and  Hemor- 
rhage” emphasizes  the  dangers  of  the  unwatched 
tourniquet.  In  this  edition  the  use  of  plasma  has 
been  omitted.  The  chapter  on  “First-Aid  Instruc- 
tion in  War-Time”  has  an  excellent  synopsis  for 
first  aid  lectures.  The  final  chapter,  “Emergency 
Surgery  in  the  Field,”  written  by  a veteran  of  the 
Boer  War  and  the  first  World  War,  gives  a vivid 
account. 

Joseph  Raphael 
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SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine — young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians  and  technicians. 


NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AYE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


160/000  Americans  die  of  cancer 
annually.  Authorities  say  many 
of  these  deaths  could  be  avoided. 


Help  us  spread  the  knowledge 
that  cancer  can,  in  many  cases,  be 
cured.  Enlist  today  in  your  local 
unit  of  the  Women’s  Field  Army. 


In  the  Metropolitan  Area,  ad- 
dress the  New  York  City  Cancer 
Committee,  130  East  66th  Street. 


AMERICAN  SOCIETY  FOR 
THE  CONTROL  OF  CANCER 

350  Madison  Avenue,  New  York,  N.  Y. 


BUY  WAR  BONDS 
and  STAMPS 

for 

i VICTORY  m\ 


C LASS  I FI  E D 
OPPORTUNITIES 


Classified  Rates 

Rates  per  line  per  insertion: 


One  time $1.10 

3 Consecutive  times 1.00 

6 Consecutive  times .80 

12  Consecutive  times .75 

24  Consecutive  times .70 


. MINIMUM  3 LINES 
Count  7 average  words  to  each  line 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of 
First  and  by  the  5th  for  issue  of  Fifteenth. 


WANTED 


X-Ray  and  fluoroscope,  used,  compact,  shock  proof 
Must  be  in  perfect  condition.  Dr.  Forman,  2000  Daly- 
Avenue,  Bronx.  Dayton  3-6666. 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


SCHOOLS 


CLINICAL  LABORATORY 
and  X-RAY  TECHNIC 

Thorough  ClinicalLaboratory  course 
9 months.  X-Ray  3 months.  Electro 
cardiography  additional.  Graduates 
in  demand.  Established  22  years. 
Catalog  sent  postpaid  on  request. 

Northwest  Institute  of  Medical  Technology 
3422  E.  Lake  St.,  Minneapolis,  Minn. 


CAPABLE  ASSISTANTS 

Call  our  free  placement  service.  Paine  Hall  graduates 
have  character,  intelligence,  personality  and  thorough 
training  for  office  or  laboratory  work.  Let  us  help  you 
find  exactly  the  right  assistant.  Address: 

101  W.  31st  St.,  New  York 

BRyant  9-2831 
Licensed  N.  F.  State 
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Child  Immunization 

more  essential  than  ever 

in  War  Time  . . . 

Every  practitioner  should  be  on  the  alert 
to  encourage  immunization  programs  and 
to  urge  immunization  in  his  private  practice.  The 
migration  of  families  by  the  thousands,  almost 
universal  decrease  in  home  supervision  of  chil- 
dren, increasing  personal  contacts  throughout 
industry,  and  the  relative  scarcity  of  physicians 
combine  to  increase  the  likelihood  of  the  spread 
of  infectious  diseases. 


As  an  aid  in  this  work  Lederle  offers  many 
products  of  established  efficacy  for  the  produc- 
tion of  active  immunity  . . . 


LtDERLE  LABORATORIES,  Inc.,  NEW  YORK.  N.  Y.  — A UNIT  OF  AMERICAN  CYANAMID  COMPANY 
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YOUR  gift  of  cigarettes  to  men 
in  service  is  the  most  welcome 
of  all  remembrances.  And  the  pre- 
ferred brand,  according  to  actual 
survey,  is  Camel.* 

Send  Camel — the  cigarette  noted 
for  mellow  mildness  and  appealing 
flavor.  It’s  one  way,  and  a good  way, 
to  express  your  appreciation  of  the 
sacrifices  being  made  by  our  fighting 
forces. 

Camels  in  cartons  are  featured  at 


your  local  tobacco  dealer’s.  See  or 
telephone  him — today — while  you 
have  the  idea  in  mind. 

:-:With  men  in  the  Army,  Navy,  Marine 
Corps,  and  Coast  Guard,  the  favorite 
cigarette  is  Camel.  (Based  on  actual  sales 
records  in  Post  Exchanges  and  Canteens.) 


Remember,  you  can  still  send  Camels  to 
Army  personnel  in  the  United  States,  and  to 
men  in  the  Navy,  Marines,  or  Coast  Guard 
wherever  they  are.  The  Post  Office  rule 
against  mailing  packages  applies  only  to 
those  sent  to  men  in  the  overseas  Army. 


CAMEL  COSTLIER  TOBACCOS 

BUY  WAR  BONDS  AND  STAMPS 
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. . . IN  CHRONIC  CHOLECYSTITIS 


DECHOLIN 

Boxes  of  25,  100, 500 
sanitaped  tablets. 


Conservative  treatment  aims  to  establish  improved  drainage  of  the  bile 
ducts  and  the  gallbladder.  This  removes  inspissated,  viscid  accumulations 
of  bile  and  reduces  absorption  of  possible  toxic  metabolites. 

Decholin  and  appropriate  dietary  control  attain  these  objectives.  Decholin 
exerts  a marked  hydrocholeretic  influence,  flushing  the  intra-  and  extra- 
hepatic  biliary  passages.  A diet  high  in  cream  and  egg  proves  a powerful 
stimulus  to  gallbladder  evacuation.  This  combined  cholagogue  and  hydro- 
choleretic influence  produces  relief  of  pain  in  stone-free  chronic  cholecystitis, 
and  improves  gallbladder  function. 

The  average  dose  of  Decholin  is  one  or  two  3 Y\  gr.  tablets  three  times  daily 
after  meals.  The  only  contraindication  to  Decholin  is  complete  blocking  of 
the  common  or  hepatic  bile  duct. 

Riedel  - de  Haen,  Inc  . NEW  YORK,  N.  Y. 


408  ORIGINAL  RESEARCH  STUDIES  ON  THE  CLINICAL  VALUE 
OF  DEHYDR0CH0LIC  ACID  ARE  BASED  UPON  DECHOLIN. 
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Potent  oral  therapy  for  adreno-cortical  deficiency 
states  is  now  available  with 

SUBLINGUAL  CORTATE 


Previous  to  the  development  of  the  sublingual  tech- 
nique of  hormone  administration,  certain  hormones 
such  as  desoxycorticosterone  acetate  were  inert  when 
given  by  mouth.  By  the  new  sublingual  method,  how- 
ever, CORTATE,  “the  survival  hormone”,  is  absorbed 
6 from  the  sublingual  space  directly  into  the  blood  stream 

q and  achieves  all  the  therapeutic  results  attained  by  intra- 

6 muscular  injection.  Complete  and  potent  therapy  is  thus 

available  for  syndromes  due  to  insufficient  cortical  hormone,  character- 
ized by  easy  fatigability,  asthenia,  hypotension  and  hypometabolism. 

Sublingual  CORTATE  consists  of  desoxycorticosterone  acetate  in  a solu- 
tion of  propylene  glycol  containing  20  per  cent  absolute  alcohol  U.  S.  P., 
and  is  standardized  so  that  1 mg.  is  equivalent  to  0.1  cc.  of  solution. 

The  technique  of  administration  consists  of  dropping  the  prescribed 
dose  directly  on  the  visible  sublingual  veins.  Sublingual  CORTATE  is 
supplied  in  10  cc.  bottles  with  a specially  standardized  dropper. 


Further  details  may  be  obtained  by  writing  to  the  Medical  Research  Division 


SCHERING  CORPORATION  RLOOMFIELD* NEW  JERSEY 
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nascent  OXTREN  .ascent  OXYGEN 

{orLEIIKORRHU  tor  DRESSINGS 


CLINICALLY  TESTED*:  (a)  eliminates  un- 
pleasant odor  of  discharge:  (b)  cuts  down  or 
eliminates  irritations  inside  and  without  the 
vagina;  (c)  reduces  quantity  and  density  of 
the  discharge,  including  that  following  cau- 
terization . . . Non -irritating  and  non -toxic 
in  contradiction  to  the  arsenic  and 
picrate  preparations,  is  equally  ef- 
fective and  actually  soothing,  espe- 
cially in  the  (a)  infantile  vagina, 

(b)  senile  vagina,  (c)  trichomonas 
vaginalis  vaginitis  of  pregnancy. 

’Barrows:  N.Y.St.Jr.Med.Vol. 41, 1/15/41 


CLINICALLY  TESTED* : As  a surgical  dress- 
ing: gauze,  saturated  with  STA-O-GEN  (a) 
does  not  adhere  to  wounds,  (b)  reduces  dis- 
charge, (c)  eliminates  unpleasant  odor,  (d) 
wounds  heal  faster  and  appear  healthier, 
(e)  dressings  are  easily  applied,  continue  ef- 
fective longer  and  cause  no  burning 
or  pain  when  changed,  (f)  there  is 
no  irritation  of  the  skin  about  the 
wound  edge,  (g)  particularly  effec- 
tive around  perianal  region  in  post- 
operative work  (h)  stainless. 
*Cowett:  Meet,  N.  Y.  Proc.  Soc.  4/15/42 


STA-O-GEN  is  a bland  ozonide  of  olive  oil.  On  application,  it  releases 
nascent  oxygen  continuously  for  hours-deodorizing,  germicidal,  fungicidal, 
healing.  Available  in  Liquid  or  Ointment;  also  Vag-I-Caps  for  leukorrhea 
prescription.  For  your  convenience,  druggists  may  obtain  from  any  jobber. 

LATIMER  LABORATORY,  INC.,  41  E.  21  STREET,  N.  Y.  C. 

STA-O-GEN 

SAFE  • SIMPLE  • SOUND 
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The  simulation  of  natural  sleep, 
occurring  about  1/2  hour  after  ad- 
ministration and  terminating  in 
about  8 hours,  followed  by  com- 
plete awakening,  is  produced  by 

BUTISOL  SODIUM 

(Sodium  salt  of  5-ethyl-5-secondary 
butyl  barbituric  acid  "McNeil") 

Although  powerful  in  its  se- 
dative and  hypnotic  action, 


Butisol  Sodium  is  approximately 
30%  less  toxic  than  phenobarbi- 
tal.  The  small  dosage  required 
and  the  high  degree  of  safety  are 
particularly  important  where 
administration  must  be  con- 
tinued over  long  periods. 

• 

CAPSULES  BUTISOL  SODIUM  1 % Sr. 

Available  in  bottles  of  100,  500  and 
1000.  Descriptive  literature  and  a trial 
supply  will  be  sent  to  physicians  on 
request. 


McNeil  Laboratories 

Incorporated 

Philadelphia  • Pennsylvania 
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ERTRONIZE  THE  ARTHRITIC 


To  Ertronize , the  dose  is  gradually  increased  to  the  limit  of  tolerance,  or 
until  a daily  dosage  of  six  capsules  is  reached.  This  maintenance  level  is 
continued,  without  interruption,  until  definite  signs  of  improvement 
are  noted.  A complete  outline  of  dosage  and  administration  will  be 
sent  to  interested  physicians  on  request. 

RESEARCH  ON  ERTRON  CONTINUES 

In  a number  of  leading  universities  and  hospitals  throughout  the  country, 
investigations  of  various  phases  of  ERTRON  therapy  are  in  continuous 
progress.  The  studies  thus  far  conducted  over  an  eight-year  period  prove 
beyond  doubt  the  value  of  Ertronization  in  arthritis  management. 

ERTRON* 

ERTRON,  the  only  high  potency,  activated,  vaporized  ergosterol  (Whittier 
Process)  is  made  only  in  the  distinctive  two-color  gelatin  capsule. 

ERTRON  is  promoted  only  through  the  medical  profession 

NUTRITION  RESEARCH  LARORATORIES  • CHICAGO 

*Reg.  U.  S.  Pat.  Off. 
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FOR  GASTROINTESTINAL  RISORRERS 

Tablets  ALMUTAL  No.  1 


ANTACID  * ADSORBENT  • ANTISPASMODIC 

A balanced  antacid  formula  for  controlling  gastric  hyperacidity 
and  eliminating  intestinal  toxemia;  suggested  in  the  treatment 
of  spasm  of  the  pylorus  and  the  intestines,  toxic  bowel,  colitis, 
nervous  insomnia  and  nervous  indigestion.  Write  for  samples 
and  literature 

MUTUAL  PHARMACAL COMPANY 

INCORPORATED 

821  S.  STATE  ST.  SYRACUSE,  N.  Y. 
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Each  Tablet  Contains: 


Magnesium  Trisilicate,  Hydrated 5 gr. 

Aluminum  Hydroxide 2}^  gr. 

Phenobarbital y%  gr. 

Atropine  Sulfate Viooo  gr. 


Tablets  Almutal  No.  1 are 
orange  colored  and  orange 
flavored. 

Price:  $2.40  per  1000  list 
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FIRST  FOOD  AFTER  TONSILLECTOMY 

In  addition  to  its  attractive  taste-appeal  and  ease  of  ingestion,  the  high 
nutritive  quality  and  ready  assimilation  of  Horlick’s  render  it  ideal  for 
use  in  post-tonsillectomy  and  other  postoperative  care. 


HORLICK’S 

PLAIN 

OR 

HORLICK’S 

FORTIFIED 

(A,  Bi , D and  G) 


is  partially  pre-digested 
and  homogenized.  Mixed 
with  water  or  milk,  it 
tends  to  produce  a soft 
curd,  which  encourages 
ease  and  speed  of  diges- 
tion. 

Horlick’s  provides  rich 
protein,  carbohydrate  and 
fat  in  balanced  propor- 
tions, calcium  and  other 
essential  minerals.  The 
Fortified  is  enhanced  by 
the  addition  of  mainte- 
nance doses  of  A,  Bi,  D 
and  more  than  50%  of  G. 


?£ecommeni 

HORLICK’S 


The  Complete  Malted  Milk — Not  Just  a Malt  Flavoring  for  Milk 

HORLICK’S 
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The  Popularity  of 

THESODATE  ( Brewer ) 

(the  original  enteric-coated  tablet  of  Theobromine  Sodium  Acetate)* 

is  due  to  three  factors : 

1.  IT  IS  CLINICALLY  PROVED. 

2.  IT  IS  EFFECTIVELY  ENTERIC  COATED. 

3.  IT  IS  DECIDEDLY  LESS  EXPENSIVE. 

Indicated  in  treatment  of  coronary  artery  disease,  edema  and  hypertension. 

Dosage:  One  734-grain  tablet  four  times  a day,  before  meals  and  upon  retiring. 

Available  on  prescription  in  734-grain  tablets,  with  or  without  Phenobarbital 
(J4  grain),  or  3%-grain  tablets  with  or  without  Phenobarbital  (34  grain), 
and  Theobromine  Sodium  Acetate  5 grs.  with  Potassium  Iodide  2 grs.  and 
Phenobarbital  34  gr.,  100  per  bottle. 

*Capsules  are  now  available  for  those  few  patients  who  need  extra  medication. 

Literature  on  request 

BREWER  & COMPANY,  Inc.  Worcester,  Mass. 

Pharmaceutical  Chemists  Since  1852 
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BREWERS  YEAST 
INCREASED  TO  45% 
—More  Effective . 

No  Live  Yeast  Cells, 
Avoids  Eructations, 
Gastric  Upsets  and 
Skin  Eruptions. 

MINERAL  OIL 
REDUCED  TO  50% 


NOW  more  than  ever  an  EFFECTIVE 
TWO  FOLD  NATURAL  THERAPY  in . . . 


—Further  assures  no 
interference  with 
digestion  or  vita- 
min absorption. 


CONSTIPATION 


Important:  Increased 
Brewers  Yeast  Con- 
tent makes  IM- 
PROVED ZymenoL 
a thicker  emulsion 
with  a darker  color. 


To  assure  miscibility 

_ / i Li  n n \ / c r\ 


COLITIS  • DIARRHEA 


• DOES  NOT  CONTAIN  any 
irritant  laxative  drugs. 

O Sugar  Free,  ideal  for  the 
Diabetic. 

• Only  Teaspoon  Dosage  •» 
Avoids  Leakage. 

# ECONOMICAL. 

Write  For  FREE  Clinical  Size 


N.  Y.  5-43 
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EVANSTON,  ILLINOIS 
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CLINICAL  VALUE  OF  MUSCLE  EXTRACT 

CnJmacfcni  u* 

ANGINA  PECTORIS  ARTERIOSCLEROSIS 

OBLITERATIVE  ARTERIAL  DISEASES 

Carnacton  is  a biologically  tested  extract  of  diaphragm  muscle  — a powerful,  markedly 
vascularized  muscle  with  a high  metabolic  rate  — most  effective  for  its  purpose.  Carnacton 
is  not  only  a vasodilator  but  also  promotes  cardiovascular  tone  and  vigor. 

In  1 cc.  and  2 cc.  ampuls  — boxes  of  1 2 and  50/  vials  of  30  cc.  for  ora!  use.  Send  for 
professional  brochure . 

CAVENDISH  PHARMACEUTICAL  CORP.,  25  West  Broadway,  New  York 
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DEPENDABLE  GLUCOSE  DETERMINATIONS 
MADE  IN  LESS  THAN  1 MINUTE  WITH 


CLINITEST 


Simply  do  this: 

O 5 drops  urine  in  tube 
© Add  10  drops  water 


© Drop  in  tablet 

©Allow for  reaction,  then 
compare  with  color  scale 


The  technic  is  so  simple  and  so  dependable  you  can  now 
test  a freshly  voided  specimen  at  the  bedside  of  a patient 
as  conveniently  as  in  the  laboratory. 

Prescribe  Clinitest  Sets  for  your  diabetic  patients  and 
obtain  one  for  use  in  your  practice.  Carried  by  all  larger 
pharmacies  and  medical  supply  houses. 


Write  for  full  descriptive  literature 


EFFERVESCENT  PRODUCTS,  INC. 

ELKHART,  INDIANA 


MUST  INCREASED  IRRITATION 


FOLLOW  INCREASED  SMOKING? 

FJEOPLE  are  smoking  heavily  . . . far  more  than  ever  before.  To 
minimize  nose  and  throat  irritation  due  to  smoking,  we  believe 
that  you  will  want  to  recommend  to  your  patients  a cigarette  proved * 
definitely  and  measurably  less  irritating. 

This  proof  of  Philip  Morris  superiority  is  dependent  not  only 
upon  laboratory  evidence,  but  on  clinical  observation  as  well.  Re- 
search was  conducted  not  by  anonymous  chemists , but  by  recog- 
nized authorities  . . . and  published  in  leading  medical  journals. 

The  fact  is  Philip  Morris  advantages  result  directly  from  a dis- 
tinctive method  of  manufacture  fully  described  in  literature  readily 
available  to  you  on  request.  Simply  address 

Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc. 

119  Fifth  Avenue,  N.  Y. 


* Laryngoscope,  Feb.  1935,  Vol.  XLV,  No.  2,  149-154 
Laryngoscope,  Jan.  1937,  Vol.  XLVII,  No.  1,  58-60 
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The  increasingly  urgent  need  for  manpower  makes  it  essential 
that  time  lost  through  illness  be  reduced  to  the  minimum. 
This  applies  to  every  type  of  worker — administrative  and 
professional,  as  well  as  agricultural  and  industrial.  America 
needs  her  total  manpower  for  total  victory. 

When  a patient  suffers  with  one  of  the  common  urinary 
infections,  Pyridium  is  of  decided  service.  This  is  especially 
evident  in  the  milder,  ambulant  cases  of  urinary  infections. 
The  prompt  and  effective  symptomatic  relief  provided  by 
Pyridium  contributes  to  a more  rapid  recovery,  with  the 
result  that  the  worker  can  be  returned  to  his  job  sooner  than 
would  otherwise  be  possible. 


TO  REDUCE  ABSENTEEISM 
due  to 

urinary  infections 


Clinical  experience  extending  over  more  than  a decade,  as 
reported  in  the  published  literature  on  Pyridium,  testifies  to 
its  prompt  and  effective  action,  and  its  freedom  from  narcotic 
or  irritant  effects.' 


More  than  a decade  of 
service  in  urogenital  infections 


PYRIDIUM 


Pyridium  is  convenient  to  administer. 
The  average  oral  dose  is  2 tablets  t.i.d. 
At  this  dosage  level,  it  possesses  the 
combined  advantages  of  relative  non- 
toxicity,  effectiveness  in  the  presence  of 
either  acid  or  alkaline  urine,  and  local 
analgesic  effect  on  the  urogenital  mu- 
cosa. Literature  on  request. 


(Phenylazo-alpha-alpha-diamino- 
pyridine  mono-hydrochloride) 


Pyridium  is  the  United  States 
Registered  Trade-Mark  of  the 
Product  Manufactured  by 
the  Pyridium  Corporation 


MERCK  & CO.,  Inc. 


K/ttanufactuMny  <^&Aemi£t6 


RAHWAY,  N.  J. 
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DEFINITE  UPLIFT 
FOR  THE  HEAVIEST 
PTOSED  BREASTS ! 


This  Spencer  Support 
Holds  Breasts  in  Natural  Position 


Without 


Constriction 


Above:  Patient  before 

wearing  a Spencer  Breast 
Support. 

At  right:  Same  patient 
in  the  Spencer  Support 
designed  especially  for 
her.  Firmly  anchored  to 
her  figure  in  back  and 
through  diaphragm,  it 
will  not  ride  up  or  place 
the  slightest  strain  on 
shoulder  straps! 


IMPROVES  CIRCULATION  of  the  blood 
through  the  breasts,  lessening  the  chance  of 
the  formation  of  non-malignant  nodules,  and 
improving  tone. 

PROVIDES  COMFORT  AND  AIDS 
BREATHING  when  worn  by  women  who  have 
large  ptosed  breasts. 

AIDS  MATERNITY  PATIENTS  by  protecting 
inner  tissues  and  helping  prevent  outer  skin 
from  stretching  and  breaking. 

HELPS  NURSING  MOTHERS  by  guarding 
against  caking  and  abscessing. 

Individually  designed  for  each  patient. 

Spencer  Supports  are  never  sold  in  stores.  For 
a Spencer  Specialist,  look  in  telephone  book 
under  “Spencer  Corsetiere”  or  write  us  direct. 

INDIVIDUALLY 

DESIGNED 

Abdominal,  Back  and  Breast  Supports 


SPENCER  INCORPORATED, 

137  Derby  Ave.,  New  Haven,  Conn. 

In  Canada:  Rock  Island,  Quebec. 

In  England:  Spencer  (Banbury)  Ltd.,  Banbury,  Oxon. 

Please  send  me  booklet,  "How  Spencer  Supports  Aid 
the  Doctor's  Treatment." 


May  We 
Send  You 
Booklet? 


M.  D. 
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SULMEFRIN 

SQUIBB 


to  & Sons,  > 


Sulmefrin*  is  an  effective  decongestant  for 
intranasal  use  in  chronic  sinusitis  and  other 
upper  respiratory  infections  associated  with  the 
common  cold.  It  contains  sulfathiazole  sodium, 
which  is  effective  against  staphylococcus  and 
pneumococcus  organisms;  and,  f//-desoxyephe- 
drine  hydrochloride — an  effective  vasoconstric- 
tor. In  combination  these  drugs  exert  an  effect 
which  permits  the  reduction  of  the  sodium  sul- 
fathiazole content  from  5 per  cent  to  2.5  per 
cent;  while  the  action  of  *//-desoxyephedrine  hy- 
drochloride occurs  with  as  little  as  Vs  °f  erne 
per  cent,  thus  lessening  the  tendency  toward  the 
nervousness  and  sleeplessness  sometimes  expe- 
rienced when  1 per  cent  solutions  of  ephedrine 
are  used. 

Sulmefrin  may  be  administered  by  spray  or 
drops,  5 to  10  minims  into  each  nostril,  2 to  4 
times  daily;  or  by  tamponage,  20  minims  on 
each  pack,  applied  for  15  to  30  minutes  once  a 
day. 

* Sulmefrin  is  a trade-mark  of  E.  R.  Squibb  & Sons. 


For  literature  write  Professional  Service  Dept., 
E.  R.  Squibb  & Sons,  745  Fifth  Are.,  New  York 


These  Advantages  with  SULMEFRIN 

Affords  quick  relief— By  promoting  aeration 
and  drainage. 

Does  not  impede  ciliary  motility — As  shown 

by  biological  test. 

Its  mild  alkalinity  (pH  8.9  ± 0.3)  helps  to 
dissolve  mucous  and  mucopurulent  secretions. 

Practically  non>irritating — Effective  shrink- 
age of  swollen  tissues  with  drainage  and  venti- 
lation, are  generally  produced  without  conges- 
tion of  the  membrane,  sneezing,  tachycardia 
and  nervousness. 

Remarkably  stable — As  demonstrated  by  ex- 
posure to  direct  sunlight;  to  air  exposure;  to 
pure  oxygen;  and  to  boiling. 

Caution  should  be  observed  in  administering 
this  preparation  to  patients  who  have  previ- 
ously exhibited  sensitivity  to  sulfonamides. 

Sulmefrin  is  available  in  1-ounce  and  1-pint 
bottles. 


SQUIBB 
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WORDS  CAN'T  TELL  THE  WHOLE  STORY... 

Let  experience  show  you  the  advantages 
of  ‘Delvinal’  Sodium! 


• Hearsay,  no  matter  how  well  documented, 
is  never  as  convincing  as  first-hand  knowl- 
edge. That  is  why  we  would  like  to  send  you 
a quantity  of  'Delvinal’  Sodium  vinbarbital 
sodium  for  clinical  trial.  We  know  that  your 
own  experience  with  this  distinguished  new 
barbituric  acid  compound  will  demonstrate 
its  advantages  more  effectively  than  could 
any  verbal  description. 

* DelvinaV  Sodium  is  an  efficient  sedative  and 
hypnotic  with  a safe  therapeutic  index,  moderate 


duration  of  action,  and  exceptional  freedom 
from  side -effects.  Drugged  sensations  during 
induction,  or  "hangover”  afterwards,  are  rarely 
experienced.* 

'Delvinal’  Sodium  is  indicated  for  relief  of  func- 
tional insomnia  and  various  psychiatric  condi- 
tions, as  well  as  for  preoperative  sedation,  pre- 
anesthetic hypnosis  and  obstetric  sedation  and 
amnesia.  Supplied  in  distinctively  colored  capsules 
of  three  strengths:  p*,  and  3 grains. 

Write  today  for  a trial  quantity  of  ' DelvinaV 
Sodium.  Sharp  & Dohme,  Philadelphia,  Pa. 


'DELVINAL'  SODIUM 

VINBARBITAL  SODIUM 
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SEehb  f/IW  fat  0lebfoicfed  Qfiiet 

IN  PEPTIC  ULCER  THERAPY 


SUPERIOR  WEIGHT  GAIN 

DURING  TREATMENT  WITH  AMPHOJEL* 

In  more  than  1000  cases  treated  with 
aluminum  hydroxide  gel,  “the  gain  in  weight 
per  unit  of  time  has  been  greater  than 
while  using  any  other  antacid.”t 

t COLLINS,  E.N. ; PRITCHETT,  C.P.,  and  ROSSMILLER,  H.R. : The 
Use  of  Aluminum  Hydroxide  in  the  Treatment  of  Peptic  Ulcer, 
J.A.M.A.  116  : 109-113  (Jan.  11)  1941. 

*Retr.  U.  S.  Pat.  Off. 

JOHN  WYETH  & BROTHER , INC.,  PHILADELPHIA,  PA. 


The  medication  of  choice  in  peptic  ulcer 

Supplied  in  12-ftuidounce  bottles. 
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IMPORTANT ANNOUNCEME 

'^V  - '"4  •-••v--  T 

TO  THE  MEDICAL  PROFESSI 


SEA  RLE  RESEARCH  PRESENTS 


...THE  POTENT,  SAFE,  NON-NARCOTIC 
ANTIS  PAS  M 0 D I C FOR  DYSMENORRHEA, 
GASTROINTESTINAL  SPASTICITIES 

OFFERS  THESE  CLINICAL  ADVANTAGES: 


1.  Dual  antispasmodic  action — both  neurotropic  and 
musculotropic  effects; 

2.  High  spasmolytic  potency — many  times  that  of 
atropine  by  animal  tests  without  untoward  side 
effects; 

3.  Ability  to  abolish  uterine  contractions; 

4.  Increased  safety — demonstrated  clinically  and  ex- 
perimentally. 

Literature  showing  relaxing  action  of  Pavatrine  on 
spasm,  together  with  dosage  and  administration, 
available  on  request. 

Pavatrine  is  supplied  in  bottles  of  20,  100  and 
1000  tablets  of  2 grs.  each. 

g-d-S EARLE  & co 
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IN  MUCOUS  MEMBRANE  THERAPY 

Decongestion  without  Vasoconstriction 


The  mildness  and  effectiveness  of  a silver  pro- 
tein depends  very  much  on  the  correlation  of 
two  factors: — the  hydrogen  ion  (pH)  and  the 
silver  ion  (pAg)  concentrations.  In  ARGYROL, 
both  these  factors  are  so  controlled,  that  re- 
gardless of  the  concentration  of  solution  em- 
ployed, the  pH  remains  constant,  while  pAg  is 
always  properly  correlated.  This  is  not  true  of 
all  silver  proteins.  It  explains  in  part  why 
ARGYROL  remains  equally  bland  and  non- 
irritating in  all  concentrations  from  1%  to  50%. 
It,  no  doubt,  also  supplies  one  explanation  why 
irritation  is  so  frequently  noted  when  allegedly 
equivalent  preparations  are  substituted  for 
genuine  ARGYROL.  But  there  are  many  other 


reasons  also  why  ARGYROL  has  come  to  be 
regarded  as  the  “mucous  membrane  antiseptic 
of  choice.”  ARGYROL  works  in  harmony  with 
the  tissue  defenses.  It  causes  no  ciliary  injury. 
It  effects  a decongestion  without  resort  to 
powerful  vasoconstriction: — in  fact,  it  actually 
appears  to  produce  a circulatory  stimulation. 
ARGYROL’S  colloidal  dispersion  is  finer — it  has 
remarkable  pus-dislodging,  local  sedative,  and 
inflammation-dispelling  qualities.  In  over  40 
years  of  world- wide  use,  ARGYROL  has  achiev- 
ed an  unparalleled  record  for  clinical  effective- 
ness and  safety.  To  insure  your  results— specify 
the  “Original  ARGYROL  Package”  whenever 
ordering  or  prescribing. 


SPECIFY  THE  ORIGINAL  ARGYROL  PACKAGE 


A.  C.  BARNES  COMPANY,  NEW  BRUNSWICK,  N.  j. 

ANTISEPTIC  EFFICIENCY  PLUS 

1.  SOOTHING  AND  INFLAMMATION -DISPELLING  PROPERTIES 

2.  NO  CILIARY  INJURY— NO  TISSUE  IRRITATION 

3.  NO  SYSTEMIC  TOXICITY 

4.  NO  PULMONARY  COMPLICATIONS 

5.  DECONGESTION  WITHOUT  VASOCONSTRICTION 
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If  you  think  Petrogalar  Is  just  an  ordinary 
mineral  oil  . . . this  message  will  interest 
you. 

An  aqueous  suspension  of  mineral  oil, 
Petrogalar  is  more  than  a laxative.  It  adds 
unabsorbable  fluid  in  the  colon.  Brings 
about  comfortable  elimination  with  no 
straining  . . . no  discomfort.  Furthermore, 
Petrogalar  supplies  moisture  . . . retains 
moisture  . . . counteracts  excessive  de- 
hydration. 


Miscibility  and  even  dissemination  are 
assured  by  the  fine  division  of  suspended 
oil  globules. 

Petrogalar  may  be  thinned  with  water, 
milk  or  fruit  juices. 

Five  types  offer  a choice  in  treating  a wide 
range  of  conditions. 

Try  Petrogalar  on  your  next  group  of 
patients. 

*Reg.  U.  S.  Pat.  Off.  Petrogalar  is  an  aqueous 
suspension  of  pure  mineral  oil.  Each  100  cc.  of 
which  contains  65  cc.  pure  mineral  oil  suspended 
in  a flavored  aqueous  gel. 
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Editorial 


April  15,  1943 

To  Members  oj  the  Society  in  the  Armed  Forces : 

I have  read  some  of  your  letters  of  appreciation  for  receiving  the 
New  York  State  Journal  oj  Medicine  and  they  have  impressed  me  deeply. 
It  is  difficult  for  us  at  home  to  realize  how  much  you  miss  your  regular 
medical  periodicals.  Just  as  our  civilians  are  unable  to  sense  the 
sights,  sounds,  and  smells  of  a combat  area  or  to  comprehend  the 
hardships  and  privations  of  active  service,  we  stay-at-home  physicians 
are  likely  to  forget  the  handicaps  under  which  you  must  carry  on.  Your 
letters  serve  as  needed  reminders. 

The  Society  intends  to  maintain  and  raise  the  standard  of  the  Journal. 
I am  sure  that  the  Publication  Committee  and  the  editorial  staff  will 
make  your  wishes  and  your  needs  their  first  consideration.  The  special 
article  by  Captain  H.  H.  Michael  in  the  March  1 number  of  the  Journal 
is  an  example  of  medical  literature  written  by  a medical  officer  for  medical 
officers.  The  Annual  Meeting  of  the  Society  for  1943  is  concerned 
largely  with  War  Medicine.  The  important  papers  and  addresses  will 
reach  you  in  the  Journal. 

We  are  not  forgetful  of  conditions  which  will  confront  you  after 
the  war.  A special  committee  is  studying  the  problem  of  alien  physi- 
cians. Dr.  J.  R.  Clemmons,  Chairman  of  the  State  P.  & A.,  is  placing 
physicians  in  depleted  communities  on  a locum  tenens  instead  of  a 
permanent  basis. 

This  is  your  Society.  For  the  duration  your  interests  are  paramount. 

G.  W.  COTTIS,  M.D.,  President 

Medical  Society  of  the  State  of  New  York 
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Medicine  in  the  News 


From  the  Detroit  Medical  News1  we  re- 
print excerpts  from  “Be  Careful  with  That 
Monkey  Wrench,”  with  our  sincere  compli- 
ments to  the  authors,  Mr.  S.  Wells  Utley  and 
Mr.  B.  B.  Geyer.  From  “The  American 
System”: 

“Having  reached  a position  where  her  economic 
and  industrial  life  is  pre-eminent  in  the  world’s 
history;  where  her  standard  of  living  incites  both 
the  wonder  and  admiration  of  every  other  indus- 
trial people,  as  evidenced  both  by  their  desire  to 
imitate  it  and  by  the  desire  of  their  individuals  to 
come  to  her  shores;  having  reached  a point  of  af- 
fluence where  her  people,  both  rich  and  poor,  have 
more  of  the  necessaries  of  life,  share  more  gen- 
erously in  its  luxuries — eat  better  food,  have  better 
homes,  wear  better  clothes — than  do  any  other 
people;  where  they  are  better  educated,  possessed 
of  greater  opportunities  for  travel  and  enjoyment, 
are  better  taken  care  of  when  sick  or  incapacitated 
than  any  people  have  ever  been;  where  the  indi- 
vidual has  more  personal  liberty  and  economic 
security,  more  opportunity  for  culture  and  for 
leisure  than  has  ever  fallen  to  the  lot  of  man  be- 
fore; notwithstanding  this  pre-eminent  position, 
many  of  her  people  present  the  strange  paradox 
of  seeking,  with  an  intensity  of  effort  which  is 
almost  fanatic,  to  discredit  and  discard  the  prin- 
ciples which  have  produced  this  success,  and  to 
substitute  for  them  principles  imported  from 
foreign  shores,  which  principles  have  failed  miser- 
ably to  achieve  a like  success  in  the  nations  where 
they  have  been  tried.” 

From  “Until  I Come  Back”: 

“We’re  over  20,000  feet  now  (the  coffee’s  frozen 
in  the  thermos)  and  that’s  the  Zuider  Zee  below. 
We  must  be  halfway  across  Holland. 

“Funny  thing  what  happens  to  a fellow.  . . . 

“Those  are  the  same  old  stars  and  the  same  old 
moon  that  the  girl  and  I were  looking  at  last 
Christmas. 

“And  here  I am — flying  300  miles  an  hour  in  a 
bubble  of  glass,  with  ten  tons  of  TNT. 

“Somehow — this  isn’t  the  way  I imagined  it  at 
all,  the  day  I enlisted.  Don’t  get  me  wrong — sure 
I was  sore  at  the  Japs  and  the  Nazis — but  mostly, 
it  was  the  thrill  of  the  Great  Adventure. 

“Well,  I know  now — the  real  reasons — why  I’m 
up  here  paying  my  first  call  on  Hitler. 

“It’s  only  when  you  get  away  from  the  U.S.A. 
that  you  find  out  what  the  shootin’s  really  about 
and  what  you’re  fighting  for. 

“I  learned  from  the  Czech  chap  in  London,  the 
refugee,  the  nice  old  fellow  who  reminded  me  of 
Dad  except  for  the  maimed  hands.  I vras  dumb 
enough  to  ask  about  it.  ‘I  got  that,’  he  said,  ‘for 
writing  a book  the  Nazis  didn’t  like.  . . .’ 


“Then  there  was  the  captured  German  pilot 
who  screamed  and  spit  when  Izzy  Jacobs  offered 
him  a cigarette.  . . How  do  fellows  get  that  way? 

“And  that  crazy  Polish  pilot — the  fellow  who 
rammed  the  Messerschmitt.  After  the  funeral  I 
learned  what  was  eating  him.  Seems  as  how  he 
has  a sister  in  Warsaw  who  had  been  sent  to  a 
German  Officers’  Club.  . . . 

“I  hope  to  hell  Hitler’s  home  tonight  . . . light 
and  wind  are  perfect. 

“Yes,  sir,  I’ve  met  ’em  by  the  dozens  over  here 
— guys  warped  by  hate — guys  who  have  had  the 
ambition  beaten  out  of  them — guys  who  look  at 
you  as  if  you  were  crazy  when  you  tell  ’em  what 
America  is  like. 

“They  say  America  will  be  a lot  different  after 
this  war. 

“Well,  maybe  so. 

“But  as  for  me,  I know  the  score.  . . . you  learn 
fast  over  here.  I know  now  there’s  only  one  de- 
cent way  to  live  in  this  world — the  way  my  folks 
lived  and  the  way  I want  to  live. 

“When  you  find  a thing  that  works  as  good  as 
that — brother,  be  careful  with  that  monkey 
wrench. 

“And  there’s  one  little  spot — well,  if  they  do  as 
much  as  change  the  smell  of  the  corner  drug  store 
— I will  murder  the  guy. 

“I  want  my  girl  back,  just  as  she  is,  and  that 
bungalow  on  Maple  Avenue.  . . . 

“I  want  that  old  roll-top  desk  of  mine  at  the 
electric  company,  with  a chance  to  move  upstairs, 
or  quit  if  I want  to. 

“I  want  to  see  that  old  school  of  mine,  and  our 
church,  just  as  they  are — because  I want  my  kids 
to  go  there. 

“That’s  my  home  town.  . . . 

“Keep  it  for  me  the  way  I remember  it,  just  the 
way  I see  it  now — until  I come  back.” 

The  Rocky  Mountain  Medical  Journal 2 
comments  editorially  on  the  question:  Has 
the  specialist  a place  in  the  wartime  effort, 
either  in  the  military  service  or  in  civilian 
practice? 

“In  the  field  of  civilian  practice,  it  is  difficult  to 
see  how  specialists  who  already  are  working 
twenty-four  hours  a day,  doing  most  efficiently 
the  things  they  are  best  qualified  to  do,  could 
better  serve  the  home  front  and  the  war  by  at- 
tempting to  do  the  many  other  medical  jobs  with 
which  they  are  not  familiar,  and  which  they  are 
not  qualified  to  do. 

“Without  wishing  to  detract  in  any  way  from 
the  many  virtues  which  have  been  attributed,  and 
justly  so,  to  the  traditional  ‘old  family  doctor,’  and 
at  the  risk  of  a charge  of  heresy,  we  feel  that  the 
medical  interests  of  the  population  as  a whole  could 
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be  better  served  by  care  of  the  individual  by 
groups  of  specialists. 

“It  is  exactly  upon  this  basis  that  all  of  the 
famous  clinics  in  the  United  States  have  been 
founded  and  upon  which  they  operate.  We  have 
a feeling  that  ultimately  this  is  the  way  in  which 
medical  service  will  be  rendered.  There  will  still 
be  a ‘family  doctor/  but  this  term  will  not  be 
synonymous  with  ‘general  practitioner.’  He  will 
be  a specialist  of  another  kind — one  specially 
trained  in  psychiatry,  social  science,  and  preven- 
tive medicine. 

“We  recently  read  the  address  of  a president  of 
a medical  association  in  which  he  said,  ‘The  day 
of  the  specialist  is  over  for  the  duration.  Before 
the  war  broke  out,  a man  could  be  an  eye,  ear, 
nose,  or  throat  specialist,  for  example,  but  now 
with  so  many  doctors  answering  their  country’s 
call,  he  must  be  ready  to  deliver  babies,  deal  with 
fractures  of  the  spine,  and  attend  to  flat  feet.’ 

“Goodness  gracious!” 

To  which  restrained  comment  we  might 
add  the  words  of  Juvenal,1 2 3  “Grammarian, 
orator,  geometrician;  painter,  gymnastic 
teacher,  physician;  fortune  teller,  rope- 
dancer,  conjurer — he  knew  everything. ” 
And  what  of  the  specialist  who  was,  in  better 
times,  supposed  to  know  more  and  more 
about  less  and  less? 


The  New  England  Journal  of  Medicine 4 is 
gently  monitory  to  the  paunchy  and  bald  as 
follows : 

“Just  as  the  ancients  believed  that  the  heavens 
sped  past  them  while  they  on  earth  stood  still, 
so  each  of  us,  as  an  individual,  is  prone  to  think  of 
himself  as  immutable,  unchanging,  while  all  about 
him  goes  on  its  course,  ripening  and  aging  and  dis- 
appearing. Then,  like  a panic,  comes  a sudden 
appreciation  of  the  fact  that  he  has  not  been 
watching  a procession  but  has  been  himself  a part 
of  it;  that  he  may  have  little,  after  all,  on  which 
to  congratulate  himself  when  he  notices  a friend, 
paunchy  and  bald ; that  his  own  step  has  become 
more  sedate,  his  knees  stiffer;  that  he  finds  fewer 
fences  of  a proper  height  to  vault. 

“This  change  is  something  to  view  with 
equanimity  if  we  have  kept  any  of  the  talents  of 
our  earlier  years  from  under  the  bushel.  The  les- 
sons to  be  remembered  are  that  adolescence  pro- 
longed into  middle  age  is  sometimes  silly;  that  the 
scars  which  time  inflicts  are  apt  to  slow  down  the 
machine  and  necessitate  its  direction  into  less 
swift  streams  of  traffic;  that  we  must  use  our 
heads  to  save  our  heels;  and  so  on.  It  might  be 
accepted  as  something  close  to  an  axiom  that 
everyone  who  lives  long  enough  grows  old  in  time. 

“Plenty  of  attempts  have  been  made  to  ration- 
alize the  whole  business  of,  shall  we  say,  maturing, 


despite  or  on  account  of  its  perfectly  obvious  in- 
evitability. 

‘Grow  old  along  with  me, 

The  best  is  yet  to  be.  . . .’ 

is  a typical,  if  somewhat  dubious,  example.  Pit- 
kin’s Life  Begins  at  Forty  is  a serious  attempt  to 
reconcile  to  that  roaring  decade  the  young  man 
about  to  enter  it. 

“The  mistake  that  we  see  too  often  is  that  of 
making  no  provision  for  a change  in  tempo,  of 
assuming  that  we  are  going  on  engaging  in  the 
same  occupation  in  the  same  manner  until  we 
drop  in  the  traces  or  arrive  at  that  questionable 
state  of  existence  known  as  retirement.  What  is 
happening  now  to  our  retired  colleagues,  no  doubt 
to  the  delight  of  most  of  them,  is  that  they  are 
being  taken  from  the  shelf,  dusted  off  and  shaken 
clear  of  moth  crystals,  and  put  gently  back  to 
work. 

“It  is  the  spirit  that  must  be  kept  young  while 
the  activities  are  tempered  to  the  accumulating 
decades,  and  the  expanding  resources  of  the  indi- 
vidual’s experience  are  made  available.  Samuel 
Johnson  referred  to  the  necessity  of  keeping  his 
friendships  in  repair.  Cato  studied  and,  we  are 
told,  learned  Greek  at  eighty.  In  that  memorable 
story,  ‘The  Miracle  of  Purun  Bhagat,’  Kipling 
depicts  the  unfolding,  the  development,  and  the 
fulfilment  of  a fruitful  life — twenty  years  a youth, 
twenty  years  a fighter,  twenty  years  a statesman, 
and  then  the  begging  bowl  and  the  evening  of  life 
devoted  to  contemplation  and  the  eventual  service 
of  mankind  in  the  high  Himalayas.” 

The  begging  bowl  at  sixty  may  appeal  to 
the  senescent  New  Englander;  but,  with 
apologies,  we  will  trail  along  with  Sir  Wil- 
liam Beveridge.  And  what  have  the  high 
Himalayas  got,  except  a little  more  height, 
that  we  lack  in  the  Empire  State?  We  will 
do  our  contemplating  and  service  to  man- 
kind right  here.  Our  begging  bowls  were 
contributed  to  the  scrap  drive  long  ago,  and 
the  records  of  our  District  Branch  meetings 
showed5  that  attendance  in  1942  in  the  age 
group  64  to  72  was  15.66  per  cent  of  the 
total;  in  the  75  to  84  group,  2.53  per  cent; 
and  in  the  85  to  94  group,  0.17  per  cent. 
We  were  “dusted  off  and  shaken  clear  of 
moth  crystals”  ’way  back  in  1942.  Con- 
templation, say  you?  Retirement?  Out 
for  the  duration!  Come  on,  Bunker  Hill,  we 
have  a job  to  do! 


1.  Detroit  Medical  News,  March  15,  1943. 

2.  Rocky  Mountain  M.  J.,  Maroh,  1943,  p.  160. 

3.  Juvenal:  Satire,  3,  76. 

4.  New  England  J.  Med.,  March  4,  1943. 

5.  New  York  State  J.  Med.  42:  2289  (Dec.  15)  1942. 
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The  Adolescent  in  Industry 


In  time  of  war,  shortage  of  manpower  for  es- 
sential industries  is  a major  problem.  A normal 
solution  is  the  employment  of  those  of  both 
sexes  who  are  too  young  for  purposes  of  war. 
Such  a procedure  carries  with  it  not  only  occu- 
pational risks  but  also  hazards  due  to  the  sub- 
jection of  the  actively  growing  adolescent  to 
labor  conditions.  Great  progress  has  been 
achieved  in  controlling  industrial  exposures  to 
toxic  substances  by  means  of  medical  and 
engineering  feats,  but  the  enforced  entrance  of 
the  adolescent  into  industry  may  render  pre- 
viously appropriate  standards  insufficient. 

Owing  to  inherently  greater  metabolic  re- 
quirements, immature  persons  breathe  a greater 
volume  of  air  per  unit  of  time,  per  unit  of  body 
weight.  Consequently,  a given  atmospheric 
concentration  of  a toxic  substance  will  have  a 
more  injurious  effect  on  the  adolescent  than  upon 
the  adult.  Not  only  pulmonary  ventilation  but 
the  rate  of  circulation  is  greater  in  the  young 
than  it  is  in  the  mature  adult.1  This  factor 
enhances  and  adversely  influences  the  rate  of 
adsorption  of  certain  toxic  substances.1  In 
addition,  evidence  has  been  gathered  that  the 
mechanism  of  detoxification  is  less  effective 
in  a growing  individual.2  It  has  been  demon- 
strated for  certain  aromatic  compounds  that 
detoxification  involves  the  withdrawal  from 
body  tissues  of  sulfur  containing  amino  acids 


essential  to  growth.  Continuous  breakdown  of 
such  amino  acids  by  toxic  chemicals  may  stunt 
the  growth  of  a young  organism.3  Involvement 
of  other  nutrition  essentials,  notably  vitamin  C, 
during  exposure  to  noxious  compounds,  may 
further  deprive  the  adolescent  of  important 
growth  factors.2 

We  can  conclude  that  growing  boys  and  girls, 
because  of  physiologic  factors,  are  more  sus- 
ceptible to  injury  from  industrial  poisons.  It 
is  fundamental  that  positions  in  industry  should 
be  allocated  to  the  young  adolescent  with  great 
care  and  circumspection.  Fully  cognizant  of 
these  facts,  the  Children’s  Bureau  has  initiated 
appropriate  measures  to  safeguard  the  welfare 
of  our  young.4  The  physician  in  industry 
shares  the  responsibility  of  guaranteeing  the 
proper  maturation  of  the  adolescent  in  industry. 
He  should  be  thoroughly  familiar  with  the  above 
vital  facts.  It  ultimately  rests  with  him  not 
only  to  supervise  but  also  to  guide  the  adolescent 
into  his  proper  industrial  niche  so  that  the 
nation  can  safely  produce  its  maximum  during 
war. 


1.  Henderson,  Y.,  and  Haggard,  H.  W.:  Am.  Chem. 

Soc.  Monograph  Series,  No.  35,  New  York,  1937. 

2.  Stekol,  J.  A.:  Ann.  Rev.  Biochem.  Ann.,  Stanford 
Univ.  Press,  Vol.  10,  265,  1941. 

3.  White,  J.,  and  White,  A.:  J.  Biol.  Chem.  131:  149 
(Nov.)  1939. 

4.  Schmidt,  W.  M.:  J.  Pediat.  22:  121  (Jan.)  1943 
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MEDICAL  DEPARTMENT 
U.S.  NAVAL  AIR  STATION 
QUONSET  POINT,  R.I. 

February  25,  1943 

Editor 

New  York  State  Journal  of  Medicine 
Dear  Sir: 

In  your  editorial,  “Status  of  Physicians,  1942” 
(New  York  State  Journal  of  Medicine,  February 
15,  1943)  you  deplore  the  many  deaths  due  to  car- 
diovascular disease  among  trained  and  experienced 
physicians.  You  stated  that  “the  present  time  of 
national  necessity  seems  to  us  appropriate  for  a 
study  of  these  questions.”  You  then  ask,  “Is  any- 
body interested?” 

I have  been  much  interested  and  have  published 
a dietary  form  of  treatment  that  has  proved  ex- 
tremely effective  in  cardiovascular  disease.  The 
treatment  and  its  rationale  were  published  in  an 


article  titled,  “The  Control  of  the  Anginal  Syndrome 
with  a Low  Carbohydrate  Diet,”  in  the  Medical 
Annals  of  the  District  of  Columbia,  October,  1941. 

I have  been  able  to  follow  up  patients  for  as  long 
as  four  years  and  can  report  that  they  are  still  free 
of  anginal  attacks  which,  before  treatment,  were 
severe  and  frequent.  The  diet  afforded  not  only 
relief  from  anginal  seizures  but  also  lowered  the 
blood  pressure  in  patients  with  hypertension. 

It  is  to  be  deplored  that  a new  and  effective  treat- 
ment for  such  a serious  disease  has  not  been  utilized 
by  physicians.  And  if  physicians  have  not  seen  fit 
to  use  it  for  themselves  how  can  valuable  men  in 
other  professions  and  hard-pressed  executives  in 
business  and  government  expect  to  be  protected 
from  untimely  death? 

I trust  that  failure  to  use  this  new  treatment  is  to 
be  attributed  to  a healthy  skepticism  and  not  to  in- 
difference. 

Yours  very  respectfully, 
Lt.  Benjamin  P.  Sandler,  M.C.,  U.S.N.R. 


THE  MANAGEMENT  OF  THE  CERVIX  IN  THE  TREATMENT  OF 
FIBROMYOMA  OF  THE  UTERUS 

James  A.  Corscaden,  M.D.,  New  York  City 


THE  importance  of  the  cervix  in  the  manage- 
ment of  fibromyoma  of  the  uterus  is  being 
established  by  the  discovery  of  a significant  num- 
ber of  benign  and  malignant  lesions  which  have 
occurred  in  cervical  stumps  following  supra- 
vaginal hysterectomy.  This  and  the  wide- 
spread of  familiarity  with  the  anatomy  of  the 
pelvis  and  the  technic  of  complete  hysterectomy 
have  brought  about  an  increasing  practice  of  per- 
forming this  operation  for  benign  uterine  condi- 
tions. There  is,  however,  some  disagreement 
as  to  whether  the  lesions  found  in  the  cervical 
stump  are  of  sufficient  importance  to  justify  the 
routine  employment  of  complete  hysterectomy. 
From  the  evidence  at  hand  and  from  our  own  ex- 
perience we  have  come  to  the  conclusion  that  the 
cervix  should  receive  careful  attention  when 
treatment  of  any  kind  for  a fibromyoma  of  the 
uterus  is  contemplated,  and  that  the  incidence 
of  important  conditions  in  the  cervical  stump 
makes  complete  hysterectomy  the  procedure  of 
choice  when  removal  of  the  uterus  is  deemed 
necessary. 

The  incidence  of  diseases  of  the  cervix  associ- 
ated with  fibromyoma  has  been  fairly  accurately 
determined.  Acute  inflammations,  chronic  cer- 
vicitis, polyps,  and  other  benign  conditions  occur 
with  about  the  same  frequency  as  in  the  non- 
myomatous  uterus,  with  the  exception  of  child- 
birth injuries,  which  are  found  less  frequently, 
possibly  because  of  the  relative  sterility  of  myo- 
matous uteri.  Although  rare,  fibromyoma  of 
the  cervix  nevertheless  presents  important  prob- 
lems in  therapy  whenever  it  is  encountered. 

Carcinoma  of  the  cervix  is  present  in  about  2 
per  cent  of  the  myomatous  uteri  treated  at  a 
gynecologic  clinic.1*2-3’4  This  may  not  indicate 
the  actual  statistical  coincidence  between  fibro- 
myoma of  the  uterus  and  carcinoma  of  the  cervix 
because  most  of  these  specimens  were  removed 
from  patients  applying  for  treatment  of  symp- 
toms of  which  uterine  bleeding  is  the  most  fre- 
quent, and  because  often  the  carcinoma  so  domi- 
nates the  picture  that  a small-  or  even  moderate- 
sized fibroid  may  not  be  mentioned  in  a report. 
For  practical  purposes,  however,  this  figure 
should  be  accepted  because  it  is  with  such  cases 
that  the  therapist  has  to  deal. 

Diseases  of  the  cervical  stump  are  in  general 
no  different  from  those  present  in  the  intact 
uterus.  Of  peculiar  interest  is  bleeding  of  a 

Read  at  the  Annual  Meeting  of  the  Medical  Society 
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functional  nature  from  endometrium  left  in  situ 
when  the  body  of  the  uterus  was  removed. 
When  this  is  done  deliberately  on  the  theory 
that  continued  menstruation  insures  a healthier 
and  more  prolonged  ovarian  activity,  the  bleed- 
ing may  present  no  greater  diagnostic  difficulty 
than  that  from  any  menstruating  uterus.  When 
it  is  unexpected  or  when  the  bleeding  is  irregular 
it  is  a matter  of  considerable  worry  to  both  the 
patient  and  the  diagnostician  and  usually  re- 
quires some  treatment.  A persistent,  more  or 
less  disabling  leukorrhea,  so  often  a sequel  of 
supravaginal  hysterectomy,  may  be  a continua- 
tion of  a pre-existing  condition  or  may  appear 
anew  because  of  the  trauma  and  infection  of  the 
endocervix  incident  to  the  operation. 

Fibromyoma  of  the  cervical  stump  is  rare  but 
important  because  it  is  apparently  less  amenable 
to  the  effect  of  the  artificial  menopause  than 
tumors  of  the  myometrium  and  because  of  the 
technical  difficulties  encountered  during  its  re- 
moval.6*6*7*8  (See  Case  3.) 

Carcinoma  of  the  cervical  stump  is  a condi- 
tion encountered  regularly  in  any  gynecologic 
tumor  clinic.  The  actual  incidence  is  uncertain. 
Most  of  the  reports  of  conditions  in  the  cervix 
following  large  series  of  supravaginal  hysterec- 
tomies will  not  stand  statistical  analysis.  Merely 
to  mention  that,  following  5,000  hysterectomies, 
carcinoma  of  the  cervix  has  appeared  in  a certain 
number  of  cases  is  not  sufficient.  At  least  some 
minimum  follow-up  interval  (ten  years)  must  be 
taken,  and  other  statistical  requirements  must  be 
met  before  these  figures  will  have  any  validity. 

With  these  reservations  in  mind,  we  note  that 
Scheffey9  found  carcinoma  in  0.9  per  cent  of  554 
cases;  Henriksen,10  in  6,550  cases  of  supra- 
vaginal hysterectomy,  without  mention  of  the 
total  number  of  cases  followed,  found  26  cases, 
(0.45  per  cent);  Behney11  in  the  discussion  of 
his  paper,  quotes  Lincoln,  6.5  per  cent,  Lahey, 
2 per  cent,  Sejournet,12  1.9  per  cent,  White,  1.8 
per  cent,  Richardson,  1.0  per  cent,  Yon  Graef,13 
0.62  per  cent,  and  Hennington  (18,712  cases),14 
0.57  per  cent.  One  concludes  from  these  in- 
complete studies  that  the  incidence  of  carcinoma 
in  a cervical  stump  following  supravaginal  hys- 
terectomy is  somewhere  between  1 and  2 per 
cent. 

A second  method  of  determining  the  frequency 
of  carcinoma  of  the  cervical  stump  is  to  compare 
it  with  the  frequency  of  carcinoma  of  the  cervix 
in  general.  Table  1 gives  such  a relationship 
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TABLE  1. — Incidence  of  Carcinoma  of  Cervical  Stump 


Authors 

All  Cases 

Stumps 

Percentage 

Behney  (1940) 

910 

43 

4.7 

(1940) 

1,117 

24 

2.15 

Ward  (1941) 

879 

61 

6.9 

Von  Graef  (1934) 

4,269 

176 

4.1 

Fricke  (1940) 

1.676 

108 

6.4 

Scheffey  (1940) 

369 

18 

4.8 

(Behney) 

Pemberton  (1940) 

780 

40 

6.0 

(Behney) 

Masson  (1940) 

4.4 

Sloane  Hospital 

535 

38 

7.1 

and  shows  an  average  incidence  ranging  between 
4 and  5 per  cent. 

Whatever  the  precise  incidence  of  carcinoma 
associated  with  fibromyoma  of  the  uterus  or  oc- 
curring in  the  cervical  stump  is,  it  looms  as  an 
important  figure.  The  argument  that,  even  if 
it  does  occur,  the  results  of  radiation  are  good  (40 
per  cent  five-year  survival)  is  small  comfort. 

Management  of  Diseases  of  the  Cervix  Com- 
plicating a Myomatous  Uterus 

Acute  inflammations  spreading  to  the  adnexa, 
occasionally  seen  with  fibromyoma,  are  treated 
independently  of  the  fibroid,  and  when  they  be- 
come chronic  and  require  surgery,  they  are 
usually  best  managed  by  removal  of  all  the  pelvic 
organs. 

The  treatment  of  chronic  cervicitis,  old  lacera- 
tions, and  erosions  depends  upon  the  clinical  im- 
portance of  the  fibromyoma  and  the  treatment 
planned  for  it.  When,  especially  in  women  in 
their  forties,  the  myoma  is  clinically  insignificant, 
small,  and  symptomless,  the  cervix  is  treated, 
regardless  of  the  fibroid,  by  cautery,  high  fre- 
quency excision,  amputation,  or  a plastic  opera- 
tion, the  indications  for  the  treatment  depending 
upon  the  condition  of  the  cervix,  the  possibility 
of  future  pregnancy,  etc. 

Second,  a fibroid  may  be  of  slight  clinical 
importance  (moderate  size  with  moderate  menor- 
rhagia) and  at  the  moment  in  need  of  no  radical 
treatment.  Associated  with  it,  however,  is  a 
lacerated,  eroded,  and  inflamed  cervix  in  need  of 
active  therapy.  While  this  might  be  treated  by 
cauterization  or  excision  by  high  frequency,  the 
best  treatment  is  often  a complete  hysterectomy 
which  disposes  of  both  conditions.  (See  Case  4.) 

A third  group  of  cases  includes  those  myo- 
mata which  would  be  satisfactorily  treated  by  a 
radiotherapeutic  menopause  (in  women  to 
whom  the  artificial  menopause  is  acceptable, 
with  the  uterus  small  and  bleeding  as  the  prin- 
cipal symptom).  Under  an  anesthetic,  after  a 
diagnostic  curettage,  the  cervix  is  appropriately 
treated  and  the  patient  subsequently  is  given  a 
sterilizing  dose  of  x-ray.  Radium  is  not  often 
employed  because  of  the  possibility  of  infection 


due  to  the  opening  up  of  infected  tissues  of  the 
cervix  and  the  possibility  of  interference  with 
wound  healing,  although  we  have  seen  no  case  in 
which  this  has  occurred. 

The  fourth  group  includes  those  cases  in  which 
operation  is  indicated,  tumors  of  large  size,  signs 
of  degeneration,  bleeding  from  submucous  tu- 
mors, pain,  urinary  disturbances,  or  evidence  of 
adnexal  inflammation  or  neoplasm.  One  has  the 
choice  of  four  procedures:  (1)  a preliminary 

cleaning  up  of  the  cervix  by  cauterization  or  high 
frequency,  with  the  idea  that  such  treatment  is 
adequate  prophylaxis  against  subsequent  car- 
cinoma; (2)  at  the  operation  a preliminary 
amputation  or  cauterization  of  the  cervix  fol- 
lowed by  a supravaginal  hysterectomy;  (3)  a 
supravaginal  hysterectomy  with  immediate  or 
postoperative  cauterization  of  the  cervix;  or 
(4)  a complete  hysterectomy,  abdominal  or  vagi- 
nal. Selection  of  any  of  these  procedures  would 
depend  on  its  purpose.  For  the  treatment  of 
symptoms  caused  by  the  diseased  cervix,  such  as 
discharge  or  even  pain,  any  of  the  methods  may 
suffice,  provided  that  they  are  thorough.  For 
prophylaxis  against  subsequent  carcinoma,  cau- 
terization is  unsatisfactory.15-16*17  Amputation 
of  the  cervix  may  protect  from  carcinoma  in  the 
stump  but  when  it  is  combined  with  supravaginal 
hysterectomy,  it  requires  more  time  than  com- 
plete hysterectomy.  If  all  the  endo cervix  is  re- 
moved, the  two  operative  fields  will  overlap,  and 
the  sutures  in  the  cervix  may  be  cut.  It  is 
simpler  to  control  the  cervical  branches  of  the 
uterine  vessels  and  remove  the  organ.  Another 
point  in  favor  of  complete  hysterectomy  is  the 
more  effective  plastic  repair  of  the  pubocervical, 
sacrouterine,  and  cardinal  ligaments  in  cases 
where  there  is  a tendency  to  prolapse.18 

Fibromyoma  of  the  cervix  is  almost  universally 
treated  by  complete  hysterectomy  and  needs 
little  comment.  Radiotherapy  seems  not  to  re- 
duce adequately  a fibroid  in  this  region.  I have 
had  experience  with  only  2 such  cases.  (See 
Cases  1 and  3.) 

Polyps  are  easily  removed,  whatever  the  treat- 
ment planned  for  the  fibroid.  If  hysterectomy 
is  to  be  performed,  it  is  advisable  either  to  re- 
move the  uterus  immediately  or  to  allow  several 
weeks  to  intervene.  In  a study  of  the  mortality 
of  supravaginal  hysterectomy,  there  was  a high 
percentage  among  the  peritonitis  cases  in  which 
preliminary  minor  operations  on  the  cervix  had 
been  performed  a week  or  so  previous  to  the 
hysterectomy.  It  seemed  possible  that  in  the 
inflammatory  process  following  the  minor  opera- 
tion on  the  cervix,  the  virulence  of  organisms 
may  have  been  raised  and  that,  when  the  uterus 
was  removed,  these  organisms  invaded  the  peri- 
toneum. 
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Fin.  1.  Photomicrograph  of  normal  endocervix  to  show  that  there  is  a single  layer  of  columnar  epithelium 

resting  on  solid  fibrous  tissue. 

Fig.  2.  Photomicrograph  of  a portion  of  the  cervix  of  a uterus  removed  by  complete  hysterectomy  showing 
increase  in  number  of  cells,  slight  alteration  in  size,  hyperchromatization,  and  beginning  invasion. 


Carcinoma  of  the  cervix  is  usually  obvious  but 
in  many  cases  presents  a difficult  diagnostic 
problem.  Meigs19  reports  8 cases  of  carcinoma 
of  the  cervical  stump  following  supravaginal 
hysterectomy  for  postmenopausal  bleeding. 
Fricke20  reports  9 of  57  cases  of  carcinoma  of  the 
stump  following  supravaginal  hysterectomy  for 
“suspected  malignancy.”  In  30  to  40  per  cent 
of  the  “stump”  cases,  the  carcinoma  was  present 
at  the  original  operation. 

The  possibility,  then,  of  a carcinoma  of  the 
cervix  complicating  a large  myomatous  uterus 
requires  a continued  alertness  for  cancer.  In 
the  preliminary  examination  it  occasionally 
may  be  wise  to  take  a biopsy  of  a suspicious  area. 
Usually,  and  especially  if  bleeding  is  a symptom, 
the  biopsy  of  the  cervix  should  be  taken  when  the 
curettage  is  performed.  The  small  bit  otherwise 
obtained  may  give  a false  sense  of  security. 

Before  the  incision  is  made  for  the  hysterec- 
tomy, carcinoma  of  the  cervix  must  have  been 
definitely  ruled  out.  A complete  or  even  supra- 
vaginal hysterectomy  could  probably  remove  a 
small  carcinoma  of  the  corpus  but  would  usually 
be  futile  if  cervical  carcinoma  were  present. 
Accordingly,  a “fractional  curettage”  is  per- 
formed. First  the  cervix  is  curetted  to  avoid 
losing  a small  bit  of  tissue  from  the  cervical 
canal  in  a large  volume  of  endometrium.  Not 
until  the  condition  of  the  cervix  is  established 
is  the  remainder  of  the  curettage  carried  out. 
Fig.  1 is  a photomicrograph  of  a normal  cervix. 
The  firm,  fibrous  bulk  of  the  cervix  is  covered  by 
a single  layer  of  cuboidal  epithelium  which  would 
yield  nothing  to  the  curette.  Therefore,  ob- 


taining any  tissue  at  all  must  be  regarded  as 
suspicious.  Whether  to  rely  on  the  gross  ap- 
pearance of  this  piece  or  to  defer  the  hysterec- 
tomy for  the  microscopic  report  is  the  responsi- 
bility of  the  surgeon,  but  the  hysterectomy  must 
not  be  started  until  the  possibility  of  cancer  of 
the  cervix  has  been  ruled  out.  Since  about 
2 per  cent  of  fibromyomata  in  uteri  seen  in  the 
operating  room  will  also  contain  a carcinoma 
of  the  cervix,  this  precaution  must  always  be 
taken.  In  the  obvious  case  there  will  be  no  dif- 
ficulty, but  with  the  small  cancer  or  even  a well- 
established  endocervical  cancer,  the  routine  just 
described  becomes  vital.  Of  the  nine  cancers 
occurring  in  the  stump  following  hysterectomy 
performed  in  this  hospital,  five  were  present  at 
the  time  and  discovered  in  the  pathologic  ex- 
amination. Some  of  these  were  so  tiny  that  they 
might  have  been  overlooked  by  any  procedure, 
but  the  others  would  have  been  discovered  by 
preliminary,  punctilious  examination  of  the  cervix 
and  endocervix. 

Once  the  diagnosis  of  carcinoma  is  established, 
further  procedure  depends  upon  the  clinical 
importance  of  the  fibromyoma.  Usually  this 
can  be  ignored.  Even  if  it  is  large,  it  will  not 
interfere  with  the  radium  or  x-ray  therapy.  The 
radium  will  care  for  the  tissues  near  the  midline 
and  the  x-ray  those  of  the  parametrium.  The 
mass  of  the  myoma  will  protect,  to  a certain  ex- 
tent, the  rectum  so  that  larger  doses  of  radiation 
may  be  applied  to  the  parametrium. 

Rarely,  degeneration  or  the  suspicion  of  a 
sarcoma  in  the  fibroid  or  the  location  of  the  my- 
oma in  the  cervix  might  demand  radical  treat- 
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ment.  If  so,  a Wertheim  hysterectomy  is  to  be 
considered.21 

Still  more  rarely  a carcinoma  of  the  cervix 
will  be  treated  by  radiation  and  the  fibromyoma 
of  the  uterus  later  operated  upon.  (See  Case  5.) 
This  is  bound  to  be  rare  because  the  amount  of 
radiation  necessary  for  the  treatment  of  the  car- 
cinoma will  automatically  produce  an  artificial 
menopause  and  a satisfactory  reduction  of  the 
fibromyoma. 

Management  of  Lesions  of  the  Cervical 
Stump 

Persistent  bleeding  from  the  cervical  stump 
from  residual  endometrium  presents  a difficult 
diagnostic  problem.  Polyps  and  carcinomas 
must  be  ruled  out,  usually  by  an  examination 
under  an  anesthetic.  Treatment  is  either  de- 
struction of  the  endometrial  tissue  by  excision, 
cautery,  high  frequency,  chemical  caustics  (zinc 
chloride),  or  by  a radiotherapeutic  menopause. 
If  the  latter  is  acceptable,  it  is  by  all  odds  the 
best  method.  (See  Case  2.)  Cauterization  or 
excision  of  tissue  in  the  very  summit  of  the 
cervical  canal  is  a ticklish  procedure  because 
of  the  proximity  of  hollow  viscera.  Chronic 
cervicitis,  with  its  disagreeable  mucous  leukor- 
rhea,  is  a frequent  complication  following  supra- 
vaginal hysterectomy.  It  can  be  cured  only  by 
destruction  of  the  cervical  glands,  usually  by 
high  frequency,  with  the  risks  above  mentioned. 

The  treatment  of  fibromyoma  of  the  cervical 
stump  is  attended  by  many  technical  difficul- 
ties.5'6-7'8 If  large,  the  tumor  must  be  removed 
abdominally;  if  small,  it  may  be  enucleated  but 
with  considerable  risk  of  hemorrhage.  In  our 
case  (see  Case  3),  the  artificial  menopause  was  un- 
successful. 

Carcinoma  of  the  cervical  stump  is  treated  by 
radiation.  The  radium  dosage  is  calculated  with 
especial  attention  to  the  application  of  the  law  of 
inverse  squares  if  radium  is  inserted  into  the 
cervical  canal.  Even  with  cautious  treatment, 
the  incidence  of  fistula  is  high.  The  end  results 
by  and  large  are  excellent  (40  per  cent  five-year 
survival). 

Prophylactic  Complete  Hysterectomy 

It  can  be  demonstrated  by  no  greater  distor- 
tion of  statistics  than  is  frequently  seen  in  medical 
literature  that  the  removal  of  the  uterus  of  every 
woman  finished  with  childbearing  would  protect 
her  from  subsequent  disability  or  loss  of  life  with 
proportionately  little  danger  to  herself. 

Such  a radical  proposal  at  this  moment  would 
not  be  accepted  by  any  lay  or  medical  group. 
However,  once  the  removal  of  a uterus  has  be- 
gun, the  element  of  prophylaxis  enters  the  pic- 
ture. 


One  must  decide  (1)  whether  the  diseases 
found  in  cervical  stumps  are  of  sufficient  number 
and  importance  to  require  a routine  complete 
hysterectomy,  (2)  whether  only  certain  of  the 
lesions  presumably  the  site  of  chronic  irrita- 
tion (chronic  cervicitis,  lacerations,  erosions, 
and  eversions)  should  be  removed,  or  (3)  whether 
the  cervix  should  be  ignored.  Of  these  three 
policies  the  majority  of  doctors  favor  the  middle 
course,  believing  that  the  diseased  cervix  predis- 
poses to  a subsequent  cancer  and  that  the  nor- 
mal-appearing cervix  is  innocuous.  The  evi- 
dence seems  to  be  against  this  policy.  Fig.  2 
shows  the  condition  of  the  cervical  epithelium  in  a 
woman  operated  upon  by  complete  hysterectomy 
for  fibromyoma.  A careful  curettage  of  the  ap- 
parently normal  cervix  preceding  the  hysterec- 
tomy had  yielded  nothing.  While  few  would 
call  this  a definite  epidermoid  carcinoma,  they 
would  observe  some  cytologic  evidence  of  malig- 
nancy and  an  apparent  beginning  invasion.  Such 
lesions  as  these  may  be  the  precursors  of  true 
cancer. 

The  parity  of  the  women  is  of  no  help. 
Twenty-five  per  cent  of  the  carcinomas  in  the 
cervical  stump  are  in  nulliparous  women. 13-15-22 
Of  our  38  cases,  10  were  in  nulliparous  women. 
Among  cases  treated  by  us  with  radiation  for 
myoma  and  uterine  bleeding,  carcinoma  of  the 
cervix  was  discovered  later  in  5.  In  every  case 
there  had  been  a diagnostic  curettage  and  ex- 
amination under  anesthesia.  Of  the  5,  2 were 
nulliparous,  and  in  4 the  cervix  was  grossly  nor- 
mal at  the  time  of  the  original  treatment. 

A ratio  of  one  nulliparous  to  three  parous  would 
indicate  that  the  nulliparous  or  normal-appearing 
cervix  is  by  no  means  immune  to  carcinoma. 
Moreover,  the  conventional  and  casual  state- 
ment— which  has  never  been  backed  by  careful 
statistical  analysis — that  birth  injuries  pre- 
dispose to  carcinoma  is  being  challenged  more 
and  more23  since  groups  organized  for  the  treat- 
ment of  cancer  have  undertaken  more  careful 
study  of  the  disease.  I am  forced  to  conclude, 
therefore,  that  the  decision  to  perform  complete 
hysterectomy  for  fibromyoma  of  the  uterus 
should  be  based  on  a general  policy  of  prophylaxis 
and  not  upon  the  presence  of  visible  so-called  pre- 
cancerous  lesions. 

Granting  that  the  incidence  of  from  1 to  2 per 
cent  of  carcinoma  and  the  occurrence  of  less  seri- 
ous but  disabling  conditions  in  the  cervical  stump 
would  make  such  a general  policy  desirable,  how 
much  greater  is  the  risk  involved  in  undertaking 
the  larger  operation?  All  agree  that  the  morbid- 
ity following  complete  hysterectomy  is  greater 
than  after  supravaginal  hysterectomy.  The 
sequelae  are  not  important.  In  our  experience, 
dyspareunia  because  of  a short  or  a dry  vagina 
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has  not  been  a cause  of  complaint.  Libido  and 
orgasm  have  apparently  not  been  affected. 

Analysis  of  the  studies  on  the  mortality  of 
complete  and  supravaginal  hysterectomy  reveals 
a fairly  consistent  picture.  In  many  reports  the 
mortality  for  complete  hysterectomy  is  lower 
than  that  for  supravaginal  hysterectomy.  Newell 
and  Scrivner,24  reviewing  these  figures,  found  that 
five  authors  reported  a lower  mortality  for  com- 
plete hysterectomy  than  that  for  supravaginal 
hysterectomy,  two  reported  the  same  mortality 
rate  for  either  operation,  and  three  reported  a 
lower  rate  for  the  incomplete  operation.  In 
nearly  all  reports  the  mortality  is  in  inverse  pro- 
portion to  the  number  of  operations  of  each  type. 
McDonald25  reports  a mortality  of  2.75  per  cent 
for  145  cases  of  supravaginal  hysterectomy,  and 

0.67  per  cent  for  2,355  cases  of  complete  hysterec- 
tomy for  benign  conditions.  Siddall  and  Mack26 
report  a mortality  of  6.4  per  cent  for  235  cases  of 
complete  hysterectomy  and  2.6  per  cent  for  1,141 
cases  of  supravaginal  hysterectomy.  These 
figures  are  probably  typical  of  most  institutions 
where  the  complete  operation  is  performed  only 
for  exceptional  conditions.  At  the  Presbyterian 
and  Sloane  Hospitals  the  rate  for  1,279  cases  of 
supravaginal  hysterectomy  for  all  benign  condi- 
tions of  the  uterus  and  all  conditions  of  the 
adnexa  was  2.7  per  cent,  and  for  uncomplicated 
fibroids  2.3  per  cent;  the  rate  for  58  complete 
abdominal  hysterectomies  for  benign  conditions 
was  8.6  per  cent.  Since  the  change  of  policy  to 
the  routine  performance  of  complete  hysterec- 
tomy, there  have  been  no  deaths  but  the  number 
of  cases  is  too  small  to  be  significant. 

At  first  glance  one  would  infer  that  the  higher 
mortality  for  complete  hysterectomy  is  due  to 
lack  of  experience  and  that  only  by  performing 
many  operations  could  it  be  lowered.  On 
closer  study,  it  will  be  seen  that  a group  report- 
ing 1,000  or  more  hysterectomies  is  not  inexperi- 
enced. Moreover,  Newell  and  Scrivner24  point 
out  in  their  report  that  the  mortality  in  cases 
operated  upon  by  the  two  most  experienced  sur- 
geons of  the  staff  was  3.4  per  cent,  while  that  of 
tne  other  twenty-five  members  was  1.5  per  cent. 
Siddall  and  Mack26  make  a similar  observation. 
In  our  experience,  since  being  converted  to  the 
policy  of  performing  complete  hysterectomy  for 
fibromyomata,  and  after  taking  the  trouble  to 
study  the  few  essential  points  in  anatomy  and 
technic,  we  have  been  able  to  instruct  the  resi- 
dents so  that  they  now  perform  the  operation 
with  confidence  and  precision. 

We  conclude,  then,  that  the  generally  higher 
mortality  following  complete  hysterectomy  is  due 
not  so  much  to  lack  of  surgical  experience  as  to 
lack  of  attention  to  a few  basic  details,  particu- 
larly the  blood  supply  of  the  cervix,  and  the 


fascial  structures  about  the  cervix,  the  bladder, 
and  the  ureter. 

The  teaching — even  by  some  who  habitually 
perform  the  complete  operation — that  supravagi- 
nal hysterectomy  is  the  ideal  operation  is  un- 
sound. This  recommendation  is  based  on  the 
idea  that  most  myomata  will  be  operated  upon 
by  surgeons  of  limited  gynecologic  experience  and 
that  in  their  hands  the  complete  operation 
would  do  more  harm  than  good — in  other  words, 
that  the  standard  should  be  based  on  expediency 
rather  than  on  the  ideal  procedure.  This  is  no 
compliment  to  those  having  the  responsibility  of 
treating  fibromyomata.  If,  as  seems  to  be  the 
case,  the  cervical  stump  is  something  of  a menace, 
and  if,  in  capable  hands,  complete  hysterectomy 
is  the  best  operation  for  fibromyoma,  this  should 
be  set  as  the  standard.  Having  such  a standard, 
the  individual  surgeon  can  conduct  himself  ac- 
cordingly. Gynecologists  and  general  surgeons 
who  practice  gynecology  will  have  little  dif- 
ficulty in  acquiring  adequate  technic.  The 
“casual”  or  “occasional”  operator  will  be  guided 
by  his  own  self-appraisal.  Certainly  no  resident 
should  be  graduated  from  a gynecologic  organiza- 
tion without  being  familiar  with  the  details  of  the 
operation  of  complete  hysterectomy. 

Conclusions 

1.  Diseases  of  the  cervix  so  frequently  associ- 
ated with  fibromyoma  of  the  uterus  must  be  ac- 
curately diagnosed  and  properly  treated. 

2.  The  operation  of  complete  hysterectomy 
can  be  learned  by  any  surgeon  qualified  to  per- 
form a supravaginal  hysterectomy. 

3.  The  frequency  with  which  important  dis- 
eases occur  in  the  cervical  stump  following  supra- 
vaginal hysterectomy,  regardless  of  the  original 
condition  of  the  cervix,  warrants  the  practice  of 
routine  complete  hysterectomy  for  fibromyoma  of 
the  uterus. 

Case  Reports 

Case  1. — A woman  of  45  with  a multilobular  uter- 
ine mass  the  size  of  a six-month  pregnant  uterus  was 
treated  by  a sterilizing  dose  of  x-ray  for  obesity  and 
hypertensive  cardiovascular  disease.  The  upper 
portion  of  the  mass  disappeared  but  there  remained 
in  the  lower  uterine  section  a mass  10  cm.  in  diame- 
ter, which  remained  unchanged  for  two  years. 
Because  of  a gradual  descent  of  the  mass  into  the 
vagina  and  because  of  the  accompanying  pressure 
symptoms,  a complete  abdominal  hysterectomy  was 
performed.  Perched  on  top  of  the  cervical  myoma 
was  a uterus  below  average  in  size,  containing  no 
gross  myomata.  The  masses  in  the  upper  portions 
of  the  uterus  had  evidently  disappeared.  The 
cervical  mass  was  not  noticeably  reduced. 

Case  2. — A woman  of  42  had  a supravaginal  hys- 
terectomy for  fibromyoma  of  the  uterus.  Con- 
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Fig.  3.  Photomicrograph  of  an  edematous  fibroid  of  the  cervix. 

Fig.  4.  Photograph  of  an  edematous  fibroid  of  the  corpus  persisting  and  increasing  in  size  six  years  after 
intensive  radiation  for  carcinoma  of  the  cervix.  Microscopic  examination  showed  massive  edema. 


valescence  was  uneventful.  Six  months  following 
the  operation  there  was  an  onset  of  bleeding  from 
the  cervical  stump.  This  occurred  irregularly  at 
intervals  of  from  four  weeks  to  two  or  three  months, 
lasted  usually  from  one  to  two  days,  and  was  scant 
in  amount.  She  was  referred  to  the  neoplasm 
clinic,  where  she  was  found  to  have  a normal- 
appearing cervix.  Probing  of  the  canal  caused  slight 
bleeding.  A curettage  under  anesthesia  yielded  a 
few  bits  of  tissue  containing  a few  glands  which 
suggested  the  structure  of  a postmenstrual  endo- 
metrium. She  was  given  600  r of  x-ray  anteriorly, 
600  r posteriorly,  200  K.V.,  50  cm.  anode  skin  dis- 
tance, 0.5  cu.  mm.  filtration.  The  bleeding  ceased 
and  has  not  reappeared  in  three  years. 

Case  3. — A woman  of  41  was  operated  upon  for 
uterine  tumor  by  supravaginal  hysterectomy. 
Eight  years  later  she  suffered  slight  heavy  sensa- 
tions in  the  pelvis.  On  examination  there  was  a 
mass  between  4 and  5 cm.  in  diameter  in  the  poster- 
ior lip  of  the  cervix,  spreading  out  laterally  into  the 
paracervical  tissues.  Because  of  fixation  and 
vagueness  of  outline  of  this  mass,  a biopsy  was  per- 
formed (Fig.  3).  The  tissue  was  soft,  friable,  white, 
and  translucent.  Because  of  anticipated  surgical 
difficulties  she  was  given  a sterilizing  dose  of  x-ray. 
The  mass  increased  in  size  to  a diameter  of  7 or  8 
cm.,  evidently  because  of  edema.  To  relieve  pres- 
sure symptoms,  the  bulk  of  the  mass  was  partially 
enucleated  but,  because  of  bleeding,  it  was  not  com- 
pletely removed.  After  two  weeks  of  draining  the 
wound  in  the  cervix  closed.  The  mass  remained 
about  5 or  6 cm.  in  diameter.  Gradually  it  was 
extruded  from  the  cervix  and  appeared  as  a peduncu- 
lated mass  in  the  vagina.  With  some  difficulty 
the  tumor  and  the  cervical  stump  were  removed. 

Case  I+. — A woman  of  44  with  a uterine  tumor  the 
size  of  an  eight-week  pregnant  uterus,  who  was  suffer- 
ing from  moderate  menorrhagia  and  pain  in  the 
right  groin  and  upper  thigh,  had  a deep  laceration  of 
the  cervix  with  extensive  erosion  and  scars  running 


into  the  right  paracervical  tissue,  together  with  a 
myomatous  uterus  which  required  no  immediate 
treatment.  Proper  treatment  of  the  cervix  would 
have  been  high  amputation.  This  would  have  kept 
the  patient  in  the  hospital  for  two  weeks  because  of 
the  possibility  of  secondary  hemorrhage.  It  was 
deemed  wiser,  therefore,  to  treat  both  the  tumor 
and  the  cervix  by  a complete  abdominal  hysterec- 
tomy. Had  the  uterus  been  more  mobile,  this 
would  have  been  an  ideal  case  for  a vaginal  hysterec- 
tomy. 

Case  5. — A woman  of  42  with  a League  of  Nations 
Grade  II  Epidermoid  Carcinoma  of  the  cervix  and  a 
uterine  mass  the  size  of  a three-month  pregnant 
uterus  received  70  mg.  of  radium  in  the  uterus  and 
vagina  for  100  hours,  followed  by  2,000  roentgens 
of  x-ray  to  each  of  four  fields,  given  in  forty  treat- 
ments. The  carcinoma  disappeared.  The  uterine 
mass  remained  the  same  size.  One  year  after  the 
radiation,  a dilatation  of  the  cervix  was  performed 
because  a pyometra  was  feared.  The  uterine  cavity 
was  empty.  A punch  biopsy  near  the  center  of  the 
mass,  taken  from  within  the  uterus,  showed  fibro- 
muscular  tissue.  The  mass  remained  unchanged  in 
size  until  six  years  after  the  first  treatment,  when 
it  became  to  the  size  of  a four-  to  five-month  pregnant 
uterus  and  seemed  to  fluctuate.  By  supravaginal 
hysterectomy,  the  specimen  illustrated  in  Fig.  4 was 
removed,  a myoma  completely  altered  by  cystic 
degeneration.  Convalescence  was  uneventful. 
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MODERN  HYDERABAD  HOSPITAL  USES  MOSLEM  SPECIFICS  OF  POWDERED  GEMS 


Hyderabad,  India. — Like  Cleopatra,  this  writer 
has  just  swallowed  some  pearls.  A correspondent’s 
coverage  of  India  would  not  be  complete  without 
a brief  study  and  description  of  the  ancient  systems 
of  medicine  still  used  by  perhaps  nine  of  ten  natives 
of  this  country.  It  is  further  evidence  that  India 
must  not  be  judged  in  terms  of  Western  thought, 
which  many  Indians  disagree  with  and  do  not  want. 

Here  in  Hyderabad  is  a unique  hospital  founded 
by  the  Nizam  to  practice  the  Moslem  Unani  system 
of  medicine.  This  system  has  been  handed  down 
through  many  centuries  from  the  Greeks  and  Arabs. 
The  Nizam,  like  most  Moslems,  is  a firm  believer 
in  it. 

The  Hindus  use  a somewhat  similar  system  called 
Ayurveda.  Where  Ayurvedic  pharmacopeia  uses 
mercury  and  sulfur  as  its  bases,  however,  Unani 
uses  sugar  and  honey.  Moreover,  the  Hindu  system 
also  relies  on  prayers,  spells,  and  witchcraft,  whereas 
Unani  is  a purely  empirical  system,  based  on  un- 
counted experiments  on  human  beings  over  a 
millennium. 

The  chief  peculiarity  of  the  Unani  system  is  that 
it  uses  oxidized  jewels,  mixed  with  an  extra- 
ordinary variety  of  Indian  herbs,  dried  fruits,  and 
the  inevitable  honey  and  sugar.  Pearl  ashes  are 
prescribed  as  the  best  form  of  calcium  and  a sover- 
eign tonic.  The  mixture  tastes  delicious. 

Unani  practitioners  claim  that  jewels  provide 
chemicals  in  their  purest  form  and  have  some 
virtue  beyond  their  chemical  composition.  When 


oxidized  they  all  turn  into  a white  or  slightly 
brownish  powder.  Needless  to  say,  they  are  costly. 

Emeralds  are  esteemed  as  the  best  medicine 
for  the  liver  and  kidneys.  Rubies  are  recommended 
for  the  heart,  coral  for  asthma  and  the  brain,  and 
diamonds  for  external  use.  Gold  oxide  is  prescribed 
for  tuberculosis  and  the  potency  of  silver  oxide  for 
heart  ailments  is  highly  regarded. 

It  all  sounds  weird  to  a Westerner,  but  Indian 
doctors  point  out  that  the  allopathic  system,  as 
they  call  it,  has  borrowed  much  from  Indian 
medicine. 

The  Hyderabad  Hospital  would  stand  comparison 
with  any  in  the  Western  World.  It  is  modern  and 
spotless,  and  elaborate  records  of  patients  are  kept. 
There  is  an  operating  room,  but  whenever  possible 
cures  are  effected  without  surgery. 

Malaria  patients  appear  to  be  recovering  without 
quinine.  In  the  dietary  regime,  the  latest  dis- 
coveries in  calories  and  vitamins  are  being  used. 
So  it  goes  all  along  the  line. 

One  must  guard  against  thinking  that  Indian 
medical  practices  are  the  fruits  of  ignorance.  When 
such  a scientist  as  Sir  Chandrasekhara  Venkata 
Raman,  just  to  mention  one,  speaks  as  highly  of 
the  Ayurvedic  and  Unani  systems  as  he  did  to  this 
correspondent  in  Bengalore,  it  is  not  for  the  un- 
initiated foreigner  to  be  contemptuous.  As  so  often 
happens  in  India,  one  may  come  to  scoff,  but  one 
goes  away,  at  most,  dubious. — Herbert  L.  Matthews. 
Reprinted  with  permission  from  The  New  York  Times. 


1943  OPHTHALMOLOGY  EXAMINATIONS 
Examinations  will  be  given  by  the  American 
Board  of  Ophthalmology  on  June  4 and  5 in  New 
York  City  and  on  October  8 and  9 in  Chicago. 
Candidates  will  be  required  to  appear  on  two 
successive  days.  Formal  application  blanks  may  be 
obtained  from  Dr.  John  Green,  secretary,  6830 
Waterman  Avenue,  St.  Louis,  Missouri.. 


CANCEL  MEDICAL  WOMEN’S  MEETING 
The  annual  meeting  of  the  American  Medical 
Women’s  Association,  which  was  to  have  been  held 
in  San  Francisco  in  June,  1943,  has  been  canceled 
because  of  the  war.  Instead,  the  board  of  directors 
will  hold  an  extra  meeting  in  Chicago  on  June  5 and 
6,  preceding  the  meeting  of  the  House  of  Delegates 
of  the  American  Medical  Association.. 


RADICAL  SURGERY  FOR  CARCINOMA  OF  THE  SKIN 

Forrest  Young,  M.D.,  Rochester,  New  York 


IT  IS  our  purpose  to  call  attention  to  the  fact 
that  there  are  certain  groups  of  cancer  of  the 
skin  that  are  best  treated  by  radical  surgery. 
This  mode  of  treatment  presupposes  the  ability 
and  inclination  of  the  surgeon  to  repair  the 
damage  that  destruction  of  the  growth  entails. 

One  of  the  objections  to  radical  surgical  ex- 
tirpation of  skin  cancer  is  the  disfigurement  and 
the  long  waiting  period  before  repair  is  pre- 
sumed safe.  This  is  particularly  so  since  many 
of  these  growths  occur  about  the  face. 

We  believe  that  it  is  much  safer  than  is  com- 
monly thought  to  radically  excise  these  tumors 
and  repair  immediately.  It  is  our  experience 
that  extensive  skin  cancer  can  be  satisfactorily 
eradicated  by  generously  estimating  in  advance 
the  amount  of  tissue  which  must  be  removed; 
if  necessary,  preparing  the  tissue  for  reconstruc- 
tion beforehand,  then  radically  removing  the 
lesion  surgically,  and  at  the  same  time  repairing 
the  loss  occasioned. 

This  plan,  in  certain  situations,  is  the  only 
method  of  treatment  that  offers  any  hope  of 
a fairly  high  percentage  of  long  arrests  of  the 
tumor.  In  other  instances,  although  the  chance 
of  cure  is  as  great  by  other  means,  still  when  all 
factors  are  weighed,  radical  surgery  may  be  the 
method  of  choice. 

Diagnosis 

Before  any  treatment  can  be  rationally  out- 
fined,  a positive  diagnosis  must  be  made.  Often 
a diagnosis  can  be  made  by  inspection  alone,  but 
it  should  always  be  confirmed  by  microscopic 
study.  It  is  important  to  distinguish  carcinoma 
of  the  skin  from  benign  lesions  and  to  decide 
whether  the  growth  is  of  basal  or  squamous  cell 
type. 

Senile  keratoses  are  precancerous  lesions.  They 
occur  on  the  face  and  hands  of  elderly  people. 
They  are  placque-like  thickenings  of  the  epi- 
dermis, slightly  elevated,  scaly,  and  a fight 
yellow-brown  color.  In  early  change  to  cancer 
they  may  weep  slightly  and  crust.  Basal  cell 
carcinoma  occurs  predominantly  after  forty. 
It  is  more  frequent  in  the  lightly  pigmented  races 
and  occurs  about  three  times  more  often  in  men 
than  in  women.  It  occurs  particularly  often  in 
those  exposed  to  weather — for  example,  in 
farmers.  It  is  often  preceded  by  a precancerous 
lesion.  The  majority  of  basal  cell  cancers  occur 
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above  the  level  of  the  upper  lip.  They  are  flat, 
indurated  growths,  ulcerated  in  the  center,  often 
with  a hard,  rolled  edge.  It  is  chronic,  painless, 
and  grows  very  slowly. 

Squamous  cell  carcinoma  of  the  skin  is  much 
less  frequent  than  basal  cell.  It  tends  to  occur 
at  the  junction  of  skin  and  mucous  membrane. 
It  grows  more  rapidly,  is  more  indurated,  and 
shows  more  infiltration.  It  often  involves  the 
extremities,  the  genitals,  the  lips,  and  regional 
lymph  nodes.  It  occurs  in  chronically  irritated 
areas,  as,  for  example,  in  chronic  burn  scar  ulcer- 
ations and  on  the  lips  of  pipe  smokers. 

Although  in  the  majority  of  cases,  a diagnosis 
can  be  made  from  appearance  alone,  in  early 
lesions  recourse  to  microscopic  examination  is 
the  only  sure  method. 

Treatment 

Once  the  diagnosis  is  made,  certain  facts  must 
be  kept  in  mind  regarding  therapy.  At  present 
we  have  but  two  methods  of  handling  cancer, 
radiation  and  surgery.  Basal  cell  carcinoma  is 
quite  radiosensitive,  squamous  cell  cancer  fairly 
resistant.  Moreover,  the  lymph  node  metastases 
of  squamous  cell  carcinoma,  because  of  their 
deeper  position,  are  not  easily  controlled  by  radi- 
ation. 

Precancerous  keratoses  and  early  basal  cell 
lesions  can  be  satisfactorily  handled  by  radiation 
with  a minimum  of  effort,  expense,  and  with  little 
disfigurement.  However,  this  initial  radiation 
must  be  adequate.  Too  often  the  first  treatment 
of  a relatively  insignificant  basal  cell  cancer  is 
given  without  biopsy,  by  one  who  has  neither 
efficient  equipment  nor  sufficient  appreciation 
and  knowledge  of  radiation  dosage. 

These  cancers  can  also  be  arrested  by  surgical 
extirpation,  but  again  this  must  be  adequate. 
Superficial  electrodesiccation,  curetting,  or  the 
application  of  escharotics  is  not  adequate.  They 
must  be  excised  with  a sufficient  margin  of  healthy 
tissue  or  widely  and  deeply  destroyed  by  surgical 
diathermy  or  cautery.  Surgical  extirpation  is 
usually  more  objectionable  to  the  patient  than 
radiation  and  causes  more  noticeable  scarring. 

Squamous  cell  carcinoma  can  also  be  arrested 
by  radiation  but  with  by  no  means  the  same  as- 
surance. For  this  reason  when  the  growth  is  so 
located — as,  for  example,  on  an  extremity — that 
it  can  be  surgically  removed  without  sacrificing 
a part  that  will  produce  disfigurement  or  de- 
rangement of  function,  surgery  may  be  prefer- 
able. Involved  lymph  nodes  are  best  handled  by 
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Fig.  1 

Case  1.  Postradiation  Recurrence. — Basal  cell  carcinoma  recurrent  three  times  during  seven  years. 
Excised  and  skin  graft  applied  at  once.  Left  photograph  shows  condition  present  after  third  postradiation 
recurrence.  Right  photograph  shows  appearance  one  year  after  surgical  excision  and  repair.  No  recur- 
rence to  date  (41/ 2 years). 


surgery.  In  certain  cases,  on  the  lip,  for  instance, 
a combination  of  radiation  of  the  primary  growth 
and  surgical  removal  of  the  involved  lymph 
drainage  is  best. 

In  any  event,  whether  surgery  or  radiation  is 
used  in  the  initial  treatment  of  skin  cancer,  it 
cannot  be  overemphasized  that  the  destruction 
of  the  growth  must  be  adequate.  However, 
during  the  later  history  of  cancer  of  the  skin, 
there  are  situations  that  occur  where  we  believe 
the  only  chance  of  arrest  of  the  growth  is  by 
radical  surgery. 

Postradiation  Recurrences 

One  of  the  most  common  indications  for  radical 
surgery  in  carcinoma  of  the  skin  is  a growth 
which  has  recurred  and  persisted  in  spite  of 
radiation  therapy.  As  I have  indicated,  initial 
radiation  of  these  tumors  may  at  times  be  inade- 


quate, and  in  these  instances  recurrence  is  rather 
prompt.  One  often  finds  that  one  or  more  recur- 
rences has  been  treated  by  further  inadequate 
radiation.  Again,  in  spite  of  what  is  usually  con- 
sidered adequate  radiation,  there  are  some  tumors 
which  recur.  We  believe  that  skin  cancer  which 
has  recurred  following  repeated  inadequate  radia- 
tion or  initial  adequate  radiation  should  be 
radically  excised.  Such  an  example  is  illustrated 
in  the  following  brief  case  report. 

Case  1 

M.  C.,  a white  married  woman  of  42,  was  first 
seen  on  October  26,  1937.  Seven  years  before,  a 
small  scaly  lesion  of  the  left  temporal  region  had 
been  treated  by  surgical  diathermy  and  an  unknown 
amount  of  x-ray.  Two  years  later  following  a recur- 
rence she  received  100  milligram  hours  of  radium. 
Two  and  a half  years  later  the  growth  recurred  and 
she  was  treated  with  radium,  100  milligram  hours. 
After  this  she  was  free  from  trouble  for  eleven 
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Fig.  2 

Case  2.  Persistent,  Recurrent  Basal  Cell  Cancer. — Left  photograph,  appearance  after  30  years  of  numerous 
x-ray  and  electrodesiccation  treatments;  disfigurement  marked,  and  cancer  still  present.  Middle  photo- 
graph shows  condition  after  first  operative  step;  forehead  flap  ready  for  transfer,  tumor  destroyed  by 
cautery.  Right  photograph  shows  completed  repair.  Working  every  day,  no  recurrence  to  date  (21/i 
years). 


months,  and  when  the  growth  recurred  for  the  third 
time  she  consulted  me.  She  had  a typical  recurrent 
basal  cell  carcinoma  with  a fairly  wide  zone  of  sub- 
cutaneous infiltration.  This  was  proved  by  micro- 
scopic examination.  The  growth  was  excised  with 
a wide  margin  of  normal  tissue  about  and  beneath 
it  and  a free  skin  graft  applied.  She  has  had  no 
recurrence  for  four  and  a half  years. 

Persistent,  Recurrent  Basal  Cell  Cancers 

This  group,  we  believe,  should  be  subjected  to 
radical  surgery.  It  overlaps  the  group  of  post- 
radiation recurrences  to  a certain  extent,  but  we 
consider  it  separately  because  a number  of  pa- 
tients present  themselves  with  a story  of  repeated 
recurrences  after  varied  therapeutic  agents  have 
been  used . Tb  ese  cancers  are  predominantly  about 
the  face,  and  we  presume  that  the  reason  for  the 
repeated,  obviously  inadequate  therapeutic  at- 
tempts, is  fear  of  producing  disfigurement.  Our 
answer  to  this  is  that  uncontrolled  rodent  ulcer  in 
time  causes  more  destruction  and  disfigurement 
than  adequate  initial  treatment.  No  cancer  can 
be  cured  by  half-hearted  methods.  A growth  on 
the  ala  of  the  nose  or  one  on  the  lip  should  be 
destroyed  as  thoroughly  and  widely  as  anywhere 
else,  but  from  patients  that  we  see,  we  have  come 
to  the  conclusion  that  there  is  a tendency  to 
temporize  in  the  initial  treatment  of  skin  cancers 
about  the  face. 


The  following  case  report  illustrates  long-con- 
tinued temporizing  and  the  steps  finally  taken  to 
arrest  the  growth. 

Case  2 

H.  B.,  a 59-year-old,  single,  white  expressman, 
was  referred  to  us  for  treatment  of  a long-standing 
ulceration  of  the  nose.  This  began  about  twenty 
years  before.  In  the  intervening  time  he  had  re- 
ceived many  x-ray  treatments,  and  the  growth  had 
been  treated  with  the  “electric  needle”  on  numerous 
occasions.  The  tip  of  the  nose  had  gradually  been 
lost  until  the  left  ala  was  completely  destroyed  and 
most  of  the  right  ala.  A crusted  ulcer  was  present 
over  the  remaining  edges  of  the  nasal  tip.  A section 
showed  basal  ceil  carcinoma  infiltrating  the  alar 
cartilage.  On  January  25,  1940,  a forehead  flap  was 
elevated  and  the  lower  half  of  the  nose  and  septum 
burned  away  with  the  cautery.  Reconstruction  of 
the  nose  was  completed  on  April  25,  1940,  three 
months  later.  Four  operative  steps  were  used.  He 
has  been  followed  frequently  since.  To  date,  al- 
most two  and  a half  years  later,  there  has  been  no 
recurrence. 

Extensive  Ulcerations 

Fortunately  the  number  of  patients  in  this 
group  is  small,  but  there  are  still  some  patients 
who,  for  one  reason  or  another,  allow  cancer  to 
progress  to  extensive  ulceration  before  seeking 
treatment.  In  this  group,  the  cancer  has  al- 
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Fig.  3 

Case  3.  Extensive  Ulceration. — Left  photograph  squamous  cell  cancer  when  first  seen.  Right  photo- 
graph, appearance  three  months  later  after  primary  excision  and  skin  grafting.  No  recurrence  for  five  years. 


ready  destroyed  tissue  of  such  magnitude  that 
disfigurement  is  present.  Arrest  of  the  cancer 
by  whatever  means  is  chosen  causes  still  further 
loss  of  tissue.  These  patients  must  have  the 
destroyed  tissue  replaced  if  they  are  to  become 
acceptable,  self-supporting  members  of  society. 
It  is  our  belief  that  the  course  of  treatment  is 
shorter  and  repair  simpler  if  radical  surgery 
is  resorted  to  than  if  the  tumor  is  arrested  by 
radiation  and  the  defect  then  repaired  sur- 
gically. 

To  a certain  extent,  radiation  damages  normal 
tissue  near  a tumor  so  that  when  repair  is  neces- 
sary, the  defect  must  be  surgically  increased  in 
order  to  secure  edges  which  have  normal  healing 
properties.  Moreover,  after  radiation,  months 
must  elapse  before  the  surrounding  tissues  return 
to  a state  in  which  they  will  tolerate  surgical 
intervention.  If  one  waits  until  there  is  some 
certainty  that  tumor  is  still  not  present,  the  time 
interval  before  repair  can  be  begun  is  usually 
about  eighteen  months.  Repair  takes  from  four 
to  six  months  more  so  that  it  is  often  two  or  two 
and  a half  years  before  the  patient  is  again  use- 
ful. 

This  treatment  period  can  be  greatly  lessened 
in  cases  of  extensive  ulceration  by  excising  the 
growth  widely  and  repairing  the  defect  at  once. 


Case  3 

We  first  saw  E.  G.,  a 79-year-old  white  woman, 
in  September,  1933.  She  had  a large  ulcerated 
growth  involving  most  of  the  midportion  of  the 
forehead.  A small  growth  had  been  present  for 
about  two  years,  but  during  the  previous  two 
months  it  had  spread  rapidly.  A biopsy  showed 
squamous  cell  carcinoma.  Because  of  the  extent 
of  the  ulceration  surgical  excision  was  carried  out. 
The  growth  did  not  extend  into  the  skull.  The 
bone  was  drilled  in  order  to  obtain  a granulating 
bed.  Six  weeks  later  the  granulating  wound  was 
covered  with  Thiersch  grafts.  The  wound  healed 
nicely.  She  was  followed  for  five  years  and  had  no 
recurrence. 

The  long-continued  course  and  the  difficulties 
encountered  in  primary  radiation  followed  by 
repair  are  well  illustrated  by  the  following  case 
report. 

Case  4 

W.  B.,  a 45-year-old,  white,  married,  gasoline 
salesman  came  for  advice  in  September,  1933,  con- 
cerning an  ulceration  of  the  right  corner  of  the 
mouth.  This  had  been  present  for  only  six  weeks  and 
had  grown  very  rapidly,  extending  back  to  the 
second  molar.  A biopsy  showed  squamous  cell 
carcinoma.  The  growth  and  neck  were  treated  by 
x-ray.  The  patient  was  given  5,500  r in  air  in  frac- 
tional doses  and  1,080  mg.  hours  of  contact  radium 
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Fig.  4 

Case  4.  Extensive  Ulceration. — Left  photograph  shows  defect  present  IV2  years  after  arrest  of  squa- 
mous cell  cancer  by  radiation.  Right  photograph,  appearance  on  completion  of  repair.  Time  from  initial 
treatment  to  completion  of  repair,  three  years.  This  time  could  have  been  no  more  than  three  or  four 
months  if  lesion  had  been  treated  by  radical  surgery  initially.  No  recurrence,  six  years. 


over  the  growth.  The  growth  healed.  Six  months 
later  recurrence  was  evident,  and  radium  seeds  were 
implanted  in  the  growth.  Following  this  the  angle 
of  the  mouth  sloughed.  The  edge  of  the  defect 
healed  slowly.  In  March,  1935,  about  eighteen 
months  after  the  first  treatment,  there  had  been  no 
recurrence,  and  surgical  repair  of  the  defect  was 
started.  This  was  attended  by  numerous  difficulties. 
A tube  graft  was  first  formed  on  the  neck.  This 
proved  to  be  a mistake,  for  the  tissues  had  received 
enough  radiation  to  partially  devitalize  them.  In- 
fection developed,  part  of  the  graft  was  lost,  and 
eventually  was  entirely  discarded.  A new  flap  was 
developed  on  the  chest  and  successfully  transferred 
to  the  face.  After  fifteen  major  and  minor  surgical 
steps,  repair  was  finally  completed  in  October,  1936. 
The  entire  period  of  treatment  was  just  about  three 
years.  Fortunately  the  growth  was  permanently 
arrested — at  least  he  was  last  seen  in  October,  1940, 


six  years  after  onset,  and  there  was  no  recurrence  at 
that  time. 

Cancer  Occurring  in  Scars 

There  is,  I believe,  practically  complete  agree- 
ment that  cancer  arising  in  old  burned  areas  and 
in  skin  which  has  been  damaged  by  heavy  ir- 
radiation, responds  poorly  to  radiation  therapy. 
But  since  we  from  time  to  time  see  such  lesions 
after  unsuccessful  x-ray  treatment,  it  seems  best 
to  call  attention  again  to  the  fact  that  this  small 
group  of  skin  cancers  should  be  treated  surgically. 

Case  5 

A white  farmer,  63  years  of  age,  was  first  seen  in 
December,  1939,  because  of  a growth  on  the  side  of 
his  neck.  He  had  been  burned  about  the  face, 
neck,  and  trunk  as  a child.  For  many  years  an 
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Fig.  5 

Case  5.  Cancer  Occurring  in  Burn  Scars. — Left  photograph,  squamous  cell  cancer  in  old  burn  cicatrix. 
Right,  appearance  after  radical  excision  and  immediate  skin  graft.  No  recurrence  to  date  ( 21/i  years). 


Fig.  6 

Case  6.  Skin  Cancer  Invading  Bone. — Left  photograph  shows  many  times  recurrent  basal  cell  cancer 
which  by  x-ray  had  extended  into  bones  of  orbit.  Right  photograph,  result  after  radical  surgery  and 
immediate  repair  by  doubled  forehead  flap.  No  recurrence  on  last  follow-up  (3  years). 
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area  in  the  scar  just  below  the  ear  had  been  rough 
and  scaly  and  ten  years  before  an  epithelial  horn 
had  appeared.  This  began  to  increase  in  size  some 
two  months  before  and  had  grown  rapidly.  The 
tumor  was  an  elevated,  firm  mass  with  some  ulcer- 
ated area;  it  was  about  8 by  8 cm.  in  size.  A biopsy 
showed  squamous  cell  carcinoma.  The  growth  was 
widely  and  deeply  excised  and  the  large  defect  im- 
mediately covered  with  a split  thickness  skin  graft. 
The  area  healed  promptly.  He  has  been  examined 
at  regular  intervals  and  to  date,  about  two  and  one- 
half  years,  there  has  been  no  recurrence. 

Skin  Cancer  Invading  Bone 

There  comes  a time  in  the  history  of  cancer 
occurring  in  the  skin  or  mucous  membrane  over 
bony  prominences,  when  the  neoplasm  extends 
into  bone.  This  occurs  particularly  in  squamous 
cell  carcinoma  of  the  alveolar  ridge  and  basal 
cell  carcinoma  about  the  rims  of  the  orbits  and 
over  the  bony  nasal  bridge.  When  bone  is  in- 
vaded by  cancer  cells  they  are  so  protected  that 
they  can  be  killed  only  be  destruction  of  the  bone 
in  which  they  are  lodged.  This  can  be  done  by 
irradiation  but  only  by  extremely  heavy  dosage 
to  the  point  of  radiation  necrosis.  Such  a dose 
affects  deep  soft  tissues  and  makes  the  patient 
miserable  for  months.  Repair  following  such 
treatment  is  difficult  because  of  wide-spread  tissue 
devitalization.  We  believe  the  chances  of  arrest 
of  the  growth  are  greater,  the  patient  less  miser- 
able, the  course  shorter,  and  the  final  repair  better 
if  carcinoma  extending  into  bone  is  handled  surgi- 
cally. 

Case  6 

F.  N.,  a white  farmer,  age  63,  was  seen  in  August, 
1937,  because  of  a long-continued  growth  near  the 
internal  canthus  of  the  right  eye.  Seven  years  be- 
fore a few  small  pearly  nodules  in  this  region  were 
treated  by  x-ray.  Three  years  later  an  ulceration 
in  the  same  area  was  treated  with  100  mg.  hours  of 


radium.  The  lesion  recurred  promptly  and  was 
treated  six  months  later  by  electrocoagulation. 
Within  six  months  the  growth  was  again  present, 
and  radium  was  again  applied.  Two  and  one-half 
years  after  this  I saw  him.  He  had  a firm,  puckered, 
ulcerated  tumor  adherent  to  the  inferior  orbital  rim. 
X-rays  showed  bone  destruction.  In  September, 
1937,  a radical  removal  of  the  growth  and  exentera- 
tion of  the  orbit  was  done.  The  defect  was  closed  by 
a doubled  forehead  flap.  The  entire  course  of  treat- 
ment entailed  five  operative  steps  and  was  com- 
pleted in  three  months.  He  was  followed  for  three 
years  and  then  failed  to  return  for  follow-up.  When 
last  seen  there  was  no  recurrence. 

Summary 

1.  Skin  cancers  occurring  in  burn  and  post- 
radiation scars  are  best  treated  initially  by  radical 
surgery. 

2.  Extensively  ulcerated  skin  cancers  are 
more  satisfactorily  and  quickly  arrested  by  sur- 
gery than  by  radiation  followed  by  surgical  re- 
pair. 

3.  Postradiation  recurrences  of  skin  cancer 
should  be  treated  surgically  rather  than  by  further 
radiation. 

4.  Persistent-recurrent  skin  cancer  should  be 
surgically  excised. 

5.  Skin  cancers  that  have  invaded  bone  can 
be  arrested  by  surgery  only. 

These  groups  of  skin  cancer  can  be  arrested  in 
a high  percentage  of  cases  by  wide,  deep  surgi- 
cal removal  and  immediate  repair.  The  ac- 
cepted teaching  that  cancer  defects  should  be  left 
open  for  inspection  for  at  least  eighteen  months 
causes  a long  period  of  disability  that  is  not  al- 
ways necessary.  Deep  invasive  growths  whose 
complete  eradication  is  doubtful,  should  not  be 
repaired  until  one  is  certain  that  recurrence  is 
not  probable.  However,  large  surface  areas  of 
growth  should  not  be  a deterrent  to  immediate 
repair. 


COLOR-BLIND  FAMILY 
A father  and  two  sons  who  among  them  exhibit 
all  the  three  known  types  of  color-blindness  were 
described  by  Dr.  Dean  Farnsworth  of  New  York 
University  at  a recent  meeting  of  the  Optical 
Society  of  America  in  New  York. 

The  father  is  violet-blind.  He  confuses  violet 
with  yellow,  blue  with  green,  and  orange  with  red- 
purple.  One  son  is  red-blind;  the  other  green-blind. 

Violet-blindness  by  itself  is  extremely  rare. 
Dr.  Farnsworth  mentioned  only  two  conspicuous 
previous  cases  investigated  in  this  country.  One 
was  of  quite  a different  type,  he  said,  and  the  other 


was  not  adequately  investigated.  However,  he 
believes  that  violet-blindness  is  not  so  rare  as 
generally  supposed,  that  a number  of  cases  have 
escaped  detection  because  of  inadequacy  of  the 
color-blindness  tests. 

Another  rare  feature  of  the  present  case  is  that 
the  father  is  completely  blind  to  the  violet  edge  of 
the  rainbow.  He  does  not  see  violet  light  at  all. 
He  sees  yellow  light  but  it  appears  colorless  to  him. 
The  red-blindness  and  the  green-blindness  of  the 
two  sons  are  not  uncommon  among  males. — Science 
News  Letter 


DISCREPANCIES  IN  SEROLOGIC  FINDINGS  AS  SHOWN  BY  THE 
RESULTS  OF  THE  WASHINGTON  SEROLOGY  CONFERENCE 

J.  F.  Mahoney,  M.D.,  Staten  Island,  New  York 


THE  recently  enacted  items  of  social  legisla- 
tion requiring  premarital  and  prenatal  blood 
testing  are  serving  to  bring  to  the  fore  the  short- 
comings of  the  laboratory  methods  used  in  the 
serum  diagnosis  of  syphilis.  It  is  now  rather 
generally  agreed  that  none  of  the  procedures  in 
use  at  the  present  time  completely  covers  the 
field  of  clinical  syphilis.  It  is  also  conceded  that 
any  method  may  yield  false  positive  results  in 
the  presence  of  intercurrent  illness  and  that 
leprosy  and  malaria  are  prone  to  produce  positive 
reactions.  Less  well  recognized  is  the  fact  that 
a certain  amount  of  disagreement  in  the  find- 
ings of  any  two  tests  is  to  be  anticipated  and  that 
these  discrepancies  may  be  looked  upon  as  a 
shortcoming  of  the  science  of  serology  rather 
than  as  a limitation  of  an  individual  technic. 

A study  of  the  problem  presents  some  practical 
difficulties.  Two  approaches  are  open.  The 
first,  and  the  one  usually  adopted,  consists  of 
the  detailed  study  of  groups  of  patients  who 
display  discrepant  serologic  findings,  or  for 
whom  the  laboratory  findings  are  at  variance  with 
the  clinical  picture.  The  second  method  requires 
the  carrying-out  of  multiple  procedures  in  a 
large  group  of  serum  specimens  and  the  analysis 
of  the  results  as  to  the  frequency  with  which 
conflicting  findings  are  produced  and  as  to  the 
type  of  patient  from  whom  discrepant  findings 
tend  to  appear.  The  latter  study  requires  that 
the  specimen  material  be  identical  for  the  various 
tests  and  that  the  technical  methods  be  carried 
out  in  an  unimpeachable  manner.  The  data  sup- 
plied by  the  Washington  Serology  Conference  ful- 
fill these  requirements  and  will  be  used,  in  part, 
in  an  effort  to  illuminate  the  problem  of  conflict- 
ing test  findings. 

On  three  previous  occasions — at  Copenhagen 
in  1923  and  1928,  and  at  Montevideo  in  1932 — 
groups  of  serologists,  each  credited  with  having 
contributed  a new  test  or  major  modification, 
have  been  assembled.  The  purpose  of  these 
assemblies  was  the  rapid  gathering  of  precise 
information  in  regard  to  the  reliability  of  each 
method  in  the  detection  of  syphilis.  The 
Washington  Conference  was  a further  step  in  this 
direction  and  represented  an  effort  to  evaluate  the 
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earlier  American  technics  and  some  of  the  more 
recently  developed  methods.  Nineteen  serolo- 
gists participated  and  reported  upon  the  findings 
obtained  with  28  procedures.  A total  of  1,002 
serum  and  234  spinal  fluid  specimens,  (1)  from 
donors  with  the  established  diagnosis  of  syphilis, 
(2)  from  presumably  nonsyphilitic  patients  suffer- 
ing from  intercurrent  illnesses  and/or  pathologic 
conditions,  and  (3)  from  normal  individuals,  were 
distributed.  Upon  a scrutiny  of  the  findings  of 
this  group  are  based  some  of  the  considerations 
to  be  stated  in  regard  to  discrepant  findings. 

All  of  the  distinctive  test  procedures  available 
at  this  time  are  technical  adaptations  of  one  of 
two  principles,  complement  fixation  and  pre- 
cipitation or  flocculation.  All  of  the  tests  are 
considered  to  be  capable  of  detecting  the  presence 
of  the  same  component  of  blood  serum.  This 
component  has  been  designated  as  reagin,  or 
Wassermann  substance,  and  is  supposedly  the 
product  of  spirochetal  action.  It  has  been  con- 
venient to  look  upon  reagin  as  an  entity  and  to 
consider  that  the  strength  of  a positive  reaction 
is  roughly  indicative  of  the  concentration  of  the 
reacting  substance.  If  this  were  entirely  true 
the  cause  of  conflicting  findings  could  be  traced 
to  the  ability  of  one  test  to  measure  concentra- 
tions which  escape  detection  by  another.  The 
degree  to  which  a difference  in  sensitivity  may 
account  for  conflicting  findings  may  be  estimated 
from  the  following. 

In  Chart  1 are  arrayed  the  percentage  ratings 
attained  by  a group  of  more  widely  known  Ameri- 
can methods  in  the  testing  of  376  serums  from 
syphilis  patients.  The  blood  specimen  with- 
drawn from  each  patient  was  sufficiently  large 
to  provide  an  adequate  and  entirely  comparable 
sample  for  each  participant.  Only  patients  with 
a clearly  established  diagnosis  of  syphilis  were 
used  as  donors.  Although  the  actual  conduct 
of  each  of  the  methods  was  in  the  hands  of  the 
originator,  or  an  accredited  representative,  an 
appreciable  difference  is  apparent  in  the  ability 
of  the  tests  to  detect  reacting  substance. 

In  the  complement  fixation  group  of  tests  there 
is  a difference  between  77.4  per  cent  of  positive 
findings  recorded  by  the  most  sensitive  and 
54.2  per  cent  recorded  by  the  least  sensitive  pro- 
cedure. The  doubtful  range  in  some  of  the  tests 
serves  partially  to  close  the  gap  and  indicates 
that  some  reacting  substance  was  detected  but 
that  the  degree  of  the  reaction  did  not  warrant  a 
positive  report.  In  the  flocculation  group  the 


844 


J.  F.  MAHONEY 


[N.  Y.  State  J.  M. 


Percentage  Findings  of  Test,  with  376  Serums  from  Parents  with  Syphilis 


Chabt  1 


spread  appears  to  be  almost  equally  pronounced. 
The  procedure  at  the  left  of  the  array  attained 
76.9  per  cent  positive  findings  as  compared  with 
58.3  per  cent  for  the  method  at  the  right. 

The  difference  in  the  totals  of  positive  findings 
displayed  by  any  two  procedures  serves  as  an 
indication  of  the  mathematical  possibility  of 
conflicting  results  being  produced.  The  point 
may  be  further  emphasized  by  the  statement  that 
87  per  cent  of  the  specimens  from  syphilis 
patients  were  found  to  be  positive  or  doubtful 
by  at  least  one  diagnostic  procedure,  whereas  the 
highest  percentage  attained  by  any  one  test  was 
83.2.  The  average  for  fifteen  of  the  tests  which 
were  acceptable  from  the  specificity  point  of 
view  was  71  per  cent.  Thus  it  would  seem  that 
in  a group  of  specimens  from  known  syphilis 
patients  a discrepancy  rate  of  from  4 to  20  per 
cent  may  be  expected. 

Individual  serum  reactivity  patterns  further 
complicate  the  picture.  When  the  findings  of 
any  two  methods  are  analyzed  on  the  basis  of 
results  in  comparable  specimens,  the  range  of 
complete  disagreement  between  tests  in  the  com- 
plement fixation  group  varies  from  6 to  20  per 
cent.  This  means  that  the  same  serum  may  be 
recorded  as  positive  by  one  method  and  negative 
by  another.  As  an  example,  the  New  York 
State  complement  fixation  and  the  Koimer  tests 
recorded  approximately  the  same  total  number 
of  positive  and  doubtful  findings.  However, 
the  New  York  State  method  recorded  reactions 


in  12  serums  which  were  negative  to  the  Koimer. 
The  reverse  was  true  in  18  serums.  The  Boerner- 
Lukens  test  was  positive  or  doubtful  in  12  in- 
stances which  were  negative  to  the  Connecticut 
State  test,  while  the  reverse  was  true  in  28 
serums.  In  comparing  two  methods  which  have 
a distinct  difference  in  sensitivity  levels,  the 
disagreement  becomes  more  pronounced  and  is 
toward  the  most  sensitive  method,  but  not  en- 
tirely so.  Thus,  the  Mazzini  test  records  as 
positive  or  doubtful  70  serums  which  were  nega- 
tive to  the  Kahn,  but  the  Kahn  was  positive  in 
4 serums  which  were  negative  to  the  Mazzini. 

A still  further  complicating  feature  may  be 
illustrated  by  the  following  information.  As  a 
result  of  considerable  experimentation,  it  has 
been  found  that  serum  specimens  which  have 
been  Seitz-filtered  and  to  which  an  adequate  con- 
centration of  merthiolate  substance  has  been 
added,  may  be  maintained  in  a testable  condition 
for  prolonged  periods  without  appreciable  loss 
of  reactivity.  This  knowledge  was  utilized  in 
the  Washington  Conference  in  the  following  way. 

For  the  purpose  of  testing  the  ability  of  a 
procedure  to  reproduce  its  findings  in  identical 
specimen  material  tested  upon  different  days,  a 
group  of  specimens  was  prepared.  Pooled 
positive  serum  was  diluted  with  negative  serum 
in  a series  of  9 dilutions  ranging  from  3 of  positive 
and  one  of  negative  to  one  of  positive  and  43  of 
negative.  The  bulk  specimens  of  each  dilution 
were  passed  through  a Seitz  filter  and  preserved 
with  merthiolate  substance.  A sample  of  each 
dilution  was  tested  by  every  participant  on 
each  of  the  ten  days  of  the  Conference.  When 
the  results  are  tabulated  the  ability  of  each  pro- 
cedure to  follow  the  dilution  schedule  is  dis- 
played, as  is  also  the  day-to-day  variation  to  be 
expected  in  testing  samples  of  identical  material. 

Chart  2 represents  the  findings  of  a group  of 
the  more  widely  used  technics.  Attention  is 
invited  to  the  performance  of  the  Michigan  State 
Modified  Kahn  Presumptive  procedure,  which 
contributed  a completely  satisfactory  perfor- 
mance in  this  group  by  detecting  reagin  in  all 
specimens  in  which  reacting  substance  was  pres- 
ent. The  New  York  State  complement  fixation 
test  gave  an  almost  perfect  picture  in  that  the 
transition  from  positive  to  negative  findings  was 
precise,  although  at  a higher  level  of  reagin  con- 
centration than  the  first-mentioned  procedure. 

The  majority  of  tests,  however,  appear  to 
pass  through  a critical  zone  which  covers  two  and 
sometimes  three  of  the  present  dilutions.  In 
this  zone  the  findings  of  “positive,”  “doubtful,” 
or  “negative”  are  indiscriminately  recorded  for 
identical  specimens  tested  upon  different  days. 
The  critical  zone  may  occur  at  different  levels  in 
the  dilution  schedule  for  different  tests  and 
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might  alter  its  relative  position  if  other  materials 
were  used.  The  reports  for  identical  specimens 
tested  upon  the  same  day  by  different  methods 
show  the  same  type  of  variation  in  findings. 

If  it  may  be  postulated  that  syphilis  is  capable 
of  producing  concentrations  of  reagin  com- 
parable to  those  artificially  produced  in  the 
present  study,  then  it  is  only  logical  to  expect 
that  there  will  be  a lack  of  uniformity  in  the 
results  produced  by  different  methods,  or  that 
conflicts  will  occur  in  findings  of  the  same  method 
on  different  days. 

On  this  basis  there  appear  to  be  three  types  of 
discrepant  serologic  findings  in  serums  from 
syphilis  patients.  They  may  be  attributed  (1) 
to  the  difference  in  the  sensitivity  levels  of  the 
tests  used,  (2)  to  the  inherent  weakness  in  test 
mechanics  when  the  concentration  of  reacting 
substance  is  in  the  region  of  the  threshold  of  the 
test,  and  (3)  to  the  presence  of  certain  factors 
w’hich  have  the  power  of  determining  the  test  or 


tests  which  may  yield  a positive  reaction  while 
others  are  negative.  The  role  of  the  latter  fac- 
tors can  only  be  inferred  at  this  time.  This 
grouping  does  not  take  into  consideration  the 
positive  findings  produced  by  diseases  and  con- 
ditions other  than  syphilis. 

It  would  thus  seem  that  discrepant  serology 
findings  are  to  be  expected  at  the  present  state 
of  our  knowledge.  It  should  be  recalled  that 
the  findings  here  presented  were  produced  by 
workers  skilled  in  each  technic  and  that  the 
results  may  be  looked  upon  as  a fair  maximum  of 
that  attainable  by  the  methods.  In  less  skilled 
hands  the  degree  of  discepancy  would  probably 
be  of  a greater  order.  It  is  surely  regrettable 
that  there  has  not  been  developed  a method 
by  which  the  medical  man  who  is  called  upon 
to  interpret  the  findings  could  be  guided  in 
determining  the  type  of  conflicting  picture  with 
which  he  is  dealing.  There  are,  however,  several 
principles  which  may  be  found  helpful. 
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The  conflicting  findings  that  are  directly  attrib- 
utable to  faulty  technical  work  present  a per- 
plexing dilemma  for  the  medical  man.  As  has 
been  previously  intimated,  there  is  no  way  of 
compensating  for  the  vagaries  and  inconsistencies 
which  may  result  from  the  improper  conduct 
of  tests  due  to  indifference,  or  lack  of  knowledge 
or  training.  It  is,  moreover,  difficult  for  the 
profession  to  judge  the  laboratory  which  is  doing 
good  serology.  The  safe  attitude  is  the  patron- 
izing of  a laboratory  in  which  recognized  pro- 
cedures are  being  carried  out  under  careful  check 
at  all  times.  The  state  health  departments,  which 
maintain  an  approval  system  for  laboratories, 
contribute  a valuable  service  through  the  in- 
sistence upon  high  technical  and  educational 
standards. 

Another  general  thought  to  be  borne  in  mind 
is  that  a serologic  upstroke  almost  invariably 
accompanies  the  invasion  of  syphilis  and  that, 
once  the  invasion  is  completed,  practically  all 
w- ell-conducted  procedures  give  positive  findings. 
Under  effective  treatment  the  test  findings  are 
unevenly  reduced  or  reversed.  The  bulk  of  dis- 
crepant results  are  found  in  this  category  of 
patient.  When  a history  of  previous  infection 
and  therapy  are  obtainable,  the  import  of  con- 
flicting serology  is  minimal,  as  the  continuation 
of  therapy,  or  the  approval  for  marriage,  will  be 
predicated  upon  conditions  and  circumstances 
other  than  the  serologic  findings.  Discrepant 
findings  may  be  considered  as  the  rule,  rather 
than  the  exception,  in  patients  wrho  are  respond- 
ing to  treatment  or  wfho  are  in  the  initial  stage 
of  serorecurrence. 

The  troublesome  instances  of  conflicting  serol- 
ogy occur  in  patients  who  do  not  give  a history 
of  previous  infection  and  therapy.  In  those  the 
possibility  of  a false  positive  finding  should 
always  be  given  consideration.  The  serology 
is  usually  that  of  low-reading  positive  or  doubtful 
reactions  with  some  methods  and  negative  find- 
ings with  others.  As  a basic  premise  it  may  be 
stated  that  this  is  not  the  expected  picture  of  an 
untreated  syphilis  of  any  appreciable  duration. 
It  is  the  picture  frequently  encountered  in  syphi- 
lis which  is  responding  to  therapy.  Hence,  in 
the  absence  of  history  and  clinical  evidence  of 
syphilis,  consideration  should  always  be  given 
to  the  possibility  of  the  atypical  finding  being 
an  expression  of  the  influence  of  a condition 
other  than  syphilis.  It  is  only  rarely  that  an 
arbitrary  diagnosis  of  syphilis  and  the  beginning 
of  treatment  are  warranted  upon  the  basis  of  this 
type  of  serologic  finding. 

Discussion 

Augustus  B.  Wadsworth,  M.D.,  Albany — I wrish 
to  preface  my  remarks  by  stating  that  I agree  heart- 


ily with  the  main  points  that  Dr.  Mahoney  has 
stressed.  There  is  possibly  one  exception  and  with 
that  I agree  from  one  point  of  view  while  from  an- 
other I disagree.  In  our  first  evaluations  by  com- 
parative series  the  standard  that  was  selected  and 
that  proved  most  satisfactory  wrherever  there  was  a 
discrepancy  was  the  consensus  of  reports  on  a given 
specimen.  On  the  other  hand,  it  does  not  help  to 
multiply  tests  that  are  defective  in  order  to  reach  a 
satisfactory  confirmation. 

It  is  reassuring  to  have  such  a broad  evaluation  of 
the  comparative  results  obtained  with  the  different 
serologic  tests — that  is,  an  interpretation  within  the 
limitations  of  our  knowiedge  of  serology.  Still,  I 
must  reiterate  that  the  laboratory  should  not  make 
a diagnosis  of  syphilis,  that  the  reports  of  the  sero- 
logic tests  should  not  be  submitted  as  “positive," 
“negative,"  or  “doubtful,"  and  that  evaluations 
based  on  such  reports  fail  to  give  a true  comparison 
of  the  methods  either  from  the  theoretic  or  the 
practical  point  of  view.  The  statistical  comparison 
of  results  based  on  reports  of  “positive,"  “negative," 
and  “doubtful,"  although  it  has  contributed  to  our 
general  knowledge,  has  been  wrorn  threadbare,  so  to 
speak,  especially  since  it  does  not  give  the  detail 
necessary  for  comparison  within  the  group  of  so- 
called  discrepant  results.  “Positive"  connotes  a 
marked  reaction,  wffiereas  in  sensitive  tests  it  may 
really  represent  a relatively  slight  amount  of  reagin. 
In  such  instances  even  those  reactions  that  have  a 
specific  origin  represent  such  a small  degree  of  ac- 
tivity that  their  significance  is  doubtful.  Thus  the 
variation  in  reports  of  “positive,"  “doubtful,"  and 
“negative"  in  this  borderline  group  is  particularly 
objectionable.  Specific  information,  in  the  light  of 
our  experience,  has  only  been  obtained  by  the  de- 
tailed analytic  comparison  of  the  degree  of  reaction 
obtained  in  the  different  tests  and  in  the  light  of 
clinical  observation  in  the  individual  cases.  The 
significance  of  lowr  grades  of  reaction  obviously  de- 
pends upon  wffiether  or  not  the  case  is  syphilis,  upon 
the  stage  of  development  of  the  disease,  and  upon 
whether  or  not  the  patient  is  under  treatment.  The 
importance  of  detailed  analytic  comparison  of  the 
degree  of  reaction  is  strikingly  emphasized  by  stud- 
ies we  have  made  of  the  final  titers  in  cases  of  syphi- 
lis under  the  modern  intensive  methods  of  treat- 
ment. This  applies  also  to  the  evaluation  of  the  so- 
called  cross-reactions  reported  in  other  diseases. 
Cross-reactions  have  been  reported  in  the  test  as  it 
is  used  in  syphilis,  yaw’s,  leprosy,  and  tuberculosis. 
Yaw’s  gives  a true  cross-reaction  that  approximates 
the  reaction  obtained  in  syphilis,  wffiereas  this  is  not 
true  in  leprosy.  In  the  comparative  studies  of  these 
diseases  made  by  Mrs.  Maltaner*  only  a relatively 
small  proportion  of  serums  from  cases  of  leprosy 
reacted  to  a marked  degree  in  the  test  as  it  is  used 
in  syphilis,  but  with  the  tubercle  antigen  they  re- 
acted in  parallel,  or  to  a greater  degree,  than  did 
serums  from  patients  with  tuberculosis.  Thus,  with 
leprosy  and  tuberculosis,  as  with  yaws  and  syphilis, 
there  are  true  cross-reactions  and  the  small  per- 
centage of  discrepancies  may  be  typical  reactions 
of  the  disease  that  wras  not  discovered  clinically. 

♦Am.  J.  Trop.  Med.  20:  843  (1940);  21:  145  (1941). 


May  1,  1943] 


DISCREPANCIES  IN  SEROLOGIC  FINDINGS 


847 


The  percentages  recorded  with  precipitation  as 
compared  with  complement  fixation,  in  Dr.  Ma- 
honey’s report,  are  so  remarkable  that  a question  is 
raised  as  to  the  significance  of  a certain  proportion 
of  these  reactions — that  is,  in  the  light  of  our  ex- 
perience. In  comparative  studies  of  the  reactivity 
of  the  same  serum  it  is  not  possible  to  secure  as  sen- 
sitive results  with  precipitation  as  with  complement 
fixation. 

The  difficulty  of  interpreting  the  significance  of 
the  relatively  small  percentage  of  atypical  reactions 
that  occur  in  serologic  tests  is  illustrated  when  the 
results  of  a long  series  of  repeated  tests  are  studied. 
The  deviation  in  the  great  majority  of  specimens  is 
only  8 to  10  per  cent,  which  might  indicate  the 
technical  error,  but  in  a small  number  the  deviation 
ranges  as  high  as  25  or  50  per  cent  or  higher,  a vari- 
ation in  reactivity  that  is  not  clearly  manifest  in  the 
ordinary  test  but  only  on  quantitative  titration. 
This  has  been  our  experience  in  a series  of  repeated 
tests  and  in  tests  at  short  intervals  on  sera  of  patients 


under  treatment.  The  varying  results  which  Dr. 
Mahoney  has  reported  with  dilutions  of  reacting 
serum  in  pooled  nonreacting  serums  suggest  that 
the  treatment  of  the  serum  under  these  conditions 
has  definitely  altered  its  reactivity. 

As  data  in  regard  to  these  variations  in  reactivity 
of  the  serum  under  different  conditions  accumulate, 
it  appears  to  be  the  changes  in  the  serum  that  give 
rise  to  the  atypical  variations  in  the  degree  of  re- 
activity rather  than  the  antigen.  Now  that  we  have 
an  antigen  prepared  from  balanced  quantities  of 
practically  pure  substances — cardiolipin,  lecithin, 
and  cholesterol — it  will  be  possible  to  obtain  final 
proof  of  this  conclusion. 

Just  before  the  meeting,  Dr.  Mahoney  told  me 
that  an  institute  of  serology  in  the  United  States 
Public  Health  Service  has  nowT  been  established  and 
is  delayed  in  its  development  only  by  the  demands 
of  the  war.  This  assures  the  future  of  the  work  and 
will  inspire  confidence  in  the  evaluation  of  tests  by 
competent  serologists. 


STATE  INDUSTRIAL  HEALTH  PROGRAMS 

The  movement  toward  more  and  better  preventive 
industrial  medicine  has  received  force  and  direction 
from  committees  on  industrial  health  in  the  state 
medical  societies.  Following  the  recommendations 
of  the  Council  on  Industrial  Health,  these  agencies 
were  to  contain  representation  from  private  practice, 
industrial  practice,  and  the  state  bureau  of  industrial 
hygiene,  all  to  assist  in  focusing  the  interest  of  every 
element  in  medicine  on  the  physical  welfare  of 
workers.  Already  significant  advances  have  been 
made.  When  the  full  implications  unfold,  no  other 
committee  in  the  structure  of  medical  organization 
in  each  state  is  likely  to  exert  more  influence  on  the 
nature  and  standards  of  medical  practice. 

One  of  the  principal  obstacles  to  widespread 
industrial  medical  activity  is  lack  of  public  interest, 
particularly  among  the  managers  of  small  plants. 
The  fault  is  not  that  of  medicine  alone;  it  is  equally 
a responsibility  of  management  and  labor.  State 
medical  society  committees  on  industrial  health 
have  established  excellent  working  relations  with 
state  manufacturing  associations  and  are  bringing 
directly  to  them  dependable  information  on  the 
benefits  of  competent  industrial  medical  super- 
vision. 

The  representatives  of  organized  labor  need 
to  be  approached  to  secure  cooperation  in  the  de- 
velopment of  medical  and  hygienic  programs  in 
large  and  small  plants  and  also  in  the  province  of 
general  health  education.  Workers  spend  far  more 
time  off  the  job  than  on  it.  Ordinary  illness  plus 


the  combined  effects  of  poor  housing,  wrong  nutri- 
tion, and  injudicious  use  of  leisure  time  are  the 
most  prolific  causes  of  absenteeism  due  to  sickness. 

Two  other  phases  of  activity  by  state  committees 
contain  the  secret  of  successful  advancement  of 
industrial  health.  If  any  considerable  degree  of 
public  acceptance  is  to  be  developed,  physicians, 
hygienists,  and  nurses  must  be  capable  of  meeting 
these  new  demands.  Much  effort  is  now  being 
exerted  to  supply  the  medical  profession  with  an 
awareness  of  modern  industrial  health  methods. 
Much  remains  to  be  done,  however,  largely  under 
the  immediate  stimulus  of  state  medical  organi- 
zations. 

Already  some  of  the  state  committees  have 
organized  cooperating  units  in  the  medical  societies 
of  industrial  counties.  Efforts  in  the  counties  should 
be  undertaken  in  accordance  with  accepted  com- 
munity medical  practice  and  public  health  ad- 
ministration. The  type  of  committee  representa- 
tion described  for  the  states  is  equally  important 
in  counties.  . . . These  committees  must  exercise 
medical  initiative  and  leadership  in  any  community 
industrial  health  department.  Opportunities  are 
numerous  for  local  investigation  of  causes  of  absen- 
teeism, for  correlation  of  interested  community 
health  facilities,  for  education  of  the  public  to  the 
advantages  of  preventive  industrial  medical  service, 
and  for  continuous  instruction  of  the  profession 
and  ancillary  groups  about  advances  in  industrial 
medicine,  surgery,  and  hygiene. — J.A.M.A. 


X-RAY  IN  TREATMENT  OF  DIPHTHERIA  CARRIERS 


The  use  of  x-ray  therapy  in  the  treatment  of 
diphtheria  carriers  has  been  promoted  with  marked 
success  by  two  clinicians  from  the  University  of  Cali- 
fornia, Drs.  Arthur  J.  Williams  and  Thomas  Fullen- 
love. 

According  to  these  workers,  all  classes  of  carriers 


should  be  given  x-ray  treatments  in  order  to  avoid 
the  risk  of  developing  a chronic  illness.  It  has  also 
been  suggested  that,  since  the  natural  process  of  re- 
sistance to  infection  is  accelerated  by  x-rays,  im- 
munization may  possibly  be  combined  with  x-ray 
therapy. 


INFECTIOUS  MONONUCLEOSIS 


From  the  Point  of  View  of  the  General  Practitioner 

Henry  B.  Sokal,  M.D.,  Brooklyn 


IN  THE  days  of  Emil  Pfeiffer,  it  was  a simple 
matter  to  make  a diagnosis  of  infectious 
mononucleosis.  It  was  enough  to  keep  in  mind 
the  clinical  picture  of  the  disease  as  described  by 
Pfeiffer,1  with  its  special  emphasis  on  the  enlarge- 
ment of  the  cervical  lymph  nodes,  the  fever,  and 
the  benign  character  of  the  disease. 

This  conception  of  glandular  fever  changed 
when  Burns,2  and  later  Sprunt  and  Evans,3  pub- 
lished their  reports  stressing  the  hematologic 
findings  in  this  disease.  The  normal  response  to 
an  acute  infection  is  usually  a pronounced  leuko- 
cytosis, but  in  Pfeiffer’s  disease  this  tendency  was 
reversed.  Burns  noticed  that  a high  mononucleo- 
sis was  invariably  present  in  all  cases. 

Later  reports  coming  from  many  quarters 
confirmed  these  observations.  It  was  generally 
agreed  that  the  blood  picture  was  a more  con- 
stant and  a more  pathognomonic  feature  for  this 
malady  than  the  varying  degree  of  lymphatic 
glandular  enlargements.  Consequently,  a new 
name  was  suggested  for  glandular  fever — the 
present  term,  “infectious  mononucleosis.” 

This  term  is  somewhat  confusing;  it  must 
therefore  be  emphasized  that  the  changes  oc- 
curring in  the  blood  affect  chiefly  the  lymphocytes, 
and  not,  as  the  name  might  suggest,  the  large 
mononuclears,  also  known  as  the  transitional,  or 
Ehrlich’s,  cells.  This  complicated  the  diagnostic 
problem.  Infectious  mononucleosis  had  to  be 
differentiated  from  a group  of  diseases  in  which  a 
lymphocytic  reaction  was  a frequent  occurrence, 
as  in  pertussis,  rubeola,  measles,  mumps,  and 
typhoid  fever,  not  to  mention  lymphatic  leu- 
kemia and  other  less  frequently  occurring  dis- 
eases, especially  since  glandular  enlargement 
was  no  longer  regarded  as  indispensable  for  the 
diagnosis. 

The  observations  of  Paul  and  Bunnell4  on  the 
reaction  of  the  serum  of  patients  with  infectious 
mononucleosis  toward  sheep  erythrocytes  marked 
the  third  advance  in  our  knowledge  of  the  dis- 
ease. 

These  investigators  found  that  the  serum 
of  these  patients  will  agglutinate  sheep  erythro- 
cytes in  a high  dilution.  Thus,  a new  postulate 
was  added  to  the  diagnosis  of  this  malady:  a 

positive  heterophile  antibody  reaction  to  sheep 
corpuscles.  The  diagnosis  of  infectious  mono- 
nucleosis is  based  today  on  three  essential  fac- 
tors: (1)  the  blood  findings,  (2)  the  serologic 
reaction,  and  (3)  the  clinical  picture. 


The  Blood  Picture 

This  is  the  most  constant  and  therefore  a most 
useful  diagnostic  sign  for  infectious  mononucleo- 
sis. It  is  characterized  by  a high  mononucleosis. 
These  cells  may  total  95  per  cent  of  the  white  cell 
count.  In  the  first  day  or  two  of  the  disease  this 
increase  may  not  be  so  striking;  it  may  even  be 
preceded  by  a transient  polymorphonuclear 
leukocytosis.  However,  within  a few  days  the 
blood  picture  is  usually  well  established. 

The  average  practitioner,  after  reading  the 
descriptions  of  the  delicate  tinctural  nuances 
and  the  minute  cytologic  details  in  the  structure 
of  the  nuclei  and  the  cytoplasm  of  the  lympho- 
cytic cells  in  infectious  mononucleosis,  might  har- 
bor the  impression  that  only  a top-ranking  hema- 
tologist can  diagnose  this  condition.  However, 
if  one  keeps  in  mind  the  typical  small,  round- 
shaped  lymphocyte  with  its  very  narrow  rim  of 
cytoplasm,  as  seen  in  the  average  blood  smear, 
the  “atypical”  lymphocyte  of  infectious  mono- 
nucleosis will  instantly  attract  attention  by 
contrast.  A number  of  cells  will  appear  some- 
what larger  and  in  a higher  percentage  than  usual; 
the  ring  of  cytoplasm  around  the  nucleus  is 
much  wider,  and  the  shape  of  the  nucleus  more 
irregular.  The  tinctural  qualities  may  also  show 
some  nuances  in  that  the  cell  stains  a much  deeper 
blue  (more  basophilic).  The  nucleus  may  show 
great  variations  in  size  and  shape.  Instead  of 
the  usual  round-shaped  form,  it  may  become 
bean-shaped,  lobulated,  or  indented.  It  may  lie 
eccentrically,  with  the  mass  of  cytoplasm  at 
one  end  of  the  cell.  The  latter  may  show  the 
presence  of  small  empty  spaces  (vacuoles)  or 
may  contain  a larger  number  of  azurophilic 
granula.  These  cells  are  spoken  of  as  “atypical,” 
leukocytoid,  or  Downey’s8  cells. 

The  Heterophile  Antibody  Reaction 

The  serum  of  patients  with  infectious  mono- 
nucleosis will  agglutinate  sheep  red  cells  in  a 
high  dilution.  A titer  1 : 64  is  the  minimum  meas- 
ure for  a positive  test.  Some  authors6  report 
positive  reactions  in  over  90  per  cent,  while 
others7  place  the  percentage  at  a much  lower  level. 

The  reaction  appears  at  the  end  of  the  first 
week.  In  evaluating  the  results  of  the  Paul- 
Bunnell  test  it  would  be  safer  for  the  present, 
in  view  of  the  conflicting  statements,  to  regard 
only  positive  reactions  as  being  of  diagnostic 
value.  A negative  heterophile  antibody  reac- 
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tion  would  not  necessarily  exclude  the  possibility 
of  infectious  mononucleosis. 

Clinical  Picture 

The  classical  type  of  the  disease  as  described 
by  Pfeiffer,  with  the  great  enlargement  of  the 
cervical  lymph  nodes,  the  fever,  the  high  mono- 
nucleosis and  a positive  heterophile  antibody 
reaction,  does  not  need  further  elaboration. 

There  are,  however,  cases  of  infectious  mono- 
nucleosis which  clinically  have  little  in  common 
with  the  type  originally  described.  Infectious 
mononucleosis  is  looked  upon  today  as  a general- 
ized infectious  disease,  although  the  causative 
agent  has  not  yet  been  isolated  with  certainty. 

As  is  the  case  with  many  infectious  diseases, 
several  types  of  infectious  mononucleosis  have 
been  described,  depending  on  the  predominant 
clinical  symptoms  appearing  during  the  illness. 
The  glandular  enlargement  may  be  of  such  small 
degree  that  it  is  barely  distinguishable  from  the 
normal,  especially  in  children.  Contrary  to  the 
statement  by  Pfeiffer,  skin  exanthemata  are  not 
rare.  The  rash  may  resemble  that  of  German 
measles8*9  or  any  of  the  acute  exanthematic  in- 
fectious diseases. 

Reports  have  been  made  of  an  abdominal  type 
of  the  disease  simulating  acute  appendicitis10 
and  of  a cerebral  type11-12  with  a predominance 
of  meningeal  symptoms. 

Last  summer  I had  an  opportunity  to  observe 
in  a children’s  camp  a mild  epidemic  of  what  to 
all  appearances  could  be  regarded  as  a respiratory 
type  of  infectious  mononucleosis.  The  outstand- 
ing clinical  symptoms  were  a hacking  cough, 
a subfebrile  temperature,  a sore  throat,  and  a 
moderate  enlargement  of  the  cervical  lymph 
nodes.  The  blood  counts  revealed  a lymphocyto- 
sis between  55  per  cent  and  64  per  cent,  with 
some  atypical  cells  present.  Because  of  lack  of 
facilities,  serologic  examinations  were  not  made, 
except  in  2 patients  about  two  months  later. 
In  these  2 cases  the  results  were  negative.  Per- 
tussis could  safely  be  ruled  out,  for  most  of  the 
children  and  the  few  adults  had  had  whooping 
cough  sometime  in  the  past.  The  disease  lasted 
about  three  or  four  weeks. 

Recently  an  asymptomatic13  type  of  the  dis- 
ease has  been  reported,  in  which,  except  for  a 
high  mononucleated  cell  count,  no  abnormalities 
could  be  found.  The  heterophile  antibody  ag- 
glutinative reactions  were  negative  in  every  in- 
stance. 

From  the  above  remarks  one  can  clearly  see 
how  rich  and  variable  the  symptomatology  of 
infectious  mononucleosis  can  be.  Indeed,  some- 
times the  disease  may  develop  rapidly,  with  sud- 
den chills,  high  fever,  severe  headaches,  vomit- 
ing, skin  rashes,  jaundice,  and  all  the  common 


signs  of  an  acute  and  severe  infection.  At  other 
times  the  symptoms  may  be  so  mild  that  the 
patient  feels  only  a little  “indisposed,”  and  con- 
tinues with  his  work.  These  cases  may  easily 
be  overlooked  if  no  blood  examination  is  made. 
The  term  “abortive”  infectious  mononucleosis 
would  be  appropriate  in  cases  of  this  kind. 

Like  the  symptoms,  the  duration  of  the  dis- 
ease also  varies  greatly.  It  may  last  from  a few 
days  to  three  or  four  weeks.  The  prognosis  is 
said  to  be  always  favorable.  The  following  case 
reports  illustrate  some  of  the  types  of  infectious 
mononucleosis  which  I have  seen  in  my  practice 
during  the  last  two  years. 

Case  Reports 

Case  1. — C.  R.,  a 24-year-old  woman,  was  taken 
suddenly  ill  with  high  fever,  headaches,  a dry  cough, 
and  pain  in  the  back  and  lower  extremities.  On  the 
third  day  the  patient  noticed  large,  hard  masses 
along  both  sides  of  the  neck.  The  temperature  was 
103  F.  and  the  pulse  120  and  regular.  The  throat 
was  red  and  the  cervical  lymph  nodes  were  greatly 
enlarged  along  both  sides  of  the  neck,  some  of  them 
the  size  of  small  plums.  The  lungs  and  heart  were 
normal.  The  liver  was  not  enlarged,  nor  the  spleen 
palpable. 

A blood  count  made  on  the  third  day  showed  a 
hemoglobin  of  94  per  cent  (Sahli),  with  11,200 
white  cells  and  the  following  differential  count: 
polynuclears,  27  per  cent,  including  10  per  cent 
staff  cells;  small  lymphocytes,  27  per  cent;  large 
lymphocytes,  29  per  cent;  “atypical,”  12  per  cent; 
mononuclears,  4 per  cent;  eosinophils,  1 per  cent; 
total  lymphocyte  count,  68  per  cent.  The  hetero- 
phile antibody  reaction  was  positive  in  a dilution 
1:1,024. 

The  fever  continued  for  over  three  weeks  and 
came  down  by  lysis. 

Case  2. — M.  Z.,  a 44-year-old  woman,  was  a day 
nursery  supervisor,  whose  chief  complaint  was  of  a 
gain  in  weight  and  menopausal  symptoms.  Physi- 
cal examination  revealed  no  abnormalities,  except 
for  obesity.  A routine  blood  count  showed  a hemo- 
globin of  16  Gm.,  with  4,900,000  red  cells  and  8,000 
white  cells,  of  which  55  per  cent  were  lymphocytes, 
43  per  cent  polynuclears,  and  2 per  cent  eosinophils. 
The  basal  metabolism  rate  was  minus  2,  the  sedi- 
mentation rate  19  mm.  at  the  end  of  one  hour,  and 
the  Wassermann  and  heterophile  antibody  tests 
were  negative. 

On  further  inquiry  the  patient  recalled  that 
about  two  years  previously  she  had  waked  up  one 
morning  with  a slightly  sore  throat,  and  on  the  same 
day  she  had  noticed  the  presence  of  large  masses 
along  the  right  side  of  the  neck.  Since  she  had  no 
fever  and  had  felt  well,  she  did  not  consult  a physi- 
cian. The  swelling  gradually  disappeared  within  a 
week. 

Case  3. — J.  S.  was  a 3-year-old  girl  whose  mother 
is  apparently  healthy  but  whose  father  suffered 
from  asthma  up  to  about  four  years  ago.  At  the 
age  of  3 months  the  patient  was  supposed  to  have 
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had  an  erysipelas  infection.  Two  months  later  she 
developed  an  eczema.  About  a year  ago  she  suf- 
fered her  first  asthmatic  attack.  In  March,  1942, 
the  child  was  taken  suddenly  ill,  with  high  tempera- 
ture, sore  throat,  and  a croupy  cough  resembling 
diphtheria.  The  next  day  the  family  physician  was 
called  and  told  the  mother  that  the  child  had 
bronchopneumonia.  Following  the  administra- 
tion of  sulfathiazole  her  temperature  dropped  to 
normal  within  two  days.  No  blood  examination 
was  made  at  that  time,  nor  was  the  sputum  or 
throat  exudate  cultured. 

I saw  the  child  in  June  of  that  year  on  account  of  a 
severe  asthmatic  attack.  On  examination  her  tem- 
perature was  98.8  F.  by  rectum,  the  cervical  lymph 
nodes  were  barely  palpable,  and  nose  and  throat 
examinations  were  entirely  negative.  Diffuse  dry 
rales  could  be  heard  over  both  lungs.  The  abdomen 
was  negative,  the  liver  not  enlarged,  and  the  spleen 
was  not  palpable. 

A routine  blood  count  made  on  that  day  showed  87 
per  cent  lymphocytes  (see  Table  of  Boood  Studies). 
The  sedimentation  rate  was  8 mm.  at  the  end  of  one 
hour.  The  heterophile  antibody  reaction  was  nega- 
tive. The  mother  of  the  child,  a woman  of  22, 
seemed  to  be  in  good  health.  At  the  time  when  the 
child  was  sick,  she,  too,  had  a slightly  sore  throat. 
This,  however,  did  not  prevent  her  from  doing  her 
housework. 

The  blood  count  now  showed  a hemoglobin  of 
14  Gm.,  with  5,600  white  cells,  of  which  61  per  cent 
were  lymphocytes,  mostly  of  the  small  variety. 
The  sedimentation  rate  was  13  mm.  at  the  end  of 
one  hour;  the  heterophile  antibody  reaction  was 
negative.  Physical  examination  was  negative. 

Case  J+. — S.  P.,  a 5-year-old  boy,  had  been  under 
observation  for  eighteen  months.  In  November, 
1939,  he  was  hospitalized  for  lobar  pneumonia,  and 
three  months  later  he  was  readmitted  to  the  hos- 
pital with  bronchopneumonia.  In  May,  1940,  he 
suffered  his  first  asthmatic  attack.  There  followed 
several  more  admissions  to  the  hospital  for  severe 
asthma,  with  the  last  admission  in  August,  1941,  for 
acute  mastoiditis. 

In  July,  1941,  the  child  was  taken  ill  with  what 
seemed  to  the  family  physician  to  be  German 
measles.  His  elder  sister,  a girl  of  9,  had  been  sick 
with  the  same  disease  two  weeks  before.  In  July, 
1941,  the  child  came  to  my  office  for  a periodic  ex- 
amination. At  that  time  he  appeared  to  be  in  good 
health  and  free  from  asthma,  the  last  attack  having 
occurred  in  November,  1940.  Physical  examination 
was  negative.  A blood  count  made  on  that  occa- 
sion showed  a lymphocyte  count  of  73  per  cent. 
His  sister,  who  was  sick  about  the  same  time,  had  a 
lymphocytosis  of  69  per  cent,  but  otherwise  she  was 
in  good  health.  The  last  blood  counts  made  on 
both  children  a year  later  still  showed  a high  lym- 
phocyte count. 

It  is  interesting  to  note  that  when  the  boy  was 
admitted  to  the  hospital  in  August,  1941,  with  acute 
mastoiditis,  the  leukocyte  count  was  80  per  cent. 
The  heterophile  antibody  reaction  made  three 
months  later  was  negative. 

Case  5. — N.  S.,  a 13-year-old  boy  (the  author’s 


son),  gave  a past  history  of  measles,  chicken  pox, 
scarlet  fever,  pertussis,  and  acute  mastoiditis. 

Last  summer,  after  a week-end  visit  to  the  camp 
where  I had  noticed  a mild  epidemic  of  what  ap- 
peared to  be  a respiratory  type  of  infectious  mono- 
nucleosis, he  returned  home  and  within  seven  days 
suddenly  became  ill,  with  a high  temperature,  a hack- 
ing pertussis-like  cough,  severe  headache,  and  a sore 
throat.  Two  days  later  a skin  rash  resembling 
somewhat  the  rash  of  German  measles  appeared. 
The  temperature,  103  F.,  continued  for  one  week. 
The  cervical  lymph  nodes  were  moderately  enlarged. 
The  cough  was  persistent,  coming  in  bouts  as  in 
whooping  cough,  although  not  of  that  intensity. 
After  five  days  the  rash  disappeared,  but  the  cough 
persisted  for  three  more  weeks. 

A blood  count  made  on  the  third  day  of  the  ill- 
ness showed  a hemoglobin  of  15  Gm.,  with  6,500 
white  cells,  of  which  27  per  cent  were  of  the  small 
type,  23  per  cent  large  lymphocytes,  6 per  cent 
“atypical”  cells,  42  per  cent  polynuclears,  including 
15  per  cent  staff  cells,  and  2 per  cent  eosinophils. 
The  heterophile  antibody  reaction  was  negative. 

A week  later  the  author’s  wife  became  ill.  The 
only  complaints  were  a hacking,  dry  cough,  a feel- 
ing of  fatigue,  and  some  pains  in  the  extremities. 
The  temperature  was  normal,  and  the  physical  ex- 
amination was  negative. 

The  blood  count  showed  8,250  white  cells,  with 
54  per  cent  lymphocytes,  40  per  cent  polynuclears, 
2 per  cent  eosinophils,  1 per  cent  basophils,  and  3 
per  cent  monocytes.  The  heterophile  antibody  re- 
action was  negative.  The  cough  persisted  for  four 
weeks  and  could  not  be  relieved  by  the  ordinarily 
employed  drugs. 

Case  6. — J.  F.,  a 5-year-old  girl,  was  taken  sud- 
denly ill  in  October,  1941,  with  a high  fever,  a sore 
throat,  and  swelling  of  the  lymph  nodes  on  both 
sides  of  the  neck.  At  the  time  the  condition  was 
diagnosed  as  acute  tonsillitis.  The  temperature 
ran  an  irregular  course  for  two  months.  Wet  dress- 
ings of  glycerin  and  alcohol  were  applied  to  the 
swollen  glands.  In  January,  1942,  a tonsillectomy 
was  performed.  Within  two  weeks  after  this 
operation  the  child  suffered  a severe  asthmatic  at- 
tack. The  attacks  appear  now  about  every  two  or 
three  weeks,  with  wheezing  and  coughing  periods 
between  the  severe  seizures. 

A routine  blood  examination  made  in  December, 
1942,  showed  a hemoglobin  of  15  Gm.,  with  5,400,000 
red  cells,  16,125  white  cells,  of  which  82  per  cent 
were  lymphocytes,  mostly  of  the  small  variety,  with 
5 per  cent  “atypical”  cells,  14  per  cent  polynuclears, 
and  4 per  cent  eosinophils. 

Physical  examination  did  not  reveal  any  ab- 
normalities except  for  edema  of  the  nasal  mucosa 
and  dry  rales  over  both  lungs.  The  temperature 
was  99  F.,  by  rectum.  The  cervical  lymph  nodes 
were  not  enlarged.  The  heterophile  antibody  reac- 
tion was  negative;  the  sedimentation  rate  was  13 
mm.  at  the  end  of  one  hour. 

Comments 

It  was  not  my  intention  to  report  a few  more 
cases  of  a disease  which  seemingly  is  much  more 
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Table  op  Blood  Studies 


Name 

Age 

Sex 

Date 

H.g.b. 

R.  B.  C. 

W.  B.  C. 

Polys. 

Lymph. 

Mon. 

Eos. 

Bas. 

Remarks 

J.  S. 

3 

F 

6/9/42 

14.5  Gm 

5.2  mil. 

9,800 

7% 

87% 

6% 

Bronchial  asthma 

6/15/42 

11,750 

10.5% 

83.5% 

1*6% 

4% 

0‘.  5% 

Probable  onset  of 

infectious  mono- 
nucleosis, March, 
1942 

6/26/42 

13,450 

14% 

73% 

3% 

10% 

7/15/42 

16,500 

18% 

78% 

4% 

9% 

10/15/42 

14,400 

31% 

60% 

C.  S. 

22 

F 

6/12/42 

15  Gm. 

4.5  mil. 

5,030 

38% 

61% 

1% 

Mother  of  J.  S.; 

no  symptoms 

S.  P. 

5 

M 

9/4/40 

15  Gm. 

4.8  mil. 

8,200 

46% 

43% 

3% 

8% 

Bronchial  asthma 

7/1/41 

15  Gm. 

4.5  mil. 

9,650 

16% 

73% 

3% 

8% 

Felt  well 

8/4/41 

11,000 

80% 

20% 

Acute  mastoiditis 

7/15/42 

10,700 

34% 

61% 

5% 

Felt  well;  no 

symptoms  pres- 
ent 

10/15/42 

13  Gm. 

4.3  mil. 

9,125 

31% 

62% 

7% 

Sister  of  S.  P.; 

L P. 

9 

F 

7/1/42 

14.5  Gm. 

7,450 

34.5% 

65% 

0.5% 

felt  well 

J.  F. 

5 

F 

12/4/42 

15  Gm. 

5.4  mil. 

16,150 

14% 

82% 

4% 

Bronchial  asthma 

C.  R. 

24 

F 

10/4/42 

15  Gm. 

11,200 

27% 

68% 

*4% 

1% 

Infectious  acute 

mononucleosis 

M.  Z. 

44 

F 

7/10/42 

16  Gm. 

4.9  mil. 

8,000 

43% 

55% 

2% 

Felt  well 

N.  S. 

13 

M 

9/12/42 

15  Gm. 

6,500 

42% 

56% 

. . • 

2% 

Infectious  acute 

mononucleosis 

E.  S. 

52 

F 

9/20/42 

8,250 

40% 

54% 

3% 

2% 

1% 

Infectious  acute 

mononucleosis; 
mother  of  N.  S. 


common  than  is  suspected  or  diagnosed.  The 
purpose  of  this  article  is  to  present  the  problem 
from  the  general  practitioner’s  viewpoint,  since 
it  is  he  who  usually  sees  such  cases  first. 

It  was  only  natural  that  as  our  knowledge  of 
the  disease  advanced,  the  diagnosis  should  be- 
come more  refined  and  more  complicated.  The 
question  therefore  arises:  What  should  our 

criteria  be  in  the  diagnosis  of  infectious  mono- 
nucleosis? I am  not  speaking  of  the  classical 
type,  with  the  great  enlargement  of  the  cervical 
lymph  nodes,  the  lymphocytic  blood  picture,  and 
a positive  serologic  reaction.  These  cases  are  too 
obvious.  The  same,  to  a lesser  degree,  is  true 
of  those  cases  in  which  the  clinical  picture  and  the 
hematologic  findings  are  present,  although  the 
opinion  on  this  point  is  divided.  Some  authors 
insist  on  a positive  serologic  reaction  for  the  di- 
agnosis of  infectious  mononucleosis. 

But  what  about  those  cases  in  which  the  only 
findings  are  high  lymphocytic  blood  pictures, 
with  negative  serologic  reactions  and  a complete 
absence  of  clinical  symptoms?  Shall  we  diag- 
nose these  cases  as  “asymptomatic”  infectious 
mononucleosis,  or  shall  we  interpret  the  hemato- 
logic findings  as  evidence  of  the  infection  in  the 
past?  Personally,  I am  inclined  to  take  the 
latter  position.  Analyzed  from  this  point  of  view, 
Cases  1 and  5 would  represent  the  acute  stage  of 
the  disease;  while  in  Cases  2,  3,  4,  and  6,  where 
the  only  findings  were  a high  lymphocytic  count, 
these  findings  should  be  interpreted  as  evidence 
that  the  disease  occurred  sometime  in  the  past. 

In  the  case  of  Mrs.  M.  Z.,  there  seems  to  be 
little  doubt  that  the  disease  had  occurred  about 
two  years  previously.  The  history  of  a sudden 


swelling  of  the  neck  with  a persistent  lympho- 
cytic blood  picture  after  two  years  is  suggestive. 

As  for  the  5-year-old  boy  and  his  sister,  it  is 
quite  probable  that  both  were  sick  in  May,  1941, 
at  the  time  when  the  diagnosis  of  German  measles 
was  made.  Kracke9  in  his  textbook,  Diseases 
of  the  Blood , stresses  how  difficult  it  is  to  differen- 
tiate between  the  two  conditions. 

In  the  case  of  the  little  girl,  J.  S.,  and  her 
mother  the  probable  onset  could  be  traced  to  the 
spring  of  that  year,  when  the  child  was  taken 
suddenly  ill  with  high  fever,  a croupy  cough,  and 
a sore  throat.  The  fact  that  the  mother,  who 
was  sick  with  a sore  throat  at  the  same  time, 
still  showed  a lymphocytosis  of  61  per  cent  three 
months  later  would  support  such  an  assumption. 

In  the  case  of  J.  F.,  there  seems  little  doubt 
that  she  had  contracted  the  disease  about  a year 
previously.  The  history  of  a sore  throat,  glandu- 
lar enlargement,  and  a protracted  fever  for  two 
months  seem  to  leave  little  doubt  that  the  dis- 
ease was  not  diagnosed  correctly  at  that  time. 

Conclusions 

The  diagnosis  of  infectious  mononucleosis 
should  be  based  on  at  least  two  components  of 
the  diagnostic  “triad.” 

A lymphocytic  blood  picture  alone,  in  the  ab- 
senoe  of  clinical  symptoms,  should  be  interpreted 
as  evidence  that  the  disease  occurred  in  the  past 
rather  than  as  an  indication  of  an  active  infection. 
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ARMY  MEDICINE  SUCCESSFUL 

When  the  medical  history  of  World  War  II  is 
written,  the  year  that  elapsed  following  the  treach- 
erous attack  by  the  Japanese  at  Pearl  Harbor  will 
be  recognized  as  one  in  which  the  Medical  Depart- 
ment of  the  United  States  Army  was  expanded 
tremendously  in  personnel,  organized  units,  sup- 
plies, and  responsibilities  and  in  which  it  met  all 
these  demands  quietly  and  efficiently.  Now  with 
more  than  thirty-five  thousand  medical  officers, 
with  hundreds  of  thousands  of  medical  corps  men, 
with  double  the  number  of  general  and  station 
hospitals  and  well-nigh  triple  the  bed  capacity,  it 
stands  ready  to  meet  any  new  obligations  that 
may  be  placed  upon  it.  During  the  year  the  only 
serious  incident  from  a medical  point  of  view  was 
the  jaundice  associated  with  inoculation  against 
yellow  fever.  The  first  week  of  February,  1943, 
found  atypical  pneumonia  and  meningitis  the 
most  prominent  of  the  infectious  diseases,  but 
even  these  were  scattering,  with  a few  cases  here 
and  there  and  only  a score  or  slightly  more  of  cases 
of  either  in  the  few  camps  most  seriously  affected. 
From  July,  1942,  the  maximum  admissions  for 
venereal  disease  had  reached  less  than  one  per 
thousand,  and  admissions  for  both  gonorrhea  and 
syphilis  had  fallen  in  February,  1943,  below  the  levels 
of  November,  1942. 

The  remarkable  records  here  cited  are  the  actual 
evidence  of  the  effectiveness  of  the  organization  of 
the  Office  of  the  Surgeon  General  to  meet  every 
contingency.  In  January,  1941,  a Central  Epidemic 
Control  Board  was  established,  including  such 
specialists  from  civilian  life  as  Drs.  Francis  G. 
Blake,  of  Yale;  O.  H.  Perry  Pepper,  of  Pennsyl- 
vania; Alphonse  R.  Dochez,  of  Columbia;  E.  W. 
Goodpasture,  of  Vanderbilt;  Kenneth  F.  Maxcy, 
of  Johns  Hopkins;  A.  J.  Warren  and  Wilbur  F. 
Sawyer,  of  the  International  Health  Division  of  the 
Rockefeller  Foundation;  Oswald  T.  Avery,  of  the 
Rockefeller  Institute;  and  E.  S.  Robinson,  of  the 
Massachusetts  Department  of  Health.  A special 
commission  on  influenza  is  headed  by  Dr.  Thomas 
Francis,  Jr.,  of  Michigan;  one  on  pneumonia  by 
Colin  M.  McLeod,  of  New  York  University;  one 
on  hemolytic  streptococcus  disease  by  M.  H. 
Dawson,  of  Columbia;  one  on  measles  by  Joseph 
Stokes,  Jr.,  of  Pennsylvania;  one  on  meningitis 
by  Perrin  Long,  of  Johns  Hopkins;  and  one  on 
neuro tropic  virus  diseases  by  John  R.  Paul,  of  Yale. 


Dr.  Stanhope  Bayne- Jones,  of  Yale,  heads  the 
commission  on  epidemiologic  survey. 

To  head  services  in  the  Office  of  the  Surgeon 
General  have  come  Brig.  Gen.  Hugh  Morgan,  of 
Vanderbilt,  for  medicine,  Brig.  Gen.  Fred  Rankin 
for  surgery,  Col.  Esmond  R.  Long  for  tuberculosis 
....  along  with  Brig.  Gen.  Elliott  Cutler,  now 
abroad,  and  others  who  serve  in  organized  units. 

Under  Brig.  Gen.  C.  C.  Hillman,  professional 
services  have  been  standardized,  utilizing  the  wealth 
of  talent  assembled  by  the  Division  of  Medical 
Sciences  of  the  National  Research  Council.  Facilities 
have  been  organized  by  which  every  person  entering 
the  military  service  is  given  an  x-ray  examination 
of  the  chest  and  the  roentgenogram  is  filed  per- 
manently with  his  record. 

Under  Col.  James  S.  Simmons  epidemiologic 
studies  have  been  made  which  wall  lead  to  adequate 
protection  of  our  young  men  regardless  of  the 
theater  of  war  into  which  they  may  be  called.  Far 
too  often  the  public  thinks  of  the  army  doctor  only 
as  one  who  treats  wounds  on  the  battlefield.  How- 
ever, insect  control,  delousing,  sanitary  dishwashing, 
development  of  safe  water  supplies,  selection  of 
clothing  for  various  climates,  occupational  hygiene, 
and  venereal  disease  control  also  come  under  the 
medical  department.  Then,  too,  the  dental  divi- 
sion, meat  and  dairy  inspection,  care  of  animals, 
nursing,  and  physical  therapy  are  parts  of  the 
complex  organization,  which  has  functioned  so 
efficiently  under  Surg.  Gen.  James  C.  Magee  in  the 
year  of  war  that  has  passed. 

Today  wintertime  ailments  such  as  colds,  in- 
fluenza, pneumonia,  and  measles  are  well  below  the 
five-year  average  rate  of  cases  in  the  Army,  even 
though  rates  for  the  civil  population  in  some  parts 
of  the  country  are  above  the  five-year  average  for 
the  country.  Venereal  disease  is  substantially  less 
than  during  World  War  I,  and  the  syphilis  rate  is 
the  lowest  in  the  history  of  our  Army.  Since 
January,  1941,  excluding  battle  casualties,  the  death 
rate  has  been  the  lowest  in  the  history  of  our 
Army.  During  World  War  I,  one  patient  of  each 
3 with  meningitis  died;  now  only  one  in  20  dies. 
Prompt  diagnosis,  efficient  care,  and  sulfonamides 
have  made  the  difference.  Overseas  such  condi- 
tions as  malaria  and  dysentery  are  being  fought 
with  all  that  modern  medicine  has  provided  for  the 
Army  medical  armamentarium. — J.A.M.A. 


CONSERVATIVE  MANAGEMENT  OF  ACUTE  OSTEOMYELITIS 

J.  B.  L’Episcopo,  M.D.,  and  E.  D.  Hagerty,  M.D.,  Brooklyn 


WE  BELIEVE  that  it  is  generally  agreed  by 
most  surgeons  that  the  concepts  of  treat- 
ment of  acute  hematogenous  osteomyelitis  are 
undergoing  a definite  change.  The  trend  is  defi- 
nitely toward  conservatism.  Up  to  ten  or 
twenty  years  ago,  treatment  was  based  almost 
entirely  on  early  incision  and  drainage.  It  was 
thought  dangerous  not  to  open  the  bone  immedi- 
ately after  the  diagnosis  was  made.  The  results 
obtained  by  that  method  of  treatment  were 
generally  poor,  and  the  mortality  was  certainly 
quite  high. 

Most  of  us  have  seen  or  heard  of  cases  that  were 
not  so  treated  for  one  reason  or  another,  and  have 
learned  that  many  of  these  patients  did  surpris- 
ingly well  without  surgery.  Two  of  the  series 
here  reported  had  neither  drainage  nor  chemo- 
therapy and  are  progressing  satisfactorily.  These 
observations  are  probably  responsible  for  the 
changing  attitude  toward  conservatism.  This 
attitude  was  given  further  impetus  by  the  discov- 
ery and  use  of  chemical  agents  in  infections,  in- 
cluding acute  osteomyelitis.  The  introduction 
of  antitoxins  also  seemed  to  help  in  this  type  of 
case,  so  that  now,  according  to  Mahorner,  “the 
real  status  of  operation,  its  relative  worth  in 
combatting  the  disease  and  comparative  value  in 
relation  to  other  measures  is  at  present,  to  say 
the  least,  controversial.”  We  are  in  perfect 
agreement  with  him.  It  is  to  clear  up  this  confu- 
sion in  a small  way,  if  possible,  that  we  are  re- 
porting this  small  series  of  cases  of  acute  hema- 
togenous osteomyelitis,  even  though  we  cannot 
report  end  results  at  this  time.  These  cases  were 
not  chosen;  they  were  taken  consecutively,  as  they 
were  admitted  to  the  hospital. 

Time  will  not  permit  us  to  go  into  details  of 
etiology  and  pathology;  these,  however,  are  thor- 
oughly covered  in  many  other  articles  on  the  sub- 
ject. It  is  generally  agreed  that  acute  hematoge- 
nous osteomyelitis  is  only  a local  manifestation 
of  a general  systemic  infection,  usually  starting  as 
a septicemia  or  a bacteriemia,  and  the  severity 
of  the  disease  depends  upon  the  virulence  of  the 
invading  organism  and  the  resistance  of  the  pa- 
tient to  that  organism. 

Treatment 

It  is  not  our  purpose  in  this  communication  to 
evaluate  the  merits  of  the  different  types  of  treat- 
ment for  acute  hematogenous  osteomyelitis.  We 
do  not  wish  to  go  into  the  merits  or  demerits  of 
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early  operation;  we  wish  simply  to  report  our 
observations  in  a series  of  27  patients  treated  con- 
servatively, some  with  delayed  operation  and 
some  without  operation.  Our  chief  aim  has  been 
to  treat  the  patient  generally,  and  the  local  osteo- 
myelitis as  a secondary  manifestation  of  the  dis- 
ease. 

On  admission  to  the  hospital,  general  suppor- 
tive treatment  was  instituted  at  once  with  bed 
rest,  the  extremity  being  placed  in  traction  for 
immobilization  and  local  rest.  Massive  hot  wet 
packs  were  applied  to  the  local  lesion  every  two 
hours.  Blood  cultures  were  taken  immediately 
and  were  repeated  every  forty-eight  hours  until 
they  were  negative  on  two  successive  cultures. 
In  many  cases  mild  sedation  was  employed  for  the 
relief  of  pain  and  anxiety.  Infusions  of  saline 
and  glucose  were  instituted  at  once,  as  the  pa- 
tients were  almost  all  markedly  dehydrated  and 
toxic,  water  balance  being  very  carefully  ob- 
served and  infusions  continued  for  days,  if  neces- 
sary. Blood  transfusions  were  given  immedi- 
ately, although  they  are  deemed  unnecessary  in 
the  acute  stage  by  some  authors.  The  amount 
varied  from  150  cc.  to  350  cc.,  and  was  repeated 
every  twenty-four  to  forty-eight  hours  during  the 
first  two  weeks  in  most  of  the  cases  and  at  inter- 
vals after  this,  as  indicated. 

Sulfanilamide  or  sulfapyradine  were  used  in 
the  earlier  cases.  Sulfathiazole  was  used  exclu- 
sively in  the  last  16  cases,  the  organism  in  these 
latter  cases  being  staphylococcus.  The  dosages 
of  these  drugs  were  1 to  U/2  grains  per  pound  of 
body  weight  in  infants,  and  in  children  and 
adults  from  80  pounds  up,  an  initial  dose  of  30 
grains  followed  by  15  grains  every  four  hours 
being  employed.  Dosage  and  continuation  of 
this  therapy  were  governed  by  the  general  clinical 
condition  of  the  patient  and  by  the  blood  level, 
which  we  attempted  to  maintain  at  four  to  seven 
mg.  per  cent.  If  gastric  distress  appeared,  sodium 
bicarbonate  was  used  in  equal  dosage  with  the 
sulfa  drugs.  Albuminuria  or  a sudden  rise  in  an 
otherwise  receding  temperature  was  a signal  to 
discontinue  the  sulfa  drugs.  All  drugs  were 
given  orally.  They  were  discontinued  when  the 
temperature  remained  normal  for  one  week,  when 
blood  culture  was  negative,  and  when  the  local 
lesion  was  well  localized  and  under  control.  The 
hot  wet  packs  were  continued  until  the  lesion  be- 
came well  localized. 

A diagnostic  aspiration  with  a No.  13  gage 
needle  was  done  as  soon  as  possible  to  determine 
the  nature  of  the  infecting  organism.  Chemo- 
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therapy  was,  of  course,  guided  by  the  organism 
found.  Sulfanilamide  was  used  in  streptoccocus 
and  sulfathiazole  in  staphylococcus  infections. 

When  the  abscess  became  localized  in  the  soft 
tissues,  which  in  the  majority  of  cases  occurred 
within  five  to  ten  days  after  the  onset  of  treat- 
ment, a therapeutic  aspiration  with  a No.  13  gage 
needle  was  done  and  was  repeated  as  often  as 
necessary  to  keep  the  abscess  completely  evacu- 
ated. The  average  number  required  per  patient 
was  4.6.  The  control  of  the  abscess  with  aspira- 
tion in  these  cases  was  apparently  possible  by  the 
change  in  the  character  of  the  contents  of  the 
abscess  cavity  from  a thick,  purulent  material  to 
a serosanguineous,  almost  purely  bloody  material 
after  the  administration  of  the  sulfa  drugs  for  two 
or  three  days. 

Operation  on  our  cases  was  limited  to  simple 
soft  tissue  incision  and  drainage  and  was  done 
only  when  the  abscess  could  not  be  controlled  by 
therapeutic  aspiration  or  when  the  adjoining 
joint  was  seriously  threatened  by  a possible  exten- 
sion of  the  abscess.  In  this  series,  it  was  deemed 
necessary  to  operate  only  four  times  and  for  the 
above  stated  reasons.  In  no  case  was  the  bone 
opened  beyond  the  periosteum. 

Survey  of  Cases 

The  age  in  this  series  varied  from  seven  months 
to  twenty-six  years,  the  average  being  9.9  years. 
Only  one  patient  was  an  adult  of  twenty-six  years. 
All  others  were  children  from  seventeen  years  of 
age  downward. 

There  were  eighteen  males  and  nine  females, 
and  of  them,  twenty-six  were  white  patients  and 
one  was  a colored  patient. 

The  duration  of  symptoms  before  admission  to 
hospital  varied  from  one  day  to  four  months,  the 
average  being  twenty  days  in  the  entire  series, 
but  in  twenty-one  of  these  27  cases  the  average 
was  five  days. 

Blood  cultures  were  taken  in  20  of  the  27  cases, 
of  which  11  showed  growth,  9 being  staphylococ- 
cus and  2 streptococcus.  Nine  showed  no 
growth.  Of  the  3 patients  under  the  age  of  two 
years,  2 were  found  to  have  had  positive  strepto- 
coccus blood  cultures. 

There  were  15  cases  of  the  27  which  required 
needle  aspirations.  This  was  done  for  diagnostic 
purposes  alone  in  5 and  for  diagnostic  and  thera- 
peutic purposes  in  10. 

There  were  14  positive  cultures  from  aspiration 
in  the  15  cases  aspirated,  12  of  which  were  staphy- 
lococcus and  two  streptococcus. 

There  was  involvement  of  34  bones.  These 
were  distributed  as  follows: 

(A)  Femur  19|^  X°  55.8% 


(B) 

Humerus 

A Upper 
/ Lower 

4 

2 

17.6% 

(C) 

Tibia 

4i  Upper 
1 Lower 

3 

1 

H.7% 

(D) 

First  Metatarsal 

3 

8.8% 

(E) 

Radius  1 

Lower  Shaft 

2.9% 

(F) 

Eight  Rib 

1 

2.9% 

There  were  4 cases  which  required  delayed  in- 
cision and  drainage  of  the  soft  tissues,  leaving  23 
patients,  or  85.2  per  cent,  who  had  no  surgery  of 
any  sort.  There  was  one  death  in  this  series, 
bringing  the  total  mortality  rate  to  3.7  per  cent. 

In  those  cases  requiring  delayed  soft  tissue  inci- 
sion and  drainage — four  in  number,  or  14.8  per 
cent  of  the  series — 1 was  a case  of  involvement  of 
the  upper  tibia  which  was  operated  upon  eleven 
days  after  the  onset  of  the  disease  because  of 
threatened  knee  joint  involvement.  It  was 
treated  by  the  Orr  method,  and  after  draining  for 
twelve  months  its  function  was  completely  re- 
stored. 

The  second  case  was  one  of  involvement  of  the 
lower  femur  which  was  operated  upon  fifty-nine 
days  after  the  onset  of  the  disease,  also  because 
of  threatened  involvement  of  the  knee.  It  was 
treated  with  the  Orr  method  and  drained  for  ten 
months.  Sequestrectomy  was  done  at  the  end  of 
this  time,  and  the  wound  was  closed  tightly  after 
the  implantation  of  10  Gm.  of  sulfathiazole. 
This  has  remained  closed  after  six  weeks’  plaster 
immobilization. 

The  third  case  was  one  of  an  overwhelming 
septicemia.  The  patient  was  moribund  on  ad- 
mission, but  lived  for  twenty-one  days  with  a 
constantly  positive  blood  culture  and  had,  in  the 
terminal  stages,  a culture  of  900  colonies  of 
staphylococcus  from  an  aspiration  of  a pericardial 
effusion.  This  patient  also  had  effusions  in  both 
knees  and  the  pleura. 

The  fourth  case  was  one  of  metatarsal  involve- 
ment of  the  foot  with  a large  abscess  which  could 
not  be  controlled  with  aspirations.  An  incision 
and  drainage  of  the  soft  tissues  were  done  on  the 
tenth  day  of  the  disease.  Drainage  followed  for 
seven  months. 

Of  the  23  cases  that  did  not  require  surgery,  5 
developed  sinuses.  Three  of  these  5 were  dis- 
charged from  the  hospital  as  cured  without  sinus 
formation  but  returned,  an  average  of  nine 
months  after  the  original  infection,  with  exacerba- 
tion in  the  same  sites,  a spontaneous  onset  of 
drainage,  and  sequestrum  formation.  It  was 
necessary  to  do  a sequestrectomy  on  one.  An- 
other closed  spontaneously  after  the  extrusion  of 
a sequestrum,  having  drained  for  sixty  days. 
The  remaining  3 are  still  draining,  reaching  an 
average  of  fourteen  months  each.  All  of  them 
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have  extruded  from  2 to  4 small  sequestra  at 
intervals  and  now  appear  to  be  healing. 

Including  the  four  operated  cases  which  had 
surgical  drainage  of  the  soft  tissues  and  the  five 
which  had  spontaneous  drainage,  there  was  a 
total  of  nine  cases,  or  33.3  per  cent,  which  had 
drainage,  in  contrast  to  eighteen  or  66.6  per  cent 
which  had  no  sinuses,  scars,  operations,  deformity, 
or  disability  of  any  nature. 

In  4 cases  the  duration  of  the  drainage  follow- 
ing soft  tissue  incision  and  drainage  was  twelve 
months  for  the  longest  case  and  ten  days  for  the 
shortest  case,  the  average  duration  being  9.9 
months.  The  duration  of  drainage  following 
spontaneous  eruption  was  thirty-two  months  for 
the  longest  and  four  months  for  the  shortest  time, 
the  average  being  twelve  months. 

In  the  twenty-seven  cases  that  were  not  oper- 
ated upon,  4 had  exacerbations.  Three  of  these 
had  two  exacerbations  at  original  site  of  infec- 
tion; one  had  three  exacerbations.  All  4 de- 
veloped sequestra.  Of  these  cases,  three  had 
been  originally  discharged  as  cured  but  returned 
with  exacerbations  and  sequestrum  formation  in 
addition  to  drainage.  The  average  time  of  the 
exacerbation  was  4.7  months  from  the  original 
onset  of  the  disease. 

The  total  number  of  cases  which  developed 
sequestra  was  eight  out  of  the  twenty-seven  or 
29.6  per  cent.  Of  this  number,  six  had  draining 
sinuses,  the  seventh  showing  sequestra  without 
drainage  or  surgical  removal  and  went  on  to  spon- 
taneous absorption,  the  eighth  has  now  had  six 
months’  duration  with  pathologic  fractures  and 
continuation  of  the  activity  although  there  has 
been  no  drainage. 

Of  the  4 cases  requiring  simple  soft  tissue  inci- 
sion and  drainage,  only  1 later  required  a seques- 
trectomy. This  was  done  eleven  months  after 
the  original  onset  and  has  not  drained  since  the 
last  operative  procedure. 

Of  the  23  cases  not  operated  upon  originally, 
only  one  case  came  to  sequestrectomy.  The  pa- 
tient was  operated  upon  twenty-three  months 
after  the  original  onset  and  has  drained  for  eight 
months  since  operation. 

Metastases  were  present  in  4 cases  of  the  27. 
Three  of  these  were  present  before  admission  to 
the  hospital  and  only  1 showed  metastasis  while 
under  treatment.  Of  the  four  cases  operated 
upon,  none  showed  metastasis. 

Four  cases  of  the  twenty-seven  showed  func- 
tional impairment  of  adjacent  joints:  (1)  a bi- 
lateral fracture  dislocation  of  both  femora  at  the 
hip  with  almost  complete  loss  of  function,  (2) 
multiple  pathologic  fractures  in  an  upper  femur 
at  the  hip  with  apparent  loss  of  all  motion  at  this 
time,  (3)  an  estimated  loss  of  from  10  to  20  per 
cent  of  the  motion  of  the  hip  in  a case  of  upper 


femoral  involvement,  and  (4)  an  estimated  loss 
of  20  per  cent  of  the  motion  of  the  shoulder  in  a 
case  of  upper  humeral  involvement  to  date. 

One  other  case  of  upper  tibial  involvement  de- 
veloped a tibia  valga,  probably  because  of  the 
fact  that  the  disease  involved  the  epiphysis,  with 
a resultant  epiphyseal  stimulation  of  growth  on 
one  side. 

Patients  were  not  permitted  to  bear  weight, 
where  a weight-bearing  bone  was  involved,  until 
all  evidence  of  activity  of  the  disease  ceased  and 
healing  was  well  advanced.  This  was  accom- 
plished by  using  crutches  and  by  keeping  the  af- 
fected limb  up  in  a shoulder  suspension  belt  at- 
tached at  the  heel  of  the  shoe,  maintaining  the 
knee  flexed. 

The  average  hospital  stay  was  6.1  months,  the 
minimum  being  five  weeks  and  the  maximum 
thirty-two  months.  At  this  point,  it  might  be  in 
order  to  point  out  that  nearly  all  these  patients 
were  free  patients  in  a city  hospital,  having  poor 
home  conditions.  Therefore,  they  were  kept  in 
the  hospital  to  insure  proper  convalescent  care. 

All  these  patients  have  been  followed  closely 
and  were  all  seen  in  April,  1942,  with  the  excep- 
tion of  one  case.  The  longest  follow-up  has  been 
since  July,  1939,  and  the  most  recent  since  De- 
cember, 1941. 

In  conclusion,  we  wish  to  stress  that  the  con- 
servative management  of  osteomyelitis,  as  above 
outlined,  with  bed  rest,  local  rest  of  the  part,  cor- 
rection of  dehydration,  multiple  blood  transfu- 
sions, sulfa  drug  therapy  as  indicated,  and  needle 
aspirations  of  the  localized  abscess  is  apparently 
adequate,  except  where  a joint  is  threatened  or 
aspirations  do  not  control  the  abscess.  In  those 
cases,  soft  tissue  incision  and  drainage  only  is 
indicated. 

1.  Early  operation  is  not  necessary,  and  prob- 
ably it  is  contraindicated. 

2.  Treatment  should  be  directed  toward  the 
control  of  the  systemic  infection. 

3.  Chemotherapy  is  of  definite  value  in  treat- 
ment. 

4.  Cases  with  sequestra  and  sinus  should  be 
operated  upon  and  sequestra  removed. 

5.  Not  sufficient  time  has  elapsed  to  permit 
prognostication  as  to  development  of  metastases 
in  comparison  with  cases  treated  with  early  sur- 
gery. 
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Discussion 

Frank  S.  Child,  M.D.,  Port  Jefferson — It  is  a 
pleasure  to  discuss  this  paper  of  Drs.  L’Episcopo 
and  Hagerty.  I feel  that  it  presents  convincing 
evidence  of  the  value  of  conservative  treatment  of 
acute  osteomyelitis. 

Until  recent  years  it  has  been  my  practice  to  drill 
the  bone  cortex  following  the  method  advocated  by 
Starr.  Operation  was  delayed  in  the  case  of  infants. 
Some  cases  made  a satisfactory  recovery  without 
much  bone  destruction,  while  others  developed  ex- 
tensive necrosis.  Immobilization  was  by  plaster- 
of-paris. 

Dr.  L’Episcopo,  instead  of  drilling  the  bone,  uses 
massive  hot  wet  packs,  and  instead  of  plaster  uses 
traction.  His  method  certainly  causes  less  shock 
and  disturbance  to  a seriously  ill  patient.  Aspirat- 
ing abscesses  and  incising  them  when  this  does  not 
suffice  is  the  extent  of  his  operative  interference,  thus 
producing  the  minimum  surgical  shock  and  at  the 
same  time  relieving  the  tension  of  the  abscess.  Fur- 
ther, the  use  of  traction  causes  much  less  disturbance 
to  the  patient  in  its  application  than  plaster. 

I thoroughly  agree  with  Dr.  L’Episcopo  that  acute 
osteomyelitis  should  be  treated  primarily  as  a 
systemic  infection,  and  I am  of  the  opinion  that  the 
sulfonamides  are  definitely  valuable  during  the 
period  of  bacteriemia.  I doubt,  however,  that  they 
have  any  influence  upon  the  bone  infection. 

Frequent  blood  transfusions  and  careful  attention 
to  the  water  balance  by  means  of  saline  and  glucose 
intravenously  are  certainly  a most  important  part  of 
the  treatment. 

The  incidence  of  metastases  in  the  series  of  cases 
reported  is  surprisingly  small.  It  has  been  my  im- 
pression that  delayed  operative  treatment  did  not 
have  much,  if  any,  effect  upon  metastasis.  Also,  it 
has  been  my  impression  that  bone  destruction  is 
not  so  extensive  in  delayed  operative  treatment  as  it 
is  in  early  operative  interference. 

I do  not  believe  that  pathologic  fractures  can  be 
avoided.  I have  had  them  occur  when  plaster  has 
been  used  from  the  onset  of  the  bone  infection. 

Although  this  series  of  cases  is  small,  the  low  mor- 


tality, as  compared  to  the  mortality  in  many  reports 
of  early  operative  treatment,  certainly  deserves 
careful  consideration. 

Dr.  L’Episcopo  has  presented  an  excellent  argu- 
ment for  conservative  treatment  of  acute  osteo- 
myelitis, emphasizing  in  particular,  the  importance 
of  control  of  the  systemic  infection. 

Mather  Cleveland,  M.D.,  New  York  City — 
I have  enjoyed  this  presentation,  which  is  very  pro- 
vocative, and  I wish  to  thank  the  authors  for  a 
chance  to  discuss  it.  As  I understand  it,  this  is  a 
preliminary  report,  and  final  judgment  should  be 
held  in  abeyance.  Not  until  end  results  are  known 
can  we  properly  evaluate  any  method  of  treatment. 

I agree  that  this  is  a serious  general  infection  which 
attacks  young  men  predominantly,  and  it  has  defi- 
nitely been  proved  that  80  per  cent  of  the  cases  are 
due  to  staphylococcus.  The  streptococcus  infec- 
tions occur  chiefly  under  the  age  of  two  and  more 
often  invade  the  joints  primarily  than  do  these 
staphylococcus  infections. 

This  disease  carries  a high  mortality,  approxi- 
mately 10  per  cent.  Death  occurs  usually  in  the 
first  week  or  ten  days.  Since  the  series  presented 
here  was  seen  at  an  average  of  twenty  days  after  on- 
set, it  may  be  reasonable  to  suppose  that  they  have 
been  lucky  enough  to  treat  the  hardy  survivors. 

Each  patient  with  acute  hematogenous  osteo- 
myelitis at  some  time  must  have  a positive  blood 
culture.  Unfortunately,  it  is  not  always  possible  to 
obtain  a growth  even  with  repeated  cultures. 

The  weight-bearing  bones  are  more  apt  to  be  in- 
vaded, and  if  the  disease  is  primary  in  the  upper 
femoral  metaphysis,  the  hip  joint  is  bound  to  be  in- 
vaded as  the  metaphysis  is  intracapsular. 

There  is  a feeling  that  the  sulfonamides  may  be 
specific  for  osteomyelitis.  For  streptococcus  infec- 
tions they  are,  and  at  times  these  will  heal  fairly 
promptly  by  means  of  this  drug  and  without  sur- 
gery. Staphylococcus  infections,  which  represent 
s/4  or  more  of  these  cases  of  acute  hematogenous 
osteomyelitis,  are  not  so  readily  amenable  to  sulfon- 
amides. In  addition,  there  is  a great  deal  more  de- 
struction of  bone  from  staphylococcus  infections. 

I am  reasonably  certain  that  in  staphylococcus 
infections  of  bone  I shall  treat  the  patient  systemi- 
cally  as  outlined  by  the  authors.  Until  there  is  more 
evidence  to  the  contrary  than  has  been  presented  to 
date,  I shall  prefer  to  drain  a known  staphylococcus 
focus  of  infection  in  bone  or  joint.  Drainage  should 
be  accomplished  without  trauma  to  bone  and  soft 
tissue  through  properly  placed  incisions  and  the 
part  should  be  immobilized  by  plaster-of-paris  circu- 
lar splints. 


A meticulous  user  of  the  English  language,  whom 
we  know  as  a stickler  for  correct  pronunciation,  told 
us  recently  that  he  had  been  in  deep  doubt  as  to 
whether  we  should  say  “raationing”  or  “rashion- 
ing.” 


He  has  finally  reached  a decision  and  pro- 
claims his  preference  for  “rashioning.”  He  based 
his  conclusion  on  the  fact  that  there  is  a certain 
amount  of  rash  “rashioning.”  He  likes  alliteration 
— seems  as  if . 1 


THE  TREATMENT  OF  HERPES  ZOSTER  OPHTHALMICUS  WITH 
SMALLPOX  VACCINE 

Walter  I.  Lillie,  M.D.,  Philadelphia 


THE  clinical  syndrome  called  herpes  zoster 
is  the  result  of  an  inflammation  affecting 
the  ganglia,  posterior  roots,  spinal  nerves, 
sensory  extramedullary  ganglia,  or  the  cranial 
nerves.  It  is  characterized  by  groups  of  herpetic 
vesicles  on  the  skin  along  the  distribution  of  the 
nerve  trunks  and  is  accompanied  by  neuralgic 
pain.  On  the  basis  of  their  cause,  about  50  per 
cent  of  the  cases  are  termed  essential  herpes  zoster 
and  are  considered  to  be  of  virus  origin;  the 
remaining  50  per  cent  are  termed  symptomatic 
herpes  zoster,  and  of  this  latter  group  syphilis 
is  considered  to  be  the  cause  in  about  two-thirds 
of  the  cases.  The  remainder  are  due  to  in- 
fections, poisons,  or  irritations  of  the  nerve 
ganglia. 

The  treatment  of  this  disease  varies  greatly 
throughout  the  country,  as  do  the  clinical  re- 
sults. The  usual  treatment  has  consisted  chiefly 
of  applying  ointments  to  the  local  skin  lesions, 
pituitrin  injections,  roentgen  ray,  and  the  use 
of  foreign  proteins.  The  course  of  the  disease 
usually  persists  from  four  weeks  to  four  months, 
and  the  most  annoying  symptom  to  the  patient 
is  severe  neuralgic  pain. 

Herpes  zoster  ophthalmicus  belongs  to  the 
herpes  group  in  which  the  fifth  cranial  nerve  is 
involved.  During  the  past  four  years  a group 
of  these  cases  with  and  without  corneal  involve- 
ment has  been  treated  by  vaccination  with 
smallpox  vaccine  at  intervals  of  from  two  to 
ten  days.  Regardless  of  the  severity  and  dura- 
tion of  the  disease,  uniformly  excellent  results 
have  been  obtained. 

The  following  selected  cases  from  this  group 
are  reported  to  show  how  efficient  the  treatment 
has  been,  even  though  other  forms  of  treatment 
previously  instituted  had  not  accomplished  the 
desired  result.  All  of  11  cases  have  been  suc- 
cessfully treated  with  smallpox  vaccine. 

Case  Reports 

Case  1. — A woman,  aged  35,  was  examined  in 
1939  because  of  severe  pain  over  the  left  eye  and 
continued  skin  eruptions  over  the  upper  division 
of  the  left  fifth  cranial  nerve  for  three  months. 
When  the  left  eye  became  involved  one  week  after 
the  occurrence  of  the  skin  eruption,  she  was 
treated  with  pituitrin  and  roentgen  rays,  with  some 

Read  by  invitation  at  the  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  April  28, 
1942. 

From  the  Department  of  Ophthalmology,  Temple  Univer- 
sity School  of  Medicine,  Philadelphia. 


relief  from  the  pain.  Local  treatment  in  the  form 
of  dionin  and  atropine  had  also  been  instituted. 
One  month  later  she  was  operated  upon  for  a left 
anterior  and  posterior  ethmoiditis,  without  change 
in  the  clinical  course  of  the  herpes  zoster  ophthal- 
micus. 

My  examination,  three  months  later,  revealed 
the  vision  in  the  right  eye  to  be  6/6  and  in  the  left 
eye  6/12.  The  left  eye  showed  an  herpetiform 
lesion  on  the  cornea  at  9 o’clock  with  infiltration 
and  vascularization.  Deposits  were  present  on 
Descemet’s  membrane,  and  there  were  many 
discrete  globular  lens  opacities.  The  rest  of  the 
media  was  clear,  and  the  fundus  was  negative. 
Inasmuch  as  she  had  not  responded  to  the  previous 
therapy  of  pituitrin  and  roentgen  ray,  I advised 
the  use  of  smallpox  vaccinations.  Her  first  vaccina- 
tion produced  a very  severe  local  reaction,  and 
within  twenty-four  hours  the  pain  over  the  left  eye 
had  markedly  decreased.  She  was  revaccinated 
every  third  day  for  a series  of  four  vaccinations. 
In  two  weeks  the  eye  was  very  much  improved; 
there  was  no  photophobia,  the  conjunctiva  was 
clear,  and  the  corneal  involvement  had  regressed, 
although  a few  deposits  on  Descemet’s  membrane 
still  remained.  The  treatment  was  continued  at 
her  home,  with  resolution  of  all  the  skin  lesions 
within  three  weeks  after  the  smallpox  vaccination 
treatment  had  been  instituted. 

Ten  months  later  the  patient  complained  of 
seeing  double,  associated  with  some  vertigo  and 
difficulty  in  walking.  This  had  persisted  for  four 
days.  Her  examination  revealed  a weakness  of  the 
right  internal  rectus  muscle,  with  a resulting  crossed 
diplopia.  The  ophthalmoscopic  examination  was 
negative  except  that  in  the  left  eye  there  was  a 
small  corneal  scar  nasally  without  vascularization. 
There  was  no  evidence  of  any  deposits  on  Descemet’s 
membrane.  On  questioning,  the  patient  mentioned 
that  two  weeks  previously  she  had  had  a localized 
infection  of  the  skin  on  the  right  side  of  the  nose 
and  had  treated  it  locally  by  expressing  the  con- 
tents. Following  this  there  was  some  swelling  of 
the  nose  and  later  the  vertigo  and  diplopia  de- 
veloped . Complete  general  and  neurologic  examina- 
tion suggested  a meningo-encephalitis.  Under 
foreign  protein  therapy  with  intravenous  typhoid 
the  condition  cleared  up,  and  she  has  remained 
well  since. 

Case  2. — A 65-year-old  man  was  first  observed 
in  1940,  complaining  of  severe  pain,  burning, 
itching,  and  lacrimation  of  the  left  eye  and  also 
pain  and  burning  over  the  left  side  of  the  forehead. 
Four  weeks  previously  the  patient  had  noted  the 
pain  gradually  increasing  in  intensity  over  the  left 
forehead  and  left  upper  eyelid.  A few  days  later 
an  herpetiform  dermatitis  was  noted  over  this 
area,  and  he  consulted  his  neighborhood  physician. 
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He  was  given  the  usual  treatment  for  herpes  zoster 
ophthalmicus,  consisting  of  ointments,  pituitrin 
injections,  roentgen  ray,  and  local  ocular  treatment, 
without  evidence  of  improvement.  One  week  prior 
to  my  examination,  the  left  eye  became  affected 
with  marked  itching,  lacrimation,  and  swelling  of 
the  upper  lid. 

My  examination  of  the  skin  over  the  distribution 
of  the  first  division  of  the  left  fifth  cranial  nerve 
revealed  numerous  vesicles  of  various  sizes  and  some 
secondarily  infected.  Many  areas  were  covered 
with  small  dark-colored  crusts,  and  the  skin,  where 
visible,  was  dusty-red,  markedly  indurated,  and 
very  tender  to  palpation.  Examination  of  the 
left  upper  lid  revealed  a vesicle  formation,  while 
that  of  the  lower  lid  was  normal.  There  was  a 
mild,  subacute  conjunctivitis  with  marked  lacrima- 
tion, photophobia,  and  blepharospasm.  The  cornea 
was  not  involved.  The  right  eye  revealed  a surgical 
iridectomy  and  also  aphakia,  this  eye  having  been 
operated  upon  eight  years  previously.  The  general 
examination  was  entirely  negative  except  for  herpes 
zoster  ophthalmicus. 

A regimen  of  smallpox  vaccinations  was  instituted, 
with  vaccinations  every  fourth  day  for  a series  of 
four.  On  his  fourth  hospital  day  the  patient  was 
definitely  improved,  there  being  considerable 
lessening  of  the  pain,  lacrimation,  and  photophobia, 
although  the  herpetic  lesions  had  not  changed  in 
appearance.  On  the  sixth  day,  the  lesions  were 
much  dryer  and  the  subjective  symptoms  had 
practically  disappeared.  On  the  tenth  day  the 
patient  did  not  look  like  the  same  man  who  had 
entered  the  hospital;  he  was  symptom-free,  most 
of  the  scales  had  disappeared,  and  healthy  granula- 
tions were  noted.  There  was  no  systemic  re- 
action following  any  of  the  four  vaccinations, 
although  a local  reaction  and  pustulation  was 
produced  by  each  vaccination. 

Case  8. — A man,  aged  56,  was  seen  one  week 
after  an  acute  herpetic  eruption  over  the  right 
forehead  had  been  noted  by  his  family  physician. 
A few  days  before  this,  the  patient  had  had  a 
severe  pain  over  the  right  side  of  the  head.  The 
early  diagnosis  was  erysipelas. 

At  the  time  of  my  examination  he  showed  a 
typical  herpes  zoster  ophthalmicus  involving  the 
right  upper  division  of  the  fifth  cranial  nerve. 
The  two  lids  were  swollen  and  indurated,  but  the 
cornea  was  not  involved.  I advised  smallpox 
vaccinations  every  seventh  day  for  a series  of  four 
or  five  vaccinations.  Inasmuch  as  this  patient  had 
not  previously  had  any  treatment  for  the  herpes 
zoster,  I was  very  anxious  that  the  smallpox  vac- 
cinations be  instituted  immediately.  After  his 
first  two  smallpox  vaccinations,  from  which  he  had 
little  or  no  systemic  reaction  and  only  a small 
local  reaction,  the  herpetic  lesions  of  the  forehead 
began  to  involute,  the  swelling  of  the  lids  decreased, 
and  all  subjective  symptoms  of  the  eye  were  mini- 
mized. After  a series  of  five  smallpox  vaccinations, 
the  skin  lesions  were  entirely  healed.  A slight 
edema  of  the  upper  lid  remained,  but  it  subsequently 
disappeared.  This  was  accomplished  in  twenty- 
eight  days  without  any  supportive  treatment. 


In  a recent  report  by  Davis,*  excellent  clinical 
results  had  been  obtained  in  herpes  simplex 
with  smallpox  vaccinations.  The  first  case  he 
reports  is  one  that  I had  seen  in  1937,  at  which 
time  the  patient  had  a definite  herpetiform  lesion 
of  the  cornea  associated  with  a diagnosis,  made 
by  his  dermatologist,  of  facial  eczema.  The 
question  of  allergy  arose,  and  tests  for  this 
revealed  a mild  allergic  reaction  to  certain  foods. 
Over  a period  of  two  or  three  months  the  ocular 
condition  improved  under  this  regimen,  but  the 
patient  continued  to  have  episodes  of  dermatitis, 
which  made  him  apprehensive  because  of  the 
untoward  ocular  effects  which  usually  followed 
the  dermatitis.  At  the  time  of  Dr.  Davis’ 
first  examination,  the  dermatitis  was  that  of  a 
herpes  simplex,  and  there  was  no  ocular  involve- 
ment. Smallpox  vaccinations  were  instituted, 
with  excellent  results. 

Although  it  is  too  early  to  report  similar 
cases,  I am  sure  that  herpetiform  keratitis  re- 
sponds as  well  to  smallpox  vaccine  therapy 
as  it  does  to  the  usual  accepted  therapy — or 
better.  Although  this  form  of  treatment  is  not 
suggested  as  a panacea  for  all  herpetiform 
ocular  lesions,  I believe  that  a virus  origin 
must  be  more  commonly  considered,  and  early 
treatment  should  be  instituted. 

Case  1 is  extremely  interesting  to  me,  inasmuch 
as  the  patient  had  a severe  local  reaction  to  each 
smallpox  vaccination,  and  the  ocular  improve- 
ment was  rapid  even  though  the  condition  had 
persisted  for  more  than  three  months  before 
this  vaccine  treatment  was  instituted.  The 
meningo-encepha litis  which  occurred  nine  months 
later  might  be  of  virus  origin,  but  I feel  that  the 
infection  of  the  skin  on  the  nose  was  the  more 
probable  cause  of  this  condition.  This  episode 
responded  rapidly  and  successfully  to  intravenous 
typhoid  therapy. 

Case  2 had  previously  had  the  usual  accepted 
treatment  for  herpes  zoster  ophthalmicus  without 
improvement.  When  the  smallpox  vaccination 
treatment  was  instituted,  definite  clinical  im- 
provement, both  objectively  and  subjectively, 
was  noted  within  four  or  five  days  after  the 
first  vaccination. 

Case  3 had  had  no  previous  treatment.  The  re- 
sponse to  the  vaccine  therapy  was  very  rapid, 
and  the  clinical  duration  of  the  disease  was 
very  short  in  comparison  with  that  of  the  other 
two  cases.  This  case,  I think,  demonstrates 
the  efficacy  of  the  vaccine  therapy. 

Conclusions 

1.  Smallpox  vaccination  instituted  early  in 
herpes  zoster  ophthalmicus  is  efficacious  in 
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relieving  both  the  subjective  and  objective 
phases  of  the  disease. 

2.  The  improvement  has  occurred,  regardless 
of  the  duration  of  the  disease  and  the  type 
of  the  previously  instituted  treatment. 

3.  The  earlier  the  smallpox  vaccine  was  used, 
the  quicker  signs  and  symptoms  were  relieved. 


4.  Vaccine  therapy  could  be  used  in  all 
forms  of  herpetic  lesions  involving  the  eye  and 
its  neighborhood,  not  as  a panacea,  but  perhaps 
for  a better  clinical  classification  of  herpetiform 
keratitis. 

5.  Smallpox  vaccine  is  used  because  of  the 
simplicity  of  use  and  the  ease  of  procurement. 


SULFATHIAZOLE  MAY  BE  GONORRHEA  PREVENTIVE 


From  results  obtained  in  an  experimental  group 
of  soldiers,  sulfathiazole  administered  by  mouth 
appears  to  be  an  effective  preventive  against 
gonorrhea  and  chancroid,  Capt.  James  A.  Loveless 
and  Col.  William  Denton,  Medical  Corps,  Army 
of  the  United  States,  declare  in  the  J.A.M.A.  in 
a preliminary  report  of  their  investigation.  . . . 

The  test  group  in  the  study  consisted  of  a com- 
pany of  approximately  1,400  Negroes  and  the 
control  group  of  approximately  4,000  Negro  troops 
from  the  same  post.  In  summarizing  their  report 
the  authors  say  that  “A  company  of  approximately 
1,400  Negro  troops  was  given  sulfathiazole  pro- 
phylaxis of  2 Gm.  before  leaving  the  fort  on  pass. 
Those  taking  station  prophylaxis  received  no  further 
drug.  All  others  received  4 additional  Gm.,  2 on 
returning  to  the  fort  and  2 the  next  morning. 

“In  this  company  there  has  occurred  a pheno- 
menal disappearance  of  gonorrhea  and  chancroid. 
Excluding  the  ‘failures’  not  under  the  influence  of 
the  drug  at  the  time  of  exposure,  the  gonorrhea 
rate  dropped  to  a level  of  8 per  thousand  yearly  as 
compared  with  171  per  thousand  in  the  control 
group,  and  the  chancroid  rate  dropped  to  6 as  com- 
pared with  52.” 

Commenting  on  their  study  the  authors  say: 


“It  is  recognized  that  this  presentation  is  pre- 
liminary in  nature.  However,  it  is  believed  that 
sufficient  evidence  is  presented  to  prove  that  sulfa- 
thiazole prophylaxis  will  prevent  gonorrhea  and 
chancrbid.  It  is  our  opinion  that,  under  certain 
conditions  and  in  a final  form  yet  to  be  developed, 
prophylactic  sulfathiazole  administration  would 
produce  a remarkable  decline  in  gonorrhea  and 
chancroid  in  the  Army.  It  is  admitted  that  certain 
dangers  are  involved  in  administering  this  drug, 
particularly  on  a large  scale,  and  that  the  answer 
to  certain  questions  has  not  yet  been  determined. 
In  view  of  the  magnitude  of  the  venereal  disease 
problem,  we  believe  that  the  risks  are  justified.” 
The  authors  point  out  that  the  cost  of  this 
prophylaxis  has  been  about  10  cents  per  soldier 
monthly.  In  a footnote  they  add  that  since  the 
preparation  of  their  report  20  soldiers  in  the  test 
group  were  subsequently  admitted  to  the  Station 
Hospital  for  various  illnesses.  All  of  them  had 
previously  received  sulfathiazole  as  a prophylaxis. 
All  of  this  group  received  sulfathiazole  as  a part  of 
the  treatment  for  the  illness  for  which  they  were 
admitted  to  the  hospital  and  in  the  entire  group  the 
treatment  response  to  the  drug  was  satisfactory 
and  there  were  no  reactions. — J.A.M.A. 


TRAINING  FOR  FOOD  CONTROL 

....  To  provide  for  mutual  aid  in  maintaining 
and  controlling  the  quality  of  food  supplies  during 
and  after  the  war,  the  food  and  drug  officials  of  the 
New  England  States,  New  York,  and  New  Jersey 
have  organized  an  Emergency  Council  of  Food  and 
Drug  Officials  of  the  hsTortheastern  States.  This 
Council  is  a voluntary  organization  but  each 
participating  state  has  agreed  to  make  available  for 
emergency  service  anywhere  in  the  northeastern 
states  inspectors,  chemists,  and  laboratory  facili- 
ties. . . . 

To  develop  the  details  of  this  mutual-aid  plan 
and  also  to  provide  an  opportunity  for  a general 
discussion  of  the  procedures  that  should  be  followed 
in  the  control  and  distribution  of  food  supplies 
during  emergencies,  a three-day  training  con- 
ference for  food  and  drug  officials  was  held  in 
Albany  on  December  8,  9,  and  10.  . . . Particular 
emphasis  was  placed  on  the  action  to  be  taken  in 
case  of  enemy  attack,  especially  if  accompanied 
by  the  use  of  chemical  warfare  agents.  The  program 


considered  the  properties  and  tactical  uses  of 
chemical  warfare  agents,  the  protection  of  foods 
from  contamination,  the  salvage  of  damaged  food, 
and  methods  for  cleansing  areas  and  food  supplies 
contaminated  by  chemical  agents  or  “poisonous 
gases.”  It  also  stressed  the  existing  organization 
of  the  state  and  local  communities  for  civilian  de- 
fense and  the  functions  of  the  food  and  drug  control 
officials  in  relation  to  these  existing  organizations. 

As  a corollary  to  this  conference,  the  Emergency 
Council  requested  that  the  Office  of  War  Training 
of  the  New  York  State  War  Council  organize  and 
direct  a laboratory  training  institute  for  chemists 
concerned  with  the  control  of  food  products.  The 
sessions  were  held  in  January  in  the  laboratories 
of  the  Albany  College  of  Pharmacy.  . . . The 
curriculum  consisted  of  lectures  on  the  chemistry 
and  physiologic  properties  of  chemical  warfare 
agents,  first-aid  treatment  for  casualties,  and  the 
function  of  the  food  chemist  in  the  organization  for 
civil  defense. — Health  News 


Therapeutics 


CONFERENCES  ON  THERAPY 

'THESE  are  stenographic  reports,  slightly  edited,  of  conferences  by  the  members  of  the 
Departments  of  Pharmacology  and  of  Medicine  of  Cornell  University  Medical  Col- 
lege and  the  New  York  Hospital,  with  collaboration  of  other  departments  and  institu- 
tions. The  questions  and  discussions  involve  participation  by  members  of  the  staff  of 
the  college  and  hospital,  students,  and  visitors.  The  next  report  will  appear  in  the  June 
1 issue  and  will  concern  “The  Modern  Treatment  of  Cirrhosis  of  the  Liver  and  Hepatic 
Insufficiency.” 

The  Status  of  Therapy  with  Anticoagulants 


Dr.  David  P.  Barr:  The  subject  of  our  con- 
ference this  morning,  the  use  of  anticoagulants, 
is  one  with  which  most  of  us  as  yet  have  had 
little  experience.  Unfortunately  Dr.  Charles  H. 
Wheeler,  who  was  to  have  opened  the  discussion, 
is  unable  to  be  here,  but  he  has  written  some 
statements  which  will  be  read  by  Dr.  McDermott. 

Dr.  Walsh  McDermott:  Dr.  Wheeler  has 
given  me  a manuscript,  and  accordingly  I shall 
read  you  the  remarks  which  he  had  hoped  to 
deliver  in  person. 

Thrombus  formation  and  the  embolic  phenom- 
ena which  so  often  follow  it  are  frequent  causes 
of  disability  and  death.  Some  of  the  important 
instances  of  thrombus  formation  with  which  we 
must  deal  clinically  are  as  follows: 

Primary  thrombophlebitis 
Postoperative  thrombophlebitis 
Cerebral  sinus  thrombosis 
Thrombosis  of  the  central  retinal  vein 
Mesenteric  thrombosis 

Mural  thrombosis  following  myocardial  in- 
farction 

Subacute  bacterial  endocarditis 
Thrombo-angiitis  obliterans  and  other  tj^pes 
of  occlusive  peripheral  arterial  disease 

Similarly  there  are  a number  of  surgical 
procedures  on  blood  vessels  in  which  success 
is  often  endangered  because  of  the  formation  of 
a thrombus  at  the  site  of  incision  of  the  vessel. 
As  examples  of  these  we  might  list  the  following: 

Arterial  embolectomies 
Arterial  suture  following  trauma 
Arterial  anastomosis 
Venous  grafts 

Repair  of  arteriovenous  fistula 

Theoretically,  any  agent  which  could  be  given 
to  patients  safely,  and  which  would  prevent 
clotting  of  blood  in  vivo,  might  have  great  value 
in  the  therapy  of  conditions  such  as  those  given. 
At  the  present  time  we  have  available  two  such 
agents  which  have  been  subjected  to  extensive 
clinical  trial  and  which  appear  to  be  promising 


in  the  field  of  anticoagulant  therapy.  These 
two  agents  are  heparin  and  dicoumarin. 

Heparin  is  a derivative  of  glycuronic  acid 
containing  calcium  and  sulfur  in  its  molecule  and 
having  a molecular  weight  of  650.  It  was  iso- 
lated in  crude  form  from  dog  liver  in  1916  by 
McLean,  working  in  Howell’s  laboratory,  and 
prepared  in  pure  crystalline  form  as  a barium  salt 
in  1933  by  workers  in  both  Toronto  and  Copen- 
hagen. It  is  apparently  a normal  constituent 
of  the  circulating  blood  and  of  many  tissues  of 
the  body,  particularly  liver,  lung,  and  muscle, 
and  probably  performs  a physiological  function 
as  an  anticoagulant. 

When  heparin  is  added  to  blood  in  vitro,  or 
injected  into  the  mammalian  body,  the  coagula- 
tion time  of  the  blood  is  prolonged  in  proportion 
to  the  amount  of  heparin  introduced.  The 
mechanism  by  which  heparin  prevents  the  clot- 
ting of  blood  is  still  imperfectly  understood,  but 
seems  to  depend  on  the  fact  that  it  prevents  the 
conversion  of  prothrombin  to  thrombin  and 
inhibits  platelet  agglutination.  When  admin- 
istered orally,  heparin  has  no  effect.  When  given 
subcutaneously,  it  is  much  less  effective  and 
more  irregular  in  action  than  when  given  in- 
travenously. Accordingly,  the  intravenous  route 
is  employed  universally  in  clinical  practice. 
Following  its  introduction  into  the  circulation, 
heparin  is  rapidly  destroyed  or  inactivated  in 
the  body  and  only  traces  are  detectable  in  the 
urine.  The  effect  of  heparin  on  the  clotting  time 
is  apparent  immediately,  and  disappears  from 
one  to  three  hours  after  cessation  of  treatment, 
even  when  this  has  been  continued  over  a period 
of  many  days. 

Because  of  the  transient  effect  of  single  doses, 
heparin  is  usually  given  by  means  of  a continuous 
intravenous  drip  when  a constant  prolongation 
of  the  clotting  time  is  desired.  It  may  be  given 
in  saline  or  in  5 per  cent  glucose  solution.  The 
administration  of  the  drug  by  continuous  in- 
travenous drip  does  not  require  the  introduction 
of  a huge  volume  of  fluid  into  the  circulation, 
for  it  is  quite  possible  to  maintain  the  drip 
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with  a total  volume  of  not  more  than  1,000  cc. 
in  twenty-four  hours.  By  this  method  it  is 
possible  to  maintain  the  clotting  time  of  the 
blood  at  a fairly  constant  level. 

It  is  not  possible  to  state  the  dosage  of  heparin 
necessary  to  induce  a given  degree  of  prolonga- 
tion of  the  clotting  time,  for  the  effect  varies 
considerably  in  different  persons.  In  general, 
however,  a dose  of  about  20  mg.  per  hour  by 
continuous  intravenous  drip  prolongs  the  clot- 
ting time  of  the  average  adult  to  about  twenty 
minutes.  The  only  safe  and  effective  method  of 
gaging  the  dosage  is  to  determine  the  clotting 
time  of  the  blood  at  intervals  of  from  three 
to  four  hours  during  the  course  of  treatment 
and  to  adjust  the  dosage  accordingly. 

Heparin  has  now  received  extensive  clinical 
trial  and  has  been  given  to  thousands  of  patients. 
Murray  and  Best,  in  Toronto,  have  used  it  in 
over  700  patients  and  Crafoord  and  Jorpes,  of 
Copenhagen,  in  over  600.  Most  workers  agree 
that  heparin  has  definite  value  in  the  treatment 
of  conditions  such  as  those  just  listed.  For 
example,  Murray  and  Best  report  that  they  have 
administered  heparin  postoperatively  to  400 
patients  and  that  not  one  of  these  has  died  as 
the  result  of  postoperative  embolism  or  has 
even  developed  postoperative  thrombophlebitis, 
whereas  before  the  routine  use  of  heparin  10 
per  cent  of  the  postoperative  deaths  had  been 
due  to  embolic  phenomena. 

Finally,  a word  must  be  said  about  the  toxicity 
of  heparin.  Since  the  advent  of  the  purified 
crystalline  preparation,  no  toxic  effects  have 
been  encountered,  except  bleeding  consequent 
to  undue  prolongation  of  the  clotting  time. 
It  is  noteworthy  that  the  incidence  of  hemor- 
rhage, which  different  workers  have  reported 
following  the  use  of  heparin,  varies  directly  with 
the  degree  of  prolongation  of  the  clotting  time 
which  was  induced.  Some,  such  as  Murray 
and  Best,  who  have  insisted  that  the  clotting 
time  should  not  be  allowed  to  exceed  twenty 
minutes,  have  observed  a virtual  absence  of  un- 
toward bleeding  in  their  patients.  On  the  other 
hand,  as  many  as  30  per  cent  of  patients  have 
been  observed  to  suffer  serious  and  often  fatal 
hemorrhages,  particularly  in  the  brain,  in  series 
in  which  the  clotting  time  was  allowed  to  rise 
to  an  hour  or  more.  The  incidence  of  serious 
bleeding  has  been  particularly  high  in  patients 
treated  with  sulfonamide  and  heparin  for  sub- 
acute bacterial  endocarditis,  for  in  such  patients 
the  clotting  time  has  usually  been  prolonged 
to  an  extreme  degree  deliberately. 

Heparin  is  expensive,  and  its  administration 
by  the  method  of  continuous  intravenous  drip 
is  awkward.  Consequently,  workers  in  the 
field  of  anticoagulant  therapy  have  long  wished 


for  some  substance  which  would  induce  effects 
similar  to  those  of  heparin  when  given  by  mouth, 
and  which  would  be  inexpensive.  The  new 
anticoagulant  dicoumarin  fulfills  these  criteria. 

Dicoumarin  is  a complex  organic  compound 
containing  the  benzene  ring.  The  anticoagulant 
properties  of  this  compound  were  discovered  by 
Link  and  his  co workers  in  1940.  Starting  with 
the  long-known  fact  that  cattle  that  eat  spoiled 
sweet-clover  hay  develop  a hemorrhagic  diath- 
esis, they  succeeded  in  isolating  dicoumarin 
from  spoiled  swTeet-clover  and  in  showing  that 
it  was  the  offending  substance  in  the  fodder. 
A little  later  they  synthesized  it  by  an  inexpensive 
method. 

When  dicoumarin  is  fed  to  animals,  including 
man,  the  prothrombin  and  clotting  times  are 
prolonged.  The  same  effects  may  be  induced 
by  injecting  the  disodium  salt  of  dicoumarin 
intravenously.  No  effect  on  the  clotting  of 
blood  is  produced  by  dicoumarin  in  vitro. 
Large  doses  in  animals  produce  extensive  bleed- 
ing. The  mechanism  of  action  by  which  these 
effects  occur  is  still  unknown.  It  possibly  con- 
sists of  an  inactivation  of  vitamin  K or  an 
inhibition  of  prothrombin  formation  by  the 
liver. 

The  therapeutic  effects  of  dicoumarin  differ 
somewhat  from  those  of  heparin.  The  effect 
on  coagulation  time  is  variable,  but  that  on 
prothrombin  time  is  quite  regular.  Accordingly, 
this  must  be  used  as  the  gage  of  effect.  The  effect 
on  prothrombin  and  clotting  times  does  not  come 
until  from  one  to  three  days  after  the  start  of 
treatment.  The  effect  may  persist  for  many 
days  after  the  withdrawal  of  treatment.  As 
in  the  case  of  heparin,  the  amounts  necessary  to 
induce  a given  effect  vary  considerably  with 
different  individuals  so  that  the  dosage  must 
be  guided  by  daily  determinations  of  the  pro- 
thrombin time. 

It  appears  that  some  patients  are  resistant 
to  the  effects  of  the  drug  when  it  is  given  by 
mouth,  presumably  because  of  failure  in  ab- 
sorption, while  others  are  peculiarly  susceptible 
to  its  effects.  It  is  possible  that  exaggerated 
responses  are  more  likely  to  occur  in  the  presence 
of  impaired  liver  and  impaired  renal  function, 
following  starvation,  and  in  vitamin  K de- 
ficiency. 

The  aim  of  therapy  should  be  the  maintenance 
of  the  prothrombin  time  at  a level  varying 
between  thirty-five  and  sixty  seconds,  as  com- 
pared with  the  normal  of  about  twenty  seconds. 
To  attain  this,  an  initial  dose  of  200  to  300  mg. 
followed  by  a daily  dose  of  100  to  200  mg.  is 
usually  given  orally.  Such  dosage  has  been 
continued  for  as  long  as  eighteen  days.  However, 
as  intimated  previously,  such  a dose  produces 
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very  little  effect  in  some  patients  and  produces 
serious  bleeding  in  others. 

Information  is  available  on  about  1,000 
patients  who  have  been  treated  with  dicoumarin 
by  a number  of  different  workers.  These  data 
indicate  that  hemorrhagic  manifestations  are  the 
only  troublesome  toxic  effects.  However,  hem- 
orrhages of  varying  severity  occurred  in  as  many 
as  40  per  cent  of  the  patients  treated  in  some  of 
the  series,  with  a fatality  rate  of  1 per  cent  in 
one  series.  The  occurrence  of  hemorrhages 
could  not  be  correlated  with  the  increases  in  pro- 
thrombin and  clotting  times,  for  many  patients 
bled  when  the  values  were  lower  than  those  in 
many  of  the  patients  who  had  no  bleeding,  and 
conversely,  many  of  the  patients  with  unusually 
high  values  had  no  bleeding. 

It  appears,  after  reviewing  these  data,  that 
dicoumarin  should  still  be  regarded  as  being  in 
the  experimental  stage. 

Dr.  Barr:  Dr.  Duryee,  of  the  New  York 
Post-Graduate  Medical  School,  was  good 
enough  to  come  this  morning  to  tell  us  of  some 
experiences  that  he,  Dr.  Wright,  and  others 
have  had  in  the  use  of  these  substances  in  the 
treatment  of  various  conditions,  particularly 
peripheral  vascular  disease. 

Dr.  A.  Wilbur  Duryee:  I apologize  for 
presenting  some  of  this  information  secondhand. 
I will  have  to  do  as  Dr.  McDermott  did  for  Dr. 
Wheeler  because  all  of  the  detailed  work  was 
carried  on  by  Dr.  Wright  and  Dr.  Prandoni. 
Both  of  these  men  are  now  continuing  the  work 
in  their  present  locations  in  the  Army,  one  at 
the  Walter  Reed  Hospital  and  one  in  Hot 
Springs,  Arkansas.  We  are  likewise  proceeding 
with  it  at  the  Post-Graduate  Hospital.  It  has 
been  only  within  the  last  three  months  that  I 
have  had  intimate  contact  with  the  investigative 
work,  although  I was  able  to  follow,  over  the 
last  two  or  three  years,  a number  of  patients, 
particularly  in  the  field  of  peripheral  vascular 
disease,  who  were  treated  with  anticoagulants. 

Inasmuch  as  Dr.  Wheeler  outlined  the  research 
background,  I think  we  might  discuss  some 
practical  applications  of  our  present  information. 

Anticoagulant  therapy  was  used  long  before 
heparin  was  discovered  by  Best  and  Murray. 
For  many  years  leeches  have  been  applied  to 
patients  suffering  from  phlebitis.  The  leeches 
were  placed  directly  over  the  veins,  where  they 
secreted  hirudin,  an  anticoagulant  substance. 
Various  workers  have  tried  to  purify  the  crude 
material  on  a commercial  scale  and  thus  eliminate 
the  use  of  the  leech  itself.  However,  the  expense 
involved  was  great.  Its  strength  varied  tremen- 
dously, and  it  never  has  worked  well  as  a thera- 
peutic agent. 

Although  the  application  of  leeches  was  not  a 


pleasant  form  of  treatment,  the  results  were 
gratifying  in  some  cases.  Edwards  in  Boston 
reported  a series  of  patients  treated  with  leeches 
with  good  results.  We  treated  about  20  cases 
of  phlebitis  by  the  direct  application  of  leeches, 
and  were  convinced  of  their  value.  The  average 
patient,  however,  does  not  like  a leech  crawling 
over  him,  and  this  form  of  therapy  was  not  used 
further  because  of  this  factor. 

Since  heparin  came  into  use  we  have  used  it 
in  medical  and  surgical  vascular  problems. 
Dr.  Pratt  has  done  considerable  vascular  surgery 
at  Post-Graduate  Hospital.  He  has  performed 
18  embolectomies  in  which  the  vessels  in  one  or 
both  legs  were  occluded,  several  of  them  with 
the  thrombosis  at  the  bifurcation  of  the  aorta, 
or  saddle,  type.  In  many  of  these,  heparin 
was  used  during  the  operation.  In  the  majority 
of  these  cases,  no  massive  gangrene  followed  and 
no  major  amputation  was  necessary,  although 
many  of  our  embolectomies  previously  had  come 
to  major  surgery.  There  is  no  question  of  its 
value. 

There  are,  however,  a few  points  concerning 
its  use  that  I might  point  out.  Formerly,  we 
waited  for  an  hour  or  two  postoperatively  before 
heparin  injection  was  started.  We  soon  realized, 
from  the  work  of  Best  and  others  and  from  our 
own  experience,  that  after  such  a delay  it  was 
frequently  too  late  to  obtain  the  benefit  of 
heparin.  The  thrombus  had  usually  reformed 
in  the  vessel  by  that  time . Therefore,  at  present, 
heparin  injection  is  begun  on  the  operating  table 
and  frequently  even  earlier.  In  emergency  it 
is  given  in  the  arm  vein  in  the  concentrated  form 
in  a dose  of  at  least  40  to  60  mg.  The  average 
maintenance  dose  is  20  to  30  mg.  per  hour. 
Heparin  may  also  be  injected  locally  at  the  site 
of  the  operation  and  into  the  lumen  of  the  artery. 
There  is  always  some  leakage  at  the  suture  area 
but  it  is  seldom  a major  problem.  Postopera- 
tively heparin  is  continued  for  from  five  to  eight 
days  in  order  to  prevent  clotting  in  the  injured 
vessel. 

The  medical  cases  in  which  we  have  used 
heparin  are  divided  into  two  main  groups:  those 
with  venous  and  those  with  arterial  disease. 

In  patients  with  venous  disease  we  have  used 
it  chiefly  in  thrombophlebitis  and  especially  in 
migratory  thrombophlebitis  which  presents  such 
a difficult  therapeutic  problem. 

Among  the  arterial  disease  problems  in  which 
we  have  used  heparin  are  acute  arterial  throm- 
boses starting  in  the  periphery  and  rapidly 
working  centrally,  such  as  those  seen  occasionally 
in  Buerger’s  disease  and  in  arteriosclerosis. 

I should  like  now  to  emphasize  some  of  the 
points  which  Dr.  Wheeler  has  already  dis- 
cussed and  perhaps  to  bring  out  a few  others^ 
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Prothrombin  is  acted  upon  by  thrombokinase 
and  by  calcium  ions  to  form  thrombin.  If 
calcium  ions  are  absent,  thrombokinase  acts 
very  slowly — i.e.,  in  the  formation  of  thrombin. 
If  heparin  is  absent  or  is  in  low  concentration, 
coagulation  occurs,  but  if  heparin  and  the 
neutral  salts  are  present  the  thrombin  is  neutral- 
ized and  the  blood  remains  fluid.  There  may  be 
other  factors  present  in  the  blood  that  will 
influence  coagulation,  such  as  antithrombin 
agents.  The  addition  of  thrombokinase  in 
suitable  amounts  annuls  the  action  of  heparin. 
Therefore,  it  is  the  balance  between  the  con- 
centrations of  heparin  and  thrombokinase  that 
decides  whether  the  blood  coagulates  or  remains 
fluid. 

There  are  several  preparations  of  heparin  that 
are  available  on  the  market  today.  The  ones 
we  are  using  are  those  of  the  Lederle,  the  Roche, 
and  the  Connaught  Laboratories.  Most  of 
them  are  distributed  in  10-cc.  vials  with  10  mg. 
per  cc.,  and  each  cc.  equal  to  the  1,000  Toronto 
units  as  defined  by  Best  and  Murray. 

With  continuous  infusion,  the  clotting  time 
rises  from  normal  levels  to  twenty  or  thirty  min- 
utes and  remains  fairly  constant.  With  injec- 
tions every  four  hours,  the  clotting  time  fre- 
quently exceeds  an  hour.  We  believe  that 
clotting  times  of  over  thirty  or  forty  minutes 
are  extremely  dangerous,  and,  moreover,  be- 
tween the  injections  the  clotting  time  may  return 
to  normal. 

I should  like  to  mention  that  the  type  of 
needle  that  we  use  for  heparin  infusion  was 
described  by  Olovson.  It  may  be  strapped  on 
the  arm.  With  it  in  place  patients  are  able 
to  move  around  without  much  danger  of  dis- 
locating the  needle.  I had  a patient  in  the 
Manhattan  Eye  and  Ear  Hospital  who  had  a 
migratory  phlebitis  whose  repeated  emboli 
became  so  serious  that  for  two  weeks  he  had 
an  intravenous  needle  in  place  continuously,  for 
only  while  the  heparin  was  running  was  he  free 
of  new  lesions  and  emboli.  We  were  finally  able 
to  discontinue  heparin,  and  he  is  now  attempting 
to  enlist  in  the  Army.  I am  afraid  he  did  not 
tell  the  Army  physicians  this  story. 

If  we  are  to  treat  our  patients  intelligently, 
we  ought  to  have  certain  clinical  and  laboratory 
data,  except  in  emergencies,  before  we  start 
therapy.  The  blood  typing  is  often  important 
because  the  only  way  we  are  able  to  stop  the 
effects  of  dicoumarin  and  heparin  is  by  trans- 
fusion with  fresh  blood.  Banked  blood  loses 
the  thrombokinase,  and  if  it  has  stood  three  or 
four  days  the  thrombokinase  is  so  reduced  in 
amount  that  it  is  of  very  little  value  in  opposing 
the  heparin  effect. 

There  is  also  considerable  evidence  that  in 


advanced  renal  disease  both  dicoumarin  and 
heparin  are  contraindicated.  There  are  many 
reasons  for  this.  Bleeding  into  the  kidney  and 
hematuria  are  frequent  complications  in  patients 
treated  with  anticoagulants.  If  renal  damage 
exists  and  renal  hemorrhage  is  added,  the  out- 
come may  be  serious.  Therefore  the  Mosenthal, 
the  urea  clearance,  or  other  kidney  function 
tests  are  indicated.  Capillary  fragility  should 
be  tested  prior  to  therapy  and  variations  in 
prothrombin  time  should  be  constantly  watched 
during  treatment. 

Hemorrhage  with  anticoagulants  appears  to 
have  very  little  relationship  to  capillary  fragility 
in  most  cases.  The  cause  of  bleeding  from  ap- 
parently normal  vessels  in  patients  receiving 
anticoagulants  is  not  known.  Histologic  study 
of  these  vessels  shows  very  little  alteration  from 
normal.  However,  in  a cut  or  injured  vessel 
the  continued  bleeding  is  easily  explained. 

The  bromsulfalein  test  for  liver  function  is 
important,  especially  when  dicoumarin  is  used. 
We  are  familiar  with  the  relation  between  vitamin 
K and  prothrombin.  If  vitamin  K is  deficient 
and  there  is  associated  liver  damage,  the 
use  of  dicoumarin  is  contraindicated.  The  blood 
cholesterol  and  cholesterol  esters  are  further 
tests  of  liver  function.  The  frequent  determina- 
tion of  the  blood  coagulation  time  throughout 
the  course  of  therapy  has  already  been  stressed. 

We  do  not  know  yet  whether  achlorhydria  has 
an  effect  on  the  absorption  of  dicoumarin,  but 
apparently  the  drug  is  not  so  quickly  absorbed 
when  gastric  acidity  is  low  or  absent. 

The  erythrocytic  sedimentation  rate  is  im- 
portant because  a sudden  rise  may  indicate 
hemorrhage.  Practically  all  the  cases  treated 
with  dicoumarin  that  showed  hemorrhage  had 
a marked  increase  in  sedimentation  rate. 

I might  mention  a few  cases  to  illustrate  the 
effects  of  dicoumarin.  One  patient  received 
300  mg.  doses  orally  every  other  day.  There 
was  a marked  increase  in  the  coagulation  and 
prothrombin  times.  After  the  dicoumarin  was 
stopped  on  the  sixth  day  it  took  eighteen  or  more 
days  for  the  clotting  time  to  return  to  normal. 
In  another  case  the  drug  was  given  every  day. 
The  coagulation  time  rose  to  sixty  minutes,  which 
is  dangerously  high.  The  prothrombin  time 
rose  to  100  seconds.  The  patient  was  given 
500  cc.  of  whole  blood  and  8 mg.  of  vitamin  K, 
and  later  an  additional  20  mg.  of  vitamin  K,  to 
neutralize  the  effect  of  the  drug.  Data  taken 
from  a chart  of  Link  describe  the  effect  of  a single 
150  mg.  dose  of  dicoumarin.  In  8 days  the 
clotting  time  returned  to  normal.  With  graded 
doses  of  dicoumarin  (37,  75,  and  150  mg.),  the 
clotting  and  prothrombin  times  increased  in 
direct  proportion  to  the  size  of  the  dose.  It 
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takes  from  one  to  two  days  before  the  full  effect 
of  the  drug  develops. 

The  following  toxic  effects  of  dicoumarin  were 
noted  in  a series  of  17  patients.  Nine  of  them, 
or  about  50  per  cent,  had  toxic  symptoms. 
Three  had  purpura,  3 had  sublingual  ecchymosis, 
and  3 had  conjunctival  hemorrhages. 

One  must  be  careful  to  apply  pressure  for  a 
long  period,  one  hour  or  more,  over  the  venous 
puncture  points.  Slow  but  massive  bleeding 
may  occur  from  such  areas. 

Epistaxis  and  hematuria  are  frequent  complica- 
tions with  dicoumarin  therapy.  Hematuria  is 
a common  occurrence  in  the  course  of  subacute 
bacterial  endocarditis.  It  is  frequently  puzzling 
to  know  if  the  bleeding  is  due  to  emboli  or  to 
the  drug  itself.  Lumbar  pain  may  be  due  to 
bleeding  into  the  lumbar  muscles.  The  tem- 
perature becomes  elevated,  as  is  often  noted  in 
any  internal  hemorrhage.  Vertigo  and  nausea 
may  indicate  cerebral  bleeding.  This  is  a com- 
plication to  fear,  but  in  our  series  we  have  had 
no  cerebral  accidents.  No  neutropenia  from  the 
drug  was  noted  in  any  of  the  cases.  One  patient 
went  into  shock  but  recovered  with  the  usual 
shock  treatment. 

Dr.  Barr:  Dr.  Forkner  has  had  experience 
in  the  use  of  these  substances,  especially  in  the 
management  of  pulmonary  embolism  and  pul- 
monary thrombosis.  I should  like  to  ask  him 
to  open  the  discussion  of  the  preceding  presenta- 
tions and  to  tell  us  something  about  his  own 
experiences. 

Dr.  Claude  E.  Forkner:  I have  not  made 
a study  of  this  problem  but  have  merely  followed 
some  of  the  facts  that  have  been  reported  in  the 
literature  dealing  particularly  with  heparin. 
I think  it  is  a very  good  thing  to  hold  this  con- 
ference here  because  I feel  that  we  have  been  a 
little  slow  in  utilizing  some  of  the  valuable  work 
done  elsewhere,  especially  the  work  on  heparin. 

The  chief  purposes  for  which  heparin  has  been 
used  in  this  hospital  have  been  the  treatment 
of  patients  with  subacute  bacterial  endocarditis 
(about  which  I hope  Dr.  Deitrick  will  say  a 
few  words  later),  and  of  some  patients  with 
pulmonary  emboli,  secondary  to  either  peripheral 
thrombosis  or  to  the  formation  of  mural  thrombi. 

I think  it  should  be  emphasized  that  in  patients 
with  pulmonary  emboli  the  procedure  of  causing 
a prolongation  of  the  coagulation  time  often  is 
a life-saving  procedure.  I have  here  the  records 
of  3 patients  whose  lives  I feel  were  saved  by 
such  a procedure.  Some  of  you  have  seen  the 
patients.  Two  of  them  were  on  the  wards  and 
another  one  was  a private  case. 

One  of  the  patients  was  a physician  suffering 
from  typhus  fever  who,  during  his  convalescence, 
developed  phlebitis,  first  in  one  leg  and  then  in 


the  other.  He  was  having  pulmonary  emboli 
very  frequently,  and  eventually  a large  embolus 
lodged  in  his  left  axillary  artery.  We  felt  that 
the  emboli  in  the  lungs  were  coming  from  the 
phlebitis  which  he  had  in  the  vessels  of  his  legs 
and  that  the  embolus  in  his  left  axillary  artery 
probably  was  from  a mural  thrombosis  in  the  left 
side  of  the  heart.  As  you  know,  typhus  fever 
is  a disease  largely  affecting  the  intima  of  the 
blood  vessels.  The  organisms,  the  Rickettsia, 
live  there,  and  consequently,  thrombosis  and 
embolism  are  fairly  common  in  this  disorder. 

It  wTas  with  some  hesitancy  that  we  gave  this 
man  heparin.  I think  Dr.  Reznikoff  really  led 
us  to  do  it.  From  the  time  that  the  patient  was 
given  heparin  there  was  an  immediate  cessation 
of  pulmonary  emboli,  and  he  progressively  im- 
proved. Also,  there  was  a cessation  of  extension 
of  his  peripheral  thrombophlebitis.  The  embolus 
that  lodged  in  his  left  axillary  artery  was  treated 
by  means  of  suction  and  pressure  on  the  extremity 
together  with  heparinization  of  the  patient.  We 
feel  that  heparin  was  perhaps  an  important 
factor  in  saving  the  extremity  as  well . 

Another  patient  who  was  recently  on  the 
wards  came  into  the  hospital  with  rheumatic 
heart  disease  and  extensive  phlebitis  of  both 
legs.  She  was  having  frequent  pulmonary  em- 
boli, was  almost  moribund,  had  high  fever  and 
fluid  in  the  chest,  and  was  in  a state  of  collapse. 
As  soon  as  the  heparin  was  administered  she 
ceased  having  additional  pulmonary  emboli, 
the  phlebitis  in  her  legs  subsided,  and  she  finally 
recovered. 

A third  patient  injured  his  legs  in  an  airplane 
accident,  and  later  developed  an  extensive 
phlebitis  with  showers  of  pulmonary  emboli. 
He  was  in  great  distress  from  shortness  of  breath. 
X-rays  showed  his  lungs  to  be  full  of  emboli. 
Heparin  was  given,  and  he  had  no  subsequent 
pulmonary  emboli. 

In  each  instance  the  life  of  the  patient  seemed 
to  have  been  saved  by  the  administration  of 
heparin. 

I do  not  wish  to  convey  the  impression  that 
every  patient  who  has  pulmonary  emboli  should 
be  given  heparin  or  dicoumarin,  but  I do  think 
that  in  pulmonary. embolism,  serious  considera- 
tion should  be  given  to  the  use  of  these  anti- 
coagulants. 

An  important  point  which  is  not  usually  ap- 
preciated is  that  prior  to  fatal  emboli  in  the 
lungs  at  least  30  per  cent  of  the  patients  have  had 
emboli  previously.  In  other  words,  there  is  a 
warning  embolic  process  which  precedes  the 
fatal  episode.  Personally,  I feel  in  view  of  the 
extensive  evidence  which  has  been  accumulated, 
that  we  should  use  this  antithrombic  treatment 
on  patients  who  have  had  operations  after  which 
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phlebitis  or  thrombosis  with  possible  pulmonary 
embolism  might  be  expected.  As  has  been 
mentioned,  the  Toronto  group  and  others  have 
had  about  1,000  surgical  cases  in  which  no  pul- 
monary emboli  have  been  encountered,  whereas 
in  a comparable  control  group  the  incidence  was 
about  9 or  10  per  cent. 

Another  point  which  I think  should  be  men- 
tioned here,  and  which  has  not  been  sufficiently 
stressed,  is  the  possible  value  of  this  drug  in  the 
treatment  of  mesenteric  thrombosis.  As  you 
know,  mesenteric  thrombosis  carries  with  it  a 
very  high  mortality  rate.  The  results  in  the 
literature  today  show,  that  heparinization  of 
these  patients  is  of  extreme  value  when  used 
alone  or  when  used  in  addition  to  resection. 

I think  the  other  points  I have  in  mind  will  be 
covered  in  the  discussion  which  is  to  follow. 

Dr.  Barr:  I am  sure  there  must  be  many 
questions. 

Dr.  Paul  Reznikoff:  I wonder  whether  Dr. 
Deitrick  can  tell  us  of  the  results  of  the  treatment 
of  coronary  thrombosis. 

Dr.  John  E.  Deitrick:  The  aspect  of  coro- 
nary disease  in  which  we  are  interested  is  the 
prevention  of  progressive  thrombus  formation 
following  a coronary  occlusion  by  the  use  of 
heparin.  If  we  could  accomplish  this,  the 
collateral  circulation  might  be  more  easily 
established.  It  is  well  known  that  a man  can 
have  one,  two,  or  three  coronary  thromboses 
and  survive. 

About  two  years  ago  we  received  a rather 
small  supply  of  heparin  and  treated  four  patients. 
All  I can  say  is  that  we  observed  no  ill  effects. 
All  four  survived,  although  one  man  had,  when 
treatment  was  started,  a blood  pressure  between 
80  and  90  and  was  practically  in  shock;  he  was 
given  heparin  continuously. 

We  did  not  know  how  long  to  carry  on  treat- 
ment. We  tried  to  limit  treatment  to  the 
patients  who  had  suffered  a severe  attack  of 
pain  three  or  four  hours  before  arriving  at  the 
hospital.  We  felt  that  heparin  should  be  given 
as  soon  as  possible  after  the  onset  of  pain  and 
should  be  continued  for  48  to  72  hours,  but  we 
knew  of  no  way  to  evaluate  our  results  unless 
we  had  a large  stock  of  heparin  so  that  we  could 
treat  alternate  cases  and  study  the  mortality  rate. 

Dr.  Forkner:  I should  like  to  make  two 
additional  points.  In  thrombosis  of  a blood 
vessel,  the  mere  existence  of  a thrombus  may  be 
less  menacing  than  the  deposit  of  additional 
material  upon  it  and  the  later  breaking  off  of 
portions  of  this  material  to  form  emboli.  In 
coronary  occlusion,  one  of  the  chief  dangers  may 
be  an  extension  of  the  existing  thrombus  and 
injury  to  the  cardiac  wall  so  that  mural  thrombi 
are  formed  well  after  the  original  coronary  oc- 


clusion. Heparin  should  tend  to  prevent  such 
unfavorable  developments  and  thereby  lessen  the 
hazard  of  this  serious  disorder. 

Dr.  Reznikoff:  Dr.  Best  contends  that 
there  is  no  evidence  that  heparin  will  dissolve 
the  thrombus  once  formed,  but  many  people 
have  observations  which  do  not  agree.  One 
of  the  investigators  who  insists  that  heparin  can 
dissolve  an  existing  thrombus  is  Murray  him- 
self, who  works  with  Best,  although  in  their 
combined  papers  they  say  nothing  about  this 
effect. 

I should  like  to  ask  Dr.  Duryee  whether  he 
has  any  observations  on  the  effect  of  heparin 
on  an  existing  thrombus. 

Another  question  I should  like  to  ask  is  this: 
Has  he  any  information  about  protamine,  which 
Chaugus  and  Olson  claim  is  an  antidote  to 
heparin?  Also  does  protamine  act  as  an  antidote 
for  an  overdose  of  dicoumarin? 

Dr.  Duryee:  The  first  question  is:  What 
happens  when  one  gives  dicoumarin  or  heparin 
to  a patient  in  whom  a thrombus  has  formed 
and  an  extension  has  taken  place?  I believe 
the  arguments  are  stronger  against  the  theory 
that  heparin  dissolves  the  thrombus  than  are 
those  in  favor  of  it.  The  chief  argument  against 
it  is  that  usually  at  the  beginning  of  heparin 
therapy  all  pulmonary  emboli  are  stopped.  Any 
of  you  who  have  opened  a vein  or  have  seen  one 
opened  know  that  the  proximal  end  of  a thrombus 
is  usually  free,  not  attached  to  the  wall.  Fre- 
quently it  waves  like  a flag  in  the  fluid  blood, 
and  if  the  heparin  actually  had  a dissolving  action 
on  such  a thrombus  one  would  expect  an  increase 
in  pulmonary  emboli.  Almost  universally,  pul- 
monary emboli  are  controlled. 

The  observers  maintaining  that  the  thrombus 
is  dissolved  usually  base  their  evidence  on  exam- 
ination of  tissue  removed  a few  days,  a week,  or 
ten  days  after  primary  thrombosis  has  occurred. 
During  the  course  of  the  thrombosis  a “clot” 
could  be  felt,  but  on  tissue  study  it  has  dis- 
appeared. We  know  that  a thrombus  formed 
in  the  veins  in  acute  thrombophlebitis  some- 
times completely  disappears  spontaneously  in  ten 
days  or  two  weeks,  so  that  examination  of  the 
tissue  even  four  or  five  days  later  may  lead  er- 
roneously to  the  conclusion  that  heparin  dis- 
solved the  clot.  Dr.  Pratt  produced  thrombi 
chemically  in  the  veins  of  animals  and  studied 
those  veins  one,  two,  five,  and  ten  days,  and 
up  to  four  months  later.  It  was  extremely 
interesting  to  watch  the  disappearance  of  the 
thrombi.  It  is  my  belief  that  heparin  has  no 
effect  on  the  dissolution  of  emboli. 

Regarding  your  second  question  relating  to 
the  effect  of  protamine,  I may  say  that  we  have 
used  this  substance  in  3 or  4 cases  in  which  the 
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clotting  time  became  elevated  to  one  hour  or 
more.  In  each  instance  protamine  seemed  to 
control  the  clotting  time  and  to  lower  it  almost 
as  rapidly  as  would  whole  blood  transfusion. 

I should  like  to  bring  out  the  indications  for 
the  use  of  dicoumarin  versus  heparin.  Dicouma- 
rin  costs  the  patient  only  about  $1.00  a day  while 
heparin  costs  $20  to  $25  a day.  I think  our 
information  on  dicoumarin  is  sufficiently  ad- 
vanced at  present  to  say  that  whenever  prolonged 
therapy  is  required  in  the  absence  of  immediate 
need  for  quick  anticoagulant  action,  dicoumarin 
is  the  drug  of  choice.  Furthermore,  one  may 
start  with  heparin  and  continue  with  dicoumarin 
after  twenty-four  or  forty-eight  hours. 

Dicoumarin  has  certain  dangers  from  which 
heparin  is  free.  It  takes  days  for  its  effect  to 
subside,  but  with  the  use  of  whole  blood  and 
probably  of  protamine  to  control  it,  this  may  not 
restrict  its  use  seriously.  I think  that  in  an 
emergency  requiring  anticoagulant  therapy  for 
a few  days  only,  heparin  should  be  chosen. 

Dr.  McKeen  Cattell:  With  respect  to  cor- 
rection of  coagulation  time  by  antagonistic 
agents,  I just  had  the  opportunity  to  read  a 
report  of  some  work  that  has  been  done  in  the 
Parke,  Davis  Laboratory  by  McGinty  and 
Pfeiffer.  They  have  succeeded  apparently  in 
preparing  a purified  solution  of  beef  prothrombin 
and  have  found  it  to  antagonize  completely 
the  effects  of  dicoumarin  in  dogs. 

Dr.  Forkner:  I might  say  that  a heparin 
preparation  which  is  marketed  by  Hoffmann 
La  Roche  contains  10  mg.  per  cc.  There 
are  100  mg.  or  10,000  units  in  the  vial. 

Dr.  Barr:  It  would  be  very  interesting  to 
hear  of  Dr.  Duryee’s  experience  with  the  use  of 
anticoagulants  in  Buerger’s  disease. 

Dr.  Duryee:  We  have  run  into  a few  ob- 
stinate cases  of  Buerger’s  disease.  Its  treatment 
is  not  the  problem  it  used  to  be  because  if  two 
principles  of  therapy  are  followed  the  course  of 
the  disease  may  usually  be  arrested  successfully. 
These  are  the  cessation  of  the  use  of  tobacco 
and  therapy  with  a vasodilator.  We  have  used 
typhoid  intravenously  to  produce  fever  and 
secondary  dilatation.  The  cases  in  which  the 
venous  pathology  predominates  seem  to  be  the 
most  resistant  to  anticoagulant  therapy. 

I might  discuss  the  case  of  a patient  who  was 
at  Welfare  Island,  and  who  had  gangrene  of  all 
four  extremities,  involving  the  tips  of  three 
fingers  of  each  hand  and  all  the  toes.  He 
had  been  followed  in  our  clinic  at  Post-Graduate, 
and  because  we  thought  he  had  not  discontinued 
the  use  of  tobacco,  he  was  hospitalized  at  Wel- 
fare Hospital.  He  was  given  dicoumarin  (100 
mg.  at  first  and  then  200  mg.  every  day).  For 
a period  of  eighteen  days  everything  was  satis- 


factory, but  suddenly  his  prothrombin  time  went 
over  forty  seconds  and  he  bled  from  everywhere 
— from  the  tips  of  his  fingers,  from  the  gangrenous 
lesions — and  he  developed  a mild  hematuria, 
so  that  we  thought  he  was  going  to  die.  He  was 
given  250  cc.  of  whole  blood  and  a day  later 
another  250  cc.,  and  in  twenty-four  to  forty- 
eight  hours  the  bleeding  stopped.  His  blood 
count  at  the  end  of  twenty-four  hours  after  the 
second  transfusion  was  about  two  and  one-half 
million  RBC  with  about  40  per  cent  hemoglobin; 
however,  without  further  transfusions  but  with 
a high  protein  diet,  iron,  etc.,  he  rapidly  restored 
the  blood  loss.  He  was  polycythemic  before 
the  bleeding  as  are  most  cases  of  Buerger’s 
disease.  He  has  been  followed  in  the  clinic  for 
six  or  seven  months  since  the  bleeding,  with  no 
further  lesions. 

I might  mention  a case  of  diabetes  in  which 
endarteritis  had  produced  gangrenous  lesions. 
This  patient  did  not  have  severe  toxic  effects. 
The  200-mg.  doses  were  continued  for  several 
weeks  and  in  about  eighteen  days  after  stopping 
them,  the.  coagulation  time  came  back  to  normal, 
and  the  lesions  healed. 

Another  case  of  thrombo-angiitis  obliterans 
bled,  although  not  dangerously.  The  200-mg. 
dose  was  given  for  only  six  days  before  some 
hematuria  occurred.  This  patient  was  thirty- 
seven  years  of  age,  with  a gangrenous  big  toe 
which  healed  very  rapidly  following  dicoumarin 
therapy. 

Dr.  Barr:  Do  you  have,  Dr.  Duryee,  any 
suggestions  regarding  literature  which  sum- 
marizes some  of  the  advances  in  this  relatively 
new  field  of  therapeutics? 

Dr.  Duryee:  Last  fall  Dr.  Wright  presented 
at  the  New  York  Academy  of  Medicine  a paper 
which  was  published  in  the  Bulletin  of  the  New 
York  Academy  of  Medicine  in  July  of  1942.  I 
think  it  contains  about  the  fullest  bibliography 
up  to  that  time,  and  it  was  brought  up  to  date 
just  before  publication.  It  contains  117  refer- 
ences. 

At  the  American  Medical  Association  meeting 
of  this  year  there  was  a symposium  on  this 
subject  before  the  Section  on  Pharmacology. 
These  papers  were  recently  published  in  the 
Journal  of  the  American  Medical  Association. 

Dr.  Barr:  Dr.  Duryee,  on  behalf  of  the 
whole  group  I should  like  to  extend  our  thanks 
to  you  for  coming  here,  and  giving  us  your 
experiences  on  this  important  subject. 

Summary 

Dr.  Stephen  Kbop:  In  conclusion,  it  may  be 
said  that  in  recent  years  great  progress  has  been 
made  in  the  use  of  anticoagulants  in  the  treat- 
ment of  disorders  of  embolic  origin.  Results  of 
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treatment  of  peripheral  vascular  disease  and  of 
thrombosis  following  surgery  of  blood  vessels 
by  means  of  heparin  and  dicoumarin  are  en- 
couraging. There  are  indications  that  anti- 
coagulants may  be  useful  prophylactically  in 
connection  with  surgery  after  which  phlebitis 
or  thrombosis  might  be  expected. 

Although  regarded  as  being  in  the  experi- 
mental stage,  dicoumarin  is  the  drug  of  choice 
for  prolonged  therapy.  It  is  effective  orally, 
its  action  develops  slowly  but  is  persistent,  over- 
dosage may  be  counteracted  by  fresh  whole 
blood  transfusion  and  Vitamin  K,  and  it  is 
relatively  cheap.  Contraindications  are  hepatic 
and  renal  damage.  Hemorrhage  is  rare  if  the 
dosage  is  determined  primarily  by  the  degree  of 
prolongation  of  clotting  and  prothrombin  times; 
it  appears  desirable  that  these  be  kept  at  about 


20  minutes  and  35  to  60  seconds,  respectively. 
This  is  usually  attainable  by  an  oral  dose  of 
about  200  to  300  mg.  and  a daily  maintenance 
dose  of  100  to  200  mg.  Its  slow  onset  of  action 
narrows  considerably  its  usefulness  in  emergency 
as  well  as  in  conditions  requiring  anticoagulant 
therapy  for  a day  or  two  only.  Because  of  its 
rapid  onset  of  action,  heparin  is  the  choice  under 
such  conditions.  Prolonged  therapy  with  hep- 
arin has  two  disadvantages:  necessity  for  con- 
tinuous intravenous  infusion  (it  is  ineffective 
orally)  for  maintenance  of  effect,  and  high  cost. 
A dose  of  about  20  or  30  mg.  per  hour  usually 
produces  a safe  and  effective  level  of  action;  al- 
though dosage  must  be  governed  primarily  by 
the  degree  of  prolongation  of  the  clotting  time. 
The  contraindications  are  similar  to  those  for 
dicoumarin. 


MEDICAL  HISTORY— AS  YOU  LIKE  IT 

From  as  far  back  as  Greek  antiquity,  and  even 
in  biblical  times,  the  snake  has  been  used  as  a symbol 
of  medicine  and  health.  Presumably  it  was  because 
the  principle  of  life  was  represented  by  the  serpent 
with  its  ability  periodically  to  cast  off  its  skin  and 
apparently  renew  its  youth.  Accordingly,  tamed 
snakes  were  used  in  the  temples  of  Aesculapius  for 
the  psychic  effect  and  also  to  lick  wounds  of  the 
patients.  Aesculapius,  the  Grecian  god  of  medi- 
cine, is  always  represented  as  carrying  a heavy, 
rough  staff  with  a single  serpent  entwined  about  it — 
the  staff  for  walking  and  the  serpent  as  a symbol  of 
medical  knowledge  or  healing  powers. 

The  winged  caduceus  used  today  as  the  emblem 
of  the  medical  profession  is  a light  wand  with  a pair 
of  wings  at  the  top,  having  two  snakes  entwined 
about  the  wand.  It  was  originally  the  wand  of  Mer- 
cury, messenger  of  the  gods,  and  later  symbolized 
the  peaceful  conduction  of  business — the  mercantile 
worm  as  opposed  to  the  military.  A somewhat  simi- 
lar form  of  this  caduceus  was  also  used  as  the  staff 
of  Hermes,  who  was  god  of  many  things,  such  as 


the  wind  and  air,  as  well  as  robbers,  thieves,  and 
traitors,  and  guide  of  souls  to  Hades.  Some  have 
facetiously  suggested  that  from  this  latter  duty  of 
Hermes  the  caduceus  came  to  symbolize  the  medi- 
cal profession. 

Just  exactly  how  the  winged  caduceus,  which  has 
no  legendary  association  with  medicine,  came  to 
represent  the  profession  is  not  known.  It  is  thought, 
however,  that  certain  medical  printers  used  it  as  a 
part  of  their  frontispieces  to  show  the  unity  between 
medicine  and  letters  as  indicated  by  the  two  en- 
twined snakes.  From  this  it  was  probably  misrepre- 
sented as  being  an  emblem  of  medicine  and  later 
incorporated  on  the  insignia  of  the  U.S.  Army 
Medical  Corps — its  misuse  being  practically  assured 
from  then  on. 

No  matter  how  widespread  its  use,  however,  the 
winged  caduceus  with  two  entwined  snakes  is  actu- 
ally not  a symbol  of  the  medical  profession.  The 
only  true  emblem  is  the  rough  staff  with  a single 
serpent,  the  staff  of  Aesculapius,  god  of  medicine. — 
Westchester  Med.  Bull. 


SURGICAL  FEATS  BY  AMATEURS 

As  a consequence  of  the  emergencies  of  war,  at 
least  two  amateur  surgeons  have  performed  opera- 
tions with  entirely  successful  results.  Reported 
surgical  feats  by  nonmedical  men  have  included  an 
appendectomy  performed  in  a submarine  submerged 
in  Japanese  waters  and  a leg  amputation  done  in 
the  thick  of  battle  on  the  Tunisian  front. 

Thomas  A.  Moore,  of  Chino  Valley,  Arizona, 
chief  surgeon’s  mate  on  the  submarine  Silversides, 
operated  on  Fireman  George  W.  Platter,  of  Buffalo, 
to  remove  a severely  inflamed  appendix.  Although 


it  was  Moore’s  first  appendectomy,  he  had  witnessed 
several  others  and  remembered  the  process. 

The  second  bit  of  amateur  surgery  was  performed 
by  Lt.  Walton  Goodwin,  of  Richmond,  Virginia, 
who  rescued  one  of  the  members  of  his  tank  platoon 
from  German  gunfire  in  Tunisia,  and  finding  the 
man’s  leg  badly  shattered,  decided  to  amputate  be- 
fore carrying  him  from  the  field.  Lt.  Goodwin  ad- 
ministered morphine  and  sulfanilamide,  amputated 
the  leg,  and  then  carried  his  patient  across  the  open 
field  to  cover. 


Case  Report 

SCIATIC  PAIN  AS  INITIAL  SYMPTOM  OF  SUBARACHNOID  HEMORRHAGE 

Nathan  Savitsky,  M.D.,  and  Israel  Strauss,  M.D.,  New  York  City 


PAIN  in  the  extremities  and  other  evidence  of 

root  irritation  has  been  described  in  spinal 
subarachnoid  hemorrhage.  Lux  and  Adloff  and 
others  have  reported  such  cases.  The  onset  of 
the  condition  may  be  characterized  by  sudden, 
severe  sciatic  pain.  There  has,  however,  been  very 
little  emphasis  laid  on  the  occurrence  of  such 
sciatic  pain  in  subarachnoid  hemorrhage  caused 
by  intracranial  bleeding.  Rossi  and  Montemezzi 
report  severe  pain  in  the  right  lower  limb  in  the 
sciatic  distribution  two  days  after  the  sudden  onset 
of  severe  neck  pain,  vertigo,  and  vomiting.  Oster- 
man  refers  to  a case  which  began  with  severe  sciatic 
pain  on  both  sides  two  days  after  the  sudden  onset 
of  sharp  occipital  headache  and  stiffness  of  the 
neck.  Rothmann  mentions  pains  in  the  sacral 
region  radiating  down  into  the  lower  limbs  in  a 
patient  soon  after  the  onset  of  subarachnoid  hemor- 
rhage. Libman  states  that  he  has  seen  basilar 
subarachnoid  hemorrhage  in  which  the  pain  began 
in  the  region  of  the  coccyx.  (See  Reference.) 

Case  Reports 

Case  1. — The  first  case  is  that  of  a 15-year-old 
boy  who  complained  of  pain  of  five  days’  duration 
in  the  left  sciatic  distribution.  The  onset  of  the 
pain  was  sudden  and  was  accompanied  by  mild 
and  transitory  left-sided  headache.  Pain  in  the 
left  lower  limb  persisted  and  was  not  relieved  by 
antalgesic  medication.  The  pain  was  very  severe. 
He  was  brought  to  the  hospital  by  ambulance, 
although  he  was  able  to  walk  into  the  admitting 
room  and  to  respond  relevantly  to  all  questions. 
Because  of  the  severe  sciatic  pain,  he  was  referred 
to  the  orthopaedic  clinic.  From  there  he  was 
sent  home.  He  had  no  other  complaints  at  the 
time  which  justified  an  immediate  neuropsychiatric 
consultation.  Twenty-four  hours  after  he  had 
returned  home,  the  ambulance  was  called  again 
because  he  could  not  walk.  On  dmission  to  the 
hospital  he  looked  acutely  ill,  was  drowsy,  but 
responded  relevantly  to  question.  His  neck  was 
stiff  and  there  was  a bilateral  Kernig;  there  was 
a right  central  facial  and  the  right  pupil  was  ir- 
regular; there  was  a right  Babinski,  a left  ptosis, 
and  left-sided  internal  rectus  weakness.  There 
was  no  tenderness  of  either  calf;  he  soon  after 
admission  did  not  complain  of  pain  in  the  lower 
limbs.  The  spinal  fluid  was  bloody  in  all  of  3 test 
tubes.  Each  test  tube  was  equally  bloody,  and  the 
blood  did  not  clot.  There  was  supernatant  xantho- 
chromia. The  patient  did  very  poorly.  He  be- 
came stuporous  and  did  not  respond  to  treatment. 
His  pulse  and  temperature  began  to  rise  (he  was 
afebrile  on  admission).  He  died  seven  days  after 
admission. 

In  this  first  case  the  presenting  symptom  and 
outstanding  complaint  was  pain  in  the  left  sciatic 
distribution.  No  sensory  or  motor  changes  were 
found  in  the  lumbosacral  distribution.  The  patient 
was  considered  at  first  a problem  for  the  ortho- 


paedist. The  left-sided  headache,  which  appeared 
soon  after  the  leg  pain,  was  not  severe  enough  to 
require  further  study  when  he  was  seen  for  the 
first  time. 

Case  2. — The  second  case  was  that  of  a 22-year- 
old  woman  who  was  admitted  to  the  hospital  with 
a history  of  pain  of  eight  months’  duration  in  the 
posterior  aspect  of  the  right  extremity.  This  pain 
varied  in  intensity,  with  occasional  severe  exacerba- 
tions. Two  months  before  admission  she  com- 
plained of  sudden  blurring  of  vision.  Some  diminu- 
tion of  vision  persisted  to  the  day  of  admission. 
The  examination  showed  raised  nerve  heads  with 
blurred  disk  margins,  concentric  constriction  of 
both  visual  fields,  an  increase  in  the  size  of  both 
blind  spots,  and  marked  hyperopia.  In  addition, 
there  was  a definite  positive  right  Lasegue  and  hy- 
pesthesia  with  hyperalgesia  in  segments  L-3  to  1 
L-5  inclusively  on  the  right  side.  The  spinal  fluid 
showed  a pressure  of  20  mm.  of  water,  xantho-  \ 
chromia  with  a 2 plus  globulin  and  no  cells.  The 
total  protein  was  135  mg.  per  cent.  There  was  no 
evidence  of  block  on  manometric  study.  The 
blood  and  spinal  fluid  Wassermanns  were  negative. 
The  patient  was  discharged  with  a diagnosis  of 
lumbosacral  radiculitis  and  pseudopapilledema. 
After  her  discharge  she  continued  to  complain  of 
pain  in  the  lumbosacral  region  on  both  sides. 
Diminution  of  visual  acuity  became  more  marked, 
with  stabbing  pains  in  both  eyes.  This  continued 
for  two  months  before  her  readmission  which  took 
place  four  months  after  she  was  first  admitted. 
On  the  second  admission  she  showed  papilledema 
of  IV2  to  2 diopters  and  depressed  tendon  reflexes. 
The  sensory  changes  in  the  lumbosacral  dermatomes 
previously  noted  were  not  present.  A lumbar 
puncture  showed  some  xanthochromia  and  an 
initial  pressure  of  240  mm.  of  water.  Encephalo- 
graphic  studies  showed  dilated  ventricles  with  a 
cyst  in  the  left  frontal  lobe  which  communicated 
with  the  ventricular  system.  The  spinal  fluid 
became  more  and  more  bloody  as  it  was  withdrawn 
for  the  encephalogram.  At  operation  a hemangio- 
endotheliomatous  cavernoma  was  found  in  the  left 
frontal  lobe  and  removed.  The  sciatic  pain  dis- 
appeared completely  after  operation. 

This  second  case  is  somewhat  more  difficult  to 
interpret.  Evidence  of  lumbosacral  root  irritation 
had  been  present  for  over  a year  before  operation. 
The  spinal  fluid  was  found  to  be  xanthochromic 
without  evidence  of  manometric  block.  A bleeding 
vascular  tumor  of  the  cerebral  cortex  was  found 
to  be  the  source  of  hemorrhage  into  the  cerebrospinal 
spaces.  Bleeding  was  probably  slow.  There  was 
no  history  of  an  apoplectiform  onset.  No  other 
cause  for  the  sciatic  pain  or  lumbosacral  root 
irritation  was  found.  While  the  question  of  the 
possibility  of  a coincidence  came  up  in  interpreting 
the  sciatic  pain,  we  are  inclined  to  accept  a causal 
relation  between  the  chronic  and  repeated  meningeal 
bleeding  and  the  pain  in  the  lower  limbs.  We 


May  1,  1943] 


CASE  REPORT 


869 


therefore  believe  that  there  is  ample  proof  of  the 
theory  that  blood  in  the  cerebrospinal  spaces  can 
cause  irritation  of  the  spinal  roots,  for  this  case 
indicates  that  chronic  bleeding  from  an  intra- 
cranial source  can  cause  pain  in  the  lower  limbs. 

Summary 

Two  cases  of  subarachnoid  bleeding  are  re- 
ported. In  both,  the  source  of  bleeding  was 
intracranial.  Pain  in  the  sciatic  distribution  was 
the  presenting  symptom  in  both  cases.  The 


cause  of  this  pain  was  irritation  of  the  spinal  roots 
in  the  lumbosacral  region.  Acute  and  chronic 
bleeding  into  the  subarachnoid  space  can  cause 
pain  in  the  lower  limbs. 
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MUSCULAR  EXERCISE  AND  FATIGUE  IN  DISEASE 


Since  1900  many  investigators  have  studied 
patients  during  and  after  muscular  work.  Simonson 
and  Enzer  present  an  analytic  review  of  such  inves- 
tigations of  the  gaseous  exchange  and  the  circulatory 
and  respiratory  functions.  Distinctions  between 
demonstrable  fatigue  and  complaints  of  fatigue 
must  be  established  by  precise  objective  methods. 
Following  analysis  of  the  effect  of  disease  on  per- 
formance in  various  types  of  work,  it  might  be 
possible  to  direct  patients  with  chronic  diseases 
toward  occupations  in  which  their  working  capacity 
would  be  least  reduced.  Control  of  the  tax  on  their 
working  capacity  would  be  good  therapy.  Investi- 
gation during  work  permits  a better  understanding 
of  the  patient’s  actual  condition  than  examination 
during  rest.  The  patient  may  still  be  fully  com- 
pensated while  at  rest  but  not  for  the  increased 
demands  during  and  immediately  after  muscular 
work. 

Thus  the  investigation  of  patients  by  means 
of  exercise  tests  is  especially  important  for  those 
on  the  verge  of  cardiac  decompensation.  The  state 
of  the  patient  depends  more  on  the  interrelation  of 
several  functions  than  on  any  single  function. 
Investigations  during  muscular  work  will  help  to 
recognize  the  weakest  point  at  which  decompensa- 
tion is  most  likely  to  occur. 

When  the  problem  is  viewed  from  this  aspect, 
disease  may  be  defined  as  “diminution  of  working 
capacity.”  Hence  the  measurement  of  the  maxi- 
mum working  capacity  should  be  an  ideal  method 
by  which  to  determine  the  extent  of  the  damage 
roduced  in  the  organism  by  pathologic  processes, 
evere  lesions  of  the  heart  do  not  necessarily  impair 
maximum  performance  for  muscular  work.  Ap- 
parently it  is  not  the  primary  lesion  but  the  break- 
down of  the  compensatory  mechanism  which  leads 
to  signs  and  symptoms  of  circulatory  insufficiency. 

Among  the  methods  used  to  measure  maximum 
working  capacity,  a number  of  investigators  were 
concerned  with  the  rate  of  maximum  oxygen  intake. 
Measurement  of  the  maximum  oxygen  intake  is  an 
indirect  method  for  determining  the  maximum 
minute  volume  of  the  heart,  provided  the  pulmonary 
system  is  intact.  The  decrease  of  the  maximum 
oxygen  intake  was  found  to  be  proportional  to  the 
degree  of  insufficiency  for  working  condition; 
that  is,  to  the  decrease  of  the  circulatory  reserve. 
The  decrease  was  especially  pronounced  for  patients 
with  mitral  stenosis,  whose  maximum  oxygen  intake 
reached  only  the  value  of  200  to  300  cc.  per  minute. 
This  is  only  slightly  above  the  resting  stage  of 
oxygen  consumption.  The  rate  of  maximum  oxygen 
intake  is  a reliable  index  of  cardiac  reserve,  pro- 
vided pulmonary  complications  are  not  involved. 


In  the  latter  case  the  maximum  oxygen  intake  in- 
dicates the  capacity  of  the  respiratory  and  circu- 
latory systems.  If  the  maximum  oxygen  intake 
exceeds  a value  of  1,300  cc.  per  minute  it  may  be 
assumed  that  there  is  no  circulatory  insufficiency. 
This  is  an  objective  method,  although  it  depends 
on  the  patient’s  cooperation  to  work  with  maximum 
effort.  Another  objective  method  involves  measure- 
ment of  the  maximum  oxygen  debt,  which  is  the 
excess  oxygen  consumed  during  the  recovery  period. 
The  maximum  oxygen  debt  is  lower  in  patients 
with  heart  disease. 

Investigations  of  this  type  brought  out  some  inter- 
esting facts.  Efficiency  m any  type  of  work  is 
considerably  reduced  in  patients  with  hyper- 
thyroidism. The  deviations  of  efficiency  here  are 
much  greater  than  in  heart  disease.  In  beginning 
exophthalmic  goiter  the  coefficient  of  efficiency  may 
be  decreased  before  the  basal  metabolic  rate  is 
elevated.  Thyroidectomy  leads  to  a consistent 
improvement  of  the  efficiency,  while  the  improve- 
ment of  the  basal  metabolic  rate  was  not  so  consis- 
tent. Thus  it  appears  that  the  coefficient  of 
efficiency  more  nearly  parallels  the  seriousness  of 
the  disease  than  does  the  increase  of  the  basal 
metabolic  rate  and  therefore  might  be  of  consider- 
able diagnostic  and  prognostic  value.  Another 
important  index  in  the  analysis  of  pathologic  condi- 
tions is  the  speed  of  oxidative  processes.  This 
may  be  determined  during  and  after  exercise  by 
measuring  (a)  the  speed  of  the  increase  of  oxygen 
consumption  during  the  period  of  adaptation  (the 
first  five  minutes  of  work),  (6)  oxygen  debt,  and 
(c)  recovery  speed.  Oxygen  debt  is  contracted 
during  the  period  of  adaptation,  so  that  the  increase 
of  oxygen  consumption  during  the  adaptation 
period  is  the  fundamental  process  to  which  the 
final  oxygen  debt  is  related.  The  oxygen  debt  is 
considerably  increased  in  patients  with  heart  disease, 
and  the  increase  parallels  the  degree  of  symptoms 
of  decompensation.  Hence  the  measurement  of 
the  oxygen  debt  would  seem  to  be  an  ideal  method 
for  evaluating  the  state  of  patients  with  heart 
disease.  Oxygen  debt  has  been  found  to  be  in- 
creased in  chronic  bronchitis,  emphysema,  ad- 
vanced lung  tuberculosis,  and  pronounced  silicosis. 
Oxygen  debt  reflects  the  delay  of  oxidative  processes 
during  the  adaptation  period. 

On  the  basis  of  the  investigative  data  the  re- 
viewers conclude  that  there  is  a quantitative  rather 
than  a qualitative  difference  of  physiologic  processes 
in  exercise  in  disease.  Fatigue  and  disease  are 
intimately  related.  This  relationship  explains  why 
fatigue  is  the  most  common  complaint  in  disease. — 
J.A.M.A. 


Case  Report 


VESICULAR  ERUPTION  FOLLOWING  SULFATHIAZOLE  INTOXICATION 

Emanuel  Appelbaum,  M.D.,  and  Edgar  H.  Bachrach,  M.D.,  New  York  City 


"V/f  ANY  observers  have  stressed  the  pronounced 
L 1 frequency  of  cutaneous  manifestations  with 
sulfathiazole  medication.  Haviland  and  Long1  gave 
the  incidence  of  this  toxic  reaction  as  12.8  per  cent 
in  a group  of  78  cases.  Flippin2  and  his  coworkers 
found  four  instances  of  skin  reaction  in  100  patients. 
Volini3  and  his  collaborators  reported  an  incidence 
of  3.9  per  cent  in  a group  of  180  patients. 

The  various  rashes  encountered  with  sulfathiazole 
intoxication  have  been  described  in  detail  by  Havi- 
land and  Long  and  by  Volini  et  al.  The  lesions  have 
been  recorded  as  urticarial,  maculopapular,  nodular, 
or  purpuric.  The  nodular  form  of  rash  has  been  re- 
garded as  particularly  distinctive.  These  raised 
lesions  are  dark  reddish  and  slightly  tender.  Some 
are  from  2 to  5 cm.  in  diameter,  frequently  simulat- 
ing erythema  nodosum . They  occur  more  commonly 
on  the  extensor  surfaces  of  the  legs  and  forearms 
although  they  may  appear  on  the  thighs  and  upper 
arms. 

In  addition  to  these  lesions,  we  wish  to  call  atten- 
tion to  a fine  vesicular  eruption  which  we  have  en- 
countered in  2 of  our  patients.  We  could  find  no 
reference  in  the  literature  to  this  type  of  rash  follow- 
ing sulfathiazole  intoxication. 

Report  of  Cases 

Case  1. — W.  S.,  a man  aged  25,  was  admitted  to 
Bellevue  Hospital  on  October  22,  1941,  with  the 
chief  complaints  of  vomiting,  chills,  and  fever  of 
twelve  hours’  duration.  The  onset  of  these  symp- 
toms was  sudden.  He  complained  also  of  headache, 
moderate  epigastric  pain,  and  backache.  Three 
weeks  before  he  had  contracted  an  acute  gonococcal 
urethritis,  for  which  he  was  given  sulfathiazole.  He 
received  from  3 to  4 Gm.  of  the  drug  daily  during 
the  three-week  period.  Two  weeks  previously  he 
had  had  a mild  upper  respiratory  infection.  He  gave 
a past  history  of  dengue  fever  and  of  syphilis  nine 
years  before  and  of  an  attack  of  gonococcal  urethri- 
tis three  years  before. 

Physical  examination  revealed  a well-nourished 
adult  appearing  acutely  ill  and  apathetic.  His  skin 
was  hot,  flushed,  and  covered  with  profuse  perspira- 
tion. The  conjunctivae  were  markedly  injected. 
The  pupils  reacted  to  light  and  accommodation. 
The  ears,  nose,  and  throat  presented  no  abnormal 
findings.  The  lungs  were  clear.  The  heart  ap- 
peared normal.  The  blood  pressure  was  120  sys- 
tolic and  70  diastolic.  There  was  slight  tenderness 
in  the  epigastrium  on  deep  pressure.  The  spleen  was 
enlarged.  There  was  a generalized  skin  eruption. 
The  lesions  were  discrete  and  consisted  of  small 
macules,  in  the  center  of  which  were  minute  white 
elevations  resembling  the  pustules  of  staphylococcus 
bacteriemia.  All  the  reflexes  were  active  and  there 
were  no  pathologic  reflexes.  The  fundi  were  normal. 
The  temperature  was  103.6  F.,  the  pulse  138,  and 
the  respirations  28. 


The  white  blood  count  was  6,300,  with  79  per 
cent  polymorphonuclears  and  21  per  cent  lympho- 
cytes. The  red  blood  count  was  4.78  million,  with 
95  per  cent  hemoglobin.  The  blood  smear  was  nega- 
tive for  malarial  parasites.  The  urine  was  essen- 
tially normal.  The  blood  nonprotein  nitrogen  was 
34  and  the  sugar  106  mg.  per  cent.  Agglutinations 
for  typhoid,  paratyphoid  A and  B,  melitensis,  and 
typhus  were  all  negative.  The  erythrocyte  sedimen- 
tation rate  was  5 mm.  in  one  hour.  The  blood  cul- 
ture was  sterile.  The  sulfathiazole  level  in  the 
blood  was  2.1  mg.  per  cent. 

When  the  possibility  of  staphylococcus  bacterie- 
mia was  considered  shortly  after  admission,  the 
patient  was  given  3 Gms.  of  sulfathiazole.  However, 
it  soon  became  apparent  that  the  eruption  was  vesicu- 
lar and  not  pustular.  The  skin  lesions  as  well  as 
the  fever  were  then  considered  to  be  due  to  sulfa- 
thiazole intoxication  and  the  use  of  the  drug  was 
discontinued.  There  was  a prompt  improvement 
in  the  clinical  picture.  Within  forty-eight  hours  the 
rash  disappeared  and  the  temperature  dropped  to 
normal  (Fig.  1). 

In  this  case  a diagnosis  of  staphylococcemia  was 
made  at  first,  and  more  sulfathiazole  was  adminis- 
tered. Fortunately  the  vesicular  character  of  the 
rash  was  soon  recognized  and  the  possibility  of  sul- 
fathiazole intoxication  was  therefore  considered. 
Further  use  of  the  drug  was  promptly  discontinued 
with  most  gratifying  results. 

Case  2. — B.  S.,  a woman  aged  44,  was  treated  at 
home  for  thrombophlebitis  with  17  Gm.  of  sulfa- 
thiazole and  restricted  fluid  intake.  This  was  fol- 
lowed by  a rise  in  temperature,  development  of 
burning  in  the  eyes,  asthenia,  headache,  nausea,  and 
oliguria.  She  was  admitted  to  Sydenham  Hospital 
on  November  14,  1941.  Her  past  history  was  essen- 
tially negative. 

Physical  examination  revealed  a rather  obese 
adult  female  in  a semistuporous  state.  The  tempera- 
ture was  106  F.,  the  pulse  144,  and  the  respirations 
32.  There  was  a marked  suffusion  of  the  conjunc- 
tivae. The  pupils  were  small  but  reacted  to  light 
and  accommodation.  The  fundi  were  normal.  The 
lungs  were  resonant  throughout  and  showed  a few 
crackling  rales  at  the  bases.  The  breath  sounds  were 
vesicular  throughout.  The  heart  sounds  were  mod- 
erately muffled  and  there  was  a short  systolic  mur- 
mur at  the  apex.  The  blood  pressure  was  138  sys- 
tolic and  80  diastolic.  The  abdomen  was  soft,  and 
the  spleen  was  not  palpable.  The  left  leg  showed 
the  features  of  a thrombophlebitis  as  characterized 
by  cordlike  areas  of  redness  and  tenderness.  Over 
the  trunk  and  extremities  there  was  a polymorphous 
eruption  consisting  of  three  types  of  lesions.  There 
were  maculopapular  nodules  involving  mainly  the 
extremities,  especially  in  the  region  of  the  elbows. 
These  varied  in  size  from  0.25  to  1 cm.  in  diameter 
and  resembled  somewhat  the  eruption  of  erythema 
nodosum.  Scattered  over  the  back  were  a number 
of  small,  deep-red  macules  and  papules.  The  most 
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Fig.  1. 


striking  lesion  was  a minute  vesicle  surrounded  by  a 
small  red  areola.  These  vesicles  were  numerous 
and  scattered  all  over  the  body.  The  reflexes  were 
present  but  diminished.  There  was  no  nuchal  rigid- 
ity and  no  Brudzinski  or  Kernig  signs. 

The  white  blood  count  was  12,400,  with  87  per 
cent  polymorphonuclears,  9 per  cent  lymphocytes, 
and  4 per  cent  monocytes.  The  red  blood  count  was 
4.93  million  with  100  per  cent  hemoglobin.  The 
urine  showed  a specific  gravity  of  1.020,  traces  of 
albumin  and  sugar,  an  occasional  white  blood  cell 
per  high-power  field,  and  many  sulfathiazole  crys- 
tals. The  blood  culture  was  sterile.  A roentgeno- 
gram of  the  chest  revealed  a generalized  increase  of 
pulmonic  markings  but  no  signs  of  pneumonic  con- 
solidation. The  blood  sulfathiazole  level  was  0.7 
mg.  per  cent. 

Shortly  after  admission  the  patient  received  1 
Gm.  of  sulfadiazine.  However,  it  was  soon  seen 
that  the  patient  was  suffering  from  sulfathiazole 
intoxication  and  further  use  of  sulfonamides  was 
discontinued.  No  other  treatment  was  adminis- 
tered except  the  forcing  of  fluids.  There  was 
prompt  improvement  in  the  clinical  picture.  Within 
seventy-two  hours  the  temperature  dropped  to 
normal  (Fig.  2).  The  skin  lesions  disappeared  and 
the  mental  state  cleared  completely.  The  patient 
made  an  uneventful  recovery  and  was  discharged 
six  days  after  admission. 

The  presence  of  sulfathiazole  intoxication  in  this 
patient  was  recognized  very  shortly  after  admission. 
It  is  to  be  noted  that  in  addition  to  the  vesicular 
lesion  the  patient  also  presented  some  of  the  more 
common  eruptions  encountered  in  this  form  of  in- 
toxication. The  general  toxic  appearance,  and  the 
semistupor  were  also  conspicuous.  The  prompt 
improvement  following  withdrawal  of  the  drug  was 
very  striking. 

Discussion 

In  this  paper  we  wish  to  stress  particularly  the 
vesicular  eruption.  As  stated  previously,  the  lesions 


were  discrete  and  consisted  of  minute,  elevated 
white  vesicles.  Each  vesicle  was  surrounded  by  a 
small  red  areola.  The  lesions  were  scattered  over 
the  body  surface,  involving  mainly  the  torso.  They 
had  a superficial  resemblance  to  the  pustular  erup- 
tion frequently  encountered  in  staphylococcic  bac- 
teriemia.  Indeed,  the  diagnosis  of  staphylococcemia 
was  first  made  in  Case  1.  Puncture  of  these  vesicles 
yielded  a very  small  amount  of  serous  fluid  but  no 
pus. 

It  is  to  be  noted  that  the  patients  presented  addi- 
tional toxic  manifestations.  Both  patients  showed 
marked  injection  of  the  conjunctivae.  This  feature 
of  sulfathiazole  intoxication  has  been  pointed  out  by 
several  observers.  Case  2 showed  also  other  skin 
lesions,  including  the  distinctive  nodular  type  of 
eruption.  The  toxic  appearance  of  the  patients  and 
their  apathetic  semistuporous  state  were  very  strik- 
ing associated  symptoms.  A high  fever  was  a char- 
acteristic accompaniment. 

The  usual  form  of  eruption  encountered  with  sul- 
fathiazole medication  as  a rule  offers  little  difficulty 
of  diagnosis.  It  is  not  unlikely  that  the  vesicular 
type  of  lesion  which  we  have  described  has  in  the 
past  escaped  recognition  and  has,  in  some  instances 
at  least,  been  regarded  as  evidence  of  staphylococcic 
bacteriemia.  It  is  of  paramount  importance  to  recog- 
nize the  eruption  in  order  to  discontinue  further 
use  of  the  drug. 

910  Park  Avenue 
64  East  87  Street 
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Postgraduate  Medical  Education 


Plasma  Therapy  and  Whole  Blood  Transfusion 


A SINGLE  lecture  on“PlasmaTherapy  and  Whole 
Blood  Transfusion”  has  been  arranged  for  the 
Clinton  County  Medical  Society  to  be  held  Tuesday, 
May  18,  at  6:30  p.m.  at  the  Hotel  Witherill  in 
Plattsburg. 

The  speaker  will  be  Paul  C.  Clark,  M.D.,  assist- 
ant professor  of  clinical  medicine,  Syracuse  Uni- 
versity College  of  Medicine,  Syracuse.  The  instruc- 
tion has  been  arranged  by  the  Council  Committee 
on  Public  Health  and  Education  of  the  Medical 
Society  of  the  State  of  New  York  and  the  New 
York  State  Department  of  Health  in  cooperation 
with  the  Medical  Division  of  the  Office  of  Civilian 
Defense  and  the  Health  Preparedness  Commission 
of  the  State  of  New  York. 

The  same  sponsors  presented  another  lecture  on 
“Plasma  Therapy  and  Whole  Blood  Transfusion” 
before  the  Greene  County  Medical  Society  on  Thurs- 
day, April  29,  at  9: 00  p.m.  in  the  Memorial  Hospital 
at  Catskill.  Samuel  Standard,  M.D.,  assistant  pro- 
fessor of  surgery  at  the  New  York  University  Col- 
lege of  Medicine  in  New  York  City,  was  the  lec- 
turer. 

The  subject  of  plasma  therapy  was  also  discussed 
before  the  Steuben  County  Medical  Society  at  a 
meeting  held  on  Thursday,  April  8,  at  the  Baron 


Steuben  Hotel  in  Corning.  The  speaker  for  the 
group  was  Joe  W.  Howland,  M.D.,  instructor  in 
medicine,  University  of  Rochester  School  of  Medi- 
cine and  Dentistry,  Rochester. 

A similar  lecture  was  heard  by  the  Herkimer 
County  Medical  Society  on  Tuesday,  April  14,  at 
4:30  p.m.  Gilbert  Dalldorf,  M.D.,  director,  division 
of  laboratories,  Grasslands  Hospital  in  Valhalla, 
was  the  speaker. 

The  Steuben  and  Herkimer  County  lectures  were 
presented  through  the  cooperation  of  the  State  De- 
partment of  Health  and  the  Medical  Society  of  the 
State  of  New  York. 

The  Broome  County  Medical  Society  heard 
postgraduate  instruction  Tuesday,  April  13,  on 
the  subject  of  “Plasma  Therapy  and  Whole  Blood 
Transfusion.”  The  meeting  was  held  at  8:30  p.m. 
in  the  auditorium  of  the  Binghamton  City  Hospital 
in  Binghamton. 

The  speaker  was  Earle  B.  Mahoney,  M.D.,  as- 
sistant professor  of  surgery  at  the  University  of 
Rochester  School  of  Medicine  and  Dentistry. 

The  instruction  was  presented  through  the  co- 
operation of  the  State  Department  of  Health  and  the 
Medical  Society  of  the  State  of  New  York. 


Treatment  of  Common  Diseases 


POSTGRADUATE  instruction  in  the  Treatment 
of  Common  Diseases  has  been  arranged  for  the 
Jefferson  County  Medical  Society  by  Dr.  Clayton 
W.  Greene,  of  the  University  of  Buffalo  School  of 
Medicine.  Meetings  are  to  be  held  at  7:30  p.m. 
on  Thursdays  in  the  Black  River  Valley  Club  in 
Watertown,  New  York. 

Lectures  have  already  been  given  by  the  follow- 
ing speakers:  Joseph  McManus,  M.D.,  clinical  as- 
sistant in  surgery,  University  of  Buffalo  School  of 
Medicine,  on  “Recognition  and  Management  of 
Shock”;  Byron  D.  Bowen,  M.D.,  associate  profes- 
sor of  medicine,  University  of  Buffalo  School  of 
Medicine,  on  “The  Management  of  Diabetes  with 
the  Newer  Forms  of  Insulin”;  and  Clayton  W. 
Greene,  M.D.,  professor  of  medicine,  L’niversity  of 
Buffalo  School  of  Medicine,  on  “Treatment  of 


Precordial  Pain.”  The  remainder  of  the  instruc- 
tion programs  will  include : 

May  IS — “Office  Management  of  Female  Pelvic 
Disorders” 

Clyde  L.  Randall,  M.D.,  professor  of  gy- 
necology, University  of  Buffalo  School  of 
Medicine,  Buffalo. 

May  20 — “Evaluation  of  Common  Drugs  Used  m 
General  Practice” 

A.  H.  Aaron,  M.D.,  professor  of  clinical 
medicine,  University  of  Buffalo  School  of 
Medicine,  Buffalo. 

Dr.  McManus'  lecture  was  presented  through  the 
cooperation  of  the  New  York  State  Department  of 
Health  and  the  Medical  Society  of  the  State  of  New 
York. 


General  Medicine 


TYTEMBERS  of  the  medical  societies  of  Che- 
1V1  mung,  Schuyler,  Steuben,  Tioga,  and  Tomp- 
kins counties  attended  a Teaching  Day  on  General 
Medicine  on  Wednesday,  April  14,  at  the  Mark 
Twain  Hotel  in  Elmira.  The  program  included: 

3:00  P.M. — “Practical  Application  of  Hormonal 
Therapy” 

Ivan  Hekimian,  M.D.,  assistant  pro- 
fessor of  medicine,  University  of  Buf- 
falo School  of  Medicine,  Buffalo. 
“Office  Management  of  Female  Pelvic 
Disorders” 

Clyde  L.  Randall,  M.D.,  professor  of 
gynecology,  University  of  Buffalo 
School  of  Medicine,  Buffalo. 


6:00  P.M. — Dinner 

8:00  P.M. — “Evaluation  of  Common  Drugs  Used  in 
General  Practice” 

A.  H.  Aaron,  M.D.,  professor  of  clini- 
cal medicine,  University  of  Buffalo 
School  of  Medicine,  Buffalo. 

James  A.  Mark,  M.D.,  chairman,  Graduate  Edu- 
cation Committee,  Chemung  County  Medical  So- 
ciety, presided  at  the  afternoon  meeting,  and  F. 
Sullivan  Hassett,  M.D.,  president,  Chemung 
County  Medical  Society,  presided  at  the  evening 
session. 

The  Teaching  Day  was  sponsored  by  the  Medical 
Societies  of  the  participating  counties  and  by  the 
Medical  Society  of  the  State  of  New  York. 
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Sulfonamide  Therapy 


A SINGLE  lecture  on  “Sulfonamide  Therapy”  has 
been  arranged  for  the  Cortland  County  Medical 
Society  for  Friday,  May  21.  The  lecture  will  be 
given  at  the  Cortland  Count}"  Hospital  at  8:30  p.m. 
The  speaker  will  be  Charles  D.  Post,  M.D.,  professor 
of  clinical  medicine,  Syracuse  University  College  of 
Medicine,  Syracuse. 

The  lecture  will  be  presented  under  the  combined 
auspices  of  the  Medical  Society  of  the  State  of  New 
York  and  the  New  York  State  Department  of 

Health. 

A Teaching  Day  on  Sulfonamide  Therapy  was 
arranged  for  the  Otsego  County  Medical  Society  on 
April  14.  Instruction  was  given  at  the  Mary  Imo- 
gene  Bassett  Hospital  in  Cooperstown,  New  York. 
Subjects  and  speakers  were  as  follows: 

4:00  P.M. — “Treatment  of  Genitourinary  Infec- 
tions” 

Leo  E.  Gibson,  M.D.  professor  of 


clinical  surgery,  Syracuse  University 
College  of  Medicine,  Syracuse. 

“Local  and  Internal  Use  of  Sulfon- 
amides in  Surgery” 

Leon  E.  Sutton,  M.D.,  professor  of 
clinical  surgery,  University  of  Syracuse, 
Syracuse. 

6:00  P.M. — Dinner 

8:00  P.M. — “Treatment  of  Pneumonia” 

Clayton  W.  Greene,  M.D.,  professor 
of  medicine,  Buffalo  University  College 
of  Medicine,  Buffalo. 

“Treatment  of  Meningitis” 

A.  Wilmot  Jacobsen,  M.D.,  associate 
professor  and  chairman  of  the  Depart- 
ment of  Pediatrics,  Buffalo  University 
School  of  Medicine,  Buffalo. 

The  instruction  was  presented  by  the  New  York 
State  Department  of  Health  and  the  Medical  So- 
ciety of  the  State  of  New  York. 


SEASICKNESS  AND  AIRSICKNESS 

About  40  per  cent  of  any  population  group, 
Schwab  [Schwab,  R.  S.:  U.S.  Nav.  M.  Bull.  40:  923 
(Oct.)  1942]  points  out,  are  susceptible  to  seasick- 
ness on  sudden  exposure  to  rough  weather  at  sea 

During  wartime  conditions  when  complete  coopera- 
tion of  all  sea-going  personnel  is  often  required, 
the  percentage  and  seriousness  of  seasickness  may 
affect  the  efficiency  of  handling  both  merchant  and 
combat  vessels. 

Schwab  says  in  this  article  that  chronic  seasick- 
ness in  naval  personnel  may  be  divided  into  two 
groups;  those  who  are  constitutionally  sick  with  a 
history  of  car,  bus,  and  other  sickness,  whose  effi- 
ciency at  sea  is  extremely  low,  and  those  who  have 
severe  seasickness  without  the  history  of  other 
sicknesses  on  shore  and  with  a fair  degree  of  effi- 
ciency at  sea.  He  suggests  that  those  in  the  first 
group  are  not  useful  afloat  and  might  be  either  dis- 
charged from  the  Navy  or  placed  on  shore  duty. 
Those  in  the  second  group  tend  to  improve  with 
time  or  treatment  or  with  transfer  to  larger  ships. 


Gastrointestinal  abnormalities  were  found  in  over 
half  of  the  whole  group.  . . . 

A related  problem  of  possibly  even  greater  urgency 
is  airsickness.  Airsickness  is  a syndrome  which 

includes  sweating,  pallor,  nausea,  and  vomiting 

Flaherty  [Flahery,  T.  T.:  U.S.  Nav.  M.  Bull.  40: 
902  (Oct.)  1942  ] reports  that  airsickness  is  frequently 
found  among  student  pilots  and  usually  occurs  dur- 
ing the  phase  of  training  in  acrobatics.  There  is, 
he  says,  a close  neurologic  relationship  between  the 
vestibular  apparatus  and  the  eye.  Airsickness  is 
due  to  poor  orientation  in  space.  It  can  ordinarily 
be  overcome  when  a student  becomes  oriented  in 
the  air  by  using  his  eyes  to  pick  up  points  of  refer- 
ence on  the  ground.  Flaherty  proposes  a program 
to  aid  in  ocular  orientation.  The  program  includes 
adjustment  of  the  seat,  tightening  the  safety  belt, 
keeping  the  eyes  out  of  the  cockpit  and  on  a distant 
object,  and  avoidance  of  repetition  of  a maneuver. 
During  a ten  months’  period  he  treated  an  average  of 
eighteen  students  a month  by  this  means. — J.A.M.A . 


GYNECOLOGIC  INSTRUCTION 

For  the  fifth  consecutive  season,  a postgraduate 
course  in  gynecologic  and  obstetric  pathology  is 
being  given  this  spring  at  the  Israel  Zion  Hospital 
in  Brooklyn.  The  course  began  on  April  15. 

The  instruction,  which  is  given  by  Dr.  J.  M.  Ravid 
and  staff,  is  sponsored  by  the  Joint  Committee  of 
Postgraduate  Education  of  the  Long  Island  College 
of  Medicine,  the  Medical  Society  of  the  County  of 
Kings,  and  the  Academy  of  Medicine  of  Brooklyn. 
Further  information  may  be  obtained  from  the 
registrar,  1313  Bedford  Avenue,  Brooklyn. 


CELLULOID  FOR  FACE  INJURIES 

Developed  by  Dr.  Neal  Owens  of  the  Tulane  Uni- 
versity School  of  Medicine,  a new  technic  of  rebuild- 
ing faces  with  celluloid  has  been  successfully  intro- 
duced, giving  hopeful  prospects  of  effectiveness  in 
repairing  face  injuries  of  the  war. 

Celluloid  was  originally  used  during  the  first 
World  War  by  an  English  surgeon,  Dr.  J.  Hogarth 
Pringle,  who  tried  it  in  repairing  skull  depressions. 
Dr.  Owens’  method  is  to  mold  the  celluloid  to  form 
the  missing  contour,  covering  it  with  grafted  skin. 
This  process  can  be  completed  in  one  operation. 


Medical  News 


Tuberculosis  Diagnosis  Campaign 


FOLLOW  the  Example  of  the  Armed  Forces 
— Get  a Chest  X-Ray”  was  the  slogan  of  the 
National  Tuberculosis  Association  and  its  1,700 
affiliates  in  their  sixtieth  annual  diagnosis  cam- 
paign which  was  conducted  throughout  the  month 
of  April.  The  object  of  the  campaign,  according 
to  Dr.  Kendall  Emerson,  Managing  Director  of  the 
Association,  is  to  have  industrial  workers  x-rayed 
as  completely  as  men  in  the  armed  forces  are. 
State  and  local  groups  all  over  the  country  carried 
on  intensive  educational  drives  and  x-ray  surveys 
in  order  to  stress  the  necessity  for  discovering 
tuberculosis  in  its  early,  most  easily  curable  stages. 

In  New  York  City,  the  Department  of  Health, 
the  Coordinating  Council  of  the  Five  County 
Medical  Societies,  and  the  Greater  New  York 
Tuberculosis  and  Health  Advisory  Committee  joined 


forces  at  a public  meeting  at  the  Fort  Greene- 
Bedford  Health  Center  in  Brooklyn  on  April  1. 
Dr.  James  R.  Reuling,  Jr.,  chairman  of  the  Ad- 
visory Committee,  and  president  of  the  Queens 
Tuberculosis  Association,  presided. 

Other  speakers  were:  Hon.  John  Cashmore, 

president  of  the  Borough  of  Brooklyn;  Dr.  J. 
Stanley  Kenney,  of  the  Coordinating  Council  of  the 
Five  County  Medical  Societies;  Dr.  Charles  E. 
Lyght,  director  of  health  education  of  the  National 
Tuberculosis  Association,  and  Dr.  Ernest  L.  Steb- 
bins,  commissioner  of  health,  New  York  City. 

A special  feature  of  the  campaign  was  a display 
of  the  “Healthmobile”  of  the  Brooklyn  Tuberculosis 
and  Health  Association,  which  portrays  the  story  of 
tuberculosis  through  dioramas  and  other  movable 
scenes. 


National  Negro 

NATIONAL  Negro  Health  Week  was  observed 
throughout  the  country  from  April  4 to  April  11. 
This  custom,  begun  several  years  ago  by  the 
National  Negro  Business  League,  is  observed  an- 
nually. Its  purpose  is  to  disseminate  health  in- 
formation to  Negroes  in  every  community  in  the 
United  States.  Negro  church  and  civic  organiza- 
tions carry  out  the  programs. 

In  an  article  published  in  the  Westchester  Medical 
Bulletin , Dr.  Arthur  M.  Williams,  of  White  Plains, 
a member  of  the  Westchester  County  Medical 
Society  and  president  of  the  White  Plains  Branch 
of  the  National  Association  for  the  Advancement 
of  Colored  People,  writes: 

“Economic  factors  and  the  general  policy  of 
segregation  in  the  hospitalization  of  Negro  patients 
definitely  accentuate  his  health  problem  both  as  to 
incidence  of  disease  and  medical  care.  Because 
of  his  economic  situation  and  color  the  greater  pro- 
portion of  our  Negro  population  of  Westchester 
County  is  forced  to  live  under  bad  housing  condi- 
tions. 

“A  survey  of  Westchester  County  would  show  that 
a greater  number  of  cases  of  tuberculosis  and  other 
diseases  of  a communicable  nature  come  from  the 
slum  areas.  Westchester  County,  reputedly  one  of 

County 

Broome  County 

At  the  meeting  of  the  county  society  held  in 
Binghamton  City  Hospital  on  April  13,  the  speaker 
was  Dr.  Earle  B.  Mahoney,  assistant  professor  of 
surgery,  University  of  Rochester  School  of  Medicine 
and  Dentistry.  His  subject  was  “Plasma  Therapy 
and  Whole  Blood  Transfusion.”  The  program  was 
arranged  by  the  Council  Committee  on  Public 
Health  and  Education  of  the  State  Society,  in 
cooperation  with  the  Medical  Division  of  the 
Office  of  Civilian  Defense  and  the  Health  Prepared- 
ness Commission  of  the  State  War  Council. 

Mr.  Morris  Gitlitz  explained  the  regulations  of 
the  O.P.A.  concerning  additional  food  rations  from  a 
medical  standpoint. 

The  following  members  have  been  appointed  to 
represent  the  county  society  on  the  Council  of 


Health  Week 

the  wealthiest  in  the  nation,  can  ill  afford  to  ignore 
disease  or  poor  housing  conditions,  no  matter  where 
they  exist. 

“Disease,  like  fire,  cannot  be  confined  by  an 
imaginary  line  or  barrier,  whether  the  latter  be 
color,  class,  or  economic  status.  The  attention  of 
the  Medical  Society  of  Westchester  is  invited  during 
this  period  of  Negro  Health  Week  to  the  many 
health  problems  affecting  Negroes  directly,  and  all 
others  indirectly.  Your  consideration  might  well  be 
given  to  the  fact  that  Negro  physicians  and  nurses 
are  not  included  among  the  members  of  the  hospital 
staffs,  and  that  in  every  hospital  in  the  cities  of 
Westchester  County  certain  wards  and  a limited 
number  of  beds  are  designated  for  the  use  of  Negro 
patients.  When  these  facilities  are  in  full  use,  beds 
in  other  wards  are  not  available  to  the  Negro 
patients. 

“The  White  Plains  Branch  of  the  National  As- 
sociation for  the  Advancement  of  Colored  People 
feels  that  these  practices  are  both  dangerous  and 
unfair  to  the  Negro  in  particular,  and  to  the  com- 
munity welfare  as  a whole.  Every  effort  is  being 
exerted  by  the  Association  to  cooperate  with  the 
various  civic  and  medical  groups  to  improve  the 
health  of  Westchester.” 


News 

Social  Agencies:  Drs.  W.  J.  Farrell,  H.  I.  Johnston, 
and  Florence  Warner. 


A Cancer  Teaching  Day,  arranged  under  the 
auspices  of  the  Council  Committee  on  Public 
Health  and  Education  of  the  State  Society,  was 
held  in  Phelps  Hall  at  Binghamton  City  Hospital 
on  April  28.  Six  speakers  discussed  cancer  of  the 
different  parts  of  the  body.  They  were:  Dr.  Fred 
W.  Stewart,  pathologist.  Memorial  Hospital,  New 
York  City-  Dr.  Chevalier  Jackson,  Jr.,  professor 
of  clinical  oronchoscopy  and  esophagoscopy,  of  the 
School  of  Medicine  of  Temple  University,  Phila- 
delphia; Dr.  Abraham  H.  Aaron,  professor  of 

874 


May  1,  1943] 


MEDICAL  NEWS 


875 


clinical  medicine,  University  of  Buffalo  School  of 
Medicine;  Dr.  Cornelius  P.  Rhoads,  professor  of 
radiology,  Cornell  University  Medical  College,  and 
director  of  Memorial  Hospital,  New  York  City; 
Dr.  William  J.  Hoffman,  assistant  attending  surgeon, 
Skin  and  Cancer  Unit,  New  York  Post-Graduate 
Medical  School  and  Hospital,  and  cancer  con- 
sultant on  the  staffs  of  several  Metropolitan  hos- 
pitals; and  Dr.  F.  D.  Mooney,  General  Hospital, 
Buffalo. 

There  were  two  sessions  of  the  meeting,  one  at 
4:00  p.m.  and  the  other  after  a dinner  which  was 
served  in  the  Binghamton  City  Hospital. 


Renewing  the  public  health  course  which  last 
year  was  conducted  by  members  of  the  Broome 
County  Medical  Society,  a series  of  films  was  shown 
at  the  Y.M.C.A.  in  April. 

The  subjects  of  the  films  were:  April  1,  “Digestion 
of  Food,,,  “A  Family  Affair,”  and  “A  New  Day”; 
April  8,  “Mechanism  of  Breathing,”  “The  Heart 
and  Circulation,”  and  “Body  Defenses  Against 
Disease”;  April  15,  “The  Nervous  System,”  and 
“Reproduction  Among  Mammals”;  and  April  22, 
“Science  and  Modern  Medicine.” 

The  course  was  open  to  both  men  and  women  and 
there  was  no  charge.  * 

Chautauqua  County 

Dr.  George  W.  Cottis,  who  will  retire  from  the 
presidency  of  the  New  York  State  Medical  Society 
in  May,  was  honored  by  40  members  of  the  Chautau- 
qua County  Medical  Society  at  that  group’s  spring 
luncheon  on  March  31  at  the  Hotel  Jamestown. 

Dr.  Cottis  discussed  “Surgery  in  World  Wars  I 
and  II.” 

Dr.  Otto  Lindbeck  appointed  Dr.  C.  E.  Hallen- 
beck,  of  Dunkirk,  to  succeed  Dr.  F.  J.  Pfisterer  as 
treasurer  of  the  county  society.* 


The  Jamestown  Medical  Society  held  a dinner 
meeting  at  the  Hotel  Jamestown  on  March  25, 
with  covers  for  25.  Dr.  Hilding  A.  Nelson  presided. 
A discussion  followed  the  dinner  and  business 
meeting. 

Dr.  George  W.  Cottis,  president  of  the  New  York 
State  Medical  Society,  presented  a paper  on  “Sur- 
gery, Thirty  Years  Ago.”  This  followed  a sound 
film  on  the  use  of  human  blood  plasma.  * 

Chemung  County 

The  establishment  of  a prepaid  medical  insurance 
plan  in  Elmira  and  vicinity  was  discussed  at  a 
meeting  of  the  county  society  held  March  31  at  the 
Amot-Ogden  Hospital. 

The  group  heard  explanations  of  the  plans  in 
effect  in  the  Buffalo  and  Utica  areas  and  in  the 
State  of  Michigan,  and  of  one  designed  by  the 
Health  and  Credit  Service  of  Elmira.  The  Michi- 
gan system  is  state-wide,  with  the  state,  county, 
and  municipalities  sharing  in  paying  premiums  for 
indigents. 

The  Blue  Cross,  which  operates  a hospital  in- 
surance system  in  Elmira  and  in  most  of  New  York 
State,  will  present  a prepayment  medical  plan  at 
the  May  meeting  of  the  society.* 


* Asterisk  indicates  that  item  is  from  local  newspaper. 


Appointment  of  Dr.  George  R.  Murphy  and  Dr. 
Earl  D.  Smith  as  cochairmen  of  the  Emergency 
Medical  Service  of  the  Chemung  County  War 
Council  has  been  announced  by  Ralph  D.  Klebes, 
War  Council  chairman. 

They  succeed  Dr.  Ross  G.  Loop,  chairman,  who 
resigned  because  of  ill  health. 

Dr.  Murphy,  Elmira  pediatrist,  has  been  as- 
sistant chairman  to  Dr.  Loop.  Dr.  Smith  is 
radiologist  at  the  Arnot-Ogden  Hospital.  Their 
appointments  were  recommended  by  the  Chemung 
County  Medical  Society.* 

Clinton  County 

The  county  society  held  a meeting  in  the  Cumber- 
land Hotel  in  Plattsburg  on  March  31.* 

Columbia  County 

Benjamin  J.  Slater,  M.D.,  medical  director  of 
the  Eastman  Kodak  Company,  spoke  at  the  annual 
meeting  of  the  Tuberculosis  Education  Association 
of  Columbia  County  on  April  2 at  8 p.m.  The 
meeting  was  open  to  the  public. 

Dr.  Slater  discussed  the  subject  “A  Planned 
Health  Program,”  stressing  the  problems  which 
arise  during  the  war  emergency. 

As  well  as  being  medical  director  of  the  Eastman 
Kodak  Company,  Dr.  Slater  is  president  of  the 
Seventh  District  Branch  of  the  Medical  Society 
of  the  State  of  New  York,  former  president  of  the 
Medical  Society  of  Monroe  County,  and  chairman 
of  the  public  health  committee.  He  is  an  officer 
and  a long-time  member  of  the  Tuberculosis  and 
Health  Association  of  Rochester  and  Monroe 
County.  In  addition,  he  has  had  a great  deal  of 
experience  as  a speaker  on  public  health  problems.  * 

Erie  County 

Dr.  Chas.  Gordon  Heyd,  surgeon  and  University 
of  Buffalo  alumnus,  addressed  the  66  graduates  of 
the  University  of  Buffalo  School  of  Medicine  at  a 
special  wartime  commencement  on  March  24. 

Dr.  Heyd  was  president  of  the  American  Medical 
Association  in  1936-1937  and  also  has  been  vice- 
president  of  the  American  College  of  Surgeons, 
treasurer  and  president  of  the  New  York  State 
Medical  Society,  and  president  of  the  New  York 
County  Medical  Society.  He  is  a specialist  in 
liver  diseases  as  well  as  general  surgery.  He  is 
chief  surgeon  at  the  Post-Graduate  Hospital  and 
clinical  professor  of  surgery  at  the  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons  in  New 
York  City.  A Canadian  by  birth,  Dr.  Heyd  be- 
came a citizen  of  the  United  States  in  1917.  In 
World  War  I he  served  overseas  in  the  medical 
service  and  in  1932  France  made  him  a member  of 
the  Legion  of  Honor.  In  1932  also  he  was  chair- 
man of  the  American  delegation  to  the  International 
Congress  on  Gallbladder  Disease,  held  in  Vichy, 
France.* 


The  following  editorial  appeared  in  the  Buffalo 
Courier-Express  of  March  28: 

Dr.  Louis  A.  Kaiser,  Buffalo  medical  representative  for 
the  New’  York  Athletic  Commission,  really  hit  the  jackpot 
at  the  University  of  Buffalo.  When  Dr.  Thomas  F.  Kaiser 
wras  awarded  the  Roswell  Park  prize  for  excellence  in  surgery 
last  week  it  marked  the  completion  of  a remarkable  cycle  of 
family  achievement  in  medicine.  Thomas  is  the  third  of 
three  sons  to  receive  the  surgery  prize.  It  marked  the  first 
time  in  the  history  of  the  university  that  three  sons  of  one 
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family  were  winners  of  the  award.  The  three  young  doctors 
have  had  almost  identical  careers.  Major  John  B.,  the  eldest, 
was  graduated  from  Canisius  High  School  in  1927,  Canisius 
College  in  1931,  and  received  his  medical  degree  from  the 
university  in  1935.  He  is  now  serving  with  the  Army  in  the 
South  Pacific  area.  Dr.  Robert  A.  Kaiser,  now  on  the  staff 
of  the  Buffalo  General  Hospital,  was  graduated  from  Canisius 
High  in  1934.  He  then  entered  Niagara  University  where 
he  starred  in  basketball,  graduating  in  1938.  He  gained 
his  medical  degree  last  year.  Dr.  Thomas  was  graduated 
from  Canisius  High  in  1935,  and  from  Canisius  College  in 
1939.  Dr.  Kaiser,  himself,  the  father,  also  established  a 
record  at  the  university.  Receiving  a degree  in  pharmacy 
in  1904,  he  was  the  youngest  in  the  university’s  history  to 
earn  such  an  honor.  He  gained  his  medical  degree  in  1909. 
Nice  going,  Doctors! 


Senescence  should  be  made  more  useful  with  the 
ever  increasing  demands  for  manpower  in  this  war, 
Dr.  Frederick  W.  Filsinger,  of  Buffalo,  told  the 
Erie  County  Medical  Society  on  March  23  in  a talk 
entitled  “The  Forgotten  People.”  Dr.  Filsinger 
has  been  practicing  for  forty-five  \^ears  and  has  been 
studying  the  problems  of  senescence  for  many  of 
them. 

“For  many  years,”  he  said,  “the  public  has  been 
laboring  under  the  impression  that  men  between 
50  and  60  have  outlived  their  usefulness.  But  now, 
in  spite  of  their  infirmities,  cramped  legs,  and  aching 
heart  and  feet,  they  are  proving  valuable  assets 
in  special  branches  of  work.”* 

Franklin  County 

Dr.  Ernst  Klein,  formerly  of  Cologne,  Germany, 
is  now  located  in  St.  Regis  Falls,  having  taken  over 
the  office  and  practice  of  Dr.  William  Gaspar  there. 
His  specialty  is  gynecologist  surgery. 

Dr.  Klein  has  had  many  years  of  practice  and 
has  seen  the  greater  part  of  the  world  in  his  former 
capacity  as  ship  surgeon.  He  has  spent  considerable 
time  in  Rotterdam,  Holland,  where  he  recently 
made  his  home.  He  arrived  in  St.  Regis  Falls  from 
New  York  City.* 

Kings  County 

Dr.  John  Hubley  Schall,  reported  to  be  the  first 
Brooklyn  surgeon  to  use  oxygenated  chloroform 
in  the  community  when  he  introduced  it  there  in 
1894,  was  the  guest  of  honor  in  Philadelphia  at  a 
dinner  held  by  the  Alumni  Society  of  the  Hahne- 
mann Medical  College  of  that  city  on  March  24. 

Dr.  Schall,  born  in  Philadelphia,  came  to  Brooklyn 
in  1894  as  house  surgeon  at  Cumberland  Hospital. 
He  also  served  at  the  Hahnemann  Hospital  and 
Gurnsey  Maternity  Hospital  and  in  1898  was  as- 
sociated with  Dr.  William  B.  Van  Lennip,  noted 
Philadelphia  surgeon  and  instructor. 

In  1899,  he  studied  at  the  Baden-Baden  Hospital 
and  was  the  first  American  surgeon  to  perform  a 
major  operation  in  that  institution. 

He  was  also  the  first  to  use  the  Billroth  antiseptic 
treatment  for  extensive  burns. 

Dr.  Schall  returned  to  Brooklyn  in  1904  as  visiting 
surgeon  at  the  Women’s  Memorial  Hospital.  The 
following  year  he  was  chief  of  the  clinical  dis- 
pensary at  the  Williamsburg  Hospital.  He  was 
chief  surgeon  at  Cumberland  Hospital  from  1914 
to  1916. 

He  retired  from  hospital  work  in  1937.* 


A drive  for  $5,000  as  the  initial  goal  toward  an 
annual  budget  of  $30,000  for  social  and  welfare  work 


among  Negroes  was  started  at  a rally  of  the  Brooklyn 
Urban  League-Lincoln  Settlement  at  the  Fleet 
Street  African  Methodist  Episcopal  Chinch,  Brook- 
lyn, on  April  11. 

Special  Sessions  Justice  Bernard  A.  Kozicke,  a 
member  of  the  board  of  directors  of  the  Brooklyn 
Urban  League,  urged  all  Negroes  to  undertake  with 
greater  zeal  the  solving  of  their  own  problems. 

Other  speakers  were  Lorenzo  F.  Davis,  industrial 
secretary  of  the  League  in  Brooklyn,  and  Julius  A. 
Thomas,  director  of  the  department  of  industrial 
relations  of  the  National  Urban  League.  The 
latter  emphasized  as  an  objective  the  training  of 
Negroes  for  both  war  and  postwar  jobs.* 


Dr.  J.  Sturdivant  Read,  emeritus  professor  of 
urology  and  alumni  trustee  of  the  Long  Island 
College  of  Medicine,  urged  the  88  graduates  who 
received  their  Doctor  of  Medicine  degrees  from  that 
institution  on  March  30  to  “regard  their  war  jobs 
as  a complete  experience  rather  than  an  interruption 
to  their  careers.” 

Addressing  the  eighty-fourth  annual  commence- 
ment exercises  of  the  college  at  the  Academy  of 
Music,  Dr.  Read  told  the  graduates,  who  hold  re- 
serve commissions  in  the  Army  and  Navy  medical 
corps: 

“When  you  return  you  will  have  crowded  much 
intensified  learning  and  experience  into  your  life  .... 
so  don’t  think  that  three  or  five  years  of  this  sort  of 
experience  will  retard  you  or  prevent  you  from  be- 
coming successful  practitioners  in  a peacetime  popu- 
lation.” 

Dr.  Jean  Alonzo  Curran,  president  of  the  college, 
who  presented  the  degrees  to  the  graduates — four  of 
whom  are  women — told  the  class  that  the  school 
was  informed  by  the  War  Department  that  the 
doctor  is  one  of  the  first  to  enter  the  war  and  always 
the  last  to  be  released. 

“After  the  final  gun  is  fired,”  he  said,  “you  doctors 
in  service  will  still  have  two  to  three  years  of  ex- 
perience before  you  as  stalkers  of  the  pestilences 
which  are  the  grisly  fruit  of  war.”* 

Monroe  County 

Two  out  of  every  100  persons  in  Rochester  will 
be  found  to  have  “hidden  tuberculosis,”  predicted 
Dr.  James  Burns  Amberson,  Jr.,  president  of  the 
National  Tuberculosis  Association,  who  addressed 
the  local  Tuberculosis  and  Health  Association  at 
the  twenty-fifth  anniversary  meeting  of  the  Associa- 
tion. Doctor  Amberson  lauded  the  group’s  an- 
nounced program  for  increasing  its  health  con- 
servation and  tuberculosis  prevention  activities 
among  workers  in  war  industries.  He  prophesied 
that  the  program  participated  in  by  Iola  Sani- 
tarium, public  health  officials,  school  authorities 
and  industrial  physicians  will  successfully  uncover 
the  “hidden  tuberculosis”  in  the  Rochester  area.* 

Nassau  County 

In  recognition  of  the  work  that  Nassau  County 
physicians  are  doing  in  volunteering  their  services 
at  the  blood  donor  sessions  conducted  by  the 
Nassau  County  Red  Cross  chapter,  a certificate  of 
the  Army-Navy  E award,  which  the  blood  donor 
unit  has  won  nationally,  has  been  forwarded  to  the 
Nassau  County  Medical  Society  at  its  headquarters 
in  Mineola. 

At  every  blood  donor  session  local  physicians 
are  in  constant  attendance,  Dr.  Richard  Derby, 


May  1,  1943] 


MEDICAL  NEWS 


877 


chairman  of  the  Red  Cross  blood  donor  service  for 
the  county,  explained.  Sessions  are  scheduled  in 
villages  throughout  the  county  and  last  five  or  more 
hours,  during  which  doctors  are  present  as  volun- 
teers. At  most  of  the  sessions  time  schedules  are 
established  so  that  physicians  relieve  each  other,  but 
at  least  one  doctor  is  present  at  all  times  to  conduct 
necessary  examinations  of  applicants  before  their 
blood  is  taken. 

The  time  schedules  of  the  sessions  show  that 
physicians  of  the  county  are  now  giving  the  Red 
Cross  upward  of  50  hours  each  month  in  enabling 
the  Nassau  County  chapter  to  carry  on  this  vital 
war  work.  In  many  cases  this  has  meant  extra 
“overtime”  work  for  the  doctors  to  keep  up  with 
already  heavy  schedules.* 


The  county  society  participated  in  “Nassau 
County  at  War,”  an  exposition  to  put  the  county’s 
tremendous  war  production  on  parade  and  to  give 
the  people  a picture  of  what  their  war  bond  and 
stamp  purchases  to  date  have  bought.  The 
exposition  was  held  at  Adelphi  College,  Garden 
City,  from  April  12  to  April  17.* 

New  York  County 

The  sixth  annual  campaign  of  the  Greater  New 
York  Fund  to  help  support  406  voluntary  welfare 
and  health  agencies  and  hospitals  will  be  formally 
launched  May  3.  * 

Oneida  County 

At  the  March  meeting  of  the  Utica  Academy  of 
Medicine,  Col.  A.  J.  Canning  spoke  on  “The  Treat- 
ment of  War  Injuries.”  Dr.  William  Hale  opened 
the  discussion.  Dr.  John  Gromann  gave  a “History 
of  Hernia  Operations.”  Discussion  of  his  paper 
was  opened  by  Dr.  Frederick  T.  Owens. 

Dinner  was  served  in  the  Hotel  Utica  at  7:00 
p.m.,  preceding  the  meeting. 

Otsego  County 

The  county  society  met  at  Homer  Folks  Hospital 
at  Oneonta,  on  the  afternoon  and  evening  of  March 
24,  to  hear  lectures  by  Dr.  Jerome  T.  Syverton, 
associate  professor  of  bacteriology,  University  of 
Rochester,  whose  subject  was  “Virus  Diseases,” 
and  Drs.  Lawrence  E.  Young  and  Paul  A.  Lembcke, 
instructors  at  the  University,  whose  subject  was 
“The  Clinical  and  Epidemilogical  Aspects  of 
Primary  and  Atypical  Pneumonia.”* 


March  24  marked  his  forty-ninth  year  as  a doctor 
for  Dr.  F.  L.  Winsor,  of  Laurens.  A graduate  of 
Albany  Medical  School  and  Bellevue  Hospital, 
New  York  City,  he  has  been  active  in  his  profession 
since  March  24,  1894,  for  many  years  traveling 
all  kinds  of  roads  with  horse  and  buggy. 

Dr.  Winsor  specialized  in  tuberculosis  and  was 
the  superintendent  of  the  Otsego  County  Sana- 
torium. Hale  and  hearty,  he  is  still  on  the  job.* 

Tioga  County 

The  county  society  met  for  dinner  and  a round- 
table discussion  of  interesting  cases  at  the  Penn 
Wells  Hotel  in  Elmira  on  March  25.  * 

Washington  County 

A talking  film  on  “Peptic  Ulcer,”  made  at  the 
Lahey  Clinic  in  Boston,  was  shown  at  the  quarterly 
meeting  of  the  medical  society  of  Washington 
County  on  April  13,  at  9:00  p.m.,  in  the  auditorium 
of  the  Hudson  Falls  High  School.  * 

Westchester  County 

A form  of  acne  afflicting  workers  engaged  in 
making  synthetic  waxes  and  in  using  the  product 
to  insulate  wires  and  condensers  is  caused  by  ir- 
ritation rather  than  sensitivity,  Dr.  Eugene  F. 
Kelley,  of  Yonkers,  reported  at  the  Greater  New 
York  Safety  Council’s  convention  at  the  Hotel 
Pennyslvania  in  New  York  City  on  March  24. 

Dr.  Kelley,  instructor  in  dermatology  at  Colum- 
bia University  College  of  Physicians  and  Surgeons, 
based  his  statement  on  two  years’  study  and  treat- 
ment of  the  ailment. 

The  source  of  the  affliction,  he  said,  was  traced 
to  chlordiphenyl  and  chloronaphthalene  vapors 
which,  released  from  the  waxes,  settle  upon  the 
skin  and  clothing,  solidify,  and  in  time  are  rubbed 
into  the  follicles. 

“The  only  certain  prevention  is  to  remove  the 
worker  from  contact  with  the  offending  substances,” 
Dr.  Kelley  asserted.  “Workers  in  the  same  plants 
who  are  not  in  contact  with  the  waxes  appear  to 
escape  difficulty.  Cure  is  affected  within  months, 
but  the  acne  reappears  upon  subsequent  re-ex- 
posure. 

“Patch  tests  were  said  to  have  proved  negative, 
indicating  that  contact  and  subsequent  irritation 
rather  than  sensitivity  provoke  the  disease.”* 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

William  E.  Caldwell 

63 

Univ.  & Bell. 

April  1 

Manhattan 

Arthur  I.  Eccleston 

69 

Buffalo 

March  22 

Waterport 

Raymond  W.  Graham 

51 

N.Y.  Horn. 

April  4 

Syracuse 

H.  Lynn  Halbert 

52 

P.  & S.,  N.Y. 

April  6 

Tompkinsville 

George  L.  Kessler 

74 

N.Y.  Univ. 

April  3 

Brooklyn 

William  N.  Miller 

72 

N.Y.  Univ. 

March  23 

Croton-on-Hudson 

Avedis  S.  Nakashian 

75 

Beirut 

March  29 

Manhattan 

Foster  H.  Platt 

50 

Vermont 

April  4 

Brooklyn 

George  W.  Smith 

42 

Dalhousie 

March  21 

Niagara  Falls 

John  M.  Spetnagel 

67 

Univ.  & Bell. 

April  8 

Bronx 

John  E.  Walsh 

82 

Bellevue 

March  21 

Northport 

Hospital  News 

National  Hospital  Day  to  Stress  Recruitment  of  Nurses 


OWING  to  the  war,  the  yearly  observance  of  the 
birthday  of  Florence  Nightingale,  which  in  the 
past  has  featured  events  designed  to  get  people  in- 
side hospitals,  has  given  way  to  a functional  pro- 
gram. 

R.  F.  Cahalane,  chairman  of  the  A.H.A.  Council 
on  Public  Education,  stated  recently  that  “hos- 
pitals haven’t  the  personnel  or  time  to  devote  to  the 
usual  observance  of  the  day.  But  if  we  can’t  get 
the  people  to  the  hospitals,  we  can  take  the  hos- 
pitals to  the  people  through  radio  and  newspapers. 
May  12  can  also  serve  as  a peg  on  which  to  hang 
student  nurse  and  nurse  aides  recruitment  programs. 
Accordingly,  the  council  has  made  contact  with  the 
O.W.I.,  the  National  Nursing  Council  for  War  Serv- 
ice, and  other  groups,  and  the  plans  as  developed 
emphasize  hospital  personnel  shortages.” 

The  American  Hospital  Association  upon  request 
will  provide  a package  of  posters,  folders,  and  press 
releases  for  the  publicizing  of  the  day. 

Newsy 

The  Brooklyn  Surgical  Society  gave  a dinner  to 
the  doctors  of  the  United  States  Naval  Hospital  at 
the  Bossert  Hotel  on  April  1.  The  dinner  was  fol- 
lowed by  dicussion  on  medical  subjects. 

Among  the  speakers  were  Capt.  Gardiner  Robert- 
son, of  the  Brooklyn  Surgical  Society,  and  Dr. 
Herbert  Wikle,  of  the  United  States  Naval  Hospital, 
who  made  informal  speeches.* 


Doctors  and  nurses  at  Queens  General  Hospital, 
Jamaica,  are  tending  a Victory  Garden  for  the 
Hospital.  The  only  luxury  the  gardeners  permit 
themselves,  according  to  the  Jamaica  Press , is  a 
motor-drawn  plow,  for  their  garden  is  far  larger  than 
the  average. 


Albany  Hospital’s  drive  for  men  volunteers  to  re- 
lieve a critical  male  help  shortage  has  started  with 
an  enrollment  of  more  than  90. 

Approximately  250  men  are  needed  to  ride  the 
ambulance,  serve  as  orderlies,  help  transport  pa- 
tients, and  countless  other  duties,  Dr.  R.  S.  Cun- 
ningham, chief  administrator,  announced. 

The  men  volunteers,  wearing  the  blue  hospital 
jackets  which  will  be  their  uniforms,  will  begin  work 
at  the  hospital  after  receiving  the  first  four  hours  of  a 
ten-hour  course  given  by  Miss  Alice  T.  Dyer,  R.N., 
of  the  nursing  administrative  staff,  Miss  Ruby 
Butler,  R.N.,  and  Miss  Ruth  Gokey,  R.N. 

“With  a staff  of  300  men  volunteers,  we  eventually 
can  have  a twenty-four-hour  volunteer  staff  at  the 
hospital,”  Dr.  Cunningham  said. 

“We  have  more  than  300  women  volunteers  who 
are  doing  an  excellent  job  during  day  and  evening 
hours.” 

Men  volunteers  will  be  asked  to  give  at  least  three 
hours’  service  a week  at  the  hospital. 

Volunteers  may  register  at  the  hospital  volunteer 
office  either  in  person  or  by  telephone.* 


* Asterisk  indicates  that  item  is  from  local  newspaper. 


Some  hospitals  plan  to  develop  elaborate  pro- 
grams. Donald  Rosenberger,  chairman  of  the  Na- 
tional Hospital  Day  Committee  for  Pennsylvania, 
has  arranged  a comprehensive  program  for  the  hos- 
pitals of  Erie. 

Every  hospital  in  the  city  will  be  visited  by 
groups  of  high-school  pupils,  each  of  whom  will  write 
a report  of  her  visit  and  the  best  reports  will  be 
printed  in  the  newspapers  and  broadcoast  over  local 
stations.  Window  displays  have  been  arranged 
through  the  cooperation  of  the  local  stores,  hospital 
supply  houses,  and  the  hospitals. 

C.  Rufus  Rorem,  of  the  American  Hospital  Asso- 
ciation, will  speak  over  an  Erie  radio  station  into 
every  schoolroom  in  Erie.  His  subject  will  be  nurse 
recruitment.  He  will  also  address  the  joint  women’s 
auxiliaries  at  a tea.  Later  in  the  day  he  will  speak 
over  WERC  on  an  eastern  states’  hookup  and  is 
scheduled  to  lead  a forum  discussion  over  WLEU 
in  the  evening. — The  Modern  Hospital 

Notes 

Texas  hospitals  have  undertaken  a “help-your- 
neighbor”  program  of  exchanging  or  selling  various 
items  of  equipment.  Reports  of  the  council  on 
construction  and  plant  operation  of  the  Texas  Hos- 
pital Association  indicate  that  the  program  has 
proved  quite  successful. 

In  order  to  obtain  data  on  available  equipment,  a 
check  list  of  general  items  utilized  in  all  hospital  de- 
partmental functions  involving  equipment  that  is 
under  priority  regulations  was  sent  to  all  Texas 
hospitals  and  clinics  listed  by  the  American  Medical 
Association.  When  each  institution  had  checked 
items  that  it  was  willing  to  exchange  or  sell,  the  list 
was  returned  to  the  council  chairman  for  tabulation. 

After  the  tabulation  had  been  completed,  the  list 
of  available  articles,  including  the  name  and  location 
of  the  hospitals  that  possessed  them,  was  distrib- 
uted to  all  institutions  that  had  received  the  origi- 
nal list  of  equipment. 

Proof  of  the  practicality  of  the  program  was  evi- 
denced at  the  annual  meeting  of  the  Association,  at 
which  groups  of  hospital  administrators  got  to- 
gether over  the  lists  to  consummate  deals. — The 
Modern  Hospital 

• • • 

An  appeal  for  500  volunteers  to  serve  as  Red  Cross 
Gray  Ladies  in  six  city  hospitals  has  been  made  by 
Maj.  Gen.  Robert  C.  Davis,  executive  director  of  the 
New  York  Chapter  of  the  Red  Cross,  at  the  request 
of  city  officials.  The  Gray  Ladies  are  the  gray- 
uniformed  volunteers  of  the  chapter’s  hospital  and 
recreation  service,  enrolled  and  trained  by  the  Red 
Cross. 

Additional  Gray  Ladies  are  needed  urgently  be- 
cause of  the  shortage  of  nurses  and  other  personnel. 

Three  hundred  and  fifty  Gray  Ladies  of  the  New 
York  Chapter  are  now  serving  without  pay  in  four 
government  and  twenty  civilian  hospitals  in  Man- 
hattan and  the  Bronx,  where  they  carry  on  work 
other  than  that  of  nurses  and  nurse’s  aides.  The 
hospitals  for  which  the  city’s  representatives  have 
asked  more  Gray  Ladies  are  Bellevue,  Gouvemeur, 
Harlem,  Fordham,  Morrisania,  and  Metropolitan. 

[Continued  on  page  882] 
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The  increased  incidence  of  peptic  ulcer 
among  the  armed  forces,  defense  work- 
ers and  civilians  today  confronts  medi- 
cine as  a major  problem. 

Of  the  various  types  of  therapy  used  to 
control  this  problem  none  has  proved 


brand  of  aluminum  hydroxide  gel. 

CREAMALIN,  the  first  aluminum  hy- 
droxide gel  to  be  made  available  to 
physicians,  was  also  the  first  to  be  Coun- 
cil-accepted. CREAMALIN  contains  ap- 
proximately 5.5%  aluminum  hydroxide. 


itself  more  valuable  than  CREAMALIN, 


CREAMALIN 

KEG.  U.  S.  PAT.  OFF. 

Brand  of  Aluminum  Hydroxide  Gel 


Therapeutic  Effects  of  CREAMALIN 


• Pronounced  antacid  ac- 
tion of  12  times  its  volume 
of  N/10  HCI  in  less  than 
30  minutes  (Toepffer’s  re- 
agent) 

• Prolonged  action  in  con- 
trast to  fleeting  effect  of 
alkalies 

• Non -alkaline;  non -ab- 
sorbable; non-toxic 

• No  acid  rebound;  no 
danger  of  alkalosis 


• Prompt  and  continuous 
pain  relief  In  uncompli- 
cated cases 

• Rapid  healing  when  used 
with  regular  ulcer  regi- 
men 

• Mildly  astringent;  may 
reduce  digestive  action, 
thus  favor  clot  formation 

• Demulcent;  gelatinous 
consistency  affords  pro- 
tective coating  to  ulcer 


Modern  non-alkaline  therapy  for  peptic  ulcer  and  gastric  hyperacidity 


A I A A PHARMACEUTICAL  DIVISION, 

ft  ft.  te  Ft  WINTHROP  CHEMICAL  COMPANY,  INC.,  SUCCESSOR 
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OPTIMUM  NUTRITION  MINIMUM  TIME 
FOR  BABY...  FOR  DOCTOR... 


with  this  complete  liquid  infant  formula! 

BIOLAC  SUPPLIES  milk  proteins,  milk  minerals,  iron, 
and  vitamins  A,  Bi,  B2  and  D in  amounts  which  equal 
or  exceed  recognized  requirements  for  infants.  Thus  with 
the  sole  exception  of  vitamin  C,  Biolac  provides  com- 
plete nutrition  for  the  bottle-fed  baby. 

Biolac  is  a real  timesaver  for  overworked  doctors,  too! 

No  carbohydrate  or  other  extra  formula  ingredients  to 
calculate ! 

Also,  with  Biolac  there  is  less  chance  of  upsets  due  to 
errors  in  preparing  formulas.  Less  chance  of  formula 
contamination,  too,  because  Biolac  requires  only  simple 
dilution  with  boiled  water,  as  you  prescribe. 

NO  LACK  IN  BIOLAC 

Borden’s  complete  infant  formula 


• Biolac  is  prepared  from  whole  milk, 
skim  milk,  carbohydrates— Vitamin  Bi,  con- 
centrate of  Vitamins  A and  D from  cod 
liver  oil,  and  ferric  citrate.  It  is  evaporated. 


homogenized,  and  sterilized.  For  profes ■ 
sional  information,  write  Borden’s  Pre • TOB) 
scription  Products  Division,  350  Madison 
Avenue,  New  York,  New  York. 
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Now  you  can  see  at  a glance 


why  pRAGMASlJL’S 

BASE  IS  SUPERIOR 


In  PRAGMASUL  the  ointment  base  is  an  oil-in-water  type 
emulsion,  which  ensures  intimate  and  prolonged  contact  of  the 
'Microform’*  sulfathiazole  crystals  with  the  affected  tissue. 

The  important  difference  between  the  Pragmasul  base  and 
the  two  other  types  of  ointment  bases  most  commonly  employed 
is  strikingly  illustrated  below. 


Ointment 


Exudate 


Epidermis 


PRAGMASUL  BASE  WATER-IN-OIL  ALL-GREASE 

(OIL- IN -WATER  TYPE)  BASE  BASE 


Key  to  diagrams  — 


Water 


Sulfathiazole  Crystal 


NOTE  that  in  Pragmasul  the  oil  globules 
and  the  'Microform'  sulfathiazole  crystals 
are  suspended  in  the  continuous  aqueous 
phase. 

NOTE,  also,  the  absence  of  interfacial  ten- 
sion between  the  aqueous  serous  exudate 
and  the  water-phase  of  the  Pragmasul  base. 
On  the  other  hand,  with  the  all-grease  and 


water-in-oil  emulsion  bases,  interfacial  ten- 
sion is  inevitable  at  the  apposition  of  the 
mutually  incompatible  oil  and  exudate. 

*Pragmasul  contains  ’Microform’  sulfathiazole,  5%. 
’Microform’  is  S.K.F.’s  trademark  for  micro  crystals  of 
the  sulfonamides  — in  the  case  of  sulfathiazole, 
approximately  1/1000  the  mass  of  ordinary  com- 
mercial crystals. 


SMITH,  KLINE  & FRENCH  LABORATORIES 

PHILADELPHIA,  PA. 
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HOSPITAL  NEWS 


[N.  Y.  State  J.  M. 


[Continued  from  page  878] 

Volunteers  must  be  women  between  the  ages  of 
21  and  50  who  are  American  citizens,  physically  fit, 
and  of  neat,  pleasant  appearance.  They  must  have 
free  time  during  the  day  to  take  training  courses, 
and  must  be  willing  to  give  at  least  one  full  day  or 
two  half-days  a week  to  the  work. 

Their  duties  are  varied.  They  work  in  clinics, 
receiving  and  assisting  patients  and  keeping  records. 
They  help  in  children’s  wards,  reading,  playing 
games,  and  teaching  simple  handicrafts.  They  as- 
sist the  social  service  worker  in  interviewing  pa- 
tients. * 


The  Associated  Hospital  Service  of  New  York, 
in  its  financial  statement  for  1942  filed  with  the  State 
Department  of  Insurance,  showed  at  the  year-end 
total  assets  of  $10,120,944,  including  $8,299,091 
in  United  States  bonds.  Cash  amounted  to  $1,564,- 
011. 

The  report  showed  a surplus  of  $4,498,329  assets 
over  liabilities.  Among  the  liabilities  is  a reserve 
fund  of  $2,500,000  for  epidemics  and  other  contin- 
gencies. This  is  in  addition  to  the  normal  reserve 
for  unpaid  hospital  claims  that  amounts  to  $1,550,- 
000. 

Louis  H.  Pink,  president,  said  that  enrollment 
figures  for  last  year  showed  148,924  new  subscribers 
had  joined  the  organization’s  3-cents-a-day  plan  for 
hospital  care.  Although  many  subscribers  have 
moved  out  of  town  to  take  positions  in  war  indus- 
tries, the  total  enrollment  is  more  than  1,300,000. 

Mr.  Pink  said  that  the  Associated  Hospital  Serv- 
ice paid  hospitals  last  year  $7,363,278  for  the  care  of 
1 17,804  subscribers.  From  the  inception  of  the  3- 
cents-a-day  plan  in  1935  through  last  year,  it  has 
paid  hospitals  $37,720,173  for  the  care  of  600,000 
subscribers. 


A plaque  honoring  125  doctors,  interns,  nurses, 
and  staff  members  of  Mineola’s  Meadowbrook  Hos- 
pital who  are  now  serving  in  the  armed  forces  was 
unveiled  on  April  1 by  County  Executive  J.  Russel 
Sprague  in  the  presence  of  more  than  100  persons. 
The  ceremony  was  conducted  in  the  entrance  foyer 
of  the  hospital’s  main  building. 


Among  those  present  were  George  L.  Hubbell, 
chairman  of  the  board  of  managers  at  Meadowbrook, 
Superintendent  A.  J.  McRae,  Lulu  B.  Payne,  super- 
visor of  nurses,  and  Medical  Examiner  Theodore  J. 
Curphey.  * 


The  52d  General  Hospital,  which  is  the  Syracuse 
University  unit,  is  settled  somewhere  in  England  in 
the  hospital  that  its  members  believe  will  be  their 
station  for  the  duration  of  the  war,  and  members  of 
the  staff  are  becoming  accustomed  to  life  in  Eng- 
land, according  to  letters  written  by  Maj.  Floyd  R. 
Parker.  The  letters  are  published  in  the  April 
issue  of  the  Bulletin  of  the  Onondaga  County  Medi- 
cal Society  and  the  Syracuse  Academy  of  Medicine,  i 

Major  Parker  wrote  the  “Around  the  Town”  j 
column  for  the  Bulletin  in  peacetime  and  his  letters 
are  filled  with  observations  of  interest  to  all  families  1 
of  members  of  the  hospital  staff. 

The  grand  opening  of  the  hospital  took  place  with  j 
much  local  ceremony,  Major  Parker  said,  and  to  the 
accompaniment  of  many  clicking  cameras,  but  the 
pictures  will  not  be  shown  until  the  hospital  unit 
returns  home.* 


Substantial  progress  in  electric  shock  treatment  of 
psychiatric  patients  at  New  York  Hospital,  West- 
chester Division,  during  1942  was  revealed  in  the 
annual  report  of  Dr.  Clarence  O.  Cheney,  medical 
director.  Fifty  per  cent  of  those  given  shock  treat- 
ment were  considered  either  cured  or  sufficiently 
improved  to  be  released,  the  report  states.* 


Volunteer  Nurses’  Aides  trained  under  the  joint 
program  of  the  Office  of  Civilian  Defense  and  the 
American  Red  Cross  may  now  be  used  in  Army  hos- 
pitals, according  to  announcements  from  the  two 
agencies. 

The  Surgeon  General  of  the  Army  has  requested 
this  service,  and  the  sponsoring  agencies  have 
recommended  that  Nurses’  Aides  be  assigned  to 
Army  general  or  station  hospitals  on  request  of  the 
Commanding  Officer.  The  aides  must  receive  their 
training  in  civilian  hospitals  as  heretofore. 


Improvements 


Tioga  County  General  Hospital  in  Waverly  has 
been  presented  with  a resuscitator  and  incubator  by 
the  Waverly  Lions  Club.* 


A rehabilitation  clinic  has  been  organized  at 
Stuyvesant  Polyclinic  by  H.  I.  Biegeleisen,  M.D., 
to  rehabilitate  rejected  applicants  for  military 
service.  Conditions  such  as  varicose  veins,  phlebi- 
tis, lymphedema,  varicocele,  hydrocele,  hemor- 
rhoids, pilonidal  cyst,  bursitis,  and  hernia  will  be 
treated  by  sclerotherapy. 


A vast  construction  plan  contemplating  the  re- 
placement of  virtually  every  building  at  the  Bing- 
hamton State  Hospital  at  an  estimated  cost  of  ap- 
proximately $15,000,000  is  included  in  New  York 
State’s  postwar  planning  program. 

Details  of  the  project  are  being  developed  by  the 


Division  of  Architecture  of  the  State  Department  of 
Public  Works. 

Engineering  crews  of  the  Binghamton  district  of 
the  State  Department  have  started  to  survey  the 
hospital  grounds  and  take  subsoil  tests  which  will 
play  an  important  part  in  the  location  of  new  build- 
ings. * 


Alterations  of  the  east  wing  of  the  Geneva  General 
Hospital,  in  Geneva,  to  provide  space  for  addi- 
tional beds,  are  rapidly  nearing  completion. 


On  April  1,  Saugerties  was  introduced  to  a new 
sanitarium,  Dale’s  Sanitarium,  which  has  a fully 
modernized  hospital  equipment  and  will  accommo- 
date about  40  patients.  The  sanitarium  will  be 
under  the  management  and  supervision  of  Mrs. 
Ruth  Dale,  registered  nurse,  who  has  conducted 
Dale’s  Nursing  Home  for  a number  of  years.* 
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WHAT  IS  THE  ACTION  OF  FOILLE? 

Promptly  applied  to  injured  or 
burned  areas,  it  effects  an  almost 
immediate  partial  anesthesia  of  de- 
nuded surfaces.  It  mildly  and  pro- 
gressively coagulates  the  serous  exu- 
date, forming  a soft  coagulum  over 
the  wound  and  thus  permits  free 
mobility  of  joints  and  extremities. 

WILL  FOILLE  CONTROL  INFECTION? 

In  a survey  of  903  cases  treated  in  38  hospitals  and 
clinics,  36  of  the  institutions  stated  that  control  of 
infection  was  superior  to  that  experienced  with  other 
treatments. 

IS  FOILLE  EASY  TO  APPLY? 

Yes.  The  simplicity  of  the  Foille  technic  affords  a real 
aid  particularly  to  the  physician  in  general  and  indus- 
trial practice. 

IS  FOILLE  READILY  REMOVED? 

Yes.  Foille  may  be  washed  off  wound  surfaces  pre- 
paratory to  skin-grafting  by  using  a simple  10% 
saline  solution. 

IS  FOILLE  ECONOMICAL? 

Yes.  The  saving  in  hospitalization  days,  reduction  in 
scarring  contractures,  complications  incident  to  in- 
fection, quantities  of  dressings  and  material  reduction 
in  use  of  opiates,  all  combine  to  effect  substantial 
savings. 

Virtually  the  “400”  of  major  industry  have  adopted  Foille 
for  the  treatment  of  severe  burns. 

Distributed  through  Surgical  Supply  Houses,  Wholesale 
Druggists,  Pharmacies  and  First  Aid  Suppliers 
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Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 

On  to  Buffalo! 


GREETINGS  and  a hearty  welcome  to  Buffalo, 
the  1943  Convention  City.  The  State  Conven- 
tion of  the  Woman’s  Auxiliary  to  the  Medical  So- 
ciety of  the  State  of  New  York  will  be  held  from 
May  2-6,  inclusive,  at  the  Hotel  Statler.  All  doc- 
tors’ wives,  whether  members  of  the  Auxiliary  or 
not,  are  cordially  invited  to  attend  all  sessions  of  the 
Auxiliary  and  all  social  functions.  It  has  been  im- 
possible to  make  definite  plans  too  far  in  advance, 
but  all  is  well  in  hand  now  and  we  will  give  you  the 
best  convention  we  can,  with  the  hope  that  all  of 
you  will  join  us.  There  will  be  sufficient  accommo- 
dations for  all,  and  because  of  the  times,  everything 
will  be  most  informal.  There  will  be  no  need  for 
long  dinner  dresses,  so  your  luggage  will  be  mini- 
mum. 

The  entire  Convention  Committee  will  be  on  hand, 
beginning  Sunday,  May  2,  to  welcome  all  who  ar- 
rive early. 

With  best  wishes  for  a successful  convention,  in 
which  each  of  you  has  an  important  part,  and  again 
welcoming  you  to  Buffalo,  I am, 

Most  sincerely, 

Maxine  C.  Johnson 
1943  Convention  Chairman 


To  Mrs.  J.  Emerson  Noli,  our  retiring  president,  1 
I speak  for  all  your  committees.  We  have  enjoyed  ! 
working  with  you  and  serving  our  state  and  county  ii 
organizations.  We  leave  this  thought  for  you: 

Life  brings  many,  many  changes, 

As  we  live  from  year  to  year, 

But  there  certainly  is  one  thing 
That  will  never  disappear! 

So  enduring  is  our  friendship 
That,  whatever  else  may  end, 

We  shall  have  the  joy  of  knowing 
That  you  always  are  our  friend. 

To  our  president-elect,  Mrs.  F.  Leslie  Sullivan,  we 
wish  you  and  your  committees  the  best  of  luck  and 
cooperation  at  all  times.  These  few  words  we  bring 
to  you: 

And  may  life  always  bring  to  you 
The  very  best  of  Everything. 

Congratulations  to  the  officers  of  1943-1944. 

Meet  you  all  in  Buffalo,  May  2-6. 

June  M.  Morey 
Publicity  Chairman 


County  News 


Columbia  County.  The  monthly  meeting  of  the 
woman’s  auxiliary  was  held  in  the  afternoon  at  the 
Nurses’  Home  of  the  Hudson  City  Hospital.  A 
letter  of  thanks  was  read  from  the  Hudson  City 
Hospital  for  the  auxiliary’s  gift  of  $25  to  the  Stu- 
dent Nurses’  Fund,  and  one  from  the  Physicians’ 
Home  in  New  York  City  for  the  auxiliary’s  gift  of 
$10.  Mrs.  John  L.  Edwards,  of  Hudson,  was  ap- 
pointed chairman  of  the  nominating  committee. 

Mrs.  H.  G.  Henry,  of  Germantown,  will  represent 
the  auxiliary  at  the  Annual  Convention  of  the 
Woman’s  Auxiliary  to  the  Medical  Society  of  New 
York  State,  which  will  be  held  at  Buffalo  on  May 
2-6.  Mrs.  H.  J.  Noerling,  of  Valatie,  and  Mrs. 
Everett  A.  Jacobs,  of  Hudson,  will  attend  as  dele- 
gates from  the  local  auxiliary,  with  Mrs.  Edwards  as 
alternate. 


Saratoga  County.  Mrs.  Alfred  Madden,  of  Al- 
bany, our  state  legislative  chairman,  spoke  on  medi- 
cal legislation  at  the  meeting  held  Tuesday,  April  6, 
at  8 p.m.  Mrs.  G.  Scott  Towne,  of  Saratoga  Springs, 
was  hostess.  Mrs.  Edward  J.  Callahan,  of  Schuyler- 
ville,  reported  for  Mrs.  Thomas  Bullard,  program 
chairman. 

Herkimer  County.  Members  of  the  county  auxil- 
iary held  their  April  meeting  at  the  Dyett  Tearoom 
in  Ilion. 

Mrs.  Byron  G.  Schults,  of  Herkimer,  was  elected 
president.  Committees  for  the  year  will  be  an- 
nounced later.  Mrs.  Helen  Buckbee  gave  a report 
of  the  Board  meeting  in  Albany,  at  which  nine- 
teen members  were  present.  The  next  meeting  will 
be  held  in  June. 


PEPYS  LEARNS  ABOUT  ORANGE  JUICE 
“March  9th,  1669.  With  my  wife  and  Bab.  and 
Betty  Pepys  and  W.  Hewer,  whom  I carried  all  this 
day  with  me,  to  my  cozen  Stradwick’s,  where  I have 
not  been  ever  since  my  brother  Tom  died,  there 
being  some  difference  between  my  father  and  them, 
upon  the  account  of  my  cozen  Scott;  and  I was  glad 
of  this  opportunity  of  seeing  them,  they  being  good 
and  substantial  people,  and  kind,  and  here,  which 
I never  did  before,  I drank  a glass,  of  a pint,  I be- 
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lieve,  at  one  draught,  of  the  juice  of  oranges,  of 
whose  peel  they  make  comfits;  and  here  they  drink 
the  juice  as  wine  with  sugar,  and  it  is  a very  fine 
drink;  but,  it  being  new,  I was  doubtful  whether  it 
might  not  do  me  hurt. 

“They  are  very  good  people.  So  home,  and  then 
after  signing  my  letters,  my  eyes  being  bad,  to  supper 
and  to  bed.”  [Samuel  Pepy’s  Diary.] — Reprinted 
in  Nutrition  Reviews. 
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PARKE,  DAVIS  & COMPANY 

DETROIT,  MICHIGAN 


THEELIN 

AQUEOUS 


SUSPENSION 


THEELIN  AQUEOUS  SUSPENSION 

l*cc.  ampoules,  each  cc.  containing  2 mg.  (20,000 
I.U.)  of  Theelin  suspended  in  normal  saline  solution. 


THEELIN  IN  OIL 

l-cc.  ampoules  in  strengths  up  to  lmg.  (10,000  I.U.) 
of  Theelin  per  cc. 


The  art  of  anatomic  illustra- 
tion  entered  a new  epoch 
upon  the  publication  of 
the  Tabulae  Anatomicae  of 
Giulio  Casserio  (Venice, 
1627).  This  female  figure 
one  of  Casserio's  most 
beautiful  copperplates. 


For  patients  requiring  high  potencies, 
and  for  those  who  do  not  tolerate  oil 
injections. 


Theelin  aqueous  suspension  provides 
the  same  pure,  natural  crystalline 
estrogen  as  Theelin  in  Oil,  and  the  same  effec- 
tive clinical  results  may  be  expected  in  the 
treatment  of  the  menopausal  syndrome  and 
other  conditions  due  to  diminishing  estro- 
genic secretion.  Theelin  Aqueous  Suspension 
is  administered  intramuscularly.  Normal  sal- 
ine solution— no  suspending  agent— is  used  in 
preparing  this  product  and  the  ampoule  need 
only  be  shaken  gently  before  the  preparation 
is  drawn  into  the  syringe. 


The  uniform  potency  of  Theelin  is  certified 
by  the  Laboratories  of  both  Parke,  Davis  & 
Company  and  St.  Louis  University.  Kapseals 
Theelol  (Oral)  and  Theelin  Suppositories 
(Vaginal)  are  available  for  maintenance 
therapy  and  for  use  in  milder  hypogonadal 
conditions. 


Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selections  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


RECEIVED 


Essentials  of  Gynecology.  By  Willard  E.  Cooke, 
M.D.  Octavo  of  474  pages,  illustrated.  Philadel- 
phia, J.  B.  Lippincott  Company,  1943.  Cloth,  $6.50. 

Diseases  of  the  Breast.  By  Charles  F.  Geschick- 
ter,  M.D.  Octavo  of  829  pages,  illustrated.  Phila- 
delphia, J.  B.  Lippincott  Company,  1943.  Cloth, 
$10.00. 

The  Anatomy  of  the  Nervous  System.  By  Ste- 
phen W.  Ranson,  M.D.  Seventh  Edition.  Octavo 
of  520  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1943.  Cloth,  $6.50. 

Textbook  of  Clinical  Neurology.  By  Israel  S. 
Wechsler,  M.D.  Fifth  Edition.  Octavo  of  840 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1943.  Cloth,  $7.50. 

Medical  Clinics  of  North  America.  Vol.  27,  No. 
1,  January,  1943.  (Chicago  Number.)  Philadel- 
phia, W.  B.  Saunders  Company,  1943.  Published 
bimonthly  (six  numbers  a year).  Cloth,  $16.00 
net;  Paper,  $12.00  net. 

Outline  of  Psychiatric  Case  Study.  A Practical 
Handbook.  By  Paul  W.  Preu,  M.D.  Second  Edi- 
tion. Duodecimo  of  279  pages.  New  York,  Paul 
B.  Hoeber,  Inc.,  1943.  Cloth,  $2.75. 

Understand  Your  Ulcer.  By  Burrill  B.  Crohn, 
M.D.  Octavo  of  199  pages,  illustrated.  New  York, 
Sheridan  House,  1943.  Cloth,  $2.50. 


A Surgeon’s  Flight  to  Rebuild  Men.  An  Auto- 
biography by  Fred  H.  Albee,  M.D.  Octavo  of  349 
pages.  New  York,  E.  P.  Dutton  & Company,  1943. 
Cloth,  $3.50. 

The  Hospital  Care  of  the  Surgical  Patient.  By 
George  Crile,  Jr.,  M.D.,  and  Franklin  L.  Shively, 
Jr.,  M.D.  Octavo  of  184  pages,  illustrated.  Spring- 
field,  111.,  Charles  C.  Thomas,  1943.  Cloth,  $2.50. 

A Handbook  of  Allergy  for  Students  and  Practi- 
tioners. By  Wyndham  B.  Blanton,  M.D.  Octavo 
of  190  pages,  illustrated.  Springfield,  111.,  Charles 
C.  Thomas,  1942.  Cloth,  $3.00. 

Diseases  of  the  Skin.  By  Oliver  S.  Ormsby, 
M.D.,  and  Hamilton  Montgomery,  M.D.  Sixth 
Edition.  Octavo  of  1,360  pages,  illustrated.  Phila- 
delphia, Lea  & Febiger,  1943.  Cloth,  $14.00. 

Noxious  Gases.  By  Yandell  Henderson  and 
Howard  W.  Haggard.  Second  and  Revised  Edition. 
Octavo  of  294  pages.  [American  Chemical  Society 
Monograph  Series.  ] New  York,  Reinhold  Publish- 
ing Corporation,  1943.  Cloth,  $3.50. 

Treatment  of  Fractures.  By  Guy  A.  Caldwell, 
M.D.  Octavo  of  303  pages,  illustrated.  New  York. 
Paul  B.  Hoeber,  Inc.,  1943.  Cloth,  $5.00. 

How  to  Learn  and  Advance.  By  Samuel  Kahn, 
M.D.  Duodecimo  of  196  pages.  New  York,  The 
Alpha  Press,  1942.  Cloth,  $2.00. 


REVIEWED 


Medical  Parasitology.  By  James  T.  Culbertson. 
Octavo  of  285  pages,  illustrated.  New  York,  Colum- 
bia University  Press,  1942.  Cloth,  $4.25. 

This  book  has  been  designed  and  written  “chiefly 
for  medical  students  and  medical  practitioners” 
at  a time  when  the  national  emergency  has  made 
of  greater  practical  importance  than  ever  before 
a knowledge  of  the  fundamentals  of  human  para- 
sitology. 

The  essential  facts  concerning  the  important 
animal  parasites  of  man  are  briefly  but  adequately 
presented  in  a clear  and  straightforward  manner 
in  this  volume.  Each  species  of  parasite  has  been 
considered  with  respect  to  geographic  distribution, 
epidemiology,  pathology,  symptomatology,  diag- 
nosis, and  treatment,  and  in  the  handling  of  the 
subject  material  a wealth  of  detail,  which  in  a more 
extensive  work  might  have  proved  confusing  to  the 
student,  has  been  avoided.  The  text  is  accompanied 
by  a number  of  helpful  tables,  drawings,  and  plates. 
Excellent  chapters  of  general  scope,  in  which  are 
discussed  the  principles  of  infection,  immunity, 
epidemiology,  and  prophylaxis,  are  included,  as 
well  as  a section  on  the  arthropods  of  medical  im- 
portance and  a technical  appendix. 

The  usefulness  of  this  text  to  the  practicing 
physician  would  probably  have  been  enhanced  by 
inclusion,  in  the  sections  on  therapy,  of  information 
as  to  the  usual  dosages  of  the  drugs  exhibited.  In 
all  other  respects  the  book  should  admirably  fulfill 
the  purposes  for  which  it  was  written. 

Elberton  J.  Tiffany 


The  Pharmacopoeia  of  the  United  States  of 
America.  (United  States  Pharmacopoeia.)  Twelfth 
Revision  (U.  S.  P.  XII).  By  authority  of  the 
United  States  Pharmacopoeial  Convention.  Pre- 
ared  by  the  Committee  of  Revision  and  Published 
y the  Board  of  Trustees.  Octavo  of  880  pages. 
Easton,  Pa.,  Mack  Printing  Company,  1942. 
Cloth,  $7.50. 

The  Twelfth  Revision  of  the  United  States  Phar- 
macopoeia became  official  November  1,  1942.  The 
Pharmacopoeia  will  attempt  to  keep  pace  with  the 
rapid  development  of  medicine  and  its  related 
sciences  by  issuing  a new  revision  every  five  years 
as  well  as  a bound  “Supplement”  halfway  between 
the  times  of  revisions.  In  addition,  “Interim  Re- 
vision Announcements”  or  sheet  “Supplements” 
will  be  published  as  they  are  required  to  meet  the 
frequently  changing  situations. 

The  committee  on  revision  considered  carefully 
the  clinical  value  and  use  of  new  drugs  before 
accepting  them  for  inclusion  in  the  new  edition. 
They  were  governed  by  the  same  underlying  prin- 
ciples that  were  set  forth  by  Dr.  Lyman  Spalding, 
the  founder  and  chairman  of  the  first  U.  S.  P.  con- 
vention, who  maintained  in  1820,  “It  is  the  object 
of  a Pharmacopoeia  to  select  from  among  sub- 
stances which  possess  medicinal  power,  those,  the 
utility  of  which  is  most  fully  established  and  best 
understood.” 

An  additional  153  articles  were  included  in  the 
U.  S.  P.  XII,  which  also  has  17  articles  previously 

[Continued  on  page  888] 
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BLUEPRINT  OF  A “FREEDOM"  that  concerns  you 

" FREEDOM  FROM  AGONY" 

% Pedlfoime 

FOOTWEAR 


/ 


You  don't  expect  to  restore  normalcy  to  feet  that  even  na- 
ture has  failed  to  aid,  but  you  do  expect  to  relieve  your  foot- 
patient  from  conditions  that  create  agony  and  handicap. 

There  is  no  "standardized”  form  or  last  in  shoes 
to  cover  every  case,  so  a wide  range  of  shoes  is 
essential  for  correction.  In  PEDIFORME  FOOT- 
WEAR you  will  find  both  general  features  and 
individual  construction  points  variable  enough  to 
take  care  of  the  most  difficult  case.  These  ortho- 
pedic shoes  are  attractive,  too. 

MANHATTAN,  36  West  36th  St.  NEW  ROCHELLE,  545  North  Ave. 
BROOKLYN,  322  Livingston  St.  EAST  ORANGE,  29  Washington  PI 
843  Flatbush  Ave. 

HEMPSTED,  L.  I.,  241  Fulton  Ave.  HACKENSACK,  290  Main  St. 


Physicians9  Home 

IN  this  grim  period  when  all  of  us  are  search- 
ing for  reassurance  the  Physicians’  Home 
is  doing  it’s  share  effectively. 

In  addition  to  our  permanent  guests,  the 
Physicians’  Home  is  extending  support  and 
protection  to  needy,  incapacitated  physicians 
In  Their  Own  Communities  under  the  super- 
vision of  their  local  County  Medical  Society. 

The  demands  today  upon  the  Home  are  many . 

Won’t  you  join  in  our  efforts  to  maintain 
this  worthy  medical  public  service? 

The  Physicians’  Home  needs  your  bequest  or 
gift  so  that  it  may  endure  and  be  perpetuated 
into  the  future. 

Make  checks  payable  to  the 

PHYSICIANS’  HOME,  52  East  66  ST.,  N.  Y.  C. 
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For  The  Patient  With  ONE  Leg 
Shorter  Than  The  Other 


fLfVflTORS 

Shoes 


Even  ii  one  leg  is  as  much  as  an  inch  and  a half 
longer  than  the  other,  a pair  of  "ELEVATORS"  Shoes 
with  the  inner  ramp  in  one  shoe  only,  will  conceal 
the  unevenness  in  the  gait  . . . "confidentially". 
These  special  "ELEVATORS"  Shoes  are  matched,  look 
like  any  other  fine  quality  shoes,  and  are  made  to 
order  to  specifications.  Even  if  the  difference  is  in  the 
size  of  the  FEET,  the  patient  can  get  a pair  of  "ELEVA- 
TORS" to  fit  each  foot.  This  service  is  available  only  on 
styles  901,  Black  and  902,  Brown  illustrated).  . . .$20.00 

For  FREE  BOOKLET  and  name  of  Nearest  Dealer 
Write:  Dept  N.  Y.  643 

STONE  TABLOW  CO.,  INC.  Brockton,  Mass. 
Exclusive  Manufacturers  Of  "ELEVATORS" 


COT-TAR 

PIX-LITHANTHRACIS  5% 
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added  to  the  U.  S.  P.  XI  by  means  of  supplements. 
Eighty-six  articles  listed  in  the  U.  S.  P.  XI  were 
deleted  from  the  U.  S.  P.  XII.  A radical  departure 
from  previous  revisions  was  the  inclusion  of  many 
drugs  in  tablet  form.  Whereas  the  U.  S.  P.  XI 
listed  only  3 tablets,  the  U.  S.  P.  XII  lists  47. 

An  interesting  feature  is  the  addition  of  prepara- 
tions for  parenteral  use,  listed  under  the  heading 
“Injections/’  These  include  20  preparations,  a 
few  of  which  are  caffeine  and  sodium  benzoate,  dex- 
trose, dextrose  and  sodium  chloride,  digitalis,  epi- 
nephrine hydrochloride,  mercuric  salicylate,  mer- 
curophylline,  mersalyl  and  theophylline,  theophyl- 
line ethylenediamine,  ouabain,  strophanthin,  and 
picrotoxin. 

With  the  inclusion  of  so  many  useful  drugs,  es- 
pecially in  the  convenient  forms  such  as  capsules, 
tablets,  and  injections,  U.  S.  P.  XII  should  supply 
the  needs  of  physicians  for  scientific  and  rational 
prescribing. 

Charles  Solomon 

Doctors  of  the  Mind.  The  Story  of  Psychiatry. 
By  Marie  B.  Ray.  Octavo  of  335  pages.  Boston, 
Little,  Brown  and  Company,  1942.  Cloth,  $3.00. 

A most  entertaining  story,  this  Doctors  of  the 
Mind.  The  author  has  taken  the  trouble  to  lay 
before  the  reader  the  trials  and  tribulations  of  men 
of  science,  their  problems  and  their  manner  of  at- 
tacking them,  their  close  scrutiny  of  their  work  and 
the  drawing  of  their  conclusions.  Here  we  see  the 
birth  of  ideas,  their  replacement  by  others  if  the 
former  are  found  untenable.  All  this  is  told  in  a 
dramatic  manner  which  lends  charm  to  the  book. 
Lay  persons  especially  will  find  the  story  of  psy- 
chiatry most  interesting.  The  author  is  to  be  con- 
gratulated for  a very  able  presentation  of  her  sub- 
ject. 

Joseph  Smith 

The  Heritage  of  Connecticut  Medicine.  Octavo 
of  223  pages.  New  Haven  Connecticut  State  Medi- 
cal Society,  1942.  Cloth,  $3.00. 

This  interesting  volume  is  a compilation  of  im- 
portant medical  developments  over  the  years  as 
conceived  by  a conclave  of  Connecticut  physicians. 
The  prompting  of  this  endeavor  is  a most  worthy 
one  and  should  be  copied  by  other  states,  for  in 
varied  commentaries  of  this  sort  there  can  be  com- 
piled an  unprejudiced  and,  at  the  same  time,  demo- 
cratic evaluation  of  professional  brethren  of  the  long 
ago.  The  editor  deserves  a vote  of  thanks  for  this 
splendid  compilation. 

“Four  years  after  Connecticut  joined  the  United 
States,  in  1788,  the  Connecticut  State  Medical 
Society  held  its  first  meeting.”  With  this  as  a 
pivotal  point  the  details  connected  with  the  de- 
velopment of  the  Yale  Medical  School  are  most 
interestingly  told. 

The  outstanding  figure  of  the  early  years,  and  in 
fact  for  all  time,  has  been  William  Beaumont,  and 
Chapter  Nine,  by  Dr.  Russell  Chittenden,  is  a 
splendid  summary  of  his  activities. 

In  like  manner,  Dr.  Henry  Erving  describes  the 
part  played  by  Dr.  Horace  Wells,  of  Hartford,  in 
the  initial  discovery  of  anesthesia. 

Dr.  Charles  Bartlett  summarizes  in  a splendid 
story  the  events  that  led  up  to  the  discovery  and 
elimination  of  the  diploma  mill. 

One  of  the  most  interesting  sections  is  the  con- 
tribution by  Dr.  Charles  Burlingame  covering  the 
details  of  the  life  history  of  The  Hartford  Neuro- 
Psychiatric  Institute,  known  over  the  years  as  the 
Hartford  Retreat. 

“Connecticut  Surgery,”  by  Dr.  Samuel  Harvey, 
crowds  much  pre-Revolutionary,  Revolutionary, 
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and  recent  history  into  small  space,  terminating 
very  properly  with  a real  tribute  to  two  prominent 
surgeons,  Francis  Bacon  and  William  H.  Carmalt, 
bringing  Dr.  Carmalt’ s contribution  down  to  our 
own  days. 

Connecticut  can  lay  claim  to  a rich  surgical 
heritage  through  the  fact  that  born  beneath  the 
elms  of  Connecticut  were  such  prominent  surgeons 
as  Charles  Peck,  Joseph  Blake,  Nathan  Smith, 
Harvey  Cushing,  William  Halsted,  and  John  A. 
Hartwell. 

Many  other  separate  topics  are  covered,  some 
with  much  of  the  colonial  about  them  and  all 
bearing  the  impress  of  personal  authorship  by 
doctors  proud  of  their  state  and  of  their  own  medi- 
cal forebears. 

This  little  volume  will  be  found  well  worth  perusal 
in  more  than  idle  moments  by  those  seeking  a 
purely  academic  rendering  of  the  facts  concerning 
the  heritage  of  Connecticut  medicine. 

Cassius  H.  Watson 

Synopsis  of  Pathology.  By  W.  A.  D.  Anderson, 
M.D.  Duodecimo  of  661  pages,  illustrated.  St. 
Louis,  C.  V.  Mosby  Company,  1942.  Cloth,  $6.00. 

This  handy  volume  presents  pathology  in  com- 
pact and  condensed  form.  It  is  up  to  date  and  con- 
tains the  main  features  in  pathology  with  which 
every  medical  student  and  clinician  should  be  fami- 
liar. 

The  first  portion  of  the  book  is  devoted  to  general 
pathology,  including  chapters  describing  the  virus 
and  rickettsial  diseases.  There  is  also  a chapter 
dealing  with  vitamin  deficiencies.  The  rest  of  the 
book  describes  the  pathology  in  diseases  of  the  vari- 
ous systems.  The  text  is  very  well  illustrated,  con- 
taining a number  of  colored  plates,  and  lends  itself 
to  easy  reading. 

E.  H.  Nidish 

Textbook  of  Clinical  Parasitology  Including  Lab- 
oratory Identification  and  Technic.  By  David  L. 
Belding,  M.D.  Quarto  of  888  pages,  illustrated. 
New  York,  D.  Appleton-Century  Company,  1942. 
Cloth,  $8.50. 

With  so  many  of  our  physicians  in  the  armed 
forces,  we  think  no  book  could  be  more  welcome  to 
the  medical  profession  than  one  on  parasitology. 

This  work  is  concise,  the  morphologic  descrip- 
tions are  excellent,  and  the  grouping  and  tabulations 
are  very  well  done.  The  technical  methods  in  diag- 
nosis will  be  of  great  assistance  to  many  of  our  col- 
leagues who  are  specializing  in  parasitic  diseases. 

We  can  highly  recommend  this  volume,  with  its 
many  illustrations,  to  all  members  of  the  medical 
profession. 

M.  J.  Fein 

Changes  in  the  Knee  Joint  at  Various  Ages 
With  Particular  Reference  to  the  Nature  and  De- 
velopment of  Degenerative  Joint  Disease.  By 
Granville  A.  Bennett,  M.D.,  Hans  Waine,  M.D., 
and  Walter  Bauer,  M.D.  Quarto  of  97  pages,  with 
31  plates.  New  York,  The  Commonwealth  Fund, 
1942.  Cloth,  $2.50. 

If  a modern  student  of  arthritis  were  to  make  the 
statement  that  in  every  subject  over  the  age  of  15 
some  degenerative  changes  in  the  knee  were  ob- 
servable, he  would  find  no  detailed  pathologic  stud- 
ies to  support  this  observation.  Yet  surgeons  who 
have  had  reason  to  explore  the  knee  joint  in  pa- 
tients in  the  early  decades  of  life  have  often  been  sur- 
prised at  the  actual  amount  of  pathologic  change  in 
the  cartilaginous  surfaces  of  these  joints.  To  these 
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e importance  of  keeping  all  skilled  hands 
in  condition  to  work  at  full  capacity,  particu- 
larly during  our  war  time  emergency,  cannot 
be  over-emphasized.  Every  pair  of  hands 
plays  a major  role  in  the  victory  effort. 

Acidolate*  skin  cleanser  is  offered  to  the 
physician  as  an  aid  in  the  management  of 
those  dermatoses  which  may  be  irritated  by 
soap.  By  a process  of  emulsification,  Acido- 
late destroys  the  adherent  nature  of  cutaneous 
soil,  and  facilitates  its  removal  with  water. 
This  same  property  makes  it  useful  in  re- 
moving residual  ointments,  grease,  or  oils 
from  the  hair  or  skin. 

Acidolate  is  supplied  in  8 ounce  dispenser 
bottles  and  in  gallons.  It  is  available  through 
better  drug  stores  everywhere. 

Literature  and  samples  will  be 
sent  to  physicians  on  request. 
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surgeons  and  students  of  arthritis  the  excellent  cor- 
relation of  x-rays,  photographs,  and  microscopic 
studies  found  in  this  volume  will  prove  a most  wel- 
come approach  to  a concept  of  pathogenesis  regard- 
ing hypertrophic  arthritis  (also  commonly  known  as 
osteoarthritis,  deformative  arthritis,  and  arthritis 
deformans). 

The  authors,  after  completing  an  exhaustive  study 
of  the  available  literature  on  arthritis  and  physio- 
pathology  of  the  knee,  decided  to  make  a detailed 
postmortem  study  of  63  knee  joints  of  subjects 
ranging  in  age  from  one  month  to  90  years.  None 
of  the  patients  from  whom  these  limbs  were  ampu- 
tated or  autopsied  had  presented  any  symptomatol- 
ogy related  to  joint  diseases.  In  this  way  the 
authors  have  made  one  of  the  first  organized  at- 
tempts at  creating  a norm  for  future  studies. 

This  new  approach  in  the  study  of  so  universal  and 
devastating  a disease  as  arthritis  is  especially  en- 
lightening in  that  it  makes  careful  use  of  histologic 
studies  to  prove  that  positive  findings  become  ap- 
parent earlier  in  life  than  many  heretofore  have  as- 
sumed because  of  an  optimistic  reliance  upon  x-ray 
studies  alone.  This  latter  fact  cannot  be  emphasized 
too  strongly. 

We  most  enthusiastically  recommend  that  stu- 
dents of  arthritis  make  a careful  study  of  the  photo- 
graphic histologic  and  roentgenographic  reproduc- 
tions contained  in  this  volume. 

Foster  J.  Datri 

The  Surgery  of  Pancreatic  Tumors.  By  Alexander 
Brunschwig,  M.D.  Quarto  of  421  pages,  illus- 
trated. St.  Louis,  C.  V.  Mosbv  Company,  1942. 
Cloth,  $7.50. 

This  volume  is  probably  the  only  one  of  its  kind 
in  existence  today.  It  represents  a tremendous 
amount  of  work  on  the  part  of  the  author,  who  has 
covered  this  surgically  limited  field  in  an  excep- 
tionally  orderly  and  complete  manner,  including  the 
history,  anatomy,  embryology,  experimental  re- 
search, diagnosis,  prognosis,  and  treatment  of  every 
type  of  tumor  found  in  the  pancreas.  The  excellent 
illustrations,  along  with  the  clear-cut  detailed  de- 
scription of  the  surgical  treatment  of  various  tu- 
mors in  the  pancreas,  should  stimulate  more  surgeons 
to  attack  this  definitely  neglected  pathology. 

This  volume  will  remain,  we  are  sure,  as  an  author- 
itative text,  and  the  author  deserves  every  praise  for 
his  contribution.  Although  this  book  is  of  primary 
interest  to  the  surgeon,  it  should  be  of  equal  interest 
to  the  internist  and  the  research  worker. 

Herbert  T.  Wikle 
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The  Essentials  of  Emergency  Treatment.  Octavo 
of  144  pages.  Hartford,  54  Church  Street,  Connec- 
ticut State  Medical  Journal,  1942.  Cloth,  $2.00. 

This  book  is  a compilation  of  articles  by  19 
physicians  and  surgeons,  most  of  them  from  the 
State  of  Connecticut.  There  are  few  illustrations — 
five  or  six — with  a chapter  on  the  organization  and 
function  of  the  emergency  medical  service  in  Con- 
necticut. 

Each  of  the  various  authors  discusses  in  a brief 
chapter  subjects  in  which  he  has  been  especially 
prepared.  The  volume  is  sponsored  by  the  Con- 
necticut State  Medical  Journal.  Its  purpose  is  to 
prepare  physicians  for  any  emergency  which  may 
arise  as  a result  of  bombing  or  as  a result  of  injuries 
received  on  the  highways  or  in  large  factories  where, 
owing  to  the  complicated  machinery,  accidents  and 
injuries  frequently  occur. 


Merrill  N.  Foote 
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MICHELL  FARM 

for  Mild  Nervous  end  Mental  Cases 

The  MICHELL  SANATORIUM 

for  Mental  and  Nervous  Patients 
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RATIONING’S  DIETARY  EFFECTS 


M.  S.  Rukeyser,  Journal- American  columnist, 
recently  took  a long  look  at  the  least  considered  side 
of  rationing,  and  proceeded  to  tell  his  readers  that — 
“Apparently  for  the  duration  we  are  to  be  nour- 
ished on  statistical  averages.” 

Rukeyser  calls  rationing  an  equalitarian  system 
based  on  a belief  that  what  is  sauce  for  the  goose  is 
sauce  for  the  gander.  While  the  system  has  merit 
for  its  present  use  and  is  doubtless  needed  under 
abnormal  conditions,  he  sees  danger  ahead  if  it  is 
continued  after  victory,  for  it  runs  counter  to  the 
known  principles  of  biology.  “Contrary  to  equal 
rationing  based  on  statistical  averages,  the  caloric 
needs  of  the  individual  vary  according  to  size, 
amount  of  work  done,  age  and  other  factors,”  he 
comments. 

“Yet  for  convenience,  ration  tickets  assume  not 
only  that  all  men  are  created  equal  but  that  their 
needs  for  food  are  precisely  the  same.” 

As  Rukeyser  views  it,  we  Americans  will  adjust 
ourselves  to  the  extension  of  point  rationing  even 
if  we  dissent  from  some  of  the  theoretical  assump- 
tions on  which  bureaucrats  base  their  policies. 
Yet,  he  remarked,  the  “freeze”  on  butter  gave 
satisfaction  to  “some  of  us  oldsters”  who  had 
accumulated  reserves  of  fats,  etc.,  around  the 


waist.  Although  this  kind  of  hoarding  was  done 
in  direct  violation  of  the  best  medical  advice,  such 
biological  corporations  will  now  prove  of  some 
value.  At  least  the  conscientious  patriot  will  have 
an  opportunity  to  cut  down  his  demand  where  and 
when  the  supply  of  butter  fats  and  their  equivalent 
is  limited.  “And  as  such  patriots  draw  on  then- 
excess  reserves  around  the  girth,  the  war  as  an 
indirect  benefit  will  be  aiding  the  slenderizing  which 
had  long  been  neglected.” 

“In  rationing,”  the  writer  observes,  “the  O.P.A. 
will  provide  extra  supplies  for  invalids,  infants  and 
others  who  can  adduce  evidence  from  physicians 
that  they  need  more.  As  an  offset  to  this,  it  would 
seem  in  order  to  cut  down  a little  on  the  rations  of 
the  overstuffed  and  overfed — at  least  until  they 
approached  figures  making  for  optimum 
health  . . . 

“As  for  theorists  who  are  dreaming  of  continuing 
such  machinery  for  ‘economic  planning'  after  the 
war,  it  is  likely  that  after  victory  the  public  will  be 
tired  of  being  bossed  by  bureaucrats  and  will  be 
yearning  nostalgically  for  their  days  of  freedom. 
It  will  be  in  accord  with  human  nature  to  want  to 
reverse  the  policies  of  regimentation  after  the  war 
need  has  passed.” 
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“STANDING  ROOM”  MORE  COSTLY 

The  effects  of  the  standing  position  of  the  human 
body  upon  efficiency  and  resistance  to  fatigue  and 
ailment  was  the  point  of  an  investigation  made  re- 
cently at  the  Teachers  College  of  Columbia  Uni- 
versity. The  findings  of  this  special  research,  con- 
ducted by  Dr.  Harriet  Graham  McCormick,  in- 
structor in  the  Department  of  Health  and  Physical 
Education  at  the  College,  have  been  described  in  a 
treatise,  “The  Metabolic  Cost  of  Maintaining  Stand- 
ing Position,”  published  by  Columbia  University. 

According  to  the  results  of  the  investigation, 
maintenance  of  a standing  posture  involves  the  ex- 
penditure of  an  average  of  18  per  cent  more  of  the 
body’s  energy  than  a sitting  or  lying  down  position. 
Viewed  as  to  the  effect  on  the  productive  power  of 
millions  of  men  and  women  engaged  in  war  produc- 
tion the  information  may  have  a great  significance. 
Slouching,  however,  appeared  a natural  method  of 
reducing  the  expenditure  of  body  energy,  although 
the  investigator  does  not  recommend  that  men  and 
women  should  always  assume  a lax,  slouchy  position. 
A more  practical  position  might  often  be  the  one  in- 
volving the  expenditure  of  considerable  body  energy 
to  maintain. 

To  arrive  at  the  conclusions,  Dr.  McCormick 
measured  the  metabolic  rate  in  a number  of  grown- 
up persons.  When  a large  group  of  women  were 
tested  in  a standing  position,  the  metabolism  in- 
creased from  5.7  per  cent  to  36.8  per  cent  as  com- 
pared with  the  basal  metabolism  of  this  test  group. 
In  working,  however,  the  ideal  position  is  the  one 
that  is  consistent  with  the  least  expense  of  energy 
required  to  perform  a particular  task  most  efficiently. 


To  minimize  the  expenditure  of  energy  where 
workers  may  have  to  stand  at  long  periods,  it  is 
suggested  that  some  kind  of  a leaning-post  or  sup- 
port be  installed  for  employees  in  factories  and 
shops. 

This  would  be  a contribution  to  efficiency. 

* * * 


SELF-PRESERVATION— He  takes  care  of 
everybody.  . .except  himself! 

Here  he  comes.  . .busy  Doctor  Larabee. 

A friend  of  the  whole  community.  Out  of  bed  at 
midnight,  many  a night.  . .brought  half  the  young 
ones  in  Tyler  County  into  the  world.  Knows  every 
ache  and  pain  for  miles  around. 

Doc’s  seen  a lot  of  life  in  his  twenty  years  of 
service.  He’s  seen  folks  born.  . .and  seen  ’em  die. 
He’s  seen  families  left  comfortable — and  others 
without  a penny.  . . 

Yet  for  years  now,  whenever  Doc’s  life  insurance 
man  has  come  around,  Doc’s  brushed  him  aside. 
“Too  busy!”  he  says.  Yes — too  busy  looking  after 
everybody  else’s  family  to  give  much  thought  to  his 
own. . .in  the  future  that  seems  so  far  away. . . 

Guess  Doc  doesn’t  appreciate  that  saying,  “The 
future  belongs  to  those  who  prepare  for  it.”  Funny, 
isn’t  it?  There  seems  to  be  a little  of  Doctor  Lara- 
bee in  all  of  us.  It’s  just  so  easy  for  us  to  say,  “Too 
busy!”  or  “Maybe  tomorrow” . . . when  tomorrow 
may  be  too  late. — The  Prudential 
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post-operative,  special  diets,  and  body  building.  Six  acres  of  land- 
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DR.  JOSEPH  EPSTEIN,  Physician-in-Cliarge 

Dr.  Max  Friedemann  ) Resident  Tel:  KATONAH  775 

Dr.  Joseph  Meiers  J Physicians  YONKERS  3-5786 

N.  Y.  Office:  25  West  54th  St. 

Tues.  Sc  Fri.  by  appointment  Circle  7-2380 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Charge. 


HALCYON  REST 

764  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


War  Taxes  Boost  Collections 

The  new  tax  law  permits  the  deduction  of  amounts  paid  on 
old  bills  from  the  Income  Tax. 

By  telling  debtors  how  to  make  this  deduction,  we  are 
getting  miraculous  results  on  accounts  that  our  clients 
considered  uncollectible.  We  welcome  a chance  to  handle 
your  bills  for  a modest  percentage  of  the  amount  recovered. 
Send  card  or  prescription  blank  for  details. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

Herald  Tribune  Bldg.  New  York,  N.  Y. 

The  leading  reliable  collection  service. 
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Many  outstanding  advertisements  appear  in  our 
newspapers  and  magazines,  and  seldom  is  there  one 
that  does  not  derive  some  benefit  from  its  appearing 
in  print.  However,  it  is  only  on  a rare  occasion 
that  an  ad  catches  the  public  imagination  and 
sweeps  the  country  from  coast  to  coast. 

Such  an  ad  did  appear  recently,  sponsored  by  the 
New  Haven  Railroad.  It  was  entitled  “The  Kid  I 
in  Upper  Four.” 

It  dramatized  a young  soldier  in  a Pullman 
upper — what  he  was  thinking  about  and  what  he  ! 
was  setting  out  to  accomplish  and  why  it  was  ! 
deemed  an  honor  to  subordinate  everything  else  to 
the  job  of  transporting  him  comfortably  and 
efficiently. 

The  first  day  the  ad  ran  in  the  papers,  phones 
started  to  ring  all  over  the  New  Haven  system. 
Folks  wanted  to  congratulate  the  New  Haven  on  j 
the  ad,  wanted  copies  to  send  to  their  friends. 
Mothers,  dads,  wives  and  sweethearts  of  service 
men  wanted  it  to  send  on  to  their  boys  in  service,  j 
The  U.  S.  Wholesale  Grocers’  Association  asked 
for  3,000  copies  for  their  food  distributors.  A mid- 
western  utility  wanted  copies  to  send  to  all  their 
state  legislators.  The  Treasury  Department  wanted 
it  to  help  sell  War  Bonds. 

Eddie  Cantor  and  Ben  Bernie  phoned  for  per- 
mission to  read  the  ad  on  their  broadcasts.  Kate 
Smith  recommended  “The  Kid”  to  her  millions  of 
radio  listeners.  Travel  Agents  wrote  to  say  the 
ad  made  it  easier  to  sell  “best  available”  Pullman 
space. 

Just  “The  Kid  in  Upper  Four,”  but  it  could 
have  been  anyone’s  boy — or  husband — or  dad. 
Reprints  suitable  for  framing  are  available  for  the  ! 
asking.  Just  write  to  the  Public  Relations  Depart- 
ment, New  Haven  Railroad,  South  Station,  Boston. 


ANNUAL  MEETING 

o!  the 

Medical  Society  of  the 
State  ol  New  York 

Members  of  the  House  of  Delegates 
will  do  well  to  make  reservations  at 
the  Hotel  Statler  in  Buffalo  now  for 
May  3 and  4,  1943.  This  applies  also 
to  those  planning  to  attend  the 
scientific  sessions  beginning  on  Tues- 
day May  4 and  extending  through 
Thursday  May  6,  1943.  Address  the 
Manager  of  the  Hotel  Statler,  Buffalo. 

Peter  Irving,  M.D. 

Secretary 


CLASSI  FI  E D 
OPPORTUNITIES 


Classified  Rates 


Rates  per  line  per  insertion: 

One  time $1.10 

3 Consecutive  times 1.00 

6 Consecutive  times .80 

12  Consecutive  times .75 

24  Consecutive  times .70 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of 
First  and  by  the  5th  for  issue  of  Fifteenth. 


Classified  Ads  are  payable  in  advance.  To 
avoid  delay  in  publishing  remit  with  order 


FOR  SALE 


22  Bed,  3-story  Sanitarium — built  in  1912.  Highly  rated. 
Completely  equipped;  electric  elevator;  price  $35,000. 
Take  mortgage.  For  further  information  write  Mrs.  Geo. 
W.  Gregg,  Health-Home,  Canandaigua,  N.  Y. 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


SCHOOLS 


[-CAPABLE  ASSISTANTS  — | 

Call  our  free  placement  service.  Paine  Hall  graduates 
have  character,  intelligence,  personality  and  thorough 
training  for  office  or  laboratory  work.  Let  us  help  you 
find  exactly  the  right  assistant.  Address: 

101  W.  31st  St.,  New  York 

BRyant  9-2831 
Licensed  N.  F.  State 


PRESCRIBE  or  DISPENSE  ZEMMER 
PHARMACEUTICALS 
Tablets,  Lozenges,  Ampoules, 
Capsules,  Ointments,  etc. 
Guaranteed  reliable  potency. 
Our  products  are  laboratory  con- 
trolled. Write  for  catalogue. 
Chemists  to  the  Medical  Profession  NY  5-1-43 


will  make  those  with  gazelle  eyes  unfruitful.”  -kalyanamalla* 


• The  great  poets  of  India  in  the  measured  cadences  of  Sanskrit  suggested  certain  methods,  some  of  a mystic 
nature,  for  the  control  of  fertility.  But  neither  poetry  nor  mysticism  have  paved  the  way  to  medical  progress  in  India. 


• The  Physician  s Responsibility . . . It  is  the  province  of  medicine,  the  prerogative  of  the  physician, 
to  make  decisions  in  all  matters  relating  to  fertility  and  sterility.  The  physician's 
responsibility  encompasses  all  those  who  need  and  seek  advice. 

The  physician  is  the  only  person  qualified  to  give  it. 

Clinical  and  laboratory  research  has  established  the 
efficacy  of  Ortho-Gynol  as  prescribed  by  physicians  for  the 

Control  of  conception.  *Himes— Medical  History  of  Contraception 


COPYRIGHT  1943.  ORTHO  PRODUCTS.  INC  LINDEN.  NEW  JERSEY 
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FRIED  & KOHLER,  Inc. 

jT  “ True  to  Life ” 1] 

Artificial  Human  Eyes 


Especially  Made  to  Order  by  Skilled  Artisans 


Comfort,  pleasing  cosmetic  appearance  and  motion  guaran- 
teed. Eyes  also  fitted  from  stock  by  experts.  Selections 
sent  on  memorandum.  Referred  cases  carefully  attended. 


FRIED  & KOHLER,  Inc. 


Specialists  in  Artificial  Human  Eyes  Exclusively 


665  Fifth  Avenue 

(near  53rd  Street) 


New  York,  N.  Y. 

Tel.  Eldorado  5-1970 


“ Forty-three  years  devoted  to  pleasing  particular  people 99 


Offset  war-time  rationing  with 
this  enriched  infant 
Cereal  Food . . . 


Provides  nutrient  elements  plus  Thiamine,  Riboflavin, 
Niacinamide  and  Iron. 

The  cereal  grains — wheat,  oats,  corn — from  which 
infant  foods  are  commonly  prepared,  supply  the  B 
complex  vitamins  which  are  now  recognized  as  essen- 
tial in  the  diet,  hut  such  cereals  are  bulky.  Infants 
cannot  take  suHicicnt  to  obtain  the  full  amount  of  B 
vitamins  needed  daily.  To  fill  this  need,  cere  vim  was 
enriched  by  the  addition  of  extra  thiamine,  riboflavin, 
calcium  pantothenate*,  niacinamide  and  iron.  A single 
one-ounce  feeding  supplies  the  full  recommended  daily 
allowances  of  thiamine,  riboflavin,  niacinamide  and 
iron  for  infants  and  children  up  to  3 years  of  age.1 

cerevim's  low  fiber  content  and  smooth  texture  are 
»<!«•«*  . . . ... 
often  important  adv  antages  m cases  of  spastic  consti- 
pation in  infants  and  children. 

Food  and  Nutrition  Board,  National 


intended  Dietary  Allow; 
eh  Council  (May)  1941, 


FORMULA 


PACKAGES:  ’ j lb.  *sd  1 IK 


Protein  (N  x-6.25) 19.4% 

Carbohydrates  (by  difference) 65.2 

Fat  (ether  extract) 2.4 

Ash  (minerals) 5.0 

Including: 

Calcium  (Ca) 220  mg.  per  ox. 

Phosphorus  (P) 145  mg.  per  ox. 

Iron  (Fe) 7.5  mg.  per  ox. 

’Copper  (Cu) 0.3  mg.  per  ox. 

Moisture 6.0- 

Crude  Fiber 2.0 

Caloric  value — 108  colories  per  ounce. 

6 heaping  tablespoonfuls  { l/?  cupful)  equals  1 ounce. 

’The  needs  tor  copper  ond  calcium  pantothenate  in  human , 
nutrition  hove  not  been  established. 


feeder  Iff 


LEDERLE  LABORATORIES,  Imc.,  NEW  YORK,  N.Y.-A  UNIT  OF  AMERICAN  CYANAMID  COMPANY 

" . . 
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With  men  in  the  Army,  Navy,  Marine  Corps 
and  Coast  Guard,  the  favorite  cigarette 
is  Camel. 


( Based  on  actual  sales  records 
and  Canteens ) 


in  Post  Exchanges 
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EFFECTIVELY, 

GRADUALLY, 

SUSTAINEDLY 

STRESS  ON  HEART  EASED  WITH 


EDDHDD'QM 


DIURBITAL*  exerts  vasodilating,  relaxing  effects  on  the  blood 
vessels  in  hypertension.  It  eases  the  fluid  burden  on  the  heart  and 
helps  check  possible  cerebral  or  peripheral  edema  by  active  diuresis  . . . 
and  serves  to  dilate  coronary  arteries  for  myocardial  stimulation.  Relief  from 
headache,  vertigo,  fear,  irritability,  insomnia,  etc.  occurs  as  blood  pressure 
gradually  descends.  Enteric  coating  of  DIURBITAL  avoids  gastric  insult. 
DIURBITAL  TABLETS  CONTAIN  EACH : Theobromine  Sodium  Salicylate  3 grs.;  Phe- 
nobarbital  \ gr.;  Calcium  Lactate  grs.  Bottles  of  25  and  100  tablets  at  your  pharmacy. 


Write  "DIURBITAL" 
on  Rx  blank  for  samples 
and  literature. 


Specialties  for  Diseases  of  the  Heart  and  Blood  Vessels 

^rrant  Chemical  Go INC. 

• S MADISON  AVENUE,  NEW  Y O B K , N.  Y. 


* Trademark  Res-  Cl.  S.  Pat.  OH. 
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Help  wanted  for  Women  at  Work... 


/VIP  Anatomical  Support  as 
,/d  in  the  treatment  of  fatig 
body  mechanics . 

rVAAP  ORTHOPEDIC 

" > hernial  • P 

X OBESITY  • 


Today,  more 
and  more  women 
man  factories, 
mills,  offices  . . . 
many  of  them 
unaccustomed 
to  the  strain  of 
industrial  jobs. 
Result:  fatigue, 
too  frequent  “rests”,  slowed  pro- 
duction, “absenteeism”  . . . much  of 
it  traceable  to  poor  body  mechanics. 

In  the  relief  of  certain  types  of 
workers’  fatigue,  Camp  Supports 
play  an  increasingly  important  role. 
For  these  supports  are  designed 
along  anatomical  lines;  they 
lessen  back  strain  and  protect 
against  sprain. 

It  is  a matter  of  medical  record 
that  these  supports  have — for  30 
years — successfully  aided  men  and 
women  to  achieve  better  posture 
. . . hence  to  feel  more  fit  ...  do 
more  work  with  less  fatigue. 

S.  H.  CAMP  & CO.,  Jackson,  Mich. 

World's  largest  manufacturers  of  scientific  sup- 
ports. Offices  in  New  York,  Chicago,  Windsor, 
Ont.,  London,  Eng. 
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THERAPEUTIC  EFFECTIVENESS 
PLUS  PAL  AT  ABILITY 

The  therapeutic  effectiveness  of  ALUMINOID, 
chemically  non-reactive  colloidal  alumina  has 
been  demonstrated  by  ample  clinical  use. 


Administered  in  capsule  form,  it  provides  the 
patient  with  convenient  acceptable  medication,  and 
overcomes  the  objection  to  taste  frequently  exhib- 
ited against  other  forms  of  aluminum  hydroxide. 

Samples  and  literature  to  physicians  on  request. 


r\ 

ALUMINOID 

/ L\  \ 

COLLOIDAL  ALUMINA 

TRADE  „•!,., .1  MARK 

CHATHAM  PHARMACEUTICALS  INC.  • NEWARK,  N.  J. 
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Packed  by 

THE  SUN-RAYED  CO. 
Frankfort,  Indiana 

• • • 

New  York  Agent 
SEGGERMAN  NIXON  CORP. 

Ill  8th  Ave. 


• Difficult  to  realize  how  far  we  have  progressed 
in  nutrition  since  World  War  I!  For  instance,  to- 
mato juice!  Doctors  knew  about  its  anti-scorbutic 
value  and  widely  recommended  the  juice  of  canned 
tomatoes  for  infant  feeding.  But  tomato  juice  as  we 
know  it  today  was  not  commercially  available  until 
ten  years  after  World  War  I,  when  Kemp  brothers 
introduced  their  now  famous  Kemp’s  Sun-Rayed. 
. . .Tomato  juice  is  being  enjoyed  by  our  “boys”  every- 
where, and  we  at  home  are  glad  to  share  with  them 
the  whole-tomato  goodness  of  Kemp’s  Sun-Rayed. 
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KOAGAMIN  promotes  control  in  capillary  and  venous 
bleeding.  Administered  parenterally,  it  provides  a safe, 
inexpensive,  and  almost  instantly  effective  hemostatic. 

Supplied  in  lOcc.  Diaphragm-Stoppered  Vials. 


KOAGAMIN 

S Y N T H tsviT  I C 

COAG U LA  NT 

TRADE  CW,  J 

CHATHAM  PHARMACEUTICALS,  INC., 
NEWARK,  N.  J. 

Trade  Mark  Reg.  U.  S.  Pat.jOH.,  C.P.,  Inc. 
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Nervous  excitation 

rarely  follows  even  long-repeated  applications  of 
this  fast,  sustained-action  vasoconstrictor 


Neo-Synephrine 

Hydrochloride 


( lae<vo — alpha — hydroxy — beta — methyl — amino — 3 hydroxy  ethylbenzene  hydrochloride ) 


Frederick 


Stearns 


& C ompany 


A vai table  in  a M % or  1%  solution 
in  1-ox.  bottles  for  dropper  or 
spray ; and  as  a Yf7o  jelly  in 
collapsible  tube  with  applicator. 


Since  1855 ESSENTIALS  OF  THE  PHYSICIAN’S  ARMAMENTARIUM 
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The  Popularity  of 

THESODATE  ( Brewer ) 

(the  original  enteric-coated  tablet  of  Theobromine  Sodium  Acetate)* 

is  due  to  three  factors : 

1.  IT  IS  CLINICALLY  PROVED. 

2.  IT  IS  EFFECTIVELY  ENTERIC  COATED. 

3.  IT  IS  DECIDEDLY  LESS  EXPENSIVE. 

Indicated  in  treatment  of  coronary  artery  disease,  edema  and  hypertension. 

Dosage:  One  734-grain  tablet  four  times  a day,  before  meals  and  upon  retiring. 

Available  on  prescription  in  734-grain  tablets,  with  or  without  Phenobarbetal 
(34  grain)*  or  3^-grain  tablets  with  or  without  Phenobarbital  (34  grain), 
and  Theobromine  Sodium  Acetate  5 grs.  with  Potassium  Iodide  2 grs.  and 
Phenobarbital  34  gr.,  100  per  bottle. 

*Capsules  are  now  available  for  those  few  patients  who  need  extra  medication. 

Literature  on  request 

BREWER  & COMPANY,  Inc.  Worcester,  Mass. 

" Pharmaceutical  Chemists  Since  1852 
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An 

Important 


Contribution 


BILE  ACID  THERAPY 


TRIKETOL  is  a distinct  laboratory  achievement  representing  years  of  original  research 
in  bile  derivative  chemistry.  This  research  culminated  in  the  production,  by  proper 
oxidation,  of  crystalline-pure,  therapeutic  bile  acids,  free  from  toxic,  irritating  contami- 
nants inherent  in  crude  bile.  New  formulations  plus  new  equipment,  of  original  design, 
contribute  greatly  to  the  exclusive  ENDO  method  of  producing  TRIKETOL. 

Exhibiting  the  two  essential  bile  acids — dehydrocholic 
and  dehydrodesoxycholic — at  maximum  therapeutic  effi- 
ciency, TRIKETOL  is  indicated  wherever  an  active 
hydrocholeretic  and  cholegenic  is  appropriate,  as  in 
chronic  cholecystitis,  biliary  stasis  and  other  hepato- 
biliary disorders. 

Moreover,  its  ability  to  increase  production  of  bile 
(and  in  subsequent  secretion  as  thin,  limpid  bile)  is  prov- 
ing highly  effective  in  the  management  of  constipation 
due  to  biliary  stasis. 


TRIKETOL 


Trade  Mark 


Available  in  bottles  of  40  and 
100  tablets,  3 z/i  grains  each, 
at  prescription  pharmacies. 


ENDO  PRODUCTS.  INC.,  RICHMOND  HILL.  NEW  YORK 
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Powerful,  Quick  Acting  Central  Stimulant 

ORALLY  - for  respiratory  and  circulatory  support 
BY  INJECTION  - in  the  emergency 

AMPULES  - I and  3 cc.  (each  cc.  contains  IP2  grains.) 
TABLETS  - 1V2  grains. 

ORAL  SOLUTION  - (lP2  grains  per  cc.) 


Metrazoi,  brand  of  pentamethylentetrazol,  Trade  Mark  regr.  U.  S.  Pat.  Off. 

BILHUBER-KNOLL  CORP.  O RANG  E,  N EW  JERSEY 
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MULTIPLE  THERAPY  FOR 


M U LT  IPLE  DEFICIENCY  S A logical  method  of  supporting 

the  diet  during  periods  of  increased  need  or  restricted  vitamin  intake  is  the  use  of— 


^ One  Neo  Multi-Vi  Capsule  provides  every  major  vitamin,  including  all  those 
clinically  established,  in  amounts  substantially  greater  than  adult  Basic  Daily  Re- 
quirements*— yet  does  not  burden  the  patient  with  the  cost  of  supplemental  vitamins 
in  amounts  beyond  his  needs  and  perhaps  even  beyond  his  power  to  assimilate. 

® Supplied  in  bottles  of  25,  100,  500  and  5000  capsules. 

® Reinforcement  with  these  clinically  important  vitamin  factors  is  most  frequently 
indicated  in — 


Surgery  Debilitating  diseases 

Pregnancy  and  lactation  Restricted  diets 

Convalescence  Hypermetabolic  states 

Ethically  promoted — not  advertised  to  the  laity.  White  Laboratories,  Inc.,  Newark,  N.  J. 
*Proniulgated  in  regulations  of  Food  and  Drug  Administration,  1941 
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The  chemical  compositions  and  caloric 
values  of  these  two  types  of  karo  are 
practically  identical. 

Therefore  the  slight  difference  in 
flavor  (hardly  noticeable  in  the  milk 
mixture)  in  no  way  affects  the  value  of 
karo  as  a milk  modifier. 

Either  type  may  be  prescribed  for 
prematures,  newborns  and  infants. 


How  much  KARO  for  Infant  Formulas? 

The  amount  of  KARO  prescribed  is  6 to  8%  of 
the  total  quantity  of  milk  used  in  the  formula — 
one  ounce  of  KARO  in  the  newborn’s  formula  is 
gradually  increased  to  two  ounces  at  six  months. 

CORN  PRODUCTS  REFINING  CO. 

17  Battery  Place  . New  York,  N.  Y. 


PLAIN,  UNFLAVORED 

KNOX  GELATINE 

Recommended  by  Physicians 
for  special  dietaries  in  treatment  of: 


...  Peptic  Ulcer  ...Reducing 
...Diabetes  ...Convalescence 

...Colitis  ...Infant  Feeding 

...Debility 

caused  by  lack  of  adequate  protein 

NOTEk  Knox  Gelatine  should  not  be  confused 
with  ready-flavored  gelatine  dessert  powders. 
They  are  only  about  Vs  protein,  mostly  acid- 
flavored.  Knox  is  all  gelatine,  no  sugar. ..a  pure 
wholesome  protein.  Contains  7 of  the  10  essen- 
tial protein  parts. 


*54 SaSG; 

i KNOX 

1 
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If  you  would  like  information,  reprints 
or  suggested  recipes  for  any  of  the 
above,  simply  check  the  subjects,  clip 
this  ad  to  a prescription  blank  and 
mail  to  Knox  Gelatine,  Dept.  474, 
Johnstown,  N.  Y. 


TO  BURN  UP  FAT 

Prescribe  Lipolysin  in  obesity  to  stimulate 
oxidation  process  that  "burn  up"  fatty  tissue. 
A dependable  endocrine  product;  free  from 
dinitrophenol.  Tablets— bots  100;  Capsules 
• — bots  50,  120;  Ampuls  — boxes  12.  Send 
for  literature,  Dept.  N,  Cavendish  Pharmaceu- 
tical Corp.,  25  West  Broadway,  New  York. 

LIPOLYSIN 

MALE  FEMALE 


Time  to  Collect 

IT  IS  NEWS  when  a collection  firm  gets  fan 
mail.  A doctor  writes,  "You  are  wizards." 
A hospital  superintendent  says,  "Your 
skillful  methods  biing  checks  in  every  mail." 
The  truth  of  the  matter  is  that  patients  who  were 
unable  to  pay  medical  fees  a few  years  ago 
are  now  receiving  fat  pay  checks.  These 
days  there  is  no  such  thing  as  a hopeless 
account.  We  are  willing  to  try  to  collect  any 
of  your  bills  at  a moderate  percentage  of  the 
amount  recouped. 

Now  is  the  time  to  write  for  details. 

CRANE  DISCOUNT  CORPORATION 

230  W.  41st  St.  New  York,  N.  Y. 
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In  essential  hypertension  Maxitate  offers 
your  patient  three  important  advantages: 


1 5 to  6 hours  of  vasodilation; 
(Forestalls  attacks  of  angina  pectoris; 
(Absence  of  commonly  encountered 
nitrite  toxic  effects. 


• Since  the  vasodilation  following  Maxi- 
tate is  gradual,  shock  is  avoided.  The 
vascular  relaxation  may  be  extended  in- 
definitely, by  regulation  of  dosage.  For 
excitable  patients,  Maxitate  in  combina- 
tion with  Phenobarbital  helps  calm 
nervous  tension,  encouraging  maximum 
and  prompt  benefit  to  the  patient. 

Distinguishable  by  Color  for  Convenience 
of  Physician: 

Maxitate,  in  Vi  and  V2  gr.  tablets  (white) 

Maxitate,  V2  gr.,  with  Phenobarbital,  Vi  gr.  (blue) 
Maxitate,  l/2  gr.,  with  Phenobarbital,  1/2  «r.  (pink) 
Maxitate,  V2  gr.,  with  Nitroglycerin,  1/100  gr. 

(violet) 

Write  for  Folder  No.  8 


STRASENBURGH 


PHARMACEUTICAL  CHEMISTS  SINCE  1886 


ROCHESTER.  NEW  YORK 
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WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNIA  may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us — we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request. 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y. ROCHESTER,  N.  Y. PITTSBURGH,  PA. 
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Calcium  Action  P A 

LCIBRONAT 

DC/-  U H 

Bromine  oedation 

l u i u it  u ii  n i 

Ampuls  10  cc. : Boxes — 5,20  and  100 

High  ratio  Ca:  Br — 1 : 2 

Effervescent  tablets:  Tins — 10  and  50 

Less  danger  of  bromism. 

Granules  (non-effervescent):  Tins — 100  and  500  Gm. 

Palatable.  Well  tolerated. 

SANDOZ  CHEMICAL  WORKS,  INC. 

NEW  YORK— SAN  FRANCISCO 
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Fully  effective — Most  vitamin  B deficiencies  are  multiple  and  require  the  com- 
plete B-Complex  for  really  effective  results.  Elixir  Bepadin  “works”  because  it 
contains  all  the  natural  B-Complex  factors  found  in  liver  concentrate,  yeast  con- 
centrate and  rice  bran  extract  together  with  added  synthetic  vitamins. 

Extremely  palatable — The  exceptionally  pleasant  flavor  of  the  sherry  wine 
overcomes  objections  to  taste  which  often  are  associated  with  preparations  con- 
taining yeast  or  liver. 

Elixir  Bepadin  costs  less  than  other  high  quality  preparations.  Patients  ap- 
preciate the  saving  when  they  continue  using  Elixir  Bepadin  for  any  length  of  time. 


Other  I.  V.  C.  Preparations 

I.V.C.  also  offers  a complete  line  of  ethical,  professionally 
accepted  vitamin  products  for  preventive  therapy  and  vitamin 
specifics  for  pathologic  vitamin  deficiencies.  Many  I.V.C. 
vitamin  preparations  are  accepted  by  the  Council  on  Pharmacy 
and  Chemistry  of  the  American  Medical  Association. 

♦Reg.  U.  S.  Pat.  Off. 


INTERNATIONAL  VITAMIN  CORPORATION 

50  EAST  42nd  STREET  • NEW  YORK  CITY 
CHICAGO  • LOS  ANGELES 
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SIMILAR  TO  BREAST  MILK 


A powdered,  modified  milk  product  especially  prepared 
for  infant  feeding,  made  from  tuberculin  tested  cow’s 
milk  (casein  modified)  from  which  part  of  the  butterfat 
is  removed  and  to  which  has  been  added  lactose,  olive 
oil,  coconut  oil,  corn  oil,  and  cod  liver  oil  concentrate. 


Similac  provides  breast  milk  proportions  of  fat,  pro- 
tein, carbohydrate  and  minerals,  in  forms  that  are 
physically  and  metabolically  suited  to  the  infant’s 
requirements.  Similac  dependably  nourishes  — from 
birth  until  weaning. 

One  level  tablespoon  of  Similac  powder  added  to  two 
ounces  of  water  makes  two  fluid  ounces  of  Similac. 
This  is  the  normal  mixture  and  the  caloric  value  is 
approximately  20  calories  per  fluid  ounce. 


M & R DIETETIC  LABORATORIES,  INC 
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TN  prescribing  a vaginal  diaphragm  or  a vaginal 
J-  jelly,  the  physician  is  dependent  on  the  integ- 
rity and  skill  of  the  manufacturer.  Both  physician 
and  patient  are  afforded  protection  when  products 
bearing  the  Ramses  trade  mark  are  specified. 


Ramses  Gynecological  Products  are  offered  for  use 
under  the  guidance  of  the  physician  only.  Their 
sale  is  restricted  to  retail  drug  stores. 


The  Ramses  Physicians'  Prescription  Packet  No. 
501  contains  a large  size  tube  of  Ramses  Vaginal 

Jelly,  a Ramses  Cush- 
ioned Rim  Diaphragm  of 
the  prescribed  size,  and 
a corresponding  size  of 
Ramses  Introducer. 


Copyright  1943,  Julius  Schmid,  Inc. 


_ 
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IN  CONVALESCENCE,  the  intestine  plays  an  im- 
portant role  as  an  absorption  center  for  nutri- 
ment, but  it  is  characteristically  subject  to 
upsets.  For  these  reasons,  the  intrinsic  advan- 
tages of  colloidal  iron  over  ionizable  iron  in 
hematinic  therapy  are  especially  significant.  Iron 
salts  (sulphates,  citrates,  etc.)  are  ionized  by  the 
gastric  juice.  In  the  alkaline  medium  of  the  in- 
testine they  form  precipitates  which  are  not 
readily  absorbed  and  are  dehydrating  and  con- 
stipating. OVOFERRIN,  on  the  other  hand,  is 
colloidal  iron-protein.  It  is  not  in  ionic  form,  and 
is  not  broken  up  by  the  digestive  juices.  It 


remains  assimilable  since  nutritive  material  in 
colloidal  form  is  readily  absorbed  from  the  in- 
testine. As  it  is  fully  hydrated,  it  cannot  cause 
dehydration  and  constipation.  It  contains  no 
acid  radicle  to  irritate.  Such  is  the  biochemical 
basis  for  OVOFERRIN’S  world-wide  reputation  as 
"the  rapid  blood-builder.” 

In  addition,  OVOFERRIN  is  odorless  and 
tasteless,  contains  no  sugar,  does  not  irritate  the 
stomach,  and  does  not  stain  or  dissolve  tooth 
enamel.  Prescribed  in  11 -oz.  bottles— one  table- 
spoonful in  a wine  glass  of  milk  or  water  at  meals 
and  bedtime. 


OVOFERRIN 

■ ■ ••  — ^ 

COLLOIDAL  IRON-PROTEIN  BLOOD-BUILDER 

In  Secondary  Anemia,  Convalescence,  Pregnancy, 

"The  Pale  Child,"  and  Run  Down  States 

A.  C.  BARNES  COMPANY*,  NEW  BRUNSWICK,  N.  J. 

i 
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Plasma  Donation 


When  the  "languid  blood”  of  the  over-zealous  donor  needs  to  be 
restored,  an  intravenous  injection  or  two  may  be  the  quickest,  surest 
means  of  aiding  the  hematopoietic  system. 

For  24  years  Ferro- Arsen  has  been  satisfying  physicians;  not 
those  who  haven't  used  it,  but  those  who  have — and  there  are  thou- 
sands of  them. 

Ten  cc  ampuls  of  Ferro-Arsen  are  prepared  from  Ferric  Chloride 
0.15  Gm.  and  Sodium  Cacodylate  0.32  Gm.  Five  cc  ampuls  contain- 
ing half  these  amounts  are  also  available.  Thus  10  cc  contain  as 
much  iron  and  as  much  arsenic  as  in  4 ordinary  iron  cacodylate 
ampuls.  Yet  Ferro-Arsen  is  not  irritating  and  its  use  has  been 
singularly  free  from  toxicity. 


Georqe  A.  Bl*©OIl  e.  Company 

Kansas  City,  Mo. 


lid 
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Experience  adds  the  master  touch  in 

THE  PREPARATION  OF  FINE  MEDICINAL  AGENTS.  ONLY  WITH 
EXPERIENCE  CAN  MANUFACTURING  PROCEDURES  BE  SO 
PERFECTED  THAT  THE  ULTIMATE  IN  DRUG  AND  BIOLOGICAL 
PURITY  IS  APPROACHED.  THE  EXCELLENCE  OF  LILLY 
PRODUCTS  IS  A RESULT  OF  LONG  YEARS  OF  WELL-DIRECTED 
EFFORT  AND  A DESIRE  TO  MARKET  NOTHING  BUT  THE  BEST. 

ELI  LILLY  AND  COMPANY,  INDIANAPOLIS,  INDIANA,  U.  S.A. 
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Editorial 

Group  Malpractice  Insurance 


This  year  marks  the  twenty-second  anni- 
versary of  the  Group  Malpractice  Insurance 
Plan  of  the  Medical  Society  of  the  State  of 
New  York.  Since  1921,  when  the  plan  was 
adopted,  over  3,500  suits  and  claims  have 
been  closed  by  the  companies  operating 
under  it,  with  the  assistance  of  the  legal 
counsel  of  the  Society,  and  all  liabilities 
have  been  fully  discharged. 

It  may  be  said  that  progress  is  being  made 
toward  bringing  about  an  improved  experi- 
ence which  may  ultimately  lead  to  the 
benefit  of  lower  rates  for  this  kind  of  pro- 
tection. Mr.  Louis  H.  Pink,  speaking  before 
the  Medical  Society  of  the  County  of  Kings, 
recently  said  in  part:  “Nothing  can  substi- 
tute for  experience;  sound  insurance  under- 
writing is  based  upon  a sufficient  accumula- 


tion of  experience  and  accurate  interpreta- 
tion of  its  lessons;  the  price  of  experience  is 
time,  and  it  can  never  be  had  at  cut  rates.” 
As  recent  Superintendent  of  Insurance  of 
the  State  of  New  York,  Mr.  Pink  should 
know. 

Experience  is  being  slowly  accumulated 
under  the  Group  Plan  of  the  Society,  and 
those  interested  in  the  historical  develop- 
ment of  the  plan  under  the  auspices  of  the 
Society  will  find  in  this  issue*  such  a resume, 
together  with  a discussion  of  the  principles 
and  practice  under  which  it  is  operated. 
We  hope  our  membership  will  better 
acquaint  itself  with  this  important  protec- 
tive function  of  the  Society,  now  in  its 
twenty-second  year  of  successful  operation. 

* See  page  925. 


Medical  Student  Training 


A program  of  premedical  and  medical 
education  for  thousands  of  soldiers  and 
sailors  conducted  by  the  Army  and  Navy  is 
expected  to  be  in  full  operation  by  June, 
1943.  The  Army  plans  to  train  about 
14,000  young  men  and  the  Navy  about 
4,750. 

To  maintain  a continuous  production  of 
4,100  medical  officers  every  nine  months, 
fifteen  months  are  scheduled  for  premedical 
training,  followed  by  the  compressed  three- 
year  medical  course  now  in  operation,  with 
a following  year  of  internship.  Sixty-three 
months  from  larva  to  leech.  The  students 


will  be  uniformed,  will  be  under  military 
discipline,  and  will  receive  pay,  allowances, 
and  equipment  from  the  government.  Cer- 
tainly this  is  an  interesting  experiment  in 
medical  education  to  be  closely  watched  for 
what  lessons  it  may  teach. 

Says  Medical  Economics: 

“ A picture  of  what  Army-style  premedical 
education  may  be  like  was  painted  in  a recent 
address  by  Brigadier  General  Joe  N.  Dalton: 

“ ‘Soldiers  will  be  under  the  direction  of  a 
commandant  who  will  be  responsible  for  dis- 
cipline and  control.  Housing,  feeding,  instruction , 
and  other  services  will  be  provided  by  contract, 
between  the  institution  and  the  Army.  . . . 
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“ 'Soldiers  will  rise  at  6:30  a.m.  and  from  then 
until  taps  at  10:30  p.m.  that  night  their  day  will 
be  as  rigorous  as  it  was  during  the  basic  training 
period.  A typical  week  will  include  twenty-four 
hours  of  academic  classroom  work,  including 
laboratory  periods,  and  twenty-four  hours  of 
supervised  study  time.  In  addition,  there  will 
be  six  hours  a week  of  supervised  physical  condi- 
tioning and  about  five  hours  a week  of  military 

instruction There  will  be  sufficient  free  time 

each  day  for  personal  affairs,  and  the  men  will 
be  off  duty  from  late  afternoon  on  Saturday  until 
the  Sunday  evening  meal.’  ” * 

It  should  not  be  forgotten  that  this 
program  is  designed  primarily  to  provide 
doctors  for  the  armed  forces.  Of  the  total 
capacity  of  the  approved  medical  schools 
in  the  United  States,  about  18,750  of  the 
possible  23,000  students  will  be  service  men. 
The  balance  will  be  civilian  students,  roughly 
about  20  per  cent.  Intern  training  will  be 
largely  conducted,  we  understand,  in  civilian 
hospitals. 

A program  of  such  proportions  will  merit 
close  study  by  the  profession,  especially 

* Medical  Economics,  April,  1943. 


with  respect  to  the  choice  of  student  ma- 
terial selected  from  the  induction  and  train- 
ing centers.  This  choice  and  the  criteria 
exercised  should  be  of  vital  interest  and 
importance  to  the  profession  and  we  hope 
that  the  men  best  qualified  in  medical  educa- 
tion will  be  freely  consulted,  as  we  feel  they 
will  be,  on  these  matters.  The  shortened 
premedical  course  naturally  cuts  down  the 
time  in  which  observation  of  the  character 
and  capabilities  of  the  students  can  be 
scrutinized,  but  if  sufficiently  expert  opinion 
can  be  brought  to  bear  during  this  time  in 
the  final  selection  of  those  who  will  be  per- 
mitted to  continue,  the  experiment  should 
get  off  to  a good  start.  Once  this  procedure 
is  placed  upon  a sound  and  reasonable 
basis,  we  believe  that  further  difficulties 
will  be  overcome  without  too  much  waste 
and  that  educational  standards  can  be 
maintained.  Certainly,  it  is  to  the  advantage 
of  all  that  this  be  done.  Nobody  wants 
poorly  selected  students  or  poorly  trained 
physicians. 


Plasma  Therapy  and  Whole  Blood  Transfusion 


Few  subjects  have  aroused  more  interest 
in  these  war  years  than  plasma  therapy. 
Its  applicability  to  civilian  disaster  as  well 
as  to  war  medicine  and  surgery  has  made  it 
a prime  choice  for  a program  of  postgraduate 
teaching. 

Plans  have  been  completed  recently  to 
present  to  the  medical  profession  of  New 
York  State  the  very  latest  information  con- 
cerning blood  plasma  therapy  and  whole 
blood  transfusion.  This  program  is  spon- 
sored by  the  Medical  Society  of  the  State 
of  New  York,  the  Office  of  Civilian  Defense, 
the  Health  Preparedness  Commission  of  the 
State  War  Council,  and  the  State  Depart- 
ment of  Health.  The  instruction  is  pre- 
sented by  a group  of  especially  interested 
and  prepared  physicians.  The  physicians 
available  for  lectures  and  demonstrations 
at  meetings  of  county  medical  societies  and 
hospital  staffs  attended  a conference  on 
Friday,  February  26,  1943,  in  the  State 
Office  Building,  Albany,  New  York.  Leading 


authorities  on  plasma  therapy  and  whole 
blood  transfusion  addressed  the  group,  and 
there  were  also  round-table  discussions. 

It  is  now  possible  to  cover  the  entire 
state  by  a well-planned  and  comprehensive 
program  on  these  topics.  Lectures  are 
presented  as  special  single  sessions  or  in 
connection  with  formal  courses  or  for  special 
or  regular  meetings  of  county  medical  so- 
cieties. The  societies  have  been  supplied 
with  the  names  of  the  speakers. 

Many  requests  have  been  received,  and 
up  to  the  present  time  the  Council  Com- 
mittee on  Public  Health  and  Education 
has  completed  arrangements  for  instruction 
at  meetings  of  the  following  county  medical 
societies:  Broome,  Clinton,  Cortland, 

Franklin,  Greene,  Herkimer,  Onondaga, 
Rensselaer,  Richmond,  St.  Lawrence,  and 
Steuben. 

We  hope  that  the  remaining  counties 
of  the  state  will  avail  themselves  of  this 
timely  course  of  instruction. 


May  15,  1943] 
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Changing  Tuberculosis 


Diseases  change  their  clinical  pattern  from 
generation  to  generation.  Scarlet  fever  and 
diphtheria,  formerly  greatly  feared  infections, 
now  tend  to  pursue  a relatively  mild  course.  The 
dread  influenzal  pneumonia  of  1918  is  replaced  by 
a viral  pneumonia  of  low  mortality.  Outbursts 
of  fulminating  epidemic  meningitis  may  follow  in 
the  wake  of  sporadic  milder  forms  of  this  disease. 
Often  the  altered  virulence  and  epidemiology  are 
not  fully  understood,  but  we  do  know  that  in- 
crease of  transportation  means  increase  of  con- 
tact and  of  exposure  to  disease  agents.  In  some 
instances  advancement  of  epidemiologic  knowl- 
edge and  improved  prophylactic  measures  have 
definitely  decreased  the  morbidity  and  mortality 
and  have  changed  the  clinical  picture  of  certain 
contagions.  Such  is  the  case  with  tuberculosis. 

The  past  decade  has  witnessed  a continuous 
lowering  of  the  incidence  of  tuberculosis.  Old 
figures  showed,  according  to  the  section  studied, 
that  from  50  to  90  per  cent  of  children  up  to  15 
years  of  age  had  already  been  infected  with  tu- 
berculosis.1 Recent  statistics  reveal  a reduction 
of  more  than  50  per  cent  in  the  same  age  group.2 
Since  the  child  today  is  better  protected  against 
tuberculosis,  the  primary  infection  will  often  be 
postponed  to  adult  life.  Phthisiologists  have 
already  noted  that  the  childhood  or  primary  form 
of  tuberculosis  now  is  much  more  commonly  en- 
countered in  adults  than  it  has  been  previously, 
and  the  clinical  picture  is  colored  thereby. 

The  pathologic  differences  between  the  primary 
infection  and  the  reinfection  have  recently  been 
well  summarized.3  Any  part  of  the  lung  may  be 
the  site  of  the  primary  infection,  and  the  regional 
lymph  nodes  at  the  hilum  are  generally  impli- 
cated. These  nodes  often  caseate  and  appear 
more  conspicuous  than  the  primary  lung  focus. 
The  usual  course  is  healing  with  calcification,  but 
not  infrequently  the  infection  may  be  so  acute  that 
there  is  no  opportunity  for  the  formation  of  cavi- 
ties. Death  results  from  tuberculous  meningitis 
or  miliary  tuberculosis  from  hematogenous  dis- 
semination. With  recovery,  calcified  scars  re- 
main in  the  lungs  and  regional  lymph  nodes. 

The  reinfeotion  or  adult  type  of  tuberculosis 
differs  conspicuously  from  the  childhood  form. 
The  apex  is  almost  invariably  the  site;  the  course 
is  protracted ; cavity  formation  is  prominent,  and 
there  is  scant  tendency  for  spread  by  lymphatics 
or  blood  stream.  Even  if  the  whole  lobe  is  impli- 


cated, the  regional  nodes  do  not  undergo  gross 
caseation.  Spread  of  the  adult  type  is  from  above 
downward  by  way  of  the  bronchial  tree. 

As  more  children  escape  tuberculosis,  the  dis- 
ease in  the  adult  assumes  many  characteristics  of 
the  childhood  form.  It  tends  to  become  rapidly 
progressive,  manifesting  itself  as  a tuberculous 
pneumonia  with  ulcerative  cavities.  Any  part 
of  the  lung  may  be  affected.  Dissemination  may 
take  place  by  the  lymphatics  or  blood  stream. 
Whether  or  not  previous  immunization  has  ex- 
isted is  the  essential  difference  between  the  forms 
of  adult  and  childhood  tuberculosis. 

The  clinical  changes  have  fortunately  been  em- 
phasized.4 Whereas  the  age  prevalence  of  tuber- 
culosis was  formerly  from  15  to  30  years  of  age, 
it  is  now  25  to  50  years  of  age.  Recent  expo- 
sure is  required  for  infection  now,  which  was 
not  true  in  earlier  years.  Now  the  infection 
may  begin  in  a tuberculin-negative  patient, 
whereas  it  occurred  previously  in  tuberculin- 
positive patients.  In  former  days  the  source 
lesion  was  chiefly  from  lympho-hematogenous 
secondary  lesions;  today  the  source  is  equally 
from  recurrent  primary  and  secondary  foci.  The 
origin  is  now  exogenous  instead  of  endogenous. 
The  classical  tuberculosis  was  always  apical  or 
subapical,  but  today  any  lung  area  may  be  in- 
volved. The  lesions,  formerly  nodular,  now  are 
often  infiltrative,  and  tend  to  pursue  a more  rapid 
course,  of  one  to  two  years,  instead  of  many. 

War  always  threatens  a recrudescence  of  tu- 
berculosis. We  must  be  on  our  guard  for  a form 
of  tuberculosis  not  clasically  apical  and  chronic, 
but  with  acute  lesions  occurring  in  any  part  of 
the  lung  and  a rapid  course  which  we  formerly 
associated  almost  exclusively  with  children. 
These  early  lesions  can  be  disclosed  only  by  x- 
rays,  and  their  early  detection  is  extremely  im- 
portant because  of  the  rapid  progression  of  this 
altered  tuberculosis.  Routine  x-ray  examination 
of  the  chest  in  young  adults  should  be  performed 
not  only  by  the  Army,  industry,  and  the  universi- 
ties, but  by  all  physicians  at  selected  intervals. 


1.  Fishberg,  M.  A.:  Pulmonary  Tuberculosis,  Philadel- 

phia, Lea  & Febiger,  1932,  vol.  2,  p.  18. 

2.  Holt,  E.,  and  Macintosh,  R.:  Holt’s  Diseases  of 

Infancy  and  Childhood,  New  York,  Appleton  Century  Co., 
1940,  p.1275. 

3.  Opie,  E.  L.:  Chinese  M.  J.  56:  197  (Sept.)  1939. 

4.  Mayer,  E.:  New  York  State  J.  Med.  42:  1723  (Sept. 
15)  1942. 


Thomas  Aloysius  McGoldrick,  M.D. 


Dr.  Thomas  A.  McGoldrick  was  bom  in  Brooklyn  on 
September  13,  1874.  A graduate  of  St.  James  Academy  in 
Brooklyn,  he  attended  Manhattan  College,  where  he  ob- 
tained the  degrees  of  A.B.  and  A.M.,  and  Long  Island  College 
Hospital,  where  in  1896  he  received  the  degree  of  M.D.  He 
interned  at  Brooklyn  Hospital  and  subsequently  entered 
medical  practice  in  Brooklyn.  He  was  a delegate  from  the 
Kings  County  Medical  Society  from  1933  to  1942,  inclusive, 
and  a delegate  from  the  State  Society  to  the  American 
Medical  Association  from  1938  through  1943. 

He  was  former  Chief  Surgeon  of  the  Police  Department, 
City  of  New  York,  from  which  office  he  retired  in  1937.  In 
1938,  he  was  a member  of  the  World's  Fair  Committee  and  a 
member  also  of  the  Committee  on  Matters  Pertaining  to 
Public  Health . He  has  been  Borough  Chief  Medical  Officer, 
OCD,  Borough  of  Brooklyn.  In  1942,  he  became  President- 
Elect  of  the  Medical  Society  of  the  State  of  New  York. 

Dr.  McGoldrick  is  Director  of  Medicine,  St.  Peter's  Hos- 
pital, Brooklyn;  St.  Anthony’s  Hospital,  Woodhaven;  and 
Welfare  Hospital,  Welfare  Island,  New  York  City. 
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Correspondence 


February  3,  1943 

Dr.  Joseph  S.  Lawrence 
100  State  Street 
Albany,  New  York 

Dear  Dr.  Lawrence: 

I am  under  the  impression  that  the  Medical  So- 
ciety of  the  State  of  New  York,  which  you  so  ably 
represent,  has  had  few  opportunities  to  be  informed 
of  the  volume  of  work  which  is  being  done  by  the 
Department,  the  Board  of  Regents,  and  the  Office 
of  Professional  Conduct  in  the  interest  of  the  medical 
profession.  It  has  been  the  policy  of  the  Board  of 
Regents  not  to  give  newspaper  publicity  to  disci- 
plinary cases  on  the  assumption  that  when  a physi- 
cian's license  is  suspended  for  a period  of  time  and 
subsequent  publicity  is  given  to  this  suspension  that 
such  discipline  actually  results  in  a more  severe 
penalty  than  is  intended,  and  in  some  cases  it 
amounts  to  revocation  because  of  the  reaction  of  the 
public  to  the  person  who  has  been  disciplined. 

It  has  occurred  to  me  that  it  would  be  helpful  if 
I sent  you  a kind  of  monthly  report  which  you  might 
pass  on  to  your  constituency  in  any  way  you  desire. 
The  latest  report  I have  covers  the  period  between 
December  15  and  January  19.  During  that  month 
25  additional  disciplinary  complaints  were  received 
which,  added  to  222  complaints  pending,  make  a 
total  of  247  complaints  which  received  attention 
during  the  month.  Of  these,  8 were  closed  by  com- 


mittee action;  137  were  under  investigation;  14 
were  referred  to  the  Attorney  General;  55  were 
before  the  Medical  Grievance  Committee  for  in- 
formal action  and  9 for  formal  action;  and  24  cases 
were  before  the  Board  of  Regents. 

Twenty-five  criminal  complaints  were  received 
during  the  period  which,  added  to  140  complaints 
pending,  make  a total  of  165.  Of  these,  1 was  closed 
by  warning,  17  on  the  basis  of  no  violation  or  evi- 
dence; 22  w'ere  pending  in  court;  7 were  closed  by 
the  court;  111  were  under  investigation;  and  7 were 
referred  to  the  Attorney  General. 

As  you  will  see,  the  volume  of  business  in  the 
field  of  medicine  is  considerable.  This  particular 
period  covered  by  the  present  statement  is  not  an 
exception.  The  work  has  increased  to  such  an  extent 
in  recent  months  that  we  have  asked  the  Medical 
Grievance  Committee  to  furnish  us  two  subcom- 
mittees every  week  until  further  notice,  and  the  full 
Grievance  Committee,  which  ordinarily  meets  twice 
a year,  has  agreed  to  meet  four  times  a year.  The 
Board  of  Regents  is  making  an  extraordinary  effort 
to  meet  the  situation,  and  in  recent  weeks  we  have 
completely  reorganized  the  record  system  and  the 
administrative  procedure  in  the  Office  of  Professional 
Conduct  in  order  that  we  might  render  the  best  pos- 
sible service  to  the  profession. 

With  kind  regards,  I am 

Yours  very  sincerely, 
J.  Hillis  Miller 


The  attention  of  physicians  qualified  under  the  Workmen’s  Compensation  Law  is 
directed  to  the  following  Resolution  adopted  by  the  Industrial  Board,  Department  of 
Labor,  on  April  9,  1943: 

“ Resolved , that  in  cases  in  which  the  claimant’s  physician  prescribes  a surgical 
appliance,  or  dental  treatment,  or  denture,  for  a claimant,  the  physician  shall  notify 
the  employer  or  carrier  of  the  need  for  such  appliance,  or  dental  aid,  and  direct  the 
claimant  to  the  employer  or  carrier  for  the  purpose  of  securing  from  said  employer  or 
carrier  authorization  for  the  purchase  of  such  appliance  or  dental  aid  before  the 
same  is  furnished  to  the  claimant  by  the  appliance  dealer  or  dentist. 

“A  statement  to  this  effect  shall  be  inserted  on  all  medical  forms  issued  by  this 
Department. 

“Further  resolved,  that  the  medical  societies  of  the  State  of  New  York  be  requested 
to  cooperate  with  this  Department  in  the  enforcement  of  this  requirement  by  physi- 
cians. 

Rose  Schneiderman,  Secretary ” 
The  Director  has  been  requested  to  circularize  this  Resolution  to  all  physicians 
authorized  to  treat  compensation  cases. 

Please  note  that  when  a surgical  appliance,  dental  treatment,  or  denture  is  necessary, 
the  attending  physician  shall  notify  the  employer  or  carrier  of  the  need  for  such  ap- 
pliance or  treatment  and  obtain  authorization  for  the  purchase  of  the  appliance  or  the 
rendering  of  dental  care  before  same  is  furnished  to  the  claimant. 

Very  truly  yours, 

David  J.  Kaliski,  M.D.,  Director, 
Committee  on  Workmen’s  Compensation 
Medical  Society,  The  State  of  New  A ork 
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The  Importance  of  the  Group  Plan 

An  historical  review  prepared  by  the  Council  Committee  on  Malpractice  Defense  and  Insurance 
of  the  Medical  Society  of  the  State  of  New  York. — Editor 


MAY  1,  1943,  was  the  twenty-second  anni- 
versary of  the  inauguration  of  the  Group 
Plan  of  Malpractice  Defense  and  Insurance  of 
the  Medical  Society  of  the  State  of  New  York. 
On  May  1,  1921,  the  House  of  Delegates,  at  the 
Annual  Convention,  held  in  Brooklyn  that  year, 
ratified  an  agreement  made  with  an  insurance 
carrier,  and  the  Group  Plan  came  into  existence 
forthwith. 

Since  the  inception  of  the  Group  Plan  of  the 
Society,  there  have  been  various  insurance  com- 
panies that  have  entered  the  malpractice  in- 
surance field  in  competition  by  offering  cheaper 
annual  premium  rates.  It  has  been  noted  that, 
after  a few  years’  loss  experience,  these  com- 
panies have  materially  increased  their  rates  or 
conveniently  withdrawn  from  the  market, 
thereby  subscribing  to  the  soundness  of  the 
financial  operation  of  the  Society’s  Group  Plan. 

To  the  busy  doctor,  with  little  time  to  make  a 
thorough  personal  investigation,  a lower  premium 
rate  has  an  immediate  appeal.  However,  he 
fails  to  realize  that  if  a malpractice  action  is 
brought  against  him,  that  his  good  name,  reputa- 
tion, and  ethical  standing  in  his  community  are 
vitally  at  stake  and  that  unless  he  has  the  best 
possible  medicolegal  defense  to  defend  the  ac- 
tion, he  may  injure  unalterably  those  sterling 
qualities  by  attempting  to  save  a few  dollars  in 
premium  cost. 

Recently,  as  the  guest  speaker  before  the 
Medical  Society  of  the  County  of  Kings,  Mr. 
Louis  H.  Pink,  recent  Superintendent  of  Insur- 
ance for  the  State  of  New  York,  in  speaking 
about  insurance,  stated  “that  nothing  can  sub- 
stitute for  experience,  that  sound  insurance 
underwriting  is  based  upon  a sufficient  accumu- 
lation of  experience  and  accurate  interpretation 
of  its  lessons,  that  the  price  of  experience  is  time 
and  it  can  never  be  had  at  cut  rates.”  Mr. 
Pink  further  cautioned  against  listening  to  those 
who  suggest  that  lost  time  can  be  made  up  by 
skipping  over  all  of  the  evolutionary  steps  and 
improvising  a mature  and  workable  system  in 
excellence  of  anything  developed  after  decades  of 
painstaking  experiment. 

If  the  time  ever  comes  when  the  majority  of 
the  members  fails  to  support  the  Group  Plan  of 
malpractice  insurance,  it  will  result  in  a heyday 
for  all  insurance  companies.  A disintegrated 
support  will  mean  a return  to  the  chaotic  times 


prior  to  1921.  No  longer  will  organized  medicine 
have  a voice  in  malpractice  insurance  policy 
underwriting,  a voice  as  to  the  coverage  afforded, 
or  a hand  in  establishing  annual  premium  rates. 
In  place  of  the  companies  meeting  the  necessities 
of  the  assured,  the  assured  will  be  forced  to 
accept  that  which  the  companies  deem  best, 
purely  for  the  interest  of  the  companies  and  not 
for  the  assured. 

Twenty-five  or  thirty  years  ago  the  problems 
of  malpractice  insurance  and  defense  were  rela- 
tively unimportant  factors  in  the  practice  of 
medicine  in  the  state.  The  number  of  suits 
filed  against  members  of  the  Society  was  small, 
even  compared  with  the  smaller  membership 
list  of  those  days.  The  cost  of  operating  the 
Society’s  legal  defense  service  was  moderate,  and 
the  facilities  of  the  office  of  the  legal  counsel  were 
adequate  to  handle,  with  a satisfactory  degree  of 
success,  all  of  the  suits  and  claims  filed.  In 
addition,  there  were  several  good  insurance  com- 
panies willing  to  sell  malpractice  insurance 
policies  at  rates  between  $12  and  $15. 

A change  began  to  take  place,  however,  at 
about  the  time  that  World  War  I broke  out  in 
Europe.  Each  year  showed  an  increase  in  the 
number  of  suits  and  claims  filed  against  members 
throughout  the  state  and  similar  increases  were 
reported  from  other  parts  of  the  country.  Simi- 
larly, the  activities  of  the  ambulance-chasing 
type  of  attorney  increased.  The  awards  made 
by  juries  also  rose  sharply  and  the  seriousness  of 
the  situation  soon  forced  itself  upon  the  attention 
of  the  entire  profession.  In  this  state,  the 
astonishing  increase  in  the  number  of  suits  filed 
and  the  cost  of  disposing  of  them  was  regarded 
simply  as  an  abnormal  run  of  chance  that  would 
flatten  out  when  the  unsettled  conditions,  follow- 
ing the  war,  returned  to  normal.  But  as  time 
went  on,  the  situation  grew  worse,  instead  of 
better,  until  it  became  apparent  that  what  had 
once  been  considered  as  normal  had  to  be  dis- 
carded as  out  of  date.  The  medical  profession 
finally  concluded  that  it  faced  malpractice 
hazards  that  increased  at  about  the  same  rapid 
rate  as  the  traffic  hazards  on  crowded  streets. 

The  officers  of  the  Society  watched  these 
changes  closely,  fully  appreciating  the  nature  of 
the  danger  that  lay  ahead.  They  foresaw  that 
unless  some  strong  and  positive  action  was  taken, 
to  unite  all  available  defense  elements  into  a 
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solid  front,  medical  men  would  shortly  become 
ready  targets  for  every  damage-chasing  lawyer 
who  could  get  to  their  patients.  In  the  absence 
of  dependable  insurance  of  some  kind,  members 
would  have  nothing  standing  between  them  and 
certain  worry,  with  possible  financial  loss,  except 
the  malpractice  defense  service  of  the  Society. 
Even  that  service  might  have  to  be  modified 
unless  the  Society  were  able  to  shoulder  the 
steadily  increasing  expense  that  was  required  to 
operate  it. 

The  Society  had  concluded  that  malpractice 
indemnity  and  defense  could  be  provided  at 
reasonable  costs  in  this  state  only  by  combining 
the  machinery  and  funds  of  an  insurance  com- 
pany with  the  cooperation  and  defense  service  of 
the  State  Society.  It  was  apparent  that  if  a 
plan  of  that  kind  could  be  made  feasible,  it  was 
necessary  that  it  be  made  equitable  to  all  con- 
cerned, together  with  a comprehensive  scheme 
for  malpractice  defense  by  the  Society.  After  a 
number  of  conferences,  a plan  for  such  an  ar- 
rangement was  drafted,  having  as  its  object 
three  fundamental  requirements.  They  were: 

First , to  relieve  the  Society  of  some  part  of  its 
malpractice  defense  cost  so  that  it  might  continue 
that  service  for  uninsured  members  without  in- 
creasing its  defense  appropriation. 

Second,  to  prevent,  if  possible,  a heavy  increase 
in  the  cost  of  malpractice  insurance  rates  for 
individual  members. 

Third,  to  preserve  for  all  members  those  ex- 
cellent and  highly  necessary  principles  of  defense 
that  the  Society  through  its  legal  counsel  had  so 
painstakingly  established. 

The  formula  was  conceived  and  the  detailed 
organization  carried  out  by  Mr.  Wanvig.  It  is 
obvious  that  the  organization  and  operation  of  a 
cooperative  enterprise,  such  as  the  Group  Plan, 
requires  management  by  someone  thoroughly 
familiar  with  the  insurance  problem  and  one 
whose  viewpoint  and  experience  are  quite  differ- 
ent from  those  acquired  by  insurance  agents  and 
insurance  brokers.  In  working  out  the  details 
of  group  insurance  since  its  inception,  it  was 
necessary  for  our  Society  to  have  an  insurance 
specialist  who  was  familiar  with  every  detail  of 
of  malpractice  insurance.  He  had  to  enjoy  the 
confidence  of  the  company  on  the  one  hand  and 
of  the  Society  on  the  other,  and  he  had  to  know 
exactly  to  what  the  insurance  company  was  en- 
titled but  in  a larger  measure  to  what  the  mem- 
bers of  the  Society  were  entitled,  and  how  to  keep 
the  details  of  organization  and  operation  con- 
stantly in  order  for  the  benefit  of  the  Society. 

In  addition  to  covering  many  routine  matters 
that  had  to  be  provided  for,  the  arrangement 
with  the  company  was  based  upon  three  pro- 
visions giving  the  essence  of  the  undertaking: 


1.  That  all  suits  and  claims  against  insured 
members  would  be  handled  exclusively  by  the 
Legal  Counsel  of  the  Society. 

This  was  a bold  experiment  because,  so  far  as 
we  know,  it  was  the  first  time  in  the  history  of 
insurance  that  a company  had  been  induced  to 
turn  over  the  defense  of  claims,  for  which  it  was 
liable,  to  the  legal  counsel  of  the  policyholder. 
It  was  a very  important  provision  so  far  as  the 
members  were  concerned,  as  that  was  the  only 
way  in  which  highly  specialized  and  competent 
legal  defense  could  be  guaranteed  to  them. 

2.  That  the  company  would  issue  policies 
only  to  members  of  the  State  Society  in  good 
standing. 

This  was  likewise  an  important  provision  be- 
cause it  eliminated  the  possibility  of  suits  and 
claims  against  nonaffiliated  doctors  having  an 
unfavorable  influence  on  the  loss  experience 
charged  to  the  Society. 

3.  That  the  company  would  conduct  the 
business  for  the  Society  on  what  amounted  to  a 
cost-plus  basis. 

The  arrangement  provided  in  detail  for  the 
manner  in  which  the  cost  would  be  computed 
and  fixed  the  amount  which  would  be  charged  to 
the  Society's  experience  for  expenses.  Under 
such  an  arrangement  there  could  be  no  question 
of  unfairness  to  either  the  policyholder  or  the 
company,  and  no  opportunity  for  one  to  profit  at 
the  expense  of  the  other. 

In  1936,  the  Yorkshire  Indemnity  Company  be- 
came the  official  carrier  of  the  Malpractice  Group 
Insurance  Plan  of  the  Medical  Society  of  the 
State  of  New  York.  The  coming  of  the  York- 
shire into  the  picture  was  the  culmination  of  a 
development  of  a problem  which  had  arisen 
months  prior  to  that  time.  The  Yorkshire  by 
its  very  background  was  interested  in  malprac- 
tice insurance  because  a challenge  was  presented 
in  setting  a course  and  carrying  through  wTith  a 
program  that  requires  constancy  to  a long  view. 
You  have  read  of  the  trials  and  difficulties  of 
malpractice  insurance  as  they  were  experienced 
in  New  York  State. 

We  are  now  in  the  eighth  year  of  our  asso- 
ciation with  the  Yorkshire,  and  it  can  be  said 
that  progress  is  being  made  toward  bringing 
about  an  improved  experience  so  that  ultimately 
the  membership  of  the  Society  may  benefit  by 
lower  rates.  This  has  necessitated  the  reduction 
of  factors  which  were  improperly  weighing 
heavily  upon  the  experience  as  a whole.  This 
was  accomplished  through  the  development  of  a 
closer  working  arrangement  with  our  Counsel, 
our  Indemnity  Representative,  and  the  Carrier 
than  heretofore  had  been  possible.  We  believe 
that  it  is  in  order  to  point  out  that  while  it  is 
true  that  our  Counsel  is  available  to  every 
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member,  insured  or  not,  only  the  Yorkshire 
Indemnity  Company  utilizes  the  valuable  serv- 
ices of  our  Counsel  from  the  inception  of  every 
notice  of  claim  to  its  ultimate  conclusion.  The 
Yorkshire  Indemnity  Company  and  its  officers 
are  at  all  times  at  our  service,  and  they  will 
welcome  any  inquiry  or  question  which  may  occur 
to  any  individual  member  and  which  has  to  do 
with  the  Insurance  Company’s  participation  in 
your  Malpractice  Group  Plan. 

In  a group  plan,  it  is  essential  to  determine 
and  agree  beforehand  on  the  exact  manner  in 
which  the  cost  shall  be  computed,  covering, 
among  other  things,  the  amount  which  shall  be 
added  for  operating  expenses.  Similar  pro- 
visions were  made  in  the  original  arrangement 
with  the  Aetna  Company  in  1921.  At  that  time, 
it  was  agreed  that  the  Group  Plan  would  be 
charged  with  an  expense  loading  substantially 
less  than  the  published  expense  ratio  of  the 
Company.  This  favorable  differential  was  pos- 
sible for  a number  of  reasons,  all  of  which  tended 
to  reduce  the  cost  of  operating  the  Group  Plan. 
From  time  to  time  other  economies  made  it 
possible  to  further  reduce  this  charge  until,  at 
the  present  time,  the  Plan  is  being  operated  with 
a lower  overhead  than  that  charged  to  any  other 
stock  insurance  operation  in  the  state. 

One  of  the  outstanding  changes  arranged  with 
the  Yorkshire  Indemnity  Company  is  as  follows: 
The  Company  has  agreed  to  furnish  the  Society 
with  a loss  voucher  form  covering  each  suit  or 
claim  closed,  with  a complete  analysis  of  all  ex- 
penditures in  connection  therewith.  At  the  con- 
clusion of  each  case,  this  form  is  prepared  in 
triplicate  and  sent  to  the  Legal  Counsel  of  the 
Society  to  be  checked  and  approved.  One  copy 
is  retained  by  him,  one  is  sent  to  the  Insurance 
Representative  of  the  Society,  and  one  is  returned 
to  the  Company.  No  charges  are  made  against 
the  Group  Plan  except  from  approved  vouchers. 
This  system  not  only  furnishes  a check  upon  the 
losses  charged  to  the  Society’s  experience,  but 
furnishes  data  from  which  it  is  possible  to  make 
any  kind  of  loss  analysis  that  might  be  required 
in  the  future. 


It  is  of  interest  to  note  that  over  3,500  suits  and 
claims  have  been  closed  since  1921,  with  all 
liabilities  fully  discharged.  While  this  is  a record 
in  which  insured  members  can  find  ample  cause 
for  confidence  and  a feeling  of  security,  they 
should  remember  that  this  achievement  would 
not  have  been  possible  except  for  the  cooperation 
and  supervision  of  the  Plan  by  the  State  Society 
through  its  legal  and  insurance  departments. 
Without  that  direction  by  the  Society,  no  scheme 
for  writing  malpractice  insurance  in  this  state  can 
succeed  at  rates  less  than  nearly  double  those 
required  by  the  Group  Plan. 

While  everyone  who  has  watched  the  defense  of 
a malpractice  suit  in  his  community  is  familiar 
with  the  splendid  work  of  the  Society’s  legal  de- 
partment, only  the  members  of  the  Insurance 
Committee  come  in  contact  with  the  work  of  the 
insurance  department  where  the  business  is  man- 
aged. In  that  department  individual  records  are 
kept,  tabulations  checked,  reserves  tested,  rates 
computed,  plans  made,  controversies  settled,  and 
needed  changes  initiated  and  worked  out.  And 
it  is  through  this  agency  that  the  organized  group 
power  of  the  Society  as  a whole  is  brought  to  bear 
upon  the  malpractice  insurance  situation  in  the 
state.  The  work  of  this  department  would  never 
appeal  to  the  interest  of  a busy  doctor,  but  its 
labor  protects  his  malpractice  insurance  welfare 
quite  as  much  as  does  any  other  effort  put  forth 
on  his  behalf. 

For  twenty-two  years  the  Group  Plan  has  held 
together  the  malpractice  insurance  situation  in 
New  York  and  prevented  the  high  costs  and  cha- 
otic conditions  that  most  certainly  would  have 
existed  without  it.  It  stands  as  a monument  to 
the  wisdom  and  foresight  of  the  State  Society, 
and  no  one  can  examine  its  history  or  the  extent 
to  which  it  is  controlled  for  the  benefit  of  the 
members  by  the  Society  through  its  Insurance 
Committee  and  Insurance  and  Legal  Representa- 
tives without  a feeling  of  comfort  and  security  in 
the  protection  which  it  offers  for  the  future. 

Dr.  Clarence  G.  Bandler,  Chairman 
Committee  on  Malpractice  Defense  and 
Insurance 


BRITISH  DAY  AT  BLOOD  DONOR  SERVICE 

May  24.  1943,  has  been  designated  by  the  Ameri- 
can Red  Cross  Blood  Donor  Service  as  “British 
Day”  in  order  to  enable  Britishers  and  their  friends 
to  show  their  loyalty  to  the  cause  of  the  United 
Nations  by  donating  a pint  of  their  blood. 

Donors  who  wish  to  give  their  blood  on  British 
Day  may  make  appointments  now  by  registering 
at  the  Service  headquarters  at  2 East  37  Street. 
Hours  are  from  10:30  a.m.  to  8:00  p.m.  A thorough 


physical  examination  is  made  and  a medical  history 
taken  for  every  donor  before  he  is  accepted  by  the 
Red  Cross. 

No  one  who  is  not  in  good  health  or  who  has  had 
malaria,  diabetes,  or  tuberculosis  within  the  last 
fifteen  years  is  eligible  to  volunteer. 

British  Day  plans  are  being  made  by  Mrs.  Wil- 
liam Armour  and  Miss  Gertrude  Lawrence,  co- 
chairmen. 


INVESTIGATIVE  PSYCHOTHERAPY  IN  CERTAIN  TYPES  OF 
CRIMINALS 

Gregory  Zilboorg,  M.D.,  New  York  City 


STRICTLY  speaking,  it  would  not  be  out  of 
place  or  out  of  order  for  the  psychiatrist 
who  is  interested  in  forensic  psychiatry  to  re- 
examine his  field  of  interest  and  to  redefine  some 
of  the  basic  phenomena  with  which  he  deals  and 
some  of  the  fundamental  concepts  that  he  custom- 
arily uses.  A certain  general  confusion  has  begun 
to  infiltrate  our  terminology  as  well  as  our 
methods  of  approach.  The  word  “criminal” 
requires  careful  pondering;  the  term  “antisocial 
behavior”  requires  elucidation.  Is  a fifth- 
columnist  antisocial  and  criminal,  and  if  so, 
could  he  be  cured  by  means  of  psychotherapy? 
Is  a striker  antisocial,  or  criminal,  and  could  he 
be  benefited  by  a psychotherapeutic  approach? 
Is  an  army  deserter  antisocial  and  criminal  in 
the  sense  in  which  we  use  these  words,  and  could 
he  be  psychoanalyzed  out  of  his  wish  to  desert 
the  army?  Evidently  we  call  criminal  and 
antisocial  the  individual  who  either  has  already 
transgressed  the  law,  is  already  serving  a sen- 
tence, or  has  been  paroled. 

In  other  words,  quite  imperceptibly  and  un- 
wittingly, we  have  drifted  into  silently  accepting 
the  definition  of  the  criminal  as  given  us  by  the 
law  and  not  by  psychiatry.  There  may  be 
no  objection  to  our  accepting  the  legal  definition, 
provided  we  keep  always  in  mind  the  fact  that 
the  definition  is  not  ours.  Our  attitude  toward 
the  criminal  should  remain  our  own,  regardless 
of  the  attitude  of  the  law.  If  we  consider  the 
criminal  an  individual  in  trouble,  curable  or 
potentially  curable,  and  his  crime  a sympto- 
matic phenomenon,  we  may  perhaps  find  our- 
selves in  a better  position  as  therapists  of  this 
particular  type  of  disorder  or  human  mis- 
fortune. This  is  a point  of  prime  importance, 
for  the  therapist  cannot  be  an  ally  of  the  law. 
He  need  not  and  should  not  necessarily  be  an 
opponent  of  the  law,  but  he  cannot  be  an  active 
proponent.  He  must  treat  the  law  itself,  first, 
merely  as  a social  phenomenon,  and,  second,  as 
a condition,  a circumstance,  a potent  factor 
wrhich  the  individual  called  the  criminal  has 
to  face  and  meet  and  handle  psychologically, 
and  to  which  he  must  adjust  himself. 

No  true  therapeutic  situation  is  really  possible 
without  the  doctor’s  detached  observational 
attitude  toward  these  matters.  Moreover,  the 
doctor  vitiates  the  therapeutic  situation  in  all 
respects  unless  his  relationship  to  the  prisoner 
or  the  paroled  criminal  is  totally  free  from  any 
administrative  authority.  A doctor  who  has 


official  administrative  control  over  the  patient 
has  almost  insurmountable  difficulties  in  his 
therapeutic  efforts.  More  than  that,  a doctor 
who  has  control  over  a prisoner,  who  is  an 
official  part  of  the  prison  machinery  administer- 
ing justice,  is  in  my  opinion  almost  totally  un- 
able to  exercise  any  true  therapeutic  influence  on 
the  prisoner. 

These  considerations  are  not  merely  theoretic 
assumptions;  they  are  based  on  many  years’ 
experience  of  many  psychotherapists.  They 
are  easily  verified  and  corroborated  by  anyone 
who  has  done  work  in  prisons,  an  opportunity 
that  I had  when  I worked  as  a volunteer  in 
Sing  Sing  Prison.  I found  that  the  classifica- 
tion clinic,  no  matter  how  good  its  work,  was 
considered  by  the  criminal  to  be  a part  of  the 
prison — that  is,  a part  of  the  punitive  system. 
The  criminal  complied  with  its  demands  and  its 
routine  because  he  had  to;  moreover,  he  was 
convinced  that,  no  matter  how  humane  the 
attitude  of  the  prison  psychiatrist,  whatever 
he,  a prisoner,  would  say  or  reveal  had  to  be- 
come a part  of  the  record.  He  felt  keenly  that 
whatever  kindness  was  extended  to  him  and 
whatever  tests  he  was  subjected  to,  they  all — to 
use  the  words  of  Bernard  Glueck — tended  to 
make  him  a better  prisoner  rather  than  a better 
citizen.  Under  these  circumstances,  the  prisoner 
seldom,  if  ever,  found  himself  in  a state  of  thera- 
peutic compliance;  he  was,  instead,  in  his  usual 
state  of  enforced  administrative  compliance. 

From  this  point  of  view,  my  brief  investigative 
experience  seemed  to  me  instructive  enough  to 
warrant  sharing  it  with  others. 

I was  received  in  Sing  Sing  with  the  reluctant 
welcome  characteristic  of  such  institutions,  but 
thanks  to  kindly  understanding  on  the  part  of 
Dr.  Amos  T.  Baker,  then  head  of  the  classifica- 
tion clinic  in  Sing  Sing,  I was  permitted  to 
speak  with  any  prisoner  in  whom  I was  particu- 
larly interested — to  speak  with  him  alone  and 
freely,  without  owing  any  account  of  what  I 
learned  to  any  authority.  As  long  as  I obeyed 
the  rules  of  the  prison,  I was  free  to  work. 

A list  of  prisoners  I wished  to  see  was  given 
in  advance  to  the  proper  office,  and  on  my  next 
visit  the  prisoners  were  ready  and  waiting  in  a 
room  nearby.  I would  see  each  one  alone,  in  a 
separate  room,  behind  a closed  door.  I would 
address  the  prisoner  as  Mr.  So-and-So,  would 
shake  hands  with  him.  During  the  initial 
interview,  I would  state  that  I was  not  a part 
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of  the  prison  system.  I would  give  my  name  to 
the  prisoner,  tell  him  of  my  voluntary  status, 
and  tell  him  that,  while  subject  to  the  rules  and 
regulations  of  the  prison  system,  I owed  no  one 
any  account  of  what  we  would  talk  about.  I 
would  tell  him  that  I was  a physician,  a psychia- 
trist, interested  in  people  like  himself,  that  I 
could  give  him  no  help  whatsoever  as  far  as  his 
status  was  concerned,  and  that  should  anything 
transpire  in  the  course  of  our  talks  that  might 
prove  of  helpful  value  to  him,  I would  report  it 
if  he  would  permit  me.  I would  also  make 
clear  to  him  that  he  need  not  talk  to  me  if  he 
did  not  want  to,  that  as  far  as  I was  concerned 
he  was  an  absolutely  free  agent.  I would  state 
that  if  he  had  anything  special  to  do  which  he 
would  not  want  interrupted  by  our  interviews,  he 
should  feel  free  to  say  so  in  advance  and  I would 
see  him  at  some  more  convenient  time,  that  I 
did  not  want  to  interfere  with  anything  he 
wished  to  do. 

This  rather  simple  and  brief  statement  never 
failed  to  elicit  a responsive  warmth  on  the  part 
of  the  prisoners.  The  more  cautious  or  the 
more  intelligent  would  ask  for  explanations: 
What  kind  of  doctor  are  you?  Why  did  they 
let  you  in  here,  if — etc.?  What  do  you  want  me 
to  tell  you?  To  these  questions  the  frankest 
answers  were  given.  Great  care  was  taken  not 
to  stress  the  fact  that  I was  interested  in  the 
criminal  act  or  acts  which  had  brought  the  men 
into  prison.  The  crime  itself  was  treated  at  first 
as  casually  and  as  remotely  as  possible. 

The  interviews  lasted  half  an  hour  and  there 
were  no  more  than  two  each  week.  The  im- 
portance of  the  first  interview  must  be  under- 
scored. Here,  within  the  prison  walls,  behind 
bars,  the  unfree  man,  his  civic  personality 
abolished  by  law,  himself  but  one  number  in  a 
gray  herd  of  other  numbers,  is  at  once  given  the 
opportunity  to  have  the  innermost  independence 
of  his  human  personality  resuscitated  as  if  from 
the  dead.  We  know  how  powerful  an  in- 
fluence psychological  reality  exerts  on  one’s  life, 
and  here  the  chief  psychological  goal  is  to  galvanize 
this  particular  reality  in  the  prisoner  for  thera- 
peutic purposes.  The  whole  system  of  retribu- 
tive justice,  with  its  ironclad  regime  and 
ironbound  omnipotence,  acquires  from  the  psy- 
chological point  of  view  only  the  meaning  of  a 
harsh — almost  fatal — reality,  which  is  yet  un- 
able to  crush  self-respect  or  the  awareness  of 
one’s  own  ego.  This  psychological  trend  does 
not  always  establish  itself  at  once  during  the 
first  interview,  but  the  start  in  the  right  direc- 
tion, which  never  fails  to  make  a deep  impression, 
very  soon  leads  to  a state  of  humble  self-respect 
— an  orientation  invaluable  for  the  therapeutic 
influence  of  criminal  cases.  In  addition,  the 


criminal  in  this  situation,  for  the  very  first  time 
since  his  arrest  or  even  since  he  committed  the 
transgression  of  law,  faces  another  person  of 
whom  he  is  not  afraid,  who  has  no  power  over 
him,  and  who  does  not  appear  to  derive  any 
material  benefit  from  his  particular  “case.” 
In  this  respect  the  therapist  is  psychologically 
in  a more  advantageous  position  than  even 
the  criminal’s  defense  attorney. 

It  is  tempting,  of  course,  to  relate  here  in 
detail  a number  of  cases  which  I had  the  good 
fortune  to  treat  in  Sing  Sing,  but  a complete 
report  will  have  to  be  deferred  until  a later  date. 
A few  years  ago  I reported  to  the  New  York 
Neurological  Society  one  of  the  most  extra- 
ordinary cases  of  murder,  in  which  there  was 
complete  amnesia  for  the  act  of  murder  as  well 
as  for  the  motive.  The  law  was  not  at  all  puz- 
zled about  the  matter,  as  the  law  never  is.  It 
thought  that  the  amnesia  was  a fake  and  that 
the  motive  - was  robbery.  The  murderer  was 
really  unaware  of  the  fact  of  murder;  he  was 
in  a sort  of  twilight  state.  In  his  dreams,  how- 
ever, the  place  of  the  crime,  the  crime  itself, 
and  its  inner  motivation — which  incidentally  had 
nothing  to  do  with  robbery  and  nothing  to  do 
with  the  victim  himself — all  came  out  with 
startling  and  almost  undisguised  directness. 
This  man  (in  his  late  twenties)  was  treated  for 
only  a few  months,  but  during  this  brief  period 
he  gave  ample  evidence  that  his  whole  person- 
ality, his  comparatively  minor  past  trans- 
gressions, and  his  final  crime,  presented  an  un- 
interrupted chain  of  psychological  developmental 
links.  These  he  began  to  understand  with  a 
great  deal  of  interest  and  satisfaction.  As  far 
as  I know,  he  is  still  in  prison  and  will  stay  there 
for  another  twenty  years  or  so.  As  long  as  this 
man  is  alive  and  as  long  as  he  is  still  apt  to  re- 
join normal  life  some  day  outside  the  prison,  one 
is  reluctant  to  publish  the  full  details  of  the  case. 
It  is  difficult  to  make  predictions,  but  on  the 
basis  of  the  data  obtained  during  the  investiga- 
tive therapeutic  period,  it  is  equally  difficult  not 
to  believe  that  this  man  could  be  fully  cured. 

The  same  may  be  said  of  a number  of  other 
murderers  who  were  treated  in  the  same  way. 
There  was  a blind  man;  his  optic  decussation  had 
been  severed  by  a bullet  with  which  he  had  shot 
himself  after  he  had  shot  his  love-partner  as  a 
result  of  a suicide  pact.  The  girl  did  not  sur- 
vive, and  the  “criminal,”  with  an  arm  band 
reading  “blind”  on  each  of  his  sleeves,  partly 
amnesic  and  partly  delusionary  about  the  event, 
led  a prisoner’s  existence.  His  response  to  the 
therapeutic  approach  was  remarkable  despite 
his  age  (his  early  sixties  or  late  fifties). 

Again,  there  was  an  Italian  plasterer  who  had 
killed  the  doctor  who  attended  his  favorite  child, 
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a little  boy.  The  man  was  convicted  to  death, 
spent  many  months  in  the  death  house,  saw 
thirteen  murderers — including  Ruth  Schneider 
— pass  by  his  cell  on  their  way  to  the  electric 
chair,  was  granted  a new  trial,  and  sentenced  to 
five  to  ten  years’  imprisonment.  This  man  did 
not  realize  what  he  had  done  till  after  the  crime. 
He  believed  at  the  time  of  the  act  and  later  in 
prison  that  the  doctor  was  responsible  for  the 
death  of  his  child.  Factual  and  psychological 
evidence  would  seem  to  corroborate  his  belief. 
The  doctor’s  behavior  only  enhanced  the  man’s 
conviction,  for  he  asked  the  desperate  father 
not  to  say  anything  to  anyone  and  offered,  as  a 
compensation  for  his  silence,  to  pay  for  the 
funeral  of  the  little  boy,  whose  body  was  at  the 
time  duly  laid  out  in  the  kitchen.  The  paternal 
and  religious  pride  of  the  man  was  enraged: 
“I  am  an  Italian  man,”  he  cried,  “and  I bury 
my  child  myself.”  He  struck  the  doctor,  who 
fell  unconscious.  In  a fugue-like  rage,  the 
father  rushed  into  the  kitchen  where  the  family 
stood  around  the  open  coffin,  seized  a knife,  re- 
turned to  the  doctor  who  still  lay  unconscious 
on  the  floor,  and  stuck  the  knife  in  his  throat. 
As  he  saw  blood,  he  returned  to  his  family,  an- 
nounced that  he  had  committed  a crime,  left  at 
once  to  call  on  his  older  brother  who  lived  many 
miles  away,  told  him  the  story,  and  they  both 
peacefully  decided  that  his  duty  was  to  surrender 
to  the  police,  which  he  at  once  did.  This  simple 
and  honest  plasterer  may  never  again  commit 
another  crime.  If  he  does  not,  it  will  not  be 
because  of  the  preventive  power  of  the  prison 
term. 

He  was  a plasterer  in  Brooklyn,  he  was 
a plasterer  in  Sing  Sing,  and  he  continues  to  be 
an  honest  plasterer  now  in  the  outside  world. 


The  psychological  picture  of  this  criminal  act 
was  highly  instructive,  and  it  shed  a great  deal 
of  light  on  the  sudden  accumulation  of  murderous 
drives  in  an  individual. 

This  period  of  investigative  therapy  gave 
rise  to  the  following  trend  of  thought : 

1.  Our  prison  system  would  do  well  if  out- 
siders who  have  nothing  whatsoever  to  do 
with  the  prison  system  would  be  permitted  to 
undertake  systematic  individual  psychotherapy 
within  the  prisons.  This  investigative  therapy 
would  not  only  permit  the  psychiatrist  to  gain 
extremely  valuable  information  otherwise  totally 
unobtainable,  but  it  might — and  if  pursued  long 
enough  probably  would — bring  about  good  thera- 
peutic results  which  would  not  only  help  the 
future  adjustment  and  rehabilitation  of  the 
criminal,  but  would  also  help  in  the  problem  of 
true  understanding  of  the  origin  and  meaning 
of  crime.  Perhaps  this  understanding  would 
offer  a really  potent  tool  for  the  reform  of  the 
criminal  law. 

2.  The  brief  experience  in  Sing  Sing  seems 
also  to  suggest  in  a rather  convincing  manner 
that  psychiatry  could  be  therapeutically  most 
effective  in  criminal  cases  if  it  were  organized 
for  this  purpose  independently  of  any  agencies 
of  criminal  law.  Such  an  organization  of  thera- 
pists, acting  under  its  own  auspices  or  under  the 
auspices  of  the  public  health  authorities,  could 
then  come  to  a workable  agreement  with  the 
prison  authorities,  under  which  the  psychothera- 
pist as  a free  agent  could  treat  the  prisoner 
as  if  the  latter  were  also  a free  and  self-respecting 
individual.  Only  in  an  atmosphere  of  this  type 
of  free  therapeutic  endeavor  might  many  an  as- 
piration of  forensic  psychiatry  for  true  reform 
come  to  fruition. 


EXAMINATIONS  IN  OBSTETRICS  AND  GYNECOLOGY 


The  general  oral  and  pathologic  examinations 
(Part  II)  in  obstetrics  and  gynecology  will  be  con- 
ducted in  Pittsburgh  by  the  entire  American  Board 
of  Obstetrics  and  Gynecology  from  Thursday, 
May  20,  through  Tuesday,  May  25,  1943.  The 
Hotel  Schenley  in  Pittsburgh  will  be  the  head- 
quarters for  the  Board,  and  formal  notice  of  the 
exact  time  of  each  candidate’s  examination  will  be 
sent  to  him  in  advance  of  the  examination  dates. 
Hotel  reservations  may  be  made  by  writing  to 
the  hotel. 

The  Pittsburgh  Obstetrical  and  Gynecological 
Society  will  hold  an  informal  subscription  dinner 
meeting  at  the  Hotel  Schenley,  on  Saturday  evening, 
May  22,  at  7:00  p.m.  Visitors,  present  for  the 
examinations,  are  cordially  invited  to  make  ar- 
rangements to  attend.  Reservations  may  be 
made  by  writing  to  Dr.  Joseph  A.  Hepp,  Secretary 
of  the  Society,  at  121  University  Place,  Pittsburgh. 


The  Office  of  the  Surgeon  General  (U.S.  Army) 
has  issued  instructions  that  men  in  service  who  are 
eligible  for  Board  examinations  be  encouraged  to 
apply,  and  that  they  may  request  orders  to  De- 
tached Duty  for  the  purpose  of  taking  these  exami- 
nations whenever  possible. 

Candidates  in  military  or  naval  service  are 
requested  to  keep  the  Secretary’s  Office  informed 
of  any  change  in  address. 

Deferment  without  time  penalty  under  a waiver 
of  the  Board’s  published  regulations  applying  to 
civilian  candidates  will  be  granted  if  a candidate  in 
service  finds  it  impossible  to  proceed  with  the  ex- 
aminations of  the  Board. 

Applications  are  now  being  received  for  the  1944 
examinations.  For  further  information  and  ap- 
plication blanks,  address  Dr.  Paul  Titus,  Secretary, 
1015  Highland  Building,  Pittsburgh  (6),  Pennsyl- 
vania. 


OSTEOGENIC  SARCOMA  OF  VERTEBRAE  SECONDARY  TO 
PAGET’S  DISEASE 


Report  of  Three  Cases  with  Compression  of  Spinal  Cord  and  Cauda  Equina 

Eldridge  Campbell,  M.D.,  and  Robert  D.  Whitfield,  M.D.,  Albany,  New  York 


OSTEOGENIC  sarcoma  occurs  not  infre- 
quently in  patients  with  Paget’s  disease  of 
bone.  These  tumors  have  been  reported  as 
having  arisen  in  the  long  bones,  the  pelvis,  and 
the  skull.  Despite  the  fact  that  the  vertebrae 
are  among  the  more  frequent  sites  of  predilection 
for  osteitis  deformans,  malignant  degeneration 
therein  has  seldom  been  recorded.  The  authors’ 
recent  observation  of  3 such  cases  makes  them 
wonder  if  this  condition  is  as  unusual  as  has 
hitherto  been  supposed.  It  therefore  appears 
worth  while  at  least  to  call  the  attention  of  the 
profession  to  this  experience. 

Case  Reports 

Case  1. — I.  T.  M.  (A.  H.  77397),  a 52-year-old 
white  blacksmith,  entered  the  Albany  Hospital 
December  10,  1940,  having  been  referred  by  Dr. 
Irving  Gage,  of  Albany.  He  complained  of  pains 
of  four  months’  duration  in  the  right  hip,  thigh, 
and  leg.  These  had  gradually  become  more  severe 
and  were  accentuated  by  coughing  or  straining. 
Weight-bearing  on  the  right  leg  was  no  longer  pos- 
sible because  of  pain,  and  for  the  same  reason  mor- 
phine was  required.  Sensations  of  numbness  and 
coldness  were  present  along  the  posterior  and 
lateral  surfaces  of  the  right  leg  and  thigh.  There 
was  no  history  of  weight  loss. 

The  past  history  was  of  interest  in  that  during 
the  period  from  ten  to  five  years  before  admission 
the  patient  had  noted  an  increase  in  his  hat  size 
from  7 to  73/s  and  at  the  same  time  the  occurrence 
of  severe  headaches.  At  the  end  of  that  time  the 
pains  ceased  and  no  larger  hats  became  necessary. 
No  change  in  height  had  been  noted.  He  recalled 
having  slightly  sprained  his  back  eighteen  months 
previously.  Since  then  he  had  suffered  recurrent 
attacks  of  lower  back  pains,  but  these  had  not  been 
sufficiently  severe  to  keep  him  from  work.  For 
one  month  before  admission,  he  had  developed 
moderate  frequency  of  urination.  For  this  reason 
he  had  been  cystoscoped  but  was  told  that  no 
abnormality  of  the  bladder  or  prostate  had  been 
found.  The  family  history  was  noncontributory. 

Physical  examination:  Examination  disclosed  a 
strong,  well-muscled  individual,  obviously  suffering 
excruciating  pains.  These  were  localized  princi- 
pally in  the  right  calf  and  ankle,  and  were  greatly 
accentuated  by  even  slight  movements  of  the  back 
or  right  leg.  Save  for  moderate  enlargement  of  the 
calvarium,  and  for  bilateral  diminution  of  hearing, 
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the  general  physical  and  neurologic  examinations 
were  negative,  with  the  following  exceptions: 
There  was  evident  atrophy  in  the  muscles  of  the 
right  thigh;  at  corresponding  levels  the  circum- 
ference was  16  inches  in  the  right  thigh  and  17 
inches  in  the  left;  the  calves  each  measured  1 13/< 
inches.  Fibrillary  twitching  was  observed  in  the 
muscles  of  the  lower  extremities,  especially  those 
of  the  right  thigh.  The  knee  jerks  were  hyper- 
active, to  a greater  degree  on  the  right;  both  ankle 
jerks  were  abolished.  No  abnormal  reflexes  were 
elicited.  Appreciation  of  cotton-wool  and  pinprick 
was  totally  absent  on  the  posterior  surface  of  the 
right  thigh  and  on  the  posterolateral  surfaces  of  the 
right  calf  and  foot.  Appreciation  of  heat  and  cold 
was  impaired  on  the  posterior  aspect  of  the  right 
thigh  in  a small  area  just  below  the  gluteal  fold. 
Position  sense  was  unimpaired.  Vibratory  sensa- 
tion was  lost  over  the  sacrum  and  coccyx.  Straight 
leg  raising  was  limited  to  45  degrees  on  the  right  and 
to  60  degrees  on  the  left.  Patrick’s  sign  was  positive 
bilaterally.  There  was  marked  flattening  of  the 
lumbar  curve  with  spasm  of  the  right  sacrospinalis 
muscle. 

Laboratory  data:  Hemoglobin,  14.5  Gm.  per 
100  cc.;  red  blood  cells,  5,000,000;  white  blood  cells, 
12,600.  The  differential  white  blood  count  was 
normal,  as  were  the  erythrocytes  on  the  stained 
smear.  The  Wassermann  and  Kahn  reactions 
on  the  blood  serum  were  negative,  and  urinalysis 
showed  no  abnormalities. 

A cauda  equina  tumor  was  suspected. 

Roentgenologic  report  (Dr.  W.  P.  Howard) : 
“There  are  changes  which  are  suggestive  of  Paget’s 
disease  in  the  sacrum  and  pelvis.  The  inter- 
pedicular  measurements  of  the  third  and  fourth 
lumbar  vertebrae  are  normal.  That  of  the  fifth 
cannot  be  ascertained  because  the  pedicles  cannot 
be  identified  from  the  radiographs. 

“There  are  also  changes  in  the  skull  suggestive 
of  Paget’s  disease. 

“Following  the  instillation  of  lipiodol,  a per- 
sistent filling  defect  is  visible  opposite  the  joint 
between  the  fourth  and  fifth  lumbar  vertebrae  and 
extending  below  it  (Fig.  1).  The  material  as  a 
whole  is  displaced  to  the  left,  and  none  of  it  extends 
downward  opposite  the  lumbosacral  joint  when  the 
patient  is  in  an  erect  position. 

“While  the  changes  in  the  spinal  canal  may  be 
due  to  a displaced  disk,  it  is  possible  that  they  may 
be  an  expression  of  osteogenic  tumor  associated 
with  Paget’s  disease.” 

In  view  of  these  findings,  it  was  suspected  that 
the  tumor  was  a sarcoma  arising  on  the  basis  of  a 
pre-existing  osteitis  deformans.  Operation  was 
carried  out  on  December  12,  1940.  Under  avertin 
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Fig.  1.  Case  1.  Lipiodol  myelogram  showing 
complete  obstruction  of  the  spinal  canal  opposite 
the  fifth  lumbar  vertebra.  The  roentgenographic 
changes  characteristic  of  Paget’s  disease  are  un- 
satisfactorily reproduced  in  this  film. 

anesthesia  the  spinous  process  and  laminae  of  the 
fifth  lumbar  vertebra  were  removed.  A tough, 
elastic  extradural  tumor  was  found  on  the  right 
side,  partially  filling  the  lower  lumbar  and  sacral 
canal. 

When  the  upper  sacral  laminae  were  rongeured 
away,  the  mass  was  seen  to  be  attached  to  the  bone 
in  the  region  of  the  first  right  sacral  foramen.  The 
first  sacral  root  was  surrounded  by  tumor  and  was 
resected  with  it  (Fig.  2).  Within  the  canal,  the 
other  sacral  nerves  were  somewhat  compressed  by 
the  growth.  It  was  obvious  that  the  tumor  was 
malignant,  and  that  it  extended  beyond  feasible 
limits  of  resection.  The  wound  was  closed  in 
layers  with  fine  silk. 

Pathologic  report  (Dr.  A.  W.  Wright):  ‘'The 
specimen  consists  of  one  large  and  five  small, 
irregular  pieces  of  pinkish-red,  dense,  smooth,  shiny 
fibro-elastic  tissue.  The  large  piece  measures 
5.0  by  1.0  by  0.5  cm.  The  small  pieces  measure 
about  0.8  by  0.6  by  0.3  cm.  Together  they  weigh 
about  4.0  Gm.  On  section  the  tumor  feels  gritty 
and  firm  and  appears  quite  vascular.  The  cut 
surfaces  are  pale  white  and  homogeneous. 


Fig.  2.  Case  1.  Chondrosarcoma  of  sacrum 
after  partial  excision.  The  smooth  oblong  portion 
extended  upward  into  the  lumbar  canal.  The 
tumor  was  entirely  extradural. 


‘On  microscopic  examination  (Fig.  3)  the  tissue 
is  seen  to  consist  chiefly  of  small  masses  of  differ- 
entiated hyalin  cartilage  arranged  in  somewhat 
nodular  fashion  with  a definite  perichondrium.  In 
some  areas,  however,  the  mesenchymal  cells  have 
not  fully  differentiated  into  cartilage,  but  are  oval 
or  spindleshaped,  with  much  intercellular  hyalin 
material.  Calcium  deposits  can  be  seen  near  these 
areas  among  the  cartilage  cells,  and  adjacent  to  them 
lie  many  multinucleate  giant  cells,  apparently 
osteoclasts. 

“Reference  to  an  authoritative  monograph  on 
bone  diseases  does  not  disclose  any  description  of  a 
histological  appearance  of  this  sort  as  an  integral 
part  of  Paget’s  disease.  The  extradural  mass  is 
considered  to  be  a true  neoplasm  of  mesenchymal 
origin,  growing  chiefly  as  a chondroma,  but  con- 
taining foci  of  undifferentiated  cells  which  may 
represent  early  sarcomatous  change.” 

The  incision  healed  promptly,  and  for  a few  days 
the  patient  appeared  to  be  slightly  improved.  Soon, 
however,  the  pain  recurred  and  became  so  severe 
that  opiates  again  had  to  be  administered.  Deep 
x-ray  therapy  was  instituted.  When  a total  of 
1,125  r had  been  given  over  a period  of  ten  days,  the 
treatments  were  discontinued  at  the  request  of  the 
patient. 

At  discharge,  four  weeks  after  operation,  he  was 
able  to  walk  unassisted.  Straight  leg  raising  was 
accomplished  to  90  degrees  on  either  side.  The 
neurologic  findings  were  essentially  unchanged,  save 
for  hypo-esthesia  in  the  third  and  fourth  right  sacral 
dermatomes.  A small  hard  mass  on  the  anterior 
surface  of  the  upper  sacrum  could  be  felt  by  rectum. 
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Soon  after  returning  home,  the  patient  began  to 
lose  weight.  The  pains  became  more  severe  and 
more  widespread  throughout  the  legs,  hips,  and 
lower  back,  requiring  frequent,  large  doses  of  mor- 
phine. He  died  on  May  26,  1941,  five  and  one-half 
months  after  operation  and  nine  and  one-half 
months  after  the  first  symptoms. 

The  history  and  neurologic  findings  were 
typically  those  of  a cauda  equina  tumor.  This 
was  confirmed  roentgenographically  following 
lipiodol  injection.  Paget’s  disease  of  the  sacrum 
and  skull  were  also  demonstrated.  This  com- 
bination of  factors  strongly  suggested  the  prob- 
ability of  sarcoma. 

It  was  hoped  that  removal  of  the  intraspinal 
tumor  and  division  of  the  first  sacral  nerve  would 
afford  considerable  relief  of  pain.  In  retrospect, 
it  would  have  been  desirable  to  have  performed  a 
more  extensive  posterior  rhizotomy  or,  perhaps 
better  still,  a cordotomy,  when  the  nature  and 
location  of  the  tumor  were  disclosed. 

Histologically,  this  tumor  more  closely  re- 
sembled a chondrosarcoma  than  an  osteosar- 
coma. The  latter  type  is  that  which  has  usually 
been  encountered  in  Paget’s  disease. 

Case  2. — E.  K.  (S.  P.  H.  41-3403),  a 53-year-old 
white  painter,  was  admitted  to  St.  Peter’s  Hospital 
on  November  24,  1941,  at  the  instance  of  Dr.  James 
F.  Rooney.  For  the  previous  month  he  had  com- 
plained of  pain  in  the  upper  back,  radiating  to  both 
shoulders,  and  in  the  sacral  region.  He  had  con- 
tinued to  work,  however,  until  seven  days  before 
entering  the  hospital,  when  weakness  and  numbness 
appeared  in  both  legs,  and  the  pain  previously  noted 
became  intolerable.  In  the  right  knee  and  the  right 
side  of  the  abdomen,  he  experienced  almost  con- 
tinuous painful  sensations  of  pressure.  Urinary 
symptoms  had  not  occurred  prior  to  admission. 
There  was  no  history  of  weight  loss. 

The  past  history  was  significant  in  that,  begin- 
ning two  years  before,  his  stature  had  decreased. 
During  this  time  he  had  become  noticeably  hunch- 
backed. He  had  not  observed  any  change  in  the 
size  of  the  head,  but  he  stated  that  for  many  years 
he  had  worn  the  largest  size  hat  available,  usually 
73A.  There  was  also  a history  of  mild  hypertension, 
for  which  he  had  been  under  a physician’s  care  for 
five  years. 

Physical  examination:  Although  he  was  one  of 
those  bravely  cheerful  individuals  who  tend  to 
minimize  discomfort,  his  suffering  was  nevertheless 
obvious.  The  head,  or  rather  the  calvarium,  was 
large.  Temperature,  pulse,  and  respirations  were 
normal.  Blood  pressure  was  120/90.  Abnormal 
physical  findings  were  as  follows:  The  scalp  was 
thin,  making  tortuous  temporal  arteries  and  scalp 
veins  stand  out  all  the  more  prominently.  Marked 
kyphosis  was  evident  in  the  upper  dorsal  region. 
No  bowing  of  the  femora  or  tibiae  was  present.  The 
chest  was  barrel-shaped  and  hyperresonant.  The 
heart  was  slightly  enlarged,  and  a soft  systolic 
murmur  was  audible  at  the  apex.  There  was 


Fig.  3.  Case  1.  Microphotograph  showing 
chondrosarcoma.  Note  cartilaginous  tumor  tissue 
on  the  left  and  neoplastic  bone  formation  on  the 
right.  H.  and  E.  X 120. 

some  thickening  and  tortuosity  of  the  radial  and 
brachial  arteries. 

Marked  spasticity  and  weakness  of  both  lower 
extremities  were  found.  A sensory  level  was  dis- 
covered bilaterally  at  the  seventh  dorsal  dermatome, 
below  which  all  forms  of  sensation  were  partially 
abolished.  Deep  reflexes  in  the  legs  were  hyper- 
active and  plantar  responses  were  bilaterally  ex- 
tensor in  type.  The  bladder  was  distended;  the 
patient  was  unable  to  void. 

By  the  following  morning  the  weakness  of  the 
legs  was  much  more  marked,  while  the  sensory  loss 
below  the  seventh  dorsal  dermatome  was  almost 
complete.  A small  area  of  considerable  tenderness 
was  found  over  the  spinous  processes  of  the  fifth 
and  sixth  dorsal  vertebrae. 

Laboratory  data:  Hemoglobin,  61  per  cent; 
red  blood  count,  3,420,000;  white  blood  count, 
6,000.  The  differential  white  blood  count  showed 
no  abnormalities.  Urinalysis  disclosed  a trace 
of  albumin  and  a few  fine  granular  casts,  but  was 
otherwise  negative. 

Blood  chemistry:  Calcium  8.0  mg.  per  cent; 
phosphorus,  4.1  mg.  per  cent;  phosphatase,  23.1 
Bodansky  units. 

Roentgenographic  study  of  the  thoracic  spine 
(Dr.  I.  J.  Murnane):  In  many  of  the  vertebrae, 
coarsened  trabeculation  and  some  increase  in  the 
density  of  the  cortices  could  be  seen.  There  was 
almost  complete  destruction  of  the  body  of  the 
seventh  thoracic  vertebra  and  partial  destruction 
of  the  body  of  the  eighth  with  collapse,  causing 
rather  marked  kyphosis  in  the  midthoracic  region 
(Fig.  4).  There  were  also  extensive  hypertrophic 
arthritic  changes  throughout  the  thoracic  spine — 
in  places  causing  almost  complete  bridging  between 
the  bodies. 

Films  made  following  the  cisternal  instillation  of 
lipiodol  disclosed  a complete  block  at  the  level 
of  the  fifth  to  sixth  dorsal  vertebrae. 

Thick,  coarse  trabeculation  was  visible  also  in 
the  upper  end  of  the  left  humerus,  and  there  was 
some  thickening  of  the  cortex  of  the  left  clavicle. 
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Fig.  4.  Case  2.  A.  and  B.  Anteroposterior  and  lateral  roentgenograms  of  spine  showing  extensive 
changes  characteristic  of  Paget’s  disease  from  the  fifth  to  the  eleventh  dorsal  vertebrae.  Note  the  kyphosis 
beginning  at  the  collapsed  bodies  of  the  seventh  and  eighth.  The  type  of  collapse  is  that  characteristic 
of  pathologic  fracture.  Irregularly  increased  density  and  coarsened  trabeculation  are  evident. 


The  cranial  vault  (Fig.  5)  was  markedly  thick- 
ened, this  process  having  involved  both  inner  and 
outer  tables.  Diffuse  mottling  was  present. 

On  the  basis  of  these  findings,  a diagnosis  was 
made  of  Paget’s  disease  with  pathologic  fractures  of 
the  seventh  and  eighth  dorsal  vertebrae.  In  view 
of  the  destruction  evident  in  the  body  of  the  seventh 
vertebra  and  of  our  experience  with  the  previous 
case,  a tentative  diagnosis  of  sarcoma  was  made. 

Operation  (November  25,  1941):  Under  novocain 
infiltration  anesthesia,  the  spinous  processes  and 
laminae  of  the  fifth,  sixth,  and  seventh  dorsal  verte- 
brae were  removed.  Lying  outside  the  dura  was  a 
large,  grayish-red  tumor.  It  was  not  so  tough  as 
was  that  in  Case  1,  but  it  was  more  vascular.  It  was 
situated  principally  on  the  right  side  of  the  spinal 
canal  and  extended  into  the  intervertebral  foramina. 
The  pedicles,  laminae,  and  apparently  the  bodies  of 
the  fifth  and  sixth  dorsal  vertebrae  were  involved. 
A large  tongue  of  tumor  tissue  was  present  anterior 
to  the  dura,  thrusting  the  cord  backward.  The 
chief  portion  of  the  tumor  within  the  spinal  canal 
was  removed.  All  tissues  were  unusually  vascular, 
particularly  the  bones.  This  was  true  not  only  of 
the  spinous  processes  and  laminae  involved  in  the 
sarcoma,  but  also  of  those  in  which  the  pathologic 
process  was  limited  to  osteitis  deformans.  Osseous 
tissue  everywhere  was  so  soft  and  spongy  that  it 
could  readily  be  cut  with  a knife.  One  wondered 
why  the  kyphosis  had  not  been  even  more  marked! 

It  was  necessary  to  make  a 4 or  5-cm.  opening 
in  the  dura  in  order  to  gain  satisfactory  decompres- 


sion. Closure  was  then  effected  in  layers,  using 
interrupted  sutures  of  fine  silk.  A transfusion  of 
500  cc.  of  whole  blood  was  given  at  the  end  of  the 
operation. 

Pathologic  study  of  the  tumor  (Dr.  John  J. 
Clemmer,  Bender  Laboratory) : “The  specimen  con- 
sists of  three  masses  of  friable,  opaque,  yellowish- 
gray,  somewhat  granular  tissue,  the  largest  measur- 
ing 2.5  by  1 by  0.6  cm.  and  the  smallest  0.9  by  0.5 
by  0.4  cm.  The  largest  appears  to  contain  numer- 
ous minute  bony  trabeculae. 

“Also  received  were  numerous  ragged  fragments 
of  bone  with  attached  striated  muscle  and  fibro- 
adipose  tissue  forming  a mass  together  about  3.5 
cm.  in  diameter.  Some  of  these  fragments  appear 
somewhat  more  brittle  than  normal  and  show  poorly 
defined  architecture. 

“Microscopic  examination:  Sections  of  the  soft 
tissue  (Fig.  6)  show  large  polygonal-shaped  cells 
with  ovoid  nuclei  of  variable  size  and  much  bluish- 
red,  intercellular  material  resembling  osteomucin. 
Scattered  foci  of  partial  calcification,  staining  deep 
purple,  are  noted.  Multinucleate  tumor  giant 
cells  are  numerous,  and  spindle-cells  are  inter- 
mingled with  the  other  types  mentioned.  Mitotic 
figures  are  moderately  numerous. 

“Sections  of  bone  tissue,  which  apparently  has 
been  submitted  from  the  Paget’s  lesions  (Fig.  7) 
at  a distance  from  the  tumor,  show  irregular  bony 
trabeculae  with  intermingled  loose  fibrous  tissue. 
Large  multinucleated,  giant  osteoclasts  are  scattered 
about,  and  many  of  the  bony  trabeculae  exhibit 
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crenated  margins  suggesting  osteolysis.  Other 
trabeculae  show  osteoblasts  along  the  margins,  with 
evidence  of  osteogenesis.  The  fibrous  tissue  con- 
tains relatively  few  blood  cells.  Those  cells  present 
included  lymphocytes,  myelocytes,  nucleated  reds, 
and  a rare  polymorphonuclear. 

“Diagnosis:  Osteogenic  sarcoma  of  the  sixth 
and  seventh  thoracic  vertebrae;  Paget’s  disease  of 
bone.” 

Recovery  from  operation  was  satisfactory,  and 
the  wound  healed  per  primam.  The  patient  was 
soon  able  to  move  both  legs;  the  knee  and  ankle 
jerks  returned;  and  the  plantar  responses  became 
flexor  in  type.  Bladder  control  was  regained  for 
a time.  Sensation,  however,  was  little  improved, 
the  sensory  level  to  all  modalities  save  cotton-wool 
remaining  at  the  seventh  dorsal  dermatome.  Ap- 
preciation of  light  touch  became  normal  over  the 
entire  body  at  first  although  it  later  faded  out  again. 

The  patient  was  discharged  to  a nursing  home  on 
January  3,  1942.  Within  a few  weeks,  evidence  of 
cord  compression  was  again  noted.  This  has  pro- 
gressed to  a point  of  total  motor  and  sensory  paraly- 
sis below  the  level  of  the  tumor.  At  the  present 
time  he  is  still  free  from  pain  but  is  steadily  losing 
weight  and  going  downhill.  No  evidence  of 
metastasis  is  apparent,  although  another  roentgeno- 
gram of  the  chest  has  not  been  made. 

As  in  the  first  case,  the  development  of  symp- 
toms was  relatively  rapid.  The  onset  of  pain 
had  occurred  but  a month  before  and  the  patient 
had  worked  as  a painter  until  seven  days  before 
the  transverse  myelitis  became  almost  complete. 
Operation  relieved  his  pain  but  afforded  only  a 
brief  respite  from  cord  compression.* 

In  the  following  case  the  existence  of  sarcoma 
was  unproved  either  by  operation  or  by  autopsy. 
However,  the  history,  physical,  and  roentgeno- 
logic findings  and  subsequent  course  were  so 
strikingly  similar  to  those  in  the  first  two  patients 
that  it  has  been  included  here. 

Case  S. — A.  M.  A.  (A.  H.,  89485),  a 64-year-old 
white  widow,  was  admitted  to  the  Albany  Hospital 
under  the  care  of  Dr.  T.  J.  C.  von  Storch  on  Dec- 
ember 9,  1941.  For  the  previous  three  and  one-half 
months,  she  had  complained  of  pains  which  began 
in  the  midsternal  region  and  radiated  around  the 
costal  margins.  At  first  these  were  on  the  right 
side  only,  but  soon  they  became  bilateral.  Four 
weeks  before  admission  weakness  and  numbness 
of  both  legs  had  appeared.  This  had  progressed 
until  two  days  before  entry  when  she  became  com- 
pletely paralyzed  below  the  waist.  She  was  in- 
continent of  both  feces  and  urine. 

In  the  past  history  it  was  of  interest  that  she  had 
suffered  a right  hemiplegia  fifteen  years  previously. 
This  had  almost  cleared  up,  leaving  but  slight 

* Following  the  submission  of  this  paper,  the  patient 
described  in  Case  2 died  on  May  3,  1942.  A complete  post- 
mortem examination  was  made  showing  osteogenic  sarcoma 
of  the  fifth  and  sixth  thoracic  vertebrae  with  compression  of 
thoracic  portion  of  spinal  cord  by  tumor;  osteogenic  sarcoma, 
metastatic,  of  the  right  lung  and  pleura;  and  Paget’s  disease 
of  vertebrae  and  skull. 


Fig.  5.  Case  2.  Lateral  roentgenogram  show- 
ing Paget’s  disease  of  skull  with  typical  “cotton- 
wool” appearance  of  calvarium. 


lameness  in  the  right  leg.  For  many  years  vision 
in  the  right  eye  had  been  poor  because  of  a slowly 
developing  cataract.  The  family  history  was  non- 
contributory. 

Physical  examination:  The  patient  was  an  obese 
white  woman  exhibiting  a somewhat  enlarged 
heart,  evidence  of  generalized  arteriosclerosis,  and 
a mature  cataract  in  the  right  eye.  The  abnormal 
physical  findings  were  as  follows:  There  was  spastic 
paraplegia  in  extension  of  the  lower  extremities, 
with  the  absence  of  all  voluntary  movement  save 
in  the  toes  of  the  right  foot.  The  deep  reflexes  in 
the  lower  extremities  were  markedly  hyperactive, 
with  bilateral,  sustained  ankle  clonus.  The  ab- 
dominal reflexes  were  absent  while  the  plantars 
were  extensor  in  type.  There  was  a sensory  level 
for  all  modalities  of  sensation  (save  for  vibratory 
sense,  which  was  imperfectly  preserved  everywhere) 
at  the  level  of  the  sixth  dorsal  dermatome. 

Laboratory  data:  Hemoglobin  14.5  Gm.  per  100 
cc.;  red  blood  cells,  4,890,000  : white  blood  cells, 
5,4000.  The  differential  white  blood  count  was 
normal,  and  the  erythrocytes  appeared  normal  on 
the  stained  smear.  Urinalysis  disclosed  no  ab- 
normalities. 

Blood  chemistry:  Calcium,  10  mg.  per  cent; 
phosphorus,  3.5  mg.  per  cent;  phosphatase,  10.5 
Bodansky  units. 

Roentgenographic  examination  of  the  stomach 
and  colon  disclosed  no  abnormalities.  That  of  the 
skeleton  showed  (Dr.  W.  P.  Howard) : “The  bodies 
of  the  fourth,  fifth,  sixth,  and  seventh  dorsal  verte- 
brae are  unusually  dense  and  the  anterior  portion 
superiorly  of  the  body  of  the  eighth  has  similar 
changes  (Fig.  8).  The  body  of  the  sixth  dorsal 
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Fig.  6.  Case  2.  Microphotograph  of  osteogenic  sarcoma  showing  pleomorphism  of  tumor  cells  and 
an  abortive  attempt  at  bone  formation.  The  neoplasm  is  well  vascularized  and  mitotic  figures  are  rela- 
tively frequent.  H.  and  E.  X 120. 

Fig.  7.  Case  2.  Microphotograph  of  spinous  process  uninvolved  by  tumor  mass.  Note  the  diffuse 
fibrosis,  the  numerous  osteoblasts  lining  newly  formed  bone,  the  destruction  of  bone  by  osteoclasts,  and  the 
irregular  bone  trabeculae  resulting  from  this  simultaneous  osteogenesis  and  osteolysis.  These  changes 
may  be  considered  typical  of  osteitis  deformans.  H.  and  E.  X 120. 


vertebra  is  reduced  to  one-half  of  its  vertical  di- 
ameter, and  the  intervertebral  articulations  between 
these  bodies  show  evidence  of  partial  destruction  of 
the  cartilage. 

“Similar  changes  are  visible  in  the  left  side  of  the 
pelvis  involving  the  ilium,  the  acetabulum,  and  the 
superior  and  inferior  rami  of  the  pubis  (Fig.  9). 
The  rami  are  unusually  thick. 

“The  findings  in  this  case  are  those  of  Paget’s 
disease.  However,  tumor  cannot  be  definitely 
excluded. 

“There  are  no  changes  visible  in  the  bones  of  the 
skull.” 

The  presence  of  a sarcoma  is  suggested  by  the 
invasion  of  the  articular  cartilages,  which  does  not 
occur  in  uncomplicated  osteitis  deformans. 

That  the  patient  had  Paget’s  disease  was  clear. 
The  level  of  the  spinal  cord  lesion  was  opposite  the 
collapsed  body  of  the  sixth  dorsal  vertebra.  Both 
the  history  and  the  roentgenologic  findings  were 
consistent  with  the  diagnosis  of  sarcoma  arising 
on  the  basis  of  osteitis  deformans.  However,  it  is 
quite  possible  that  the  vertebral  collapse  was  simply 
due  to  the  softening  of  Paget’s  disease,  as  has  been 
described  by  Wyllie1  and  others. 

Laminectomy  was  recommended  but  was  refused 
by  the  patient.  She  was  discharged  to  her  home, 
where  she  died  three  weeks  later.  Permission  for 
autopsy  was  not  granted. 

Discussion 

Incidence  of  Paget’s  Disease. — That  Paget’s 
disease  is  not  a rarity  may  be  judged  from  the 
fact  that  146  cases  have  been  discovered  (among 
94,962  patients)  in  the  Department  of  Roent- 
genology of  the  Albany  Hospital  during  the 


past  ten  years.  This  represents  an  incidence  of 
1:650.  While  these  figures  are  somewhat  higher 
than  those  of  certain  observers  (Bird,2  1:3,000; 
Hurwitz,3  1:10,000),  they  nevertheless  attest 
the  general  frequency  with  which  this  malady 
may  be  encountered. 

Occurrence  of  Malignant  Degeneration. — In  his 
original  description  of  the  disease  which  bears 
his  name,  Paget4  recorded  an  instance  of  sarcoma 
arising  from  osteitis  deformans  of  the  radius. 
Numerous  subsequent  reports  have  shown  that 
this  dreadful  complication  is  to  be  expected  in  a 
small  percentage  of  cases.  Packard,  Steele,  and 
Kirkbridge5  found  5 instances  of  sarcoma  among 
67  cases,  an  incidence  of  7.5  per  cent.  An  ex- 
ample of  multiple  sarcoma  formation  was  that 
recorded  by  Gruner,  Scrimger,  and  Foster.6 
Bird2  added  9 verified  cases,  an  incidence  in  his 
series  of  about  10  per  cent,  while  Ochsner  and 
Gage7  and  Breslich8  added  one  each. 

After  studying  the  files  of  the  Bone  Tumor 
Registry,  Codman9  stated:  “Apparently  bone 
sarcoma  does  not  arise  in  the  unhealthy  after 
50  except  in  cases  of  Paget’s  disease.  If  the 
patient  was  in  poor  health  at  the  time  of  onset,  the 
probabilities  favor  the  tumor  being  inflammatory 
— tuberculosis,  syphilis,  osteitis,  etc.  With  the 
exception  of  cases  which  also  have  Paget’s 
disease,  12  in  number,  we  have  no  instance  of 
osteogenic  sarcoma  in  a patient  over  50.  Paget’s 
disease  rarely  occurs  before  50.  As  recently 
computed  by  Bird  and  Sosman,  the  incidence  of 
osteogenic  sarcoma  in  Paget’s  disease  is  12  to  14 
per  cent  (personal  communication).” 
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Fig.  8.  Case  3.  A.  and  B.  Anteroposterior  and  lateral  roentgenograms  of  dorsal  spine  showing  in- 
creased density  in  the  bodies  of  the  fifth,  sixth,  and  seventh  vertebrae  with  partial  collapse  of  the  sixth.  The 
intervertebral  spaces  in  this  region  appear  narrow.  The  diagnosis  of  sarcoma  cannot  be  positively  made 
but  was  suggested  by  the  appearance  of  the  vertebrae  and  the  subsequent  clinical  course. 


The  experience  of  Coley  and  Sharp10  was 
similar.  They  also  drew  attention  to  the  fact 
that  these  tumors  are  resistant  to  radiation, 
and  that  of  their  20  patients  none  had  survived 
five  years. 

Compression  of  the  Spinal  Cord  in  Paget’s 
Disease. — Several  instances  of  transverse  myelitis 
of  varying  degrees  have  been  reported.  Many 
of  these  were  associated  with  kyphosis  and  verte- 
bral body  collapse,  others  with  marked  local 
narrowing  of  the  spinal  canal  by  thickened  bone, 
with  little  disturbance  of  its  normal  curvature. 
On  the  other  hand,  a careful  search  of  the  litera- 
ture has  revealed  but  3 cases11-12-13  with  sarcoma 
of  the  vertebrae.  In  each  there  were  malignant 
tumors  in  other  bones,  so  that  it  was  difficult  to 
determine  which  was  the  primary  growth. 

Diagnosis. — The  clinical  pictures  presented 
by  our  3 patients  had  certain  common  features. 
All  complained  of  increasingly  severe  backache, 
evidence  of  compression  of  either  the  spinal  cord 
or  of  the  cauda  equina,  and  of  radiating  pains 
corresponding  to  more  than  one  spinal  nerve. 
All  were  over  50  and  all  showed  definite  clinical 
and  roentgenologic  evidence  of  osteitis  defor- 
mans. Essentially  the  picture  was  that  of  an 
extradural  malignant  tumor  in  a patient  who  was 
found  to  be  suffering  with  Paget's  disease. 

Treatment. — Neither  the  prevention  nor  the 
cure  of  Paget's  disease  is  known;  by  the  same 


token  osteogenic  sarcoma,  which  sometimes 
arises  from  it,  cannot  be  prevented,  and  when  it 
does  occur,  little  can  be  done  toward  effecting 
a cure.  In  long  bones,  amputation  offers  slight 
hope,  while  in  the  skull  a wide  excision  is  oc- 
casionally possible.  In  the  spine,  resection  is 
obviously  out  of  the  question.  These  tumors 
are  notoriously  resistant  to  radiation,  as  has 
been  previously  pointed  out. 


Fig.  9.  Case  3.  Anteroposterior  roentgeno- 
gram of  pelvis  showing  changes  typical  of  Paget’s 
disease  in  the  left  ilium,  ischium,  and  pubic  rami. 
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Laminectomy  may,  in  certain  instances,  be 
worth  while.  Decompression  of  the  cord  can 
thus  be  effected,  and  at  the  same  time  one  may 
further  relieve  pain  by  dividing  any  posterior 
roots  which  are  already  encroached  upon  by  the 
tumor  or  seem  likely  to  be  encroached  upon 
later.  Although  our  small  experience  does  not 
bear  it  out,  it  would  appear  from  the  case  reports 
in  the  literature  that  cord  compression  in  Paget's 
disease  is  usually  not  due  to  malignant  degenera- 
tion. This  is  all  the  more  reason  for  advising 
operation,  since  a prolonged  or  permanent  benefit 
might  be  expected  under  such  circumstances. 
This,  indeed,  has  been  the  experience  of  Schwarz 
and  Reback14  and  others.15 

Before  recommending  surgical  intervention 
in  any  particular  case,  it  is  well  to  bear  in  mind 
that  these  patients  are  not  the  best  of  operative 
risks.  Osteitis  deformans  is  frequently  asso- 
ciated with  a marked  degree  of  arteriosclerosis. 
Furthermore,  the  affected  bones  are  quite  vascu- 
lar, and  bleeding  may  prove  troublesome,  whether 
or  not  malignancy  coexists.  In  Case  2,  a trans- 
fusion of  whole  blood  was  necessary  at  the  close 
of  the  operation. 

Summary  and  Conclusion 

Sarcoma  may  arise  from  the  vertebrae  as  well 
as  from  any  other  bone  affected  with  osteitis 
deformans.  Compression  of  the  spinal  cord  and 
nerves  follows  quickly.  Three  such  cases  (one 
unconfirmed)  are  recorded.  The  first  was  a 
chondrosarcoma,  the  other  an  osteogenic  sar- 
coma. These  tumors,  both  in  our  experience 
and  in  that  of  others,  are  highly  malignant. 
Radiation  offers  little  or  nothing,  while  resection 
is  obviously  out  of  the  question.  Actually, 
however,  we  have  found  no  record  of  a five-year 
cure  following  excision  even  when  the  tumor 
occurred  in  the  skull  or  long  bones. 

The  spinal  cord  may  be  compressed  by  the 
buckling  of  vertebrae  softened  by  osteitis  de- 
formans, unassociated  with  malignant  degenera- 
tion. Hence  laminectomy  is  often  indicated, 
particularly  if  there  be  any  doubt  regarding  the 
diagnosis.  Under  such  circumstances,  very  satis- 
factory relief  of  symptoms  has  been  known  to 
result.  If,  on  the  other  hand,  a sarcoma  is  dis- 
covered, some  temporary  benefit  may  result  from 
decompression  and  from  division  of  the  involved 
posterior  nerve  roots.  The  prognosis  in  sar- 


coma of  any  bone  secondary  to  Paget's  disease 
is  very  poor. 
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Discussion 

Dr.  Jefferson  Browder,  Brooklyn — Drs.  Campbell 
and  Whitfield  have  called  attention  to  a rather  un- 
common lesion  which  may  encroach  upon  the 
vertebral  canal  and  eventually  implicate  the  spinal 
nerves  and  spinal  cord.  It  is  to  be  recalled  that 
Paget's  disease  may  produce  bone  changes  that 
result  in  spinal  cord  compression  without  there 
being  a demonstrable  neoplastic  process.  In  addi- 
tion, fractures  of  the  softened  vertebrae  occur  which 
also  have  been  the  causative  agent  in  spinal  cord 
dysfunction.  My  own  experience  with  Paget's 
disease  implicating  the  spinal  cord  is  limited  to  4 
cases.  Three  of  these  showed  evidence  on  roentgen 
ray  examination  of  vertebral  body  collapse  resulting 
from  pathologic  fractures,  whereas  in  the  fourth 
instance  the  pedicles  and  laminae  were  sufficiently 
enlarged  to  compress  the  spinal  cord.  Under  these 
circumstances  the  problem  is  rather  simple  from  a 
therapeutic  point  of  view — namely,  wide  unroofing 
of  the  spinal  intradural  structures.  A rather  in- 
teresting feature  of  this  lesion  is  the  marked  vascu- 
larity of  the  disease  and  bone  encountered  at  opera- 
tion. The  tumefaction  produced  by  a sarcoma 
arising  from  Paget’s  disease  of  the  vertebrae  prob- 
ably presents  a rather  difficult  situation  surgically. 
Although  I have  had  no  such  cases,  it  seems  that 
the  best  one  could  expect  would  be  temporary 
improvement  following  partial  removal  of  the  mass. 
Drs.  Campbell  and  Whitfield  are  to  be  congratu- 
lated on  their  management  of  the  patients  in  this 
group. 


SCHOOLS  TEACH  FIRST  AID 
During  the  present  school  term,  all  seniors  in  the 
New  York  City  high  schools  and  vocational  schools 
are  receiving  Red  Cross  first  aid  instruction  as  a 


substitute  for  the  usual  fourth-year  hygiene  course. 
This  step  was  taken  as  a war  measure  so  that  every 
family  may  have  first  aid  training. 


MEDICOLEGAL  ASPECTS  OF  TRAUMA  AND  MALIGNANT 
TESTIS  TUMORS 

Judson  B.  Gilbert,  M.D.,  F.A.C.S.,  Schenectady,  New  York 


THE  eternal  lure  of  a single  cause  and  a single 
cure  for  tumors  has  intensified  the  belief 
in  “traumatic”  cancer.  Such  fallacy  has  been 
perpetuated  by  wishful  thinking  on  the  part  of 
the  layman,  the  medical,  and  the  legal  professions. 
In  a disease  such  as  testis  cancer,  where  an  ex- 
posed organ  is  subject  to  frequent  injury,  and 
which  normally  accounts  for  approximately  1 
per  cent  of  malignant  disease,  the  incidence  would 
be  immensely  increased  if  trauma  were  a causa- 
tive factor. 

In  general,  much  more  sound  opinion  has  been 
given  by  medical  experts  than  by  legal  minds. 
However,  an  obvious  lack  of  accurate  observation 
and  diagnosis  by  the  first  physician  consulted 
is  noted  in  the  entire  study  of  cancer  of  the 
testis. 

The  pitfalls  in  general  diagnosis,1  and  in 
small  tumors  in  particular,2  have  been  discussed 
previously  in  detail.  It  is  enlightening  that  in 
150  small  testis  tumors,  59  were  diagnosed  as 
benign  scrotal  lesions,  and  only  32  of  these  were 
suspected  to  be  tumors.  The  majority  had 
already  metastasized  into  the  abdomen,  thorax, 
or  neck.  If  these  difficulties  are  found  in  cases 
not  involving  litigation,  how  much  more  difficult 
is  the  problem  when  real  or  alleged  trauma  is 
involved.  Until  the  early  handling  of  these 
cases  improves  in  general,  little  progress  will  be 
made  in  proper  diagnosis,  adequate  treatment, 
or  the  equitable  settlement  of  claims. 

Baring’s  excellent  monograph,3  written  in 
1833,  is  a discussion  of  this  relationship  with  a 
viewpoint  that  is  almost  modern.  On  the 
whole,  he  concluded  that  an  uncritical  attitude 
existed  toward  such  injuries,  and  he  did  not  be- 
lieve in  the  direct  relationship  between  injury 
and  trauma.  He  emphasized  that  “unconscious” 
trauma  was  frequent  and  not  usually  called  to 
the  physician’s  attention. 

In  a classic  paper  concerning  the  modern  at- 
titude toward  traumatic  cancer,  Ewing4  laid 
down  sound  rules  for  the  investigation  of  these 
cases.  Both  Ewing  and  Knox5  reviewed  the 
literature  critically  and  came  to  the  general  con- 
clusion that  much  early  writing  was  based  neither 
on  adequate  medical  observation  nor  on  sound 
legal  opinion,  many  reports  being  merely  a 
“collection  of  anecdotes!” 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York,  New  York  City,  April  29,  1942. 

■ ThiB  paper  is  No.  7 in  a series  of  ‘‘Studies  in  Malignant 
Testis  Tumors." 


The  standard  medicolegal  criteria  cannot  be 
too  often  repeated.  They  are:  (1)  authenticity 
and  adequacy  of  the  trauma,  (2)  previous  in- 
tegrity of  the  wounded  part  (traumas  reveal 
more  malignant  tumors  than  they  cause),  (3) 
origin  of  tumor  at  the  exact  point  of  injury, 
(4)  reasonable  time  limit  between  injury  and 
appearance  of  the  tumor — the  continuity  of 
symptoms,  and  (5)  positive  diagnosis  of  presence 
and  nature  of  tumor. 

Histories  covering  the  related  sequence  of 
events,  with  definite  time  intervals,  are  ex- 
tremely rare  in  the  entire  cancer  literature,  and 
no  less  so  in  testis  tumors.  Several  patients 
with  widespread  metastases  have  been  examined 
by  Dean,6  claiming  damages  because  of  testicular 
injuries  received  within  the  preceding  three  or 
four  weeks.  Obviously  the  primary  tumors 
were  present  before  the  injury  occurred. 

From  1880  to  1939,  inclusive,  331  authors 
reported  649  individual  cases  of  alleged  trauma 
preceding  tumor  development.  No  collective 
reviews  are  included.  Of  this  total  only  15, 
or  2.4  per  cent,  were  reported  as  true  hematomas 
or  hematoceles  associated  with  tumors.  The 
most  obvious  mistake  is  usually  the  omission  of  a 
competent  examination  prior  to  employment  or 
war  service,  or  in  the  course  of  insurance  examina- 
tions, in  which  the  scrotum  is  carefully  palpated 
and  definitely  noted  to  be  normal.  Such  ex- 
aminations are  extremely  rare. 

The  histories  of  tumors  developing  during  or 
after  war  service  appear  to  be  the  only  records 
available  for  such  study.  A reasonable  assump- 
tion can  be  made  that  these  men  were  apparently 
found  healthy  during  induction  examinations. 

Through  the  courtesy  of  Colonel  Ash,7  Curator 
of  the  Army  Medical  Museum,  a survey  of  all 
the  testis  tumor  material  was  made  prior  to 
August,  1940.  A small  number  of  these  cases 
may  be  unrelated  to  active  army  service.  From 
a total  of  142  cases,  25  histories  contained  refer- 
ences to  alleged  trauma,  giving  an  incidence  of 
17  per  cent.  In  two  of  these  cases,  Nos.  21  and 
25,  the  alleged  injuries  were  probably  sustained 
to  enlarged  testes — in  other  words,  to  previously 
existing,  symptomless  tumors. 

The  clinical  diagnoses  in  this  series  of  25  cases 
were:  probable  tumor,  13;  orchitis  and  hydro- 
cele, 3 each;  kidney  tumor  (due  to  metastases), 
2;  epididymitis,  gumma,  benign  tumor,  and 
appendicitis,  1 each. 

In  the  examination  of  21  tumors  developing 
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TABLE  1. — 25  Cases  from  the  Army  Medical  Museum,  2 with  Pre-Existing  Tumors 


Army  Mus. 

Duration 

in 

No. 

Age 

Side 

Months 

Trauma 

Diagnosis 

Pathology  Result 

1. 

27080 

39 

R 

24 

Saddle 

Tumor  (?) 

Embryonal 

carci-  

2. 

27873 

30 

R 

18 

Appendicitis 

noma 

Teratoma 

Died;  . 

months 

Laparotoi 

7 

3. 

29618 

30 

R 

3 

Painful,  1 week 

Orchitis 

Teratoma 

ny 

4. 

29680 

34 

R 

? 

Fall  from  horse 

Hydrocele 

Teratoma 

5. 

29773 

19 

Bilateral 

? 

Questionable 

Tumor  (?) 

LvmDhosareoma 

6. 

30596 

25 

L 

? 

Kicked  by  horse 

Kidney 
tumor  (?) 
Hydrocele 

Teratoma 

Died 

7. 

30882 

32 

Bilateral 

? 

Injury,  1913 

Embryonal 

carci-  Died 

8. 

31034 

30 

R 

72 

Injuries,  1919,  1920 

Orchitis 

noma 

Embryonal 

carci-  

9. 

31213 

39 

R 

11 

Injury  (?),  1938 

Epididymitis 

noma 

Teratoma 

Died;  18 

10. 

34038 

36 

R 

? 

Fall,  aged  10;  denuded 

Embryonal 

Embryonal 

montns 
carci-  Died; 

13 

11. 

34877 

39 

R 

scrotum 

carcinoma 

noma 

months 

12 

Tumor  (?) 

Embryonal 

carci-  Died; 

4 

12. 

37426 

33 

R 

1 

Painful 

Hydrocele 

noma 

Embryonal 

years 

carci-  

noma 

13. 

39540 

38 

R 

? 

Pain;  swelling,  2 weeks 

Tumor  (?) 

Malignant 

Died;  2'/i 

14. 

41938 

26 

L 

1 

Volley  ball 

Tumor  (?) 

Teratoma 

years 

15. 

43481 

43 

L 

? 

Tumor  (?) 

Embryonal 

carci-  Died 

16. 

44319 

19 

L 

? 

Strain,  lifting 

Tumor  (?) 

noma 

Embryonal 

carci-  

17. 

46520 

42 

L 

? 

Airplane;  painful 

Benign  (?) 

noma 

Embryonal 

carci-  Died; 

16 

18. 

47148 

noma 

months 

18 

R 

? 

Painful;  3 weeks 

Kidney 

Chorioepithelioma  Died 

52915 

R 

tumor 

19. 

21 

12 

Tumor  (?) 

Teratoma 

Died; 

months 

Died; 

9 

20. 

61011 

39 

L 

? 

Fall 

Gumma 

Teratoma 

3 

*21. 

61174 

27 

L 

12 

Orchitis 

years 

Chorioepithelioma  Died 

22. 

62193 

28 

R 

3 

Slight 

Tumor  (?) 

Malignant 

Alive; 

months 

Alive; 

7 

23. 

64485 

23 

R 

? 

Saddle 

Tumor  (?) 

Teratoma 

6 

months 

24. 

65111 

23 

R 

? 

Football;  1 year 

Tumor  (?) 

Teratoma 

Died; 

18 

months 

*25. 

65621 

23 

L 

? 

Football 

Tumor  (?) 

Unicellular 

(adre-  

nal?) 


* Two  cases  of  injury  to  pre-existing  tumor. 


incidental  to  army  and  war  injuries,  it  was  found 
that  the  diagnosis  of  tumor  was  made  after 
slight  delay.  Hematoceles  were  diagnosed  by 
Lucarelli  (1933)  and  Wuethrich  (1936).  Two 
were  treated  as  hernia  by  Edel  (1931)  and  Hein- 
ecke  (1935).  Pfeiffer  (1926)  diagnosed  tubercu- 
losis, and  Ullrichs  (1929),  atrophy. 

Compensation  awards  were  made  in  the  cases 
of  Chimisso  (1922)  in  the  Italian  army,  and 
Ullrichs  (1929),  and  Wuethrich  (1936)  in  the 
German  army.  In  the  other  cases,  while  no 
decision  was  stated,  the  inference  is  probable  that 
such  awards  were  made,  since  only  Edel’s  patient 
was  denied  compensation.  On  careful  question- 
ing, Dean  completely  exposed  the  lack  of  alleged 
trauma  directly  to  the  scrotum  in  two  patients 
who  claimed  compensation  after  World  War  I. 
In  one  a rifle  butt  had  struck  the  inner  aspect 
of  the  thigh,  while  the  other  had  been  kicked 
on  the  buttock  by  a mule. 

Finney,  in  a study  of  cancer  in  the  United 
States  Army  between  1917  and  1919,  found  re- 
ports of  9 cases,  but  gave  no  detailed  information. 
Six  of  the  21  war  reports  specifically  stated  in- 
juries from  bayonet  wounds,  bullets,  or  shells. 
The  remaining  15  cases  were  related  to  general 


injuries  which  could  occur  in  strenuous  civil 
activity. 

Differential  Diagnosis 

The  incidence  of  benign  intrascrotal  lesions 
other  than  tumors  is  high.  The  more  common 
are: 

(a)  Epididymitis.  The  chronic  enlargement 
of  the  epididymis,  without  pain,  will  usually  be 
due  to  tuberculosis,  residual  gonorrheal,  or  non- 
specific infection.  The  true  tumors  of  this 
organ  are  almost  invariably  misdiagnosed  as 
tuberculosis.  As  there  is  nothing  definitely 
characteristic  about  these  firm,  irregular  en- 
largements, open  exploration  and  epididymec- 
tomy  are  indicated.  Beading  or  induration  of 
the  vas  is  often  present,  and  infections  of  the 
prostate  and  seminal  vesicles  are  usually  as- 
sociated with  chronic  epididymitis.  A most 
unusual  combination  of  diseases  that  would  tax 
the  ability  of  the  best  diagnostician  was  reported 
by  Wesson8  in  Case  23.  A 39-year-old  patient, 
who  had  had  gonorrhea  and  syphilis  at  the  age  of 
25,  suffered  an  alleged  injury  while  riding  horse- 
back. A left  epididymitis,  prostatitis,  and 
seminal  vesiculitis,  together  with  an  enlarged 
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TABLE  2. — War  Injuries  in  21  Cases  with  Proved  Testis  Cancer 


Author 

Year 

Age 

Side 

Duration 
in  Months 

Trauma  Type 

Pathology 

Prussian  Army  1. 

1899 

27 

R 

5 

Blow 

Round  cell  sarcoma 

2. 

1899 

21 

R 

2 

Squeeze 

Malignant 

3. 

1899 

20 

L 

7 

Kick  (horse) 

Sarcoma 

4. 

1903 

30 

R 

6 

Squeeze 

Sarcoma 

5. 

1906 

22 

R 

D/j 

Squeeze 

Sarcoma 

Finney  (U.S.A.) 
Chimisso  (Italian) 

1921 

1922 

23 

R 

(discussed  9 
12 

cases  without  detail) 
Shell 

Malignant 

Schaanning,  No.  32  (Scandinavian) 
We  inert  (German) 

1922 

34 

L 

2 

Bayonet 

Chorio 

1922 

25 

R 

6 

Injury 

Malignant 

Gioja,  No.  10  (Italian) 
Villata  (Italian) 

1923 

26 

L 

I1/! 

Injury 

Seminoma 

1925 

24 

L 

2 

Injury 

Sarcoma 

Pfeiffer,  No.  1 (U.S.A.) 

1926 

28 

R 

3? 

Shrapnel 

Teratoma 

Berger  (French) 

1929 

46 

24 

Injury 

Seminoma 

Ullrichs  (German) 

1929 

27 

R 

24 

Bullet 

Seminoma 

Romiti  No.  1 (Italian) 

1930 

30 

L 

36 

Fall 

Malignant 

Edel  No.  25  (German) 

1931 

37 

R 

36 

Injury 

Round  cell  sarcoma 

Adelberger  (German) 

1932 

20 

L 

120 

Bullet 

Teratoma 

Lucarelli,  No.  1 (Italian) 

1933 

20 

R 

3 

Fall  (horse) 

Teratoma 

Giordano  No.  13  (Italian) 

1935 

39 

Bilateral 

12  + 24 

Injury 

Seminoma 

Heinecke  (German) 

1935 

19 

R 

24 

Squeeze 

Seminoma 

Wuethrich,  No.  2 (German) 

1936 

25 

R 

2 

Squeeze 

Adenocarcinoma 

Gordon-Taylor  and  Till  (English) 

1938 

Bilateral 

4 

Bomb 

Seminoma 

testis  (7  by  7 hy  10  cm.),  were  present.  Right 
orchidectomy  revealed  a seminoma  of  the  testis. 

(b)  Hematocele  may  occur  spontaneously. 
When  it  does,  acute  pain  is  the  rule,  and  the 
correct  diagnosis  can  usually  be  made.  Hemato- 
cele also  frequently  follows  the  tapping  of  hydro- 
cele. If  there  is  trauma,  then  the  underlying 
condition  is  often  confused  with  a pre-existing 
tumor.  There  is  discoloration  of  the  scrotal 
skin,  and  the  organ  is  heavy  and  solid  in  con- 
sistency. After  active  bleeding  stops,  the  pain 
generally  subsides.  Prompt  open  operation  is 
indicated,  which  both  establishes  the  diagnosis 
and  permits  the  ligation  of  vessels  and  evacua- 
tion of  the  blood  clot. 

Three  authors  give  interesting  histories  of 
spontaneous  hematocele  followed  by  or  coincident 
with  tumor  development.  These  two  conditions 
can  coexist,  indicating  the  care  necessary  in 
careful  differential  diagnosis. 

Guibe  (1908,  No.  2):  A 25-year-old  patient 
was  operated  upon  for  a painful  hematocele 
five  months  prior  to  the  removal  of  a seminoma 
of  the  right  testicle.  Two  months  later  a local 
recurrence  was  removed  and  the  left  testis, 
which  contained  a “nodule,”  was  transposed  to 
the  right  scrotum. 

Fayol  (1912,  No.  2):  A 35-year-old  patient 
suffered  pain  in  the  right  scrotum  for  three 
days.  Hematocele  was  diagnosed,  together 
with  a bilateral  inguinal  hernia.  Orchidectomy 
revealed  a myxosarcoma  (teratoma?). 

Contini  (1985):  A 46-year-old  patient  had 
a left  varicocele  removed  when  he  was  21 
years  old.  Twenty-five  years  later  the  right 
testis  became  enlarged  for  a period  of  four 
months,  when  a seminoma  associated  with 
hematocele  was  removed. 


A severely  traumatized  testicle  was  im- 
mediately removed  by  Dean,6  under  the  probable 
diagnosis  of  hematocele.  Careful  study  of  the 
center  of  the  mass  showed  the  presence  of  early 
cancer. 

The  particularly  scanty  literature  on  hemato- 
cele since  1900  is  noteworthy.  Only  43  references 
exist  in  the  English  periodical  literature  from 
1799,  and  since  the  usual  textbook  description 
is  very  brief,  the  end-result  studies  of  such  cases 
are  practically  nil.  Considering  the  great  danger 
of  malignant  tumors  and  the  common  complaint 
of  scrotal  injuries  to  compensation  courts,  this 
lack  of  knowledge  of  the  natural  history  of 
hematocele  is  a serious  defect  in  the  accurate 
judgment  of  these  injuries. 

A study  of  235  malignant  intrascrotal  but 
extratesticular  tumors  showed  that  in  41  tumors 
of  the  tunica  vaginalis,  the  trauma  incidence  was 
14.5  per  cent;  in  90  tumors  of  the  epididymis, 
the  incidence  was  16.5  per  cent,  and  also  16.5 
per  cent  in  104  tumors  of  the  spermatic  cord. 
It  is  interesting  that  this  incidence  of  15  per  cent 
is  about  the  same  as  in  the  testis  tumors  proper. 

The  sufficiency  of  the  trauma  cannot  be 
doubted  in  cases  where  traumatic  displacement 
or  forcible  luxation  of  the  testis  has  been  de- 
scribed. Twenty  such  reports  are  given  in 
reasonable  detail.  A remarkably  long  average 
interval  of  seventeen  years  elapsed  between  this 
violent  trauma  and  recognized  tumor  develop- 
ment as  stated  by  the  patient.  The  shortest 
interval,  of  2.5  years,  occurred  in  the  teratoid 
group,  while  in  the  unicellular  tumors  the  average 
interval  was  20.5  years.  The  admitted  pre- 
operative duration  was  seventeen  months.  Vio- 
lence of  the  trauma  is  indicated  by  the  fact  that 
12  were  displaced  into  the  abdomen,  while  the 
remaining  8 were  transposed  into  the  inguinum. 
The  great  Thomas  Huxley  had  a similar  situation 
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TABLE  3. — Trauma  with  Hematoma,  Hematocele,  and  Coincident  Cancer 


Author  and  Year 

Age 

Side 

1. 

Rovsing  (1896,  No.  1) 

31 

R 

2. 

Hamonic  (1899) 

47 

L 

3. 

Grassl  (1900,  No.  2) 

24 

R 

4. 

Woolfenden  (1911) 

23 

L 

5. 

Schaanning  (1922,  No.  2) 

58 

L 

6. 

Ibid.,  (No.  11) 

59 

L 

7. 

Amster  (1925) 

49 

L 

8. 

Dew  (1926,  No.  9) 

28 

R 

9. 

Leroux,  et  al.  (1930) 

33 

L 

10. 

Breitkopf  (1931) 

40 

R 

11. 

Venable  and  Flint  (1931) 

60 

Bilateral 

12. 

Lucarelli  (1933,  No.  1) 

20 

R 

13. 

Rosa  and  Carpinelli  (1933) 

26 

R 

14. 

Wuethrich  (1936,  No.  1) 

27 

R 

15. 

Deitermann  (1937,  No.  18) 

40 

R 

16. 

Grevillius  (1937,  D-24) 

25 

R 

Trauma 

Bicycle 

Fall 

Falling  log 

Fall 

Fall 

Crowbar 

Blow 

Hammer 

Fall 

Bicycle 

Horseback 

Horseback 

Blow 

Squeeze 

Kick 

Bicycle 


Duration  in 
Months 
4 
7 
1 
1 
9 
3 
3 
1 

Years 
DA 
R-6  1 
L-lJ 
3 
9 
1 

6 

Y ears 


Pathology 
Round  cell  sarcoma 
Medullary  carcinoma 
Sarcoma 
Teratoma 
Sarcoma 
Seminoma 
Carcinoma 
Teratoma 
Teratoma 
Adenocarcinoma 
Adenocarcinoma 

Teratoma 

Teratoma 

Seminoma  (large  cell 
carcinoma) 
Seminoma 
Teratoma 


in  mind  when  he  said,  “The  greatest  tragedy 
of  science— the  slaying  of  a beautiful  hypothesis 
by  an  ugly  fact.” 

These  unusually  long  intervals,  especially  in 
the  unicellular  group,  would  indicate  the  general 
unimportance  of  injuries  as  direct  predisposing 
causes  of  cancer  development.  In  another  series 
of  20  cases  where  the  testis  was  surgically  re- 
placed into  the  abdomen,  when  scrotal  fixation 
was  impossible,  or  during  hernia  operations,  the 
average  time  interval  between  displacement  and 
recognition  of  the  tumor  was  eleven  years. 

Congenital  displacement  or  inguinal  ectopy 
shows  a significantly  higher  percentage  of  alleged 
traumatic  injuries.  Compared  with  the  average 
trauma  incidence  in  scrotal  tumors,  of  15  per 
cent,  the  incidence  was  as  follows:  259  unicellular 
tumors,  17  per  cent;  56  teratoid  tumors,  38 
per  cent,  and  32  cases  diagnosed  merely  as  ma- 
lignant tumors,  27  per  cent. 

Under  present  compensation  law  procedure, 
it  is  most  difficult  to  obtain  an  unbiased  opinion 
from  the  injured  workmen  or  from  the  family 
doctor,  both  of  whom  are  well  aware  of  the 
medicolegal-financial  possibilities.  Wesson9  has 
aptly  stated  that  trauma  is  an  eagerly  remem- 
bered coincidence,  and  its  relationship  has  been 
accepted  through  politeness. 

Fifteen  cases  could  be  found  in  over  5,500 
individual  reports  where  testes  were  known  to 
be  enlarged  prior  to  injury.  The  interval  varied 
from  a few  months  to  many  years.  The  injuries 
in  these  cases  merely  brought  the  patient  to 
medical  examination  and  corroborated  Ewing’s 
opinion  that  trauma  discloses  more  tumors  than 
it  produces. 

Increased  enlargement  of  the  testis  following 
injury  was  definitely  stated  in  the  cases  of 
Army  Medical  Museum  No.  61174  by  Lefort, 
Villar,  Edel,  and  Deitermann.  The  comparison 
of  such  cases  with  those  without  injuries  is  not 
possible,  as  nontraumatized  organs  often  take 
on  an  unexplained  rapid  growth. 


Through  the  courtesy  of  Dr.  C.  W.  Woodall,10 
the  report  of  an  interesting  problem  in  diagnosis 
and  jurisprudence  is  cited : 

Case  Reports 

F.  L.,  a 34-year-old  patient,  was  first  examined 
by  another  surgeon  in  June,  1936.  He  admitted 
having  had  some  discomfort  in  the  left  testicle 
three  months  prior  to  an  automobile  accident  on 
May  3,  1936,  but  the  testis  did  not  become  enlarged 
until  after  the  accident.  The  day  following  the 
accident  he  was  examined  by  his  family  doctor  for 
possible  hernia,  and  no  enlargement  of  the  testis 
was  noted.  Within  six  weeks  a solid,  hard,  opaque, 
painless  mass  “the  size  of  a small  orange”  had  re- 
placed the  left  testis.  A left  orchidectomy,  per- 
formed on  June  17,  1936,  revealed  an  embryonal 
carcinoma  9 cm.  in  diameter.  The  patient  received 
8 roentgen  ray  treatments  in  eighteen  days,  for  a 
total  of  about  3,619  roentgens,  but  nevertheless  he 
developed  metastases  in  the  left  cervical  region  and 
retroperitoneal  space,  and  died  on  January  8,  1937. 

As  the  result  of  the  automobile  accident  and 
alleged  trauma  to  the  scrotum,  the  case  came  to 
court.  Negligence  was  ruled  and  no  compensa- 
tion was  allowed.  Diverse  testimony  was  given, 
both  that  the  tumor  was  caused  by  the  accident 
and  that  injury  aggravated  a pre-existing  tumor. 
Since  immediate  examination  following  the  al- 
leged injury  showed  no  evidence  of  recent  scrotal 
trauma,  the  testimony  was  entirely  against  the 
evidence  that  trauma  caused  the  tumor  growth. 
The  fact  that  a general  practitioner,  examining 
this  patient  shortly  after  the  accident,  failed 
to  note  the  enlarged  testicle,  is  noteworthy, 
especially  since  the  patient  admitted  to  the 
surgeon  enlargement  of  the  testis  for  three  months 
prior  to  the  alleged  accident. 

A large  industry  in  Schenectady  has  been  con- 
fronted only  twice  in  the  last  ten  years  with  the 
problem  of  testis  tumors  developing  in  employees. 
The  record  of  one  is  referred  to  here  in  abstract 
and  discloses  the  usual  dilemma  on  the  part  of 
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TABLE  4. — Intervals  from  Onset  of  Pre-Existing  Tumor  to  Alleged  Trauma 


Author 

Year 

Age 

Side 

Previous 
Interval 
in  Months 

Trauma — 
Interval 

Trauma — Type 

Pathology 

1. 

Army  Medical  Museum,  No.  61174 

27 

L 

12 

6 

? 

Chorioepithelioma 

2. 

Army  Medical  Museum,  No.  65621 

23 

L 

Testis  enlarged  previous  to  football  acci- 

Unicellular  (ad- 

3. 

Lefort 

1866 

21 

R 

dent 

15 

3 

? 

renal?) 

Cystic 

4. 

Marsh 

1887 

25 

L 

Always  larger 

31/2 

? 

Sarcoma 

5. 

Villar 

1902 

48 

L 

36 

2 

? 

Epithelioma 

6. 

Howard 

1907 

37 

? 

30  years 

Short 

? 

Malignant 

7. 

St.  Thomas  Hosp.  Rep.  No.  26 

1912 

25 

R 

4 

1 week 

? 

Round  cell  sarcoma 

8. 

Kraus,  No.  2 

1914 

57 

R 

8 

1 week 

Painful 

Sarcoma 

9. 

Edel,  No.  23 

1931 

20 

L 

Always  larger 

6 

Squeeze  (bi- 
cycle) 

Kick 

Cystic 

10. 

Granatowicz,  No.  10 

1933 

43 

L 

Prior 

15 

Seminoma 

11. 

Fortner  and  Owen,  No.  2 

1935 

40 

L 

5 

4 

Fall 

Chorioepithelioma 

12. 

Wuethrich,  No.  1 

1936 

27 

R 

1 

l week 

Squeeze  pro- 
duced 
hematocele 
Contusion 

Seminoma 

13. 

Deitermann,  No.  16 

1937 

32 

L 

9 

Followed 

Seminoma 

14. 

Mecray  and  Frazier 

1937 

29 

R 

21 

2 weeks 

9 

Teratoma 

15. 

Fawcett,  No.  4 

1938 

37 

R 

48 

36 

Repeated 

Embryonal 

the  patient,  who  believed  that  a fall  and  injury 
to  the  right  knee  was  associated  with  a large 
tumor,  evidently  of  long  standing,  in  the  right 
testis.  No  evidence  of  recent  scrotal  injury 
was  determined.  As  Wesson8  has  already  ably 
pointed  out,  the  scrotal  lesions  commonly  ob- 
served are  usually  epididymitis,  secondary  to 
infections  of  the  prostate  and  seminal  vesicles 
or  distant  foci. 

T.  D.,  a 57-year-old  Italian  laborer,  received  an 
alleged  injury  to  his  right  leg,  when  a piece  of 
falling  steel  broke  a plank  on  which  he  was  standing, 
in  November,  1941,  a few  days  prior  to  urologic 
examination.  The  day  after  the  accident  examina- 
tion disclosed  no  obvious  injury  to  the  knee,  but 
an  irregularly  enlarged,  slightly  tender,  right 
epididymis  was  found,  and  a suspensory  was  recom- 
mended. Tenderness  persisted,  and  the  growth 
increased  slightly  in  size  until  February,  when  a 
diagnosis  of  probable  tumor  was  made.  Orchidec- 
tomy  revealed  an  irregular  mass,  mainly  in  the 
epididymal  region,  measuring  4 by  5 by  8.5  cm., 
and  proving  to  be  embryonal  carcinoma  with 
lymphoid  stroma.  Aschheim-Zondek  reactions 
after  operation  were  negative,  and  prophylactic 
irradiation  was  instituted. 

A review  of  21  medicolegal  records  from  the 
personal  files  of  Dr.  Ewing11  showed  the  appall- 
ingly high  incidence  of  25  per  cent  of  mis- 
diagnoses, and  two  cases  proved  not  to  be  tumors 
at  all,  but  gumma  and  hematocele  instead. 

Of  19  cases,  the  following  diseases  were 
originally  diagnosed:  probable  tumor,  5;  orch- 
itis, 3;  hematocele  and  hydrocele,  2 each; 
torsion,  hernia,  lumbago,  appendicitis,  and 
abdominal  tumor,  1 each.  No  clinical  diagnosis 
was  recorded  in  2 other  cases.  The  original 
diagnosis  was  correct  in  only  25  per  cent  of  the 
cases  in  this  series.  Diagnosis  of  other  scrotal 
lesions  was  made  in  9 cases,  while  in  3 others 
distant  metastases  clouded  the  correct  diagnosis 
of  testis  cancer. 


Ewing  accepted  a possible  relation  between 
the  trauma  and  accelerated  tumor  growth  in 
4 cases.  In  3 others  the  time  interval  was  con- 
sidered too  short  to  be  of  etiological  significance. 
In  4 instances  the  trauma  apparently  called 
attention  to  the  pre-existing  tumor,  and  in  the 
remainder  there  was  considered  no  possible 
relationship  whatsoever. 

The  analysis  of  the  end  result  of  the  personal 
records  of  Dr.  Ewing  was  practically  impossible, 
mainly  because  the  originals  were  submitted  by 
13  different  insurance  companies  or  law  firms. 
The  general  lack  of  accessible  material  on  this 
subject  is  due  to  wide  variations  in  the  present 
compensation  laws,  and  the  lack  of  compilation 
and  analysis  of  cases  reviewed.  This  complexity 
is  evidenced  by  the  fact  that  no  centralized 
bureau  exists  for  sorting  such  information. 

This  unfortunate  situation  is  well  described 
by  W.  J.  Nunan,  who  stated  that  “more  than 
40  of  the  States  in  the  Union  have  compensation 
acts.  These  are  all  administered  by  different 
State  bodies,  some  of  which  maintain  statistical 
divisions  and  some  of  which  do  not.  In  addition, 
the  Territories  of  Hawaii,  Alaska,  and  Puerto 
Rico  have  their  own  compensation  laws.  There 
is  also  a Federal  Employees  Compensation  Act 
and  a Federal  Compensation  Law  for  Longshore- 
men and  Harbor  Workers.  Both  of  these  latter 
acts  are  administered  by  the  United  States 
Employees  Compensation  Commission.  I do 
not  know  of  any  centralized  authority  which 
controls  statistics  dealing  with  cases  arising 
under  all  of  these  different  jurisdictions.”12 

Moritz13  recently  recommended  that  medical 
schools  should  exert  their  influence  in  behalf 
of  legislation  which  will  insure  that  medicolegal 
investigations  shall  become  the  responsibility 
of  properly  qualified  persons;  that  such  persons 
shall  be  given  proper  statutory  authority  for  the 
conduct  of  scientific  investigations;  and  that 
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adequate  financial  support  be  given  to  insure  the 
necessary  materiel  and  supporting  personnel. 

Two  personal  cases  are  included,  which  il- 
lustrate the  difficulties  and  pitfalls  in  reasoning 
where  no  compensation  was  involved.  Trauma 
to  the  first  patient  was  violent,  but  tumor  de- 
veloped six  years  later  in  the  opposite  testis,  while 
in  the  second  patient  violent  strain  was  ap- 
parently followed  by  rapid  tumor  growth. 

N.  H.,  a 33-year-old  laborer  was  examined  April 
3,  1936,  for  low  left-sided  abdominal  pain  of  one 
month's  duration.  In  July,  1928,  he  had  received 
a severe  kick  in  the  right  scrotum  during  athletic 
maneuvers,  followed  by  severe  right  inguinal  and 
abdominal  pain  for  two  hours  but  without  evidence 
of  scrotal  hemorrhage.  The  apparently  normal 
right  testicle  was  forcibly  dislocated  into  the  upper 
inguinal  canal.  In  September,  1934,  he  noted  a 
gradual,  painless,  firm  enlargement  of  the  left 
testis.  Orchidectomy  performed  in  May,  1935, 
disclosed  an  embryonal  carcinoma  with  lymphoid 
stroma.  The  small,  atrophic,  right  testicle  was 
placed  by  orchidopexy  into  the  left  scrotum  after 
removal  of  the  tumor.  Postoperative  roentgen- 
ray  therapy  was  carried  out,  but  the  patient  died  of 
diffuse  metastases  on  October  19, 1936. 

J.  S.,  a 27-year-old  engineer,  was  examined  by 
me  for  the  first  time  in  March,  1935,  for  injury  to 
the  left  scrotum  when  he  fell  on  an  icy  sidewalk 
November  20,  1933.  About  five  hours  after  the 
accident  he  had  severe  pain  in  the  left  testis,  lasting 
about  45  minutes,  which  gradually  subsided  after 
rest,  and  during  the  following  ten  days  he  noted  a 
painless  enlargement  of  this  testis.  A physician, 
consulted  in  early  December,  advised  a scrotal 
support,  apparently  on  a diagnosis  of  simple  con- 
tusion . Four  days  later  another  physician  concurred 
with  this  diagnosis  and  treated  the  testis  with  hot 
packs  and  drugs  given  by  mouth.  In  January, 
1934,  a urologist  made  a diagnosis  of  tumor,  and 
orchidectomy  revealed  a teratoma  6.5  by  6.5  cm. 
Prophylactic  irradiation  was  administered,  and 
the  patient  has  remained  alive  and  well  for  eight 
years  after  operation. 

In  this  patient,  an  ordinary  fall  resulting  in  a 
twisting  strain  and  trauma  to  the  scrotum  was 
without  external  evidence  of  tissue  damage. 
Pain  was  delayed  several  hours,  and  gradual 
growth  followed,  which  was  misdiagnosed  twice 
before  urological  consultation  revealed  the  pres- 
ence of  tumor.  No  question  of  compensation 
was  involved,  but  the  possibilities  of  litigation 
in  such  a case  under  ordinary  employment  would 
be  great. 

Summary 

Only  individual,  detailed  reports  can  serve 
to  clarify  the  complex  relation  of  trauma  to 
cancer.  The  citation  of  collective  studies  are 
without  value,  and  such  figures  are  generally 


misleading.  Individual  tumor  case  records  pre- 
sented in  this  study  consist  of : 

1.  Army  Medical  Museum — 25  cases  (Table 
1),  2 with  trauma  to  pre-existing  tumors. 

2.  Personal  medicolegal  records  of  Dr.  James 
Ewing — 21  cases,  19  of  tumors  which  have  been 
proved  cancer. 

3.  Records  from  6 armies,  which  disclosed 
21  tumors  related  to  war  service  (Table  2) . Nine 
others  from  the  U.S.  Army  are  mentioned,  but 
without  detail. 

4.  Trauma  producing  proved  hematocele  and 
testis  tumors — 16  cases  (Table  3).  Three 
others  demonstrate  the  possibility  of  spon- 
taneous hematocele  with  tumor. 

5.  Industrial  injuries  are  briefly  discussed, 
with  a personal  report  of  a case. 

6.  Summary  of  20  cases  (separately  listed 
elsewhere)  which  followed  traumatic  displace- 
ment or  complete  luxation. 

7.  The  admitted  presence  of  tumors  prior 
to  injury  as  recorded  in  15  cases  (Table  4). 

8.  Two  personal  reports  illustrating  the  mis- 
leading features  of  alleged  trauma  in  noncompen- 
sation cases. 

In  the  study  of  scrotal  cancer  cases,  a general 
incidence  of  alleged  trauma  was  approximately 
15  per  cent.  Ectopic  inguinal  tumors  were 
associated  with  a much  higher  figure  of  27  per 
cent. 

Twenty-one  tumors  developed  in  soldiers  of 
different  countries,  as  result  of  either  service  or 
war  injuries,  and  are  recorded  in  detail.  The 
assumption  is  made  that  reasonably  adequate 
examinations  were  made  prior  to  induction. 
This  group  may  be  considered  as  a control  series. 
A diagnosis  was  made  shortly  after  injury  in 
most  cases,  and  the  patients  were  later  kept  under 
observation.  In  only  one  instance  was  the  claim 
disallowed. 

Correct  diagnosis  is  generally  difficult.  All 
known  benign  intrascrotal  conditions  have  been 
confused  with  tumors,  and  even  metastases  have 
been  operated  upon  without  the  proper  recogni- 
tion of  the  site  of  primary  tumor.  Epididymitis 
and  hematocele  are  the  most  confusing  conditions 
to  be  considered.  Hematocele  following  trauma 
has  been  reported  with  malignant  tumors  sixteen 
times,  while  3 spontaneous  hematoceles  with 
tumor  are  recorded. 

The  proved  sufficiency  of  trauma  with  luxation 
of  testis  is  recorded  in  20  cases.  The  mean  in- 
tervals from  trauma  to  tumor  development 
varied  greatly,  from  2.5  years  in  the  teratoid 
tumors,  to  20.5  years  in  the  unicellular  tumors. 

A total  of  235  intrascrotal,  but  extratesticular 
tumors  of  the  epididymis,  tunica  vaginalis, 
and  spermatic  cord  disclose  an  alleged  trauma 
incidence  of  15  per  cent. 
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Tumors  existing  prior  to  injury  were  reported 
fifteen  times.  Pre-existing  enlargement  of  the 
testis  can  be  determined  only  be  painstaking 
histories  of  the  sequence  of  events. 

Diverse  medicolegal  opinions  here  and  abroad 
come  to  a general  conclusion  that  trauma  does 
not  induce  tumor  growth,  and  have  proved 
instead  that  direct  violent  injury  may  accelerate 
growth  of  tumors  already  present. 

Finally,  a plea  is  made  for:  (1)  better  written 
and  edited  medical  reports  in  the  literature; 

(2)  a centralized  medicolegal  museum  of  com- 
plete historical  data,  x-ray  films,  and  specimens 
of  cancer  cases  associated  with  alleged  trauma; 

(3)  institution  of  a urological  testis  cancer 
registry,  similar  to  the  existing  bladder  and 
kidney  tumor  registries. 

Conclusions 

Trauma  does  not  cause  cancer,  but  may  acceler- 
ate its  course.  Exact  diagnosis,  being  difficult, 


is  not  often  made  by  the  first  examiner.  Litiga- 
tion cases  in  general  have  been  inadequately 
examined  and  reported,  and  claims  have  been 
settled  on  the  basis  of  sympathy,  not  science. 
From  available  printed  records  no  conclusions 
can  be  drawn  between  the  etiological  relation- 
ship of  trauma  and  testis  cancer,  but  all  present 
evidence  is  against  this  assumption. 
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PREVENTION  OF  BLINDNESS  IN  LATIN 

There  are  between  180,000  and  240,000  blind 
persons  in  the  twenty  Latin  American  countries, 
it  is  estimated  by  Dr.  Moacyr  E.  Alvaro,  of  Sao 
Paulo,  Brazil,  in  a report  published  here  by  the 
National  Society  for  the  Prevention  of  Blindness. 
Dr.  Alvaro  is  Secretary-General  of  the  Brazilian 
National  Committee  for  the  Prevention  of  Blindness 
and  Secretary-General  of  the  Pan-American  Con- 
gress of  Ophthalmology. 

Describing  Latin  American  developments  in  the 
prevention  of  blindness,  Dr.  Alvaro  says  that 
active  efforts  for  protection  of  eyesight  and  the  con- 
servation of  vision  are  now  under  way  in  many 
of  the  Central  and  South  American  countries,  and 
there  is  increased  interest  in  the  possibilities  for 
saving  eyesight  through  legislation  and  public 
education  along  the  fines  which  have  been  success- 
ful in  the  United  States. 

“In  the  last  fifteen  or  twenty  years,”  the  report 
states,  “a  number  of  committees  for  the  prevention 
of  blindness  have  been  formed  in  the  various 

Latin  American  countries Some  of  these 

agencies  for  prevention  of  blindness  in  South 
America  have  brought  about  the  establishment  of 
routine  examination  of  the  eyes  of  school  children, 
measures  for  the  protection  of  workers  from  ac- 


AMERICA 

cidents  in  industry,  better  medical  care  for  eye  pa- 
tients, and  legislation  to  make  compulsory  the  use 
of  a prophylactic  solution  in  the  eyes  of  infants 
as  a safeguard  against  ophthalmia  neonatorum. 

“Regarding  indirect  measures  ....  substantial 
progress  has  been  made  or  is  being  made  in  cam- 
paigns against  syphilitic,  gonoccoccal,  and  tubercu- 
lous infections,  in  general  measures  against  com- 
municable diseases,  better  industrial  hygiene, 
multiplication  of  local  health  agencies,  improve- 
ment of  housing  conditions  and  nutrition  habits, 
better  facilities  for  the  care  of  the  sick,  higher 
educational  standards,  etc.  In  spite  of  all  these 
improvements,  however,  the  problem  of  conserva- 
tion of  sight  in  Latin  America  is  far  from  being 
solved 

“A  great  problem  in  Latin  America  is  the  fact 
that  there  are  only  1,000  ophthalmologists  scattered 
over  the  whole  area  to  give  their  services  to  a 
population  of  120,000,000  people.  This  number, 
small  in  itself,  is  relatively  still  smaller  when  the 
difficulties  in  transportation  have  to  be  taken  into 
consideration.  The  improvement  of  facilities  for 
training  good  eye  specialists  or  for  imparting  good 
ophthalmologic  knowledge  to  general  practitioners 
is  highly  important.” 


MILKING  MACHINE  DEVISED  FOR  MICE 
A milking  machine  for  mice  is  being  used  at  the 
National  Institute  of  Cancer  Research  at  Bethesda, 
Maryland.  But  it  is  not  because  of  the  labor 
shortage  in  this  case;  there  is  just  no  one  who  has 


hands  small  enough  for  milking  a mouse.  The 
Insititute  is  studying  the  transmission  of  cancer 
through  milk.  A mouse  gives  about  one-fourth 
thimbleful  of  milk  per  day. — Mississippi  Doctor 


DIAGNOSIS  AND  TREATMENT  OF  OBSTRUCTIVE  JAUNDICE 

John  D.  Stewart,  M.D.,  Buffalo 


FIVE  or  six  years  ago  the  postoperative 
mortality  rate  in  obstructive  jaundice,  as 
reported  from  various  clinics,  was  excessively 
high.  Palliative  operation  for  carcinomatous 
biliary  obstruction  entailed  a risk  of  35  to  50 
per  cent,  and  in  persistent  calculous  jaundice 
the  postoperative  mortality  figures  ranged  from 
10  to  30  per  cent.  Patients  with  protracted 
biliary  obstruction  of  high  degree,  which  is  the 
group  my  remarks  are  concerned  with,  are  as  a 
rule  middle-aged  or  elderly,  and  show  a high 
incidence  of  associated  diseases,  such  as  cardio- 
vascular degeneration,  nephritis,  diabetes,  and 
obesity.  Biliary  infection  is  usually  present, 
even  though  such  outspoken  signs  as  chills, 
fever,  pain,  and  tenderness  may  be  lacking. 
Hepatic  and  renal  impairment  and  multiple 
nutritional  deficiencies  are  part  of  the  picture. 
Lack  in  specific  nutritional  factors,  such  as 
carbohydrate,  protein,  vitamin  A,  and  vitamin  C, 
has  been  shown  to  be  of  common  occurrence  in 
this  group  of  patients. 

Largely  as  the  result  of  quickened  interest  in 
preoperative  and  postoperative  care  during  the 
past  few  years,  a sharp  improvement  in  the  re- 
sults of  operation  for  obstructive  jaundice  has 
been  brought  about.  For  example,  at  the 
Massachusetts  General  Hospital  since  1938  the 
postoperative  mortality  rate  in  cancerous  biliary 
obstruction  has  dropped  from  50  per  cent  to 
17  per  cent,  while  in  calculous  biliary  obstruction 
a lowering  from  15.8  to  5.7  per  cent  has  resulted. 
Similar  figures  are  being  reported  from  other 
large  clinics  and  in  general  indicate  a reduction 
in  operative  risk  of  from  one-third  to  one-half. 

I should  like  to  emphasize  the  fact  that  this 
remarkable  advance  in  a difficult  field  of  surgery 
is  not  attributable  solely  to  the  introduction  of 
vitamin  K,  for  there  is  a tendency  to  overlook 
the  less  dramatic  importance  of  other  factors. 
The  disturbances  in  obstructive  jaundice  are 
various  and  complex,  and  the  surgeon  must  not 
suppose  that  the  use  of  vitamin  K is  enough  to 
convert  a dangerous  operation  into  a safe  one. 

Diagnosis 

Jaundice  can  be  simply  and  usefully  classified 
as  hemolytic,  hepatogenous,  or  obstructive  in 
origin.  Hemolytic  jaundice  usually  presents  no 
diagnostic  difficulties,  though  it  must  be  remem- 
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bered  that  pigment  stones  may  be  formed  in  the 
biliary  tract  in  chronic  hemolytic  jaundice  and 
may  produce  obstruction.  The  lesions  produc- 
ing obstructive  jaundice  in  order  of  frequency  are 
gallstones,  carcinoma,  and  traumatic  stricture, 
and  a rare  additional  cause  is  chronic  pancreatitis, 
involving  the  region  of  the  common  duct  papilla. 

In  my  experience  the  diagnosis  can  be  made 
with  assurance  in  about  90  per  cent  of  the  cases. 
However,  the  unusual  case  of  either  hepatogenous 
or  obstructive  jaundice  may  baffle  the  most 
experienced  clinician.  The  necessity  for  per- 
forming exploratory  laparotomy  in  such  instances 
should  be  recognized,  and  the  operation  should 
not  be  postponed  indefinitely  while  inconclusive 
tests  are  being  performed.  Arbitrary  rules  are 
undesirable,  but  I believe  clinical  experience 
justifies  the  view  that  the  patient  who  has 
jaundice  of  undetermined  origin  should  be  pre- 
pared for  operation  by  the  end  of  the  fourth  week 
in  the  hospital,  unless  the  jaundice  is  rapidly 
subsiding  at  that  time.  The  risk  of  delay  in 
calculous  or  neoplastic  obstruction,  as  from 
ascending  infection  and  irreversible  changes  in 
liver  and  kidneys,  is  of  more  significance  in  the 
long  run  than  is  the  danger  of  carefully  performed 
operation  in  chronic  hepatitis. 

In  the  diagnosis  of  obstructive  jaundice 
evidence  simply  obtained  at  the  bedside  is  of 
paramount  importance.  Characteristically  in 
calculous  jaundice  the  patient  is  a middle-aged, 
obese  woman  who  gives  a history  of  chronic 
dyspepsia  or  bouts  of  pain  and  soreness  in  the 
right  hypochondrium.  In  the  series  of  cases 
forming  the  basis  for  this  discussion,  elevation 
of  oral  temperature  above  100  F.  was  present  in 
half  the  cases,  and  pain  of  varying  severity  was 
noticed  in  75  per  cent  of  the  cases.  One-quarter 
of  the  patients  with  calculous  jaundice  had  little 
or  no  pain,  and  therefore  had  jaundice  due  to 
silent  stone  in  the  common  duct.  Likewise,  in 
about  one-quarter  of  the  cases  the  block  produced 
by  stone  was  complete  enough  to  result  in  clay- 
colored  stools.  The  urine  is  deeply  colored  with 
bile  pigment.  Itching  is  present  in  half  the 
cases,  being  less  common  than  in  obstruction 
caused  by  carcinoma.  Typical  findings  on 
physical  examination  are  jaundice  of  orange  hue 
rather  than  the  darker,  almost  mahogany  color 
of  the  patient  with  protracted  carcinomatous 
jaundice;  tenderness  in  the  right  hypochondrium 
or  epigastrium  and  absence  of  abdominal  masses 
are  the  rule.  The  gallbladder,  spleen,  and 
liver  usually  cannot  be  felt.  Anemia  and 
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peripheral  edema  are  unusual  and  when  present 
indicate  liver  damage  and  malnutrition. 

The  patient  with  cancerous  biliary  obstruction 
is  typically  a middle-aged  or  elderly  man  who  has 
obviously  lost  much  weight.  A history  can 
usually  be  obtained  of  indefinite  ill-health  and 
loss  of  appetite  and  strength  over  a period  of 
several  months  before  the  onset  of  jaundice  - 
Pain  is  complained  of  in  half  the  cases  and,  con- 
trary to  usual  belief,  is  occasionally  severe  enough 
to  require  hypodermic  medication.  The  pain 
is  not  well  localized  and  may  be  referred  to  the 
left  upper  abdomen  and  upper  lumbar  region. 
Pruritus  is  severe  and  the  obstruction  to  bile 
flow  is  commonly  complete,  so  that  the  stools 
are  persistently  clay-colored.  Occasionally,  how- 
ever, carcinoma  of  the  head  of  the  pancreas  may 
produce  partial  block,  with  mild  jaundice  and 
some  color  in  the  stools,  especially  when  as- 
sociated cholangitis  and  hepatitis  are  a part  of 
the  picture.  Fever  has  been  present  in  over  one- 
third  of  the  patients  whom  I have  seen  and 
indicates  a secondary  cholangitis.  The  liver  is 
usually  enlarged  and  palpable;  the  spleen  is  not. 
Unless  covered  over  by  an  enlarged  right  hepatic 
lobe,  the  gallbladder  is  distended  and  palpable. 
In  my  series  of  cases  the  gallbladder  was  enlarged 
in  53  of  65  cases,  while  stones  in  the  common 
duct  produced  enlargement  and  jaundice  (that 
is,  exception  to  Courvoisier’s  law)  in  only  3 out 
of  62  cases.  Anemia  and  peripheral  edema  are 
not  uncommon  in  the  patient  with  carcinomatous 
biliary  obstruction  and  denote  severe  malnutri- 
tion and  fiver  damage. 

In  certain  cases  of  toxic  or  infectious  hepatitis, 
as  pointed  out  above,  the  clinical  picture  may 
be  indistinguishable  from  that  of  calculous 
obstructive  jaundice.  In  these  cases  it  is  im- 
portant to  search  carefully  for  history  of  exposure 
to  hepatotoxic  agents,  including  alcohol,  cin- 
cophen,  phosphorus,  and  carbon  tetrachloride. 
Enlargement  of  the  spleen  and  absence  of  pain, 
fever,  and  upper  abdominal  tenderness  are 
more  characteristic  of  hepatitis  than  of  calculous 
jaundice. 

Stricture  of  the  common  duct  is  usually  of 
traumatic  origin,  and  a history  is  obtained  of 
previous  cholecystectomy  during  which  technical 
difficulties  were  encountered,  particularly  in 
regard  to  hemostasis.  Drainage  of  bile  from 
the  wound  and  jaundice  appear  together  or  al- 
ternately soon  afterward.  Fever  and  pain 
denote  the  presence  of  secondary  cholangitis 
and  hepatitis.  In  many  instances  the  stricture 
is  partial,  and  variable  amounts  of  bile  gain 
access  to  the  intestine.  The  recurring  bouts  of 
biliary  infection  superimposed  on  persistent 
obstruction  to  bile  flow  eventuate  in  biliary  cir- 
rhosis, hepatic  enlargement,  and  splenomegaly. 


External  biliary  fistula  following  operation  on  the 
biliary  tree  may  be  due  to  residual  stone  in  the 
common  duct,  neoplastic  obstruction,  traumatic 
stricture,  or  a combination  of  these  lesions. 

Helpful  laboratory  data  which  may  be  re- 
garded as  routinely  desirable  include  prothrombin 
time  before  and  after  administration  of  vitamin 
K,  concentration  in  the  serum  of  bilirubin, 
albumin,  and  globulin,  nonprotein  nitrogen,  and 
total  and  free  cholesterol.  The  stools  should 
be  repeatedly  examined  for  bile  and  occult  blood. 
X-ray  study  of  the  gastrointestinal  tract  is  oc- 
casionally of  value  in  demonstrating  unsuspected 
primary  malignant  growth,  or  neoplastic  ex- 
pansion and  distortion  of  the  duodenal  loop, 
but  unless  bile  is  escaping  freely  into  the  intestine, 
cholecystography  is  likely  to  be  a waste  of  time. 
If  bile  flow  is  only  partially  blocked,  information 
of  diagnostic  significance  may  be  obtained  from 
duodenal  drainage  and  examination  of  the 
centrifuged  sediment  microscopically  for  crystals 
of  cholesterol  and  calcium  bilirubinate.  I have 
seen  this  procedure  prove  valuable  in  the  difficult 
problem  of  distinguishing  between  incomplete 
painless  obstruction  due  to  stone  and  persistent 
hepatogenous  jaundice.  Peritoneoscopy  has 
proved  disappointing,  in  my  experience,  as  a 
diagnostic  aid  in  jaundice. 

Liver  function  tests  will  not  be  discussed  except 
to  remind  you  that  such  measurements  usually 
indicate  depression  of  one  or  more  of  the  physio- 
logic activities  of  the  fiver,  and  do  not  identify 
the  cause.  However,  knowledge  of  the  extent 
of  hepatic  impairment  is  of  importance  in  the 
management  of  the  case  and  when  added  to  the 
rest  of  the  clinical  evidence  may  aid  in  the 
diagnosis.  On  the  whole  the  findings  in  the  his- 
tory, physical  examination,  and  routine  study  of 
stools  and  urine  help  us  most.  The  aggregate 
of  the  evidence  is  important,  and  if  we  total  values 
from  different  sources  separately,  inconclusive 
mistakes  can  almost  always  be  avoided. 

Preoperative  Care 

When  a jaundiced  patient  enters  the  hospital, 
preoperative  therapeutic  measures  should  be 
started  at  once  and  carried  out  while  laborator\r 
studies  are  being  made,  for  no  matter  whether 
the  jaundice  is  hepatogenous  or  obstructive  in 
origin  the  same  regimen  is  helpful.  Dehydration 
is  corrected  by  infusions  of  salt  solution.  A high 
carbohydrate,  moderate  protein,  low  fat  diet  is 
prescribed,  and  a record  of  daily  food  intake  is 
posted.  If  the  patient  is  unable  to  take  at  least 
300  Gm.  of  carbohydrate  daily,  infusions  of  10 
per  cent  glucose  solution  are  given.  There  is 
some  evidence  that  the  proteins  of  milk  and  eggs 
may  be  beneficial  in  fiver  disease,  rather  than 
harmful,  as  formerly  thought.  I have  given 
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infusions  of  amino  acid  solutions  before  and  after 
operation  for  obstructive  jaundice  with  results 
which  have  been  entirely  satisfactory  to  date. 
In  this  manner  the  elements  essential  in  protein 
metabolism  can  be  supplied  in  large  amount 
and  without  reaction.  Reduced  concentration 
of  plasma  protein,  peripheral  edema,  and  anemia 
are  indications  for  plasma  or  whole  blood  trans- 
fusions. A blood  transfusion  is  routinely  given 
at  the  time  of  operation,  however,  and  in  most 
cases  preliminary  transfusion  has  not  been 
necessary.  Vitamins  A,  B complex,  C,  and  K 
are  given  orally  or  parenterally.  If  these  are 
given  orally  1 to  2 Gm.  of  bile  salts  should  also 
be  given  to  facilitate  absorption  of  the  fat- 
soluble  elements,  A and  K.  Adequate  amounts 
of  certain  members  of  the  B group,  and  vitamins 
A,  C,  and  K can  be  given  parenterally  to  the 
patient  who  is  vomiting  or  uncooperative.  As 
little  sedative  as  possible  should  be  given,  for 
undesirable  depression  may  result  from  morphine 
or  the  barbiturates  when  liver  function  is  severely 
impaired.  In  the  control  of  pain  from  stone  in 
the  common  duct,  however,  morphine  is  often 
necessary. 

A question  of  considerable  interest  is,  shall  we 
give  sulfonamide  drugs  to  the  patient  with  ob- 
structive jaundice  and  coexisting  infection? 
Cholangitis,  cholecystitis,  postoperative  pneu- 
monia, or  wnund  infection  in  the  jaundiced 
patient  may  raise  the  indication  for  chemo- 
therapy. The  sulfonamide  drugs  are  known  to 
exert  a toxic  action  on  the  liver,  and  tbeir  use  in 
obstructive  jaundice  may  increase  hepatic  or 
renal  impairment.  However,  my  practice  has 
been  to  use  these  agents  despite  liver  damage  if 
indicated,  and  so  far  I have  seen  no  ill  effects. 
There  is  some  reason  to  believe  that  adequate 
intake  of  fluid  and  protein  has  value  in  the  pro- 
tection of  the  liver  and  kidneys  from  the  sul- 
fonamide drugs,  and  therapy  is  directed  ac- 
cordingly. 

How  long  should  preparation  for  operation  in 
the  case  of  obstructive  jaundice  require?  Does 
evidence  of  cholangitis,  such  as  fever,  or  fever 
and  chills,  mean  that  operation  should  be  done 
earlier,  or  that  it  should  be  postponed?  In  most 
cases  a preoperative  regimen  lasting  from  one  to 
two  weeks  is  in  order,  and  unless  the  jaundice  is 
then  rapidly  subsiding,  the  surgeon  should 
proceed  with  the  operation.  The  presence  of 
signs  of  biliary  infection,  in  my  opinion,  calls 
for  earlier  operation.  Suppurative  cholangitis 
and  liver  abscesses  are  fatal  complications,  the 
best  preventive  of  which  may  be  free  drainage 
of  the  common  duct.  We  can  all  recall  cases 
in  which  cholangitis,  fever,  and  chills  subsided 
immediately  after  removal  of  stone  from  the 
common  duct  and  drainage,  or  anastomosis  of 


gallbladder  to  stomach  or  duodenum  for  car- 
cinoma of  the  head  of  the  pancreas. 

Operative  Technic 

There  is  difference  of  opinion  about  the  choice 
of  anesthetic  agent  in  operation  for  obstructive 
jaundice.  I have  found  ether  anesthesia  as 
administered  in  an  oxygen-rich  mixture  entirely 
satisfactory  in  these  cases,  as  it  ensures  quiet 
breathing,  adequate  relaxation,  good  oxygena- 
tion, and  minimal  disturbances  in  cardiovascular 
dynamics  and  liver  function.  The  administra- 
tion must  be  skillfully  done,  however,  or  the 
advantages  of  the  method  may  be  lost.  Spinal 
anesthesia  is  satisfactory  except  for  the  depression 
in  blood  pressure  that  it  not  infrequently  pro- 
duces. Even  though  the  period  of  hypotension 
be  brief  there  is  danger  of  thrombosis  of  cerebral, 
coronary,  or  renal  vessels  in  the  elderly  arterio- 
sclerotic patient.  It  has  also  been  shown  that 
reduction  in  blood  flow  to  the  liver  impairs  the 
ability  of  the  liver  to  withstand  trauma,  a factor 
of  possible  importance  when  hepatic  function  is 
already  badly  crippled. 

I have  inclined  more  and  more  to  the  use  of 
the  transverse  or  oblique  rather  than  the  vertical 
paramedian  incision  in  operations  on  the  biliary 
tree,  as  I believe  the  latter  incision  is  more  em- 
barassing  to  respiration  and  is  less  suitable  for 
drainage.  In  my  opinion  there  is  a definite 
place  for  two-stage  operation  in  the  occasional 
case  of  calculous  jaundice  with  cholangitis  and 
severe  liver  damage.  At  the  first  operation  the 
gallbladder  or  common  duct  can  be  drained  under 
local  anesthesia,  the  final  cholecystectomy  and 
clean-out  of  the  ducts  being  deferred  until 
jaundice  and  infection  have  subsided.  In  oper- 
ating for  obstructive  jaundice,  the  gallbladder 
should  never  be  removed  until  the  common  duct 
and  papilla  have  been  carefully  explored.  A fre- 
quent mistake  in  common  duct  surgery  is  to 
open  the  duct  too  high,  thereby  making  it  diffi- 
cult to  remove  stones  from  the  lower  end  and  to 
verify  the  patency  of  the  papilla.  If  the  duo- 
denum be  mobilized,  by  freeing  its  lateral  peri- 
toneal attachments  this  difficulty  can  be  avoided. 
In  about  one-quarter  of  the  cases  of  severe  cal- 
culous jaundice  I have  considered  it  necessary 
to  explore  the  papilla  transduodenally,  and  I 
have  found  no  reason  to  regret  this.  Allen,  of 
Boston,  stresses  the  value  of  graduated  gentle 
dilatation  of  the  papilla  of  Yater  by  means  of 
acorn-tipped  sounds,  a method  which  I have  used 
with  satisfaction.  Some  surgeons,  including 
Mixter,  of  Boston,  and  Smith,  of  Buffalo,  find 
cholangiography  at  the  operating  table  a useful 
maneuver,  but  I have  had  no  personal  experi- 
ence with  the  method. 
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Two-stage  operation  in  the  palliative  treat- 
ment of  carcinomatous  biliary  obstruction  does 
not  seem  to  me  a rational  procedure,  although 
some  reduction  in  immediate  postoperative  mor- 
tality rate  may  be  effected  thereby.  In  an- 
astomosing the  gallbladder  to  the  stomach, 
duodenum,  or  jejunum,  care  should  be  taken  to 
make  the  opening  large  enough,  preferably  not 
less  than  2 cm.  in  size.  Allowance  is  thus  made 
for  shrinkage  in  healing  and  for  the  fact  that  an 
overlooked  coincidental  gallstone  may  become 
impacted  in  the  anastomosis.  In  14  per  cent 
of  cases  of  cancerous  biliary  obstruction  gall- 
stones are  also  present.  I have  not  used  any  of 
the  proposed  methods  of  making  a valvular 
cholecysto-gastrostomy,  as  such  technic  has 
seemed  to  me  elaborate  and  of  questionable  ap- 
plicability. When  the  jejunal  mesentery  is 
sufficiently  long,  cholecysto-jej unostomy,  and 
distal  jejuno-jej unostomy  may  be  performed,  as 
proposed  by  Monprofit  and  recently  revived 
by  Whipple  in  the  two-stage  excision  of  carci- 
noma of  the  head  of  the  pancreas.  This  arrange- 
ment provides  free  drainage  of  the  biliary  tree 
and  possibly  lessens  the  danger  of  ascending  cho- 
langitis from  the  peristaltic  injection  of  food  and 
bacteria  into  the  gallbladder. 

Occasionally  we  hear  a note  of  pessimism  as  to 
the  surgical  treatment  of  cancerous  obstruction 
of  the  biliary  tract.  In  my  opinion  such  an 
attitude  is  to  be  strongly  condemned.  I believe 
that  every  patient  suspected  of  having  carcin- 
omatous biliary  obstruction  should  be  operated 
upon  unless  the  patient  is  moribund,  and  for  the 
following  reasons: 

1.  The  diagnosis  can  never  be  certain  until 
proved  at  operation  or  autopsy.  Painless  stone 
or  obstructing  pancreatitis  will  be  found  now  and 
again  in  a patient  who  might  otherwise  have  been 
abandoned. 

2.  The  palliative  value  of  cholecysto-gastros- 
tomy, and  if  there  is  duodenal  obstruction  also, 
gastro-enterostomy,  is  of  real  importance.  Relief 
of  itching  alone  justifies  the  operation. 

3.  Every  cancer  of  the  bile  ducts  or  pancreas 
is  to  be  considered  as  surgically  removable  until 
proved  otherwise  at  laparotomy.  Whipple  has 
played  a leading  part  in  stimulating  the  interest 
of  surgeons  in  what  used  to  be  an  invariable 
hopeless  lesion,  and  an  increasing  number  of 
cases  of  radical  extirpation  of  carcinoma  of  the 
head  of  the  pancreas  are  being  reported. 

In  the  severely  depleted  case  of  obstructive 
jaundice,  jejunostomy  at  the  time  of  operation 
on  the  biliary  tree  is  occasionally  indicated.  By 
this  means  after-care  is  greatly  simplified. 
Carbohydrate,  protein,  vitamins,  minerals,  and 
fluid  can  be  given  in  adequate  quantity  beginning 
immediately  after  operation  and  without  de- 


pendence upon  veins  which  may  have  been  throm- 
bosed from  repeated  venipunctures  and  infusions. 

The  special  technical  problems  presented  by 
stricture  of  the  common  duct  will  not  be  dealt 
with,  as  much  time  would  be  needed.  I should 
like  to  point  out  to  you,  however,  that  repair 
over  a vitalhum  tube,  as  introduced  by  Pearse, 
of  Rochester,  is  being  successfully  used  in  a 
number  of  clinics.  The  disadvantages  of  using 
a rubber  catheter  for  this  purpose  are  well  known. 

Postoperative  Care 

Following  operation,  oxygen  therapy,  pref- 
erably administered  by  means  of  an  oxygen  tent, 
is  in  order  for  24  to  48  hours,  both  because  of  the 
respiratory  embarrassment  resulting  from  ex- 
tensive upper  abdominal  operation  in  an  en- 
feebled patient,  and  because  of  possible  di- 
minished arterial  blood  oxygen  saturation  in 
liver  disease.  High  carbohydrate,  moderate 
protein  diet  is  resumed  as  soon  as  possible,  and 
meanwhile  glucose  infusions  are  given  generously. 
Salt  solution  should  be  given  sparingly,  because 
edema  and  oliguria  are  to  be  avoided,  and  salt 
solution  tends  to  be  retained  in  the  body.  It 
has  been  shown  that  a postoperative  drop  in 
prothrombin  concentration  of  20  to  30  per  cent 
occurs  within  the  first  48  hours  after  operation, 
and  it  is  therefore  important  to  continue  the 
daily  administration  of  vitamin  K without 
interruption.  In  most  instances,  vitamin  K 
should  be  given  for  at  least  two  weeks  after 
release  of  biliary  obstruction.  Even  though  bile 
flow  into  the  intestine  is  re-established  im- 
mediately, biochemical  analyses  show  that  bile 
formed  by  the  recently  decompressed  liver  is 
deficient  in  bile  salts. 

Experimental  evidence  on  the  point  is  incon- 
clusive, but  I believe  that  the  daily  intake  of 
one  to  two  Gm.  of  bile  salts  following  relief  of 
biliary  obstruction  is  a helpful  measure,  and  may 
increase  the  rate  of  elimination  of  retained  pig- 
ment. The  practice  of  refeeding  nauseating 
infected  bile  is  to  be  avoided,  particularly  since 
such  bile  may  be  low  in  its  content  of  the  essential 
cholic  acid,  and  since  cholic  acid  derivatives 
can  be  so  easily  taken  in  tablet  or  capsule  form. 

It  should  be  kept  in  mind  that  large  amounts 
of  fluid  and  electrolyte  may  be  lost  through 
the  common  duct  drainage  catheter  following 
operation.  After  release  of  obstruction  the 
damaged  liver  not  infrequently  forms  a copious 
dilute  bile.  As  much  as  1,700  cc.  daily  may  drain 
from  the  common  duct  catheter  in  some  instances 
of  postoperative  choleresis.  The  patient  should 
be  given  an  equal  amount  of  physiologic  salt 
solution  to  repair  such  losses.  McDonald,  of 
St.  Catherine’s,  recommends  postoperative  per- 
fusion of  the  biliary  tree  with  warm  physiologic 
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salt  solution  through  the  common  duct  catheter, 
having  in  mind  not  only  mechanical  cleansing 
of  the  ducts,  but  also  the  possible  beneficial 
effects  of  heat  on  liver  function. 

When  should  the  common  duct  catheter  be 
removed?  My  practice  is  to  remove  it  only 
after  the  jaundice  has  cleared.  Invariably 
before  the  catheter  is  removed,  cholangiograms 
are  made  under  fluoroscopic  control,  to  demon- 
strate beyond  doubt  the  absence  of  obstruction 
and  the  condition  of  the  biliary  tree. 

Conclusions 

1 .  The  postoperative  mortality  rate  in  patients 
with  obstructive  jaundice  has  been  sharply  re- 


duced in  the  past  few  years,  largely  as  the  re- 
sult of  improvement  in  preoperative  and  post- 
operative care. 

2.  The  diagnosis  can  usually  be  made  with 
assurance  on  the  basis  of  bedside  evidence. 

3.  When  the  cause  of  jaundice  is  uncertain, 
early  exploratory  laparotomy  by  a competent 
surgeon  should  be  done. 

4.  Palliative  operation  in  carcinomatous  bili- 
ary obstruction  is  of  real  value,  and  the  surgeon 
experienced  in  biliary  tract  surgery  should  be 
alert  in  every  case  for  the  possibility  of  excising 
the  growth. 


VENEREAL  DISEASE  THREATENS  MANPOWER 


“While  the  fight  against  the  venereal  diseases 
is  going  better  in  the  present  war  than  it  did  in  the 
first  World  War,  it  is  not  going  well  enough,  and 
the  loss  to  the  armed  forces  will  be  colossal  unless 
civilians  do  their  part  much  better,”  Dr.  Walter 
Clarke,  executive  director  of  the  American  Social 
Hygiene  Association,  said  in  making  public  the 
Association’s  Annual  Report  for  1942. 

“The  Federal  government  has  announced  its 
intention  of  building  the  armed  forces  up  to 
10,800,000  men,”  Dr.  Clarke  said.  “If  a venereal 
disease  rate  only  one-half  that  of  the  first  World 
War  is  achieved,  about  378,000  of  these  men  will 
acquire  syphilis  or  gonorrhea  each  year.  If  the 
infected  men  lose  on  the  average  only  one-half 
the  time  lost  by  first-World-War  victims,  the  loss 
will  total  7,560,000  man  days  per  year.  This 
figure  is  equivalent  to  21,000  men  out  of  service, 
and  a burden  to  the  medical  facilities  of  the  armed 
forces  for  one  full  year. 

“Where  will  these  378,000  men  become  infected? 
Every  one  of  them  will  be  infected  in  civilian  com- 


munities which  allow  prostitutes  and  promiscuous 
women  and  girls  to  spread  disease  to  soldiers, 
sailors,  marines,  and  coast  guardsmen.  It  is 
perfectly  possible  to  prevent  a large  part  of  this 
waste  if  civilian  communities  will  use  the  scientific 
weapons — legal,  medical,  social,  and  educational 

— which  are  available ” 

In  the  report,  Dr.  Clarke  stated  that  the  greatest 
achievement  during  the  past  year  is  the  obvious 
conversion  of  public  opinion  and  particularly  of 
lay  and  government  leaders  in  strategic  com- 
munities from  coast  to  coast  to  a realization  of  the 
importance  of  the  fight  on  venereal  diseases  and  to  a 
belief  that  the  conditions  which  lead  to  their 
spread  can  and  must  be  corrected.  The  report 
warns  that  the  prostitution  interests  and  the  racket- 
eers are  not  yet  defeated  and  that  the  fight  begun 
so  successfully  is  not  yet  won.  The  report  of  the 
Association  calls  for  expanded  activities,  constant 
vigilance,  and  increased  vigor  during  1943  as  our 
armed  forces  grow  and  our  war  industries  approach 
peak  production. 


RABIES  REPORTED  FROM  FIVE  COUNTIES 

All  stray  dogs  should  be  eliminated  in  areas 
where  rabies  is  prevalent  if  the  spread  of  this  fatal 
disease  is  to  be  checked,  the  State  Department  of 
Health  warned  recently. 

The  Department  statement  says  that  until  April 
of  this  year,  the  prevalence  of  rabies  among  dogs 
was  limited  to  the  counties  of  Orange,  Rockland, 
Sullivan,  and  Ulster,  which  are  located  along  the 
west  shore  of  the  Hudson  River,  but  in  April 
canine  rabies  was  also  reported  from  Cayuga  County. 

From  Januarjr  1 to  April  15,  1943,  62  rabid  dogs 


were  reported  from  these  areas.  Of  the  62  dogs, 
2 were  reported  from  Cayuga  County;  4 from  Sul- 
livan County;  7 from  Orange  County;  12  from 
Rockland  County;  and  37  from  Ulster  County. 
During  the  same  period  there  were  also  reported  a 
rabid  squirrel  from  Rockland  County  and  a rabid 
wild  fox  from  Otsego  County.  A rabid  skunk  w*as  re- 
ported in  Rensselaer  County  on  December  29,  1942. 

Effective  control  of  canine  rabies  requires  close 
cooperation  between  the  public  and  health  officials, 
according  to  the  Health  Department. 


REDUCED  TEMPERATURE  TREATMENT  FOR  BURNS  AND  FROST-BITE 

Frederick  M.  Allen,  M.D.,  Lyman  Weeks  Crossman,  M.D.,  F.A.C.S.,  and 
Frank  K.  Safford,  Jr.,  M.D.,  New  York  City 


THE  feasibility  of  superficial  anesthesia  ap- 
plied with  cold  and  without  a tourniquet 
was  illustrated  by  a case  in  our  early  experience 
in  City  Hospital  in  which  a skin  graft  was  re- 
moved from  the  abdomen.  Mock1  has  reported 
a series  of  such  cases  and  recommends  the 
method  for  skin  grafts. 

A bum  is  the  commonest  form  of  trauma  of 
such  a superficial  character  that  treatment  with 
cold  is  not  limited  to  the  limbs  but  can  be  easily 
and  effectively  applied  in  any  part  of  the  body. 
Frost-bite  and  bums  are  identical  from  this 
standpoint.  Other  authors  who  have  had  more 
plentiful  opportunities  have  preceded  us  in 
recommending  reduced  temperature  for  the  treat- 
ment of  frost-bite,  “trench  foot,”  and  other  forms 
of  injury  from  exposure  to  cold.  Our  studies  of 
burns  could  have  advanced  more  rapidly  except 
for  the  fact  that  in  this  locality  most  of  these 
cases  are  sent  to  other  institutions.  In  the  be- 
ginning we  thought  that  we  were  pioneers  with  a 
new  procedure,  but  prior  observations  by  others 
have  now  come  to  our  notice. 

Our  general  papers  on  refrigeration  elicited 
correspondence  with  a layman,  Mr.  R.  E.  Gardi- 
ner, of  Brisbane,  Australia,  whose  position  had 
given  him  intelligent  acquaintance  over  a number 
of  years  with  the  treatment  of  burns.  He  de- 
scribed very  marked  relief  of  pain  and  all  other 
consequences  by  immersion  in  ice  water,  for 
localized  treatment  and  also  for  generalized  ther- 
apy, as  in  one  case  of  a man  who  fell  into  a vat  of 
boiling  molasses. 

Priority  in  scientific  evidence  for  crymotherapy 
in  bums  evidently  belongs  to  Temple  Fay,  this 
being  one  of  several  phases  of  his  work  which 
have  not  received  deserved  attention.  In  a re- 
cent letter,  Fay2  states  that  the  reduced  tem- 
perature “controls  pain,  prevents  infection, 
diminishes  shock,  and  decreases  loss  of  serum. 
In  addition,  the  scar  that  is  formed  is  pliable  and 
soft,  rather  than  hard  and  firm.” 

Another  letter  from  Major  Roswell  K.  Brown 
made  reference  to  the  experiments  of  Elman,  Cox, 
Lischer,  and  Mueller3  showing  that  rats  made  the 
best  recovery  from  extensive  burns  when  they 
were  kept  in  an  environmental  temperature  of 
75  F.,  and  that  the  mortality  was  increased  by 
either  raising  the  temperature  to  99  F.  or  lower- 
ing it  to  55  F. 

Modification  of  the  systemic  temperature,  as 
done  by  Fay,  or  of  the  environmental  tempera- 
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ture  in  the  rat  experiments,  differs  from  our  pro- 
cedure, which  consists  in  cooling  the  burned  areas 
while  keeping  the  systemic  temperature  normal. 
Perhaps  our  work,  therefore,  may  still  be  new  in 
this  respect,  although  the  question  of  the  op- 
timum level  of  rectal  temperature  remains  open, 
including  the  possibility  that  extensive  burns  may 
be  best  treated  by  a combination  of  the  two 
methods.  The  high  incidence  of  burns  in  war  is 
the  reason  for  making  this  small  but  encouraging 
report  of  the  experience  with  local  refrigeration 
to  date. 

The  usual  treatment  in  this  Hospital  includes 
thorough  and  gentle  cleansing  of  the  area,  then 
sprinkling  with  sulfadiazine  powder,  followed  by 
the  application  of  vaseline  gauze.  Pressure 
bandaging  may  be  used,  but  the  need  seems  to  be 
diminished  by  cold.  For  treatment  with  cold, 
the  dressings  are  made  very  light,  with  only  one 
or  two  thicknesses  of  gauze  with  ice  bags  outside. 
The  electrical  refrigerating  equipment,*  how- 
ever, gives  a more  convenient,  constant,  and 
dependable  effect,  with  minimum  weight.  Oc- 
casionally we  are  also  trying  the  use  of  the  cold 
chamber  of  this  apparatus  without  dressings. 
One  advantage  of  the  use  of  cold  in  general  is  that 
it  does  not  interfere  with  any  of  the  usual  treat- 
ments of  burns  but  can  be  used  in  combination 
with  them. 

The  first  three  cases  in  this  series  are  from  the 
service  of  Dr.  Isidor  Kross,  whom  we  wish  to 
thank  for  his  cooperation  and  for  the  privilege 
of  this  publication. 

Case  Reports 

Case  1. — A janitor,  aged  54,  sustained  second  and 
third  degree  burns  of  the  entire  face  and  hands  in  a 
gas  explosion.  After  the  usual  debridement  and 
the  use  of  sulfadiazine  and  vaseline  gauze,  the  burned 
surfaces  were  covered  with  ice  bags.  The  swelling 
of  the  face,  so  great  that  the  eyes  could  not  be 
opened,  subsided  rapidly  during  the  first  twenty- 
four  and  forty-eight  hours.  On  admission  morphine 
was  required  to  quiet  the  patient  and  to  deaden  his 
pain,  but  the  relief  with  ice  was  such  that  no  more 
sedatives  were  needed  after  the  first  dose.  The  ice 
was  gradually  withdrawn  during  the  first  week. 
Healing  was  complete  within  two  to  three  weeks, 
without  complications  and  without  skin  grafts. 

Case  2. — A laborer,  aged  55,  was  burned  by  acci- 
dentally dipping  his  right  hand  and  forearm  into  a 
pail  of  scalding  water.  The  entire  burned  surface 
was  red  and  covered  with  blebs.  The  usual  treat- 
ment was  applied,  with  a pressure  bandage  over  wet 

* Supplied  by  the  Therm-O-Rite  Produets  Co.,  Buffalo. 
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dressings  and  ice  outside.  Pain  was  relieved,  and 
healing  was  rapid  and  uncomplicated. 

Case  S. — A laborer,  aged  65,  was  brought  to  the 
hospital  immediately  after  being  rescued  from  a 
burning  house.  There  were  second  and  third  de- 
gree burns  of  the  face  and  limbs  and  also  of  large 
areas  of  the  body;  the  scalp  hair  was  completely 
burned  off,  and  the  soles  of  the  feet  had  third  degree 
burns.  The  patient  was  noisy  and  persistently  ir- 
rational. There  was  hemoconcentration  (hemoglo- 
bin, 20  Gm.  per  cent)  and  2 plus  albuminuria.  Ice 
bags  were  applied  over  the  usual  dressings  on  the 
principal  lesions  after  delay  had  allowed  consider- 
able swelling  to  occur,  and  plasma  injections  were 
given  for  shock.  For  three  days  the  progress  was  so 
encouraging  that  hopes  for  complete  recovery  were 
aroused.  On  the  fourth  day,  however,  the  patient’s 
physical  and  mental  state  became  worse.  On  the 
fifth  day  the  temperature  rose  to  105  F.,  and  death 
occurred. 

Locally  the  cold  wherever  applied  seemed  defi- 
nitely beneficial  in  reducing  the  original  swelling, 
inhibiting  infection,  and  keeping  the  surfaces  un- 
usually clean  and  healthy.  Death  from  pneumonia 
is  the  usual  result  in  such  cases.  Granting  that  in- 
halation was  not  a factor,  the  generally  accepted 
cause  is  absorption  of  toxins  from  the  burned  tis- 
sues. Theoretically,  the  reduced  local  temperature  is 
expected  to  reduce  the  formation  and  absorption  of 
such  substances.  In  the  future  we  shall  proceed  on 
the  assumption  that  the  reduction  of  temperature 
was  not  efficient  enough  in  this  instance  and  also 
that  it  was  a mistake  to  limit  the  cold  to  only  a part 
of  the  burned  surfaces. 

Case  4- — An  elderly  white  man  was  found  uncon- 
scious on  the  street  in  the  coldest  weather  of  the 
winter.  He  had  no  idea  of  the  length  of  time  he  had 
been  exposed;  it  is  also  uncertain  whether  he  had 
been  slugged,  according  to  his  own  theory,  or 
whether  he  was  intoxicated.  When  he  was  brought 
to  City  Hospital  on  February  15  he  was  suffering 
from  general  exposure  and  from  various  minor 
lesions,  but  his  bare  hands  had  suffered  most.  Both 
of  them  showed  severe  frost-bite,  with  huge  swelling 
and  beginning  bleb  formation. 

Ordinary  dressings  were  applied  at  first,  and  spe- 


cial treatment  was  begun  the  next  day.  The  left 
hand  was  dressed  with  vaseline  gauze  and  placed  on 
an  ice  bag.  The  right  hand,  which  appeared  worse 
than  the  other  and  was  more  painful,  was  placed  in 
an  electrically  refrigerated  box  at  50  degrees  F. 
and  was  left  bare.  The  patient  reported  almost  im- 
mediate relief  of  pain  in  the  right  hand.  Examina- 
tion a day  later  showed  no  important  reduction  of 
temperature  in  the  left  hand  because  of  insulation  by 
the  dressings  and  failure  to  hold  the  hand  on  the  ice 
bag. 

The  difference  between  the  two  hands  was 
very  striking,  the  swelling  and  blebs  being  greatly 
reduced  in  the  right.  As  only  one  refrigerating  box 
was  available,  the  dressing  was  removed  from  the 
left  hand  and  it  was  placed  on  a bare  ice  bag,  with 
instructions  to  the  patient  to  rest  sometimes  the 
palmar  and  sometimes  the  dorsal  surface  on  the  bag. 
All  pain  was  thus  relieved,  and  the  patient  pro- 
nounced himself  comfortable  without  sedatives. 

After  one  week  his  hands  were  gradually  restored 
to  normal  temperature.  Healing  was  complete 
within  five  weeks  after  admission,  with  far  less  tis- 
sue loss  than  had  been  anticipated,  and  with  no 
residual  complaint  except  some  reduction  of  touch 
sensation.  The  rapid  subsidence  of  pain  and  swell- 
ing, control  of  infection,  and  avoidance  of  extensive 
gangrene  appeared  exceptional  for  such  a case. 

Conclusions 

Theoretically,  the  reduced  temperature  treat- 
ment of  burns  offers  more  or  less  complete  con- 
trol of  pain,  edema  (including  blistering  and 
oozing),  necrosis  of  partially  injured  tissue, 
infection,  and  shock.  Our  small  experience  with 
burns  and  frost-bite  treated  with  local  application 
of  cold  seemed  to  confirm  both  these  advantages 
and  also  Fay’s  observation  of  the  favorable  char- 
acter of  the  healing  and  scars. 
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WAR  CONFERENCE 

The  medical,  surgical,  and  industrial  hygiene  ex- 
perts who  are  so  ably  safeguarding  the  well-being 
of  more  than  20  million  industrial  workers  have 
agreed  to  pool  their  knowledge  and  exchange  their 
experiences  regarding  the  many  new  and  complex 
problems  of  today’s  wartime  production.  For  this 
purpose  their  organizations — the  American  Associa- 
tion of  Industrial  Physicians  and  Surgeons,  the 
American  Industrial  Hygiene  Association,  and  the 
National  Conference  of  Governmental  Hygienists — 
are  combining  their  annual  meetings  in  a four-day 
“War  Conference”  at  Rochester,  May  24-27. 


This  joint  meeting  will  be  a report  on  the  state  of 
the  nation,  by  the  men  who  know,  in  matters  of  in- 
dustrial health.  Dr.  William  A.  Sawyer,  Medical 
Director  of  Eastman  Kodak,  is  general  chairman; 
Dr.  James  H.  Sterner  and  Lieut.  Comm.  J.  J.  Bloom- 
field are  arranging  the  programs  for  the  industrial 
hygienists. 

Physicians  and  surgeons,  hygienists,  engineers, 
nurses,  executives — all  who  are  interested  in  the 
problems  of  industrial  health  and  their  solution  are 
invited  to  attend  as  many  of  the  sessions  as  they 
can  arrange  for;  no  registration  fee  is  required. 


THE  ROLE  OF  THE  BRONCHOSCOPIST  IN  THE  DIAGNOSIS  AND 
TREATMENT  OF  DISEASES  OF  THE  BRONCHIAL  PULMONARY  TRACT 

Arthur  Q.  Penta,  M.D.,  Schenectady,  New  York 


BECAUSE  of  the  demands  of  the  rapid  prog- 
ress of  medical  science  during  the  past  dec- 
ade, bronchoscopy  has  come  to  play  an  important 
role  in  the  diagnosis  and  treatment  of  bronchial 
pulmonary  diseases.  To  quote  that  famous 
teacher  of  bronchoscopy,  Chevalier  Jackson: 
“ ‘Look  and  see’  is  the  order  of  the  day.  In  every 
accessible  region  of  the  body,  the  aid  of  direct 
vision  is  called  u*pon  to  contribute  to  diagnosis 
and  treatment.”1 

In  the  diagnosis  of  thoracic  diseases,  the  inter- 
nist, by  means  of  external  inspection,  percussion, 
and  auscultation,  usually  obtains  sufficient  in- 
formation to  establish  a tentative  diagnosis. 
His  findings  may  be  further  corroborated  by  the 
roentgenologist,  who  by  means  of  fluoroscopic 
and  x-ray  examination  has  an  opportunity,  as  it 
were,  to  look  through  the  chest.  But  it  remains 
for  the  bronchoscopist,  by  means  of  direct  visual 
inspection,  to  look  inside  the  bronchial  tree 
and  observe  the  underlying  pathologic  condition. 
It  becomes  evident,  then,  that  when  there  exists 
such  a close  association  between  the  internist, 
the  roentgenologist,  and  the  bronchoscopist,  the 
diagnosis  of  bronchial  pulmonary  conditions  is 
greatly  facilitated. 

Aside  from  the  removal  of  aspirated  foreign 
bodies  in  lungs,  for  which  no  procedure  other  than 
bronchoscopy  is  worthy  of  a moment’s  considera- 
tion, the  profession  at  large  has  not  realized  that 
the  greatest  value  of  the  bronchoscope  is  in  di- 
agnosis. A recent  statistical  survey  of  the  pa- 
tients admitted  to  several  of  the  large  broncho- 
scopic  clinics  in  this  country  revealed  that  only  2 
per  cent  of  the  admissions  were  for  the  removal 
of  foreign  bodies.  As  Dr.  Howard  Lilienthal,  one 
of  the  great  teachers  of  thoracic  diseases,  has 
aptly  said:  “The  scope  of  bronchoscopy  has 

rapidly  widened  from  the  mere  extraction  of  for- 
eign bodies  to  the  diagnosis  and  treatment  of 
many  pulmonary  lesions,  such  as  abscess  of  the 
lung,  tumor  of  the  lung,  bronchial  narrowing, 
bronchial  ulceration,  postoperative  atelectasis, 
and  as  an  aid  to  the  thoracic  surgeon  in  the  locali- 
zation of  thoracic  diseases.” 

In  the  field  of  diagnosis  the  bronchoscopist  by 
means  of  direct  vision  is  able  to  inspect  the  inside 
of  the  bronchial  tree  and  remove  tissue  for  histo- 
logic examination,  thereby  establishing,  in  many 
instances,  the  early  diagnosis  of  bronchial  car- 
cinoma. By  means  of  special  aspirators  intro- 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the 
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duced  through  the  bronchoscope,  it  is  possible  to 
remove  purulent  secretions  for  the  relief  of  bron- 
chial obstruction.  Also  secretions  removed  by 
this  method,  being  free  of  oral  contamination, 
assure  a more  desirable  bacteriologic  study,  and 
are  of  greater  value  if  a vaccine  is  to  be  prepared. 

That  bronchoscopic  examination  is  not  a haz- 
ardous procedure  is  best  illustrated  by  the  fact 
that  during  the  seven  years  that  the  broncho- 
scopic clinic  of  the  Schenectady  City  Hos- 
pital has  been  in  operation — during  which  period 
over  1,200  bronchoscopic  procedures  have  been 
performed — more  than  90  per  cent  of  the  cases 
treated  or  examined  were  handled  as  outpatients. 

Bronchoscopy  and  Diagnosis 

Carcinoma  of  the  Lung. — A relatively  common 
disease,  carcinoma  of  the  lung  is  responsible  for 
approximately  10  per  cent  of  all  cancer  deaths, 
an  occurrence  which  is  frequent  enough  to  arouse 
interest  on  the  part  of  the  medical  profession. 
Bronchoscopic  examination  with  removal  of  the 
tissue  for  histologic  study  is  by  far  the  most  im- 
portant diagnostic  procedure  available,  and  if  an 
early  diagnosis  is  to  be  made,  bronchoscopy 
should  be  employed  early.  In  a recent  study  of 
the  subject,  Overholt2  calls  attention  to  the  fact 
that  approximately  three-fourths  of  all  primary 
lung  tumors  are  situated  in  the  major  bronchi  so 
that  they  are  within  range  of  bronchoscopic 
vision.  His  findings  are  in  complete  agreement 
with  those  of  C.  L.  Jackson,3  who  in  a recent  ar- 
ticle stated  that  bronchoscopic  biopsy  will  be 
positive  in  about  75  per  cent  of  the  cases  of  bron- 
chial carcinoma.  In  a series  of  44  cases  person- 
ally examined  by  the  author  during  the  past  five 
years,  a positive  biopsy  was  obtained  in  32  cases. 
This  high  percentage  of  positive  biopsies  is  definite 
evidence  that  bronchoscopic  examination  plays 
an  important  role  in  the  diagnosis  of  lung  car- 
cinoma. 

The  symptoms  produced  in  primary  car- 
cinoma of  the  lung  depend  to  a great  extent  on  the 
degree  of  bronchial  obstruction.  By  far  the  most 
important  early  symptom  is  a dry,  hacking  cough 
accompanied  by  slight  bronchial  wheezing. 
Physical  examination  during  this  early  stage  may 
reveal  a few  coarse  moist  rales  and  asthmatic 
wheezing  over  the  involved  pulmonary  area. 
Roentgenographic  studies  of  the  chest  during 
this  stage  may  be  entirely  negative  since  the  tu- 
mor is  not  large  enough  to  cast  a shadow.  At 
this  time  the  patient  usually  seeks  medical  ad- 
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Fig.  1.  Chest  x-ray  of  a patient  aged  48,  who, 
because  of  the  symptoms  of  wheezing  and  dyspnea, 
was  treated  for  bronchial  asthma.  Later,  because  of 
hemoptysis,  he  was  sent  to  a sanatorium  for  the 
treatment  of  tuberculosis.  Because  the  sputum  was 
repeatedly  negative  for  tubercle  bacilli,  a broncho- 
scopic  examination  was  recommended.  Bronchos- 
copy revealed  a tumor  mass  obstructing  the  orifice 
of  the  right  upper  lobe  bronchus.  Thoracic  surgery 
was  immediately  recommended.  The  patient  made 
an  uneventful  recovery  from  the  operation  and  two 
months  later  returned  to  light  employment.  Six 
months  after  the  operation,  while  working,  he  was 
suddenly  seized  with  an  attack  of  dyspnea  from 
which  he  did  not  recover.  Postmortem  examination 
revealed  a retrograde  thrombus  of  the  right  pul- 
monary artery  at  the  site  of  ligation,  extending  into 
and  involving  the  left  pulmonary  artery.  There 
was  no  evidence  of  residua  l tumor  tissue. 


vice  because  of  the  cough  and  wheezing.  In  spite 
of  the  fact  that  no  improvement  is  usually  shown 
after  several  weeks  or  several  months  of  medical 
treatment,  very  little  thought  is  given  to  the 
possibility  of  bronchial  carcinoma. 

Slight  asthmatic  wheezing  is  a very  important 
early  symptom.  It  is  commonly  present  in  all 
cases  of  bronchial  carcinoma.  Wheezing  means 
only  one  thing — partial  bronchial  obstruction, 
which  may  be  produced  by  a variety  or  combina- 
tion of  conditions,  among  which  is  bronchial 
carcinoma.  The  importance  of  this  one  symptom 
alone  cannot  be  too  strongly  emphasized.  In  the 
series  of  44  cases  of  bronchial  carcinoma  broncho- 
scopically  examined  by  the  author  during  the 


Fig.  2.  Biopsy  obtained  by  diagnostic  bronchos- 
copy revealed  a squamous  cell  carcinoma,  Grade  3. 


past  five  years,  it  was  astonishing  to  learn  that 
15  of  the  patients,  because  of  recent  wheezing  and 
slight  dyspnea,  had  been  previously  treated  for 
bronchial  asthma.  Any  patient,  particularly  of 
the  cancer  age  group,  presenting  this  symptom, 
should  immediately  be  x-rayed  and  should  have 
the  benefit  of  a diagnostic  bronchoscopy.  The 
appearance  of  blood-streaked  sputum  or  frank 
hemoptysis  are  also  frequent  early  symptoms  and 
are  usually  due  to  the  trauma  of  coughing  and  ul- 
ceration of  the  tumor  mass.  Pain,  as  in  other 
malignancies  throughout  other  parts  of  the  body, 
is  definitely  not  an  early  symptom. 

For  the  purpose  of  clinical  study,  Overholt  di- 
vides the  clinical  course  of  primary  lung  car- 
cinoma into  the  following  divisions:  (1)  the 

stage  before  bronchial  occlusion,  (2)  the  stage  of 
bronchial  occlusion,  and  (3)  bronchial  occlusion 
with  secondary  infection.  (Figs.  1,  2,  2A,  2B, 
2C.) 

It  is  important  that  in  order  to  increase  the 
operability  of  this  condition,  which  in  the  past 
has  had  a mortality  of  100  per  cent,  and  in  order 
to  take  advantage  of  the  rapid  progress  already 
made  to  date  in  the  field  of  thoracic  surgery,  the 
diagnosis  should  be  established  early,  before  the 
stage  of  bronchial  occlusion.  By  far  the  most 
diagnostic  procedure  available  at  the  present  time 
is  bronchoscopic  examination. 
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Fig.  2A.  Preliminary  lipiodol  study  in  a patient 
aged  46,  showing  a marked  stenosis  of  the  left  main 
stem  bronchus.  Subsequent  bronchoscopic  exami- 
nation with  biopsy  removal  revealed  a tumor  mass 
of  the  left  main  stem  bronchus  located  at  about  the 
level  of  the  left  upper  lobe  orifice.  The  patient 
refused  operation  and  died  one  year  later. 

Benign  Neoplasms  of  the  Tracheobronchial  Tree. 
— Without  the  aid  of  bronchoscopic  inspection, 
the  diagnosis  of  benign  neoplasms  of  the  trachea 
or  bronchi  would  probably  never  be  made  except 
by  inference.  The  symptoms  and  physical  signs 
produced  depend  to  a great  extent  on  the  degree 
of  bronchial  obstruction  and  the  presence  of  in- 
fection. It  is  always  to  be  remembered  that  the 
first  symptoms  produced  in  early  bronchial  ob- 
struction, regardless  of  the  cause,  are  those  of 
wheezing  and  coughing.  If  coughing  is  asso- 
ciated with  blood-streaked  sputum,  bronchial 
neoplasm  should  always  be  considered  in  the 
differential  diagnosis. 

Because  the  bronchi  normally  elongate  and 
become  widened  on  inspiration  and  become 
shortened  and  narrowed  on  expiration,  benign 
tumors,  particularly  papillomas,  will  often  pro- 
duce a check-valve  mechanism,  resulting  either 
in  obstructive  emphysema  or  atelectasis  of  the 
involved  pulmonary  area.  In  obstructive  em- 
physema a very  important  fluoroscopic  finding 
is  the  slight  shifting  of  the  heart  toward  the  un- 
involved side;  whereas,  in  atelectasis,  the  heart 
and  mediastinum  are  displaced  toward  the 


Fig.  2B.  Patient,  aged  45,  diagnosed  and  treated 
for  tuberculosis  because  of  radiographic  evidence  of 
infiltration  in  the  upper  lobe  of  the  left  lung  and  the 
spitting  of  blood.  During  the  two  months  that  he 
was  in  the  sanatorium  his  sputum  had  been  re- 
peatedly negative  for  tubercle  bacilli.  It  was  not 
until  he  developed  a complete  atelectasis  that  some 
thought  was  given  to  the  possibility  of  a malignant 
neoplasm.  The  patient  was  finally  referred  for 
bronchoscopic  examination,  which  revealed  a large 
fungating  ulcerative  tumor  mass  obstructing  the 
left  main  stem  bronchus  at  the  level  of  the  carina. 
Histologic  examination  from  the  tissue  removed  at 
biopsy  revealed  a carcinoma  of  indifferent  type, 
Grade  4.  Within  a very  short  time  the  patient 
developed  massive  pulmonary  infection  and  died 
several  months  later. 


affected  side.  Benign  tumors  of  the  trachea  or 
bronchi  can  usually  be  successfully  removed  by 
bronchoscopic  procedure.  It  is  important  that 
the  diagnosis  be  established  early,  before  any 
degree  of  bronchial  obstruction  and  pulmonary 
infection  has  taken  place. 

Bronchial  Stenosis. — This  condition  results 
from  (1)  inflammatory  reaction  produced  by 
foreign  bodies,  (2)  specific  infections  such  as 
syphilis  and  tuberculosis,  or  (3)  congenital  tend- 
encies. The  clinical  symptoms  and  physical 
signs  produced  are  chiefly  those  of  bronchial  ob- 
struction. Once  the  preliminary  physical,  x-ray, 
and  lipiodol  study  suggests  the  possibility  of 
bronchial  stenosis,  bronchoscopic  dilatation 
should  be  immediately  carried  out.  Holinger4 
calls  attention  to  the  fact  that  inflammatory 
bronchial  stenoses,  if  untreated,  may  eventually 
lead  to  atelectasis  and  then  to  bronchiectasis. 
Most  forms  of  bronchial  stenoses,  with  the  ex- 
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Fig.  2C.  Chest  x-ray  of  patient  shown  in  Fig.  2B, 
showing  a marked  atelectasis  of  the  left  lung. 


ception  of  the  well-developed  fibrostenotic  type 
resulting  from  endobronchial  tuberculosis,  are 
easily  dilated. 

Nonopaque  Foreign  Bodies. — Particularly  in 
children  and  infants,  foreign  bodies  present  a 
most  troublesome  problem  in  diagnosis,  since,  in 
many  instances,  they  are  overlooked  as  a diagnos- 
tic possibility.  It  is  only  when  severe  pulmonary 
reaction  has  already  taken  place  that  these  pa- 
tients are  sent  to  the  bronchoscopist  for  examina- 
tion. Unfortunately,  because  of  inadequate  his- 
tory and  because  of  the  fact  that  these  foreign 
bodies  are  not  visualized  by  the  x-ray,  many  of 
the  patients  developing  pulmonary  involvement 
are  at  first  treated  for  pneumonia.  In  every 
child,  seen  for  the  first  time,  who  is  suffering  from 
obvious  pulmonary  infection  a careful  history 
obtained  from  the  parents  should  include  informa- 
tion regarding  recent  attack  of  coughing  and 
choking  while  eating  or  drinking.  Vegetal  for- 
eign bodies,  peanut  kernels  in  particular,  set  up  a 
violent  reaction  that  will  prove  quickly  fatal  if 
the  foreign  body  is  not  removed. 

As  a rule,  once  a vegetal  foreign  body  has 
lodged  in  the  bronchus,  a local  reaction  soon 
follows,  causing  a marked  edema  of  the  bronchial 
mucosa,  which  soon  results  in  a beginning  ob- 
structive emphysema.  The  symptoms  during 
this  early  stage  are  mainly  those  of  wheezing, 
dyspnea,  cough,  and  slight  elevation  of  tempera- 
ture. The  physical  examination  usually  reveals 
diminished  diaphragmatic  excursion  of  the  af- 


fected side,  bronchial  wheezing,  mucous  rales, 
slight  roughness,  and  prolongation  of  the  ex- 
piratory sound.  During  this  early  stage,  the 
conventional  x-ray  chest  films  may  be  of  little 
value.  It  is  by  means  of  physical  and  fluoro- 
scopic examination  of  the  chest  that  the  diagnosis 
of  obstructive  emphysema  can  be  definitely  es- 
tablished during  its  early  stage.  Fluoroscopic 
examination  of  patients  with  obstructive  emphy- 
sema will  reveal  a shifting  of  the  heart  shadow 
toward  the  uninvolved  side  during  expiration. 
On  the  affected  side  there  is  decreased  diaphrag- 
matic motion,  widening  of  the  intercostal  spaces, 
with  slight  depression  and  flattening  of  the  dome 
of  the  diaphragm.  If  the  foreign  body  is  not 
quickly  removed,  the  bronchial  occlusion  becomes 
more  complete  and  the  stage  of  obstructive  em- 
physema soon  changes  to  that  of  partial  atelec- 
tasis. Finally,  with  complete  obstruction  to 
both  the  entrance  and  exit  of  air,  massive  atelec- 
tasis, with  the  inevitable  complication  of  drowned 
lung  and  abscess  formation,  soon  takes  place. 
Even  at  this  late  stage,  bronchoscopic  removal  of 
the  foreign  body,  with  re-establishment  of  pul- 
monary drainage  and  ventilation,  offers  the  pa- 
tient a fair  prognosis  toward  complete  recovery. 

This  last  stage  of  massive  atelectasis,  with 
subsequent  pulmonary  destruction,  might  never 
be  reached  if  every  pediatrician  and  general 
practitioner  of  medicine  would  strongly  consider 
the  diagnostic  possibility  of  aspirated  foreign 
bodies  as  the  causative  factor  in  both  children 
and  infants  presenting  the  symptoms  of  laryn- 
geal stridor,  bronchial  wheezing,  dyspnea, 
cough,  and  elevation  of  temperature. 

Bronchoscopy  and  Treatment 

Treatment  of  Lung  Abscess. — In  the  field  of 
therapy,  bronchoscopic  aspiration  for  the  treat- 
ment of  suppurative  diseases  of  the  bronchial 
tract  is  now  a well-established  procedure.  By 
no  means  is  it  necessary  to  recommend  all  cases 
of  lung  abscess  for  thoracic  surgery.  In  a series 
of  28  cases  of  early  lung  abscess  seen  by  the  au- 
thor during  the  past  five  years,  in  only  8 cases  was 
it  necessary  to  employ  surgical  intervention.  The 
20  cases  not  requiring  surgery  made  uneventful 
recoveries  following  bronchoscopic  aspiration 
and  medical  treatment.  It  is  to  be  made  clear, 
however,  that  bronchoscopic  aspiration  and  con- 
servative measures  should  be  carried  out  only  for 
a period  of  six  weeks.  If,  during  or  at  the  end  of 
that  period  of  time,  no  improvement  has  been 
shown,  either  clinically  or  by  roentgenographic 
study,  surgery  is  immediately  advocated. 

The  desired  factor  in  the  bronchoscopic  treat- 
ment of  lung  abscess  is  to  facilitate  drainage  from 
the  abscess  cavity.  Usually  the  draining  bron- 
chus leading  from  the  cavity  becomes  blocked  by 
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mucosal  edema,  thick  purulent  secretions,  and 
granulation  tissue.  Once  the  affected  pulmonary 
segment  is  carefully  localized  by  preliminary 
physical  and  x-ray  examination,  the  broncho- 
scopic  procedure  consists  of  locating  and  draining 
the  involved  bronchus.  Whenever  possible,  the 
intrabronchoscopic  injection  of  lipiodol  directly 
into  the  draining  bronchus  and  into  the  abscess 
cavity  will  materially  aid  drainage  by  its  dis- 
placement of  tenacious  purulent  secretions. 
Since  the  advent  of  the  sulfonamide  group  of 
drugs  in  the  treatment  of  many  types  of  pulmo- 
nary infections,  this  form  of  chemotherapy  has 
also  been  employed  in  combination  with  the 
treatment  by  bronchoscopy.  In  several  cases 
treated  during  this  past  year,  sulfathiazole  was 
insufflated  directly  into  the  draining  bronchus. 
If  bacteriologic  examination  also  reveals  the 
presence  of  fusospirochetal  organisms,  intrave- 
nous injections  of  neoarsphenamines  are  given  at 
weekly  intervals. 

In  the  treatment  of  chronic  lung  abscess,  except 
as  a preliminary  aid  to  the  thoracic  surgeon, 
bronchoscopy  is  of  small  value.  Cases  having  a 
well-defined,  densely  organized  abscess  wall  are 
strictly  a surgical  problem. 

Treatment  of  Bronchiectasis. — The  only  treat- 
ment offering  a complete  cure  in  bronchiectasis 
is  lobectomy  or  total  pneumonectomy.  How- 
ever, where  surgery  is  contraindicated  because  of 
advanced  age,  multilobar  involvement,  and  car- 
diac disease,  routine  bronchoscopic  aspirations, 
postural  drainage,  and  intratracheal  instillation 
of  lipiodol  offer  a marked  palliative  relief  to  the 
patient. 

As  an  aid  in  the  surgical  treatment  of 
bronchiectasis,  bronchoscopic  aspiration  of  puru- 
lent secretions  immediately  before,  and  occa- 
sionally during  and  following  the  operation, 
serves  to  reduce  the  incidence  of  postoperative 
complications.  This  simple  procedure  often 
proves  to  be  a life-saving  measure. 

Cause  and  Prevention  of  Bronchiectasis. — One 
of  the  most  important  roles  assigned  to  the  field 
of  bronchoscopy  is  in  the  prevention  of  primary 
or  acquired  atelectasis.  The  accumulated  clini- 
cal, experimental,  and  postmortem  studies  clearly 
indicate  that  bronchial  dilatation  is  practically  al- 
ways due  to  infection  of  the  bronchial  wall  with 
destruction  of  the  elastic  tissue  framework,  re- 
sulting from  prolonged  bronchial  occlusion  and 
atelectasis.  In  the  majority  of  cases  this  condi- 
tion is  chronic  and  its  evolution  is  gradual.  Oc- 
casionally bronchiectasis  is  met  with  in  the  acute 
form  following  infectious  diseases,  characterized 
by  marked  bronchial  irritation,  as  in  whooping 
cough  and  influenza. 

Children  and  infants  suffering  from  upper  res- 
piratory infection  with  persistent  aspiration  of 


postnasal  drainage  material  are  in  constant 
danger  of  developing  atelectasis  and  finally 
bronchiectasis.  It  is  most  important  that  if  this 
condition  is  to  be  prevented  and  the  chronic 
source  of  bronchial  irritation  removed,  the  upper 
respiratory  infection  should  be  eliminated.  Also 
after  the  successful  removal  of  aspirated  foreign 
bodies  which  have  caused  some  inflammatory 
reaction,  patients  should  be  kept  under  observa- 
tion and  should  undergo  periodic  chest  examina- 
tions for  a period  of  several  months. 

Holinger4  and  Tucker5  describe  various  stages 
in  the  development  of  bronchiectasis,  in  which,  if 
bronchoscopic  aspiration  is  frequently  done  and 
bronchial  drainage  is  re-established,  the  existing 
pathologic  process  is  still  reversible.  Anspach6 
calls  attention  to  the  so-called  triangular  shadows 
at  the  base  of  the  lungs,  which  he  regards  as  an 
area  of  localized  atelectasis,  where,  under  certain 
conditions,  bronchiectasis  may  develop.  To  Ans- 
pach also  goes  the  credit  for  calling  the  attention 
of  his  fellow  pediatricians  to  the  value  of  bron- 
choscopic aspiration  in  the  prevention  of  bron- 
chiectasis in  children  presenting  this  basal  in- 
volvement. 

The  rapidity  with  which  bronchiectasis  de- 
velops after  pulmonary  atelectasis  will  to  a great 
extent  depend  on  the  type  of  organisms  present 
in  the  trapped  secretions.  Because  of  the  air- 
less state  produced  by  the  atelectasis,  a state  of 
anaerobiosis  is  soon  established.  If  anaerobic  or- 
ganisms are  present,  they  will  multiply  in  great 
numbers  and  hasten  the  destruction  of  the  elastic 
tissue  framework  of  the  bronchial  structures. 
Smith7  believes  that  fusospirochetal  organisms 
aspirated  from  the  oral  cavity  and  always  pres- 
ent in  the  secretions  of  obstructive  lesions  of  the 
bronchial  tract  play  a very  important  role  in  the 
development  of  bronchiectasis. 

The  diagnosis  of  bronchiectasis  can  only  be 
definitely  established  by  means  of  bronchoscopy 
and  pneumonography.  Neither  the  internist 
nor  the  radiologist  should  attempt  to  make  a 
positive  diagnosis  unless  the  above  procedures 
have  been  first  carried  out. 

Postoperative  Atelectasis. — This  development 
usually  results  from  a bronchial  obstruction  by 
aspirated  secretions  or  vomitus  during  or  imme- 
diately following  operation.  The  condition  is 
more  common  following  operations  in  the  upper 
abdominal  quadrant  because  of  voluntarily  de- 
creased diaphragmatic  movement  in  an  attempt 
to  reduce  abdominal  pain.  Although  postopera- 
tive atelectasis  was  clearly  described  as  early  as 
1900,  its  frequency  has  been  fully  appreciated 
only  in  recent  years.  Improved  x-ray  technic 
and  the  many  papers  published  on  obstructive 
atelectasis  have  stimulated  both  internists  and 
surgeons,  with  the  result  that  this  condition  is 
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now  a definite  entity  with  definite  clinical  and 
x-ray  evidence. 

The  symptoms  and  the  observations  made  of 
this  postoperative  complication  usually  follow  a 
rather  definite  pattern.  Within  several  hours  or 
longer,  following  operation,  the  patient  complains 
of  dyspnea,  which  is  usually  out  of  all  proportion 
to  the  degree  of  pulmonary  involvement.  There 
is  a sense  of  discomfort  over  the  lung  involved, 
the  pulse  becomes  rapid,  there  is  sudden  increase 
in  temperature,  and  cyanosis  becomes  apparent. 
Contrary  to  general  opinion,  the  diagnosis  of  this 
condition  in  its  early  stage  is  dependent  more 
upon  the  physical  examination  than  the  x-ray 
findings.  Physical  findings  during  this  early 
stage  are  usually  those  of  obstructive  emphy- 
sema. 

As  the  bronchial  obstruction  increases,  early 
signs  of  atelectasis  begin  to  appear.  The  x-ray 
findings  in  the  early  cases  of  atelectasis  may  re- 
veal little  or  no  increase  in  density  over  the  lung 
involved,  but  later  the  shadow  may  be  dense  or 
homogeneous.  In  the  more  severe  cases,  there  are 
elevation  of  the  diaphragm  on  the  affected  side, 
narrowing  of  the  intercostal  spaces,  and  marked 
displacement  of  the  heart  and  mediastinum. 

Treatment  of  Postoperative  Atelectasis. — Post- 
operative atelectasis  can  be  best  treated  by  means 
of  bronchoscopic  aspiration,  with  the  removal  of 
the  obstructing  bronchial  secretions.  It  is  im- 
portant that  if  an  early  diagnosis  is  to  be  estab- 
lished, the  surgical  intern  and  the  surgeon  be 
ever  on  the  alert  for  the  possibility  of  this  surgical 
complication.  Fortunately  for  the  patients  who 
come  to  operation  in  the  author’s  community, 
surgeons  and  internists  are  wide  awake  regarding 
this  complication  and  lose  no  time  in  asking  for 
bronchoscopic  consultation.  In  the  past,  pa- 
tients developing  this  unfortunate  condition  were 
treated  for  pneumonia,  a procedure  that  was 
usually  followed  by  a high  mortality.  Today 
practically  all  patients  treated  for  postoperative 
atelectasis  by  bronchoscopic  aspirations  make  an 
uneventful  recovery.  In  the  majority  of  cases 
treated  there  is  a sudden  drop  in  the  tempera- 
ture, pulse,  and  respiratory  rate.  Almost  imme- 
diately the  patient  feels  relieved  of  the  dyspnea 
and  is  able  to  cough  up  with  ease  the  remaining 
secretions.  It  is  to  be  made  clear,  however,  that 
the  diagnosis  must  be  made  early,  for  if  atelectasis 
is  allowed  to  exist  for  many  hours,  secondary 
pneumonitis  and  pulmonary  suppuration  may 
develop.  In  several  well-known  surgical  clinics 
in  this  country,  patients  exhibiting  signs  of  respira- 
tory obstruction  are  immediately  bronchoscoped 
during  the  operation  and  again  before  leaving  the 
operating  room.  It  is  a standard  rule  in  these 
clinics  that  no  patient  shall  leave  the  operating 
room  with  a “wet  lung.” 


In  addition  to  bronchoscopic  aspiration,  pa- 
tients developing  postoperative  atelectasis  are 
administered  a 5 per  cent  carbon  dioxide-oxygen 
mixture  for  a period  of  five  minutes  at  intervals 
of  from  one  to  two  hours  until  respiration  and 
pulse  rate  return  to  a normal  postoperative  level. 
Instructions  are  also  given  to  have  the  patient 
frequently  rotated  from  side  to  side.  With  this 
added  treatment,  the  patient  is  usually  able  to 
cough  up  the  remaining  retained  secretions. 

Prevention  of  Postoperative  Atelectasis. — In  the 
prevention  of  this  complication  many  important 
details  should  be  attended  to  before  and  during 
the  operation.  One  important  detail  is  the  ques- 
tion of  heavy  preoperative  sedation  in  patients 
who  are  known  to  have  a chronic  bronchitis  or 
sinusitis.  Many  of  these  patients  spend  consid- 
erable time  on  awakening  every  morning  in 
clearing  their  nasopharynx  and  tracheobronchial 
tree  of  accumulated  secretions  aspirated  during 
the  sleeping  hours.  If  the  cough  reflex  is  de- 
pressed by  heavy  sedation  given  the  evening 
before  and  on  the  morning  of  operation,  these 
patients  are  not  able  to  clear  out  their  airways. 
Before  taking  the  morning  sedation,  then,  these 
patients  should  be  encouraged  to  cough  and 
clear  themselves  of  retained  secretions. 

If  morphine  is  used  post  operatively  it  should 
be  given  cautiously,  since  it  will  tend  to  depress 
the  cough  reflex.  Atropine  and  scopolamine 
should  also  be  used  judiciously  because  they  tend 
to  dry  up  secretions,  making  it  impossible  for  the 
delicate  ciliated  epithelium  to  move  up  secretions 
in  the  larger  bronchi  and  trachea  from  which  they 
can  be  easily  expectorated. 

If  there  is  any  question  whatsoever  of  respira- 
tory disease  a complete  x-ray  study  of  the  chest 
should  be  made  and,  if  possible,  operation  should 
be  postponed  if  the  x-ray  reveals  any  pulmonary 
pathology. 

Bronchoscopy  in  Bronchial  Asthma. — If  pos- 
sible, every  case  of  bronchial  asthma  being  con- 
templated for  allergenic  treatment  should  undergo 
a diagnostic  bronchoscopy.  To  recall  the  words 
of  Dr.  Chevalier  Jackson:  “All  that  wheezes  is 
not  asthma.”  Time  and  again,  bronchoscopic 
examination  of  patients  diagnosed  and  treated  for 
this  condition  has  revealed  that  the  underlying 
cause  of  wheezing  and  dyspnea  was  the  presence 
of  intrabronchial  pathology  in  the  form  of  neo- 
plasm, bronchial  stricture,  bronchiectasis,  local- 
ized atelectasis,  endobronchial  tuberculosis,  vari- 
ous forms  of  bronchitis,  nonopaque  foreign 
bodies,  laryngeal  papillomata,  and  pressure  on 
the  trachea  and  bronchi  from  extrinsic  causes. 

The  bronchoscopic  findings  in  bronchial  asthma 
are  chiefly  those  of  mucosal  edema  with  conges- 
tion. The  amount  and  character  of  the  secretion 
usually  depend  in  a large  measure  on  the  severity 
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and  type  of  bronchial  infection  present.  In  the 
chronic  form  of  bronchial  asthma  secondary  in- 
fection is  invariably  present  and  degenerative 
changes  of  the  bronchial  tract  with  defective 
ciliary  drainage  are  a constant  finding. 

The  author,  in  the  repeated  bronchoscopic 
examination  of  numerous  patients  of  all  ages 
suffering  from  intractable  asthma,  has  never  ob- 
served the  phenomenon  of  bronchial  spasm  to  be 
present  in  the  major  bronchi.  The  constant 
finding  of  bronchial  obstruction  by  mucosal 
edema  with  congestion  has  led  the  author  to  re- 
consider the  previously  accepted  theory  that 
status  asthmaticus  was  primarily  due  to  a spasm 
of  the  circular  fibers  of  the  bronchial  wall. 
While  the  hypothesis  of  bronchial  spasm  is  the 
one  most  generally  advanced  as  the  immediate 
cause  of  the  attack,  it  is  quite  probable  that  the 
factor  of  bronchial  edema  with  congestion  plays 
a very  important  part  and  that  both,  rather  than 
either  one  alone,  are  involved  in  producing  the 
phenomenon  of  an  asthmatic  seizure.  Bron- 
choscopy, by  means  of  direct  visual  inspection 
of  the  inside  of  the  bronchial  tree,  affords  an 
open  door  to  the  further  study  of  this  complex 
disease. 

Bronchoscopy  in  the  Treatment  of  Bronchial 
Asthma. — The  treatment  of  this  condition,  re- 
gardless of  method  or  combination  of  therapy 
employed,  makes  up  one  of  the  gloomy  chapters 
in  the  history  of  medicine.  In  many  instances 
when  the  attacks  occur  early  in  life  and  tend  to 
persist  and  increase  in  severity,  the  patient  in- 
evitably develops  chronic  emphysema  and 
sooner  or  later  becomes  a confirmed  “asthmatic.” 
Both  the  severity  and  duration  of  the  seizures 
will  determine  to  a great  extent  the  rapidity  with 
which  this  emphysematous  state  is  reached. 

Bronchoscopic  aspiration  of  retained  secre- 
tions during  an  asthmatic  attack  which  has  failed 
to  respond  to  the  commonly  accepted  methods  of 
treatment  will  in  many  instances  result  in  the 
quick  subsiding  of  the  attack.  Ramirez  and  St. 
George8  believe  that  bronchoscopy  is  of  un- 
doubted value  in  the  so-called  nonallergic  forms 
which  are  associated  with  chronic  bronchitis 
and  bronchorrhea.  The  benefit  is  derived  not 
only  from  the  removal  of  the  thick  mucus  and  the 
endobronchial  medication  but  also  from  the  vac- 
cines prepared  from  the  bronchoscopically  aspir- 
ated secretions.  Autogenous  vaccines  prepared  in 
this  manner,  free  from  oral  contamination,  seem  to 
be  more  effective  than  those  prepared  from  spu- 
tum. Clerf9  has  obtained  excellent  palliative  re- 
sults following  bronchoscopic  aspiration  of  secre- 
tion in  certain  cases  of  asthma  in  which  there  was  a 
tracheobronchitis  or  definite  suppuration  of  the 
lung.  Halliday10  believes  that  the  marked  im- 
provement and  relief  from  distressing  symptoms 


following  bronchoscopic  aspiration  and  instilla- 
tion of  medication  render  this  procedure  an  im- 
portant aid  in  the  treatment. 

In  certain  cases  of  intractable  asthma  with 
heavy,  retained  secretions  not  responding  to  any 
form  of  allergenic  or  adrenalin  therapy,  the  author 
has  obtained  a marked  symptomatic  improve- 
ment following  frequent  intratracheal  instilla- 
tion of  a 40  per  cent  iodized  oil.  The  oil,  because 
its  specific  gravity  is  greater  than  that  of  the 
bronchial  secretion,  displaces  and  floats  the  se- 
cretion into  the  larger  bronchi  and  trachea,  from 
where  it  may  be  coughed  up  with  ease.  There 
is  also  a possibility  that  the  free  iodine  being  con- 
stantly liberated  may  serve  in  stimulating  the 
sympathetic  system  in  relieving  bronchial  spas- 
ticity. 

The  author  is  in  complete  accord  with  Clerf, 
who  states  that  before  a patient  is  accepted  for 
bronchoscopic  treatment,  systematic  studies 
should  be  made  to  elicit  all  possible  causative 
factors.  The  investigation  should  include  a com- 
plete x-ray  study  of  the  chest,  rhinologic  examina- 
tion, and  a thorough  allergic  study. 

Endobronchial  Tuberculosis. — Bronchoscopy  has 
opened  up  a relatively  new  and  important  field  in 
the  diagnosis  and  treatment  of  tracheobronchial 
tuberculosis.  The  inexplicably  bad  results  of  col- 
lapse therapy  in  the  past  were  no  doubt  due  in 
part  to  the  presence  of  bronchial  tuberculosis, 
which  was  frequently  overlooked.  The  impor- 
tance of  this  condition  is  best  illustrated  by  the 
fact  that  today  it  is  a standard  procedure  with 
the  majority  of  thoracic  surgeons  that  all  pa- 
tients being  contemplated  for  any  form  of  col- 
lapse therapy  must  first  undergo  a diagnostic 
bronchoscopy  to  rule  out  tracheobronchial  in- 
volvement. If  the  bronchial  tract  is  involved, 
postponement  of  operation  is  preferred  and  spe- 
cific intrabronchoscopic  treatment  is  immedi- 
ately instituted. 

The  symptoms  of  bronchial  tuberculosis  are 
chiefly  those  of  partial  bronchial  obstruction. 
In  some  instances  the  obstruction  becomes  com- 
plete and  a state  of  atelectasis  soon  develops. 
When  a formerly  asymptomatic  patient,  under- 
going treatment  for  pulmonary  tuberculosis, 
suddenly  develops  the  symptom  of  wheezing  with 
rhonchi  which  is  soon  followed  by  dyspnea,  eleva- 
tion of  temperature,  recurrence  of  the  positive 
sputum,  and,  later,  hemoptysis,  the  possibility 
of  bronchial  tuberculosis  should  be  strongly  con- 
sidered. In  a small  group  of  cases  with  positive 
sputum  and  hemoptysis  in  which  there  is  no 
demonstrable  x-ray  evidence  of  pulmonary  dis- 
ease, bronchoscopic  examination  often  reveals 
the  presence  of  tuberculous  bronchial  ulceration. 

Many  tuberculosis  institutions  throughout  the 
country,  realizing  the  importance  of  bronchos- 
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copy  as  an  aid  in  the  diagnosis  and  treatment  of 
this  serious  complication  of  pulmonary  tubercu- 
losis, have  now  added  a bronchoscopic  clinic  as  an 
integral  part  of  the  surgical  department. 

Bronchoscopy  as  an  Aid  to  Thoracic  Surgery. — 
The  rapid  progress  already  made  to  date  in  the 
field  of  thoracic  surgery  has  been  in  no  small  way 
due  to  the  aid  of  the  bronchoscopist,  who  by 
careful  endoscopic  examination  has  aided  in  the 
correct  localization  of  pulmonary  lesions.  Prob- 
ably the  greatest  aid  of  bronchoscopy  to  the  thor- 
acic surgeon  has  been  in  the  early  diagnosis  of 
primary  carcinoma  of  the  lung.  In  the  diagnosis 
of  tracheobronchial  tuberculosis,  the  bronchosco- 
pist has  been  of  great  aid  to  the  surgeon  in  calling 
his  attention  to  the  existing  contraindication  for 
collapse  therapy.  In  certain  instances  broncho- 
scopic aspiration  before,  during,  and  following 
thoracic  operations  has  served  to  reduce  post- 
operative mortality.  The  advances  still  to  be 
made  in  the  field  of  thoracic  surgery  will  no 
doubt  depend  in  part  on  further  bronchoscopic 
research  on  the  behavior  of  the  normal  and  dis- 
eased bronchi. 

Summary 

In  this  brief  review  of  the  role  of  the  bronchos- 
copist in  the  diagnosis  and  treatment  of  diseases 
of  the  bronchial  pulmonary  tract,  the  author  has 
attempted  to  emphasize  the  following  facts: 

1.  Aside  from  the  well-known  procedure  for 
the  removal  of  aspirated  foreign  bodies,  bron- 
choscopy has  come  to  play  an  important  role  in 
the  diagnosis  and  treatment  of  diseases  of  the 
bronchial  pulmonary  tract. 

2.  There  are  many  conditions  of  the  lower  res- 


piratory tract  that  often  remain  undiagnosed  be- 
cause of  lack  of  bronchoscopic  study. 

3.  In  the  diagnosis  of  primary  carcinoma  of 
the  lung,  bronchoscopic  examination  is  by  far  the 
most  important  diagnostic  procedure  available. 

4.  Close  cooperation  between  the  internist, 
radiologist,  and  bronchoscopist  will  in  many  in- 
stances facilitate  the  diagnosis  of  obscure  condi- 
tions of  the  bronchial  pulmonary  tract. 

5.  Many  suppurative  conditions  of  the  lungs 
if  diagnosed  early  will  respond  to  bronchoscopic 
and  medical  management. 

6.  Bronchoscopy  is  of  aid  in  the  removal  of 
bronchial  obstruction,  thus  preventing  the  de- 
velopment of  atelectasis  and  subsequent  pulmo- 
nary destruction. 

7.  Bronchoscopy  is  of  aid  to  the  thoracic  sur- 
geon in  the  localization  of  pulmonary  lesions. 

8.  Bronchoscopy  is  not  a hazardous  proce- 
dure, and  the  majority  of  patients  treated  are 
handled  as  outpatients. 
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RESEARCH  ON  QUININE  SUBSTITUTES 

Through  the  combined  efforts  of  chemists  all 
over  the  nation,  new  drugs  that  will  replace  quinine 
in  the  treatment  of  malaria  are  being  developed,  to- 
gether with  other  remedies  for  the  control  of  yellow 
fever  and  similar  tropical  diseases.  Furthermore, 
most  of  these  drugs  are  less  toxic  than  quinine  and 
some  of  its  earlier  substitutes. 

At  a symposium  on  malaria  at  the  American 
Chemical  Society’s  meeting  in  Detroit,  it  was  ex- 
plained that  the  loss  of  the  quinine  supply  to  the 
Japanese  has  been  compensated  for  by  the  pro- 
duction of  atabrine.  According  to  A.  E.  Sherndal, 
of  the  Winthrop  Chemical  Company,  the  quinine 
supply  was  sufficient  before  the  war  to  treat  50,000,- 
000  cases  of  malaria,  but  the  expansion  of  atabrine 
production  has  made  it  possible  to  treat  even  more 
than  this  number,  and  the  production  goal  is  set 
at  twice  the  present  figure. 

A further  suggestion  was  made  at  the  meeting 
that  the  biotin-inactivating  substance,  avidin, 
recently  isolated  from  uncooked  egg  white,  is  a 


promising  new  agent  in  the  present  fight  against 
malaria. 

The  manufacture  of  synthetic  quinine  is  being 
aided  by  chemistry  students  at  the  College  of  the 
City  of  New  York.  Under  the  direction  of  Pro- 
fessor William  L.  Prager,  students  at  the  college  are 
combining  raw  chemicals  into  compounds  called 
“intermediates,”  which  are  shipped  to  plants  and 
put  through  the  final  processes. 

The  Rockefeller  Foundation,  it  was  revealed 
in  the  report  of  Raymond  B.  Fosdick,  president, 
is  also  contributing  to  the  research  on  combating 
tropical  diseases  and  has  already  developed  a new 
type  of  vaccine  for  yellow  fever.  Four  million 
doses  were  distributed  to  American  and  Allied  troops 
in  Africa,  and  mass  vaccination  of  the  population 
in  Africa  has  been  undertaken.  Without  this  pro- 
tection troops  could  not  be  assigned  to  some  of 
the  areas  in  which  they  are  now  stationed. 

The  Rockefeller  Foundation  is  also  engaged  in 
research  for  quinine  substitutes. 


THE  USE  AND  ADVANTAGES  OF  AUGMENTED  UNIPOLAR  EXTREMITY 
LEADS  (aV-LEADS)  IN  THE  ELECTROCARDIOGRAPHIC  DIAGNOSIS  OF 
MYOCARDIAL  INFARCTION  (DUE  TO  CORONARY  ARTERY  OCCLU- 
SION AND  ACUTE  CORONARY  INSUFFICIENCY) 

Emanuel  Goldberger,  M.D.,  Bronx,  New  York 


IN  A paper  recently  published  in  the  American 
Heart  Journal 1 I described  a technic  of  ob- 
taining augmented  unipolar  extremity  leads, 
together  with  a description  of  a very  simple 
indifferent  electrode  necessary  for  use  with  these 
leads.  The  standards  and  principles  required  for 
proper  use  of  the  leads  were  then  further  estab- 
lished in  another  article.2 

In  this  paper  I shall  demonstrate  the  appli- 
cability of  my  system  of  electrocardiography, 
especially  in  the  diagnosis  of  myocardial  infarc- 
tion, when  standard  leads  show  atypical  signs  or 
show  no  pathognomonic  signs  at  all. 

First,  however,  let  me  briefly  review  defini- 
tions of  terms  and  details  of  technic  which  are 
as  yet  unknown  to  the  general  medical  public. 

Definitions 

1 .  Standard  lead  electrocardiograms  represent, 
in  reality,  the  difference  in  potential  between  the 
two  extremities  being  recorded.3  In  other 
words,  the  standard  lead  is  a bipolar  extremity 
lead .4 

2.  Unipolar  extremity  leads,  on  the  other 
hand,  record  the  potentials  from  any  one  of  the 
three  extremities,  using  an  indifferent  electrode 
of  zero  potential.  (Either  the  author’s1  or 
Wilson’s5  may  be  used.) 

3.  Augmented  unipolar  extremity  leads  (aV- 
leads)  are  like  the  ordinary  or  unaugmented 
unipolar  extremity  leads  in  that  they  also  record 
the  potentials  from  only  one  extremity.  How- 
ever, the  hookup  is  such  that  even  though  the 
electrocardiograph  is  standardized  in  the  usual 
manner,  in  the  finished  record  the  augmented 
unipolar  extremity  leads  electrocardiograms  have 
potentials  3/2  greater  than  the  ordinary  unipolar 
extremity  lead  records.1 

The  three  aV-leads  (augmented  unipolar 
extremity  leads* *)  used  are:  ( a ) the  aVl  lead, 
the  augmented  left  arm  extremity  lead;  (6) 
the  aVr  lead,  the  augmented  right  arm  extremity 
lead;  and  (c)  the  aVf  lead,  the  augmented  left 
leg  extremity  lead. 

4.  Precordial  leads  are  taken  in  accordance 
with  the  conventions  established  by  the  American 

Awarded  the  Merrit  H.  Cash  Prize  by  the  Medical  Society 
of  the  State  of  New  York,  April  28,  1942. 

From  the  Department  of  Medicine,  Lincoln  Hospital, 
New  York,  Dr.  Leander  H.  Shearer,  Director. 

* The  unaugmented  ordinary  unipolar  extremity  leads  are 
known  as  leads  VI,  Vr,  and  Vf,  respectively.4 


Heart  Association6  for  use  with  an  indifferent 
electrode  of  zero  potential.  The  leads  are 
named  VI,  V2,  V3,  V4,  V5,  and  V6.  Lead 
V4  corresponds  to  the  usual  precordial  lead 
taken  along  with  standard  leads. 

Construction  of  the  Author’s  Indifferent 
Electrode  of  Zero  Potential1 

Three  single  lengths  of  ordinary  No.  18 
electric  wire,  and  four  battery  clips  (Fig.  1)  are 
needed.  The  wire  should  be  about  4 feet  in 
length. 

1.  Arrange  the  three  lengths  as  they  are  ar- 
ranged in  Fig.  1,  exposing  their  ends. 

2.  Join  the  three  loose  ends  at  T,  and  apply 
one  of  the  battery  clips  (Fig.  1) . 

3.  To  the  other  ends  of  the  three  lengths, 
additional  battery  clips  may  be  attached.  Tips 
may  be  soldered,  or  such  alterations  made  as  are 
necessitated  by  variations  in  the  construction 
of  different  kinds  of  electrocardiographs. 

The  Technic  of  Taking  the  aV-  and  Pre- 
cordial V-Leads  /Tig.  1 } 

1.  The  aVl  Lead. — Set  electrocardiogram  for 
lead  1. 

2.  Place  electrodes  on  the  patient’s  right 
and  left  forearms  and  left  leg. 

3.  Attach  the  indifferent  electrode  as  illus- 
trated in  Fig.  1 to  the  electrodes  on  the  right 
forearm  and  left  leg.  The  third  end  of  the  in- 
different electrode  is  left  free. 

4.  Attach  the  RA  lead  wire  (from  the  electro- 
cardiograph) to  the  central  terminal  of  the  in- 
different electrode. 

5.  Attach  the  LA  lead  wire  to  the  electrode 
on  the  left  forearm. 

6.  Standardize  the  electrocardiograph  so 
that  1 cm.  = 1 mv. 

7.  Run  the  record. 

In  the  finished  record,  positivity  will  be  rep- 
resented by  an  upward  deflection,  and  1.5-cm. 
deflection  of  the  waves  will  be  equivalent  to  a 
potential  of  1 mv.  (The  standardization  mark 
should  rise  or  fall  only  1 cm.) 

8.  The  aVr  Lead. — After  the  a VI  lead  has 
been  taken,  remove  one  of  the  ends  of  the  in- 
different electrode  from  the  right  forearm  and 
attach  it  to  the  electrode  on  the  left  forearm. 

9.  Attach  the  LA  lead  wire  to  the  electrode 
on  the  right  forearm. 
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Fig.  1.  Hookup  to  take  augmented  unipolar  extremity  leads  (aV-leads)  and  unipolar  precordial  leads 
with  the  author’s  indifferent  electrode  of  zero  potential. 

The  electrocardiograph  should  be  .set  for  lead  1. 

Un. — unattached.  The  left  leg  lead  wire  from  the  electrocardiograph  is  always  left  unattached.  When 
the  extremity  leads  are  taken,  one  end  of  the  indifferent  electrode  is  also  left  unattached. 


10.  Standardize  and  run  the  record, 

11.  The  aVf  Lead.  Remove  the  end  of  the 
indifferent  electrode  from  the  left  leg,  and  at- 
tach one  of  its  ends  to  the  electrode  on  the  right 
forearm. 

12.  After  removing  the  LA  lead  wire  from  the 
right  forearm,  attach  it  to  the  electrode  on  the 
left  leg. 

13.  Standardize  and  run  the  record. 

14.  The  Precordial  V Leads. — Attach  the 
third  end  of  the  indifferent  electrode  to  the 
electrode  on  the  left  leg.  (The  other  two  ends 


are  attached  to  the  electrodes  on  right  and  left 
forearms  if  the  procedure  above  has  been 
followed.) 

15.  Using  a regulation  precordial  electrode, 
attach  the  LA  lead  wire  to  it,  and  place  it  on  the 
desired  part  of  the  thorax. 

16.  Standardize  and  run  the  record. 

In  the  precordial  leads,  as  with  the  aV-leads, 
positivity  will  be  represented  by  an  upward  de- 
flection, but  here  1-cm.  deflection  = 1 mv. 

Throughout  this  procedure,  the  left  leg  lead 
wire  from  the  electrocardiograph  remains  un- 
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Fig.  2.  The  patterns  of  axis  deviation  and  ventricular  preponderance.  LAD — left  axis  deviation. 
RAD — right  axis  deviation.  LVP — left  ventricular  preponderance.  RVP — right  ventricular  pre- 
ponderance. 


attached.  When  the  aV-leads  are  taken,  one 
end  of  the  indifferent  electrode  also  remains  un- 
attached. 

Terminology 

All  measurements  should  be  made  in  terms  of 
millimeters,  not  millivolts.  P,  T and  U waves 
are  described  as  usual. 

The  QRS  Complex. — Since  the  QRS  complex, 
physiologically,  is  a single  entity,  separate 
identification  of  the  individual  waves  is  done  for 
purposes  of  description  only. 

The  nomenclature  described  below  is  in 
accord  with  the  request  of  the  American  Heart 
Association  to  have  standard  terminology  appli- 
cable to  all  leads : 

(а)  Q — an  initial  downward  (— ) deflection, 
if  followed  by  an  upward  deflection. 

(б)  QS — an  initial  downward  ( — ) deflection 
if  not  followed  by  an  upward  deflection. 

(c)  R— the  first  upward  (+)  deflection. 

(d)  S — a downward  ( — ) deflection,  if  present, 
following  R. 

(e)  R',  R" — additional  upward  (+)  deflec- 
tions, after  the  first  R . 

(/)  S',  S" — additional  downward  ( — ) de- 
flections, after  the  first  S. 

The  relative  sizes  of  the  deflections  can  be 
described  by  the  use  of  small  and  capital  letters, 
i.e.,  qR,  Rs,  etc. 

Normal  Patterns2  /Tig.  2 } 

The  aVr  Lead. — The  basic  normal  pattern  of 
the  aVr  lead  consists  of  a (— ) P:  a ( — ) ventric- 
ular complex  comprising  a QS,  an  iso-electric 


RS-T  segment,  and  a ( — ) T.  The  normal  varia- 
ions  are  the  presence  of  either  or  both  a small 
r or  r'. 

The  aVf  Lead. — The  basic  pattern  of  the  aVf 
lead  is  just  the  reverse  of  the  aVr  lead:  a (+)  P; 
monophasic  (+)  R,  and  a (+)  T,  with  similar 
normal  variations. 

The  aVl  Lead. — The  a VI  lead  may  resemble 
the  aVf  or  the  aVr  leads.  P is  usually  (+)  though 
it  may  be  (— ).  When  the  main  ventricular 
deflection  is  (+ ),  T is  (+).  When  the  main  ven- 
tricular deflection  is  (— ),  T may  be  ( — ),  es- 
pecially if  the  patient  is  recumbent. 

The  Precordial  Leads. — Standards  for  these 
have  been  well  established  and  need  not  concern 
us  here.7 

The  Patterns  in  Axis  Deviation 

aV-leads  vary  directly  with  the  electrical  axis 
of  the  heart.  Elaboration  on  this  subject  is  not 
necessary  here,  for  it  has  been  clearly  shown 
that  the  potential  of  the  aVl  lead  is  a good  index 
of  axis  deviation;  a large  (+)  deflection  is  an  in- 
dication of  left  axis  deviation;  and  a ( — ) main 
ventricular  deflection  indicates  a right  axis  de- 
viation.2,5’7 

In  Fig.  2 are  shown  the  usual  patterns  ob- 
served in  cases  of  axis  deviation  and  ventricular 
preponderance. 

Myocardial  Infarction 

So  much,  then,  for  introductory  remarks. 
Now  for  a discussion  of  the  patterns  in  acute 
myocardial  infarction  due  to  coronary  artery 
occlusion  (thrombosis  or  embolism)  and  coro- 
nary insufficiency. 
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Fig.  3.  Unipolar  lead  patterns  in  myocardial  infarction  due  to  coronary  artery  occlusion  and  acute  coro- 
nary insufficiency. 


When  one  of  the  coronary  vessels  is  occluded, 
or  when  there  is  anoxemia  of  the  cardiac  mus- 
culature, tissue  injury  occurs,  and  certain 
physiologic  changes  take  place,  regardless  of  the 
nature  of  the  damaging  agent,  or  of  the  location 
of  the  infarct. 

First , there  is  the  production  of  a current  of 
injury.  This  is  due  to  the  fact  that  injured  tissue 
as  well  as  active  tissue  is  relatively  ( — ) to  un- 
injured or  inactive  tissue.  Therefore,  if  a 
strip  of  muscle  be  injured,  a potential  difference 
will  exist  at  the  boundary  between  the  vital 
and  injured  muscle.  This  would  be  recorded  by 
the  electrocardiograph  as  a constant  deflection 
of  the  string  if  it  were  not  for  the  fact  that  its 
effect  is  neutralized  during  standardization. 
The  original  current  of  injury,  therefore,  does  not 
appear  on  the  electrocardiogram. 

Second,  RS-T  deviations  appear,  for  the 
following  reason:  As  the  electrical  impulse 
reaches  the  boundary  between  vital  and  injured 
muscle,  the  difference  in  potential  and  the  in- 
jury current  between  these  two  regions  disappear. 
However,  the  neutralization  current,  flowing  in 
the  opposite  direction  to  the  original  injury 
current,  is  still  in  the  circuit;  its  effect  is  to 
make  the  string  move  exactly  in  a direction 
opposite  to  that  which  the  original  current  of 


injury  would  have  moved  it.  This  produces 
the  RS-T  deviation.  As  long  as  the  area  adjacent 
to  the  injured  muscle  is  electrically  active,  the 
RS-T  deviation  persists. 

Whether  the  RS-T  deviation  will  be  (+)  or  ( — ) 
depends  solely  on  the  relation  of  the  electrode 
to  the  infarcted  area.  An  electrode  overlying 
or  “facing”  the  infarcted  area  will  produce  a 
(+)  RS-T  deviation;  one  that  faces  the  normal 
surrounding  and  underlying  tissue  will  produce 
a (— ) RS-T  segment  deviation.2-8-12 

Third,  accompanying  the  RS-T  segment 
deviations,  Q wave  patterns  may  appear  if  the 
infarct  is  large  and  extensive  enough.  The 
reason  for  their  appearance  is  that  the  impulse 
in  the  heart  travels  from  within  outward  so  that 
the  endocardium  remains  relatively  negative 
to  the  epicardium,  and  a lead  facing  the  endo- 
cardium (as  within  the  ventricular  cavity; 
over  one  of  the  large  valvular  orifices  at  the 
base  of  the  heart;  or  from  the  aVr  lead)  will 
tend  to  be  negative  throughout  the  QRS  com- 
plex.2 

When  a large  area  of  the  ventricular  wall  has 
been  damaged,  the  electrical  effects  normally 
present  in  the  tissue  disappear,  and  an  elec- 
trode overlying  the  infarct  may  be  considered 
as  facing  the  endocardial  cavity,  which  is  nega- 
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tive.  It  is  as  if  a hole  were  cut  in  the  heart  and 
the  electrode  placed  over  it.  Consequently, 
the  initial  deflection  is  (— ) (a  Q wave).10*11 

To  summarize,  only  unipolar  leads  overlying 
or  facing  the  infarct  can  record  a Q and  a (+) 
RS-T  deviation. 

Fourth,  T wave  changes  later  develop  in  a 
direction  opposite  to  that  of  the  RS-T  segment 
deviation.  The  mechanism  for  this  is  as  follows: 

It  was  mentioned  above  that  as  the  impulse 
sweeps  over  the  heart,  it  may  be  considered  as  a 
wave  with  a (+)  pole  in  the  direction  to  which 
the  impulse  is  spreading,  and  a (— ) pole  in  the 
region  from,  which  the  impulse  is  passing.  During 
the  regression  of  activity,  these  conditions  are 
reversed,  and  the  (— ) pole  of  the  impulse  is  in 
the  direction  to  which  the  regression  wave  is 
progressing.  Normally,  in  the  heart  the  paths 
of  activation  and  of  regression  are  not  identical. 
In  the  healing  stages  of  infarction  this  dis- 
crepancy is  more  marked,  because,  as  has  been 
experimentally  demonstrated,  in  the  region 
surrounding  the  healing  infarct,  the  duration 
of  the  regression  of  activity  is  unduly  prolonged.16 
The  effect  of  this  is  to  cause  the  regression  wave 
(with  its  (— ) forward  pole)  to  travel  in  this  direc- 
tion. Thus,  the  electrode  overlying  the  in- 
farct, which  had  previously  recorded  a (+) 
RS-T  deviation,  now  records  a ( — ) T wave,  or 
vice  versa. 

In  applying  these  principles  to  human  myo- 
cardial infarction,  certain  facts  must  be  kept 
in  mind: 

1.  The  infarct  that  develops  after  coronary 
artery  occlusion  (thrombosis  or  embolism)  may 
be  analyzed  as  if  it  were  localized  to  the  mb- 
epicardial  region,  as  with  experimental  injury 
to  the  surface  of  the  ventricles.8 

2.  The  region  of  the  heart  affected  may  be 
the  anterolateral  surface  of  the  left  ventricle 
(anterior  infarcts) ; or  the  inferior  surface  of  the 
left  ventricle  (posterior  infarcts).12 

3.  The  pathology  observed  with  acute  coro- 
nary insufficiency  may  be  compared  to  sub- 
endocardial injury  produced  experimentally.13-14 

Anterior  Infarcts  ^Q-l-T-1  Type/ 

On  the  basis  of  the  theoretic  considerations 
outlined  above,  the  anterior  precordial  leads 
and  the  aVl  lead  which  overlie  and  face  the  in- 
farct12 should  present  a Q wave  and  a (+) 
RS-T  segment  deviation.  The  aVr  and  the 
aVf  leads,  facing  the  surrounding  vital  tissue, 
should  record  a (— ) RS-T  segment  deviation. 

This  actually  occurs,  and  the  characteristics 
of  anterior  infarcts  are  illustrated  in  Fig.  3. 

It  will  be  noted  that  there  is  a reciprocal  rela- 
tion between  the  RS-T  segment  deviations  and 
the  later  T wave  changes  of  the  aVl  and  aVf 


leads,  RS-T  being  (+)  in  the  a VI  lead,  (— ) in 
the  aVf  lead,  and  T becoming  (— ) in  the  aVl 
lead  and  (+)  in  the  aVf  lead. 

There  is  still  another  important  point  to  be 
made.  The  Q in  the  aVl  lead  creates  the  poten- 
tiality for  Q-l.2’4  Its  presence,  therefore,  may 
be  considered  as  more  significant  than  a Q-l. 
(However,  a small  Q-aVl  like  a small  Q-l  may 
be  present  normally.2) 

Anterior  Infarction  Without  Characteristic 
Patterns  in  the  Standard  Leads 

When  the  infarct  is  small,  Q waves  may  not 
appear,  and  the  RS-T  segment  deviations,  lim- 
ited to  the  leads  facing  the  infarct,  may,  in 
the  case  of  anterior  infarction,  be  seen  in  only 
one  of  the  precordial  leads,  and  the  aVl  lead. 
In  such  cases  the  aVl  lead  has  a small  Q and  a 
characteristic  flattening  of  the  RS-T  segment, 
with  a coved  or  ( — ) T (Fig.  4). 

In  fact,  if  the  infarct  is  situated  on  the  lateral 
surface  of  the  left  ventricle,  even  the  precordial 
leads  may  show  only  minimal  changes.  In 
such  cases,  the  standard  leads  will  show  only  in- 
constant and  atypical  changes  in  the  T wave, 
which  cannot  be  interpreted  as  indicating  an 
acute  infarct: 

The  pattern  in  the  aVl  lead  may  therefore  be 
the  sole  electrocardiographic  evidence  of  a 
recent  occlusion.  We  have  seen  many  such 
cases,  and  Fig.  4 illustrates  this  well.  It  will  be 
noted  that  although  the  precordial  lead  at  the 
onset  of  the  infarction  was  characteristic — even 
when  this  had  returned  to  approximately  its 
normal  pattern — the  aVl  lead  retained  evidence 
of  the  cardiac  damage. 

Posterior  Infarcts  ^Q3-T3  Type^ 

Again  on  theoretic  analysis,  an  electrode  placed 
over  the  infarct  (as  a low  esophageal  lead15) 
or  facing  it,  as  in  the  aVf  lead,  or  leads  from  the 
lower  posterior  back,  should  present  a pattern 
similar  to  that  obtained  with  precordial  and  a VI 
leads  in  anterior  infarction — namely,  a Q wave 
and  a (+)  RS-T  segment  deviation. 1-12-15 

Furthermore,  the  aVr  and  the  aVl  leads  which 
face  the  surrounding  vital  tissue  should  record  a 
(— ) RS-T  segment  deviation.  This  actually 
occurs,2-12-15  and  the  characteristics  of  posterior 
infarction  are  described  in  Fig.  3. 

As  with  anterior  infarcts,  there  is  a reciprocal 
relation  between  the  patterns  of  the  aVl  and 
aVf  leads.  In  this  instance  the  RS-T  of  the 
a VI  lead  is  (— );  that  of  the  aVf  lead,  (+). 
Later  the  T of  the  aVl  lead  becomes  (+),  and 
that  of  the  aVf  lead  (— ). 

Here  again  it  will  be  noted  that  the  Q of  the 
aVf  lead  contributes  the  potentiality  for  Q3. 
Therefore,  a Q-aVf  when  present  is  more  significant 
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Fig.  4.  Atypical  anterior  infarction,  d”  39. 

(a)  Forty-eight  hours  after  attack.  Standard  leads  are  normal.  Precordial  lead  Y4  has  a (— ) T.  The 
aVl  lead  (from  left  arm)  shows  a characteristic  small  Q,  flattening  of  the  RS-T,  and  a (— ) T.  (In  the  small 
box  a typical  pattern  is  drawn.) 

( b ) Six  weeks  later.  Standard  and  precordial  leads  are  within  normal.  The  aVl  lead  is  still  abnormal. 
The  Q in  the  aVf  lead  is  also  abnormal. 


than  a Q3  (when  its  amplitude  tends  to  be  V*  or 
more  of  the  entire  QRS  complex). 

Posterior  Infarction  Without  Characteris- 
tic Patterns  in  the  Standard  Leads 

When  the  infarct  is  small,  precordial  leads 
as  well  as  standard  leads  are  often  within  normal 
limits.  In  such  instances,  the  aVf  lead,  which 
faces  the  infarct,  will  show  a characteristic  pat- 
tern: a Q wave  associated  with  a small  QRS 
complex,  and  a (+)  RS-T  segment  deviation  with 
a coved  T (Fig.  5). 

Acute  Coronary  Insufficiency 

In  accute  coronary  insufficiency  there  occur 
scattered  focal  areas  of  myomalacia  and  necro- 
sis, most  marked  in  the  subendocardial  region. 

Using  a line  of  reasoning  similar  to  that  em- 
ployed for  anterior  and  posterior  infarction,  one 
would  expect  that  a lead  facing  the  endocardium, 
the  aVr  lead,  would  record  a (+)  RS-T  segment 
deviation,  whereas  the  aVl,  the  aVf,  and  the 


precordial  leads,  which  face  the  surrounding  vital 
tissue,  should  record  ( — ) RS-T  segment  de- 
viations. Since  a Q is  a normal  phenomenon  in 
the  aVr  lead,  its  presence  is  not  pathognomonic. 

Fig.  3 illustrates  the  characteristic  pattern 
of  aeute  coronary  insufficiency.  The  patterns 
in  angina  pectoris  depend  on  a similar  mecha- 
nism. 

Multiple  Infarcts 

Not  only  may  a recent  infarct  occur  in  a heart 
previously  damaged,  but  also  multiple  acute 
infarcts  may  occur.  Old  infarction  may  often 
be  recognized  by  Q wave  patterns  which  may 
be  permanent. 

When  multiple  acute  infarcts  occur,  signs  of 
anterior  infarction  overshadow  those  of  posterior 
infarcts  in  the  precordial  leads,  whereas  the 
characteristic  RS-T  segment  deviations  and  Q 
waves  of  both  types  will  be  seen  in  the  aVf  leads 
and  a VI  leads.  The  aVr  lead  responds,  in  a 
general  way,  similarly  to  either  anterior  or  pos- 
terior infarction.  (Fig.  3). 
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Fig.  5.  Atypical  posterior  infarction,  42. 

(a)  Twenty-four  hours  after  attack.  Standard  leads  and  6 precordial  leads  (only  V4  shown  above)  within 
normal.  In  the  aVf  lead  (from  left  leg)  there  is  a characteristic  pattern  present,  consisting  of  a small 
diphasic  QRS  with  an  initial  Q,  and  a coved  T.  (See  also  small  box.) 

( b ) Ten  days  later.  All  leads  have  returned  to  normal. 


Pericarditis 

A complicating  pericarditis  may  further  ob- 
scure the  picture  of  anterior  or  posterior  infarc- 
tion. Since  the  patterns  of  pericarditis  are  due 
to  damage  of  the  subepicardial  muscle,9  the 
RS-T  deviations  and  T wave  changes  may  be 
explained  as  in  myocardial  infarction. 

When  the  pericarditis  is  extensive,  (+)  RS-T 
segment  deviations  occur  in  the  a VI  and  aVf  leads 
without  Q waves,  so  that  an  anterior,  or  a posterior, 
infarct  complicated  by  extensive  pericarditis 
will  lose  the  reciprocal  relations  between  the 
aVf  and  aVl  leads,  and  the  RS-T  segment  de- 
viations in  both  leads  will  be  (+).  If  there  are 
signs  of  both  anterior  and  posterior  infarction 
(with  Q wrave  changes),  it  may  be  impossible 
to  diagnose  a complicating  pericarditis  electro- 
cardiographically. 

Conclusions 

In  the  preceding  pages,  the  technic  and  prin- 
ciples underlying  the  use  of  the  author’s  system 
of  augmented  unipolar  extremity  leads  wrere 
briefly  reviewed. 

The  use  of  these  leads  is  based  on  fundamental 
physiologic  principles  which  can  be  directly 
applied. 


This  I did  in  analyzing  the  patterns  of  myocar- 
dial infarction  due  both  to  coronary  artery 
thrombosis  and  to  acute  coronary  insufficiency. 
I also  pointed  out  how  even  the  patterns  of 
pericarditis  could  be  analyzed  with  this  technic. 

However,  the  great  value  of  augmented  uni- 
polar extremity  leads  lies  in  the  diagnosis  of 
coronary  artery  disease  when  standard  leads  are 
equivocal.  Not  only  have  I employed  aug- 
mented unipolar  extremity  leads  in  diagnosing 
myocardial  infarction;  but  I have  found  that 
cases  of  suspected  angina  pectoris,  wffiere  stand- 
ard leads  are  normal,  will  often  show  evidence  of 
myocardial  damage  in  the  augmented  unipolar 
extremity  leads  (to  be  reported  in  a separate 
communication).  Furthermore,  I have  used 
these  leads  in  the  diagnosis  of  pulmonary  em- 
bolism, which  may  simulate  posterior  occlusion 
in  standard  leads.  Howrever,  the  limitations  of 
this  paper  prevent  full  discussion  of  these 
problems,  the  effects  of  digitalis  and  other  drugs, 
as  well  as  many  other  aspects  of  electrocardiog- 
raphy. Some,  as  I have  already  stated,  have 
appeared;1-2  others  are  in  preparation. 

Summary 

Although  the  research  worker  has  studied 
unipolar  extremity  potentials  for  some  time,  now  , 
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with  the  use  of  augmented  unipolar  extremity 
leads,  the  clinician  has  access  to  this  new  and 
simple  modality  of  electrocardiography. 

1814  Grand  Concourse 
New  York  City 
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FITTING  HANDICAPPED  WORKERS  TO  JOBS 

Industry,  which  in  normal  times  has  been  loath 
to  employ  the  handicapped  worker,  is  now  recogniz- 
ing that  many  handicapped  persons  may  be  as  effi- 
cient as  those  with  full  physical  equipment  and  may 
be  safer  workers  if  they  can  be  properly  placed, 
trained,  and  supervised.  Manpower  Review , a 
publication  of  the  War  Manpower  Commission,  has 
recently  considered  the  use  of  handicapped  persons 
in  industry  as  an  aid  to  the  war  effort.  The  fitting 
of  a handicapped  person  to  his  job  demands  that 
there  be  a breakdown  of  the  requirements  for  all 
jobs  in  specific  relationship  to  the  exact  procedures 
required,  such  as  the  degree  of  skill  and  strength 
demanded  and  conditions  which  surround  the  job. 

Dovetailing  with  the  detailed  job  analysis  there 
must  be  an  equally  detailed  analysis  of  the  capability 
of  the  worker.  When  these  frameworks  of  informa- 
tion have  been  established,  adaptation  of  the  handi- 
capped person  to  the  job  becomes  relatively  simple. 
Adaptations  of  machinery  may  be  made,  such  as 
shifting  hand  or  foot  levers  so  that  they  can  be  used 
by  workmen  with  missing  hands  or  feet. 

From  Germany  comes  a report  concerning  measur- 


ing devices  which  use  variations  in  tonal  qualities 
of  sound,  such  as  a bell  to  enable  blind  workers  to 
“read”  the  instrument.  Persons  unable  to  stand 
or  walk  much  may  be  placed  in  sedentary  jobs  to 
which  all  material  is  brought  and  from  which  finished 
products  are  taken  away  by  other  workers  or  con- 
veyors. A sample  job  analysis  sheet  indicates  the 
demands  for  walking,  standing,  sitting,  climbing, 
etc. 

A tabulation  of  the  estimated  number  of  persons 
with  various  types  of  impairment  by  types  of  pre- 
employment service  needed  indicated  that  there 
were  901,000  with  hearing  impairment,  337,000 
blind  in  one  or  both  eyes,  1,849,000  with  orthopaedic 
impairment,  1,186,000  with  hernia,  976,000  with 
hemorrhoids,  and  more  than  11,000,000  with 
chronic  diseases.  This  list  was  based  on  an  estimate 
by  the  United  States  Public  Health  Service.  The 
latent  manpower  in  these  handicapped  workers  can 
be  significant  in  the  war  effort.  The  physician, 
particularly  the  industrial  surgeon,  management, 
and  labor  can  cooperate  in  the  constructive  utiliza- 
tion of  this  vast  potential  reserve. — J.A.M.A. 


VITAMIN  C CONTENT  OF  ORANGES 

In  a recent  study  of  the  relation  of  season,  weight, 
and  price  to  the  vitamin  C content  of  oranges, 
Arthur  D.  Holmes,  Ph.D.,  James  A.  Patch,  S.B., 
and  Francis  Tripp,  M.S.,  report  in  the  New  England 
Journal  of  Medicine  that  oranges  contribute  about 
624,080,000  Gm.  of  vitamin  C annually  to  the 
human  dietary. 

In  their  study  the  authors  selected  oranges  from 
local  retail  stores,  both  chain  store  organizations 
and  privately  owned  shops,  and  also  from  street 
hucksters,  in  order  to  get  a cross  section  of  the 
types  of  oranges  eaten  by  the  average  family. 

Representative  fruit  was  purchased  in  March, 
June,  September,  and  December.  Average  per 
orange  values  for  the  March  fruit  are:  weight, 
206  Gm.;  cost  28  cents  per  dozen ; juice,  77  cc.;  vita- 
min C content  per  100  cc.  of  juice,  52  mg.  In  order 
to  obtain  the  75  mg.  of  vitamin  C that  is  considered 


adequate  for  the  average  adult,  144  cc.  of  juice,  at  a 
cost  of  4.8  cents,  are  required.  Similar  values  for 
June  were  150  Gm.;  29  cents  per  dozen;  74  cc.  of 
juice;  45  mg.  of  vitamin  C,  and  176  cc.  of  juice 
at  a cost  of  5.9  cents.  In  September  the  values 
were  160  Gm.;  27  cents  per  dozen;  76  cc.  of  juice; 
39  mg.  of  vitamin  C;  and  196  cc.  of  juice  at  a cost 
of  5.9  cents. 

The  December  values  of  fruit  tested  were  212 
Gm.;  31  cents  per  dozen;  101  cc.  of  juice,  56  mg. 
of  vitamin  C,  and  136  cc.  of  juice  at  3.6  cents. 

The  weight  of  the  oranges  varied  greatly  at  all 
seasons  of  the  year,  but  the  winter  oranges  were 
slightly  more  than  one-third  heavier  than  the 
fruit  of  the  fall  and  summer  seasons. 

There  was  no  consistent  relation  between  cost 
and  weight  during  the  different  seasons,  and  the 
cost  was  varied  throughout  the  year. 


CLINICOPATHOLOGIC  CONFERENCES 


Departments  of  Medicine  and  Pathology,  New  York  Post-Graduate 
Medical  School  and  Hospital,  Columbia  University 


Conducted  by:  Herman  0.  Mosenthal,  M.D.,  and  Maurice  N.  Richter,  M.D. 


Date:  November  17,  1942 

History 

Case  J66833 

Dr.  Sydney  Steinberg:  This  patient  was 
first  seen  at  another  institution  on  October  3, 
1941,  where  the  following  facts  were  obtained: 

Since  1936  she  had  suffered  frequent  bilateral 
frontal  headaches  which  were  accompanied  at 
times  by  dizziness  and  spots  before  her  eyes. 
She  had  had  episodes  of  joint  pains  for  nine 
months,  when  the  ankles,  hands,  and  fingers 
became  swollen,  red,  and  tender.  Fever  was 
often  present  with  these  attacks.  For  the  past 
half-year  there  had  been  red  skin  lesions  on  the 
arms,  legs,  and  face.  Since  June,  1941,  she  had 
complained  of  an  occasional  sore  in  her  mouth 
and  pain  in  the  lower  right  side  of  her  chest. 
She  had  lost  30  pounds  since  February,  1941. 
For  one  week  it  was  noticed  that  there  were  oc- 
casional involuntary  movements  of  her  hands. 

Physical  Examination. — Physical  examination 
revealed  a well-developed,  fairly  well-nourished 
white  woman  who  appeared  chronically  ill.  She 
smacked  her  lips  frequently,  had  slight  difficulty 
in  forming  her  words,  and  manifested  an  oc- 
casional involuntary  twitch  of  her  hands.  In 
the  butterfly  area  of  her  face  there  were  numerous 
dilated  venules.  There  were  pink  maculo- 
papular  and  occasional  nodular  lesions  over  the 
forehead  and  cheeks.  Polymorphous  erythe- 
matous lesions  which  were  covered  with  a whitish 
scale  were  present  on  the  arms  and  legs.  In  the 
left  fundus  were  2 whitish  exudates.  Small 
ulcerations  with  a whitish  exudate  were  present 
on  the  right  anterior  tip  of  the  tongue.  The 
lymph  nodes  were  moderately  enlarged  through- 
out. The  lungs  were  clear  except  for  dullness 
and  diminished  breath  sounds  over  the  right 
lower  lobe.  The  heart  was  normal.  The  blood 
pressure  was  138/96  mm.  of  mercury.  Ab- 
dominal, genital,  and  neurologic  examinations 
were  essentially  negative. 

Laboratory  Data. — Blood  count:  hemoglobin 
95  per  cent,  white  blood  count  2,800;  normal 
differential — platelets  45,000,  reticulocytes  less 
than  l/ 2 per  cent.  Urinalysis:  A specific  gravity 


of  from  1.012  to  1.018,  a trace  to  3 plus  protein, 
a trace  of  bile,  1:10  urobilin,  an  occasional 
hyaline  cast,  1 or  2 red  blood  cells,  an  occasional 
white  blood  cell.  Phenolsulfonphthalein  test: 
25  per  cent  excretion  in  two  hours.  Tourniquet 
test:  strongly  positive.  Sedimentation  rate, 

45  mm.  per  hour.  Blood  chemistry:  urea 

nitrogen  14  mg.  per  cent,  sugar  60  mg.  per  cent, 
cholesterol  380  mg.  per  cent,  total  serum  proteins 
6.0  Gm.  per  cent,  serum  albumin  2.3  Gm.  per 
cent,  serum  globulin  3.9  Gm.  per  cent,  serum 
calcium  7.4  mg.  per  cent,  phosphorus  4.2  mg. 
per  cent,  chlorides  585  mg.  per  cent,  uric  acid 
4.7  mg.  per  cent,  icterus  index  11  units,  phos- 
phatase 136  I. A.  units,  bilirubin  1.3  mg.  per 
cent,  Van  den  Bergh  delayed  positive.  The 
blood  Wassermann  was  anticomplementary, 
the  Kahn  test  was  negative,  and  a blood  culture 
was  negative.  Red  cell  fragility  test  wras  normal. 
The  tuberculin  test  was  negative.  The  bone 
marrow  was  hypoplastic  with  a normal  cell 
distribution.  Stool  examination  was  negative 
for  occult  blood.  The  basal  metabolic  rate 
varied  from  plus  26  to  plus  1.  Blood  heter- 
ophils negative.  Biopsy  of  skin:  degenerative 
collagen  changes  and  hemorrhages  in  the  upper 
corium  compatible  with  a diagnosis  of  lupus 
erythematosus.  Electrocardiogram:  right  axis 
deviation,  QRS  low,  T2  and  T3  low,  T4  semi- 
inverted.  X-ray  of  the  chest  showed  a small 
collection  of  fluid  at  the  right  base.  A flat  plate 
of  the  abdomen  was  negative. 

The  patient  was  discharged  to  the  care  of  her 
private  physician. 

Post-Graduate  Hospital  Admission 

She  was  admitted  to  the  Post-Graduate  Hos- 
pital on  April  30,  1942.  Since  her  discharge  from 
the  first  hospital  the  patient  had  been  bedridden. 
Her  chief  complaints  were  of  joint  pains,  right 
chest  pain,  and  point  tenderness  of  the  skin. 
Nourishment  was  well  taken  until  two  days 
prior  to  admission.  She  had  run  a low-grade 
temperature  with  occasional  spikes  to  103  or 
104  F.  Her  pulse  ranged  from  120  to  130  per 
minute.  For  five  weeks  before  admission  there 
were  periods  lasting  from  fifteen  to  twenty 
minutes  during  which  she  was  irrational. 
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Physical  examination  revealed  an  emaciated, 
chronically  ill  woman  who  was  irrational.  She 
rolled  her  head  from  side  to  side,  moved  her 
arms  about  purposelessly,  and  was  incontinent 
of  urine  and  feces.  There  were  small  dilated 
venules  over  the  butterfly  area  of  the  face  and  a 
very  small  erythematous  lesion  below  the  left 
breast.  Neither  jaundice  nor  cyanosis  was 
present.  Eyes,  ears,  nose,  and  throat  examina- 
tions were  negative.  Fundi  were  not  examined. 
There  was  dullness,  breath  sounds  were  dimin- 
ished, and  medium  moist  rales  were  present 
over  the  base  of  the  right  lung.  The  heart 
showed  nothing  significant  except  for  a pulse 
rate  of  130  per  minute.  The  abdomen  was 
negative.  There  was  marked  weakness  and 
muscle  atrophy  of  the  upper  and  lower  extremities. 
The  reflexes  were  physiologic. 

Laboratory  Data. — Blood  count:  red  blood 

count  3,410,000,  hemoglobin  11  Gm.,  white 
blood  count  6,250;  differential — polymorpho- 
nuclears  88.5  per  cent,  lymphocytes  9.5  per 
cent,  monocytes  4.0  per  cent.  Corpuscular 
volume  was  32  per  cent.  Urinalysis:  specific 
gravity  1,008  to  1,012,  protein  1 to  4 plus,  a few 
red  blood  cells,  1 white  blood  cell  per  high  power 
field,  many  hyaline  and  fine  and  coarse  granular 
casts.  Blood  chemistry:  cholesterol  240  mg. 

per  cent,  esters  125  mg.  per  cent,  ratio  51  per 
cent;  urea  nitrogen  22.9  mg.  per  cent,  nonprotein 
nitrogen  38  mg.  per  cent,  ratio  59  per  cent; 
creatinine  1.3  mg.  per  cent,  chlorides  610  mg. 
per  cent,  glucose  65  mg.  per  cent,  inorganic 
phosphates  5.8  mg.  per  cent,  total  calcium  8.0 
mg.  per  cent.  Serum  proteins:  (May  4,  1942) 
total  4.9  Gm.  per  cent,  albumin  1.9  Gm.  per  cent, 
globulin  3.0  Gm.  per  cent,  ratio  0.6;  (May  25, 
1942)  total  4.2  Gm.  per  cent,  albumin  1.9  Gm. 
per  cent,  globulin  2.3  Gm.  per  cent,  ratio  0.8. 
Carbon  dioxide  combining  power  was  31.5 
volumes  per  cent.  The  icterus  index  was  5.5 
units.  The  sedimentation  rate  was  110  mm. 
per  hour.  Blood  Wassermann  was  negative 
and  a blood  culture  was  negative.  X-ray  of 
chest:  the  heart  was  relatively  a shade  large 
and  there  was  slight  peripheral  interlobar  thick- 
ening. 

Clinical  Course. — The  temperature  ranged 
from  98.6  to  106  F.  with  an  average  daily  fluctua- 
tion ranging  from  100  to  102  F.  The  pulse  rate 
ranged  from  88  to  180,  running  generally  at 
about  120.  The  patient  remained  irrational 
throughout  and  had  no  sphincter  control.  Two 
blood  transfusions  were  given.  Sulfadiazine 
was  administered  from  May  13  to  May  20  until  a 
total  of  40  Gm.  was  reached  and  a blood  level  of 
28  mg.  per  cent  was  obtained.  However,  the 
patient’s  course  was  steadily  downhill,  and  she 
died  thirty-three  days  after  admission.  The  day 


before  death,  the  blood  pressure  was  180/110 
mm.  of  mercury. 

Discussion 

Dr.  A.  Wilbur  Duryee:  This  patient  prob- 
ably died  from  lupus  erythematosus  disseminatus. 
The  diagnosis  was  made  by  skin  biopsy.  Let  us 
review  her  past  and  present  history  and  the 
laboratory  findings  and  determine,  if  possible, 
the  relationship  of  the  symptoms  and  signs  to 
this  disease  and  other  possible  diseases. 

The  onset  of  her  symptoms  was  about  six 
years  prior  to  her  death.  They  started  with 
cerebral  complaints  of  headaches,  dizzy  sensa- 
tions, and  “spots  before  her  eyes.”  Since  we 
have  no  record  of  any  objective  findings  at  that 
date  we  can  only  conjecture  as  to  the  exact 
cause  of  these  symptoms.  As  it  is  now  known 
that  lupus  erythematosus  involves  practically 
all  parts  of  the  body,  the  headache,  dizziness, 
and  visual  disturbances  could  have  been  primary 
either  in  the  brain  tissue  (collagenous  tissue) 
or  in  the  vascular  supply  to  the  brain.  It  seems 
unlikely  that  renal,  cardiac,  or  other  damage 
found  at  a later  date  was  severe  enough  to 
produce  these  complaints  at  the  onset.  A third 
possibility  is  that  there  was  no  relationship  be- 
tween the  reported  symptoms  of  1936  and  the 
primary  disease.  A sinusitis  or  other  pathology 
could  have  been  responsible.  This  is  likely, 
for  there  was  an  interval  of  nearly  five  years 
during  which  no  new  symptoms  were  reported. 
The  usual  prodromal  periods  generally  last  weeks 
or  months.  Symptoms  and  signs  definitely  re- 
lated to  this  disease  did  appear  about  nine  months 
before  her  first  hospital  admission  on  October  3, 
1940.  A high  percentage  of  all  patients  with 
lupus  erythematosus  complain  of  body  aches  and 
pains  with  joint  involvement  as  manifested  by 
redness,  swelling,  and  tenderness. 

Six  months  previous  to  the  patient’s  first 
admission,  the  typical  skin  lesions  first  ap- 
peared. The  literature  reports  that  the  butter- 
fly red  area  on  the  face  is  present  in  a large 
number  of  these  patients.  However,  since  we 
now  recognize  the  fact  that  pathologic  changes 
in  this  disease  are  similar  to  those  in  scleroderma, 
dermatomyositis,  etc.,  it  is  possible  that  this 
statement  may  mislead  us  and  that  there  may 
be  cases  that  are  overlooked  because  this  finding 
is  not  present.  The  reported  lesions  on  the 
tongue  may  or  may  not  have  been  caused  by 
this  disease.  It  is  possible  that  they  were  trau- 
matic or  secondary  or  not  related.  It  is,  how- 
ever, very  likely  that  the  fundus  exudates  were 
associated  with  vascular  lesions,  especially  since 
this  woman  had  many  symptoms  suggestive  of 
active  pathology  in  the  brain,  as  manifested  by 
speech  difficulty  and  the  involuntary  twitches 


May  15,  1943] 


CLINICOPATHOLOGIC  CONFERENCES 


971 


of  her  hands  (despite  the  reported  normal  neuro- 
logic examinations). 

In  her  first  reported  physical  examination,  it  is 
interesting  to  note  there  were  no  cardiac  signs. 
Since  about  20  per  cent  of  all  cases  have  gross 
cardiac  pathology,  one  naturally  would  devote 
especial  attention  to  the  heart.  The  electro- 
cardiogram showed  changes  which  would  suggest 
poor  cardiac  muscle  function  and  this  in  turn 
might  be  an  indication  of  active  disease  in  the 
heart.  The  only  other  finding  of  note  on  her 
admission  physical  report  is  observed  in  the 
right  lower  lobe  of  the  lung.  She  had  complained 
of  pain  in  this  location,  and  a pleurisy  or  pneu- 
monitis on  the  basis  of  the  primary  disease  is 
quite  likely.  Glandular  adenopathy  is  an  almost 
constant  finding. 

Turning  to  the  laboratory  data,  we  note  many 
findings  which  confirm  the  diagnosis  of  lupus 
erythematosus. 

Blood  count  and  bone  marrow:  The  leukopenia 
and  the  thrombocytopenia  have  been  reported 
frequently  in  this  disease.  Bone  marrow  studies 
usually  show  a depression  of  activity  in  the  early 
stages  of  the  disease,  but  many  reported  cases 
show  a leukocytosis  at  a later  date,  especially 
if  a complicating  infection  occurs. 

Urinalysis:  Since  in  this  disease  the  kidneys 
usually  show  marked  changes  in  the  vascular 
elements,  especially  in  the  afferent  glomerular 
arterioles,  the  proteinuria,  the  red  blood  cells, 
and  the  casts  noted  in  this  case  are  to  be  expected. 
Likewise,  the  reported  reduced  phenolsulfon- 
phthalein  secretion  of  25  per  cent  would  follow. 

Tourniquet  test:  There  is  little  in  the  literature 
concerning  capillary  fragility  in  this  disease. 
However,  skin  hemorrhages  are  reported  fre- 
quently and  petechiae  are  sometimes  mentioned, 
and  with  the  pathology  affecting  the  vascular 
system  one  may  expect  a “strongly  positive”  test. 

Sedimentation  test:  An  increased  rate  is 
nearly  always  reported,  and  one  would  expect 
this,  unless  undue  liver  damage  was  present 
coincidentally. 

Tuberculin  test:  The  negative  report  is  in 
agreement  with  the  present  feeling  that  this 
disease  is  not  due  to  the  tubercle  bacillus. 
However,  in  acute  stages  of  tuberculosis  this 
test  may  be  negative,  and  it  therefore  does  not 
rule  this  out. 

Basal  metabolic  rate:  One  would  expect 
variations  in  this  rate  depending  on  remissions, 
exacerbations,  and  febrile  states.  Actual  changes 
in  the  thyroid  gland  might  be  directly  responsible 
for  the  variations. 

Wassermann  test:  False-positive  reactions  and 
and  anticomplementary  reports  are  often  found 
in  the  case  reports.  I will  leave  their  explanation 
to  the  serologist. 


Blood  chemistry:  In  reports  in  the  literature, 
these  findings  vary  greatly,  depending  largely 
on  the  extent  and  site  of  the  various  lesions,  es- 
pecially those  involving  the  kidneys.  In  this 
patient  there  seems  to  have  been  a loss  of  al- 
bumin as  noted  in  the  urine  and  blood  serum 
albumin.  Together  with  this  alteration,  the 
serum  calcium  seems  to  have  been  lost  and  the 
phosphates  held  back,  while  the  cholesterol  was 
elevated.  Thus,  we  have  a picture  simulating 
nephrosis.  There  was  no  nitrogen  retention 
of  any  degree. 

The  alteration  in  the  calcium  and  phosphorus 
could  be  associated  with  the  reduced  parathyroid 
activity  on  the  basis  of  local  lesions  in  these 
glands.  The  reported  involuntary  movements 
might  indicated  a hypoparathyroidism.  No 
Chvostek  sign  is  reported. 

Elevated  blood  uric  acid  has  been  reported 
in  this  disease,  in  scleroderma,  and  in  dermato- 
myositis.  The  slight  changes  in  the  icterus 
index,  bilirubin,  and  the  Van  den  Bergh  test 
suggest  some  liver  involvement. 

Blood  culture : Negative  reports  are  invariably 
the  rule. 

Blood  heterophils,  red  cell  fragility  test: 
Negative  results  tend  to  rule  out  blood  dyscrasias 
as  the  primary  disease. 

Biopsy  of  the  skin:  The  biopsy  of  the  skin, 
as  reported,  is  not  typical  for  lupus  erythematosus 
but  might  be  found  in  scleroderma,  Libman- 
Sachs  syndrome,  periarteritis  nodosa,  and  derma- 
tomyositis. 

Electrocardiogram:  This  is  suggestive  of  myo- 
cardial damage,  with  low  voltage  QRS  and  low 
T2  and  T3  and  semi-inverted  T4. 

X-ray  of  chest:  Polyserositis  is  common  in 
lupus  erythematosus,  and  the  pleural  effusion 
therefore  helps  to  confirm  the  diagnosis. 

Clinical  Course . — At  the  time  of  the  patient’s 
discharge  from  the  first  hospital,  one  would  be 
justified  in  making  a diagnosis  of  lupus  erythe- 
matosus from  the  above  information.  When 
discussing  differential  diagnosis,  other  possible 
diseases  will  be  mentioned  and  the  reasons  for 
ruling  them  out  presented. 

The  period  from  her  discharge,  including 
readmission  and  study  at  the  Post-Graduate 
Hospital,  helps  to  confirm  the  diagnosis  of  lupus 
erythematosus.  Lesions  progressed  and  con- 
tinued to  involve  the  joints,  the  pleural  cavity, 
and  also  the  skin.  Either  the  primary  cerebral 
lesion  was  extended  or  the  toxic  manifestations 
of  brain  irritation  became  progressively  worse. 
The  presence  of  low-grade  fever  with  an  oc- 
casional spike  in  temperature  is  almost  a con- 
stant finding  in  this  malignant  form  of  the 
disease. 

The  increased  tachycardia  would  indicate 
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primary  heart  involvement  or  secondary  toxic 
effects. 

From  the  laboratory  standpoint,  the  findings 
at  the  Post-Graduate  Hospital  confirmed  those 
previously  discussed.  The  white  blood  count 
remained  low  or  normal,  but  there  was  an  in- 
crease in  the  polymorphonuclear  count;  a 
secondary  anemia  was  developing. 

The  urine  continued  to  point  to  renal  damage 
of  a considerable  degree,  although  the  blood 
nitrogenous  products  remained  relatively  low. 

The  calcium  and  phosphorus  findings  were 
consistent  with  those  reported  and  discussed 
above.  There  was  a progressive  drop  in  the 
total  serum  proteins  at  the  expense  of  the  al- 
bumin, and  a secondary  acidosis. 

The  normal  ratio  of  cholesterol  and  esters 
and  the  normal  icterus  index  would  indicate 
relatively  little  involvement  of  the  liver.  Like- 
wise, there  had  been  a drop  in  the  blood  choles- 
terol. 

Treatment. — As  in  most  reported  cases,  treat- 
ment failed,  although  in  the  literature  there  is 
one  case  (the  diagnosis  not  entirely  proved) 
which  apparently  was  cured  by  sulfonamides. 
This  patient  under  discussion  here,  however, 
showed  no  beneficial  effect  from  this  therapy, 
despite  a blood  level  of  sulfadiazine  of  28  mg. 
per  cent.  Until  we  know  more  of  the  cause 
of  this  disease,  all  discussion  of  therapy  must 
naturally  be  on  a theoretic  basis.  Treatment 
must  be  symptomatic. 

Cause  of  Death. — In  a disease  with  such  diffuse 
distribution  of  the  pathologic  process,  the 
actual  cause  of  death  depends  on  the  organ  most 
severely  damaged  and  its  relative  importance 
in  maintaining  life.  In  this  case,  it  would  appear 
that  the  renal  damage  was  the  most  marked  and 
consequently  was  the  likely  cause  of  death.  The 
terminal  rise  in  blood  pressure  would  be  in  favor 
of  this  explanation  against  cardiac  failure. 
However,  one  would  expect  to  find  myocardial 
damage  as  a close  second  cause.  Cerebral  in- 
volvement (primary  or  toxic)  did  not  seem  to 
manifest  sufficient  signs  to  be  considered  as  the 
cause  of  death.  There  was  no  reported  picture 
of  tetany  or  acidosis  severe  enough  to  cause 
death.  Pulmonary  or  liver  damage  was  ap- 
parently only  moderate,  and  the  gastrointestinal 
system  seemed  only  slightly  affected.  Except 
for  the  parathyroids,  the  other  endocrine  glands 
seemed  to  be  relatively  free  of  involvement  as 
well  as  can  be  determined  from  the  information 
at  hand. 

Differential  Diagnosis 

Typhoid  fever  is  suggested  by  the  headaches, 
leukopenia,  body  pains,  and  fever.  It  is  ruled 
out,  however,  by  the  course  of  the  disease,  the 


rapid  pulse,  the  negative  blood  cultures,  and  the 
lack  of  gastrointestinal  symptoms. 

Polyarthritis  of  a rheumatoid  type  is  suggested 
by  the  joint  involvement.  It  is  ruled  out  by 
findings  pointing  to  systemic  disease,  although 
at  onset  this  diagnosis  would  suggest  itself  and 
be  substantiated  by  a high  sedimentation  rate 
and  the  local  findings. 

Tuberculosis  would  be  suggested  by  the  loss 
of  weight,  the  fever,  and  the  chest  findings  of 
pleural  effusion.  This  disease  tends  to  be  ruled 
out  by  the  lack  of  lung  involvement  (x-ray),  the 
finding  of  renal  lesions,  and  other  visual  lesions. 
However,  in  view  of  no  sputum  reports,  no  exam- 
ination of  urine,  stool,  or  gastric  contents  for 
tubercle  bacilli,  one  cannot  definitely  disregard 
this  causative  agent.  Although  the  tubercle 
bacillus  rarely  has  been  isolated  in  this  disease, 
it  has  been  accused  frequently  of  being  the  caus- 
ative agent,  probably  because  of  the  similarity 
of  the  skin  lesions. 

Syphilis. — The  anticomplementary  Wasser- 
mann,  although  not  even  suggestive  of  lues, 
makes  one  want  to  repeat  this  test,  as  any  disease 
affecting  the  body  as  a whole  must  suggest 
syphilis.  However,  lues  is  apt  to  be  limited 
to  lesions  of  vascular  or  neurologic  tissues.  The 
reported  renal  and  other  visceral  lesions  are 
rarely  luetic.  Further  blood  serologic  studies 
rule  out  this  disease. 

Blood  dyscrasias,  especially  the  leukemias, 
are  suggested  by  the  leukopenia,  the  thrombo- 
cytopenia, the  enlarged  lymph  glands,  the  skin 
lesions,  the  fever,  malaise,  loss  of  weight,  etc. 
However,  further  blood  studies  (counts,  etc.), 
the  skin  biopsy,  and  the  lack  of  splenic  or  liver 
enlargement  tend  to  rule  out  these  diseases. 

Brucellosis. — Joint  involvement,  an  irregular 
fever,  a varying  white  blood  count,  and  glandular 
adenopathy,  suggest  this  diagnosis.  On  the 
other  hand,  negative  blood  cultures,  renal 
involvement,  the  presence  of  skin  lesions,  and 
the  course  of  the  disease  do  not  support  a diag- 
nosis of  brucellosis.  One  would  have  liked  to 
see  agglutination  tests  for  this  disease  done  on 
the  patient. 

Acute  Infectious  Mononucleosis. — The  glandular 
adenopathy,  the  fever,  and  the  body  pains 
suggest  this  disease.  It  is  ruled  out  by  the  blood 
count,  the  heterophil  reaction,  and  the  clinical 
course. 

Because  of  the  generalized  involvement  of  the 
pathologic  process,  many  other  diseases  are  sug- 
gested, and  unless  one  considers  the  entire  pic- 
ture, he  is  apt  to  be  led  into  faulty  diagnoses. 
Primary  renal  disease,  neoplasms,  subacute 
bacterial  endocarditis,  Pick?s  disease,  etc.,  should 
be  quite  readily  eliminated. 

Finally,  since  this  disease  is  so  difficult,  from 
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a pathologic  standpoint,  to  differentiate  from 
periarteritis  nodosa,  dermatomyositis,  and 
scleroderma,  these  disorders  must  be  ruled  out. 
However,  the  patient  showed  no  skin  changes 
typical  of  sceleroderma,  no  eosinophilia,  as  found 
in  periarteritis  nodosa,  and  no  clear-cut  muscular 
changes,  as  found  in  dermatomyositis.  However, 
it  could  be  any  one  of  this  group  in  an  atypical 
form. 

Pathology. — Although  this  part  of  the  dis- 
cussion is  in  the  hands  of  another  department, 
I shall,  in  closing,  attempt  to  prognosticate  the 
changes  that  one  would  expect  to  find  in  this 
case  from  its  history,  clinical  course,  and  labora- 
tory findings. 

If  the  diagnosis  of  lupus  erythematosus  is 
correct  (or  if  the  patient  had  an  atypical  fonn  of 
any  of  its  associated  diseases),  we  should  expect 
to  find  changes  in  the  collagen  throughout  the 
body  as  demonstrated  by  swelling  and  fibrinous 
degeneration. 

In  the  blood  vessels  this  will  be  found  by 
basement  membrane  changes  in  the  intima  with 
swelling  and  closure  of  the  lumen  and  in  some 
(rases  by  similar  changes  throughout  the  entire 
wall  of  the  vessels.  This  may  be  complicated 
by  an  arteritis  in  certain  organs. 

The  skin  changes  have  been  reported  by  biopsy. 

The  cerebral  changes  are  probably  on  a 
vascular  or  toxic  basis. 

The  cardiac  changes  probably  involve  the 
collagenous  material  in  the  muscle  and  perhaps 
in  the  coronary  vessels.  There  should  be  no 
major  coronary  vessel  occlusions  (unless  ter- 
minal). The  endocardium  may  be  involved, 
but  the  clinical  picture  does  not  point  to  vegeta- 
tions or  valvular  involvement  to  any  degree. 
Aschoff  bodies  should  not  be  found  (although 
a few  reports  have  noted  them). 

The  kidneys  should  show  considerable  in- 
volvement of  the  glomeruli,  especially  with  in- 
volvement of  the  afferent  arterioles  with  possible 
areas  of  degeneration  or  necrosis  in  the  tuft  and 
the  “wire  loop”  picture  frequently  described. 
There  may  be  some  basement  membrane  changes 
in  the  tubules. 

The  lymph  glands  may  show  areas  of  necrosis 
and  healing. 

The  parathyroids  may  show  vascular  changes 
and  alterations  in  the  collagenous  material. 
The  fiver  may  show  local  areas  of  necrosis. 
Similar  changes  should  be  found  in  the  pleura 
and  perhaps  in  the  lung  tissue. 

Any  other  tissue  may  reveal  changes  of  a 
similar  nature  but  insufficient  to  have  produced 
symptoms. 

Dr.  Duryee’s  Diagnosis 

Lupus  erythematosus  disseminatus. 


Pathology 

Dr.  Maurice  N.  Richter:  Much  of  the  dis- 
cussion can  be  eliminated  because  the  case  is 
fairly  typical  of  lupus  erythematosus,  and  we 
can  confine  ourselves  to  the  actual  findings. 
On  the  mitral  valve  there  were  small  rounded 
verrucae  on  the  valve  cusp.  Near  the  tip  of 
the  left  ventricle  there  was  a soft  grayish  mass 
beneath  the  endocardium  and  in  the  right 
ventricle  there  were  3 similar  soft  masses,  also 
on  the  endocardial  surface.  In  the  lungs  there 
were  scattered  areas  of  lobular  pneumonia,  with 
one  small  gangrenous  area  in  the  right  lower 
lobe.  There  was  no  fluid  in  either  pleural  cavity. 

The  kidneys  had  coarsely  granular  surfaces. 
On  the  upper  surface  of  the  fiver  was  a tri- 
angular area  that  was  softer  and  a deeper  red 
than  the  surrounding  fiver  tissue,  with  a central 
grayish  area,  apparently  necrotic.  The  other 
gross  features  are  not  of  much  interest. 

Microscopically,  the  changes  in  the  heart  were 
of  somewhat  different  types.  They  were  found 
in  both  myocardium  and  endocardium.  In  the 
myocardium  there  were  areas  of  interstitial 
edema  with  a basophilic  change  in  the  collagen 
that  is  best  brought  out  in  azure-eosin  prepara- 
tions. The  areas  in  the  ventricle  that  were 
noted  grossly  are  places  where  this  change  had 
reached  the  endocardial  surface.  This  fibrinoid 
degeneration  of  collagen  and  edema  were  ac- 
companied by  the  presence  of  mononuclear 
cells,  mainly  lymphoid  in  type.  The  nodules 
described  in  the  mitral  valve  were  small  verrucae 
in  which  a somewhat  similar  collagen  change 
was  noted. 

This  collagen  change  was  not  limited  to  the 
heart.  Sections  of  the  skin  also  showed  change 
in  collagen  as  well  as  degenerative  changes  in  the 
walls  of  some  of  the  smaller  vessels. 

In  the  kidney,  changes  in  the  glomerular  loops 
were  particularly  striking.  The  capillary  loops 
throughout  the  glomeruli  were  conspicuous 
and  the  basal  membranes  were  thickened,  pro- 
ducing a form  of  the  so-called  “wire  loop”  lesions. 
These  glomerular  changes  were  accompanied  by 
hyaline  or  colloid  droplets  of  the  renal  epithelium. 
Recent  investigations  indicate  that  this  is  not  nec- 
essarily a degenerative  lesion  as  formerly  thought, 
but  may  be  an  indication  of  protein  absorption 
from  the  tubules. 

In  the  spleen  a number  of  the  central  arterioles 
of  the  Malpighian  corpuscles  showed  rather  con- 
spicuous concentric  lamellae  of  fibrous  tissue 
around  them.  This  is  the  periarteriolar  fibrosis 
that  has  been  described  recently  as  one  of  the 
characteristic  changes  in  lupus  erythematosus. 
The  lymph  nodes  were  not  enlarged,  but  a 
number  of  them  showed  a considerable  increase 
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in  the  number  of  plasma  cells,  as  well  as  edema. 
These  changes  and  others  have  been  described 
recently  by  Fox  and  Rosahn  as  changes  found  in 
their  cases  of  lupus  erythematosus. 

The  triangular  area  of  discoloration  observed 
in  the  liver  was  probably  an  infarct.  In  the 
central  portion  the  tissue  is  necrotic.  A moder- 
ate amount  of  scarring  was  present,  and  it  is 
possible  that  the  change  in  the  liver  was  there 
for  some  time.  I have  learned  that  while  this 
patient  was  in  another  hospital  a transient 
episode  of  rise  in  the  icteric  index  occurred, 
but  the  conditions  disappeared  after  a short 
time. 

In  the  lung,  as  previously  stated,  there  were 
areas  of  lobular  pneumonia  and  an  area  of  gan- 
grene associated  with  thrombosis  of  one  of  the 
vessels. 

Minute  thrombi  appear  in  other  parts  of  the 
body — as,  for  example,  the  spleen.  Numerous 
small  thrombi  of  this  type  were  observed,  many 
of  which  appeared  to  be  platelet  thrombi. 


There  were  also  a few  lesions  that  were  not 
strictly  associated  with  lupus  erythematosus. 
One  was  in  the  esophagus  where  an  area  of 
ulceration  occurred.  A moderate  amount  of 
arteriosclerosis,  particularly  in  the  aorta,  was 
also  noted. 

Pathologic  Diagnoses 

Lupus  Erythematosus  Disseminatus. 

Verrucous  endocarditis  of  mitral  valve. 

Mural  thrombi,  right  and  left  ventricles. 
Thrombosis  of  branches  of  pulmonary  arteries. 
Lobular  pneumonia,  bilateral. 

Gangrene  of  lung,  localized. 

Infarction  of  the  liver. 

Arteriolar  sclerosis  of  the  kidneys. 

Acute  necrotizing  arteritis  of  kidneys,  skin, 
and  diaphragm. 

Periarterial  fibrosis  of  spleen. 

Acute  esophagitis. 

Chronic  lymphadenitis,  generalized. 
Atherosclerosis  of  the  aorta. 


MAYER  FELLOWSHIPS 

The  Committee  on  Medical  Education  of  the 
New  York  Academy  of  Medicine  has  been  en- 
trusted with  the  award  of  four  Fellowships  of 
$2,000.00  each  for  research  with  a view  to  ad- 
vancement of  knowledge  in  the  following  subjects: 
(1)  the  use  of  choline  and  other  lipotropic  factors 
in  the  prevention  and  treatment  of  fatty  infiltration 
of  the  liver  and  hepatic  insufficiency  ; (2)  the  action 
of  ingested  choline,  lecithin,  methionine,  and  inositol 
on  precancerous  lesions  and  disorders  associated 
with  neoplastic  disease;  (3)  the  effects  of  riboflavin, 
certain  amino  acids,  and  casein  on  the  development 
and  growth  of  cancer;  and  (4)  study  of  the  relation- 
ship between  precancerous  lesions  of  the  mouth, 
hepatic  insufficiency,  and  gastrointestinal  dis- 
orders. 

The  funds  for  these  Fellowships  have  been  pro- 
vided by  Dr.  Charles  Mayer,  of  New  York  City. 

The  Committee  requests  that  research  workers, 
or  laboratories  engaged  in  studies  along  these  lines 
or  interested  in  research  on  these  specified  problems, 


who  desire  consideration  by  the  Committee  charged 
with  awarding  these  Fellowships,  submit  applica- 
tion for  the  desired  award.  This  application  should 
state  the  name  of  the  individual  who  will  conduct 
the  research,  the  name  of  the  laboratory  or  in- 
stitution in  which  the  work  will  be  conducted, 
the  special  qualification,  interest,  or  attribute  of 
the  investigator,  and  the  institution  which  may 
justify  the  award.  If  the  applicant  has  already 
conducted  research  in  the  specified  field  for  which 
the  award  is  sought,  this  fact  should  be  stated  and 
reprints  of  publications  in  this  work  by  the  author 
should  accompany  the  application,  together  with 
any  other  facts  or  information  deemed  perti- 
nent. 

An  approval  of  the  director  of  the  laboratory 
should  accompany  the  application,  if  the  application 
is  not  made  by  the  director. 

All  applications  should  be  sent  in  triplicate  to 
Dr.  Mahlon  Ashford,  Secretary  of  the  Committee, 
not  later  than  October  30,  1943. 


YUCCA  WOOD  FOR  SPLINTS 
The  Joshua  tree,  sometimes  called  the  “Lily  of 
the  Desert/'  because  of  its  huge  blooms  on  crooked, 
upturned  branches,  has  become  an  important  factor 
in  war  surgery.  Splints  made  from  the  big  logs  of 
the  tree  are  very  light,  porous  to  the  extent  of  sup- 
plying good  air  circulation,  and  pliable  enough  to  be 
adapted  to  the  shape  of  the  injured  limb.  In  South- 
ern California  and  other  parts  of  the  Southwest  the 


extensive  forests  of  Joshua  trees,  a genus  of  the 
yucca  tree  family,  are  being  harvested,  with  eight- 
foot  logs  cut  from  the  stems  of  the  “giant  lilies.” 
The  Joshua  tree  logs  are  hauled  to  Riverside, 
California,  and  other  centers  of  Riverside  and  San 
Bernadino  Counties,  where  they  are  cut,  veneered, 

sanded,  and  made  into  splints What  Scientists 

Are  Doing , New  York  Herald  Tribune 


Postgraduate  Medical  Education 


Programs  arranged  by  the  Council  Committee  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York  are  published  in  this  section  of  the  Journal. 
Members  of  the  committee  are  Oliver  W.  H.  Mitchell , M.D.,  chairman;  George  Baehr, 
M.D.;  and  Charles  D.  Post,  M.D . 

Cancer  Teaching  Day 


A CANCER  Teaching  Day  was  held  on  April  28 
at  Phelps  Hall  in  Binghamton.  The  afternoon 
program,  beginning  at  4:00  p.m.,  included  the  fol- 
lowing subjects:  “The  Importance  of  Pathologists 
in  the  Cancer  Program,”  Fred  W.  Stewart,  M.D., 
pathologist,  Memorial  Hospital,  New  York  City; 
“Treatment  of  Cancer  of  Head  and  Neck,”  William 
J.  Hoffman,  M.D.,  assistant  attending  surgeon, 
New  York  Post-Graduate  Hospital,  New  York 
City;  and  “Cancer  of  the  Larynx,  Bronchi,  and 
Esophagus,”  Chevalier  L.  Jackson,  M.D.,  professor 
of  clinical  bronchoscopy  and  esophagoscopy,  School 
of  Medicine,  Temple  University,  Philadelphia. 

Following  a dinner  served  at  6:15  p.m.  at  the 
Binghamton  City  Hospital,  an  evening  program  was 
heard.  Subjects  and  speakers  were:  “Recent 


Advances  in  the  Etiology  of  Cancer,”  Cornelius  P. 
Rhoads,  M.D.,  director,  Memorial  Hospital,  New 
York  City,  and  professor  of  pathology,  Cornell 
University  Medical  School,  New  York  City;  and 
“Cancer  of  the  Stomach — The  Problem  of  the  Active 
Practitioner,”  A.  H.  Aaron,  M.D.,  professor  of 
clinical  medicine,  University  of  Buffalo,  and  Harry 
M.  Murphy,  M.D.,  instructor  in  medicine,  Univer- 
sity of  Buffalo. 

The  instruction  was  presented  under  the  auspices 
of  the  Broome  County  Medical  Society,  the  Sixth 
District  Branch  of  the  Medical  Society  of  the  State 
of  New  York,  the  Tumor  Clinic  Association  of  the 
State  of  New  York,  the  Medical  Society  of  the 
State  of  New  York,  and  the  New  York  State  De- 
partment of  Health,  Division  of  Cancer  Control. 


Plasma  Therapy  and  Whole  Blood  Transfusion 


A SINGLE  lecture  on  “Plasma  Therapy  and  Whole 
Blood  Transfusion”  was  presented  before  the 
Rensselaer  County  Medical  Society  on  May  11  by 
Earle  B.  Mahoney,  M.D.,  assistant  professor  of 
surgery,  University  of  Rochester  School  of  Medi- 
cine and  Dentistry,  Rochester. 

The  meeting,  which  was  held  at  8:30  p.m.  in 
the  Health  Center  in  Troy,  was  sponsored  by  the 
Medical  Society  of  the  State  of  New  York,  the 
State  Department  of  Health,  the  Office  of  Civilian 


Defense,  and  the  Health  Preparedness  Commission 
of  the  State  War  Council. 

These  sponsors  also  presented  a similar  lecture 
for  the  Richmond  County  Medical  Society  on  May 
12  at  9:00  p.m.  The  meeting  was  held  in  the 
Public  Health  Building,  Stuyvesant  Place,  St. 
George,  Staten  Island. 

The  speaker  for  the  Richmond  County  group  was 
Samuel  Standard,  M.D.,  assistant  professor  of 
surgerjr,  New  York  University  College  of  Medicine. 


NEW  NARCOTIC  REGULATIONS 

Under  a recent  amendment  by  the  Treasury 
Department  to  Federal  Narcotic  Regulations  No. 
5,  each  narcotic  prescription  issued  by  a military 
physician  for  filling  by  a civilian  pharmacy  must 
show  his  signature,  title,  and  other  information 
which  definitely  establishes  bis  identity. 

In  treating  the  personnel  of  the  armed  forces  and 
( heir  families,  military  physicians  use,  or  prescribe 
from,  official  government  stocks  of  narcotic  drugs. 
Not  all  narcotics,  however,  are  included  in  these 
official  stocks  and  on  occasion  the  required  medica- 
tion must  be  obtained  from  an  outside  source.  In 
such  instances,  a prescription  written  on  the  sta- 
tionery of  the  physician  or  of  an  Army  or  Navy 
hospital  may  be  accepted  bjT  a civilian  pharmacy  for 
filling. 

Military  physicians  are  not  required  to  be 
registered  for  narcotic  privileges.  Consequently, 
they  do  not  have  a number  which  in  civilian  practice 
must  appear  on  each  narcotic  prescription  and  which 
the  pharmacist  usually  looks  for.  However,  mili- 
tary physicians  who  treat  private  patients  in  camp 
areas,  or  while  on  leave,  must  be  registered  and  pay 
the  special  ta x. — Health  News 


THE  NEW  PHARMACOPEIA 

The  appearance  of  a new  edition  of  the  United 
States  Pharmacopeia  ia  always  an  event  in  the  allied 
professions  of  medicine  and  pharmacy.  U.S.P. 
XII  will,  if  anything,  play  an  even  larger  part  than 
its  predecessors.  So  many  pharmaceutical  products 
have  disappeared  from  the  market  or  become  diffi- 
cult to  obtain  that  a compendium  of  dependable 
basic  medicines  is  more  than  ever  important. 

The  new  U.S.P.  XII  contains  a total  of  659 
medicinal  products,  160  of  them  new.  Its  stand- 
ards will  continue  to  furnish  the  basis  of  law  en- 
forcement for  state  and  federal  drug  laws.  It  is 
official,  not  only  in  this  country,  but  also  in  Puerto 
Rico,  the  Philippines,  Cuba,  Costa  Rica,  Panama, 
the  Dominican  Republic,  Nicaragua,  and  other 
Latin  American  countries.  There  has  been  a 
Spanish  edition  for  forty  years. 

Leaders  in  medicine  and  pharmacy  have  long 
held  that  the  best  type  of  medical  practice  demands 
individualized  prescription,  designed  to  meet  the 
peculiar  needs  of  each  patient.  The  United  States 
Pharmacopeia  helps  the  practitioner  to  select 
the  best  drugs,  standardized  to  ensure  their  quality, 
purity,  and  strength. — J.  Med.  Soc.  N.Y.  Co. 
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American  Medical  Association  1943  Annual  Meeting 
Official  Call 


To  the  Officers,  Fellows , and  Members  of  the  American 
Medical  Association: 

THE  regular  annual  session  of  the  House  of 
Delegates  of  the  American  Medical  Association 
will  be  held  in  Chicago,  Illinois,  beginning  Monday, 
June  7,  1943. 

There  will  be  no  Scientific  Assembly  of  the 
Association  during  the  year  1943. 


The  President-Elect  will  be  installed  as  President 
at  a meeting  to  be  held  at  8 p.m.,  Tuesday,  June  8. 

Attest: 

Olin  West,  Secretary  Fred  W.  Rankin,  President 
Chicago,  Illinois  H.  H.  Shoulders,  Speaker 

April  5,  1943  of  the  House  of  Delegates 


Medical  Insurance  Plan  for  New  York  City 


A/TAYOR  F.  H.  LaGuardia  has  announced  the 
formation  of  a committee  to  devise  a coopera- 
tive medical  insurance  plan  for  moderate-income 
families  in  New  York  City. 

The  purpose  of  the  plan  is  to  insure  families 
against  heavy  unexpected  medical  or  surgical  ex- 
penses by  providing  medical  or  surgical  care,  when 
necessary,  in  return  for  nominal  periodic  payments. 
It  would  be  similar  and  supplementary  to  the 
hospital  insurance  plan  of  the  Associated  Hospital 
Service  of  New  York. 

The  enterprise  will  be  sponsored  by  the  city, 
and  various  city  agencies  will  cooperate  as  far  as  it 
is  proper  for  them  to  do  so.  Presumably,  however, 
the  city  will  have  no  financial  interest  in  the  plan. 

The  members,  in  addition  to  Mayor  LaGuardia, 
are  as  follows: 

Dr.  Ernest  L.  Stebbins,  Health  Commissioner; 
Dr.  Edward  M.  Bemecker,  Commissioner  of 
Hospitals;  Dr.  Willard  C.  Rappleye,  dean  of  the 
College  of  Physicians  and  Surgeons  of  Columbia 
University  and  former  Commissioner  of  Hospitals; 
William  Reid,  City  Collector:  David  M.  Heyman, 
president  of  the  Public  Health  Research  Institute 


of  New  York;  Dr.  J.  Stanley  Kenney,  president  of 
the  Medical  Society  of  the  County  of  New  York; 
Dr.  Arthur  F.  Chace,  president  of  the  New  York 
Academy  of  Medicine;  Dr.  David  J.  Kaliski, 
former  president  of  the  New  York  Academy  of 
Medicine;  Louis  H.  Pink,  president  of  Associated 
Hospital  Service;  Dr.  George  Baehr,  of  the  United 
States  Public  Health  Service,  who  is  chief  of  the 
division  of  health  of  the  Office  of  Civilian  Defense; 
Dr.  William  B.  Rawls,  chairman  of  the  coordinating 
committee  of  the  medical  societies  of  the  five 
counties  in  New  York;  Dr.  Leo  Price,  head  of  the 
health  center  of  the  International  Ladies’  Garment 
Workers’  Union;  Miss  Minnie  Teitelbaum,  repre- 
senting the  Congress  of  Industrial  Organizations; 
Miss  Constance  Kyle,  social  worker,  representing 
the  American  Federation  of  Labor;  Dr.  Neva 
Deardorf,  representing  the  Greater  New  York  Fund. 

In  addition  to  the  committee,  the  Mayor  said  he 
was  organizing  the  Friends  of  Medical  Security, 
a group  of  those  who  are  interested  in  the  plan, 
but  too  numerous  to  serve  on  the  committee.  The 
friends,  he  said,  will  be  kept  in  touch  with  develop- 
ments by  mail. 


Women  Doctors  to  Get  Commissions 


YX/HTH  the  signing  of  the  Sparkman  Bill  by 
v ’ President  Roosevelt  on  April  17,  women 
physicians  became  eligible  for  commissions  in  the 
Medical  Corps  of  the  U.S.  Army  and  Navy. 

On  April  20  the  announcement  was  made  in 
Washington  that  the  Navy  and  the  U.S.  Public 
Health  Service  had  requested  the  Procurement  and 
Assignment  Service  of  the  War  Manpower  Com- 
mission to  select  for  them  immediately  600  women 
physicians  and  surgeons  for  assignment  as  officers 
in  their  medical  services,  and  at  the  same  time  a 
spokesman  for  the  Army  Medical  Corps  was  quoted 
in  the  press  as  having  said  that  “we  can  use  all  the 
women  doctors  they  will  let  us  have.” 


Once  commissioned  in  the  Medical  Corps  of  the 
Army  or  Navy,  women  physicians  will  be  entitled 
to  the  same  ranks  and  privileges  as  men  members 
of  the  corps.  They  have  been  eligible  for  assign- 
ments in  the  U.S.  Public  Health  Service  for  several 
years  and  have  been  attached  to  the  U.S.  Army  as 
contract  surgeons  since  the  time  of  the  Spanish- 
American  War. 

A small  group  of  women  doctors  from  the  United 
States  went  to  England  in  1941  as  members  of  the 
emergency  medical  service.  One  of  these  was  a 
New  York  physician — Dr.  Barbara  Stimson — who 
became  a major  in  the  Royal  Army  Medical  Corps. 
Dr.  Eleanor  Peck,  Poughkeepsie,  is  still  in  England. 


County  News 

Albany  County 

A symposium  on  “Civilian  Medical  Care”  was  Care.”  Dr.  Robert  Hannon,  Secretary  of  the 
presented  at  the  meeting  of  the  county  society  on  Board  of  Medical  Examiners  of  the  State  Depart- 

April  28.  Dr.  E.  S.  Godfrey,  Commissioner  of  ment  of  Education,  had  as  his  subject  “Con- 

Health,  State  of  New  York,  spoke  on  “Activities  of  sideration  of  the  Licensure  of  Physicians  During 
the  State  Health  Department  in  Civilian  Medical  Continued  on  page  978] 
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PROMPT  CONTROL 
OF  SYMPTOMS  IN 
DIARRHEA  STATES 


Administer  two  tablespoonfuls  of  Koomagma  Plain, 
in  a little  water— 


At  the  Onset 


follow  this  with  one  tabiespoonfu!  of  Koomagma 
Plain,  after  every  bowel  movement — 


when  stools  become  consolidated,  one  tablespoonful 
of  Kaotnagma  with  Mineral  Oil  may  be  indicated 
three  times  daily. 


Koomagma  oftd  Koomogmo 
wiih  Mineral  Oil  are  supplied 
• in  12-oz.  bottles^ 


IN  DIARRHEA  FROM  ANY  CAUSE  + 

i/nnn/innnnn 


Kaolin  in  Alumina  Gel 


ja.  Makes  patients  com- 
fortable 

Soothes  and  protects 
irritated  mucosa 

Consolidates  stools 
safely  and  quickly 

Checks  dangerous 
g fluid  loss 

Adsorbs  bacteria  and 
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the  Present  Emergency.”  Other  programs  for 
civilian  medical  care  were  covered  in  a talk  by  Dr. 
John  J.  Bourke,  of  the  U.S.  Public  Health  Service, 
who  is  also  Acting  Regional  Medical  Officer  of  the 
Second  Civilian  Defense  Region.  General  discus- 
sion followed  the  main  addresses. 

Bronx  County 

More  than  100  leading  New  York  and  Bronx 
physicians  recently  gathered  at  the  Hotel  Commo- 
dore to  pledge  full  support  of  the  profession  to  the 
campaign  of  the  United  Jewish  Appeal  for  Refu- 
gees, Overseas  Needs,  and  Palestine. 

Among  those  who  attended  were  Dr.  Emanuel 
Libman,  honorary  chairman  of  the  United  Jewish 
Appeal,  Physicians  Division;  Dr.  Leo  Mayer, 
chairman  of  the  Joint  Disease  unit  of  the  Division; 
Dr.  Abraham  Rongy,  honorary  chairman;  Dr. 
Iago  Galdston,  executive  secretary  of  the  Bureau 
of  Public  Relations  of  the  Academy  of  Medicine; 
Commander  Julius  F.  Neuburger,  commanding 
officer  of  the  Brooklyn  Naval  Hospital;  Dr.  Burrill 
B.  Crohn,  Division  chairman;  Dr.  Herman  Schwarz, 
honorary  chairman;  and  Dr.  Harold  B.  Davidson, 
vice-chairman. 

Franklin  County 

Dr.  Francis  B.  Trudeau  was  the  principal  speaker 
at  the  annual  meeting  of  the  Franklin  County  Tuber- 
culosis and  Public  Health  Association,  which  was 
held  in  the  Franklin  Hotel  in  Malone  on  April  28.* 

Herkimer  County 

The  county  society  met  at  the  Mohawk  Valley 
Country  Club  on  April  20,  and  viewed  a motion 
picture  and  then  a demonstration  of  a new  surgical 
stitching  instrument  manufactured  by  the  Singer 
Sewing  Machine  Company.  * 

Kings  County 

On  April  20,  Phi  Delta  Epsilon,  Zeta  Chapter,  at 
the  Long  Island  College  of  Medicine  in  Brooklyn, 
presented  a symposium,  with  Dr.  Samuel  Z.  Levine, 
professor  of  pediatrics  at  Cornell  Medical  College, 
speaking  on  “The  Handicaps  of  the  Premature 
Infant.” 

Discussion  was  given  by  Dr.  Charles  A.  Wey- 
muller,  professor  of  pediatrics,  and  Dr.  Murray  B. 
Gordon,  professor  of  clinical  pediatrics,  Long  Island 
College  of  Medicine. 

Livingston  County 

A meeting  of  the  county  society  was  held  at  the 
LaDelfa  Hotel  in  Mt.  Morris  on  April  8.  Following 
dinner  at  6:30  p.m.  there  was  a business  meeting, 
and  talks  were  given  by  Drs.  George  Doolittle, 
Vincent  Bonafede,  and  Eugene  Davidoff,  members 
of  thf  medical  staff  at  Craig  Colony.* 

Monroe  County 

An  exhibit  of  interest  to  women,  “Health  and 
W ar,”  was  held  in  Bausch  Hall  of  the  Rochester 
Museum  of  Arts  and  Sciences  during  the  month  of 
April, 

In  conjunction  with  the  exhibit,  a program  was 
presented  by  the  Museum  Association  at  8:00  p.m.  on 
April  6.  Dr.  Charles  B.  F.  Gibbs,  chairman  of  the 
committee  on  nutrition  of  the  Monroe  County 
Medical  Society,  opened  the  program  with  a dis- 
cussion of  “A  Victory  Diet.”  Following  his  talk, 
a sound  movie,  “The  Doctor’s  Daughter,”  was 


shown  through  the  cooperation  of  Miss  Elizabeth 
Henry,  president  of  the  Rochester  Dietetic  Associa- 
tion. The  film  is  concerned  with  present-day  food 
fads,  picturing  a doctor’s  problem  in  his  own 
daughter’s  poor  food  habits. 

Material  from  the  British  Information  Services 
was  included  in  the  exhibit,  giving  a picture  not 
only  of  arrangements  for  care  of  Britain’s  civilian 
war  casualties,  but  also  of  the  balanced,  adequate 
diet  that  rationing  makes  possible.  * 


Speaking  on  April  19  at  the  formal  opening  of 
the  1,000,000-volt  x-ray  laboratory  of  the  University 
of  Rochester,  which  equipment  he  designed,  Dr. 
E.  E.  Charlton,  of  the  Research  Laboratories  of  the 
General  Electric  Company,  said  that  “we  see  no 
fixed  barrier  to  the  extension  of  our  present  design 
to  considerably  higher  voltages.” 

He  disclosed  that  experiments  are  now  under  way 
on  an  electronic  accelerator  through  which  x-rays 
of  1,000,000  to  100,000,000  volts  may  be  generated. 
He  asserted  that  it  is  “well  within  the  range  of 
possibility  to  produce  man-made  beams  of  cosmic 
ray.” 

“The  future  possibilities  of  multimillion  volt 
x-rays  are  vast  and  unknown,”  Dr.  Charlton  com- 
mented. “But  we  may  be  certain  that  when  we 
have  machines  that  can  produce  them  in  controllable 
quantity  and  quality,  the  new  knowledge  will  lead 
to  new  and  useful  applications  in  the  service  of 
mankind.”* 

Nassau  County 

The  Nassau  County  Tuberculosis  and  Public 
Health  Association  opened  its  sixteenth  annual 
early  diagnosis  campaign  on  April  21,  and  urged 
every  resident  of  the  comity  to  visit  his  doctor  for 
a physical  check-up.  * 

New  York  County 

A campaign  to  raise  the  1943  maintenance  fund 
for  the  Association  for  the  Aid  of  Crippled  Children 
began  on  April  19. 

The  association  operates  the  only  orthopaedic 
home-nursing  service  for  crippled  children  in 
Manhattan,  Queens,  and  the  Bronx,  and  $64,000 
is  needed  through  contributions  to  carry  on  this 
service,  which  includes  health  supervision,  occupa- 
tional therapy,  summer  vacations,  braces,  and 
transportation  to  and  from  clinics. 

The  age  limit  for  cases  served  by  the  association 
has  been  16  years.  This  is  being  raised  to  21  years 
in  Manhattan  as  a result  of  the  recommendation 
made  in  1940  by  the  Commission  for  the  Study  of 
Crippled  Children,  appointed  by  Mayor  F.  H. 
LaGuardia.* 


Dr.  George  T.  Pack  will  give  an  address  before 
the  76th  Annual  Meeting  of  the  West  Virginia 
State  Medical  Association,  which  is  to  be  held  at 
Charleston,  West  Virginia,  on  May  18.  The  subject 
of  his  address  yvdll  be  “A  Brief  Excursion  into  the 
Extension  of  Radical  Surgery  in  the  Treatment  of 
Cancer.” 


A modified  technic  for  the  complete  construction 
of  an  auricle  in  two  stages  is  described  by  Dr.  Morton 
I.  Berson,  in  the  April  issue  of  The  American  Journal 
of  Surgery. 


* Asterisk  indicates  that  item  is  .from  local  newspaper. 
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Koromex  Set  Complete*  is  an  attractively  packaged  unit  containing  the 
important  items  used  for  approved  contraceptive  technique.  Identified  by 
a removable  label.  To  order  or  prescribe,  merely  write,  "Koromex  Set 
Complete,  Diaphragm  Size ”. 

S<7r/  fyfoif/  r(zon/ainA . . . 

KOROMEX  DIAPHRAGM -The  outstand-  KOROMEX  TRIP  RELEASE  INTRODUCER 

ing,  most  durable  diaphragm  in  use  today.  — Specially  designed  swivel  tip  facilitates 
With  specially  designed  sanitary  pouch.  usage.  Gauged  to  take  all  size  diaphragms. 


KOROMEX  JELLY  and  H-R  EMULSION  CREAM  — Both  preparations  have  equally  high 

spermicidal  value,  but  differ  in  degree  of  lubrication.  Both  are  included  so  the  patient 
may  determine  wdiich  preparation  better  meets  her  requirements  and  personal  preferences. 

^ Price  of  Koromex  Set  Complete  is  only  that  of  the  Koromex  Diaphragm  and  Koromex  Trip  Release  Introducer 


Holland -Ran  tos 

C 'Om^a/ny,  Snc. 

551  FIFTH  AVENUE,  NEW  YORK,  N.  Y. 
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The  monthly  meeting  of  the  county  society  was 
held  on  April  26  at  8:15  p.m.  at  the  New  York 
Academy  of  Medicine. 

The  program  included  a symposium  on  tropical 
medicine  from  the  Department  of  Public  Health 
and  Preventive  Medicine,  Cornell  University  Medi- 
cal College.  Subjects  and  speakers  were  “Para- 
sitology, Epidemiology,  and  Treatment  of  Malaria,” 
by  Morton  C.  Kahn,  M.D.,  associate  professor  of 
public  health  and  preventive  medicine;  “Hook- 
worm Disease,”  by  Wilson  G.  Smilie,  M.D.,  pro- 
fessor of  public  health  and  preventive  medicine; 
and  “Symptomatology,  Diagnosis,  and  Treatment 
of  Amebiasis,”  by  Ralph  W.  Nauss,  M.D.,  instructor 
in  preventive  medicine. 


Realizing  that  wartime  suspension  of  the  meetings 
of  national  medical  societies  has  deprived  many 
research  workers  of  an  opportunity  to  present  their 
work,  the  New  York  Academy  of  Medicine  will 
hold  a meeting  on  Thursday,  May  27,  for  the 
purpose  of  enabling  these  men  to  present  the  results 
of  their  clinical  research  in  all  branches  of  medicine. 

Preparation  of  this  program  has  been  entrusted 
to  the  Committee  on  Medical  Education  of  the 
Academy,  which  extends  a cordial  invitation  to 
research  workers  in  the  Metropolitan  Area  to  submit 
to  its  secretary,  Dr.  Mahlon  Ashford,  2 East  103 
Street,  New  York  City,  a 200-wrord  abstract  of 
original  clinical  investigation  which  they  may  desire 
to  present. 

Each  presentation  will  be  limited  to  twelve 
minutes  and  wall  be  followed  by  a brief  period  of 
free  discussion.  The  publication  of  presentations 
is  not  a necessary  condition,  but  the  Bulletin  of 
the  Academy  is  prepared  to  publish  abstracts  if  the 
author  desires  it. 


Dr.  Edward  C.  Reifenstein,  professor  of  medicine, 
Syracuse  University,  was  the  main  speaker  at 
the  April  meeting  of  the  Utica  Academy  of  Medicine 
on  April  15.  His  subject  was  “Cardiology.”  Dis- 
cussion was  opened  by  Dr.  James  W.  W.  Dimon. 

A lecture  on  “Observations  on  Spinal  Anesthesia” 
wras  given  by  Dr.  D.  D.  Reals,  of  Utica,  with  dis- 
cussion opened  by  Dr.  R.  G.  Kibbey. 

The  meeting,  wdiich  was  preceded  by  dinner 
at  7:00  p.m.,  was  held  in  the  Hotel  Utica. 

Oneida  County 

Medical  officers  of  the  Rome  Air  Depot  presented 
the  scientific  program  at  the  quarterly  meeting  of 
the  county  society  at  the  depot  on  April  13. 

Led  by  Dr.  Bradford  F.  Golly,  of  Rome,  society 
president,  the  physicians  were  conducted  on  a tour 
of  the  depot  hospital  by  Lt.  Col.  Irwin  Alper,  post 
surgeon,  who  gave  a talk  on  “Medical  Service  to 
the  Civilians.” 

The  program  also  included  the  following  scientific 
papers : 

“Newer  Medical  Facts  on  the  Effects  of  High- 
Altitude  Flying,”  Capt.  Samuel  E.  Bechtold,  chief 
of  the  physical  examinations  department;  “Chest 
Injuries  and  Treatment  in  Total  War,”  Capt. 
Robert  J.  O’Doherty,  chief  of  the  surgical  service; 
“Treatment  of  Psychoneuroses  in  Wartime,”  Maj. 
David  B.  Davis,  chief  of  the  department  of  psy- 
chiatry; and  “Field  First  Aid  and  Sanitation,” 
Capt.  Ellsworth  M.  Tracy,  chief  of  the  medical 
service  and  medical  enlisted  assistants.* 


Onondaga  County 

The  second  graduation  of  the  College  of  Medicine 
of  Syracuse  University  in  the  current  war  w^as 
held  Monday,  March  22,  in  the  auditorium  of  the 
College. 

The  41  graduates,  16  of  them  from  Syracuse, 
heard  Rear  Admiral  Ross  T.  Mclntire,  Surgeon 
General  of  the  Navy,  and  also  personal  physician 
to  President  Roosevelt,  deliver  the  commence- 
ment address. 

Ontario  County 

The  county  society  held  its  second  quarterly 
meeting  at  the  Clifton  Springs  Sanitarium,  Tuesday, 
April  13.  The  business  meeting  was  followed  by 
dinner  at  6:00  p.m.  and  the  scientific  session  at 
7:30  p.m.  “Clinic  on  Fractures  of  the  Hip”  was 
given  by  the  surgical  staff  of  the  Sanitarium  and 
Clinic.* 

Queens  County 

Negro  physicians,  pharmacists,  and  dentists  were 
honored  by  the  Queens  Tuberculosis  and  Health 
Association  at  a dinner  in  the  Amber  Lantern, 
Flushing,  on  April  22. 

The  occasion  was  the  fourth  annual  dinner  for 
the  Queens  Clinical  Society,  Negro  medical  associa- 
tion, by  the  tuberculosis  association  in  recognition 
of  the  fact  that  medical  men  are  the  “first  line  of 
defense  in  the  fight  against  tuberculosis.” 

Guest  speakers  were  Dr.  Winifred  C.  Cullis,  of 
London,  and  Special  Sessions  Judge  Myles  A.  Paige, 
of  Brooklyn.  Godias  J.  Drolet,  of  Flushing,  first 
vice-president  of  the  Queensboro  Tuberculosis 
Association,  presided.* 


A stated  meeting  of  the  county  society  was  held 
Tuesday,  April  27,  at  8: 30  p.m.  A clinicopathologic 
conference  on  “Surgical  Diagnosis  of  Tumors”  was 
given  by  Drs.  Leonard  Goldman  and  Edward 
Santora. 

Dr.  Elise  S.  L’Esperance,  laboratory  director, 
Newr  York  Infirmary  for  Women  and  Children,  and 
serologist  at  Memorial  Hospital,  spoke  on  “Cancer 
Prevention  Clinics.”  Her  paper  wras  discussed  by 
Dr.  Cornelius  P.  Rhoads,  director,  Memorial  Hos- 
pital. 

Dinner  was  served  at  the  Forest  Hills  Inn  at 
7:00  p.m.,  with  the  guest  speakers  present. 

Rensselaer  County 

The  regular  meeting  of  the  Rensselaer  County 
Medical  Society  wras  held  on  April  13  at  the  Health 
Center  in  Troy.  A paper  was  presented  by  Drs. 
Stewart  H.  Jones  and  G.  H.  Klinck,  director  of 
laboratories  at  the  Samaritan  Hospital. 

Dr.  Jones  addressed  the  meeting  on  the  subject 
“Torula  Meningitis”  and  Dr.  Klinck  presented 
lantern  slide  demonstrations.  Dr.  Stephen  H. 
Curtis  opened  the  discussion.* 

Rheumatic  fever  was  characterized  as  “Public 
Enemy  No.  1”  by  Dr.  Frank  Mastrianni,  city  health 
officer,  wrho  spoke  on  “Children’s  Diseases”  at 
a Parent-Teacher  Association  meeting  in  Troy  on 

April  14.* 

The  progress  of  the  medical  care  program  of  the 
Troy  Welfare  Department,  developed  along  de- 
partmental lines  a year  ago  by  the  department  with 

[Continued  on  page  982] 
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Doctors  — recommend  this  world-famed  Spa  to  your  patients!  Tucked  away  in  the  moun- 
tains only  5 hours  from  New  York,  it’s  ideal  for  complete  rest  and  physical  rehabilitation. 

SULPHUR  and  NAUHEIM  BATHS 
STEAM  MASSAGES  • INHALATION  THERAPY 
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Dr.  L.  O.  White,  Medical  Director 
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You  don't  expect  to  restore  normalcy  to  feet  that  even  na- 
ture has  failed  to  aid,  but  you  do  expect  to  relieve  your  foot- 
patient  from  conditions  that  create  agony  and  handicap 
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to  cover  every  case,  so  a wide  range  of  shoes  is 
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the  cooperation  of  the  county  society,  was  reviewed 
on  April  7 at  a meeting  of  welfare  officials  with  the 
society’s  advisory  committee  on  public  medical  care. 

The  physicians’  committee  included  Dr.  Crawford 
R.  Green,  chairman,  Dr.  Richard  P.  Doody,  Dr. 
Stephen  H.  Curtis,  Dr.  John  T.  H.  Hogan,  and  Dr. 
John  J.  Noonan. 

The  welfare  department  was  represented  by 
Commissioner  John  J.  Givney  and  Dr.  John  J. 
Rainey,  medical  consultant  to  the  department.* 

Schenectady  County 

The  regular  monthly  meeting  of  the  county 
society  was  held  in  the  Ellis  Hospital  in  Schenec- 
tady on  April  6.  Six  speakers  took  part  in  a Sympo- 
sium on  Cancer.  Dr.  E.  MacD.  Stanton  gave  a 
“Further  Report  on  Cases  of  Carcinoma  of  the 
Breast.”  Dr.  J.  B.  Gilbert  spoke  on  “Early  Diagno- 
sis of  Genito-Urinary  Carcinoma.”  “The  Frei 
Test  in  Cancer  of  the  Rectum”  was  presented  by 
Dr.  F.  L.  Sullivan.  The  other  three  addresses 
were:  “A  Rare  Malignant  Tumor  of  the  Femur,” 
by  Dr.  Louis  Cohen;  ■Radiation  Treatment  of 
Common  Forms  of  Cancer,”  by  Dr.  K.  L.  Mitton ; and 
“Progress  in  Cancer  Research,”  by  Dr.  Ellis  Kellert. 


Steuben  County 

The  spring  meeting  of  the  county  society  was 
held  at  the  Baron  Steuben  Hotel  in  Corning  on 
April  8. 

Following  a luncheon  at  12:30  p.m.,  a business 
session  was  held,  and  the  delegates  to  the  State 
Society  were  instructed  to  vote  in  favor  of  the 
Basic  Science  law. 

With  respect  to  the  nonprofit  medical  insurance 
plan,  it  was  recommended  that  the  president  appoint 
a committee,  one  of  whom  shall  be  the  secretary, 
to  investigate  the  plan  and  report  at  the  next 
meeting. 

Dr.  Joe  W.  Howland,  instructor  in  medicine, 
University  of  Rochester,  School  of  Medicine  and 
Dentistry,  gave  an  interesting  and  instructive 
lecture  on  “Plasma  Therapy  and  Whole  Blood 
Transfusion.”  This  program  was  arranged  by  the 
Council  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New"  York  and  the 
Newr  York  State  Department  of  Health,  in  co- 
operation with  the  Office  of  Civilian  Defense  and 
the  Health  Preparedness  Commission  of  the  State 
War  Council. 

Thirty-five  members  wrere  present. 

R.  J.  Shafer,  M.D.,  Secretary 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Arthur  E.  Broga 

85 

N.Y.  Eel. 

April  17 

Oneida 

Richard  D.  Bullard 

39 

Cornell 

April  22 

Saratoga  Springs 

James  H.  Donnelly 

72 

Boston 

April  8 

Troy 

Thomas  F.  Dwyer 

80 

Buffalo 

April  11 

Buffalo 

Cornelius  G.  Dyke 

42 

Iowa 

April  23 

Manhattan 

Hyman  Glanz 

62 

P.  & S.,  N.Y. 

April  15 

Manhattan 

Harold  L.  Hall 

55 

Cornell 

April  6 

Brooklyn 

Thomas  Jameson 

76 

McGill 

April  23 

Rochester 

Harry  O.  Maldiner 

55 

Buffalo 

April  10 

North  Tcma  wanda 

Myron  E.  Osterhout 

49 

N.Y.  Horn. 

April  16 

Cornwall 

Irving  R.  Rathgeb,  Jr. 

29 

L.I.C.  Med. 

February  23 

Brooklyn 

Adolph  Reich 

77 

N.Y.  Univ. 

April  27 

Manhattan 

Andrew'  Sloan 

63 

P.  &S.,N.Y. 

April  21 

Utica 

Frank  W.  Swreetland 

87 

Buffalo 

April  13 

Angola 

Charles  L.  Weitz 

48 

N.Y.  Horn. 

April  13 

Mount  Vernon 
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To  Assure  Quick , Dependable  Response 
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60  ADVERTISERS 
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RELIEVE  TEETHING  PAINS 

in  Babies  with  CO-NIB 

Mothers  appreciate  your  prescription  of 
CO-NIB  because  its  quick-acting  ingre- 
dients effectively  soothe  teething  pains. 

AN  ETHICAL  PRESCRIPTION 
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Books 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


REVIEWED 


Ovarian  Tumors.  By  Samuel  H.  Geist,  M.D. 
Oetavo  of  527  pages,  illustrated.  New  York,  Paul 
B.  Hoeber,  Inc.,  1942.  Cloth,  $10.50. 

Dr.  Geist’s  book  on  ovarian  tumors  brings  up  to 
date  the  entire  subject  of  ovarian  neoplasms.  In  it 
he  has  incorporated  all  the  recent  information  on  the 
embryology,  anatomy,  and  physiology  of  the  ovary. 
The  newer  views  dealing  with  the  origin  and  classi- 
fication of  ovarian  tumors  are  thoroughly  reviewed. 
The  material  is  well  arranged  and  in  each  chapter 
the  author  discusses  the  etiology,  anatomy,  clinical 
aspects,  prognosis,  and  therapy  of  the  various  types 
of  tumors. 

The  text  is  profusely  illustrated,  containing  266 
black-and-white  drawings  and  microphotographs. 
The  latter  are  excellent  and  should  be  extremely 
valuable  to  the  pathologist. 

Another  outstanding  feature  of  this  book  is  the 
author’s  discussion  and  treatment  of  ovarian  tumors 
complicating  other  conditions,  such  as  pregnancy. 

For  those  interested  in  further  study,  each  chapter 
ends  with  an  exhaustive  bibliography. 

The  information  contained  within  this  book 
should  be  especially  valuable  to  the  gynecologist, 
abdominal  surgeon,  and  pathologist. 

Morris  Glass 

Infant  and  Child  in  the  Culture  of  Today.  By 

Arnold  Gesell,  M.D.,  and  Frances  L.  Ilg,  M.D. 
Quarto  of  399  pages,  illustrated.  New  York,  Harper 
& Brothers,  1943.  Cloth,  $4.00. 

This  book  is  divided  into  three  parts.  The  first 
deals  with  the  growing  child  in  a modern  culture. 
The  main  body  of  the  book  is  included  in  the  second 
part,  which  is  devoted  to  a factual  statement  of  the 
mental  growth  and  characteristics  of  the  first  five 
years  of  life.  Twelve  behavior  profiles,  each  ac- 
companied by  a behavior  day,  are  included  in  the 
division  of  the  first  five  years  of  life.  The  behavior 
profile  gives  a picture  of  the  type  of  child  with 
which  the  culture  has  to  deal  at  a particular  stage  of 
his  maturity.  The  behavior  day  shows  how  the 
growth  and  maturity  of  the  child  is  fostered  at  dif- 
ferent ages. 

The  third  part  is  devoted  in  a broad  way  to  the 
guidance  of  growth.  It  discusses  general  topics  of 
developmental  philosophy,  habits  such  as  sleep, 
feeding,  and  parental  guidance.  The  appendix 
contains  a behavior  day  chart  for  self-regulation, 
scheduling  a list  of  toys,  play  materials  and  equip- 
ment, books  for  preschool  children,  musical  records 
for  infants  and  young  children,  and  selected  read- 
ings. 

This  book  is  of  value  to  parents  and  teachers. 
For  physicians,  much  of  the  ground  has  been  covered 
in  a previous  work  by  Gesell  and  Armatruda  called 
Developmental  Diagnosis.  However,  for  those  par- 
ticularly interested  in  the  field  of  child  develop- 
ment, the  present  volume  should  serve  in  a comple- 
mentary way. 

Stanley  S.  Lamm 


Gynecologic  Surgeiy.  By  Morris  A.  Goldberger, 
M.D.  (Oxford  Medical  Outline  Series.)  Octavo 
of  164  pages.  New  York,  Oxford  University  Press, 
1942.  Cloth,  $2.00. 

This  book  gives  in  outline  form  a resum4  of  opera- 
tive gynecology.  As  is  stated  in  the  preface,  it  is  not 
intended  to  replace  any  of  the  standard  and  illus- 
trated works  on  gynecology,  but  to  serve  as  a general 
working  guide  for  the  subject. 

The  facts  are  more  briefly  and  simply  presented 
than  they  usually  are  in  outline  books  of  this  kind. 
Blank  pages  are  inserted  for  notes  and  sketches,  so 
that  the  reader  may  record  in  the  volume  a brief 
account  of  his  own  experiences.  Of  its  kind  and 
within  its  limitations,  the  book  should  be  useful  for 
medical  students  and  for  the  younger  specialists  in 
this  field. 

Francis  B.  Doyle 

Synopsis  of  Traumatic  Injuries  of  the  Face  and 
Jaws.  By  Douglas  B.  Parker,  M.D.  Duodecimo 
of  334  pages,  illustrated.  St.  Louis,  C.  V.  Mosby 
Co.,  1942.  Cloth,  $4.50. 

Seldom  has  a book  come  to  this  reviewer  that  fills 
an  immediate  need  for  both  the  dental  and  medical 
professions  as  does  this  one  by  Douglas  Parker. 
Ever-increasing  injuries  to  the  face  and  jaws  oc- 
curring in  civil  life  as  the  result  of  automotive  acci- 
dents together  with  those  that  are  the  result  of  mili- 
tary action  make  this  little  volume  a must  in  the 
library  of  all  practicing  physicians  and  dentists. 

Starting  with  a brief  review  of  applied  anatomy  of 
the  face  and  jaws,  the  author  proceeds  to  the  initial 
treatment  at  the  scene  of  an  accident.  A chapter  on 
the  treatment  of  shock  is  followed  by  one  on  the 
control  of  infection,  in  which  the  use  of  the  sulfa 
drugs  is  covered.  The  chapter  on  the  treatment  of 
wounds  has  many  good  illustrations,  both  photo- 
graphs and  roentgenograms;  suturing  is  gone  into 
in  detail.  Grant’s  technic  of  tying  knots  without 
the  use  of  the  fingers  is  very  well  diagramed.  Then 
come  chapters  on  burns  of  the  face,  bone  injuries, 
and  the  stabilization  of  fractures,  the  latter  contain- 
ing excellent  illustrations  of  the  mechanical  devises 
used  in  the  stabilization  of  the  mandible  and 
maxilla. 

Complication  of  fractures  is  discussed  in  detail, 
and  in  the  chapter  on  surgical  reconstruction,  the 
reader  will  find  excellent  material  on  bone  and  tissue 
grafts.  The  dentist  will  be  particularly  interested 
in  the  review  of  surgical  prosthetic  restorations. 

This  book  follows  a logical  sequence.  It  is  de- 
cidedly up  to  date.  The  illustrations  are  new  and 
well  done.  The  author  has  drawn  on  his  vast  ex- 
perience to  bring  out  in  concise  form  the  information 
that  the  general  practitioners  of  medicine  and  den- 
tistry will  desire  to  have  on  hand  when  they  are 
called  to  treat  accidents  of  all  types,  military,  indus- 
trial, and  automotive.  The  book  is  well  printed. 
References  are  liberal,  and  it  is  well  indexed. 

Lawrence  J.  Dunn 
[Continued  on  page  986] 
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V. 

In  the  past,  Iodides  in  liq- 
uid form  were  assumed  to 
furnish  1 grain  of  Potassium 
Iodide  in  a drop — but  drops 
vary  in  size  and  even  the 
solution  might  vary  as  much 
as  30  grains  in  an  ounce. 
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Administration 


ENKIDE  is  an  enteric  coated 
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1 to  5 tablets  a day,  in  a modern 
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A Neutral  Cleanser 
for  the  Skin 

Because  CREAM  OF  SOAP  is  neutral  it  has  insignificant  chemical 
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acid  balance.  For  this  reason  CREAM  OF  SOAP  is  virtually  non- 
irritating. Yet  it  is  so  effective  as  a detergent  that  it  will  readily 
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rubbed  into  the  skin.  CREAM  OF  SOAP  can  be  used  as  frequently 
as  needed  to  keep  the  skin  free  from  accumulations  of  grease  without 
ill  effect.  When  employed  as  a cleanser  in  contact  dermatitis  it  can 
be  restricted  to  the  exact  area  desired.  CREAM  OF  SOAP  is 
accepted  for  advertising  in  publications  of  the  A.M.A.  Samples 
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[Continued  from  page  984] 

Manual  of  Dermatology.  Issued  under  the  Aus- 
pices of  the  Committee  on  Medicine  of  the  Division 
of  Medical  Sciences  of  the  National  Research  Coun- 
cil. By  Donald  M.  Pillsbury,  M.D.,  Marion  B 
Sulzberger,  M.D.,  and  Clarence  S.  Livingood,  M.D. 
Octavo  of  421  pages,  illustrated.  Philadelphia,  W. 
B.  Saunders  Company,  1942.  Cloth,  $2.00. 

This  is  an  excellent  book;  all  who  are  interested 
in  the  management  of  skin  diseases  can  profit  by 
reference  to  it.  Its  use  is  not  confined  to  conditions 
peculiar  to  service  with  the  armed  forces. 

The  book  is  distinguished  by  its  conciseness, 
clarity,  and  orderliness,  and  by  the  presentation  of 
a mass  of  data  on  the  diagnosis  and  treatment  of 
all  of  the  common,  and  many  less  common,  derma- 
toses. Detailed  treatment  of  the  diagnosis  and 
management  of  venereal  diseases  is  not  within  the 
scope  of  the  manual.  After  a short  chapter  of  prac- 
tical directions  for  the  use  of  the  book  there  follow 
three  sections  devoted  to  diagnosis.  These  are 
based,  respectively,  upon  primary  and  secondary 
lesions,  the  distribution  and  the  sites  commonly  in- 
volved in  skin  diseases.  The  last-named  section  in- 
cludes a series  of  80  informative  black-and-white 
photographs  occupying  78  pages. 

In  the  fifth  chapter  are  discussed  pharmacologic 
principles  underlying  the  use  of  topical  agents  and 
x-ray  in  dermatology,  as  well  as  the  practical  details 
of  the  use  of  these  modalities.  Each  of  the  succeed- 
ing thirteen  chapters  is  devoted  to  a group  of  allied 
dermatoses — for  example,  “Eczema-Dermatitis” 
(Chapter  VI),  “Fungous  Infections”  (Chapter  VII), 
“Drug  Eruptions”  (Chapter  XIV),  and  so  on.  A 
formulary,  presented  as  an  appendix,  lists  82  different 
topical  remedies,  many  in  the  form  of  prescriptions, 
together  with  indications  and  contraindications  for 
their  use.  The  index  is  unusually  complete  and  oc- 
cupies almost  one-tenth  of  the  space  of  the  text.  The 
errors  are  few  and  chiefly  typographical.  Factual 
errors  are  to  be  found  in  a caption  for  an  illustration 
of  granuloma  inguinal  (page  115)  and  in  the  direc- 
tions for  evaluating  the  Frei  reaction  (page  35). 
These  in  no  way  detract  from  the  general  excellence 
of  the  book. 

Arthur  W.  Grace 

Medical  Clinics  of  North  America.  Volume  26, 
No.  6.  November,  1942.  Octavo.  Illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1942. 
Published  bimonthly  (six  numbers  a year).  Cloth, 
$16  net;  paper,  $12  net. 

This  number  of  the  Clinics  is  devoted  to  the  im- 
portant field  of  endocrinology.  The  first  three  arti- 
cles cover  most  of  the  important  aspects  of  the 
pituitary  gland.  Although  this  is  an  important 
structure,  little  advance  has  been  made  in  treating 
it.  The  authors  cover  the  medical  and  surgical 
treatment  adequately. 

Much  more  solid  matter  is  found  in  the  three  arti- 
cles covering  thyroid  disease,  particularly  in  the  one 
by  Edward  Rose.  There  is  a useful  chapter  on  x- 
ray  treatment  of  hyperthyroidism. 

There  is  a good  article  on  the  pancreas  and  an 
equally  interesting  one  on  the  adrenal  gland.  In 
addition  to  this  there  are  four  helpful  reviews  of 
male  and  female  gonad  disturbances. 

The  final  article  covers  a topic  that  is  little  known 
to  most  clinicians  and  is  therefore  worth  a careful 
reading.  It  gives  a concise  abstract  of  the  normal 
and  abnormal  figures  for  quantitative  assay  of  the 
various  hormones.  The  technic  is  simply  described. 
Although  most  laboratories  are  not  prepared  to  per- 
form many  of  those  tedious  tests,  it  is  good  to  know , 
roughly,  how  they  are  done  and  what  they^mean. 
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This  issue  of  the  Clinics  is  as  useful  as  are  the  pre- 
ceding numbers  for  1942. 

A.  M.  Babey 

Urology.  By  William  H.  Mencher,  M.D.  (Ox- 
ford Medical  Outline  Series.)  Octavo  of  204  pages. 
New  York,  Oxford  University  Press,  1942.  Cloth, 
$2.00. 

This  small  volume  is  a comprehensive  compen- 
dium. A more  suitable  name  for  it  would  be  a 
“Syllabus,”  as  it  is  a serial  word  outline  of  the  vari- 
ous lesions  of  the  urinary  tract,  including  their  diag- 
nosis and  treatment.  There  are  no  illustrations. 

The  book  should  be  useful  particularly  to  medical 
students  and  class  teachers  in  urology.  It  is  a fac- 
tual listing  of  data,  lacking  in  clinical  features. 

Augustus  Harris 

Fractures.  By  Paul  B.  Magnuson,  M.D.  Fourth 
edition.  Octavo  of  511  pages,  illustrated.  Philadel- 
phia, J.  B.  Lippincott  Company,  1942.  Cloth, 
$5.50. 

The  author  has  packed  within  the  covers  of  this 
comparatively  small  volume  a complete  coverage  of 
the  subject  in  all  its  details. 

He  briefly,  yet  clearly,  analyzes  the  various  meth- 
ods of  treatment  with  indications  and  recommenda- 
tions for  a choice  method  in  a given  type  of  frac- 
ture. He  suggests  to  the  reader,  from  his  vast  store 
of  experience,  some  personal  ideas  which  are  in  a 
great  measure  simple,  useful,  and  easily  applied  by 
a surgeon  of  less  experience. 

The  chapter  on  general  emergency  treatments 
deserves  special  commendation  because  of  its  time- 
liness and  thoroughness,  dealing  as  it  does  with 
conditions  now  confronted  by  both  civilian  and 
army  surgeons.  In  this  chapter  the  author  outlines 
up-to-date  methods  found  to  be  most  practical  and 
beneficial  in  shock,  emergency  war  wounds,  com- 
pound fractures,  etc. 

The  explanations  of  the  muscle  pull,  at  or  near  the 
fractured  bones,  indicate  to  the  reader  how  to  coun- 
ter or  make  use  of  this  force  in  the  treatment  of 
such  fractures. 

Fractures  of  the  pelvic  bones  are  well  described 
but  the  writer  fails  to  indicate  what  is  now  con- 
sidered a very  efficient  method  described  by  Dr. 
Jahss,  which  makes  it  possible  to  overcome  any 
overriding  by  distraction  or  to  correct  separation 
of  the  bones  by  compression. 

As  a whole,  this  book  fills  a gap  between  the  small 
textbook  for  the  student  and  general  practitioner  and 
the  voluminous  systems  dealing  with  fractures. 
Yet  any  surgeon,  no  matter  what  his  experience  or 
qualifications  are,  will  benefit  by  perusing  its  pages. 
It  is  an  ideal  refresher  of  the  whole  subject. 

Nathan  H.  Rachlin 

Fundamentals  of  Psychiatry.  By  Edward  A. 
Strecker,  M.D.  Duodecimo  of  201  pages,  illus- 
trated. Philadelphia,  J.  B.  Lippincott  Company, 
1942.  Cloth,  $3.00. 

This  is  a handy  little  volume — just  what  its  name 
implies.  It  contains  a great  deal  of  information 
crammed  into  a small  space,  the  history  of  psychia- 
try and  its  progress  being  briefly  traced.  In  addi- 
tion to  classification  and  description,  interpretation 
of  reactions  is  stressed.  Treatment  is  brought  up  to 
date.  There  is  also  a chapter  on  the  psychiatry  of 
the  war.  This  book  is  recommended  for  physicians, 
who  are  more  and  more  realizing  the  importance  of 
the  psychiatric  component  in  all  afflicted  persons, 
both  in  military  and  civil  life.  Supplemented  by 
collateral  reading  it  could  be  a serviceable  guide  to 
the  medical  student. 

A.  E.  Soper 


A belief  among  some  of  the  profession 
that  Saratoga  Spa  serves  only  the  rich, 
is  not  true.  This  New  York  State  health 
center  makes  provision  for  the  sick,  in- 
cluding those  who  must  keep  costs  within 
limited  means. 

The  cost  of  a stay  at  the  Spa  is  entirely 
within  the  control  and  taste  of  the  indi- 
vidual patient.  There  is  luxury  here.  But 
for  people  of  modest  circumstances  there 
are  pensions  and  moderatelypriced  hotels 
that  offer  excellent  service  and  special  or 
individual  diets.  As  a matter  of  fact,  ex- 
clusive of  traveling  expenses,  the  tradi- 
tional three  weeks’  stay  can  be  covered 
for  as  little  as  $125. 

Nature  created  at  Saratoga  carbonated 
mineral  waters  of  established  therapeutic 
value.  Surrounding  them,  the  State  has 
organized  facilities  physicians  require. 
The  Spa  Medical  Staff  does  not  practice. 
It  only  oversees  the  treatments  you  pre- 
scribe for  chronic  heart,  circulatory  and 
rheumatic  cases;  for  conditions  of  obesity 
and  for  cases  of  general  debility — aggra- 
vated by  the  unusual  tension  of  the  times. 

For  professional  publications  of 
The  Spa,  physician’s  sample  carton  of  the 
bottled  waters,  with  their  analyses,  write 
W.  S.  McClellan,  M.  D.,  Medical  Director, 
Saratoga  Spa,  155  Saratoga  Springs,  N.Y. 
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81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL 

diseases. 

Full  information  furnished  upon  request 
JOHN  F.  LOUDEN  JAMES  F.  VAVASOUR,  M.D. 

President  Physician  in  Charge 

New  York  City  Office,  67  West  44th  St.,  Tel.  VAnderbilt  6-3732 


“AGAINST  ‘WEAK’  ENDS” 

Ralph  A.  Bard,  Assistant  Secretary  of  the  Navy, 
writing  for  the  United  Press,  recommended  that  pri- 
vate industry  should  make  an  effort  to  put  in  effect 
short  vacations  every  90  days  or  four  months  as  a 
regard  to  those  with  a good  record  of  steady  working 
performance. 

The  railroad  managements  are  also  calling  atten- 
tion to  the  developments  in  England,  where  the 
bank  holidays  are  being  lengthened  in  an  effort  to 
check  the  spread  of  occupational  diseases. 

Bus  and  air  line  officials  are  also  anxious  to  let 
the  public  know  that  there  is  space  available  on 
many  of  their  carriers.  Week-end  travel  on  these 
lines  continues  heavy  but  during  the  week  the  story 
is  different.  Employers  undoubtedly  will  be  en- 
couraged to  begin  vacations  in  midweek  on  an  even 
larger  scale  than  in  1942. 

* * * 

LIVING  TOMORROW — What  will  your  “mir- 
acle home”  of  tomorrow  be  like.  Some  of  America’s 
foremost  architects  give  you  this  glimpse  of  the 
future.  . . 

Movable  walls  and  disappearing  sound-proof 
partitions  will  enable  you  to  change  the  size  and 
shape  of  rooms  with  ease,  to  meet  changing  space 
needs!  Bedroom  windows  will  open  and  close  auto- 
matically at  the  turn  of  a bedside  dial!  Sound-con- 
ditional ceilings  and  walls  will  bring  new  privacy 
and  restful  quiet.  Built-in  sofas,  tables,  chests  and 
lighting  fixtures  will  make  rooms  more  spacious, 
bring  new  comfort  and  cleaning  ease.  Manufac- 
tured weather  and  “climate-proof”  construction  will 
maintain  perfect  temperature,  humidity  and  circu- 
lation of  pure,  odorless  air  every  day  in  the  year. — 
Celotex. 


HUMOR  IN  “LIFE  ON  A RATION 
BOARD” 

These  might  be  reasons  why  examiners  go  mad: 
A young  doctor  applied  for  a C book  for  gasoline. 
Doctors  are  entitled  to  this,  but  his  application 
showed  that  he  was  attached  to  a central-city  clinic 
and  made  no  calls  on  patients.  Questioned,  he  was 
evasive  at  first,  replying  only,  “As  a doctor,  I’m 
entitled  to  it.”  But  after  some  pressure,  he  blurted 
out,  “I  must  have  that  C sticker  to  maintain  my 
social  standing.  If  my  neighbors  don’t  see  it  on 
my  car,  they  won’t  believe  I’m  a doctor.” 

Then  there  was  the  undertaker  who  demanded 
extra  gasoline  on  the  premise  that  he  “had  to  make 
periodic  calls  upon  prospective  customers.” 

A bond  salesman,  who  had  a uniformed  chauffer 
to  drive  him  in  a limousine  to  the  homes  and  offices 
of  his  clients,  had  been  allowed  a B card,  for  which 
he  had  been  eligible  at  the  time  under  the  occupa- 
tional driving  regulations,  but  now  demanded  a C 
book.  His  argument  was  that  if  he  did  not  get  the 
extra  gasoline,  he  wouldn’t  be  able  to  make  enough 
I money  to  afford  a chauffer;  therefore  the  ration 
j board  would  be  responsible  for  the  chauffeur  losing 
his  job. 

And  then  there  was  the  wealthy  manufacturer 
who  thumped  the  desk  with  his  fist  and  swore  that 
he  had  been  driven  between  his  swank  Westchester 
home  and  his  Manhattan  office  every  week  day  for 
fifteen  years  and  wasn’t  going  to  put  up  with  this 
New  Deal  nonsense  now. 

But  the  common  plea  runs:  “Look,  mister,  I’ve 
got  a boy  in  the  Army.  I’ve  got  a wife  and  smaller 
kids  at  home.  I put  ten  per  cent  every  week  in 
war  bonds.  All  I want  is  enough  gas  to  make  a 
living.” 


THE  MAPLES  INC.,  OCEANSIDE,  L.l. 

A sanitarium  especially  for  invalids,  convalescents,  chronic  patients, 
post-operative,  special  diets,  and  body  building.  Six  acres  of  land- 
scaped lawns.  Five  buildings  (two  devoted  exclusively  to  private 
rooms).  Resident  Physician.  Rates  $18  to  $45  Weekly 

MRS.  M.  K.  MANNING,  Supt.  ■ TEL:  Rockville  Centre  3660 


CHARLES  B.  TOWNS  HOSPITAL 

Serving  the  Medical  Profession  for  over  40  years 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

Definite  Treatment  • Fixed  Charges  • Minimum  Hospitalization 

293  Central  Park  West,  New  York Hospital  Literature Telephone;  SChuyler  4-0770 


TOOTH  DECAY 

State  Sen.  Thomas  C.  Desmond,  chairman  of  the 
New  York  State  Joint  Legislative  Committee  on 
Nutrition,  recently  penned  the  following  item  for 
The  Saturday  Evening  Post. 

“In  Portland  Oregon,  and  San  Diego,  California, 
representative  groups  of  children  underwent  a 
special  kind  of  medical  test.  The  two  sets  of 
youngsters  might  have  looked  much  the  same  to  a 
casual  observer,  but  one  striking  difference  became 
apparent  to  the  examiners.  For  95  per  cent  of  the 
Portland  children  showed  some  of  the  symptoms 
of  rickets,  against  73  per  cent  of  the  San  Diego 
group.  And  more  than  twice  as  many  of  the  San 
Diego  children  had  no  decayed  teeth. 

“Why?  San  Diego,  located  farther  south,  gets 
about  3,000  hours  of  sunlight  a year,  compared  with 
2,200  for  Portland.  And  the  sun’s  ultraviolet  rays 
convert  certain  substances  in  the  skin  into  vitamin 
D,  essential  for  turning  the  calcium  and  phosphorus 
we  get  in  our  food  into  strong  teeth  and  bones. 

“This  is  no  isolated  example.  Army  rejection 
rates  for  defective  teeth — which  accounted  for  20 
per  cent  of  the  first  1,000,000  rejections  in  this  war 
— are  highest  in  the  New  England  States  and  lowest 
in  the  South;  the  Army  has  had  to  institute  the 
expensive  practice  of  rehabilitating  draftees’  teeth 
whenever  possible.  A nation-wide  survey  of  more 
than  500,000  children  showed  that  tooth  decay  de- 
creased in  areas  receiving  more  sunshine. 

“The  same  study  also  revealed  that  the  propor- 
tion of  poor  teeth  was  greater  in  the  larger  cities, 
which  have  more  impurities  in  the  air — and  higher 
buildings — to  obscure  the  sunlight.  Nature  evi- 
dently intended  us  to  get  our  vitamin  D from  the 
sun,  for  none  of  our  ordinary  foods — not  even  milk 
— contains  enough  to  meet  minimum  needs  .... 
The  only  answer  is  to  add  vitamin  D to  the  diet. 
Infants  generally  get  it  in  the  form  of  fish-liver 
oils,  although  this  is  usually  discontinued  by  the 
time  the  child  enters  school.  The  dairy  industry 
is  increasingly  going  in  for  the  addition  of  vitamin 
D to  milk  . . . the  most  suitable  as  a carrier  of  added 
vitamin  D. 

“This  was  recently  tested  among  a group  of 
school  children  near  New  York  City.  All  got  the 
same  basic  diet — with  vitamin  D being  added  to 
the  milk  of  one  set.  Tooth  decay  increased  twice 
as  fast  among  those  who  drank  ordinary  milk 
as  among  those  who  drank  the  vitamin  D kind.” 


THE  PHYSICIANS’ 
HOME 

Our  part  in  this  most  critical  period  of  our 
Nation’s  history  is  not  on  the  battle  front, 
but  here  on  the  home  front. 

Our  job,  in  this  insecure  world,  is  to  meet 
the  needs  of  aged  and  worthy  colleagues  of 
our  profession.  In  these  trying  times  it  is  a 
responsibility  which  symbolizes  a way  of  life 
among  professional  people. 

The  Physicians’  Home  has  won  the  con- 
fidence of  the  Physicians  of  the  State  of  New 
York.  It  must  continue  to  serve. 

Make  checks  to  PHYSICIANS’  HOME, 
52  E.  66th  St.,  New  York  City 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 

Ethical  — Reliable  — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL  — QUIET  — HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.  D.,  Director 
FREDERICK  T.  SEWARD,  M.  D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.  D.,  Resident  Physician 


BRUNSWICK  HOME 


[A  PRIVATE  SANITARIUM.  Convalescents,  postop- 
erative, aged  and  infirm,  and  those  with,  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  ner- 
vous and  backward  children.  Physicians'  treatments  rig- 
idly followed.  C.  L.  MARKHAM,  M.  D.,  Supt. 

B'way  & Louden  Ave.,  Amity  ville,  N.  Y.,  Tel:1700, 1,  2 


TVV I N ELMS 


A Modern 
Psychiatric  Unit 

Selected  drug  and  alcohol  problems 
welcome. 

Rates  moderate. 

Eugene  N.  Boudreau,  M.D.,  Phys-in-Ckg 

SYRACUSE,  N.  Y. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.  Med.  Supt.  *Tel.  4-1143 


I VEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


CREST  VIEW  rizr- 

SANITARIUM  GREEI?$ICH 

f For  Nervous,  Mildly  Mental,  Digestive  and  Cardio- 
f vascular  cases,  and  special  care  for  ELDERLY 
PATIENTS.  Quiet,  refined,  homelike.  2 5 miles  from 
N.  Y.  City.  Moderate  Rates. 

F.  ST.  CLAIR  HITCHCOCK,  M.D.,  Director 
275  North  Maple  Ave.,  GREENWICH,  CONN 
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FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Charge. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


RIVERLAWN  SANITARIUM 


A conveniently  situated  Sanitariu-n  offering  complete  facilities 
for  the  treatment  and  care  of  MENTAL  AND  NERVOUS 
CASES  and  ALCOHOL  AND  DRUG  ADDICTIONS.  We 
extend  full  cooperation  to  the  Physicians. 

CHARLES  B.  RUSSELL,  M.  D.,  Med.  Dir. 

45  Totowa  Ave.  PATERSON,  N.  J.  Armory  4-2342 
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WHAT  ARE  THE  ADS  WHISPERING 

TELEPHONES— Two-thirds  of  all  Bell  tele- 
phones are  now  dial.  There  would  be  more  if  the 
necessary  materials  were  not  needed  for  war. 

Today's  rush  of  business  couldn’t  be  handled 
without  dial  telephones.  They  take  care  of  more 
than  75,000,000  calls  a day. 

Even  with  millions  of  dial  telephones  in  use,  the 
number  of  operators  increased  more  than  23,000 
last  year.  The  total  number  is  now  over  160,000. 
— Bell  Telephone  System. 

* * * 

TRANSPORTATION — If,  like  the  eagle,  you 
could  look  down  on  the  amount  of  railroad  equip- 
ment it  takes  to  move  a single  armored  division, 
here  is  what  you  would  see. . .75  trains! 

Many  passenger  trains,  many  freight  trains— all 
required  to  move  just  one  division. . . Now,  in 
terms  of  trains,  those  75  taken  out  of  civilian  service 
and  put  into  military  service,  are  about  equal  to  the 
number  of  passenger  trains  running  daily  over  the 
Pennsylvania  Railroad  between  two  of  the  busiest 
places  on  the  face  of  the  globe — New  York  and 
Washington. 

Multiply  this  one  division  by  the  many  moving 
in  this  country  and  you  can  understand  why.  . .you 
may  have  difficulty  getting  a berth.  . .or  be  obliged 
to  stand  in  a coach.  . .or  arrive  at  your  destination 
late.  . . 

But  Americans  are  taking  all  this  like  good  sol- 
diers. For  they  know  this  is  a war  of  movement, 
and  that  movement  begins  right  here — in  America, 
on  the  rails. — Pennsylvania  Railroad. 

* * * 


MEXICO  NOW  THE  “EUROPEAN  SPA’’ 

Mexico’s  great  spa  has  received  a little  more  at- 
tention since  the  closing  of  the  once  popular  Euro- 
pean spas. 

The  truth  is  that  doctors  in  Mexico  have  known 
for  years  about  the  efficacy  of  Mexico’s  radium- 
activated  water.  Doctors  in  Europe,  too,  have 
known  that  they  were  equal  to  the  waters  of  the 
famous  Carlsbad  Spa.  . .some  say  even  better.  And 
now,  even  Americans  are  beginning  to  speak  with 
the  greatest  enthusiasm  of  Mexico’s  San  Jose  Purua, 
and  a continuous  flow  of  tourists  come  to  “take  the 
waters”  and  spend  a couple  of  restful  weeks. 

The  noted  urologist,  Dr.  Lichtenberg,  famous  as  a 
specialist  in  Europe  before  he  came  to  Mexico, 
keeps  a couple  of  rooms  at  San  Jose  Purua  at  all 
times,  for  his  patients,  so  strong  is  his  belief  in  the 
beneficial  powers  of  these  hot  springs. 

CANADIAN  PASSPORTS 
TO  U.  S.  LIFTED 

On  the  strength  of  an  agreement  reached  recently 
between  the  Canadian  and  United  States  govern- 
ments, Canadian  citizens  may  in  the  future  travel 
into  the  United  States  without  being  obliged  to 
possess  a passport,  as  long  as  the  stay  across  the 
border  does  not  exceed  29  days. 

Identification  cards  will  be  issued  free  of  charge 
by  United  States  consular  offices  in  Canada  to  those 
wishing  to  visit  this  country.  These  cards  must  be 
endorsed  by  a Canadian  immigration  official  in 
order  to  guarantee  the  bearer’s  re-admittance  into 
( Canada.  These  cards  will  be  valid  for  one  year  witl i 
the  condition  that  no  one  visit  to  the  United  States 
exceed  the  29-day  limit. 

These  cards  are  available  to  Britains  domiciled 
in  Canada  as  well  as  to  Canadian  citizens. 
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Classified  Rates 


Rates  per  line  per  insertion: 

One  time $1.10 

3 Consecutive  times 1.00 

6 Consecutive  times .80 

12  Consecutive  times .75 

24  Consecutive  times .70 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of 
First  and  by  the  5th  for  issue  of  Fifteenth. 


Classified  Ads  are  payable  in  advance.  To 
avoid  delay  in  publishing  remit  with  order 


FOR  SALE 


22  Bed,  3-story  Sanitarium — built  in  1912.  Highly  rated. 
Completely  equipped;  electric  elevator;  price  $35,000. 
Take  mortgage.  For  further  information  write  Mrs.  Geo. 
W.  Gregg,  Health-Home,  Canandaigua,  N.  Y. 


PATENT  ATTORNEY 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine — young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians  and  technicians. 


NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


SCHOOLS 


[—CAPABLE  ASSISTANTS— | 

Call  our  free  placement  service.  Paine  Hall  graduates 
have  character,  intelligence,  personality  and  thorough 
training  for  office  or  laboratory  work.  Let  us  help  you 
find  exactly  the  right  assistant.  Address: 

101  W.  31st  St.,  New  York 

BRyant  9-2831 
Licensed  N.  Y.  State 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


“FEELING  LOUSY” 

The  following  advice  to  its  readers  was  given  in  an 
article  by  a daily  newspaper. 

“Don’t  go  to  pieces,”  said  the  item,  “if  some 
health  addict  begins  rattling  off  17  known  vitamins 
and  the  deficiency  diseases  that  may  result  if  you 
don’t  get  enough  of  them.  Vitamins  are  not  pills 
like  aspirin  and  quinine,  to  cure  definite  ills  like 
headaches  and  malaria.  The  chief  disease  you  or 
your  family  will  get  from  any  vitamin  lack  is — 
‘feeling  lousy.’  The  results,  such  as  poor  appetite, 
sleeping  badly,  constipation,  frequent  colds,  or  no 
energy,  will  be  much  the  same  no  matter  which 
vitamin  you  are  low  on. 

“The  cure,  unless  you  have  a doctor’s  prescrip- 
tion, is  not  a fancy  assortment  of  pills,  but  more  of 
the  right  food.” 

BUT — then  the  article  contradicts  itself  by  ex- 
plaining how  hard  it  is  to  get  a sufficient  amount  of 
vitamin  Bt — “five  slices  of  whole  wheat  bread  give 
you  only  a fifth  of  your  daily  requirement.  Add  to 
this  a pint  of  milk,  whole  wheat  cereal,  brown  riee, 
lean  port,  oysters,  nuts,  and  mushrooms,  and  you 
have  probably  covered  your  daily  requirement.” 

Enlightening — and  helpful. 


CLINICAL  LABORATORY 
and  X-RAY  TECHNIC 

Thorough  Clinical  Laboratory  course 
9 months.  X-Ray  3 months.  Electro 
cardiography  additional.  Graduates 
in  demand.  Established  22  years. 
Catalog  sent  postpaid  on  request. 

Northwest  Institute  of  Medical  Technolory 
3422  E,  Lake  St.,  Minneapolis,  Minn. 


TRAVEL  MEDICINE 
“RECREATION  AS  USUAL” 

“Within  reasonable  limits,”  pronounced  President 
Roosevelt  last  year,  “I  believe  that  the  war  effort 
will  not  be  hampered  but  actually  improved  by  sen- 
sible participation  in  healthy  recreational  pursuits. 
It  must  be  borne  in  mind,  however,  that  ‘recreation 
as  usual’  is  just  as  bad  as  ‘business  as  usual.’ 

“Recreation  under  present  conditions  can  be 
undertaken  solely  with  the  purpose  of  building  up 
the  body  and  the  mind  and  with  the  chief  thought 
that  this  will  help  win  the  w ar.  At  the  same  time  it 
lias  been  proven  beyond  doubt  that  human  beings 
cannot  sustain  continued  and  prolonged  work  for 
very  long,  without  obtaining  a proper  balance  be- 
tween w'ork  on  the  one  hand  and  vacations  and  rec- 
reation on  the  other.” 
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The  iron  in  Hematinic  Plastules  is  ferrous 
iron — readily  available  for  conversion 
into  hemoglobin.  To  keep  it  that  way 
— sealed  from  the  oxidizing  action  of 
air— it  is  hermetically  sealed  in  soluble 
elastic  capsules. 


Thus  the  iron  in  Hematinic  Plastules  is 
readily  assimilated,  even  in  the  presence 
of  gastric  hyposecretion. 

For  aiding  in  quick  return  to  normal 
hemoglobin  levels  prescribe  Hematinic 
Plastules. 

R 

Hematinic  Plastules  Plain  1 TID  after  meals,  or 

Hematinic  Plastules 

with  Liver  Concentrate  2 TID  after  meals 
For  the  treatment  of  hypochromic  and  secondary  anemia. 

Available  in  bottles  of  50's,  100's  and  1000's 

*R«q.  U.  S.  Pat.  Off. 

THE  imVIMXK  COMPANY 

8134  Ml'C'OHMll'K  BOULEVARD  . CHICAGO,  ILLINOIS 
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l.  FORMULA.  One  of  the  easi- 
est ways  to  give  vitamins  is 
to  add  Vi-Penta  Drops  to 
the  baby’s  formula  or  milk. 


2.  ORANGE  JUICE,  tomato 
juice,  or  any  fruit  juice 
makes  an  excellent  vehicle 
for  Vi-Penta  Drops. 


3.  MILK.  The  flavor  of  even 
such  a bland  food  as  milk 
is  not  affected  by  the  ad- 
dition of  Vi-Penta  Drops. 


4.  cereals  are  good  bases 
to  which  to  add  the  child’s 
needed  additional  vita- 
mins at  breakfast  time. 


5.  VEGETABLES  served  with 
the  noon  or  evening  meal, 
can  be  enriched  with 
Vi-Penta  Drops,  too. 


6.  FRUITS.  Vi-Penta  Drops 
seem  to  have  a natural 
affinity  for  stewed  fruits — 
apricots,  apples , prunes,  etc. 


7.  DESSERTS.  Many  mothers 
enrich  desserts  and  pud- 
dings with  Vi-Penta 
Drops. 


. . . using  easy-to-use  Vi-Penta  Drops 
that  do  not  affect  the  flavor  of  food 


is  a remarkable  liquid  multivitamin  preparation  which 
makes  it  possible  for  the  physician  to  prescribe  a liberal  vitamin 
regime  that  the  mother  can  easily  carry  out.  Not  only  do 
Vi-Penta  Drops  contain  5 principal  vitamins  (see  chart),  but 
these  drops  also  possess  the  remarkable  advantage  of  mixing 
readily  with  various  foods,  without  affecting  the  taste.  When 
you  prescribe  Vi-Penta  Drops,  suggest  their  use  in  the  several 
ways  pictured  here.  Mothers  will  appreciate  the  information. 

10  minims  of  1 A Bi  B2  C D 

Vi-Penta  Drops  V 4000  U.S.P.  333  U.S.P.  100  gamma  500  U.S.P.  400  U.S.P. 
conuin : J units  units  riboflavin  units  units 


Vi-Penta  Perles— tiny  gelatin  globules,  each  containing  the  same  amount  of  the 
vitamins  as  10  minims  of  the  Drops.  Supplied  in  packages  of  25, 100,  and  250. 


VI-PENTA  DROPS 


'JZocL 


Hoffmann-Lo  Roche,  Inc.,  Nutley,  N.  J. 


SUPPLIED  IN  15-CC  GLASS  VIALS  WITH  CALIBRATED  DROPPERS.  ALSO  S9-CC  UNIT  PACKAGE  CONTAINING  FOUR  15-CC  VIALS 
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Calcium  and  Vitamin  D 
in  pleasant-tasting,  easy-to-take  form- 


(Dicalcium  Phosphate  and  Vitamin  D) 


^Ai  ri  n E V. 


To  meet  the  exceptional  metabolic  demands  for 
calcium  made  upon  the  body  at  certain  times — 
during  pregnancy,  lactation,  early  childhood — 
Lederle  now  makes  available  “Calci-Delta  Tablets 
Lederle These  new  tablets  serve  as  an  excellent 
source  of  calcium,  phosphorus  and  Vitamin  D.They 
are  easily  chewed  and  swallowed  and  their  pleasant 
flavor  disguises  the  rather  disagreeable  taste  typical 
of  calcium  salts. 

If  the  mother  does  not  receive  an  adequate  cal- 
cium, phosphorus  and  Vitamin  D intake  during 
pregnancy  and  lactation,  either  in  the  diet  or  in 
supplements  thereto,  she  may  suffer  from  tooth 
decalcification  and  other  forms  of  calcium  de- 
ficiency. Likewise,  the  fetus  may  be  adversely  af- 
fected, if  enough  of  these  elements  are  not  supplied 
for  its  structural  growth.  “Calci-Delta  Tablets 
Lederle ” are  in  a palatable  form,  which  makes  them 
appreciated  by  pregnant  and  lactating  women. 

“Calci-Delta  Tablets  Lederle ” are  also  especially 
suitable  for  children  to  prevent  rickets  and  pro- 
mote normal  tooth  and  bone  development  in  early 
childhood. 


J&ederle 


Literature  on  request 


Bottles  of 
50  and  100  Tablets 


$ 


Lederle  Laboratories,  Inc.,  30  Rockefeller  Plaza,  New  York,  NA 
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The  Thought  Behind  the  Gift... 

WHAT  GIFT  DO  THEY  GO  FOR  ? CIGARETTES! 

WHAT  BRAHD  DO  THEY  LIKE  BEST?  CAMEL  ! 

WHEN  you’re  thinking  of  gifts  for  friends  or  relatives  in  service, 
you  can  bank  on  this . . . It’s  cigarettes  they  appreciate . . . and 
Camel,  the  smoke  they  like  best.* 

Today,  as  in  the  past,  Camels  are  the  favored  brand  of  millions  and 
millions  of  Americans.  It’s  the  special  mildness  of  Camels,  their 
delightful  fragrance,  their  ever- appealing  flavor. 

Camels  by  the  carton  . . . the  way  your  dealer  features  them ...  is 
the  thoughtful,  generous  gift.  Send  Camels  today. 


* 

With  men  in  the  Army,  the 
Navy,  the  Marine  Corps,  and 
the  Coast  Guard,  the  favorite 
cigarette  is  Camel.  ( Based  on 
actual  sales  records  in  Post 
Exchanges  and  Canteens.) 
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Steaile  SlicJieSi  Pochacyed  £i4^anilxl*yuAer  Jf.'W.&Ib 


C)UR  total  output  of  5 gram  Sterile 
Shaker  Packages  of  Crystalline 
Sulfanilamide,  30-80  mesh,  devel- 
oped by  our  research  staff  in  coopera- 
tion with  military  authorities  for  the 
treatment  of  wounds  in  combat  zones, 
has  previously  been  requisitioned  for 
military  needs  (totaling  more  than 
thirty  million  packages). 

Completion  of  our  new  Sulfanila- 
mide Division  plant  ahead  of  schedule 
and  the  resulting  increased  produc- 
tion has  now  made  it  possible  for  us 
to  supply  these  packages  for  civilian 
medical  use. 


We  will  now  accept  orders  for 
Sterile  Shaker  Packages  of  Crystal- 
line Sulfanilamide. 


The  package  will  be  available 
only  by  or  on  the  prescription  of 
a physician. 


Complete  information  and  prices  on  request. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 

Baltimore , Maryland 


Accurate  gallbladder  diagnosis  is  now  more  certain  with 
PRIODAX,  a new  contrast  medium  which  owes  its  super- 
iority to  its  form  and  composition. 

Iodine,  (51.5%)  firmly  bound,  in  a stable  organic  molecule  produces 
reliable,  clear  pictures  of  uniform  density  by  the^single-dose^method. 

Contains  no  phenolphthalein  or  any  related  derivatives,  thus  reduc- 
ing the  possibility  of  diarrhea  with  loss  of  contrast  material. 

Tablet  Administration  and  chemical  nature  favor  retention. Vomiting 
...so  often  associated  with  unpalatable  powders. ..is  rare  with  PRIODAX. 

Administration : Six  tablets  swallowed  whole  in  the  course  of  a light  fat-free  evening 
meal.  X-ray  exposures  are  made  in  12  and  15  hours. 

PRIODAX,  /3-(4-hvdroxy-3,  5-diiodophenyl)-c<-phenyl-propionic  acid,  supplied  in  cello- 
phane envelopes,  each  containing  six  tablets.  Boxes  of  1,  5 and  25  envelopes. 


FOR  VICTORY  AND  AFTER...  BUY  WAR  BONDS 


SCHERING  CORPORATION  • BLOOMFIELD  • N.J. 
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nascent  OXYGEN  nascent  OXYGEN 

fctLEUIORMEA  hr  DRESSINGS 


CLINICALLY  TESTED*:  (a)  eliminates  un- 
pleasant odor  of  discharge:  (b)  cuts  down  or 
eliminates  irritations  inside  and  without  the 
vagina;  (c)  reduces  quantity  and  density  of 
the  discharge,  including  that  following  cau- 
terization . . . Non -irritating  and  non -toxic 
in  contradiction  to  the  arsenic  and 
picrate  preparations,  is  equally  ef- 
fective and  actually  soothing,  espe- 
cially in  the  (a)  infantile  vagina, 

(b)  senile  vagina,  (c)  trichomonas 
vaginalis  vaginitis  of  pregnancy. 

*Barrows:  N.Y.St.  Jr.Med.Vol.41, 1/15/41 


CLINICALLY  TESTED* : As  a surgical  dress- 
ing: gauze,  saturated  with  STA-O-GEN  (a) 
does  not  adhere  to  wounds,  (b)  reduces  dis- 
charge, (c)  eliminates  unpleasant  odor,  (d) 
wounds  heal  faster  and  appear  healthier, 
(e)  dressings  are  easily  applied,  continue  ef- 
fective longer  and  cause  no  burning 
or  pain  when  changed,  (f)  there  is 
no  irritation  of  the  skin  about  the 
wound  edge,  (g)  particularly  effec- 
tive around  perianal  region  in  post- 
operative work  (h)  stainless. 

*Cowett:  Meet,  N.  Y.  Proc.  Soc.  4/15/42 


STA-O-GEN  is  a bland  ozonide  of  olive  oil.  On  application,  it  releases 
nascent  oxygen  continuously  for  hours -deodorizing,  germicidal,  fungicidal, 
healing.  Available  in  Liquid  or  Ointment;  also  Vag-I-Caps  for  leukorrhea 
prescription.  For  your  convenience,  druggists  may  obtain  from  any  jobber. 

LATIMER  LABORATORY,  INC.,  41  E.  21  STREET,  N.  Y.  C. 


STA-O-GEN 

SAFE  • SIMPLE  • SOUND 
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CHILDREN  NEED  THE  MOST  FOOD 
WHEN  THEY  ARE  MOST  ACTIVE 


The  combined  effects  of  rapid  growth,  muscular  development 
and  an  apparently  inexhaustible  output  of  energy  unite  to  in- 
crease the  caloric  and  nutritional  requirements  of  the  school-age 
child. 


Particularly  valuable,  there- 
fore, during  such  periods 
is  the  high  calorie,  easily 
digested,  palatable  liquid 
nutrient — 

HORLICK’S 

FORTIFIED 

Prepared  from  man’s  most 
staple  foods — full  cream 
milk,  wheat  and  barley — 
Horlick’s  offers: 


HIGH  FOOD  VALUE 

Practically  doubles  the  nu- 
tritive and  energy  value  of 
the  milk. 

PROTECTIVE  FACTORS 

Furnishes  bone-building 
calcium  as  well  as  mainte- 
nance doses  of  A,  Bi,  D and 
more  than  50%  of  G. 


JQecommen. , 

HORLICK’S 


The  Complete  Malted  Milk— Not  Just  a Malt  Flavoring  for  Milk 


HORLICK'S 


even  in  cases  of  mo  duration 


A preliminary  report  of  the  results  obtained  in  a series  of  arthritis  cases — many  of  1 3 


or  more  years’  duration — in  which  ERTRON  was  the  one  common  factor  employed, 
showed  very  favorable  results  in  the  majority  of  cases: 

“Following  the  general  systemic  improvement,  there  was  diminution 
of  pain,  decrease  of  soft  tissue  swelling,  increase  in  range  of  motion, 
better  muscular  tone  and  greater  endurance.” 

LEVINTHAL,  D.  H.  and  LOGAN,  0.  E. : 
The  Orthopedic  and  Medical  Management  of 
Arthritis,  Journal-Lancet,  63:48-50,  (Febru- 
ary) 1943. 

This  is  but  one  of  the  many  clinical  investigations,  reports  of  which  have  recently 

been  added  to  the  large  bibliography  on  ERTRON  in  arthritis. 

' 


a*** **&  &S5y| v 

From  the  reports  on  many  large  series  of  cases  in  which  Ertronizcition  was  employed, 
the  reason  for  the  success  of  this  therapeutic  measure  becomes  evident:  ERTRON  is  a 
non-toxic  agent  which  acts  systemically;  beneficial  results  are  defined  not  only  in 
terms  of  pain-relief  but  in  terms  of  systemic  improvement — muscular  improvement, 
increased  appetite,  weight  gain  and  improved  general  condition. 

Ertrontze  Means:  Employ  ERTRON  in  adequate  dosage  over  a sufficiently  long 
period  to  produce  beneficial  results.  Gradually  increase  the  dosage  to  six  capsules  a 
day.  Maintain  this  dosage  until  maximum  improvement  occurs.  ERTRON,  the  only 
high  potency,  activated,  vaporized  ergosterol  (Whittier  Process)  is  made  only  in  the 
distinctive  two-color  gelatin  capsule. 

A file  card  containing  dosage  suggestions  in  detail  is  available  to  interested  physicians. 
ERTRON  is  promoted  only  through  the  medical  profession. 


NUTRITION 


>Reg.  U.  S.  Pat.  Off. 
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FOR  GASTROINTESTINAL  OISOROERS 

Tablets  ALMUTAL  No.  1 


ANTACID  • ADSORBENT  • ANTISPASMODIC 


Each  Tablet  Contains: 


A balanced  antacid  formula  for  controlling  gastric  hyperacidity 
and  eliminating  intestinal  toxemia;  suggested  in  the  treatment 
of  spasm  of  the  pylorus  and  the  intestines,  toxic  bowel,  colitis, 
nervous  insomnia  and  nervous  indigestion.  Write  for  samples 


Magnesium  Trisilicate,  Hydrated 5 gr. 

Aluminum  Hydroxide 21/2  gr. 

Phenobarbital 1/8  gr. 

Atropine  Sulfate 1/1000  gr. 


and  literature 

MUTUAL  PHARMACAL  COMPANY 

INCORPORATED 

821  S.  STATE  ST.  SYRACUSE,  N.  Y. 
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Tablets  Almutal  No.  1 are 
orange  colored  and  orange 
flavored. 

Price:  $2.40  per  1000  list 
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When  the  sunburned  patient  calls  for 
help  . . . NUPERCAINAL*  provides  prompt  and  pro-  flTMk 
longed  relief  for  many  hours.  This  well-known 
local  anesthetic  ointment  is  available  every- 

. V ' 

where  for  use  under  your  direction. 


*Trode  Mork  Reg.  U.  S.  Pot.  Off. 


ty/urtmaceu/ical  ZPtcduck,  ^fnc. 
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THESODATE 


(the  original  enteric-coated  tablet  of  Theobromine  Sodium  Acetate) 


for 


CLINICALLY  EFFECTIVE 
LOW  TOXICITY 

EFFECTIVELY  ENTERIC  COATED 


CORONARY  ARTERY  DISEASE  AND  EDEMA 

J Medical  authorities  in  journals  and  books  have  substantiated  the  value  of  Theobromine  Sodium 
Acetate  in  treating  certain  Cardiovascular  and  Renal  Diseases.  Actual  clinical  use  has  proven 
the  usefulness  of  Thesodate  (Brewer). 

The  enteric  coating  of  Thesodate  tablets  permits  adequate  dosage,  so  necessary  for  best  results 
with  xanthines,  for  as  prolonged  a period  of  time  as  necessary. 

Supplied  with  or  without  Phenobarbital,  also  with  Potassium  Iodide  and  Phenobarbital,  in  poten- 
cies for  controllable  dosage. 

Samples  and  literature  on  request. 


BREWER  &•  COMPANY,  INC  Worcester 

Pharmaceutical  Chemists  Since  1852  AAdSSScilUSebts 
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CLINITEST 

(Urine-Sugar  Analysis  Tablets) 

PROVIDES  A SIMPLE  ANSWER 
TO  AN  OLD  PROBLEM  v v v 


No  external  heat,  no  complex  apparatus,  no  liquids 
or  powders  to  spill,  no  measuring,  no  unnecessary 
steps  in  technic. 

Available  through  your  prescription  pharmacy  or 
medical  supply  house. 

Write  for  full  descriptive  literature 


EFFERVESCENT  PRODUCTS,  INC. 

ELKHART,  INDIANA 
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ANGINA  PECTORIS  ARTERIOSCLEROSIS 

OBLITERATIVE  ARTERIAL  DISEASES 

Carnacton  is  a biologically  tested  extract  of  diaphragm  muscle  — a powerful,  markedly 
vascularized  muscle  with  a high  metabolic  rate — most  effective  for  its  purpose.  Carnacton 
is  not  only  a vasodilator  but  also  promotes  cardiovascular  tone  and  vigor. 

In  1 cc.  and  2 cc.  ampuls  — boxes  of  1 2 and  50/  vials  of  30  cc.  for  oral  use.  Send  for 
professional  brochure. 

CAVENDISH  PHARMACEUTICAL  CORP.,  25  West  Broadway,  New  York 
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A limited  number  of  complete  sets  of  these 
informative  booklets  have  been  gathered  in 
a convenient  slip-cover  container,  designed 
for  ready  reference  in  library  or  bookcase. 
Physicians  may  obtain  these  complete  sets 
so  long  as  the  supply  lasts.  The  coupon  is 
for  your  convenience. 


MERCK  & CO.,  Inc.,  RAHWAY,  N.  J. 


Street . 


City. 


. State . 


• Because  of  the  rapid  advances  which  are 
being  made  in  the  vitamin  field,  and  the 
increasing  emphasis  on  vitamin  therapy, 
Merck  8b  Co.,  Inc.  has  prepared  and  dis- 
tributed to  physicians  a series  of  Vitamin 
Reviews,  containing  up-to-date  and  factual 
information  concerning  these  important 
substances. 


N.  Y.-6-43 


Merck  & Co.,  Inc. 

Rahway,  N.  J. 

Please  send  me  a complete  set  of  " Merck  Vitamin 
Reviews”  in  convenient  slip-cover  container. 
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QUICK  RELIEF 
IN  EARLY 
POLLEN  ALLERGY 


During  the  Spring  months,  the 
distressing  ocular  and  nasal 
symptoms  of  pollen  - allergy, 
commonly  known  as  “Rose 
Cold,”  inay  be  effectively  re- 
lieved with  Estivin. 

One  drop  of  Estivin  in  each 
eye,  two  or  three  times  daily  is 
generally  sufficient  to  keep  the 
average  patient  comfortable 
during  the  entire  season.  In 
more  severe  cases,  additional 
applications  whenever  the 
symptoms  recur  will  keep  such 
patients  relieved  throughout 
the  day. 


Schieffelin  & Co. 

Pharmaceutical  and  Research  Laboratories 

20  Cooper  Square  New  York,  N.  Y. 
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'rtyand  7{J<n&  and 
Dietary  Requirements 

An  investigation1  to  determine  the  effect 
of  Vitamin  B Complex  deficiency  upon 
men  doing  hard  manual  labor  estab- 
lished that: 

1.  Thiamine  alone  is  not  sufficient  to 
maintain  physical  fitness  in  manual 
laborers. 

2.  When  supplementation  with  Vita- 
min B Complex  is  indicated,  a nat- 
ural source  containing  all  compo- 

j nents  should  be  employed. 

With  the  increase  in  number  of  persons 
doing  heavy,  muscle-tiring  work,  the 
problem  of  adequate  nutrition  assumes 
added  importance. 


— concentrated  to 
high  potency  from 
natural  sources — no 
synthetic  vitamin 
factors  are  added. 
Only  in  the  Whole 
Natural  Vitamin  B 
Complex  can  all  16 
vitamin  B factors  be 
obtained. 

♦Trade  Mark  # 

BEZON  is  made  only  in  the  distinctive  two-color  gelatin 

capsule.  Supplied  in  bottles  of  30  and  100  capsules. 

UOHNSON,  R.  E.,  DARLING,  R.  C,  FORBES, 
W.  H.,  BROUHA,  L.,  EGANA,  E.,  and  GRAYBIEL, 
A.,  The  Effects  of  a Diet  Deficient  in  Part  of  the 
Vitamin  B Complex  Upon  Men  Doing  Manual  Labor,  J. 
of  Nutrition,  24:585-595  (1942). 

Samples  and  literature  available  on  request. 

NUTRITION  RESEARCH  LABORATORIES -CHICAGO 


An  efficient  means  of  supplying  the 
entire  B Complex  is  provided  in 

BEZON* 

Whole  Natural 
Vitamin  B Complex 


IN  ADVISING  YOUR  PATIENTS 
ON  SMOKING 


Remember —Philip  Morris  claims  come  from 
completely  reliable  sources 

HE  source  of  findings  counts  as  much  as  the  findings 


themselves.  Philip  Morris  Cigarettes  have  been  proved * 
definitely  and  measurably  less  irritating  to  the  nose  and 
throat  not  by  anonymous  chemists,  but  by  competent  medical 
authorities  whose  studies  have  been  published  by  leading 
medical  journals. 

Not  only  have  laboratory  tests  shown  Philip  Morris  to 
be  superior,  but  clinical  evidence  as  well  has  given  complete 
corroboration.* 

Only  something  made  differently  can  produce  a difference 
in  results . And  Philip  Morris  cigarettes  are  made  differently. 


Morris 


Philip  Morris  & Co.,  Ltd.,  Inc. 
119  Fifth  Avenue,  N.  Y. 


* Laryngoscope,  Feb.  1935,  Vol.  XLV,  l\o.  2, 149-154.  Laryngoscope,  Jan.  1937,  Vol.  XLVII,  No.l,  58-60. 
Proc.  Soc.  Exp.  Biol,  and  Med.,  1934,  32,  241.  N.  Y.  State  Journ.  Med.,  Vol.  35,  6-1-35,  No.  11,  590-592. 
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aMihobenzome_J  I 


1S0BUTYL 


diothane 


diothane 


amimobenzome 


ISOBUTYL 


A visualization  of  the  duration  of  action 
Df  the  two  anesthetic  agents  in  Diothoid  suppositories,  as 
determined  by  standard  tests  on  rabbit  cornea.  Isobutyl 
para-aminobenzoate  is  rapid  in  action,  transient  in  effect; 
Diothane  is  slow  in  action,  prolonged  in  effect.  Together, 
they  provide  both  prompt  and  long-lasting  relief  from  pain. 


ANESTHETIC  ACTION 


for  extended  relief  in  hemorrhoids 


In  Diothoid  Suppositories,  a short- 
acting and  a long-lasting  anesthetic 
agent  combine  to  give  quick , yet  pro- 
longed relief  in  hemorrhoids. 

This  blended  anesthetic  action  is 
further  enhanced  by  the  special  hydro- 
philic base,  which  disintegrates  by 
absorbing  water,  mixes  with  mucous 
and  serous  secretions,  and  liberates 
the  anesthetic-analgesic  medication 
uniformly,  without  danger  of  leakage. 


STIMULATES  HEALING 

The  incorporation  of  urea  in  the 
Diothoid  formula  encourages  cell  pro- 
liferation and  aids  healing. 

DIOTHOID 

BRAND 

ANESTHETIC  AND  ANTISEPTIC 

SUPPOSITORIES 

Supplied  in  boxes  of  12 
Write  Jor  Samples  and  Literature 


Etiologic  Eradication  takes  time... 


THE  PATIENT 
DEMANDS  RELIEF 
N OW 


Most  pruritic  skin  lesions  require  a relatively  exten- 
sive diagnostic  search  before  their  true  nature  is 
learned,  and  before  specific  therapy  can  be  in- 
stituted. In  the  interim,  however,  relief  from  the 
agonizing  torment  of  itching  must  be  provided  the 
patient.  For  this  purpose,  Calmitol  is  specific.  It 
exerts  its  antipruritic  influence  regardless  of  the 
causative  lesion,  hence  it  may  be  prescribed  on  the 
first  visit  with  complete  assurance  of  the  relief  it 
will  bring.  A single  application  is  effective  for 
hours,  overcoming  the  desire  to  scratch  and  pre- 
venting secondary  traumatic  lesions.  The  wide 
range  of  applicability  of  Calmitol  embraces  contact 
dermatitis  (including  ivy  and  oak  poisoning),  food 
and  drug  rashes,  eczema,  urticaria,  prurigo  and  in- 
tertrigo, ringworm,  and  pruritus  ani,  vulvae,  and 
senilis.  Physicians  are  invited  to  send  for  samples. 


Calmitol  exerts  its  antipru- 
ritic influence  by  blocking 
cutaneous  receptor  organs 
and  nerve  endings.  Its  ac- 
tive ingredients  are  chlor- 
iodo-camphoric  aldehyde, 
levo-hyoscine  oleinate,  and 
menthol,  incorporated  in  an 
alcohol-chloroform-ether  ve- 
hicle. Calmitol  is  protective, 
bacteriostatic,  and  induces 
mild  active  hyperemia. 


THOS.  LEEMING  & CO.,  INC. 

155  E.  44th  St.  New  York,  N.  Y. 


be  considered.. 


The  evaluation  of  foods  on  the  basis  of  nourish- 
ing quality  is  now  more  important  than  ever. 

Your  patients  will  depend  upon  you  to  help 
them  select  foods  so  that  their  ration  book 
"points”  will  yield  the  best  nutritional  return. 

When  supplemental  vitamin  B complex  is  indicated,  may  we  sug- 
gest Wyeth's  Elixir  B-Plex;  each  teaspoonful  contains  the  water-soluble 
active  constituents  of  60  groins  of  high  grade  brewers  yeast,  the 
richest  natural  source  of  the  whole  vitamin  B complex. 


Supplied  in  8-fluidounce  bottles 


ELIXIR  B-PLEX 

REG  U S.  PAT.  OFF. 


7%e  'HaUcuil 
fyifantitt  S (fattfilex 


JOHN  WYETH  & B ROTH  E R • I N COR  PO  R ATE  D • PH  I LA  D E LPH I A 


As  a result  of  chemical  investigations  still  further  progress  in 
vitamin  therapy  has  been  made.  Now,  in  one  ampul,  there  are  available 
the  following  synthetic  factors: 

Thiamine  hydrochloride  (vitamin  B,). . .10  mg. 

Riboflavin  ( vitamin  5 mg. 

Pyridoxine  hydrochloride  (vitamin  B6} . 5 mg. 

Calcium  pantothenate 5 mg. 

Niacinamide  (nicotinic  acid  amide).  ...  50  mg. 


Supplied  in  boxes  of  3 and  10  ampuls. 

Dissolve  in  2 cc.  of  sterile  distilled  water. 

If  increased  vitamin  5,  is  desired,  use  as  solvent  any  Betaxin 
parenteral  solution  (available  in  10  cc.  vials  containing  in  each  I cc.  either 
10  mg.,  or  25  mg.,  or  50  mg.,  or  100  mg.}. 


Betasynplex  may  be  administered 


BETASYNPLEX 


"NIPHANOID 


Reg.  U.S.  Pat.  Off.  & Canada 


CHEMICAL  COMPANY,  INC. 

Pharmaceuticals  of  merit  for  the  physician  NEW  YORK,  N.  Y.  • WINDSOR,  ONT. 
*"Niphanoid,"  trademark,  Winthrop  Chemical  Company,  Inc. 
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Zymenoi 

mOKOm  yj  Brewer's  Yeast  Emulsion  HHI 

GostbvoU  Susnmesi  ^iawikea 


ZymenoL,  containing  pure,  whole,  aqueous  BREWERS 
YEAST  including  the  natural  enzymes,  controls 
Common  Diarrhea  on  the  following  dosage: 


One  teaspoonful  every  hour,  reduce 
after  few  hours  to  individual  need. 


Wro-lntettlnol 


E.  GLIDDEN  & COMPANY 

Evanston,  Illinois 


OTIS 


ZymenoL  promptly  overcomes  the  irritating  watery  stool  of 
Diarrhea  and  restores  normal  evacuation  with  a bulky,  less 
toxic  stool  WITHOUT  CONSTIPATING  EFFECT  because  of 
its  two-fold  natural  action; 

1.  THE  ENZYMES  restore  near  fermenta- 
tive fecal  bulk  and  a less  toxic  bowel 
flora. 

2.  COMPLETE  NATURAL  VITAMIN  B COM- 
PLEX restores  normal  tone  and  mo- 
tility in  either  the  hyper-  or  hypo- 
tonic bowel. 

Write  for  Free  Clinical  Size 


NY.  6-43 
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SHADOW  FOLK  cloaked  from  head  to  foot  In  mental  depression,  nervous 
instability  and  other  vague  disorders  may  be  on  the  increase  because  of 
unwise  choice  of  foods  by  many  patients  during  these  troublesome  times. 

ABDEC * KAPSEALS*  contain  standardized  high  potencies  of  the  essential  vita- 
mins in  proper  balance  — and  are  outstanding  in  the  field  of  multiple  vitamin 
preparations. 

Even  persons  on  extremely  unbalanced  food  intakes  are  supplied  the  recog- 
nized daily  vitamin  needs  for  prevention  or  correction  of  definite  vitamin 
deficiency  with  the  administration  of  ABDEC  KAPSEALS. 

Daily  administration:  One  small  Kapseal  for  patients  on  diets  with  a moderate 
lack  of  one  or  more  essential  vitamin  factors.  Two  or  three  Kapseals  for 
prevention  or  correction  of  definite  vitamin  deficiency. 

^TRADE-MARKS  REG.  U.  S.  PAT.  OFP. 

ABDEC 

are  supplied  in  bottles  of  25,  50,  100  and  250. 


PARKE,  DAVIS  & COMPANY 

DETROIT,  MICHIGAN 
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TECHWIC  °F  LIPIODOL  INSTILLATION 


hvsteroshpiicogiupiiv 

THE  uterine  cavity  and  the  fallopian  tubes  are 
accurately  outlined  by  the  instillation  of 
Lipiodol — iodized  poppyseed  oil  containing  40  per 
cent  iodine  in  chemical  combination.  Under  sterile 
precautions,  the  warmed  contrast  medium  is  in- 
jected into  the  cervix  through  a cannula.  The  oil, 
flowing  through  the  tubes  and  spilling  into  the 
peritoneal  cavity  if  patency  obtains,  outlines  the 
lumens  of  these  structures.  By  this  method,  tubal 
patency  is  ascertained,  as  are  developmental  defects 
of  the  uterus  and  fibromyomas;  differentiation  is 
easily  made  between  uterine  and  adnexal  tumors. 
Excessive  pressure  in  injecting  the  oil  should  be 
avoided;  the  procedure  should  be  carried  out  dur- 
ing the  intermenstrual  phase  of  the  cycle. 

with  Pneumoperitoneum 

The  injection  of  carbon  dioxide  into  the 
abdominal  cavity  in  conjunction  with  Lip- 
iodol instillation  permits  of  visualization 
of  the  soft  tissue  structures.  Adnexal  tumors 
and  inflammatory  masses,  as  well  as  ovarian 
enlargement  and  tumors,  cast  their  own  shad- 
ows on  the  roentgen  film.  Thus  a compre- 
hensive examination  of  the  pelvic  contents 
is  possible,  disclosing  diagnostic  information 
not  otherwise  obtainable.  The  CO  > is  injected 
under  low  pressure  through  the  cervix  if  the 
tubes  are  patent,  otherwise  through  an 
abdominal  wall  puncture.  About  500  cc.  is  required.  The  patient  is  then  placed 
in  a prone  position,  the  hips  elevated  above  the  head  so  that  the  body  forms 
an  angle  of  23°  to  the  horizontal  plane,  and  films  are  exposed  with  the  tube 
centered  over  the  coccyx. 
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Complete  details  on  hysterosalpingography  as  well  as  the  many  other  valuable 
applications  of  Lipiodolography  are  graphically  presented,  by  text  and  illustra- 
tions, in  a new  brochure  “The  Applicability  of  Lipiodol  in  Roentgenography  and 
the  Technic  of  its  Use.”  Physicians  are  invited  to  send  for  a complimentary  copy. 


E.  FOUGERA  & 

75  Varick  Street 


CO.,  INC.,  Distributors 

New  York,  N.  Y. 


Lipiodol  is  supplied  in  a variety  of 
( L A F n Y ) ampule  sizes  and  in  a 20cc.  vaccine 
' ^ type  vial  for  economy  of  use. 
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One  of  the  many  reasons  physicians  like 
Petrogalar  is  that  it  helps  to  make  “Habit 
Time”  second  nature  with  patients. 

An  aqueous  suspension  of  mineral  oil, 
Petrogalar  brings  effective,  yet  gentle  re- 
lief. How?  By  adding  unabsorbable  fluid 
in  the  colon,  Petrogalar  brings  about 
comfortable  elimination  with  no  strain- 
ing . . . no  discomfort.  Furthermore, 
Petrogalar  supplies  moisture  . . . retains 
moisture  . . . counteracts  excessive  de- 
hydration. 


Miscibility  and  even  dissemination  are 
assured  by  the  fine  division  of  suspended 
oil  globules. 

Petrogalar  is  also  pleasant  to  take.  It  may 
be  thinned  with  water,  milk  or  fruit  juices. 

Five  types  offer  a choice  in  treating  a wide 
range  of  conditions. 

Try  Petrogalar  on  your  next  group  of 
patients. 

*Reg.  U.  S.  Pat.  Off.  Petrogalar  is  an  aqueous 
suspension  of  pure  mineral  oil.  Each  100  cc.  of  fCS*! 
which  contains  65  cc.  pure  mineral  oil  sus- 
pended  in  a flavored  aqueous  gel. 


Petrogalar  Laboratories,  Inc. 
Chicago,  Illinois 
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Editorial 

Caudal  Anesthesia  in  Obstetrics 


During  the  last  century  many  methods 
for  the  relief  of  the  pains  of  childbirth  have 
been  advocated.  Inhalation  anesthesia,  first 
suggested  by  Sir  James  Simpson,  was 
followed  by  the  administration  of  drugs, 
orally,  or  by  hypodermic  injection,  or  by 
rectum.  All  methods  were  partially  success- 
ful, but  all  had  their  peculiar  dangers  among 
which  were  the  many  babies  born  more  or 
less  asphyxiated. 

Recently  Hingson  and  Edwards  have 
reported  a new  method  for  producing  pain- 
less childbirth  by  injecting  a cocaine  de- 
rivative into  the  caudal  canal  at  various 
intervals,  thus  producing  analgesia  during 
labor  and  anesthesia  for  delivery.  Ex- 
perience with  this  method  of  procedure  and 
an  analysis  of  218  cases  is  presented  on 
page  1023  of  this  issue  by  Drs.  Francis  R. 
Irving,  C.  Albertson  Lippincott,  and  Frank 
C.  Meyer,  of  Syracuse,  New  York,  in  which 
contribution  the  authors,  in  a preliminary 
report,  enumerate  the  disadvantages  and 
contraindications  for  use  of  this  procedure. 

In  218  cases,  29  instances  of  fetal  distress, 
or  13.3  per  cent,  were  noted;  in  118  cases, 
a sustained  fall  in  blood  pressure  in  22,  or 
18.6  per  cent,  was  found;  of  the  12  cases  of 
fetal  distress  in  the  last  118  cases,  9,  or  75 
per  cent,  “occurred  in  patients  manifesting 
a sustained  low  blood  pressure.  In  each  of 
the  remaining  3 cases  there  was  clear  ob- 
stetric explanation  for  the  fetal  distress. 

“One  stillbirth  is  presented  for  which 
there  is  no  apparent  obstetric  reason 
and  which  was  probably  a result  of  the 
caudal  anesthesia.” 


These  disadvantages  and  contraindica- 
tions should  be  carefully  studied  by  those 
who  contemplate  the  use  of  this  method. 
Aside  from  the  high  percentage  of  fetal 
distress  and  sustained  drop  in  maternal 
blood  pressure,  it  should  be  considered  that 
the  invasion  of  the  caudal  canal  is,  in  itself, 
a major  surgical  procedure.  “Since  most 
of  the  dangers,  drawbacks,  and  untoward 
effects  have  been  associated  with  certain 
technical  difficulties  which  could  not  be 
foreseen  in  the  early  phases  of  the  work  by 
even  experienced  physicians,  it  is  suggested 
that,  for  the  present,  at  least,  the  use  of  the 
method  be  confined  to  institutional  practice 
by  persons  trained  and  experienced  in 
caudal  anesthesia.”1 

Let  us  reiterate.  The  method  of  giving 
the  anesthesia  is  a major  surgical  procedure. 
A patient  receiving  continuous  caudal  anes- 
thesia requires  meticulous  care  and  frequent 
observation  of  blood  pressure  and  fetal 
heart  rate.  The  technic  is  relatively  new. 
A few  undesirable  results  following  its  use 
by  those  not  fully  aware  of  the  hazards  may 
bring  about  unwarranted  condemnation  of 
what  may  be  a helpful  and  valuable  proce- 
dure. Its  use  should  be  restrained.  It 
seems  at  present  to  be  a proper  procedure 
only  for  larger  institutions  possessing  well- 
trained  assistants,  especially  with  respect 
to  the  technic  of  anesthesia  of  this  kind. 
Considerably  more  investigation  seems  war- 
ranted before  it  is  made  generally  available 
to  the  public. 


1 J.A.M.A.  122:  158  (May  15)  1943. 
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Meningococcus  Meningitis 


Reports  from  the  Division  of  Communi- 
cable Diseases  of  the  State  Department  of 
Health  indicate  an  increase  in  the  incidence 
of  this  disease  throughout  the  State.  A 
similar  increase  seems  to  be  apparent 
throughout  the  country.  In  New  York 
State  there  was  no  appreciable  increase  over 
the  previous  (1938-1942)  five-year  average 
until  June  of  last  year.  Throughout  the 
rest  of  1942  the  number  of  cases  reported 
each  month  was  usually  about  double  the 
average  number  reported  during  the  cor- 
responding month  in  the  previous  five  years. 
For  1942,  the  total  for  the  State  was  183 
and  for  New  York  City  418,  as  against  122 
and  153,  respectively,  the  average  for  the 
previous  five  years  in  each  category. 

From  January  1 to  May  15,  319  cases 
have  been  reported  throughout  the  State 
exclusive  of  New  York  City,  and  in  New 
York  City,  from  January  1 to  May  13,  708 
cases.  Under  these  circumstances  the  de- 
cision of  the  Council  Committee  on  Public 
Health  and  Education  to  provide  speakers 
on  meningococcus  meningitis  and  to  feature 
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this  aspect  of  its  postgraduate  teaching  pro-  res 
gram  deserves  the  hearty  cooperation  of  all 
medical  groups  within  the  State.  The  <le! 
Committee  has  stressed  the  diagnosis  and  1)11 
treatment  of  meningococcus  meningitis  as  a tH 
part  of  its  sulfonamide  program  during  the  1 
current  year,  but  in  view  of  the  markedly  gr 
increased  incidence  of  this  disease  a special  ■ 
program  is  now  being  developed  concerning  ]( 
which  special  announcements  and  a list  of  al 
speakers  on  this  topic  should  be  published  p 
shortly.  n 

The  importance  of  this  program  cannot  si 
be  overemphasized.  All  medical  groups  1' 
are  urged  to  cooperate  with  the  State  So-  ^ 
ciety  through  its  Council  Committee  on  i 
Public  Health  and  Education,  and  to  bring 
these  well-qualified  speakers  before  their 
membership  as  soon  as  this  can  be  arranged. 
General  participation  in  this  postgraduate 
program,  alertness  on  the  part  of  the  pro- 
fession to  recognize  the  disease  in  its  in- 
ception, and  immediate  isolation  and  treat- 
ment are  urgently  indicated.  To  be  fore- 
warned is  to  be  forearmed. 


Prevention  of  Rheumatic  Reinfection 


Rheumatic  fever  is  a much  more  frequent 
crippling  scourge  than  poliomyelitis.  The  first 
attack  may  not  infrequently  be  fatal,  but  its 
tendency  to  recurrence,  thereby  adding  new 
injuries  to  the  old,  not  only  increases  the  mor- 
tality rate  but  leaves  the  afflicted  handicapped 
for  life  from  permanent  cardiac  changes.  Since 
the  causative  agent  of  rheumatic  fever  is  still 
undiscovered,  previous  attempts  to  avoid  re- 
crudescenses  have  necessarily  been  along  non- 
specific lines.  Recognition  of  the  important 
precipitating  role  of  Streptococcus  haemolyticus 
infections  has  focused  attention  on  measures 
to  prevent  such  infections.1  Avoidance  of 
contact  with  streptococcus-infected  individuals 
and  climatic  retreat  to  regions  of  low  rheumatic 
incidence  have  been,  until  recently,  the  chief 
effective  strategies.  The  last  resort  is  really 
a drastic  one,  for  it  means  disruption  of  normal 
family  life  and  the  wrecking  of  environmental 
influences. 

Discovery  of  sulfanilamide  and  its  proved 
bacteriostatic  effect  upon  the  Strep,  haemolyticus 
inevitably  led  to  its  use  as  a prophylactic  agent 


against  rheumatic  reinfection.  The  earliest 
studies  of  such  prophylaxis  yielded  encouraging 
data.2,3  Sulfanilamide-treated  subjects  who  had 
suffered  previous  rheumatic  infections  developed 
few  recurrences  as  compared  with  control  groups 
of  comparable  untreated  patients.  Since  children 
undergo  more  severe  rheumatic  infections  and 
are  more  susceptible  to  recurrences  than  adults, 
further  studies  in  children  offered  a searching 
test  of  sulfanilamide  prophylaxis.  Publication 
of  two  well-controlled  series,  dealing  solely  with 
children,  and  producing  substantially  the  same 
results  as  have  been  obtained  with  adult  rheuma- 
tic patients,  was  a most  welcome  confirma- 
tion.4-5 

The  dosage  of  sulfanilamide  employed  prophy- 
lactically  was  small  as  compared  with  the  thera- 
peutic dose  in  active,  acute  infections.  The 
most  common  dose  was  1 to  2 Gin.  daily,  ac- 
cording to  age  and  size,  given  in  two  or  three 
divided  doses.  The  blood  level  so  attained  was 
usually  around  2 mg.  per  cent.  Toxic  reactions 
occurred  in  10  to  15  per  cent  of  cases,  largely 
in  the  form  of  fever,  eruptions,  and  granulopenia. 
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Acute  hemolytic  anemia  was  conspicuous  by  its 
absence,  although  a slight  fall  of  hemoglobin  was 
frequent.  One  death  has  been  reported  as 
> resulting  from  this  method  of  therapy.6 
A In  spite  of  obvious  inherent  dangers  which 
e demand  constant  supervision  and  periodic 
i blood  examinations,  the  prophylactic  administra- 
l tion  of  sulfanilamide  (or  a related  sulfa  drug) 
i to  rheumatic-susceptible  individuals,  offers  the 
. greatest  promise  of  any  method  yet  devised  to 
prevent  rheumatic  reinfection.  Furthermore, 
it  can  be  universally  applied,  for  the  economic 
factor  is  negligible,  and  there  is  no  domestic 
and  environmental  cleavage.  Since  the  ultimate 
prognosis  of  rheumatic  fever  is  largely  deter- 
mined by  reinfection,  the  prophylactic  use  of 
sulfanilamide  bids  fair  to  improve  greatly  the 
prognosis  of  the  rheumatic  patient.  It  must 
be  emphasized  that  this  therapeutic  method  is 


not  designed  for  use  during  active  rheumatic  in- 
fection, when  it  is  ineffective,  but  only  for  the 
prevention  of  reinfection.  Its  benefits  are 
conferred  only  while  the  drug  is  taken.  Ad- 
ministration will  probably  be  of  a seasonal 
nature  repeated  over  a span  of  years,  until  the 
time  when  it  is  believed  that  the  rheumatic 
nfection  is  unlikely  to  recur. 


1.  Wilson,  M.  G.:  Commonwealth  Fund,  Division  of 
Publications,  1940. 

2.  Coburn,  A.  F.,  and  Moore,  L.  V.:  J.  Clin.  Investi- 
gation 18:  147  (Jan.)  1940;  Med.  Clin.  North  Am.  24:  633 
(May)  1940. 

3.  Thomas,  C.  B.,  and  France,  R. : Bull.  Johns  Hopkins 
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Hemoglobin  Regeneration 


Dissemination  of  knowledge  regarding  the  im- 
portance and  uses  of  blood  and  plasma  in  both 
military  and  civil  life  has  had  a profound  public 
influence.  From  patriotic  and  kindred  social 
motives  thousands  have  gladly  donated  their 
blood.  Abstraction  of  this  huge  amount  of  blood 
is  chiefly  performed  through  the  medium  of  blood 
banks  which,  while  not  called  into  being  at  the 
behest  of  the  public,  are  kept  in  continuous  opera- 
tion by  numerous  willing  contributors. 

This  grand  movement  raises  several  problems. 
How  much  blood  can  be  safely  contributed? 
How  frequently  may  one  be  a blood  donor  with- 
out harm  to  himself?  What  measures  can  or 
should  be  taken  to  hasten  the  restoration  of  blood 
in  the  donor?  These  and  other  pertinent  ques- 
tions have  been  definitely  and  mathematically 
answered  by  investigators  interested  in  hemo- 
globin regeneration  following  phlebotomy. 

It  has  been  demonstrated  that  iron  therapy,  12 
grains  of  ferrous  sulfate  daily,  greatly  increased  the 
rate  of  hemoglobin  regeneration  after  a blood 
donation.1  Withdrawal  of  500  to  600  cc.  of  blood 
required  an  average  time  of  49.6  days  for  the 
hemoglobin  to  return  to  its  original  level.2 
Hemoglobin  was  regenerated  at  the  rate  of 
0.04595  Gm.  per  100  cc.  of  blood  per  day.  With 
iron  therapy,  daily  hemoglobin  regeneration, 
under  similar  circumstances,  rose  to  0.0772  Gm. 
per  100  cc.  of  blood  per  day,  an  increase  of  almost 
50  per  cent.3  The  recovery  period  was  shortened 
from  49.6  days  to  35.2  days.  Without  therapy, 
about  75  per  cent  of  the  donors  had  a return  of 


hemoglobin  to  the  original  level  in  eight  weeks 
or  less,  and  25  per  cent  required  up  to  fifteen 
weeks  for  a similar  regeneration,  but  with  iron 
therapy  93 V2  per  cent  regained  their  normal 
hemoglobin  in  eight  weeks. 

Unfortunately,  iron  therapy  given  continu- 
ously, exerted  little  influence  upon  the  rate  of 
hemoglobin  regeneration  and  the  period  of  hemo- 
globin restoration  when  blood  was  donated  more 
than  once.  After  the  second  donation  there  was 
a sharp  decline  of  the  augmented  hemoglobin 
regeneration  to  the  rate  previously  attained  with- 
out iron  therapy.  This  inefficacy  of  continuous 
iron  therapy  in  constantly  augmenting  hemo- 
globin regeneration  deprives  us  of  the  hope  of  thus 
permanently  increasing  the  frequency  or  amount 
of  blood  given  by  the  individual  donor.  This  is 
not  due  to  lack  of  iron  absorption,  for  balance 
studies  showed  more  iron  was  retained  than  was 
metabolized  into  hemoglobin.4  These  facts  seem 
to  indicate  that  iron  therapy  after  repeated  blood 
donations  is  not  simple  replacement  therapy. 

Other  interesting  and  related  features  have 
also  been  established.  There  is  no  evidence  of 
bone  marrow  exhaustion  after  repeated  donations. 
Blood  donors  subsisting  on  defective  diets  are 
liable  to  anemia  as  a result  of  this  loss  of  blood. 
Such  anemia  is  of  a microcytic  type,  however, 
and  responds  to  iron  therapy.5 6  Women  are  not 
as  successful  blood  donors  as  men  are,  for  they 
are  prone  to  develop  anemia. 

From  these  studies  we  learn  that  the  male  is 
the  preferable  donor;  that  his  diet  must  be  ade- 
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quate  for  hemoglobin  regeneration;  that  the 
optimum  amount  of  blood  donated  at  one  time 
is  500  to  600  cc. ; that  two  or  three  months  is  the 
interval  of  choice.  Iron  therapy  will  hasten  the 
recovery  period  by  increasing  hemoglobin  re- 
generation after  the  first  donation  of  blood.  This 
process  does  not  continue  to  operate  during  sub- 
sequent donations,  for  there  is  a sharp  return  to 
normal  hemoglobin  regeneration  after  the  second 
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blood  donation  when  iron  therapy  is  relatively  | 
futile. 
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1943  Scientific  Exhibits  Awards 

The  Committee  on  Scientific  Awards  is  pleased  to  render  the  following  report  after 
careful  study  and  evaluation  of  the  Scientific  Exhibits  at  the  1943  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York: 

Research  Awards 

First  Award:  Abraham  L.  Kornzweig,  M.D.,  Mount  Sinai  Hospital,  New  York — 

“Embryologic  Development  of  the  Cornea,  Sclera,  and  Corneo-Scleral  Junction.” 

Second  Award:  Udall  J.  Salmon,  M.D.,  Samuel  Geist,  M.D.,  Charles  S.  Poole,  M.D., 
and  A.  Austin  Salmon,  Mount  Sinai  Hospital,  New  York — “A  Two-Hour  Pregnancy 
Test.” 

Clinical  Awards 

First  Award:  S.  A.  Goldberg,  M.D.,  Newark,  New  Jersey;  S.  N.  Blackberg,  M.D., 
Chicago;  and  P.  Stanley,  Newark,  New  Jersey — “The  Pathology  of  Arthritis.” 

Second  Award:  Henry  K.  Taylor,  M.D.,  Goldwater  Memorial  Hospital,  New  York — 
“Bone  Infarcts  and  Aseptic  Necrosis.” 

Honorable  Mention:  Lee  A.  Hadley,  M.D.,  Syracuse  University,  Syracuse — “Cervical 
Spine  Studies.” 

***** 

Special  mention  goes  to  the  Army  War  Museum  for  timely  and  comprehensive  charts 
on  tropical  diseases. 

Elton  R.  Dickson,  M.D.,  Chairman 

Walter  P.  Anderton,  M.D. 

Walter  G.  Hayward,  M.D. 

William  A.  Groat,  M.D. 

Nelson  G.  Russell,  M.D. 


CONTINUOUS  CAUDAL  ANESTHESIA  IN  OBSTETRICS* * 

Demonstration  of  Catheter  Technic  for  Administration 

Francis  R.  Irving,  M.D.,  C.  Albertson  Lippincott,  M.D.,  and  Frank  C.  Meyer,  M.D., 
Syracuse,  New  York 


THE  idea  of  injecting  anesthetics  into  the 
caudal  canal  originated  with  Cathelin,1  the 
French  urologist,  and  Sicard,2  working  inde- 
pendently in  1901.  Cathelin  recommended  his 
method  primarily  for  the  relief  of  bladder  incon- 
tinence and  enuresis  in  children — not  as  a 
method  of  surgical  anesthesia.  Since  1901  single 
injection  caudal  anesthesia  has  been  extensively 
used  in  surgery.  Lundy3  reports  more  than 
15,000  cases  at  the  Mayo  Clinic.  One  of  the 
first  reports  of  its  use  in  obstetrics  was  by 
! Stoeckel,4  who  reported  141  cases  in  1909,  using 
a single  injection  of  novocain.  In  America  it  has 
been  used  by  various  investigators,  including 
Meeker  and  Bonor  (1923),  Oldham  (1925),  and 
Rucker  (1930).  In  1939  Baptisti5  reported  the 
successful  use  of  single  caudal  anesthesia  in  200 
cases.  Lahmann  and  Mietus6  (1942)  reported 
its  use  in  400  obstetric  cases.  Most  of  these  in- 
vestigators used  novocain  and  found  the  dura- 
tion of  anesthesia  to  be  from  forty  minutes  to  one 
and  one-half  hours,  depending  on  the  strength  and 
amount  of  solution  used. 

In  September,  1942,  Hingson  and  Edwards7 
first  reported  the  use  of  continuous  caudal  an- 
esthesia during  the  early  stages  of  labor  and  de- 
I livery  in  33  cases.  They  used  iy2  per  cent  mety- 
caine  and  obtained  complete  relief  of  pain  and 
I discomfort  of  active  labor  within  five  minutes 
after  administration  of  the  anesthetic.  In  every 
| case  there  was  immediate  and  complete  relaxa- 
I tion  of  the  . cervix  and  perineum,  with  no  inter- 
( ference  with  uterine  contractions.  Moreover, 

I spontaneous  respiration  of  the  infant  followed 
I delivery  immediately.  In  January,  1943,  Hingson 
j and  Edwards8  reported  the  successful  use  of  con- 
tinuous caudal  anesthesia  in  589  obstetric  cases, 
l using  a special  malleable  stainless  steel  No.  19 
| gage  needle.  Earlier  they  had  used  a No.  16 
gage  malleable  silver  needle  but  had  trouble  with 
breakage. 

Lundy  and  Adams  used  continuous  caudal 
anesthesia  at  the  Mayo  Clinic.  However,  in- 
stead of  a malleable  needle,  since  June,  1942, 
j they  have  used  a No.  5 ureteral  catheter  inserted 
into  the  caudal  canal  through  a No.  13  gage 
Love-Barker  spinal  needle,  thereby  obviating 
i the  danger  of  a broken  needle,  a rather  major 

Head  at  the  Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York,  Buffalo,  May  4,  1943. 

From  the  Department  of  Obstetrics,  University  of  Syra- 
cuse, College  of  Medicine. 

* Preliminary  report. 


complication.  Manalan9  reported  on  46  cases  in 
October,  1942,  using  a catheter  technic  for  a 
single  caudal  injection,  inserting  the  catheter  into 
the  caudal  canal  and  allowing  it  to  remain  until 
the  patient  is  ready  for  delivery  and  then  inject- 
ing novocain. 

Since  October,  1942,  we  have  used  continuous 
caudal  anesthesia  in  over  200  obstetric  cases, 
employing  the  catheter  instead  of  the  malleable 
needle.  There  have  been  no  major  complica- 
tions from  its  use.  Since  the  catheter  is  flexible, 
it  facilitates  moving  the  patient  to  the  delivery 
room,  and  she  can  move  freely  during  labor,  or 
remain  on  her  back. 

^Tien  selecting  a method  of  painless  childbirth, 
safety  to  the  mother  and  the  baby  are  of  primary 
importance,  while  the  relief  of  pain  should  be 
secondary.  If  the  safety  of  the  mother  or  child 
is  jeopardized,  any  method  should  be  condemned 
regardless  of  the  analgesia  obtained. 

None  of  the  methods  heretofore  employed  can 
completely  fulfill  these  requirements.  If  suf- 
ficient dosage  of  morphine,  scopolamine,  bar- 
biturates, paraldehyde,  rectal  ether,  and  the  like 
is  used  to  obtain  adequate  relief,  sleepy  babies 
and  increased  length  of  the  second  stage  will 
ensue.  The  incidence  of  operative  deliveries  is 
increased  and  a general  anesthetic  becomes  nec- 
essary. As  a result,  many  babies  require  artifi- 
cial respiration;  there  is  increased  bleeding  in  the 
third  stage,  and  the  danger  of  pulmonary  com- 
plications increases. 

The  ideal  method  should  cause  none  of  the 
above  complications.  Local  anesthesia,  like 
presacral  or  pudendal  block,  has  no  deleterious 
effect  on  mother  or  baby  but  cannot  be  used  to 
relieve  pain  in  the  first  stage.  Continuous  caudal 
anesthesia  is  essentially  a regional  or  local  anes- 
thetic. It  is  available  in  the  first  stage,  which  it 
apparently  shortens.  It  does  not  cause  atony 
of  the  uterus.  The  babies  are  born  wide  awake 
and  breathe  and  cry  immediately.  The  relief 
of  pain  is  dramatic.  The  stimulus  of  the  head 
pressing  against  the  pelvic  floor  and  the  desire  to 
bear  down  are  obliterated.  There  is,  therefore, 
an  increase  in  operative  intervention.  However, 
the  perineum  is  so  relaxed  that  the  head  can  be 
easily  delivered  by  forceps. 

Continuous  caudal  anesthesia  cannot  be  used 
in  every  case  of  childbirth.  There  are  certain 
contraindications,  such  as  pilonidal  cyst,  infec- 
tion near  the  site  of  injection,  cases  of  hypoten- 
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sion,  and  patients  who  are  known  to  be  sensitive 
to  the  drug.  We  believe  that  placenta  praevia, 
ablatio  placentae,  and  disproportion  contraindi- 
cate its  use.  Although  in  our  study  we  have  used 
it  more  or  less  on  unselected  cases,  we  did  not 
transgress  to  the  extent  of  forgetting  the  mother’s 
safety. 

Since  the  cervix  dilates  rapidly  in  the  majority 
of  cases  soon  after  the  administration  of  the  drug, 
especially  if  uterine  contractions  are  frequent  and 
well  established,  it  is  reasonable  to  assume  that 
in  central  or  partial  placenta  praevia  the  placenta 
would  be  rapidly  detached  from  the  lower  uterine 
segment  and  severe  hemorrhage  follow,  yet  we 
have  used  it  in  one  case  of  marginal  placenta 
praevia  in  a multipara  who  went  through  de- 
livery without  any  increase  in  bleeding.  Since 
we  have  encountered  cases  in  which  there  was  a 
marked  drop  in  blood  pressure,  sustained  over  a 
variable  period,  we  feel  that  continuous  caudal 
anesthesia  is  contraindicated  when  there  is  active 
hemorrhage  from  any  source,  or  when  hemorrhage 
is  anticipated. 

In  5 cases  of  inlet  disproportion,  in  “border- 
line” pelves,  and  3 outlet  contractions,  continu- 
ous caudal  was  used  successfully,  the  patients 
being  finally  delivered  vaginally  after  a prolonged 
but  comfortable  labor.  Version  can  be  accom- 
plished but  the  anesthetic  is  not  ideal  since  the 
uterus  is  not  relaxed. 

Cardiac  cases  apparently  do  exceptionally  well. 
We  have  used  it  in  several  instances  of  mitral 
stenosis,  with  excellent  results.  It  is  here  that  the 
method  stands  out;  the  patient  is  comfortable; 
the  cervix  dilates  rapidly,  and  the  desire  to  strain 
is  absent.  As  a result,  the  heart  is  not  called  upon 
for  extra  effort  as  in  ordinary  labor. 

Aside  from  the  contraindications  mentioned, 
it  must  be  remembered  that  the  method  is  time- 
consuming.  A busy  obstetrician  cannot  conduct 
a continuous  caudal  anesthesia  in  two  hospitals 
at  the  same  time.  It  is  extremely  necessary  to 
observe  and  check  the  blood  pressure,  the  fetal 
heart,  and  the  height  of  anesthesia  frequently. 
These  rules  must  be  followed;  and  the  conduct 
of  a case  of  this  kind  should  not  be  left  to  a nurse. 

Continuous  caudal  analgesia  is  simply  a type 
of  epidural  anesthesia.  The  caudal  canal  lies 
between  the  lower  end  of  the  dura  at  S2  and  the 
end  of  the  spinal  canal  at  S4  (the  hiatus  sacralis). 
It  is  usually  at  least  an  inch  long  and  is  filled 
with  semiliquid  fat,  connective  areolar  tissue, 
and  a venous  plexus.  It  affords  ready  access  to 
the  epidural  space.  Since  this  space  is  closed  at 
the  lower  end  by  a fibrous  membrane  (Cathelin’s 
membrane),  fluid  deposited  therein  in  excess  of 
the  volume  of  the  canal  flows  up  the  spinal  canal 
into  the  epidural  space,  where  it  “is  likely 
(it)  ....  diffuses  along  the  perineural  lymphatics 
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to  leave  the  epidural  space  at  the  intervertebral 
foramina  and  block  the  spinal  nerves  outside 
of  the  spinal  canal”  (Goodman  and  Gilman). 
The  third,  fourth,  and  fifth  sacral  nerves  traverse 
the  caudal  canal  for  several  centimeters  and  are 
exposed  to  the  injected  solution  throughout  that 
length ; hence  they  are  more  thoroughly  affected 
than  the  nerves  in  the  higher  epidural  space. 
This  anatomic  arrangement,  together  with  the 
fact  that  sensory  nerves  are  more  sensitive  to 
local  anesthetics  than  the  motor  nerves,  makes  it 
possible  to  anesthetize  the  higher  levels  of  the 
birth  canal  by  caudal  injection,  while  at  the  same 
time  we  produce  anesthesia  and  relaxation  of  the 
parts  supplied  by  the  lower  sacral  nerves. 

Cleland,10  using  Head’s  zones,  demonstrated 
that  pain  sensation  from  the  uterus  (cervix)  was 
carried  to  the  eleventh  and  twelfth  thoracic  seg- 
ments, and  clinical  observation  indicates  that  if 
we  block  the  nerves  of  this  area  epidurally  we 
can  block  the  pain  of  uterine  contractions. 
Thus,  by  caudal  injection  of  a local  anesthetic  we 
can  produce  analgesia  for  labor,  and  anesthesia 
and  relaxation  for  delivery  at  the  same  time. 

To  produce  continuous  analgesia-anesthesia 
most  advantageously  a malleable  needle  or  fine 
catheter  is  left  in  the  caudal  canal,  through  which 
an  injection  is  made  at  various  intervals.  We 
have  used  the  catheter  technic.  In  the  majority 
of  our  cases  we  employed  a guide  needle  to  locate 
the  canal  and  a No.  13  gage  needle  through  which 
to  pass  the  No.  5 ureteral  catheter,  as  was  suggested 
by  Adams,  of  the  Mayo  Clinic.  Inasmuch  as  it  is 
necessary  to  pass  2 needles  through  the  sacral 
hiatus,  this  technic  is  more  difficult  than  the  use 
of  the  malleable  needle,  which  required  the  place- 
ment of  but  one  No.  19  gage  needle.  Recently 
we  have  revised  this  method  by  devising  a No.  15 
gage  sleeve  which  will  pass  directly  over  a guide 
needle.  This  eliminates  the  difficulty  in  placing 
the  larger  needle  as  well  as  any  chance  of  missing 
the  hiatus  with  the  second  needle  and  catheter. 
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It  requires  sterile  preparation  of: 

Luer-Lok  syringe 
Hypodermic  needle 
Cup  for  local  anesthetic 
Spinal  needle,  20  gage 
Love-Barker  spinal  needle,  13  gage 
Ureteral  catheter,  No.  5 
Blunted  20-22  gage  adapting  needle,  to  fit 
bore  of  catheter,  and  rubber  tubing  with 
suitable  connections,  valves,  reservoir,  and 
injection  apparatus 

When  the  canal  has  been  located  with  the  No. 
20  gage  spinal  needle  and  the  initial  injection 
completed,  the  No.  13  gage  Love-Barker  needle 
is  placed  in  one  of  two  ways.  Either  the  No.  20 
gage  needle  may  be  removed  and  the  larger  one 
put  in  at  the  same  angle  and  place;  or  the  larger 
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Fig.  1.  The  sleeve  has  been  slipped  over  the  hubless  needle  into  the  caudal  canal 

and  the  guide  needle  removed. 


needle  may  be  introduced  directly  beneath  the 
smaller,  which  serves  to  guide  it  into  the  sacral 
hiatus.  The  small  needle  is  withdrawn  and  the 
insertion  of  the  Love-Barker  needle  into  the 
caudal  canal  is  completed.  The  latter  method  is 
definitely  easier  and  surer  and  has  not,  in  more 
than  170  cases,  resulted  in  damage  to  the  smaller 
needle. 

For  our  present  method,  we  employ  a 5-inch, 
No.  18  gage  needle  without  hub,  and  a 21/2- 
inch,  No.  15  gage  needle  which  has  been  reamed 
out  so  that  it  will  pass  over  the  No.  18  gage  needle 
readily  and  also  permit  the  introduction  of  a No. 
4 ureteral  catheter.  The  No.  15  gage  needle  has 
no  point,  but  its  tip  is  sharpened  throughout  its 
circumference  and  bevelled  at  45  degrees. 

To  derive  the  full  benefit  of  continuous  caudal 
analgesia,  we  feel  that  it  should  be  withheld 
until  uterine  contractions  are  well  established 
and  the  cervix  is  at  least  2 fingerbreadths  dilated 
— preferably  2y/2  to  3.  If  the  time  of  induction  is 
well  chosen,  the  cervical  dilatation  usually  in- 
creases 1 to  2 fingerbreadths  as  soon  as  analgesia 
is  established — about  ten  to  fifteen  minutes. 

Since  the  field  of  operation  is  extremely  prone  to 
contamination  during  labor  and  the  puerperium, 
meticulous  care  in  asepsis  is  essential.  The  skin 
over  the  sacrum,  the  lower  back,  and  the  but- 
tocks is  thoroughly  scrubbed  with  green  soap  and 
water  and  painted  with  a suitable  skin  antiseptic. 
Then  the  patient  is  put  in  the  left  lateral  or 
knee-elbow  position  and  is  draped  with  a sterile 
sheet  that  has  a perforation  4 by  6 inches. 

As  in  the  technic  described  by  Lundy,  when  the 
tip  of  the  coccyx  is  palpated  with  the  middle 
finger  of  the  left  hand,  the  thumb  falls  into  the 


V-shaped  depression  formed  by  the  sacral  cor- 
nau,  between  which  lies  the  sacral  hiatus.  This  is 
usually  within  an  inch  of  the  sacrococcygeal 
joint. 

After  preliminary  infiltration  of  the  skin,  sub- 
cutaneous tissue,  and  Cathelin’s  membrane,  a 
short  interval  is  allowed  for  observing  sensitivity 
to  the  drug.  The  short-bevelled,  No.  18  gage 
hubless  needle  is  then  introduced  at  about  45 
degrees  so  that  the  bevel  parallels  the  skin  and 
surface  of  the  sacrum.  With  the  bevel  thus  held, 
when  the  needle  perforates  the  membrane  and 
reaches  the  bone,  it  will  then  slide  into  the  caudal 
canal  as  the  outer  end  is  depressed  and  the  needle 
is  advanced.  Owing  to  the  curvature  of  the 
sacrum,  the  point  of  the  needle  will  strike  the 
roof  of  the  canal.  By  180-degree  rotation  the 
bevel  is  brought  parallel  to  the  roof  of  the  canal, 
and  it  will  again  advance  with  gentle  pressure. 
If  it  is  not  in  the  caudal  canal,  it  meets  consider- 
able resistance  in  the  tough  ligaments  and  tissue 
over  the  sacrum.  This  rotation  and  advance- 
ment is,  in  our  hands,  the  most  reliable  sign  that 
the  needle  is  properly  placed.  The  Luer-Lok 
syringe  is  now  attached  by  a rubber  catheter 
adapter  and  careful  aspiration  is  performed  for 
spinal  fluid  or  blood.  A small  injection  of  anes- 
thetic solution  (0.1  to  0.2  cc.)  is  then  made  and 
aspiration  is  repeated.  Blood  is  not  infrequently 
encountered,  in  which  case  the  position  of  the 
needle  is  changed  slightly  and  gentle  pressure  is 
employed  in  the  first  injection. 

In  our  series  we  have  never  encountered  spinal 
fluid,  but  the  danger  is  not  to  be  minimized  since, 
in  the  rare  case,  it  is  known  that  the  dura  may 
extend  as  far  down  as  the  fourth  sacral  segment. 
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Fig.  2.  The  catheter  has  been  inserted  into  the 
caudal  canal  through  the  sleeve,  which  has  been  with- 
drawn. 


If  the  dura  were  perforated,  it  would  be  best  to 
discard  the  method  in  that  particular  case. 

We  make  our  first  injection  of  10  cc.  of  anes- 
thetic immediately  through  the  needle.  The 
amount  of  pressure  required  to  inject  the  drug 
is  a valuable  sign  whether  or  not  the  needle  is 
properly  placed.  If  it  is  in  the  canal,  the  solution 
flows  freely.  Then,  while  we  wait  eight  to  ten 
minutes  to  observe  signs  of  intraspinal  or  intra- 
venous injection,  we  pass  the  15-gage  sleeve  over 
the  guide  needle,  then  withdraw  the  latter,  leav- 
ing the  sleeve  in  the  caudal  canal  (Fig.  1).  The 
catheter  is  then  inserted  through  the  sleeve, 
which  is  withdrawn  (Fig.  2).  The  catheter 
should  be  so  adjusted  that  8 to  10  cm.,  depending 
upon  the  thickness  of  the  subcutaneous  tissue, 
lies  beneath  the  skin.  If  no  untoward  signs  de- 
velop, the  remainder  of  the  initial  dose  of  25  to 
30  cc.  is  injected  through  the  catheter.  If  this 
is  not  in  place,  palpation  over  the  sacrum  may 
reveal  an  injection  tumor.  If  properly  placed, 
the  patient,  in  a majority  of  cases,  complains  of 
cramping  in  one  leg  or  both.  In  a few  cases,  she 
may  complain  of  fullness  over  the  sacrum  or 
pain  up  the  back,  and,  rarely,  of  a headache. 
The  earliest  signs  that  anesthesia  is  becoming 
effective  are  increased  warmth  of  the  soles  of  the 
feet  and  a shortening  of  the  subjective  pain. 

In  the  individual  patient  the  height  of  anes- 
thesia is  proportional  to  the  amount  of  solution 
injected  and  the  volume  of  caudal  canal.  We 
have  not  been  able  to  correlate  the  height  of 
anesthesia  from  the  first  dose  with  the  size  of  the 
patient  in  all  cases.  It  is,  however,  our  policy  to 
give  a smaller  dose — that  is,  25  cc. — to  small 
women.  We  have  also  found  that  if  the  patient 
gets  a crampy  sensation  in  the  thigh  after  the 
first  10  cc.,  a total  of  25  cc.  is  sufficient.  In  our 
experience,  skin  anesthesia  has  been  observed 
as  high  as  the  second  rib  and  as  low  as  the  clitoris, 
following  the  initial  injection  of  30  cc. 


The  skin  opening  about  the  catheter  is  sealed 
with  collodion  and  padded  with  cotton.  Dis- 
lodgment  of  the  catheter  is  prevented  by  strap- 
ping with  adhesive  tape  across  the  buttocks  to  the 
flank.  The  injection  apparatus  is  then  connected 
to  the  catheter  by  means  of  a blunted  needle 
which  fits  snugly  into  the  bore.  The  patient  is 
now  at  liberty  to  roll  on  her  back  or  on  either 
side  as  desired.  This  greatly  facilitates  observa- 
tion of  the  blood  pressure  or  fetal  heart  and  af- 
fords opportunity  for  rectal  examination. 

For  continuous  caudal  anesthesia,  we  endeavor 
to  maintain  skin  anesthesia  to  pinprick  between 
the  umbilicus  and  a point  midway  to  the  sym- 
physis. The  usual  volume  of  subsequent  injec- 
tions is  20  cc.  The  time  interval  varies  with  the 
size  of  the  caudal  canal,  the  stage  of  labor,  and 
the  intensity  of  the  “pains”  and  the  drug  em- 
ployed. With  metycaine,  reinjection  is  usually 
necessary  every  thirty  to  forty  minutes,  with 
outside  limits  of  twenty  and  sixty  minutes.  With 
pontocaine,  the  usual  interval  is  sixty  minutes, 
with  limits  of  thirty  and  one  hundred  and  fifty. 

In  analyzing  our  first  100  cases,  we  found  thatr 
we  had  10  failures,  7 of  which  were  due  to  techni- 
cal errors  of  the  operator,  who  had  had  no  pre-; 
vious  experience  with  caudal  injections.  The  re- 
maining 3 were  attributable  to  the  procedure  it- 
self. Of  the  latter,  2 were  cases  in  which  caudal 
anesthesia  was  induced  too  late  in  labor  to  be  ef- 
fective. The  third  occurred  early  in  our  series 
and  remains  unexplained.  Of  the  7 technical 
errors,  4 occurred  because  analgesia  wore  off 
following  the  first  injection,  which  had  been 5 
made  through  the  spinal  needle  and  could  not  be 
renewed  because  the  catheter  had  been  incor- 
rectly placed.  In  one  case  no  sacral  hiatus  was 
found.  The  2 remaining  failures  probably  should 
not  be  so  considered  inasmuch  as  the  analgesia 
was  intentionally  allowed  to  wear  off.  In  one, 
cesarean  section  was  decided  upon  for  cephalo- 
pelvic  disproportion.  The  other  was  one  of  our 
first  cases,  in  which  the  analgesia  was  induced  too 
early.  Another  case  should  be  mentioned  at  this 
time.  Immediately  following  the  first  injection 
we  were  unable  to  obtain  pulse,  blood  pressure,  or 
precordial  heart  sounds.  Respirations  were 
stertorous,  and  the  patient  was  completely  un- 
responsive; her  color,  however,  remained  good. 
Glucose,  adrenalin,  and  coramine  were  adminis- 
tered and  after  forty  minutes  her  condition  I 
gradually  improved.  She  was  delivered  without 
further  anesthesia.  The  apparent  explanation^ 
is  that  at  least  part  of  the  injection  was  intra-i 
venous. 

A review  of  the  series  disclosed  17  cases  in 
which  the  fetal  heart  rate  fell  below  100  and  did  1 
not  recover  between  the  uterine  contractions; 
and  one  case  in  which,  immediately  upon  turning 
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Fig.  3.  Chart  of  a typical  case  illustrating  the  system  of  following  the  factors  pertinent  to  the  conduct 

of  a continuous  caudal  anesthesia. 


the  patient  on  her  back,  following  the  first  in- 
jection, the  fetal  heart  could  not  be  heard;  it 
had  been  heard  thirty  minutes  before. 

Seventeen  per  cent  fetal  distress  was  alarming 
and  required  explanation.  We  considered  several 
' possible  causes.  At  first,  we  thought  that  placing 
the  patient  in  the  knee-elbow  position  might  pre- 
| dispose  to  pressure  on  the  cord.  Second,  the 
drug  employed  might,  after  absorption,  pass  the 
placenta  in  sufficient  concentration  to  have  some 
direct  effect  on  the  fetus.  Third,  the  fact  that 
dilatation  of  the  cervix  took  place  so  rapidly  sug- 
gested the  possibility  that  uterine  tone  and  con- 
tractions might  be  greatly  increased . And  fourth , 
the  observation  of  an  almost  bloodless  uterus  at 
] cesarean  section  in  a patient  whose  condition 
‘resembled  shock  suggested  fetal  anoxemia  from 
1 ischemia  of  the  uterus  as  a cause  of  fetal  distress. 
This  might  be  due  either  to  maternal  hypotension 
or  to  direct  action  of  the  anesthetic  on  the  ar- 
teriolar bed  in  the  uterus. 

Before  starting  observation  of  the  second  100 
cases,  we  established  definite  rules  and  had  a 
chart  printed,  so  that  the  observations  could  be 
recorded  immediately  (Fig.  3).  Blood  pressure 
and  fetal  heart  were  taken  and  recorded  before 
and  after  each  injection,  and  at  least  every  half- 
j hour  during  the  progress  of  the  case.  If  war- 
ranted, these  recordings  were  made  every  five  to 
i ten  minutes.  We  have  now  compiled  and  present 
I this  preliminary  analysis  of  118  additional  cases, 
■ in  which  we  have  tried  to  determine  which  factors 


are  significant  in  the  causation  of  this  unusually 
high  percentage  of  fetal  distress. 

Our  first  step  was  to  put  the  patients  in  the 
knee-elbow  position  for  ten  minutes  at  approxi- 
mately the  stage  of  labor  where  caudal  block  is 
usually  started.  This  was  done  in  16  patients, 
and  in  no  case  was  fetal  distress  observed.  At 
the  same  time,  we  began  our  inductions  in  the 
lateral  position,  to  see  if  the  incidence  in  the  two 
positions  was  comparable.  We  found  that  the 
ratios  were  not  significantly  different. 

We  attempted  to  study  the  toxicity  of  the 
anesthetic  agent,  but  found  that  we  were  unable, 
with  the  tests  available,  to  determine  the  concen- 
trations in  maternal  and  fetal  blood.  We  then 
approached  the  problem  by  employing  three  other 
local  anesthetics.  Novocain,  while  not  ade- 
quately studied,  was  found  to  produce  satisfac- 
tory but  brief  analgesia  in  a 2 per  cent  solution. 
We  ran  14  cases  with  monocain  and  found  that 
with  a 1 per  cent  solution  complications  of  blood 
pressure  and  fetal  heart  were  rare,  but  analgesia 
was  not  altogether  satisfactory.  In  1.25  per  cent 
and  1.5  per  cent  solutions  analgesia  was  excellent, 
but  the  incidence  of  sustained  fall  in  blood  pres- 
sure and  fetal  distress  rose.  Pontocaine  was  then 
tried.  In  a 0.2  per  cent  solution  complications 
were  rare,  but  again  the  analgesia  was  inadequate. 
In  a 0.23  per  cent  solution  analgesia  was  better. 
With  a 0.25  per  cent  solution  analgesia  was  satis- 
factory, though  not  as  intense  as  with  1.5  per 
cent  metycaine,  but  the  complications  were  not 
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so  distressingly  frequent.  All  solutions  arc  made 
with  physiologic  saline  (Figs.  4 and  5).  Up  to 
the  present  time  0.25  per  cent  pontocaine  has 
given  us  the  most  satisfactory  results. 

At  this  time  we  are  unable  to  present  any  evi- 
dence that  increased  tonicity  of  the  uterus  or 
prolonged  contractions  exist  or  play  any  role  in 
the  production  of  fetal  distress.  Tocographic 
recordings,  however,  are  being  made.  Clinical 
observation  has  failed  to  show  that  fetal  distress 
was  associated  with  partial  tetany  of  the  uterus, 
with  the  exception  of  one  case  which  we  have 
temporarily  classified  as  probably  unrelated  to 
caudal  anesthesia. 

That  anoxemia  of  the  fetus  is  a factor  in  the 
mechanism  of  production  of  fetal  distress  in  cer- 
tain of  our  cases  of  continuous  caudal  analgesia 
seems  fairly  well  founded  by  the  observation  that 
the  administration  of  oxygen  to  the  mother  has 
uniformly  resulted  in  prompt  recovery  of  the 
fetal  heart  rate.  Consideration  of  the  pale  uterus 
observed  at  cesarean  section  suggests  ischemia  of 
that  organ  as  an  intermediary  factor.  There  are 
at  least  two  possible  explanations.  Cannon  and 
Rosenblueth11  have  shown  that  cocaine  produces 
at  the  sympathetic  myoneural  junction  a poten- 
tiation of  sensitivity  to  adrenalin  which  we 
would  expect  to  result  in  vasoconstriction  and 
ischemia  of  the  organ  supplied.  For  this  to  be 
pertinent  we  must  assume  that  there  is  adequate 
absorption  of  the  drug  into  the  blood  stream. 

In  8 cases  we  administered  1 cc.  of  adrenalin, 

1 : 2,600  per  100  cc.  of  anesthetic  solution,  and  ob- 
served fetal  distress  in  3.  However,  if  vaso- 
constriction were  a factor,  we  can  see  no  reason 
for  its  being  localized  to  the  uterus  and  would  ex- 
pect that  increased  peripheral  resistance  would 
produce  an  elevation  of  the  maternal  blood  pres- 
sure. This  is  not  borne  out  by  our  clinical  ob- 
servation. We  have  found  that,  including  the 
above  3,  9 of  12  of  our  cases  of  fetal  distress  in  the 
last  118  were  associated  with  a sustained  fall  in 
blood  pressure.  By  a sustained  fall  we  mean  a 
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Fig.  5.  Sustained  fall  in  blood  pressure  in  relation  I 
to  the  drug  employed. 

systolic  pressure  of  less  than  90  which  remained  I 
so  for  at  least  one  hour.  We  feel  that  the  correla-  I 
tion  between  the  sustained  low  blood  pressure  I 
and  fetal  distress  is  significant  (see  Fig.  6).  This  1 
is  borne  out  by  two  observations:  (1)  the  blood  I 
pressure  and  fetal  heart  rate  recover  together  I 
when  anesthesia  is  allowed  to  wear  off;  and  (2)  1 
the  greater  the  blood  pressure  fall,  the  more  fre-  I 
quent  the  fetal  distress  (Fig.  7). 

Upon  analysis,  these  patients  with  a sustained  I 
fall  in  blood  pressure  showed  several  uniform  I 
characteristics.  (1)  The  drop  in  pressure  was  I 
progressive.  (2)  A relatively  high  diastolic  pres-  I 
sure  was  maintained ; thus  the  pulse  pressure  suf-  I 
fered  most.  (3)  The  pulse  rate  rarely  rose  over  I 
110  and  occasionally  fell  to  50  or  60.  (4)  The  1 

patients  were  pale,  showed'  varying  degrees  of  | 
apprehension,  or  apathy,  but  never  displayed  1 
“cold  sweats.”  (5)  In  some  cases,  the  level  of  I 
skin  anesthesia  was  high,  although  in  others  it  |j 
never  rose  above  the  umbilicus,  while  there  were 
several  cases  of  high  anesthesia  without  serious 
fall  in  blood  pressure. 

If  the  patient  exercised  her  leg  and  abdominal 
muscles  while  bearing  down  during  the  uterine  j 
contractions,  the  systolic  and  pulse  pressures 
improved.  In  one  case,  in  which  the  blood  pres- 
sure was  44/38,  elevation  of  the  legs  and  massage 
of  the  thigh  and  calf  muscles  raised  the  blood 
pressure  to  84/50  in  four  minutes.  This  rise, 
however,  was  attained  in  lessening  degree  as  the 
maneuver  was  repeated. 

These  features  are  strikingly  similar  to  those  of 
so-called  “spinal  shock.”  Anatomically,  subarach- 
noid and  epidural  anesthesias  involve  identical 
nerve  paths.  The  blocks  occur  in  slightly  differ- 
ent locations,  so  comparison  of  “caudal  shock” 
and  “spinal  shock”  may  not  be  justifiable.  How- 
ever, there  is  enough  similarity  to  suggest  that  the 
same  mechanisms  are  operative  in  both. 

There  remains  to  be  explained  only  the  great 
disparity  in  the  frequency  of  “caudal  shock”  with 
the  different  drugs.  A possible  explanation  is 
suggested  by  our  experience  in  altering  the  jl 
strength  of  solution.  We  found  that  when  we 
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Fig.  6.  Nine  out  of  12  cases  of  fetal  distress 
were  in  patients  simultaneously  manifesting  a sus- 
tained low  blood  pressure.  For  each  of  the  remaining 
3,  there  was  a clear  obstetric  explanation. 


increased  the  concentrations  of  monocaine  and 
pontocaine  the  incidence  of  blood  pressure  and 
fetal  heart  complications  increased  as  well.  We 
plan  to  use  metycaine  in  lower  concentrations  to 
see  whether,  at  the  same  time,  we  can  lower  the 
incidence  of  these  complications. 

In  this  series  of  218  cases,  we  have  had  no  ma- 
ternal mortalities;  there  were  2 stillbirths,  and 
3 neonatal  deaths.  One  of  the  stillbirths  was  a 
case  in  which  a prolapsed  cord  and  fetal  death 
occurred  twelve  hours  before  caudal  anesthesia 
was  given.  The  other  is  the  case  discussed  above, 
in  which  the  fetal  heart  disappeared  during  the 
administration  of  the  caudal.  The  neonatal 
deaths  were  all  in  very  small  babies;  one  weighed 
2 pounds  13  ounces;  the  other  two  were  2-pound 
twins. 

Our  greatest  dosage  with  metycaine  was  9,900 
mg. ; with  monocaine,  2,250  mg. ; and  with  pon- 
tocaine, 572  mg.  The  longest  that  we  had  the 
catheter  in  position  was  twenty-nine  hours. 

Several  patients  have  complained  of  pain  over 
the  sacrum  the  day  following  delivery,  and  in  5 
cases  we  have  had  superficial  skin  infections,  but 
no  abscesses. 

We  have  had  no  apparent  increase  in  post- 
partum morbidities,  although  we  have  found  the 
second  stage  to  be  definitely  prolonged  and  our 
figures  show  a significant  increase  in  operative 
deliveries. 

Reviewing  1,425  consecutive  noncaudal  de- 
liveries and  218  caudal  deliveries,  we  found  the 
percentage  increase  as  follows: 


High- 

Mid 

Mid 

Low 

Prophy- 

lactic 

Scan- 

zoni 

Total 

Noncaudal 

0 

2.9 

10.0 

57.3 

4.3 

74.5 

Caudal 

1.4 

3.7 

13.5 

58.7 

7.3 

84.6 

Summary 

In  summary,  we  have  presented  218  cases  of 
labor  and  delivery  conducted  under  continuous 
caudal  analgesia. 

1.  In  218  cases,  we  observed  29  cases  of  fetal 
distress,  or  13.3  per  cent. 


INCIDENCE  OF  FOETAL  DISTRESS  AT  VARIOUS  BLOOD  PRESSURE  LEVELS 


Fig.  7.  In  the  cases  showing  low  systolic  pres- 
sures, the  percentage  of  fetal  distress  was  propor- 
tionately greater  at  the  lower  pressure  levels.  Most 
of  the  cases  of  fetal  distress  represented  at  levels 
above  80  had  obvious  obstetric  causes. 


2.  In  118  cases,  we  found  a sustained  fall  in 
blood  pressure  in  22,  or  18.6  per  cent. 

3.  Of  the  12  cases  of  fetal  distress  in  the  last 
118  cases,  9,  or  75  per  cent,  occurred  in  patients 
manifesting  a sustained  low  blood  pressure.  In 
each  of  the  remaining  3 cases  there  was  a clear 
obstetric  explanation  for  the  fetal  distress. 

4.  One  stillbirth  is  presented  for  which  there 
is  no  apparent  obstetric  reason,  and  which  was 
probably  a result  of  the  caudal  anesthesia. 

5.  We  have  set  forth  four  possible  explana- 
tions for  the  unusually  high  incidence  of  fetal 
distress  and  our  observations  which  seem  to  have 
some  bearing  on  this  problem. 

Comment 

Continuous  caudal  anesthesia  in  obstetrics  of- 
fers much  in  the  way  of  painless  childbirth. 
There  is  still  a paucity  of  experience  with  its 
use.  It  is  not  yet  entirely  free  of  danger  to 
mother  or  child.  Much  more  experience  will  be 
needed  before  it  can  be  offered  to  the  public  as  a 
panacea.  Until  such  time,  its  use  should  be 
restricted  to  well-staffed  obstetric  services. 
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THE  ROLE  OF  CORONARY  ARTERIOSCLEROSIS  IN  CARDIAC 
HYPERTROPHY 

Harry  Gross,  M.D.,  and  James  R.  Lisa,  M.D.,  New  York  City 


THE  question  of  whether  or  not  coronary 
arteriosclerosis  alone  is  an  adequate  cause  of 
cardiac  hypertrophy  is  still  a disputed  one. 
Numerous  observers1-5  found  no  causal  relation 
of  coronary  artery  disease  to  cardiac  hypertrophy. 
Miller  and  Weiss6  reported  extensive  coronary 
artery  disease  with  small  hearts.  Nemet  and 
Gross5  observed  severe  coronary  arteriosclerosis 
and  myocardial  damage  in  both  large  and  small 
hearts  but  chronic  congestive  failure  only  in 
hypertrophied  and  dilated  hearts.  Hyper- 
trophy, in  the  absence  of  other  causes,  was 
attributed  to  hypertension,  either  present  or 
antecedent.  Sutton  and  Davis,7  in  experi- 
mental coronary  occlusion,  found  that  acute 
coronary  closure  and  myocardial  damage  did  not 
cause  hypertrophy.  However,  animals  exercised 
shortly  after  the  onset  of  the  acute  lesion  de- 
veloped ventricular  aneurysms  due  to  local 
muscular  weakness. 

On  the  other  hand,  there  are  many  proponents 
of  the  view  that  obstructive  coronary  artery 
disease  with  resulting  impaired  nutrition  of  the 
heart  is  a cause  of  cardiac  hypertrophy.8-13 
Blumgart12  stated  that  the  degree  of  such  hyper- 
trophy was  definitely  related  to  the  severity  of 
the  coronary  arteriosclerosis.  Smith14  found 
cardiac  hypertrophy  in  dogs  after  coronary 
artery  ligation.  Recently  Katz  and  his  co- 
workers15 approached  the  problem  experimentally 
by  producing  cholesterol  arteriosclerosis  of  the 
coronary  arteries  in  rabbits.  They  concluded 
that  a causal  relationship  existed  between  the 
two  conditions. 

It  may  be  reasoned  that  severe  coronary  artery 
disease  produces  impairment  of  nutrition  of  the 
heart.  Anemia  from  impairment  of  nutrition  as 
a cause  of  hypertrophy  was  established  by  Gold- 
stein and  Boas16  and  Nemet  and  Gross.17  Lewis 
and  Drury18  also  attributed  to  anemia  cardiac 
hypertrophy  in  arteriovenous  fistulas.  Bland, 
White,  and  Garland19  showed  that  impairment  of 
nutrition  can  lead  to  cardiac  hypertrophy  in 
anomalous  origin  of  coronary  arteries  from  the 
pulmonary  artery  in  congenital  heart  disease. 

In  order  to  answer  from  clinical  grounds  the 
question  whether  coronary  artery  disease  can 
cause  cardiac  hypertrophy,  it  is  necessary  to 
study  cases  of  uncomplicated  coronary  disease. 
However,  uncomplicated  coronary  arteriosclero- 


sis is  seen  relatively  infiequently  in  hospital 
practice  and  at  necropsy,  since  this  condition  in 
hospital  practice  is  associated  in  90  per  cent  of  I 
the  cases  with  hypertension.  Moreover,  in  the  I 
presence  of  coronary  artery  disease,  it  is  difficult  I 
to  exclude  hypertension  since  the  blood  pressure  I 
may  fall  after  development  of  the  disease.  To  I 
conclude  that  the  sclerosis  caused  cardiac  hyper-  I 
trophy,  it  would  be  necessary  to  show,  over  a I 
long  period  of  time,  that  starting  with  a normal- 
sized heart,  progressive  coronary  artery  disease 
caused  progressive  increase  in  heart  size  in  the 
absence  of  failure.  One  would  also  have  to  show 
that  during  the  time  that  the  heart  increased  in 
size,  there  was  no  intervening  period  of  hyper- 
tension. Data  on  such  cases  are  necessarily  few. 

In  order  to  obtain  further  data  that  would 
confirm  or  refute  either  of  the  two  opposing 
views  held  in  reference  to  the  causal  relationship 
between  coronary  arteriosclerosis  and  cardiac 
hypertrophy,  the  necropsies  performed  at  City 
Hospital,  Welfare  Island,  New  York  City,  were 
studied.  The  cases  were  chosen  on  the  bases  of 
(1)  heart  weight  of  400  Gm.  or  more,  for  a normal 
body  build;  (2)  grossly  evident  coronary  arterio- 
sclerosis of  moderate  or  marked  degree;  (3) 
absence  of  valvular  lesions  compatible  with 
cardiac  hypertrophy;  (4)  normal  blood  pressure 
findings  while  the  patient  was  under  observation 
in  the  hospital;  (5)  no  known  history  of  hyper- 
tension. Hypertrophy  of  the  myocardium  was 
confirmed  by  the  histologic  appearance  of  the 
myocardial  fibers,  generalized  in  distribution 
and  not  localized  to  areas  of  acute  or  chronic 
damage.  Cases  with  acute  coronary  thrombosis 
were  eliminated,  since  low  blood  pressures  were 
not  considered  a correct  index.  Using  these 
criteria,  we  found  only  18  cases  among  3,520 
autopsies  performed  between  January  1,  1928, 
and  December  31,  1941. 

The  ages  ranged  from  58  to  88  years.  There 
was  only  one  patient  below  60  years  of  age.  In 
the  seventh  decade  there  were  7;  in  the  eighth, 

4;  in  the  ninth,  6.  Seventeen  were  men;  there 
was  only  one  woman,  84  years  old. 

Eight  hearts  weighed  between  400  and  490 
Gm.;  half  had  moderate  and  half  had  severe 
coronary  sclerosis.  Four  hearts  weighed  be- 
tween 500  and  599  Gm.  All  had  severe  sclerosis. 

In  the  next  group,  weighing  from  600  to  699  Gm.,  ; 

3 had  moderate  and  2 had  marked  coronary  scler- 
osis. The  single  heart  of  more  than  700  Gm.  had  , 
severe  obstructive  changes.  It  is  evident  that 


From  the  Second  Medical  Division,  Service  of  Dr.  W.  L. 
Whittemore,  and  the  Pathological  Laboratory,  City  Hospital, 
Welfare  Island,  Department  of  Hospitals,  New  York  City. 
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TABLE  I 


No. 

1 

Sex 

M 

Age 

76 

Heart 

Weight 

(Gm.) 

625 

Severe  sclerosis;  old  bilateral  occlu- 

Cause  of  Death 

Chronic  congestive  heart  failure 

2 

M 

85 

625 

sion;  acute  endocarditis 
Moderate  sclerosis;  old  infarct; 

Chronic  congestive  heart  failure 

3 

M 

69 

450 

chronic  adhesive  pericarditis 
Severe  sclerosis;  old  occlusion 

Chronic  congestive  heart  failure 

4 

M 

67 

850 

Severe  sclerosis;  aid  infarct 

Chronic  congestive  heart  failure 

5 

M 

68 

475 

Moderate  sclerosis 

Chronic  congestive  heart  failure 

6 

M 

83 

600 

Moderate  sclerosis;  old  infarct 

Chronic  congestive  heart  failure 

7 

M 

81 

500 

Severe  sclerosis;  old  occlusion;  acute 

Ruptured  duodenal  ulcer 

8 

M 

88 

450 

endocarditis 
Moderate  sclerosis 

Acute  lobar  pneumonia 

9 

M 

58 

600 

Moderate  sclerosis 

Extensive  cerebral  thrombosis 

10 

F 

84 

490 

Severe  sclerosis 

Extensive  cerebral  thrombosis 

11 

M 

65 

550 

Severe  sclerosis 

Uremia 

12 

M 

71 

460 

Moderate  sclerosis 

Carcinoma  of  bladder;  pyelonephritis 

13 

M 

62 

690 

Moderate  sclerosis 

Pylephlebitis 

14 

M 

75 

450 

Moderate  sclerosis 

Acute  empyema  and  peritonitis 

15 

M 

64 

425 

Severe  sclerosis 

Carcinoma  of  esophagus 

16 

M 

83 

450 

Severe  sclerosis 

Carcinoma  of  gallbladder 

17 

M 

70 

500 

Severe  sclerosis;  old  occlusion 

Multiple  cerebral  hemorrhages 

18 

M 

68 

500 

Severe  sclerosis;  aneurysm  of  ventricle 

Cirrhosis  of  liver 

the  degree  of  coronary  arteriosclerosis  bore  no 
relationship  to  the  degree  of  cardiac  hypertrophy 
(Table  1). 

When  the  cases  were  divided  into  those  with 
and  those  without  congestive  failure,  significant 
differences  appeared.  Six  of  the  patients  (Cases 
1 through  6)  were  hospitalized  for  congestive 
failure;  the  others  (Cases  7 through  18)  were  not. 
Two  patients  (Cases  7 and  8),  although  they  were 
suffering  from  failure,  were  hospitalized  for 
ruptured  duodenal  ulcer  and  for  lobar  pneu- 
monia. The  average  heart  weight  of  the  eight 
cases  in  failure  was  572  Gm. ; in  the  10  cases  not 
in  failure,  the  average  weight  was  511  Gm. 
Failure  in  this  group,  as  reported  by  others, 
occurred  with  the  greatly  enlarged  hearts.  The 
former  group  also  had  the  severe  degrees  of 
arteriosclerosis  with  marked  narrowing  or  occlu- 
sion and  healed  infarcts.  The  occlusive  features 
were  less  marked  in  the  latter  group  although 
there  was  one  instance  of  ventricular  aneurysm. 

The  histologic  examination  of  the  kidneys  re- 
vealed one  noteworthy  finding.  Arteriolar  sclero- 
sis was  present  in  each  of  the  18  cases.  Although 
a few  observers20’21-22  have  reported  instances  of 
hypertension  with  normal  kidneys,  such  cases  are 
uncommon.  The  majority  of  studies23’24’25*1 
indicate  that  renal  arteriolosclerosis  is  commonly 
associated  with  long-standing  hypertension.  The 
significance  of  the  presence  of  this  lesion  in  every 
one  of  the  cases  in  the  present  series  will  be  dis- 
cussed later. 

From  a purely  physiologic  angle  it  seems 
plausible  that  chronic  coronary  artery  disease 
with  marked  or  progressive  impairment  of 
nutrition  should  lead  to  myocardial  hyper- 
trophy. As  noted  above,  other  conditions  asso- 
ciated with  chronically  impaired  nutrition  are 
believed  to  cause  it.  The  mechanism  probably 


is  that  impaired  nutrition  leads  to  increased 
diastolic  length,  which,  if  continued  over  a 
sufficient  period  of  time,  eventually  may  lead  to 
hypertrophy.26  While  this  concept  appears 
reasonable  in  explaining  the  association  of 
coronary  arteriosclerosis  and  cardiac  hyper- 
trophy as  one  of  cause  and  effect,  nevertheless 
the  findings  fail  to  support  this  view  both  in  the 
present  series  and  also  in  clinical  experience. 
Moreover,  it  is  not  justifiable  to  say  that  hyper- 
trophy is  due  to  coronary  artery  disease,  unless 
one  knows  the  size  of  the  heart  and  the  blood 
pressure  figures  before  and  after  coronary  closure 
and  has  followed  the  size  of  the  heart  for  years 
after  coronary  closure.  We  are  not  acquainted 
with  a single  proved  case  in  which,  with  an  en- 
larged heart,  some  factor  other  than  coronary 
disease  was  not  present  to  explain  the  hyper- 
trophy. It  has  also  been  our  experience  that 
inquiry  of  institutions  where  a patient  has  been 
previously  hospitalized  yields  a surprisingly 
large  number  of  answers  confirming  hyperten- 
sion. 

While  our  findings  suggest  that  coronary  artery 
disease  does  not  cause  cardiac  hypertrophy,  the 
association  of  the  two  conditions  is  well  known. 
It  is  admitted  that  hypertension  causes  the 
hypertrophy,  and  it  is  believed  that  it  also 
hastens  the  tempo  of  the  development  of  sclero- 
sis. In  hospital  practice  coronary  disease  in 
patients  with  hypertrophied  and  dilated  hearts 
is  common.  However,  proof  that  coronary 
arteriosclerosis  is  not  consistently  found  with 
hypertrophy  is  afforded  by  the  fact  that  it  occurs 
in  as  severe  a degree  in  small  hearts  as  it  does  in 
large  hearts.  Furthermore,  hypertrophy  is  also 
frequently  found  in  hearts  with  perfectly  normal 
arteries.  Moreover,  in  the  present  series  there 
was  no  parallel  between  the  degree  of  sclerosis 
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and  the  degree  of  hypertrophy.  The  weights  of 
the  hearts  ranged  from  450  to  690  Gm.  with 
moderate  sclerotic  changes,  and  from  425  to  850 
Gm.  with  severe  changes. 

The  lack  of  an  exact  relationship  between 
coronary  disease  and  cardiac  hypertrophy  was 
further  supported  by  a comparison  of  the  two 
groups.  Regardless  of  the  severity  of  the 
coronary  disease,  the  average  heart  weight  was 
greater  in  those  with  failure  than  in  those  without 
failure.  It  is  well  known,  however,  that  in  hy- 
pertensive disease  the  failing  hearts  are  heavier 
than  those  without  failure.  Our  figures  corre- 
spond with  those  generally  reported  in  the  litera- 
ture. It  appears  to  us,  therefore,  that  the 
coronary  artery  disease  is  a coincidental  finding 
only  and  has  no  causal  relationship. 

Renal  arteriolosclerosis  was  found  in  every 
case.  This  observation,  we  believe,  is  significant 
and  important.  Moritz  and  Old t 25  found  a cor- 
relationship  between  hypertension  and  arteriolo- 
sclerosis in  97  per  cent  of  their  cases.  Among 
nonhypertensive  patients  they  found  that  more 
than  a very  mild  degree  of  arteriolar  sclerosis  of 
the  kidneys  was  extremely  rare.  Bell  and  Claw- 
son1 likewise  pointed  out  that  this  condition  was 
seldom  found  in  cases  in  which  hypertension 
could  be  definitely  excluded.  Our  experience  has 
been  similar  and  has  led  us  to  conclude  that  the 
histologic  changes  of  the  cortical  arterial  vessels 
are  a more  reliable  criterion  than  manometric 
readings.  The  absence  of  a positive  history  does 
not  exclude  previous  hypertension.  It  is  known 
that  manometric  readings  may  fluctuate  greatly 
and  may  return  to  normal  levels  after  a period  of 
elevation.  Furthermore,  in  the  present  series, 
some  of  the  patients  were  observed  for  only  a 
short  time.  Others  were  suffering  from  severe 
acute  illnesses  which  were  adequate  cause  for  a 
fall  of  blood  pressure.  We  believe  it  necessary 
to  assume  antecedent  hypertension  in  the  pres- 
ence of  renal  arteriolosclerosis,  even  if  neither 
hypertensive  readings  nor  historical  data  were 
obtained.  One  other  observation  gave  added 
weight  to  our  assumption.  The  histologic 
examination  of  the  hearts  revealed  the  presence 
of  myocardial  hypertrophy,  another  feature 
commonly  found  in  hypertension. 

From  this  study  we  concluded  that  chronic 
coronary  artery  disease  does  not  cause  cardiac 
hypertrophy.  If  this  be  true,  this  observation 
has  prognostic  importance.  It  is  now  generally 
accepted  that  the  cardinal  feature  of  chronic 


congestive  failure  of  all  types  is  cardiac  hyper- 
trophy. Any  case  of  coronary  disease  may 
terminate  suddenly.  Barring  such  an  eventual- 
ity, however,  one  may  say  that  patients  with 
chronic  coronary  artery  disease  do  not  commonly 
suffer  from  chronic  congestive  heart  failure  unless 
there  is  an  associated  hypertension  or  other  cause 
of  cardiac  hypertrophy. 


Summary  and  Conclusions 

1.  Eighteen  cases  of  hypertrophied  hearts 
with  moderate  to  severe  coronary  artery  disease 
are  presented.  In  none  were  there  raised  blood 
pressure  readings  or  a history  of  hypertension. 
The  presence  of  renal  arteriolosclerosis  in  each 
case  suggests  that  antecedent  hypertension 
caused  the  cardiac  hypertrophy. 

2.  No  relationship  could  be  demonstrated 
between  the  severity  of  coronary  artery  disease 
and  the  degree  of  cardiac  hypertrophy.  The 
association  of  coronary  artery  disease  with 
cardiac  hypertrophy  is  considered  coincidental 
and  to  have  no  causal  relation  to  the  hyper- 
trophy. 
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Give  me  health  and  a day  and  I will  make  the 
pomp  of  emperors  ridiculous. 

— Ralph  W aldo  Emerson 


ACTIVITY  AS  A THERAPEUTIC  MEASURE  IN  THE  PARKINSONIAN 
SYNDROMES 

A.  M.  Rabiner,  M.D.,  and  Morton  H.  Hand,  M.D.,  Brooklyn 


NOWHERE  in  medicine  has  therapy  been  a 
greater  disappointment  than  in  the  manage- 
ment of  paralysis  agitans.  Sir  James  Parkinson 
called  attention  to  the  “shaking  palsy”  in  1817, 
and  his  description  of  the  clinical  picture  can 
scarcely  be  improved  upon  today.  Patients  so 
affected  are  insidiously  disabled  by  a progressive 
disorder  of  the  central  nervous  system  that 
produces  two  main  symptoms.  These  are 
rigidity  and  tremor.  It  is  the  rigidity  that 
accounts  for  the  mask-like  facial  expression, 
the  monotonous  speech,  the  infrequency  of 
winking,  the  statuesque  gait  with  loss  of  associ- 
ated arm  movements,  the  festination,  the  lateral 
pulsion,  and  the  slowing  up  of  all  motor  activities. 
After  remaining  seated  for  a time  these  patients 
i experience  great  difficulty  in  standing  up,  and 
i after  standing  for  a prolonged  period  they  have 
i the  same  difficulty  in  stepping  away  from  the 
original  position.  The  rigidity  of  the  buccal 
t musculature  results  in  the  drooling  of  saliva. 

The  tremor  occurs,  in  the  main,  when  the  affected 
I muscles  are  at  rest.  Initiation  of  any  voluntary 
act  causes  the  tremor  to  cease.  The  tremor 
itself,  therefore,  is  not  of  great  importance  in  the 
production  of  any  disability.  The  approxima- 
tion of  the  thumb  and  index  fingers,  rhythmi- 
1 cally,  at  rest,  results  in  the  so-called  pill-rolling 
type  of  tremor. 

The  true  form  of  paralysis  agitans  occurs 
) as  a rule  in  middle-aged  individuals.  The  treat- 
I ment  has  consisted  of  the  administration  of 
! drugs  belonging  to  the  atropine-belladonna  group. 
|i  Reports  from  time  to  time  have  indicated  that 
I hyoscine,  stramonium,  atropine,  or  belladonna 
I have  yielded  good  results.  It  may  be  stated 

!with  little  fear  of  contradiction,  however,  that 
all  drug  therapy  has  been  of  little,  if  any,  value 
4 when  administered  over  a long  period  of  time. 
It  When  the  use  of  medicinal  preparations  results 
; in  some  benefit  to  the  patient,  increasing  doses 
i of  the  same  drug  must  be  given  after  a time, 
until  eventually  there  is  no  continued  alleviation 
ti  of  the  symptoms.  These  patients  become  in- 
1 creasingly  rigid,  and  the  tremor  becomes  more 
I marked.  They  seem  to  prefer  to  remain  seated 
or  to  lie  in  bed  until  the  rigidity  is  so  extreme 
that  if  they  are  able  to  walk  at  all  their  ap- 
i pearance  is  that  of  a moving  statue. 
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Some  of  the  earlier  clinicians  advised  exercise, 
massage,  and  activity.  These  recommendations 
were  seldom  heeded,  and  most  physicians,  having 
acquiesced  to  the  patient’s  wish  to  retire  from 
his  occupation,  have  even  prescribed  rest.  This 
only  results  in  inactivity.  Not  infrequently 
such  advice  was  necessary  because  many  of  these 
patients,  being  advanced  in  years,  also  pre- 
sented evidences  of  hypertension  and  cardio- 
vascular renal  diseases. 

A century  after  Sir  James  Parkinson  described 
the  clinical  picture  of  paralysis  agitans,  the 
world  pandemic  of  influenza  occurred,  followed 
by  the  epidemic  of  clinical  syndromes  that  were 
grouped  under  the  caption  of  “lethargic  en- 
cephalitis.” In  the  wake  of  this  epidemic 
there  ensued  the  chronicity  of  this  insidious 
disease,  producing,  in  young  people  as  well  as 
old,  a train  of  symptoms  very  much  resembling 
those  of  paralysis  agitans.  Like  all  imitations, 
these  did  .not  duplicate  in  their  entirety  the 
symptoms  of  the  true  disease.  These  patients 
developed  the  typical  and  disturbing  rigidity  and 
tremors,  but  they  also  had  additional  symptoms 
resulting  from  involvement  of  the  midbrain 
region  and  the  basal  ganglia.  Thus,  they  have 
varying  degrees  of  ocular  palsies,  disturbances 
in  conjugate  ocular  movements,  oculogyric 
spasms,  and  bizarre  movements  of  many  muscle 
groups  creating  dyskinesiae  like  chorea,  athetosis, 
and  dystonia.  A greasy  appearance  of  the  skin 
is  a commonly  associated  symptom  in  the  post- 
encephalitic Parkinsonian  syndrome. 

The  treatment  of  these  postencephalitic  pa- 
tients followed  in  the  path  of  that  utilized  for  one 
hundred  years  or  more  for  the  bona  fide  paralysis 
agitans  cases.  In  addition,  various  types  of 
vaccines  have  been  administered.  Some  recent 
reports  have  been  made  of  the  benefits  derived 
from  the  use  of  vitamin  therapy. 

Many  of  the  postencephalitic  Parkinsonian 
patients  are  young  people — even  children.  The 
fact  that  young  people  in  the  prime  of  life  or  at 
almost  the  commencement  of  life  are  stricken 
with  this  disease  and  permitted  to  become  dis- 
abled and  helpless  invalids  has  prompted  this 
attempt  to  direct  attention  to  a regimen  of  ther- 
apy which,  when  adhered  to,  retards  the  un- 
favorable progress  of  the  disease  and  at  times 
restores  the  patient  to  some  degree  of  usefulness, 
even  though  it  does  not  effect  a cure. 

Muscle  rigidity  may  be  likened  to  frozen  water. 
On  a cold  day  water  freezes.  It  is  less  apt  to 
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freeze  when  moving.  Calm  water  freezes  quickly. 
These  patients  prefer  to  remain  seated  or 
to  lie  in  bed.  This  creates  a vicious  cycle,  for 
the  inactivity  permits  them  to  become  more 
rigid.  Then,  later,  when  they  try  to  get  up, 
after  having  been  seated  for  a time,  they  appear 
to  be  glued  to  the  seat  and  can  rise  only  after 
a number  of  attempts.  Sometimes  they  cannot 
arise  from  a seated  position  and  must  be  helped 
up.  If  such  patients  lie  in  bed  for  a time,  muscle 
rigidity  results  in  actual  muscular  pains,  of  which 
thejT  complain  bitterly. 

A bootblack  stated  that  when  he  was  employed 
shining  shoes  he  felt  well  and  had  less  tremor. 
On  his  day  off  he  was  rigid,  and  his  tremor  was 
worse.  A young  man,  by  continuing  active 
games  like  handball  and  tennis,  even  though 
he  had  all  the  symptoms  of  the  postencephalitic 
form  of  paralysis  agitans,  was  able  to  carry  on 
with  his  studies,  was  graduated  as  an  accountant, 
and  later  practiced  his  profession.  Another 
young  man  who  had  had  acute  encephalitis  as  a 
youth  married  and  continued  with  his  vocation 
for  many  years  until  he  lost  his  job.  When  he 
brooded  and  became  depressed,  he  developed 
such  marked  rigidity  that  he  sought  medical 
attention.  During  the  years  preceding  his 
depression,  he  and  his  wife  had  been  very  active, 
riding  horseback,  and  participating  in  other 
sports  which  thus  retarded  the  development  of 
muscle  rigidity.  A nurse  has  had  a tremor  for 
six  years  but  by  carrying  on  in  her  profession 
has  never  become  disabled. 

In  1924  Abrahamson  and  Rabiner*  reported  on 
a series  of  patients  in  an  article  entitled  “Phasic 
and  Permanent  Mutations  in  Certain  En- 
cephalitic Syndromes.”  One  of  the  patients, 
A.  P , 11  years  old,  was  so  rigid  that  she  was  con- 
fined to  bed,  for  she  could  not  walk.  The  rigidity 
included  not  only  the  trunk,  but  also  her  face, 
and  her  speech  was  consequently  slow  and 
monotonous.  She  ate  with  difficulty,  and  her 
mother  visited  the  institution  daily  to  feed  her. 
So  she  was  all  day,  but  at  night  she  would  get  out 
of  bed,  wander  around  the  ward,  eat  greedily, 
and  laugh  and  chatter  with  the  other  pa- 
tients. 

A young  girl,  E.  0.,  aged  20,  was  rigid  and  im- 
mobile and  could  not  feed  herself  during  the  day. 
At  night  she  became  entirely  relaxed,  walked 
about  with  ease,  and  sometimes  danced.  S.  S., 
a 17-year-old  boy,  was  so  rigid  that  in  attempting 
to  walk  he  toppled  and  crashed  down  like  a 
statue  falling  from  a pedestal.  Yet,  at  times 
when  visitors  came  and  the  phonograph  was 
played,  he  would  doff  the  rigidity  that  encased 


* Abrahamson  and  Rabiner:  Tr.  Am.  Neurol.  A.  (1924); 
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his  body  like  armor  and  would  entertain  his  friends  ! 
with  Russian  dances  that  called  for  great  agility, 
rapidity  of  movement,  and  suppleness.  We  I 
could  describe  in  detail  many  other  instances 
similar  to  these,  for  they  are  by  now  well  known 
to  all  clinicians  who  have  studied  these  syn- 
dromes. 

At  the  time,  these  observations  led  one  of 
us  (R.)  to  introduce  physical  exercises  to  groups 
of  these  patients.  Later  an  attempt  was  made  i 
to  interest  the  city  hospital  administration  in 
setting  aside  a building  in  which  study  and  treat-  ! 
ment  of  this  postencephalitic  syndrome  could  be 
properly  continued.  Unfortunately,  this  re- 
quest was  never  granted. 

In  the  years  that  have  elapsed,  persistent 
efforts  have  been  made  to  stimulate  interest 
in  the  importance  of  activity  for  these  patients,  j 
It  is  interesting  to  note  that  in  discussions  of  the  a 
value  of  the  so-called  Bulgarian  treatment,  which 
consists  of  the  administration  of  a vinous  decoc- 
tion of  Atropa  belladonna,  it  has  been  em- 
phasized that  the  best  results  are  obtained  when 
exercises  are  given  to  augment  the  medicinal 
preparation. 

For  a number  of  years  now,  at  the  Jewish 
Sanitarium  and  Hospital  for  Chronic  Diseases  in 
Brooklyn,  routine  exercises  have  been  instituted 
for  groups  of  these  patients.  These  are  given 
under  the  direction  of  an  instructor,  and  the 
patients  are  advised  to  keep  as  active  as  pos- 
sible. 

Those  patients  who  do  not  cooperate  do  not  ! 
benefit  from  this  regimen,  but  others  are  definitely  ■ 
improved.  Following  the  exercises  they  move  i 
about  more  freely,  walk  better,  are  definitely 
happier,  and  instead  of  being  helpless  invalids 
requiring  the  aid  of  others  in  the  performance  j 
of  necessary  functions,  they  even  encourage  and 
help  other  patients,  force  them  to  accompany  | 
them  in  walking,  and  become  a part  of  the  moral 
influence  that  has  built  up  a spirit  of  hope  to  > 
people  who  had  been  previously  regarded  as 
incurable. 

We  do  not  believe  that  activity  offers  a cure  I 
for  Parkinsonism.  We  feel  that  these  patients 
should  not  be  advised  to  rest.  They  should  be  j 
told  to  carry  on  in  their  vocation  as  long  as 
possible  and  to  resist  the  temptation  to  “stay  | 
put”  in  a sitting  or  lying  position,  which  so  many 
of  them  want  to  do. 

It  is  obvious  that  this  regimen  is  contra- 
indicated in  cases  in  which  pathology  of  other  | 
organs  would  be  aggravated  by  activity.  Young  |i 
people  with  a postencephalitic  Parkinsonian  | 
syndrome  should  have  routine  exercises  in  ad-  I 
dition  to  any  of  the  several  forms  of  medication 
previously  described.  Drugs  without  activity  I 
are  of  little,  if  any,  value. 


i FROM  CIVILIAN  PRACTICE  TO  NAVY  MEDICINE 


Harold  J.  Harris,  Lt.  Comdr.  (MC),  USNR 

THERE  probably  is  little  that  is  new  in  the 
short  discussion  I have  prepared.  The 
| change  from  civilian  practice  is  much  what  one 
I would  expect  it  to  be — a confusing  experience  re- 
I quiring  adjustment  and  self-discipline. 

Active  duty,  in  my  instance,  began  in  May, 

I 1941,  with  assignment  to  the  Brooklyn  Naval 
H Hospital,  previous  experience  having  consisted 
[ of  two  weeks  of  voluntary  training  duty  in  June, 

11940.  The  purely  medical  duties  were  such  as 
anyone  capable  of  practicing  medicine  could 
readily  perform.  Mine  consisted  in  taking 
charge  of  the  acute  medical  wards  as  Ward 
I Medical  Officer,  with  a variable  number  of 
! assistant  medical  officers  who  came  to  duty, 

' became  familiar  with  the  work,  and  were  sent 
i elsewhere. 

There  would  be  nothing  at  all  to  relate  if  duties 
in  the  Navy  were  restricted  to  those  of  a physi- 
cian. There  is  much  more  than  that.  The 
routine  paper  work  seemed  overwhelming  to  the 
newer  reserve  officers.  Forms  by  the  score 
deluged  us,  and,  I confess,  seemed  superfluous  in 
nature  and  multiplicity.  Gradually  it  became 
evident  that  all  these  forms  and  procedures  had 
their  proper  place  in  the  scheme  of  the  Navy, 
and  that  none  could  efficiently  be  dispensed  with. 

The  Navy  keeps  a health  record  of  every  man 
who  joins  the  service.  The  record  contains 
every  bit  of  information  that  has  any  bearing 
on  the  health  of  that  man  and  therefore  on  his 
usefulness  to  the  Navy — a record  of  his  physical 
examination  on  enlistment,  a very  complete 
dental  record  (which  may  serve  as  the  only  means 
of  identification,  in  the  event  of  death  by  fire  or 
drowning),  and  a list  of  illnesses,  injuries,  and 
defects  existing  prior  to  enlistment.  That 
record  accompanies  or  follows  the  man  wherever 
he  goes  and  is  always  available,  within  a short 
period  of  time,  for  examination  and  for  the  ad- 
dition of  data  such  as  routine  inoculations, 
periodic  physical  examinations,  and  illnesses  and 
injuries  occurring  subsequent  to  enlistment. 
It  gives,  in  a small  space,  as  complete  a picture 
of  the  man  as  possible.  That  record  alone 
justifies  the  seemingly  endless  forms  and  records, 
of  which  it  is  a summary,  that  one  at  first  thinks 
of  as  mere  red  tape. 

Of  all  the  confusing  and  responsible  duties  that 
are  encountered,  the  greatest  are  those  concerned 
with  the  duties  as  Officer-of-the-Day  in  Navy 
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hospitals.  That  duty  is  usually  assigned  in 
rotation  to  all  medical  officers  of  the  rank  of 
lieutenant-commander  and  below.  It  entails 
the  assumption  of  full  responsibility  for  and 
full  charge  of  the  hospital,  its  personnel,  and  its 
patients  for  twenty-four-hour  periods.  Through 
the  working  day  the  Commanding  Officer  (who 
in  naval  hospitals  is  a physician),  the  Executive 
Officer  (also  a physician),  and  the  regular  staff  of 
medical  officers  are  also  on  duty;  after  4:00 
p.m.,  however,  until  the  next  morning  at  10:00 
a.m.,  the  Senior  Officer-of-the-Day  is  on  his  own 
— and  God  help  him  if  his  own  is  not  good 
enough!  He  is  the  Commanding  Officer,  the 
Executive  Officer,  the  department  heads,  and 
the  staff  officers  all  rolled  into  one.  It  takes 
weeks  or  months  of  such  duty  to  arrive  at  a state 
approaching  equanimity. 

Probably  I had  the  rudest  shock  that  can  be 
given  to  a sense  of  dignity  when  I was  informed 
that,  in  addition  to  being  a member  of  the  Courts 
Martial  Board,  Nurses’  Examining  Board,  and 
one  or  more  other  Boards,  I was  to  be  senior 
member  of  the  Ship’s  Service  Store  Inventory 
Board.  Ship’s  service  stores  sell  to  Navy  per- 
sonnel everything  from  shoe  laces  to  trunks  at 
prices  just  above  cost,  the  profits  being  used  for 
amusements,  such  as  cinemas,  for  the  personnel. 
It  seemed  incredible  that  a medical  officer  must 
drop  his  professional  duties,  go  to  the  store,  and 
actually  count  every  shoe-lace,  every  candy  bar, 
and  every  package  of  matches  and  gum.  It 
became  evident,  however,  that  such  was  the  case, 
that  it  had  been  for  many  years  past,  and  that 
presumably  it  will  continue  to  be. 

Medicine  in  a naval  hospital  is  interesting  and 
is  as  varied  as  it  is  in  any  large  civilian  hospital, 
especially  in  one  in  which  .the  dependents  of 
officers  and  men  are  treated.  If  the  newly 
enrolled  reserve  medical  officer  is  an  internist 
in  civilian  life,  he  is  usually  assigned  to  medical 
wards.  Sometimes  the  exigencies  of  the  work 
make  it  necessary  to  assign,  temporarily,  a 
surgeon  to  medical  wards  or  an  x-ray  man  to 
psychiatric  wards,  but  in  general  one  does  the 
work  he  is  best  fitted  for — or  he  may  learn  to 
adapt  himself  to  specialties  in  which  he  has  not 
practiced  before  entering  the  Navy. 

Occasionally  it  may  be  difficult  to  understand 
the  necessity  for  changing  a pet  method  of  treat- 
ment to  conform  to  the  available  drugs  or  equip- 
ment. One’s  own  prejudices  in  favor  of  one 
sulfonamide  over  another,  for  example,  may  lead 
to  unhappiness,  but,  in  general,  everything  that 
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is  essential  is  available,  and  patients  receive 
treatment  as  good  as  it  is  humanly  possible  to 
give. 

There  are  some  very  boring  duties  in  various 
branches  of  the  Navy  Medical  Department — ex- 
amining recruits,  conducting  medical  surveys, 
giving  routine  inoculations  (and  counting  Her- 
shey  bars) — but,  in  the  main,  it  is  extremely 
interesting  work  and  is  likely  to  add  much  to 
one’s  knowledge  of  medicine.  By  way  of 
illustration,  rheumatic  fever  is  of  unusual  oc- 
currence in  northern  New  York  State;  yet  in 
about  four  months  of  Navy  service  I saw  as 
many  cases  of  rheumatic  fever  as  I had  seen  in 
twenty  years  of  civilian  practice.  Malaria  is 
unknown  in  northern  New  York,  but  the  British 
presented  us  with  some  very  severe  cases  of  the 
malignant  tertian  form  from  the  west  coast  of 
Africa  that  one  would  have  to  travel  far  to  see 
at  first  hand.  Most  important  of  all,  to  physi- 
cians and  personnel  and  the  country  at  large, 
Navy  medicine  is  excellent  medicine. 

It  is  only  in  naval  hospitals  that  medical 
officers  are  actually  in  full  command.  In  all 
other  establishments  of  the  Navy — yards,  bar- 
racks, receiving  ships,  training  stations,  air  sta- 
tions, and  on  ships  of  all  types — line  officers  are 
in  command.  In  these  facilities,  medical  officers 
are  heads  or  assistants  in  the  medical  depart- 
ments, but  they  are  responsible  to  the  com- 
manding officers.  There  is  surprisingly  little 
conflict  here,  however,  for  line  officers  usually 
entertain  a wholesome  respect  for  the  opinions 
and  decisions  of  medical  officers  and  rarely  go 
counter  to  them.  However,  many  years  ago, 
one  commanding  officer  did,  I am  told  by  one  of 
the  survivors.  His  ship  was  put  under  quar- 
antine restrictions  by  the  medical  officer  attached 
to  one  of  our  gun  boats  lying  off  a South  American 
port  because  of  an  epidemic  of  yellow  fever  in 
that  port.  Every  officer  and  man  was  forbidden 
by  the  medical  officer  to  go  ashore.  The  com- 
manding officer  vacated  that  order,  he  and  other 
officers  and  men  went  ashore,  brought  back 
yellow  fever  to  the  ship,  and  half  of  them,  in- 
cluding the  commanding  officer,  died.  There 
is  an  even  healthier  respect  for  Navy  doctors 
on  the  part  of  fine  officers  since  that  time. 

Physical  therapy  has  had  some  of  its  greatest 
advances  contributed  by  Navy  medical  officers. 
It  is  common  now  to  find  even  small  ships’  sick 
bays  equipped  with  at  least  short  wave  diathermy 
and  infrared  and  ultraviolet  generators,  and 
manned  by  hospital  corpsmen  who  are  well 
trained  in  their  use.  Naval  hospitals  have  very 
well  equipped  and  staffed  departments  of  physical 
therapy  for  this  essential  branch  of  medicine. 

Nothing  concerning  sea  duty  will  be  discussed 
here,  for  as  yet  I have  not  been  to  sea.  Before  I 


finish  this  discussion,  orders  for  such  duty  may 
arrive.  In  one  instance  a lieutenant  commander, 
medical  corps,  was  given  two  hours  to  be  detached 
from  the  hospital,  to  report  to  district  head- 
quarters, and  to  be  on  board  a transport.  In 
another,  one  of  my  assistant  medical  officers  I 
was  given  three  hours  to  go  through  a similar  I 
procedure  and  report  on  board  a cruiser.  Most  I 
of  us  want  sea  duty — and  most  of  us  will  get  it  | 
before  there  is  a victorious  end  to  this  war. 

(Editor’s  Note:  After  the  above  was  written  3 
Dr.  Harris  was  transferred  from  the  naval  hos-  ] 
pital  for  duty  at  a receiving  barracks  and  later  1 
to  a ship.  The  remaining  paragraphs  deal  with  I 
his  subsequent  experiences.) 

Duty  at  a receiving  barracks,  receiving  !i 
station,  or  receiving  ship  consists  of  general  g 
medical  care,  examinations,  and  inoculations  of  j. 
transient  personnel  and  of  the  “ship’s  company.”  I 
(“Ship’s  company”  consists  of  personnel  regularly  I 
on  duty  at  the  facility,  now  being  largely  re- 
placed by  civil  service  employees  and  WAVES  to  ; 
make  the  men  available  for  sea  duty.)  Men  are 
sent  to  such  facilities  to  await  new  assignments 
— assignment  to  their  first  duty  following  train-  i 
ing,  or  reassignment  if  they  have  missed  their  j 
ships  for  one  or  another  reason,  such  as  hos-  1 
pitalization.  Some  are  crews  of  ships  which  are 
being  overhauled  or  repaired  after  damage  in  i 
action.  Others  are  men  assigned  to  special  ! 
duties  such  as  radio  school.  In  general,  they  j 
are  a husky  lot  and,  therefore,  present  lesser  (; 
and  different  problems  than  are  encountered  in 
hospital  duty. 

The  medical  officer  and  his  assistants  hold  j 
sick  call  at  least  twice  daily  for  any  who  may  j 
need  to  be  seen.  Those  with  minor  injuries,  non-  !i 
infectious  and  not  serious  illnesses  are  treated  |> 
at  once  or  put  to  bed  in  the  sick  bay.  Those  re-  |J 
quiring  much  care  are  despatched  to  the  nearest  L 
naval  hospital.  Equipment  is  adequate  for  all 
ordinary  needs  and  includes  basic  laboratory  and  i 
physical  therapeutic  procedures.  Inspection  of  i 
food  and  food  handlers  and  of  all  sanitary  9 
facilities  is  carried  out  rigidly. 

It  was  my  good  fortune  to  be  ordered  to  serve  j 
as  Senior  Medical  Officer  aboard  a combat  troop  j 
ship  with  the  amphibious  force  which  participated  i 
in  the  African  invasion.  The  ship  was  in  fl 
process  of  conversion  for  its  special  mission  j! 
when  I was  ordered  to  her,  so  the  novel  experience  j* 
of  supervising  the  construction  and  equipping 
of  the  hospital  facilities  fell  to  my  lot.  An  i 
adequate  number  of  assistant  medical  officers  for 
any  eventuality  was  assigned,  there  was  a period 
of  training,  and  we  took  our  place  in  that  great  j 
undertaking  which  is  now  apparently  approaching 
a successful  climax. 
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Sliipboard  duties  are  very  much  the  same  as 
: duties  at  shore  stations  except  for  those  con- 
j nected  with  expected  or  actual  casualties.  Pro- 
visions for  first  aid  in  all  parts  of  the  ship, 
particularly  in  the  engine  room  and  at  gun 
! stations,  and  preparations  for  the  care  of  major 
injuries  in  two  or  more  designated  spaces,  known 
as  battle  dressing  stations,  must  be  made. 
Boats  and  rafts  must  be  equipped  with  at  least 
; elementary  medical  needs.  Officers  and  men 
must  be  instructed  in  first  aid,  general  health 
measures,  venereal  disease  prevention,  and  the 
like.  Food  inspection  and  sanitary  inspection 
of  the  ship  is  even  more  important  than  in- 
: spection  at  shore  stations,  for  the  food  supply  is 
not  readily  replaceable,  nor  can  illness  among 
personnel  be  countenanced  if  it  is  possibly  pre- 
j ventable.  Inoculation  and  reinoculation  of  the 
men  must  be  done  periodically.  Here  again 
l the  health  record  is  the  one  positive  source  of 
information  as  to  what  the  man  has  had  and  what 
he  still  must  have.  Obviously,  the  types  of 
inoculations  to  be  given  depend  to  some  degree 
on  the  territory  that  the  ship  is  to  enter. 

The  medical  officer  must  have  a knowledge  of 
the  ship  that  will  allow  an  understanding  of 
the  needs  and  hazards  of  the  men  at  their  various 
tasks.  Salt  tablets  for  engine-room  crew,  dark 
adaptation  provisions  for  the  eyes  of  the  crews 
assigned  to  deck,  look-out,  and  gun  duty,  cotton 
for  the  ears  of  gun  crews,  and  provisions  for 
hoisting  injured  men  from  boats,  from  holds,  and 
through  narrow  hatches,  are  among  the  many 
varied  responsibilities  of  the  ship’s  medical 
officer. 

The  usual  sick-call  is  carried  out  two  or  three 


times  daily.  All  ships  carrying  medical  officers 
have  sick  bays  and  operating  rooms  where 
adequate  medical  and  surgical  care  may  be  given. 
When  the  ship  is  in  port,  patients  requiring 
extensive  diagnostic  or  treatment  procedures, 
as  well  as  patients  with  any  communicable 
diseases,  are  ordinarily  transferred  to  naval 
hospitals.  At  sea,  all  emergencies  must  be 
cared  for  at  once — and  most  of  them  are  cared  for 
remarkably  successfully. 

Hospital  corpsmen  deserve  all  the  credit  that 
is  given  them  in  stories  of  this  war — and  more. 
They  perform  all  the  tasks  essential  to  the  run- 
ning of  the  medical  department,  including 
rendering  first  aid,  the  upkeep  of  the  hospital 
spaces,  the  keeping  of  records, . and  the  nursing 
of  the  sick  and  injured.  In  addition  they  are 
sometimes  used  to  supplement  overworked  gun 
crews  and  look-outs.  Their  willingness  and 
efficiency  can  hardly  be  overpraised. 

On  one  mission  the  Army  officer  in  command 
of  the  troops  on  board  particularly  stressed  the 
excellent  cooperation  the  hospital  corpsmen  had 
given  to  the  Army  medical  officers  in  caring  for 
the  soldiers.  With  a desire  to  let  them  know 
that  their  work  was  appreciated,  I addressed 
them  one  morning  at  quarters,  complimenting 
them  on  their  work  and  mentioning  the  words  of 
commendation.  One  young  and  extremely  naive 
lad  among  them  said:  “Sir,  I think  that  is  just 
what  we  should  do  for  the  Army — after  all, 
they  are  our  allies,  just  like  the  Chinese.”* 


* Note:  The  opinions  or  assertions  contained  herein  are 

the  private  ones  of  the  writer  and  are  not  to  be  construed 
as  official  or  reflecting  the  views  of  the  Navy  Department  or 
the  Naval  Service  at  large. 


BLOOD  CHANGES  MAY  SHOW  RELATIONS  OF  NORTHERN  RACES 


“The  Monthly  Science  News,”  of  London,  reports 
that  the  Blood  Transfusion  Service  of  Great  Britain 
may  add  to  our  knowledge  of  relations  and  origins  of 
northern  races. 

Similarities  have  been  observed  between  the 
people  of  northern  Britain  and  the  people  of  the 
Scandinavian  countries,  evidence  that  strengthens 
the  assumption  that  the  Scandinavian  people  at 
one  time  had  settlements  in  the  British  Isles. 

Now  the  blood  donor  service  has  been  responsible 


for  the  collection  of  enough  data  to  demonstrate  the 
proportionate  frequencies  of  the  four  blood  groups, 
A,  B,  AB,  and  O.  A and  O change  as  one  passes 
from  south  to  north  in  Britain,  for  A becomes  rarer 
and  O becomes  more  common.  Proportions  of  the 
types  in  southern  England  are  most  like  those  in 
neighboring  continental  countries.  In  Scandinavia 
the  proportion  of  A is  much  higher  than  it  is  in 
southern  England  or  the  continent  adjacent  to 
England. — N.Y.  Herald  Tribune 


DEVICE  FOR  DETECTING  ABNORMAL  BRAIN  CONDITIONS 

Invented  by  two  scientists  at  the  University  of  The  instrument,  called  an  “encephalophone,” 
Edinburgh  Drs.  R.  Furth  and  E.  A.  Bevers,  a new  operates  on  the  principle  of  a submarine  detector, 
device  has  been  perfected  that  will  simplify  the  with  abnormalities  of  the  brain  changing  the  pitch 
diagnosis  of  abnormal  conditions  of  the  brain.  of  a constantly  sounded  note. 


THE  MODERN  SPA,  THE  PHYSICIAN,  AND  THE  PATIENT 

Washington  Merscher,  M.D.,  Watkins  Glen,  New  York 


WITH  the  present  upheaval  in  Europe,  it 
seems  that  the  American  people  are  less 
likely  to  go  abroad  for  their  spa  treatments  for 
years  to  come.  It  is  a well-recognized  fact  that 
the  people  of  the  Continent  are  much  more  con- 
scious of  the  value  of  these  resort  cures  than  we 
are  here  in  America.  They  believe  that  by 
frequent  visits  to  these  resorts  they  will  maintain 
their  present  health  standards  and  prevent 
future  illnesses.  We  in  America  have  been  slow 
to  realize  the  value  of  this  procedure.  We  have 
also  been  prone  to  ignore  health  maintenance, 
disregarding  early  danger  signals.  Of  all  people 
in  the  world  today,  Americans — with  their  driving 
force  and  energy,  their  increasing  mortality  from 
heart  disease,  the  startling  increase  of  their  an- 
gina and  coronary  thrombosis  groups — are 
probably  more  in  need  of  these  modern  spa 
methods  than  any  other  nationality  group. 

This  should  be  a particularly  apt  time  to  pre- 
sent briefly  and  concisely  what  the  American 
spa  is  capable  of  doing.  There  will  be  no  at- 
tempt at  a scientific  interpretation  of  why  certain 
results  are  obtained,  for  there  have  been  numbers 
of  papers  presented  on  this  and  kindred  subjects. 
The  modern  works  on  hydrotherapy  cover  this 
subject  completely. 

The  type  of  people  in  the  United  States  today 
who  are  taking  advantage  of  spa  treatments  may 
be  roughly  divided  into  several  groups.  First, 
there  are  those  who  return  annually  or  semi- 
annually. This  group  consists  almost  entirely 
of  the  advanced  age  group — those  who  realize 
the  value  of  a few  weeks  of  regulated  hydro- 
therapy, diet  control,  and  rest.  This  group 
should  include  today  those  who  need  it  most, 
the  group  just  entering  their  fifties  and  beyond. 
These  people,  having  gone  through  the  depression 
and  the  recession,  are  mentally  and  physically 
worn  down.  No  one  can  dispute  the  effect  of 
worry  and  the  group  of  coronary  disturbances 
that*  follow  it.  Members  of  this  age  group 
should  today  be  made  to  realize  the  value  of 
health  and  health  maintenance.  They  are  not 
hospital  cases,  but  they  cannot  be  left  alone 
to  work  out  their  own  schedules.  Here  is  where 
the  well-regulated  spas  can  do  their  best  work. 

The  second  group  who  patronize  spas  are  those 
who  enter  them  sporadically  to  overcome  the 
toxic  or  debilitating  aftermath  of  acute  illnesses, 
rheumatic  flare-ups  anginal  attacks,  post- 
operative conditions,  etc. 

A third  group  is  found  in  the  overweight. 
This  group  comprises  a fair  number. 


There  is  still  another  group,  wrhich  fortunately 
is  few  in  number.  These  people  go  from  one 
place  to  another,  comparing  this  with  that. 
Their  purpose  is  not  a health  motive.  It  may 
almost  be  classified  as  an  unusual  form  of  an 
escape  mechanism — an  attempt  to  avoid  the 
realities  of  life.  This  is  the  group  that  does  not 
add  to  the  prestige  of  spas. 

The  question  naturally  arises  as  to  the  type 
of  patients  treated.  The  type  of  patients  treated 
include  those  suffering  from  cardiac  and  neuro- 
circulatory  ailments,  arthritis,  neuritis,  sciatica, 
postmenopause,  and  metabolic  conditions  (obesi- 
ties, glandular  cases,  diabetes,  certain  types  of 
nephritis,  convalescent,  and  rest  cases) — all  con- 
stituting a good  cross  section  of  general  medicine. 

The  equipment  of  an  institution  handling  this 
type  of  patient  must  be  ample.  Laboratory 
facilities  are  important.  Facilities  for  x-ray 
and  fluoroscopic  examinations,  cardiographic 
studies,  and  basal  metabolism  should  be  avail- 
able. Such  accessory  methods  for  treatment  as 
short  wave,  infrared  and  ultraviolet  rays,  and 
colonic  irrigations  are  definite  adjuncts.  In  the 
hydrotherapy  and  allied  treatment  group  Nau- 
heim baths,  sinusoidal  baths,  packs,  whirlpool 
baths,  foam  baths,  showers,  Scotch  douche, 
mud  packs,  cabinets,  ionophoresis,  and  massage 
are  all  important.  For  this  last  group  there 
must  be  two  sets  of  equipment  because  of  the 
attendance  of  both  men  and  women  in  treatment 
groups. 

In  addition  to  the  above  facilities,  a well- 
planned  Zander  room,  combining  the  mechanical 
exercises  so  necessary  in  cardiac  cases  with  the 
extra  physical  work-out  as  an  adjunct  in  the 
treatment  of  obesity,  is  of  undoubted  value. 
So  are  the  graduated  walks,  as  in  the  Oertel 
walking  exercise.  Last,  but  by  no  means  least 
in  importance,  is  the  well-trained  dietitian. 

The  admission  of  a patient  to  an  institution 
of  this  type  is  usually  by  reference  from  the 
attending  physician,  with  a complete  history 
of  findings  and  recommendations.  On  admission, 
there  is  usually  a brief  interview  by  one  of  the 
staff  physicians,  and  an  appointment  is  made 
for  a complete  physical  examination.  At  this 
time  arrangements  are  made  for  any  special  exam- 
inations that  may  be  deemed  necessary  or  that 
have  been  requested  by  the  referring  physician. 
For  cardiac  cases  particularly,  it  is  helpful  here  to 
get  a heart  diagram  and  a cardiograph  for  future 
comparisons.  For  arthritis  patients,  blood  chem- 
istry and  sedimentation  should  be  taken,  and  for 
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diet  control  cases  a basal  metabolism  test  is 
necessary. 

A word  of  explanation  here  might  be  justifiable. 
Twenty-five  years  ago  complete  laboratory  and 
special  examinations  were  well  within  the  scope 
of  the  spa,  but  today  practically  all  this  back- 
ground work  has  been  thoroughly  gone  into  by 
the  patient’s  home  physician.  Duplication  of 
this  work  is  an  unnecessary  expense  to  the 
patient  and  a source  of  resentment  to  both  the 
patient  and  his  physician.  Upon  completion 
of  the  examination  and  the  compilation  of  the 
data  obtained  a letter  containing  a tabulation 
of  the  findings  is  written  to  the  referring  physi- 
cian. 

It  is  always  to  be  remembered  in  an  institution 
of  this  type  that  success  or  failure  is  entirely 
dependent  upon  the  cooperation  between  the 
referring  physician,  the  medical  staff,  and  the 
patient.  It  must  also  be  remembered  that  the 
institution  and  its  medical  group  are  not  the 
controlling  factors  with  the  patient.  The  home 
physician  remains  in  absolute  control  of  his 
patient.  But  frequent  communications  between 
the  two  medical  men  on  the  case  during  the 
time  of  the  patient’s  stay  are  to  be  encouraged. 
Upon  the  patient’s  leaving,  a r6sum6  of  the 
findings  and  the  treatment  progress  should  be 
sent  to  the  staff  physician,  with  possibly  a per- 
sonal note  to  be  given  to  the  patient  for  presenta- 
tion to  his  own  physician,  whom  he  is  instructed 
to  see  on  his  arrival  at  home.  In  all  ways,  the 
contact  between  the  referring  physician,  the 
patient,  and  the  staff  physician  should  be  de- 
veloped and  encouraged. 

After  the  examination  and  a perusal  of  findings 
and  data  from  the  referring  physician,  an  outline 
of  treatment  is  ordered  for  the  patient.  In 
effect  the  treatment  usually  calls  for  a morning 
and  afternoon  treatment,  with  the  further  obliga- 
tion of  one  hour’s  rest  following  each  treatment. 
Whenever  possible,  the  staff  physician  should 
make  frequent  visits  to  treatment  rooms  in  order 
to  have  first-hand  information  concerning  re- 
actions of  the  patient  during  and  after  treat- 
ment, particularly  in  cardiac  cases.  Care  should 
always  be  taken  not  to  alarm  a patient  unduly 
by  over-attention. 

Operators  of  spas  have  frequently  been  asked 
what  line  of  treatment  is  followed,  whether  it  is 
the  same  for  all  patients,  etc.  In  answering  these 
questions,  it  may  be  best  to  summarize  the  treat- 
ment of  certain  common  conditions. 

First,  and  probably  most  common,  is  the 
hypertensive  cardiovascular  group,  and  of  these 
it  is  to  be  remembered  that  the  moderately 
sclerotic  and  early  coronary  cases  get  the  best 
results.  Arteriosclerosis  of  the  first  part  of  the 
aorta  is  the  least  benefited.  Exercise  and  rest 


comprise  the  background  of  the  treatment. 
Massage  is  begun  moderately  and  gradually 
increased,  and  is  followed  by  one  hour  of  rest. 
The  Nauheim  baths  are  given  from  three  to  four 
times  a week,  with  gradual  increase  in  carbona- 
tion,  a corresponding  decrease  in  temperature, 
and,  probably  toward  the  end  of  the  series,  an 
increase  in  brine  strength.  The  total  number  of 
baths  in  the  series  varies  from  20  to  30.  The 
Nauheim  is  a vasatonic  treatment  bath,  with  an 
hour’s  rest  following. 

Hot  packs  or  abdominal  fomentations  will 
reduce  a moderate  degree  of  hypertension  from 
10  to  20  points.  Electric  cabinet,  followed  by 
spray  and  Scotch  douche,  is  to  be  used  with 
caution  and  only  on  those  patients  who  have 
been  carefully  studied  for  circulatory  balance 
and  cardiac  reserve. 

Schott’s  resisting  exercise,  Zanders’  passive 
mechanical  exercise,  and,  later,  short  easy 
Oertal  graded  walks  constitute  an  average  course 
of  treatment  for  the  hypertensive  and  cardiac 
patients  in  general,  with  modification  for  specific 
cases.  A factor  to  remember  is  the  sodium 
chloride  elimination  in  sweating.  Also  to  be 
kept  in  mind  is  the  fact  that  vigorous  sweating 
is  a definite  depletion  to  the  patient  and  to  his 
heart  and  should  be  employed  only  when  gen- 
eral conditions  warrant  it. 

It  is  unfortunate  that  the  sceptics  among 
physicians — and  they  are  numerous — cannot 
follow  a case  of  this  kind  daily  during  a three  or 
four  weeks’  stay  at  a spa.  The  syrup tomic  im- 
provement of  these  patients  is  often  startling, 
with  the  blood  pressure  picture  definitely  im- 
proved and  the  cardiac  reserve  increased. 

For  arthritics  in  general,  a program  is  followed 
that  includes  dietary  control,  the  use  of  cabinets 
for  elimination,  fomentations,  mud  packs,  mas- 
sage or  baking,  and  massage  of  the  involved 
joints.  The  mud  pack  is  an  antiphlogistic  and 
is  used  either  alone  or  in  the  same  treatment 
schedule  with  fomentations.  Variation  of  the 
response  of  patients  to  either  procedure  deter- 
mines which  is  to  be  given  preference.  The  mud 
pack  is  applied  at  an  average  temperature  of 
106  to  110  F.  for  a period  of  from  twenty  to 
forty  minutes.  In  arthritics  special  emphasis 
is  to  be  paid  to  rest  and  heat,  and  this  is  where  the 
short  wave  comes  to  the  fore.  Of  particular 
value  is  the  preliminary  use  of  the  infrared 
ray  followed  by  the  short  wave.  Also  splendid 
results  in  arthritics  can  be  obtained  with  hista- 
mine, in  the  form  of  imadyl  unguentum.  This 
may  be  used  either  in  the  form  of  massage  or  by 
ionophoresis.  There  is  usually  lessening  of 
pain  and  an  increased  amount  of  motion.  Not  to 
be  forgotten  is  the  great  value  of  the  supple- 
mental use  of  vitamins. 
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In  treating  obesity  it  is  possible  to  obtain 
splended  results,  providing  one  has  the  complete 
cooperation  of  the  patient.  A diet  background 
of  900  calories  is  a good  maintenance  one  if 
attention  is  paid  to  the  question  of  high  protein, 
high  mineral,  and  an  adequate  vitamin  intake. 
Fluid  intake  must  be  carefully  watched.  The  use 
of  hot  brine  baths,  the  bubble  bath,  cabinets, 
massage,  Zanders'  exercises,  and  outdoor 
walks  all  help  in  the  increased  elimination  that 
is  so  important  in  this  condition.  Here  again, 
if  the  basal  metabolism  has  been  taken,  the 
adjunct  use  of  some  of  the  thyroid  or  thyroid 
pituitary  combinations  has  proved  their  value. 
Weight  loss  is  not  rapid  and  should  not  be  because 
of  the  possible  disturbance  in  general  health. 

The  vagotonic  upsets  incidental  to  the  post- 
menopausal period  can  be  well  taken  care  of  in 
the  modern  spa.  The  regularity  of  life  and  the 
freedom  from  incidental  worries  and  cares  con- 
stitute the  first  gain.  A comprehensive  neuro- 
circulatory  training  regimen,  hot  air  cabinets, 
spray  showers,  Scotch  douche,  salt  rubs,  massage, 
and  physical  exercise  form  a valuable  group  of 
aids.  Again  not  to  be  neglected  is  the  supple- 
mental use  of  endocrine  preparations. 

As  a conclusion,  it  might  be  fitting  to  give  a 
brief  summary  of  the  Nauheim  bath,  its  in- 
dications, methods  of  use,  and  results  obtained. 
Natural  carbon  dioxide  baths  have  been  in  use 
at  various  health  resorts  for  many  years,  the 
most  famous  of  these  being  the  Spa  Nauheim 
in  Germany.  The  Nauheim  baths  are  indicated 
in  various  forms  of  heart  disease,  hypertensive 
cardiovascular  ailments,  valvular  heart  disease, 
providing  decompensation  is  not  overwhelming, 
and  in  the  various  degrees  of  myocarditis.  Again 
the  bath  may  be  used  for  its  general  circulatory 
effect  during  the  convalescent  period  of  the 
acute  infections  in  which  heart  damage  is  actual 
or  potential,  as  after  scarlet  fever,  pneumonia, 
influenza,  anginal  attacks,  and  in  coronary  dis- 
ease. 

It  is  also  useful  for  the  vagotonic  group 
in  which  the  autonomic  nervous  system  is  con- 
stantly at  war.  The  results  include  strengthen- 
ing of  the  heart  muscle,  equalizing  the  circula- 
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The  Conference  program  will  be  devoted  ex- 


tion, and  producing  a general  sedative  effect  on  | 
the  central  nervous  system. 

The  number,  frequency,  and  strength  of  the  \ 
baths,  both  as  to  saline  content  and  carbon 
dioxide  strength,  are  dependent  entirely  upon  i 
the  patient  and  his  response.  At  the  Glen 
Springs  the  brine  is  a 12  per  cent  solution  of  j 
sodium  chloride,  4.12  per  cent  calcium  chloride,  | 
with  approximately  68  Mache  units  of  radium  : 
activity,  a natural  brine  derived  from  a spring  on  i 
the  grounds.  This  brine  is  stronger  than  that  of  i 
of  the  spring  at  Nauheim,  and  must  be  diluted  | 
with  fresh  water.  It  is  artificially  carbonated. 
The  temperature  of  the  Nauheim  bath  water  is  j 
nearer  the  neutral  point — approximately  96  F. 

— with  weaker  carbonation.  The  temperature  ! 
during  the  series  of  baths  is  decreased,  while  the  ! 
carbon  dioxide  saturation  is  increased.  The  in- 
crease in  carbonation  offsets  any  feeling  of  chilli-  ■ 
ness  incidental  to  the  decrease  in  the  temperature 
of  the  water.  The  duration  of  the  bath  varies 
from  a starting  period  of  six  or  eight  minutes  up  ; 
to  a duration  of  from  twelve  to  fifteen  minutes  | 
by  the  end  of  the  series,  which  constitutes  an  I 
average  of  from  3 to  4 baths  a week  for  a full 
course  of  from  20  to  30. 

This  presentation  of  treatment  background 
naturally  covers  many  phases  not  particularly 
familiar  to  the  physician  in  general  practice, 
for  very  few  general  hospitals  except  those  of 
unusual  scope  are  equipped  with  complete  physio-  | 
therapy  departments.  The  cost  of  installation 
and  maintenance  and  the  salaries  of  the  at- 
tendants make  it  prohibitive  to  most.  General 
hospital  treatment  and  environment  and  those 
of  the  modern  spa  are  very  different.  One  cannot 
replace  the  other  in  their  respective  functions, 
yet  each  is  to  a certain  extent  dependent  upon 
the  other.  Essentially,  spa  therapy  is  really  a 
continuation  treatment  for  acutely  ill  patients 
and  a preventative  and  conservation  treatment 
for  those  who  do  not  need  actual  hospital  care. 

In  a spa,  the  treatment  schedules  can  be  car- 
ried out  in  quiet  surroundings,  with  close  dietary 
supervision  and  control  of  physical  effort,  with 
none  of  the  hospital  atmosphere  that  the  am- 
bulatory patient  resents  so  keenly. 


clusively  to  wartime  emergency  problems  as  they 
affect  public  health  and  the  public  health  profession. 

New  York  City  was  selected  because  more  than 
40  per  cent  of  the  membership  is  concentrated  in 
and  immediately  around  it.  The  radio  will  be 
used  as  extensively  as  possible  to  bring  the  benefits 
of  the  Conference  to  health  workers  in  distant 
states. 
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'L  Departments  of  Pharmacology  and  of  Medicine  of  Cornell  University  Medical  Col- 
lege and  the  New  York  Hospital,  with  collaboration  of  other  departments  and  institu- 
tions. The  questions  and  discussions  involve  participation  by  members  of  the  staff  of 
the  college  and  hospital,  students,  and  visitors.  The  next  report  will  appear  in  the 
July  1 issue  and  will  concern  “Treatment  of  Asthma  and  Hay  Fever.” 


The  Modern  Treatment  of  Cirrhosis  of  the  Liver  and  Hepatic  Insufficiency 


Dr.  David  P.  Barr:  From  the  standpoint  of 
therapy,  one  of  the  most  hopeless  of  diseases  has 
been  cirrhosis  of  the  liver  with  hepatic  insuffi- 
ciency. Recently,  however,  some  significant 
advances  have  been  made. 

This  morning  we  plan  to  discuss  the  rationale 
of  the  therapy  of  cirrhosis  of  the  liver.  I have 
asked  Dr.  Deitrick  to  review  the  older  literature 
on  this  subject  and  to  tell  us  what  might  have 
been  regarded  as  correct  management  a few  years 
ago. 

Dr.  John  E.  Deitrick:  Until  about  1900  or 
1910  the  diets  as  outlined  in  most  textbooks  and 
articles  on  cirrhosis  of  the  liver  were  generally 
low  in  practically  all  constituents.  Doctors 
were  afraid  of  giving  too  much  carbohydrate  be- 
cause it  was  thought  that  the  consequent  in- 
testinal fermentation  would  be  bad  for  cirrhotic 
patients.  They  were  afraid  to  give  protein  be- 
cause they  believed  that  the  badly  damaged  liver 
might  have  difficulty  in  handling  protein.  The 
intake  of  fats  was  not  described  in  detail.  So  the 
diet  which  was  used  for  years  was  composed 
chiefly  of  milk.  The  patient  was  given  from  3 to 
4 quarts  of  milk  a day  as  soon  as  the  diagnosis 
of  cirrhosis  of  the  liver  was  made  and  was  kept 
on  this  milk  diet  usually  for  two,  three,  or  four 
weeks.  Then  the  diet  was  gradually  increased 
by  the  addition  of  cereals,  vegetable  protein,  and 
occasionally  fish.  The  rationale  for  the  dietary 
restrictions  was  based  on  the  fact  that  all  food 
substances  had  to  pass  through  the  liver,  which 
was  known  to  be  badly  damaged  and  presumably 
was  unable  to  accomplish  the  necessary  break- 
down of  protein,  carbohydrate,  and  fat. 

Then  in  the  1920’s,  experiments  showed  that 
high  carbohydrate  diets  would  protect  the  liver 
against  certain  poisons.  These  observations 
marked  the  first  great  change  in  the  treatment 
of  cirrhosis.  A diet  relatively  low  in  protein  was 
still  advised,  but  instead  of  a low  caloric  diet, 
which  had  formerly  been  given,  it  was  now  pro- 
posed to  increase  the  carbohydrate  content  so 
that  the  patient  had  a relatively  normal  or  high 
caloric  intake. 


Innumerable  other  methods . and  therapeutic 
agents  have  been  used  in  the  past.  Liver  was 
used  as  early  as  1900  or  earlier.  Crude  liver 
was  ground  up  and  fed  to  these  patients  without 
any  spectacular  results.  The  old  remedies  in- 
cluded potassium  iodide  and  calomel,  although 
there  seems  to  have  been  no  definite  rationale 
for  them.  Alcohol  has  always  been  taboo,  for  ob- 
vious reasons,  and  spicy  foods  have  also  been 
prohibited.  Practically  every  therapeutic  regi- 
men for  cirrhosis  advised  a laxative  like  Vichy 
water  or  a saline  cathartic,  usually  magnesium 
sulfate.  Decholin  (dehydrocholic  acid)  was 
used  as  a cholagogue  for  a time;  it  is  a bile  salt 
known  to  stimulate  the  secretion  of  bile. 

When  the  mercurial  diuretics  came  into 
practical  usage,  they  represented  an  advance  in 
the  handling  of  the  patient  with  cirrhosis.  They 
were  not  aimed  so  much  at  the  treatment  of  the 
disease  itself  as  they  were  at  its  complications, 
chiefly  the  ascites. 

Surgery,  as  well  as  medicine,  developed  new 
technics  for  the  treatment  of  cirrhosis.  The 
theory  was  that  some  unknown  toxic  agent  was 
carried  by  the  portal  vein  to  the  liver,  causing 
progressive  liver  damage,  so  that  various  opera- 
tions intended  to  shunt  the  portal  blood  into  the 
greater  circulation  were  performed.  The  Eck 
fistula  was  performed  on  human  beings  several 
times.  Talma’s  operation  or  omentopexy  was 
also  attempted,  with  the  object  of  promoting  col- 
lateral circulation — that  is,  short-circuiting  the 
liver.  In  this  operation  the  peritoneal  surfaces 
of  the  liver  and  the  peritoneum  were  roughened 
and  the  omentum  was  sutured  to  the  abdominal 
wall  in  the  hope  that  adhesions  would  form  and 
new  blood  vessels  would  grow  through  the  ad- 
hesions to  carry  the  blood  around  the  liver  to 
the  superior  vena  cava.  In  some  series  im- 
provement was  reported  in  about  30  per  cent  of 
the  cases.  Whether  the  improvement  applied 
only  to  the  ascites  or  to  the  general  nutrition  of 
the  patient  is  hard  to  determine. 

Obviously,  such  operations  were  not  done  on  a 
sound  rational  basis.  It  was  purely  a supposition 
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that  toxic  substances  were  carried  in  the  portal 
circulation.  Furthermore,  we  know  that  all 
the  portal  blood  cannot  be  short-circuited  through 
the  greater  circulation  without  serious  com- 
plications. 

Study  of  these  therapeutic  regimens  reveals 
that  they  were  based  upon  no  clear  understanding 
of  the  cause  of  cirrhosis.  The  outlook  was 
hopeless  and  these  measures  were  regarded  as 
merely  palliative. 

Dr.  Barr:  I have  asked  Dr.  Charles  L.  Hoag- 
land  of  the  Rockefeller  Hospital  to  present  some 
of  the  newer  ideas  concerning  the  treatment  of 
cirrhosis,  and  particularly  to  tell  us  of  some  of 
his  own  results  in  connection  with  the  treatment 
of  this  disease. 

Dr.  Charles  L.  Hoagland:  Attention  was 
first  directed  to  the  role  of  faulty  nutrition  in 
the  production  of  human  cirrhosis  of  the  liver 
by  the  studies  of  Rao,  who,  in  1933,  showed  that 
a high  incidence  of  cirrhosis  occurred  among 
members  of  the  population  of  Southern  India, 
where  alcoholism  is  all  but  unknown.  In  these 
areas  nutritional  deficiencies  in  protein,  fat,  and 
vitamins,  especially  in  vitamins  A,  C,  and  D, 
have  occurred  among  members  of  the  population 
for  many  years.  In  1934,  surveys  made  in  Syria, 
where  the  incidence  of  cirrhosis  is  as  high  as  it  is 
in  any  part  of  the  world  and  where  chronic 
alcoholism  does  not  exist,  showed  that  the  diets  of 
most  members  of  a congested  population  were  ex- 
tremely low  in  protein.  In  Italy,  in  those  regions 
where  pellagra  is  endemic,  the  incidence  of  cir- 
rhosis has  always  been  high,  as  it  has  been  in  the 
southern  part  of  the  United  States,  where  pellagra 
has  been  a national  problem  since  1905.  These 
facts,  together  with  a growing  awareness  in  this 
country,  where  half  our  cases  of  cirrhosis  occur 
among  chronic  alcoholics,  of  the  relation  between 
chronic  alcoholism  and  vitamin  deficiencies, 
have  served  to  focus  our  attention  on  a possible 
nutritional  basis  for  hepatic  cirrhosis.  This 
realization,  together  with  a rapidly  growing 
background  in  the  production  of  experimental 
cirrhosis  in  animals  on  diets  low  in  protective 
catalysts,  has,  within  the  past  five  years,  re- 
oriented completely  our  therapeutic  approach  to 
the  management  of  this  distressing  disease. 

Dr.  Barr  has  asked  me  to  speak  briefly  on 
the  rationale  of  the  present  management  of 
cirrhosis,  a request  which  is  some  evidence  in 
itself  of  a break  on  the  part  of  therapeutists  with 
the  empiricism  of  the  past,  and  a willingness  to 
accept  any  ideas  that  the  experimental  laboratory 
has  to  offer  toward  the  treatment  of  this  disorder. 

If  we  can  demonstrate  any  progress  whatever 
in  regard  to  the  therapy  of  cirrhosis  based  on 
results  of  the  experimental  laboratory,  we  can 
congratulate  ourselves,  for  from  the  time  of  the 


ancient  physicians,  medical  writers  have  given 
this  disease  a fatal  prognosis  once  ascites  had 
appeared.  I might  say  that  therapy  of  the  past 
decade,  which  concerned  itself  with  glucose 
infusions,  mercurial  diuretics,  saline  purges, 
radical  surgical  procedures  directed  toward 
establishment  of  new  vascular  anastomoses,  and 
various  other  means  of  supportive  treatment,  did 
not  alter  our  fatalistic  ideas  concerning  this 
disease  during  the  time  in  which  these  modes  of 
therapy  were  in  vogue.  I hope,  however,  that 
in  recounting  the  failures  of  past  therapy  I am 
not  encouraging  the  belief  that  present  methods 
of  management  of  cirrhosis  are  all  that  may  be 
desired.  We  are  far  from  the  therapeutic  ideal, 
but  a certain  amount  of  progress  has  been  made, 
and  the  hope  is  very  bright  that  further  progress 
in  our  understanding  and  eventual  successful 
management  of  this  condition  will  be  made  as 
the  complex  nutritional  background  of  this  disease 
is  further  worked  out. 

To  justify  in  detail  the  rationale  of  the  modern 
management  of  hepatic  cirrhosis  would  require 
not  one  but  a series  of  discussions  together  with 
a comprehensive  review  of  the  greater  part  of  the 
fields  of  experimental  nutrition  and  biochemistry. 
Perhaps  the  best  plan,  therefore,  would  be  to 
present  the  history  of  a typical  case  of  advanced 
cirrhosis,  with  a resume  of  the  pertinent  findings 
in  the  history  and  physical  examination,  and  a 
detailed  account  of  the  therapeutic  regimen. 
We  shall  later  attempt  to  justify  each  item 
in  the  program  of  therapy  on  the  basis  of  results 
obtained  from  the  experimental  laboratory. 

A 48-year-old  Puerto  Rican  woman  presented 
herself  at  the  Rockefeller  Institute  Hospital 
Clinic  with  massive  ascites,  pretibial  and  ankle 
edema,  and  pain  in  the  abdomen.  Two  months 
before  she  had  developed  jaundice  and  ascites 
and  had  required  the  performance  of  one  para- 
centesis. Physical  examination  showed  a woman 
appearing  old  for  her  years,  breathing  rapidly, 
and  in  obvious  distress.  Her  hair  was  sparse 
gray,  and  dry.  Her  skin  was  dry  and  jaundiced 
and  her  sclerae  deeply  icteric.  There  was  sym- 
metric scaling  of  hands  and  arms.  There  were 
several  spider  angiomata  on  the  face,  neck,  and 
lower  extremities.  The  veins  on  her  neck  and 
the  upper  portion  of  her  chest  were  prominent. 
There  was  a marked  caput  medusae  on  the  ab- 
domen, extending  into  the  flanks.  The  heart 
was  displaced  to  the  left,  but  returned  to  normal 
position  after  paracentesis  and  the  removal  of 
6,000  cc.  of  clear,  straw-colored  fluid.  Other 
positive  findings  included  a taut,  protuberant 
abdomen  with  eversion  of  the  umbilicus,  and  a 
fluid  wave.  The  liver  margin,  palpable  after 
paracentesis,  was  about  4 finger  breadths  below 
the  costal  margin  and  appeared  hard  and 
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CLINICAL  COURSE  OF  PATIENT  M.  C. 


Date,  1941 

Weight,  Kg. 

Average 
Daily  Urine 
Output,  Cc. 

Paracentesis,  Cc. 

Daily 

Fluid 

Intake,  Cc. 

Remarks 

Oct.  14 

65 

450 

6,000 

900 

Dietary  regimen  begun;  appetite  poor;  nausea 

24 

54.2 

1,250 

1,200 

Nov.  4 

64.5 

420 

6,500 

1,000 

24 

63.0 

520 

8,000 

Liver  extract  started 

Dec.  4 

60 

1,200 

“ 

14 

58 

1,600 

** 

Appetite  improved;  no  nausea 

24 

55.4 

2,100 

‘ ‘ 

1942 

Jan.  1 

52.0 

1,250 

“ 

Sclerae  less  icteric 

10 

52.3 

1,300 

“ 

Appetite  good 

20 

54 

1,150 

Discharged 

June  1 

53 

1,200 

“ 

Clinic  visit;  improved 

leathery.  The  spleen  was  not  palpable.  The 
patient’s  social  history  revealed  a low  economic 
status  during  her  twenty  years’  residence  in 
Puerto  Rico  and  only  a slightly  improved  status 
during  her  five  years  in  the  United  States.  There 
was  a history  of  prolonged  addiction  to  wine,  rum, 
and  whiskey,  over  a period  of  at  least  twenty 
years. 

In  preparation  for  base  line  studies,  the  pa- 
tient was  placed  on  a diet  of  approximately  350 
Gm.  of  carbohydrate,  130  Gm.  of  protein,  and 
60  Gm.  of  fat.  She  was  given  daily,  25,000 
units  of  vitamin  A,  5,000  units  of  vitamin  D, 
100  mg.  of  ascorbic  acid,  5 mg.  of  thiamine,  2 mg. 
of  riboflavin,  1 mg.  of  pyridoxine,  50  mg.  of 
nicotinic  acid,  1 mg.  of  pantothenic  acid,  and 
sufficient  soy  bean  lecithin  to  provide  about 
3 Gm.  of  choline  daily.*  The  chart  entitled 
“Clinical  Course  of  Patient  M.  C.”  describes 
the  clinical  course  of  the  patient  during  her  period 
of  hospitalization. 

For  several  weeks  after  admission  the  urinary 
output  was  very  low,  and  the  patient  continued 
to  gain  weight  from  the  accumulation  of  ascitic 
fluid. 

A second  paracentesis  was  performed  six- 
teen days  after  admission,  with  the  removal  of 
6,500  cc.  of  fluid.  Fifteen  days  later,  a third 
paracentesis  was  performed,  with  the  removal 
of  8,000  cc.  of  fluid.  At  this  time  the  patient 
was  started  on  5 cc.  of  crude  liver  extract  daily, 
administered  intramuscularly,  for  one  week,  at 
which  time  dosage  was  reduced  to  5 cc.  three  times 
weekly.  The  patient’s  improvement  was  dra- 
matic from  this  point  on,  although  I am  not 
prepared  to  say  that  it  is  wholly  due  to  the  liver 
extract,  since  improvement  in  subsequent  cases 
has  not  occurred  so  rapidly.  No  further  para- 
centeses were  required.  The  patient’s  urinary 
output  became  greater  each  day,  with  a cor- 
responding loss  in  weight.  From  October  15, 
1941,  to  January  15,  1942,  the  patient  continued 
to  improve,  with  no  further  ascites  or  demon- 
strable edema.  She  was  discharged  from  the 

* Obtained  gratia  from  the  American  Lecithin  Company. 


hospital  at  this  time  and  has  returned  twice  a 
week  to  our  outpatient  clinic  to  receive  intra- 
muscular liver  extract.  The  quantity  has  now 
been  cut  to  two  weekly  doses  of  5 cc.  each.  In 
the  meantime  she  has  remained  for  the  most 
part  on  the  initial  diet,  with  continued  supple- 
ments of  vitamins  A,  D,  and  B complex.  The 
lecithin  has  been  discontinued. 

The  laboratory  data  afford  additional  objective 
evidence  of  improvement.  On  admission  the 
erythrocyte  count  was  2.0  million;  three  months 
later  it  was  3.1  million.  The  hemoglobin  in 
the  meantime  rose  from  40  per  cent  to  65  per 
cent.  An  original  blood  serum  albumin  value 
of  0.9  Gm.  had  reached  2.8  Gm.  per  100  cc.  when 
the  patient  was  discharged.  The  fibrinogen  rose 
from  a trace,  too  small  to  be  determined  ac- 
curately, to  0.1  Gm.  per  100  cc.  The  plasma 
vitamin  A rose  from  an  initial  level  of  15  I.U. 
per  100  cc.  to  70  I.U.  The  carotene  level  of  0.05 
mg.  per  100  cc.  of  plasma  remained  unchanged. 
A bromsulfalein  liver  function  test  showed  40  per 
cent  retention  in  the  blood  after  five  minutes 
and  15  per  cent  after  thirty  minutes,  which  was  a 
slight  improvement.  The  hippuric  acid  excretion 
test  was  50  per  cent  of  normal  on  admission  and 
not  appreciably  changed  on  discharge.  An  initial 
icterus  index  of  18  fell  to  8 on  discharge.  This 
improvement  was  confirmed  by  the  disappearance, 
clinically,  of  the  icterus.  Rationale  for  a high 
protein  diet  in  the  treatment  of  cirrhosis  of  the 
liver  is  best  discussed  along  with  the  rationale  for 
the  inclusion  of  choline,  and  this,  in  turn,  with 
the  exclusion  of  fats,  in  so  far  as  possible,  since 
sharp  delineation  of  the  effects  of  each  regimen 
is  impossible  at  the  moment. 

In  1933  it  was  pointed  out  by  a number  of 
workers  that  a high  incidence  of  cirrhosis  was 
almost  invariably  associated  with  a previously 
low  intake  of  protein  over  a period  of  years. 
Even  more  direct  evidence  for  the  protective 
effect  of  protein  on  hepatic  processes  has  been 
obtained  in  the  experimental  animal.  The 
importance  of  protein  in  liver  protection  was 
shown  by  Goldschmidt  and  his  coworkers  in 
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1939,  as  a result  of  their  dietary  studies  on  rats, 
when  it  was  concluded  that  a diet  high  in  protein, 
if  given  before  the  production  of  anesthesia 
with  choloroform,  reduced  the  incidence  of 
hepatic  cellular  necrosis,  even  in  livers  with  high 
lipid  content.  Whipple  and  his  associates  have 
confirmed  this  work  and  have  shown  that  the 
effects  of  high  protein  intake  in  protecting  the 
liver  from  chloroform  injury  can  be  duplicated 
by  the  addition  of  methionine  and,  to  a lesser 
extent,  of  cystine  to  a diet  low  in  protein.  More- 
over, Sebrell  and  his  associates  have  demon- 
strated that  in  rats  with  liver  cirrhosis  produced 
on  a low  choline,  low  casein  diet,  improvement 
in  the  gross  appearance  of  the  liver  and  hyper- 
plastic regeneration  of  liver  cells  occurred  fol- 
lowing treatment  with  choline  and  a high  casein 
diet.  Similar  results  have  been  obtained  in 
protecting  the  liver  of  dogs  from  arsphenamine 
injury  by  the  use  of  these  substances.  At  the 
moment,  many  of  the  effects  of  high  protein  diets 
seem  to  be  explained  on  the  basis  of  their  high 
content  of  methionine,  which  we  now  know  can 
donate  methyl  groups  for  the  formation  of 
choline. 

The  lipotropic  effects  of  choline  are,  of  course, 
well  known.  The  fact  that  cystine  is  also  helpful 
in  preventing  dietary  cirrhosis  in  rats  is  inter- 
esting, since  it  enters  only  indirectly  into  the 
transmethylation  scheme,  and  also  in  viewT  of  the 
fact  that  Gyorgy  and  his  associates  have  showm 
that  the  protective  effects  of  choline  and  methio- 
nine against  dietary  cirrhosis  can  be  reversed 
by  large  amounts  of  cystine  in  much  the  same 
manner  that  they  can  be  reversed  by  fat  supple- 
ments. 

Optimism  with  respect  to  therapy  of  advanced 
cirrhosis  of  the  liver  is  nearly  ahvays  met  with 
the  statement  that  much  of  the  defect  appears 
to  be  a mechanical  one  brought  about  by  fibrosis 
and  liver  shrinkage,  and  therefore  that  attempts 
to  reverse  the  pathologic  process  are  hopeless. 
In  the  past,  the  ascites,  which  is  often  the  most 
troublesome  feature  of  this  disease,  was  ex- 
plained on  the  basis  of  portal  hypertension  and 
consequent  resistance  to  the  flow  of  blood  through 
the  portal  system.  It  is  true  that  a portal 
hypertension  may  exist  in  many  of  these  cases. 
It  has  even  been  measured  directly  by  Thompson, 
Whipple,  and  others,  and  indirectly  by  post- 
mortem perfusion  experiments.  But  Patek  and 
Post  have  shown  quite  clearly,  I think,  that 
ascites  is  more  definitely  related  to  a marked 
deficit  in  plasma  albumin,  and  that  when,  in 
spite  of  portal  hypertension,  a critical  concentra- 
tion of  approximately  3.2  Gm.  per  100  cc.  of 
plasma  albumin  is  reached,  the  ascites  dis- 
appears rapidly,  although  no  demonstrable 
change  in  portal  hypertension  has  occurred. 


Moreover,  there  are  many  instances  when  portal 
hypertension  is  marked,  even  though  ascites 
is  not  noted.  In  these  cases,  the  concentration 
of  plasma  albumin  appears  to  be  adequate. 

The  rationale  for  a low  fat  diet  in  cirrhosis 
has  been  argued  for  many  years — first  because 
it  w*as  realized  that  in  the  presence  of  interference 
with  bile  metabolism  fats  are  not  digested  as 
effectively  as  they  are  in  the  normal  person. 
Furthermore,  since  the  work  of  Connor,  it  has 
generally  been  accepted  that  the  appearance  of 
fatty  infiltration  of  the  liver  precedes  the  cir- 
rhotic state  and  that  effects  of  choline  and 
methionine  in  reversing  this  process  in  animals 
can  be  prevented  entirely  by  increasing  the  fat 
intake. 

Rationale  for  the  administration  of  large  i 
amounts  of  B-complex  rests  on  a more  empirical 
basis — that  is,  on  the  assumption  that  faulty 
metabolism  of  these  substances  may  occur  in 
the  diseased  liver,  and,  of  course,  on  the  recent 
observation  of  McCollum,  Gyorgy,  and  others, 
that  some  protection  against  experimental  cir- 
rhosis is  afforded  by  increasing  the  B-complex 
intake  in  animals.  We  have  sought  for  more 
direct  evidence  of  this  faulty  utilization  in  cir- 
rhosis and  have  some  evidence  that  the  amount 
of  nicotinic  acid  required  to  elevate  blood  co- 
enzyme— the  active,  physiologic  form  of  nico- 
tinic acid — is  greater  than  that  required  by  the 
normal  patient. 

Evidence  of  an  enhanced  need  for  vitamin  A 
in  patients  writh  cirrhosis  of  the  liver  is  more 
convincing.  Ninety-five  per  cent  of  the  vitamin 
A stores  are  in  the  fiver,  and  analyses  on  cir- 
rhotic fivers  for  vitamin  A reveal  in  many  in- 
stances a concentration  of  less  than  10  per  cent 
of  this  amount.  Patek  and  others  have  showm 
that  defects  in  adaptation  to  darkness  may  occur 
in  patients  with  cirrhosis  of  long  standing.  Ad- 
ded to  this  may  be  a defect  in  the  ability  of  the 
cirrhotic  fiver  to  convert  carotene  and  caro- 
tenoid pigments  into  vitamin  A.  So  far  as  we 
know,  the  fiver  is  the  only  important  site  of  the 
mechanism  required  for  this  conversion. 

Evidence  of  vitamin  K deficiency  in  prolonged 
cirrhosis  is  also  strong.  This  deficiency  arises 
in  part  as  a result  of  deranged  absorption  due  to 
altered  bile  pigment  metabolism  in  the  intestine 
and  in  part,  perhaps,  because  of  faulty  utiliza- 
tion by  the  fiver.  When  enough  fiver  function 
remains  in  cirrhosis,  vitamin  K administered 
parenterally  may  enhance  the  prothrombin  value. 

The  rationale  for  fiver  extract  therapy  is  much 
harder  to  assess.  Patek  and  others  have  given 
5 cc.  or  more  of  crude  fiver  extract  weekly  to  their 
cirrhotic  patients,  as  a source  of  vitamin  B 
complex  and  of  other  required  factors  not  yet 
defined,  but  which  may  be  contained  in  crude 
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liver  extract.  So  far  as  I am  aware,  the  French 
workers  were  the  first  to  advance  the  idea  that 
liver  extract  may  be  indicated  on  the  basis  of  a 
replacement  adjuvant.  This  aspect  of  the 
problem  of  the  therapy  of  hepatic  cirrhosis  has 
interested  me  most,  and  we  believe  we  have 
unequivocal  evidence  of  its  usefulness  in  those 
cases  in  which  all  the  known  requirements  of  the 
B-complex  are  met  in  excess.  When  all  things 
have  been  done  which  seem  to  be  indicated 
in  the  rational  therapy  of  cirrhosis — such  as  high 
protein,  high  carbohydrate,  low  fat  diet,  choline, 
vitamin  B complex,  and  vitamins  A,  D,  and  C 
— additional  benefit  may  be  obtained  by  the 
administration  of  relatively  large  quantities  of 
liver  extract  parenterally,  two  to  three  times 
weekly.  The  evidence  for  the  efficacy  of  liver 
extract  in  the  patient  whose  case  was  described 
is  not  better  than  in  several  cases  for  whom  we 
have  been  permitted  to  have  longer  base  lines 
on  controlled  diet,  choline,  and  B-complex 
administration  before  beginning  liver  extract 
therapy.  We  regret  that  exigencies  of  the  war 
and  the  need  for  space  in  our  hospital  for  pa- 
tients from  the  United  States  Navy  have  for  the 
time  being  interrupted  this  phase  of  our  research. 

| At  the  moment  we  are  studying  a number  of 
cases  with  Dr.  Elaine  P.  Ralli,  on  the  Third 
Medical  Division  at  Bellevue,  where  we  are  able 
to  secure  the  objective  biochemical  tests  on  the 
number  of  patients  required  to  prove  this  point. 
Obviously  many  cases,  carefully  studied,  to- 
gether with  a series  of  alternate  control  cases, 
i will  be  required  before  this  matter  can  be  settled 
I unequivocally. 

Dr.  Barr:  The  subject  is  now  open  for 
I general  discussion  or  questions. 

Dr.  C.  H.  Wheeler:  Dr.  Hoagland,  is  there 
| any  evidence  that  this  treatment  produces 
I actual  regeneration  of  liver  tissue,  or  does  it 
I simply  arrest  the  changes  which  are  under 
| way? 

Dr.  Hoagland:  That  is  an  interesting  aspect 
I of  the  problem. 

For  some  time  we  have  been  seeking  a test 
I that  would  tell  us  when  this  process  is  arrested, 
and  Dr.  Hanger  feels  that  such  a test  is  embodied 
in  the  cephalin  flocculation  test,  the  results  of 
I which  are  believed  to  give  some  notion  of  the 
| extent  of  the  active  process.  If  such  a test  is 
valid,  it  might  enable  us  to  get  at  just  that 
I problem.  It  is  possible  that  we  are  providing 
an  elaborate  replacement  regimen  without  revers- 
I ing  the  hepatic  process  in  the  least. 

In  the  case  just  presented  the  liver  on  palpation 
I still  appears  as  leathery  as  ever  and  leaves  no 
| doubt  that  cirrhosis  remains. 

Dr.  Wheeler  : Do  animal  experiments  throw 

any  light  on  that  point? 


Dr.  Hoagland:  Sebrell  and  others  maintain 
that  there  is  extensive  regeneration,  or  hyper- 
plasia, resulting  from  the  administration  of 
choline  and  methionine  in  their  animals  with 
experimental  cirrhosis.  Of  course,  the  identity 
of  liver  cirrhosis  in  the  rat  with  that  of  the 
human  being  is  questionable,  but  the  pathologists 
seem  willing  to  say  that  the  cirrhotic  process  in 
experimental  animals  resembles  very  much  the 
pathologic  process  in  human  cirrhosis. 

Dr.  McKeen  Cattell:  Do  these  cirrhotic 
livers  regenerate  after  surgical  operation? 

Dr.  Deitrick:  I think  it  is  fairly  well  ac- 

cepted that  regeneration  may  occur.  The 
pathologists  argue  as  to  whether  the  biliary 
ducts  themselves  produce  the  new  liver  cells, 
and  apparently  some  believe  that  they  do. 

Dr.  Barr:  I think  that  it  is  a natural  con- 

sequence of  the  destruction  of  portions  of  the 
liver  to  have  a subsequent  regeneration  of  un- 
involved portions  when  the  damaging  process 
is  no  longer  active.  One  explanation  of  the 
cause  of  cirrhosis  of  the  liver  has  been  either 
that  certain  factors  prevented  this  natural  re- 
generation or  that  the  absence  of  certain  factors 
was  responsible  for  an  absence  of  regeneration. 

It  is  interesting  that  Mann  found  very  active 
regeneration  after  partial  removal  of  the  liver, 
and  he  found  also  that  in  animals  that  were 
fed  high  protein  diets,  the  regeneration  was 
diminished  or  almost  completely  inhibited.  So 
there  came  from  the  Mayo  Clinic  and  elsewhere  a 
prohibition  against  a high  protein  diet,  which 
now  is  apparently  completely  reversed  by  the 
work  which  Dr.  Whipple  started  and  which  is 
being  continued  in  many  other  laboratories. 

Dr.  Hoagland:  Dr.  Snell’s  cases  were  on  a 
protein  intake  even  higher  than  that  in  the  case 
under  discussion. 

Dr.  Barr:  Snell  has  recently  expressed 
himself  as  being  strongly  in  favor  of  a high 
protein  diet. 

Dr.  Harry  Gold:  After  the  active  process 
of  liver  destruction  has  stopped,  there  still 
remains  the  problem  of  regeneration.  May  not 
a high  protein  intake  continue  to  interfere  with 
regeneration?  If  the  liver  is  given  too  big  a job 
to  do  in  other  directions,  may  not  its  growth 
slow  down? 

Dr.  Hoagland:  Perhaps  the  stimulus  to 
growth  is  removed  by  diets  too  high  in  replace- 
ment substances. 

Dr.  Ephraim  Shorr:  Is  there  any  evidence, 
Dr.  Hoagland,  of  a related  defect  in  renal  function 
in  these  patients? 

Dr.  Hoagland:  I cannot  quote  anyone  on 
this  point,  but  I am  distinctly  under  the  im- 
pression that  pathologists  often  find  renal 
pathology  associated  with  cirrhosis. 
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Dr.  Shorr:  I wonder  whether  there  are  any 
studies  of  amino  acid  metabolism  by  which  one 
could  determine  the  ability  of  the  liver  to  handle 
amino  acids,  since  that  is  our  present  concept  of 
deamination. 

Dr.  Hoagland:  We  know  that  there  is  no 
appreciable  inability  of  the  cirrhotic  liver  to 
convert  glycocyamine  to  creatine  by  trans- 
methylation from  methionine. 

Nitrogen  balances  indicate  that  many  of  these 
patients  are  often  very  near  a negative  balance. 

Dr.  Shorr:  In  fact,  negative  nitrogen  bal- 
ances, or  precarious  nitrogen  balances,  suggest 
that  the  influence  of  both  estrogens  and  andro- 
gens might  be  utilized  as  adjuvants  because  of 
their  sparing  effect  on  nitrogen  metabolism. 
Using  physiologic  doses  of  these  substances,  it 
is  possible  to  increase  retention  to  as  much  as 
3.5  to  4 Gm.  of  nitrogen  a day  within  a period 
of  a week  or  two. 

Dr.  Hoagland:  I am  interested  in  your 
comment  on  the  androgens  and  estrogens  because 
it  is  thought  that  some  of  the  gynecomastia  and 
testicular  degenerations  that  occur  in  these  cases 
may  be  explained  on  the  inability  of  the  liver 
to  detoxify  estrogens. 

Dr.  Shorr:  One  occasionally  gets  evidence 
of  very  definite  improvement  with  androgens, 
in  cases  not  so  carefully  studied  as  this.  Finally, 
in  the  acute  case,  after  paracentesis  has  been 
performed  and  the  plasma  albumin  has  been 
found  to  be  very  low,  would  plasma  transfusions 
provide  a temporary  stopgap  until  the  patient’s 
own  regeneration  permitted  an  endogenous 
elaboration? 

Dr.  Hoagland:  A most  dramatic  relief  from 
ascites  has  been  observed  in  just  such  a case  as 
jmu  have  mentioned.  So  far  this  has  been  tried 
in  only  one  case. 

Dr.  Shorr  : Does  the  lowering  of  the  plasma 
protein  have  any  effect  on  bone? 

Dr.  Hoagland:  Yes,  almost  without  excep- 
tion these  cases  show  marked  decalcification  of 
the  bony  skeleton.  For  that  reason  we  felt  that 
inclusion  of  vitamin  D was  important.  The 
need  for  vitamin  D is  also  evidenced  in  the 
precarious  phosphorus  balance  which  these 
patients  show. 

Dr.  Shorr:  Dr.  Bowers  has  been  studying 

one  case  in  which  enormous  quantities  of  vitamin 
D were  employed  by  mouth  without  effect  and 
which  brought  up  the  possibility  that  there  may 
at  times  be  some  defect  in  the  gastrointestinal 
tract  with  respect  to  its  absorption.  I wonder 
whether  the  effect  of  intramuscular  as  compared 
with  oral  administration  of  vitamin  A or  D has 
been  investigated  in  your  cases. 

Dr.  Hoagland  : We  have  attempted  to  get 
around  this  difficulty  by  giving  vitamin  A 


parenterally.  A much  higher  level  of  vitamin  A 
is  obtained  by  its  intramuscular  administration 
than  when  it  is  given  by  mouth. 

Dr.  Gold:  I should  like  to  ask  whether  any 
benefit  is  derived  from  calcium  administration 
in  cirrhosis  of  the  liver  at  any  stage,  and  whether 
the  cholagogues  play  any  part  in  the  changes 
which  occur. 

Dr.  Hoagland:  One  of  the  things  I did  not 
mention  in  the  long  fist  of  therapeutic  agents  was 
the  fact  that  we  give  our  patients  large  amounts 
of  bile  salts.  This  patient  received  bile  salts. 
I have  not  found  any  way  to  fit  that  into  the 
research  scheme,  but  I think  it  is  rational. 

Dr.  Gold:  On  the  basis  of  promoting  ab- 
sorption from  the  gastrointestinal  tract? 

Dr.  Hoagland:  And  perhaps  to  supply 
certain  of  those  things  that  may  be  insufficient. 

Dr.  Gold  : And  calcium? 

Dr.  Hoagland  : I have  no  information  about 
calcium.  The  calcium  intake  is  materially 
increased,  however,  by  the  administration  of 
the  high  protein  diet. 

Dr.  Shorr:  The  presence  of  decalcification 
might  persuade  one  to  administer  calcium  along 
with  large  amounts  of  vitamin  D. 

Dr.  Wheeler:  Could  you  say  a word,  Dr. 
Hoagland,  about  the  availability  of  these  sub- 
stances, such  as  choline  and  lecithin,  to  smaller 
hospitals  and  practicing  physicians? 

Dr.  Hoagland:  The  lecithin  choline  is  very 
cheap  at  the  moment  because  it  is  a by-product 
in  the  manufacture  of  soy  bean  products,  but  I 
think  that  methionine  is  prohibitively  ex- 
pensive. It  is  about  $1.50  a gram,  so  that  the 
best  way  to  give  it  is  by  means  of  casein  supple- 
ments or  other  proteins  high  in  methionine 
— that  is,  the  whole  group  of  proteins  of  animal 
origin. 

As  for  the  vitamins,  we  have  used  the  crystal- 
line members  of  the  B-complex  because  we 
wanted  to  control  the  ratios  as  nearly  as  possible. 
These  are  not  prohibitively  expensive,  as  you 
know,  and  they  can  even  be  purchased  in  mix- 
tures about  as  cheaply  as  the  B-complex  from 
natural  sources. 

Dr.  Barr:  According  to  your  chart,  Dr. 
Hoagland,  it  wrould  appear  that  this  patient  did 
not  improve  until  the  crude  liver  extract  was 
given.  Is  that  inference  correct?  Was  there 
any  demonstrable  improvement  before  its  ad- 
ministration? 

Dr.  Hoagland:  There  was  no  demonstrable 
improvement,  but  at  the  same  time  she  was  so 
critically  ill  that  we  were  afraid  to  extend  the  base 
line  any  longer. 

We  have  three  other  cases  in  which  there 
was  marked  improvement  on  the  regimen  that 
I have  outlined,  without  the  liver  extract. 
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Dr.  Barr:  And  you  believe  that  when  you 
give  all  these  supplements  without  the  liver 
1 extract  you  are  approximating  the  beneficial 
I effects  of  the  liver  extract? 

Dr.  Hoagland:  In  my  opinion  the  liver 
extract  is  just  one  more  part  of  the  mosaic  re- 
quired for  complete  therapy. 

Dr.  Barr:  On  the  other  hand,  would  you 
say  that  the  converse  is  true — namely,  that  you 
could  use  liver  extract  alone  without  these  other 
additions? 

Dr.  Hoagland:  We  have  a smaller  series 
going  in  that  direction,  but  I do  not  think  the 
improvement  is  as  marked  as  the  other  way 
around.  Of  course,  the  fiver  extract  contains 
many  of  the  other  components  so  that  it  is  very 
difficult  to  evaluate. 

Dr.  Barr:  What  crude  fiver  extract  do 
you  use? 

Dr.  Hoagland:  We  make  the  crude  fiver 
extract  in  our  own  laboratory  from  Armour’s 
fiver  powder,  which  is  defatted  with  acetone.  A 
continuous  re-extraction  of  this  material  with 
hot  water  and  treatment  of  the  water  extract 
| with  permutit  removes  any  chill-producing 
| substances.  It  is  then  bottled,  and  autoclaved, 

| and  subsequently  tested  for  sterility  and  toxicity. 

I It  is  still  extremely  crude  compared  to  most 
| fiver  extracts. 

Dr.  Barr:  Have  you  any  experience  with 
I the  crude  fiver  extracts  on  the  market,  such  as 
' Valentine’s  crude  fiver  extract?  Do  you  know 
! whether  in  practice  one  could  use  that  with  any 
degree  of  equivalence? 

Dr.  Hoagland:  I rather  think  that  you 
might,  because  the  procedure  for  making  it  is 
much  the  same.  We  have  undertaken  to  assay 
the  Valentine’s  and  our  own  extracts  for  these 
various  components  with  microbiologic  methods, 
and  they  assay  very  closely  in  riboflavin,  nico- 
tinic, pantothenic,  and  biotin  content.  However, 
there  is  a great  deal  of  variation  in  the  choline 
content. 

Dr.  Reid  R.  Heffner:  I gather  from  your 
remarks  that  the  type  of  protein  you  use  makes 
no  difference.  Patek,  I believe,  originally  recom- 
mended that  protein  be  derived  from  dairy 
products,  particularly  milk  and  eggs,  and  Snell 
recently  recommended  the  same  thing.  Do 
you  agree  with  that? 

Dr.  Hoagland:  I prefer  the  animal  proteins 
because  I think  in  general  they  are  much  higher 
in  methionine  and  also  -in  some  of  the  other  es- 
sential amino  acids. 

Dr.  Walter  Modell:  Is  it  practical  to  feed 
such  patients  large  amounts  of  soy  bean  products? 
Before  it  is  defatted,  the  soy  bean  has  high  protein 
and  lecithin  contents  as  well  as  a substantial 
amount  of  most  vitamins. 


Dr.  Hoagland:  Not  if  it  is  refined  too  much. 

Dr.  Modell:  It  is  a complete  food,  and  very 
cheap — about  ten  cents  a pound. 

Dr.  Hoagland  : I know  that  choline  is  about 
one-twentieth  as  expensive  in  the  form  of  soy 
bean  lecithin  as  in  the  form  of  egg  lecithin. 

Dr.  Wheeler:  Where  do  you  obtain  the 
lecithin? 

Dr.  Hoagland  : The  soy  bean  lecithin  can  be 
obtained  from  the  American  Lecithin  Company. 
It  is  put  up  in  cookies,  which  some  patients  like 
very  much. 

Student:  You  mentioned  stabilization.  Do 
these  patients  lose  their  ascites  completely? 

Dr.  Hoagland:  The  patient  just  described 
has  lost  her  ascites  entirely,  and  there  is  now  no 
demonstrable  pretibial  edema.  The  ascites  did 
not  disappear,  however,  until  the  albumin  con- 
tent of  the  plasma  rose  appreciably. 

Student:  Have  you  considered  the  possible 
return  of  the  ascitic  fluid  to  the  patient? 

Dr.  Hoagland  : That  would  necessitate  some 
rather  involved  biochemistry.  We  have  con- 
sidered the  possibility. 

Dr.  Barr:  I know  that  has  been  tried  but 
without  brilliant  results.  I have  no  data  on  it 
myself. 

Dr.  Hoagland:  We  have  been  interested 
in  whether  the  protein  make-up  of  the  ascitic 
fluid  is  different  from  that  of  blood  plasma. 
There  is  some  evidence  that  it  does  differ. 

Dr.  Barr:  Thank  you  very  much,  Dr.  Hoag- 
land, for  coming  here  today. 

Summary 

Dr.  Janet  Travell:  Recent  clinical  studies 
yield  evidence  that  cirrhosis  of  the  fiver  is  the 
result  of  a nutritional  deficiency,  and,  further- 
more, that  the  pathologic  changes  occurring  in 
this  condition  can  be  reversed — or  at  least 
arrested — by  replacement  therapy.  Thus,  even 
in  the  patient  with  advanced  cirrhosis  and  mas- 
sive ascites,  the  outlook  is  no  longer  hopeless. 
Disappearance  of  ascites,  pretibial  edema,  and 
jaundice,  and  the  restoration  of  various  objective 
findings  to  normal,  or  to  approximately  normal 
values,  have  been  observed  in  such  patients  when 
they  are  placed  on  a suitable  dietary  regimen. 
Under  these  conditions,  the  blood  serum  albumin 
rises  to  about  3 Gm.  per  100  cc.;  the  blood 
vitamin  A and  fibrinogen,  the  number  of  red 
blood  cells,  and  the  concentration  of  hemoglobin 
increase  appreciably;  the  icteric  index  falls;  and 
fiver  function  tests  may  show  some  improve- 
ment. 

The  modern  therapeutic  regimen  includes  a 
high  caloric,  low  fat,  high  protein,  and  high 
carbohydrate  diet,  supplements  of  vitamins  A, 
C,  D,  and  members  of  the  B-complex,  choline 
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(as  soy  bean  lecithin),  and  the  parenteral  ad- 
ministration of  a crude  liver  extract.  The  in- 
jection of  the  liver  extract  apparently  accelerates 
recovery,  although  it  is  not  clear  precisely  what 
role  it  plays. 

Many  of  the  effects  of  the  high  protein  diet  are 
explainable  on  the  basis  of  the  increased  intake 
of  methionine  which  makes  methyl  groups 
available  for  the  formation  of  choline.  Animal 
experiments  indicate  that  both  methionine  and 
choline  exert  a protective  action  on  the  liver 
which  may  be  antagonized  by  fat  supplements. 


Many  problems  as  to  the  effects  of  the  various 
factors  included  in  this  dietary  regimen  still 
remain  unsolved.  For  instance,  a prohibition 
against  a high  protein  diet  in  cirrhosis  existed 
for  many  years  because  animal  experiments 
showed  that  such  a diet  markedly  inhibits 
regeneration  of  the  liver  after  partial  hepa- 
tectomy. 

It  remains  an  open  question  whether,  after 
the  active  process  of  liver  destruction  is  arrested, 
the  high  protein  diet  may  not  still  continue 
to  interfere  with  its  regeneration. 


PLANS  FOR  THE  WAR  BLINDED 

Among  the  casualties  of  war  few  merit  more  im- 
mediate consideration  than  those  who  become 
sightless  as  a result  of  their  participation  in  the 
national  defense.  In  World  War  I,  according  to  the 
figures  available,  243  Americans  were  blinded. 
Thus  far  the  number  of  British  soldiers  who  have 
become  sightless,  including  the  men  from  Great 
Britain  and  the  colonies,  is  somewhat  less  than  a 
few  hundred.  Planning  bodies,  therefore,  estimate 
that  the  number  of  Americans  in  the  armed  forces 
who  become  totally  blind  will  not  exceed  a few 
hundred. 

For  the  past  six  months  representatives  of  the 
Surgeons  General  of  the  Army,  the  Navy,  the 
Public  Health  Service,  the  administrator  of  the 
Veterans  Administration,  the  Federal  Board  of 
Hospitalization,  and  the  ophthalmologic  com- 
mittee of  the  Division  of  Medical  Sciences  of  the 
National  Research  Council  have  been  engaged  in 
a study  of  the  problem.  An  elaborate  program 
has  been  developed  to  rehabilitate  socially  and 
economically  those  who  become  sightless.  Suffi- 
cient funds  have  been  provided  by  the  Congress 
to  meet  every  possible  need.  The  plans  con- 
template utilization  of  existing  agencies  which  deal 
with  the  blind. 

However,  public  fund-raising  campaigns  are  un- 
necessary since  the  over-all  need  is  hardly  sufficient 
to  demand  special  expansion  for  this  purpose  in  the 
services  of  unofficial  agencies.  In  accordance  with 
the  executive  order  of  the  President,  the  social  re- 
habilitation of  the  blind  becomes  a function  of  the 
Veterans  Administration  and  is  to  be  handled  by  the 
Division  of  Educational  Rehabilitation  and  not  the 
Medical  Division.  Through  the  cooperative  effort 
now  in  process  of  development  the  rehabilitation  will 
begin  just  as  soon  as  the  diagnosis  is  made  and  will 
continue  from  the  time  of  reception  of  the  invalid 
by  the  armed  forces  until  the  man  can  be  discharged 
from  the  Veterans  Administration  physically, 
mentally,  and  socially  rehabilitated. — J.A.M.A. 


SWINE  INFLUENZA  VIRUS 

Richard  E.  Shope,  in  an  article  in  the  February 
issue  of  the  Journal  of  Experimental  Medicine, 
shows  that  his  work  on  the  swine  lungworm  as  a 
reservoir  and  intermediate  host  for  the  virus  of 
swine  influenza  adds  significantly  to  research  on 
viruses. 

He  reports  98  experiments  with  transmission, 
using  216  swine  and  involving  a three-year  study 
of  the  lungworm  as  an  intermediate  host  for  the 
virus  of  swine  influenza.  Fifty  of  the  experi- 
ments gave  negative  results.  In  the  remaining 
forty-eight,  transmission  of  virus  by  way  of  the  lung- 
worm was  demonstrated  in  one  or  more  animals 
used  in  each  experiment.  Irregularities  in  the  re- 
sults, Shope  explains,  would  appear  to  be  due  not 
so  much  to  lack  of  transmission  of  the  masked 
virus  by  the  lungworms  as  to  failure  to  evoke  its 
pathogenic  capabilities. 

During  the  summer  months,  May  to  August, 
inclusive,  swine  prepared  by  the  injection  of  lung- 
worms  carrying  virus  were  absolutely  refractory 
to  the  provocation  of  influenza.  They  were  also 
relatively  refractory  in  September  and  October. 
Activation  of  the  masked  virus  occurred  most 
readily  during  the  first  four  months  of  the  year. 
In  one  experiment  it  was  possible  to  demonstrate 
by  direct  means  the  presence  of  virus  in  the  neighbor- 
hood of  lungworms  at  the  base  of  the  lung  at  a time 
when  the  virus  could  not  be  demonstrated  anywhere 
else  in  the  respiratory  tract.  Masked  virus  of 
swine  influenza  was  found  to  be  present  in  lungworm 
ova  obtained  either  from  the  respiratory  tracts  or 
from  the  feces  of  infected  swine.  In  several  in- 
stances masked  virus  persisted  for  over  a year  in 
lungworm  larvae  within  the  earthworm  intermediate 
host,  and  in  one  of  these  its  presence  was  demon- 
strated after  thirty- two  months.  Finally  it  was 
found  that  lungworm  ova  obtained  from  conva- 
lescent swine  which  no  longer  carry  swine  influenza 
virus  in  infectious  form  in  their  respiratory  tracts, 
contain  a masked  virus. — J.A.M.A. 


AID  FOR  ADULT  POLIOMYELITIS  CASES 
An  appropriation  of  120,000  has  been  made  in  the 
state  budget  for  the  coming  fiscal  year  to  provide 
state  aid  for  such  remedial  care  of  adult  poliomye- 
litis cases  as  may  be  authorized  by  local  boards  of 
health  and  health  officers,  and  approved  by  the 


State  Commissioner  of  Health,  in  accordance  with 
the  provisions  of  Section  19V2,  Article  II-B,  of  the 
Public  Health  Law.  Inquiries  regarding  pro- 
cedures for  making  application  for  care  should  be 
directed  to  the  district  health  officer. — Health  News 


Case  Report 


PNEUMOCOCCIC  MENINGITIS 

Robert  C.  Schwartz,  M.D.,  Syracuse,  New  York 


'T1HE  mortality  rate  of  pneumococcic  meningitis1 
■**  has  always  been  very  high  in  infants  and 
children  stricken  with  the  disease.  There  has 
been  only  one  previous  report  of  a patient  under 
6 months  of  age  who  has  recovered  from  this 
disease.2  Therefore,  another  case  report  with 
complete  recovery  is  of  interest. 

In  this  case,  type  specific  pneumococcus  rabbit 
serum  and  sulfapyridine  were  given,  the  pneumo- 
coccus serum  having  been  obtained  from  the  State 
Laboratories  at  Albany,  New  York.  The  organisms 
were  identified  and  typed  by  Dr.  O.  D.  Chapman 
at  the  City  Laboratories  at  Syracuse,  New  York. 
The  spinal  fluid,  as  well  as  the  blood  culture,  was 
both  positive  for  type  33  Pneumococcus  organisms. 
The  serum  was  used  intravenously  and  intra- 
muscularly and  the  chemical,  intravenously  and 
orally. 

Case  Report 

The  patient  was  a well-developed  and  well- 
nourished  infant  girl,  age  4y2  months,  weight 
13  pounds  11  ounces.  She  was  born  May  31, 
1941,  the  second  child  of  healthy  parents,  neither 
of  whom  had  recently  had  any  colds  or  influenza. 
She  was  admitted  to  the  Crouse  Irving  Hospital 
on  October  17,  1941.  She  had  been  well  previously 
and  on  an  adequate  diet.  Her  delivery  had  been 
normal,  with  no  cyanosis,  convulsion,  vomiting,  or 
other  disturbances  during  the  neonatal  period.  On 
October  12,  1941,  five  days  before  admission,  she 
was  taken  with  a low  fever.  Two  days  later  both 
ears  were  apparently  bulging,  and  bilateral  para- 
centesis was  done.*  The  fever,  however,  con- 
tinued, and  on  the  date  of  admission  to  the  hospital 
her  temperature  went  up  to  105.6  F.  She  had  a 
convulsive  seizure  followed  by  twitchings  of  the 
head,  face,  and  right  side  of  body.  The  pulse  rate 
was  188,  respiration  rate,  48.  She  was  irritable 
and  resented  interference.  She  had  no  head  re- 
traction or  rigidity.  She  had  bilateral  positive 
Kernig’s  sign,  and  all  reflexes  were  hyperactive. 
The  ocular  fundi  were  normal.  The  ear  drums 
had  recently  been  lanced  and  both  had  a purulent 
drainage.  There  was  slight  general  redness  of  the 
throat;  the  lungs  were  clear,  the  heart  sounds  were 
rapid  but  normal,  and  the  abdomen  was  distended 
and  apparently  tender  but  not  rigid.  Acute  menin- 
gitis was  the  diagnosis,  and  lumbar  puncture  pro- 
duced turbid  cerebrospinal  fluid  under  increased 
pressure.  The  fluid  contained  2,680  cells  per 
cu.  mm.,  75  of  which  were  polymorphonuclears. 
There  were  78  mg.  of  sugar  and  a slight  increase  in 
globulin.  The  blood  count  showed  a hemoglobin 
of  65  per  cent;  red  blood  count,  3,800,000;  white 
blood  count,  2,900,  with  84  per  cent  polymorpho- 
nuclears. 

Sodium  sulfapyridine  in  normal  saline  was  started 

* Paracentesis  was  done  by  Dr.  S.  Stewart  and  Lt.  Comm. 

N.  Livshin,  M.C.,  U.S.N. 


at  once,  and  by  the  end  of  twenty-four  hours  3 
Gm.  of  the  chemical  in  400  cc.  of  solution  and  100 
cc.  of  whole  blood  had  been  given  intravenously. 
No  change  in  the  condition  of  the  patient  was  noted 
until  two  hours  after  the  specific  antipneumococcus 
serum  was  given.  The  serum  was  started  twelve 
hours  after  admission,  and  after  test  and  intra- 
muscular doses,  10  cc.  were  injected  by  vein.  No 
reaction  was  noted. 

The  next  day  the  temperature  was  down  to  100.8 
F.,  and  the  infant  appeared  much  improved.  Spinal 
fluid  showed  250  cells,  sugar  77  mg.,  and  a slight 
increase  in  globulin.  Sulfapyridine  concentration 
in  spinal  fluid  was  2.9  mg.;  in  blood,  4 mg.  One- 
quarter  gram  of  sulfapyridine  every  four  hours 
was  started  orally  and  continued  for  the  next  ten 
days.  Ten  cubic  centimeters  of  the  serum  were 
given  intravenously  for  the  next  two  days,  with  10 
cc.  being  given  intramuscularly. 

The  temperature  remained  below  100.8  F.  for 
the  next  twelve  days.  On  the  seventh  day  the 
blood  sulfapyridine  was  5.2  mg.,  and  the  spinal  fluid 
showed  only  15  lymphocytes,  43  mg.  of  sugar,  no 
increase  in  globulin,  and  no  growth  in  culture.  The 
white  blood  count  was  14,400  with  28  per  cent 
polymorphonuclears . 

X-ray  studies  of  the  mastoid  area  showed  un- 
developed mastoids.  There  was  a decrease  in  the 
density  in  the  left  mastoid,  which  could  have  been 
the  result  of  inflammation.  X-ray  studies  of  the 
chest  showed  the  heart  and  lungs  to  be  normal,  f 

On  the  twelfth  day  the  temperature  rose  to 
102  F.  The  spinal  fluid  showed  32  cells,  50  per  cent 
polymorphonuclears  and  50  per  cent  lymphocytes, 
with  slightly  increased  globulin.  The  blood  sulfa- 
pyridine concentration  was  5.7;  white  blood  count, 
20,700,  70  per  cent  polymorphonuclears.  A blood 
transfusion  of  100  cc.  was  given  and  20  cc.  of  anti- 
pneumococcus serum  administered.  Although  the 
rise  in  temperature  may  have  been  due  to  a serum 
reaction,  the  serum  was  nevertheless  readministered 
because  of  the  return  of  irritability  and  a slight 
nuchal  rigidity.  The  next  day  the  child  seemed 
much  improved,  and  her  temperature  returned  to 
normal.  The  spinal  fluid  showed  10  white  blood 
cells,  sugar  55  mg.,  and  the  white  blood  count  was 
8,800  with  53  polymorphonuclears. 

From  that  date  on,  the  child  ate  well,  had  a 
normal  temperature,  and  had  no  return  of  symptoms. 
Spinal  fluid  examination  on  the  thirtieth  day  showed 
4 lymphocytes,  45  mg.  of  sugar,  a w’hite  blood 
count  of  10,000  with  40  per  cent  polymorpho- 
nuclears, hemoglobin  62  per  cent,  and  a red  blood 
count  of  3,300,000. 

During  the  thirty  days  of  illness,  the  patient 
had  36  Gm.  of  sulfapyridine  with  no  evidence  of 
granulopenia  or  toxic  symptoms  from  the  drug. 
She  received  a total  of  110  cc.  of  antipneumococcus 
serum  (rabbit),  type  33,  supplied  by  the  Division 
of  Laboratories  and  Research,  New  York  State 
Department  of  Health.  Forty  cc.  were  given 
intravenously  and  70  cc.  intramuscularly 

t X-ray  studies  were  done  by  Dr.  C.  Potter. 
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Discussion 

Before  antipneumococcus  serum  and  the  sulfon- 
amide compounds  were  introduced,  the  mortality 
rate  of  pneumococcic  meningitis  was  very  high. 
According  to  W.  T.  Cooke,3  the  fatality  rate  in  the 
first  year  of  life  is  extremely  high,  but  between  the 
ages  of  5 and  40  the  prospects  of  cure  are  good  unless 
there  is  an  associated  severe  infection  such  as 
pansinusitis,  ulcerative  endocarditis,  or  sinus 
thrombosis.  The  death  rate  is  high  for  patients 
under  3 years  and  over  50  years  of  age.  Case 
reports  with  recovery  in  the  high  mortality  age 
groups  are  few,  but  they  should  encourage  the 


TO  COMBAT  DEAFNESS 

Washington  County,  Maryland,  is  inaugurating 
a program  for  the  prevention  of  deafness,  to  be 
conducted  as  a function  of  Services  for  Crippled 
Children.  The  need  of  such  a program  may  be 
gleaned  from  a previous  survey,  which  has  shown 
that  about  2.5  per  cent  of  school  children  in  the 
county  have  impaired  hearing.  The  program  will 
augment  the  limited  facilities  for  otolaryngology  in 
the  community  and  will  provide  for  radon  therapy 
for  adenoid  tissue. 

The  following  immediate  steps  are  projected: 
(1)  Education  of  parents  in  the  necessity  for  proper 
medical  care  for  children  with  acute  otitis  media. 
This  is  to  be  accomplished  through  Parent-Teacher 
Association  meetings,  distribution  of  pamphlets, 
newspapers,  preschool  and  school  medical  con- 
ferences and  home  nursing  visits,  especially  for 
school  children  with  earaches.  (2)  Testing  of 
hearing  in  public  and  parochial  schools.  Each 
child  will  be  tested  approximate^  three  times  during 
his  school  life.  The  screening  test  will  be  per- 
formed by  a trained  technician  from  the  Frederick 
School  for  the  Deaf.  (3)  Establishment  of  an  ear, 
nose,  and  throat  clinic  to  be  conducted  by  a trained 
specialist.  Provisions  will  be  made  by  arrangement 
with  the  local  hospital  and  the  local  ear,  nose,  and 
throat  profession  for  special  treatment,  such  as 
tonsil  and  adenoid  operations  and  mastoid  opera- 
tions. 

The  project  is  to  be  a cooperative  study  by  the 
health  agencies,  the  medical  societies,  and  the  state 
board  of  education.  The  private  physician  is  to  be 
brought  into  active  participation  in  this  program. 
— J.A.M.A. 


clinician  as  to  prognosis  with  proper  treatment. 
Summary 

1.  A case  of  pneumococcic  meningitis,  with 
recovery,  in  a child  of  4x/2  months  is  reported. 

2.  Sulfapyridine  and  specific  antipneumococcus 
rabbit  serum  were  used. 

3.  This  is  the  second  case  of  complete  recovery 
to  be  reported  in  an  infant  under  6 months  of  age. 
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DOCTORS  ON  THE  HOME  FRONT 

A page  from  the  physician’s  diary:  “Doctors 

left  in  private  practice  are  very  much  like  the 
private  automobiles:  they  must  be  carefully 

preserved  for  the  duration,  must  not  be  used  for  | 
'pleasure  driving,’  the  production  of  new  models  is 
sharply  curtailed,  old  models  must  be  renovated  and 
brought  back  into  service,  and  retirement  of  obsolete 
and  antiquated  ones  must  be  reduced  to  a minimum. 
With  most  of  the  young,  efficient,  energetic,  and 
patriotic  doctors  responding  to  the  great  need  of 
our  armed  forces  for  medical  aid,  it  is  necessary  that 
those  old  and  physically  disqualified  be  kept  in 
proper  physical  condition  to  carry  on  without  danger 
to  themselves  or  to  the  workers  on  the  home 
front. 

“It  would  appear  that  doctors  on  the  home  front 
must  abandon  their  individualistic  medical  isola- 
tionism and  take  upon  themselves  the  herculean 
task  of  community  health  problems.  They  must 
teach  their  patients  the  importance  of  proper 
nutrition,  the  principles  of  mental  and  physical 
hygiene,  how  to  obtain  the  maximum  results 
from  preventive  medical  measures,  and  to  a large 
extent  they  must  assume  a more  active  and  aggressive 
participation  in  public  health  matters.  For  decades 
we  have  idealized  the  'family  counselor’  role  of  the 
doctor  and  now  is  the  time  to  emphasize  this  ideal. 
Physicians  on  the  home  front  have  a tremendous 
responsibility  and  one  that  is  not  likely  to  increase 
their  longevity,  but  they  will  be  happy  in  the 
knowledge  of  their  indispensability,  and  their 
ability  to  lighten  some  of  the  cruel  and  heart- 
rending blows — inevitable  to  a war-weary  people!” 
— Texas  State  J.  Med. 


ARMY  MEDICAL  CENTER  CUTTING  DEATH  RATE 


According  to  official  news  releases,  the  Army’s 
vast  medical  center  in  Washington,  D.C.,  is  cutting 
the  war  death  rate  by  thousands  and  returning 
the  wounded  to  health  as  rapidly  as  modem  tech- 
nics can  make  it  possible.  The  emergency  capacity 
of  the  hospital  is  3,225,  and  officers  and  enlisted 
men  from  all  theaters  of  war  are  brought  there  for 
treatment. 

Among  the  especially  successful  departments  is 
the  division  of  plastic  surgery,  which  has  been  treat- 
ing soldiers  who  have  suffered  head  wounds  and 
burns.  A relatively  new  technic  is  being  used 


with  the  Padgett  dermatome  for  skin  grafting. 
The  dermatome  was  developed  by  Dr.  Earl  C.  Pad- 
gett, of  Kansas  City,  Missouri. 

The  encephalograph,  recently  invented  instru- 
ment for  the  detection  of  brain  tumors  and  other 
disorders,  is  also  in  use  at  the  center. 

The  center  is  equipped  with  a dental  laboratory 
that  regularly  stocks  70,000  false  teeth,  of  which 
approximately  16,000  are  used  monthly.  There  is 
also  a complete  shop  for  the  manufacture  of  artificial 
limbs  and  braces,  although  sulfa  drugs  have  ma- 
terially reduced  amputations. 


Case  Report 


CONTACT  DERMATITIS  CAUSED  BY  DYES  IN  WEARING  APPAREL* 

E.  L.  Kadisch,  M.D.,  New  York  City 


'"THE  study  of  allergic  reactions  to  simple  chemi- 
'L  cal  compounds  owes  its  recent  great  advances  in 
particular  to  observations  in  cases  of  contact-type 
eczematous  dermatitis.  The  following  cases  are  re- 
ported as  additional  examples  of  this  form  of  der- 
matitis because  they  illustrate  certain  phenomena  of 
great  practical  and  theoretic  interest. 

Case  Reports 

Case  1 . — S.  L.,  a man  aged  67,  was  a tailor  who  had 
lived  in  New  York  City  for  thirty-two  years.  In 
1923  he  developed  a cutaneous  eruption  which  began 
on  the  left  foot.  The  condition  spread  to  the  left 
wrist,  the  left  buttock,  and  the  left  side  of  the  scro- 
tum, but  cleared  after  a period  of  six  months.  In 
1929  he  had  a recurrence  on  the  hands,  on  the  region 
about  the  eyes,  and  on  the  buttocks.  At  that  time 
a diagnosis  of  dermatitis  venenata  was  made  at  the 
Brooklyn  Jewish  Hospital.  In  1934  he  had  an  erup- 
tion over  his  entire  body  which  lasted  nine  weeks 
and  which  in  June,  1937,  recurred,  starting  on  the 
foot  in  the  form  of  a vesicular  eruption.  A diagnosis 
of  allergic  dermatitis  was  made  at  that  time  at  the 
New  York  Post-Graduate  Hospital.  In  July,  1937, 
the  patient  was  admitted  to  the  City  Hospital  under 
the  diagnosis  of  mastitis  and  a mastectomy  was  per- 
formed. In  November,  1938,  the  patient  was  ad- 
mitted to  Montefiore  Hospital. 

When  the  patient  entered  Montefiore  Hospital 
the  diagnosis  was  uncertain;  in  January,  1939,  the 
patient  was  presented  by  Dr.  M.  B.  Sulzberger  at  the 
Bronx  Dermatological  Society  as  a case  for  diagno- 
sis.* 1 At  that  time  the  patient  presented  the  follow- 
ing clinical  picture : generalized  thickening,  lichen- 
ification,  and  hyperpigmentation  of  the  skin  with  a 
well-healed  scar  at  the  site  of  the  breast  amputation. 
There  was  a leukoderma  at  the  site  of  a healed 
burn  on  the  right  arm.  A general  lyphadenopathy 
was  present.  The  hyperpigmentation  affected  also 
the  buccal  mucosa.  A marked  longitudinal  ridging 
and  a yellowish  opacity  of  the  nailbeds  was  noted. 
The  laboratory  findings  were  essentially  negative. 
A sternal  marrow  puncture  revealed  an  increase  in 
eosinophilic  myelocytes  and  eosinophilic  polymor- 
phonuclear leukocytes.  No  leukemia  was  evident. 

A biopsy  of  an  axillary  node  showed  chronic  pro- 
liferative lymphadenitis.  The  biopsy  of  the  skin 
showed  a thinned  epidermis  with  several  areas  of 
cellular  infiltration  beneath  it.  This  infiltration  con- 
sisted of  lymphocytes,  fibroblasts,  and  an  occasional 
eosinophilic  leukocyte,  and  a few  plasma  cells. 

Under  bland  local  treatment — perhaps  also  under 
the  influence  of  hospitalization — the  skin  improved 
sufficiently  during  the  ensuing  weeks  to  permit  the 
performance  of  patch  and  scratch  tests. 

Scratch  tests  performed  with  82  foods  and  inhal- 
ant protein  extracts  were  entirely  negative. 

* Work  done  under  the  Jennie  and  Siegfried  Peierls  Fellow- 
ship at  Montefiore  Hospital  for  Chronic  Diseases,  New  York. 
Dermatologic  Service  of  Dr.  Fred  Wise. 

1 Sulzberger,  M.  B.:  Arch.  Dermat.  & Syph.  40:  337 

(1939). 


Thirty-five  patch  tests  performed  with  various 
allergens  to  which  the  patient  had  been  exposed  at 
home  or  at  his  occupation  revealed  the  following 


positive  findings  (Fig.  1) : 

Suit  lining -f  + 

Suit  clothes + + 4-  4- 

New  suit  material 4-4-  + + 

One  pair  of  socks 4 — I — I — h 

Shoes,  tongue  lining 4 — I — I — h 

Tongue  outside 4 — i — 1 — h 

Leather  lining -j — | — j — j- 

Lining  of  another  pair  of  shoes ....  -j — I — I — h 


It  may  be  mentioned  that  the  lining  of  the  new 
suit  and  the  leather  of  the  soles  of  the  shoes  were  neg- 
ative. 

When  the  patient  had  greatly  improved,  owing  to 
hospitalization  and  treatment  as  well  as  to  the 
avoidance  of  all  articles  which  had  been  found  to 
cause  reactions  when  used  in  patch  tests,  he  was  dis- 
charged and  returned  to  his  home  under  the  follow- 
ing precautions:  A special  suit  and  special  shoes 
were  made  to  order  after  all  materials,  including  the 
threads  and  buttons,  had  been  tested.  In  other 
words,  his  new  wearing  apparel  was  made  from  ma- 
terials which  failed  to  produce  patch  test  reactions 
on  his  skin.  Since  the  patient’s  discharge  more  than 
two  years  ago,  he  has  had  no  recurrences.  There 
is  no  itching  and  even  the  pronounced  brownish 
generalized  discoloration  has  become  considerably 
less  intensive.  The  patient  is  now  occupied  in  a 
type  of  work  which  entails  exposure  to  only  undyed 
materials.  It  is  now  easy  to  account  for  the  recur- 
rences which  regularly  followed  all  dismissals  (or 
releases)  from  the  various  hospitals:  Each  time  the 
patient  left  the  hospital  where  his  skin  had  im- 
proved, he  had  been  given  his  garments  and  shoes, 
precipitating  an  immediate  recurrence  of  his  derma- 
titis. 

Case  2. — S.  G.,  a man  aged  58,  a motion  picture 
theater  manager,  gave  a family  and  individual  his- 
tory that  was  negative  for  allergic  diseases,  yet  he 
had  had  frequent  attacks  of  bronchitis  and  one  of 
lobar  pneumonia  many  years  before.  His  cutaneous 
eruption  started  in  the  interdigital  spaces  of  the 
feet  in  October,  1938,  and  subsequently  spread  over 
the  entire  body.  He  had  many  recurrences,  the 
cause  of  which  could  not  be  found.  The  relapses 
often  occurred  immediately  after  leaving  the  hospi- 
tal or  after  returning  to  his  home.  At  the  time  of  his 
hospitalization  at  the  Post-Graduate  Hospital  the 
eruption  was  characterized  by  pruritus,  erythema, 
and  particularly  by  groups  of  follicular  papules. 
The  back  and  the  extensor  surfaces  of  the  arms  pre- 
sented the  most  severe  changes.  Between  the  toes 
there  was  scaliness,  erythema,  and  maceration.  The 
physical  examination,  routine  blood  and  urine  ex- 
aminations, the  basal  metabolic  rate,  and  the  elec- 
trocardiogram were  all  entirely  negative. 
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Fig.  1 . Patch  test  reactions  of  the  patient  to  the 
material  of  his  socks  and  to  the  lining  and  leather  of 
the  tongue  of  his  shoes. 


The  patient  was  transferred  to  the  Montefiore 
Hospital,  where  the  skin  cleared  up  within  six  weeks 
after  admission,  under  local  application  of  various 
bland  remedies.  The  rapid  improvement  was  some- 
times interrupted  by  a sudden  standstill  or  even  a 
slight  recurrence  while  he  was  under  treatment. 
He  complained  particularly  of  itching,  which  usually 
occurred  simultaneously  with  or  slightly  preceding 
erythematous  follicular  eruptions,  which  were 
mainly  on  the  upper  part  of  the  back,  the  clavicular 
region,  and  the  radial  aspect  of  the  forearms. 

This  persisted  for  a period  of  four  or  five  days. 

On  this  patient  an  interesting  observation  could  be 
made  pertaining  to  the  protective  effect  of  a lotion 
containing  zinc  oxide  96  Gm.,  talcum  96  Gm.,  gly- 
cerine 72  Gm.,  and  alcohol  72  Gm.  in  400  cc.  of 
water.  It  was  repeatedly  found  that  certain  areas 
on  the  patient’s  back  which  had  been  painted  with 
two  or  more  layers  of  this  lotion  were  less  affected 
during  the  recurrences  of  the  patient’s  dermatosis 
than  other  areas  which  happened  to  be  covered  with 
only  one  layer  of  the  lotion  (Fig.  2).  This  finding 
could  be  best  understood  on  the  basis  of  the  theorj' 
that  the  two  or  more  layers  of  the  lotion  protect  more 
effectively  against  an  unknown  contact  allergen 
than  a single  layer  does.  Patch  tests  with  numerous 
materials  contained  in  the  patient’s  clothing  were 
therefore  made.  These  proved  the  patient  to  be 
extremely  sensitive  to  the  brown  lining  of  a coat  and 
vest.  A patch  test  performed  with  2 per  cent  para- 
phenylendiamine  in  vaseline,  as  well  as  a test  per- 
formed with  this  brown  lining,  caused  a strong  reac- 
tion which  was  not  healed  after  three  weeks,  and 
even  after  three  months  the  site  of  these  first  tests 
could  be  detected  and  a slight  elevation  could  be 
felt. 
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When  the  patient  was  considerabfy  improved,  he 
was  asked  to  wear  his  suit.  This  resulted  in  severe 
itching  approximately  one-half  hour  afterward. 
This  itching  became  progressively  more  severe,  and 
although  the  suit  was  removed  immediately  after 
the  onset  of  the  itching,  this  clinical  test  was  fol- 
lowed by  the  typical  generalized  eruption  similar  to 
the  one  which  he  had  presented  upon  admission. 
The  erythema  appeared  first  on  the  upper  part  of 
the  back  and  over  the  shoulders,  in  those  areas  where 
the  dyed  materials  had  the  most  intimate  contact 
with  the  skin.  The  arrangement  of  the  lesions  on  the 
arms  showed  similar  characteristics,  the  rash  being 
symmetrically  distributed  and  the  borders  following 
the  anatomic  configuration. 

A similar  clinical  test,  executed  with  material 
which  had  elicited  negative  patch  test  reactions  on 
the  patient’s  skin,  did  not  result  in  any  subjective 
or  objective  evidence  of  a recurrence  of  the  patient’s 
dermatosis. 

Subsequent  patch  tests  performed  with  a number 
of  other  materials  from  this  patient’s  clothing  pro- 
duced positive  reactions  to  the  material  of  two  shirts 
and  the  outer  material  of  a tie.  However,  even 
these  weak  reactions  were  proved  to  be  of  great  clini- 
cal importance.  When  the  patient  wore  one  of  these 
shirts,  it  produced  a definite,  although  not  very 
severe,  relapse. 

Five  grams  of  the  lining  of  the  above-mentioned 
brown  suit  were  taken,  and  the  material  wras  im- 
mersed in  10  cc.  of  wrater  for  ten  minutes.  After  this 
piece  of  lining  had  been  wrung  carefully,  it  was 
placed  in  another  10  cc.  of  water  in  wrhich  it  wras 
permitted  to  soak  again  for  ten  minutes.  This  pro- 
cedure was  repeated  for  a total  of  twrelve  times,  and 
the  resulting  wash  waters  wrere  then  applied  under 
patch  tests  on  the  arm  of  the  patient.  These  wrash 
waters,  which  did  not  cause  any  reactions  on  several 
control  individuals,  elicited  vesicular  reactions  so 
strong  that  approximately  three  weeks  w- ere  required 
for  their  healing. 

It  seems  theoretically  possible  that  a shirt  wrorn 
underneath  a brown  vest  may  absorb  a sufficient 
amount  of  the  allergenic  dye  to  “contaminate”  the 
wash  water  in  which  other  perfectly  harmless  ma- 
terials of  underwear  are  washed  at  the  same  time, 
so  that  these  originally  harmless  materials  may  in 
turn  subsequently  elicit  an  allergic  reaction  on  the 
patient’s  skin.  Since  there  are  variations  in  the 
affinity  of  dyes  to  various  types  of  clothing  materials, 
one  material  may  not  be  so  “contaminated”  as  an- 
other material  which  tends  to  hold  and  accumulate 
the  dye. 


Summary 

Two  cases  of  contact  dermatitis  are  presented. 
They  improved  during  hospitalizations  but  relapsed 
immediately  upon  leaving  the  hospital  or  during 
visits  at  home.  This  should  always  direct  the  atten- 
tion to  allergens  in  the  patient’s  home  or  in  his 
clothes. 

Careful  observation  of  the  outlines  of  these  erup- 
tions may  give  useful  suggestions  as  to  the  cause  of 
the  eczematous  dermatitis. 
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Fig.  2.  Back  of  the  patient. 


The  rash  is  not  present  at  those  places  which  were  better  protected  against 
contact  with  the  allergen. 


One  patient  who  reacted  to  the  lining  of  one  of  his 
suits  was  so  highly  sensitive  that  he  even  reacted  to 
the  water  in  which  this  lining  was  washed. 

Although  the  allergen  may  be  present  originally 
in  the  material  of  a single  suit,  it  may  “contaminate” 


shirts  and  underwear  and  thus  be  indirectly  brought 
in  contact  with  the  skin. 

1165  Park  Avenue 
New  York  City 


CANCER  AND  THE  WAR 

Today  there  are  many  urgent  activities  and 
causes  linked  with  the  struggle  against  our  enemies 
which  clamor  for  our  attention  and  time.  How 
does  cancer  control  fit  into  today’s  war  pattern? 

The  answer  should  be  obvious.  In  upstate  New 
York  there  are  thirty  thousand  men,  women,  and 
children  who  have  some  form  of  cancer.  Thousands 
of  them  are  working  in  war  industries  or  in  other 
useful  occupations;  thousands  of  others  are  ful- 
filling equally  important  work  in  maintaining  house- 
holds. Almost  half  of  them  are  under  the  age  of  60. 
As  for  those  who  are  older — well,  any  plant  manager 
can  tell  you  that  some  of  his  best  workers  are  over 
60.  Whatever  we  do  to  help  the  cancer  patient 
get  treatment  early  and  increase  his  years  of  use- 
ful life  unquestionably  and  directly  aids  the  war 
effort. 

But  the  war  has  done  more  than  give  practical 


importance  to  the  lives  of  those  who  have  or  who 
may  develop  cancer.  It  has  set  in  the  path  of 
cancer  control  new  obstacles  which  call  for  new  ap- 
proaches and  more  intense  activity.  We  must 
face  the  fact  that  with  fewer  physicians  in  civilian 
life  has  come  an  even  greater  tendency  than  before 
to  put  off  consulting  a doctor  for  the  early  symptoms 
which  may  mean  early  cancer.  And  yet  the  doctor 
still  wants  to  be  consulted  about  these  early  symp- 
toms. 

He  still  wants  to  see  the  woman  who  has  dis- 
covered a small  lump  in  the  breast;  he  wants 
to  see  her  the  following  day,  not  two  months  later. 
He  wants  this  for  the  selfish  reason  that  it  takes 
less  of  his  time  and  energy  to  cure  an  early  case  of 

cancer  than  to  care  for  an  advanced  case 

Morton  L.  Levin,  M.D.,  in  “News  Letter Women’s 
Field  Army  Against  Cancer 


Case  Report 


ACUTE  TRACHEOBRONCHITIS  COMPLICATED  BY  BRONCHIAL  STENOSIS 
FOLLOWING  THE  INHALATION  OF  SULFUR  DIOXIDE 

Joseph  Gordon,  M.D.,  Ray  Brook,  New  York 


TLJAGGARD1  has  pointed  out  that  all  respiratory 
x irritants  have  the  same  toxicologic  action.  The 
difference  in  symptomatology  is  related  to  the  loca- 
tion of  their  action  and  is  dependent  upon  the  rela- 
tive solubility  of  the  irritating  gases.  A gas  that  is 
very  soluble  in  water  is  readily  taken  out  of  the  in- 
spired air  by  contact  with  the  first  moist  tissue  it 
reaches.  Hence,  the  upper  respiratory  tract  bears 
the  brunt  of  action.  A gas  that  has  a low  solubility 
in  water  is  slower  to  liberate  its  irritant  principle, 
and  the  main  damage  occurs  deeper  in  the  respira- 
tory tract. 

Winternitz2  observed,  from  pathologic  studies, 
that  the  action  of  irritating  gases  produces  an  in- 
flammatory edema  followed  by  a cellular  exudate. 
Later,  if  death  does  not  occur,  there  is  organization 
of  the  exudate  within  the  alveoli  and  bronchioles. 
Chronic  suppurative  lesions,  such  as  bronchiectasis, 
result. 

Sulfur  dioxide  is  a highly  irritating,  irrespirable 
gas.  Sulfurous  acid  is  produced  by  contact  of  this 
gas  with  the  moisture  of  the  respiratory  tract,  and  it 
rapidly  oxidizes  to  sulfuric  acid.  As  stated  by  von 
Oettinger,3  the  main  effect  of  sulfur  dioxide  is  an 
irritation  of  the  upper  respiratory  tract,  but  it  may 
also  cause  lesions  of  the  bronchi  and  lungs.  Thomp- 
son4 reported  that  persons  exposed  to  mild  degrees  of 
the  gas  complained  of  headache,  anorexia,  spasmodic 
cough,  bronchitis,  constriction  of  the  chest,  and  gas- 
trointestinal disorders.  Asphyxia  from  acute 
catarrhal  bronchitis,  pulmonary  edema,  and  even 
death  may  occur.  As  is  the  case  with  other  poison- 
ous, irrespirable  gases,  the  lethal  effects  may  be  de- 
layed. Death  may  ensue  some  days  after  what  has 
been  regarded  as  a trivial  exposure. 

Table  1. — Physiologic  Response  to  Various 
Concentrations  of  Sulfur  Dioxide 
(Henderson  and  Haggard5) 

Parts  of  SO2 
per  million 
parts  of  air 


Least  detectable  odor  3 to  5 

Least  amount  causing  immediate  irritation  to 

eyes  20 

Least  amount  causing  immediate  irritation  to 

throat  8 to  12 

Least  amount  causing  coughing  20 

Maximum  concentration  allowable  for  prolonged 

exposure  10 

Maximum  concentration  allowable  for  short 

exposures  O/2  to  1 hour)  50  to  100 

Dangerous  for  even  short  exposures  400  to  500 


McCord,6  in  1930,  pointed  out  that  sulfur  dioxide 

Read  at  a meeting  of  the  Saranac  Lake  Medical  Society, 
January  14,  1942. 

From  New  York  State  Hospital,  Ray  Brook,  New  York. 


was  the  most  suitable  refrigerant  but  that  it  was  on 
top  of  the  list  as  a respiratory  irritant.  However,  he 
stated  that  no  lasting  harm  following  exposure  w as 
known  to  exist.  Hamilton,7  on  the  other  hand, 
mentions  that  the  gas  causes  deleterious  effects,  both 
in  human  beings  and  in  animals.  Norris  and 
Landis8  refer  to  one  case  in  which  death  followed  twro 
w eeks  after  an  apparently  slight  exposure  to  this  gas. 
Conditions  such  as  asthma  (Romanoff,9  Cooke,10 
Dowling11),  bronchitis  (Kehoe12  et  al.),  and  bronchi- 
ectasis (Smith  and  Needles13)  have  been  attributed 
to  sulfur  dioxide  poisoning. 

Case  Report 

H.  L.,  an  electrical  repairman,  aged  44  and  mar- 
ried, wras  admitted  to  the  hospital  on  August  17, 
1941,  in  acute  respiratory  distress.  There  was  no 
history  of  any  significant  illness  in  the  past.  About 
five  weeks  before  admission,  the  patient  developed  a 
mild  infection  of  the  upper  respiratory  tract  which 
did  not  necessitate  his  stopping  work.  Before  he 
had  fully  recovered,  he  uncoupled  a joint  in  a pipe 
line  leading  to  an  old  refrigerator  furnished  with 
sulfur  dioxide  gas.  Some  of  the  escaping  gas  wras 
inhaled  for  several  minutes  before  the  proper  con- 
nection was  made.  There  followed  immediately 
momentary  mild  irritation  of  the  nose  and  throat. 
The  incident  was  reported  to  his  employer  on  the 
same  day,  July  12.  Five  days  after  this  exposure, 
the  patient  was  suddenly  seized  with  a paroxysm 
of  coughing  associated  with  severe  dyspnea.  The 
expectoration  of  a small  amount  of  tenacious, 
stringy  sputum  partially  relieved  the  attack. 
The  symptoms  were  not  ameliorated  by  the  ad- 
ministration of  adrenalin.  The  paroxysmal  attacks 
continued  for  days,  with  periods  of  relief  folkwing 
the  expectoration  of  large  “plugs”  of  heavy  sputum. 
The  severity  of  the  symptoms  suggested  the  presence 
of  partial  occlusion  of  the  upper  respiratory  tract, 
and  the  patient  was  admitted  to  the  hospital. 

A short-statured,  well-developed,  and  well- 
nourished  white  man,  he  was  in  urgent  dyspnea, 
orthopneic,  with  a paroxysmal,  productive  cough. 
All  the  accessory  muscles  were  active  in  the  respira- 
tory effort,  but  there  was  no  cyanosis.  The  chest 
appeared  symmetric,  vocal  fremitus  was  normal, 
and  the  percussion  note  was  unimpaired.  The  breath 
sounds  wrere  moderately  suppressed  anteriorly  and 
posteriorly  over  the  upper  third  of  both  lungs  and 
w«re  compensatory  belowr  this  level.  Persistent 
subcrepitant  rales  were  heard  in  the  lower  right 
axillary  region  and  occasional  sonorous  rhonchi  were 
heard  at  both  bases  posteriorly.  The  blood  pressure 
was  130/90,  and  the  remainder  of  the  physical  ex- 
amination revealed  no  abnormalities. 

The  roentgenographic  film  (Fig.  1)  showed  radiat- 
ing strands  of  increased  density  in  the  upper  third 
of  the  right  lung  field  and  irregular,  mottled  shadows 
in  the  lower  portion  of  this  same  field.  There  was 
slight  peritruncal  thickening  in  the  left  lung  field. 

When  the  patient’s  condition  remained  unchanged, 
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fibronchoscopic  examination  was  made  on  August 
12.  Most  of  the  tracheobronchial  tree  was  covered 
by  a thin,  grayish  membrane,  and  a detached,  thick, 
abrinous  coagulum  was  seen  which  almost  filled 
the  lumen  of  each  main  bronchus.  The  material 
was  removed  with  the  bronchial  aspirator  and  a 
gauze  swab.  The  patient  experienced  much  relief 
following  the  removal  of  these  casts,  and  for  the 
first  time  in  weeks  he  was  able  to  lie  down.  Potas- 
sium iodide  was  given  by  mouth  to  aid  expectora- 
tion, and  because  of  the  presence  of  staphylococci, 

! sulfathiazole  was  also  given.  The  temperature 
ranged  between  102.4  F.  and  100.2  F.  for  seven  days, 
when  it  returned  to  normal  and  remained  so. 
Although  there  was  marked  clinical  improvement, 
the  patient  still  continued  to  have  a harsh  cough, 
productive  of  similar  fibrinous  bronchial  casts. 

On  September  23  the  bronchoscopic  examination 
| was  repeated.  The  mucosa  of  the  trachea  and  right 
main  bronchus,  except  for  slight  injection,  appeared 
almost  normal.  The  left  main  bronchus  still  con- 
tained a thick,  easily  removable,  fibrinous  deposit. 
Two  days  after  this  examination,  the  patient  was 
discharged  as  improved  and  advised  to  return  in  two 
weeks  for  further  examination.  He  came  to  the  out- 
patient clinic  on  October  6 and  reported  a continued 
slight  productive  cough  with  occasional  nocturnal 
dyspnea  and  wheeze.  On  bronchoscopic  examina- 
tion the  only  abnormality  noted  was  a moderate 
degree  of  hyperemia  of  the  mucosa  of  the  left  main 
bronchus.  A roentgenogram  (Fig.  2)  taken  at  this 
time  and  compared  with  other  serial  films  showed 
additional  clearing  of  the  abnormal  shadows  to 
nearly  normal  appearance. 

Laboratory  Data. — No  tubercle  bacilli  were  seen 
on  three  concentrate  examinations  of  the  sputum. 
Gram-positive  cocci  in  pairs,  small  clusters,  and 
short  chains,  as  well  as  eosinophils,  were  seen. 
Urine  was  normal.  Blood  examination  showed: 
hemoglobin,  118  per  cent;  red  blood  cells,  5,010,000; 


white  blood  cells  22,400;  polymorphonuclears,  63; 
lymphocytes,  13.5;  mononuclears,  12.25;  eosinophils, 
8.75;  basophils,  2.5;  stabs,  4 per  cent;  and  sedi- 
mentation rate,  87  (Westergren  method). 

Biopsy  of  the  bronchial  casts  obtained  at  the  first 
bronchoscopy  showed  a mass  of  purulent  material 
with  considerable  necrosis  of  cells.  There  were 
many  polymorphonuclear  leukocytes  and  large 
mononuclear  cells  present.  Epithelial  cells  were  not 
identified.  There  was  no  evidence  of  tuberculosis 
nor  was  any  elastic  tissue  present. 

On  October  13,  approximately  three  months  after 
the  onset  of  the  present  illness,  the  patient  returned 
to  work.  He  experienced  occasional  wheezing,  slight 
dyspnea;  and  a moderate  cough  productive  of  about 
one  drachm  of  creamy,  yellow  sputum  daily.  On 
December  12,  while  working  on  a wiring  job  in  a 
building  under  construction,  the  patient  again  in- 
haled sulfur  dioxide  in  the  fumes  of  coke  which  was 
being  used  to  aid  in  the  drying  of  cement.  He  was 
suddenly  seized  with  a severe  headache,  chills, 
perspiration,  nausea,  vomiting,  and  a sense  of  con- 
striction in  the  chest,  followed  by  unconsciousness. 
The  patient  rested  at  home  for  a week  and  upon  re- 
turning to  work  he  developed  another  acute  in- 
fection of  the  upper  respiratory  tract.  This  so 
aggravated  his  symptoms  that  he  was  obliged  to 
return  to  the  hospital  on  Christmas  Day. 

On  examination,  the  chest  appeared  symmetric 
and  expansion  was  equal  on  both  sides.  Tactile 
fremitus  was  increased  over  both  bases  and  percus- 
sion was  resonant  and  unimpaired.  The  breath 
sounds  were  bronchovesicular  to  vesicular  over  both 
lungs  and  inspiratory  and  expiratory  squeaks  were 
heard  throughout.  Palpable  and  audible  rhonchi 
were  noted,  particularly  over  the  left  lung,  and 
were  more  marked  when  the  patient  was  lying  on  the 
left  side.  The  remainder  of  the  phj^sical  examination 
was  within  normal  limits.  The  roentgenogram 
showed  no  striking  abnormality  and,  except  for  a 
moderate  leukocytosis,  the  laboratory  examination 
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was  normal.  A bronchoscopic  examination  was 
done  on  January  5,  1942.  The  trachea  and  right 
main  bronchus  appeared  normal.  There  was  slight 
hyperemia  of  the  mucosa  of  the  left  main  bronchus. 
The  lumen  was  reduced  to  three-fourths  its  normal 
size  and  was  somewhat  triangular  in  outline.  The 
stenosis  was  moderately  elastic  as  the  7-mm. 
bronchoscope  could  just  be  passed  through  it  with 
gentle  pressure.  The  upper  and  lower  lobe  orifices 
thus  visualized  appeared  normal.  Under  conserva- 
tive therapy  the  patient's  symptoms  abated,  and 
he  was  discharged,  improved,  on  January  11. 

Johnstone14  mentions  sulfur  dioxide  as  an  industrial 
hazard  in  coke  oven  workers.  The  Bureau  of  Mines15 
states  that  the  fumes  from  burning  coke  under  con- 
ditions of  complete  combustion  are  carbon  dioxide 
and  some  sulfur  dioxide  (usually  0.6  to  0:8  per  cent 
sulfur  dioxide) ; with  incomplete  combustion  carbon 
monoxide  is  produced. 

Summary 

The  illness  of  the  patient  began  with  a mild 
infection  of  the  upper  respiratory  tract,  followed  by 
exposure  to  sulfur  dioxide  gas,  resulting  in  acute 
tracheobronchitis.  Clinical  improvement  was  ob- 
tained during  the  first  admission  with  broncho- 


scopic aid.  Some  months  later,  the  patient  again 
inhaled  sulfur  dioxide  in  the  fumes  of  coke  and  the 
acute  attack  of  tracheobronchitis  that  followed  this 
exposure  terminated  in  a partial  stenosis  of  the  left 
main  bronchus. 
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THE  MICROBE’S  SERENADE 
A love-lorn  microbe  met  by  chance 
At  a swagger  bacteroidal  dance, 

A proud  bacillian  belle,  and  she 
Was  first  of  the  animalculae. 

Of  organisms  saccharine, 

She  was  the  protoplasmic  queen; 

The  microscopical  pride  and  pet 
Of  the  biological  smartest  set. 

And  so  this  infinitesimal  swain 
Evolved  a pleading  low  refrain: 

“O,  lovely  metamorphic  germ! 

What  futile  scientific  term 

Can  well  describe  your  many  charms? 

Come  to  these  embryonic  arms! 

Then  hie  away  to  my  cellular  home 
And  be  my  little  diatom!” 

His  epithelium  burned  with  love; 

He  swore  by  molecules  above, 

She'd  be  his  own  gregarious  mate, 

Or  else  he  would  disintegrate. 

This  amorous  mite  of  a parasite 

Pursued  the  germ,  both  day  and  night, 

And  'neath  her  window  often  played 
This  Darwin-Huxley  serenade — 

He’d  warble  to  her,  ev'ry  day, 

This  rhizopodical  roundelay: 

“O,  most  primordial  type  of  spore! 

I never  met  your  like  before; 

And,  'though  a microbe  has  no  heart, 

From  you,  sweet  germ,  I’ll  never  part! 

We’ll  sit  beneath  some  fungus  growth 
'Till  dissolution  claims  us  both.” 

— J.  Med.  Soc.,  Cape  May  Co.,  N.  J. 


IF  LATIN  IS  GREEK  TO  YOU 
A surgeon  is  a busy  man 

Who  never  his  job  will  shirk; 

But  an  otolaryngologist 
Is  up  to  your  neck  in  work. 

A pediatrician  treats  the  child; 

His  work  seems  awfully  small; 

While  a physical  therapist  makes  you  work; 
Which  doesn’t  seem  right  at  all. 

The  ophthalmologists  work  on  eyes, 

The  windows  of  the  soul; 

So  their  job  isn't  pane-less; 

Quite  pane-ful,  on  the  whole. 

Psychiatrists  are  fond  of  nuts, 

The  human  kind;  and  Freud. 

The  allergists  tell  what  food  and  things 
And  people  to  avoid. 

On  obstetricians  you  depend 
For  they  have  to  deliver. 

The  gastroenterologists 

Will  cure  that  stomach  quiver; 

And  any  cardiologist, 

When  effort  makes  you  pant. 

Can  remedy  the  heartaches  which 
Our  Beatrice  Fairfax  can’t. 

A phthisiologist  works  on  lungs; 

He  surely  knows  the  bellows. 

The  orthopaedists  get  the  breaks. 

Quite  bracing  are  these  fellows. 

Each  man  must  have  his  specialty 
And  of  his  prowess  sing; 

But  the  general  practitioners 

Must  know  the  whole  damn  thing. 

— In  “ From  Bed  to  Verse,”  by  John  H.  Hayes 
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Dalton,  E. 

Beaver  Falls,  N.Y. 

Daly,  E.  P.  (Lt.  USNR) 

New  Orleans,  La. 

De  Gaetano,  L.  F. 

4616  Fort  Hamilton  Pkwy.,  Brook- 
lyn, N.Y. 

Degenhardt,  H.  J. 

36-11  31  Ave.,  Long  Island  City, 

N.Y. 

Douglas,  A.  H.  (Lt.  Com.) 

8714  Midland  Pkwy.,  Jamaica,  N.Y. 
Dwork,  K.  G. 

66-20  108  St.,  Forest  Hills,  N.Y. 

Dye,  F.  G. 

Skaneateles,  N.Y. 

E 

Edwards,  A.  R. 

121  E.  Seneca  St.,  Ithaca,  N.Y. 
Eisenstadter,  D. 

115  Logan  St.,  Brooklyn,  N.Y. 
Emm,  W.  C. 

1140  Wadsworth  St.,  Syracuse,  N.Y. 
Engel,  J.  (Lt.) 

Lawson  Gen’l  Hosp.,  Atlanta,  Ga. 
English,  P.  J. 

Schuylerville,  N.Y. 

Enzien,  J.  A. 

24  Euclid  Ave.,  Troy,  N.Y. 

F 

Feynman,  J.  S.  (Lt.) 

Fort  Leonard  Wood,  Mo. 

Firestone,  H.  A. 

2137 A 75  St.,  Brooklyn,  N.Y. 
Fishman,  J.  J.  (Lt.) 

c/o  Fleet  Post  Office,  N.Y.C. 
Francis,  E.  H.,  Jr. 

6083  71  St.,  Maspeth,  N.Y. 


G 


Gamble,  T.  O. 

222  Lancaster  St.,  Albany,  N.Y. 
Gatti,  P.  J.  (Lt.,  USNR) 

59  Van  Pelt  Ave.,  Mariners  Harbor, 
S.I.,  N.Y. 

Glass,  S.  S.  (Capt.) 

Camp  Stewart,  Ga. 

Glasser,  B.  F.  (Lt.  Com.,  USNR) 
37-15  81  St.,  Jackson  Heights, 

N.Y. 

Glauber,  J.  J.  (Lt.) 

275  Minnesota  Ave.,  Buffalo,  N.Y. 
Goldstein,  L.  A. 

501  E.  Fayette  St.,  Syracuse,  N.Y. 
Gorham,  S. 

233  W.  58  St.,  N.Y.C. 

Gottdiener,  E.  E. 

5 Hooker  Ave.,  Poughkeepsie,  N.Y. 
Greene,  B.  A.  (Capt.) 

Camp  Blanding,  Fla. 

Greenfield,  S.  S. 

629  Empire  Blvd.,  Brooklyn,  N.Y. 
Greenwald,  F. 

Prattsville,  N.Y. 

Grosso,  J. 

902  N.  Alvord  St.,  Syracuse,  N.Y. 
H 


Heim,  J.  H. 

402  Clinton  Ave.,  Albany,  N.Y. 
Hershey,  M.  A.  (Lt.) 

Camp  Stewart,  Ga. 

Hindson,  G.  N. 

Jordan,  N.  Y. 

Hitschmann,  O. 

239  Central  Park  West,  N.Y.C. 
Hugel,  L.  (Capt.) 

Camp  Edwards,  Mass. 

I 


Iorio,  F.  P. 

7106  Harrow  St.,  Forest  Hills,  N.Y. 

J 


Jackson,  S.  J. 

S.  Main  St.,  Mount  Morris,  N.Y. 
Jacobs,  H.  (Lt.) 

1459  Ocean  Ave.,  Brooklyn,  N.Y. 
Jacobziner,  H.  (Lt.  Com.) 
Washington,  D.C. 


K 


Katz,  I.  H.  (Capt.) 

1450  E.  Genesee  St.,  Syracuse,  N.Y. 
Katz,  J. 

Lyons  Falls,  N.Y. 

Keese,  T.  L. 

114  E.  Genesee  St.,  Fayetteville, 
N.Y. 

Kemp,  E.  N. 

149  Washington  Ave.,  Albany,  N.Y. 
Kiley,  J.  L.  (Capt.) 

Camp  Stewart,  Ga. 

Kingsbury,  C.  A. 

Ballston  Spa,  N.Y. 

Kittell,  G.  H. 

88-28  161  St.,  Jamaica,  N.Y. 


Krauss,  G.  G. 

4104  76  St.,  Jackson  Heights,  N.Y. 

Kugel,  V.  H. 

784  Park  Ave.,  N.Y.C. 
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Kurzrok,  L. 

c/o  I.  Wolf,  120  Kenilworth  PI., 
Brooklyn,  N,Y. 

L 


Laffer,  B.  B.  (Lt.) 

Daytona  Beach,  Fla. 

Leone,  J.  L. 

322  N.  Aurora  St.,  Ithaca,  N.Y. 
Lieberman,  H. 

Groton,  Conn. 

Lloyd,  P.  C. 

10  E.  90  St.,  N.Y.C. 

Lloyd,  W.  J.  (Capt.) 

Camp  Forrest,  Tenn. 

Lo  Presto,  F.  (Capt.) 

Camp  Sibert,  Ala. 

Lord,  J.  C.,  Jr. 

228  W.  137  St.,  N.Y.C. 
Lowenstein,  H. 

20  Plaza  St.,  Brooklyn,  N.Y. 
Lyman,  R.  H. 

Fillmore,  N.Y. 


MacLean,  B.  C. 

260  Crittenden  Blvd.,  Rochester, 
N.Y. 

Maeomber,  W.  B. 

1430  Western  Ave.,  Albany,  N.Y. 
Marquith,  L.  (Capt.) 

Dispensary  Section  1,  Charleston, 

S.C. 

Marshall,  L.  E. 

122  Ten  Eyck  St.,  Watertown,  N.Y. 
McCall,  M. 

108  E.  68  St.,  N.Y.C. 

McDonald,  J.  E.  (Lt.) 

230  Columbia  St.,  Cohoes,  N.Y. 
McEwen,  C. 

477  First  Ave.,  N.Y.C. 

McGill,  F.  X. 

41-31  76  St.,  Jackson  Heights, 

N.Y. 

Mechaneck,  I.  D. 

41-47  56  St.,  Woodside,  N.Y. 

Mombello,  P. 

Fishkill,  N.Y. 

Moore,  D.  E. 

713  E.  Genesee  St.,  Syracuse,  N.Y. 
Meyers,  J.  R. 

305  State  Tower  Bldg.,  Syracuse, 
N.Y. 


N 

Neuberg,  H.  (Capt.) 

Station  Hosp.,  Camp  Lee,  Va. 
Nichols,  L.  E. 

1301  N.  Salina  St.,  Syracuse,  N.Y. 

O 

O’Connor,  H.  A. 

Waterville,  N.Y. 

P 

Pearlman,  S.  J.  (Maj.) 

Camp  Blanding,  Fla. 

Pelow,  W.  E. 

545  South  Ave.,  Syracuse,  N.Y. 
Peterson,  R.  U.  (Lt.) 

Clinton,  Iowa. 
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Platz,  H.  J. 

Minoa,  N.Y. 
Plummer,  N. 

140  E.  54  St.,  N.Y.C. 


Q 

Quandt,  M.  W.  (Lt.) 

Fort  Dix,  N.J. 

Quinlan,  D.  E.  (Lt.  Com.) 
St.  Albans,  N.Y. 


R 

Raffl,  A.  B.  (Maj.) 

A.P.O.  651,  c/o  P.M.,  N.Y.C. 
Richman,  S. 

1049  Park  Ave.,  N.Y.C. 

Robbins,  R.  M. 

33-83  155  St.,  Flushing,  N.Y. 

Rockwell,  R.  E. 

136^  Circular  St.,  Saratoga  Springs, 
Rogoff,  J. 

25  Eastern  Pkwy.,  Brooklyn,  N.Y. 
Roper,  L.  F. 

Seio,  N.Y. 

Rosenthal,  H.  C. 

71  Hooker  Ave.,  Poughkeepsie, 
Ryan,  E.  J. 

St.  Luke’s  Hosp.,  N.Y.C. 


S 

Satlof.  L.  M. 

100  Thayer  St.,  N.Y.C. 

Scileppi,  A.  G.  (Capt.) 

Camp  Forrest,  Tenn. 

Shapiro,  S.  D.  (Capt.  ) 

A.P.O.  31,  Camp  Shelby,'  Miss. 
Snopek,  C.  F.  (Lt.  Com.) 

174-05  Linden  Blvd.,  St.  Albans, 
N.Y. 


Solby,  B.  (Capt.) 

St.  Petersburg, fFla. 

Spiegelman,  H.55*' 

532  E.  Ferry  St.,  Buffalo,  N.Y. 
Spitz,  H. 

10323  Lefferts  Blvd.,  Richmond 
Hill,  N.Y. 

Stinard,  C.  D. 

Coxsackie,  N.Y. 

Stubenbord,  J.  G.,  3d  (Lt.  Com.) 

Fentress,  Va. 

Sussman,  L.  N. 

40  Monroe  St.,  N.Y.C. 


T 

Taylor,  E.  S.  (Capt.) 

P.O.  Box  200,  Presbyterian  Hosp. 
N.Y.C. 


V 

Yaneria,  S.  B. 

490  E.  181  St.,  Bronx,  N.Y 


W 

Wagner,  P.  Y. 

333  W.  57  St.,  N.Y.C. 

Wahl,  A.  L.  (Lt.) 

Army  Air  Field,  Romulus,  Mich. 
Wainston,  A. 

1950  Daly  Ave.,  Bronx,  N.Y. 
Walker,  R.  J. 

167  W.  Genesee  St.,  Auburn,  N.Y 
Walsh,  T.  S„  Jr. 

1813  3 Ave.,  Watervliet,  N.Y. 

Walters,  G.  M.  (Capt.) 

Salina,  Kansas. 

Warren,  E.  W. 

209  N.  Aurora  St.,  Ithaca,  N.Y. 
Webb,  V.  C.  (Lt.) 

Fort  Geo.  G.  Meade,  Md. 


Weber,  M.  J. 

E.  Setauket,  N.Y. 

Weeden,  W.  M. 

130  E.  56  St.,  N.Y.C. 

Weinauer,  H.  F. 

Windham,  N.  Y. 

Weingeist,  S. 

68-61  108  St.,  Forest  Hills,  N.Y. 
Weingrow,  S.  M. 

57  W.  57  St.,  N.Y.C. 

Weintrob,  Mi  (Lt.  Com.) 

c/o  Mr.  S.  Eskin,  1875  Shaw  Ave., 
Pittsburgh,  Pa. 

Weisberg,  C. 

Camp  Jos.  T.  Robinson,  Ark. 

Weiss,  W\  D. 

230  West  End  Ave.,  N.Y.C. 

Wexler,  H.  (Lt.) 

O’Reillv  Gen’l  Hosp.,  Springfield, 
Mo. 

Williams,  F.  D.  (Lt.,  USNR) 

San  Francisco,  Cal. 

Wilner,  J.  W. 

1248  White  Plains  Rd.,  Bronx,  N.Y. 
Wolins,  W. 

River  head,  N.Y’. 

Wright,  L.  H. 

34  Welwyn  Rd.,  Great  Neck,  N.Y. 
Wyatt.  T.  C.  (Maj.) 

A.P.O.  651,  c/o  P.M.,  N.YLC. 

Wvle,  I. 

Coast  Guard  Barracks,  Margate, 
N.J. 

Y’ 

Yanelli,  F.  V. 

Baldwin,  N.Y. 

Y’averbaum,  A. 

575  W.  189  St.,  N.Y’.C. 

Z 

Zumpano,  J.  C. 

3064  Bailey  Ave.,  Bronx,  N.Y. 


STUDY  OF  ANCIENT  SOILS 

A new  science  has  just  made  its  bow  to  the  world 
of  research.  Its  name  is  paleopedology,  and  it  is  a 
member  of  the  family  of  geological  sciences.  Its 
sponsor  is  Prof.  C.  C.  Nikiforoff,  soil  specialist  in 
the  U.S.  Department  of  Agriculture. 

Translated  out  of  its  rather  formidable-looking 
Greek,  paleopedology  means  simply  the  study  of 
ancient  soils.  It  is  thus  an  extension  into  the  past 
of  the  already  established  subject  of  pedology,  or 
soil  science. 

Fossil  soils,  Professor  Nikiforoff  states,  are  even 
harder  to  find  than  fossil  animals  and  plants.  Al- 
though many  rocks,  like  sandstones,  limestones, 
slates,  and  shales,  were  formed  by  the  solidification 
of  what  were  originally  loose-grained  materials,  very 
few  of  these  could  be  called  soils.  For  the  most 
part  they  were  laid  down  as  underwater  sands  and 
silts,  results  of  the  decay  and  ruin  of  older  rocks 
and  soils.  But  sometimes  deposits  are  found  that 
were  once  actual  soils  in  which  plants  grew.  They 


were  covered  up  as  they  stood,  by  such  things  as 
showers  of  volcanic  ash,  or  lava  flows,  or  glacial 
deposits,  or  deep  layers  of  wind-blown  loess. 

Seldom  are  these  buried  deposits  whole  soils  any 
longer.  As  a rule,  only  the  mineral  particles, 
ranging  in  size  from  coarse  gravel  to  sand,  are  all 
that  remain.  These  have  been  likened  to  the 
skeleton  of  the  soil;  they  are  more  or  less  analogous 
to  the  fossilized  bones  that  are  usually  the  only 
remains  we  find  of  extinct  animals.  Missing  is  the 
“flesh”  of  the  old  soils — the  finer  clay  particles 
and  the  organic  humus  that  form  the  soil  colloids. 
Missing  also  is  the  soil  solution — the  “blood”  of 
the  soil. 

Yet  despite  the  skeletonized  condition  of  these 
fragments  of  ancient  soils,  it  is  possible  to  make  some 
kind  of  legitimate  inferences  regarding  the  forest 
floors  trodden  by  the  dinosaurs,  and  the  plains  where 
the  offspring  of  little  Eohippus  grew  up  into  horses.— 
Science  News  Letter 


TO  EXCHANGE  MEDICAL  SERVICE 

A reciprocal  agreement  for  medical  treatment  of 
members  of  the  Canadian  and  United  States  armed 
forces  has  been  completed  by  the  two  governments, 
the  War  Department  announced  recently.  Under 
the  agreement,  United  States  service  men  in  Canada 


who  cannot  obtain  medical  or  dental  treatment 
from  United  States  sources  will  receive  free  treat- 
ment. from  the  Canadian  medical  and  dental  serv- 
ices. Similar  treatment  will  be  accorded  Canadians 
here. 


Postgraduate  Medical  Education 


Programs  arranged  by  the  Council  Committee  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York  are  published  in  this  section  of  the  Journal.  The 
members  of  the  committee  are  Oliver  W.  H.  Mitchell,  M.D.,  chairman  (J 28  Greenwood  Place, 
Syracuse );  George  Baehr,  M.D.;  and  Charles  D.  Post,  M.D. 


Plasma  Therapy  and  Whole  Blood  Transfusion 


PLASMA  Therapy  and  Whole  Blood  Trans- 
fusion” will  be  the  subject  of  a lecture  to  be 
presented  on  June  8 for  the  Delaware  County 
j Medical  Society.  The  speaker  will  be  George  M. 

| Mackenzie,  M.D.,  associate  professor  of  medicine, 

| Albany  Medical  College,  and  physician-in-chief, 
Mary  Imogene  Bassett  Hospital  in  Cooperstown, 
New  York.  The  meeting,  which  is  sponsored  by 
the  Medical  Society  of  the  State  of  New  York,  and 
the  New  York  State  Department  of  Health  in 
| cooperation  with  the  Medical  Division  of  the  Office 
\ of  Civilian  Defense  and  the  Health  Preparedness 
Commission  of  the  State  of  New  York,  will  be  held 
at  6:30  p.m.  in  the  Elm  Tree  Restaurant  in  Delhi, 
New  York. 

Plasma  therapy  was  also  discussed  at  a meeting 
; of  the  Albany  County  Medical  Society  held  on  May 


26  and  presented  by  the  same  group  of  sponsors. 
Dr.  Mackenzie  was  also  the  speaker  for  the  Albany 
society.  The  meeting  took  place  at  8:30  p.m.  in  the 
Auditorium  of  the  Albany  Pharmacy  College. 

Members  of  the  Columbia  County  Medical 
Society  heard  a lecture  on  the  subject  of 
Plasma  Therapy  and  Whole  Blood  Transfusion  at  a 
meeting  on  May  20.  The  speaker  was  Samuel 
Standard,  M.D.,  assistant  professor  of  surgery. 
New  York  University  College  of  Medicine 

The  meeting,  which  was  held  at  9:00  p.m.  in  the 
Hudson  City  Hospital  in  Hudson,  was  sponsored  by 
the  State  Medical  Society  and  the  New  York  State 
Department  of  Health  in  cooperation  with  the 
Medical  Division  of  the  Office  of  Civilian  Defense 
and  the  Health  Preparedness  Commission  of  the 
State  War  Council. 


Cancer  Teaching  Day 


A CANCER  Teaching  Day  will  be  held  in  Utica  on 
June  17  through  the  cooperation  of  the  Oneida 
i County  Medical  Society,  the  Utica  Academy  of 
Medicine,  the  Fifth  District  Branch  of  the  Medical 
j Society  of  the  State  of  New  York,  the  State  Medical 
! Society,  and  the  New  York  State  Department  of 
Health,  Division  of  Cancer  Control.  The  instruc- 
! tion  will  take  place  at  the  Hotel  Utica. 

The  meeting  will  be  called  to  order  at  4:00  p.m., 
when  the  following  program  will  be  heard : 
j 5:00  P.M.  ‘‘The  Management  of  the  Patient  with 
Advanced  Cancer”  Norman  Treves, 
M.D.,  associate  surgeon,  Memorial 
Hospital,  New  York  City,  and  con- 
sultant, neoplastic  diseases,  Meadow- 
brook  Hospital,  Hempstead,  New  York, 
“Cancer  of  the  Larynx,  Bronchi,  and 
Esophagus”  (illustrated  with  motion 


pictures  and  lantern  slides)  Chevalier 
L.  Jackson,  M.D.,  professor  of  broncho- 
esophagology,  Temple  University  School 
of  Medicine  and  Hospital,  Philadelphia 
6:15  P.M.  Dinner 

8:00  P.M.  “Cancer  of  the  Colon  and  Rectum” 
George  E.  Binkley,  M.D.,  attending 
surgeon,  Memorial  Hospital,  New  York 
City 

“The  Significance  of  Enlarged  Lymph 
Nodes”  Lloyd  F.  Craver,  M.D.,  attend- 
ing physician,  Memorial  Hospital,  New 
York  City 

Chairman  of  the  meeting  will  be  Ross  D.  Helmer, 
M.D.,  president  ofYhe  Utica  Academy  of  Medicine. 

Dinner  will  be  served  at  the  Hotel  Utica,  and  the 
committee  requests  that  advance  reservations  be 
made. 


Treatment  of  Leg  Fractures  in  War  Surgery 


THROUGH  the  cooperation  of  the  Medical  So- 
ciety of  the  State  of  New  York  and  the  New  York 
State  Department  of  Health,  a lecture  was  arranged 
for  the  Suffolk  County  Medical  Society  on  the  sub- 
ject, “Treatment  of  Fractures  of  the  Leg  in  Relation 
to  War  Surgery.”  The  speaker  was  David  Gold- 


blatt,  M.D.,  assistant  clinical  professor  of  surgery, 
New  York  Post-Graduate  Medical  School,  Colum- 
bia University. 

The  meeting  of 'the  society,  which  was  held  at 
2:00  p.m.  on  April  28,  took  place  in  Friede’s  Inn, 
Smithtown,  Long  Island. 


BOARD  OF  COUNCIL  ON  ALCOHOL  PROBLEMS  TO  MEET 
The  Board  of  Directors  of  the  Research  Council  meeting  on  June  8 at  the  Hotel  Commodore  in  New 
on  Problems  of  Alcohol  will  hold  its  quarterly  York  City. 
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Employees  Honored  on  Hospital  Service  Anniversary 


/^\NE  hundred  employees  who  have  been  with  the 
Associated  Hospital  Service  of  New  York  for 
five  years  or  more  were  honored  at  a dinner  given 
on  May  7,  the  eighth  anniversary  of  the  founding  of 
the  hospital  service  plan.  The  dinner,  at  which 
AHS  officers  were  hosts,  was  held  at  the  Cafe  Loyale. 
Louis  H.  Pink,  president,  presided. 

Honored,  in  addition  to  the  employees,  were  one 
executive  officer  and  six  members  of  the  board  of 
directors  who  have  served  at  least  five  years.  The 
officer  was  Frank  Van  Dyk,  vice-president  in  charge 
of  enrollment,  who  has  been  with  the  organization 
since  April  15,  1935,  and  was  the  first  executive 
director. 

The  board  members  were  William  C.  Breed,  Jr., 
attorney;  the  Rev.  Joseph  F.  Brophy,  director  of 
the  Health  Division  of  Catholic  Charities,  Diocese 
of  Brooklyn;  Stanley  Resor,  president  of  J.  Walter 
Thompson  Co.;  John  F.  Bush,  executive  director  of 
Presbyterian  Hospital;  David  H.  McAlpin  Pyle, 
attorney  who  for  a number  of  years  was  president  of 
the  United  Hospital  Fund;  and  George  E.  Warren, 
vice-president  of  the  Chase  National  Bank.  The 
first  three  were  among  the  incorporators  of  the  non- 
profit hospital  service  plan. 

The  employees  who  were  honored  represent  one- 
sixth  of  the  present  personnel.  It  was  decided  to 


form  a Five-Year  Club,  of  which  they  became  chai 
ter  members  and  to  which  other  employees  will  b 
admitted  as  they  attain  five  years  of  service  [t! 

Twenty-one  other  employees  are  eligible  for  th  N 
Five-Year  Club  but  could  not  be  present  at  th 
dinner  because  they  are  serving  with  the  arme< 
forces. 

They  include  Miss  Gertrude  Leff,  a WAAC,  an< 
Capt.  Joseph  Dreyfuss,  of  the  U.S.  Army,  wh< 
was  one  of  the  original  employees.  All  are  on  leav : 
from  Associated  Hospital  Service.  i 

Reminiscences  brought  out  that  the  5 employee 
with  the  longest  service  were  Frank  Hughes,  whc 
came  to  the  organization  as  assistant  to  the  directo 1 iji 
on  April  29,  1935,  and  is  now  division  bureau  chief 
Mrs.  Berte  Potassin  Eckstein,  who  began  with  tin  ' 
addressograph  department  on  May  6,  1935,  and  i: 
now  head  of  that  department;  Miss  Jeannette  Bevan  - 
who  started  with  the  enrollment  department  on 
May  13,  1935,  and  is  now  supervisor  of  enrollment  ' 
correspondence;  Miss  Rose  Credendino,  who  wat 
employed  as  a secretary  May  20,  1935,  and  is  now 
office  manager  of  the  Westchester  branch  at  Mt 
Vernon,  and  Miss  Eleanor  McIntyre,  who  was  em- 
ployed for  general  office  work  on  May  27,  1935,  anci 
is  now  secretary  to  one  of  the  executives. 


Distinguished  Medical  Officers  Honored  at  Winter  General  Hospital 


WINTER  General  Hospital,  U.  S.  Army  hospital 
in  Topeka,  Kansas,  has  adopted  the  interest- 
ing plan  of  naming  its  important  clinics,  buildings, 
and  streets  for  distinguished  deceased  medical  of- 
ficers of  the  Army  who  so  far  have  never  been 
honored  by  having  their  names  given  to  buildings, 
general  hospitals,  or  other  entities  of  the  Medical 
Department,  U.  S.  Army. 

The  names  are  selected  as  appropriate  for  the 
particular  clinic  or  building.  The  names  of  the 
streets  are  those  of  medical  officers  who  have  become 
the  heads  of  other  branches  of  the  Army. 

The  following  are  the  names  so  far  selected : 

The  Waterhouse  Medical  Clinic 

Named  for  Surgeon  Benjamin  Waterhouse  (1754-1846), 
of  Massachusetts,  who  introduced  vaccination  in  America; 
first  professor  of  medicine  at  Harvard. 

The  John  Jones  Surgical  Clinic 

Named  for  Surgeon  John  Jones  (1729-1791),  of  New  York, 
who  wrote  the  first  American  medical  book,  founded  the 
New  York  Hospital;  first  professor  of  Surgery  at  King’s 
College,  now  Columbia  University. 

The  Northington  Roentgenological  Clinic 

Named  for  Colonel  Eugene  Garland  Northington  (1880- 
1933),  of  Alabama,  pioneer  student  of  military  roent- 
genology; lost  both  arms  and  finally  his  life  from  malig- 
nancy due  to  exposure  to  the  rays  before  their  danger  was 
known  to  science. 

The  Rodriguez  Dental  Clinic 

Named  for  Major  Fernando  Emilio  Rodriguez  (1888- 
1932),  of  Puerto  Rico,  who  made  the  first  studies  of  the 
bacteriology  of  dental  caries. 

The  Keen  Neurosurgical  Clinic 

Named  for  Major  William  Williams  Keen  (1837-1932), 
of  Pennsylvania,  pioneer  student — with  his  colleagues,  Act- 
ing Assistant  Surgeons  Silas  Weir  Mitchell  and  George 
Reed  Morehouse — of  gunshot  wounds  of  nerves;  one  of  the 


few  medical  officers  who  served  in  both  the  Civil  War  and 
the  first  World  War. 

The  Rush  Neuropsychiatric  Clinic 

Named  for  Surgeon  General  Benjamin  Rush  (1745-1813), 
of  Pennsylvania,  author  of  the  first  American  book  on 
insanity,  the  only  systematic  American  treatise  on  the 
subject  before  1883;  signer  of  the  Declaration  of  Inde- 
pendence; founder  of  the  University  of  Pennsylvania.  j 
The  Shippen  Clinic  for  Women 

Named  for  Director  General  William  Shippen,  Jr.  (1736- 
1808),  of  Pennsylvania,  first  teacher  of  obstetrics  in  Amer- 
ica; first  professor  of  surgery  in  America;  founder  of  the 
University  of  Pennsylvania. 

The  Woodward  Laboratory 

Named  for  Lieutenant-Colonel  Joseph  Janvier  Woodward 
(1833-1884),  of  Pennsylvania,  pioneer  in  photomicrogra-; 
phy;  eminent  anthropologist;  president  of  the  American 
Medical  Association. 

The  Fletcher  Medical  Library 

Named  for  Colonel  Robert  Fletcher  (1823-1912),  of  the 
District  of  Columbia,  first  editor  of  the  Index  Medicus;} 
eminent  bibliographer  and  anthropologist. 

The  William  Brown  Pharmacy 

Named  for  Physician  General  William  Brown  (1748-1792),  I 
of  Virginia,  author  of  the  first  American  Pharmacopeia.  I 
McGee  Hall  (Nurses  Quarters) 

Named  for  Contract  Surgeon  Anita  Newcomb  McGee,  J 
M.D.,  R.N.  (1864-1940),  of  the  District  of  Columbia, i 
organizer  of  the  Army  Nurse  Corps  and  leader  in  ad  vane-  j 
ing  the  profession  of  nursing  in  America. 

Boschen  Hall  (Enlisted  Men’s  Recreation  Building) 

Named  for  Major  General  Frederick  Wegener  Boschen  ;| 
(1876-1942),  of  New  York,  hospital  steward  who  became  | 
Chief  of  Finance  of  the  United  States  Army. 

Leonard  Wood  Road 

Named  for  Major  General  Leonard  Wood  (1860-1927), 
of  New  Hampshire,  who  won  the  Medal  of  Honor  for  ex- 
treme gallantry  as  a medical  officer,  and  who  became  Chief 
of  Staff  of  the  Army. 
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insworth  Road 

I Named  for  Major  General  Fred  Crayton  Ainsworth  (1852- 
1943),  of  Vermont,  the  medical  officer  who  devised  the 
Army’s  system  of  personnel  records  and  who  became 
adjutant  general  of  the  Army, 
iustis  Road 

Named  for  Surgeon  William  Eustis  (1753-1825),  of  Massa- 
chusetts, who  served  as  a medical  officer  during  the  Revolu- 
, tion  and  became  Secretary  of  War  in  President  Jefferson’s 
cabinet;  member  of  Congress;  Governor  of  Massa- 
' chusetts. 

.IcHenry  Road 

I Named  for  Surgeon  James  McHenry  (1753-1816),  of  Penn- 
J sylvania,  who  served  as  a medical  officer  during  the  Revo- 
;.K  | lution  and  became  Secretary  of  War  in  President  Washing- 
ton’s and  President  Adams’  cabinets;  Member  of  Con- 


gress; member  of  the  convention  which  framed  the  Con- 
stitution of  the  United  States. 

Myer  Road 

Named  for  Brigadier  General  Albert  James  Myer  (1828- 
1880)  of  New  York,  distinguished  field  surgeon  and  student 
of  military  communication  systems;  founder  of  the  Signal 
Corps  and  first  Chief  Signal  Officer  of  the  Army;  father  of 
the  Weather  Bureau. 

Winter  General  Hospital  itself  is  named  for  the 
late  Brigadier  General  Francis  Anderson  Winter, 
who  was  Surgeon  of  the  Lines  of  Communication  in 
France  early  in  the  first  World  War  and  later  be- 
came senior  American  medical  officer  in  Great 
Britain. 


Physiotherapists  Needed  in  Army  Hospitals 


. j 

WITH  an  average  of  almost  400  physiotherapy 
patients  a day  at  Walter  Reed  General  Hos- 
n bital,  the  Army  has  found  an  urgent  need  for 
i qualified  physiotherapists.  The  present  staff  is 
homposed  of  only  7 graduates,  9 apprentices,  and 
26  students.  The  Army  will  accept  as  students  of 
physiotherapy  women  who  hold  college  degrees  in 
i physical  education  and  who  possess  the  added 
Qualities  of  patience,  imagination,  optimism,  faith, 
ind  ingenuity. 

2]  I Their  work  with  war  veterans  is  considered  an 


important  aspect  of  the  restoration  of  nerve  func- 
tions, and  since  nerve  injuries  are  more  prevalent  in 
this  war  than  they  were  in  the  last,  the  demand  for 
physiotherapists  is  naturally  increased.  By  pre- 
scribing a course  of  skillfully  graduated  exercises, 
the  physiotherapist  teaches  and  encourages  the 
patient  to  use  what  physical  and  intellectual  powers 
are  left  to  him. 

Massage,  exercise,  and  heat  are  the  three  essen- 
tials in  the  physiotherapist’s  treatment  of  war  in- 
juries. 


Organize  Emergency  Medical  Units 


MERGENCY  units  of  physicians  to  aid  in  the 
care  of  civilian  casualties  and  other  patients 
vho  may  be  transferred  from  urban  hospitals  in 
ritical  defense  areas  to  base  hospitals  in  safe  areas 
ire  being  organized  at  the  request  of  the  Office  of 
~ivilian  Defense  and  the  U.S.  Public  Health  Service. 

The  work  of  organization  is  being  handled  by 
belected  hospitals  and  medical  schools.  These 
mergency  units — which  will  be  known  as  Affiliated 


Hospital  Units — may  also  be  called  upon  to  assist 
the  Army  in  the  event  of  military  necessity. 

Physicians  selected  will  receive  inactive  commis- 
sions as  reserve  officers  in  the  U.S.  Public  Health 
Service.  Eligible  physicians  wall  be  restricted  to 
doctors  who  are  45  or  over,  women  physicians, 
physicians  of  any  age  who  are  disqualified  for  Army 
duty,  and  physicians  wrho  have  been  classed  as 
essential  for  civilian  needs. 


Improvements 


The  $1,500,000  outpatient  building  at  Kings 
County  Hospital,  dedicated  in  October,  1941,  by 
Mayor  LaGuardia,  was  opened  for  use  on  May  4. 

Facilities  in  the  new  building  are  double  those  in 
the  crowded  clinic  quarters  on  the  first  floor  of  the 
fitnain  hospital  building.  The  clinic  has  been  moved 
I to  the  new  building,  according  to  Dr.  Israel  Mage- 
Fjlaner,  medical  superintendent,  and  accommodations 
h for  clinic  patients  are  much  better.  * 


Syracuse  General  Hospital,  newly  enlarged  and 
improved,  was  formally  dedicated  on  May  1. 

1 Mayor  Thomas  E.  Kennedy  accepted  the  pres- 
entation of  the  hospital  on  behalf  of  the  city.  The 
[board  of  trustees,  the  women’s  guild  staff  doctors, 
j 1 and  executive  members  of  the  nursing  staff  attended 
si  the  ceremonies,  which  were  broadcast  by  Station 
1 WFBL.  Delegations  from  other  Syracuse  hos- 
pitals crowded  the  small  auditorium. 

I In  praising  members  of  the  hospital  staff  who 
m operated  at  full  capacity  during  the  period  of  con- 
struction, James  D.  Taylor,  Jr.,  announced  that 
the  work  had  been  done  exclusively  by  Syracuse 
cj  labor  and  in  every  possible  instance,  city-manu- 
Ifactured  materials  had  been  used.* 


* Asterisk  indicates  that  item  is  from  local  newspaper. 


On  May  3 Albany  Hospital  and  the  Junior  League 
opened  a nursery  school  for  children  of  nurses,  hos- 
pital employees,  and  men  and  women  hospital 
volunteers  at  the  Albany  Home  for  Children.  Miss 
Marion  Case,  director  of  the  Child  Care  Center  at 
School  6,  is  director  of  the  new  school.  * 


Jamestown  General  Hospital  is  to  have  new  x-ray 
equipment,  as  the  result  of  action  taken  by  the 
Health  and  Hospital  Board  on  April  29. 


A control  unit  for  venereal  disease  is  to  be  estab- 
lished in  the  Pathological  Dormitory  Building  of 
Bellevue  Hospital  in  New  York  City,  it  was  dis- 
closed with  the  filing  of  plans  for  building  alterations 
to  accommodate  the  new  center. 

The  control  unit  is  part  of  the  recently  announced 
Federal-local  cooperation  in  combating  venereal 
infection  and  spread  under  wartime  conditions.* 


With  a modernization  program  estimated  to  take 
three  years  to  finish,  the  central  buildings  of  Veter- 
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ans  Hospital  in  Castle  Point  will  undergo  a com- 
plete transformation.  The  governmental  appro- 
priation has  been  received  and  work  has  already 
been  started  on  this  extensive  project,  the  largest 
since  the  hospital  was  completed  in  1924. 

There  will  be  two  separate  and  distinct  construc- 
tion programs.  One  of  these  consists  of  the  water- 
proofing and  refinishing  of  the  outside  of  the  build- 
ings, roofs,  and  other  exposed  portions  of  the  struc- 
tures, as  well  as  the  plastering  and  painting  of  the 
buildings  and  other  work. 

The  second  program,  an  extensive  project  in  it- 
self, will  include  the  modernization  of  the  two 
large,  main  buildings.  The  work  will  consist  of 
interior  reconstruction  of  the  buildings  and  a re- 
allocation of  space,  with  an  approximate  increase  of 
122  beds.  The  present  official  capacity  of  the  hos- 
pital is  479,  and  the  emergency  capacity  is  517 
patients.  On  the  basis  of  the  normal  capacity,  an 
increase  of  122  beds  would  be  practically  an  increase 
of  25  per  cent,  making  a total  capacity,  when  the 
improvements  are  finished,  of  about  600  beds. 

When  the  changes  in  the  wards  are  completed, 
there  will  be  many  more  private  rooms  and  less  ward 
space.  More  semiprivate  rooms  will  be  provided.  * 


The  surgical  equipment  and  medical  equipment 
of  the  late  Dr.  Grant  C.  Madill,  Ogdensburg  physi- 
cian and  surgeon,  have  been  left  to  the  A.  Barton 
Hepburn  Hospital  in  Ogdensburg,  where  he  prac- 
ticed for  over  a half  century.  * 

At  the 

Joseph  Freeman,  for  many  years  actively  identi- 
fied with  Brookhm  philanthropies,  has  been  re- 
elected for  a second  term  as  president  of  the  Jewish 
Sanitarium  and  Hospital  for  Chronic  Diseases. 

Prior  to  his  election  last  year  as  president  of  the 
institution,  Mr.  Freeman  served  as  chairman  of 
both  the  executive  board  and  the  medical  lay  com- 
mittee. 

Other  officers  re-elected  were  Abraham  S.  Singer, 
honorary  president;  Isaac  Albert  Jacob  Ponemone, 
Mrs.  Max  Blumberg,  Max  Finkelson,  David  Serota, 
and  Murray  Rosenbloom,  vice-presidents;  Andrew  N. 
Miller,  treasurer;  Ethel  Nagel,  secretary;  Henrietta 
Klein,  recording  secretary;  Bernard  Lebovitz, 
executive  director;  Lt.  Morrell  Goldberg,  on  leave 
with  the  Army,  superintendent;  Mrs.  Minnie  Tuli- 
pan,  director  of  social  service;  and  Harry  Mej^ero- 
witz,  chairman  of  the  board.* 


E.  Roland  Harriman  has  been  named  permanent 
chairman  of  the  Red  Cross  Greater  New  York  Camp 
and  Hospital  Council,  which  will  unify  Red  Cross 
units  serving  camps  and  hospitals  within  the  area. 

The  purpose  of  such  councils  is  to  seek,  through 
cooperation  of  the  Red  Cross  units  in  the  vicinity,  to 
give  the  maximum  service  to  soldiers  and  sailors 
in  camps  and  hospitals.  The  new  one  is  the  twenty- 
fourth  in  the  North  Atlantic  area,  and  brings  to  136 
the  number  of  such  councils  in  the  country. 

The  chapters  of  the  Red  Cross  embraced  within 
the  council  of  the  New  York  area  are  those  of  New 
York,  Brooklyn,  the  Central  Chapter  of  Queens, 
North  Shore,  and  Staten  Island.  At  council  meet- 
ings each  chapter  will  be  represented  by  two  dele- 
gates and  an  alternate. 


W ork  has  been  started  on  a two-storv  and  base- 
ment annex  to  Memorial  Hospital  in  Niagara  Falls 
which  will  provide  accommodations  for  beds  for  10C 
additional  patients  and  bring  the  hospital’s  capacity 
to  262  beds.  The  Federal  Works  Agency  granted 
$296,753  for  the  full  cost  of  the  addition. 

The  annex  will  be  of  brick  exterior,  with  wood 
floors  and  roof. 

FWA  Regional  Director  John  M.  Gallagher  said 
that  the  building  will  be  leased  to  the  Memorial 
Hospital  Association  for  the  duration  of  the  war 
and  a short  time  thereafter. 

The  project  was  certified  as  to  need  by  the  U.S. 
Public  Health  Service  because  of  increased  industrial 
population  in  the  Niagara  Falls  area.* 


The  A.W.V.S.  has  given  a completely  furnished 
ambulance  to  Mother  Cabrini  Hospital  in  New  York 
City.* 


Plans  have  been  drawn  by  hospital  officials  for  a 
new  fireproof  wing  to  increase  considerably  the 
capacity  of  St.  Jerome’s  Hospital  in  Batavia.  A 
campaign  will  be  conducted  early  next  fall  for  funds 
with  which  to  build.  * 

Helm 

Dr.  G.  O.  Gardner  has  been  elected  medical  direc- 
tor of  Utica  Memorial  Hospital  to  succeed  Dr.  Har- 
old C.  Lyman,  who  recently  resigned  because  of  ill 
health  after  serving  about  ten  years  in  that  position. 


Dr.  Ina  C.  Hall,  of  Richmond,  Virginia,  suc- 
ceeded Miss  Katherine  Jones  as  superintendent  of  the 
Brooks  Hospital  in  Dunkirk  on  April  15.  Miss 
Jones  recently  announced  her  intention  to  retire 
after  seventeen  years’  service  as  superintendent. 

The  new  superintendent  is  a graduate  of  the 
Wheeling  Hospital  school  for  nurses  at  Wheeling, 
West  Virginia.  She  received  her  bachelor  of  science 
degree  in  nursing  at  West  Virginia  University  and 
won  her  doctor  of  medicine  degree  at  the  Medical 
College  of  Virginia  in  1938.  She  then  took  her 
Master  of  Arts  degree  in  hospital  administration  at 
the  University  of  Chicago  and  served  her  adminis- 
trative internship  at  Wisconsin  General  Hospital  at 
the  University  of  Wisconsin. 

Dr.  Hall  served  as  instructor  in  anatomy  and 
histology  at  WTest  Virginia  University  Medical 
School  and  for  three  years  was  assistant  director  of 
the  Medical  College  of  Virginia,  hospital  division. 

Dr.  Hall  is  a member  of  Alpha  Epsilon  Iota  Medi- 
cal Society.  * 

Dr.  John  H.  Sheldon  was  elected  president  of  the 
Glens  Falls  Hospital  staff  at  the  annual  meeting  in 
the  hospital  on  May  4.  Other  officers  elected  are 
Dr.  B.  C.  Tillotson,  vice-president,  and  Dr.  W.  W. 
Bowen,  secretary-treasurer. 


Harlem  Hospital  has  announced  the  promotion 
of  Dr.  Cyril  H.  Dolly  to  Associate  Visiting  Physi- 
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ian,  and  Dr.  James  L.  Wilson  to  Associate  Visiting 
i burgeon. 

d 

Goldwater  Memorial  Hospital  has  promoted 
Jrs.  Sidney  Cohen  and  Shepard  Shapiro  to  the  rank 
>f  Associate  Visiting  Physician. 


Dr.  Albert  H.  Garvin  was  unanimously  elected 
^resident  of  the  Buffalo  and  Erie  County  Tubereu- 
osis  Association  on  May  5.  * 


Dr.  Walter  E.  Lawrence  has  been  appointed 
issistant  physician  to  Dr.  James  M.  Blake  at  Glen- 
•idge  Sanitarium,  in  Schenectady.  He  succeeds 
Dr.  Edmond  A.  Suss,  recently  appointed  physician 
n charge  of  Homestead  Sanitarium,  Middle  Grove.* 


Newsy 

Impelled  by  the  interest  of  their  wives  and 
daughters  in  hospital  work,  increasing  numbers  of 
public-spirited  men  are  following  suit  and  volunteer- 
ing their  services.  “If  the  women  can  do  it,  why 
can’t  we?”  is  an  argument  with  which  no  hospital 
administrator  will  take  issue;  instead,  he  will  pro- 
iceed  to  find  logical  places  for  such  willing  hands. 

A recent  check-up  reveals  training  programs  for 
amateur  orderlies,  comprising  ten  or  fifteen  hours 
during  which  the  registrant  is  instructed  in  moving 
patients  to  and  from  the  operating  room  and  in 
certain  simple  procedures  in  bedside  care,  including 
the  setting  up  of  Balkan  frames.  In  addition, 
public-spirited  citizens  are  running  elevators,  driv- 
ing ambulances,  performing  clerical  and  other  ad- 
ministrative duties,  and  even  acting  as  watchmen. 
One  institution  boasts  an  architect,  a lawyer,  and  a 
banker  among  its  most  loyal  workers,  and  a com- 
munity interest  so  great  that  several  industrial  con- 
cerns are  granting  time  off  during  the  day  to  younger 
executives  who  are  willing  to  give  their  services. 

What  greater  assurance  can  the  harrassed  hos- 
pital administrator  have  than  the  knowledge  that 
the  public  recognizes  the  urgency  of  the  situation 
and  is  ready  to  roll  up  its  sleeves  to  help!  It  makes 
even  the  problems  of  volunteer  training  and  man- 
agement seem  small  in  comparison. — The  Modern 
Hospital 


Pianos  are  needed  in  New  York  City  hospitals  for 
work  in  musical  therapy,  according  to  Harriet  Ayer 
Seymour,  director  of  the  National  Foundation  of' 
Musical  Therapy.  * 


Many  hospital  services  in  Brooklyn  would  have 
to  be  discontinued  if  it  were  not  for  the  help  of  the 
Red  Cross  Nurses’  Aide  Corps,  according  to  Dr. 
John  J.  Gainey,  president  of  the  Medical  Society  of 
the  County  of  Kings.  Dr.  Gainey,  in  a recent 
statement,  called  the  service  “invaluable.”  He  said: 
“The  hospitals  of  Brooklyn  have  found  that  the 
Nurses’  Aides  are  rendering  an  invaluable  service. 
We  find  that  these  volunteers,  when  properly 
trained,  are  of  great  assistance  to  both  the  nurses 
and  the  doctors  in  the  wards  and  clinics  of  the  hos- 
pitals.” 


Mrs.  Amelia  C.  Richards,  of  Sleepy  Hollow  Manor, 
former  superintendent  of  Tarrytown  Hospital,  has 
been  appointed  superintendent  of  Ossining  Hos- 
pital. 

Mrs.  Richards  succeeds  Mrs.  Grace  Woods,  who 
left  in  April  to  fill  a mission  for  the  American  Red 
Cross.  * 


Dr.  John  E.  Free,  of  Ogdensburg,  has  been  ap- 
pointed chief  operating  surgeon  at  the  A.  Barton 
Hepburn  Hospital  in  Ogdensburg. 

Dr.  Free  succeeds  Dr.  Grant  C.  Madill,  also  of 
Ogdensburg,  who  died  on  March  20.  He  has  been 
practicing  in  the  city  since  1920  and  has  performed 
many  operations  at  the  Hepburn  Hospital.* 


Notes 

Mrs.  Carroll  J.  Dickson,  Brooklyn  chairman  of 
Red  Cross  Nurses’  Aides,  said  Nurses’  Aides  make 
beds,  bathe  patients,  assist  in  the  supply  room  and 
utility  room,  prepare  trays,  feed  patients,  and  do  a 
great  many  things  for  their  comfort  which  it  would 
be  impossible  for  the  trained  nurses  to  do. 

Qualified  women  citizens  over  18  years  of  age  with 
a high-school  education  or  its  equivalent  may 
register  for  this  work.* 


The  medical  board  of  Morrisania  City  Hospital 
and  numerous  friends  held  a testimonial  dinner  and 
dance  at  the  Concourse  Plaza  Hotel  on  May  15  in 
honor  of  Dr.  Julius  Lewis  Amster,  in  recognition  of 
his  services  as  president  of  the  medical  board  and 
visiting  surgeon  and  to  mark  his  recent  elevation  to 
the  position  of  honorary  consulting  surgeon.  The 
proceeds  of  the  dinner  are  to  be  used  as  an  endow- 
ment of  the  J.  Lewis  Amster  Library  of  the  Mor- 
risania Hospital. 


New  York  Hospital,  the  first  hospital  established 
in  New  York  and  the  second  in  America,  has  issued 
an  appeal  for  men  volunteers  to  serve  as  orderlies 
for  three  hours  two  nights  a week.  After  training, 
the  volunteers  would  perform  for  male  patients 
tasks  comparable  with  those  of  the  women  nurses’ 
aides. 

At  present,  New  York  Hospital  has  10  men 
attending  classes  and  serving  as  orderlies  two  nights 
a week  and  5 other  volunteers,  2 in  the  pharmacy 
department,  2 in  the  x-ray  department,  and  one  in 
the  personnel  department. 

The  appeal  is  addressed  to  business  and  pro- 
fessional men  who  have  been  deferred  in  the  draft 
because  of  age,  dependency,  or  physical  disability. 
The  men  serving  at  present  report  to  the  hospital 
at  6:00  p.m.  on  Mondays  and  Wednesdays,  attend  a 
class  conducted  by  the  head  orderly  for  the  first 
hour,  and  then  go  on  duty  from  7:00  p.m.  to  9:00 
p.m.  under  the  supervision  of  a professional  orderly.* 


A central  school  of  nursing  for  Staten  Island,  di- 
rected and  operated  by  Wagner  College,  with  the 
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cooperation  of  Staten  Island  Hospital  and  Rich- 
mond Memorial  Hospital,  two  private  voluntary 
hospitals  of  Richmond  Borough,  has  been  approved 
by  the  directors  of  all  three  institutions.  First 
classes  will  open  July  1,  according  to  an  announce- 
ment by  Dr.  Clarence  C.  Stoughton,  president  of 
the  college. 

Students  will  not  only  train  to  receive  their  li- 
cense from  the  state  as  professional  nurses,  but  also 
opportunity  is  provided  by  which  they  may  return 
to  the  college  campus  for  a fourth  year  and  earn  a 
bachelor  of  science  degree. 

The  program  represents  a sharp  change  in  nursing 
education.  Stimulated  both  by  federal  and  state 
authorities,  it  marks  a departure  from  the  program 
of  having  such  education  centered  in  hospitals.  All 
of  the  purely  theoretic  training  in  the  sciences  and 
nursing  arts  will  be  given  on  the  Wagner  campus. 
The  practical  work  will  be  carried  on  in  the  hos- 
pitals’ wards,  under  the  direction  of  the  college,  and 
student  nurses  will  be  sent  to  all  participating  hos- 
pitals, instead  of  to  just  one. 

Under  the  new  program,  as  outlined  for  the 
Wagner  College,  school  students  will  spend  their 
first  eight  or  nine  months  on  the  college  campus  and 
the  next  two  years  in  the  hospitals.  At  the  end  of 
this  time  they  will  take  their  state  examinations 
and,  if  successful,  be  given  their  certificates  as 
registered  professional  nurses.  If  they  then  elect 
to  do  so,  they  may  return  to  the  college  for  a fourth 
year  and  receive  their  bachelor  of  science  degree  also. 

The  new  college-centered  school  has  the  approval 
of  the  State  Department  of  Nursing  and  the  New 
York  State  Nursing  Council  for  War  Service. 

Two  other  such  community  schools  have  been 
established  under  state  approval:  one  at  Adelphi 
College  in  Garden  City  and  one  at  Keuka  College, 
near  Penn  Yan. — Better  Times 


Lydenham  Hospital  in  New  York  City  celebrated 
its  fifty-first  anniversary  in  April.  More  than 


$15,000  was  raised  for  the  institution  at  a dinner- 
dance  held  at  the  Waldorf-Astoria  Hotel. 


Guaranteeing  their  patients  an  ample  supply  oi 
food  for  the  summer  and  fall,  two  more  hospitals 
have  made  plans  for  extensive  victory  gardens.  The 
Long  Beach  Hospital,  in  Long  Beach,  will  use  all  its 
available  space  for  a garden  and  will  provide  a means 
of  canning  and  preserving  the  surplus  for  the  winter. 

The  Westchester  Division  of  the  New  York  Hos- 
pital, in  White  Plains,  has  had  40  acres  plowed  up 
and  has  added  a new  team  of  horses  for  farm  work. 
Allowing  20  acres  for  potatoes,  10  for  corn,  and  10 
for  assorted  vegetables,  directors  of  the  institution 
hope  to  raise  enough  produce  for  summer,  fall,  and 
part  of  the  winter. 

An  extra  10  acres  will  be  set  aside  for  garden 
plots  for  hospital  employees. 


The  adjustment  of  the  tuberculous  patient  under 
wartime  conditions,  from  the  standpoint  of  re- 
habilitation, nutrition,  education,  family  disloca- 
tions, and  the  like,  was  the  subject  of  discussion  at 
the  meeting  of  the  Nursing  and  Social  Service 
Section  of  the  Tuberculosis  Sanatorium  Conference 
of  Metropolitan  New  York  held  Monday,  May  24, 
at  8 : 15  p.m.  in  the  Einhorn  Auditorium  of  Lenox 
Hill  Hospital.  Miss  Bosse  B.  Randle,  R.N.,  direc- 
tor, Division  of  Public  Health  Nursing,  Nassau 
County  Department  of  Health,  presided. 

Dr.  I.  D.  Bobrowitz,  Medical  Superintendent  of 
the  Municipal  Sanatorium,  Otisville,  was  moder- 
ator. Other  participants  in  the  discussion  were: 
Miss  Muriel  E.  Anness,  R.N.,  county  nurse,  Nassau 
County  Department  of  Health;  Mr.  Kenneth  W. 
Hamilton,  supervisor,  New  York  State  Bureau  of 
Vocational  Rehabilitation;  Miss  Martha  Howard, 
R.N.,  induction  nurse,  113th  Infantry  Armory, 
Newark,  New  Jersey;  and  Miss  Marie  V.  Krause, 
director,  nutrition  clinic,  New  York  Hospital. 


TUBERCULOSIS  COMMITTEE  TO  MEET 

“Wartime  Citizen  Service  for  Public  Health” 
is  the  theme  of  the  Annual  Meeting  of  the  State 
Committee  on  Tuberculosis  and  Public  Health, 
which  will  be  held  on  June  2 and  3 at  the  Commodore 
Hotel  in  New  York  City. 

The  meeting  will  open  on  June  2 with  a presenta- 
tion of  wartime  citizen  services  by  city  and  county 
tuberculosis  and  health  associations  in  three  simul- 
taneous round-table  meetings,  made  up  according 
to  population  of  their  areas.  This  program  will 
be  continued  in  the  afternoon,  ending  in  a joint 
session  of  the  three  groups. 

The  schedule  for  June  3 includes  a symposium 
on  the  influences  of  war  emergency,  favorable  or 
unfavorable,  on  the  eradication  of  tuberculosis. 
The  annual  business  meeting  of  the  State  Committee 
will  be  held  that  afternoon. 


MEDICAL  SLANG 

There  is  not  sufficient  distinction  in  the  medical 
mind  between  the  spoken  and  the  written  word. 
Certain  medical  slang  is  highty  descriptive  and 
emotionally  and  intellectually  suited  to  the  purpose 
of  professional  discussion;  when,  however,  such 
idiom  is  transferred  to  print  it  produces  a different 
effect.  There  are  too  many  examples  of  words  and 
phrases  incorporated  and  accepted  into  the  medical 
press  which  offend  against  rules  of  style  and  gram- 
mar. Textbooks  on  “the  acute  abdomen”  are 
numerous:  disease  may  be  acute,  but  an  abdomen, 
never.  Exactness  and  dignity  are  the  two  essential 
qualities  of  good  medical  expression.  The  surgeon 
who  “laparotomises”  his  patient  and  the  physician 
who  diagnoses  “P.T.B.”  achieve  neither. — The 
Decay  of  Medical  Language,  editorial  in  the  New 
Zealand  M.  J . 
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President’s  Address* 

Annual  Meeting — Medical  Society  of  the  State  of  New  York 


G.  W.  Corns,  M.D., 

TT  SPEAKS  well  for  our  profession  that  at  a time 
-L  when  every  doctor  is  overworked  so  many  are 
willing  to  take  time  to  attend  this  meeting  in  order 
to  keep  informed.  We  can  well  be  proud  of  our 
part  in  the  war  effort.  I feel  safe  in  saying  that 
there  are  few  men  in  this  audience  not  in  uniform 
who  are  not  barred  from  military  service  by  reason 
of  age,  physical  handicaps,  or  indispensability. 
In  spite  of  the  fact  that  our  armed  forces  require 
the  sendees  of  practically  all  physically  fit  doctors 
of  military  age,  no  draft  has  been  necessary  to  fill 
our  quota. 

Our  people  are  told  in  newspapers  and  over  the 
radio  of  Americans  fighting  on  land  and  sea,  but  they 
are  seldom  reminded  that  Army  or  Navy  doctors 
are  under  fire  wherever  our  troops  fight — in  the 
jungles  of  Guadalcanal,  the  mountains  and  deserts 
of  Africa,  and  on  every  warship  that  is  sent  to  the 
bottom  of  the  sea.  Yes,  and  on  ambulance  planes 
in  the  air.  It  is  necessary  that  we  kill  the  enemy, 
but  it  is  also  necessary  that  we  save  the  lives  of  our 
own  wounded  men.  That  requires  more  than 
courage.  It  requires  coolness,  devotion,  and  skill. 
At  Pearl  Harbor,  in  spite  of  frightful  burns  and  the 
shattering  wounds  of  high  explosives,  96  per  cent  of 
the  wounded  were  saved.  Of  4,000  wounded  in  the 
southwest  Pacific,  the  Navy  reported  that  only  7 
died. 

These  things  need  to  be  said.  They  give  us  faith 
in  ourselves  and  in  our  ideals.  In  the  years  just 
ahead  we  shall  need  all  of  that  faith,  not  only  be- 
cause we  are  in  a war  for  survival,  not  because  that 
war  will  be  long  and  hard,  but  because  of  what  will 
happen  after  the  war  is  ended. 

Nobody  can  forecast  the  duration  of  the  war, 
but  the  statesmen  of  all  the  Allied  Nations  are  al- 
ready planning  for  the  postwar  reconstruction. 
Hundreds  of  committees  in  this  country  are  pre- 
paring plans.  Medical  care  is  at  or  near  the  top  of 
the  agenda  of  every  conference  dealing  with  postwar 
problems. 

It  is  not  the  war  alone  that  makes  this  necessary. 
The  past  decade  has  been  one  of  great  social  up- 
heaval. All  the  peoples  of  the  world  have  been 
moving  toward  a new  way  of  life.  Society  as  we 
have  known  it  is  already  a thing  of  the  past.  It 
will  be  replaced  by  what  is  in  the  making  today. 
Call  it  what  you  wdll — the  New  Order,  the  Wave  of 
the  Future,  or  the  New  Deal.  The  name  means 
nothing;  the  fact  means  everything. 

As  a profession  we  are  interested  in  all  programs 
dealing  with  public  health  and  medical  care.  Our 
interest  is  selfish  in  so  far  as  it  is  concerned  with  the 
defense  of  our  independence  of  action  and  the  main- 
tenance of  our  ideals  of  service.  But  transcending 
i all  selfish  thoughts  is  our  sense  of  duty.  Knowledge 
brings  more  than  powrer;  it  imposes  responsibility. 
If  we  shirk  that  responsibility  and  do  not  contribute 
the  full  measure  of  our  understanding  to  the  solu- 
tion of  the  great  problem  of  health,  we  shall  have  no 
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Jamestown,  New  York 

reason  to  complain  if  a new  system  of  medical  care 
is  imposed  upon  us  from  without. 

In  my  annual  report  I recommended  to  the 
House  of  Delegates  that  a permanent  committee  be 
set  up  to  study  all  questions  concerning  the  relation 
of  medicine  to  society  and  to  prepare  our  own  blue- 
rints  for  the  future.  Even  before  that  report  had 
een  published  such  a resolution  was  prepared  and 
ready  for  submission  to  the  House  of  Delegates.  Its 
passage  by  the  House  yesterday  is  proof  that  the 
Medical  Society  of  the  State  of  New  York  is  pre- 
pared to  accept  the  challenge  of  the  times.  It  has 
taken  the  first  step.  Now  I would  like  to  suggest 
what  I believe  should  come  next. 

A few  weeks  ago  I talked  with  a wise  man  who  for 
years  has  been  studying  at  first  hand  the  medical 
situation  in  practically  every  country  on  the  globe. 
He  approved  of  our  setting  up  a committee  to  pre- 
pare plans  for  the  future,  but  he  said,  ‘Your  view  is 
too  limited.  You  think  in  terms  of  organized  medi- 
cine, forgetting  that  it  is  only  one  of  many  organs 
involved  in  maintaining  the  health  of  the  social 
body.  Like  the  liver,  it  is  the  largest  and  has  the 
greatest  number  of  cells.  By  comparison  the  para- 
thyroids and  the  pituitary  in  size  and  in  the  number 
of  cells  are  relatively  insignificant;  but  they  also 
are  essential  to  health.” 

He  wras  right.  In  our  thinking  we  have  been 
isolationists,  blind  to  the  importance  of  other 
agencies  which  operate  in  the  broad  field  of  health. 
I know  that  some  men  are  already  thinking  of  a 
super-council  which  would  bring  together  the 
knowledge  and  experience  of  all  the  important 
agencies  having  to  do  with  our  problems.  The 
National  Research  Council  might  serve  as  a model. 

In  such  a council  men  could  fit  together  the  parts 
of  the  jigsaw  puzzle  of  medical  care.  To  the  puzzle 
each  would  bring  the  pieces  which  represent  his 
special  field.  But  to  form  a complete  picture,  with 
no  piece  missing,  every  important  agency  dealing 
with  matters  of  health  must  be  represented.  Each 
of  them  has  an  interest  in  the  great  problem  that  we 
are  too  likely  to  consider  exclusively  our  own.  Each 
has  something  important  to  contribute  and  each 
would  benefit  by  the  knowledge  and  experience  of 
the  others.  In  no  other  way  could  conflicting  inter- 
ests be  so  well  reconciled,  and  in  no  other  way  can 
an  all-inclusive  plan  be  made. 

What  agencies  should  be  represented  on  such  a 
council?  Opinions  will  probably  differ,  but  in 
order  to  emphasize  the  diversity  of  interests  in- 
volved I would  tentatively  propose  the  following: 

1.  The  American  Medical  Association.  I place  it 
first  not  only  because  it  is  the  largest,  but  because  its 
activities  overlap  those  of  most  of  the  others.  It  is  like  a 
huge  ganglion  cell  whose  dendrites  reach  out  and  make 
contact  with  those  of  all  the  others. 

2.  The  American  College  of  Surgeons.  The  work  done 
by  the  College  in  raising  the  standards  of  surgical  practice 
and  of  our  hospitals  would  certainly  entitle  it  to  repre- 
sentation. 

3.  The  American  Hospital  Association.  The  hospitals 
of  this  country  have  had  a phenomenal  growth  not  only 
in  numbers  and  in  patient  capacity,  but  in  the  complexity 
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of  their  functions.  In  the  education  of  nurses  and  the 
training  of  interns  they  are  a vital  part  of  medical  educa- 
tion. Cancer  clinics,  social  service,  laboratories,  and 
dispensary  service  are  of  great  value  to  the  community. 
Among  their  many  problems  are  the  hospitalization  of  the 
families  of  men  in  service,  workmen’s  compensation  cases, 
and  the  charge  that  they  are  practicing  medicine,  es- 
pecially in  connection  with  hospital  insurance.  They  are 
the  medical  centers  of  all  communities. 

4.  The  United  States  Public  Health  Service  is  pre- 
eminent in  the  fields  of  epidemiology,  sanitation,  nutrition, 
and  venereal  diseases.  In  the  framing  of  any  national 
health  program,  the  experience  of  this  group  would  ob- 
viously be  indispensable. 

5.  The  American  Public  Health  Association  would 
bring  firsthand  knowledge  of  conditions  and  needs  in  the 
states  and  territories  in  relation  to  the  local  administration 
of  public  health. 

6.  The  medical  services  of  the  Army  and  Navy  and  the 
Veteran’s  Administration  will,  after  the  war,  represent  a 
very  large  proportion  of  the  medical  profession,  and  they 
will  be  responsible  for  the  medical  care  of  a vast  number 
of  veterans  and  their  dependents.  If  the  vote-getting 
policy  of  Congress  since  the  last  war  is  any  criterion,  the 
number  of  persons  to  be  served  by  the  Veteran’s  Admin- 
istration will  be  increasing  for  at  least  one  generation. 
Representation  of  these  three  organizations  cannot  be 
omitted. 

7.  Medical  Schools.  Whether  we  flatter  ourselves 
that  the  A.M.A.  is  the  liver  or  the  brain  of  our  medico- 
social  organism,  the  medical  schools  are  the  gonads  since 
upon  them  we  depend  for  the  perpetuation  of  medical 
science.  Their  curricula  must  conform  to  the  demands  of 
the  new  order.  They  would  bring  to  the  conference  the 
viewpoint  of  educators  and  they  would  take  away  in- 
formation vital  to  their  own  success.  Even  the  pre- 
medical schools  might  well  be  represented  because  they 
lay  the  foundations  upon  which  the  medical  schools  must 
build. 

8.  State  and  National  Boards  of  Licensure.  We  are 
too  likely  to  overlook  the  importance  of  these  bodies. 
Medical  licensure  is  an  outstanding  example  of  the  Balk- 
anization of  our  country.  There  is  no  uniformity  and 
little  reciprocity  between  the  states.  Some  accept  the 
certificate  of  the  National  Board  of  Medical  Examiners; 
some  do  not.  The  standards  run  the  gamut  from  very 
high  to  very  lowr.  The  varying  requirements  are  proving 


a serious  obstacle  to  the  placement  of  foreign  physicians 
who  are  now'  concentrated  in  our  own  state.  They  will  in 
like  manner  interfere  with  the  dispersement  of  medical 
officers  after  postwar  demobilization.  So  far  as  I know, 
no  state  legislation  protects  the  public  against  unqualified 
specialists.  Under  the  new  order  it  is  to  be  hoped  that 
this  shameful  condition  will  be  corrected  by  the  require- 
ment of  licensure  over  and  above  that  required  for  general 
practice. 

9.  Foundations.  We  owe  a great  debt  to  the  many 
foundations  that  have  financed  medical  research.  It 
would  seem  wise  to  have  at  least  one  member  of  the 
council  to  represent  these  great  humanitarian  agencies. 
In  spite  of  their  contributions  to  scientific  medicine,  some 
of  them  are  regarded  w'ith  suspicion  as  being  proponents  of 
socialized  medicine.  If  the  suspicion  is  justified,  the  best 
corrective  would  be  contact  with  the  other  members  of  the 
council.  They  could  bring  much  of  value  to  us  and  they 
could  take  away  much  of  value  to  themselves. 


Some  of  these  groups  have  interests  and  knowl- 
edge more  or  less  foreign  to  those  of  practicing  physi- 
cians and  yet  they  constitute  an  important  part  of 
the  environment  in  which  we  live.  Life  has  been 
defined  as  adaptation  to  one’s  external  relations. 
To  adjust  ourselves  to  this  environment  we  must 
understand  it.  Failure  of  any  free  organism  to 
adapt  itself  to  the  medium  in  which  it  lives  leads  to 
one  of  two  alternatives:  death  or  parasitism. 

Medicine  will  not  die,  but  it  could  become  a parasite 
of  government.  That  is  one  reason  for  our  parti- 
cipation in  the  work  of  the  proposed  Council  on 
Health. 

There  is  another  argument  for  the  consultative 
union  of  the  agencies  which  I have  mentioned. 
Each  of  them  has  authority  in  its  own  field.  Their 
combined  power  and  influence,  if  they  agreed  on  a 
national  program,  would  be  great  enough  to  counter- 
act any  attempt  on  the  part  of  a government  bureau- 
cracy to  seize  control.  It  would  be  the  surest  safe- 
guard against  the  danger  of  the  kind  of  state  medi- 
cine that  we  oppose.  I believe  that  it  is  worthy  of 
your  consideration. 


International  College  of  Surgeons  to  Meet  June  14-16 


AT  THE  fourth  International  Assembly  of  the 
International  College  of  Surgeons  to  be  held  at 
the  Waldorf-Astoria  Hotel  in  New  York  City  on  June 
14,  15,  and  16  dealing  with  the  subjects  of  “Re- 
habilitation” and  “War  Surgery,”  the  tentative 
program  arrangements  will  be  as  follows:  (1)  papers 
will  be  read  by  eminent  authorities  in  the  Grand 
Ballroom  during  both  morning  and  afternoon 
sessions,  and  (2)  continuous  roundtable  discussions 
on  rehabilitation,  war  surgery,  care  of  veterans, 
and  allied  subjects  have  been  scheduled  to  run  for 
the  duration  of  the  Assembly. 

The  many  distinguished  visitors  who  are  expected 
will  include:  Admiral  Percy  Noble,  British  Ad- 
miralty Delegation;  Surgeon  General  R.  T.  Mc- 
Intire,  Rear  Admiral,  Medical  Corps,  U.S.  Navy; 
and  Surgeon  General  Thomas  J.  Magee,  Medical 
Corps,  U.S.  Army,  who  will  all  be  present  if  their 
appointments  permit. 

Visitors  to  the  Assembly  are  urged  to  see  the 
many  exhibits  which  will  be  set  up  to  demonstrate 
activities  in  military  medical  affairs  and  rehabilita- 
tion. Among  these  will  be  a visual  demonstration 
on  the  work  of  the  State  of  New  Jersey  Rehabilita- 


tion Commission,  John  J.  Toohey,  Jr.,  Director, 
presenting  its  Curative  Workshop  under  the  per- 
sonal direction  of  Mr.  J.  C.  Kupper. 

The  Veterans  Administration,  Washington,  D.C., 
of  which  Charles  M.  Griffith  is  Medical  Director, 
will  furnish  charts  showing  pictures  and  descriptions 
of  the  routine  and  special  measures  in  bibliotherapv, 
occupational  therapy,  and  physical  therapy  used 
to  aid  in  the  treatment  of  patients  in  Veterans 
Administration  Hospitals. 

The  Medical  Detachment  of  the  17th  Regiment, 
New  York  State  Guard,  of  which  Major  Donald  R. 
Beck  is  Regimental  Surgeon,  will  set  up  a regimental 
aid  station.  The  personnel  will  consist  of  members 
of  the  medical  detachment  who  will  be  in  daily 
attendance. 

There  will  also  be  an  exhibit  by  the  New  York 
State  Department  of  Social  Welfare,  Bureau  of 
Services  for  the  Blind,  with  Ruth  B.  McCoy  in 
charge. 

A large  number  of  motion  pictures  in  color  will 
be  shown  on  craniocerebral  surgery,  bone  and  joint 
surgery,  plastic  surgery,  and  war  surgery.  The 
medical  profession  is  cordially  invited  to  attend. 
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Medicine  and  the 

* i COMMITTEE  to  Study  Medicine  and  the 
Changing  Order  has  been  organized  by  the 
Jew  York  Academy  of  Medicine.  The  objectives 
1 this  committee  are  defined  as  follows: 

J “To  be  informed  on  the  nature,  quality,  and 
J direction  of  the  economic  and  social  changes  that 
I are  taking  place  now  and  that  are  clearly  forecast 
I for  the  immediate  future : to  define  in  particular 
I how  these  changes  are  likely  to  affect  medicine 
J in  its  various  aspects;  to  determine  how  the  best 
I elements  in  the  science  of  medicine  and  its  serv- 
i|  ices  to  the  public  may  be  preserved  and  em- 
J bodied  in  whatever  changed  social  order  may 
I ultimately  develop.” 

I The  Committee  plans  to  survey  the  changes  that 
Ire  currently  taking  place  in  our  economic  and  social 
Organization  and  to  consider  also  any  changes  which 
Ire  likely  to  take  place  during  the  next  decade.  In 
liis  survey  the  Committee  will  solicit  information 
Ind  opinion  from  a wide  variety  of  groups,  including 
Indologists,  economists,  representatives  of  organized 
Iibor,  industrialists,  bankers,  and  politicians. 


Changing  Order 

Every  shade  of  political  and  economic  thought 
is  to  be  represented. 

Also,  in  this  connection,  the  Committee  will 
solicit  the  cooperation  of  all  those  intimately  con- 
nected with  medicine,  for  the  work  will  be  devoted 
primarily  to  the  study  of  how,  within  the  changing 
social  order,  the  best  qualities  in  medical  service,  in 
medical  education,  and  in  medical  research  can  be 
preserved  and  developed.  It  is  expected  that  the 
study  will  continue  until  such  time  as  sufficient 
evidence  has  been  accumulated  to  make  possible  a 
considered  report. 

Members  of  the  Committee  are:  Dr.  Malcolm 
Goodridge,  Chairman;  Dr.  Arthur  F.  Chace,  Dr. 
James  Alexander  Miller,  Dr.  Alan  Gregg,  Dr. 
George  Baehr,  Dr.  Harry  Aranow,  Dr.  I.  Ogden 
Woodruff,  Dr.  Paul  Reznikoff,  Dr.  Henry  W.  Cave, 
Dr.  Tracy  J.  Putnam,  Dr.  Wilson  G.  Smillie,  Dr. 
Jean  A.  Curran,  Dr.  Herbert  B.  Wilcox,  Dr.  Howard 
Craig,  Dr.  E.  Tolstoi,  Dr.  E.  H.  Pool,  Dr.  Robert 
Pound,  and  Dr.  Iago  Galdston,  Secretary.  Com- 
mittee associates  are  Mr.  John  W.  Davis  and  Mr. 
W.  S.  Gifford. 


County  News 


Idbany  County 

:I  Albany  celebrated  Mother’s  Day  proudly  this 
i ear,  with  its  remarkable  record  of  only  one  maternal 
leath  in  1942  when  3,560  babies  were  born  in  the 
| ity. 

J This  was  achieved  in  a year  when  the  birth  rate 
iicreased  approximately  600  over  the  1941  total, 
| 'hen  enrollment  of  physicians  for  military  service 
lift  only  seven  obstetricians  in  the  city,  and  when 
I ospital  facilities  where  curtailed  sharply  by  a war- 
lime  shortage  of  nurses  and  maintenance  employees. 
Inhere  were  12  maternal  deaths  in  1941. 

J The  drop  in  the  maternal  mortality  rate  is  the 
I utcome  of  a decade  of  missionary  work,  begun  by 
I he  Maternal  Welfare  Committee  of  the  Albany 
County  Medical  Society,  to  educate  the  public  on 
he  importance  of  adequate  prenatal  and  post- 
partum care.* 

| Ironx  County 

Adolph  J.  Chesley,  Bronx  Rationing  Adminis- 
rator,  announced,  following  a conference  with  an 
dvisory  council  of  the  Bronx  Medical  Society,  that 
Sronx  physicians  will  assist  in  working  out  a 
ichedule  to  be  used  in  connection  with  special 
ationing  cases  in  which  diabetics  and  other  sick 
persons  may  require  special  consideration. 

I Patients  will  be  granted  special  allotments  on 
>resentation  of  applications  accompanied  by  a physi- 
cian’s statement  which  will  give  the  reason  why 
certain  foods  are  needed  and  the  amount  needed. 

The  advisory  physicians  are  Dr.  Frederick  Wil- 
liams, Dr.  Edward  C.  Podvin,  Dr.  Philip  Eichler, 
3r.  Samuel  Gitlow,  and  Dr.  William  A.  Roberts.* 


On  April  7 Dr.  Henry  Roth  celebrated  his  fiftieth 
[rear  in  the  practice  of  medicine.  Over  300  col- 
eagues and  friends  attended  a dinner  given  in  his 
lonor  at  the  Concourse  Plaza  Hotel. 

Jroome  County 

The  May  meeting  of  the  county  society  was 
leld  in  Binghamton  State  Hospital  on  May  11. 

* Asterisk  indicates  item  is  from  local  newspaper. 


Dr.  Ulysses  Schutzer  spoke  on  “Electroshock 
Therapy  in  Mental  Illness — Demonstration  of 
Technic.” 


A Doctor’s  Emergency  Fund  has  been  established, 
and  voluntary  contributions  will  be  accepted  by 
the  treasurer  or  at  the  office  of  the  county  society 
in  the  Medical  Library  at  City  Hospital  in  Bing- 
hamton. 


A program  to  provide  persons  who  are  ill  with 
additional  food  or  special  foods  to  meet  medical 
and  dietary  requirements  has  been  developed  by 
the  Eastern  Broome  County  War  Price  and  Ration- 
ing Board  and  the  Broome  County  Medical  Society.  * 

Chautauqua  County 

The  Jamestown  Medical  Society  held  its  monthly 
meeting  at  the  Hotel  Jamestown  on  April  22.  Fol- 
lowing a dinner,  the  regular  business  meeting  was 
held,  Dr.  Hilding  A.  Nelson,  presiding.  Dr.  Clayton 
W.  Greene,  of  Buffalo,  read  a paper  on  “Differential 
Diagnosis  of  Kidney  Lesions.”* 


A nine-point  program  through  which  medical 
service  to  patients  in  Jamestown  and  vicinity  can  be 
facilitated  has  been  outlined  by  a committee  of  the 
Jamestown  Medical  Society  in  a letter  to  the 
Jamestown  Post-J ournal.  Need  for  cooperation  is 
indicated  by  the  statement  that  “One-half  of  the 
most  active  doctors  in  Jamestown  are  now  in  the 
Army  or  Navy.” 

The  Medical  Society  appointed  its  committee  to 
study  the  problem  after  a communication  from  the 
Central  Labor  Council  called  attention  to  difficulty 
in  certain  cases  of  securing  a doctor  at  night. 

Here  is  the  reply  of  the  medical  society  committee: 

Editor,  Post-Journal 
Jamestown,  New  York 
Dear  Sir: 

A recent  communication  from  the  Central  Labor  Council 
to  the  Hospital  Board  called  attention  to  the  difficulty  which 
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some  people  have  had  in  securing  a doctor  at  night.  At  the 
regular  monthly  meeting  of  the  Jamestown  Medical  Society 
on  March  25  a committee  was  appointed  to  study  this  prob- 
lem and  advise  the  public.  ’ 

It  is  important  that  the  people  in  this  vicinity  be  aware 
of  the  difficulties  in  order  that  they  shall  be  willing  to 
cooperate  in  the  matter.  Before  making  specific  recom- 
mendations the  committee  believes  it  wise  to  clarify  the 
situation. 

One-half  of  the  most  active  doctors  in  Jamestown  are 
now  in  the  Army  or  Navy.  Of  those  remaining  two  are 
full-time  health  officers,  two  are  x-ray  specialists,  one  is  a 
pathologist,  and  six  are  specialists  whose  practice  does  not 
include  general  medicine  or  surgery.  Furthermore,  of  the 
twenty-eight  men  who  do  general  practice  in  medicine  or 
surgery,  eight  are  between  the  ages  of  sixty  and  seventy-one. 

Tn  addition  to  rendering  service  to  the  people  of  James- 
town, Falconer,  Celoron,  Lakewood,  and  the  adjacent 
territory  these  men  give  much  time  without  compensation 
to  the  examination  of  draftees,  Civilian  Defense  work,  and 
free  clinics.  Practically  all  of  our  doctors  are  working  from 
twelve  to  sixteen  hours  a day  including  Sundays  and  holidays 
and  they  have  no  regular  hours  for  sleep.  We  cite  these 
facts  not  in  any  spirit  of  self  pity  but  in  order  to  impress  the 
public  with  the  necessity  for  cooperation  in  our  effort  to 
render  necessary  service. 

In  time  of  war  your  doctor  must  ration  his  time  among 
the  patients  in  his  community.  Your  consideration  in  the 
use  of  his  services  is  earnestly  requested.  The  Office  of  War 
Information  says:  “Luxury  medicine,  to  which  some  Ameri- 
cans have  become  accustomed,  is  out  for  the  duration.” 
You  can  help  very  greatly  by  keeping  in  mind  the  following 
advice: 

1.  Whenever  possible  come  to  the  doctor’s  office  instead 
of  calling  him  to  your  home. 

2.  Call  for  an  appointment  early  in  the  morning  so  that 
he  may  schedule  his  calls  more  efficiently. 

3.  Do  not  ask  for  a night  call  unless  it  is  absolutely  neces- 
sary. In  case  of  children,  parents  naturally  become  alarmed 
during  the  night.  If  a child  becomes  ill  during  the  day.  do 
not  neglect  to  consult  your  physician  early.  Telephone 
advice  will  often  make  a house  call  unnecessary. 

4.  Use  the  classified  directory  in  the  back  of  youi 
telephone  book.  The  new  directory  will  contain  the  names 
of  all  physicians  remaining  on  May  1.  Do  not  leave  a call 
for  more  than  one  physician.  It  is  unfair  to  have  a physician 
hurry  to  your  home  only  to  find  that  some  other  doctor  is 
already  there. 

5.  Be  sure  that  you  call  the  residence  and  not  the  office 
during  the  night. 

6.  It  is  advisable  to  have  a family  doctor  upon  whom 
you  can  depend  in  case  of  need. 

7.  If  you  are  unable  to  secure  the  doctor  of  your  choice, 
do  not  call  the  Police  Station.  Call  one  of  the  hospitals  and 
explain  the  nature  of  the  illness  or  accident.  The  night 
superintendent  will  then  be  better  able  to  secure  a doctor 
who  will  best  meet  the  requirements  of  your  particular  case. 
If  you  will  first  try  to  call  a physician  and  if  unable  to  find 
one,  will  call  the  hospital,  we  believe  that  the  difficulty  will 
be  alleviated  so  far  as  it  is  humanly  possible  to  do  so. 

8.  Have  an  examination  at  the  first  sign  of  sickness  rather 
than  risk  a serious  illness. 

9.  Keep  your  family  and  yourself  in  good  health  and  be 
immunized  against  all  possible  contagious  diseases. 

We  wish  to  emphasize  that  in  general  the  cooperation  of 
the  public  has  been  most  gratifying  and  this  spirit  is  be- 
coming more  prevalent  all  the  time.  Those  who  are  un- 
reasonable in  their  demands  on  the  profession  are  a very 
small  minority  and  we  trust  that  this  communication  may 
result  in  the  elimination  of  these  few  exceptions. 

Yours  very  truly, 

CL  W.  Cottxs,  M.D. 

C.  O.  Lindbeck,  M.D. 

E.  J.  Kelley,  Jr.,  M.D. 

Committee  of  Jamestown  Medical  Society* 

Monroe  County 

The  Civic  Medal,  awarded  annually  by  the 
Rochester  Museum  Association,  was  presented  on 
May  13  to  Dr.  George  H.  Whipple,  dean  of  the 
University  of  Rochester  School  of  Medicine  and 
Dentistry.  In  1934  Dr.  Whipple  was  cowinner  with 


Drs.  George  R.  Minot  and  William  P.  Murphy,  of 
Boston,  of  the  Nobel  Prize  in  Medicine. 


Dr.  Arthur  M.  Johnson,  city  health  officer,  was 
awarded  the  Albert  David  Kaiser  medal  by  the 
Rochester  Academy  of  Medicine  at  the  annual  meet- 
ing on  May  11. 

Dr.  Johnson  was  selected  by  the  board  of  trustees 
of  the  Academy,  it  was  reported,  because  of  his 
ability  as  health  officer  and  as  coordinator  of 
medical  defense  activities. 

To  qualify  for  the  medal,  which  was  established  in 
1939,  the  recipient  must  be  a member  of  the  Acad- 
emy who  has  made  an  outstanding  contribution  to 
scientific  research,  to  the  medical  profession,  or  of 
service  to  the  entire  community. 

Dr.  Johnson  has  been  health  officer  for  eleven 
years  and  is  now  chief  of  the  local  Emergency 
Medical  Service  of  the  Office  of  Civilian  Defense. 
The  citation  was  presented  by  Dr.  Stearns  S.  Bullen, 
chairman  of  the  committee  on  awards. 

Previous  medalists  have  been  Dr.  Kaiser,  Dr. 
David  B.  Jewett,  and  Dr.  John  R.  Williams.* 

New  York  County 

More  than  500  families  of  moderate  means  have 
come  to  The  Consultation  Center  for  advice  and 
help  during  its  first  year  of  operation,  according  to 
the  first  annual  report  made  public  on  May  8 by- 
Ira  M.  Younker,  chairman  of  The  Consultation 
Center  and  a trustee  of  the  Jewish  Social  Service 
Association,  one  of  the  agencies  of  the  Federation 
for  the  Support  of  Jewish  Philanthropic  Societies. 

These  500  families  represented  3,000  separate  con- 
sultations on  complex  personal  and  family  problems. 

A unique  project  in  the  field  of  family  welfare, 
The  Consultation  Center  has  attracted  national 
interest.  The  purpose  of  The  Center  is  to  make 
available  to  those  of  moderate  income  a professional 
service  which  will  help  them  solve  their  personal 
and  family  difficulties,  which  today  are  intensified 
by  war  conditions.  A minimum  fee  has  made  it 
easier  and  more  comfortable  for  this  group  to  apply 
for  help,  according  to  the  report. 


Dr.  Joseph  Jordan  Eller  lectured  with  lantern 
slide  demonstrations  to  the  Army  Medical  and 
Dental  Corps  at  the  Morrison  Field  Hospital, 
West  Palm  Beach,  Florida,  on  May  7.  His  subject 
was  “The  Diagnosis  and  Treatment  of  Benign  and 
Malignant  Tumors  of  the  Skin.” 


At  the  regular  meeting  of  the  Clinical  Society 
of  the  New  York  Polyclinic  Medical  School  and 
Hospital  held  on  Monday,  May  3,  at  8:30  p.m.,  the 
following  program  was  presented:  “The  Sulfon- 

amides,” by  James  P.  Croce,  M.D.;  “Blood  Pres- 
sure and  the  Total  Individual,”  by  John  Carroll, 
M.D. ; “The  Treatment  of  Paroxysmal  Taehycardia 
and  Auricular  Fibrillation,”  by  Harold  E.  B.  Pardee, 
M.D.;  “The  Management  of  Lung  Abscess,”  by 
George  G.  Ornstein,  M.D.;  “Apocrine  Breast 
Cancer”  (Colored  Motion  Picture),  by  Herbert  C. 
Chase,  M.D.;  “Evaluation  of  Excretion  Urography 
as  Compared  with  Instrumental  Urography,”  by 
Joseph  F.  McCarthy,  M.D.;  “Gastroduodenal 
Ulcer;  Its  Surgical  Approach,”  by  Robert  E. 
Brennan,  M.D.;  “The  Hypertonic  Infant,”  by 
Sidney  V.  Haas,  M.D.;  “Premature  Babies,”  by 
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W.  Morgan  Hartshorn,  M.D.;  “Endometrial  Im- 
plant Occurring  in  Abdominal  Scar  Following 
Cesarean  Section,”  by  Edward  H.  Dennen,  M.D.; 
“The  Treatment  of  Empyema  as  a Postoperative 
Complication,”  by  Henry  I.  Goodman,  M.D.; 
“Three  Simple  Tests  for  Bedside  and  Office  Diag- 
nosis of  Liver  Diseases,”  by  Samuel  Weiss,  M.D.; 
and  “The  Status  of  Gastroenterology  in  Medicine,” 
by  G.  Randolph  Manning,  M.D. 


A report  on  a two-year  experiment  in  providing 
family  doctors  for  a group  of  low-income  families 
on  New  York  City’s  East  Side  at  a charge  of  25 
cents  a month  a person  has  been  made  public  by 
the  Corlears  Hook  Medical  Association,  conductors 
of  the  experiment,  writh  the  recommendation  that 
its  program  be  placed  on  a large-scale  basis  through 
the  help  of  city  funds. 

A copy  of  the  report  wras  sent  to  Mayor  F.  H. 
LaGuardia,  who  appointed  a committee  to  work 
out  a medical  insurance  plan  for  moderate-income 
families  of  the  city.  Dr.  J.  Stanley  Kenney,  president 
of  the  Medical  Society  of  the  County  of  Newr  York, 
a member  of  the  committee,  said  last  night  that  the 
two-year  experiment  was  one  of  the  bases  from  wffiich 
the  committee  hoped  to  form  “a  broader  plan  ap- 
plicable to  low-income  groups.” 

Vladeck  House,  an  experimental  housing  project, 
was  chosen  for  the  experiment  because  its  1,771 
families  were  of  the  lowr-income  group,  the  average 
annual  income  being  $1,050  a family. 

By  May,  1942,  the  association  had  695  families 
on  its  rolls,  each  person  paying  25  cents  a month, 
with  a limit  of  $1  a family.  The  fee  entitled  him  to 
unlimited  house  or  office  treatments  from  any  doctor 
on  the  association’s  panel,  the  patient  having  the 
right  to  choose  his  own  physician  and  change  doctors 
whenever  he  wished. 

A panel  of  58  doctors  volunteered  their  services 
on  this  basis  two  years  ago  and,  although  the  panel 
has  since  shrunk  to  about  half  that  number,  ade- 
quate care  is  maintained  for  all  families  in  the  plan, 
Dr.  Morris  A.  Brand,  medical  director  of  the  as- 
sociation, said.  The  administrative  expenses  of 
the  association  are  paid  by  the  New  York  Founda- 
tion, and  the  monthly  fees  go  entirely  to  the  doctors. 
The  average  remuneration  received  by  the  doctors 
has  been  90  cents  a visit.  * 


The  Army’s  first  woman  physician,  Dr.  Margaret 
D.  Craighill,  is  a fellow  of  the  New  York  Academy 
of  Medicine,  the  American  College  of  Surgeons,  and 
the  American  Medical  Association,  and  a diplomate 
of  the  American  Board  of  Obstetrics  and  Gynecol- 
ogy.* 


Dr.  John  J.  McGowan  was  toastmaster  at  a 
testimonial  dinner  tendered  Dr.  J.  Stanley  Kenney, 
president  of  the  Medical  Society  of  the  County  of 
Newr  York,  at  the  Hotel  Biltmore,  Wednesday, 
May  19.  The  dinner  committee,  composed  of  over 
30  physicians,  w'as  headed  by  Dr.  Alfred  Gilbert 
Forman,  chairman. 


Conrad  Berens,  M.D.,  has  been  appointed  to 
the  National  Committee  of  the  American  Medical 
Association  on  Conservation  of  Vision. 


Dr.  H.  van  Zile  Hyde,  regional  medical  officer 
for  the  Second  Civilian  Defense  Region,  has  been 
transferred  to  Washington.  Dr.  John  J.  Bourke, 
deputy  state  chief  of  Emergency  Medical  Service 
for  New  York,  is  now  acting  regional  medical  officer 
for  the  Second  Region. 


Joseph  B.  Altruda,  M.D.,  has  been  appointed 
associate  surgeon  in  charge  of  plastic  surgery  at 
Mother  Cabrini  Memorial  Hospital. 


The  Medical  and  Surgical  Relief  Committee  of 
America,  420  Lexington  Avenue,  New  York  City, 
has  issued  an  urgent  appeal  for  drugs  and  instru- 
ments to  enable  it  to  continue  its  work  of  providing 
emergency  medical  kits  to  Coast  Guard  patrol 
boats  and  Navy  sub-chasers. 

Among  the  items  sorely  needed  to  equip  the 
emergency  kits  are  artery  clamps,  splinter  forceps, 
scalpels,  probes,  grooved  directors,  sulfadiazine 
tablets,  sulfadiazine  ointment  (5  per  cent),  sulfathi- 
azole  tablets,  and  sterile  shaker  envelopes  of  crystal- 
line sulfanilamide.  Any  other  spare  medicines  or 
surgical  instruments  are,  of  course,  also  welcome 


New  York  University  has  received  approval  from 
the  council  on  medical  education  and  hospitals  of 
the  American  Medical  Association  for  its  program 
to  train  occupational  therapists. 

The  University’s  training  program,  offered  in 
the  School  of  Education,  is  one  of  seven  in  the 
country  which  has  been  approved  by  the  American 
Medical  Association  for  housing,  equipment,  cur- 
riculum, teaching  staff,  facilities  for  practice  train- 
ing in  hospitals  and  financial  stability,  the  announce- 
ment stated.  Graduates  will  be  eligible  after  one 
year  of  successful  practice  for  listing  in  the  directory 
of  registered  occupational  therapists  maintained  by 
the  American  Occupational  Therapy  Association. 

A minimum  of  nine  months’  training  in  co- 
operating hospitals  of  varied  specialties,  in  addition 
to  four  years  of  college  training  in  biologic  and  social 
sciences,  clinical  subjects,  and  the  arts  and  crafts, 
is  included  in  the  program.  Nearly  a score  of 
hospitals  in  general,  psychiatric  tuberculosis,  child- 
ren’s, and  orthopaedic  fields  cooperate  with  the 
university  in  offering  this  training.* 


Being  medical  adviser  to  the  Iranian  govern- 
ment is  a big  job,  according  to  Dr.  A.  A.  Neuwdrth, 
former  New  York  City  physician  and  resident  of 
Floral  Park,  Long  Island,  and  now  a lieutenant 
colonel  in  the  U.S.  Army,  on  loan  to  Iran.  Among 
his  duties  are  acting  as  adviser  and  consultant 
at  the  Pasteur  Institute  in  Teheran;  advising  the 
American  Lend-Lease  mission  on  medical  supplies 
needed  in  Iran;  serving  as  medical  liaison  officer 
wdth  the  American  Mission  to  the  Iranian  army; 
and  wrorking  writh  the  Ministry  of  Health’s  com- 
mission on  typhus,  smallpox,  and  typhoid  fever. 

In  his  spare  time  Lt.  Col.  Neuwirth  makes  plans 
for  a potable  water  supply  throughout  the  country, 
consults  with  other  physicians  on  difficult  cases, 
and  systematizes  the  medical  department  of  the 
Iranian  army. 

Lt.  Col.  Neuwirth  has  been  in  the  Army  Medical 
Corps  since  1939  and  has  been  in  Iran  since  Feb- 
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ruary,  1942,  when  he  stopped  there  with  a Lend- 
Lease  mission  to  aid  in  the  Iranian  fight  against 
typhus.  He  was  subsequently  chosen  medical  ad- 
viser to  the  government. 


Dr.  Charles  Frederick  Bolduan,  retiring  director 
of  the  Bureau  of  Health  Education  of  the  New  York 
City  Department  of  Health,  was  the  guest  of  honor 
at  a testimonial  dinner  held  at  the  Fifth  Avenue 
Hotel,  New  York  City,  on  Thursday,  May  20,  at 
7:00  p.m.  The  dinner  was  sponsored  by  employees 
of  the  Health  Department  of  New  York  City. 

Health  Commissioner  Ernest  L.  Stebbins  presided, 
and  the  speakers  included:  Dr.  James  Alexander 
Miller,  former  president  of  the  Academy  of  Medi- 
cine, and  now  chairman  of  the  Academy’s  Com- 
mittee on  Public  Health  Relations;  Dr.  Haven 
Emerson,  former  Commissioner  of  Health  and  now  a 
member  of  the  Board  of  Health;  Dr.  E.  H.  Lewin- 
ski-Corwin,  executive  secretary  of  the  Committee 
on  Public  Health  Relations  of  the  Academy  of 
Medicine;  and  three  members  of  the  staff  of  the 
New  York  City  Department  of  Health — Dr.  Gustav 
I.  Steffen,  an  assistant  director  of  the  Bureau  of 
Laboratories;  Dr.  Samuel  Frant,  director,  Bureau 
of  Preventable  Diseases;  and  Mr.  Will  F.  Clarke, 
assistant  in  the  Bureau  of  Health  Education. 

Dr.  Bolduan’s  long  career  in  public  health  began 
in  1904  when  he  joined  the  Department  of  Health 
staff  as  a bacteriologist.  Three  years  later  he  was 
promoted  to  the  position  of  assistant  to  Dr.  Her- 
mann M.  Biggs,  general  medical  officer  of  the 
Health  Department.  In  1914  Dr.  Bolduan  or- 
ganized and  became  the  first  director  of  the  De- 
partment’s Bureau  of  Health  Education,  in  which 
capacity  he  remained  until  1918.  From  1918  until 
1928  he  was  with  the  United  States  Public  Health 
Service,  first  as  chief  of  the  section  on  health  educa- 
tion and  later  as  a surgeon  in  the  U.S.  Consular 
Service  in  Europe.  In  1928  he  returned  to  the  New 
York  City  Department  of  Health  as  director  of  the 
Bureau  of  Health  Education.  His  retirement  on 
June  1,  1943,  completes  39  years  of  continuous 
service  in  the  public  health  field. 

Dr.  Bolduan  is  perhaps  best  known  to  public 
health  workers  as  a teacher,  lecturer,  and  writer. 
From  1905  to  1908  he  was  professor  of  bacteriology 
and  hygiene  at  Fordham  University  and  from  1929 
to  1941  was  a lecturer  in  preventive  medicine  and 
hygiene  at  the  same  institution.  From  1916  to 
1921  he  was  a lecturer  in  preventive  medicine  and 
hygiene  at  Columbia  University.  He  is  the  author 
of  several  books,  including  two  standard  textbooks: 
Applied  Bacteriology  and  Immunology  for  Nurses, 
now  in  its  eighth  edition,  and  Public  Health  and 
Hygiene;  a Student’s  Manual  which  is  in  its  third 
edition.  Innumerable  scientific  papers  by  him 
have  appeared  in  the  publications  and  reprint  series 
of  the  Department  of  Health  and  in  the  leading 
medical  journals  of  the  country.  He  was  the 
editor  of  the  Quarterly  Bulletin , published  by  the 
Department. 

Oneida  County 

Dr.  Ira  F.  Thompson,  who  was  special  adminis- 
trative assistant  in  the  Syracuse  Health  Department 
during  the  Milbank  health  demonstration,  has  been 
named  by  Gov.  Walter  S.  Goodland,  of  Wisconsin,  as 
a member  of  the  State  Board  of  Health. 

Dr.  Thompson  is  widely  known  for  his  work  in  the 
public  health  field.  Before  coming  to  Syracuse  he 
was  deputy  health  commissioner  in  Milwaukee, 


and  since  leaving  Syracuse  in  1932  he  has  been  the  i 
health  officer  in  Racine,  Wisconsin.  As  chairman 
of  municipal  administrative  practice  of  the  Ameri- 
can Public  Health  Association,  Dr.  Thompson 
drafted  the  record  forms  now  used  in  nearly  all 
city  health  departments.* 


Dr.  George  Block  has  arrived  in  New  York  Mills 
to  take  over  the  practice  of  Dr.  Moritz  Elias,  who 
entered  the  service  recently.  * 


The  following  editorial  appeared  in  the  Utica 
Press  of  April  23: 

“Characteristic  of  the  late  Dr.  Andrew  Sloan  was 
the  fact  that  he  was  a charter  member  and  first 
president  of  the  Utica  Academy  of  Medicine  and 
for  more  than  twenty  years  the  chief  of  staff  of 
St.  Luke’s  Hospital.  He  devoted  himself  to  his 
profession,  and  for  some  forty  years  was  one  of 
Utica’s  most  respected  physicians. 

“But  his  interests  were  not  limited  by  the  re- 
quirements of  his  profession.  As  a native  Utican 
and  a member  of  one  of  its  older  families,  he  took 
a useful  part  in  many  community  enterprises.  Dr. 
Sloan  was  a man  of  unusual  personality,  who  had 
a great  gift  for  friendship.  That  fact,  together  with 
his  service  to  the  people  of  Utica,  accounts  for  the 
keen  regret  which  his  death  occasioned.” 

Ontario  County 

The  second  quarterly  meeting  of  the  county 
society  was  held  in  Clifton  Springs  on  April  13. 
The  program  consisted  of  a business  meeting  at 
5:00  p.m.,  a dinner  at  6:00  p.m.,  and  a scientific 
session  following  the  dinner.  The  surgical  staff 
of  the  Clifton  Springs  Sanitarium  and  Clinic  gave 
a “Clinic  on  Fractures  of  the  Hip.” 


Dr.  C.  M.  Lee,  recently  of  Wu  Shih,  China,  has 
joined  the  Surgical  Staff  of  the  Clifton  Springs 
Sanitarium  and  Clinic. 


Dr.  T.  R.  Nichols,  of  Clifton  Springs,  will  leave 
early  in  May  to  establish  practice  in  Morgantown, 
North  Carolina. 

Orange  County 

Dr.  Theodore  W.  Neumann,  of  Central  Valley, 
has  succeeded  Dr.  R.  L.  Schmitt,  of  Middletown, 
president  of  the  Orange  County  Health  Association.* 

Otsego  County 

Dr.  Cornelius  F.  Ryan,  an  assistant  physician 
at  Homer  Folks  Hospital  since  1940,  has  resigned 
to  open  his  own  practice  in  Oneonta. 

A native  of  Schenectady,  Dr.  Ryan  was  gradua- 
ted from  Albany  Medical  College  in  1935.* 

Queens  County 

The  county  medical  society  has  announced  the 
appointment  of  a committee  to  advise  the  Queens 
War  Price  and  Rationing  Boards  on  matters  per- 
taining to  the  medical  profession. 

This  committee,  headed  by  Dr.  Francis  G.  Riley, 
of  Jamaica;  includes  Dr.  Thomas  D’Angelo,  of 
Jackson  Heights;  Dr.  Henry  C.  Eichacker,  of 
Ridgewood;  Dr.  Charles  M.  Levin,  of  Richmond 
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Hill;  Dr.  Joseph  S.  Thomas,  of  Flushing;  and  Dr. 
Abraham  W.  Victor,  of  Far  Rockaway. 
f These  doctors,  appointed  by  Dr.  Jacob  Werne, 
■of  Jamaica,  president  of  the  society,  will  give  particu- 
lar consideration  to  the  gas  rationing  problems  of 
Ithe  medical  profession. 

Dr.  Levin  will  head  a subcommittee  to  advise  the 
■Queens  boards  on  food  problems  as  they  relate  to 
Isick  persons  who  need  special  diets.. 

This  subcommittee  supersedes  an  unofficial 
i medical  panel  that  advised  the  Jamaica  Rationing 
I Board  on  diet  ration  problems  and  which  was  headed 
| by  Dr.  Michael  Schultz,  of  Ilollis.* 


Dr.  Edward  R.  Richardson,  of  Flushing,  has  gone 
I to  Boston  City  Hospital  to  take  up  his  new  duties 
as  an  intern  assistant  to  professors  of  Harvard 
| University. 

Dr.  Richardson  was  graduated  from  Dartmouth 
I College  in  1939  and  served  as  a student  intern  at  the 
| Schenectady  Home,  the  Troy  Hospital,  and  the 
I Albany  Hospital. 

At  present  he  holds  the  rank  of  lieutenant  in  the 
Army  Reserve.  * 


Dr.  Paul  E.  Rekers,  has  issued  cards  announcing 
that  he  will  practice  medicine  in  the  former  offices 
of  Dr.  Lief  Y.  Jacobsen  in  Douglaston. 

A graduate  of  the  School  of  Medicine  in  the 
University  of  Rochester,  Dr.  Rekers  subsequently 
took  four  years  of  surgical  training  in  Yale  Univer- 
sity and  later  did  three  years  of  research  work  at 
Memorial  Hospital  in  Manhattan.  He  is  at  present 
a member  of  the  staff  of  Memorial  Hospital.* 

Rensselaer  County 

Dr.  Benjamin  J.  Slater,  medical  director  of  the 
Kodak  Park  Division,  Eastman  Kodak  Company, 
Rochester,  was  the  principal  speaker  at  the  annual 
meeting  of  the  Rensselaer  County  Tuberculosis 
and  Public  Health  Association  at  the  Hendrick 
Hudson  Hotel  on  May  6. 

Dr.  Slater,  who  is  vice-president  of  the  Monroe 
County  Tuberculosis  and  Health  Association,  spoke 
on  “A  Planned  Health  Program.  ”* 


Dr.  Leo  Freydberg,  of  Troy,  has  been  appointed 
a qualified  examiner  of  the  Department  of  Mental 
Hygiene  for  service  in  Rensselaer  County  by 
County  Judge  Harry  E.  Clinton.* 

Richmond  County 

A resolution  paying  tribute  to  the  memory  of 
Dr.  H.  Lynn  Halbert,  president  of  the  Richmond 
County  Medical  Society,  who  died  recently,  was 
adopted  by  the  society  at  a meeting  held  in  the 
Richmond  Health  Center,  St.  George,  on  April  14. 
A copy  will  be  sent  to  the  doctor’s  family. 

Dr.  Allen  G.  Robinson,  assistant  professor  of 
radiology  at  New  York  Medical  College  and  a 
lieutenant  commander  in  the  U.S.  Naval  Reserve, 
spoke  on  “Radiation  Therapy  in  Civil  and  Military 
Practice.” 

Several  medical  officers  of  Halloran  General 
Hospital  were  guests  at  the  meeting.  Dr.  D.  V. 
Catalano  presided.* 


Schenectady  County 

The  public  has  been  urged  to  become  “cancer 
conscious”  by  Dr.  Ellis  Kellert,  of  Schenectady, 
chairman  of  the  cancer  control  committee,  in  a 
paper  he  has  prepared  in  connection  with  the  annual 
campaign  of  the  Women’s  Field  Army  to  control 
cancer,  which  is  now  being  conducted. 

“The  cancer  committee  of  the  Medical  Society 
of  the  County  of  Schenectady  urges  the  public  at 
this  time,”  said  Dr.  Kellert,  “to  become  cancer 
conscious;  to  be  alert  to  the  well-recognized  danger 
signals  wliich  should  not  be  neglected  under  the 
stress  of  present-day  conditions.”* 


In  cooperation  with  the  war  council  program  to 
provide  adequate  care  and  protection  for  preschool 
age  children  of  mothers  employed  in  war  industries, 
the  personnel  and  facilities  of  the  Department’s 
Division  of  Maternity,  Infancy,  and  Child  Hygiene 
have  been  utilized  in  dental  health  education  and 
correction  of  dental  defects  of  65  children  enrolled 
in  the  nursery  classes  of  the  Pleasant  Valley, 
Hamilton,  and  Van  Corlaer  schools  in  Schenectady. 
When  the  program  is  in  full  swing,  it  is  expected  that 
the  enrollment  will  reach  about  300. 

The  division  dental  hygienist  examined  the 
children  and  gave  them  oral  prophylaxis.  She 
also  assisted  the  classroom  teacher  and  volunteer 
aides  in  presenting  the  dental  health  education 
aspects  of  the  program  to  the  parents  of  these 
children.  Sixty-one  families  were  represented, 
including  44  in  which  mothers  were  employed  and 
8 in  which  the  fathers  worked  nights  and  slept 
during  the  day.  Nine  families  were  either  in  the 
low-income  brackets  or  had  many  children  and  in- 
sufficient help  at  home. 

The  senior  dentist,  operating  in  the  division 
dental  trailer,  examined  and  x-rayed  the  teeth  of  62 
of  the  children.  Three  hundred  carious  teeth  were 
found  in  51,  5.8  per  child;  20  in  6 of  the  10  two- 
year-olds,  3.3  per  child ; 46  in  7 of  the  8 three-year- 
olds,  6.5  per  child;  194  in  32  of  the  37  four-year-olds, 
6.0  per  child;  and  40  in  6 of  the  6 five-year-olds, 
6.6  per  child.  Among  the  entire  group,  there  were 
21  teeth  which  had  been  either  previously  extracted 
or  indicated  for  extraction;  11  teeth  in  these 
categories  were  in  the  mouth  of  one  four-year-old 
child. 

Forty-four  of  the  51  children  requiring  corrections 
received  complete  treatment  (86  per  cent).  The 
program  was  carried  on  during  the  severest  part  of 
the  winter  between  February  10  and  March  15, 
when  there  were  many  absences  from  school. 
Otherwise,  services  to  a higher  percentage  of  the 
children  would  probably  have  been  completed. 

Following  corrective  treatment,  the  division 
hygienist  again  visited  the  parents  and  explained 
the  importance  of  the  services  rendered,  the  im- 
portance of  good  daily  home  care  and  of  periodic 
inspection  and  care  by  the  dentist. — David  B.  Ast , 
D.D.S.,  in  Health  News. 


Dr.  Bruno  C.  Mazurowski,  of  Schenectady,  has 
been  appointed  to  membership  on  the  Schenectady 
County  alcoholic  beverage  control  board  to  succeed 
the  late  Dr.  Henry  G.  Hughes.  Announcement  of 
Dr.  Mazurowski’s  selection  was  made  by  Chairman 
James  P.  Kalteux  of  the  board  of  supervisors.* 
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Suffolk  County 

Dr.  William  Lathrop  Love,  State  Senator  for  ten 
years  from  Brooklyn,  and  for  that  period  a member 
of  the  Health  Committee  of  the  Senate,  has  taken 
up  his  permanent  residence  in  East  Hampton, 
where  he  will  practice  his  profession.  He  will  con- 
tinue  to  be  a member  of  the  consulting  medical 
staff  of  the  Cumberland  Hospital  and  of  the  Brook- 
lyn Nursery  and  Infants  Hospital.* 

Washington  County 

Dr.  Roy  E.  Borrowman,  of  Fort  Edward,  has 
been  appointed  supervisor  of  Washington  County.* 

Westchester  County 

On  April  6,  Dr.  Erich  H.  Restin,  of  Mount 
Vernon,  resigned  his  post  as  Chief  of  Emergency 
Medical  Service  for  the  Westchester  County  War 
Council.  On  the  same  day  the  Hon.  Herbert  C. 
Gerlach,  county  executive  and  Director  of  Civilian 
Protection  for  Westchester  County,  announced 
the  appointment  of  Dr.  E.  Leslie  Burwell,  of  New 
Rochelle,  as  the  new  director  of  Emergency  Medical 
Service,  succeeding  Dr.  Restin.  Simultaneously, 
Dr.  George  C.  Adie,  president  of  the  county  medical 
society,  announced  the  appointment  of  Dr,  Burwell 
as  chairman  of  the  county  society’s  War  Participa- 


tion Committee,  a post  relinquished  by  Dr.  Restii 
at  the  same  time  that  he  resigned  the  directorshij 
of  Emergency  Medical  Service.  On  April  15 
Dr.  Burwell  announced  the  appointment  of  Mr 
James  E.  Bryan,  executive  secretary  of  the  count} 
medical  society,  as  deputy  director  of  emergenc} 
medical  service  for  the  county.  The  director’* 
desk  at  the  district  Warning  Center  in  White  Plain:* 
is  regularly  staffed  by  Dr.  William  A.  Holla,  count} 
health  commissioner,  and  Mr.  Bryan,  both  of  whori 
reside  in  White  Plains. — Westchester  Med.  Bull. 


Dr.  George  J.  Hogben,  of  Rye,  Dr.  John  Cannon, 
of  Scarsdale,  and  Dr.  Horace  E.  Robinson,  of  Pleas- 
antville,  are  among  the  new  members  of  the  board 
of  directors  of  the  Westchester  Tuberculosis  and 
Public  Health  Association,  elected  at  the  As- 
sociation’s Annual  Meeting  on  April  14.  Mr. 
Alf  L.  Carroll,  of  Scarsdale,  was  re-elected  president 
of  the  Association. 

Case-finding  reports  were  presented  by  Dr. 
John  H.  Korns,  director  of  the  tuberculosis  division 
of  the  county  health  department:  Dr.  Joseph  J. 
Arminio,  school  physician,  of  Ossining;  Dr.  Ebba 
Dederer,  school  physician,  of  Mount  Vernon; 
Dr.  William  G.  Childress,  director  of  tuberculosis 
at  Grasslands  Hospital;  and  others. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Dewitt  P.  Bailey 

77 

N.Y.  Univ. 

April  30 

Binghamton 

Arthur  C.  Brush 

81 

P.  & S.,  N.Y. 

March  17 

Manhattan 

Roy  M.  Collie 

59 

Albany 

April  24 

Schenectady 

Warren  C.  Daly 

69 

N.Y.  Horn. 

May  2 

Rochester 

John  0.  Downey 

60 

Pennsylvania 

February  2 

Manhattan 

Raymond  G.  Edmans 

71 

Albany 

April  22 

Troy 

Louis  Ferber 

41 

Univ.  & Bell. 

May  9 

Brooklyn 

Risq  G.  Haddad 

68 

Univ.  & Bell. 

May  8 

Brooklyn 

Dudley  M.  Hall 

81 

Maryland 

May  3 

Glens  Falls 

Louis  Lefrak 

70 

L.I.C.  Hosp. 

February  21 

Manhattan 

Harold  J.  McDonald 

54 

St.  Louis 

April  25 

Buffalo 

William  Moffatt 

74 

Queens,  Canada 

May  11 

Utica 

Lewis  K.  Neff 

81 

Bellevue 

May  6 

Manhattan 

John  J.  Randall 

51 

Albany 

April  29 

Wynantskill 

Reginald  W.  H.  Rollings 

56 

N.Y.  Horn. 

April  27 

Manhattan 

Jacob  C.  Rosenblueth 

72 

P.  & S.,  N.Y. 

February  21 

Manhattan 

Matthew  M.  Ryan 

75 

Hahne.,  Chicago 

April  23 

Philadelphia 

Eli  Silberschein 

26 

Bologna 

January  24 

Brooklyn 

Horace  R.  Taylor 

57 

Buffalo 

April  23 

Whitesville 

James  H.  Van  Buren 

63 

Albany 

April  23 

Elmira 

U.  Samuel  Ward 

80 

Bellevue 

April  30 

Manhattan 
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For  Safe  Effective  Antisepsis  Without  Pulmonary  Complications 


ANTISEPTIC  EFFICIENCY  PLUS 


• SOOTHING  AND  INFLAMMATION-DISPELLING  PROPERTIES 
NO  TISSUE  IRRITATION 


• NO  CILIARY  INJURY 

• NO  SYSTEMIC  TOXICITY 

• NO  PULMONARY  COMPLICATIONS 

• DECONGESTION  WITHOUT  VASOCONSTRICTION 


SPECIFY  THE  ORIGINAL  ARGYROL  PACKAGE 


The  fact  that  ARGYROL  has  been  used 
repeatedly  and  with  good  effect  in  the 
bronchoscopic  irrigation  of  the  lungs 
is  striking  evidence  of  its  freedom 
from  any  tendency  towards  pulmonary 
complications. 

But  this  is  only  one  of  ARGYROL’S 
many  unique  advantages.  For  ARGY- 
ROL is  not  just  another  “germ-killer.” 
It  is  peculiarly  adapted  to  the  treat- 
ment of  mucous  membrane  infections. 
It  not  only  attacks  the  infectious  or- 
ganisms directly  but  many  writers 
have  observed  that  it  appears  to  aid 
and  abet  the  natural  defensive  mech- 
anisms of  the  tissues.  It  promotes  a 
decongestion  and  circulatory  stimu- 
lation without  resort  to  powerful  vaso- 
constriction. It  stimulates  the  mucous 


glands  so  as  to  effect  “a  physiologic 
washing  of  the  membrane.”  It  pro- 
duces no  ciliary  injury.  It  is  detergent 
and  inflammation-dispelling.  And 
above  all,  it  remains  bland  and  non- 
irritating in  all  concentrations  from 
1%  to  50%.  Some  explanation  of 
ARGYROL’S  superiority  in  these  re- 
spects is  likely  to  be  found  in  its  con- 
trolled pH  and  pAg,  its  fine  colloidal 
dispersion,  its  more  active  Brownian 
movement. 

This  is  why  ARGYROL,  in  over  40 
years  of  world-wide  use,  has  estab- 
lished an  unparalleled  record  of  clini- 
cal efficiency  and  safety.  Specify  genu- 
ine “ARGYROL  Barnes  in  Original 
Package”  whenever  ordering,  pre- 
scribing, or  recommending. 
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Acute  Infections  of  the  Mediastinum.  By  Harold 
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Octavo  of  254  pages.  New  York,  Funk  & Wagnalls 
Company,  1943.  Cloth,  $2.50. 

Blood  Groups  and  Transfusion.  Third  edition. 
By  Alexander  S.  Wiener,  M.D.  Quarto  of  438  pages, 
illustrated.  Springfield,  111.,  Charles  C.  Thomas, 
1943.  Cloth,  $7.50. 
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Dublin,  Ph.D.  Octavo  of  496  pages,  iilustrated. 
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1943. 
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After  the  invading  infection  has  been  over- 
come and  the  temperature  has  returned  to 
normal,  the  speed  of  further  recovery  de- 
pends largely  on  the  patient’s  nutritional 
state.  Thus  adequate  food  intake  is  the 
primary  requisite  during  convalescence. 

The  burden  of  reconstruction  can  be 
greatly  eased  and  recovery  hastened,  when 
New  Improved  Ovaltine  becomes  a part 
of  the  dietary.  This  delicious  food  drink, 


with  its  wealth  of  proteins,  minerals,  vita- 
mins, and  readily  available  caloric  energy, 
aids  measurably  in  satisfying  the  increased 
metabolic  demand  for  these  nutritional 
essentials,  and  is  always  well  tolerated. 

Ovaltine  is  advantageously  prescribed 
for  all  convalescent  patients,  both  medical 
and  surgical,  regardless  of  age.  The 
Wander  Company,  360  North  Michigan 
Avenue,  Chicago,  Illinois. 


2 KINDS 

PLAIN  AND  CHOCOLATE 
FLAVORED 


Dry 

Ovaltine 

Ovaltine 

with  milk* 

PROTEIN  . . . 

6.00  Gm. 

31.20  Gm. 

CARBOHYDRATE  30.00  Gm. 

66.00  Gm. 

FAT  

3.15  Gm. 

31.5  Gm. 

CALCIUM  . . . 

0.25  Gm. 

1.05  Gm. 

PHOSPHORUS  . 

0.25  Gm. 

0.903  Gm. 

IRON 

10.5  mg. 

11.9  mg. 

Three  daily  servings  (1 ’A  oz.)  of  New  Improved  Ovaltine  provide: 

Dry  Ovaltine 

Ovaltine  with  milk* 
COPPER  ....  0.5  mg.  0.5  mg. 

VITAMIN  A . 1500  U.S.P.U.  2953  U.S.P.U. 
VITAMIN  D . 405  U.S.P.U.  432  U.S.P.U. 

300  U.S.P.U.  432  U.S.P.U. 
. 0.25  mg.  1.28  mg. 

. 4.95  mg.  7.1  mg. 


VITAMIN  B, 

RIBOFLAVIN 
NIACIN  . . 

*Each  serving  made  with  8 oz.  milk;  based  on  average  reported  values  for  milk. 
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New  York,  The  Commonwealth  Fund,  1943.  Cloth, 
$3.50. 

Creatine  and  Creatinine  Metabolism.  By  How- 
ard H.  Beard,  Ph.D.  Octavo  of  376  pages,  illus- 
trated. Brooklyn,  N.Y.,  Chemical  Publishing  Com- 
pany, Inc.,  1943.  Cloth,  $4.00. 

Principles  and  Practice  of  Obstetrics.  By  Joseph 
B.  DeLee,  M.D.,  and  J.  P.  Greenhill,  M.D.  Eighth 
edition.  Quarto  of  1,101  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1943.  Cloth, 
$10. 

Clinical  Diagnosis  by  Laboratory  Methods.  By 

James  C.  Todd,  M.D.,  and  Arthur  H.  Sanford,  M.D. 
Tenth  edition.  Octavo  of  911  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1943. 
Cloth,  $6.00. 

Burns,  Shock  Wound  Healing  and  Vascular  In- 
juries. [Military  Surgical  Manuals,  Vol.  V].  Pre- 
pared under  the  Auspices  of  the  Committee  on  Sur- 
gery of  the  Division  of  Medical  Sciences  of  the  Na- 
tional Research  Council.  Octavo  of  272  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Company, 
1943.  Cloth,  $2.50. 

Manual  of  Veterinary  Bacteriology.  By  Ray- 
mond A.  Kelser,  D.V.M.,  and  Harry  W.  Schoening, 
V.M.D.  Fourth  edition.  Octavo  of  719  pages, 
illustrated.  Baltimore,  The  Williams  & Wilkins 
Company,  1943.  Cloth,  $6.50. 


Obstetrical  Practice.  By  Alfred  C.  Beck,  M.D. 
Third  edition.  Quarto  of  938  pages,  illustrated. 
Baltimore,  The  Williams  & Wilkins  Companv,  1942 
Cloth,  $7.00. 

Essentials  of  Proctology.  By  Harry  E.  Bacon, 
M.D.  Duodecimo  of  345  pages,  illustrated.  Phila- 
delphia, J.  B.  Lippincott  Company,  1943.  Cloth, 
$3.50. 

Diseases  of  the  Nose,  Throat  and  Ear.  By 

William  Lincoln  Ballenger,  M.D.,  and  Howard 
Charles  Ballenger,  M.D.  Eighth  edition.  Octavo 
of  975  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1943.  Cloth,  $12. 

Man  in  Structure  and  Function.  By  Fritz  Kahn, 
M.D.,  Translated  from  the  German  and  edited  by 
George  Rosen,  M.D.  Volumes  I and  II.  Octavo 
of  742  pages,  illustrated.  New  York,  Alfred  A. 
Knopf,  Inc.,  1943.  Cloth,  $10. 

Standard  Nursing  Procedures  of  the  Department 
of  Hospitals,  City  of  New  York.  Prepared  by  the 
Committee  on  Nursing  Standards,  Division  of 
Nursing,  Department  of  Hospitals,  Mary  Ellen 
Manley,  R.N.,  M.A.,  Director.  Octavo  of  436  pages, 
illustrated.  New  York,  The  Macmillan  Company, 
1943.  Cloth,  $3.25. 

Medical  Leaves:  A Review  of  the  Jewish  Medical 
World  and  Medical  History.  Vol.  V.  Dr.  Hershel 
Meyer  (Ed.).  Quarto  of  190  pages,  illustrated. 
Chicago,  Medical  Leaves,  Inc.,  1943. 


REVIEWED 


Therapeutics  of  Infancy  and  Childhood.  Edited 
by  Harry  R.  Litchfield,  M.D.,  and  Leon  H.  Dembo, 
M.D.  4 vols.  and  desk  index.  Octavo  of  3,831 
pages,  profusely  illustrated.  Philadelphia,  F.  A. 
Davis  Company,  1942.  Cloth,  $32. 

Therapeutics  of  Infancy  and  Childhood , according 
to  the  editors,  Drs.  Litchfield  and  Dembo,  “was 
conceived  in  the  interest  of  pediatricians,  general 
practitioners,  and  those  intimately  concerned  with 
the  welfare  of  the  infant  and  child.”  They  planned 
“a  work  in  which  the  treatment  of  diseases  of  the 
infant  and  child,  no  matter  how  insignificant  or 
minor  it  might  seem,  would  be  included;  a reference 
so  complete  in  detail  that  when  consulted  it  would 
make  immediately  available  all  desired  informa- 
tion.” Whether  the  authors  have  realized  this  laud- 
able ambition  the  reader  himself  must  decide.  The 
limited  scope  of  this  review  makes  a detailed  evalua- 
tion impossible. 

The  editors  have  had  the  cooperation  of  at  least 
115  contributors,  including  some  of  the  outstanding 
names  in  contemporary  pediatrics.  Every  phase  of 
therapy,  including  psychotherapy,  drug  therapy, 
and  pediatric  surgery,  is  discussed.  With  such  a 
large  field  to  be  covered  and  with  so  many  con- 
tributors participating,  unevenness  in  the  quality 
of  the  articles  must  be  expected.  Some  of  the 
authors  have  drawn  upon  their  wealth  of  clinical 
experience,  while  others  have  leaned  heavily  upon 
the  literature. 

Most  of  the  articles  are  written  in  good,  readable 
English.  There  are  numerous  illustrations,  many 
in  colors.  In  some  of  the  articles  the  English  is 
poor,  the  sentence  structure  is  clumsy,  and  the 
meaning  is  ambiguous.  Occasionally  one  finds  ex- 
pressions like  the  following  (Volume  I,  page  780): 
“The  course  is  usually  short,  fast,  stormy,  and  exitus 
from  a few  days  to  a few  weeks.” 


There  is  no  doubt  that,  in  spite  of  their  defects, 
both  the  general  practitioner  and  the  pediatric  spec- 
ialist will  find  these  volumes  useful.  The  material, 
for  the  most  part,  is  up  to  date,  but  with  the  rapid 
advances  in  therapy,  revision  will  no  doubt  be 
necessary  to  keep  pace.  There  is  a separate  vol- 
ume devoted  to  a subject  index.  Unfortunately 
there  is  no  author’s  index. 

Benjamin  Kramer 

Vascular  Sclerosis  with  Special  Reference  to 
Arteriosclerosis.  Pathology,  Pathogenesis,  Eti- 
ology, Diagnosis,  Prognosis,  Treatment.  By  Eli 
Mocshcowitz,  M.D.  Octavo  of  178  pages,  illus- 
trated. New  York,  Oxford  University  Press,  1942. 
Cloth,  $3.75. 

This  small  volume  presents  the  author’s  views  on 
arteriosclerosis  and  similar  sclerosis  of  other  parts 
of  the  cardiovascular  system.  He  believes  that  the 
dominant  factor  in  the  production  of  sclerosis  is 
intravascular  pressure.  He  reviews  critically  the 
work  of  others  in  the  field  of  vascular  sclerosis. 

Some  points  which  could  have  been  discussed  are 
not  mentioned.  However,  the  author’s  views  are 
fairly  presented,  and  the  book  is  very  stimulating. 
The  illustrations  and  printing  are  excellent.  The 
book  is  easy  to  read.  Everyone  interested  in  this 
field  should  find  it  worth  while. 

J.  Hamilton  Crawford 

A Textbook  of  Gynecology.  By  Arthur  H.  Curtis, 
M.D.  Fourth  edition.  Octavo  of  723  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Company, 
1942.  Cloth,  $8.00. 

The  fourth  edition  of  this  well-known  book  is 
even  better  than  its  predecessors.  The  discussion 
of  chronic  pelvic  inflammatory  disease  and  also  the 
[Continued  on  page  1078] 
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Striking  therapeutic  results  have  been  obtained  with  estrogenic 
substances,  whether  natural  or  synthetic,  in  alleviating  the  vasomotor  symptoms 
of  the  menopause,  and  in  conditions  related  to  deficiency  of  estrogen.  Other 
reported  uses  may  be  considered  experimental,  except  the  oral  use  of  synthetic 
estrogen  to  relieve  or  prevent  painful  engorgement  of  the  breasts — a condition 
not  practical  to  treat  with  natural  estrogens. 

Both  Amniotin  (natural  estrogenic  substance)  and  Diethylstilbestrol  Squibb 
(synthetic)  are  available  in  dosage  forms  for  oral,  hypodermic,  and  intravaginal 
administration.  Diethylstilbestrol  is  lower  in  cost  and,  in  contrast  to  natural 
estrogens,  is  only  slightly  less  effective  orally  than  intramuscularly.  It  should  be 
noted  however  that  the  high  potency  of  Diethylstilbestrol  demands  that  caution 
be  exercised  in  its  use  and  that  it  may,  in  some  instances,  be  better  to  build  up 
the  estrogenic  level  with  Amniotin  by  injections  and  then  maintain  it  with  small 
oral  doses  of  Diethylstilbestrol. 

SQUIBB  ESTROGENIC  SUBSTANCES 

Amniotin  ...  A highly  purified,  non-crystalline  preparation  of  naturally  occurring  estro- 
genic substances  derived  from  pregnant  equine  urine.  Its  estrogenic  activity  is  expressed 
in  terms  of  the  equivalent  of  international  units  of  estrone.  Available  in  capsules  for  oral 
administration,  solution  for  intramuscular  injection,  and  vaginal  suppositories. 

Diethylstilbestrol  ...  A low-cost  synthetic  estrogen  possessing  the  physiologic  properties 
of  estrogenic  substances  derived  from  natural  sources.  Highly  effective  orally.  Available 
in  tablets  for  oral  administration,  solution  for  intramuscular  injection,  and  vaginal 
suppositories. 

For  literature  address  Professional  Service  Department,  745  Fifth  Ave.,  New  York,  N.  Y. 
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WHERE  MEDICAL  MEN  MEET 

Medical  men  select  the  SHELTON  For 
comfort  and  convenience,  to  enjoy  the 
many  'extras’  it  offers  its  guests,  without 
extra  charge.  A workout  in  the  gym,  then 
a plunge  in  the  pool  prepares  them  for  a 
strenuous  day.  Relaxing  in  the  Solarium 
or  the  Library  is  a pleasant  prelude  to  an 
enjoyable  evening. 

Single  $3.50  to  $5.00 

Double  $5.00  to  $6.75 
MEETING  FACILITIES 

(For  groups  up  to  200) 

SHELTON  HOTEL 

Lexington  Ave.  a 49th  St.,  New  York 

Under  KNOTT  Management  R.  A.  Whalen,  Mgr. 


J.E. 

HANGER 

INC. 

Established 
80  years 

Inventors  and  Manufacturers 

ENGLISH  WILLOW 

and 

DURAL  LIGHT  METAL 

ARTIFICIAL  LIMBS 

Automatic  knee  lock  available 
for  above  knee  amputation. 

Expert  fitting — Superior  design 
Quality  construction 

104  FIFTH  AVE. 
NEW  YORK  CITY 

And  other  Cities. 
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recent  ideas  on  the  pathology  of  myomata  are  ex- 
cellent. The  new  investigations  into  pelvic  anat- 
omy recently  made  by  Curtis  are  well  stated  and 
beautifully  illustrated. 

Although  very  complete  in  most  of  its  coverage, 
the  work  is,  however,  sketchy  in  spots.  It  is  never- 
theless an  excellent  book  for  the  medical  student  or 
the  general  practitioner  and  is  highly  recommended 
| for  their  purposes. 

Charles  A.  Gordon 

The  Anatomy  of  the  Nervous  System.  By  Ste- 
phen W.  Hanson,  M.D.  Seventh  edition.  Octavo 
of  520  pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1943.  Cloth,  $6.50. 

This  is  the  seventh  edition  of  a work  that  has 
I assumed  a prominent  position  in  anatomy  as  well 
as  in  neurology.  This  revision,  published  shortly 
before  Dr.  Ranson’s  death,  represents  his  latest 
t houghts  on  the  sub j ect. 

There  has  been  a complete  revision  of  the  chapter 
on  ‘The  Sympathetic  Nervous  System,”  and  there 
has  been  extensive  revision  of  the  sections  on  the 
| rest  of  the  brain.  At  the  suggestions  of  various 
colleagues,  there  has  been  rearrangement  of  the 
numerous  illustrations.  The  extrapyramidal  motor 
pathways  have  received  considerable  attention. 

The  book  has  always  received  a cordial  welcome 
from  those  who  teach  neurology,  and  the  present 
revision  should  be  similarly  received.  This  book  is 
highly  recommended  for  students  as  wrell  as  for  those 
who  are  interested  in  neurology  and  in  neuro- 
! anatomy. 

Irving  J.  Sands 

The  Principles  of  Anatomy  as  Seen  in  the  Hand. 

By  Frederic  W.  Jones.  Second  edition.  Octavo 
of  418  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Company,  1942.  Cloth,  $7.50. 

For  those  who  are  interested  in  the  hand  as  a 
| hobby,  this  volume  contains  many  interesting  by- 
paths  of  quaint  information,  and  numerous  divert- 
! ing  references  to  the  observations  of  old  authors. 
But  those  who  want  a textbook  on  the  hand  will 
find  such  reading  too  time-consuming  and  too  min- 
utely philosophical  for  piactical  use.  In  times  like 
' these,  wTh}r  compare  the  number  of  hairs  to  a square 
centimeter  of  skin  in  man,  the  orang,  the  gibbon, 
the  chimpanzee,  and  the  macaque  monkey?  And 
w hy  remind  us  that  “ There  is  no  need  to  dilate  upon 
the  myriad  functions  discharged  by  the  mobile 
human  digits?” 

Throughout,  the  author  stresses  comparative 
anatomy — w'hich  is  important,  but  not  pat  for  the 
wartime  surgeon.  Not  until  the  WTiter  discusses 
the  dissection  of  the  hand  and  forearm  does  the  prac- 
tical reader  begin  to  find  what  he  w'ants,  and  then 
only  concealed  in  long,  leisurely  sentences.  Indeed, 
one  must  admire  the  man  who,  as  he  informs  us, 
is  able  to  write  such  sentences  “during  the  intervals 
! betw  een  routine  duties  and  air-raid  signals.” 

The  line  drawings  are  relatively  few',  and  are,  for 
the  most  part,  diagrammatic.  Those  representing 
dissections  lack  depth,  roundness,  and  contrast. 

Although  not  of  immediate  value  to  the  surgeon, 

I nor  yet  to  the  rushed  medical  student  of  today,  the 
volume  will  be  of  interest  to  the  leisurely  armchair 
anatomist. 

Carleton  Campbell 

Fractures  of  the  Jaws  and  Other  Facial  Bones. 

By  Glenn  Major,  M.D.  Octavo  of  446  pages,  illus- 
trated. St.  Louis,  C.  V.  Mosby  Company,  1943. 
Cloth,  $7.50. 
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This  is  a well-written,  comprehensive,  readable 
volume,  obviously  the  work  of  an  experienced  max- 
illofacial surgeon.  Nothing  of  value  pertaining  to 
the  subject  of  maxillary,  mandibular,  and  zygo- 
matic fractures  has  been  omitted. 

The  chapter  on  general  types  of  fixation  in  frac- 
tures of  the  maxilla  and  mandible  is  of  great  prae- 
tical  value;  unfortunately,  neither  the  author  nor 
anyone  else  has  hit  upon  the  ideal  treatment  of 
fractures  of  the  mandible  posterior  to  the  third 
molar.  This  will  come  soon,  we  hope. 

The  subject  of  bone  grafts  of  the  jaw  is  handled  in 
an  admirable  manner,  and  the  surgeon  who  treats 
fractures  of  the  jaws  would  do  well  to  read  with  care 
the  Chapter  on  “Radiographic  Technique”  by  Di. 
Freedman.  The  book  can  be  wholeheartedly  recom- 
mended. 

Walter  A.  Coakley 

Indigestion:  Its  Diagnosis  and  Management.  By 

Martin  E.  Rehfuss,  M.  D.  Octavo  of  556  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1943.  Cloth,  .$7.00. 

This  work  from  the  pen  of  a master  could  well  be 
called  “from  a symptom  to  a textbook.”  Truly  the 
author  has  done  just  that,  difficult  as  it  might  seem 
at  first  thought.  Yet  indigestion  as  a symptom  can 
be  caused  by  so  many  different  conditions  that  it 
could  very  well  be  made  an  outstanding  subject  in  a 
textbook  discussing  any  system  or  organ  of  the 
body.  This  book  could  be  read  with  profit  by  any 
physician  interested  in  knowing  the  newest  facts  in 
gastrointestinal  disease  or  digestive  disturbances  in 
general. 

Benjamin  M.  Bernstein 

The  Antigonadotropic  Factor.  By  Bernhard  Zon- 
dek and  Felix  Sulman.  Octavo  of  185  pages.  Balti- 
more, Williams  & Wilkins  Companv,  1942.  Cloth, 
$3.00. 

The  premise  of  this  book  deals  with  the  anti- 
gonadotropic factor.  Discussion  of  the  several 
phases  are  detailed  under  conveniently  divided 
headings,  in  each  of  several  chapters.  A historic 
review,  and  the  antihormone  theory  of  Collip  bring 
the  reader  up  to  the  substance  of  this  book. 

The  author’s  personal  opinions  are  enhanced  by 
laboratory  investigations,  which  are  noted  in  tables 
and  in  references  to  previous  publications.  A com- 
prehensive bibliography  is  appended. 

This  volume  will  prove  invaluable  to  the  research 
worker  as  well  as  to  the  clinical  endocrinologist. 

Jacob  S.  Beilly 

Bronchiectasis.  By  James  R.  Lisa,  M.D.,  and 
Milton  B.  Rosenblatt,  M.D.  Octavo  of  190  pages, 
illustrated.  New  York,  Oxford  University  Press, 
1943.  Cloth,  $4.00. 

This  book  presents  an  exhaustive  study  of  the 
subject  of  bronchiectasis,  based  on  a thorough  re- 
view of  the  literature  and  conditioned  by  the  per- 
sonal experiences  of  the  authors.  A complete 
study  of  the  anatomy  and  the  physiology  of  the 
bronchi  is  followed  by  chapters  on  theories  of 
pathogenesis,  pathology,  bacteriology,  and  clinical 
aspects  of  the  disease.  Then  follows  a fair  presen- 
tation of  modern  concepts  of  the  treatment,  the  gist 
of  which  is  the  early  application  of  surgical  meas- 
ures. A very  good  book  for  students  and  practi- 
tioners— we  recommend  it  without  reservation. 

Foster  Murray 
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A PROFESSIONAL  GOAL 

Getting  people  back  on  their  feet — and  keeping  them  on  their 
feet — is  the  ultimate  goal  in  medicine.  Today,  as  never  be- 
fore, it  is  important  to  help  everyone  stand  on  their  own  so 
they  may  the  better  serve  to  achieve  the  100  per  cent  ef- 
ficiency aimed  at  in  our  war  efforts.  In  our  profession,  the 
goal  is  closely  allied  to  yours — by  helping  you  to  provide 
proper  footwear  we  feel  that  our  job  is  an  important  one,  too. 

If  experience  and  determination  to  be  first  in  things  that  count 
in  footwear  is  important  to  you,  we  suggest  you  let  your  patient 
try  Pediforme  shoes. 

^ Pediforme 

O O T W E A R 
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HEMPSTEAD,  L.  I.,  241  Fulton  Ave.  HACKENSACK,  290  Main  St. 


A SHOE  FOR 
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678  pages.  Philadelphia,  W.  B.  Saunders  Company, 
1943.  Cloth,  $8.00. 

This  book,  the  result  of  collaboration  between  an 
internist  and  a psychiatrist,  is  an  excellent  and  much- 
needed  work.  It  covers  the  various  specialty  fields 
with  particular  emphasis  on  the  clinical  applications 
of  psychopathology  to  general  medical  problems.  It 
stresses  the  importance  of  knowing  the  patient  not 
only  from  the  clinical  and  pathologic  view,  but  also  j 
from  the  emotional  and  psychologic  aspects.  j 
Everyone  who  reads  it  will  have  a much  clearer  idea 
of  the  close  tie-up  existing  between  general  medical 
and  psychiatric  problems. 

The  text  is  devoted  chiefly  to  practical  discussions 
of  the  various  diseases  under  a particular  specialty 
and  contains  70  case  histories  which  are  illustrative 
and  helpful  to  the  reader  in  seeking  a better  orienta- 
tion. The  cases  are  presented  in  an  interesting 
manner,  and  as  the  reader  peruses  them  he  will  i 
clearly  see  the  mechanisms  that  produce  the  pa- 
tient’s disability. 

There  is  a chapter  on  military  medicine  which  is 
particularly  appropriate  now.  This  shows  how  the 
combined  efforts  of  the  clinician  and  the  psychiatrist 
can  do  much  to  reduce  the  number  of  psychiatric 
casualties  seen  in  the  last  war.  The  authors  state: 
‘Tt  is  estimated  by  army  officials  that  one-half  the 
beds  in  military  hospitals  are  occupied  by  patients 
with  psychiatric  disorders.” 

The  book  is  recommended  as  a practical  and 
worth-while  addition  to  the  library  of  every  phy- 
sician. The  bibliography  offered  is  complete  and  j 
up  to  date. 

John  M.  Murphy 


The  Hormones  in  Human  Reproduction.  Bj’  I 

George  W.  Comer,  M.D.  Octavo  of  265  pages,  illus-  j 
trated.  Princeton,  N.J.,  Princeton  University  Press, 
1942.  Cloth,  $2.75. 

This  book  on  the  processes  of  sex  and  reproduc- 
tion is  written  primarily  for  the  laity  and  assumes 
no  familiarity  on  the  part  of  the  reader  with  biology 
or  other  premedical  sciences.  The  author  has  ac- 
complished the  task  of  describing  the  most  intricate 
and  elaborate  mechanisms  of  the  body  in  a simple 
and  frequently  in  a most  entertaining  manner. 
Before  the  more  complicated  mechanisms  that  occur 
in  the  human  being  are  presented,  reproduction  in 
lower  forms  is  described,  with  special  emphasis  on 
the  role  of  the  hormones.  Although  emphasis  is  j 
placed  on  the  hormones,  the  book  is  principallv 
concerned  with  reproduction  in  the  higher  mammals 
in  all  its  phases  and  represents  one  of  the  most  com- 
plete descriptions  of  this  subject  that  can  be  under- 
standable to  the  laity.  The  general  practitioner, 
and  indeed  even  the  specialist,  will  find  much  in  the 
book  that  will  be  new  to  him.  The  author  is  an 
embryologist  of  world-wide  reputation  and  since 
1940  has  replaced  Dr.  Streeter  as  director  of  the 
Department  of  Embrj^ology  at  the  Carnegie  Insti- 
tution of  Washington  and  Baltimore,  and  as  pro- 
fessor of  embryology  at  Johns  Hopkins  Medical 
School.  He  has  done  much  original  work  on  the 
anatomy  and  physiology  of  human  reproduction  and 
is  responsible  in  large  part  for  clarifying  the  function 
of  the  corpus  luteum  and  for  isolating  progestin. 

This  most  unusual  book  represents  the  best  de-  I 
scription  of  the  complicated  processes  of  reproduc- 
tion, including  the  role  of  the  hormones,  written  in 
recent  years  and  is  highly  recommended  to  the 
medical  profession  as  well  as  to  the  laity. 

Alexander  H.  Rosenthal 


1 he  importance  of  keeping  all  skilled  hands 
in  condition  to  work  at  full  capacity,  particu- 
larly during  our  war  time  emergency,  cannot 
be  over-emphasized.  Every  pair  of  hands 
plays  a major  role  in  the  victory  effort. 

Acidolate*  skin  cleanser  is  offered  to  the 
physician  as  an  aid  in  the  management  of 
those  dermatoses  which  may  be  irritated  by 
soap.  By  a process  of  emulsification,  Acido- 
late destroys  the  adherent  nature  of  cutaneous 
soil,  and  facilitates  its  removal  with  water. 
This  same  property  makes  it  useful  in  re- 
moving residual  ointments,  grease,  or  oils 
from  the  hair  or  skin. 

Acidolate  is  supplied  in  8 ounce  dispenser 
bottles  and  in  gallons.  It  is  available  through 
better  drug  stores  everywhere. 

Literature  and  samples  will  be 

sent  to  physicians  on  request. 
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CHARLES  B.  TOWNS  HOSPITAL 

Serving  the  Medical  Profession  for  over  40  years 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

Definite  Treatment  • Fixed  Charges  • Minimum  Hospitalization 

293  Central  Park  West,  New  York Hospital  Literature  Telephone:  SChuyler  4-0770 


THE  MAPLES  INC.,  OCEANSIDE,  L.l. 

A sanitarium  especially  for  invalids,  convalescents,  chronic  patients, 
post-operative,  special  diets,  and  body  building.  Six  acres  of  land- 
scaped lawns.  Five  buildings  (two  devoted  exclusively  to  private 
rooms).  Resident  Physician.  Rates  $18  to  $45  Weekly 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


PAID  BY  THE  BANK  OF  THE  AXIS 

To  wake  up  American  workers  who  absent  them- 
selves from  important  war  work  for  no  valid  reason, 
several  firms  in  Middle  West  are  using  checks  drawn 
on  the  “Bank  of  the  Axis”  to  pay  for  absenteeism. 

Where  the  idea  originated,  employees  were  sur- 
prised recently  to  find  two  checks  in  their  pay  en- 
velopes— one  for  days  worked  and  the  other  for  time 
absent  from  their  jobs  making  war  materials.  The 
check  for  not  working  was  drawn  on  the  “Bank  of 
the  Axis,”  signed  by  Adolph  Hitler  and  counter- 
stigned  by  Benito  Mussolini.  Across  its  face  was 
samped  in  red  letters:  “Negotiable  in  Human  Lives.” 

The  idea  is  to  make  out  the  check  in  the  exact 
amount  of  money  the  worker  lost  by  being  away 
from  the  job.  Some  firms  include  a note  explaining 
that  the  Axis  partners  would  gladly  pay  them  to 
stay  home  and  thereby  slow  down  production. 

As  a result  of  these  checks,  one  company  reported 
a 27  per  cent  reduction  in  absenteeism  immediately 
after  the  first  “checks”  were  issued.  Others  have 
reported  similar  reductions. 

The  check  was  devloped  by  R.  S.  Robinson,  public 
relation  director  of  Columbian  Steel  Tank  Company 
of  Kansas  City,  Mo.,  and  the  form  is  produced  and 
copyrighted  by  R.  M.  Rigby  Printing  Company  of 
the  same  city. 


NOW  BANDAGE  BANKS 

A bandage  bank — a reserve  for  use  in  defense 
emergencies — has  been  created  for  a New  England 
hospital  by  a woman  interested  in  community  welfare. 

The  material  is  supplied  by  the  hospital  and  the 
job  of  preparing  several  thousand  bandages  of  vari- 
ous types  is  being  accomplished  through  the  volun- 
tary services  of  groups  of  women. 

This  activity  does  not  duplicate  other  work 
done  for  the  hospital  and  it  suggests  a worth-while 
service  that  might  be  considered  for  other  hospitals 
by  women’s  auxiliaries. 

SECRET  WEAPONS? 

Maybe  we  had  a “Pearl  Harbor”  before  December 
7,  1941.  According  to  a report  by  R.  V.  Stone, 
Journ.  Lab.  & Clin.  Med.,  19 M (Clin.  Abstracts), 
as  repeated  in  the  April,  1943,  issue  of  The  Journal 
of  the  Medical  Society  of  New  Jersey , anthrax  was 
discovered  in  imported  shaving  brushes. 

Breaking  open  the  handles  of  bristle  or  hair 
brushes,  removal  of  the  handle  binder  from  the 
hairs,  and  subjection  of  this  portion  of  the  hair  to 
cultural  and  animal  procedures  for  the  demonstra- 
tion of  anthrax,  yielded  a positive  result  in  one  of 
nine  used  shaving  brushes  of  Japanese  manufacture. 


MICHELL  FARM 

for  Mild  Nervous  and  Mental  Cases 

The  MICHELL  SANATORIUM 

for  Mental  and  Nervous  Patients 

A modern-equipped  institution,  capably  staffed, 
applying  psychoanalytic  psychiatry  to  psychosis 
and  psychoneurosis.  Complete  data  on  request. 

GEORGE  W.  MICHELL,  M.D.,  Superintendent 
HELEN  C.  COYLE,  M.D.,  PsychiatrUt 
FRITZ  MOELLENHOFF,  M.D.,  Neuropsychiatrist 
and  Psychoanalyst 

PEORIA,  ILL. 
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A Handbook  on  Diseases  of  Children  Including 
Dietetics  and  the  Common  Fevers.  By  Bruce 
Williamson,  M.D.  Third  edition.  Duodecimo  of 
864  pages,  illustrated.  Baltimore,  Williams  & Wil- 
kins Company,  1942.  Cloth,  $4.50. 

This  is  the  third  edition  of  Dr.  Williamson’s  book, 
and  in  it  the  text  has  been  thoroughly  revised.  It 
may  be  recommended  as  a handbook  replete  with  in- 
formation and  containing  descriptions  of  the  diseases 
which  are  incident  to  childhood,  as  well  as  discus- 
sions of  infant  welfare,  dietetics,  and  infant  feeding. 
The  descriptions  are  necessarily  brief  but  contain, 
in  general,  a proper  emphasis  on  the  cardinal  fea- 
tures of  symptomatology,  diagnosis,  and  treatment. 
The  therapy  recommended  is  quite  in  accord  with 
modern  opinion. 

There  are  certain  unique  features,  particularly 
the  chapters  on  disorders  of  the  heart  and  circulatory 
system  and  that  on  nutrition  and  metabolism.  The 
author  has  an  unusual  ability  to  express  very  well 
in  concise  terms  the  important  features  of  disease 
entities.  In  a number  of  instances  he  adds  further 
to  the  value  of  the  book  by  making  many  statements 
which  have  the  merit  that  comes  from  original  ob- 
servation. 


Joseph  C.  Regan 


Roentgen  Treatment  of  Diseases  of  the  Nervous 
System.  By  Cornelius  G.  Dyke,  M.D.,  and  Leo 
M.  Davidoff,  M.D.  Octavo  of  198  pages,  illus- 
trated. Philadelphia,  Lea  & Febiger,  1942.  Cloth, 
$3.25. 


This  book  is,  as  the  authors  state  in  their  preface, 
a “summary  in  English  of  the  literature  on  the  sub- 
ject and  the  reports  of  the  experiences  of  the  radi- 
ologists interested  in  this  branch  of  radiotherapy.” 

The  work  includes:  (1)  a summary  of  experi- 
mental effect  of  radiation  on  normal  nervous  tissues ; 

(2)  a resume  of  the  technic  used  in  the  treatment  of 
brain  tumors  in  a number  of  neurosurgical  clinics; 

(3)  results  obtained  from  the  literature  and  in  de- 
tail from  the  authors’  large  experience,  including 
case  reports;  (4)  the  effect  of  radiation  on  patho-  . 
logic  processes  affecting  the  nervous  system,  which 
not  only  includes  primary  tumors  but  also  metas- 
tases,  infections,  and  miscellaneous  disease  condi- 
tions. 

That  great  progress  has  been  made  in  radiation 
therapy  of  brain  tumors  is  attested  to  by  the  facts 
that:  (1)  In  the  authors’  opinion,  a pituitary 
adenoma  should  no  longer  be  considered  for  surgery 
until  radiation  therapy  has  been  given  and  found 
unsuccessful.  (2)  Other  malignant  tumors,  such 
as  the  medulloblastoma,  spongioblastoma  multi- 
form, astroblastoma,  and  protoblasmic  astrocytoma 
respond  to  irradiation  even  though  they  are  not 
curable.  (3)  Postoperative  treatment  of  benign 
gliomas  is  recommended,  for  certain  ones  have  a 
tendency  to  become  malignant  following  operative 
interference. 

The  bibliography  will  be  helpful  to  all  students 
of  the  subject.  The  reviewer  would  like  to  add  to 
this  Dr.  Merrill  Sosman’s  short  summary  on  the 
subject  to  be  found  in  Radiology,  Volume  36,  page 
594  (1941). 


‘INTERPINES 

Goshen,  N.  Y. 

Phone  117 


Ethical  — Reliable  — Scientific 
Disorders  of  the  Nervous  System 


BEAUTIFUL  — QUIET  — HOMELIKE 


Write  for  Booklet 


FREDERICK  W.  SEWARD,  M.  D.,  Director 
FREDERICK  T.  SEWARD,  M.  D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.  D.,  Resident  Physician 


DR.  MARINES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.  Med.  Supt.  *Tel.  4-1143 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


WEST  HILL 


West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modem  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


War  Taxes  Boost  Collections 

The  new  tax  law  permits  the  deduction  of  amounts  paid  on 
old  bills  from  the  Income  Tax. 

By  telling  debtors  how  to  make  this  deduction,  we  are 
getting  miraculous  results  on  accounts  that  our  clients 
considered  uncollectible.  We  welcome  a chance  to  handle 
your  bills  for  a modest  percentage  of  the  amount  recovered. 
Send  card  or  prescription  blank  for  details. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

Herald  Tribune  Bldg.  New  York,  N.  Y. 

The  leading  reliable  collection  service. 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1SS9 

THEODORE  W.  NEUMANN,  M.D.,  Phy«.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


William  E.  Howes 
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LOUDEN-KNICKERBOCKER  HALL1' 

81  LOUDEN  AVENUE  Tel,  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL 

diseases. 

Full  information  furnished  upon  request 
JOHN  F.  LOUDEN  JAMES  F.  VAVASOUR,  M.D. 

tvt  v . _ Physician  in  Charge 

New  York  City  Office,  67  West  44th  St„  Tel.  VAnderbilt  6-3732 


GLENMARY 

SANITARIUM 

For  individual  case  and  treatment  of  selected  number  of 
Nervous  and  Mental  oases.  Epileptics,  and  Drug  or  Alcoholic 
addicts.  Strict  privacy  and  close  cooperation  with  patient’s 
physician  at  all  times.  Successful  for  over  50  years. 
ARTHUR  J.  CAPRON,  Physician-in-Charge 

OWEGO,  TIOGA  CO.,  X.  Y. 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postop- 
erative, aged  andinfirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  ner- 
vous and  backward  children.  Physicians'  treatments  rig- 
idly foUowed.  C.  L.  MARKHAM,  M.  D.,  Supt. 

B'way  & Louden  Ave.,  Amity  ville,  N.  Y.,  Tel:1700, 1,  2 


PINEWOOD 

Route  100  Westchester  County  Katonah,  New  York 

Licensed  by  the  Department  of  Mental  Hygiene. 

In  addition  to  the  usual  forms  of  treatment  (occupational 
therapy,  physiotherapy,  outdoor  exercise,  etc.)  we  specialise 
in  more  specific  techniques.  Insulin , Electric  Shock  and 
Metrazol.  Psychological  and  physiological  studies.  Psycho- 
analytic approach. 

DR.  JOSEPH  EPSTEIN,  Physician-in-Charge 

Dr.  Max  Friedemann  ) Resident  Tel:  KATONAH  775 

Dr.  Joseph  Meiers  J Physicians  YONKERS  3-5786 

N.  Y.  Office:  25  West  54th  St. 

Tues.  & Fri.  by  appointment  Circle  7-2380 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Phjsician-in-Chargt. 


A “FEARICIDE” 


Since  the  first  humans  sinned  in  the  Garden  of 
Eden,  fear  has  filled  more  of  our  sanitariums  and 
hospitals  than  some  of  our  worst  diseases  combined. 
John  Dollard,  of  the  Institute  of  Human  Relations 
at  Yale  University,  analyzes  the  causes  of  this  com- 
mon ailment  in  his  book,  “Victory  over  Fear,”  and 
suggests  some  treatments  that  can  be  helpful. 

The  popular  remedy  for  a person  in  a fear  con- 
flict, states  the  writer,  is  the  recommendation  to 
“forget  it.”  If  restless  and  under  pressure,  friends 
advise  a vacation  or  change  of  diet — or  getting  tight, 
having  a love  affair  or  some  equally  inane  cure. 
But  science,  according  to  Dollard,  tells  us  to  “re- 
member it.  Think  about  it,  calculate  the  chances 
for  good  or  ill,  and  act.” 

This  advice  is  not  easy  to  follow  for  the  usual 
reaction  to  fear  is  flight,  mental  flight,  and  thinking 
against  fear  is  always  difficult.  Says  the  author, 
“There  are  three  invisible  barriers  which  stop  the 
constructive  mind  at  its  work.  They  are:  ig- 

norance, laziness,  and  fear.  If  we  are  not  the  per- 
sons we  might  be  it  is  largely  due  to  these  demons  of 
the  mind.  They  make  us  stupid,  frightened,  and 
ineffectual,  leaving  the  tasks  undone  and  the  words 
unsaid  which  might  add  much  to  our  happiness  and 
that  of  others.  . . . 

“Most  people  do  not  begin  self-study  because 
they  do  not  know  that  it  is  possible  and  useful. 
We  do  not  train  our  children  to  be  able  to  state 


their  motives  clearly,  and  often  we  punish  them 
when  they  make  attempts  to  do  so.  Even  after 
years  of  academic  study,  a man  may  have  had  no 
more,  or  even  less,  practice  in  knowing  his  own 
mind  than  a person  who  has  had  no  formal  education 
at  all.  Instead  of  being  trained  to  know  our  wishes 
and  fears  most  of  us  are  trained  to  forget  them.  We 
remain  ignorant,  therefore,  of  the  first  steps  in  the 
art  of  mastering  fear.” 

The  author  points  out  that  there  are  shadow  fears 
and  ghosts  of  fear  which  have  become  domiciled 
in  the  human  mind  in  childhood.  Unreal  fear  is 
often  distinguished  from  real  fear  by  calling  it 
“anxiety,”  and  this  fear  is  the  painful  apprehension 
left  over  after  we  have  really  been  punished  for  some 
act.  This  is  the  fear  that  arouses  the  escape  com- 
plex, and  the  desire  to  stop  what  is  being  done  and 
to  do  something  else — it  consists  of  being  afraid 
when  there  is  nothing  to  be  afraid  of. 

To  free  the  mind,  bound  and  gagged  by  fear, 
the  author  recommends  self-study — the  recognition 
and  labeling  of  the  unconscious  forces  at  work. 
He  says,  “The  truth  is  that  self-study  brings  each 
person  up  against  his  own  unsolved  problems.” 

People  should  learn  to  ask  themselves  in  the 
first  place,  “What  am  I afraid  of  in  this  situation?” 
What  do  I really  want?”  “Can  the  other  person 
afford  to  meet  my  demands?”  etc.  For,  it  is  only 
by  confronting  fear  that  it  can  be  mastered. 


IN  WHOOPING  COUGH 


ELIXIR  BROMAURATE  OF  UNIQUE  MERIT 

Cuts  short  the  period  of  the  illness,  relieves  the  distressing  cough  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other 
PERSISTENT  COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  A teaspoonful 
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DON’T  FORGET  THE  SOLDIER’S  MAIL 
When  the  troops  are  busy  training, 

And  perhaps  it  has  been  raining, 

When  discomfort  seems  the  order  of  the  day; 

Then  a parcel  or  a letter 
Makes  a soldier  somewhat  better, 

For  he  knows  he’s  not  forgotten,  though  away. 

It’s  a joyful,  gladsome  feeling 
O’er  his  senses  quickly  stealing 
As  he’ll  recognize  the  old  familiar  hand; 

Like  a miser  with  his  treasure, 

He’ll  gloat  o’er  it  at  his  leisure, 

With  a simple  joy  not  hard  to  understand. 

This  link  never  should  be  broken, 

For  to  him  it’s  just  a token 
Of  a loving  friend  who’s  ever  in  his  mind; 

And  he’ll  do  his  duty  gaily 
For  his  heart’s  uplifted  daily 
By  the  thoughtfulness  of  those  he’s  left  behind. 

— A Canadian  Exchange 


WAR  EDUCATION  PROGRAM  PROVIDES 
FOR  MEDICAL  TRAINING 

The  wartime  educational  program  for  youths  in 
the  armed  services,  announced  jointly  by  the  Army 
! and  Navy,  provides  for  a continuation  of  medical 
education.  Enlisted  reserve  medical  students  will 
be  called  to  active  duty  at  the  end  of  next  semester 
but  will  then  be  detailed  to  continue  their  medical 
I training.  Medical  students  who  have  been  com- 
missioned in  the  Medical  Administrative  Corps 
' may  resign  and  resume  their  studies  as  students  in 
|j  the  enlisted  reserve. 

Premedical  students  will  also  be  called  to  active 
duty  at  the  end  of  next  semester.  Those  selected 
for  further  medical  training  will  then  be  assigned 
to  suitable  schools. 

During  their  attendance  at  school  under  these  cir- 
cumstances, students  will  wear  uniforms  and  receive 
regular  pay  of  the  lowest  enlisted  grade.  Quarters, 
food,  and  medical  service  will  be  provided  them,  as 
well  as  instruction.  The  colleges  must  accept  all 
J men  assigned  to  them  for  training. — J.  Med.  Soc. 
Co.N.Y. 


A WAR  WORKER’S  LUNCH 

The  typical  “stenographers’  lunch”  of  cake  and 
“cola”  seems  to  have  been  carried  over  to  war  work- 
ers in  heavy  industry.  A recent  survey  of  luncheon 
trays  in  four  leading  war  plants  in  the  Chicago 
I area  revealed  that  only  eight  per  cent  of  the  employ- 
ees ate  sanely.  Twenty-one  per  cent  made  a choice 
of  food  close  to  the  borderline  of  malnutrition,  while 
71  per  cent  purchased  totally  inadequate  meals. 

Lack  of  money  was  not  the  cause  of  the  choice 
nor  was  lack  of  good  foods,  but  rather  a lack  of  ap- 
preciation of  essential  foods,  for  instead  of  meat  or 
cheese  sandwich  doughnuts  were  ordered,  instead  of 
I a salad  sweets  were  the  choice,  and  instead  of  milk 
the  anemic  food  was  washed  down  with  pop  soda. 


CLASSIFIED 

Classified  Rates 


Rates  per  line  per  insertion: 

One  time $1.10 

3 Consecutive  times 1.00 

6 Consecutive  times .80 

12  Consecutive  times .75 

24  Consecutive  times .70 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of 
First  and  by  the  5th  for  issue  of  Fifteenth. 


FOR  SALE  OR  RENT 


South  Shore,  Hour  from  Manhattan.  Ten  Acre  Estate. 
Eighteen  Room  Modern  House.  Landscaped — fine  trees 
C al  Equipment.  Library,  living  room,  dining  room,  foyer, 
sun  room — a'l  26  feet.  5 Master  bed  rooms- -4  baths,  4 
maid’s  rooms — bath — 5 car  garage,  barn,  poultry  house. 
Address,  Box  3200  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Doctor’s  home  and  office  for  rent.  Office  fully  equipped. 
Opportunity  for  future  purchase.  Extensive  Christian 
clientele.  Excellent  opportunity.  Suburban  New  York. 
Box  3.100.  N Y St.  Jr.  Med. 


FOR  SALE 


Everything  for  the  physician  from  an  instrument  to  an 
x-ray — new  or  used.  Special  opportunities  in  fluoroscopes, 
x-rays,  short  waves,  ultra  violet  lamps  and  electrocardio- 
graphs. J.  Beeber  Company,  838  Broadway,  N.Y.C. 
ALgonquin  4-3510. 


FOR  SALE 


22  Bed,  3-story  Sanitarium — built  in  1912.  Highly  rated. 
Completely  equipped;  electric  elevator;  price  $35,000. 
Take  mortgage.  For  further  information  write  Mrs.  Geo. 
W.  Gregg,  Health-Home,  Canandaigua,  N.  Y. 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


SCHOOLS 


i-CAPABLE  ASSISTANTS— | 

Call  our  free  placement  service.  Paine  Hall  graduates 
have  character,  intelligence,  personality  and  thorough 
training  for  office  or  laboratory  work.  Let  us  help  you 
find  exactly  the  right  assistant.  Address: 

101  W.  31st  St.,  New  York 

BRyant  9-2831 
Licensed  N.  Y.  State 


“it  Mi  in  n silver  leaf”. . . 

In  ancient  Islam,  it  was  believed  that  if  a woman  car- 
ried a tooth  in  a silver  leaf,  she  would  not  conceive.* 

• Superstition  has  been  displaced  in  our  enlightened  world.  Medical  contraceptive  practice  today  I 
requires  the  selection  of  methods  and  materials  that  have  been  established  on  a 
scientific  basis  through  technical  and  clinical  res 
of  Ortho-Gynol  can  be  attributed  to  the  high  degi 
in  the  desirable  physical  and  chemical  properties. 

This  is  supported  by  satisfactory  results  obtained 

in  extensive  clinical  Studies.  *Himes-Medical  History  of  Ci 
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NC„  LINDEN,  NEW  JERSEY 


FRIED  & KOHLER,  Inc. 

J “True  to  Life ” lj 

Artificial  Human  Eyes 

Especially  Made  to  Order  by  Skilled  Artisans 


Comfort/  pleasing  cosmetic  appearance  and  motion  guaran- 
teed. Eyes  also  Fitted  From  stock  by  experts.  Selections 
sent  on  memorandum.  Referred  cases  carefully  attended. 

FRIED  & KOHLER,  Inc. 

Specialists  in  Artificial  Human  Eyes  Exclusively 

665  Fifth  Avenue  New  York,  N.  Y. 

(near  53rd  Street)  Tel.  Eldorado  5-1970 


“Forty-three  years  devoted  to  pleasing  particular  people 99 
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Drug  of  Choice  for 
Meningococcic  Meningitis  . . . 

SULFADIAZINE 

J2>edecle 


Recently  a marked  increase  in  the  number  of 
^ meningococcal  meningitis  cases  throughout  the 
country  has  occurred. 

The  value  of  sulfonamides  in  the  treatment  of  me- 
ningococcic meningitis  has  been  universally  recog- 
nized h 2’ 3’ 4<  Among  the  sulfonamides,  Sulfadiazine  is 
now  coming  to  the  fore  in  the  treatment  of  all  bacterial 
meningitides  5’  6 and  particularly  for  meningococcal 
meningitis  5>  7’ 8t  9’ 10, 11 * 

The  prognosis  in  these  cases  has  been  greatly  im- 
proved by  the  availability  of  Sulfadiazine4. 


PACKAGES:  Bottles  of  50,  100  and  1,000 
tablets,  0.5  gram  (7.7  grains)  each. 

References: 

'horwitz,  a.;  perroni,  j.;  kraljevic, 

R.,  and  GARCIA  HUIDOBRO,  J.:  Rev. 
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6)  1942. 

2harries,  g.  e.:  Brit.  M.  J.  2:423  (Oct. 
10)  1942. 

3finland,  m.:  Connecticut  M.  J.  7:92 
(Feb.)  1943. 

Editorial:  J.  A.  M.  A.  121:516  (Feb. 
13)  1945. 

Finland,  m.;  peterson,  o.  l.,  and 
Goodwin,  R.  a.,  JR.:  Ann.  Int.  Med. 
17:920  (Dec. I 1942. 


6FELDMAN,  H.  A.;  sweet,  L.  K.,  and 
DOWLING,  h.  f.:  War  Med.  2:995 
(Nov.)  1942. 

7DINGLE,  j.  H.;  THOMAS,  L.,  and  MOR- 
TON, A.  R.:  J.  A.  M.  A.  116:2666  (June 
14)  1941. 

8EDlTORIAL:  City  of  New  York,  Quart. 
Bull.,  Dept.  Health:  10:17  (May) 
1942. 

9rundlett,  e.:  GNASSI,  a.  m.,  and 
price,  p.:  J.  A.  M.  A.  119:695  (June 
27)  1942. 

10BORDEN,  w.  b.,  and  strong,  p.  s.: 
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of  the  Surgeon  General:  War  Med. 
2:466  (May)  1942. 


1091 


'"With  men  in  the  Army,  Navy,  Marine 
Corps,  and  the  Coast  Guard,  the  favorite 
cigarette  is  Camel.  (Based  on  actual  sales 
records  in  Post  Exchanges  and  Canteens.) 


Lamel 


costlier  tobaccos 


THEY'LL  TELL  YOU... 

CIGARETTES, 

the  gift  we  go  for.... 


CAMELS, 

the  brand  we  go  for  most 


NO  NEED  TO  GUESS— cigarettes  are  a gift 
that  service  men  appreciate  keenly . . . and 
Camel  is  the  brand  they  most  desire.1"  That’s  not 
at  all  surprising  when  you  recall  the  millions 
who  have  always  prized  Camels  for  unusual 
smoking  qualities  . . . smooth  mildness,  appeal- 
ing flavor,  and  mellow  fragrance. 

Send  cartons  of  Camels.  No  gift  is  surer  to 
please  service  men.  See  or  telephone  your 
dealer  today. 
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EFFECTIVELY, 

GRADUALLY, 

SUSTAINEDLY 

STRESS  ON  HEART  EASED  WiTH 


lOMGBOITM 


DIURBITAL*  exerts  vasodilating , relaxing  effects  on  the  blood 
vessels  in  hypertension.  It  eases  the  fluid  burden  on  the  heart  and 
helps  check  possible  cerebral  or  peripheral  edema  by  active  diuresis  . . . 
and  serves  to  dilate  coronary  arteries  for  myocardial  stimulation.  Relief  from 
headache,  vertigo,  fear,  irritability,  insomnia,  etc.  occurs  as  blood  pressure 
gradually  descends.  Enteric  coating  of  DIURBITAL  avoids  gastric  insult. 
DIURBITAL  TABLETS  CONTAIN  EACH : Theobromine  Sodium  Salicylate  3 grs.;  Phe- 
nobarbital  \ gr.;  Calcium  Lactate  If  grs.  Bottles  of  25  and  100  tablets  at  your  pharmacy. 


Write  "DIURBITAL" 
on  Rx  blank  for  samples 
and  literature. 


Specialties  for  Diseases  of  the  Heart  and  Blood  Vessels 

^rrant  Chemical  Co.,  INC. 

9 5 MADISON  AVENUE,  NEW  YOIK,  M.  T. 
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sr  penetration  . . 
better  cleansing 

than  powdered  Su  If  a nil  a m id e.  In  combat- 
ting organisms  such  as  Streptococcus 
hemolyticus.  Staphylococcus  albus 
and  Staphylococcus  aureus,  Surbyl 
solution  combines  the  bactericidal 
properties  of  sulfanilamide  with  the 
deodorizing  and  protein  solvent 
action  of  urea  plus  the  non-irritat- 
ing local  anesthetic  effects  of  benzyl 
alcohol. 

Surbyl  has  been  found  usefui  in  the  treat- 
ment of  infected  wounds,  ulcers,  carbuncles 
and  as  an  adjunct  to  surgery  in  axillary 
and  inguinal 
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THERAPEUTIC  EFFECTIVENESS 
PLUS  PAL ATABILITY 


The  therapeutic  effectiveness  of  ALUMINOID, 
chemically  non-reactive  colloidal  alumina  has 
been  demonstrated  by  ample  clinical  use. 

Administered  in  capsule  form,  it  provides  the 
patient  with  convenient  acceptable  medication,  and 
overcomes  the  objection  to  taste  frequently  exhib- 
ited against  other  forms  of  aluminum  hydroxide. 

Samples  and  literature  to  physicians  on  request. 


n 

ALUMINOID 

COLLOIDAL  ALUMINA 

TRADE  JUL  * ' 


CHATHAM  PHARMACEUTICALS  INC  • NEWARK,  N.  J. 


1094 


1095 


In  the  crucible  of  clinical  experience,  this  easily  applied  water-in-oil 
emulsion  has  displayed  the  following  desirable  features  in  modern 
burn  therapy: 

Effective  Emergency  Treatment— Quickly  controls  pain,  helps 
mitigate  shock,  reduces  need  for  opiates.  May  be  employed  be- 
fore or  even  without  debridement. 

Effective  Later  Treatment — The  soft  coagulum  produced  per- 
mits free  movement  of  joints  and  extremities — thus  lessening  the 
danger  of  contracting  scars. 

Foille  is  easily  and  quickly  applied — by  sponge,  brush  or  sprayed  on. 
Foille  saves  the  nurse’s  time — frequent  changing  of  dressings  is 
unnecessary. 

Foille  saves  the  patient’s  time — aids  toward  quicker,  complete  re- 
covery. 

Supplied  in  2-oz.,  4-oz.,  pints,  quarts,  gallons,  5-gallon  bottles. 
Distributed  through  Surgical  Supply  Houses,  Wholesale  Druggists, 
Pharmacists  and  First  Aid  Suppliers. 


YORK, 


3118  SWISS  AVENUE,  DALLAS,  TEXAS,  U.  S.  A <•  CHICAGO,  NE' 

. • 
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THE  ORIGINAL  DEOXYCHOLIC  ACID 


for  fat  digestion  and  the  absorption  of  fat-soluble  vitamins 


Degalol  represents  deoxycholic  acid,  the  bile  acid 
which  is  chiefly  responsible  for  emulsification  of 
food  fat  and  the  formation  of  the  water  soluble 
choleic  acid  compounds. 

Degalol  is  valuable  in  biliary  fistula,  assuring  fat 
d.gestion  even  with  diversion  of  bile  to  the  outside. 
Degalol  enhances  absorption  of  the  fat-soluble  vita- 


mins A,  D,  E,  and  K.  In  complete  biliary  obstruc-i 
tion  with  poor  or  absent  fat  digestion,  Degalol  makes  i 
possible  utilization  of  food  fat,  and  insures  absorption  ji 
of  orally  administered  vitamin  K. 

Degalol  consists  solely  of  chemically  pure  de- 
oxycholic acid.  It  is  supplied  in  boxes  of  100 
\]/2  gr.  tablets. 


Riedel  - de  Haen,  Inc.  new  york,  n y 
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WHITE’S 

VITAMIN  A and  D 
OINTMENT 

brings  to  the  treatment  of  burns,  wounds, 
ulcers  and  various  skin  affections  the  vitamins 
A and  D of  fish  liver  oils,  in  the  same  ratio  as 
found  in  cod  liver  oil — incorporated  in  a lano- 
lin-petrolatum base. 

(White’s  Vitamin  A and  D Ointment  has  a 
pleasant  odor,  is  free  from  excessive  oiliness. 
At  ordinary  temperature,  will  keep  indefinitely 
without  becoming  rancid. 

Topical  application  of  vitamins  A and  D 
has  shown  many  advantages: 

1.  Promotes  healthy  granulation  and 
rapid  epithelization 
2,  Reduces  infection 
3.  Applicable  to  burns  and  wounds  of 
any  area — face,  hands,  perineum,  axil- 
lae, groin 

4.  Minimizes  the  need  for  skin  grafting 
Four  convenient  sizes:  1.5  oz.  tubes,  8 oz.  and 
16  oz.  jars,  5 lb.  containers. 


Deep  electrical  burn  caused  by  11,000  volt  shock.  Appear- 
ance at  3 weeks  shows  typical  deep  destructive  process. 
Extensor  tendon  has  sloughed  out,  distal  interphalangeal 
joint  is  fully  exposed,  amputation  appears  necessary. 


Appearance  after  413  weeks.  Treatment  consisted  of 
dressings — infrequently  changed — with  White’s  Vitamin 
A and  D Ointment  and  use  of  finger  splint.  Sloughing 
quickly  cleared  up,  granulations  filled  in  the  extensive 
defect,  with  complete  healing. 


vitcwnlnA 


Ethically  promoted — not  advertised  to 


Laboratories,  Inc.,  Newark,  N.  J. 
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EFFECTIVE 

in  Coronary  Artery  Disease  and  Edema* 


Clinical  experience  and  carefully  controlled  studies  in  humans  have  definitely 
proven  the  value  of  Theobromine  Sodium  Acetate  in  treating  certain  Cardio- 
vascular and  Renal  diseases,  and  the  value  of  the  enteric  coating  in  permitting  ade- 
quate dosage  without  causing  gastric  distress. 


Supplied — in  7 Vi  grains  with  and  without  Phenobarbital  Vi  grain;  in  5 
grains  with  Potassium  Iodide  2 grains  and  Phenobarbital  \\  grain  (cost 
approximately  $1.50  per  bottle  of  100  tablets);  and  in  3 3A  grains  with  and 
without  Phenobarbital  grain  (cost  approximately  $1.00  per  bottle  of 
100).  Capsules,  not  enteric  coated,  are  available  in  the  same  potencies  for 
supplementary  medication. 


literature  giving  con- 
firming bibliography, 
and  physicians  sam- 
ples will  be  furnished 
on  request. 


BREWER  O’  COMPANY,  INC.  Worcester 

Pharmaceutical  Chemists  Since  1852  Massachusetts 
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SAFE  .. . CONVENIENT  when  mother  and  baby  must  travel 


The  mother  has  only  to  measure  out  and  place  in  dry,  sterile  feeding 
bottles,  the  prescribed  amount  of  Similac  powder  for  each  individual 
feeding.  The  bottles  containing  the  measured  Similac  powder  are  then 
capped,  and  can  be  conveniently  carried,  along  with  a thermos  bottle 
of  boiled  water  cooled  to  about  blood  heat.  At  feeding  time  it  is  necessary 
only  to  pour  into  one  of  the  bottles  containing  the  measured  Similac 
powder,  the  prescribed  amount  of  water,  then  shake  until  the  Similac  is 
dissolved,  place  a nipple  on  the  bottle,  and  feed. 


A powdered,  modified  milk  product  especially  prepared 
for  infant  feeding,  made  from  tuberculin  tested  cow’s 
milk  (casein  modified)  from  which  part  of  the  butter  fat 
is  removed  and  to  which  has  been  added  lactose,  olive 
oil,  cocoanut  oil,  corn  oil  and  cod  liver  oil  concentrate. 
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In  Congestive  Heart  Failure 


uzun 


theophylline-calcium  salicylate  A Well  tolerated^ 

quickly  acting  diuretic  and  myocardial  stimulant 

DOSE:  I tablet  (4  grains)  two  to  four  times  a day. 


BILHUBER- KNOLL  CORP. 


ORANGE 
NEW  JERSEY. 
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Consider  the  situation:  Millions  of  wo- 
men engaged  in  the  heavier  work  of  indus- 
trial jobs.  Domestic  help  growing  scarce 
so  that  even  housewives  work  harder, 
longer.  More  maternity  patients  than 
in  any  time  during  the  last  two  decades. 

Result:  More  and  more  physicians  are 
recommending  Camp  Scientific  Supports 
according  to  the  needs  of  the  particular 
condition. 

Easy  to  see  why  the  symbol  of  Camp 
service  is  today  more  important  than  ever. 

G/yWP 

S.  H.  CAMP  & CO.,  JACKSON,  MICH. 

World's  largest  manufacturers  of  surgical  supports. 

Offices  in  New  York,  Chicago,  Windsor,  Ont.,  London,  Eng. 


It  assures  doctors  that  every  prescription 
for  a Camp  support  will  he  filled  exactly 
as  ordered  ...  hy  an  expert , specially 
trained  by  the  Camp  organization. 

It  means  that  patients  will  find  the 
prescribed  garment  available  for  im- 
mediate use , and  at  moderate  prices. 

Today,  this  responsible  Camp  service  is 
a bulwark  for  physicians.  For  in  an  in- 
creasingly unstable  field,  it  is  filling  a 
growing  need  unfailingly. 


> ORTHOPEDIC  MATERNITY 

HERNIAL  POSTOPERATIVE 

PENDULOUS  ABDOMEN  VISCEROPTOSIS 


A Sign  of  Strength  . . . 

to  endure  through  changing  times 
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Sedative 


Antispasmodic 


BELLADENAL 

Supplied:  Tablets — tubes  of  20,  bottles  of  100  and  500 

SANDOZ  CHEMICAL  WORKS,  INC.  NEW  YORK— SAN  FRANCISCO 


INDEX  TO  ADVERTISED  PRODUCTS 


Biological  and  Pharmaceutical 


Aluminoid  (Chatham) 1094 

Aminophyllin  (Dubin) 1176 

Amphojel  (Wyeth) 2nd  Cover 

Belbarb  (Haskell) 1107 

Belladenal  (Sandoz) 1102 

Co-Nib  (Elbon) 1181 

Cooper  Creme  (Whittaker) 1180 

Cream  of  Soap  (Personal  Luxuries) 1181 

Degalol  (Riedel-de  Haen) 1096 

Diurbital  (Grant) 1092 

Elixir  Bromaurate  (Gold) 1176 

EnKIde  (Brewer) 1107 

Foille  (Carbisulphoil) 1095 

Galatest  (Denver) 1105 

Hematinic  Plastules  (Bovinine) 1104 

Hepvisc  (Anglo-French) 1124 

Koromex  (Holland-Rantos) 1175 

Eli  Lilly 1108 

Lipolysin  (Cavendish) 1179 

Phyllicin  (Bilhuber) 1100 

Ramses  (Schmid) 1103 


Sulfadiazine  (Lederle) 1090 

Surbyl  (Strasenburgh) 1093 

Thesodate  (Brewer) 1098 

Vi-Syneral  (U.  S.  Vitamin) 1176 

Vitamin  A & D Ointment  (White’s) 1097 

Dietary  Foods 

Brewer’s  Yeast  (Mead  Johnson) 4th  Cover 

Similac  (M  & R Dietetic) 1099 

S.M.A.  (S.M.A.  Corp.) 3rd  Cover 

Medical  and  Surgical  Equipment 

Artificial  Human  Eyes  (Fried  & Kohler) ....  1089 

Orthopedic  Shoes  (Pediforme) 1105 

Supports  (Camp) 1101 

Supports  (Rice) 1102 

Miscellaneous 

Brioschi  (Ceribelli) 1105 

Cigarettes  (Camel) 1091 

Coca-Cola  (Coca-Cola  Co.) 1182 

Spring  Water  (Saratoga  Springs) 1177 

Whisky  (Johnnie  Walker) 1177 


WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNIA  may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us — we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request. 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y. ROCHESTER,  N.  Y. PITTSBURGH,  PA. 
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SCHMI 

Established  1883 


NEW 


Ahe  pH  of  “Ramses”*  Vaginal  Jelly  is  adjusted  with 
acetic  acid,  and  buffered  to  maintain  a pH  of  4 in  the 
vaginal  tract. 

“Ramses”  Vaginal  Jelly  is  especially  effective  because: 

1.  It  is  prepared  with  a vegetable  gum  base  to  provide 
effective  barrier  action. 

2.  Its  low  surface  tension  permits  diffusion  into  the 
vaginal  rugae. 

3.  It  provides  adequate  sperm -immotilizing  power. 

4.  It  is  non-staining,  with  an  agreeable  odor. 

5.  It  is  non-irritating,  non-toxic,  will  not  liquefy  at 
body  temperature  — therefore,  suitable  for  con- 
tinuous use. 

Available  to  physicians  and  their  patients  through  retail 
pharmacies  only.  Never  advertised  to  the  laity. 


*The  word  “Ramses”  is  the  registered  trademark  of  Julius  Schmid,  Inc 
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HEMATINIC  PLASTULES 


NORS 


Hematinic  Plastules  provide  iron  in  the  ferrous  state 
quickly  available  for  conversion  into  hemoglobin.  They 
are  easy  to  take  and  well  tolerated.  Hematinic  Plastules 
Plain  contain  dried  ferrous  sulphate  U.S.P.X.  5 gr.  and 
yeast  concentrate  .75  gr.,  supplied  in  bottles  of  50,  100 
and  1000.  Also  available  with  Liver  Concentrate. 


iii 

Ferrous  Iron  Sealed  from  the  Air  but  not  from  the  Patient 

iii 

fFowler  and  Barer:  "Rate  of  Hemoglobin  Regeneration 
in  Blood  Donors.”  118:421:1942. 

*Reg.  U.  S.  Par.  Off. 


THE  B0VININE  COMPANY  • CHICAGO,  ILLINOIS 
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A PROFESSIONAL  GOAL 

Getting  people  back  on  their  feet — and  keeping  them  on  their 
feet — is  the  ultimate  goal  in  medicine.  Today,  as  never  be- 
fore, it  is  important  to  help  everyone  stand  on  their  own  so 
they  may  the  better  serve  to  achieve  the  100  per  cent  ef- 
ficiency aimed  at  in  our  war  efforts.  In  our  profession,  the 
goal  is  closely  allied  to  yours — by  helping  you  to  provide 
proper  footwear  we  feel  that  our  job  is  an  important  one,  too. 
If  experience  and  determination  to  be  first  in  things  that  count 
in  footwear  is  important  to  you,  we  suggest  you  let  your  patient 
try  Pediforme  shoes. 


^ Pediforme 


A SHOE  FOR 
EVERY  MEMBER  OF 
THE  FAMILY.  . . A SHOE 
FOR  EVERY  INDIVIDUAL 
REQUIREMENT. 


FOOTWEAR 


MANHATTAN,  36  West  36th  St.  NEW  ROCHELLE,  545  North  Ave. 

BROOKLYN,  322  Livingston  St.  EAST  ORANGE,  29  Washington  PI. 
843  Flatbush  Ave. 

HEMPSTEAD,  L.  I.,  241  Fulton  Ave.  HACKENSACK,  290  Main  St. 


BRIOSCHI 


ONE  or  10,000  ? 


A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 


HERE'S  THE  QUICK , EASY  WAY  TO 
MAKE  URINE  SUGAR  ANALYSIS: 

Step  1.  A LITTLE  GALATEST  POWDER  Step  2.  ONE  DROP  OF  URINE 


Whether  it’s  that  occasional  specimen  in  your 
office  . . . or  . . . thousands  in  Industrial  Plants, 
Induction  Centers,  Hospitals  and  Insurance 
Companies  . . . 


AND  THAT’S  ALL  THERE  IS  TO  IT l 


Write  for  descriptive  literature 


G.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


ACCEPTED  FOR  ADVERTISING  IN  THE  JOURNAL 
OF  THE  AMERICAN  MEDICAL  ASSOCIATION 

THE  DENVER  CHEMICAL  MFG.  COMPANY 

163  Varick  Street,  New  York,  N.  Y. 
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WORKS  WONDERS  FOR  THE  OVERWORKED  ! 


Doctors  — recommend  this  world-famed  Spa  to  your  patients!  Tucked  away  in  the  moun- 
tains only  5 hours  from  New  York,  it’s  ideal  for  complete  rest  and  physical  rehabilitation. 

SULPHUR  and  NAUHEIM  BATHS 
STEAM  MASSAGES  • INHALATION  THERAPY 

Recommended  for  Arthritis.  Rheumatism,  Neuritis.  Sciatica. 
Cardiac  Myalgia.  Nerves.  Also  Massages  for  Slimming 

Popular  priced  hotels  and  boarding  houses  conveniently  located  near  the  baths  and  springs. 
Golf,  tennis,  riding  and  swimming. 

Dr.  L.  O.  White,  Medical  Director 

For  further  information  and  booklet  “B”  write 

WHITE  SULPHUR  COMPANY 

SHARON  SPRINGS,  \.  y. 

lAAWWWAA^v  open  all  year 


Home 


IN  this  grim  period  when  all  of  us  are  search- 
ing for  reassurance  the  Physicians 9 Home 
is  doing  it’s  share  effectively. 

In  addition  to  our  permanent  guests,  the 
Physicians 9 Home  is  extending  support  and 
protection  to  needy,  incapacitated  physicians 
In  Their  Own  Communities  under  the  super- 
vision of  their  local  County  Medical  Society. 

The  demands  today  upon  the  Home  are  many. 

Won’t  you  join  in  our  efforts  to  maintain 
this  worthy  medical  public  service? 

The  Physicians’  Home  needs  your  bequest  or 
gift  so  that  it  may  endure  and  be  perpetuated 
into  the  future. 

Make  checks  payable  to  the 

PHYSICIANS’  HOME,  52  East  66  ST.,  N.  Y.  C. 
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SEDATIVE  and  HYPNOTIC 

The  potentiation  of  the  central  action  of  phenobarbital  by  the  belladonna 
alkaloids  (Friedberg,  Arch.  f.  exp.  P.  & P.  CLX,  276)  renders  possible 
attainment  of  desired  effects  with  relatively  small  doses,  thus  avoiding 
"hang  over"  and  other  unpleasant  side-actions.  In  contrast  to  galenical 
preparations  of  belladonna,  such  as  the  tincture,  Belbarb  has  always  the 
same  proportion  of  the  alkaloids. 


Formula:  Each  tablet  contains  % grain 
phenobarbital  and  the  three  chief 
alkaloids,  equivalent  approximately  to 
9 minims  of  tincture  of  belladonna. 


Indications:  Neuroses,  migraine,  functional  digestive  and  circulatory  dis-  Belbarb  No.  2 has  the  same  alkaloidalcon- 

turbances,  vomiting  of  pregnancy,  menopausal  disturbances,  hypertension,  etc.  tent  but  Vi  grain  phenobarbital  per  tablet. 


CHARLES  C.  HASKELL  & CO.,  INC.,  RICHMOND, 


jjOJi  Gcoun&te  doAofe 
and  mininuun  cjaAfruc  dutne&i 

L IN  IODIDE  ADMINISTRATION 

k ENKIDE 


THE  OLD — messy,  inconvenient 
liquid  formula  fell  far  short  of 
providing  accurate  dosage  of 
Potassium  Iodide.  Droppers  dif- 
fered; drops  varied  with  size  of 
dropper  tip,  the  angle  at  which 
it  was  held,  and  the  specific  grav- 
ity or  viscosity  of  the  solution. 
Compare  this  guesswork  with... 


1 GRAM  POTASSIUM  IODIDE,  U.S.P 
( I 5.43  grains) 

Enteric  Coated  Tablets 
Supplied  in  bottles  of  100 
on  prescription  only 


THE  NEW — accurate,  control- 
lable and  less  obnoxious  admin- 
istration of  Enkide  tablets  when 
Iodide  is  indicated,  assures  less 
distress  for  patients  and  less  pos- 
sibility of  skipping  doses.  The 
enteric  coating  minimizes  gastric 
distress  and  eliminates  taste. 
Tablet  form  makes  the  dose  eas- 
ier and  more  convenient  to  take. 

Literature  and  samples  on  request. 


BREWER  & COMPANY,  INC.  Worcester 

Pharmaceutical  Chemists  Since  1852  AAsSSdcflUSGtts 
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One  of  the  scourges  of  war  was  in  retreat  before  a shot 
was  fired  in  World  War  II . . . Vaccine  to  protect  against 
typhus  could  be  prepared  in  quantity  sufficient  for  all. 
In  the  Lilly  Laboratories  farsighted  planning  had  pro- 
vided extensive  experience  with  typhus  Rickettsiae,  and 
the  yolk  sac  culture  method  was  a workaday  procedure. 
Within  a few  short  days  after  war  began,  vaccine  pro- 
duction was  increased  a thousandfold.  No  order  has 
been  refused  and  no  fighting  man  denied  typhus  pro- 
tection because  of  inadequate  knowledge  or  lack  of 
facilities  for  vaccine  preparation. 

Eli  Lilly  and  Company 


INDIANAPOLIS,  INDIANA,  U.  S.  A. 
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Editorial 


What  Are  the  Facts? 


The  Journal  of  the  American  Medical 
Association  in  its  issue  of  March  27,  1943, 
carried  an  editorial  to  the  effect  that  “young 
available  physicians  in  the  large  cities  of  the 
country,  particularly  those  of  the  eastern 
seaboard/’  seemed  unpatriotic  and  reluctant 
to  volunteer  for  military  service.  The 
Journal  said  further,  “.  . . . New  York, 
Brooklyn,  Boston,  and  some  of  the  larger 
communities  in  the  states  of  Connecticut, 
New  Jersey,  Pennsylvania,  and  California 
have  failed  even  to  approximate  their 
quotas.”  We  quoted  parts  of  this  editorial, 
with  comment,  in  the  April  15,  1943,  issue 
of  this  Journal,  on  the  assumption  that  the 
J.A.M.A.,  and  the  national  office  of  the 
Procurement  and  Assignment  Service  were 
reasonably  accurate  in  their  information. 
In  our  comment  we  called  to  the  attention 
of  our  readers  that  “there  are  now  in  service 
from  Brooklyn  about  36  per  cent  of  all  of  its 
physicians.” 

In  the  Supplementary  Report  of  the 
Council,  Part  VIII,  the  Chairman  of  the 
War  Participation  Committee  of  the  Medi- 
cal Society  of  the  State  of  New  York  under 
date  of  April  30,  1943,  wrote: 

“The  latest  information  obtainable  from  the 
State  Procurement  and  Assignment  Committee  is 
as  follows: 

Number  of  physicians  from  New 


York  in  Service  on  February  1, 

1943  9,000 

Additional  listed  since  February  1 800  to  900 


Total 9,800  to  9,900 


New  York  quota  for  1942 8,600 

New  York  quota  for  1943 2,100 

Total 10,700 

“It  is  evident,  therefore,  that  New  York  has  not 
only  met  its  1942  quota  but  is  on  the  way  to  meeting 
its  1943  quota. 

“P  & A reports  that  practically  all  counties  outside 
of  New  York  City  are  stripped  of  every  possible 

available  physician In  Kings  County,  there 

are  2,024  in  service.  Three  hundred  more  are  still 
being  processed.  Only  39  men  under  37  were 
declared  essential  and  there  are  only  63  men  still 

available Richmond  has  been  stripped  to  the 

last  available  man New  York  and  the  Bronx 

are  fast  approaching  the  same  state,  so  very  few 
more  men  can  be  obtained  from  New  York  State. 

“At  the  start,  in  New  York,  15,700  men  were 
under  45  years  of  age.  Of  these,  9,800  to  9,900  are 
in  service;  2,185  have  been  physically  disqualified. 
The  remainder  includes  the  younger  men  essential 
in  the  full-time  faculties  in  the  nine  medical  schools, 
all  the  alien  physicians,  women  physicians,  physi- 
cians essential  in  hospitals,  physicians  essential  in 
industry  and  in  the  mental  hospitals,  and  it  must 
in  addition  furnish  the  balance  required  for  the 
armed  services. 

“With  43,000  physicians  in  the  armed  services, 
it  will  be  seen  that  New  York  has  furnished  between 
20  and  25  per  cent  of  the  total. 

“It  is  believed  that  these  figures  definitely  prove 
that  New  York  is  not  the  laggard  state  it  has  been 
accused  of  being,  and  that  this  State  can  be  relied 
upon  to  furnish  every  available  man  who  can  pos- 
sibly be  spared  for  military  service.” 

It  does  not  seem  probable  that  statistics 
available  on  March  27  and  April  30  of  the 
same  year  relative  to  conditions  in  the  State 
of  New  York  could  differ  so  greatly.  On 
March  27, “New  York,  Brooklyn,  Boston  . . . 
have  failed  even  to  approximate  their 
quotas.”  On  April  30,  9,800  to  9,900  New 
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York  physicians  were  in  service  to  meet  a 
combined  1942-1943  quota  of  10,700  medi- 
cal officers,  roughly  20  to  25  per  cent  of  the 
national  total  of  43,000  physicians  for  the 
armed  forces. 

In  this  issue  there  appear  (page  1112) 
statements  from  the  Surgeons  General  of 
the  U.S.  Army,  the  U.S.  Navy,  the  U.S. 
Public  Health  Service,  and  the  National 
Procurement  and  Assignment  Service,  which 
the  Journal  is  glad  to  publish  in  aid  of  fur- 
ther recruitment  of  physicians.  The  state- 
ment from  the  Procurement  and  Assign- 
ment Service  should  be  read  in  the  light  of 
our  question  of  accuracy  of  figures.  The 
opening  paragraph  states,  “Four  states — 


New  York,  Connecticut,  Massachusetts,  and 
Nevada — were  below  90  per  cent  of  their 
quotas.”  This  does  not  seem  consistent 
with  the  figures  we  have  just  quoted  as  to 
New  York  State. 

The  patriotism  and  the  performance  of 
many  young  physicians  of  the  State  of  New 
York  have  been  publicly  and  apparently  un- 
fairly impugned.  The  indictment  is  a grave 
one  and  is  not  supported  by  the  facts  as 
set  forth  by  the  Chairman  of  the  War  Par- 
ticipation Committee  of  this  Society  in  his 
official  report.  An  error  of  this  magnitude 
calls  for  rectification  by  the  J.A.M.A . and 
the  National  Chairman  of  Procurement  and 
Assignment. 


The  American  Ferment 


Speaking  at  a dinner  to  Dr.  J.  Stanley 
Kenney,  president  of  New  York  County 
Medical  Society,  on  May  19,  Dr.  Nathan 
Van  Etten,  past-president  of  the  A.M.A., 
said,  in  part: 

“The  great  melting  pot  of  civilization,  which 
is  the  United  States  of  America,  has  often  been 
overheated  during  the  years  of  Dr.  Kenney’s 
experience. 

“Modem  medicine  and  the  revelations  of  science 
have  upset  empiric  traditions,  so  that  he  is  now 
engaged  in  studying  new  therapies — new  methods 
for  restoring  the  sick  to  functional  usefulness 
and  new  ideas  to  enlist  community  support  in  the 
prevention  of  disease. 

“New  social  forces  have  risen  to  disturb  medical 
evolution  by  violent  explosions  which  are  im- 
patient of  normal  adjustment.  Elements  un- 
friendly to  the  medical  profession  have  been  in 
power  for  ten  years,  upsetting  the  peaceful  prog- 
ress of  a great  nation  by  erecting  powerful 
bureaus,  which  rule  by  fascist  decree;  which  do 
not  serve  the  people,  but  who  command  the 
people  to  serve  them. 

“Although  the  medical  profession  has  volun- 
tarily enlisted  fifty  thousand  of  its  young  doctors 
in  the  service  of  the  war  emergency,  it  is  reviled 
for  lack  of  support  of  the  whims  of  idealists  who 
claim  to  be  interested  in  new  distributions  of 
medical  service. 

“Mr.  McNutt  shakes  his  fist  at  the  physicians 
of  the  country  in  June  at  Atlantic  City,  Frances 
Perkins  calls  them  obstructionists  on  January 
20,  and  Mrs.  Roosevelt  gnashes  her  teeth  and 
tells  doctors  on  the  third  of  May  that  if  they  do 
not  voluntarily  conform  to  the  wishes  of  autocracy 
that  they  will  be  compelled  to  do  so. 

“No  longer  are  our  elected  representatives, 
whose  wages  are  paid  by  the  taxpayer — no  longer 


are  they  our  servants,  but  they  are  our  masters. 
No  longer  does  the  State  serve  us,  but  we  slavishly 
serve  the  State. 

“Let  us  not  forget  that  this  unfortunate  situa- 
tion is  the  result  of  fermentation  by  agitators  who 
have  long  been  working  at  every  social  level,  and 
that  widening  cracks  are  appearing  in  the  surface 
and  in  the  foundations  of  our  economic,  religious, 
and  social  systems  which  may  engulf  us. 

“Civilization  is  sick!  It  needs  good  doctors. 
Shall  we  be  equal  to  the  task  of  doing  our  part 
toward  preventing  complete  destruction  of  what 
we  have  been  proud  to  call  American  Democracy? 

“The  answer  to  this  question  is  tbs  if  we  shall 
wake  up  and  work.” 

The  President  of  the  Medical  Society  of 
the  State  of  New  York  also  said,  in  part: 

“It  was  the  medical  profession  in  the  first  place, 
not  only  here  but  with  the  other  doctors  through- 
out the  United  States,  that  proposed  and  inspired 
and  helped  erect  every  hospital,  every  dispensary, 
and  every  clinic  in  this  country  in  order  that 
those  of  little  or  no  means  should  receive  good 
medical  care.  For  the  maintenance  of  these 
institutions  and  for  the  benefit  of  the  patients 
the  doctors  then  and  through  these  108  years 
gave  their  entirely  free  services.  I often  wonder, 
when  I read,  so  carefully  recorded  in  the  annual 
reports  of  hospitals  in  this  city,  of  the  monetary 
offerings  of  trustees  and  other  benefactors  just 
how  much  the  monetary  appraisal  would  be  at 
even  minimum  rates,  of  the  free  services  rendered 
by  the  profession  in  the  26  institutions  of  this 
municipality  as  well  as  in  the  voluntary  hospitals. 

“In  the  prevention  of  the  spread  of  contagious 
diseases,  in  the  resistance  to  the  entrance  to  this 
city  from  other  shores  of  such  plagues  as  cholera 
and  yellow  fever  and  typhus;  in  the  response  to 
the  calls  of  the  several  wars  affecting  this  country, 
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organized  medicine  here  always  gave  a full  re- 
sponse  

“It  is  sad  to  admit  that  the  important  role  of 
medicine  in  inaugurating  and  supporting  so  many 
measures  for  the  health  of  the  people  has  been 
forgotten  or  overlooked  and  the  control  assumed 
by  bureaus  of  government  and  civilian  groups. 

“Already  are  there  agencies  to  make  premarital 
examinations  of  prospective  men  and  wives;  to 
render  obstetric  care,  including  prenatal  and 
postpartum;  to  care  for  the  infant,  sick  and 
well;  to  follow  him  through  school  age  with 
general  and  special  examination.  They  have 
dental  service,  nutrition,  and  transportation 
furnished  by  the  government;  we  have  govern- 
ment care  for  poliomyelitis,  for  tuberculosis, 
for  mental  diseases,  for  cancer  and  heart  diseases. 
We  have  hospitals  of  cities,  counties,  states,  and 
central  governments. 

“Only  during  the  past  decade  or  two  has  the 
doctor,  absorbed  in  the  welfare  of  his  patient, 
buried  in  his  books,  or  walking  the  hospital  wards 
or  the  clinic,  realized  that  developing  nonmedical 
groups  were  attempting  to  control  all  phases  of 
his  life  work.  The  incorporated  bodies  of  great 
wealth,  the  professional  social  organizations, 
political  divisions  of  our  government  found  in 
the  care  of  the  sick  opportunities  for  their  well- 
intentioned,  though  so  frequently  harmful, 
efforts.  Many  of  their  proposals  have  been 
introduced  in  quiet  insidious  ways,  even  using 
such  pretenses  as  special  surveys  or  war  needs. 
The  federalization  of  our  medical  schools  covering 
four  years  of  tuition,  one  year  of  internship  and 
an  agreement  by  the  student  to  remain  in  govern- 
ment service  for  “the  duration,”  for  six  months 
after  cessation  of  hostilities  or  for  the  pleasure 
of  the  President  is  a long  stride  toward  govern- 
ment control  of  doctors.  To  that  may  so  easily 
be  added  the  control  of  existing  hospitals,  all 
these  new  hospitals,  erected  by  the  government 
and  the  future  free  care,  whenever  needed,  of 
veterans  and  their  families. 

“There  is  no  measure,  no  matter  by  whom 
proposed,  that  would  really,  permanently  or 
temporarily  improve  the  health  of  the  people, 
that  will  not  receive — as  it  always  has — the 
support  of  the  medical  profession  regardless  of 
its  effects  on  the  individual  physician.  Sufficient 
experience,  however,  has  already  accumulated 
to  show  the  weaknesses  in  so  many  of  these  plans, 
their  dangerous  effects  in  lowering  the  quality  of 
medical  care,  and  the  retardation  of  the  normal 
progress  of  science. 

“Doctors,  as  a class,  are  but  slowly  realizing 
these  present  conditions.  They  have  not  given 
the  time  or  the  study  to  these  vital  ancillary 
branches  of  medicine,  or  the  many  increased 
duties  imposed  on  the  profession  in  its  organized 
groups. 

“For  these  studies,  medicine  today  needs  men 
of  special  aptitude,  as  leaders;  men  of  ability 
in  scientific  medicine  and  possessed  of  knowledge 
of  social  and  economic  conditions;  men  of  ex- 
perience and  distinction  in  hospital  work  and  who 


from  private  practice  in  the  homes  of  the  people 
have  never  lost  ‘the  common  touch ’ ” 

The  New  York  Times ,l  sometime  advo- 
cate of  “sweeping  changes”  in  the  practice 
of  medicine,  said  editorially  in  discussing  re- 
cent proposals  made  to  the  House  of  Dele- 
gates : 

“For  its  willingness  to  recognize  the  need  of 
reform  in  medical  practice  the  Medical  Society 
of  the  State  of  New  York  deserves  praise.  Out 
of  its  promised  deliberations  some  good  will  un- 
doubtedly flow,  even  though  some  of  the  ad- 
dresses delivered  before  its  House  of  Delegates 
raise  doubts.  ‘The  tendency  of  hospitals  to  get 
into  the  practice  of  medicine’  was  criticized  by 
one  speaker,  though  it  has  been  pointed  out  for 
years  that  the  hospitals  are  admirably  qualified 
to  deal  with  the  sick.  There  was  also  a demand 
that  ‘medical  matters  must  be  decided  by  medical 
men.’  Certainly  no  one  will  quarrel  with  this 
demand  if  scientific  procedures  alone  are  meant; 
but  the  economic  plans  of  industry,  labor,  welfare 
organizations,  hospitals,  and  the  public  ought  not 
to  be  ignored. 

“The  matter  of  medical  reform  will  sooner  or 
later  become  a political  issue.  It  is  far  better 
that  it  should  be  attacked  by  organized  medicine 
instead  of  by  State  Legislatures  and  Con- 
gress  ” 

It  appears  from  a report  “Wartime  Facts 
and  Post-War  Problems”  made  public  re- 
cently by  the  Twentieth  Century  Fund,  that 
two  general  objectives  are  sought  by  the 
American  people  for  the  postwar  period, 
economic  stability  and  national  prosperity 
within  a workable  system  of  collective  se- 
curity and  revived  international  trade.  A 
pleasant  prospect,  surely,  if  it  can  be  accom- 
plished. How  does  the  profession  of  medi- 
cine fit  into  it?  What  should  be  its  function 
and  practices  in  such  a postwar  world? 

“The  medical  profession,”  said  Dr.  Louis 
Bauer,  Speaker  of  the  House  of  Delegates,  in 
a preamble  to  a resolution  establishing  a 
Planning  Committee  for  Medical  Policies,2 

“has  been  accused  of  being  obstructionist.  This 
is  an  unjust  accusation,  but  we  must  admit  we 
have  been  slow  in  planning  for  the  future.  We 
have  been  too  content  to  sit  back  and  wait  until 
we  are  faced  with  definite  problems  and  then 
endeavor  to  solve  them,  rather  than  try  to  antici- 
pate them the  danger  we  have  to  face 

in  New  York  is  not  complete  socialized  medicine, 
but  an  extension  of  phases  already  in  effect,  under 
the  aegis  of  lay  control There  are  many 


1 May  5,  1943. 

* Buffalo,  May  3,  1943. 
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agencies  using  the  war  effort  as  a cloak  to  foster 
their  pet  schemes  for  further  socialization  of 
medicine,  and  what  are  we  doing  about  it? 

“Let  us  inform  the  public  in  no  uncertain  terms 
that  we  are  in  favor  of  good  medical  care  for  all 
with  freedom  of  choice  of  physician;  that  methods 
will  be  found  to  bring  that  good  care  to  all;  that 
whatever  changes  are  necessary  to  accomplish 


this  will  be  made,  but  that  those  changes  will  be 
carried  out  under  the  guidance  of  the  medical 
profession  and  not  by  governmental  or  lay 
agencies;  and  that  we  have  a program  which  will 
meet  the  situation  and  at  the  same  time  will 
protect  those  high  standards  of  medical  care 
which  have  made  the  United  States  the  healthiest 
country  in  the  wrorld.” 


Intramedullary  Infusions 


Transfusions,  intravenous  therapy,  and  tests 
are  among  the  pillars  of  modern  medicine.  Yet 
there  are  times  w’hen  it  is  impossible  to  enter  a 
vein.  In  small  infants,  in  cases  with  extensive 
burns,  and  in  conditions  of  extreme  shock,  urgent 
intravenous  therapy  often  cannot  be  performed. 
Any  method  that  serves  the  same  purpose  and 
performs  the  same  function  is  a most  welcome 
accessory  adjuvant  when  a vein  is  not  accessible. 

Substances  injected  into  the  bone  marrowr 
cavity  are  rapidly  taken  up  by  the  circulation  in 
unaltered  form.1  Blood  administered  by  this 
method  restores  blood  volume  as  efficiently  as 
transfusion  does,  and  drugs  act  as  quickly  and 
effectively  by  this  route  as  they  do  vvheti  they 
are  administered  intravenously.  Furthermore, 
diodrast  injected  into  the  bone  marrow  outlines 
the  renal  pelvis  as  clearly  as  it  does  by  the  intrav- 
enous route.  When  saccharine  is  employed, 
the  circulation  time  by  the  intramedullary  route 
is  the  same  as  when  the  saccharine  is  injected 
directly  into  a vein.2  Previous  radiopacity  and 
injection  studies  have  demonstrated  the  prompt 
entrance  of  injected  materials  from  the  bone 
marrow  into  the  large  tributary  veins.1 

The  technic  of  intramedullary  infusion  has 
been  fully  described.3  In  adults  and  older 
children  the  sternum  is  the  site  of  choice.  In 


children  under  3 years  of  age  the  sternal  marrow’ 
cavity  is  too  small  for  this  purpose,  but  the 
upper  tibia  and  lower  end  of  the  femur  are  ade- 
quate substitutes.  Care  must  be  taken  that 
no  air  enters  the  bone  marrowT,  especially  in 
children.  It  is  best  not  to  give  substances  such 
as  emulsions,  wffiich  may  be  potential  embolic 
particles,  by  the  intramedullary  method.  Con- 
traindications are  cases  of  bacteremia,  septicemia, 
and  osteomyelitis.  In  the  series  thus  far  studied 
there  have  been  no  untoward  local  or  systemic 
reactions. 

A valuable  method  is  offered  whereby  the 
benefits  of  intravenous  therapy  can  by  obtained 
when,  for  whatever  reason,  there  is  no  available 
vein.  With  proper  technic  there  seems  to  be 
no  risk.  Not  only  have  we  another  valuable 
method  of  parenteral  therapy  but  also  a technic 
of  performing  important  intravenous  functional 
tests  when  a vein  for  this  purpose  is  lacking. 
Intramedullary  infusions  give  promise  of  being 
used  on  an  extensive  scale  when  knowledge  of 
the  technic  becomes  more  widely  disseminated. 

1.  Tocatins,  L.  M.,  O’Neil,  J.  F.,  and  Jones,  H.  J.: 
J.A.M.A.  117:  1229  (Oct.  11)  1941. 

2.  Meyer,  L.  M.,  and  Perlmutter,  M.:  Am.  J.  M.  Sc.  ‘ 
205:  187  (Feb.)  1943. 

3.  Tocatins,  L.  M.,  and  O’Neil,  J.  F.:  Surg.,  Gynec.  & 
O'ist.  73:  287  (Sept.)  1941. 


War  Participation 

The  following  four  statements  from  the  Surgeons  General  of  the  U.S.  Army , 
the  U.S.  Navy,  the  U.S.  Public  Health  Sendee,  and  the  National  Procurement 
and  Assignment  Service  are  published  at  the  request  of  the  National  Procurement 
and  Assignment  Service.  This  is  in  effort  to  aid  in  the  recruitment  of  physicians. — 
Editor 


Statement  of  the  Surgeon  General  of  the  United  States  Army 


The  Army  is  increasing  in  size;  more  medical 
officers  are  required.  Newr  units  are  being  formed 
and  many  newr  general  hospitals  are  under  con- 
struction at  many  points  in  the  United  States. 
Some  basic  training  must  be  given  to  medical  officers 
before  they  are  assigned  to  purely  medico-military 
duties. 


For  this  reason,  they  are  needed  one  or  two 
months  prior  to  actual  assignment.  For  the  pro- 
tection of  the  health  of  the  civilian  population,  the 
quotas  for  physicians  must  be  fairly  distributed 
throughout  the  country.  Certain  states  are  far 
behind;  they  will,  it  is  hoped,  do  everything  possible 
to  furnish  their  quotas  at  once. 
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Statement  of  the  Surgeon  General  of  the  United  States  Navy 


In  order  to  plan  intelligently  I have  reviewed  the 
personnel  situation  in  the  Medical  Department  of 
the  Navy.  There  is  a deficit  of  approximately  900 
medical  officers  for  the  next  six  months,  based  on 
minimal  requirements.  The  Bureau  of  Medicine 
and  Surgery  calls  medical  officers  to  active  duty 
when  billets  are  available,  does  not  build  up  too 
large  a reserve  at  any  time.  Consequently,  pro- 
curement must  go  on  in  an  orderly  fashion,  if  we 
are  to  meet  the  demands  that  will  be  placed  upon 
us  as  the  offensive  fighting  develops.  We  cannot 
afford  to  have  the  deficit  increase  beyond  its  present 
level;  if  it  does  we  will  not  be  able  to  give  first-class 
medical  service  to  our  wounded. 

The  Medical  Department  of  the  Navy  is  charged 
with  maintaining  the  health  of  all  the  personnel  of 
the  Navy  and  the  Marine  Corps;  in  addition  it 
must  care  for  the  dependents  of  the  officers  and  men. 
We  look  to  the  medical  profession  of  our  nation  to 
come  forward  with  the  available  doctors  that  can 
be  spared  from  civil  life  to  aid  in  our  military 


necessity.  In  the  main,  the  profession  has  re- 
sponded nobly.  There  are  some  localities  where 
this  is  not  so.  In  those  localities  the  medical 
profession  should  cause  the  pressure  of  public 
opinion  to  bear  on  all  eligible  doctors  and  thereby 
bring  to  their  attention  the  seriousness  of  failing 
to  do  their  patriotic  duty. 

The  medical  profession  is  faced  with  a challenge 
of  furnishing  medical  service  to  the  armed  forces 
and  to  the  civil  population  during  the  active  state 
of  war  and  in  the  postwar  period,  which  we  hope 
is  not  too  far  distant.  Should  the  profession  fail 
in  either  regard,  many  forces  may  develop  that 
will  destroy  the  practice  of  medicine  as  we  know  it. 
This  would  be  disastrous  and  it  is  something  that 
we  cannot  afford  to  allow  to  come  about.  In  all 
seriousness,  the  doctors  of  medicine  in  the  United 
States  should  take  stock  carefully  of  their  own 
immediate  situations  and  should  give  every  as- 
sistance in  planning  to  see  that  medicine  plays  its 
responsible  part  in  this  and  coming  years. 


Statement  of  the  Surgeon  General  of  the  U.S.  Public  Health  Service 


During  the  next  twelve  months,  the  Public 
Health  Service  will  require  approximately  600 
medical  officers  for  full-time  active  duty  in  the  re- 
serve commissioned  corps.  These  physicians  will 
be  recruited  on  an  average  of  50  a month — 25  for 
service  in  the  U.S.  Coast  Guard,  and  25  for  general 
service. 

In  addition  to  the  medical  officers  assigned  to  the 
Coast  Guard,  physicians  are  needed  for  duty  in  the 
marine  hospitals  and  the  medical  program  of  the 
War  Shipping  Administration,  as  well  as  for  detail 
to  general  public  health  work  in  state  and  local 
health  departments,  and  for  such  specialized  war 
programs  of  the  Public  Health  Service  as  tubercu- 
losis control,  venereal  disease  control,  industrial 
hygiene,  and  community  medical  services. 

The  Service  also  expects  this  year  to  commission 
j some  5,000  physicians  in  the  inactive  reserve. 
These  doctors  will  be  available  for  active  duty  in 
the  event  of  acute  emergency  in  their  own  or  nearby 

I communities.  They  will  not  be  called  for  active 
duty  unless  an  acute  emergency  exists,  and  will  be 
retained  only  for  the  duration  of  such  an  emergency. 
This  recruitment  of  inactive  officers  is  undertaken 
as  a part  of  the  cooperative  program  of  the  Public 
Health  Service  and  the  Office  of  Civilian  Defense. 

The  needs  of  state  and  local  health  departments 
for  physicians  have  increased  greatly  during  the 
past  year.  In  January,  1942,  it  was  estimated  that 
State  and  local  health  departments  would  need  600 
j physicians.  As  of  January,  1943,  the  exact  needs 
I have  not  been  determined,  but  the  Public  Health 
Service  has,  at  the  present  time,  requests  from  the 
States  for  185  medical  officers  to  be  assigned  to  duty 
in  war  areas  alone. 

According  to  reports  from  State  Procurement  and 
Assignment  chairmen,  as  of  March  23,  1943,  286 
additional  doctors  for  civilian  practice  are  needed 
in  176  counties  located  in  38  states.  Another  22 
counties  in  the  same  states  report  a shortage  of 
physicians  but  do  not  specify  the  number  needed. 
In  the  remaining  10  states,  no  needs  were  reported. 

These  198  counties  reporting  immediate  needs 
represent  only  7 per  cent  of  the  2,654  counties  in 
the  38  states,  and  only  6 per  cent  of  all  counties  in 


the  country.  Nevertheless,  it  is  apparent  that 
civilian  communities  are  feeling  the  pinch  of  the 
physician  shortage  increasingly,  since  experience 
has  shown  that  local  needs  become  acute  before 
they  are  expressed  in  formal  reports.  In  the  joint 
studies  made  in  42  areas  by  the  Public  Health 
Service  and  the  Procurement  and  Assignment 
Service,  it  has  been  determined  that  59  physicians 
and  5 dentists,  or  64  medical  and  dental  personnel, 
are  needed  in  these  areas — an  average  of  1.5  per 
study.  The  Public  Health  Service  has  been  re- 
quested to  supply  13  of  these  physicians  and  dentists, 
or  23  per  cent  of  the  determined  need. 

On  the  basis  of  these  42  studies,  it  is  estimated 
that  500  physicians  and  dentists  will  be  needed  in 
332  areas  to  be  surveyed  in  the  coming  fourteen 
months,  or  by  June  1,  1944.  It  is  anticipated  that 
80  per  cent  of  these,  or  400,  will  be  supplied  by  volun- 
tary relocation  through  the  regular  channels  of 
Procurement  and  Assignment,  and  that  the  Public 
Health  Service  will  be  requested  to  assist  in  meeting 
the  needs  for  the  remaining  20  per  cent,  or  100 
physicians  and  dentists.  This  may  be  done  either 
through  financial  assistance  to  physicians  desiring 
to  relocate  in  areas  requiring  their  services,  or 
through  assignment  of  Public  Health  Service 
personnel  upon  request  of  the  proper  authorities. 

Although  it  is  impossible  to  project  with  accuracy 
the  1943  needs  of  civilian  communities,  we  must 
face  the  fact  that  the  shortage  undoubtedly  will 
increase  during  and  after  the  filling  of  the  1943 
military  quotas;  and  that  the  chances  of  meeting 
civilian  needs,  as  well  as  replacing  physicians  who 
die  or  withdraw  from  practice  because  of  disability, 
will  correspondingly  decrease.  Furthermore,  we 
cannot  predict  at  this  time  the  possible  needs  of 
certain  rural  areas,  which  now  may  be  adequately 
supplied  but  which  will  require  additional  public 
health  and  medical  services  during  1943,  should  the 
government  move  a large  number  of  farm  families 
into  these  areas  for  the  food  production  drive.  It 
is  believed  that  joint  action  of  the  Public  Health 
Service  and  the  Procurement  and  Assignment  Serv- 
ice will  serve  to  meet  urgent  needs  in  civilian 
communities. 
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Statement  of  Chairman,  Directing  Board,  Procurement  and  Assignment  Service  for 
Physicians,  Dentists,  and  Veterinarians 


Figures  are  now  complete  on  the  1942  quotas  for 
supplying  physicians  of  the  various  states.  Forty 
states  have  exceeded  the  100  per  cent  figure  of  their 
quotas.  Five  States  were  above  90  per  cent  of 
their  quotas.  Four  states — New  York,  Connecticut, 
Massachusetts,  and  Nevada — were  below  90  per  cent 
of  their  quotas. 

Nevada  is  the  lowest  state,  but  has  a total  quota 
of  but  35  doctors.  It  has  provided  23  and  deserves 
special  consideration  because  its  population  is  thinly 
scattered  over  wide  areas. 

This  statement  would  not  imply  any  reflection 
on  the  patriotism  of  those  members  of  the  medical 
profession  who  have  been  marked  available  by  the 
Procurement  and  Assignment  Service  in  these  three 
states  and  who  have  not  sought  a commission.  I 
would  only  present  the  facts  and  let  each  one  draw 
from  these  facts  whatever  deductions  he  individually 
chooses. 

Certain  unavoidable  considerations  must  be  faced 
in  these  figures.  Four  states  failed  to  provide  90 
per  cent  of  their  1942  quotas  of  doctors  for  the 
services.  Three  of  these  states — New  York,  Con- 
necticut, and  Massachusetts — are  Eastern  Seaboard 
States  and  among  the  most  populous  ones  in  the 
Union.  These  populous  States  have  large  cities 
in  them  which  now  have  more  doctors  per  thousand 
persons  than  most  other  parts  of  the  country. 
Largely  because  those  doctors  marked  available 
by  the  Procurement  and  Assignment  Service  have 
not  sought  commissions,  these  states  are  below  their 
quotas. 


Unless  more  of  the  doctors  found  available  for 
military  service  by  the  Procurement  and  Assign- 
ment Service  in  these  cities  apply  for  commissions 
in  the  armed  forces  with  reasonable  promptness, 
still  more  doctors  must  come  from  rural  com- 
munities. This  will  greatly  complicate  the  problem 
for  those  communities  in  their  own  and  other  states, 
since  many  rural  communities  are  already  none  too 
well  supplied  with  doctors.  Such  inequalities  in 
medical  service  as  now  exist  are  in  a considerable 
measure  the  result  of  the  conditions  herein  stated 
and  cause  occasional  problems  of  rural  medical  care 
which  become  practically  insurmountable  for  the 
Procurement  and  Assignment  Service  with  its 
present  limited  authority.  With  all  these  facts  in 
mind,  with  the  responsibility  of  medicine  to  the 
country  and  to  itself  such  as  it  is,  the  quota  figures 
particularly  in  New  York,  Connecticut,  and  Massa- 
chusetts should  be  brought  up  to  par  by  an  intensive 
effort  of  the  state  medical  societies  through  their 
executive  bodies,  preferably  by  an  organized  state 
medical  society  campaign. 

The  provision  of  doctors  for  the  armed  forces  is 
not  only  the  special  obligation  of  medicine  but  a 
responsibility  which  it  acknowledges  and  accepts 
as  its  part  in  the  war  effort.  Each  state  that  has 
not  met  its  1942  quota  will  be  kept  informed  of  its 
position  in  relation  to  its  quota  and  its  position  in 
relation  to  other  states.  Otherwise,  a state  is  denied 
the  pardonable  pride  of  satisfaction  in  meeting  its 
quota  or  pampered  against  facing  a distasteful 
position  in  relation  to  other  states. 


Diagnosis 


CLINICOPATHOLOGIC  CONFERENCES 

Fourth  Medical  Division  of  Bellevue  Hospital 


Date:  May  20,  1943 
Conducted  by:  Dr.  Arnold  Koffler 

Dr.  Charlotte  T.  Peirce:  This  was  the 
fourth  Bellevue  admission  of  a 60-year-old  white 
woman.  In  1928  the  patient  had  a radical 
mastectomy  at  another  hospital  for  carcinoma 
and  cyst  of  the  left  breast. 

She  was  admitted  to  Bellevue  Hospital  in 
1939  with  a history  of  a painless  lump  in  the  right 
breast.  At  operation  the  frozen  section  was  re- 
ported to  show  malignancy  and  a radical  mastec- 
tomy was  performed.  The  final  pathologic 
diagnosis,  however,  was  chronic  interstitial 
mastitis. 

The  patient  was  readmitted  to  this  hospital 
in  July,  1942,  with  a history  of  severe  precordial 
pain  and  dyspnea  of  one  day’s  duration.  Physical 
signs,  laboratory  findings,  and  serial  electro- 
cardiograms showed  evidence  of  an  acute  myo- 
cardial infarction  of  the  posterior  wall.  The 
j course  of  her  illness  was  uneventful  and  the 
patient  was  discharged  to  the  Clinic  after  two 
months’  bed  rest.  She  felt  well  until  four  weeks 
before  the  final  admission,  when  she  noted 
dyspnea  and  mild  precordial  pain  on  exertion. 

[ Two  weeks  later  the  precordial  pain  became  more 
severe  and  she  developed  a cough  that  was  pro- 
ductive of  small  amounts  of  mucoid  sputum 
which  became  blood-tinged  two  or  three  days 
prior  to  admission.  There  was  no  history  of 
orthopnea,  nocturnal  dyspnea,  or  edema  of  the 
extremities.  She  had  never  taken  digitalis. 
Review  of  systems  was  otherwise  negative.  The 
past  history  included,  in  addition  to  the  above 
facts,  one  admission  for  erythema  multiforme 
following  a sore  throat  in  1939.  The  family 
history  was  noncontributory. 

On  admission,  the  patient’s  temperature  was 
100  F.;  pulse,  66;  respirations,  32;  and  the 
blood  pressure,  98/68.  Physical  examination 
revealed  an  obese,  pale,  apprehensive  white 
woman,  moderately  dyspneic  and  orthopneic, 
with  a frequent  dry  cough.  The  head,  eyes, 
ears,  nose,  and  throat  were  essentially  negative. 
The  neck  was  supple;  the  trachea  was  in  the 
midline.  There  was  no  palpable  adenopathy, 
but  there  was  slight  venous  distention  with  a 
positive  Mackenzie.  There  were  bilateral  radical 
mastectomy  scars  with  no  palpable  axillary 
nodes.  Examination  of  the  right  lung  disclosed 


impaired  percussion  at  the  base  with  harsh 
breath  sounds  and  a few  moist  rales.  The  left 
lung  was  hyper-resonant  throughout  and  a few 
medium  moist  rales  were  heard  in  the  left  axilla. 
The  heart  was  enlarged  to  the  left,  with  regular 
sinus  rhythm;  the  P.M.I.  was  not  felt.  The 
heart  sounds  were  distant  and  of  poor  quality. 
No  murmurs  were  heard.  On  examination  of 
the  abdomen  there  was  noted  slight  tenderness 
in  the  right  upper  quadrant;  no  organs  or  masses 
were  palpable.  The  pelvic  and  rectal  examina- 
tions were  negative.  The  extremities  showed 
one  plus  edema  and  bilateral  varicose  veins. 
The  reflexes  were  equal  and  active. 

Laboratory  Findings  on  Admission. — The  white 
blood  count  was  15,750  with  64  per  cent  poly- 
morphonuclears,  5 per  cent  transitionals,  24 
per  cent  lymphocytes,  7 per  cent  monocytes,  and 
1 per  cent  basophils.  The  hemoglobin  was 
11.3  Gm.,  with  a red  blood  count  of  4,200,000. 
The  urine  was  clear,  with  specific  gravity  of 
1.027,  alkaline  reaction,  a faint  trace  of  albumin, 
and  no  sugar;  microscopic  examination  showed 
an  occasional  white  blood  cell.  The  blood  non- 
protein nitrogen  was  43  and  the  blood  Wasser- 
mann  was  negative.  A roentgenogram  of  the 
chest  revealed  the  heart  to  be  enlarged  in  all 
diameters,  with  widening  of  the  supracardiac 
aorta  and  marked  congestive  changes  in  both 
lungs. 

Course. — The  patient  ran  a febrile  course 
throughout  her  hospital  stay,  with  her  tempera- 
ture ranging  from  98.6  F.  to  102  F.  The  pulse 
rose  to  106  the  day  after  admission,  and  the 
patient  was  digitalized  and  put  on  regular 
cardiac  routine.  At  the  same  time  the  tempera- 
ture rose  to  102  F.  and  because  bronchopneu- 
monia was  suspected,  she  was  given  sulfadiazine 
for  five  days,  receiving  a total  of  26  Gm.  The 
patient  did  not  improve  because  the  tempera- 
ture and  white  blood  count  remained  elevated 
and  the  drug  was  cut.  Urinalyses  remained 
negative  except  for  a trace  to  a 1 plus  reaction 
lor  albumin.  Two  weeks  after  admission  the 
patient  developed  pain  over  the  left  chest  and 
precordium  which  was  nonradiating.  The  heart 
sounds  remained  of  poor  quality,  but  a gallop 
rhythm  was  noted.  The  blood  pressure  was 
94/70;  the  white  blood  count  was  14,250  with 
65  per  cent  polymorphonuclears;  the  tempera- 
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ture  was  100  F.,  and  the  pulse,  84.  The  liver 
was  palpable  two  fingerbreadths  below  the  costal 
margin.  The  erythrocyte  sedimentation  rate 
was  9 mm.  per  hour.  The  electrocardiogram 
showed  active  myocardial  changes  of  Q23,  T23 
type. 

On  March  30,  the  patient  developed  acute 
parotitis  on  the  right  side,  a condition  which  was 
treated  with  radium  packs  and  which  subsided 
completely  within  five  days.  One  week  later 
discrete  and  confluent  purpuric  spots  appeared 
over  the  sacrum  and  dependent  surfaces  of  both 
arms  and  legs.  The  platelets  numbered  160,000; 
tourniquet  tests  were  negative,  and  the  bleeding 
and  clotting  times  were  normal.  At  the  same 
time  the  patient  developed  acute  thrombo- 
phlebitis of  the  right  leg.  She  had  no  further 
precordial  pain.  The  course  wyas  progressively 
downhill.  The  patient  became  more  dyspneic; 
signs  of  fluid  appeared  in  the  right  chest  and 
thoracentesis  on  April  10  yielded  200  cc.  of 
grossly  blood  fluid  with  specific  gravity  of  1.015; 
culture  was  negative.  Thoracentesis  was  re- 
peated on  April  13,  yielding  1,200  cc.  of  sero- 
sanguineous  fluid  with  specific  gravity  of  1.015, 
1,250,000  red  blood  cells,  and  6,000  white  blood 
cells  with  70  per  cent  polymorphonuclears. 
There  was  no  improvement;  the  dyspnea  in- 
creased and  on  April  15  the  patient  developed 
acute  pulmonary  edema.  She  djed  on  April  16, 
the  thirty-eighth  hospital  day. 

Discussion 

Dr.  Arnold  Koffler:  The  case  today  pre- 
sents superficially  a very  simple  cardiac  problem 
— namely,  one  of  acute  right  coronary  thrombosis 
and  infarction  of  the  posterior  basilar  type  with 
septal  involvement  and  subsequent  congestive 
failure.  Underlying  this  problem,  however, 
are  a number  of  complicating  factors  not  satis- 
factorily explained  on  such  a simple  basis.  Al- 
though on  the  previous  admission,  the  diagnosis 
of  an  acute  infarction  was  substantiated  by  the 
electrocardiograms,  there  was  a three  weeks’ 
febrile  period  with  pulmonary  signs  suggesting 
the  presence  of  a bronchopneumonia.  The 
patient,  however,  made  a fair  recovery  and  was 
discharged. 

The  patient  was  readmitted  nine  months  later 
with  a history  of  gradual  onset  of  congestive 
failure  characterized  by  exertional  dyspnea, 
cough,  and  precordial  pain.  The  cough  increased 
and  expectoration  became  blood-streaked.  The 
hospital  stay  was  characterized  by  a long  febrile 
course  with  leukocytosis  and  pulmonary  signs 
which  did  not  respond  satisfactorily  to  the  ad- 
ministration of  sulfadiazine.  It  was,  therefore, 
necessary  to  search  for  other  possibilities  to  ex- 
plain the  symptoms.  The  answer  may  lie  in  the 


fact  that  in  cardiac  patients,  particularly  those 
with  limited  activity  and  signs  of  congestive 
failure,  the  clinical  picture  of  chest  pain,  cough 
and  bloody  expectoration  should  lead  us  to  sus- 
pect the  possibility  of  hemorrhagic  pulmonary 
infarction.  This  is  the  condition  most  commonly 
mistaken  for  bronchopneumonia  since  the  co- 
existence of  pulmonary  congestion  seems  to  be  a 
necessity  in  the  production  of  such  infarction 
It  has  been  noted  that  in  the  presence  of  a good 
heart  and  adequate  pulmonary  circulation, 
embolization  to  a medium-sized  vessel  does 
not  produce  infarction.  I am,  of  course,  not 
referring  to  closure  of  a main  vessel,  which 
produces  either  sudden  death  or  accute  right 
heart  failure  with  peripheral  circulatory  col- 
lapse. 

The  origin  of  embolization  in  this  patient  may 
have  been  from  the  right  heart,  but  it  is  much 
more  likely  to  have  come  from  the  peripheral 
vessels  for  the  following  reasons:  (1)  it  is  the 
commonest  cause;  (2)  myocardial  infarction 
diagnosed  on  the  previous  admission  and  possibly 
on  this  admission  would  produce  a mural  throm- 
bus in  the  left  ventricle.  It  would  not  have 
embolized  to  the  pulmonary  circuit;  and  (3) 
varicosities  of  the  lower  extremities  were  present 
and  definite  thrombophlebitis  was  noted  during 
the  terminal  phase  of  her  illness. 

Contributing  to  the  diagnosis  of  hemorrhagic 
infarction  wa§  the  presence  of  a hemorrhagic 
pleural  effusion.  Infarction  is  probably  the 
commonest  cause  of  such  an  effusion,  with  the 
exception  of  malignancy.  Leukocytosis  and 
fever  may  accompany  this  condition. 

In  mentioning  malignancy  we  must  not  over- 
look the  history  of  double  mastectomy  in  this 
case — the  first  in  1928,  the  other  in  1939.  While 
we  must  assume  that  the  first  was  done  for 
malignancy,  the  second  tumor  was  definitely 
proved  nonmalignant  in  spite  of  the  suspicious 
frozen  section  taken  at  the  time  of  operation.  I 
believe  we  are  fairly  safe  in  assuming  that  meta- 
stasis to  the  lung  was  not  likely  so  long  after  the 
first  operation,  and  if  the  microscopic  picture  of 
the  second  tumoF  was  correct,  there  would  be  no 
cause  to  suspect  a metastatic  lesion  from  that 
source. 

It  is  unfortunate  that  two  laboratory  pro- 
cedures were  apparently  omitted — namely,  the 
taking  of  blood  cultures  to  rule  out  blood  stream 
infection  and  the  use  of  icteric  indices  to  help  in 
the  diagnosis  of  the  pulmonary  infarction. 

Two  clinical  episodes  which  occurred  during 
the  last  two  weeks  of  the  patient’s  illness  must 
not  be  overlooked.  First  was  the  occurrence  of 
an  acute  parotitis,  which  always  is  of  grave  prog- 
nostic significance  in  the  aged  except  in  the 
epidemic  or  postoperative  form.  The  second 
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condition  was  the  presence  of  a terminal  purpura 
which  may  well  have  been  conditioned  by  the 
application  of  radium  for  the  treatment  of  the 
parotitis — however  small  the  dose. 

In  conclusion,  we  may  visualize  a woman  who 
has  sustained  the  accident  of  acute  cardiac 
infarction.  Following  a period  of  comparative 
comfort,  signs  of  congestive  failure  became  ap- 
parent. This  impaired  reserve  predisposed  the 
patient  to  peripheral  and  pulmonary  congestion. 
An  ideal  situation  was  therefore  created  for  the 
production  of  a thrombus  in  the  lower  extremities 
and  embolization  to  the  lungs.  This  further 
embarrassed  the  already  exhausted  circulation, 
and  death  was  inevi table. 

Dr.  Max  Trubek:  I saw  this  patient  through- 
out her  final  admission.  She  came  in  with 
symptoms  suggesting  another  episode  of  cardiac 
infarction.  There  was  clinical  evidence  of  ex- 
tensive myocardial  damage — obviously  severe 
nutritional  disturbance  of  the  myocardium.  The 
apical  sounds  were  of  extremely  poor  quality 
and  there  was  a persistent  gallop.  I felt  that 
pulmonary  pathology  was  due  to  infarction, 
most  likely  embolic  from  the  iliac  or  femoral 
veins.  Confluent  petechiae  appearing  after 
radium  application  seemed  to  be  due  to  some 
capillary  toxic  trauma.  I do  not  feel  that  the 
question  of  metastatic  malignancy  arises  in  the 
differential  diagnosis.  At  this  late  date,  fifteen 
years  after  the  removal  of  breast  carcinoma, 
other  more  obvious  evidences  of  metastases 
would  have  also  been  manifest. 

Dr.  Charles  H.  Nammack:  The  temptation 
in  this  case  is  to  consider  the  possibility  of  a 
pleural  carcinoma  of  the  bouton-en-chemise 
type,  but  the  lapse  of  time  precludes  that.  We 
have  used  radium  packs  in  parotitis  on  several 
occasions  with  good  effect  and  without  any 
unfavorable  influence  on  the  blood  picture. 

Presentation  of  Pathology 

Gross  Findings. — Dr.  Seymour  Tenzer: 
Numerous  petechial  and  purpuric  hemorrhages 
were  conspicuous  in  the  skin  of  both  legs  and 
over  the  dorsal  aspects  of  both  hands  and  feet. 
The  mastectomy  scars  were  well  healed  and 
contained  no  signs  of  recurrence  of  the  original 
tumors.  Moderate  edema  was  present  in  the 
lower  extremities  and  dependent  portions  of  the 
body. 

The  peritoneal  cavity  was  free  of  fluid  but  the 
right  pleural  sac  contained  about  two  liters  of 
greenish-yellow  opalescent  fluid.  The  left  pleural 
sac  was  free  of  adhesions  or  fluid.  The  lungs 
overlapped  in  the  midline,  and  the  right  lung  was 
bound  down  by  numerous  adhesions.  Some  of 
the  pleura]  exudate  was  loculated  over  the  right 
lower  lobe.  This  lobe  was  almost  completely 


collapsed.  The  visceral  pleura  of  both  lungs 
was  the  seat  of  fibrinous  deposits,  more  marked 
over  the  right  lung.  The  right  middle  and  lower 
lobes  were  the  seat  of  multiple  hemorrhagic 
infarcts  of  various  sizes.  The  branches  of  the 
pulmonary  artery  supplying  these  areas  con- 
tained thrombi  of  various  colors  ranging  from 
red  to  yellow.  The  right  upper  lobe  was  crepi- 
tant but  the  rest  of  the  lung  was  airless.  On 
section,  bloody  fluid  oozed  from  the  cut  sur- 
faces. The  left  lung  was  crepitant  except  for 
the  basal  portion  of  the  left  lower  lobe,  where 
multiple  wedge-shaped  infarcts  were  present. 
Yellowish  thrombi  or  emboli  were  demonstrated 
in  the  pulmonary  arterial  branches  to  this  area. 

The  heart  was  moderately  enlarged,  weighing 
470  Gm.;  the  increase  in  size  was  due  to  enlarge- 
ment of  the  left  ventricle.  The  epicardial  sur- 
face was  smooth  and  transparent,  and  the  epi- 
cardial fat  was  only  slightly  increased  over  the 
atrioventricular  sulcus  and  over  the  right  ven- 
tricle. The  right  auricular  appendage  contained 
small,  firmly  attached  yellowish-red  thrombi 
overlying  the  pectinate  muscles.  Visible  through 
the  endocardium  of  the  right  ventricle,  a yellow- 
ish, roughly  C-shaped  area  of  coagulation  necrosis 
was  found  in  the  septum.  The  overlying  endo- 
cardium was  unaltered.  The  pulmonary  conus 
was  dilated,  but  no  thrombi  or  emboli  were  found 
in  the  pulmonary  artery  or  its  main  branches. 
In  the  left  side  of  the  heart  three  main  areas 
of  infarction  were  encountered — one  apparently 
healed  in  the  posterior  wall  behind  the  posterior 
leaflet  of  the  mitral  valve.  This  was  of  indefi- 
nite outline  and  appeared  to  be  composed  of 
multiple  confluent  areas  of  fibrous  replacement. 
The  second  was  a well-healed  area  of  fibrous  re- 
placement which  was  located  at  the  apex.  Its 
walls  were  extremely  thin.  The  whole  area  was 
3 cm.  in  diameter  in  its  broadest  portion.  The 
third  area  corresponded  exactly  to  the  zone  of 
necrosis  seen  in  the  right  side  of  the  septum. 
It  was  quite  irregular  in  outline,  varying  from  1 
to  4 cm.  from  side  to  side.  Adjacent  to  it, 
minute  thrombi  were  attached  among  the  trabec- 
ulae carneae.  The  atrioventricular  and  pul- 
monary valves  and  their  leaflets  were  free  of 
notable  changes.  The  cusps  of  the  aortic  valve 
were  moderately  sclerotic  but  freely  movable. 
The  coronary  vessels  had  patent  ostia,  but  from 
their  inception  they  exhibited  progressively 
severe  atherosclerosis  of  concentric  and  eccentric 
distribution.  The  anterior  descending  branch  of 
the  left  coronary  arterj’’  contained  a fresh  red 
thrombus,  IV2  cm.  from  its  origin.  It  filled  the 
vessel  at  a point  of  great  narrowing  due  to  athero- 
sclerotic deposits.  The  circumflex  branch  of 
the  left  coronary  artery  and  its  smaller  branches 
exhibited  narrowing  due  to  some  sclerosis,  but 
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this  was  more  patchy.  The  right  coronary  artery 
was  patent  for  4 cm.  from  its  origin  but  then  was 
occluded  by  an  organized  thrombus  and  large 
atherosclerotic  plaques  for  a distance  of  7 cm. 
Distal  to  this  point  the  vessel  was  collapsed  and 
its  posterior  branch  was  very  minute  although 
still  demonstrably  patent.  The  coronary  veins 
were  not  remarkable. 

The  kidneys  exhibited  a moderate  degree  of 
arteriolar  nephrosclerosis.  The  other  organs 
were  not  remarkable  except  for  chronic  passive 
congestion  of  the  spleen  and  liver.  In  the  fat  of 
the  pancreas,  a small  area  of  fat  necrosis  (1  to 
2 mm.)  was  encountered.  In  the  right  external 
iliac  and  femoral  veins  a reddish  thrombus  was 
found  occluding  the  lumen.  Limitations  of  the 
autopsy  prevented  further  determination  of  its 
extent  into  the  veins  of  the  right  leg. 

Microscopic  Findings. — Dr.  Irving  Graef: 
Studies  of  the  sections  of  the  lung  disclosed 
evidence  of  old  as  well  as  recent  thrombotic 
embolic  occlusion  of  the  medium-sized  branches 
of  the  pulmonary  artery.  Canalized  vessels  as 
well  as  freshly  occluded  ones  were  present  in 
multiple  blocks.  Besides  hemorrhagic  infarction, 
microscopic  foci  of  lobular  pneumonia  were  en- 
countered in  the  sections  of  the  right  upper  lobe. 
Sections  including  the  inflamed  pleura  disclosed 
evidence  of  early  organization  of  fibrinopurulent 
exudate.  Sections  through  the  zone  of  septal 
infarction  of  the  myocardium  revealed  a partly 
organized  old  infarct  and  well-attached  mural 
thrombi  between  the  trabeculae  carneae.  Sec- 
tions of  the  coronary  vessels  confirmed  the  gross 
impression  of  fresh  thrombosis  of  the  left  coronary 
artery  and  old  canalized  thrombosis  of  the  right. 

Comments 

Dr.  Irving  Graef:  This  patient  aptly 

illustrates  the  vicious  circle  which  coronary 
occlusion  and  myocardial  infarction  may  begin, 
for  congestive  failure  ensued  and  promoted 
thrombosis  in  the  veins  of  the  systemic  circula- 
tion. Right  auricular  thrombi  may  also  be 
ascribed  to  the  failing  heart,  and  this  together 


with  the  venous  thrombosis  furnished  ample 
sources  for  pulmonary  embolization  and  hemor- 
rhagic infarction.  Further  complicating  the  pic- 
ture was  the  secondary  infection  of  the  pleural 
sac,  probably  due  to  secondary  development  of 
lobular  pneumonia.  On  its  own  account,  pulmo- 
nary embolization  may  well  have  contributed  to 
the  progressive  coronary  thrombosis  by  the 
physiologic  insult  leading  to  shock-like  states  with 
reduced  cardiac  output,  lowered  systolic  blood 
pressure,  and  reduced  coronary  flow.  The  myo- 
cardial ischemia  already  initiated  by  the  coronary 
sclerosis  in  a hypertensive  subject  thus  became 
critical,  leading  to  necrosis  of  the  muscle.  The 
fresh  thrombus  in  the  left  coronary  may  well 
have  been  a terminal  event,  for  no  fresh  areas  of 
myocardial  necrosis  were  encountered. 

The  purpura  observed  at  death  is  unexplained. 
Thrombopenia  was  not  demonstrated  and  noth- 
ing distinctive  was  disclosed  in  the  hemopoietic 
organs  at  necropsy. 

Anatomic  Diagnoses 

Myocardial  infarction,  recent  and  old,  involv- 
ing the  interventricular  septum,  the  pos- 
terior wall  of  left  ventricle,  the  left  ventricu- 
lar apex,  and  the  tip  of  the  left  posterior 
papillary  muscle. 

Coronary  thrombosis,  recent  (left)  and  old 
(right),  with  canalization. 

Severe  atherosclerosis  of  coronary  vessels. 

Mural  thrombi  in  right  auricular  appendage, 
and  endocardium  of  left  ventricle. 

Dilation  and  hypertrophy  of  the  heart,  chiefly 
of  left  ventricle. 

Bilateral  multiple  pulmonary  emboli. 

Multiple  bilateral  hemorrhagic  infarcts  involv- 
ing right  middle  lobe,  right  lower  lobe,  and 
left  lower  lobe. 

Arteriolar  nephrosclerosis. 

Thrombosis  of  femoral  and  external  iliac  veins 
(right). 

Purpura. 

Local  fat  necrosis  of  pancreas. 

Adentia. 


IMPROPER  USE  OF  THE  WORD  ETIOLOGY 

To  the  Editor: — One  of  the  commonest  errors  in 
medical  writing  is  in  use  of  the  word  “etiology.”  The 
precise  meaning  of  this  word,  derived  from  the  Greek 
words  airia  and  X yo  , is  the  science  or  study  of 
causation.  It  is  therefore  incorrect  to  say  the 
“etiology  of  the  disease  is  unknown.”  Authors  who 
make  this  common  error  intend  to  say  that  the  cause 
of  the  disease  is  unknown  and  not  that  the  science 
or  study  of  causation  is  unknown. 

Similar  mistakes  are  often  made  with  other  words 


ending  in  “-logy.”  There  is  no  excuse  for  the  out- 
rageous expression  “there  was  no  pathology,”  as  the 
author  who  writes  in  this  manner  would  not  dream 
of  saying  “there  was  no  ophthalmology”  in  place  of 
stating  that  he  found  no  abnormal  changes  in  the 
eyes.  Perhaps  the  worst  example  of  medical  jargon 
is  the  expression  “the  patient  has  a negative  ser- 
ology.” Some  writers  even  speak  of  “negative 
serologies.” — Howard  Fox , M.D. , New  York  City , 
in  J.A.M.A. 


Case  Report 


PERSISTENT  TACHYCARDIA  IN  A SURVIVOR  ADRIFT  AT  SEA  FOR 

EIGHTY-THREE  DAYS 

Arthur  J.  Horton,  Lt.  Comdr.,  MC-V  (S),  USNR 


'"THE  following  preliminary  case  report  concerns 

1 a survivor  who  drifted  for  eighty-three  days  on 
an  open  raft. 

Case  Report 

The  patient,  B.  I.,  a 20-year-old  seaman  second 
class,  USNR,  was  a member  of  an  armed  guard  crew 
of  a medium-sized  Allied  passenger  ship,  which  was 
torpedoed  and  sunk  at  the  beginning  of  November, 
1942,  in  tropical  waters.  He  and  four  others 
obtained  a standard  drum-type  9-by-  10-foot  life 
raft,  equipped  with  oars;  a 9-by-10-foot  canvas 
cover;  10  pounds  of  hardtack;  9 cans  of  evaporated 
milk;  2 pounds  of  chocolate;  2 small  paper  cartons 
of  biscuits;  and  a cask  containing  10  gallons  of  fresh 
water.  This  food  was  carefully  rationed,  but  by  ther 
sixteenth  day  all  of  their  stores  had  been  used. 

With  their  canvas  cover,  they  were  able  to  catch 
enough  water  to  maintain  themselves,  for  frequent 
showers  occurred  during  most  of  their  stay  on  the 
raft.  By  means  of  a slip  noose,  they  caught  fish 
and  also  birds  which  alighted  upon  the  raft  oc- 
casionally, but  at  one  time  they  were  without  food 
for  five  days.  Upon  catching  a fish  or  bird,  they 
first  ate  the  liver,  heart,  muscular  tissue,  and 
finally  the  intestines.  Snails  clinging  to  the  sides 
and  bottom  of  the  raft  were  also  eaten.  Two  of 
the  men  aboard  the  raft  had  great  difficulty  in  eat- 
ing raw  meat.  They  became  nauseated  frequently, 
and  during  the  latter  part  of  December  they  both 
developed  frequent,  loose  stools,  accompanied  by 
marked  tenesmus.  These  two  men  became  pro- 
gressively weaker  and  began  to  pass  bloody  stools. 
One  man  died  on  the  sixty-sixth  day  and  the  other 
of  the  seventy-seventh  day. 

During  his  entire  stay  on  the  raft,  the  patient 
had  only  two  bowel  movements,  both  of  a thin, 
oily  consistency. 

Upon  being  brought  aboard  the  patrol  ship, 
the  patient  was  treated  by  the  chief  pharmacist’s 
mate  aboard  that  vessel.  He  presented  a picture 
of  extreme  emaciation,  his  weight  being  between 
75  and  80  pounds.  He  had  no  complaints  except 
that  of  great  hunger.  His  temperature  was  normal 
and  his  pulse  rate  76.  It  was  noted  that  no  bleeding 
of  the  gums  was  present  and  that  his  teeth  were 
firm.  No  evidence  of  joint  hemorrhage  existed. 
Ulcers,  crusted  and  partially  healed,  were  found  on 
the  feet  and  legs.  Two  pressure  sores  were  present 
on  the  buttocks.  The  abdomen,  although  not 
markedly  sunken,  was  rigid.  The  anal  sphincter 
was  completely  relaxed. 

He  was  put  to  bed,  given  4 ounces  of  peach  juice, 

2 ounces  of  pineapple  juice,  and  a chocolate  bar. 
The  following  day  he  slept  most  of  the  morning, 
being  given  4 ounces  more  of  fruit  juice.  Water  was 
given  freely.  About  noon,  he  voided  200  cc.  of 
clear  urine.  The  pulse  rate  varied  from  72  to  76, 
and  the  respiratory  rate  was  normal.  During  the 
afternoon,  several  bouts  of  vomiting  occurred, 
producing  a thin,  bile-colored  vomitus.  An  enema 
of  mineral  oil  and  glycerin  was  given,  with  a slightly 


bloody  return.  One  hour  later,  a bowel  movement 
occurred,  slightly  bloody,  with  hard  round  stools 
about  1 cm.  in  diameter.  A proctoclysis  of  dextrose, 
5 per  cent,  and  sodium  bicarbonate,  2 per  cent,  was 
begun,  4,000  cc.  being  absorbed  during  the  next 
twelve  hours.  During  this  time  the  patient’s  temper- 
ature varied  from  99.4  to  100  F.,  his  pulse  varying 
from  86  to  90.  During  the  following  day,  milk  toast, 
poached  eggs,  milk,  corn  flakes,  creamed  peas,  and 
pureed  carrots,  all  in  small  quantity,  were  ad- 
ministered frequently.  By  the  evening  of  the 
third  day,  the  patient  was  retaining  food  well,  and 
two  days  later  he  retained  a regular  meal,  his 
temperature  being  normal,  with  a pulse  varying 
from  80  to  94.  He  passed  several  semisolid  stools 
during  this  time. 

Thirteen  days  after  being  picked  up  by  the  patrol 
vessel,  the  patient  was  brought  to  this  dispensary. 
The  other  two  survivors,  who  had  practically  the 
same  treatment  aboard  the  patrol  vessel,  were  taken 
to  another  institution. 

Upon  admission,  the  patient’s  chief  complaint  was 
palpitation,  coupled  with  a slight  frontal  headache. 
The  skin  was  deeply  tanned;  the  arms,  legs,  and 
chest  were  emaciated,  but  the  abdomen  was  scaphoid 
and  not  remarkably  sunken.  Scars  were  present 
over  bbth  feet  and  legs.  The  skin  of  the  face  showed 
some  crusting  and  a branny  desquamation.  The 
temperature  was  99  F.  Pupillary  reflexes  were 
normal;  no  bleeding  of  the  gums  or  gingivitis  was 
present.  The  mucous  membranes  of  the  mouth 
and  throat  were  pale  but  otherwise  not  remarkable. 
Examination  of  the  tongue  showed  it  to  be  of  normal 
size,  but  reddened  and  roughened,  with  smooth 
whitish  lesions  present  on  the  ventral  surface  and 
frenum.  The  thyroid  was  not  enlarged.  Examina- 
tion of  the  chest  was  negative,  except  for  sunken 
supraclavicular  and  intercostal  spaces.  The 
pectoral  muscles  showed  a good  deal  of  wasting. 
Cardiovascular  findings  revealed  the  apex  to  be  in 
the  sixth  left  interspace  about  9 cm.  from  the  mid- 
sternal  line.  A faint  apical  systolic  murmur 
was  present.  The  rate  was  120  per  minute  with 
a blood  pressure  of  124  mm.  systolic  and  80  mm. 
diastolic.  Abdominal  findings  were  not  remark- 
able; the  liver  and  spleen  were  not  palpable.  The 
abdominal  reflexes  were  normal.  Aside  from  the 
scarring  previously  described  and  emaciation  of  the 
muscles,  the  extremities  showed  nothing  of  note. 
The  knee  jerks  were  active;  no  Babinski  reflex  or 
ankle  clonus  was  present. 

The  hemoglobin  was  82  per  cent  (H);  the  red 
blood  cells  2.9  million  per  cu.  mm.  Leukocytes 
numbered  6,150,  with  46  per  cent  polymorpho- 
nuclears,  48  per  cent  lymphocytes,  2 per  cent  baso- 
phils, 1 per  cent  eosinophils,  and  3 per  cent  mono- 
nuclears. The  urine  was  cloudy,  light  amber  color, 
with  a specific  gravity  of  1.020,  the  pH  being  7.5. 
Albumin  and  glucose  were  not  present;  microscopic 
examination,  with  the  exception  of  numerous 
motile  bacilli,  was  negative.  The  patient  was 
placed  on  a full  diet,  with  the  addition  of  12  ounces 
of  fresh  orange  juice,  1 Gm.  of  ferrous  sulfate,  30 
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mg.  of  thiamin  chloride,  as  well  as  multiple  vitamin 
capsules  containing  small  quantities  of  vitamins 
A and  D,  thiamin  chloride,  riboflavin,  ascorbic 
acid,  and  nicotinic  acid  amide. 

During  the  next  three  days,  the  tachycardia 
persisted;  the  rate  varying  from  100  to  120.  It  was 
believed  that  a vitamin  B complex  deficiency  may 
have  caused  this,  but  excessive  smoking  could  also 
have  been  a factor.  The  patient’s  bowel  move- 
ments were  regular,  and  he  had  no  other  complaints. 
He  continued  to  run  a fever,  with  the  temperature 
varying  from  98.2  F.  in  the  morning  to  100  F.  during 
the  late  afternoon.  On  the  morning  of  the  seventh 
day  following  admission,  the  patient  complained  of 
a sore  throat  and  generalized  malaise.  The  throat 
was  reddened  and  injected,  no  exudate  being  present. 
The  lesions  described  on  the  under  surface  of  the 
tongue  and  frenum  had  disappeared.  Examination 
of  the  chest  was  negative.  The  following  day  the 
throat  symptoms  subsided,  but  the  tachycardia  still 
persisted.  At  times  the  patient  complained  of  a 
feeling  of  constriction  in  his  throat.  No  thyroid 
enlargement  was  noted.  His  blood  pressure  was 
124/70,  with  an  apical  rate  of  118  per  minute.  The 
murmur  previously  described  had  by  now  dis- 
appeared. Phenobarbital,  1/2  grain,  was  given 
after  each  meal. 

The  hemoglobin  was  84  per  cent  (H);  the  red 
blood  cells  3.8  million  per  cu.  mm.;  the  white 
blood  cells  4,400,  with  60  per  cent  polymorphonu- 
clears,  lymphocytes  39  per  cent,  and  monocytes  1 
per  cent.  The  Kahn  reaction  was  negative.  The 
body  weight,  which  had  been  approximately  100 
pounds  on  admission,  had  increased  by  the  fifth  day 
to  116  pounds.  Two  days  later  the  patient  weighed 
118  pounds. 

During  the  next  five  days,  the  patient’s  tempera- 
ture remained  at  from  98.4  F.  to  99.2  F.,  with  the 
apical  rate  varying  from  100  to  120.  The  rhythm 
remained  constantly  regular.  No  signs  of  rheu- 
matic infection  appeared.  His  smoking  had  been 
cut  down  to  a marked  degree,  only  5 cigarettes 
daily  being  permitted.  Because  he  had  been  on  a 
diet  of  uncooked  fish  and  birds  prior  to  being 
rescued,  stool  examinations  were  made  frequently 
in  an  effort  to  detect  intestinal  parasites.  None 
was  ever  found,  however.  Urine  analysis  was  re- 
peatedly negative. 

The  patient’s  appetite  was  excellent.  By  the 
nineteenth  day  of  his  stay  here  his  hemoglobin  was 
94  per  cent,  the  red  blood  count  was  4.85  million; 
the  white  blood  count  9,550,  with  66  per  cent  poly- 
morphonuclears,  31  per  cent  lymphocytes,  1 per 
cent  basophils.  Phenobarbital  was  discontinued  at 
this  time,  for  it  evidently  had  no  effect  on  the  tachy- 
cardia. His  weight  had  reached  122  pounds  by  this 
time.  A chest  x-ray  was  negative,  and  the  cardiac 
shadow  was  of  normal  size  and  configuration. 

On  his  twenty-third  day  the  patient  was  trans- 
ferred via  air  transport  to  the  National  Naval 
Medical  Center  for  further  disposition. 


Comment 

This  patient  was  in  excellent  physical  condition 
prior  to  being  cast  adrift.  It  appears  almost  in- 
credible that  a human  being  could  survive  for  this 
length  of  time,  especially  upon  the  food  that  the 
survivors  were  able  to  obtain.  The  fact  that  no 
clinical  signs  of  scurvy  or  of  any  marked  vitamin 
deficiency  existed  is  important.  There  are  several 
points  in  explanation  of  this.  To  begin  with,  the 
crew  were  in  tropical  waters  in  a season  when  fre- 
quent rain  squalls  occurred,  and  so  they  were  able 
to  obtain  sufficient  water  for  their  needs.  The 
mean  temperature  was  fairly  constant;  and  to  some 
extent  they  were  able  to  protect  themselves  from 
the  sun  by  their  canvas  cover.  The  course 
of  their  drift  led  them  through  waters  where  many 
tropical  fish  and  birds  are  found,  and  by  eating  these 
uncooked  they  probably  obtained  some  vitamin 
content,  especially  from  the  fivers.  No  severe 
storms  occurred  during  their  period  of  drift. 

I am  unable  to  explain  the  low-grade  fever  and 
tachycardia  which  this  patient  exhibited.  One 
factor  may  have  been  an  increased  metabolic  rate 
because  of  the  ingestion  of  a full  diet  after  a long 
period  of  semistarvation.  The  author  had  an 
opportunity  to  examine  the  other  two  survivors 
about  two  weeks  after  their  arrival  at  this  port,  and 
in  both  instances  a tachycardia  of  from  110  to  130 
was  present  with  a normal  blood  pressure.  Physical 
examination  of  both  was  otherwise  negative. 

The  fact  that  none  of  these  men  developed  signs 
of  “immersion  foot”  during  their  stay  on  the  raft 
seems  to  indicate  that  in  tropical  or  semitropical 
waters  this  complication,  which  has  had  such  serious 
effects  in  North  Atlantic  waters,  is  not  a grave 
danger.  The  peripheral  circulation  in  all  three 
cases  was  excellent  when  they  were  examined  after 
arriving  at  this  port. 

It  is  believed  that  small  frequent  feedings,  with 
measures  to  combat  dehydration,  is  the  best  early 
treatment  for  advanced  malnutrition  of  this  type. 
Metabolism  determinations  after  two  weeks  of  a 
full  diet  would  have  been  interesting,  but  unfortu- 
nately no  apparatus  was  available  either  for  this 
or  for  blood  chemistry  determinations. 

The  author  wishes  to  commend  Chief  Pharmacist’s 
Mate  Raymond  Clifton  Buckley,  USN,  of  the  escort 
vessel  which  sighted  the  raft,  for  his  prompt  and 
effective  care  of  these  patients  when  they  were 
picked  up  and  for  his  aid  in  the  preparation  of  this 
paper.* 

* Note:  The  opinions  and  assertions  contained  in  this 
report  are  the  private  ones  of  the  writer  and  are  not  to  be 
construed  as  official  or  reflecting  the  views  of  the  Navy  De- 
partment or  the  Naval  Service  at  large. 


INFLUENZA  STUDY  PROGRESSING 
Dr.  Norman  Plummer,  of  Cornell  Medical  College, 
announced  recently  that  the  first  step  in  the  search 
for  vaccines  to  prevent  influenza  has  been  com- 
pleted. 

Under  the  direction  of  the  Army  influenza  com- 


mission, 3,000  vaccinations  have  been  made,  and 
specimens  for  the  immunity  test  have  been  obtained 
from  more  than  500  individuals. 

Records  will  be  kept  of  every  respiratory  infec- 
tion that  occurs  in  any  of  the  vaccinated  men. 


Case  Report 


THROMBOPHLEBITIS  MIGRANS  DISSEMINATA:  REPORT  OF  A CASE 
IN  WHICH  GANGRENE  OF  A BREAST  OCCURRED* * 

Observations  on  the  Therapeutic  Use  of  Dicumarol  (3,  3'  Methylenebis 

(4-Hydroxycoumarin)) 

Edward  P.  Flood,  M.D.,  Milton  H.  Redish,  M.D.,  Stanley  J.  Bociek,  M.D.,  and 
Shepard  Shapiro,  M.D.,  New  York  City 


'THROMBOPHLEBITIS  migrans  usually  oc- 
curs  locally,  the  process  remaining  confined  to 
one  or  both  of  the  lower  extremities.  Less  fre- 
quently, it  extends  to  other  veins.  In  rare  instances 
it  becomes  widespread,  involving  distant  venous 
channels,  including  those  of  the  viscera.  The 
clinical  picture,  consequently,  is  determined  by  the 
site  and  the  extent  of  the  lesions,  superficial  veins 
revealing  the  usual  picture  of  thrombophlebitis  while 
more  generalized  spread  gives  rise  to  variable  tox- 
emia and  symptoms  referable  to  the  respective  tis- 
sues affected.1-6 

The  cause  of  the  disease  is  often  obscure  although 
certain  features  stand  out  to  characterize  the  en- 
tity. The  phlebitic  process,  especially  of  the  super- 
ficial vessels,  unpredictably  arises  in  different  areas 
irregularly  and  frequently  undergoes  periods  of  ex- 
acerbation and  remission.  Although  of  relative  be- 
nignity with  respect  to  life,  it  is  nevertheless  gener- 
ally responsible  for  periods  of  incapacitation  of 
months'  duration. 

We  have  studied  a case  of  thrombophlebitis  with 
migratory  and  disseminate  lesions,  in  which  the 
clinical  picture  and  response  to  anticoagulant  ther- 
apy were  of  sufficient  interest  to  warrant  a separate 
report. 

The  in  vivo  anticoagulant  Dicumarol  (3,3 'methyl- 
enebis (4-hydroxycoumarin))  was  used.  It  induces 
a state  of  prothrombinopenia,  which  is  measurable 
by  the  prothrombin  clotting  time.7 

The  method  used  for  prothrombin  assay  has  been 
previously  described.8  It  includes  estimation  of 
the  prothrombin  clotting  time  of  whole  (100  per 
cent)  and  diluted  (12.5  per  cent)  plasma.  The 
rationale  and  clinical  interpretations  have  been 
set  forth  in  the  earlier  communication.8 

Case  Report 

A 49-year-old  white  housewife  was  admitted  to 
St.  Francis  Hospital  on  April  21,  1942,  complaining 
of  severe  pain  in  the  right  chest  of  one  day’s  dura- 
tion. She  had  had  several  attacks  of  “phlebitis” 


From  the  Medical  Service  of  St.  Francis  Hospital,  New 
York  City. 

* This  is  the  third  paper  of  the  series  “Studies  on  Throm- 
bolization.”  The  first  paper  is  reference  9,  the  second,  refer- 
ence 21. 

Acknowledgments:  The  authors  gratefully  acknowledge 
the  assistance  of  Dr.  Roy  S.  Nelson  in  the  preparation  of  the 
pathologic  tissues.  The  Dicumarol  was  supplied  through 
the  kindness  of  Dr.  K.  K.  Chen  of  Eli  Lilly  & Co.,  Indianapo- 
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ance in  the  prothrombin  estimations. 


in  her  legs  during  the  past  fourteen  years.  In 
1936,  following  the  birth  of  her  youngest  child,  she 
was  confined  to  bed  for  thirteen  weeks  because  of  an 
attack  of  a similar  condition.  For  about  two 
months  prior  to  the  present  admission  she  had  had 
frequent  pains  in  the  lower  extremities,  especially  in 
the  right  leg  and  thigh,  where  gradually  increasing 
swelling  was  also  noted.  The  day  preceding  her 
admission  to  the  hospital,  she  was  seized  with 
sudden,  severe  sharp  pain  in  the  right  side  of  the 
chest.  This  was  not  accompanied  by  cough  or 
hemoptysis. 

On  examination  the  patient  was  found  to  be  mod- 
erately obese.  Her  breathing  was  rapid  and  shal- 
low; her  face  was  flushed  and  portrayed  great 
anxiety. 

Expansion  of  the  right  side  of  the  chest  was 
limited.  Over  the  base  there  were  elicited  dull- 
ness, distant  bronchovesicular  breath  sounds,  large 
and  small  moist  rales,  and  a pleuritic  friction  rub. 
The  left  side  of  the  chest  was  clear  throughout. 

Examination  of  the  abdomen  revealed  diffuse 
tenderness  on  deep  pressure  over  the  lower  quad- 
rants. 

Both  feet  and  legs  were  cold  to  the  touch.  The 
superficial  veins  appeared  prominent  and  those  on 
the  right  side  were  thickened,  tender,  and  sur- 
rounded by  an  area  of  redness,  especially  through- 
out the  greater  part  of  the  saphenous  tract.  The 
limb  was  severely  edematous  throughout  its  entire 
length.  Dorsalis  pedis  pulsations  were  palpable  on 
both  sides.  The  temperature  was  101.6  F. 

The  diagnosis  on  admission  was  thrombophlebitis 
of  the  right  saphenous  vein  with  extension  to  the 
right  iliac  vein;  infarction  of  the  right  lung  was  also 
included  in  the  diagnosis. 

The  friction  rub  was  heard  only  on  the  day  of  ad- 
mission, although  the  other  physical  signs  con- 
tinued. Sulfadiazine  was  administered,  and  within 
three  days  the  temperature  fell  to  normal.  Be- 
cause of  signs  of  intolerance — erythematous  erup- 
tion, nausea,  vomiting,  and  rise  in  temperature 
to  101.6  F. — the  drug  was  withdrawn  on  the  tenth 
hospital  day.  The  abnormal  physical  signs  in  the 
chest  persisted. 

On  May  9 the  Dicumarol  therapy  was  started 
(Fig.  1).  Within  three  days  the  leg  became  softer, 
and  during  the  succeeding  two  days  the  edema  of 
the  entire  limb  diminished  markedly.  The  tem- 
perature remained  below  100  F.,  in  the  interval  be- 
tween May  11  and  20.  The  physical  signs  in  the 
right  side  of  the  chest  altered  slightly.  On  May  22 
Dicumarol  was  discontinued,  following  which  the 
prothrombin  time  gradually  decreased.  One  week 
later  these  values  approximated  normal  (Fig.  1). 

On  May  24  the  temperature  rose  to  104  F.,  and 
on  the  next  day  there  were  elicited  over  the  base  of 
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Fig.  1.  Chart  showing  prothrombin  curves  of  whole 
and  12.5  per  cent  plasma  and  dosages  of  Dicumarol. 


the  left  lung  impaired  resonance  and  diminished 
breath  and  voice  sounds.  An  irregular  fever  con- 
tinued, and  on  May  28,  50  ml.  of  serosanguineous 
fluid  were  removed  from  the  left  side  of  the  chest. 
This  fluid  was  cultured  and  found  to  be  sterile. 

On  several  occasions  and  for  short  periods  during 
her  hospital  stay,  the  patient  was  mentally  con- 
fused. With  the  reappearance  of  the  febrile  tem- 
perature, she  became  completely  disoriented  and 
maniacal. 

On  June  4 the  left  lower  extremity  became  tender 
and  swollen  and  in  general  presented  a picture  iden- 
tical with  that  which  had  recently  been  observed  in 
the  right  lower  limb.  On  this  day  Dicumarol  was 
again  resumed.  Two  days  later  a considerable  re- 
duction in  the  extent  of  the  edema  was  noted.  At 
this  time  the  prothrombin  estimations  revealed  a 
greater  response  after  Dicumarol  than  they  pre- 
viously showed  when  the  same  dose  was  given. 

On  the  morning  of  June  7,  the  right  breast  was 
found  to  have  become  discolored,  swollen,  tense, 
warm,  and  very  painful  (Fig.  2).  The  areola  about 
the  nipple  appeared  gangrenous,  and  a zone  of  red- 
ness surrounded  it.  Within  the  next  two  days  the 
gangrenous  area  and  the  demarcation  became  more 
distinct.  On  June  8 and  again  on  June  9 a trans- 
fusion* of  500  ml.  of  fresh  blood  was  given.  The 
temperature  varied  between  102  and  104  F.,  and  the 
patient  was  stuporous.  This  continued  until  June 
11  and  12,  when  the  third  and  the  fourth  trans- 
fusion* of  500  ml.  each  were  given.  On  the  later 
date,  improvement  in  the  general  state  of  the  patient 
was  observed.  She  emerged  from  the  stupor  and 
reverted  to  the  previous  confusional  state.  On 
June  13,  the  prothrombin  times  were  normal; 
hence,  two  days  later  the  breast  was  amputated.! 
On  the  second  postoperative  day  the  prothrombin 
time  was  found  to  be  considerably  prolonged  (Fig.  1). 
This  phenomenon  has  been  previously  observed 
following  surgery;9  it  was  promptly  corrected  by 
synthetic  vitamin  K. 

The  physical  signs  in  the  left  side  of  the  chest 
(part  of  the  general  disorder?)  resolved  completely, 


* These  transfusions  were  given  to  counteract  toxemia 
and  to  restore  the  prothrombin  level  to  normal  in  order  to 
permit  early  operation, 
t By  Dr.  Charles  Vejoda. 


Fig.  2.  A photograph  of  the  gangrenous  breast. 

but  those  in  the  right  lung  (due  to  thrombo-em- 
bolization)  diminished  very  gradually. 

A biopsy  was  obtained  from  the  calf  of  the  right 
leg  on  July  15,  when  the  patient  was  symptom-free. 

The  mental  state  gradual^  returned  to  normal. 
After  subsidence  of  the  phlebitis,  the  veins  in  the 
lower  extremities  felt  soft,  compressible,  and  non- 
tender. When  the  patient  left  the  hospital  on 
August  1,  1942,  she  was  entirely  rational,  the  lungs 
were  clear  and  resonant  throughout,  and  the  opera- 
tive wound  was  well  healed.  The  nutritional  state 
showed  marked  improvement. 

Laboratory  Data 

Repeated  urinalyses  showed  no  abnormal  gross  or 
microscopic  findings.  The  Wassermann  reaction  of 
the  blood  was  negative. 

Pathology  of  the  Right  Breast 

Microscopic  Examination. — The  acini  were  dis- 
tended and  the  walls  were  thin.  The  pathologic 
findings  were  in  the  veins  and  interstitial  tissues. 
The  intima  of  the  veins  appeared  strikingly  widened. 
Numerous  polymorphonuclear  leukocytes  and  fibro- 
blasts were  seen  throughout.  Attached  to  the 
breast  at  the  various  levels  were  organized  thrombi 
with  hyalinization  of  both  the  thrombus  and  the 
intima  of  the  vein.  In  the  supporting  tissues, 
a great  excess  of  free  blood,  evidently  recent  hemor- 
rhage, was  visible.  The  arteries  appeared  normal 
throughout  (Fig.  3). 

(Note:  The  capillaries  did  not  show  the  dilata- 
tion described  by  Bingham,  Meyer,  and  Pohle.10**) 

Biopsy  Report. — All  tissues  appeared  normal. 
The  veins  showed  slight  fibrous  thickening  of  the 
intima,  evidences  of  previous  changes.  The  arter- 
ies and  capillaries  showed  no  deviation  from  the 
normal  (Fig.  4). 

Discussion 

The  case  differs  from  those  commonly  designated 
as  thrombophlebitis  migrans  in  the  widespread  dis- 
tribution of  the  lesions — in  both  lower  extremities, 
the  left  lung,  the  right  breast,  and  probably  within 
the  cranium.  Most  extraordinary  was  the  gangrene 
of  the  mammary  gland. 

**  This  opinion  was  concurred  in  by  Drs.  J.  C.  McCarter 
and  O.  O.  Meyer,  at  the  University  of  Wisconsin,  who  very 
kindly  examined  the  sections. 
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Fig.  3.  Photomicrograph  of  breast,  showing 
venous  thrombosis  and  hyalinization.  The  inter- 
stitial hemorrhage  is  prominent.  The  artery  is  un- 
altered. 

The  arterial  supply  of  this  gland  arises  from  three 
sources;  hence,  it  is  difficult  to  visualize  the  cause 
as  being  solely  of  arterial  (ischemic)  origin.  The 
microscopic  sections  showed  organizing  venous 
thrombosis  with  intact  arterioles.  In  addition  there 
was  interstitial  hemorrhage.  It  is  not  clear  how 
these  phenomena  singularly  or  collectively  could 
have  induced  the  gangrenous  process.  The  mecha- 
nism believed  to  be  responsible  for  gangrene  in 
association  with  other  forms  of  thrombophlebitis 
does  not  appear  to  apply  in  this  case11* 12  • 13  although 
we  feel  that  there  must  have  been  some  relationship 
because  of  their  common  denominator,  the  phlebitis. 

Gangrene  has  not  been  observed  in  animals  or 
man  after  the  administration  of  Dicumarol,  includ- 
ing those  instances  in  which  hemorrhage  was  in- 
duced.14-20 The  unique  aspect  of  the  lesion  is  to  be 
emphasized.  No  previously  reported  instance  of 
it  in  association  with  thrombophlebitis  could  be 
found  in  the  literature. 

The  effects  of  the  anticoagulant  on  the  course  of 
the  disease  are  of  considerable  significance.  The 
striking  and  rapid  recession  of  the  symptoms  of  the 
thrombophlebitis  following  the  administration  of 
Dicumarol  further  establishes  the  therapeutic  value 
of  the  drug  in  phlebit-ic  processes  and  confirms  pre- 
viously reported  observations.21  It  is  especially 
noteworthy  that  the  same  response  was  observed 
twice  under  almost  identical  conditions.  It  was 
evident  from  the  clinical  picture  that  during  the 
intervals  of  prothrombinopenia  that  propagation  of 
the  thrombotic  process  ceased  only  to  resume  its 
activity  when  the  Dicumarol  action  abated.  This 
is  in  accord  with  the  experimental  findings  of 
Richards  and  Cortell22  and  of  Dale  and  Jaques.23 

Certain  observations  concerning  Dicumarol  ac- 
tion are  well  exemplified  here.  The  same  dose  (400 
mg.)  administered  the  second  time  within  a fort- 
night after  the  prothrombin  time  was  restored  to 
normal  was  followed  by  a much  greater  degree  of 
prothrombinopenia  than  it  was  on  the  earlier  oc- 
casion. It  is  known  that  there  is  no  hypersensi- 
tivity or  immunity  acquired  after  prior  ingestion  of 
the  anticoagulant.  Two  of  us  have  shown  this  in 


Fig.  4.  Biopsy  after  recovery.  No  abnormalities 
are  visible. 


previous  work.24  The  reason  for  the  more  pro- 
nounced response  is  to  be  found  in  the  change  in  the 
nutritional  state  of  the  patient  consequent  to  such 
severe  illness.  This  experience  serves  to  emphasize 
the  absolute  necessity  for  frequent  estimation  of  the 
prothrombin  time  during  Dicumarol  therapy.  The 
use  of  diluted  (12.5  per  cent)  plasma  for  prothrombin 
assay  is  urged  because  of  its  greater  sensitivity  and 
reliability  and  because  of  the  additional  data  thereby 
obtainable.8-26 

The  occurrence  of  confusional  and  maniacal 
states  is  an  interesting  variation  in  the  sympto- 
matology of  the  disease.  These  are  due,  it  appears, 
to  dissemination  of  the  phlebitic  process  to  the  intra- 
cranial system  of  veins.6*6 

The  microscopic  sections  of  the  mammary  gland 
revealed  mural  alterations  of  the  veins,  venous 
thrombosis,  and  hyalinization  of  the  thrombi  and 
the  intima.  The  picture  indicates  that  the  condi- 
tion was  of  greater  duration  than  the  symptoms 
indicated.  Hence,  in  addition  to  local  spread  of 
existing  lesions,  the  disease  attacks  various  vul- 
nerable vessels  widely  distributed  throughout  the 
body,  either  simultaneously  or  at  different  intervals. 
An  appellation  such  as  “thrombophlebitis  migrans 
disseminata”  is  proposed  to  designate  the  features  of 
the  disease  and  to  distinguish  it  from  the  local 
variety. 

The  biopsy  specimen  obtained  from  the  right  leg 
after  the  clinical  evidences  of  activity  had  abated 
revealed  no  significant  residual  pathology.  That  the 
disease  may  be  of  reversible  nature  is  demonstrated 
thereby. 

Summary 

A case  of  phlebitis  with  migratory  and  dissemi- 
nate lesions  is  described.  A unique  complication, 
gangrene  of  a mammary  gland,  arose  during  the 
course  of  the  disease.  The  mechanism  by  which 
this  was  induced  is  undecided.  That  the  disease 
may  be  reversible  is  illustrated  by  the  biopsy  find- 
ings. To  describe  the  widely  distributed  lesions  it 
is  suggested  that  the  entity  be  designated  as  “throm- 
bophlebitis migrans  disseminata.” 

The  striking  improvement  following  the  adminis- 
tration of  Dicumarol  is  described.  Observations 
on  the  use  of  this  anticoagulant  are  noted.  The 
absolute  necessity  for  frequent  prothrombin  assay 
during  the  time  that  the  drug  is  being  used  is  em- 
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TABLE. — Blood  Counts 


Date 

R.B.C. 

Hgb. 

W.B.C. 

Seg- 

mented 

Polys. 

Nonseg- 

mented 

Polys. 

Lympho- 

cytes 

Basophils 

Eosinophils 

Mononuclears 

4/27 

4.4 

84% 

13.2 

77% 

14% 

8% 

1% 

6/8 

millions 

3.3 

60% 

thousands 

19.0 

73% 

17% 

10% 

6/23 

millions 

4.3 

78% 

thousands 

9.0 

55% 

22% 

18% 

3% 

2% 

millions 

thousands 

phasized.  The  advantages  of  the  estimation  of 
diluted  (12.5  per  cent)  plasma  prothrombin  time 
are  pointed  out,  and  its  use  is  recommended. 

Addendum 

Since  this  paper  was  written,  one  of  us  (S.  S.)  has 
treated  a case  (referred  by  Dr.  M.  Rashbaum)  of 
recurrent  thrombophlebitis  involving  a lower  ex- 
tremity and  in  which  gangrene  of  the  intestine 
(requiring  resection  of  the  bowel)  had  occurred 
following  mesenteric  thrombophlebitis. 

The  reader  is  referred  to  a report  of  another  case 
in  which  mesenteric  thrombophlebitis  occurred  by 
Birnberg,  V.  J.,  and  Hansen,  A.  E.,  J.  Pediat.,  21: 
775-786  (December)  1942. 
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$1,000  BACTERIOLOGY  PRIZE 

The  $1,000  prize  and  gold  medal  given  annually 
by  the  Society  of  American  Bacteriologists  to  an 
American  bacteriologist  under  36  years  of  age  who 
has  made  an  outstanding  contribution  to  knowledge 
of  the  subject  during  the  year  were  awarded  to  Dr. 
Harlan  G.  Wood,  research  assistant  professor  of 
bacteriology  at  Iowa  State  College. 

Work  tending  to  show  that  carbon  dioxide  acts 


as  a vitamin-like  substance  necessary  in  the  life 
of  plants  and  animals  won  the  award  for  Dr.  Wood. 

The  award  is  presented  at  the  annual  meeting 
of  the  Society  of  American  Bacteriologists,  but  as 
this  was  canceled  this  year,  the  award  was  pre- 
sented to  Dr.  Wood  at  a joint  meeting  at  Iowa 
State  College  of  local  chapters  of  the  Society  and  of 
Sigma  Xi. — Science  News  Letter 
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LOWERS  HIGH  BLOOD  PRESSURE 

Relieves  Hypertensive  Symptoms  • Prolongs  Hypotensive  Action 

Each  tablet  contains  a synergistic  combination  of  20  mg. 
Viscum  album,  60  mg.  desiccated  hepatic  substance  and  60  mg. 
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Malpractice  Defense  and  Insurance,  14,  85 
Maternal  and  Child  Welfare,  9,  59,  76 
Medical  Expense  Indemnity  Insurance,  87 
Medical  Policies  Planning  Committee,  4,  61,  96 
Medical  Practice  Act: 

Amendment,  21,  57 

Use  of  Reregistration  Fees  to  Investigate  Com- 
plaints, 11 

Medical  Preparedness  ( see  War  Participation) 
Medical  Publicity,  52 
Medical  Relief: 

Report,  59 

“Direct  Payment,”  34,  59 
Families  of  Service  Men,  9,  59 
Medical  Schools,  Unapproved,  27,  69 
Memorials,  13,  14,  82,  85 
Mental  Hygiene,  State  Administration,  45,  74 
Minutes  (1942),  2 

Moreland  Act  Investigation,  22,  56 

New  York  State  Education  Department: 

State  Society  Representatives  to  Confer  on 
High  School  Program,  10,  51 


1125 


1126 


HOUSE  OF  DELEGATES 


[N.  Y.  State  J.  M. 


Amendment  to  Law  as  to  Medical  Licensure,  23, 
78 

New  York  State  Health  Department,  Aid  in  Post- 
graduate Courses,  8,  50 

New  York  State  War  Council — Physical  Fitness 
Program,  51 
Nominations,  82 
Nursing  Problems: 

Practical  Nurse  Training,  36,  65 
Shortage,  77 

Office  Administration  and  Policies: 

Committee  Continuation,  15,  60 
Personnel  Plans,  82 
Officials  on  Leave  of  Absence,  82 

Planned  Parenthood,  46,  80 
Planning  Committee  for  Medical  Policies: 
Approval  of  Creation,  4,  61 
Appointments  by  Speaker,  96 
Postgraduate  Education,  8,  50 
Pre-Employment  Industrial  Physical  Examina- 
tions, 77 

President’s  Reports,  5,  7,  61 
Principles  of  Professional  Conduct — Amendment, 
32,  66 

Prize  Essay  Report,  93 

Procurement  and  Assignment  Service,  12,  64 

Public  Health  Matters,  9,  76 

Public  Relations  and  Economics,  Report,  77 

Publication  Committee: 

Continuation,  16,  53 
Report,  52 
Publicity,  52 

Radiology  Bill,  11,  48 

Reference  Committees,  3 

Regents  Appointment  Suggested,  39,  67 

Rheumatic  Fever,  76 

Roll  Call,  92 

School  Health,  10,  51 
Scientific  Exhibits,  Awards,  94 
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Secretary’s  Report,  49 
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Recommendation  of  Creation  of  Special  Com- 
mittee, 4,  61 

Appointment  of  Special  Committee  Members,  96 
Announcements,  4,  40,  90 

Townsend,  The  Late  Terry  M.,  13,  82 
Treasurer’s  Report,  73 
Trustees,  Board  of — Report,  73 
Tuberculosis  and  Chest  Diseases,  9,  76 

U.S.  Cabinet  Secretary  of  Health,  24,  71 
U.S.  Pharmacopeia,  82 

Veterans  Administration  Facility — Remissions  of 
Dues,  Members  Serving,  44,  88 
Votes  of  Thanks: 

Arrangements  Subcommittee,  100 
Scientific  Program  Subcommittee,  101 
Speaker,  102 

Waldorf-Astoria,  Greetings  Received,  97 
War  Participation,  12,  64 
Woman’s  Auxiliary,  13,  82 
Women  Physicians: 

Commissioned  in  Army  and  Navy,  37,  38,  43 
Granting  of  Dues  Remissions,  82 
Women’s  Medical  Society  of  New  York  State, 
Commendation  Received,  43 
World  Food  Conference  Representation,  25,  72 
Workmen’s  Compensation: 

Report,  84 

Full-Time  Director  for  Bureau,  20,  58 
Moreland  Act  Investigation,  22,  56 
Amendment  to  State  Law  to  Cover  Paid  Hospital 
Physicians,  35,  70 

Conferences  with  Committee  on  Public  Relations 
and  Economics,  77 

Federal  Act  re  Longshoremen  and  Harbor 
Workers,  33,  79 


House  of  Delegates 
Minutes  of  the  Annual  Meeting 

May  3 and  4,  1943 


THE  137th  Annual  Meeting  of  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of 
New  York  was  held  at  the  Hotel  Statler,  Buffalo, 
New  York,  on  Monday,  May  3,  1943,  at  10:10  a.m.: 
Dr.  Louis  H.  Bauer,  Speaker;  Dr.  William  Hale, 
Vice-Speaker;  Dr.  Peter  Irving,  Secretary;  Dr. 
Edward  C.  Podvin,  Assistant  Secretary. 

Speaker  Bauer:  The  House  will  be  in  order. 
Ladies  and  Gentlemen,  The  National  Anthem! 

. . . . The  delegates  sang  “The  Star-Spangled 

Banner” 

Section  1.  {See  1$) 

Report  of  the  Reference  Committee  on  Credentials 

Speaker  Bauer:  The  chair  recognizes  Dr.  Peter 
Irving,  chairman  of  the  Reference  Committee  on 
Credentials. 

Secretary  Irving:  Mr.  Speaker,  there  are  no 
disputed  delegations,  and  all  on  our  lolls  are  entitled 
to  vote. 

Speaker  Bauer:  I declare  the  137th  Session  of 
the  House  of  Delegates  of  the  Medical  Society  of 
the  State  of  New  York  open  for  the  transaction  of 
business. 

Mr.  Secretary,  how  many  delegates  are  registered? 
Secretary  Irving:  I cannot  give  you  that  num- 
ber just  yet,  sir,  but  there  is  a quorum  present. 

Speaker  Bauer:  There  is  a quorum  present,  and 
the  number  of  delegates  will  be  reported  later. 

Section  2 

Approval  of  the  Minutes  of  the  1942  Session 

Speaker  Bauer:  The  first  order  of  business  is 
the  approval  and  adoption  of  the  minutes  of  the 
1942  Session  of  the  House. 

Secretary  Irving:  I move  you,  sir,  that  the 
reading  of  the  minutes  of  the  1942  Session  of  the 
House  be  dispensed  with,  and  that  they  be  approved 
and  adopted  as  published  in  the  June  15  and  July  1, 
1942,  issues  of  the  New  York  State  Journal  of 
Medicine. 

Dr.  Robert  Brittain,  Delaware:  I second  that 
motion. 

....  There  being  no  discussion,  the  motion  was 

put  to  a vote,  and  was  unanimously  carried 

Speaker  Bauer:  Mr.  Secretary,  will  you  read 
the  Reference  Committee  appointments? 

Ladies  and  Gentlemen,  please  pay  particular 
attention  to  the  reading  as  there  are  several  changes 
from  the  printed  list. 

Section  8 

Reference  Committees 

Secretary  Irving:  The  Reference  Committees 
of  the  1943  House  of  Delegates  are  as  follows: 

REFERENCE  COMMITTEE  ON  CREDENTIALS: 
Peter  Irving,  chairman,  New  York  County 
John  F.  Burden,  Oswego  County 
Charles  F.  McCarty,  Kings  County 
Edward  C.  Podvin,  Bronx  County 
Seymour  L.  Homrighouse,  Montgomery  County 


REFERENCE  COMMITTEE  ON  REPORT  OF 
PRESIDENT: 

David  W.  Beard,  chairman,  Schoharie  County 
J.  Stanley  Kenney,  New  York  County 
Philip  I.  Nash,  Kings  County 
Charles  A.  Prudhon,  Jefferson  County 
John  E.  Wattenberg,  Cortland  County 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  I: 

Postgraduate  Education 
Albert  F.  R.  Andresen,  chairman,  Kings  County 
Conrad  Berens,  New  York  County 
William  J.  Tracy,  Steuben  County 
Lyman  C.  Lewis,  Allegany  County 
Leo  E.  Reimann,  Cattaraugus  County 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  II: 

Public  Health  Matters 

G.  Scott  Towne,  chairman,  Saratoga  County 
Albert  A.  Cinelli,  New  York  County 
Edward  P.  Flood,  Bronx  County 
Morris  Maslon,  Warren  County 
Herbert  E.  Wells,  Erie  County 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  III: 

School  Health  Program 

W.  Guernsey  Frey,  Jr.,  chairman,  Queens  County 
Joseph  H.  Cornell,  Schenectady  County 
Ralph  I.  Lloyd,  Kings  County 
Walter  G.  Hayward,  Chautauqua  County 
Ralph  Sheldon,  Wayne  County 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  IV: 

Publications  and  Medical  Publicity 
Andrew  A.  Eggston,  chairman,  Westchester  County 
Charles  A.  Anderson,  Kings  County 
Albert  A.  Gartner,  Erie  County 
Alfred  M.  Heilman,  New  York  County 
Joseph  P.  Henry,  Monroe  County 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  V: 

Medical  Expense  Indemnity  Insurance 
Harry  S.  Bull,  chairman,  Cayuga  County 
Robert  F.  Barber,  Kings  County 
Ada  Chree  Reid,  New  York  County 

A.  H.  Noehren,  Erie  County 
Nelson  W.  Strohm,  Erie  County 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  VI: 

Medical  Relief 

William  B.  Rawls,  chairman,  New  York  County 

Edgar  O.  Boggs,  Lewis  County 

Joseph  A.  Geis,  Essex  County 

Abraham  Ivoplowitz,  Kings  County 

Guy  S.  Philbrick,  Niagara  County 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  VII: 

Legislation 

Walter  P.  Anderton,  chairman.  New  York  County 
John  J.  Buettner,  Onondaga  County 
Eugene  H.  Coon,  Nassau  County 

B.  Wallace  Hamilton,  New  York  County 
Harry  W.  Miller,  Putnam  County 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  VIII: 

War  Participation 

Frederic  W.  Holcomb,  chairman,  Ulster  County 
Kenneth  F.  Bott,  Greene  County 
Emil  Koffler,  Bronx  County 
Erich  H.  Restin,  Westchester  County 
Thomas  B.  Wood,  Kings  County 
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REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  IX: 

Workmen’s  Compensation 
Carlton  E.  Wertz,  chairman,  Erie  County 
Roy  B.  Henline,  New  York  County 
Charles  S.  Lakeman,  Monroe  County 
Milton  S.  Lloyd,  Richmond  County 
George  C.  Vogt,  Broome  County 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  X: 

Public  Relations  and  Economics 
William  W.  Street,  chairman , Onondaga  County 
David  Corcoran,  Suffolk  County 
Edwin  A.  Griffin,  Kings  County 
William  Klein,  Bronx  County 
Henry  S.  Martin,  Wyoming  County 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  XI: 

Status  of  Foreign  Physicians 
Leo  F.  Simpson,  chairman,  Monroe  County 
Stephen  H.  Curtis,  Rensselaer  County 
Maurice  J.  Dattelbaum,  Kings  County 
Joseph  C.  O’Gorman,  Erie  County 
Beverly  C.  Smith,  New  York  County 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  XII: 

Miscellaneous 

Stephen  R.  Monteith,  chairman,  Rockland  County 
James  S.  Lyons,  Albany  County 
Peter  M.  Murray,  New  York  County 
Theodore  W.  Neumann,  Orange  County 
Joseph  Wrana,  Queens  County 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  XIII: 

Malpractice  Defense  and  Insurance 
Legal  Counsel 

Moses  H.  Krakow,  chairman,  Bronx  County 
Samuel  E.  Appel,  Dutchess  County 
Benjamin  M.  Bernstein,  Kings  County 
John  Dugan,  Orleans  County 
Denver  M.  Vickers,  Washington  County 

REFERENCE  COMMITTEE  ON  REPORTS  OF 
SECRETARY,  CENSORS,  AND  DISTRICT 
BRANCHES: 

Scott  L.  Smith,  chairman,  Dutchess  County 
William  G.  Cooper,  St.  Lawrence  County 
Clifford  F.  Leet,  Chemung  County 
Daniel  A.  McAteer,  Kings  County 
Madge  C.  L.  McGuinness,  New  York  County 

REFERENCE  COMMITTEE  ON  REPORTS  OF 
TREASURER  AND  TRUSTEES: 

J.  Lewis  Amster,  chairman,  Bronx  County 
Archibald  K.  Benedict,  Chenango  County 
Corbet  S.  Johnson,  Tioga  County 
Leo  P.  Larkin,  Tompkins  County 
Ezra  A.  Wolff,  Queens  County 

REFERENCE  COMMITTEE  ON  NEW  BUSINESS  A: 
John  J.  Masterson,  chairman,  Kings  County 
John  L.  Edwards,  Columbia  County 
Dan  Mellen,  Oneida  County 
Leo  F.  Schiff,  Clinton  County 
John  L.  Sengstack,  Suffolk  County 

REFERENCE  COMMITTEE  ON  NEW  BUSINESS  B: 
Albert  G.  Swift,  chairman,  Onondaga  County 
Thomas  M.  D’Angelo,  Queens  County 
Emily  D.  Barringer,  New  York  County 
Charles  C.  Trembley,  Franklin  County 
Louis  A.  Van  Kleeck,  Nassau  County 

REFERENCE  COMMITTEE  ON  NEW  BUSINESS  C: 
John  D.  Carroll,  chairman,  Rensselaer  County 
Horace  E.  Ayers,  New  York  County 
Harry  I.  Johnston,  Broome  County 
James  B.  Lawler,  Oneida  County 
Harvey  B.  Matthews,  Kings  County 

Mr.  Speaker,  I move  that  the  reports  that  have 
already  been  published  and  distributed  to  the 
members  of  the  House  through  the  State  Journal 
be  referred  to  the  respective  committees  without 
reading. 


Speaker  Bauer:  You  have  heard  the  motion  of 
the  Secretary  that  the  printed  reports  that  have 
already  been  printed  and  distributed  be  referred  to 
the  respective  reference  committees  without  read- 
ing. Is  there  any  objection  to  that  being  done? 

....  There  was  no  dissent 

Speaker  Bauer:  There  being  none,  it  is  so 
ordered. 

Section  4.  ( See  61) 

Address  of  the  Speaker  Recommending  Special 

Committee  of  House  called  “Planning  Committee 

for  Medical  Policies” 

Vice-Speaker  Hale:  The  chair  recognizes  Dr. 
Louis  H.  Bauer. 

Speaker  Bauer:  Mr.  Vice-Speaker,  it  is  not  the 
custom  in  this  House  of  Delegates  for  the  Speaker 
to  deliver  an  address,  for  which  I am  duly  thankful 
and  for  which  I imagine  the  House  is  likewise  thank- 
ful; however,  these  are  extraordinary  times.  The 
country  is  in  the  midst  of  war  and  the  medical  pro- 
fession is  beset  with  many  problems.  Without 
desiring  to  establish  any  precedent,  I make  bold  to 
take  a little  of  your  time  to  express  my  opinion  upon 
and  to  present  to  you  a problem  which  I believe  is 
the  most  outstanding  one  confronting  us. 

The  medical  profession  has  been  accused  of  being 
obstructionist.  This  is  an  unjust  accusation,  but 
we  must  admit  that  we  have  been  slow  in  planning 
for  the  future.  We  have  been  too  content  to  sit 
back  and  wait  until  we  are  faced  with  definite 
problems  and  then  endeavor  to  solve  them,  rather 
than  try  to  anticipate  them. 

The  world  is  changing,  much  as  we  regret  it. 
Unless  we  are  alive  to  this  fact,  and  unless  we  try 
to  direct  those  changes,  in  so  far  as  they  affect  the 
practice  of  medicine,  we  shall  be  left  at  the  pro- 
verbial hitching-post,  and  instead  of  leading  we 
shall  be  led. 

I wonder  how  many  members  of  this  House 
realize  the  number  of  inroads  on  the  private  prac- 
tice of  medicine  already  made  by  government 
agencies?  If  you  have  not  already  done  so,  I 
suggest  that  you  look  at  the  imposing  list  published 
in  the  Journal  for  April  1.  It  is  astounding,  yet 
most  of  these  socialized  phases  were  proposed  by 
the  medical  profession  itself.  Many*-  of  them, 
however,  have  slipped  out  of  our  grasp,  and  we  no 
longer  control  them.  In  my  opinion,  the  danger 
we  have  to  face  in  New  York  is  not  complete  social- 
ized medicine,  but  an  extension  of  phases  already 
in  effect,  under  the  aegis  of  lay  control. 

We  hear  much  these  days  of  “Beveridge  Plans,” 
of  social  security  from  the  cradle  to  the  grave,  or, 
as  Dr.  Fishbein  and  others  have  aptly  described  it, 
“from  the  womb  to  the  tomb.”  There  are  many 
agencies  using  the  war  effort  as  a cloak  to  foster 
their  pet  schemes  for  further  socialization  of  medi- 
cine, and  what  are  we  doing  about  it? 

It  is  not  a case  of  rushing  in  where  angels  fear  to 
tread,  for  while  the  proponents  of  some  of  the 
schemes  are  sincere,  though  ill-advised,  many  of 
them,  I fear,  are  equipped  with  horns  and  a forked 
tail  rather  than  with  wings. 

The  medical  profession  must  evolve  a plan  of  its 
own  and  work  and  fight  for  its  adoption.  We 
must  look  ahead  and  take  into  consideration  the 
fact  that  these  trends  have  already  made  headway. 
We  must  harness  those  trends  and  drive  them,  or 
they  will  drive  us. 

We  must  consider  many  factors  in  evolving  a 
policy — factors  such  as  the  distribution  of  physi- 
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cians;  requirements  for  licensure;  the  tendency  for 
hospitals  to  get  into  the  practice  of  medicine; 
the  effect  of  11,000,000  men  returning  to  civil  life 
with  their  demands  on  a paternalistic  government; 
relationships  to  government  agencies  and  com- 
meicial  organizations  that  have  any  relations  with 
medicine;  the  increased  costs  of  medical  care  and 
the  various  propositions  which  have  been  suggested 
for  reducing  those  costs,  such  as  voluntary  in- 
demnity insurance  and  the  means  of  making  the 
latter  more  widespread  and  inclusive;  the  status 
of  nursing. 

The  Council  has  many  committees,  and  they  are 
doing  effective  work,  but  they  are  largely  concerned 
with  the  problems  of  immediate  importance,  and 
each  committee  with  only  one  phase  of  one  problem. 
We  should  have  a committee  concerned  with  the 
broad  general  principles  of  a long-range  program, 
a committee  which  can  bring  to  us  a policy  of  our 
own  which  we  can  set  up  not  only  in  opposition  to 
ill-advised  and  often  crackpot  theories  but  in 
advance  of  many  of  them.  We  must  be  construc- 
tive leaders.  Such  a committee,  to  my  mind,  would 
not  complete  its  wort  in  one  year  or  two  years.  It 
would  evolve  a program  gradually,  and  such  a pro- 
gram might  be  changed  from  time  to  time  as  condi- 
tions changed,  but  it  would  be  a program  which 
would,  at  least,  be  abreast  of  the  times  and  possibly 
ahead  of  them.  Then  whenever  some  outside 
agency  called  attention  to  a problem  not  only  would 
our  answer  be  ready  but  we  might  perhaps  already 
have  solved  the  problem. 

We  are  not  soothsayers,  and  we  shall  not  be  able 
to  foresee  everything,  but  we  do  know  the  trends 
and  many  of  the  situations  that  we  shall  have  to 
face.  Medical  matters  must  be  decided  by  medical 
men,  and  changes  must,  in  medicine,  be  led  by 
physicians,  or  there  will  be  chaos  and  regression 
rather  than  smooth  functioning  and  progress.  Our 
plan  must  be  constructive,  and  we  must  offer  it 
soon  or  others  will  offer  plans  which  will  be  de- 
structive. 

Let  us  inform  the  public  in  no  uncertain  terms 
that  we  are  in  favor  of  good  medical  care  for  all 
with  freedom  of  choice  of  physician;  that  methods 
will  be  found  to  bring  that  good  care  to  all;  that 
whatever  changes  are  necessary  to  accomplish  this 
will  be  made,  but  that  those  changes  will  be  carried 
out  under  the  guidance  of  the  medical  profession 
and  not  by  governmental  or  lay  agencies;  and  that 
we  have  a program  that  will  meet  the  situation 
and  at  the  same  time  will  protect  those  high  stand- 
ards of  medical  care  which  have  made  the  United 
States  the  healthiest  country  in  the  world. 

To  accomplish  this  I suggest  that  the  House 
establish  a committee  on  long-range  medical  policies. 
While  the  House  can  establish  this  committee  for 
but  one  year,  succeeding  Houses  can  extend  its 
tenure. 

You  have  read  the  Presidential  Report  of  Dr. 
Cottis.  He  recommends  the  same  thing.  To 
make  this  suggestion  more  concrete  I have  drawn 
up  a resolution,  which  if  adopted  will,  I believe, 
be  the  most  progressive  step  this  Society  has  taken 
in  many  years  and  will  make  this  Society  the  leader 
in  any  changes  which  the  practice  of  medicine  may 
undergo: 

“Whereas,  there  are  various  influences  and 
trends  in  the  world  which  directly  affect  the 
practice  of  medicine;  and 

“Whereas,  there  are  many  government 
agencies  actively  engaged  in  all  phases  of  medi- 
cine; and 


“Whereas,  these  agencies  are  not  coordinated 
or  integrated  with  each  other  for  the  most  part; 
and 

“Whereas,  there  is  bound  to  be  a period  of 
adjustment  and  readjustment  in  the  postwar 
period,  as  ah  eady  evidenced  in  various  war 
programs;  and 

“Whereas,  The  Medical  Society  of  the  State 
of  New  York  is  directly  concerned  with  possible 
changes  in  the  practice  of  medicine,  and  in  this 
State  should  lead  and  direct  such  changes ; and 

“Whereas,  there  has  been  a tendency  for  the 
Medical  Society  to  wait  until  changes  are  pro- 
posed by  others  and  then  endeavor  to  meet  those 
changes,  rather  than  propose  a constructive  pro- 
gram of  its  own;  and 

“Whereas,  the  Council  and  Council  Commit- 
tees of  the  State  Society  are  concerned  with 
matters  of  immediate  importance  rather  than 
long-range  policies;  and 

“Whereas,  the  Council  Committees  are  of 
yearly  tenure  and  the  preparation  of  a long-range 
program  may  take  moie  than  one  year;  therefore, 
be  it 

“ Resolved  by  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  in  its 
Annual  Session  in  May,  1943,  that,  in  accordance 
with  Section  1 of  Chapter  XII  of  the  By-Laws,  a 
special  committee  of  the  House  of  Delegates  is 
hereby  established.  This  committee  is  to  be 
known  as  the  Planning  Committee  for  Medical 
Policies;  and  be  it  further 

“ Resolved , that  this  Committee  shall  consist  of 
eleven  members  who  are  members  of  the  Medical 
Society  of  the  State  of  New  York.  Six  of  these 
members  shall  be  appointed  by  the  Speaker.  The 
President,  the  President-Elect,  the  Secretary,  the 
Speaker,  and  the  Chairman  of  the  Board  of 
Trustees  or  a member  of  the  Board  designated  by 
him  shall  constitute  the  other  five  members. 
The  Committee  shall  elect  its  own  Chairman 
and  Recorder;  and  be  it  further 

“ Resolved , that  the  Committee,  in  studying  and 
in  developing  a policy  for  the  status  of  medicine 
and  the  physician  in  relation  to  the  public  in  the 
postwar  period,  shall  consider  the  following: 

1.  The  distribution  of  physicians. 

2.  Educational  requirements  for  licensure. 

3.  Voluntary  insurance  plans  and  other  plans 
for  decreasing  the  costs  of  medical  care. 

4.  Socializing  influences. 

5.  Relationships  of  the  medical  profession  with 
government  agencies,  commercial  labora- 
tories, and  vendors  concerned  with  any 
phase  of  medicine. 

6.  The  relationship  of  hospitals  and  the 
practice  of  medicine. 

7.  Relationships  with  and  the  status  of  the 
nursing  profession. 

8.  Such  other  matters  as  the  committee  deems 
important  from  the  standpoint  of  pro- 
tecting the  public  and  the  medical  pro- 
fession from  attempts  to  bring  about  in- 
adequate medical  care  and  unwarranted 
interference  by  outside  agencies  with  the 
practice  of  medicine ; and  be  it  further 

“ Resolved , that  all  Council  Committees  con- 
cerned with  any  phase  of  this  program  shall  give 
such  advice  and  assistance  as  called  for  by  this 
Special  Committee;  and  be  it  further 

“Resolved,  that  this  Special  Committee  shall 
report  to  the  House  of  Delegates  at  its  next 
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regular  meeting  such  progress  and  recommenda- 
tions as  are  possible  toward  defining  a policy  for 
the  State  Medical  Society  in  providing  adequate 
medical  care  for  all  under  the  leadership  of  the 
medical  profession;  and  be  it  further 

“ Resolved , that  if,  in  the  opinion  of  the  Com- 
mittee, official  sanction  of  its  actions  and  recom- 
mendations is  urgently  required  prior  to  the  next 
meeting  of  the  House  of  Delegates,  the  Com- 
mittee is  authorized  to  seek  such  sanction  from 
the  Council;  and  be  it  further 

“Resolved,  that  the  Board  of  Trustees  is  re- 
quested to  appropriate  sufficient  funds  to  defray 
the  necessary  expenses  of  this  Committee  for 
traveling,  stenographic  reports  of  its  meetings, 
and  the  purchase  of  publications  necessary  for  its 
study.”  (Applause.) 

Vice-Speaker  Hale:  You  have  heard  the  sug- 
gestions from  Dr.  Bauer  and  the  resolution  that 
accompanies  them.  This  resolution  bears  very 
close  association  with  the  recommendation  of  the 
President.  For  that  reason  I should  refer  it  to  the 
Reference  Committee  which  is  to  consider  the 
Report  of  the  President. 

Speaker  Bauer:  I still  hope  we  will  get  a “mike” 
here,  but  apparently  it  is  like  the  coal  strike:  it 
can’t  be  fixed  until  the  last  minute.  (Laughter.) 

I am  sorry  to  say  we  are  going  to  be  a little 
cramped  for  space  for  our  reference  committees. 
The  hotel  is  so  crowded  that  we  were  unable  to 
obtain  any  rooms  for  the  reference  committees  to 
work  in  as  we  have  had  heretofore.  Small  tables 
have  been  placed  about  this  room,  and  after  the 
meeting  adjourns  you  may  move  to  any  of  these 
tables  you  like  and  go  to  work. 

The  House  will  be  in  recess  from  adjournment 
this  morning,  at  whatever  time  we  get  through, 
until  3:00  p.m.,  and  there  will  be  no  session  this 
evening.  Therefore  this  room  will  be  unoccupied 
during  both  of  those  periods,  and  the  committees 
can  work  here.  For  such  committees  as  will  be 
unable  to  complete  their  work  in  that  period — as, 
for  example,  the  three  reference  committees  on 
new  business — there  is  space  on  the  eighteenth 
floor  in  the  rooms  of  the  Erie  County  Medical 
Society  where  they  can  work;  and,  of  course,  the 
committees  may  go  to  the  room  of  one  of  their 
members  if  they  prefer  that.  I know  that  this 
arrangement  is  not  particularly  convenient,  but 
it  is  the  best  we  can  do,  and  we  will  have  to  get 
along  with  it. 

There  are  stenographers  at  the  rear  of  the  room 
who  will  type  resolutions  for  you,  but  the  com- 
mittee reports  should  be  taken  to  the  eighteenth 
floor,  where  in  the  rooms  of  the  Erie  County  Society, 
stenographers  will  be  available  to  make  up  your 
reports.  There  should  be  four  copies  of  all  reports 
and  all  resolutions.  The  room  number  of  the  Erie 
County  Society  is  1814,  and  you  have  to  walk 
upstairs  to  the  eighteenth  floor,  for  there  is  no 
elevator.  The  stairway  is  a little  to  your  right  be- 
fore you  get  to  the  registration  desk,  near  the 
elevators  on  the  seventeenth  floor. 

Tickets  for  the  Civilian  Defense  Dinner  on 
Tuesday  night  may  be  secured  at  the  registration 
desk  by  those  who  desire  to  attend  that  meeting. 

Section  5.  {See  7,  61) 

Remarks  of  the  President 

Speaker  Bauer:  Dr.  Johnson,  if  my  memory 
serves  me  right — and  I think  it  does — two  years 
ago  you  nominated  the  present  President  of  the 
Medical  Society  of  the  State  of  New  York.  Such 


being  the  case,  I would  like  to  have  you  act  as  a 
committee  of  one  to  escort  the  president  of  the 
Medical  Society  of  the  State  of  New  York  to  the 
platform. 

(The  delegates  arose  and  applauded  as  Dr.  Wil- 
liam D.  Johnson,  of  Batavia,  escorted  Dr.  George 
W.  Cottis  to  the  platform.) 

Speaker  Bauer:  I present  your  President. 

President  Cottis:  Mr.  Speaker  and  Gentlemen, 
we  have  a heavy  program.  I don’t  want  to  take 
up  any  of  your  time,  but  I w'ant  to  say  in  just  one 
minute  how  delighted  I am  to  have  heard  the 
Speaker’s  masterly  presentation  of  this  resolution. 
When  I put  that  in  my  annual  report  I did  it  because 
I feared  nobody  else  might  thinK  about  it.  I find 
that  I was  ’way  behind  the  procession  because 
Louis  Bauer  had  been  planning  this  thing  long 
before  I wrote  my  message.  It  is  a very  gratifying 
indication  that  the  profession  is  alert  and  on  its 
toes.  We  have  suffered  most  of  our  grief  because 
we  have  emulated  Lot’s  wife  and  turned  backward 
instead  of  looking  forward.  It  is  no  wonder  that 
some  of  us  resemble  a pillar  of  salt. 

I think  that,  with  the  war,  we  all  realize  that  the 
best  defense  is  a good  offense.  This  is  our  first 
step  in  the  offensive  against  those  agencies  which 
to  our  mind  are  detrimental  to  the  public  welfare. 

I hope  that  the  reference  committee  will  endorse 
the  Speaker’s  resolution,  and  I hope  that  the  House 
will  adopt  it. 

I thank  you!  (Applause) 

Speaker  Bauer:  The  remarks  of  the  President 
are  referred  to  the  Reference  Committee  on  the 
Report  of  the  President,  of  which  Dr.  Beard  is 
chairman. 

Section  6.  ( See  61) 

Address  of  the  President-Elect 

Speaker  Bauer:  Dr.  Brennan,  would  you  con- 
sider yourself  a committee  of  one  to  escort  the 
President-Elect  of  the  Medical  Society  of  the  State 
of  New  York  to  the  platform? 

(The  delegates  arose  and  applauded  as  Dr. 
Thomas  M.  Brennan,  of  Kings  County,  escorted 
Dr.  Thomas  A.  McGoldrick  to  the  platform.) 

Speaker  Bauer:  Dr.  McGoldrick,  the  House 
will  be  glad  to  hear  from  you  at  this  time. 

President-Elect  McGoldrick:  Let  me  make, 
Mr.  Speaker,  as  the  first  official  act  for  the  coming 
year  of  the  Medical  Society  of  the  State  of  New 
York,  the  renewal  of  our  pledge  of  loyalty  and  un- 
restricted cooperation,  with  all  we  possess,  to  our 
Commander-in-Chief,  the  President  of  the  United 
States.  (Applause.) 

Let  me  make  a special  pledge  to  our  men  in  arms, 
on  behalf  of  our  doctors  who  are  with  them  and 
those  who  are  still  in  civilian  life,  that  every  aid 
medical  science  can  produce  will  be  available  for 
them  and  for  their  families  at  home. 

To  our  brother  doctors  in  military  service  let 
me  send  the  assurance  of  our  knowledge  and  appre- 
ciation of  the  high  quality  of  their  work,  of  the 
sacrifices  they  have  made  and  are  making,  of  the 
splendid  results  they  are  securing  in  the  care  of  our 
men,  and  of  the  honor  they  are  earning  for  them- 
selves and  their  profession. 

In  addition  to  the  routine  work  of  caring  for  the 
health  of  the  people  our  doctors  in  civilian  life  will 
continue  during  the  year  to  perform  their  special 
duties  for  the  prosecution  of  the  war.  With  no 
remuneration,  more  than  5,000  of  the  physicians 
in  this  State  have  examined  a vast  army  of  selectees, 
they  have  served  on  Appeal  Boards,  on  Medical 
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Advisory  Boards.  They  are  serving  under  the 
Office  of  Civilian  Defense  in  the  organization  of 
medical  resources  and  training  of  civilians  for 
emergencies  of  peace  as  well  as  of  war. 

In  the  armed  forces  on  April  1,  1943,  were  enrolled 
more  than  9,100  of  our  doctors  from  New  York,  who 
with  other  doctors  have  shown  a devotion  to  duty 
and  a heroism  under  fire  that  have  merited  highest 
praise.  As  early  as  August,  1942,  Surgeon-General 
Mclntire  broadcast  his  account  of  the  work  of  the 
doctors  at  Pearl  Harbor,  at  Guadalcanal,  in 
American  field  hospitals,  and  on  our  aircraft  carriers, 
such  as  the  torpedoed  “Lexington’ ’• — “doctors,”  he 
said,  “who  operated  in  their  hospitals  under  con- 
tinuous fire  and  who  risked  their  lives  in  safeguard- 
ing the  wounded.  Many  of  the  medical  officers 
have  been  commended  by  their  commanding  officers 
and  recommended  for  decorations  because  of  their 
devotion  to  duty  under  the  most  hazardous  circum- 
stances.” Too  often,  now,  do  we  hear  of  the  many 
doctors  who,  in  the  pursuit  of  military  duty,  have 
made  the  supreme  sacrifice.  The  example  of  our 
doctors  in  the  past  year  will  inspire  us  in  the  next. 

The  call  for  doctors  for  our  rapidly  expanding 
Army  is  still  urgent,  and  must  be  met  chiefly  by 
New  York  State  and  its  larger  cities.  Every  “avail- 
able” man  should  present  himself  at  once  for  com- 
mission, and  every  teaching  institution,  every 
hospital,  and  every  “essential”  physician  should 
use  their  influence  to  have  our  quota  completed. 
Neither  hospitals,  medical  schools,  nor  communities 
will  be  seriously  crippled  thereby. 

Although  the  duration  of  the  war  cannot  be  fore- 
told, nor  the  financial  and  social  conditions  of  the 
nation  at  its  termination  accurately  predicted, 
many  groups  of  people  are  actively  engaged  in  mak- 
ing provisions  for  the  postwar  changes.  Their 
attention  is  occupied  in  the  fields  of  economics,  of 
capital  and  labor,  of  education,  of  world  politics, 
in  religion,  in  universal  peace  and  happiness,  and 
in  matters  of  social  security  and  of  health.  Many 
of  them  hold  that  in  a time  of  revolution  many 
radical  changes,  at  other  times  impossible,  can  be 
successfully  effected. 

The  government,  too,  as  it  should,  has  had  com- 
mittees at  work  making  preparations  for  the  new 
world.  It  would  seem  that  we  must  guarantee  the 
lands,  the  mode  of  life,  and  the  political  rights  of 
the  individual,  in  addition  to  freedom  from  every 
want,  not  only  for  ourselves  but  for  all  peoples. 

From  England  has  come  a proposed  security  plan 
which  would  assure,  among  other  things,  complete 
free  medical  care  for  everyone  in  the  Kingdom. 
Our  own  government,  through  a National  Com- 
mittee, has  published  a similar  plan  of  social  security, 
with  compulsory  health  insurance,  the  outlines  of 
which  are  hazy  as  yet. 

The  leaders  of  one  of  the  largest  political  groups 
in  our  State  have  announced  a social  security  plaa 
that  would  include  compulsory  health  insurance  for 
all,  regardless  of  their  means.  It  would  seem  that 
nothing  that  has  existed  longer  than  the  past  two 
years  is  sound,  or  right,  or  valuable.  However,  it 
is  consoling  to  recall  “that  every  war  we  have  been 
through  has  generated  a more  or  less  widespread 
epidemic  of  war  melancholia,  but  each  time  when 
eace  has  come  the  disease  has  disappeaied.”  The 
est  guide  for  our  future  is  the  history  of  the  past, 
and  the  most  valuable  changes  have  been  evolu- 
tionary— not  revolutionary — in  their  nature.  In 
this  country  within  the  past  twenty-five  years  that 
kind  of  progress  in  every  branch  of  medicine  has 
given  our  people  better  health,  more  widely  avail- 


able medical  care,  and  a lower  death  rate  than  any 
other  country  has  had. 

In  state  and  county  medical  societies — the  units 
of  organized  medicine — will  be  found  the  knowledge 
of  the  medical  needs  of  their  regions  and  also  the 
records  of  experience  in  meeting  these  needs. 
Throughout  the  country  many  plans  to  meet  local 
needs  are  in  operation  which  have  been  conducted 
or  sponsored  by  these  societies.  It  is  distressing  to 
have  the  government  and  industry  spend  great 
fortunes  in  these  mushroom  towns,  with  armies  of 
new  employees,  and  make  no  decent  provision  for 
the  housing,  the  sanitation,  the  food  supplies,  or 
the  care  of  the  health  of  the  hosts  of  new  residents. 
Conferences  in  advance  with  the  local  and  public 
health  authorities  and  wdth  the  doctors  of  the 
counties  and  states  would  have  averted  the  threaten- 
ing dangers.  The  results  of  such  conferences  in 
places  like  Portland,  Oregon,  where  more  than 
100,000  workers  on  ships  flocked  to  the  city,  show 
how  good  medical  services  could  be  arranged. 
More  than  900  doctors,  in  their  patriotism,  have 
voluntarily  dislocated  themselves  from  their  homes 
and  practices  and  given  their  full-time  services  to 
the  boom  towns  and  to  areas  with  an  insufficient 
number  of  physicians. 

The  health  of  people  engaged  in  industrial 
occupation  should  receive  from  us  still  greater 
attention.  Despite  workmen’s  accident  compen- 
sation laws  in  many  states,  there  has  not  been  the 
success  in  the  prevention  of  accidents  that  the 
people  expected.  Insufficient  attention  has  been 
given  to  the  study  of  the  1,100  different  diseases 
due  to  occupation  and  of  the  maintenance  of  good 
health.  Still  less  effort  has  been  made  to  find 
places  within  the  industries  for  the  employees  with 
partial  disabilities.  Many  of  our  industrial  cor- 
porations are  but  slowly  realizing  the  importance 
to  themselves,  as  well  as  to  the  workers,  of  the  pre- 
ventive measures.  The  avoidable  sick  leaves,  the 
turnover  in  labor,  the  decrease  in  production  be- 
cause of  ill  health,  and  the  large  premiums  for 
accident  insurance  are  now  receiving  more  con- 
sideration. 

It  is  not  the  function  of  industry  to  care  directly 
for  the  employee  and  his  family  in  sickness.  That 
is  the  duty  of  the  doctor  outside  the  factory:  the 
physician  in  the  community,  the  physician  chosen 
by  the  patient,  the  family  doctor;  and  it  is  the 
obligation  of  county  and  state  medical  societies 
to  prevent  further  invasion  by  corporations  or 
employers  into  this  practice  of  medicine.  The 
physician  in  industry  will  be  well  employed  in 
protecting  all  the  employees  from  disease  or  acci- 
dent, in  knowing  at  all  times  the  physical  capa- 
bilities of  the  man  for  his  particular  job,  in  finding 
places  in  the  plant  for  the  employee  who  because 
of  accident  or  disease  is  unable  to  maintain  his 
former  skill,  and  in  striving  to  retain  in  the  plant 
every  man  capable  of  working,  regardless  of  his 
chronologic  age. 

This  subject  has  become  more  important  with  the 
entrance  of  large  numbers  of  women  into  new  lines 
of  industrial  labor.  Heretofore,  women  have 
been  engaged  for  the  most  part  in  branches  of  labor 
requiring  mental  skill,  clerical  duties,  light  machine 
work,  and  those  occupations  for  wrhich  women  are 
by  nature  better  fitted,  while  to  men  have  been  left 
the  jobs  which  require  heavier,  muscular  efforts 
and  irregular  shifts  of  hours.  Many  women,  young 
and  old,  married,  single,  and  widowed,  and  those 
having  the  obligations  and  responsibilities  of  homes, 
of  children,  and  of  husbands,  have  been  enticed 


1132 


HOUSE  OF  DELEGATES 


[N.  Y.  State  J.  M. 


into  these  plants  the  temporary  high  wages  and 
the  thought  of  contributing  to  the  war.  Every 
physician  knows  that  there  is  no  satisfactory  sub- 
stitute in  the  home  for  the  mother.  To  slackened 
home  authority  has  been  attributed  the  great  in- 
crease of  juvenile  delinquency  of  the  war  period. 

Our  Industrial  Health  Committee  will  continue  to 
study  these  and  the  related  subjects,  to  give  in- 
formation, advice,  and  help  to  employees  and  em- 
ployers, to  individual  physicians  as  well  as  to  the 
county  societies,  and  will  have  our  encouragement 
and  support  in  the  furtherance  of  its  work. 

Our  State  Society  has  not  been  unmindful  of  the 
burden  placed  on  many  people  by  the  costs  of  sick- 
ness, and  has  approved  and  encouraged  practical 
methods  to  lighten  the  load.  The  great  costs  of 
hospital  care  are  moderated  by  the  Associated 
Hospital  Plan,  while  in  various  parts  of  the  State 
there  are  indemnity  groups  which  aid  in  meeting 
the  costs  of  professional  services.  Voluntary 
plans  are  under  consideration  that  will  provide 
further  advantages  to  patient  and  to  doctor.  The 
citizen  of  our  nation  wants  and  should  have  less 
compulsion,  more  individual  freedom,  and  his  judg- 
ment is  supported  by  the  retarding  effects  on  general 
health  and  on  the  advance  of  science  in  countiies 
where  compulsory  health  insurance  exists. 

It  is  with  much  hope  that  I look  to  the  acceptance 
by  this  House  of  the  resolution  offered  by  our 
Speaker,  Dr.  Bauer.  The  Committee,  therein 
proposed,  with  wide  powers  to  study  all  phases  of 
the  economic  matters  affecting  the  profession  and 
the  public,  including  provisions  for  the  rehabilitation 
and  the  reconstruction  of  individuals  now  in  the 
community  or  returning  from  war  services,  and  to 
make  progress  reports  during  the  year,  would  be 
most  helpful.  The  formation  of  such  a committee 
has  the  approval  of  our  President,  Dr.  Cottis,  who 
proclaimed  its  need  and  its  beneficent  possibilities 
in  his  Presidential  Address. 

Lack  of  employment  and  diminished  income  are 
more  often  the  cause  of  ill  health  than  ill  health  is 
the  cause  of  the  idleness  and  poverty.  Our  own 
Governor  Dewey  of  New  York  has  this  view  of  the 
relative  importance  of  these  factors  in  social  security 
plans,  and  in  his  inaugural  address  expressed  the 
hope  and  aim  of  his  government  to  maintain  the 
highest  possible  rate  of  industrial  activity  with  full 
employment.  He  said  that  if  this  could  be  done  in 
wartime  it  could  also  be  done  in  time  of  peace. 
Doctors,  particularly,  have  long  known  how  deeply 
rooted  in  the  financial  condition  is  the  ill  health 
of  their  patients,  and  that  wdiile  doles  and  grants 
and  security  benefits  may  prevent  extreme  want 
and  permit"  bare  subsistence,  these  are  only  the 
treatments  of  symptoms  and  are  not  directed  to 
removing  the  cause.  The  author  of  the  widely 
noted  “English  Plan”  made  the  statement  that 
unless  there  is  at  least  90  per  cent  of  full  employment 
his  proposal  will  fail. 

Coincident  with  our  present  full  employment  and 
with  the  high  percentage  of  our  national  income  paid 
in  wages  in  1942 — the  greatest  amount  in  our 
history — has  been  the  decrease  in  the  demands  on 
our  hospitals  for  ward  beds  and  in  all  health  pro- 
grams, including  clinic  visits.  An  analysis  of  the 
total  inpatient  days  in  45  urban  areas  shows  a de- 
crease of  12.5  per  cent,  wdiile  in  medical  services 
provided  by  social  agencies,  in  the  home,  and  by 
doctors’  visits  it  was  29  per  cent. 

Since  our  entrance  into  the  war,  statesmen  on 
both  sides  of  the  Atlantic,  including  representatives 
of  the  Allied  Nations,  have  drawn  for  themselves  a 


charter  for  their  future  direction.  They  have 
expressed,  along  with  other  things,  their  determined 
purpose  to  secure  and  maintain  freedom  for  their 
countries  from  all  enslaving  powers,  and  for  their 
citizens,  freedom  from  those  vices  within  a nation 
that  would  destroy  its  prosperity,  its  health,  its 
progress,  and  its  peace. 

Medicine,  too,  has  many  freedoms  that  it  will  ever 
pursue — will  ever  safeguard.  It  demands  freedom 
from  political,  bureaucratic,  or  nonmedical  domi- 
nation of  every  sort  in  the  work  of  the  profession; 
freedom,  as  of  right,  to  be  fully  represented  in  every 
organization  or  council,  industrial  or  governmental, 
making  provisions  for  medical  care  of  the  individual 
or  for  the  public  health;  it  insists  that  all  features 
of  medical  service  in  any  method  of  medical  practice 
should  be  under  the  control  of  the  medical  pro- 
fession; it  wants  freedom  to  retain  and  control  a 
philanthropy  which  has  ever  been  associated  with 
its  name,  to  select  the  objects,  the  persons,  and  the 
places  of  bounty  and  at  the  same  time,  apart  from 
this  worx  of  charity,  to  receive  the  financial  re- 
muneration commensurate  with  the  priceless  serv- 
ices it  gives  and  the  high  costs  of  its  training. 
Medicine  wants  freedom  to  pursue  its  studies,  to 
continually  acquire  more  knowledge,  to  attain 
more  wisdom,  to  discover  and  to  quickly  apply 
new  scientific  truths.  It  wants  all  these,  not  for 
the  aggrandizement  of  the  profession,  or  for  the 
selfish  gain  of  any  doctor,  but  that  as  the  trustee 
of  the  health  of  every  community  and  of  every  person 
in  the  community  it  may  render  to  them  its  fullest 
measure  of  devotion.  (Applause) 

Speaker  Bauer:  The  remarxs  of  the  President- 
Elect  will  be  referred  to  the  Reference  Committee 
on  the  Report  of  the  President,  of  which  Dr.  David 
W.  Beard,  of  Schoharie,  is  the  chairman.  I hope 
that  both  Dr.  Cottis  and  Dr.  McGoldrick  will 
remain  on  the  platform  during  the  sessions  of  the 
House. 

Mr.  Secretary,  are  there  any  supplementary 
reports? 

Secretary  Irving:  A number,  sir:  one  from  the 
President;  others  from  the  Council  and  from  several 
of  its  committees  as  follows:  Part  I — Postgraduate 
Education;  Part  II — Public  Health  Activities; 
Part  III— School  Health  Program;  Part  VII — 
Legislation;  Part  VIII — War  Participation;  Part 
XII — Miscellaneous;  Part  XIII — Malpractice  De- 
fense and  Insurance,  Legal  Counsel;  one  from  the 
Special  Committee  on  Publication;  one  from  the 
Special  Committee  on  Office  Administration  and 
Policies. 

These,  Mr.  Speaxer,  have  been  distributed.  I 
suggest  that  they  be  referred  to  the  appropriate 
reference  committees,  with  the  special  committee 
reports  going  to  the  Reference  Committee  on 
Council  Report— Part  IV. 

Speaker  Bauer:  These  supplementary  reports 
have  all  been  mimeographed  and  distributed  and 
are  before  you.  Does  anyone  wish  them  read? 

....  There  was  no  answer 

Speaker  Bauer:  I take  it  no  one  does. 

Section  7.  ( See  5,  61) 

Supplementary  Report  of  the  President 

April  16,  1943 

For  several  years  a resolution  favoring  a basic 
science  law  has  been  introduced  in  the  House  of 
Delegates.  Every  year  it  has  been  decisively  de- 
feated. Last  year  it  seemed  to  me  that  the  adverse 
reaction  of  the  House  wras  more  emotional  than 
thoughtful. 
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At  this  time  I believe  it  important  that  a special 
committee  be  appointed  to  study  the  matter  on  its 
merits.  I have  two  reasons  for  this  belief. 

First,  sixteen  states  have  adopted  a basic  science 
law.  This  is  no  argument  for  our  adopting  it  any 
more  than  the  licensing  of  chiropractic  by  42  states 
is  an  argument  for  our  doing  so.  But  an  article 
in  the  American  Medical  Association  Bulletin , 
prepared  by  the  Bureau  of  Legal  Medicine  and 
Legislation  (November,  1936)  quotes  officials  of 
the  state  medical  societies  of  10  states  who  are 
enthusiastic  about  the  results  of  such  legislation. 
Surely  a law  which  has  given  satisfaction  to  other 
state  medical  societies  is  worthy  of  our  considera- 
tion. The  fact  that  the  American  Medical  Associa- 
tion has  prepared  a draft  of  a uniform  basic  science 
act  as  the  basis  for  legislation  “to  be  sponsored  by 
any  state  medical  association”  is  not  without  sig- 
nificance. 

Second,  the  State  Legislature  has  passed  a reso- 
lution to  create  a committee  not  only  to  study 
legislation  in  other  states  but  “to  prepare  and, 
recommend  legislation  for  the  regulation  and  licens- 
ing of  chiropractors  in  this  State.”  The  wording 
of  that  clause  is  for  us  the  handwriting  on  the  wall. 

In  all  other  states  the  basic  science  law  has  been 
passed  after  the  chiropractors  have  been  licensed. 
It  may  be  that  a study  of  the  results  will  indicate 
that  we  should  close  the  barn  door  before  the  horse 
is  stolen.  At  least  we  should  be  informed  by  an 
impartial  committee,  while  there  is  still  time  to 
act. 

Respectfully, 

G.  W.  Cottis,  M.D.,  President 

Speaker  Bauer:  I will  refer  this  supplementary 
report  to  the  Reference  Committee  on  the  Report 
of  the  President,  of  which  Dr.  Beard  is  chairman. 


Section  8.  ( See  50) 

Supplementary  Report  of  the  Council — Part  I: 
Postgraduate  Education 

April  26,  1943 

In  addition  to  the  instruction  mentioned  in  the 
Annual  Report  submitted  March  6, 1943,  instruction 
has  been  arranged  for  the  following  county  medical 
societies: 


County 

Broome 

Clinton 

Cortland 

Franklin 

Greene 

Herkimer 

Onondaga 

Rensselaer 

Richmond 

Steuben 

Suffolk 


No. 

Instruction  Lectures 

Plasma  Therapy  and  Whole  Blood  1 
Transfusion 

Plasma  Therapy  and  Whole  Blood  1 
Transfusion 

Sulfonamide  Therapy  1 

Plasma  Therapy  and  Whole  Blood  1 

Transfusion 

Plasma  Therapy  and  Whole  Blood  1 

Transfusion 

Plasma  Therapy  and  Whole  Blood  1 

Transfusion 

Plasma  Therapy  and  Whole  Blood  1 

Transfusion 

Plasma  Therapy  and  Whole  Blood  1 

Transfusion 

Plasma  Therapy  and  Whole  Blood  1 

Transfusion 

Plasma  Therapy  and  Whole  Blood  1 

Transfusion 

War  Medicine  and  Surgery  1 


The  Committee  arranged  for  a total  of  94  lectures, 
72  of  which  were  given  jointly  by  the  New  York 
State  Department  of  Health  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Speaker  Bauer:  I will  refer  this  supplementary 
report  to  Reference  Committee  on  Report  of  the 
Council — Part  I,  of  which  Dr.  Andresen  is  chair- 
man. 


Section  9.  ( See  76) 

Supplementary  Report  of  the  Council — Part  II: 
Public  Health  Matters 


April  26,  1943 

Maternal  and  Child  Welfare. — On  April  7,  1943, 
in  New  York  City  a meeting  of  the  Council  Com- 
mittee on  Public  Health  and  Education  and  the 
Subcommittees  on  Maternal  and  Child  Welfare 
was  held  with  representatives  of  the  State  De- 
partment of  Health  to  discuss  “Emergency  Maternal 
and  Infant  Care.” 

“The  first  Federal  Deficiency  Appropriation 
Act,  1943,  made  an  appropriation  of  SI, 200, 000 
to  enable  the  states  to  provide  so-called  ‘Emer- 
gency Maternity  and  Infant  Care/  obstetric  and 
pediatric  (for  infants  under  one)  to  wives  and 
infants  of  men  in  the  armed  forces,  army,  navy, 
marine  corps  and  coast  guard,  of  fourth,  fifth, 
sixth,  and  seventh  grades.  (This  excludes  wives 
and  infants  of  master,  major,  first,  technical, 
staff,  and  platoon  sergeants;  and  of  chief,  first, 
and  second  class  petty  officers.) 

“Federal  grants  for  the  purpose  will  continue 
during  the  war  and  six  months  thereafter. 

“Such  care  is  available,  when  supported  by 
identifying  data,  to  wives  and  infants  irrespective 
of  financial  status  and  residence,  but  will  not  be 
given  if  services  are  readily  available  from 
medical  personnel  of  Army  or  Navy  facilities. 

“Authorization  for  maternity  service  will  start 
with  date  of  application,  and  for  sick  infants  can 
be  made  retroactive  to  cover  the  week  imme- 
diately preceding  the  date  of  application. 

“Initial  authorization  for  hospital  maternity 
and  infant  care — not  more  than  fourteen  days. 

“The  plan  also  includes  purchase  of  bedside 
nursing  care,  when  necessary  and  cannot  be 
adequately  supplied  through  local  regular  public 
health  nursing  service.  Special  nurses  can  be 
engaged  for  critical  periods  of  serious  illness. 

“The  plan  also  provides  for  consultation  serv- 
ice, ambulance  service,  transfusions,  and  ex- 
pensive drugs,  when  necessary  and  requested  by 
the  physician. 

“Authorization  of  more  prolonged  care  may  be 
requested  by  attending  physicians  or  hospitals 
where  submitted  data  justifies  further  care  than 
that  initially  authorized. 

“Hospital  care  provided  will  be  on  a ward  cost 
per  patient  day  of  the  particular  hospital.  When 
the  amount  of  such  care  rendered  to  eligible 
patients  amounts  to  $500  the  hospital  must 
submit  to  the  State  Department  of  Health  a 
statement  of  operating  expenses  for  the  most 
recent  year,  covering  seventeen  specified  items 
entering  into  the  calculation  of  war  cost  per 
patient  day,  according  to  a prescribed  method  of 
calculation.” 

Industrial  Health. — Dr.  Herbert  H.  Bauckus, 
chairman , Study  Committee  on  Industrial  Health, 
reports: 

“In  order  to  complete  this  year’s  report  on  the 
activities  of  the  Study  Committee  for  Industrial 
Health  the  following  should  be  added  to  the 
previously  report: 

‘During  the  week  of  April  11,  Dr.  Orlen  J. 

Johnson,  from  the  Council  on  Industrial 

Health  of  the  American  Medical  Association, 

toured  the  State  of  New  York.  He  stopped  at 

Schenectady,  Utica,  Syracuse,  Rochester,  and 

Buffalo,  and  discussed  with  the  leading  repre- 
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sentatives  of  the  respective  county  societies 
the  setting  up  and  the  programs  of  future 
industrial  health  committees.  In  Syracuse 
and  Buffalo,  where  committees  have  been 
functioning  during  the  past  year,  prospective 
developments  were  discussed  in  detail.  The 
decision  to  make  these  industrial  centers  a 
basis  for  concentrated  industrial  health  ac- 
tivities for  organized  medicine  had  been  made 
at  a meeting  held  in  New  York  by  the  entire 
Study  Committee  for  Industrial  Health,  in 
February  of  this  year. 

‘In  Buffalo  Dr.  Johnson  was  able  to  par- 
ticipate in  the  first  open  forum  which  was  held 
by  the  Buffalo  District  Committee  on  In- 
dustrial Health  under  the  chairmanship  of  Dr. 
Herbert  H.  Bauckus.  The  forum,  which  was 
called  under  the  timely  title,  “Increase  Man- 
power through  Industrial  Health,”  was  at- 
tended by  over  250  persons,  representing 
management,  labor,  and  the  medical  and 
nursing  professions.  Dr.  Clarence  D.  Selby, 
Medical  Consultant  of  the  General  Motors 
Corporation,  DetrQit,  was  the  main  speaker, 
discussing  “Industrial  Health  in  the  Nation 
at  War.”  He  was  followed  by  a 40-minute 
panel  discussion  in  which  selected  members  of 
the  local  committees  highlighted  some  of  the 
main  problems  facing  industry,  labor,  and 
the  medical  profession  today.  Actual  analysis 
of  1,000  cases  of  industrial  absenteeism;  food 
as  a weapon;  home  problems  of  women  in 
industry;  industrial  nursing;  a report  on  a 
labor-management  health  committee;  fatigue, 
rest,  recreation,  and  vacation;  and  the  seven- 
day  week  were  burning  topics  which  were 
readily  taken  up  by  the  audience  in  a lively 
discussion  lasting  until  late  in  the  night. 

‘There  were  many  interesting  features  re- 
vealed in  the  original  panel  presentation.  The 
analysis  of  the  absenteeism  cases  brought  out 
that  54  per  cent  of  absenteeism  was  caused  by 
illness.  A labor  representative  reported  on 
the  harmonious  working  relations  with  manage- 
ment in  settling  critical  health  problems,  and 
management  and  labor  agreed  to  a surprising 
degree  on  the  need  for  a six-day  week,  regular 
rest  periods  during  the  work  day,  and  vacations 
as  a necessary  stimulus  to  morale  and  new 
energies  for  greater  production. 

‘The  latest  accomplishment  of  this  com- 
mittee, which  has  been  functioning  for  scarcely 
four  months,  is  an  exhibit  at  this  convention, 
featuring  an  efficient  First  Aid  Department  for 
a plant  with  less  than  500  employees.  Already 
it  has  become  manifest  that  the  Buffalo  District 
Committee  for  Industrial  Health  is  not  only 
rendering  an  important  service  to  the  local 
community,  but  is  serving  as  an  inspiration  to 
states  and  counties  all  over  the  country  in 
establishing  similar  committees.  Until  now 
the  committee  has  been  functioning  entirely 
without  an  appropriation  and  all  financial 
outlays  have  been  borne  by  individual  members 
of  the  committee  interested  in  its  growth.  This 
lack  of  definite  funds  is  seriously  hampering  a 
group  which  has  shown  such  splendid  initiative. 
Although  it  is  anticipated  that  some  funds  will 
be  raised  from  management  and  labor,  both  of 
which  are  intensely  interested  in  the  progress 
of  the  committee,  it  is  hoped  that  funds  can 
be  made  available  from  the  Medical  Society  of 
the  State  of  New  York  to  aid  in  the  work  of 


tnis  committee,  and  as  an  indication  that 
organized  medicine  recognizes  the  overall  value 
of  this  local  enterprise  and  wishes  to  support 
it.’  ” 


Tuberculosis  and  Diseases  of  the  Chest. — Dr. 
Charles  D.  Post,  chairman , Subcommittee  on 
Tuberculosis  and  Diseases  of  the  Chest,  reports  as 
follows: 


“Judging  by  the  large  number  of  acceptances 
received  to  attend  the  luncheon  to  be  held  in 
Buffalo  at  Hotel  Statler  on  Wednesday,  May  5, 
1943,  at  12:00  m.,  the  Committee  feels  that  an 
excellent  opportunity  will  be  had  for  acquainting 
the  representatives  from  the  county  societies 
with  the  objectives  of  our  programs.  At  this 
meeting  we  will  have  those  best  qualified  to 
present  various  phases  of  the  problems  confront- 
ing us.  The  Committee  feels  that  by  having  this 
meeting  it  will  bring  together  the  many  agencies 
in  this  field  for  the  purpose  of  establishing  a co- 
ordinated program.  The  attendance  at  this 
luncheon  will  be  over  seventy-five.  The  Com- 
mittee, at  the  present  time,  is  also  giving  attention 
to  an  exhibit  which  will  be  on  display  at  the 
Buffalo  meeting.” 

Speaker  Bauer:  I will  refer  this  supplementary 
report  to  Reference  Committee  on  Report  of  the 
Council — Part  II,  of  which  Dr.  Towne  is  chairman. 


Section  10.  ( See  51) 

Supplementary  Report  of  the  Council — Part  III: 

School  Health 

April  26,  1943 

On  February  10,  1943,  in  New  York  City,  the 
Committee  on  Public  Health  and  Education  held  a 
meeting  with  the  Subcommittees  on  Child  Welfare 
and  4-H  Clubs  and  Youth  Health  Activities,  repre- 
sentatives from  the  New  York  State  Departments  of 
Health  and  Education,  and  the  New  York  State 
Association  of  School  Physicians  to  discuss  the  course 
content  of  health  education  in  the  high  schools.  As 
a result  of  this  meeting  it  was  decided  that  the  Medi- 
cal Society  of  the  State  of  New  York  should  desig- 
nate two  or  more  representatives  who  would  be 
available  in  an  advisory  capacity  to  the  State  De- 
partment of  Education.  This  recommendation 
was  submitted  to  the  Council  on  February  11,  1943, 
and  was  approved. 

Dr.  George  W.  Cottis,  President  of  the  Medical 
Spciety  of  the  State  of  New  York,  has  notified  Dr. 
George  D.  Stoddard,  Commissioner,  State  Educa- 
tion Department,  that  the  following  physicians  have 
been  appointed  as  representatives  of  the  Medical 
Society  of  the  State  of  New  York: 

Paul  W.  Beaven,  M.D.,  Vice-Chairman,  Sub- 
committee on  Child  Welfare,  26  South  Goodman 
Street,  Rochester,  New  York. 

J.  G.  Fred  Hiss,  M.D.,  Chairman,  Subcommittee 
on  4-H  Clubs  and  Youth  Health  Activities, 
505  S,tate  Tower  Building,  Syracuse,  New  York. 

A.  Clement  Silverman,  M.D.,  member,  Sub- 
committee on  Child  Welfare,  608  East  Genesee 
Street,  Syracuse,  New  York. 

Speaker  Bauer:  I will  refer  this  supplementary 
report  to  Reference  Committee  on  Report  of  the 
Council — Part  III,  of  which  Dr.  Frey  is  chairman. 


Section  11.  ( See  48) 

Supplementary  Report  of  the  Council — Part  VII: 
Legislation 

The  Council  Committee  on  Legislation  respect- 
fully submits  a supplementary  report: 
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The  chiropractors  did  not  introduce  their  bill 
until  the  late  afternoon  of  the  last  day  allowed  for 
introduction  of  bills.  Whether  it  was  considered 
good  strategy  to  wait  and  attempt  to  rush  the  Chiro- 
practic Bill  through  in  the  increasing  excitement  of 
final  activity  is  not  known.  The  bill  came  out  on  the 
floor  in  the  Senate  and  with  the  third  reading  was 
destined  for  action  a few  days  later  in  the  Senate. 
The  Assembly  Rules  Committee  held  it  up. 

Twenty-four  hours  before  adjournment  a Resolu- 
tion was  introduced  in  the  Senate  for  the  creation  of 
a committee  to  make  a study  of  chiropractic  and  to 
report  to  the  next  Legislature  on  or  before  February 
15,  1944,  with  an  appropriation  of  $10,000  to  meet 
the  expenses  of  the  Committee;  this  Committee  to 
submit  whatever  recommendations  it  deems  most 
efficacious  to  regulate  and  control  the  practice  of 
chiropractic.  With  the  concurrence  of  the  Assembly, 
both  Houses  adopted  the  Resolution.  Some  feel 
this  is  an  adroit  move  to  secure  positive  and  favor- 
able action — a really  agressive  political  move  with 
full  agreement  of  the  chiropractors.  Others  feel 
that  a valuable  opportunity  to  bring  to  light  the 
complete  story  of  chiropractic  is  offered;  your  Legis- 
lative Committee  is  hoping  that  the  Governor  wUl 
approve  this  Resolution.  We  are  confident  that  the 
findings  of  the  committee  will  support  the  conten- 
tion that  chiropractic  should  not  be  recognized  until 
the  applicants  for  licensure  meet  the  educational 
qualifications  now  required  of  physicians  and  osteo- 
paths. 

The  Council  has  voted  that  the  Legislative  Com- 
mittee appoint  a subcommittee  to  be  prepared  to 
furnish  all  facts  concerning  chiropractic,  and  also  to 
study  fully  the  merits  or  uselessness  of  a separate 
Basic  Science  Law . This  subcommittee  shall  seek 
convenient  occasions  to  meet  with  this  committee  of 
the  Legislature,  in  order  to  bring  out  all  of  the  facts. 
If  we  are  correct  in  assuming  that  this  committee, 
when  appointed,  will  be  earnest  and  sincere  in  study- 
ing and  in  investigating  chiropractic,  they  will  wel- 
come our  subcommittee  and  our  Executive  Officer. 
The  controversy  of  years’  standing  will  be  brought 
to  an  end.  This  should  result  to  the  satisfaction  of 
the  Regents,  who  must  uphold  the  high  standards  of 
the  Medical  Practice  Act.  This  should  be  satisfac- 
tory to  the  medical  profession,  who  rightly  feel  that 
chiropractic  is  against  the  best  interests  of  the  sick 
public.  It  should  be  gratifying  to  those  who  enforce 
the  law,  for  it  should  terminate  the  abuse  of  the 
law — illegal  practice. 

The  Governor  has  already  signed  the  Whitney- 
Bewley  Bills  which  provide  for  reasonable  personal 
income  tax  deductions  for  unusual  medical  ex- 
penses, including  the  cost  of  childbirth;  for  life 
insurance  premiums;  and  for  exempting  dependents 
over  18  years  of  age  in  full  time  attendance  at  an 
accredited  school  or  college. 

The  Governor  has  also  signed  the  Pillion-Bur ney 
Bill , providing  for  extension  until  July  1,  1944,  of 
the  privileges  of  applying  for  renewal  of  license  with- 
out examination  within  three  months  after  finishing 
military  services,  to  a person  inducted  into  military 
service  and  licensed  to  practice  medicine  or  dentistry 
or  other  professions  and  occupations. 

The  Radiology  Bill  as  amended  was  defeated. 

Did  the  Anti-Vivisectionists,  who  have  not  been 
heard  from  in  a number  of  years,  hope  to  slip  through 
a bill  in  these  times? 

Assembly  Int.  1923 — Rules  Committee  was  intro- 
duced with  the  backing  of  the  State  Administration 
giving  the  Governor  the  right  to  appoint  a layman  as 


Commissioner  of  Mental  Hygiene  with  a medical 
man  under  him  as  Medical  Director.  Doctor  Law- 
rence promptly  expressed  disapproval  of  this  meas- 
ure, pointing  out  that  the  Commissioner  should  con- 
tinue to  be  a doctor  and  if  necessary,  a business  di- 
rector should  be  provided.  In  those  hectic  days, 
time  to  amend  the  bill  was  lacking.  The  Council  on 
April  8 thoroughly  discussed  this  bill,  and  voted 
that  the  opinion  of  the  Council  should  be  transmitted 
to  the  Governor;  that  the  medical  responsibilities 
of  the  Commissioner  are  such  that  only  a person 
with  the  thorough  understanding  of  mental  diseases 
can  efficiently  and  satisfactorily  manage  the  activi- 
ties of  this  department.  The  chairman  of  the  Com- 
mittee on  Public  Health  and  Education  and  the 
Executive  Officer,  with  the  Secretary,  composed  a 
suitable  letter  to  the  Governor,  and  it  was  sent  out 
over  the  signature  of  the  Secretary.  On  March  22, 
1943,  Doctor  Lawrence  thoroughly  discussed  the 
situation  in  a special  letter  to  the  County  Society 
Legislative  Chairmen.  You  will  find  it  also  further 
stressed  in  Bulletin  No.  7,  issued  on  March  25,  1943. 

A committee  of  the  Council  to  Study  the  Present 
and  Future  Status  of  Foreign  Physicians  presented  a 
recommendation  on  February  11,  1943,  which  was 
adopted  and  referred  to  the  Committee  on  Legisla- 
tion. This  resolution  requires  citizenship  in  the 
United  States,  changing  the  State  Educational  law, 
Sec.  1256,  Ch.  1.  The  Legislative  Committee  was 
instructed  to  use  discretion  and  judgment,  in  order 
that  such  a move  might  be  made  only  at  an  oppor- 
tune time.  Legislators,  especially  the  Speaker  of  the 
Assembly  and  the  Minority  Leader,  were  con- 
tacted. All  were  sympathetic.  The  opinion  was 
that  the  time  was  not  right.  The  interpretation  of 
the  opinions  of  the  various  legislators  was  that  ob- 
jection would  be  made  that  this  might  seem  to  in- 
terfere with  federal  activities  by  decreasing  the  avail- 
ability of  physicians.  In  other  words,  we  were  pre- 
pared to  introduce  a citizenship  bill,  but  were  coun- 
selled against  such  a move  this  year. 

Our  Executive  Officer,  so  often  spoken  of  as  our 
“able  representative,”  secured  a report  on  the  work 
of  the  Department  of  Education,  the  Board  of  Re- 
gents, and  the  Office  of  Professional  Conduct,  in  the 
interest  of  the  medical  profession.  In  this  report, 
covering  a little  over  a month,  it  was  shown  that  247 
complaints  have  received  attention.  Some  were 
closed,  some  were  referred  to  the  Attorney  General, 
some  were  before  the  Medical  Grievance  Committee, 
and  some  before  the  Board  of  Regents.  Doctor 
Lawrence  was  promised  monthly  reports.  Because 
of  the  pressure  of  complaints,  the  Medical  Grievance 
Committee  has  been  asked  to  furnish  two  subcom- 
mittees until  further  notice,  and  the  full  Grievance 
Committee  has  agreed  to  meet  four  times  a year  in- 
stead of  twice. 

Credit  is  due  the  Board  of  Regents  for  their  ex- 
traordinary efforts  to  meet  the  present  situation. 
The  record  system  and  the  administrative  procedure 
in  the  Office  of  Professional  Conduct  have  been 
completely  reorganized  to  render  the  best  possible 
service  to  the  profession.  Newspaper  publicity  in 
disciplinary  cases  has  been  avoided.  A physician’s 
license  might  be  suspended,  but  public  reaction  to 
the  doctor  might  make  it  amount  to  a revocation — 
a more  severe  penalty. 

The  session  of  the  Legislature  has  been  unusually 
brief;  yet  the  Senate  was  deluged  with  1,650  bills, 
and  the  Assembly  with  1]944.  Doctor  Lawrence 
weeded  out  40  Senate  and  49  Assembly  bills  of  a 
medical  aspect,  and  some  of  the  most  important 
medical  bills  were  brought  out  together  in  the  terrific 
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rush  of  the  last  hours,  keeping  our  Executive  Officer 
on  his  toes. 

The  county  societies’  legislative  committees  and 
officers  were  very  cooperative.  The  answer  report 
sheets  were  promptly  returned.  We  are  greatly  in- 
debted to  them  and  to  the  medical  society  auxiliaries 
for  their  coordinated  efforts.  The  Council  of  the 
State  Medical  Society  has  aided  us  in  many  different 
ways  and  we  appreciate  fully  their  assistance  and  ad- 
vice. 

The  Legislature  adjourned  on  Friday,  March 
26.  There  are  many  bills  in  the  hands  of  the  Gover- 
nor for  signature  or  disapproval,  and  he  has  thirty 
days  from  the  time  of  adjournment  in  which  to  act. 
Our  Executive  Officer,  Dr.  Joseph  S.  Lawrence,  will 
give  a complete  report  in  time  for  the  House  of 
Delegates,  on  all  bills  acted  on  during  the  Legisla- 
tive session.  At  this  time,  may  we  refer  you  to  the 
final  Bulletin  issued  on  March  31,  1943,  for  the 
present  status  of  the  bills  followed  during  the  year? 

Walter  W.  Mott,  M.D. 

Leo  F.  Simpson,  M.D. 

John  L.  Bauer,  M.D.,  Chairman 

Addendum  Report 

April  26,  1943 

The  thirty-day  period  allotted  the  Governor  for 
action  upon  the  bills  passed  by  both  houses  of  the 
Legislature  in  the  last  days  of  the  session  has 
elapsed  and  the  following  bills  have  received  the 
Governor’s  signature : 

Senate  Int.  1559 — Wallace  { Assembly  Int.  1847 — 
Manning),  provides  relief  for  sick  and  disabled 
veterans  of  World  War  II  and  appropriates  $10,000. 
Chapter  327  of  the  Laws  of  1943. 

Assembly  Int.  335 — Mailler  {Senate  Int.  278 — 
W.  J.  Mahoney ),  authorizes  Governor,  on  recom- 
mendation of  State  Health  Commissioner,  to  desig- 
nate emergency  health  and  sanitary  areas  when  in- 
adequacies of  medical  facilities  or  personnel  caused 
by  national  emergency  exist  in  any  area  in  the  State ; 
State  Health  Commissioner  to  cooperate  with  local 
health  and  welfare  agencies  and  employ  necessary 
medical  and  health  personnel.  Chapter  294  of  the 
Laws  of  1943. 

Some  states  are  meeting  this  emergency  by 
authorizing  their  medical  examining  boards  to  recog- 
nize, with  a temporary  license,  physicians  licensed 
to  practice  in  other  states.  In  the  State  of  Wash- 
ington the  period  of  this  temporary  license  extends 
only  until  the  next  regular  examination  given  by  the 
board  of  examiners. 

Assembly  Int.  544 — Breed,  provides  that  crime  of 
sexual  intercourse  with  person  in  U.S.  Military 
Service  by  one  infected  with  venereal  disease  shall 
be  punishable  by  imprisonment  for  not  less  than 
one  and  one-half  years  nor  more  than  three  years. 
Chapter  343  of  the  Laws  of  1943. 

Assembly  Int.  647 — Milmoe  {Senate  Int.  515 — 
Young),  provides  for  forwarding  to  executive  officer 
of  State  Education  Department  a copy  of  all  charges 
against  physicians  in  cases  in  which  subcommittee  of 
Medical  Grievance  Committee,  as  well  as  the  Com- 
mittee, shall  deem  a trial  necessary.  Chapter  460  of 
the  Laws  of  1943. 

This  law  will  increase  the  efficiency  of  the  Griev- 
ance Committee  by  permitting  it  to  appoint  from 
its  membership  subcommittees  to  take  the  first  evi- 
dence. 

Assembly  Int.  666 — Mitchell,  empowers  New  York 
City  magistrate  to  try  and  punish  any  person 


charged  with  violating  sections  of  sanitary  code,  pen- 
alty to  be  fine  not  exceeding  $25  or  imprisonment 
not  exceeding  ten  days,  or  both.  Chapter  278  of 
the  Laws  of  1943. 

Assembly  Int.  877— Owens  {Senate  Int.  705— 
Williamson),  provides  rules  and  orders  of  county 
health  board  shall  state  date  on  which  they  take 
effect,  copy  signed  by  county  health  commissioner 
or  deputy  to  be  filed  in  State  Health  Department, 
county  health  department,  and  county. clerk’s  office; 
they  must  be  published  from  time  to  time  as  sani- 
tary code,  certified  copy  to  be  furnished  for  fee  of 
$1.00;  such  code  shall  have  effect  of  law.  Chapter 
258  of  the  Laws  of  1943. 

Assembly  Int.  907 — Molinair  {Senate  Int.  954 — 
Bainbridge),  provides  that  when  ragweed  or  other 
noxious  weed  or  plant  is  growing  in  any  city,  local 
health  board  may  declare  it  to  be  a nuisance  and 
order  it  destroyed  or  abated;  if  order  is  not  com- 
plied with,  local  board  may  enter  property  and  re- 
move same.  Chapter  398  of  the  Laws  of  1943. 

Assembly  Int.  958 — Archinal  {Senate  Int.  785 — 
Hampton:  Assembly  Int.  1185 — Schwartz),  provides 
restriction  on  public  hospitals  treating  workmen’s 
compensation  cases  only  during  emergency  shall 
not  apply  where  carrier  or  employer  refuses  or 
neglects  to  authorize  any  hospital  service  after  em- 
ployee requested  that  they  furnish  same  or  when 
nature  of  injury  required  such  services  and  employer 
or  agent  neglected  to  provide  same;  injured  em- 
ployee may  then  select  any  hospital.  Chapter  442 
of  the  Laws  of  1943. 

It  is  claimed  that  the  principal  reason  for  this 
amendment  to  the  law  is  to  aid  an  injured  workman 
when  the  responsibility  for  the  injury  is  to  be  liti- 
gated, permitting  the  workman  to  select  a hospital 
where,  in  the  event  that  he  should  lose  the  case,  his 
hospital  bill  will  not  fall  entirely  upon  him. 

Assembly  Int.  1125 — Mailler  {Senate  Int.  937 — 
W.  J.  Mahoney),  extends  to  July  1,  1944,  effective 
date  of  provision  permitting  practice  of  medicine  in 
hospital  by  physicians  and  interns  with  certain  edu- 
cational qualifications  and  provisions  relating  to 
medical  students  performing  clinical  clerkship. 
Chapter  193  of  the  Laws  of  1943. 

Certain  hospitals  are  employing,  both  as  interns 
and  as  clinical  clerks,  persons  whose  educational 
qualifications  would  not  be  acceptable  by  the  Medi- 
cal Examining  Board.  Under  the  law  these  persons 
should  not  be  continued  in  their  present  employ- 
ments, but  owing  to  the  war  emergency  the  enforce- 
ment of  the  law  is  being  postponed  another  year. 

Assembly  Int.  1390 — Mailler  {Senate  Int.  1051 — 
W.  J.  Mahoney),  continues  to  April  1.  1944,  com- 
mission created  to  formulate  long-range  health  pro- 
gram, and  appropriates  $75,000.  Chapter  207  of  the 
Laws  of  1943. 

Assembly  Int.  1923 — Rules  Committee,  strikes  out 
provision  that  State  Mental  Hygiene  Commissioner 
shall  be  a physician  and  provides  for  medical  di- 
rector in  such  Department  who  shall  be  a physician 
with  certain  experience  to  advise  the  Commissioner 
as  to  medical  policy  and  to  have  direct  charge  and 
control  of  treatment  of  inmates.  Chapter  691  of  the 
Laws  of  1943. 

This  law  is  permissive  and  not  mandatory,  so  in 
the  event  that  the  Governor  can  find  a physician 
who  would  meet  the  qualifications  as  previously 
stated,  there  is  nothing  to  prevent  the  Governor 
from  appointing  him  commissioner. 

The  following  bills  were  signed  by  the  Governor 
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before  adjournment  of  the  Legislature  and  were 
previously  reported: 

Assembly  Ini.  377 — Whitney  (Senate  Int.  328 — 
Bewley ) provides  for  reasonable  personal  income 
tax  deductions  for  unusual  medical  expenses,  in- 
cluding cost  of  childbirth,  for  life  insurance  pre- 
miums, and  for  exempting  dependents  over  18  years 
of  age  in  full  time  attendance  in  an  accredited  college 
or  school.  Chapter  12  of  the  Laws  of  1943. 

Assembly  Int.  672 — Pillion  (Senate  Int.  605 — 
Burney ),  extends  until  July  1,  1944,  provisions  per- 
mitting person  inducted  into  military  service  and 
licensed  to  practice  medicine,  dentistry,  and  other 
professions  and  occupations  to  apply  for  renewal  of 
license  without  examination  within  three  months 
after  termination  of  military  service.  Chapter  116 
of  the  Laws  of  1943. 

Among  the  bills  reported  in  our  bulletins  as  hav- 
ing a casual  interest,  the  following  have  been  passed 
and  signed  by  the  Governor: 

Senate  Int.  333 — Desmond , provides  that  a psy- 
chiatrist, in  a criminal  action  to  determine  whether 
or  not  defendant  is  sane,  shall  be  entitled  to  reason- 
able traveling  expenses  if  psychiatrist  is  employee  of 
state.  Chapter  289  of  the  Laws  of  1943. 

Assembly  Int.  92 — Milmoe,  provides  that  where 
there  are  fewer  than  10  physically  handicapped 
children,  city  or  union  free  school  district  education 
board  may  establish  special  class  with  consent  of 
education  commissioner  and  apportionment  of 
school  moneys  therefor  shall  be  prorated.  Chapter 
449  of  the  Laws  of  1943. 

Assembly  Int.  93 — Milmoe , authorizes  education 
boards  to  provide  milk  for  pupils  within  limitation 
of  appropriation  therefor  and  strikes  out  provision 
that  cafeteria  or  restaurant  service  shall  be  self- 
supporting.  Chapter  450  of  the  Laws  of  1943. 

Assembly  Int.  95 — Moffat,  suspends  until  July  1, 
1944,  provisions  prohibiting  purchase  of  butterine 
or  oleomargarine  by  certain  state  institutions. 
Chapter  540  of  the  Laws  of  1943. 

Assembly  Int.  231 — Stuart , continues  to  July  1, 
1944,  provision  authorizing  health  commissioner  to 
embargo  milk  supply  that  he  believes  dangerous  to 
health  or  to  transfer  milk  from  one  plant  to  another 
to  prevent  sabotage  or  enemy  action.  Chapter  13 
of  the  Laws  of  1943. 

Assembly  Int.  233 — Stuart,  provides  that  birth 
and  death  certificates  when  applied  for  shall  be 
accompanied  by  other  evidence  besides  sworn 
statements  and  affidavits,  as  State  Health  Com- 
missioner may  require.  Chapter  17  of  the  Laws  of 
1943. 

Assembly  Int.  840 — W.  R.  Williams,  makes  it  a 
misdemeanor  to  grow  narcotic  plant  known  as 
marihuana  without  license,  or  knowingly  to  allow  it 
to  grow  on  land  without  destroying  same.  Chapter 
123  of  the  Laws  of  1943. 

Assembly  Int.  1282 — Dwyer , requires  police  chief 
or  peace  officer  with  similar  functions  to  cause  blood- 
grouping tests  to  be  taken  of  person  arrested  and 
charged  with  felony  or  major  misdemeanor  if  neces- 
sary for  identification.  Chapter  592  of  the  Laws  of 
1943. 

The  following  bills  were  vetoed  by  the  Governor: 

Senate  Int.  9 — Wicks  (Assembly  Int.  1771 — 
Knauf),  creating  in  State  Education  Department 
board  for  licensing  and  regulating  the  practice  of 
optical  dispensing  and  appropriating  $10,000; 
providing  for  issue  of  license  without  examination  to 


person  with  five  years’  experience  before  January 
1,  1944,  and  to  person  in  U.S.  armed  forces  within 
six  months  after  discharge.  Vetoed  with  the  fol- 
lowing memorandum: 

This  bill  seeks  to  establish  professional  stand- 
ards under  supervision  of  the  Department  of 
Education  for  opticians  whose  function  it  is  to 
grind  lenses  and  fit  them.  Licensing  and  some 
supervision  of  opticians  is  undoubtedly  desirable 
and  there  have  been  deceptive  practices  by  some, 
which  must  be  stopped.  To  attempt,  however, 
in  the  midst  of  a war  to  set  up  new  standards  as 
rigorous  as  those  imposed  by  this  bill  might  de- 
prive the  public  of  essential  services.  At  this 
time,  in  view  of  the  difficult  standards  established 
by  the  bill,  it  is  disapproved.” 

Senate  Int.  334 — Burney  (Assembly  Int.  449 — 
Wright ),  providing  in  workmen’s  compensation  cases 
the  furnishing  by  employer  of  medical  services  or 
appliances  for  replacement  or  repair  of  artificial 
members  of  body  shall  not  be  construed  to  admit 
liability  for  or  to  be  payment  of  compensation. 
Vetoed  with  the  following  memorandum: 

“This  bill  would  amend  the  Workmen’s  Com- 
pensation Law.  It  provides  that  the  furnishing 
by  an  employer  of  medical  treatment  shall  not 
be  construed  to  admit  liability  on  the  part  of  the 
employer. 

“On  its  face,  this  amendment  seems  harmless. 
In  fact,  it  would  permit  an  employer  to  lull  the 
injured  employees  into  a sense  of  security  by 
making  payments  until  passage  of  the  final  date 
on  which  to  make  claim  for  compensation.  There- 
after, the  time  for  making  claim  having  elapsed, 
the  injured  employee  would  be  without  recourse. 

“This  amendment  would  not  protect  the  em- 
ployer from  any  hazard  he  now  faces.  At  the 
present  time,  he  is  under  an  obligation  to  furnish 
the  medical  treatment  specified  to  an  injured 
employee.  One  of  the  effects  of  this  bill  would  be 
to  over-rule  previous  court  decisions  favorable  to 
injured  employees.  Were  the  amendments  pro- 
posed by  this  law  applicable  to  those  cases,  the 
employees  would  have  been  deprived  of  the  op- 
portunity of  obtaining  compensation  for  injuries 
sustained  in  the  course  of  their  employment. 

“The  Workmen’s  Compensation  Law,  properly 
administered,  is  one  of  the  important  bulwarks 
of  a free  society  and  a secure  people.  It  must  not 
be  weakened  or  impaired  by  legislation  such  as 
this.” 

Senate  Int.  1230 — W.  J.  Mahoney,  providing 
physicians,  medical  inspectors,  and  dentists  ap- 
pointed or  promoted  to  competitive  civil  service 
positions  in  cities  and  employed  on  June  30,  1940, 
with  annual  salary,  shall  continue  on  annual  salary 
basis  with  salary  increments,  including  retirement 
rights.  Vetoed  with  the  following  memorandum: 

“This  bill  would  require  municipalities  to  em- 
ploy certain  specified  professionals  in  the  competi- 
tive class  on  a per  annum  salary  basis.  The  law, 
if  approved,  would  be  mandatory.  It  may  be 
that  the  purposes  of  this  bill  are  desirable.  How- 
ever, the  mandating  of  a municipality  in  the  con- 
duct of  local  affairs  is  contrary  to  the  extension 
of  local  home  rule  in  this  State  and  is  highly  un- 
desirable.” 

Assembly  Int.  880 — M.  Wilson  (Senate  Int.  699 — 
Condon ),  providing  in  workmen’s  compensation 
cases  injured  employee  may  be  treated  by  licensed 
pediatrist  authorized  by  industrial  commissioner 
to  render  such  care ; providing  for  schedules  limited 
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to  defined  localities,  of  minimum  charges  and  fees 
therefor.  Vetoed  with  no  memorandum. 

Assembly  Int.  1620 — P.  A.  Quinn,  making  it  a 
misdemeanor  to  conduct  a nurse  registry  without 
local  license;  no  licensee  to  send  out  a nurse  without 
authority  of  physician  or  hospital  official  or  operate 
lodging  house  for  nurses  either  on  or  apart  from 
place  where  registry  is  located;  fees  limited  and 
other  regulations  imposed.  Vetoed  with  no  memo- 
randum. 

COMMITTEE  ON  LEGISLATION 

John  L.  Bauer,  Chairman 
Walter  W.  Mott 
Leo  F.  Simpson 

EXECUTIVE  OFFICER 

Joseph  S.  Lawrence 

Speaker  Bauer:  I will  refer  this  supplementary 
report  to  Reference  Committee  on  Report  of  the 
Council — Part  VII,  of  which  Dr.  Anderton  is 
chairman. 

Section  12.  ( See  64) 

Supplementary  Report  of  the  Council — Part  VIII: 
War  Participation 

April  30,  1943 

The  latest  information  obtainable  from  the 
State  Procurement  and  Assignment  Committee  is 
as  follows: 

Number  of  physicians  from  New  York  in  service 


on  February  1,  1943 9,000 

Additional  listed  since  February  1 . . . 800  to  900 

Total .9,800  to  9,900 

New  York  quota  for  1942 8,600 

New  York  quota  for  1943 2,100 

Total , . 10,700 


It  is  evident,  therefore,  that  New  York  has  not 
only  met  its  1942  quota  but  is  on  the  way  to  meet- 
ing its  1943  quota. 

Procurement  and  Assignment  reports  that  prac- 
tically all  counties  outside  of  New  York  City  are 

stripped  of  every  possible  available  physician 

In  Kings  County,  there  are  2,024  in  service.  Three 
hundred  more  are  still  being  processed.  Only  39 
men  under  37  were  declared  essential,  and  there  are 

only  63  men  still  available Richmond  has 

been  stripped  to  the  last  available  man New 

York  and  the  Bronx  are  fast  approaching  the  same 
condition,  so  very  few  more  men  can  be  obtained 
from  New  York  State. 

At  the  start,  in  New  York,  15,700  men  were  under 
45  years  of  age.  Of  these,  9,800  to  9,900  are  in 
service,  and  2,185  have  been  physically  disqualified. 
The  remainder  includes  the  younger  men  essential 
in  the  full  time  faculties  in  the  9 medical  schools, 
all  the  alien  physicians,  women  physicians,  physi- 
cians essential  in  hospitals,  and  physicians  essential 
in  industry  and  in  the  mental  hospitals.  It  must 
in  addition  furnish  the  balance  required  for  the 
armed  services. 

With  43,000  physicians  in  the  armed  services,  it 
will  be  seen  that  New  York  has  furnished  between 
20  and  25  per  cent  of  the  total. 

It  is  believed  that  these  figures  definitely  prove 
that  New  Ybr'k  is  not  the  laggard  state  it  has  been 
accused  of  being,  and  that  this  State  can  be  relied 
upon  to  furnish  every  available  man  who  can  pos- 
sibly be  spared  for  military  service. 

Respectfully  submitted, 

Louis  H.  Bauer,  M.D.,  Chairman, 
War  Participation  Committee 


Speaker  Bauer:  I will  refer  this  supplementary 
report  to  Reference  Committee  on  Report  of  the 
Council  Part  VIII,  of  which  Dr.  Holcomb  is 
chairman. 

Section  13.  ( See  82) 

Supplementary  Report  of  the  Council — Part  XII: 

Miscellaneous 

April  27,  1943 

The  Council  begs  to  report  on  two  matters  taken 
up  at  its  April  meeting: 

Chiropractic  Study.  The  Council  was  informed 
of  the  action  of  the  Legislature  setting  up  a Legisla- 
tive Commission  to  study  the  subject  of  chiropractic. 

After  discussion  of  this  matter,  the  Council  de- 
cided that  it  would  be  well  to  appoint  a Subcommit- 
tee of  the  Council  Committee  on  Legislation,  to 
prepare  to  attend  hearings  that  will  undoubtedly 
be  held  by  this  Commission.  The  Council  recom- 
mends that  the  House  approve  this  decision. 

County  Health  Units.  The  Council  received  the 
following  letter  from  Dr.  Haven  Emerson,  and  de- 
cided to  submit  it  to  the  House: 

Columbia  University 
College  of  Physicians  and  Surgeons 
De  Lamar  Institute  of  Public  Health 
600  West  168  Street,  New  York 

April  3,  1943 

To  the  Council  of  the  New  York  State  Medical  Society 
292  Madison  Avenue 
New  York,  New  York 

Dr.  Peter  Irving,  Secretary 
Dear  Sirs: 

The  House  of  Delegates  of  the  American  Medical  Associa- 
tion at  their  meeting  in  Atlantic  City  last  June  passed  the 
following  resolution: 

“Whereas,  a major  inadequacy  in  the  civilian  health 
protection  in  war  as  in  peacetime  consists  in  the  failure  of 
many  states  and  of  not  less  than  half  the  counties  in  the 
states  to  provide  even  minimum  necessary  sanitary 
and  other  preventive  services  for  health  by  full  time  pro- 
fessionally trained  medical  and  auxiliary  personnel  on  a 
merit  system  basis,  supported  by  adequate  tax  funds  from 
local  and  state,  and  where  necessary,  from  federal  sources; 
therefore  be  it 

“ Resolved , that  the  Trustees  of  the  American  Medical 
Association  be  urged  to  use  all  appropriate  resources  and 
influences  of  the  Association  to  the  end  that  at  the  earliest 
possible  date  complete  coverage  of  the  nation’s  area  and 
population  by  local,  county,  district,  or  regional  full  time 
modern  health  services  be  achieved. 

Since  then,  the  status  of  local  health  services  throughout 
our  48  states  has  been  studied  and  reported  upon  by  a Com- 
mittee of  the  American  Public  Health  Association,  as  will  be 
seen  in  the  current  April  issue  pf  the  American  Journal  of 
Public  Health. 

The  Journal  of  the  American  Medical  Association  has,  in 
its  April  3 issue,  made  favorable  editorial  comment  upon  the 
committee’s  report,  with  special  reference  to  pending  legis- 
lation in  the  State  of  Illinois.  The  New  York  Times  of  April 
2 has  given  editorial  attention  to  the  Journal  of  the  American 
Medical  Association  editorial. 

New  York  State,  with  its  62  counties  and  its  population  of 
13,479,100,  in  spite  of  its  historic  leadership  in  many  respects 
of  both  urban  and  rural  health  services,  has  so  far  failed  to 
take  advantage  of  existing  permissive  legislation  by  organiz- 
ing its  entire  area  for  full  time  health  service  under  local 
jurisdiction. 

There  are  11  counties  with  full  time  health  service  under 
local  city  or  county  jurisdiction  in  New  York  State  (including 
the  5 in  New  York  City),  providing  for  8,780,600  population. 
There  are  also  11  cities  with  full  time  local  health  service 
within  state-administered  health  districts,  thus  providing  for 
an  additional  1,660,800  population. 

There  are  20  state  health  districts  made  up  of  51  counties 
with  health  services  organized,  directed  and  almost  wholly 
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supported  by  the  State  Department  of  Health,  providing  for 
3,037,700  population.  These,  however,  do  not  have  a full 
time  health  service  comparable  with  that  in  the  11  counties 
and  11  separate  cities  above  described.  These  51  counties 
with  a rural  and  small  town  population  of  3,037,700  have  no 
direct  responsibility  for  such  health  services  as  they  receive 
through  the  administration  of  the  districts  by  the  State  De- 
partment of  Health. 

In  view  of  the  attitude  of  the  House  of  Delegates  of  the 
American  Medical  Association,  and  taking  into  considera- 
tion the  lack  of  complete  coverage  of  the  State  of  New  York 
with  full  time  local  health  services  under  the  direction  of 
trained  and  experienced  medical  health  officers,  I ask  the 
Council  to  take  such  action,  make  such  declarations  or  pre- 
pare such  resolutions  as  may  seem  to  them  best  to  make  it 
clear  that  the  organized  medical  profession  of  New  York 
State  is  solidly  in  support  of  the  point  of  view  of  the  American 
Medical  Association  and  will  give  its  support  to  such  legisla- 
tion and  administrative  action  of  state  and  county  govern- 
ments as  will  at  the  earliest  practicable  date  bring  to  our 
entire  population  those  indispensable  local  full  time  health 
services  now  enjoyed  by  the  majority. 

In  bringing  this  matter  to  your  attention,  may  I note  that 
on  some  occasions  in  the  past  thirty  years,  efforts  to  obtain 
full  time  single  and  multiple  county  health  units  for  all  the 
areas  of  the  state  have  been  obstructed  by  the  vested  inter- 
ests (personal,  financial,  and  political)  of  some  of  the  ap- 
proximately 800  part-time,  relatively  untrained  local  health 
officers  of  villages  and  towns,  many  of  which  positions  would 
be  abolished  if  health  service  by  trained  full-time  medical  of- 
ficers of  health  were  provided. 

Better  health  services,  at  no  greater  cost  to  the  taxpayers, 
and  requiring  a smaller  number  of  medical  health  officers, 
can  be  provided  under  the  full-time  county  system  than  can  be 
had  where  the  part-time  health  officer  prevails  as  at  present. 

Asking  your  favorable  consideration  of  this  matter,  so 
that  suitable  attention  and  action  may  follow  through  the 
House  of  Delegates  at  the  meeting  in  Buffalo,  May  3 to  6,  I 
am, 

Respectfully  yours, 

Haven  Emerson,  M.D. 

Woman’s  Auxiliary.  The  Council  Advisory  Com- 
mittee to  the  Woman’s  Auxiliary  consisted  of  the 
following:  Louis  H.  Bauer,  M.D.,  chairman; 

Francis  R.  Irving,  M.D.;  and  Carlton  E.  Wertz, 
M.D. 

Because  of  the  war  situation,  and  in  the  interest  of 
economy  in  time  and  travel,  no  meetings  of  the 
Committee  were  held  during  the  year.  The  Chair- 
man corresponded  with  the  President  of  the  Auxili- 
ary, relative  to  a program  of  activity. 

The  President  of  the  Auxiliary  has  submitted  the 
following  report.  Approval  is  recommended,  and 
it  is  also  recommended  that  the  same  activities  be 
approved  for  the  ensuing  year. 

Respectfully  submitted, 

L.  H.  Bauer,  M.D.,  Chairman 

Annual  Report. — At  the  suggestion  of  our  Ad- 
visory Council,  the  program  of  our  Auxiliary  for  the 
year  1942-1943  was  built  on  the  following  four 
points : 

1.  Organize  new  counties  and  increase  member- 
ship in  those  already  organized. 

2.  Each  county  to  make  a survey  of  the  capabili- 
ties of  the  membership  to  be  turned  over  to 
the  county  medical  societies. 

3.  Offer  assistance  to  the  medical  societies  in  any 
of  their  work  in  which  they  could  use  our  help. 

4.  Continue  our  program  of  health  education 
with  particular  stress  on  the  Health  Insurance 
project  of  the  State  Society. 

On  the  first  point  we  struck  a snag.  We  found 
several  county  societies  who  were  interested  in  form- 
ing auxiliaries  when  the  war  is  over  but  were  not  in 
favor  of  doing  so  now.  In  membership  many  coun- 


ties are  remitting  their  local  dues  and  paying  the 
national  and  state  dues  of  wives  of  doctors  who  are 
in  service.  There  has  been  some  increase  in  mem- 
bership, but  this  may  be  offset  by  the  loss  of  some 
members  in  the  small  rural  counties. 

Most  of  the  counties  have  reported  making  the 
survey  suggested  by  the  Advisory  Council,  and  have 
offered  their  services  to  the  county  societies. 

Our  public  relations  chairmen  have  continued 
wherever  possible  with  health  education  programs 
for  lay  people  and  many  of  the  counties  have  had 
meetings  given  over  to  a discussion  of  the  Health 
Insurance  project. 

The  chairman  of  legislation  has  visited  various 
sections  of  the  state  to  explain  her  program  and 
has  sent  out  comprehensive  bulletins  to  the  counties 
covering  all  bills  pertaining  to  medicine  which  have 
been  introduced  in  our  State  Legislature.  The 
members  of  the  Executive  Board  visited  the  State 
Senate  in  session  in  February. 

Public  relations  work  has  continued  in  spite  of 
the  loss  of  our  state  chairman  when  she  joined  her 
husband  who  was  called  into  service.  The  outline 
suggested  by  the  National  Chairman  has  been  fol- 
lowed. 

Our  Program  Chairman  has  followed  the  outline 
of  the  National  Chairman  with  very  creditable 
results. 

The  Hygeia  Chairman  has  been  tireless  in  her 
efforts  and  has  a substantial  increase  in  subscrip- 
tions to  her  credit  for  the  year.  We  hope  also  to 
show  an  increase  for  the  Bulletin , as  great  stress  has 
been  put  upon  its  value  to  Auxiliary  officers  and 
members. 

Our  state  philanthropic  project  is  the  Physicians’ 
Home,  for  which  we  solicit  subscriptions  from  the 
individual  counties.  A Special  Committee  of  the 
Executive  Board  remembers  birthdays  of  the  in- 
mates as  well  as  Christmas  and  special  occasions. 

Many  of  the  county  auxiliaries  have  local  proj- 
ects which  they  sponsor  or  aid  each  year,  such  as 
Scout  Camps  and  camps  for  underprivileged  chil- 
dren. 

The  restrictions  placed  on  motor  transport  in  the 
East  have  had  their  effect  on  many  auxiliaries. 
Some  have  been  unable  to  meet  regularly;  many 
have  had  to  curtail  the  number  of  their  meetings; 
some  have  had  to  hold  their  meetings  to  coincide 
with  the  medical  societies  in  order  to  ride  with  their 
husbands;  and  many  other  changes  and  make- 
shifts have  had  to  be  made.  All  of  our  members 
individually  are  busy  in  their  local  communities  in 
all  kinds  of  war  work,  however,  and  enthusiasm  for 
the  auxiliary  runs  high.  We  have  the  spirit  that  will 
carry  us  through  the  emergency  and  gives  promise 
for  a rosy  future  when  the  world  returns  to  normalcy. 
Respectfully  submitted, 

Mrs.  J.  Emerson  Noll,  President 

Memorials.  The  Council  offers  memorials  of 
two  former  Presidents  of  the  Medical  Society  of  the 
State  of  New  York,  and  one  Councilor,  who  have 
died  since  the  last  meeting  of  the  House  of  Dele- 
gates. 

Dr.  Terry  Monroe  Townsend 

Dr.  Terry  Monroe  Townsend,  of  New  York  City, 
served  organized  medicine  over  many  years,  until 
his  death  on  May  16,  1942,  in  his  sixty-sixth  year. 

He  was  an  original  founder  of  the  American  Uro- 
logical Association,  President  of  the  New  York  Uro- 
logical Society  (Branch  of  the  American  Urological 
Association),  1911  to  1912.  He  was  President  of  the 
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Medical  Society  of  the  County  of  New  York  in  1933, 
President  of  the  First  District  Branch  of  the  Medical 
Society  of  the  State  of  New  York  in  1936,  and  Presi- 
dent of  the  Medical  Society  of  the  State  of  New 
York,  1939-1940.  At  the  time  of  his  death  he  was 
serving  on  the  Committee  on  Grievances  of  the 
New  York  State  Department  of  Education. 

Doctor  Townsend  was  a Fellow  of  the  American 
College  of  Surgeons,  and  a Diplomate  in  Urology. 
He  had  practiced  his  specialty  since  coming  to  New 
York  in  1899.  He  was  active  on  the  staffs  of  the 
New  York  City  Hospital,  Morrisania  Hospital, 
Lutheran  Hospital,  Midtown  Hospital,  West  Side 
Hospital  and  Dispensary,  Reconstruction  Unit  of 
Post-Graduate  Hospital,  Hospitals  of  the  Depart- 
ment of  Correction  of  the  City  of  New  York;  and 
Consulting  Surgeon  to  the  Sing  Sing  Prison  Hospital. 

A man  of  tremendous  and  never-failing  energy, 
Doctor  Townsend  lived  a life  of  highest  value  to  the 
health  of  the  community,  personally  and  through  his 
many  medical  society  activities.  He  was  a clear- 
thinking  individual  who  held  and  expounded  strong 
convictions  on  the  best  ways  for  doctors  to  practice 
the  healing  art  and  to  constantly  improve  their 
knowledge  with  the  help  of  medical  societies. 

The  Medical  Society  of  the  State  of  New  York 
feels  deeply  the  loss  of  Dr.  Terry  Monroe  Townsend. 

Dr.  Augustus  Joseph  Hambrook 

Augustus  J.  Hambrook,  M.D.,  of  Troy,  New 
York,  died  following  a long  illness,  at  the  Homer 
Folks  Hospital,  Oneonta,  Otsego  County,  New  York, 
on  July  13,  1942. 

He  was  elected  to  membership  in  the  Medical 
Society  of  the  County  of  Rensselaer  in  1909,  and 
served  as  its  secretary  during  1912-1913.  In  1928 
he  became  a member  of  the  Committee  on  Public 
Relations  of  the  Medical  Society  of  the  State  of 
New  York,  on  which  he  served  until  1937  when  he 
was  elected  a councilor  and  was  appointed  chairman 
of  the  Council  Committee  on  Public  Relations  and 
Economics,  in  which  capacity  he  served  the  State 
Society  until  his  demise. 

In  1933  and  1934  he  was  second  vice-president 
of  the  Third  District  Branch  and  in  1935  and  1938 
became  its  president.  During  these  years  he  also 
was  a censor  of  the  State  Society.  In  1937  he  was  a 
member  of  the  Committee  on  Trends  in  Medical 
Practice  and  also  of  the  Committee  to  Confer  with 
the  State  Hospital  Association.  The  next  year  he 
served  on  the  Council  Committee  on  Contacts  with 
the  Health  and  Welfare  Departments  of  the  state 
while  at  the  same  time  acting  as  chairman,  during 
that  year,  of  the  Council  Committee  on  the  Deaf 
and  Hard  of  Hearing.  In  1942  he  also  acted  as  a 
member  of  the  Joint  Committee  on  Dental  Health 
of  the  State  Medical  and  State  Dental  societies. 

He  was  a graduate  of  Albany  Medical  College, 
and  during  the  first  World  War  was  a captain  in  the 
Medical  Corps,  U.S.  Army. 

The  Medical  Society  of  the  State  of  New  York 
suffered  a great  loss  in  the  death  of  this  valuable 
Councilor. 

Dr.  Grant  Charles  Madill 

Dr.  Grant  Charles  Madill,  of  Ogdensburg,  served 
the  Medical  Society  of  the  State  of  New  York  over 
many  years  until  his  death  in  his  seventy-ninth 
year  on  March  26,  1943.  Elected  to  membership 
by  the  St.  Lawrence  County  Medical  Society  in 
1906,  he  had  been  a very  active  worker  in  county 
and  state  societies. 


Doctor  Madill  was  President  of  the  Fourth  Dis- 
trict Branch  of  the  Medical  Society  of  the  State  of 
New  York  in  1911  and  1912;  President  of  the  Medi- 
cal Society  of  the  State  of  New  York,  1919-1920; 
Delegate  to  the  American  Medical  Association  be- 
fore and  after  his  Presidency  for  many  years.  He 
was  a Trustee  of  the  State  Medical  Society  from 
1926  to  1935. 

Doctor  Madill  secured  his  M.D.  from  Bellevue 
Medical  College  in  1886,  and  interned  at  Presby- 
terian Hospital  in  New  York,  1886-1888,  and  then 
started  his  long  practice  in  Ogdensburg. 

In  1908  he  was  given  the  degree  of  LL.D.  by  St. 
Lawrence  University,  and  in  1932  the  same  degree 
by  New  York  University.  Long  interested  in  medi- 
cal education,  Doctor  Madill  was  a Regent  of  the 
University  of  the  State  of  New  York  for  years,  and 
active  in  that  capacity  at  the  time  of  his  death. 

Doctor  Madill  was  a Fellow  of  the  American 
College  of  Surgeons,  and  Chief  Surgeon,  of  long- 
standing, at  the  A.  Barton  Hepburn  Ho  pital  in 
Ogdensburg. 

The  death  of  Dr.  Grant  Charles  Madill  was  a 
great  loss  to  the  Medical  Society  of  the  State  of 
New  York  and  to  the  State  of  New  York. 

Speaker  Bauer:  I will  refer  this  supplementary 
report  to  Reference  Committee  on  Report  of  the 
Council — Part  XII,  of  which  Dr.  Monteith  is  chair- 
man. 

Section  14-  ( See  85) 

Supplementary  Report  of  the  Council — Part  XIII: 
Malpractice  Defense  and  Insurance 

The  Council  Committee  on  Malpractice  Defense 
and  Insurance  presents  the  following  memorial 
drawn  up  after  the  untimely  death  of  the  Society’s 
Legal  Counsel,  Mr.  Lorenz  J.  Brosnan. 

Lorenz  J.  Brosnan 

Lorenz  Joseph  Brosnan  died  on  April  13,  1943, 
after  a brief  illness.  Mr.  Brosnan  had  served  the 
Medical  Society  of  the  State  of  New  York  as  coun- 
sel since  1930  and  had  fulfilled  every  expectation  of 
that  position  with  a competency  second  to  none. 
Prior  to  his  designation  as  counsel  Mr.  Brosnan  had 
been  associated  with  Lloyd  Paul  Stryker,  his  im- 
mediate predecessor. 

Lorenz  Brosnan  was' born  in  New7  York  City  in 
1894  and  had  attended  De  La  Salle  Institute.  He 
was  graduated  from  Manhattan  College  in  1915  with 
the  degree  of  A.B.  and  in  1918  w*as  graduated  from 
the  Lawr  School  of  Columbia  University  and  shortly 
thereafter  was  admitted  to  the  Bar.  During  the 
thirteen  years  that  Mr.  Brosnan  served  our  Society 
as  counsel  he  rendered  most  exacting  and  varied 
services,  all  of  winch  were  faithfully  performed.  His 
annual  report  for  the  year  1942  has  been  presented 
to  this  House  of  Delegates,  and,  as  alwTays,  reveals 
his  vast  accomplishments  for  the  good  of  our  organ- 
ization. 

Mr.  Brosnan  was  a member  of  the  Association  of 
the  Bar  of  the  City  of  New  York,  the  New  York 
County  Lawyers  Association,  the  New  York  State 
and  the  American  Bar  Associations,  the  Archbish- 
op’s Committee  of  the  Laity  for  Catholic  Charities, 
the  Xavier  Alumni  Sodality,  the  Manhattan  College 
Alumni  Society,  the  Knights  of  Columbus,  the 
Society  of  the  Friendly  Sons  of  St.  Patrick,  the 
Catholic  Club,  the  Manhattan  Club,  and  the 
Larchmont  Shore  Club. 

Lorenz  Brosnan  is  survived  by  his  widow7,  his 
four  dauthters,  and  two  sons.  Also  surviving  are 
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two  brothers,  John  F.  Brosnan,  a member  of  the 
; New  York  Bar,  and  Captain  Vincent  J.  Brosnan, 
Catholic  chaplain  of  the  Army  of  the  United  States, 
stationed  at  Camp  Livingston,  Louisiana.  To  all 
I of  them  the  sincerest  sympathy  and  heartfelt  con- 
: dolence  of  this  House  of  Delegates  are  extended  and 
k be  it  recorded  that  this  expression  of  our  deep  sense 
: of  loss  is  placed  in  our  minutes  and  that  a copy  be 
transmitted  to  the  family. 

Speaker  Bauer:  I will  refer  this  supplementary 
ji  report  to  Reference  Committee  on  Report  of  the 
Council — Part  XIII,  of  which  Dr.  Krakow  is  chair- 
man. 

Section  15.  ( See  60) 

Supplementary  Report  of  Special  Committee  on  Of- 
fice Administration  and  Policies. 

The  Special  Committee  on  Office  Administration 
I and  Policies  recommends  that  the  House  of  Dele- 
| gates  continue  this  Special  Committee  working 
I under  supervision  of  and  reporting  to  the  Council, 
and  that  the  House  give  the  following  directive  as 
to  continuance  of  its  personnel  in  keeping  with  the 
action  of  the  House  in  1942. 

“The  Committee  on  Office  Administration  and 
Policies  shall  consist  of  the  general  manager,  the 
business  manager  of  the  Journal  and  Directory , 
the  literary  editor,  the  treasurer,  and  one  member 
of  the  Board  of  Trustees  to  be  appointed  by  the 
president  of  the  Society,  after  consultation  with 
the  chairman  of  the  Board  of  Trustees.” 

Speaker  Bauer:  I will  refer  this  supplementary 

report  to  Reference  Committee  on  Report  of  the 
Council — Part  IV,  of  which  Dr.  Eggston  is  chairman. 

Section  16.  {See  53) 

Supplementary  Report  of  Special  Committee  on 
Publication 

The  Committee  on  Publication  recommends  that 
the  House  of  Delegates  continue  this  special  Com- 
mittee of  the  Society  working  under  supervision  of 
and  reporting  to  the  Council,  and  that  the  House 
give  the  following  directive  as  to  the  continuance  of 
its  personnel  in  keeping  with  the  action  of  the  House 
in  1942. 

“The  Committee  on  Publication  shall  consist 
of  the  general  manager,  the  treasurer,  the  director 
of  the  Public  Relations  Bureau,  the  literary  editor, 
and  one  trustee,  who  shall  be  chairman;  the  trus- 
tee to  serve  shall  be  selected  by  the  Chairman  of 
the  Board  of  Trustees,  and  the  literary  editor 
shall  be  selected  by  the  Committee  on  Publica- 
tion at  its  first  meeting  after  this  meeting  of  the 
House  of  Delegates,  the  former  literary  editor  not 
voting.  This  is  deemed  to  be  the  most  satisfac- 
tory way  to  choose  the  incumbent  of  this  posi- 
tion, who  thereupon  becomes  a member  of  the 
Committee,  because  of  the  familiarity  of  the  Com- 
mittee with  the  duties  involved  and  the  qualifica- 
tions necessary  for  the  satisfactory  performance 
of  them.” 

Speaker  Bauer:  I will  refer  this  supplementary 

report  to  Reference  Committee  on  Report  of  the 
Council — Part  IV,  of  which  Dr.  Eggston  is  chair- 
man. 

Section  17 

Introduction  of  Representatives  from  Other  State 
Societies 

Speaker  Bauer:  Are  there  any  delegates  pres- 
ent from  Connecticut,  New  Jersey,  or  Vermont? 


(Dr.  Marshall,  of  Vermont,  arose  amid  applause.) 
Speaker  Bauer:  Dr.  Marshall,  we  are  very  glad 

indeed  to  have  you  here.  I am  pleased  to  extend  to 
you  the  privileges  of  the  floor. 

If  at  any  time  during  the  session  anyone  learns 
of  delegates  from  other  states  being  present,  I wish 
they  would  let  the  Chair  know  so  they  can  be  prop- 
erly introduced. 

Section  18 

Constitution  and  Bylaws — Amendments  Adopted 

Speaker  Bauer:  There  are  four  amendments 
introduced  last  year  which  come  before  you  now  for 
consideration,  they  having  been  printed  in  accord- 
ance with  the  bylaws. 

Mr.  Secretary,  will  you  read  the  amendments? 

(A)  Amendment  to  Chapter  X of  the  Bylaws 

Secretary  Irving:  The  first  one,  sir,  is  an 
amendment  to  Chapter  X,  of  the  Bylaws,  Section  1. 
It  refers  to  “Expenses.” 

“Section  1.  Allowances  for  expenses  incurred 
in  the  actual  performance  of  official  duties  by 
officers,  members  of  the  Council,  the  Board  of 
Trustees,  of  the  Board  of  Censors  and  committees, 
and  delegates  to  the  American  Medical  Associa- 
tion, shall  be  made  in  conformity  with  the  follow- 
ing conditions:  The  President  shall  be  allowed  a 
per  diem  and  expenses  when  engaged  upon  official 
business.  All  other  officers  shall  be  allowed 
traveling  expenses  when  engaged  upon  official 
business.  Members  of  the  Council,  of  the  Board 
of  Trustees,  and  of  the  Board  of  Censors,  shall  be 
allowed  traveling  expenses.  Members  of  com- 
mittees of  the  Council  and  all  special  committees 
of  the  Society  shall  be  allowed  traveling  expenses. 
Presidents  of  the  District  Branches  sitting  in  the 
House  of  Delegates  shall  be  allowed  necessary 
expenses.  There  shall  be  no  allowance  made  for 
the  expenses,  traveling  or  otherwise,  for  any  com- 
mittee appointed  pursuant  to  Chapter  XI  of  these 
Bylaws.  Proper  vouchers  must  be  filed  with  the 
secretary  before  any  of  above  allowances  are 
made.  The  delegates  to  the  American  Medical 
Association  who  have  attended  each  session  of 
the  House  of  Delegates  of  that  Association  and 
who  shall  have  filed  with  the  secretary  evidence 
of  such  attendance  shall  be  allowed  the  actual 
cost  of  railroad  transportation  and  Pullman  ac- 
commodations to  the  place  of  meeting  and  return. 
Each  district  branch  shall  be  entitled  to  receive  a 
sum  not  to  exceed  $200,  exclusive  of  the  work  done 
by  the  secretary  regarding  notices,  programs,  etc., 
to  defray  the  expenses  of  holding  the  annual  meet- 
ing of  such  district  branch,  provided  a proper 
statement  of  such  expense  shall  have  been  pre- 
sented to  the  secretary.  All  bills,  claims,  or 
vouchers  herein  provided  for  shall  be  filed  within 
thirty  days  after  the  date  of  the  incurring  of  such 
expense.  This  time  may  be  extended  for  any 
cause  by  the  Board  of  Trustees  and  such  exten- 
sion shall  not  exceed  ninety  days.  Payment  of  all 
these  expenses  shall  be  made  under  directions  of  the 
Board  of  Trustees .” 

Speaker  Bauer:  There  was  one  provision  pur- 
posely omitted,  which  was  to  the  effect  that  “The 
vouchers  of  such  expense  shall  be  approved  by  the 
Board  of  Trustees  before  payment.”  That  was  the 
point  of  the  amendment. 

Secretary  Irving:  Yes,  it  was  designed  to 

facilitate  the  payment  of  vouchers;  that  is,  the 
trustees  could  set  up  regulations  under  which  vouch- 


1142 


HOUSE  OF  DELEGATES 


[N.  Y.  State  J.  M.  June 


ers  could  be  paid  but  pot  to  cause  the  delay  of  wait- 
ing until  the  trustees  met  and  they  could  be  ap- 
proved. 

During  the  war  particularly  the  trustees  have  been 
meeting  only  every  twro  months  instead  of  every 
month,  and  it  causes  considerably  delay  in  the  pay- 
ment of  expense  vouchers.  This  would  merely  facili- 
tate the  payment  immediately  after  the  service  was 
performed  under  the  regulations  set  up  by  the  trus- 
tees, who  would  be  responsible  as  in  the  past,  but 
would  not  require  their  prior  approval. 

Speaker  Bauer:  This  amendment  is  before  you 
for  consideration. 

Dr.  John  J.  Masterson,  Kings:  I move  the 

adoption  of  that  amendment  to  the  Bylaws. 

Dr.  James  R.  Reuling,  Jr.,  Queens:  I second  the 
motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  adopted 

(B)  Amendment  to  Chapter  II,  Section  1,  of  the 
Bylaws 

Secretary  Irving:  The  second  is  an  amendment 
to  Section  1 of  Chapter  II,  as  follows: 

“Section  1.  The  House  of  Delegates  shall  be 
composed  of  (a)  Delegates  elected  by  the  com- 
ponent County  Medical  Societies;  ( b ) Officers  of 
the  Society  and  other  members  of  the  Council 
and  of  the  Board  of  Trustees;  (c)  the  Presidents 
of  the  District  Branches  sitting  as  District  Dele- 
gates; and  ( d ) a representative  from  each  Scientific 
Section  to  he  elected  by  each  such  Section .” 

(That  (d)  is  the  new  material.) 

“Past-Presidents  of  the  Society  shall  be  life 
members  of  the  House  of  Delegates.  Each  com- 
ponent County  Society  shall  be  entitled  to  elect 
as  many  delegates  as  there  shall  be  State  Assembly 
Districts  in  such  county  at  the  time  of  the  elec- 
tion, but  each  component  County  Medical  So- 
ciety shall  be  entitled  to  elect  at  least  one  dele- 
gate. A component  Society  representing  by  its 
name  more  than  one  county  shall  be  entitled  to  as 
many  delegates  as  there  are  Assembly  Districts 
in  the  counties  named  in  the  title  of  such  society.” 

Speaker  Bauer:  This  amendment  has  but  one 
change.  It  adds  to  the  membership  of  the  House  one 
delegate  from  each  Scientific  Section  of  the  Society, 
and  provides  for  their  being  seated  in  the  House  the 
same  as  delegates  from  County  Societies  and  Dis- 
trict Branches.  This  amendment  is  now  before  you 
for  consideration. 

Dr.  Philip  I.  Nash,  Kings:  I move  its  adoption. 
Dr.  Moses  H.  Krakow,  Bronx:  I second  the 

motion. 

....  There  being  no  discussion,  the  motion  w^as  put 
to  a vote,  and  was  carried 

Section  19 

Constitution  and  Bylaws  Amendments — Action  De- 
layed One  Year 

Speaker  Bauer:  The  next  two  amendments  are 
tied  together,  and  I suggest  you  read  them  both: 
New  Article,  No.  XIV,  to  the  Constitution,  and 
New  Section,  No.  4,  to  Chapter  Xll  of  the  Bylaws. 

Secretary  Irving:  My  understanding  is  that 

the  member  who  introduced  those  two  amendments 
would  like  to  have  them  withdrawn.  This  is  Dr. 
Kosmak. 

Dr.  George  W.  Kosmak,  New  York:  I should 
like  to  ask  that  consideration  on  these  resolutions 


be  postponed  until  the  next  year’s  meeting  of  the 
House  of  Delegates. 

Speaker  Bauer:  Dr.  Kosmak,  in  effect,  moves 
that  consideration  of  these  amendments  be  post- 
poned until  next  year’s  meeting.  Is  there  a second 
to  that  motion? 

Dr.  Kirby  Dwight,  New  York:  I will  second  it. 
Dr.  Chas.  Gordon  Heyd,  New  York:  A ques- 
tion of  order : These  have  been  published  for  action 
at  this  meeting.  It  seems  to  me  that  the  motion 
should  be  that  they  be  withdrawn,  after  wffiich  they 
can  be  reintroduced,  but  I know  of  no  mechanism 
which  can,  after  publication  of  a projected  change 
in  the  Constitution  and  Bylaws,  avoid  a vote  on  it. 
Unless  they  are  withdrawn,  there  is  no  mechanism, 
in  my  opinion,  by  wffiich  to  postpone  action  upon 
them  until  next  year.  In  order  for  us  to  take  that 
course  they  must  be  reintroduced  and  we  must  fol- 
low the  plan  laid  down  for  all  changes  in  the  Con- 
stitution and  Bylaws 

Speaker  Bauer:  It  is  true  that  amendments 

cannot  be  tabled,  but  action  on  an  amendment 
could  be  postponed  until  the  following  year  because 
it  amounts  to  the  same  thing  as  giving  notice  that 
one  intends  to  bring  the  amendment  up  next  year. 
I take  it  that  that  is  the  meaning  of  Dr.  Kosmak’s 
motion — that  he  wishes  no  action  taken  this  year, 
but  he  is  giving  notice  that  he  will  reintroduce 
them,  so  that  after  republication  they  may  be  acted 
upon  next  year.  Is  that  correct,  Dr.  Kosmak? 

Dr.  Kosmak:  That  is  correct,  Mr.  Speaker. 
Speaker  Bauer:  Does  that  satisfy  you,  Dr. 

Heyd? 

Dr.  Chas.  Gordon  Heyd:  Yes. 

Speaker  Bauer:  Is  there  any  discussion  on  the 
motion? 

....  The  question  was  called  for,  and  the  motion 
was  put  to  a vote,  and  was  unanimously  carried  .... 

Speaker  Bauer:  They  will  remain  in  the  hands 
of  the  Secretary,  and  be  republished  next  year. 

The  meeting  is  now  open  for  the  introduction  of 
resolutions. 

Section  20.  ( See  58) 

Full-Time  Director  of  Workmen’s  Compensation 
Bureau 

Dr.  Chas.  Gordon  Heyd,  New  York:  I wish  to 
introduce  the  following  resolution: 

“Whereas,  the  amendment  to  the  Workmen’s 
Compensation  Law  in  1935  delegated  specific  func- 
tions to  the  Medical  Society  of  the  State  of  New 
York;  and 

“Whereas,  it  has  been  alleged  through  the 
public  press  that  certain  physicians  have  partici- 
pated in  practices  contrary  to  the  ethical  princi- 
ples of  the  Society;  and 

“Whereas,  it  is  mandatory  upon  the  Medical 
Society  of  the  State  of  New  York  to  investigate 
and  try  such  alleged  conditions;  and 

“Whereas,  there  has  been  set  up  a Director  of 
the  Bureau  of  Workmen’s  Compensation  activi- 
ties by  the  Medical  Society  of  the  State  of  New 
York  in  conjunction  wdth  the  component  socie- 
ties; and 

“Whereas,  this  Bureau  embraces  all  activi- 
ties, duties,  and  responsibilities  under  the  amend- 
ment to  the  Workmen’s  Compensation  Law  of 
1935: 

“These  duties  and  activities  include  qualifica- 
tion of  physicians,  licensing  of  x-ray  labora- 
tories, and  medical  bureaus  operated  by  physi- 
cians and  employees;  it  includes  hearings  and 
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trials  and  charges  of  violations  of  any  of  the 
provisions  of  the  Law,  as  well  as  any  investiga- 
tion and  follow-up  of  complaints;  the  Bureau 
serves  as  a collecting  agency  for  physicians  of 
the  Society  without  cost  to  the  physicians; 
the  Bureau  coordinates  Workmen’s  Compen- 
sation in  relation  to  the  component  county 
societies. 

“The  Director  of  the  Bureau  attends  all 
arbitrations  throughout  the  State. 

“The  Bureau  maintains  contact  with  the 
seventy  insurance  carriers  operating  under  the 
amended  Compensation  Law;  serves  as  a 
clearing  house  in  arbitration  matters  for  the 
carriers  and  Labor  Department;  maintains 
active  contact  with  the  self-insurer  organiza- 
tions; it  also  is  concerned  with  the  quality  and 
type  of  legislation  affecting  Workmen’s  Com- 
pensation. 

“The  Director  has  been  instrumental  in  ob- 
taining uniform  fee  schedules  for  the  entire 
State  against  the  active  opposition  of  insur- 
ance companies  and  employers; 

“The  result  of  this  has  been  an  excess  of  over 
$1,000,000  a year  for  upstate  physicians: 
and 

“Whereas,  the  multifarious  duties  of  this 
Bureau  and  the  obligation  recently  imposed  for 
investigation;  and 

“Whereas,  it  is  contrary  to  the  best  interests 
of  the  State  Society  and  the  component  medical 
societies  to  have  such  onerous  duties  discharged 
by  a part-time  director;  be  it 

“ Resolved , that  the  Director  of  the  Bureau  of 
Workmen’s  Compensation  shall  be  a full-time 
individual  and  who,  once  appointed,  in  no  way 
engages  in  private  medical  practice;  be  it  further 
“ Resolved , that  the  State  Society  employ  such 
full-time  individual  on  a contract  basis  for  a 
minimum  period  of  five  years,  with  the  choice  of 
reappointment  by  either  party;  be  it  further 
“ Resolved , that  the  Board  of  Trustees  deter- 
mine the  annual  remuneration  to  such  individual 
in  keeping  with  the  responsibility  of  the  position 
and  the  administrative  capacity  of  the  individual. 
It  is  suggested  that  a remuneration  of  $15,000  a 
year  is  adequate  and  would  meet  the  present  living 
conditions;  and  be  it  further 

“Recommended  that  this  salary  be  apportioned 
amongst  the  State  Society,  per  se,  and  one  or 
another  of  the  component  medical  societies,  de- 
pending upon  the  numerical  panel  of  physicians 
engaged  in  compensation  work.” 

Speaker  Bauer:  This  resolution  is  referred  to 
the  Reference  Committee  on  New  Business  A,  of 
which  Dr.  Masterson  is  chairman. 

Section  21.  ( See  57) 

Amendment  to  Medical  Practice  Act 

Dr.  B.  Wallace  Hamilton,  New  York:  For  the 
Medical  Society  of  the  County  of  New  York  I de- 
sire to  present: 

“ Resolved , that  the  delegates  of  the  Medical 
Society  of  the  County  of  New  York  be  instructed 
to  urge  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  consider  an 
amendment  to  the  Medical  Practice  Act,  Section 
1264,  l. Revocation  of  certificates;  annulment  of 
registrations’” 

To  give  you  the  background  before  I introduce  the 
new  matter,  I might  add  that  in  this  little  pink  book 


with  which  you  are  probably  familiar  (holding  up 
Handbook  9,  The  University  of  the  State  of  New 
York,  Higher  Education,  Medicine  Including  Oste- 
opathy and  Physiotherapy  Law,  Rules,  and  Informa- 
tion, June,  1935),  Section  1264  deals  with  the  revo- 
cation of  certificates  and  annulment  of  registration. 
In  Section  2,  which  introduces  the  new  matter 
which  we  propose,  it  reads: 

“2.  The  license  or  registration  of  a practitioner 
of  medicine  may  be  revoked,  suspended,  or 
annuled  or  such  practitioner  reprimanded 
or  disciplined  in  accordance  with  the  pro- 
visions and  procedure  of  this  article  upon  de- 
cision after  due  hearing  in  any  of  the  follow- 
ing cases: 

(a)  That  the  physician  is  guilty  of  fraud  or 
deceit  in  the  practice  of  medicine  or  in 
his  admission  to  the  practice  of  medicine. 

( b ) That  a physician  has  been  convicted  in 
a court  of  competent  jurisdiction,  either 
within  or  without  this  State,  of  a crime 
or  misdemeanor;  or 

(c)  That  a physician  is  an  habitual  drunk- 
ard, or  addicted  to  the  use  of  morphine, 
cocaine,  or  other  drugs  having  similar 
effect,  or  has  become  insane ; or 

(d)  That  a physician  is  guilty  of  untrue, 
fraudulent,  misleading,  or  deceptive  ad- 
vertising; or  advertising  that  he  can 
cure  or  treat  disease  by  a secret  method, 
procedure,  treatment,  or  medicine;  or 
that  he  can  treat,  operate,  and  prescribe 
for  any  human  condition  by  a method, 
means,  or  procedure  which  he  refuses  to 
divulge  upon  demand  to  the  committee 
on  grievances;  and 

( e ) That  a physician  did  undertake  or  en- 
gage in  any  manner  or  by  any  ways  or 
means  whatsoever  to  procure  or  to  per- 
form any  criminal  abortion  or  to  violate 
section  eleven  hundred  and  forty-two 
of  the  penal  law.” 

The  proposal  we  make  would  be  a new  subsection 
(/),  and  this  is  the  new  matter: 

“(f)  Any  physician  participating  in  the  divi- 
sion, transference,  assignment,  rebating, 
splitting,  or  refunding  of  his  fee  for 
medical  care.” 

Do  I make  it  clear  that  this  is  under  the  section 
dealing  with  “Revocation  of  certificates;  annul- 
ment of  registration,”  after  due  hearing? 

The  Medical  Society  of  the  County  of  New  York 
would  like  to  introduce  this  resolution  contingent 
on  the  judgment  of  the  Committee  on  Legislation 
as  to  the  expedient  time  for  introducing  any  change 
in  the  Medical  Practice  Act. 

Speaker  Bauer:  As  this  pertains  pretty  much 
to  the  same  subject,  it  is  referred  to  the  same  Refer- 
ence Committee  on  New  Business,  of  which  Dr. 
Masterson  is  chairman. 

Section  22.  (See  56) 

Moreland  Act  Investigation 

Dr.  A.  A.  Eggston,  Westchester:  This  resolution 
is  in  connection  with  the  Moreland  Act  Investiga- 
tion, and  reads: 

“Whereas,  charges  made  against  certain  physi- 
cians in  connection  with  the  Moreland  Act  inves- 
tigation of  the  medical  aspects  of  the  Workmen’s 
Compensation  Law — if  subsequently  substan- 
tiated and  proved  by  trial — would  convict  these 
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physicians  of  acts  which  are  clearly  unethical; 
and 

“Whereas,  the  prominent  notice  given  these 
charges  in  the  press  may  have  led  a portion  of  the 
public  to  infer  that  such  actions  are  condoned  or 
tolerated  by  the  profession ; therefore  be  it 

“ Resolved , by  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  that 
all  unethical  activities  in  connection  with  the 
provision  of  medical  service  under  the  Work- 
men’s Compensation  Law  are  hereby  unreser- 
vedly condemned  and  repudiated;  and  be  it 
further 

“ Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  urges  its  component  county  socie- 
ties to  take  prompt  and  uncompromising  action, 
to  the  full  extent  of  their  disciplinary  powers, 
whenever  a member  is  proved  to  be  guilty  of  the 
alleged  unethical  practices.” 

Speaker  Bauer:  That  is  also  on  the  same  gen- 
eral subject  so  it,  too,  will  be  referred  to  the  Refer- 
ence Committee  on  New  Business  A,  of  which  Dr. 
Masterson  is  chairman. 

Section  23.  ( See  78) 

Full  Citizenship  as  Requirement  for  License  to 
Practice 

Dr.  Alfred  H.  Noehren,  Erie:  I have  been  in- 
structed by  the  Erie  County  Medical  Society  to 
present  the  following  resolution,  which  is  in  accord- 
ance with  action  taken  at  their  stated  meeting  held 
April  27,  1943: 

“Whereas,  full  citizenship  has  not  been  re- 
quired for  the  securing  of  a license  to  practice 
medicine  in  New  York  State;  and 

“Whereas,  most  foreign  countries  will  not 
allow  United  States  physicians  who  are  not  citi- 
zens to  secure  a license  to  practice  ; and 

“Whereas,  many  foreign  physicians  have  not 
been  in  this  country  long  enough  to  secure  citizen- 
ship or  become  acquainted  with  the  ethics  and 
customs  of  American  medicine;  and 

“Whereas,  many  of  these  foreign  physicians 
are  not  familiar  with  the  health  problems  and  the 
laws  of  this  State;  and 

“Whereas,  there  is  an  undue  concentration  of 
refugee  physicians  in  New  York  State  owing  to 
the  fact  that  most  states  insist  upon  citizenship  as 
a requirement  for  licensure;  therefore  be  it 
“ Resolved,  that  the  delegates  representing  the 
Medical  Society  of  the  County  of  Erie  be  in- 
structed to  petition  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  to  pass 
a resolution  favoring  full  citizenship  as  a requisite 
for  securing  a license;  and  be  it  further 

“ Resolved , that  the  Legislative  Committee  of 
the  Medical  Society  of  the  State  of  New  York 
take  steps  to  have  introduced  legislation  to  modify 
the  requirements  for  licensure  so  that  full  citizen- 
ship will  be  a prerequisite.” 

Speaker  Bauer  : That  resolution  will  be  referred 
to  the  Reference  Committee  on  New  Business  B,  of 
which  Dr.  Swift  is  chairman. 

Section  24.  ( See  71) 

U.S.  Cabinet  Secretary  of  Health 

Dr.  Benjamin  M.  Bernstein,  Kings:  The 

resolution  I should  like  to  present  reads: 


“Whereas,  the  forward  march  of  civilization  ! 
depends  on  the  world’s  health;  and 

“Whereas,  the  health  of  the  people  of  the 
United  States  is  the  concern  of  all  the  people;  and  ooi 
“Whereas,  coordination  of  all  agencies  working  to 
for  the  maintenance  of  health  and  the  prevention 
and  cure  of  disease  is  becoming  increasingly  im-  i 
portant  in  our  daily  lives;  and 

“Whereas,  the  problems  of  medical  care  could 
best  be  coordinated  and  correlated  under  the 
guidance  of  a central  agency;  be  it 

“ Resolved , that  the  American  Medical  Associa- 
tion again  urge  with  all  the  power  at  its  command 
that  a cabinet  ministry  of  health  be  established, 
at  the  head  of  which  there  shall  be  a physician.” 

Speaker  Bauer:  That  resolution  will  be  referred 
to  the  Reference  Committee  on  New  Business  C,  of 
which  Dr.  Carroll  is  chairman. 

Section  25.  {See  72) 

World  Food  Conference 

Dr.  Benjamin  M.  Bernstein,  Kings:  The  sec- 
ond resolution  I should  like  to  offer  concerns  the 
World  Food  Conference  and  reads: 

“Whereas,  the  use  of  food  and  the  study  and 
application  of  problems  of  nutrition  are  increas- 
ingly essential  in  the  training  and  practice  of  the  rt 
doctor;  and  & 

“Whereas,  the  problems  of  food  in  this  coun- 
try, as  well  as  the  world  at  large,  are  the  concern  < 
of  the  medical  profession;  and  " 

“Whereas,  the  knowledge  and  experience  in  ^ 
the  possession  of  the  medical  profession  in  this 
country  is  of  the  utmost  value  in  the  discussion  r 
of  national  as  well  as  international  food  relation-  t 
ships;  be  it  t 

“ Resolved,  that  the  American  Medical  Associa-  I 
tion  be  urged  to  request  representation  at  the  i 
coming  United  Nations’  Food  Conference  to  be  ; 
held  at  Hot  Springs,  Virginia,  on  May  18,  1943.  t 

Speaker  Bauer:  This  resolution  is  referred  to  1 

the  Reference  Committee  on  New  Business  C,  of  1 
which  Dr.  Carroll  is  chairman. 

Are  there  any  further  resolutions? 


Section  26.  (See  68) 

Committee  for  Liaison  with  Hospital  Administrators 

Dr.  Abraham  Koplowitz,  Kings:  This  resolu- 
tion is  pretty  self-evident,  and  I do  not  think  it  will 
require  very  much  debate : 

“Whereas,  the  medical  profession  in  its  daily 
work  in  hospitals  is  in  intimate  contact  with  the 
administrations  of  such  hospitals;  and 

“Whereas,  such  contact  is  through  Medical 
Boards  who  represent  its  own  staff  only;  and 
“Whereas,  medical  care  in  hospitals  is  now  so 
complex  and  involves  economic  factors  which  af- 
fect all  physicians;  now  therefore  be  it 

“ Resolved , that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York, 
through  its  Council,  organize  a standing  com- 
mittee on  liaison  with  hospital  administrators 
under  an  appropriate  name;  to  have  such  sub- 
divisions of  such  committee  as  will  adequately 
represent  the  various  subdivisions  of  the  State.” 

Speaker  Bauer:  This  resolution  is  referred  to 
the  Reference  Committee  on  New  Business  C,  of 
which  Dr.  Carroll  is  chairman. 
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Section  27.  {See  69) 

Graduates  of  Unapproved  Colleges  as  Interns 

Dr.  Harry  Aranow,  Bronx:  This  resolution 

concerns  the  use  of  graduates  of  unapproved  medical 
colleges  in  hospitals  in  this  war  emergency: 

“Whereas,  for  the  last  few  years  the  number  of 
medical  graduates  applying  for  internship  has 
been  inadequate  to  supply  the  demand ; and 
“Whereas,  the  present  emergency  is  drastically 
reducing  the  number  of  interns  available;  and 
“Whereas,  though  the  large,  desirable,  prom- 
inent hospitals  manage  to  obtain  a minimum 
number  of  interns  compatible  with  the  proper 
running  of  the  hospitals,  some  of  the  smaller 
hospitals  have  been  unable  to  obtain  enough  in- 
terns to  give  their  patients  even  the  most  essential 
care;  and 

“Whereas,  the  situation  is  so  critical  in  some 
localities  that  hospitals  may  be  compelled  to 
either  reduce  the  character  of  their  service  or 
close  altogether;  therefore  be  it 

“ Resolved , that  the  American  Medical  Associa- 
tion be  petitioned  to  permit  the  approved  hos- 
pitals, under  their  supervision,  to  accept  ‘for  the 
duration’  interns  from  the  several  as  yet  unap- 
proved medical  colleges.” 

Speaker  Bauer:  That  resolution  also  will  be 

referred  to  the  Reference  Committee  on  New  Busi- 
ness C,  of  which  Dr.  Carroll  is  chairman. 

Section  28.  {See  91) 

Blood  and  Plasma  Exchange  Bank 

Dr.  J.  Stanley  Kenney,  New  York:  I have  a 

resolution  that  I have  been  asked  to  introduce  by 
the  New  York  County  Medical  Society  relative  to 
the  subject  of  the  Blood  and  Plasma  Exchange 
Bank,  which  has  now  been  operating  for  about  a year 
in  that  county.  Though  it  was  conceived  and  the 
plans  for  it  were  laid  about  two  years  ago,  it  began 
to  function  only  within  the  last  year,  and  is  proving, 
we  believe,  to  be  a very  practical  and  useful  project 
in  the  Greater  City: 

“Whereas,  the  Medical  Society  of  the  County 
of  New  York,  under  the  leadership  of  its  Special 
Committee  on  Blood  Transfusion,  is  sponsoring  a 
nonprofit  organization  known  as  the  Blood  and 
Plasma  Exchange  Bank;  and 

“Whereas,  this  organization  has  been  approved 
by  the  Greater  New  York  Hospital  Association; 
and 

“Whereas,  the  Blood  and  Plasma  Exchange 
Bank  has  put  into  effect  in  the  County  of  New 
York  a uniform  procedure  of  the  highest  standards 
for  blood  banks  organized  within  the  hospitals; 
and 

“Whereas,  the  Blood  and  Plasma  Exchange 
Bank  is  making  available  to  patients  blood  and 
plasma,  both  fluid  and  dried,  at  reduced  cost  for 
those  who  can  and  wash  to  pay,  and  free  of  charge 
to  those  who  can  only  supply  blood ; and 

“Whereas,  the  Blood  and  Plasma  Exchange 
Bank  is  storing  up  a reserve  of  plasma  to  be  used 
in  the  event  of  a catastrophe ; and 

“Whereas,  organized  medicine  is  not  only  ren- 
dering these  benefits  to  the  sick,  but  also  retaining 
for  members  of  the  profession  the  practice  of 
transfusion  and  the  art  of  preparing  plasma  within 
the  present  hospital  system;  therefore  be  it 
“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  sponsor  the  extension  of  the 


activities  of  the  Blood  and  Plasma  Exchange 
Bank  throughout  the  State,  with  the  view  of  as- 
sisting and  encouraging  the  Blood  and  Plasma 
Exchange  Bank  to  extend  to  the  sick  throughout 
the  State,  and  even  to  our  remotest  communities, 
the  benefits  that  it  is  now  rendering;  and  further 
be  it 

“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York  appoint  a Special  Committee  on 
Blood  Transufsion  to  accomplish  these  aims.” 

May  I add  that  transfusion,  or  whatever  name  you 
wish  to  call  it,  is  an  important  therapeutic  measure, 
and  the  objects  of  this  resolution  are: 

First,  that  the  Medical  Society  of  the  State  of 
New"  York  be  made  familiar  with  the  organization 
and  the  aims  of  the  Blood  and  Plasma  Exchange 
Bank.  The  New  York  County  Society  is,  through 
the  Blood  and  Plasma  Exchange  Bank,  establishing 
a uniform  procedure  of  the  highest  standards  in 
blood  banks  organized  within  the  hospitals.  It  is 
making  available  to  patients  blood  and  plasma  at 
reduced  cost  for  those  who  can  and  wrish  to  pay,  and 
free  of  charge  to  those  who  can  only  supply  blood. 
It  is  storing  up  a reserve  of  plasma  to  be  used  in  the 
event  of  a catastrophe.  Organized  medicine  is  not 
only  rendering  these  benefits  to  the  sick  but  also 
keeping  the  practice  of  transfusion  and  the  art  of 
preparing  plasma  within  the  present  hospital  system 
and  by  members  of  the  profession. 

Second,  it  is  urged  that  a special  committee  on 
blood  transfusion  be  appointed  by  the  Medical 
Society  of  the  State  of  New  York  with  the  view  of 
spreading  these  benefits  throughout  the  State. 

Speaker  Bauer:  This  resolution  is  referred  to 
the  Reference  Committee  on  New  Business  A,  of 
which  Dr.  Masterson  is  chairman. 

Section  29.  {See  81) 

County  Legislative  Committees,  Additional  Meeting 
in  Fall 

Dr.  Robert  B.  Archibald,  Westchester:  This 

resolution  is  submitted  with  the  idea  that  it  will 
materially  facilitate  the  work  of  the  various  legisla- 
tive committees  of  the  county  societies  and  also  the 
similar  committee  of  the  State  Society: 

“Whereas,  the  Medical  Society  of  the  County 
of  Westchester  believes  that  the  legislative  work  of 
the  Medical  Society  of  the  State  of  New  York  and 
the  various  County  Societies  would  be  greatly 
facilitated  by  a conference  of  county  society  legis- 
lative committee  chairmen  with  the  State  Society 
Legislative  Committee  to  be  held  in  the  late  fall 
each  year,  in  advance  of  the  Legislative  Session, 
in  addition  to  the  legislative  conference  regularly 
held  midway  during  the  Legislative  Session;  and 
“Whereas,  such  a preparatory  conference 
would  enable  agreements  to  be  reached  for  the 
support  of  legislation  mandated  by  the  House  of 
Delegates;  would  enable  county  societies  having 
legislative  problems  to  bring  them  in  advance  of 
the  meeting  of  the  legislature  to  the  attention  of 
the  other  counties  and  of  the  State  Committee; 
would  enable  the  State  Committee  to  inform 
county  committees  of  the  prospects  of  the  forth- 
coming legislative  session  and,  in  general,  would 
prepare  the  county  committees  for  more  effective 
cooperation  with  the  State  Committee  in  its 
work;  therefore,  be  it 

“ Resolved,  that  this  House  of  Delegates  advise 
the  Council  that  it  favors  the  holding  of  such  an 
additional  legislative  conference  with  the  chair- 
men of  county  society  legislative  committees 
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shortly  before  the  opening  of  the  regular  session 
of  the  State  Legislature,  for  the  purposes  enumer- 
ated above,  and  to  the  end  that  the  coordinated 
legislative  activities  of  the  county  and  State  socie- 
ties may  be  more  purposeful  and  effective  than 
they  can  be  under  present  procedures.” 

Speaker  Bauer:  This  resolution  is  referred  to 
the  Reference  Committee  on  New  Business  B,  of 
which  Dr.  Swift  is  chairman. 

Section  30.  {See  52,  54) 

Directory  Publication 

Dr.  Walter  P.  Anderton,  New  York:  Mr. 

Speaker  and  Members  of  the  House,  I have  been  in- 
structed by  the  Medical  Society  of  the  County  of 
New  York  to  introduce  the  following  resolution: 
“Whereas,  the  last  issue  of  the  Medical  Di- 
rectory of  New  York,  New  Jersey,  and  Connecticut, 
Volume  XLI,  1941-1942,  is  in  many  instances  out 
of  date  because  of  the  absences  of  practitioners  of 
medicine  in  the  armed  forces  and  because  of  re- 
movals; therefore  be  it 

“Resolved,  that  it  is  recommended  by  this 
House  assembled  that  the  Medical  Directory  of 
New  York,  New  Jersey,  and  Connecticut,  Volume 
XLII,  be  published  in  the  near  future.” 

Speaker  Bauer:  Inasmuch  as  one  of  the  Coun- 
cil Committee  reports  takes  up  this  same  subject, 
instead  of  being  referred  to  a New  Business  Com- 
mittee this  resolution  will  be  referred  to  the  Refer- 
ence Committee  on  Report  of  the  Council — Part 
IV,  Publications  and  Medical  Publicity,  of  which  Dr. 
Eggston  is  the  chairman. 

Section  31.  {See  62) 

Basic  Science  Law 

Dr.  Charles  Gullo,  Livingston:  The  following 
resolution  is  introduced  by  the  Livingston  County 
Medical  Society: 

“Whereas,  there  are  people  in  the  State  of 
New  York  practicing  the  Healing  Art  without 
having  adequate  knowledge  of  the  human  body; 
and 

“Whereas,  experience  has  shown  that  it  is 
most  difficult  and  generally  futile  to  effectively 
prosecute  these  people  even  when  they  have 
violated  the  Medical  Practice  Act;  and 

“Whereas,  it  is  the  duty  of  Organized  Medi- 
cine to  promulgate  medical  information  and  pre- 
vent fraudulent  and  inferior  medical  service  to 
our  people;  now,  therefore,  be  it 

“Resolved,  that  the  House  of  Delegates  of  the 
New  York  State  Medical  Society  hereby  author- 
izes and  instructs  its  Legislative  Committee  to 
present  to  the  Legislature  of  the  State  of  New 
York  a suitable  bill  to  correct  this  condition  and 
that  such  bill  shall  provide  substantially  as  fol- 
lows: 

‘An  Act  to  provide  for  examination  in  the 
basic  sciences,  authorizing  the  Board  of  Regents 
to  issue  a Certificate  of  Proficiency  in  the  basic 
sciences,  which  Certificate  shall  be  a prerequi- 
site to  eligibility  for  examination  for  license  to 
practice  medicine  and  surgery,  osteopathy, 
osteopathy  and  surgery,  as  now  prescribed  by 
law,  dentistry,  or  any  other  system  or  method  of 
healing  that  may  hereafter  be  legalized  in  the 
State  of  New  York,  to  define  the  basic  sciences, 
the  practice  of  healing,  a license,  and  to  provide 
penalties  for  the  violation  of  this  Act. 


‘Section  1.  Definition  as  used  in  this  Article:  ® 
‘Wherever  the  term,  “Practicing  Healing,”  jj 
or  “Practice  of  Healing”  is  used  in  this  Act  ?f 
unless  otherwise  specifically  defined,  the  same  i °J 
shall  be  understood  and  construed  to  mean  and  I 
include  any  person  not  hereinafter  excepted  111 
from  the  provisions  of  this  Act  who  shall  in  j a11 
any  manner  for  any  fee,  gift,  compensation,  j bl 
or  reward,  or  in  expectation  thereof,  engage  in,  j ® 
or  hold  himself  out  to  the  public  as  being  en-  c!' 
gaged  in  the  practice  of  medicine  or  surgery,  I C1 
the  practice  of  osteopathy,  the  practice  of  any  31 
legalized  method  of  healing,  or  the  diagnosis, 
analysis,  treatment,  adjustment,  correction,  or  j 
cure  of  any  disease,  injury,  defect,  deformity,  I 
infirmity,  ailment,  or  affliction  of  human  beings, 
or  any  condition  or  conditions  incident  to  preg- 
nancy or  childbirth  or  examination  into  the  fact, 
condition,  or  cause  of  human  health  or  disease 
or  who  shall  for  any  fee,  gift,  compensation,  or 
reward,  or  in  expectation  thereof,  suggest,  a 
recommend,  or  prescribe  any  medicine  or  any 
form  of  treatment,  correction,  or  cure  therefor; 
also  any  person  or  persons,  not  hereinafter  ex-  p 
cepted  from  the  provisions  of  this  Act,  indi-  Si 
vidually  or  collectively  who  maintains  an  office 
for  the  reception,  examination,  diagnosis,  or 
treatment  of  any  person  for  any  disease,  in- 
jury, defect,  deformity,  or  infirmity  of  body  or  ^ 
mind,  or  who  attaches  the  title  of  Doctor,  Phy-  r 
sician,  Surgeon,  Specialist,  M.D.,  M.B.,  D.O.,  !ire 
D.C.,  or  any  other  work,  abbreviation,  or  title  I 
to  his  name  indicating  or  designed  to  indicate 
that  he  is  engaged  in  the  practice  of  healing. 

‘Section  2.  Qualifications 
‘No  person  shall  engage  in  the  “Practice  of 
Healing”  unless  he  shall  first  have  complied 
with  the  following  prerequisites: 

lFirst:  He  must  pass  an  examination  given 
bjr  the  Board  of  Regents  through  its  Board  of 
Medical  Examiners  in  the  Basic  Sciences — j 
namely:  anatomy,  physiology,  physiologic  j: 

chemistry,  bacteriology,  pathology,  and  hygiene 
— and  upon  satisfactorily  passing  such  an  ex- 
animation  shall  receive  a Certificate  of  Profi- 
ciency in  the  Basic  Sciences  which  shall  not  be  | 
interpreted  as  conferring  the  right  to  engage  in 
the  practice  of  healing. 

‘ Second : After  receiving  said  Certificate  of 

Proficiency,  he  must  pursue  other  studies  as 
established  by  law  and  appear  before  the  Board  j 
of  Choice  of  the  Board  of  Regents  for  further 
examination  and  having  fulfilled  other  require- 
ments  prescribed  by  law,  he  may  be  licensed  to 
practice. 

‘Section  3.  Exemptions 
‘All  persons  already  licensed  prior  to  enact- 
ment of  this  Act. 

‘Section  4.  Penalty 

‘Any  person  violating  any  provision  or  pro- 
visions of  the  foregoing  Sections  shall  be  guilty 
of  a misdemeanor  punishable  by  law.’  ” 

Speaker  Bauer:  This  resolution  is  referred  to 

the  Reference  Committee  on  New  Business  A,  of  | 
which  Dr.  Masterson  is  chairman. 

Section  32.  {See  66) 

Amendment  to  “Principles  of  Professional  Con- 
duct” 

Dr.  Harold  B.  Davidson,  New  York:  Mr.  ft 
Speaker,  Ladies  and  Gentlemen  of  the  House,  I am  ft 
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instructed  by  the  New  York  County  Medical  Society 
to  present  a suggested  draft  of  an  amendment  to 
Section  17  of  the  Principles  of  Professional  Conduct 
of  the  Medical  Society  of  the  State  of  New  York.  I 
think  that  a complete  description  of  the  purposes  of 
this  would  take  too  much  of  the  time  of  the  House, 
and  had  probably  better  be  given  in  committee, 
but,  briefly,  it  is  in  reference  to  a good  many  of  the 
unfairnesses  in  practice  which  will  occur  in  large 
cities,  such  as  New  York  City  and  the  other  large 
cities  of  the  State.  The  suggested  draft  to  the 
amendment  reads  as  follows: 

“When  one  physician  seeks  the  medical  aid  of 
another  with  whom  he  has  previously  had  no  signifi- 
cant professional  or  social  connection,  it  is  proper 
for  the  physician  seeking  aid  to  offer,  and  ethical 
for  the  treating  physician  to  receive,  reasonable 
compensation  for  the  services  rendered .” 

Speaker  Bauer:  That  is  referred  to  the  Refer- 
ence Committee  on  New  Business  C,  of  which  Dr. 
Carroll  is  the  chairman. 

Section  33.  ( See  79) 

Suggested  Amendment  to  Federal  Compensation 
Act  Covering  Longshoremen  and  Harbor  Workers 

Dr.  Peter  M.  Murray,  New  York:  By  vote  of 
the  Medical  Society  of  the  County  of  New  York  I 
have  been  instructed  to  introduce  the  following 
resolution : 

“Whereas,  employees  working  as  longshore- 
men and  harbor  workers  are  covered  against  in- 
jury or  death  resulting  from  accidents  while  at 
work,  by  the  Federal  Compensation  Act  (Public- 
No.  803-69  Congress.)  known  as  ‘Longshore- 
men’s and  Harbor  Workers’  Compensation  Act’; 
and 

“Whereas,  the  employer  of  such  workmen  is 
obligated  to  furnish  such  medical,  surgical  and 
other  attendance  or  treatment,  nurse  and  hospital 
service,  medicine,  crutches,  and  apparatus  for 
such  period  as  the  nature  of  the  injury  or  the 
process  of  recovery  may  require;  and 

“Whereas,  physicians  in  the  neighborhood  of 
docks  and  harbors  where  such  injury  may  occur 
have  given  such  injured  employees  emergency 
treatment,  and  have  had  the  patient  taken  away 
from  them  by  the  employer  or  his  agent  and  sent 
to  the  physician  preferred  by,  or  under  contract 
with,  the  employer;  and 

“Whereas,  such  physicians  who  have  treated 
such  injured  employees  have  difficulty  in  collect- 
ing fees  for  services  rendered,  even  for  emergency 
treatment;  and 

“Whereas,  the  employee,  by  such  procedure, 
is  deprived  of  free  choice  of  a physician  as  pro- 
vided for  by  the  New  York  State  Workmen’s 
Compensation  Law,  and  advocated  by  the  ethics 
of  the  American  Medical  Association;  therefore, 
be  it 

“ Resolved , that  it  is  the  consensus  of  opinion 
of  the  New  York  County  Medical  Society  that 
the  Federal  Compensation  Act  known  as  Long- 
shoremen’s and  Harbor  Workers’  Compensation 
Act  be  amended  to  allow  injured  employees  to  be 
treated  by  a physician  of  their  own  choice  with 
whom  they  may  stay  until  the  completion  of 
treatment.” 

Speaker  Bauer:  This  resolution  is  referred  to 

the  Reference  Committee  on  New  Business  B,  of 
which  Dr.  Swift  is  the  chairman. 


Section  34.  ( See  59) 

Medical  Relief,  Direct  Payment  of  Medical  Fees 

Dr.  Eugene  H.  Coon,  Nassau:  I have  been  in- 
structed to  present  this  resolution  on  behalf  of  the 
Nassau  County  Medical  Society: 

“Whereas,  the  report  of  the  Subcommittee 
on  Medical  Relief  of  the  Council  of  the  Medical 
Society  of  the  State  of  New  York,  as  published  in 
the  New  York  State  Journal  of  Medicine, 
March  1,  1943,  issue,  states  that  doctors  rendering 
authorized  care  to  recipients  of  old  age  assistance 
of  the  Welfare  Department  are  in  many  cases 
not  receiving  payment  for  their  services  because 
of  the  failure  of  the  recipients  of  such  services  to 
pay  to  the  physicians  the  money  given  them  for 
such  payment,  and  reports  that  the  State  Wel- 
fare Department  has  agreed  to  send  an  itemized 
bill  to  the  patient  of  the  old  age  group  definitely 
stating  the  amount  due  the  doctor;  and 

“Whereas,  it  is  the  feeling  of  the  Nassau 
County  Medical  Society  that  this  proposed  step 
will  not  be  sufficient  to  assure  payment  to  the 
physician  of  his  just  fee;  and 
“Whereas,  numerous  complaints  have  been  re- 
ceived from  physicians  in  Nassau  County  of  the 
inability  of  the  physicians  to  collect  such  just 
fee  because  of  the  present  regulations  prohibiting 
the  direct  payment  to  the  physicians  by  the  Wel- 
fare Department  for  services  rendered  the  recipi- 
ents of  relief  in  those  categories  which  are  covered 
by  Federal  ‘reimbursement’  regulations;  be  it 
hereby 

“ Resolved , that  it  is  the  opinion  of  the  Nassau 
County  Medical  Society  that  attempts  should  be 
made  to  secure  a return  to  the  old  system  under 
which  payment  is  made  directly  to  the  physician 
for  medical  services  authorized  by  the  Welfare 
Department;  and  be  it  further 

“ Resolved , that  the  delegates  representing  the 
Nassau  County  Medical  Society  at  the  annual 
meeting  of  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  introduce  resolu- 
tions calling  upon  the  State  Society  to  recommend 
to  the  New  York  State  Department  of  Social 
Welfare  that  steps  be  taken  to  assure  the  payment 
of  physicians  for  services  rendered  by  making 
direct  payment  for  such  services  to  the  authorized 
physician.” 

Speaker  Bauer:  Inasmuch  as  this  same  subject 
is  discussed  in  the  Report  of  the  Council — Part  VI 
— on  Medical  Relief,  this  resolution  will  be  referred 
to  the  Reference  Committee  on  the  Report  of  the 
Council — Part  VI,  of  which  Dr.  Rawls  is  chairman, 
instead  of  to  a new  business  committee. 

Section  35.  ( See  70) 

Amendment  to  Workmen’s  Compensation  Law  to 
Cover  Paid  Hospital  Physicians 

Dr.  Jacob  Werne,  Queens:  Mr.  Speaker  and 

Members  of  the  House  of  Delegates,  I am  instructed 
by  the  Queens  County  Society  to  introduce  the  fol- 
lowing resolution  relative  to  amending  the  Work- 
mens’ Compensation  Law: 

“Whereas,  physicians  employed  by  hospitals 
or  other  institutions  allied  to  the  practice  of 
medicine  are  exposed  to  certain  special  hazards 
incident  to  their  employment,  in  addition  to  the 
ordinary  hazards  common  to  all  individuals  em- 
ployed by  these  institutions;  and 
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“Whereas,  such  physicians  (with  the  excep- 
tion of  interns)  are  not  included  as  beneficiaries 
under  the  Workmen’s  Compensation  Law;  and 
“Whereas,  disability  resulting  from  injury  or 
illness  sustained  as  a result,  and  in  the  course  of 
such  employment  may  markedly  diminish  or 
entirely  dissipate  the  earning  power  of  such 
physicians;  be  it  hereby 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  initiate  measures,  through 
appropriate  channels,  to  cause  the  Workmen’s 
Compensation  Law  to  be  so  amended  as  to  pro- 
vide for  the  inclusion  of  the  class  of  physicians 
above  described  as  beneficiaries  under  that  Law.” 
In  explanation,  I might  say  that  the  reason  for 
the  introduction  of  this  resolution  is  that  a physician, 
one  of  our  members,  a pathologist  in  one  of  our  hos- 
pitals, contracted  tuberculosis  because  of  an  ex- 
posure, we  believe,  in  the  routine  of  the  work  he 
was  called  upon  to  perform.  The  Compensation 
Law  covers  interns  who  so  contract  tuberculosis, 
but  not  paid  staff  physicians.  The  purpose  of  this 
amendment  is  to  remedy  that  injustice. 

Speaker  Bauer:  This  resolution  is  referred  to 
the  Reference  Committee  on  New  Business  C,  of 
which  Dr.  Carroll  is  chairman. 

Section  36.  ( See  65) 

Practical  Nurse  Training 

Dr.  George  W.  Kosmak,  New  York:  I would 
like  to  introduce  this  resolution: 

“Whereas,  there  has  long  existed  an  evident 
need  for  another  type  of  nursing  service  of  a less 
demanding  character  than  that  hitherto  supplied 
by  the  highly  trained  professional  registered  nurse 
group,  for  those  patients,  for  example,  afflicted 
with  simple  illness,  undergoing  convalescence  from 
previous  operations  or  confinements,  or  suffering 
from  disabling  chronic  disease;  and 

“Whereas,  this  need  has  been  intensified  dur- 
ing the  present  emergency  by  the  lack  of  available 
nurses  for  civilian  and  hospital  needs;  and 

“Whereas,  there  are  at  present  inadequate 
facilities  for  the  procurement  and  training  for 
this  special  practical  nurse  group;  therefore,  be  it 
“ Resolved , that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  endorse 
the  movement  to  extend  the  facilities  for  training 
such  practical  nurses  and  likewise  commend  the 
efforts  by  the  Nursing  Council  of  this  State  in 
the  procurement  of  candidates  for  such  training.” 

Speaker  Bauer:  This  is  referred  to  the  Refer- 
ence Committee  on  New  Business  C,  of  which  Dr. 
Carroll  is  the  chairman. 

Speaker  Bauer:  Are  there  any  other  resolutions 
to  present? 

Section  37.  ( See  55) 

Commendation  of  Dr.  Emily  D.  Barringer 

Dr.  Albert  A.  Gartner,  Erie:  This  is  a resolu- 
tion that  was  passed  by  the  Medical  Society  of  the 
County  of  Erie,  and  I was  asked  to  read  it  here  to- 
day: 

“Whereas,  women  physicians  have  been  active 
in  the  treatment  of  civilians,  regardless  of  sex; 
and 

“Whereas,  the  Medical  Department  of  the 
United  States  Army  up  to  recently  has  refused  to 
commission  women  physicians  as  medical  of- 
ficers; therefore  be  it 


“ Resolved,  that  the  Medical  Society  of  the 
County  of  Erie  go  on  record  as  commending  Dr. 
Emily  D.  Barringer  for  her  stand  and  constant 
effort  in  securing  commissions  for  women  physi- 
cians, and  that  this  resolution  be  read  at  the 
meeting  of  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York.” 

Speaker  Bauer:  That  resolution  is  referred  to 
the  Reference  Committee  on  New  Business  A,  of 
which  Dr.  Masterson  is  chairman. 

Section  38 

American  Medical  Women’s  Association — Com- 
mendation Received  for  Aid  in  Securing  Com- 
missions for  Women  Doctors 

Speaker  Bauer:  The  Secretary  has  a communi- 
cation on  this  same  subject,  which  I will  ask  him  to 
read  at  this  time. 

Secretary  Irving:  This  is  a letter  from  Emily 
Dunning  Barringer  on  the  stationery  of  the  Ameri- 
can Medical  Women’s  Association,  Inc.,  dated  April 
29,  1943,  and  is  addressed: 

House  of  Delegates,  Medical  Society  of  the  State  of  New 
York 

Buffalo,  New  York 

To  the  Members  of  the  House  of  Delegates: 

As  Chairman  of  the  Special  Committee,  “Commissions 
for  Women  Physicians  in  the  Army  and  Navy”  of  the  Ameri- 
can Medical  Women’s  Association,  I am  writing  to  send  the 
heartiest  thanks  of  our  Committee  to  the  Members  of  the 
House  of  Delegates  of  the  Medical  Society  of  the  State  of 
New  York  for  the  magnificant  support  that  it  has  given  the 
women  physicians  in  their  recent  struggle  to  attain  proper 
Wartime  Rating  in  the  Medical  Corps  of  the  United  States 
Army  and  Navy. 

If  it  had  not  been  for  the  generous  and  gallant  stand  of  the 
House  of  Delegates  of  New  York  State,  not  once  but  on  sev- 
eral occasions,  it  is  more  than  likely  that  the  earnest  effort 
of  the  women  physicians  would  have  been  of  no  avail. 

It  will  be  a matter  of  lasting  gratification  to  the  women 
physicians  of  New  York  State  that  their  State  Society  was 
the  first  to  have  the  vision  and  the  courage  to  blaze  a trial 
for  us  at  a time  when  public  opinion  was  in  doubt  as  to  the 
justice  of  our  quest. 

With  our  profound  appreciation,  believe  me, 

Respectfully  yours, 

Emily  Dunning  Barringer 

(Applause) 

Speaker  Bauer:  Dr.  Barringer,  I am  sure  I 

speak  for  the  House  in  thanking  you  for  the  letter 
just  read  by  the  Secretary.  It  will  be  entered  in  our 
minutes. 

Section  39.  ( See  67) 

Board  of  Regents  Appointment  Suggested 

Dr.  B.  Wallace  Hamilton,  New  York:  This 
resolution  has  been  endorsed  by  the  New  York 
County  Medical  Society,  and  now  we  ask  for  its 
endorsement  by  this  House: 

“ Resolved , that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  respect- 
fully recommend  and  urge  upon  the  joint  caucus  of 
the  Senate  and  Assembly  of  the  State  of  New  York 
the  designation  of  Dr.  Chas.  Gordon  Heyd  as 
Medical  Representative  on  the  Board  of  Regents 
of  the  University  of  the  State  of  New  York.” 

In  introducing  this  resolution  we  are  quite  aware 
unofficially  that  this  designation  to  succeed  Dr. 
Madill  will  be  quite  impossible  as  Dr.  Madill  was  a 
resident  of  the  Fourth  JudicialJDistrict,  and  that 
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that  designation  has  already  been  made,  but  there 
are  others  to  be  made. 

Speaker  Bauer:  This  is  referred  to  the  Refer- 
ence Committee  on  New  Business  C,  of  which  Dr. 
Carroll  is  the  Chairman. 

Dr.  Irving  has  a communication  along  the  same 
line  and  I would  ask  him  to  read  that  now. 

Secretary  Irving:  This  is  on  the  stationery  of 
The  Homeopathic  Medical  Society  of  the  State  of 
New  York,  and  it  is  addressed  to  the  Speaker  of  the 
House  of  Delegates,  Medical  Society  State  of  New 
York  Convention,  Hotel  Statler,  Buffalo,  New  York, 
under  date  of  May  1,  1943: 

“Dear  Sir: 

“At  the  annual  meeting  of  the  Homeopathic 

Medical  Society  of  the  State  of  New  York  held 

on  Thursday,  April  29,  1943,  the  following  resolu- 
tion was  adopted: 

‘Whereas,  The  Board  of  Regents  of  the  State 
of  New  York  is  called  to  act  upon  and  deliber- 
ate many  aspects  of  medicine  and  related  medi- 
cal problems,  and  whereas  the  medical  profes- 
sion cannot  properly  be  represented  except  by 
a competent  physician,  The  Homeopathic  Medi- 
cal Society  of  the  State  of  New  York  therefore 
endorses  the  name  of  Dr.  Chas.  Gordon  Hejrd, 
of  New  York  City,  for  appointment  on  the 
Board  of  Regents  of  the  State  of  New  York, 
since  we  feel  that  the  medical  profession  should 
be  represented  in  the  deliberations  of  this  august 
body/ 

“Fraternally  yours, 

Frank  J.  Borrelli,  M.D.,  President ” 

(Applause) 

Speaker  Bauer:  That  will  be  attached  to  the 
resolution  and  referred  to  the  Reference  Committee 
on  New  Business  C,  together  with  the  resolution. 

Are  there  any  other  resolutions  to  be  introduced 
at  this  time? 

....  There  was  no  response 

Section  40 

Announcements  by  the  Speaker 

Speaker  Bauer:  I invite  your  attention  to  the 


fact  that  there  will  be  an  opportunity  to  introduce 
resolutions  in  the  final  session  tomorrow  afternoon 
only  by  a two-thirds  vote.  I hope  nobody  will  wait 
that  long  because  we  will  be  very  cramped  for  time. 
There  will  be  further  opportunity  for  introducing 
resolutions  this  afternoon  and  tomorrow  morning, 
but  so  far  as  possible  please  try  to  get  your  resolu- 
tions in  by  this  afternoon. 

The  Reference  Committees,  as  I told  you,  are 
going  to  be  cramped  for  space.  The  tables  are  in 
here,  but  those  who  will  have  to  continue  their 
deliberations  during  the  session  of  the  House  will 
find  room  on  the  eighteenth  floor,  in  Room  1814. 

I hope  the  Reference  Committees  will  meet  as 
promptly  as  they  can  so  that  as  many  as  possible 
will  be  able  to  get  their  reports  in  this  afternoon. 
All  officers  and  members  of  committees  who  are  in- 
terested in  any  of  the  resolutions  or  in  any  of  the 
reports  should  seek  out  the  reference  committees  to 
whom  they  have  been  referred  so  that  you  can  state 
your  views  to  them. 

Speaker  Bauer:  Gentlemen,  the  officers  of  the 
Society  and  the  Sections  were  considerably  uneasy 
as  to  the  attendance  we  might  have  this  year  in  view 
of  the  rather  stringent  conditions  of  transportation 
and  difficulty  in  getting  away.  Now  I am  glad  to 
say  that  everyone  is  very  much  pleased  that  this 
promises  to  be  a well-attended  meeting.  There 
apparently  was  no  hesitation  or  worry  on  the  part 
of  the  exhibitors  because  they  came  out  in  full  force, 
and  we  owe  them  a debt  of  gratitude  for  coming 
here  and  getting  their  equipment  set  up  under  the 
difficulties  they  had  in  transporting  their  material. 
I hope,  therefore,  that  every  member  of  the  House 
will  see  to  it  that  at  some  time  during  the  meeting 
he  visits  all  the  exhibits  which  have  been  prepared, 
both  the  technical  and  the  scientific  exhibits. 

I have  another  announcement  concerning  a change 
in  one  of  the  reference  committees.  Dr.  Kelley, 
who  was  scheduled  to  be  a member  of  the  Refer- 
ence Committee  on  New  Business  C,  is  not  here. 
Dr.  James  B.  Lawler,  of  Oneida,  is  appointed  in  his 
place. 

If  there  are  no  further  resolutions,  the  House  will 
stand  in  recess  until  3:00  p.m. 

(At  12:00  m.  a recess  was  taken.) 


Afternoon  Session 

May  3,  1943 


The  session  convened  at  3: 15  p.m.,  pursuant  to 
recess. 

Speaker  Bauer:  The  House  will  be  in  order. 

Section  41- 

Introduction  of  President-Elect  Zoe  Allison  Johnson, 
M.D.,  of  the  American  Medical  Women’s  As- 
sociation 

Speaker  Bauer:  Members  of  the  House,  we 

have  a distinguished  visitor  here  this  afternoon,  and 
I am  going  to  ask  Dr.  J.  Stanley  Kenney,  of  New 
York,  to  present  her  to  us. 

Dr.  J.  Stanley  Kenney,  New  York:  Mr. 

Speaker  and  Members  of  the  House,  I have  the 
honor  and  the  pleasure  of  presenting  to  you  Dr. 
Zoe  Allison  Johnson,  President-Elect  of  the  Alle- 
ghany County  Medical  Society  in  Pennsylvania  and 
President-Elect  of  the  American  Medical  Women’s 
Association.  (Applause) 


Speaker  Bauer:  Dr.  Johnson,  I believe  this  is 
the  first  time  this  Society  has  had  the  honor  of 
having  the  President-Elect  of  the  American  Wom- 
en’s Medical  Association  here.  We  are  delighted  to 
welcome  you,  and  hope  you  will  say  a few  words  to 
us  now. 

Dr.  Zoe  Allison  Johnson:  Mr.  Speaker  and 

Members,  I am  very  happy  to  have  this  courtesy 
extended  to  me.  As  one  delegate  from  the  State  of 
Pennsylvania  to  their  House  of  Delegates,  I bring 
the  greetings  of  the  Pennsylvania  State  Medical 
Society. 

I have  one  other  thing  that  I should  like  to  say. 
No  doubt  you  have  been  properly  thanked,  or  if  you 
have  not  been  you  will  be  by  the  proper  representa- 
tive, Dr.  Barringer,  the  Chairman  of  the  Committee 
for  Securing  Commissions  for  Women  Physicians  in 
the  Army  and  Navy,  for  the  efforts  you  made  in  our 
behalf.  However,  I want  you  to  know  that  all  of 
the  women  who  have  worked  so  hard  for  this  want 
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to  thank  you  because  they  know  that  the  New  York 
State  group  was  one  of  the  first  groups  that  were 
behind  them.  I thank  you  very  much  for  that  in  the 
name  of  the  American  Medical  Women’s  Associa- 
tion. (Applause) 

Speaker  Bauer:  Are  there  any  reference  com- 
mittees ready  to  report? 

Section  43.  ( See  1 ) 

Report  of  the  Reference  Committee  on  Credentials 

Speaker  Bauer:  The  Chairman  of  the  Com- 

mittee on  Credentials  will  give  the  report  on  the 
registration  to  date. 

Secretary  Irving:  Present  here  today: 


Officers  and  Past-Presidents 32 

Delegates 142 

making  a total  of 174 


Speaker  Bauer:  Is  any  reference  committee 

read}"  to  report? 

....  There  was  no  response 

Speaker  Bauer:  While  we  are  waiting,  the 

Secretary  will  read  a letter. 

Section  43. 

Women’s  Medical  Society  of  New  York  State— Let- 
ter of  Commendation 

Secretary  Irving:  This  is  from  the  President 
of  the  Women’s  Medical  Society  of  New  York 
State,  addressed  to  Dr.  George  W.  Cottis,  President, 
and  Delegates  of  the  Medical  Society  of  the  State 
of  New  York,  and  reading: 

“Gentlemen: 

“The  Women’s  Medical  Society  of  New  York 
State  at  its  annual  meeting,  held  at  the  Town 
Club  of  Buffalo,  May  3,  1943,  unanimously  passed 
the  following  resolution: 

“Whereas,  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  has 
for  a period  of  over  two  years  gone  on  record  as 
giving  women  physicians  vigorous  support  in 
their  effort  to  obtain  commissions  in  the  Medi- 
cal Reserve  Corps  of  the  United  States  Army 
and  Navy;  and 

“Whereas,  the  women  physicians  of  this 
State  feel  that  the  recent  successful  passage  of 
legislation  to  this  effect  is  due  in  great  part  to 
the  wholehearted  endorsement  of  the  Medical 
Society  of  the  State  of  New  York ; therefore  be  it 
“Resolved,  that  the  Women’s  Medical  Society 
of  New  York  State  express  their  profound  ap- 
preciation and  tender  their  heartiest  thanks  to 
their  men  colleagues.” 

“Women’s  Medical  Society  of  New  York  State 
By  Marguerite  P.  McCarthy,  President” 

Speaker  Bauer:  That  will  be  entered  in  our 

minutes. 

While  we  are  waiting  for  the  reference  committees, 
are  there  any  further  resolutions  to  be  introduced? 

Section  44 • ($ee  88) 

Remission  of  Dues  of  Members  Serving  in  Veterans 
Administration  Facility 

Dr.  John  J.  Buettner,  Onondaga:  This  resolu- 
tion is  introduced  on  behalf  of  the  Medical  Society 
of  the  County  of  Onondaga: 

“Whereas,  at  a recent  meeting  of  the  Comitia 
Minora,  the  motion  was  passed  that  the  delegates 
to  the  Annual  State  Meeting  soon  to  be  held  in 


Buffalo  be  instructed  to  present  a resolution  to  the 
House  of  Delegates  that  the  dues  and  assessments 
of  members  of  the  county  societies  who  are  en- 
rolled in  the  Veterans  Administration  Facility  for 
the  duration  be  remitted  while  they  are  tempor- 
arily removed  from  active  civilian  practice  in  the 
same  manner  as  those  members  in  the  United 
States  Public  Health  Service. 

“The  reason  prompting  this  action  is  the  fact 
that  one  of  our  members  has  gone  into  the  Veter- 
ans Administration  Facility  for  the  duration,  and 
we  have  carried  on  a considerable  correspondence 
in  the  hope  of  having  his  dues  and  assessments 
remitted,  only  to  find  that  this  is  not  possible 
unless  the  House  of  Delegates  takes  some  action 
at  their  meeting. 

“The  Comitia  Minora,  with  the  approval  of  the 
Onondaga  County  Medical  Society,  requests  that 
their  delegates  introduce  the  following  resolution 
at  the  coming  meeting  of  the  Medical  Society 
of  th®  State  of  New  York;  therefore,  be  it 

“ Resolved , that  members  of  component  county 
medical  societies  entering  the  Veterans  Facility 
Administration  on  a temporary  basis  have  -their 
dues  remitted  for  the  duration.” 

Speaker  Bauer:  This  resolution  is  referred  to 
the  Reference  Committee  on  New  Business  C,  of 
which  Dr.  Carroll  is  chairman. 

Section  45.  ( See  74) 

Mental  Hygiene  State  Administration 

Dr.  John  J.  Buettner:  I have  another  resolu- 
tion, which  concerns  mental  hygiene,  and  which 
reads : 

“Whereas,  the  medical  profession  is  interested 
in  any  change  from  medical  administrative  con- 
trol of  our  mentally  sick  because  of  the  possibility 
of  affecting  detrimentally  the  service  which  has 
been  built  up  to  be  one  that  is  looked  upon 
throughout  the  country  and  the  world  as  a model; 
be  it 

“ Resolved , that  we  express  to  Governor  Dewey 
full  confidence  in  his  purpose  and  design  and  hope 
that  he  may  appoint  capable  and  experienced 
personnel  for  both  administrator  and  director.” 

Speaker  Bauer:  This  resolution  is  referred  to 

the  Reference  Committee  on  New  Business  A,  of 
which  Dr.  Masterson  is  chairman. 

Section  45.  ( See  80) 

Planned  Parenthood 

Dr.  Charles  C.  Trembley,  Franklin ; The 

American  Medical  Association  took  leadership  in 
recognizing  contraception  as  a medical  measure  in 
1937,  and  has  acted  to  implement  their  resolution 
since. 

Following  the  American  Medical  Association’s 
action  of  1937,  the  medical  societies  of  ten  states 
have  passed  resolutions  recognizing  contraception 
as  a legitimate  part  of  medical  practice,  an  in- 
creasing interest  in  the  subject  being  indicated  by 
the  fact  that  five  were  passed  in  1942. 

The  law  of  the  State  of  New  York  recognizes  the 
physician’s  right  to  give  contraceptive  advice  in  the 
practice  of  medicine,  as  evidenced  by  the  interpre- 
tation of  Judge  Crane  in  1918. 

Planned  parenthood  offers  the  opportunity  for: 
healthier  mothers,  since  it  enables  mothers  to  regain 
their  strength  and  health  between  pregnancies, 
enables  women  with  serious  disease  to  avoid  preg- 
nancies which  may  further  endanger  their  lives,  and 
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reduces  abortions;  healthier  babies,  since  it  per- 
mits child  spacing — and  studies  by  the  United 
States  Children’s  Bureau  show  that  babies  born  two 
or  three  years  apart  have  better  chance  of  life  and 
health.  It  assures  greater  emotional  security  in 
family  life;  and  it  offers  sound  methods  of  birth 
control  medically  prescribed. 

Planned  parenthood  clinics  can  perform  an  ex- 
cellent public  health  service  by  provision  of  medical 
advice  on  family  planning  through  private  physi- 
cians and  public  clinics;  education  of  the  public  in 
relation  to  drugstore  and  other  nonmedical  sources  of 
information  on  contraception  and  instruction;  edu- 
cation of  the  public  in  prevention  of  disease;  refer- 
ral of  patients  to  private  physicians  or  other  clinics 
for  suspected  or  actual  cancer,  suspected  or  actual 
tuberculosis,  venereal  disease,  sterility,  and  mar- 
riage counsel. 

The  immediate  thought,  then,  is:  shall  organized 
medicine  lead  the  public  in  medical  matters,  or 
shall  it  follow  under  coercion  of  public  opinion? 

The  prophecy  of  Dr.  William  H.  Ross,  when  he 
was  president  of  the  Medical  Society  of  the  State  of 
New  York  in  1931,  which  I shall  take  the  opportun- 
ity of  quoting  here,  has  beem  amply  fulfilled  and 
will  be  even  more  completely  fulfilled  in  the  future. 
At  that  time  he  said:  “Social  changes  will  continue 
to  increase  in  America,  and  social  organizations  will 
become  more  and  more  active.  It  will  be  better  for 
the  future  position  of  the  profession  of  medicine  to 
guide  the  advent  of  these  activities,  determine  their 
soundness,  and  give  them  leadership  in  medical 
matters.  It  is  medicine’s  obligation  to  furnish 
leadership,  and  in  leadership  rests  the  future  posi- 
tion of  medicine  in  public  opinion.” 

I offer  the  following  resolution: 

“Whereas,  the  American  Medical  Association 
has  recommended  in  its  resolution  of  June  8, 
1937,  that  the  legality  of  the  use  of  contraceptives 
be  made  clear  to  physicians ; that  the  Association 
undertake  investigation  of  contraceptive  devices 
and  methods ; that  medical  students  be  instructed 
in  the  problems  of  human  fertility;  and  that  the 
dissemination  of  contraceptive  advice  be  under 
medical  control ; and 

“Whereas,  the  law  of  New  York  State,  ac- 
cording to  Justice  Crane’s  opinion,  222  N.  Y. 
192  (1918),  supports  the  physician  ‘who  in  good 
faith  gives.  . . .(contraceptive)  advice  to  a married 
person  to  cure  or  prevent  disease.  . . .’;  and 
“Whereas,  the  public  looks  to  the  medical  pro- 
fession for  leadership  in  medical  matters  involving 
the  health  of  the  people  of  the  State;  therefore  be 
it 

“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York  approves  the  giving,  by  physicians, 
of  information  relating  to  pregnancy  spacing  and 
fertility  to  married  women  when  in  the  opinion 
of  the  physician  such  advice  is  indicated  for  the 
maintenance  of  health  or  the  prevention  and  cure 
of  disease.” 

Speaker  Bauer:  This  resolution  is  referred  to 

the  Reference  Committee  on  New  Business  B,  of 
which  Dr.  Swift  is  chairman. 

Section  47.  ( See  75) 

Foreign  Physicians  Survey 

! Dr.  Joseph  C.  O’Gorman,  Erie:  I wish  to  offer 
the  following  resolution  concerning  foreign  physi- 
i ciane : 


“Whereas,  medical  care  is  an  integral  part  of 
plans  for  the  relief  and  aid  to  peoples  in  the 
stricken  foreign  countries;  and 

“Whereas,  citizens  of  the  United  States  and 
graduates  of  the  medical  faculties  of  the  United 
States  are  ineligible  to  apply  for  licensure  to  prac- 
tice medicine  in  Continental  Europe  and  the 
British  Isles;  and 

“Whereas,  there  are  in  the  United  States  of 
America  many  physicians — the  refugee,  the 
exiled,  and  the  expatriate — who  are  eligible  to 
practice  in  Continental  Europe  and  the  British 
Isles;  and 

“Whereas,  these  physicians  are  ineligible  for 
service  in  the  armed  forces  of  the  United  States; 
and 

“Whereas,  statistics  record  that  approximately 
50  per  cent  of  the  graduates  of  the  medical  facul- 
ties abroad,  examined  for  licensure  in  the  United 
States,  failed;  and 

“Whereas,  the  licensed  and  unlicensed  refugee, 
exile,  and  expatriate  physicians  in  the  United 
States  are  denied  the  privilege  of  serving  the 
United  States  or  their  own  country;  and 

“Whereas,  these  physicians  know  the  lan- 
guage, the  people,  and  the  customs,  and  are 
eligible  for  service  in  their  respective  countries; 
therefore  be  it 

“ Resolved , that  the  Medical  Preparedness  Com- 
mittee of  the  Medical  Society  of  the  State  of  New 
York  make  a survey  of  physicians  available  and 
eligible  to  practice  medicine  in  Continental  Europe 
and  the  British  Isles,  and  report  to  the  Procure- 
ment and  Assignment  Committee  of  the  Medical 
Society  of  the  State  of  New  York;  and  be  it 
further 

“Resolved,  that  the  Procurement  and  Assign- 
ment Committee  of  the  Medical  Society  of  the 
State  of  New  York  proceed  to  form  a corps  of 
these  available  and  eligible  physicians  for  service, 
when  and  where  needed,  in  relief  and  aid  areas.” 

Speaker  Bauer:  This  resolution  is  referred  to 
the  Reference  Committee  on  New  Business  A,  of 
which  Dr.  Masterson  is  chairman. 

Are  there  any  other  resolutions? 

....  There  was  no  response 

Speaker  Bauer  : If  there  are  no  other  resolutions 
to  be  introduced  at  this  time,  are  any  Reference 
Committees  ready  to  report? 

Section  48.  ( See  11) 

Report  of  Reference  Committee  on  Report  of  the 
Council — Part  VII:  Legislation 

Dr.  Walter  P.  Anderton,  New  York:  Your 

Reference  Committee  on  Part  VII  of  the  Council’s 
Report — Legislation — has  studied  this  report  and 
the  supplementary  report  and  the  final  bulletins 
from  our  Legislative  Bureau.  Many  bills  were  in- 
troduced into  the  State  Legislature’s  recent  session 
relating  to  public  health,  medical  education,  and 
medical  practice.  It  is  to  be  noted  with  approval 
that  Governor  Dewey  has  signed  the  bill  allowing 
reasonable  personal  income  tax  deductions  for 
unusual  medical  expenses  and  the  bill  permitting 
certain  professional  members  of  the  armed  forces  to 
apply  for  renewal  of  license  registration  without 
examination  within  three  months  after  ending  mili- 
tary service. 

The  bill  to  license  chiropractors  failed  to  emerge 
from  the  Assembly  Rules  Committee.  On  the  other 
hand,  the  bill  defining  radiology  as  part  of  the  prac- 
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tice  of  medicine  also  remained  in  committee  when 
the  Legislature  adjourned. 

Your  committee  takes  this  opportunity  to  com- 
mend highly  the  Council  Committee  on  Legislation 
— Dr.  John  L.  Bauer,  chairman,  and  Drs.  Walter 
W.  Mott  and  Leo  F.  Simpson — for  their  diligent 
performance  of  their  duties,  as  well  as  the  Executive 
Officer,  Dr.  Joseph  S.  Lawrence,  whose  unremitting 
zeal  and  understanding  has  been  one  of  the  best 
assets  of  our  Society. 

This  report  is  respectfully  submitted  by  the  Com- 
mittee consisting  of  Walter  P.  Anderton,  chairman, 
John  J.  Buettner,  B.  Wallace  Hamilton,  Harry  W. 
Miller,  and  Eugene  H.  Coon. 

I move  the  adoption  of  the  Reference  Committee’s 
report. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

Speaker  Bauer:  Thank  you,  Dr.  Anderton! 

Are  any  other  Reference  Committees  ready  to 
report? 

Section  49 

Report  of  Reference  Committee  on  Reports  of 

Secretary,  Censors,  and  District  Branches 

Dr.  Scott  L.  Smith,  Dutchess:  Your  Reference 
Committee  on  the  Report  of  the  Secretary  would 
call  particular  attention  to  the  efficiency  and  energy 
with  which  the  administration  of  the  Society  has  met 
the  demands  of  our  first  war  year.  It  has  had  on  the 
one  hand  to  contend  with  greatly  increased  general 
activities  and  on  the  other  hand  with  reduced  funds 
to  meet  the  extra  effort.  Up  to  date,  we  are  informed 
that  the  remissions  of  assessments  for  war  service 
have  totaled  $40,150.  This  loss  of  revenue  has  been 
met  by  the  delayed  publication  of  the  Directory;  by 
a reduction  in  the  cost  of  the  Journal;  and  by  a 
reduction  of  the  office  force,  which  still  permits  con- 
tinuance of  its  full-time  job. 

We  would  commend  the  Secretary  and  his  staff 
for  the  manner  in  which  this  difficult  situation  has 
been  handled. 

The  changes  in  setup  of  the  Council  Committee: 

1.  A Subcommittee  on  Tuberculosis  and  Chest 
Diseases; 

2.  The  division  of  the  Maternal  and  Child  Wel- 
fare Committee  into  two  parts,  Maternal  Wel- 
fare, and  Child  Welfare, 

would  appear  to  be  definitely  indicated  by  the  in- 
creased activities  in  these  fields. 

The  new  Council  Committee  to  Study  the  Present 
and  Future  Status  of  Foreign  Physicians,  practicing 
or  wishing  to  practice  here,  is  urgently  needed  to  ex- 
plore and  solve  the  problem  of  this  difficult  and  po- 
tentially very  dangerous  field.  Your  Committee 
would  approve  and  recommend  the  continuance  of 
these  four  committees. 

I move  the  adoption  of  the  Secretary’s  Report. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

Dr.  Smith:  On  the  Report  of  the  Censors,  your 
reference  committee  would  note  that  the  Board  had 
only  one  appeal  referred  to  it,  and  that  it  upheld  the 
decision  of  the  county  Board  of  Censors  from  whose 
decision  the  appeal  was  taken.  This  decision  had 
rejected  the  application  for  reinstatement  of  a 
member,  dropped  for  nonpayment  of  dues.  It  is  of 
further  interest  to  note  that  the  appellant  has  not 
exercised  his  rights  under  the  Bylaws  to  file  an  ap- 


peal with  the  House  of  Delegates.  Your  committee 
would  approve  the  Report  of  the  Censors. 

I move  its  approval. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

Dr.  Smith:  Reports  of  the  District  Branches: 

With  the  years,  it  becomes  more  evident  what  an 
extensive  field  the  District  Branches  fill  in  coordi- 
nating, consolidating,  and  crystallizing  the  educa- 
tional work  of  the  county  societies.  These  results 
are  effected  by  either  of  the  two  types  of  meetings 
commonly  held  by  the  District  Branches — the  so- 
called  clinical  meeting  or  the  didactic  addresses. 

It  is  apparent,  from  careful  study  of  the  eight 
District  Branch  reports,  how  much  thoughtful 
effort  has  been  put  into  the  selection  and  carrying 
out  of  the  programs  of  these  meetings. 

Your  committee  notes  with  interest  that  our  State 
President  has  found  time  to  attend  and  address  all 
of  these  Branch  meetings  and  has  in  each  case 
spoken  along  the  line  of  his  presidential  address  on 
the  future  of  medicine. 

In  these  times  of  stress,  when  it  is  difficult  to  at- 
tend meetings,  the  desirability  of  holding  annual 
District  Branch  meetings  has  often  been  discussed. 
It  is  the  opinion  of  your  committee  that  the  im- 
portant educational  role  of  these  meetings  makes 
their  contribution  most  desirable,  and  we  urge  it  in 
spite  of  the  difficulties. 

I move  the  adoption  of  the  eight  District  Branch 
reports. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion  it  was  put  to  a vote  and  was  unani- 
mously carried 

Dr.  Smith:  Now  I move  the  adoption  of  the 

report,  signed  by  Scott  L.  Smith,  William  G. 
Cooper,  Clifford  F.  Leet,  Daniel  A.  McAteer,  and 
Madge  C.  L.  McGuinness,  as  a whole. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

Speaker  Bauer:  Are  any  other  reference  com- 
mittees ready  to  report? 

....  There  was  no  response 

Speaker  Bauer:  Are  there  any  further  resolu- 
tions to  be  introduced? 

....  There  was  no  response 

Speaker  Bauer:  If  there  are  no  other  reference 
committees  ready  to  report  at  this  time  and  no 
further  resolutions  to  be  introduced,  I will  declare 
a recess  for  ten  minutes.  Will  you  kindly  try  to  get 
your  reports  in  as  soon  as  possible?  The  first  order 
of  business  tomorrow  afternoon  is  the  elections,  and 
we  would  like  to  get  everything  behind  us  that  we 
can  today,  so  that  we  will  have  the  major  part  of 
our  business  disposed  of  by  that  time. 

(There  was  a ten-minute  recess  at  this  point.) 

Speaker  Bauer:  The  House  will  be  in  order. 

We  have  two  reference  committees  ready  to  re- 
port, and  I hope  by  the  time  we  have  those  reports 
acted  upon  some  more  will  be  ready. 

Section  50.  ( See  8) 

Report  of  Reference  Committee  on  Report  of  the 

Council — Part  I:  Postgraduate  Education 

Dr.  Albert  F.  R.  Andresen,  Kings:  This  re- 
port, so  beautifully  supplemented  by  the  commit- 
tee’s exhibit  on  the  mezzanine  floor,  is  a tribute  to 
the  remarkable  energy  and  vision  of  its  chairman. 
In  spite  of  the  war,  with  its  extra  demands  on  the 
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medical  profession,  the  programs  made  available 
for  postgraduate  teaching  have  been  of  such  a high 
order  that  twenty-six  county  medical  societies  of 
the  State  have  demanded  and  have  been  granted  a 
total  of  ninety-four  lectures  during  the  past  year. 
This  total  is  about  the  same  as  the  previous  year’s 
record,  which  was  the  highest  ever  attained. 

By  cooperation  of  the  State  Department  of 
Health  in  presenting  subjects  which  the  department 
considered  of  importance  in  its  medical  education 
program,  our  committee  has  received  very  substan- 
tial financial  assistance  from  this  department,  thus 
enabling  it  further  to  increase  its  work  and  extend 
its  services. 

The  Course  Outline  Book , published  by  the  com- 
mittee and  distributed  to  the  county  medical  socie- 
ties, medical  schools,  and  various  health  and  educa- 
tional agencies,  is  a compendium  of  available  post- 
graduate educational  courses  of  which  our  Society 
may  well  be  proud.  Every  phase  of  the  practice  of 
medicine  is  covered  by  these  courses  and  changes  in 
subjects  and  lecturers  are  made  with  each  new 
yearly  edition.  A study  of  the  subjects  and  courses 
asked  for  from  year  to  year  is  an  interesting  com- 
mentary on  medical  trends.  In  the  past  year  lec- 
tures on  sulfonamide  therapy  and  plasma  and 
transfusion  therapy  have  been  most  widely  in  de- 
mand, with  eleven  lectures  given  on  each  subject, 
together  with  eight  on  cancer,  nine  on  war  medicine, 
six  on  general  medicine,  and  only  three  on  obstetrics. 
In  addition  to  the  usual  lectures,  regional  meetings 
and  teaching  days,  embracing  districts  covering 
several  counties,  have  this  year  proved  to  be  a big 
drawing  card,  and  it  is  expected  that  such  meetings 
will  be  much  in  demand  in  the  future. 

Your  committee,  in  commending  Dr.  Mitchell  and 
his  committee  for  their  outstanding  accomplishments 
in  providing  continuous  medical  education  for  the 
medical  profession  of  this  State,  recommends  that 
he  and  his  committee  be  granted  every  facility  and 
ample  funds  to  continue  this  monumental  work,  and 
also  recommends  that  the  constituent  county  medi- 
cal societies  make  increasing  use  of  the  available 
programs,  for  by  so  doing  they  will  provide  con- 
stantly improving  medical  services  to  their  com- 
munities. 

I move  the  adoption  of  the  reference  committee’s 
report,  which  is  signed  by  Albert  F.  R.  Andresen, 
Conrad  Berens,  William  J.  Gracey,  Lyman  C.  Lewis, 
and  Leo  E.  Reimann. 

....  The  motion  was  seconded 

Speaker  Bauer:  It  has  been  regularly  moved 

and  seconded  that  the  report  and  supplementary 
report  of  the  Council — Part  I,  Postgraduate  Educa- 
tion, be  approved.  The  reference  committee’s  re- 
port in  substance  reviews  the  work  of  the  Committee 
on  Public  Health  and  Education  on  postgraduate 
education,  and  recommends  that  the  county  socie- 
ties make  further  use  of  its  facilities.  Is  there  any 
discussion  on  it? 

Dr.  George  W.  Kosmak,  New  York:  May  I 

ask  of  the  committee  -that  they  eliminate  the  word 
“only”  before  the  “three  lectures  on  obstetrics”? 

Dr.  Andresen:  Yes,  we  can  do  that.  I am  sure 
my  committee  will  be  agreeable  to  that. 

Speaker  Bauer:  Dr.  Andresen  said  he  will  take 
out  the  word  “only”  as  requested  in  the  Reference 
Committee’s  report. 

Other  than  that,  are  there  any  comments  or  dis- 
cussion? 

....  The  question  was  called  for,  and  the  motion 
was  put  to  a vote  and  was  unanimously  carried 


Section  51.  (See  10) 

Report  of  Reference  Committee  on  Report  of  the 

Council — Part  III:  School  Health 

Dr.  W.  Guernsey  Frey,  Jr.,  Queens:  The 

Council  Committee  on  Public  Health  and  Educa- 
tion, the  Subcommittee  on  Child  Welfare,  and  the 
Subcommittee  on  4-H  Clubs  held  a meeting  in  Syra- 
cuse on  October  26,  1942,  with  representatives  of  the 
New  York  State  Department  of  Education  and  the 
New  York  State  Association  of  School  Physicians. 
Your  reference  committee  reviewed  the  Council’s 
report  on  this  meeting  and  would  comment  on  the 
several  items  therein  as  follows: 

1.  Your  reference  committee  approves  the  es- 
tablishment of  minimum  standards  for  instruction  of 
undergraduate  medical  students  in  School  Health 
and  feels  that  at  the  very  least  the  students  should 
become  acquainted  with  the  various  agencies  which 
are  available. 

2.  The  recommendation  that  more  postgraduate 
instruction  in  school  health  be  made  available  is 
approved,  with  the  suggestion  that  this  be  coordin- 
ated as  far  as  possible  with  the  activities  of  local 
postgraduate  education  and  school  health  com- 
mittees. 

3.  Your  reference  committee  feels  that  the  Coun- 
cil’s comment  concerning  requirements  for  part- 
time  school  physicians  is  ambiguous;  your  refer- 
ence committee  calls  attention  to  the  “Medical 
Standards  for  Physicians  in  the  Schools”  proposed 
by  the  American  Academy  of  Pediatricians,  as  pub- 
lished in  the  J.A.M.A. , February  20,  1943. 

4.  and  5.  Concerning  the  annual  physical  exam- 
ination of  all  school  children  (which  is  required  by 
State  law)  and  the  correction  of  remediable  defects, 
your  reference  committee  heartily  commends  the 
Council’s  effort  to  secure  greater  cooperation  be- 
tween school  physicians  and  family  physicians  in 
regard  both  to  annual  examinations  and  to  treat- 
ment of  physical  defects. 

6.  The  recommendation  of  the  Council  that 
every  component  county  society  appoint  a com- 
mittee or  subcommittee  on  school  health  is  endorsed 
by  your  reference  committee. 

I move  the  approval  of  this  portion  of  the  refer- 
ence committee’s  report. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

Dr.  Frey:  The  Council  reports  the  appointment 
of  three  representatives  of  the  Medical  Society  of 
the  State  of  New  York  (Dr.  Beaven,  of  Rochester, 
and  Drs.  Hiss  and  Silverman,  of  Syracuse)  to  confer 
upon  request  with  State  Education  Department  of- 
ficials charged  with  arranging  the  program  of  health 
education  for  high  school  students.  Your  reference 
committee  recommends  that  the  House  approve  this 
action  of  the  Council. 

I move  the  adoption  of  this  portion  of  the  report. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

Dr.  Frey:  Finally,  the  Council  reports  that  “sev- 
eral conferences  were  held  by  the  Chairman  of  the 
Committee  on  Public  Health  and  Education  with 
Dr.  Hiram  Jones,  State  Director  of  Physical  Fitness 
of  the  Office  of  Physical  Fitness  of  the  State  War 
Council,  regarding  cooperation  between  the  Medical 
Society  of  the  State  of  New  York  and  several  govern- 
ment and  voluntary  agencies.  The  plan  for  provid- 
ing essential  health  examinations  in  connection  with 
the  Physical  Fitness  Program  was  developed  and 
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approved  by  the  Council.”  Since  this  item  is  in- 
cluded in  the  portion  of  the  Council’s  report  that 
concerns  the  school  health  program,  it  is  assumed 
that  the  individuals  affected  are  principally  school 
children.  This  would  appear  to  be  an  effort  to  carry 
out  the  mandate  of  the  1942  House  of  Delegates 
that  “the  Council.  . . .continue  its  efforts  to  bring 
about  the  changes  whereby  supervision  of  health 
and  health  problems  among  children  of  school  age 
will  be  under  the  charge  of  physicians,”  etc. 

Your  reference  committee  heartily  endorses  any 
activity  of  the  Council  guarding  against  lay  domina- 
tion, through  physical  training  departments,  or 
other  State  agencies,  of  medical  personnel. 

Your  reference  committee  further  recommends 
that  in  every  community  where  physicians  are  ap- 
pointed by  school  authorities  to  examine  school  and 
high  school  students  that  the  county  society  invite 
the  proper  authorities  to  select  the  appointees  from 
panels  of  physicians  submitted  by  the  county  society. 

I move  the  adoption  of  this  portion  of  the  com- 
mittee’s report. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  the  motion  was  put  to  a vote  and  was 
unanimously  carried 

Dr.  Frey:  Now  I move  the  adoption  of  the  re- 
port, signed  by  W.  Guernsey  Frey,  Jr.,  Joseph  H. 
Cornell,  Ralph  I.  Lloyd,  Walter  G.  Hayward,  and 
Ralph  Sheldon,  as  a whole. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

Speaker  Bauer:  Thank  you,  Dr.  Frey! 

Dr.  Eggston,  are  you  ready  to  report? 


Section  52.  ( See  30,  51?) 

Report  of  Reference  Committee  on  Report  of  the 

Council — Part  IV:  Publications  and  Medical 

Publicity 

Dr.  Andrew  A.  Eggston,  Westchester:  It  is 

regrettable  that  the  Journal  has  to  appear  in  an 
abridged  form,  but  this  is  a necessary  war  economy. 
It  is  with  pleasure  that  we  note  that  the  form  and 
editorial  policies  of  the  Journal  maintain  the  same 
high  quality.  It  is  suggested  that  the  book  reviews 
be  more  prominently  placed  in  the  Journal.  The 
finances  of  the  Journal  show  a decrease  in  the  cost 
to  the  Society  in  the  past  year  of  $7,480.31,  and  this 
saving  is  in  great  part  due  to  an  increase  in  the  ad- 
vertising receipts.  This  fact  is  both  interesting  and 
encouraging,  because  at  first  glance  conditions 
would  anticipate  a loss  of  the  acceptable  type  of 
advertising.  The  Committee  feels  that  extreme 
vigilance  should  always  be  exercised  so  that  only 
the  most  generally  acceptable  types  of  advertising 
be  admitted  to  the  Journal  and  Directory,  and 
only  an  amount  in  proper  proportion  to  the  scientific 
matter.  In  general,  your  committee  offers  congratu- 
latory commendations  to  the  publication  committee 
of  the  Journal. 

Your  reference  committee  approves  the  decision 
not  to  publish  a 1943  Directory.  It  is  felt,  however, 
that  if  conditions  at  all  warrant  publication  of  a 
1944  Directory,  this  should  be  undertaken  and,  fur- 
thermore, that  all  physicians  in  the  military  services 
should  have  an  adequate  listing  of  their  contribu- 
tions to  the  armed  forces  of  the  nation.  Such  a new 
directory  would  be  a sustainer  of  morale  and  would 
also  be  of  much  practical  value.  I move  the  adop- 
tion of  that  portion  of  the  committee’s  report. 

....  The  motion  was  seconded 


Speaker  Bauer:  You  have  before  you  the  Re-j 
port  of  the  Reference  Committee  on  the  Journal 
and  the  Directory.  In  substance  the  report  com-  ; i 
mends  the  Journal  for  its  high  standards  and  rec-  i 
ommends  that  advertising  be  in  proportion  to  its  1 
scientific  content,  and  that  the  Directory  be  not  pub-  ! 
lished  for  1943,  but,  if  at  all  possible,  it  be  published  i i 
in  1944.  Do  you  wish  to  consider  those  two  item*  i 
together  or  separately? 

Chorus:  Separately. 

Speaker  Bauer:  We  will  take  up  the  Journal 
first.  Is  there  any  discussion  on  the  motion  to  com- 
mend the  high  quality  of  the  Journal  and  to  restrict 
its  advertising  in  proportion  to  its  scientific  content? 

....  The  question  was  called  for,  and  the  motion 
was  put  to  a vote  and  was  unanimously  carried \ 

Speaker  Bauer:  That  portion  of  the  report  is 
adopted.  We  next  come  to  the  recommendation 
relative  to  the  Directory.  The  committee  approves 
the  action  of  the  Council  in  not  publishing  a Di- 
rectory for  1943,  but  recommends  that  if  at  all  pos- 
sible it  be  published  for  1944,  and  that  it  contain 
data  relative  to  the  men  in  the  military  service.  I 
believe  that  is  a correct  statement  of  your  recommen- 1 
dation? 

Dr.  Eggston:  Yes. 

Speaker  Bauer:  Is  there  any  discussion? 

Dr.  Eggston:  There  is  also  a separate  resolu- 
tion before  the  House  on  that. 

....  The  question  was  called  for,  and  the  motion 
was  put  to  a vote  and  was  carried 

Speaker  Bauer:  That  portion  of  the  report  is 
adopted. 

Dr.  Eggston:  The  bulletins  for  club  talks 

should  be  continued  and  extended  and  be  published 
in  available  form.  The  mailing  list  has  been  ad- 
visedly reduced  for  the  bulletins  from  819  to  544. 
An  abridged  list  of  interested  members  and  organi- 
zations should  continue  to  receive  these  publica- 
tions. 

I move  the  adoption  of  that  portion  of  the  report. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

Dr.  Eggston:  There  has  been  a decrease  in  the  j 
cost  of  the  Public  Relations  Bureau  of  $6,805.75. 
These  economies  might  well  be  continued  until  ur-  j 
gent  public  issues  call  for  the  judicious  expenditure  of 
a larger  amount.  It  will  require  a keen  sense  of 
foresight  to  decide  judiciously  when,  and  for  what, 
and  how  much  of  our  surplus  capital  should  be  spent 
to  improve  our  Public  Relations. 

Your  committee  takes  cognizance  of  the  disposi- 
tion of  the  instructions  for  the  1942  House  of  Dele- 
gates in  regard  to  the  compliation  of  current  historic 
medical  data,  etc.  This  subject  is  again  revived  be- 
cause it  is  felt  that  it  is  of  great  importance  to  the 
future  of  the  Society.  It  is  true  that  the  problem  of 
employment  of  office  personnel  is  a difficult  one  and 
that  costs  have  mounted.  It  is,  therefore,  suggested 
that  the  work  of  compilation  of  historic  facts  might 
well  be  undertaken  by  a committee  composed  of 
some  of  our  historically  minded  members  with  the 
aid  of  a small  secretarial  staff.  It  is  suggested  that 
some  of  the  savings  in  the  cost  of  the  Journal  and 
Directory,  supplemented  by  a portion  of  investment 
dividends,  be  earmarked  for  the  Society’s  historic  I 
archives.  The  printing  of  this  material  might 
judiciously  be  postponed. 

I move  the  adoption  of  this  portion  of  the  commit- 
tee’s report. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 
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Dr.  Eggston:  This  is  in  the  way  of  a summary: 
This  is  a crucial  period  in  our  Society,  so  what  more 
appropriate  time  could  be  anticipated  wherein  some 
of  the  Society’s  net  worth  might  be  more  advan- 
tageously utilized?  A long-sighted,  constructive 
policy  must  maintain  in  this  Society,  as  a contribu- 
tion to  the  winning  of  the  war  as  well  as  to  the  peace 
that  is  to  follow.  The  contributions  and  policy  of 
the  medical  profession  may  well  be  the  keystone  of  a 
better  human  understanding  and  a contribution  to 
an  enduring  peace. 

I move  the  adoption  of  that  portion  of  the  report. 
....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

Dr.  Eggston:  Now  I move  the  adoption  of  the 
report,  signed  by  Andrew  A.  Eggston,  as  chairman, 
and  Drs.  Alfred  M.  Heilman,  J.  P.  Henry,  Charles 
A.  Anderson,  and  A.  A.  Gartner,  as  a whole. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

! Section  53.  ( See  16) 

Report  of  Reference  Committee  on  Report  of  the 
Council — Part  IV:  Publications  and  Medical 

Publicity — Special  Committee  on  Publication 

Dr.  Andrew  A.  Eggston,  Westchester:  As  to  the 
' Report  of  the  Special  Committee  on  Publications, 
the  Committee  on  Publications  recommends  that 
the  House  of  Delegates  continue  this  Special  Com- 
j mittee  of  the  Society  working  under  supervision  of 
and  reporting  to  the  Council,  and  that  the  House 
give  the  following  directive  as  to  the  continuance  of 
its  personnel  in  keeping  with  the  action  of  the 
House  in  1942: 

“The  Committee  on  Publication  shall  consist  of 
the  general  manager,  the  treasurer,  the  director 
of  the  Public  Relations  Bureau,  the  literary  edi- 
tor, and  one  trustee,  who  shall  be  chairman;  one 
trustee  to  serve  shall  be  selected  by  the  Chairman 
of  the  Board  of  Trustees,  and  the  literary  editor 
shall  be  selected  by  the  Committee  on  Publica- 
tion at  its  first  meeting  after  this  meeting  of  the 
House  of  Delegates,  the  former  literary  editor  not 
voting.  This  is  deemed  to  be  the  most  satisfac- 
tory way  to  choose  the  incumbent  of  this  posi- 
tion, who  thereupon  becomes  a member  of  the 
Committee,  because  of  the  familiarity  of  the 
Committee  with  the  duties  involved  and  the  quali- 
fications for  the  satisfactory  performance  of 
them.” 

The  reference  committee,  consisting  of  Andrew 
A.  Eggston,  chairman,  Charles  A.  Anderson,  Alfred 
M.  Heilman,  J.  P.  Henry,  and  A.  A.  Gartner,  recom- 
mends the  adoption  of  this  report,  and  I so  move. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  the  motion  was  put  to  a vote  and  was 
unanimously  adopted 

Section  5J+.  {See  30,  52) 

Report  of  Reference  Committee  on  Report  of  the 
Council — Part  IV:  Publications  and  Medical 

Publicity — Resolution  on  Medical  Directory 

Dr.  Andrew  A.  Eggston,  Westchester:  There 

was  also  a resolution  introduced  by  the  New  York 
County  Medical  Society  on  the  publication  of  a 
; Directory.  Shall  I read  that,  before  reading  our 
recommendation? 

Speaker  Bauer:  Yes. 


Dr.  Eggston:  The  resolution  reads  as  follows: 
“Whereas,  the  last  issue  of  the  Medical  Direc- 
tory of  New  York , New  Jersey , and  Connecticut, 
Volume  XLI,  1941-1942,  is  in  many  instances 
out  of  date  because  of  the  absences  of  practitioners 
of  medicine  in  the  armed  forces  and  because  of 
removals;  therefore  be  it 

11  Resolved,  that  it  is  recommended  by  this 
House  assembled  that  the  Medical  Directory  of 
New  York,  New  Jersey,  and  Connecticut,  Volume 
XLII,  be  published  in  the  near  future.” 

Your  reference  committee  recommends  the  adop- 
tion of  this  resolution,  and  that  the  Medical  Direc- 
tory of  New  York , New  Jersey,  and  Connecticut, 
Volume  XLII,  be  published  as  soon  as  physically 
possible,  although  it  would  probably  cost  at  this 
time  more  than  $30,000  net  to  the  Society  as  against 
the  cost  of  the  last  issue  of  $21,000. 

I so  move. 

Speaker  Bauer:  I believe  this  recommendation 
is  rather  out  of  order  in  that  the  House  has  already 
adopted  the  prior  report  of  this  reference  committee 
approving  that  the  Directory  be  published  as  soon 
as  possible,  and,  if  possible,  in  1944.  I think  it  is  not 
necessary  to  repeat  our  action.  If  there  is  no  ob- 
jection by  the  House,  therefore,  we  will  take  no 
action  on  this  resolution.  It  has  already  been  cov- 
ered in  the  reference  committee’s  report  already 
adopted.  Hearing  no  objection,  I will  so  rule. 

Dr.  Eggston:  That  is  all,  for  the  time  being. 
Speaker  Bauer:  Thank  you,  Dr.  Eggston! 

Is  there  any  other  reference  committee  that  is 
ready  to  report? 

Section  55.  {See  37) 

Report  of  Reference  Committee  on  New  Business 
A — Commendation  of  Dr.  Emily  D.  Barringer 

Dr.  John  J.  Masterson,  Kings:  I wish  first  to 
report  on  the  resolution  presented  by  the  Medical 
Society  of  the  County  of  Erie,  reading: 

“Whereas,  women  physicians  have  been  active 
in  the  treatment  of  civilians,  regardless  of  sex; 
and 

“Whereas,  the  Medical  Department  of  the 
United  States  Army  up  to  recently  has  refused  to 
commission  women  physicians  as  medical  officers; 
therefore  be  it 

“ Resolved , that  the  Medical  Society  of  the 
County  of  Erie  go  on  record  as  commending  Dr. 
Emily  D.  Barringer  for  her  stand  and  constant 
effort  in  securing  commissions  for  women  physi- 
cians and  that  this  resolution  be  read  at  the  meet- 
ing of  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York.” 

It  is  with  great  pleasure  that  I report  our  recom- 
mendation on  this  resolution:  The  Committee  ap- 
proves this  resolution  and  congratulates  Dr.  Barrin- 
ger on  the  successful  accomplishment  of  her  untiring 
efforts  in  securing  commissions  for  women  physicians 
in  the  armed  forces.  It  is  with  very  great  pleasure 
that  we  recommend  the  spreading  of  this  resolution 
on  the  Minutes  of  the  House  of  Delegates. 

I move  its  adoption. 

....  The  motion  was  seconded 

Speaker  Bauer:  The  recommendation  of  the 

reference  committee  is  one  of  commendation  to  Dr. 
Barringer.  Is  there  any  discussion  on  it?  If  not, 
I suggest  that  we  give  our  testimonial  to  Dr.  Bar- 
ringer by  a rising  vote. 
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....  The  motion  was  unanimously  adopted  by  a 
rising  vote 

Dr.  Emily  D.  Barringer:  Thank  you! 

Section  56.  ( See  22) 

Report  of  Reference  Committee  on  New  Business 
A — Moreland  Act  Investigation 

Dr.  Masterson:  On  the  resolution  introduced  by 
Dr.  A.  A.  Eggston,  of  Westchester  County,  concern- 
ing the  Moreland  Act  Investigation,  and  reading: 
“Whereas,  charges  made  against  certain  physi- 
cians in  connection  with  the  Moreland  Act  Inves- 
tigation of  the  medical  aspects  of  the  Workmen’s 
Compensation  Law,  if  subsequent^  substantiated 
and  proved  by  trial,  would  convict  these  physi- 
cians of  acts  which  are  clearly  unethical;  and 
“Whereas,  the  prominent  notice  given  these 
changes  in  the  press  may  have  led  a portion  of  the 
public  to  infer  that  such  actions  are  condoned  or 
tolerated  by  the  profession;  therefore  be  it 

“ Resolved , by  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  that 
all  unethical  activities  in  connection  with  the  pro- 
vision of  medical  service  under  the  Workmen’s 
Compensation  Law  are  hereby  unreservedly  con- 
demned and  repudiated;  and  be  it  further 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  urges  its  component  county  societies 
to  take  prompt  and  uncompromising  action  to 
the  full  extent  of  their  disciplinary  powers  when- 
ever a member  is  proved  to  be  guilty  of  the  alleged 
unethical  practice.” 

Recommendation:  The  committee  approves  the 
resolution  and  moves  its  adoption. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  the  motion  was  put  to  a vote,  and  was 
unanimously  carried 

Section  57.  ( See  21) 

Report  of  Reference  Committee  on  New  Business 
A — Amendment  to  Medical  Practice  Act 

Dr.  Masterson:  On  the  next  resolution  intro- 
duced by  Dr.  B.  Wallace  Hamilton,  of  the  Medical 
Society  of  the  County  of  New  York,  concerning  an 
amendment  to  the  Medical  Practice  Act: 

“ Resolved , that  the  delegates  of  the  Medical 
Society  of  the  County  of  New  York  be  instructed 
to  urge  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  consider  an 
amendment  to  the  Medical  Practice  Act,  Section 
1264,  ‘Revocation  of  certificates;  annulment  of 
registrations.’ 

‘2.  The  license  or  registration  of  a practi- 
tioner of  medicine  may  be  revoked,  suspended, 
or  annulled  or  such  practitioner  reprimanded 
or  disciplined  in  accordance  with  the  provisions 
and  procedure  of  this  article  upon  decision  after 
due  hearing  in  any  of  the  following  cases:  (a) 
fraud  and  deceit,  ( b ) conviction  of  crime  or  mis- 
demeanor, (c)  addict  or  drunkard,  (d)  untrue 
advertising  and  secret  remedies,  and  (e)  abor- 
tion’” 

and  this  is  the  suggested  new  matter: 

“‘(/)  Any  physician  participating  in  the  di- 
vision, transference,  assignment,  rebating,  split- 
ting, or  refunding  of  his  fee  for  medical  care.”’ 
Recommendation:  Approved  with  the  recom- 

mendation that  the  resolution  be  referred  to  the 
Committee  on  Legislation,  who  shall  determine, 
after  conference  with  the  Counsel  of  the  State  So- 


ciety, any  changes  in  the  wording  of  the  suggested 
amendment  which  will  not  conflict  with  the  spirit  of 
the  amendment.  The  Legislative  Committee  shall 
determine  the  opportune  time  for  introducing  the 
legislation. 

I move  its  adoption. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

Section  58.  {See  20) 

Report  of  Reference  Committee  on  New  Business 
A — Full-Time  Director  of  Workmen’s  Compensa- 
tion Bureau 

Dr.  Masterson:  The  next  resolution  is  intro- 
duced by  Dr.  Heyd,  of  New  York,  regarding  the  ap- 
pointment of  a full-time  director  of  the  Bureau  of 
Workmen’s  Compensation  of  the  Medical  Society 
of  the  State  of  New  York. 

Do  you  want  me  to  read  that? 

Speaker  Bauer:  We  have  had  so  many  resolu- 
tions introduced  that  I am  afraid  it  would  not  be 
clear  in  the  minds  of  the  delegates  unless  it  is  read 
again,  so  I think  you  had  better  read  it  again,  despite 
the  time  it  will  take. 

Dr.  Masterson:  As  we  have  changed  it,  the 

resolution  reads: 

“Whereas,  the  amendment  to  the  Workmen’s 
Compensation  Law  in  1935  delegated  specific 
functions  to  the  Medical  Society  of  the  State  of 
New  York;  and 

“Whereas,  it  has  been  alleged  through  the 
public  press  that  certain  physicians  have  partici- 
pated in  practices  contrary  to  the  ethical  princi- 
ples of  the  Society;  and 

“Whereas,  it  is  mandatory  upon  the  Medical 
Society  of  the  State  of  New  York  to  investigate 
and  try  such  alleged  conditions;  and 

“Whereas,  there  has  been  set  up  a Director  of 
the  Bureau  of  Workmen’s  Compensation  activi- 
ties by  the  Medical  Society  of  the  State  of  New 
York  in  conjunction  with  the  component  societies; 
and 

“Whereas,  this  Bureau  embraces  all  activities, 
duties,  and  responsibilities  under  the  amendment 
to  the  Workmen’s  Compensation  Law  of  1935: 

“These  duties  and  activities  include  quali- 
fication of  physicians,  licensing  of  x-ray  labora- 
tories, and  medical  bureaus  operated  by  physi- 
cians and  employees ; they  include  hearings  and 
trials  and  charges  of  violations  of  any  of  the 
provisions  of  the  law,  as  well  as  investigation 
and  follow-up  of  complaints;  the  Bureau 
serves  as  a collecting  agency  for  physicians  of 
the  Society  without  cost  to  the  physicians; 
the  Bureau  coordinates  Workmen’s  Compensa- 
tion in  relation  to  the  component  county  socie- 
ties. 

“The  Director  of  the  Bureau  attends  all  ar- 
bitrations throughout  the  State. 

“The  Bureau  maintains  contact  with  the 
seventy  insurance  carriers  operating  under  the 
amended  Compensation  Law,  serves  as  a clear- 
ing house  in  arbitration  matters  for  the  car- 
riers and  the  Labor  Department;  maintains 
active  contact  with  the  self-insurer  organiza- 
tion; it  also  is  concerned  with  the  quality  and 
type  of  legislation  affecting  Workmen’s  Com- 
pensation. 

“The  Director  has  been  instrumental  in  ob- 
taining uniform  fee  schedules  for  the  entire 


June  15,  1943] 


MINUTES  OF  THE  ANNUAL  MEETING 


1157 


State  against  the  active  opposition  of  in- 
surance companies  and  employers. 

“The  result  of  this  has  been  an  excess  of 
over  $1,000,000  a year  for  upstate  physicians, 
and 

“Whereas,  the  multifarious  duties  of  this 
Bureau  and  the  obligation  recently  imposed  for 
investigation;  and 

“Whereas,  it  is  contrary  to  the  best  interests 
of  the  State  Society,  and  the  component  medical 
societies,  to  have  such  onerous  duties  discharged 
by  a part-time  director;  be  it 

“ Resolved , that  the  Director  of  the  Bureau  of 
Workmen’s  Compensation  shall  be  a member  of 
the  Medical  Society  of  the  State  of  New  York  on 
a full-time  basis  and,  when  appointed,  in  no  way 
engaged  in  private  medical  practice;  be  it  further 
“ Resolved , that  the  Medical  Society  shall  ap- 
point such  full-time  director  on  a contract  basis 
for  a minimum  period  of  five  (5)  years;  be  it 
further 

“Resolved,  that  the  Board  of  Trustees  deter- 
mine the  annual  remuneration  to  such  individual 
in  keeping  with  the  responsibility  of  the  position 
and  the  administrative  capacity  of  the  individual. 
It  is  suggested  that  a remuneration  of  $15,000  a 
year  is  adequate  and  would  meet  the  present 
living  conditions.” 

Recommendation:  The  committee  approves  the 
resolution  in  full,  and  urges  early  action  by  the 
J Council  and  Board  of  Trustees  in  carrying  into  effect 
! the  recommendation  of  the  resolution. 

I move  its  adoption. 

....  The  motion  was  seconded 

Speaker  Bauer:  It  has  been  moved  and  sec- 

onded that  this  resolution  be  adopted.  The  resolu- 
tion in  substance  covers  the  activities  of  the  Work- 
men’s Compensation  Bureau,  and  recommends  the 
appointment  of  a full-time  director  instead  of  a part- 
time  director,  who  must  give  up  all  relation  to  pri- 
vate practice  during  the  period  of  his  appointment, 
which  will  be  for  a term  of  five  years.  The  salary 
as  recommended  is  $15,000? 

Dr.  Masterson:  Well,  it  is  suggested  that  it  be 
that;  but  that  is  not  recommended. 

Speaker  Bauer:  A suggested  salary — but  that 
it  be  left  to  the  Board  of  Trustees  to  determine 
what  the  salary  shall  actually  be. 

Is  there  any  discussion? 

Dr.  W.  Guernsey  Frey,  Jr.,  Queens : I wanted 
to  raise  a query  rather  than  discuss  it.  Did  you  read 
the  entire  resolution  as  presented?  Was  there  not 
something  in  it  as  presented  whereby  the  man  that 
was  to  be  selected  was  to  be  paid  by  the  various 
county  societies  in  proportion  to  the  amount  of 
work  done  in  those  various  counties?  I thought 
there  was  in  the  resolution  read  by  Dr.  Heyd  this 
morning  something  to  that  effect. 

Dr.  Masterson:  We  deleted  that. 

Dr.  Frey:  Then  the  resolution  you  read  was  not 
the  same  as  that  presented  this  morning? 

Dr.  Masterson:  Not  quite.  We  made  several 
changes  in  the  resolution.  There  is  one  paragraph 
we  deleted. 

Speaker  Bauer:  Read  the  deleted  paragraph. 
Dr.  Masterson:  It  is  the  last  one: 

“Be  it  further  recommended  that  this  salary  be 
apportioned  amongst  the  State  Society,  per*  se, 
and  one  or  other  of  the  component  medical  socie- 
ties, depending  upon  the  numerical  panel  of  phy- 
sicians engaged  in  Compensation  work.” 


I did  not  read  that  because  we  did  not  recommend 
it.  I only  read  what  we  recommended. 

Speaker  Bauer:  The  committee,  therefore,  rec- 
ommends the  elimination  of  that  paragraph  from 
the  original  resolution. 

Is  there  any  further  discussion? 

....  The  question  was  called  for,  and  the  motion 

was  put  to  a vote  and  was  adopted 

Speaker  Bauer:  Is  there  any  other  reference 

committee  ready  to  report? 

Section  59.  (See  34) 

Report  of  Reference  Committee  on  Report  of 
Council — Part  VI:  Medical  Relief,  Direct  Pay- 
ment of  Medical  Fees 

Dr.  William  B.  Rawls:  The  committee  recom- 
mends the  acceptance  with  commendation  of  the 
report  as  a whole,  and  after  studying  the  resolution 
introduced  by  the  Nassau  County  Delegates,  wishes 
to  introduce  the  following  substitute  resolution: 

“Be  it  resolved  that  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
go  on  record  as  favoring  such  change  in  the  Fed- 
eral Social  Security  Law  as  is  necessary  that  will 
permit  direct  payment  to  the  physician,  and  fur- 
ther recommends  that  the  delegates  to  the 
A.M.A.  be  instructed  to  introduce  a resolution 
requesting  the  A.M.A.  to  memorialize  the  proper 
authorities  for  such  changes  that  are  necessary 
in  the  Federal  Security  Law  to  allow  direct  pay- 
ment to  the  physician,.” 

Do  you  wish  me  to  read  the  Nassau  County  rec- 
ommendation? 

Speaker  Bauer:  Yes,  I think  you  had  better, 
and  then  read  the  change. 

Dr.  Rawls:  The  introduced  resolution  by  Nas- 
sau County  reads: 

“Whereas,  the  report  of  the  Subcommittee 
on  Medical  Relief  of  the  Council  of  the  Medical 
Society  of  the  State  of  New  York,  as  published 
in  the  New  York  State  Journal  of  Medicine, 
March  1,  1943,  issue,  states  that  doctors  rendering 
authorized  care  to  recipients  of  old  age  assistance 
of  the  Welfare  Department  are  in  many  cases  not 
receiving  payment  for  their  services  because  of 
the  failure  of  the  recipients  of  such  services  to 
pay  to  the  physicians  the  money  given  them  for 
such  payment,  and  reports  that  the  State  Wel- 
fare Department  has  agreed  to  send  an  itemized 
bill  to  the  patient  of  the  old  age  group,  definitely 
stating  the  amount  due  to  the  doctor;  and 

“Whereas,  it  is  the  feeling  of  the  Nassau 
County  Medical  Society  that  this  proposed  step 
will  not  be  sufficient  to  assure  payment  to  the 
physician  of  his  just  fee;  and 

“Whereas,  numerous  complaints  have  been 
received  from  physicians  in  Nassau  County  of  the 
inability  of  the  physicians  to  collect  such  just 
fees  because  of  the  present  regulations  prohibiting 
the  direct  payment  to  the  physicians  by  the  Wel- 
fare Department  for  services  rendered  the  re- 
cipients of  relief  in  those  categories  which  are  cov- 
ered by  Federal  ‘reimbursement’  regulations;  be 
it  hereby 

“ Resolved , that  it  is  the  opinion  of  the  Nassau 
County  Medical  Society  that  attempts  should  be 
made  to  secure  a return  to  the  old  system  under 
which  payment  is  made  directly  to  the  physician 
for  medical  services  authorized  by  the  Welfare 
Department;  and  be  it  further 
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“Resolved,  that  the  delegates  representing  the 
Nassau  County  Medical  Society  at  the  Annual 
Meeting  of  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  introduce  resolu- 
tions calling  upon  the  State  Society  to  recommend 
to  the  New  York  State  Department  of  Social  Wel- 
fare that  steps  be  taken  to  assure  the  payment  of 
physicians  for  services  rendered  by  making  direct 
payment  for  such  services  to  the  authorized 
physician.” 

Now  our  substitute  resolution  reads: 

“Be  it  resolved  that  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York  go 
on  record  as  favoring  such  change  in  the  Federal 
Social  Security  Law  as  is  necessary  that  will  per- 
mit direct  payment  to  the  physician,  and  further 
recommends  that  the  delegates  to  the  A.M.A.  be 
instructed  to  introduce  a resolution  requesting 
the  A.M.A.  to  memorialize  the  proper  authorities 
for  such  changes  that  are  necessary  in  the  Federal 
Social  Security  Law  to  allow  direct  payment  to 
the  physician.” 

The  committee  moves  for  the  adoption  of  the  sub- 
stitute resolution. 

Dr.  Abraham  Koplowitz,  Kings:  I second  the 
motion. 

Dr.  Benjamin  M.  Bernstein,  Kings:  Some  of 
you  will  recall  that  last  year  a similar  motion  was 
made,  and  I said  at  that  time  that  we  were  some- 
times very  paradoxical  and  changed  our  skins,  as  it 
were,  as  the  chameleon  does,  when  the  move  hits  us 
and  we  get  touched  somewhere  in  our  pocketbooks. 

We  are  accepting  socialized  medicine  if  we  ac- 
cept payment  from  the  government  for  care  given 
to  a ward  of  the  government.  I think  we  want  that 
very  clearly  understood  before  we  vote  to  accept 
this  resolution.  Either  we  are  going  to  maintain  our 
traditional  and  old-time  physician-family-patient 
relationship  or  we  are  not.  Whether  we  are  to  ac- 
cept the  government’s,  shall  I say,  largess  for  the 
payment  of  these  poor  devils,  01  whether  we  are 
going  to  deal  with  them  directly,  regardless  of  where 
thev  get  their  money,  is  the  problem. 

As  we  understand  it.  last  year  only  about  5 per 
cent  of  the  fees  had  not  been  paid.  Are  we  going  to 
change  the  law  because  5 per  cent  of  the  doctors  in 
treating  these  people  have  not  been  paid?  I do  not 
think  it  is  fair  when  95  per  cent  are  being  paid  and 
are  perfectly  willing  to  maintain  this  physician- 
family-patient  relationship.  I think  we  ought  to 
maintain  ourselves  as  wre  are  at  all  times. 

May  I tell  you  a story  in  conclusion?  A man  came 
to  a small  town  one  night  looking  for  a room  in 
which  to  sleep.  No  beds  were  to  be  had  in  the 
hotel,  but  he  found  there  was  one  empty  bed  in  a 
room  which  a general  would  occupy.  He  said, 
“Why  don’t  you  give  me  that  extra  bed?  The 
general  is  fast  asleep  by  now,  and  he  won’t  know  I 
have  been  there.  You  wake  me  up  early,  at  6:00 
a m.,  tomorrow  morning,  because  I must  catch  a 
train,  and  he  won’t  even  know  I have  been  there.” 
After  much  persuasion  the  hotel  proprietor  gave 
him  the  bed,  and  woke  him  at  6:00  a.m.,  according 
to  the  arrangement.  As  this  man  was  dressing  in 
the  dark,  he  put  on  the  general’s  uniform  by  mis- 
take. As  he  went  out  into  the  street,  he  was  saluted 
right  and  left.  He  could  not  understand  why  he 
was  being  so  saluted,  until  he  got  to  the  train  and 
was  about  to  comb  his  hair  and  wash  his  face  and 
saw  himself  in  the  mirror  arrayed  in  a general’s 
uniform.  He  said,  “What  a stupid  fool  that  hotel 
proprietor  is.  I told  him  to  wake  me  up  at  six.  and 


he  woke  up  the  general  instead.”  (Laughter)  “As  a 
matter  of  fact,  I think  I may  even  miss  my  train.” 
(Laughter) 

Speaker  Baiter:  Is  there  any  further  discussion 
on  the  substitute  resolution? 

Dr.  Charles  F.  McCarty,  Kings:  Dr.  Bern- 
stein said  that  only  5 per  cent  of  the  doctors  were 
having  trouble  being  paid.  I have  information, 
which  I got  last  week  from  the  New  York  City  De- 
partment of  Welfare,  that  during  the  past  two  years 
about  33V»  per  cent  of  the  doctors  either  were  not 
paid  or  had  great  difficulty  in  collecting  their  fees  in 
that  they  had  to  find  out  from  the  Department  of 
Welfare  when  the  person  was  going  to  be  paid  and  go 
to  the  home  and  collect  the  money  themselves  be- 
fore the  check  was  cashed;  otherwise  they  would  be 
out  of  luck. 

Speaker  Bauer  : Is  there  any  further  discussion? 
If  not,  are  you  ready  for  the  question?  The  question 
is  on  the  adoption  of  the  reference  committee’s  re- 
port, which  carries  with  it  the  adoption  of  the  sub- 
stitute resolution.  All  those  in  favor  of  the  adop- 
tion of  the  committee’s  report  say  “Aye”;  those 
opposed,  “No.”  The  chair  is  in  doubt.  Those  in 
favor  of  the  motion — namely,  the  adoption  of  the 
committee’s  report — will  please  rise  and  stay 
standing  until  they  have  been  counted.  Now  those 
opposed  please  rise.  The  vote  is  53  in  favor  and  47 
against;  the  committee’s  report  is,  therefore, 
adopted  and  with  it  the  substitute  resolution. 

Dr.  Rawls:  In  view  of  Paragraph  4 in  the  report 
of  the  Committee  on  Medical  Relief,  your  committee 
thinks  it  important  to  adopt  the  following  resolution: 
“Whereas,  a blanket  policy  of  taking  care  of 
the  families  of  all  men  in  service  will  include  many 
that  are  financially  able  to  purchase  their  own 
medical  care;  and 

“Whereas,  the  meaning  of  the  word  ‘family’  is 
not  fully  described ; and 

“Whereas,  there  are  at  present  facilities  for 
taking  care  of  those  who  are  financially  unable  to 
secure  medical  care  through  the  Welfare  Depart- 
ment; therefore  be  it 

“ Resolved , that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  go  on  record  as 
opposing  a blanket  policy  of  taking  care  of  the 
families  of  all  men  in  the  service,  recommending 
that  the  Welfare  Department  render  such  service 
as  is  necessary  to  those  families  of  men  in  service 
who  are  not  financially  able  to  secure  proper  medi- 
cal care.” 

I move  its  adoption. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

Dr.  Rawls:  Now  I move  the  adoption  of  the 
report  of  the  Reference  Committee,  consisting  of 
William  B.  Rawls,  chairman,  Edgar  O.  Boggs, 
Joseph  A.  Geis,  Abraham  Koplowitz,  and  Guy  S. 
Philbrick,  as  a whole. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried _ _ . , 

Speaker  Bauer:  Thank  you,  Dr.  Rawls! 

Section  60.  ( See  15) 

Report  of  Reference  Committee  on  Report  of  the 
Council — Part  IV:  Publications  and  Medical 

Publicity — Special  Committee  on  Office  Adminis- 
tration and  Policies 

Dr.  Andrew  A.  Eggston,  Westchester:  The  Re- 
port of  the  Special  Committee  on  Office  Administra- 
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tion  and  Policies,  which  was  referred  to  us,  reads: 
“The  Special  Committee  on  Office  Administra- 
tion and  Policies  recommends  that  the  House  of 
Delegates  continue  this  Special  Committee  work- 
ing under  supervision  of  the  reporting  to  the 
Council,  and  that  the  House  give  the  following 
directive  as  to  continuance  of  its  personnel  in 
keeping  with  the  action  of  the  House  in  1942: 
‘The  Committee  on  Office  Administration 
and  Policies  shall  consist  of  the  general  manager, 
the  business  manager  of  the  Journal  and  Di- 
rectory, the  literary  editor,  the  treasurer,  and 
one  member  of  the  Board  of  Trustees  to  be  ap- 
pointed by  the  President  of  the  Society,  after 
consultation  with  the  Chairman  of  the  Board 
of  Trustees.’” 

That  is  approved  by  your  reference  committee, 
consisting  of  Andrew  A.  Eggston,  Chairman, 
Charles  A.  Anderson,  J.  P.  Henry,  A.  A.  Gartner, 
and  A.  M.  Heilman. 

I so  move. 

Dr.  Alfred  M.  Hellman,  New  York : I second 
the  motion. 

Speaker  Bauer:  This  recommendation  is 

merely  approval  of  a continuation  of  the  practice 
now  in  effect — namely,  that  this  committee  shall  be 
continued. 

Dr.  George  W.  Kosmak,  New  York:  I think  the 
original  recommendation  contained  the  phrase  that 
the  member  of  the  Board  of  Trustees  should  be  the 
chairman  of  this  committee. 

Secretary  Irving:  No,  that  was  in  the  report 
of  the  other  special  committee,  the  Committee  on 
Publications. 

Dr.  Kosmak:  But  the  original  intent  of  the  mo- 
tion would  make  it  apply  to  this  committee  likewise. 

Speaker  Bauer:  You  are  privileged  to  make  an 

amendment  to  the  motion,  Dr.  Kosmak. 

Dr.  Kosmak:  I so  amend  it. 

....  The  motion  was  seconded 

Speaker  Bauer:  Dr.  Kosmak  moves  the  amend- 
ment of  the  motion  by  making  the  member  of  the 
Board  of  Trustees  the  chairman  of  the  Special  Com- 
mittee on  Office  Administration  and  Policies. 

Is  there  any  discussion  on  the  amendment? 

....  The  question  was  called  for,  and  the  amend- 
ment was  put  to  a vote  and  was  unanimously  car- 
ied 

Speaker  Bauer:  Now  you  have  the  amended 
motion  before  you,  which  carries  with  it  the  recom- 
mendation for  the  continuation  of  this  committee 
as  it  is  at  present  set  up,  plus  the  amendment  sug- 
gested by  Dr.  Kosmak  which  was  just  voted  on. 
Are  you  ready  for  the  question? 

....  The  question  was  called  for,  and  the  motion, 
as  amended,  was  put  to  a vote  and  was  unani- 
mously carried 

Speaker  Bauer:  Are  there  any  other  reference 
committees  ready  to  report? 

Section  61.  ( See  J+,  6,  6,  7) 

Report  of  Reference  Committee  on  Report  of  the 
President,  the  President-Elect,  and  Speaker 

Dr.  David  W.  Beard,  Schoharie:  On  the  Report 
of  the  President,  the  Medical  Society  of  the  State 
of  New  York  in  the  opinion  of  this  reference  com- 
mittee has  been  singularly  fortunate  in  having  had 
the  considered  wisdom  and  sagacity  that  has  been 
exemplified  in  all  of  Dr.  Cottis’  official  acts  and  ut- 
terances during  this  past  year.  In  the  trying  and 
troubled  times  through  which  we  are  now  passing, 


his  solid  opinions  and  logical  thinking  have  been 
substantial  assets.  His  finger  at  all  times  has  been 
on  the  pulse  of  medical  trends.  He  has  demon- 
strated remarkable  cognizance  of  organized 
medicine’s  important  and  inseparable  relationship 
to  the  changing  social  order.  His  talks  before  the 
various  District  Branches,  his  quoted  and  pub- 
licized speeches,  have  all  shown  evidence  of  his  prac- 
tical and  wholesome  grasp  of  the  intricacies  and 
perplexities  of  the  serious  problems  that  confront  us 
as  a profession. 

In  reviewing  this  Report  of  the  President,  we 
should  like  to  call  attention  particularly  to  the  last 
half  of  it,  those  portions  referring  to  the  great  socio- 
economic changes  that  this  Society  must  be  pre- 
pared to  face.  Let  us  quote  briefly  these  remarks  of 
his: 

“No  man  can  say  how  far  the  changes  in  our 
social  organization  will  go  before  the  end  of  the 
war,  but  no  man  can  doubt  the  direction  of  the 
trend.  Furthermore,  it  makes  no  difference 
whether  we  favor  or  dislike  the  trend.  As  long 
as  this  country  remains  a democracy,  the  people 
will  decide.” 

He  has  reasonable  and  proper  doubts  that  we  are 
prepared  to  meet  these  imminent  changes.  We  must 
prepare  and  have  ready  plans  and  proposals  to  meet 
any  others  that  may  be  offered. 

We  are  heartily  in  accord  with  Dr.  Cottis’  recom- 
mendation that  a special  committee  be  created  to 
study  and  report  on  this  problem.  In  this  connec- 
tion we  respectfully  refer  to  the  supplemental  re- 
port of  this  reference  committee  on  the  resolution 
introduced  by  Dr.  Louis  H.  Bauer  at  the  opening 
session  of  this  House  of  Delegates. 

We  note  with  satisfaction  his  considered  opinion 
regarding  New  York  State  doctors’  full  contribution 
to  the  war  effort,  not  only  in  the  supplying  of  the 
needs  of  the  armed  forces,  but  also  in  fulfilling  the 
urgent  demand  of  Selective  Service  and  the  require- 
ments of  the  home  front.  These  latter  services  have 
been  unselfish  and  patriotic  duties  well  performed. 

The  President  has  called  attention  to  and  has 
recommended  the  reading  of  the  published  and  de- 
tailed committee  reports.  We  urge  compliance  of 
the  membership  at  large  with  this  request  that  they 
may  be  better  informed  of  the  serious  efforts  of  or- 
ganized medicine  in  this  State  to  cope  with  and  at- 
tempt the  solution  of  the  vexing  problems  that  con- 
front us. 

We  would  stress  particularly  the  pressing  need 
now  to  expand  and  activate  the  scope  and  plan  of 
Medical  Expense  Indemnity  Insurance.  We  be- 
lieve that  the  best  solution  is  a broad,  unified,  and 
comprehensive  plan  for  medical  care  that  can  be 
distributed  in  conjunction  with  the  well-accepted 
and  established  hospitalization  plans,  always  safe- 
guarding organized  medicine’s  right  to  retain  its 
proper  influence  and  control. 

We  commend  the  President’s  complimentary 
references  to  the  earnest  and  efficient  work  of  all 
the  various  components  that  make  up  the  adminis- 
trative machinery  of  the  State  Society. 

Speaker  Bauer:  I suggest  that  you  move  the 
adoption  of  that  portion  before  you  go  ahead  with 
the  supplemental  report. 

Dr.  Beard:  I move  the  adoption  of  this  por- 
tion of  the  reference  committee’s  report. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

Dr.  Beard:  The  supplemental  report  of  the 
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giving  serious  consideration  to  a Basic  Science  Law 
is  well  taken.  It  has  come  to  our  attention  that  a 
subcommittee  of  the  Committee  on  Legislation  will 
be  created  by  the  Council  to  study  and  consult  w ith 
a committee  of  the  State  Legislature  on  the  chiro- 
practic problem.  After  conference  with  the  Refer- 
ence Committee  on  the  Report  of  the  Council — 
Part  XII,  we  would  recommend  that  this  question 
of  the  Basic  Science  Law  be  also  referred  to  this  same 
subcommittee  for  their  consideration  and  study  in 
conjunction  with  the  chiropractic  situation. 

In  conclusion,  we  commend  this  unusual  and  ac- 
complished report  and  move  its  adoption. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  wras  unani- 
mously carried 

Dr.  Beard:  As  to  the  report  of  the  President- 
Elect,  Dr.  Thomas  A.  McGoldrick:  Dr.  McGold- 
rick  in  his  brilliant  address  before  the  House  of  Dele- 
gates in  this  morning’s  session  stressed  the  patriotic 
contribution  of  the  doctors  of  this  State  to  the  war 
effort  and  called  attention  to  the  misleading  report 
that  New  York  State  had  failed  to  meet  its  quota. 

It  is  comforting  to  note  the  President-Elect’s 
warnings  of  the  tendency  to  foster  lav-controlled 
medical  schemes  and  plans  under  the  guidance  of 
social  welfare.  We  would  respectfully  urge  that  the 
Reference  Committee  on  the  Supplementary  Report 
of  the  War  Participation  Committee  (Report  of 
Council — Part  VIII)  and  the  Director  of  Public 
Relations  employ  the  means  at  their  command  to 
counteract  all  such  propaganda. 

Relating  to  the  part  that  industry  is  assuming  in 
the  distribution  of  medical  care,  we  would  quote  the 
following  from  the  address  of  Dr.  McGoldrick: 

“It  is  not  the  function  of  industry  to  directly 
care  for  the  employee  and  his  family  in  sickness. 
That  is  the  duty  of  the  doctor  outside  the  factory, 
the  physician  in  the  community,  the  physician 
chosen  by  the  patient,  the  doctor  of  his  home-life — 
and  it  is  the  obligation  of  county  and  State  medi- 
cal societies  to  prevent  further  invasion  by  corpo- 
rations or  employers  into  the  practice  of  medicine. 
The  physician  in  industry  will  be  well  employed 
in  protecting  all  the  employees  from  disease  or 
accident;  in  knowing  at  all  times  the  physical  cap- 
abilities of  the  man  for  his  particular  job;  in 
finding  places  in  the  plant  for  the  employee  who 
by  accident  or  disease  is  unable  to  maintain  his 
former  skill  and  in  striving  to  maintain  in  the 
plant  every  man  capable  of  work,  regardless  of  his 
chronological  age.” 

These  words  of  Dr.  McGoldrick,  in  the  opinion 
of  our  committee,  state  the  case  so  adequately  that 
we  can  only  endorse  it  with  all  the  weight  at  our 
command.  We  hope  its  import  will  be  suitably 
publicized. 

We  note  with  satisfaction  the  President-Elect’s 
encouragement  of  further  expansion  of  plans  for 
Medical  Expense  Indemnity  Insurance. 

We  are  glad  to  note  that  the  President-Elect  is 
in  full  accord  with  the  recommendation  of  Dr. 
Cottis  and  Dr.  Bauer  for  a planning  committee  for 
medical  policy. 

Dr.  McGoldrick  has  also  pointed  out  in  his  ad- 
dress the  significance  of  unemployment  with  its 
resultant  poverty  and  ill  health,  and  is  pleased  to 
refer  to  the  attitude  of  the  present  State  adminis- 
tration “in  its  aim  to  maintain  the  highest  possible 
rate  of  industrial  activity  with  its  full  employment.” 
He  has  reiterated,  and  we  believe  it  cannot  be 
repeated  too  often,  that  medicine  must  be  free  from 


political  domination  and  must  be  allowed  to  have 
proper  representation  and  control  in  all  matters  ap- 
pertaining to  the  availability  and  distribution  of 
medical  care. 

We  move  the  adoption  of  this  report. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

Dr.  Beard:  As  to  the  resolution  introduced  bv 
the  Speaker  of  the  House  of  Delegates,  Dr.  Louis 
H.  Bauer,  the  reference  committee  has  carefully 
reviewed  and  considered  the  masterly  resolution  of 
Dr.  Louis  H.  Bauer  presented  to  the  House  at  its 
morning  session  today,  and  is  in  full  accord  with  its 
entire  meaning  and  intent.  We  feel  it  fully  imple- 
ments the  recommendations  of  President  Cottis  and 
President-Elect  McGoldrick  in  their  remarks  which 
we  have  just  reported  upon. 

We  move  the  adoption  of  this  resolution. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

Vice-Speaker  Hale:  The  resolution  is  adopted. 

Dr.  Beard:  Now  I move  the  report  of  the  Refer- 
ence Committee,  consisting  of  David  W.  Beard,  J. 
Stanley  Kenney,  Charles  A.  Prudhon,  and  Philip  I. 
Nash,  as  a whole. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

Vice-Speaker  Hale:  Thank  you,  Dr.  Beard! 

Speaker  Bauer:  Is  any  other  Reference  Com- 
mittee ready  to  report? 

Section  62.  {See  31) 

Report  of  Reference  Committee  on  New  Business 

A — Basic  Science  Law 

Dr.  John  J.  Masterson,  Kings:  Concerning  the 
resolution  on  the  Basic  Science  Law , introduced  by 
Dr.  Charles  Gullo,  of  Livingston  County — shall  I 
read  the  resolution? 

Chorus:  No.  We  remember  it. 

Speaker  Bauer:  The  House  already  having 

acted  on  the  subject,  I think  you  can  give  the  sub- 
stance of  it  without  rereading  it. 

Dr.  Masterson:  It  changes  the  law  entirely. 

Chorus:  Read  your  recommendation. 

Speaker  Bauer:  Just  give  the  recommendation 
of  the  reference  committee. 

Dr.  Masterson  : The  Committee  spent  consider- 
able time  with  Dr.  Gullo  discussing  this  resolution. 
Dr.  Gullo  has  given  much  time  and  a lot  of  study  to 
this  important  matter.  He  has  accumulated  a vast 
amount  of  material  regarding  the  favorable  working 
of  the  Basic  Science  Law  in  the  states  where  it  is 
now  on  the  statute  books. 

We  are  of  the  opinion  that  the  adoption  of  this 
law  would  help  considerably  in  preventing  practice 
of  medicine  by  the  various  cults. 

Recommendation:  In  view  of  the  fact  that  this 
matter  is  referred  to  in  the  President’s  Supplemen- 
tary Report  and  has  been  referred  to  the  Committee 
on  the  Report  of  the  President,  we  feel  that  it  is  not 
necessary  for  our  committee  to  make  any  recom- 
mendation at  this  time. 

I move  the  recommendation  of  the  reference  com- 
mittee. 

Speaker  Bauer:  This  subject  was  discussed  a 
short  time  ago,  and  the  question  of  the  Basic  Science 
Law  was  referred  by  the  House  to  this  new  sub- 
committee of  the  Legislative  Committee  for  study. 


June  15,  1943] 


MINUTES  OF  THE  ANNUAL  MEETING 


1161 


....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried 

Section  63. 

Proposed  Amendment  to  Bylaws,  Chapter  II,  Sec- 
tion 1 

Dr.  J.  Stanley  Kenney,  New  York:  This  is  a 
resolution  to  amend  the  Bylaws,  Chapter  II,  Sec- 
tion 1,  of  the  Medical  Society  of  the  State  of  New 
York: 

“Whereas,  the  recently  enacted  reapportion- 
ment bill  is  based  upon  the  population  ratio  and 
will  thereby  cause  a redistribution  of  delegates 
from  the  component  medical  societies  to  the  House 
of  Delegates  to  the  Medical  Society  of  the  State  of 
New  York;  therefore  be  it 

“ Resolved , that  the  number  of  delegates  from 
any  component  medical  society  be  not  reduced 
from  their  present  number  unless  there  has  been  a 
material  reduction  of  the  number  of  physicians  in 
the  area  of  any  county  medical  society.” 

Dr.  Alfred  M.  Hellman,  New  York:  I second 
that. 

Speaker  Baijer:  This  being  an  amendment  to 
the  Bylaws,  no  action  is  required  on  it  at  this  time, 
but  it  will  remain  in  the  hands  of  the  Secretary  and 
be  acted  on  next  year  after  due  publication. 

Is  there  any  other  committee  ready  to  report? 

....  There  was  no  response 

Speaker  Bauer:  Has  anybody  else  a resolution 
to  introduce  at  this  time? 

....  There  was  no  response 

Speaker  Bauer:  I will  have  to  declare  another 
ten-minute  recess.  We  want  to  get  several  more 
committee  reports  out  of  the  way  this  afternoon,  so 
that  we  can  get  through  with  the  major  portion  of 
our  business  tomorrow  and  be  ready  for  the  elec- 
tions at  1:00  p.m. 

....  There  was  a ten-minute  recess  at  this  point 


Speaker  Bauer:  The  House  will  be  in  order. 

The  Chair  recognizes  Dr.  Holcomb,  Chairman  of 
the  Reference  Committee  on  the  Report  of  the 
Council — Part  VIII:  War  Participation. 

Section  64.  ( See  12) 

Report  of  the  Reference  Committee  on  Report  the 

Council — Part  VIII:  War  Participation 

Dr.  F.  W.  Holcomb,  Alster:  The  Reference  Com- 
mittee on  the  Report  of  the  Council — Part  VIII: 
War  Participation,  wishes  to  commend  the  com- 
mittee of  which  Dr.  Louis  H.  Bauer  served  as  chair- 
man, together  with  Dr.  Peter  Irving  and  his  staff, 
for  their  excellent  work  during  the  past  year  with  the 
State  Chairman  of  Procurement  and  Assignment  in 
connection  with  supplying  physicians  for  the  armed 
services  from  the  State  of  New  York. 

This  committee,  through  its  untiring  efforts,  has 
made  surveys  of  the  whole  State  and  has  cooperated 
with  Procurement  and  Assignment  in  an  attempt  to 
solve  the  perplexing  problem  of  supplying  physi- 
cians for  the  armed  services  without  causing  too 
great  a shortage  of  physicians  to  care  for  the  civilian 
population. 

Your  reference  committee  approves  the  recom- 
mendations made  by  this  committee,  which  are  as 
follows: 

1.  That  all  county  medical  societies  continue 
their  War  Participation  Committees  and  that 
they  function  in  close  liaison  with  the  State 


Committee  and  with  Procurement  and  As- 
signment. 

2.  That  these  Committees  see  to  it  that  indus- 
trial plants  be  adequately  safeguarded  from  a 
medical  standpoint. 

3.  That  these  Committees  safeguard  civilian 
welfare  as  well  as  furnish  a pool  for  the  Army 
and  Navy. 

4.  That  hospital  staffs  and  teaching  institutions 
be  protected  by  declaring  minimum  necessary 
personnel  as  “essential.” 

5.  That  shortages  in  medical  personnel  develop- 
ing from  general  increases  in  population  or 
from  expansion  of  industrial  plants  be  re- 
ported promptly  to  Procurement  and  Assign- 
ment so  that  such  shortages  may  be  relieved. 

6.  That  the  Committees  representing  those 
counties  which  have  not  yet  met  their  quotas 
take  every  step  possible  to  induce  eligible 
physicians  to  enter  the  service  so  that  New 
York  may  meet  whatever  demands  are  made 
upon  it. 

7.  That  all  physicians  be  urged  to  do  welfare 
work  regardless  of  whether  or  not  they  have 
done  so  heretofore,  so  that  the  indigent  popu- 
lation may  not  be  neglected  but  will  continue 
to  receive  the  medical  care  that  the  Society 
has  always  insisted  that  they  have. 

8.  That  the  Society  give  a vote  of  thanks  to 
Dr.  Henry  W.  Cave  and  Dr.  Joe  R.  Clem- 
mons for  their  wholehearted  cooperation  with 
the  State  Society  and  for  their  eminent  fair- 
ness in  handling  their  difficult  assignments. 

The  reference  committee,  consisting  of  Frederic 
W.  Holcomb,  chairman,  Kenneth  F.  Bott,  Emil 
Koffler,  Erich  H.  Restin,  and  Thomas  B.  Wood, 
recommends  the  adoption  of  these  recommenda- 
tions as  a whole. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

Dr.  Holcomb  : On  the  Supplementary  Report  of 
the  Council — Part  VIII:  War  Participation:  In 

this  report  the  committee  has  obtained  the  latest 
figures  from  the  Procurement  and  Assignment  Com- 
mittee as  of  February  1,  1943.  This  report  states 
that  the  number  of  physicians  from  New  York 
State  on  February  1,  1943,  was  9,000  with  an  addi- 
tional 800  to  900  listed  since  February  1. 

As  the  New  York  quota  for  1942  was  8,600,  this 
report  proves  that  New  York  State  has  met  its  1942 
quota. 

The  report  of  the  Council  further  states  that  at  the 
start,  in  New  York,  15,700  men  were  under  45  years 
of  age.  Of  these,  9,800  to  9,900  are  in  service,  and 
2,185  have  been  physically  disqualified.  The  re- 
mainder includes  the  younger  men  essential  in  the 
full-time  faculties  of  the  nine  medical  schools,  all 
the  alien  physicians,  women  physicians,  physicians 
essential  in  hospitals,  and  physicians  essential  in  in- 
dustry and  in  the  mental  hospitals.  This  original 
number,  15,700,  must,  in  addition,  furnish  the  bal- 
ance required  for  the  armed  services. 

With  43,000  physicians  in  the  armed  services, 
it  will  be  seen  that  New  York  has  furnished  be- 
tween 20  and  25  per  cent  of  the  total. 

It  is  the  opinion  of  the  reference  committee  that 
this  supplementary  report  disproves  various  pub- 
licized statements  which  maligned  the  medical  pro- 
fession of  New  York  State,  inferring  that  they  had 
failed  to  meet  their  quota  in  the  armed  services, 
and  that  the  medical  profession  has  been  remiss  in 
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making  efforts  to  supply  physicians  to  areas  in  which 
there  was  inadequate  civilian  medical  care. 

Your  committee  recommends  the  adoption  of  the 
supplementary  report. 

Speaker  Bauer:  You  have  before  you  the  rec- 
ommendation of  the  Committee  calling  for  adoption 
of  the  Supplementary  Report.  Is  there  any  dis- 
cussion? 

Dr.  Abraham  Koplowitz,  Kings:  Is  it  in  order 
for  me  to  make  an  amendment  now? 

Speaker  Bauer:  Yes. 

Dr.  Koplowitz:  I would  like  to  amend  that  to 
this  extent:  that  a copy  of  this  report  be  sent  to  the 
American  Medical  Association,  and  that  they  be 
asked  to  make  the  correction  in  the  Journal. 

Dr.  Benjamin  M.  Bernstein,  Kings:  I second 
that  amendment. 

Dr.  Holcomb  : We  are  making  that  recommenda- 
tion later. 

Dr.  Koplowitz:  Oh,  I did  not  know  that. 

Speaker  Bauer:  Do  you  want  to  withdraw  the 
amendment,  then,  for  the  time  being? 

Dr.  Koplowitz:  Yes. 

Dr.  Bernstein:  Yes,  as  long  as  it  is  taken  care 

of. 

Speaker  Bauer:  You  have  before  you,  then,  the 
adoption  of  this  portion  of  the  report  of  the  reference 
committee.  Is  there  any  further  discussion? 

....  The  question  was  called  for,  and  the  motion 
was  put  to  a vote  and  was  unanimously  carried 

Dr.  Holcomb:  Your  committee  further  recom- 
mends that  copies  of  these  reports  be  sent  to  the 
Office  of  Procurement  and  Assignment  and  to  the 
Editors  of  the  Journal  of  the  American  Medical 
Association  for  their  information. 

Speaker  Bauer:  I think  the  recommendation 
should  be  a little  more  specific.  When  you  say  “the 
Office  of  Procurement  and  Assignment,”  do  you 
mean  the  national  one? 

Dr.  Holcomb:  Yes,  I will  make  it  “the  National 
Office  of  Procurement  and  Assignment.” 

Speaker  Bauer:  Because  there  are  a good  many 
offices  throughout  the  various  states. 

Dr.  Holcomb:  Thank  you,  it  has  been  so 


amended.  . 

Speaker  Bauer:  We  will  consider  the  com- 

mittee’s report  amended  to  the  extent  that  copies 
of  these  reports  be  sent  to  the  National  Office  of 
Procurement  and  Assignment  and  to  the  Editors  of 
the  Journal  of  the  American  Medical  Association . 
Is  there  any  discussion? 

....  The  question  was  called  for,  and  the  motion 
waVput  to  a vote  and  was  unanimously  carried 

Dr.  Holcomb:  I move  the  adoption  of  the  re- 
port, as  amended,  as  a whole. 

....  The  motion  was  seconded,  and  as  there  was 
no*  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried .....  TT  . ,. 

Speaker  Bauer:  Thank  you,  Dr.  Holcomb! 


Section  65.  ( See  36) 

Report  of  Reference  Committee  on  New  Business 
C— Practical  Nurse  Training 
Dr  John  D.  Carroll,  Rensselaer:  Concerning 
the  resolution  introduced  by  Dr.  George  W.  Kos- 
mak,  on:  “Practical  Nurse  Training,”  reading: 

“Whereas,  there  has  long  existed  an  evident 
need  for  another  type  of  nursing  service  of  a 
less  demanding  character  than  that  hitherto  sup- 
plied by  the  highly  trained  professional  registered 
nurse  group,  for  those  patients,  for  example,  af- 
flicted with  simple  illness,  undergoing  convales- 


cence from  previous  operations  or  confinements, 
or  suffering  from  disabling  chronic  disease;  and 
“Whereas,  this  need  has  been  intensified  dur- 
ing the  present  emergency  by  the  lack  of  avail- 
able nurses  for  civilian  and  hospital  needs;  and 
“Whereas,  there  are  at  present  inadequate 
facilities  for  the  procurement  and  training  for  this 
special  practical  nurse  group;  therefore  be  it 
“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  endorse 
the  movement  to  extend  the  facilities  for  training 
such  practical  nurses  and  likewise  commend  the 
efforts  by  the  Nursing  Council  of  this  State  in  the 
procurement  of  candidates  for  such  training,” 
your  committee  recommends  the  approval  of  this 
resolution,  and  I so  move. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

Section  66.  ( See  32) 

Report  of  Reference  Committee  on  New  Business 
C — Amendment  to  “Principles  of  Professional 
Conduct” 

Dr.  Carroll:  Regarding  the  amendment  to  Sec- 
tion 17  of  the  Principles  of  Professional  Conduct, 
introduced  by  Dr.  Harold  B.  Davidson,  there  is  a 
suggested  draft  reading: 

“When  one  physician  seeks  the  medical  aid  of 
another  with  whom  he  has  previously  had  no  sig- 
nificant professional  or  social  connection,  it  is 
proper  for  the  physician  seeking  aid  to  proffer, 
and  ethical  for  the  treating  physician  to  receive, 
such  compensation.” 

The  committee  has  recommended  slight  correc- 
tion in  the  wording  of  this  resolution,  but  does  ap- 
prove the  resolution  as  read. 

I move  the  adoption  of  the  recommendation  of 
the  reference  committee. 

Dr.  Harvey  B.  Matthews,  Kings:  I second  the 
motion. 

Speaker  Bauer:  You  have  before  you  the  rec- 
ommendation of  the  committee  for  this  amendment 
to  the  principles  of  professional  conduct.  Is  there 
any  discussion  on  it? 

Dr.  Thomas  B.  Wood,  Kings:  Is  that  not  some- 
what in  violation  with  our  Hippocratic  oath? 

Speaker  Bauer:  Would  you  care  to  answer 

that,  Dr.  Carroll? 

Dr.  Carroll:  This  is  the  way  it  was  described 
to  my  committee:  It  has  been  unethical  in  the  past, 
according  to  our  principles  of  professional  conduct, 
for  one  physician  to  accept  a fee  for  treating  any 
immediate  member  of  another  physician’s  family. 
Apparently  a situation  has  developed  in  the  lower 
section  of  the  State  where  some  men  have  been 
taking  care  of  other  physicians’  families  for  years 
gratis  and  have  done  very  little  other  work  for  such 
physicians.  So  often  has  this  been  the  case  that  it 
has  been  a hardship  for  some  of  these  men  to  get 
along.  When  these  instances  were  cited  to  the  com- 
mittee, providing  that  there  was  not  really  a definite 
fee  charged,  the  committee  felt  there  were  certain 
circumstances  in  which  a gratuity  or  gift — we  hated 
to  use  the  word  “gratuity”  so  we  used  the  word 
“compensation” — when  offered  could  be  taken  by 
the  attending  physician.  . „ , 

Dr.  Wood:  I suggest  the  word  “honorarium  for 
“compensation.” 

Dr.  Carroll:  That  would  be  a very  good  word 

for  it.*  I am  sorry  that  the  committee  did  not  have 
the  benefit  of  your  advice  originally  on  that. 
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Speaker  Bauer:  Do  you  amend  your  report 

accordingly? 

Dr.  Carroll:  I think  that  is  permissible  if  none 
of  my  committee  objects. 

Dr.  Wood:  I suggest  that  it  be  amended  so  that 
an  honorarium  may  be  paid,  but  a fee  may  not  be 
charged. 

Speaker  Bauer:  Dr.  Wood  moves  that  the 

resolution  be  amended  by  leaving  out  the  words 
“fee”  or  “compensation”  and  substituting  therefor 
“honorarium” — that  an  honorarium  may  be  paid 
but  a fee  may  not  be  charged. 

Dr.  Wood:  An  honorarium  may  be  accepted 

but  no  fee  can  be  charged. 

Speaker  Bauer:  An  honorarium  may  be  ac- 

cepted but  no  fee  can  be  charged. 

You  have  the  question  on  the  amendment  of  the 
resolution.  Is  there  any  discussion  on  that? 

....  The  question  was  called  for,  and  the  amend- 
ment was  put  to  a vote  and  was  unanimously  car- 
ried   

Speaker  Bauer:  We  now  have  the  amended 

resolution  before  us  for  adoption.  Does  anyone  wish 
to  discuss  this?  Do  you  want  the  resolution,  as 
amended,  read? 

Dr.  Harry  Aranow,  Bronx:  Yes,  it  might  be 
better  for  us  to  know  how  it  reads  as  now  amended. 
Speaker  Bauer:  Will  you  read  it,  please? 

Dr.  Carroll:  As  amended,  it  reads: 

“When  one  physician  seeks  the  medical  aid  of 
another  with  whom  he  has  previously  had  no  sig- 
nificant professional  or  social  connection,  it  is 
proper  for  the  physician  seeking  aid  to  proffer, 
and  ethical  for  the  treating  physician  to  receive, 
such  honorarium.” 

That  is  the  word  that  was  substituted  for  the  word 
“compensation.” 

The  Committee  has  recommended  slight  correc- 
tion in  the  wording  of  this  resolution,  but  does 
approve  the  resolution  as  read. 

I recommend  the  adoption  of  this  part  of  the  re- 
port. 

Then  there  is  an  amendment  that  an  honorarium 
may  be  received  but  no  fee  charged. 

Speaker  Bauer:  Can  you  tie  that  into  the 

resolution  so  you  can  read  the  resolution  with  those 
words  in?  I believe  the  reason  Dr.  Aranow  re- 
quested that  the  resolution  as  amended  be  read  was 
that  we  might  see  if  it  fitted  in  smoothly. 

Dr.  Harold  B.  Davidson,  New  York:  If  the 
simple  change  were  made  of  changing  the  word 
“compensation”  to  “honorarium,”  I believe  it 
would  carry  the  same  meaning  and  would  leave  the 
resolution  clear,  because  there  is  not  a question  of 
charging  anything  anyway,  and  the  unchanged  part 
of  Section  17  precludes  the  charging  of  a fee. 

Dr.  Carroll:  I have  changed  that  word  “com- 
pensation” to  “honorarium.” 

Dr.  Davidson:  Yes,  and  that  would  not  require 
the  repetition  of  it  by  the  extra  sentence  that  you 
added.  What  is  wanted  would  be  accomplished  by 
that  change  of  word  instead  of  also  adding  the  extra 
sentence. 

Dr.  Carroll:  I have  changed  the  word  “com- 
pensation” to  “honorarium.” 

Speaker  Bauer:  Will  you  read  it  as  it  will  be 
when  it  is  amended,  please? 

Dr.  Carroll:  “When  one  physician  seeks  the 
medical  aid  of  another  with  whom  he  has  previously 
had  no  significant  professional  or  social  connection, 
it  is  proper  for  the  physician  seeking  aid  to  proffer, 
and  ethical  for  the  treating  physician  to  receive, 
such  honorarium.”  Now — 


Dr.  Wood:  I move  the  adoption  of  this  portion 
of  the  report. 

....  The  motion  was  seconded 

Speaker  Bauer:  Is  there  any  further  discus- 

sion of  the  amended  motion?  If  not,  all  those  in 
favor  say  “Aye”;  opposed,  “No.”  The  Chair  is  in 
doubt.  All  those  in  favor  of  this  amended  motion 
will  arise  and  stay  standing  until  you  have  been 
counted.  Now  those  opposed  to  the  amended  reso- 
lution will  stand.  The  resolution  as  amended,  and 
as  just  read,  is  carried,  71  for  and  32  against. 
Continue  with  your  report,  Dr.  Carroll. 

Section  67.  ( See  89) 

Report  of  Reference  Committee  on  New  Business 
C — Board  of  Regents  Appointment  Suggested 

Dr.  Carroll:  In  regard  to  the  resolution  intro- 
duced by  Dr.  B.  Wallace  Hamilton  on  the  Board  of 
Regents  vacancy,  reading: 

“ Resolved , that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  respect- 
fully recommend  and  urge  upon  the  joint  caucus 
of  the  Senate  and  Assembly  of  the  State  of  New 
York  the  designation  of  Dr.  Chas.  Gordon  Heyd 
as  Medical  Representative  on  the  Board  of  Re- 
gents of  the  University  of  the  State  of  New  York 
when  a vacancy  occurs  in  the  First  Judicial  Dis- 
trict.” 

Your  committee,  in  session,  added  that  last  state- 
ment, “when  a vacancy  occurs  in  the  First  Judicial 
District.”  The  reason  for  that  was  that  there  is  now 
a vacancy  in  the  Fourth  Judicial  District,  and  a 
man  to  fill  that  vacancy  must  be  chosen  from  that 
District,  but  there  will  be  a vacancy  within  the  next 
year  in  the  First  Judicial  District;  therefore  the 
Committee  added  the  clause,  “when  a vacancy  oc- 
curs in  the  First  Judicial  District.” 

With  the  explanatory  addition,  the  resolution  is 
approved  by  the  committee,  and  I move  the  adop- 
tion of  this  part  of  the  report. 

....  The  motion  was  seconded 

Speaker  Bauer:  You  have  before  you  the  refer- 
ence committee’s  report  moving  adoption  of  this 
resolution  with  the  amendment  added  by  the  com- 
mittee. Is  there  discussion? 

Dr.  Walter  P.  Anderton,  New  York:  There 
should  also  be  added  another  clarifying  expression 
to  that — “when  a vacancy  at  large  or  in  the  First 
Judicial  District  should  occur.” 

Speaker  Bauer:  Does  the  committee  accept 

that  addition? 

Dr.  Carroll:  It  is  true  that  there  are  three  dele- 
gates at  large  in  the  State  of  New  York.  I think  that 
the  Committee  will  accept  the  addition.  Will  my 
committee  members  back  me  up  on  that? 

....  Drs.  Horace  E.  Ayers,  Harry  I.  Johnston, 
J.  B.  Lawler,  and  Harvey  B.  Matthews  replied  in 
the  affirmative 

Speaker  Bauer:  If  there  is  no  objection,  it  will 
be  amended  in  that  form.  Hearing  none,  it  will 
stand  as  amended.  Now  is  there  any  discussion 
on  the  amended  recommendation? 

....  The  question  was  called  for,  and  the  motion 
was  put  to  a vote  and  was  unanimously  carried 

Section  68.  ( See  26) 

Report  of  Reference  Committee  on  New  Business 
A — Committee  for  Liaison  with  Hospital  Admin- 
istrators 

Dr.  Carroll:  On  the  resolution  introduced  by 
Dr.  Abraham  Koplowitz,  of  Kings,  on  a Committee 
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for  Liaison  with  Hospital  Administrators,  reading: 
“Whereas,  the  medical  profession  in  its  daily- 
work  in  hospitals  is  in  intimate  contact  with  the 
administrations  of  such  hospitals;  and 

“Whereas,  such  contact  is  through  Medical 
Boards  who  represent  its  own  staff  only;  and 
“Whereas,  medical  care  in  hospitals  is  now  so 
complex  and  involves  economic  factors  which  af- 
fect all  physicians;  now  therefore  be  it 

“ Resolved , that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York, 
through  its  Council,  organize  a standing  commit- 
tee on  liaison  with  hospital  administrators  under 
an  appropriate  name;  to  have  such  subdivisions 
of  such  committee  as  will  adequately  represent 
the  various  subdivisions  of  the  State.” 

Your  committee  recommends  that  this  matter 
be  approved  in  principle,  but  taken  care  of  by  the 
Public  Relations  and  Economics  Committee  of  the 
Council.  I so  move. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

Section  69.  ( See  27) 

Report  of  Reference  Committee  on  New  Business 
C — Graduates  of  Unapproved  Colleges  as  Interns 

Dr.  Carroll:  On  the  use  of  graduates  of  un- 
approved medical  colleges,  introduced  by  Dr. 
Harry  Aranow,  and  reading: 

“Whereas,  for  the  last  few  years  the  number 
of  medical  graduates  apphing  for  internship  has 
been  inadequate  to  supply  the  demand;  and 
“Whereas,  the  present  emergency  is  drasti- 
cally reducing  the  number  of  interns  available; 
and 

“Whereas,  though  the  large,  desirable,  prom- 
inent hospitals  manage  to  obtain  a minimum 
number  of  interns  compatible  with  the  proper 
running  of  the  hospitals,  some  of  the  smaller 
hospitals  have  been  unable  to  obtain  enough  in- 
terns to  give  their  patients  even  the  most  essen- 
tial care;  and 

“Whereas,  the  situation  is  so  critical  in  some 
localities  that  hospitals  may  be  compelled  to 
either  reduce  the  character  of  their  service,  or 
close  altogether;  therefore  be  it 

“ Resolved , that  the  American  Medical  Associa- 
tion be  petitioned  to  permit  the  approved  hospi- 
tals, under  their  supervision,  to  accept  \ for  the 
duration ’ interns  from  the  several  as  yet  unap- 
proved medical  colleges.” 

Your  committee  recommends  that  this  resolution 
be  sent  to  the  Council,  and  that  this  matter  be  taken 
up  with  the  American  Medical  Association. 

I move  the  adoption  of  this  part  of  the  report. 

....  The  motion  was  seconded 

Speaker  Bauer:  You  have  before  you  the  refer- 
ence committee’s  report  which  recommends  that 
this  resolution  be  referred  to  the  Council,  who  should 
take  it  up  with  the  American  Medical  Association. 

Dr.  Harry  Aranow,  Bronx:  Mr.  Speaker,  in 

the  first  place  I want  to  explain  the  reason  why  I 
introduced  this  resolution,  and  then  I will  also  bring 
out  its  purpose. 

I brought  this  up  before  the  Council,  and  the 
Council  suggested  that  I bring  it  up  before  the 
House.  (Laughter) 

There  are  hospitals  in  New'  York  that  are  so 
shorthanded  now  that  unless  they  get  some  interns 
they  will  have  to  close.  We  have  one  or  two  hos- 


pitals in  New  York  that  have  refugees,  inadequately 
trained  refugees,  as  interns.  We  have  in  one  insti- 
tution tw'o  or  three  refugee  women  physicians  who 
can  hardly  speak  English  and  w'ho  don’t  know  a 
great  deal  of  medicine  either,  yet  W'e  have  to  pay 
them  to  stay  there. 

We  are  not  asking  the  American  Medical  Associa- 
tion to  let  down  the  barriers;  but  w'hat  we  are  ask- 
ing them  to  do  is  to  close  their  eyes  to  any  possible 
infractions  in  regard  to  this  ruling  for  the  time  being. 

I know  of  one  hospital  in  New'  York  that  took  in 
one  or  two  interns  from  the  Middlesex  College,  and 
they  were  notified  by  the  American  Medical  Asso- 
ciation to  discharge  them  at  once  or  they  W'ould 
have  to  take  out  all  the  other  interns. 

While  these  colleges  are  not  up  to  date — and  I 
am  the  last  one  to  wish  to  reduce  the  standards,  of 
medical  education — it  seems  to  me  that  for  the  dura- 
tion we  should  at  least  ask  the  American  Medical 
Association  not  to  be  so  strict,  if  you  want  to  do  it 
that  w'ay,  and  give  us  a chance  to  run  some  of  these 
hospitals  so  they  w'ill  not  have  to  close  up.  If  this 
ruling  is  strictly  enforced,  the  hospitals  will  be  com- 
pelled to  close. 

Dr.  W.  Guernsey  Frey,  Jr.,  Queens:  I should 
like  to  move  an  amendment  to  the  report  of  the 
reference  committee  that  the  resolution  be  disap- 
proved. 

Speaker  Bauer:  That  is  hardly  in  order.  The 
defeat  of  the  resolution  accomplishes  the  same  thing 

Dr.  Frey:  I don’t  think  so.  I should  like  to  ap- 
peal from  the  ruling  of  the  Chair  in  that  regard.  1 
think  w'e  ought  to  go  on  record  definitely  as  disap- 
proving this. 

Speaker  Bauer:  The  resolution,  or  the  motion, 
rather,  if  I am  not  mistaken,  w'as  that  the  matter  be 
referred  to  the  Council.  If  the  motion  is  defeated, 
then  the  resolution  dies  with  it,  because  there  is  no 
other  resolution  before  the  House. 

Dr.  Benjamin  M.  Bernstein,  Kings:  I should 
like  to  ask  that  this  resolution  be  defeated.  Again 
we  are  letting  dowm  the  bars  in  one  way  or  anothei 
and  permitting  things  which  we  disapprove  of  in 
normal  times  to  take  place  at  the  present  time. 

Let  us  analyze  the  situation  briefly  in  this  way: 
There  are  about  three  schools  that  are  not  approved 
at  the  present  time.  The  total  number  of  graduates 
from  all  of  those  three  schools  in  any  one  year  would 
amount  to  few'er  than  300.  Three  hundred  distrib- 
uted over  600  hospitals  throughout  the  country 
w'ould  mean  very  little  relief  to  those  hospitals  for 
the  duration;  at  the  same  time  we  w'ould  again  be 
doing  with  our  left  hand  w'hat  we  disapprove  of 
with  our  right.  Let  us  be  consistent.  Let  us  have 
these  colleges  approved  if  they  are  worthy,  or  let 
us  not  quibble  about  the  details  at  the  moment. 

I would  urge  disapproval  of  the  resolution. 

Speaker  Bauer:  Dr.  Frey,  on  your  point  of 

order:  If  this  committee’s  motion  is  lost  you  may 
then  move  that  the  resolution  be  disapproved  by 
this  House,  of,  if  you  w'ish,  at  this  time  you  could 
move  a substitute  motion  for  the  committee’s  re- 
port but  not  an  amendment  in  the  terms  you  pro- 
posed. 

Dr.  Frey:  I should  like  to  see  the  House  take 
positive  action  rather  than  negative  action. 

Speaker  Bauer:  You  can  do  it  either  way. 

You  can  either  wait  until  the  House  has  disposed  of 
this  motion  of  commitment,  or  you  may  move  a 
substitute  motion  for  the  committee’s  report. 

Dr.  Frey:  I move  such  a substitute  motion. 
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Speaker  Bauer:  Has  anybody  seconded  that 

substitute  motion? 

....  The  motion  was  seconded  by  several 

Dr.  Chas.  Gordon  Heyd,  New  York:  Mr. 

Speaker  and  Members  of  the  House  of  Delegates,  if 
Dr.  Aranow  wants  the  Council  on  Medical  Educa- 
tion in  Hospitals  to  be  a little  asleep  in  enforcing 
this  requirement,  he  is  taking  a bad  way  to  accom- 
plish his  purpose,  because  if  you  put  in  a resolution, 
letter,  or  request,  it  has  to  be  acted  on,  and  in  that 
way  he  defeats  his  own  objective.  If  he  would  like 
the  Council  to  undergo  a Rip  Van  Winkle  sleep  for 
the  duration,  please  don’t  disturb  them  by  asking 
them  a question.  (Laughter) 

Furthermore,  there  are  only  three  of  these  schools 
involved,  and  there  is  no  question  that  it  is  to  the 
best  interests  of  medicine  that  they  be  put  out  of 
business,  and  it  does  not  affect  the  intern  problem 
at  all.  There  will  be  by  the  first  of  October  over 
1,500  more  internships  than  can  be  supplied.  About 
a third  of  the  Middlesex  boys  are  already  in  the 
Army  under  special  examinations,  and  it  will  not 
solve  your  intern  problem  to  pick  up  the  balance  of 
these  boys.  I don’t  believe  that  we  are  going  to  be 
particularly  anxious  about  one  or  two  men  that  hap- 
pen to  be  mal-located,  let  us  say,  but  I agree  with 
the  substitute  motion  that  we  should  under  no  cir- 
cumstances, as  a body  to  whom  the  confidence  of 
the  people  has  been  given,  pass  a resolution  that 
tears  down  thirty  years  of  constructive  efforts  in 
medical  education.  (Applause) 

Speaker  Bauer:  The  question  before  the  House 
now  is  on  the  substitution  of  Dr.  Frey’s  motion  for 
the  motion  by  the  reference  committee.  That  is 
what  we  are  discussing— the  substitute  motion, 
which  carries  with  it  the  disapproval  of  the  resolu- 
tion. 

Dr.  Aranow:  I want  just  to  read  what  Dr. 

Lahey,  the  ex-president  of  the  American  Medical 
Association,  said  on  this  very  same  problem  when 
he  was  asked  that  question  about  accepting  interns 
from  substandard  colleges.  Dr.  Lahey  replied,  “I 
will  do  it,  and  I will  let  the  American  Medical  As- 
sociation go  and  whistle,  and  I say  that  as  the  ex- 
president of  the  American  Medical  Association. 
We  simply  have  to  cut  corners  in  this  emergency.” 
That  is  from  a newspaper  clipping,  given  to  me  by 
one  of  the  gentlemen  here  as  I was  on  my  way  to  the 
platform. 

Speaker  Bauer:  The  question  is  on  Dr.  Frey’s 
substitute  motion.  The  committee's  report  recom- 
mends that  this  resolution  be  referred  to  the  Council 
with  instructions  to  take  it  up  with  the  American 
Medical  Association.  Dr.  Frey  has  moved  that  in- 
stead the  House  substitute  a motion  of  disapproval 
of  the  resolution.  Now  the  question  before  you  is 
whether  you  will  substitute  that  motion  of  Dr. 
Frey’s  for  the  motion  given  by  the  committee.  Is 
there  any  further  discussion  on  that? 

....  The  question  was  called  for,  and  the  motion 

was  put  to  a vote  and  was  carried 

Speaker  Bauer:  The  motion  is  substituted. 

The  substituted  motion  is  now  before  you  for  further 
discussion.  Is  there  any  further  discussion  on  it? 

....  The  question  was  called  for,  and  the  sub- 
stituted motion  was  put  to  a vote  and  was  carried 

Speaker  Bauer:  Continue,  Dr.  Carroll. 

Section  70.  ( See  85) 

Report  of  Reference  Committee  on  New  Business 
C — Amendment  to  Workmen’s  Compensation 
Law  to  Cover  Paid  Hospital  Physicians 
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Dr.  Carroll:  On  the  Amendment  to  the  Work- 
men’s Compensation  Law,  which  resolution  was 
introduced  by  Dr.  Jacob  Werne,  of  Queens,  reading: 
u Where  as,  physicians  under  salary  employed 
by  hospitals  or  other  institutions  allied  to  the 
practice  of  medicine  are  exposed  to  certain  special 
hazards  incident  to  their  employment,  in  addition 
to  the  ordinary  hazards  common  to  all  individuals 
employed  by  these  institutions;  and 

“Whereas,  such  physicians  (with  the  excep- 
tion of  interns)  are  not  included  as  beneficiaries 
under  the  Workmen’s  Compensation  Lav/;  and 
“Whereas,  disability  resulting  from  injury  or 
illness  sustained  as  a result  and  in  the  course  of 
such  employment  may  markedly  diminish  or  en- 
tirely dissipate  the  earning  power  of  such  physi- 
cians; be  it  hereby 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  initiate  measures,  through  ap- 
propriate channels,  to  cause  the  Workmen’s 
Compensation  Law  to  be  so  amended  as  to  pro- 
vide for  the  inclusion  of  the  class  of  physicians 
above  described  as  beneficiaries  under  that 
Law.” 

Your  committee  is  sympathetic  with  the  resolu- 
tion. It  recommends  that  it  be  referred  to  the 
Compensation  Committee  for  consideration.  I 
move  the  adoption  of  this  part  of  the  report. 

Speaker  Bauer:  As  I understand  the  reference 
committee’s  report,  it  is  that  this  resolution  be  com- 
mitted to  the  Council  Committee  on  Workmen’s 
Compensation  for  consideration? 

Dr.  Carroll:  That  is  right. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

Section  71.  ( See  24) 

Report  of  Reference  Committee  on  New  Business 
C — U.S.  Cabinet  Secretary  of  Health 

Dr.  Carroll:  On  the  resolution  introduced  by 
Dr.  Benjamin  M.  Bernstein,  on  the  subject  “A 
Secretary  of  Health,”  reading: 

“Whereas,  the  forward  march  of  civilization 
depends  on  the  world’s  health;  and 

“Whereas,  the  health  of  the  people  of  the 
United  States  is  the  concern  of  all  the  people; 
and 

“Whereas,  coordination  of  all  agencies  working 
for  the  maintenance  of  health  and  the  prevention 
and  cure  of  disease  is  becoming  increasingly  im- 
portant in  our  daily  lives;  and 

“Whereas,  the  problems  of  medical  care  could 
best  be  coordinated  and  correlated  under  the 
guidance  of  a central  agency;  be  it 

“ Resolved , that  the  American  Medical  Associa- 
tion urge,  with  all  the  power  at  its  command,  that 
a cabinet  ministry  of  health  be  established  at  the 
head  of  which  there  shall  be  a physician.” 

Your  committee  recommends  the  approval  of 
this  resolution,  and  I move  the  adoption  of  this 
part  of  the  report. 

Speaker  Bauer:  Is  the  motion  seconded? 

Dr.  J.  B.  Lawler,  Oneida:  I will  second  it. 

Dr.  J.  Stanley  Kenney,  New  York:  Would  it 

not  be  wise  to  include  that  the  physician  be  a repre- 
sentative of  organized  medicine  rather  than  just 
the  word  “physician”?  I listened  to  Mr.  Waldemar 
Kaempffert,  of  the  New  York  Times,  make  a public 
statement  not  long  ago  that  he  was  in  favor  of  such 
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a thing,  but  he  hoped  that  the  doctor  would  not  be 
a member  of  the  American  Medical  Association. 

Speaker  Bauer:  Do  you  wish  to  move  an 

amendment,  Dr.  Kenney? 

Dr.  Kenney:  Yes — that  he  be  a representative 
of  organized  medicine  or  something  to  that  effect. 
If  you  leave  him  without  a tag,  I think  you  are 
making  a big  mistake. 

Speaker  Bauer:  I think  “organized  medicine” 
is  a little  indefinite.  We  all  know  what  is  meant  by 
that  expression,  but  official^  I suppose  there  is  not 
any  such  designation,  although  unofficially  there  is, 
and  we  all  understand  what  is  meant  by  it.  I think 
if  you  made  it  that  the  physician  be  a member  of 
the  American  Medical  Association  you  would  ac- 
complish the  same  purpose. 

Dr.  Kenney:  That  is  suitable  to  me. 

....  The  amendment  was  seconded 

Secretary  Irving:  Why  not  say  he  shall  be  a 
member  of  a county  medical  society,  and  leave  out 
the  American  Medical  Association,  so  there  will 
not  be  a howl  on  that  score? 

Chorus:  Fine! 

Dr.  Benjamin  M.  Bernstein,  Kings:  That  is 
better  and  accomplishes  the  same  thing. 

Dr.  Kenney:  I will  accept  that. 

Du.  Bernstein:  May  I say  that  Dr.  Irving’s 
amendment  is  very  much  better  because  the  Sur- 
geon-General is  a member  of  the  American  Medical 
Association  and,  therefore,  he  may  be  appointed; 
if  you  make  it  a member  of  a county  medical  so- 
ciety, he  is  out. 

Dr.  Kenney:  I will  accept  the  wording  of  Dr. 
Irving’s  amendment. 

Speaker  Bauer:  Is  there  any  objection  to  Dr. 
Kenney’s  accepting  that  amendment?  If  not,  the 
amendment  will  read  that  the  physician  must  be  a 
member  of  a county  medical  society.  Is  there  any 
further  discussion  on  the  amendment? 

....  The  question  was  called  for,  and  the  amend- 
ment was  unanimously  carried 

Speaker  Bauer:  You  now  have  before  you  the 
amended  motion. 

Dr.  Edward  P.  Flood,  Bronx:  It  is  referred  to  as 
a cabinet  ministry  of  health.  That  is  not  a term  that 
connotes  any  American  department.  That  is  an 
English  term.  We  might  have  a Department  of 
Health. 

Dr.  Bernstein:  Secretary  of  Health. 

Dr.  Flood:  But  Secretary  of  a Department  of 
Health — not  a Ministry  of  Health. 

Dr.  Bernstein  : Right. 

Dr.  Carroll:  My  committee  will  accept  that 
change  in  wording:  “cabinet  secretary  of  health.” 

Speaker  Bauer:  If  there  is  no  objection  that 
amendment  will  be  made  without  vote.  Hearing 
none,  it  is  so  ordered. 

Dr.  Irving  J.  Sands,  Kings:  If  we  pass  this 
resolution,  won’t  that  really  be  furnishing  ammuni- 
tion to  those  people  who  advocate  socialized  medi- 
cine? 

Chorus:  Why? 

Speaker  Bauer:  Why? 

....  There  was  no  response 

Speaker  Bauer:  Does  anybody  want  to  answer 
that  question? 

Dr.  Edward  R.  Cunniffe,  Bronx:  I just  want 
to  tell  you  that  if  a man  is  made  Secretary  of 
Health,  he  is  the  health  official  of  the  United  States, 
and  automatically  becomes  a member  of  the  Ameri- 
can Medical  Association. 

Dr.  Harry  E.  Ungerleider,  New  York:  I 

think  it  is  a very  poor  thing  for  the  Society  to  pass 


this  resolution  for  the  following  reason:  The  Secre- 
tary of  Health  will  be  nominated  by  the  President  of 
the  United  States.  You  know  how  these  appoint- 
ments are  made.  A good  many  of  them  are  politick 
appointments.  Whether  this  will  work  to  the  good 
of  the  public  depends  on  the  personality  of  the  man 
who  is  appointed,  and  if  the  present  President  of 
the  United  States  or  some  future  President  of  the 
United  States  prefers  to  appoint  a man  who  is  not 
sympathetic  with  the  aims  of  the  American  Medical 
Association  and  its  component  bodies,  we  will  have 
socialized  medicine  foisted  upon  us  quicker  than  we 
know.  I think  we  ought  to  think  this  thing  over 
thoroughly  before  we  give  it  our  approval. 

Dr.  Bernstein:  Suppose  a year  from  now  we 
receive  a report  from  a special  committee  appointed 
by  the  Speaker  to  study  postwar  planning,  and  that 
committee  has  some  definite  plan  to  offer.  To  whom 
are  you  going  to  offer  it?  With  whom  are  you  going 
to  discuss  it?  The  present  plans  being  considered  in 
Britain  are  being  discussed  by  the  British  Medical 
Association  and  the  Ministry  of  Health.  With 
whom  are  we  going  to  talk?  How  are  we  going 
to  propose  a plan?  With  whom  are  we  going  to 
consult  after  we  have  a plan  all  formulated?  If  you 
get  a Secretary  of  Health  he  does  not  have  to  be  a 
socialized  minister  of  health  at  all,  but  he  has  to  be 
a man  who  can  coordinate  health  activities,  be  they 
socialized  or  not.  We  must  have  somebody  to 
talk  with  when  we  are  ready  to  talk  with  anybody 
at  all. 

Speaker  Bauer:  Is  there  any  further  discussion? 
You  have  the  amended  motion  before  you  for  adop- 
tion or  rejection,  as  you  see  fit.  If  there  is  no  further 
discussion,  will  you  read  the  amendment? 

Dr.  Carroll:  The  way  I had  it  before? 
Speaker  Bauer:  We  have  already  amended  it, 
so  read  it  as  thus  amended. 

Dr.  Carroll:  The  last  amendment  was  that  he 
be  a member  of  a county  medical  society. 

Speaker  Bauer:  Read  the  whole  thing  with  that 
incorporated  in  it. 

Dr.  Carroll:  It  will  now  read: 

“Whereas,  the  forward  march  of  civilization 
depends  on  the  world’s  health;  and 

“Whereas,  the  health  of  the  people  of  the 
United  States  is  the  concern  of  all  the  people;  and 
“Whereas,  coordination  of  all  agencies  working 
for  the  maintenance  of  health  and  the  prevention 
and  cure  of  disease  is  becoming  increasingly  im- 
portant in  our  daily  lives;  and 

“Whereas,  the  problems  of  medical  care  could 
best  be  coordinated  and  correlated  under  the 
guidance  of  a central  agency;  be  it 
“ Resolved , that  the  American  Medical  Associa- 
tion urge  with  all  the  power  at  its  command  that 
a cabinet  secretary  of  health  be  established,  at 
the  head  of  which  there  shall  be  a physician,  a 
member  of  a county  medical  society.” 

Speaker  Bauer  : Is  there  any  further  discussion? 
If  not,  all  in  favor  of  the  motion  as  amended  will 
say  “Aye”;  those  opposed,  “No.”  The  Chair  is  in 
doubt.  All  in  favor  of  the  motion  as  amended 
please  rise  and  stay  standing  until  you  are  counted. 
Now  those  opposed  will  please  rise.  The  motion  is 
carried  51  to  43.  The  recommendation  of  the  com- 
mittee, as  amended,  is  therefore  adopted. 

Section  72.  ( See  25) 

Report  of  the  Reference  Committee  on  New  Busi- 
ness C — World  Food  Conference 

Dr.  Carroll:  On  the  resolution  introduced  by 
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Dr.  Benjamin  M.  Bernstein,  concerning  the  World 
Food  Conference,  reading: 

“Whereas,  the  use  of  food  and  the  study  and 
application  of  problems  of  nutrition  are  increas- 
ingly essential  in  the  training  and  practice  of  the 
doctor;  and 

“Whereas,  the  problems  of  food  in  this  coun- 
try, as  well  as  the  world  at  large,  are  the  concern 
of  the  medical  profession;  and 

“Whereas,  the  knowledge  and  experience  in 
the  possession  of  the  medical  profession  in  this 
country  is  of  the  utmost  value  in  the  discussion  of 
national  as  well  as  international  food  relation- 
ships; be  it 

“ Resolved , that  the  American  Medical  Associa- 
tion be  urged  to  request  representation  at  the 
coming  United  Nations’  Food  Conference  to  be 
held  at  Hot  Springs,  Virginia,  on  May  18.” 

Your  committee  recommends  the  approval  of  this 
resolution,  and  I move  the  adoption  of  this  part  of 
the  report. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

Dr.  Carroll:  I move  the  adoption  of  the  report 
of  the  committee  as  a whole,  as  amended. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

Speaker  Bauer:  Thank  you.  Dr.  Carroll! 


Section  73. 

Report  of  Reference  Committee  on  Reports  of 
Treasurer  and  Board  of  Trustees 


Dr.  J.  Lewis  Amster,  Bronx:  The  financial 

management  of  the  Medical  Society  of  the  State  of 
New  York  is  of  vital  importance  and  of  great  con- 
cern to  this  House  of  Delegates. 

After  making  a most  careful  and  painstaking  sur- 
vey of  the  reports  submitted  by  the  Treasurer,  Dr. 
Kirby  Dwight,  and  the  Board  of  Trustees,  Dr. 
Edward  R.  Cunniffe,  chairman,  our  committee  is 
prepared  to  report  the  following  findings: 

(A)  Concerning  the  Treasurer's  Report: 

1.  That  the  financial  status  of  the  Society,  as 
shown  by  excerpts  from  the  annual  report  of  the 
auditors,  Messrs.  J.  K.  Lasser  & Co.,  for  the  year 
1942,  merits  commendation. 

2.  The  figures  show  an  increase  in  our  balance 
of  $54,900  for  last  year. 

3.  The  increase  in  saving  was  largely  due  to 
rigid  economy  in  management  as  reported  by  the 
Treasurer,  nonpublication  of  the  Directory,  and  in- 
creased advertising  income  of  the  Journal. 

However,  we  must  realize  that  more  and  more  of 
our  members  will  be  in  the  armed  forces,  and  with 
the  remission  of  their  dues  during  the  remainder  of 
the  war,  and  with  costs  on  a steady  increase,  our 
finances  may  become  somewhat  crippled  as  time 
goes  on.  It  is,  therefore,  advisable  for  the  Society 
to  curtail  its  expenditures  as  much  as  possible. 

I move  adoption  of  the  Treasurer’s  report. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried 

( B ) Concerning  the  Trustees'  Report: 

Dr.  Amster:  1.  Your  reference  committee  notes 

with  appreciation  that  while  the  1942  House  of  Dele- 
gates empowered  the  Trustees  “to  use  income  from 
investments,  if  necessary,”  wise  management  obvi- 
ated the  need  for  utilization  of  this  power.  However, 
this  discretionary  power  should  again  be  granted  to 


the  Trustees  for  the  ensuing  year  because  of  future 
uncertainty. 

2.  Your  committee  highly  commends  the  in- 
creased investment  in  Defense  Savings  and  Treasury 
Bonds  as  sound  financial  as  well  as  patriotic  prac- 
tice. 

I move  the  adoption  of  this  report. 

....  The  motion  was  seconded 

Speaker  Bauer:  It  has  been  regularly  moved 
and  seconded  that  the  Report  of  the  Reference  Com- 
mittee on  the  Report  of  the  Trustees,  which  recom- 
mends extension  of  the  authorization  by  the  House 
to  the  Trustees  to  use  income  from  investments  dur- 
ing the  next  year,  if  they  find  it  necessary  to  do  so, 
be  adopted.  Is  there  any  discussion  on  this  portion 
of  the  report? 

Dr.  Joseph  A.  Geis,  Essex:  Does  the  adoption 
of  this  report  grant  the  Trustees  the  power  to  draw 
on  that  money  for  another  year? 

Speaker  Bauer:  It  expresses  the  opinion  of  the 
House  that  the  Trustees  are  justified  in  using  income 
from  investments,  if  they  find  it  necessary  to  do  so. 

Dr.  Geis:  Does  that  give  them  the  authority  to 
do  so? 

Speaker  Bauer:  Yes. 

....  The  question  was  called  for,  and  the  motion 
was  put  to  a vote  and  was  unanimously  carried 

Dr.  Amster:  Now  I move  that  the  report  of 
your  committee,  consisting  of  J.  Lewis  Amster, 
chairman,  Archibald  K.  Benedict,  Corbet  S.  John- 
son, Leo  P.  Larkin,  and  Ezra  A.  Wolff,  as  a whole, 
be  adopted. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

Speaker  Bauer:  Thank  you,  Dr.  Amster! 

I think  we  have  time  for  one  more  report. 


Section  74-  ( See  45) 

Report  of  Reference  Committee  on  New  Business 
A — Mental  Hygiene,  State  Administration 

Dr.  John  J.  Masterson:  In  connection  with  the 
resolution  introduced  by  Dr.  John  J.  Buettner  on 
mental  hygiene,  which  reads  as  follows: 

“Whereas,  the  medical  profession  is  interested 
in  any  change  from  medical  administrative  con- 
trol of  our  mentally  sick  because  of  the  possibility 
of  affecting  detrimentally  the  service  which  has 
been  built  up  to  be  one  that  is  looked  upon 
throughout  the  country  and  the  world  as  a model; 
be  it 

“ Resolved,  that  we  express  to  Governor  Dewey 
full  confidence  in  his  purpose  and  design  and  hope 
that  he  may  appoint  capable  and  experienced 
personnel  for  both  administrator  and  director,” 

we  feel  that  it  would  be  injudicious  to  pass  the  reso- 
lution and  recommend  it  be  not  approved. 

I so  move. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  the  motion  of 
disapproving  the  resolution  was  unanimously 
adopted 

Section  75.  (See  47) 

Report  of  the  Reference  Committee  on  New  Busi- 
ness A — Foreign  Physicians  Survey 

Dr.  Masterson:  This  is  on  the  resolution  in- 
troduced by  Dr.  Joseph  C.  O’Gorman,  of  Erie. 
Shall  I read  the  resolution?  It  is  rather  long. 

Speaker  Bauer:  Yes,  read  it,  so  we  may  know 
what  we  are  considering. 
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Dr.  Masterson:  It  reads: 

“Whereas,  medical  care  is  an  integral  part  of 
plans  for  the  relief  and  aid  to  peoples  in  the 
stricken  foreign  countries;  and 

“Whereas,  citizens  of  the  United  States  and 
graduates  of  the  medical  faculties  of  the  United 
States  are  ineligible  to  apply  for  licensure  to 
practice  medicine  in  Continental  Europe  and  the 
British  Isles:  and 

“Whereas,  there  are  in  the  United  States  of 
America,  many  physicians,  the  refugee,  the  exiled, 
and  the  expatriate,  who  are  eligible  to  practice 
in  Continental  Europe  and  the  British  Isles;  and 
“Whereas,  these  physicians  are  ineligible  for 
service  in  the  armed  forces  of  the  United  States; 
and 

“Whereas,  statistics  record  that  approximately 
50  per  cent  of  the  graduates  of  the  Medical  Facul- 
ties abroad,  examined  for  licensure  in  the  United 
States,  failed;  and 

“Whereas,  the  licensed  and  unlicensed  refugee, 
exile,  and  expatriate  physicians  in  the  United 
States  are  denied  the  privilege  of  serving  the 
United  States  or  their  own  country;  and 

“Whereas,  these  physicians  know  the  lan- 
guage, the  people,  and  the  customs,  and  are 
eligible  for  service  in  their  respective  countries; 
therefore  be  it 

“ Resolved , that  the  Medical  Preparedness  Com- 
mittee of  the  Medical  Society  of  the  State  of  New 
York  make  a survey  of  physicians  available  and 
eligible  to  practice  medicine  in  Continental 
Europe  and  the  British  Isles” 
and  we  have  cut  out: 

“and  to  report  to  the  Procurement  and  Assign- 
ment Committee  of  the  Medical  Society  of  the 
State  of  New  York;  and  be  it  further 

“Resolved,  that  the  Procurement  and  Assign- 
ment Committee  of  the  Medical  Society  of  the 
State  of  New  York,  proceed  to  form  a corps  of 
these  available  and  eligible  physicians  for  service, 
when  and  where  needed,  in  relief  and  aid  areas.” 

Recommendation:  This  is  a big  order.  We  pre- 
sume that  the  International  Red  Cross  and  other 
agencies  set  up  for  war  and  postwar  relief  and  aid 
have  already  given  mueh  thought  to  this  subject. 
However,  if  the  Medical  Preparedness  Committee 
of  the  Medical  Society  of  the  State  of  New  York 
could  find  it  possible  to  make  a survey  of  physicians 
who  would  be  willing  to  return  to  Continental 
Europe  for  relief  work,  and  have  it  available  for  the 
proper  authorities,  it  would  greatly  aid  in  expediting 
their  work  and  would  be  of  much  value  to  them 
when  the  services  of  these  men  will  be  needed. 

I so  move. 

....  The  motion  was  seconded 

Speaker  Bauer:  There  is  one  other  amendment 
that  should  be  made.  You  refer  to  the  Medical 
Preparedness  Committee,  which  has  been  changed 
by  order  of  the  Council  to  the  War  Participation 
Committee. 

Dr.  Masterson:  We  are  agreeable  to  that 

change. 

Speaker  Bauer:  You  have  before  you  the 

amended  resolution,  which  in  substance  recom- 
mends that  the  War  Participation  Committee  make 
a survey  of  these  physicians.  The  rest  of  the  resolu- 
tion is  deleted.  Is  that  not  so? 

Dr.  Masterson:  Yes,  but  we  have  a recom- 

mendation. 

Speaker  Bauer:  Read  the  recommendation. 
Dr.  Masterson:  Recommendation:  This  is  a 


big  order.  We  presume  that  the  International  Red 
Cross  and  other  agencies  set  up  for  war  and  post- 
war relief  and  aid  have  already  given  much  thought 
to  this  subject.  However,  if  the  War  Participation 
Committee  of  the  Medical  Society  of  the  State  of 
New  York  could  find  it  possible  to  make  a survey  of 
physicians  who  would  be  willing  to  return  to  Con- 
tinental Europe  for  relief  work,  and  have  it  available 
for  the  proper  authorities,  it  would  greatly  aid  in 
expediting  their  work  and  be  of  much  value  to  them 
when  the  services  of  these  men  will  be  needed. 

Speaker  Bauer:  In  substance  the  committee 

recommends  that  the  War  Participation  Committee 
of  the  State  Society  conduct  a survey,  that  infor- 
mation to  be  available  for  whomever  might  want 
it.  Is  that  what  in  substance  the  committee 
recommends? 

Dr.  Masterson:  That  is  right. 

Speaker  Bauer:  But  not  to  be  reported  to 

Procurement  and  Assignment? 

Dr.  Masterson:  That  is  right. 

....  The  question  was  called  for,  and  the  motion 
was  put  to  a vote  and  was  unanimouslv  carried 

Speaker  Bauer:  Dr.  Towne,  do  you  have  a re- 
port ready? 

Dr.  G.  Scott  Towne,  Saratoga:  Yes. 

Speaker  Bauer:  This  will  be  the  last  one  we 
have  time  for.  We  will  convene  tomorrow  morning 
promptly  at  9:00  a.m.  We  have  a good  deal  of 
ground  to  cover,  and  I want  nothing  left  over  for  the 
afternoon  except  the  election  of  officers  and  A.M. A. 
delegates  and  retired  members.  As  you  know,  the 
general  session  of  the  Society  will  start  2:30  p.m., 
so  that  is  going  to  give  us  only  one  hour  and  a half 
to  call  the  roll  and  hold  the  election,  which  always 
takes  some  time  for  the  voting.  Therefore,  please 
be  prompt  at  9:00  a.m.,  so  we  can  clear  up  everything 
tomorrow  morning. 

Section  76.  {See  9) 

Report  of  Reference  Committee  on  the  Report  of 

the  Council — Part  II:  Public  Health  Matters 

Dr.  G.  Scott  Towne,  Saratoga:  Your  Reference 
Committee  on  Public  Health  Matters — Part  II — 
begs  to  submit  to  you  the  following  report: 

In  making  this  report  we  have  followed  the  out- 
line of  topics  as  they  appear  in  the  written  report 
published  in  the  New  York  State  Jour- 
nal of  Medicine,  April  1,  1943,  issue. 

Maternal  and  Child  Welfare.  The  first  item  con- 
sidered is  on  the  subject  of  maternal  and  child  wel- 
fare. The  committee  thoroughly  approves  of  the 
program  suggested  by  the  Council,  which  included: 

1.  Coordination  of  the  maternal  and  child  wel- 
fare activities  of  the  Medical  Society  of  the 
State  of  New  York  and  the  State  Department 
of  Health 

2.  Subjects  to  be  included  in  the  regional  pro- 
grams 

3.  More  emphasis  on  pediatrics  in  regional  pro- 
grams 

4.  The  proposed  “Consultant  Service” 

Relative  to  the  supplemental  report  regarding  the 

Federal  Deficiency  Appropriation  Act  of  1943, 
making  an  appropriation  of  $1,200,000  to  provide 
so-called  emergency  maternal  and  infant  care  to 
wives  and  infants  of  men  in  the  armed  forces,  we 
note  with  apprehension  that  there  is  no  specific 
statement  as  to  amounts  or  how  attending  physi- 
cians shall  be  compensated.  We  recommend  that 
the  committee  continue  its  efforts  to  secure  specific 
data  relative  to  these  facts. 
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On  the  subject  of  child  welfare,  the  committee 
recommends  the  acceptance  of  the  report  as  made, 
with  the  specific  changes  which  it  has  suggested. 

I so  move. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

Dr.  Towne:  Continuing: 

Tuberculosis  and  Chest  Diseases.  The  report  of 
the  committee  of  the  Council  with  specific  reference 
to  tuberculosis  and  chest  diseases  is  endorsed  as  pre- 
sented, with  special  commendation  as  to  the  desira- 
bility of  amending  Section  326-A  of  the  Public 
Health  Law  in  such  a manner  that  more  strict  con- 
trol of  careless  and  dangerous  patients  will  be 
brought  about. 

I so  move. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

Dr.  Towne:  Continuing: 

Industrial  Health.  Under  the  Subdivision  of 
Industrial  Health,  we  note  with  approval  the  type  of 
programs  and  activities  which  have  been  rendered 
during  the  past  year  and  recommend  that  they  be 
continued.  We  further  recommend  that  the  Council 
make  financial  provision  adequate  to  the  necessary 
expenses  of  the  committee  in  furthering  its  activi- 
ties. 

I so  move. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

Dr.  Towne:  The  next  subdivision  is: 

Dental  Health.  Regarding  the  dental  health, 
this  reference  committee  heartily  endorses  the  pro- 
gram as  outlined  under  the  heading  of  “Dental 
Health.  ” We  specifically  comm  end  the  suggestion  of 
setting  up  training  courses  for  dentists  in  the  emer- 
gency war  medicine  and  surgery.  This  is  a definite 
step  toward  greater  cooperation  between  the  medical 
and  dental  professions.  This  committee  has  care- 
fully considered  this  section  and  commends  its  pro- 
visions with  the  hope  that  greater  activity  during 
the  coming  year  can  be  accomplished.  The  pre- 
dominating thought  of  the  scientific  program  of  this 
present  session  is  war  medicine  and  surgery.  The 
interest  which  the  profession  generally  is  showing 
is  evidence  of  its  desire  to  keep  abreast  of  modern 
advances  along  this  line. 

Medical  Aspects  of  Chemical  Warfare.  We  also 
wish  to  commend  the  action  of  the  committee  on 


its  action  relative  to  the  Medical  Aspects  of  Chemi- 
cal Warfare  and  recommend  the  continued  enlight- 
enment of  the  profession  relative  to  modern  ad- 
vances and  changes  in  line  of  treatment. 

Blood  Plasma  Therapy  and  Whole  Blood  Trans- 
fusion. We  have  thoroughly  approved  of  the  sug- 
gestion made  by  the  Committee  for  Postgraduate 
Instruction  in  Plasma  Therapy  and  Whole  Blood 
Transfusion.  We  urge  increased  activities  in  pro- 
moting the  dissemination  of  knowledge  regarding 
this  subject. 

Rheumatic  Fever.  The  paragraph  relating  to 
rheumatic  fever  is  thoroughly  approved,  together 
with  the  suggestion  that  more  intensive  study  be 
given  this  subject  for  presentation  before  county 
medical  societies. 

4-H  Clubs  and  Youth  Health  Activities.  The  4- 

H Clubs  and  Youth  Health  Activities  are  especially 
commended.  We  thoroughly  approve  of  the  objec- 
tives outlined  in  the  report,  together  with  the  proj- 
ect and  requirements  relating  to: 

1.  Health  examinations 

2.  Encouraging  correction  of  defects 

3.  Health  and  safety  training 

4.  Community  health  and  safety  education 

I move  the  adoption  of  these  portions  of  the  re- 
port. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

Dr.  Towne:  Now  I move  the  adoption  of  the 
report  of  the  Reference  Committee,  consisting  of 
G.  Scott  Towne,  Chairman,  Herbert  E.  Wells, 
Morris  Maslon,  Edward  P.  Flood,  and  Albert  A. 
Cinelli,  as  a whole. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  was  unani- 
mously carried 

Speaker  Bauer:  Thank  you,  Dr.  Towne! 

Dr.  Irving  has  an  announcement  to  make. 

Secretary  Irving:  This  evening  in  Room  A,  on 
the  Mezzanine  Floor,  Dr.  Kaliski  will  be  very  glad 
to  meet  with  anyone  who  has  to  do  with  Workmen’s 
Compensation  Committee  work  in  the  county  so- 
cieties, to  discuss  any  matters  in  which  they  may  be 
interested. 

Speaker  Bauer:  Gentlemen  and  Ladies,  we 

thank  you  for  your  patience,  and  we  will  recess  now 
until  9 : 00  a.m.  tomorrow. 

....  The  session  recessed  at  6 : 15  p.m 

(To  be  continued  in  the  July  1 issue.) 


Hospital  News 


Governor  Appoints  Board  to 

An  investigation  of  New  York  State’s  mental 
hospital  system  has  been  ordered  by  Governor 
Thomas  E.  Dewey,  who  appointed  for  the  purpose 
a Moreland  Act  commission  of  five  members,  headed 
by  Archie  O.  Dawson. 

The  others  appointed  by  the  Governor  to  act 
with  Mr.  Dawson  were: 

Dr.  Peter  Irving,  of  New  York,  secretary  and 
general  manager  of  the  Medical  Society  of  the 
State  of  New  York;  Charles  Roswell,  Springfield, 
Queens,  assistant  director  of  the  United  Hospital 
Fund  and  consultant  on  hospital  accounting,  for- 
merly assistant  director  and  comptroller  of  St. 
Luke’s  Hospital  in  New  York;  Dr.  Fraser  D. 
Mooney,  of  Kenmore,  superintendent  of  the  Buffalo 
General  Hospital  and  vice-president  of  the  American 
College  of  Hospital  Administrators;  and  Assembly- 
man  Lee  B.  Mailler,  of  Cornwall,  chairman  of  the 


Investigate  Mental  Hospitals 

State  Health  Preparedness  Commission  and  super- 
intendent of  Cornwall  Hospital. 

Governor  Dewey  emphasized  that  this  was  not 
an  “inquisitorial  commission,”  but  that  its  purpose 
would  be  to  examine  the  methods  and  procedures 
for  caring  for  the  state’s  90,000  mental  patients. 

Noting  that  the  state  has  eighteen  mental  hos- 
pitals, six  schools,  and  two  institutes,  all  operated 
by  the  Department  of  Mental  Hygiene,  he  said  that 
“with  the  staggering  percentage  of  mental  cases 
among  our  war  casualties,  we  are  entering  a period 
when  research  and  improvement  in  treatment  of 
mental  illness  will  become  a major  consideration 
of  society. 

“Not  only  must  better  methods  of  hospitalization 
and  cure  be  developed,”  he  said,  “but  earlier  recog- 
nition of  mental  disturbances  and  more  prompt 
treatment  must  be  our  objective.” 


MacCurdy  Is  New  State  Hygiene  Commissioner 


DR.  FREDERICK  MacCURDY,  professor  of 
hospital  administration  of  Columbia  Univer- 
sity and  director  of  the  Vanderbilt  Clinic  of  the 
Columbia  Presbyterian  Medical  Center  in  New 
York,  has  been  appointed  by  Governor  Thomas  E. 
Dewey  as  State  Commissioner  of  Mental  Hygiene. 

Dr.  MacCurdy  succeeds  Dr.  H.  Beckett  Lang, 
who  has  been  acting  commissioner  since  the  resig- 
nation of  Dr.  William  J.  Tiffany. 

“The  medical  profession  generally,”  Dr.  Mac- 
Curdy said,  “should  have  a broader  background  in 
mental  cases,  so  they  can  be  recognized  quicker. 
The  majority  of  mental  patients  respond  to  treat- 
ment more  quickly  if  they  get  early  care,  and  I 
have  the  definite  view  that  we  should  make  more 
use  of  the  mental  hospitals  for  the  training  of  young 
physicians  in  the  mental  side  of  medical  care.” 


Governor  Dewey  said  it  was  “deeply  gratifying” 
to  him  that  Dr.  MacCurdy  has  accepted  the  direc- 
tion of  the  state’s  mental  hospitals.  The  Governor 
pointed  out  that  it  was  only  because  of  the  enact- 
ment of  a new  law  this  year  that  he  could  “procure 
a man  of  Dr.  MacCurdy ’s  stature  for  this  all- 
important  work.”  This  law  eliminated  the  require- 
ments that  the  Commissioner  of  Mental  Hygiene 
have  at  least  ten  years’  psychiatric  experience  in  a 
mental  hospital. 

A former  president  of  the  New  York  State  Hos- 
pital Association,  Dr.  MacCurdy  was  one  of  the 
original  members  of  the  joint  administrative  board 
which  planned  and  constructed  the  Columbia 
Presbyterian  Medical  Center  and  is  a member  of 
the  group  of  operating  executives  intimately  asso- 
ciated with  the  Center  since  its  opening  in  1928. 


Newsy  Notes 


Two  State  hospitals  which  celebrated  their  fiftieth 
anniversaries  in  May  were  Lebanon  Hospital  of  the 
Bronx  and  the  New  Rochelle  Hospital. 

The  900  guests  who  attended  the  dinner  at  the 
Waldorf-Astoria  in  commemoration  of  Lebanon 
Hospital’s  fifty  years  contributed  $60,000  toward 
the  §275,000  fund  for  furnishing  and  equipping  the 
new  building. 


Announcement  was  made  recently  in  New  York 
and  in  Albany  that  these  two  cities  are  adequately 
prepared  to  treat  civilian  casualties  that  may  result 
from  enemy  action  or  any  other  war  disaster. 


DR.  PITTS  RE-ELECTED.  HEAD  OF  CANCER 

Dr.  Herman  C.  Pitts,  Providence,  Rhode 
Island,  was  recently  re-elected  president  of  the 
American  Society  for  the  Control  of  Cancer  at  the 
annual  meeting  of  the  group  in  New  York"  City. 
Other  officers,  also  re-elected,  include  Dr.  John  J. 
Morton,  Rochester,  New'  York,  vice-president; 

IF 


Pilgrim  State  Hospital,  Brentwood,  Long  Island, 
will  be  converted  into  an  Army  general  hospital. 


A wartime  convention  of  the  Hospital  Associa- 
tions of  New  York  and  New  Jersey,  w-as  held  in 
New  York  City  May  27,  28,  and  29.  Each  of  the 
state  associations  held  its  annual  business  meeting 
and  election  of  officers  at  that  time. 

Harold  A.  Grimm,  Esq.,  medical  director  of  the 
Millard  Fillmore  Hospital,  Buffalo,  was  elected 
president  of  the  New  York  group,  to  succeed  the 
retiring  president,  the  Rev.  John  J.  Bingham,  The 
new'  president  of  the  New  Jersey  association  is 
Dr  J.  Berkeley  Gordon,  of  the  Marlboro  Hospital. 


Dr.  Frank  E.  Adair,  IsFew  York  City,  vice-president- 
Dr.  C.  P.  Rhoads,  Netf  'fork  City,  secretary;  ancf 
James  H.  Rip]ey,  treasurer. 

1 _ ' DC  Clarence’  E.  Little,  managing  director  of  the 
Society,  urged  that  a drive  to  rouse  interest  in  cancer 
control  be  started  in  secondary  schools. 
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Roentgen  Diagnosis  of  Diseases  of  the  Chest,  Including 
Body  Section  Roentgenography  (Planigraphy)  (Young), 
140 

Sarcoma,  Osteogenic,  of  Vertebrae,  Secondary  to  Paget’s 
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Soap  and  the  “Soap  Problem”  (Sharlit),  160 
Spa,  The  Modern,  the  Physician,  and  the  Patient  (Merscher), 
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SYNTHETIC 


WHOLE  NATURAL  VITAMIN  B COMPL 

IN  CONCENTRATED  FOR 


BEZON 

Vitamin  B Complex  is  not  entirely  a mixture  of 
known  chemicals  and,  therefore,  not  all  the  factors 
can  be  prepared  synthetically.  The  few  components 
which  have  been  synthesized  do  not  constitute  the 
entire  Complex. 

That  the  numerous  known  and  unknown  vitamin 
factors  of  whole,  natural  B Complex  are  reciprocally 
beneficial  is  evidenced  by  reports  from  numerous 
authorities  that  whole,  natural  B Complex  is  thera- 
peutically superior  to  mixtures  of  the  synthesized 
factors. 

This  explains  why  BEZON  is  so  successful  clini- 
cally. It  contains  the  Whole  B Complex,  derived 
entirely  from  natural  sources  and  concentrated  to  a 
high  potency. 

The  special  process  of  concentration  employed  in 
producing  BEZON  provides  in  each  capsule  a full 
daily  dose  of  natural  thiamin,  together  with  the  other 
known  B Complex  factors.  The  convenience  of  admin- 
istration is  important  as  it  encourages  regularity. 


BEZON  is  made  only  in  the 
tinctive  two-color  gelatin  caps 

— Bottles  of 
30  and  WO  capsules 

*Trade  Mark 
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Perhaps  some  overworked  doctor 
would  like  to  know . . . 


. . . that  Biolac  is  a complete  liquid  infant  formula  which 
saves  you  valuable  time  because  there  are  no  extra  in- 
gredients to  he  calculated. 

. . . that  Biolac  provides  completely  for  all  nutritional 
needs  of  young  infants  except  vitamin  C. 

. . . that  prescribing  Biolac  reduces  the  possibility  of  up- 
sets due  to  errors  or  contamination  in  formula  prepara- 
tion since  it  requires  only  simple  dilution  with  boiled 
water  as  you  direct. 


NO  LACK  IN  BIOL  AC 

Borden’s  complete  infant  formula 


• Biolac  is  prepared  from  whole  milk, 
skim  milk,  lactose,  Vitamin  Bj,  concentrate 
of  Vitamins  A and  D from  cod  liver  oil, 
and  ferric  citrate.  It  is  evaporated,  homog- 


enized, and  sterilized.  For  samples  and  pro- 
fessional information,  write  Borden’s  Pre- 
scription Products  Div.,  350  Madison  Ave., 
New  York  City. 


Old  Way... 

CURING  RICKETS  in  the 
CLEFT  of  an  ASH  TREE 

I /OR  many  centuries, — and  apparently  down 
to  the  present  time,  even  in  this  country — 
ricketic  children  have  been  passed  through  a 
cleft  ash  tree  to  cure  them  of  their  rickets,  and 
thenceforth  a sympathetic  relationship  was 
supposed  to  exist  between  them  and  the  tree. 

Frazer*  states  that  the  ordinary  mode  of  effec- 
ting the  cure  is  to  split  a young  ash  sapling 
longitudinally  for  a few  feet  and  pass  the  child, 
naked,  either  three  times  or  three  times  three 
through  the  fissure  at  sunrise.  In  the  West  of 
England,  it  is  said  the  passage  must  be  "against 
the  sun.”  As  soon  as  the  ceremony  is  performed, 
the  tree  is  bound  tightly  up  and  the  fissure 
plastered  over  with  mud  or  clay.  The  belief  is 
that  just  as  the  cleft  in  the  tree  will  be  healed,  so 
the  child’s  body  will  be  healed,  but  that  if  the 
rift  in  the  tree  remains  open,  the  deformity  in 
the  child  will  remain,  too,  and  if  the  tree  were  to 
die,  the  death  of  the  child  would  surely  follow. 

♦Frazer,  J.  G.:  The  Golden  Bough,  vol.  1,  New  York,  Macmillan  & Co.,  1928 

New  Way . . • 


It  is  ironical  that  the  practice  of  attempting  t< 
cure  rickets  by  holding  the  child  in  the  cleft  c 
an  ash  tree  was  associated  with  the  rising  of  th 
sun,  the  light  of  which  we  now  know  is  in  itsel 
one  of  Nature’s  specifics. 


Preventing  and  Curing  Rickets  with 

OLEUM  PERCOMORPHUM 


T^TOWADAYS,  the  physician  has  at  his  com- 
^ mand, Mead's  Oleum  Percomorphum,  anat- 
ural  vitamin  D product  which  actually  prevents 
and  cures  rickets,  when  given  in  proper  dosage. 

Like  other  specifics  for  other  diseases,  larger 
dosage  may  be  required  for  extreme  cases.  It  is 
safe  to  say  that  when  used  in  the  indicated  dos- 
age, Mead’s  Oleum  Percomorphum  is  a specific 
in  almost  all  cases  of  rickets,  regardless  of 
degree  and  duration.  Mead’s  Oleum  Percomor- 


phum because  of  its  high  vitamins  A anc 
content  is  also  useful  in  deficiency  conditi< 
such  as  tetany,  osteomalacia  and  xeropht hale 

* * * 

EXIGENCY  OF  WAR 

Oleum  Percomorphum  50%  is  now  known  as  Oleum  Perco 
phum  50%  With  Viosterol.  The  potency  remains  the  same;  nar| 
60,000  vitamin  A units  and  8,500  vitamin  D units  per  gran 
consists  of  the  liver  oils  of  percomorph  fishes,  viosterol,  and 
liver  oils,  a source  of  vitamins  A and  D in  which  not  less  than 
of  the  vitamin  content  is  derived  from  the  liver  oils  of  percoim 
fishes  (principally  Xiphias  gladius,  Pneumatophorus  di» 
Thunnus  thynnus,  Stereolepis  gigas,  and  closely  allied  spec 


MEAD  JOHNSON  & COMPANY,  Evansville,  Indiana,  U.  S. 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  co-operate  in  preventing  their  reaching  unauthorised  p 
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IN  PEPTIC  ULCER  THERAPY  I 


SUPERIOR  WEIGHT  GAIN 

DURING  TREATMENT  WITH  AMPHOJEL* 

In  more  than  1000  cases  treated  with 
aluminum  hydroxide  gel,  “the  gain  in  weight 
per  unit  of  time  has  been  greater  than 
while  using  any  other  antacid.”! 

f COLLINS,  E.N.;  PRITCHETT,  C.P.,  and  ROSSMILLER,  H.R. : The 
Use  of  Aluminum  Hydroxide  in  the  Treatment  of  Peptic  Ulcer, 
J.  A.M.  A.  116:  109-113  (Jan.  11)  1941. 

*Reg.  U.  S.  Pat.  Off. 

JOHN  WYETH  & BROTHER , INC.,  PHILADELPHIA,  PA. 


The  medication  of  choice  in  peptic  ulcer 

Supplied  in  12-ftuidounce  bottles. 


My  boss  used  to  be  as  grumpy  as  a bear.  He’d  growl 
and  bang  around  and  his  wife  said:  "Poor  George,  he’s 
working  too  hard.  It’s  wearing  him  down  to  a frazzle!’’ 

So,  I told  her  a few  plain  facts: 


SucH 


Ungual 


. . . how  I’d  discovered  the  most  amazing  thing  . . . 
that  physicians  who  prescribe  S-M-A*  actually  have 
more  time  for  other  things  . . . because  it  isn’t  necessary 
to  change  the  formula  throughout  the  entire  feeding 
period.  (She  sat  up  at  that.) 


. . . how  S-M-A  eliminates  many  unnecessary  questions 
that  mothers  usually  ask  about  other  modified  milk 
formulas. 


When  I had  finished,  she  said  she  would  certainly  speak 
to  George  about  using  S-M-A  as  a routine  formula. 

★ ★ ★ 

Just  because  my  boss  turned  over  a new  leaf.  . . he  wants 
everybody  to  pat  him  on  the  back  for  it.  But  he’s  not 
fooling  us  ...  we  know  how  he  got  to  be  such  a nice  man. 


With  the  exception  of  Vitamin  C 
. . . S-M-A  is  nutritionally  complete. 
Vitamins  B1?  D and  A are  included 
in  adequate  proportion  . . . ready  to 
feed.  Their  presence  in  S-M-A  pre- 
vents the  development  of  subclinical 
vitamin  deficiencies  . . . because  the 
infant  gets  all  the  necessary  vitamins 
right  from  the  start. 


S-M-A  has  still  another  highly  im- 
portant advantage  not  found  in  other 
modified  milk  formulas.  It  contains 
a special  fat  that  resembles  breast 
milk  fat  . . . resembles  it  chemically 
and  physically — according  to  im- 
partial laboratory  tests.  S-M-A  fat  is 
more  readily  digested  and  tolerated 
by  most  infants  than  cow’s  milk  fat. 


The  infant  food  that  is 
nutritionally  complete 

*REG.  U:  S.  PAT.  OFF. 


S.  M.  A.  Corporation 
8100  McCormick  Boulevard 
Chicago,  Illinois 


M-A,  a trade-mark  of  S.M.A.  Corporation,  for  its  brand  of  food 
specially  prepared  for  infant  feeding— derived  from  tuberculin- 
sted  cow’s  milk,  the  fat  of  which  is  replaced  by  animal  and  veg- 
able  fats,  including  biologically  tested  cod  liver  oil;  with  the  addi- 


tion Of  milk  sugar  and  potassium  chloride;  altogether  forming  an 
antirachitic  food.  When  diluted  according  to  directions,  it  is  essen- 
tially similar  to  human  milk  in  percentages  of  protein,  fat,  carbohydrate 
and  ash,  in  chemical  constants  of  the  fat  and  physical  properties. 


< L "*  ' * i w 

It  is  well  to  bear  in  mind  that  dried  brewers  yeast,  weight 
tor  weight,  is  the  richest  food  source  of  the  Vitamin  B Complex. 
For  example,  as  little  as  1 level  teaspoonful  (2.5  Gm.)  Mead’s 
Brewers  Yeast  Powder  supplies: 

4 -I  SI 

45%  of  the  average  adult  daily  thiamine  allowance 
8%  11  " " 11  ” riboflavin  allowance 

10%  " n 11  " n niacin  allowance 


— in  addition  to  the  other  factors  that  occur  naturally  in  yeast 
such  as  pyridoxine,  pantothenic  acid,  etc.  Following  are  sug- 
gestions for  palatably  mixing  1 level 
teaspoonful  Mead’s  Brewers  Yeast 
Powder: 


(1)  Shake  in  cocktail  shaker  with  4 ounces  of 
milk  (with  or  without  1 level  teaspoonful  sugar 
and  cocoa). 

(2)  Stir  with  fork  into  % ounce  of  ketchup  or 
chili  sauce.  Optional,  add  a few  drops  of  lemon 
juice. 

(3)  Stir  with  fork  into  3 ounces  of  soup  (pre- 
ferably thick  soups  such  as  bean,  pea,  oxtail, 
beef,  etc.). 

(4)  Spread  on  bread  with  2 to  3 times  the 
amount  of  peanut  butter. 

(5)  Add  1 level  tablespoonful  (and  a little  extra 
salt)  to  2 cups  of  meat  stock  gravy. 


Mead’s  Brewers  Yeast  is  supplied  in 
6-02.  bottles,  economically.  At  the  rate 
of  even  2 level  teaspoonfuls  per  day, 
per  adult,  a bottle  should  last  over  a 
month.  Also  supplied  in  6-grain  tablets. 
250  and  1000  tablets  per  bottle.  All 
Mead  Products  are  advertised  only  to 
the  medical  profession. 


suit  tAia  fteccfre  at  Aome  ? *)t  *tta&e&  e^xad  ynavy  ta^te  Mteatici> 
Send  fat  tested  xvartittte  siecifiet  cMtat*U*up  xfeatt. 


MEAD  JOHNSON  & COMPANY,  Evansville,  Ind.,  U.S.A. 
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The  routine  use  of  Prostigmin  Methylsulfate  ‘Roche,’  1:4000 
provides  a convenient  and  effective  means  of  preventing  postoperative  abdominal 
distention  and  urinary  retention.  Since  many  hospital  staffs  have  been  drastically 
reduced,  every  precaution  which  can  be  taken  to  obviate  troublesome  postoperative 
procedures  is  of  major  importance.  Any  measure  that  affords  smoother  convalescence 
for  the  patient  and  reduces  the  work  of  the  staff,  is  a doubly  valuable  expedient.  To 
minimize  discomfort  due  to  abdominal  or  bladder  atony  inject  1 cc  of  Prostigmin 
(1:4000  solution)  intramuscularly  immediately  after  operation.  Follow  with  5 similar 
1-cc  injections  at  2-hour  intervals.  Additional  injections  may  be  given  if  necessary. 
Hoffmann-La  Roche,  Inc.  • Roche  Park  • Nutley  • New  Jersey 


162354 

/APR  2 7 1945 
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From  research  laboratory  and  production  line  more  than  fifty 
different  therapeutic  and  prophylactic  products  are  included 
in  Lederle’s  steadily  growing  contribution  to  the  war  effort. 


Sulfonamide  Tablets 
in  soldiers’  kits. 


Tetanus  Toxoid for  the  production 
of  active  immunity  to  tetanus. 


Life-saving 
blood  plasma. 


Blood  typing  for  every  I 
soldier’s  identification  ta\ 


LEDERLE  LABORATORIES,  Inc.,  NEW  YORK,  N.  Y. 


-A  UNIT  OF  AMERICAN  CYANAMID  COMPANY 
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Vlake  the  Gift  Worth  the  Giving 


Your  gift  of  Camels  to  a service 
man  has  this  to  commend  it: 

First,  cigarettes  are  the  gift  keen- 
ly appreciated  in  the  armed  forces. 

Second,  Camel  is  the  brand  the 
men  say  they  prefer  above  all 
others.* 

So  make  your  gift  Camels  — the 
cigarette  millions  favor  among  all 


brands  for  smooth  mildness,  mel- 
low, appealing  flavor. 

Send  Camels  by  the  carton  — the 
way  they’re  featured  at  your  deal- 
er. See  or  telephone  him  today. 


♦With  men  in  the  Army,  the  Navy,  the 
Marine  Corps,  and  the  Coast  Guard, 
the  favorite  cigarette  is  Camel.  (Based 
on  actual  sales  records  in  Post  Ex* 
changes  and  Canteens.) 


NEW  REPRINTS  AVAILABLE  ON  CIGARETTE 
ESEARCH- ARCHIVES  OF  OTOLARYNGOLOGY, 
FEBRUARY,  1943,  PP.  169-173 -MARCH,  1943, 

PP.  404-410.  COPIES  ON  REQUEST. 


Camel 

COSTLIER  TOBACCOS 


IUT  WAR  BONDS  AND  STAMPS 
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. ...  IN  NONCALCULOUS  CHOLANGITIS 


DECHOLIN 

Boxes  of  25,  100, 500 
sanitaped  tablets. 

DECHOLIN  SODIUM 

20percent  solution. 
Ampules,  boxes  of 
three  and  twenty 
3cc.,  5cc.,  and  lOcc. 


The  first  step  in  the  treatment  of  acute  cholangitis  is  to  increase  drainage 
into  the  duodenum.  It  is  best  accomplished  by  inducing  a copious  flow  of 
thin  liver  bile.  Free  drainage  tends  to  discourage  ascent  of  infection,  reduce 
subjective  discomfort,  and  shorten  the  clinical  course. 

Decholin  sodium  offers  a dependable  means  of  increasing  biliary  flow  and 
improving  drainage.  Injected  intravenously,  it  creates  an  intense  hydro- 
choleresis  increasing  bile  flow  as  much  as  200  per  cent.  The  thin  liver  bile 
so  produced  washes  before  it  undesirable  debris  and  products  of  infection. 

Oral  treatment  with  Decholin  tablets  has  a milder  effect  and  is  useful  for 
prolonged  medication.  Decholin  should  not  be  employed  in  cholangitis  due 
to  calculi,  and  is  contraindicated  in  complete  obstruction  of  the  common 
or  hepatic  bile  duct. 

Riedel  - de  Haen,  Inc.  new  york,  n.  y. 


408  ORIGINAL  RESEARCH  STUDIES  ON  THE  CLINICAL  VALUE 
OF  DEHYDR0CH0LIC  ACID  ARE  BASED  UP0N0ECH0LIN. 
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IVY  AND  OAK  POISONING 


FOOD  RASHES . . . 


SUMMER  PRURIGO 


Calmitol  (chlor-iodo- 
camphoric  aldehyde, 
levo-hyoscine  oleinate, 
and  menthol  in  an  alco- 
hol-chloroform-ether ve- 
hicle) exerts  its  anti- 
pruritic action  by  block- 
ing cutaneous  receptor 
organs.  It  is  protective, 
bacteriostatic,  and  in- 
duces mild  hyperemia. 


ITS  specific  antipruritic  influence  gives 
Calmitol  a wide  range  of  therapeutic 
applicability,  especially  during  the  summer 
months.  More  hours  spent  out-of-doors 
sharply  increase  the  incidence  of  contact 
dermatitis,  food  rashes,  summer  prurigo, 
and  intertrigo.  When  prescribed  in  these 
conditions,  Calmitol  instantly  allays  the 
torturing  discomfort  of  the  associated  itch- 
ing. It  obviates  the  need  for  scratching, 
thus  prevents  traumatic  lesions  and  actually 
hastens  resolution  of  the  original  condition 
under  treatment.  Calmitol  is  also  widely 
used  in  the  treatment  of  urticaria,  drug 
rashes,  eczema,  pruritus  ani  and  vulvae. 


155  E.  44th  St.  New  York,  N.  Y. 
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nascent  OXYGEN  nascent  OXYGEN 

1..IEUKORRHEA  hr  DRESSINGS 


CLINICALLY  TESTED*:  (a)  eliminates  un- 
pleasant odor  of  discharge;  (b)  cuts  down  or 
eliminates  irritations  inside  and  without  the 
vagina;  (c)  reduces  quantity  and  density  of 
the  discharge,  including  that  following  cau- 
terization . . . Non  ^irritating  and  non -toxic 
in  contradiction  to  the  arsenic  and 
picrate  preparations,  is  equally  ef- 
fective and  actually  soothing,  espe- 
cially in  the  (a)  infantile  vagina, 

(b)  senile  vagina,  (c)  trichomonas 
vaginalis  vaginitis  of  pregnancy. 

*Barrows:  N.  Y.St.  Jr.Med.Vol.41, 1/15/41 


CLINICALLY  TESTED* : As  a surgical  dress- 
ing: gauze,  saturated  with  STA-O-GEN  (a) 
does  not  adhere  to  wounds,  (b)  reduces  dis- 
charge, (c)  eliminates  unpleasant  odor,  (d) 
wounds  heal  faster  and  appear  healthier, 
(e)  dressings  are  easily  applied,  continue  ef- 
fective longer  and  cause  no  burning 
or  pain  when  changed,  (f)  there  is 
no  irritation  of  the  skin  about  the 
wound  edge,  (g)  particularly  effec- 
tive around  perianal  region  in  post- 
operative work  (h)  stainless. 

♦Cowett:  Meet,  N.  Y.  Proc.  Soc.  4/15/42 


STA-O-GEN  is  a bland  ozonide  of  olive  oil.  On  application,  it  releases 
nascent  oxygen  continuously  for  hours -deodorizing,  germicidal,  fungicidal, 
healing.  Available  in  Liquid  or  Ointment;  also  Vag-I-Caps  for  leukorrhea 
prescription.  For  your  convenience,  druggists  may  obtain  from  any  jobber. 

LATIMER  LABORATORY,  INC.,  41  E.  21  STREET,  N.  Y.  C. 

STA-O-GEN 

SAFE  • SIMPLE  • SOUND 
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PRICE  REDUCTIONS 


THE  LEADING  MALE  SEX  HORMONE  PREPARATIONS 
HAVE  REEN  SHARPLY  REDUCED  IN  PRICE 


ORETON  M 

(methyl  testosterone) 

TABLETS 


ORETON 

( testosterone  propionate) 

AMPULES 


COST  APPROXIMATELY  COST  APPROXIMATELY 


Less 


Potent  and  convenient  androgen  therapy  with  ORETON  by  injection  and 
O RETON -M  Tablets  by  mouth  is  now  available  for  many  more  patients. 

ORETON  Ampules  5,  10  and  25  mg.,  in  boxes  of  3,  6 and  50. 
ORETON-M  Tablets  10  milligrams,  in  boxes  of  15,  30  and  100. 


THE  BEST  BUY  OF  ALL*  * • BIVITEB  STATES  WAR  BONUS 


SCHERING  CORPORATION  RLOOMFIELD • NEW  JERSEY 


A R T H R I T I S 


Even  though  Ertronization  has  proved  effective  in  cases  of 
arthritis  of  long  duration,  the  literature  indicates  that  bene- 
ficial results  are  obtained  sooner  when  ERTRON  is  adminis- 
tered early. 

Ertronization  should  be  started  as  soon  as  the  diagnosis  is  made. 


The  dosage  of  ERTRON  should  be  gradually  increased  over  a 
period  of  two  or  three  weeks  to  the  Ertronization  level  (aver- 
age 6 capsules  a day),  and  maintained  at  this  level  throughout 
treatment.! 


The  beneficial  systemic  action  of  ERTRON  is  dependent  upon 
non-interruption  of  the  treatment  schedule.  A period  of  sev- 
eral months  may  often  be  required  for  optimum  systemic 
response. 

ERTRON  is  the  only  high  potency,  activated,  vaporized  ergos- 
terol  (Whittier  Process)— made  only  in  the  distinctive  two-color 
gelatin  capsule. 

Available  in  bottles  of  100  and  50  capsules. 

ERTRON  is  promoted  only  through  the  medical  profession . 


fComplete  details  of  dosage  and  mode  of  admin- 


*Reg.  U.  S.  Pat.  Off. 

NUTRITION  RESEARCH  LABORATORIES 


CHICAGO 
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FOR  GASTROINTESTINAL  DISORDERS 

Tablets  ALMUTAL  No.  1 


ANTACID  • ADSORBENT  • ANTISPASMODIC 

A balanced  antacid  formula  for  controlling  gastric  hyperacidity 
and  eliminating  intestinal  toxemia;  suggested  in  the  treatment 
of  spasm  of  the  pylorus  and  the  intestines,  toxic  bowel,  colitis, 
nervous  insomnia  and  nervous  indigestion.  Write  for  samples 
and  literature. 


Each  Tablet  Contains: 


Magnesium  Trisilicate,  Hydrated 5 gr. 

Aluminum  Hydroxide 2 1/2  gr. 

Phenobarbital 1/8  gr. 

Atropine  Sulfate 1/1000  gr. 


MUTUAL  PHARMACAL  COMPANY 

INCORPORATED 


Tablets  Almutal  No  1 are 
orange  colored  and  orange 
flavored. 


821  S.  STATE  ST. 


SYRACUSE,  N.  Y.  Price:  $2.70  per  1000  list 
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The  annual  pollen  blitz  brings  sneezing  and  respiratory  distress 
for  your  hay  fever  patients,  and  an  increase  in  asthmatic  seizures. 
From  ’’Spring  to  frost”  you  will  appreciate  the  value  of 
Searle  Amodrine  in  controlling  the  symptoms  with  a minimum 
of  side  reactions. 

Combines  the  well  known  antispasmodic  value  of  Aminophyllin 
(Searle)  with  the  vasoconstrictor  activity  of  racephedrine 
hydrochloride  and  the  sedative  effect  of  phenobarbital. 


Supplied  in  bottles  of  100  and  1000  tablets,  plain 
or  enteric  coated  ( the  latter  for  delayed  effect ). 


Searle 

GD* 


Amodrine 

SEARLE  too. 


ETHICAL  PHARMACEUTICALS  SINCE  1088 


CHICAGO 


New  York  Kansas  City  San  Francisco 


SEARLE 
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EFFECTIVE 


Coronary  Artery  Disease  and  Edema * 


Clinical  experience  and  carefully  controlled  studies  in  humans  have  definitely 
proven  the  value  of  Theobromine  Sodium  Acetate  in  treating  certain  Cardio- 
vascular and  Renal  diseases,  and  the  value  of  the  enteric  coating  in  permitting  ade- 
quate dosage  without  causing  gastric  distress. 

Supplied — in  7*/2  grains  with  and  without  Phenobarbital  l/z  grain;  in  5 
grains  with  Potassium  Iodide  2 grains  and  Phenobarbital  \\  grain  (cost 
approximately  $1.50  per  bottle  of  100  tablets);  and  in  3%  grains  with  and 
without  Phenobarbital  % grain  (cost  approximately  $1.00  per  bottle  of 
100).  Capsules,  not  enteric  coated,  are  available  in  the  same  potencies  for 
supplementary  medication. 


BREWER  Cr  COMPANY,  INC.  Worcester 

Pharmaceutical  Chemists  Since  1852  Massachusetts 


♦Literature  giving  con- 
firming bibliography, 
and  physicians  sam- 
pleswill  be  furnished 
on  request. 
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Gratifying  Relief 


of  distressing  symptoms  in  CYSTITIS 

PYELONEPHRITIS 


The  prompt  symptomatic  relief  provided  by  Pyridium  is 
extremely  gratifying  to  the  patient  suffering  with  distressing 
urinary  symptoms  such  as  painful,  urgent,  and  frequent 
urination,  tenesmus,  and  irritation  of  the  urogenital  mucosa. . 

Clinical  experience  extending  over  more  than  a decade,  as 
reported  in  the  published  literature  on  Pyridium,  testifies 
to  its  prompt  and  effective  action,  and  its  freedom  from 
narcotic  or  irritant  effects. 

Pyridium  is  convenient  to  admin- 
ister, and  may  be  used  safely 
throughout  the  course  of  cystitis, 
pyelonephritis,  prostatitis,  and 
urethritis.  The  average  oral  dose  is 
2 tablets  t.i.d. 


PROSTATITIS 

URETHRITIS 


More  then  a decade  of 

service  in  urogenital  infections 

■ 


PYRIDIUM 

(Phenylazo-alpha-alpha-diamino- 
pyridine  mono-hydrochloride) 


*: 

Pyridium  is  the  United  States 
Registered  Trade-Mark  of  the 
Product  Manufactured  by 
the  Pyridium  Corporation 


MERCK  & CO.,  Inc.  ti^cic/urcsi^t  RAHWAY,  N.J. 
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CLINICAL  VALUE  OF  MUSCLE  EXTRACT 

Cnftnacfon  in 

ANGINA  PECTORIS  ARTERIOSCLEROSIS 

OBLITERATIVE  ARTERIAL  DISEASES 

Carnacton  is  a biologically  tested  extract  of  diaphragm  muscle — a powerful,  markedly 
vascularized  muscle  with  a high  metabolic  rate  — most  effective  for  its  purpose.  Carnacton 
is  not  only  a vasodilator  but  also  promotes  cardiovascular  tone  and  vigor. 

In  1 cc.  and  2 cc.  ampuls  — boxes  of  1 2 and  50/  vials  of  30  cc.  for  oral  use.  Send  for 
professional  brochure. 

CAVENDISH  PHARMACEUTICAL  CORP.,  25  West  Broadway,  New  York 
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ZymenoL 

mm Hr  Brewer's  Yeast  Emulsion  HBi 

CostfriaU  Sunuftek  ^iavdiea 


ZymenoL,  containing  pure,  whole,  aqueous  BREWERS 
YEAST  including  the  natural  enzymes,  controls 
Common  Diarrhea  on  the  following  dosage: 


One  teaspoonful  every  hour,  reduce 
after  few  hours  to  individual  need. 


ZymenoL  promptly  overcomes  the  irritating  watery  stool  of 
Diarrhea  and  restores  normal  evacuation  with  a bulky,  less 
toxic  stool  WITHOUT  CONSTIPATING  EFFECT  because  of 
its  two-fold  natural  action; 

1.  THE  ENZYMES  restore  near  fermenta- 
tive fecal  bulk  and  a less  toxic  bowel 
flora. 

2.  COMPLETE  NATURAL  VITAMIN  B COM- 
PLEX restores  normal  tone  and  mo- 
tility in  either  the  hyper-  or  hypo- 
tonic bowel. 

Write  for  Free  Clinical  Size 


OTIS  E.  GUDDEN  & COMPANY 

Evanston,  Illinois 


. n 


N.Y  7-43 
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SPENCER 
Breast  Supports 

For  Pre-Natal  and  Nursing 


Spencer  Maternity  Support  Spencer  Nursing  Support 

Each  Spencer  Breast  Support  for  pre-natal  wear, 
like  all  Spencer  Supports,  is  individually  designed  for  the 
one  patient  who  is  to  wear  it,  to  lift  and  hold  breasts  in 
natural,  healthful  position,  without  compression. 

It  improves  circulation — protects  delicate  inner 
tissues — helps  prevent  outer  skin  from  stretching  and 
breaking — aids  breathing — improves  appearance — en- 
courages erect  posture.  Easily  adjustable  to  increasing 
development. 

Painful,  engorged  breasts  are  often  relieved  by  a 
Spencer,  as  it  allows  veins  to  empty  easily.  (A  further 
advantage  is  gained  later  in  increased  milk  supply  from 
equalization  of  circulation  during  pregnancy.) 

Guards  Against  Caking  and  Abscessing 
The  Spencer  Breast  Support  for  nursing  mothers 
provides  protection  against  caking  and  abscessing. 
Closes  in  front  for  nursing  convenience. 

Spencer  Supports  are  never  sold  in  stores.  For  a Spencer 
Specialist , look  in  telephone  book  under  “ Spencer  Corse- 
tiere ” or  write  direct  to  us. 

GDCfcltf^lTD  individually 

9l  LIlvLII  DESIGNED 

Abdominal,  Back  and  Breast  Supports 

SPENCER  INCORPORATED, 

137  Derby  Ave.,  New  Haven,  Conn. 

In  Canada:  Rock  Island,  Quebec. 

In  England:  Spencer  (Banbury)  Ltd.,  Banbury, 

Oxon. 

Please  send  me  booklet,  "How  Spencer  Sup- 
ports Aid  the  Doctor's  Treatment." 

M.  D. 
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METHYLTESTOSTERONE  is  now  of- 
fered in  the  form  of  METANDREN 
LINGUETS*  designed  for  sublingual 
administration.  Clinical  investiga- 
tion indicates  that  this  method  of 
absorption  through  the  oral  mucosa 
results  in  greater  effectiveness  when 
compared  with  ingestion  therapy. 
METANDREN  LINGUETS  are  ab- 
sorbed directly  into  the  circulation, 
thus  side-tracking  the  liver  and  per- 
mitting all  systemic  effects  charac- 
teristic of  Androgens.  Dosage  is 
usually  3^  to  34  less  than  that  re- 


quired when  methyltestosterone  is 
administered  via  the  gastrointes- 
tinal tract. 

METANDREN  LINGUETS  produce 
qualitatively  the  same  biological  ef- 
fects as  PERANDREN*  (testosterone 
propionate)  and  have  therefore  the 
same  indications  in  all  conditions 
due  to  testicular  deficiency.  Because 
of  their  pleasant  taste,  convenience 
of  administration,  and  smaller  dos- 
age requirements,  METANDREN 
LINGUETS  are  presented  as  a signifi- 
cant advance  in  androgen  therapy. 


*Trade  Marks  Reg.  U.S.Pat.Off.  "Metandren  Lingoets"identifies  the  product 
as  methyltestosterone  of  Ciba's  manufacture,  for  sublingual  administration. 


C I It  % 


ZP/iatmaceutieaf  ^uxiucfo,  tfnc. 
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SEDATIVE  and  HYPNOTIC 

The  potentiation  of  the  central  action  of  phenobarbital  by  the  belladonna 
alkaloids  (Friedberg.  Arch.  f.  exp.  P & P.  CLX,  276)  renders  possible 
attainment  of  desired  effects  with  relatively  small  doses,  thus  avoiding 
"hang  over"  and  other  unpleasant  side-actions.  In  contrast  to  galenical 
preparations  of  belladonna,  such  as  the  tincture,  Belbarb  has  always  the 
same  proportion  of  the  alkaloids. 


Formula:  Each  tablet  contains  Y4  grain 
phenobarbital  and  the  three  chief 
alkaloids,  equivalent  approximately  to 
9 minims  of  tincture  of  belladonna. 


Indications:  Neuroses,  migraine,  functional  digestive  and  circulatory  dis-  Belbarb  No.  2 has  the  same  alkaloidal  con- 

turbances,  vomiting  of  pregnancy,  menopausal  disturbances,  hypertension,  etc.  tent  but  V2  grain  phenobarbital  per  tablet. 


CHARLES 


HASKELL 


C H M O N D, 


THE  GLORIOUS  “FOURTH”  PAIR  OF  SHOES 

NO!  . . . we  are  not  dreaming  of  post-war  freedom  when  Americans  may  again 
buy  a fourth  pair  of  shoes,  or  a fifth  pair,  or  even  a carload  if  so  minded — we 
are  thinking  of  today;  of  making  three  pairs  of  shoes  add  up  to  four  or  more. 

Of  all  the  coverings  worn  by  humans — shoes  take  the  worst  beating.  They  must 
withstand  rain,  snow,  sand,  mud  and  sun.  They  must  stand  up  under  crushing 
weight,  and  be  practically  immune  to  body  moisture,  body  acids  and  heat. 

To  take  such  punishment,  the  quality  of  materials,  workmanship,  and  proper 
fitting  must  be  of  the  best.  And  every  fraction  of  such  superiority  in  three  pairs 
of  better  shoes  adds  up  to  an  equivalent  of  a "fourth"  pair  in  terms  of  length 
of  service. 

3 Pedifoime 


A SHOE  FOR 
EVERY  MEMBER  OF 
THE  FAMILY.  . . A SHOE 
FOR  EVERY  INDIVIDUAL 
REQUIREMENT. 


FOOTWEAR 


MANHATTAN,  36  West  36th  St.  NEW  ROCHELLE,  545  North  Ave. 

BROOKLYN,  322  Livingston  St.  EAST  ORANGE,  29  Washington  PI. 
843  Flatbush  Ave. 

HEMPSTEAD,  L.  I.,  241  Fulton  Ave.  HACKENSACK,  290  Main  St. 
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THYROID  DUO-SAYED 


r | thyroid,  being  of  animal  origin, 
L is  naturally  subject  to  variations 
of  potency  . . . thyroid  gland  medica- 
tion moreover  is  so  potent  that  its 
activity  must  be  accurately  regulated 
in  order  that  it  may  be  used  safely. 


McNeil  Laboratories  insure  the  highest 
possible  uniformity  by  using  a double 
or  check  assay  method  for  thyroid. 
Every  batch  of  desiccated  thyroid 
therefore  must  meet  the  requirements 
of  - 


(1)  The  U.S.P.  XI  Method  (total  iodine) 

and 

(2)  The  B.P.  Standard  (Thyroxin  eon  tent) 


Thyroid  Duo-say ed  is  a guarantee  to 
the  medical  profession  of  the  highest 
degree  of  purity  and  uniformity  for 
this  important  remedial  substance, 


since  it  meets  the  requirements  and 
standards  of  the  entire  English  speak- 
ing world. 


HOW  SUPPLIED 

Tablets  Thyroid  Duo-say  ed — Vio  gr. 

Tablets  Thyroid  Duo-sayed — y4  gr.,  y2  gr.,  1 gr. 

and  2 grs. — plain  or 
engestic  coated  yel- 
low. 

Available  in  bollles  of  100 , 500  and  1000. 


r M c N e i 

i 1 Laboratories 

INCORPORATED 

I P H I l A D £ 1 

P H I A * PENNSYLVANI  A 

FOR  LIBERTY  ★ BUY  WAR  BONDS  ★ FOR  VICTOR/ 
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For  The  Patient  With  ONE  Leg 
Shorter  Than  The  Other 


ELEVATORS 


Shoes 


Even  if  one  leg  is  as  much  as  an  inch  and  a half 
longer  than  the  other,  a pair  of  "ELEVATORS"  Shoes 
with  the  inner  ramp  in  one  shoe  only,  will  conceal 
the  unevenness  in  the  gait  . . . "confidentially". 
These  special  "ELEVATORS"  Shoes  are  matched,  look 
like  any  other  fine  quality  shoes,  and  are  made  to 
order  to  specifications.  Even  if  the  difference  is  in  the 
sire  of  the  FEET,  the  patient  can  get  a pair  of  "ELEVA- 
TORS" to  fit  each  foot.  This  service  is  available  only  on 
styles  901,  Black  and  902,  Brown  (illustrated) ....  $20.00 

For  FREE  BOOKLET  and  name  of  Nearest  Dealer 
Write:  Dept  N.  Y.  843 

STONE  TARLOW  CO.,  INC.  Brockton,  Mass. 
Exclusive  Manufacturers  Of  "ELEVATORS" 


PBV-HS-V0U-C0 

—flndlfAeft/ 

8D1  ROOmsAM//, 


With  OUTSIDE  LOCATION  . . . COMBINA- 


TION TUB  & SHOWER  ...CIRCULATING  ICE 
WATER  . . . FULL  LENGTH  MIRROR  . . . AND 
FOUR  STATION  RADIO. 


CHARLES  E.  ROCHESTER,  Vice-Pres.  & Mng.  Dir. 

LEXINGTON  AVE.,  at  48th  ST.,  N.  Y.  C. 


COT-TAR 

PIX-LITHANTHRACIS  5% 


DOAK  CO..INC. 


CLEVELAND,  OHIO 


EFFECTIVE  THERRPV 

IN 

O&JiiyTl edict 


Requires  Analgesia 
Bacteriostasis,  and 
Dehydration  of  the  Tissues. 


THE  DOHO  CHEMICAL  CORPORATION 

New  York  - Montreal  - London 
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FROM  TOE  GOOD  EARTH 


. . . Tyrothricin  (mulford),  a po- 
tent, bactericidal  concentrate  de- 
rived from  Dubos’  soil  bacillus. 

. . . When  diluted  to  make  an  iso- 
tonic solution  containing0.5  mg.  per 
cc.,  Tyrothricin  (Mulford)  destroys 
gram-positive  organisms  in  wounds, 
indolent  ulcers  and  body  cavities 
such  as  the  paranasal  sinuses,  uri- 
nary bladder  and  pleural  cavity. 

how  used:  Topical  application 
only . In  diluted  solution  (0.5  mg. 


per  cc.)  by  instillation,  irrigation 
or  wet  dressing. 

supplied:  1-cc.  package:  ampul 
containing  25  mg.  in  1 cc.  with  vial 
containing  49  cc.  of  pyrogen-free, 
sterile  distilled  water.  For  making 
50  cc.  of  isotonic  solution  (0.5  mg. 
per  cc.). 

20-cc.  vial  of  concentrate,  25  mg. 
per  cc.  For  making  1000  cc.  of  iso- 
tonic solution  (0.5  mg.  per  cc.). 
Sharp  & Dohme . . . Philadelphia,  Pa. 


TYROTHRICIN 

CONCENTRATED  (HUMAN)  MULFORD 
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While  abbreviations  may  save  time,  physi- 
cians who  say  "an  ampoule  of  Pit"  are 
never  sure  of  getting  PITUITRIN*.  When 
PITUITRIN  is  specified  by  its  full  name  med- 
ical men  receive  the  original  preparation 
of  its  kind,  first  offered  to  the  profession  by 
Parke,  Davis  & Company  in  1909. 

PITUITRIN  contains  an  unusually  low  per- 
centage of  inert  or  irritating  matter  and  will 
not  deteriorate  over  long  periods  of  time. 
Since  an  excess  of  acid  is  not  required  as  a 
preservative,  injection  is  practically  painless. 

Clinical  results,  based  on  millions  of  injec- 
tions, have  made  PITUITRIN  (brand  of  pos- 
terior pituitary  injection  — U.S.P.)  specific 
for  all  prepartum  and  postpartum  uses. 

^TRADE-MARK  REG.  U.  S.  PAT.  OFF. 

PITUITRIN 
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CLINITEST 


TABLET  METHOD 


For  Detecting  Sugar  (glucose)  in  Urine 
A Copper  Reduction  Test 


Just  4 Simple  Steps  Taking  Less  Than  1 Minute! 

O 5 drops  urine  © 1 Clinitest  Tablet 

© 10  drops  water  © Comparison  with  color  scale 

No  external  heat  necessary — tablet  generates  own  heat. 
No  measuring,  no  liquids  or  powder  to  spill,  no  com- 
plex apparatus. 

Available  through  your  prescription  pharmacy  or 
medical  supply  house. Write  for  full  descriptive  literature. 


EFFERVESCENT  PRODUCTS,  INC. 

ELKHART,  INDIANA 


IIBIIARY  OF  THE 

COLLEGE  OF  PHYSICIANS 

OF  PHILADELPHIA 


"Peptic  Ulcer  ranks  high  as  a cause 
of  disability  for  military  service. 
It  . . . leads  all  other  digestive 
diseases  as  a cause  for  discharge 
from  the  Regular  Army.” 


Kantor,  J.  L.:  Digestive  Disease  and  Military 
Service,  Jnl.  A.  M.  A.,  Sept.  26,  1942. 


The  increased  incidence  of  peptic  ulcer 
among  the  armed  forces,  defense  work- 
ers and  civilians  today  confronts  medi- 
cine as  a major  problem. 

Of  the  various  types  of  therapy  used  to 
control  this  problem  none  has  proved 
itself  more  valuable  than  CREAMALIN, 


CREAMALIN 

REG.  V . S.  PAT.  OFF. 

Brand  of  Aluminum  Hydroxide  Gel 


brand  of  aluminum  hydroxide  gel. 

CREAMALIN,  the  first  aluminum  hy- 
droxide gel  to  be  made  available  to 
physicians,  was  also  the  first  to  be  Coun- 
cil-accepted. CREAMALIN  contains  ap- 
proximately 5. 5% aluminum  hydroxide. 


Therapeutic  Effects  of  CREAMALIN 

• Pronounced  antacid  ac- 
tion of  12  times  its  volume 
of  N/10  HCI  in  less  than 
30  minutes  (Toepfer’s  re- 
agent) 

• Prolonged  action  in  con- 
trast to  fleeting  effect  of 
alkalies 


• Prompt  and  continuous 
pain  relief  in  uncompli- 
cated cases 

• Rapid  healing  when  used 
with  regular  ulcer  regi- 
men 


• Non -alkaline;  non -ab- 
sorbable; non-toxic 

• No  acid  rebound;  no 
danger  of  alkalosis 


• Mildly  astringent;  may 
reduce  digestive  action, 
thus  favor  clot  formation 

• Demulcent;  gelatinous 
consistency  affords  pro- 
tective coating  to  ulcer 


Modern  non-alkaline  therapy  for  peptic  ulcer  and  gastric  hyperacidity 


ALBA  pharmaceutical  division 

" U H WINTHROP  CHEMICAL  COMPANY,  INC.,  SUCCESSOR 


NEW  YORK,  N.  Y. 
WINDSOR,  ONT. 
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YEARS— WITH  VITALITY 


Our  Nation  is  "aging.”  The  1940  census  figures  reveal  approximately  9 million  persons 
over  65  years  old  in  the  United  States. 

Older  persons  are  replacing  younger  workers  during  the  war  period.  Maintenance  of 
good  health  among  individuals  past  middle  age  becomes  a matter  of  urgency.  An 
important  factor  in  such  maintenance  is  the  problem  of  adequate  nutrition. 


Simple,  well-balanced,  easily  di- 
gested, quality  nourishment  is 
of  paramount  importance  to  the 
upkeep  of  their  strength  and 
vitality. 

As  an  integral  part  of  your  regi- 
men for  the  aged,  Horlick’s  sup- 
plies pure,  full-cream  milk,  plus 
extracted  nutrients  of  wheat  and 
malted  barley  in  powdered,  con- 
centrated form. 

Horlick’s  is  delicious  whether 
prepared  with  milk  or  with 
water . 

Also  ideal  for  between-meals’ 
feeding  — Horlick’s  Tablets  - 
available  in  conveniently  carried 
{25<t}  oval  flasks. 

Recommend 


HORLICK'S 
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fob  the  m«na<femen t con 


Habit  Time  of  Bowel  Movement  during 
and  after  pregnancy  is  of  paramount  im- 
portance to  the  patient’s  well-being  and 
comfort.  Pressure  of  the  fetus  upon  the 
intestines,  and  lach  of  exercise  are 
factors  which  induce  constipation  during 
pregnancy,  postpartum  and  lactation. 

After  years  of  professional  use, 
Petrogalar  stands  established  as  a reliable, 
efficacious  aid  for  the  restoration  and 
maintenance  of  comfortable  bowel  action. 


Petrogalar  Laboratories,  Inc. 

8134  McCormick  Blvd  • Chicago,  Illinois 

Copyright  1943  • By  Petrogalar  Laboratories,  Inc 


REG.  U.S.  PAT.  OFF 


Constant  uniformity  assures  palatability  — non- 
interference with  secretion  or  absorption— normal 
fecal  consistency.  Five  Types  of  Petrogolar  pro* 
vide  convenient  variability  for  individual  needs. 


Petrogalar  is  an  aqueous  suspension  of  pure  mineral  oil  each  100  cc.  of  which  contains  66  cc.  pure  mineral  oil  suspended  in  an  aqueous  jelly. 
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Editorial 


The  American  Ferment,  II 


The  dominant  note  in  American  life  today 
is  the  pursuit  of  security.  On  battlefronts 
scattered  over  the  whole  world,  in  the 
deliberations  and  acts  of  legislative  bodies, 
in  the  daily  journals,  the  pursuit  follows  its 
bloody,  windy,  or  wordy  course  toward  a 
better  world  for  men  to  live  and  die  in. 

The  function  of  the  new  Planning  Com- 
mittee for  Medical  Policies  of  the  Medical 
Society  of  the  State  of  New  York  is  to  study 
trends  in  American  life  in  order  to  advise 
the  Society  how  medical  policies  and  prac- 
tice may  best  serve  the  public  interest.  The 
Committee  commences  its  work  at  a time 
when  there  is  before  both  houses  of  Congress 
an  “American  Beveridge  Plan”  in  legisla- 
tive form  designed  to  provide  postwar  social 
security  from  the  cradle  to  the  grave.  The 
proposal  covers  the  major  economic  hazards 
of  the  average  American  throughout  his  life- 
time. It  is  said  to  assure  medical  care  and 
hospital  service  without  interfering  with  free 
choice  of  patient,  doctor,  or  hospital.  The 
sponsors  of  the  bill  are  Senator  Wagner  of 
New  York,  Senator  Murray  of  Montana, 
and  Representative  Dingell  of  Michigan. 
The  bill  is  said  to  call  for  a payroll  tax  of 
12  per  cent  divided  equally  between  em- 
ployers and  employees,  with  administration 
of  the  medical  aspects  of  the  national  health 
and  hospital  care  by  the  U.S.  Public  Health 
Service. 

Many  will  recall  that  in  1937  the  question 
of  adoption  of  medical  expense  indemnity 
insurance  was  before  the  House  of  Delegates 
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of  the  Society.  The  committee  which  spon- 
sored the  report  laid  down  the  thesis  that  it 
was  the  duty  of  the  lay  public  to  develop 
plans  to  finance  medical  care  and  that  it 
was  the  province  of  organized  medicine  to 
maintain  the  standards  and  quality  of  such 
care.1  Apparently  the  public,  through  its 
elected  representatives,  is  preparing  to  do 
just  that  through  the  medium  of  social 
security  legislation. 

Professor  Chas.  E.  Merriam,  addressing 
the  A.M.A.  delegates  at  Chicago  on  June  7, 
said  of  the  “American  Beveridge  Plan” 
that  it 

“.  . . . was  based  on  the  proposition,  backed  up 
by  present  indications,  that  the  national  income 
would  attain  and  maintain  a level  of  about 
$120,000,000,000  a year. 

“We  literally  stand  at  the  gates  of  an  age  of 
plenty,  key  in  hand,  fumbling  at  the  lock/’ 
Professor  Merriam  declared.  “General  objec- 
tives have  been  outlined,  but  we  now  face  the 
patient  preparation  of  more  detailed  plans  and 
specifications,  programs  of  legislation  and  ad- 
ministration, national,  state,  and  local,  by  public 
and  private  agencies. 

“The  winning  of  the  peace  in  fullest  measure 
calls  for  unity  and  good-will — the  price  of  victory 
in  war  and  peace  alike. 

“If  we  can  follow,  and  I believe  we  can,  the 
way  indicated  alike  by  our  ideals  and  our  interest, 
we  can  anticipate  an  economy  which  puts  a 
sound  floor  under  social  security,  including  health, 
housing,  education,  employment,  and  that  has 
no  ceiling  above  on  initiative,  enterprise,  and 
achievement. 

“It  will  be  found  that  our  American  traditions 
of  justice,  equality,  liberty,  and  the  pursuit  of 
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happiness  are  not  obstacles  to  prosperity  but  its 
essential  conditions,  underlying  all  genuine  ad- 
vance. We  can  unite  security  and  freedom.”i 2 

To  which  General  Fred  Rankin  added 
that  organized  medicine 

“.  . . . cannot  disregard  the  growing  interest  of 
the  public,  the  government,  and  various  lay 
groups  in  the  administration  of  medical  care. 
Nor,”  he  added,  “can  we  afford  to  engage  in  a 
struggle  for  domination. 

“The  solution  to  these  problems  and  the 
attainment  of  our  objectives,”  he  asserted,  “do 
not  lie  in  that  direction.  They  can  be  approached 
more  expeditiously  by  a willingness  to  share  their 
responsibilities  and  a readiness  to  cooperate  in 
their  consideration. 

“The  importance  and  urgency  of  these  various 
problems  commend  the  immediate  establishment 
by  this  association  of  suitable  agencies  for  their 
investigation.  In  the  institution  of  these  agencies 
the  purpose  and  vast  significance  of  their  function, 
the  sharp  delineation  of  their  problems,  and  the 
need  for  their  collaboration  with  others  should  be 
emphasized.”2 

But  what  is  social  security?  Homer 
Folks,  writing  in  the  S.C.A.A.  News,  says 
in  part : 

“The  phrase  ‘social  security’  is  a recent  arrival. 
It  has  no  one  clear-cut  definition.  It  would  seem 
that  it  should  mean  ‘Individual  Security  Through 
Social  Action.’  A large  part  of  individual  in- 
security obviously  arises  from  causes  beyond  the 
individual’s  control. 

“Some  men  are  born  poor;  some  achieve 
poverty;  and  some  have  poverty  thrust  upon 
them;  and  the  last  is  by  far  the  largest  group. 
Obviously  society  may  operate  in  various  ways 
in  reducing  individual  insecurity 

“But  social  insurance  is  only  one  form  of  social 
security.  The  Beveridge  Report  is  in  fact  entitled 
‘Social  Insurance  and  Allied  Services.’  What  are 
some  of  these  ‘allied  services’?  How  valuable 
are  they,  how  long  have  they  existed,  how  dy- 
namic are  their  contributions  to  social  security, 
how  susceptible  are  they  to  further  extensions?  . . 

“Clearly,  nothing  has  promoted  social  security, 
dependability  of  income,  personal  adequacy,  and 
efficiency  in  meeting  the  responsibilities  of  life 
more  than  the  prevention  of  smallpox,  tubercu- 
losis, diphtheria,  syphilis,  catastrophes  related  to 
childbirth,  pneumonia,  and  the  like.  No  pro- 
vision for  the  care  of  the  sick  and  the  maintenance 
of  widows  and  orphans  can  compare  for  a moment, 
as  a measure  of  social  security,  with  the  preven- 
tion of  disease.  We  face  here  a fundamental 
difference  in  philosophy  and  in  method,  which 
seems  to  have  been  very  often  greatly  under- 
estimated, or  even  overlooked,  by  the  promoters 
and  framers  of  social  insurance  measures.  The 


forgotten  factor  is  the  dynamic  value  of  prevent- 
ing misfortune,  loss  of  income-producing  capacity, 
and  social  insufficiency,  instead  of,  to  a degree, 
regarding  such  losses  as  inevitable  and  devising 
measures  for  spreading  their  incidence  over  large 
groups  and  periods  of  time. 

“It  is  not  fanciful  to  see  an  ‘insurance  psy- 
chology’ which  loses  sight  of  that  valuable  dis- 
tillation of  human  experience — an  ounce  of  pre- 
vention is  worth  more  than  a pound  of  cure. 
It  is,  of  course,  not  a question  of  ‘either  or’;  it  is  a 
question  of  practicabilities  and  possibilities  of 
both  at  any  given  time 

“Certainly  one  of  the  most  important  tests  by 
which  all  these  social  security  plans  should  be 
judged  is  as  to  how,  and  to  what  extent,  they 
promote  public  health.  It  must  be  admitted 
that,  on  preliminary  reading,  both  the  British  and 
the  American  plans  are,  as  compared  with  their 
other  subject-matter,  definitely  vague  as  to  the 
all-important  subject  of  public  health.  The 
term  ‘public  health’  may  be  considered  as  in- 
cluding mental  hygiene,  though  that  term  does 
not  seem  to  appear  in  either  report.  Mental 
disorder  certainly  calls  for  a lot  of  hospital  care, 
roughly  equivalent  to  all  other  types  of  hospital 
care  put  together.  It  breaks  up  more  families, 
destroys  more  individual  efficiency,  spoils  more 
personal  plans,  and  causes  more  social  wreckage 
than  any  other  type  of  illness,  possibly  more  than 
all  other  types  put  together.  The  fullest  applica- 
tion of  our  all  too  scanty  knowledge  of  the  causa- 
tion, possible  prevention,  and  suitable  diagnosis 
and  treatment  of  mental  disorders  should  cer- 
tainly have  a large  place  in  plans  to  promote  in- 
dividual security  through  governmental  action.”3 


The  participation  of  the  State  of  New 
York  in  medical  health  and  welfare  services 
as  a cooperative  enterprise  with  voluntary 
agencies  and  the  medical  profession  of  the 
state  has  anticipated  much  of  what  is  now 
being  proposed  as  a national  social  security 
plan.  The  extent  of  that  participation  was 
shown  by  a previous  editorial  in  this 
Journal.4  It  is  to  be  expected  that  the 
exigencies  of  a nation  at  war  will  require  the 
extension  of  already  existing  and  proved 
enterprises,  a widening  of  the  field  of  volun- 
tary medical  indemnity  insurance,  a fluid 
system  of  private  practice  prepared  to  inte- 
grate itself  into  the  larger  social  mechanisms, 
the  blueprints  of  which  are  now  being  intro- 
duced in  the  Congress. 


i New  York  State  J.  Med.  37:  1210  (July  1)  1937. 

* N.Y.  Times,  June  8,  1943. 

s S.C.A.A.  News,  Vol.  XXXII,  No.  7,  April,  1943. 

4 New  York  State  J.  Med.  43:  610  (April  1)  1943. 
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Epidemic  Keratoconjunctivitis 


For  reasons  somewhat  intangible,  diseases  that 
previously  have  been  dormant  and  infrequent 
sometimes  become  epidemic  and  sweep  a nation. 
In  the  case  of  generalized  infections  or  infections 
involving  a secretory  or  excretory  tract,  such  as 
the  respiratory  or  gastrointestinal  systems,  this 
picture  is  not  altogether  unfamiliar,  but  we  do 
not  customarily  associate  such  epidemic  infec- 
tions with  a localized  organ  like  the  eye.  Yet 
the  disease  now  known  as  epidemic  kerato- 
conjunctivitis is  just  such  an  infection,  which, 
beginning  on  the  West  Coast,1  speedily  traveled 
throughout  the  country,  soon  making  its  appear- 
ance in  the  East.2  Although  it  started  as  an 
industrial  disease,  this  eye  infection  is  no  longer 
so  limited. 

As  its  name  implies,  the  cornea  as  well  as  the 
conjunctiva  is  involved  in  the  great  majority  of 
cases . The  ocular  manifestations  are  pronounced 
edema  of  the  lids  and  conjunctiva  with  bulbar 
chemosis,  follicular  conjunctivitis,  and  corneal 
opacities.  Ocular  discomfort  is  prominent  and 
lacrimation  is  excessive.  A preauricular  lymph 
node  is  frequently  enlarged,  as,  in  many  cases, 
are  the  submental  and  anterior  cervical  nodes. 


Conjunctival  smears  and  scrapings  reveal  a pre- 
ponderance of  mononuclear  cells,  not  polynuclear 
leukocytes.  Cultures  are  sterile  for  bacteria,  but 
a virus  has  been  incriminated.  Serums  of  con- 
valescent patients  have  been  shown  to  contain 
neutralizing  substances  for  this  virus.  Because 
of  this  finding,  convalescent  serums  have  been 
used  therapeutically  with  some  promise  of  suc- 
cess.3 

A disease  with  frequent  corneal  involvement 
must  be  treated  with  circumspection.  Isolation 
and  quarantine  are  invaluable  prophylactic 
measures  and  must  be  immediately  instituted  to 
safeguard  the  contacts  in  the  community,  indus- 
trial or  otherwise.  This  is  all  the  more  important 
since  as  yet  there  is  no  specific  cure,  with  the 
possible  exception  of  convalescent  serum,  which 
is  difficult  to  obtain.  The  importance  of  imme- 
diate diagnosis  is  essential  to  early  quarantine, 
which  is  the  only  certain  safeguard  for  the  pre- 
vention of  epidemic  keratoconjunctivitis. 

1 Hogan,  M.  J.,  and  Crawford,  J.  W.:  Am.  J.  Ophth. 
25:  1059  (Sept.)  1942. 

2 Sanders,  M.:  Arch.  Ophth.  28:  581  (Oct.)  1942. 

3 Braley,  A.  E.,  and  Sanders,  M.:  J.A.M.A.  121:  999 

(March  27)  1943. 


Breast  Milk  Deficiencies 


For  centuries  it  has  been  generally  accepted 
that  breast  milk  is  the  ideal  food  for  the  human 
infant.  This  tradition  was  unchallenged  until 
the  advent  of  metabolism  into  the  field  of  pedia- 
trics. In  recent  years  the  caloric,  water,  protein, 
mineral,  and  vitamin  requirements  for  optimal 
infantile  growth  have  been  rather  accurately 
calculated  and  recorded.1  It  must  constantly  be 
remembered  that  lactation  is  a reflection  of  the 
maternal  diet,  the  adequacy  of  which  determines 
the  value  of  the  milk  so  produced. 

Breast  milk  is  low  in  protein  content.  About 
8 per  cent  of  its  calories  are  derived  from  that 
important  fraction.  Premature  and  immature 
- infants  often  cannot  maximally  thrive  on  the 
limited  protein  quota  of  human  milk.1  For  this 
reason  protein  reinforcements  from  other  sources 
are  often  added,  either  in  the  form  of  dehydrated 
milk  or  by  admixture  with  some  other  form  of 
cow’s  milk.  That  human  milk,  like  cow’s  milk, 
is  very  poor  in  iron  content  has  long  been  known. 
The  vitamin  content  of  human  milk  may  also  be 
insufficient  for  the  needs  of  a rapidly  growing 
organism.2  A most  important  recent  contribu- 
tion is  the  demonstration  that  calcium  utilization 
by  the  premature  baby  may  be  subnormal  on  a 


diet  of  human  milk.3  On  the  other  hand,  the 
retention  of  calcium  is  tremendously  improved 
and  becomes  optimal  when  cow’s  milk  is  the 
source  of  calcium  and  phosphorus.3  These 
minerals  are  indispensable  for  the  normal  growth 
of  the  skeletal  system  and  other  tissues.  Like  a 
favorable  nitrogen  balance,  high  calcium  and 
phosphorus  retentions  are  indices  of  good 
nutrition.3 

It  should  not  be  inferred  that  breast  milk  is 
not  a good  food  for  the  human  infant.  Nor 
should  the  conclusion  be  drawn  that  cow’s  milk, 
skillfully  blended  by  the  pediatrician,  is  superior 
for  the  general  metabolic  needs  of  infants.  It  is 
wise,  however,  to  be  cognizant  of  the  limitations 
of  human  milk  in  certain  instances,  as  in  a 
rapidly  growing  organism  such  as  the  premature 
or  immature  infant.  These  limitations  can  be 
overcome  by  the  addition  of  the  necessary  in- 
gredients indicated  by  recognized  deficiencies. 

1 Holt,  L.  E.,  and  McIntosh,  R. : Holt’s  Diseases  of 

Infancy  and  Childhood,  Eleventh  Edition,  New  York,  D. 
Appleton-Century,  1940,  pp.  133-163. 

2 Knott,  E.  M.,  Kleiger,  S.  C.,  and  Schultz,  F.  W.:  J. 
Pediat.  22:  43  (Jan.)  1943. 

3 Benjamin,  H.  R.,  Gordon,  H.,  and  Marples,  E.:  Am. 
J.  Dis.  Child.  65:  412  (March)  1943. 
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Doctors’  Households  Urged  to  Set  Example  in  Waste  Fat  Salvage 


The  importance  of  saving  waste  household  fats 
in  order  to  salvage  their  glycerin  content  should  be 
apparent  to  every  physician.  The  doctor’s  kitchen, 
like  that  of  every  other  famity  in  town,  can  supply 
at  least  a tablespoonful  of  fat  a day — from  meat 
drippings,  from  rendered  trimmings,  or  fat  skimmed 
from  the  soup  kettle  and  no  longer  good  for  food. 
If  that  much  were  retrieved  in  every  household  and 
taken  to  the  meat  stores  which  collect  the  fat  for 
the  Tenderers,  the  amount  saved  would  exceed  the 
national  goal  of  200,000,000  pounds  for  1943. 

Glycerin  is  indispensable  in  the  manufacture  of 
munitions  because  it  is  the  source  of  both  nitro- 
glycerin and  dynamite,  the  first  of  whioh  provides 
the  explosives  for  propellants  and  the  second  the 
means  of  military  demolition.  Tanks,  ships,  and 
planes  last  longer  because  of  paints  containing 
glycerin.  It  is  used  as  an  anti-icing  fluid  for  the 
propellers  of  fighter  and  bomber  planes.  The  shock 
absorbers  of  jeeps  and  half-tracks,  the  recoil  mecha- 
nisms of  big  guns,  and  the  firing  mechanisms  of 
depth  bombs  all  contain  glycerin. 

Glycerin  has  an  important  place  on  the  medical 
front,  too,  in  both  war  and  peace.  It  is  one  of  the 
best-known  and  widely  used  medical  materials. 
There  is  scarcely  a branch  of  therapeutics  in  which 
glycerin  does  not  play  a part.  An  average  of  more 
than  3 pounds  of  glycerin  per  hospital  bed  per  year 
is  used  in  our  American  hospitals.  And  an  analysis 
of  15,063  prescriptions  made  prior  to  the  war  in  a 


single  American  city  showed  that,  with  the  sole 
exception  of  water,  glycerin  was  the  most-used 
liquid  ingredient. 

In  military  medicine  the  role  of  glycerin  continues 
to  grow.  Even  before  we  entered  the  war,  large 
quantities  were  shipped  by  the  American  Red  Cross 
to  England.  In  the  requests  made  to  organized 
medical  groups  in  the  United  States  for  medical 
supplies,  British  authorities  rated  glycerin  as  equal 
in  importance  to  surgical  instruments. 

Practically  all  the  liquid  sulfonamides  call  for 
glycerin.  The  war  has  given  increased  emphasis 
also  to  the  long-established  value  of  glycerin  itself  in 
burn  therapy  and  surgical  treatment,  as  well  as  for 
wound  dressings.  Dressings  can  be  changed  with 
less  discomfort  to  the  patient  when  they  are  soaked 
with  glycerin. 

The  War  Production  Board  is  urging  all  Ameri- 
cans everywhere  to  help  save  the  fat  from  which 
this  precious  liquid  is  made.  The  meat  dealer  from 
whom  you  purchase  food  will  be  glad  to  pay  the  pre- 
vailing rate  for  the  kitchen  fats  that  your  household 
conserves.  The  pennies  will  buy  War  Stamps — 
and  ever  pound  of  waste  cooking  fats  turned  in  will 
provide  enough  glycerin  to  make  one-half  pound  of 
dynamite  or  four  37-mm.  antiaircraft  shells  or  their 
equivalents  in  other  badly  needed  materials.  Doc- 
tors, set  an  example  in  your  community:  start  your 
household  saving  waste  kitchen  fat  today! — Waste 
Fat  Saving  Committee 


Reports  on  Specimens  for  Pneumococcus  Typing 


In  future,  reports  from  the  Division  of  Labora- 
tories and  Research  of  the  New  York  State  De- 
partment of  Health  on  pneumococcus  type  differ- 
entiation will  be  telephoned  or  telegraphed  only 
on  request.  While  many  physicians  still  wish  the 
assurance  provided  by  typing  in  order  that  specific 
serum  therapy  may,  if  indicated,  be  instituted 
promptly,  the  extensive  and  generally  effective  use 
of  chemotherapy  in  the  early  stages  of  pneumonia 
has  made  supplemental  treatment  with  serum 
frequently  unnecessary.  Hence,  the  procedure  of 
reporting  the  results  of  such  examinations  has  been 


revised  to  curtail  nonessential  use  of  telephone  and 
telegraph  services. 

If  type  differentiation  is  to  be  undertaken,  the 
importance  of  collecting  sputum  prior  to  the 
institution  of  chemotherapy  cannot  be  overem- 
phasized. It  is  essential,  also,  that  the  examina- 
tion be  made  as  soon  as  possible.  When  local  ap- 
proved laboratory  service  is  not  available,  specimens 
should  be  sent  by  messenger  or  by  mail,  special 
delivery,  to  the  central  laboratory  in  Albany  or  to 
the  Branch  Laboratory,  339  East  25th  Street,  New 
York,  New  York. 


Symptoms 


Time 

Age 


Treatment 

Prevention 


DISORDERS  DUE  TO  HEAT 


Heat  Cramps 

Conscious  patient ; tem- 
perature normal ; pulse 
normal  or  fast ; skin 
normal;  cramping  pains 

Occurs  in  the  early  period 
of  a hot  spell 

Any  age 

Oral  or  intravenous  use  of 
sodium  chloride 

Daily  use  of  coated  salt 
tablets  and  ample  water 


Heat  Exhaustion 

Conscious  patient;  sub- 
normal temperature ; 
pulse  weak  and  fast; 
skin  pale  and  cold — 
“shock”  appearance 

After  some  hours 

Usually  in  older  persons 
and  those  with  systemic 
disease 

Warmth;  rest;  lay  patient 
down  flat;  stimulants 

Daily  use  of  salt  tablets 
and  ample  water 


— F. 


Heat  Stroke 
(“Sun  Stroke”) 

Unconscious  patient;  fever 
(105  F.  or  higher);  pulse 
very  strong  and  very 
fast;  skin  dry  and  very 
hot 

Usually  after  second  or 
third  day  of  a hot  spell 

More  often  in  older  per- 
sons, but  may  occur  at 
any  age 

Ice  bath  or  ice  pack  at 
once 

Avoid  exposure  to  over- 
heating and  sun  for 
several  days 

J . Elias,  M.D.,  in  Minn.  Med. 


SUMMARY  OF  PRESENT  TREATMENT  OF  WOUNDS  AND  BURNS 

Captain  Reynolds  Hayden,  Medical  Corps,  U.S.  Navy 


THE  mobile  character  and  greatly  increased 
aerial  activity  of  the  present  war  has 
necessitated  considerable  change  in  medical 
procedure  in  combat  areas.  While  the  first 
emergency  treatment  of  casualties  presents  the 
same  problems  as  heretofore — control  of  hemor- 
rhage, treatment  of  shock,  and  prevention  of 
infection — wounds  of  the  present  war  are  fre- 
quently multiple,  severe  and  extensive,  predis- 
posing to  infection,  and  accompanied  by  severe 
shock.  Medical  units  in  forward  areas  must 
now  be  mobile  and  prepared  to  do  what  was 
previously  considered  “hospital  surgery”  at  a 
main  dressing  station  near  the  firing  line.  Sur- 
geons attached  to  these  units  must  be  qualified 
to  do  traumatic  surgery  of  any  part  of  the  body. 

Effects  of  Projectiles 

The  effects  of  high  velocity  projectiles  upon 
the  body  tissues  are  not  generally  appreciated 
by  the  civil  surgeon.  In  the  immediate  vicinity 
of  the  explosion  of  an  aerial  bomb,  the  bomb 
fragments  have  a velocity  of  some  5,000  feet  per 
second.  These  fragments  are  irregular  in  shape 
and  size  and  frequently  cause  multiple  or  great 
gaping  wounds  with  extensive  tissue  destruction. 

The  modern  high  velocity  rifle  bullet  produces 
a variety  of  wounds.  Those  of  entrance  and 
exit  may  be  small,  and  the  wounds  readily  heal. 
If  bone  is  struck,  however,  the  bone  fragments 
act  as  projectiles  and  the  wound  of  exit  is  large, 
or  there  is  great  destruction  of  the  deeper  tissue. 
Ricocheting  bullets  and  metal  fragments  cause 
the  most  severe  and  revolting  wounds. 

Emergency  Treatment 

The  majority  of  casualties  need  1/2  grain  of 
morphine  promptly.  More  than  this  amount 
is  likely  to  increase  the  symptoms  of  shock 
and  may  depress  the  respiratory  center.  In- 
travenous injections  may  be  used  when  relief 
of  pain  is  urgent.  An  intravenous  dose  of  1/6 
to  y4  grain,  diluted  to  at  least  1 cc.  with  sterile 
water  and  injected  over  a period  of  a minute  or 
more,  will  reduce  pain  almost  immediately. 
Morphine  should  not  be  used  in  head  injuries 
unless  they  are  complicated  by  extensive  in- 
juries elsewhere.  It  should  never  be  used 
routinely. 

Our  conception  of  wound  infection  has  changed 
during  the  present  war.  We  now  know  that 
many  of  the  more  virulent  organisms  are  not 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York,  Buffalo,  May  4,  1943. 


introduced  into  a wound  by  the  missile  but  are 
introduced  when  the  wound  is  being  dressed. 
The  greatest  danger  of  infection  is  from  the 
fingers,  nose,  or  mouth  of  the  person  who  first 
inspects  and  treats  the  open  wound. 

At  the  first  dressing,  hemorrhage  is  controlled, 
the  wound  grossly  cleaned,  and  powdered  sul- 
fonamide sprinkled  or  poured  into  the  wound. 
A sterile  occlusive  dressing  is  then  firmly  applied. 
The  severely  wounded  are  given  2 Gm.  of  sul- 
fadiazine internally  immediately  after  injury 
followed  by  one  Gm.  every  six  hours  as  indicated. 
First  aid  packets  now  contain  a package  of  crys- 
talline sulfanilamide  and  another  of  sulfadiazine 
tablets  for  this  purpose. 

We  have  found  that  gauze  moistened  with 
saline  or  azochloramid  solution  gives  the  best 
results  as  a wound  dressing  because  free  drainage 
is  permitted.  Dry  dressings  tend  to  trap  exudate 
beneath  an  impervious  layer  of  caked  powder 
while  vaseline  gauze  tends  to  dam  back  the 
exudates,  the  sulfonamides  losing  their  potency 
in  each  case. 

Naval  experience  has  definitely  shown  the 
value  of  the  sulfonamides  locally  in  the  prevention 
of  wound  infection.  Crystalline  sulfanilamide 
has  been  quite  satisfactory  for  this  purpose. 
Sulfathiazole  has  been  unsatisfactory  because 
it  cakes,  forms  a plastic  cast,  and  prevents 
drainage.  Microcrystalline  sulfathiazole,  how- 
ever, is  more  satisfactory  locally  than  sulfanila- 
mide. 

Recent  investigations  have  indicated  that  the 
sodium  salts  of  sulfadiazine  or  sulfathiazole, 
because  of  their  much  greater  solubility,  may  be 
more  efficacious  when  used  locally  for  prevention 
of  wound  infection  than  other  sulfa  preparations. 

In  deep  wounds,  a sulfonamide  suspension  is 
injected  into  the  wound  pocket. 

No  attempt  should  be  made  to  remove  metal 
fragments  from  wounds  at  the  first  dressing 
unless  the  fragments  are  readily  accessible.  The 
incidence  of  cellulitis  or  severe  infection  is  ap- 
parently not  increased  by  even  large  metal 
fragments. 

Except  in  superficial  wounds,  it  is  imperative 
that  no  wound  closure  be  attempted  at  the  first 
dressing.  The  great  majority  of  wounds  which 
have  received  primary  suture  at  the  first  aid 
station  become  badly  infected.  Following  local 
treatment,  sutures  may  be  placed,  left  long,  and 
tied  after  the  third  day  if  there  is  no  infection,  or 
secondary  closure  may  be  done  later  when  it  is 
indicated. 
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Because  of  their  importance,  emergency  treat- 
ment of  wounds  may  best  be  summarized  by 
regions : 

Head. — The  majority  of  penetrating  wounds 
of  the  head,  although  not  immediately  fatal, 
will  result  in  death  unless  the  wounds  are  properly 
treated  from  the  beginning.  All  wounds  of  the 
scalp  should  be  considered  as  serious.  Even 
without  associated  fracture,  these  wounds  are 
dangerous  because  of  possible  infection.  Final 
suture  and  closing  of  scalp  wounds  should  be 
done  only  in  a properly  equipped  operating  room 
where,  associated  skull  fracture  or  brain  injury 
can  be  properly  treated  if  present.  If  the 
circumstances  are  such  that  the  patient  cannot 
be  transported  within  a reasonable  time  to  a 
place  where  complete  operating  facilities  are 
available,  then  as  thorough  a surface  operation 
as  possible  may  be  done  in  the  field  dressing 
station.  While  this  leads  to  primary  healing 
of  the  scalp  wound  without  treatment  of  the  pos- 
sibly coexisting  skull  fracture  or  brain  injury, 
these  can  be  safely  treated  later  if  the  scalp 
wround  has  healed.  There  is  less  danger  of 
infection  if  the  scalp  wound  is  not  left  open 
indefinitely. 

Wounds  of  the  face  are  an  exception  to  the 
rule  against  primary  suture.  They  are  usually 
not  deep,  can  be  easily  cleaned,  and  may  be 
sutured  without  tension.  Because  of  the  ex- 
cellent blood  supply,  primary  healing  usually 
results.  Suture  is  especially  recommended  for 
wounds  of  the  mouth.  These  frequently  give 
excellent  results  from  primary  wound  suture. 
In  case  of  wounds  of  the  upper  eyelid,  it  is 
better,  in  addition  to  suturing  the  wound  itself, 
to  suture  the  margins  of  the  upper  and  lower 
lids  together  with  a few  interrupted  sutures  to 
prevent  lid  contracture  until  the  patient  can 
be  properly  treated  by  a plastic  surgeon.  The 
technic  is  mechanical  cleansing,  freely  sprinkling 
or  spraying  with  sulfonamide  powder,  preferably 
suture  with  fine,  alloy-steel  wire,  and  applying  a 
pressure  dressing. 

Chest. — These  wounds  permit  air  to  rush  in 
and  out  of  the  pleural  cavity,  cause  marked 
shock  and  death,  and  must  be  promptly  closed 
if  the  patient  is  to  live.  They  may  be  closed 
with  a large  pad  of  gauze  from  the  first  aid 
packet,  though  moist  gauze  is  better.  If  neither 
of  these  is  available,  the  wound  must  be  quickly 
closed  with  anything  obtainable,  the  man’s 
shirt,  an  ordinary  thread  and  needle,  etc. 

Cutaneous  emphysema  is  frequently  noted  in 
areas  near  the  thoracic  wound  where  fine  crepitus 
may  be  detected.  This  is  comparatively  un- 
important, for  the  air  usually  originates  from 
outside  the  lung. 

Emphysema  in  the  region  of  the  neck  indicates 


that  gas  bubbles  have  penetrated  into  the  medi- 
astinum where  they  induce  dyspnea,  circulatory 
disturbances,  and  early  death  unless  relief  is 
given.  Puncture  is  of  no  avail  in  these  cases 
and  only  an  extensive  incision  in  the  neck  will 
adequately  relieve  the  condition. 

The  outlook  is  more  favorable  if  the  air  has 
escaped  from  the  lungs  and  gathered  in  the 
pleural  area.  In  this  case,  tension  needs  to  be 
watched  for  immediate  treatment  if  necessary. 
Too  much  tension  is  characterized  by  intense 
dyspnea  and  tense  auxiliary  respiratory  muscles. 
The  patient  seeks  relief  by  throwing  his  arms 
about.  Only  a small  opening,  a small  puncture, 
is  required  to  relieve  this  condition.  Permanent 
drainage  may  be  obtained  by  leaving  the  punc- 
ture-needle in  position  for  twelve  to  twenty-four 
hours  or  longer.  Thoracotomy  may  later  be- 
come necessary  but  is  preferably  not  attempted 
in  the  field. 

In  treating  chest  wounds,  care  must  be  exer- 
cised not  to  induce  an  open  pneumothorax  by 
injuring  the  parietal  pleura.  Simply  cleanse 
carefully  and  apply  a sterile  dressing.  Should 
pressure  rise  rapidly  in  a closed  pneumothorax, 
air  may  be  aspirated  from  the  pleural  cavity  by 
simple  puncture  in  the  absence  of  a pneumo- 
thorax apparatus.  Removal  of  foreign  bodies 
should  not  be  attempted  until  the  patient  reaches 
a hospital.  Both  British  and  American  reports 
emphasize  the  necessity  for  conservative  front 
line  thoracic  surgery. 

An  open  pneumothorax  should  be  converted 
to  a closed  pneumothorax  at  once.  Difficulties 
arise  when  an  open  pneumothorax  is  first  dis- 
covered upon  change  of  dressings  if  no  prepara- 
tions have  been  made  to  meet  this  possibility. 
A wounded  man  who  is  able  to  breathe  ade- 
quately in  a watertight,  well-adjusted  bandage 
may  die  during  the  change  of  dressing. 

Abdomen. — Patients  with  abdominal  wounds 
require  early  operation  or  they  will  develop  a 
fatal  peritonitis.  The  wounds  should  be  freely 
sprinkled  with  powdered  sulfonamide  and  the 
patient  evacuated  to  hospital  as  soon  as  possible. 
Too  much  time  should  not  be  wasted  trying  to 
overcome  shock  before  evacuation.  If  it  is 
necessary  to  operate  on  such  cases  in  the  field, 
they  should  preferably  not  be  evacuated  for  at 
least  four  days  postoperatively. 

Treatment  of  Shock 

Shock  is  the  number  one  factor  common  to 
all  war  casualties.  Treatment  should  start  be- 
fore its  onset.  Waiting  for  the  clinical  picture 
to  develop  before  instituting  treatment  invites 
disaster. 

The  best  field  preventive  of  shock  is  blood 
plasma.  It  should  be  given  to  all  seriously 
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wounded  patients  as  soon  after  injury  as  possible 
— certainly  immediately  after  arrival  at  the 
first  casualty  station.  Transfusions  of  plasma 
in  this  zone  will  do  more  to  reduce  mortality 
from  shock  than  any  other  single  factor.  All 
members  of  field  medical  units  should  thoroughly 
understand  its  administration. 

Vasoconstrictive  drugs  and  circulatory  stimu- 
lants are  of  little  use  in  the  treatment  of  shock. 
Recent  reports  on  adrenal  cortical  extract  by 
the  National  Research  Council  state  that  it  has 
no  discernible  effect  on  traumatic  or  burn  shock 
in  man.  Bandaging  of  limbs  does  no  good  unless 
required  locally  for  wounds. 

Hospital  Treatment  of  Wounds 

Wounds  given  emergency  sulfonamide  treat- 
ment are  usually  more  or  less  filled  with  caked 
sulfonamide  powder  when  the  patient  is  received 
in  hospital.  While  they  are  not  sterile  and  while 
there  may  be  some  necrosis  or  sloughing,  there 
is  rarely  any  spreading  infection  or  fever.  It  has 
been  found  inadvisable  to  try  to  remove  this 
sulfonamide.  The  wound  area  should  be  thor- 
oughly cleaned,  the  wound  irrigated  with  normal 
saline  solution,  and  loose  and  obviously  de- 
vitalized tissue  cut  away  with  scissors.  No  at- 
tempt is  made  at  radical  debridement.  Reports 
from  the  Pacific  combat  areas  state  that  the 
local  use  of  sulfonamides  plus  nonsuture  of  wounds 
at  first  dressing  have  made  radical  wound  de- 
bridement unnecessary.  Those  treated  con- 
servatively may  be  closed  later  by  secondary 
suture  whereas  the  others  require  later  skin 
graft  and  plastic  operations. 

On  the  other  hand,  recent  reports  from  the 
Middle  East  and  North  African  combat  areas 
have  stated  that  wounds  packed  with  sulfanil- 
amide did  no  better  than  those  without  it  and  that 
more  radical  debridement  and  prophylactic  use 
of  antigas  serum  is  necessary  to  prevent  gas 
gangrene.  From  what  I saw  of  the  efficacy  of  the 
local  use  of  sulfonamides  in  preventing  wound 
infection  at  Pearl  Harbor,  I cannot  agree  that 
wounds  do  as  well  without  as  with  sulfonamide 
locally.  These  reports  do,  however,  emphasize 
recent  warnings  that  the  local  use  of  sulfonamides 
is  not  a substitute  for  adequate  surgery  and  that 
their  use  alone  will  not  necessarily  prevent  gas 
gangrene  or  other  wound  infection  from  de- 
veloping in  deep  wounds.  For  example,  wounds 
caused  by  fragments  of  aerial  bombs  often  have 
a small  wound  of  entrance  and  extensive  damage 
beneath.  These  deep  wounds  must  be  thor- 
oughly opened,  dSbrided,  dusted  with  sulfon- 
amide powder,  and  left  open  for  at  least  three 
days. 

With  this  treatment,  the  wounds  are  relatively 
painless  and  become  clean  in  quite  a short  time. 


Specific  wound  treatment  in  hospitals  may  be 
summarized  by  anatomic  regions: 

Head. — If  sulfanilamide  and  sterile  dressing 
were  used  in  the  emergency  treatment  of  the 
wound,  operation  may  be  delayed  as  much  as 
forty-eight  hours  after  injury  and  the  wound  still 
treated  as  a fresh  wound.  The  most  important 
part  of  the  operation  is  a thorough  cleansing 
and  debridement  of  the  wound  tract  in  the  brain. 
This  may  contain  hair,  dirt,  grass,  and  bone 
fragments.  Damaged  brain  tissue  and  blood 
clots  are  removed  by  suction  and  all  foreign 
material  carefully  washed  or  picked  from  the 
wound.  It  is  then  gently  irrigated  with  large 
quantities  of  sterile  saline  solution,  all  bleeding 
controlled,  the  wound  tract  filled  with  sulfanil- 
amide powder,  and  the  external  wound  closed. 
Sulfanilamide  is  most  effective  for  open  wounds 
of  the  head.  Symptoms  of  cerebral  irritation, 
characterized  by  Jacksonian  seizures,  have  fol- 
lowed the  insertion  of  sulfathiazole  and  sulfa- 
diazine in  brain  wounds.  The  missile  should  be 
removed  if  it  is  reasonably  accessible,  but  if 
not,  it  should  be  left  alone. 

In  head  wounds  operated  upon  more  than 
forty-eight  hours  after  injury,  the  wound  tract 
should  be  cleaned  and  debrided  as  just  described, 
the  entire  wound  filled  up  to  the  skin  with 
powdered  sulfanilamide,  and  the  tract  loosely 
packed  with  sterile  vaseline  gauze  or  gauze 
strips  surrounded  by  rubber  tissue. 

Chest. — Wounds  of  the  chest  vary  considerably. 
Through-and-through  bullet  wounds  may  cause 
practically  no  symptoms,  the  bullet  passing 
through  the  chest  and  leaving  only  small  wounds 
of  entrance  and  exit.  Small  shell  fragments  may 
traverse  the  lung  and  lodge  in  the  chest  wall  of 
the  opposite  side.  Patients  with  shell  frag- 
ments in  the  lung  may  spit  blood  for  a day  or 
two  and  have  no  other  symptoms.  Varying 
degrees  of  hemothorax  or  hemopneumothorax 
are  frequent.  These  patients  usually  run  a 
fever,  with  a temperature  of  101  or  102  F.,  per- 
haps 104  F.,  but  they  rarely  develop  infection  and 
should  be  treated  conservatively  even  though 
empyema  may  seem  to  be  developing.  Aspira- 
tion is  not  done  except  for  respiratory  embarrass- 
ment or  for  diagnostic  purposes.  In  all  our  cases, 
the  temperatures  gradually  fell  to  normal  as  the 
blood  was  absorbed.  No  empyema  developed. 

In  case  the  wound  is  large,  it  should  be  rapidly 
cleaned,  d6brided  as  necessary,  easily  accessible 
foreign  bodies  should  be  removed,  and  the  blood 
should  be  sucked  from  the  pleural  cavity  if 
possible.  Sulfonamide  powder  is  then  freely 
sprinkled  or  sprayed  in  the  pleural  cavity  and 
the  wound  closed  tightly. 

Abdomen. — If  there  is  doubt  of  intra-abdominal 
injury,  it  is  better  to  do  an  exploratory  lapar- 
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otomy  than  to  wait  until  the  diagnosis  is  certain. 
A conscientious  effort  must  be  made  to  repair 
these  wrounds,  for  recovery  often  occurs  in  an  ap- 
parently hopeless  case. 

Reports  from  the  Pacific  combat  area  describ- 
ing serious  damage  done  by  tiny  pieces  of  metal 
penetrating  the  abdomen  have  emphasized  the 
necessity  of  careful  study  of  every  wround  of  the 
abdomen,  no  matter  how  insignificant  it  may 
seem. 

The  abdominal  viscera  should  be  thor- 
oughly examined  regardless  of  the  location  of  the 
external  wound.  Resection  should  not  be  done 
unless  the  intestinal  blood  supply  is  inadequate. 
Eight  to  10  Gm.  of  powdered  sulfonamide  should 
be  scattered  through  the  abdominal  cavity  and 
the  wround  closed  without  drainage.  Drainage 
is  rarely  indicated  and  may  do  more  harm  than 
good. 

Patients  with  perforation  of  the  large  gut  do 
not  do  so  w7ell  as  those  having  perforations  of  the 
stomach  and  small  gut  because  of  complicating 
wround  infection  or  fistula  formation.  It  is 
probably  better  not  to  close  the  skin  and  sub- 
cutaneous tissues  in  these  cases. 

Extremities. — Wounds  of  the  extremities  con- 
stitute more  than  two-thirds  of  hospital  ad- 
missions of  war  casualties. 

The  presence  of  metal  fragments  in  the  tissues 
is  perhaps  the  most  frequent  surgical  condition 
encountered.  These  fragments  may  number 
hundreds.  Most  of  them  give  no  trouble  and 
should  be  left  alone  unless  readily  accessible, 
being  removed  only  w'hen  they  lie  in  joints  or 
cause  symptoms.  It  is  sometimes  necessary  to 
remove  them  for  psychologic  reasons.  Wounds 
of  joints  do  not  do  so  wrell  as  wrounds  of  the  soft 
tissues.  With  them,  as  little  surgery  as  possible 
should  be  done.  A sulfonamide  suspension 
should  be  injected  in  the  wound  and  a cast 
applied. 

Secondary  hemorrhage  is  a constant  danger  in 
battle  casualties.  Metal  fragments  which  pro- 
duce relatively  small  wrounds  may  partially 
sever  arteries  and  cause  large  pulsating  hema- 
tomas with  constant  danger  of  massive  hemor- 
rhage. The  only  safe  wray  of  treating  a pulsating 
hematoma  is  by  ligation  of  the  involved  artery 
above  and  below  the  injury  and  by  division  of 
the  vessel.  The  accompanying  vein  is  also  usu- 
ally ligated.  The  collateral  circulation  is  good, 
and  complications  do  not  occur  following  the 
double  ligation.  Attempt  at  arterial  suture  is 
not  recommended.  The  sac  is  not  excised  but 
is  scraped  with  gauze,  washed  clean,  sprayed 
with  sulfonamide  powder,  and  then  obliterated 
with  a fewr  interrupted  sutures. 

Fractures  are  usually  compound.  These  are 
treated  in  the  same  manner  as  wounds  of  the  soft 


tissues  and  the  limb  is  put  up  in  plaster 
if  it  is  available,  traction  being  incorporated  if 
necessary. 

The  sulfanilamide-Orr-Trueta  plaster  cast 
treatment  for  extensive  wounds  of  the  extrem- 
ities, wdth  or  without  associated  fracture,  was 
used  for  all  such  wounds  at  Pearl  Harbor,  and 
the  excellent  results  obtained  there  have  been 
confirmed  in  other  combat  areas.  Plaster  im- 
mobilization of  extremities  after  severe  wrounds, 
w'ith  or  without  fracture,  very  definitely  relieves 
pain  and  promotes  healing.  With  this  treat- 
ment, patients  can  be  transported  long  distances 
in  comparative  comfort,  without  change  of 
dressings,  while  their  wounds  improve. 

In  applying  this  treatment,  the  wound  is 
first  treated  as  has  been  described.  It  is  prefer- 
able for  the  layer  of  gauze  dressing  next  to  the  sur- 
face of  the  wound  to  be  treated  with  vaseline  or 
some  other  lubricant.  Then,  if  the  blood  supply 
of  the  limb  is  adequate,  an  accurately  fitting 
plaster  cast  is  applied,  padding  being  placed  only 
over  bony  prominences.  No  w indow  is  left  over 
the  wound  because  it  promotes  herniation  of 
tissue.  Skeletal  traction  may  be  incorporated 
if  necessary.  In  the  absence  of  complications, 
which  are  rare  if  the  wround  has  been  properly 
handled,  the  cast  is  preferably  not  removed  for 
three  weeks  after  application,  even  though  a 
terrific  odor  develops.  This  frequently  occurs 
with  open  wrounds,  but  it  is  due  to  discharging 
wround  secretion  beneath  the  cast  and  is  not  a 
sign  of  serious  infection. 

Patients  wdth  infection  whose  wounds  are 
dressed  frequently,  with  consequent  movement 
of  the  affected  part,  do  not  do  so  well  as  those 
v?hose  soiled  dressings  are  left  in  place  in  the 
plaster.  Frequent  treatments,  wrhile  occasionally 
required,  cause  unnecessary  discomfort  to  the 
patient  and  increase  severity  of  the  infection. 
Plaster  cast  with  infrequent  dressings  gives  better 
results  than  hot  soaks  or  other  forms  of  frequent 
local  treatment. 

The  w^ar  has  produced  a considerable  increase 
in  fractures  of  the  os  calcis  among  naval  personnel. 
Most  of  these  casualties  are  now  the  result  of 
the  explosion  of  torpedoes  or  bombs  below'  decks, 
wThich  causes  a sudden  and  forcible  buckling 
upward  of  the  ship’s  deck  and  is  likely  to  injure 
a man  who  may  be  standing  on  the  deck.  These 
fractures  are  frequently  bilateral,  as  the  man’s 
weight  is  usually  rather  evenly  distributed  on 
both  feet  at  the  time  of  impact.  The  os  calcis 
of  one  foot,  however,  may  be  more  comminuted 
or  compressed  than  the  other. 

Amputation. — Patients  may  be  received  who 
have  had  a traumatic  amputation  or  in  whom 
the  bone  has  been  so  severely  damaged  that 
immediate  amputation  is  necessary.  In  selected 
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cases  in  which  the  patient  is  in  good  condition 
and  when  adequate  operative  facilities  are  avail- 
able, amputation  with  flap  and  primary  suture  is 
perhaps  justified.  The  vast  majority  of  such 
patients,  however,  are  received  under  adverse 
circumstances.  In  them,  a guillotine  type  of 
operation  is  usually  advisable,  all  structures 
being  cut  across  at  the  same  level  and  the  wound 
treated  like  any  other  large  open  wound.  Later, 
an  attempt  must  be  made  to  cover  the  bone 
end  with  soft  parts,  or  reamputation  should  even 
be  done  if  necessary. 

Skin  Grafts. — The  use  of  sulfonamides  alone 
does  not  necessarily  clean  up  a granulating 
wound  surface  for  skin  graft.  Reports  from  the 
southwest  Pacific  state  that  the  best  results  are 
obtained  by  sprinkling  the  wound  with  powdered 
sulfanilamide,  covering  this  with  gauze  saturated 
with  1 : 500  solution  of  azochloramid  in  glyceryl 
triacetate,  covering  this,  in  turn,  with  gauze 
dressings  saturated  with  normal  saline  solution, 
and  bandaging  with  an  elastic  pressure  band- 
age. 

The  dressing  is  kept  moist  with  saline  solution 
injected  into  the  dressing  through  catheters. 
Wounded  extremities  should  be  elevated.  This 
dressing  is  changed  once  a day.  After  forty-eight 
hours,  the  granulating  surface  is  usually  clean, 
firm,  and  red.  Third-degree  burns  should  be 
grafted  as  soon  as  they  are  uninfected,  usually 
four  to  six  weeks  after  injury.  Paper-thin 
Theirsch  or  split-thickness  grafts  are  superior 
to  pinch  grafts,  healing  being  more  rapid  and 
complete  and  the  end  results  better. 

Anesthesia. — Spinal  anesthesia  is  poorly  toler- 
ated by  severely  wounded  patients.  Local  anes- 
thesia may  be  employed  if  adequate  for  the  oc- 
casion. Intravenous  anesthesia  is  chiefly  used 
for  short  procedures  or  to  supplement  local 
anesthesia.  It  is  usually  preferable  in  chest 
wounds,  but  patients  with  abdominal  wounds 
do  not  take  it  well.  Pentothal  has  been  quite 
satisfactory.  The  majority  of  our  patients 
in  the  field  are  given  open  drop  ether  unless  an 
expert  anesthetist  is  available.  This  is  suitable 
for  all  casualties  except  those  who  have  chest 
wounds.  Furthermore,  it  can  be  successfully 
given  by  comparatively  inexperienced  anes- 
thetists. 

Gas  gangrene  has  been  infrequent  in  the 
present  war.  Using  the  sulfa  drugs  and  leaving 
the  wound  open  at  the  time  of  the  first  dressing 
have  been  considered  chiefly  responsible  for  this 
decrease,  though  the  fact  that  but  little  fighting 
has  occurred  in  well-cultivated  agricultural 
areas  since  our  entry  into  the  war  undoubtedly 
has  some  bearing. 

Early  diagnosis  is  extremely  important  and  is 
based  on  the  following  three  early  symptoms 


occurring  twenty-four  hours  or  more  after  in- 
jury: (1)  watery,  brown  discharge,  (2)  brawny 
discoloration  about  the  wound  edges,  and  (3) 
typical  “dead  rat”  or  garlic-like  odor  that  is 
always  present. 

A wound  showing  these  three  early  symptoms 
must  be  immediately  and  widely  opened  without 
waiting  for  laboratory  report.  It  must  be 
radically  debrided,  freely  sprinkled  with  sulfon- 
amide powder,  and  left  open.  Antigas  serum 
should  also  be  used,  the  first  dose  three  times 
the  ordinary  dose.  The  serum  should  be  given 
every  four  to  eight  hours  as  indicated. 

Burns 

Burns  have  been  one  of  the  most  serious  types 
of  wounds  during  the  present  war  and  are  much 
more  common  than  they  were  in  the  first  World 
War.  Under  conditions  of  modern  warfare,  they 
comprise  some  60  per  cent  of  casualties. 

The  most  important  and  immediately  impera- 
tive treatment  of  burns  is  to  allay  pain  and 
combat  shock.  Morphine  and  blood  plasma 
are  the  prime  factors  in  treatment.  Local 
treatment  may  be  applied  simultaneously,  or  it 
may  wait.  Plasma  has  been  almost  a specific 
in  these  cases. 

The  amount  of  plasma  to  be  given  varies,  of 
course,  with  the  condition  of  shock,  area  of  burn, 
etc.  As  with  wounds,  at  least  500  cc.  should  be 
given  to  severely  burned  patients  as  soon  as 
possible.  The  worst  cases  need  more.  Plasma 
must  be  given  rapidly,  500  cc.  in  five  minutes  if 
possible,  to  the  patient  in  a critical  condition. 
It  should  not  be  allowed  to  flow  drop  by  drop. 
Syringe  injection  may  be  used.  A good  practical 
rule  for  twenty-four-hour  administration  of 
plasma  at  hospital  or  in  the  field  is  that  used  by  the 
Navy:  (1)  10  per  cent  of  body  surface  burned, 

1.000  cc.,  20  per  cent  of  body  surface  burned, 

2.000  cc.,  etc.;  (2)  always  give  in  divided  doses; 
(3)  if  hematocrit  determination  can  be  done, 
give  100  cc.  of  plasma  for  each  point  above  50 
per  cent  cells. 

Following  plasma,  normal  saline  solution  with 
5 to  10  per  cent  glucose  or  1.8  per  cent  sodium 
lactate  solution  may  be  given  intravenously  if 
necessary  for  fluid  intake  but  should  not  exceed 
the  volume  of  plasma  given  in  any  one  twenty- 
four-hour  period  except  when  there  is  severe 
hemoconcentration,  with  hematocrit  about  70  per 
cent  cells. 

Because  of  the  condition  of  the  skin,  edema, 
etc.,  it  may  be  extremely  difficult  to  find  a vein 
for  plasma  injection.  At  Pearl  Harbor,  it  was 
necessary  to  use  veins  anywhere  on  the  body 
for  this  purpose.  The  femoral  vein  is  nearly 
always  available  and  can  be  easily  reached  by 
introducing  the  needle  at  right  angles  to  the  skin 
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IV2  inches  below  the  midpoint  of  Pouparts 
ligament  and  medial  to  the  palpable  pulsating 
femoral  artery. 

A point  not  generally  appreciated  is  that,  in 
emergency  due  to  absence  of  available  peripheral 
veins,  intravenous  medication  of  blood  plasma 
or  citrated  whole  blood  can  be  administered 
through  the  corpus  cavernosum  of  the  penis.  In 
occasional  cases,  this  could  easily  be  a lifesaving 
procedure.  Slightly  more  pressure  is  needed 
than  that  required  for  ordinary  intravenous  in- 
fusions, but  the  rate  of  flow  may  be  as  rapid 
there  as  elsewhere.  This  method  is  not  recom- 
mended for  other  solutions  because  of  the  risk 
of  chronic  cavernositis. 

Human  serum  albumin  may  be  used  in  emer- 
gency treatment  of  shock  in  place  of  plasma. 
Although  the  indications  for  its  use  are  the 
same,  it  is  not  a substitute  for  plasma.  While 
early  administration  will  prevent  the  fall  of  blood 
pressure  associated  with  decreased  blood  volume 
in  shock,  the  value  of  serum  albumin  exists 
chiefly  in  certain  military  situations  in  which 
storage  or  transportation  space  is  at  a minimum. 
Its  use  in  these  situations  should  be  mainly  as  an 
emergency  measure.  Since  it  is  extremely 
hypertonic  and  draws  upon  tissue  fluid  to  increase 
the  blood  volume,  considerably  greater  clinical 
judgment  is  required  for  its  use  than  for  the  use 
of  plasma.  The  written  precautions  included  in 
every  package  of  serum  albumin  should  be 
constantly  borne  in  mind.  Dehydrated  patients 
must  receive  adequate  fluids  parenterally. 
Serum  albumin  is  contraindicated  in  cardiac 
degeneration. 

Local  treatment  of  burns  continues  to  be  in  a 
state  of  flux.  Unfortunately,  no  standard  local 
treatment  can  be  recommended,  and  the  in- 
dividual physician  must  be  guided  by  his  own 
experience,  judgment,  or  preference,  and  by  the 
remedies  available. 

Burns  have  recently  been  successfully  treated 
with  double-strength  normal  saline  solution 
locally  or  in  a tub.  Burned  areas  covered  with 
heavy  fuel  oil  may  be  cleaned  by  gently  wiping 
them  with  absorbent  cotton  soaked  in  a purified 
mineral  oil  such  as  Nujol.  This  leaves  a thin 
oily  film  which  is  more  readily  removed.  Several 
detergents  which  are  easily  obtained  com- 
mercially are  also  excellent  for  this  purpose. 
These  are  Drene,  Dreft,  and  Orvus.  They  are 
all  used  in  5 per  cent  solution  and  remove  prac- 
tically all  oil. 

The  Subcommittee  on  Burns  of  the  National 
Research  Council  has  condemned  the  use  of 
tannic  acid  in  any  form  for  the  first  aid  treatment 
of  burns  and  has  discredited  its  use  for  the  defini- 
tive treatment  of  third-degree  burns  because  the 
eschar  tends  to  lock  in  infections,  to  devitalize 


tissue,  and  to  preclude  the  use  of  any  other  form 
of  treatment.  Serious  toxic  reactions,  prin- 
cipally of  the  liver,  have  been  reported  where 
delayed  or  incomplete  tanning  permitted  ab- 
sorption of  much  tannic  acid. 

At  Pearl  Harbor,  we  used  powdered  sulfanil- 
amide, 0.8  Gm.  in  100  cc.  of  mineral  oil  on  fresh 
burns,  and  powdered  sulfanilamide  or  powdered 
sulfadiazine  covered  with  compresses  wet  with 
normal  saline  or  aqueous  solution  of  azochlor- 
amid  on  infected  burns,  both  with  good  results. 
After  the  raid  of  December  7,  1941,  we  used  the 
sulfadiazine  in  triethanolamine  spray  on  a few 
cases.  Although  this  was  satisfactory,  we  felt 
that  the  time  and  individual  attention  required 
preclude  its  use  when  any  great  number  of 
severely  burned  patients  are  to  be  treated. 

Recent  reports  from  the  Pacific  combat  areas 
state  that  burns  were  satisfactorily  treated  by 
applying  dressings  of  fine  mesh  gauze  impreg- 
nated with  6 per  cent  sulfanilamide  in  equal 
parts  of  cold  cream  and  lanolin.  Several  layers 
of  sterile  gauze  are  applied  over  this,  followed 
by  cotton  elastic  compression  bandages.  Best 
results  with  infected  burns  were  obtained  from 
wet  dressings  of  2 per  cent  acetic  acid. 

Recently,  the  sodium  salts  of  sulfathiazole 
and  sulfadiazine  have  been  successfully  used  by 
Fox  and  Tamarind  in  the  secondary  local  treat- 
ment of  extensive  second-  and  third-degree 
burns,  beginning  about  one  week  after  injury. 
Fine  mesh  gauze  impregnated  with  a 10  per  cent 
suspension  of  sodium  sulfathiazole  in  pet- 
rolatum is  applied  to  burned  surfaces  and 
changed  every  two  or  three  days  as  indicated. 
The  granulating  surfaces  gradually  presented  a 
normal  appearance  and  one  patient  was  success- 
fully skin  grafted  with  paper-thin  Theirsch 
grafts  about  six  weeks  after  injury,  indicating 
that  the  granulating  surfaces  were  surgically 
clean. 

The  National  Research  Council,  however, 
has  now  recommended  against  the  local  use  of 
the  sulfa  drugs  on  burns,  stating  that  they  are 
of  no  value  and  appear  to  increase  the  rate  of 
infection.  They  also  state  that  aquaphor  bases 
have  been  found  to  be  not  a desirable  type  of 
application. 

Largely  based  on  a study  of  the  clinical  ma- 
terial afforded  by  burned  patients  at  the  recent 
Cocoanut  Grove  fire  in  Boston,  the  National 
Research  Council  now  recommends  simple 
boric  ointment  or  vaseline  dressings  with  fine 
mesh  sterile  gauze  and  a smooth,  even,  com- 
pression bandage  as  local  treatment  for  burns. 
Stockinette,  or  some  form  of  elastic  bandage,  is 
more  effective  than  a roller  bandage.  This 
should  be  covered  with  a thick  layer  of  gauze, 
absorbent  cotton-,  cotton  waste,  or  cellulose.  The 
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Council  has  re-emphasized  the  imperative  need 
of  plasma,  followed  by  whole  blood  in  the  stage 
of  anemia.  The  efficacy  of  sulfanilamide  or 
sulfadiazine  by  mouth  or  intravenously  has 
also  been  re-emphasized,  together  with  adequate 
; fluid  intake  to  protect  the  kidneys. 

A point  specially  emphasized  is  the  critical 
! judgment  required  regarding  the  administration 


of  morphine  in  cases  presenting  symptoms  of 
anoxia,  particularly  hot-fume  lung  injuries. 
Under  these  circumstances,  it  is  considered  that 
the  dose  of  morphine  should  not  exceed  */4 
grain.* 

* The  opinions  or  assertions  contained  in  this  article  are 
the  private  ones  of  the  writer  and  are  not  to  be  construed  as 
official  or  reflecting  the  views  of  the  Navy  Department  or  the 
Naval  Service  at  large. 


! U.S.  STRETCHER  BEARERS  TOUGH,  HEROIC, 

Northern  Tunisia  (By  Wireless). — I hope 
somebody  in  this  war  writes  a book  about  the 
medics  at  the  front.  I don’t  mean  the  hospitals  so 
much  as  the  units  that  are  actually  attached  to 
troops  and  work  on  the  battlefields  under  fire. 

They  are  a noble  breed.  They  and  the  telephone 
linemen  deserve  more  praise  than  I have  words  for. 
Their  job  is  deadly,  and  it  never  ends.  Just  in  one 
battalion  several  of  the  battlefield  medics  have  been 
killed  and  a number  decorated. 

But  noble  as  it  is  it  seems  to  me,  and  to  the 
doctors  themselves,  our  battlefield  medical  system 
isn’t  all  it  should  be.  There  aren’t  enough  stretcher 
bearers  in  an  emergency,  and  in  a recent  battle  at 
which  I was  present  some  of  our  wounded  lay  out 
as  long  as  twenty  hours  before  being  brought  in. 

The  work  of  the  medics  comes  in  peaks.  If  they 
had  enough  stretcher  bearers  for  all  emergencies 
there  would  be  thousands  of  men  sitting  around 
most  of  the  time  with  nothing  to  do.  let  when  an 
emergency  does  come  and  there  are  not  enough  it’s 
an  awful  thing. 

Wounded  men  had  a rough  time  of  it  in  this  rocky, 
hilly  country  of  northern  Tunisia.  It  is  hard 
enough  to  walk  when  you  aren’t  carrying  anything, 
but  when  two  or  four  men  are  lugging  200  pounds 
on  a stretcher  it  is  almost  impossible  to  keep  on 
their  feet.  I have  seen  litter  bearers  struggling 
down  a rocky  hillside  with  their  heavy  burden 
when  one  of  them  would  slip  or  stumble  on  a rock 
and  fall  down  and  the  whole  litter  would  go  down, 
giving  the  wounded  man  a bad  shaking  up. 

Litter  bearers  sometimes  had  to  carry  wounded 
men  five  miles  or  more  over  this  rugged  country. 

A bearer  is  just  about  done  in  by  the  time  he  does 
that,  yet  in  battle  he  has  to  start  right  back  again. 
And  somehow,  even  though  it  gets  to  be  just  a 
miserably  tough  job,  I’ve  noticed  that  they  manage 
to  keep  their  sympathetic  feeling  for  the  wounded. 

We’ve  heard  stories  about  the  Germans  shooting 
up  ambulances  and  bombing  hospitals  and  I per- 
sonally know  of  instances  where  those  stories  are 
true.  But  there  are  also  stories  of  just  the  opposite 
nature.  Many  of  our  officers  tell  me  the  Germans 


SOFTENED  BY  EXPERIENCE 
The  late  Dr.  James  W.  Leech  did  many  tonsil- 
lectomies in  his  day.  When  he  was  somewhere 
around  50  years  of  age  he  had  to  have  his  own 
tonsils  removed.  While  convalescing  in  the  hospital 
he  asked  to  have  the  head  operating  nurse  sent  to 
his  room.  He  said  to  her,  “Miss  Potter,  I wish 
hereafter  to  make  a change  in  my  operating  technic.” 
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have  fought  a pretty  clean  war  in  Tunisia.  They 
do  have  scores  of  crafty,  brutal  little  tricks  that  we 
don’t  have,  but  as  for  their  observance  of  the 
broader  ethics  of  war,  our  side  has  no  complaint. 

One  battalion  surgeon  told  me  of  running  his 
ambulance  out  onto  a battlefield  under  heavy  artil- 
lery fire,  whereupon  the  Germans  stopped  shelling 
and  stayed  stopped  while  he  evacuated  the  dead 
and  wounded  for  eight  hours. 

I’ve  heard  other  stories  where  our  ambulances  got 
past  German  machine-gun  nests  without  knowing 
it  until  the  Germans  came  out  and  stopped  them 
and,  seeing  they  had  wounded,  waved  them  on. 
And  as  far  as  our  doctors  know,  the  German  doctors 
give  our  captured  wounded  good  medical  care — as 
we  do  theirs  also,  of  course. 

In  the  last  war  nerve  cases  were  called  “shell 
shock.”  In  this  war  they’re  called  “anxiety  neu- 
rosis.” About  50  per  cent  of  our  neurosis  cases  are 
recoverable,  and  even  return  to  fighting  units. 

A large  proportion  of  these  cases  are  brought 
about  by  complete  fatigue,  by  fighting  day  and 
night  on  end  with  little  sleep  and  little  to  eat. 

Surgeons  sometimes  spot  neurosis  cases  that  they 
suspect  of  being  faked  in  order  to  get  out  of  the 
front  lines.  Their  system  is  to  put  these  men  on 
stretcher-bearer  duty — a hard,  thankless,  dangerous 
task.  If  they  are  faking  they  get  well  quickly  and 
ask  to  be  returned  to  their  regular  outfits. 

In  the  front  lines  you  get  so  used  to  the  constant 
boom  of  artillery  that  you  stop  jumping  every  time 
a big  gun  goes  off.  If  you  didn’t  you’d  look  like 
somebody  with  St.  Vitus’  Dance.  However,  there’s 
another  reaction — you  get  irritated.  You  get  irri- 
tated in  the  same  way  you  lose  patience  with  a baby 
that  cries  all  day  or  a dog  that  barks  all  night. 
The  damn  noise  just  never  ends.  There’s  hardly  a 
second  of  the  day  when  the  guns  aren’t  rolling  or 
those  ghostly  shells  rustling  through  the  air. 

Finally  you  get  so  bored  with  its  consistency  that 
you  feel  like  jumping  up  in  a huff  and  yelling: 
“Oh,  for  God’s  sake,  stop  it!” — Ernie  Pyle.  Re- 
printed by  courtesy  of  the  New  York  World-Telegram , 
Copyright  1948. 


“Yes,  Dr.  Leech.” 

“From  now  on  when  you  set  out  my  instru- 
ments please  see  that  there  is  a large  sterile  hand- 
kerchief on  the  table,  for  when  it  comes  over  me 
how  that  poor  patient’s  throat  is  going  to  feel  in  a 
few  days  I am  going  to  burst  into  tears.” — Rhode 
Island  M.  J . 


RECENT  TRENDS  IN  PSYCHOTHERAPY* * 

Lewis  R.  Wolberg,  M.D.,  Kings  Park,  New  York 


MENTAL  health  involves  a harmonious 
interaction  of  intellect,  of  emotion  and 
behavior,  of  conscious  and  unconscious  motives, 
of  environmental  and  personal  standards,  of 
internal  drives  and  reality  pressures.  The 
person  with  integrated  attitudes  is  capable  of 
functioning  smoothly  in  his  contacts  with  the 
world.  The  emotionally  unbalanced  individual, 
on  the  other  hand,  is  incapable  of  making  ad- 
justments essential  to  the  gratification  of  his 
impulses  and  goals.  He  is  driven  by  anxiety 
to  compromise  his  fundamental  needs  in  favor  of 
neurotic  defense  mechanisms  that  serve  a vi- 
carious safety  function. 

The  seeds  of  mental  health  develop  in  the 
soil  of  the  mother-child  relationship  during  the 
first  years  of  life.  There  is  a biologic  reason  for 
this.  The  human  infant  is  the  most  helpless  of 
all  creatures  and  is  dependent  upon  his  mother 
for  every  kind  of  service.  How  well  his  pleasure 
strivings  are  gratified,  how  secure  he  feels  in  his 
relationship  with  his  parent  will  determine  his 
later  attitudes  toward  himself,  toward  the  world, 
and  toward  other  individuals.  If  the  mother  is 
a loving,  bountiful  mother,  the  child’s  relation- 
ships with  others  will  in  all  probability  be  based 
upon  love  and  expectancy.  If  the  mother  is  a 
rejecting  mother  or  an  excessively  disciplinary 
mother,  there  more  likely  will  develop  attitudes 
of  disappointment  and  fear. 

Genetic  and  constitutional  elements  un- 
doubtedly enter  into  the  molding  of  a child’s 
personality.  Any  observer  of  infants  knows 
that  there  are  differences  among  children, 
particularly  in  the  gradation  of  emotional  en- 
dowment. We  may  expect,  therefore,  that  dif- 
ferent children  will  react  with  varying  intensities 
to  parental  deprivation  and  frustration.  This 
does  not  alter  the  fundamental  rule  that  all 
children  will  showT  catastrophic  reactions  to  a 
withholding  of  maternal  love. 

The  core  of  a person’s  attitudes  toward  the 
world  is  built  from  his  experiences  with  the 
world.  When  these  experiences  prove  to  him 
that  the  world  is  a menacing  place  in  which  to 
live,  defensive  reactions  are  elaborated  to  pre- 
serve the  integrity  of  the  self  against  danger. 
These  reaction  tendencies  are  imbedded  in  the 
character  structure  which  regulates  relations 
with  the  world  and  with  other  individuals. 

From  the  Department  of  Psychiatry,  the  New  York  Medi- 
cal College,  Flower  and  Fifth  Avenue  Hospitals. 

* This  is  the  first  of  three  papers  on  psychotherapy  by 
Dr.  Wolberg.  The  other  two  will  appear  in  later  issues. — 
Editor 


While  many  character  traits  protect  the  per- 
son against  real  or  fancied  dangers,  they  often 
disable  him  in  his  adjustment  to  life.  For  in- 
stance, when  parents  are  domineering,  hostile, 
or  excessively  disciplinary  the  child  may  acquire 
an  inordinate  suspicion  of  other  persons,  a fear 
that  he  is  unloved  and  that  he  cannot  depend 
upon  anyone  except  himself.  He  may  strive 
to  protect  and  isolate  himself  from  danger  by 
an  entrenched  attitude  toward  life  wdiereby  he 
detaches  himself  from  other  persons,  becomes 
aloof,  obstinate,  and  suspicious.  At  the  same 
time  he  may  strive  to  make  himself  secure  by  a 
compulsive  drive  for  power,  prestige,  or  posses- 
sions. These  drives  have  a passionate  quality, 
for  they  serve  as  reactions  against  helplessness 
and  loss  of  self-esteem.  Yet  they  often  bring 
the  person  into  conflict  with  others  and  frustrate 
the  gratification  of  his  instincts  and  cravings. 

When  the  character  structure  becomes  in- 
capable of  adjusting  the  individual  to  his  inner 
strivings  and  to  environmental  demands,  the  ego 
retreats  to  a secondary  line  of  defense  in  neurotic 
behavior  and  symptom  formation.  It  is  im- 
portant to  remember,  however,  that  associated 
with  every  neurosis  is  a defective  character  struc- 
ture which  eventually  victimizes  the  person  and 
puts  him  at  the  mercy  of  compulsive  drives. 
This  concept  is  important  in  therapy,  for  unless 
subversive  character  traits  are  undermined, 
neurotic  symptoms  will  either  resist  treatment  or 
will  vanish  temporarily  only  to  return  later  in  a 
slightly  disguised  form. 

Injured  tissues  possess  within  their  substance 
a spontaneous  urge  to  mend  themselves.  In 
emotional  illness,  too,  the  individual  has  a 
biologic  striving  to  heal  his  damaged  relation- 
ships with  his  fellow  creatures.  Every  physician 
is  acquainted  with  the  psychoneurotic  who  drifts 
from  doctor  to  doctor,  from  clinic  to  clinic  in 
never-ending  trek,  ceaselessly  seeking  solace 
for  his  fancied  ailments.  What  the  patient  seems 
to  want  is  a magic  pill  that  can  miraculously 
dissolve  his  woes,  but  deeply,  perhaps  uncon- 
sciously, there  is  a frenzied  attempt  to  find  a 
human  being  who  is  kindly  and  understanding 
and  with  whom  he  can  establish  a congenial 
relationship.  At  the  root  of  his  desire  to  use 
people  as  outlets  for  his  compulsive  neurotic 
drives,  to  cling  to  them  or  to  dominate  them,  is 
a healthy  tendril  of  wanting  companionship  and 
love.  Cognizance  of  this  may  make  the  practi- 
tioner less  impatient  with  the  histrionics  of  the 
neurotic  and  less  likely  to  dismiss  him  with  the 
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injunction  to  "stop  worrying,”  which  so  often 
merely  serves  to  send  the  patient  out  in  a hectic 
search  for  a more  understanding  person.  Un- 
I fortunately,  the  latter  is  apt  to  be  a rapacious 
quack  who,  with  the  intonations  of  a prophet, 
gives  the  patient  the  consolation  and  sympathy 
that  he  so  genuinely  seeks  and  needs. 

The  treatment  of  all  emotionally  ill  people  is 
I most  efficacious  in  the  setting  of  a warm  and 
friendly  relationship  with  another  individual. 
All  psychotherapy  is,  after  a fashion,  an  inter- 
personal relationship . 1 The  relationship  may  not 
be  recognized  by  the  patient  or  even  by  the  thera- 
! pist,  but  the  extent  and  direction  of  this  relation- 
! ship  determine  the  efficacy  of  treatment. 

Any  physician  who  has  tried  to  treat  emotion- 
ally ill  people,  however,  will  appreciate  the  fact 
that  this  task  is  an  ambitious  one  and  requires 
| time  and  perseverance.  Inevitably  the  patient 
I directs  the  same  kind  of  unreasonable  attitudes 
toward  the  psychotherapist  that  he  has  displayed 
in  all  his  previous  relationships.  The  long  period 
f of  conditioning  that  makes  the  individual’s 
character  structure  a part  of  himself  cannot  be 
argued  away  by  an  appeal  to  reason.  The  pa- 
£ tient  is  usually  unaware  of  why  he  reacts  the 
'i  way  he  does,  and  he  develops  attitudes  of 
hostility,  disappointment,  and  rejection  toward 
I the  physician  in  spite  of  his  better  judgment. 

The  relationship  that  the  patient  establishes 
i with  the  physician  is  motivated  by  a deep  desire 
* to  fulfill  those  biologic  longings  that  are  a heritage 
of  every  human  being.  Inevitably,  however, 
the  physician  becomes  the  target  of  the  patient’s 
neurotic  goals  and  compulsions.  The  patient 
| may,  for  instance,  submit  himself,  render  himself 
J defenseless,  or  become  a martyr.  He  may  strug- 
j gle  with  a need  to  victimize  himself  so  that  he 
can  criticize  the  physician.  He  may  identify 
! himself  with  the  physician,  or  tear  him  down  in 
! fantasy,  or  verbally,  or  by  actual  aggressive 
S acts.  He  may  strive  to  cash  in  on  submissive- 
ness by  toadying  to  the  physician  while  at  the 
| same  time  he  burns  inwardly  with  indignation. 

I He  may  be  paralyzed  in  his  relationship  and 
I take  a thousand  precautions  before  he  expresses 
himself  so  as  not  to  offend.  He  may  compete 
I with  the  physician  or  try  to  outshine  him.  He 
I may  strive  to  crush  whatever  atom  of  individu- 
ality he  has  left  if  he  feels  the  physician  will  be 
good  to  him  and  protect  him.  He  may  resent 
intrusion  into  his  private  ambitions  and  fantasies 
and  express  disguised  or  open  hostility.  These 
and  countless  other  attitudes  will  unfold  them- 
selves as  the  therapeutic  process  proceeds. 

The  attitudes  are  important  clues  to  the 
general  character  organization,  and  when  they 
are  brought  to  the  attention  of  the  patient  they 
permit  him  to  understand  his  problems  while 


actually  re-experiencing  them.  This  enables 
him  to  work  through  the  dynamics  of  his  re- 
action patterns  in  his  relationship  with  the 
physician.2  Under  these  circumstances,  the 
various  defense  reactions  and  resistances  which 
are  directed  against  inner  fears  and  strivings 
become  apparent  to  the  patient  not  as  theories 
but  as  real  experiences,  and  he  is  gradually 
enabled  to  gain  insight  into  his  unconscious 
motivations. 

Unwholesome  reactions  are  bound  to  occur  from 
time  to  time,  and  unless  they  are  analyzed  they 
may  interfere  with  treatment.  One  of  these  is  a 
clinging,  dependent  attitude  toward  the  physi- 
cian, who  is  overvalued  as  the  embodiment  of  all 
that  is  good  and  strong  and  noble  in  the  universe. 
This  sort  of  relationship  is  rooted  in  an  intense 
feeling  of  helplessness,  escape  from  which  is 
sought  by  seeking  protection  in  a deity  or  dicta- 
tor, a shrine  or  cult,  that  can  in  some  magical 
way  lead  the  person  into  paths  of  health,  glory, 
or  accomplishment.  The  so-called  “faith  cure” 
is  based  upon  a relationship  of  this  nature.  The 
ability  of  the  person  to  build  up  the  priest,  shrine, 
physician,  or  charlatan  to  his  magical  expecta- 
tions and  to  ally  himself  with  the  object  of  his 
creation  restores  his  security  and  self-esteem. 

The  aim  in  treating  the  individual  who  operates 
on  the  basis  of  magical  expectancy  is  to  convince 
him  that  he  has  rights  and  abilities  of  his  own, 
that  he  is  capable  of  functioning  without  the  aid 
or  sanction  of  a stronger  person.  This  is  ac- 
complished only  against  great  resistance,  for  the 
patient  acts  as  if  he  has  an  amputated  self  and 
needs  to  replace  it  by  fastening  himself  parasiti- 
cally  to  a more  powerful  host.  He  will  offer 
great  resistance  to  the  suggestion  that  he  enter 
more  actively  into  the  therapeutic  relationship 
and  try  to  do  things  for  himself.  This  is  because 
he  has  little  confidence  in  his  own  actions  or 
ideas.  He  will  furthermore  regard  failure  of  the 
physician  to  live  up  to  his  expectations  as  evi- 
dence of  ill-will  toward  himself,  and  he  will  be 
tempted  to  interrupt  treatment  and  go  out  in 
quest  of  greater  and  more  powerful  gods.  It 
takes  much  patience  to  kindle  the  spark  of 
independency  that  remains  into  a flame  that 
lights  the  way  to  freedom  and  self-assertiveness. 

Another  unfavorable  form  of  relationship  is 
that  of  fear  of  the  physician  as  a potentially 
destructive  or  malevolent  being  who  threatens 
to  injure  or  to  engulf  the  patient.  The  nucleus 
of  this  attitude  is  a hostile  image  of  the  parent 
that  is  later  displaced  on  all  authoritative  in- 
dividuals. The  basic  attitude  of  fear  may  be 
disguised  by  secondary  defensive  devices,  such 
as  aloofness  and  detachment  toward  the  physi- 
cian, or  defiance,  skepticism,  and  indifference. 
There  is  a great  resistance  to  the  revelation  of 
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inner  fantasies  and  hopes,  for  to  reveal  them  is 
to  put  oneself  at  the  mercy  of  another  dangerous 
person.  The  goal  in  life  is  to  maintain  one’s 
integrity  and  intactness  by  warding  off  impacts 
from  the  outer  world  and  by  maintaining  a chasm 
between  oneself  and  others.  Treatment  in  this 
type  of  patient  proceeds  only  when  he  realizes 
that  the  physician  does  not  desire  to  punish  him 
for  his  inner  strivings  and  demands  but  is 
benevolently  neutral  toward  them.  The  rela- 
tionship will  remain  shaky  for  a variable  period 
of  time.  The  patient  will  retreat  whenever  he 
feels  that  his  attachment  is  getting  too  close. 
A “testing  period”  precedes  his  final  acceptance 
of  the  physician  as  one  who  bears  only  good  will 
toward  him.  During  this  period  he  will  be 
torn  between  his  desire  to  establish  a gratifying 
relationship  and  an  overpowering  fear  of  injury. 
The  outward  manifestations  of  this  struggle  may 
be  hostility  to  the  physician.  Children  with 
behavior  problems,  for  example,  may  attempt  to 
provoke  the  therapist  and  to  incite  him  into 
acts  of  aggression  to  prove  to  themselves  that 
all  human  beings  are  alike  and  are  not  to  be 
trusted.  This  “testing  period”  will  be  especially 
prolonged  in  the  psychotic,  and  it  may  be  many 
months  before  the  patient  accepts  the  physician 
as  a friend. 

Free  communication  is  always  essential  be- 
tween the  physician  and  patient.  If  the  latter 
is  a child,  the  physician  must  use  the  language  of 
the  child.  This  language  is  play.  Much  that 
the  child  cannot  or  will  not  verbalize  he  will 
express  in  play  activities.  Indeed  in  recent 
years  the  orientation  in  child  therapy  has  been 
around  the  use  of  play  technics  and  materials.3 

In  the  case  of  the  psychotic  it  is  essential  for 
the  physician  to  understand  the  symbolic  lan- 
guage that  the  patient  utilizes  in  his  regression  to 
primitive  phases  of  his  development.  Much 
as  the  dream  language  has  a function,  so  the 
language  of  the  psychotic,  albeit  bizarre  and 
seemingly  incomprehensible,  has  a rich  and 
vital  meaning  that  must  be  understood  before  a 
treatment  situation  can  be  established.  Pioneer 
work  in  this  field  is  being  carried  on  at  the 
Menninger  Psychiatric  Hospital  and  at  Chestnut 
Lodge  in  Baltimore,  where  psychotic  individuals 
who  have  regressed  far  into  a world  of  their  own 
are  brought  back  to  reality  by  rehabilitating 
interpersonal  relationships.4 

Whether  or  not  complete  insight  is  essential 
for  cure  is  difficult  to  say.  This  will  depend  upon 
our  definition  of  insight.  If  by  insight  we  mean 
the  recovery  of  infantile  memories,  particularly 
traumatic  sexual  experiences,  relating  them  to 
the  existing  symptoms,  we  may  fail  to  attain 
this  sort  of  insight  even  when  considerable  change 
for  the  better  has  occurred  in  the  patient.  Con- 


versely, infantile  memories  may  be  recovered 
without  apparent  influence  on  the  character 
structure.  If  by  insight,  however,  we  mean  a 
changed  attitude  toward  life,  a realization  that 
the  world  is  neither  menacing  nor  hostile  and 
that  people  are  not  necessarily  the  purveyors 
of  pain  and  destruction,  then  insight  is  an  in- 
gredient essential  to  personality  change.  This 
form  of  insight  develops  slowly  and  is  often  un- 
expressed. 

The  attainment  of  insight  reflects  itself  in  a 
changed  attitude  toward  people  wherein  the 
patient  feels  neither  threatened  nor  challenged 
to  excel,  wherein  his  expectations  are  neither 
so  high  that  he  is  inevitably  frustrated  nor  so 
low  that  he  fails  to  permit  himself  to  express 
his  needs  and  strivings,  wherein  he  is  not  ex- 
cessively dependent  on  others  nor  compulsively 
determined  to  play  the  lone  wolf,  wherein  his 
self-esteem  is  not  forever  in  jeopardy,  swelling 
and  ebbing  with  the  opinion  of  others,  wherein 
he  can  express  his  instinctive  longings  without 
fear  of  condemnation  and  feel  justifiably  hostile 
without  fear  of  injury. 

The  interpersonal  approach  to  psychotherapy 
concerns  itself  primarily  with  character  structure 
and  only  secondarily  with  symptoms,  for  the 
symptom  picture  itself  is  an  outgrowth  of  a 
failing  character  function.5  It  matters  little, 
consequently,  whether  we  are  confronted  with  a 
behavior  problem  in  a child,  a psychosomatic 
syndrome,  a psychoneurosis,  or  a psychosis. 
In  each  our  aim  is  the  winning  of  the  patient 
over  to  the  realization  that  not  all  human  beings 
are  dangerous,  or  contemptuous,  or  frustrating. 
He  must  learn  that  he  can  be  accepted  for  what 
he  is  rather  than  for  what  he  does,  that  feelings 
of  hostility  need  not  result  in  counterhostility, 
that  he  has  the  right  to  be  self-assertive  and  free, 
that  he  need  not  force  himself  to  be  “good”  in 
order  to  be  loved  or  execute  rituals  of  conformity 
or  obeisance  toward  all  authoritative  individuals. 

Around  the  relationship  with  the  physician 
are  rebuilt  attitudes  shorn  of  neurotic  fears 
and  expectancies.  Once  this  is  achieved,  com- 
pulsive drives  and  neurotic  symptoms  no  longer 
have  purpose  or  protective  function,  for  they 
are  at  best  incomplete  substitutive  gratifications 
and  involve  much  compensatory  suffering. 

Summary 

In  recent  years  great  emphasis  has  been  laid 
on  the  psychotherapeutic  potentialities  of  the 
relationship  that  develops  between  physician 
and  patient.  The  psychoanalytic  school  was 
first  to  investigate  this  relationship  by  dissecting 
the  transference  of  the  analysand  to  the  analyst. 
It  has  become  increasingly  apparent  that  what 
actually  determines  improvement  or  cure  in  the 
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patient  is  the  extent  to  which  he  is  able  to  re- 
orient himself  in  his  relationships  to  people,  evi- 
denced by  his  acceptance  of  the  physician  as  a 
human  being,  neither  as  a demigod  nor  as  a 
demon.  Because  of  a diseased  character  struc- 
ture, the  attitudes  of  the  neurotic  and  psychotic 
toward  others  are  disturbed  and  any  relationship 
that  he  is  able  to  establish  is  an  unstable  one 
threatened  constantly  by  neurotic  needs  and 
compulsive  drives.  It  is  a prolonged  process 
that  breaks  the  vicious  chain  of  magical  expect- 
ancy, frustration,  and  fear  of  injury  which 
tincture  the  attitudes  of  the  emotionally  ill 
person. 

Interpretation  by  the  physician  of  the  defense 
reactions  and  resistances  and  of  the  progress  of  the 
relationship  is  of  vital  importance  to  the  achieve- 
ment of  insight.  A kindly  and  tolerant  attitude 
toward  the  patient  is  indispensable,  and  the 
physician  must  be  aware  of  his  own  personal 
conflicts  in  order  not  to  be  threatened  by  the 
expressed  hostility  of  the  patient  and  in  order 


to  avoid  using  the  patient  as  an  object  for  his 
own  interpersonal  problems.  It  is  essential  also 
to  evade  the  god-like  mantle  of  omnipotence 
that  the  compulsively  dependent  patient  strives 
to  throw  over  the  doctor’s  shoulders  in  his  quest 
for  a faith  cure. 

The  goal  of  interpersonal  therapy  is  a re- 
habilitation of  the  individual  as  a functioning 
unit  in  society  and  the  development  of  attitudes 
related  to  the  world,  to  himself,  and  to  other 
individuals  capable  of  satisfying  rather  than 
hampering  his  fundamental  needs. 
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SIX  RULES  FOR  HEALTH  PROTECTION  OF  WORKERS 


In  a May  Day  statement,  New  York  City  Health 
Commissioner  Ernest  L.  Stebbins  laid  down  six 
minimum  essentials  for  protecting  the  health  of  the 
young  workers  now  entering  employment.  These 
new  workers  include  those  16  and  17  years  old  who 
are  leaving  school  for  full-time  employment  and 
those  from  14  years  up  who  are  taking  part-time 
jobs  outside  of  school  hours. 

“Good  health  care  for  the  unprecedented  num- 
bers of  teen-age  youngsters  who  are  now  taking 
jobs,”  said  Commissioner  Stebbins,  “is  a matter 
of  urgent  concern  for  parents  and  the  whole  com- 
munity. The  following  six  points  should  be 
borne  in  mind : 

“First  is  the  need  for  proper  and  sufficient  food. 
Too  much  stress  cannot  be  placed  upon  the  im- 
portance of  choosing  the  right  kind  of  meals  for 
the  working  adolescent.  He  needs  three  sub- 
stantial meals  a day  which  supply  an  adequate 
amount  of  all  the  food  elements  required  to  keep 
the  body  in  good  condition. 

“Second,  adequate  sleep  is  most  necessary. 
Left  to  his  own  device  the  teen-age  boy  or  girl 
who  finds  that  he  has  money  in  his  pocket  is 
prone  to  develop  the  habit  of  prolonged  night 
entertainment,  which  will  deprive  him  of  adequate 
rest  and  will  undermine  his  health.  The  test 
of  adequate  sleep  is  whether  the  youngster  awakes 
well  rested  in  the  morning. 

“Third  is  recreation  appropriate  to  the  young 
person’s  needs.  This  is  especially  important  for 
boys  and  girls  who  are  making  a sudden  transition 
from  school  life  with  its  varied  activities  to,  a coiin 
fining  eight-hour  day  in  industry. 

“Fourth  is  the  need  for  periodic  denial'  arid 
medical  examination.  Tuberculosis,  is  a serious 
health  problem  for  adolescents.  >Oi’ten  children 
have  the  infection  in  an  inactive  form  and  an 
additional  strain  during  (/ie  teen  years  causes  the 


infection  to  flare  into  active  disease.  Pre-em- 
ployment examinations  are  not  sufficient.  There 
is  need  for  periodic  medical  and  dental  follow-up. 

“Fifth  is  avoidance  of  overfatigue  and  following 
the  rules  of  safety.  Strict  limitation  of  hours  of 
work  in  accordance  with  the  New  York  State 
laws  is  most  important.  It  is  equally  essential 
that  the  job  selected  should  be  suitable  to  the 
individual  youth.  Rest  periods,  if  only  of  five 
or  ten  minutes  during  the  day,  add  to  the  young 
worker’s  efficiency. 

“Sixth,  and  above  all,  every  youngster  should 
be  given  the  opportunity  to  lead  as  normal  a 
family  life  as  possible.” 


Commissioner  Stebbins  explained  that  “the 
Health  Department  working  papers  clinics,  which 
give  physical  check-ups  to  children  and  young  people 
wishing  to  secure  employment,  examined  in  1942  a 
total  of  109,957  children  and  young  people,  as 
against  only  45,339  in  1940.  The  number  is  increas- 
ing, and  during  the  first  three  months  of  1943  a total 
of  32,420  minors  under  18  were  examined  by  the 
Department’s  working  papers  clinics.  Young 
persons  now  entering  employment  are  under  great 
strain,  particularly  those  who  carry  a combination 
load  of  both  school  duties  and  work.  Many  of 
them  are  expected  to  handle  jobs  previously  per- 
formed by  older  workers,  and  their  health  must  be 
carefully  watched.” 

The  health  of  the  adolescent  youth  is  of  such 
vital  importance  to  the  country  that  President 
Roo£<^v*;lt  stressed  this  in  his  Child  Health  Day 
pioclaniatibfi,'  and  urged  “special  measures  in 
behalf  of  4bose  bo^s  and  girls  of  high  school  age  who 
, are  combining  schcol  with  part-time  jobs,  working 
during  vacation,  or  entering  full-time  employment, 

' in  order  that  their  safety,  health,  and  normal  growth 
may  be  fully  assured.” 


Therapeutics 


CONFERENCES  ON  THERAPY 

'“THESE  are  stenographic  reports,  slightly  edited,  of  conferences  by  the  members  of 
■*-  the  Departments  of  Pharmacology  and  of  Medicine  of  Cornell  University  Medical  Col- 
lege and  the  New  York  Hospital,  with  collaboration  of  other  departments  and  institutions. 
The  questions  and  discussions  involve  participation  by  members  of  the  staff  of  the  college 
and  hospital,  students,  and  visitors.  The  next  report  will  appear  in  the  August  1 issue 
and  will  concern  “The  Doctor’s  Bag.” 


Treatment  of  Ast 

Dr.  Harry  Gold:  The  treatment  of  asthma 
and  hay  fever  is  the  subject  of  the  conference 
this  morning.  There  have  been  many  interest- 
ing developments,  as  you  probably  know,  in 
the  field  of  allergy,  asthma,  and  hay  fever. 
The  subject  of  allergy  has  to  be  dealt  with  in 
connection  with  disorders  of  every  system  of  the 
body  in  relation  to  problems  of  diagnosis  as  well 
as  treatment.  One  of  the  major  contributors 
to  this  field  is  the  person  who  is  going  to  open  the 
discussion  this  morning,  Dr.  Robert  A.  Cooke,  of 
the  Roosevelt  Hospital. 

Dr.  Robert  A.  Cooke:  I have  somewhat 
the  feeling  of  paying  a visit  home  when  I come 
here  to  talk  with  you  today  because,  as  at 
least  some  of  you  know,  I was  connected  with 
this  institution  for  many  years — going  back  to 
perhaps  1915  or  1916.  There  is  one  difference, 
and  that  has  been  caused  by  the  very  sudden 
passing  of  my  friend,  Walter  Niles.  His  death 
has  made,  and  will  continue  to  make,  a great 
deal  of  difference  to  this  institution,  to  which  he 
gave  so  much  in  the  way  of  effort  and  intelligent 
direction. 

Now,  as  to  our  conference  this  morning,  Dr. 
Wheeler  has  given  me  thirty  minutes  in  which 
to  open  this  discussion  on  the  treatment  of 
respiratory  allergies,  and  in  order  to  cover  the 
subject-matter  in  its  most  important  phases  in 
the  allotted  time  I shall  take  the  liberty  of  read- 
ing these  opening  remarks. 

As  I have  outlined  my  talk  in  my  own  mind, 
it  will  be  better  to  consider  the  treatment  of 
hay  fever  first,  as  a natural  approach  to  the 
later  discussion  of  asthma,  but  it  should  be 
emphasized  here  that  these  two  allergies  in- 
volving the  respiratory  tract  coexist  more  fre- 
quently than  not,  and  that  much  of  what  is 
said  about  one  is  applicable  to  the  other. 

I have  assumed  that  the  title  “hay  lever;  5o  is 
used  in  a general  way  to  include  .all*  types  of 
nasal  allergy.  It  simplifies  matters  considerably 
if  we  consider  them  on  thehasrs  of  the  pathology 
involved,  as  (1)  vasomotor  (an  acute  and  com- 
pletely reversible  reaction),  and  (2)  hyperplastic 


ma  and  Hay  Fever 

(a  chronic  and  irreversible  tissue  change), 
though  it  must  be  appreciated  that  a vasomotor 
reaction  also  occurs  in  hyperplastic  membranes. 

Vasomotor  rhinitis,  or  allergic  coryza,  is 
seasonal  or  perennial,  depending  on  the  cause. 
The  seasonal  pollen  hay  fever  is  a simple  vaso- 
motor reaction  like  the  perennial  inhalant  al- 
lergies, the  rare  food  allergies,  and  certain  in- 
fections. In  a general  way  we  may  sum  up  the 
treatment,  or  rather  the  management,  of  these 
cases  under  three  heads:  (1)  avoidance  of 

cause;  (2)  immunization;  and  (3)  symptomatic 
medication. 

Avoidance  of  Cause. — This,  of  course,  pre- 
supposes accurate  determination  of  the  cause  by 
appropriate  tests.  In  the  case  of  pollen,  it  may 
be  avoided  by  moving  to  pollen-free  areas. 
However,  this  is  not  always  feasible  on  account 
of  loss  of  time  and  the  expense  involved.  Air 
filtration  and  conditioning  of  a room,  the  home, 
or  the  office  lessen  exposure  and  are  real  helps. 
In  the  case  of  other  inhalants  encountered  at 
home,  much  can  be  accomplished  by  careful 
cleaning  and  renovating  and  the  elimination  of 
certain  household  articles — a pillow,  a mattress, 
or  chair,  or  perhaps  of  the  family  pet  or  the 
type  of  insecticide  used.  If  the  allergen  is  en- 
countered at  work,  as  in  the  case  of  furriers, 
bakers,  or  hostlers,  a change  of  occupation  may 
be  required,  and  if  in  foods — which  in  my  ex- 
perience is  unusual — they  should  be  omitted 
from  the  diet.  Nasal  infection  causing  vaso- 
motor rhinitis  is,  eventually,  at  least,  associated 
with  hyperplastic  sinusitis  and  will  be  considered 
later. 

Immunization. — This  is  the  accepted  therapy 
for  pollen  and  certain  inhalant  allergies,  and, 
in  a way,  has  become  standardized,  as  witnessed 
by  the  fact  that  many  sufferers  get  relief  by  in- 
fection^ of  specified  graduated  doses  of  com- 
mercial preparations,  but  exceptional  and  diffi- 
cult ca'ses  are  §o  frequent  and  results  so  un- 
«;  certain  that  iquch  time  and  labor  are  being  spent 
for  a better  understanding  of  the  immunologic 
factory  involved  in  tli6  reaction  itself  and  in  the 
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symptomatic  relief,  the  so-called  immunity, 
resulting  from  specific  therapy. 

Patients  sensitive  to  ragweed  pollen  show  not 
only  wide  quantitative  variations  in  the  degree 
I of  sensitiveness  but  also  important  qualitative 
differences  which  must  be  understood  to  secure 
the  best  results. 

In  specific  therapy  one  is  seeking  satisfactory 
clinical  results  without  disagreeable  local  or 
dangerous  systemic  reactions.  In  some  cases 
good  results  are  secured  with  a maximum  dosage 
of  100  protein  nitrogen  units  or  less,  while  in 
other  cases  100  to  200  times  this  dose  is  needed. 
In  general,  the  use  of  skin  tests  with  serial 
dilutions  of,  say,  10,  100,  and  1,000  units  per 
cc.  will  indicate  the  highly,  the  moderately, 
and  the  less  sensitive  groups,  and  so  the  dangers 
of  a general  reaction  in  the  early  stages  of  treat- 
ment may  be  avoided  by  using  such  dosages. 
These  I have  outlined  in  Cecil’s  Textbook  of 
Medicine. 

In  the  later  stages  of  treatment,  general 
reactions  seem  to  be  due  to  the  lack  of  develop- 
ment of  a protective  antibody.  This  occurs 
chiefly  in  those  patients  who  are  sensitive  to  one 
of  the  several  proteins  in  ragweed  pollen  which  we 
call  “Fraction  2.”  Although  it  is  a poor  stimu- 
lant of  the  protective  mechanism,  it  is  a good 
reactor.  In  clinical  practice,  dangerous  re- 
actions after  pollen  therapy  are  avoided  by 
keeping  patients  under  observation  for  at  least 
twenty  to  thirty  minutes  after  an  injection. 
If  symptoms  of  a general  reaction  start,  epineph- 
rine, 1:1,000  in  doses  of  0.5  to  0.7  cc.,  is  given, 
and  the  tourniquet  should  be  promptly  used. 

We  believe  that  the  perennial  treatment  of 
pollen-sensitive  patients — that  is,  monthly  in- 
jections of  the  maximum  dose — is  advantageous 
to  many,  but  not  to  all  patients.  All  extracts  of 
inhalant  allergens,  such  as  danders,  dusts,  and 
the  like,  are  used  when  indicated  in  the  same 
general  and  empirical  way  as  the  pollen  extracts, 
and  perennial  treatment  is  particularly  indicated 
on  account  of  the  continual  exposure  to  con- 
tacts. 

Symptomatic  Treatment. — Very  little  can  be 
done  with  drugs  to  allay  the  symptoms  of  hay 
fever.  Sometimes  atropine  sulfate  in  doses  of 
V200  to  Vsoo  grains  may  lessen  the  discharge. 
A spray  of  0.5-1  per  cent  cocaine  will  give  tem- 
porary relief  but  is  too  dangerous  to  prescribe. 
Ephedrine,  3/s  grain,  taken  by  mouth  may  help 
to  reduce  the  edema.  In  sprays  of  1 per  cent 
it  gives  temporary  relief  but  should  be  used 
sparingly  and  for  a short  time  only,  as  it  often 
produces  a vasomotor  rhinitis  if  used  over  a long 
period.  In  general,  local  nasal  treatments  such 
as  carbolic  acid,  cauterizing  agents,  and  packs 
are  to  be  avoided,  for  they  increase  tissue  ir- 


ritability and  reactivity  and  never  give  more 
than  temporary  relief. 

Hyperplastic  Rhinitis. — With  this  condition 
we  must  also  consider  sinusitis  and  polyposis, 
for  they  are  frequently  associated.  Irreversible 
tissue  changes  have  taken  place.  Many  of  these 
cases  are  associated  with  vasomotor  reactions 
to  air-borne  excitants.  In  fact,  they  seem  to  fol- 
low longstanding  vasomotor  allergies  and  per- 
haps may  be  caused  by  them.  From  studies  of 
these  cases  with  Dr.  Grove,  our  present  inclina- 
tion is  to  consider  them  as  a special  sensitization 
reaction  to  bacterial  invasion,  which  is  the  pri- 
mary cause  but  is  aided  and  abetted  by  the 
existing  vasomotor  change. 

Clinically  speaking,  infection  dominates  the 
picture  ultimately.  I give  this  brief  outline 
of  our  concept  of  the  pathogenesis  because  it  aids 
in  the  appreciation  of  therapeutic  procedures. 
These  measures  are:  management  of  contribut- 
ing factors;  specific  vaccine  therapy;  operative 
intervention;  symptomatic  drug  therapy. 

There  is  as  yet  no  satisfactory  evidence  that 
vitamin  deficiencies  or  endocrine  dyscrasias 
either  cause  or  predispose  to  the  condition  except 
in  so  far  as  general  good  health  tends  to'  dis- 
courage any  infective  process. 

Whenever  vasomotor  allergies  coexist,  they 
must  be  treated  as  already  outlined  by  avoidance 
of  the  cause  or  by  specific  injection,  and  this 
may  be  sufficient  to  give  symptomatic  relief 
and  permit  the  infective  process  to  become 
latent. 

By  way  of  illustration,  I might  cite  the  case 
of  a physician  with  a longstanding  history  of 
frequent  nasal  operations,  polypectomies,  septal, 
and  turbinal  resections,  without  relief.  He  was 
found  to  be  sensitive  to  casein.  Symptoms 
promptly  disappeared  when  he  avoided  milk  and 
cheese,  which  he  had  taken  freely,  and  no 
further  operations  have  been  needed  for  the  past 
six  years,  although  he  still  has  the  objective  nasal 
and  sinus  tissue  changes. 

Foods,  however,  contrary  to  the  belief  of 
many,  rarely  cause  trouble.  Air-borne  factors 
are  common.  In  patients  subject  to  frequent 
exacerbations  of  infection  or  in  whom  infection 
is  the  sole  cause,  one  seeks  for  primary  foci  such 
as  infected  adenoids,  tonsils,  or  teeth.  If  present 
they  should  receive  prompt  surgical  attention. 

The  next  step  is  to  determine  the  type  of 
infection.  This  is  easier  said  than  done,  for 
cultural  studies  have  shown  that  organisms  deep 
in  the  tissues  are,  in  at  least  50  per  cent  of  the 
cases,  not  identical  with  those  obtained  from  the 
surface  by  nasal  swabs  or  antral  irrigations. 
Without  operation,  however,  such  surface  cul- 
tures are  the  best  available  for  vaccines,  and 
from  clinical  observation  I believe  that  such 
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autogenous  vaccines  are  superior  to  stock  prepa- 
rations, but  tissue  culture  vaccines  are  superior 
to  surface  cultures.  It  is  unfortunate  that  there 
is  no  simple  test  to  determine  sensitivity  in  these 
cases  of  bacterial  allergy.  Certain  it  is  that 
the  usual  vaccine  skin  test  is  useless.  Vaccines 
do  at  times  give  satisfactory  results  in  these 
cases.  Their  use  and  dosage  will  be  further 
considered  under  “Asthma.” 

When  results  are  not  obtained  by  the  measures 
just  outlined,  recourse  must  be  had  to  sinus  sur- 
gery, and  I wish  to  make  a few  general  comments 
on  sinus  surgery  because  they  will  be  applicable 
in  our  consideration  of  infective  asthma,  and 
because  of  a general  disrepute  into  which  sinus 
surgery  has  fallen  because  of  unsatisfactory 
results.  But,  frankly,  I believe  in  sinus  surgery 
because  I have  seen  its  benefits  in  many  persis- 
tent and  otherwise  intractable  cases. 

My  comments  may  be  summarized  as  follows: 

1 . Rarely  is  surgery  indicated  in  a patient  un- 
der 25  years  of  age. 

2.  In  patients  allergic  to  inhalant  and  food 
substances,  avoidance  of  or  treatment  with  the 
allergen  should  always  be  practiced  before  and 
after  surgical  procedure. 

3.  The  operation  must  be  superlatively  well 
done  by  one  trained  in  surgical  technic  and  witli 
a thorough  knowledge  of  the  anatomy  of  the 
sinuses. 

4.  The  object  of  sinus  surgery  is  to  remove 
infected  tissue,  leave  the  sinuses  well  open  for 
drainage,  and  conserve  as  much  turbinal  tissue 
as  possible.  Resection  of  the  septum  is  indi- 
cated only  when  there  is  interference  with  the 
approach  to  the  ethmoid  and  sphenoid  cells  or 
a complete  blocking  of  a nasal  cavity. 

5.  The  trouble  with  sinus  surgery  is  that  it 
is  done  in  piecemeal  and  incomplete  fashion  or  it 
is  done  too  late. 

6.  The  cases  must  be  carefully  selected  on 
the  basis  of  their  physical  condition.  One  should 
not  expect  satisfactory  results  in  old,  long- 
standing cases  with  extensive  pulmonary  fibrosis. 

As  for  symptomatic  treatment,  there  is  nothing 
to  add  to  that  already  given  under  vasomotor 
rhinitis,  except  that  it  is  particularly  ineffectual. 

Asthma. — In  considering  therapy  in  asthma, 

I am  referring  to  true  asthma,  not  cardiac,  renal, 
or  other  forms  of  dyspnea.  I shall  divide  the 
subject  into,  first,  atopic  asthma,  the  type  in 
which  the  cause  is  determinable  by  skin'  test 
and  which,  roughly  speaking,  includes  the  cases 
caused  by  air-borne  substances,  foods,  and  drugs. 
The  second  type  is  infective  asthma.  This 
differentiation  will  facilitate  my  discussion, 
but  it  must  be  understood  that  both  types  are 
not  infrequently  seen  in  the  same  person,  just 
as  vasomotor  and  hyperplastic  rhinitis  occur 


together.  Atopic  asthma  corresponds  both  im- 
munologically  and  pathologically  to  vasomotor 
rhinitis,  and  infective  asthma  is  the  counter- 
part of  hyperplastic  rhinitis. 

Atopic  Asthma. — The  attack  may  be  par- 
oxysmal or  continuous,  depending  entirely  upon 
contact  with  the  exciting  agent.  This  is  the 
type  of  asthma  frequently  seen  in  infants  and 
usually  in  children  and  young  adults,  and  it  may 
continue  through  life,  but  it  rarely  begins  after 
40  years  of  age. 

Here  we  will  consider  treatment  as  directed 
against  the  cause — that  is,  prevention  of  attacks 
by  avoidance  of  the  cause  of  immunization. 
The  symptomatic  treatment  of  asthma,  both 
atopic  and  infective,  will  be  discussed  together. 

The  prevention  of  attacks  by  avoidance  or 
immunization  presupposes  the  accurate  deter- 
mination of  all  causes.  Among  the  more  difficult 
cases  are  those  of  children  who  are  continuously 
asthmatic  but  not  completely  disabled,  whose 
asthma  is  due  to  some  allergen  in  the  home. 
What  was  previously  said  concerning  vasomotor 
rhinitis  is  applicable  here.  When  contact  with 
the  allergen  is  unavoidable,  then  recourse  must 
be  had  to  immunization.  The  important  point 
to  remember  is  that  therapy  must  be  carried 
on  for  years,  not  merely  weeks  or  months,  and 
care  must  be  taken  against  intercurrent  respira- 
tory infections,  which  are  the  forerunner  of  a 
later  sinusitis  and  asthma. 

Infective  Asthma.- — Infection  is  a cause  of 
asthma  from  infancy  to  old  age.  An  acute 
infective  asthma  is  seen  particularly  in  infants, 
children,  and  young  adults,  when  it  is  strictly 
periodic.  It  occurs  in  older  adults,  but  here 
it  is  usually  the  cause  of  an  acute  exacerbation 
in  a chronic  asthma.  In  these  patients  there  is 
active  upper  or  lower  respiratory  disease,  or  both, 
which,  were  it  not  for  associated  dyspnea,  would 
be  a rhinitis,  tracheitis,  or  bronchitis,  or  a 
patchy  or  lobar  pneumonia.  In  these  patients 
there  may  be  fever  of  greater  or  less  degree  in 
the  early  stages,  which  may  have  subsided  when 
the  asthmatic  paroxysm  sets  in,  often  several 
days  after  the  onset  of  illness.  Infection  may 
be  the  sole  cause  of  asthma  in  the  earlier  age 
group,  but  more  frequently  it  occurs  in  those 
who  have  asthma  of  atopic  origin.  In  such 
instances  all  of  the  factors  causing  asthma,  both 
atopic  and  infective,  must  be  controlled  when 
they  are  concomitantly  active  in  any  one  pa- 
tient. 

All  patients  who  have  had  asthma  from  in- 
fection are  peculiarly  susceptible  to  recurring 
infections;  hence  we  must  deal  with  such 
predisposing  factors  as  associated  atopic  rhinitis 
and  asthma,  malnutrition  or  associated  disease, 
contact  with  those  who  have  respiratory  in- 
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fection,  and  existing  areas  or  foci  of  infection 
in  the  respiratory  tract.  The  first  of  these  has 
been  discussed.  Nutritional  or  other  diseases 
must  receive  appropriate  treatment.  The  ques- 
tion of  contacts  is  important.  Persons  with 
chronic  sinus  infection  should  not  be  employed 
as  nurses.  Infected  members  of  the  family 
unfortunately  cannot  be  dealt  with  save  by 
advice. 

But  something  can  and  should  be  done  about 
areas  of  focal  infection  in  these  patients.  Chil- 
dren up  to  18  years  of  age  need  little  attention 
to  the  sinuses  if  recurring  infections  can  be  con- 
trolled, and  the  early  removal  of  infected  tonsils 
and  adenoids  is  one  of  the  best  methods  of 
control.  In  those  patients  with  lymphoid 
hyperplasia  of  the  pharynx  not  susceptible  to 
surgical  removal  we  secure  beneficial'  results 
by  the  use  of  x-ray  therapy  as  originally  out- 
lined by  Remer.  Vaccine  therapy  is  useful  in 
these  cases,  combined,  when  indicated,  with 
dust,  dander,  or  pollen  injections. 

Particularly  important  are  the  infective 
asthmas  of  the  older  age  group,  those  over  30 
or  40  years  of  age.  This  bacterial  asthma 
occurs  not  infrequently  in  those  with  atopic 
allergies  of  early  life,  as  well  as  in  the  large  and 
important  group  who  have  had  no  history  of 
allergy  before  the  onset  of  the  asthma.  About 
15  per  cent  of  these  cases  are  due  to  primary 
bronchial  infection.  The  balance  have  upper 
respiratory  foci  which  I believe,  from  my  ob- 
servation, long  antedated  the  onset  of  asthma 
and  may  therefore  be  considered  primary. 

Generally  speaking,  these  cases,  at  first  peri- 
odic, when  left  to  run  their  natural  course  be- 
come chronically  and  persistently  asthmatic, 
usually  with  exacerbations,  and  the  patients  tend 
over  the  years  to  grow  steadily  more  and  more 
incapacitated.  To  severe  chronic  asthma  the 
term  “status  asthmaticus”  is  applied. 

Let  us  assume  that  these  cases  have  been 
thoroughly  studied  from  the  general  medical 
aspects;  that  the  patients  have  asthma  with 
perhaps  certain  of  its  direct  sequelae,  such  as 
emphysema,  cor  pulmonale,  and  pulmonary 
fibrosis;  and  that  their  atopic  allergies  have 
been,  or  are  being,  adequately  handled. 

Let  us  first  consider  specific  treatment  di- 
rected against  the  cause.  Specific  therapy  is  as 
follows:  (1)  removal  of  primary  foci,  (2)  im- 
munization by  vaccine  therapy,  and  (3)  specific 
drug  therapy  with  sulfonamide  compounds. 

Primary  foci  are  found  in  85  per  cent  of  our 
infective  asthma  cases.  The  teeth  are  important 
in  so  far  as  they  may  be  the  origin  of  sinus 
(antrum)  infection — although  rarely  of  and  by 
themselves — and  should  receive  first  attention. 
Tonsils,  when  infected,  and,  rarely,  adenoids 


in  adults,  require  enucleation.  Sinuses,  and 
particularly  antra,  are  the  most  frequent  foci  in 
our  series. 

The  usual  pathologic  change  in  the  sinuses  is 
hyperplastic;  hence  a purulent  discharge  is 
not  present  except  in  acute  exacerbations  and  is 
not  the  criterion  for  operation.  Though  sinus 
disease  should  be  diagnosed  at  once,  we  usually 
prefer  a conservative  course  of  vaccine  therapy 
first.  It  is  not  often  successful,  but  it  gives  oppor- 
tunity to  size  up  the  patient,  to  build  up  reserve, 
to  prove  perhaps  to  the  patient  that  climate,  even 
that  of  Arizona,  will  not  effect  a cure,  and  finally 
to  choose  a more  propitious  time  of  year,  late 
spring  through  early  fall,  for  the  operation. 

When  this  treatment  has  been  carried  out  in 
accordance  with  the  suggestion  that  I made 
earlier,  the  results  have  been  satisfactory  and 
worth  while  in  80  per  cent  of  about  300  patients 
whom  Dr.  Grove  has  operated  on.  The  after- 
care is  important,  and  requires  rest  during  the 
six  weeks  of  healing  after  antral  surgery  and, 
when  possible,  for  several  months  thereafter. 
There  should  be  a convalescent  home  for  post- 
operative clinic  patients  just  as  there  is  for  tu- 
berculosis patients. 

Vaccine  Therapy. — Our  preference  is  for 
autogenous  vaccines  prepared  from  tissue  cul- 
tures and  from  sputum.  Prepared  in  a stock 
1-per-cent-by- volume  suspension,  we  begin  dos- 
age with  1:1,000  dilutions  of  this  and  increase 
very  slowly  up  to  and  through  the  0.1  per  cent 
suspension  if  possible.  The  danger,  as  I see  it, 
comes  from  too  large  dosage,  which  frequently 
induces  a symptomatic  asthma.  I have  many 
times  seen  patients  in  severe  status  asthmaticus 
caused  by  vaccine  therapy. 

Drug  therapy  with  sulfonamide  compounds 
may  work  well  with  those  whose  infection  is 
caused  by  the  pneumococcus,  the  hemolytic 
streptococcus,  and  the  staphylococcus.  Good 
results  may  be  obtained  with  such  moderate 
amounts  as  1 or  2 Gm.  a day  for  two  or  three 
weeks,  but  the  results  are  likely  to  be  temporary. 
One  must  watch  for  sensitization  to  the  drug, 
which  sometimes  occurs  in  these  patients.  Dr. 
Wheeler  and  I were  just  talking  about  this  and 
agree  that  one  should  not  use  these  drugs  in- 
discriminately because  the  development  of  a 
sensitization  will  prevent  the  use  of  them  later  if 
occasion  arises — for  instance,  in  lobar  pneumonia. 

Symptomatic  Treatment  of  Asthma. — This  dis- 
cussion considers  all  cases,  mild  or  severe,  of 
whatever  cause,  atopic  or  infective.  In  acute 
asthma,  particularly  the  atopic  type,  the  bron- 
chial obstruction  seems  to  be  due  to  congestion 
and  edema  of  the  mucous  membrane  similar  to 
those  seen  in  vasomotor  rhinitis.  Judging  from 
autopsy  studies  of  the  fatal  cases  in  chronic 
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asthma,  the  chief  obstruction  is  due  to  blockage 
of  the  bronchi  with  inspissated  plugs  of  mucus. 
What  we  are  attempting  to  accomplish  by 
therapy  in  asthma  is,  first,  the  relief  of  bronchial 
obstruction;  second,  the  relief  of  oxygen  de- 
ficiency; and  third,  the  rest  and  comfort  of  the 
patient  by  all  other  measures  available.  Let  us 
consider  them  in  this  order. 

The  measures  to  relieve  bronchial  obstruc- 
tion are: 

(a)  Drugs.  In  the  milder  cases,  those  with 
asthma  after  exertion  or  exposure  to  cold,  symp- 
tomatic treatment  is  relatively  simple,  and  relief 
may  be  obtained  by  drugs  alone,  such  as  ephe- 
drine  3/s  grain  combined  with  amytal  3/4  grain, 
or  phenobarbital  1/2  grain,  or  epinephrine  1:100 
in  the  special  vaporizer  for  inhalation,  which 
is  helpful  if  used  correctly  and  not  too  often. 
When  combined  with  10  to  20  per  cent  glycerin, 
a better  mist  is  formed,  which  is  an  advantage. 
If  the  asthma  is  more  acute,  epinephrine  1:1,000 
0.3  to  0.7  cc.,  by  injection,  is  effective;  or 
epinephrine,  2 mg.  in  1 cc.  of  peanut  oil  or 
gelatin,  may  be  used  for  less  pronounced  but 
longer  effect.  Aminophylline,  l1/*  to  3 grains, 
combined  with  x/4  grain  phenobarbital,  is  also 
helpful. 

Recently  Harkavy  and  his  associates  have 
recommended  nicotinic  acid,  50  to  100  mg.  three 
or  four  times  daily.  I have  not  had  extensive 
experience  with  it  but  have  seen  no  striking 
effects  except  that  patients  get  a flush  like  that 
produced  by  intravenous  aminophylline.  In 
occasional  cases  acetyl  salicylic  acid,  5 to  10 
grains,  does  remarkably  well,  but  this  drug  should 
be  prescribed  with  caution  as  asthmatic  sensitiza- 
tion to  it  is  not  infrequent  and  death  has  been 
caused  by  its  use.  / Potassium  iodide,  5 to  10 
grains,  three  times  a day,  should  always  be 
tried,  of  course,  except  in  those  who  are  sensitive 
to  iodine.  Occasionally  it  works  marvels./  I 
have  seen  no  great  virtue  in  the  intravenous  use 
of  sodium  iodide.  Antipyrine  is  another  drug 
to  remember,  as  it  gives  relief  when  administered 
in  doses  of  5 to  10  grains. 

In  the  asthmatic  paroxysm  of  children,  syrup 
of  ipecac,  l/2  to  1 teaspoonful,  is  given  to  produce 
emesis.  The  act  of  vomiting  is  often  more  help- 
ful than  coughing  in  removing  mucus  from  the 
bronchi.  Stramonium  smoke  by  inhalation, 
used  as  a powder  or  cigarette,  is  also  helpful  for 
the  milder  cases. 

In  the  severe  paroxysms  and  in  cases  of  status 
asthmaticus,  in  addition  to  epinephrine  in  its 
various  forms,  aminophylline,  7V2  grains  in- 
travenously once  a day  or  even  more  frequently, 
is  useful.  It  is  £ great  help  when  patients  in 
severe  paroxysm  can  be  hospitalized,  for, 
particularly  in  the  younger  group,  an  environ- 


mental factor  such  as  dust  may  be  important 
and  is  thus  avoided.  In  this  case  the  paroxysm 
automatically  subsides  in  about  forty-eight  hours. 
During  the  pollen  season  air  filters  or  conditioners 
are  also  available  in  most  hospitals. 

(6)  Dehydration.  Another  procedure  to 
relieve  bronchial  obstruction  is  dehydration. 
In  recent  years  attention  has  been  directed  to- 
ward the  relation  between  electrolyte  balance 
and  asthma.  In  practice,  the  measures  em- 
ployed are  a low  salt  diet  or  a low  sodium  acid- 
ash  diet,  often  in  combination  with  a potassium 
salt  of  iodine  or  chlorine.  Actually,  these  are 
measures  for  tissue  dehydration,  and  perhaps 
in  this  way  they  open  the  bronchial  lumen  by 
causing  a shrinking  of  the  bronchial  wall. 

My  own  practice  for  years  has  been  to  place 
severe  cases  on  fluids,  weak  tea,  fruit  or  vegetable 
juices  without  salt;  to  give  vigorous  catharsis, 
using  compound  cathartic  pills,  2 at  night;  mag- 
nesium sulfate,  V2  ounce  in  the  morning,  followed 
three  or  four  hours  later  by  an  enema  or  prefer- 
ably a colonic  irrigation.  With  enough  sugar 
and  sedation,  this  type  of  fluid  intake  can  be 
maintained  for  three  or  four  day's.  It  has  the 
additional  advantage  of  lessening  abdominal 
pressure  on  the  diaphragm,  which  is  important. 
Water  may  be  freely  given.  This  simple  pro- 
cedure I find  very  useful.  It  may  be  followed 
by  small,  frequent  salt-poor  feedings.  Foods 
that  may  be  a cause  of  asthma  are  excluded. 
Keeney  has  suggested  tissue  dehydration  by 
the  use  of  50  per  cent  sucrose,  50  to  100  cc. 
intravenously,  and  it  succeeds  temporarily  in 
some  cases,  especially  when  0.2  to  0.4  cc.  of 
epinephrine  is  added  to  the  sucrose. 

(c)  A third  method  used  with  success  in  some 
cases  aims  to  remove  the  mucus  plugs  by  suction 
through  a bronchoscope.  Such  a procedure 
should  be  accompanied  by  the  simultaneous  use 
of  epinephrine  1:1,000  subcutaneously.  Of 
course,  this  is  not  practical  for  frequent  use. 

Relief  of  Oxygen  Deficiency —Oxygen  is  of 
great  help  even  when  cyanosis  is  not  marked. 
Asthmatic  patients  dislike  tents  and  masks,  as  a 
rule.  I prefer  to  use  nasal  catheters  and  have 
found  them  most  practical.  Whether  to  use 
oxygen  alone  or  with  helium  is  a moot  question. 
The  expense  of  helium  is  prohibitive  when  the 
open  method  is  used  and  many  of  my  patients 
in  status  asthmaticus  do  not  tolerate  the  B.L.B. 
mask  or  tent.  Actually,  the  oxygen  alone  by 
nasal  catheter  seems  to  be  entirely  satisfactory. 

Measures  for  the  Rest  and  Comfort  of  the 
Patient. — Under  this  heading  we  first  have  seda- 
tion. The  mental  anxiety  and  tension  of  these 
patients  must  be  relieved  by  drugs.  The  bar- 
biturates are  useful  but  usually  not  sufficient. 
Paraldehyde,  1 to  3 drachms  in  water  with  syrup 
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of  orange  peel,  can  be  recommended,  but  it  is 
disagreeable.  For  adults,  codeine,  V2  to  1 
grain,  or  pantopon,  Ve  to  y3  grain,  repeated 
three  or  four  times  a day  is  of  greatest  use. 
Dosages  for  children  are  proportionately  re- 
duced. If  these  drugs  produce  vomiting  at 
first,  so  much  the  better,  for  it  is  more  effective 
than  coughing  in  dislodging  mucus  plugs.  I 
have  myself  never  seen  serious  results  from  the 
judicious  use  of  these  drugs,  or  even  morphine. 
Certainly  the  control  of  the  cough  is  necessary. 
I sometimes  use  chloral,  15  to  30  grains.  Aver- 
tin,  about  70  mg.  per  kilogram,  or  ether,  4 
ounces  in  3 ounces  of  oil,  by  rectum,  have  been 
recommended  by  some,  but  I find  little  use  for 
them  in  my  service. 

There  are  still  other  procedures.  Digitalis  is 
necessary  when  there  are  signs  of  heart  failure, 
best  indicated  by  delayed  circulation  time  or  by 
increased  venous  pressure.  One  should  always 
be  on  the  lookout  for  this,  especially  in  the  elderly 
patients,  and  in  patients  with  cor  pulmonale. 
Strophanthin,  Vioo  grain  intravenously,  may 
be  indicated  if  failure  is  acute. 

Irrigation  of  an  antrum  and  the  removal  of 
accumulations  of  pus  from  the  nose  by  suction 
or  irrigation  help  if  there  is  a purulent  infection 
of  the  upper  respiratory  tract.  Mustard  paste 
broadly  applied  to  the  front  and  back  of  the 
chest  at  intervals  is  very  comforting  to  many 
patients,  as  well  as  steam  inhalations,  especially 
in  those  with  acute  respiratory  infection. 

Artificial  fever  therapy  is  useful  in  prolonged 
status  asthmaticus.  I prefer  to  use  the  standard 
triple  typhoid  vaccine  intravenously,  at  first 
0.5  cc.  of  a 1:100  dilution  and  increasing  daily, 
perhaps  to  as  high  as  1 or  2 cc.  of  a 1 :10  dilution 
— enough  at  least  to  give  a temperature  of  102 
or  103  F.  Two  or  three  such  febrile  shock 
doses  often  bring  welcome,  though  temporary, 
relief. 

Histamine,  histaminase,  calcium,  and  potas- 
sium salts,  highly  regarded  in  some  quarters, 
have  not  yielded  worth-while  results  in  our 
clinic.  Atropine  and  belladonna  are  contra- 
indicated drugs.  Intrabronchial  use  of  iodized 
oil  is  mentioned  only  to  be  condemned  as  a 
dangerous  therapeutic  agent,  though  useful  for 
diagnostic  purposes  in  selected  cases. 

Time  does  not  permit  discussion  of  several 
other  aspects,  such  as  prophylactic  therapy,  the 
management  of  psychic  factors,  nutrition,  and 
climate,  all  of  which  are  of  importance  in  certain 
cases  and  are  included  in  the  efficient  manage- 
ment of  the  asthmatic. 

Dr.  Gold  : Are  there  any  questions? 

Dr.  C.  H.  Wheeler:  Dr.  Cooke,  I am  not 
quite  clear  on  your  notion  of  the  role  of  infection 
in  the  so-called  infectious  asthmatics.  Do  you 


believe  that  the  presence  of  infection  makes 
individuals  sensitive  to  extraneous  allergens, 
or  is  the  individual  sensitive  to  the  products  of 
the  metabolism  of  the  bacteria  he  carries? 

Dr.  Cooke:  The  absolute  proof  of  the 
existence  of  an  allergy  to  bacteria  is  lacking,  but 
just  as  we  speak  in  general  terms  of  drug  sensitiza- 
tions today,  so  also  do  we  speak  of  a bacterial 
sensitization.  What  is  called  allergy  to  bacterial 
substance  is  evidenced  by  the  fact  that  we  can 
induce  asthmatic  manifestations  by  the  injections 
of  minimal  doses  of  vaccine  in  certain  persons 
with  infective  asthma.  That  is  particularly 
true  when  vaccines  made  from  autogenous 
cultures  are  used,  and  I might  add  that  it  is  the 
reason  for  the  care  in  the  use  of  vaccines  thera- 
peutically. 

To  sum  up  then,  I believe  that  in  these  in- 
fective asthmas  we  are  dealing  with  a sensitiza- 
tion to  either  the  bacteria  or  their  products. 

Dr.  Wheeler:  And  so,  in  such  individuals 
little  or  nothing  is  to  be  hoped  for  by  attempting 
to  remove  things  from  their  environment,  such 
as  animals  or  feather  pillows? 

Dr.  Cooke:  That  is  true,  unless  they  are 
shown  by  skin  tests  to  be  atopic  persons  and  also 
sensitive  to  environmental  factors.  The  two, 
as  I said,  frequently  coexist. 

Dr.  Janet  Travell:  In  connection  with  the 
treatment  of  hay  fever,  I wonder  whether  Dr. 
Cooke  would  tell  us  the  distinctions  between  the 
terms  “desensitization”  and  “immunization.” 

Dr.  Cooke:  Well,  when  we  speak  of  desen- 
sitization what  we  really  mean  is  that  we  are 
whittling  away  and  destroying,  or  removing, 
the  reacting  antibody.  That,  I think,  would  be 
the  natural  concept  of  the  term  “desensitiza- 
tion.” 

However,  in  the  immunologic  study  of  these 
cases  we  find  that  when  we  begin  to  treat  hay 
fever  patients  with  injections  of  specific  antigen, 
a pollen  extract,  at  least  during  the  first  three  or 
four  months  the  circulating  sensitizing  antibody 
is  increased  in  the  blood  and  not  diminished,  al- 
though the  patient  may  be  clinically  free  at  the 
same  time.  There  is  evidently  an  increase  of 
the  skin-sensitizing  antibody,  and  since  that  is  so, 
it  does  seem  to  me  that  the  term  “desensitiza- 
tion” is  an  inappropriate  one.  We  believe,  al- 
though we  have  not  been  able  to  prove  it,  that 
through  injections  of  allergens  we  are  creating  a 
kind  of  actual  immunity  which  coexists  with  the 
sensitization. 

Dr.  Gold:  Dr.  Cooke,  what  is  the  basic 
difference  between  atopic  and  infectious  al- 
lergy? 

Dr.  Cooke:  When  the  term  “atopy”  was 
originally  coined  it  was  meant  to  designate  the 
so-called  hereditary  group,  but  it  has  come  to  be 
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used  today  to  designate  the  group  which  will 
give  positive  cutaneous  or  eye  reactions,  the 
group  which  is  “skin-sensitive/'  so  to  speak,  and 
in  which  the  cause  can  be  determined  by  a 
skin  test  or  an  eye  test.  This  is  not  the  case  in 
bacterial  allergy. 

Dr.  Gold  : Is  that  not  also  true  of  some  cases 
of  so-called  bacterial  infections? 

Dr.  Cooke:  In  asthma  of  infective  origin 
we  have  no  test  other  than  the  symptomatic 
test— that  is,  the  production  of  asthma  by  the 
injection  of  vaccine.  We  find  positive  skin 
tests  in  infective  cases  when  we  have  a combina- 
tion of  atopic  plus  infective  manifestations. 
There  is,  I think,  a good  reason  for  a differentia- 
tion of  the  two  types  because  immunologically 
they  are  strikingly  different. 

Dr.  Gold:  In  what  respect? 

Dr.  Cooke:  In  the  one  case,  the  atopic,  we 
have  the  skin-sensitizing  antibody  which  can 
be  demonstrated  by  taking  the  serum  of  sensitive 
persons  and  passively  sensitizing  a normal  skin. 
That  can  never  be  done  with  the  bacterial 
cases;  these  give  no  evidence  of  a skin-sen- 
sitizing mechanism. 

Dr.  Gold:  Are  there  any  other  questions? 

Student:  How  real  is  the  danger  in  the  use 

of  epinephrine  for  an  asthmatic  attack  in  cases 
with  hypertension? 

Dr.  Cooke  : I do  not  think  hypertension  is  a 
serious  contraindication.  We  have  had  to  use 
it  frequently  for  the  relief  of  an  asthmatic  par- 
oxysm in  such  patients.  Of  course,  the  actual 
increase  in  tension  created  by  epinephrine  is  not 
very  great,  and  is  not  very  longstanding,  and  the 
relief  from  the  dyspnea  is,  of  course,  a very  real 
thing. 

It  is  not  uncommon  in  patients  with  a moderate 
degree  of  hypertension  and  severe  asthma  to 
find,  after  an  injection  of  adrenalin,  that  with 
relief  of  asthma  the  pressure  goes  down  rather 
than  up.  In  other  words,  the  quieting  or  the 
lack  of  respiratory  effort,  as  well  as  the  lack  of 
tension,  resulting  from  comparatively  quiet 
breathing,  are  in  themselves  factors  in  the  reduc- 
tion of  pressure  following  the  use  of  adrenalin. 

Dr.  Wheeler:  How  often  do  you  find  it 
necessary  to  give  adrenalin  intravenously  in 
extremely  severe  paroxysms?  Is  it  ever  advis- 
able? Is  it  ever  necessary? 

Dr.  Cooke:  I think  the  only  occasions  in 

which  we  have  used  it  intravenously  are  in  cases 
of  shock  reactions  following  an  overdose,  let  us 
say,  of  a pollen  extract  or  horse  serum.  In 
such  instances  we  do  at  times  want  prompt  and 
immediate  relief ; but  with  more  standard  meth- 
ods of  preparation  and  with  a better  knowledge 
of  allergy,  our  serious  constitutional  reactions 
today  are  minimal  and  I have  not  seen  an 


intravenous  injection  given  for  perhaps  the  last 
five  years.  However,  we  have  had  to  use  them 
at  times  and  that  was,  of  course,  for  the  reactions 
following  an  accidental  serum  administration 
on  the  ward  to  a serum-sensitive  person. 

In  those  very  serious  cases  the  size  of  the  dose 
is  not  of  particular  importance.  Severe  adren- 
alin reactions  do  not  occur  even  from  a fairly 
large  dose.  One  could,  in  an  emergency  like 
that,  give  0.5  to  1 cc.  of  a 1:1,000  solution  in- 
travenously without  producing  any  serious  effect. 

Dr.  Gold  : That  is  remarkable. 

Dr.  Cooke  : On  the  other  hand,  where  one  is 
giving  it  with  the  sucrose  in  the  ordinary  case  of 
persistent  but  severe  dyspnea  one  gets  quite  a 
prompt  effect  from  0.2,  0.3,  or  0.4  cc.,  even  when 
diluted  in  50  to  100  cc.  of  sucrose. 

Dr.  Gold:  You  would  not  like  to  have  it 
made  a general  practice  to  give  intravenously 
0.5  cc.  of  1:1,000  of  epinephrine? 

Dr.  Cooke:  Certainly  not.  It  is  indicated 
only  in  cases  reacting  acutely  after  a dose  of 
some  allergen  such  as  serum  when  the  result 
might  be  fatal. 

Dr.  Gold:  Are  there  any  other  questions? 

Intern  : What  anesthetic  is  recommended 
for  operation  in  the  moderately  severe  chronic 
asthmatic? 

Dr.  Cooke:  In  the  asthmatics  we  have  used 
avertin,  about  70  mg.  per  kilogram,  for  the 
primary  anesthesia.  Dr.  Grove  seems  convinced 
that  these  patients  are  apt  to  have  respiratory 
difficulty  during  operation  with  avertin  anes- 
thesia, and  he  has  been  inclined  to  discontinue 
its  use.  In  the  last  six  months  or  so  he  has 
used  ether  alone  for  anesthesia.  These  patients 
take  ether  anesthesia  very  well. 

Dr.  Travell:  How  about  the  use  of  atropine 
in  allergic  rhinitis  in  hay  fever? 

Dr.  Cooke:  There  it  is  useful,  and  I think 
the  doses  need  to  be  very  small. 

Dr.  Wheeler:  Dr.  Cooke,  do  any  of  these 
newer  vasoconstrictors  like  neosynephrin  have 
any  advantage  over  the  older  ones,  like  ephedrine, 
in  the  treatment  of  allergic  conditions? 

Dr.  Cooke:  No,  I do  not  think  so.  Most 
of  us  use  neosynephrin,  especially  in  the  nasal 
cases,  as  a 1 or  2 per  cent  spray.  I think  we 
have  seen  more  trouble  from  neosynephrin  than 
perhaps  we  did  from  the  ephedrine  itself.  I 
cannot  see  that  it  has  lessened  the  reactions  which 
follow  its  persistent  use. 

Dr.  Gold:  Dr.  Cooke,  does  a dose  of  ephe- 
drine by  injection  have  any  effect  on  the  symp- 
toms in  hay  fever? 

Dr.  Cooke:  Yes,  it  will  relieve  an  acute 
nasal  blockage  temporarily  just  as  it  relieves 
asthma. 

Dr.  Gold:  Of  course,  it  is  widely  used  by 
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instillation,  but  I was  thinking  about  systemic 
administration. 

Dr.  Cooke:  I think  it  has  an  effect.  Just 
as  we  see  patients  obtain  relief  from  nasal 
blockage  from  the  oral  administration  of  one 
of  the  ephedrine  compounds,  so  also  they  receive 
relief  from  injected  epinephrine.  I believe 
patients  get  as  satisfactory  results  by  taking 
ephedrine  or  some  of  its  modifications  by  mouth 
as  by  use  of  the  nasal  spray.  The  danger  of 
local  vasomotor  reaction  is  absent. 

Student  : Does  adrenalin  fastness  ever  occur? 
Dr.  Cooke:  Whether  “fastness”  is  a correct 
term  or  not  I am  not  at  all  sure.  What  we 
generally  mean,  I think,  when  we  say  “adrenalin- 
fast”  is  that  the  patients  do  not  get  sympto- 
matic relief,  not  that  they  do  not  get  the  other 
effects  of  adrenalin.  I doubt  very  much  whether 
there  is  such  a thing  as  adrenalin  fastness  in  the 
sense  that  the  drug  has  ceased  to  exert  any 
pharmacologic  effect.  If  we  took  blood  pressures, 
or  if  we  watched  for  the  pallor  and  the  tremor, 
we  would  see  that  patients  get  those  effects. 
Of  course,  there  are  many  patients  who  do  not 
get  symptomatic  relief  following  the  injection 
of  epinephrine,  but  that  is  rather  because  of 
the  character  of  the  bronchial  lesion  and  the 
condition  of  the  plugging  of  the  bronchi  with 
inspissated  plugs  of  mucus. 

In  some  patients,  however,  in  whom  the 
adrenalin  does  not  seem  to  produce  a satisfactory 
clinical  response,  I think  aminophylline  is  often 
of  very  great  benefit. 

It  seems  to  me  a little  unfortunate  that  we  do 
not  know  more  about  how  that  drug  acts  in 
asthma.  I am  not  aware  of  any  studies  which 
have  thrown  light  upon  the  pharmacology  of 
aminophylline  in  asthma. 

Dr.  Gold:  Is  it  not  likely  to  be  due  to  a 
depression  of  the  smooth  muscle?  In  animal 
experiments,  bronchospasm  is  readily  relieved 
by  the  xanthines  as  a group.  Or  would  you 
think  that  is  not  the  explanation? 

Dr.  Cooke:  I think  it  is  one  of  the  possi- 
bilities, but  in  addition  to  that,  it  may  be  that 
in  the  bronchi  it  helps  also  because  it  dilates 
the  blood  vessels  just  as  it  does  in  the  skin  to 
produce  the  flushing.  It  may  do  the  same  thing 
in  the  mucous  membrane  and  help  to  free  and 
wash  out  the  plugs  of  mucus  by  increasing  the 
secretion  somewhat,  the  same  as  potassium 
iodide  does.  Whether  or  not  the  dyspnea  of 
asthma  is  really  the  result  of  bronchial  con- 
striction is  still  a moot  question. 

There  is  not  very  much  evidence  that  spasm 
of  the  smooth  muscle  of  the  bronchi  is  a very 
important  factor  in  the  production  of  the  asth- 
matic dyspnea.  Witness,  for  example,  the  fact 
that  in  the  pathologic  studies  we  see  some 


hypertrophy  of  smooth  muscle  fibers  of  the 
bronchi  in  asthma,  but  we  also  see  greater  hyper- 
trophy in  chronic  bronchitis  which  is  not  char- 
acterized by  dyspnea.  Pathologic  studies  cer- 
tainly indicate  that  in  the  status  asthmaticus 
cases  the  major  part  of  the  obstruction  is  due 
to  the  actual  blocking  of  the  bronchi  with  the 
accumulations  of  mucus,  characteristically  a 
very  tough,  tenacious  mucus  that  even  at  autopsy 
can  be  removed  only  with  difficulty.  It  is  like 
a rubber  stopper  when  you  try  to  pull  it  out 
from  the  medium-sized  or  even  the  larger  bronchi. 

Dr.  Gold:  Dr.  Cooke,  you  spoke  about  de- 
hydration, and  you  mentioned  the  use  of  sugar 
solutions  and  also  the  potassium  salts  in  an 
endeavor  to  effect  dehydration.  We  have  very 
much  better  agents  for  dehydration  than  either 
one  of  those.  Mercupurin  can  dry  people  up 
very  effectively. 

Dr.  Cooke:  We  have  tried  it  in  a few  cases. 
It  did  not  in  those  instances  show  outstanding 
results,  but  I think  it  would  be  worth  further 
trial. 

Dr.  Travell:  Would  it  not  be  more  logical 
to  try  to  liquefy  the  thick  mucus  plug? 

Dr.  Cooke:  Yes,  it  would,  but  we  have  no 
agent  that  I know  of  at  the  present  time  that  is 
particularly  satisfactory  other  than  the  potas- 
sium iodide,  which,  while  useful  in  many  cases, 
is  certainly  inefficient  in  most  of  them. 

Student:  I should  like  to  ask  what  the  value 
of  alcohol  is  in  treating  asthmatics?  If  there  is 
any,  would  that  be  because  of  the  dehydrating 
process? 

Dr.  Cooke:  We  do  not  prescribe  it,  but 
patients  use  it.  I can  recall  patients  who  have 
told  us  that  they  know  one  way  of  getting  relief 
when  they  have  a very  bad  time  and  that  is  to 
take  enough  alcohol  to  get  good  and  tight.  It 
is  probably  the  sedation  rather  than  any  other 
effect  such  as  dehydration  which  is  helpful. 
They  simply  forget  their  troubles  for  the  time 
being. 

Summary 

Dr.  Walter  Modell:  The  treatment  of 
hay  fever  depends  on  whether  it  is  of  the  vaso- 
motor or  the  hyperplastic  type.  In  the  former, 
treatment  consists  in  avoiding  the  cause,  in 
immunization,  and  in  symptomatic  medication, 
while  in  the  latter  type  in  which  irreversible 
changes  in  the  nasal  mucosa  have  probably 
developed  and  infection  may  be  established, 
the  attempt  is  made  to  avoid  irritants  and  to 
eliminate  the  infection,  by  specific  (preferably 
autogenous)  vaccines,  or  surgery  if  all  else  fails, 
and  by  purely  symptomatic  treatment. 

For  the  treatment  of  asthma,  the  atopic  and 
infective  types  are  separately  considered.  In 
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general  their  treatment  corresponds  to  that  of 
the  vasomotor  and  hyperplastic  types  of  hay 
fever,  the  atopic  type  of  asthma  to  the  former, 
the  infective  asthma  to  the  latter.  In  the  former 
the  cause  is  avoided  and  immunization  is  to  be 
tried;  in  the  latter  the  primary  move  is  against 
the  infection.  These  outlines  follow  the  gen- 
erally accepted  and  well-known  patterns  of  treat- 
ment and  the  details  need  not  be  repeated  here. 
What  is  more  in  need  of  emphasis,  perhaps,  is 
the  treatment  of  the  urgent  symptoms  and  oc- 
casional emergencies  which  do  arise  and  which 
are  not  frequently  treated  by  those  in  general 
practice.  These  are  the  situations  which  give 
difficulty  when  often  some  simple  procedure 
will  bring  prompt  and  dramatic  relief. 

Bronchial  obstruction  presents  one  of  these 
urgent  situations.  For  this  condition  3/»  grain 
of  ephedrine  by  mouth  with  or  without  a sedative 
dose  of  some  barbiturate,  or  vaporization  with 
1:100  (not  1:1,000)  epinephrine,  or  a subcuta- 
neous or  even  an  intravenous  injection  of  epineph- 
rine may  give  relief.  For  less  acute  symptoms, 


2 mg.  of  “slowly  absorbed”  epinephrine  (in  oil 
or  gelatin)  has  advantages.  Aminophvlline, 
0.5  Gm.  intramuscularly,  is  also  of  occasional 
help. 

Oxygen  is  of  use  to  overcome  the  oxygen 
deficiency  but  it  should  be  remembered  that 
asthmatics  usually  tolerate  nasal  catheters 
better  than  masks.  Dehydration  sometimes 
helps  in  bronchial  obstruction.  In  practice 
a low  salt  diet  or  a low  sodium-ash  diet  together 
with  an  iodide  or  a chloride  of  potassium  (0.3 
to  0.6  Gm.  potassium  iodide  or  potassium 
chloride  three  times  a day)  is  useful.  One  suc- 
cessful plan  places  the  patient  on  such  a regimen, 
and  cathartics  are  administered  morning  and 
evening.  With  sufficient  sedation  some  pa- 
tients tolerate  this  treatment  for  a few  days  and 
obtain  relief.  Bronchial  plugs  may  be  directly 
removed  by  suction. 

For  severe  reactions  following  the  administra- 
tion of  allergens  it  may  be  necessary  to  ad- 
minister epinephrine  subcutaneously,  or  in 
very  urgent  cases,  a small  dose  intravenously. 


ANOTHER  RAGWEED  POLLEN  SURVEY 

For  the  benefit  of  hay  fever  victims  in  New  York 
State  who  seek  havens  of  relief  during  the  summer 
and  fall,  the  New  York  State  Department  of  Health 
will  conduct  another  survey  this  year  in  the  Adiron- 
dack mountain  section  to  obtain  additional  informa- 
tion on  the  concentration  of  ragweed  pollen  in  the 
atmosphere. 

Preliminary  plans  call  for  the  installation  of 
pollen  count  stations  at  Old  Forge,  Indian  Lake, 
Speculator,  and  Loon  Lake.  All  these  places  are 
on  the  rim  of  the  area  known  to  be  relatively  free 
from  ragweed  and  its  pollen.  The  purpose  of 
placing  the  stations  in  these  communities  will  be  to 
determine  whether  or  not  the  “free”  area  has  en- 
larged as  the  result  of  ragweed  eradication  programs 
which  have  been  in  progress  in  this  vicinity  for 
several  years. 

Similar  pollen  count  stations  have  been  operated 


by  the  Department  since  1937  with  the  exception 
of  last  year.  With  the  assistance  of  volunteer 
attendants,  it  is  expected  that  the  stations  will  be 
opened  about  the  middle  of  August  and  continued 
until  the  first  fall  frosts.  Oil-coated  glass  slides 
will  be  exposed  for  periods  of  twenty-four  hours 
each  under  protective  roofs  which  will  permit  free 
movement  of  air  across  the  oiled  surfaces.  These 
slides,  which  will  provide  a permanent  record  of  in- 
tensity and  concentration  of  ragweed  pollen  in  the 
air  during  the  season,  will  be  examined  under  the 
microscope  and  the  findings  recorded  for  each  day 
of  exposure.  The  results  will  be  available  late  in 
the  fall  after  the  final  counts  have  been  completed. 

The  Division  of  Public  Health  Education  will 
send  pamphlets  on  hay  fever  and  ragweed,  together 
with  maps  of  the  “pollen-free”  area,  to  anyone  in 
the  state  upon  request. 


DR.  S.  S.  GOLDWATER  MEMORIAL  FUND 
Under  the  will  of  the  late  Dr.  S.  S.  Goldwater, 
former  commissioner  of  hospitals  of  the  city  of  New 
York,  Mount  Sinai  Hospital  will  receive  a sum  of 
money  which  with  supplementary  gifts  from  Mrs. 
Goldwater  will  be  used  to  establish  a fellowship  in 
hospital  administration  to  be  known  as  the  Dr.  S.  S. 
Goldwater  Memorial  Fund.  Students  and  workers 
in  hospital  administration  who  qualify  will  receive 
SI, 000  annually. — Medical  Record 


FELLOWSHIPS  IN  HEALTH  EDUCATION 
The  United  States  Public  Health  Service  has  re- 
ceived a grant  from  the  W.  K.  Kellogg  Foundation 
for  the  establishment  of  20  fellowships  leading  to  a 
master’s  degree  in  public  health  with  a major  in 
health  education.  The  grant  will  help  to  meet  the 
need  for  qualified  educators  to  carry  on  essential 
health  education  both  during  and  after  the  emer- 
gency. The  training,  which  began  on  March  20,  is 
being  given  at  the  University  of  North  Carolina. 


Case  Report 


INTESTINAL  OBSTRUCTION,  BILIARY  CALCULUS,  SENILITY,  OPERATION, 

RECOVERY 

Henry  J.  Vier,  M.D.,  White  Plains,  New  York 


TNTESTINAL  obstruction  resulting  from  gall- 

stones  is  of  infrequent  occurrence,  but  when  it 
is  encountered  it  is  of  grave  consequence.  A recent 
comprehensive  review  of  the  literature  by  Foss  and 
Summers*  ably  presents  the  subject  and  quotes  the 
oldest  patient  in  the  literature  reviewed  as  being  83 
years  old.  The  type  of  treatment  in  this  case  is  not 
stated,  and  whether  or  not  recovery  occurred  is  ap- 
parently not  known.  One  of  my  own  cases  reported 
herein  is,  to  the  best  of  my  knowledge  and  belief, 
the  oldest  patient  on  record  who  has  suffered  from 
this  condition,  was  operated  upon,  and  has  made  a 
prompt  recovery. 

Case  Report 

Mrs.  M.  McH.  (Case  No.  724),  aged  86,  entered 
St.  Agnes  Hospital  at  7:00  p.m.  March  13,  1942, 
with  a chief  complaint  of  severe,  cramp-like  ab- 
dominal pain,  accompanied  by  nausea  and  vomit- 
ing. The  onset  of  the  pain  occurred  eight  hours  be- 
fore admission. 

She  gave  a past  history  of  an  operation  for  pro- 
cidentia twenty  years  before,  with  good  result. 
She  had  remained  active  and  vigorous  since  then 
and  possessed  exceptional  mental  acuity.  In  No- 
vember, 1936,  she  suffered  for  about  three  weeks 
from  slight  upper  abdominal  pain,  with  nausea  and 
vomiting.  No  particular  tenderness  or  rigidity  was 
then  observed,  and  no  masses  were  palpable,  but  a 
few  days  following  the  onset  of  the  attack  jaundice 
developed  and  persisted  for  two  weeks.  All  symp- 
toms gradually  abated  with  palliative  treatment, 
but  her  weight  dropped  from  152  pounds  to  112 
pounds  in  about  six  weeks. 

She  then  remained  active  and  symptom-free  until 
December,  1941,  when  she  had  a similar  attack, 
this  time  without  jaundice  or  noticeable  weight 
loss.  She  improved  gradual^  with  rest,  sedation, 
restricted  diet,  ice  bag,  etc.  She  was  incapacitated 
at  that  time  for  four  weeks. 

Early  on  the  day  of  admission  her  bowels  had 
functioned  well,  but  repeated  enemata  after  she 
entered  hospital  were  ineffectual.  Her  temperature 
was  97.8  F.,  pulse  78,  respirations  26. 

Physical  examination  revealed  a very  old  woman 
in  obvious  pain.  Eye  examination  showed  the  sclera 
to  be  clear,  the  pupils  equal  and  reacting  normally 
to  light  and  accommodation.  The  patient  had  both 
upper  and  lower  dentures.  The  throat  was  nega- 
tive, and  there  was  no  enlargement  of  thyroid  or 
palpable  cervical  nodes. 

The  chest  was  negative,  with  regular  heart 
sounds,  good  tone,  and  no  murmurs.  Blood  pres- 
sure was  148/80. 

The  abdomen  was  very  slightly  distended,  with 
moderate,  generalized  tenderness  and  rigidity  but 
no  palpable  masses.  Digital  examination  of  the 


rectum  was  negative.  The  extremities  were  nega- 
tive. 

Examination  of  the  urine  showed  it  to  be  straw- 
colored,  cloudy,  and  acid.  Specific  gravity — 
quantity  was  insufficient;  reaction  for  albumin  was 
3 plus,  and  for  sugar  it  was  negative.  Blood  exam- 
ination revealed  innumerable  leukocytes  per  high 
power  field,  with  clumping,  no  casts,  20  to  25  red 
blood  cells  per  h.p.f.,  and  large  amount  of  amorphous 
urates. 

The  blood  count  was  as  follows:  erythrocytes, 

4,690,000;  leukocytes,  15,600;  hemoglobin,  83 
per  cent  (Newcomer);  polymorphoneutrophils 
meta  II,  9 per  cent,  segmented,  85  per  cent;  lym- 
phocytes, 5 per  cent;  mononuclears,  1 per  cent. 
The  blood  examination  showed  the  following: 
hematocrit,  48  per  cent;  plasma  specific  gravity, 
1.0268;  plasma  proteins,  6.76  per  cent;  blood 
chlorides,  290  mg.  per  100  cc. 

A flat  plate  of  the  abdomen  was  reported  as  fol- 
lows: “Roentgenogram  made  of  the  abdomen  in 

the  anteroposterior  direction  shows  no  abnormal 
collection  of  gas  suggestive  of  intestinal  obstruction. 
The  outline  of  the  intestines  is  shown  distinctly, 
and  they  are  normal  in  size,  shape,  and  position. 
The  psoas  margins  are  sharply  outlined.  There  is  a 
moderate  degree  of  osteoarthritis  involving  the 
spine  and  sacroiliac  articulation.” 

Wangensteen  drainage  was  instituted.  Morphine 
sulfate,  Ve  grain  every  six  to  eight  hours,  as 
required  to  control  pain,  was  administered.  She  re- 
ceived intravenously  500  cc.  of  5 per  cent  sodium 
chloride,  followed  by  500  cc.  of  plasma,  1,000  cc. 
of  5 per  cent  glucose  in  distilled  water,  and  finally 
1,000  cc.  of  Hartmann’s  solution.  All  were  given 
slowly. 

The  pain  persisted  throughout  the  night.  On  the 
following  morning,  March  14,  the  patient  presented 
a slight  increase  in  abdominal  distension.  A metallic 
tinkle  was  audible  with  the  stethoscope,  and  the 
greatest  tenderness  was  just  to  the  left  of  the  um- 
bilicus, where  a few  slightly  distended  coils  of  small 
bowel  were  palpable.  Twenty-five  ounces  of  ap- 
parently duodenal  contents  were  observed  from  the 
Wangensteen  drainage.  Another  blood  examination 
showed  the  following:  hematocrit,  52  per  cent; 

specific  gravity  of  plasma,  1.0267;  plasma  proteins, 
6.73  per  cent;  and  plasma  chlorides,  412.5  mg.  per 
100  cc. 

Operative  interference  was  decided  upon,  and  no 
attempt  was  made  to  use  the  Miller- Abbott  tube. 
The  patient  was  taken  to  the  operating  room  at 
11:40  a.m.,  March  14,  about  twenty-four  hours  fol- 
lowing the  onset  of  her  pain.  The  following  is  the 
record  of  her  operation: 

“Small  amount  of  clear  fluid  noted  in  the  peri- 
toneal cavity.  Small  bowel  slightly  distended  to 
point  from  approximately  2 to  3 feet  proximal  to  the 
ileocecal  valve.  Obstruction  due  to  exceptionally 
large  gallstone,  impacted  in  the  lumen.  No  further 
effort  was  made  to  explore  the  abdominal  cavity. 


* Foss,  Harold  L.,  and  Summers,  J.  Dent:  Ann.  Surg. 

115:  721-735  (May)  1942. 

1233 


1234 


HENRY  J.  VIER 


[N.  Y.  State  J.  M. 


It  is  apparent  that  this  patient,  during  the  time  of 
the  recent  acute  cholecystitis,  established  a fistula 
between  the  gallbladder  and  the  duodenum,  through 
which  the  large  stone  causing  the  obstruction 
passed.” 

Procedure. — Following  the  usual  preparation  and 
under  regional  anesthesia  (novocain  x/2  of  1 per 
cent)  a mid-left  rectus  incision  was  made,  hemostasis 
was  accomplished,  and  the  peritoneal  cavity  was 
opened. 

Saline  tapes  were  inserted,  and  at  this  point 
G.O.E.  anesthesia  was  begun.  The  exploring 
hand  readily  found  the  point  of  obstruction,  which 
was  delivered  into  the  wound,  and  after  both  limbs 
of  the  small  gut  were  “milked  back”  from  the  point 
of  obstruction,  a soft,  rubber-covered  clamp  was 
applied.  The  bowel  was  grasped  with  Babcock 
clamps,  and  an  incision  was  made  in  the  antimesen- 
teric  portion  of  the  bowel  in  its  long  axis,  with  the 
gallstone,  about  3V2  cm.  in  diameter,  being  lifted 
out  with  forceps.  The  bowel  was  then  sutured  in 
the  opposite  direction  in  order  not  to  decrease  the 
diameter  of  the  lumen.  First  a layer  of  fine,  inter- 
rupted chromic  catgut  was  used,  and  this,  in  turn, 
was  covered  with  two  additional  layers  of  inter- 
rupted sutures  of  the  same  material.  Five  Gm.  of 
sulfathiazole  were  then  placed  in  the  operative  area, 
and  the  wound  was  closed  with  through-and- 
through  steel  wire  alloy  sutures.  Clips  were  put  in 
the  skin,  and  dressings  were  applied.  During  the 


operation,  the  patient  received  500  cc.  of  plasma. 
Her  immediate  postoperative  condition  showed 
practically  no  shock. 

The  Wangensteen  suction  was  not  interrupted 
during  the  course  of  the  operation.  Forty-eight  | 
hours  postoperatively  the  patient  developed  a pneu- 
monic process  at  the  base  of  the  right  lung,  which 
promptly  cleared  up  with  sulfathiazole  therapy  and 
the  use  of  an  oxygen  tent. 

She  experienced  very  little  discomfort  and  vomited 
a small  quantity  of  bile-stained  fluid  on  two  oc- 
casions. She  expelled  flatus  freely  on  the  first  day 
after  operation,  and  the  following  day  her  bowels 
functioned  spontaneously  and  freely.  On  the  fourth 
postoperative  day  she  again  vomited,  this  time  evi- 
dently as  the  result  of  the  sulfathiazole,  for  when  this 
was  discontinued,  the  vomiting  ceased. 

Fluids  and  plasma  were  given  as  their  need  was 
indicated  by  repeated  blood  studies.  Ascorbic  acid, 
100  mg.,  was  administered  hypodermically  once  1 
daily. 

The  patient  celebrated  her  eighty-sixth  birthday  j 
on  her  fourth  postoperative  day. 

Her  wound  healed  per  primam  intentionem,  and 
she  was  discharged  from  the  hospital  on  the  seven- 
teenth day  after  operation.  She  called  at  my  office 
on  May  23,  1942,  and  reported  that  her  appetite  j 
was  good,  and  her  bowels  functioned  daily.  She 
had  lost  no  weight,  and  she  had  suffered  no  indiges- 
tion or  pain. 


PHYSICIAN’S  HANDBOOK  ON  RHEUMATIC  FEVER 


Rheumatic  Fever  in  Children — Its  Recognition  and 
Management,  a 32-page  clinical  handbook  written 
for  the  practicing  physician,  has  just  been  released 
by  the  Metropolitan  Life  Insurance  Com- 
pany. 

It  assembles  under  one  cover  the  modern  concepts 
of  the  disease — its  nature,  diagnosis,  and  prognosis 
and  the  individual  and  community  problems  in- 
volved in  the  care  of  the  patient.  A group  of 
distinguished  clinicians  and  the  following  organiza- 
tions assisted  in  its  preparation:  the  American 

Heart  Association,  the  American  Academy  of 
Pediatrics,  the  Children’s  Bureau  of  the  United 
States  Department  of  Labor,  and  the  United  States 


Public  Health  Service.  Other  educational  material 
has  been  developed  by  the  Company  in  connection 
with  its  national  program  to  reach  the  general  public  1 
and  the  medical  profession  with  information  on 
this  disease. 

Single  copies  of  the  handbook  are  being  made  I 
available  to  physicians,  without  charge,  chiefly  j 
through  the  16,000  field  representatives  of  the  . 
Metropolitan  Life  Insurance  Company.  Physicians 
who  wrish  a copy,  and  wdio  have  not  obtained 
one  by  June  1,  should  write  to  Dr.  George  M. 
Wheatley,  Assistant  Medical  Director,  Metropolitan  | 
Life  Insurance  Company,  1 Madison  Avenue,  I 
New  York,  New  York. 


U.S.  PUBLIC  HEALTH  SERVICE  FEATURED  IN  FILM 


Dr.  Carl  E.  Rice,  currently  in  charge  of  the 
Community  Medical  and  Dental  Section  of  the 
U.S.  Public  Health  Service  at  Bethesda,  Marly  and, 
is  featured  in  RKO’s  “Medicine  on  Guard,”  which 
tells  the  story  of  the  typical  wartime  community 
faced  by  urgent  health  problems  arising  from  the 
shortage  of  doctors. 

Dr.  Rice  works  in  close  cooperation  with  the 
Procurement  and  Assignment  Service  of  the  War 
Manpower  Commission  and  when  appealed  to  by 
the  harassed  local  physician  he  arranges  the  re- 
location of  a doctor  from  a less  critical  area.  This 
latest  “This  Is  America”  two-reel  feature  depicts 
the  rising  incidence  of  tuberculosis  in  a typical 
industrial  community,  and  again  it  is  the  U.S. 


Public  Health  Service  that  comes  to  the  rescue. 
Under  the  direction  of  Dr.  Herman  E.  Hilleboe,  j 
this  menace  is  being  checked  through  the  use  of  the  j 
mobile  photofluorographic  units  wLich  are  set  up 
in  the  factories  themselves  and  take  mass  chest 
plates  of  the  workers  wdth  a minimum  of  time  loss 
and  expense.  The  elaborate  laboratories  of  the 
Bureau  of  Industrial  Hygiene  under  the  direction  of 
Dr.  James  G.  Townsend  are  shown  determining  the 
causes  of  occupational  disabilities  and  thus  keeping 
the  industrial  health  of  America  at  its  usual  high 
level.  These  aspects  of  the  U.S.  Public  Health 
Service’s  home-front  battle  against  sickness  and 
disease  are  illuminatingly  and  entertainingly  filmed 
in  “Medicine  On  Guard.” 


Medical  Society  of  the  State  of  New  York 
Minutes  of  the  House  of  Delegates — May  3-6,  1943 

INDEX 


Tuesday  morning  and  afternoon  sessions  appear  in  this  issue  ( Sections  ?7-10£).  The  minutes 
of  the  Monday  morning  and  afternoon  sessions  appeared  in  the  June  15  issue  ( Sections  1-76). 

(All  References  Are  to  Sections) 


Addresses: 

President,  5,  7,  61 
President-Elect,  6,  61 
Speaker,  4,  61 

Incoming  President-Elect,  98 
Incoming  Second  Vice-President,  99 
Advertising  in  Journal,  52 
American  Medical  Women’s  Association: 
Commendation  Received,  38 
Introduction  of  President-Elect,  41 
Announcements  by  Speaker,  4,  40,  90 

Barringer,  Dr.  Emily  D.,  37,  55 
Basic  Science  Law,  31,  62 
Benevolence  Fund,  19 
Blood  and  Plasma: 

Exchange  Bank,  28,  91 
Special  Council  Committee,  28,  91 
Brittain,  Dr.  Robert,  95 
Brosnan,  The  Late  Lorenz  J.,  14,  85 

Censors’  Report,  49 

Chemical  Warfare,  Medical  Aspects,  76 
Child  Welfare,  9,  59,  76 
Chiropractic : 

Bill  Defeated  in  Legislature,  11,  48 
State  Commission  Created  for  Study,  1 1 , 48 
Study  Subcommittee  of  Legislative  Committee, 
13,  82 

Citizenship  Requirement  for  License  to  Practice, 
23,  78 

Constitution  and  Bylaws — Amendments  Adopted: 
Expense  Vouchers,  Payment,  18 
House  of  Delegates  Membership,  18 
Constitution  and  Bylaws — Amendments  Proposed: 
Redistribution  of  County  Delegates  to  House, 
63,  89 

Expenses  of  A.M.A.  Delegates,  83 
Constitution  and  Bylaws  Amendments — Action 
Postponed: 

Benevolence  Fund,  19 
Coroner  System,  77 
County  Health  Units,  13,  82 
Credentials,  1,  42 

Delegates,  Other  State  Societies,  17 
Delegates  to  A.M.A.,  Expenses,  83 
Dental  Health,  76 
Directory,  30,  52,  54 
District  Branch  Reports,  49 
Dues  Remissions: 

To  Members  in  Armed  Services  Only  When 
Commissioned,  82 

Granted  on  Equal  Basis  to  Men  and  Women,  82 
Members  in  Veterans  Administration  Facilit}r, 
44,  88 


Elections,  92 

Expense  Vouchers,  Payment,  18 

Foreign  Physicians: 

Survey  Suggested,  47,  75 
Licensure,  86 

4-H  Clubs  and  Youth  Activities,  76 

Hambrook,  The  Late  Augustus  J.,  13,  82 
Historical  War  Data  Publication,  52 
Hospitals: 

Liaison  Committee  with  Administrators,  26,  68 
Workmen’s  Compensation  for  Paid  Staff  Physi- 
cians, 35,  70 

Industrial  Health,  9,  76 
Interns: 

From  Unapproved  Medical  Colleges,  27,  69 
Compensation  Coverage,  77 

Journal,  52 

Legal  Counsel,  85 
Legislation,  11,  48 

Legislative  Committees,  Fall  Meeting,  29,  81 
Licensure : 

Renewal,  Persons  in  Military  Service,  11,  48 
Full  Citizenship  Requirement,  Law  Amendment, 
23,  78 

Committee  on  Medical  Licensure,  86 
Foreign  Physicians,  86 

Longshoremen  and  Harbor  Workers,  Free  Choice 
of  Physicians,  33,  79 

Madill,  The  Late  Grant  C.,  13,  82 
Malpractice  Defense  and  Insurance,  14,  85 
Maternal  and  Child  Welfare,  9,  59,  76 
Medical  Expense  Indemnity  Insurance,  87 
Medical  Policies  Planning  Committee,  4,  61,  96 
Medical  Practice  Act: 

Amendment,  21,  57 

Use  of  Reregistration  Fees  to  Investigate  Com- 
plaints, 11 

Medical  Preparedness  ( see  War  Participation) 
Medical  Publicity,  52 
Medical  Relief: 

Report,  59 

“Direct  Payment,”  34,  59 
Families  of  Service  Men,  9,  59 
Medical  Schools,  Unapproved,  27,  69 
Memorials,  13,  14,  82,  85 
Mental  Hygiene,  State  Administration,  45,  74 
Minutes  (1942),  2 

Moreland  Act  Investigation,  22,  56 

New  York  State  Education  Department: 

State  Society  Representatives  to  Confer  on 
High  School  Program,  10,  51 


1235 


1236 


HOUSE  OF  DELEGATES 


[N.  Y.  State  J.  M. 


Amendment  to  Law  as  to  Medical  Licensure,  23, 
78 

New  York  State  Health  Department,  Aid  in  Post- 
graduate Courses,  8,  50 

New  York  State  War  Council — Physical  Fitness 
Program,  51 
Nominations,  82 
Nursing  Problems: 

Practical  Nurse  Training,  36,  65 
Shortage,  77 

Office  Administration  and  Policies: 

Committee  Continuation,  15,  60 
Personnel  Plans,  82 
Officials  on  Leave  of  Absence,  82 

Planned  Parenthood,  46,  80 
Planning  Committee  for  Medical  Policies: 
Approval  of  Creation,  4,  61 
Appointments  by  Speaker,  96 
Postgraduate  Education,  8,  50 
Pre-Employment  Industrial  Physical  Examina- 
tions, 77 

President’s  Reports,  5,  7,  61 
Principles  of  Professional  Conduct — Amendment, 
32,  66 

Prize  Essay  Report,  93 

Procurement  and  Assignment  Service,  12,  64 

Public  Health  Matters,  9,  76 

Public  Relations  and  Economics,  Report,  77 

Publication  Committee: 

Continuation,  16,  53 
Report,  52 
Publicity,  52 

Radiology  Bill,  11,  48 

Reference  Committees,  3 

Regents  Appointment  Suggested,  39,  67 

Rheumatic  Fever,  76 

Roll  Call,  92 

School  Health,  10,  51 
Scientific  Exhibits,  Awards,  94 


Scientific  Sections,  Representation  in  House,  18 

Secretary’s  Report,  49 

Speaker: 

Recommendation  of  Creation  of  Special  Com- 
mittee, 4,  61 

Appointment  of  Special  Committee  Members,  96 
Announcements,  4,  40,  90 

Townsend,  The  Late  Terry  M.,  13,  82 
Treasurer’s  Report,  73 
Trustees,  Board  of — Report,  73 
Tuberculosis  and  Chest  Diseases,  9,  76 

U.S.  Cabinet  Secretary  of  Health,  24,  71 
U.S.  Pharmacopeia,  82 

Veterans  Administration  Facility — Remissions  of 
Dues,  Members  Serving,  44,  88 
Votes  of  Thanks: 

Arrangements  Subcommittee,  100 
Scientific  Program  Subcommittee,  101 
Speaker,  102 

Waldorf-Astoria,  Greetings  Received,  97 
War  Participation,  12,  64 
Woman’s  Auxiliary,  13,  82 
Women  Physicians: 

Commissioned  in  Army  and  Navy,  37,  38,  43 
Granting  of  Dues  Remissions,  82 
Women’s  Medical  Society  of  New  York  State, 
Commendation  Received,  43 
World  Food  Conference  Representation,  25,  72 
W orkmen’ s Compensation : 

Report,  84 

Full-Time  Director  for  Bureau,  20,  58 
Moreland  Act  Investigation,  22,  56 
Amendment  to  State  Law  to  Cover  Paid  Hospital 
Physicians,  35,  70 

Conferences  with  Committee  on  Public  Relations 
and  Economics,  77 

Federal  Act  re  Longshoremen  and  Harbor 
Workers,  33,  79 


House  of  Delegates 
Minutes  of  the  Annual  Meeting 

[Continued  from  page  1169,  June  15  issue ] 

Morning  Session 

May  4,  1943 


The  session  convened  at  9:00  a.m. 

Speaker  Bauer:  The  House  will  be  in  order. 

Has  anyone  any  further  resolutions  to  introduce? 

There  was  no  response 

Speaker  Bauer:  If  there  are  no  resolutions,  we 

will  proceed  to  the  reports  of  the  Reference  Com- 
mittees. 

Section  77 

Report  of  the  Reference  Committee  on  Report  of  the 

Council — Part  X:  Public  Relations  and  Eco- 

nomics 

Dr.  W.  W.  Street,  Onondaga:  The  committee’s 
report  on  its  yearly  activity  is  largely  informative. 

No  recommendations  are  included. 

We  note  with  sorrow  the  passing  of  the  former 
chairman,  Dr.  Augustus  J.  Hambrook.  His  loyalty 
and  qualifications  are  well  known  to  this  House  of 
Delegates  and  to  the  medical  profession  of  New  York 
State.  We  sincerely  regret  his  loss,  and  we  cherish 
his  memory. 

The  work  of  the  committee  has  been  very  ably 
carried  on  under  the  leadership  of  Dr.  Herbert  H. 
Bauckus,  who,  as  a member  of  the  committee,  was 
familiar  with  the  problems  at  hand.  As  stated  in 
this  report,  the  most  important  function  of  organized 
medicine  has  been  its  part  in  promoting  the  winning 
of  the  wrar.  This  committee  has  cooperated  to  the 
full  extent  in  this  effort. 

Nursing  Shortages.  This  committee  met  with 
the  New  York  State  Nursing  Council  For  War 
Service  to  discuss  and  obtain  a free  exchange  of 
opinion  to  enable  the  country  to  obtain  the  maxi- 
mum amount  of  service  from  the  much  needed  but 
limited  nursing  personnel.  It  is  planned  that  fur- 
ther conferences  on  this  matter  will  be  held.  Your 
reference  committee  is  in  hearty  accord  with  this 
effort  and  recommends  its  continuance. 

Workmen’s  Compensation  Problems.  During 
the  year,  several  conferences  were  held  with  Dr. 
David  J.  Kaliski,  director  of  the  Workmen’s  Com- 
pensation Bureau,  concerning  various  phases  of  com- 
pensation problems.  It  was  especially  emphasized 
that  county  societies  should  adhere  to  the  minimum 
fee  schedules  as  a standard  for  evaluation  of  medical 
services,  especially  with  groups.  Other  questions, 
such  as  raising  some  of  the  items  in  the  Workmen’s 
Compensation  Fee  Schedule  now  in  effect  and  the 
present  application  of  the  principle  of  free  choice  of 
physicians  by  the  employee,  were  also  discussed. 
Undoubtedly  these  questions  wrill  be  reported  more 
in  detail  in  the  report  of  the  Workmen’s  Compensa- 
tion Committee.  Your  reference  committee  recom- 
mends the  continuance  of  close  cooperation  between 
these  committees  in  the  administration  of  this  law'. 

The  physician,  in  active  practice,  must  also  do  his 
part  to  make  the  law  work  successfully  and  smoothly. 

Intern  Insurance.  Your  reference  committee 
notes  with  satisfaction  the  obtaining  of  the  ruling 
from  our  Counsel  that  interns  and  resident  physi- 
cians in  hospitals  come  under  the  Workmen’s  Corn- 
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pensation  Law  when  affected  by  accident  or  any 
compensable  disease. 

Industrial  Examinations.  Your  reference  com- 
mittee heartily  commends  the  committee  for  re- 
emphasizing its  code  of  ethics  to  the  effect  that  re- 
jection or  demotion  of  any  person  shall  be  based 
solely  upon  accepted  medical  and  scientific  criteria 
in  industrial  physical  examinations. 

Farm  Worker  Problem.  Your  reference  com- 
mittee heartily  approves  the  efforts  of  this  committee 
in  solving  the  problems  of  medical  care  of  indigent 
migratory  farm  workers. 

Coroner  System.  Your  reference  committee  is  in 
sympathy  with  the  committee’s  effort  to  improve 
the  present  coroner  system  to  the  end  that  post- 
mortem examinations  should  be  done  by  properly 
trained  pathologists.  It  is  hoped  that  continued 
effort  will  be  made  to  bring  this  about. 

The  work  of  this  committee  brings  it  in  touch 
with  many  of  our  other  committees,  as  it  bridges  the 
gap  betwreen  organized  medicine,  on  the  one  hand, 
and  the  lay  people  of  the  State  on  the  other.  It  is 
hoped  that  the  committee  will  continue  to  function 
with  the  same  high  quality  of  service  as  in  the  past. 

I move  the  adoption  of  the  report,  which  is  signed 
by  William  W.  Street,  chairman,  David  Corcoran, 
Edwin  A.  Griffin,  William  Klein,  and  Henry  S. 
Martin. 

The  motion  was  seconded,  and  as  there  was  no 

discussion,  it  was  put  to  a vote  and  wras  unanimously 
carried 

Speaker  Bauer:  Thank  you,  Dr.  Street! 

I should  like  to  say  this  about  Dr.  Street:  The 

chairman  of  the  committee  was  unable  to  be  here, 
and  the  night  before  this  House  met,  Sunday  night, 
I called  Dr.  Street  and  asked  him  if  he  would  take 
over  the  chairmanship,  which  he  very  kindly  con- 
sented to  do.  I appreciate  very  much  his  being 
willing  to  step  into  the  breach  on  such  short  notice. 

Section  78.  ( See  23) 

Report  of  Reference  Committee  on  New  Business 
B — Full  Citizenship  as  Requirement  for  License 
to  Practice 

Dr.  Albert  G.  Swift,  Onondaga:  Regarding 
the  resolution  on  full  citizenship  for  licensure  to  prac- 
tice medicine,  your  reference  committee  has  given 
careful  consideration  and  study  to  the  resolution 
presented  by  Dr.  Noehren,  of  the  County  of  Erie, 
reading: 

“Whereas,  full  citizenship  has  not  been  re- 
quired for  the  securing  of  a license  to  practice 
medicine  in  New  York  State;  and 

“Whereas,  most  foreign  countries  will  not 
allow  United  States  physicians  who  are  not  citizens 
to  secure  a license  to  practice;  and 

“Whereas,  many  foreign  physicians  who  have 
not  been  in  this  country  long  enough  to  secure 
citizenship  or  become  acquainted  with  the  ethics 
and  customs  of  American  medicine;  and 
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"Whereas,  many  of  these  foreign  physicians 
are  not  familiar  with  the  health  problems  and  the 
laws  of  this  State;  and 

"Whereas,  there  is  an  undue  concentration  of 
refugee  physicians  in  New  York  State  due  to  the 
fact  that  most  states  insist  upon  citizenship  as  a 
requirement  for  licensure ; therefore  be  it 

" Resolved , that  the  delegates  representing  the 
Medical  Society  of  the  County  of  Erie  be  in- 
structed to  petition  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  to  pass  a 
resolution  favoring  full  citizenship  as  a requisite 
for  securing  a license;  and  be  it  further 

" Resolved , that  the  Legislative  Committee  of 
the  Medical  Society  of  the  State  of  New  York 
take  steps  to  have  introduced  legislation  to 
modify  the  requirements  for  licensure  so  that  full 
citizenship  will  be  a prerequisite.” 

We  note  that  this  problem  has  been  studied  by  a 
special  committee  and  that  they  have  made  the 
following  recommendation  in  their  report  on  the 
status  of  foreign  physicians.  They  recommend  as 
follows: 

"Change  the  Education  Law,  Section  1256, 
Chapter  1,  to  read:  Ts  more  than  21  and  is  a 

citizen  of  the  United  States.’ 

"Delete  ‘or  has  declared  his  intentions  of  be- 
coming a citizen’  or  change  the  requirements  by 
rule  of  the  Board  of  Regents.” 

They  further  recommend  that  such  a move  shall  be 
made  at  an  opportune  time. 

Your  committee  recommends  that  this  recom- 
mendation on  the  status  of  foreign  physicians  be 
endorsed. 

Speaker  Bauer:  I take  it  that  the  committee, 

then,  recommends  that  on  the  question  of  requiring 
full  citizenship  for  licensure  action  should  not  be 
taken  until  an  opportune  time  presents  itself.'  Is 
that  correct? 

Dr.  Swift:  Yes.  I move  the  adoption  of  this 

report. 

The  motion  was  seconded 

Dr.  Arthur  J.  Bedell,  Past-President:  Ques- 
tion of  information : Who  is  to  interpret  this  oppor- 

tune time? 

Speaker  Bauer:  Does  the  committee  wish  to 

answer  that? 

Dr.  Swift:  No,  I think  the  House  of  Delegates 
should  interpret  the  opportune  time. 

Dr.  Bedell:  I would  then  propose  an  amend- 
ment: Now  is  the  opportune  time. 

Speaker  Bauer:  Dr.  Bedell  proposes  an  amend- 
ment that  the  House  recommend  that  citizenship  be 
required  now. 

Dr.  Thomas  B.  Wood,  Kings:  I second  the 
amendment. 

Speaker  Bauer:  The  amendment  has  been 
made  and  seconded  that  now  is  the  opportune  time 
for  requiring  full  citizenship.  The  discussion  is  on 
the  amendment. 

Dr.  Thomas  M.  D’Angelo,  Queens:  I was  on 
the  committee  that  proposed  this  recommendation. 
This  matter  was  given  very  careful  study,  and  we 
felt  that  in  view  of  the  situation  this  was  not  the 
opportune  time. 

I think  we  all  feel  that  sooner  or  later  full  citizen- 
ship should  be  required  of  all  men  who  practice 
medicine  in  the  State  of  New  York,  but  at  the  pres- 
ent time,  when  we  are  engaged  in  this  war,  and  when 
in  the  press  and  everywhere  else  there  are  state- 
ments to  the  effect  that  there  is  a supposed  shortage 
of  physicians,  and  when  the  question  especially  of 


race  discrimination  would  be  brought  forth,  your 
committee  feels — and  strongly  feels — that  this  is  not 
the  opportune  time. 

Speaker  Bauer:  Is  there  any  further  discus- 

sion? 

Dr.  Bedell  : May  I have  the  floor? 

Speaker  Bauer:  If  no  one  else  wants  it. 

Dr.  Leo  F.  Simpson,  Monroe:  This  matter  was 
taken  up  by  the  Legislative  Committee  this  year  at 
the  request  of  the  Council  with  the  leaders  in  the 
Legislature,  and  we  were  flatly  turned  down  on  it 
at  this  time. 

Dr.  Benjamin  M.  Bernstein,  Kings:  May  I 
have  your  indulgence  for  just  a few  moments?  We 
have  two  problems  involved  in  this  resolution,  which 
must  be  separated  if  we  are  to  think  clearly  and  in- 
telligently and  unemotionally,  if  you  please. 

We  have  the  problem,  as  I understand  it,  of  the 
Canadian  physician  who  comes  to  the  northern 
counties  of  New  York  State — comes  voluntarily  in 
order  to  find  a better  field  in  which  to  practice  medi- 
cine and  to  earn  his  money.  That  problem  should 
be  solved  undoubtedly,  in  my  humble  opinion,  by 
requiring  full  citizenship. 

We  have  another  problem  which  in  its  eventuality 
should  also  require  full  citizenship.  I take  no  back 
seat  to  any  man  who  is  proud  of  his  citizenship  and 
the  rights  of  that  citizenship.  I have  always  be- 
lieved that  a man  to  practice  a profession  anywhere 
in  this  country  should  first  be  a citizen  of  the  United 
States;  but  we  have  a problem  arising  at  the  present 
time  as  an  outgrowth  of  this  war  and  the  world 
catastrophe,  which  is  a thing  quite  apart.  We  have 
men  and  women  who  have  been  dislocated  for  no 
reason  of  their  own  and  because  of  no  choice  of  their 
own — men  and  women  who  have  been  drawn  out  of 
their  beds  in  the  middle  of  the  night  and  told  to  go  to 
concentration  camps  and  ordered  away  from  the 
place  where  they  were  born  and  where  their  families 
had  lived  and  resided  and  prospered  for  generations. 
These  people  have  been  dislocated  and  have  been 
brought  to  these  shores  as  a haven  of  refuge.  While 
I do  not  say  that  these  people  should  be  permitted 
to  practice  medicine  when  they  arrive  here  simply 
because  they  are  refugees,  nevertheless  we  must 
solve  this  problem  in  another  way. 

I am  perfectly  willing  that  citizenship  be  a requi- 
site for  practice  in  New  York  State  if  we  take  care 
of  the  refugee  physicians  in  some  other  way. 

At  the  National  Conference  of  Post-War  Planning 
in  the  Waldorf-Astoria  Hotel  some  weeks  ago, 
Frederick  H.  Keppel,  formerly  dean  of  Columbia 
College  and  now  employed  by  the  United  States 
Government,  gave  a solution  which  we  must  adopt 
if  we  are  to  accomplish  two  things : first,  permit  the 

refugee  physician  to  practice  temporarily  anywhere 
in  the  United  States,  with  a special  dispensation 
from  the  United  States  Government  in  order  to  pre- 
vent relocation  of  other  physicians  and  provide 
necessary  medical  care  in  those  areas  where  a short- 
age exists  at  the  present  time.  In  the  meantime 
these  people  would  have  the  opportunity  to  take  out 
citizenship  if  they  please,  or,  God  willing,  when  this 
war  is  over  they  may  go  back  where  they  came  from 
if  that  is  their  desire. 

It  appears  to  me  that  we  should  step  lightly  on 
this  problem  at  the  present  time  for  humanitarian 
reasons  primarily.  We  in  New  York  State  are 
peculiarly  situated  in  that  we  are  the  only  state  in 
the  country  that  at  the  present  time  does  not  require 
citizenship. 

Well,  we  have  been  remiss.  We  have  been  remiss 
a long  time.  However,  this  is  hardly  the  time  to 
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rectify  the  mistakes  of  the  past.  I plead  for  time  to 
solve  this  problem. 

Dr.  Joseph  C.  O’Gorman,  Erie:  It  seems  to  me 
the  question  is:  What  is  the  opportune  time?  I 

am  sure  we  can  have  faith  in  our  Council  to  deter- 
mine that.  They  are  the  ones  in  the  best  position 
to  judge,  and  that  is  the  purpose  of  my  resolution. 
I think  the  amendment — as  to  who,  and  when,  and 
where  the  opportune  time — should  not  be  left  to  this 
immediate  body,  but  rather  to  the  men  whom  we 
select  to  represent  us  in  the  interim.  I cannot  see 
why  we  should  immediately  determine  that  question 
here,  and  I speak  in  favor  of  the  resolution. 

Does  the  committee  feel  that  it  is  the  Council  that 
is  going  to  determine  the  opportune  time?  Is  that 
part  of  the  report? 

Dr.  Swift:  Yes. 

Dr.  Simpson:  I just  want  to  add  a thought  on 

this  matter.  The  situation  is  not  as  simple  as  it 
appears  on  the  surface.  When  you  consider  and 
speak  of  foreign  physicians  you  have  to  include 
Canadians  also.  Until  we  definitely  get  the  situa- 
tion of  Canada  straightened  out,  and  with  that  the 
implications  that  come  from  the  national  govern- 
ment’s refusal  to  allow  the  status  in  New  York  to  be 
disturbed  at  the  present  time,  we  cannot  hope  to 
succeed. 

Although  the  leaders  of  the  Legislature  feel  that 
something  should  be  done  and  I think  the  Board  of 
Regents  feels  very  strongly  that  citizenship  should 
be  required,  we  were  told  very  definitely  that  this  is 
not  the  opportune  time  to  do  it. 

Speaker  Bauer:  Dr.  Bedell,  you  wanted  the 

floor  again? 

Dr.  Bedell:  Yes,  sir. 

Gentlemen  of  the  House,  this  is  the  committee  of 
the  whole,  which  is  always  greater  than  a committee 
of  this  body,  a part.  There  are  more  minds  at  work 
on  this  floor  on  this  situation  than  could  possibly 
gather  in  a committee.  I think  if  we  took  the  indi- 
vidual and  asked  him  what  he  thought  of  his  indi- 
vidual community  he  would  say  now  is  the  time. 

It  is  all  very  good  for  us  to  be  sentimental  on  the 
other  side,  but  we  are  very  remiss  when  we  allow 
these  men  to  come  in  and  become  established  and 
thus  take  the  place  of  our  boys  that  are  at  the  front, 
and  it  is  time  that  we  began  to  think  of  those  men. 
They  are  the  ones  that  are  saving  this  country,  and 
we  are  not  doing  our  share  to  protect  their  practice 
for  them  until  they  return  if  we  do  not  take  this 
action  now. 

It  matters  little  to  me  personally,  but  all  we  do 
year  after  year  is  to  say,  “No,  no,  not  now.”  The 
Board  of  Regents  is  also  looking  for  strength  to  up- 
hold them  in  their  decision.  Are  we  in  any  way 
helping  them  when  we  fail  to  take  action? 

I really  think,  gentlemen,  that  the  time  has  come 
when  you  should  think  more  of  the  boys  that  are 
away  than  of  those  who  have  come  here. 

Speaker  Bauer:  Is  there  any  further  discus- 

sion? If  not,  the  question  is  on  the  amendment. 
The  original  motion  of  the  committee  was  that  the 
resolution  should  be  changed  to  the  effect  that  while 
full  citizenship  should  be  required,  the  time  at  which 
it  should  be  demanded  would  be  left  to  some  oppor- 
tune time,  not  definitely  stated.  The  amendment  is 
that  the  House  should  recommend  that  full  citizen- 
ship be  required  now.  The  question  is  on  that 
amendment.  All  those  in  favor  of  the  amendment 
will  say  “Aye” ; those  opposed,  “No.”  The  motion 
appears  to  be  lost,  but  I think  we  will  take  another 
vote  to  get  the  division.  Those  in  favor  of  the 
amendment  will  please  rise;  those  opposed  to  the 


amendment  will  please  rise.  The  motion  is  carried 
58  to  40. 

We  now  have  the  amended  motion  before  you  for 
consideration.  The  amended  motion  is  that  the 
House  recommend  that  full  citizenship  be  required 
now  for  licensure.  Is  there  any  further  discussion 
on  the  amended  motion? 

There  was  a call  for  the  question,  and  the 

motion  as  amended  was  put  to  a vote  and  was 
carried 

Section  79.  {See  33) 

Report  of  Reference  Committee  on  New  Business 
B — Suggested  Amendment  to  Federal  Compensa- 
tion Act  Covering  Longshoremen  and  Harbor 
Workers 

Dr.  Swift:  The  next  report  is  on  the  following 
resolution  presented  by  Dr.  Peter  Murray,  concern- 
ing an  Amendment  to  the  Federal  Compensation 
Act,  reading: 

“Whereas,  employees  working  as  longshoremen 
and  harbor  workers  are  covered  against  injury  or 
death  resulting  from  accidents  while  at  work  by 
the  Federal  Compensation  Act  (Public-No.  803-69 
Congress)  known  as  Longshoremen’s  and  Harbor 
Workers’  Compensation  Act;  and 

“Whereas,  the  employer  of  such  workmen  is 
obligated  to  furnish  such  medical,  surgical,  and 
other  attendance  or  treatment,  nurse  and  hospital 
service,  medicine,  crutches,  and  apparatus  for  such 
period  as  the  nature  of  the  injury  or  the  process  of 
recovery  may  require;  and 

“Whereas,  physicians  in  the  neighborhood  of 
docks  and  harbors  where  such  injury  may  occur 
have  given  such  injured  employees  emergency 
treatment  and  have  had  the  patient  taken  away 
from  them  by  the  employer  or  his  agent  and  sent 
to  the  physician  preferred  by,  or  under  contract 
with,  the  employer;  and 

“Whereas,  such  physicians  who  have  treated 
such  injured  employees  have  difficulty  in  collecting 
fees  for  services  rendered,  even  for  emergency 
treatment;  and 

“Whereas,  the  employee,  by  such  procedure,  is 
deprived  of  free  choice  of  a physician  as  provided 
for  by  the  New  York  State  Workmen’s  Compensa- 
tion Law  and  advocated  by  the  ethics  of  the 
American  Medical  Association;  therefore,  be  it 
“ Resolved , that  it  is  the  consensus  of  opinion  of 
the  New  York  County  Medical  Society  that  the 
Federal  Compensation  Act  known  as  Longshore- 
men’s and  Harbor  Workers’  Compensation  Act  be 
amended  to  allow  injured  employees  to  be  treated 
by  a physician  of  their  own  choice  with  whom  they 
may  stay  until  the  completion  of  treatment.” 

We  recommend  that  this  resolution,  presented  by 
Dr.  Murray,  for  the  New  York  County  Medical 
Society,  be  adopted.  I so  move. 

The  motion  was  seconded,  and  as  there  was  no 

discussion,  it  was  put  to  a vote  and  was  unanimously 
carried 

Section  80.  {See  46) 

Report  of  Reference  Committee  on  New  Business 
B — Planned  Parenthood 

Dr.  Swift:  Concerning  the  resolution  presented 

by  Dr.  Trembley,  of  Franklin  County,  reading: 

“Whereas,  the  American  Medical  Association 
has  recommended  in  its  resolution  of  June  8,  1937, 
that  the  legality  of  the  use  of  contraceptives  be 
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made  clear  to  physicians;  that  the  Association 
undertake  investigation  of  contraceptive  devices 
and  methods;  that  medical  students  be  instructed 
in  the  problems  of  human  fertility;  and  that  the 
dissemination  of  contraceptive  advice  be  under 
medical  control;  and 

“Whereas,  the  law  of  New  York  State,  accord- 
ing to  Justice  Crane’s  opinion,  222  N.  Y.  192 
(1918),  supports  the  physician  ‘who  in  good  faith 
gives (contraceptive)  advice  to  a married  per- 

son to  cure  or  prevent  disease. . . . ’ ; and 

“Whereas,  the  public  looks  to  the  medical  pro- 
fession for  leadership  in  medical  matters  involving 
the  health  of  the  people  of  the  State;  therefore  be 
it 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  approves  the  giving  of  in- 
formation relating  to  pregnancy  spacing  and 
fertility,  by  physicians,  to  married  women  when 
in  the  opinion  of  the  physician  such  advice  is  indi- 
cated for  the  maintenance  of  health  or  the  preven- 
tion and  cure  of  disease.” 

Your  committee  is  of  the  opinion  that  the  resolu- 
tion presented  by  Dr.  Trembley,  of  Franklin  County, 
merely  restates  the  privilege  which  physicians  al- 
ready legally  possess  and,  therefore,  do  not  recom- 
mend it. 

Speaker  Bauer:  Do  you  recommend  disap- 

proval of  the  resolution  or  that  no  action  be  taken? 
Dr.  Swift:  Disapproval  of  the  resolution. 

The  motion  was  seconded 

Speaker  Bauer:  The  committee  recommends 
disapproval  of  the  recommendation. 

Dr.  Arthur  J.  Bedell,  Past-President:  I think 

that  is  unfortunate.  That  would  lead  one  who  read 
that  hastily  to  suppose  that  we  are  against  the  law 
which  we  have  already  worked  under.  I believe  it 
should  be  differently  worded,  and  that  no  action  is 
the  proper  thing. 

Dr.  Leo  F.  Schiff,  Clinton:  I move  a substitute 

for  the  committee’s  recommendation — namely,  that, 
since  it  states  something  that  is  already  in  fact 
existing,  no  action  be  taken. 

....  The  motion  was  seconded 

Speaker  Bauer:  The  substitute  motion  has 

been  made  and  seconded  that  instead  of  the  com- 
mittee’s recommendation  that  the  resolution  be  re- 
jected, the  House  state  that  since  this  is  a matter 
which  is  already  in  vogue  we  take  no  action  on  it. 
Is  there  any  discussion  on  permitting  the  substitute 
motion? 

The  question  was  called  for,  and  the  motion 

was  put  to  vote  and  was  carried 

Speaker  Bauer:  Now  you  have  the  substitute 

motion  before  you  for  consideration ; in  other 
words,  that  no  action  be  taken  on  this  resolution. 
Is  there  any  further  discussion? 

....  The  question  was  called  for,  and  the  motion 

was  put  to  a vote  and  was  carried 

Speaker  Bauer:  Very  well,  that  resolution  has 
no  action  taken  on  it. 

Continue,  Dr.  Swift. 

Section  81.  {See  29) 

Report  of  Reference  Committee  on  New  Business 
B — County  Legislative  Committees,  Additional 
Meeting  in  Fall 

Dr.  Swift:  The  following  resolution  was  con- 

sidered on  “Extra  Legislative  Meeting,”  presented 
by  Dr.  Archibald,  of  Westchester  County: 

“Whereas,  the  Medical  Society  of  the  County 
of  Westchester  believes  that  the  legislative  work 
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of  the  Medical  Society  of  the  State  of  New  York 
and  the  various  county  societies  would  be  greatly 
facilitated  by  a conference  of  county  society 
legislative  committee  chairmen  with  the  State 
Society  Legislative  Committee  to  be  held  in  the 
late  fall  each  year,  in  advance  of  the  Legislative 
Session,  in  addition  to  the  legislative  conference 
regularly  held  midway  during  the  Legislative 
Session;  and 

“Whereas,  such  a preparatory  conference 
would  enable  agreements  to  be  reached  for  the 
support  of  legislation  mandated  by  the  House  of 
Delegates;  would  enable  county  societies  having 
legislative  problems  to  bring  them  in  advance  of 
the  meeting  of  the  Legislature  to  the  attention  of 
the  other  counties  and  of  the  State  Committee; 
would  enhble  the  State  Committee  to  inform 
couhty  committees  of  the  prospects  of  the  forth- 
coming Legislative  Session,  and,  in  general,  would 
prepare  the  county  committees  for  more  effective 
cooperation  with  the  State  Committee  in  its 
work;  therefore,  be  it 

“ Resolved,  that  this  House  of  Delegates  advise 
the  Council  that  it  favors  the  holding  of  such  an 
additional  legislative  conference  with  the  chair- 
men of  county  society  legislative  committees 
shortly  before  the  opening  of  the  regular  session 
of  the  State  Legislature,  for  the  purposes  enumer- 
ated above,  and  to  the  end  that  the  coordinated 
legislative  activities  of  the  county  and  State 
societies  may  be  more  purposeful  and  effective 
than  they  can  be  under  present  procedures.” 

We  recommend  the  adoption  of  this  resolution, 
and  I so  move. 

The  motion  was  seconded 

Speaker  Bauer:  It  has  been  moved  and  sec- 

onded that  the  resolution,  which  in  substance  calls 
for  an  additional  meeting  of  the  chairmen  of  the 
county  legislative  committees  prior  to  the  opening 
of  the  Legislature,  be  adopted.  Is  there  any  dis- 
cussion? 

Dr.  Joseph  A.  Geis,  Essex:  Mr.  Speaker  and 

Delegates,  while  it  seems  to  me  that  this  is  an  ex- 
cellent proposition,  in  the  past  we  have  had  our 
legislative  conference  generally  in  February  when 
the  Legislature  was  about  half  over;  but  there  is  one 
thing  that  makes  me  wonder  whether  it  is  practical 
or  not.  If  you  call  it  before  the  Legislature  is  in 
session,  which  is  just  before  the  first  of  the  year,  you 
may  have  an  outgoing  president  in  your  county 
society  with  a new  one  coming  in  the  first  of  the  year, 
with  entirely  new  committees  appointed.  The  new 
committee  on  legislation  might  have  a different  idea 
altogether  from  that  of  the  old  one.  I am  wondering 
just  how  practical  this  would  be  in  its  working  out. 

Dr.  Harry  Aranow,  Bronx:  Mr.  Chairman  and 

Delegates,  I have  had  the  experience  of  being  on  the 
Legislative  Committee  for  a period  of  ten  years. 
Whatever  the  House  wants  to  be  done  now  will  be 
transferred  to  Dr.  Lawrence,  and  he  will  have  all 
summer  to  work  on  it.  He  does  not  know  in  the 
beginning  of  the  session  what  kinds  of  laws  are  going 
to  be  produced  or  introduced.  There  are  one,  or 
two,  or  three  things  that  the  House  is  going  to  in- 
struct him  to  do,  and  that  will  be  done.  I cannot 
see  any  sense  in  this  at  all.  I have  been  to  a great 
many  meetings  of  these  delegates  from  the  different 
county  societies,  or  rather  the  county  society  chair- 
men of  legislation,  and  I cannot  see  anything  that  is 
accomplished  by  them.  There  is  no  harm  in  the 
thing,  but  it  will  be  just  a waste  of  time  and  a waste 
of  money. 
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Secretary  Irving:  This  is  very  interesting  to 

me,  gentlemen,  because  I think  that  there  is  some- 
thing of  value  in  it. 

First,  to  answer  what  has  just  been  said  about 
committees  changing  with  the  first  of  the  year  in 
many  county  societies,  it  seems  to  me  that  the 
county  societies  can  well  imitate  or  follow  the 
scheme  set  up  in  1937  when  we  changed  our  State 
Society’s  method  so  that  committees  are  continuing 
committees,  even  though  they  have  to  be  reap- 
pointed with  the  change  of  administration.  That  is 
one  of  the  reasons  why  they  do  better  work,  so  I 
think  that  that  argument  against  it  goes  out  of  the 
window. 

I do  not  see  why  we  cannot  have  the  legislative 
committee  chairmen  and  the  secretaries  come  to- 
gether at  the  same  time  in  a conference  of  secretaries 
and  then  shift  over  to  the  legislative  people,  in  that 
way  making  rather  a fuller  and  a better  conference 
of  representatives  of  county  societies  in  the  fall. 

Dr.  Aranow:  May  I ask  for  the  floor  for  Dr. 

Lawrence  on  this?  I should  like  to  know  his 
opinion. 

Speaker  Bauer:  The  Chair  will  be  glad  to  give 
the  floor  to  Dr.  Lawrence  if  there  is  no  objection. 

Dr.  Joseph  Lawrence:  Certainly  I see  no  ob- 

jection to  having  this  conference  in  December.  I 
think  the  objection  was  a valid  one  with  regard  to 
whether  the  conference  will  be  a conference  of  chair- 
men who  will  be  carrying  on  in  the  coming  year. 
About  half  of  our  county  societies  have  their  annual 
meetings  in  December,  and  the  new  president  does 
not  usually  get  his  new  committees  announced  until 
well  after  the  first  of  the  year.  We  have  a great 
deal  of  difficulty  in  getting  the  names  of  the  chairmen 
of  the  county  society  committees  in  order  to  have 
them  on  the  list  of  the  first  bulletin,  which  comes  out 
About  the  tenth  of  January. 

Whether  we  can  deliberate  upon  the  legislation 
that  is  to  be  considered  in  the  coming  year — that, 
of  course,  would  be  purely  a matter  of  guess.  I 
think  it  would  be  good  for  us  to  know  the  procedures 
that  we  might  have  to  follow  concerning  certain 
measures.  Take,  for  instance,  the  one  you  have 
just  adopted  here  regarding  full  citizenship.  We 
will  certainly  need  to  have  some  consideration  on 
how  we  are  going  to  proceed  to  advance  a measure  of 
that  kind,  and  that  could  be  considered  at  a con- 
ference; but,  aside  from  that,  we  are  in  no  position 
at  all  to  act  upon  any  legislation  until  we  see  the 
printed  bill.  That  is  why  we  have  our  conferences 
usually  in  the  latter  part  of  January  or  the  first 
part  of  February,  because  then  the  bills  that  are 
coming  up  are  usually  before  the  Legislature,  and 
you  can  see  them  in  printed  form  and  at  the  same 
time  the  Legislature  has  usually  taken  no  action  by 
then. 

So  this  measure  is  good  in  the  sense,  I be- 
lieve, as  Dr.  Irving  has  said,  that  conferences  be- 
tween the  representatives  of  the  county  societies 
have  a very  definite  value  in  increasing  the  morale  of 
the  society  in  any  measure  that  we  may  want  to 
undertake. 

Speaker  Bauer:  Is  there  any  further  discus- 

sion? 

Dr.  Henry  W.  Miller,  Putnam:  I would  like 
to  hear  the  opinion  of  the  Chairman  of  the  Legis- 
lative Committee  on  this  matter. 

Dr.  John  L.  Bauer,  Kings:  We  get  together, 

and  we  always  have  some  good  from  that  type  of 
meeting — there  is  no  question  about  it;  but  there  is 
always  difficulty  in  finding  out  early  the  legislative 


committee  personnel  of  the  various  county  societies 
There  are,  of  course,  some  carry-overs,  and  that  is 
very  helpful,  but  there  are  always  some  legislative 
committees  that  are  about  to  run  out,  and  you  know 
it  happens  with  the  administration  of  a county 
society,  as  it  does  with  any  other,  that  along  in  the 
fall  there  is  an  inclination  to  let  things  slide  for  the 
new  administration.  This  being  a war  year,  with 
travel  difficult,  and  the  men  exceedingly  busy,  I 
doubt  whether  it  would  have  the  value  and  the 
practicality  that  some  of  you  think  it  would  have. 

The  point  has  also  been  made  that  we  do  not  know 
definitely  what  form  of  legislation  or  just  what 
legislation  will  come  up,  so  I am  rather  in  a fifty- 
fifty  position  on  this  question.  If  you  want  the 
added  expense  and  want  to  take  a chance  on  it  and 
feel  that  it  is  a good  thing  for  a war  year,  I will  vote 
with  you  on  it. 

Speaker  Bauer:  Is  there  any  further  discus- 

sion? 

Dr.  Laurance  D.  Redway,  Westchester:  West- 

chester’s reason  for  introducing  this  resolution,  as  I 
understand  it,  was  that  it  would  be  permissive  and 
not  mandatory.  Remember  that  the  House  of 
Delegates  meets  only  once  a year,  that  the  Legis- 
lature is  usually  out  by  the  end  of  March,  that  there 
is  a flood  of  legislation  which  needs  very  careful 
watching,  and  that  it  is  necessary  in  a great  many 
instances  to  follow  along  plans  which  are  in  the  mak- 
ing for  the  legislation  of  the  next  year.  This,  as  I 
say,  was  designed  to  permit  the  Society,  if  it  is  con- 
sidered advisable,  to  call  that  extra  session  in  the  fall 
with,  perhaps,  the  idea  that  it  would  facilitate  the 
appointments  of  these  new  chairmen  much  more 
quickly  than  has  been  done  in  the  past  and,  there- 
fore, aid  the  Executive  Officer  and  provide  a means 
which  could  be  used  if  necessary  to  condense  the 
thoughts  of  the  Society  on  the  forthcoming  legisla- 
tion. 

Dr.  Aranow:  May  I say  it  is  not  necessary  to 

have  any  action  of  the  House  of  Delegates  to  permit 
such  a meeting  to  be  held.  This  is  permissive,  but 
the  chairman  of  the  Legislative  Committee  now,  if 
he  feels  it  necessary,  can  call  a meeting  of  the  county 
committee  legislative  chairmen  at  any  time,  if  he 
has  the  money  to  do  it  with. 

Speaker  Bauer:  Is  there  any  further  discus- 

sion? 

Dr.  Swift:  Perhaps  the  resolution  should  be 

read  again: 

“ Resolved , that  this  House  of  Delegates  advise 
the  Council  that  it  favors  the  holding  of  such  an 
additional  legislative  conference  with  the  chairmen 
of  county  society  legislative  committees  shortly 
before  the  opening  of  the  regular  session  of  the 
State  Legislature,  for  the  purposes  enumerated 
above,  and  to  the  end  that  the  coordinated  legis- 
lative activities  of  the  county  and  State  societies 
may  be  more  purposeful  and  effective  than  they 
can  be  under  present  procedures.” 

It  is  not  mandatory. 

Speaker  Bauer:  Is  there  any  further  discus- 

sion? If  not,  the  question  is  on  the  adoption  of  the 
resolution,  which  states  that  the  House  favors  the 
holding  of  an  additional  legislative  conference  prior 
to  the  opening  of  the  Legislature.  All  those  in 
favor  of  the  motion  will  say  “Aye”;  those  opposed, 
“No.”  The  Chair  is  in  doubt.  All  those  in  favor 
please  stand;  now  those  opposed  please  stand. 
The  motion  is  carried  by  a vote  of  55  to  36. 

Thank  you,  Dr.  Swift! 
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Section  82.  ( See  18) 

Report  of  Reference  Committee  on  the  Report  of  the 

Council — Part  XII:  Miscellaneous 

Dr.  Stephen  R.  Monteith,  Rockland:  Your 

Reference  Committee  on  Report  of  the  Council  Part 
XII  begs  to  report  as  follows: 

On  the  published  portion  of  the  report,  we  approve 
of  Council  nominations  and  subsequent  appoint- 
ments of  the  members  as  noted:  Dr.  Walter  P. 

Anderton,  of  New  York,  to  the  Council  on  Griev- 
ances of  the  State  Department  of  Education;  Dr. 
O.  W.  H.  Mitchell,  of  Syracuse,  as  a member  of  the 
Board  of  Regents  Advisory  Council  on  Health  and 
Physical  Education;  Dr.  Peter  Irving,  of  New 
York,  and  Dr.  H.  H.  Bauckus,  of  Buffalo,  to  sit  on 
the  State  Nursing  Council  for  War  Service;  the  re- 
appointment of  Dr.  George  R.  Critchlow,  of  Buffalo, 
as  a member  of  the  Nurse  Advisory  Council  of  the 
State  Department  of  Education. 

Under  the  topic  of  Office  Administration  and 
Policies,  your  committee  notes  with  approval  the 
adoption  of  pre-employment  examinations  and  the 
maintenance  of  full  personnel  files.  We  should  like 
to  urge  on  the  Council  continued  investigation  of 
employee  pension  systems  and  the  early  adoption  of 
some  suitable  action  along  this  line. 

It  is  interesting  to  note  in  passing  the  proposed 
changes  in  the  bylaws  and  revision  of  the  Pharma- 
copeia. We  feel  that  the  Medical  Society  of  the 
State  of  New  York  is  ably  represented  in  this  work. 

Your  committee  approves  the  Council  action  in 
granting  leaves  of  absence  while  in  service  to  Drs. 
Wood,  Peale,  Retan,  Rulison,  Merrill,  and  Almour. 

Your  committee  feels  that  in  the  remission  of 
State  assessments  for  members  entering  the  armed 
and  public  health  services  the  Medical  Society  of  the 
State  of  New  York  is  making  a noteworthy  mone- 
tary contribution  to  our  war  effort.  Your  com- 
mittee suggests  that  any  remission  of  dues  allowed 
to  women  physicians  be  continued  only  if  their 
status  in  the  various  auxiliary  reserves  is  as  physi- 
cians. 

I move  the  adoption  of  this  portion  of  the  report. 

The  motion  was  seconded 

Speaker  Bauer:  The  motion  for  the  adoption  of 
this  portion  of  the  report  is  before  you.  It  recom- 
mends approval  of  the  committee’s  actions  and  the 
Council’s  actions  on  these  particular  matters,  but 
also  urges  that  in  the  case  of  the  remission  of  dues 
for  women  members  it  be  only  if  they  are  acting  as 
physicians  in  the  war  effort.  Is  there  any  discus- 
sion? 

Dr.  Joseph  A.  Geis,  Essex:  If  I understood  it 

right,  the  report  said  “acting  as  physicians  in  the 
auxiliary  services.”  Is  that  correct? 

Dr.  Monteith:  That  is  right.  It  says,  “Your 
committee  suggests  that  any  remission  of  dues 
allowed  to  women  physicians  be  continued  only  if 
their  status  in  the  various  auxiliary  reserves  is  as 
physicians.” 

Dr.  Geis:  If  they  are  in  the  regular  services,  as 
they  are  likely  to  be  now,  why  not  remit  them  too, 
the  same  as  the  men? 

Secretary  Irving:  That  is  automatic  in  the 
regular  services. 

Speaker  Bauer:  That  would  be  automatic. 
As  a matter  of  fact,  that  has  already  taken  place,  if 
they  are  in  the  regular  services. 

Dr.  Monteith:  The  point  that  the  committee 
wished  to  make  was  that  there  is  a possibility  that 
women  might  serve  in  the  WAACS,  or  the  WAVES, 


or  the  rest  of  those  alphabetical  categories  in  other 
capacities  than  as  physicians. 

Dr.  Thomas  M.  D’Angelo,  Queens:  I don’t  see 
what  difference  it  makes.  If  one  of  our  physicians, 
be  it  man  or  woman,  enters  the  service  either  as  a 
physician  or  as  a private  he  is  serving,  the  Army  of 
the  United  States,  and  I don’t  see  that  it  makes  any 
difference  in  what  capacity  such  a service  is  being 
rendered.  His  dues  should  be  remitted  if  he  is  in  the 
armed  forces  in  any  capacity,  and  the  same  with  our 
women  members. 

Speaker  Bauer:  I think  it  would  facilitate  mat- 
ters if  we  first  moved  the  adoption  of  the  report  up 
to  the  point  about  the  remission  of  State  assessments, 
and  then  discussed  that  later. 

Dr.  Monteith:  I so  move. 

Speaker  Bauer:  If  there  is  no  objection,  we 
will  do  that.  Is  there  any  discussion’  on  the  adop- 
tion of  the  report  up  to  the  question  of  the  remission 
of  dues? 

The  question  was  called  for,  and  the  motion 

was  put  to  a vote  and  was  unanimously  carried 

Speaker  Bauer:  That  portion  of  the  report  is 
adopted,  and  now  we  come  to  the  question  of  the 
remission  of  dues  for  women  members  of  the  Society. 
Is  there  any  further  discussion? 

President-Elect  McGoldrick:  May  I ask  the 

Secretary  to  let  us  know  exactly  our  ruling  in  regard 
to  male  members  of  the  profession  and  the  remission 
of  dues  when  in  the  armed  services? 

Secretary  Irving:  As  I understand  the  remis- 
sion of  dues  for  our  male  members,  Dr.  McGoldrick, 
as  the  Council  has  put  it  on  the  books,  it  is  for  those 
entering  the  armed  forces  as  physicians. 

Treasurer  Dwight:  I do  not  think  so. 

Speaker  Bauer:  It  does  not  say  that,  but  pro- 

vides that  remission  is  granted  to  any  person,  a 
member  of  the  Society,  who  is  serving  in  the  armed 
forces  or  the  Public  Health  Service.  It  does  not  say 
in  what  capacity. 

Secretary  Irving:  I think  that  is  correct,  sir, 

although  our  interpretation  has  been  the  other  way. 

President-Elect  McGoldrick:  I feel  that  the 

women  physicians,  particularly  now  that  they  have 
been  granted  what  they  desired  for  so  long,  and  have 
practically  the  same  standing  in  the  armed  forces  as 
the  men,  would  not  care  to  have  an  exception  made 
in  their  favor  in  any  way,  and  that  the  same  rule 
should  apply  to  any  member  of  the  Society,  male  or 
female;  that  is,  if  they  are  engaged  in  the  armed 
forces,  the  State  assessments  should  be  remitted. 

Assistant  Secretary  Podvin:  I was  under  the 

impression,  Mr.  Speaker,  that  the  regulation  that 
was  adopted  by  the  Council  specified  that  they  must 
possess  a commission;  in  other  words,  they  must  be 
commissioned  in  the  armed  forces. 

Treasurer  Dwight:  That  is  right. 

Assistant  Secretary  Podvin:  The  reason  for 
that  was  that  the  question  very  often  arises  concern- 
ing men  that  are  serving  in  the  Public  Health  Serv- 
ice. They  are  not  commissioned  men.  They  are 
full-time  men. 

Speaker  Bauer  : They  are  commissioned. 

Assistant  Secretary  Podvin:  Not  all  of  them. 

We  have  many  men  in  our  county  society  who  are 
not,  and  they  must  pay  their  dues. 

Dr.  James  F.  Rooney,  Trustee:  It  seems  to  me 

that  in  view  of  the  fact  that  Congress  has  authorized 
the  commissioning  of  women  in  the  armed  forces  of 
the  United  States,  without  any  specification  as  to 
whether  they  are  going  to  be  assigned  to  the 
Women’s  Army  Auxiliary  Corps,  but  with  the  under- 
standing, that  they  may  be  assigned  anywhere  at 
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the  option  of  the  Surgeon  General,  it  is  very  unwise 
to  make  any  distinction  in  relation  to  the  collection 
of  or  the  remission  of  dues  of  women  members  of  this 
Society  as  against  men  members  who  enter  the  armed 
forces.  There  should  be  the  same  rule  for  both  be- 
cause, as  a matter  of  fact,  today  women  will  be  com- 
missioned in  the  Medical  Corps  of  the  Army  of  the 
United  States  exactly  as  the  men  are,  so  there 
should  be  no  distinction  between  the  two. 

Speaker  Bauer:  I think,  perhaps,  we  are 

getting  a little  bit  off  the  subject.  The  question  is 
that  dues  should  be  remitted  for  women  physicians 
if  they  are  serving  as  physicians. 

Dr.  Rooney  : Mr.  Speaker,  I think  we  can  clarify 

that  by  amending  the  verbiage  of  that  resolution  to 
state  that  all  members  of  the  Medical  Society  of  the 
State  of  New  York  who  are  commissioned  in  the 
armed  forces  of  the  United  States  or  in  the  Public 
Health  Service  may,  upon  resolution  of  the  Council, 
have  their  dues  remitted  for  the  period  of  their 
service. 

Assistant  Secretary  Podvin:  I second  that 

amendment. 

Speaker  Bauer:  Would  you  not  want  to  include 

in  that,  “commissioned  in  the  armed  forces  or  the 
auxiliaries/’  since  there  seems  to  be  some  question  as 
to  whether  the  auxiliaries  are  a part  of  the  armed 
forces? 

Dr.  Rooney:  The  auxiliary  has  not  been  taken 

over  by  the  Army.  The  bill  for  that  is  still  pending 
in  Congress,  but  it  may  very  well  be  done.  I don’t 
feel  that  they  will  be  commissioned  in  the  auxiliaries; 
they  will  be  commissioned  in  the  Medical  Corps  of 
the  Army  of  the  United  States.  There  will  be  no 
assignment  of  medical  officers  to  the  auxiliary  as 
such.  The  substitute  covers  the  point.  It  makes 
provision  for  them  when  they  are  commissioned  in 
the  armed  forces  of  the  United  States  or  in  the  Public 
Health  Service,  the  same  as  any  male  officer. 

Secretary  Irving:  Gentlemen,  this  whole  mat- 

ter of  the  auxiliaries  came  up  in  regard  to  one  woman 
physician  who  was  serving  as  a full-time  physician  in 
the  WAACS.  She  was  a contract  surgeon,  but  full- 
time, and  certainly  that  woman  physician,  in  my 
personal  opinion,  deserves  to  have  her  assessments  in 
the  State  Society  remitted. 

Dr.  Rooney:  Would  she  not  now  have  that 
status?  These  contract  surgeons,  as  I understand 
it,  in  the  Auxiliary  will  be  commissioned  just  as  soon 
as  the  Surgeon  General  gets  around  to  it,  which  will 
probably  be  in  two  or  three  weeks.  We  will  have  a 
new  Surgeon  General  then,  and  a number  of  matters 
are  being  put  off  until  Kirk  takes  that  office.  It 
seems  to  me  that,  whether  they  are  contract  surgeons 
or  whether  they  are  commissioned,  if  they  are  in  the 
armed  forces  of  the  United  States  they  should  have 
their  State  assessment  remitted. 

Assistant  Secretary  Podvin:  I should  like  to 
second  Dr.  Rooney’s  amendment  because  I think  it 
would  clarify  matters  a great  deal.  We  have  in  our 
county  a large  veterans’  hospital,  with  a large  staff 
of  men  who  are  serving  in  the  Public  Health  Service. 
These  men  are  civil  service  men,  but  they  are  in  the 
Public  Health  Service.  They  are  not  commissioned 
by  any  means,  and  we  have  not  remitted  their  dues 
on  that  account.  As  a result  there  has  been  con- 
siderable controversy,  and  I should  like  to  see  the 
matter  settled,  as  I think  it  would  be  by  Dr.  Roo- 
ney’s motion. 

Dr.  Leo  F.  Schiff,  Clinton:  May  I hear  Dr. 

Rooney’s  amendment? 

(Dr.  Rooney’s  amendment  was  read  by  the  re- 
porter as  follows:  “All  members  of  the  Medical 


Society  of  the  State  of  New  York  who  are  com- 
missioned in  the  armed  forces  of  the  United  States  or 
in  the  Public  Health  Service  may,  upon  resolution  of 
the  Council,  have  their  dues  remitted  for  the  period 
of  their  service.”) 

Dr.  Schiff:  Very  briefly,  Dr.  Rooney  and  I had 
arrived  at  the  same  conclusion,  and  he  was  a little 
quicker  or  more  in  favor  with  the  Speaker  than  I was. 
(Laughter) 

I simply  wanted  to  bring  out  this  point:  All 

members  of  the  Medical  Society  of  the  State  of  New 
York  are  members  on  an  equal  footing,  be  they  men 
or  be  they  women,  and  I should  feel  that  the  purpose 
of  any  resolution  that  we  pass  would  be  to  cover  all 
of  our  members  equally  without  any  distinction  and 
to  cover  all  who  are  serving  our  country  whether  in 
the  Army,  the  Navy,  or  any  other  force  for  the  dura- 
tion of  the  war. 

I certainly  am  in  favor  of  the  amendment  and  hope 
that  it  will  be  passed  unanimously. 

Speaker  Bauer  : Is  there  any  further  discussion 

of  the  amendment? 

....  The  question  was  called  for,  and  the  amend- 
ment was  put  to  a vote  and  was  carried 

Speaker  Bauer:  Now  you  have  before  you  the 

amended  motion  for  consideration.  Is  there  any 
discussion  on  that? 

The  question  was  called  for,  and  the  motion, 

as  amended,  was  put  to  a vote  and  was  unanimously 
carried 

Dr.  Monteith:  Let  me  say  that  your  com- 
mittee had  no  intention  at  all  of  discriminating 
against  women  physicians.  We  thought  they  were 
being  treated  the  same  way  as  the  men  in  our  report, 
and  that  is  why  we  made  the  recommendation. 

Speaker  Bauer:  Could  we  have  a reading  of  the 

proposition  to  see  whether  that  is  fully  covered? 

Dr.  Monteith:  “Your  committee  suggested 

that  any  remission  of  dues  allowed  to  women 
physicians  be  continued  only  if  their  status  in  the 
various  auxiliary  reserves  is  as  physicians.” 

Speaker  Bauer  : This  suggestion  was  eliminated 
and  the  amendment  stated  that  they  must  be  com- 
missioned in  the  armed  forces  or  in  the  United 
States  Public  Health  Service,  and  that  has  already 
been  passed. 

Have  you  anything  further  to  repoit,  Dr.  Mon- 
teith? 

Dr.  Monteith:  Yes.  Your  committee  desires 
to  offer  to  the  House  of  Delegates  the  Council’s 
memorials  of  deceased  officers  as  follows: 

Dr.  Terry  Monroe  Townsend 

Dr.  Terry  Monroe  Townsend,  of  New  York 
City,  served  organized  medicine  over  many  years, 
until  his  death  on  May  16,  1942,  in  his  sixty-sixth 
year. 

He  was  an  original  founder  of  the  American 
Urological  Association,  President  of  the  New 
York  Urological  Society  (Branch  of  the  American 
Urological  Association),  1911  to  1912.  He  was 
President  of  the  Medical  Society  of  the  County  of 
New  York  in  1933,  President  of  the  First  District 
Branch  of  the  Medical  Society  of  the  State  of  New 
York  in  1936,  and  President  of  the  Medical 
Society  of  the  State  of  New  York,  1939-1940. 
At  the  time  of  his  death  he  was  serving  on  the 
Committee  on  Grievances  of  the  New  York  State 
Department  of  Education. 

Dr.  Townsend  was  a Fellow  of  the  American 
College  of  Surgeons,  and  a Diplomate  in  Urology. 
He  had  practiced  his  specialty  since  coming  to 
New  York  in  1899.  He  was  active  on  the  staffs 
of  the  New  York  City  Hospital,  Morrisania  Hos- 
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pital,  Lutheran  Hospital,  Midtown  Hospital,  West 
Side  Hospital  and  Dispensary,  Reconstruction 
Unit  of  Post-Graduate  Hospital,  Hospitals  of  the 
Department  of  Correction  of  the  City  of  New 
York;  and  Consulting  Surgeon  to  the  Sing  Sing 
Prison  Hospital. 

A man  of  tremendous  and  never-failing  energy, 
Dr.  Townsend  lived  a life  of  highest  value  to  the 
health  of  the  community,  personally  and  through 
his  many  medical  society  activities.  He  was  a 
clear-thinking  individual  who  held  and  expounded 
strong  convictions  on  the  best  ways  for  doctors 
to  practice  the  healing  art  and  to  constantly  im- 
prove their  knowledge  with  the  help  of  medical 
societies. 

The  Medical  Society  of  the  State  of  New  York 
feels  deeply  the  loss  of  Dr.  Terry  Monroe  Town- 
send. 

Mr.  Speaker,  I move  the  adoption  of  this 
memorial  minute. 

The  motion  was  seconded  and  was  carried  by 

the  delegates  arising  and  standing  with  bowed  heads 
in  silence  for  a minute  in  honor  of  their  departed 
colleague 

Dr.  Monteith  : The  second  one : 

Dr.  Augustus  Joseph  Hambrook 

Augustus  J.  Hambrook,  M.D.,  of  Troy,  New 
York,  died  following  a long  illness,  at  the  Homer 
Folks  Hospital,  Oneonta,  Otsego  County,  New 
York,  on  July  13,  1942. 

He  was  elected  to  membership  in  the  Medical 
Society  of  the  County  of  Rensselaer  in  1909,  and 
served  as  its  secretary  during  1912-1913.  In  1928 
he  became  a member  of  the  Committee  on  Public 
Relations  of  the  Medical  Society  of  the  State  of 
New  York,  on  which  he  served  until  1937,  when  he 
was  elected  a councilor  and  was  appointed  chair- 
man of  the  Council  Committee  on  Public  Relations 
and  Economics,  in  which  capacity  he  served  the 
State  Society  until  his  demise. 

In  1933  and  1934  he  was  second  vice-president 
of  the  Third  District  Branch  and  in  1935  and  1936 
became  its  president.  During  these  years  he  also 
was  a censor  of  the  State  Society.  In  1937  he 
was  a member  of  the  Committee  on  Trends  in 
Medical  Practice  and  also  of  the  Committee  to 
Confer  with  the  State  Hospital  Association.  The 
next  year  he  served  on  the  Council  Committee  on 
Contacts  with  the  Health  and  Welfare  Depart- 
ments of  the  State  while  at  the  same  time  acting  as 
chairman,  during  that  year,  of  the  Council  Com- 
mittee on  the  Deaf  and  Hard  of  Hearing.  In  1942 
he  also  acted  as  a member  of  the  Joint  Committee 
on  Dental  Health  of  the  State  Medical  and  State 
Dental  Societies. 

He  was  a graduate  of  Albany  Medical  College, 
and  during  the  first  World  War  was  a captain  in 
the  Medical  Corps,  U.S.  Army. 

The  Medical  Society  of  the  State  of  New  York 
suffered  a great  loss  in  the  death  of  this  valuable 
councilor. 

I move  the  adoption  of  this  memorial  minute. 

....  The  motion  was  seconded  and  was  carried  by 
the  delegates  arising  and  standing  with  bowed  heads 
in  silence  for  a minute  in  honor  of  their  departed 
colleague 

Dr.  Monteith:  The  third  one: 

Dr.  Grant  Charles  Madill 

Dr.  Grant  Charles  Madill,  of  Ogdensburg, 
served  the  Medical  Society  of  the  State  of  New 


York  over  many  years  until  his  death  in  his 
seventy-ninth  year  on  March  26,  1943.  Elected  i 
to  membership  by  the  St.  Lawrence  County 
Medical  Society  in  1906,  he  had  been  a very 
active  worker  in  county  and  State  societies. 

Dr.  Madill  was  president  of  the  Fourth  District 
Branch  of  the  Medical  Society  of  the  State  of  New  | 
York  in  1911  and  1912;  President  of  the  Medical  i 
Society  of  the  State  of  New  York,  1919-1920;  i 
Delegate  to  the  American  Medical  Association  be-  i 
fore  and  after  his  presidency  for  many  years,  fl 
He  was  a Trustee  of  the  State  Medical  Society  | 
from  1926  to  1935. 

Dr.  Madill  secured  his  M.D.  from  Bellevue  ij 
Medical  College  in  1886,  and  interned  at  Presby- 
terian Hospital  in  New  York  1886-1888,  and  then  j 
started  his  long  practice  in  Ogdensburg. 

In  1908  he  was  given  the  degree  of  LL.D.  by  > 
St.  Lawrence  University,  and  in  1932  the  same  de-  j 
gree  by  New  York  University.  Long  interested  j 
in  medical  education,  Dr.  Madill  was  a Regent  of  j 
the  University  of  the  State  of  New  York  for  years,  i 
and  active  in  that  capacity  at  the  time  of  his  death.  1 

Dr.  Madill  was  a Fellow  of  the  American  Col-  1 
lege  of  Surgeons,  and  Chief  Surgeon,  of  long  ; 
standing,  at  the  A.  Barton  Hepburn  Hospital  in  | 
Ogdensburg. 

The  death  of  Dr.  Grant  Charles  Madill  was  a 
great  loss  to  the  Medical  Society  of  the  State  of  . 
New  York  and  to  the  State  of  New  York. 

I move  the  adoption  of  this  memorial  minute. 

The  motion  was  seconded  and  was  carried  by  I 

the  delegates  arising  and  standing  with  bowed  heads  I 
in  silence  for  a minute  in  honor  of  their  departed  I 
colleague 

Dr.  Monteith:  In  regard  to  the  report  of  the  £ 

Council  Advisory  Committee  to  the  Woman’s 
Auxiliary,  your  reference  committee  desires  to  en-  ij 
dorse  approval  of  the  work  of  the  Woman’s  Aux-  | 
iliary.  We  realize  that  situations  contingent  on  ■ 
wartime  restrictions  are  limiting  the  activities  of  the  l 
Auxiliary  in  some  ways,  but  we  urge  upon  them  the 
continuance  of  all  possible  projects  at  this  time,  . 
especially  in  the  fields  of  health  insurance  and  mat-  I 
ters  of  health  education. 

I move  the  adoption  of  this  portion  of  the  report. 

The  motion  was  seconded,  and  as  there  was  I 

no  discussion,  it  was  put  to  a vote  and  was  unani-  i' 
mously  carried 

Dr.  Monteith:  Chiropractic  Study — Your  refer-  I 

ence  committee  heartily  endorses  the  suggestion  of  i 
the  Council  to  appoint  a subcommittee  of  the  Coun-  | 
cil  Committee  on  Legislation  to  prepare  to  attend 
hearings  of  the  Legislative  Commission  which  has  L 
been  set  up  to  study  the  subject  of  chiropractic.  In  | 
order  properly  to  emphasize  by  the  House  of  Dele- 
gates such  action,  and  in  order  to  lend  the  full  weight  a 
of  the  Medical  Society  of  the  State  of  New  York  to  } 
the  work  of  such  a body,  your  reference  committee  j 
recommends  that  the  House  of  Delegates  approve  j 
that  there  be  appointed  a subcommittee  of  the  i 
Council  Committee  on  Legislation  to  attend  meet-  1 
ings  of  this  Legislative  Commission. 

I move  the  adoption  of  this  portion  of  the  report. 

The  motion  was  seconded 

Speaker  Bauer:  You  have  this  portion  of  the  I 
report  before  you  for  adoption.  In  substance  you 
really  approved  it  yesterday  in  connection  with  the  » 
Basic  Science  Law . Is  there  any  discussion  on  it? 

The  question  was  called  for,  and  the  motion 

was  put  to  a vote  and  was  unanimously  carried 

Dr.  Monteith:  County  Health  Units — While 

your  reference  committee  is  in  deepest  accord  with 
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the  objectives  of  the  Trustees  of  the  American 
Medical  Association  in  the  establishment  of  full- 
time modern  health  services  in  all  areas  of  the  coun- 
try, we  do  not  feel  that  the  public  health  situation 
throughout  New  York  State  is  in  such  a deplorable 
condition  as  the  letter  of  Dr.  Haven  Emerson  to  the 
Council  would  indicate.  Permissive  legislation  for 
the  establishment  of  county  health  units  has  been  in 
effect  in  New  York  State  for  over  twenty  years.  At 
the  present  time  your  committee  is  of  the  opinion 
that  it  would  be  impossible  to  obtain  properly  quali- 
fied personnel  to  man  county  health  units  in  the 
fifty-one  counties  of  the  State  now  without  full- 
time county  health  units. 

Mandatory  legislation  now  would  be  fatal  to  the 
program  of  gradual  evolution  taking  place  under  our 
State  Department  of  Health.  Any  community  that 
so  desires  may  establish  public  health  units  suitable 
for  its  needs.  We  believe  that  the  State  Depart- 
ment of  Health,  through  its  district  offices,  through 
county  public  health  committees,  their  nursing  and 
clinic  services,  milk  inspection,  and  allied  activities 
are  doing  as  much  as  is  possible  to  bring  to  all  the 
people  the  benefits  of  an  organized  public  health 
service.  Gradual  evolution  of  the  problem  seems 
more  appropriate  at  this  time  than  any  recommenda- 
tion of  suggested  legislation. 

Your  reference  committee  desires  in  principle  to 
endorse  all  efforts  being  made  to  further  Public 
Health  work  throughout  New  York  State,  and  to 
this  end  suggests  that  the  matter  of  full-time  county 
public  health  units  be  referred  to  the  Council  Com- 
mittee on  Public  Health  for  further  study  and  ap- 
propriate action  when  trained  personnel  for  the 
establishment  of  such  units  becomes  available. 

I move  the  adoption  of  this  portion  of  the  report. 
....  The  motion  was  seconded,  and  as  there  w as  no 
discussion,  it  was  put  to  a vote  and  w as  unanimously 
carried 

Dr.  Monteith:  Now  I move  the  adoption  of  the 
report,  as  a whole,  as  amended. 

The  motion  was  seconded,  and  as  there  was  no 

discussion,  it  was  put  to  a vote  and  was  unanimously 
carried 

Speaker  Bauer:  Thank  you,  Dr.  Monteith! 
Section  83 

Proposed  Amendment  to  Bylaws,  Chapter  X,  Sec- 
tion 1 

Secretary  Irving:  Mr.  Speaker,  there  is  in  Part 

XII  of  the  Council  Report  a matter  that  did  not 
come  before  that  reference  committee,  which  I think 
should  be  read  now.  This  is  an  amendment  sub- 
mitted by  the  Council  to  be  acted  on  a year  from 
now\  I will  read  it.  It  is  a small  thing,  so  it  will 
not  take  very  long: 

“Travel  Expenses  of  Delegates  to  A.M.A. — The 
Council  recommends  that  Chapter  X of  the  By- 
laws be  amended  to  allow  delegates  to  the  Ameri- 
can Medical  Association  the  usual  travel  expenses 
such  as  are  allowed  to  members  of  Council,  Trus- 
tees, Censors,  and  members  of  committees,  in- 
stead of  only  ‘railroad  transportation  and  Pullman 
accommodations.’  To  that  end  the  Council  sub- 
mits the  following  amendment : 

“In  Chapter  X,  Section  1,  of  the  Bylaws 
delete  the  sentence  which  reads:  ‘The  dele- 

gates to  the  American  Medical  Association 
who  have  attended  each  session  of  the  House  of 
Delegates  of  that  Association  and  who  shall 
have  filed  with  the  Secretary  evidence  of  such 
attendance  shall  be  allowed  the  actual  cost  of 


railroad  transportation  and  Pullman  accommo- 
dations to  the  place  of  meeting  and  return.’; 
and  insert  in  its  place  the  following  sentence: 
‘ The  delegates  to  the  American  Medical  Associa- 
tion who  have  attended  each  session  of  the  House 
of  Delegates  of  that  Association  and  who  shall 
have  filed  with  the  Secretary  evidence  of  such 
attendance  shall  he  allowed  traveling  expenses .’  ” 

Speaker  Bauer:  This  being  an  amendment,  it 
will  remain  in  the  hands  of  the  Secretary  until  next 
year  when,  after  being  duly  published,  it  will  come 
before  you  for  consideration. 

Section  84 

Report  of  the  Reference  Committee  on  the  Report  of 
the  Council— Part  IX:  Workmen’s  Compensa- 

tion 

Dr.  Carlton  E.  Wertz,  Erie:  Your  committee 
urges  that  the  duties  and  responsibilities  and  juris- 
diction conferred  by  Workmen’s  Compensation  Lawr 
on  the  medical  societies,  both  county  and  State,  and 
which  the  societies  are  eager  to  carry  out  with  the 
object  in  view  of  assuring  proper  medical  care  to  the 
injured  or  disabled  worker,  be  maintained  in  the 
lawr,  or  in  any  amendment  thereto  that  may  be  re- 
quired as  a result  of  the  present  Moreland  Act  in- 
vestigation. Where  the  functions  of  the  societies 
call  for  the  investigation  of  any  allegedly  improper 
practices  on  the  part  of  physicians,  medical  bureaus, 
or  laboratories,  or  for  hearings  and  trials  of  alleged 
violators  of  the  Workmen’s  Compensation  Law,  the 
lawr  should  be  so  amended  and  clarified  as  to  confer 
upon  the  societies,  or  their  workmen’s  compensation 
boards,  definite  powers,  such  as  the  power  to  sub- 
poena witnesses,  administer  the  oath,  and  investi- 
gate the  books  and  records  of  the  person  or  bureaus 
charged  with  any  violation. 

The  Workmen’s  Compensation  Law  should  be  so 
clarified  and  amended  as  to  indicate  the  scope  of 
authority  of  the  workmen’s  compensation  boards  in 
reference  to  complaints  and  to  indicate  whether  such 
powers  apply  only  to  complaints  received  by  the 
medical  societies  or  whether  it  is  the  function  of  such 
boards  of  their  own  initiative  to  seek  out  offenders 
in  the  first  instance  and  bring  them  to  trial.  Onfy 
when  such  duties  and  powers  are  definitely  defined 
and  implemented  by  adequate  authority  can  the 
medical  society  compensation  boards  fulfill  their 
avowed  purposes  to  help  in  a proper  administration 
of  the  Workmen’s  Compensation  Law  to  the  end 
that  adequate  medical  service  be  rendered  at  a fair 
and  equitable  cost. 

We  believe  that  the  functions  which  were  con- 
ferred by  the  Legislature  in  1935  upon  the  medical 
societies  can  best  be  administered  by  organized 
medicine,  and  organized  medicine  has  up  to  the  pres- 
ent time,  with  limited  authority,  carried  out  these 
functions  through  the  county  society  committees  and 
the  State  Society  Bureau  of  Compensation  with 
zeal  and  vigor  and  with  a true  appreciation  of  the 
purpose  of  the  1935  amendments  to  the  Workmen’s 
Compensation  Law  to  remove  evils  and  abuses  then 
existent  and  to  prevent  their  recurrence. 

The  medical  societies  alone  cannot  be  expected, 
despite  their  ability  and  willingness  to  serve  as  an 
auxiliary  of  the  State,  to  remove  or  prevent  evik, 
abuses,  and  maladministration,  without  a properly 
functioning  Department  of  Labor,  efficiently  ad- 
ministered and  properly  staffed  and  equipped.  It  is, 
therefore,  urged  that  any  investigation  of  workmen’s 
compensation  practices  be  complete  and  constructive 
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and  involve  all  parties  to  the  functioning  of  the  law 
with  whom  injured  workers  come  in  contact  from  the 
very  inception  of  their  injuries  or  claims  to  the  ad- 
judication of  same  by  the  various  branches  of  the 
Labor  Department,  including  the  claim  representa- 
tives, insurance  carriers,  or  employers’  representa- 
tives or  organizations.  During  the  past  seven 
years  our  Workmen’s  Compensation  Bureau  has 
made  numerous  recommendations  for  changes  in 
procedure  and  for  additional  legislation  and  has 
called  attention  to  procedures  requiring  change — all 
in  the  interest  of  a better  functioning  of  the  Work- 
men’s Compensation  Law. 

The  social  benefits  conferred  upon  our  people  by 
the  Workmen’s  Compensation  Law  should  not  be 
nullified  or  diminished  by  ambiguities  in  the  law  or 
maladministration  or  dishonesty  on  the  part  of  any- 
one. The  organized  medical  profession  has  always 
maintained  a high  standard  of  ethical  and  profes- 
sional conduct,  and  will  continue  to  do  so.  It  is 
willing  and  eager  to  punish  any  physicians  who  have 
been  false  to  these  ideals  or  unmindful  of  their  re- 
sponsibilities toward  the  injured  worker.  It  has 
always  been  the  ideal  of  our  workmen’s  compensa- 
tion committees  and  of  the  Workmen’s  Compensa- 
tion Bureau  to  function  with  these  ideals  in  mind. 
We  therefore  urge  serious  consideration  by  our  legis- 
lative bodies  of  the  present  inadequacies  of  the  law 
and  the  addition  of  such  amendments  as  will  streng- 
then it.  In  this  procedure  the  Medical  Society  of  the 
State  of  New  York  stands  ready  to  give  a full  mea- 
sure of  help  and  cooperation,  and  we,  therefore, 
recommend  that  this  matter  be  referred  to  the  Legis- 
lative Committee  of  the  State  Medical  Society,  and 
that  they  be  instructed  to  cooperate  with  the  Work- 
men’s Compensation  Board  to  secure  the  proper 
legislation  to  accomplish  the  above  recommendation . 

Your  reference  committee  approves  the  report  of 
the  Workmen’s  Compensation  Committee  com- 
pletely, especially  wishes  to  stress  the  section  in  re- 
gard to  radiology  ratings,  and  recommends  the  in- 
creased use  of  examining  boards  for  such  ratings. 
We  also  agree  that  the  granting  of  specialty  ratings 
in  the  other  specialties  must,  too,  be  based  on  high 
standards.  The  section  on  ratings  of  the  refugee 
physicians  is  of  particular  importance.  His  or  her 
ability  should  be  definitely  established  before  grant- 
ing the  specialist’s  rating. 

The  committee  also  recommends  that  because  of 
the  many  and  various  duties  of  our  Workmen’s 
Compensation  Bureau  and  the  many  demands  made 
upon  it,  and  with  the  needed  increased  attention  to 
the  Workmen’s  Compensation  Law  and  necessary 
amendments  to  the  same,  there  be  the  employment 
of  a full-time  Medical  Director. 

I move  the  adoption  of  the  committee’s  report 
which  is  signed  by  Carlton  E.  Wertz,  chairman,  Roy 
B.  Henline,  Charles  S.  Lakeman,  Milton  S.  Lloyd, 
and  George  C.  Vogt. 

. . . .The  motion  was  seconded 

Speaker  Bauer:  You  have  before  you  the  re- 
port of  the  reference  committee,  which  approves  in 
substance  the  work  of  the  Council  Committee  on 
Workmen’s  Compensation.  The  final  recommenda- 
tion was  acted  upon  yesterday.  Is  there  any  dis- 
cussion on  the  report  as  a whole? 

The  question  was  called  for,  and  the  motion 

was  put  to  a vote  and  was  unanimously  carried 

Speaker  Bauer:  Thank  you,  Dr.  Wertz! 


Section  85.  ( See  1J+) 

Report  of  Reference  Committee  on  the  Report  of  the 


Council — Part  XIII:  Malpractice  Defense  and 

Insurance  and  Legal  Counsel 

Malpractice  Defense  and  Insurance.  Dr.  Moses 
H.  Krakow,  Bronx:  Your  reference  committee  has 

reviewed  the  report  of  the  Committee  on  Malprac- 
tice Defense  and  Insurance  and  notes  that  the 
following  changes  were  made  in  the  Group  Insurance 
Contract : 

1.  On  recommendation  of  the  Committee  on 
Malpractice  Defense  and  Insurance,  the  Council  of 
the  Society  on  April  28,  1942,  approved  an  increase 
in  the  base  rate  to  $32 — an  increase  of  $4.  No  in-  | 
crease  in  the  excess  limit  rates  was  necessary. 

2.  An  additional  surcharge  of  50  per  cent  of  the  j 
premium  for  “cosmetic  plastic  surgery”  was  adopted. 

Arrangement  was  made  with  the  carrier,  the  York-  j 
shire  Indemnity  Company,  for  a reduction  of  50  per  ' 
cent  in  the  annual  premium  for  doctors  serving  in 
the  military  forces  of  the  United  States,  effective 
November  1,  1942.  The  insured  doctor  upon  enter- 
ing the  military  services  may  obtain  this  reduction, 
provided  the  insurance  is  limited  to  claims  and  suits 
arising  out  of  the  professional  services  rendered  to 
persons  in  the  armed  forces  of  the  United  States  or, 
in  emergency,  to  civilian  patients.  Coverage  is  also 
extended  to  liability  of  the  insured  for  action  arising 
out  of  the  appointment  by  him  of  another  physician 
to  substitute  for  him  in  private  practice  while  he  is  in 
the  armed  forces,  providing  the  substitute  physician 
is  a member  of  the  Medical  Society  of  the  State  of 
New  York  and  is  individually  insured  in  the  Group 
Plan  of  the  Society. 

Your  reference  committee  urges  all  physicians 
entering  the  military  service  to  retain  their  Mal- 
practice Insurance  in  the  Society’s  Group  Plan. 
However,  the  committee  feels  that  physicians  in  the 
armed  forces  of  the  United  States  or  serving  in  any 
capacity  for  the  Selective  Service  or  Induction 
Boards  should  not  be  held  financially  responsible  for 
any  judgment  resulting  from  any  court  action  for 
malpractice  when  such  treatment  or  examination 
has  taken  place  in  the  course  of  their  duties. 

Your  reference  committee  recommends  that  the 
Council  of  the  Medical  Society  of  the  State  of  New 
York  initiate  the  necessary  measures  for  the  accom- 
plishment of  this. 

The  attention  of  the  members  practicing  x-ray 
therapy  exclusively  is  called  to  the  special  annual 
base  premium  of  $30. 

The  report  is  concluded  by  emphasis  on  the  fact 
that  the  Yorkshire  Indemnity  Company  is  a New 
York  State  corporation,  completely  under  the  juris- 
diction of  the  State  Superintendent  of  Insurance, 
who  has  stated  that  “all  of  their  assets  are  held 
within  the  United  States.” 

I move  the  adoption  of  this  report. 

The  motion  was  seconded 

Speaker  Bauer:  You  have  before  you  the  re- 
port of  the  Reference  Committee  on  Malpractice 
Defense  and  Insurance.  It  carries  a specific  recom- 
mendation at  the  end : that  the  Council  should  take 
action  to  protect  members  in  the  armed  forces  from 
being  subject  to  suits  for  malpractice  in  military 
service  and  selective  service.  Is  there  any  discus- 
sion? 

The  question  was  called  for,  and  the  motion 

was  put  to  a vote  and  was  unanimously  carried 

Report  of  the  Legal  Counsel.  Dr.  Krakow: 
The  report  of  the  Counsel  is  for  the  period  of  Febru- 
ary 1,  1942,  to  January  31.  1943,  and  is  given  under 
three  main  divisions:  (1)  litigation;  (2)  counsel 

work  and  activities;  and  (3)  legislative  advice  and 
activities. 
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1.  Litigation. — For  the  reporting  period  120 
cases  were  instituted  and  164  cases  disposed  of  as 
follows : 

Settled — 48  cases 

Terminated  in  favor  of  the  defendant — 111  cases 

Judgment  for  the  plaintiff — 5 cases 

On  January  31,  1943,  there  were  pending  369  cases 
as  compared  with  413  cases  as  of  January  31,  1942. 

The  membership  is  again  cautioned  against  care- 
less, hasty,  and  unjustified  criticism  by  one  physician 
of  the  work  of  another.  This  often  leads  to  mal- 
practice action.  The  hazard  of  such  malpractice 
action  is  also  called  to  the  attention  of  the  members 
inasmuch  as  the  rights  of  the  physician  in  these  ac- 
tions are  in  the  hands  of  lay  jurors,  and  verdicts  are 
frequently  rendered  where  sympathy,  passion,  and 
prejudice  or  bias  are  responsible  for  the  verdict. 

The  Council  again  recommends  the  loyal  support 
of  every  member  of  the  Society  for  the  Group  Plan 
of  Insurance,  which  has  been  in  operation  for 
twenty  years  and  has  set  a record. 

Your  reference  committee  endorses  this  recom- 
mendation. We  understand  that  approximately  50 
per  cent  of  the  members  (this  figure  is  on  the  verbal 
information  by  Dr.  Bandler)  carry  the  Group  Plan 
Insurance,  and  we  urge  the  rest  of  the  members  to 
join  the  Plan. 

Appreciation  for  cooperation  with  the  Counsel  is 
extended  to  the  Yorkshire  Indemnity  Company  and 
its  claim  agent,  Mr.  Horace  Crowell,  Jr.,  to  the 
Council  Committee,  Dr.  Bandler,  chairman,  to  the 
Counsel  associates,  Mr.  William  F.  Martin  and  Mr. 
Thomas  H.  Clearwater,  and  to  the  Counsel’s  entire 
staff  both  legal  and  clerical. 

2.  Counsel  Work  and  Activities. — The  Counsel 
has  prepared  articles  in  the  nature  of  editorial  com- 
ment for  the  New  York  State  Journal  of  Medi- 
cine; also  a number  of  inquiries  and  answers  relat- 
ing to  the  legal  questions  in  medicine. 

Acting  with  the  Committee  on  Constitution  and 
Bylaws,  the  Counsel  examined  proposed  amend- 
ments to  the  constitution  and  bylaws  of  a number 
of  component  county  societies  and  has  rendered  ad- 
vice and  made  suggestions  in  connection  therewith. 

The  Counsel  drew  the  contract  between  the 
Society  and  the  late  Mr.  Lighty  with  reference  to  the 
advertising  matter  in  the  New  York  State  Journal 
of  Medicine  and  the  Medical  Directory  and  the 
commercial  exhibits.  The  Counsel  drew  the  con- 
tract between  the  Society  and  Dr.  Joseph  S.  Law- 
rence, Executive  Director;  also  the  contract  with 
Mr.  Dwight  Anderson  as  director  of  the  Public 
Relations  Bureau  and  business  manager  of  the  New 
York  State  Journal  of  Medicine  and  Medical 
Directory. 

The  Counsel  has  attended  and  advised  at  all 
meetings  of  the  Council  of  the  Society  and  meetings 
of  its  various  committees. 

3.  Legislative  Advice  and  Activities. — During  the 
1942-1943  session  of  the  New  York  State  Legis- 
lature, the  Counsel  examined  problems  affecting  the 
medical  profession  and  gave  advice  with  reference 
thereto.  He  also  conferred  with  the  Executive 
Director  of  the  Society.  Mr.  Clearwater  has  at- 
tended the  annual  conference  of  the  Council  Com- 
mittee on  Legislation  and  the  Chairmen  of  the 
County  Societies’  Legislative  Committees  held  at 
Albany. 

I move  the  adoption  of  this  portion  of  the  report. 

The  motion  was  seconded,  and  as  there  was  no 

discussion,  it  was  put  to  a vote  and  was  unanimously 
carried 


Dr.  Krakow:  The  report  just  referred  to  was 
prepared  and  signed  by  our  late  Counsel,  Mr.  Lorenz 
Joseph  Brosnan,  whose  untimely  death  occurred  on 
the  twelfth  of  April,  1943,  and  the  Council  Com- 
mittee on  Malpractice  Defense  and  Insurance  pre- 
sents the  following  memorial,  drawn  up  after  his 
death: 

“Lorenz  Joseph  Brosnan  died  on  April  12,  1943, 
after  a brief  illness.  Mr.  Brosnan  had  served  the 
Medical  Society  of  the  State  of  New  York  as 
Counsel  since  1930  and  had  fulfilled  every  expecta- 
tion of  that  position  with  a competency  second 
to  none.  Prior  to  his  designation  as  Counsel, 
Mr.  Brosnan  had  been  associated  with  Lloyd 
Paul  Stryker,  his  immediate  predecessor. 

“Lorenz  Brosnan  was  born  in  New  York  City  in 
1894  and  had  attended  De  La  Salle  Institute.  He 
was  graduated  from  Manhattan  College  in  1915 
with  the  degree  of  A.B.  and  in  1918  was  graduated 
from  the  Law  School  of  Columbia  University  and 
shortly  thereafter  was  admitted  to  the  Bar. 
During  the  thirteen  years  that  Mr.  Brosnan  served 
our  Society  as  Counsel  he  rendered  most  exacting 
and  varied  services,  all  of  which  were  faithfully 
performed.  His  annual  report  for  the  year  1942 
has  just  been  presented  to  this  House  of  Delegates 
and,  as  always,  reveals  his  vast  accomplishments 
for  the  good  of  our  organization. 

“Mr.  Brosnan  was  a member  of  the  Association 
of  the  Bar  of  the  City  of  New  York,  the  New  York 
County  Lawyers  Association,  the  New  York  State 
and  the  American  Bar  Associations,  the  Arch- 
bishop’s Committee  of  the  Laity  for  Catholic 
Charities,  the  Xavier  Alumni  Sodality,  the  Man- 
hattan College  Alumni  Society,  the  Knights  of 
Columbus,  the  Society  of  the  Friendly  Sons  of  St. 
Patrick,  the  Catholic  Club,  the  Manhattan  Club, 
and  the  Larchmont  Shore  Club. 

“Lorenz  Brosnan  is  survived  by  his  widow,  his 
four  daughters,  and  two  sons.  Also  surviving  are 
two  brothers,  John  F.  Brosnan,  a member  of  the 
New  York  Bar,  and  Captain  Vincent  J.  Brosnan, 
Catholic  Chaplain  of  the  Army  of  the  United 
States,  stationed  at  Camp  Livingston,  Louisiana. 
To  all  of  them  the  sincerest  sympathy  and  heart- 
felt condolence  of  this  House  of  Delegates  are  ex- 
tended, and  be  it  recorded  that  this  expression  of 
our  deep  sense  of  loss  is  placed  in  our  minutes  and 
that  a copy  be  transmitted  to  the  family.” 

I move  the  adoption  of  this  portion  of  the  report. 

The  motion  was  seconded 

Speaker  Bauer:  You  have  before  you  for  the 
adoption  of  this  portion  of  the  report  which  consists 
of  a memorial  minute  to  one  who  for  thirteen  years 
was  Counsel  of  the  State  Society,  and  who  died  this 
past  month. 

Dr.  James  F.  Rooney,  Trustee:  Briefly,  I should 
like  to  say  something  more  than  this  memorial  does 
about  Mr.  Brosnan.  It  has  been  my  opportunity 
for  the  past  eight  or  ten  years  to  have  heard  from 
many  justices  of  the  Supreme  Court  of  the  State  of 
New  York  concerning  Mr.  Brosnan’s  ability  and  the 
credit  that  he  reflected  upon  this  Society  as  con- 
trasted with  some  of  the  unfortunate  instances  we 
had  had  earlier  in  our  career. 

I should  like  to  take  this  moment  to  pay  my  own 
personal  tribute  to  Lorenz  Brosnan,  one  of  my  best 
friends,  and  I think  one  of  the  best  friends  this 
Society  ever  had  in  the  legal  profession. 

Speaker  Bauer:  Thank  you,  Dr.  Rooney! 

The  delegates  arose  and  stood  with  bowed 
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heads  for  a minute  in  silence  in  honor  of  Lorenz 
Joseph  Brosnan 

Dr.  Krakow:  I move  the  adoption  of  the  report 

of  your  reference  committee,  consisting  of  Moses  H. 
Krakow,  chairman,  Benjamin  M.  Bernstein,  Samuel 
E.  Appel,  John  Dugan,  and  Denver  M.  Vickers,  as  a 
whole. 

The  motion  was  seconded,  and  as  there  was  no 

discussion,  it  was  put  to  a vote  and  was  unanimously 
carried 

Section  86 

Report  of  the  Reference  Committee  on  Report  of  the 
Council — Part  XI:  Status  of  Foreign  Physicians 

Dr.  Leo  F.  Simpson,  Monroe:  Your  reference 
committee  has  carefully  considered  the  recommenda- 
tions of  the  Subcommittee  on  the  Status  of  Foreign 
Physicians,  which  have  been  adopted  by  the  Council 
and  adds  its  endorsement  to  that  of  the  Council. 

We  have,  in  addition,  studied  the  complementary 
article  published  by  this  committee  in  the  New  York 
State  Journal  of  Medicine  of  January  15,  1943, 
under  the  title  of  “Status  of  Foreign  Physicians.” 

As  a result  of  this  study,  your  committee  makes  the 
following  recommendations: 

1.  We  recommend  that  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
urge  the  Board  of  Regents  of  the  State  of  New 
York  to  refuse,  in  the  future,  to  admit  to  examina- 
tion for  licensure  any  graduate  of  a foreign  medical 
school,  25  or  more  per  cent  of  whose  graduates 
taking  the  examination  during  the  past  ten  years 
have  failed  to  pass.  This  percentage  is  to  be 
based  on  the  average  of  the  results  of  the  indi- 
vidual years. 

2.  That  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  urge  the  Board 
of  Regents  of  the  State  of  New  York  to  limit  defi- 
nitely to  three  in  all  the  number  of  examinations 
that  may  be  taken  by  any  candidate  for  licensure 
to  practice  medicine.  Your  committee  feels  that 
if  a candidate  cannot  pass  these  examinations  after 
three  attempts,  it  clearty  indicates  a medical 
education  of  a very  inferior  quality,  and  one 
against  which  the  people  of  New  York  State 
should  be  adequately  protected. 

3.  We  recommend  the  appointment  of  a continuing 
committee  by  the  President  to  be  known  as  the 
“Committee  on  Medical  Licensure,”  whose  duties 
shall  be  to  compile,  study,  and  assay  such  perti- 
nent data  as  may  be  of  assistance  to  the  Board  of 
Regents  to  the  end  that  the  people  of  the  State  of 
New  York  be  guaranteed  physicians  of  the  highest 
quality  on  whom  they  can  rely  with  full  confi- 
dence. 

I move  the  adoption  of  the  report  of  this  com- 
mittee, consisting  of  Leo  F.  Simpson,  chairman, 
Joseph  C.  O’Gorman,  Maurice  J.  Dattelbaum, 
Stephen  H.  Curtis,  and  Beverly  C.  Smith. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote  and  was  unanimously 
carried 

Section  87 

Report  of  the  Reference  Committee  on  Report  of  the 
Council — Part  V:  Medical  Expense  Indemnity 

Insurance 

Dr.  Harry  S.  Bull,  Cayuga:  Your  Committee 

on  Report  of  the  Council,  Part  V,  has  carefully  re- 
viewed the  report  as  published  in  your  Journal. 
We  note  with  pleasure  that  there  has  been  progress 


in  this  field  during  the  past  year;  that  the  principle 
of  voluntary  premedical  care,  sponsored  by  organized 
medicine,  is  being  more  generally  accepted;  that  it 
has  not  been  widely  accepted  has  been  due  in  part  to 
many  problems:  the  necessity  of  replacing  the 

older  plans  by  new  contracts;  the  readjustment  of 
fee  schedules,  and  possibly  to  lack  of  interest  of 
members  of  the  profession  in  localities  where  the 
idea  of  such  insurance  is  new  and  untried,  and,  per- 
haps,  in  part  to  the  timidity  on  the  part  of  the  pro-  j, 
fessional  man  to  sell  this  idea  to  the  public. 

Your  committee  appreciates  the  large  amount  of 
time  and  effort  which  has  been  put  forward  by  the 
committee  and  its  metropolitan  subcommittee  in 
attempting  to  further  this  project.  We  would  con- 
gratulate them  on  the  work  already  accomplished 
and  would  respectfully  recommend  to  this  House 
that  these  committees  be  continued  to  further  ad- 
vance this  plan  in  the  year  to  come. 

That  is  respectfully  submitted  by  the  reference  j 
committee  consisting  of  Harry  S.  Bull,  chairman, 
Robert  F.  Barber,  Ada  C.  Reid,  Alfred  H.  Noehren,  ! 
and  Nelson  W.  Strohm.  I move  its  adoption. 

The  motion  was  seconded,  and  as  there  was  no  j 

discussion,  it  was  put  to  a vote  and  was  unanimously 
carried 

Section  88.  ( See  /i4) 

Report  of  Reference  Committee  on  New  Business  j 
C — Remission  of  Dues  of  Members  Serving  in 
Veterans  Administration  Facility 

Dr.  John  D.  Carroll,  Rensselaer : On  the  reso-  ■ 
lution  presented  by  Dr.  John  J.  Buettner,  of  the  ! 
Onondaga  County  Society,  concerning  the  remission  1 
of  dues  and  assessments  of  members  of  the  county  1 
societies  who  are  enrolled  in  the  Veterans  Adminis- 
tration Facility,  reading: 

“Whereas,  at  a recent  meeting  of  the  Comitia 
Minora  the  motion  was  passed  that  the  delegates 
to  the  Annual  State  Meeting,  soon  to  be  held  in 
Buffalo,  be  instructed  to  present  a resolution  to 
the  House  of  Delegates  that  the  dues  and  assess- 
ments of  members  of  county  societies  who  are  en- 
rolled in  the  Veterans  Administration  Facility  for 
the  duration  be  remitted  while  they  are  tempo- 
rarily removed  from  active  civilian  practice,  in  the 
same  manner  as  those  members  in  the  United 
States  Public  Health  Service. 

“The  reason  prompting  this  action  is  the  fact 
that  one  of  our  members  has  gone  into  the  Veter- 
ans Administration  Facility  for  the  duration,  and 
we  have  carried  on  considerable  correspondence 
in  the  hope  of  having  his  dues  and  assessments  re- 
mitted, only  to  find  that  this  is  not  possible  unless 
the  House  of  Delegates  takes  some  action  at  their 
coming  meeting. 

“The  Comitia  Minora,  with  the  approval  of  the 
Onondaga  County  Medical  Society,  requests  that 
their  delegates  introduce  the  following  resolution 
at  the  coming  meeting  of  the  Medical  Society  of 
the  State  of  New  York;  therefore,  be  it 

“ Resolved , that  members  of  component  county 
medical  societies  entering  the  Veterans  Adminis- 
tration Facility  on  a temporary  basis  have  their 
dues  remitted  for  the  duration.” 

Your  committee  recommends  the  approval  of  this 
resolution,  and  I move  the  adoption  of  this  part 
of  the  report. 

The  motion  was  seconded 

Speaker  Bauer:  The  resolution  is  before  you  to 

permit  remission  of  dues  for  persons  in  the  Veterans 
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Service.  This  is  along  the  same  line  that  we  dis- 
cussed a while  ago  in  connection  with  members  in 
the  military  services.  Is  there  any  discussion? 

Dr.  James  F.  Rooney,  Trustee:  I am  not  so  sure 

that  it  is  a wise  policy  for  this  Society  to  grant  the 
same  privileges  to  those  men  who  enter  the  Veterans’ 
Facility  as  we  have  already  granted  to  those  who  are 
in  the  armed  forces  of  the  United  States. 

I think  all  of  you  will  have  noted  that  the  resolu- 
tion says  in  effect  for  those  men  who  have  entered 
the  Veterans’  Facility  for  temporary  duty.  They 
are  not  members  of  the  armed  forces.  They  are 
employed  by  contract  with  the  government,  and 
they  are  in  exactly  the  same  status  as  contract 
surgeons,  but  with  less  of  the  military  privileges  and 
with  no  rank. 

I am  loath  to  think  that,  perhaps,  there  are  some 
members  of  the  medical  profession  who  may  be 
perfectly  willing  to  enter  into,  and  accept  a tempo- 
rarily exempted  status  with,  the  Veterans’  Facility 
rather  than  to  take  their  commission  in  the  armed 
forces  of  the  United  States. 

I feel  that  if  we  adopt  this  resolution  we  are  going 
too  far,  and  I personally  hope  that  it  will  not  prevail. 

Speaker  Bauer:  Is  there  any  further  discus- 

sion? 

Dr.  John  J.  Buettner,  Onondaga:  The  reason 
for  introducing  this  resolution  was  that  one  of  our 
members  who  could  not  get  into  the  armed  forces 
was  able  to  get  into  the  Veterans’  Administration 
Facility,  and  he  asked  to  have  his  dues  remitted. 
The  county  society  remitted  his  dues.  The  State 
Society  did  not.  As  it  stands  at  the  present  time, 
in  order  to  keep  him  in  good  standing  in  the  State 
Society  the  county  society  would  have  to  pay  his 
dues.  We  are,  therefore,  asking,  in  this  particular 
case,  for  a man  who  could  not  get  into  the  armed 
services  but  who  did  enter  the  Veterans’  Administra- 
tion Facility  that  his  dues  be  remitted. 

Dr.  Abraham  Koplowitz,  Kings:  I should  like 

to  offer  an  amendment  providing  that  the  doctor  is 
either  above  the  age  for  the  armed  services  or  has 
been  rejected. 

The  motion  was  seconded 

Speaker  Bauer:  It  has  been  moved  and  sec- 

onded that  the  motion  be  amended  by  adding  to  it 
that  the  dues  of  a person  entering  the  Veterans’ 
Service  for  the  duration  be  remitted  provided  he  is 
above  the  age  for  military  service  or  has  been  physi- 
cally rejected  for  military  service. 

Dr.  Charles  F.  McCarty,  Kings:  I should  like 

to  ask  how  we  are  going  to  find  that  out.  That 
would  be  almost  impossible  to  find  out. 

I should  also  like  to  inquire  whether  we  are  going 
to  inform  all  of  the  doctors  who  take  government 
civil  service  jobs  at  the  present  time  that  their  dues 
are  remitted  and  that  they  have  exactly  the  same 
status  in  that  respect  as  those  men  who  go  into  the 
Veterans’  Bureau  who  are  not  in  the  military  serv- 
ice— namely,  full  remission  of  their  dues  as  the  men 
in  the  Army,  Navy,  and  the  United  States  Public 
Health  Service  now  enjoy  for  the  duration? 

President-Elect  McGoldrick:  I should  like 

to  add  a word  to  Dr.  Rooney’s  and  Dr.  McCarty’s 
statements.  In  the  first  place,  this  is  a request  to 
overrule  the  action  of  the  Council  and  make  a 
mandatory  order  by  this  body  on  the  Council.  We 
have  the  rules  adopted  last  year  and  confirmed  so 
far  that  the  proper  mode  of  action  is  for  the  county 
society  to  make  its  request  of  the  State  Society 
through  the  Council,  and  their  action  has  up  to  now 
been  final,  and  approved  at  the  end  of  the  year  by 
the  House  of  Delegates. 


In  the  first  place  this  would  overrule  that,  and 
would  order  special  action  in  this  particular  group  of 
doctors.  The  Veterans’  Administration  continues 
all  the  year  round.  We  know  there  have  been 
many  abuses  in  the  Veterans’  Bureau  since  the  last 
war.  We  know  that  many  doctors  have  been  in  it 
for  years  without  any  relation  to  the  war  effort  or 
any  special  patriotic  motive  except  the  objective  of  a 
doctor  in  doing  his  best  work  for  individuals.  It 
may  continue  and  will  continue,  after  the  war.  It 
does  not  involve  any  war  risk.  A man  may  leave  it 
at  any  moment  when  his  contract  expires.  It  is  an 
optional  matter  with  him.  Therefore,  I feel  it  is 
contrary  to  the  spirit  we  have  had  here  shown : that 

the  men  and  women  in  the  armed  forces  and  working 
for  their  country  are  the  ones  that  should  have  their 
dues  remitted.  While  the  Veterans’  Facility  is, 
perhaps,  an  allied  arm,  it  is  not  really  the  armed 
forces. 

Speaker  Bauer:  The  question  is  on  the  amend- 
ment: Shall  we  add  the  provision  as  to  age  and 

physical  disqualification?  Is  there  any  discussion? 

Dr.  Koplowitz:  I desire  to  withdraw  that 

amendment. 

Speaker  Bauer:  If  there  is  no  objection  that 

amendment  will  be  withdrawn.  Hearing  none,  it  is 
withdrawn,  and  we  come  back  to  the  original  motion : 
Shall  the  dues  of  men  in  the  Veterans’  Service  be  re- 
mitted for  the  duration? 

. . . .The  question  was  called  for,  and  the  motion 

was  put  to  a vote  and  was  lost 

Dr.  Carroll:  That  completes  our  report. 
Speaker  Bauer:  Thank  you,  Dr.  Carroll! 

Dr.  Swift,  have  you  any  further  resolutions? 

Dr.  Swift:  No. 

Speaker  Bauer:  Dr.  Masterson,  how  about 

New  Business  A? 

Dr.  Masterson:  There  is  one  more  resolution. 

Speaker  Bauer:  Is  there  any  new  business  to 
come  before  the  House  in  the  meantime? 

Section  89 

Proposed  Amendment  to  Bylaws,  Chapter  II,  Sec- 
tion 1 

Dr.  Albert  A.  Cinelli,  New  York:  This  is  an 
amendment  to  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York,  Chapter  II,  Section  1. 
Under  (c)  which  now  reads: 

“Each  component  county  society  shall  be  en- 
titled to  elect  as  many  delegates  as  there  shall  be 
State  Assembly  Districts  in  each  county  at  the 
time  of  the  election,  but  each  component  county 
medical  society  shall  be  entitled  to  elect  at  least 
one  delegate” 
is  to  be  amended  to  read : 

“Each  component  county  society  shall  he  entitled 
to  elect  delegates  in  proportion  to  the  number  of 
doctors  practicing  in  the  county  at  the  time  of  elec- 
tion, but  each  component  medical  society  shall  be 
entitled  to  elect  at  least  one  delegate.” 

Dr.  Horace  E.  Ayers,  New  York:  I second  that. 
Speaker  Bauer:  There  was  an  amendment  in- 

troduced yesterday  to  the  same  article.  This  will 
remain  in  the  hands  of  the  Secretary  for  one  year, 
when,  after  being  duly  published,  it  will  come  before 
you  for  consideration. 

Section  90 

Announcements 

Speaker  Bauer:  1 have  a few  announcements 

to  make.  The  tickets  for  the  Civilian  Defense  Din- 
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ner  this  evening  can  be  secured  at  the  registration 
desk.  Everyone  is  welcome. 

Now,  gentlemen,  a few  words  about  this  after- 
noon’s session:  As  you  know,  the  election  comes 

this  afternoon.  We  have  a very  full  afternoon. 
Not  only  must  the  House  complete  its  business  but 
there  is  a meeting  of  the  Society,  a general  session, 
and  I am  afraid  things  are  going  to  be  jammed  up,  so 
we  want  to  get  through  as  quickly  as  we  can.  I 
think  we  will  have  cleared  up  all  the  business  by  the 
time  we  adjourn  this  morning  except  the  election. 
The  election  has  been  called  for  1:00  p.m.  The  only 
way  the  time  could  be  advanced  would  be  by  a two- 
thirds  vote.  Inasmuch  as  it  has  already  been  an- 
nounced as  an  order  of  business  I question  whether 
we  could  have  people  get  here  much  before  that,  but 
please  be  here  at  least  at  12:45  p.m.  so  we  can  start 
promptly  at  1:00  p.m. 

There  is  another  little  innovation  this  afternoon. 
In  previous  years,  up  to  last  year,  the  roll  has  been 
called  twice : once  at  the  opening  of  the  session  and 

once  when  you  voted,  and  still  we  never  had  much 
of  an  idea  as  to  who  voted  and  who  did  not.  This 
year,  as  you  come  in  the  door,  you  will  be  checked 
off,  so  that  will  take  a little  time.  Therefore,  please 
try  to  get  here  before  1 : 00  p.m.  As  the  roll  is  called 
for  voting,  your  name  again  will  be  checked  at  the 
ballot  box.  In  that  way  we  will  have  direct  knowl- 
edge of  those  who  are  present  and  those  who  vote. 
The  only  thing  we  will  not  know  is  how  you  vote. 
(Laughter)  Please  be  here  promptly  at  12:45  p.m. 
so  that  we  can  get  the  election  out  of  the  way. 

Another  innovation  that  we  will  introduce  is  that 
last  year,  if  you  will  recall,  we  were  held  up  for  about 
half  an  hour,  and  delayed  the  general  session,  waiting 
for  the  report  of  the  tellers.  The  Bylaws  provide 
that  the  Speaker  shall  appoint  tellers  but  do  not  say 
how  many.  We  have  always  heretofore  appointed 
five.  This  year  I am  going  to  appoint  fifteen  so  that 
they  can  do  their  work  a great  deal  faster.  (Laugh- 
ter) There  will  be  seven  groups  of  two  men  instead 
of  two  groups  of  two  men,  and  the  chairman.  I 
will  announce  the  tellers  at  the  beginning  of  the  ses- 
sion, and  I hope  all  of  you  will  be  here.  Particularly 
those  of  you  who  have  not  been  on  committees  are 
going  to  be  elected  tellers,  so  everybody  try  to  be 
here  between  12:30  and  12:45  p.m.  so  we  can  start 
the  minute  of  1 : 00  p.m. 

We  will  have  a recess  of  five  minutes  while  waiting 
for  the  report  on  the  one  resolution  that  is  to  come 
from  New  Business  Committee  A. 

There  was  a short  recess  taken  at  this  point. . . 

Speaker  Bauer:  Please  come  to  order,  gentle- 
men. The  Chair  recognizes  Dr.  Masterson,  chair- 
man of  New  Business  Committee  A. 

Section  91.  ( See  28) 

Report  of  Reference  Committee  on  New  Business 

A — Blood  and  Plasma  Exchange  Bank 


This  is  on  the  resolution  introduced  by  Dr.  Ken-| 
ney,  of  New  York,  concerning  the  Blood  and  Plasma! 
Exchange  Bank,  and  reads: 

“Whereas,  the  Medical  Society  of  the  County 
of  New  York,  under  the  leadership  of  its  Special} 
Committee  on  Blood  Transfusion,  is  sponsoring  a 
nonprofit  organization  known  as  the  Blood  and  \ 
Plasma  Exchange  Bank;  and 

“Whereas,  this  organization  has  been  approved  | 
by  the  Greater  New  York  Hospital  Association; 
and 

“Whereas,  the  Blood  and  Plasma  Exchange  ] 
Bank  has  put  into  effect  in  the  County  of  New  • 
York  a uniform  procedure  of  the  highest  standards  i 
for  blood  banks  organized  within  the  hospitals;  S 
and 

“Whereas,  the  Blood  and  Plasma  Exchange  j 
Bank  is  making  available  to  patients  blood  and 
plasma,  both  fluid  and  dried,  at  reduced  cost  for 
those  who  can  and  wish  to  pay,  and  free  of  charge  [ 
to  those  who  can  only  supply  blood;  and 

“Whereas,  the  Blood  and  Plasma  Exchange  i. 
Bank  is  storing  up  a reserve  of  plasma  to  be  used  ! 
in  the  event  of  a catastrophe ; and 

“Whereas,  organized  medicine  is  not  only  ren- 
dering these  benefits  to  the  sick,  but  also  retaining  ;i 
for  members  of  the  profession  the  practice  of 
transfusion  and  the  art  of  preparing  plasma  within 
the  present  hospital  system ; therefore  be  it 

“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York  sponsor  the  extension  of  the  activi- 
ties of  Blood  and  Plasma  Exchange  Banks 
throughout  the  State,  with  the  view  toward  as- 
sisting and  encouraging  Blood  and  Plasma  Ex- 
change Banks  to  extend  to  the  sick  throughout  the  i 
State,  and  even  to  our  remotest  communities,  the 
benefits  they  are  now  rendering;  and  further  be  it  I 
“Resolved,  that  the  Medical  Society  of  the  State  ! 
of  New  York  refer  this  matter  to  a Council  Com- 
mittee or  a Special  Committtee  on  Blood  Trans-  ! 
fusion  to  accomplish  these  aims.” 

Recommendation:  The  committee  approves  of 

this  resolution,  and  moves  its  adoption. 

The  motion  was  seconded,  and  as  there  was  no 

discussion,  it  was  put  to  a vote  and  was  unanimously 
carried 

Speaker  Bauer:  Thank  you,  Dr.  Masterson! 

Dr.  Clemmons,  the  Procurement  and  Assignment 
Chairman,  is  here  in  his  bailiwick  and  will  be  glad  to  i 
see  any  of  you  who  have  problems  to  take  up  with  j 
him. 

It  has  been  my  experience,  that  you  can  consume 
liquor  quicker  than  food  in  this  hotel,  so  I suggest 
you  eat  first  and  have  your  cocktails  later,  so  you  ! 
can  get  here  promptly. 

We  will  now  stand  in  recess  until  1:00  p.m.,  but 
please  be  here  at  least  by  1:00  p.m.  because  we  are 
going  to  start  then,  and  no  fooling! 

The  session  recessed  at  11:15  a.m 


Afternoon  Session 

Tuesday,  May  4,  1943 


The  session  convened  at  1:00  p.m. 

Speaker  Bauer:  The  House  will  be  in  order. 

Section  92 

Elections 

Announcements  were  made  that  meetings  of 

the  Council  and  the  Trustees  would  be  held  later  in 


the  afternoon,  and  that  Dr.  Clemmons  would  be  glad 
to  see  any  of  the  committee  chairmen  at  the  booth 
of  the  Procurement  and  Assignment  Service ..... 

Speaker  Bauer:  The  first  order  of  business  is 

the  election  of  officers.  I will  announce  that  there 
are  162  members  of  the  House  of  Delegates,  both 
officers  and  delegates,  present.  That  is  a pretty 
good  attendance. 
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TELLERS 

Speaker  Bauer:  The  Chair  will  appoint  the 
following  fifteen  men  as  tellers : 

Charles  F.  McCarty,  Kings,  Chairman 

Edgar  Bieber,  Chautauqua 

Chester  O.  Davison,  Dutchess 

John  C.  Brady,  Erie 

Herbert  E.  Wells,  Erie 

Fred  C.  Sabin,  Herkimer 

Leo  S.  Schwartz,  Kings 

Francis  N.  Kimball,  New  York 

Samuel  M.  Kaufman,  New  York 

Henry  W.  Miller,  Putnam 

Ezra  A.  Wolff,  Queens 

Laurance  D.  Red  way,  Westchester 

Charles  C.  Trembley,  Franklin 

Charles  A.  Prudhon,  Jefferson 

John  J.  Gainey,  Kings 

NOMINATIONS  AND  ROLL  CALL 

Nominations  were  then  called  for  and  received. 

The  assistant  secretary  called  the  roll  and  the 

following  were  accounted  for: 


County  Societies  Delegates 


Albany 

James  S.  Lyons 
Jacob  L.  Lochner 

Allegany 

Lyman  C.  Lewis 
Bronx 

J.  Lewis  Amster 
Edward  P.  Flood 
Jacob  G.  Hirsh 
Vincent  S.  Hayward 
William  Klein 
Emil  Koffler 
Moses  H.  Krakow 
Frederick  W.  Williams 

Broome 

Harry  I.  Johnston 
George  C.  Vogt 

Cattaraugus 

Leo  E.  Reimann 

Cayuga 

Harry  S.  Bull 

Chautauqua 

Edgar  Bieber 

Walter  G.  Hayward 

Chemung 
Clifford  F.  Leet 
Chenango 

Archibald  K.  Benedict 

Clinton 

Leo  F.  Schiff 

Columbia 

John  L.  Edwards 

Cortland 

(Delegate  not  present) 
Delaware 
Robert  Brittain 
Dutchess 

Chester  O.  Davison 
Scott  L.  Smith 

Erie 

John  C.  Brady 
Albert  A.  Gartner 
Thurber  LeWin 
Alfred  H.  Noehren 
Joseph  C.  O’Gorman 
Nelson  W.  Strohm 
Herbert  E.  Wells 
Carlton  E.  Wertz 


Essex 

Joseph  A.  Geis 
Franklin 

Charles  C.  Trembley 
Fulton 

Burchard  A.  Winne 
Genesee 

Peter  J.  Di  Natale,  Batavia 
(voted  as  Vice-President) 

Greene 

Kenneth  F.  Bott 
Herkimer 
Fred  C.  Sabin 
J efferson 

Charles  A.  Prudhon 
Kings 

Charles  A.  Anderson 
Albert  F.  R.  Andresen 
Benjamin  M.  Bernstein 
Ben  A.  Borkow 
E.  Jefferson  Browder 
Walter  A.  Coakley 
Maurice  J.  Dattelbaum 
John  J.  Gainey 
Edwin  A.  Griffin 
Abraham  Koplowitz 
Ralph  I.  Lloyd 
John  J.  Masterson 
Harvey  B.  Matthews 
Daniel  A.  McAteer 
Charles  F.  McCarty 
Donald  E.  McKenna 
Philip  I.  Nash 
Abraham  M.  Rabiner 
Charles  B.  Jones 
Irving  J.  Sands 
Leo  S.  Schwartz 
Joseph  Tenopyr 
Thomas  B.  Wood 

Lewis 

Edgar  O.  Boggs 
Livingston 
Charles  Gullo 
Madison 
Otto  Pfaff 
Monroe 

Joseph  P.  Henry 
Charles  S.  Lakeman 
Leo  F.  Simpson 
Willard  H.  Veeder 
Warren  Wooden 


Montgomery 

Seymour  L.  Homrighouse 
Nassau 

Eugene  H.  Coon 
Louis  A.  Van  Kleeck 

New  York 

Walter  P.  Anderton 
Horace  E.  Ayers 
Emily  D.  Barringer 
Fenwick  Beekman 
Conrad  Berens 
Albert  A.  Cinelli 
Harold  B.  Davidson 
B.  Wallace  Hamilton 
Alfred  M.  Heilman 
Roy  B.  Henline 
David  J.  Kaliski 
Samuel  M.  Kaufman 
J.  Stanley  Kenney 
Francis  N.  Kimball 
Richard  Kovacs 
William  B.  Long 
Madge  C.  L.  McGuinness 
Peter  M.  Murray 
Maurice  C.  O’Shea 
William  B.  Rawls 
Ada  C.  Reid 
Beverly  C.  Smith 
Harry  E.  Ungerleider 

Niagara 

William  A.  Peart 
Guy  S.  Philbrick 

Oneida 

James  B.  Lawler 
Dan  Mellen 
Frank  J.  Rossi 

Onondaga 
John  J.  Buettner 
William  W.  Street 
Albert  G.  Swift 

Ontario 

Melville  D.  Dickinson,  Jr. 
Orange 

Moses  A.  Stivers 
Orleans 
John  Dugan 
Oswego 

John  F.  Burden 
Otsego 

Alexander  F.  Carson 
Putnam 

Henry  W.  Miller 
Queens 

Thomas  M.  D’Angelo 
W.  Guernsey  Frey,  Jr. 

H.  P.  Mencken 
Jacob  Werne 
Ezra  A.  Wolff 
Joseph  Wrana 


Rensselaer 
John  D.  Carroll 
Stephen  H.  Curtis 

Richmond 
Milton  S.  Lloyd 
Walter  T.  Heldmann 

Rockland 

Stephen  R.  Monteith 
St.  Lawrence 
William  G.  Cooper 
Walter  H.  Mulholland 

Saratoga 
G.  Scott  Towne 
Schenectady 
Joseph  H.  Cornell 
Charles  F.  Rourke 

Schoharie 
David  W.  Beard 
Schuyler 

(Delegate  not  present) 
Seneca 

Frederick  W.  Lester 
Steuben 

William  J.  Tracy 
Herbert  B.  Smith 

Suffolk 

John  L.  Sengstack 
Sullivan 

Benjamin  Abramowitz 
Tioga 

Corbet  S.  Johnson 
Tompkins 
Leo  P.  Larkin 
Ulster 

Frederic  W.  Holcomb 
Warren 

Morris  Maslon 
Washington 
Denver  M.  Vickers 
Wayne 

Ralph  Sheldon 
Westchester 
Robert  B.  Archibald 
Andrew  A.  Eggston 
Laurance  D.  Redway 
Erich  H.  Restin 
Reginald  A.  Higgons 

Wyoming 
Henry  S.  Martin 
Yates 

Bernard  S.  Strait 


District  Delegates 

James  G.  Morrissey  Norman  S.  Moore 

Burdge  P.  MacLean  Peter  J.  Di  Natale  (voted 

Mahlon  H.  Atkinson  Vice-President) 

W.  Warriner  Woodruff 

Officers 

George  W.  Cottis  Edward  C.  Podvin 

Thomas  A.  McGoldrick  Kirby  Dwight 

Samuel  J.  Kopetzky  James  R.  Reuling,  Jr. 

Peter  J.  Di  Natale  Louis  H.  Bauer 

Peter  Irving  William  Hale 


Herbert  H.  Bauckus 
Charles  M.  Allaben 
Floyd  S.  Winslow 
Clarence  G.  Bandler 


Councilors 

Harry  Aranow 
Oliver  W.  H.  Mitchell 
John  L.  Bauer 
F.  Leslie  Sullivan 


Trustees 

Edward  R.  Cunniffe  Thomas  M.  Brennan 

William  H.  Ross  George  W.  Kosmak 

James  F.  Rooney 
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Ex-Presidents 


James  F.  Rooney  (voted  as 
Trustee) 

Arthur  W.  Booth 
Nathan  V.  Van  Etten 
Harry  R.  Trick 
William  H.  Ross  (voted  as 
Trustee) 

William  D.  Johnson 


Chas.  Gordon  Heyd 
Arthur  J.  Bedell 
Floyd  S.  Winslow  (voted  as 
Councilor) 

William  A.  Groat 
James  M.  Flynn 
Samuel  J.  Kopetzky  (voted 
as  Officer) 


ELECTION  OF  OFFICERS,  TRUSTEES,  AND 
COUNCILORS 

The  following  officers  were  elected: 

President,  Thomas  A.  McGoldrick,  Brooklyn 
President-Elect  and 

First  Vice-President,  Herbert  H.  Bauckus,  Buffalo 
Second  Vice-President,  Norman  S.  Moore,  Ithaca 
Secretary,  Peter  Irving,  New  York 
Assistant  Secretary,  Edward  C.  Podvin,  Bronx 
Treasurer,  Kirby  Dwight,  New  York 
Assistant  Treasurer,  James  R.  Reuling,  Jr.,  Bay  side 
Speaker,  Louis  H.  Bauer,  Hempstead 
Vice-Speaker,  William  Hale,  Utica 

The  following  trustee  was  elected  for  a five-year 
term  ending  1948: 

Edward  R.  Cunniffe,  Bronx 

The  following  Councilors  were  elected  for  a three- 
year  term  ending  1946: 

Charles  M.  Allaben,  Binghamton 
Ralph  T.  Todd,  Tarry  town 
Carlton  E.  Wertz,  Buffalo 

ELECTION  OF  A.M.A.  DELEGATES 

The  following  were  elected  1944-1945  delegates: 
Louis  H.  Bauer,  Hempstead;  James  M.  Flynn, 
Rochester;  J.  Stanley  Kenney,  New  York;  George  W. 
Kosmak,  New  York;  John  J.  Masterson,  Brooklyn; 
Thomas  A.  McGoldrick,  Brooklyn;  Walter  W. 
Mott,  White  Plains;  F.  Leslie  Sullivan,  Scotia; 
Louis  A.  Van  Kleeck,  Manhasset. 

The  following  were  elected  1944-1945  alternate 
delegates:  David  W.  Beard,  Cobleskill;  Thomas  M. 

D’Angelo,  Jackson  Heights;  Edward  P.  Flood, 
Bronx;  William  Hale,  Utica;  B.  Wallace  Hamilton, 
New  York;  Moses  H.  Krakow,  Bronx;  Stephen  R. 
Monteith,  Nyack;  Scott  L.  Smith,  Poughkeepsie; 
Moses  A.  Stivers,  Middletown. 


ELECTION  OF  RETIRED  MEMBERS 
The  following  members  were  elected  to  Retired 
Membership: 

S Josephine  Baker,  Belle  Mead,  N.J. 

Lyman  G.  Barton,  Plattsburg 

Frank  V.  Brownell,  Canajoharie 

Frank  T.  £&rmer,  Newfane 

Arthur  S.  Chittenden,  Washington,  D.C. 

Samuel  W.  Close,  Gouverneur 
Samuel  Cochran,  New  York 
Halsey  E.  Cooley,  Wellsville 
William  C.  Couch,  Watertown 
Walter  Gray  Crump,  New  York 
Louis  M.  Dusseldorf,  Brooklyn 
Paul  G.  Frank,  Kew  Gardens 
Homer  E.  Fraser,  New  Lebanon 
Emma  C.  Gibbons,  Rochester 
Charles  Graef,  Bronx 
John  H.  Gutmann,  Albany 
James  T.  Hardy,  Brooklyn 
Moses  Harwich,  New  York 
Hiram  B.  Hawley,  Syracuse 
Henry  A.  Hoyt,  Watertown 
Lee  Maidment  Hurd,  Rowayton,  Conn. 

George  T.  Imrie,  Rochester 
Robert  F.  Ives,  Brooklyn 
Nehemiah  Janko,  New  York 
Jerome  Kingsbury,  New  York 
Henry  L.  Kreis,  Brooklyn 
Eli  Long,  New  York 
Lewis  Henry  Marks,  Poughkeepsie 
I.  Julius  Martinson,  New  York 


Frank  C.  Matthews,  Bronx 
William  Moser,  Brooklyn 
Thomas  F.  Patterson,  Brooklyn 
Paul  J.  Rosenheim,  New  York 
Harry  Projector,  Washington,  D.C. 

Benjamin  L.  Schaeffer,  South  Harwich,  Mass. 

George  D.  Scott,  New  York 
Charles  J.  Search,  Brooklyn 
Charles  R.  Seymour,  Binghamton 
Joseph  P.  Sheridan,  Richmond  Hill 
J.  Gorse  Simmons,  Bronx 
William  Steinach,  New  York 
Binford  Throne,  Anna  Marie,  Fla 
Henry  Wahn,  Bronx 
John  E.  Welch,  New  York 

Speaker  Bauer:  I wish  to  thank  you  for  your 

patience  with  your  presiding  officer  and  for  your 
expression  of  renewed  confidence  in  him.  They  say 
if  anything  happens  once,  it  is  an  accident;  twice,  a 
coincidence;  three  times,  a habit;  but  what  the  hell 
four  times  is  I don’t  know. 

Section  93 

Report  of  Committee  on  Prize  Essays 

Dr.  Chas.  Gordon  Heyd:  Mr.  Chairman  and 

Members  of  the  House  of  Delegates,  only  one  essay 
was  submitted  this  year,  and  in  the  opinion  of  the 
Prize  Essay  Committee  it  did  not  warrant  the  award 
of  the  prize,  so  no  award  is  made  this  year. 


Section  9J+ 

Report  of  Committee  on  Awards  for  Scientific 
Exhibits 

Speaker  Bauer:  The  Chair  will  now  hear  from 

Dr.  Dickson,  chairman  of  the  Subcommittee  on 
Scientific  Exhibit  Awards  of  the  Convention  Com- 
mittee. 

Dr.  Elton  R.  Dickson:  The  Subcommittee  on 

Scientific  Exhibit  Awards,  composed  of  Drs.  Walter 
P.  Anderton,  Walter  G.  Hayward,  William  A.  Groat, 
Nelson  G.  Russell,  and  myself,  is  pleased  to  render 
the  following  report  after  careful  study  and  evalua- 
tion: 

Scientific  Research 

First  Award: 

Abraham  L.  Kornzweig,  M.D. 

Mount  Sinai  Hospital,  New  York 

“Embryologic  Development  of  the  Cornea, 
Sclera,  and  Corneo-Scleral  Junction” 

Second  Award: 

Udall  J.  Salmon,  M.D. 

Samuel  H.  Geist,  M.D. 

Charles  S.  Poole,  M.D. 

A.  Austin  Salmon,  B.S. 

Mount  Sinai  Hospital,  New  York 
“A  Two-Hour  Pregnancy  Test” 

Clinical  Research 

First  Award: 

S.  A.  Goldberg,  M.D.,  Newark,  New  Jersey 
S.  N.  Blackberg,  M.D.,  Chicago 
Phyllis  Stanley,  M.T.,  Newark,  New  Jersey 
“The  Pathology  of  Arthritis” 

Second  Award: 

Henry  K.  Taylor,  M.D. 

Goldwater  Memorial  Hospital,  New  York 
“Bone  Infarcts  and  Aseptic  Necrosis” 

Honorable  Mention: 

Lee  A.  Hadley,  M.D. 

Syracuse  University,  Syracuse 
“Cervical  Spine  Studies” 
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Special  Mention 

To  the  Army  Museum  for  timely  and  comprehensive 
charts  on  tropical  diseases. 

The  committee  feels  that  all  these  exhibits,  as  well 
as  many  other  worthy  demonstrations,  merit  close 
scrutiny  by  members  of  the  profession. 

Speaker  Bauer:  I wish  to  extend  to  you  and 

your  subcommittee  our  thanks  for  your  work,  and  to 
compliment  these  gentlemen  on  their  well-earned 
awards. 

Section  95 

Tribute  to  Dr.  Robert  Brittain 

Speaker  Bauer:  There  is  one  delegate  in  this 
House  to  whom  I think  we  should  pay  tribute  this 
morning.  He  has  just  cast  his  ballot  for  the  fifty- 
first  time  in  this  House  of  Delegates.  That  is  some- 
thing for  the  younger  generation  to  shoot  at.  I will 
ask  Dr.  Brittain  to  arise  so  we  can  applaud  him. 
(Applause) 

Section  96 

Speaker’s  Appointments  to  Planning  Committee  for 
Medical  Policies 

Speaker  Bauer:  Yesterday  you  approved  a 

resolution  for  the  appointment  of  a committee  on 
long  range  planning  to  consist  of  eleven  members, 
six  of  whom  were  to  be  appointed  by  the  Speaker, 
the  other  five  to  be  certain  officers  of  the  Society — 
namely,  the  President,  who  next  year  will  be  Dr. 
McGoldrick;  the  President-Elect,  Dr.  Bauckus,  whom 
you  have  just  elected;  the  Secretary,  Dr.  Irving; 
the  Speaker;  and  either  the  Chairman  of  the  Board 
of  Trustees  or  a member  whom  he  may  designate. 
The  Board  of  Trustees  meets  this  afternoon  to  elect 
its  chairman,  and  we  will  have  the  name  of  that 
man  later. 

The  six  men  to  be  appointed  by  the  Speaker  are 
as  follows:  George  W.  Cottis,  Chautauqua  County; 
Norman  S.  Moore,  Tompkins  County;  Walter  W. 
Mott,  Westchester  County;  J.  Stanley  Kenney, 
New  York  County;  Leo  F.  Simpson,  Monroe 
County ; Herman  G.  Weiskotten,  Onondaga  County. 

Section  97 

Greetings  from  Waldorf-Astoria,  New  York 

Secretary  Irving:  Mr.  Speaker,  I have  here  a 

telegram  from  the  Convention  Manager  of  the 
Waldorf-Astoria  Hotel,  reading: 

“The  management  of  the  Waldorf-Astoria 
extends  best  wishes  for  a successful  and  con- 
structive meeting.  Kindest  regards. 

J.  P.  Hoenig,  Director  of  Sales.” 

Section  98 

Presentation  of  Incoming  President-Elect,  Dr. 
Herbert  H.  Bauckus,  to  the  House 

Speaker  Bauer:  Dr.  Trick,  will  you  seek  out  the 
new  President-Elect  of  the  Medical  Society  of  the 
State  of  New  York,  and  escort  him  to  the  platform? 

Dr.  Harry  R.  Trick  escorted  Dr.  Herbert  H. 

Bauckus  to  the  platform  amid  applause 

Speaker  Bauer:  Gentlemen,  I present  to  you 

your  next  President-Elect,  Dr.  Bauckus. 

Dr.  Bauckus:  Mr.  Speaker  and  Members  of  the 

House,  you  have  very  generously  given  me  your 
highest  honor,  and  by  that  action  you  have  brought 
great  distinction  to  Erie  County.  I recognize  that, 


yet  I lack  the  words  adequately  to  express  to  you 
my  thanks  and  appreciation  for  it. 

I have  had  the  experience  in  this  past  year  of 
working  with  Dr.  Cottis,  and  I know  that  I will  gain 
a great  deal  more  benefit  from  the  capable  leadership 
of  Dr.  McGoldrick  in  the  ensuing  year.  My  associa- 
tion with  the  members  of  the  House  and  with  the 
officers  will  do  a great  deal  to  help  season  me,  so  that 
when  it  becomes  my  duty  to  carry  on  I shall  be  able 
to  do  it  with  a certain  amount  of  credit  to  you  and  I 
hope  to  myself.  • 

I know  that  there  are  older  and  wiser  and  more 
experienced  men  and  women  in  the  Medical  Society 
of  the  State  of  New  York,  and  I shall  not  forget  that. 

One  of  these  years  we  will  have  a victory  year. 
We  hope  it  will  be  this  year,  and  that  it  will  be  as 
soon  as  possible.  That  victory  year  will  have  to  be 
followed  by  the  important  work  of  reconstruction. 
Both  tasks  are  very  important  to  the  American  peo- 
ple, and  it  is  most  necessary  that  the  medical  profes- 
sion, especially  organized  medicine,  take  its  part  in 
the  development  of  a good  future  for  all  of  us. 

Again  I sincerely  thank  you  very  much  indeed. 
(Applause) 

Speaker  Bauer:  Thank  you,  Dr.  Bauckus! 

Section  99 

Presentation  of  Incoming  Second  Vice-President, 

Dr.  Norman  S.  Moore,  to  the  House 

Speaker  Bauer:  Dr.  Booth  will  you  seek  out 
the  gentleman  whom  we  have  just  elected  as  Vice- 
President  and  escort  him  to  the  platform — Dr. 
Norman  S.  Moore? 

....  Dr.  Arthur  W.  Booth  escorted  Dr.  Norman  S. 
Moore  to  the  platform  amid  applause 

Dr.  Booth:  Mr.  Speaker  and  Members,  I pre- 

sent Dr.  Moore.  (Applause) 

Speaker  Bauer:  Delegates,  I give  you  the  new 

Second  Vice-President  of  the  Medical  Society  of  the 
State  of  New  York,  Dr.  Moore. 

Dr.  Moore:  Members  of  the  House  of  Dele- 

gates, I am  overcome  by  the  vote  of  confidence 
which  you  have  expressed  in  Central  New  York  and 
in  me.  As  I am  the  baby  of  the  slate,  I feel  that  I 
should  say  no  more  and  take  lessons  from  my  elders. 
(Applause) 

Section  100 

Vote  of  Thanks  to  Arrangements  Committee 

Speaker  Bauer:  Gentlemen,  I think  it  would 
be  very  timely  indeed  if  someone  would  propose  a 
motion  of  thanks  to  the  Arrangements  Subcom- 
mittee, both  general  and  local,  for  their  untiring 
efforts  in  making  this  meeting  so  successful. 

The  motion  was  made  from  all  sides  of  the 

room 

Speaker  Bauer:  It  seems  to  be  moved  by  at 
least  half  a dozen  people.  I am  sure  we  need  no 
discussion  on  that,  and  I will  ask  you  to  vote  by 
giving  a rising  vote  of  thanks  to  them. 

The  delegates  arose  and  applauded 

Section  101 

Vote  of  Thanks  to  Scientific  Program  Committee 

Dr.  Albert  F.  R.  Andresen,  Kings:  I should 
like  to  propose  a vote  of  thanks  to  the  Scientific 
Program  Subcommittee,  Dr.  Dexter  Davis  and  his 
committee,  for  the  excellent  scientific  program  they 
have  prepared  for  us. 

Speaker  Bauer:  I am  sure  that  also  needs  no 

discussion.  I will  put  the  question  to  you  at  once. 
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All  those  in  favor  will  please  rise. 

The  delegates  arose  and  applauded 

Section  102 

Vote  of  Thanks  to  the  Speaker 

Dr.  Leo  F.  Simpson,  Monroe:  I wish  to  move, 
Mr.  Speaker,  that  this  House  of  Delegates  by  a rising 
vote  express  its  appreciation  for  the  masterful  way 
in  which  our  Speaker,  Dr.  Bauer,  has  conducted  this 
meeting. 

The  delegates  arose  and  applauded 

Speaker  Bauer:  I thank  you  very  much. 


Dr.  Wertz  has  asked  me  to  announce  that  the 
Civilian  Defense  Dinner  tonight  will  take  place  in  the 
Ballroom  at  7:00  p.m.  He  has  asked  you  to  be 
prompt  because  some  of  the  speakers  have  to  leave 
early  to  make  trains. 

If  there  is  no  further  business  to  come  before  this 
House  of  Delegates,  all  reference  committees  having 
reported,  I declare  the  137th  Session  of  the  House  of 
Delegates  of  the  Medical  Society  of  the  State  of  New 
York  adjourned  sine  die. 

(The  session  adjourned  at  2:25  p.m.) 


Postgraduate  Medical  Education 


Programs  arranged  by  the  Council  Committee  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York  are  published  in  this  section  of  the  Journal. 
The  members  of  the  committee  are  Oliver  W.  H.  Mitchell,  M.D.,  Chairman  {428  Green- 
wood Place,  Syracuse );  George  Baehr,  M.D.;  and  Charles  D.  Post,  M.D. 


A TEACHING  Day  on  “Tuberculosis  and  Di- 
seases  of  the  Chest”  has  been  arranged  for  Fri- 
day, July  9,  at  the  Onondaga  Sanatorium  in  Syra- 
cuse. The  meeting  will  be  opened  by  Charles  D. 
Post,  M.D.,  chairman  of  the  subcommittee  on  tuber- 
culosis and  diseases  of  the  chest  of  the  Medical 
Society  of  the  State  of  New  York.  The  day’s 
schedule  is  as  follows: 

3:00  P.M.  Opening  remarks  by  Edward  S.  God- 
frey, Jr.,  M.D.,  Commissioner  of  Health, 
New  York  State  Department  of  Health. 
“Pulmonary  Tuberculosis:  Early  Diag- 
nosis and  Differential  Diagnosis,”  by 
Reuben  J.  Erickson,  M.D.,  associate 
professor  of  medicine,  Albany  Medical 
College,  and  director,  Tuberculosis  Serv- 
ice, Albany  Hospital,  with  discussion 
by  Herbert  C.  Yeckel,  M.D.,  president, 
Onondaga  County  Medical  Society,  and 
George  C.  Goewey,  M.D.,  secretary, 
Syracuse  Academy  of  Medicine. 
“Bronchoscopy  as  a Diagnostic  Aid  in 
Diseases  of  the  Chest,”  by  Irl  H.  Blais- 
dell,  M.D.,  instructor  in  clinical  oto- 
laryngology, Syracuse  University  Col- 
lege of  Medicine. 

“Common  Thoracic  Emergencies,”  by 
Ethan  Flagg  Butler,  M.D.,  principal 
thoracic  surgeon,  Hermann  M.  Biggs 
Memorial  Hospital,  Ithaca. 


Dinner  at  the  Onondaga  Sanatorium. 
“Surgical  Treatment  of  Pulmonary 
Tuberculosis,”  by  J.  Maxwell  Chamber- 
lain,  M.D.,  principal  thoracic  surgeon, 
Homer  Folks  Tuberculosis  Hospital, 
Oneonta,  and  Edward  Sawtelle  Welles, 
M.D.,  surgeon,  Saranac  Laboratory, 
Saranac  Lake. 

“Surgical  Treatment  of  Nontuberculous 
Lung  Conditions,”  by  Ethan  Flagg 
Butler,  M.D.,  and  Albert  G.  Swift,  pro- 
fessor emeritus  of  surgery,  Syracuse 
University  College  of  Medicine. 

Chairman  of  the  evening  meeting  will  be  Edward 
C.  Reifenstein,  M.D.,  president  of  the  Fifth  District 
Branch,  Medical  Society  of  the  State  of  New  York. 

Reservations  for  the  dinner  must  be  made  in  ad- 
vance through  Eugene  W.  Bogardus,  M.D.,  Onon- 
daga Sanatorium,  West  Seneca  Turnpike,  Syra- 
cuse, New  York,  chairman  of  the  local  committee  on 
arrangements. 

Sponsors  of  the  Teaching  Day  are  Cortland, 
Cayuga,  Herkimer,  Jefferson,  Lewis,  Madison, 
Oneida,  Onondaga,  and  Oswego  County  medical 
societies;  Central  New  York  Chest  X-Ray  Confer- 
ence; Onondaga  County  Sanatorium;  Syracuse 
Academy  of  Medicine;  Syracuse  University  College 
of  Medicine;  Syracuse  Department  of  Health;  Cen- 
tral New  York  Roentgen-Ray  Society;  New  York 
State  Department  of  Health;  and  the  Medical  So- 
ciety of  the  State  of  New  York. 


Tuberculosis  and  Diseases  of  the  Chest 

6:00  P.M . 

8:00  P.M. 


Symposium  on  Wartime  Nutrition 


CTUDYING  wartime  nutrition,  physicians  and 
dentists  gathered  at  the  Hotel  Statler,  Buffalo, 
on  June  24,  for  a symposium  on  the  principles  of  diet. 
The  meeting  opened  at  2:30  p.m.,  with  Harold  F.  R. 
Brown,  M.D.,  president  of  the  Medical  Society  of 
Erie  County,  presiding.  The  program  included: 

2:30  P.M.  “The  Normal  Diet  (The  Intelligent  Use 
of  the  Ration  Ticket),”  by  Edgar  C. 
Beck,  M.D.,  assistant  professor  of  medi- 
cine, University  of  Buffalo  School  of 
Medicine. 

“The  Basic  Principles  of  Diet  in  the 
Treatment  of  Disease,”  Donovan  J. 
McCune,  M.D.,  associate  professor  of 
pediatrics,  Columbia  University  Col- 
lege of  Physicians  and  Surgeons. 

“The  Use  and  Abuse  of  Vitamins  in 
Therapy,”  by  Fred  L.  Adair,  M.D., 
Civilian  Food  Requirements  Branch, 
Food  Distribution  Administration, 
United  States  Department  of  Agricul- 
ture. 

7:00  P.M.  Dinner  meeting,  Hotel  Statler  Ballroom. 


Greetings  were  given  by  William  J.  Orr, 
M.D.,  president  of  the  Alumni  Associa- 
tion of  the  School  of  Medicine,  Univer- 
sity of  Buffalo;  Ernest  A.  McMinn, 
D.D.S.,  president  of  the  Eighth  District 
Dental  Society  of  the  State  of  New  York ; 
and  Mrs.  Harold  B.  Johnson,  president 
of  the  Woman’s  Auxiliary  of  the  Medi- 
cal Society  of  the  County  of  Erie. 

“Food  and  the  Future, ”by  W.  W.  Bauer, 
M.D.,  director  of  the  Bureau  of  Health 
Education,  American  Medical  Associa- 
tion. 

The  symposium  was  presented  under  the  auspices 
of  the  Alumni  Association  of  the  School  of  Medicine, 
University  of  Buffalo;  the  Buffalo  Academy  of 
Medicine;  the  Buffalo  Dental  Association;  the 
Buffalo  War  Council  Nutritional  Committee;  the 
Eighth  District  Branch  of  the  Medical  Society  of  the 
State  of  New  York;  the  Eighth  District  Dental  So- 
ciety of  the  State  of  New  York;  the  Medical  Society 
of  the  County  of  Erie;  the  New  York  State  Depart- 
ment of  Health;  and  the  Woman’s  Auxiliary  of  the 
Medical  Society  of  the  County  of  Erie. 
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The  following  list  is  the  eighth  supplement  to  the  Honor  Roll  published  in  the 
December  15,  1942,  issue.  Other  supplements  appeared  in  the  January  1,  Janu- 
ary 15,  February  15,  March  1,  March  15,  April  15,  and  June  1 issues. — Editor 


A 


F 


Alo,  J. 

2427  Webster  Ave.f  Bronx,  N.Y. 
Anthony,  E.  W.  (Capt.) 

A.P.O.  651,  c/o  P.M.,  N.Y.C. 
Ayers,  H.  E. 

75  Central  Park  West,  N.Y.C. 

B 


Backus,  L.  H. 

28  First  Ave.,  Gloversville,  N.Y. 
Bagg,  J.  F. 

333  Gramatan  Ave.,  Mt.  Vernon, 
N.Y. 

Bergman,  M.  (Capt.) 

Newport  News,  Va. 

Berry,  G.  P. 

260  Crittenden  Blvd.,  Rochester, 
N.Y. 

Berry, R.  V. 

Bangall,  N.Y. 

Birnbaum,  H.  B. 

2190  Boston  Rd.,  Bronx,  N.Y. 

Bliss,  J.  H. 

567  First  St.,  Brooklyn,  N.Y. 
Boutelle,  W.  E.  (Lt.) 

Camp  Bradford,  Norfolk,  Va. 
Bromberg,  W. 

1790  Jackson  St.,  San  Francisco, 
Calif. 

Bunkin,  I.  A.  (Lt.) 

941  Washington  Ave.,  Brooklyn, 
N.Y. 


C 


Clemans,  J.  S. 

17  S.  Andover  Ave.,  Margate,  N.J. 
Coriale,  A.  S. 

1636  St.  Agnes  Ave.,  Utica,  N.Y. 


Darlington,  C.  G.  (Lt.  Col.) 

Finney  Gen.  Hosp.,  Thomasville, 
Ga. 

Deely,  T.  H. 

393  Seventh  Ave.,  N.Y.C. 
deYoanna,  A.  A. 

142  Joralemon  St.,  Brooklyn,  N.Y. 
Dilorio,  B.  V. 

1024  Park  Ave.,  Utica,  N.Y. 

Disney,  F.  A. 

420  Arnett  Blvd.,  Rochester,  N.Y. 
Duell,  J.  F. 

Jefferson,  N.Y. 


E 


Eilert,  J.  H.  _ ' 

2773  Briggs  Ave.,  Bronx,  N.Y. 
Eisenstein,  M.  I. 

1225  Nelson  Ave.,  Bronx,  N.Y. 
Emerson,  E.  B.,  Jr. 

16  N.  Goodman  St.,  Rochester, 


N.Y. 

Epstein,  H.  _ __ 

1555  Grand  Concourse,  Bronx,  N.Y. 
Evans,  E.  R. 

246  Genesee  St.,  Utica,  N.Y. 


Felmus,  L.  B.  (Lt.) 

Oliver  Gen.  Hosp.,  Augusta,  Ga. 
Field,  L.  E.  (Lt.) 

A.P.O.  961,  c/o  P.M.,  San  Fran- 
cisco, Calif. 

Fisher,  A.  A. 

5 N.  Goodman  St.,  Rochester,  N.Y. 
Foote,  L.  D. 

100  Central  Ave.,  St.  George,  S.I., 
N.Y. 

Ford,  J.  R. 

268  N.  Main  St.,  Gloversville,  N.Y. 
G 


Ginsberg,  S. 

27  E.  Mosholu  Pkwy.  N.,  Bronx, 
N.Y. 

Graniero,  F.  A. 

500  Bleecker  St.,  Utica,  N.Y. 
Greenberg,  S.  U.  (Lt.  Com.) 

Farragut,  Idaho 


H 

Hageman,  H.  C.  (Capt.) 

New  Orleans,  La. 

Hanna,  W.  H.,Jr. 

780  Park  Ave.,  N.Y.C. 

Harris,  J.  W. 

265  Guyon  Ave.,  Oakwood  Heights, 
S.I.,  N.Y. 

Harris,  W.  W. 

1320  Burdett  Ave.,  Cincinnati, 
Ohio 

Heckel,  G.  P.  (Lt.) 

Sampson,  Geneva,  N.Y. 

Hurwitz,  S. 

2383  N.  Park  Blvd.,  Cleveland, 
Ohio 


Jacobson,  J.  J. 

11  E.  Chestnut 
N.Y. 


St.,  Kingston, 


K 

Karl,  W.  C. 

31  Grand  St.,  Gloversville,  N.Y. 
Karwowski,  W.  J. 

New  York  Mills,  N.Y. 

Kendrick,  T.  D. 

New  Hartford,  N.Y. 

Kennedy,  W.  T. 

930  Park  Ave.,  N.Y.C. 

Khuri,  N.  N. 

43  Main  St.,  Binghamton,  N.Y. 
Kiffney,  G.  T. 

226-03  137  Ave.,  Springfield  Gar- 
dens, N.Y. 

Kilstein,  R.  I. 

1175  Park  Ave.,  N.Y.C. 

Kleeman,  A.  M.,  Jr. 

Warwick,  N.Y. 

Kleiger,  B. 

1150  Fifth  Ave.,  N.Y.C. 

Klieger,  I.  S. 

325  E.  79  St.,  N.Y.C. 

Knapp,  I.  J. 

Nyack,  N.Y. 


Kortlucke,  F.  F.,  Jr. 

117-01  84  Ave.,  Richmond  H 
N.Y. 

Kurzrok,  M. 

115  Ocean  Ave.,  Brooklyn,  N.Y. 
Kuskin,  L. 

209  Ocean  Ave.,  Brooklyn,  N.Y. 

L 

Laage,  H.  A. 

134  E.  95  St,,  N.Y.C. 

Lang,  H.  B. 

State  Office  Bldg.,  Albany,  N.Y. 
Lapointe,  L.  L. 

184  Joralemon  St.,  Brooklyn,  N.Y. 
Larrabee,  J.  H. 

100  S.  Market  St.,  Johnstown,  N.Y. 
Lee,  T.  E. 

121  E.  60  St.,  N.Y.C. 

Lehv,  S.  P. 

114  E.  62  St.,  N.Y.C. 

Lenz,  R.  K. 

141  Kingsboro  Ave.,  Gloversville, 
N.Y. 

Leone,  F.  G. 

3 Hopper  St.,  Utica,  N.Y. 

Letterese,  A.  J. 

412  E.  117  St.,  N.Y.C. 

Levine,  H.  M. 

2703  Webb  Ave.,  Bronx,  N.Y. 
Lichty,  J.  A.,  Jr. 

Strong  Mem.  Hosp.,  Rochester, 
N.Y. 


M 

Mahoney,  E.  B. 

260  Crittenden  Blvd.,  Rochester, 
N.Y. 

Maier,  J.  (Lt.) 

315  E.  68  St.,  N.Y.C. 

Mandour,  B.  A. 

A.P.O.  604,  c/o  P.M.,  Miami, 
Fla. 

Marquit,  B. 

116  E.  58  St.,  N.Y.C. 

McManus,  J.  W. 

1885  Brooklyn  Ave.,  Brooklyn,  N.Y. 
Mead,  D.  C. 

122  Academy  St.,  Fulton,  N.Y. 
Meredith,  R.  S. 

899  Park  Ave.,  N.Y.C. 

Millman,  L.  J. 

2350  Creston  Ave.,  Bronx,  N.Y. 
Mussio,  J.  G. 

902  55  St.,  Brooklyn,  N.Y. 

N 

Naso,  S.  J. 

330  Midwood  St.,  Brooklyn,  N.Y 
Nathan,  R.  E. 

Wichita  Gen.  Hosp.,  Wichita  Falls, 
Tex. 

Neumann,  G.  (Capt.) 

A.P.O.  4166,  c/o  P.M.,  San  Fran- 
cisco, Calif. 

Noll,  J.  E. 

Port  Jervis,  N.Y. 

O 

Olson,  R.  A.  (Capt.) 

Brocton,  N.Y. 
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P 

Patterson,  R.  H.  (Lt.  Col.) 

Letterman  Gen.  Hosp.,  San  Fran- 
cisco, Calif. 

R 

Randell,  R.  L. 

Sinclairville,  N.Y. 

Ransohoff,  N.  S. 

1100  Park  Ave.,  N.Y.C. 

Reich,  H.  L.  (Lt.  Com.) 

Sampson,  Geneva,  N.Y. 

Reid,  H.  N.  (Lt.) 

1413  N.  Madison  St.,  Rome,  N.Y. 
Rizzo,  P.  C.  L. 

133  E.  58  St.,  N.Y.C. 

Robbins,  J. 

Endicott,  N.Y. 

Robbins,  J.  V.  (Lt.) 

A.P.O.  638,  c/o  P.M.,  N.Y.C. 
Robinson,  G.  A. 

40  E.  61  St..,  N.Y.C. 

Robinson,  M.  I. 

981  E.  14  St.,  Brooklyn,  N.Y. 
Rosendale,  D.  R. 

Chadwicks,  N.Y. 

Rothburd,  C.  M.  (Lt.) 

Carlisle  Barracks,  Pa. 

Rubin,  L.  C. 

2 W.  87  St.,  N.Y.C. 

Rubinstein,  R.  I. 

201  Crown  St.,  Brooklyn,  N.Y. 
Rumble,  E.  T.,  Jr. 

5312  Tacony  St.,  Bridesburg,  Phila- 
delphia, Pa. 

S 

Sackren,  H. 

370-A  Baldwin  Ave.,  Alabama 
Village,  Chickasaw,  Ala. 

Sandler,  H.  R.  (Lt.) 

Camp  Barkeley,  Tex. 


Sansone,  F.  X. 

162  W.  13  St.,  N.Y.C. 

Sass,  R.  W. 

1192  Park  Ave.,  N.Y.C. 

Saxton,  H.  H. 

Mayville,  N.Y. 

Sayer,  A. 

1018  E.  163  St.,  Bronx,  N.Y. 
Schillinger,  R. 

390  West  End  Ave.,  N.Y.C. 
Schleussner,  R.  C. 

131  E.  91  St.,  N.Y.C. 

Scholder,  B.  M. 

58  S.  2 Ave.,  Mt.  Vernon,  N.Y. 
Schrade,  A.  M. 

1258  Shakespeare  Ave.,  Bronx,  N.Y. 
Schulz,  M.  J. 

1579  Genesee  St.,  Buffalo,  N.Y. 
Schwartz,  A.  (Capt.) 

A.P.O.  3784,  c/o  P.M.,  N.Y.C. 
Schwentker,  F.  F. 

Rockefeller  Inst.,  N.Y.C. 

Servoss,  H.  M.  (Lt.) 

Hutchinson,  Kan. 

Seward,  F.  T. 

Goshen,  N.Y. 

Shannon,  J.  A. 

8 E.  State  St.,  Johnstown,  N.Y. 
Shearer,  W.  A. 

Sherburne,  N.Y. 

Silverman,  S.  (Lt.) 

Station  Hosp.,  Camp  Myles  Stand- 
ish,  Mass. 

Snyder,  J.  C.  (Maj.) 

535  E.  72  St.,  N.Y.C. 

Starks,  H.  A. 

Orangeburg,  N.Y. 

Steckel,  S.  S.  (Lt.) 

Hammond  Gen.  Hosp.,  Modesto, 
Calif. 

Stempel,  B. 

2710  Bainbridge  Ave.,  Bronx,  N.Y. 


Stone,  N.  T.  (Capt.) 

Fitzsimons  Gen  Hosp.,  Denver, 
Colo. 

T 

Tannenbaum,  H.  (Capt.) 

Camp  Mackall,  N.C. 

Terman,  I. 

175  Sherman  Ave.,  N.Y.C. 
Thompson,  J.  J. 

75  First  Ave.,  Glovers ville,  N.Y. 
Thompson,  P.  C. 

7708  Ridge  Blvd.,  Brooklyn,  N.Y. 


V 

Vitale,  C.  C. 

135  Eastern  Pkway.,  Brooklyn, 
N.Y. 

W 

Warner,  N. 

180  Cabrini  Blvd.,  N.Y.C. 
Washington,  H.  A.  (Lt.) 

818  E.  Fayette  St.,  Syracuse,  N.Y. 
Watson,  P.  H.  (Com.,  USNR) 
Portsmouth,  Va. 

Weiss,  G. 

790  Grand  Concourse,  Bronx,  N.Y. 
Weitzner,  I.  (Capt.) 

Station  Hosp.,  Camp  Stewart,  Ga. 
Wheeling,  K.  J. 

Port  Jervis,  N.Y. 

Whitman,  M.  B. 

23  W.  184  St.,  Bronx,  N.Y. 

Winter,  S.  S.  (Capt.) 

Newport  News,  Va. 

Witt,  J.  J. 

Sampson,  Geneva,  N.Y. 

Wohl,  H.  (Capt.) 

Carlisle  Barracks,  Pa. 


EFFECTS  OF  WAR  DISCUSSED  AT  NEUROLOGIC  MEETING 


According  to  Dr.  Foster  Kennedy,  of  Cornell 
University  and  Bellevue  Hospital,  more  neuroses 
are  caused  by  petty  annoyances  than  by  bombings 
from  planes.  Dr.  Kennedy  dis  ussed  the  effects  of 
bombings  on  civilians  in  his  talk  before  the  sixty- 
ninth  annual  meeting  of  the  American  Neurological 
Association,  which  was  held  recently  in  New  York 
City. 

Reports  from  England  and  Spain,  he  said, 
indicate  that  the  civilian  population  gives  little 
trouble  under  bombing  but  that  shelling  produces 
more  serious  effects.  Petty  annoyances  of  a dis- 
turbed life,  such  as  lack  of  sleep  and  altered  plans, 
are  more  often  the  cause  of  neuroses. 

Another  speaker  at  the  meeting  predicted  that 


new  terms,  growing  out  of  the  war,  would  be  added 
to  the  language.  The  speaker,  Commander  Francis 
J.  Braceland,  Medical  Corps,  U.S.N.R.,  named  as 
examples  of  the  new  terms,  “convoy  jitters”  and 
“submarine  nerves.”  Commander  Braceland  also 
said  that  psychiatry  plays  an  important  part  in 
Army  and  Navy  medicine.  Special  problems  are 
being  presented  now  with  the  induction  of  the 
17-  and  18-year-old  groups. 

Other  announcements  made  before  the  Associa- 
tion included  one  by  Dr.  Paul  Weiss,  of  Chicago, 
who  explained  his  system  of  storing  fragments 
of  nerves  for  future  use  as  grafts.  They  are  frozen 
at  —150  C.,  dehydrated  in  a vacuum,  sealed  in, 
and  stored  in  a dry  condition. 


TUBERCULOSIS  AMONG  THE  ELDERLY 

One  of  the  greatest  deficiencies  in  tuberculosis 
control  programs  has  been  the  failure  to  make  suffi- 
cient use  of  case-finding  technics  in  discovering  the 
elderly  person  with  undiagnosed  pulmonary  tubercu- 
losis. 

There  is  much  evidence  that  the  older 
individual  suffering  from  this  disease  frequently 
escapes  recognition  and  may  act  as  a spreader  of 
tuberculosis  in  the  community  for  many  years. 


Elderly  tuberculous  persons  whose  disease  has  be- 
come more  or  less  stabilized  may  be  robust,  well 
nourished,  and  present  an  appearance  of  complete 
health.  Many  have  only  minor  symptoms  and 
frequently  are  able  to  work  and  to  carry  on  a normal 
life.  They  often  live  out  their  natural  life  span, 
dying,  not  of  tuberculosis,  but  of  some  entirely 
unrelated  disease. — R.  E.  Miller  and  Beatrice 
Henderson:  American  Review  of  Tuberculosis. 


Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


Convention  News 


npHE  annual  convention  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State  of  New  York 
was  held  at  the  Hotel  Statler,  May  2 to  5.  One 
hundred  and  fifty-two  doctors’  wives  were  regis- 
tered, and  32  Executive  Board  members  and  17 
county  presidents  took  time  out  of  their  busy  lives 
to  attend  the  meetings.  The  Erie  County  Auxiliary 
gave  everyone  a hearty  welcome  and  a good  time. 

After  Mrs.  J.  Emerson  Noll,  State  President, 
opened  the  meeting  Monday  morning,  the  invocation 
was  given  by  Dr.  Albert  G.  Butzer,  of  the  West- 
minster Presbyterian  Church,  Buffalo.  This  was 
followed  by  a pledge  of  allegiance  to  the  American 
flag.  Responding  to  a tribute  to  the  Auxiliary  and 
a welcome  to  Buffalo,  Mrs.  John  B.  Horner  thanked 
Erie  County  members  for  the  program. 

Dr.  George  W.  Cottis,  President  of  the  State 
Medical  Society,  addressed  the  meeting.  He  spoke 
of  the  amazing  attendance  of  the  doctors,  which,  he 
said,  represented  the  influence  of  their  wives.  He 
reminded  us  that  women  will  have  greater  and 
greater  importance  in  politics.  We  must  swing  the 
votes  and  use  our  influence  along  the  proper  chan- 
nels, he  said. 

Mrs.  Luther  H.  Kice,  past  State  President, 
placed  white  roses  in  a vase  for  the  departed  Aux- 
iliary members  and  for  members  of  the  armed  forces 
who  have  given  their  lives.  Mrs.  Kice  recited  “In 
Flanders’  Fields” — a torch  for  us  to  carry  on. 

The  list  of  the  departed  Auxiliary  members  in- 
cludes: 

Mrs.  Willian  Hodge,  Niagara  County;  Mrs. 
Richard  P.  Doody,  Rensselaer  County;  Mrs.  Dud- 
ley Kathan  and  Mrs.  Kent  Clark,  Schenectady 
County;  Mrs.  Charles  L.  Borzelleri,  Sr.,  Mrs.  John 
Elliott,  Mrs.  Charles  Irish,  and  Mrs.  John  F. 
Glasser,  Erie  County. 

Mrs.  J.  Emerson  Noll,  President,  gave  a complete 
report  of  the  year’s  work.  Mrs.  F.  Leslie  Sullivan, 
President-Elect,  addressed  the  meeting,  asking  for 
the  same  cooperation  which  has  been  given  to  the 
presidents  in  the  past.  Very  gratifying  reports 
were  given  by  the  chairmen  of  committees  and  by 
the  county  presidents.  This  year  the  usual  aid, 
gifts,  and  remembrances  have  been  furnished  the 
Physicians’  Home.  This  is  to  be  continued.  Mrs. 


Officers 

President — Mrs.  J.  Leslie  Sullivan 
President-Elect — Mrs.  Carlton  E.  Wertz 
First  Vice-President — Mrs.  E.  A.  Griffen 
Second  Vice-President — Mrs.  C.  R.  Seymour 
Recording  Secretary — Mrs.  H.  F.  Pohlman 
Corresponding  Secretary — Mrs.  E.  M.  Stanton 
Treasurer — Mrs.  L.  A.  Van  Kleeck 

Directors 

One  year — Mrs.  L.  H.  Kice,  Mrs.  O.  Pfaff 

Two  years — Mrs.  G.  B.  Adams,  Mrs.  J.  Robertson 

Three  years — Mrs.  J.  E.  Noll,  Mrs.  William  Lavelle 


G.  Scott  Towne  reported  67  subscriptions  to  the 
National  Bulletin. 

At  the  Annual  Dinner  Monday  night  musical 
selections  were  given  by  Miss  Audrey  Ely,  soloist, 
accompanied  by  Arthur  J.  Crosson.  Rabbi  Joseph 
L.  Fink  was  the  guest  speaker.  “What  kind  of 
Victory  will  we  want?”  he  asked.  “We  must  rise 
above  hatred  and  make  peace  secure  in  our  world.” 
He  used  the  words  of  Patrick  Henry — “Give  me 
liberty  or  give  me  death.” 

On  Tuesday  the  State  Medical  Society  enter- 
tained the  Auxiliary  at  a luncheon.  Dr.  Daniel  E. 
Stedem,  of  Kenmore,  and  Dr.  Nathan  Van  Etten,  of 
New  York  City,  were  the  speakers.  Mrs.  A.  Lawton 
Bennett  was  the  luncheon  chairman;  Mrs.  Noll  was 
toastmistress. 

Seated  at  the  speaker’s  table  were:  Mrs.  F. 
Leslie  Sullivan,  President-Elect,  Mrs.  Louis  A.  Van 
Kleeck,  Mrs.  William  Lavelle,  Mrs.  Luther  H.  Kice, 
Mrs.  Carlton  F.  Potter,  Mrs.  Carlton  E.  Wertz,  and 
Mrs.  Harold  B.  Johnson,  President  of  the  Woman’s 
Auxiliary  to  Erie  County.  Mrs.  Johnson  presented 
a beautiful  silver  tray  to  Mrs.  Noll  on  behalf  of  the 
Executive  Board,  and  orchids  were  presented  to 
Mrs.  Sullivan  by  Schenectady  County. 

The  entertainment  was  “Flower  Arrangement” 
by  Mr.  Thomas  Arrigo,  of  the  Hotel  Statler  Flower 
Shop. 

On  Wednesday  Mrs.  F.  Leslie  Sullivan,  our  new 
President,  opened  the  postconvention  meeting. 
The  State  Auxiliary  presented  Mrs.  Sullivan  with 
gardenias,  and  Erie  County  presented  her  with  roses. 

The  postconvention  meeting  was  followed  by  a 
round-table  discussion  led  by  Mrs.  W.  W.  Street. 

The  Erie  County  members  were  hostesses  at  a tea 
Wednesday  afternoon  in  the  Iroquois  Room.  All 
visiting  doctors’  wives  and  auxiliary  members  were 
their  guests. 

The  gratitude  of  the  Auxiliary  members  must  be 
expressed  again  to  Erie  County  for  a royal  reception 
and  a grand  time.  We  extend  our  appreciation  to 
Mrs.  J.  Emerson  Noll,  the  retiring  President,  and  our 
best  wishes  to  Mrs.  J.  Leslie  Sullivan,  our  new 
President.  Let  us  renew  our  pledge  and  give  Mrs. 
Sullivan  the  same  wholehearted  cooperation  that 
has  been  shown  in  the  past. 


Standing  Committees 

Archives — Mrs.  J.  Mullen 
Finance — Mrs.  D.  J.  Swan 
Historian — Mrs.  H.  Buckbee 
Hygeia — Mrs.  M.  Schultz 
Legislation — Mrs.  A.  Madden 
Organization — Mrs.  F.  G.  Jones 
Press  and  Publicity — Mrs.  H.  J.  Noerling 
Printing  and  Supplies — Mrs.  J.  J.  Rainey 
Program — Mrs.  W.  W.  Street 
Public  Relations — Mrs.  L.  Harris 
Parliamentarian — Mrs.  W.  Carhart 
[Continued  on  page  1262] 


Officers  of  the  Woman’s  Auxiliary 

Executive  Board,  1943-1944 


1258 


1259 


That’s  how  hundreds  of  x-ray  laboratories  feel  about  G-E’s 
Periodical  Inspection  and  Adjustment  Service,  which  keeps  their 
equipment  in  A-l  operating  condition  the  year  round. 

Just  as  your  automobile  continues  to  give  the  most  satisfactory 
and  most  economical  performance,  year  after  year,  when  com- 
petently serviced  at  regular  intervals,  so  it  is  with  fine  x-ray 
equipment.  To  this  end  P.  I.  and  A.  Service  has  for  thirteen 
years  been  extended  to  x-ray  users  everywhere  through  G-E’s 
nationwide  field  organization.  And  continues  despite  difficul- 
ties imposed  by  today’s  wartime  restrictions. 


In  your  vicinity,  this  service  is  ex- 
tended through  the  G-E  offices  and 
regional  service  depots  listed  here- 
with. You  can  rely  on  our  factory  - 
trained  men  in  these  offices  to  give 
you  helpful  technical  information 
at  all  times. 

NEW  YORK  CITY 

205  East  42nd  Street 

LONG  ISLAND  CITY 

54  Cuthbert  Place 

NEW  ROCHELLE 

470  Pelham  Road 

SARANAC  LAKE 

23  Neil  Street 

ALBANY 

Room  408,  75  State  Street 

ROCHESTER 

209  Medical  Arts  Building 

Alexander  St.  at  Gardiner  Pk. 

BUFFALO 

151  W.  Mohawk  Street 

SYRACUSE 

Room  901,  Chimes  Building 


P.  I.  and  A.  i s a tangible  service.  The  owner  of  x-ray  equip- 
ment actually  contracts  for  it,  stipulating  the  number  of  peri- 
odical equipment  check-ups  he  desires  the  G-E  Service  Engi- 
neer to  make  during  the  year.  And  you’ll  find  upon  inquiring 
among  those  who  have  long  used  this  service,  that  they  con- 
sider it  a negligibly  low-cost  insurance  on  their  original  in- 
vestment. Yes,  needed  minor  adjustments,  when  immediately 
attended  to,  help  to  prevent  serious  trouble  and  costly  repairs. 


ELMIRA 

215  W.  Water  Street 


Ufa  72otu£s 

GENERAL  % ELECTRIC 
X-RAY  CORPORATION 


3011  JACKSON  tlVD. 


CNICAOO.  III.,  V.  I.  A. 


With  increased  smoking 

YOUR  ADVICE  TO  SMOKERS 


is  increasingly  important 


111  judging  the  irritant  properties  of  cigarette  smoke,  it  is 
good  practice  to  consider  the  research  conducted.  In 
judging  research , you  no  doubt  consider  its  source*. 

Philip  Morris  claims  of  superiority  are  based  not  on 
anonymous  studies,  but  on  research  conducted  only  by 
competent  and  reliable  authorities,  research  reported  by 
leading  journals  in  the  medical  field. 

Clinical  as  well  as  laboratory  tests  have  shown  Philip 
Morris  to  be  definitely  and  measurably  less  irritating  to 
the  sensitive  tissues  of  the  nose  and  throat.  May  we  send 
you  reprints  of  the  studies? 


Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc. 

119  Fifth  Avenue,  N.  Y. 


* Laryngoscope.  Feb.  1935 , P ol.  X LV,  No.  2,  149-154.  Laryngoscope,  Jan.  1937,  P ol.  XLVIl,  No.  1,  58-60. 
Proc.  Soc.  Exp.  Biol,  and  Med.,  1934,  32,  241.  N.  Y.  State  Journ.  Med.,  Vol.  35,  6-1-35,  No.  11,  590-592 
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MORE  HOSPITAL  BEDS. -MORE  FIGHTING  MEN 

— the  promise  of  iSuIfasuxidine'>  s u ccinyls ulfath i cysol e 


• 'Sulfasuxidine’  succinylsulfathiazole. 
Sharp  & Dohme’s  new,  clinically  non- 
toxic intestinal  bacteriostat,  shortens 
hospitalization1  by  contributing  to  un- 
complicated convalescence  after  ab- 
dominal surgery  and  is  also  effective 
in  treatment  and  control  of  bacillary 
dysentery,2  one  of  the  major  hazards 
of  military  life.3 

• • • 

This  new  compound  is  administered 
orally  for  three  to  five  days  prior  to 
hospitalization  in  order  to  alter  the 
bacterial  flora  of  the  intestinal  tract 
and  reduce  the  possibility  of  perito- 
nitis. Post-operative  administration  of 
c Sulfasuxidine  ’ succinylsulfathiazole 


contributes  to  smoother,  shorter  con- 
valescence. 

Bacillary  dysentery  responds 
to  'Sulfasuxidine’  succinylsulfathia- 
zole promptly  at  all  stages  of  the  disease 
and  carriers  also  appear  to  be  favorably 
influenced  by  the  drug.4 

The  remarkably  low  toxicity  of 
'Sulfasuxidine’  succinylsulfathiazole 
is  partly  explained  by  the  fact  that  the 
drug  is  poorly  absorbed  from  the  in- 
testinal tract  . . . less  than  5%  is  ex- 
creted by  the  kidneys. 

' Sulfasuxidine ’ succinylsulfathiazole 
is  supplied  in  compressed , 0.5  Gm.  tab- 
lets, in  bottles  of  100,  500  and  1,000. 
Sharp  & Dohme  . . . Philadelphia 


'SULFASUXIDINE'  SUCCINYLSULFATHIAZOLE 


1.  J.A.M.A.,  120:265,  Sept.  26.  1942.  2.  Poth.  E.J.,  and  Cheno,  B.M.,  Jr.,  Knotts,  F.L.,  Journal  of  Lab.  and  Clin. 
Med.,  28:162,  Nov.,  1942.  3.  New  York  State  J.  Med.,  42:789,  April  15,  1942.  4.  J.A.M.A.,  119:615,  June  20,  1942. 


1262 


WOMAN’S  AUXILIARY 


[N.  Y.  State  J.  M. 


[Continued  from  page  1258] 
Finance  Committee 

Mrs.  D.  J.  Swan,  Chairman 
Mrs.  J.  E.  Noll 
Mrs.  L.  A.  Van  Kleeck 
Mrs.  G.  B.  Adams 


Mrs.  C.  E.  Wertz 

Mrs.  F.  L.  Sullivan  (ex  officio) 

Special  Committee 

National  Bulletin — Mrs.  G.  Scott  Towne 


Suggestions 

1.  Subscribe  to  the  National  Bulletin.  Georgia  State  Auxiliary,  about  forming  a Doctors’ 

2.  Before  the  Fall  Board  meeting,  which  will  be  Aide  Corps, 
held  at  Schenectady  in  October,  read  the  article  in 

the  December,  1942,  Nationdl  Bulletin , by  the  3.  Buy  the  new  Handbook. 


County  News 


Albany.  Mrs.  James  S.  Lyons  is  the  newly 
elected  president. 

The  auxiliary  had  their  annual  luncheon  at  the 
De  Witt  Clinton  Hotel. 

Oneida.  Mrs.  D.  D.  Reals,  was  elected  president 
of  the  auxiliary,  at  its  annual  luncheon  meeting  at 


the  Yahnundasis.  Mrs.  Fred  G.  Jones,  retiring 
president,  presided. 

Rensselaer.  A card  party  was  sponsored  by  the 
auxiliary  at  the  home  of  the  president,  Mrs.  Eugene 
F.  Connally. 


“CRYPTIC  NOSTALGIA”  IN  SERVICEMEN 

In  a recent  issue  of  War  Medicine,  Lieut.  Comdr. 
C.  L.  Wittson,  Lieut.  Comdr.  H.  I.  Harris,  and 
Lieut.  W.  A.  Hunt,  of  the  Medical  Corps,  U.S. 
Naval  Reserve,  describe  a condition  which  they 
call  “cryptic  or  hidden”  nostalgia  in  servicemen. 
According  to  the  authors,  cryptic  nostalgia  differs 
from  ordinary  homesickness  in  that  it  is  a home 
fixation  that  may  easily  be  confused  with  simple 
schizophrenia. 

A patient  suffering  from  this  disorder  appears 
calm  and  shows  no  agitation.  Nevertheless,  he  is 
at  all  times  completely  preoccupied  with  thoughts 
of  his  home  and  friends,  and  everything  else  is 
excluded  from  his  mind. 

Such  a condition  may  result  in  maladjustment,  for 
the  recruit  will  have  difficulty  learning  and  will  be 
generally  unreliable  and  incompetent. 


NEW  USES  FOR  VITAMIN  A 

At  a recent  meeting  of  the  American  Chemical 
Society  two  advances  in  the  use  of  vitamin  A were 
reported.  One  is  the  treatment  of  whooping 
cough  with  the  vitamin,  and  the  other  is  the  dis- 
covery that  the  protein  constituent  enables  the  body 
to  store  a supply  of  vitamin  A for  emergency  uses. 

Dr.  August  B.  McCoord,  of  the  University  of 
Rochester,  and  his  coworkers,  reported  that  rats 
deficient  in  vitamin  A have  little  chance  of  sur- 
vival when  inoculated  with  whooping  cough,  while 
those  with  sufficient  amounts  of  the  vitamin  re- 
cover from  the  disease. 

Study  of  the  essential  protein  factor,  trytophane, 
showed  that  its  absence  was  accompanied  by  a 
low  content  of  vitamin  A stored  in  the  liver,  while 
the  livers  of  animals  that  received  the  substance 
in  their  diet  had  a high  vitamin  A content. 


POSTWAR  TUBERCULOSIS  THREAT 

In  the  February  Bulletin  of  the  National  Tubercu- 
losis Association,  Dr.  Robert  Plunkett,  General 
Superintendent  of  Tuberculosis  Hospitals,  New  York 
State  Department  of  Health,  predicted  that  tubercu- 
losis will  assume  the  proportions  of  a plague  in 
Europe  as  the  war  progresses. 

For  control  of  the  disease,  Dr.  Plunkett  outlined 
a threefold  plan,  listing  these  suggestions:  a partner- 
ship of  governmental  and  private  agencies  in  de- 
veloping the  control  program;  the  use  of  American 
physicians  and  x-ray  technicians  who  have  gained 


experience  with  the  armed  forces;  and  the  use  in 
foreign  service  of  the  vast  amounts  of  x-ray  equip- 
ment employed  in  the  examination  of  servicemen. 

Dr.  Plunkett  has  also  reported  that  for  the  first 
time  in  twenty  years  the  tuberculosis  death  rate  has 
shown  an  increase.  The  total  gain  was  113  deaths, 
or  a 4.7  per  cent  gain. 

The  majority  of  the  922  new  cases  discovered  in 
1942  were  found  through  the  use  of  x-ray,  both  in 
the  Selective  Service  program  and  in  the  survey 
now  being  conducted  in  mental  hospitals. 
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THE  B VITAMINS  OF  NATURE... 


CONCENTRATED  TO 


HIGH  POTENCY 


WHOLE  NATURAL  VITAMIN  B COMPLEX 


The  entire  potency  of  bezon  is  obtained  from  natural  sources. 
By  avoidance  of  “spiking”  with  synthetic  vitamin  factors,  bezon 
offers  the  completeness  in  B Complex  therapy  which  can  be 
obtained  only  from  Nature. 

The  high  potency  of  bezon  enables  you  to  prescribe  a con- 
venient and  palatable  preparation  of  Whole  Natural  Vitamin  B 
Complex,  without  substituting  synthetic  for  natural  components 
and  eliminates  the  inconvenience  of  numerous  tablets  or  spoon- 
fuls daily. 


— concentrated  to  high  potency  from  natural  sources — no  syn- 
thetic vitamin  factors  are  added.  Only  in  the  Whole  Natural 
Vitamin  B Complex  can  all  16  vitamin  B factors  be  obtained. 
BEZON  is  made  only  in  the  distinctive  two-color  gelatin  capsule. 
Samples  and  literature  available  on  request. 


NUTRITION  RESEARCH  LABORATORIES 

CHIGAGD 


*Trade  Mark 


Medical  News 


New  A.M.A.  Coun< 

THE  House  of  Delegates  of  the  American  Medical 
Association  voted  at  the  A.M.A.  meeting  in 
Chicago  to  establish  a council  on  medical  service 
and  public  relations,  to  “streamline”  medical 
practice  in  America  with  changing  times. 

Following  the  action  of  the  House,  the  Board  of 
Trustees  of  the  A.M.A.  appointed  the  new  group  to 
tackle  the  problems  of  working  out  a system  that 
will  make  possible  the  provision  of  satisfactory 
medical  care  for  all  the  people  with  the  least  possible 
interference  by  nonmedical  agencies. 

The  new  group  consists  of  six  members  of  the 
A.M.A.  “geographically  distributed  over  the  United 
States,”  in  addition  to  the  president,  the  immediate 
past-president,  the  secretary,  and  a member  of  the 
board  of  trustees. 

The  new  council  includes  the  following  physi- 
cians: Louis  H.  Bauer,  of  Hempstead,  L.I.; 

John  H.  Fitzgibbon,  of  Portland,  Ore.;  Alfred  W. 
Adson,  of  Rochester,  Minn.;  James  R.  McVay,  of 
Kansas  City;  E.  J.  McCormick,  of  Toledo;  W.  S. 
Leathers,  of  Nashville;  Brig.  Gen.  Fred  H.  Rankin, 
of  Lexington,  Ky.,  retiring  president;  James  E. 
Paullin,  of  Atlanta,  president;  Olin  West,  of  Chicago, 
secretary;  and  Roger  I.  Lee,  of  Boston,  chairman 
of  the  board  of  trustees. 

The  duties  of  the  new  council  were  officially  stated 
to  be  the  following: 

“To  make  available  facts,  data,  and  medical 
opinions  with  respect  to  timely  and  adequate 
rendition  of  medical  care  to  the  American  people. 

“To  inform  the  constituent  associations  and 
component  societies  of  proposed  changes  affect- 
ing medical  care  in  the  nation. 

“To  inform  constituent  associations  and  com- 
ponent societies  regarding  the  activities  of  the 
council. 

“To  investigate  matters  pertaining  to  the 
economic,  social,  and  similar  aspects  of  medical 
care  for  all  the  people. 

“To  study  and  suggest  means  for  the  distribu- 
tion of  medical  services  to  the  public  consistent 
with  the  principles  adopted  by  the  house  of  dele- 
gates. 

“To  develop  and  assist  committees  on  medical 
service  and  public  relations  originating  within  the 
constituent  associations  and  component  societies 
of  the  American  Medical  Association.” 

Kirk  Is  Surgeon 

ON  JUNE  1 Major  Gen.  Norman  T.  Kirk  became 
Surgeon  General  of  the  Army,  succeeding 
Major  Gen.  James  C.  Magee,  who  retired  with  an 
excellent  record  for  leadership  and  for  the  mainte- 
nance of  high  standards  in  the  military  medical  serv- 
ice. The  medical  department  df  the  Army  has 
grown  in  size  and  importance  beyond  anything  ever 
previously  anticipated.  There  are  now  34  general 
hospitals  and  about  500  station  hospitals  in  the 
continental  United  States  and  a great  number  of 
other  army  hospitals  scattered  throughout  the 
world.  Brigadier  General  Kirk,  who  as  surgeon 
general  will  hold  the  rank  of  major  general,  re- 
linquished at  the  time  of  his  appointment  the  posi- 
tion of  commanding  officer  of  the  new  Percy  Jones 
General  Hospital  at  Battle  Creek,  Michigan.  In 


il  on  Medical  Care 

The  resolution  provided  that  for  the  first  year  the 
six  members  who  are  not  officers  of  the  association 
shall  be  appointed  by  the  board  of  trustees.  The 
term  of  membership  is  for  three  years.  At  the  end 
of  the  first  year,  however,  there  will  be  an  election 
of  two  members  for  one  year,  two  for  two  years, 
and  two  for  three  years.  After  the  first  year,  the 
board  of  trustees  will  present  to  the  house  of  dele- 
gates for  election  to  membership  on  this  council  a 
list  of  three  nominees  for  each  vacancy.  The  chair- 
man will  be  selected  by  the  council  from  its  elected 
members. 

The  house  of  delegates  also  appointed  an  eight- 
man  committee  on  postwar  medical  service,  de- 
signed to  study  postwar  medical  problems,  including 
the  care  of  the  civilian  populations  in  countries 
occupied  by  American  troops. 

It  was  pointed  out  that  the  civilian  population 
of  such  countries  must  receive  medical  care  to  pro- 
tect the  American  troops  that  will  live  in  their 
midst. 

The  committee  is  headed  by  Dr.  Roger  I.  Lee,  of 
Boston.  Other  members  are  Brig.  Gen.  Rankin, 
Francis  Blake,  of  New  Haven,  Connecticut;  Dr. 
Paullin;  Harrison  H.  Shoulders,  of  Nashville; 
Alan  Gregg,  medical  director  of  the  Rockefeller 
Foundation,  New  York;  Captain  William  Agnew, 
U.S.  Navy,  Washington;  and  Warren  F.  Draper, 
Assistant  Surgeon  General,  Public  Health  Service, 
Washington. 

Dr.  Herman  L.  Kretschmer,  Chicago  urologist, 
who  served  for  many  years  as  treasurer  of  the 
A.M.A.,  became  president-elect  of  the  association 
at  the  annual  election  held  by  the  delegates.  He 
will  assume  office  as  president  in  1944. 

Other  officers  elected  were  Dr.  John  J.  Amesse, 
pediatrician,  of  Denver,  vice-president;  Dr.  Josiah 
J.  Moore,  Chicago  pathologist,  treasurer.  Dr. 
West  was  re-elected  secretary,  Dr.  Shoulders  was 
re-elected  speaker  of  the  house,  and  Dr.  R.  W. 
Fouts,  of  Omaha,  was  re-elected  vice-speaker.  Dr. 
Ernest  E.  Irons,  of  Chicago,  and  Dr.  William  F. 
Braasch  were  re-elected  members  of  the  board  of 
trustees. 

The  delegates  selected  New  York  for  their  1944 
convention,  providing  that  the  war  is  ended  by  that 
time.  St.  Louis  was  selected  for  the  convention  in 
1945,  and  San  Francisco  for  1946. 

General  of  Army 

1919  General  Kirk  was  in  the  surgical  service  at 
Walter  Reed  General  Hospital  and  later  had  duty 
at  Johns  Hopkins  University  Hospital,  the  Massa- 
chusetts General  Hospital,  and  at  the  Station  Hos- 
pital at  Fort  Sam  Houston,  Texas,  where  he  became 
chief  of  the  surgical  service.  He  served  subse- 
quently as  chief  of  the  surgical  service  at  Sternberg 
General  Hospital  in  Manila,  the  Station  Hospital  at 
Fort  Mills  in  the  Philippine  Islands,  again  at 
Sternberg,  and  later  at  the  Walter  Reed  General 
Hospital  in  Washington.  General  Kirk  addressed 
the  House  of  Delegates  of  the  American  Medical 
Association  at  its  opening  session  in  Chicago  on 
June  7 7 .A.M.A. 

[Continued  on  page  126(i] 
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E so  many  women  in  their  forties,  she’s  joined 
er  adults  of  the  family  in  the  task  of  winning 
war.  She’s  thinking  more  of  passengers  than 
:ea  parties  . . . more  of  switches  than  of  sew- 
. But  her  thoughts  are  also  on  another  prob- 
i — of  how  the  menopause  will  affect  her. 
two  decades  ago  women  were  inclined  to  fear 
ir  forties.  Today  they  may  face  them  with  con- 
mce,  secure  in  the  knowledge  that  adequate 
ogenic  therapy  will  often  relieve  the  distress- 
vasomotor  symptoms  of  the  menopause. 
)men  can  be  kept  physically  and  emotionally 
and  "on  the  job.” 

Striking  therapeutic  results  have  been  obtained 
h both  natural  and  synthetic  estrogenic  sub- 
ices. Both  Amniotin  (natural  estrogenic  sub- 
ice) and  Diethylstilbestrol  Squibb  (synthetic 
:ogen)  are  available  in  dosage  forms  for  oral, 
)odermic,  and  intravaginal  administration, 
-thylstilbestrol  is  lower  in  cost  and,  in  contrast 
latural  estrogens,  is  only  slightly  less  effective 
lly  than  intramuscularly.  However,  its  high 
ency  necessitates  cautious  use  and  indicates 
-advisahilil-v  in  some  instances,  of  building 


up  the  estrogenic  level  with  Amniotin  by  injec- 
tion and  then  of  maintaining  therapy  with  small 
oral  doses  of  Diethylstilbestrol. 

SQUIBB  ESTROGENIC  SUBSTANCES 

AMNIOTIN  ...  A highly  purified,  non-crystalline 
preparation  of  naturally  occurring  estrogenic  sub- 
stances derived  from  pregnant  equine  urine.  Its  estro- 
genic activity  is  expressed  in  terms  of  the  equivalent 
of  international  units  of  estrone.  Available  in  cap- 
sules for  oral  administration;  solution  for  intramus- 
cular injection;  and  vaginal  suppositories. 

DIETHYLSTILBESTROL  ...  A low  cost  synthetic  estro- 
gen possessing  the  physiologic  properties  of  estro- 
genic substances  derived  from  natural  sources.  Highly 
effective  orally.  Available  in  tablets  for  oral  adminis- 
tration; solution  for  intramuscular  injection;  and 
vaginal  suppositories. 

For  literature  address  Professional  Service  Department, 
745  Fifth  Avenue,  New  York  22,  N . Y. 

E RiSquibb  & Sons 

Manufacturing  Chemists  to  the  Medical  Profession  Since  1858 

★ ★ BUY  MORE  U.  S.  WAR  BONDS  ★ ★ 
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County  News 


Clinton  County 

The  semiannual  meeting  of  the  county  society 
was  held  on  May  18  at  the  Hotel  Witherill  in 
Plattsburgh. 

A business  meeting  at  5:30  p.m.  opened  the  pro- 
gram, followed  by  dinner  in  the  fountain  room  at 
6:30  p.m.. 

After  dinner  Dr.  Paul  C.  Clark,  of  Syracuse, 
assistant  professor  of  clinical  medicine,  Syracuse 
University  College  of  Medicine,  gave  an  address  on 
“Blood  Plasma  Therapy  and  Whole  Blood  Trans- 
fusion.” 

The  instruction  was  arranged  by  the  Council 
Committee  on  Public  Health  and  Education  of 
the  Medical  Society  of  the  State  of  New  York  and 
the  New  York  State  Department  of  Health  in 
Cooperation  with  the  Medical  Division  of  the  office 
of  Civilian  Defense  and  the  Health  Preparedness 
Commission  of  the  State  of  New  York.— T.  A. 
Rogers , Secretary 

Columbia  County 

The  regular  semiannual  meeting  of  the  county 
society  was  held  at  the  Columbia  Country  Club  on 
May  11.* 

Dutchess  County 

Dr.  J.  Spottiswood  Taylor,  director  of  labora- 
tories, of  Kingston,  was  the  speaker  at  a meeting  of 
the  county  society  at  the  golfhouse  at  the  Hudson 
River  State  Hospital  on  May  12.  His  topic  was, 
“Blood  and  Plasma  Bank  in  Smaller  Medical 
Centers.”  A film  on  blood  plasma  was  another 
feature  of  the  program.  Blood  donors  in  Kingston 
have  rallied  in  large  numbers  to  meet  the  needs  for 
reserve  supplies  of  both  whole  blood  and  blood 
plasma,  it  was  said.  Blood  banks  developed  in 
Kingston  were  reported  to  be  sufficient  to  supply 
the  needs  of  Ulster  County. 

Essex  County 

The  Essex  County  Medical  Society  held  its  semi- 
annual meeting  at  the  Deer’s  Head  Inn  in  Elizabeth- 
town on  Tuesday,  June  1.  The  speaker  was  Dr. 
James  Lade,  of  Albany,  director  of  the  Division  of 
Syphilis  Control,  whose  subject  was  “The  Newer 
Methods  of  Treatment  of  Syphilis.”* 

Franklin  County 

Dr.  Fred  H.  C.  Heise,  medical  director  of  Trudeau 
Sanatorium,  was  named  president-elect  of  the 
National  Tuberculosis  Association,  which  held  its 
annual  meeting  in  St.  Louis,  Missouri,  in  May. 

Dr.  Heise  will  assume  his  duties  as  president  of 
the  association  next  year.  * 

Fulton  County 

Dr.  J.  Edward  Grant,  of  Northville,  was  re- 
elected president  of  the  Fulton  County  Tuberculosis 
and  Public  Health  Association  at  the  annual  meet- 
ing held  on  May  26.  Dr.  William  Siegal,  director 
of  the  Department  of  Tuberculosis  of  the  New  York 
State  Department  of  Health,  was  guest  speaker. 
Dr.  Grant  presided  at  the  luncheon  session  which 
was  attended  by  40  representatives  of  various  local 
and  state  health  agencies.* 

Genesee  County 

Transferred  from  Portland,  Oregon,  to  the 
Veterans’  Facility  in  Batavia,  Dr.  Morris  Dressier 

* Asterisk  indicates  that  item  is  from  local  newspaper. 


has  arrived  to  assume  his  duties  as  a medical  officer 
on  the  staff  of  the  hospital.  Dr.  Dressier  is  re- 
placing Dr.  Abraham  Falk,  who  enlisted  in  the 
Army.* 

Herkimer  County 

The  June  meeting  of  the  county  society  was  held 
at  4:00  p.m.  on  June  8 at  the  Herkimer  Countv 
Historical  Building.  Dr.  V.  M.  Parkinson,  super- 
intendent of  Pine  Crest  Sanatorium,  presented 
several  case  reports  on  diseases  of  the  chest.  * 

Jefferson  County 

The  regular  monthly  meeting  of  the  county  so- 
ciety took  place  on  Thursday,  June  17,  at  the 
Jefferson  County  Golf  Club.  The  speaker  was 
Dr.  Floyd  Winslow,  of  Rochester,  former  president 
of  the  New  York  State  Medical  Society.* 

Monroe  County 

Five  physicians  were  honored  by  the  Rochester 
Academy  of  Medicine  at  its  annual  meeting  in  May. 

The  following  awards  were  made:  The  Albert 
David  Kaiser  Medal  to  Dr.  Arthur  M.  Johnson,  city 
health  officer;  the  Dr.  John  W.  MacCauley  prize  to 
Dr.  Arthur  R.  Hartwig,  of  Genesee  Hospital;  the 
Taylor  Instrument  Company’s  prize  jointly  to  Dr. 
Robert  L.  Sewell,  of  Strong  Memorial  Hospital  and 
Dr.  Andrew  Kerr  Jr.,  of  General  Hospital,  and  the 
Paine  Drug  Company’s  award  to  Dr.  Gerard  del 
Junco. 

At  the  meeting  winning  papers  were  read  and 
two  plaques  unveiled  and  presented  to  the  Acad- 
emy. The  first,  given  by  Dr.  George  H.  Gage  and 
Dr.  Arthur  P.  Reed,  bears  the  name  of  every  doctor 
in  Monroe  County  who  served  in  World  War  I; 
the  second,  presented  by  Dr.  Clarence  P.  Thomas, 
lists  Monroe  County  physicians  serving  in  the  pres- 
ent conflict.* 

New  York  County 

On  June  8,  Dr.  Hiram  N.  Vineberg,  consulting 
gynecologist  to  the  Mount  Sinai  Hospital,  was  pre- 
sented with  a testimonial  volume  of  original  scien- 
tific writings,  honoring  his  sixty-five  years  of  service 
in  medicine,  in  a ceremony  at  the  hospital’s  Blu- 
menthal  Auditorium.  Speakers  at  the  presentation 
ceremony  included  Hon.  Leo  Arnstein,  Dr.  Bernard 
Sachs,  Dr.  George  Gray  Ward,  Margaret  Sanger, 
Hon.  Douglas  S.  Cole,  Arthur  Hays  Sulzberger, 
Dr.  Harold  Neuhof,  and  Dr.  Isidor  C.  Rubin. 


The  newly  elected  officers  of  the  New  York 
Roentgen  Society  are  as  follows:  President,  Dr. 
Ross  Golden;  vice-president,  Dr.  Maurice  M. 
Pomeranz;  secretary,  Dr.  Haig  H.  Kasabach; 
treasurer,  Dr.  William  H.  Boone;  member,  Exe- 
cutive Committee,  Dr.  Roy  D.  Duckworth. 


Dr.  Philip  R.  Lehrman  was  named  chairman  of 
the  Section  on  Psychoanalysis  of  American  Psy- 
chiatric Association  for  1943-1944  at  the  meeting 
of  that  organization  held  in  Chicago  in  May. 

The  New  York  Medical  Society  for  Psychodrama 
and  Group  Therapy,  at  the  Psychodramatic  Insti- 
[ Continued  on  page  1268] 
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Ahe  patient  for  whom  Betaplexin  is 
greater  dosage  of  the  various  factors 


prescribed  now  receives  a substantially 
which  comprise  the  vitamin  B complex. 


The  potency  of  the  declared  factors  in  the  various  forms  of  Betaplexin  is  as 
follows: 




1 

ELIXIR 

Each  Teaspoonful 
(5  cc  1 

cvpiip 

SYRUP 

Each  Teaspoonful 
(5  cc.) 

TABLETS  OR  CAPSULES 

Each  Tablet 
or  Capsule 

VITAMIN  B, 

3 mg.  (1000  U.S.P. 

3 mg.  (1000  U.S.P. 

1.5  mg.  (500  U.S.P. 

VITAMIN  B2 

, units) 

1 mg 

, units) 

1 mg. 

_ _ units) 

0.5  mg. 

VITAMIN  BE 

0.3  mg. 

0.675  mg. 

0.1  mg. 

NIACINAMIDE 

10  mg. 

10  mg. 

5 mg. 

PANTOTHENIC  ACID 

0.75  mg. 

1.8  mg. 

0.275  mg. 

All  forms  also  contain  other  factors  including  biotin,  choline,  inositol  and  para- 
aminobenzoic  acid. 

HOW  SUPPLIED 

Betaplexin  Elixir  and  Syrup:  Bottles  of  4 and  16  fluidounces  and  1 gallon, 

Betaplexin  Tablets  and  Capsules:  Bottles  of  50  and  500. 


ETAPLEXIN 

Trademark  Reg.  U.  S.  Pat.  Off.  & Canada 
Brand  of  VITAMIN  B COMPLEX 


WINTHROP  CHEMICAL  COMPANY,  INC. 

Pharmaceuticals  of  merit  for  the  physician 

NEW  YORK,  N.  Y.  • WINDSOR,  ONT. 
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tute,  101  Park  Avenue,  New  York,  has  elected  the 
following  officers:  J.  L.  Moreno,  M.D.,  president, 
and  Frederic  Feichtinger,  M.D.,  secretary. 


A group  of  physicians  and  medical  organizations 
gave  a dinner  at  the  Biltmore  Hotel  on  May  19  for 
Dr.  J.  Stanley  Kenney,  president  of  the  Medical 
Society  of  the  County  of  New  York.  The  speakers 
included  Dr.  Thomas  A.  McGoldrick,  president  of 
the  Medical  Society  of  the  State  of  New  York;  Dr. 
Nathan  Van  Etten,  past-president  of  the  American 
Medical  Association;  Dr.  Edward  M.  Bernecker, 
Commissioner  of  Hospitals ; Dr.  Ernest  L.  Stebbins, 
Commissioner  of  Health;  former  Mayor  Joseph  V. 
McKee,  and  Dr.  Alexander  Nicoll.  Dr.  John  J. 
McGowan,  medical  director  of  Fordham  Hospital, 
was  toastmaster.* 


The  monthly  meeting  of  the  county  society  was 
held  Monday,  May  24,  at  8:15  p.m.  at  the  New  York 
Academy  of  Medicine.  The  following  program  was 
presented:  “The  Soldier’s  Heart,”  by  Dr.  Samuel 
A.  Levine,  assistant  professor  of  medicine,  Harvard 
University  (by  invitation),  with  discussion  by  Dr. 
Bernard  S.  Oppenheimer;  and  “Coronary  Heart 
Disease:  Angina  Pectoris;  Coronary  Insufficiency; 
Coronary  Occlusion”  (illustrated  by  lantern  slides) 


by  Comdr.  Arthur  M.  Master,  M.C.,  USNR,  con- 
sulting cardiologist,  National  Naval  Medical  Center, 
Bethesda,  Maryland.  The  scientific  program  closed 
with  general  discussion. 


At  a meeting  held  in  connection  with  the  Annual 
Meeting  of  the  State  Medical  Society  in  Buffalo, 
members  of  the  New  York  State  Chapters  of  the 
American  College  of  Chest  Physicians  elected  the 
following  officers:  president,  Dr.  Arthur  0.  Penta, 
Schenectady;  vice-president,  Dr.  James  H.  Don- 
nelly, Buffalo;  and  secretary-treasurer,  Dr.  Lyman 
I.  Thayer,  Glens  Falls. 

Dr.  Nelson  W.  Strohm,  of  Buffalo,  is  Governor 
of  the  College  for  New  York  State,  and  Dr.  E.  P. 
Eglee,  of  New  York  City,  is  the  Regent  for  the 
district. 

Rensselaer  County 

Members  and  guests  of  the  Rensselaer  County 
Medical  Society  heard  Dr.  Gilbert  H.  Horrax,  neuro- 
surgeon of  the  Lahey  Clinic  in  Boston,  speak  on 
“Brain  Tumors”  at  the  May  meeting  of  the  society. 
He  was  introduced  by  Dr.  John  J.  Rainey,  chairman 
of  the  meeting.* 

St.  Lawrence  County 

Dr.  R.  J.  Reynolds,  secretary  of  St.  Lawrence 
County  Medical  Society,  has  announced  that 
meetings  of  the  organization  will  be  suspended  for 
the  duration  of  the  gas  ban.* 


Deaths  of  New  York  State  Physicians 


Name 

Frank  R.  Boyd 
George  M.  Brandt 
Garrison  L.  Brown 
Patrick  J.  Donahoe 
Harry  Eckstein 
James  Ewing 
Charles  M.  Gilmore 
John  M.  Hall 
Frederick  C.  Heckel 
Francis  V.  Hoehn 
George  H.  V.  Hunter 
Samuel  A.  Jahss 
Harry  Koster 
Arthur  J.  Leader 
Philipp  Manecke 
Max  D.  Mayer 
William  S.  Overton 
Eleanor  Parry 
James  Pullman 
Julius  A.  E.  Sass 
Julius  Selzer 
Alexander  Spingarn 
Ellsworth  M.  Tench 
William  D.  Towsley 
Frederick  T.  van  Beuren,  Jr. 
Allison  M.  Van  Horn 
Alan  P.  Vaughan 
Edward  H.  Wells 
Archibald  A.  White 
Isidore  S.  Zimmerman 


Age  Medical  School 

63  Univ.  & Bell. 

62  Michigan 

88  Syracuse 

63  Albany 

37  Maryland 

76  P.  & S.,  N.Y. 

47  P.  & S.,  N.Y. 

62  Cornell 

78  Univ.  & Bell. 

64  Buffalo 

63  Queens,  Canada 

51  L.I.C.  Hosp. 

50  L.I.C.  Hosp. 

35  Syracuse 

79  N.Y.  Univ. 

50  P.  & S.,  N.Y. 

78  L.I.C.  Hosp. 

82  W.M.C.N.Y.  Inf. 

68  Yale 

37  L.I.C.  Hosp. 

46  McGill 

65  P.  & S.,  N.Y. 

59  Buffalo 

87  N.Y.  Univ. 

67  P.  & S.,  N.Y. 

61  Eel.,  Cincinnati 

73  Buffalo 

76  Bellevue 

48  Fordham 

41  L.I.C.  Hosp. 


Date  of  Death 

Residence 

May  17 

Manhattan 

June  5 

Seneca  Falls 

May  27 

Euclid 

May  4 

Utica 

March  21 

Pleasant  Plains 

May  16 

Manhattan 

May  15 

Beacon 

June  7 

Manhattan 

June  7 

Larchmont 

June  1 

Buffalo 

May  21 

Brooklyn 

May  31 

Manhattan 

June  2 

Brooklyn 

May  31 

Poughkeepsie 

June  8 

Brooklyn 

May  28 

Manhattan 

May  17 

Binghamton 

May  22 

Huntington 

May  28 

Brooklyn 

May  31 

Brooklyn 

May  22 

Troy 

May  23 

Brooklyn 

June  1 

Buffalo 

June  9 

Syracuse 

March  13 

Manhattan 

June  6 

Sea  Breeze 

May  31 

Arcade 

May  18 

Manhattan 

February  26 

Bronx 

April  - 

Brooklyn 
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kIN  IODIDE  ADMINISTRATION 

ENKIDE 


THE  OLD — messy,  inconvenient 
liquid  formula  fell  far  short  of 
providing  accurate  dosage  of 
Potassium  Iodide.  Droppers  dif- 
fered; drops  varied  with  size  of 
dropper  tip,  the  angle  at  which 
it  was  held,  and  the  specific  grav- 
ity or  viscosity  of  the  solution. 
Compare  this  guesswork  with... 


1 GRAM  POTASSIUM  IODIDE,  U.S.P 
(15.43  grains) 

Enteric  Coated  Tablets 
Supplied  in  bottles  of  100 
on  prescription  only 


THE  NEW — accurate,  control- 
lable and  less  obnoxious  admin- 
istration of  Enkide  tablets  when 
Iodide  is  indicated,  assures  less 
distress  for  patients  and  less  pos- 
sibility of  skipping  doses.  The 
enteric  coating  minimizes  gastric 
distress  and  eliminates  taste. 
Tablet  form  makes  the  dose  eas- 
ier and  more  convenient  to  take. 

Literature  and  samples  on  request. 


BREWER  6-  COMPANY,  INC.  Worcester 

Pharmaceutical  Chemists  Since  1852  A idSSdchilSGtts 


Physicians’  Home 

IN  this  grim  period  when  all  of  us  are  search- 
ing for  reassurance  the  Physicians 9 Home 
is  doing  it’s  share  effectively. 

In  addition  to  our  permanent  guests,  the 
Physicians 9 Home  is  extending  support  and 
protection  to  needy,  incapacitated  physicians 
In  Their  Own  Communities  under  the  super- 
vision of  their  local  County  Medical  Society. 

The  demands  today  upon  the  Home  are  many. 

Won’t  you  join  in  our  efforts  to  maintain 
this  worthy  medical  public  service? 

The  Physicians’  Home  needs  your  bequest  or 
gift  so  that  it  may  endure  and  be  perpetuated 
into  the  future. 

Make  checks  payable  to  the 

PHYSICIANS’  HOME,  52  East  66  ST.,  N.  Y 
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OCD  Gives  Rules 

ONE  hundred  ninety-one  hospitals  and  medical 
schools  have  been  invited  by  the  Surgeon  Gen- 
eral of  the  U.S.  Public  Health  Service  to  organize 
affiliated  hospital  units  of  the  Emergency  Medical 
Service  to  the  U.S.  Office  of  Civilian  Defense.  The 
invitation  was  extended  to  so  large  a number  of 
civilian  hospitals  because  each  unit  will  be  called 
upon  for  service  only  in  a war  emergency  affecting 
its  own  region.  Units  will  be  activated  only  in 
event  of  a grave  military  disaster  affecting  the  ci- 
vilian population  or  military  personnel  in  the  area 
in  which  the  parent  hospital  is  located.  Activation 
of  a unit  will  take  place  only  upon  recommendation 
of  the  State  Chief  of  Emergency  Medical  Service 
and  the  Office  of  Civilian  Defense  Regional  Medical 
Officer,  subject  to  certain  limitations  imposed  by  the 
Surgeon  General  and  the  Chief  Medical  Officer  of 
the  Office  of  Civilian  Defense  and  by  agreements 
with  the  invited  hospitals. 

Because  these  limitations  may  not  as  yet  be 
understood  by  all  physicians  and  hospitals  which 
have  been  invited  to  participate  in  the  Emergency 
Medical  Service,  the  rules  governing  activation  of 
affiliated  units  are  set  down  as  follows: 

1.  Members  of  the  staffs  of  affiliated  units 
are  commissioned  in  the  inactive  reserve  of  the 
U.S.  Public  Health  Service,  generally  with  the 
rank  of  Passed  Assistant  Surgeon,  Surgeon,  or 
Senior  Surgeon  (equivalent,  respectively,  to 
Army  ranks  of  Captain,  Major,  or  Lieutenant 
Colonel).  They  will  remain  on  inactive  status  for 
the  duration  of  the  war  unless  urgent  need  for 
their  services  should  arise  in  their  region  because  of 
an  air  raid  or  other  grave  wartime  disaster. 
When  activated  under  such  circumstances,  those 
officers  will  receive  the  pay  and  allowances  of 
officers  of  equivalent  grades  in  the  armed  forces. 

2.  The  two  specific  purposes  for  which  a unit 
may  be  activated  are: 

(a)  For  duty  in  an  Emergency  Base  Hospital 
to  which  civilian  casualties  and  other  hospital- 
ized patients  must  be  transferred  because  a com- 
munity is  under  enemy  attack  and  one  or  more 
of  its  hospitals  must  be  evacuated. 

(6)  For  temporary  duty  to  assist  the  armed 
forces  at  the  time  of  an  extraordinary  military 
emergency  which  may  temporarily  overtax  local 
military  hospital  facilities.  Such  temporary 
assistance  will  be  provided  in  or  near  the  locality 
in  which  an  affiliated  unit  has  been  organized. 

At  the 

Dr.  A.  A.  Savastano,  of  Haverstraw,  has  been 
appointed  to  the  staff  of  the  Hospital  for  Ruptured 
and  Crippled  in  New  York  City.  He  is  already  a 
staff  member  of  the  Polyclinic  Hospital  in  New  York 
City  and  the  Long  Island  College  Hospital  in 
Brooklyn.  * 


Mrs.  Letta  Button,  of  New  Berlin,  has  been 
named  to  the  board  of  visitors  of  the  Binghamton 


* Asterisk  indicates  item  is  taken  from  local  newspaper. 


or  Hospital  Units 

The  period  of  emergency  assistance  is  expected 
to  be  of  short  duration  and  will  last  only  until  the 
Surgeon  General  of  the  Army  can  send  in  addi- 
tional medical  officers  or  until  he  can  distribute 
the  excessive  load  of  sick  and  wounded  to  mili- 
tary hospitals  in  other  parts  of  the  country. 
Affiliated  units  are  organized  primarily  for 
civilian  protection  and  are  not  to  be  used  to 
staff  military  hospitals  as  they  expand  to  meet 
increasing  medical  requirements  of  the  Army. 

3.  Since  affiliated  units  are  organized  by  the 
Medical  Division  of  the  Office  of  Civilian  De- 
fense as  part  of  the  Emergency  Medical  Service 
of  their  states,  they  will  be  expected  to  provide 
aid  only  in  their  own  or  neighboring  states. 
Their  members  will  not  be  detached  for  duty  in 
other  parts  of  the  coimtry  nor,  in  accordance  with 
the  terms  of  their  recruitment,  will  they  be 
activated  for  any  other  duty  except  those  listed 
in  paragraph  2 of  this  statement. 

4.  A unit  organized  from  the  staff  of  a teach- 
ing hospital  of  a medical  school  will  not  be  called 
unless  the  hospital  itself  must  be  evacuated  or 
unless  there  is  no  unit  from  a nonteaching  hos- 
pital to  meet  the  emergency  need. 

5.  The  period  of  obligation  for  service  will 
cease  at  the  termination  of  the  present  national 
emergency;  the  Surgeon  General  will  accept 
resignations  of  members  of  units  6 months  after 
cessation  of  hostilities. 

6.  A commission  in  the  inactive  reserve  of 
the  U.S.  Public  Health  Service  does  not  prevent  a 
member  of  an  affiliated  unit  from  entering  the 
armed  forces;  resignation  will  be  accepted  for  this 
purpose. 

7.  Members  of  affiliated  units  may  wear  the 
authorized  lapel  buttons  which  indicate  that  they 
have  enlisted  for  emergency  service.  They  are 
not  to  wear  the  uniform  until  called  to  active 
service  and  need  not  purchase  a uniform  unless 
the  possibility  of  active  service  is  imminent. 
Uniforms  will  not  be  required  for  brief  periods  of 
active  service. 

Because  it  is  essential  for  civilian  protection,  the 
organization  of  affiliated  units  has  received  approval 
of  the  Board  of  Trustees  of  the  American  Medical 
Association.  For  the  same  reason,  the  Directing 
Board  of  the  Procurement  and  Assignment  Service 
has  authorized  “essential”  physicians  to  accept 
positions  in  affiliated  units. 

Helm 

State  Hospital  by  Governor  Thomas  E.  Dewey  for 
a term  of  seven  years. 

Mrs.  Button  will  succeed  Leo  R.  Harrison,  of 
Greene,  whose  term  expired  on  December  31,  1942. 

Governor  Dewey  also  appointed  Dr.  J.  Mott 
Crumb,  of  South  Otselic,  to  the  board  of  visitors 
to  the  Women’s  Relief  Corps  Home  at  Oxford. 
He  will  succeed  Herbert  N.  Griffin,  Oxford  post- 
master, whose  term  of  office  expired  in  February. 
Dr.  Crumb’s  term  of  office  also  is  for  seven  years. 

Dr.  Crumb  has  practiced  medicine  since  1903. 
He  is  a member  of  the  associate  staff  at  the  Chen- 
ango Memorial  Hospital.* 

[Continued  on  page  1272] 
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Hospitals  a ij^  Sanitariums 

i IIIIKs^v  3 Socialized  Treatments :mm 


NERVOUS  A SB  MENTAL 


FOR  MILD  CASES 


FOR  SEVERE  CASES 


MICHELL 

SANATORIUM 


Licensed  by  State  of  Illinois 

George  W.  Michell,  M.D.,  Medical  Director 


INFORMATION  ON  REQUEST 
106  North  Glen  Oak  Ave.  ggJJ  Peoria,  niinois 

CHICAGO  OFFICE: 

46  East  Ohio  Street  Phone  Delaware  6770 


DR.  BARXES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.  Med.  Supt.  *Tel.  4-1143 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


Odd  Facts  About  Tired  Feelings 


“A  peanut  gives  enough  energy  for  two  hours 
of  mental  work. 

“Muscles  tire  even  if  one  is  resting  or  sleeping  in 
a noisy  place,  and  make  one  get  up  tired. 

“A  person  may  worry  himself  tired,  but  the 
nerves  do  not  know  it — they  keep  on  working. 
Nervous  fatigue  may  be  just  plain  self-pity. 

“Coffee  will  help  that  tired  feeling. 

“Morning  tiredness  is  rarely  due  to  genuine 
fatigue.  It  is  more  likely  due  to  the  fact  that  one 
dislikes  one’s  job  and  is  reluctant  to  go  to  work. 

“Women’s  blood  has  fewer  red  cells  to  carry 
fatigue-offsetting  oxygen. 


“Some  people  are  born  tired.  A person  who  has 
a small  trunk,  soft  flesh,  and  sloping  shoulders  has 
the  asthenic,  or  quickly  tired  constitution. 

“An  oxygen  debt,  or  lack,  is  a very  real  cause  of 
fatigue  in  arms,  legs. 

“Tests  have  shown  that  people  who  do  strenuous 
or  monotonous  work  tire  less  when  they  eat  five 
smallish  meals  a day. 

“There  is  no  wrong  side  for  sleeping. 

“About  every  tenth  person  is  more  tired  than  he 
should  be  because  he  should  wear  glasses. 

“It  is  more  restful  if  one  stretches  one’s  legs  out, 
rather  than  cross  them.” — Dr.  Donald  A.  Laird , 
Saturday  Home  Magazine 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 

Ethical  — Reliable  — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL  — QUIET  — HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.  D.,  Director 
FREDERICK  T.  SEWARD,  M.  D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.  D.,  Resident  Physician 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1SS9 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTBAL  VALLEY,  Orange  County,  N.  Y. 
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Dr.  J.  Wilson  Poucher,  president  of  the  board  of 
the  Hudson  River  State  Hospital  in  Poughkeepsie, 
was  reappointed  to  the  Board  of  Visitors  today  by 
Governor  Thomas  E.  Dewey.  Dr.  Poucher  has 
been  a member  of  the  hospital  board  since  1917. 

Now  in  his  eighty-fourth  year,  Dr.  Poucher 
retired  from  active  practice  of  medicine  and  surgery 
in  1928.* 


Major  Elizabeth  L.  Raynor,  director  of  the 
American  Women’s  Hospitals  Reserve  Corps,  has 
announced  the  appointment  of  Lieutenant  Alice  M. 
Donohue,  head  of  the  North  Shore  division  of  the 
Corps.  Lieutenant  Donohue  is  former  national 
president  of  the  Veterans  of  Foreign  Wars  Auxiliary 
and  has  been  executive  secretary  of  the  Corps  for 
the  past  year. 


Improvements 


Prospects  for  an  early  opening  of  the  much-needed 
and  long-awaited  Tuberculosis  Pavilion  of  Riverside 
Hospital  on  North  Brother  Island  appeared  brighter 
with  the  announcement  by  the  Bronx  Board  of 
Trade  that  it  has  been  advised  by  the  New  York 
City  Department  of  Public  Works  that  needed 
equipment  for  the  structure  will  soon  be  available. 

The  structure  will  provide  approximately  150 
additional  beds  in  the  borough  for  the  care  and  treat- 
ment of  tuberculosis  victims,  which  represents  about 
one-third  of  the  500  beds  deemed  necessary  by  the 
two  Board  committees  to  adequately  care  for  tuber- 
culosis patients  in  this  area. 

Late  last  year  the  Board  of  Estimate  provided 
additional  funds  needed  for  the  building  by  author- 
izing an  issue  of  $120,000  in  serial  bonds  and  tax 
notes,  and  an  additional  $120,000  for  furnishings 
and  equipment. 

The  building  has  cost  well  over  $1,000,000  to 
date.  It  is  T-shaped,  three  stories  high,  with  a base- 
ment and  a penthouse  on  the  roof.  It  will  have 
accommodations  for  152  patients  and  among  the 
medical  services  available  will  be  surgery,  medicine, 
physiotherapy,  eye,  ear,  nose,  and  throat  surgery, 
dental  operations,  radiography,  fluoroscopy,  thoracic 
and  pneumothorax  operations.  * 


Additional  hospital  facilities  for  Harlem  and  ap- 
pointment of  colored  persons  to  hospital  staff  posi- 
tions were  discussed  at  a recent  conference  between 
Dr.  Edward  Bernecker,  Commissioner  of  Hospitals, 
and  the  city-wide  Citizens’  Committee  on  Harlem. 

A tumor  clinic  and  a mental  hygiene  clinic  are 
being  planned  for  Harlem  Hospital,  Dr.  Bernecker 
told  the  committee. 

Three  colored  doctors  recently  have  been  placed 
on  the  staffs  of  city  institutions,  a colored  nurse  has 
been  promoted  to  supervisor,  and  two  colored  stu- 
dent nurses  are  listed  for  September  appointments, 
the  group  was  told.  * 


The  New  Rochelle  League  for  Service  has  given 
a total  of  $15,000  to  New  Rochelle  Hospital  since 
the  first  of  the  year.  This  is  the  largest  sum  con- 
tributed by  the  League  in  a single  year  and  tops 
last  year’s  record  donation  by  $1,000.  The  gift 
represents  proceeds  of  the  Xavier  Cugat  concert, 
the  spring  fashion  show  and  moving  picture,  the 
Hospitality  Corner,  Thrift  Shop,  and  “Bulletin.” 
It  has  been  estimated  that  the  League  has 
donated  a total  of  $100,604  to  the  hospital  since 
1930,  $40,000  of  this  sum  having  been  given  in  the 
past  three  years.* 


Newsy  Notes 


Wearing  the  new  khaki  Army  Nurse  Corps  uni- 
form for  the  first  time,  Lieut.  Col.  Florence  A. 
Blanchfield,  acting  superintendent,  took  oath  as 
colonel  and  as  superintendent  in  a brief  ceremony 
in  the  office  of  the  Army  Surgeon  General  on  June  1. 
Colonel  Blanchfield,  eighth  superintendent  of  the 
42-year-old  corps,  succeeds  Colonel  Julia  O.  Flikke, 
who  has  retired.* 


Six  Episcopal  theological  seminary  students 
entered  Bellevue  Hospital  on  June  16  for  a twelve 
weeks’  course  in  behavior  problems,  under  joint 
arrangement  with  the  hospital  and  the  New  York 
Protestant  Episcopal  City  Mission  Society.  The 
courses  include  lectures  by  hospital  staff  members 
and  are  directed  in  connection  with  the  society’s 
chaplaincy  service. 

The  young  men  will  go  through  the  routine  of 
being  admitted  as  patients  in  order  to  understand 
hospitalization  from  the  patients’  point  of  view. 
They  will  don  white  coats  with  identifying  purple 
arm  bands  as  “theological  interns”  and  take  part 
in  daily  hospital  routine  also. 


A Chinese  Blood  Bank  was  opened  at  154  Nassau 
Street  in  New  York  City  on  June  7.  It  is  under 
the  auspices  of  the  American  Bureau  for  Medical 


Aid  to  China,  whose  president  is  Dr.  Donald  D. 
van  Slyke.  The  blood  donations  will  be  converted 
into  plasma  and  shipped  to  Chinese  hospitals. 

Dr.  J.  Heng  Liu,  medical  adviser  to  the  Chinese 
Division  of  the  Lend-Lease  Administration,  was 
the  first  donor.  Miss  Betty  Eng,  a member  of 
the  bank  staff,  was  the  first  to  donate  a pint  of 
blood.  Dr.  John  Scudder,  creator  of  the  blood 
bank  here  for  Great  Britain,  said  that  the  Chinese 
bank  would  accept  blood  from  persons  who  had 
had  malaria  because  a blood  plasma  sterilizer  would 
be  used.  * 


In  its  ninetieth  annual  report  issued  June  13, 
Mount  Sinai  Hospital  said  that  although  558  of  its 
physicians  and  other  staff  members  were  in  the 
armed  forces,  the  hospital  was  able  to  maintain  its 
services  to  the  community  last  year  and  treated 
16,592  bed  patients  and  25,804  in  its  clinics.* 


Harlem  Hospital  will  have  a new  tumor  clinic 
and  mental  hygiene  clinic,  according  to  an  announce- 
ment by  Hospitals  Commissioner  Edward  M.  Ber- 
necker on  May  25.  The  mental  hygiene  clinic  will 
be  in  the  new  outpatient  building  scheduled  for 
completion  within  three  months. 
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THE  MAPLES  INC.,  OCEANSIDE,  L.l. 

A sanitarium  especially  for  invalids,  convalescents,  chronic  patients, 
post-operative,  special  diets,  and  body  building.  Six  acres  of  land- 
scaped lawns.  Five  buildings  (two  devoted  exclusively  to  private 
rooms).  Resident  Physician.  Rates  $18  to  $45  Weekly 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


CHARLES  B.  TOWNS  HOSPITAL 

Serving  the  Medical  Profession  for  over  40  years 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

Definite  Treatment  • Fixed  Charges  • Minimum  Hospitalization 

293  Central  Park  West,  New  York  Hospital  Literature  Telephone:  SChuyler  4-0770 


GLEN MARY 

SANITARIUM 

For  individual  oase  and  treatment  of  selected  number  of 
Nervous  and  Mental  oases,  Epileptics,  and  Drug  or  Alcoholio 
addicts.  Strict  privacy  and  close  cooperation  with  patient’s 
physician  at  all  times.  Successful  for  over  50  years. 
ARTHUR  J.  CAPRON,  Physician-in-Charge 

OWEGO.  TIOGA  CO.,  *N.  Y. 


PINEWOOD 

Route  100  Westchester  County  Katonah,  'New  York 

Licensed  by  the  Department  of  Mental  Hygiene. 

In  addition  to  the  usual  forms  of  treatment  (occupational 
therapy,  physiotherapy,  outdoor  exercise,  etc.)  we  specialize 
in  more  specific  techniques.  Insulin,  Electric  Shock  and 
Metrazol.  Psychological  and  physiological  studies.  Psycho- 
analytic approach. 

DR.  JOSEPH  EPSTEIN,  Physician-in-Charge 

Dr.  Max  Friedemann  ) Resident  Tel:  KATONAH  775 

Dr.  Joseph  Meiers  j Physicians  YONKERS  3-5786 

N.  Y.  Office:  25  West  54th  St. 

Tues.  & Fri.  by  appointment  Circle  7-2380 


Sterilizing  Air 

Triethylene  glycol  vapor,  which  is  not  toxic  to 
human  beings,  can  be  used  with  complete  safety 
to  kill  air-borne  bacteria,  according  to  Dr.  Oswald 
H.  Robertson.  He  had  previously  discovered  that 
one  part  glycol  to  200,000,000  parts  of  air  will 
destroy  the  germs  and  viruses  of  pneumonia,  strepto- 
coccus infection,  influenza,  and  probably  the  com- 
mon cold,  in  auditoriums  and  theatres. 


Sea  Vitamins 

A new  concentrated  vitamin  D-3  product  made 
from  sea  mussels,  mollusks  and  other  spineless 
marine  animals  has  been  placed  on  the  market  in 
Sweden.  It  is  intended  chiefly  as  a substitute  for 
fish-liver  oil  and  other  now  unobtainable  vitamin 
products  to  fortify  poultry  and  animal  foods. 


WEST  HI  EE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BUY  WAR  BONDS 
and  STAMPS 


for 

VICTORY 


LOUDEN-KNICKERBOCKER  HALL  " 

81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL 

diseases. 

Full  information  furnished  upon  request 
JOHN  F.  LOUDEN  JAMES  F.  VAVASOUR,  M.D. 

President  Physician  in  Charge 

New  York  City  Office,  67  West  44th  St.,  Tel.  VAnderbilt  6-3732 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  fcERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Chargt. 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postop- 
erative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  ner- 
vous and  backward  children.  Physicians'  treatments  rig- 
idly followed.  C.  L.  MARKHAM,  M.  D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:1700, 1,2 


Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 

RECEIVED 


Aftereffects  of  Brain  Injuries  in  War:  Their 
Evaluation  and  Treatment.  By  Kurt  Goldstein, 
M.D.  Octavo  of  244  pages.  New  York,  Grune  & 
Stratton,  1942.  Cloth,  $4.00. 

Virus  Diseases.  By  Members  of  the  Rockefeller 
Institute  for  Medical  Research.  Octavo  of  170 
pages,  illustrated.  Ithaca,  N.Y.,  Cornell  Uni- 
versity Press,  1943.  $2.00. 

Hope  Deferred.  By  Jeanette  Seletz.  Octavo  of 
536  pages.  New  York,  Macmillan  Co.,  1943. 
Cloth,  $2.75. 

An  Introduction  to  Group  Therapy.  By  S.  R. 
Slavson.  Octavo  of  352  pages.  New  York,  Com- 
monwealth Fund,  1943.  Cloth,  $2.00. 

Victories  of  Army  Medicine:  Scientific  Accom- 
plishments of  the  Medical  Department  of  the 
United  States  Army.  By  Edgar  Erskine  Hume, 
Col.,  M.C.,  U.S.A.  Octavo  of  250  pages,  illus- 
trated. Philadelphia,  J.  B.  Lippincott  Co.,  1943. 
Cloth,  $3.00. 

Discovering  Ourselves:  A View  of  the  Human 
Mind  and  How  It  Works.  By  Edward  A.  Strecker, 
M.D.,  and  Kenneth  E.  Appel,  M.D.,  in  collaboration 


with  John  W.  Appel,  M.D.  Second  edition.  Octavo 
of  434  pages.  New  York,  Macmillan  Co.,  1943. 
Cloth,  $3.00. 

Selection  of  Officer  Candidates.  By  William  L. 
Woods,  M.D.,  Lucien  Brouha,  M.D.,  and  Carl  C. 
Seltzer.  Octavo  of  46  pages,  illustrated.  Cam- 
bridge, Harvard  University  Press,  1943. 

Tumores  y Hormonas.  By  Jacinto  Moreno. 
Quarto  of  129  pages,  illustrated.  Buenos  Aires,  A. 
Guidi  Buffarini,  1942. 

The  International  Medical  Annual.  A Year  Book 
of  Treatment  and  Practitioner’s  Index.  Editors: 
H.  Letheby  Tidy,  M.D.,  and  A.  Rendle  Short,  M.D. 
Sixtieth  Year,  1942.  Octavo  of  396  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Co.,  1942. 
Cloth,  $6.00. 

Convulsive  Seizures.  By  Tracy  J.  Putnam,  M.D. 
Duodecimo  of  168  pages,  illustrated.  Philadelphia, 
J.  B.  Lippincott  Co.,  1943.  Cloth,  $2.00. 

Laugh  at  the  Lawyer  Who  Cross-Examines  You. 
By  Charles  L.  Cusumano,  LL.B.  Duodecimo  of  375 
pages.  New  York,  Old  Faithful  Publishing  Com- 
pany, 1942. 


REVIEWED 


Textbook  of  Clinical  Neurology.  By  Israel  S. 
Wechsler,  M.D.  Fifth  edition.  Octavo  of  840 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1943.  Cloth,  $7.50. 

This  is  a revision  of  an  outstanding  and  deservedly 
popular  book.  It  has  been  enriched  by  the  inclusion 
of  the  results  of  the  advances  made  and  the  increase 
in  knowledge  during  the  past  four  years.  The 
chemotherapy  of  meningitis  is  concisely  and  effec- 
tively presented.  The  various  types  of  headache 
are  thoroughly  covered  and  indexed,  including  the 
diagnosis  and  treatment  of  the  histamine  variety. 

The  basic  value  of  the  book  lies  in  the  author’s 
digest  of  his  years  of  clinical  experience  and  teaching 
in  neurology.  Although  40  pages  are  devoted  to 
an  introduction  to  the  history  of  neurology,  few  will 
find  any  cause  for  complaint  in  view  of  the  very 
interesting  and  critically  evaluated  contents. 

The  book  is  well  printed,  easy  to  read,  and  con- 
tinues to  be  an  authoritative  guide. 

Laurent  Feinier 


Adventure  in  Blood  Transfusion.  By  Bertram  M. 
Bernheim,  M.D.  Octavo  of  182  pages,  illustrated. 
New  York,  Smith  & Durrell,  Inc.,  1942.  Cloth, 
$2.50. 

This  fascinating  presentation  should  be  read  by 
physician  and  layman  alike.  It  is  written  by  a man 
who  has  made  history  in  the  field  of  blood  trans- 
fusion. It  takes  us  back  to  way  back,  when  the 
procedure  was  in  truth  an  adventure;  where  each 
transfusion  took  more  out  of  the  transfusionist  in 
the  way  of  coronary  metabolism  than  it  actually 
gave  to  the  patient  in  measured  cubic  centimeters 
and  its  implications. 


The  author  is  now  in  a position  to  reminisce,  be- 
cause he  has  reached  the  heights,  and  can  afford, 
from  this  vantage  point,  to  see  the  humor  of  quon- 
dam tragic  situations.  He  takes  us  from  the  early 
days  of  direct  artery-to-vein  transfusion  by  a “new 
transfusion  tube”  and  carries  us  through  the  citrate 
era — all  these  without  benefit  of  blood  typing.  What 
a joke,  if  a joke  it  were. 

And  all  this  time  the  four  blood  groups  had  been 
discovered.  However,  an  American  was  the  me- 
chanic, a European,  the  theorist,  and  neither  was 
good  without  the  other.  This  was  internationalism 
in  medicine  at  its  lowest  ebb,  and  so  medicine,  in 
general,  and  humanity,  in  particular,  suffered. 

Read  it  to  enjoy  the  story  of  a pioneer  and  his 
transfusion  trials  and  tribulations. 

Maurice  Morrison 

Mental  Illness:  A Guide  for  the  Family.  By 

Edith  M.  Stern.  Octavo  of  134  pages.  New  York, 
The  Commonwealth  Fund,  1942.  Cloth,  $1.00. 

There  is  much  ignorance  about  mental  illness 
and  about  its  modern  medical  treatment.  When  it 
strikes  home  there  is  unnecessary  suffering  both  for 
patients  and  relatives  because  of  lack  of  informa- 
tion regarding  this  illness. 

This  book  is  written  as  a guide  to  the  relatives  of 
the  patients  as  well  as  to  the  patients  themselves. 
It  discusses  various  topics  dealing  with  the  attitude 
toward  mental  illness,  the  question  of  hospitalization 
of  the  patient,  the  problem  of  visiting  hours,  the 
question  of  recovery  of  the  patient,  aftercare,  and 
other  similar  subjects. 

It  is  a valuable  book  that  should  receive  a warm 
welcome  from  all  intelligent  people. 

Irving  J.  Sands 
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For  the  up-to-date  practitioner  •• 

RICCI — The  Genealogy  of  Gynaecology 

This  book  is  a great  contribution  to  the  cultural  phase  of  the  specialty.  It  is  indispensable  to 
every  physician  and  student.  By  James  V.  Ricci,  M.D.  New  York  Medical  College.  54  Illus. 
550  Pages  $8.50  (1943) 

RICCI  and  MARR — Extraperitoneal  Caesarean  Section 

It  shows  the  technique  of  all  types  of  extraperitoneal  caesarean  with  clear  descriptions,  beauti- 
fully illustrated.  By  James  V.  Ricci,  M.D. , and  James  P.  Marr,  M.D.  47  Illus.  224  Pages  $4.50 
(1942) 

BOURNE  and  WILLIAMS— Recent  Advances  in  Obstetrics  and  Gynaecology,  5th  Ed. 

Much  new  material  is  included  in  the  sections  on  treatment  and  on  technical  methods  in  this  new 
edition.  By  A.  W.  Bourne,  M.D.,  and  L.  H.  Williams,  M.D.,  London.  72  Illus.  363  Pages 
$5.50  (1942) 

Philadelphia,  j^Pa.  THE  BLAKISTON  COMPANY 
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MEDICINE  IN  THE  NEWS 


Vitamins  and  Hereditary  Defects 

“Drs.  C.  C.  Gordon  and  J.  H.  Sang  of  Aberdeen 
University  announce  that  nicotinic  acid,  the  anti- 
pellagra vitamin,  can  correct  hereditary  defects. 
Presumably  with  the  aid  of  X-Rays,  they  developed 
a race  of  fruit  flies  without  antennae  or  feelers,  that 


is,  a race  which  invariably  passed  its  defect  on  to 
its  progeny.  Larvae  of  these  flies  fed  with  amounts 
of  nicotinic  acid  brought  forth  normal  insects. 
In  the  next  generation  and  thereafter  the  defect 
again  appeared.  Overdoses  of  nicotinic  acid  always 
restored  the  antennae.’’ — Waldemar  Kaempffert, 
N.  Y.  Times. 


IN  WHOOPING  COUCH 


ELIXIR  BROMAURATE  OF  UNIQUE  MEBIT 

Cuts  short  the  period  of  the  illness,  relieves  the  distressing  cough  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other 
PERSISTENT  COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  A teaspoonful 
every  3 or  4 hours. 

GOLD  PHABMACAL  Co.,  New  York  ^ mm 


There  are 

64  ADVERTISERS 
represented  in  this 
issue  of  the 
JOURNAL 


War  Taxes  Boost  Collections 

The  new  tax  law  permits  the  deduction  of  amounts  paid  on 
old  bills  from  the  Income  Tax. 

By  telling  debtors  how  to  make  this  deduction,  we  are 
getting  miraculous  results  on  accounts  that  our  clients 
considered  uncollectible.  We  welcome  a chance  to  handle 
your  bills  for  a modest  percentage  of  the  amount  recovered. 
Send  card  or  prescription  blank  for  details. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

Herald  Tribune  Bldg.  New  York,  N.  Y. 

The  leading  reliable  collection  service. 
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CLASSIFIED 

Classified  Rates 


Rates  per  line  per  insertion: 

One  time $1.10 

3 Consecutive  times 1.00 

6 Consecutive  times .80 

12  Consecutive  times .75 

24  Consecutive  times .70 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of 
First  and  by  the  5th  for  issue  of  Fifteenth. 


Classified  Ads  are  payable  in  advance.  To 
avoid  delay  in  publishing  remit  with  order 


We  buy,  sell,  exchange  X-Ray,  physiotherapy,  operating 
room  equipment.  Thrift  Surgical  Co.,  2383  Jerome  Ave- 
nue, Bronx,  N.  Y.  RAymond  9-7545. 


FOR  SALE 


Everything  for  the  physician  from  an  instrument  to  an 
x-ray — new  or  used.  Special  opportunities  in  fluoroscopes, 
x-rays,  short  waves,  ultra  violet  lamps  and  electrocardio- 
graphs. J.  Beeber  Company,  838  Broadway,  N.Y.C. 
ALgonquin  4-3510. 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngaere  5-3088 


Residence-office  for  sale,  in  excellent  condition,  village  five 
miles  from  city  with  two  hospitals,  income  $1000  monthly, 
established  ten  years,  owner  in  Army.  Without  any  physi- 
cian at  present  time.  Box  4300,  N Y St  Jr  Med. 


REPRESENTATIVES  WANTED 


With  previous  sales  experience  in  Diathermy,  Electro-Sur- 
gical, Electro-Therapeutic  and  Electro-Diagnostic  Equip- 
ment. Excellent  permanent  opportunity.  Exclusive 
contract.  All  orders  filled  promptly.  Continuous  income 
assured  men  with  ability.  Give  details  first  letter. 
Address  Cameron  Surgical  Specialty  Company,  666  W. 
Division  Street,  Chicago,  Illinois. 


SCHOOLS 


— CAPABLE  ASSISTANTS  — < 

Call  our  free  placement  service.  Paine  Hall  graduates 
have  character,  intelligence,  personality  and  thorough 
training  for  office  or  laboratory  work.  Let  us  help  you 
find  exactly  the  right  assistant.  Address: 

101  W.  31st  St.,  New  York 

BRyant  9-2831 
Licensed  N.  Y.  State 


SCHOOL  AND  COLLEGE  ADVISORY  CENTER 

Affiliated  with  National  Bureau  of  Private  Schools 
FREE  INFORMATION  and  CATALOGS  on  all  schools  arH 
colleges:  ACADEMIC:  Preparatory,  Day,  Boarding,  Mili 
tary,  Finishing,  2 and  4 year  colleges.  PROFESSIONAL 
Secretarial,  Art,  Dramatic,  Dietetics,  Costume  Design,  Labo 
ratory  Assistants,  Journalism,  etc.  Also  special  schools  for  adjust- 
ment cases.  Address:  522  Fifth  Ave.  (at  44th  St.)  New  York  City 
Phone  MUr.  Hill  2-8840 


PHARMACEUTICAL  MEDAL  AWARDED 
TO  LILLY 

Joseph  K.  Lilly,  chairman  of  the  board  of  Eli 
Lilly  & Co.,  was  recently  honored  at  a dinner  meet- 
ing by  the  New  York  branch  of  the  American  Phar- 
maceutical Association  “for  his  many  accomplish- 
ments in  the  interests  of  pharmacy.” 

Mr.  Lilly  received  the  Remington  Honor  Medal 
for  1942,  the  highest  honor  in  pharmacy,  awarded 
each  year  by  a committee  consisting  of  all  living 
past-presidents  of  the  American  Pharmaceutical 
Association.  The  award  is  named  in  memory  of 
Professor  Joseph  P.  Remington,  of  the  Philadelphia 
College  of  Pharmacy  and  Science,  one  of  the  pioneers 
in  modern  American  pharmacy.  Mr.  Lilly  was  a 
student  of  Professor  Remington,  having  been  gradu- 
ated from  the  Philadelphia  college  in  1882.  Mr. 
Lilly  is  the  twenty-sixth  in  the  list  of  distinguished 
recipients  of  the  medal. 


Make  your  investment  a sound  one  . . . 

BUY  WAR  BONDS 
AND  STAMPS 
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PRESCRIBEor DISPENSE  ZEMMER  PHARMACEUTICALS 

Tablets,  Lozenges,  Ampoules,  Capsules,  Ointments,  etc. 
Guaranteed  reliable  potency.  Our  products  are  laboratory 
controlled.  Write  For  catalogue. 

Chemists  to  the  Medical  Profession  NY  7-1-43 


INDEX  TO  ADVERTISED 
PRODUCTS 

Biological  and  Pharmaceutical 


Almutal  (Mutual) 1192 

Amniotin  (Squibb) 1265 

Amodrine  (Searle) 1193 

Auralgan  (Doho) 1202 

Azochloramid  (Wallace  & Tiernan) 3rd  Cover 

Belbarb  (Haskell) 1200 

Betaplexin  (Winthrop) 1267 

Bezon  (Nutrition) 1263 

Calmitol  (Leeming) 1187 

Carnacton  (Cavendish) 1196 

Clinitest  (Effervescent) 1205 

Cot-Tar  (Doak) 1202 

Creamalin  (Alba) 1206 

Decholin  (Riedel-de  Haen) 1186 

Elixir  Bromaurate  (Gold) 1275 

Enkide  (Brewer) 1269 

Ertron  (Nutrition) 1190—1191 

Kaomagma  (Wyeth) 2nd  Cover 

Metandren  Linguets  (Ciba) 1199 

Oreton  (Schering) 1189 

Ortho-Gynol  (Ortho  Products) 1278 

Petrogalar  (Petrogalar) 1208 

Pituitrin  (Parke  Davis) 1204 

Prostigmin  ( Hoffmann  La  Roche) 1183 

Pyridium  (Merck) 1195 

Sta-O-Gen  (Latimer) 1188 

Sulfasuxidine  (Sharp  & Dohme) 1261 

Thesodate  (Brewer) 1194 

Thyroid  Duo-Sayed  (McNeil) 1201 

Tyrothricin  (Sharp  & Dohme) 1203 

Zymenol  (Glidden) 1197 

Dietary  Foods 

Malted  Milk  (Horlick’s) 1207 

Medical  and  Surgical  Equipment 

Artificial  Limbs  (Hanger) 1277 

Orthopedic  (Pediforme  Shoe) 1200 

Shoe  Elevators  (Stone  Tarlow) 1202 

Supports  (Spencer  Corset) 1198 

X Ray  Equipment  (General  El.  X-Ray) 1259 

Miscellaneous 

Cigarettes  (Camel) . 1185 

Cigarettes  (P.  Morris) 1260 
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WHERE  MEDICAL  MEN  MEET 

Medical  men  select  the  SHELTON  For 
comfort  and  convenience/  to  enjoy  the 
many  'extras'  it  offers  its  guests,  without 
extra  charge.  A workout  in  the  gym,  then 
a plunge  in  the  pool  prepares  them  for  a 
strenuous  day.  Relaxing  in  the  Solarium 
or  the  Library  is  a pleasant  prelude  to  an 
enjoyable  evening. 

Single  S3.50  to  $5.00 

Double  $5.00  to  $6.75 
MEETING  FACILITIES 

(For  groups  up  to  200) 

SHELTON  HOTEL 

Lexington  Ave.  a 49th  St.,  New  York 

Under  KNOTT  Management  R.  A.  Whalen,  Mgr. 


J.E. 

HANGER 

INC 

Established 
80  years 

Inventors  and  Manufacturers 

ENGLISH  WILLOW 

and 

DURAL  LIGHT  METAL 

ARTIFICIAL  LIMBS 

Automatic  knee  lock  available 
for  above  knee  amputation. 

Expert  fitting — Superior  design 
Quality  construction 

104  FIFTH  AVE. 
NEW  YORK  CITY 

And  other  Cities. 


Write  for  Literature 


“Asparagus  tied  up  as  an  amulet  or  I 
drunk  as  a decoction  will  prevent  con-  c 
ception  and  render  one  sterile.” 

— DIOSCORIDES* 1 

• The  evolution  of  contraceptive  products 
is  an  interesting  chapter  in  the  history 
of  medical  achievement  and  scientific  progress. 

A little  over  a decade  ago,  there  were  few 
authoritative  requirements  for  these  preparations.  I 
Today,  physicians  prescribe  Ortho-Gynol 
with  complete  confidence. 

It  is  the  result  of  years  of  exhaustive 

research  and  meticulously  controlled  laboratory 

and  clinical  projects.  Its  properties  share 

the  same  high  degree  of  uniformity 

required  by  all  acceptable  medical  preparations. 

The  reliability  of  Ortho-Gynol  has  been  attested 
by  thousands  of  case  histories. 

Strict  adherence  to  ethical  principles 

through  the  years  has  made  Ortho-Gynol  the  most 

widely  prescribed  preparation  of  its  kind. 

•Himes— Medical  History  of  Contraception 

ortho-gynol 

VAGINAL  JELLY 

Copyright  1943,  Ortho  Products,  Inc.,  Linden,  N.  J. 
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FRIED  & KOHLER,  Inc. 

j|  “ True  to  Life ” J 

Artificial  Human  Eyes 

Especially  Made  to  Order  by  Skilled  Artisans 


Comfort,  pleasing  cosmetic  appearance  and  motion  guaran- 
teed. Eyes  also  fitted  from  stock  by  experts.  Selections 
sent  on  memorandum.  Referred  cases  carefully  attended. 


FRIED  & KOHLER,  Inc. 


Specialists  in  Artificial  Human  Eyes  Exclusively 


665  Fifth  Avenue 


New  York,  N.  Y. 


(near  53rd  Street) 


Tel.  Eldorado  5-1970 


“ Over  Forty  years  devoted  to  pleasing  particular  people 99 
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Casualties  of  Nature’s  Booby  Traps! 

RHUS  DERMATITIS 


POISON  1VT  • POISON  OAK  • SUMAC 

rT',HE  home  front — in  particular  gardens  an* 
-*■  outdoor  areas — furnishes  its  share  of  mino 
injuries.  Nature  has  skillfully  planted  “boob 
traps”  of  poison  ivy,  poison  oak  and  suma 
throughout  many  areas  of  the  United  State.1 
The  disabling  dermatitis  resulting  in  sensitiv 
individuals  from  contact  with  these  weeds  may  be  prevente< 
or  treated  with  Lederle  extract  in  almond  oil. 


] oison  ivy 
purposes.1’ 


There  is  evidence  to  show  that  the  same  activ 
principle  is  present  in  poison  ivy,  poison  oak  and 
poison  sumac.  It  is  possible  to  use  extracts  froiJ 
or  poison  oak  interchangeably  for  immunization 

!,  3. 

Literature  will  be  sent  upon  request. 


PACKAGES 

POISON  IVY  EXTRACT  (in  almond  oil) 

1 syringe  of  i cc. 

2 syringes  of  i cc.  each 


Buy  War  Bonds 
and  Stamps 


LEDERLE  LABORATORIES,  Inc.,  NEW  YORK,  N.Y.  A UNIT  Of  AMERICAN  CYANAMID  COMPANY 


POISON  OAK  EXTRACT  (in  almond  oil) 

1 syringe  of  i cc. 

2 syringes  of  i cc.  each 

REFERENCES 

■New  and  Nonofficial  Remedies.  American  Medical 
Association,  Chicago,  Illinois,  1942;  p.  20. 

2Shelmire,  B.:  J.  Invest.  Dermat.  4:  537  (Oct.)  1941. 
3Blank.  J.  M.,  and  Coca,  A.  F.:  J.  Allergy  .7:  552 
(Sept.)  1956. 


YOUR  gift  of  cigarettes  to  men 
in  service  is  the  most  welcome 
of  all  remembrances.  And  the  pre- 
ferred brand,  according  to  actual 
survey,  is  Camel.* 

Send  Camel — the  cigarette  noted 
for  mellow  mildness  and  appealing 
flavor.  It’s  one  way,  and  a good  way, 
to  express  your  appreciation  of  the 
sacrifices  being  made  by  our  fighting 
forces. 

Camels  in  cartons  are  featured  at 


your  local  tobacco  dealer’s.  See  or 
telephone  him — today — while  you 
have  the  idea  in  mind. 

*With  men  in  the  Army,  Navy,  Marine 
Corps,  and  Coast  Guard,  the  favorite 
cigarette  is  Camel.  (Based  on  actual  sales 
records  in  Post  Exchanges  and  Canteens.) 


Remember,  you  can  still  send  Camels  to 
Army  personnel  in  the  United  States,  and  to 
men  in  the  Navy,  Marines,  or  Coast  Guard 
wherever  they  are.  The  Post  Office  rule 
against  mailing  packages  applies  only  to 
those  sent  to  men  in  the  overseas  Army. 


CAMEL  COSTLIER  TOBACCOS 

BUY  WAR  BONDS  AND  STAMPS 
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EFFECTIVELY, 

GRADUALLY, 

SUSTAINEDLY 

STRESS  ON  HEART  EASED  WITH 


GDDMGBOIFM 


DIURBITAL*  exerts  vasodilating , relaxing  effects  on  the  blood 
vessels  in  hypertension.  It  eases  the  fluid  burden  on  the  heart  and 
helps  check  possible  cerebral  or  peripheral  edema  by  active  diuresis  . . . 
and  serves  to  dilate  coronary  arteries  for  myocardial  stimulation.  Relief  from 
headache,  vertigo,  fear,  irritability,  insomnia,  etc.  occurs  as  blood  pressure 
gradually  descends.  Enteric  coating  of  DIURBITAL  avoids  gastric  insult. 
DIURBITAL  TABLETS  CONTAIN  EACH : Theobromine  Sodium  Salicylate  3 grs.;  Phe-  E 
nobarbital  \ gr.;  Calcium  Lactate  1£  grs.  Bottles  of  25  and  100  tablets  at  your  pharmacy. 


Write  " DIURBITAL" 
on  Rx  blank  for  samples 
and  literature. 

* Trademark  Reg.  U.  S.  Pat.  OH. 


Specialties  for  Diseases  of  the  Heart  and  Blood  Vessels 

tyrant  Chemical  Go.,  INC. 
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A comparative  examination  will  reveal  that  the  dome  of  the  '"Ramses"  * 
Diaphragm  possesses  a surface  which  is  really  smooth  as  velvet.  An 
exclusive  curing  process  makes  it  possible  for  us  to  use  pure  gum  rubber 
in  the  "Ramses"  Diaphragm  dome  and  at  the  same  time  give  it 
strength,  long  life,  and  resistance  to  petroleum-containing  jellies. 


The  flexible,  rubber-cushioned  rim  of  the  "Ramses"  Diaphragm  pro- 
tects the  patient  against  any  possible  discomfort  due  to  spring  pressure. 
Only  the  "Ramses"  Diaphragm  has  this  patented  feature. 
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THERAPEUTIC  EFFECTIVENESS 
PLUS  PALATABILITY 

The  therapeutic  effectiveness  of  ALUMINOID, 
chemically  non-reactive  colloidal  alumina  has 
been  demonstrated  by  ample  clinical  use. 


Administered  in  capsule  form,  it  provides  the 
patient  with  convenient  acceptable  medication,  and 
overcomes  the  objection  to  taste  frequently  exhib- 
ited against  other  forms  of  aluminum  hydroxide. 

Samples  and  literature  to  physicians  on  request. 


ALUMJNOID 

COLLOjDAL  ALU  MINA 

TRADE  ^ L L—A.  MARK 

CHATHAM  PHARMACEUTICALS  INC.  * NEWARK,  N.  J. 
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Current  investigators  agree  that  a surprisingly  large  percentage  of  the  population, 
even  in  upper  income  groups,  consumes  a diet  inadequate  in  essential  nutrients. 
Conditions  prevailing  today  contribute  to  even  greater,  more  widespread  deficiencies. 

The  formula  of  White’s  Neo  Multi-Vi  Capsules  is  based  on  today’s  most  authorita- 
tive standards  of  adult  requirements.  Each  small  capsule  contains  every  major  vitamin, 
including  all  those  clinically  proved  in  amounts  that  provide  a good  ’’safety  margin” 
above  adult  basic  requirements,*  yet  not  wastefullv  in  excess  of  the  average  patient’s 
ability  to  assimilate  and  utilize.  This  is  the  basis  of  the  preparation’s  unique  economy. 


WHITE’S  NEO  MULTI-VI  CAPSULES 


Each  capsule  contains: 

Vitamin  A 5,000  U.S.P.  Units 

Vitamin  D 500  U.S.P.  Units 


Thiamine  Hydrochloride,  U.S.P 1.5  mg. 

Riboflavin 2.5  mg. 


Pyridoxine  Hydrochloride 1 mg. 

Calcium  Pantothenate 1 mg. 

Nicotinamide 20  mg. 

Ascorbic  Acid,  U.S.P 50  mg. 


Supplied  in  bottles  of  25,  100,  500, 1000  and  5000  capsules.  Ethically  promoted — not  adver- 
tised to  the  laity.  White  Laboratories,  Inc.,  Newark,  N.  J. 


regulations  of  Food  and  Drug  Administration,  1941 
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KOAGAMIN  promotes  control  in  capillary  and  venous 
bleeding.  Administered  parenterally,  it  provides  a safe, 
inexpensive,  and  almost  instantly  effective  hemostatic. 

Supplied  in  1 0cc.  Diaphragm-Stoppered  Vials. 

KOAGAMIN 

S C 

COAGU  LANT 


CHATHAM  PHARMACEUTICALS,  INC. 
NEWARK,  N.  J. 


Trade  Mark'Reg.  U.  S.  Pat.  Off.,  C.P.,  Inc. 
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"Eucupin”  Reg.  U.  S.  Pat.  Off. 


NEMESIS  OF  THE  U-BOAT  is  the 
blimp.  Whereas  the  value  of  the  swift  air- 
plane in  coastal  patrol  is  restricted  by  its 
own  speed,  that  of  the  blimp  is  enhanced 
by  its  ability  to  hover  over  its  prey  for 
long  hours.  The  blimp  has  staying  power! 

This  contrast  also  applies  to  local  anes- 
thetics. Nearly  all  exercise  but  a short- 
lived influence  upon  a chosen  site.  Eucupin 
is  different.  Its  effect  is  not  fleeting.  It 
remains  at  the  site  of  injection,  causing 
prolonged  anesthesia  followed  by  analgesia 
for  periods  ranging  from  24  hours  to  5 days 
or  more.  Eucupin  eliminates  the  hyperes- 
thesia that  usually  follows  transient  anes- 
thetics. Eucupin , too,  has  staying  power! 

Literature  and  samples  furnished  on  request. 

Supply:  Aqueous  and  oil  solutions  for  infiltration; 
dihydrochloride  tablets  for  solutions  for  topical 
application;  ointment  and  rectal  suppositories; 
powder,  base  and  dihydrochloride. 

RARE  CHEMICALS,  INC.  . Flemington,  N.  J. 

E U C U PIN 

Brand  of  Isoamylhydrocupreine 

For  local  anesthesia  with  prolonged  analgesia 
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THtSODATt 

(the  original  enteric-coated  tablet  of  Theobromine  Sodium  Acetate) 


CLINICALLY  EFFECTIVE 
LOW  TOXICITY 

EFFECTIVELY  ENTERIC  COATED 

CORONARY  ARTERY  DISEASE  AND  EDEMA 

I Medical  authorities  in  journals  and  books  have  substantiated  the  value  of  Theobromine  Sodium 
Acetate  in  treating  certain  Cardiovascular  and  Renal  Diseases.  Actual  clinical  use  has  proven 
the  usefulness  of  Thesodate  (Brewer). 

The  enteric  coating  of  Thesodate  tablets  permits  adequate  dosage,  so  necessary  for  best  results 
with  xanthines,  for  as  prolonged  a period  of  time  as  necessary. 

Supplied  with  or  without  Phenobarbital,  also  with  Potassium  Iodide  and  Phenobarbital,  in 
potencies  for  controllable  dosage. 

Samples  and  literature  on  request. 


BREWER  & COMPANY,  INC.  Worcester 

Pharmaceutical  Chemists  Since  1852  Massachusetts 
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This  Dual  Action 

bland,  bulk  laxative  promotes  normal 
peristalsis  in  constipation  and  binds 
segmented  stools  in  diarrhea 

Mucilose 


This  highly  purified  hetni- 
cellulose  is  available  in  4-oz. 
and  16-oz.  bottles  as  Mucilose 
Flakes  and  Mucilose  Granules. 


Frederick 


Stearns 


& Company 


Since  1855  . . . ESSENTIALS  OF  THE  PHYSICIAN’S  ARMAMENTARIUM 


NEW  YORK  KANSAS  CITY  DETROIT,  MICH.  SAN  FRANCISCO  WINDSOR,  ONTARIO 


SYDNEY,  AUSTRALIA 


AUCKLAND,  NEW  ZEALAND 
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In  Congestive  Heart  Failure 


ton 


theophylline-calcium  salicylate  A Well  tolerated^ 

quickly  acting  diuretic  and  myocardial  stimulant 

DOSE:  I tablet  (4  grains)  two  to  four  times  a day. 


BILHUBER- KNOLL  CORP. 


ORANGE 
NEW  JERSEY. 
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Mow  that  Fortresses  and  Lightnings  are  in  the 
air  it  would  be  just  as  short-sighted  to  fly  the  channel  in 
Bleriot’s  plane  as  it  is  to  stay  with  "bile  salts  and  cathartics” 
in  attacking  biliary  stasis. 

Modern,  chemically  pure  substances  of  specific, 
predictable  action  for  bile  stimulation  and  bile  substitution 
are  provided  in  dehydrocholic  and  desoxycholic  acids.  Dehy- 
drocholic  (Triketocholanic)  acid  flushes  the  bile  ducts  by  more 
than  doubling  the  volume  of  fluid  bile  from  the  liver.  Desoxy- 
cholic acid  activates  the  fat-splitting  enzyme  in  the  pancreas 
and  blood. 

These  major  bile  acids  may  be  had  in  one  con- 
venient, potent  preparation— It  is 


Furnished  in 
tablet  form 
in  bottles  of 
100  — 500 
and  1000. 


George  A.  BrOOIl  a Company 

•SQkarmaceidiccd  (Qkemlbhj 

KANSAS  CITY,  MO. 
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hen  you  specify  a Walker 
Vitamin  Product,  your 
patient  receives  a strictly  ethical 
preparation  of  the  finest  quality 
— rigidly  standardized  for 
vitamin  activity  by  careful 
laboratory  control  . . . and  at  a 
consistently  economical  price. 
Write  for  descriptive  booklet. 


WALKER  VITAMIN  PRODUCTS,  me. 

MOUNT  VERNON  • • • NEW  YORK 


390,000,000  PAIRS  OF  SHOES  . . . 

but  only  .00000000256441  per  cent  of  this  year's  rationing  of  shoes  is  of  immediate 
interest  to  your  foot  patient  with  a stamp  No.  18. 

Britains  have  been  saying  that  rationing  is  improving  the  figures  of  British 
women.  Rationing  of  shoes  here  may  have  little  effect  on  improving  feet,  unless 
the  pinch  of  the  rationing  makes  us  as  conscious  of  better  shoes  as  it  does  of  the 
limitation.  It  is  not  unlikely,  however,  that  Americans  will  become  more  con- 
scious of  quality,  durability,  fitting  and  other  features  essential  for  comfort, 
support,  or  relief  of  conditions  that  make  just  "any  shoe"  out  of  question. 

In  which  case  they  will  hold  out  for  better  shoes  . . . and  if  under  the  advice 
of  their  physician,  they  will  expect  him  to  prescribe  a better  shoe. 


Pedifoime 


A SHOE  FOR 
EVERY  MEMBER  OF 
THE  FAMILY. . . A SHOE 
FOR  EVERY  INDIVIDUAL 
REQUIREMENT. 


FOOTWEAR 


MANHATTAN,  36  West  36th  St.  NEW  BOCHELLE,  545  North  Ave. 

BROOKLYN,  322  Livingston  St.  EAST  OBANGE,  29  Washington  PI. 
843  Flatbush  Ave. 

HEMPSTEAD,  L.  I.,  241  Fulton  Ave.  HACKENSACK,  290  Main  St. 
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Now  a still  greater 
source  of 
nutrients ! 


Most  of  your  patients,  we  are  sure 
you  will  agree,  greatly  favor  white 

bread. 

And  as  matters  stand,  white  bread  is  a 
greater  source  of  important  nutrients 
than  ever  before. 

For  today  all  white  bread  is  enriched. 

This  foundation  food  now  provides 
about  four  times  the  thiamin  and  twice 
the  niacin  and  iron  previously  supplied 
in  unenriched  white  bread. 

With  everyone,  including  yourself, 
working  under  unusual  pressure,  de- 
mands upon  energy  are  high.  And  there 


is  great  need  for  that  energy  to  be 
replaced. 

Bread  helps  fill  this  important  need. 

For  with  its  abundant  supply  of  carbo- 
hydrates and  protein,  bread  is  an  excel- 
lent source  of  food-energy. 

And  enriched  as  it  is  today  it  becomes 
a particularly  desirable  means  of  in- 
creasing your  patients’  food-energy 
intake. 

They  enjoy  it.  It  satisfies.  And  it  is 
plentiful  and  inexpensive. 

As  it  has  through  the  ages,  bread  proves 
itself  a basic  food  for  America  at  war. 


Bread  isfiasic 


with  meals  . . . and  in  meals 


FLE1SCHMANN  1868-1943  — 75  YEARS  OF  GOOD  YEAST  FOR  GOOD  BREAD 


SAFE  . . . CONVENIENT  when  mother  and  baby  must  travel 


The  mother  has  only  to  measure  out  and  place  in  dry,  sterile  feeding 
bottles,  the  prescribed  amount  of  Similac  powder  for  each  individual 
feeding.  The  bottles  containing  the  measured  Similac  powder  are  then 
capped,  and  can  be  conveniently  carried,  along  with  a thermos  bottle 
of  boiled  water  cooled  to  about  blood  heat.  At  feeding  time  it  is  necessary 
only  to  pour  into  one  of  the  bottles  containing  the  measured  Similac 
powder,  the  prescribed  amount  of  water,  then  shake  until  the  Similac  is 


dissolved,  place  a nipple  on  the  bottle,  and  feed. 


A powdered,  modified  milk  product  especially  prepared 
for  infant  feeding,  made  from  tuberculin  tested  cow’s 
milk  (casein  modified)  from  which  part  of  the  butter  fat 
is  removed  and  to  which  has  been  added  lactose,  olive 
oil,  cocoanut  oil,  corn  oil  and  cod  liver  oil  concentrate. 


1295 


An 

Important 


Contribution 


BILE  ACID  THERAPJ 


Moreover,  its  ability  to  increase  production  of  bile 
(and  in  subsequent  secretion  as  thin,  limpid  bile)  is  prov- 
ing highly  effective  in  the  management  of  constipation 
due  to  biliary  stasis. 

TRIKETjli 

Trade  Mark 


TRIKETOL  is  a distinct  laboratory  achievement  representing  years  of  original  research 
in  bile  derivative  chemistry.  This  research  culminated  in  the  production,  bgjproper 
oxidation,  of  crystalline-pure,  therapeutic  bile  acids,  free  from  toxic,  irritating  contami- 
nants inherent  in  crude  bile.  New  formulations  plus  new  equipment,  of  original  design, 
contribute  greatly  to  the  exclusive  ENDO  method  of  producing  TRIKETOL. 

Exhibiting  the  two  essential  bile  acids — dehydrocholic 
and  dehydrodesoxycholic — at  maximum  therapeutic  effi- 
ciency, TRIKETOL  is  indicated  wherever  an  active 
hydrocholeretic  and  cholegenic  is  appropriate,  as  in 
chronic  cholecystitis,  biliary  stasis  and  other  hepato- 
biliary disorders. 


Available  in  bottles  of  40  and 
100  tablets,  grains  each, 
at  prescription  pharmacies. 


ENDO  PRODUCTS.  INC.,  RICHMOND  HILL.  NEW  YORK 


1296 


Look  at  the  1 Stood! 

Because  of  the  emphatic  need  for  iron  to  provide  adequate  hemoglobin , 

basic  interest  in  the  patient's  hematological  condition  has  been  forcefully 
revived.  The  rationing  of  important  iron-giving  foods  is  being  seriously 

considered  as  an  underlying  cause  of  present  and  potential  iron 
deficiencies  for  many.  Since  these  deficiencies  present  a startling 
resemblance  to  the  syndrome  of  vitamin  B complex  shortages , a 
differentiation  is  sometimes  difficult.  And  while  the  alert  physician  properly 
evaluates  the  latest  trends  in  therapy , the  time-honored  axiom,  ‘look  at  the  blood’ 
is  again  being  recognized  as  of  paramount  importance.  Due  to  the 
presence  of  specially  prepared  iron  (easily  assimilated  ferrous 

sulphate ),  hypochromic  anemias  are  economically  corrected  with 

htematimc  Plastules * 

THE  BOVININE  COMPANY  ☆ CHICAGO 
*Reg.  U.S.  Pat.  Off.  © 1943  The  Bovinine  Co. 


For  Prompt 
and  Prolonged 
Symptomatic  Relief 
of  Hay  Fever 

PRIVINE 

HYDROCHLORIDE 


•Trade  Mark  Reg.  U.  S.  Pat.  Off. 


■*V< 


^Aa  imaceu  ficu/  3nc 


SUMMIT,  NEW  JERSEY 
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^^2  in  amp,uUr  too.! 

WHEN  HYPODERMIC  TREATMENT  IS  INDICATED 

DERATOL  (A'lewe*)  FOR  HIGH  POTENCy 
5 0,0  0 0 U.S.P.  UNITS  VITAMIN  D 

obtained  from  activated  ersosterol  (Hebo  Process)  in  cotton  seed  oil.  Each  ampul  con- 
tains a sufficient  amount  to  permit  withdrawal  and  use  of  1 cc.  Packed  in  12's,  $5.00  per 
• package. 

HI -DERATOL  FOR  HIGHER  POTENCY 

200,000  U.S.P.  UNITS  VITAMIN  D 

obtained  from  activated  ergosterol  (Hebo  Process)  in  cotton  seed  oil.  Each  ampul  con- 
tains a sufficient  amount  to  permit  withdrawal  and  use  of  1 cc.  Packed  in  12’s,  $8.00  per 
package. 

AND  FOR  ORAL  USE — capsules  in  the  same  potencies,  supplied  in  bottles  of  50,  100, 
500  and  1,000 — sold  on  prescription  only. 

Literature  and  samples  on  request. 


BREWER  & COMPANY,  INC.  Worcester 

Pharmaceutical  Chemists  Since  1852  Massachusetts 


To  Assure  Quick , Dependable  Response 

Discriminating  Physicians  are  Prescribing 

the  easily  soluble 


DUB  IN  AMINOJPHYDDIN 

OheopHylUrue.  - SthylerLexUamuie 


American  Made  from  American  Materials 


H.  E.  DUBIN  LABORATORIES 

250  E.  43rd  St.  incorporated  New  York,  n.  Y. 


CROSS  REFERENCE  . . . It  may  be  necessary  at  times  to  check  the  information  provided 
in  an  advertisement  on  some  particular  product  to  be  prescribed.  To  facilitate  this  a cross  index  of 
advertisers  and  advertised  products  is  published  in  every  issue  of  the  JOURNAL.  We  hope  you 
will  find  it  a convenient  and  useful  instrument.  In  this  issue  see  pages  1299  and  1300# 
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Elixir  Bromaurate 
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Editorial 

The  Practical  Nurse 


At  its  annual  session  in  1943,  the  House 
of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  recognized  the  serious- 
ness of  the  shortage  of  nursing  service  in  the 
State.  It  adopted  a resolution  endorsing 
“the  movement  to  extend  the  facilities  for 
training  ....  practical  nurses  and  likewise 
commend  (ing)  the  efforts  by  the  Nursing 
Council  of  this  State  in  the  procurement  of 
candidates  for  such  training.”1 

There  has  long  existed  in  the  State  an 
evident  need  for  another  type  of  nursing 
service  of  a less  demanding  character  than 
that  hitherto  supplied  by  the  highly  trained 
professional  registered  nurse  group.  This 
need  has  been  intensified  during  the  present 
emergency  by  the  lack  of  available  nurses 
for  maintenance  of  civilian  hospital  re- 
quirements. Somehow,  these  requirements 
will  have  to  be  met.  The  obvious  answer 
seems  to  be  extension  of  the  present  inade- 
quate facilities  for  the  procurement  and 
training  for  this  special  practical  nurse 
group. 

There  are  at  present  nine  schools  for  the 
training  of  practical  nurses  in  the  State — 
six  in  New  York  City,  two  in  Albany,  and 
one  in  Rochester.  Students  of  practical 
nursing  are  not,  however,  trained  in  hos- 
pitals of  the  State  which  have  established 
training  schools  for  professional  nursing. 
In  addition  to  those  trained  in  the  nine 
schools,  there  are,  according  to  information 
supplied  by  the  Executive  Secretary  of  the 
Recruitment  Committee  of  “Practical 
Nurses  of  New  York,  Inc.,”  some  26,000 

1 New  York  State  J.  Med.  43:  1162  (June  15)  1943. 


persons  in  the  State  working  as  practical 
nurses  under  waiver. 

Formal  courses  in  the  approved  schools 
are  from  nine  months  to  a year  in  length,  of 
which  time  300  to  500  class  hours  are  devoted 
to  the  regular  curriculum.  Instructors  are 
registered  nurses  able  to  teach  at  the  level 
between  that  of  the  volunteer  worker  and 
that  of  the  professional  nursing  student. 
Laboratory  facilities  for  teaching  bedside 
nursing  and  home  economics  are  pro- 
vided. 

Hospital  affiliation  provides  supervised  in- 
struction and  experience  in  the  care  of  con- 
valescent medical  patients  and  also  in  the 
skills  necessary  for  the  competent  care  of 
the  chronically  ill  patient.  The  practical 
nurse,  therefore,  fills  the  gap  between  the 
professional  nurse  and  the  volunteer  worker 
and,  when  properly  trained,  will  have  re- 
ceived a substantial  body  of  information  in 
nonscientific  terms  on  a suitable  vocational 
level. 

The  movement  which  the  House  of  Dele- 
gates has  endorsed  to  extend  the  facilities 
for  practical  nurse  training  seeks  to  provide 
a larger  body  of  prepared  nurses  that  can  be 
certified  as  competent  to  perform  certain 
nursing  duties  in  the  hospital  and  in  the 
home.  Women  from  18  to  50  can  be  re- 
cruited from  among  those  having  two  years 
of  high  school  education,  from  those  who  for 
one  reason  or  another  desire  to  leave  domes- 
tic or  factory  work  and  who  desire  to  become 
nurses  but  who  cannot  qualify,  by  reason  of 
age  or  on  educational  or  other  grounds,  for 
the  longer  training  as  registered  nurses. 
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Extended  facilities  for  recruiting  and 
training  such  a group  would  unquestionably 
assist  in  reducing  the  cost  of  sickness,  and 
aid  materially  in  the  care  of  the  chronically 
ill  in  their  homes  or  in  convalescent  homes, 
thereby  relieving  the  pressures  for  hospital 


care  and  releasing  badly  needed  beds.  It  is 
evident  that  the  Nursing  Council  of  this 
State  and  all  other  agencies  working  toward 
this  end  deserve  and  must  get  every  assist- 
ance in  carrying  out  its  procurement  and 
training  program. 


Industrial  Health 


“There  are,”  says  Leverett  Bristol,  M.D.,* 1 
chairman  of  the  Committee  on  Education, 
Council  on  Industrial  Health  of  the  Ameri- 
can Medical  Association,  “approximately 
fifty  million  wage  earners  in  the  United 
States.  Among  these  workers  it  has  been 
found  that  over  four  hundred  million  days 
are  lost  yearly  on  account  of  absenteeism 
due  to  sickness,  with  a resulting  yearly  cost 
of  over  three  billion  dollars.  We  must  do 
everything  possible  to  save  this  time  lost 
from  sickness  as  a part  of  our  contribution 
to  winning  the  war.  Neither  metal  nor 
rubber,  money  nor  manpower,  but  time 
shows  the  greatest  shortage!  Our  present 
needs  require  a strengthening  and  broaden- 
ing of  the  entire  industrial  health  program 
all  along  the  line,  from  private  industry  to 
local,  state,  and  federal  jurisdictions.  As 
emphasized  by  Surgeon  General  Parran  of 
the  United  States  Public  Health  Service, 
“industrial  hygiene  must  keep  pace  with  the 
needs  arising  from  high  speed  assembly  lines, 
which  will  employ  some  fifteen  million  men 
and  women  within  the  year.  Great  Britain 
learned  that  it  is  urgently  necessary  to  have 
the  full-time  services  of  a trained  industrial 
physician  in  every  large  plant.  Less  than 
one-seventh  of  our  workers  have  that  serv- 
ice now.” 

Industry  has  been  making  more  and  more 
use  of  medical  knowledge  and  service  in  re- 
cent years.  Larger  companies  have  ex- 
panded their  employee  health  programs. 
Smaller  companies  should  develop  health 
supervision  and  medical  services  for  em- 
ployees, particularly  those  engaged  in  war 
production.  Some  are,  in  fact,  doing  so.2 
Plants  having  500  or  fewer  employees  com- 

i  J.A.M.A.  119:  1069  (Aug.  1)  1942. 

1 Industrial  Health  Practices  (a  report  issued  by  the  Com- 

mittee on  Healthful  Working  Conditions),  National  Asso- 

ciation of  Manufacturers  (Oct.)  1941. 


prised  60  per  cent  of  the  total  of  factory  em- 
ployment as  late  as  1937,  and  98  per  cent  of 
the  total  number  of  manufacturing  estab- 
lishments of  the  country.3 

These  small  plants  must  be  encouraged  to 
develop  employee  health  programs  and  medi- 
cal service.  It  is  surely  a function  of  county 
medical  societies  to  promote  this  type  of 
industrial  service.  Primarily,  in  conjunc- 
tion with  departments  of  health,  and  also 
with  the  aid  and  assistance  of  voluntary 
agencies.  “One  of  the  outstanding  ex- 
amples of  postgraduate  education  in  in- 
dustrial health  ....  was  carried  out  last  year 
through  brief  regional  institutes  in  nine 
Iowa  communities,  based  on  cooperative 
efforts  between  the  state  and  county  medi- 
cal societies  and  the  state  department  of 

health The  purpose  (of  these)  was  to 

stimulate  and  correlate  the  interests  in  in- 
dustrial medicine  of  general  practitioners, 
industrial  physicians,  and  industrial  mana- 
gers.”1 

Assuming  that  responsibility  for  the 
stimulation  and  teaching  of  the  physicians 
who  are  available  for  this  work  in  the 
county  rests  in  the  county  medical  society, 
what  sort  of  postgraduate  course  should  be 
undertaken?  Bristol1  recommends:  (1)  em- 
ployee relations,  (2)  managerial  relations, 
(3)  medical  relations,  and  (4)  public  health 
relations.  Specific  subjects  which  should  be 
included  are : common  industrial  health 

problems,  including  dust  hazards,  industrial 
dermatitis,  and  other  industrial  diseases  of 
local  bearing  or  interest;  tuberculosis  con- 
trol; syphilis,  and  other  nonoccupational 
diseases;  emergency  care  of  minor  and 
major  industrial  injuries;  industrial  hy- 
giene surveys  with  demonstrations  of  meth- 
ods and  apparatus;  medicolegal  aspects  of 

* New  York  State  J.  Med.  42:  1719  (Sept.  15)  1942. 
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industrial  health;  and  industrial  health  and 
the  general  practitioner  (methods  and  pro- 
cedures of  administrations  and  physical  ex- 
aminations). 

If  this  has  been  accomplished  successfully 
elsewhere,  it  can  be  done  here.  Unless  we 
create  a well-informed  and  trained  reservoir 
of  personnel  to  implement  the  expanding 
programs  of  industry,  we  shall  not  have 
fulfilled  our  obligation  completely  to  the  war 
effort. 

The  success  attained  by  the  Long 
Island  College  of  Medicine  in  its  recent 
postgraduate  course  in  industrial  medicine, 
the  educational  program  maintained  for 
practitioners  in  Indiana,  and  the  continuing 
lectures  and  other  activities  of  the  Council 
Committee  on  Public  Health  and  Education 
have  demonstrated  what  can  be  done  with 
respect  to  a training  program  for  physicians. 

The  more  difficult  task  still  remains  of 
bringing  this  medical  service  into  plants  that 
have  500  or  fewer  employees.  Undoubt- 
edly the  county  medical  societies  can  do  and 
are  doing  a great  deal  to  provide  the  pro- 
fessional service  necessary,  but  it  remains 
true  that  the  great  bulk  of  the  small  plants 


belong  to  no  trade  association,  have  no  or- 
ganization through  which  an  educational 
campaign  can  be  conducted  looking  to  an 
acceptance  by  management  of  such  medical 
services  as  are  available  in  the  locality  on  a 
whole  or  a part-time  basis.  The  strength- 
ening and  broadening  of  the  entire  industrial 
health  program  advocated  by  Dr.  Bristol 
will  depend  to  some  extent  on  what  industry 
will  do  to  set  up  an  educational  program  to 
reach  the  management  of  the  small  plants. 
Medicine  can  rightly  be  expected  to  furnish 
competent  industrial  medical  service  and  is 
making  every  effort  to  do  so,  but  we  are  not 
aware  of  any  considerable  attempt  on  the 
part  of  industry  to  educate  the  management 
of  the  small  plant  to  an  acceptance  of  such 
medical  services  as  are  available  and  which 
organized  medicine  is  seeking  to  extend  by 
every  possible  means.  It  seems  hardly 
within  the  province  of  medicine  to  under- 
take that  job.  Until  industry  and  industrial 
associations  undertake  to  stimulate  interest 
in  medical  service  on  the  part  of  the  small 
plants,  absenteeism  and  indifferent  in- 
dustrial health  conditions  will  continue  to 
prevail. 


Dissolving  Urinary  Calculi 


Dissolution  of  urinary  calculi  has  long  been  a 
mirage-like  therapeutic  problem.  Various  agents, 
given  for  the  purpose  of  altering  the  urine  chemi- 
cally in  order  to  dissolve  calculi,  have  yielded 
no  beneficial  results.  Optimism  increased  when 
it  was  demonstrated  that  a highly  acid  ash  diet 
would  produce  strongly  acid  urine,  perhaps  with 
the  aid  of  goodly  doses  of  ammonium  chlo- 
ride. 

The  suggestion  was  made  that  if  the  acidity  of 
the  urine  were  sufficiently  great,  inorganic  calculi 
could  not  fail  to  go  into  solution.  Such  therapy 
in  conjunction  with  liberal  doses  of  vitamin  A, 
absence  of  which  makes  an  animal  prone  to  cal- 
culus formation,  raised  hopes  that  renal  calculi, 
if  of  inorganic  composition,  could  be  removed 
medically.1  Calculi  of  organic  composition, 
were  treated  with  a different  dietary  regimen. 
Further  studies  and  investigations  dampened 
hopes  for  the  treatment  though,  and  all  that  may 
now  be  claimed  for  such  therapy,  with  exceptions, 
is  that  reformation  of  calculi  is  either  prevented 
or  retarded. 


A new  approach  to  the  same  problem  promises 
more  definite,  if  limited,  results.  A recent  revela- 
tion demonstrates  that  the  addition  of  magne- 
sium ions  to  a citrate  solution  dissolves  phos- 
phatic  urinary  calculi  without  undue  irritation  of 
the  mucosa  of  the  urinary  tract.2  Monohydrated 
citric  acid,  anhydrous  magnesium  oxide,  and  an- 
hydrous sodium  carbonate  in  definite  proportions 
are  dissolved  in  a liter  of  water.  This  solution  is 
then  injected  by  a retrograde  cystoscopic  method 
following  a carefully  devised  technic  so  that  the 
calculus  is  bathed  in  this  solution,  which  has  the 
capacity  of  dissolving  phosphate  calculi.2  Cer- 
tain preliminary  precautions  must  be  observed, 
notably  establishment  of  the  fact  that  the  treated 
calculus  is  of  the  soluble  phosphate  variety.  Sul- 
fathiazole  is  concurrently  administered  to  pre- 
vent or  combat  infection. 

This  new  method  has  withstood  the  test  of 
trial,  brief  though  this  trial  has  been.  It  is  based 
upon  sound  chemical  knowledge  of  calcium  phos- 
phate solubility.  The  solution  is  injected  into 
direct  and  relatively  prolonged  contact  with  the 
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calculus  which  is  known  to  be  soluble  in  this 
medium.  The  limitations  of  this  method  and  the 
indications  for  its  employment  must  be  clearly 
recognized.  The  technic  is  a meticulous  one, 
calling  for  a skilled  urologist.  The  indication  is 
for  urologists  to  familiarize  themselves  thoroughly 


with  this  method,  which  promises  to  dissolve  at 
least  some  (phosphate)  urinary  calculi. 


1  Higgins,  C.  C.:  Renal  Lithiasis,  Springfield,  111.,  Charles 

C Thomas,  1943. 

1 Suby,  H.  I.,  and  Albright,  F.:  New  Eng.  J.  Med.  228: 

81  (Jan.  21)  1943. 


Sweat  Loss 


In  seasons  and  regions  of  great  heat  and  high 
humidity,  profuse  perspiration  is  a prostrating, 
although  expected,  phenomenon.  Fluids  of 
various  kinds  are  thirstily  imbibed  to  replace 
loss  through  excessive  perspiration,  without 
thought  of  whether  the  ingested  liquids  really 
replaced  the  lost  fluids.  Greater  relief  could 
doubtless  be  attained  if  the  physiology  and  chem- 
istry of  sweating  were  better  analyzed  and  re- 
alized. 

Sweat  is  a saline  acid  solution  which  may  be 
shed  at  the  rate  of  a liter  an  hour  under  trying 
circumstances.1  It  contains  basic  salts,  espe- 
cially sodium  and  potassium  chloride,  of  which 
several  grams  may  be  lost  on  a hot,  humid  day. 
The  acidity  of  sweat  is  largely  determined  by  its 
content  of  lactic  acid,  which  may  be  present  in 
large  amounts.2  Nitrogenous  substances  are 
also  excreted  by  sweat,  and  such  excretion  has 
been  known  to  reach  a total  of  several  grams  of 
nitrogen  per  day.1,2  Excessive  sweating  may  re- 
sult in  the  elimination  of  more  alkaline  chlorides 
by  the  skin  than  by  the  kidneys  and  tends  to  re- 
sult in  dehydration  through  such  loss  of  salt  and 
water.  Thus  a physiologic  process  can  lead  to 
collapse  or  to  severe  muscle  cramps,  which  can, 
however,  be  relieved  or  averted  by  drinking  not 
water  but  saline  solution. 


Recently  another  important  metabolic  loss  has 
been  reported  in  cases  of  profuse  perspiration. 
Water-soluble  vitamins  are  excreted  by  sweat 
and  excessive  perspiration  may  cause  an  undue 
loss  of  such  vitamins.  It  has  already  been  dem- 
onstrated that  ascorbic  acid,  thiamin,  riboflavin, 
niacin,  and  pantothenic  acid  may  all  be  elimi- 
nated in  perspiration.3  As  much  as  10  per  cent 
of  some  of  these  vitamins  may  be  lost  through 
this  avenue  of  excretion.  This  is  not  a negligible 
amount  if  the  diet  is  not  optimal  or  if  there  is  a 
protracted  period  of  heat,  as  in  tropical  regions. 

It  must  be  obvious  that  in  the  intense  heat  of 
summer  or  in  the  tropics  it  is  not  enough  to  drink 
extra  water  to  replace  the  loss  incurred  through 
sweating.  Mineral  loss,  particularly  sodium  and 
potassium  chloride,  must  be  replaced.  It  now 
also  seems  that  the  vitamin  intake  should  be  in- 
creased in  certain  instances  to  allow  for  losses 
sustained  when  sweating  is  excessive. 


1 Best,  C.  H.,  and  Taylor,  N.  B.:  Physiological  Basis  of 

the  Practice  of  Medicine,  Second  Edition,  Baltimore,  Wil- 
liams & Wilkins  Co.,  1939,  p.  1006. 

2 Peters,  J.  P.,  and  Van  Slyke,  D.  D.:  Quantitative 

Clinical  Chemistry,  Baltimore,  Williams  & Wilkins  Co.,  1939, 
Vol.  1,  pp.  271,  478,  772. 

3 Cornbleet,  T.,  Kirch,  E.  R.,  and  Bergeim,  O.:  J.A.M.A. 

112:  426  (June  12)  1943. 


TREATMENT  OF  THE  SEVERELY  BURNED  PATIENT  WITH  SPECIAL 
REFERENCE  TO  CONTROLLED  PROTEIN  THERAPY 

Earle  B.  Mahoney,  M.D.,  and  Joe  W.  Howland,  M.D.,  Rochester,  New  York 


THE  burned  patient  presents  two  immediate 
problems  in  therapy:  (1)  the  treatment  of 

shock,  and  (2)  the  treatment  of  the  burned  area. 
The  deaths  which  occur  during  the  first  twenty- 
four  hours  are  due  to  peripheral  circulatory 
failure,  and,  because  of  shock,  the  local  treatment 
of  the  burn  is  often  delayed  until  infection  has 
developed.  The  early  and  adequate  institution 
of  proper  fluid  therapy  will  often  maintain  the 
circulation  of  the  severely  burned  patient  so 
that  the  burns  may  be  properly  d6brided  and 
satisfactory  local  treatment  accomplished.  Ex- 
perience has  shown  that  the  treatment  of  shock 
from  burns  demands  large  amounts  of  protein, 
as  well  as  water  and  electrolytes.  The 1 ‘toxemic” 
phase  of  burns  is  also  minimized  by  proper  fluid 
therapy,  and  the  importance  of  protein  replace- 
ment cannot  be  overemphasized.  The  severely 
burned  patient  may  require  replacement  of  his 
entire  circulating  plasma  volume  during  the  first 
twenty-four  hours. 

The  shock  resulting  from  burns  is  probably 
better  understood  than  is  any  other  type  of  sec- 
ondary or  hematogenic  peripheral  circulatory  fail- 
ure. The  reduction  in  blood  volume  can  be  ac- 
counted for  by  the  loss  of  plasma-like  fluid  into 
the  tissues  about  the  burned  area  and  from  the 
weeping  burned  surface.  Blalock,1  Harkins,2 
and  others  have  demonstrated  that  the  fluid  ac- 
cumulating about  the  burned  areas  in  experi- 
mental animals  is  sufficient  to  account  for  the 
decrease  in  plasma  volume.  Because  the  fluid 
loss  is  almost  entirely  from  the  plasma,  hemo- 
concentration  and  an  increase  in  the  blood  viscos- 
ity develop.  The  decreased  blood  volume  and 
the  increased  viscosity  result  in  a reduction  of  the 
peripheral  circulation,  decreased  venous  return, 
decreased  cardiac  output,  and  resultant  tissue 
anoxia.  This  fluid  loss  begins  immediately 
after  the  burn,  but  the  classic  signs  of  shock  do 
not  develop  until  the  body  can  no  longer  com- 
pensate for  the  shrinking  blood  volume  by  vaso- 
constriction. The  low  blood  pressure,  rapid 
pulse,  and  cold  extremities  are  the  end  results 
of  a time-consuming  process  which  can  best  be 
treated  before  the  process  becomes  irreversible. 

The  importance  of  fluid  loss  and  dehydration 
resulting  from  burns  was  stressed  by  Underhill 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York,  New  York  City,  April  30,  1942. 

From  the  Departments  of  Surgery  and  Medicine  of  the 
University  of  Rochester  School  of  Medicine,  and  Strong 
Memorial  and  Rochester  Municipal  Hospitals,  Rochester, 
New  York. 


and  his  co workers3* 4 in  1923.  He  advised  the 
administration  of  large  quantities  of  water  and 
electrolytes  by  oral  or  parenteral  route,  and  was 
able  to  demonstrate  the  value  of  this  therapy 
clinically.  He  also  commented  on  two  related 
features  which  have  since  been  recognized  to  be 
of  major  importance:  (1)  that  in  spite  of  ade- 

quate hydration  and  prevention  of  hemoconcen- 
tration,  some  patients  would  die,  and  (2)  that 
the  plasma  protein  concentration  of  the  blood 
would  decrease  in  spite  of  a rising  red  cell  hema- 
tocrit. These  two  features  are  related  to  the 
tremendous  loss  of  protein  in  the  burned  patient. 
Dunphy5  has  shown  experimentally  that  not 
only  is  the  plasma  volume  decreased,  but  also  the 
circulating  protein  concentration  is  decreased. 
This  protein  reduction  also  exists  in  traumatic 
shock.6  The  addition  of  normal  saline  to  the 
circulation  in  burns  falsely  bolsters  the  circu- 
lating volume  but  causes  an  increasing  dilution 
and  loss  of  protein.  The  colloid  osmotic  pres- 
sure is  decreased  and  the  hydrostatic  pressure 
increased  (above  shock  levels)  with  the  result 
that  more  protein  is  forced  out  through  the  dam- 
aged capillaries.  The  hemoconcentration  can  be 
prevented  and  the  protein  loss  compensated  by 
the  addition  to  the  circulation  of  whole  plasma 
instead  of  saline. 

The  mechanism  of  the  shock  that  occurs  during 
the  first  twelve  or  eighteen  hours  following  a burn 
is  quite  generally  agreed  upon.  The  cause  of 
the  toxemia,  which  may  occur  after  eighteen  or 
twenty-four  hours,  has  not  been  completely  ex- 
plained. This  phase  of  burns  is  characterized  by 
drowsiness  or  semicoma,  high  fever,  rapid  pulse, 
a rising  nonprotein  nitrogen  of  the  blood,  and  a 
diminished  urinary  output.  The  severely  burned 
patient,  if  he  has  survived  the  earlier  period  of 
peripheral  circulatory  failure,  often  dies  during 
this  stage.  Jaundice  may  appear,  and  at  au- 
topsy liver  necrosis  is  often  found. 

Aldrich  believes  that  the  toxemia  is  due  to  in- 
fection.7 He  has  found  beta  hemolytic  strep- 
tococci in  the  burned  areas  after  eighteen  hours, 
and  in  a very  high  percentage  of  fatal  cases 
has  found  them  in  both  the  local  lesion  and 
in  the  blood.  This  close  correlation  with  infec- 
tion has  not  been  found  by  all  other  investiga- 
tors even  though  the  patients  exhibited  toxic 
symptoms.  There  can  be  no  doubt  that  infec- 
tion contributes  to  the  toxemia,  but  this  does  not 
seem  to  be  the  only  explanation.  Robertson  and 
Boyd8  found  that  extracts  of  burned  skin  were 
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toxic  when  injected  into  a guinea  pig.  They 
concluded  that  a toxin  absorbed  from  the  burned 
area  caused  the  toxic  manifestations.  Wilson9 
has  found  that  the  fluid  removed  from  edematous 
burned  tissue  may  be  toxic  when  injected  into 
animals  of  the  same  species.  Rosenthal10  has 
found  a histamine-like  substance  in  the  blood  of 
burned  guinea  pigs  and  human  beings.  A great 
deal  of  work  has  been  done  on  this  subject,  but 
as  yet  the  presence  or  absence  of  an  absorbed 
toxin  has  not  been  proved. 

The  third  possible  cause  of  the  toxemia  is  that 
it  may  be  a secondary  result  of  the  dehydration, 
electrolyte  imbalance,  and  protein  loss  which 
have  occurred.  The  effects  of  dehydration  and 
of  electrolyte  imbalance  have  been  recognized  for 
many  years;  yet  the  adequate  administration  of 
saline  or  Ringer’s  solution  has  not  prevented  the 
toxemia.  The  recognition  of  the  importance  of 
plasma  loss  is  more  recent,1-2  and  in  many  in- 
stances replacement  therapy  has  been  inade- 
quate. If  plasma  is  injected  during  only  the 
first  twelve  or  eighteen  hours  after  the  burn,  the 
patient  may  not  receive  enough  to  replace  the 
loss.  The  fluid  which  exudes  from  the  second 
degree  burn  is  only  a portion  of  that  which  has 
been  lost  from  the  circulation.  An  even  larger 
amount  may  be  lost  in  the  tissues  around  the 
burned  area,  and  this  loss  may  continue  even  after 
the  eschar  has  been  formed  and  the  burn  appears 
dry.  Clinical  experience  with  severe  burns  indi- 
cates that  the  protein  depletion  is  not  only  an 
early  effect  of  the  burn  but  that  it  may  continue 
for  several  days. 

In  discussing  the  possible  causes  of  the  toxemia 
of  burns,  McClure11  has  stated  that  “All  agree  on 
the  importance  of  loss  of  plasma  protein,  but 
it  is  probably  not  the  lethal  factor.”  A very 
marked  hypoproteinemia  may  develop  very 
rapidly — within  twenty-four  hours — following  an 
extensive  burn.  The  patient  with  low  plasma 
protein  concentration  is  not  able  to  combat  or 
tolerate  infection  so  well  as  the  normal,12  and  the 
liver  is  more  easily  damaged  by  infection  or  tox- 
ins. Edema  will  develop  as  a result  of  the  de- 
creased colloid  osmotic  pressure,  and  the  urinary 
output  will  be  diminished.  Although  hypo- 
proteinemia is  probably  not  the  cause  of  toxemia, 
it  favors  the  deleterious  effects  of  either  an  in- 
fection or  a toxin.  The  severely  burned  patient 
will  exhibit  very  minimal  signs  of  toxemia  if  the 
fluid  and  protein  replacement  is  carefully  con- 
trolled. This  therapy  must  be  regulated  for 
each  individual  patient  and  will  vary  with  the 
extent  of  the  burn,  the  duration  of  the  injury, 
and  the  amount  of  infection. 

The  treatment  of  the  burned  patient  has  been 
outlined  by  Harkins,13  McClure,11  and  others. 
Many  methods  of  treating  the  burned  area  have 


been  advised,  but  among  them  the  most  com- 
monly accepted  is  the  tannic  acid  method,  de- 
vised by  Davidson,14  or  its  modification  with 
silver  nitrate  by  Bettman.15  New  methods  are 
being  devised  which  show  outstanding  promise — 
the  sulfadiazine  in  triethanolamine  method  of 
Pickrell16  and  the  compression  dressing  method  of 
Allen  and  Koch17  and  Siler.18  Each  of  these 
methods  has  its  ardent  advocates,  but  it  is  the 
purpose  of  this  discussion  to  outline  the  general 
principles  of  therapy  rather  than  to  discuss  in- 
dividual methods. 

The  treatment  of  the  shock  and  the  local 
treatment  of  the  burn  can  usually  be  performed 
simultaneously  but  will  be  outlined  separately. 

Treatment  of  Shock 

General  Measures 

1.  Control  of  pain  with  morphine  or  similar 
sedation. 

2.  Shock  position — elevation  of  feet. 

3.  Warmth;  prevent  chilling  with  blankets, 
etc.  Overheating  is  probably  harmful . 

4.  Stimulants;  coramine  or  caffeine  in  case  of 
respiratory  distress. 

5.  Vasospastics,  adrenalin,  and  ephedrine 
have  only  a transitory  effect  and  are  contra- 
indicated. 

6.  Oxygen  therapy  has  been  proved  of  value 
both  experimentally  and  clinically.  It  can  be 
administered  by  means  of  a nasal  catheter  or  a 
Boothby  mask. 

7.  Adrenal  cortical  extract  has  been  advo- 
cated in  the  treatment  of  burns  on  the  basis  that 
it  prevents  the  increase  of  generalized  capillary 
permeability.  The  experience  of  Rhoades,  Wolff, 
and  Lee19  indicates  that  less  plasma  is  required  to 
maintain  the  patient’s  protein  and  fluid  balance 
when  the  extract  is  used.  This  can  be  proved 
only  by  extensive  clinical  experience,  and  it  must 
be  used  in  conjunction  with  controlled  plasma 
and  fluid  therapy. 

Fluid  and  Protein  Replacement 

This  is  the  most  fundamental  principle  of 
shock  therapy,  and  must  be  individualized  for 
each  patient.  The  accurate  replacement  of 
plasma  is  impossible  unless  the  actual  circulating 
blood  and  plasma  volume  of  the  patient  is 
known.  Since  the  available  methods  of  blood 
volume  determination  are  too  complicated  and 
time-consuming  for  ordinary  clinical  use,  some 
other  method  of  determining  the  patient’s  re- 
quirements must  be  found.  Various  formulas 
have  been  devised  to  calculate  the  plasma  re- 
quirements of  the  individual  case.  Harkins’ 
method13  is  to  give  100  cc.  of  plasma  for  every 
point  that  the  hematocrit  is  above  the  normal 
of  45  cc.  Those  of  Black20  and  of  Eikinton, 
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TABLE 

1. — Fluid 

Therapy 

of  Burned 

Patients 

Whole 

Adrenal 

Plasma 

Saline 

Cortical 

12-Hr. 

Injected 

Injected 

Extract 

Patient 

Intervals 

(cc.) 

(cc.) 

(cc.) 

G.  S. 

1st 

1,700 

3,100 

6 

2nd 

500 

3,500 

4 

3rd 

600 

925 

5 

4th 

1 ,000 

5 

5th 

850 

After  60 

1,150 

hrs. 

Total 

5,800 

7,525 

A.  D. 

1st 

1,200 

600 

2nd,  3rd, 
and  4th 

2,400 

1,200 

Total 

3,600 

.1,800 

1 S.  S. 

1st 

650 

50 

(dist.  water) 

2nd 

250 

100 

3rd 

200 

4th 

300 

50 

(dist.  water) 

Total 

1,400 

200 

Wolff,  and  Lee21  are  more  complicated,  but  de- 
pend on  calculations  derived  from  the  hemo- 
globin level,  hematocrit,  plasma  protein  con- 
centration, and  body  weight.  These  formulas  are 
predicated  on  the  basis  that  the  greater  part  of 
the  fluid  loss  occurs  soon  after  the  burn  and  are 
based  on  the  hematocrit  on  admission.  The 
burned  patient  may  be  seen  before  the  hemato- 
crit has  increased  markedly,  but  plasma  therapy 
should  be  started  at  this  time.  Our  experience 
indicates  that  it  is  possible  to  predict  the  con- 
centration of  plasma  required  at  various  periods 
of  treatment,  but  the  amount  must  be  regulated 
by  repeated  determinations  of  the  hematocrit 
and  specific  gravity  or  protein  concentration  of 
the  plasma. 

Case  Reports 

Case  1. — G.  S.  (R.M.H.,  No.  167072),  admitted 
on  December  7,  1941.  The  patient  was  a 33-year- 
old  white  man  who  had  fallen  asleep  while  smok- 
ing, igniting  the  bedclothes.  The  flames  had  been 
extinguished  soon  afterward,  but  on  admission  to  the 
hospital  he  had  extensive  bums  involving  the  entire 
trunk  anteriorly  and  posteriorly,  the  buttocks, 
perineal  region,  the  neck,  both  arms,  and  hands. 
The  burns  of  the  trunk  and  buttocks  were  almost 
entirely  third  degree  except  for  one  small  area  of 
second  degree  on  the  back.  The  burns  on  the 
hands  were  of  second  degree.  On  admission  the 
patient  was  semicomatose,  dyspneic,  and  exhibited 
signs  of  profound  peripheral  circulatory  failure. 
The  unburned  areas  were  very  pale  and  cool.  Blood 
pressure  on  admission  was  60/0;  pulse,  120,  thready 
and  of  poor  quality.  General  physical  examination 
aside  from  the  burns  was  negative  on  admission. 
On  admission  the  blood  showed  a hemoglobin  of 
23.5  Gm.  The  red  blood  count  was  5.4  million. 
The  white  blood  count  was  11,750.  Urine  and 
Wassermann  tests  were  negative. 

Course  in  the  hospital:  Immediately  following 
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admission  the  patient’s  blood  pressure  became  un- 
obtainable; he  was  placed  in  shock  position,  with 
local  heat  applied  to  the  body  by  means  of  blankets. 
Morphine  was  administered  to  relieve  discomfort, 
and  oxygen  was  given  by  nasal  catheter.  A can- 
nula was  inserted  into  an  arm  vein  and  intravenous 
plasma  and  saline  injections  were  started.  The 
amounts  of  plasma  and  saline  administered  are 
recorded  in  Table  1 . Because  of  the  patient’s  condi- 
tion, which  was  critical,  adequate  debridement  of 
the  burned  surfaces  could  not  be  done.  After  par- 
tial debridement  of  the  wounds,  the  anterior  burned 
surfaces  were  sprayed  with  tannic  acid  and  silver 
nitrate.  The  patient  could  not  be  moved  suf- 
ficiently to  treat  the  burns  of  the  back  for  about 
twenty-four  hours,  and  at  this  time  these  areas  were 
treated  with  sulfadiazine  compresses.  His  condition 
remained  very  critical  in  spite  of  large  amounts  of 
saline  and  plasma.  After  thirty-six  hours  the  blood 
pressure  finally  stabilized  at  120/70,  and  remained 
within  normal  limits  until  the  patient’s  death  one 
month  later.  The  temperature,  pulse,  and  blood 
pressure  during  the  first  week  are  recorded  in 
Chart  1.  It  should  be  emphasized  that  during  this 
period  his  temperature  did  not  exceed  38.5  C.  No 
toxicity  developed.  The  pulse  was  of  good  quality, 
urinary  output  remained  normal,  and  jaundice  did 
not  develop.  Because  of  limited  treatment  of  the 
burns  on  admission,  the  burned  areas  became  grossly 
infected  and  were  treated  with  daily  saline  tubs. 
After  the  first  week  the  temperature  began  spiking 
daily  to  39  or  40  C.  because  of  the  infection.  Granu- 
lations gradually  developed  over  the  burned  area, 
and  these  were  grafted  with  Reverdin  grafts  from 
the  thighs.  In  spite  of  marked  improvement  in  the 
condition  of  the  burns,  the  patient  developed  septi- 
cemia on  the  twenty-sixth  hospital  day.  Blood 
cultures  at  that  time  showed  a heavy  growth  of 
Bacillus  aerogenes,  and  the  patient  died  in  spite  of 
supportive  therapy. 

This  patient  survived  the  initial  period  of  very 
extensive  burns  only  to  succumb  later  to  cachexia 
and  infection.  He  received  large  amounts  of  sulfa- 
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thiazole,  was  given  repeated  transfusions,  and  at 
one  time  received  a continuous  intravenous  drip  of 
3V2  per  cent  Amigen  solution  in  10  per  cent  glucose. 
Throughout  his  entire  hospital  stay  his  nonprotein 
nitrogen  remained  within  normal  limits.  His  blood 
plasma  proteins  were  increased  by  plasma  transfu- 
sions, and  on  December  31  were  6.6  Gm.  per  cent. 
These,  however,  gradually  fell  as  he  developed  ter- 
minal cachexia  and  anorexia. 

Case  2. — A.  D.  (R.M.H.,  No.  185292),  admitted 
December  9,  1941,  and  discharged  March  25,  1942. 
This  patient  was  a 10-year-old  girl  whose  clothes 
had  been  ignited  from  the  kitchen  stove  shortly 
before  admission.  Her  past  history  was  noncon- 
tributory. On  admission  her  temperature  was  37.7 
C.,  pulse  96,  respirations  22,  and  blood  pressure 
110/68.  The  patient  was  a well-developed,  well- 
nourished  white  girl.  General  physical  examina- 
tion was  negative  except  for  the  burns.  There  were 
third-degree  burns  involving  the  entire  chest,  abdo- 
men and  thighs  anteriorly  and  extending  posteriorly 
on  the  left  to  involve  half  the  posterior  trunk.  The 
burned  area  also  involved  the  neck  and  face  as  well 
as  both  arms.  By  the  method  of  Berkow,  the 
burned  area  was  estimated  to  involve  at  least  55 
per  cent  of  the  body’s  surface.  There  was  very 
marked  edema  of  the  tissue  underlying  the  burned 
areas.  The  arms  and  thighs  were  increased  to  ap- 
proximately twice  their  normal  diameter.  The 
patient  was  immediately  given  morphine,  a leg  vein 
was  cannulated,  and  a transfusion  of  plasma  and 
saline  was  begun.  With  the  transfusion  continuing, 
the  burned  areas  were  debrided  in  a tub.  The  pa- 
tient was  then  placed  on  sterile  sheets,  dried,  and 
the  sulfadiazine  in  triethanolamine  treatment  (Pick- 
rell)  was  started.  During  the  debridement  the 
patient’s  blood  pressure  remained  within  normal 
limits.  She  remained  conscious  and  had  very  little 
pain.  Two  hours  later  the  cannula  in  the  vein 
plugged,  and  the  blood  pressure  became  unobtain- 
able. Another  vein  was  immediately  cannulated, 
and  with  continuous  transfusion  of  plasma,  the 
blood  pressure  returned  to  normal.  The  amount  of 


fluid  that  the  patient  received  is  tabulated  in 
Table  1. 

The  blood  pressure  remained  normal.  On  the 
third  hospital  day  the  temperature  was  elevated  to 
39  C.,  and  the  pulse  was  120,  but  the  patient  con- 
tinued to  be  alert,  complaining  of  very  little  pain, 
and  was  able  to  take  fluids  and  food  without  nausea. 
It  required  about  twelve  hours  for  the  burned  area 
to  become  adequately  covered  with  the  sulfadia- 
zine eschar.  The  red  blood  count  on  the  evening 
of  admission  was  5.33  million  and  the  hemoglobin 
was  13.5  Gm.  (after  plasma  and  saline).  On  De- 
cember 10,  1941,  the  red  blood  count  was  5.25  mil- 
lion; hemoglobin,  13.5.  On  December  11,  1941,  the 
red  blood  count  was  4.2  million,  and  at  this  time  the 
plasma  was  discontinued  and  the  patient  was  given 
whole  blood  transfusions.  After  the  third  day  the 
patient  did  not  require  further  plasma  transfusions, 
but  she  was  given  small  blood  transfusions  at  fre- 
quent intervals.  Beginning  on  the  sixth  hospital 
day  the  patient  received  sulfadiazine  by  mouth, 
and  the  blood  level  varied  between  5 and  7 mg.  Her 
general  condition  remained  good  following  this,  and, 
although  she  lost  weight,  her  appetite  was  fairly 
good.  The  burn  over  the  trunk  remained  fairly 
clean,  but  that  over  the  arms  became  infected.  The 
eschar  was  removed  thirteen  days  after  admission, 
and  the  granulating  areas  were  grafted  daily  with 
Reverdin  grafts  performed  under  local  anesthesia. 
Because  of  the  extensive  surface  area  involved,  it 
was  impossible  to  obtain  sufficient  skin  to  use  split- 
thickness grafts.  The  patient  was  discharged  from 
the  hospital  on  March  25,  1942.  At  the  time  of  dis- 
charge there  was  a contracture  of  the  neck,  left 
axilla,  and  left  groin  which  will  require  future  plastic 
operations. 

Case  3. — S.  S.  (R.M.H.,  No.  147675),  admitted 
February  4,  1942,  and  discharged  April  16,  1942. 
The  patient  was  an  8-year-old  girl  who  was  admitted 
after  extensive  burns  of  the  body  from  ignited  cloth- 
ing. The  burn  had  been  covered  with  butter  and 
olive  oil  prior  to  admission,  and  a tannic  acid  com- 
press had  been  applied  by  the  ambulance  attendant. 
Her  past  history  was  nonessential.  On  admission 
the  temperature  was  37.6  C.,  pulse  110,  and  blood 
pressure  106/64.  The  patient  was  alert,  having 
very  little  pain.  The  general  physical  examination 
was  negative  except  for  the  burned  areas.  There 
were  second-  and  third-degree  burns  over  the  right 
side  of  the  trunk  and  back,  involving  also  the  right 
thigh  and  the  right  arm.  According  to  the  method 
of  Berkow,  it  was  estimated  that  35  per  cent  of  the 
body’s  surface  was  burned.  On  admission,  hemo- 
globin was  14.1  Gm.  The  white  blood  count  was 
21,700.  Plasma  specific  gravity  was  1.0280,  and 
the  red  cell  hematocrit  was  39.1  per  cent.  The  pa- 
tient was  immediately  started  on  shock  therapy 
although  at  this  time  blood  pressure,  hematocrit, 
and  hemoglobin  were  normal.  A continuous  intraven- 
ous drip  of  whole  plasma  was  started,  morphine 
was  given,  and  the  burned  areas  were  debrided  in  a 
tub.  Then  the  patient  was  placed  on  sterile 
sheets  and  sulfadiazine  in  triethanolamine  was  ap- 
plied to  the  burned  areas.  With  continuous  plasma 
therapy  she  remained  conscious  and  cooperative 
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and  was  able  to  continue  taking  fluids  and  food  by 
mouth.  The  blood  pressure  remained  normal. 
The  plasma  specific  gravity,  the  red  cell  hemato- 
crit, and  the  blood  protein  levels  are  recorded  in 
Chart  2.  The  urinary  output  remained  normal, 
and  toxic  symptoms  other  than  fever,  on  the  third 
hospital  day,  did  not  develop.  The  temperature 
returned  to  normal  on  the  fifth  hospital  day  and  re- 
mained so  thereafter.  In  this  instance  eighteen 
hours  were  consumed  before  the  burned  areas  had 
become  dry  with  the  sulfadiazine  in  triethanolamine 
therapy*  There  was  extensive  swelling  of  the  soft 
tissue  beneath  the  burned  areas,  but  no  peripheral 
edema  developed.  The  subsequent  course  was  un- 
eventful. On  the  fourteenth  hospital  day  the  eschar 
was  removed  from  the  burned  surfaces  under  general 
anesthesia,  the  third-degree  areas  were  grafted  with 
split-thickness  grafts,  and  the  second-degree  areas 
were  treated  with  vaseline  gauze  and  compression 
dressings.  The  patient  was  discharged  on  April  16, 
1942,  with  the  burns  essentially  healed  and  no  con- 
tractures. 

The  three  case  histories  above  are  typical  of 
the  more  seriously  burned  patients  who  are  seen. 
All  had  sufficient  surface  area  involvement  to 
cause  death  unless  they  were  treated  rigorously, 
but  all  three  patients  survived  the  period  of 
shock,  and  all  had  minima)  evidence  of  toxemia. 
The  first  patient  died  at  the  end  of  a month  from 
septicemia,  but  the  other  two  survived.  The 
amount  of  fluid  therapy  which  they  received  is 
recorded  in  Table  1.  The  hematocrit,  plasma 
specific  gravity,  and  total  "protein  concentration 
are  recorded  for  Cases  1 and  3 (Charts  1 to  4). 
Case  2 could  not  be  followed  in  detail  because  no 
veins  were  available  for  venipuncture. 

Case  1 received  5,800  cc.  of  plasma  in  three 
days,  plus  7,500  cc.  of  saline.  The  blood  pres- 
sure in  this  patient  did  not  become  stabilized 
for  thirty-six  hours,  and  during  this  period  it 
seemed  impossible  that  circulatory  stability 
would  be  restored.  However,  after  thirty-six 
hours  his  condition  became  satisfactory,  and  he 
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did  not  appear  toxic  until  infection  had  become  a 
prominent  feature  at  the  end  of  the  first  week. 
He  did  eventually  die  of  infection,  but  not  until 
one  month  after  injury,  at  a time  when  the  so- 
called  period  of  toxemia  was  well  past.  His 
urinary  output  was  above  1,500  cc.  during  the 
first  two  weeks,  and  jaundice  did  not  develop. 
He  did,  however,  receive  far  too  much  saline, 
for  the  plasma  specific  gravity  and  total  protein 
concentration  fell  alarmingly  by  the  second  day 
(Chart  3).  If  more  plasma  had  been  available, 
so  much  saline  would  not  have  been  given. 
His  calculated  circulating  plasma  volume  was 
replaced  approximately  twice  in  forty-eight 
hours;  yet  more  plasma  should  have  been  given 
to  maintain  the  plasma  specific  gravity.  It  is 
possible  that  less  total  fluid  would  have  been  re- 
quired if  a greater  proportion  of  it  had  been 
plasma. 

Case  2 also  received  a large  amount  of  plasma, 
but,  again,  possibly  too  much  saline,  as  the 
plasma  specific  gravity  was  low  on  the  second 
day,  and  periorbital  and  peripheral  edema  de- 
veloped. Case  3 was  more  nearly  ideally  treated. 
She  received  an  amount  of  plasma  corresponding 
to  the  total  estimated  circuiting  plasma  volume 
and  only  200  cc.  of  saline  and  distilled  water. 
The  plasma  specific  gravity,  total  protein  con- 
centration, and  hematocrit  remained  within 
normal  limits.  She  was  conscious  at  all  times, 
took  fluids  by  mouth  after  the  first  day,  and  had  a 
normal  urinary  output  in  spite  of  moderate  fever 
the  first  five  days.  The  blood  pressure  remained 
normal  throughout  the  debridement  as  well  as 
afterward.  It  must  be  remembered  that  while 
she  was  severely  burned,  the  involvement  was 
less  extensive  than  that  of  Cases  1 and  2. 

Table  2 indicates  the  amount  of  plasma  that 
these  patients  should  have  received  according 
to  the  method  of  calculation  of  Harkins,  Black, 
and  Elkinton  et  al.  These  3 cases  actually  re- 
quired far  more  than  the  calculated  amount  of 
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TABLE  2. — Calculated  Plasma  Requirement  in  Burns 


wt. 

Initial  Observations 
Hematocrit  Hgb.  T.P. 

Theoretic  (Calculated)  Plasma  Requirement 
Plasma 

Harkins  Black  Elkinton  Received 

Patient 

(Kg.) 

(Percentage)  (Gm.  %) 

(cc.) 

(cc.) 

(cc.) 

(cc.) 

G.  S. 

76 

63.2 

Extensive  Burns 
140.5  5.6 

2,002 

1,441 

2,361 

5,800 

A.  D. 

35 

51.4 

114  5.4 

368 

614 

732 

3.600 

S.  S. 

34 

39.1 

87  6.6 

On  basis  of  initial  observations,  patient  did  not  need 

5 hrs.  after  burns,  / 
after  100  cc.  r 

47.5 

105.5  6.3 

plasma 

121 

261 

364 

1,400 

plasma 
H.  S. 

38 

60 

Moderate  Burns 
132  6.2 

814 

1,212 

998 

1,1000 

D.  B. 

38 

49.3 

110  6.6 

233 

455 

443 

600 

plasma  to  maintain  their  hematocrit  and  plasma 
protein  concentration  at  an  approximately  normal 
level.  Two  other  cases  required  approximately 
the  theoretic  amount  of  plasma,  but  they  were 
not  so  extensively  burned. 

These  patients  must  be  followed  very  carefully 
even  after  the  initial  period.  The  hemoglobin 
usually  begins  to  decrease  about  the  third  day, 
and  this  condition  should  be  treated  with  whole 
blood  transfusions.  The  following  laboratory 
investigations  should  be  made  in  order  to  control 
the  subsequent  course: 

1.  Daily  red  blood  count  and  hemoglobin 
and  hematocrit. 

2.  Daily  urine;  especially  specific  gravity, 
albumin,  and  red  blood  count. 

3.  Plasma  specific  gravity;  and,  if  possible, 
this  should  be  checked  by  chemical  analysis  of 
total  protein,  albumin,  and  globulin  at  fre- 
quent intervals. 

4.  Blood  nonprotein  nitrogen,  icterus  index, 
and  chlorides. 

The  entire  premise  of  fluid  therapy  depends 
on  the  daily  evaluation  of  the  patient  and  the 
replacement  of  plasma,  whole  blood,  water,  or 
electrolytes  as  may  be  required. 

Local  Treatment  of  Burn 

The  local  treatment  of  the  burn  will  vary  with 
individual  preference  and  experience.  However, 
the  general  principles  may  be  outlined  as  follows : 

1.  The  patient  who  has  15  per  cent  or 
more  of  his  body  surface  burned  should  receive 
shock  therapy  immediately  following  admis- 
sion. A vein  should  be  cannulated  and  a con- 
tinuous injection  of  plasma  should  be  started, 
preferably  using  a Murphy  drip  bulb. 

2.  Debridement.  If  adequate  shock  ther- 
apy is  started  early,  debridement  of  the  burn 
can  be  done  without  delay  in  all  except  the  very 
extensive  burns.  Many  methods  of  debride- 
ment have  been  advocated,  varying  from  a 


simple  removal  of  loose  devitalized  tissue  to 
vigorous  debridement  under  anesthesia.  A 
burn  should  be  treated  as  a traumatic  wound, 
and  when  seen  early  can  be  converted  from  a 
contaminated  to  a clean  wound.  This  requires 
the  use  of  operating  room  technic  with  sterile 
gowns  and  drapes  and  gentle  scrubbing  of  the 
area  with  removal  of  necrotic  tissue.  The  dress- 
ing used  should  protect  the  area  from  subse- 
quent contamination,  if  possible.  This  can 
best  be  done  under  light  general  anesthesia 
it  the  patient  is  in  satisfactory  condition. 

3.  The  most  common  type  of  dressing  is  bj' 
means  of  an  eschar  forming  agent.  Tannic 
acid14  or  tannic  acid  and  silver  nitrate15  are 
widely  used,  and  have  greatly  decreased  the 
mortality  of  burns.  It  must  be  emphasized 
that  an  eschar  only  prevents  the  external  loss 
of  fluid,  and  does  not  prevent  the  loss  into  the 
tissues  beneath  the  burn.  Infection  is  likely 
to  occur  if  thorough  debridement  has  not  been 
done.  The  method  advocated  by  Pickrell,16 
using  sulfadiazine  in  triethanolamine,  has  the 
advantage  of  reducing  infection,  but  the  defi- 
nite disadvantage  of  requiring  from  eighteen 
to  twenty  hours  to  form  the  eschar.  The 
compression  method  of  Allen  and  Koch17 
and  of  Siler18  is  a rational  treatment  of  burns 
utilizing  the  principles  of  traumatic  wound 
healing.  Siler18  has  found  that  his  patients 
seem  to  require  less  plasma,  indicating  that 
uniform  compression  may  reduce  the  fluid  loss 
into  adjacent  tissue. 

4.  The  proper  splinting  of  burned  extremi- 
ties and  the  early  grafting  of  third  degree 
burns  is  of  paramount  importance. 

Discussion 

The  fluid  which  fills  the  vesicles  of  a burn  is 
not  whole  plasma,  but  contains  mainly  albumin. 
The  average  content  of  the  vesicle  fluid  has  been 
found  to  be:  total  protein,  3 to  4.5  Gm.  per 
cent,  of  which  albumin  constitutes  80  per  cent  or 
more.  The  albumin-globulin  ratio  of  the  circu- 
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lating  protein  may  become  reversed  because  of  the 
excessive  loss  of  albumin,  and  if  the  blood  plasma 
protein  concentration  is  low,  generalized  edema 
will  develop. 

Many  investigators  now  feel  that  the  liver 
damage  which  occurs  during  the  toxemic  phase 
of  burns  is  probably  due  to  generalized  anoxia. 
The  oxygen  saturation  of  the  blood  in  shock  is 
decreased  and  stagnation  of  blood  in  the  liver  and 
elsewhere  in  the  body  may  result  in  cellular 
damage.  If  this  theory  is  true,  it  may  not  be 
necessary  to  hypothesize  the  elaboration  of  a 
toxin  from  the  burned  area.  This  theory  is  sup- 
ported by  the  observations  here  that  severely 
burned  patients  who  have  received  adequate 
replacement  therapy  exhibit  minimal  signs  of 
toxemia. 

The  clinical  results  indicate  that  a burned 
patient  loses  a large  amount  of  fluid  into  the  tis- 
sues and  vesicles  very  quickly.  This  loss  of  fluid 
may  continue  for  several  days,  but  the  rate  of 
loss  gradually  decreases . During  the  first  twenty- 
four  hours,  the  patient  should  receive  whole 
plasma,  and  the  amount  should  be  governed  by 
the  hematocrit  and  the  plasma  protein  level. 
After  twenty-four  hours,  less  plasma  is  required, 
and  the  replacement  by  half  saline  and  half 
plasma  is  usually  adequate.  If  the  patient  can 
take  fluids  by  mouth,  the  parenteral  fluid  require- 
ment will  be  reduced  by  half.  At  the  end  of 
forty-eight  hours,  the  hematocrit  is  usually  de- 
clining, and  whole  blood  transfusions  may  be 
necessary.  Experience  indicates  that  it  is  almost 
impossible  to  give  too  much  plasma , but  very  easy  to 
give  too  little. 

This  closely  controlled  method  of  fluid  therapy 
requires  adequate  laboratory  facilities  and  con- 
stant attention.  It  would  be  impossible  to  do  all 
of  the  procedures  under  conditions  of  battle  or  in 
hospitals  without  adequate  laboratories.  The 
practical  application  is  that  whole  plasma  should 
be  administered  continuously  for  the  first  eighteen 
to  twenty-four  hours  in  amounts  sufficient  to 
prevent  hemoconcentration.  The  extensively 
burned  patient  requires  plasma  for  at  least  forty- 
eight  hours,  but  during  the  second  day  it  may  be 
diluted  with  equal  parts  of  saline.  The  need  for 
whole  blood  transfusions  is  indicated  by  a de- 
cline in  the  hemoglobin  level.  Patients  treated 
in  this  manner  will  have  a better  opportunity  of 
surviving  the  burn  shock,  and  the  toxemia  will  be 
minimized. 

The  role  of  the  various  blood  substitutes  in 
burn  therapy  has  not  yet  been  determined.  The 
use  of  pectin  as  well  as  acacia  may  be  of  value. 
Acacia  has  the  definite  disadvantage  of  causing 
liver  damage  and  should  not  be  used.  The  most 
promising  material  seems  to  be  the  precipitated 
albumin,  but  it  has  not  as  yet  been  tested  ade- 


quately. Plasma  is  becoming  more  readily 
available  throughout  the  country,  and  for  the 
present  is  the  most  adequate  means  of  replace- 
ment therapy. 

Conclusions 

1.  The  immediate  and  adequate  instigation 
of  replacement  therapy  (fluid  and  protein)  is  the 
most  important  feature  in  the  primary  treatment 
of  severe  burns. 

2.  Replacement  therapy  should  be  carefully 
controlled  by  continuous  observation  of  plasma 
specific  gravity  (protein)  and  hematocrit  or 
hemoglobin. 

3.  The  toxemia  of  burns  will  be  minimized  if 
not  entirely  prevented  by  adequate  fluid  and 
protein  replacement. 

4.  The  local  treatment  of  the  burn  will  vary 
with  individual  experience  and  will  be  guided  by 
the  condition  of  the  patient. 
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Discussion 

Dr.  Walter  A.  Coakley,  Brooklyn — In  April, 
1937,  we  published  a paper  on  burns  in  the  Ameri- 
can Journal  of  Surgery.  This  paper  was  based  upon 
a series  of  300  patients,  all  of  whom  were  burned 
severely  enough  to  warrant  hospitalization.  In 
that  paper  we  stated  that  the  replacement  of  fluid 
loss  and  early  skin  grafting  were  important  in  pre- 
serving the  life  and  in  the  healing  of  the  burned  pa- 
tient and  that  no  single  local  treatment  should  be 
the  accepted  one.  Now,  five  years  later,  we  are  of 
the  same  opinion. 

The  treatment  of  the  burned  patient  in  recent 
years  has  undoubtedly  decreased  considerably  the 
mortality  and  morbidity.  This  can  be  attributed 
not  to  any  single  method  or  drug  in  use  (as  many 
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proponents  of  certain  drugs  would  like  to  make  us 
believe) , but  rather  to  a more  basic  and  fundamental 
understanding  of  the  disrupted  physiology  which  re- 
sults. This  includes  many  intricate  and  complex 
pathologic  changes,  not  only  locally,  but  through- 
out the  vascular  system,  and  includes  many  tissues 
and  vital  organs  quite  remote  anatomically  from 
the  site  of  the  burn. 

Any  treatment  or  series  of  treatments  which  takes 
all  of  these  changes  into  consideration  and  tends  to 
offset  them  and  to  keep  the  body  in  a more  normal 
state  of  equilibrium  is  good  treatment.  Conversely, 
any  treatment  which  disregards  these  fundamental 
changes,  regardless  of  how  zealously  and  enthusi- 
astically it  is  carried  out,  is  poor  treatment. 

According  to  the  Bible,  the  human  body  is 
“fearfully  and  wonderfully  made”  and  one  realizes 
this  when  he  undertakes  the  study  of  water  balance 
in  the  human  mechanism;  for  the  human  body  is 
essentially  composed  of  water,  which  constitutes 
more  than  70  per  cent  of  protoplasm,  the  structural 
basis  of  organic  life. 

It  is  necessary  to  the  life  of  every  living  cell,  and 
the  digestive  juices,  blood,  lymph,  urine,  etc.,  are  ail 
more  than  90  per  cent  water. 

Almost  every  chemical  or  physical  phenomenon 
occurring  in  the  body  depends  directly  or  indirectly 
upon  the  presence  of  water. 

Goldstein  has  shown  that  every  kilogram  of 
body  weight  contains  0.6  to  0.7  Kg.  of  water;  thus  a 
child  weighing  50  pounds  net  really  weighs  only  15 
to  20  pounds  of  solids,  but  weighs  30  to  35  pounds 
in  water  content.  It  is  obvious  that  any  shift  in 
water  balance  results  in  physiologic  and  pathologic 
changes. 

One  must  carefully  consider  water  balance  if  he  is 
to  treat  burns  according  to  proper  chemical  pro- 
cedure, for  it  is  the  fluid  shift  which  is  the  cause  of 
secondary  shock,  and  it  is  this  secondary  shock 
which  is  dangerous  to  life.  Very  few  deaths  occur 
in  the  stage  of  primary  shock,  which  is  probably 
due  to  overstimulation  of  multiple  nerve  endings. 

This  “fluid  shift”  is  due  to  a local  loss  of  fluid  into 
the  tissues,  principally  from  leakage  into  the  burned 
areas.  The  fluid  has  about  the  same  concentration 
as  blood  plasma,  its  chloride  content  being  a little 
higher  than  that  of  plasma.  Its  sugar  and  non- 
protein nitrogen  contents  are  about  the  same,  while 
its  protein  content  is  at  least  80  per  cent  of  that  of 
plasma.  This  latter  fact  is  important  and  should  be 
kept  in  mind. 

The  so-called  fluid  shift  is  accompanied  by  a de- 
crease in  blood  volume  with  an  associated  reduction 
in  the  cardiac  output,  plus  considerable  fall  in  blood 
pressure.  There  is  a resultant  concentration  of  the 
blood,  accompanied  by  a rise  in  hemoglobin,  with  a 
distinct  decrease  in  blood  chlorides.  We  had  one 
child  on  our  service  with  a hemoglobin  of  160  per 
cent  and  a red  blood  count  of  8,500,000. 

It  has  been  shown  by  experiment,  using  the  rabbit, 
that  this  fluid  shift  reaches  its  height  in  the  first 
twenty-four  to  thirty-six  hours,  and  that  under 
experimental  conditions  a burn  of  one-sixth  of  the 
body  area  gives  a fluid  loss  of  70  per  cent  of  the  total 
blood  volume  in  twenty-four  hours.  If  these  figures 


are  applied  to  the  human  being,  it  will  be  seen  that  a 
man  weighing  65  kilograms  and  having  a blood 
volume  of  5,000  cc.,  would  suffer  the  staggering  loss 
of  3,500  cc.  of  fluid  in  the  first  twenty-four  hours. 
This  extreme  blood  concentration  takes  place  also 
in  superficial  burns. 

How,  then,  shall  we  compensate  for  this  fluid  loss 
and  keep  the  blood  content  up  to  normal?  Ob- 
viously, only  by  forcing  fluids,  and,  they  can  be 
forced  properly  only  by  keeping  in  mind  what  we 
learn  from  frequent  blood  pictures. 

The  intravenous  route  is  the  path  of  choice,  and 
saline  and  glucose,  Ringer’s  solution,  and  blood 
plasma  are  the  useful  replacements. 

The  needs  of  the  patient  must  be  kept  in  mind. 
Approximately  2,000  cc.  to  make  up  for  insensible 
loss;  500  cc.  for  loss  by  the  intestinal  tract;  1,500 
cc.  for  kidney  function  to  dilate  chemicals  for  ex- 
cretion. An  added  amount  should  be  used  if 
vomiting,  diarrhea,  or  fever  are  present. 

Fortunately  in  diarrhea  an  attempt  is  made  to 
preserve  the  blood  volume  by  attracting  fluids  from 
the  tissue  spaces,  owing  to  the  raised  osmotic  pres- 
sure of  the  plasma  proteins. 

One  must  be  careful  in  his  attempts  to  replace  this 
fluid  loss,  as  the  excessive  use  of  replacements  may 
cause  a generalized  edema,  with  a resultant  extra 
load  to  the  already  overburdened  patient.  One 
should,  therefore,  always  keep  his  acid-base  equilib- 
rium in  mind,  and  it  is  well  to  remember  that  if  we 
give  a patient  5 liters  of  fluid  in  one  day,  using 
saline  as  a vehicle,  we  are  administering  not  only 
5,000  cc.  of  water  but  also  about  45  Gm.  of  salt, 
which  is  about  ten  times  the  amount  normally  used 
by  the  body  in  one  day. 

Holdame  has  reported  edema  following  the  inges- 
tion of  40  Gm.  of  sodium  chloride.  We,  neverthe- 
less, are  faced  with  the  problem  of  replacing  exces- 
sive chloride  losses,  and  saline  intravenously  is  the 
best  means  we  have  at  the  present  time.  We  not 
only  replace  the  chlorides,  however,  for  it  is  the 
sodium  ion,  not  the  chloride,  that  holds  the  water. 
If  this  be  so,  then  the  administration  of  excessive 
quantities  of  fluids  containing  sodium  chloride  is 
dangerous,  for  fluid-carrying  sodium  must  be  stored 
in  the  body,  thus  contributing  to  generalized  edema. 

Hypoproteinemia 

With  the  extravasation  of  fluids  into  burned  tis- 
sues the  serum  protein  is  lowered.  We  know  that 
nutritional  edema  is  in  part  due  to  the  lowered  col- 
loidal osmotic  pressure,  which  is  the  result  of  a 
lowering  of  the  serum  protein.  Therefore,  if  we  are 
to  keep  the  body  fluids  up  to  normal  without 
“waterlogging”  the  patient,  it  is  well  to  keep  up  his 
serum  proteins. 

This  is  very  important  because,  as  we  know,  the 
function  of  the  albumin  and  globulin  is  to:  (1) 

retain  blood  in  the  capillaries,  (2)  help  maintain 
blood  volume,  (3)  regulate  interchange  between  the 
blood  and  tissue  spaces,  and  (4)  influence  filtration 
in  the  kidney  glomeruli.  The  last  calls  attention 
to  the  relation  of  serum  protein  loss  in  burns  to 
similar  conditions  in  nephrosis,  the  time  element  of 
course,  being  different. 
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How,  then,  shall  we  restore  the  serum  proteins? 
We  have  found  plasma  and  amino  acids  parenterally 
most  useful  and  would  call  your  attention  to  the  soy 
bean.  A diet  of  soy  bean  flour  is  ideal  because  of  its 
rapid  conversion  into  blood  protein. 

As  to  what  to  apply  to  the  burned  area,  we  have 
used  the  following:  tannic  acid,  from  5 per  cent 
to  10  per  cent;  gentian  violet,  1 per  cent;  tan- 
nic acid,  5 per  cent,  and  gentian  violet,  1 per 
cent,  combined;  a tannic  acid  jelly;  picric  acid  oint- 
ment; silver  nitrate  solution,  10  per  cent,  and  ir- 
radiated petroleum;  and  a codliver  oil  ointment. 
Each  is  useful;  none  can  be  universally  used.  Our 
preference  has  been  for  the  freshly  prepared  tannic 
acid  and  gentian  violet  mixture.  This  is  sprayed 
on  the  burned  areas  every  fifteen  minutes  and  dried 
with  a hot-air  blower  similar  to  that  used  in  hair- 
dressing establishments.  This  is  done  for  a period 
of  two  hours,  then  at  longer  intervals  for  the  next 
twenty-four  hours.  A firm,  soft  coagulum  is 


formed,  pain  is  relieved,  fluid  loss  is  decreased, 
body  heat  is  preserved,  and  infection  is  minimized. 
The  patient  is  at  all  times  upon  a sterile  sheet,  and  is 
under  an  electric  light  cradle,  where  a constant  tem- 
perature of  99  F.  is  maintained. 

We  are  now  using  2l/2  per  cent  to  3V2  per  cent 
sulfadiazine  in  8 per  cent  aqueous  solution  of  tri- 
ethanolamine. This  makes  a soft,  pliable  eschar, 
but  every  patient  on  whom  we  have  used  it  com- 
plains of  more  or  less  pain.  To  the  surgeon  who 
has  had  experience  in  treating  burns,  there  is  ob- 
viously no  panacea  as  far  as  the  local  treatment  is 
concerned.  We  have  had  pleasant  experiences 
where  there  has  been  suppression  of  urine  in  the  use 
of  short-wave  diathermy  applied  to  the  kidney  re- 
gion for  twenty  minutes  every  two  hours  for  twenty- 
four  hours.  This  seems  to  aid  in  increasing  kidney 
function.  Of  course,  we  cannot  too  strongly  urge 
the  early,  frequent,  and  unstinting  use  of  blood 
plasma. 


CONSCIENTIOUS  OBJECTOR  PROBLEM  ONE  OF  RE-EDUCATION 


Pointing  out  that  numerically  the  problem  of  the 
conscientious  objector  is  of  little  importance,  the 
Journal  of  the  American  Medical  Association  for 
May  15  says  that  “From  an  ethical  point  of  view 
the # problem  is  one  of  re-education,  of  instilling  in 
the  individual  the  appreciation  of  his  civic  respon- 
sibilities, and  of  awakening  in  him  a feeling  of 

national  conscience  and  national  unity 

“At  the  commencement  of  the  first  World  War 
there  were  in  the  United  States,  according  to  D.  E. 
Hoag,  about  300,000  males  classified  as  conscientious 
objectors.  About  30  per  cent  of  these  were  of  mili- 
tary age.  In  June,  1918,  the  Surgeon  General’s 
Office  sent  out  to  various  camps  a special  form  for 
examination  of  conscientious  objectors.  Mark  A. 
May,  in  his  report  to  the  Office  of  the  Surgeon  Gen- 
eral, presented  the  then  available  information  con- 
cerning the  intelligence,  education,  grounds  of  ob- 
jection, and  social  and  political  history  of  con- 
scientious objectors.  The  report  covered  twrenty 
camps  and  represented  about  1,000  objectors.  May 
pointed  out  that  the  intelligence  of  the  conscientious 
objectors,  as  measured  by  the  Army  mental  tests, 
wras,  on  the  average,  above  that  of  the  white  draft 
of  the  Army  as  a whole.  At  least  97  per  cent  of  the 
men  had  sufficient  intelligence  to  know  what  they 
w'ere  doing.  About  50  per  cent  were  Mennonites; 
less  than  10  per  cent  of  these  went  beyond  the 
eighth  grade.  The  12  per  cent  of  the  total  series 
who  reached  college  were  either  Socialists,  Dunkards, 
or  Friends.  The  various  religious  sects  involved, 
with  the  possible  exception  of  the  Friends,  believe 
in  the  literal  interpretation  of  the  Scriptures.  The 
grounds  of  objection  wrere,  in  general,  three:  reli- 
gious, social,  and  political.  The  religious  objector 
makes  his  appeal  to  the  Bible,  church  creed,  and  to 
conscience;  the  social  objector  to  individual  free- 
dom; the  political  objector  usually  bases  his  objec- 
tion on  the  ground  of  alien  citizenship. 

‘Harry  Stalker  of  Edinburgh  reports  the  results 
of  an  examination  of  12  persons  with  psychiatric 
states  wrho  w^ere  also  conscientious  objectors.  They 

represented  three  types  of  personalities The 

meager  reports  from  continental  European  countries, 
whose  laws  do  not  provide  for  conscientious  ob- 


jectors, deal  almost  entirely  with  persons  mentally 
involved.  Thus,  among  31  objectors  studied  by 
Peter  Schulthess  there  wras  only  one  sane  person; 
15  were  psychopaths,  4 of  them  feebleminded,  and 
6 schizoid  (split  personality) 

“Prompt  discharge  from  the  army  and  appro- 
priate institutional  treatment  are  the  effective  solu- 
tions of  the  problem  of  the  psychopathic  objector. 
The  problem  of  the  sane  objector  is  much  more 
complicated.  There  is,  of  course,  no  intention  on 
the  part  of  our  government  to  compel  the  genuinely 
conscientious  religious  objector  to  enter  the  armed 
services,  for  that  wrould  amount  to  violation  of  his 
constitutional  rights,  something  wre  must  guard 
against  even  in  time  of  war.  However,  the  degree  of 
sincerity  of  his  beliefs  is  difficult  to  determine.  In 
the  first  World  War,  of  2,100  persons  1,500  were 
found  to  be  sincere  objectors  and  recommended  for 
farm  or  industrial  furloughs;  219  were  found  to  be 
sincere  objectors  to  combatant  but  insincere  as  to 
noncombatant  service;  156  wrere  found  to  be  sincere 
objectors  to  combatant  but  willing  to  accept  non- 
combatant  service,  15  were  found  to  be  sincere  ob- 
jectors to  combatant  service  but  willing  to  wrork  in 
reconstruction  hospitals,  and  122  were  found  to  be 
insincere  as  to  both  combatant  and  noncombatant 
service. 

“In  this  war  many  of  our  conscientious  objectors 
are  young  men  of  good  education,  often  of  good 
family  training.  No  doubt  the  same  proportions 
prevail  in  relation  to  religious  and  political  objectors 
as  in  previous  wars.  Fortunately  the  problem  wras 
given  attention  early  by  the  Selective  Service  Ad- 
ministration, so  that  today  many  of  these  boys  are 
engaged  in  occupations  in  the  field  of  medicine,  in 
hospitals,  and  in  similar  activities,  w'here  they  are 
rendering  a genuine  service  to  the  wrar  effort.  A 
number  have  volunteered  to  serve  as  subjects  for 
important  experiments  in  testing  the  value  of  life- 
saving technics  in  the  services  to  be  given  to  our 
troops  in  China  and  in  the  South  Pacific.  There 
are  functions  which  the  conscientious  objectors  can 
perform  and  for  which  many  of  them  have  already 
volunteered  without  demanding  participation  in 
combat.” — A.M.A.  News 


UROLOGY  IN  INDUSTRY 

George  E.  Slotkin,  M.D.,  F.A.C.S.,  Buffalo 


THE  present  popular  conception  of  urology 
in  industry  is  the  belief  that  trauma,  either 
by  direct  or  indirect  violence,  is  the  major  factor 
creating  disease  conditions.  This  fallacy  was 
warranted  because  of  the  meager  information 
emanating  from  industry  and  directly  affecting 
the  urinary  tract.  Trauma  was  and  still  is  of 
prime  importance  but  extrinsic  factors  must  be 
seriously  considered,  and  this  discussion  is  based 
on  these  premises. 

An  analysis  of  industrial  cases  seen  in  the  past 
five  years  disclosed  the  amazing  information  that 
of  pathologic  changes  in  the  kidney,  ureter,  and 
bladder,  95  per  cent  are  not  directly  traumatic. 
From  this  analysis  it  was  concluded  that,  in 
addition  to  direct  and  indirect  trauma  following 
accidents,  toxemias  of  clinical  and  bacterial 
origin  were  potent  pathologic  factors  in  causing 
disease  of  these  organs.  These  clinical  changes 
were  created  by  the  inhalation  of  gases,  the  by- 
products of  acetylene  welding  and  soldering, 
with  the  inhalation  of  ammonia,  arsenic,  hydro- 
chloric acid,  and  lead.  The  type  of  lesion 
created  ranged  from  acute  hemorrhagic  nephritis 
and  amyloid  nephrosis  to  aggravation  of  a pre- 
viously existent  chronic  nephritis  and  the  second- 
ary constitutional  symptoms  resulting  therefrom. 
The  same  lesions  were  noticed  from  inhalations 
following  the  use  of  cleaning  fluids,  the  most 
potent  and  toxic  of  which  is  carbon  tetrachloride 
marketed  under  various  popular  labels  without 
suitable  and  sufficient  warning  regarding  its  use. 

Because  of  the  present  trying  conditions,  in- 
dustry is  attuned  to  an  unusual  peak  of  maximal 
efficiency,  and  the  manufacture  of  chemicals  and 
their  uses  should  be  common  knowledge  to  the 
physician  in  combating  the  hazards  that  result 
from  exposure  to  the  substances  and  disturb  the 
efficient  organization  of  industry  by  physical 
breakdown.  The  Niagara  Frontier  area  is 
today  the  largest  chemical  center  in  the  world, 
with  thousands  of  highly  trained  employees. 
Without  these  chemical  products  our  entire 
industrial  program  would  collapse;  therefore, 
the  recognition  of  the  relation  of  these  various 
chemicals  to  diseases  of  the  urinary  tract  is  of 
paramount  importance. 

There  has  been  a most  commendable  coopera- 
tive effort  in  these  industries  to  prevent  hazards 
by  using  this  knowledge  of  the  chemicals  and  their 
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actions,  and  this  preliminary  knowledge  was  in- 
strumental in  reducing  an  occupational  incidence 
of  the  development  of  carcinoma  of  the  bladder 
in  12.8  per  cent  of  the  employees  to  complete 
freedom  of  new  cases  in  the  last  year.  Such 
advancement  can  be  accounted  for  only  by  the 
diligent  periodic  examination  of  men  in  these  in- 
dustries and  by  the  fullest  cooperation  by  the 
employer  in  isolating  the  products  in  separate 
buildings  and  revising  the  method  of  manu- 
facture to  such  an  extent  that  at  the  present  time 
contamination  by  inhalation  is  infinitesimal.  A 
similar  study  and  coordination  of  effort  between 
the  manufacturer  and  the  physician  would,  I 
am  sure,  result  in  further  reduction  in  the 
incidence  of  urinary  changes  from  volatile  gases 
if  such  changes  were  detected  and  treated 
accordingly. 

Bacterial  invasion  has  also  been  a prominent 
cause  of  urinary  changes  involving  the  kidney 
and  bladder.  Workers  in  grimy,  dusty  occupa- 
tions, particularly  heavy  industry  and  foundries, 
tanners,  and  meat  packers,  through  simple  ab- 
rasion of  the  skin  and  by  blood  stream  or  lymph 
contamination,  have  developed  secondary  ne- 
phritis and  pyelonephritis  by  indirect  invasion. 
Serious  consideration  must  be  given  to  the  de- 
velopment of  a perinephritic  and  paranephritic 
abscess  secondary  to  a folliculitis,  boil,  or  car- 
buncle, especially  if  these  lesions  occur  in  workers 
employed  in  types  of  industry  in  which  contami- 
nation or  infection  of  the  skin  is  frequent. 
This  is  particularly  important  since  the  urinary 
lesion  may  develop  months  after  the  inception 
of  the  apparently  simple  superficial,  nondisabling 
primary  source  of  infection. 

Trauma  to  the  urinary  tract  is  still  an  im- 
portant consideration.1  The  lesions  of  the 
kidney  from  such  trauma  are  divided  into 
concussion,  contusion,  and  rupture,  and  the 
type  of  lesion  is  not  dependent  upon  the  violence 
encountered.  Complete  rupture  has  followed 
a simple  muscle  strain  that  resulted  from  lifting 
a heavy  object,  in  contradistinction  to  a simple 
concussion  following  a fall  of  60  feet.  My  ex- 
perience paralleled  the  excellent  review  of 
Priestley,2  who  found  that  3 out  of  every  45 
injuries  to  the  kidney  were  caused  by  muscle  pull 
alone  and  about  40  per  cent  were  due  to  falls. 
The  rest  followed  direct  trauma.  The  diagnosis 
in  these  cases  is  made  by  the  history,  by  pain, 
which  occurred  in  75  per  cent  of  the  cases,  and 
by  the  development  of  hemorrhage  with  hema- 
turia present  in  95  per  cent  of  all  cases.  Blood 
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clots  were  noted  in  33  per  cent  of  the  cases. 
These  findings,  plus  shock  and  the  development  of 
tumor,  makes  the  diagnosis  very  simple.  The 
most  important  factor  involved  i&  the  surgical 
judgment  for  expectant  or  operative  treatment. 
In  Priestley’s  series,  34  per  cent  were  operated 
upon  and  66  per  cent  were  treated  expectantly. 
In  severe  injuries,  early  surgery  is  a lifesaving 
procedure  and  if  possible  should  be  performed 
on  the  same  day  that  the  injury  is  received. 
WTien  delay  is  the  method  of  choice,  bleeding  is 
the  important  factor.  In  these  cases,  intrave- 
nous diodrast  is  of  extreme  usefulness  and  is 
preferred  to  cystoscopy.  The  type  of  operation, 
of  course,  depends  upon  the  type  and  severity 
of  the  trauma.  Where  no  surgery  is  employed, 
the  possibility  of  latent  secondary  infection  or 
the  development  of  a stone  should  be  a con- 
siderable factor  in  the  final  closing  of  the  case. 

Injuries  to  the  ureter  may  or  may  not  be  in- 
volved with  the  kidney  and  are  very  rare.  In 
an  eleven-year  survey  by  Rusche3  at  the  Los  An- 
geles Hospital  only  one  case  of  ureter  injury 
due  to  external  violence  was  noted.  McKenna,4 
however,  noted  that  the  ureter  was  severed  com- 
pleted with  severance  at  the  pedicle  and  com- 
pletely with  minor  injuries.  The  repair  was 
made  by  introducing  a catheter  to  maintain  the 
ureter’s  continuity.  His  preference  in  the 
diagnosis  is  also  by  intravenous  means  rather 
than  by  retrograde  treatment  that  will  lessen 
the  hazard  of  contamination.  This  contention 
can  be  subscribed  to. 

Injuries  of  the  bladder  usually  occur  when  the 
bladder  is  full  and  are  associated  and  involved 
with  fracture  of  the  pelvis.  A penetrating 
wound  of  a splinter  from  the  pubis  or  ischium  is 
driven  into  the  bladder  with  consequent  rup- 
ture. One  case  was  noted  of  a direct  pene- 
trating wound;  the  patient  fell  10  feet  into  a 
pit,  and  the  bladder  was  penetrated  supra- 
pubically  with  a spike  4 inches  long  without 
injuring  the  peritoneum  or  pelvis.  Fortunately, 
his  bladder  was  full  and  the  penetrating  object 
acted  as  a trocar.  Peacock’s5  series  of  cases  of 
rupture  of  the  bladder  over  a period  of  thirty- 
four  years  analyzes  28  cases,  18  in  men,  10  in 
women.  Industry  accounted  for  50  per  cent  of 
the  ruptures  and  automobiles  for  the  other  50 
per  cent.  In  hazardous  occupations,  loggers 
ranked  at  25  per  cent  and  laborers  at  11  per 
cent.  In  85  per  cent  of  the  cases,  fractured  pelvis 
also  occurred.  In  a series  of  113  cases  of  frac- 
tured pelvis,  there  were  13  tears  of  the  bladder 
with  10  ruptures.  There  was  a total  mortality 
of  20  per  cent  in  Peacock’s  series.  His  recom- 
mendation is  prompt  and  early  cystotomy  as  a 
lifesaving  procedure  before  secondary  repair. 
This  percentage  is  confirmed  in  my  series  of  in- 


dustrial ruptures.  Of  course,  the  number  seen 
was  smaller,  but  the  procedure  followed  was  the 
same — simply  treatment  of  shock,  cystotomy  for 
diversion  of  the  urinary  stream,  and  no  attempt 
at  any  secondary  repair,  which  followed  con- 
valescence. 

One  of  the  great  controversial  subjects  is  the 
relation  between  injury  and  ptosis  of  the  kidney. 
Many  a wearisome  hour  has  been  spent  by  phy- 
sicians in  civil  and  compensation  courts  on  this 
mooted  question.  Many  theories  have  been 
advanced  as  to  the  causal  relationship  between 
such  factors.  Perhaps  a clarification  at  this 
time  might  be  in  order.  My  belief  on  this 
matter,  of  course,  is  not  dogmatic,  nor  do  I 
expect  it  to  be  the  final  word  and  accepted  as 
authoritative.  Every  practicing  physician  and 
urologist  has  his  own  theories  regarding  this 
relationship.  I wish  simply  to  state  facts  as 
they  have  arisen  in  actual  cases  and  the  deduc- 
tions which  I have  derived  from  this  observation. 

In  industry,  ptosis  of  the  kidney  is  believed 
to  occur  as  a result  of  force  or  blows  dislodging 
the  kidney  from  its  normal  bed  and  position. 
The  kidney  is  one  of  the  deepest-seated  of  all 
organs,  lying  close  to  the  lumbar  spines  and  pro- 
tected by  the  heavy  lumbar  muscles  with  a pad 
of  fat,  the  capsule  of  Gerota,  acting  as  a buffer. 
Its  natural  support  is  poor,  but  adequate — the 
renal  pedicle  proper,  its  own  fatty  capsule,  the 
abdominal  pressure  with  some  of  its  fat,  and 
proper  posture  together  with  the  minor  ligaments 
of  the  hepatoduodenal  on  the  right  side  and 
the  phrenicorenal  on  the  left  side.  I have  always 
maintained  and  believed  that  just  as  a single 
blow  is  never  of  sufficient  violence  to  cause 
carcinoma,  so  a blow  is  not  strong  enough  to 
cause  a displacement  of  a kidney  unless  at  the 
time  of  the  injury  or  fall  sufficient  disturbance 
took  place  first  to  create  a severe  contusion  or 
laceration.  If  this,  therefore,  is  necessary,  the 
first  symptoms  that  should  be  noted  are  evi- 
dence of  renal  injury.  Unless  there  is  such  evi- 
dence at  the  time  of  injury,  according  to  our 
diagnostic  ability,  the  kidney  cannot,  as  a result 
of  such  a single  blow,  be  dislodged,  assuming, 
however,  that  it  had  been  in  the  proper  position 
to  begin  with.6  This  premise  is  based  on  the 
fact,  not  theory,  that  individuals  of  moderate 
stature  have  fallen  from  heights  of  60  feet  with- 
out renal  displacement.  Athletes  indulging  in 
strenuous  sports,  of  which  I believe  basketball 
and  wrestling  are  the  most  violent,  have,  in  my 
experience,  never  created  a single  case  of  ptosis. 
AYhen  such  a ptosis  does  occur  following  an 
injury,  there  must  have  been  involvement  of 
the  kidney  first.  It  is  also  possible  that  the 
kidney  was  ptosed  before  the  alleged  injury 
but  was  symptomless  through  proper  drainage. 
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If,  as  a result  of  such  injury,  the  kidney  becomes 
fixed  from  secondary  inflammation  or  adhesion 
bands,  with  the  development  of  an  inability 
for  the  kidney  to  empty  properly  (i.e.,  pyelectasis 
which  can  be  determined  only  by  intravenous 
diodrast  or  retrograde  cystoscopy  in  the  upright 
position),  then  can  one  subscribe  to  the  aggrava- 
tion but  not  the  creation  of  a ptosis  from  such 
an  injury. 

Renal  ptosis  has  never  been  seen  in  patients 
of  good  musculature  and  proper  posture.  It  is 
seen  only  in  the  asthenic,  indolent  patients, 
especially  women,  who  are  underweight  and 
who  have  poor  muscle  tone.  Ten  cases  are  seen 
in  women  for  every  one  in  men  and  very  few 
are  found  that  involve  the  left  side.  While  the 
diagnosis  can  be  made  readily  by  retrograde 
cystoscopy  in  the  upright  position,  intravenous 
diodrast  and  serialograms  with  the  Jarre-Sinex 
timer  to  determine  the  emptying  time  of  the 
pelvis  are,  nevertheless,  of  maximal  importance. 
A great  number  of  cases  will  be  seen  that  are 
symptomless  in  spite  of  the  position  of  the 
kidney.  Unless  positive  findings  are  made  of 
displacement  with  retention  and  slow  emptying 
time,  the  kidney  is  considered  symptomless. 

What  is  the  importance  attached  to  this  study 
to  industry?  Because  of  the  prevalence  of  this 
disease  among  under-developed,  dieting  young 
women,  who  are  today  supplanting  men  in  in- 
dustry, its  importance  cannot  be  overemphasized. 
The  morbidity  of  this  condition  will  undoubtedly 
rise  because  of  the  large  influx  of  women  into 
positions  requiring  more  than  simple  clerical 
attention.  Women  are  today  being  used  in  the 
airplane,  chemical,  and  machine  tool  industries. 
As  yet  heavy  industry  has  not  had  occasion  to 
supplant  the  men,  but  at  the  present  rate  of 
growth  of  the  armed  forces  women  may  be  found 
even  in  this  type  of  work.  It  is  important  that  a 
physical  examination  include  not  only  an  x-ray 
of  the  chest  and  a urinalysis,  as  is  routine  today, 
but  also  a plain  plate  of  the  abdomen  to  determine 
the  size,  shape,  and  position  of  the  kidneys,  as  a 
prophylaxis  against  the  increased  incidence  of 
industrial  ptosis. 

This  same  depletion  of  young  men  and  adults 
from  industry  has  created  another  series  of 
problems  which  will  lead  to  grave  consequences, 
as  has  already  been  seen  in  a few  instances. 
Older  men  are  being  recalled  to  assume  positions 
that  are  being  evacuated  through  selective 
service.  Men  of  55  and  over  who  were  dis- 
charged because  of  the  supposed  hazard  attend- 
ant upon  their  age  are  riding  the  crest  of  labor 
in  all  its  forms.  Moore7  has  shown  that  in  all 
men  over  50,  carcinoma  of  the  prostate  is  present 
in  from  14  to  16  per  cent  of  cases.  This  ratio 
has  been  verified  by  many  investigators.  One 


does  not  require  much  imagination  to  appreci- 
ate the  number  of  cases  of  alleged  back  injuries, 
sacro-iliacs,  and  sciaticas  that  will  arise  in  this 
large  percentage  of  patients  who  are  suffering 
from  potential  metastatic  carcinoma.  This 
changing  trend  of  events  places  another  burden 
on  the  examining  physician  and  on  the  urologist 
who  will  eventually  see  these  cases.  For  years, 
I pleaded  with  the  insurance  carriers  for  routine 
urinalysis  on  employees.  Finally  this  was 
accomplished  after  the  hazards  of  occupation 
with  reference  to  the  urinary  tract  were  realized. 
It  will  now  be  necessary  to  supplement  this 
examination  with  a prostatic  examination  in  all 
men  over  50,  or  perhaps  a routine  acid-alkaline 
phosphatase  blood  determination.  Henline,8  in  a 
recent  communication,  clarifies  this  situation 
and  emphasizes  the  importance  of  a careful 
rectal  examination  of  the  prostate,  and  because 
of  the  marked  instances  of  carcinoma  in  men  over 
50,  even  justifies  a biopsy  in  cases  of  doubt 

Summary 

Industry  today  is  faced  with  a major  problem 
beyond  that  of  trauma.  A thorough  knowledge 
of  the  chemistry  of  industry  and  its  relation  to 
the  urinary  tract  is  required  for  proper  morbidity 
and  therapeutic  results.  The  cooperation  of 
industry  with  medicine  has  resulted  in  a marked 
improvement  of  working  conditions  for  em- 
ployees, the  recognition  of  afflictions  of  the  uri- 
nary tract  relative  to  industry  and  their  proper 
care.  Because  of  the  prevalence  of  ptosis  in 
young  women  of  today  whose  industrial  activities 
are  extended  to  heavier  industry,  more  thorough 
examination  should  be  required  to  discount  the 
possibility  of  a subsequent  claim  for  ptosis. 
Since  this  condition  is  insidious  in  its  onset,  the 
acute  manifestations  occur  only  with  severe 
injury  and  renal  changes.  Finally,  with  the 
large  percentage  of  older  men  replacing  inductees 
in  industry,  the  high  incidence  of  carcinoma 
must  be  borne  in  mind  and  an  examination 
before  employment  must  be  emphasized. 
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Discussion 

Dr.  Walter  G.  Hayward,  Jamestown,  New  York — 
Dr.  Slotkin’s  report  of  the  reduction  in  the  develop- 
ment of  carcinoma  of  the  bladder  from  12.8  per  cent 
to  0 per  cent  in  one  year  is  truly  remarkable. 

Although  a number  of  our  local  plants  are  engaged 
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in  war  production  work,  none  of  them  is  engaged  in 
the  use  of  aniline  dyes,  so  that  that  danger  is  not 
present  in  my  community.  I should  like  to  hear 
him  explain  in  detail  the  exact  methods  of  safeguard- 
ing these  men. 

The  development  of  peri-  and  paranephritic  ab- 
scess following  boils  occasioned  by  work  in  industry 
has  been  a source  of  considerable  argument  and  liti- 
gation in  my  locality.  I can  recall  one  case,  un- 
questionably due  to  occupation,  that  a Pennsylvania 
court  disallowed. 

As  to  the  treatment  of  kidney  trauma,  you  will  all 
recall,  not  so  many  meetings  ago,  the  debate  that 
was  held  on  whether  to  operate  promptly  or  to  wait 
and  treat  expectantly.  I think  every  urologist  has 
his  mind  pretty  strongly  made  up  on  the  subject,  and 
it  is  my  own  feeling  that  no  set  rule  can  be  laid 
down,  but  each  individual  case  must  be  treated  as 
such. 

Ptosis  of  the  kidney,  as  regards  accident,  is  a 
headache  to  any  urologist  who  has  been  called  on 
the  stand  to  testify.  Personally,  I have  not  seen  a 
case  that  I have  felt  could  be  attributed  to  accident. 
In  some  cases,  we  were  fortunate  enough  to  locate 
x-rays  of  the  claimant  that  had  been  taken  prior  to 


the  accident,  disproving  his  claim,  and  in  others, 
pre-existing  kidney  lesions  were  found. 

A few  years  ago  Dr.  Edward  McCague,  professor 
of  urology  at  the  University  of  Pittsburgh,  wrote  an 
interesting  article  on  the  occurrence  of  urinary  cal- 
culi secondary  to  trauma.  This  was  especially  preva- 
lent following  fractures  of  the  femur  and  fractures 
of  the  spine.  However,  he  admitted  in  his  article 
that  although  a careful  survey  had  been  made  in 
their  rather  expensive  service,  comparatively  few 
cases  had  occurred.  This  interested  me  enough  so 
that  I immediately  called  it  to  the  attention  of  our 
orthopaedic  men,  and  from  that  time  on,  a fairly 
close  check  was  kept.  This  has  not  been  possible 
with  private  patients,  on  whom  seemingly  unneces- 
sary x-rays  would  place  a burden,  but  it  has  been 
done  on  a number  of  the  city  cases,  and  so  far  we 
have  been  unable  to  find  any  calculi  developing 
secondary  to  fractures.  One  case  of  my  own,  a 
fractured  pelvis,  developed  a bacillus  proteus  infec- 
tion and  promptly  showed  bladder  calculi. 

Dr.  George  F.  Hoch,  New  York  City — Dr.  Slotkin 
showred  that  few  nephroptoses  are  due  to  trauma,  in 
which  I concur.  Of  214  cases  noted  by  Kelly,  only 
13  had  a traumatic  history. 


DR.  STRECKER  IS  CONSULTANT  TO  SECRETARY  OF  WAR 


Dr.  Edward  A.  Strecker,  of  Philadelphia,  presi- 
dent of  the  American  Psychiatric  Association,  has 
been  named  special  consultant  to  the  Secretary  of 
War  for  the  Air  Forces  of  the  United  States  Army, 
according  to  an  announcement  by  the  Committee 
on  Public  Education  of  the  American  Psychiatric 
Association. 

In  this  capacity,  Dr.  Strecker  will  act  as  adviser 
to  War  Secretary  Henry  L.  Stimson  on  all  questions 
relating  to  psychiatry  in  the  Air  Forces.  Serving 
as  a civilian  adviser,  Dr.  Strecker  will  be  on  call  at 
all  times  by  the  War  Department. 

The  appointment  marks  the  second  special  con- 
sultant’s post  for  Dr.  Strecker.  A while  ago,  he 
was  named  consultant  in  psychiatry  to  the  Surgeon 
General  of  the  U.S.  Navy,  in  which  capacity  he 
acts  as  adviser  in  psychiatry  to  the  Navy’s  Bureau 
of  Medicine  and  Surgery. 

Dr.  Strecker  recently  established  the  first  inten- 
sive training  school  for  naval  medical  officers  in 
Philadelphia.  All  of  the  medical  and  hospital 
facilities  throughout  the  city  are  cooperating  in 
this  program,  three  months  in  length,  which  has  al- 
ready graduated  more  than  a score  of  officers.  A 
third  class  is  in  training. 

Dr.  Strecker  has  had  extensive  military  experi- 
ence. In  World  War  I he  held  the  rank  of  Major 
in  the  Army  Medical  Corps,  as  division  neuro- 


psychiatrist for  the  28th  Division  in  France.  He 
became  known  as  an  authority  on  the  military  psy- 
chiatric disability  formerly  known  as  “shell  shock.” 

Dr.  Strecker  is  professor  and  head  of  the  depart- 
ment of  psychiatry  at  the  University  of  Pennsyl- 
vania’s Graduate  School  in  Philadelphia,  and  the 
Medical  School  of  the  same  university.  He  has 
been  medical  and  clinical  director  of  the  Penn- 
sylvania Hospital’s  Department  of  Nervous  and 
Mental  Diseases  since  1917.  He  is  chief  of  service 
and  consultant  at  the  Institute  for  Mental  Hygiene 
of  the  Pennsylvania  Hospital,  and  consultant  for 
Bryn  Mawr  College  and  the  U.S.  Veterans’  Bureau. 

Author  of  a best-selling  medical  work  on  alcohol 
called  Alcohol — One  Man’s  Meat , Dr.  Strecker  has 
also  made  special  researches  on  abnormal  behavior 
in  children.  He  is  staff  neurologist  for  the  Penn- 
sylvania, Philadelphia,  and  Germantown  Hospitals. 

In  1939,  Dr.  Strecker  was  selected  to  deliver  the 
Salmon  Lectures  on  Psychiatry  and  Mental  Hy- 
giene. He  served  as  clinical  professor  of  psy- 
chiatry and  mental  hygiene  at  Yale  University  in 
New  Haven,  Connecticut,  from  1926  to  1932. 

As  president  of  the  American  Psychiatric  Asso- 
ciation, the  oldest  association  of  medical  specialists 
in  the  country,  he  will  preside  at  that  group’s 
centennial  anniversary  next  spring  in  Philadelphia, 
site  of  the  Association’s  founding. 


HANDBOOK  FOR  MEDICAL  LIBRARIANS 
After  three  years’  cooperative  effort  on  the  part 
of  the  Medical  Library  Association  and  the  Ameri- 
can Library  Association,  the  first  comprehensive 
work  for  medical  librarians  has  been  published.  It 


PUBLISHED 

is  entitled  Handbook  of  Medical  Library  Practice  and 
is  a compilation  of  articles  contributed  by  leading 
authorities.  Its  editor  is  Janet  Doe,  assistant 
librarian  of  the  New  York  Academy  of  Medicine. 


URINARY  EXTRAVASATION  (PERIURETHRAL  PHLEGMON) 

A New  Concept  of  the  Pathogenesis  and  the  Treatment 
Edward  O.  Finesione,  M.D.,  F.A.C.S.,  New  York  City 


AS  THE  title  indicates,  there  are  two  theories 
- to  explain  the  pathogenesis  of  urinary 
extravasation:  (1)  The  older  notion  subscribed 
to  the  belief  that  urine  was  actually  “squeezed” 
out  into  the  tissues  through  a defect  in  the  ure- 
thra. (2)  The  newer  conception  explains  the 
picture  on  the  basis  of  bacterial  invasion,  chiefly 
by  anaerobes. 

According  to  Hinman,1  “Three  types  of  urinary 
extravasation  are  commonly  encountered:  (1) 
Between  the  layers  of  Buck’s2  fascia  from  the 
pendulous  or  bulbous  urethra.  (2)  Within  the 
superficial  perineal  pouch  below  the  urogenital 
diaphragm  from  the  bulbomembranous  urethra, 
or  from  the  membranous  urethra  with  rupture  of 
the  inferior  layer  of  the  triangular  ligament.  (3) 
Above  the  urogenital  diaphragm,  from  the 
prostatic  urethra  if  associated  with  rupture  of 
the  superior  fascia  of  the  urogenital  diaphragm.” 
Of  these  three  types  the  second  is  the  com- 
monest, and  it  is  this  one  with  which  we  are 
primarily  concerned  in  this  paper.  Fig.  1 
(modified  after  Wesson)  demonstrates  the  various 
paths  of  urinary  extravasation.  Theoretically, 
if  we  presume  a defect  in  the  bulbomembranous 
urethra,  the  extravasated  urine  should  extend 
beneath  Colies’  fascia  into  the  perineum  in 
front  of  the  inferior  fascia  of  the  urogenital  dia- 
phragm. The  attachments  of  Colles’3  fascia  are 
such  that  the  fluid  must  extend  forward  beneath 
the  dartos  of  the  scrotum  and  penis,  and  then 
up  over  the  abdomen  beneath  Scarpa’s  fascia. 
It  may  extend  as  high  as  the  axilla.  The  urine 
cannot  spread  laterally  or  posteriorly  because  of 
the  attachment  of  Colies’  fascia  to  the  pubic 
rami  and  the  inferior  layer  of  the  urogenital 
diaphragm.  Its  spread  on  the  thighs  is  limited 
by  the  fascia  lata. 

Pathogenesis 

In  a previous  communication,4  the  anatomy, 
bacteriology,  and  pathogenesis  of  urinary  ex- 
travasation were  reviewed.  The  superficial  peri- 
neal pouch  of  Colies’  in  cadavers  was  injected 
with  radio-opaque  colored  fluid,  the  amounts  and 
pressures  were  recorded,  x-ray  demonstrations 
were  made  as  increments  of  fluid  were  injected, 
and,  subsequently,  the  cadavers  were  dissected. 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York,  New  York  City,  April  29,  1942. 

From  the  Surgical  Service  of  Dr.  Joseph  B.  Stenbuck  at  the 
Harlem  Hospital,  New  York  City. 


The  following  conclusions  were  derived  from 
these  studies  and  experiments: 

1.  Anatomically,  Colies’  fascia  is  so  disposed 
as  to  allow  (theoretically)  a progressive  urinary 
infiltration  of  the  perineum,  scrotum,  penis, 
groins,  and  anterior  abdominal  wall. 

2.  Injection  experiments  reveal  that  the 
clinical  appearances  can  be  simulated  (with  the 
exception  of  penile  and  abdominal  involvement) 
by  using  pressures  and  amounts  of  fluid  compar- 
able to  those  expected  on  voiding. 

3.  Urine  alone  does  not  suffice  to  produce 
the  clinical  pictures. 

4.  Other  factors  are  operative  in  the  live 
subject — namely,  (a)  the  presence  of  bacteria, 
( b ) the  tonicity,  contractility,  and  elasticity  of 
the  tissues,  and  (c)  an  active  circulation. 

5.  Various  combinations  of  these  factors, 
especially  the  virulence  of  the  invading  organ- 
isms, account  for  the  varied  clinical  syndromes 
encountered. 

6.  The  close  proximity  of  the  vascular  tree 
to  the  urethra  (bulb)  permits  the  easy  develop- 
ment of  vascular  thrombosis  or  pressure  phe- 
nomena from  encapsulated  fluid  or  abscess. 

7.  Vascular  thrombosis  or  infectious  throm- 
bophlebitis probably  accounts  for  the  frequency 
of  rapid  swelling  of  the  genitalia  and  for  the 
swift  gangrene,  severe  toxemia,  and  jaundice. 

8.  Injection  experiments  demonstrate  the 
ease  with  which  the  vascular  tree  is  inadvertently 
entered. 

9.  Injection  experiments  conducted  by  x-ray 
and  dissection  together  with  clinical  and  au- 
topsy records  fail  to  show  any  case  wherein  the 
tunica  vaginalis  testis  is  involved  in  extrava- 
sation. 

Factors  Which  Determine  the  Characteris- 
tics of  Extravasation 

1.  Anatomic  distribution  of  fascial  planes. 

2.  Nature  and  location  of  urethral  lesion. 

3.  Hydrodynamic  pressure  of  extravasated 
fluid. 

4.  Vascular  obstruction  induced  by  pressure 
of  perineal  abscess,  extravasated  fluid,  or  blood. 

5.  Occurrence  of  vascular  thrombosis  or 
thrombophlebitis . 

6.  Elasticity,  tonicity,  and  contractility  of 
the  tissues. 

7.  Nature  of  the  invading  organism. 
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Clinical  Significance  of  the  New  Concept  of 
the  Pathogenesis 

Essentially,  the  treatment  of  extravasation 
resolves  itself  into  (1)  multiple  incisions  of  the 
infiltrated  tissues  and  (2)  diversion  of  the 
urinary  stream. 

All  writers  on  this  subject  indicate  that  Colles, 
fascia  is  continuous  anteriorly  with  the  dartos 
layer  of  the  scrotum  and  penis.  This  is  a very 
important  point.  From  a surgical  standpoint,  if 
extravasations  passed  only  beneath  the  dartos, 
only  superficial  incisions  would  be  necessary  to 
drain  them.  However,  if  extravasations  in- 
vaded the  deeper  structures  and  the  tunica 
vaginalis  testis,  deeper  incisions  would  be  re- 
quired. Campbell,5®  who  has  had  extensive 
experience  with  extravasation,  has  stressed  the 
importance  of  widely  and  deeply  incising  the 
scrotal  sac,  to  such  an  extent  that  the  com- 
pletion of  the  operation  finds  the  testes  and 
spermatic  cords  completely  exposed,  “swinging 
free,”  bare,  and,  later,  retracted  over  the  lower 
inguinal  regions.  Since  it  has  been  shown  that 
extravasated  fluid  (anatomically  or  clinically) 
does  not  invade  the  deeper  structures  or  the 
tunica  vaginalis  testis,  such  a radical  procedure 
would  seem  to  be  unnecessary  and  detrimental. 

In  the  minds  of  those5®-6-7  who  have  advocated 
diversion  of  the  urinary  stream,  besides  multiple 
incisions,  in  the  treatment  of  extravasation,  the 
rationale  is  to  prevent  more  urine  from  being 
squeezed  out  into  the  tissues.  On  the  basis  of 
this  reasoning  many  surgeons  have  failed  to 
divert  the  urinary  stream  when  stricture  or  re- 
tention was  absent.  In  fact,  many  prominent 
urologists8-1-9  do  not  mention  this  proce- 
dure. 

The  omission  of  urinary  diversion  has  led  to  an 
unwarranted  and  high  mortality.  Even  those 
who  practiced  diversion  could  not  reasonably 
explain  this  procedure  in  patients  who  were 
obviously  voiding  well  and  who  presented  no 
stricture. 

A glance  at  Fig.  1 will  reveal  that  all  periure- 
thral inflammations  or  lesions  must  first  pene- 
trate the  very  vascular  bulb  or  part  of  the 
spongiosum  to  reach  the  superficial  perineal 
pouch. 

In  this  passage  from  the  urethra  to  fascial 
space  they  invariably  involve  the  vascular  tree, 
thereby  easily  setting  up  a vascular  throm- 
bosis or  thrombophlebitis.  Anterograde  or  re- 
trograde extension  of  this  process  is  favored  by 
the  contractions  of  the  bulbocavernosus  and 
external  sphincter  muscles,  which  are  brought 
into  play  with  each  act  of  voiding.  This  explains 
the  paradox  in  which  the  condition  of  extrava- 
sation is  aggravated  in  those  p’atients  who  con- 
tinue to  void.  Moreover,  this  concept  of  the 


Fig.  1.  Showing  the  fascial  planes  concerned  in 
urinary  extravasation  as  modified  by  Eisendrath  and 
Rolnick  after  Wesson.  Cross-hatched  area  represents 
infiltration  below  the  urogenital  diaphragm,  whereas 
obliquely  shaded  area  represents  infiltration  above 
the  urogenital  diaphragm. 


pathogenesis  explains  the  development  of  extrava- 
sation without  stricture  or  obstruction,  and 
also  the  urgent  necessity  for  diversion  of  the 
urinary  stream,  regardless  of  whether  or  not  the 
patient  is  voiding  well.  These  muscles  must  be 
put  at  absolute  rest  in  order  to  prevent  them  from 
squeezing  the  thrombosed  bulb  and  thereby 
extending  the  process  into  the  scrotal  and  penile 
vessels. 

This  latter  process  accounts  for  the  high  in- 
cidence of  toxicity  and  jaundice,  the  rapid  ap- 
pearance of  the  swelling  of  the  penis  and  scrotum, 
and  ultimate  gangrene.  On  the  other  hand,  if 
extravasated  urine,  blood,  or  an  abscess  occupy 
the  superficial  perineal  pouch,  it  is  easy  to  see 
how  the  pressure  of  the  mass  in  the  confined 
space  would  produce  vascular  obstruction  of  the 
scrotal  vessels  without  actual  thrombosis.  This 
mechanism  is  seen  in  many  periurethral  ab- 
scesses. When  the  abscess  is  incised,  the  edema 
disappears  because  of  the  release  of  the  pressure. 

In  this  connection,  I believe  that  the  condition 
known  as  “idiopathic  scrotal  gangrene”  is  only 
another  form  of  urinary  extravasation  or  peri- 
urethral gangrene.  All  the  reports56-10-11-12  on 
this  mysterious  condition  use  only  one  criterion 
in  differentiating  it  from  periurethral  phlegmon; 
namely,  the  absence  of  stricture  or  obvious  ure- 
thral lesion.  In  the  light  of  the  present  concept, 
however,  idiopathic  scrotal  gangrene  is  easily 
explained  without  stricture  or  obvious  urethral 
lesion. 
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Causative  Factors 

At  the  Harlem  Hospital  in  New  York  City,  32 
cases  were  found  in  the  ten-year  period  from 
1930  to  1939  inclusive.  Of  these,  28  were  colored 
patients.  The  high  incidence  of  gonorrhea  with 
its  complications  of  periurethral  abscess  and 
stricture,  neglect,  and  unwarranted  and  unskillful 
urethral  instrumentation  are  the  factors  which 
combine  to  make  extravasation  more  common  in 
this  hospital  than  in  other  institutions. 

The  most  important  factor  in  causation  was 
stricture,  which  was  found  in  19  of  our  series  of 
32  cases.  Nine  patients  had  had  urethral  in- 
strumentation, 2 patients  suffered  trauma  from 
other  causes  than  urethral  instrumentation,  and 
one  case  had  a urethral  stone.  It  is  remarkable 
that  6 cases  were  voiding  well  and  presented  no 
genitourinary  symptoms  on  admission  to  the 
hospital. 

Both  cases  that  had  trauma  not  caused  by  in- 
strumentation were  compensation  cases.  They 
had  fallen  while  at  work  and  had  struck  the 
perineum.  Partial  rupture  of  the  urethra  due 
to  this  straddle  injury  was  not  promptly  treated 
by  diversion  and  led  to  subsequent  extravasa- 
tion. 


Local  Signs  of  Extravasation 

1.  Initial  tender,  edematous  swelling  in 
perineum. 

2.  Rapid  spread  to  scrotum,  penis,  groins,  and 
abdominal  wall. 

3.  Swelling  is  continuous,  symmetric,  pits  on 
pressure,  and  yields  slight  tenderness. 

4.  In  late  cases  there  is  enormous  swelling 
of  the  scrotum  and  penis,  with  edema,  bogginess, 
dusky  redness,  weeping,  and  desquamation  of 
the  superficial  layers  of  the  skin. 

5.  Finally,  irregular  black  patches  of  skin 
and  occasional  frank  crepitation  make  their 
appearance. 


Urinary  Extravasation 

1.  Rapid,  progressive  spread 

2.  Tendency  toward  sym- 
metry 

3.  Poorly  defined  limits 

4.  Pits  on  pressure 

5.  Minimal  tenderness  ex- 
cept in  perineum 

6.  Exploratory  puncture  may 
reveal  any  type  of  fluid  in 
perineum  depending  upon 
the  cause 

7.  Marked  toxicity  with 
high  incidence  of  jaun- 
dice 


Periurethral  Abscess 

1.  Slow  enlargement  and 
tendency  to  confinement 

2.  Tendency  toward  asym- 
metry 

3.  Well-marked  limits 

4.  Induration  and  tenseness 

5.  Well-marked  tenderness 

0.  Exploratory  puncture  re- 
veals pus 

7.  Mild  toxicity 


DIFFERENTIAL  DIAGNOSIS 
between 

and 


History  and  Onset  of  Urinary  Extravasation 

1.  Antecedent  history  of  gonorrhea  with 
frequency,  dysuria,  urgency,  and  gradually  di- 
minishing, urinary  stream  may  be  elicited  in 
rational  patients. 

2.  All  of  these  symptoms  may  be  absent  in 
insidious  cases. 

3.  Careful  questioning  usually  elicits  a history 
of  long-standing  urethritis  or  stricture. 

4.  Superimposed  upon  either  of  these  two 
conditions,  one  finds  the  situation  recently  al- 
tered by  the  advent  of  periurethral  abscess  or 
trauma  incident  to  urethral  instrumentation  or 
straddle  injury. 

5.  The  onset  of  periurethral  abscess  may  be 
very  insidious,  and  not  until  it  is  associated  with 
urinary  retention,  severe  toxemia,  or  frank 
extravasation  is  the  patient  forced  to  go  to  the 
hospital. 

Cardinal  Symptoms 

1.  The  chief  symptoms  are  those  of  toxemia. 
Malaise,  chills,  fever,  and  prostration  drive  the 
patient  to  seek  hospitalization. 

2.  Local  signs  and  symptoms  may  be  so  mini- 
mal that  valuable  time  is  often  lost  before  the 
true  nature  of  the  condition  becomes  evident. 

3.  With  increasing  toxemia  and  with  the  ad- 
vent of  urinary  retention,  hiccough,  disorienta- 
tion, delirium,  stupor,  and  coma  rapidly  super- 
vene. Jaundice  is  commonly  present. 


The  two  conditions  may  coexist,  and  frequently 
extravasation  begins  as  a periurethral  abscess. 

Since  both  conditions  require  incision  and 
drainage,  the  differential  diagnosis  is  academic 
except  for  the  urgency  of  diverting  the  urinary 
stream.  Moreover,  some  periureteral  abscesses, 
associated  with  urinary  retention,  are  best 
treated  by  the  addition  of  an  external  urethrot- 
omy or  suprapubic  cystotomy. 

Treatment 

1.  Operative  intervention  is  essential  and  is 
always  an  emergency  procedure.  Spinal  anes- 
thesia gives  the  lowest  mortality. 

2.  Besides  multiple  incisions  of  infiltrated 
tissues,  diversion  of  the  urinary  stream  is  of 
paramount  importance. 

3.  Diversion  of  the  urinary  stream  is  ac- 
complished by  one  of  three  methods:  (a)  supra- 
pubic cystotomy;  (b)  external  urethrotomy; 
(c)  indwelling  urethral  catheter  (which  is  con- 
demned). 

4.  Multiple  incisions  should  be  short  and 
superficial.  No  necessity  for  exposing  the  testes. 
Unnecessary  mutilation  is  thereby  avoided. 

5.  The  general  condition  requires  strenuous 

measures:  continuous  intravenous  infusions, 

transfusions,  tetanus  and  anaerobic  antitoxin, 
gas  gangrene  serum,  and  sulfonamides. 

Advantages  of  Suprapubic  Cystotomy 

1.  It  most  effectually  drains  the  bladder. 
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2.  It  reduces  to  a minimum  the  trauma  and 
manipulation  of  the  urethra  during  the  acute  in- 
fection. 

3.  It  frees  the  urethra  from  the  presence  of  a 
foreign  body  and  puts  the  muscles  at  rest. 

4.  It  permits  the  tube  to  be  more  easily 
cared  for  and  kept  patent. 

5.  It  is  followed  less  often  by  perineal 
fistula. 

Disadvantages  of  Perineal  Urethrotomy 

1.  It  requires  unnecessary  and  harmful 
manipulation  of  the  diseased  urethra. 

2.  Thrombophlebitis,  bacteriemia,  pyelone- 
phritis, undue  urethral  hemorrhage,  or  rupture  of 
the  urethra  may  be  induced  thereby. 

3.  It  is  technically  difficult  with  impassable 
strictures  without  a guide. 

4.  It  does  not  so  effectually  put  the  urethral 
muscles  at  rest. 

5.  It  does  not  permit  the  tube  to  be  so  easily 
cared  for  postoperatively. 

6.  It  is  followed  more  frequently  by  perineal 
fistula. 

Disadvantages  of  Catheter  Drainage 

1 . It  does  not  put  the  urethra  at  rest. 

2.  With  so  much  infection  already  present, 
the  catheter  only  aggravates  the  urethritis. 

3.  It  is  difficult  to  keep  in  place  and  patent. 

4.  It  cannot  be  attached  to  the  swollen  and 
infiltrated  penis. 

5.  It  moves  and  loses  the  optimum  site  for 
drainage  of  the  bladder,  so  that  urine  is  either 
retained  in  the  bladder  or  forcibly  expelled 
alongside  the  catheter. 

6.  Its  presence  may  induce  prostatitis,  semi- 
nal vesiculitis,  epididymitis,  or  thrombophlebitis. 

7.  It  results  in  the  highest  mortality. 

Postoperative  Care 

1.  Frequent  wet  dressings  with  warm  solution 
of  potassium  permanganate. 

2.  Careful  daily  observation  of  wounds  to 
note  whether  further  infiltration  develops,  so 
that  prompt  revision,  secondary  incisions,  or 
removal  of  sloughing  tissue  may  be  accomplished 
without  delay. 

3.  Following  control  of  extravasation,  sub- 
sidence of  fever,  and  stabilization  of  the  patient’s 
general  condition,  hot  sitz  baths,  and  gradual 
dilation  of  urethral  strictures  is  begun.  This  is 
most  easily  conducted  while  suprapubic  drainage 
is  continued. 

4.  Periodic  dilation  and  careful  follow-up  will 
prevent  recurrence. 

Prognosis 

Three  principal  factors  contribute  to  the  high 
mortality  in  extravasation: 


1 . Severity  of  infection  and  toxemia. 

2.  Delayed  treatment. 

3.  Improper  surgical  management. 

Influence  of  Delayed  Treatment 

1.  Of  13  survivors  operated  upon  by  supra- 
pubic cystotomy  or  external  urethrotomy,  9 
were  operated  upon  on  the  day  of  admission— 
whereas  of  16  patients  who  died,  only  6 were 
operated  upon  on  the  day  of  admission. 

2.  Of  7 patients  that  died  after  suprapubic 
cystotomy  or  perineal  urethrotomy,  only  2 were 
operated  upon  on  the  day  of  admission;  the  other 
5 cases  presented  a delay  of  from  one-half  to 
five  days  before  operation. 

3.  Of  7 patients  that  died  following  suprapubic 
cystotomy  or  perineal  urethrotomy,  the  following 
number  of  days  elapsed  from  onset  to  operation : 
4,  7V2,  7,  7,  7 Vs,  11,  and  12  days,  respectively. 

Conclusions 

1.  A newer  concept  of  the  pathogenesis  is 
based  on  vascular  involvement. 

2.  This  concept  not  only  explains  the  varied 
clinical  syndromes  encountered,  but  also  yields 
a more  rational  basis  for  treatment. 

3.  Diversion  of  the  urinary  stream  is  essential 
even  in  the  absence  of  urinary  obstruction. 

4.  Injection  experiments  conducted  by  x-ray 
and  dissection  together  with  clinical  and  autopsy 
records  failed  to  reveal  any  case  wherein  the 
tunica  vaginalis  testis  was  involved.  Therefore, 
the  avoidance  of  the  deeper  structures  of  the 
scrotum  and  especially  the  tunica  vaginalis 
testis  is  stressed  as  a preventive  of  unnecessary 
mutilation. 

5.  Of  32  cases  reviewed  16  died.  Of  3 cases 
not  operated  upon  all  died.  Of  11  cases  sub- 
jected to  suprapubic  cystotomy  7 survived,  and 
of  9 cases  subjected  to  external  urethrotomy  6 
survived,  while  of  the  9 cases  operated  upon 
without  any  diversion  only  3 survived.  Of  the 
last  3 cases,  2 had  only  localized  conditions 
resembling  periurethral  abscess.  The  other 
spontaneously  ruptured  his  perineum,  thereby 
adequately  diverting  the  urinary  stream  and 
saving  his  life. 

6.  Of  the  last  7 consecutive  cases  treated  in 
the  latter  part  of  1938  and  1939,  when  the 
principles  enunciated  in  this  paper  were  em- 
phasized, there  were  no  deaths. 

322  Central  Park  West 
New  York  City 
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Discussion 


Dr.  Joseph  D’Errico,  North  Tonawanda,  New 
York — Dr.  Finestone’s  paper  has  not  enlightened  me 
very  much.  In  fact,  feeling  that  we  had  finally 
come  to  a rational  treatment  for  urinary  extravasa- 
tion, I am  now  confused,  if  anything. 

First  of  all,  let  us  distinguish  between  a periure- 
thral abscess,  per  se,  one  with  secondary  extravasa- 
tion, and  traumatic  extravasation  without  infection. 
Much  is  left  unexplained  when  it  is  said  that  the 
orthodox  picture  of  perineal  trauma  followed  by 
swelling  limited  in  extent  by  the  triangular  ligament, 
Buck’s,  Colles’,  and  Scarpa’s  fascia  with  its  familiar 
picture  in  its  various  stages  is  not  extravasation. 
A voiding  pressure  of  80  mm.  of  mercury  does  not 
prove  to  me  that  an  insulted  vesical  control  mecha- 
nism cannot  go  well  over  that.  How  many  of  us 
have  seen  the  20-vear-old  man  force  the  fluid  level 
up  in  the  irrigator  under  intense  spasm  while  the 
scope  was  in  place?  A hvpodermoclysis  certainly 


does  not  need  more  than  80  mm.  of  mercury  pres- 
sure to  cause  diffusion  of  the  fluid. 

The  initial  process  is  certainly  extravasation.  At 
what  point  the  biochemical  process  of  vessel  throm- 
bosis and  tissue  necrosis  aids  extension  along  the 
familiar  planes  is  a matter  of  speculation.  That 
these  patients  die  of  infection,  anaerobic  or  aerobic, 
is  not  borne  out  by  reliable  culture  studies  with 
proper  evaluation.  Most  of  us  certainly  do  not 
have  infected  bladders.  Then  why  should  we  die  of 
infection  if  this  more  or  less  sterile  fluid  extrava- 
sates? 

The  tremendous  vascularity  of  the  bulb  and  cor- 
pus cavernosum  is  familiar  to  all  of  us.  We  have 
seen  patients  who  show  a sharp  rise  in  temperature 
on  first  voiding  after  prostatectomy,  have  positive 
blood  cultures,  yet  recover  in  four  or  five  days  with- 
out any  particular  treatment.  They  literally  voided 
bacteria  into  their  blood  streams. 

To  impress  his  underlings,  Dr.  H.  H.  Young  gave  a 
transfusion  via  the  corpus  cavernosum,  thereby 
demonstrating  the  tremendous  absorptive  power  of 
this  particular  area  of  the  vascular  system. 

It  is  still  extravasation  to  me,  with  death  due  to 
absorption  of  a by-product  of  a biochemical  reac- 
tion of  the  urine,  not  to  infection,  unless  it  be  purely 
contributory  as  a complication.  To  use  a catheter 
in  either  diagnosis  or  treatment  is  almost  unpardon- 
able in  all  but  the  extremely  rare  instance. 

Dr.  George  F.  Hoch,  New  York  City — Dr.  Fine- 
stone deserves  our  plaudits  for  his  clinical  and  experi- 
mental observations.  His  treatment  of  these  cases 
should  be  standard. 


NEW  METHOD  OF  ADMINISTERING  MORPHINE 


Because  of  the  critical  shortage  of  tin,  the  U.S. 
Office  of  Civilian  Defense  has  been  unable  to  pro- 
cure syrettes  for  administration  of  morphine  by 
physicians  of  Emergency  Medical  Service.  To 
meet  this  serious  difficulty,  a new  device  using 
glass  and  plastic  has  been  developed. 

This  device  consists  of  a small,  scaled-glass  am- 
pule containing  one-fourth  grain  or  one-half  grain  of 
morphine  in  solution.  This  solution  is  under  suffi- 
cient pressure  to  eject  the  entire  contents.  A piece 
of  transparent  plastic  tubing  encloses  the  neck  of 
the  ampule  and  connects  it  to  the  hub  of  the  needle. 
The  shaft  of  the  needle  is  enclosed  in  a small  glass 
tube,  to  which  is  attached  a stylet.  At  the  hub  of 
the  needle  within  the  plastic  tube  is  a small  filter. 
Following  is  the  method  of  using  the  ampule: 

1 .  The  body  of  the  ampule  is  grasped  by  the  right 
hand. 


2.  The  glass  tube  protecting  the  needle  is  with- 
drawn by  a twisting  and  pulling  movement  of  the 
fingers  of  the  left  hand. 

3.  With  the  needle  pointing  down  and  the  body 
of  the  ampule  vertical  to  the  skin,  the  needle  is 
inserted  by  jabbing  it  under  the  skin. 

4.  When  the  needle  is  in  place,  and  with  the 
ampule  vertical  to  the  skin,  pressure  is  exerted  with 
the  thumb  and  two  fingers  on  the  plastic  tubing  to 
break  the  neck  of  the  ampule.  It  is  important  that 
the  ampule  be  held  vertical  to  the  skin,  in  order  that 
morphine  may  not  be  lost  by  improper  technic. 

5.  The  pressure  within  the  ampule  ejects  the 
contents.  The  filter  prevents  glass  splinters  from 
clogging  the  needle. 

6.  When  the  ampule  is  empty,  the  needle  is 
withdrawn!  and  the  whole  device  is  discarded. — 
Rocky  Mountain  M.  J. 


NEW  LENS  GRINDING  INSTRUMENT 

Production  of  precision  lenses,  the  “glass  eyes” 
of  gunsights,  binoculars,  and  other  military  in- 
struments, has  been  greatly  speeded  by  a diamond- 
impregnated  grinding  machine  which  automatically 


grinds  curves  or  planes  on  glass.  A wide  range  of 
curves  can  be  ground  with  the  device  and  from  one 
to  fifty  lenses  made  in  a single  operation,  depending 
on  the  size — Science  News  Letter 


EPIDIDYMITIS:  ITS  RELATIONSHIP  TO  TRAUMA  AND 
COMPENSATION 

Roy  B.  Henline,  M.D.,  New  York  City,  and  William  Yunck,  M.D., 
Seattle,  Washington* * 


THE  development  of  epididymitis  and  its 
relationship  to  trauma,  as  defined  by  the 
New  York  State  Workmen’s  Compensation  Law, 
present  a difficult  problem  to  the  urologist.  The 
causes,  both  direct  and  indirect,  and  the  pre- 
existing conditions  necessary  for  the  production 
of  epididymitis  are  imperfectly  understood. 
Only  a few  of  the  many  patients  suffering  from 
prostatic  or  urinary  infections  develop  an  epididy- 
mitis, even  though  they  may  perform  strenuous 
physical  exercises.  However,  according  to  the 
Compensation  Law,  an  illness  is  compensable 
even  when  it  occurs  or  becomes  aggravated  be- 
cause of  a pre-existing  condition.  The  opinions 
expressed  by  urologists  in  these  cases  are  so  di- 
vergent that  a review  of  the  relationship  between 
epididymitis  and  trauma,  with  regard  to  our 
Compensation  Law,  seems  justified.  It  is  hoped 
that  a clearer  picture  of  the  likely  mode  of  in- 
fection, in  the  light  of  our  present  knowledge, 
may  be  presented,  so  that  urologists  will  be 
closer  to  agreement. 

Causation 

There  is  little  or  no  controversy  regarding  the 
compensability  of  a patient  who  has  received  a 
direct  blow  on  the  scrotum,  resulting  in  the  pro- 
duction of  an  epididymitis.  For  evidence  of 
direct  trauma,  one  should  note  immediate  swell- 
ing in  the  scrotum,  with  severe  pain  and  some 
degree  of  shock,  which  would  be  sufficient  to 
prevent  the  man  from  continuing  work.  An 
effusion  of  serum  or  blood  will  be  present  in  the 
tunica  vaginalis,  yet  this  may  shortly  be  over- 
shadowed by  the  epididymal  lesion.  The  causal 
relationship  between  injury  and  disability  in 
such  a patient  is  apparent. 

Any  of  the  pyogenic  bacteria  may  cause  an 
epididymitis,  but  the  staphylococcus,  strepto- 
coccus, colon  bacillus,  gonococcus,  and  tubercle 
bacihus  are  the  most  frequent  invaders.  Al- 
though it  has  been  shown  that  these  bacteria 
cause  the  malady,  their  exact  mode  of  entry  to 
the  epididymis  is  not  completely  understood. 
Every  urologist  has  his  own  mental  picture  of 
how  the  epididymis  becomes  infected,  but  this 
point  has  not  been  conclusively  proved  and  is 
still  conjectural.  The  relationship,  if  any,  of 


indirect  trauma,  such  as  straining,  tugging,  and 
strenuous  lifting,  to  the  production  of  an  epi- 
didymitis, even  by  aggravating  a pre-existing 
condition,  must  be  considered. 

Mode  of  Infection 

Most  cases  of  infection  of  the  epididymis  are 
produced  by  the  migration  of  bacteria  from  the 
prostatic  urethra,  seminal  vesicle,  or  urine  along 
the  vas  deferens  to  the  epididymis.  Blood- 
borne  epididymal  infections  are  rare.  However, 
other  factors  must  conspire  with  prostatic, 
seminal  vesicular,  or  urinary  infection  actually 
to  produce  epididymitis.  Our  knowledge  of 
most  of  these  accessory  factors  has  been  obtained 
from  experience — the  study  of  cause  and  effect — 
rather  than  from  actual  proof  of  the  manner  in 
which  they  conspire  to  produce  the  epididymitis. 

In  other  words,  with  the  same  underlying  in- 
fection not  all  patients  will  develop  an  epididy- 
mitis, even  under  similar  circumstances.  Ex- 
perience has  taught  that,  in  the  presence  of 
genital  or  urinary  infection,  certain  things  may 
act  as  accessory  agents  in  the  production  of  an 
epididymitis  and,  hence,  should  be  avoided. 
These  may  be  briefly  summarized  as  follows: 

1 . Metal  instruments  should  not  be  passed 
into  the  urethra  in  the  presence  of  an  active 
urethral  discharge,  particularly  if  gonococci 
are  present. 

2.  In  acute  prostatic  infection  the  prostate 
may  be  very  carefully  palpated,  but  not  mas- 
saged. 

3.  Dilatation  of  urethral  strictures,  in  the 
presence  of  urinary  infection,  may  result  in  an 
infection  of  the  epididymis. 

4.  Sexual  excitement  and  the  use  of  alcohol 
predispose  to  the  production  of  epididymitis 
in  the  presence  of  urinary  infection. 

5.  Excessive  strain,  lifting , or  violent  exercise 
should  be  avoided  since  experience  has  taught 
that  such  strain  predisposes  to  the  setting  up 
of  epididymitis. 

Although  the  exact  relationship  between  direct 
or  indirect  trauma  and  infection  is  unknown, 
wisdom,  based  on  experience,  dictates  that  we 
accept  the  above  as  factors  in  the  production  of 
epididymitis  until  the  mode  of  extension  has 
been  better  demonstrated. 

Occasionally  a patient  will  develop  an  epi- 
didymitis, yet  careful  search  will  fail  to  disclose 
any  evidence  of  prostatic,  seminal  vesicular,  or 
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urinary  infection.  Prostatic  enlargement  and 
urethral  stricture  may  also  be  absent,  and  the 
cause  of  the  epididymitis  is  not  ascertained.  It 
has  been  suggested  that  in  such  cases  the  epididy- 
mitis is  produced  by  chemical  irritation  from 
urine  that  has  been  forced  down  the  vas  deferens 
by  a sudden  strain. 

Most  urologists  accept  the  theory  that  tuber- 
culous involvement  of  the  epididymis  occurs,  in 
most  cases,  from  a primary  urinary-tract  in- 
fection in  the  kidney.  In  many  instances,  the 
primary  focus  in  the  kidney  is  not  demonstrable 
clinically.  Although  its  onset  may  be  sudden 
and  impossible  to  differentiate  clinically  from 
that  of  any  other  epididymitis,  tuberculous  epi- 
didymitis may  begin  insidiously,  involving  the 
upper  pole  of  the  epididymis  more  frequently 
and  often  producing  a nodular  or  beady  enlarge- 
ment of  the  vas  deferens. 

The  relationship  of  trauma  to  the  production 
of  tuberculous  epididymitis  is  very  difficult  to 
decide.  It  may  be  possible  for  a sudden  strain 
to  force  urine  containing  tubercle  bacilli  from  a 
tuberculous  kidney  down  the  vas  deferens. 
Tubercle  bacilli  from  an  infected  kidney  usually 
are  found  in  the  urine  in  showers,  and  at  most 
times  the  urine  contains  no  bacteria.  Therefore, 
to  make  this  theory  tenable,  such  a sudden  strain 
must  occur  at  a time  when  a shower  of  bacteria 
has  invaded  the  urine.  However,  according  to 
Thomas,1  tubercle  bacilli  are  believed  at  times 
to  be  present  in  the  vas  deferens  or  epididymis 
without  producing  clinical  epididymitis.  At 
such  times,  even  slight  local  trauma  or  strain 
may  be  sufficient  to  incite  an  inflammatory  lesion 
in  the  epididymis  caused  by  tubercle  bacilli. 

There  is  evidence  for  believing  that,  under 
certain  conditions,  urine  may  be  forced  down 
the  vas  deferens,  carrying  with  it  any  bacteria 
present  in  the  urine.  O’Conor2  cites  two  cases 
of  prostatic  hypertrophy  in  which  silvol  was  in- 
jected into  the  patient’s  bladder  after  cathe- 
terization. Vasectomy,  performed  within  twenty- 
four  hours,  showed  the  presence  of  silvol  in  the 
vas  deferens  as  far  down  as  the  tail  of  the  epi- 
didymis. Kreutzmann3  found  that  infected  blad- 
der urine  (as  determined  by  culture)  was  neces- 
sary to  produce  an  infection  in  the  vas  deferens, 
but  that  in  a group  of  patients  with  prostatitis 
alone,  excision  of  a portion  of  each  vas  failed  to 
show  the  presence  of  infection.  He  concludes 
that  viable  organisms  may  be  present  in  the  vas 
without  producing  epididymitis,  but  that  epi- 
didymitis occurs  only  in  the  presence  of  infected 
urine.  He  further  suggests  that,  under  certain 
conditions,  reflux  of  urine  into  the  vas  deferens 
may  occur.  His  studies  showed  that  instru- 
mentation doubled  the  possibility  of  producing 
epididymitis.  Ewell4  believes  that  urine  may 


be  forced  into  the  vas  deferens  by  a strain  and 
states  that  indirect  trauma  (strain)  may  force 
infectious  organisms  in  the  urine,  prostate,  or 
seminal  vesicle  into  the  vas  deferens.  Pelouze5 
states  that  in  98  per  cent  of  gonorrheal  epi- 
didymitis the  gonococcus  reaches  the  epididymis 
by  being  forced  down  the  vas  deferens,  and  that 
this  can  largely  be  prevented  by  instructing  pa- 
tients to  avoid  heavy  exertion  and  sexual  excite- 
ment when  there  is  any  quantity  of  infected 
urine  in  the  bladder.  He  believes  that  most 
nonspecific  epididymitis  is  due  to  infected  urine 
being  forced  down  the  vas  deferens,  frequently 
because  of  hyperplasia  of  the  prostate,  urethral 
stricture,  a small  urethral  meatus,  or  prostatitis. 
A similar  sequence  of  events  may  follow  a severe 
strain,  during  which  the  external  vesical  sphincter 
is  held  so  tightly  closed  as  to  act  in  the  same 
manner  as  an  urethral  obstruction. 

Cummings6  states  that  98  per  cent  of  patients 
with  chronic  prostatic  infection  have  one  or  more 
foci  of  infection  elsewhere.  Pelouze  also  be- 
lieves that  most  cases  of  prostatitis  are  secondary 
to  some  more  distant  infective  focus,  and  not  due 
to  transplantation  of  bacteria  from  the  urethra. 
Such  foci  may  be  found  in  the  teeth,  tonsils, 
furuncles,  or  an  intermittent  pyelonephritis. 
The  prostatic  infection  may  occur  silently,  with 
the  production  of  few  or  no  symptoms,  and  may 
exist  thus  for  years,  the  patient  being  entirely 
unaware  of  its  presence.  The  urine  may  be 
sterile  and  contain  no  pus.  In  some  instances — 
often  owing  to  excessive  use  of  alcohol  or  sexual 
excitement — this  infection  may  become  more 
acute  and  some  of  the  pus  may  exude  from  the 
prostate  and  produce  an  infected  urine.  If  a 
sudden  strain  should  occur  at  this  time,  particu- 
larly with  a filled  bladder,  some  of  this  infection 
may  be  forced  down  the  vas  deferens  with  the 
urine.  In  other  words,  these  smoldering  and 
often  asymptomatic  prostatic  infections  are 
prone  to  exacerbations,  at  which  time,  in  the 
presence  of  other  factors  which  often  include  a 
sudden  strain,  an  epididymitis  may  develop. 

Causal  Relationship  in  Workmen’s  Com- 
pensation 

A urologist  is  often  asked  to  decide  whether  a 
patient  with  an  epididymitis  should  receive  com- 
pensation according  to  our  New  York  Work- 
men’s Compensation  Law.  Many  factors  must 
be  considered  in  rendering  such  a decision,  par- 
ticularly when  a history  of  strain  or  indirect 
trauma  is  obtained.  It  would  appear  logical 
that  some  pain,  tenderness,  and  swelling  should 
occur  in  the  scrotum  at  the  time  of  the  strain, 
yet  all  these  findings  may  be  more  apparent 
several  days  later.  A urine  specimen  should  be 
examined  at  the  earliest  convenient  moment  for 
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the  presence  of  pus,  and  in  doubtful  cases  a urine 
culture  should  be  made.  The  prostate  should 
be  gently  palpated  for  evidence  of  infection.  At 
a later  period,  a smear  of  the  prostatic  fluid 
should  be  examined  for  the  presence  of  pus. 

If  pus  or  infection  is  found  in  the  urine,  or  in 
any  quantity  in  the  prostatic  smear,  one  must 
then  consider  the  possibility  of  this  infection 
being  a pre-existing  focus  of  infection  which  has 
been  aggravated  by  indirect  trauma  to  produce 
the  epididymitis.  In  the  light  of  our  past  ex- 
perience and  the  evidence  pointing  to  the  mode 
of  infection  of  the  epididymis,  it  is  difficult  to 
avoid  the  assumption  that  the  presence  of  in- 
fection in  the  urine  or  the  prostatic  fluid  is  one 
of  the  factors  in  the  production  of  epididymitis, 
and  may  be  aggravated  by  sudden  strain  or 
lifting.  Kennedy7  points  out  that  it  has  long 
been  an  accepted  practice  to  prohibit  strenuous 
physical  activities  in  patients  suffering  from 
gonorrheal  prostato- vesiculitis  in  an  effort  to 
prevent  infection  from  extending  down  the  vas 
deferens  to  the  epididymis.  The  mode  of  ex- 
tension to  the  epididymis  appears  to  be  the  same 
when  other  organisms  are  present.  He  further 
states  that  if  our  assumption  that  excessive 
physical  exercise  predisposes  to  the  extension  of 
infection  to  the  epididymis  in  venereal  infections 
is  correct,  it  is  not  unreasonable  to  assume  that 
the  same  factors  may  produce  an  extension  to 
the  epididymis  from  other  infections  in  the 
prostate  or  seminal  vesicles.  This  conclusion  is 
difficult  to  avoid  in  the  light  of  our  present  knowl- 
edge and  past  experience. 

However,  this  same  conclusion  does  not  apply 
to  most  accident  insurance  cases.  Most  acci- 
dent policies  do  not  cover  an  aggravation  of  a 
pre-existing  condition,  and  direct  trauma  must 
be  substantiated  to  warrant  a claim  on  the 
insurance  company.  On  the  other  hand,  the 
wording  of  the  Workmen’s  Compensation  Law 
of  New  York  makes  an  illness  compensable  if 
the  condition  was  caused  by  an  injury  sustained 
by  the  patient  while  working,  or  if  it  resulted 
from  a previous  disease  or  infection  which  was 
aggravated  by  reason  of  his  occupation.  Since 
it  is  possible  for  a strain  or  lifting,  in  the  presence 
of  a urinary  or  prostato- vesicular  infection,  to  be  a 
factor  in  the  production  of  an  epididymitis,  either 
the  Compensation  Law  should  be  revised,  or 
such  cases  should  be  considered  compensable. 

Summary 

Past  experience  and  available  experimental 
evidence  have  taught  us  that  a strain  or  excessive 


physical  exercise  should  be  avoided  in  the  pres- 
ence of  infection  in  the  urine,  prostate,  or 
seminal  vesicles  because  of  the  possibility  of 
producing  an  epididymitis.  Until  we  have 
satisfactory  evidence  to  controvert  this  theory, 
it  seems  logical  to  assume  that  a severe  strain 
may  be  sufficient  aggravation  of  a pre-existing 
urinary  or  prostato- vesicular  infection  to  aid  in 
the  development  of  an  epididymitis.  When  the 
history,  presence  of  infection,  and  epididymitis 
develop  in  a logical  sequence,  the  assumption  of 
a relationship  between  the  indirect  trauma  and 
the  epididymitis  would  seem  to  be  justified. 
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Discussion 

Dr.  George  F.  Hoch,  New  York  City — The  ten- 
dency of  the  day  is  revolutionary.  It  seems  to  me 
that  Drs.  Henline  and  Yunck  have  gone  to  an  ex- 
treme in  trying  to  establish  a case  against  the  carrier 
in  regarding  epididymitis  to  be  compensable  in  all 
cases.  The  carriers  for  whom  I have  examined  these 
cases  are  willing  to  settle  the  claims  where  I have 
indicated  that  trauma  may  have  been  a factor. 
There  must  be  some  place  where  urologists  and  the 
Compensation  Board  can  meet  in  determining  the 
compensability  of  each  case.  There  is  no  argument 
against  the  causes  given  by  these  essayists,  but  as 
long  as  they  are  grouping  sexual  excitement  and 
exercise  as  causes  how  are  they  going  to  settle  the 
question?  I have  felt  that  where  no  infection  exists 
as  evidenced  by  urinalysis,  smear,  or  rectal  examina- 
tion the  case  is  compensable.  This  also  brings  up 
the  question  of  a positive  staphylococcus  smear. 
In  his  work,  Creevy  has  shown  that  about  30  per 
cent  are  pathogenic. 

I would  like  to  mention  torsion  of  the  cord  as  a 
traumatic  lesion  that  has  to  be  differentiated  from 
epididymitis. 

It  is  a far  cry  from  Wesson  and  his  plea  against 
traumatic  orchitis  to  this  paper.  When  I tried  to 
get  one  of  the  referees  to  formulate  some  rule  on 
compensation  in  epididymitis,  he  said  it  would  al- 
ways be  controversial.  I believe  he  was  made  a 
referee  for  his  sagacity  as  well  as  for  his  legal 
knowledge. 


A STUDY  OF  THE  HEADACHES  FOLLOWING  DIAGNOSTIC 
SPINAL  TAPS 

Harry  Adler,  M.D.,  Elmira,  New  York 


DIAGNOSTIC  spinal  taps  are  becoming 
more  and  more  essential  in  modern  ther- 
apy. Unfortunately,  this  procedure  is  often 
followed  by  headache,  a complication  that  has 
caused  patients  to  refuse  the  spinal  tap  because 
of  the  pain  or  because  the  reaction  may  cause 
the  individual  to  lose  time  from  work.  Our 
study  and  review  of  the  literature  were  under- 
taken to  bring  some  light  on  this  subject. 

Without  question,  it  is  very  beneficial  in  ther- 
apy to  understand  causation.  We,  however,  are 
far  from  knowing  the  cause  of  headaches  in 
diagnostic  spinal  taps.  At  present,  there  are  two 
outstanding  theories — namely,  the  meningeal 
irritation  theory  and  the  leakage  theory.  These 
theories  are  inadequate  in  explaining  headaches, 
and  consequently,  the  prophylactic  therapy  is 
inadequate. 

The  tendency  at  present  is  to  put  the  patient 
to  bed  after  the  spinal.  The  procedure  varies  in 
different  clinics,  and  in  some  clinics  bed  rest  is 
extended  for  twenty-four  hours.  The  question 
is:  is  this  prolonged  bed  rest  essential,  and,  if 
not,  is  it  harmful?  According  to  Stokes,1  even 
when  every  precaution  is  used  some  degree  of 
reaction  occurs  in  from  15  to  25  per  cent  of  pa- 
tients when  they  arise  from  bed  on  the  day  fol- 
lowing puncture.  Davenport2  reported  an  in- 
cidence of  32.8  per  cent  moderate  or  severe  re- 
actions following  lumbar  punctures  performed 
in  Board  of  Health  clinics  in  New  York  City. 
In  our  opinion,  these  figures  are  high,  and  an  im- 
provement should  be  undertaken. 

We  observed  the  shortcomings  of  the  pre- 
vailing theory  of  causation  and,  as  a result, 
recommend  a change  in  the  procedure  of  per- 
forming spinal  taps.  Many  authors  on  the 
subject  have  felt  that  leakage  of  the  fluid  through 
the  opening  made  by  the  needle  accounted  for 
spinal  reactions.  Later,  study  by  other  authors 
revealed  that  leakage  is  not  the  primary  cause  of 
spinal  reactions.  It  is  aptly  concluded  by  Tor- 
bert3  that,  despite  the  wide  acceptance  of  the 
theory  of  leakage  of  cerebrospinal  fluid  as  the 
cause  of  the  symptoms  following  lumbar  punc- 
ture and  the  advancement  of  numerous  other 
theories,  nothing  is  known  regarding  the  mech- 
anism responsible  for  these  symptoms. 

It  behooves  us  to  reconsider  the  causative 
theories.  If  the  leakage  theory  or  the  meningeal 


irritation  theory  were  the  answer,  then  a pa- 
tient should  have  greater  leakage  in  an  upright 
position  after  the  spinal  and  thus  more  severe 
headache.  The  same  applies  to  the  meningeal 
irritation  theory. 

When  our  theories  of  causation  are  incorrect 
and,  as  a result,  we  choose  the  wrong  therapy,  our 
results  are  difficult  to  understand.  Davenport,2 
in  his  series,  had  the  patient  on  the  table  for  ten 
minutes,  then  instructed  him  to  go  home  and 
go  to  bed.  He  remarked  that  it  is  surprising 
that  jostling  in  the  subways  does  not  increase 
the  reaction  after  puncture.  Since  tradition 
has  it  that  postpuncture  rest  is  a vital  factor  in 
minimizing  headache,  it  should,  then,  be  a source 
of  surprise  that  the  figures  for  reaction  are  low  for 
patients  who  ride  the  subway  immediately  after 
puncture. 

Torbert3  reports  that  no  significant  reduction 
in  the  number  of  reactions  following  puncture  is 
obtained  by  keeping  the  patients  recumbent  in  a 
hospital  for  twenty-four  hours  following  the 
operation.  In  his  study,  the  patient  was  turned 
on  his  back  and  rested  for  two  hours  without  a 
pillow.  The  usefulness  of  putting  the  patient 
to  bed  after  a spinal  is  therefore  highly  doubtful. 

Then  the  question  arises,  what  results  will  we 
obtain  if  we  allow  patients  to  be  up  and  about 
after  spinals?  The  work  of  Blau4  is  illuminating 
in  that  his  group  had  48  reactions  out  of  421  cases, 
a percentage  of  11.  However,  in  a group  that 
received  no  rest  either  at  the  clinic  or  at  home 
there  were  5 reactions  out  of  61  cases  ; a percent- 
age of  8. 

Our  study  consisted  of  108  cases,  and  it  was 
viewed  from  several  aspects.  We  performed  our 
spinals  at  2: 00  p.m.,  with  the  patient  sitting  erect, 
and  did  the  tap  as  quickly  as  possible  to  avoid 
agitating  the  patient.  We  advised  him  emphati- 
cally to  go  to  bed  as  late  as  possible;  however, 
if  the  patient  requested  hospitalization,  it  was 
granted,  and  if  the  patient  requested  bed  rest 
following  the  spinal,  that  was  also  granted. 
Since  the  men  in  our  study  are  likely  to  take 
advantage  of  any  opportunity  to  avoid  work 
or  to  make  known  their  complaints,  our  figures 
are  more  significant  than  they  might  be  if  they 
had  been  taken  from  a group  of  patients  who 
must  earn  their  own  livelihood. 

Of  our  108  cases,  14  had  moderate  or  severe 
reactions,  a percentage  of  13.  We  thus  observe 
that  encouragement  to  patients  to  stay  erect 
after  a spinal  does  not  increase  morbidity  but 


* From  the  Hospital  of  the  Elmira  Reformatory,  Elmira, 
New  York;  Leo  J.  Palmer,  M.D.,  Superintendent. 
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TABLE  1. — Type  of  Reactions* 


Reaction : 

0 

1 

2 

3 

4 

Number  of  Cases: 

64 

17 

13 

11 

3 

Percentage: 

59 

15 

12 

10 

3 

somewhat  lowers  the  percentage  of 

headaches. 

Let  us  study 

in  greater  detail  the  direct  affect 

of  bed  rest  upon  spinal  headache. 

TABLE  2 — 

Effect  of  Bed  Rest  on  Reactions* 

To  Bed 

Reaction  According  to  Degree 

After  Spinal 

0 

1 

2 

3 

4 

Immediately 

1 

2 

5 

2 

In  2 or  3 hours 

10 

5 

4 

3 

In  4 or  5 hours 

15 

5 

3 

1 

1 

In  6 hours 

22 

5 

2 

2 

In  8 hours 

16 

2 

2 

Salient  features  of  these  tabulations  are: 

1.  Of  10  men  who  went  to  bed  immediately: 

(а)  One  had  no  headache,  a percentage  of 

10. 

(б)  Two  had  mild  headaches. 

(c)  Five  had  moderate  headaches. 

(d)  Two  had  severe  headaches.  Thus  7 

men  had  moderate  or  severe  head- 
aches, a percentage  of  70. 

2.  Of  20  men  who  went  to  bed  eight  hours 

later: 

(a)  Sixteen  had  no  reaction,  a percentage 
of  80. 

(5)  Two  had  slight  reaction. 

(c)  Two  had  mild  reaction. 

(i d ) None  had  either  moderate  or  severe 
headaches. 

3.  Of  38  men  who  went  to  bed  after  six  hours, 

only  2 had  severe  or  moderate  head- 
aches, a percentage  of  5. 

Two  men  had  spinals  elsewhere — one  in  the 
Army  and  one  in  a leading  university  clinic — as 
well  as  at  our  institution.  Both  went  to  bed 
immediately  after  the  previous  lumbar  puncture 
and  had  severe  reactions,  whereas  in  our  institu- 
tion one  went  to  bed  after  eight  hours  and  had  a 
slight  reaction,  and  the  other  went  to  bed  after 
four  hours  and  had  no  reaction. 

Thus  we  observe  that  bed  rest  is  not  only  far 
from  useful,  but  is  apparently  a harmful  pro- 
cedure in  performing  diagnostic  spinal  taps. 

Our  next  step  is  to  discuss  causation  from  a 
new  aspect.  Dattner  and  Thomas5  believe  that 
neither  the  leakage  theory  nor  the  meningeal 
theory  alone  explains  the  reactions  but  that  both 
factors  may  be  present  and  that  they  both  help 
to  produce  changes  in  the  hydrodynamics  of  the 

* The  following  code  applies  to  “Reaction”  in  Tables  1, 

2,  and  3: 

0:  No  headaches. 

1:  Slight  headache,  usually  lasting  less  than  an  hour,  and 

appearing  within  several  hours  after  tap. 

2:  Mild  headache. 

3:  Moderate  headache. 

4:  Severe  headache,  requiring  hospitalization  flat  on  back. 


central  nervous  system.  They  further  believe 
that  reflex  responses  of  the  vasomotor  system 
have  an  important  part  in  affecting  such  altera- 
tions. They  further  express  the  opinion  that  in 
some  cases  there  may  actually  be  an  edema  of  the 
meninges  or  of  the  brain. 

The  retinal  arteries,  being  the  only  visible 
access  to  intracranial  vascular  study,  should  be 
considered  here.  Fortunately,  postpuncture 
changes  in  the  ocular  mechanism  have  been  re- 
corded by  several  workers.  Levy  et  alA  reported 
2 cases  of  papillary  edema  following  lumbar 
puncture,  the  causation  of  which  was  attributed 
to  the  reactional  hypertension  that  may  follow 
the  withdrawal  of  spinal  fluid. 

Guillain,  Alajouanine,  and  La  Grange7  found 
congestion  of  the  disk  with  dilatation  of  the 
veins  and  sometimes  even  edema  in  those  persons 
who  manifested  headache,  vomiting,  or  vertigo 
following  lumbar  puncture.  They  also  consider 
these  findings  to  be  a reactional  attack  of  intra- 
cranial hypertension,  caused  by  a compensatory 
hypersecretion  of  the  choroid  plexus,  sub- 
sequent to  spinal  fluid  drainage. 

Powell  and  Smith,8  in  a study  to  show  the 
relationship  between  symptoms  and  fundus 
changes,  found  that  out  of  16  cases  with  changes 
in  the  optic  disk  9 had  nausea  or  headache. 

In  line  with  the  works  of  these  authors,  we 
feel  that  intracranial  hypertension  is  the  cause 
of  the  headaches,  and  we  will  attempt  to  point 
out  other  factors  that  may  influence  the  choroid 
plexus  and  thus  influence  intracranial  tension. 

Work  done  by  Kulchar  and  King,9  and  also 
by  Schube  and  Le  Drew,10  revealed  enlightening 
observations  that  sodium  amytal  given  by 
mouth  before  spinal  tap  cut  the  percentage  of 
headaches  by  one-half,  as  compared  with  the 
group  that  received  no  medication  or  received 
codeine  hypodermically. 

Emotional  reactions  vary  with  sex  and  with 
race,  as  evidenced  by  the  reports  of  other  authors. 
Davenport* 2  found  that  Puerto  Ricans  react 
most  severely  to  spinal  taps.  Women  have  been 
found  by  various  authors  to  be  more  reactive 
than  men. 

All  our  patients  were  institutional  cases  and 
were  under  our  observation  for  at  least  one  year. 
We  were  thereby  afforded  every  opportunity  to 
know  intimately  their  emotional  reactions  and 
constitutional  makeup.  There  are  a number  of 
patients  who  have  many  vague  aches  and  pains, 
who  are  treated  unsuccessfully,  and  who  have  a 
multiplicity  of  diagnoses.  Alvarez11  has  classi- 
fied these  patients  as  “constitutional  inade- 
quates.”  The  commonest  symptoms  are  those 
of  excessive  fatigue,  lack  of  energy,  and  lack  of 
reserve  strength.  Other  common  complaints 
are  aches  and  pains  everywhere,  nervousness, 
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faintness,  dizziness,  indigestion,  poor  appetite, 
loss  of  weight,  regurgitation,  a sensitive  colon, 
palpitation,  clammy  hands,  cardiac  neuroses, 
slow  recovery  from  any  injury  or  illness,  insomnia, 
“chronic  fever,”  and  “weak  eyes.” 

We  proceeded  to  classify  all  our  cases  accord- 
ing to  the  observations  of  Alvarez.  We  sub- 
divided the  patients  into  three  groups — namely, 
normal,  borderline,  and  constitutional  inade- 
quates.  After  we  had  all  of  the  patients  placed 
in  their  proper  groups,  we  recorded  the  number 
and  type  of  reaction  of  each  group. 


TABLE  3. — Reaction  and  Constitutional  Makeup* 


Reaction 

0 

l 

2 

3 

4 

Total 

Normal 

48 

14 

9 

5 

l 

77 

Borderline 

7 

1 

2 

10 

Constitutionally 

inadequate 

9 

3 

4 

4 

2 

22 

1.  Salient 

features 

of 

the 

normal 

group 

include: 


(a)  Forty-eight  out  of  77  had  no  head- 

ache, a percentage  of  62. 

( b ) Six  out  of  77  had  a moderate  or  severe 

headache,  a percentage  of  7. 

2.  Salient  features  of  the  constitutionally 
inadequate  group  were: 

(a)  Nine  out  of  22  had  no  headache,  a 

percentage  of  41. 

(b)  Six  out  of  22  had  a moderate  or  severe 

headache,  a percentage  of  27. 

We  continued  further  study  of  the  constitu- 
tionally inadequate  group,  and  we  made  this 
additional  observation:  Of  the  4 men  who  went 
to  bed  immediately,  all  4 developed  a moderate 
or  severe  headache. 

Summary 

It  behooves  us  to  reconsider  the  causation  of 
spinal  tap  headaches  and  to  suggest  a change 
in  the  procedure  of  spinal  taps.  As  we  well  know, 
blood  pressure  and  metabolic  readings,  glandular 
functions,  and  the  functioning  of  various  and 
composite  units  of  the  sympathetic  and  para- 
sympathetic nervous  systems  are  markedly 
influenced  by  emotions;  therefore,  the  choroid 
plexus  may  be  influenced  in  the  same  fashion. 
As  previously  stated,  edematous  changes  have 


been  noted  in  the  fundi  of  patients  who  have  had 
headaches  following  spinal  taps.  Consequently, 
we  believe  that  the  headaches  are  due  to  an  in- 
creased amount  of  fluid  in  the  central  nervous 
system.  As  previously  reported  by  other  writers, 
sedation  given  before  spinal  tap  entails  a lower 
percentage  of  post-tap  headaches.  In  our  own 
series,  we  find  a definite  correlation  between 
constitutional  inadequacy  and  headaches.  We 
must  recognize  the  fact  that  a patient  lying  flat 
on  his  back  is  bound  to  be  very  alert  to  any  and 
all  subjective  sensations,  and  therefore  we  cannot 
deny  that  putting  a patient  to  bed  after  a spinal 
to  avoid  a headache  is  apt  to  encourage  intro- 
spection and  thereby  subject  the  patient  to  many 
troublesome  thoughts  and  sensations.  In  light 
of  this  observation,  it  has  been  our  procedure 
to  perform  the  spinal  tap  with  as  little  fanfare 
as  possible,  to  encourage  the  patient  to  be  up 
and  about,  and  to  regard  this  test  as  one  similar 
to  a routine  Wassermann. 


Conclusion 

The  sooner  a patient  goes  to  bed  after  a 
diagnostic  spinal  tap,  the  more  apt  he  is  to  have 
a headache  and  the  more  likely  it  is  to  be  a severe 
headache.  The  longer  a patient  is  erect  after 
spinal  tap,  the  less  apt  he  is  to  have  a headache, 
and  if  one  is  present,  it  is  likely  to  be  mild. 

We  believe  there  are  two  factors  that  pre- 
dominate as  to  the  causative  factors  of  spinal 
headaches — namely,  constitutional  makeup  and 
disturbed  psychogenic  influences. 
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MODERN  PILL  BOX 

A pill  box  which  dispenses  only  one  pill  at  a time 
has  been  recently  patented.  One  pill  at  a time 
pops  from  a small  opening  in  the  molded,  pocket- 


size  container,  the  remainder  being  inaccessible  and 
protected  from  dust  and  other  contamination. — 
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VITAMINS  FOR  GRAY  HAIR 

J.  J.  Eller,  M.D.,  and  Luis  A.  Diaz,  M.D.,  New  York  City 


RECENT  reports  contain  some  indications 
- that  certain  cases  of  achromotrichia  might 
be  due  to  a vitamin  deficiency.  In  1938  several 
investigators1,2  reported  that  rats  reared  on  a 
diet  deficient  in  certain  constituents  of  the  vita- 
min B complex  developed  a depigmentation  of 
their  fur,  a condition  which  was  promptly  re- 
versed by  addition  to  the  diet  of  the  lacking  fac- 
tors. This  “nutritional  achromotrichia,”  as  it 
has  been  called,  attracted  considerable  attention. 
Shortly  afterward  several  groups  began  to  in- 
vestigate the  nature  of  the  “anti-gray-hair  fac- 
tor.” 

One  of  the  constituents  of  the  vitamin  B com- 
plex whose  lack  in  the  diet  is  capable  of  causing 
achromotrichia  in  animals  was  identified  chemi- 
cally as  pantothenic  acid.3,4,5,6  Ansbacher7 
and  Martin8  a short  time  later  reported  that 
para-aminobenzoic  acid  had  similar  effects  in 
animals,  and  Sieve,9  who  fed  doses  of  100  mg. 
daily  to  adults,  reported  that  after  about  two 
months  there  was  a darkening  of  the  hair  in  all 
instances.  It  is  still  questionable  whether  para- 
aminobenzoic  acid  can  be  classified  as  a vitamin. 

An  editorial  which  appeared  on  January  24, 
1942,  in  the  Journal  of  the  American  Medical 
Association  stated:  “A  diversity  of  opinion  still 

prevails  about  the  relation  between  diet  and 
graying  of  hair  in  animals.  Most  investigators 
have  been  unable  to  verify  Ansbacher’s  observa- 
tion that  para-aminobenzoic  acid  is  related  in  any 
way  with  the  phenomenon  of  graying  hair  in 
animals.  The  recent  report  of  Unna,  Richards, 
and  Sampson10  of  the  Merck  Institute  states  that 
black  rats  which  are  fed  a synthetic  diet  deficient 
in  pantothenic  acid  become  gray  in  about  four  to 
six  weeks.  Pantothenic  acid  at  a level  of  100 
micrograms  a day  will  prevent  or  cure  this  condi- 
tion. Para-aminobenzoic  acid  in  these  experi- 
ments was  entirely  ineffective. 

“Over  ten  years  ago  it  was  observed  by  a num- 
ber of  biochemists  interested  in  nutritional 
anemia  that  black-haired  rats  became  gray  on  a 
milk  diet.  When  the  anemia  was  developed  on 
this  diet,  it  was  cured  by  administration  of  iron 
and  copper,  and  the  color  of  the  hair  likewise  was 
restored  to  normal.  Agnes  Fay  Morgan1  and 
others  showed  in  1938  that  a similar  condition  of 
gray  hair  could  be  produced  in  animals  by  a diet 
that  did  not  contain  all  factors  of  the  vitamin  B 
complex.  Thus  came  the  conviction  that  vita- 
mins may  be  concerned  with  this  phenomenon. 
Even  yet  the  experimental  evidence  is  conflict- 
ing. 


“Is  para-aminobenzoic  acid  really  concerned 
with  the  maintenance  of  normal  dark  hair  color  in 
man?  If  gray  hair  is  darkened  by  administration 
of  relatively  large  amounts  of  this  substance,  the 
effect  may  be  due  simply  to  the  excretion  into  the 
hair  of  some  paraphenylendiamine-like  compound 
which  acts  like  a dye. 

“Further,  in  view  of  the  paucity  of  information 
about  the  functions  of  para-aminobenzoic  acid,  it 
would  be  highly  desirable  to  know  something 
about  the  metabolic  history  of  this  chemical  in  the 
body  before  relatively  large  doses  are  adminis- 
tered to  the  patients  over  comparatively  long 
periods  of  time.  Finally,  the  evidence  in  behalf 
of  some  definite  relationship  between  intake  of 
vitamins  and  graying  of  hair  is  far  more  convinc- 
ing for  pantothenic  acid  than  for  para-amino- 
benzoic acid.” 

We  have  given  para-aminobenzoic  acid  to  88 
persons  of  different  ages  and  sexes  in  various 
stages  of  achromotrichia.  Included  in  this  group 
were  20  inmates  of  a New  York  State  penal  in- 
stitution. The  patients  were  given  lOOmg. 
tablets  3 or  4 times  daily  over  periods  ranging 
from  three  to  five  months  with  no  untoward 
effects.  Each  patient  had  blood  pressure  read- 
ing, urinalyses,  and  a general  endocrine  survey. 

There  were  a small  number  that  showed  defi- 
nite changes  in  the  color  of  their  hair.  Each  of 
these  cases  will  be  described  separately. 

Case  Reports 

Case  1. — Mr.  G.  was  a 48-year-old  inmate,  whose 
hair  had  been  gray  for  twenty- two  years.  On  our 
first  examination  the  hair  all  over  the  scalp  was  prac- 
tically white.  He  had  been  under  treatment  for  a 
cardiac  condition  and  arthritis.  He  was  given  100 
mg.  tablets  of  para-aminobenzoic  acid  three  times 
daily.  There  was  no  change  until  after  three 
months,  at  which  time  there  was  a definite  appear- 
ance of  black  hair  and  at  the  end  of  five  months  this 
was  so  apparent  that  the  appearance  of  the  scalp 
was  iron  gray  in  color.  In  addition  to  our  own 
observations,  this  observation  coincided  with  that  of 
the  physician  in  charge  of  the  institution  (Dr. 
Banay). 

Case  2. — Mr.  S.,  an  inmate  (a  lifer)  aged  55,  was 
apparently  in  good  health  except  for  an  allergic 
dermatitis  probably  due  to  contact  with  rabbit  fur. 
His  hair  was  yellowish-white  in  color.  After  the  in- 
gestion of  para-aminobenzoic  acid  in  the  above  dos- 
ages for  a period  of  ten  weeks  there  appeared  on  the 
temple  and  occipital  region  a definite  brownish-black 
discoloration  of  the  hair.  The  patient  stopped  tak- 
ing the  para-aminobenzoic  acid,  and  two  months 
later  the  dark  discoloration  had  practically  dis- 
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appeared,  and  the  hair  had  reassumed  the  yellowish- 
white  color. 

With  the  exception  of  a partially  gray-haired 
negro  who  seemed  to  have  an  increase  in  the 
number  of  black  hairs,  there  was  no  noticeable 
change  in  the  color  of  the  hair  of  the  other  17  in- 
mates under  treatment. 

In  the  other  group  of  68  patients,  consisting  of 
both  men  and  women,  there  was  only  one  case  in 
which  there  was  a definite  change  in  the  color  of 
the  hair.  This  was  Mr.  H.  C.,  aged  51.  He  was 
in  good  general  health.  After  two  months’ 
treatment  there  was  a darkening  of  the  hair  all 
over  the  scalp,  and  on  the  top  and  temporal  re- 
gions the  hair  actually  became  black.  His 
moustache  also  darkened. 

Three  other  patients  having  both  gray  hair  and 
vitiligo  showed  no  changes  in  either  after  four 
months’  treatment. 

In  no  patient  in  the  entire  group  of  88  patients 
was  there  a complete  change  from  white  or  gray 
to  the  normal,  original  color  of  the  patient’s  hair. 

Since  the  increase  in  pigmentation  of  the  hair 
occurred  in  so  few  cases  in  the  treated  group,  we 
are  not  certain  that  the  para-aminobenzoic  acid 
was  the  causative  factor  in  the  darkening  of  the 
hair. 

Many  of  these  patients  were  also  given  the 
vitamin  B complex  mixture  that  is  described  be- 
low, and  those  women  near  the  menopausal  age 
received  estrogenic  hormones  in  addition. 

During  the  past  two  years,  we  have  given  to 
more  than  200  patients  a mixture  consisting  of  an 
extract  of  the  natural  vitamin  B complex*  de- 
rived from  high  potency  brewers’  yeast  flavored 
with  sodium  glutamate.  These  patients  received 
no  other  vitamins  or  medication  of  any  kind.  The 
following  is  the  formula:  10  Gm.  (1  heaping  tea- 

spoonful) supply;  5.0  mg.  thiamine  (vitamin  Bi) ; 
2.4  mg.  riboflavin  (vitamin  B2) ; 22  mg.  niacin;  V6 
mg.  pyridoxine  (vitamin  B6);  5A  mg.  pantothenic 
acid;  5/3  Gm.  protein;  2.4  Gm.  carbohydrate; 
0.05  Gm.  fat;  and  2.3  Gm.  mineral  (ash).  While 
there  were  no  spectacular  results  regarding 

* Natuplex  B (Squibb). 


changes  in  the  gray-haired  individuals,  certain 
patients  had  a definite  darkening  of  their  hair. 
In  others  the  hair  became  finer  and  more  silky. 
In  those  individuals  whose  nails  were  brittle 
and  frequently  breaking  off,  there  was  a definite 
strengthening  of  the  nails  and  loss  of  brittleness. 
The  darkening  of  the  hair  and  improvement  in  the 
nails  may  be  attributed  to  an  improvement  in  the 
general  health  of  the  patient  rather  than  to  any 
special  vitamin.  In  discussing  the  gray-hair 
problem,  many  patients  were  of  the  opinion  that 
their  hair  looked  less  gray  when  they  were  in 
better  general  health,  especially  in  persons  who 
were  prematurely  gray. 

As  pointed  out  by  the  J.A.M.A.:  “Not  ail 
people  whose  hair  has  turned  gray  are  necessarily 
suffering  from  a demonstrable  vitamin  deficiency. 
Before  further  experimental  work  is  done  on 
human  beings  it  would  be  well  to  exhaust  the 
possibilities  of  animal  experimentation  to  ascer- 
tain the  metabolic  function  of  these  substances 
that  are  present  in  yeast.”11 

We  have  certainly  gained  the  impression  from 
our  observations  and  study  of  the  available 
literature  that  the  use  of  pantothenic  acid  or  of 
para-aminobenzoic  acid  for  achromotrichosis 
needs  further  investigation  and  corroboration  be- 
fore being  expounded  to  the  public  as  a “cure” 
for  gray  hair  in  humans. 

745  Fifth  Avenue 
New  York  City 
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AN  EXPENSIVE  HABIT 
One  of  our  readers  sends  us  a fairly  typical  ex- 
ample of  the  overpayment  to  which  patients  are 
subject  when  physicians  order  proprietary  drugs 
instead  of  writing  out  their  own  prescriptions. 

The  correspondent  in  question  had  received  an 
advertisement  giving  the  ingredi*3nts  of  a proprietary 
vitamin  product  retailing  at  $7.50  per  hundred  tab- 
lets. Struck  by  the  high  cost,  he  took  the  formula 
to  his  druggist  for  an  estimate.  The  latter  quoted  a 
price  of  $4.50  per  hundred— a saving  of  40  per  cent. 
Most  pharmacists  will  agree  that  the  prescription 


of  preparations  under  a proprietary  name  increases 
the  costs  of  medication  to  the  public.  Moreover,  it 
tends  to  reduce  the  pharmacist  to  the  status  of  a mere 
middle  man,  discouraging  the  skill  of  an  ancient  and 
honorable  profession. 

For  the  most  part,  physicians  order  proprietary 
products  instead  of  writing  out  their  prescriptions 
from  habit  rather  than  conviction.  It  is  a habit 
which  should  be  discarded  in  view  of  the  excessive 
costs  it  imposes  upon  the  public. — J . Med.  Soc. 
County  of  N.  Y. 


LESIONS  OF  THE  ANORECTAL  REGION  ASSOCIATED  WITH 
SYMPTOMS  OF  PROSTATISM 

Joseph  A.  Lazarus,  M.D.,  New  York  City 


WHILE  the  term  “prostatism”  usually  calls 
to  mind  an  elderly  man  with  an  obstruct- 
ing prostate,  it  is  obvious  that  this  syndrome 
may  be,  and  frequently  is,  due  to  a variety  of  other 
conditions.  Chief  among  these  are  the  median 
bar  and  contracture  of  the  vesical  neck,  which 
have  given  rise  to  the  term  “prostatisme  sans 
prostate.”  This  communication,  however,  will 
deal  primarily  with  lesions  in  the  lower  bowel 
which  have  been  found  to  be  either  directly 
responsible  for  the  symptoms  of  prostatism,  or 
to  be  so  closely  associated  with  the  syndrome 
that  one  is  unable  to  state  with  any  degree  of 
certainty  just  what  role  such  lesions  actually 
play  in  the  clinical  picture. 

At  the  very  outset  it  might  be  well  to  dif- 
ferentiate clearly  between  a case  of  prostatism 
associated  with  and  directly  due  to  the  presence 
of  an  obstructing  prostate  gland  and  one  as- 
sociated with  an  enlarged  prostate  in  which  the 
gland  plays  no  part  whatsoever  in  the  causation 
of  symptoms.  Diagnostic  errors  are  frequently 
made,  particularly  by  general  surgeons  and  prac- 
titioners when  they  are  presented  with  patients 
well  within  the  prostatic  age  limit  who  complain 
of  prostatism,  and  in  the  course  of  routine  rectal 
examinations  enlarged  prostates  are  found.  In 
such  cases  one  is  very  apt  to  conclude  without 
further  substantiating  evidence  that  the  prosta- 
tism is  due  solely  to  the  enlarged  prostate.  But 
in  doing  so  one  loses  sight  of  the  fact  that  an 
enlarged  prostate  is  not  necessarily  an  obstructing 
one. 

Urologists  are  frequently  confronted  with 
patients  who  have  had  their  prostates  removed, 
but  who  return  complaining  of  the  same  symp- 
toms of  prostatism  which  they  had  prior  to  opera- 
tion. In  a considerable  percentage  of  such 
patients,  careful  cystoscopic  and  x-ray  studies 
would  undoubtedly  have  obviated  such  errors. 
There  remains,  however,  a small  group  of  cases 
which  will  elude  the  most  painstaking  and 
carefully  performed  urologic  studies. 

It  might  be  well  to  digress  for  a moment  in 
order  to  discuss  briefly  the  mechanism  underlying 
the  symptom  complex  known  as  “prostatism.” 
It  seems  to  the  writer  that  prostatism  is  es- 
sentially due  to  two  factors:  (1)  actual  me- 

chanical narrowing  of  the  vesical  neck  or  of  the 
prostatic  urethra  due  to  the  prostate  gland; 
and  (2)  superimposed  spasm  of  the  vesical  neck, 
the  detrusor  muscle,  or  the  trigone  alone  or  in 
combination.  Frequently,  relief  of  one  of  these 


factors  will  result  in  the  complete  subsidence 
of  all  symptoms,  depending  upon  the  relative 
degree  of  obstruction  produced  by  one  or  the 
other  of  these  two  operating  influences.  If,  for 
example,  the  predominating  factor  is  the  prostate 
gland  which,  by  virtue  of  its  size  or  as  a result 
of  the  fibrosis  of  the  vesical  outlet  which  it 
causes,  is  producing  the  occlusion,  its  extirpa- 
tion by  one  means  or  another  will  result  in  al- 
leviation of  symptoms.  This  result  ensues  not 
solely  because  of  the  removal  of  the  obstacle 
to  the  free  flow  of  urine  from  the  bladder,  but  by 
incidentally  relieving  the  accompanying  spasm 
of  the  muscles  around  the  vesical  neck.  On 
the  other  hand,  should  the  predominating  factor 
be  spasm,  removal  of  the  cause  underlying  the 
spasm  may  suffice  to  give  relief.  In  this  latter 
group  of  cases,  it  has  been  our  experience  that 
the  enlarged  prostate  has  served  only  as  an 
incidental  factor  in  the  causation  of  symptoms. 

Since  it  is  intended  to  point  out  a few  snares 
resulting  from  lesions  in  the  lower  bowel,  wdiich 
are  ever  present  in  the  path  of  the  urologist,  it 
seems  advisable  to  discuss  this  subject  under 
two  of  its  broader  captions:  (1)  prostatism 

primarily  due  to  the  colonic  lesion;  and  (2) 
lesions  in  the  lower  bowel  which  play  only  a 
coincidental  role  or  no  part  at  all  in  the  clinical 
picture. 

1.  Bowel  Lesions  Giving  Rise  to 
Symptoms  of  Prostatism 

(a)  Lesions  Around  Anus. — Acutely  throm- 
bosed hemorrhoids,  painful  fissures  in  ano,  and, 
occasionally,  painful  fistulae  in  ano,  occurring 
in  elderly  men  will  frequently  cause  symptoms 
of  vesical  neck  spasm  which  can  be  differentiated 
from  prostatism  due  to  hypertrophy  only  with 
difficulty.  It  is  not  unusual  to  find  men  with 
prostatism  due  to  prostatic  hypertrophy  who 
present  large  and  frequently  thrombosed  hemor- 
rhoids. So  that  when  one  encounters  a case  in 
an  elderly  man  in  whom  the  hemorrhoidal  lesion 
is  primary,  it  is  obvious  that  it  will  require 
diligent  study  to  ascertain  whether  the  prostate 
or  the  thrombosed  hemorrhoids  are  responsible 
for  the  symptoms  of  prostatism.  Proper  at- 
tention directed  to  the  anal  lesions  will  relieve 
the  prostatism  only  when  such  lesions  are  pri- 
mary. 

Case  1. — M.  P.,  aged  47,  was  seen  June  25,  1940, 
complaining  of  increased  diurnal  and  nocturnal 
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urinary  frequency,  dribbling,  and  difficulty  in 
starting  the  stream,  associated  with  belching  and 
pyrosis.  Fifteen  years  before  he  had  had  a gas- 
trectomy performed  for  ulcer.  Rectal  examina- 
tion disclosed  internal  hemorrhoids,  fissure,  and 
fistula  in  ano.  Following  hemorrhoidectomy  along 
with  the  excision  of  the  fissure  and  fistula,  he  made 
an  uneventful  recovery  with  complete  disappearance 
of  all  urinary  symptoms. 

Case  2. — J.  B.,  aged  61,  seen  September  23,  1930, 
complained  of  increased  diurnal  and  nocturnal 
urinary  frequency,  dribbling,  pain  on  defecation, 
and  bleeding  from  the  rectum.  Proctoscopic  ex- 
amination disclosed  a fissure  in  ano  with  hemor- 
rhoids, for  which  surgery  was  performed.  Follow- 
ing this  he  made  an  uneventful  recovery,  with  com- 
plete disappearance  of  all  urinary  symptoms. 

Cases  1 and  2 both  illustrate  prostatism  due 
entirely  to  spasm  of  the  muscles  about  the  vesical 
neck  which  resulted  from  irritative  lesions  of 
the  rectum  and  anus.  Appropriate  treatment 
directed  to  these  causes  led  to  complete  relief  of 
symptoms. 

(6)  Lesions  in  Rectum  and  Colon. — Cancers 
involving  the  lower  portion  of  the  rectum,  and 
particularly  the  anterior  wall  of  the  rectum, 
frequently  give  rise  to  symptoms  of  prostatism, 
and  occasionally  lead  to  complete  urinary 
retention. 

Case  3. — S.  R.,  aged  64,  was  admitted  to  the 
hospital  on  the  night  of  April  28,  1941,  with  an 
attack  of  acute  urinary  retention.  He  stated  that 
for  the  past  few  months  he  was  troubled  with  diurnal 
and  nocturnal  urinary  frequency.  During  this 
period  he  had  lost  25  pounds  in  weight.  Only  after 
careful  questioning  was  it  ascertained  that  he  had 
occasional  bouts  of  diarrhea  alternating  with 
periods  of  constipation. 

Physical  examination  disclosed  a thin,  cachectic, 
chronically  ill  patient  who  presented  no  outstanding 
signs.  Blood  pressure  was  170/90.  The  prostate, 
as  felt  per  rectum,  did  not  appear  particularly  en- 
larged or  hard. 

Cystoscopy  disclosed  marked  contracture  of  the 
vesical  neck,  with  a well-defined  median  bar.  The 
lateral  lobes  were  not  enlarged.  On  the  anterior 
wall  of  the  bladder  near  the  vault  there  was  a small 
area  where  the  mucosa  appeared  reddened  and 
edematous.  This  finding  led  us  to  believe  that  we 
might  be  dealing  with  a contact  inflammation  re- 
sulting from  some  intra-abdominal  lesion  lying 
adjacent  to  the  bladder.  It  was  fairly  certain  that 
the  genitourinary  findings  did  not  fully  explain  the 
presenting  clinical  picture,  particularly  the  general 
cachectic  appearance  of  the  patient,  and  the  com- 
plete urinary  retention. 

Sigmoidoscopy  disclosed  a tumor  involving  the 
anterior  wall  of  the  rectum,  situated  4.5  inches  from 
the  anus.  Biopsy  showed  adenocarcinoma  of  the 
rectum. 

Exploratory  laparotomy  performed  May  13,  1941, 
revealed  a large  mass  about  the  size  of  an  orange 


involving  the  sigmoid  flexure,  upper  rectum,  one 
loop  of  small  intestine,  and  the  posterior  vesical 
wall.  A metastatic  nodule  was  present  in  the 
right  lobe  of  the  liver.  A loop  colostomy  was 
performed  above  the  tumor.  Following  this,  all 
urinary  symptoms  disappeared,  indicating  thereby 
that  the  urinary  retention  was  primarily  due  to 
spasm  rather  than  to  mechanical  obstruction  of  the 
vesical  neck  by  the  prostate  gland. 

Case  J. — S.  Mcl.,  aged  59,  was  first  seen  July  14, 
1930,  complaining  of  increased  diurnal  and  noc- 
turnal urinary  frequency,  dribbling,  difficulty  in 
starting  stream,  and  pyuria,  of  eight  months’  dura- 
tion. 

The  physical  examination  was  essentially  neg- 
ative. On  rectal  examination  the  prostate  felt 
small  and  elastic. 

Cystoscopy  disclosed  a thickened,  trabeculated 
bladder  with  a well-defined  median  bar  and  con- 
tracture of  the  vesical  neck.  The  lateral  lobes  of 
the  prostate  were  not  involved. 

On  July  29,  1930,  the  bar  was  excised  with  the 
Codings  electrotome,  and  the  patient  was  dis- 
charged from  the  hospital  on  August  1.  He  re- 
turned October  3,  1930,  and  stated  that  since 
leaving  the  hospital  he  had  noticed  rectal  irrita- 
bility which  had  become  more  pronounced  during 
the  preceding  five  days.  Two  months  previously 
he  had  noted  blood  in  the  stool,  which  persisted  for 
two  days  but  did  not  recur.  There  was  no  diar- 
rhea, constipation,  or  loss  of  weight.  Digital 
rectal  examination  revealed  a hard,  annular  car- 
cinoma involving  most  of  the  anterior  wall  of  the 
rectum,  just  barely  palpable  to  the  examining 
finger. 

The  symptoms  of  prostatism  presented  by  this 
patient  were  undoubtedly  due  to  spasm  induced 
by  the  carcinoma  of  the  rectum,  which  had  been 
overlooked  at  the  time  of  his  first  examination. 

Case  5. — H.  K.,  aged  58,  was  seen  May  7,  1928, 
complaining  of  difficulty  in  urinating,  frequency  of 
urination,  and  dysuria.  On  rectal  examination 
an  ulcerating  carcinoma  was  found  involving  the 
lower  anterior  wall  of  the  rectum.  The  prostate 
was  not  enlarged. 

2.  Carcinoma  of  the  Rectum  Associated 
with  Prostatic  Hypertrophy 

(a)  Symptoms  Predominately  Prostatic: 

Case  6. — M.  H.,  aged  64,  was  first  seen  April  5, 
1938,  complaining  of  prostatism  of  three  months’ 
duration,  constipation,  pain  on  defecation,  and 
blood-stained  stools.  The  latter  symptoms  ap- 
peared to  him  to  be  only  incidental  to  the  prostatic 
syndrome. 

Cystoscopy  revealed  a thickened  and  trabeculated 
bladder  with  marked  hypertrophy  of  the  median 
and  both  lateral  lobes  of  the  prostate. 

Rectal  examination  disclosed  not  only  marked 
enlargement  of  the  prostate,  but  also  an  ulcerating 
carcinoma  of  the  rectum. 

The  treatment  in  this  case  consisted  of  a two- 
stage  suprapubic  prostatectomy,  followed  by  a 
Mummary  resection  of  the  rectum  for  carcinoma. 
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This  case  deals  with  a patient  who  presented 
enlargement  of  the  prostate  which  in  and  by 
itself  was  fully  capable  of  giving  rise  to  all  the 
symptoms  of  prostatism,  and  in  addition  an 
ulcerating  carcinoma  of  the  rectum  with  symp- 
toms apparently  only  incidental  to  the  prostatic 
syndrome. 

Case  7. — H.  Z.,  aged  68,  was  seen  on  July  10, 
1941,  after  having  been  admitted  to  the  hospital 
with  acute  urinary  retention.  He  indicated  that 
he  had  had  symptoms  of  prostatism  of  several 
weeks'  duration.  The  only  symptom  referable  to 
the  gastrointestinal  tract  was  constipation,  of  which 
he  had  complained  for  several  j^ears. 

Cystoscopy  disclosed  an  enormously  thickened 
and  trabeculated  bladder  with  marked  hypertrophy 
of  the  median  and  both  lateral  lobes  of  the  prostate. 

Rectal  examination  disclosed  a markedly  en- 
larged, firm  prostate,  and  nothing  else.  A two- 
stage  suprapubic  prostatectomy  was  performed, 
with  the  removal  of  an  enormous  prostate,  diagnosed 
histologically  as  fibroadenoma.  The  postoperative 
convalescence  was  totally  uneventful,  and  he  was 
discharged  from  the  hospital  on  August  20,  1941. 
About  four  and  one-half  months  later  he  had  an 
abdomino-perineal  resection  performed  for  car- 
cinoma of  the  rectum. 

This  case  illustrates  a patient  who  was  ad- 
mitted as  an  emergency  with  acute  retention  of 
urine  due  to  an  enormous  enlargement  of  the 
prostate  gland,  with  no  evidence  whatsoever  to 
indicate  the  presence  of  a malignant  lesion  of 
the  bowel.  It  was  only  following  the  removal 
of  the  prostate  that  the  presence  of  the  rectal 
lesion  was  noted.  It  is  obvious  that  the  symp- 
toms of  prostatism  in  this  patient  were  due  solely 
to  the  hypertrophied  prostate. 

Case  8. — E.  L.,  aged  58,  seen  on  December  9, 
1936,  complained  of  prostatism  of  seven  months’ 
duration  and  also  of  constipation  and  loss  of  weight. 
Symptoms  had  begun  seven  months  earlier,  with 
hesitancy  of  the  urinary  stream.  Four  months 
before  admission  he  began  to  have  difficulty  in 
voiding,  diurnal  and  nocturnal  frequency,  dysuria, 
and  perineal  pains.  Bowels  had  been  constipated, 
and  he  had  lost  20  pounds  during  the  past  seven 
months. 

Cystoscopy  revealed  a marked  intrusion  of  the 
middle  lobe  of  the  prostate  into  the  vesical  lumen, 
almost  completely  obliterating  the  view  of  the 
bladder  cavity.  The  roof  of  the  internal  sphincter 
was  acutely  notched  and  there  was  moderate  en- 
largement of  the  lateral  lobes.  By  rectum  the  pros- 
tate felt  moderately  enlarged  and  firmly  elastic. 
Situated  directly  above  the  prostate  was  a hard 
mass  the  size  of  an  English  walnut. 

Sigmoidoscopy  disclosed  a flat  firm  papillomatous 
tumor  involving  the  anterior  and  lateral  walls  of 
the  rectum,  6 inches  from  the  anus.  Barium  enema 
showed  a defect  in  the  region  of  the  rectosigmoid. 

So  characteristic  were  the  symptoms  of 
prostatism  and  so  confirmatory  the  urologic 


evidence  of  prostatic  hypertrophy  in  this  case, 
that  it  was  only  as  a result  of  a carefully  per- 
formed rectal  examination  that  the  carcinoma 
was  palpated.  It  is  our  belief  that  the  rectal 
lesion  in  this  patient  played  no  part  in  the 
symptom  complex  which  he  presented. 

Case  9. — J.  C.  C.,  aged  69,  seen  on  February  26, 
1936,  complained  of  repeated  attacks  of  urinary 
retention,  dysuria,  diurnal  and  nocturnal  urinary 
frequency,  difficulty  in  starting  stream,  and  con- 
stipation. 

Symptoms  had  begun  one  year  previously  with 
difficulty  in  starting  the  stream.  This  became  pro- 
gressively worse  until  he  suffered  an  attack  of  com- 
plete urinary  retention,  requiring  catheterization. 
He  had  lost  15  pounds  during  the  past  five  years. 
Although  he  was  moderately  constipated,  he  did 
not  have  attacks  of  diarrhea. 

Cystoscopy  revealed  a slightly  trabeculated  blad- 
der, with  marked  enlargement  of  the  middle  and 
both  lateral  lobes  of  the  prostate.  Residual  urine 
measured  3 ounces.  Rectal  examination  disclosed 
an  enormously  enlarged  and  elastic  prostate. 

A two-stage  suprapubic  prostatectomy  was  per- 
formed. On  the  seventh  day  after  operation  the 
patient  began  having  frequent  fluid  bowel  move- 
ments, which  persisted  until  he  was  discharged  from 
the  hospital  twenty-eight  days  after  the  first  stage 
of  the  operation  had  been  performed. 

Eight  days  after  his  discharge  from  the  hospital, 
rectal  examination  disclosed  a large  fungating 
carcinoma  on  the  posterior  wall  of  the  rectum,  which 
was  reached  with  difficulty  with  the  examining 
finger. 

This  case  brings  up  another  example  of  a co- 
existing carcinoma  of  the  rectum  in  a man  suffer- 
ing from  severe  prostatism  due  to  prostatic 
hypertrophy.  At  no  time  during  the  course  of 
this  man’s  preoperative  urologic  study  or  during 
the  operative  or  postoperative  periods  was  this 
lesion  even  suspected.  Certainly  its  presence 
played  no  role  in  the  causation  of  the  prostatic 
syndrome.  Our  failure  to  recognize  its  presence 
prior  to  the  removal  of  the  prostate  gland  might 
have  been  due  to  2 factors — namely,  its  high 
position  in  the  rectum  and  to  the  fact  that  the 
enormous  longitudinal  enlargement  of  the  gland 
made  it  impossible  to  reach  it  with  the  examining 
finger. 

(6)  Symptoms  Predominately  Rectal: 

Case  10. — M.  W.,  aged  76,  seen  October  16, 
1940,  complained  of  diarrhea,  flatulence,  blood  in 
the  stool,  and  prostatism  of  six  months’  duration. 
Eight  years  previously  he  had  had  a prostatectomy 
performed  at  another  institution. 

Rectal  examination  revealed  a large  cauliflower 
cancer  involving  the  entire  circumference  of  the 
rectum  at  a distance  of  2.5  inches  from  the  anus. 
The  diagnosis  was  confirmed  by  proctoscopic  ex- 
amination and  biopsy. 
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This  illustrates  a case  of  carcinoma  of  the 
rectum,  in  which  the  symptoms  were  primarily 
rectal  in  origin,  and  only  secondarily  gave  rise 
to  symptoms  of  prostatism. 

Case  11. — E.  S.,  aged  53,  seen  September  25, 
1941,  complained  of  irregular  bowel  movements 
and  blood  in  the  stools.  During  the  preceding 
year  he  had  noted  increasing  constipation,  followed 
by  bouts  of  diarrhea.  Stools  were  frequently 
blood-stained.  He  had  lost  20  pounds  during  the 
past  two  years.  He  also  noted  hesitancy  of  the 
urinary  stream  and  increased  diurnal  and  nocturnal 
urinary  frequency. 

Rectal  examination  revealed  a large  fungating 
carcinoma  involving  the  anterior  rectal  wall, 
situated  3 inches  from  the  anus.  The  diagnosis 
of  carcinoma  was  confirmed  by  removing  a section 
of  the  tumor  for  biopsy  through  the  proctoscope. 

This  is  another  example  of  a patient  pre- 
senting clear-cut  symptoms  of  rectal  carcinoma, 
along  with  symptoms  of  prostatism,  the  latter 
being  definitely  incidental  and  in  no  way  due  to 
the  enlarged  prostate. 

Comment 

Prostatism  as  a syndrome  is  most  frequently 
due  to  interference  with  the  vesical  outlet  by  an 
obstructing  prostate  gland.  There  is,  however, 
a small  group  of  patients  consisting  of  men  in 
the  prostatic  age  period  who  harbor  lesions  in 
the  anorectal  region  of  the  colon  among  whom 
prostatism  may  be  either  the  chief  complaint 
or  only  a secondary  syndrome.  In  this  group 
the  prostate  may  be  pathologic  or  normal.  For 
example,  a man  may  present  a history  of  prosta- 
tism, but  on  rectal  and  cystoscopic  examination 
one  may  find  no  involvement  of  the  bladder  neck 
or  prostatic  urethra  ; or  the  changes  may  be  so 
slight  that  an  existing  abnormality  present  in 
the  prostate  could  not  possibly  account  for 
the  symptoms.  Such  an  examination  may  re- 
veal the  presence  of  a painful  fissure  in  ano, 
acutely  thrombosed  hemorrhoids,  or  a car- 
cinoma involving  the  anterior  wall  of  the  rectum 
or  lower  colon.  Each  of  these  lesions,  in  itself 
is  sufficient  to  cause  symptoms  of  prostatism, 
owing  to  its  tendency  to  initiate  spasm  of  the 
vesical  neck. 

Then  again,  these  same  lesions  of  the  rectum 
or  anus  may  be  present  in  men  who  actually  do 
have  some  degree  of  prostatic  hypertrophy. 
Yet,  in  these  patients,  careful  cystoscopic  studies 
fail  to  indicate  that  these  hypertrophic  glands 
exert  sufficient  occlusion  of  the  vesical  neck  or 
prostatic  urethra  to  initiate  prostatism,  indicat- 
ing thereby  that  the  prostatism  is  due  solely  to  the 
irritating  influence  of  the  anorectal  lesion  and  not 
to  the  inert  prostate. 

There  is  still  another  group  of  patients  who 


present  the  prostatic  syndrome,  with  both  a 
lesion  of  the  anus  or  rectum  and  an  enlarged 
prostate  which  exerts  an  appreciable  degree  of 
obstruction  to  the  bladder  outlet.  In  this  group 
the  symptoms  of  prostatism  may  be  entirely  or 
only  partially  due  to  the  enlarged  prostate. 
When  they  are  entirely  due  to  the  prostate,  the 
accompanying  rectal  lesion  is  inert  as  a symptom 
producer.  However,  when  symptoms  are  only 
partially  due  to  the  influence  of  the  prostate, 
the  anorectal  lesion  may  accentuate  them  by  vir- 
tue of  its  irritative  effect  upon  the  vesical  neck. 

Finally,  we  see  patients  who  present  clear-cut 
syndromes  which  point  to  involvement  of  the 
lower  bowel  segment,  but  who,  on  careful 
questioning,  will  also  present  symptoms  of  pros- 
tatism. On  examining  such  patients  both 
rectally  and  cystoscopically,  one  may  find  the 
prostate  either  enlarged  or  perfectly  normal. 

It  has  been  our  lot  to  learn  through  hard  and 
often  bitter  experience  that  on  taking  a history 
of  a prostatic  one  should  question  carefully  and 
thoroughly  about  the  bowel  habits  of  the  pa- 
tient. It  is  particularly  important  to  note 
whether  or  not  there  has  occurred  any  change  in 
the  character  of  the  stools,  the  number  of  stools 
per  day,  and  the  presence  or  absence  of  blood 
in  the  stools  within  the  past  six  or  eight  months. 
Careful  interrogation  should  also  be  carried 
out  relative  to  any  recent  weight  loss.  The 
not-too-frequent  association  of  anorectal  lesions, 
particularly  carcinoma  of  the  rectum,  with 
hypertrophic  prostates  makes  it  incumbent  upon 
the  urologist  to  be  especially  alert  to  the  possible 
existence  of  this  combination,  and  to  attempt  to 
eliminate  the  possibility  of  such  a lesion  before 
instituting  treatment  for  the  prostate. 

We  have  often  found  it  possible  to  detect 
lesions  situated  high  up  in  the  rectum  by  a prop- 
erly carried  out  digital  rectal  examination.  The 
patient,  lying  in  supine  position,  is  asked  to  flex 
his  thighs  upon  the  abdomen  and  then  to  flex 
the  knees.  He  is  then  asked  to  draw  his  flexed 
knees,  with  his  hands,  up  toward  the  chin. 
The  examining  finger  is  carefully  introduced 
into  the  rectum  as  far  as  it  will  go,  and  the 
patient  is  then  asked  to  strain  as  in  moving  the 
bowels.  In  this  way  it  is  often  possible,  by 
carefully  sweeping  the  examining  finger  all  around 
the  circumference  of  the  rectal  wall,  to  pick  up  a 
tumor  which  might  otherwise  have  eluded  the 
examiner.  However,  in  cases  in  which  the 
prostate  is  particularly  enlarged  posteriorly, 
it  is  often  impossible  to  reach  far  enough  above 
its  upper  border  to  examine  fully  this  segment 
of  bowel  for  tumor.  To  eliminate  the  risk  of 
overlooking  such  a lesion,  particularly  when 
symptoms  point  to  the  possibility  of  its  exist- 
ence, it  is  essential  to  carry  out  appropriate 
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proctoscopic  or  sigmoidoscopic  investigation. 
Should  this  fail  to  establish  the  presence  of  a 
tumor,  it  may  be  necessary  to  fluoroscope  the 
colon  with  a barium  enema. 

It  is  even  more  important  to  carry  out  such 
collateral  examinations  upon  men  complaining 
of  prostatism  but  presenting  inconclusive  evi- 
dence of  prostatic  obstruction  following  careful 
urologic  study.  In  this  group,  especially  among 
younger  men,  one  should  look  with  particular 
care  for  painful  fissures  in  ano  and  small  throm- 
bosed hemorrhoids. 

In  patients  with  markedly  enlarged  and 
obstructing  prostates,  who  give  preoperative 
symptoms  in  any  way  suggestive  of  rectal  ir- 
ritability, and  when  preoperative  studies  have 
failed  to  disclose  the  presence  of  a rectal  lesion, 
it  is  always  advisable  to  repeat  such  studies 
within  a reasonable  period  following  the  removal 
of  the  prostate. 

The  problem  of  proper  handling  of  patients 
wTho  present  a combination  of  lesions  involving 
the  prostate  and  the  terminal  colon  is  one  which 
depends  upon  a variety  of  factors.  When  the 
prostatic  involvement  is  of  secondary  importance, 
appropriate  treatment  of  the  anorectal  lesion  will, 
in  the  vast  majority  of  instances,  suffice  to  relieve 
all  symptoms  of  prostatism.  When  the  prostate 
plays  an  equal  role  with  the  anorectal  lesion 
in  the  production  of  symptoms,  it  has  been  our 
custom  to  direct  attention  first  to  the  prostate, 
and  later  to  the  rectum.  And  finally,  where  the 
prostate  is  solely  responsible  for  the  symptoms 
of  prostatism,  and  the  anorectal  lesion  is  an 
accompanying  condition,  unless  there  is  the 
possibility  of  a threatening  intestinal  obstruction, 
wre  direct  our  attention  first  to  the  prostate,  and 
later  to  the  intestinal  lesion.  Should  the 
intestinal  lesion  give  rise  to  the  more  urgent  and 
distressing  symptoms,  and  particularly  should 
there  be  any  indication  of  an  impending  intestinal 
obstruction,  it  is  better  judgment  to  colostomize 
the  patient  before  attending  to  the  prostatic 
obstruction.  It  may,  under  certain  circum- 
stances, be  necessary  to  introduce  a temporary 


indwelling  urethral  catheter  shortly  after  per- 
forming a colostomy,  or  to  perform  a suprapubic 
cystotomy  if  it  is  deemed  inadvisable  to  delay 
the  direct  removal  of  the  prostatic  obstruction. 

In  regard  to  the  type  of  prostate  operation  to 
be  employed  in  this  group  of  cases,  it  seems  to 
us  that  w-herever  possible  the  transurethral 
resection  is  the  method  of  choice,  especially 
wdien  renal  function  is  not  materially  impaired. 
In  uremic  and  suburemic  states,  suprapubic 
cystotomy  is  advisable  regardless  of  whether  or 
not  the  prostate  is  to  be  subsequently  removed 
by  enucleation  or  by  the  transurethral  resection. 
It  is  obvious  that  in  cases  in  wrhich  it  is  deemed 
prudent  to  perform  a two-stage  suprapubic 
prostatectomy,  this  procedure  must  take  pre- 
cedence over  the  extirpation  of  the  rectal  car- 
cinoma. 

Summary  and  Conclusions 

Prostatism  may  be  due  to  lesions  in  the  ano- 
rectal region  alone  or  in  combination  writh  ob- 
structive hypertrophic  prostates.  When  it  re- 
sults primarily  from  anorectal  conditions,  it  is 
usually  due  to  spasm  of  the  vesical  neck  following 
irritation  of  the  anterior  rectal  wall.  Histories 
taken  from  prostatics  must  include  careful 
interrogation  regarding  the  bow-el  habits  of 
these  patients.  In  all  prostatics  carefully  per- 
formed rectal  examinations  are  imperative. 
Where  symptoms  point  to  the  possibility  of 
involvement  of  the  rectum  or  anus,  digital 
examination  must  be  supplemented  by  procto- 
scopic, and,  at  times,  x-ray  studies  of  the  colon. 
When  symptoms  suggesting  rectal  irritation  are 
present,  and  when  preoperative  studies  have 
failed  to  disclose  any  evidence  of  rectal  pathology, 
it  is  essential  that  a careful  rectal  examination 
be  made  following  the  removal  of  the  obstructing 
prostate.  Appropriate  treatment  to  an  obstruct- 
ing prostate  should  usually  precede  treatment 
for  the  anorectal  pathology,  unless  intestinal 
symptoms  strongly  predominate.  The  pro- 
cedure of  choice,  in  dealing  with  the  prostate 
in  this  type  of  case,  is  transurethral  resection. 


FISHING  EQUIPMENT  NEEDED  BY  NAVY 

Hook,  line,  and  sinker — and  all  the  rest  of  your 
fishing  equipment  are  needed  to  help  save  the  lives 
of  our  fighting  men.  An  appeal  has  gone  out  from 
the  Medical  and  Surgical  Relief  Committee  of 
America. 

Mrs.  Huttleson  Rogers,  executive  chairman  of 
the  committee,  urges  that  all  fishermen,  sporting 
goods  dealers,  and  fishing  clubs  send  her  organiza- 
tion their  spare  or  discarded  fishing  tackle.  They 


are  needed  to  help  equip  special  emergency  medical 
kits  earmarked  for  the  U.S.  Coast  Guard  and  the 
U.S.  Navy. 

A simple  fishing  outfit,  for  use  in  time  of  disaster, 
is  now  being  included  in  the  portable  kit  along  w ith 
essential  drugs  and  emergency  surgical  instruments. 
Already  the  lives  of  U.S.  survivors  of  torpedoed 
boats  have  been  saved  by  catching  fish,  wrhich  are 
not  only  valuable  for  food,  but  also  contain  water. 


THYROIDECTOMIZED  PATIENTS  AFTER  TEN  YEARS 
Analysis  of  100  Consecutive  Cases 
Alfred  H.  Noehren,  M.D.,  Buffalo 


REMOVAL  of  most  of  an  organ,  like  the 
- thyroid  gland,  that  has  a very  definite 
effect  on  the  metabolism  and  other  functions  of 
the  body  is  bound  to  cause  important  changes 
in  the  well-being  of  that  body.  It  is  important 
that  we  know  before  undertaking  such  an  opera- 
tion whether  these  changes  are  beneficial  or  not, 
whether  they  are  temporary  or  permanent,  and 
what  the  final  result  will  be.  As  Hertzler  says, 
“Statistics  can  be  of  value  only  when  the  entire 
subsequent  life  span  of  the  individual  is  taken 
into  account.”1 

In  order  to  determine  what  the  effect  of  a 
thyroidectomy  is  on  the  subsequent  life  of  the 
patient,  we  made  an  exhaustive  study  of  the  fate 
of  100  consecutive  thyroidectomized  patients 
operated  upon  before  June  1,  1932.  We  were 
successful  in  obtaining  reliable  information  about 
87  of  them  and  in  personally  examining  78V2 
per  cent  of  the  survivors.  This  is  shown  in 
Table  1. 

TABLE  1. — 100  Consecutive  Thyroidectomized  Patients 
Operated  upon  Ten  Years  Ago 


Operative  death 1 

Subsequent  deaths 10 

Personally  examined 70 

Reliable  information 7 

No  information 12 


100 


The  88  cases  of  which  we  have  information 
were  classified  at  the  time  of  operation  as  follows: 


Nontoxic  diffuse  goiter 

2 

Toxic  diffuse  goiter 

20 

Nontoxic  nodular  goiter 

47 

Toxic  nodular  goiter 

19 

88 

We  did  not  wish  this  to  be  a purely  statistical 
study  or  to  be  guided  merely  by  laboratory  tests. 
Among  other  things  we  tried  to  find  the  answer 
to  two  questions:  (1)  what  happens  to  these 

patients  clinically,  and  (2)  are  some  of  our  ac- 
cepted concepts  about  thyroid  patients  borne 
out  by  experience? 

In  our  study,  we  not  only  made  a physical 
examination  of  each  patient,  but  also  ques- 
tioned her  about  her  own  reactions  to  the 
operation.  We  do  not  consider  any  operation 
completely  successful  unless  the  patient  feels 
that  it  was  successful. 


Before  giving  the  results  in  our  surviving  pa- 
tients, we  will  first  briefly  analyze  the  cases  of 
those  who  have  died  during  the  ten  years. 

The  operative  death  was  in  a woman  48  years 
old,  who  had  a toxic  diffuse  goiter.  Her  pulse 
rate  was  148  to  160  and  she  had  a basal  meta- 
bolic rate  of  plus  51.  She  was  prepared  in  the 
hospital  for  nine  days.  Her  pulse  dropped  to 
112,  and  she  started  to  gain  weight  and  was 
calm.  She  died  on  the  fourth  postoperative  day 
from  a thyroid  storm.  The  specimen  showed 
marked  epithelial  hyperplasia.  We  believe  that 
her  toxicity  was  underestimated  and  that  added 
experience  would  prevent  such  an  occurrence 
today,  for  we  have  had  no  definite  thyroid  storm 
in  a long  time. 

Subsequent  deaths: 

1.  Woman,  aged  28.  Nontoxic  cyst,  the  size 
of  a coconut.  The  patient  was  in  perfect  health 
when  seen  three  months  postoperatively.  She 
died  two  years  later;  cause  unknown. 

2.  Woman,  aged  54.  Toxic  nodule,  the  size  of 
an  orange.  She  died  nine  years  later  of  carcinoma 
of  the  stomach.  She  was  in  good  health  until  six 
weeks  before  death. 

3.  Woman,  aged  55.  Thyrocardiac.  Blood 
pressure,  198/110.  Three  months  later  her  blood 
pressure  was  226/150.  She  died  after  eight  years 
of  cardiorenal  disease. 

4.  Woman,  aged  45.  Slightly  toxic  nodule 
the  size  of  an  orange.  Malignancy  was  not  sus- 
pected, although  a 20-year-old  goiter  suddenly 
started  to  grow  five  months  previous  to  operation. 
Three  months  later  there  was  extensive  recurrence 
and  dyspnea.  The  patient  died  after  eight  months 
of  recurrences. 

5.  Woman,  aged  46.  Toxic  diffuse  goiter; 
pulse  126;  basal  metabolism,  plus  68.  After  three 
months,  her  pulse  was  124,  and  her  basal  metabolism 
was  plus  25.  Hysterectomy  for  fibroid  was  per- 
formed ten  months  later.  Death  resulted  from 
embolus. 

6.  Man,  aged  43.  Toxic  nodular  goiter. 
Thyrocardiac.  Basal  metabolism,  plus  51.  Pulse 
became  irregular  on  the  second  day  after  operation 
and  remained  so.  One  year  later  it  was  still  irregular, 
with  a basal  metabolism  of  plus  19.  He  died  sud- 
denly five  years  later. 

7.  Woman,  aged  51.  Toxic  diffuse  goiter. 
Pulse  120;  basal  metabolism,  plus  55.  Pulse 
occasionally  irregular.  After  operation,  there  were 
two  attacks  of  fibrillation  which  were  controlled 
with  quinidine.  The  patient  went  home  on  the 
sixth  day  but  died  suddenly  after  two  months. 

8.  Woman,  aged  54.  Large  nontoxic  nodule. 
There  was  no  recurrence  after  three  months.  One 
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year  later  she  noticed  recurrence,  and  five  years 
later  she  had  an  operation  for  a large  toxic  intra- 
thoracic  goiter.  She  died  on  the  seventh  day  with 
symptoms  of  storm. 

9.  Man,  aged  67.  Large  intrathoracic  goiter. 
Thyrocardiac.  Pulse  164,  very  irregular.  After 
three  months,  his  pulse  was  120,  and  still  irregular, 
but  he  was  walking  between  4 and  5 miles.  He 
died  after  four  years  from  heart  disease. 

10.  Woman,  aged  61.  Large  nodular  goiter. 
Thyrocardiac.  Pulse  120;  heart  enlarged;  valvular 
disease.  After  three  months  she  felt  very  well,  her 
pulse  was  92,  heart  less  enlarged.  She  was  in  good 
health  for  amost  ten  years,  then  was  sick  for  two 
months  and  died.  The  exact  cause  was  unknown. 

On  analyzing  these  10  subsequent  deaths  we 
find  that  thyroidectomy  apparently  improved 
or  prolonged  life  in  five,  had  no  effect  in  two,  a 
doubtful  effect  in  two,  and  seemed  to  make  the 
patient  worse  in  one. 

The  average  age  of  these  1 1 patients  five  years 
after  their  operation  would  have  been  43.8  years. 
At  this  age,  according  to  Insurance  Tables  of  Life 
Expectancy,  1.077  in  every  100  are  expected  to 
die  annually,  or  10.77  in  ten  years.  Our  actual 
number  was  11,  or  just  about  the  average.  But 
it  must  be  remembered  that  we  started  out  with 
100  sick  patients,  probably  none  of  them  in- 
surable. Some  of  those  operated  upon — for 
example,  the  one  with  cancer,  or  some  of  the 
thyrocardiacs — would  have  died  without  opera- 
tion, and  a number  of  them  would  have  died 
sooner  without  operation.  Therefore,  we  are 
safe  in  concluding  that  life  expectancy  is  increased 
by  thyroidectomy  in  proper  cases. 

The  influence  of  the  thyroid  on  blood  pressure 
is  variously  estimated.  Many  physicians  believe 
that  goiter,  both  toxic  and  nontoxic,  causes 
hypertension  and  that  removal  of  the  goiter, 
therefore,  cures  it.  This  we  did  not  find  to  be 
true  in  our  series. 

We  did  find  that  after  three  months  the  pres- 
sure went  down  slightly  in  30  out  of  52  cases, 
but  after  ten  years  it  had  gone  up  in  80  per  cent 
of  the  cases. 

There  were  14  patients  alive  after  ten  years 
whose  systolic  pressure  before  operation  had  been 
over  150  and  whom  we  may  arbitrarily  consider 
as  suffering  from  hypertension.  The  average 
systolic  pressure  of  these  cases  before  operation 
was  157.2;  after  three  months  it  was  149.5, 
and  after  ten  years,  175.4.  Of  the  patients  who 
died,  one  had  a pressure  of  198  before  operation, 
220  after  four  years,  and  died  after  eight  years  of 
nephritis;  a second  had  a pressure  of  196  before 
and  180  after  three  months;  a third  had  170  be- 
fore and  died  after  two  months;  and  a fourth,  150 
before,  with  152  after  one  year. 

We  would  conclude  from  these  figures,  there- 
fore, that  thyroidectomy  has  little  effect  on  blood 


pressure,  except  a slight  temporary  improve- 
ment, and  is  no  cure  for  hypertension.  And  the 
corollary  to  that  would  be  that  hypertension  is 
not  caused,  but  may  be  somewhat  increased,  by 
hyperthyroidism . 

These  findings  agree  with  Bisgard,  who  re- 
cently made  a similar  study.2 

Thyroidectomy  had  a very  definite  effect  on 
the  heartrate.  Of  the  70  cases  examined,  the 
average  rate  before  operation  was  94.5,  while 
after  ten  years  it  was  79.5.  There  were  23  cases 
that  had  a rate  of  100  or  over  before  operation. 
Of  these  only  4 continued  to  have  a rate  over 
100  after  ten  years. 

Of  the  60  patients  who  were  asked  whether 
there  was  a recurrence  or  persistence  of  the  fast 
pulse  or  nervousness  or  both  that  they  had  had 
before  operation,  53  answered  no  and  7 yes. 

Of  the  14  patients  who  had  definite  organic 
heart  disease  before  their  thyroidectomy,  11  were 
clinically  cured,  and  3 improved  after  ten  years. 
This  does  not  include  those  who  died. 

In  the  matter  of  weight,  57  weighed  more,  7 
weighed  less,  and  2 weighed  the  same  after  ten 
years.  But  there  was  no  excessive  gain  in  any 
case,  nor  did  any  patient  who  was  thin  before 
operation  become  definitely  obese. 

Of  32  married  women  under  40  in  this  group, 
8 became  pregnant.  Two  had  3 children,  3 had 
2 children,  and  3 had  one  child  each.  One  of 
the  children  in  the  first  group  was  very  obese, 
of  the  Frohlich  syndrome  type,  but  the  child’s 
two  sisters  were  normal  and  their  mother  showed 
no  signs  of  hypothyroidism. 

In  estimating  recurrences  of  goiter,  we  counted 
all  palpable  enlargements  of  the  thyroid  residue, 
the  majority  of  which  were  apparently  not 
growing  or  causing  symptoms.  In  70  cases, 
there  were  7 recurrences.  A fevr  of  them  required 
reoperation,  one  of  them  resulting  in  death,  as 
reported  among  the  subsequent  deaths. 

Examination  of  the  scar  in  70  cases  showed 
that  62  were  perfectly  satisfactory,  4 were 
slightly  thickened  or  widened,  one  had  a de- 
pression from  a temporary  tracheotomy  tube,  2 
showed  adherence  of  part  of  the  scar  to  deeper 
parts,  and  one  had  a severe  x-ray  burn  from 
treatment  before  operation.  In  no  case  did  a 
patient  accept  the  offer  of  a minor  plastic  opera- 
tion to  improve  the  scar. 

All  the  patients  examined  were  asked  the  ques- 
tion, “Do  you  think  that  your  operation  was 
successful?”  Sixty-eight  replied  that  they  were 
satisfied  and  only  2 that  they  were  not,  in  spite 
of  the  7 recurrences. 

Then  each  was  questioned  about  the  presence 
of  the  most  common  hyperthyroid  or  hypo- 
thyroid symptoms  at  the  time  of  examination 
Thirty  said  no  symptoms  were  then  present 
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For  the  remaining  40,  Table  2 shows  the  fre- 
quency of  these  symptoms. 


TABLE  2. — Number  of  Patients  Showing  Symptoms 
After  Ten  Years 


Nervousness 

22 

Weakness 

6 

Restlessness 

10 

Tremor  of  hands 

5 

Subjective  heat 

9 

Swelling  of  face 

1 

Increased  sweating 

9 

Drowsiness 

1 

Dyspnea 

8 

Falling  of  hair 

1 

Feeling  of  cold 

6 

Previous  exophthalmos  had  disappeared  in  2, 
become  less  in  5,  and  become  worse  in  none. 
Although  we  know  that  some  cases  of  exophthal- 
mos get  worse  after  thyroidectomy,  there  were 
none  in  this  series  that  did. 

There  was  no  definite  case  of  myxedema  in  all 
the  70  patients  examined. 

The  final  question  asked  was,  “How  are  you 
feeling  today?’ 

The  answers  were  as  follows: 


Very  well  22 

Good  42 

Fair  4 

Poor  2 


Of  the  64  patients  who  felt  well  or  very  well, 
56  attributed  their  good  health  to  their  thyroid- 
ectomy; 2 were  uncertain,  one  of  these  giving 
a subsequent  x-ray  treatment  equal  credit;  4 
gave  partial  credit  to  the  operation,  and  2 none 
at  all. 

Analysis  of  the  4 patients  who  felt  only  fair 
showed  that  in  2 the  poor  health  was  due  to 
recurrences.  One  of  these  patients  has  since 
been  reoperated  upon  and  now  feels  very  well. 
The  third  patient  is  the  only  one  in  all  our  ex- 
perience with  serious  permanent  hypoparathyroid 
symptoms.  She  is  still  subject  to  spasms,  which 
make  her  breathing  difficult  at  times.  Her 
Chvostek  and  Trousseau  signs  are  positive,  but 
there  are  no  corneal  symptoms.  The  fourth 
patient  said  that  she  “was  a mess”  before  the 
operation  and  that  while  she  is  not  in  perfect 
health  yet,  she  is  much  better  than  she  was 
before. 


Of  the  2 who  said  their  health  is  poor,  one  is 
suffering  from  gallstones  and  the  other  has  had 
subsequent  severe  spinal  complications,  neither 
of  which  has  any  apparent  relation  to  the  thyroid- 
ectomy. 

Conclusions 

1.  Lives  are  prolonged  by  thyroidectomy. 

2.  Thyroidectomy  restores  goiter  patients  to 
health. 

3.  Goiter  increases  hypertension,  but  does  not 
cause  it. 

4.  Thyroidectomy  causes  temporary  improve- 
ment in  hypertension  in  goiter  patients,  but  does 
not  cure  it. 

5.  Cardiovascular  cases  that  are  caused  or 
intensified  by  goiter — so-called  thyrocardiacs — are 
definitely  cured  or  improved  by  thyroidectomy. 

6.  Thyroidectomy  has  a tendency  to  increase 
weight  to  a moderate  degree. 

7.  Thyroidectomy  does  not  interfere  with 
pregnancy. 

8.  Some  recurrence  of  goiter  after  subtotal 
thyroidectomy  may  be  expected  in  a little  less  than 
10  per  cent  of  cases. 

9.  From  a cosmetic  standpoint,  the  scar  result- 
ing from  a thyroidectomy  is  of  negligible  importance. 

10.  Patients  consider  their  thyroidectomy  suc- 
cessful in  over  97  per  cent  of  cases. 

11.  Of  the  many  symptoms  of  hyper-  or  hypo- 
thyroidism before  operation  surprisingly  few  are 
present  ten  years  after  the  thyroidectomy. 

12.  Of  70  cases  examined  ten  years  after  thyroid- 
ectomy, 64  are  feeling  well  or  very  well  today,  and 
of  the  remaining  6 only  3 blame  the  thyroid  or  the 
operation  for  their  ill  health. 

13.  Of  the  64  patients  who  are  feeling  well,  57 
credit  the  operation  with  their  well-being,  4 give  it 
part  of  the  credit,  2 are  uncertain,  and  only  one  gives 
no  credit  to  the  operation. 

14.  Until  better  and  more  specific  treatment  for 
diseases  of  the  thyroid  gland  is  discovered,  subtotal 
thyroidectomy  in  proper  cases  is  amply  justified  by 
its  ten-year  results. 
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$1,000  BACTERIOLOGY  PRIZE 

The  $1,000  prize  and  gold  medal  given  annually 
by  the  Society  of  American  Bacteriologists  to  an 
American  bacteriologist  under  36  years  of  age  who 
has  made  an  outstanding  contribution  to  knowledge 
of  the  subject  during  the  year  were  awarded  to  Dr. 
Harlan  G.  Wood,  research  assistant  professor  of 
bacteriology  at  Iowa  State  College. 

Work  tending  to  show  that  carbon  dioxide  acts 


as  a vitamin-like  substance  necessary  in  the  life 
of  plants  and  animals  won  the  award  for  Dr.  Wood. 

The  award  is  presented  at  the  annual  meeting 
of  the  Society  of  American  Bacteriologists,  but  as 
this  was  canceled  this  year,  the  award  was  pre- 
sented to  Dr.  Wood  at  a joint  meeting  at  Iowa 
State  College  of  local  chapters  of  the  Society  and  of 
Sigma  Xi. — Science  News  Letter 


Case  Report 

INSULIN  RESISTANCE 

Report  of  Clinical  and  Experimental  Findings  in  an  Insulin-Refractory  Case  of 

Diabetes  Mellitus 

Herbert  Schreier,  M.D.,  New  York  City 


AyEARTIN  and  Martin1  have  presented  a critical 
^ survey  of  the  literature  on  insulin  resistance. 
Out  of  26  cases  collected,  12  patients  died  despite 
therapy.  They  reported  their  own  case  of  a previ- 
ously mild  diabetic,  who  presented  allergic  reactions 
to  insulin  and  thereafter  became  insulin-resistant 
and  died  in  diabetic  acidosis  despite  enormous  doses 
of  insulin. 

We  are  presenting  a similar  case,  which  we  ob- 
served to  be  insulin-refractory  from  March,  1942,  to 
July  27,  1942. 

Case  Report 

Mrs.  R.  G.,  a woman  58  years  old,  was  first 
seen  in  the  Diabetic  Clinic  of  Gouverneur  Hospital 
on  May  10,  1940.  A neighborhood  pharmacist  had 
had  her  urine  examined,  and  it  was  found  to  contain 
sugar.  The  chief  complaints  were:  polyuria,  poly- 

dipsia, and  general  weakness.  Her  maximum 
weight  was  210  pounds,  with  a loss  of  30  pounds  in 
the  past  year. 

Past  History. — Hysterectomy,  bilateral  oophorec- 
tomy, and  salpingectomy  had  been  performed  when 
she  was  38,  followed  by  surgical  menopause.  There 
was  no  family  history  of  diabetes.  Physical  ex- 
amination showed  her  to  be  obese,  without  any  ap- 
parent endocrine  stigmata.  The  heart  sounds  were 
of  good  quality,  without  murmurs,  R.S.R.  The 
lungs  were  clear.  The  blood  pressure  was  130/80. 

Laboratory  Data. — Fasting  blood  sugar  was  250 
mg.  The  urine  showed  2 per  cent  glucose  in  2,000 
cc.  of  a twenty-four-hour  specimen,  with  no  acetone. 

The  patient  did  not  return  to  the  clinic  until 
March,  1942,  and  from  1940  to  1942  she  had  had  no 
medical  attention.  Her  son  admitted  that  she  con- 
sidered herself  well  and  did  not  want  to  subject  her- 
self to  medical  management.  She  was  unusually 
hungry  at  all  times,  consuming  enormous  amounts  of 
food  although  she  continued  to  lose  weight.  She 
had  lost  over  40  pounds  in  the  course  of  these  two 
years,  a total  weight  loss  of  70  pounds.  On  ex- 
amination the  urine  showed  a 4 plus  reaction  for 
sugar  and  a 4 plus  reaction  for  acetone.  She  was 
hospitalized  at  Gouvenreur  Hospital  on  March  7, 
1942,  on  Dr.  S.  N.  Weber’s  service,  and  was  put  on 
insulin  for  the  first  time.  On  the  second  day  of 
hospitalization,  the  house  physician  noted  an  urti- 
carial rash  over  the  patient’s  body.  A dose  of  0.5 
cc.  of  adrenalin  was  given,  with  immediate  disap- 
pearance of  the  urticaria.  The  rash  recurred  in 
milder  form,  but  disappeared  again  after  a few  days. 
The  patient  was  discharged  March  18,  1942,  acetone- 
free  but  glycosuric.  By  this  time  she  was  more 
cooperative  and  appeared  at  the  clinic  at  regular 
weekly  intervals.  Glycosuria  in  large  amounts  per- 
sisted despite  high  doses  of  protamine  zinc  insulin 

Read  at  the  Clinical  and  Pathological  Conference  at 
Gouverneur  Hospital,  New  York  City,  November  19,  1942. 

Chief  of  the  Diabetic  Clinic  and  assistant  visiting  physi- 
cian, Gouverneur  Hospital. 


(70  units)  and  variable  amounts  of  regular  insulin 
(up  to  50  units). 

On  April  10,  she  was  readmitted  to  Gouverneur 
Hospital  because  of  recurrence  of  ketonuria.  On 
this  second  admission,  she  had  4 plus  sugar  and  4 
plus  acetone,  and  also  showed  a marked  unilateral 
conjunctivitis,  thought  to  be  of  allergic  origin.  The 
patient  continued  to  spill  sugar  and  acetone  for 
about  ten  days  despite  routine  management  directed 
toward  the  establishment  of  electrolyte  balance, 
large  doses  of  insulin,  and  glucose.  She  remained 
conscious  and  at  no  time  lapsed  into  coma.  When 
over  400  units  of  insulin  were  given  daily  and  large 
amounts — over  100  Gm. — of  sugar  were  excreted  in 
the  urine,  we  undertook  the  study  of:  (1)  sugar  toler- 
ance, (2)  sugar  and  insulin  tolerance,  and  (3)  in- 
sulin tolerance. 

(In  the  past  three  years,  in  cooperation  with  Dr. 
Fabrykant,  we  have  subjected  difficult  diabetics  to 
these  tests  in  order  to  study:  (1)  sugar  tolerance; 

(2)  the  effect  of  insulin  on  the  blood  sugars,  (3)  the 
effect  of  insulin  on  the  amount  of  glycosuria,  and 
(4)  the  detection  of  persistent  glycosuria  with 
normal  blood  sugar  levels,  which  we  found  in  some 
diabetics.) 

The  results  of  these  tests  in  the  patient  were  as 


follows : 

100 

100  Gm. 
Glucose  Plus 

Insulin  Only, 
50  Units 

Gm. 

50  Units 

of  Regular 

Time 

Glucose 

of  Insulin 

Insulin 

Fasting 

344 

310 

344 

1/2hour 

377 

341 

370 

1 hour 

380 

345 

390 

2 hours 

350 

426 

360 

3 hours 

339 

417 

360 

The  amounts  of  glycosuria  during  these  tests  re- 
mained within  the  same  range,  with  insulin  having 
no  effect  on  either  the  blood  sugar  or  the  amount  of 
sugar  excreted  in  tbe  urine. 

By  this  time,  we  concluded  that  we  were  dealing 
with  a case  of  insulin  resistance  of  unknown  cause. 
The  patient  continued  to  take  large  doses  of  insulin 
and  continued  to  spill  sugar  and  acetone.  The  ace- 
tone disappeared  while  the  patient  had  six  feedings 
with  50  units  of  regular  insulin  at  each  feeding;  yet 
she  continued  to  excrete  large  amounts  of  sugar  in 
the  urine.  On  May  21,  she  was  discharged  from  the 
hospital  with  a diet  of  carbohydrate,  200  Gm.;  of 
fat,  80  Gm.;  of  protein,  80  Gm.;  with  60  units  of 
insulin  before  each  meal.  She  was  closely  watched 
at  the  clinic,  and  traces  to  4 plus  acetone  began  to 
appear  in  her  urine.  At  this  time  a research  bed 
was  reserved  at  the  New  York  Hospital. 

Physical  Examination. — On  admission  to  the  New 
York  Hospital  the  patient  was  found  to  be  moder- 
ately well  developed,  poorly  nourished,  showing 
obvious  signs  of  great  and  recent  weight  loss.  Intra- 
ocular tension  was  apparently  normal,  fundi  were 
normal,  and  the  tongue  moist,  showing  no  evidence  of 
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dehydration.  Her  skin  was  loose  and  dry.  The 
lungs  were  normal;  the  blood  pressure  was  135/84; 
the  liver  was  not  palpated  on  admission  but  four 
days  later  it  was  definitely  palpable  4 fingerbreadths 
below  the  costal  margin. 

Laboratory  Data. — Urine  on  admission  showed: 
specific  gravity  of  1.027;  acid;  sugar,  4 plus;  ace- 
tone, 4 plus;  no  red  blood  cells;  and  no  white  blood 
cells.  During  the  hospital  stay,  the  urinary  sugar 
remained  4 plus  except  for  a few  brief  reductions  to  1 
plus  or  2 plus.  Urinary  acetone  disappeared  after 
eighteen  hours’  treatment,  reappeared  on  the  fifth 
hospital  day,  and  reappeared  again  on  the  seventh 
hospital  day,  reappearing  finally  on  the  tenth  hos- 
pital day  to  remain  at  4 plus  until  death. 

Serology. — The  Kline  test  was  negative. 

Blood  Chemistry. — On  admission  examination 
showed  a sugar  content  of  454  mg.  On  two  occa- 
sions, the  fasting  blood  sugar  fell  as  low  as  220  mg., 
although  all  other  blood  sugars  taken  during  the 
hospital  stay  were  over  500.  Postmortem  blood 
sugar  was  937  mg.  Blood  carbon  dioxide  combining 
power,  on  admission,  was  49  volumes  per  cent; 
twenty-four  hours  later  it  was  36  volumes  per  cent. 
A blood  culture  was  negative.  A flat  plate  of  the 
abdomen  was  normal  save  for  an  enlarged  liver. 
Skull  plates  showed  a normal  skull. 

The  patient  was  given  585  units  of  insulin  on  the 
day  of  admission,  variable  doses  up  to  900  units  of 
insulin  on  the  tenth  day,  and  1,310  units  on  the  day 
on  which  dehydration,  acidosis,  and  coma  terminated 
the  clinical  course.  She  was  given  large  amounts  of 
fluids,  from  1,900  cc.  to  4,300  cc.,  and  large  amounts 
of  carbohydrates — 400  Gm.,  as  an  average.  While 
insulin  was  given  in  large  amounts  on  an  hourly 
basis  and  the  patient  was  comfortable  and  not  spill- 
ing acetone,  blood  sugar  levels  showed  a rising 
tendency  instead  of  a declining  one.  On  the  thir- 
teenth day  of  her  stay  at  the  New  York  Hospital, 
where  she  received  individual  care  and  study,  the 
patient  slipped  deeper  and  deeper  into  acidotic  coma. 
She  expired  with  classical  signs  of  diabetic  acidosis 
and  dehydration.  Her  breath  smelled  strongly  of 
acetone,  her  skin  was  exceedingly  dry,  and  her 
tongue  was  dry  and  coated.  Her  eyeballs  were  soft 
and  sunken  and  her  respiration  deep  and  labored. 
She  was  in  complete  coma.  Death  was  ascribed  to 
diabetic  acidosis. 

Autopsy  Findings. — The  autopsy  findings  showed 
hyaline  degeneration  of  the  islands  of  Langerhans 
and  fatty  degeneration  of  the  liver. 

Experimental  Work. — Experimental  work  done  by 
Dr.  E.  Tolstoi  is  the  most  significant  of  all  findings  in 
this  case.  The  following  is  the  report  of  Dr.  Tolstoi : 

Problem:  The  patient  entered  the  hospital  re- 
quiring massive  doses  of  insulin  to  keep  her  out  of 
acidosis.  Why?  There  was  no  fever,  there  were  no 
stigmata  of  glandular  dysfunction,  and  the  possi- 
bility suggested  itself  that  the  patient  had  anti- 
bodies that  destroyed  insulin.  To  establish  this 
point  six  experiments  were  performed.  Since  it  is 
established  that  0.02  unit  of  insulin  produces  con- 
vulsions in  starved  mice,  experiments  were  planned 
to  see  whether  the  patient’s  serum  would  protect  the 
mice  against  such  convulsions. 

Group  A had  nothing  but  0.02  unit  of  insulin  and 

0.5  cc.  of  sodium  chloride.  The  salt  was  used  in 
order  to  have  all  volume  uniform.  All  the  injections 
were  done  intraperitoneally.  The  first  injection  was 
given  at  2:55  p.m.,  the  second  at  2:56  p.m.  At 
3:20  p.m.  the  first  mouse  began  to  convulse,  and, 
although  alive,  it  could  not  walk  but  dragged  its 
hind  legs.  At  3:55  p.m.  the  other  one  in  this  group 


revealed  weakness  of  the  hind  legs.  At  5:00  p.m. 
both  of  these  animals  were  alive,  having  recovered. 

In  the  experiment  with  Group  B,  0.02  unit  of  in- 
sulin and  0.5  mg.  of  glucose  were  injected  at  2:58 
p.m.  and  2:59  p.m.  At  4:00  p.m.  one  animal  de- 
veloped convulsions  and  at  4:12  p.m.,  the  other  one 
began  to  drag  the  hind  legs  and  to  convulse.  One  of 
these  animals  died  at  5 : 12  p.m. 

Group  C was  given  0.02  unit  of  insulin  and  0.5  cc. 
of  normal  serum  at  3 : 04  p.m.  and  3 : 05  p.m.  At  3 : 30 
p.m.  the  hind  legs  were  unsteady  in  one,  and  at  4 : 00 
P.M.  paralysis  and  convulsions  set  in  in  the  other. 
Both  of  these  animals  died. 

In  the  Group  D experiment  0.02  unit  of  insulin  and 
0.5  cc.  of  diabetic  serum  were  injected  at  3:07  p.m. 
and  3:09  p.m.  At  4:45  p.m.  one  of  these  animals 
had  a convulsion  while  the  other  was  definitely 
slowed  down  and  appeared  ill. 

Group  E had  0.02  unit  of  insulin  and  0.5  cc.  of 
the  patient’s  so-called  resistant  serum.  The  in- 
jections were  given  at  3 : 12  p.m.  and  3 : 14  p.m.,  and  at 
5 : 12  p.m.  both  animals  were  extremely  lively,  neither 
showing  any  signs  of  illness.  They  were  bouncing 
about  the  cage  and  were  extremely  active  in  search- 
ing for  food. 

One  mouse  was  used  for  the  Group  F experiment, 
and  only  the  patient’s  resistant  serum  was  used. 
This  was  done  to  show  that  the  serum  itself  was  not 
toxic.  The  animal  was  perfectly  well  at  5:12  p.m. 

Conclusions 

1.  The  patient’s  serum  had  antibodies  which 
protected  the  animal  against  insulin  convulsions. 

2.  The  serum  of  a diabetic  patient,  while  not 
fully  protective,  nevertheless  delays  the  onset. 

3.  Glucose  solutions  comparable  to  concentra- 
tions of  500  mg.  per  100  cc.  did  not  protect  the  ani- 
mals against  convulsions. 

Discussion 

The  variability  of  response  to  insulin  has  been 
observed  in  nondiabetics  by  neuropsychiatrists  in 
the  treatment  of  schizophrenia.  Similar  variations 
are  also  known  to  occur  in  diabetics.  It  needs  only 
to  be  pointed  out  here  that  the  classification  of  dia- 
betics into  insulin-sensitive  and  insulin-resistant 
cases  is  well  substantiated.  The  insulin-sensitive 
are  young  diabetics  with  acute  onset;  the  insulin- 
insensitive  or  -resistant  are  the  older  diabetics, 
usually  obese  and  arteriosclerotic,  with  insidious 
onset  and  a milder  form  of  diabetes.  This  classifica- 
tion has  been  amply  discussed  by  Falta,  Himsworth, 
and  De  Wesselow.  There  are  naturally  exceptions 
to  this  classification,  for  even  in  the  older  group  we 
may  find  thin  and  insulin-sensitive  diabetics. 

There  are  often  variations  in  the  response  to 
insulin  in  the  same  diabetic,  notably  in  cases  of  in- 
fections and  diabetic  acidosis,  where  large  doses  are 
required. 

Normal  physiologic  insulin  antagonists  exist  to 
maintain  a dynamic  equilibrium.  Houssay,  Long, 
and  Young  have  contributed  a great  deal  to  a better 
understanding  of  the  part  that  glands  of  internal 
secretion  play  in  carbohydrate  metabolism.  Very 
large  doses  of  insulin  have  been  given  in  cases  of 
hyperthyroidism,  acromegaly,  and  Cushing’s  syn- 
drome. Cases  of  hemachromatosis  in  terminal 
stages  have  required  heroic  doses  of  insulin. 

Therapeutic  approaches  in  the  form  of  very  large 
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doses  of  insulin  are  effective  in  infections.  Similarly, 
large  doses  of  insulin  are  lifesaving  in  the  usual  dia- 
betic acidosis.  The  insulin  refractory  cases  of  dia- 
betic acidosis  reported  by  Marcel  Labbe  are  ques- 
tioned by  Thannhauser2  because  he  feels  that  a 
good  many  cases  of  diabetic  acidosis  in  coma  and  in 
circulatory  collapse  would  similarly  prove  to  be  in- 
sulin-resistant or  -refractory.  (Dr.  Fabrykant,  a 
former  assistant  of  Dr.  Labbe,  informed  me,  how- 
ever, that  the  cases  reported  by  Labbe  recovered 
from  the  diabetic  acidosis  through  large  doses  of 
insulin  but  subsequently  died  of  circulatory  collapse.) 

In  the  field  of  hyperactivity  of  known  insular 
antagonists,  thyroidectomies  have  served  to  over- 
come resistance  to  large  doses  of  insulin  in  some  dia- 
betics. Celiac  ganglionectomy  has  also  been  at- 
tempted. X-ray  irradiation  of  the  pituitary  has 
been  tried  with  variable  results,  and  on  a similar 
basis  large  doses  of  estrogenic  hormone  have  been 
given  in  the  attempt  to  suppress  pituitary  over- 
activity. 

Lawrence  refers  to  cases  of  known  cause  as  “false 
insulin  resistance.” 

In  the  Klinische  Wochenschrift  of  February,  1933, 
Thannhauser  differentiated  two  types  of  diabetic 
coma:  Insulinmangelkoma  und  Insulinrefraktdres 
Koma.  Insulinmangelkoma  is  diabetic  coma  due  to 
insulin  deficiency.  Insulinrefraktdres  Koma  is  in- 
sulin-refractory coma,  a malignant  type,  which  must 
be  present  for  a longer  period  of  time  to  be  refrac- 
tory, and  which,  without  apparent  cause,  shows 
absolute  resistance  with  positively  no  response  to 
heroic  doses  of  insulin. 

Insulin  resistance  in  insulin-deficiency  coma  is 
comparatively  common  in  varying  degrees,  with 
varying  complications,  and  the  resistance  disappears 
after  the  cause  had  been  removed.  In  this  group, 
we  may  include  the  case  of  Wiener3,  which  required 
over  3,000  units  of  insulin  during  diabetic  ketosis. 
The  patient  is  now  easily  controlled  with  from  30  to 
40  units  of  insulin  daily  and  enjoys  comparatively 
good  health.  A similar  case  presented  by  Glass, 
Spingarn,  and  Pollack,4  required  2,360  units  of  in- 


sulin a day  in  diabetic  coma  and  is  now  easily  con- 
trolled with  5 units  of  protamine  zinc  insulin  daily. 
The  point  made  by  Glass,  Spingarn,  and  Pollack 
that  very  large  doses  should  be  resorted  to  in  dia- 
betic ketosis  with  insulin  resistance  is  well  taken  and 
should  be  followed  as  a lifesaving  procedure,  as 
proved  in  their  case  and  that  of  Wiener.  One  would 
naturally  have  to  avoid  a transition  from  diabetic 
coma  to  insulin  shock  and  coma. 

While  resistance  in  insulin-deficiency  coma  is  com- 
paratively common,  the  insulin-refractory  coma  is 
fortunately  very  rare.  The  case  we  are  reporting 
was  an  insulin-refractory  type  of  diabetes. 

An  afebrile  course,  absence  of  endocrine  stigmata 
(confirmed  by  autopsy),  persistent  high  glycosuria, 
occasional  ketonuria  (difficult  to  deal  with),  higher 
blood  sugars  despite  higher  doses  of  insulin,  the  pres- 
ence of  insulin-neutralizing  substances  in  the  serum — 
are  sufficient  to  classify  this  patient  as  an  insulin- 
refractory  case,  although  the  mechanism  is  not  fully 
understood. 

Summary 

An  insulin-refractory  case  of  diabetes  mellitus  was 
closely  observed  and  studied  for  five  months. 

Death  resulted  from  diabetic  acidosis  despite 
very  high  doses  of  insulin. 

The  clinical  course  was  afebrile. 

Allergic  manifestations  were  present  when  the 
patient  was  first  put  on  insulin. 

Insulin-neutralizing  substances  were  found  in  the 
serum  of  the  patient. 

Autopsy  findings  showed  hyaline  degeneration  of 
the  islands  of  Langerhans  and  fatty  degeneration  of 
the  liver. 

28  East  10th  Street 
New  York  City 

References 

1.  Martin,  W.  P.,  and  Martin,  H.  E.:  J.  Clin.  Endo- 

crinol. 1:  387  (1941). 

2.  Thannhauser,  S.  J.:  Klin.  Wchnschr.  12:  252  (Feb.) 

1933. 

3.  * Wiener,  H.  J.:  Am.  J.  M.  Sc.,  Sept.,  1938,  p.  196. 

4.  Glass,  W.  I.,  Spingarn,  C.  L.,  and  Pollack,  H.:  Arch. 

Int.  Med.  70:  221  (Aug.)  1942. 


OUR  MONTHLY  COLLECTION  OF  FIRST  AIDER’S  ANSWERS 


“Natural  immunity  is  being  able  to  catch  a dis- 
ease without  the  aid  of  a physician.” 

“To  relieve  a fainting  person  lay  them  on  their 
back  until  conscience  returns.” 

“To  be  strong  and  healthy  you  must  eat  several 
vermins  every  day.” 

“The  big  toe  is  sometimes  called  the  peda- 
gogue.” 


“The  digestive  juices  are  the  bile  and  the  sar- 
castric  juice!” 

“Respiration  is  a handy  thing  to  know  how  to  do, 
especially  if  you  live  far  from  a doctor.” 

“If  you  eat  Vitamin  A,  you  are  sure  to  have 
resistance  to  disease,  metabolism,  and  growth.” 
“The  stomach  is  just  south  of  the  ribs.” — Texas 
State  J.  M. 


LEST  WE  FORGET 

The  Hippocratic  Oath,  still  taken  at  some  uni- 
versities by  graduates  in  medicine,  is  a code  of  ethics 
for  physicians.  It  ends  thus:  “Whatsoever  house 
I enter,  there  will  I go  for  the  benefit  of  the  sick, 
refraining  from  all  wrongdoing  or  corruption 


Whatsoever  things  I see  or  hear  concerning  the  life 
of  men,  in  my  attendance  on  the  sick,  or  even  apart' 
therefrom,  which  ought  not  to  be  voiced  abroad,  I 
will  keep  silence  thereon,  counting  such  things  to  be 
as  sacred  secrets  .’’—Kentucky  M.  J. 


Case  Report 


PERSISTENT  TYPHOID  CARRIER  FOLLOWING  CHOLECYSTECTOMY  CURED 

BY  MEDICAL  TREATMENT 

Alexander  S.  Honig,  M.D.,  New  York  City 


'"THE  following  report  concerns  a typhoid  carrier 
■**  whose  condition  did  not  improve  for  a rather 
considerable  period  of  time  following  surgical  re- 
moval of  the  gallbladder,  but  who  showed  excellent 
response  to  proper  medical  therapy.  This  case  em- 
phasizes the  necessity  of  specific  medical  manage- 
ment of  this  group  of  patients. 

There  is  a certain  hopeless  attitude  toward  these 
typhoid  carriers,  who,  after  cholecystectomy,  are 
not  freed  from  the  carrier  state,  but  this  paper  illus- 
trates a rather  brighter  aspect  of  the  problem. 

Case  Report 

A woman,  29  years  old,  was  admitted  to  another 
hospital,  complaining  of  acute  pain  of  short  duration 
in  the  midepigastrium.  The  past  history  of  this 
woman  revealed  that  five  years  prior  to  hospital 
admission  she  had  had,  on  and  off,  pain  in  the  epi- 
astrium,  distress,  and  some  belching,  for  which  she 
ad  been  treated  medically  without  relief.  Exam- 
ination revealed  a temperature  of  100  F.,  tenderness 
in  the  midepigastrium  and  right  upper  quadrant, 
with  some  upper  abdominal  boardlike  rigidity. 

The  laboratory  findings  were:  white  blood  cells, 
11,600,  with  81  per  cent  polymorphonuclear  leuko- 
cytes; icterus  index,  11.5.  A week  later  the  white 
blood  cells  were  6,400,  with  polymorphonuclears, 
69  per  cent.  The  clinical  diagnosis  was  acute  chole- 
cystitis, with  possible  perforation.  Ten  days  after 
admission,  a culture  of  the  feces  showed  the  pres- 
ence of  typhoid  bacilli,  and  a diagnosis  of  typhoid 
fever  was  made.  Three  weeks  after  admission  the 
blood  became  positive  for  Bacillus  typhosus.  Dur- 
ing her  illness,  the  patient  had  several  attacks  of  epi- 
gastric pain  radiating  to  the  back. 

When  the  typhoid  fever  had  subsided,  cholecys- 
tectomy was  performed.  At  operation,  the  gall- 
bladder was  found  to  be  densely  adherent  to  the 
omentum  and  was  packed  full  of  stones.  The  histo- 
logic examination  showed  chronic  diffuse  inflamma- 
tion of  the  gallbladder  with  rupture  of  the  wall. 
Culture  of  the  gallbladder  wall  was  positive  for  B. 
typhosus. 

After  removal  of  the  gallbladder,  the  symptom  of 
epigastric  pain  did  not  disappear,  but  instead  it  be- 
came worse.  The  patient  had  weekly  attacks  of 
epigastric  pain,  lasting  from  one-half  hour  to  four 
hours,  which  were  relieved  by  hot  water  or  induced 
vomiting.  The  pain  was  sharp  and  colicky  and  was 
associated  with  belching,  nausea,  and  vomiting. 
The  symptoms  were  greatly  aggravated  by  fried 
foods.  Cultures  of  the  feces  continued  to  show  B. 
typhosus.  Examination  and  x-ray  of  the  gastro- 
intestinal tract  disclosed  no  organic  disease. 

The  patient  was  admitted  to  our  special  gall- 
bladder clinic  on  November  1,  1939,  over  fourteen 

From  the  Clinic  for  the  Study  of  Diseases  of  the  Liver  and 
Biliary  Tract  of  the  Department  of  Medicine  and  Surgery. 
New  York  Post-Graduate  Hospital  and  Medical  School, 
Columbia  University. 


months  after  cholecystectomy.  She  complained  of 
the  above-mentioned  symptoms  and  of  her  typhoid 
carrier  status.  The  first  duodenal  biliary  drainage, 
performed  on  the  day  of  admission,  showed  a low 
concentration  of  bile  salts,  lack  of  free  hydrochloric 
acid,  and  B . typhosus  in  the  bile.  The  first  bile  speci- 
men was  obtained  by  means  of  the  Twiss  tube  with- 
out stimulation.  Two  other  specimens  were  col- 
lected after  stimulation  with  25  per  cent  magnesium 
sulfate  (M  specimen)  and  olive  oil  (O  specimen), 
respectively.  The  bile  sediment  showed  the  pres- 
ence of  crystals  of  cholesterol. 

These  findings  suggested  a diagnosis  of  typhoid 
carrier  status,  common  duct  dyskinesia,  and  bile 
stasis.  The  patient  received  dilute  hydrochloric 
acid  (1  teaspoonful  in  l/2  glass  of  orange  juice)  during 
meals.  In  addition,  she  took  tincture  of  belladonna, 
10  drops,  and  1/2  grain  of  phenobarbital,  three  times 
a day  after  food.  The  next  duodenal  biliary  drain- 
age, three  weeks  later,  did  not  show  any  substantial 
change,  either  in  the  clinical  findings  or  in  the  labora- 
tory data.  The  dose  of  tincture  of  belladonna  was 
increased  to  15  drops,  and  a low  cholesterol,  low 
fat  diet  was  prescribed. 

After  three  months  on  this  regimen,  all  symptoms 
except  belching  disappeared.  Duodenal  biliary 
drainage  was  repeated.  Cultures  of  bile  specimens 
were  reported  negative  for  B.  typhosus  for  the  first 
time  since  the  operation;  however,  some  crystals 
were  present,  and  the  bile  concentration  was  still 
poor.  The  next  drainage,  performed  on  March  1, 
1940,  showed  a very  good  response  to  stimulation, 
a good  concentration  of  the  bile  salts,  a negative 
culture,  and  the  disappearance  of  crystals  from  the 
bile.  Clinically,  the  patient  was  completely  free 
from  symptoms.  Repeated  drainage  and  cultures 
(on  March  13,  March  18,  and  April  1,  1940)  con- 
firmed her  complete  clinical  recovery  and  the  dis- 
appearance of  typhoid  bacilli. 

Discussion 

On  the  grounds  of  history,  operative  findings, 
and  postoperative  course,  we  can  assume  that  this 
patient  suffered  from  disturbed  function  of  the 
emptying  mechanism  of  the  gallbladder,  caused  by 
a spasm  of  the  sphincter  of  Oddi,  resulting  in  stasis 
of  bile  and  formation  of  stones  in  the  gallbladder. 
This  condition  was  aggravated  by  a B.  typhosus 
blood  stream  infection  and  acute  typhoid  cholecys- 
titis years  later.  Removal  of  the  gallbladder  did 
not  eliminate  the  underlying  cause  of  the  distur- 
bance of  the  emptying  function  of  the  gall  bladder. 
As  a matter  of  fact,  only  a sequel  of  the  dyskinesia 
(stone-packed  gallbladder)  was  removed  when 
cholecystectomy  was  performed,  and  the  effect  of 
the  dyskinesia  was  just  passed  on  to  the  common 
duct.  The  persisting  spasm  of  the  sphincter  of  Oddi 
and  the  associated  periodic  sudden  distentions  of  the 
common  duct  only  aggravated  the  biliary  symptoms. 
It  is  evident  that  under  these  conditions,  as  long  as 
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there  was  such  a stasis  of  the  bile  in  the  common 
duct  as  that  indicated  by  a crystalline  sediment,  no 
infection  would  clear  up.  Our  basic  interest  was 
focused  on  the  dyskinesia.  The  treatment  pre- 
scribed was  for  relief  of  the  spasm  of  the  sphincter  of 
Oddi.  This  consisted  of  antispasmodics,  sedatives, 
hydrochloric  acid,  and  frequent  feedings,  resulting 
in  a flushing  out  of  the  biliary  tree.  The  repeated 
biliary  drainages  also  helped  to  counteract  biliary 
stasis.  Since  the  typhoid  cholecystitis  and  cholan- 
gitis were  not  of  very  long  duration,  the  typhoid 
infection  did  not  cause  enough  damage  to  the  liver 
and  to  the  inner  lining  of  the  biliary  tree  to  destroy 
it  and  establish  foci  which  could  never  be  eradicated. 

In  this  case  the  treatment  could  be  successful 
only  if  a specific  therapy  was  used  to  overcome  the 
common,  duct  dyskinesia.  In  uncomplicated  ty- 
phoid carrier  cases  it  is  customary  for  the  carrier 
state  to  clear  up  within  three  to  four  months  after 
cholecystectomy.  There  are  cases  reported,  how- 


ever, which  did  not  clear  up  until  eight  months  after 
cholecystectomy.  To  our  knowledge,  the  case  here 
reported  is  one  of  the  very  few  cases  which  cleared 
up  eighteen  months  after  the  operation.  We  believe 
the  success  in  this  case  was  due  to  specific  medical 
therapy.  The  hopeless  attitude  which  condemns  a 
persistent  typhoid  carrier  following  cholecystectomy 
as  an  eternal  carrier  should  be  revised.  One  should 
not  spare  patience  and  time  in  an  effort  to  save  these 
cases  from  a lifelong  stigma. 

Summary 

1 . A case  is  presented  of  a typhoid  carrier  whose 
carrier  state  cleared  up  eighteen  months  after  chole- 
cystectomy. 

2.  This,  we  believe,  was  due  to  specific  medical 
therapy. 

3.  Attempts  should  be  made  with  specific  medi- 
cal treatment  to  clear  up  the  carrier  state  in  pa^- 
tients  who  fail  to  become  bacteria-free  following 
cholecystectomy. 


DETECTION  OF  MALINGERING 

In  a recent  tissue  of  War  Medicine , Dr.  J.  L. 
Fetterman,  of  Cleveland,  describes  two  simple 
means  of  detecting  malingering  in  patients. 

The  sincerity  of  a patient  who  complains  of 
muscular  weakness  can  be  tested  with  a dynamom- 
eter, according  to  Dr.  Fetterman,  for  the  instru- 
ment measures  accurately  the  muscular  strength  of 
the  hand  and  arm.  The  patient  is  instructed  to 
compress  the  instrument  as  firmly  as  possible. 
If,  in  an  instrument  that  registers  100  or  150  kilo- 
grams for  the  average  person,  the  reading  is  only 
20  kilograms,  the  physician  recognizes  a case  of 
hysterical  paralysis  or  of  deceit.  He  may  further 
test  the  patient  by  asking  him  to  grasp  the  dyna- 


mometer quickly  but  not  forcibly.  If  the  reading  is 
then  150  kilograms  or  more,  the  exaggeration  of 
weakness  is  revealed  at  once. 

Dr.  Fetterman's  other  test  is  used  in  detecting 
pain,  a test  involving  the  use  of  a tuning  fork. 
The  tuning  fork  is  made  to  vibrate  and  is  then 
placed  over  various  regions  of  the  body.  The 
patient  answers  by  stating  whether  or  not  the  fork 
is  vibrating.  When  he  is  cooperating  fully,  the 
examiner  casually  applies  the  tuning  fork  to  the 
region  of  pain.  Whether  or  not  the  fork  is  vibrat- 
ing, the  patient  will  mention  the  pain  if  he  is  sincere 
in  his  complaint.  If  not,  he  will  merely  observe 
the  vibration  or  nonvibration  of  the  fork. 


Postgraduate  Medical  Education 


Programs  arranged  by  the  Council  Committee  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York  are  'published  in  this  section  of  the  Journal. 
The  members  of  the  committee  are  Oliver  W.  H.  Mitchell,  M.D.,  Chairman  {428  Green- 
wood Place,  Syracuse);  George  Baehr,  M.D.;  and  Charles  D.  Post,  M.D. 


Plasma  Therapy  and  Whole  Blood  Transfusion 


AT  A joint  meeting  of  the  Tioga  County  Medical 
Society  and  the  staff  of  the  Tioga  County  Gen- 
eral Hospital,  a single  lecture  on  “Plasma  Therapy 
and  Whole  Blood  Transfusion’'  was  given.  The 
speaker  was  Ralph  G.  Stillman,  M.D.,  assistant  pro- 
fessor of  medicine  (clinical  pathology)  at  Cornell 
University  Medical  College.  The  meeting  was  held 
at  6:30  p.m.  on  June  22  at  the  Wagner  Hotel  in 
Waverly,  New  York. 

The  same  subject  was  discussed  for  the  Warren 
County  Medical  Society  by  Frederick  N.  Marty, 


M.D.,  instructor  in  clinical  medicine  at  Syracuse 
University  College  of  Medicine,  at  a meeting  held 
on  May  20  at  the  Glens  Falls  Hospital  in  Glens 
Falls. 

Arrangements  for  the  lectures  were  made  by  the 
Council  Committee  on  Public  Health  and  Education 
of  the  State  Medical  Society  and  the  State  Depart- 
ment of  Health  in  cooperation  with  the  Medical 
Division  of  the  Office  of  Civilian  Defense  and  the 
Health  Preparedness  Commission  of  the  State  War 
Council. 


General  Medicine 


AT  A JOINT  meeting  of  the  Medical  Society  of 
Greene  County  and  the  staff  of  Memorial  Hos- 
pital of  Greene  County,  held  on  Thursday,  June  24, 
Russell  L.  Cecil,  M.D.,  professor  of  clinical  medicine, 


Cornell  University  Medical  College,  spoke  on  “Arth- 
ritis— Acute  and  Chronic.”  The  meeting  took  place 
at  9:00  p.m.  at  the  Memorial  Hospital  of  Greene 
County  in  Catskill,  New  York. 


EDUCATIONAL  TREATMENT  FOR  COLOR 

Discussing  a technic  which  is  claimed  will  educate 
men  who  are  color  blind  so  that  they  can  pass  the 
armed  forces’  tests  for  color  blindness,  the  Journal 
of  the  American  Medical  Association  for  June  5 says 
that  “Obviously,  it  is  for  the  services  themselves  to 
determine  whether  or  not  the  tests  for  color  blind- 
ness now  used  are  sufficient,  in  view  of  the  possibili- 
ties of  learning  to  screen  out  enough  persons  who  are 
color  deficient,  or  whether  or  not  the  young  man 
who  is  willing  to  put  in  the  necessary  time  in  an 
educational  process  to  learn  enough  about  the  tests 
to  enable  him  to  pass  them  would  not  qualify  be- 
cause of  superior  learning  ability  or  intelligence  to 
meet  the  needs  of  the  armed  forces 

“In  the  Journal  for  March  20  reference  was  made 
to  an  alleged  cure  for  color  blindness  said  to  have 
been  devised  by  one  J.  H.  Lepper,  optometrist,  of 
Mason  City,  Iowa.  Subsequent  to  the  publication 
of  that  statement,  Lepper  sent  to  the  Journal  a 
communication  in  which  he  insisted  that  he  does 
control  color  blindness  in  from  fifteen  to  twenty 
days  so  that  boys  who  followed  his  methods  passed 
government  tests.  He  submitted  complete  in- 
structions as  to  the  technic  that  he  uses,  some  special 
lenses  which  are  used  as  a part  of  the  procedure,  and 
a list  of  men  now  in  the  Navy  and  in  the  Air  Force 
who  had  previously  been  rejected  but  were  accepted 
after  having  followed  his  technic. 

“The  material  concerned  was  referred  to  ap- 
propriate agencies  in  Washington, which  verified  the 
information  supplied  by  Lepper  as  to  the  men  who 
had  been  rejected  and  later  accepted  following  his 


BLINDNESS 

attention.  Investigators  then  visited  certain  op- 
tometrists in  the  eastern  part  of  the  United  States 
who  follow  the  Lepper  technic  and  studied  their 
results. 

“These  investigators  believe  that  Lepper  is  con- 
ducting an  educational  rather  than  a thera- 
peutic process.  In  his  technic  the  subjects  are  in- 
structed to  get  some  one  with  normal  color  vision 
to  assist  them  and  to  trace  the  shapes  of  the  figures 
carefully  even  in  those  charts  in  wffiich  they  can  see 
the  figures  fairly  wrell.  They  are  instructed  to  con- 
tinue working  on  harder  and  harder  charts  and  to 
keep  daily  records  of  the  charts  wrhich  they  can  read 
and  those  which  they  cannot  read.  Thus  the  person 
concerned  builds  a learning  curve  and  with  suffi- 
cient time  masters  the  color  manual  thoroughly. 

“It  seems  quite  likely  that  those  with  disturbances 
of  color  vision  do  fix  in  their  minds  appearances 
which  are  associated  with  certain  colors  wffien  view- 
ing objects  that  have  for  them  some  familiarity. 
No  doubt  re-examination  of  these  individuals  at  a 
later  date,  using  a different  technic,  would  reveal 
that  the  persons  concerned  are  still  color  deficient, 
although  they  did  learn  enough  about  the  test  or- 
dinarily used  to  pass  that  test  and  thus  enable  them 
to  enter  military  service 

“The  optometrists  wffio  are  now  specializing  in 
the  Lepper  technic  might  limit  their  promotion  of 
the  method  to  the  statement  that  they  teach  men  to 
pass  the  tests  for  color  vision  and  avoid  carefully 
the  use  of  the  word  ‘cure’  in  any  relation  to  color 
blindness.” — A.M.A.  News 
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State  Medical  Schools  Will  Train  Army  Doctors 


A CCORDING  to  an  announcement  made  re- 
TV.  cently  by  the  War  Department,  the  command- 
ing officer  of  the  Second  Service  Command  has  been 
authorized  to  negotiate  training  contracts  imme- 
diately with  several  New  York  State  medical  schools 
for  the  Army’s  specialized  training  program. 
Colleges  on  the  list  include : 

College  of  the  City  of  New  York,  Syracuse  Uni- 
versity, St.  Bonaventure  College,  Niagara  Univer- 
sity, New  York  University,  Fordham  University, 
and  Clarkson  School  of  Technology,  Potsdam, 
basic  phase;  New  York  University,  advanced  en- 


gineering; Cornell  University,  advanced  personnel 
psychology;  Albany  Medical  College,  Columbia 
University  School  of  Medicine,  Long  Island  College 
of  Medicine,  University  of  Rochester  School  of 
Medicine,  Cornell  University  School  of  Medicine, 
New  York  University  School  of  Medicine,  Univer- 
sity of  Buffalo  School  of  Medicine,  and  Syracuse 
University  School  of  Medicine;  Columbia  Univer- 
sity School  of  Dentistry,  New  York  University 
School  of  Dentistry,  and  University  of  Buffalo 
School  of  Dentistry;  New  York  State  Veterinary 
College;  and  Cornell  University,  premedical  training. 


Medical  Society  Formed  to  Exchange  Information  With  Soviet  Union 


THE  American-Soviet  Medical  Society  has  been 
founded  to  meet  an  increasing  demand  for  in- 
formation about  the  results  and  achievements  of 
Soviet  medicine.  Reports  have  reached  this 
country  of  spectacular  feats  of  surgery  wrought  by 
the  Soviet  medical  corps  all  along  the  far-flung 
battle  line,  from  Leningrad  to  the  Cauca- 
sus. 

These  contributions  to  medicine  are  the  result  of 
twenty-five  years  of  untiring  effort,  during  which 
the  Soviet  Union  has  built  up  an  impressive  system 
of  public  health  and  medicine.  In  hundreds  of 
scientific  research  institutions  behind  the  battle 
line,  thousands  of  physicians  and  scientists  are 
engaged  in  investigations.  Yet  the  results  are  little 
known  in  this  country,  primarily  because  until  now 
there  has  been  no  organization  prepared  to  exchange 
medical  information,  although  the  language  in 
many  cases  has  proved  an  almost  insurmountable 
barrier.  The  American-Soviet  Medical  Society 
will  fill  this  gap. 

Through  meetings,  the  publication  of  a journal, 
and  the  establishment  of  a library  of  information, 
the  Society  will  tell  physicians  of  America  and 
members  of  the  allied  professions  on  what  problems 
our  Soviet  colleagues  are  working  and  what  steps 
they  are  taking  to  solve  them.  On  the  other  hand, 
the  Society  will  send  American  medical  books  and 
periodicals  to  the  Soviet  Union  in  order  to  keep  the 
Russians  informed  of  scientific  developments  in 


this  country  and  to  stimulate  closer  cooperation 
between  the  medical  corps  of  the  two  countries. 
After  the  war,  as  soon  as  conditions  permit,  the 
Society  hopes  to  promote  the  exchange  of  students 
and  scientists  and  to  sponsor  study  tours  in  the  two 
countries. 

The  Society  gave  a dinner  in  honor  of  Professor 
Vladimir  V.  Lebedenko  at  the  Hotel  Pennsylvania 
on  Friday,  June  18.  Dr.  Lebedenko  is  at  present 
in  the  United  States  as  Soviet  representative  of  the 
Russian  Red  Cross.  He  is  professor  of  surgery  at 
the  First  Moscow  Medical  Institute  and  executive 
secretary  of  the  Soviet  Association  of  Surgeons. 

The  dinner  marked  the  official  launching  of  the 
American-Soviet  Medical  Society. 

Among  the  speakers  were  Dr.  Walter  D.  Cannon, 
professor  emeritus  of  physiology  at  Harvard  Uni- 
versity and  chairman  of  the  Society;  Dr.  Henry  E. 
Sigerist,  director  of  the  Institute  of  the  History  of 
Medicine  at  Johns  Hopkins  University  and  editor 
of  the  Society’s  forthcoming  journal,  the  American 
Review  of  Soviet  Medicine;  as  well  as  representatives 
of  the  United  States  Public  Health  Service  and  of  the 
New  York  City  Department  of  Health. 

The  president  of  the  Society,  Dr.  Walter  D. 
Cannon,  is  a member  of  the  National  Academy  of 
Sciences  of  the  United  States  and  of  the  Academy 
of  Sciences  of  the  U.S.S.R. 

The  temporary  offices  of  the  Society  are  at  130 
West  46  Street,  New  York  City. 


Maternity  and  Infant  Care  for  Wives  a 

MATERNITY  care  for  wives  of  men  of  certain 
grades  in  military  service  and  medical  and 
nursing  care  for  their  babies  can  now  be  provided 
without  cost  to  the  family  through  state  health 
departments  under  plans  approved  by  the  Chil- 
dren’s Bureau.  Funds  for  the  next  few  months  have 
already  been  voted  by  Congress  in  a bill  signed  by 
the  President  on  March  18,  1943. 

Under  this  plan  a pregnant  woman  may  receive 
prenatal  care  from  a qualified  doctor  of  medicine  in 
a clinic  or  at  his  office.  At  childbirth,  whether  she 
stays  at  home  or  goes  to  a hospital,  she  and  her 
baby  may  receive  medical  and  nursing  care.  Com- 
plete maternity  care  may  be  provided,  including  a 


d Infants  of  Men  in  the  Armed  Forces 

final  physical  examination  six  weeks  after  the  baby 
is  born,  and  the  baby  may  receive  medical  care 
during  the  first  year  of  life. 

In  states  providing  these  services,  the  wife  and 
infant  of  any  man  serving  in  the  fourth,  fifth,  sixth, 
or  seventh  grade  of  the  Army,  Navy,  Marine 
Corps,  or  Coast  Guard  are  eligible  for  care  as  long 
as  similar  services  are  not  available  through  medical 
or  hospital  facilities  of  the  Army  or  Navy  or  by  or 
through  official  state  or  local  health  agen- 
cies. 

How  long  the  wife  has  lived  in  the  state  does  not 
matter.  How  much  money  the  family  has  does 
not  matter.  Race  or  color  does  not  matter. 
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Albany  County 

Dr.  Leonard  G.  Stanley,  of  Albany,  is  celebrating 
his  fortieth  year  as  a doctor-orchestra  conductor. 
Instead  of  giving  up  his  musical  interests  after  he 
had  worked  his  way  through  medical  school  by 
playing  the  violin,  Dr.  Stanley  organized  a com- 
munity orchestra  and  became  its  conductor.  Since 
the  group  was  founded,  the  orchestra  members  have 
met  once  a week  during  the  winter  seasons  to  re- 
hearse. Their  anniversary  was  observed  with  a 
regular  weekly  concert,  followed  by  a banquet  at 
the  DeWitt  Clinton  Hotel  in  Albany. 

Broome  County 

Approximately  175  persons  who  require  additional 
or  special  foods  to  meet  medical  and  dietary  re 
quirements  are  now  receiving  supplemental  food 
rations  under  a plan  inaugurated  by  the  Eastern 
Broome  County  War  Price  and  Rationing  Board. 

The  plan  was  developed  by  the  board’s  food  panel, 
representatives  of  the  Broome  County  Medical  So- 
ciety, and  dieticians,  and  is  aimed  at  providing 
foods  for  ailing  persons  who  would  be  unable  to 
maintain  proper  diets  without  supplemental  allow- 
ances. 

The  program  is  one  of  the  major  projects  of  the 
food  panel  and  has  been  instituted  with  the  assist- 
ance of  a medical  §ociety  committee  consisting  of 
Drs.  Howard  W.  Davis,  and  M.  S.  Bloom,  working 
with  Morris  Gitlitz,  panel  chairman.* 


Led  by  William  H.  Mellor  and  Dr.  Ralph  M. 
Vincent,  members  of  the  executive  committee  of 
the  Broome  County  Tuberculosis  and  Public  Health 
Association  and  the  public  health  committee  of  the 
Broome  County  Medical  Society  recently  inspected 
the  mobile  x-ray  unit  which  was  in  operation  for 
employees  at  Ozalid. 

After  looking  over  the  state-owned  equipment, 
members  of  the  two  committees  were  guests  at 
luncheon  in  the  Ozalid  cafeteria. 

Dr.  Vincent’s  committee  consisted  of  Dr.  Vesta 
Rogers,  Dr.  C.  J.  Longstreet,  Dr.  Irving  Werner, 
Dr.  Walter  J.  Farrell,  Dr.  A.  J.  Stillson,  and  Dr. 
S.  E.  McManis.* 

Cayuga  County 

The  county  society  has  started  a project  to  secure 
the  complete  records  of  members  of  the  society  who 
are  in  the  military  service  of  their  country,  for 
preservation  in  the  archives  of  the  society. 

The  work  has  been  started  by  a special  committee 
composed  of  Dr.  C.  F.  McCarthy,  chairman  and 
historian  of  the  society,  Dr.  Bernard  L.  Cullen,  Dr. 
Leonard  H.  Rothschild,  and  Dr.  Frank  L.  DeFurio. 

The  society  has  had  members  in  the  War  of  the 
Revolution,  the  War  of  1812,  the  Mexican  War,  the 
Civil  War,  World  War  I,  and  now  there  are  nearly 
30  members  serving  in  World  War  II. 

Dr.  McCarthy  has  mailed  to  all  physicians  now 
serving  a comprehensive  questionnaire,  covering 
education,  private  practice,  hospital  affiliations, 
membership  in  professional  associations,  and 
military  service.* 

Chemung  County 

The  Prepayment  Medical  Service  Plan  of  the 
Blue  Cross  Group  Hospital  Insurance  Inc.  was  ex- 
plained to  the  Chemung  County  Medical  Society 


by  a Blue  Cross  representative  at  a meeting  held  on 
June  2 at  the  Arnot-Ogden  Hospital. 

The  society  has  been  studying  medical  service 
plans  for  several  months.  * 


Dutchess  County 

The  final  meeting  of  the  season  of  the  county  so- 
ciety was  omitted.  The  meeting,  which  would  have 
included  the  annual  outing,  was  called  off  on  account 
of  gasoline  rationing  restrictions,  Dr.  Emil  A. 
Stoller,  society  president,  said. 

In  the  place  of  the  annual  outing  and  scientific 
program,  a business  meeting  was  held  on  June  9. 

In  connection  with  the  war  effort,  Dr.  Stoller 
said  the  society  has  purchased  $2,000  worth  of  war 
bonds  from  accumulated  funds  of  the  organization.  * 


Erie  County 

In  cooperation  with  the  movement  begun  by  the 
National  Noise  Abatement  Council,  Buffalo  has  set 
up  a local  committee  to  organize  a drive  against 
unnecessary  noise  in  war  industrial  plants,  offices, 
and  homes.  The  program  was  opened  with  a con- 
centrated campaign  during  National  Noise  Abate- 
ment Week,  from  May  30  to  June  5. 

Members  of  the  committee  are  W.  L.  Fetch, 
chairman;  Dr.  Herbert  H.  Bauckus,  president-elect 
of  the  New  York  State  Medical  Society;  Dr. 
Francis  E.  Fronczak,  health  commissioner;  Police 
Commissioner  Charles  E.  Cannon;  Harry  I.  Good, 
associate  superintendent  of  schools;  Councilman 
Russell  J.  Leech;  and  C.  G.  Travers,  Claude  J. 
Brumbaugh,  Joseph  N.  Lopes,  Ray  Pendleton, 
Fred  W.  Fogg,  and  George  Prong,  of  the  Buffalo 
Chamber  of  Commerce. 


Dr.  Albert  H.  Garvin  was  re-elected  president  of 
the  Buffalo  and  Erie  County  Tuberculosis  Asso- 
ciation at  the  annual  meeting  in  May.  Dr.  Horace 
LoGrasso  was  re-elected  a vice-president. 

Officers  of  the  association  reported  that  because  of 
crowded  housing  accommodations  and  other  results 
of  the  war,  the  death  rate  from  tuberculosis  increased 
from  47  deaths  per  100,000  population  in  Buffalo 
in  1940  to  54  per  100,000  in  1942.* 


Dr.  Harold  J.  Welsh,  of  Buffalo,  has  been  ap- 
pointed deputy  county  physician  (medical  examiner) 
by  Commissioner  of  Charities  and  Correction  Fred 
L.  Heitzmann,  to  succeed  Dr.  Wallace  R.  Stewart, 
who  has  resigned. 

Dr.  Welsh  has  served  on  the  pathology  staffs 
of  New  York,  Memorial,  and  Bellevue  hospitals 
and  the  Cayuga  County  Laboratory  in  Auburn  City 
Hospital.  * 


Dr.  Harold  F.  R.  Brown,  president,  reports  that 
the  county  society’s  comitia  minora  has  accepted 
with  regret  the  resignation  as  first  vice-president  of 
Dr.  John  D.  Naples,  now  in  the  Army  Medical 
Corps  in  California,  and  has  elevated  Dr.  P.  H.  J. 
Buckley  from  the  second  vice-presidency  to  that 
post.  A second  vice-president  is  to  be  named.  * 


♦Asterisk  indicates  that  item  is  from  local  newspaper. 
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At  the  age  of  81,  Dr.  Lawrence  G.  Hanley,  who 
has  practiced  medicine  in  Buffalo  for  fifty-six  years, 
has  no  thought  of  retirement  and  keeps  up  with  a 
full  load  of  work.  A graduate  of  Niagara  Univer- 
sity, from  which  he  holds  five  degrees,  Dr.  Hanley 
has  also  studied  in  Europe.  He  is  a member  of  the 
American  Medical  Association,  the  Erie  County 
Medical  Society,  and  the  Buffalo  Academy  of 
Medicine. 

Kings  County 

Some  100  Brooklyn  and  Long  Island  surgeons, 
members  of  the  Brooklyn  and  Long  Island  Chapter 
of  the  American  College  of  Surgeons,  watched  a 
series  of  operations  in  the  New  York  Post-Graduate 
Medical  School  and  Hospital  on  May  22. 

The  surgeons  made  their  observations  in  the 
amphitheater  of  the  Medical  School  during  several 
of  the  operations  and  others  were  performed  in  the 
large  operating  rooms  of  the  hospital.  In  the 
amphitheater  Drs.  J.  William  Hilton  and  Thomas 
H.  Russell,  the  latter  chief  surgeon  of  New  York 
Post-Graduate,  performed  operations  regarded  as 
rare  feats  of  surgery. 

In  the  evening  the  Brooklyn  and  Long  Island 
surgeons  entertained  those  of  the  New  York  Post- 
Graduate  Medical  School  and  College  who  had 
participated  in  the  actual  demonstrations  and 
scientific  discussions  at  dinner  at  the  Waldorf- 
Astoria. 

Dr.  Charles  A.  Gordon,  president  of  the  Brooklyn 
and  Long  Island  Chapter,  and  Dr.  John  F.  Ray- 
croft,  chairman  of  the  scientific  committee,  arranged 
the  program,  assisted  by  Dr.  Robert  F.  Barber,  the 
vice-president,  and  Dr.  Merrill  N.  Foote,  secretary- 
treasurer. 

In  the  gathering  were  the  following  Brooklyn 
surgeons:  Drs.  Thomas  Brennan,  Walter  A.  Coak- 
ley,  head  of  the  medical  board  of  the  Kings  County 
Hospital;  Ralph  Lloyd,  Charles  Mueller,  Louis 
Berger,  Milton  Bergmann,  Laurence  Bodkin,  Ben- 
jamin Cissel,  Julius  M.  Dan,  George  H.  Davis,  S. 
Lloyd  Fisher,  John  J.  Gainey,  Edwin  J.  Grace, 
Harry  Greene,  Augustus  Harris,  William  Linder, 
Joseph  M.  Linett,  Frank  E.  Mallon,  A.  W.  Martin 
Marino,  George  Marsh,  Robert  Moorhead,  Joseph 
Nevins,  Samuel  Parnass,  Anthony  Pirundini,  Nun- 
zio  Rini,  Joseph  Tenopyr,  and  Ottokar  Tenopyr. 

Among  the  Long  Island  men  were  Drs.  William 
Bartels,  Hempstead;  Lawrence  Breitbart,  Flush- 
ing; Charles  Murphy,  Amityville;  Joseph  Connolly, 
Glen  Cove;  John  M.  Scannell,  Jamaica;  J.  H. 
Hulka,  Long  Island  City;  and  Frank  S.  Child,  Port 
Jefferson.  * 


Dr.  Thomas  A.  McGoldrick,  president  of  the 
Medical  Society  of  the  State  of  New  York,  was  one 
of  the  recipients  of  the  Brother  Thomas  Memorial 
Medal  at  the  commencement  exercises  of  Man- 
hattan College.* 


Dr.  John  J.  Gainey,  president  of  the  Kings 
County  Medical  Society,  has  become  a member  of 
the  City  Committee  to  Study  a Plan  to  Provide 
Medical  Service  for  People  in  Moderate  Circum- 
stances. 

Dr.  Gainey  was  invited  by  Mayor  F.  H.  La- 
Guardia  to  serve  as  the  Brooklyn  representative. 
The  committee  is  made  up  of  medical  society  repre- 
sentatives and  employer  groups  and  was  formed  to 
work  out  a cooperative  medical  group  insurance 
plan.  * 


Monroe  County 

Dr.  William  A.  Sawyer,  medical  director  of 
Eastman  Kodak  Company,  was  named  1943  recipi- 
ent of  the  Knudsen  Medal  for  “the  most  outstand- 
ing contribution  of  the  year  to  industrial  medicine.” 
The  award,  established  in  1939  by  Lieutenant 
General  William  S.  Knudsen,  then  president  of 
General  Motors  Corporation,  was  presented  at  a 
dinner  of  the  American  Association  of  Industrial 
Physicians  and  Surgeons.  Selection  of  Dr.  Sawyer 
was  made  by  a committee  of  past  medal  winners. 

The  physician  was  cited  for  his  “outstanding 
work  in  control  of  tuberculosis,  constructive  con- 
tributions to  a practical  program  of  nutrition  in 
industry,  and  setting  up  a program  of  rehabilitation 
for  handicapped  workers  in  industry.” 

Dr.  Sawyer,  a native  of  Iowa  and  a graduate  of 
the  University  of  Pennsylvania  Medical  School,  has 
devoted  his  entire  career  to  industrial  medicine. 
After  two  years  with  Philadelphia  firms,  he  joined 
Eastman  in  1919.* 


Notwithstanding  rationing,  Americans  are  sure 
to  have  well-balanced  amounts  of  food  in  1943, 
and  “the  slight  reduction  in  calories  will  do  us  more 
good  than  harm,”  Dr.  John  R.  Murlin,  head  of  the 
department  of  vital  economics  of  the  University  of 
Rochester,  told  the  county  society  at  a meeting 
held  on  May  18  at  the  Rochester  Academy  of 
Medicine.  * 


According  to  Dr.  J.  F.  McCahan,  chairman  of 
the  Rochester  committee  on  Noise  Abatement, 
noise  is  responsible  for  errors,  a statement  that  Dr 
McCahan  substantiated  with  figures  on  the  im- 
provement shown  in  offices  in  which  noise  has  been 
reduced. 

Dr.  G.  Kirby  Collier,  neurologist  and  president 
of  the  Medical  Society  of  Monroe  County,  also 
pointed  out  that  noise  produces  physical  harm  that 
is  more  serious  than  we  generally  suspect. 

Dr.  McCahan  was  the  speaker  at  a meeting  of  the 
Rochester  Chamber  of  Commerce  Health  Conser- 
vation Committee  during  the  recent  Noise  Abate- 
ment drive  in  Rochester. 


Dr.  Achsa  Bean,  a physician  who  served  for  a year 
as  a major  in  the  Royal  Army  Medical  Corps  in 
London  and  York,  England,  has  received  a com- 
mission as  a lieutenant  (j.g.)  in  the  Waves. 

Dr.  Bean,  now  stationed  at  the  Naval  Training 
School  (Women’s  Reserve),  the  Bronx,  is  one  of  the 
first  physicians  to  join  the  Waves.  She  was  in 
England  from  August,  1941,  until  August,  1942, 
and  was  in  charge  of  men’s  wards  in  Army  hospitals. 

Dr.  Bean  was  graduated  from  the  University  of 
Maine  and  received  her  M.D.  degree  from  the  Uni- 
versity of  Rochester  School  of  Medicine  in  1936. 
After  serving  as  an  instructor  in  medicine  at  the 
University  of  Rochester,  she  went  to  Vassar  College 
as  assistant  chairman  of  the  department  of  health 
and  hygiene.* 

Nassau  County 

Dr.  Nathaniel  H.  Robin,  of  Hempstead,  will  take 
over  the  presidency  of  the  Nassau  County  Medical 
Society  July  1.  He  was  installed  at  the  organiza- 
tion’s annual  meeting  in  the  Nassau  Hospital  audi- 
torium, Mineola,  on  May  25. 


1350 


MEDICAL  NEWS 


[N.  Y.  State  J.  M. 


Other  officers  elected  at  the  annual  session  are  the 
following  doctors:  Austin  B.  Johnson,  of  Cedar- 
hurst,  president-elect,  to  take  office  in  1944;  William 
C.  Atwell,  Great  Neck,  vice-president;  E.  Kenneth 
Horton,  Rockville  Centre,  secretary-treasurer;  dele- 
gate to  the  state  medical  society  for  two  years, 
Louis  A.  Van  Kleeck,  Manhasset. 

On  the  board  of  censors  are  Drs.  John  M.  Gal- 
braith, of  Glen  Cove;  Stephen  F.  Gerde,  of  Free- 
port; A.  Milton  Goldman,  of  Rockville  Centre; 
James  L.  Winemiller,  of  Great  Neck;  and  Charles 
Edwin  Woods,  of  Westbury. 

Elected  to  the  workmen’s  compensation  board 
for  two-year  terms  are  Drs.  B.  L.  Burdick,  of  Rock- 
ville Centre;  Harold  A.  Butman,  of  Manhasset,  and 
Otho  C.  Hudson,  of  Hempstead.* 


The  Nassau  County  Health  Department  held  an 
anniversary  dinner  at  the  Garden  City  Hotel  on 
May  18.  More  than  100  were  present.  Speakers 
included  Dr.  Benjamin  R.  Allison,  chairman  of  the 
County  Health  Board;  Dr.  Earle  G.  Brown,  Nassau 
County  Health  Commissioner;  County  Executive 
J.  Russel  Sprague;  Dr.  Edward  S.  Godfrey,  Jr., 
New  York  State  Health  Commissioner;  Dr.  Ernest 
L.  Stebbins,  New  York  City  Health  Commissioner. 

Dr.  R.  C.  Williams,  of  the  U.S.  Public  Health 
Service;  Dr.  E.  N.  Whitcomb,  president  of  the 
Nassau  Medical  Society;  and  Dr.  H.  E.  Meleney, 
professor  of  preventative  medicine  at  New  York 
University,  were  also  speakers. 

New  York  County 

The  Welfare  Council,  44  East  23  Street,  Man- 
hattan, has  op  hand  a limited  number  of  copies  of 
Chronic  Illness  in  New  York  City  by  Mary  C. 
Jarrett,  a study  in  two  volumes  made  by  the  Coun- 
cil’s Research  Bureau.  These  books  are  available 
to  physicians  and  agencies  to  whom  they  may  be 
useful.  The  only  charge  made  will  be  for  wrapping 
and  mailing,  amounting  to  about  twenty  cents. 


The  Department  of  Ophthalmology  of  the  College 
of  Medicine  of  New  York  University  announces 
that  because  of  its  educational  program  associated 
with  the  war  effort  the  nine  months’  Graduate 
Course  in  Ophthalmology  will  be  discontinued  for 
the  duration  of  the  war. 


The  Phi  Delta  Epsilon  Medical  Fraternity  sold 
$600,000  in  war  bonds  during  the  last  drive.  A 
luncheon  celebration  was  held  at  the  Waldorf- 
Astoria  Hotel,  Saturday,  June  5,  when  Treasury 
Department  officials  named  two  heavy  bomber 
planes  in  honor  of  the  Fraternity. 


The  Eighth  Annual  Convention  of  the  National 
Gastroenterological  Association  was  held  on  June  2 
at  the  Hotel  Astor  in  New  York  City. 

Dr.  Anthony  Bassler,  president,  of  New  York, 
presided  at  the  scientific  sessions.  Included  in 
the  day’s  program  was  a military  luncheon  at  which 
Lt.  Comdr.  Michael  Lake,  M.C.,  USNR,  dis- 
cussed “Peptic  Ulcer  in  the  Navy.” 


Dr.  Axel  Leonard  Melander,  chairman  of  the 
department  of  biology  at  the  College  of  the  City  of 


New  York  and  owner  of  one  of  the  country’s  largest 
private  collections  of  diptera,  or  winged  flies,  will 
retire  at  the  end  of  the  present  semester.  Dr. 
Melander,  who  will  be  65  years  old  in  June,  came 
to  City  College  from  Washington  State  College  in 
1926.  He  was  made  chairman  of  the  biology  depart- 
ment in  1928. 

A graduate  of  the  University  of  Texas,  he  ob- 
tained the  degree  of  Doctor  of  Science  from  Harvard 
University  in  1914.  Afterward,  he  taught  biology 
for  twelve  years  at  Washington  State  College.* 


One  hundred  underprivileged  diabetic  children 
of  this  city  and  adjacent  communities  left  New 
York  on  July  1,  the  opening  day  of  Camp  Nyda 
at  Wallkill,  New  York,  where  they  have  spent  a two- 
week  vacation.  The  New  York  Diabetes  Asso- 
ciation, a group  of  leading  specialists  on  diabetes, 
is  sponsor  of  the  camp. 

The  Association  announced  that  the  number  of 
youngsters  to  be  accommodated  depended  upon 
the  response  to  the  appeal  for  funds  that  the  asso- 
ciation was  making.  To  care  for  the  children  this 
year  it  was  estimated  that  $7,000  would  be  needed.  * 


A plan  whereby  indigent  persons  would  be  cleared 
through  a central  municipal  registration  bureau  and 
physicians  would  be  paid  by  the  city  for  their  treat- 
ment has  been  adopted  by  the  executive  heads  of 
the  Medical  Society  of  the  County  of  New  York. 

At  present,  the  city’s  medically  indigent  are 
treated  at  public  and  private  hospitals,  at  home, 
and  in  the  offices  of  physicians,  but  there  is  no  sys- 
tematic clearing  of  the  patients  to  prevent  dupli- 
cation of  service,  and  physicians  are  not  remuner- 
ated for  their  services,  it  was  stated  by  Dr.  Charles 
Perera,  chairman  of  the  society’s  Special  Committee 
on  Education  and  Publicity. 

Under  the  plan,  a central  municipal  registration 
bureau  would  be  established,  with  a paid  physician 
as  chief  executive. 

This  bureau  would  come  under  a nongovern- 
mental, nonprofit  agency  or  corporation,  to  be  set  up 
with  the  cooperation  of  the  city  government.  The 
board  of  directors  would  consist  of  one-third  city 
officials,  one-third  physicians  selected  or  appointed 
by  the  five  county  medical  societies  of  Greater  New 
York,  and  one-third  prominent  laymen  acceptable 
both  to  physicians  and  government  representatives. 
The  medical  members  would  constitute  the  medical 
policy  committee.  There  would  be  no  change  in 
the  medical  policy  without  the  consent  of  the  medi- 
cal policy  committee. 

In  order  to  qualify  for  treatment  as  an  indigent, 
a single  person  would  have  to  have  an  annual  in- 
come of  $1,000  or  less,  the  committee  decided. 

The  income  of  a man  and  wife  would  have  to  be 
$1,450  or  less  and  the  allowance  for  each  dependent 
would  be  $250,  not  to  exceed  $1,950  for  a family. 
These  rates  would  be  adjusted  at  the  discretion  of 
the  policy  committee.  The  bureau  would  require 
an  annual  certificate  of  registration.* 

Oneida  County 

At  the  Utica  Academy  of  Medicine’s  May  meet- 
ing, Dr.  Maurice  J.  Costello,  assistant  derma- 
tologist and  syphilologist,  Bellevue  Hospital,  New 
York  City,  spoke  on  “Sulfonamide  Therapy  in 
Dermatology.”  Discussion  was  opened  by  Dr. 
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H.  D.  Parkhurst.  Dr.  O.  J.  McKendree,  of  Utica 
State  Hospital,  had  as  his  subject  “Wartime  and 
Psychiatry.”  Discussion  of  his  address  was  opened 
by  Dr.  L.  L.  Bryan,  of  Marcy  State  Hospital.  A 
tribute  was  paid  the  late  Dr.  Andrew  Sloan,  who 
was  the  first  president  of  the  Academy  of  Medicine. 
Dr.  Ross  Helmer,  Utica  State  Hospital,  presided. 

The  town  of  Rome  recently  conducted  a cam- 
paign for  the  prevention  of  diphtheria,  the  goal  of 
which  was  to  immunize  all  Rome  children  between 
the  ages  of  6 months  and  12  years. 


Dr.  Karl  W.  Gruppe,  major  in  the  Army  Medical 
Corps,  has  been  honorably  discharged  and  has  re- 
sumed his  practice  in  Utica.  * 


Dr.  Max  Gara,  a graduate  of  the  University  of 
Vienna,  has  been  appointed  village  physician  for 
New  York  Mills. 

Dr.  Gara  was  head  surgeon  of  the  Workmen's 
Compensation  Hospital,  Vienna,  for  twelve  years. 
His  American  internship  was  served  in  Medical 
Center,  Jersey  City.  He  also  served  as  resident 
physician  at  Memorial  Hospital,  Manchester, 
Connecticut. 

He  comes  to  New  York  Mills  from  New  York 
City  through  the  cooperation  of  Dr.  H.  D.  Mac- 
Farland  of  the  Oneida  County  Medical  Society 
procurement  and  assignment  committee,  the  Village 
of  New  York  Mills  having  been  without  a resident 
physician  for  several  months.  * 

Ontario  County 

Dr.  Harry  M.  Smith  entertained  the  Canandaigua 
Medical  Society  at  dinner  and  provided  the  program 
for  the  May  meeting,  in  the  Canandaigua  Hotel. 
He  showed  colored  photographic  slides  and  talked 
on  the  seashells  of  Florida,  and  also  showed  scenic 
views. 

Dr.  E.  C.  Merrill,  vice-president,  presided  in  the 
absence  of  Dr.  Margaret  T.  Ross.  Guests  were  Dr. 
H.  R.  Hageman,  Palmyra,  and  Drs.  Ludwig  Mayer, 
Hans  Hansen,  and  Augustus  W.  Sainsbury,  of 
Canandaigua. 

Dr.  Merrill  was  host  to  the  June  meeting  of  the 
society  on  June  8 at  his  home.  Dr.  W.  C.  Eikner, 
of  the  Clifton  Springs  Sanitarium  staff,  read  a paper 
on  “The  Prostate,”  as  speaker  for  Dr.  John  H. 
Pratt.  * 

Queens  County 

A joint  meeting  of  the  county  society  and  the 
Queens  County  Bar  Association  was  held  on  Tues- 
day, May  25,  at  8:30  p.m.  The  program  was 
opened  with  remarks  by  Mr.  Bernard  J.  Ferguson, 
president  of  the  County  Bar  Association.  The 
scientific  addresses  included:  “The  Doctor  in  the 
Court  Room,”  by  Honorable  Joseph  M.  Conroy, 
county  judge  in  Queens  County;  “Some  Psychiatric 
Problems  Common  to  the  Practice  of  Law  and 
Medicine,”  by  Carl  Binger,  M.D.,  assistant  clinical 
professor  of  medicine,  department  of  psychology  at 
Cornell  Medical  College;  and  “Medicolegal  Signifi- 
cance of  Histologic  Examinations,”  by  Dr.  B.  M. 
Vance,  deputy  chief  medical  examiner  of  the  city  of 
New  York. 

Dinner  at  Forest  Hills  Inn  at  7:00  p.m.  preceded 
the  program.  The  guest  speakers  were  present  at 
the  dinner. 


Expansion  of  tuberculosis  education,  including 
x-ray  activities  and  six  new  control  projects,  to 
meet  current  and  postwar  needs,  has  been  decided 
upon  by  the  board  of  directors  of  the  Queensboro 
Tuberculosis  and  Health  Association  for  its  1943 
program,  Dr.  James  R.  Reuling,  of  Bayside,  presi- 
dent, has  announced.  The  proposals  were  drawn 
up  by  the  Plan  and  Scope  Committee,  headed  by 
Dr.  H.  McLeod  Riggins,  medical  director  at  Triboro 
Hospital  for  Tuberculosis. 

The  association's  Industrial  Chest  Service,  which 
heads  the  list  of  projects  is  designed  to  combat 
tuberculosis  among  war  workers  and  their  families. 

A special  survey  of  present  and  postwar  hospital 
needs  for  the  tuberculous  in  New  York  City  will  be 
undertaken  this  year  in  cooperation  with  the 
Greater  New  York  Tuberculosis  and  Health  Ad- 
visory Committee. 

The  association  will  begin  a project  of  education 
among  patients  already  in  tuberculosis  hospitals. 
Among  other  new  projects  is  a demonstration  of 
tuberculosis  case-finding  in  general  hospitals  in 
Queens. 

A system  of  postgraduate  study  in  tuberculosis 
for  Queens  doctors,  with  scholarships  to  be  awarded 
by  the  association,  was  recommended  by  the  board. 

Plans  were  adopted  for  expansion  of  the  re- 
habilitation department  and  the  addition  of  per- 
sonnel to  reach  more  patients  recovering  from 
tuberculosis. 

Dollar  x-rays  for  the  general  public,  Negro  health 
work,  consultation  chest  clinics,  and  surgical  re- 
search will  be  continued  and  extended.* 


The  charter  members  of  the  Rockaway  Medical 
Society  recently  celebrated  the  twentieth  anniver- 
sary of  the  founding  of  the  organization  with  a 
dinner  given  to  Dr.  Martin  L.  Sowers,  a former 
president  and  one  of  the  organizers  of  the  Society,  at 
the  Seawane  Golf  Club,  Hewlett  Harbor. 

The  dinner  was  given  on  the  occasion  of  Dr. 
Sowers'  fiftieth  birthday.  Those  attending  the 
celebration  included  members  of  the  medical  and 
surgical  profession  practicing  in  the  Rockaways  who 
were  members  of  the  Society  when  it  was  organized. 

Dr.  Joseph  Baum,  of  Woodmere,  formerly  of  Far 
Rockaway,  acted  as  master  of  ceremonies,  while 
Dr.  Leonard  S.  Rau,  formerly  of  Lawrence,  Long 
Island,  and  now'  of  Manhattan,  was  one  of  the 
speakers.  * 


A series  of  articles  prepared  by  the  Child  Welfare 
Committee  of  the  county  society,  “designed  to 
provide  timely  advice  to  parents,”  has  been  pub- 
lished in  the  Long  Island  press.  Among  the  topics 
covered  in  the  series  are  skin  rashes,  smallpox, 
diphtheria,  whooping  cough,  tetanus,  typhoid  fever, 
scarlet  fever,  measles,  the  common  cold,  and  infan- 
tile paralysis. 


Dr.  Frank  L.  Babbott,  former  president  of  the 
Long  Island  College  of  Medicine,  has  been  elected 
chairman  of  the  college  board  of  trustees,  to  succeed 
Henry  A.  Ingraham.* 

Rensselaer  County 

Dr.  Harriet  E.  Kenney,  school  physician  at  Co- 
hoes, has  officially  retired  on  pension,  at  the  age  of 

70. 
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Dr.  Kenney  has  been  medical  supervisor  in  the 
public  schools  of  the  city  for  more  than  a quarter  of 
a century. 

A gift  of  a purse  was  presented  to  Dr.  Kenney  on 
behalf  of  the  principals,  teachers,  and  administra- 
tive staff  members  of  the  Education  Department. 

Dr.  M.  J.  Keough,  wffio  has  served  as  health 
commissioner  of  the  city  for  a number  of  years,  wrill 
assume  the  post. 

Schenectady  County 

The  semiannual  meeting  of  the  county  society  was 
held  at  the  Mohawk  Golf  Club  on  Thursday,  June 
3.  Dinner,  wdiich  was  served  at  7 : 00  p.m.,  was  pre- 
ceded by  a business  meeting.  Speaker  of  the 
evening  wras  Dr.  N.  A.  Pashayan,  who  gave  an 
illustrated  talk  on  “Egypt  and  the  Holy  Lands.” 

Seneca  County 

The  regular  semiannual  meeting  of  the  county 
society  w’as  held  at  the  Armitage  Tea  Rooms  in 
Seneca  Falls  on  May  13.  At  the  scientific  sessions, 
w'hich  took  place  in  the  afternoon,  Dr.  J.  G.  Fred 
Hiss,  of  Syracuse,  spoke  on  “Rheumatic  Fever  and 
Its  Complications,”  and  a demonstration  blood 
transfusion  was  given  by  representatives  of  the 
Upjohn  Company. — F.  W.  Lester,  M.D. , Secretary 

Steuben  County 

Dr.  Carl  G.  Schw'an  was  elected  president  of  the 
Homell  Medical  and  Surgical  Society  at  the  annual 
banquet  and  meeting  on  Majr  12  at  the  Hornell 
Country  Club.  Dr.  D.  Roger  Haggerty,  of  Ark- 
port,  was  elected  vice-president  and  Dr.  James  I. 
Yanick,  secretary-treasurer.  There  were  26  mem- 
bers present. 

Dr.  C.  E.  Patti,  the  retiring  president,  wrho  served 
for  two  consecutive  years  in  office,  presided  and 
offered  a toast  of  tribute  to  members  now’  serving  in 
the  armed  forces.  They  are:  Maj.  Arthur  Karl, 
Maj.  Thomas  Cotton,  Capt.  James  MacFarland, 
Capt.  Charles  Rose,  Lt.  Richard  Travis,  Lt.  Al- 
phonse Lucas,  and  Lt.  (j.g.)  Leon  Roe. 

Lieutenant  Roe,  the  only  serviceman  member 
able  to  be  present,  was  home  on  leave  from  Fisher’s 
Island  and  visiting  at  his  home  in  Canisteo.  He 
spoke  of  his  experiences  with  medicine  in  the  Navy 
and  answered  inquiries  of  guests  concerning  his 
training  and  work.  * 

The  summer  meeting  of  the  countv  society  was 
held  Thursday,  June  10,  at  the  Hotel  Wagner,  Bath. 
Luncheon  at  12:30  p.m.  wras  follow  ed  by  a business 
meeting  at  1:30  p.m. 

Dr.  R.  J.  Shafer,  of  Corning,  spoke  on  “Sesame 
and  Peanut  Oil  Cysts.”  The  new  Farm  Security 
Administration  contract  and  the  Medical  Insurance 
Plan  w ere  also  discussed.  * 

Suffolk  County 

Officers  and  directors  of  the  Suffolk  County 
Tuberculosis  and  Public  Health  Association  were 
elected  at  meetings  of  that  organization  on  Tues- 
day, May  25.  The  officers  elected  for  the  coming 
year  are  as  follows:  Dr.  Frank  S.  Child,  president; 
Frank  B.  Smith,  first  vice-president;  John  H. 
Aldrich,  second  vice-president;  Mrs.  Allan  Heath, 
third  vice-president;  John  S.  Howe,  treasurer;  and 
Earl  P.  Rubini,  secretary. 

Directors  elected  to  serve  for  a three-year  period 
are  as  follow’s:  Mrs.  B.  Y.  Burdge,  Huntington; 
Dr.  Frank  S.  Child,  Port  Jefferson;  Mrs.  J.  Henry 


Daily,  Babylon;  Dr.  David  Edw'ards,  East  Hamp- 
ton; Mrs.  Joel  S.  Lawson,  St.  James;  Mrs.  Verne 
L.  Rockwell,  Smithtowm  Branch;  Frank  B.  Smith, 
East  Hampton;  Earl  P.  Rubini,  Southampton; 
and  Capt.  George  H.  Monsell,  Cutchogue.* 


Dr.  William  H.  Ross,  of  Brentw’ood,  observed 
his  fifty-fifth  year  in  the  practice  of  medicine  in 
June.  He  began  his  internship  at  Presbyterian 
Hospital,  New’  York,  in  June,  1888,  after  graduating 
from  Columbia  University  College  of  Physicians 
and  Surgeons. 

Dr.  Ross  wras  recently  elected  chairman  of  the 
Board  of  Trustees  of  the  New  York  State  Medical 
Society.  He  has  already  served  two  terms  in  this 
capacity,  having  been  a trustee  of  the  medical  so- 
ciety continuously  since  1928,  except  for  the  two 
years  he  retired  to  serve  first  as  president-elect  of 
the  society  and  then  as  its  president.  The  chair- 
manship of  the  Board  of  Trustees  carried  with  it 
membership  on  the  newly  formed  Planning  Com- 
mittee for  Medical  Policies  but  Dr.  Ross  declined 
this  honor  and  designated  another  member  of  the 
Board  of  Trustees  to  serve  in  his  place. 

Dr.  Ross,  who  has  steadily  advocated  medical 
leadership  for  the  important  problems  in  medicine 
arising  from  the  demands  of  a “rapidly  changing 
world,”  foretold  these  changes  in  an  article  pub- 
lished in  the  Long  Island  Medical  Journal  twelve 
years  ago,  when  the  present  trends  were  barely  dis- 
cernible. This  prediction,  now  a reality,  wras  re- 
cently quoted  in  the  New  York  State  Journal 
of  Medicine.* 


Dr.  Joseph  H.  Werk  formerly  of  Bohemia,  New 
York,  will  move  to  Port  Jefferson,  about  the  first  of 
next  month,  augmenting  the  medical  staff  of  the 
village,  w’hich  has  been  decimated  by  several  mem- 
bers of  the  profession  entering  the  armed  services 
of  the  country. 

Dr.  Werk  has  been  a practicing  physician  in  Bo- 
hemia since  1939.  He  wras  born  in  New  York  City 
in  1909  and  graduated  from  the  De  Witt  Clinton 
High  School.  He  took  his  degree  of  B.S.  at  the 
City  College  of  New  York  in  1930,  and  his  medical 
degree  at  the  University  of  Glasgow,  Scotland,  in 
1935.  His  internship  and  residencies  were  at  the 
Bronx  Hospital  and  Physicians’  Hospital  in  New 
York  City. 

The  doctor  is  a member  of  the  Suffolk  County 
Medical  Society  and  is  on  the  staff  of  the  Mather 
Memorial  Hospital.* 

Sullivan  County 

Dr.  Nathan  Nemerson,  eye,  ear,  nose,  and  throat 
specialist,  has  opened  an  office  in  Monticello. 

The  doctor,  who  has  practiced  at  South  Fallsburg 
the  past  sixteen  years,  is  a graduate  of  New  York 
University,  w here  he  received  his  degree  of  Bachelor 
of  Science,  and  of  Cornell  University,  w’here  he  was 
awarded  the  degree  of  Doctor  of  Medicine  in  1926. 

He  is  vice-president  of  the  Sullivan  County  Medi- 
cal Society;  a member  of  the  New  York  Academy  of 
Medicine;  and  a member  of  the  New  York  Society 
for  Clinical  Ophthalmology.  He  has  been  certified 
as  a specialist  by  the  American  Board  of  Ophthal- 
mology. * 

Warren  County 

The  semiannual  meeting  of  the  Warren  County 
Medical  Society  w’as  held  Thursday,  May  20,  in  the 
auditorium  of  the  Glens  Falls  Hospital  at  8:30 
p.m.  Routine  business  was  transacted.  A com- 
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mittee  was  appointed  to  study  the  matter  of  Medi- 
cal Expense  Insurance  and  to  report  at  the  next 
meeting. 

The  speaker  of  the  evening  was  Dr.  Frederick  N. 
Marty,  instructor  in  clinical  medicine,  Syracuse 
University,  College  of  Medicine,  who  spoke  on 
“Plasma  Therapy  and  Whole  Blood  Transfusions.” 
This  program  was  part  of  the  postgraduate  instruc- 
tion arranged  by  the  Council  Committee  on  Health 
and  Education  of  the  Medical  Society  of  the  State 
of  New  York  and  the  New  York  State  Department 
of  Health  in  cooperation  with  the  Medical  Division 
of  the  Office  of  Civilian  Defense  and  the  Health 
Preparedness  Commission  of  the  State  War  Council. 

Thirty-five  members  were  present.  The  lecturer 
was  well  received,  and  a very  interesting  discussion 
followed  his  address. — Morris  Maslon , M.D.,  Secre- 
tary-Treasurer 

Westchester  County 

Dr.  Lester  Wartels,  recently  retired  from  active 
service  as  a captain  in  the  Army  Medical  Corps 
following  a surgical  operation,  has  been  appointed 
assistant  city  physician  in  New  Rochelle,  to  succeed 
Dr.  Raymond  Shea,  who  has  left  for  active  duty  in 
the  Army.  Dr.  Clifford  H.  Fulton  holds  the  posi- 
tion of  city  physician.  * 


The  following  resolution  was  passed  recently  by 
the  Westchester  County  War  Council: 


“Whereas,  since  June,  1940,  when  he  became 
chairman  of  the  Medical  Preparedness  Com- 
mittee of  the  Westchester  County  Medical  So- 
ciety, Dr.  Erich  H.  Restin  has  devoted  his  atten- 
tion to  the  organizing  of  the  Emergency  Medical 
Service  throughout  Westchester  County,  and 
Whereas,  he  has  been  unsparing  of  his  time  in 
this  vital  public  service,  and 

Whereas,  conditions  beyond  his  control  have 
necessitated  his  resignation  as  Director  of  Emer- 
gency Welfare  Service  for  Westchester  County; 
now,  therefore  be  it 

Resolved,  by  the  Westchester  War  Council,  that 
this  expression  of  public  appreciation  of  the  de- 
voted and  able  services  of  Dr.  Erich  H.  Restin, 
as  Director  of  Emergency  Medical  Service  of 
Westchester  County,  be  made  a part  of  the  official 
transactions  of  this  Council  and  that  a copy  of 
this  resolution  be  sent  to  the  press  and  to  Dr. 
Restin.  * 


Dr.  Ralph  T.  B.  Todd,  of  Tarrytown,  is  serving  as 
chairman  of  the  Westchester  Medical  Advisory 
Board  for  the  local  branch  of  Planned  Parenthood 
Federation  of  America,  which  is  now  conducting  a 
drive  to  raise  $2,400.  Other  physicians  serving  on 
the  Board  include,  Dr.  William  J.  Vogeler,  of 
Yonkers;  Dr.  Francis  Giammatei,  of  Tarrytown; 
Dr.  Wilbur  W.  Stearns,  of  Yonkers;  Dr.  Waring 
Willis,  of  Bronxville;  and  Dr.  Edwina  Kittredge,  of 
Yonkers. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Jacob  Bressler 

53 

Univ.  & Bell. 

March  10 

Manhattan 

Lloyd  L.  Carr 

88 

Jefferson 

February  21 

Brooklyn 

Louis  Cohen 

73 

N.Y.  Eclectic 

April  26 

Manhattan 

Loyal  L.  Dunlop 

51 

Albany 

June  14 

Madrid 

Louis  Fichter 

59 

P.  & S.,  N.Y. 

March  22 

Manhattan 

Samuel  I.  Fine 

54 

L.I.C.  Hosp. 

June  24 

Bronx 

Bernard  J.  Gretsch 

69 

P.  & S.,  N.Y. 

April  1 

Manhattan 

Boleslaw  R.  Gurgas 

47 

Buffalo 

June  16 

Buffalo 

John  F.  Kane 

65 

Buffalo 

June  16 

Olean 

Adolph  S.  Katzman 

66 

Univ.  & Bell. 

March  12 

Monroe 

Alfred  I.  Lowenthal 

54 

Pennsylvania 

March  11 

Manhattan 

Marcus  Markiewicz 

86 

L.I.C.  Hosp. 

June  15 

Manhattan 

Nicholas  J.  McCaul 

63 

Maryland 

June  19 

Brooklyn 

Charles  Mester 

51 

Albany 

February  11 

Manhattan 

Otto  L.  Mulot 

75 

N.Y.  Univ. 

June  22 

Brooklyn 

John  F.  Sabbia 

47 

Fordham 

June  20 

Brooklyn 

Samuel  Schwartzman 

63 

Cornell 

March  26 

Bronx 

Myles  B.  Sharkey 

52 

Maryland 

June  21 

Syracuse 

J.  Walter  Stiles,  Jr. 

63 

Univ.  & Bell. 

April  13 

Manhattan 

Joseph  S.  Tanner 

— 

N.Y.  Univ. 

May  10 

Manhattan 

Hospital  News 

OCD  Advises  Gas  Cleansing  Stations  at  Hospitals 


HOSPITALS  should  make  complete  plans  for  the 
immediate  establishment,  when  needed,  of 
“gas  cleansing  stations”  for  the  care  of  injured 
persons  who  have  been  exposed  to  war  gases,  the 
Medical  Division  of  the  Office  of  Civilian  Defense 
advises  in  Operations  Letter  No.  124  (Supplement 
No.  4 to  Operations  Letter  No.  42).  Large  com- 
munities should  establish  at  least  one  gas  cleansing 
station  without  delay  for  training  purposes. 

The  OCD  recommends  that  the  term  “gas  cleans- 
ing” be  used  to  describe  the  procedure  of  removing 
vesicant  liquids  from  persons  and  that  the  term 
“decontamination”  be  reserved  for  areas  and  ob- 
jects. 

The  primary  purpose  of  gas  cleansing  stations 
is  the  protection  of  hospitals  and  casualty  stations 
and  their  staffs  and  patients  from  contamination 
by  injured  persons  who  have  been  exposed  to  vesi- 
cant agents,  the  Operations  Letter  points  out. 
Contaminated  persons  who  are  not  disabled  are 
expected  to  cleanse  themselves  in  the  nearest  private 
home  or  in  other  local  facilities. 

Existing  facilities  in  casualty  receiving  hospitals 
must  be  converted  into  gas  cleansing  stations,  it  is 
pointed  out,  since  under  present  conditions  of  scar- 
city of  materials  and  manpower,  construction  of  new 
facilities  is  generally  not  justified.  Hospital  facili- 
ties that  should  prove  suitable  are  suggested  as 
follows:  hydrotherapy  rooms,  nurses’  or  interns’ 


An  oxygen  tent  and  two  bedside  tables  have  been 
donated  to  the  Ossining  Hospital  by  the  Woman’s 
Auxiliary.* 


locker  and  shower  rooms,  part  of  the  outpatient 
department,  garages,  or  other  separate  structures. 
In  the  event  that  these  are  not  available,  facilities 
to  care  for  persons  who  are  both  injured  and  con- 
taminated must  be  arranged  in  schools,  gymnasiums, 
swimming  pools,  shower  rooms,  club  houses,  and 
community  centers. 

Cleansing  stations  should  be  equipped  to  take 
care  of  one-third  to  one-half  of  the  hourly  casualty 
receiving  capacity  of  the  hospital  to  be  served, 
the  OCD  recommends.  The  professional  staff 
will  consist  of  Mobile  Medical  Teams  assigned  when 
the  station  is  activated,  supplemented  by  additional 
attendants  from  the  Emergency  Medical  Service. 
In  addition  to  cleansing  and  emergency  treatment, 
the  staff  of  the  gas  cleansing  station  will  assist  in 
undressing  the  injured,  moving  stretchers,  caring 
for  clothing  and  valuables,  maintaining  supplies, 
and  dressing  wounds. 

It  is  recommended  that  cleansing  stations  be 
established  at  or  near  hospitals  and  casualty  stations 
which  they  are  to  serve.  Every  hospital  that  may 
be  required  to  handle  an  appreciable  number  of 
casualties  should  have  access  to  such  cleansing 
station  facilities. 

The  local  Chief  of  Emergency  Medical  Service 
is  responsible  for  the  development  of  these  stations, 
with  the  advice  of  the  Senior  Gas  Officer  of  the  com- 
munity. 


months  of  this  year  280  babies  have  been  bom  at 
the  hospital,  30  more  than  during  the  same  period 
in  1942. 


General  Electric  x-ray  engineers  have  completed 
the  installation  of  new  x-ray  equipment  at  St. 
Jerome  Hospital  in  Batavia.  * 


Mount  Vernon  Hospital  has  installed  ultraviolet 
germicidal  lamps  in  two  nurseries  on  its  maternity 
floor.  Funds  for  the  installation  were  contributed 
by  the  woman’s  auxiliary  of  the  hospital,  which 
also  recently  contributed  $450  for  the  purchase  of 
another  incubator  for  premature  infants. 

All  parts  of  the  nursery  are  now  irradiated  twenty- 
four  hours  a day.  In  1942,  1,048  babies  were  born 
in  the  Mount  Vernon  Hospital  and  in  the  first  three 

At  the 

Governor  Thomas  E.  Dewey  has  appointed  Dr. 
Edward  C.  Reifenstein,  Sr.,  Syracuse  physician,  to 
a seven-year  term  as  a member  of  the  board  of 
visitors  of  the  New  York  State  Tuberculosis  Hos- 
pital at  Raybrook.  He  succeeds  Dr.  George  M. 
Retan,  of  Syracuse,  whose  term  expired  in  Febru- 
ary. 

The  Governor  also  appointed  to  the  board  Dr. 
Henry  O.  Harding,  New  York  City  Negro  physician, 
who  is  a former  president  of  the  North  Harlem 
Medical  Society  and  the  Harlem  Tuberculosis 
Committee.  * 

* Asterisk  indicates  that  item  is  from  local  newspaper. 


Three  rooms  have  been  added  to  the  x-ray  depart- 
ment of  St.  Agnes  Hospital  in  White  Plains,  and 
new  equipment  has  been  installed  for  diagnostic 
and  therapeutic  purposes. 

The  War  Production  Board  granted  a priority 
for  two  diagnostic  machines,  a superficial  treatment 
machine,  and  deep  therapy  equipment  for  treating 
cancer  and  other  diseases. 

The  shockproof  therapy  equipment  has  safety 
devices  insuring  safety  and  comfort  for  patient  and 
operator.  The  main  diagnostic  room  has  a gener- 
ator with  a rotating  x-ray  tube.  The  auxiliary 
radiographic  room  has  a generator  with  a tilting 
table  and  spot  film  device  for  radiographs  of  the 
gastrointestinal  tract.  The  x-ray  department  is 
directed  by  Dr.  Charles  Wadsworth  Schwartz.* 

Helm 

Dr.  Ernest  W.  Saward  has  been  appointed  an 
Associate  in  Medicine  at  Mary  Imogene  Bassett 
Hospital,  in  Cooperstown.  * 


Miss  Fay  Simon  is  the  new  superintendent  of 
Monticello  Hospital,  and  Dr.  Frank  Herzlin  is  the 
new  intern. 

The  new  superintendent  formerly  held  a super- 
visory post  in  the  Morrisania  Hospital  in  New 
York  City,  where  she  had  previously  been  on  the 
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B COMPLEX  SYRUP  SQUIBB 

An  undiluted  rice  bran  extract,  with  thiamine  and 
riboflavin  added.  Extract  of  Rice  Bran  is  official 
in  U.  S.  P.  XII.  The  Squibb  product  meets  U.  S.  P. 
requirements  in  every  respect  except  that  its  spe- 
cific gravity  is  slightly  higher. 

One  teaspoonful  (5  cc.)  supplies  1.5  mg.  thiamine  hydrochlo- 
ride; 1 mg.  riboflavin;  12.5  mg.  of  a naturally  occurring  mix- 
ture of  niacin  and  niacin  amide;  0.75  mg.  pyridoxine  hydro- 
chloride and  1.4  mg.  pantothenic  acid.  Calories  2.56  per  gram. 


These  and  other  individual  and  multivitamin 
products  are  available  from  the  Squibb  Labora- 
tories. Write  for  the  Squibb  booklets,  "Vitamin 
B Complex  Therapy”  and  "Squibb  Vitamin  B 
Complex  Products.”  Address  the  Professional 
Service  Department,  745  Fifth  Avenue,  New 
York  22,  N.  Y. 


NATUPLEX-B  Squibb  Extract  of  Natu- 
ral Vitamin  B Complex  derived  from  high-potency 
brewers’  yeast  — unfortified,  undiluted.  Makes 
possible  the  administration  of  the  "natural”  vita- 
min B Complex  in  heavier  dosage  than  hitherto 
regarded  as  practicable. 

Average  daily  dose  of  one  heaping  teaspoonful  (10  grams) 
supplies  5 mg.  thiamine;  2 mg.  riboflavin;  20  mg.  niacin;  1.6 
mg.  pyridoxine;  5.3  mg.  pantothenic  acid;  32  calories. 


B COMPLEX  TABLETS  SQUIBB 

A product  of  choice  for  correction  of  milder  forms 
of  B Complex  deficiency  conditions,  and  for  main- 
tenance. Two  tablets  supply  the  full  daily  allow- 
ance of  Bx,  B2  and  niacin  amide  as  recommended 
by  the  Food  and  Nutrition  Board  of  the  National 
Research  Council. 

Each  taDlet  contains  5 grains  Natuplex-B  together  with  1 mg. 
thiamine  hydrochloride;  1.5  mg.  riboflavin  and  10  mg.  niacin 
amide. 


ER:  Squibb  SlSons 

Manufacturing  Chemists  to  the  Medical  Profession  Since  185& 
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staff  of  the  Hospital  for  Joint  Diseases.  She  is  a 
graduate  of  the  Lebanon  Hospital  Nursing  School, 
New  York. 

Dr.  Herzlin  was  formerly  a member  of  the  medical 
staff  of  the  Knickerbocker  Hospital  in  New  York 
City.* 


Dr.  John  R.  Ross  has  resigned  as  superintendent 
of  Hudson  River  State  Hospital  in  Poughkeepsie 
to  become  superintendent  of  Rhode  Island  State 
Hospital  for  Mental  Diseases  at  Cranston,  Rhode 
Island. 


Dr.  Sydney  McLouth,  of  Corfu,  is  in  Clifton 
Springs  for  a three  months’  residency  in  surgery  at 
the  Clifton  Springs  Sanitarium. 


Dr.  Helen  Dollar  and  Dr.  Martin  Lazar  have  been 
promoted  from  assistant  physicians  to  senior  assist- 
ant physicians  at  the  St.  Lawrence  State  Hospital 
at  Watertown. 

Newsy 

A program  designed  to  solve  wartime  nursing 
problems  in  New  York  State  has  been  adopted 
by  the  New  York  State  Nursing  Council,  of  which 
Miss  Alta  E.  Dines  is  chairman. 

The  plan  called  for  analysis  of  nursing  needs  in 
each  community,  increase  of  nursing  power,  more 
equitable  distribution  of  community  nursing  quotas, 
provision  for  civilian  as  well  as  military  nursing 
needs,  increase  in  student  nurses,  reactivation  of 
retired  graduate  nurses,  and  work  with  subsidiaries 
such  as  Red  Cross  nurse’s  aides  and  other  volunteer 
assistants. 

Local  nursing  councils  in  the  State  number  64, 
against  17  on  Jan.  5,  it  was  reported  at  the  meeting. 
The  councils,  with  lay  and  professional  representa- 
tion, will  study  nursing  problems  in  communities. 

They  will  include  professional  nurses,  physicians, 
hospital  administrators,  trustees  of  hospitals,  and 
members  of  women’s  organizations  and  other 
groups. 

Cooperating  will  be  State  and  local  agencies 
such  as  health  departments,  the  State  Medical 
Society,  the  Emergency  Medical  Service,  and  other 
departments  of  the  State  War  Council. 

All  officers  of  the  New  York  State  Nursing 
Council  wrere  re-elected  yesterday.* 


In  the  new  Army  hospital  on  Staten  Island, 
Halloran  General  Hospital,  war  wounded  from  all 
areas  of  battle  are  being  nursed  back  to  health 
through  the  skill  of  the  Army  Medical  Corps. 
The  hospital,  originally  designed  for  the  mentally 
deficient  children  of  New  York  State,  comfortably 
accommodates  3,000  beds  and  can  make  room  for 
more  than  that  if  necessary. 


Dr.  Charles  M.  Reid,  South  Jamaica  Negro 
physician,  has  been  appointed  associate  visiting 
physician  at  Queens  General  Hospital,  the  first 
member  of  his  race  to  hold  such  a post  in  Queens 
General  or  any  other  borough  hospital. 

He  is  an  honor  graduate  of  McGill  University 
Medical  College  in  Canada,  having  received  his 
degree  in  1911.  He  was  first  licensed  to  practice 
m Virginia,  and  remained  there  until  1926,  when  he 
came  to  South  Jamaica. 

When  Queens  General  Hospital  opened  in  1935, 
Dr.  Reid  was  one  of  five  Negro  physicians  named  to 
the  staff.  He  was  made  first  assistant  visiting 
doctor  in  1941  and  has  now  been  promoted  to  the 
rank  of  full  associate. 

He  serves  as  an  examining  physician  for  Local 
Draft  Board  274  and  is  on  the  advisory  committee 
on  Negro  health  of  the  Queens  Tuberculosis  and 
Health  Association. 

Dr.  Reid  helped  organize  the  Jamaica  Branch  of 
the  National  Association  for  the  Advancement  of 
Colored  People  and  served  as  its  president  for  seven 
years. 

The  doctor  is  married  and  has  a son  in  the  Army. 

Notes 

Under  the  supervision  of  Col.  Ralph  G.  Devoe, 
M.C.,  the  commanding  officer,  and  his  staff,  the 
most  advanced  treatment  available  is  given  to  the 
patients. 

In  addition  to  regular  hospital  care,  arrange- 
ments are  made  for  entertainment  and  recreation 
of  convalescents.  The  goal  at  the  hospital  is  not 
only  to  make  the  wounded  well  but  also  to  make 
them  self-reliant  and  happy. 


The  name  of  Reception  Hospital  in  Saranac  Lake 
has  been  changed  to  Prescott  House. 


The  nursing  schools  of  Flower-Fifth  Avenue, 
Roosevelt,  and  St.  Luke’s  Hospitals  received  cita- 
tions from  the  Red  Cross  on  May  26  in  recognition 
of  the  100%  enrollment  of  their  senior  classes  in 
the  Red  Cross  Student  Reserve. 


Insurance  in  the  Associated  Hospital  Service  is 
now  available  to  individual  physicians.  They  need 
no  longer  join  in  groups. 


American  transport  planes  converted  into  “flying 
hospitals”  after  delivering  troops  and  supplies  to 
the  front  have  evacuated  more  than  30,000  Allied 
casualties  from  battle  zones  in  all  theaters  of  the 
war,  Brigadier  General  David  N.  W.  Grant,  air 
surgeon  of  the  Army  Air  Forces,  revealed  at  the 
meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association  in  Chicago.* 
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Tiiis  summer,  as  never  before,  physicians 
will  be  called  upon  to  treat  a large  crop 
of  bad  sunburn  cases  and  blistered  feet 
(pressure  burns). 

The  civilian  as  well  as  the  military 
population  will  be  affected.  Office  work- 
ers and  housewives  are  exposing  them- 
selves to  the  effects  of  sun  and  unaccus- 
tomed activities  — working  in  victory 
gardens,  replacing  the  family  auto  with 
the  use  of  “shanks’  mare.”  .** 

Effective  first  aid  for  these  cases  is 
found  in 


Foille  is  the  modern  treatment  now  so 
extensively  used  in  military,  civilian  and 
hospital  practices  in  the  local  therapy  of 
1st,  2nd  and  3rd  degree  burns,  wounds 
and  indolent  ulcers. 

Foille  provides  quick  relief  from  pain 
and  encourages  the  healing  process. 

Wa  will  gladly  send  to  interested  phy- 
sicians a special  complimentary  pack- 
age of  Foille  in  gelatin  tubules  designed 
for  emergency  use  in  small-area  burns. 
Write  for  this  and  full  literature. 

Distributed  through  Surgical  Supply 
Houses,  Wholesale  Druggists,  Pharma- 
cists and  First  Aid  Suppliers. 


Health  News 


Menace  of  Typhus  in  Europe 


“From  reports  at  hand  it  appears  that  so  far 
American  military  forces  in  North  Africa  have 
escaped  typhus,  which  is  still  a menace  to  the  civilian 
population/’  the  Journal  of  the  American  Medical 
Association  for  June  5 said  in  an  editorial  on  “The 
Menace  of  Typhus  in  Europe.”  The  Journal  said: 

“Of  the  communicable  diseases  that  may  become 
epidepnic  in  wartime,  typhus  is  of  most  concern.  In 
his  comprehensive  summary  of  the  typhus  situation 
in  Europe  and  North  Africa,  Yves  Biraud  of  the 
Epidemiological  Intelligence  Service  Health  Section 
of  the  League  of  Nations,  points  out  that  typhus  is 
on  the  increase  in  the  countries  of  eastern  Europe 
in  which  the  disease  usually  is  endemic,  in  Spain, 
and  in  North  Africa,  and  that  it  has  appeared  in 
sporadic  forms  in  regions  of  central  and  western 
Europe  hitherto  free  from  the  disease.  In  eastern 
Europe  typhus  is  not  as  widespread  as  at  the  end 
of  the  first  world  war.  In  the  West  Biraud  does  not 
regard  the  danger  of  typhus  serious  ‘so  long  as  the 
population  continues  on  the  whole  to  be  free  from 
lice/  but  increasing  economic  disorder  and  destitu- 
tion may  result  in  spread  of  the  disease. 

“The  spread  of  European  typhus,  which  is  the 
only  form  of  typhus  now  considered,  depends  on 
the  presence  of  the  virus  and  its  vector,  the  body 
louse,  in  a receptive  population.  The  special  means 
to  prevent  the  invasion  and  extension  of  typhus 
are  delousing  and  vaccination.  In  delousing,  the 
people  who  are  most  exposed  to  the  infestation 
come  first — vagrants,  refugees,  the  poor — but  under 


certain  conditions  delousing  of  military  as  well  as 
civilian  communities  may  be  required. 

“Biraud  has  made  a valuable  study  of  the  respec- 
tive advantages  and  indications  of  antityphus 
vaccines,  killed  and  alive.  Generally  speaking, 
killed  vaccines,  which  are  given  in  three  injections, 
a week  or  so  apart  and  which  act  rather  slowly,  are 
best  suited  for  the  protection  of  medical  and  sani- 
tary personnel  and  in  limited  outbreaks  in  regions 
where  the  population  in  general  is  stable  and  free 
from  lice;  in  other  words,  when  rapid  protection  is 
not  required.  But  in  outbreaks  in  shifting  and 
lousy  populations,  in  troops  and  refugees,  live  vac- 
cines are  best  because  protection  is  quickly  induced 
by  a single  injection.  In  endemic  regions  prefer- 
ence should  be  given,  if  possible,  to  vaccines  of 
multiple  local  strains  of  the  virus;  in  countries  free 
from  typhus  but  threatened,  it  would  be  best  to  use 
vaccines  of  virus  from  the  regions  whence  the  in- 
vasion may  be  anticipated With  both  these 

methods  quantities  needed  for  mass  vaccination 
can  be  produced  and  both  have  given  good  results 
in  the  suppression  of  epidemics  in  North  Africa. 
Mass  vaccination  broke  the  typhus  waves  in 
Morocco  in  1937-1938  and  in  Tunis  in  1939-1940. 
In  Tunis,  where  200,488  vaccinations  were  made 
with  the  mouse  virus,  not  a single  case  of  vaccinal 
typhus  was  observed.  Biraud  concludes  that 
modern  antityphus  vaccination  coupled  with  de- 
lousing can  protect  Europe  against  the  present 
menace  of  epidemic  typhus.” — A.M.A.  News 


Home  Care  of  Cancer  Patients 


Problems  in  the  home  care  of  cancer  patients  and 
some  newer  methods  of  meeting  them  were  pre- 
sented before  the  staff  and  guests  of  the  Visiting 
Nurses  Association  recently  held  at  Albany. 

One  of  the  speakers,  Dr.  Morton  I.  Levin,  of  the 
Division  of  Cancer  Control,  State  Department  of 
Health,  said  that  the  care  of  the  advanced  cancer 
patient  has  long  been  a difficult  problem.  Hos- 
pitals do  not  want  these  patients,  and  there  are  very 
few  institutions  devoted  to  their  care.  The  situa- 
tion has  been  complicated  by  the  war.  At  the  same 
time,  medical  science  now  offers  a great  deal  in  the 
way  of  measures  to  decrease  pain,  alleviate  dis- 
comfort, treat  metastatic  lesions,  and  to  add  to  the 
lives  of  such  patients  months  or  even  years  of  com- 
fortable existence. 

Procedures  which  have  proved  efficacious  in 
relieving  symptoms  of  advanced  cancer  are: 

1.  Newer  methods  for  control  of  local  infection, 
such  as  the  use  of  zinc  peroxide  dressings 
or  powdered  sulfathiazole. 


2.  Methods  for  eliminating  malodor  from  lesions. 

3.  Roentgen  therapy  for  recurrent  cancer. 

4.  Roentgen  therapy  for  metastases  to  bones 

or  lungs. 

5.  Neurosurgery  and  alcohol  injections  for 

relief  of  pain. 

6.  Castration  or  the  use  of  estrogenic  hormones 

for  treatment  of  advanced  cancer  of  the 

prostate. 

Many  cancer  patients  do  not  receive  the  benefit 
of  such  therapy  and,  in  too  many  cases,  not  even 
ordinary  nursing  care.  Dr.  Levin  said  that  a com- 
plete solution  of  the  problem  is  not  at  hand  but  that 
it  might  be  met,  to  some  extent,  by  providing,  in  the 
home,  nursing  procedures  and  services  which  for  the 
most  part  are  now  available  only  in  hospitals. 
Supervision  by  the  attending  physician  would  be 
required  in  the  use  of  these  procedures,  but  he  would 
be  aided  if  visiting  nurses  were  trained  in  their 
application. — Health  News 


Camps  for  Workers  Must  Meet  Health  Requirements 


Anticipating  an  increase  in  the  number  of  workers 
moving  to  farm  areas  in  the  State  to  assist  in  the 
production  of  food,  the  State  Department  of  Health 
warned  recently  that  all  camps,  including  those  hous- 
ing farm  laborers,  must  comply  with  certain  pro- 
visions of  the  State  Sanitary  Code. 


The  Code  requires  that  each  camp  operator  must 
apply  to  the  District  State  Health  Officer  of  his 
district  for  a permit  at  least  fifteen  days  prior  to  the 
date  of  opening  a camp.  Permits  will  be  issued 
only  after  it  has  been  found,  following  inspection, 

[Continued  on  page  1360] 


1358 


1359 


Photograph  Camp  prenatal  support  ( skeleton  indrawn ) 


Today,  more  babies  are  on  the  way  than  in  any 
time  during  the  last  20  years!  Naturally,  there  is 
a corresponding  rise  in  the  need  and  demand 
for  prenatal  supports. 

The  S.  H.  Camp  and  Company  has  developed 
over  a period  of  more  than  30  years— a complete 
series  of  maternity  supports  . . . each  type  scien- 
tifically designed  and  constructed  . . . each  type 
giving  accurate  support  to  the  abdomen,  pelvic 
girdle  and  spinal  column. 

In  fact,  not  a single  detail  which  will  add  to 
their  clinical  value  has  been  neglected. 

That  these  garments  successfully  measure  up 
to  the  most  stringent  clinical  requirements  is 
evident— since  they  carry  the  approval  of  many 
leading  gynecologists  and  obstetricians  through- 
out the  world. 


ARTIME  BOOM  IN  BABIES 


supports  comprise  moaeis  su^  ~ 
„s  are  asked  to  return  each  month 
cunoorts.  This  service  is  given 


Jackson,  Michigan 
jfacturers  of  scien- 
:es  in  New  York, 
Ont.,  London,  Eng. 


S.  H.  CAMP  & CO. 

World’s  largest  ma 
tific  supports.  Of 
Chicago,  Windsor, 
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that  each  camp  meets  the  requirements  of  sanitary 
construction,  equipment,  and  operation. 

The  department  defines  a camp  as  having  one  or 
more  tents,  vehicles,  buildings,  or  structures,  includ- 
ing the  grounds  on  which  they  are  located,  main- 
tained as  living  quarters  for  the  temporary  occu- 
pancy of  any  number  of  persons. 

Following  the  filing  of  an  application  for  a per- 
mit, an  inspection  will  be  made  by  a district  sani- 
tary engineer.  If  the  requirements  in  the  code 
are  met,  a permit  for  operation  will  be  issued,  but 


if  they  are  not  met  a permit  may  be  refused  or, 
if  changes  can  be  made  quickly,  recommendations 
will  be  made  to  the  camp  proprietor  for  the  neces- 
sary changes  and  a temporary  permit  will  be  issued. 
This  permit,  however,  will  be  valid  for  only  a 
short  period.  When  the  changes  have  been  com- 
pleted an  unqualified  permit  will  be  issued.  The 
inspection  will  include  water  supply;  milk  and 
food  sources,  storage,  and  preparation;  sewage 
disposal;  sleeping  quarters;  kitchen;  diningroom; 
stable;  waste  disposal;  reporting  of  sickness;  and 
other  items. 


Board  of  Health  Amends  Sanitary  Code 


The  New  York  City  Board  of  Health  at  a recent 
meeting  amended  its  Sanitary  Code,  Section  172, 
requiring  that  all  carcasses  of  animals  to  be  sold  for 
consumption  as  meat  in  New  York  City  bear  the 
Federal  imprint  or  stamp  showing  the  identity 
of  the  slaughterer  as  required  by  the  United  States 
Department  of  Agriculture. 

The  action  was  taken  at  the  request  of  the 
Federal  Department  of  Agriculture,  as  a cooperative 
step  in  efforts  to  wipe  out  the  "black  market” 
sale  of  meat  in  the  city. 


The  Board  of  Health  action  brings  the  entire 
inspectorial  force  of  the  Health  Department  to 
the  aid  of  the  Federal  inspectors  in  checking  whole- 
sale meat  cuts  being  brought  into  New  York.  It, 
is  intended  primarily  to  provide  a close  watch  on 
meat  supplies  coming  in  from  small  country 
slaughterhouses  which  may  be  shipping  in  "black 
market”  meat  in  violation  of  their  Government 
quotas.  At  the  same  time,  the  new  Sanitary  Code 
provision  will  permit  local  prosecution  of  offenders 
through  the  City  Magistrates’  Courts. 


Home  Deliveries 


It  is  obvious  that  there  is  now  and  will  be  for  some 
time  to  come  a need  for  delivery  service  in  the  home. 
This  should  be  conducted  by  trained  obstetricians 
or  by  properly  qualified  and  supervised  nurse  mid- 
wives. 

If  in  some  medical  schools  home  delivery  service, 
in  addition  to  hospital  experience,  is  considered  by 
the  authorities  of  the  school  to  be  necessary  for  the 
adequate  training  of  medical  students  in  obstetrics, 
then — 

1.  The  service  should  be  so  conducted  that  the 
standards  for  care  are  on  a level  with  those  main- 
tained in  the  hospital  connected  with  the  medical 
school.  In  order  that  the  standards  may  be  main- 
tained, there  should  be; 

(а)  Careful  selection  of  cases  for  home  delivery 

service,  based  partly  on  inspection  of  the 

home. 

(б)  Supervision  of  labor  and  delivery  by  mem- 

bers of  the  obstetric  staff. 

(c)  Conduct  of  labor  and  delivery  with  aseptic 

technic. 

( d ) Qualified  nursing  assistance  at  the  time  of 

labor  and  delivery. 

(e)  Qualified  medical  and  nursing  care  of  mother 

and  infant  in  puerperium. 


(J)  Records  of  morbidity  and  mortality  among 
mothers  and  infants,  adequate  to  demon- 
strate the  results  of  the  service. 

2.  The  area  covered  by  the  service  should  be  near 
enough  to  a hospital  with  a specialized  obstetric 
service  to  provide  for  hospital  care  in  all  emer- 
gencies. 


How  long  it  will  continue  to  be  necessary  to  train 
physicians  to  conduct  deliveries  in  the  home  is  a 
matter  for  speculation.  Obviously,  the  ultimate 
objective  of  every  community  should  be  to  have  all 
maternity  patients  delivered  in  hospitals  maintain- 
ing approved  standards  for  the  care  of  maternity 
patients,  by  or  under  the  supervision  of  physicians 
trained  in  obstetrics.  Only  when  this  is  done  can 
all  maternity  patients  and  their  infants  receive  the 
full  benefit  of  the  knowledge  available  concerning 
the  conduct  of  labor,  the  puerperium,  and  the  care 
of  newborn  infants.  Until  it  is  possible  to  reach 
this  objective,  many  deliveries  will  take  place  in  the 
patient’s  home,  and  medical  schools  must  continue 
to  give  the  best  instruction  possible  on  the  conduct 
of  home  deliveries. — The  Child 


Typhoid  Carriers 


A total  of  437  typhoid  carriers,  exclusive  of  those 
in  state  institutions,  were  under  supervision  in  up- 
state New  York  at  the  close  of  1942.  Thirty  new 
carriers  were  added  to  and  25  were  removed  from 
the  register  during  the  year.  Twenty-two  were 
discovered  as  a result  of  epidemiologic  investigation 
of  sporadic  cases  of  typhoid,  7 by  means  of  release 
cultures,  and  one  was  discovered  accidentally  while 
hospitalized  with  a bronchopleural  fistula. 


Of  the  25  carriers  whose  names  were  removed 
from  the  register,  eighteen  died.  One  was  released 
from  restrictions  after  the  submission  of  the  required 
number  of  negative  fecal  and  duodenal  specimens 
following  cholecystectomy,  while  the  names  of  6 
others  were  removed  because  of  change  of  residence 
of  the  carrier  to  a community  outside  the  juris- 
diction of  the  Department  of  Health. — Health 
News 
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THE  KOROMEX  SET  COMPLETE 


Koromex  Set  Complete*  is  an  attractively  packaged  unit  containing  the 
important  items  used  for  approved  contraceptive  technique.  Identified  by 
a removable  label.  To  order  or  prescribe,  merely  write,  "Koromex  Set 
Complete,  Diaphragm  Size ”. 


foctc/i  fy/ttif  . . . 


KOROMEX  DIAPHRAGM— Widely  accepted  KOROMEX  TRIP  RELEASE  INTRODUCER 

as  the  outstanding  diaphragm  in  use  today.  — Specially  designed  swivel  tip  facilitates 
Durable.  GUARANTEED  FOR  2 YEARS.  usage.  Gauged  to  take  all  size  diaphragms. 


KOROMEX  JELLY  and  H-R  EMULSION  CREAM  — Both  preparations  have  equally  high 

spermicidal  value,  but  differ  in  degree  of  lubrication.  Both  are  included  so  the  patient 
may  determine  which  preparation  better  meets  her  requirements  and  personal  preferences. 

^ Price  of  Koromex  Set  Complete  is  only  that  of  the  Koromex  Diaphragm  and  Koromex  Trip  Release  Introducer 
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Familial  Nonreagenic  Food  Allergy.  By  Arthur 
F.  Coca,  M.D.  Octavo  of  160  pages.  Springfield, 
111.,  Charles  C.  Thomas,  1943.  Cloth,  $3.00. 

On  the  basis  of  recent  investigations  on  food 
allergies,  the  writer  of  this  book  suggests  the  ad- 
dition of  another  category  to  the  group  of  allergic 
diseases.  This  category  has  been  given  the  pro- 
visional designation,  “Familial  Nonreaginic  Food 
Allergy.”  Specific  “tachycardia,”  an  increase  in 
the  pulse  rate  of  20  or  more,  together  with  a high 
maximal  pulse  rate  (90  or  more),  are  offered  as 
reliable  criteria  of  the  nonreaginic  food-allergic 
reaction,  and  were  employed  to  identify  the  offending 
foods  in  44  cases.  The  allergic  symptoms  consisted 
of  headaches  of  various  types,  physical  tiredness, 
nervousness,  indigestion  (including  gas,  vomiting, 
and  nausea),  dizziness,  neuralgia,  canker  sores,  etc. 

Because  most  of  the  case  reports  lack  detailed 
protocols  for  long  periods  of  time,  the  allergist  is 
hampered  in  his  attempt  to  evaluate  this  method 
of  diagnosis.  The  internist  will  find  it  difficult 
to  interpret  the  excellent  results  because  the  case 
histories  are  extremely  brief  and  clinical  data  are 
incomplete. 

It  is  maintained  that  “familial  nonreaginic  food 
allergy”  affects  a large  proportion  of  the  population 
(60  per  cent  or  more).  This  is  in  contrast  to  the  low 
occurrence  (7  to  10  per  cent)  of  reaginic  atopy. 

The  relation  of  “familial  nonreaginic  food  allergy” 
to  various  diseases,  such  as  the  common  cold,  hyper- 
tension, dementia  praecox,  and  others,  is  con- 
sidered. . , . , . , 

This  book  presents  a new  point  of  view  which 
should  be  interesting  to  the  allergist  and  the  in- 
ternist. The  subject  merits  further  study  by  other 
workers. 

Max  Harten 


Obstetrical  Practice.  By  Alfred  C.  Beck,  M.D. 
Third  edition.  Quarto  of  938  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1942.  Cloth, 
$7.00. 

In  the  third  edition  of  this  standard  textbook  on 
obstetrics  we  have  a product  that  surpasses  in 
excellence  its  two  predecessors.  It  contains  some 
new  material,  notably  in  the  chapter  devoted  to 
pelvic  deformity.  In  the  previous  editions  operative 
obstetrics  was  somewhat  condensed  in  order  to  be 
crowded  into  a single  chapter.  In  this  new  volume, 
however,  a separate  chapter  has  been  devoted  to 
each  of  the  following  subjects:  “Artificial  Inter- 
ruption of  Pregnancy,”  “Methods  Used  to  Hasten 
or  Complete  the  Dilatation  of  the  Cervix,”  “For- 
ceps,” “Version,”  “Cesarean  Section,”  Destructive 
Operations,”  and  “Repair  of  Lacerations.” 

In  the  chapter  on  cesarean  section  is  a clear 
description,  well  illustrated,  of  the  method  devised 
by  the  author  for  the  administration  of  local  anes- 
thesia— one  that  has  proved  itself  to  be  most  satis- 
factory. The  index  has  been  carefully  revised 
and  contains  over  three  times  the  number  of  refer- 
ences that  were  found  in  the  second  edition.  The 
book  is  highly  recommended. 

W.  A.  Jewett 

The  Principles  and  Practice  of  Medicine.  Origi- 
nally written  by  Sir  William  Osier.  Designed  for 
the  use  of  practitioners  and  students  of  medicine. 
By  Henry  A.  Christian,  M.D.  Fourteenth  edition. 
Octavo  of  1,475  pages.  New  York,  D.  Appleton- 
Century  Co.,  1942.  Cloth,  $9.50. 

This  fourteenth  edition  is  very  satisfying.  Editor 
Christian  has  chosen  his  new  material  with  good 
[Continued  on  page  1364] 
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SEDATIVE  and  HYPNOTIC 

The  potentiation  of  the  central  action  of  phenobarbital  by  the  belladonna 
alkaloids  (Friedberg,  Arch.  f.  exp.  P.  & P.  CLX,  276)  renders  possible 
attainment  of  desired  effects  with  relatively  small  doses,  thus  avoiding 
"hang  over"  and  other  unpleasant  side-actions.  In  contrast  to  galenical 
preparations  of  belladonna,  such  as  the  tincture,  Belbarb  has  always  the 
same  proportion  of  the  alkaloids. 


Formula:  Each  tablet  contains  % grain 
phenobarbital  and  the  three  chief 
alkaloids,  equivalent  approximately  to 
9 minims  of  tincture  of  belladonna. 


Indications:  Neuroses,  migraine,  functional  digestive  and  circulatory  dis-  Belbarb  No.  2 has  the  same  alkaloidalcon- 

turbances,  vomiting  of  pregnancy,  menopausal  disturbances,  hypertension,  etc.  tent  but  V2  grain  phenobarbital  per  tablet. 


CHARLES  C.  HASKELL  & CO.,  INC.,  RICHMOND,  VIRGIN 


BRIOSCHI 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CER1BELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


RELIEVE  TEETHING  PAINS 

in  Babies  with  CO-NIB 

Mothers  appreciate  your  prescription  of 
CO-NIB  because  its  quick-acting  ingre- 
dients effectively  soothe  teething  pains. 

AN  ETHICAL  PRESCRIPTION 
AVAILABLE  AT  ALL  PHARMACIES 

Sample  and  literature  on  request. 


ELBON  LABORATORIES 

MONTCLAIR,  NEW  JERSEY 


Time  to  Collect 

IT  IS  NEWS  when  a collection  firm  gets  fan 
mail.  A doctor  writes,  "You  are  wizards." 
A hospital  superintendent  says,  "Your 
skillful  methods  bring  checks  in  every  mail." 
The  truth  of  the  matter  is  that  patients  who  were 
unable  to  pay  medical  fees  a few  years  ago 
are  now  receiving  fat  pay  checks.  These 
days  there  is  no  such  thing  as  a hopeless 
account.  We  are  willing  to  try  to  collect  any 
of  your  bills  at  a moderate  percentage  of  the 
amount  recouped. 

Now  is  the  time  to  write  for  details. 

CRANE  DISCOUNT  CORPORATION 

230  W.  41st  St.  New  York,  N.  Y. 
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judgment,  and  the  old  is  presented  with  long- 
established  clarity  and  emphasis. 

For  the  first  time  bibliographic  references  are 
appended.  They  are  pertinent  and  include  articles 
that  appeared  as  late  as  1941  and  1942.  To  an  old 
reader  of  Osier,  the  appearance  of  the  page  is  ad- 
mittedly changed  by  these  brief  reference  para- 
graphs. 

The  excellent  index  is  now  a commendable  feature. 

This  edition,  as  is  proper,  reveals  the  emphasis 
and  teachings  of  the  fine  clinician  who  is  editor. 
His  comments  add  to  the  value  of  the  volume,  en- 
rich its  text,  and  keep  it  abreast  of  all  the  new 
information  that  is  accepted  and  established.  The 
book  continues  to  be  the  splendid  practical  guide 
that  it  has  been  since  its  inception  in  1892. 

Frank  Bethel  Cross 

Diseases  of  the  Liver,  Gallbladder  and  Bile  Ducts. 

By  S.  S.  Lichtman,  M.D.  Octavo  of  906  pages, 
illustrated.  Philadelphia,  Lea  & Febiger,  1942. 
Cloth,  $11. 

This  book  is  divided  into  two  parts — diseases  of 
the  liver  and  diseases  of  the  gallbladder  and  biliary 
passages. 

The  chapter  on  the  physiology  of  the  liver  is  well 
written  and  concise  enough  to  be  of  value  to  the 
average  physician. 

The  symptomatology  of  liver  disease  is  dis- 
cussed fully.  The  chapter  on  cirrhosis  of  the  liver 
should  be  read  carefully  for  the  fund  of  information 
to  be  found  there.  The  special  chapter  on  ‘ ‘Dif- 
ferential Diagnosis  and  Diagnostic  Errors”  is  es- 
pecially to  be  commended.  Treatment  of  specific 
diseases  of  the  liver  is  usually  considered  together 
with  the  discussion  of  the  various  diseases,  but  a 
special  chapter  on  treatment  is  added  in  which  the 
author  discusses  various  forms  of  treatment  ap- 
plicable to  most  of  the  liver  diseases.  The  necessity 
of  high  protein  and  high  carbohydrate  diet  and 
therefore  low  fat  diet  is  discussed. 

The  bibliography  is  extensive  and  valuable  for 
further  study.  This  book  is  an  important  addition 
to  the  literature  on  the  liver  and  its  diseases.  It 
should  be  read  by  all  physicians — general  practi- 
tioners and  specialists  alike. 

Reuben  Finkelstein 

A Handbook  of  Allergy  for  Students  and  Practi- 
tioners. By  Wyndham  B.  Blanton,  M.D.  Octavo 
of  190  pages,  illustrated.  Springfield,  111.,  Charles 
C.  Thomas,  1942.  Cloth,  $3.00. 

The  author  offers  this  book  as  a condensation  of 
the  subject  of  clinical  allergy  for  the  use  of  the 
busy  student  and  practitioner  of  medicine.  The 
text  is  divided  into  eight  chapters.  Anaphylaxis 
in  animals  is  briefly  described.  Simple  definitions 
of  various  terms  related  to  the  field  of  allergy  and  the 
method  of  arriving  at  a diagnosis  of  allergic  ail- 
ments are  given.  The  roles  played  by  inhalants; 
ingestants,  including  drugs;  injectants;  contact- 
ants;  bacteria;  fungi;  insects;  serum;  and  physi- 
cal factors  are  briefly  discussed. 

The  author  proceeds  to  a description  of  the 
various  clinical  manifestations  of  allergic  diseases 
such  as  pollinosis,  perennial  rhinitis,  bronchial 
asthma,  urticaria,  angioneurotic  edema,  atopic 
dermatitis,  contact  dermatitis,  fungus  allergy,  and 
some  of  the  less  commonly  encountered  mani- 
festations of  allergy. 

This  small  text  is  a ready  reference  for  one 
who  seeks  an  introduction  to  the  subject  of  clinical 


allergy.  For  more  detailed  instruction  concerning 
the  actual  handling  of  allergic  cases  one  of  the  larger 
texts  would  be  needed. 

Max  Grolnick 

Principles  and  Practice  of  Obstetrics.  By  Joseph 
B.  DeLee,  M.D.,  and  J.  P.  Greenhill,  M.D.  Eighth 
edition.  Quarto  of  1,101  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Co.,  1943.  Cloth,  $10. 

In  1913,  Dr.  DeLee  completed  the  first  edition 
of  his  textbook,  and  since  that  time  he  has  prepared 
and  revised  six  other  editions.  All  of  them  were 
of  the  highest  standard  and  they  were  received  with 
universal  acclaim  by  medical  students  and  practi- 
tioners. 

Two  years  ago,  Dr.  DeLee  requested  Dr.  J.  P. 
Greenhill  to  prepare  a new’  edition  of  his  monu- 
mental book.  Happily,  DeLee  was  able  to  see  and 
approve  this  new  eighth  edition  before  he  died. 

In  this  book,  many  changes  have  been  made. 
New  chapters  have  been  added,  a few  of  which  are 
obstetric  and  gynecologic  endocrinology,  the  use  of 
vitamin  K in  obstetrics,  fetal  erythroblastosis,  and 
roentgenography. 

Several  chapters  have  been  rewritten,  notably 
those  on  the  toxemias  of  pregnancy;  contracted 
pelves,  from  which  the  old  classifications  have  been 
omitted  and  the  new  ones  of  Caldwell,  Moloy, 
d’Esopo,  and  Thoms  have  been  included;  and 
puerperal  infection,  in  which  the  sulfonamide  drugs 
are  discussed. 

The  changes  made  are  too  numerous  to  mention 
in  this  short  review.  Suffice  it  to  say  that  the  new 
eighth  edition  of  this  monumental  textbook  remains 
on  the  same  high  plane  as  the  previous  editions,  and 
it  is  one  of  the  outstanding  textbooks  on  present- 
day  obstetric  principles  and  practice. 

Wm.  Sidney  Smith 

The  National  Formulary.  Seventh  Edition.  Pre- 
pared by  the  Committee  on  National  Formulary  by 
authority  of  the  American  Pharmaceutical  Associa- 
tion. Official  from  November  1,  1942.  Octavo  of 
690  pages.  Easton,  Pa.,  Mack  Printing  Company, 
1942.  Cloth,  $6.00. 

The  first  edition  of  the  National  Formulary , the 
official  organ  of  the  American  Pharmaceutical 
Association,  first  appeared  in  1888;  this  Seventh 
Edition  became  official  November  1,  1942. 

Its  function  is  to  supply  formulas  for  preparations 
that  are  frequently  used  in  the  United  States  but 
not  included  in  the  United  States  Pharmacopoeia. 
It  gives  standard  tests  for  the  identity,  quality,  and 
purity  of  the  ingredients  used  in  these  formulas. 

This  edition  contains  459  preparation  mono- 
graphs and  273  monographs  on  drugs  and  chemicals. 

Frederick  Schroeder,  Jr. 

Diseases  of  the  Nose,  Throat  and  Ear.  By 

William  Lincoln  Ballenger,  M.D.,  and  Howard 
Charles  Ballenger,  M.D.  Eighth  edition.  Octavo 
of  975  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1943.  Cloth,  $12. 

Review  of  this  book  discloses  the  important  fact 
that  the  author  and  his  eminent  collaborators  mean 
to  keep  Ballenger  the  reliable  text  that  it  always 
has  been.  Elimination  of  obsolete  data  and  the 
extensive  addition  of  new  text  and  illustrations 
bring  this  revised  edition  up  to  the  minute.  Re- 
arrangement of  the  contents  and  the  introduction 
[Continued  on  page  1366] 


1365 


For  Skins  that  are  “Convalescent” 

A skin  that  is  "under-par"  can  be  cleaned  and  pampered  at  the 
same  time  with  CREAM  OF  SOAP.  For  this  important  new  product, 
a colloidal  solution  of  fine  soap,  is  neutral;  does  not  alkalize  the 
surface  of  the  skin;  does  not  disturb  its  normal  acid-base  balance. 
But  it  does  clean,  even  the  very  greasy  skin,  thoroughly.  Skins 
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what  it  will  do  for  the  normal  skin,  use  it  yourselfl  Send  a dollar  bill 
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55  West  16th  St.,  New  York,  11.,  N.  Y.  Your  druggist  can  obtain 
CREAM  OF  SOAP  from  his  wholesaler. 

Accepted  for  advertising  in  publications  of  tbs  A.M.A.  and 
advertised  exclusively  to  physicians 

CREAM  OF  SOAP,  55  W.  16th  St.,  New  York,  N.Y 


ANOTHER  STAFF  OF  LIFE 

Science  has  just  noted  that  fish  juice  will  maintain 
life  for  protracted  periods.  Clinical  tests  made  on 
Navy  volunteers  to  see  if  shipwrecked  men  in  water- 
less lifeboats  can  live  on  fish  juice  proved  they  can. 
After  a test  of  ten  days  the  subjects  seemed  to  be  in 
as  good  a condition  as  they  were  the  first  day. 

The  tests  were  made  under  the  supervision  of  Dr. 
Homer  W.  Smith  of  the  New  York  University  Col- 
lege of  Medicine.  Credit  for  the  idea  belongs  to 
Gifford  Pinchot.  It  was  he  who  pursuaded  the  Navy 
to  equip  lifeboats  with  fishing  tackle;  after  which, 
it  occurred  to  him  that  fish  juice  might  stave  off 
death  from  thirst.  Trying  it  himself,  first,  he  found 
it  to  be  without  any  pronounced  fishy  taste. 


TO  BURN  UP  FAT 

Prescribe  Lipolysin  in  obesity  to  stimulate 
oxidation  process  that  "burn  up"  fatty  tissue. 
A dependable  endocrine  product;  free  from 
dinitrophenol.  Tablets  -bots  100;  Capsules 
— bots  50,  120,  Ampuls  — boxes  12.  Send 
for  literature,  Dept.  N,  Cavendish  Pharmaceu- 
tical Corp.,  25  West  Broadway,  New  York. 
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Both  in  chemical  composition  and  in 
caloric  value  these  two  types  of  karo 
are  practically  identical.  There  is  only 
a difference  in  flavor. 

Either  is  equally  effective  in  milk 
modification.  Your  patients  may  safely 
use  either  type,  if  the  other  is  tempo- 
rarily unavailable  at  their  grocers’. 


How  much  KARO  for  Infant  Formulas? 

The  amount  of  KARO  prescribed  is  6 to  8%  of 
the  total  quantity  of  milk  used  in  the  formula — 
one  ounce  of  KARO  in  the  newborn’s  formula  is 
gradually  increased  to  two  ounces  at  six  months. 

CORN  PRODUCTS  REFINING  CO. 

17  Battery  Place  • New  York,  N.  Y. 
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of  chapters  on  such  subjects  as  nasal  allergy,  laryn- 
geal neurosis,  surgery  of  laryngeal  palsy,  surgery  of 
fixation  deafness,  and  sulfonamide  therapy  in 
otolaryngology  constitute  acknowledgment  of  the 
unprecedented  advances  in  practice  of  the  specialty 
in  the  past  decade.  Revision  of  chapters  on 
physical  therapy  and  addition  to  chapters  on 
bronchology,  esophagology,  and  gastroscopy  enhance 
the  value  of  this  edition  to  general  practitioners  and 
pediatricians  as  well  as  to  otolaryngologists. 

Harry  Meyersburg 

War  Injuries  of  the  Chest.  Edited  by  H.  Morris- 
ton  Davies  and  Robert  Coope.  Duodecimo  of  131 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1942.  Cloth,  $2.00. 

This  little  volume  admirably  “fills  the  gap  in  the 
literature  on  injuries  of  the  chest  between  the  short 
articles  scattered  throughout  medical  journals  and 
the  larger  monographs  dealing  with  the  whole  sur- 
gery of  the  chest.”  Its  contributors  are  nine  British 
specialists  in  diseases  of  the  thorax. 

Although  laying  down  no  dogmatic  rules  for 
treatment,  they  stress  the  importance  of  simple, 
immediate  therapy  based  on  the  anatomy  and 
physiology  of  the  thoracic  viscera  as  well  as  in- 
dicate the  necessary  later  therapy  based  upon  the 
underlying  pathologic  process.  The  ten  chapters 
are  crammed  full  of  valuable  information  and  are 
presented  in  a clear  and  readable  style.  This  pains- 
taking book  contains  much  practical  detail  that  is 
essential  to  the  practitioner  who  is  less  familiar 
with  diseases  of  the  thorax  and  who  is  called  upon 
in  an  emergency  to  care  for  such  a case. 

Lew  A.  Hochberg 

Manual  of  Oxygen  Therapy  Techniques.  By 

Albert  H.  Andrews,  Jr.,  M.D.  Duodecimo  of  191 
pages.  Chicago,  Year  Book  Publishers,  Inc.,  1943. 
Cloth,  $1.75. 

The  author  has  compiled  a very  satisfactory  man- 
ual of  oxygen  therapy  technics.  All  modern  meth- 
ods for  the  administration  of  this  gas  are  described, 
and  detailed  directions  are  given  not  only  for  the 
use  but  also  for  the  care  and  maintenance  of  the 
equipment.  Sections  on  the  use  of  helium  oxygen 
mixtures,  on  water  vapor  therapy,  and  on  the  ad- 
ministration of  vaporized  solutions  are  especially 
interesting.  This  volume  should  prove  useful  in 
the  training  of  student  nurses  and  as  a supplement 
to  the  hospital  ward  manual. 

E.  P.  Maynard,  Jr. 

Manual  of  Industrial  Hygiene  and  Medical 
Service  in  War  Industries.  Issued  under  the  Aus- 
pices of  the  Committee  on  Industrial  Medicine  of  the 
Division  of  Medical  Sciences  of  the  National  Re- 
search Council.  By  William  M.  Gafafer,  D.Sc. 
(Ed.).  Octavo  of  508  pages.  Philadelphia,  W.  B. 
Saunders  Co.,  1943.  Cloth,  $3.00. 

This  volume  is  divided  into  three  sections.  In 
Part  I,  there  is  a discussion  of  “Organization  and 
Operation  of  Facilities.”  Part  II  is  devoted  to  the 
“Prevention  and  Control  of  Disease  in  Industry,” 
and  Part  III  contains  a discussion  of  the  “Manpower 
Problem.” 

The  sixteen  authors  who  have  contributed  to  this 
important  and  interesting  work  on  industrial  hy- 
giene are  qualified  in  their  respective  fields,  and  to 
anyone  interested  in  the  subject  the  volume  will 
found  most  useful,  It  will  serve  not  only  as  a 


source  of  information  for  industrial  physicians 
but  will  also  be  of  especial  value  to  those  physicians 
who  are  entering  the  field  of  industrial  medicine. 
The  health  problems  of  war  workers  are  thoroughly 
discussed,  and  the  chapters  on  the  prevention  and 
control  of  disease  in  industry  are  especially  well 
presented. 

Irving  Gray 

Man  in  Structure  and  Function.  By  Fritz  Kahn, 
M.D.,  translated  from  the  German  and  edited  by 
George  Rosen,  M.D.  Volumes  I and  II.  Octavo  of 
742  pages,  illustrated.  New  York,  Alfred  A. 
Knopf,  Inc.,  1943.  Cloth,  $10. 

This  extraordinary  work  is  easily  the  best  com- 
prehensive explanation  of  human  physiology  avail- 
able for  the  layman.  It  can  be  read  with  profit 
by  the  graduate  physician  and  surely  by  the  pre- 
medical and  medical  student. 

The  text  is  remarkably  free  from  the  major  and 
minor  errors  and  miscomprehension  so  often  ob- 
served in  popular  works  of  this  sort.  A good  share 
of  the  credit  for  this  belongs  to  the  remarkably  able 
translation  of  George  Rosen. 

By  far  the  most  valuable  and  useful  feature  is  a 
series  of  over  450  drawings  and  diagrams,  which  add 
clarity  and  dramatic  interest  to  the  text.  A figure, 
such  as  No.  26,  makes  its  point  more  effectively  than 
a dozen  pages  of  text  devoted  to  the  comparative 
embryology  of  man  and  other  animals.  Drawing 
No.  64,  comparing  the  dimensions  of  the  male  and 
female  skeletons,  is  typical  of  the  way  the  illustra- 
tions simplify  matters  otherwise  somewhat  difficult 
to  understand.  We  would  take  exception  to  only 
a few  of  the  illustrations.  No.  118,  while  recording 
faithfully  the  changes  in  a frog’s  heart,  is  not  strictly 
applicable  to  the  contraction  of  the  human  heart, 
Figure  123(b)  shows  an  electrocardiogram  of  a sick 
heart,  but  the  differences  from  normal  are  so  slight 
that  there  is  some  danger  of  a layman’s  interpreting 
the  normal  tracing  as  abnormal  on  the  basis  of 
this  illustration.  An  occasional  diagram,  such  as 
No.  165,  is  somewhat  too  difficult  for  the  average 
layman. 

Milton  Plotz 

Microbiology  and  Man.  By  Jorgen  Birkeland, 
Ph.D.  Octavo  of  478  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1942.  Cloth,  $4.00. 

This  book  tells  of  the  part  played  by  micro- 
organisms in  the  environment  of  man.  It  describes 
the  organisms  that  are  present  in  the  air,  water, 
and  soil,  giving  their  morphology  and  physiology, 
as  well  as  their  reaction  to  physical  and  chemical 
agents.  The  spread  of  infectious  diseases  and  their 
epidemiology  are  well  described.  There  are  chapters 
on  immunity,  and  the  common  infectious  diseases, 
including  among  others  such  infections  as  tularemia 
brucellosis,  and  rickettsial  diseases,  also  polio- 
myelitis, encephalitis,  psittacosis,  and  yellow  fever. 
Toxemias  and  infections  caused  by  various  foods, 
the  bacteriology  of  milk  and  other  dairy  products, 
and  the  microbiology  of  water,  sewage,  and  soil  are 
well  described  in  other  chapters.  On  the  whole  it  is 
interesting  and  informative  reading. 

Edward  H.  Nidish 

The  Hand,  Its  Disabilities  and  Disease.  By 

Condict  W.  Cutler,  Jr.,  M.D.  Octavo  of  572  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Co., 
1942.  Cloth,  $7.50. 

Dr.  Cutler  has  clearly  stated  the  scope  and  pur- 
pose of  his  work  in  the  preface:  “This  book  has 
[Continued  on  page  1368] 
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STILL  THE  SAME  OLD 
JOHNHIE  WALKER 


Johnnie 

Walker 

BLENDED  SCOTCH  WHISKY 

CANADA  DRY  GINGER  ALE,  INC. 
New  York,  N.  Y.  • Sole  Importer 


Unchanging  quality  has  made 
Johnnie  Walker  a well-known 
character  all  over  America. 

Due  to  British  war  restrictions, 
gold  foil  has  been  elim- 
inated and  other  slight 
changes  have  been 
made  on  the  outside  of 
the  familiar  Johnnie 
Walker  bottle— but  in- 
side good  old  Johnnie 
Walker  whisky  re- 
mains unchanged. 


Today,  more  than  ever,  the  increased 
number  of  overworked  physicians  is 
entitled  to  every  available  facility  in 
the  continuing  direction  and  care  of 
chronic  cases  of  circulatory,  vascular 
and  rheumatic  disorders. 

Nature  localized  at  Saratoga  a rich  en- 
dowment of  naturally  carbonated  min- 
eral waters.  Here  are  waters  of  estab- 
lished therapeutic  value  in  treating 
conditions  where  external  or  internal 
use  of  them  is  indicated.  And  here 
New  York  State  has  organized  and 
built  around  these  natural  agents  facil- 
ities for  your  use  as  a practicing  phy- 
sician. 

The  Spa  (whose  medical  staff  does  not 
practice)  administers  only  the  treat- 
ments prescribed  by  you.  The  local 
specialist  you  choose  for  your  patient’s 
stay  at  the  Spa  will  give  the  desired 
supervision.  The  relaxation  achieved 
at  the  Spa  brings  relief  from  pressures 
and  tensions  and  thus  prepares  the 
patient  for  the  full  benefit  of  your  con- 
tinuing medical  direction . 

We  will  gladly  send  you  the  professional 
publications  of  the  Spa  . . . physician’s 
sample  carton  of  the  bottled  waters  with 
their  analyses.  Address  W.  S.  McClellan, 

M.  D.,  Medical  Director,  Saratoga  £>pa, 
155  Saratoga  Springs,  N.Y. 
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been  prepared  as  an  aid  to  those  doctors  in  private 
practice,  military  service,  industrial  work,  or  hos- 
pital clinic,  who  first  see  and  treat  the  injured  hand.” 
He  has  written  a book  which  splendidly  fulfills  that 
purpose.  It  is  complete,  not  cumbersome,  but 
specific  in  diagnosis  and  in  directions  for  treatment. 
Beginning  with  the  anatomy  and  followed  by  the 
infections  of  the  hand,  there  is  a logical  arrangement 
of  the  chapters,  each  sufficient  for  the  guidance 
of  the  busy  physician  or  surgeon. 

S.  Lloyd  Fisher 

Behind  the  Sulfa  Drugs:  A Short  History  of 
Chemotherapy.  By  Iago  Galdston,  M.D.  Duo- 
decimo of  174  pages.  New  York,  D.  Appleton- 
Century  Co.,  1943.  Cloth,  $2.00. 

Here,  again,  is  a book  written  for  the  layman 
that  it  would  profit  a doctor  to  read  with  care. 
He  would  find  it  informative  and  reminiscent.  The 
research  worker’s  trials  and  tribulations,  which 
resulted  in  the  discovery  of  the  lifesaving  group  of 
sulfa  drugs,  are  described.  Apparently  we  have 
only  crossed  the  threshold  of  their  possibilities. 
The  book  is  a valuable  addition  to  one’s  library  and 
a credit  to  the  author. 

S.  R.  Blatteis 

Modem  Sanitary  Engineering  for  the  Use  of 
Architects,  Surveyors,  Engineers,  Medical  Officers 
of  Health,  Sanitation  Officers,  Builders,  and  Stud- 
ents. By  G.  Eric  Mitchell.  Octavo  of  169  pages, 
illustrated.  Brooklyn,  Chemical  Publishing  Co., 
1942.  Cloth,  $5.00. 

This  handbook,  as  stated  by  the  author,  has  been 
prepared  primarily  “for  the  use  of  architects, 
surveyors,  engineers,  medical  officers  of  health, 
sanitation  officers,  builders,  and  students.”  One  of 
its  virtues  lies  in  its  brevity  and  in  the  concise,  clear 
form  of  presentation,  which  is  augmented  by  nu- 
merous simple  line  drawings.  Written  by  a British 
sanitarian,  the  references  to  legal  requirements  and 
standards  in  that  country  will  not  be  of  maximum 
value  to  its  American  readers.  Moreover,  it  is 
designed  to  meet  the  needs  of  the  individual  dwelling 
rather  than  to  provide  a manual  that  deals  with 
community  aspects  of  the  problem. 

Thomas  D.  Dublin 

Clinical  Diagnosis  by  Laboratory  Methods.  By 

James  C.  Todd,  M.D.,  and  Arthur  H.  Sanford,  M.D. 
Tenth  edition.  Octavo  of  911  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1943.  Cloth, 
$6.00. 

The  tenth  edition  of  Clinical  Diagnosis  by  Labor- 
atory Methods,  published  under  the  joint  authorship 
of  the  late  James  Campbell  Todd  and  Arthur 
Hawley  Sanford,  is  an  admirable  and  worthy 
successor  to  its  antecedent  editions,  the  first  of 
which  appeared  in  1908.  The  hope,  expressed  in  the 
preface  of  this  latest  presentation,  that  this  edition 
will  meet  the  needs  of  teachers,  students,  medical 
technologists,  and  physicians,  are  sure  to  be  realized. 

The  book  is  of  such  size  and  weight  that  it  can  be 
comfortably  carried.  There  is  an  introduction, 
with  an  excellent  description  of  the  microscope,  and 
detailed  instructions  for  its  use.  This  is  followed 
by  12  chapters  of  793  pages  of  text  covering,  com- 
pletely and  lucidly,  descriptions  and  explanations 
of  methods  in  the  fields  of  clinical  pathology, 
clinical  chemistry,  hematology,  bacteriology,  cyto- 
diagnosis,  serology,  parasitology,  and  the  miscel- 
laneous laboratory  procedures  not  falling  into  special 


groups.  Pathologic  (tissue)  technic  is  not  in- 
cluded. The  illustrations  are  ample,  well  placed, 
and  exceptionally  clear. 

Of  the  many  works  in  this  field  which  have  ap- 
peared recently,  this  easily  takes  its  place  in  the 
foremost  ranks.  It  is  most  heartily  recommended 
to  those  whose  active  interests  are  in  any  way  re- 
lated to  the  medical  clinical  laboratory. 

Max  Lederer 

Orthopedic  Subjects.  Prepared  and  Edited  by 
the  Subcommittee  on  Orthopedic  Surgery  of  the 
Committee  on  Surgery  of  the  Division  of  Medical 
Sciences  of  the  National  Research  Council.  George 
E.  Bennett,  Chairman.  Octavo  of  306  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Co.,  1942. 

The  title  of  this  volume  is  somewhat  misleading. 
From  the  title  one  expects  to  find  information  on 
many  orthopaedic  subjects,  particularly  those  that 
would  be  found  as  a result  of  military  injuries. 
However,  it  covers  only  four  subjects:  un united 
fractures,  injuries  of  the  spinal  column,  compound 
fractures,  and  osteomyelitis.  In  the  reviewer’s 
opinion,  the  last  could  have  been  very  well  left  out 
in  a manual  of  this  type,  particularly  the  chapter 
on  acute  hematogenous  osteomyelitis,  as  this  con- 
dition occurs  almost  entirely  in  young  children. 

J.  B.  L’Episcopo 

Essentials  of  Proctology.  By  Harry  E.  Bacon, 
M.D.  Duodecimo  of  345  pages,  illustrated.  Phila- 
delphia, J.  B.  Lippincott  Company,  1943.  Cloth, 
$3.50. 

The  author  designed  Essentials  of  Proctology  for 
the  medical  student,  the  general  practitioner,  and 
the  general  surgeon.  It  presents,  in  condensed 
form,  an  exposition  of  the  conditions  usually  found 
in  the  anus,  rectum,  and  sigmoid  colon.  Diagnosis 
and  hospital  as  well  as  office  treatment  and  pro- 
cedures are  emphasized.  The  work  is  profusely 
illustrated. 

On  the  back  of  the  front  cover  and  continued  on 
the  fly  leaf  there  is  an  “Index  of  Symptoms  and 
Signs”  consisting  of  eleven  symptoms  and  three 
signs  with  the  presumptive  diagnosis  following  each 
of  them.  This  index  is  of  value  in  that  its  use 
enables  the  examiner  to  suspect  the  presence  of 
certain  lesions.  It  would  be  well  to  emphasize, 
however,  that  a diagnosis  should  never  be  made 
without  a proper  examination.  It  should  further 
be  emphasized  that  any  and  all  symptoms  referable 
to  the  anus  or  rectum  may  be  due  to  cancer. 

The  reviewer  was  very  glad  to  see  the  chapter 
entitled  “Proctologic  Nursing  Considerations”  in- 
cluded in  the  book.  Modern  postoperative  care  of 
proctologic  patients  is  sufficiently  specialized  to 
require  a detailed  routine  for  hospital  nurses  to 
follow.  This  is  especially  important  in  these  days  of 
shortages. 

The  book  is  of  such  size  as  to  make  handling  easy 
and  the  printing  could  not  be  better. 

A.  W.  Martin  Marino 

Constitution  and  Disease.  Applied  Constitu- 
tional Pathology.  By  Julius  Bauer,  M.D.  Octavo 
of  208  pages.  New  York,  Grune  & Stratton,  1942. 
Cloth,  $3.50. 

The  author  has  brought  with  him  to  America  the 
rich  clinical  experience  that  led  graduate  students 
to  seek  him  out  in  Vienna,  and  now  in  this  small 
[Continued  on  page  1370] 
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THE  MAPLES  INC.,  OCEANSIDE.  L.l. 

A sanitarium  especially  for  invalids,  convalescents,  chronic  patients, 
post-operative,  special  diets,  and  body  building.  Six  acres  of  land- 
scaped lawns.  Five  buildings  (two  devoted  exclusively  to  private 
rooms).  Resident  Physician.  Rates  $18  to  $45  Weekly 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


CHARLES  B.  TOWNS  HOSPITAL 

Serving  the  Medical  Profession  for  over  40  years 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

Definite  Treatment  • Fixed  Charges  • Minimum  Hospitalization 

293  Central  Park  West,  New  York  Hospital  Literature  Telephone:  SChuyler  4-0770 


CHECK  DEPENDENCY  CHECKS 


The  many  reports  received  recently  of  service  de- 
pendency allotment  checks  being  stolen  from 
porches,  mail  boxes,  and  other  places,  have  prompted 
the  United  States  Secret  Service  to  intensify  its 
nation-wide  educational  campaign. 

The  following  procedure  has  been  urged  by  the 
Secret  Service  as  an  aid  to  stopping  thieves  and 
forgers  of  such  checks: 

1.  Be  sure  some  member  of  the  family  is  at  home 
when  checks  are  due  to  be  delivered. 

2.  All  mail  boxes  should  be  equipped  with  a lock 
and  the  individual’s  name  should  be  printed  clearly 
on  the  outside  of  the  box. 

3.  Checks  should  be  cashed  in  the  same  place 
each  month,  thus  making  identification  easier. 

4.  Checks  should  not  be  endorsed  until  you  are 
in  the  presence  of  the  person  you  will  ask  to  cash  it. 

To  persons  and  business  houses  asked  to  cash 
government  checks,  the  Secret  Service  offers  this 
guidance: 


1.  Insist  that  a person  presenting  a government 
check  properly  identify  himself  as  the  person  en- 
titled to  the  check. 

2.  Insist  that  all  checks  be  endorsed  in  your 
presence. 

3.  Require  that  all  checks  be  initialled  by  the 
employees  who  pay  out  money  for  them,  or  who  ap- 
prove such  payment. 

Thousands  of  persons  are  depending  each  month 
on  prompt  receipt  of  checks,  and  every  effort  is 
being  made  by  the  government  to  get  them  out  on 
time  and  to  their  rightful  destination,  but  an  equal 
responsibility  rests  on  the  payee  to  insure  their 
safety. 

The  suggestions  made  by  the  Secret  Service  are 
in  fine  with  one  of  its  constant  duties,  the  protection 
of  currency,  coins,  and  other  forms  of  government 
obligations — a task  which,  according  to  the  Service, 
is  magnified  in  times  of  war  when  enemy  agents 
may  seek  to  undermine  a nation’s  financial  struc- 
ture. 


LOUDEN-KNICKERBOCKER  HALL.1" 

81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL 

diseases. 

Full  information  furnished  upon  request 
JOHN  F.  LOUDEN  JAMES  F.  VAVASOUR,  M.D. 

President  Physician  in  Charge 

New  York  City  Office,  67  West  44th  St.,  Tel.  VAnderbilt  6-3732 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Phjtician-in-Charf, *. 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postop- 
erative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  ner- 
vous and  backward  children.  Physicians'  treatments  rig- 
idly followed.  C.  L.  MARKHAM,  M.  D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:1700, 1,2 
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volume  he  discusses  individual  constitution  as  it 
relates  to  health  and  disease. 

A most  interesting  and  outstanding  chapter  deals 
with  “Biologic  Inferiority  of  Organs  and  Tissues.” 

Classification  of  types  and  a discussion  of  habitus 
precede  a chapter  dealing  with  specific  diseases  that 
present  a constitutional  background.  To  the 
clinician  this  is  a banquet. 

Broad,  sage,  continental  observations  and  teach- 
ings appear  throughout  the  book,  and,  in  the  spirit 
of  medical  research  and  bedside  practice,  make  the 
volume  very  much  worth  while. 

Frank  Bethel  Cross 

Acute  Infections  of  the  Mediastinum.  By  Harold 
Neuhof,  M.D.,  and  Edward  E.  Jemerin,  M.D. 
Octavo  of  407  pages,  illustrated.  Baltimore,  Wil- 
liams & W ilkins  Co . , 1 943 . Cloth,  $6 . 00 . 

The  greatest  merit  of  this  volume  is  its  originality 
of  presentation,  which  is  based  upon  the  authors’ 
personal  experiences  in  one  hundred  cases.  This 
does  not  imply  that  they  have  not  made  themselves 
fully  conversant  with  the  current  teachings  and 
literature  to  which  they  refer  freely.  The  opening 
chapter  of  this  volume  is  devoted  to  a consideration 
of  the  contributions  of  their  predecessors.  The 
second  part  is  a presentation  of  cases  grouped 
according  to  cause.  From  the  cases  reviewed  the 
authors  draw  significant  conclusions  on  the  causa- 
tion, symptomatology,  clinical  manifestations,  and 
management.  They  discuss  the  indications  for 
surgical  drainage,  the  approach,  and  the  results 
thereof.  The  book  is  clearly  written  and  presents  a 
practical  guide  to  the  surgery  of  acute  infections 
of  the  mediastinum.  It  is  a meritorious  contribu- 
tion and  is  recommended  to  the  notice  of  the 
clinician. 

Lew  A.  Hochberg 

Neurosurgery  and  Thoracic  Surgery.  [Military 
Surgical  Manuals,  Vol.  VI.]  Prepared  and  Edited 
by  the  Subcommittees  on  Neurosurgery  and  Thor- 
acic Surgery  of  the  Committee  on  Surgery  of  the 
Division  of  Medical  Sciences  of  the  National  Re- 
search Council.  Octavo  of  310  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1943.  Cloth, 
$2.50. 

This  book  is  Volume  6 of  the  “Military  Surgical 
Manuals.”  It  contains  a preliminary  chapter  on 
the  treatment  of  gunshot  and  other  head  injuries, 
which  covers  the  subject  adequately  and,  at  the 
same  time,  presents  it  in  a manner  that  will  be  help- 
ful to  the  general  surgeon  who  is  faced  on  the  field 
of  battle  with  the  necessity  of  dealing  with  a branch 
of  surgery  which  in  civilian  practice  is  now  handled 
by  specialists.  The  points  of  emphasis  are  still, 
as  they  were  twenty-five  years  ago,  on  the  im- 
portance of  operating  on  severe  head  injuries  within 
the  first  twelve  hours  after  the  injury  occurs,  but, 
at  the  same  time,  not  undertaking  this  operation 
except  in  a place  where  the  equipment  is  adequate 
and  where  the  patient  can  spend  at  least  part  of 
his  convalescence.  Furthermore,  the  tremendous 
importance  of  the  sulfonamide  drugs  is  adequately 
indicated. 

The  Section  on  spinal  cord  injuries  is  judicious 
and  discusses  the  important  problems  of  how  to 
avoid  increase  of  injury  to  the  nervous  structures 
within  the  fractured  spine  and  of  operative  and  non- 
operative intervention. 

An  excellent  presentation  of  the  subject  of  herni- 
ated nucleus  pulposus  is  also  given  briefly.  Then 


follows  a detailed  chapter  on  peripheral  nerve  in- 
juries, which  contains  not  only  instructions  as  to  how 
to  handle  injuries  of  the  peripheral  nervous  system 
but,  what  is  equally  as  important,  how  not  to  handle 
these  injuries.  There  are  valuable  charts  for  the 
examination  of  peripheral  nerves. 

The  final  section  of  the  volume  is  an  excellent 
presentation  on  war  surgery  of  the  chest. 

Leo  M.  Davidoff 

Extra-Mural  Teaching  of  Preventive  Medicine 
and  Public  Health.  The  Medical  Bulletin  of  the 
University  of  Cincinnati,  Volume  IX.  By  Alfred 
Korach,  M.D.  Quarto  of  143  pages.  Cincinnati, 
University  of  Cincinnati,  1942. 

Presenting  one  phase  of  the  teaching  of  preventive 
medicine  developed  at  the  University  of  Cincinnati 
College  of  Medicine,  this  volume  deals  with  methods 
of  introducing  the  student  to  those  community 
health  resources  which  assist  and  supplement  the 
efforts  of  the  private  practitioner  in  the  treatment 
and  prevention  of  disease.  Written  primarily  for 
the  benefit  of  medical  educators,  it  should  prove  of 
interest  to  the  graduate  physician  also  in  keeping 
him  abreast  of  some  current  trends  in  undergraduate 
medical  instruction. 

Thomas  D.  Dublin 

The  Inner  Ear.  By  Joseph  Fischer,  M.D.,  and 
Louis  E.  Wolfson,  M.D.  Octavo  of  421  pages, 
illustrated.  New  York,  Grune  & Stratton,  Inc., 
1943.  Cloth,  $5.75. 

This  is  a thorough  compilation  of  the  more  recent 
available  data  on  the  internal  ear,  its  anatomy  and 
pathology,  gross  and  microscopic.  The  controver- 
sial subject  of  physiology  and  neurotology  is  ex- 
haustively presented  and  to  a degree  clarified. 
Little  attempt  is  made  to  evaluate  the  numerous 
theories  underlying  known  reactions  to  stimulation 
of  the  labyrinth.  The  text  covers  localization  of 
central  lesions,  traumatic  and  spontaneous.  The 
book  is  timely  in  that  one  of  the  authors  discusses 
in  detail  war  injuries,  based  on  extensive  observa- 
tions during  the  air  blitz  on  London.  A chapter  is 
devoted  to  the  debatable  Meniere’s  syndome  and 
another  to  the  important  subject  of  the  inner  ear  in 
aeronautics. 

Repetition  of  subject-matter  in  many  chapters 
is  unavoidable  and,  in  fact,  desirable. 

Slight  confusion  is  inevitable  unless  one  is  ac- 
quainted with  European  nomenclature  as  it  is 
applied  to  anatomy  and  physiology  of  the  internal 
ear. 

Editing  of  this  work  represents  a labor  of  love  and 
the  authors  are  to  be  congratulated  for  their  ef- 
ficiency. 

This  volume  is  recommended  for  individuals  con- 
cerned with  traumatic  surgery,  neurology,  and 
neurosurgery  as  well  as  for  those  interested  in  ad- 
vanced otology  and  aviation  medicine. 

Harry  Meyersburg 

Understand  Your  Ulcer.  By  Burrill  B.  Crohn, 
M.D.  Octavo  of  199  pages,  illustrated.  New 
York,  Sheridan  House,  1943.  Cloth,  $2.50. 

Unfortunately  this  well-written  book  by  a 
famous  author  shows  the  usual  faults  connected 
with  a medical  book  written  for  laymen.  Attempt- 
ing to  clarify  a subject  which  is  still  one  of  the  most 
controversial  issues  in  medicine,  it  would  satisfy 
the  patient  under  the  author’s  care,  but  would  alien- 
[Continued  on  page  1372] 
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UNIVERSAL  LANGUAGE? 

“It  is  just  barely  possible — and  the  idea  is  turned 
over  timidly  to  the  professors  for  what  it  is  worth — 
that  there  is  a basic  error  in  the  conception  that  a 
world  will  get  along  more  peacefully  if  all  its  people 
can  talk  to  one  another.  This  conception  may  be 
entirely  wrong.  We  have  neighbors  we  have  never 
had  a quarrel  with  and  it  just  happens  they  are  the 
neighbors  we  have  never  spoken  a word  to.  It’s  the 
man  next  door  who  understands  perfectly  everything 
we  say  that  we  have  trouble  with.” — Dooley  Dunn , 
N.  Y.  Times  Magazine 


THE  X-RAY  TURNTABLE 

One  of  the  most  recent  contributions  to  aid  the 
diagnostician  is  an  x-ray  machine  developed  by 
Westinghouse  engineers  for  the  University  of  Penn- 
sylvania Hospital.  The  machine,  with  a turntable, 
enables  physicians  to  change  the  position  of  a patient 
at  will  during  delicate  operations  to  remove  foreign 
bodies  from  the  lungs.  Examinations  may  be  made 
in  two  planes — horizontally  and  vertically — and 
x-ray  pictures  may  be  taken  from  any  angle,  even 
vertical,  without  lifting  or  turning  the  patient. 
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ate  the  patient  who  is  being  treated  by  a physician 
whose  opinions  might  differ  quite  radically  from 
those  expressed  by  the  author.  On  the  whole,  we 
believe  that  although  a layman  would  be  much 
interested  in  this  book,  he  would  be  more  confused 
than  helped  by  it. 

A.  F.  R.  Andresen 

First  Aid  to  the  Injured  and  Sick.  An  Advanced 
Ambulance  Handbook.  Edited  by  Norman  Ham- 
mer, M.R.C.S.  Eighteenth  edition.  Duodecimo 
of  336  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1942.  Cloth,  $2.00. 

This  is  a well-written  and  excellently  illustrated 
text  on  first  aid.  It  is  a few  steps  in  advance  of 
the  Red  Cross  volume  used  in  this  country. 

The  first  quarter  of  the  work  (90  out  of  more  than 
300  pages)  is  devoted  to  anatomy  and  physiology 
that  is,  we  believe,  a bit  too  detailed  and  too  deep 
for  use  by  first-aiders. 

The  illustrations  throughout  are  most  lucid  and 
very  instructive.  They  are  quite  numerous  as 
well. 

The  section  on  war  gases  is  well  presented  and 
comprehensive. 

The  whole  volume  reflects  the  first-hand  ex- 
perience that  the  British  people  have  had  with 
this  broad  problem. 

The  book  is  highly  recommended  for  advance 
students  in  first  aid. 

Phillip  E.  Lear 

Neurology.  By  Roy  Grinker,  M.D.  Third  edi- 
tion. Octavo  of  1,136  pages,  illustrated.  Spring- 
field,  111.,  Charles  C.  Thomas,  1943.  Cloth,  $6.50. 

In  this  third  edition,  the  author  has  incorporated 
the  various  contributions  made  to  the  field  of  neu- 
rology since  the  publication  of  the  last  edition.  He 
was  assisted  by  Dr.  Norman  A.  Levy.  The  book 
is  an  exhaustive  survey  of  the  subject  and  truly 
encyclopedic  in  its  scope.  Embryology,  neuro- 
anatomy, neurophysiology,  and  neuropathology 
are  discussed,  in  addition  to  the  usual  orthodox 
presentation  of  clinical  neurology  and  methods  of 
treatment.  The  chapter  on  brain  tumors,  written 
by  Dr.  Paul  C.  Bucy,  is  a thorough  presentation 
of  neurology  that  will  appeal  to  the  student,  the 


clinician,  and  the  specialist.  It  is  highly  recom- 
mended to  all  practitioners  of  medicine. 

Irving  J.  Sands 

The  Kenny  Concept  of  Infantile  Paralysis  and  Its 
Treatment.  By  John  F.  Pohl,  M.D.  Octavo  of  366 
pages,  illustrated.  St.  Paul,  Minn.,  Bruce  Pub- 
lishing Co.,  1943.  Cloth,  $5.00. 

This  is  the  latest  and  most  authoritative  book 
on  the  Kenny  treatment.  It  is  an  honest  and  un- 
biased statement  of  facts  as  observed  by  Drs. 
John  F.  Pohl,  Frank  R.  Ober,  and  Miland  E.  Knapp. 
These  men  have  watched  the  work  under  direct 
supervision  of  Sister  Elizabeth  Kenny,  and  the  con- 
clusions drawn  by  these  observers  are  impartial, 
convincing,  and  most  encouraging. 

Causation,  pathology,  and  other  debatable 
questions  of  poliomyelitis  are  not  to  be  found  in 
this  work.  Here  one  finds  a detailed  discussion 
of  the  method  and  mode  of  treatment  of  infantile 
paralysis  in  accordance  with  the  concept  of  Sister 
Elizabeth  Kenny  as  it  is  being  applied  at  the  Eliza- 
beth Kenny  Institute  in  Minneapolis,  under 
direct  supervision  of  Sister  Kenny.  Very  helpful 
will  be  the  many  photographs  in  chapters  3 and  4, 
dealing  with  nursing  care  and  muscle  spasm. 

Harry  Apfel 

A Venture  in  Public  Health  Integration.  The 

1941  Health  Education  Conference  of  the  New 
York  Academy  of  Medicine.  Octavo  of  56  pages. 
New  York,  Columbia  University  Press,  1942. 
Cloth,  $1.00. 

Rarely  does  a physician  have  the  opportunity  to 
review  in  as  brief  a form  some  of  the  burning  ques- 
tions of  present-day  medical  practice.  In  56  brief 
pages,  three  eminent  health  educators  have  stated 
clearly  what  they  believe  to  be  some  of  the  funda- 
mental issues  facing  those  engaged  in  meeting  the 
medical  needs  of  the  community.  Constructive 
suggestions  are  also  made  as  to  how  health  educa- 
tion, in  which  the  private  practitioner  must  play  a 
leading  role,  may  help  in  solving  many  of  the 
problems. 

Thomas  D.  Dublin 
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case  of  children,  their  disability  may  be  short- 
ened and  their  need  for  care  lessened  by  ap- 
propriate treatment. 


RHULITOL — a solution  of  tannic  acid — 
exerts  a protein  coagulating  effect  upon  the 
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sion of  the  dermatitis  by  dissemination  of  the 
toxic  principle. 
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caused  by  poison  ivy,  poison  oak  and  sumac. 
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preparations  of  belladonna,  such  as  the  tincture,  Belbarb  has  always  the 
same  proportion  of  the  alkaloids. 
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9 minims  of  tincture  of  belladonna. 
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turbances,  vomiting  of  pregnancy,  menopausal  disturbances,  hypertension,  etc.  tent  but  V2  gram  phenobarbital  per  tablet. 
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TECHNIC  OF 


LIPIODOL  INSTILLATION 


VISUALIZATION  OF 

Sinus  and  Fistula  Tracts 


'pHE  instillation  of  Lipiodol — iodized 
poppyseed  oil  containing  40  per  cent 
iodine  in  chemical  combination — into 
sinus  and  fistula  tracts  provides  an  accu- 
rate means  of  outlining  the  extent,  nature, 
and  tortuosity  of  these  cavities.  Lipiodol 
(warmed  to  body  temperature)  is  intro- 
duced directly  into  the  external  opening 
by  means  of  a drainage  tube  if  present, 
or  an  acorn  tip  attached  to  the  syringe. 
After  the  injection  the  opening  of  the 
tract  is  closed  with  adhesive  tape  in 
order  to  prevent  escape  of  the  oil  while 
roentgenograms  are  being  taken. 


p'HE  above  procedure  is  applicable  in 
the  roentgen  exploration  of  virtually 
any  sinus  or  fistula  tract.  Fistula-in-ano, 
empyema  cavities,  persistent,  draining 
sinuses,  tracts  leading  into  joints,  and 
other  soft  tissue  wounds  which  appear  to 
be  channels  and  whose  distal  ends  have 
not  been  accurately  located,  are  all 
promptly  visualized  by  the  instillation 
of  Lipiodol. 

• 

Physicians  are  invited  to  request  the  brochure 
“The  Applicability  of  Lipiodol  in  Roentgenog- 
raphy and  the  Technic  of  its  Use,”  which  describes 
in  detail  the  many  uses  of  Lipiodol. 


75  Varick  Street 


E.  F 0 U G E RA  & CO.,  INC.,  Distributors 

New  York,  N.  Y. 


ris\  T*  / t i r i u \ L.p.odol  .is  supplied  in  a vo 

ID)  (I C I)  1L  ( LA r AY ) °mPule size$ °nd in ° 20cc- 

r"'  * l— ■ x type  via!  for  economy  of 


. ■ ■ ' 

Lipiodol  .is  supplied  in  a variety  of 
vaccine 

type  via!  for  economy  of  use. 
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“PRE-TEST" 
VAGINAL  INFECTIONS 


In  many  cases  you  can  clear  up  a vaginal 
condition  with  a single  prescription  of 
sta-o-gen  Vag-I-Caps.*  In  any  case,  a 
box  of  12  is  ample  for  a 2-week  “pre-test” 
period,  to  determine  the  severity  of  the 
infection.  As  you  know,  sta-o- 
gen’s  prolonged,  continuous 
liberation  of  nascent  oxygen  is 
harmless  yet  powerfully  germi- 
cidal, fungicidal  and  deodoriz- 
ing. The  symptomatic  effects 
annoying  your  patient  are  re- 
lieved immediately  — odor  is 

• • • 


eliminated — discharge  reduced  and  irri- 
tation soothed.  If,  after  this  “pre-test” 
therapy,  trouble  persists,  you  can  be  cer- 
tain the  case  will  warrant  the  time  and 
effort  required  for  a comprehensive  diag- 
nosis; while  your  examination 
and  treatment  will  be  less  of 
an  ordeal.  *Ozonide  of  Olive 
Oil  in  45  minim  soluble  gelatin 
capsules.  David  Nye  Barrows, 
N.  Y.  State  Jr.  Med.  Vol.  41, 
Jan.  15,  1941. 


sta-o-gen  Liquid  for  office  and  Vag-I-  WRITE  today  for  authoritative  proto- 
Caps  for  home  use  are  available  through  col  “A  Complete  Therapy  for  Vaginal 

any  wholesaler  or  direct  from  Infections.” 

LATIMER  LABORATORY,  INC.,  41  E.  21  ST.,  N.  Y.  C.  (10) 

STA-O-GEN 


SAFE  • SIMPLE  • SOUND 
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ZymtopL 

Gosti/voli  Bununesi  ^iawdi&a 


WITHOUT 


CONSTIPATING  EFF 


ZymenoL,  containing  pure,  whole,  aqueous  BREWERS 
YEAST  including  the  natural  enzymes,  controls 
Common  Diarrhea  on  the  following  dosage: 


One  teaspoonful  every  hour,  reduce 
after  few  hours  to  individual  need. 


Hi  *r**w*S4i^  — |^vH 

■ CuJ^rei.  * 9 

my  «i..  ■ 

<w»i ...«•* 

*?'  G,mro-lnte*tino« 


- lh  »„  „W»  fa*-,  « ■<*”£; 

COHTA1M—  Ph*nelp*<*#*fc 


LIDDEN  & COMPANY 

Evanston,  Illinois 


E.  GSdd.n  ft  C«„  («<• 


ZymenoL  promptly  overcomes  the  irritating  watery  stool  of 
Diarrhea  and  restores  normal  evacuation  with  a bulky,  less 
toxic  stool  WITHOUT  CONSTIPATING  EFFECT  because  of 
its  two-fold  natural  action; 

THE  ENZYMES  restore  near  fermenta- 
tive fecal  bulk  and  a less  toxic  bowel 
flora. 

2.  COMPLETE  NATURAL  VITAMIN  B COM- 
PLEX restores  normal  tone  and  mo- 
tility in  either  the  hyper-  or  hypo- 
tonic bowel. 

Write  for  Free  Clinical  Size 


NY8-43 


A PROGRAM  OF  REHABILITATION 

/ y,^  f 

In  planning  an  outline  of  treatment  for  the 
patient  with  chronic  arthritis,  the  systemic  na- 
ture of  the  disease  should  be  given  full  con- 
sideration. 

Ertronization  is  a systemic  therapy.  The  gradual, 
steady  improvement  obtained  with  ERTRON 
indicates  its  systemic  action. 


It  is  generally  agreed  that  analgesic  medication 
may  often  be  indicated  during  the  course  of 
Ertronization , and  physical  therapy  measures  may 
be  employed  to  advantage.  The  removal  of  foci 
and  the  regulation  of  diet  are  also  important. 

In  most  of  the  investigations  on  the  use  of 
ERTRON  in  the  treatment  of  chronic  arthritis, 
no  forms  of  therapy  other  than  Ertronization  were 
employed.  This  was  done  in  order  to  demon- 
strate the  true  value  of  ERTRON  in  arthritis. 

However,  in  a well-planned  program  of  rehabili- 
tation based  on  Ertronization , a complete  co-ordi- 
nation of  therapeutic  measures  is  necessary  for 

Ertronize  the  Arthritic 

ERTRON  is  the  only  high  potency,  activated, 
vaporized  ergosterol  (Whittier  Process) — made 
only  in  the  distinctive  two-color  gelatin  capsule. 

Average  maintenance  dose:  6 capsules  a day. 
Full  outline  of  suggested  dosage  available  on 
request. 

Supplied  in  bottles  of  100  and  50  capsules. 

ERTRON  is  promoted  only  through  the  medi- 
cal profession. 


Recent  Articles  on  ERTRON 

Available  in  Reprint  Form 

If  you  desire  any  of  the  following  reprints  for 

your  files,  please  check  and  mail  us  this  page. 

Snyder,  R.  G.  and  Squires,  W.  H.:  A Preliminary 
Report  on  Activated  Ergosterol,  N.  Y.  St.  JL  Med., 
40:708-719,  (May  1),  1940. 

Farley,  R.  T.,  Spjerling,  H.  F.  and  Kraines,  S.  H.: 
A Five-Year  Study  of  Arthritic  Patients,  Indus. 
Med.,  10:341-352,  (August),  1941. 

Wolf,  I.  J.:  Treatment  of  Rickets  with  a Single  Mas- 
sive Dose  of  Vitamin  D,  Jl.  Med.  Soc.  of  N.  J., 
38:436,  (September),  1941. 

Krafka,  J.:  Vitamin  D Therapy  in  Psoriasis,  Jl.  Med. 
Assn,  of  Ga.,  30:398-400,  (September),  1941. 

Snyder,  R.  G.  and  Squires,  W.  H.:  Follow-up  Study 
of  Arthritic  Patients  Treated  with  Activated  Vapor- 
ized Sterol,  N.  Y.  St.  Jl.  Med.,  41:2332-2335, 
(December  1),  1941, 

Snyder,  R.  G.,  Squires,  W.  H.,  Forster,  J.  W., 
Traeger,  C.  H.  and  Wagner,  L.  C.:  Treatment  of 
200  Cases  of  Chronic  Arthritis  with  Electrically 

Activated  Vaporized  Sterol  (Ertron),  Indus.  Med., 
11:295-316,  (July),  1942. 

Steck,  I.  E.:  Further  Clinical  Experience  in  the 
Treatment  of  Arthritis  with  Vitamin  D,  Ohio  St. 
Med.  Jl.,  38:440-443,  (May),  1942. 

Reynolds,  C.:  Comparative  Therapeutic  Value  and 
Toxicity  of  Various  Types  of  Vitamin  D,  Journal- 
Lancet,  62:372-375,  (October),  1942. 

Levinthal,  D.  FI.  and  Logan,  C.  E.:  The  Ortho- 
pedic and  Medical  Management  of  Arthritis,  Jour- 
nal-Lancet, 63:48-50,  (February),  1943. 

Snyder,  R.  G.,  Squires,  W.  H.  and  Forster,  J.  W.: 
A Six- Year  Study  of  Arthritis  Therapy,  Ind.  Med., 
12:291-297,  (May),  1943. 
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FOR  GASTROINTESTINAL  DISORDERS 

Tablets  ALMUTAL  No.  1 

ANTACID  • ADSORBENT  • ANTISPASMODIC  Each  Tabl<>, 

...  . ,,  , , Magnesium  Trisilicate,  Hydrated 5 

A balanced  antacid  formula  lor  controlling  gastric  hyperacidity  Aluminum  Hyrlm-riHe  9 1/9 

and  eliminating  intestinal  toxemia;  suggested  in  the  treatment  PHonnKerHiMl  l /« 

of  spasm  of  the  pylorus  and  the  intestines,  toxic  bowel,  colitis,  Atropine  ^nlfeie  l/innn 

nervous  insomnia  and  nervous  indigestion.  Write  for  samples 

gr. 

gr. 

gr. 

gr. 

_______  . _ ___________  _______  _ _ ___  Tablets  Almutal  No  1 are 

MUTUAL  PHARMACAL  COMPANY  orange  colored  and  orange 

INCORPORATED  flavored. 

821  S.  STATE  ST.  SYRACUSE,  N.  Y.  Price:  $2.70  per  1000  list 
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CLINITEST 

TABLET  METHOD 

For  Detecting  Sugar  {glucose)  in  Urine 
A Copper  Reduction  Test 

A SIMPLE  TECHNIC 

5 drops  urine  plus  10  drops  water  plus  1 Clini test  Tablet. 

NO  HEATING  NECESSARY 

No  external  heat  is  applied  because  Tablet  generates 
own  heat. 

No  measuring,  no  liquids  or  powder  to  spill,  no  com- 
plex apparatus. 

Available  through  your  prescription  pharmacy  or 
medical  supply  house. Write  for  full  descriptive  literature. 


EFFERVESCENT  PRODUCTS,  INC. 

ELKHART,  INDIANA 
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EFFECTIVE 

in  Coronary  Artery  Disease  and  Edema * 


Clinical  experience  and  carefully  controlled  studies  in  humans  have  definitely 
proven  the  value  of  Theobromine  Sodium  Acetate  in  treating  certain  Cardio- 
vascular and  Renal  diseases,  and  the  value  of  the  enteric  coating  in  permitting  ade- 
quate dosage  without  causing  gastric  distress. 


Supplied — in  7 Vi  grains  with  and  without  Phenobarbital  Vi  grain;  in  5 
grains  with  Potassium  Iodide  2 grains  and  Phenobarbital  \\  grain  (cost 
approximately  $1.50  per  bottle  of  100  tablets);  and  in  3 3A  grains  with  and 
without  Phenobarbital  y*  grain  (cost  approximately  $1.00  per  bottle  of 
100).  Capsules,  not  enteric  coated,  are  available  in  the  same  potencies  for 
supplementary  medication. 


*Literature  giving  con- 
firming bibliography, 
and  physicians  sam- 
ples will  be  furnished 
on  request. 


BREWER  &•  COMPANY, 

Pharmaceutical  Chemists  Since  1852 


INC*  Worcester 

Massachusetts 
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Epinephrine  Hydrochloride  i:iooo  n.n.r. 


CHEPLIN’S  solution  of  this  powerful 
vasoconstrictor,  hemostatic  and  circu- 
latory stimulant  is  adjusted  to  a definite 
standard  strength  and  is  physiologi- 
cally assayed  by  measuring  the  effect 
on  blood  pressure. 

EPINEPHRINE  HYDROCHLOR- 
IDE may  be  administered  by  hypoder- 
mic,  inhalation  or  topical  application, 
affording  rapid  relief  of  asthmatic 


symptoms,  urticaria,  angioneurotic 
edema,  reactions  following  injections  of 
biologicals,  shock  or  collapse,  and 
prompt  control  of  certain  types  of  hem- 
orrhage. When  used  in  conjunction  with 
topical,  nerve  block  or  infiltration  anes- 
thesias, it  produces  a bloodless  opera- 
tive field  and  retards  absorption  of  the 
anesthetic — thus  prolonging  the  period 
of  anesthesia.  Literature  on  Request. 


EPINEPHRINE  HYDROCHLORIDE  is  packaged  as 1:1000  in  . 
1 cc.  ampules. 

10  cc.  rubber-stoppered  vials. 

30  cc.  rubber-stoppered  vials. 

30  & 480  cc.  bottles  for  topical  applications. 


[a  H. 


CHEPLIN  BIOLOGICAL  LABORATORIES,  INC 


( Division  of  Bristol-Myers) 

Syracuse,  New  York 
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CLINICAL  VALUE  OF  MUSCLE  EXTRACT 
CWimicfim  in 

ANGINA  PECTORIS  ARTERIOSCLEROSIS 

OBLITERATIVE  ARTERIAL  DISEASES 

Carnacton  is  a biologically  tested  extract  of  diaphragm  muscle  — a powerful,  markedly 
vascularized  muscle  with  a high  metabolic  rate  — most  effective  for  its  purpose.  Carnacton 
is  not  only  a vasodilator  but  also  promotes  cardiovascular  tone  and  vigor. 

In  1 cc.  and  2 cc.  ampuls  — boxes  of  1 2 and  50/  vials  of  30  cc.  for  oral  use.  Send  for 
professional  brochure. 

CAVENDISH  PHARMACEUTICAL  CORP.,  25  West  Broadway,  New  York 
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PROLONGED  VASCULAR  RELAXATION  WITH 


Due  to  the  chronicity  of  hypertension, 
the  object  of  medical  treatment  is  to 
produce  gradual  and  prolonged  vaso- 
dilation, with  a resultant  steady  lower- 
ing of  the  systolic  and  diastolic  pres- 
sures. 

A non-toxic  nitrate  derivative  which 
meets  the  requirements  of  gradual,  ex- 
tended action  is  mannitol  hexanitrate, 
available  for  clinical  use  under  the 
name  of  Nitranitol. 

The  prolonged  vasodilating  action 
of  mannitol  hexanitrate  as  compared 


Brand  of  Mannitol  Hexanitrate 


with  other  hypotensors  is  best  shown 
by  the  following  table  based  on  results 
of  the  work  of  Matthew,  as  summa- 
rized by  Sollman.  (Manual  of  Pharma- 
cology, Philadelphia,  W.  B.  Saunders 
& Go.,  1942,  p.  518) 


Nitranitol  is  prepared  in  the  form  of 
scored  tablets,  each  containing  A gr. 
mannitol  hexanitrate.  Average  dosage 
is  one  or  two  tablets  every  4 to  6 hours. 
Available  at  prescription  pharmacies 
in  bottles  of  100. 


NITRANITOL 

WITH  PHENOBARBITAL 

A combination  product  containing 
A gr.  mannitol  hexanitrate  and  A gr. 
phenobarbital.  Scored  tablets  in  bot- 
tles of  100. 


Trade  Mark  “Nitranitol’ 
Reg.  U.  S.  Pat.  Off. 


MERRBLI.  COMPANY 


DRUG 

DOSAGE 

EXTENT  OF  FALL 

Sysroli^BlooV Pressure 

REACHING  AND  RETURNING  FROM  MAXIMAL  FALL  m MAXIMAL  FALL  MAINTAINED  M 

Spir  glyceryl  nitratis 

2-3 

25-3°  j 

u 

Sodium  nitrite 

2-3 

32 

x>. 

Erythrity!  tetranitrate 

J4-I 

qr. 

- 1 

mm 

Mannitol  hexanitrate 

1 

<jr. 

35 

i i.  / 

i 

| . 

i ” 

fi 
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RATIONING,  FOOD  AVAILABILITY 


As  civilian  food  supplies  dwindle  because 
of  the  increased  requirements  of  our  armed 
forces  and  allies,  the  spectre  of  widespread 
malnutrition  looms  more  vividly.  Yet  the 
nutritional  state  of  our  population  must 
be  maintained  at  a high  level  because  of 
its  effect  upon  morale,  resistance  to  dis- 
ease, and  productivity. 

New  Improved  Ovaltine  offers  a ready 
means  to  overcome  the  adverse  influence 
of  curtailed  food  availability.  The  well- 


rounded  composition  of  this  delicious 
food  drink  assures  an  adequate  intake  of 
virtually  all  essential  nutrients — not  only 
vitamins,  but  also  biologically  adequate 
proteins  and  minerals.  From  the  analyses 
reproduced  below,  it  becomes  apparent 
that  the  average  diet,  plus  two  or  three 
glasses  of  Ovaltine  daily,  will  adequately 
satisfy  all  nutritional  needs.  . . . The 
Wander  Company,  360  North  Michigan 
Avenue,  Chicago,  Illinois. 


2 KINDS 

PLAIN  AND  CHOCOLATE 
FLAVORED 


Three  daily  servings  (1  Vi  oz.)  of  New  Improved  Ovaltine  provide: 


Dry  Ovaltine 

Ovaltine  with  milk* 
PROTEIN  . . . 6.00  Gm.  31.20  Gm. 

CARBOHYDRATE  30.00  Gm.  66.00  Gm. 

FAT  3.15  Gm.  31.5  Gm. 

CALCIUM  . . . 0.25  Gm.  1.05  Gm. 

PHOSPHORUS  . 0.25  Gm.  0.903  Gm. 

IRON 10.5  mg.  11.9  mg. 


Dry  Ovaltine 

Ovaltine  with  milk* 
COPPER  . s * 0.5  mg.  0.5  mg. 

VITAMIN  A . 1500  U.S.P.U.  2953  U.S.P.U. 
VITAMIN  D . 405  U.S.P.U.  432  U.S.P.U. 
VITAMIN  Bi  300  U.S.P.U.  432  U.S.P.U. 
RIBOFLAVIN  . 0.25  mg.  1.28  mg. 

NIACIN  ....  4.95  mg.  7.1  mg. 


*Each  serving  made  with  8 oz.  milk;  based  on  average  reported  values  for  milk. 
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Edema  Duration 

due  to  the  varying  methods  of  cigarette  manufacture 

(as  shown  by  rabbit-eye  test*) 


Upon  instillation  of  smoke  solu- 
tion from  Philip  Morris  Ciga- 
rettes 

Average  duration 
8 MINUTES 


Upon  instillation  of  smoke  solu- 
tion from  cigarettes  made  hy  the 
Ordinary  Method 

Average  duration 
45  MINUTES 


CLINICAL  CONFIRMATION : * * 

When  smokers  changed  to  Philip  Morris,  every  case 
of  irritation  of  the  nose  and  throat  due  to  smoking 
cleared  completely  or  definitely  improved. 


*Proc.  Soc.  Exp.  Bio.  and  Med.,  1934,  32,  241-243 


**  Laryngoscope,  1935,  XLV,  No.  2,  149-154 
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Micro-analytical  Appara- 
tus for  the  Determination 
of  the  Precise  Chemical 
Composition  of  Material 


SEAREE  RESEAR 


Brought 

FLORAQU  I N 

TO  YOUR  ARMAMENTARIUM 


The  efficient  (restorative)  treatment  for  vaginal  leu- 
korrheas  as  provided  in  Floraquin  was  developed  in 
the  Searle  Research  Laboratories  after  years  of  pains- 
taking research. 

In  the  many  forms  of  vaginal  infection,  Floraquin 
affords  permanent  and  lasting  relief,  without  rein- 
fection. 

Floraquin  not  only  destroys  Trichomonas  vaginalis 
and  other  offending  organisms,  but  restores  mucosal 
glycogen  and  the  vaginal  pH  to  a physiologic  level  and 
promotes  growth  of  the  normal  bacterial  flora. 

For  Office  Insufflation:  Floraquin  Powder.  Bottles  of  1 oz. 
and  8 oz. 

For  Home  Routine:  Floraquin  Tablets.  Boxes  of  24  tablets. 


New  York 


g-d-S EARLE  &■  co. 

ETHICAL  PHARMACEUTICALS  SINCE  1888 

CHICAGO 

Kansas  City  San  Francisco 


SEARLE 

RESEARCH  IN  THE  SERVICE  OF  MEDICINE 
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THE  IMPORTANCE  OF  HYPERTENSION 

"The  importance  of  hypertension  as  a problem  of  health  needs  emphasis. 
High  blood  pressure  is  both  a common  disease  and  a serious  one.  Indeed, 
it  appears  to  be  more  common  and  more  deadly  than  cancer.”* 

"About  a fourth  of  all  deaths  of  individuals  past  fifty  years  of  age  is 
referable  to  hypertension.”* 

".  . . hypertension  usually  is  a serious  disease  which  terminates  the  live$i 
of  those  it  afflicts  within  a relatively  short  period.”* 


* Allen,  E.  V.,  Medical  as - 
pects  of  arterial  hypertension, 
Bull.  N.  Y.  Acad.  Med., 
17:  March,  1941. 


PROLONGED  REDUCTION  OF  HIGH  BLOOD  PRESSURE 
WITH  ERYTHROL  TETRANITRATE  MERCK 


* I TREATMENT  of  arterial  hypertension  today  is  necessarily  directed  toward 
relief  and  not  cure.  The  use  of  Erythrol  Tetranitrate  is  suggested  as  an 
additional  measure  when  the  usual  regimen  of  rest  and  dietary  control  has 
proved  inadequate. 

Erythrol  Tetranitrate  offers  the  advantage  of  producing  such  a prolonged 
reduction  in  blood  pressure  that  administration  three  times  daily  may  be 
adequate  to  maintain  the  desired  level.  It  may  be  prescribed  over  an  extended 
period  with  sustained  effect. 

The  vasodilator  action  of  Erythrol  Tetranitrate  usually  begins  about  fifteen 
minutes  after  administration  and  persists  for  a 
period  of  three  to  four  hours.  The  average  dose  is 
Vi  to  1 grain  (0.03  to  0.06  Gm.)  every  4 to  6 hours, 
in  tablets  as  marketed. 


ERYTHROL 

TETRANITRATE 

MERCK 

(Erylhrilyl  Telranilrale) 


For  Prolonged  COUNC"' 
Vasodilatation 
in  Hypertension  ACCEfT£0 


MERCK  & CO.,  Inc.  ^/ilanu^cturin^^Aemi6t6  RAHWAY,  N.  J. 


COL 
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tHILADELPHT 


Officers  of  County  Societies 


! 


TOTAL  MEMBERSHIP— JULY  15,  1943-18,564 


County  President 


Albany M.  0.  Barrett Albany 

Allegany H.  K.  Hardy Rushford 

Bronx F.  W.  Williams Bronx 

Broome E.  R.  Dickson ....  Binghamton 

Cattaraugus . . J.  A.  Taggert Salamanca 

Cayuga B.  L.  Cullen Auburn 

Chautauqua . . C.  O.  Lindbeck ....  Jamestown 

Chemung . . . . F.  S.  Hassett Elmira 

Chenango.  . . .W.  P.  Elliott New  Berlin 

Clinton S.  Mitchell Plattsburg 

Columbia . . . . C.  L.  Schultz Philmont 

Cortland H.  Frail Marathon 

Delaware . . . . F.  Brooks Delhi 

Dutchess E.  A.  Stoller Poughkeepsie 

Erie H.  F.  R.  Brown Buffalo 

Essex S.  A.  Volpert Lake  Placid 

Franklin F.  B.  Trudeau . . . Saranac  Lake 

Fulton A.  R.  Wilsey Gloversville 

Genesee W.  B.  Manchester. . . .Batavia 

Greene N.  S.  Cooper Athens 

Herkimer . . . . B.  G.  Shults Herkimer 

Jefferson S.  E.  Simpson Watertown 

Kings J.  J.  Gainey Brooklyn 

Lewis D.  J.  O’Connor Croghan 

Livingston. . . . W.  B.  Turney .Avon 

Madison J.  W.  Thro Hamilton 

Monroe G.  K.  Collier Rochester 


Montgomery. . N.  T.  Lombardi . . . Amsterdam 

Nassau E.  N.  Whitcomb 

Port  Washington 

New  York . . . . J.  S.  Kenney. . . New  York  City 


Niagara F.  W.  Barry Lockport 

Oneida B.  F.  Golly Rome 

Onondaga. . . . H.  C.  Yeckel Syracuse 

Ontario A.  S.  Taylor Clifton  Springs 

Orange E.  R.  Van  Amburg . . Pine  Bush 

Orleans J.  S.  Roach Medina 

Oswego W.  F.  Fivaz Fulton 

Otsego M.  C.  Halleck Worcester 

Putnam W.  P.  Kelly Carmel 

Queens J.  Werne Jamaica 

Rensselaer . . . A.  J.  Hull Troy 

Richmond. . . .D.  V.  Catalano. . . W.  Brighton 

Rockland M.  R.  Hopper Nyack 

St.  Lawrence. . F.  E.  Clark Ogdensburg 

Saratoga M.  D.  Duby Schuylerville 

Schenectady.  .W.  F.  Nealon Schenectady 

Schoharie . . . . R.  G.  S.  Dougall ....  Cobleskill 

Schuyler J.  W.  Burton ....  Mecklenburg 

Seneca R.  E.  Wallace Seneca  Falls 

Steuben S.  H.  Bean Addison 

Suffolk A.  M.  Baker Lindenhurst 

Sullivan R.  S.  Breakey Monticello 

Tioga J.  B.  Schamel Waverly 

Tompkins . . . . J.  N.  Frost Ithaca 

Ulster J . S.  Taylor Kingston 

Warren B.  Diefendorf Glens  Falls 

Washington . . G.  M.  Casey Hudson  Falls 

Wayne R.  Sheldon Lyons 

Westchester. . G.  C.  Adie New  Rochelle 

Wyoming.  . . .G.  A.  McQuilkin Varysburg 

Yates A.  W.  Holmes Penn  Yan 


Secretary 


ILL.  Nelms 

E.  B.  Perry 

G.  B.  Gilmore.. 

V.  W.  Bergstrom 

. Binghamton 

W.  R.  Ames .... 

L.  W.  Sincerbeaux Auburn 

E.  Bieber 

J.  H.  Burke,  Jr. . . 

J . H.  Stewart . . . . 

....  Norwich 

T.  A.  Rogers 

. . . Plattsburg 

L.  J.  Early 

W.  A.  Wall 

....  Cortland 

E.  Danforth 

Sidney 

A.  A.  Rosenberg . Poughkeepsie 

L.  W.  Beam  is . . . , 

J.  E.  Glavin 

. . Port  Henrv 

D.  H.  Van  Dyke . 

L.  Tremante 

. . Gloversville 

P.  J.  Di  Natale.  . 

Batavia 

W.  M.  Rapp . . . . 

F.  C.  Sabin 

. . Little  Falls 

C.  A.  Prudhon. . . 

. .Watertown 

B.  M.  Bernstein . 

. . . . Brooklvn 

H.  E.  Chapin . . . . 

. . . . Lowville 

G.  E.  Murphv . . . 

. . Mt.  Morris 

F.  Ottaviano .... 

Oneida 

C.  S.  Lakeman. . . 

. . . Rochester 

P.  J.  Lucas 

E.  K.  Horton . Rockville  Centre 

B.  W.  Hamilton. . 

New  Y’k  City 

C.  M.  Brent 

Niagara  Falls 

0.  J.  McKendree 

Utica 

F.  N.  Marty 

....  Syracuse 

D.  A.  Eiseline. . . 

. . . Shortsville 

E.  C.  Waterbury 

. . . Newburgh 

J.  Dugan 

H.  F.  McGovern 

Fulton 

M.  F.  Murray. . . 

. Cooperstown 

G.  W.  Vink 

Carmel 

E.  A.  Wolff 

. . Forest  Hills 

R.  E.  Mussey . . . 

Troy 

H.  Friedel 

A.  N.  Selman. . . . 

Spring  Valley 

R.  J.  Reynolds. . . 

....  Potsdam 

M.  J.  Magovern. 

N.  H.  Rust 

Scotia 

D.  R.  Lyon 

0.  A.  Allen 

Watkins  Glen 

F.  W.  Lester 

. Seneca  Falls 

R.  J.  Shafer .... 

Coming 

E.  P.  Kolb 

. . . . Holtsville 

D.  S.  Payne 

I.  N.  Peterson. . . 

Owego 

W.  Wilson 

C.  L.  Gannon. . . 

M.  Maslon 

D.  M.  Vickers. . . 

. . Cambridge 

T.  C.  Hobbie. .. 

H.  E.  McGarvey 

. . . Bronxville 

G.  W.  Nairn. . . . 

R.  F.  Lewis 

Treasurer 


F.  E.  Vosburgh Alb 

D.  Grey Bel 

J.  A.  Landy Br 

B.  L.  Matthews. . .Binghanc 

W.  R.  Ames 01 

L.  H.  Rothschild Aub 

C.  E.  Hallenbeck. . . .Dunl 

M.  F.  Butler Eln 

J.  H.  Stewart Norv 

T.  A.  Rogers Plattsb 

L.  J.  Early Hud 

B.  R.  Parsons CortL 

E.  Danforth Sid 

A.  A.  Rosenberg . Poughkeej 

R.  M.  DeGraff Bufl 

J.  E.  Glavin Port  He: 

D.  H.  Van  Dyke Mali 

A.  H.  Sarno Johnstc 

P.  J.  Di  Natale Bata 

M.  H.  Atkinson Cats 

A.  L.  Fagan Herkii 

L.  E.  Henderson . . . Waterto 

I.  E.  Siris Brook 

H.  E.  Chapin Lowv 

G.  E.  Murphy Mt.  Moi 

J.  D.  Boyd Chittenai 

J.  L.  Norris Roches 

M.  T.  Woodhead . . Amsterd. 

E.  K.  Horton . Rockville  Cen 

F.  Beekman . . . New  York  C 

G.  C.  Stoll Niagara  Fi 

H.  D.  MacFarland Ut 

I.  H.  Blaisdell Syraci 

D.  A.  Eiseline Shortsv 


E.  C.  Waterbury . . . Newbui  j 

J.  Dugan Alb 

H.  F.  McGovern Full1 

P.  von  Haeseler. . . Gilbertsv. 

F.  C.  Genovese Patters 

J.J.  Sheehy Ho'  j 

F.  J.  Fagan Ti  ! 

C.  J.  Becker St.  Geoi  i 

D.  Miltimore Nya ! 

L.  T.  McNulty Potsdi  i 

W.  J.  Maby Mechanicvi 

A.  S.  Grussner. . . . Schenecta  I ; 

D.  L.  Best Middlebi  i . 

O.  A.  Allen Watkins  G1 1 

F.  W.  Lester Seneca  Fa 

R.  J.  Shafer Comi 

G.  A.  Silliman Sayvi 

D.  S.  Payne Libei 

I.  N.  Peterson Owe 

W.  Wilson Itha 

C.  B.  Van  Gaasbeek.  .Kingst 

M.  Maslon Glens  Fa 

C.  A.  Prescott . . . Hudson  Fa 

T.  C.  Hobbie Sod 

W.  A.  Newlands Ossini 

G.  W.  Naim Wars: 

R.  F.  Lewis Penn  Y 
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THREE  NUTRITIONAL  ESSENTIALS 

FOR  THE  GROWING  CHILD 


“At  least  3 nutritional  essentials  deserve  special  emphasis  in  child- 
hood, viz.,  vitamin  D,  protein  and  calcium. 

“Vitamin  D is  required  throughout  the  growth  period,  a fact  extensively 
overlooked.  Milk,  as  our  only  constant  good  food  source  of  calcium, 
is  not  taken  in  sufficient  quantity  by  a large  number  of  children. 

“Protein  deficiency  is  much  more  common  than  is  generally  realized. 


“A  diet  adequate  in  protein 
cannot  be  arranged  fortui- 
tously without  the  addition  of 
milk.”* 

All  of  these  basic  food  require- 
ments are  supplied  in  pleasant- 
tasting,  easily  digested  Horlick’s 
Fortified  /full  cream  milk, 
malted  barley  and  wheat  nutri- 
ents, added  maintenance  doses 
of  A,  Bi,  D and  more  than  50% 
of  G}. 

NOTE : Horlick’s  is  delicious 
whether  prepared  with  milk  or 
with  water. 

Also  ideal  for  between-meals’ 
feeding  — Horlick’s  Tablets  — 
available  in  conveniently  carried 
{25<t}  oval  flasks. 

* Jeans,  P.C.:  Feeding  of 

Healthy  Children,  J.A.M.A., 
f'Nov.  21}  1942,  p.  921. 


^2ecommen  < 

HORLICK’S 


HORLICK’S 
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THE  FIRST  PAIR  OF  SHOES 

Some  early  human  being,  and  he  might  have  been  one  of  the  Homo  neander- 
thalensis  or  a Homo  sapien,  probably  found  that  some  bark  of  trees  tied  to  the 
soles  of  the  feet  with  thongs  of  vine,  helped  him  to  move  faster  and  easier  over 
stony  ground.  So  the  first  pair  of  shoes  may  have  been  conceived. 

But  we  must  all  have  our  first  pair  of  shoes — an  ordeal  that  many  parents  have 
not  enjoyed  because  it  seems  we  are  all  born  to  rebel  against  "pressure." 
While  Pediforme  service  may  not  actually  supply  the  first  footwear,  it  has  on 
countless  occasions  been  called  upon  to  "save  the  situation' 7 when  trouble 
does  begin  even  in  the  youngest  members  of  the  family.  You  don't  have  to 
wait  for  the  octogenarian  patient  before  prescribing  a helpful  pair  of  Pediforme 
shoes. 

Pediforme 

O O T W E A R 

MANHATTAN,  36  West  36th  St.  NEW  ROCHELLE,  545  North  Ave. 

BROOKLYN,  322  Livingston  St.  EAST  ORANGE,  29  Washington  PI. 
843  Flatbush  Ave. 

HEMPSTEAD,  L.  I.,  241  Fulton  Ave.  HACKENSACK,  290  Main  St. 


A SHOE  FOR 
EVERY  MEMBER  OF 
THE  FAMILY. . . A SHOE 
FOR  EVERY  INDIVIDUAL 
REQUIREMENT. 


theop'*"40* 

Pheoob.*’' 


BREWER  &-  COMPANY,  INC.  Worcester 

Pharmaceutical  Chemists  Since  1852  MdSSBcIlU Setts 
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iONE  DROP  IN 
EACH  EYE  BRINGS 
HAY  FEVER  RELIEF 


The  distressing  ocular  and  nasal 
symptoms  of  hay  fever  usually 
respond  promptly  to  the  ad- 
ministration of  Estivin.  Itching 
eyes,  lacrimation,  uncontrol- 
lable sneezing  and  associated 
discomforts  of  the  eyes  and 
nose  are  usually  relieved  upon 
the  first  application. 


One  drop  of  Estivin  in  each 
eye,  two  or  three  times  daily 
is  generally  sufficient  to  keep 
the  average  patient  comfort- 
able during  the  entire  season. 
In  more  severe  cases,  additional 
applications  whenever  the 
symptoms  recur  will  keep  such 
patients  relieved  throughout 
the  day. 


Schieffelin  & Co. 

Pharmaceutical  and  Research  Laboratories 

20  Cooper  Square  New  York,  N.  Y. 
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"Peptic  Ulcer  ranks  high  as  a cause 
of  disability  for  military  service. 
It  . . . leads  all  other  digestive 
diseases  as  a cause  for  discharge 
from  the  Regular  Army.” 

Kantor,  J.  L.:  Digestive  Disease  and  Military 
Service,  Jnl.  A.  M.  A.,  Sept.  26,  1942. 


THE  increased  incidence  of  peptic  ulcer 
among  the  armed  forces,  defense  work- 
ers and  civilians  today  confronts  medi- 
cine as  a major  problem. 

Of  the  various  types  of  therapy  used  to 
control  this  problem  none  has  proved 
itself  more  valuable  than  CREAMALIN, 


CREAMALIN 

REG.  U.  S.  PAT.  OFF. 

Brand  of  Aluminum  Hydroxide.Gel 


brand  of  aluminum  hydroxide  gel. 

CREAMALIN,  the  first  aluminum  hy- 
droxide gel  to  be  made  available  to 
physicians,  was  also  the  first  to  be  Coun- 
cil-accepted. CREAMALIN  contains  ap- 
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trast to  fleeting  effect  of 
alkalies 

• Non -alkaline;  non -ab- 
sorbable; non-toxic 
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tective coating  to  ulcer 
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Editorial 

Political  Medicine 


A bill  proposing  to  create  a Unified  Na- 
tional Social  Insurance  System  (S.  1161; 
H.R.  2861 ) was  introduced  in  the  Senate  by 
Senator  Wagner,  of  New  York,  for  himself 
and  Senator  Murray,  of  Montana,  and  in 
the  House  by  Representative  Dingall,  of 
Michigan,  on  June  3,  1943. 

“ Senate  Bill  1161  makes  provision  for  free 
general  medical,  special  medical,  laboratory,  and 
hospitalization  benefits  for  more  than  one  hundred 
ten  million  people  in  the  United  States. 

“It  proposes  placing  in  the  hands  of  one  man — 
the  Surgeon  General  of  the  Public  Health  Service — 
the  power  and  authority : 

1.  To  hire  doctors  and  establish  rates  of  pay — 
possibly  for  all  doctors ; 

2.  To  establish  fee  schedules  for  services; 

3.  To  establish  qualifications  for  specialists; 

4.  To  determine  the  number  of  individuals  for 
whom  any  physician  may  provide  service; 

5.  To  determine  arbitrarily  what  hospitals  or 
clinics  may  provide  service  for  patients. 

“The  provisions  are  so  sweeping  that,  if  enacted 
into  law,  the  entire  system  of  American  medical 
care  would  be  destroyed.  . . .in  the  opinion  of 
some. 

“In  its  evolution  the  Wagner-Murray-Dingall 
bill  stems  from  the  National  Health  Conference 
of  1937,  the  Wagner  bill  which  followed  that  con- 
ference, and  the  report  of  the  National  Resources 
Planning  Board.  Essentially  in  its  medical  as- 
pects it  is  a compulsory  sickness  insurance  bill 
and  an  attempt  to  translate  the  proposals  of  the 
Social  Security  Board  into  a technic  of  action. 
Inquiry  of  reliable  sources  in  Washington  indi- 
cates the  probability  that  the  actual  designers  and 
authors  of  the  bill  included  I.  S.  Falk,  director  of 
the  Bureau  of  Research  and  Statistics  of  the  Social 
Security  Board  of  the  Federal  Security  Adminis- 
tration, Mr.  Wilbur  J.  Cohen,  technical  adviser 
to  the  Social  Security  Board,  and  Senator  Wag- 
ner’s secretary,  Mr.  Philip  Levy.  A statement  is- 
sued by  William  Green,  president  of  the  American 


Federation  of  Labor,  says,  ‘The  measure,  which  is 
the  most  comprehensive  attempt  yet  made  to  es- 
tablish postwar  security  in  this  country,  is  the 
fruit  of  a five-year  study  of  experts  on  the  staff  of 
the  American  Federation  of  Labor,  which  will 
give  the  proposed  program  full  sponsorship  and 
support.’  ”x 

The  powers  conferred  by  this  bill  on  the 
Surgeon  General  of  the  Public  Health  Serv- 
ice are  summarized  by  the  J.A.M.A.  in  part, 
as  follows : 

“The  Surgeon  General  of  the  Public  Health 
Service  is  hereby  authorized  and  directed  to  take 
all  necessary  and  practical  steps  to  arrange  for 
the  availability  of  the  benefits  provided  under 
this  title 

“ The  Surgeon  General  is  hereby  authorized 

to  negotiate  and  periodically  to  renegotiate  agree- 
ments or  cooperative  working  arrangements  with 
appropriate  agencies  of  the  United  States,  or  of 
any  state  or  political  subdivisions  thereof,  and 
with  other  appropriate  public  agencies,  and  with 
private  persons  or  groups  of  persons,  to  utilize 
their  services  and  facilities  and  to  pay  fair,  reason- 
able, and  equitable  compensation  for  such  services 
or  facilities 

“There  is  hereby  established  a National  Ad- 
visory Medical  and  Hospital  Council  to  consist  of 
the  Surgeon  General  as  Chairman  and  sixteen 
members  to  be  appointed  by  the  Surgeon  General. 

“The  Surgeon  General  shall  publish  and  other- 
wise make  known  in  each  area  to  individuals  en- 
titled to  benefit  under  this  title  the  names  of 
general  practitioners  who  have  agreed  to  furnish 
services 

“Services  which  shall  be  deemed  to  be  specialist 
services  shall  be  those  so  designated  by  the  Sur- 
geon General,  and  the  practitioners  from  among 
those  included  in  paragraph  1 above  who  shall  be 
qualified  as  specialists  and  entitled  to  the  com- 
pensation provided  for  specialists  shall  be  those  so 
designated  by  him  as  qualify  to  furnish  such  speci- 
alist services 
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“Payments  from  the  Trust  Fund  to  general 
practitioners.  . . . shall  be  made  on  the  basis  of 
fees  for  services  rendered  to  individuals  entitled 
to  benefits,  according  to  a fee  schedule  approved 
by  the  Surgeon  General 

“The  Surgeon  General  may  prescribe  maximum 
limits  to  the  number  of  potential  beneficiaries  for 
whom  a practitioner  may  undertake  to  furnish 
general  medical  benefit 

“The  Surgeon  General  is  hereby  authorized  to 
establish  necessary  and  sufficient  hearing  and 
appeal  bodies 

“The  Surgeon  General  shall  publish  a list  of 
institutions  found  by  him  to  be  participating 

hospitals Inclusion  of  any  institution  upon 

such  list  shall,  unless  and  until  withdrawn  by  him, 
be  conclusive 

“The  Surgeon  General  and  the  Social  Security 
Board  may.  . . . determine  for  any  calendar  year 
. . . .that  every  individual  entitled  to  general  medi- 
cal benefit  may  be  required  by  the  physician 
furnishing  such  benefit  to  pay  a fee  with  respect 
to  the  first  service  or  with  respect  to  each  service 
in  a spell  of  sickness  or  course  of  treatment. 

“The  Surgeon  General  and  the  Social  Security 
Board  jointly  shall  have  the  duty  of  studying 
and  making  recommendations  as  to  the  most  ef- 
fective methods  of  providing  dental,  nursing,  and 
other  needed  benefits. .... 

“The  Surgeon  General,  after  consultation  with 
the  Social  Security  Board,  and  with  the  approval 
of  the  Federal  Security  Administrator,  shall 
make  and  publish  such  rules  and  regulations.  . . . 
necessary  to  the  efficient  administration 

“The  term  ‘laboratory  benefit’  means  such  nec- 
essary laboratory  or  related  services,  supplies  or 
commodities.  . . .as  the  Surgeon  General  ma3r  de- 
termine, including  chemical,  bacteriological,  patho- 
logical, diagnostic  and  therapeutic  x-ray,  and  re- 
lated laboratory  services,  physiotherapy,  special 
appliances  prescribed  by  a physician,  and  eye 
glasses  prescribed  by  a physician  or  other  legally 
qualified  practitioner. 

“With  respect  to  inclusion  in  the  list  of  partici- 
pating hospitals  the  Surgeon  General  may  accredit 
a hospital  for  limited  varieties  of  cases  and  may  ac- 
credit an  institution  for  the  care  of  the  chronic 
sick ”i 

The  fact  that,  if  enacted,  the  bill  would 
create  a structure  of  political  medicine  at  a 
cost  of  $3,048,000,000  yearly  would  mean, 
at  least  for  the  present,  “deductions  from 
many  workers’  wages  of  20  per  cent  for  in- 
come tax,  10  to  25  per  cent  for  War  Bonds, 
12  per  cent  for  social  security,  and  such 
other  special  deductions  as  are  already  made 
in  individual  plants.”1  Since  the  bill  evi- 
dently has  the  support  of  the  American 
Federation  of  Labor,  according  to  the  state- 
ment of  its  president,  at  least  a small  por- 
tion of  American  labor  may  be  assumed  to  be 


willing  to  pay  the  cost  of  the  political  en- 
slavement of  American  medicine.  We  await, 
however,  the  opinion  of  the  so-far  silent 
majority  of  workers. 

Government  in  this  country  must  still  be  by 
consent  of  the  governed.  When  that  princi- 
ple is  abandoned  or  abridged,  there  is  little 
left  to  fight  for,  or  to  live  for.  What  the 
people  want  they  can  get  by  the  orderly 
process  of  the  exercise  of  free  speech,  the 
enjoyment  of  a free  press,  and  the  proper 
use  of  the  ballot.  We  do  not  for  a moment 
believe  that  the  people  of  the  United  States 
want  political  medicine  under  the  Surgeon 
General  of  the  Public  Health  Service  or  any 
of  the  alphabetical  agencies.  Congress  is 
now  in  recess.  Legislators  are  at  home. 
S.  1161  cannot  be  considered  until  the  Con- 
gress reconvenes  in  September.  Now  is  the 
time  for  all  who  want  a free  practice  of  civil 
medicine  in  this  country  to  fight  for  it. 
The  exigencies  of  war  have  all  but  turned  the 
system  of  medical  education  over  to  the  War 
and  Navy  Departments  for  the  duration,  of 
necessity.  Is  it  necessary  or  desirable  to 
place  the  practice  of  civilian  medicine  under 
the  Surgeon  General  of  the  Public  Health 
Service,  lock,  stock,  and  barrel?  To  do  so 
would  be  to  betray  a trust  reposed  in  us  by 
those  of  the  profession  in  the  services  who  are 
prepared  to  give  the  last  full  measure  of  de- 
votion. We  shall  not  betray  that  trust. 

Let  every  physician  in  the  State  of  New 
York  communicate  at  once  with  his  Sena- 
tors, 

Robert  F.  Wagner,  120  Broadway,  New  York,  N.Y. 
James  M.  Mead,  79  Ideal  Street,  Buffalo,  N.Y. 

and  with  his  representatives, 

At-large — Matthew  J.  Merritt  (D),  No.  7,  North 
Dr.,  Malba,  L.I. 

At-large — Mrs.  Daniel  O’Day  (D),  Rye 
First  District — Leonard  W.  Hall  (R),  147  Anstice 
St.,  Oyster  Bay,  L.I. 

Second  District — William  B.  Barry  (D),  114-52  176 
St.,  St.  Albans,  L.I. 

Third  District — Joseph  L.  Pfeifer  (D),  58  Bush  wick 
Ave.,  Brooklyn 

Fourth  District — Thomas  H.  Cullen  (D),  215  Con- 
gress St.,  Brooklyn 

Fifth  District — James  J.  Heffernan  (D),  65  Prospect 
Pk.  W.,  Brooklyn 

Sixth  District — Andrew  L.  Somers  (D),  1328  Presi- 
dent St.,  Brooklyn 

Seventh  District— John  J.  Delaney  (D),  1 Pierrepont 
St.,  Brooklyn 
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Eighth  District — Donald  L.  O’Toole  (D),  20-77  St., 
Brooklyn 

Ninth  District — Eugene  J.  Keogh  (D),  1247  Han- 
cock St.,  Brooklyn 

Tenth  District — Emanuel  Celler  (D),  303  McDon- 
ough St.,  Brooklyn 

Eleventh  District — James  A.  O’Leary  (D),  771  Bard 
Ave.,  West  New  Brighton,  S.I. 

Twelfth  District — Samuel  Dickstein  (D),  16  Broome 
St.,  N.Y.C. 

Thirteenth  District — Louis  J.  Capozzoli  (D),  36 
Kenmare  St.,  N.Y.C. 

Fourteenth  District — Arthur  G.  Klein  (D),  68  St. 
Marks  PI.,  N.Y.C. 

Fifteenth  District — Michael  J.  Kennedy  (D),  427  W. 
51  St.,  N.Y.C. 

Sixteenth  District — William  T.  Pheiffer  (R),  Lexing- 
ton Hotel,  N.Y.C. 

Seventeenth  District — Joseph  Clark  Baldwin  (R), 
10  Rockefeller  Plaza,  N.Y.C. 

Eighteenth  District — Martin  J.  Kennedy  (D),  1349 
Lexington  Ave.,  N.Y.C. 

Nineteenth  District — Sol  Bloom  (D),  310  Riverside 
Dr.,  N.Y.C. 

Twentieth  District — Vito  Marcantonio  (A.-L.),  1878 
Lexington  Ave.,  N.Y.C. 

Twenty-first  District — Joseph  A.  Gavagan  (D),  790 
Riverside  Dr.,  N.Y.C. 

Twenty-second,  District — Walter  A.  Lynch  (D),  200 
Alexander  Ave.,  Bronx 

Twenty-third  District — Charles  A.  Buckley  (D),  21 
W.  192  St.,  Bronx 

Twenty-fourth  District — James  M.  Fitzpatrick  (D), 
1618  Yates  Ave.,  Bronx 

Twenty-fifth  District — Ralph  A.  Gamble  (R),  Albee 
Court,  Larchmont 


Twenty-sixth  District — Hamilton  Fish  (R),  Garrison 

Twenty-seventh  District — Lewis  K.  Rockefeller  (R), 
Chatham 

Twenty-eighth  District — William  T.  Byrne  (D),  Lou- 
donville 

Twenty-ninth  District — E.  Harold  Cluett  (R),  Pine- 
woods  Ave.,  Troy 

Thirtieth  District — Frank  Crowther  (R),  Van  Curler 
Hotel,  Schenectady 

Thirty-first  District — Clarence  E.  Kilburn  (R),  Ma- 
lone 

Thirty-second  District — Francis  D.  Culkin  (R),  60 
W.  Cayuga  St.,  Oswego 

Thirty-third  District — Fred  J.  Douglas  (R),  285 
Genesee  St.,  Utica 

Thirty-fourth  District — Edwin  A.  Hall  (R),  82  Rush 
Ave.,  Binghamton 

Thirty-fifth  District — Clarence  E.  Hancock  (R), 
1650  James  St.,  Syracuse 

Thirty-sixth  District — John  Taber  (R),  156  South 
St.,  Auburn 

Thirty-seventh  District — W.  Sterling  Cole  (R),  Bath 

Thirty-eighth  District — Joseph  J.  O’Brien  (R),  East 
Rochester 

Thirty-ninth  District — James  W.  Wadsworth  (R), 
Geneseo 

Fortieth  District — Walter  G.  Andrews  (R),  172  Sum- 
mer St.,  Buffalo 

Forty-first  District — Alfred  F.  Beiter  (D),  84  High- 
land Dr.,  Williamsville 

Forty-second  District — John  C.  Butler  (R),  34  White- 
hall Ave.,  Buffalo 

Forty-third  District — Daniel  A.  Redd  (R),  Dunkirk* * 

i J.A.M.A.  122:  600  (June  26)  1943. 

* Editor’s  Note:  While  this  list  is  not  absolutely  accu- 

rate as  of  this  date,  it  is  the  last  available  information. 


Willful  Carelessness 


The  willfully  careless  tuberculosis  pa- 
tient poses  a problem  in  tuberculosis  control 
of  no  mean  proportions.  Section  326-a  of 
the  Public  Health  Law  is  intended  to  meet 
this  problem  by  providing  proper  means  of 
restraint,  but  there  are  many  factors  that 
make  it  difficult  for  local  health  administra- 
tors to  enforce  provisions  of  the  Public 
Health  Law.  With  respect  to  those  portions 
of  the  law  and  particularly  of  this  section  as 
it  relates  to  tuberculosis,  there  are,  according 
to  Dr.  Robert  E.  Plunkett,  General  Superin- 
tendent, Tuberculosis  Hospitals  of  the  De- 
partment of  Health,  State  of  New  York, 
sufficient  details  in  the  law  itself  to  guide 
health  officers  in  its  administration. 

“First,”  says  Dr.  Plunkett,  “if  a complaint 
is  made  by  a physician  as  to  the  possibility 
of  a case  of  tuberculosis,  because  of  careless 
habits,  et  cetera,  being  a menace  to  his  con- 
tacts, the  health  officer  is  legally  obligated 


to  make  such  investigations  as  may  be  indi- 
cated to  determine  the  validity  of  such  com- 
plaint. He  has  many  sources  of  informa- 
tion to  assist  him  in  this  determination. 
Among  these  are  the  practicing  physicians, 
public  health  nurses,  perhaps  the  sanator- 
ium superintendent,  the  clinic  administrator, 
industrial  associates,  et  cetera.  While  a 
health  officer  may  for  personal  or  profes- 
sional reasons  hesitate  to  prescribe  the  en- 
forcement of  this  or  other  health  laws,  we 
should  not  lose  sight  of  the  fact  that  the  law 
is  very  specific  that  he,  as  a public  official, 
like  all  other  public  officials,  is  required  to  do 
his  job  without  fear  or  favor.” 

The  physicians  of  the  state  and  the  Medi- 
cal Society  of  the  State  of  New  York  are  in- 
creasingly aware  of  the  physicians7  responsi- 
bilities in  relation  to  tuberculosis  and  its  con- 
trol and  are  actively  assuming  leadership 
with  respect  to  education  of  the  profession 
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and  of  the  public.  For  this  reason  a better 
understanding  of  the  operation  of  the  Public 
Health  Law  is  imperative. 

Lower  court  judges  may  commit  a recalci- 
trant or  willfully  careless  patient  to  a tuber- 
culosis hospital  in  cases  where  the  evidence 
indicates  that  the  patient  may  be  a menace. 
The  law  is  very  specific  in  making  provision 
for  such  cases.  “Moreover,"  says  Dr. 
Plunkett,  “this  law  is  perfectly  clear  in  its 
requirement  that  the  patient  adjust  him- 
self to  the  institutional  environment  and 
obey  the  rules.  If  the  patient  does  not  obey 
the  rules,  the  law  contains  a provision 
whereby  the  superintendent  may  place  the 
patient  apart  from  other  patients,  and  I 
would  assume  that  a single  room  would  be 
suitable  for  this  purpose,  and  the  superin- 
tendent may  also  ‘restrain'  such  patient. 
This  should  not  be  interpreted  as  being 
physical  restraint,  or  the  installation  of  iron 
bars  surrounding  the  patient.  In  actual 
practice,  by  taking  the  patient's  clothes 
away  from  him  reasonable  restraint  is  se- 
cured. If  the  patient  continues  to  be 
troublesome,  the  superintendent  may  and 
should  order  the  patient  returned  before  a 
magistrate  and  such  magistrate  under  this 
same  provision  of  the  law  has  the  authority 
to  commit  such  a patient  to  an  institution, 
or  jail,  ordinarily  used  for  the  commitment 
of  persons  guilty  of  disorderly  conduct.  The 
question  has  been  raised  by  several  men  of 
the  inadequate  isolation  facilities  in  jails. 
As  a matter  of  fact,  I wonder  whether  any 
better  isolation  facilities  prevail  than  in 
jails  or  prisons.  In  most  instances,  the  com- 
mitment of  recalcitrant  patients  to  a jail  for 
a few  days  might  be  the  very  prescription 
which  would  have  a salutary  effect  psycho- 
logically upon  the  patient,  and  perhaps  a 
day  or  two  of  isolation  and  bread  and  water 
might  make  him  amenable  to  reasonable 
compliance  with  medical  direction  and  super- 
vision. The  claim  has  been  made  that  many 
jailers,  or  sheriffs,  do  not  like  to  take  such  pa- 
tients. As  a matter  of  fact,  I do  not  know  of 
any  provision  in  any  law  which  gives  a 
sheriff  the  privilege  of  selecting  what  kind 
of  ‘guest'  he  may  have  in  his  jail  or  prison.'' 

In  a five-year  period,  ending  December, 
1942,  “there  was  a total  of  17,500  patients 
admitted  to  state,  county,  and  city  tubercu- 


losis hospitals  in  upstate  New  York.  Legal 
proceedings  were  initiated  in  106  cases,  of 
which  58  were  committed  to  sanatoria  and  5 
to  jail.  This  is  but  a fraction — and  a very 
small  fraction  at  that — of  the  entire  number 
of  patients  introduced  to  the  hospital  phase 
of  tuberculosis  control 

“This  problem  may  be  defined  in  another 
manner  which  also  presents  a challenging 
picture.  In  the  past  five  years  during  which 
106  cases  had  legal  procedures  initiated, 
about  25,000  new  cases  of  tuberculosis  were 
reported.  Of  these,  approximately  20  per 
cent  were  in  the  minimal  stage  of  their  dis- 
ease. Assuming  that  most  of  the  balance, 
or  80  per  cent  of  these  25,000,  had  for  vary- 
ing periods  of  time  a positive  sputum,  there 
is  no  denying  that  from  the  standpoint  of 
achieving  the  optimum  in  early  diagnosis  we 
have  a long  way  to  go. 

“It  is  my  impression,  therefore,  that  the 
Public  Health  Law  is  adequate  from  the 
standpoint  of  prosecuting  the  recalcitrant 
and  careless  tuberculous  patient;  that  the 
use  of  this  law  as  a threat,  if  and  when  we 
have  exhausted  all  of  our  resources  of  educa- 
tion, guidance,  and  assistance,  is  extremely 
valuable.  However,  even  a superficial  study 
of  the  tuberculosis  problem  makes  it  appar- 
ent that  our  greatest  need  is  an  extension  of 
public  health  knowledge,  in  the  field  of  lay 
education,  as  well  as  medical  education." 

In  carrying  on  this  educational  program, 
and  particularly  as  it  applies  to  health  edu- 
cation in  tuberculosis,  it  is  evident  that  new 
methods  of  personalizing  the  individual  pa- 
tient or  family  problems  that  arise  in  rela- 
tion to  this  disease  must  be  found.  It  is 
evident  also  that  more  time  on  the  part  of 
specialized  physicians  must  be  devoted  to 
the  appraisal  of  broad  social  problems  which 
often  are  more  important  and  more  decisive 
as  far  as  the  behavior  of  the  patient  or  the 
family  is  concerned  than  the  classical  defini- 
tion of  rales  or  x-ray  shadows.  If  the  Public 
Health  Law  is  adequate  to  control  the  will- 
fully careless  patient,  there  yet  remains 
much  to  be  done  along  the  lines  of  coopera- 
tive educational  endeavor  to  reach  those  in 
the  minimal  stages  of  the  disease.  Successful 
public  health  education  should  surely  mini- 
mize the  number  of  cases  in  which  the  Public 
Health  Law  must  serve  as  a last  resort. 


PHYSICAL  THERAPY  IN  PERIPHERAL  NERVE  INJURIES 

Richard  Kovacs,  M.D.,  New  York  City 


INJURIES  to  peripheral  nerves  in  civil  life  are 
so  infrequent,  according  to  Pollock,1  that  no 
one  individual  has  been  able  to  gather  enough 
personal  material  to  make  a profitable  clinical 
investigation.  Most  of  our  present-day  clinical 
routine  in  treating  these  cases  dates  back  to 
World  War  I,  and  it  must  also  serve  as  a basis 
for  taking  care  of  the  casualties  of  the  present 
war.  Tables  1 and  2 show  the  percentage  of 
peripheral  nerve  injuries  and  the  order  of  their 
frequency  in  World  War  I: 


TABLE  1. — Peripheral  Nerve  Injuries  in  World  War  I 


Percentage 

Percentage  of 

of  Total 

Traumatism  to 

Casualties 

Extremities 

American  Base  Hospitals 

4.5 

14-16 

French 

German 

1 ! 5-2 

18 

TABLE  2.- 

—Order  of  Frequency  of 

Peripheral  Nerve 

Injuries  in  World  War  I* * 

U.S.  Army 

German  Army 

Total  number 

2,347 

3,963 

Ulnar 

569 

742 

Musculospiral 

529 

936 

Median 

433 

800 

Sciatic 

349 

523 

External  popliteal 

283 

Peroneal 

i83 

Tibial 

112 

Brachial  plexus 

i47 

Axillary 

'82 

Musculocutaneous 

71 

These  figures  demonstrate  that  nerve  injuries 
occur  far  more  commonly  in  the  upper  extremity 
and  that  those  of  the  musculospiral,  ulnar,  and 
median  nerves  are  of  major  significance.  Pollock 
states  that  of  combination  injuries  those  of 
median  and  ulnar  nerves  are  the  most  common, 
while  the  radial  and  ulnar  nerves  are  seldom  in- 
jured in  a combined  lesion. 

The  author’s  experience  in  treating  nerve  in- 
juries is  chiefly  derived  from  his  early  work  at 
the  Reconstruction  Hospital  following  World 
War  I.  In  three  successive  years  the  number  of 
peripheral  nerve  injuries  seen  there  was  as  follows: 
119  in  1921,  90  in  1922,  and  60  in  1923.  In  con- 
trast, the  average  yearly  number  of  cases  seen  in 
the  recent  fifteen-year  period  at  the  New  York 
Polyclinic  Hospital  was  from  30  to  40. 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York,  Buffalo,  May  4,  1943. 

* American  figures  relate  to  cases  present  in  U.S.  General 
Hospital  No.  10,  on  May  1,  1919. 2 German  figures  were 
taken  from  Foerster’s  report.3 


Changes  Following  Nerve  Injury 

Traumatization  of  one  or  more  nerves  may  be 
caused  by  a projectile,  cut,  blow,  wrench,  gradual 
compression,  friction,  or  stretching;  it  may  con- 
sist of  a bruise,  laceration,  or  complete  sever- 
ance; it  may  occur  at  the  time  of  the  original  in- 
jury or  several  hours,  weeks,  or  months  after  this 
injury.  The  microscopic  changes  and  the  coin- 
cident or  subsequent  syndromes  will  vary  accord- 
ing to  the  extent  of  the  trauma  and  its  circum- 
stances. 

There  are  immediate  or  gradual  loss  of  function 
in  the  affected  parts,  sensory  changes,  and  typical 
posture.  Histologically,  in  the  distal  part  of  the 
injured  nerve,  total  or  partial  degeneration  of  the 
axis  cylinder  and  muscle  sheath  occurs,  while 
the  affected  muscle  first  shows  fibrillation.  Later 
its  fibers  become  pale,  shrink  in  size,  and,  if  un- 
supported, stretch  indefinitely.  Coincidentally, 
typical  changes  in  the  electric  excitability  of  the 
nerves  and  muscles  occur,  and  there  are  also 
characteristic  chemical  changes  in  the  muscles. 
Subsequently,  the  other  soft  parts,  joints,  bones, 
and  tendons  suffer  from.lack  of  nutrition  and  may 
develop  adhesions,  faulty  positions,  trophic 
ulcers,  and  other  pathologic  conditions.  In  cer- 
tain partial  and  irritative  lesions,  dense  fibrosis 
and  muscle  spasm  develop.  In  neglected  cases 
the  muscles  ultimately  degenerate  into  fibrous 
tissue  and  fat. 

Nerve  Regeneration  and  Operative  Treat- 
ment 

In  every  nerve  injury  there  is  a spontaneous 
tendency  for  recovery  by  down-growth  of  axons 
from  the  central  end  of  the  nerve  as  long  as  the 
two  ends  remain  in  close  approximation.  The 
rate  of  growth  of  the  axis  cylinder  is  estimated  to 
be  1 to  2 mm.  per  day.  It  varies  in  different 
nerves  andf  according  to  Tinel,4  it  is  greatest  in 
the  radial,  musculocutaneous,  and  external 
popliteal,  while  in  the  median  and  ulnar  it  is 
often  slow  and  incomplete.  Pollock  states  that 
if  there  is  no  evidence  of  regeneration  from  four 
to  five  months  after  complete  paralysis  of  the 
radial  and  peroneal  nerves,  surgical  exploration 
should  be  performed,  while  in  case  of  complete 
paralysis  of  the  ulnar  nerve  the  fifth  month  may 
be  considered  the  maximum  time  to  wait  for  re- 
covery. 

There  is  no  electrical  or  other  test  available 
which  will  ascertain  whether  or  not  there  is  a 
separation  of  nerve  fibers  to  such  an  extent  that 
spontaneous  regrowth  is  possible.  In  case  of 
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penetrating  injuries  the  surgeon  must  decide  on 
purely  anatomic  considerations  whether  to  make 
an  immediate  nerve  suture  or  not.  Even  im- 
mediate nerve  suture,  however,  does  not  prevent 
subsequent  nerve  degeneration.  In  the  majority 
of  suspected  incomplete  nerve  lacerations  the 
tendency  now  is  to  wait  and  to  make  an  explora- 
tory operation  only  if  (1)  there  is  total  loss  of 
function  for  two  months  or  more  in  an  area  ex- 
clusively supplied  by  a nerve,  or  (2)  if  recovery 
is  extremely  slow  or  there  is  a relapse,  or  (3)  if 
there  is  a palpable  neuroma  at  the  site  of  the 
injury  of  a nerve,  the  function  of  which  is  seri- 
ously disturbed,  or  (4)  if  there  is  severe,  per- 
sistent, and  intractable  pain. 

Neurosurgeons  emphasize  the  fact  that  while 
operative  procedures  in  nerve  injury  make  it 
possible  for  nerves  to  regenerate,  they  will  not 
serve  to  restore  function.  It  is  conceivable  that 
perfect  regeneration  might  occur  in  the  nerve 
and  yet  an  extremity  be  functionless  because  of 
interphalangeal  fibrosis,  retraction  of  capsular 
ligaments,  marked  atrophy  and  fibrosis,  shorten- 
ing of  muscles,  spasms  of  muscles,  and  akylosed 
joints.  This  explains  the  importance  of  the  early 
institution  and  systematic  application  in  all 
nerve  injuries  of  such  measures  which  will  tend 
to  maintain  nutrition  and  function  in  the  affected 
parts. 

Role  of  Physical  Therapy 

All  surgeons  who  have  treated  large  numbers 
of  nerve  injuries  emphasize  the  fact  that  physi- 
cal treatment  is  of  immense  value  in  both  non- 
operative and  postoperative  treatment . 1 • 5 • 6 Elec- 
trical testing  is  indispensable  as  an  adjunct  to 
diagnosis  and  follow-up  of  nerve  injuries,  with 
the  large  variety  of  physical  treatment  measures 
serving  to  stimulate  circulation,  maintain  nutri- 
tion, conserve  the  function  of  muscles,  prevent 
their  overstretching,  prevent  adhesions  and  de- 
formity from  shortening  of  muscles,  ankylosis  of 
joints,  and  in  the  later  stages  to  re-educate  muscle 
function.  The  anatomic  regeneration  of  the 
nerve  itself  can  be  assisted  only  indirectly  by  im- 
provement of  the  circulation  and  nutrition. 

The  official  U.S.  Army  Report  on  Physical  Re- 
construction,2  issued  at  the  end  of  World  War  I, 
outlines  the  duties  of  the  physical  therapy  de- 
partment in  cases  of  nerve  injuries  as  follows: 
“In  the  physiotherapy  treatment  of  nerve  injury 
cases  it  is  essential  that  the  director  of  physio- 
therapy make  a clinical  examination,  together 
with  a brief  history.  The  following  notations 
should  be  included  on  a suitable  clinical  record 
form:  cause  and  date  of  injury:  date  of  healing 
of  wound;  time  of  appearance  of  paralysis  in 
relation  to  injury;  treatment  up  to  present  time, 
including  surgical  measures;  muscle  groups 


paralyzed;  area  of  sensory  impairment;  degree 
of  atrophy;  extent  of  fibrosis;  presence  ol  trophic 
ulcers;  vasomotor  changes  and  neuromata; 
formation  on  the  ‘D.TJV  (distal  tingling  on 
percussion);  measurement  of  girth  of  affected 
limb  as  compared  with  the  opposite  or  normal 
limb,  and  measurements  with  suitable  protractors 
of  any  limitation  of  joint  mobility,  if  such  is  pres- 
ent. The  electrical  reactions  should  be  taken, 
following  which  the  specific  treatment  should  be 
outlined,  with  proper  instructions  to  the  aide 
to  whom  the  case  is  referred.  A report  is  then 
sent  to  the  surgeon  of  the  findings  of  the  elec- 
trical reactions,  stating  in  terms  of  pathology  the 
condition  of  the  nerve  as  interpreted  from  the  re- 
actions, and  the  outline  of  treatment  which  the 
patient  will  receive.  A monthly  progress  note 
and  report  to  the  surgeon  is  in  order,  with  special 
reference  to  any  material  changes  in  electrical 
reactions,  return  of  sensory  or  motor  functions, 
progressive  advancement  of  the  D.T.P.,  and  the 
like.  The  practice  of  personal  consultations  with 
the  surgeon  who  has  charge  of  the  patient  can 
well  be  emphasized.” 

Electrodiagnosis 

The  basic  change  in  electrical  reactions  in  the 
case  of  full  paralysis  is  the  typical  R.D.,  or  reac- 
tion of  degeneration.  The  injured  nerve  does 
not  respond  to  any  form  of  electrical  stimulation, 
while  the  affected  muscles,  because  of  the  gradual 
process  of  degenerative  change  in  their  substance, 
cease  to  respond  after  the  eighth  day  to  a short 
electric  stimulus  (as  furnished  by  the  faradic  cur- 
rent) but  continue  to  respond,  although  slug- 
gishly, to  the  longer  stimulus  of  the  make  and 
break  of  a galvanic  current.  The  occurrence  of 
the  reaction  of  degeneration  signifies  a separa- 
tion— anatomic  or  physiologic — between  a muscle 
and  its  trophic  center  and,  therefore,  may  mean 
any  of  the  following:  complete  section  of  the 
nerve,  compression  due  to  callus,  degeneration  of 
nerve  after  interstitial  sclerosis  (neuroma,  hyper- 
trophic interstitial  neuritis),  abolition  of  func- 
tion of  the  trophic  center  in  the  spinal  cord  due 
to  a lesion  in  the  anterior  horns  (poliomyelitis, 
syringomyelia,  etc.)  or,  finally,  alteration  of  the 
peripheral  nerve  endings  owing  to  toxic  lesions. 
The  presence  of  R.D.  serves  as  an  important 
guide  in  diagnosis  and  prognosis  in  diseases  or 
injuries  of  the  peripheral  nerves,  but  it  cannot 
determine  whether  the  nerve  has  been  divided 
or  not,  as  already  stated.  On  the  other  hand, 
since  functional,  hysterical  paralyses  and  paraly- 
ses of  cerebral  origin  are  never  accompanied  by 
important  disturbances  of  the  electrical  reac- 
tions, the  absence  of  R.D.  serves  as  important 
evidence  in  determining  malingering  or  functional 
paralysis  and  in  differentiating  them  from  other 
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conditions.  “Absolute”  reaction  of  degeneration, 
consisting  of  total  lack  of  response  of  the  nerve 
or  muscle  to  any  electric  stimulation,  implies 
that  the  continuity  of  the  nerve  has  been  com- 
pletely destroyed  and  that  muscle  tissue  has  been 
replaced  by  fibrous  and  fatty  tissue.  Prognosis 
for  recovery  is  hopeless  in  these  cases. 

The  classical  faradic-galvanic  test  serves,  how- 
ever, only  as  a qualitative  test.  For  measurement 
of  the  strength  of  current  needed  for  stimula- 
tion, and  for  more  exact  prognosis  and  follow-up 
charting,  the  newer  methods  of  condenser  test- 
ing and  chronaxie  measurement  furnish  very 
desirable  means.  Testing  by  condenser  discharges 
is  based  on  the  fact  that  the  discharge  of  a con- 
denser through  a constant  resistance  varies  in 
duration  according  to  the  capacity  of  the  con- 
denser. With  a set  of  condensers  of  various  capaci- 
ties it  is  possible  to  obtain  currents  whose  total 
duration  varies  from  V24.000  to  V200  second.  In- 
stead of  a long  description  of  the  type  of  re- 
sponse, a simple  numerical  equation  (from  0.01 
to  10  microfarads)  is  available  and  serves  as  a 
basis  of  comparative  charting.  In  chronaxia 
testing,  a current  intensity  of  a known  contractile 
effect  upon  an  individual  muscle  or  nerve  is  ap- 
plied. The  difference  in  time  necessary  to  get  a 
contraction  is  the  only  variable  factor,  and  this 
can  be  accurately  observed  and  recorded.  The 
unit  of  measurement  is  the  sigma,  representing 
V 1.000  of  a second,  and  the  results  are  recorded  in 
decimal  figures  as  in  condenser  testing.  The  ap- 
plication of  these  refined  tests  requires,  on  the 
other  hand,  special  equipment,  well-grounded 
technic  and  a great  deal  of  time;  hence  for  quick 
determination  of  the  state  of  nerves  and  muscles, 
the  classical  faradic-galvanic  method  serves  still 
as  the  simplest  aid  to  the  initial  clinical  examina- 
tion. 

Physical  Treatment  Measures 

For  physical  treatment  of  nerve  injuries  a fairly 
large  variety  of  treatment  measures  is  available. 
However,  their  skillful  employment  requires 
painstaking  institutional  care  or  a well-equipped 
specialist’s  office.  Nerve  injuries  as  a rule  cannot 
be  treated  either  safely  or  efficiently  in  the  office 
of  the  average  general  practitioner.  Table  3 
shows  the  variety  of  physical  treatment  measures 
and  their  object. 

Splinting. — Splinting  is  a measure  of  primary 
importance  for  maintaining  the  condition  of 
paralyzed  muscles  and  assuring  a position  of  ana- 
tomic rest  and  complete  relaxation  of  all  para- 
lyzed muscles.  It  will  also  prevent  shortening  of 
their  antagonists.  Splinting  must  be  maintained 
until  signs  of  voluntary  motion  appear,  but  it 
should  not  be  kept  up  indefinitely,  as  prolonged 
immobilization  in  itself  will  cause  periarticular 


TABLE  3. — Physical  Treatment  Measures  in  Nerve 
Injuries 


Form 

Object 

Period  of  Use 

Splinting 

Prevention  of  deform- 
ity 

Improvement  of  cir- 
culation and  nutri- 
tion 

From  beginning 

Heating 

From  beginning 

Electric  muscle 
stimulation 

Preserve  functional 
capacity  of  muscles 

From  beginning 

Passive  movement 

Prevent  fibrosis  and 
contractures 

From  beginning 

Massage 

Aid  circulation,  im- 
prove nutrition 

From  beginning 

Active  exercise 

Re-education  of  mus- 
cle function 

In  later  period 

Occupational 

therapy 

Hasten  muscular  re- 
covery 

In  later  period 

joint  changes  and  muscle  atrophy.  Many  pa- 
tients have  been  incapacitated  by  the  fibrosis 
which  has  resulted  from  the  prolonged  and  unin- 
terrupted use  of  splints.  Splints  must  be  simple, 
light,  easily  applied,  and  easily  removed. 

Thermal  Measures. — The  object  of  thermal 
measures  is  to  improve  nutrition  and  relax 
muscles  and  prepare  the  limb  for  further  treat- 
ment. The  most  convenient  and  safest  measure 
for  this  purpose  is  the  hot  whirlpool  bath,  at  a 
temperature  of  100  to  105  F.,  in  which  the  af- 
fected extremity  should  be  submerged  for  at 
least  half  an  hour.  It  combines  sustained  heat 
with  gentle  friction  and  under  this  combined 
action  the  previously  cold,  clammy,  and  often 
tender  limb  becomes  warm,  red,  and  painless. 
When  the  whirlpool  bath  is  not  available,  a heat 
lamp  or  a nonluminous  infrared  generator  may 
be  applied  for  half  an  hour,  at  a distance  of  com- 
fortable toleration.  Because  of  the  frequent  preva- 
lence of  disturbed  sensation,  impaired  circula- 
tion, and  other  trophic  changes,  all  heat  meas- 
ures must  be  applied  very  cautiously  in  order  to 
avoid  the  production  of  slowly  healing  burns. 
For  the  same  reason  the  use  of  diathermy  in  these 
cases  should  be  reserved  for  expert  hands.  It  has 
been  argued  that  diathermy  exerts  a more  effi- 
cient heating  effect  in  extensive  muscle  atrophy 
and  that  in  early  cases  it  may  retard  or  arrest 
muscle  fibrillation  which,  according  to  Langley,7 
always  follows  severance  of  the  nerve  and  is  the 
cause  of  muscle  atrophy.  Short  wave  diathermy 
is  best  applied  with  the  inductance  cable  wound 
around  the  extremity  and  kept  up  for  thirty 
minutes  at  a rate  of  moderate  heating.  Any 
method  of  heat  treatment  should  be  applied 
systematically,  preferably  daily,  to  accomplish 
the  best  results. 

Electric  Stimulation. — Electric  muscle  stimula- 
tion of  the  paralyzed  muscles  is  an  important 
standard  measure  of  early  physical  treatment.  Its 
rationale  and  the  form  of  current  most  suitable 
have  been  subject  to  much  controversy.  When 
muscles  are  fully  paralyzed  and  are  unable  to  do 
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any  active  work,  it  would  seem  evident  that  a 
method  which  enables  muscles  to  maintain  part 
of  their  contractility  and  their  nutrition  is  a de- 
sirable one.  Electrical  stimulation  is  the  only 
known  means  for  this  purpose  and  its  value  is 
being  attested  by  both  clinical  and  experimental 
evidence.  A recent  editorial  in  the  Journal  of  the 
American  Medical  Association 8 recalls  that  the 
earliest  experimental  work  to  prove  the  impor- 
tance of  electric  stimulation  in  maintaining  the 
nutrition  of  a muscle  deprived  of  its  nervous  in- 
fluence was  performed  over  a hundred  years  ago, 
in  1841,  by  John  Reid,9  a young  lecturer  on  physi- 
ology at  the  University  of  Edinburgh.  The  origi- 
nal object  of  his  investigation  was  to  settle  the 
controversy  over  whether  the  property  of  muscle 
contractility  is  inherent  in  the  muscle  itself  or  is 
derived  from  the  nervous  system.  In  these  experi- 
ments, the  spinal  nerves  were  cut  across  on  four 
frogs,  and  the  muscles  of  one  of  the  paralyzed 
limbs  were  daily  exercised  by  a weak  galvanic  bat- 
tery, while  the  muscles  of  the  other  limb  were  al- 
lowed to  remain  quiescent.  This  was  continued 
for  two  months,  and  at  the  end  of  that  time  the 
muscles  of  the  exercised  limb  retained  their  origi- 
nal size  and  firmness  and  contracted  vigorously, 
but  those  of  the  quiescent  limb  had  shrunk  to  at 
least  one-half  of  their  former  bulk  and  presented 
a marked  contrast  with  those  of  the  exercised 
limb. 

Clinical  experience  in  the  treatment  of  the 
large  number  of  cases  of  the  war  injured  has 
amply  established  the  value  of  electric  muscle 
stimulation  in  peripheral  paralysis.  Pollock1 
states:  “Electrotherapy  serves  to  conserve  vital- 
ity, prevent  complete  atonia,  aad  increase  the 
contractility  of  paralyzed  muscles.”  Souttar 
and  Twining5  state:  “Were  we  limited  in  the 
treatment  of  peripheral  nerve  injuries  to  one 
method  of  treatment  and  had  nothing  but  the 
muscle  to  consider  we  should  ourselves  prefer 
electrical  stimulation  to  all  other  methods.”  On 
the  other  hand,  some  orthopaedic  specialists 
doubt  any  value  of  electrical  muscle  stimulation 
in  paralysis  and  strongly  voice  their  conviction 
that  voluntary  muscle  exercise  is  the  most  de- 
sirable form  of  activity  and  no  other  form  of  exer- 
cise can  have  the  same  physiologic  value.  Ex- 
perimental evidence  is  being  cited  that  electrical 
stimulation  cannot  retard  atrophy  and  degenera- 
tion of  denervated  muscle  and  that  the  degree 
of  regeneration  of  the  peripheral  nerve  is  not  in- 
fluenced by  physical  measures  (Chor  et  al.10). 
Tower11  maintains  that  because  the  atrophy  of 
denervated  muscles  is  due  to  a continuous  fibrilla- 
tion, leading  to  exhaustion  of  the  muscle,  electric 
stimulation  does  not  appear  rational. 

In  confutation  of  such  doubts,  very  recent  ex- 
perimental work  has  again  corroborated  the  classi- 


cal observations  of  Reid.  Fischer12  has  shown 
that  the  suitable  type  of  stimulation  is  effective 
in  increasing  the  size  of  muscle  fibers  and  their 
metabolic  capacity;  Gutmann  and  Guttmann13 
have  demonstrated  that  electric  stimulation  ac-  I 
celerates  the  return  of  the  muscle  to  its  initial 
volume  after  reinnervation  and  possibly  prevents 
atrophy,  while  Liebesny14  proved  that  such  stimu- 
lation can  produce  response  even  in  a completely 
fatigued  muscle.  Finally,  Hines15  concluded  that 
electrical  stimulation  to  the  point  of  overstretch- 
ing and  even  local  fatigue  does  not  appear  to  be 
detrimental  to  any  phase  of  neuromuscular  re- 
generation. Thus,  on  the  basis  of  extended 
clinical  employment  as  well  as  on  seasoned  ex- 
perimental evidence,  the  case  still  stands  for  the 
judicious  employment  of  electric  stimulation  in 
peripheral  paralysis  as  part  of  a well-rounded 
routine  of  physical  treatment.  In  addition  to 
the  actual  physiologic  effect,  the  influence  of 
systematic  electric  treatments  on  the  morale  of 
the  patient  must  also  be  considered. 

There  is  some  controversy  also  concerning  the 
most  desirable  form  of  electric  stimulation  and 
its  extent.  Since  fully  paralyzed  muscles  do  not 
respond  to  the  short  impulse  of  a faradic  current, 
this  current  is  of  no  value  in  these  cases.  Active 
stimulation  can  be  produced  by  the  slow  (gal- 
vanic) sinusoidal  current.  This  consists  of  a slow 
surge  of  a galvanic  current  in  one  direction,  fol- 
lowed by  a similar  one  of  the  opposite  polarity. 
Because  of  its  effectiveness  and  relative  painless- 
ness, many  clinicians,  including  the  author,16  pre- 
fer the  slow  sinusoidal  current.  Others,  including 
Pollock,  consider  the  make  and  break  of  the  ordi- 
nary galvanic  current  (interrupted  galvanism), 
although  it  is  more  painful  and  abrupt,  just  as 
effective.  In  recent  years  stimulation  by  a series 
of  condenser  discharges  has  been  extolled  abroad 
because  of  the  possibility  of  affecting  selectively 
the  paralyzed  muscles  and  leaving  the  normal 
ones  unaffected  (Turrell17).  These  observations 
have  been  corroborated  here  by  Liebesny.14 

In  proceeding  with  the  technic  of  electric  stimu- 
lation, the  first  step  is  to  warm  the  area  of  the 
paralyzed  muscles  to  be  treated.  The  muscles 
must  be  placed  in  a relaxed  and  supported  posi- 
tion where  they  do  not  have  to  contract  against 
gravity.  The  usual  technic  employs  individual 
muscle  stimulation,  using  a small  disk  electrode 
over  or  near  the  motor  point — which  is  usually 
displaced  distally — and  a large  dispersive  elec- 
trode in  a suitable  location.  In  very  weak 
muscles  the  bipolar  method  may  be  employed 
first,  with  two  disk  electrodes  over  either  end  of 
the  muscle  belly.  This  prevents  spreading  of  the 
strong  current  to  neighboring  normal  muscles 
and  the  misleading  effect  of  such  response.  No 
vigorous  contractions  are  to  be  elicited  at  any 
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| time,  for  paralyzed  muscles  may  get  quickly  ex- 
| hausted.  Harpuder18  points  out  that  as  ab- 
| normal  fatigability  of  the  motor  synapse  and  lack 
i of  energy  material  in  the  muscle  are  physiologi- 
cally characteristic  of  denervation,  strong  stimu- 
lation of  long  duration  requires  caution.  One 
I should  begin  in  early  cases  with  two  or  three 
contractions  daily  to  each  muscle  and  gradually 
increase  this  number  to  thirty  or  forty  per  session. 

! After  many  weeks  or  months  of  systematic  daily 
stimulation  there  comes  the  first  indication  of  the 
| return  of  voluntary  motion  in  one  or  more  of  the 
: paralyzed  muscles.  This  is  proof  that  the  nerve 
| trunk  and  the  motor  endplate  have  regenerated, 
j Response  to  the  faradic  current  returns  about  this 
! time  or,  as  a rule,  somewhat  later.  One  must 
be  careful  not  to  replace  the  slow  sinusoidal  too 
quickly  by  the  surging  faradic  current,  for  re- 
covering muscles  are  sensitive  toward  more  ex- 
hausting exercise  and  may  be  easily  tired  out. 

Massage. — Massage  as  an  aid  to  circulation 
1 and  for  the  improvement  of  nutrition  is  a useful 
| part  of  the  routine  physical  treatment.  So  far 
as  the  prevention  of  muscle  atrophy  is  con- 
j cerned,  massage  is  only  of  slight  benefit.  As  a 
, matter  of  fact,  according  to  Mennell,19  heavy 
i massage  is  transmitted  to  the  blood  vessels  and 
may  cause  paralytic  dilatation.  Massage  should 
be  always  preceded  by  a thermal  measure  and  ad- 
ministered to  the  well-supported  and  completely 
i relaxed  extremity.  It  should  begin  with  rhythmic 
I superficial  stroking  and  continue  with  gentle 
kneading  of  the  skin  and  of  any  contracted 
muscles,  with  friction  over  ankylosed  joints. 
The  average  massage  treatment  should  take  from 
ten  to  twenty  minutes. 

Passive  Movement. — Suitable  manipulation  of 
joints  and  stretching  of  muscles  in  peripheral 
nerve  injuries  is  of  even  greater  importance  than 
routine  massage;  however,  it  is  best  carried  on 
in  conjunction  with  massage.  Contractures 
and  adhesion  of  joints,  muscles,  and  tendons  are 
due  to  shrinkage  of  newly  formed  connective 
tissue.  Introductory  heating  and  massage  tend 
to  soften  this  tissue  and  to  promote  its  absorp- 
tion, while  gentle  manipulation  serves  to  stretch 
• it  and  slowly  free  it.  Such  manipulation  will 
also  enable  normal  joints  to  keep  active  and  in- 
crease the  range  of  motion  in  those  which  al- 
ready have  become  impaired.  In  manipulating 
a joint  it  is  better  to  increase  the  movements 
which  are  not  so  much  limited,  and  in  the  course 
of  their  restoration  to  normal,  gradually  to  limber 
up  the  most  obviously  limited  movements.  The 
latter  are  resisted  by  the  strongest  adhesions. 
There  is  no  reason  for  stretching  under  anesthesia 
in  these  cases  because  this  is  likely  to  cause  con- 
siderable damage  to  the  capsule  and  the  peri- 
articular tissues.  Early  and  skillful  employment 


of  suitable  passive  movements  and  manipulation 
is  the  best  preventative  of  the  formidable  ankylo- 
sis and  contractures.  In  order  to  make  possible 
this  early  treatment,  splints  must  be  removable, 
and  in  case  of  nerve  suture  passive  movement 
should  be  instituted  as  soon  as  the  condition  of 
the  scar  permits — usually  after  two  weeks. 

Active  Exercise. — Active  exercise  and  re-edu- 
cation of  muscle  function  comprise  the  most  im- 
portant part  of  the  treatment  after  active  power 
to  the  affected  muscles  has  begun  to  return. 
This  occurs,  as  a rule,  not  earlier  than  the  fourth 
month  after  injury.  However,  a nerve  injury 
causes  loss  of  function  of  an  extremity  far  beyond 
the  structures  that  are  actually  involved,  be- 
cause the  normal  use  of  the  extremity  has  been 
lost.  Furthermore,  the  usual  routine  of  splint- 
ing and  immobilization  tends  to  cause  patients 
to  restrict  the  use  of  the  limb  to  a minimum. 
The  early  use  of  suitable  exercises  will  reduce 
much  of  the  unnecessary  waste  of  muscles  and 
stiffening  of  joints.  Hence,  even  in  the  early 
treatment  of  nerve  injuries,  exercises  are  indi- 
cated for  maintaining  the  function  of  muscles  not 
directly  affected  and  also  for  maintaining  the  full 
range  of  joint  motion.  When  signs  of  active 
power  appear  in  the  affected  muscles,  the  simplest 
possible  active  exercises  with  these  muscles  are 
begun,  at  first  with  as  much  assistance  by  the 
technician  as  required.  Movements  on  a pow- 
dered board  or  under  water  will  greatly  aid  in 
overcoming  gravity  and  in  allowing  gradual  re- 
development of  function  in  the  very  weak 
muscles.  Exercises  must  be  carried  on  in  all 
instances  with  the  parts  properly  supported  and 
previously  warmed.  It  is  very  rarely  necessary 
to  use  artificial  exercise  apparatus  for  this  pur- 
pose, but  use  can  be  made  of  the  various  types  of 
simple  active  exercise  devices  that  are  available. 
Overexercising  must  be  avoided  at  all  times. 

Occupational  Therapy. — The  last  stage  of 
muscle  re-education  consists  in  active  stimulation 
of  the  patient’s  efforts  by  occupational  therapy. 
A well-equipped  and  supervised  work  shop, 
where  various  simple  tools  provide  practical  and 
attractive  work,  is  most  desirable  for  this  pur- 
pose. The  same  setup  can  be  used  in  cases  where 
there  is  lack  of  recovery,  to  teach  the  injured  to 
make  the  best  use  of  what  remains  to  him.  Gym- 
nastic exercises  are  also  valuable  in  this  stage  for 
general  muscle  redevelopment  and  increase  of 
coordination. 

Summary 

1.  The  importance  of  the  proper  diagnosis  and 
care  of  peripheral  nerve  injuries  is  shown  by  the 
fact  that  their  number  in  World  War  I amounted  * 
to  5 per  cent  of  the  total  casualties  and  to  almost 
one-fifth  of  all  traumatism  to  the  extremities. 
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2.  Operative  procedures  in  nerve  injury  make 
it  possible  for  nerves  to  regenerate,  but  they  will 
not  serve  to  restore  function.  As  long  as  there 
is  end-to-end  apposition  of  nerve  endings,  there 
is  a spontaneous  tendency  for  recovery  in  nerve 
injuries. 

3.  In  all  nerve  injuries  early  institution  and 
systematic,  skillful  application  of  physical  meas- 
ures are  essential  for  maintaining  nutrition  and 
function  in  all  affected  parts.  These  measures 
comprise,  in  early  stages,  splinting,  thermal 
measures,  electric  muscle  stimulation,  massage, 
and  passive  movement;  in  the  later  stages,  active 
exercise  and  occupational  therapy. 

4.  Electrodiagnosis  furnishes  an  indispensable 
aid  in  the  diagnosis  and  recording  of  progress  in 
nerve  injuries  and  in  differentiation  of  malinger- 
ing or  functional  paralysis. 

2 East  88  Street 
New  York  City 
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Discussion 

Dr.  John  H.  Kohl,  Buffalo — From  an  orthopaedic 
standpoint,  peripheral  nerve  injuries  present  many 
complex  problems,  especially  in  so  far  as  the  treat- 
ment is  concerned.  It  is  true  that  our  experience 
with  this  type  of  lesion  is  somewhat  limited  in  civil- 
ian practice;  nevertheless,  these  injuries  must  be 
dealt  with  so  that  the  best  results  are  obtained.  It 
is  within  the  province  of  the  orthopaedic  surgeon  to 
prevent  and  correct  deformities,  and  in  these  par- 
ticular injuries  prevention  of  deformity  is  the  main 
goal. 

In  our  experience,  too,  peripheral  nerve  injuries 


are  most  common  in  the  upper  extremities.  Every- 
one is  familiar  with  the  damage  to  the  musculo- 
spiral  nerve  that  results  from  sleeping  with  one  arm 
over  the  back  of  a chair  and  awakening  in  the  morn- 
ing with  a wristdrop.  Fractures  in  the  region  of 
the  elbow,  especially  in  children,  account  for  many 
peripheral  nerve  injuries.  It  is  always  well  to  make 
sure  before  any  manipulation  of  the  elbow  that  there 
is  no  nerve  injury  and  this  should  be  tested  very 
diligently  so  that  after  the  reduction  and  applica- 
tion of  a cast  there  is  no  question  as  to  whether  the 
nerve  injury  was  present  before  any  manipulation. 
This  particular  instance  also  has  its  medicolegal 
aspects. 

Injury  of  the  ulnar  nerve  produces  the  typical 
clawhand  with  atrophy  of  the  hypothenar  eminence, 
dorsal  and  ventral  interossei,  and  lumbricalis 
muscles,  with  contraction  of  the  fingers  and  fibrosis 
between  the  phalanges  and  ankylosed  joints. 

In  the  lower  extremity,  injuries  to  the  external 
popliteal  nerve  are  the  most  common  in  our  experi- 
ence. We  have  seen  them  as  a result  of  an  overly 
tight  cast  that  presses  on  the  external  popliteal 
nerve  as  it  winds  around  the  upper  end  of  the  fibula, 
resulting  in  paralysis  of  the  extensors  of  the  foot  and 
causing  footdrop.  This,  we  feel,  is  preventable  if  the 
cast  is  properly  applied. 

As  far  as  treatment  is  concerned,  proper  splinting 
is  of  utmost  importance,  whether  the  nerve  injury 
be  caused  by  complete  section,  compression  of  the 
nerve  from  calluses,  toxic  lesions,  or  any  cause  what- 
soever. In  the  wrist,  for  instance,  in  musculospiral 
paralysis,  a cock-up  splint  should  be  applied,  not  to 
the  extreme  degree  but  enough  to  allow  the  paralyzed 
muscles  to  rest  and  to  prevent  the  flexors  from 
shortening.  The  splints  should  be  so  constructed  as 
to  allow  for  easy  application  and  removal  so  that 
physiotherapy  measures  can  be  readily  instituted. 
The  splints  should  be  fight  and  not  cumbersome. 

I was  pleased  to  hear  Dr.  Kov&cs  mention  his  use 
of  the  hot  whirlpool  baths.  We  are  very  fond  of  this 
type  of  treatment  because  it  improves  the  circulation 
in  a cold  and  clammy  extremity  and  helps  to  pre- 
vent fibrotic  changes.  In  the  use  of  diathermy, 
Dr.  Kovdcs  makes  a good  practical  point  in  warn- 
ing against  the  possibility  of  burns  as  a result  of  im- 
paired sensation.  We  feel  that  massage  when  ap- 
plied by  an  experienced  masseur  is  a useful  agent 
in  promoting  circulation.  Passive  motions  are  of  the 
utmost  value  in  preventing  adhesions  and  contrac- 
tures and  therefore  one  of  the  most  important  phys- 
ical therapy  measures.  We  do  not  advocate  stretch- 
ing or  breaking  up  adhesions  under  anesthesia  be- 
cause such  manipulation  causes  more  damage  and 
in  a short  time  the  same  conditions  obtain  and 
sometimes  actually  become  worse. 

Active  exercises  and  occupational  therapy  cer- 
tainly play  a big  part  in  the  recovery  of  these  pa- 
tients. 

In  conclusion  I would  like  to  emphasize:  (1) 
prevention  of  deformities  in  these  cases,  (2)  the  early 
use  of  suitable  splints,  and  (3)  the  judicious  use  of 
physical  therapy  measures  from  the  very  beginning. 


SULFONAMIDE  THERAPY  OF  OCULAR  INFECTIONS 

P.  Thygeson,  M.D.,  and  William  Stone,  Jr.,  M.D.,  New  York  City 


THE  sulfonamide  drugs  have  come  into  wide 
use  in  the  treatment  of  ocular  infections  and 
the  literature  now  contains  a considerable  number 
of  reviews  and  reports  recording  their  favorable 
action.  They  have  been  used  at  the  Institute  of 
Ophthalmology  since  1938  for  the  treatment  of 
ocular  infections,  and  the  present  report  is  a sum- 
mary of  the  results  obtained  with  the  oral  treat- 
ment of  a total  of  152  cases.  In  addition,  sulfon- 
amide ointments  have  been  employed  success- 
fully in  a large  series  of  blepharitis,  conjunctivitis, 
and  keratitis  cases  at  Vanderbilt  Clinic,  but 
these  results  will  be  the  subject  of  a later  report. 

Methods  of  Treatment 

Five  sulfonamide  preparations — sulfanilamide, 
azosulfamide  (neoprontosil),  sulfapyridine,  sulfa- 
thiazole, and  sulfadiazine — have  been  employed 
in  this  series.  In  most  instances  treatment  was 
given  under  the  direction  of  members  of  the 
staff  of  the  Department  of  Medicine  of  the 
College  of  Physicians  and  Surgeons.  In  general, 
the  drugs  were  administered  in  such  a manner 
and  dosage  as  to  give  blood  concentrations  vary- 
ing from  5 to  10  mg.  per  cent,  and  the  usual 
precautions  as  to  fluid  intake,  blood  counts, 
urine  examinations,  etc.,  were  taken.  In  certain 
cases  sulfonamide  preparations  were  employed 
locally  (in  solution,  ointment,  or  powder  form)  to 
supplement  the  oral  therapy. 

Results  of  Sulfonamide  Therapy 

Trachoma. — In  1940  the  results  obtained  with 
sulfanilamide  in  the  treatment  of  31  cases  of 
trachoma  were  recorded.1  Of  this  number  16 
were  healed,  11  showed  satisfactory  improvement, 
and  4 showed  little  or  no  change.  The  16  healed 
cases  have  now  been  followed  for  at  least  two 
years  and  there  have  been  no  recurrences.  Of 
the  11  cases  classified  as  improved,  7 have  since 
become  clinically  well;  2 recurred  but  have  re- 
sponded well  to  a second  course  of  sulfonamide 
therapy;  and  the  remaining  2 have  continued  to 
show  symptoms  of  minor  irritation,  but  these 
appear  to  be  due  in  one  case  to  persistent  Kleb- 
siella pneumoniae  (Friedlander)  infection  and  in 
the  other  to  deficient  tear  formation,  probably 
the  result  of  scar  tissue  development  in  the  upper 
fornices.  The  4 cases  described  as  showing  little 
or  no  improvement  have  remained  unchanged  up 
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to  the  present  time,  but  the  prominence  of  such 
secondary  factors  as  bacterial  infection,  trichiasis, 
and  tear  deficiency  in  all  4 suggest  that  the  in- 
flammatory signs  may  be  due  to  one  or  more  of 
these  factors  rather  than  to  any  residual  tra- 
choma. This  interpretation  is  borne  out  by 
the  fact  that  repeated  attempts  to  demonstrate 
inclusion  bodies  in  these  cases  have  failed.  So 
far  as  is  known,  therefore,  none  of  the  31  cases  is 
now  showing  evidence  of  active  trachoma. 

Since  this  earlier  report  was  published,  23  ad- 
ditional cases  of  trachoma  have  been  treated,  21 
with  sulfanilamide,  and  2 with  sulfathiazole. 
Complete  healing  was  obtained  in  15,  satisfactory 
improvement  in  3,  and  little  or  no  improvement 
in  3.  Of  the  15  cases  classified  as  healed  there 
have  been  no  recurrences  to  date.  Of  the  3 show- 
ing improvement,  one  left  the  hospital  before  the 
treatment  was  completed  and  has  not  been  seen 
since,  one  had  severe  toxic  signs  necessitating 
interruption  of  therapy,  and  the  third  showed 
marked  improvement  but  still  retained  some  re- 
sidual punctate  staining  of  the  cornea  and  irrita- 
tion of  the  conjunctiva,  probably  the  result  of 
deficient  lacrimal  secretion.  Of  the  3 cases  clas- 
sified as  unimproved,  one  was  a cicatricial  tra- 
choma of  advanced  degree,  one  was  a cicatricial 
trachoma  with  xerosis,  trichiasis,  and  lacrimal 
deficiency,  and  one  was  a case  in  which  the 
diagnosis  was  in  doubt.  All  three  were  inclusion- 
negative. In  these  cases,  therefore,  there  was  no 
proof  of  trachomatous  activity,  and  it  seems 
likely  that  in  at  least  2 of  the  3,  the  trachoma  had 
been  inactive  prior  to  the  institution  of  the  sul- 
fonamide therapy.  It  must  be  concluded  that 
sulfanilamide,  and  in  2 cases  sulfathiazole,  were 
remarkably  effective  in  the  treatment  of  the 
trachoma  cases  in  this  series  and  that  complete 
and  apparently  permanent  cures  were  obtained 
in  cases  uncomplicated  by  such  factors  as  deficient 
lacrimal  secretion,  secondary  infection,  and 
trichiasis. 

As  in  the  series  previously  reported,  there  was 
considerable  difference  in  the  rapidity  of  the 
response  of  trachoma  cases  according  to  the  stage 
and  severity  of  the  disease.  Corneal  lesions  re- 
sponded much  more  rapidly  than  palpebral  le- 
sions, and  papillary  hypertrophy  more  rapidly 
than  follicular  hypertrophy.  The  disappearance 
of  corneal  lesions,  including  punctate  fluorescein- 
staining  spots  and  subepithelial  infiltrates, 
furnished  an  important  guide  to  therapy.  It  was 
found  that  therapy  could  be  stopped  safely  as 
soon  as  the  cornea  became  free  from  punctate 


1410 


THYGESON  AND  STONE 


[N.  Y.  State  J.  M. 


epithelial  lesions,  irrespective  of  the  state  of  the 
conjunctiva.  There  have  as  yet  been  no  re- 
currences in  cases  in  which  the  corneae  became 
entirely  clear.  While  papillary  hypertrophy  re- 
gressed rather  rapidly,  conjunctival  follicles, 
including  limbal  follicles,  often  required  as  long 
as  six  weeks  to  be  absorbed. 

From  the  experience  in  this  series  it  seems  safe 
to  conclude  that  excessive  blood  concentrations 
of  the  drug  are  not  required  for  the  treatment  of 
trachoma,  a concentration  of  from  3 to  5 mg.  per 
cent  for  two  weeks  often  being  sufficient. 

Inclusion  Conjunctivitis. — The  rapid  curative 
effect  of  sulfanilamide  in  15  cases  of  inclusion 
conjunctivitis  occurring  in  this  series  has  already 
been  reported.2  In  these  cases  the  drug  given 
orally  was  even  more  strikingly  effective  than  it 
was  in  cases  of  trachoma.  More  recently  the 
curative  effect  of  5 per  cent  sulfathiazole  oint- 
ment employed  locally  in  15  cases  of  inclusion 
conjunctivitis  in  the  newborn  has  been  recorded.3 
In  the  infants  this  local  treatment  appeared  to  be 
as  effective  as  oral  therapy,  but  this  was  not  the 
case  in  children  and  adults,  some  of  whom  re- 
quired supplemental  oral  therapy.  This  dif- 
ference in  response  between  the  infant  and  the 
adult  may  possibly  be  related  to  tear  production. 
In  the  newborn  infant  tears  are  minimal  and 
therefore  do  not  dilute  the  drug  as  they  do  in 
the  adult. 

It  may  be  said  that  inclusion  conjunctivitis 
is  one  of  the  most  satisfactory  eye  infections  to 
treat  with  the  sulfonamide  drugs. 

Lymphogranuloma  Venereum. — No  cases  of 
lymphogranuloma  venereum  are  included  in  this 
series,  but  it  is  of  interest  to  refer  to  the  report 
of  Curth,  Curth,  and  Sanders,4  in  which  a case  of 
primary  lymphogranuloma  venereum  of  the 
eye,  giving  the  picture  of  Parinaud’s  oculoglandu- 
lar  conjunctivitis,  was  treated  successfully  with 
sulfanilamide  at  Vanderbilt  Clinic. 

Gonococcal  Conjunctivitis. — Two  cases  of  gonor- 
rheal ophthalmia  were  treated  with  sulfanilamide, 
and  2 were  treated  with  sulfathiazole,  all  with 
rapid  cures.  In  all  4 the  rapid  disappearance  of 
inflammation  and  discharge  was  dramatic.  No 
corneal  complications  occurred.  Smears  and 
cultures  all  became  negative  within  five  days, 
and  in  two  instances  within  forty-eight  hours. 
No  supplementary  local  therapy  other  than  ir- 
rigation with  normal  saline  or  boric  acid  solution 
was  employed. 

Streptococcic  Membranous  Conjunctivitis. — In 
this  series  there  were  2 cases  of  severe  mem- 
branous conjunctivitis  due  to  beta  hemolytic 
streptococci.  One  of  these  responded  rapidly 
and  completely  to  sulfathiazole  orally  combined 
with  5 per  cent  sulfathiazole  ointment  locally. 
The  membrane  which  involved  the  bulbar  con- 


junctiva disappeared  on  the  second  day  of  treat- 
ment and  the  eye  returned  to  normal  within  a 
week. 

The  second  case  was  that  of  a young  Negro 
girl  who  came  to  Vanderbilt  Clinic  with  a bilateral 
membranous  conjunctivitis  of  five  days’  duration, 
dense  membranes  covering  the  entire  conjunctival 
surfaces  and  corneae.  Sulfadiazine  orally  in 
full  dosage  combined  with  sulfadiazine  powder 
locally  failed  to  influence  the  disease,  which 
progressed  to  complete  destruction  of  both  globes. 
The  organism  was  found  to  be  a group  A type  25 
streptococcus  susceptible  in  vitro  to  sulfanil- 
amide and  the  other  sulfonamides.  A change  to 
sulfanilamide  orally  combined  with  sulfanilamide 
powder  locally  was  no  more  effective.  Six  weeks 
after  onset,  when  the  membranes  had  been 
mechanically  removed,  the  organisms  disap- 
peared. 

This  failure  of  a sulfonamide-susceptible 
organism  to  respond  to  sulfanilamide  or  sulfa- 
diazine is  believed  to  be  related  to  the  amount 
of  tissue  destruction  that  was  present.  It  is 
well  known  that  the  action  of  the  sulfonamides 
is  inhibited  by  broken-down  cell  products. 

Catarrhal  Conjunctivitis. — In  this  series  only 
3 cases  of  catarrhal  conjunctivitis  were  hos- 
pitalized for  oral  therapy.  A severe  Haemo- 
philus influenzae  conjunctivitis  of  unusual  sever- 
ity became  symptom-free  in  forty-eight  hours  on 
oral  sulfanilamide  combined  with  0.8  per  cent 
sulfanilamide  solution  used  as  an  irrigation  fluid. 
One  case  of  severe  chronic  catarrhal  conjunctivitis, 
in  which  an  organism  of  the  Proteus  group  was 
the  only  pathogen  present,  yielded  rapidly  to 
sulfathiazole  but  recurred  a few  weeks  later. 
One  severe  staphylococcic  blepharoconjunctivitis 
became  symptom-free  after  a course  of  sulfathi- 
azole, but  the  organisms  persisted  in  the  meibo- 
mian glands,  and  the  conjunctivitis  later  recurred. 
The  recurrence  was  controlled  by  staphylococcus 
toxoid  combined  with  sulfathiazole  ointment. 

As  has  been  reported  in  detail  in  a later  com- 
munication,5 a series  of  over  100  cases  of  catarrhal 
conjunctivitis  due  to  Diplococcus  pneumoniae, 
Staphylococcus  aureus,  and  H.  influenzae  re- 
sponded well  to  5 per  cent  sulfathiazole  ointment. 

Conjunctivitis  of  Unknown  Cause. — In  this 
series,  there  were  a number  of  cases  of  conjuncti- 
vitis of  unknown  cause.  One  case  of  acute  ocular 
pemphigus,  with  skin  and  other  mucous  mem- 
brane involvement,  failed  to  respond  to  sulfanil- 
amide, and  a case  of  severe  chronic  pemphigus 
showed  no  improvement  on  neoprontosil  (azo- 
sulf amide).  As  was  expected,  2 cases  of  vernal 
catarrh  were  uninfluenced  by  sulfanilamide. 
One  of  3 cases  of  severe  chronic  conjunctivitis 
of  nonspecific  character  failed  to  respond  to  sul- 
fonamide therapy.  A second  case  in  which 
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| bacteria  of  the  Lactobacillus  group  were  con- 
stantly present,  cleared  temporarily  on  sulfa- 
thiazole  but  promptly  recurred.  The  develop- 
ment of  a sensitivity  to  sulfathiazole  prevented 
its  re-use,  and  courses  of  sulfapyridine  and  sulfa- 
diazine failed  to  affect  the  recurrence.  A third 
case,  a severe  keratoconjunctivitis,  is  of  special 
importance  and  warrants  reporting  in  some 
detail: 

P.  M.,  a man,  age  27,  developed  in  1936  a severe 
i nonspecific  keratoconjunctivitis  whose  cause  could 
not  be  determined.  Treatment  failed  to  ameliorate 
I the  condition,  and  the  keratitis  progressed  to  com- 
plete corneal  vascularization  in  each  eye.  The  con- 
dition was  not  affected  by  local  antiseptic  therapy 
! of  many  kinds  and  resisted  a course  of  sulfanilamide. 

It  responded  brilliantly  to  sulfathiazole,  however, 

< but  the  sulfathiazole  had  to  be  terminated  after  ten 
j days  because  of  a febrile  reaction.  Following  cessa- 
tion of  treatment,  the  ocular  inflammation  and 
discharge  soon  recurred.  A course  of  sulfapyridine 
lasting  five  days  was  terminated  because  of  severe 
nausea  and  vomiting.  The  drug  had  failed  to  affect 
! the  disease.  The  use  of  a 1 per  cent  sulfathiazole 
j ointment  locally  effected  an  immediate  cure  which 
has  now  lasted  nineteen  months.  Vision  improved 
to  20/30  in  the  left  eye  and  to  20/50  in  the  right  eye 
and  the  patient  has  been  able  to  obtain  employment. 
The  conjunctiva  on  healing  showed  very  fine  scar- 
ring suggestive  of  trachoma,  but  at  no  time  were 
tarsal  follicles,  limbal  follicles,  inclusion  bodies,  or 
other  pathognomonic  signs  of  trachoma  observed. 

Blepharitis. — Two  cases  of  blepharitis  in  which 
I Staph,  aureus  was  the  infectious  agent  failed  to 
I respond  to  oral  sulfanilamide  but  healed  on 
i treatment  locally  with  sulfathiazole  ointment, 
i Three  cases  treated  orally  with  sulfathiazole 
i improved  strikingly  but  were  not  permanently 
i cured,  and  one  treated  with  sulfadiazine  failed 
i to  improve.  All  4 cases  eventually  became  symp- 
i tom-free  on  sulfathiazole  ointment  combined 
i with  staphylococcus  toxoid  injections. 

Impetigo. — There  were  no  cases  of  impetigo 
j treated  orally  in  this  series,  but  4 cases  of  the 
: disease,  in  which  Staph,  aureus  appeared  to  be 
j the  sole  pathogen,  responded  rapidly  and  com- 
pletely to  5 per  cent  sulfathiazole  ointment  used 
I six  times  daily. 

Dacryocystitis. — Three  cases  of  acute  dacryo- 
i cystitis  (caused  by  pneumococci  in  2 cases  and 
by  beta  hemolytic  streptococci  in  one)  responded 
dramatically  and  rapidly  to  sulfathiazole  and  to 
| sulfanilamide  (streptococcus  case)  by  mouth. 
The  streptococcic  case  was  important  because  of 
the  severity  of  the  associated  conjunctivitis 
which  was  pseudomembranous  in  character. 

Dendritic  Keratitis. — Three  patients  with  den- 
dritic keratitis  (herpes  corneae)  were  treated  with 
sulfonamide  drugs;  2 with  sulfanilamide-treated 
cases  showed  apparent  response  to  therapy,  but 


it  was  not  possible  to  follow  the  patients  for 
recurrences.  The  other  case  was  unimproved  by 
sulfadiazine  and  was  later  treated  by  curettage 
and  iodinization. 

In  view  of  the  known  failure  of  the  sulfon- 
amides to  affect  typical  viruses,  it  seem  sunlikely 
that  the  two  apparent  successes  were  indicative 
of  specific  sulfonamide  action. 

Other  Keratitis  Cases  of  Virus  Origin. — A single 
case  of  herpes  zoster  keratitis  failed  to  respond  to 
sulfanilamide  therapy.  A case  of  severe  super- 
ficial keratitis  with  pannus  secondary  to  a mol- 
luscum  nodule  of  the  upper  lid  likewise  failed  to 
respond  to  sulfanilamide  therapy  but  healed 
rapidly  when  the  nodule  was  removed.  One  case 
of  epidemic  keratoconjunctivitis  failed  to  re- 
spond to  sulfadiazine  therapy  used  locally,  and 
3 similar  cases  were  not  affected  by  5 per  cent 
sulfathiazole  ointment  used  locally. 

Keratitis  of  Unknown  Cause. — Three  cases  of 
severe  keratitis  of  unknown  cause  differed  in 
their  response  to  sulfonamide  therapy;  one,  a 
superficial  keratitis  with  vascularization,  re- 
sponded rapidly  and  completely  to  sulfathiazole, 
while  the  other  2,  treated  by  sulfathiazole  and 
sulfanilamide  respectively,  failed  to  respond  in 
any  way. 

Corneal  Ulceration. — Two  cases  of  Mooren’s 
ulcer  were  treated  with  sulfanilamide  without 
result.  One  of  these  was  later  arrested  by  delimit- 
ing keratotomy  combined  with  repeated  para- 
centeses. 

Marginal  ulceration  from  which  Staph,  aureus 
could  be  recovered  responded  satisfactorily  to 
sulfathiazole,  local  application  of  the  ointment 
form  appearing  to  be  quite  as  effective,  or  per- 
haps more  effective,  than  oral  administration. 
Marginal  ulceration  of  unknown  cause,  particularly 
that  type  in  which  there  were  multiple  foci — the 
so-called  “ring  ulcer”  which  occur  most  commonly 
in  elderly  women,  failed  completely  to  respond  to 
the  sulfonamides,  either  orally  or  locally  in  oint- 
ment or  powder  form.  There  were  6 examples. 
One  case  of  marginal  ring  infiltration  of  unknown 
cause,  believed  endogenous  in  origin,  responded 
rapidly  and  apparently  completely  to  sulfathiazole. 

There  were  4 cases  of  serpent  ulcers  due  to 
pneumococci.  Three  of  these  responded  satis- 
factorily to  sulfapyridine,  although  not  so  rapidly 
as  had  been  expected  in  view  of  the  favorable 
results  of  sulfapyridine  chemotherapy  in  pneu- 
monia. The  fourth  case  was  treated  with  sulfanil- 
amide, but  failed  to  respond.  This  was  to  be 
expected  in  view  of  the  well-known  resistance  of 
pneumococci  to  sulfanilamide. 

One  case  of  hypopyon  ulcer  due  to  beta  hemo- 
lytic streptococci  responded  dramatically  to 
sulfanilamide,  a change  for  the  better  being 
manifested  as  early  as  twenty-four  hours  after 
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TABLE  1. — Ocular  Infections  Which  Should  Respond 
Well  to  Sulfonamide  Therapy 


Virus  infections 
Trachoma 

Inclusion  conjunctivitis* 
Lymphogranuloma  vene- 
reum 

Hemolytic  streptococcus  in- 
fections 
Conjunctivitisf 
Corneal  ulcers 
Endophthalmitis 
Orbital  cellulitis 
Impetigo* 

Staphylococcus  infections 
Dacryocystitis 
Con  j unctivitis* 

Ulcers* 

Endophthalmitis 

Blepharitis* 

Orbital  cellulitis 
Impetigo* 

Pneumococcus  infections 
Dacryocystitis 
Con  j unctivitis  * 

Ulcerst 

Endophthalmitis 
Orbital  cellulitis 


Gonococcus  infections 
Conjunctivitis 
Iridocyclitis 
Pyocyaneus  infections 
Ulcers 

Proteus  infections 
Conjunctivitis* 

Coliform  group  infections 
Conjunctivitis* 
Haemophilus  influenzae  in- 
fections 

Conjunctivitis* 

Orbital  cellulitis 
Friedlander  bacillus  infec- 
tions 

Ulcerst 
Dacryocystitis 
Meningococcus  infections 
Endophthalmitis 
Conjunctivitis 


* Local  therapy  preferred, 
t Combined  oral  and  local  therapy  preferred. 


the  first  administration  of  the  drug.  The  eye 
healed  with  an  inconspicuous  nebulous  opacity 
permitting  useful  vision.  Since  the  ulcer  in- 
volved the  pupillary  area,  treatment  that  re- 
quired cauterization  would  undoubtedly  have 
resulted  in  complete  loss  of  vision. 

One  ulcer  in  which  both  Friedlander  and 
pyocyaneus  bacilli  were  present  responded  dra- 
matically to  sulfadiazine  orally  supplemented  by 
sulfadiazine  powder  locally,  useful  vision  being 
retained.  A second  ulcer  due  to  the  pyocyaneus 
bacillus  alone  responded  satisfactorily  to  sulfa- 
diazine orally  combined  with  sulfadiazine  pow- 
der locally. 

There  were  7 acute  ulcers  in  which  the  causa- 
tion was  not  determined.  It  is  noteworthy  that 
all  of  these  responded  satisfactorily  to  sulfona- 
mide therapy. 

Uveitis. — A total  of  1 1 patients  with  uveitis  were 
given  oral  sulfonamide  therapy,  3 with  sulfa- 
thiazole,  3 with  sulfanilamide,  and  5 with  sulfa- 
diazine. Only  2 of  the  11  showed  improvement 
which  could  be  considered  significant.  One  of 
these  had  a history  of  previous  gonorrheal  ure- 
thritis and  the  fibrinous  character  of  the  anterior 
chamber  exudate  suggested  a gonococcal  cause. 
This  relative  failure  of  the  sulfonamides  to  affect 
uveitis,  which  confirms  the  results  reported  by 
Guyton6  and  by  Guyton  and  Woods,7  must  be 
considered  as  some  indication  that  uveitis,  in 
general,  is  not  caused  by  direct  metastasis  to 
the  uveal  tract  of  sulfonamide-susceptible 
bacteria. 

Endophthalmitis. — There  were  15  cases  of  en- 
dophthalmitis and  panophthalmitis  in  this 
series.  Seven  of  them  responded  significantly 


TABLE  2. — Ocular  Infections  in  Which  Peroral 
Administration  of  Sulfonamides  May  Be  of  Value  and 
Deserves  a Trial 


Actinomyces  bovis 
Actinomycosis 
Clostridium  welchii 
Endophthalmitis 
Haemophilus  ducreyii 

Soft  chancre  of  lid  or  con- 
junctiva 

Streptococcus  viridans 
Conjunctivitis 
Endophthalmitis 
Klebsiella  pneumonia  (Fried- 
lander) 

Ulcers 


Brucella  melitensis-abortus- 
suis 

Keratitis 

Uveitis 

Choroiditis 

Erythema  multiforme  (cause 
unknown) 

Conjunctivitis 

Keratitis 

Moraxella  lacunata  (diplo- 
bacillus  of  Morax-Axen- 
feld) 

Conjunctivitis* 

Marginal  ulcers* 

Moraxella  duplex  (diplo- 
bacillus  of  Petit) 
Central  ulcers 


* Local  therapy  more  important. 


to  sulfonamide  therapy,  4 of  the  7 dramatically. 

In  6 of  the  7 cases,  Staph,  aureus  was  the  probable 
causal  organism.  The  cases  in  which  the  prob- 
able causal  agents  were  hemolytic  streptococci, 
Pseudomonas  pyocyanea,  and  D.  pneumoniae 
failed  to  respond. 

Toxic  Effects  of  Sulfonamide  Therapy. — There 
was  only  one  serious  toxic  complication  in  this 
series  of  sulfonamide-treated  patients.  This  was 
a hemolytic  anemia  in  a colored  man  treated 
with  sulfanilamide  for  a uveitis.  A transfusion 
was  required  but  recovery  from  the  anemia  was 
rapid.  Other  complications  were  of  minor  im- 
portance and  consisted  principally  of  fever  and 
dermatitis  with  mild  anemia  developing  in  some 
of  the  trachoma  cases  which  were  treated  for 
relatively  long  periods  of  time.  A few  individuals 
developed  a sensitivity  to  sulfathiazole  ointment 
used  locally,  reacting  with  a conjunctivitis  and  I 
dermatitis  of  the  eyelids.  No  local  sensitivities 
have  as  yet  been  observed  to  sulfadiazine  oint-  ; 
ment. 

Comment 

The  results  in  this  series  parallel  closely  those 
obtained  in  similar  series  reported  by  Guyton6 
and  Guyton  and  Woods,7  from  the  Wilmer  In-  1 
stitute.  The  Wilmer  series,  however,  includes  ! 
data  on  several  additional  infections — namely,  | 
meningococcus  panophthalmitis,  orbital  cellu-  1 
litis  of  unknown  cause,  and  corneal  ulcer  ap-  I 
parently  due  to  Shiga  dysentery  bacillus.  The  I 
first  two  infections  responded  dramatically  to  I 
sulfonamide  therapy,  the  third  doubtfully. 

Our  findings  appear  to  be  in  agreement  with  1 
those  reported  by  most  other  observers,  but  no  I 
attempt  has  been  made  in  this  report  to  review  j 
the  literature.  However,  on  the  basis  of  data  j 
contained  in  this  and  other  reports,  ocular  in-  j 
fections  have  been  divided  tentatively  into  3 ] 
groups  according  to  their  probable  response  to  I 
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the  sulfonamides.  Table  1 lists  the  infections 
which  should  respond  well,  Table  2 the  ocular  dis- 
eases in  which  sulfonamide  therapy  is  worthy 
of  trial,  and,  Table  3,  those  diseases  in  which 
sulfonamide  therapy  is  probably  of  little  or  no 
value.  It  will  be  noted  that  Tables  1 and  2 
include  several  diseases,  such  as  ocular  actinomy- 
cosis and  Clostridium  welchii  endophthalmitis, 
etc.,  for  which  no  data  on  eye  infections  are 
available  as  yet.  They  were  included  because 
of  reports  of  their  sulfonamide-susceptibility 
when  localized  elsewhere  in  the  body. 

It  is  to  be  expected  that  there  will  be  an  in- 
crease in  the  local  use  of  sulfonamide  prepara- 
tions. Local  use  has  two  distinct  advantages: 
(1)  that  general  toxic  reactions  can  be  avoided 
and  (2)  that  much  higher  local  concentrations 
can  be  obtained.  The  main  disadvantage  of 
local  therapy  is  that  continuous  twenty-four- 
hour  concentrations  are  difficult  to  maintain. 
For  this  reason  solutions  would  appear  to  have 
little  value  for  lid,  conjunctival,  and  corneal 
conditions.  The  drugs  in  ointment  or  powder 
form,  however,  seem  to  be  effective  in  many 
instances. 


TABLE  3. — Ocular  Infections  in  Which  Sulfonamide 
Therapy  Probably  Is  of  No  Value 


Nonhemolytic  streptococcus 
infections 
Orbital  cellulitis 
Endophthalmitis 
Corneal  ulcers 
Tuberculosis 
Uveitis 

Conjunctivitis 

Keratitis 

Tularemia 

Leptotrichosis  conjunctivae 
(Parinaud’s  conjunctivitis) 


Ocular  pemphigus 
Typical  virus  infections 
Herpes  corneae  (dendritic 
keratitis) 

Herpes  zoster 
Variola 
Vaccinia 
Measles,  etc. 

Uveitis  (idiopathic) 
Sympathetic  ophthalmia 


of  choice  for  oral  administration  in  most  ocular 
infections  susceptible  to  sulfonamide  therapy. 

6.  Local  sulfonamide  therapy  has  been  em- 
ployed with  success  in  superficial  infections,  in- 
cluding blepharitis,  conjunctivitis,  and  corneal 
ulceration.  Sulfathiazole  ointment  in  bleph- 
aritis and  conjunctivitis,  and  sulfadiazine  powder 
in  corneal  ulceration  appear  to  be  especially 
valuable.  Combined  oral  and  local  therapy  may 
be  used  with  advantage  in  severe  infections. 

7.  Sulfonamide  therapy  has  revolutionized 
ocular  therapeutics. 


Conclusions 

1.  A series  of  152  ocular  infections  treated 
by  peroral  administration  of  the  sulfonamide 
drugs  at  the  Institute  of  Ophthalmology  are 
analyzed. 

2.  Infections  responding  rapidly  to  oral  sulfon- 
amide therapy  included:  (1)  conjunctivitis  due 

to  Neisseria  gonorrhoeae,  H.  influenzae,  and  beta 
hemolytic  streptococci,  as  well  as  trachoma  and 
inclusion  conjunctivitis,  (2)  acute  dacryocystitis 
due  to  D.  pneumoniae,  Streptococcus  haemolyti- 
cus,  and  Staph,  aureus,  and  (3)  corneal  ulcers 
due  to  Streptococcus  haemolyticus  and  Ps.  pyo- 
cyanea. 

3.  Infections  responding  definitely  but  slowly 
or  incompletely  included  (1)  blepharitis  due  to 
Staph,  aureus,  (2)  conjunctivitis  due  to  coliform 
bacteria  and  Staph,  aureus,  and  conjunctivitis 
secondary  to  Streptothrix  concretions  of  the 
canaliculi,  (3)  corneal  ulcers  due  to  Staph,  aureus 
and  D.  pneumoniae,  and  (4)  endophthalmitis 
due  to  Staph,  aureus. 

4.  Ocular  infections  responding  either  very 
slightly  or  not  at  all  to  sulfonamide  therapy  in- 
cluded acute  and  chronic  pemphigus,  Parinaud’s 
conjunctivitis  (leptothricosis  conjunctivae),  Moor- 
en’s  ulcer,  herpes  zoster  ophthalmicus,  dendritic 
keratitis,  sympathetic  ophthalmia,  idiopathic 
uveitis,  and  endophthalmitis  due  to  hemolytic 
streptococci,  Ps.  pyocyanea,  and  D.  pneumoniae. 

5.  Sulfadiazine  (because  of  its  low  toxicity  and 
wide  range  of  activity)  appeared  to  be  the  drug 
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Discussion 

Dr.  L.  Maxwell  Lockie,  Buffalo — This  paper  is  a 
real  contribution  to  medical  literature.  It  is  most 
thorough  and  carefully  controlled.  The  range  of 
eye  conditions  covered  is  broad.  I have  enjoyed 
the  privilege  of  reading  the  paper  and  listening  to 
the  presentation  at  this  time. 

From  the  standpoint  of  the  internist,  there  is  no 
choice  as  to  the  type  of  sulfonamide  therapy  to  be 
used.  It  is  sulfadiazine  or  sodium  sulfadiazine. 
These  drugs  have  been  shown  to  be  just  as  effective 
as  sulfanilamide,  sulfapyridine,  or  sulfathiazole.  In 
carefully  controlled  cases,  the  use  of  the  other 
sulfonamides  has  not  influenced  the  general  course 
of  the  disease  if  sulfadiazine  was  ineffective. 

Sulfadiazine  was  described  in  1940  by  Roblin  and 
others.  It  can  be  given  orally  or  locally.  The 
sodium  salt  is  the  one  used  when  other  routes  are 
necessary.  If  it  is  given  orally,  higher  blood  levels 
will  occur  (8  to  12  compared  to  12  to  15  mg.  per  cent) . 

It  is  readily  taken  by  most  patients.  After  oral 
administration  is  begun,  the  drug  slowly  appears  in 
the  blood  stream  and  the  peak  is  attained  in  six  to 
eight  hours.  If  a more  rapid  absorption  of  the  drug 
is  necessary,  then  the  intravenous  route  may  be  used 
at  the  beginning  of  treatment,  which  may  be  started 
by  the  oral  route  at  the  same  time. 

The  drug  is  excreted  slowly — approximately  50 
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per  cent  will  be  excreted  in  twenty-four  hours  and 
measurable  amounts  are  present  in  the  blood  for 
several  days.  Excretion  is  through  the  kid- 
neys. 

With  doses  given  every  four  to  six  hours,  it  is  easy 
to  maintain  a blood  level  that  is  satisfactory.  This 
is  in  the  neighborhood  of  15  mg.  per  cent.  In 
seriously  ill  patients  it  may  be  held  as  high  as  20 
mg.  per  cent.  A small  proportion  of  the  drug  is  in 
a conjugated  form  in  the  blood.  It  penetrates  the 
red  blood  cells  more  readily  than  other  forms  of  the 
sulfonamides. 

Maintenance  dose  with  constant  urinary  output 
will  show  an  excretion  of  50  to  75  per  cent  daily  in 
the  urine.  Within  thirty  minutes  after  the  drug  is 
ingested  orally,  it  begins  to  appear  in  the  urine. 
If  given  intravenously  there  will  be  traces  in  the 
urine  immediately. 

The  studies  on  the  solubility  of  sulfadiazine  are 
interesting.  At  37  C.  it  registers  12  mg.  per  cent 
in  water,  19  mg.  per  cent  in  normal  saline,  and 
204  mg.  per  cent  in  whole  blood. 

When  a large  series  of  cases  is  reported,  it  is  seen 
that  sulfadiazine  acts  more  favorably  than  the  other 
sulfonamide  drugs.  That  is,  more  patients  with 
pneumonia  are  better  at  the  end  of  thirty-six  hours 
if  they  are  kept  on  sulfadiazine. 

After  reviewing  very  briefly  the  pharmacology 
of  sulfadiazine,  one  wonders  if  it  can  be  given  to 
everyone  without  harm.  For  practical  purposes  it 


can,  but  Dr.  Thygeson  and  Dr.  Stone  have  shown 
that  there  are  a few  toxic  reactions.  The  more 
sulfonamide  preparations  developed,  the  less  toxic 
they  are. 

It  is  possible  and  safe  to  give  sulfadiazine  to  the 
ambulatory  patient.  With  sulfanilamide,  sulfa- 
pyridine,  and  sulfathiazole  it  was  advisable  to  have 
the  patient  hospitalized  because  of  the  dizziness  and 
mental  uncertainty  which  went  with  effective 
dosage.  These  symptoms  do  not  occur  with  sulfa- 
diazine. 

However,  a few  patients  may  be  nauseated  after 
taking  the  drug  for  several  days.  It  should  be 
stopped  when  this  occurs.  A few  will  have  fever. 
This  may  come  on  insidiously  or  very  suddenly, 
with  or  without  headache  and  malaise.  Occa- 
sionally a rash  is  noted.  Most  common  of  all  is 
pain  in  the  flanks  and  the  presence  of  crystals  in  the 
urine.  Hematuria  may  occur,  but  no  kidney  dam- 
age persists.  Occasionally  a mild  conjunctivitis 
occurs,  accompanied  by  congestion  of  scleral  vessels. 

Shifting  from  other  sulfonamide  drugs  to  sulfa- 
diazine because  of  toxic  manifestations  resulted  in 
prompt  subsidence  of  these  toxic  signs  even  though 
there  was  no  rest  interval.  Therefore,  patients 
sensitive  to  other  forms  may  tolerate  sulfadiazine. 
Sulfadiazine  failed  in  some  cases,  but  the  other 
sulfonamides  failed  in  the  same  cases. 

Sulfadiazine  is  the  drug  of  choice  when  any  of  the 
sulfonamide  group  is  indicated. 


“DOCTOR  JONES”  SAYS— 

These  drug  addicts — morphine  and  so  on— I was 
talking  to  a fellow  that's  connected  with  the  Health 
Department  (their  Narcotic  Bureau)  and,  you  know, 
that's  quite  a problem.  There's  thousands  of  ’em — 
these  addicts  and  right  now  they’re  up  against  it. 
Of  course  the  law — a doctor  can  prescribe  a narcotic 
for  a patient  he’s  examined  and  found  something 
the  matter  with  him.  But  the  majority  of  'em — 
they  aren’t  patients  of  any  doctor  and  if  they  were 
they  wouldn’t  be  satisfied  with  the  amount  of  the 
drug  the  doctor’d  give  ’em.  You  see  the  ordinary 
dose  of  morphine  is  around  a quarter  of  a grain  and 
some  of  these  folks — they’ve  been  taking  as  high  as 
ten  or  fifteen  grains  at  a dose. 

In  the  past  they’ve  been  getting  their  supplies — 
most  of  ’em  have — through  “underground”  chan- 
nels: dope  peddlers  and  so  on.  But  now,  on  account 
of  the  war  the  opium  supplies  have  been  cut  off 
(that’s  what  morphine’s  made  from)  and  in  fact  we 
haven’t  got  enough  to  meet  our  legitimate  needs. 
So  the  addicts  have  turned  to  all  kinds  of  tricks: 
stealing  from  hospitals,  forging  doctors’  prescrip- 
tions, visiting  one  doctor  after  another,  and  what 
not. 

And  a real  drug  addict — if  he  runs  out  of  his 
drug  he’s  practically  crazy  and  there  ain’t  much  of 
anything  he  wron’t  do  to  get  it. 


Of  course  we’re  apt  to  think  of  these  people  as 
underworld  characters — call  ’em  dope  fiends  and  all 
that.  But  we  don’t  want  to  forget  that  it’s  awful 
easy  to  get  a drug  habit  and  a lot  of  fine  people  have 
been  caught  in  the  net.  Sometimes  they  get  loose 
from  it  but  it’s  a tough  fight  and  it  takes  a lot  of 
character  and  backbone.  I can  think  of  two  good 
friends  of  mine — one  of  ’em  a very  capable  doctor — 
that  used  to  be  addicts  years  ago  and  were  com- 
pletely cured.  There’s  no  kind  of  treatment  you 
can  depend  on — not  unless  they’ve  got  the  courage 
and  determination  to  fight  it  out.  Most  of  ’em, 
when  it  once  gets  hold  of  ’em — you  can  lock  ’em  up 
and  get  ’em  off  from  it  for  a while  but  when  they  get 
out  they’ll  go  back  to  it. 

And  it’s  a problem  for  the  doctors — these  addicts 
are.  You  hate  to  turn  ’em  out  when  you  know 
they’re  suffering.  But  if  you  give  ’em  the  drug,  it 
won’t  be  long  before  they’ll  be  back  and  doctors  have 
gotten  into  trouble  being  too  kind-hearted.  And 
there’s  practically  no  place  where  you  can  send  ’em 
for  treatment  where  they’ll  have  to  stay.  The  way 
it  looks  to  me:  there  ought  to  be  a state  institution 
where  they  could  be  committed.  Some  of  ’em 
could  be  cured  and  the  rest  of  ’em — well,  it’d  get 
’em  off’m  the  doctors’  necks,  if  nothing  more. — 
Paul  B.  Brooks,  M.D.,  in  Health  News 


STRUTH! 

“Sympathy  in  the  practice  of  medicine,”  an- 
nounced Dr.  DeWitt  Neighbors , of  Fort  Worth,  “is 
like  the  air  on  the  inside  of  a tire.  There  may  be 
nothing  to  it,  but  it  eases  many  a jolt  and  saves 
many  sore  spots.” — Texas  State  J.  M. 


DIPLOMACY 

“Why,”  demanded  Dr.  Edward  Randall,  Jr.,  of 
Galveston,  “do  you  look  at  your  watch  so  often?” 

“I  was  afraid,”  hastily  responded  the  medical 
student,  “that  you  would  not  have  time  to  finish 
your  interesting  lecture.” — Texas  State  J.  M. 


THE  PROBLEM  OF  SELF-ESTEEM  IN  PSYCHOTHERAPY* * 

Lewis  R.  Wolberg,  M.D.,  Kings  Park,  New  York 


ONE  of  the  most  difficult  problems  in  psy- 
chotherapy is  how  to  deal  with  the  in- 
ordinately low  self-esteem  of  the  emotionally  ill 
person.  The  problem  is  important  because  it  is 
manifestly  impossible  for  an  individual  to  attain 
to  mental  health  without  a wholesome  attitude 
toward  himself  as  a human  being. 

The  constellation  of  devaluated  self-esteem  is 
encountered  with  surprising  frequency  in  our 
culture.  Sometimes  it  is  the  presenting  symp- 
tom of  the  neurosis,  the  patient  manifesting 
ideas  of  worthlessness,  inadequacy,  and  self- 
condemnation.  More  often  it  lurks  subversive]  y 
in  the  unconscious,  giving  rise  to  symptoms  of  a 
defensive  nature,  such  as  inhibitions  in  action, 
thought,  and  feeling  and  to  perfectionistic  or 
grandiose  strivings. 

Perhaps  the  most  catastrophic  consequence 
of  lowered  self-regard  is  the  fostering  of  a pro- 
found disturbance  in  interpersonal  relationships. 
The  undermined  person  who  harbors  contemp- 
tuous attitudes  toward  himself  is  bound  to  have 
contemptuous  attitudes  toward  others.  Feeling 
unworthy  and  insignificant,  he  is  prone  to  credit 
other  people  with  malignant  tendencies  and 
poisonous  attitudes  directed  at  himself.  He 
may  strive  to  isolate  himself  from  the  world, 
little  realizing  that  it  is  he  who  creates  the  con- 
ditions for  his  self-isolation.  Furthermore,  he  is 
apt  to  develop  strong  feelings  of  resentment 
toward  others  on  the  basis  that  they  reject  him 
at  the  very  time  that  he,  himself,  shies  away  from 
such  intimacies  as  companionship,  love,  and 
helpmateship.  An  exorbitant  need  for  affection 
and  approval  may  coexist,  but  his  feelings  of  un- 
worthiness  and  his  ideas  of  being  unlovable  act 
as  impenetrable  barriers.  Indeed  a warm  feeling 
toward  any  other  person  may  be  a real  threat. 
An  intimate  relationship  may  mean  to  him  that 
he  will  lay  himself  open  to  criticism,  exploitation, 
and  even  injury. 

The  feelings  of  resentment  are  usually  too 
powerful  to  dissipate  themselves  and  are  often 
either  projected  outward  toward  the  world  in  a 
diffuse  paranoid  reaction  or  are  turned  on  the 
self  in  the  form  of  agitated,  depressed,  and  self- 
destructive  tendencies.  In  the  event  that  the 
character  structure  is  such  that  rage  and  aggres- 
sion are  regarded  as  dangerous,  the  emotion  may 
never  actually  penetrate  into  consciousness,  but 

From  the  Department  of  Psychiatry,  the  New  York  Medi- 
cal College,  Flower  and  Fifth  Avenue  Hospitals. 

* This  is  the  second  of  three  papers  on  psychotherapy  by 
Dr.  Wolberg.  The  first  paper  appeared  in  the  July  1 issue. — 
Editor 


rather  will  drain  itself  off  through  autonomic 
channels,  producing  widespread  adrenergic  or 
cholinergic  effects.  In  the  event  that  the  individ- 
ual possesses  a constitutionally  defective  organ, 
a psychosomatic  disease  process  may  be  the  final 
outcome. 

A further  consequence  of  a lowered  self-regard 
is  an  unwarranted  shyness,  timidity,  and  sub- 
missiveness and  a shrinking  away  from  any  situa- 
tion that  tends  to  arouse  inferiority  feelings. 
Manifold  defenses  will  be  set  up  against  getting 
oneself  into  any  situation  in  which  one’s  inade- 
quacy or  inferiority  may  be  exposed.  This  often 
leads  to  a general  inhibition  in  intellect,  a pro- 
crastination and  postponement  of  endeavor,  an 
inability  to  perform,  a blocking  of  purposeful 
activities,  and  particularly  a shrinking  from 
competitive  situations.  The  interference  with 
work  may  be  so  extreme  that  the  person  may  be 
unable  to  live  up  to  his  talents  or  aptitudes, 
and  his  timidity  may  remove  the  possibility  of 
gratifying  his  fundamental  needs,  such  as  seeking 
a livelihood  or  a marital  partner.  His  lack  of 
confidence  and  self-assurance  may  be  related  to 
all  situations  or  may  be  specifically  related  to 
performances  with  equals  or  superiors.  The 
phenomena  of  stage  fright,  of  inability  to  talk  in 
public,  and  of  stammering  fall  into  this  category. 

The  person  with  low  self-esteem  may  feel  so 
weak  within  himself  that  he  is  forced  to  cling 
compulsively  to  others  for  strength  and  sus- 
tenance. This  leads  to  a dependency  relation- 
ship with  a stronger,  more  powerful  individual 
and  an  unquenchable  yearning  for  companion- 
ship, for  special  favors  and  attention  which  he 
may  spurn  even  when  proffered  because  of  a 
feeling  that  he  has  no  right  to  these  favors.  In 
some  cases,  self-contempt  may  be  manifested  as 
a masochistic  drive  with  impulses  toward  self- 
punishment, self-injury,  or  self-destruction. 
These  impulses  are  often  unconscious  means  of 
purging  oneself  of  guilt  feelings  or  of  restoring 
oneself  as  worthy  in  the  eyes  of  authority. 
Punishment  becomes  then  a commodity  that 
secures  for  the  individual  retribution  for  actual 
or  fancied  transgressions.  Projection  tendencies 
may  be  associated  with  self-denial,  and  the  pa- 
tient, although  exploiting  himself,  will  hate  the 
role  he  plays  and  blame  the  world  for  treating 
him  like  a doormat. 

In  the  face  of  mounting  tension  and  anxiety, 
relief  is  often  sought  in  drink.  Alcoholic  in- 
dulgence may  come  to  have  a tremendous  sub- 
jective value  since  by  deadening  the  higher  sen- 
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sibilities  it  releases  the  individual  from  the  bonds 
of  self-contempt.  Alcohol  becomes  the  magic 
carpet  that  sends  him  soaring  into  acts  of  intrepid- 
ity and  feelings  of  self-importance.  Under  such 
circumstances  sobriety  becomes  tantamount 
with  suffering,  surcease  from  which  may  be  sought 
in  bouts  of  drinking. 

The  psychodynamic  core  of  devaluated  self- 
esteem lies  in  the  intense  sense  of  helplessness 
and  isolation  that  results  from  the  discovery  of 
self  as  an  undermined,  inept,  inadequate,  and 
contemptible  person.  As  a result,  any  situation 
in  which  one  feels  worthless  may  precipitate 
choking  sensations,  heart  palpitations,  shakiness, 
blushing,  sweating,  and  other  symptoms  of 
anxiety.  There  is  a great  vulnerability  to 
slights,  to  criticism  or  disapproval,  which  in  the 
setting  of  an  over-evaluation  of  the  opinion  of 
others  makes  life  a constant  source  of  pain. 
There  may  be  an  inability  to  tolerate  frustrations, 
however  slight,  because  frustration  is  somehow 
looked  upon  as  an  indication  of  one’s  worthless- 
ness. A physical  illness  or  disease  may  similarly 
be  looked  upon  as  a positive  proof  that  one  is  the 
loathsome  person  one  fears  himself  to  be,  and 
individuals  who  regard  illness  as  an  assault  on 
their  status  may  have  a lurking  fear  of  syphilis 
or  cancer  or  other  corrupting  malady  in  the  form 
of  a disease  phobia  that  is  peculiarly  invulnerable 
to  appeals  to  reason. 

There  is  almost  always  an  attempt  on  the  part 
of  the  person  with  low  self-esteem  to  project  the 
inner  devaluated  image  of  himself  onto  what- 
ever material  situation  exists  that  can  provide 
objectivity  for  his  basic  feelings  of  inadequacy. 
These  feelings  may  be  symbolized  by  ideas  that 
one  has  an  inadequate  physique  or  intelligence 
or  bodily  function.  It  goes  without  saying  that 
the  possession  of  a physical  handicap,  such  as  a 
facial  blemish  or  an  orthopaedic  deformity,  is 
often  presented  as  reason  for  inner  feelings  of 
insecurity.  Race,  caste,  and  sex  are  other 
scapegoats,  and  there  is  often  a tendency  on  the 
part  of  women  to  blame  their  neurotic  problems 
on  the  fact  that  they  are  deprived  of  the  privi- 
leges of  men.  An  analysis  of  these  objective 
conditions,  even  though  they  are  realistic  and 
undoubtedly  foster  insecurity,  shows  that  they 
are  merely  facades  which  rationalize  the  con- 
temptuous feelings  that  the  individual  harbors 
toward  himself.  Most  physicians  can  provide 
examples  from  their  own  experience  of  indi- 
viduals who,  though  suffering  deforming  or  de- 
bilitating illness,  feel  sufficiently  secure  within 
themselves  to  succumb  to  neither  panic  nor 
anxiety,  nor  do  they  yield  to  the  temptation  of 
branding  themselves  pariahs  without  rights  or 
privileges. 

Most  patients  are  only  partially  aware  of  the 


depths  of  their  self-contempt,  for  the  defensive 
forces  of  the  ego  frequently  set  up  compensatory 
mechanisms  to  avert  anxiety.  A common  de- 
fense is  a complete  repression  of  feelings  of 
inferiority  with  a swing  over  to  superiority 
strivings  embracing  compulsive  drives  for  domi- 
nancy,  mastery,  and  power.  There  is  often 
associated  an  avoidance  of  relationships  with 
superior  or  authoritative  individuals  and  a seek- 
ing out  of  helpless  and  inept  people.  The  pa- 
tient may  actually  embark  on  a crusade  of 
championing  the  helpless.  In  his  attempt  to 
help  those  weaker  than  himself  there  may  often 
be  detected  a strongly  aggressive  attitude  in  the 
form  of  a desire  to  control  others  the  way  he 
himself  feels  controlled  by  authority.  There 
may  be  strivings  to  attain  those  things  symbolic 
of  value  in  our  culture  in  the  form  of  prestige, 
status,  money,  lineage,  or  class  distinction.  Or 
the  individual  may  try  to  adorn  and  bolster  up 
his  impoverished  self  by  grandiose  impulses. 
He  may  even  develop  a fabulous,  bloated  image 
of  what  he  would  like  to  be  and  live  solely  in  the 
hope  that  someday  this  image  will  magically 
come  into  his  own  right.  Beneath  this  nar- 
cissistic inflation,  the  physician  will  always  detect 
a feeling  of  helplessness.  One  of  the  unfortu- 
nate consequences  of  the  grandiose  striving  is  that 
the  patient  may  set  up  goals  for  himself  that  are 
superhuman  in  nature  and  which  are  impossible 
for  any  person  to  achieve.  These  goals  are  so 
high  that  failure  is  inevitable,  and  repeated 
failures  light  up  the  conviction  of  worthlessness, 
thus  continuing  the  vicious  circle  of  further 
grandiose  strivings.  In  many  instances  shyness 
and  timidity  are  completely  repressed  and  a 
compensatory  boldness  drives  the  person  into 
episodes  that  prove  his  strength  and  fortitude. 
The  outward  image  he  would  like  to  present  to 
the  world  is  a creature  of  dauntlessness  and 
braggadocio. 

When  strivings  for  mastery  and  power  are 
signs  to  the  individual  that  he  is  embarking  on 
an  aggressive  role  and  where  there  is  a fear  of 
aggression,  his  desires  for  supremacy,  for  ad- 
miration, and  appreciation  may  be  indulged  in 
merely  in  fantasy,  either  in  the  form  of  day- 
dreams or  in  attempts  to  identify  himself  with 
great  characters  or  outstanding  personalities 
who  possess  the  qualities  he  admires  so  intensely. 
There  may  also  develop  a tendency  toward  per- 
fectionism, with  a need  to  render  oneself  un- 
assailable in  all  fields  of  work  or  play.  There 
may  result  a concentration  on  the  most  inconse- 
quential details  of  living  that  the  average  person 
would  pass  off  as  insignificant,  as  if  any  failure, 
however  small,  is  evidence  that  one  is  utterly 
worthless  and  despicable. 

How  to  deal  with  the  entity  of  lowered  self- 
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regard  is  a matter  about  which  little  agreement 
exists  among  the  various  schools  of  therapy. 
Logic  tells  us  that  if  we  dissect  thoroughly  the 
image  that  the  person  has  of  himself,  if  we  teach 
him  the  destructiveness  of  this  image,  as  well  as 
the  inadequacy  of  his  defenses,  he  will  change. 
That  logic  somehow  fails  is  the  experience  of 
most  physicians  who  are  confronted  with  this 
problem  in  their  patients.  There  is  considerable 
danger  in  a premature  probing  of  the  contemp- 
tuous inner  image  of  a patient.  Mental  stability 
is  often  maintained  by  a process  of  repressing  the 
hideousness  of  this  image,  and  when  the  patient 
is  brought  face  to  face  with  the  basic  feelings 
about  himself  the  results  may  be  disastrous. 
Similarly,  one  must  attack  with  very  great  cau- 
tion the  various  defenses  that  the  patient  has  set 
up  in  the  form  of  perfectionistic  strivings,  power 
impulses,  grandiose  desires,  and  the  like,  which 
are  merely  defense  mechanisms  enabling  him  to 
function  in  the  fape  of  his  crushed  self-esteem. 
There  is  little  doubt  that  his  defenses  can  be 
taken  apart  as  irrational  and  exposed  as  im- 
possible of  attainment.  An  attack  such  as  this 
almost  inevitably  creates  panic  because  it 
arouses  the  specter  in  the  patient  of  being  the 
worthless  and  inferior  person  that  he  strives  to 
avoid  by  his  compensatory  technics. 

Another  approach  to  the  treatment  of  patients 
whose  neurosis  revolves  about  devaluated  self- 
esteem is  the  analysis  of  the  development  of 
impaired  self-strivings  related  to  environmental 
experiences  and  conditionings.  There  is  no  ques- 
tion that  genetic  factors  play  a signal  role  in  the 
evolution  of  the  self  as  an  entity.  In  the  process 
of  normal  development  the  infant  displays  ag- 
gressive strivings  which  are  perhaps  biologically 
conditioned  by  the  need  to  break  from  depend- 
ency ties  with  the  parent.  Curiosity  and  a 
certain  amount  of  destructiveness  in  exploratory 
activities  occur  normally  and  the  emotion  of 
rage  is  precipitated  whenever  the  child  is  ham- 
pered in  his  attempts  at  independent  action.  At 
the  same  time  the  child’s  physiologic  helplessness 
makes  him  dependent  upon  his  parents  and 
causes  him  to  react  intensely  to  loss  of  parental 
love  and  approval.  Where  undue  disciplines 
are  used  to  crush  the  normal  strivings  for  inde- 
pendency, where  rage  as  it  is  expressed  by  the 
child  arouses  a threat  of  abandonment  or  of 
counteraggression,  and  particularly  where  the 
child  feels  unloved  and  insecure  unless  he  con- 
forms to  the  dictates  of  his  parents  without 
revolt,  the  normal  desire  for  independence  and 
the  normal  exercise  of  aggressiveness  will  have  to 
be  repressed.  Furthermore,  a series  of  defenses 
may  be  set  up  with  the  aim  of  keeping  aggression 
in  check. 

The  domineering  type  of  parent  who  considers 


the  child’s  aggressiveness  and  striving  for  inde- 
pendency a threat  to  himself  may  crush  the  child 
into  a state  of  compliance  and  interfere  with  the 
normal  development  of  the  ego.  As  a result, 
the  child  may  never  attain  to  a state  where  he 
can  emancipate  himself  from  the  parent,  and  he 
may  never  develop  proper  feelings  of  self- 
sufficiency,  self-reliance,  and  self-confidence. 
He  is  apt  to  become  dependent  for  his  self- 
evaluation  upon  others  rather  than  upon  himself, 
and  he  is  prone  to  rely  completely  on  the  stand- 
ards, values,  and  ideals  of  other  individuals. 
The  parent  who  deflates  or  humiliates  the  child 
by  telling  him  that  he  looks  or  acts  stupid,  the 
parent  who  subjects  the  child  to  beatings  or  who 
sets  goals  and  standards  for  the  child  far  above 
what  can  be  expected  of  him  in  view  of  his  in- 
tellectual and  experiential  immaturity  also  sows 
seeds  for  a devaluated  image  of  the  self.  Strong 
sibling  rivalry  in  the  event  of  an  older  child  who 
sees  his  parents  transfer  their  love  and  attention 
to  a newcomer  is  another  condition  that  is  seen 
with  great  frequency,  especially  in  a child  who 
feels  insecure  in  his  relationships  with  his  parents. 
Such  a child  may  interpret  the  transfer  of  love 
to  the  younger  child  as  a sign  of  abandonment 
and  an  indication  that  there  is  something  wrong 
with  himself.  Also  a younger  child  who  is  un- 
able to  attain  to  the  performances  of  an  older 
sibling  and  who  is  whipped  up  into  a frenzy  of 
competitiveness  by  goading  parents  or  relatives 
is  also  apt  to  develop  inferiority  feelings. 

It  is  true  in  some  cases  that  an  analysis  of  the 
determinants  in  the  child-parent  relationship 
may  start  a curative  process  going,  but  un- 
fortunately this  does  not  happen  nearly  so  often 
as  one  might  expect.  Usually  a search  for 
causation  yields  little  except  that  it  provides  the 
patient  with  a chance  to  pass  responsibility  for 
his  problems  on  to  the  parents.  In  this  way  it 
gives  him  an  opportunity  to  rationalize  his 
possibilities  for  change  on  the  basis  that  it  is  too 
late  for  him  to  do  anything  about  the  way  he 
was  reared. 

The  question  that  often  arises  is  whether  re- 
building the  self-esteem  would  not  dissipate  the 
neurotic  symptoms  and  the  defensive  coping 
devices  that  issue  from  the  feelings  of  helpless- 
ness. There  is  little  doubt  that  were  we  able  to 
rebuild  devaluated  self-esteem  in  a patient  the 
effect  would  be  ameliorative  if  not  curative. 
The  important  problem  is  the  technic  by  which 
the  self-esteem  can  be  restored. 

Reassurance  and  praise  are  devices  as  old  as 
psychotherapy  itself  and  are  based  on  the  theory 
that  if  we  inflate  the  patient’s  ego  he  will  res- 
urrect himself  from  his  plight.  Unquestionably 
there  are  some  individuals  who  respond  almost 
miraculously  to  therapy  of  this  type.  When  we 
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analyze  the  character  structure  of  these  patients 
we  find  that  they  are  usually  compulsively  de- 
pendent individuals  who  have  established  a 
relationship  with  the  psychotherapist  through 
which  they  yield  themselves  completely  to  his 
opinions  and  demands.  In  a situation  such  as 
this,  the  individual’s  self-esteem  is  based  on  how 
well  he  believes  he  is  regarded  by  the  therapist. 
Reassurance  in  this  type  of  patient  will  certainly 
restore  his  self-esteem.  This,  however,  is  only 
temporary,  for  the  self-esteem  will  be  main- 
tained only  so  long  as  there  is  confidence  in  the 
protective  and  magical  properties  of  the  thera- 
pist. Unfortunately  the  dynamics  of  the  de- 
pendency relationship  are  such  that  intense 
feelings  of  hostility  generate  themselves  when 
whims  and  fancies  are  not  fulfilled  by  the  magical 
protector.  The  patient’s  demands  eventually 
become  inordinate,  and  his  hostility  at  not  hav- 
ing his  demands  fulfilled  may  become  so  intense 
that  the  relationship  will  terminate  explosively. 
The  patient  will  then  embark  on  a quest  to  find 
stronger  and  more  generous  hosts. 

In  some  instances  patients  will  actually  be 
plunged  into  panic  by  reassurance  and  praise  on 
the  part  of  the  physician.  The  basis  for  this 
anxiety  is  often  the  exorbitant  expectations 
that  the  patient  has  of  himself  and  the  secret 
wish  to  attain  to  extraordinary  accomplishments. 
The  fear  of  failure  so  frequently  encountered  may 
stem  from  a twofold  cause:  first,  the  coming 
face  to  face  with  the  inadequate,  contemptible 
image  of  the  self  in  failure,  and,  second,  the  dis- 
covery that  one’s  abilities  and  potentialities  are 
no  more  than  merely  human.  Such  patients  are 
unconsciously  arrogant  to  an  extreme,  and  while 
they  overtly  flagellate  themselves  with  their  in- 
adequacies, secretly  they  expect  and  hope  that 
others  will  detect  in  them  superhuman  qualities. 
Reassurance  precipitates  rage  and  despair,  for 
the  patient  feels  that  the  physician  is  satisfied 
with  him  the  way  he  is  and  threatens  to  dissolve 
the  image  of  what  he  would  like  to  be  before  his 
very  eyes.  Under  such  circumstances  the 
physician  may  be  rejected  as  incompetent  or 
hostile. 

Another  reason  why  praise  and  reassurance 
may  fail  is  that  the  entire  structure  of  self- 
devaluation may  serve  a vital  purpose  of  pro- 
tecting the  self  from  injury  or  may  act  as  a 
means  of  pleading  for  love  and  protection  on  the 
basis  of  one’s  helplessness.  This  is  often  the 
case  if  the  patient  as  a child  got  security  from 
his  parents  through  submission  or  if  the  under- 
mining of  the  self  became  a condition  essential  to 
being  loved.  As  a result,  any  attempt  to  assure 
him  that  he  is  not  a helpless,  inadequate  individ- 
ual may  threaten  to  remove  an  important  pro- 
tective mechanism.  There  are  some  patients 


who  actually  capitalize  on  the  low  opinion  of 
themselves,  seeking  opportunities  to  tear  them- 
selves dowm,  thereby  gaining  vicarious  pleasures. 
In  addition  to  the  masochistic  yielding  to  suffer- 
ing as  penance  for  forbidden  impulses  or  fantasies, 
some  patients  use  self-debasement  as  a means 
of  excusing  themselves  from  activities  and  in- 
terests indulged  in  by  normal  people.  If  one  is 
inept  and  helpless  one  may  be  excused  from  re- 
lating himself  emotionally  to  other  persons. 
Here  unconscious  fears  inhibit  the  individual  from 
expressing  sexual  and  social  needs,  and  the  low 
self-esteem  is  used  as  an  escape  mechanism.  This 
mechanism  the  patient  will  hold  onto  in  spite  of 
praise  or  reassurance. 

Other  methods  of  rebuilding  self-esteem  are 
perhaps  more  efficacious.  Among  these  is 
occupational  therapy.  A skilled  therapist  can 
often  turn  many  of  the  patient’s  frozen  energies 
that  have  been  inhibited  by  a fear  of  failure  into 
creative  channels.  When  -the  patient’s  ex- 
pectations of  himself  are  not  too  exorbitant,  it 
is  possible  that  his  entire  estimate  of  himself 
may  be  rebuilt  by  activities  along  a creative  line. 
The  process  is  necessarily  a long  one  since  it  in- 
volves a rebuilding  of  self-confidence  and  a feel- 
ing that  one  can  function  independently  without 
the  need  of  a magical  protector  and  without  the 
fear  of  being  injured  for  what  he  considers  to  be 
aggressiveness  on  his  part.  Occupational  ther- 
apy and  the  externaiization  of  interests  into  such 
channels  as  hobbies,  welfare  work,  and  social 
activities  may,  by  adding  to  the  self-esteem, 
permit  the  ego  to  proceed  to  a more  or  less  com- 
plete repair. 

The  tenacity  with  which  patients  cling  to  the 
devaluated  image  of  themselves  is  always  con- 
founding unless  we  analyze  the  character  struc- 
ture to  determine  what  the  patient  symbolically 
believes  his  self-esteem  is  based  upon.  Only  by 
analyzing  these  symbols  can  we  deal  effectively 
with  the  structure  of  his  diseased  regard  of  self. 
For  example,  a compulsively  dependent  person 
measures  his  self-esteem  in  terms  of  whether  he 
is  loved  or  approved  of  by  the  person  upon  whom 
he  leans.  The  individual  whose  personality  is 
one  of  aloofness  and  self-sufficiency  will  regard 
himself  with  contempt  when  he  accepts  help 
from  another  person.  His  self-regard  is  based 
upon  a need  to  maintain  his  individuality,  which 
in  turn  generates  strivings  to  ward  off  those  in- 
timacies that  encroach  on  his  privacy.  To  ac- 
cept help  or  love  or  advice  from  another  is  to  him 
a sign  of  weakness.  The  perfectionistic  individ- 
ual suffers  a shattered  self-esteem  whenever  any 
of  his  thoughts  or  acts  are  in  any  way  imperfect 
or  assailable.  The  self-esteem  of  the  narcissistic 
individual  is  based  upon  how  much  he  is  admired 
and  praised  by  others.  The  self-regard  of  the 
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compulsively  ambitious  person  is  proportionate 
to  his  material  achievements.  The  neurotic 
who  has  an  unquenchable  thirst  for  power  is 
secure  only  when  he  is  strong  and  invulnerable 
and  when  he  dominates  and  controls  others. 
The  compulsively  modest  soul  is  secure  within 
himself  only  when  he  makes  himself  incon- 
spicuous. It  is  apparent  that  unless  we  know 
the  determinants  of  the  patient’s  self-esteem  we 
may  be  unable  to  help  him  overcome  his  prob- 
lems. 

Whether  or  not  a deep  analysis  is  necessary  in 
all  cases  is  open  to  question.  There  are  some 
persons  borderline  to  psychotic  whose  egos  may 
be  unable  to  tolerate  the  powerful  emotions 
released  by  analytic  therapy.  On  the  other 
hand,  deep  unconscious  modes  of  mental  func- 
tioning may  express  self-devaluation  in  terms  of 
primitive  symbolism,  as,  for  instance,  in  terms 
of  phallic  loss  or  possession.  Deep  fantasies 
may  involve  a fear  of  emasculation  in  the  male 
and  a contempt  for  femininity  in  the  female, 
and  there  may  be  attempts  to  restore  a fancied 
damage  to  oneself  by  various  rituals,  compulsive 
phenomena,  and  physical  symptoms  whose  mean- 
ing can  be  understood  only  when  their  symbolism 
is  translated. 

Perhaps  the  best  tool  available  for  the  re- 
building of  self-esteem  is  the  interpersonal  re- 
lationship that  develops  between  the  physician 
and  patient  during  the  therapeutic  process.  In 
this  the  patient  lives  through  the  drama  of  his 
attitudes  toward  himself  and  others  and  is  pro- 
vided with  insight  into  how  he  functions  while 
re-experiencing  his  customary  patterns  of  be- 
havior. During  treatment  the  patient  learns 
the  dynamic  function  of  this  low  self-regard  as 
well  as  the  defensive  devices  he  employs  to  pro- 
tect himself  from  his  helplessness.  Psycho- 
therapy is  most  effective  when  it  ceases  to  be  a 
pallid  intellectual  process  in  which  the  physician 
attempts  to  enlist  the  logic  of  the  patient  to 
explain  away  his  symptoms.  Rather,  it  is 
through  the  emotional  experience  of  the  patient’s 
relationship  with  another  human  being,  who 
happens  to  be  the  doctor,  that  the  patient  re- 
orients himself  to  the  world  and  rebuilds  his 
attitudes  toward  himself.  Self-esteem  is  so 


inextricably  intertwined  with  the  entire  char- 
acter structure  that  an  analysis  of  the  person- 
ality in  operation  as  it  functions  in  the  thera- 
peutic relationship  is  an  almost  indispensable 
condition  in  the  process  of  cure. 

Summary 

During  psychotherapy  it  may  become  appar- 
ent that  the  central  neurotic  process  is  a tre- 
mendously devaluated  self-esteem,  of  which  the 
patient  is  only  partially  conscious.  This  dis- 
eased attitude  toward  the  self  sets  into  motion 
defensive  devices  such  as  detachment,  manifold 
inhibitions,  inordinate  dependencies,  masochis- 
tic, paranoid,  and  grandiose  strivings.  How  to 
rebuild  the  patient’s  devaluated  self-esteem  be- 
comes a problem  of  vital  importance.  Thera- 
peutic attempts  aimed  at  exposing  the  depth 
and  destructiveness  of  the  patient’s  contemp- 
tuous image  of  himself  may  be  both  ineffectual 
and  dangerous.  Similarly,  removal  of  his  pro- 
tective devices,  such  as  his  dominancy,  power 
strivings,  and  needs  for  perfectionism,  may 
precipitate  panic,  for  they  are  defensive  mecha- 
nisms which  shield  him  from  helplessness  and 
isolation.  A probing  of  the  genetic  determi- 
nants which  have  produced  his  helplessness  may 
accomplish  little  other  than  to  provide  him  with 
a scapegoat  on  which  he  can  shift  responsibility 
for  his  condition.  Reassurance  and  praise  fre- 
quently fall  short  of  their  therapeutic  goal,  and 
attempts  to  acquaint  the  patient  with  the  fact 
that  he  is  not  so  contemptible  as  he  had  supposed 
and  therefore  need  not  employ  his  neurotic  pro- 
tective devices  are  usually  without  benefit. 

The  most  potent  therapeutic  device  available 
is  the  emotional  experience  that  develops  in  the 
interpersonal  relationship  between  the  physician 
and  patient.  In  this  relationship  the  character 
structure  of  the  patient  unfolds  itself  and  the 
symbols  by  which  he  measures  his  estimate  of 
himself  are  analyzed  as  he  experiences  them 
actively.  The  extent  of  the  re-evaluation  of  the 
self  occurs  in  proportion  to  the  ability  of  the 
patient  to  gain  insight  into  his  character  struc- 
ture and  his  ability  to  reorient  himself  to  others 
during  the  experience  of  his  relationship  with  the 
physician. 


HYPERTENSION  AFTER  FORTY 
On  the  basis  of  blood  pressure  readings  on  14,849 
persons  over  40  years  of  age,  Commander  A.  M. 
Master  (M.C.)  USNR;  H.  H.  Marks,  A.B.,  Beth- 
esda,  Maryland;  and  Captain  Simon  Dack  (M.C.), 
Army  of  the  United  States,  report  in  the  Journal 
of  the  American  Medical  Association  that  they 


believe  “The  presence  of  hypertension  at  age  40 
and  over  is  so  common  that  a mild  degree  and  per- 
haps even  a ‘moderate’  degree  can  no  longer  be 
considered  abnormal.  Limits  of  normal  blood 
pressure  at  these  ages  should  therefore  be 
raised ” 


PSYCHIATRY  IN  A GENERAL  HOSPITAL 

C.  P.  Oberndorf,  M.D.,  New  York  City 


AT  A dedication  in  the  fall  of  1941  of  the  new 
buildings  of  a mental  hospital  devoted 
primarily  to  the  care  of  recoverable  mental  cases, 
one  of  the  speakers  advanced  the  idea  that  more 
hospitals  of  this  type  would  obviate  the  necessity 
in  the  future  for  huge  institutions  devoted  to  the 
care  of  the  chronically  mentally  ill.  The  hope  for 
the  prevention  of  mental  disease,  however,  rests 
not  particularly  in  hospitals  where  hopeful  forms 
of  mental  disease  are  treated,  but  far  more  speci- 
fically in  agencies  in  closer  and  more  direct  con- 
tact with  the  whole  population  than  any  hos- 
pital for  psychiatric  cases  can  ever  be.  I refer 
to  common  and  collegiate  schools,  general  hos- 
pitals, and  particularly  to  outpatient  psychiatric 
clinics  where  emotionally  disturbed  and  confused 
persons,  still  active  and  attempting  to  carry  on 
their  life  tasks,  are  first  seen. 

Universality  of  the  Psychic  Function  in 
Disease 

Before  the  days  of  intense  specialization,  which 
we  can  date  from  the  beginning  of  the  present 
century,  the  family  physician  treated  a person 
afflicted  with  any  form  of  disease  and  was  likely 
to  care  for  the  same  patient  many  times  during 
his  life,  attending  all  his  illnesses  from  birth  to 
death.  Through  these  frequent  contacts  he 
knew  many  characteristics  of  his  patient’s  psy- 
chic make-up,  many  facts  bearing  upon  his  im- 
mediate and  past  social  difficulties,  and  the  most 
important  influences  of  heredity  and  environment 
to  which  he  had  been  subjected  from  childhood. 
Through  this  he  had  learned  how  the  patient  as 
a person  met  physical  injury,  personal  loss,  or 
reacted  to  an  infectious  disease. 

The  necessity  for  expert  skill  in  diagnosis  and 
operation  fostered  the  tendency  toward  speciali- 
zation, but  the  specialist  no  longer  observed  the 
patient  in  a sickroom  that  reflected  his  own 
personality,  and  perhaps  also  the  personality  of 
his  forebears.  Often  he  saw  him  for  the  first 
time  in  a hospital  bed  divested  of  all  significant 
elements  including  even  his  normal  manner  of 
dressing.  The  physician  thereby  lost  valuable 
aids  in  planning  the  treatment.  To  be  sure,  he 
might  detect,  or  learn  from  interns  or  nurses,  that 
the  patient  was  of  the  apathetic,  stubborn,  dull, 


Author’s  Note:  Elaborated  from  a lecture  delivered  at 
the  New  York  Psychoanalytic  Institute  on  April  24,  1942. 
The  observations  are  based  upon  more  than  twenty-five 
years’  experience  at  Cornell  University  Clinic  (1909-1922), 
Bellevue  Hospital  (Second  Division,  1914-1922),  and  at 
Mount  Sinai  Hospital  and  the  Out-Patient  Clinic  of  Mental 
Health  (1913-1939). 


uncooperative,  anxious,  or  restless  type.  But 
even  a most  painstaking  history  by  the  average 
intern  would  not  be  likely  to  indicate  what 
manner  of  man  had  a broken  leg  or  a pneumonia. 

Furthermore,  the  visiting  physician  of  a hos- 
pital who  supervises  the  treatment  on  the  wards 
often  of  necessity  sees  relatively  little  of  the  pa- 
tient after  a satisfactory  diagnosis  has  been  es- 
tablished and  treatment  has  been  outlined. 
Only  when  some  acute  situation  arises  which  re- 
directs his  attention  to  the  medical  problem  does 
he  again  study  the  patient  as  a person.  To  a 
lesser  degree  this  applies  to  private  patients  in 
hospitals — especially  surgical  cases.  This  not- 
withstanding, people  who  are  patients  in  hos- 
pitals have  the  same  peculiarities  and  needs  for 
individualization  that  the  family  doctor  learned 
to  consider  through  long  contact. 

The  Scope  of  Psychiatry 

To  what  extent  is  it  possible  for  still  another 
specialist,  the  psychiatrist,  in  this  plethora  of 
specialists  successfully  to  approach  this  person- 
patient  in  the  general  hospital  isolated  from  his 
emotional  attachments?  Hocking,  in  his  recent 
essay,  remarks:  “The  psychiatrist  is  the  embodi- 
ment of  applied  science,  attempting  to  deal  with 
the  ravages  of  the  mistakes  of  science.  What  he 
finds  is  that  more  science  is  not  enough.”1  As  a 
rule,  the  psychiatrist’s  services  are  called  for 
only  when  the  refractory  or  apathetic  attitude 
of  the  patient  is  obviously  interfering  with  the 
success  of  therapy,  or  when  recognized  proce- 
dures have  failed  to  establish  a satisfactory 
diagnosis. 

The  psychiatrist  begins  his  work  under  a 
handicap  because  the  environment  of  the  ward 
is  so  mechanical  that  the  patient  becomes  a part 
of  the  iron  bed  on  which  he  lies.  This  is  reflected 
in  such  terminology  as  “Bed  6 has  a Ca.”  To  be 
sure,  the  human  element  is  often  effectively 
introduced  through  the  nursing  and  the  resident 
staff  or,  in  a few  hospitals,  through  the  social 
service  interview.  However,  the  emphasis  in 
the  training  of  the  nurse  and  intern  in  the  general 
hospital  has  usually  been  put  on  physical  pro- 
cedures and  physical  methods.  It  is  therefore 
difficult,  with  the  heavy  preponderance  of  in- 
terest in  physical  procedures,  for  instructors  in 
psychologic  medicine  to  convey  the  idea  that 
psychiatry  is  essentially  concerned  with  the 
emotional  constitution  of  the  patient  and  his 
subjective  reactions.  So  it  is  understandable 
that  when  a student  physician  or  nurse  first  hears 
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of  dementia  praecox,  his  previous  conception  of 
diagnosis  makes  him  regard  this  condition  as  a 
disease  which  the  patient  has  acquired,  as  he 
might  acquire  the  mumps,  not  as  a condition 
which  is  essentially  the  person. 

It  is  customary  for  every  good  physician  to 
take  into  consideration  some  of  the  elements 
called  neurotic  or  psychotic  which  complicate 
physical  conditions.  Without  recognizing  them 
he  could  not  be  a good  physician.  The  best 
physicians  possess  a strong,  highly  intuitive, 
common  sense  evaluation  of  certain  emotional 
forces  working  with  or  against  their  medical  and 
physical  procedures.  However,  without  some 
knowledge  about  the  mechanisms  which  are 
operating,  the  physician’s  intuitive  evaluations 
cannot  carry  him  very  far  in  the  management  of 
neurotic  conditions,  the  depressions,  or  the 
negativism  that  complicate  disease. 

Most  practitioners  will  agree  that  a large  pro- 
portion— perhaps  three-quarters — of  their  daily 
practice  consists  of  treating  patients  with  com- 
plaints due  to  dissatisfaction  with  life.  These 
complaints  are  referred  by  the  disgruntled  person 
to  various  organs  of  the  body,  most  frequently  as 
headaches,  gastrointestinal  disturbances,  or  car- 
diac dysfunction.  The  reassurance  of  the  pa- 
tient by  his  doctor,  in  whom  he  has  confidence — 
or,  in  psy choanal ytic  terminology,  “to  whom  he 
has  a positive  transference” — often  suffices  to 
allay  temporarily  the  dissatisfactions  converted 
into  bodily  complaints,  the  “sick  and  tired  feel- 
ings,” or  “faint  heart.”  Many  of  these  patients 
can  be  treated  only  by  accepted  remedies  and 
would  scoff  at  the  suggestion  that  their  stomach- 
ache represented  a psychologic  “belly-aching.” 
On  the  other  hand,  the  average  physician  is  re- 
luctant to  admit  the  limitations  and  inadequacy 
of  his  therapeutic  skill  and  may  continue  to 
treat  on  a physical  basis  symptoms  which  he  may 
suspect  to  have  a strong  emotional  content — 
sometimes  for  fear  of  offending  his  patient. 

Transference  in  a Hospital  Ward 

In  the  patient-doctor  relationship  with  the 
family  doctor,  a certain  degree  of  confidence  is 
gradually  established.  Perhaps  the  very  choice 
of  the  particular  doctor,  when  there  is  more  than 
one  in  the  town,  indicates  an  empathy  which  the 
patient  has  for  that  physician.  This  may  be  for 
one  of  many  reasons,  but  the  two  most  obvious 
and  frequent  would  be  an  identification  of  the 
physician  with  a firm,  dependable  father,  or  a 
good,  sympathetic  mother. 

In  the  unconscious,  almost  every  illness,  even 
a broken  leg  sustained  in  an  automobile  accident, 
is  associated  by  the  patient  with  a feeling  of 
punishment.  It  is  often  accompanied  by  an 


unexpressed  feeling  of  guilt  and  a search  for  the 
moral  cause  of  the  punishment.  The  physician 
becomes  an  agent,  paternal  or  maternal  in  pat- 
tern, who  can  be  relied  upon  to  absolve  as  well  as 
to  heal.  Patients  with  deep  religious  convic- 
tions may  invest  the  hospital  of  their  faith,  the 
Sacred  Heart,  Baptist,  or  Israel,  with  additional 
potentiality  for  cure,  absolution,  redemption. 

However,  the  patient’s  choice  of  a hospital, 
when  there  is  a choice,  is  based  upon  confidence 
in  a relatively  abstract  idea  of  a group.  “The 

Medical  Center  is  a good  place.”  Here  the 

confidence  resides  in  a concept  of  strength  and 
power  rather  than  in  a single  living  person  with 
human  interest.  Although  confidence  in  the 
hospital  may  be  strong,  there  can  be  no  direct 
evidence  of  sympathy  and  reassurance  from  the 
hospital  to  the  patient  comparable  to  that  of 
human  interplay.  This  the  patient  always  con- 
sciously or  unconsciously  expects  and  usually 
receives  from  the  private  physician  of  his  choice. 
To  obtain  such  needed  reassurance  the  hos- 
pitalized patient  may  unconsciously  exagger- 
ate his  symptoms  based  on  physical  pathology, 
following  the  mechanism  of  secondary  gain 
through  illness,  to  satisfy  an  urgent  need  for 
attention. 

Thus  the  psychiatrist  who  approaches  the  pa- 
tient in  the  environment  of  a hospital  public  ward 
is  handicapped  by  the  fact  that  the  primary  trans- 
ference has  already  been  made  to  the  abstract 
concept  of  a group  of  which  he,  the  individual 
physician,  is  a comparatively  minor  force.  The 
constant  impact  on  the  patient  of  the  multi- 
formed  forces  of  this  hospital  environment  makes 
extremely  difficult  any  establishment  of  a strong 
transference  to  the  psychiatrist.  In  addition, 
the  psychiatrist  cannot  avoid  having  the  little 
positive  transference  remaining  with  the  patient 
become  diffused  among  the  various  individuals 
with  whom  the  latter  comes  in  contact.2 

Other  conditions  also  tend  to  make  the  psycho- 
logic approach  to  the  hospitalized  patient 
troublesome.  For  instance,  even  the  most  in- 
telligent person  has  a desire  for  the  quickest  form 
of  relief  from  his  suffering.  This  wish,  in  persons 
whom  one  would  least  suspect,  may  be  deep  and 
urgent  and  may  take  the  form  of  a hope  for  the 
magical  disappearance  of  the  illness.  The  faith 
in  magic  is  psychologically  closely  associated 
with  confidence  in  the  powerful  father  or  indul- 
gent mother,  but  the  element  of  animism  is  also 
included  in  it.  During  the  centuries,  such  primi- 
tive animism  gradually  became  associated  with 
pills  and  medicines,  and  later  with  surgery,  elec- 
tricity, radium,  complicated-looking  apparatus, 
etc.  At  the  moment,  magic  resides  in  vitamins. 

A patient  in  his  iron  bed,  whose  symptoms  are 
primarily  neurotic  but  who  sincerely  regards 
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them  as  physical,  generally  has  a belief  in  and  a 
desire  for  some  magical  cure  beyond  that  which 
the  average  patient  expects.  He  is  prone  to  be 
envious  of  any  elaborate  treatments  which  other 
patients  receive.  Unless  he  has  become  dis- 
appointed in  the  failure  of  these  physical  minis- 
trations to  produce  results  or  is  beginning  to  feel 
that  his  worries  may  have  caused  his  physical 
troubles,  he  is  not  likely  to  be  ready  for  and  to 
welcome  the  new  physician  with  a psychologic 
approach. 

Even  though  the  patient  is  fairly  receptive  to  a 
psychiatric  approach  and  the  psychiatrist  does 
make  some  impress,  he  still  remains  subject  to 
influences  which  tend  to  hinder  the  psychiatrist’s 
aims.  Quite  unwittingly,  the  interns  and  nurses 
may  make  remarks  that  indicate  to  the  patient 
that  what  he  needs  is  another  metabolism  test,  a 
different  type  of  colonic  irrigation,  a new  sedative 
or  hypnotic. 

Also,  the  privacy  of  a strictly  personal  conversa- 
tion is  difficult  to  maintain  behind  bed  curtains. 
The  patient  becomes  restless,  wary,  and  self- 
conscious,  thinking  that  the  occupants  of  ad- 
jacent beds  are  listening.  For  satisfactory  work 
the  psychiatrist  is  entitled  at  least  to  a consulta- 
tion room  in  which  his  investigation  into  a pa- 
tient’s emotional  problems  can  be  carried  on  in 
quiet  and  at  leisure.  Every  type  of  neurotic  or 
psychotic  patient  finds  his  way  into  a general 
hospital  either  because  of  his  psychic  condition 
or  because  of  some  definitely  physical  affliction. 
Hence,  a necessity  exists  in  any  large  hospital  for 
a few  private  rooms  where  sensitive,  neurotic 
patients  can  be  temporarily  isolated  for  study. 

When  the  nature  of  the  emotional  problem  has 
been  determined  and  the  symptoms  are  found 
to  be  preponderantly  psychologic,  the  patient 
should  be  transferred  as  soon  as  possible  to  the 
outpatient  clinic  for  further  treatment. 

One  of  the  most  discouraging  aspects  of  psy- 
chiatric work  in  a general  hospital  is  the  fact  that 
it  frequently  cannot  be  continued  for  any  length 
of  time.  The  main  cause  for  this  is  the  necessity 
of  vacating  the  bed  as  soon  as  the  patient  is  suffi- 
ciently well  to  leave  the  hospital.  Another  fre- 
quent reason  for  discontinuing  the  psychiatric 
work  is  the  need  which  the  patient  may  develop 
for  intensive  medical  or  surgical  treatment  be- 
cause of  some  intercurrent  affection.  The  psy- 
chiatrist may  have  spent  several  hours  obtain- 
ing certain  social  and  personal  facts,  but  when  the 
patient  is  transferred  to  the  department  which 
his  predominant  symptom  indicates,  this  informa- 
tion becomes  almost  useless  because  the  patient’s 
contact  with  the  psychiatrist  ceases.  This  is 
not  only  a waste  of  time  for  the  psychiatrist  but 
often  conditions  the  patient  against  future  psy- 
chiatric approach.  Such  psychiatric  work  is  a 


frequent  occurrence.  It  is  comparable  to  scrub- 
bing up  the  skin  of  a patient  for  an  operation 
which  never  occurs,  and  many  patients  with  psy- 
chiatric problems  are  easily  rubbed  raw. 

Psychiatric  Therapy  in  Outpatient  Clinics 

The  effectiveness  of  an  outpatient  clinic  de- 
pends first  and  foremost  upon  leadership  and 
personnel.  One  may  then  say  that  the  per- 
sonnel depends  upon  the  leadership,  for  without 
vigorous,  continuous,  and  imaginative  leader- 
ship such  a clinic  soon  falls  into  a monotony  of 
routine  which  eventually  is  reflected  in  per- 
functory care  and  desultory  interest  in  the  pa- 
tients. 

For  effectiveness  in  all  psychiatric  therapy, 
whether  in  private  practice,  clinics,  or  general  or 
psychiatric  hospitals,  there  must  be  a continuity 
in  treatment  and  in  philosophy  of  approach.  By 
this  I do  not  mean  to  say  that  there  is  only  one 
philosophy  of  approach,  such  as  suggestion,  per- 
suasion, discipline,  or  psychoanalysis  with  its 
emphasis  on  mechanisms  and  the  unconscious. 
Nor  is  any  one  philosophy  adaptable  to  all  pa- 
tients. In  general,  it  must  be  the  function  of  an 
outpatient  clinic  as  a whole,  and  of  each  individ- 
ual physician,  to  give  the  patient  reassurance 
and  support,  especially  at  the  beginning  of  the 
contact,  regardless  of  what  the  psychiatric  dis- 
order may  be. 

If  it  is  true  that  such  continuity  and  support 
are  essential,  then  it  is  evident  that  for  the  ther- 
apy to  be  effective  the  same  clinic  physician 
should  be  available  to  the  patient  at  not  too  in- 
frequent intervals.  Both  private  and  clinic  ex- 
perience indicate  that  for  most  cases  a visit  three 
times  a week  is  sufficient  to  meet  the  needs  at  the 
beginning  of  treatment  or  during  acute  phases 
arising  later.  Subsequently,  the  frequency  of 
visits  may  be  tapered  off. 

Sometimes  the  transfer  of  a patient  from  the 
hospital  to  the  outpatient  clinic  should  not  be 
made  directly.  Often  it  is  inadvisable  to  do  this 
because  he  must  return  to  a disturbing  situation 
in  his  home.  This  is  particularly  the  case  if  the 
patient  is  still  in  need  of  moral  support  or  quiet 
housing.  For  such  neurotic  and  prepsychotic 
patients,  a special  boarding  or  nursing  home  in 
the  city  is  needed — a “half-way  house.”  Such  a 
home  would  surely  protect  many  patients  against 
going  further  on  the  way  toward  a closed  mental 
hospital.  These  patients  would  be  drawn  not 
only  from  those  who  had  been  previously  ob- 
served in  general  hospital  wards  but  would  also 
include  the  ones  who  frequently  apply  directly 
to  the  outpatient  department  for  treatment. 
Other  patients  would  be  persons  who  are  not 
imminently  threatened  with  psychotic  disorders 
but  who  nevertheless  cannot  or  should  not  be 
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j cared  for  in  their  own  homes  because  of  the 
symptoms  of  their  neurotic  illness.  The  house 
i should  have  facilities  for  group  activities,  occu- 
pational therapy,  and  recreation,  and  the  general 
atmosphere  should  be  conducive  to  reassurance 
and  regularity. 

Patients  would  be  permitted  to  go  to  work  or  to 
vocational  workshops,  actively  help  in  the  care 
of  the  house,  etc.  This  idea  is  not  new.  It  has 
been  in  actual  operation  in  large  converted  houses 
in  Leningrad  and,  more  elaborately,  years  ago  at 
a home  in  Zehlendorf,  near  Berlin.  The  pa- 
tient’s psychiatric  treatment  initiated  at  the 
hospital  or  clinic  would  be  continued  in  the  out- 
patient department  of  the  hospital  where  he  was 
originally  observed,  and  preferably  by  the 
physician  who  made  the  first  contact.  With  the 
benefits  of  a boarding  home  the  scope  of  the 
treatment  of  outpatient  clinics  could  be  ex- 
tended further  and  further  in  its  function  as  an 
outpost  against  the  threat  of  severe  mental  dis- 
ease. 

In  outpatient  clinics  it  is  possible  at  relatively 
little  expense  to  construct  small  cubicles  or  rooms 
where  the  psychiatrist  can  establish  a confidential 
relationship  with  the  patient.  Most  patients  in 
a psychiatric  clinic  are  likely  to  come  expecting 
medicine  or  physical  implementation.  Often 
only  indirect  psychotherapeutic  methods  of  ap- 
proaching the  patient  are  effective,  for  it  is  not 
easy  to  convince  those  habituated  to  diets  and 
medicines  that  their  disease  is  functional.  The 
psychogenic  origin  of  the  symptoms  can  be 
established  and  accepted  by  the  patient  only  in 
a minority  of  cases. 

Treatment  must  be  largely  re-educational, 
persuasive,  and  supportive,  re-enforced  by  a 
social  service  department  that  is  ready  to  help 
the  patient  to  complete  the  physician’s  sugges- 
tions and  that  is  not  above  offering  financial  aid 
in  cases  of  need.  Although  Benjamin  Franklin 
said  it  years  ago,  it  is  still  extremely  “difficult  for 
an  empty  bag  to  stand  upright.”  I might  add 
that  unless  each  bag  is  filled  with  something  more 
substantial  than  psychoanalytic  interpretation 
it  will  seldom  make  an  effort  to  stand  erect  but 
will  go  elsewhere  to  be  filled — even  with  rubbish. 

Occupational  therapy  in  the  outpatient  clinic 
is  of  value  not  only  as  a direct  curative  agency 
but  also  as  a socializing  center.  I believe  that 


it  would  be  found  correct,  if  one  were  to  question 
the  patients,  that  they  often  attend  the  occupa- 
tional therapy  room  not  for  the  baskets  they 
weave  or  the  brass  they  hammer  but  primarily 
to  meet  other  people  and  to  escape  from  the  ten- 
sion of  their  homes.  This  is  understandable,  for 
in  most  homes  a neurotic  person  is  something  of 
a nuisance,  and  in  that  home  is  usually  to  be 
found  the  irritating  influence,  a person  or  a situa- 
tion, which  has  kept  the  neurotic’s  complaints 
alive  and  active. 

Extension  of  the  social  influence  of  the  clinic 
can  be  made  through  the  establishment  of  clubs 
for  patients.  An  interesting  experiment  at  the 
Outpatient  Clinic  of  Mount  Sinai  Hospital  has 
indicated  that  many  patients  who  are  handi- 
capped either  intellectually  or  emotionally  much 
prefer  association  with  people  of  their  own  level 
with  whom  they  feel  on  a par  than  with  others 
better  adapted  socially  with  whom  they  feel  in- 
adequate and  excluded.3 

Psychoanalytic  treatment  can  profitably  be 
given  in  an  outpatient  clinic  in  selected  cases 
when  the  person  harboring  the  neurosis  is  in- 
telligent, not  too  old,  and  when  the  home  and 
occupational  situation  permit  him  to  come 
regularly  three  times  a week  for  at  least  three- 
quarters  of  an  hour.  I have  seen  good  results 
obtained  in  such  cases  where  the  analyst  was 
competent  and  the  patient  was  adapted  to  his 
treatment.  However,  it  is  futile  to  attempt  to 
convey  to  the  average  clinic  patient  psycho- 
analytic dynamics  which  must  appear  to  him 
very  bizarre  and  confusing,  and  which  usually 
are  slowly  accepted  by  the  most  intelligent  pri- 
vate patients  who  visit  the  analyst  five  times  a 
week. 

The  psychiatric  clinic  should  serve  as  a tem- 
porary anchorage  for  those  patients  who  are 
emotionally  and  mentally  adrift,  and,  wrhen 
properly  conducted,  it  does.  The  pilot  for  each 
patient  is  his  individual  psychiatrist,  who  ideally 
should  see  him  through  the  voyage  of  illness  to 
the  harbor  of  cure. 
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TREATMENT  OF  ANGINA  PECTORIS  BY  TESTOSTERONE 
PROPIONATE 

Louis  H.  Sigler,  M.D.,  and  Joseph  Tulgan,  M.D.,  Brooklyn 


WITHIN  the  past  three  years  some  reports 
have  appeared  in  the  literature  stating 
that  symptoms  of  cardiovascular  disease  can  be 
relieved  by  testosterone  propionate* *  given 
intramuscularly.  The  first  to  call  attention  to 
the  beneficial  effects  of  this  hormone  on  vascular 
disease  were  Edwards,  Hamilton,  and  Duntley1 
in  1939.  They  found  by  spectropho  tome  trie 
study  that  there  was  a lack  of  arterial  blood  sup- 
ply in  the  skin  of  castrated  men.  If  such  patients 
are  given  testosterone  propionate,  the  blood 
supply  to  the  skin  increases.  They  also  observed 
beneficial  results  of  this  product  in  3 cases  of 
Buerger’s  disease  and  in  4 cases  of  arteriosclerosis, 
all  of  which  had  intermittent  claudication. 
The  claudication  was  either  greatly  diminished 
or  entirely  abolished,  and  the  peripheral  blood 
supply  was  improved. 

In  1940,  Walker2  reported  beneficial  effects  of 
this  hormone,  as  well  as  of  other  sex  hormones, 
not  only  in  peripheral  vascular  but  also  in 
cardiac  disease.  The  anginal  syndrome  was 
greatly  improved,  and  there  was  an  increase  in 
exercise  and  emotional  tolerance.  He  even 
claimed  to  have  observed  relief  from  paroxysmal 
nocturnal  dyspnea,  and  signs  of  improvement 
in  the  cerebral  circulation.  He  suggested,  how- 
ever, that  the  psychotherapeutic  effect  of  the 
injection  might  have  been  responsible  for  some  of 
the  beneficial  effects. 

In  1941,  Bonnell,  Pritchett,  and  Rardin3  re- 
ported beneficial  effects  of  estrogenic  and  andro- 
genic substances  in  23  cases  of  angina  pectoris. 
They  cited  experimental  evidence  to  indicate 
that  all  sex  hormones  have  a vasodilating  effect 
on  the  coronary  vessels,  which  produces  the 
beneficial  results. 

This  was  followed  in  1942  by  reports  of  Lesser4 
and  Hamm5  on  the  beneficial  effects  of  testos- 
terone propionate  in  angina  pectoris,  and  of 
Walker6  on  the  beneficial  effects  of  this  hormone 
as  well  as  of  estrogenic  substances  in  all  mani- 
festations of  cardiovascular  disease.  The  last 
author  also  observed  a drop  in  blood  pressure 
in  cases  with  hypertension,  and  many  other 
symptoms  due  to  disturbances  caused  by 
cardiovascular  disease  were  relieved. 

We  carried  out  observations  on  the  effect  of 
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testosterone  propionate  in  20  cases  of  angina 
pectoris,  and  feel  that  the  results  are  encouraging 
enough  to  warrant  this  report. 

Selection  of  Cases  and  Procedure 

The  patients  selected  were  men,  varying  in 
age  between  40  and  65  years,  exhibiting  un- 
mistakable evidence  of  the  anginal  syndrome  in  a 
rather  marked  degree.  Twelve  cases  had  at 
least  one  episode  of  coronary  occlusion,  and 
several  of  these  had  two  or  three  such  episodes 
within  a period  of  one  to  five  years  previous  to 
our  observations.  All  cases  showed  a markedly 
hyperactive  cardio-inhibitory  carotid  sinus  reflex, 
previously  described  by  one  of  us,7-8  which  was 
used  as  one  of  the  criteria  of  the  presence  of 
coronary  disease.  Twelve  cases  showed  definite 
abnormalities  in  the  electrocardiogram. 

The  anginal  syndrome  in  all  the  cases  was 
precipitated  by  comparatively  slight  exertion 
and  by  emotional  upset.  Many  of  the  patients 
could  not  walk  more  than  one  block  without  the 
use  of  nitroglycerine.  The  injections  were 
given  in  doses  of  25  mg.  of  testosterone  pro- 
pionate dissolved  in  sesame  oil,  twice  weekly. 

To  rule  out  as  far  as  possible  the  psycho- 
therapeutic effect  of  the  injection  itself,  regard- 
less of  what  the  product  might  be,  a control  was 
used  in  6 cases.  These  patients  received  in- 
jections of  the  testosterone  propionate  in  sesame 
oil  for  a period  of  about  four  weeks,  alternated  by 
a similar  period  when  only  sesame  oil  was  used. 
The  ampules  all  looked  exactly  alike  and  the  pa- 
tient was  not  aware  of  what  he  was  getting.  In 
some  of  these  cases  the  testosterone  propionate 
injections  were  again  resumed  after  sesame  oil 
alone  was  used  over  a certain  period. 

Observations 

There  was  unmistakable  evidence  of  sympto- 
matic relief  from  the  anginal  syndrome  in  11 
cases.  The  precordial  pain  greatly  diminished, 
and  there  was  a feeling  of  well-being.  Patients 
who  could  not  walk  more  than  one  block  before 
without  the  use  of  nitroglycerine  were  able  to 
walk  many  blocks  without  resorting  to  the  use  of 
this  drug.  In  5 other  cases  the  response  was 
less  spectacular,  but  the  patients  nevertheless 
appeared  to  have  had  some  relief.  They  could 
walk  a greater  distance  than  before  without  the 
use  of  nitroglycerine.  In  4 cases  no  relief  what- 
soever was  obtained. 

Relief  from  symptoms,  when  present,  con- 
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tinued  as  long  as  the  testosterone  was  used,  and 
in  some  cases  persisted  for  about  two  to  four 
weeks  after  the  medication  was  discontinued. 
The  symptoms  then  returned  with  increasing 
intensity  until  they  became  as  severe  as  they  were 
before  the  treatment  was  started. 

Although  symptomatic  relief  was  definite, 
objectively  no  changes  were  observed  in  the  physi- 
cal and  electrocardiographic  findings.  The  size 
of  the  heart,  its  rate,  rhythm,  and  sounds  re- 
mained about  the  same.  The  hyperactive  cardio- 
inhibitory  carotid  sinus  reflex  was  not  diminished. 
There  appeared  to  have  been  a tendency  to  a 
reduction  of  the  previous  average  blood  pressure 
level.  In  view,  however,  of  the  marked  spon- 
taneous fluctuations  in  blood  pressure  in  many 
cases,  as  shown  by  one  of  us,9-10  we  are  not  sure 
that  the  average  lower  blood  pressure  level  ob- 


served under  testosterone  propionate  therapy 
was  due  to  such  treatment. 

Because  of  the  striking  difference  in  response 
to  testosterone  propionate  as  compared  with  that 
to  plain  sesame  oil  in  the  control  group,  we  are 
presenting  this  group  in  more  detail. 

Case  Reports 

Case  1. — A 50-year-old  man  complained  of  severe 
precordial  pain  after  walking  as  little  as  three  to 
five  blocks  and  after  a heavy  meal.  The  condition 
followed  an  attack  of  acute  coronary  occlusion  three 
years  before  and  was  getting  progressively  worse. 
Only  nitroglycerine  gave  temporary  relief. 

The  physical  examination  showed  slight  enlarge- 
ment of  the  heart  to  the  left,  the  rate  was  60  to  72 
per  minute,  and  the  rhythm  was  regular.  The  first 
sound  was  diminished  in  intensity,  and  the  second 
sound  was  accentuated.  There  was  a moderately 
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hyperactive  cardio-inhibitory  carotid  sinus  reflex. 
The  peripheral  blood  vessels  were  markedly  sclerotic, 
and  the  blood  pressure  was  140  to  150  systolic  and 
80  to  96  diastolic  on  different  occasions.  The  elec- 
trocardiogram (Fig.  1)  shows  an  iso-electric  T wave 
in  the  second  and  a negative  T wave  with  a large 
Q wave  in  the  third  lead.  These  are  undoubtedly 
the  remains  of  a posterior  left  ventricular  infarction. 

The  patient  received  25  mg.  of  testosterone 
propionate  twice  weekly.  After  the  third  in- 
jection he  showed  marked  symptomatic  relief.  He 
could  walk  2 or  3 miles  without  discomfort.  The 
injections  were  continued  for  about  six  weeks. 
During  this  period  the  pain  occasionally  recurred 
in  a mild  form  after  considerable  exertion. 

The  testosterone  injections  were  then  stopped, 
and  the  patient  was  told  to  return  to  the  clinic  if 
severe  pain  returned.  He  came  back  about  five 
weeks  later  when  the  pain  became  severe  again, 
and  he  was  then  given  plain  sesame  oil  injections 
twice  weekly  for  a similar  period,  with  no  relief 
from  symptoms. 

During  the  time  that  he  received  the  testosterone, 
no  changes  were  noted  in  the  physical  findings, 
and  the  blood  pressure  was  110  to  140  systolic  and 
80  to  90  diastolic. 

Case  2. — The  patient,  a man  46  years  old,  was 
under  observation  at  the  clinic  for  a period  of  six 
years.  He  complained  of  recurring  retrosternal  pain 
radiating  to  the  left  elbow  and  forearm,  which  came 
on  after  he  had  walked  four  or  five  blocks. 

The  physical  examination  showed  nothing  ab- 
normal in  the  heart  except  for  some  muffling  of  the 
first  sound.  A teleroentgenogram  showed  the  heart 
and  the  great  vessels  to  be  normal.  The  electro- 
cardiogram (Fig.  2)  showed  some  slurring  of  the 
QRS  complex,  and  the  voltage  of  this  complex  in 
the  3 conventional  leads  was  within  the  minimum 
limit  of  normal.  The  peripheral  vessels  showed 
slight  sclerosis,  and  the  blood  pressure  was  90  to 
120  systolic  and  56  to  80  diastolic.  He  had  a moder- 
ately hyperactive  cardio-inhibitory  carotid  sinus 
reflex. 

The  only  medication  that  gave  him  relief  was 
nitroglycerine.  Many  other  medications  were  tried 
without  definite  relief. 

He  was  given  sesame  oil  injections  for  about  six 
wreeks,  twice  weekly,  without  relief  of  symptoms. 
He  was  then  given  testosterone  propionate  in- 
jections for  three  weeks,  twice  weekly,  without 
noticeable  change  in  symptoms.  The  pain  con- 
tinued practically  the  same  as  before. 

Case  8. — A man,  42  years  old,  complained  of  pre- 
cordial pressure  radiating  to  the  left  arm  and 
dyspnea  on  walking  one  or  two  blocks.  These 
symptoms  were  of  one  year’s  duration  and  were 
relieved  by  rest  and  nitroglycerine. 

The  heart  was  of  normal  size,  the  rate  was  65  to 
84,  the  rhythm  was  regular,  and  sounds  were  of 
good  quality  with  accentuation  of  the  second  sound 
at  the  aortic  areas.  There  was  a markedly  hyper- 
active cardio-inhibitory  carotid  sinus  reflex.  The 
blood  pressure  wTas  140  to  150  systolic  and  80  to  90 
diastolic.  The  electrocardiogram  (Fig.  3)  shows  left 
axis  deviation,  slight  depression  of  the  QRS-T 


segment  in  the  first  and  elevation  in  the  third  lead 
and  negative  T wave  in  the  first  and  fourth  pre- 
cordial leads. 

He  was  given  fourteen  sesame  oil  injections  within 
a period  of  seven  wreeks  with  no  improvement  in 
symptoms.  Testosterone  injections  were  then  given 
in  doses  of  25  mg.  twice  a week.  After  four  in- 
jections the  patient  had  greatly  improved  and  was 
practically  free  from  symptoms  for  a period  of  seven 
weeks  during  which  he  received  this  therapy.  The 
physical  findings,  however,  remained  unchanged 
and  the  blood  pressure  was  100  to  120  systolic  and 
70  to  84  diastolic. 

Case  4. — A 54-year-old  man  complained  of  severe 
cramp-like  precordial  pain  radiating  to  the  left  arm, 
with  dyspnea,  and  dizziness.  The  symptoms  ap- 
peared after  the  slightest  exertion — such  as  walking 
two  blocks — and  were  getting  progressively  worse 
within  a period  of  one  year.  Nitroglycerine  was 
the  only  drug  that  gave  temporary  relief. 

The  physical  examination  showed  moderate 
enlargement  of  the  heart.  The  rate  averaged  be- 
tween 70  and  84  per  minute,  and  the  rhythm  was 
regular.  The  first  sound  at  the  apex  was  moderately 
diminished,  and  the  second  aortic  sound  was  ac- 
centuated. There  was  a markedly  hyperactive 
cardio-inhibitory  carotid  sinus  reflex.  The  periph- 
eral blood  vessels  were  moderately  sclerotic,  and 
the  blood  pressure  was  160  to  190  systolic  and 
100  to  110  diastolic.  The  electrocardiogram  merely 
showed  left  axis  deviation. 

The  patient  received  25  mg.  of  testosterone  twice 
weekly.  After  two  injections  the  symptoms  were 
greatly  relieved,  and  after  the  third  the  patient  had 
hardly  any  pain  on  exertion.  He  claimed  that  he 
felt  better  than  he  had  in  the  past  three  years.  He 
could  walk  a mile  or  more  without  resort  to  nitro- 
glycerine and  without  pain.  The  physical  findings 
remained  the  same,  however,  and  the  blood  pressure 
was  134  to  180  systolic  and  90  to  110  diastolic. 

Following  sixteen  injections  of  testosterone,  we 
switched  to  sesame  oil  injections  twice  weekly. 
Three  weeks  after  the  last  injection  of  testosterone 
and  while  continuing  the  sesame  oil,  the  patient 
stated  that  he  again  had  considerable  pain  which 
became  progressively  worse  as  the  sesame  oil  in- 
jections were  continued. 

Case  5. — A man,  64  years  old,  complained  of 
squeezing  pains  in  the  precordial  region  radiating 
to  both  arms  and  fingers,  appearing  on  the  slightest 
exertion,  and  even  at  rest.  He  had  been  forced  to 
stop  work  four  years  before.  On  two  occasions 
two  years  apart,  he  was  hospitalized  because  of 
the  severity  of  the  pain.  Only  nitroglycerine 
gave  temporary  relief,  and  he  was  in  the  habit  of 
taking  8 or  10  Vioo-grain  tablets  daily. 

He  had  moderate  enlargement  of  the  heart.  The 
rate  was  62  to  78  per  minute,  and  the  rhythm  was 
regular.  There  was  a systolic  murmur  at  the  apex 
and  the  sounds  were  accentuated.  The  cardio- 
inhibitory  carotid  sinus  reflex  was  markedly  hyper- 
active. The  peripheral  blood  vessels  were  grossly 
sclerotic,  and  the  blood  pressure  was  100  to  140 
systolic  and  70  to  80  diastolic.  His  electrocardio- 
gram showed  merely  left  axis  deviation. 
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After  he  received  two  injections  of  25  mg.  each 
of  testosterone  propionate  the  first  week,  the  pain 
greatly  diminished.  As  the  injections  were  con- 
tinued, the  patient  was  able  to  walk  from  the 
trolley  to  the  hospital,  about  four  long  blocks, 
without  the  aid  of  nitroglycerine.  Formerly  he 
had  had  to  stop  three  or  four  times  on  the  way 
and  had  had  to  resort  to  the  drug  each  time  to  get 
relief.  He  was  also  able  to  sleep  through  the  night 
without  being  awakened  by  his  pain.  The  physical 
findings  remained  unchanged  during  this  period 
and  the  blood  pressure  was  110  to  130  systolic  and 
70  diastolic. 

After  fifteen  injections  of  testosterone  he  was 
given  sesame  oil  injections  twice  weekly.  Four 
weeks  after  discontinuing  the  testosterone,  he  had  a 
recurrence  of  precordial  pain  which  gradually  grew 
worse,  and  he  again  had  to  resort  to  nitroglycerine 
and  a great  deal  of  bed  rest. 

Case  6. — A 50-year-old  man  complained  of  press- 
ing pain  in  the  precordium  which  occurred  on  exer- 
tion and  at  rest,  with  dizziness  of  three  years’ 
duration.  None  of  the  ordinary  medication  gave 
relief. 

His  heart  was  of  normal  size,  the  rate  was  72  to 
80  per  minute,  and  the  rhythm  regular.  The  first 
sound  was  diminished  in  intensity  and  the  second 
accentuated,  A2  being  of  ringing  quality.  There 
was  a moderately  hyperactive  cardio-inhibitory 
carotid  sinus  reflex.  The  peripheral  blood  vessels 
were  markedly  sclerotic  and  the  blood  pressure  was 
130  to  180  systolic  and  80  to  90  diastolic.  His 
electrocardiogram  (Fig.  4,  Section  A)  shows  left 
axis  deviation  and  a very  low  voltage  T wave  in  the 
three  conventional  leads.  Section  B,  obtained  six 
weeks  after  A,  during  the  testosterone  propionate 
therapy,  appears  to  show  slight  improvement  in  the 
T wave.  The  changes,  however,  are  of  insufficient 
degree  to  be  given  significance. 

He  received  25  mg.  of  testosterone  propionate, 
twice  weekly,  over  a period  of  seven  weeks.  During 
this  period  he  was  free  from  pain.  Relief  came  after 
the  third  injection.  The  patient  was  able  to  walk 
as  much  as  a mile  without  discomfort.  He  was  also 
able  to  do  a great  deal  of  work  around  his  home 
without  pain.  His  blood  pressure  varied  from  110 
to  175  systolic  and  60  to  80  diastolic  during  this 
period,  but  no  other  changes  were  noted  in  the 
physical  findings. 

The  injections  were  then  discontinued,  and  the 
patient  was  told  to  return  when  pain  recurred. 
He  has  not  returned  to  the  date  of  this  writing, 
about  two  months  later. 

Case  7. — The  patient,  a 57-year-old  man,  com- 
plained of  severe  pressing  precordial  pain  for  two 
years,  which  was  present  at  rest  and  became  worse 
on  exertion.  Temporary  relief  was  obtained  only 
with  nitroglycerine. 

His  heart  was  of  normal  size,  the  rate  was  80  to 
84  per  minute,  and  the  rhythm  was  regular.  There 
was  a systolic  murmur  at  the  apex  and  aortic 
area.  The  first  sound  was  diminished,  and  the 
second  aortic  sound  was  accentuated.  There  was  a 
markedly  hyperactive  cardio-inhibitory  carotid 
sinus  reflex.  The  peripheral  blood  vessels  were 


markedly  sclerotic  and  the  blood  pressure  was 
140  systolic  and  70  to  80  diastolic.  The  electro- 
cardiogram was  normal. 

He  received  1 cc.  of  sesame  oil  twice  weekly  for 
seven  weeks.  There  was  little  change  in  his 
symptoms  although  now  and  then  he  claimed  to 
have  had  some  relief.  It  must  be  remarked,  how- 
ever, that  during  the  entire  period  in  which  he 
received  these  injections  he  did  not  work  and  rested 
most  of  the  time.  Whatever  relief  he  experienced 
might  well  be  due  to  this  cause,  as  well  as  to  the 
psychotherapeutic  effect  of  the  injection.  His 
blood  pressure  varied  from  90  to  130  systolic  and 
70  to  75  diastolic  during  the  injections. 

Comment 

To  evaluate  any  medication  in  the  treatment 
of  the  anginal  syndrome  we  must  consider  various 
factors  that  may  influence  its  symptomatology. 
Relief  obtained  is  often  erroneously  attributed 
to  the  medication  where  other  factors  may  be 
responsible. 

Of  the  factors  to  be  considered,  the  most  im- 
portant one  is  the  psychologic  effect  of  the  new 
drug,  especially  if  given  by  injection.  Other 
factors  are  the  relative  amount  of  rest  and  relaxa- 
tion that  the  patient  is  receiving  during  the  treat- 
ment as  compared  to  that  before  treatment; 
the  general  constitutional  and  mental  state  of 
the  patient,  which  varies  from  time  to  time  and 
which  has  an  influence  on  the  perception  of  pain; 
the  care  as  to  food,  the  digestive  apparatus,  and 
so  on.  One  has  only  to  look  at  the  array  of  drugs 
and  medicaments  that  were  recommended  in  the 
past  for  this  syndrome  and  highly  praised  by 
their  proponents,  but  were  discarded  later  as 
practically  useless.  Case  7 is  one  in  which  relief 
might  be  attributed  to  a material  which  has  no 
therapeutic  value,  if  no  consideration  is  given 
to  the  other  factors  which  may  be  responsible 
for  the  relief. 

It  is  for  these  reasons  that  we  report  the  ap- 
parently definite  therapeutic  effects  of  testos- 
terone propionate  in  some  cases  of  the  anginal 
syndrome  with  considerable  hesitancy  and 
caution.  We  do  not  wish  to  be  too  optimistic 
from  the  results  on  the  limited  number  of  cases 
that  we  observed.  Although  our  success  has  not 
been  as  frequent,  nevertheless  our  findings  appear 
to  substantiate  the  claims  of  other  observers, 
mentioned  in  the  early  part  of  this  paper,  of  the 
beneficial  effects  of  testosterone  propionate  in 
angina  pectoris.  The  number  of  cases  that 
showed  a definite  response  is  relatively  smaller 
in  our  series.  We  believe  that  it  is  worthy  of 
further  trial  in  a greater  number  of  cases. 

There  are  two  objections  to  the  use  of  the 
product.  One  is  the  cost,  which  is  very  high, 
and  the  other  is  the  necessity  for  its  parenteral 


1428 


SIGLER  AND  TULGAN 


[N.  Y.  State  J.  M. 


use.  These  objections  are  partly  overcome  by 
the  fact  that  effective  results  may  be  obtained 
by  administering  the  product  only  twice 
weekly. 

If  further  use  of  the  product  in  the  anginal 
syndrome  proves  it  to  be  successful  even  in  the 
proportion  of  cases  we  observed  and  if  it  can  be 
produced  in  a form  suitable  for  oral  use  and  at  a 
cheaper  price,  it  may  prove  to  be  a very  valuable 
adjunct  in  therapy  of  the  most  troublesome  form 
of  cardiovascular  disease. 
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EXAMINATIONS  IN  OBSTETRICS  AND  GYNECOLOGY 


Applications  for  the  1944  examinations  of  the 
American  Board  of  Obstetrics  and  Gynecology  are 
being  received  at  the  office  of  the  secretary,  Dr. 
Paul  Titus,  1015  Highland  Building,  Pittsburgh, 
Pennsylvania.  Booklets  of  information  regarding 
Board  requirements  and  examinations,  together 
with  application  forms,  will  be  sent  upon  request. 

All  applications  for  the  year  1944  must  be  in  the 
Secretary's  Office  not  later  than  November  15, 
1943,  ninety  days  in  advance  of  the  Part  I examina- 
tion date. 

Candidates  are  required  to  take  both  the  Part  I 
and  Part  II  examinations.  The  Part  I examina- 
tion consists  of  the  written  paper  and  the  submission 
of  twenty-five  case-history  abstracts,  and  will  be 
conducted  on  Saturday,  February  12,  1944.  This 
examination  will  be  arranged  so  that  the  candidate 
may  take  it  at  or  near  his  place  of  residence.  Upon 
the  successful  completion  of  the  Part  I examination, 
candidates  are  eligible  for  the  Part  II  examination, 
which  consists  of  an  examination  in  pathology  and 
an  oral  examination.  This  is  given  at  the  annual 
meeting  of  the  Board  once  each  year,  the  time  and 
place  of  which  will  be  announced  later. 

The  Office  of  the  Surgeon  General  (U.S.  Army) 
has  issued  instructions  that  men  in  service  who  are 
eligible  for  Board  examinations  be  encouraged  to 
apply  and  that  they  request  orders  to  “detached 
duty"  for  the  purpose  of  taking  the  examinations 
whenever  possible. 

The  annual  meeting  of  the  American  Board  of 
Obstetrics  and  Gynecology  was  held  at  Pittsburgh 
from  May  20  to  May  25,  at  which  time  108  candi- 
dates were  certified. 

A number  of  changes  in  Board  regulations  and 
requirements  were  put  into  effect.  Several  of  these 
changes  are  designed  to  broaden  the  requirements 
for  candidates  in  service.  Examples  are  the  allow- 
ance of  a stipulated  amount  of  credit  toward  special 
training  requirements  for  men  in  service  and  as- 
signed to  general  surgical  positions,  special  training 
allowances  on  a preceptorship  basis  for  men  assigned 
to  obstetric  or  gynecologic  duties  in  military  hos- 
pitals and  working  under  the  supervision  of  diplo- 
mates  or  recognized  obstetrician-gynecologists,  as 


well  as  credit  toward  the  “time  in  practice"  require- 
ment of  the  Board  to  be  allowed  for  time  in  military 
service. 

The  Board  will  no  longer  require  a general  rotat- 
ing internship,  but  will  now  accept  a one-year  intern 
service,  although  the  rotating  internship  is  prefer- 
able. Such  services  must  be  in  institutions  ap- 
proved by  the  Council  on  Medical  Education  and 
Hospitals  of  the  A.M.A.  Lists  of  such  institutions 
are  published  regularly  in  the  Educational  Number 
of  J. A.M.A. 

The  privilege  of  reopening  applications  by  candi- 
dates who  have  been  declared  ineligible  has  been 
extended  to  two  years  from  date  of  filing  the  appli- 
cation, instead  of  one  year. 

The  Board  has  ruled  temporarily  to  excuse  men 
in  military  service  from  the  submission  of  case 
records  at  the  stipulated  examination  times,  thereby 
permitting  them  to  proceed  without  further  delay 
with  the  Board  examinations.  This  does  not  obli- 
gate the  Board,  however,  to  waive  the  case-record 
requirement  for  such  candidates.  Plans  have  been 
made  to  provide  similarly  for  service  men  upon  their 
eventual  discharge  from  the  armed  forces  and  to 
permit  the  greater  use  of  operations  done  while  in 
residency  or  in  civilian  practice  before  the  war. 

Prospective  applicants  or  candidates  in  military 
service  are  urged  to  obtain  from  the  Office  of  the 
Secretary  a copy  of  the  “Record  of  Professional 
Assignments  for  Prospective  Applicants  for  Certifi- 
cation by  Specialty  Boards,"  which  will  be  supplied 
upon  request.  This  record  was  compiled  by  the 
Advisory  Board  for  Medical  Specialties  and  is 
approved  by  the  offices  of  the  Surgeons  General. 
It  will  enable  prospective  applicants  and  candi- 
dates to  keep  an  accurate  record  of  work  done  while 
in  military  service  and  should  be  submitted  with  the 
candidate's  application,  so  that  the  Credentials 
Committee  may  have  this  information  available  in 
reviewing  the  application. 

Applications  and  bulletins  of  detailed  information 
regarding  the  Board  requirements  will  be  sent  upon 
request  to  the  Secretary's  Office,  1015  Highland 
Building,  Pittsburgh,  Pennsylvania. — Paul  Titus, 
Secretary 


INTRACRANIAL  ARTERIOGRAPHY  WITH  RAPIDLY  EXCRETED 
IODINE  COMPOUND  (DIODRAST) 

J.  Lawrence  Pool,  M.D.,  and  Stewart  Alexander,  M.D.,  New  York  City 


INTRACRANIAL  arteriography,  a useful 
diagnostic  procedure,  had  fallen  into  disrepute 
until  the  present  time  because  the  dye  formerly 
employed  (thorium  dioxide  or  thorotrast)  proved 
to  be  radioactive.  Thorium  dioxide  (thoro- 
trast) is  not  to  be  confused  with  the  iodine  com- 
pound, diodrast,  used  by  us  and  described  in  the 
present  communication.  While  somewhat  simi- 
lar in  name,  the  two  substances  have  entirely 
different  characteristics.  Diodrast,  commonly 
used  for  intravenous  pyelography,  is  not  radio- 
active and  is  entirely  eliminated  from  the  body 
within  a few  hours  after  intravenous  or  intra- 
arterial injection.  Furthermore,  in  weak  con- 
centration it  has  not  proved  harmful  to  the  blood 
vessels  or  to  the  organism  as  a whole,  even  when 
introduced  directly  into  an  internal  carotid 
artery.  We  have  used  diodrast,  with  no  ill 
effects,  for  purposes  of  intracranial  arteriography 
in  9 cases.  (A  total  of  30  injections  of  from  8 to 
15  cc.  apiece  were  made.)  The  procedure  has 
obvious  merit  for  the  localization  of  intracranial 
aneurysms,  angiomata,  neoplasms,  etc. 

Diodrast  is  3,5  diiodo-4-pyridone-N-acetic 
acid  and  diethanolamine.  It  contains  49.8  per 
cent  iodine  firmly  bound  as  organic  iodide,  and 
is  the  same  material  that  is  commonly  used  for 
intravenous  pyelography,  in  which  its  rapid 
elimination  by  the  kidneys  renders  it  effective  as 
a diagnostic  agent.  We  have  used  only  the 
35  per  cent  solution.  In  the  small  dosages  ad- 
ministered (8  to  15  cc.),  none  of  the  systemic 
changes  which  have  followed  large  intravenous 
injections1*2  have  been  observed.  There  is  an 
action  of  vasodilatation,  which  might  suggest 
that  headache  would  follow  intracarotid  in- 
jection, but  this  has  occurred  in  only  one  of  our  9 
cases.  There  have  been  no  significant  altera- 
tions in  pulse  rate,  blood  pressure,  or  respiratory 
rhythm  either  during  or  after  the  injections.  In 
the  use  of  the  35  per  cent  solution,  there  is  a 
negligible  chance  of  vascular  thrombosis  as 
attested  to  by  the  infrequency  of  this  complica- 
tion following  intravenous  pyelography.  If  the 
stronger  70  per  cent  solution  is  used,  this  risk  is 
naturally  enhanced  and  has  been  known  to  occur, 
Robb  and  Steinberg1  having  noted  33  cases  of 
thrombophlebitis  following  the  intravenous  in- 
jection of  the  70  per  cent  diodrast  in  their  first 
238  cases.  The  35  per  cent  concentration  of 
diodrast,  however,  produces  no  perceptible  in- 


jury to  the  blood  vessels  of  man3*4  or  animal.4 
For  this  reason  several  injections  with  x-ray  ex- 
posures may  be  made  in  one  patient  at  a single 
sitting  with  no  great  risk  or  difficulty. 

Priority  for  the  intracranial  use  of  diodrast 
justly  belongs  to  Dr.  Sidney  Gross,6  who  re- 
cently reported  a series  of  10  cases  in  which  the 
dye  had  been  used.  However,  he  injected  the 
stronger — 70  per  cent — solution  and  noted 
alterations  in  pulse  rate,  subjective  sensations  of 
discomfort,  and  occasional  convulsive  mani- 
festations in  some  of  his  patients.  No  such  re- 
actions were  observed  in  our  series,  wherein  the 
weaker  35  per  cent  concentration  was  employed. 
Reports  from  another  source  in  which  the  70  per 
cent  dye  was  used  indicate  that  disastrous  se- 
quelae can  occur,  one  patient  having  suffered  a 
long-standing  hemiplegia  and  coma  following  the 
procedure,  and  another  having  shown  complete 
thrombosis  of  the  carotid  artery  when  it  was  re- 
exposed some  forty-eight  hours  after  the  first  in- 
jection of  the  more  concentrated  solution. 

It  may  be  of  interest  to  state  that  our  work 
with  the  35  per  cent  solution  was  begun  in  July, 
1939,  at  Bellevue  Hospital,  without  the  knowl- 
edge that  others  were  using  this  substance  for 
the  same  purpose.  The  application  of  the  35 
per  cent  solution  was  instigated  by  one  of  us 
(S.  A.),  who  had  previously  had  considerable  ex- 
perience with  diodrast  in  outlining  the  great 
vessels  of  the  heart  and  lungs.7 

A total  of  9 patients  comprises  our  series.  In 
all  of  them  it  was  possible  to  obtain  visualization 
of  intracranial  blood  vessels  on  the  injected  side 
of  the  head,  although  it  must  be  acknowledged 
that  in  some  of  the  earlier  instances  the  visualiza- 
tion was  not  wholly  satisfactory.  The  greatest 
stumbling  block  proved  to  be  difficulty  in  co- 
ordinating the  x-ray  exposure  with  the  injection 
of  the  dye.  This  has  been  largely  overcome  with 
greater  experience.  The  cases  studied  were 
those  in  which  a unilateral  intracranial  lesion 
was  suspected.  So  far  we  have  not  conclusively 
demonstrated  any  pathology  by  this  procedure. 

Technic 

All  cases  were  injected  by  way  of  the  internal 
carotid  artery  under  local  anesthesia.  Prelimi- 
nary medication  consisted  of  morphine  sulfate, 
grain  y6  or  ’A,  supplemented  by  scopolamine, 
grain  Viso.  After  preliminary  infiltration  of  the 
skin  with  1 per  cent  procain  hydrochloride,  suit- 
able drapes  were  sutured  to  the  skin  so  that  the 


From  the  Neurologioal  Service,  Bellevue  Hospital,  New 
York  City. 
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Fig.  1.  Lateral  view  of  skull  showing  outline  of 
vessels  of  left  side  of  brain  during  injection  of  35 
per  cent  diodrast  into  left  internal  carotid  artery. 


head  could  later  be  manipulated  without  en- 
dangering the  sterility  of  the  operative  field.  A 
3-cm.  oblique  incision  was  made  parallel  to  the 
sternocleidomastoid  muscle,  extending  upward 
from  the  level  of  the  thyroid  cartilage.  The  in- 
cision was  carried  through  the  platysma  by  sharp 
dissection  and  continued  by  blunt  dissection 
with  curved  scissors  until  the  external  carotid 
artery  was  exposed.  A coarse  silk  ligature  was 
then  passed  beneath  this  artery  with  an  aneurysm 
needle  so  that  it  could  be  gently  retracted,  thus 
exposing  the  internal  carotid. 

A ligature  was  passed  in  similar  fashion  around 
the  internal  carotid  artery,  care  being  taken  not 
to  include  or  traumatize  the  nerves  within  the 
carotid  sheath.  Subcutaneous  and  cutaneous 
sutures  were  placed  but  not  tied.  The  patient 
was  then  transferred  to  the  x-ray  room.  The 
entire  procedure  was  carried  out  on  a stretcher. 

When  the  subject  was  in  position  beneath  the 
x-ray  apparatus,  the  internal  carotid  artery  was 
exposed  by  suitable  retractors,  and  a curved  No. 
18  needle  was  inserted  into  its  lumen.  The 
needle  was  next  connected  to  a stopcock  and 
syringe  filled  with  15  cc.  of  diodrast.  A section 
of  rubber  tubing  about  4 cm.  in  length  inter- 


vened between  needle  and  stopcock,  so  that  the 
operator’s  hands  would  not  be  in  the  line  of  x-ray 
fire.  With  everything  in  readiness,  5 to  8 cc.  of 
dye  were  rapidly  injected  into  the  vessel,  where- 
upon the  x-ray  exposure  was  begun,  and  the  in- 
jection continued  until  the  exposure  was  com- 
pleted. The  total  dye  injected  amounted  to 
from  10  to  15  cc.  The  x-ray  exposure  lasted  one 
second,  at  200  millivolts.  A Bucky  diaphragm 
was  always  used.  From  two  to  four  injections 
were  made  on  each  patient  at  intervals  of  from 
two  to  five  minutes.  It  was  possible  to  take  not 
only  lateral  views  but  also  anteroposterior 
views.  A sample  film  is  shown  in  Fig.  1.  On 
completion  of  the  procedure  the  needle  was  with- 
drawn, the  wound  packed  with  gauze,  and  gentle 
pressure  exerted  for  from  two  to  five  minutes. 
This  always  served  to  control  extravasation  of 
blood  from  the  site  of  puncture.  The  subcu- 
taneous and  cutaneous  sutures  previously  placed 
were  now  tied  and  the  patient  returned  to  his 
bed.  No  drains  were  necessary. 

In  conclusion  it  seems  worth  repeating  that 
diodrast  in  35  per  cent  concentration  is  a suit- 
able radiopaque  medium  for  injection  into  the 
internal  carotid  artery,  and  must  not  be  con- 
fused with  thorotrast,  which  is  no  longer  con- 
sidered a safe  dye  for  the  purpose  of  angiography, 
intracranial,  or  other  uses. 

Summary 

Intracranial  arteriography  can  be  safely  carried 
out  with  35  per  cent  diodrast.  Stronger  solu- 
tions of  this  dye  are  apparently  not  safe;  8 to  15 
cc.  of  the  material  may  be  injected  under  local 
anesthesia,  as  many  as  four  times  at  one  sitting, 
into  an  internal  carotid  artery  without  ill  effects. 
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PARMLY  FOUNDATION  FOR  RESEARCH 
The  Parmly  Foundation  has  been  established  at 
the  Illinois  Institute  of  Technology  to  carry  on 
research  in  hearing.  The  foundation,  which  was 
created  through  a trust  fund  of  $300,000  set  aside 
by  the  late  Samuel  P.  Parmly,  Jr.,  a Chicago  busi- 
ness man,  will  concentrate  its  work  on  the  physics 


of  hearing  and  plans  to  cooperate  with  the  medical 
profession  on  other  aspects  of  the  problem.  This  is 
in  accordance  with  the  plan  of  Mr.  Parmly,  who  also 
stipulated  that  the  research  must  be  done  at  an  in- 
stitution of  learning. — Journal  of  the  Association  of 
Medical  Colleges 


Clinicopathologic  Conferences 

Departments  of  Medicine  and  Pathology,  New  York  Post-Graduate 
Medical  School  and  Hospital,  Columbia  University 


Conducted  by:  Herman  0.  Mosenthal,  M.D.,  and  Maurice  N.  Richter,  M.D. 


Date:  December  15,  1942 

History 

Case  J70719 

Dr.  Woodbury  Perkins:  A 70-year-old 
Greek  man  was  admitted  on  September  29,  1942. 
His  chief  complaints  were  of  weakness  for  two 
months  and  poor  appetite  for  one  month,  during 
which  time  he  had  lost  12  pounds.  For  six  wTeeks 
he  had  had  3 or  4 small  stools  a day  and  com- 
plained of  a feeling  of  inadequacy  in  emptying 
the  bowels.  The  stools  at  no  time  appeared  to 
contain  blood.  There  was  no  jaundice,  fever, 
chills,  vomiting,  or  pain.  There  was  constant 
nausea,  and  he  suffered  from  occasional  night 
sweats.  His  past  and  personal  histories  were 
negative. 

Physical  examination  revealed  a moderately 
obese,  chronically  ill,  tired,  70-year-old  white 
man  in  no  acute  distress.  Temperature,  pulse, 
and  respirations  were  normal.  Blood  pressure 
was  110/70  mm.  of  mercury.  There  was  no 
jaundice.  The  pupils  were  slightly  irregular 
and  unequal,  but  they  reacted  to  light  and  ac- 
commodation. The  trachea  deviated  slightly 
to  the  right.  The  lungs  were  clear.  The  heart 
was  not  enlarged  to  percussion,  and  the  sounds 
were  of  good  quality,  with  a blowing  systolic  mur- 
mur at  the  apex.  There  was  regular  sinus 
rhythm.  The  liver  edge,  palpated  two  finger- 
breadths  below  the  costal  margin,  was  smooth 
and  slightly  tender.  The  spleen  was  not  felt. 
Rectal  examination  revealed  a large,  smooth, 
soft  prostate. 

Laboratory  Data. — Blood  count:  hemoglobin, 
15.7  Gm.;  red  blood  cells,  4.96  million;  white 
blood  cells,  6,950;  differential  count — 59  per 
cent  polymorphonuclears,  28  per  cent  lympho- 
cytes, 10  per  cent  monocytes.  Urinalysis: 
faint  trace  of  albumin,  specific  gravity  1.016,  no 
red  blood  cells  or  casts.  The  blood  Wassermann 
was  negative.  Blood  chemistry:  nonprotein 

nitrogen,  22.5  mg.  per  cent;  urea  nitrogen,  10.0 
mg.  per  cent;  cholesterol,  210  mg.  per  cent; 
esters,  130  mg.  per  cent;  total  serum  proteins, 
7.6  Gm.  per  cent;  albumin/globulin  ratio, 
4.8/2. 8;  icterus  index,  10.7  units;  bromsulfalein, 
40  per  cent  retention  in  thirty  minutes,  32  per 
cent  retention  in  sixty  minutes 


Clinical  Course. — The  patient  was  afebrile  ex- 
cept for  three  occasions  when  his  temperature  rose 
to  101-102  F.  for  one  day.  He  complained  con- 
stantly of  weakness,  anorexia,  nausea,  and 
insomnia.  The  gastrointestinal  series  revealed 
the  stomach  to  have  “funnel-shaped  scirrhous- 
like  appearance  of  the  antrum,”  and  the  colon 
was  found  to  be  “narrow  and  tubular  throughout, 
with  diminished  haustrations.”  The  barium 
colon  enema  showed  “isolated  diverticuli  in 
the  sigmoid.”  An  x-ray  of  the  chest  showed 
the  heart  to  be  slightly  enlarged  to  the  left,  and 
there  was  evidence  of  pleuritic  thickening  and 
adhesions  at  both  bases  with  obscuration  of  the 
costophrenic  sinuses. 

On  October  9 the  patient  became  jaundiced. 
At  this  time  the  icterus  index  was  23.0  units, 
urobilin  171.7  mg.,  and  the  cephalin  flocculation 
test  was  4 plus. 

During  his  second  week  in  the  hospital  the 
patient  was  subject  to  insomnia,  dyspnea, 
moderate  pain  in  the  right  upper  quadrant,  and 
watery  diarrhea.  The  stools  were  negative  to 
Guaiac.  His  blood  pressure  was  110/94  mm. 
of  mercury  and  the  pulse  104,  with  occasional 
premature  ventricular  contractions.  His  heart 
had  shifted  to  the  left  so  that  the  apex  beat  was 
visible  12  cm.  to  the  left  of  the  sternum  in  the 
fourth  intercostal  space.  He  had  moist  rales 
at  the  base  of  both  lungs.  He  was  observed  to 
sleep  propped  up  against  the  wall  writh  his  feet 
hanging  over  the  edge  of  the  bed.  In  such  a 
position,  his  legs  became  blue  and  edematous. 
An  electrocardiogram  showed  premature  con- 
tractions and  left  axis  deviation.  He  was  digi- 
talized but  without  any  perceptible  improve- 
ment in  his  condition. 

On  October  14,  an  x-ray  of  the  chest  showed 
the  heart  to  be  enlarged  to  the  left,  a high  right 
diaphragm,  and  obscuration  of  the  costophrenic 
angles.  Concerning  the  increased  pleural  thick- 
ening, the  radiologist  noted  “probable  abdominal 
pathology  to  be  considered  the  most  likely  causa- 
tive factor.”  Repeated  determinations  of  serum 
proteins  were  normal. 

Thus,  as  the  patient  went  into  his  third  and 
final  week  in  the  hospital,  he  presented  the 
picture  of  a chronically  ill,  70-year-old  man, 
lying  uncomfortably  in  bed,  afebrile,  dyspneic, 
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listless,  depressed,  and  without  appetite.  He 
was  icteric,  had  a symmetrically  enlarged, 
smooth,  tender  liver,  and  had  a heart  enlarged 
to  the  left  with  the  classical  signs  of  cardiac 
failure  which  had  not  responded  to  adequate 
digitalis  therapy.  He  died  quietly  on  October 
17,  the  evening  of  his  nineteenth  day  in  the 
hospital. 

Clinical  Diagnosis 

Laennec’s  cirrhosis  of  the  liver. 

Arteriosclerotic  heart  disease. 

Myocardial  fibrosis. 

Enlarged  heart. 

Cardiac  failure. 

Dr.  Jerome  A.  Marks:  Was  any  ascites 
observed? 

Dr.  Perkins:  At  one  point  it  was  believed 
to  be  present,  but  later  the  signs  of  fluid  in  the 
peritoneal  cavity  disappeared. 

Dr.  Marks:  Was  a blood  sugar  done? 

Dr.  Perkins:  A blood  sugar  was  done  and 
was  found  to  be  within  normal  range. 

Discussion 

Dr.  Marks:  This  case  presents  the  interest- 
ing problem  of  diagnosis  when  meager  symptoms 
referable  to  the  digestive  system  occur  in  an 
older  person,  for  these  symptoms  (anorexia, 
nausea,  tendency  to  diarrhea,  and  weight  loss) 
are  so  unspecific  that  they  might  be  called  by 
the  generic  term  “dyspepsia.” 

Dyspepsia,  it  is  important  to  remember,  may 
result  from  disease  in  any  system  of  the  body  in 
addition  to  the  gastrointestinal  tract  proper. 
The  most  important  of  these  are  indicated  in 
Table  1,  and  in  any  case  of  dyspepsia  they  must 
be  given  careful  consideration  before  attention 
is  finally  turned  to  the  abdominal  organs. 


TABLE  1 


1. 

Cardiovascular  system 

2. 

Pulmonary  system 

3. 

Genitourinary  tract 

4. 

Metabolic  disease 

5. 

Blood  dyscrasias 

6. 

Lues 

In  this  case,  the  cardiovascular  system  does  not 
appear  to  be  involved.  There  is  no  antecedent 
history  of  cardiac  disease  and,  except  for  a 
systolic  murmur,  no  signs  of  cardiac  involve- 
ment. The  heart  size,  sounds,  and  rhythm  are 
all  normal,  as  well  as  the  blood  pressure,  the  vas- 
culature, and  the  electrocardiogram. 

The  pulmonary  system  may  be  excluded  also, 
for  though  there  are  minor  diaphragmatic  and 
pleural  changes,  these  are  most  probably  referable 
to  abdominal  pathology. 

The  normal  blood  chemistry  and  urine  exami- 


nations rule  out  genitourinary  tract  disease 
(particularly  uremia)  as  causing  this  patient’s 
symptoms,  and  there  is  no  evidence  that  metabolic 
disease  exists. 

Finally,  the  normal  blood  count  rules  out 
blood  dyscrasias  (notably  leukemia),  and  the 
negative  Wassermann  test  excludes  syphilis . 

Having  thus  disposed  of  the  main  extra- 
abdominal  causes  of  “dyspepsia,”  our  attention 
is  focused  finally  on  the  gastrointestinal  tract, 
the  accessory  organs  of  digestion  (liver,  pan- 
creas), the  peritoneum,  omentum,  and  retro- 
peritoneal structures. 

Let  us  briefly  recapitulate  the  essential  history 
and  findings  of  this  case — recent  weight  loss, 
anorexia,  nausea,  night  sweats,  and  watery  diar- 
rhea associated  with  a tender  mass  in  the  right 
upper  quadrant,  together  with  essentially  normal 
laboratory  studies  except  those  that  point  to 
liver  involvement,  such  as  progressive  increase 
in  the  icterus  index  and  moderate  bromsulfalein 
retention. 

Our  attention  is  therefore  drawn  to  the  liver 
as  the  cause  of  this  patient’s  symptoms,  and  a 
resolution  of  the  nature  of  his  hepatomegaly  will 
probably  explain  the  entire  picture. 

In  Table  2,  I have  listed,  in  roughly  ascending 
order  of  occurrence,  the  commoner  causes  of 
hepatomegaly. 

TABLE  2 

1.  Lues 

2.  Hydatid  disease 

3.  Abscess 

(а)  Amebic 

(б)  Multiple 

4.  Subphrenic  abscess 

5.  Hepatitis 

6.  Chronic  passive  congestion 

7.  Cirrhosis 

8.  Carcinoma 

(a)  Primary 

( b ) Secondary 


Analyzing  these  possibilities,  we  can  dispose 
of  lues  at  once  because  of  the  negative  Wasser- 
mann test.  Hydatid  disease  of  the  liver,  though 
rare,  deserves  consideration  because  of  the  pa- 
tient’s nationality  (Greek)  and  because  of  the 
pleural  involvement  as  seen  in  the  x-ray  of  the 
chest.  Although  there  is  nothing  else  in  the 
history  to  suggest  this  diagnosis,  I think  a com- 
plement-fixation test  would  have  been  indicated 
if  the  patient  had  lived. 

Abscess  of  the  liver  might  be  either  of  the 
solitary  amebic  type  or  multiple.  The  remote 
possibility  of  the  former  is  suggested  by  the 
recent  watery  diarrhea,  but  except  for  this  there 
is  nothing  in  either  the  history  or  the  barium 
enema  to  indicate  amebiasis.  Pyemic  (multiple) 
abscess  may  be  ruled  out  by  the  afebrile  course, 
lack  of  history,  and  absence  of  leukocytosis. 
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These  will  also  serve  to  exclude  subphrenic 
abscess. 

A much  commoner  cause  for  hepatomegaly 
and  jaundice  would  be  hepatitis,  but  this  is 
seldom  afebrile  and  less  often  fatal,  unless  acute 
yellow  atrophy  sets  in,  which  obviously  did  not 
occur  here.  In  addition,  no  causative  factor 
such  as  the  use  of  drugs  or  occupational  contacts 
was  demonstrated. 

During  the  patient's  stay  in  the  hospital,  he 
developed  signs  of  cardiac  failure  (basal  rales, 
dyspnea,  and  progressive  enlargement  of  the 
heart) . However,  that  chronic  passive  con- 
gestion was  not  the  cause  of  his  hepatomegaly 
is  indicated  by  the  fact  that  it  was  present  on 
admission  when  the  later  signs  of  decompensation 
were  still  entirely  absent. 

Cirrhosis  of  the  liver  is  an  exceedingly  likely 
diagnosis.  This  disease  is  common  in  Mediter- 
ranean people,  and  furthermore,  the  diagnosis 
is  favored  by  the  positive  cephalin  flocculation 
test.  However,  three  things  stand  against  it: 
first,  the  late  onset  (age  70)  and  the  absence  of 
any  suggestive  history  of  alcoholic  excess  or 
previous  gastrointestinal  symptoms;  second,  the 
absence  of  splenomegaly,  and  third  (and  most 
important),  the  persistently  normal  serum  pro- 
teins and  albumin/globulin  ratio. 

We  finally  come  to  consider  carcinomas,  both 
primary  and  metastatic,  as  the  disease  process 
from  which  this  patient  died.  It  appears  to  me 
that  the  sudden  onset  of  anorexia,  nausea,  weight 
loss,  and  rapidly  progressive  deterioration  in  a 
70-year-old  man  inescapably  point  to  this 
diagnosis.  Here  the  problem  becomes  one  of 
determining  (if  possible)  the  exact  nature  of  the 
lesion. 

Primary  carcinoma  of  the  liver,  though  rela- 
tively rare  (Vio  of  1 per  cent  of  all  autopsies) 
must  be  given  careful  thought.  This  diagnosis  is 
rendered  more  probable  by  the  rapidity  of  the 
entire  process  (two  and  one-half  months  to 
death),  the  smooth,  enlarged  liver,  and  the 
absence  of  splenomegaly.  In  my  experience, 
carcinoma  of  the  liver  occurs  in  somewhat 
younger  individuals  (and  averages,  according  to 
Sir  Humphry  Rolleston,  about  49  years),  though 
this  in  no  way  excludes  the  diagnosis.  However, 
the  existence  of  primary  carcinoma  is  weakened 
on  statistical  grounds  since  secondary  carcinoma 
occurs  20  to  40  times  more  commonly  (Rolleston) 
and  thus  deserves  our  immediate  consideration. 

In  diagnosing  metastatic  carcinoma,  the 
demonstration  of  the  primary  focus  is  obviously 
most  important,  and  to  this  end  the  gastro- 
intestinal series  will  be  of  greatest  value.  The 
roentgenologist  describes  a scirrhous  process  in 
the  antrum.  I cannot  agree  to  this  because  the 
shape  of  the  stomach  appears  to  be  due  to  ex- 


trinsic pressure  both  from  above  and  below,  and 
no  evidence  of  gastric  neoplasm  is  noted.  The 
colon  too,  while  showing  a colitis,  fails  to  reveal 
any  sign  of  neoplasm. 

No  primary  focus  having  been  found,  we  must 
consider  the  possibility  that  the  lesion  is  in  an 
organ  not  easily  subject  to  visualization  by  the  x- 
ray — i.e.,  the  pancreas.  Carcinoma  of  this  organ 
is  fairly  common  (six  times  more  so  than  primary 
liver  carcinoma),  metastasizes  rapidly,  and  pre- 
sents a clinical  picture  quite  similar  to  that 
given  in  this  case.  Unfortunately,  there  are  no 
pancreatic  function  tests  to  support  or  disprove 
this  diagnosis. 

The  remote  possibility  that  the  tumor  mass 
we  are  feeling  is  not  liver  at  all  but  omentum, 
kidney,  etc.,  must  be  considered.  This,  how- 
ever, is  unlikely  because  of  the  obvious  involve- 
ment of  the  liver  as  shown  by  the  liver  function 
tests. 

In  conclusion,  therefore,  I feel  that  we  are 
dealing  with  a carcinoma  whose  primary  source 
has  not  been  shown  to  be  in  the  gastrointestinal 
tract  proper  and  which  therefore  may  be  in  the 
liver  or,  what  is  six  times  more  probable,  in  the 
pancreas,  with  secondary  metastases  to  the 
liver. 

Dr.  Marks’  Diagnosis 

Carcinoma  of  liver,  secondary  to  pancreatic 
carcinoma. 

Dr.  Herman  0.  Mosenthal:  One  thing  that 
comes  to  my  mind  is  that  the  patient  might 
have  had  cirrhosis  of  the  liver  which  may  have 
caused  some  of  the  gastric  symptoms. 

Pathology 

Dr.  Maurice  N.  Richter:  The  main  in- 
terest is  in  the  liver.  This  is  the  seat  of  cirrhosis 
and  has  in  addition  a large  tumor  mass  in  the 
right  lobe.  The  center  of  the  tumor  is  necrotic. 
It  invades  the  diaphragm,  which  is  adherent  to 
the  upper  surface.  The  tumor  extends  posteri- 
orly and  invades  the  hepatic  veins  and  inferior 
vena  cava,  the  lumen  of  which  is  reduced  to  half 
its  normal  size.  Below  the  point  of  invasion  is  a 
mural  thrombus  in  the  inferior  vena  cava,  ex- 
tending down  to  include  the  common  iliac  veins. 

A small  amount  of  fluid  was  present  in  the 
peritoneal  cavity,  and  fluid  was  present  also  in 
the  right  pleural  cavity.  There  was  moderate 
emphysema,  and  a number  of  other  incidental 
findings  that  do  not  bear  directly  on  the  diag- 
nostic problem,  but  are  listed  below  in  the 
anatomic  diagnosis. 

Microscopically,  the  tumor  is  a primary  car- 
cinoma of  the  liver,  arising  from  liver  cells.  The 
resemblance  between  tumor  cells  and  liver  cells 
is  striking,  and  is  enhanced  by  the  finding  of 
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hyaline  degeneration  of  the  cytoplasm  in  both 
types  of  cell.  This  type  of  degeneration  is  not 
uncommon  in  cirrhosis. 

The  only  metastases  found  were  in  the  lymph 
nodes  along  the  inferior  vena  cava  and  upper 
abdominal  groups.  The  same  hyaline  degenera- 
tion found  in  the  liver  cells  and  in  the  primary 
tumor  were  found  in  the  metastases. 

The  association  of  cirrhosis  with  carcinoma 
is  well  known  and  is  of  high  but  variable  incidence 
in  the  reports  of  different  laboratories. 

Anatomic  Diagnosis 

Carcinoma  of  Liver;  Origin,  Liver  Cells. 

Cirrhosis  of  liver,  portals. 

Secondary  carcinoma  of  diaphragm,  inferior 
vena  cava,  and  lymph  nodes  (pancreatico- 
lienal  and  upper  gastric). 


Thrombosis  of  inferior  vena  cava  and  tributary 
veins. 

Sclerosis  of  coronary  arteries. 

Fibrosis  of  myocardium . 

Hydro  thorax,  right. 

Ascites. 

Chronic  passive  congestion  of  liver  and  spleen. 
Edema  of  lower  extremities. 

Emphysema  of  lungs. 

Trichinosis. 

Indirect  inguinal  hernia,  right,  with  incarcera- 
tion of  ascending  colon. 

Dr.  Mosenthal:  You  did  find  fibrosis  in 
the  myocardium? 

Dr.  Richter:  Yes.  Death  was  due  ap- 
parently to  cardiac  failure. 


DURATION  OF  PREGNANCY 

Recent  regulation  changes  by  which  the  classi- 
fication of  registrants  is  to  be  established  under  the 
Selective  Service  System  provide  for  a distinction 
between  (1)  men  with  child  (or  children)  with 
whom  they  maintain  a family  relationship  in  their 
homes,  provided  such  status  (child)  was  acquired 
prior  to  December  8,  1941,  and  (2)  men  with  wives 
only  or  with  child  (or  children)  acquired  after 
December  8,  1941.  As  a result  of  these  provisions, 
it  will  become  necessary  for  local  Selective  Service 
boards  to  determine  beyond  reasonable  doubt  in 
certain  borderline  instances  whether  a child  was 
conceived  before  or  after  December  8,  1941,  in  order 
to  classify  the  registrant  correctly. 

Many  reports  have  a bearing  on  this  problem. 
Wahl  studied  a series  of  9,000  women  to  determine 
the  length  of  pregnancy.  He  found  that  the  average 
duration  of  gestation  was  285  days,  which  is  con- 
trary to  commonly  quoted  figures  of  280  days. 
As  pointed  out  by  Schwarz,  pregnancy  actually 
begins  the  moment  the  female  egg  cell  becomes 
fertilized  and  ends  with  the  birth  of  the  child.  The 
time  estimated  as  the  length  of  pregnancy  is  difficult 
to  determine  on  account  of  several  variable  factors: 
(1)  the  question  of  the  time  of  ovulation,  (2)  the 
time  of  migration,  (3)  the  lifetime  of  the  egg  and 
the  spermatozoa,  (4)  the  time  of  impregnation,  and 
(5)  the  time  of  implantation  of  the  ovum. 

The  Hotellings,  who  analyzed  over  2,000  obstetric 
cases  at  the  Sanford  University  Clinic,  came  to  the 
following  conclusions:  “The  conclusion  of  the  earlier 
writers  that  280  days  is  the  average  duration  of 
normal  pregnancy — that  is,  when  the  very  short 
and  very  long  durations  are  excluded — is  confirmed 
by  our  study.  However,  the  standard  deviation 


from  this  average,  which  other  students  have 
estimated  to  be  from  8 to  10  days,  we  find  to  be  11 
days. 

“If  early  births  are  included,  the  mean  dura- 
tion is  shorter  and  the  standard  deviation  greater. 
The  mean  duration  from  the  date  of  coitus  to  birth 
is  271  days,  the  standard  deviation  being  scarcely 
any  less  than  when  duration  is  counted  from  the 
beginning  date  of  the  last  menstruation.  The 
standard  deviation  also  seems  to  be  no  less  when 
duration  is  counted  from  the  last  day  of  the  last 
menstruation,  as  in  England  and  France.  Accord- 
ingly, there  is  no  perceptible  gain  in  accuracy  by 
reckoning  even  from  a single  coitus  of  known  date, 
unless,  of  course,  the  menstruation  date  is  un- 
known.” 

The  longest  possible  period  of  gestation  has  not 
been  legally  defined  in  this  country.  French  law 
recognizes  the  legitimacy  of  a child  born  180  days 
after  marriage  and  300  days  after  the  death  of  the 
husband;  the  German  law,  181  and  302  days, 
respectively.  In  England  in  1921  the  legitimacy  of 
a child  born  331  days  after  the  husband  went  to  war 
was  allowed.  In  the  United  States  each  case  is 
decided  on  its  own  merits,  since  there  is  no  law  in 
this  country  or  in  England  which  defines  the  dura- 
tion of  gestation. 

The  problem  is  further  complicated  by  the  fact 
that  there  are  no  accurate  criteria  for  ascertaining 
the  degree  of  hypermaturity  of  newborn  infants; 
even  fully  formed  teeth  are  sometimes  found  in  those 
born  at  term.  It  can  only  be  said  that  the  weight 
of  the  newborn  child  when  evaluated  against  the 
size  of  the  parents  and  parity  of  the  mother  can  be 
highly  suggestive. 
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CONFERENCES  ON  THERAPY 

'THESE  are  stenographic  reports,  slightly  edited,  of  conferences  by  the  members  of  the 
Departments  of  Pharmacology  and  of  Medicine  of  Cornell  University  Medical  Col- 
lege and  the  New  York  Hospital,  with  collaboration  of  other  departments  and  institu- 
tions. The  questions  and  discussions  involve  participation  by  members  of  the  staff  of 
the  college  and  hospital,  students,  and  visitors.  The  next  report  will  appear  in  the 
September  1 issue  and  will  concern  “Carbon  Monoxide  Poisoning.” 


The  Doctor’s  Bag 


Dr.  C.  H.  Wheeler:  The  topic  for  this 
morning  is  “The  Doctor’s  Bag,”  a subject  which 
I think  will  be  self-explanatory,  so  I will  ask  Dr. 
Gold  to  start  right  off. 

Dr.  Harry  Gold:  I thought  it  might  be  well 
to  look  into  a few  doctors’  bags  and  see  what 
there  is  in  them,  as  a basis  for  the  discussion  this 
morning. 

We  examined  the  bags  of  7 doctors,  most  of 
whom  practice  here  in  the  center  of  New  York. 
Here  is  what  they  contained  in  the  way  of  medi- 
cines: 

Dr.  A. 


Morphine  sulfate 

Hypodermic  tablets 

Codeine  sulfate 

Hypodermic  tablets 

Seconal 

Capsules 

Epinephrine 

Ampules 

Mercupurin 

Ampules 

Pituitrin 

Ampules 

Pitressin 

Ampules 

Amyl  nitrite 

Pearls 

Ergone 

Ampules 

Coramine 

Ampules 

Camphor  in  oil 

Ampules 

Calglucon 

Ampules 

Trasentin 

Ampules 

Dr.  B. 

Morphine  and  atropine 

Tablets 

Pantopon 

Tablets 

Hyoscine  HBr 

Tablets 

Nembutal 

Capsules 

Epinephrine 

Ampules 

Adrenalin  in  oil 

Ampules 

Coramine 

Ampule 

Digifolin 

Ampules 

Esidrone 

Ampules 

Nitroglycerine 

Tablets 

Prostigmine 

Ampules 

Gynergen 

Ampules 

Dr.  C. 

Morphine 

Hypodermic  tablets 

Nembutal 

Capsules 

Amytal 

Capsules 

Coramine 

Ampules 

Digifortis 

Ampules 

Adrenalin 

Ampules 

Esidrone 

Ampules 

Salyrgan-theophylline 

Ampules 

Mercupurin 

Ampules 

Pituitrin 

Ampules 

Dr.  D. 


Morphine  and  atropine 

Ampules 

Dilaudid 

Hypodermic  tablets 

Codeine 

Hypodermic  tablets 

Hyoscine  HBr 

Hypodermic  tablets 

Nembutal 

Capsules 

Amytal 

Tablets,  gr.  lV2 

Amytal 

Tablets,  gr.  3/< 

Sodium  amytal 

Capsules,  gr.  ll/2 

Sodium  amytal 

Capsules,  gr.  3 

Seconal 

Capsules 

Atropine  sulfate 

Hypodermic  tablets 

Adrenalin 

Ampules 

Gynergen 

Ampules 

Ephedrine  and  amytal 

Capsules 

Coramine 

Ampules 

Caffeine-sodium  benzoate 

Ampules 

Betaxin 

Ampules 

Thiamine  and  amytal 

Ampules 

Amyl  nitrite 

Pearls 

Allonal 

Tablet 

Esidrone 

Ampules 

Dr.  E. 

Morphine  sulfate 

Vials  3% 

Pentobarbital 

Capsules 

Epinephrine 

Ampules 

Mercupurin 

Ampules 

Digitaline  Nativelle 

Tablets 

Dr.  F. 

Morphine  sulfate 

Hypodermic  tablets 

Adrenalin 

Ampules 

Alcohol 

Tincture  merthiolate 

Dr.  0. 

Morphine  and  atropine 

Hypodermic  tablets 

Morphine  sulfate 

Hypodermic  tablets 

Codeine  sulfate 

Hypodermic  tablets 

K-Y  jelly 

Adrenalin 

Ampules 

Metaphen 

Alcohol 

The  contents  vary  a good  deal.  One  has  only 
4 items  and  another  as  many  as  21. 

Every  one  of  these  bags  seems  to  be  very  well 
supplied  with  medicines  to  help  the  patient  for- 
get his  troubles.  They  all  have  some  narcotic, 
like  morphine  or  codeine,  or  both,  or  dilaudid. 
Most  of  them  have  some  form  of  sedative,  and 
every  bag  has  a dose  of  adrenalin. 

If  one  examines  the  lists  carefully,  one  will  see 
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that  only  3 of  the  7 doctors  are  prepared  to  meet 
the  emergency  of  an  attack  of  acute  heart  failure 
with  any  of  the  drugs  in  their  bags.  If  Dr.  F. 
were  called  in  the  middle  of  the  night  to  see  a 
patient  with  acute  pulmonary  edema  or  acute 
left  heart  failure,  he  would  be  in  a bad  way — 
that  is,  from  the  standpoint  of  the  extent  to 
which  a medicine  can  help.  Dr.  B.  has  a digitalis 
preparation,  but  only  one  ampule,  a cat  unit  of 
digifolin  for  hypodermic  injection.  That  would 
not  help  him  very  much.  Dr.  D.’s  bag  has  21 
items.  It  is  the  most  heavily  stocked  of  the  bags 
we  examined,  but,  even  so,  he  also  is  unprepared 
to  treat  an  attack  of  acute  heart  failure  or  pul- 
monary edema,  an  attack  of  diabetic  coma,  or  of 
insulin  shock,  a convulsion,  or  a case  of  acute 
drug  poisoning.  Let  us  suppose  that  the  patient 
has  just  swallowed  a dose  of  bichloride  of  mer- 
cury, and  every  minute  counts.  Is  there  any- 
thing there  to  help  empty  the  stomach? 

One  cannot  be  dogmatic  about  what  the  con- 
tents of  the  doctor’s  bag  should  be.  It  depends 
on  so  many  factors.  A consultant  should  need 
very  little  in  his  bag,  although,  if  one  judges  from 
the  foregoing  lists,  the  consultant  might  do  well  to 
carry  more.  The  person  who  practices  in  the 
rural  district,  in  which  it  is  very  difficult  to  find  a 
pharmacy  open  at  night  or  even  in  the  daytime, 
needs  a miniature  pharmacy  in  his  bag.  That 
might  not  apply  to  certain  sections  of  Manhattan. 

Just  before  the  session  this  morning  I had  occa- 
sion to  see  another  bag,  belonging  to  one  who  has 
put  a good  deal  of  thought  and  planning  into  it. 
These  were  the  chief  items:  tablets  of  morphine, 
atropine,  codeine,  nitroglycerine,  quinidine,  digi- 
talis leaf,  phenobarbital,  nembutal,  aspirin,  verac- 
olate  (a  laxative),  and  sulfadiazine.  There  were 
urotropin  tablets  as  a source  of  flame  for  steriliz- 
ing the  hypodermic  needle  and  syringe.  There 
were  ampules  of  sodium  phenobarbital,  adrenalin, 
adrenalin  in  oil,  caffeine  sodium  benzoate,  cor- 
amine,  procaine  solution,  sterile  distilled  water, 
morphine  solution,  aminophylline,  and  mercu- 
purin.  This  is  by  long  odds  the  best  equipped 
bag  of  the  lot,  yet  an  attack  of  acute  heart  failure 
in  which  a half  hour  or  an  hour  might  be  decisive 
would  still  prove  embarrassing.  It  contains  no 
parenteral  digitalis  material.  The  patient  in 
acute  cardiac  failure  may  be  in  coma  or  may  be 
vomiting  so  that  oral  digitalis  is  out  of  the  ques- 
tion. Nor  does  this  bag  provide  a ready  means 
for  emptying  the  stomach  if  the  patient  has 
accidentally  swallowed  a poison  in  which  minutes 
count.  It  is  also  unprepared  for  meeting  the  case 
of  diabetic  coma  or  insulin  shock. 

One  might  argue  that  the  fact  that  doctors  do 
not  carry  these  items  indicates  they  they  prob- 
ably do  not  encounter  these  conditions  in  general 
practice  often  enough  or  that  they  have  means  of 


securing  them  with  dispatch  when  the  emergency 
arises.  Perhaps,  however,  we  ought  to  consider 
the  subject  of  the  doctor’s  bag  more  broadly, 
from  the  standpoint  of  being  prepared,  in  so  far 
as  it  is  possible,  to  meet  practically  all  emergency 
situations  in  wffiich  a drug  might  help. 

I have  drawn  up  a list,  which  I am  quite  sure  is 
not  complete,  but  which  I think  comes  fairly 
close  to  meeting  every  emergency  condition  in 
which  a drug  may  be  very  helpful  or  even  deci- 
sive. The  order  in  which  I list  them  is  not  the 
order  of  their  importance. 

1.  Hypodermic  tablets  of  apomorphine  hy- 
drochloride, Vio  grain.  With  these  the  stomach 
may  be  emptied  very  quickly  and  more  certainly 
than  by  almost  any  other  means.  Mechanical 
stimulation  of  the  pharynx  is  sometimes  effec- 
tive, but  a great  many  patients  will  merely  gag 
and  not  vomit. 

2.  Syrup  of  ipecac  is  a very  useful  agent  to 
have  in  a bag.  It  can  serve  two  major  functions 
and  perhaps  some  minor  ones.  It  is  about  as 
effective  an  agent  as  we  have  to  relieve  a par- 
oxysm of  auricular  tachycardia,  and  if  there 
should  be  no  apomorphine  available,  it  could  very 
well  take  its  place  as  an  emetic  in  a dose  of  3 or  4 
teaspoonfuls.  Smaller  doses  would  not  insure 
rapid  vomiting. 

3.  Morphine  sulfate.  Almost  everyone  has 
that.  Hypodermic  tablets  of  y4  grain  or  a ster- 
ile solution  of  morphine  in  a vial  are  the  most 
suitable  forms.  Tablets  of  codeine  are  useful, 
although  not  essential. 

4.  Digitaline  Nativelle,  0.2  mg.  tablets.  If 
the  patient  is  in  advanced  heart  failure,  give  him 
6 of  these  at  one  time,  providing  he  has  had  little 
or  no  digitalis  recently.  It  will  digitalize  safely 
in  a few  hours. 

5.  Ouabain,  2 cc.  ampules  containing  0.5  mg. 
of  ouabain  each,  ought  to  be  in  every  bag  for  the 
emergency  in  which  hours  may  be  decisive  or  the 
patient  is  vomiting  and  oral  digitalization  is  not 
feasible. 

6.  Tablets  of  phenobarbital,  y2  grain,  as  a 
sedative. 

7.  Capsules  of  pentobarbital  sodium,  1V2 
grains.  If  one  gives  a fairly  large  dose  of  pento- 
barbital sodium,  3 grains,  one  is  fairly  sure  that 
the  patient  will  fall  asleep,  with  little  likelihood  of 
marked  depression  the  following  day. 

8.  Phenobarbital  sodium.  It  comes  in  am- 
pules in  the  form  of  a powder.  The  130  mg. 
ampule  is  the  most  useful  size.  It  is  dissolved  in 
water  and  injected  subcutaneously. 

9.  Ethyl  chloride  in  a spray  tube.  This  may 
be  used  as  a volatile  anesthetic  to  control  a con- 
vulsion. It  may  also  be  used  as  a local  anes- 
thetic to  incise  a boil.  It  is  a great  help  to  have 
ethyl  chloride  in  the  bag  for  the  case  in  which  the 
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patient  may  have  had  the  boil  several  days  but 
calls  you  at  2:00  a.m.  because  the  pain  has  in- 
creased beyond  the  limits  of  endurance. 

10.  An  ampule  of  50  per  cent  glucose,  50  cc., 
would  help  to  meet  the  emergency  of  an  insulin 
shock. 

11.  Ampules  of  mecholyl,  25  mg.,  for  the 
I attack  of  paroxysmal  tachycardia.  Give  this 
i dose  subcutaneously  when  other  less  risky 

measures  have  failed.  It  rarely  fails  to  termi- 
nate an  attack  promptly. 

12.  Hypodermic  tablets  of  atropine  sulfate, 
Viso  grain,  are  needed  in  connection  with  the 
mecholyl.  One  should  avoid  injecting  a dose  of 
mecholyl  unless  a dose  of  atropine  is  at  hand  in 
another  syringe. 

13.  Tablets  of  quinidine  sulfate,  5 grains.  If 
a patient  develops  an  attack  of  auricular  fibrilla- 
tion giving  rise  to  a severe  reaction  with  cardiac 
pain  and  cold  and  clammy  skin,  he  presents  an 
emergency  case.  A dose  of  15  grains  every  two 
hours  will  terminate  the  attack  with  dramatic 
relief. 

14.  Ampules  of  quinine  dihydrochloride.  In 
case  the  disorder  of  rhythm  is  more  serious,  such 
as  ventricular  tachycardia  following  an  acute 
coronary  thrombosis  and  the  ventricular  rate  is 
180  a minute,  oral  medication  may  not  suffice. 
Quinidine  is  not  available  in  solution  for  intrave- 
nous injection.  The  soluble  form  of  quinidine 
does  not  keep.  We  use  quinine  dihydrochloride, 
a 20  cc.  ampule,  which  contains  32  mg.  of  quinine 
dihydrochloride  per  cc. 

15.  Ampules  of  mercupurin,  2 cc.,  or  some 
other  organic  mercurial  diuretic.  Every  bag 
ought  to  have  it  to  meet  the  condition  of  cardiac 
asthma  or  acute  pulmonary  edema.  It  does  not 
act  very  quickly  but  after  one  has  applied  other 
measures  one  obtains  more  rapid  recovery  and 
insures  against  a recurrence  by  a prompt  injec- 
tion of  a dose  of  mercupurin. 

16.  Ampules  of  theophylline  ethylenediamine, 
about  3V2  grains  in  10  cc.  It  is  helpful  in  the 
case  of  status  asthmaticus.  In  the  typical  case 
presenting  an  emergency,  the  trouble  starts 
early  in  the  evening.  The  patient  has  been 
taking  epinephrine  injections,  but  now  he  does 
not  seem  to  be  responding,  and  two  or  three 
hours  later  the  sense  of  suffocation  becomes  ex- 
treme. An  intravenous  injection  of  about  3V2 
grains  sometimes  provides  relief.  There  are 
other  emergency  uses  for  this  ampule. 

17.  Ampules  of  epinephrine,  1 : 1,000  solution, 
1 cc. 

18.  Ampules  of  ergotamine  tartrate,  1:1,000 
solution,  0.5  mg.  per  cc.  This  helps  to  meet  the 
occasional  attack  of  severe  migraine.  It  may  be 
given  intramuscularly  but  is  more  effective  if 
given  intravenously. 


19.  Ampules  of  solution  of  posterior  pitui- 
tary, 1 cc.  If  one  has  any  amount  of  obstetric 
practice,  he  might  want  to  have  that  readily 
available. 

20.  Vial  of  insulin.  This  is  useful  for  the 
emergency  of  acute  diabetic  coma. 

21.  Hypodermic  tablets  of  nitroglycerine, 
1 / 150  grain.  Ordinary  tablet  triturates  are  often 
so  hard  that  they  remain  too  long  under  the 
tongue  without  dissolving,  whereas  the  hypo- 
dermic tablet  disintegrates  almost  immediately. 
It  relieves  the  attack  of  coronary  insufficiency. 

22.  Pearl  of  amyl  nitrite.  This  might  be 
used  for  some  of  the  more  severe  attacks  of 
coronary  insufficiency,  since  its  action  is  almost 
instantaneous. 

23.  Alcohol,  approximately  70  per  cent  solu- 
tion. 

24.  Sulfanilamide  powder.  Sterile  packets 
are  available  to  dust  into  a wound.  Of  course, 
it  must  be  used  with  caution. 

25.  Tablets  of  sulfadiazine,  71/*  grains. 

26.  Tablets  of  aspirin,  5 grains. 

27.  Solution  of  ephedrine  sulfate,  1 per  cent, 
for  relieving  severe  head  symptoms  resulting 
from  acute  sinusitis  or  nasal  congestion.  Any  of 
the  substitutes  belonging  to  this  class  of  prepara- 
tion will  do. 

28.  Solution  of  picrotoxin,  0.3  per  cent.  A 
20  cc.  vial  is  available.  It  contains  3 mg.  per  cc. 
If  one  comes  upon  a case  of  barbiturate  poisoning 
— an  attempt  at  suicide  with  one  of  the  hypnot- 
ics of  the  barbiturate  group,  with  the  respiration 
3 or  4 a minute  and  signs  of  collapse — the  injec- 
tion of  10  mg.  intravenously  every  twenty  min- 
utes until  signs  of  hyperexcitability  occur  may 
add  weight  to  the  possibility  of  recovery. 

29.  Solution  of  pontocaine,  1 per  cent.  This 
is  a useful  local  anesthetic  for  topical  application. 
One  or  two  drops  into  the  conjunctiva  relieves  a 
painful  conjunctivitis  and  makes  it  easier  to  re- 
move a foreign  body  from  the  eye. 

30.  Ampules  of  calcium  gluconate.  A 10 
cc.  ampule  of  a 10  per  cent  solution  of  calcium 
gluconate  is  available.  I am  not  sure  whether 
that  ought  to  be  carried  about.  But  there  are 
few  agents  that  will  act  as  effectively  against  an 
attack  of  lead  colic.  If  one  is  engaged  in  prac- 
tice in  which  lead  colic  is  likely  to  be  encount- 
ered, perhaps  that  person  should  have  it. 

In  listing  the  chemical  agents  that  should  be 
found  in  the  doctor’s  bag  I have  mentioned  a use 
or  two  to  which  they  might  be  put.  These  are 
merely  suggestive.  There  are  other  conditions 
in  which  some  of  them  may  prove  helpful  in  tid- 
ing over  an  emergency. 

I want  to  mention  just  one  mechanical  device 
which  ought  to  be  carried,  I think,  in  every  bag 
because  the  cases  for  which  it  is  useful  are  com- 
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mon,  and  often  critical — namely,  four  pieces  of 
rubber  tubing  which  can  be  used  as  tourniquets 
for  the  case  of  acute  pulmonary  edema  due  to 
left  heart  failure.  The  application  of  these 
tourniquets  to  obstruct  the  return  flow  of  blood 
to  the  arms  and  legs  is  sometimes  a decisive 
measure  in  a desperate  case. 

Dr.  Wheeler:  Dr.  Guion,  will  you  continue 
please? 

Dr.  Connie  M.  Guion:  Dr.  Gold  has  covered 
the  entire  list  of  drugs  needed  in  the  doctor’s  bag 
and  the  indications  for  their  use.  I shall,  there- 
fore, lay  more  stress  on  the  mechanical  outfit  in 
my  bag.  It  includes  this  stethoscope  with  both 
a bell  and  a Bowles  chest  piece.  This  latter  is 
very  convenient  for  the  examination  of  the  lungs 
when  the  patient  is  supine  and  can  be  moved 
only  with  difficulty. 

There  is  the  sphygmomanometer,  a light  with 
an  auroscope  and  ophthalmoscope,  and  two 
thermometers  in  glass  containers  filled  with  75 
per  cent  alcohol  to  keep  them  sterile.  It  is  well  to 
carry  two  thermometers  in  case  you  see  two  pa- 
tients in  one  house  or  wish  to  leave  one  with  a pa- 
tient. 

There  are  two  sterile  syringes  equipped  with 
nonrust  No.  27  gage,  3/4  inch  needles  in  sterile 
containers.  One  is  graduated  in  hundredths  for 
the  administration  of  agents  in  small  dosages. 
There  is  an  extra  supply  of  needles  of  various 
bores  and  lengths  for  intravenous,  intramuscular, 
or  intraspinal  use. 

Two  sets  of  equipment  for  making  blood  counts 
are  necessary  during  the  winter  season  when 
there  are  so  many  acute  infections  and  so  much 
sulfonamide  therapy  is  being  used.  They  con- 
tain extra  slides  for  making  any  necessary  smears 
from  the  nose  and  throat. 

There  is  a supply  of  wTooden  applicators  and 
sterile  tongue  depressors  in  paper  cases.  There 
are  special  forceps  for  introducing  Dowling  packs 
into  the  nose.  This  celluloid  tube  contains  cot- 
ton, some  of  which  is  in  long  fibers  for  the  Dowl- 
ing pack.  This  small  box  contains  a number  of 
small  and  a few  large  Band-Aids.  These  Hage- 
dorn  needles  are  very  convenient  for  incising 
small  infections,  removing  splinters,  etc. 

My  bag  contains  practically  all  the  important 
drugs  mentioned  by  Dr.  Gold,  with  some  modi- 
fication and,  perhaps,  duplication:  morphine, 
codeine,  dilaudid,  hyoscine  hydrobromide,  nitro- 
glycerine, atropine,  apomorphine,  nembutal, 
seconal,  phenobarbital,  phenobarbital  sodium, 
delvinal  sodium,  epinephrine,  caffeine  sodium 
benzoate,  digitalis,  ouabain,  quinidine,  coramine, 
a cathartic,  aminophylline,  pitressin,  gynergen, 
mercupurin,  75  per  cent  solution  of  alcohol.  I 
carry  several  vials  of  morphine  and  codeine,  in- 
asmuch as  I often  leave  one  with  a patient.  I 


find  it  helpful  to  have  3 bottles  of  fluid  for  nasal 
instillation:  one  is  a 10  per  cent  solution  of  ar- 
gyrol,  one  a 0.5  per  cent  solution  of  ephedrine  in 
saline,  and  one  an  oily  preparation  containing 
menthol  and  eucalyptol.  I carry  three  different 
strengths  of  adrenalin:  a solution  of  1: 1,000,  a 
solution  of  1 : 2,600,  and  adrenalin  in  oil,  1 : 500. 

A dose  of  0.3  mg.  for  an  asthmatic  can  be  meas- 
ured more  accurately  in  the  more  dilute  solution 
of  1 : 2,600.  I carry  aminophylline  in  two  forms: 
one  is  0.48  Gm.  in  2 cc.  for  intramuscular  injec- 
tion, and  the  other  a more  dilute  solution  in  10 
cc.  for  intravenous  use.  I see  a number  of 
women  who  have  profuse  and  prolonged  men- 
strual flow  to  whom  I give  testosterone.  The 
one  I have  at  the  present  time  is  Oretone,  con- 
taining 25  mg.  per  cc.  I also  carry  some  am- 
pules of  sterile  water,  as  there  are  times  when 
sterile  water  is  not  readily  available. 

Another  thing  which  I think  is  important  is 
that  you  have  in  your  bag  a book  which  lists  the 
things  you  may  need  for  prescriptions.  I always  I 
carry  a card  of  metric  equivalents.  Although  I 
know  them  perfectly  well,  they  do  not  roll  off 
my  tongue  as  easily  as  grains  do,  and  I cannot  i 
talk  in  grams  to  patients  whom  I take  care  of  on 
the  outside. 

There  is  a fountain  pen  and  pad  for  prescrip- 
tions, and  a few  formulas  of  prescriptions  which 
I use  but  do  not  remember.  I also  have  a list  of 
suggestions  for  diets  with  the  caloric  equivalents. 

I find  it  very  helpful  to  sit  down  with  the  patient 
who  has  no  appetite  and  run  over  the  names  of  a I 
few  appetizing  foods. 

On  the  other  side  of  the  book  I keep  the  record  fl 
of  the  patients  whom  I see  each  day  so  that  at  I 
the  end  of  the  wreek  the  secretary  or  I can  sit  fl 
down  and  summarize  the  treatment  which  the  fl 
patients  have  received  during  the  week  that  has  i 
passed. 

This  is  a complete  list  of  the  contents  of  my  fl 
bag. 

Dr.  Wheeler:  Dr.  Anderson,  would  you  I 
tell  us  how  a pediatrician’s  bag  differs,  if  it  does,  I 
from  that  of  a practitioner  who  takes  care  of  fl 
adults? 

Dr.  A.  F.  Anderson  : I did  not  bring  my  bag.  I 

The  pediatrician  seldom  encounters  the  acute  1 
cardiac  failure  and  coronary  thrombosis  that  are  I 
so  common  to  physicians  who  treat  adults.  We  I 
do,  however,  often  encounter  some  acute  situa- 
tions and  for  that  reason  we  usually  carry  adren-  1 1 
alin,  not  only  1: 1,000  but  also  1: 100,  which  we 
can  use  in  an  atomizer  in  case  of  severe  urticaria  i 
or  other  so-called  allergic  conditions.  We  also  1 1 
carry  some  oral  stimulant.  I carry  coramine, 
and,  of  late,  since  I got  caught  in  a rather  tight 
position  a year  ago,  some  aminophylline  for  in- 
travenous use.  We  see  a great  deal  of  asth-  j 
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matic  bronchitis,  sometimes  of  a very  severe 
type,  and  the  only  thing  that  seems  to  relieve 
l some  of  these  patients  is  aminophylline,  a dose 
of  5 cc.  repeated  in  an  hour  if  necessary.  We 
also  carry  codeine  in  some  form,  usually  V4  grain 
hypodermic  tablets,  which  can  be  given,  of  course, 
by  mouth  if  necessary  but  also  by  injection  when 
the  indication  is  present. 

We  also  carry  some  sulfathiazole  because  so 
many  times  we  encounter — as,  for  example,  at 
4:00  a.m.  today— ^a  child  with  a severe  acute 
laryngitis,  so-called  spasmodic  croup,  with  great 
difficulty  in  breathing  which  was  not  relieved  by 
the  usual  procedures  of  steam,  etc.  Even  before 
I made  the  blood  count  in  that  case  I gave  him 
some  sulfathiazole  by  mouth. 

Ipecac,  which  you  mentioned,  Dr.  Gold,  for  the 
so-called  croup,  is  important.  A pediatrician 
cannot  be  without  the  syrup  of  ipecac.  It  is  the 
best  emetic  that  we  have  and  is  usually  given  in 
doses  of  y4  to  y2  teaspoonful,  depending  on  the 
age  of  the  child.  If  a quarter  of  a teaspoonful 
does  not  work,  then  in  half  an  hour  repeat  that 
dose  in  order  to  induce  vomiting,  and  there  will 
be  relief  of  the  laryngeal  spasm. 

We  encounter  a great  deal  of  otitis  media,  much 
more  than  one  does  in  adult  patients,  and  I al- 
ways carry  ethyl  chloride  and  a small  open  mask. 
If  you  are  caught  in  the  middle  of  the  night,  and 
the  otologist,  if  you  are  fortunate  enough  to  get 
one,  does  not  have  the  ethyl  chloride,  you  have  it. 
We  are  obliged  to  open  ears  ourselves  quite  fre- 
quently. Fortunately  we  have  not  lost  the  art 
entirely.  So  in  addition  to  the  array  which  closely 
resembles  Dr.  Guion’s  we  carry,  and  perhaps  you 
do,  myringotomy  knives,  and  also  a small  case 
with  curettes  and  cotton  carriers,  and  whatever 
is  necessary  for  the  proper  care  of  the  ear. 

I would  not  be  without  the  blood  counting 
apparatus.  It  is  even  more  important  for 
children  than  for  adults  if  the  sulfonamides  are 
to  be  used. 

I carry  merthiolate  and  alcohol,  and,  as  a 
general  rule,  some  silver  nitrate  sticks.  One 
often  sees  small  babies  just  home  from  the  hos- 
pital, with  granuloma  of  the  umbilicus,  or  similar 
conditions,  for  which  the  silver  nitrate  is  very 
useful. 

Another  condition  which  we  encounter  quite 
frequently  at  night  is  a convulsion.  We  have  to 
be  prepared  to  do  lumbar  punctures,  and  so  we 
carry  lumbar  puncture  needles  of  various  sizes. 
For  the  small  infant  the  needle  is  2 inches  long 
and  of  very  small  caliber. 

In  addition,  we  have,  of  course,  the  intrave- 
nous needles  or  syringes. 

The  thing  that  really  differs,  I think,  from  the 
adult  practice,  is  the  need  for  parenteral  fluid 
which  we  are  called  upon  to  administer.  No 


bag — even  Dr.  Guion’s,  which  was  packed  so 
carefully — can  possibly  carry  everything  that 
one  needs  for  parenteral  fluid,  so  I have  in  the 
back  of  my  car  another  old  bag  which  has  a 500 
cc.  vial  of  10  per  cent  glucose  and  a 500  cc.  flask 
of  saline.  Equipped  with  that,  we  are  ready  to 
take  care  of  severe  ketosis  and  repeated  vomit- 
ing. I think  that  is  the  main  difference. 

Dr.  Wheeler:  Dr.  Barr,  you  have  been 
taking  notes.  Were  they  all  criticism?  Have 
you  some  comment? 

Dr.  David  P.  Barr:  I have  learned  a great 
deal  this  morning. 

Dr.  Wheeler:  We  seem  to  slight  the  people 
in  the  back  rows  in  favor  of  the  front  row,  and 
I should  like  to  know  first  if  any  of  the  students 
or  house  officers  have  any  questions  about  what 
has  been  said  here  today. 

Doctor:  What  simple  reagents  for  chemical 
tests  might  be  carried  in  the  bag? 

Dr.  Wheeler:  Dr.  Guion,  would  you  like 
to  answer  that? 

Dr.  Guion:  I often  have  some  crystals  of 
sodium  citrate  in  my  bag  which  I can  use  in 
drawing  blood  for  blood  chemistry. 

Student:  Anything  for  urine  examination? 

Dr.  Guion:  I have  a convenient  little  packet 
which  I carry  with  me  if  I have  a diabetic,  with 
which  I can  do  a urinary  sugar  very  easily.  I 
use  urotropin  for  heating  the  tube.  Eli  Lilly 
supplies  the  unit.  It  does  not  cost  very  much. 
I do  not  carry  any  other  reagents  for  urine 
examinations. 

Dr.  Gold:  I should  like  to  ask  Dr.  Guion 
whether  she  has  ever  encountered  in  her  practice 
a case  of  diabetic  coma  or  insulin  shock?  Is  it 
necessary  to  be  prepared  for  these? 

Dr.  Guion:  I have  encountered  insulin 
shock  fairly  often,  but  I have  never  seen  a case  in 
which  I could  not  pour  sugar  in  the  patient’s 
mouth.  It  is  impossible  to  carry  everything  in 
your  bag,  and  sugar  is  in  every  household. 
Diabetic  coma  I have  seen  once  or  twice  during 
the  past  two  years.  I have  usually  immediately 
brought  such  patients  to  the  hospital  in  my  car. 
I found  it  more  sensible  than  attempting  treat- 
ment at  home. 

Dr.  Wheeler:  Dr.  Shorr,  you  had  a ques- 
tion? 

Dr.  Ephraim  Shorr:  The  question  I had 
has  already  been  raised  and  answered  by  Dr. 
Guion.  It  was  with  respect  to  the  little  boxes 
which  contain  all  that  you  need  for  sugar  deter- 
mination. It  is  too  bad  that  the  tests  for  ace- 
tone require  strong  acetic  acid  and  strong  am- 
monia, but  it  is  possible  to  get  small  bottles  that 
can  be  rendered  leak  proof,  and  a small  amount 
of  each  of  those  with  crystals  of  nitroprusside  of 
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sodium  will  help  a great  deal  in  cases  in  which 
you  cannot  smell  acetone  on  the  breath. 

Dr.  Wheeler:  I should  like  to  ask  you  a 
question,  Dr.  Anderson.  Do  pediatricians  nowa- 
days carry  anything  with  which  to  do  a trache- 
otomy? 

Dr.  Anderson:  Not  as  a rule.  We  usually 
rush  the  patient  to  the  hospital. 

Dr.  Wheeler:  I have  one  thought,  Dr.  Gold, 
about  one  of  the  points  you  mentioned.  I think 
that  if  a doctor  carries  a Levin  tube  and  a large 
syringe  in  his  bag,  there  are  drugs  he  can  do 
without.  He  can  catheterize  the  patient  if 
necessary.  He  can  give  comatose  patients  sugar 
by  stomach  even  if  they  cannot  swallow,  and  if  a 
patient  has  taken  poison  he  can  wash  out  the 
stomach. 

Doctor:  None  of  the  practitioners  men- 
tioned magnesium  sulfate,  which  is  very  useful 
in  convulsions.  Why  don’t  they  carry  that? 

Dr.  Wheeler:  Dr.  Guion  or  Dr.  Gold,  do 
you  have  any  comments? 

Dr.  Gold:  It  seems  to  me  that  most  of  the 
problems  of  convulsions  are  taken  care  of  pretty 
well  by  a few  whiffs  of  ethyl  chloride.  Ether 
would  be  safer,  but  if  ethyl  chloride  is  at  hand  it 
would  suffice.  The  same  can  be  accomplished 
by  an  intravenous  injection  of  phenobarbital 
sodium,  the  ampule  I spoke  about,  if  the  con- 
vulsions are  not  too  severe. 

I should  like  to  ask  Dr.  Anderson  this : There 
seems  to  be  a fairly  good  representation  of  pro- 
prietary samples  in  the  bags  and  one  of  them  in  a 
great  many  of  these  bags.  1 think  I heard  Dr. 
Guion  say  that  she  had  it  too — namely,  coramine. 

Dr.  Guion:  Yes. 

Dr.  Gold:  What  is  it  there  for? 

Dr.  Anderson:  I have  had  coramine  in  my 
bag  for  about  the  past  five  years,  and  I have  not 
used  it. 

Dr.  Gold:  Is  that  true  for  you  too,  Dr. 
Guion? 

Dr.  Guion:  I seldom  use  it.  All  anesthe- 

tists carry  it  with  them.  If  I go  to  an  operation 
and  the  anesthetist  happens  to  ask  me  for  an 
ampule  of  coramine,  I can  produce  it. 

Dr.  Wheeler:  I should  like  to  ask  you  why 
you  put  ouabain  into  the  ideal  bag  rather  than 
an  ampule  of  Digitaline  Nativelle  for  intravenous 
use? 

Dr.  Gold:  I can  see  no  objection  to  having 
Digitaline  Nativelle  for  intravenous  use.  I think 
that  at  the  present  time  few  physicians  are 
accustomed  to  its  use.  I myself  should  pre- 


fer to  have  the  same  preparation  for  oral  and  for 
intravenous  use.  This  is  especially  valuable 
since  this  material  can  be  given  in  the  same  dose 
by  the  two  modes  of  administration. 

Dr.  McKeen  Cattell:  Is  the  speed  of  ac- 
tion a consideration  in  connection  with  in- 
travenous digitalis  medication? 

Dr.  Gold:  The  difference  in  the  speed  is  not 
often  significant.  Ouabain,  however,  does  act 
more  quickly. 

Dr.  Wheeler:  I have  just  one  other  com- 
ment to  make  in  relation  to  a point  that  was  not 
brought  up  this  morning.  I saw  two  patients  in 
the  hospital  with  tension  pneumothorax  whose 
lives  were  unquestionably  saved  by  the  fact  that 
it  was  possible  immediately  to  insert  a large 
needle  into  the  chest  and  take  off  some  air.  I 
have  always  carried  a needle  with  a stopcock, 
and  a syringe  for  that  purpose,  because  that  is 
one  of  the  most  dramatic  things  one  can  do.  It 
is  just  like  giving  glucose  to  patients  in  insulin 
coma. 

Dr.  Janet  Travell:  I wanted  to  ask  Dr. 
Gold  if  he  would  prefer  the  sulfanilamide  powder 
to  any  other  sulfonamide  for  instillation  into 
wounds  for  local  therapy?  I think  you  men- 
tioned sulfanilamide. 

Dr.  Gold:  Sulfanilamide  is  recommended  in 
the  Technical  Manual  issued  by  the  War  De- 
partment in  March,  1942.  Sulfanilamide  ap- 
pears to  cake  less  than  some  of  the  others. 

Dr.  Wheeler:  As  one  particularly  interested 
in  the  sulfonamides,  I would  take  strong  excep- 
tion to  the  average  practitioner  burdening  him- 
self with  some  sulfanilamide  powder  with  the 
idea  of  putting  it  into  wounds  indiscrimi- 
nately. 

I think  it  is  an  uncertain  procedure. 

Dr.  Cattell:  It  is  done  in  the  Army. 

Summary 

Dr.  Gold:  The  discussion  this  morning 
indicates  that  the  doctor’s  bag  seems  to  be  in  need 
of  more  serious  attention  than  it  connnonly  re- 
ceives if  it  is  to  enable  the  physician  to  meet  the 
majority  of  emergencies  for  which  he  may  hope 
to  be  prepared.  Samples  of  proprietary  medi- 
cines seem  to  have  unduly  heavy  representation 
in  many  bags.  We  have  drawn  up  a list  of 
medicinal  agents  for  the  bag,  for  the  most  part 
essential  in  meeting  the  chief  emergencies. 
Heavy  bulk  and  large  numbers  do  not  describe 
this  list.  Discrimination  in  choice  is  the  de- 
ciding factor. 


Case  Report 


ACUTE  DYSPNEA  IN  A CASE  OF  CARCINOMA  OF  THE  STOMACH 

Augustus  B.  Chidester,  M.D.,  F.A.C.S.,  Auburn,  New  York 


MRS.  P.  W.,  age  34,  was  admitted  to  the  Auburn 
City  Hospital  on  December  16,  1942,  com- 
I plaining  of  a sudden,  severe  pain  in  the  chest  and 
upper  abdomen.  She  also  suffered  from  dyspnea, 
I which  had  been  increasing  in  severity  since  the  onset 
, of  a cold  six  weeks  before . She  was  in  tb  e sixth  month 
of  pregnancy. 

j She  gave  a past  history  of  typhoid  fever  at  the 
age  of  10,  with  frequent  colds  and  intermittent  gas 
pockets  in  the  right  lower  quadrant  for  the  past 
three  or  four  years.  During  the  last  two  months 
she  had  had  occasional  spotting,  together  with 
pruritus.  She  had  also  suffered  an  attacx  of  ap- 
pendicitis two  and  one-half  months  before.  Men- 
struation had  begun  when  the  patient  was  15  years 
old,  with  a cycle  of  from  twenty-eight  to  thirty  days, 
seven  days’  duration,  and  moderate  flow.  She 
suffered  slight  pain  on  the  first  day.  L.  M.  P. 
occurred  on  June  5,  1942,  and  the  due  date  was 
March  23,  1943.  A Wassermann  test  was  negative. 

Physical  examination  revealed  an  extremely  sick 
woman,  gasping  for  breath.  Respiration  ranged 
! between  30  and  40  per  minute.  The  heart  and  lungs 
were  apparently  normal.  A mass  about  6 cm.  below 
the  costal  margins  in  the  upper  abdomen  was  ob- 
served. This  mass  was  palpable  in  each  upper 
quadrant.  In  the  lower  abdomen  there  was  a six 
months’  pregnancy,  with  the  fetal  heart  audible 
about  3 cm.  below  the  umbilicus.  The  cervix 
showed  marked  erosion,  and  Trichomonas  vaginalis 
was  present  in  the  discharge.  The  glandular  system 
was  negative.  An  x-ray  of  the  chest  was  normal. 

The  consultant’s  notes  read:  “Distended,  tense 
abdomen;  spasm  in  the  upper  right  quadrant.  No 


palpable  masses.  Unable  to  hear  fetal  heart.  Ques- 
tion of  abscess  in  the  upper  right  flank.” 

The  patient  ran  a normal  temperature,  but  her 
blood  pressure  increased  from  128/78  on  December 
16  to  140/80  on  December  21.  Nonprotein  nitrogen 
increased  from  30,  on  December  17,  to  40,  on  Decem- 
ber 21.  White  blood  cells  increased  from  22,900 
to  29,700  over  the  same  period  of  time.  The  uri- 
nalysis was  as  follows:  specific  gravity,  1.032; 
albumin,  moderate;  sugar,  none.  Microscopic  ex- 
amination revealed  hyaline  and  granular  casts  and 
occasional  white  blood  cells. 

The  most  marked  symptom  in  the  patient  was  her 
extreme  difficulty  in  respiration.  The  treatment 
was  symptomatic.  Her  toxemia  increased  rapidly, 
and  she  died  at  11 : 00  a.m.  on  December  22. 

The  diagnosis  was  (1)  severe  toxemia,  (2)  possible 
appendiceal  or  subdiaphragmatic  abscess,  with  the 
appendiceal  abscess  being  favored,  and  (3)  malig- 
nancy of  the  liver. 

Autopsy  findings  showed  the  liver  to  be  tre- 
mendously enlarged  and  covered  with  pinkish 
nodules  of  various  sizes.  The  stomach  was  demon- 
strated. On  the  greater  curvature  was  a large 
contracted  area,  which  on  being  palpated  revealed 
a nodular  mass  that  extended  into  the  stomach. 

Diagnosis 

1.  Carcinoma  of  the  stomach  with  metastasis 
to  the  liver  and  the  adjoining  glands. 

2.  Six  months’  pregnancy. 

120  Genesee  Street 
Auburn,  New  York 


TOOTH  DECAY  VACCINE 

A^  vaccine  against  tooth  decay  is  being  tested 
at  the  Army  Medical  Center  in  Washington,  D.C. 
The  vaccine  is  made  from  lactobaccilli,  the  kind  of 
germs  believed  responsible  for  decay,  Captain  Ned 
Williams,  formerly  of  Dayton,  Ohio,  explained 
at  the  center’s  dental  laboratories. 

Both  living  and  dead  germs  and  a combination  of 
the  two  are  being  tried  in  the  hope  of  building  up 
resistance  to  the  germs.  After  guinea  pig  tests 
showed  that  the  vaccine  was  not  irritating,  14  en- 
listed men,  as  well  as  Captain  Williams,  volunteered 
to  serve  as  human  guinea  pigs  for  further  tests  of 
the  vaccine.  Results  will  not  be  known  for  some 
time. 

Use  of  chrome  cobalt  alloy  and  a new  material, 
methal-methacalat,  as  substitutes,  respectively,  for 
gold  and  for  vulcanized  rubber  in  making  soldiers’ 
false  teeth,  was  announced  by  Major  Robert  M. 
Appleman,  director  of  the  central  dental  laboratory 
at  the  Army  Dental  School. 

The  new  metal  alloy  does  not  tarnish  in  the 
mouth  and  is  made  to  resist  strain.  It  is  used  for 
the  plates  into  which  the  false  teeth  are  set.  Some 


30  to  40  a month  are  made  at  the  Army  Dental 
School.  Since  the  Army  dental  standards  have 
been  revised  to  take  in  completely  toothless  men,  the 
business  of  making  plates  and  false  teeth  is  boom- 
ing. The  dental  school  with  a staff  of  47  technicians 
made  2,150  plates  in  one  month,  most  of  them 
with  the  methal-methacalat  base  instead  of  vulcan- 
ite. 

Besides  supplying  full  and  partial  sets  of  false 
teeth,  the  Army  supplies  single  teeth  when  necessary. 
All  are  supplied  to  order  and  specifications  from 
the  dental  officers  in  the  field.  A stock  of  70,000 
individual  teeth  of  different  colors,  shapes,  and  sizes 
is  kept  at  the  center.  All  the  metal  alloy  plates 
for  the  Army  in  the  eastern  half  of  the  L nited 
States  and  the  Atlantic  bases  are  made  there,  those 
for  the  western  half  of  the  country  and  the  Pacific 
bases  being  made  at  the  dental  center  at  Fort  Sam 
Houston.  The  more  frequently  used  plates,  with 
methal-methacalat  base,  however,  and  the  teeth  for 
them  are  supplied  from  the  center  in  Washington 
for  only  the  three  eastern  service  commands. — 
Science  News  Letter 
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Case  Report 


Pneumonectomy  for  Bronchiectasis  Associated  with  Complete  Thoracoplasty  for  Mixed 
Empyema  and  Complicated  by  Pulmonary  Tuberculosis 

Charles  W.  Lester,  M.D.,  New  York  City 


PNEUMONECTOMY  for  tuberculosis  has  been 
reported  by  numerous  authors  whose  success, 
while  dramatic  in  some  instances,  on  the  whole  has 
been  disappointing.  Pneumonectomy  for  bronchi- 
ectasis with  tuberculosis  as  a complication  is  suffi- 
ciently uncommon  so  that  the  following  case  report 
should  be  of  interest,  especially  inasmuch  as  it  re- 
flects the  change  in  the  method  of  treatment  of 
bronchiectasis  during  the  past  twenty  years. 


Case  Report 

The  patient  was  a white  woman,  22  years  old, 
whose  illness  dated  back  to  the  third  year  of  her  life, 
when  she  had  three  attacks  of  pneumonia.  This 
pneumonia  initiated  a chronic  cough  which  re- 
mained with  her  during  the  following  years.  In 
1924,  at  the  age  of  4,  she  had  pertussis  with  exacer- 
bation of  the  chronic  cough. 

In  1927,  when  she  was  7 years  old,  her  tonsils  were 
removed  because  of  repeated  attacks  of  hemoptysis. 
After  this  she  continued  to  raise  as  much  as  2 ounces 
of  blood  a day  for  two  or  three  weeks  and  was 
accordingly  admitted  to  a hospital  for  study,  under 
the  suspicion  of  having  pulmonary  tuberculosis. 
No  pulmonary  tuberculosis  could  be  demonstrated, 
however,  and  she  was  discharged  and  remained  at 
home  for  the  next  three  years,  although  during  that 
time  she  continued  to  have  cough,  sputum,  and 
hemoptysis. 

In  1930  she  was  admitted  to  a tuberculosis  sana- 
torium because  of  hemoptysis  and  was  treated  as  a 
tuberculous  patient  for  twenty-nine  months,  al- 
though there  was  never  any  positive  evidence  of 
tuberculosis  by  x-ray,  sputum  examination,  or  any 
other  of  the  tests  which  were  employed. 

She  was  discharged  from  this  hospital  and  re- 
turned to  her  home,  but  in  February,  1934,  ten 
months  later,  she  was  admitted  to  a third  hospital 
because  of  the  continued  hemoptysis.  X-ray  and 
sputum  examinations  were  negative  for  tuberculosis, 
and  for  the  first  time  a diagnosis  of  bronchiectasis 
of  the  left  lower  lobe  was  made.  Left  pneumo- 
thorax was  instituted,  and  she  was  discharged  in 
June,  1934,  to  continue  her  refills  as  an  outpatient. 

In  February,  1936,  she  was  readmitted  to  the 
same  hospital  because  of  considerable  loss  of  weight 
and  repeated  hemoptysis.  At  this  time  x-ray 
examination  indicated  a tuberculous  lesion  in  her 
right  lung  and  one  positive  specimen  of  sputum  was 
obtained  out  of  twenty-one  examinations.  Right 
pneumothorax  was  instituted  but,  because  it  was 
ineffectual,  was  abandoned  in  three  months.  Bed 
rest  was  maintained  until  July,  1936,  when  she  was 
discharged  to  her  home.  One  month  later  she  was 
readmitted  again  because  of  hemoptysis,  but  again 
all  sputum  examinations  were  negative  for  tubercu- 
losis and  she  was  discharged  in  September,  1936. 
During  the  last  admission  the  pneumothorax  on  the 
left  side  was  abandoned,  but  the  left  lung  did  not 
re-expand. 

The  patient  remained  at  home  until  August,  1938, 


when  an  attack  of  fever  and  cough  was  diagnosed  as 
right-sided  pneumonia  and  she  was  readmitted  to 
the  same  hospital.  The  pneumonia  cleared  up,  but 
in  October,  1938,  gastric  washings  were  positive  for 
tuberculosis,  and  in  November,  1938,  sputum  was 
positive  for  tuberculosis  on  two  occasions.  Bron- 
choscopy at  this  time  revealed  nothing  of  impor- 
tance but  was  followed  by  a pulmonary  hemorrhage. 
Fluid  was  then  demonstrated  in  the  left  side  of  her 
chest,  where  the  lung  had  failed  to  re-expand.  This 
condition  was  treated  by  aspiration  on  six  different 
occasions,  bloody  fluid  being  obtained  each  time. 
On  one  occasion  this  was  positive  for  tuberculosis. 
In  September,  1939,  a bronchopleural  fistula  de- 
veloped on  the  left  side,  and  the  patient  raised 
copious  quantities  of  foul  sputum.  She  was  toxic 
and  febrile,  and  it  was  necessary  to  perform  a 
thoracotomy  for  drainage.  The  empyema  con- 
tinued to  drain,  and  between  March  and  June,  1940, 
a complete,  eleven-rib  thoracoplasty  was  done  in 
five  stages.  The  thoracotomy  tube  was  removed  in 
August,  1940,  and  the  wound  healed. 

She  was  then  sent  to  the  New  York  Municipal 
Sanatorium  at  Otisville  for  the  continuation  of  her 
treatment.  At  this  time  no  evidence  of  active  in- 
fection was  found  in  her  right  lung.  Her  left  lung 
was  collapsed  under  an  eleven-rib  thoracoplasty, 
and  repeated  examinations  of  her  sputum  and  gas- 
tric washings  failed  to  reveal  tuberculosis  by  smear 
or  culture.  However,  she  continued  to  raise  about 
100  ce.  of  bloody  sputum  a day  and  on  numerous 
occasions  had  frank  hemorrhage. 

In  February,  1941,  she  was  transferred  to  the 
Chest  Service  at  Bellevue  Hospital,  New  York  City. 
She  was  bronchoscoped,  and  in  her  left  lower  lobe 
bronchus  granulation  tissue  was  found  which  did 
not  have  the  appearance  of  being  tuberculous. 
Treatment  by  silver  nitrate  through  the  broncho- 
scope resulted  in  the  healing  of  this  lesion.  X-ray 
examinations,  sputum  examinations,  by  culture  and 
smear,  gastric  washings,  and  all  other  tests  to  demon- 
strate tuberculosis  were  negative.  Apparently, 
her  tuberculosis  was  well  controlled.  Lipiodol  in- 
jection in  the  left  lung  showed  puddling  indicative 
of  bronchiectasis,  but  a bronchogram  of  the  right 
lung  was  normal.  This,  together  with  the  broncho- 
scopic  examination,  showed  that  her  symptoms  were 
all  coming  from  her  collapsed  left  lung  and  that  the 
only  hope  of  relieving  her  from  a life  of  chronic  in- 
validism was  removal  of  the  left  lung.  The  hazards 
of  the  operation  were  explained  to  her,  and  she  was 
willing  to  take  the  risk. 

Accordingly  on  July  15,  1941,  left  intrapleural 
pneumonectomy  was  performed.  The  thoraco- 
plasty scar  was  reopened,  and  because  of  the  re- 
generated ribs,  there  was  considerable  difficulty  in 
entering  the  chest.  The  initial  opening  was  made 
well  posterior  in  order  to  avoid  the  pericardium. 
This  proved  to  be  a wise  move  because  entrance  to 
the  chest  was  demonstrated  only  when  lung  tissue 
was  incised.  By  sharp  dissection,  the  dense  adhe- 
sions were  freed  and  the  lung  mobilized  except  for 
one  spot  on  the  diaphragm,  one  area  on  the  peri- 
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cardium,  and  one  on  the  mediastinal  pleura  where 
it  did  not  seem  possible  to  liberate  the  lung  without 
damage  to  these  structures.  These  attachments 
were  clamped,  cut,  and  ligated,  thus  mobilizing  the 
lung.  A snare  was  placed  about  the  hilum  and  the 
lung  was  removed  distal  to  the  snare.  The  stump 
was  sutured,  further  secured  by  a ligature  of  heavy- 
silk,  and  the  pleural  cavity  packed.  Since  the 
condition  of  the  patient  was  decidedly  precarious  at 
this  time,  the  chest  wound  was  hastily  closed  and 
the  patient  returned  to  bed.  One  liter  of  5 per  cent 
glucose  and  saline  and  500  cc.  of  blood  Were  ad- 
ministered by  vein  during  the  operation. 

The  patient  rallied  from  the  operation.  Removal 
of  the  packing  was  started  on  the  third  day  and  com- 
pleted on  the  sixth.  Nausea  and  vomiting,  which 
had  troubled  her  after  the  operation,  ceased  when 
the  packing  was  removed.  A tube  was  inserted 
after  removal  of  the  packing  but  bronchial  fistula 
did  not  develop,  and  the  wound  was  allowed  to  close. 
The  pathologic  diagnosis  was  bronchiectasis.  The 
examination  failed  to  show  tuberculosis. 

The  patient  continued  to  have  a cough,  raising 
20  or  30  cc.  of  frothy  sputum,  like  saliva,  every  day. 
Bronchoscopic  examination  showed  that  the  bron- 
chus was  well  closed,  and  a bronchogram  indicated 
that  it  was  rather  long,  amputation  having  been 
made  at  the  division  of  the  stem  bronchus  into  upper 
and  lower  lobe  bronchi.  The  sputum  apparently 


comes  from  this  blind  pocket.  There  is  a moderate 
amount  of  scoliosis  as  a result  of  the  thoracoplasty. 
Pulmonary  functional  tests  show  that  the  vital 
capacity  is  only  about  half  that  of  a normal  indi- 
vidual, as  would  be  expected,  but  they  also  show  that 
it  is  a little  more  than  it  was  before  pneumonectomy. 
The  oxygen  saturation  of  the  arterial  blood  was 
normal — higher  than  it  was  before  pneumonectomy 
— and  the  oxygen  removal  from  the  inspired  air  was 
greater  after  the  pneumonectomy  than  before. 

The  patient  was  discharged  from  the  hospital  in 
September,  1941.  After  a period  of  two  months’ 
convalescent  care  she  obtained  a position  in  a 
secretarial  capacity,  where  she  now  (March,  1943) 
works  eight  hours  a day.  She  feels  well  and  is 
gaining  weight,  although  she  still  raises  20  to  30 
cc.  of  frothy  sputum  daily. 

This  case  demonstrates  the  fact  that  hemoptysis 
may  result  from  something  other  than  pulmonary 
tuberculosis  and  that  artificial  pneumothorax  is  not 
the  treatment  for  bronchiectasis.  Both  of  these 
facts  are  well  understood  now,  but  at  the  time  treat- 
ment was  begun  on  this  patient  our  knowledge  was 
not  so  complete  as  it  is  today.  It  is  also  interesting 
to  note  that  the  onset  of  this  patient’s  tuberculosis 
occurred  two  years  after  her  discharge  from  the 
tuberculosis  sanatorium. 


SALT  WATER  FOR  SHOCK 

A drink  of  salt  water,  of  just  the  right  strength, 
may  become  the  future  first  aid  treatment  for  shock 
in  extensive  burns. 

Experiments  at  the  National  Institute  of  Health 
by  Dr.  Sanford  M.  Rosenthal,  principal  pharma- 
cologist of  the  U.S.  Public  Health  Service,  point  that 
way,  although  so  far  no  human  trials  of  the  method 
have  been  made. 

Survival  rate  for  the  first  two  days  among  burned 
mice  given  about  one-fourth  of  a teaspoonful  of  the 
salt  drink  was  about  twice  as  high  as  among  the 
animals  not  given  this  drink.  When  the  animals  were 
given  two  salt  drinks,  one  and  four  hours  after  the 
burn,  only  about  13  out  of  100  died  the  first  day  and 
17  out  of  100  on  the  second,  as  compared  with  about 
93  out  of  100  that  died  among  untreated  controls. 

Dr.  Rosenthal  compared  the  salt  drink  treatment 
for  shock  from  burns  with  other  standard  methods 
of  treating  shock.  No  benefit  was  observed,  he 
reports,  from  epinephrine  (adrenalin),  posterior 
pituitary  gland  extract,  adrenal  cortical  extract,  or  a 
synthetic  adrenal  cortical  hormone  preparation. 

Human  blood  serum  showed  little  effect  when  in- 
jected into  the  veins  of  the  mice.  Mouse  blood 
serum  was  more  effective  but  not  so  good  as  the 
salt  drink. 

Whether  a salt  drink  can  replace  blood  serum  or 
blood  plasma  as  lifesaving  treatment  for  shock  in 
human  victims  of  burns  cannot  be  told  until  more 
experiments  have  been  made.  The  salt  drink  treat- 
ment is  based  on  a different  principle  from  that  of 
replacing  lost  fluids  as  by  plasma  or  blood  trans- 
fusions, Dr.  Rosenthal  explained. 


In  mice,  he  finds,  the  acute  mortality — that  is, 
death — occurring  within  a day  or  two  after  an 
extensive  burn,  is  closely  related  to  a disturbance  of 
the  balance  of  sodium  and  potassium  in  the  body 
as  well  as  to  the  escape  of  fluids  from  the  blood 
stream. 

The  upset  in  the  sodium-potassium  balance 
seems  the  most  important,  he  reports,  and  may  be 
the  cause  of  the  concentration  of  the  blood  and  other 
effects  attributed  to  the  loss  of  fluids  in  the  burned 
areas.  Doses  of  potassium  speeded  death  in  the 
burned  mice,  and  when  this  was  given  with  sodium 
chloride,  it  antagonized  the  effects  of  the  salt  drink. 

The  strength  of  the  salt  drink,  he  explains,  has  to 
be  such  as  not  to  upset  the  fluid  balance  of  the  body, 
and  should  have  about  the  same  osmotic  pressure  as 
that  of  the  blood. 

Since  it  is  the  sodium  of  the  salt  that  is  effective, 
other  sodium  salts,  such  as  sodium  bicarbonate, 
might  be  given  if  the  salt  drink  proved  too  nauseat- 
ing. 

Salt  tablets  of  the  right  dose  with  a glass  of  water 
might  prove  the  most  practical  method  for  first  aid 
use,  if  the  new  treatment  develops  into  one  useful 
for  human  burn  victims. 

Further  studies  on  methods  of  saving  those  who 
su"  umb  to  burns  after  the  first  two  days  will  be 
made,  Dr.  Rosenthal  says.  The  studies  have  so 
far  been  limited  to  effects  of  treatment  for  shock, 
rather  than  for  the  burn  itself,  since  in  man  from 
60  per  cent  to  80  per  cent  of  the  deaths  from  ex- 
tensive burns  occur  within  the  first  few  days  as  the 
result  of  shock. — Science  News  Letter 
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RUSSIAN  MILITARY  MEDICINE 

The  popular  concept  in  this  country  is  that 
Russia  is  a backward  nation.  This  idea  is  based  on 
what  Russia  was  many  years  ago,  but  it  would 
surprise  many  here  to  know  how  modern  the 
Russians  are  in  their  medical  services,  both  in 
peacetime  and  in  war.  We  shall  not  discuss  the 
progress  they  have  made  in  their  peacetime  handling 
of  the  sick  and  injured,  but  the  recently  released 
statistics  of  how  well  the  Russians  are  doing  in 
caring  for  their  wounded  in  battle  are  most  en- 
couraging. 

It  is  reported  that  70  per  cent  of  the  wounded  are 
back  in  combat  services.  Only  1.5  per  cent  of  the 
Russian  wounded  have  died.  This  is  but  a small 
fraction  of  their  mortality  of  the  wounded  in  the  last 
World  War,  and  also  Considerably  better  than  the 
German  or  French  figures  of  the  last  World  War. 

It  may  seem  that  the  Russians  have  accomplished 
a miracle  but  they  laid  the  groundwork  for  their 
present-day  results  some  twenty  years  ago.  Then 
they  had  only  20,000  physicians.  In  1940  there 
were  160,000  physicians  in  Russia,  and  they  were 
graduating  about  12,000  new  physicians  in  a 
year. 

Now  they  are  graduating  more  than  three  times 
that  number.  In  the  invaded  sections  where  some 
of  their  foremost  medical  colleges  were  situated, 
they  moved  their  entire  medical  schools,  including 
students,  laboratory  equipment,  books  and  teachers, 
back  into  the  Urals,  hundreds  of  miles  away,  where 
they  continued  their  training  without  much  in- 
terruption. 

One  of  the  most  helpful  factors  in  the  Russian 
setup  is  the  so-called  Feldschers.  This  is  a group 
of  about  400,000  men  and  women  who  are  not 
graduate  physicians  but  who  have  had  considerably 
more  practical  training  than  our  advanced  first  aid 
groups — training  in  practical  nursing,  care,  and 
transportation  of  the  wounded,  and  those  who  have 
worked  in  close  cooperation  with  physicians.  They 
have  enabled  the  Russians  to  get  in  their  wounded 
early  and  give  them  first  aid  and  care  which  is  so 
essential,  for  the  mortality  ratio  always  goes  down 
in  direct  ratio  to  the  speed  with  which  the  wounded 
receive  their  first  treatment. 

The  Russians  use  the  sulfa  drugs  as  much  as  we 
do.  They  also  make  wide  use  of  serums  and  trans- 
fusions. 

We  believe  that  the  Russian  technic  is  supe- 
rior to  our  own  in  many  ways.  They  have 
pioneered  in  this  field  and  have  invented  many 
methods  of  preserving  blood  which  have  proved 
highly  successful,  and  we  would  do  well  to  take 
advantage  of  their  technic. — Medical  Record 


ON  CARE  OF  THE  NAILS 

Right  or  wrong,  the  appearance,  of  the  nails  and 
hands  is  often  considered  as  an  index  of  one’s  char- 
acter, so  consequently  care  of  the  nails  usually  begins 
at  birth,  Herman  Goodman,  M.D.,  New  York, 
declares  in  Hygeia,  The  Health  Magazine,  for  May. 

“In  childhood,”  he  explains,  “the  problem  of  nail 
care  revolves  about  the  habit  of  nail  biting.  The 
psychologist  claims  nail  biting  is  more  or  less  normal. 
Nearly  all  mothers  discipline  the  baby  who  persists 
in  sucking  the  nail,  or  the  finger  tips  when  the  nails 
are  worn  down.  In  any  event,  a young  boy  or  girl 
who  has  a nail-biting  habit  following  the  finger 
sucking  of  early  childhood  should  have  nail  care. 
Some  children  are  freed  of  the  habit  by  acquiring 
pride  in  the  appearance  of  their  nails.  This  may  be 
done  by  professional  manicure,  keeping  the  nail 

short  without  free  or  hangnail  edges Some 

people  claim  to  have  cured  the  nail-biting  habit  by 
the  application  of  tart  or  bitter  chemicals  to  the  nail 
or  finger  extremities.  This  is  not  always  effective  ; 
some  children  come  to  enjoy  the  bitterness  or  salti- 
ness of  the  average  safe  chemical  applied  for  this 
purpose. 

“Nail  care  at  home  may  be  attempted  as  soon  as 
the  child  appreciates  what  you  are  trying  to  do. 
Visits  to  a professional  manicurist  will  usually  do 
much  more  than  you  can.” 

The  question  as  to  at  what  age  colored  nails 
should  be  permitted,  tolerated,  or  encouraged  by 
parents  cannot  be  arbitrarily  answered,  Dr.  Good- 
man says,  because  of  marked  differences  between 
chronologic  age  and  social  age,  which  depends  on 
many  other  factors. 

Dr.  Goodman  warns  that  the  fact  that  various 
nail  lacquers  do  not  conform  to  any  one  type  of 
formula  or  recipe  should  influence  one  against  at- 
tempting to  mix  nail  lacquer  cosmetics  from  two 
manufacturers  and  to  apply  the  mixture  on  the 
fingernails,  and  that  the  same  admonition  applies 
against  mixing  various  products  from  the  same 
manufacturer. 

“It  is  impossible  to  nourish  the  nail  by  an  appli- 
cation to  its  surface,”  he  says.  “The  appearance 
of  the  surface  of  the  nail  may  be  altered  by  physical 
or  chemical  means.  The  result  is  always  temporary, 
as  the  nail  continues  to  grow.  Malformations  or 
distortions  of  the  nail  surface  due  to  injury  of  the 
matrix  of  the  nail  can  be  removed  or  camouflaged 
by  applications  to  the  surface 

“The  question  has  often  been  asked  whether  or 
not  nails  ‘breathe.’  This  is  usually  a preliminary 
question  to  one  regarding  the  effect  of  nail  lacquers 

on  such  breathing.  The  nail  does  not  breathe ” 

— A.M.A.  News 
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Army  Medical  Administrative  Officers  Trained  in  Texas 


ONE  of  the  most  rapidly  growing  officer  corps 
in  the  Army  is  the  Medical  Administrative 
Corps,  a nonmedical  group  which  is  combining  its 
knowledge  of  supply,  evacuation,  personnel,  and 
training  methods  with  the  specialized  work  of  the 
professional  men. 

Noncommissioned  men  from  all  branches  of  the 
service  are  chosen  by  selecting  boards  and  given 
special  instruction  at  the  Medical  Administrative 
Officer  Candidate  School  at  Camp  Barkeley,  Texas. 
Some  of  the  candidates  come  from  such  civilian 
fields  as  pharmacy,  embalming  and  mortuary, 
chemistry,  hospital  administration,  and  premedical 
training. 

At  the  Administrative  school,  the  only  one  of  its 


Office  of  Civilian  Defense 

WITH  British  experience  demonstrating  the 
importance  of  a lifesaving  service  trained  in 
technics  similar  to  those  used  in  mine  rescue  work, 
James  M.  Landis,  Director  of  Civilian  Defense, 
has  taken  steps  to  strengthen  our  rescue  service  with 
the  appointment  of  Simon  H.  Ash  as  Chief  of  the 
Rescue  Section  of  the  Medical  Division  of  the 
Office  of  Civilian  Defense. 

Mr.  Ash,  who  also  serves  as  Chief  Engineer, 
Metal  and  Nonmetal  Section,  Mineral  Production 
Security  Division,  U.S.  Bureau  of  Mines,  will  go 
to  England  soon  to  study  rescue  technics.  On  his 


kind  since  Carlisle  Barracks,  Pennsylvania,  was 
taken  over  completely  by  the  medical  field  service, 
candidates  are  given  intensive  training  in  logistics, 
tactics,  sanitation,  administration,  chemical  war- 
fare,  and  allied  subjects,  which  will  enable  graduates 
to  qualify  for  any  job  in  the  Medical  Administrative 
Department. 

A class  of  from  200  to  400  second  lieutenants  is 
graduated  from  the  school  every  two  weeks.  Com- 
mandant of  the  school  is  Brig.  Gen.  Roy  C.  Hefle- 
bower,  who  is  also  commanding  general  of  the 
Medical  Replacement  Center.  His  assistant  is  Col.  |k 
George  E.  Armstrong,  Medical  Corps,  who  has  i 
been  assistant  commandant  since  the  school  was  ■ 
founded. 


Expands  Rescue  Service 

return  he  will  establish  “pilot”  schools  in  Pittsburgh 
and  in  the  San  Francisco  Bay  area  for  the  training 
of  rescue  officers. 

Under  the  present  plan,  when  an  incident  occurs, 
the  medical  adjutant  at  the  Control  Center  will 
dispatch  an  express  party  to  the  scene.  The  express 
party  will  include  one  ambulance,  one  mobile  medi- 
cal team,  and,  if  trapped  casualties  are  reported, 
one  rescue  team  sent  out  by  the  Chief  of  Rescue 
Service.  Coordination  of  the  two  services  will 
make  possible  immediate  clearance  to  hospitals  of 
seriously  injured  casualties  recovered  from  debris. 


Annual  Session  on 

rEE  American  Congress  of  Physical  Therapy  will 
hold  its  twenty -second  annual  scientific  and 
clinical  session  September  8,  9,  10,  and  11,  inclusive, 
at  the  Palmer  House,  Chicago. 

Rehabilitation  is  in  the  spotlight  today,  and 
physical  therapy  plays  an  important  part  in  this 
work. 

The  annual  instruction  course  will  be  held  from 
8:00  to  10:30  a.m.,  and  from  1:00  to  2: 00  p.m.  during 
the  dajrs  of  September  8,  9,  and  10,  and  will  include 
a round-table  discussion  group  from  9:00  to  10:30 
a.m.,  Thursday,  September  9.  The  scientific  and 


Physical  Therapy 

clinical  sessions  will  be  given  in  the  remaining  por-  j 
tions  of  these  days  and  evenings.  A feature  will  || 
be  an  hour  demonstration  showing  technic,  from 
5:00  to  6:00  p.m.  during  the  days  of  September  8,  |f 
9,  and  10. 

All  of  these  sessions  will  be  open  to  the  members 
of  the  regular  medical  profession  and  their  qualified  jf 
aids. 

For  information  concerning  the  instruction  i 
course  and  program  of  the  convention  proper,  ad-  * 
dress  the  American  Congress  of  Physical  Therapy,  ;r 
30  North  Michigan  Avenue,  Chicago,  Illinois. 


Emergency  Medical  Service  in  Industrial  Plants 


EVERY  industrial  plant  medical  department 
should  prepare  a “disaster  operations  plan” 
to  provide  adequate  medical  service  in  case  of  a 
plant  catastrophe  involving  large  numbers  of  casu- 
alties. 

This  is  the  advice  given  in  the  new  bulletin, 
Emergency  Medical  Service  for  Industrial  Plants, 
issued  by  the  Medical  Division  of  the  Office  of 
Civilian  Defense. 

The  plan  should  provide  for  necessary  first  aid 
care  at  the  site  of  the  incident,  for  adequate  am- 


bulance service,  and  for  hospitalization  of  the 
seriously  injured. 

Casualty  stations  must  be  set  up,  with  arrange- 
ments made  for  alternative  locations  that  may 
be  used  if  those  of  first  choice  are  destroyed. 

Accurate  records  should  be  made  for  every  person, 
injured  or  uninjured,  who  leaves  the  plant,  and  the 
place  to  wffiich  the  injured  have  been  taken  should 
also  be  given.  Casualties  should  be  distributed 
among  various  hospitals  in  order  to  guarantee 
quick  and  efficient  service. 
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County  News 


Broome  County 

Dr.  Clarence  E.  Bolton,  former  federal  meat  in- 
spector at  Albany,  was  recently  appointed  chief 
health  inspector  of  the  City  of  Binghamton,  to  suc- 
ceed the  late  John  L.  Costello.* 

Cattaraugus  County 

At  the  annual  dinner  meeting  and  election  of 
officers  of  the  county  society,  held  Thursday  even- 
ing, June  10,  in  Hotel  Dudley,  Dr.  J.  A.  Taggert,  of 
Salamanca,  succeeded  Dr.  Henry  Allen,  of  Gowanda, 
as  president  of  the  organization. 

Other  officers  elected  were:  Dr.  M.  G.  Sheldon,  of 
Olean,  vice-president,  to  succeed  Dr.  Taggert; 
Dr.  W.  R.  Ames,  of  Olean,  secretary  and  treasurer, 
to  succeed  Dr.  Leo  E.  Reimann,  of  Franklinville. 

Dr.  Herbert  H.  Bauckus,  president-elect  of  the 
Medical  Society  of  the  State  of  New  York,  attended 
the  meeting  and  addressed  about  30  doctors  on 
tentative  plans  of  the  State  Department  of  Health 
to  furnish  obstetric  care  for  soldiers’  wives.* 

Chautauqua  County 

Dr.  and  Mrs.  William  A.  Randel,  formerly  of 
Mt.  Vernon,  have  arrived  in  Jamestown,  where  Dr. 
Randel  has  opened  an  office  to  practice  as  a specialist 
in  ear,  nose,  and  throat  work. 

Before  his  move,  Dr.  Randel  had  practiced 
at  Mt.  Vernon  for  the  past  twenty-seven  years  and 
prior  to  that  had  practiced  in  New  York  City.  He 
is  a diplomate  of  the  American  Board  of  Otolaryn- 
gology, a fellow  of  the  American  College  of  Surgeons, 
a fellow  of  the  American  Medical  Association,  mem- 
ber of  the  Westchester  County  Medical  Society, 
and  former  treasurer  of  the  Mt.  Vernon  Medical 
Society.  He  was  formerly  connected  with  the 
Manhattan  Eye  and  Ear  Hospital  and  the  New 
York  Post-Graduate  Medical  School.* 


Chautauqua  County’s  quota  of  doctors  for  the 
armed  forces  has  been  filled,  an  announcement  at  the 
meeting  of  the  county  society  on  June  18  at  the 
White  Inn,  Fredonia,  showed. 

The  main  speaker  at  the  meeting  was  Dr.  James 
C.  Sullivan,  professor  of  surgery  at  the  University 
of  Buffalo,  who  addressed  the  35  doctors  present  on 
“Peptic  Ulcer  Surgery.”* 

Cortland  County 

In  the  thirteenth  annual  report  of  the  Cortland 
County  Health  Department,  Dr.  William  E.  Mosher, 
Jr.,  commissioner,  records  a series  of  accomplish- 
ments in  community  health  for  the  year  ending 
December  31,  1942,  despite  shortages  in  personnel 
and  other  handicaps  occasioned  by  the  war. 

The  report  gives  first  place  in  the  list  of  achieve- 
ments to  an  intensive  diphtheria  immunization 
drive  which  resulted  in  the  protection  of  753  pre- 
school children,  raising  the  Cortland  city  immuniza- 
tion rate  from  29  per  cent  in  1941  to  47  per  cent  in 
1942,  and  the  rest  of  the  county  from  36  per  cent  to 
45  per  cent  in  1942.  This  was  more  than  twice 
the  preschool  immunizations  completed  in  any  single 
year  since  1938. 

Among  other  accomplishments  were  organization 
and  utilization  of  volunteers  in  such  work  as  making 
surveys,  assisting  at  clinics,  and  preparing  supplies; 

* Asterisk  indicates  that  item  is  from  local  newspaper. 


immediate  hospitalization  of  all  newly  discovered 
active  tuberculosis  cases;  establishment  of  an 
emergency  public  health  nursing  service;  and  in- 
auguration of  a dental  program  in  connection  with 
the  preschool  consultation  service. — Health  News 

Dutchess  County 

The  Dutchess  County  Health  Association  plans 
to  improve  its  health  program  for  the  coming  year 
by  the  addition  to  its  staff  of  a full-time  trained 
health  educator  who  may  place  special  emphasis 
in  the  nutrition  field  and  aid  toward  the  develop- 
ment of  a permanent  home  bureau,  according  to 
the  association’s  twenty-seventh  annual  report. 

The  association  also  aims  to  prepare,  by  expendi- 
ture of  funds  and  general  development,  for  a dental 
clinic. 

The  association’s  full-time  year-round  health 
education  program  in  tuberculosis  receives  added 
stimulus  at  the  time  of  the  Christmas  Seal  sale 
and  in  April  during  the  early  diagnosis  campaign. 
The  association  has  endeavored  to  reach  the  school 
population  through  the  Christmas  Seal  health 
programs  and  in  the  past  year  has  given  special 
attention  to  the  distribution  of  materials  to  the 
factories  by  means  of  its  bulletin  board  poster 
service  as  well  as  by  payroll  pamphlet  distribution. 

The  association  has  acted  for  several  years  as 
substitute  for  a Women’s  Field  Army  in  Dutchess 
County  and  has  given  the  necessary  contribution  in 
funds  to  the  New  York  State  Cancer  Committee. 
It  has  been  copartner  with  the  cancer  committee  of 
the  county  medical  society  in  health  education. 
Considerable  literature  has  been  distributed  and 
articles  have  been  written  concerning  cancer. 

By  means  of  the  association’s  Children’s  Treat- 
ment Fund,  considerable  dental  correction  has  been 
accomplished  and  this  program  and  its  facilities  are 
still  available.  More  recently,  through  participation 
v ith  the  Dental  Committee  of  the  Dutchess  County 
Welfare  Council,  the  association  has  given  thought 
to  Poughkeepsie’s  school  dental  program  and  the 
possibility  of  the  establishment  of  an  enlarged  adult 
clinic  at  Vassar  Hospital.* 


Erie  County 

Steps  to  relieve  the  critical  shortage  of  doctors 
in  the  Tonawandas  were  considered  at  a meeting 
on  June  24  of  the  War  Councils  of  Tonawanda  and 
North  Tonawanda  in  joint  session  with  the  Twin 
Cities  Academy  of  Medicine. 

As  a result  of  military  enlistments  and  recent 
deaths  among  physicians,  the  ratio  now  is  only 
one  doctor  to  3,000  persons.  The  two  cities  have 
lost  17  doctors  to  the  armed  forces,  and  several 
elderly  doctors  are  unable  to  maintain  active 
schedules. 

The  War  Council  and  the  Academy  discussed 
the  advisability  of  three  proposals:  (1)  discourage 
further  enlistment  of  medical  men  in  the  Tona- 
wandas; (2)  attempt  to  have  one  or  more  doctors 
released  from  military  duty  and  returned  to  private 
practice;  and  (3)  bring  new  doctors  into  the  cities 
if  possible. 

Similar  attempts  to  relieve  the  shortage  of  physi- 
cians in  Buffalo  are  being  made  by  the  county 
medical  society  through  the  development  of  a plan 
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that  will  help  residents  of  Buffalo  and  Erie  County 
to  obtain  medical  attention. 

Doctors  in  the  city  have  been  organized  by  wards 
and,  outside  the  city,  by  towns.  Patients  will 
call  the  society  between  9:00  a.m.  and  5:00  p.m., 
or  the  Nurses’  Registry  between  5:00  p.m.  and  9:00 
a.m.,  and  a doctor  will  be  recommended.  Ac- 
cording to  Dr.  Harold  F.  R.  Brown,  president  of  the 
society  and  originator  of  the  plan,  the  doctors  have 
cooperated  very  well  and  have  taken  increasing 
numbers  of  patients  in  spite  of  heavy  demands  upon 
their  time. 

Jefferson  County 

The  county  society,  at  its  regular  monthly  meet- 
ing on  June  15,  passed  a resolution  favoring  a county 
health  organization  and  recommending  to  the  mayor, 
the  city  council,  and  board  of  supervisors  that  such 
a department  be  established. 

The  society  also  requested  the  appointment  of 
the  various  officers  necessary  in  the  organization  of 
a county  health  department:  a county  health  com- 
missioner; county  deputy  commissioners,  probably 
8 to  10;  county  health  nurses,  probably  16  to  18,  at 
least  one  for  each  town  in  the  county,  all  serving 
under  a supervising  nurse;  county  veterinarian 
and  county  sanitary  engineer;  and  the  establishment 
of  a county  laboratory. 

The  speaker  at  the  meeting  was  Dr.  Floyd  S. 
Winslow,  of  Rochester,  whose  subject  was  “Inter- 
esting Medicolegal  Cases.”* 

Kings  County 

Dr.  Joseph  Lo  Presti,  assistant  surgeon,  United 
States  Public  Health  Service  Reserve,  and  a mem- 
ber of  the  staff  of  Long  Island  College  Hospital 
during  the  past  two  years,  has  been  assigned  to  the 
National  Society  for  the  Prevention  of  Blindness 
to  carry  on  a program  in  the  field  of  industrial 
eye  hygiene,  it  was  announced  recently  by  Mrs. 
Eleanor  Brown  Merrill,  executive  director  of  the 
society.  * 

Monroe  County 

Appointment  of  a 24-member  medical  advisory 
panel  for  the  Monroe  County  Rationing  Board  to 
pass  on  applications  for  rationed  commodities 
based  on  medical  necessity  has  been  announced  by 
Joseph  D.  Patterson,  district  OP  A manager,  and 
Dr.  D.  C.  Padelford,  board  chairman. 

The  panel  is  headed  by  Dr.  G.  Kirby  Collier,  as 
general  chairman,  and  is  divided  into  three  groups  of 
8 physicians  recommended  by  the  Monroe  County 
Medical  Society,  the  Rochester  Academy  of  Medi- 
cine, and  the  city  and  county  war  councils. 

The  groups  and  their  personnel  are  as  follows: 

Group  One:  Dr.  B.  J.  Duffy,  chairman;  Dr.  H. 
B.  Crawford,  Dr.  L.  T.  Waldo,  Dr.  S.  R.  Snow, 
Dr.  P.  W.  Beaven,  Dr.  C.  W.  Warren,  Dr.  D.  A. 
Haller,  and  Dr.  C.  S.  Lakeman; 

Group  Two:  Dr.  A.  D.  Kaiser,  chairman;  Dr. 
H.  H.  Baker,  Dr.  J.  J.  Finigan,  Dr.  J.  L.  Van  de 
Mark,  Dr.  H.  I.  Norton,  Dr.  E.  H.  Burnes,  Dr.  G. 
E.  Sanders,  and  Dr.  C.  I.  Maggio; 

Group  Three:  Dr.  C.  B.  F.  Gibbs,  chairman; 
Dr.  J.  P.  Henry,  Dr.  E.  G.  Whipple,  Dr.  G.  K. 
Collier,  Dr.  J.  K.  Quigley,  Dr.  David  Wolin,  Dr. 
L.  C.  Boynton,  and  Dr.  F.  S.  Winslow.* 


The  400th  anniversary  of  Andreas  Vesalius’ 
disclosure  of  new  theories  in  anatomy  was  marked 


at  the  Rochester  Academy  of  Medicine  on  Wednes- 
day, June  16. 

Dr.  Charles  B.  F.  Gibbs,  president  of  the  academy, 
presided  at  the  special  meeting,  and  the  principal 
speaker  was  Dr.  Ernest  Sigerist,  professor  and  direc- 
tor of  the  Institute  of  the  History  of  Medicine  at 
Johns  Hopkins  University.  His  topic  was  “The 
Contributions  of  Vesalius  to  Medicine.” 

There  was  also  a special  exhibit  of  Vesalius  ma- 
terial arranged  by  Dr.  John  R.  Williams,  of  the 
Academy  Museum.  Members  of  the  Women’s 
Auxiliary  of  the  Academy,  headed  by  Mrs.  Chris- 
topher G.  Parnall,  were  hostesses  at  a buffet  sup- 
per at  6:30  p.m.  on  the  academy  lawn  preceding 
the  meeting.  * 

New  York  County 

Direction  of  all  medical  teaching  in  the  New  York 
Eye  and  Ear  Infirmary  was  taken  over  by  the  School 
of  Medicine  of  Columbia  University  on  July  1,  it 
was  announced  recently  by  Dr.  Robert  M.  Youngs, 
president  of  the  infirmary,  and  Dr.  Willard  C. 
Rappleye,  dean  of  the  Columbia  school. 

The  directors  of  the  infirmary,  it  was  said,  had 
decided  that  medical  teaching  controlled  by  the 
standards  of  a large  university  medical  school  could 
develop  more  effective  training  programs  to  cope 
with  war  casualties  and  expansion  of  research.  * 


Schuman’s,  20  East  70th  Street,  has  issued  under 
the  title  “Rare  Medical  Books”  its  eighth  catalogue 
of  materials  important  in  the  history  of  medicine. 
A strong  element  in  the  present  catalogue  of  nearly 
500  titles  is  the  group  of  99  titles  which  are  divided 
into  works  by  Vesalius,  works  incorporating  in  part 
Vesalius’s  illustrations  or  writings,  and  general 
medical  works  of  the  Renaissance.  The  remainder 
of  the  catalogue  comprises  miscellaneous  medical 
works  of  many  periods.  The  publication  of  such  a 
catalogue  is  an  event  for  the  medical  collector.  * 


The  number  of  syphilis  cases  reported  to  the  New 
York  Health  Department  in  1942  showed  an  in- 
crease of  10  per  cent  over  1941,  according  to  an 
annual  report  of  the  Bureau  of  Social  Hygiene, 
released  recently  by  Health  Commissioner  Ernest 
L.  Stebbins. 

The  number  of  all  reported  venereal  disease  cases 
increased  from  40,311  in  1941  to  42,925  in  1942. 

“Of  particular  significance  was  the  increase  in  the 
reported  cases  of  syphilis  among  boys  and  girls  be- 
tween 15  and  20  years  of  age,”  said  Dr.  Theodore 
Rosenthal,  director  of  the  Bureau  of  Social  Hygiene, 
who  prepared  the  report.  “Primary  and  secondary 
syphilis  in  this  group  showed  a rise  of  37  per  cent 
for  the  year  1942  as  compared  with  the  period 
1939-1941.” 

It  was  pointed  out  that  from  the  inception  of  The 
Selective  Service  Act,  through  December  31,  1942, 
the  Department’s  diagnostic  laboratory  examined 
893,281  specimens  for  syphilis  and  the  percentage 
of  registrants  with  positive  serologic  reactions  was 
estimated  to  be  2.5  per  cent.  All  registrants  sus- 
pected of  having  a venereal  infection  were  followed 
up  for  further  examination. 

“The  widespread  use  of  blood  tests  in  selective 
service,  premarital,  and  prenatal  examinations  has 
created  a vast  case-finding  project  for  the  study  of 
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venereal  diseases  in  the  New  York  area,”  the  report 
said. 

Dr.  Rosenthal  reported  that  last  year  the  Health 
Department  tested  a total  of  640,230  selective 
service  blood  specimens,  or  nearly  three  times  as 
many  as  in  1941.  In  addition,  176,105  premarital 
serologic  tests  for  syphilis  were  recorded.  As  a 
result  of  these  tests,  there  was  a substantial  in- 
crease in  the  number  of  “venereal  disease  suspects” 
examined,  diagnosed,  and  treated.  Following  treat- 
ment many  were  able  to  enter  the  armed  forces  or 
to  return  to  their  normal  occupations.  * 


With  the  issuing  on  June  24  of  the  Directory  of 
Tuberculosis  Clinics,  published  annually  by  the  New 
York  Tuberculosis  and  Health  Association,  Dr.  J. 
Burns  Amberson,  Jr.,  president  of  the  Association, 
announced  that  there  are  42  tuberculosis  clinics 
operating  at  the  present  time  in  the  City  of  New 
York. 

Compiled  under  the  direction  of  Dr.  H.  McLeod 
Riggins,  chairman  of  the  Tuberculosis  Committee 
of  the  New  York  Tuberculosis  and  Health  Associa- 
tion and  Medical  Director  of  Triboro  Hospital  in 
Queens,  the  directory  provides  identifying  informa- 
tion on  the  26  officially  designated  district  clinics 
and  the  17  nondistrict  clinics  which  serve  the  five 
boroughs  of  New  York  City.  Of  the  42  tuberculosis 
clinics,  19  are  located  in  Manhattan,  6 in  the  Bronx, 
8 in  Brooklyn,  7 in  Queens,  and  2 in  Richmond; 
20  are  under  the  supervision  of  the  Department  of 
Health;  11  are  under  the  supervision  of  the  De- 
partment of  Hospitals;  and  11  others  are  super- 
vised by  voluntary  hospitals  and  agencies. 

Diagnostic  services  are  available  at  35  clinics; 
pneumothorax  treatments  may  be  obtained  in  17 
clinics,  10  operated  by  the  Department  of  Hospitals, 
6 by  voluntary  institutions,  and  one  by  the  Depart- 
ment of  Health.  There  are  23  consultation  clinics 
in  the  city,  19  of  which  are  operated  by  the  Depart- 
ment of  Health  and  3 by  the  Queensboro  Tubercu- 
losis and  Health  Association.  Twenty  clinics  have 
evening  sessions,  and  8 conduct  separate  sessions  for 
children.  The  Department  of  Health  maintains 
a survey  clinic,  and  Montefiore  Hospital,  a voluntary 
institution  in  the  Bronx,  has  a tuberculosis-diabetic 
clinic. 

The  directory  includes  also  maps  showing  the 
boundaries  for  the  tuberculosis  district  clinics  and 
lists  the  branch  offices  of  the  Department  of  Health 
and  the  District  Health  Centers,  with  identifying 
information. 


Saul  M.  Small,  M.D.,  has  been  appointed  to  the 
staff  of  the  National  Hospital  for  Speech  Disorders 
as  psychiatrist  and  assistant  to  the  Medical 
Director.  Dr.  Small  was  formerly  a resident 
psychiatrist  at  the  Payne  Whitney  Psychiatric 
Clinic. 


First  Lieutenant  Margaret  Janeway  was  dis- 
charged from  the  Women’s  Army  Auxiliary  Corps 
to  become  a major  in  the  Army  Medical  Corps — the 
first  woman  to  become  an  Army  doctor  in  the  North 
African  theater  and  the  second  in  the  entire  United 
States  Army. 

Her  transfer  gratified  a long-standing  ambition. 
She  had  practiced  extensively  in  New  York  City 


at  the  Lenox  Hill  and  St.  Luke’s  Hospitals.  Major 
Janeway’s  grandfather,  Colonel  John  H.  Jane  way, 
was  an  Army  surgeon  in  the  Civil  War,  and  she 
always  wanted  to  follow  his  career. 

She  became  a contract  surgeon  assigned  to  the 
W.A.A.C.  on  October  21,  1942,  later  deciding  to 
join  the  organization,  and  was  sent  abroad  with  the 
first  W.A.A.C.  company  in  North  Africa  six  months 
ago.  She  then  applied  for  a Medical  Corps  com- 
mission. 

Major  Janeway  was  born  in  Trenton,  New  Jersey, 
and  received  her  education  at  Bryn  Mawr,  Colum- 
bia, and  the  College  of  Physicians  and  Surgeons  in 
New  York  City. 


The  United  Seamen’s  Service  announced  last 
week  that  it  would  broaden  its  entire  medical 
program  and  establish  new  centers  where  seamen 
may  convalesce  after  injuries  or  illness  and  where 
those  unable  to  return  to  their  old  duties  may  be 
instructed  in  new  work  and  given  new  interests. 

A new  occupational  retraining  center  is  to  be  set 
up  in  New  York  City  for  merchant  seamen  incapaci- 
tated for  their  old  duties,  and  a suitable  building 
for  this  purpose  is  now  being  sought,  Douglas  P. 
Falconer,  national  executive  director  of  the  service, 
said.  He  listed  other  objectives  as  follows: 

To  install  proper  medical  chests  and  medical 
books  on  all  merchant  ships;  to  give  courses  and 
show  movies  on  health  topics  to  officers  and  men, 
to  establish  a uniform  system  of  physical  examina- 
tion of  seamen  by  shipping  companies,  to  meet  all 
seamen-survivors  of  war  action  on  their  arrival 
home  and  see  that  their  medical  needs  are  met,  and 
to  publish  special  books  and  pamphlets  on  health 
topics  for  seamen.* 


Six  deaths  from  heat  prostration  and  increases 
in  mortality  from  diseases  common  to  old  age — in 
which  unusual  heat  might  have  been  an  important 
factor — raised  the  general  death  rate  in  New  York 
City  for  one  of  the  recent  hot  weeks  to  11.9  per 
1,000  population,  Health  Commissioner  Ernest  L. 
Stebbins  reported.  The  death  rate  in  the  preceding 
week  was  10.3. 

So  far  this  year  deaths  have  averaged  11.5,  com- 
pared with  10.2  at  this  time  in  1942  and  10.7  in 
1941.  A somewhat  higher  death  rate  in  wartime 
is  to  be  expected  among  the  civilian  population, 
health  officials  pointed  out,  adding  that  the  picture 
was  distorted  somewhat  by  removal  of  youths  into 
the  armed  services — and  therefore  out  of  the  re- 
portable vital  statistics  except  as  part  of  the  basic 
population.* 

Niagara  County 

A physician  pooling  plan  for  night  calls  and 
emergencies  was  outlined  by  Dr.  Richard  H.  Sher- 
wood in  an  address  to  the  Niagara  Falls  Rotary 
Club  in  the  Hotel  Niagara  on  June  14.  Dr.  Sher- 
wood discussed  the  project  from  various  angles, 
setting  forth  the  advantages  which  would  result 
from  adoption  of  the  plan.  * 

Oneida  County 

When  the  county  society  met  on  July  13,  it 
discussed  the  action  of  the  American  Medical  As- 
sociation, taken  June  9 in  Chicago,  to  create  a new 
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council  to  plan  for  better  medical  care  throughout 
the  nation.* 


Dr.  F.  M.  Miller,  Utica  deputy  medical  officer  for 
Civilian  Defense,  called  a meeting  for  all  members 
of  the  Emergency  Medical  Corps,  Civilian  Defense, 
on  Wednesday,  June  16. 

The  program  included  a sound  movie,  “Fighters 
in  White.”  There  was  discussion  of  emergency 
medical  service  by  Col.  A.  J.  Canning,  director  of 
Rhoads  Hospital.  Colonel  Canning  was  in  charge 
of  a service  hospital  at  Pearl  Harbor,  December 
7,  1941. 

A round-table  discussion  by  the  adjutants  fol- 
lowed. 

Information  on  the  subject  of  emergency, 
medical  technic  and  chemical  warfare  was  given. 
Chemical  Warfare  Director  G.  W.  Pirk,  Dr.  Fred 
Owens,  and  Dr.  F.  M.  Miller,  Jr.,  took  part  in  the 
discussion.  * 


The  newest  addition  to  the  staff  of  the  Army  Air 
Forces  Technical  Training  Command  in  charge  of 
more  than  350  premeteorologic  trainees  at  Hamilton 
College  is  a full-time  Army  physician,  Lt.  Conrad  E. 
Rosdahl. 

Establishment  of  a dispensary  in  the  Hamilton 
College  gymnasium  will  be  supplemented  by  use 
of  the  Rome  Air  Depot  Hospital,  Lieutenant  Ros- 
dahl indicated. 

A graduate  of  Cornell  University,  Lieutenant 
Rosdahl  received  his  medical  degree  from  the  Col- 
lege of  Physicians  and  Surgeons  at  Columbia  Univer- 
sity and  interned  for  a year  at  Sacred  Heart  Hos- 
pital, Spokane,  Washington,  before  entering  the 
Army.* 


Ontario  County 

The  regular  quarterly  meeting  of  the  county 
society  was  held  at  the  Geneva  Country  Club, 
Tuesday,  July  13. 

The  three  addresses  on  the  scientific  program,  which 
was  furnished  by  the  staff  of  the  U.S.  Naval  Hos- 
pital, Sampson,  New  York,  included:  “Experiences 
with  the  Medical  Department  on  Guadalcanal,”  by 
Chief  Pharmacist  J.  Scripp,  Jr.,  USN;  “Experiences 
on  a Hospital  Ship  in  Pearl  Harbor,”  by  Lieut.- 
Comdr.  J.  D.  Norris  (MC),  USNR;  “The  Impor- 
tance of  the  Bacteremic  Phase  of  Cerebrospinal 
Fever  and  Its  Relation  to  the  Waterhouse-Frieder- 
ickson  Syndrome,”  by  Lieut.-Comdr.  F.  R.  Bailey 
(MC),  USNR. 


Orange  County 

Dr.  Arnold  S.  Banks  has  returned  to  Newburgh 
after  spending  two  years  in  Kings  County  Hospital, 
Brooklyn,  where  he  completed  a surgical  internship 
and  was  resident  surgeon  in  fractures. 

Dr.  Banks  has  now  opened  his  office  for  the  general 
ractice  of  medicine.* 


Putnam  County 

The  Putnam  County  Welfare  Department  now 
has  a County  Medical  Plan,  whereby  services  to 
welfare  clients  are  rendered  in  accordance  with  the 
prescribed  rules. 

The  plan  calls  for  a medical  consultant  to  the 
welfare  department,  and  at  a recent  meeting  the 
board  of  supervisors  appointed  Dr.  Robert  S. 
Cleaver,  of  Brewster,  as  county  medical  consultant. 
His  appointment  had  been  recommended  by  the 
County  Medical  Association. 


Steuben  County 

Meeting  June  10  at  the  Wagner  Hotel  in  Bath, 
members  of  the  county  society  voted  to  continue 
the  Farm  Security  Administration  rural  medical 
care  plan  for  another  year  in  Steuben  County. 
Dr.  R.  D.  Haggerty,  of  Arkport,  chairman  of  the 
rural  medical  care  committee,  reported  on  the  work- 
ings of  the  plan. 

A paper  on  the  subject,  “Sesame  and  Peanut 
Oil  Cysts,”  was  given  by  Dr.  R.  J.  Shafer,  of 
Coming.  At  the  New  York  State  Association  of 
Public  Health  meeting  held  in  Albany  June  25,  Dr. 
Shafer  again  spoke  on  this  subject,  on  which  com- 
paratively little  research  has  been  done  as  yet. 

A report  of  the  nonprofit  medical  insurance  plan 
now  under  discussion  was  given  by  Dr.  Shafer, 
speaking  on  behalf  of  Dr.  George  Taylor,  of  Hornell, 
chairman  of  the  committee  for  investigating  the 
plan.  It  was  decided  that  the  committee  should 
further  consider  the  plan  and  report  again  at  the 
next  meeting. 

Dr.  H.  B.  Smith,  of  Coming,  delegate  of  the  first 
district  of  the  county,  and  Dr.  W.  J.  Tracy,  of 
Hornell,  delegate  of  the  second  district,  reported 
on  the  State  meeting  held  recently  in  Buffalo. 

Reports  were  given  by  Dr.  John  Conway,  of 
Hornell,  district  state  health  officer  and  chairman 
of  the  public  health  committee,  and  Dr.  C.  M. 
Lapp,  of  Coming,  chairman  of  the  committee  on  war 
participation.* 


Suffolk  County 

Dr.  William  H.  Ross,  of  Brentwood,  observed  his 
fifty-fifth  anniversary  in  the  practice  of  medicine 
on  June  1.  He  began  his  internship  at  the  Presby- 
terian Hospital  in  New  York  City  on  June  1,  1888, 
after  graduating  from  Columbia  University.  Dr. 
Ross  was  recently  elected  chairman  of  the  Board  of 
Trustees  of  the  New  York  State  Medical  Society. 
He  has  already  served  two  terms  as  a trustee  of  the 
State  Society.* 


Westchester  County 

Dr.  Ebba  A.  Dederer,  Chief  of  the  Division  of 
Medical  Inspection,  of  the  Department  of  Public 
Instruction,  began  a year’s  leave  of  absence  due  to 
ill  health  on  June  23.  She  will  go  to  her  ranch  at 
San  Diego,  California.  During  Dr.  Dederer’s 
administration  it  is  estimated  that  the  school  stu- 
dent group  has  averaged  11,000  annually,  which 
represents  200,000  units  of  total  annual  attendance 
guarded  by  the  school  system’s  health  service.  * 
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Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Stephen  H.  Ackerman 

57 

P.  & S.,  N.Y. 

July  2 

Hollis 

Joseph  L.  Boehm 

66 

Washington  Univ.,  St.  Louis 

June  29 

Manhattan 

Reed  B.  Bontecou 

78 

P.  & S.,  N.Y. 

June  19 

Clifton  Springs 

Elsie  Fox 

58 

Cornell 

June  30 

Bronx 

Nemorin  Guilhempe 

54 

Boston 

June  30 

Manhattan 

J.  Victor  Haberman 

61 

P.  & S.,  N.Y. 
Berlin 

April  10 

Manhattan 

Frederick  Honsinger 

69 

Syracuse 

June  20 

Bronxville 

Leo  B.  Meyer 

69 

P.  & S.,  N.Y. 

July  3 

Manhattan 

Harrison  A.  Tucker 

78 

L.I.C.  Hosp. 

June  28 

Brooklyn 

RESULTS  OF  HOSPITAL  TREATMENT  OF  NARCOTIC  DRUG  ADDICTS 


A thorough,  well-organized  follow-up  study  has 
been  made  of  4,766  male  patients  discharged  from 
the  United  States  Public  Health  Service  Hospital 
at  Lexington,  Ky.,  during  the  period  from  January 
1,  1936,  to  December  31,  1940.  All  these  patients 
had  received  treatment  in  the  hospital  for  addiction 
to  narcotic  drugs.  The  only  narcotics  mentioned 
in  the  report  are  opium  and  its  derivatives.  The 
follow-up  was  carried  out  between  July  1 and 
December  31,  1941:  in  other  words,  at  least  six 
months  after  the  discharge  of  the  last  patient  in  1940. 

The  results  of  the  follow-up  are  presented  in  de- 
tailed tabulations,  which  are  analyzed  and  dis- 
cussed from  various  points  of  view.  The  patients 
fall  into  four  general  classes:  voluntary,  proba- 
tioner patients,  paroled  prisoners,  and  prisoner 
patients.  A probationer  patient  is  a narcotic  drug 
addict  who,  for  violation  of  a federal  law,  has  been 
given  a probationary  sentence  on  the  condition  that 
“he  goes  to  one  of  the  United  States  Public  Health 
Service  hospitals  either  at  Lexington  or  Fort  Worth 
for  treatment  and  remains  until  pronounced  cured 
by  the  medical  staff.” 


The  state  as  to  addiction  of  39.6  per  cent  of  the 
4,766  discharged  patients  could  not  be  determined, 
7 per  cent  had  died  after  leaving  the  hospital,  29.9 
per  cent  had  relapsed  to  the  use  of  drugs,  and  13.5 
per  cent  were  still  abstinent.  Excluding  the  dead 
and  the  unknown,  74.7  per  cent  had  relapsed  and 
25.3  per  cent  had  remained  abstinent. 

The  analysis  of  the  facts  about  the  different 
classes  of  patients  led  to  the  important  conclusion 
that  the  most  successful  program  of  treatment  for 
narcotic  drug  addicts  includes  a comparatively 
short  period  of  hospitalization,  not  less  than  two 
months  but  not  more  than  five,  with  acceptable 
employment  as  a prerequisite  for  release,  and  then 
adequate  extramural  supervision  for  three  years 
with  periodic  check-up  examinations.  This  means 
that  for  patients  placed  on  probation  for  three  to 
five  years  the  one  innovation  necessary  to  carry  this 
program  into  effect  would  be  compulsory  employ- 
ment. Periodic  check-up  services  have  been 
initiated  at  the  Lexington  hospital.  The  general 
belief  that  a drug  addict  can  never  be  cured  is  not 
supported  by  this  follow-up  study. — J.A.M.A. 


NEW  EMERGENCY  COMMUNICATIONS  SYSTEM  SET  UP 


Through  the  cooperation  of  the  Office  of  Civilian 
Defense  and  the  Federal  Communications  Commis- 
sion, an  important  aid  for  defense  forces,  the  War 
Emergency  Radio  Service,  has  been  set  up.  This 
offers  a system  of  two-way  radio  communication, 
operating  on  three  bands  of  several  channels  each, 
so  that  there  is  no  practical  limit  to  the  system’s 
flexibility. 

One  band  connects  the  local  Civilian  Defense 
control  center  with  the  district  control  center;  a 
second  band  connects  the  local  control  center  with 
local  fixed  points  such  as  wardens’  posts,  fire  houses, 
hospitals,  public  utilities,  and  industrial  plants; 
and  the  third  band  connects  mobile  forces,  like  fire 
trucks  and  emergency  medical  teams,  with  the 
control  center. 


This  band  can  likewise  be  connected  with 
walkie-talkies. 

The  communicating  range  of  the  WERS  system 
is  approximately  10  miles,  a range  limited  enough 
to  be  useless  to  the  enemy  but  valuable  to  the 
defense  forces. 

Chief  advantages  of  the  system  are  its  wide 
coverage,  reaching  many  points  simultaneously, 
its  invulnerability,  its  contact  with  moving  units. 

The  communication  service  will  be  particularly 
helpful  in  maintaining  a complete  picture  of  the 
hospital  situation  in  the  event  that  telephones 
are  put  out  of  order  in  an  emergency.  Ambu- 
lances can  be  loaded  and  dispatched  quickly,  and 
mobile  medical  teams  sent  from  place  to  place 
without  returning  to  their  bases. 
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Dental  Hygienists  Needed  for  Army  Dispensaries 


TO  SUPPLY  the  Army  with  needed  dental  hygien- 
ists, the  U.S.  Civil  Service  Commission  has 
eliminated  the  experience  requirement  for  such  per- 
sonnel. Many  hygienists  are  in  demand  for  Army 
hospitals  and  dispensaries  throughout  the  country, 
particularly  in  the  West  and  Southwest. 

Dental  hygienists  are  under  Federal  civil  service 
regulations  and  are  stationed  only  within  the  United 
States.  They  receive  $1,970  a year  entrance  salary 
including  overtime  pay.  The  work  week  of  forty- 
eight  hours  includes  eight  hours  of  overtime. 

Completion  of  a course  in  a recognized  school  of 
oral  hygiene  and  registration  as  dental  or  oral 
hygienist  is  all  that  is  necessary’’  to  qualify  for  the 
positions.  There  are  no  age  limits:  no  written 
tests.  Standard  application  forms  must  be  filed 
with  the  United  States  Civil  Service  Commission, 
Washington,  D.C. 

Persons  studying  oral  hygiene  may  also  file,  re- 
ceive provisional  appointments,  and  enter  on  duty 
after  completion  of  their  courses  and  registra- 
tion. 


Persons  who  are  willing  to  work  in  any  part  of  the 
country  have  the  greatest  chance  of  receiving  ap- 
pointments within  a short  time.  Applicants  who 
desire  information  about  living  conditions,  etc.,  in 
areas  where  Army  hospitals  and  dispensaries  are 
located,  should,  upon  receiving  offer  of  appoint- 
ment, contact  the  appointment  officer  for  such  in- 
formation. It  is  possible  that  vacancies  will  occur 
in  the  Public  Health  Service  and  the  Veterans’ 
Administration. 

Persons  already  being  utilized  to  their  fullest 
capacity  in  war  work  should  not  apply.  Federal 
appointments  are  made  in  accordance  with  War 
Manpower  Commission  policies  and  employment 
stabilization  plans.  Persons  selected  for  appoint- 
ment may  be  required  to  secure  statements  of  avail- 
ability, but  these  need  not  be  secured  until  offer  of 
appointment  is  received. 

Full  information  and  application  forms  may  be 
obtained  at  first-  and  second-class  post  offices,  at 
Civil  Service  regional  offices,  and  at  the  U.S.  Civil 
Service  Commission  in  Washington,  D.C. 


New  Ambulance  Attendants  Highly  Satisfactory 


l^CEDICAL  authorities  of  the  municipal  and 
privately  owned  hospitals  in  New  York  City 
have  revealed  that  the  replacement  of  interns  by 
trained  attendants  on  hospital  ambulances  has 
worked  out  exceedingly  well  in  eighteen  months  of 
operation. 

Dr.  Edward  M.  Bernecker,  Commissioner  of  the 
Department  of  Hospitals,  said  that  ambulance  calls 
to  all  hospitals  had  been  reduced  by  59  per  cent  as  a 
result  of  the  new  arrangement,  the  doctor  shortage 
in  many  institutions  had  been  appreciably  eased, 
and  many  abuses  had  been  eliminated.  Bernard 
McDermott,  president  of  the  Greater  New  York 
Hospital  Association  and  superintendent  of  the 
Long  Island  College  Hospital,  said  that  the  new 
system  was  highly  satisfactory  and  was  giving  ade- 
quate service  to  the  public,  while  at  the  same  time 
helping  the  hospitals  out  of  a critical  situation. 

In  1941,  the  year  before  the  interns  were  taken  off 
the  city  and  privately  operated  hospitals,  the  am- 
bulances answered  503,646  calls  in  the  city. 

On  February  15,  1942,  the  interns  were  replaced 
by  attendants  in  municipal  hospitals  and  two  weeks 
later  in  private  institutions.  The  calls  fell  to 
359,718  and  during  the  first  six  months  of  1943  they 
went  down  to  147,009,  or  an  estimated  294,018  for 
the  year. 

Dr.  Bernecker  explained  the  result  by  pointing 
out  that  a certain  part  of  the  public  looked  upon  the 


ambulance  service  as  a sort  of  mobile  medical  serv- 
ice, called  upon  it  simply  to  obtain  treatment  by  a 
physician,  and,  in  more  than  half  the  cases,  sum- 
moned ambulances  when  it  was  not  necessary.  Now 
that  it  is  known  that  under  ordinary  conditions 
physicians  will  not  arrive  with  the  ambulance, 
these  abuses  are  being  eliminated. 

The  new  system  has  been  in  effect  in  12  city  hos- 
pitals and  36  private  hospitals  which  provide  am- 
bulance service.  Under  ordinary  circumstances 
the  city  hospitals  used  60  full-time  interns  a year 
for  this  ambulance  service,  while  the  36  private 
hospitals  affected  had  to  have  75  to  80  interns  al- 
ways available. 

The  municipal  hospitals  now  have  136  trained 
attendants  for  the  ambulance  service  in  place  of 
the  interns,  while  the  private  hospitals  have  145  to 
150  such  attendants.  All  attendants  must  have 
intensive  courses  in  first  aid  and  must  possess  Red 
Cross  certificates. 

Because  of  the  acute  manpower  shortage,  women 
are  being  called  upon  more  and  more  to  do  this  work 
in  the  municipal  hospitals,  and  now  71  of  the  136 
attendants  trained  for  the  city  hospital  ambulances 
are  women.  They  come  principally  from  general 
hospital  personnel. 

Dr.  Bernecker  explained  that  the  new  system 
does  not  mean  that  emergency  medical  care  at  the 
scene  of  a serious  accident  is  not  still  available.  * 


Student  Nurses  to  Join  Cadet  Nurse  Corps 


M°S 


? of  the  100,000  student  nurses 
enlist  in  the  new  United 


of  the  country 
States  Cadet 


Nurse  Corps,  according  to  Miss  Lucille  Petry, 
director  of  the  Corps,  which  will  be  administered 


by  Dr.  Thomas  Parran,  Surgeon  General  of  the 
U.S.  Public  Health  Service. 

For  the  past  two  years  Miss  Petry  has  been  in 
[Continued  on  page  1454] 
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f HE  increasing  preva- 
lence of  burns  among  fighting  men,  industrial 
workers,  even  civilians,  constitutes  a major  war 
hazard. 

Whether  the  burn  is  due  to  fire,  oil,  or  the 
effects  of  “Old  Sol,”  effective  first  aid  and  local 
treatment  is  provided  in 


FOILLE 


Foille  provides  quick  relief  from  pain  and  en- 
courages the  healing  process. 

note  Foille  can  be  applied  immediately  without 
debridement  to  a burned  surface — it  serves 
also  as  a valuable  detergent  for  oil-stained 
burns. 

Foille  is  now  extensively  used  in  military,  indus- 
trial and  hospital  practices  in  the  local  treatment 
of  1st,  2nd  and  3rd  degree  burns,  wounds  and 
indolent  ulcers. 


Available  in 

2-0/..,  pints,  quarts,  gallons 
5-gallon  bottles. 


Distributed  through  Mine  Safety  Appli- 
ances Co.,  Surgical  Supply  Houses, 
Wholesale  Druggists  and  Pharmacists. 
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charge  of  the  Public  Health  Service’s  program.  She 
is  the  first  woman  administrator  in  the  U.S.  Public 
Health  Service.  She  recently  was  appointed  dean 
of  nurses  of  Cornell  University,  but  has  received  a 
year’s  leave  of  absence  in  order  to  give  her  time  to 
organizing  the  new  nurses’  training  program. 

Miss  Petry  is  a graduate  of  Johns  Hopkins  Uni- 
versity and  of  the  Teachers  College,  New  York. 
For  ten  years  she  was  associate  professor  of  nursing 
at  the  University  of  Minnesota. 

“No  possible  prospect  can  be  overlooked  if  we  are 
to  meet  the  heavy  demand  of  the  emergency,” 
Miss  Petry  said.  “The  Army  and  Navy  need  2,500 
nurses  a month.  The  increased  hospital  enrollment 
and  the  assignment  of  cadet  nurses  to  Army  hospitals 
will  release  graduate  nurses  immediately,  although 
the  full  effect  of  the  new  act  will  not  be  felt  until 
next  July.” 

A letter  to  the  nursing  schools  contains  full  details 
of  the  regulations  and  provisions  arrived  at  after 
consultation  with  the  national  advisory  committee, 
appointed  by  Paul  Y.  McNutt,  Federal  Security 
Administrator,  and  composed  of  representative 
members  of  the  nursing  and  medical  professions. 

A cadet  nurse  may  choose  between  civilian  or 
military  service,  the  letter  makes  clear.  She  must 


promise  only  that  she  will  serve  during  the  emer- 
gency, in  exchange  for  the  free  tuition,  fees,  uniform 
and  monthly  stipend  of  from  $15  to  $20  that  she  will 
receive  as  a cadet  nurse. 

“The  oath  the  cadet  nurse  will  take  requires  no 
more  from  her  than  her  original  motive  to  render 
service  as  a nurse,”  Miss  Petry  amplified.  “It  is 
just  a guarantee  that  she  will  work  at  the  profession 
during  the  emergency.” 

In  line  with  the  recent  Army  ruling  which  no 
longer  requires  that  an  Army  nurse  be  dropped  upon 
marriage,  a cadet  nurse  may  be  married  or  may 
marry  without  jeopardizing  her  position. 

The  letter  emphasizes  that  the  Federal  subsidy 
of  nurse  training  will  in  no  way  endeavor  to  stand- 
ardize schools  of  nursing.  Although  three  years’ 
training  will  be  compressed  into  two,  the  student 
will  continue  to  meet  the  admission,  scholastic,  and 
graduation  requirements  of  the  particular  school 
in  which  she  is  enrolled.  The  program  will  not  alter 
the  relationship  between  the  school  and  the  in- 
dividual student  in  any  way. 

The  cadet  will  wear  the  student  nurse  uniform  of 
her  own  hospital  while  on  duty  in  the  hospital,  but 
all  cadets  will  be  provided  with  a distinctive  street 
uniform  which  will  identify  them  as  members  of  the 
corps. 


Improvements 


Construction  of  the  $149,325  temporary  addition 
to  Ellis  Hospital  in  Schenectady  will  be  commenced 
as  soon  as  the  War  Department  Production  Board 
has  granted  necessary  priorities,  according  to  John 
M.  Gallagher,  director  of  Region  One  of  the  Federal 
Works  Agency. 

The  structure  is  being  built  by  Lanham  Act  funds 
allocated  several  months  ago,  and  all  plans  and 
specifications  have  been  approved.  The  new 
building  will  include  wards  with  90  beds  and  service 
facilities  and  quarters  for  interns  which  will  release 
space  for  an  additional  22  beds  in  the  regular  hos- 
pital building.* 


Work  was  started  in  Canandaigua  recently  on  a 
$442,000  addition  to  the  Veterans  Hospital,  which 
will  provide  accommodations  for  160  more  patients 
at  the  neuropsychiatric  facility. 

Constructed  of  brick,  the  new  building  will  be  of 
wing  design,  with  basement,  two  floors,  and  attic. 
The  contract  calls  for  completion  within  four  hun- 
dred days,  and  approximately  100  men  will  be  em- 
ployed on  the  job.* 


Ossining’s  Hospital  of  the  future,  planned  in  the 
light  of  anticipated  needs,  will  be  given  concrete 
form  under  a long-range  expansion  and  improve- 
ment program  launched  by  the  executive  com- 
mittee of  the  Ossining  Hospital  Board  of  Trustees. 

Meeting  June  15,  the  committee  decided  to  en- 
gage Charles  F.  Neergaard,  noted  hospital  con- 
sultant, to  conduct  a survey  at  the  Ossining  Hos- 
pital, mapping  out  plans  which,  when  put  into  effect, 
would  make  the  hospital  the  kind  of  institution 
needed  in  the  community.  * 


* Asterisk  indicates  that  item  is  from  local  newspaper. 


A $50,000  to  $70,000  hospital  has  been  proposed  to 
serve  the  mining  towns  of  Fine  and  Clifton,  and  a 
campaign  to  enlist  public  support  for  the  project 
is  soon  to  be  launched. 

Committees  to  canvass  sentiment  and  to  collect 
funds  for  financing  the  undertaking  have  been  ap- 
pointed in  the  villages  of  Star  Lake,  Newton  Falls, 
Oswegatchie,  Fine,  Cranberry  Lake,  and  Wanakena, 
it  was  disclosed. 

Sponsors  of  the  proposal  said  that  no  site  had  yet 
been  selected  but  that  the  hospital,  if  built,  would 
probably  be  at  a central  point  in  order  to  provide 
for  the  needs  of  the  two  townships.  * 


A former  basement  dining  room  at  Bellevue 
Hospital  has  just  been  converted  into  a 74-bed 
emergency  hospital  for  use  in  an  air  raid. 

The  emergency  unit,  a complete  hospital  in  itself, 
stands  ready  for  instant  action.  Its  operating  room 
is  completely  equipped,  right  down  to  battery- 
powered  lights  which  will  throw  their  light  where 
the  surgeon  needs  it  even  if  the  central  power  system 
should  be  bombed  out.  Beds,  in  a large  wrard,  are 
kept  fresh  with  clean  linen. 

The  hospital-within-a-hospital  is  twenty  feet 
below  the  surface.  Where  its  walls  reach  above 
ground,  they  are  of  brick  and  concrete  and  3 feet 
thick.  Windows  have  been  blacked  out  by  3-foot 
thick  brick  “blisters,”  with  only  small  square  open- 
ings for  light  and  air.  * 


Dr.  H.  F.  Ettinger,  who  formerly  maintained 
offices  and  a general  hospital  in  Redwood,  recently 
purchased  the  Scott  Sargent  house  in  Theresa  and 
remodeled  and  redecorated  the  building  into  a mod- 
ern hospital. 

The  institution  has  been  named  the  North 
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It  is  well  known  that  arsenoxide  is  the  effective  end-product  of  arsphenamine  com- 
pounds. Extensive  clinical  experience  indicates  that  arsenoxide  possesses  a relatively 
constant  parasiticidal  value  and  that  reactions  following  its  use  are  less  severe  than 
with  the  arsphenamines.  a*^ 

Phenarsine  hydrochloride— Winthrop  I Inh2hci  has  within  its  molecule  the 
nucleus  for  making  arsenoxide.  0H  With  each  dose  there  is  incorpo- 

rated an  accurately  adjusted  amount  I L*,  of  anhydrous  sodium  carbonate,  sodium 
chloride  and  sugar.  The  addition  of  0H  10  cc.  of  distilled  water  instantly  yields 
arsenoxide  in  isotonic  solution  (C02  escaping  in  gaseous  form).  Thus,  the  physician 
is  assured  that  each  time  in  each  case  the  active  antiluetic  which  he  injects  is  fresh. 


EPARATION 
FRESH 
E SOLUTION 


All  forms  of  syphilis— primary,  secondary,  tertiary,  congenital— are  treated  with 
Phenarsine  hydrochloride— Winthrop. 

Booklet  containing  essential  details  sent  to  physicians  on  request. 


How  Supplied:  Ampuls  of  0.045  Gm.  and  0.068  Gm.,  boxes  of  10.  Ampuls  of  0.045 
Gm.  and  0.068  Gm.,  boxes  of  10  ampuls  with  10  ampuls  of  sterile  distilled  water 
(10  cc.).  Ampuls  of  0.45  Gm.  and  0.68  Gm.,  boxes  of  10. 


PHENARSINE  HYDROCHLORIDE 


WINTHROP  CHEMICAL  COMPANY,  INC. 

NEW  YORK  13,  N.  Y.  Pharmaceuticals  of  merit  for  the  physician  WINDSOR,  ONT. 
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Country  General  Hospital  and  was  officially  opened 
to  the  public  on  Saturday,  June  5. 

Every  floor  has  a minimum  of  two  exits  to  be 
used  in  case  of  fire.  The  hospital  has  a full  capacity 
of  25  beds,  is  entirely  modern,  and  equipped  for 
major  surgery. 

There  will  be  two  registered  nurses  on  duty  at 
all  times.  Miss  Dorothy  Abrahams,  former  super- 
intendent of  Mt.  Eden  Hospital,  New  York  City,  and 
Miss  Dorothy  Adamic,  former  operating  room 
supervisor  at  the  same  hospital,  will  be  in  charge.* 


Construction  was  begun  in  June  on  the  new 
addition  to  Margaretville  Hospital  in  Margaret- 
ville.  The  addition,  a two  and  one-half  story  build- 


ing, will  raise  the  present  bed  capacity  from  12  to 
25  single  rooms,  with  a top  capacity,  in  case  of  emer- 
gency, of  50  beds.  The  addition  is  being  erected  at 
a cost  of  $40,000  and  will  include  a completely  new 
operating  room  and  delivery  room,  together  with 
additional  surgical  and  obstetric  beds.  Two  new 
nurseries  are  also  included  in  the  plan. 


In  Watertown,  construction  of  the  new  two- 
story  School  of  Nursing  of  the  Mercy  Hospital,  to  be 
known  as  McAuley  Hall,  is  progressing  rapidly.  Ex- 
cavation and  foundation  work  started  last  fall,  but 
work  on  the  superstructure  did  not  begin  until 
April.  Most  of  the  first  floor  walls  are  already 
built.  About  40  men  are  engaged  in  the  construction 
of  the  building.* 


At  the  Helm 


Chester  H.  Lang  was  re-elected  president  of  the 
Ellis  Hospital  Association  of  the  City  of  Sche- 
nectady at  the  annual  meeting  of  the  association 
at  the  hospital  on  June  21.  Also  renamed  were 
Robert  H.  White,  vice-president;  Arthur  S.  Golden, 
vice-president;  Allen  P.  Marshall,  treasurer-  and 
assistant  secretary;  and  W.  Howard  Wright, 
secretary. 

Re-elected  directors  for  terms  of  three  years  were 
Jesse  M.  Howell,  Austin  Liecty,  W.  L.  Lentz,  Ed- 
ward A.  Mahoney,  Roy  C.  Muir,  and  James  W. 
Yelverton.  Renamed  assistant  managers  for  one- 
year  terms  were  Ellis  F.  Auer  and  Ernest  E.  John- 
son.* 


Miss  Frances  E.  Dalton,  new  superintendent  of 
the  Leonard  Hospital  in  Troy,  completed  eighteen 
years  of  service  with  that  institution  on  June  21. 

Miss  Dalton  became  affiliated  with  the  hospital 
as  night  superintendent,  a post  which  she  filled  until 
her  appointment  as  superintendent  on  February 
22  of  this  year. 

Foremost  among  the  changes  that  Miss  Dalton 
has  instituted  is  a complete  new  dining  room  for 
employees.  The  new  rest  room  for  the  nurses’  aides 
is  modern  and  complete  in  every  detail.  In  ad- 
dition, a rest  and  recreation  room  has  been  equipped 
for  the  kitchen  employees,  where  they  may  spend 
t heir  off  time  in  relaxing  or  reading.  Facilities  have 
been  placed  there  for  card  and  checker  games  for  the 
workers. 

Miss  Dalton  has  also  brought  about  the  arrange- 
ment of  new  storerooms.* 


Alfred  L.  Golden,  author  and  playwright  and 
former  public  relati.ms  director  of  the  Hospital 
Service  Association  of  Pittsburgh,  has  been  made 
director  of  public  relations  of  the  Associated  Hos- 
pital Service  of  New  York,  it  was  announced  recently 
by  Louis  H.  Pink,  president  of  the  organization. 
William  G.  O’Brien,  of  White  Plains,  formerly  with 
the  War  Production  Board,  has  been  made  director 
of  sales,  a new  division  under  the  supervision  of 
Frank  Van  Dyk,  vice-president  in  charge  of  en- 
rollment.* 


Beginning  July  1,  15  Poughkeepsie-area  physicians 
and  surgeons  took  the  place  of  interns  at  Vassal’ 
Brothers  Hospital,  inasmuch  as  no  interns  will  be 
available  to  the  institution  from  Julv  to  January  1, 
1944. 

Dr.  Scott  Lord  Smith,  chief  of  staff  of  the  hospital, 
said  that  the  acute  shortage  of  physicians  in  the 
country,  brought  on  by  the  needs  of  the  armed  forces, 
“will  make  its  first  real  appearance  in  Dutchess 
County  because  of  the  loss  of  the  services  of  the 
interns  at  Vassar  Hospital.”  The  local  hospital 
has  had  the  service  of  five  interns,  and,  under  a 
limited  allotment,  two  interns  will  be  made  avail- 
able to  the  institution  on  January  1,  1944. 

Meantime,  the  15  physicians  and  surgeons  of  the 
Poughkeepsie  area  who  have  volunteered  their  serv- 
ices will  serve  a 24-hour  day  about  twice  a month 
at  the  hospital. 

“In  order  to  meet  this  condition  at  Vassar 
Brothers  Hospital,”  said  Dr.  Smith,  “the  attending 
and  assistant  attending  physicians  and  surgeons  at 
the  hospital  have  volunteered  to  give  one  full  day’s 
time  at  intervals  of  about  two  weeks,  which  they 
will  spend  entirely  at  the  hospital,  from  noon  of  one 
day  to  noon  of  the  next  day,  to  carry  on  the  routine 
work  of  the  interns.” 

These  doctors  will  be  known  as  Officers  of  the  Day. 
Any  of  their  patients,  who  feel  that  they  must  see 
them,  can  find  them  at  the  hospital  on  the  days 
when  they  are  scheduled  there. 

Dr.  Frederick  M.  Hedgecock,  of  Poughkeepsie,  re- 
ceived the  first  assignment  as  Officer  of  the  Day  at 
the  hospital. 

The  other  physicians  and  surgeons  who  have 
volunteered  to  serve  during  two  full  days  of  the 
month  are: 

Drs.  Clifford  A.  Crispell,  Albert  A.  Rosenberg, 
Emil  A.  Stoller,  William  E.  Garlick,  of  Wappingers 
Falls;  William  H.  Meyer,  Gilbert  MacKenzie,  of 
Pleasant  Valley;  John  M.  Jacobus,  Aaron  Sobel, 
Howard  Townsend,  John  H.  Dingman,  Donald 
Malven,  Archibald  W.  Thomson,  Scott  Lord  Smith, 
and  Joseph  L.  Cummings.  * 


Nine  staff  members  of  Marine  Hospital,  Clifton, 
Staten  Island,  including  Dr.  William  Y.  Hollings- 
worth, medical  officer  in  charge,  and  the  two  sur- 
geons whose  discovery  of  a painless,  safe  childbirth 
[Continued  on  page  1458] 
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Swimming  and  diving  account  for  a high 
incidence  of  sinusitis  during  the  summer 
months.  This  year  you  can  provide  your 
patients  with  prompt,  effective  relief  by 
prescribing  Sulmefrin. 

Sulmefrin* — a new  combination  of  so- 
dium sulfathiazole(2.5%) — and  dl- desoxy- 
ephedrine  hydrochloride  (.125%)  is  indi- 
cated for  the  intranasal  treatment  of  sinusi- 
tis; relief  of  nasal  congestion,  and  infections 
secondary  to  the  common  cold.  It  may  be 
administered  by  spray  or  drops,  5 to  10 
minims  into  each  nostril,  2 to  4 times  daily; 
or  by  tamponage,  20  minims  on  each  pack, 
applied  for  1 5 to  30  minutes  once  a day. 

Sulmefrin  Provides  These  Advantages 

Affords  quick  relief  of  nasal  congestion — facili- 
tating drainage  and  ventilation.  • Mildly  alkaline 
(pH  8.9  ± 0.3)  helping  to  dissolve  mucous  and 


mucopurulent  secretions.  • Practically  non-irri- 
tating— Producing  effective  shrinkage  of  swollen 
tissues  without  subsequent  edema,  sneezing,  tachy- 
cardia or  nervousness.  • Remarkably  stable — As 
demonstrated  by  exposure  to  direct  sunlight,  air, 
oxygen  and  boiling. 

Sulmefrin  is  available  in  1 -ounce  and  1-pint 
bottles.  Caution  should  be  observed  in  ad- 
ministering this  preparation  to  patients  who 
have  exhibited  sensitivity  to  sulfonamides. 

* “Sulmefrin”  (Reg.  U.  S.  Pat.  Off.)  is  a trade-mark  of 
E.  R.  Squibb  & Sons. 


For  literature  address  Professional  Service  Dept., 
745  Fifth  Avenue,  New  York  22,  N.  Y. 

ER:  Squibb  SlSons 

Manufacturing  Chemists  to  the  Medical  Profession  Since  1858 

★ ★ ★ BUY  MORE  WAR  BONDS  ★ ★ ★ 
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method  was  reported  last  fall,  have  been  promoted 
by  the  U.S.  Public  Health  Service. 

Dr.  Hollingsworth,  who  has  been  at  the  Island 
Hospital  since  1937,  was  raised  in  rank  from  senior 
surgeon  to  medical  director — the  equivalent  of  a 
colonelcy  in  the  Army  or  a captaincy  in  the  Navy. 

The  two  doctors  whose  discovery  of  the  easy 
childbirth  method  was  described  in  the  Journal  of 
the  American  Medical  Association  and  in  newspaper 
and  magazine  interviews  are  Dr.  Robert  A.  Hingson 
and  Dr.  Waldo  B.  Edwards. 

Both  have  been  promoted  from  passed  assistant 
surgeon  to  surgeon — a rank  equivalent  to  a majority 
in  the  Army  or  a lieutenant-commandership  in  the 
Navy. 

Other  promotions  at  Marine  Hospital  are: 

Dr.  Donald  J.  Galagan,  from  passed  assistant 
dental  surgeon  to  dental  surgeon;  Dr.  Charles  R. 
Mallary,  from  passed  assistant  surgeon  to  surgeon; 
Dr.  Donald  W.  Patrick,  from  passed  assistant  sur- 
geon to  surgeon;  Dr.  Raymond  S.  Roy,  from  passed 
assistant  surgeon  to  surgeon;  Dr.  James  L.  South- 
worth,  from  assistant  surgeon  to  passed  assistant 
surgeon  (the  latter  the  equivalent  of  a captain  in 
the  Army  or  a lieutenant  in  the  Navy) ; and  Thomas 
C.  Armstrong,  from  passed  assistant  pharmacist  to 
pharmacist.  * 


The  Surgeon  General’s  Office  recently  came  to 
the  rescue  of  the  Binghamton  City  Hospital  to 
prevent  that  institution  from  operating  without  a 
resident  physician. 

At  the  appeal  of  Jerome  F.  Peck,  superintendent, 
a year’s  deferment  from  Army  medical  service  was 
granted  for  Dr.  Lloyd  D.  Tuttle,  who  has  been  an 
intern  for  a year  at  the  hospital,  so  that  he  can  head 
the  undermanned  intern  staff. 

Mr.  Peck  said  that  Dr.  Tuttle  is  a reserve  officer. 
Five  other  City  Hospital  interns  who  also  hold 
reserve  commissions  are  due  to  be  called  into  active 
service. 

The  hospital  was  assisted  in  retaining  the  resident 
physician  through  the  Hospital  Board  of  Procure- 
ment and  Assignment  Service  of  the  Surgeon 
General’s  Office.  * 


The  board  of  managers  of  Nathan  Littauer 
Hospital,  in  Gloversville,  has  elected  Samuel  Roths- 
child president  of  the  board  for  the  coming  year. 
Mr.  Rothschild,  who  was  vice-president  of  the  board, 
succeeds  the  late  A.  C.  Saunders,  who  served  as 
president  from  1926  until  his  death. 

It  was  announced  at  the  meeting  that  Lucius  N. 
Littauer  is  preparing  plans  for  the  erection  of  either 
a wing  or  a new  floor  on  the  laboratory  building,  as  a 
memorial  to  Mr.  Saunders. 

Another  memorial  to  Mr.  Saunders  was  an- 


nounced by  Jacob  Zuckerwar,  a member  of  the 
board,  who  plans  to  donate  a modern  electric  book- 
keeping machine. 

The  board  elected  John  Naudin  vice-president  to 
succeed  Mr.  Rothschild.  Miss  Jennie  Walker  was 
named  superintendent  and  executive  manager  of  the 
hospital,  and  Miss  Marjorie  McComb  was  promoted 
from  superintendent  of  nurses  to  assistant  super- 
intendent of  the  hospital. 

The  board  announced  that  Miss  Lillie  Deimler 
has  been  engaged  as  superintendent  of  nurses  to 
succeed  Miss  McComb.  Miss  Deimler  is  a graduate 
of  the  University  of  Pennsylvania,  and  is  taking  her 
master’s  degree  at  New  York  University.  For  the 
past  ten  years  she  has  been  instructor  of  nurses  at 
the  Wilkes-Barre,  Pennsylvania,  general  hospital.  * 


Twenty-three  Army  officers,  six  of  whom  are 
from  the  State  of  New  York,  have  been  assigned 
to  duty  at  Rhoads  General  Hospital,  which  is  now 
under  construction  in  Utica. 

New  York  State  physicians  on  the  staff  will 
include  Lt.  Col.  Edward  K.  Reid,  of  Rome,  executive 
officer  of  the  hospital;  Lt.  Col.  Arthur  C.  Roblin, 
of  Syracuse,  head  of  the  dental  service;  Major 
Louis  D.  Dantzig,  of  New  York  City,  specialist  in 
dermatology’’;  Capt.  Myron  L.  Ogden,  of  Utica,  of 
the  dental  corps;  Capt.  Louis  A.  Jones,  formerly  of 
Utica,  post  exchange  officer;  and  Capt.  John  W. 
Calder,  of  Utica,  Medical  Administrative  Corps. 

The  116-building  institution,  which  is  to  have 
facilities  for  1,500  patients,  will  probably  be  opened 
some  time  in  the  middle  of  the  summer,  according 
to  Col.  A.  J.  Canning,  commanding  officer. 


Dr.  C.  P.  Rhoads,  director  of  Memorial  Hospital 
for  the  Treatment  of  Cancer  and  Allied  Diseases 
in  New  York  City,  has  been  given  leave  of  absence 
to  become  Chief  of  the  Medical  Division  of  the 
Chemical  Warfare  Service  of  the  United  States 
Army,  with  the  rank  of  colonel,  according  to  Harry 
Pelham  Robbins,  president  of  the  hospital. 

Mr.  Robbins  announced  also  the  appointment  of 
Dr.  F.  W.  Stewart,  pathologist  of  the  hospital,  as 
acting  director,  with  Dr.  Howard  Taylor,  Jr.,  attend- 
ing surgeon  of  the  gynecologic  service,  as  his  assist- 
ant.* 


Dr.  Jesse  L.  Bennett,  a member  of  the  staff  of  the 
Creedmoor  State  Hospital  for  more  than  ten  years, 
has  been  named  acting  superintendent  to  succeed 
Dr.  George  W.  Mills,  who  resigned  after  more  than 
thirty-seven  years  in  the  state  medical  service. 

Dr.  Bennett  came  to  Creedmoor  March  15,  1932, 
and  was  promoted  to  the  post  of  first  assistant 
superintendent  a year  ago.* 


Newsy 

In  winding  up  the  year’s  activities,  reports  wrere 
received  from  various  committee  chairmen  of  the 
New  Rochelle  Hospital  Board  of  Governors  at  their 
meeting  on  June  21. 

Mrs.  Harold  W.  Herrick,  president  of  the  New 
Rochelle  League  for  Service,  presented  the  board 


Notes 

with  a check  for  $10,000  which  represented  receipts 
from  the  League’s  spring  activities,  the  Hospitality 
Corner  in  the  Hospital,  and  the  Thrift  Shop. 

Mrs.  Frank  Hermes,  chairman  of  the  annual 
church  bridge  committee,  presented  a check  for 
[Continued  on  page  1460] 
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"The  therapeutic  applications  of  adrenalin  are  already  numerous 
and  new  uses  for  it  are  constantly  being  found  out  by  different 
experimenters.  Generally  speaking,  adrenalin,  when  locally  applied, 
is  the  most  powerful  astringent  and  hemostatic  known  . . . and  it  is 
the  strongest  stimulant  of  the  heart  ...  it  will  unquestionably  attain 
to  a prominent  place  in  the  materia  medica." 

A Parke-Davis  publication  issued  in  1902. 


Today  — four  decades  after  isolation  and  crystallization  of 
ADRENALIN*  (epinephrine  hydrochloride)— a great  volume  of  liter- 
ature attests  to  the  high  place  it  has  attained  in  materia  medica. 
Physicians  know  its  amazing  record  as  a circulatory  stimulant,  vaso- 
constrictor and  hemostatic.  ADRENALIN  is  the  20th  Century's  first 
great  medical  discovery.  No  trade-marked  product  has  found  wider 
acceptance;  none  enjoys  a wider  field  of  usefulness. 

*TRADE-MARK  REG.  U.  S.  PAT.  OFF. 


The  active  principle  of  the  medullary  portion  of  the  suprarenal  glands  was  isolated  in  crystalline  form 
and  its  chemical  structure  determined  in  1901  by  Parke,  Davis  & Company 


PARKE, 


DAVIS  & COMPANY 
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$3,907,  which  represented  returns  from  bridges 
and  special  donations  from  20  churches  in  New 
Rochelle,  Larchmont,  and  Pelham.  This  amount 
represents  an  increase  of  25  per  cent  over  last  year’s 
returns. 

James  T.  Heenehan,  chairman  of  the  Membership 
Appeal,  which  is  being  held  in  observance  of  the 
hospital’s  fiftieth  anniversary,  announced  a total  of 
507  new  memberships  for  a total  of  $7,531.  * 


The  annual  June  festival  of  St.  Mary’s  Maternity 
Hospital  and  Children’s  Home,  sponsored  by  the 
Circle  of  Mercy  in  Syracuse,  was  held  on  June  12  on 
the  hospital  grounds,  the  proceeds  providing  new 
equipment  in  the  children’s  department. 


Legacies  of  $21,351.31  have  been  paid  to  the  board 
of  trustees  of  Crouse-Irving  Hospital  and  the  Old 
People’s  Home  department  of  the  Hartford,  Connec- 
ticut, Hospital,  and  one  of  $3,000  to  the  Syracuse 
Association  of  Workers  for  the  Blind,  under  the  will 
of  Henry  Howard  Smith.* 


Consolidation  of  the  Robin’s  Nest,  children’s 
hospital  in  Tarrytown,  and  the  Tarrytown  Hospital 
has  been  unanimously  agreed  upon  by  the  governing 
bodies  of  the  two  institutions  and  now  awaits  only 
favorable  action  b}^  the  members  of  the  corporations 
before  being  consummated. 

According  to  the  plan  of  consolidation  outlined 
in  letters  addressed  to  the  members  of  the  Tarry- 
town  Hospital  Association  and  of  the  Robin’s  Nest 
by  Frederick  P.  King  and  Mrs.  Henry  K.  Browning, 
respectively,  the  funds  of  the  Robin’s  Nest  will  be 
used  in  the  development  of  the  new  Tarrytown 
Hospital  site  on  the  former  David  Luke  estate  on 
Broadway  at  the  White  Plains  Road,  while  the  name 
of  the  Robin’s  Nest  will  be  perpetuated  by  giving 
that  name  to  the  children’s  ward  of  the  enlarged 
hospital.* 


The  “floating  hospital”  of  St.  John’s  Guild 
entered  on  its  seventy-seventh  season  July  1,  with 
almost  300  mothers  and  children  on  board  for  its 
first  trip  of  the  summer. 


Reliance  on  volunteer  workers  is  becoming  in- 
creasingly necessary  for  many  hospitals  throughout 
the  state.  In  an  effort  to  offset  the  manpower 
shortage,  Nassau  Hospital  in  Mineola  has  offered 
to  train  men  volunteers,  as  well  as  nurses’  aides, 
for  duties  as  orderlies  and  assistants.  According  to 
George  L.  Davis,  superintendent,  instruction  given 
at  Nassau  Hospital  does  not  obligate  the  volunteer 
to  serve  there,  for  graduates  of  the  course  will  be 
accepted  in  any  hospital  in  the  county. 

A nucleus  of  7 men  has  already  been  formed  for 
the  Men’s  Volunteer  Attendants,  whose  classes  will 
begin  early  in  August.  Volunteers  will  wear  white 


uniforms,  with  black,  pin-stripe  jackets  supplied  by 
the  hospital. 

In  Niagara  Falls  both  Memorial  Hospital  and 
Mt.  St.  Mary’s  Hospital  have  asked  for  men  to 
fill  hospital  staff  vacancies  during  the  four-hour 
shifts  between  8 a.m.  and  midnight. 

Requests  have  also  been  renewed  for  nurses’ 
aides. 


Continuing  the  campaign  launched  in  the  recent 
city-wide  CD  VO  recruitment  drive,  the  Depart- 
ment of  Hospitals  recently  began  the  distribution  of 
150,000  pamphlets  for  enrolling  additional  hospital 
volunteers  and  members  of  the  Citizens  Defense 
Nurse  Corps  of  the  Emergency  Medical  Service. 

The  pamphlets  will  be  distributed  through  the 
borough  CDVO  offices,  the  United  Hospital  Fund, 
and  the  1,600  Sector  Warden  Headquarters  of  the 
Air  Warden  Service. 

The  hospital  volunteer  pamphlet  states  that 
volunteers  for  many  types  of  service  are  urgently 
needed  “because  thousands  of  doctors,  nurses,  and 
other  hospital  workers  have  gone  to  war,”  and  be- 
cause this  trained  personnel  cannot  now  be  replaced. 
The  Citizens  Defense  Nurse  Corps  pamphlet  seeks 
the  enrollment  of  registered  nurses  for  the  Emer- 
gency Medical  Service,  set  up  to  provide  medical 
care  for  the  civilian  population  in  the  event  of  enemy 
action.  Citizens  Defense  Nurse  Corps  members 
will  assist  in  caring  for  air  raid  casualties  at  the  scene 
of  an  incident  and  in  casualty  stations  and  hospitals. 

“Our  hospitals  are  in  dire  need  of  additional 
volunteers,”  said  Hospital  Commissioner  Edward 
M.  Bernecker,  in  announcing  distribution  of  the 
pamphlets.  “We  have  a place  in  our  hospitals  for 
every  type  of  volunteer  service  and  sincerely  hope 
many  hundreds  more  men  and  women  will  enlist 
in  this  necessary  work  on  the  home  front.  Volun- 
teer workers  can  relieve  the  professional  staffs  of 
much  necessary  clerical  work  and  of  other  duties  and, 
furthermore,  these  volunteers  would  be  invaluable 
in  any  emergency  that  may  come  to  our  city  be- 
cause of  enemy  action.” 


The  first  women’s  ambulance  unit  of  the  Mission 
Militaire  Frangaise  made  its  initial  public  appear- 
ance in  new  khaki  uniforms  on  Bastille  Day  in 
New  York  City.  Fifteen  French  women  and  one 
American  compose  the  unit,  named  the  Rocham- 
beau,  which  is  scheduled  to  leave  soon  to  join  the 
French  Army  with  headquarters  in  North  Africa. 
It  was  organized  by  Mme.  Madeleine  de  Mont- 
gomery, director  of  the  Section  Feminine  of  the 
mission.* 


The  new  twelve-story  Lebanon  Hospital,  in  the 
Bronx  has  been  taken  over  by  the  Army  for  the 
Wacs. 

L.  Victor  Weil,  president  of  the  institution,  said 
that  the  hospital  was  the  first  institution  taken 
over  by  the  Army  to  be  used  exclusively  for  women. 

The  hospital,  Mr.  Weil  stated,  was  proud  to  be 
in  the  position  to  turn  over  to  the  medical  division 
of  the  Army  “not  only  a charitable  but  a patriotic 
institution.” 
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LEXINGTON  AVE.  AT  48th  ST..N.Y.C. 


SOYBEAN  LECITHIN  FILLED 


For  the  Treatment  of: 
PSORIASIS 

HYPERCHOLESTEROLEMIA 
POOR  INTESTINAL 
ABSORPTION  OF  FAT  AND 
FAT- SOLUBLE  VITAMINS 
LIVER  CIRRHOSIS 
HEPATIC  INSUFFICIENCY 


BIBLIOGRAPHY:  1.  Adlersberg  & So- 

botka  1943.  (Fat  and  vitamin  A absorption)  J. 
Nutrition,  v.  25,  no.  3.  2.  Adlersberg  & So- 

botka.  (Hypercholesterolemia)  J.  Mt.  Sinai  Hos- 
pital, vol.  IX,  No.  6.  3.  Goldman.  (Psoriasis) 

Cincinnati  J.  Med.  vol.  23,  No.  4.  4.  Smith, 

Goldman  & Fox.  (Psoriasis)  J.  Inv.  Derm.  vol.  5, 
p.  321.  5.  Gross  & Kesten.  (Psoriasis)  Arch. 
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(Psoriasis)  New  England  J.  Med.,  vol.  228,  p.  124. 
7.  Hoagland.  (Cirrhosis)  N.  Y.  State  J.  Med., 
vol.  43,  p.  1041. 
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AMERICAN  LECITHIN  COMPANY,  INC. 
ELMHURST,  L.  I.,  N.  Y. 


AN  EXPLANATION 

Question . — I would  like  to  ask  you  a fair  question. 
If  a doctor  is  doctoring  a doctor,  does  the  doctor 
doing  the  doctoring,  doctor  the  doctor  the  way  the 
doctor  being  doctored  wants  to  be  doctored  or  does 
the  doctor  doctoring  the  doctor  doctor  the  doctor 
the  way  he  usually  doctors? 

Answer. — As  I understand  it,  the  doctor  doctors 
the  doctor  the  way  he  thinks  the  doctor  should  be 
doctored,  but  while  the  doctor  doing  the  doctoring 
is  doctoring  the  doctor,  the  doctor  being  doctored 
demands  that  the  doctor  doctor  him  the  way  he,  the 
doctor  who  is  being  doctored  demands.  The  doctor 
doing  the  doctoring  and  the  doctor  being  doctored 
then  get  into  an  argument  about  the  doctoring. 
This  aggravates  the  doctor  being  doctored,  and  the 
doctoring  done  by  the  doctor  doing  the  doctoring 
is  of  no  avail.  That  is  why  doctors  die  younger 
than  other  people.  I hope  I make  myself  clear. 
— E.  V.  Burling , in  the  San  Francisco  Examiner 


ANTI-CANCER — “N” 

1.  Primitive  races  eating  freely  of  visceral  organs 
as  well  as  muscle  meat,  have  very  little  cancer. 

2.  Civilized  white  men,  limiting  their  flesh  diet 
practically  exclusively  to  muscle  meat,  have  a high 
cancer  incidence. 

3.  The  cancer  rate  of  primitive  races  increases 
as  visceral  meat  is  decreased  in  the  diet. 

4.  Cancer  is  probably  a dietary  deficiency 
disease  due  to  absence  of  some  constituent  of 
certain  visceral  organs.  From  the  investigations 
of  others  it  appears  that  this  constituent  is  most 
abundant  in  brain  and  stomach  tissue. 

5.  Therefore,  to  prevent  cancer,  one  might 
conclude  that  brain  or  stomach  tissue  should  be 
added  to  the  diet. 

6.  The  name  “Vitamin  N”  is  tentatively  sug- 
gested for  the  cancer  inhibiting  factor. — III.  Med.  J 


IN  WHOOPING  COUCH 


ELIXIR  BROMAURATE  OF  UNIQUE  MERIT 

Cuta  short  the  period  of  the  illness,  relieves  the  distressing  cough  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other 
PERSISTENT  COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  A teaspoonful 


Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


THE  National  Convention  of  the  Woman’s  Aux- 
iliary to  the  American  Medical  Association  was 
held  in  Chicago,  June  6-9,  with  headquarters  at  the 
Drake  Hotel.  There  were  171  members  and  guests 
registered. 

New  York  State  was  represented  by  Mrs.  Luther 
H.  Kice,  Mrs.  H.  F.  Pohlmann,  Mrs.  Carlton  F. 
Potter,  Mrs.  Carlton  E.  Wertz,  and  Mrs.  J.  Emerson 
Noll.  Mrs.  Noll  served  on  the  nominating  com- 
mittee. Mrs.  Luther  H.  Kice  was  reappointed  to 
the  chairmanship  of  the  Legislative  Committee  by 
the  incoming  President. 

At  luncheon  on  Monday,  June  6,  Dr.  Frank  P. 
Hammond,  Chairman  of  the  Advisory  Council  of  the 
Illinois  State  Medical  Society,  spoke  on  the  subject 
“Doctors’  Ladies — Their  Closest  Allies.” 
Immediately  after  the  luncheon,  the  opening  ses- 
sion of  the  House  of  Delegates  was  called  to  order. 
The  afternoon  was  devoted  to  reports  of  officers  and 
committee  chairmen.  At  the  second  session,  re- 
ports of  state  presidents  were  received.  All  these 
reports  showed  a constant,  healthy  growth  of  the 
Auxiliary  and  much  enthusiasm  for  the  future. 
One  new  state  auxiliary,  Maryland,  was  organized 
during  the  year,  with  22  members  in  one  county 
unit. 

This  new  auxiliary  was  represented  by  its 
organizing  president,  who  reported  progress  in 
further  organization  in  the  state.  A total  of  42 


states  are  now  organized.  Twenty-seven  states 
were  represented  by  reports  read. 

On  Monday  afternoon  a tea  was  given,  honoring 
the  President  and  President-Elect.  A luncheon  in 
honor  of  the  past  national  presidents  of  the  Woman’s 
Auxiliary  was  held  on  Tuesday,  June  7,  at  which 
Brigadier  General  Fred  Rankin,  retiring  president 
of  the  American  Medical  Association,  and  Dr. 
James  E.  Paullin,  the  new  president,  were  guest 
speakers.  Brief  remarks  were  also  made  by  Dr. 
Morris  Fishbein,  editor  of  the  Journal  of  the  A.M.A., 
and  Dr.  W.  W.  Bauer,  chief  of  the  Bureau  of  Educa- 
tion of  the  A.M.A. 

At  the  session  Tuesday  afternoon,  the  following 
slate  of  officers  was  unanimously  elected : president, 
Mrs.  Eben  E.  Cary,  of  Wisconsin;  president-elect, 
Mrs.  David  W.  Thomas,  of  Pennsylvania ; first  vice- 
president,  Mrs.  Eustace  A.  Allen,  of  Georgia ; second 
vice-president,  Mrs.  J.  Howard  Hornberger,  of  New 
Jersey;  third  vice-president,  Mrs.  F.  G.  Linde- 
mulder,  of  California;  fourth  vice-president,  Mrs.  F. 
W.  Mulsow,  of  Iowa;  recording  secretary,  Mrs. 
David  T.  Berg,  of  Montana;  treasurer,  Mrs.  H.  F. 
Wahlquist,  of  Minnesota;  directors  (two  years): 
Mrs.  J.  P.  Simonds,  of  Illinois;  Mrs.  E.  Hamer,  of 
Arizona;  and  Mrs.  W.  W.  King,  of  Colorado;  and 
director  (one  year),  Mrs.  Frank  N.  Haggard,  of 
Texas. 

Mrs.  J.  Emerson  Noll 


County  News 


Columbia.  The  last  meeting  for  the  year  was 
held  at  the  Nurses’  Home  of  the  Hudson  City  Hos- 
pital. The  officers  were  installed  for  the  coming 
ear.  The  usual  work  for  the  Hospital  followed  the 
usiness  meeting. 

Nassau.  Mrs.  Byron  D.  St.  John,  of  Port  Wash- 
ington, has  been  appointed  convention  chairman  for 


the  1944  convention,  to  be  held  in  New  York  City. 
The  sixth  annual  Cancer  Institute  was  held  on  May 
12.  Mrs.  Luther  H.  Kice  and  Mrs.  H.  B.  Ritchie 
were  the  guest  speakers.  The  annual  meeting  and 
luncheon  were  held  at  Hotel  Woodstock,  New  York 
City.  Nassau  County  has  had  a series  of  outstand- 
ing educational  programs  this  year. 


AND  ANOTHER  THING 

Anent  the  conservation  of  time  and  energies  of 
hospital  staffs,  we  have  often  wondered  if  flowers, 
which  are  so  pleasant  and  agreeable  in  the  daytime, 
suddenly  become  poisonous  in  a marasmic  way  with 
the  advent  of  darkness. 

If  they  do  not,  why  is  about  an  hour  of  the  nurses’ 
valuable  time  taken  each  evening  in  setting  them 
all  out  to  clutter  up  the  corridors,  and  in  moving 
them  back  into  the  rooms  in  the  morning? 

Are  they  supposed  to  “use  up  the  oxygen”  during 
the  night  when  the  patient  sleeps?  Cut  flowers  are 
dead,  for  all  respiratory  purposes,  and  the  growing 
plants  utilize  light  and  carbon  dioxide  and  give  off 
oxygen  in  their  growing  process. 

The  reason  for,  and  meaning  of,  this  custom  of 
moving  all  of  the  plants  and  flowers  out  of  patients’ 
rooms  at  night  must  be  lost  in  antiquity,  like  the 
meaning  of  the  buttons  on  a man’s  coat  sleeve. 
— Rocky  Mountain , M.  J. 


“ANXIETY  CHEMICAL”  FOUND  IN  BLOOD 

Chemists  have  found  a mysterious  “anxiety 
chemical”  in  the  blood  stream  of  persons  under 
emotional  stress,  it  was  disclosed  recently  at  the 
New  York  Academy  of  Medicine. 

While  the  nature  of  the  chemical  still  is  unknown, 
four  physicians  at  the  New  York  Hospital  reported 
that  the  secretion  exuded  in  the  blood  of  a person 
during  an  acute  emotional  experience  modified  the 
rhythmic  contractions  of  a rabbit  intestine. 

They  pointed  out  that  the  blood  from  normal 
subjects,  those  without  emotional  disturbance, 
showed  no  effect  in  the  experiments,  thus  emphasiz- 
ing that  the  changes  in  a body  during  an  emotional 
strain  were  caused  by  the  chemical  in  the  blood 
stream. 

The  report  was  submitted  by  Drs.  A.  T.  Hilhort, 
S.  M.  Small,  E.  J.  Doty,  and  W.  P.  Bartels,  of 
the  Payne  Whitney  Psychiatric  Clinic  of  the  New 
York  Hospital. 
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BILLIONS? 

Money  in  circulation,  just  a few  months  back, 
amounted  to  approximately  $15,000,000,000  (about 
$115  for  every  man,  woman,  and  child  in  this 
country). 

In  order  to  appreciate  the  extent  of  this  amount 
and  its  significance,  one  must  realize  the  fact  that 
it  is  three  times  the  peak  figure  reached  during  the 
boom  of  the  20’s  and  double  the  amount  recorded 
in  September,  1939,  at  the  outbreak  of  the  present 
war  in  Europe. 

Greatly  increased  war  industries  and  payrolls, 
and  prevailing  low  savings  bank  interest  have  been 
contributing  factors  to  a situation  which  must  be 
regarded  as  a threat  for  further  inflationary  trends. 
In  the  past  ten  years,  successive  government  spend- 
ing of  millions  and  billions  for  attempted  rehabilita- 
tion from  the  depression,  for  defense  and  the  war 
effort  have  been  so  common  that  the  average  person 
remains  semi-indifferent,  though  somewhat  hazy, 
regarding  the  magnitude  of  15  billions  of  dollars  and 
what  it  represents. 

What  is  a billion  dollars? 

What  do  you  think?  Maurice  Sherman,  editor 
of  The  Hartford  Courant  (Conn.),  tells  the  readers 
that  if  a person  were  to  spend  one  dollar  per  minute 
it  would  take  1900  years  to  spend  a billion  dollars — 
or  if  he  started  in  the  year  700  b.c.  with  a billion 
dollars  and  spent  a thousand  dollars  a day,  there 
would  still  be  a million  dollars  left  on  January  1, 
2039  (96  years  from  now). 

Multiply  this  by  15  and  you  get  a picture  of  the 
money  in  circulation. 


POSTPARTUM  BACKACHE 


often  averted  by  prescribing  a 

SPENCER 


Maternity  Support 

for  wear  during  pregnancy 


i 


Orthopedists  tell  us  that  they  are  noting  an  in- 
creasing number  of  postpartum  back  cases, 
particularly  among  primaparas. 

By  wearing  a Spencer 
Support  during  pregnan- 
cy, designed  especially 
for  her,  the  patient  is  pro- 
tected against  undue  fa- 
tigue and  back  strain  be- 
fore and  after  childbirth. 

A light,  flexible  Spen- 
cer Maternity  Support 
will  be  individually  de- 
signed for  your  patient.  It 
will  provide  support  for 
lower  abdomen,  with 
freedom  at  upper  abdo- 
men ; improve  posture ; 
relieve  pressure;  prevent 
and  relieve  backache  and 
nausea  when  not  patho- 
logical. Designed  of  non- 
elastic material.  Guaran- 
teed never  to  lose  its 
shape.  Easily  adjusted  to 
increasing  development. 

Spencer  Supports  are  never 
sold  in  stores.  For  a Spencer 
Specialist,  look  in  telephone 
book  under  “Spencer  Corse- 
tiere”  or  write  direct  to  us. 


tatieni  with  a months’  de- 
velopment wearing  an  In- 
dividually Designed  Spen- 
cer Maternity  and  Breast 
Support.  Usable  after 
childbirth,  too! 


SPENCER 

Abdominal,  Back  and  Breast  Supports 


INDIVIDUALLY 

DESIGNED 


SPENCER  INCORPORATED, 

137  Derby  Ave.,  New  Haven  7,  Conn. 

In  Canada:  Rock  Island,  Quebec. 

In  England:  Spencer  (Banbury)  Ltd.,  Banbury,  Oxon. 

Please  send  me  booklet,  "How  Spencer  Supports 
Aid  the  Doctor's  Treatment." 


May  We 
Send  You 
Booklet? 


Address 


M.  D. 
. A-8 


Books 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


REVIEWED 


Healthy  Babies  Are  Happy  Babies.  By  Josephine 
H.  Kenyon,  M.D.  Third  edition,  completely 
revised.  Duodecimo  of  343  pages.  Little,  Brown  & 
Co.,  1943.  Cloth,  $1.50. 

The  theme  of  this  book  as  given  in  the  title  is 
most  appropriate.  Any  physician  with  experience 
in  baby  care  will  surely  agree  with  the  fundamental 
thought  underlying  the  presentation.  As  a prac- 
tical, up-to-date  handbook  on  the  care,  health, 
feeding,  and  training  of  infants  and  young  children 
this  publication  of  Dr.  Kenyon’s  has  earned  well- 
deserved  recognition  and  popularity.  It  is  an 
excellent  guide  for  the  mother,  replete  with  in- 
formation and  sensible  advice  by  an  author  whose 
opinions  are  authoritative  and  based  on  long 
experience. 

Joseph  C.  Regan 


Manual  of  Veterinary  Bacteriology.  By  Ray- 
mond A.  Kelser,  D.V.M.,  and  Harry  W.  Schoening, 
V.M.D.  Fourth  edition.  Octavo  of  719  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1943.  Cloth,  $6.50. 

The  fourth  edition  of  the  book  by  General  Kelser, 
chief  of  the  Army  veterinary  division,  was  prepared 
by  Dr.  Harry  W.  Schoening.  The  volume  is  most 
appealing  in  its  external  appearance  as  well  as  in 
the  arrangement  of  the  subject-matter.  The 
modest  title  does  not  do  justice  to  the  contents, 
which  includes  chapters  on  theories  of  infection  and 
immunity,  bacterial  variation,  fungi,  protozoa, 
viruses,  serology,  and  hematology.  The  part  on 
systematic  bacteriology  is  arranged  according  to 
the  orders  of  bacteria  following  Bergey’s  Manual, 
with  ample  information  on  the  pathogenicity  and 
epidemiology  of  the  various  species.  The  book  is 
unique  in  combining  scientific  thoroughness  of 
presentation  and  up-to-date  quotations  from  the 
literature  with  detailed  descriptions  of  technical 
procedures. 

S.  Bornstein 


Outline  of  Psychiatric  Case  Study.  A Practical 
Handbook.  By  Paul  W.  Preu,  M.D.  Second  edi- 
tion. Duodecimo  of  279  pages.  Paul  B.  Hoeber, 
Inc.,  1943.  Cloth,  $2.75. 

Three  years  have  elapsed  since  the  first  edition 


of  this  practical  handbook,  and  now  we  have  an 
extensively  enlarged  and  revised  second  edition. 

The  reviewer  is  pleased  to  note  certain  revisions 
which  add  to  the  significance  and  usefulness  for 
history-taking  of  adults,  such  as  giving  the  first 
place  to  the  complaint  problem  and  the  present 
illness  about  which  the  other  components  of  the 
history-taking  revolve.  The  chief  contribution 
of  the  second  edition  lies  in  the  addition  of  an 
extensive  outline  of  case  study  for  use  with  the 
child  and  adolescent,  although  developmental 
problems  of  infancy  and  early  childhood  are  also 
touched  upon.  The  outline  of  behavioral  examina- 
tion for  use  with  the  child  is  particularly  com- 
mendable. 

This  book,  which  is  a splendid  example  of  the 
genetic-dynamic  approach  to  a useful  outline  of 
psychiatric  case  study,  is  without  a peer  and  will 
be  widely  read  not  only  by  the  specialist  in  psy- 
ciatry,  but  also  by  medical  students,  physicians, 
psychologists,  sociologists,  and  social  service 
workers. 

The  publishers  are  to  be  complimented  of  its 
splendid  format,  easily  readable  type,  and  use  of 
nonglaze  paper. 

Frederick  L.  Patry 


Medical  Clinics  of  North  America.  Vol.  27,  No. 
1,  January,  1943.  (Chicago  Number.)  Philadel- 
phia, W.  B.  Saunders  Co.,  1943.  Published  bi- 
monthly (six  numbers  a year).  Cloth,  $16  net; 
paper,  $12  net. 

The  first  half  of  this  number  of  the  Medical 
Clinics  of  North  America  is  devoted  to  gynecologic 
disorders  that  can  be  treated  without  hospitaliza- 
tion. 

Nine  different  subjects  are  discussed  by  prominent 
Chicago  gynecologists.  The  indications  and  technic 
of  office  procedures  such  as  electrocauterization  and 
electrocoagulation  of  the  cervix,  tubal  insufflation, 
and  the  use  of  the  pessary  are  described  in  detail. 
The  endocrine  problem  in  gynecologic  practice  is 
also  included  in  this  symposium. 

The  second  half  of  the  issue  is  devoted  to  medical 
subjects  and  includes  articles  on  heart  failure, 
digitalis,  duodenal  ulcer,  renal  disease,  and  leuke- 
mia. 

Alexander  H.  Rosenthal 
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ing  Sterile  Shaker  Packages  of  Crystalline  Sul- 
fanilamide especially  designed  to  meet  military 
needs,  for  supplying  Mercurochrome  and  other 
drugs,  diagnostic  solutions  and  testing  equip- 
ment required  by  the  Armed  Forces,  and  for 
completing  deliveries  ahead  of  contract  sched- 
ule— these  are  the  reasons  for  the  Army-Navy 
"E”  Award  to  our  organization. 

Until  recently  our  total  output  of  Sterile 
Shaker  Packages  of  Crystalline  Sulfanilamide 
was  needed  for  military  purposes.  As  a result 
of  increased  production,  however,  we  can  now 
supply  these  packages  for  civilian  medical  use. 
The  package  is  available  only  by  or  on  the 
prescription  of  a physician. 

Supplied  in  cartons  of  one  dozen  Shaker 
Packages  each  containing  5 grams  of  Sterile 
Crystalline  Sulfanilamide,  30-80  mesh. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 

BALTIMORE,  MARYLAND 
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HANGER 


Established 
80  years 

Inventors  and  Manufacturers 

ENGLISH  WILLOW 

and 

DURAL  LIGHT  METAL 
ARTIFICIAL  LIMBS 

Automatic  knee  lock  available 
for  above  knee  amputation. 

Expert  fitting — Superior  design 
Quality  construction 

104  FIFTH  AVE. 

NEW  YORK  CITY 

And  other  Cities. 

Write  for  Literature 


EFFECTIVE  THERflPV 

IN 


Requires  Analgesia 
Bacteriostasis,  and 
Dehydration  of  the  Tissues. 


THE  DOHO  CHEMICAL  CORPORATION 

New  York  - Montreal  - London 


“DOCTOR  JONES”  SAYS— 

That  old  expression  about  getting  “in  a rut” — I 
s’pose  there’s  an  awful  lot  of  folks  that’ve  grown  up 
since  the  horse  and  buggy  days  that  it  don’t  mean 
much  to  ’em — that  expression  don’t.  All  their 
roading’s  been  in  an  automobile  on  hard  roads.  But 
I can  remember  back  when,  in  the  country,  it  was 
all  dirt  roads.  Most  everybody  drove  in  the  same 
track  and  along  in  the  spring  they’d  get  soft — the 
roads  would  and  then  they’d  freeze  and  you’d  have 
ruts  five  or  six  inches  deep.  If  you  had  to  pass 
somebody  it’d  be  all  your  life  was  worth  to  get  out 
of  ’em. 

It  reminds  me  of  that  story  about  the  farmer 
that  his  wife’d  gone  off  her  head.  He  said  he 
couldn’t  understand  how  anything  could’ve  hap- 
pened to  her  mind;  she  hadn’t  been  off’n  the  farm 
in  three  years. 

But  getting  “in  a rut” — the  way  we  use  the 
expression  it  means  getting  in  the  habit  of  doing  the 
same  things  over  and  over  in  just  the  same  way  day 
after  day. 

The  old  saying  “nature  abhors  change” — that 
goes  for  human  nature,  too.  A lot  of  folks,  when 
they  get  in  a rut,  they  feel  sort  of  fearful  about 
getting  out  of  it  and  doing  something  different — like 
we  used  to  wonder  if  the  old  buggy  was  going  to 
tip  over  if  we  got  out  on  the  side.  We  didn’t 
have  any  choice  though.  We  couldn’t  all  stay  in 
the  same  ruts  and  pass  each  other,  so  we  had  to 
take  a chance.  And  we  usually  got  by  all  right. 
Yes,  there’s  a lot  of  folks — it  makes  ’em  nervous 
just  to  think  about  doing  something  different  than 
they’ve  been  accustomed  to — or  doing  it  a different 
way.  I suppose  that’s  the  main  reason  why  there’s 
usually  opposition  to  innovations. 

But  variety,  they  say,  it’s  “the  spice  of  life.” 
A spice — that’s  supposed  to  add  flavor  and  give 
you  an  appetite  and  so  on.  And  that’s  the  way  it 
seems  to  work.  The  fellow  that  stays  in  the  rut  can 
only  go  where  the  rut  takes  him  and  just  following 
somebody  else’s  wheeltracks  ain’t  very  inspiring. 
He  not  only  loses  his  interest  but  he’s  liable  to  lose 
his  nerve  at  the  same  time. 

The  fellow  that  refuses  to  be  bound  by  ruts — he 
may  use  ’em  when  it  serves  his  purpose  but  he  ain’t 
afraid  to  pull  out  and  make  his  own  track — that’s 
initiative.  Somebody  said  we  ought  to  do  some- 
thing every  day  that  we  don’t  want  to  do.  Any- 
way, when  we’re  confronted  with  jobs  we’re  fearful 
of,  it’s  a challenge.  Going  ahead  in  spite  of  our  fears 
— it’s  a lot  easier  next  time.  And  these  young  folks 
— it  may  make  all  the  difference  between  success 
and  failure.  “Anything  to  do  with  health?” 
Well,  mental  hygiene  is  health,  ain’t  it? — Paul  B. 
Brooks,  M.D.,  in  Health  News 

DOUBLE  PURPOSE 

“Please,  Mister,  give  me  another  box  of  those 
pills  which  I got  for  my  mother  yesterday.” 

“I  sure  will,  but  did  your  mother  say  she  liked 
them?” 

“No,  sir;  but  they  just  fit  my  airgun.” 
PRECAUTION 

A logger  who  was,  alcoholically  speaking,  some- 
what oversubscribed,  was  making  his  way  home- 
ward through  a dense  patch  of  brush.  Suddenly 
he  heard  a rattle  at  his  feet,  and  beheld  a rattlesnake 
coiled  and  ready  to  strike.  The  logger  drew  him- 
self up  with  dignified  solemnity  and  eyed  the  reptile 
with  lofty  contempt. 

“Go  ahead  an’  strike,”  he  said,  scornfully. 
“Never  will  ye  find  me  better  prepared.” 
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socialized  Treatments 


NEITOVS  Ml  MENTAL 


FOR  MILD  CASES 


FOR  SEVERE  CASES 


MICHELL 

SANATORIUM 


Licensed  by  State  of  Illinois 

George  W.  Michell,  M.D.,  Medical  Director 


INFORMATION  ON  REQUEST 
106  North  Glen  Oak  Ave.  |_h5°£|  Peoria,  Illinois 
CHICAGO  OFFICE: 

46  East  Ohio  Street  Phone  Delaware  6770 


ABSENTEEISM 


According  to  the  Office  of  War  Information,  war 
plants  without  systematic  plans  for  reducing  the 
causes  of  absenteeism  have  almost  twice  the  rate 
of  job  absences  as  those  which  do  have  such  pro- 
grams. This  fact  was  based  on  research  among  18 
war  plants  and  interviews  with  their  employees  in 
various  sections  of  the  country,  on  talks  with 
absentees  themselves,  and  on  information  fur- 
nished by  representatives  of  labor,  management 
and  community  leaders. 

Plants  with  systematic  programs  averaged  an 
absence  rate  of  4.4%  per  month,  while  those  with 
hit-or-miss  methods  ran  almost  double  that  rate. 
An  analysis  of  the  records  covering  1,800  workers 
(100  in  each  plant  surveyed)  showed: 

1.  Married  women  are  absent  most.  Next  come 
single  men,  then  single  women.  Married  men  are 
absent  least. 

2.  Employees  of  three  months  to  two  years 
service  were  most  frequently  absent.  Next  came 
those  with  less  than  three  months  service.  Least 
absent  were  the  old  hands  with  more  than  two 
years  experience. 

3.  New  residents  of  the  community  are  more 
often  absent  from  the  job  than  regular  residents. 


4.  Workers  who  object  to  plant  health  or  safety 
conditions,  or  lunch  arrangements,  or  promotional 
policy,  are  more  frequently  absent  than  satisfied 
workers. 

Suggestions  made  by  the  workers  themselves  for 
cutting  down  absenteeism,  were: 

1.  Rearrangement  of  hours  of  work  and  not 
granting  overtime  pay  for  the  week  in  which  the 
worker  is  absent. 

2.  Improvement  of  plant  conditions,  community 
conditions,  wages  and  productive  efficiency. 

3.  Educate  employees,  reward  regular  attend- 
ance, and  discharge  the  absentees  and  put  them 
in  the  Army. 

The  typical  proposals  for  rearrangement  of  hours 
of  work  showed  the  workers  concerned  with  re- 
ducing long  hours,  or  concentrating  work  so  they 
will  have  afternoons  or  days  to  themselves.  Some 
were  “Give  Saturday  afternoons  067’  “Let  every- 
one take  a day  off  a month  to  take  care  of  personal 
work.”  “Permit  one  shopping  day  a month.” 
“Give  workers  a vacation.”  “Give  five  and  a 
half  days  a week  and  work  longer  each  day.” 

Many  complaints  seem  to  be  the  difficulty  of 
getting  decent  food  in  or  near  the  plant. 


THE  MAPLES  INC.,  OCEANSIDE,  L.l. 

A sanitarium  especially  for  invalids,  convalescents,  chronic  patients, 
post-operative,  special  diets,  and  body  building.  Six  acres  of  land- 
scaped lawns.  Five  buildings  (two  devoted  exclusively  to  private 
rooms).  Resident  Physician.  Rates  $18  to  $45  Weekly 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


CHARLES  B.  TOWNS  HOSPITAL 

Serving  the  Medical  Profession  for  over  40  years 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

Definite  Treatment  • Fixed  Charges  • Minimum  Hospitalization 

293  Central  Park  West/  New  York Hospital  Literature Telephone:  SChuyler  4-0770 
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FALKIRK 

IN  THE 

RAHAFOS 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


GLENMARY 

SANITARIUM 

For  individual  case  and  treatment  of  selected  number  of 
Nervous  and  Mental  cases,  Epileptios,  and  Drug  or  Alcoholic 
addicts.  Strict  privacy  and  close  cooperation  with  patient  s 
physician  at  all  times.  Successful  for  over  50  years. 

ARTHUR  J.  CAPRON,  Physician-in-Charge 

cm  EGO.  TIOGA  CO.,  >.  Y. 


PINEWOOD 

Route  100  Westchester  County  Katonah,  New  York 

Licensed  by  the  Department  of  Mental  Hygiene. 

In  addition  to  the  usual  forms  of  treatment  (occupational 
therapy,  physiotherapy,  outdoor  exercise,  etc.)  we  specialize 
in  more  specific  techniques.  Insulin,  Electric  Shock  and 
Metrazol.  Psychological  and  physiological  studies.  Psycho- 
analytic approach. 

DR.  JOSEPH  EPSTEIN,  Physician-in-Charge 

Dr.  Max  Friedemann  ) Resident  Tel:  KATONAH  775 

Dr.  Joseph  Meiers  J Physicians  YONKERS  3-5786 

N.  Y.  Office:  25  West  54th  St. 

Tues.  & Fri.  by  appointment  Circle  7-2380 


WATCH  CLASSIFIED 
Department  for 
Business  Opportunities 


‘INTERPINES' 

Goshen/  N.  Y. 

Phone  117 


Ethical  — Reliable  — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL  — QUIET  — HOMELIKE 


Write  for  Booklet 


FREDERICK  W.  SEWARD,  M.  D.,  Director 
FREDERICK  T.  SEWARD,  M.  D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.  D„  Resident  Physician 


WEST  HI  EE 

West  252nd  St.  and  Fieldston  Road 

Riverdale-on- the- Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Par\way 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.  Med.  Supt.  *Tel.  4-1143 


BRUNSWICK  HOME 


I A PRIVATE  SANITARIUM.  Convalescents,  postop- 
erative, aged  andinfirm,  andthose  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  ner- 
vous and  backward  children.  Physicians'  treatments  rig- 
idly followed.  C.  L.  MARKHAM,  M.  D.,  Supt. 

B'way  & Louden  Ave.,  Amity  ville,  N.  Y.,  Tel:1700, 1,  2 


CROSS  REFERENCE  . . . It  may  be  necessary  at  times  to  check  the  information  provided 
in  an  advertisement  on  some  particular  product  to  be  prescribed.  To  facilitate  this  a cross  index  of 
advertisers  and  advertised  products  is  published  in  every  issue  of  the  JOURNAL.  We  hope  you 
will  find  it  a convenient  and  useful  instrument.  In  this  issue  see  pages  1397  and  1465. 


LOUDEN-KNICKERBOCKER  HALL1” 

81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL 

diseases. 

Full  information  furnished  upon  request 
JOHN  F.  LOUDEN  JAMES  F.  VAVASOUR,  M.D. 

President  Physician  in  Charge 

New  York  City  Office,  67  West  44th  St.,  Tel.  VAnderbilt  6-3732 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Phytician-in-Cbarp. 
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Classified  Index  of  Service  and  Supplies 


Your  Gui de esjfor 

LOCAT  IONS  f HE  L P (PURCHASES 


POSITIONS 


Classified  Rates 


Rates  per  line  per  insertion: 

One  time $1.10 

3 Consecutive  times 1.00 

6 Consecutive  times .80 

12  Consecutive  times .75 

24  Consecutive  times .70 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of 
First  and  by  the  5th  for  issue  of  Fifteenth. 


Classified  Ads  are  payable  in  advance.  To 
avoid  delay  in  publishing  remit  with  order 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


FOR  SALE 


Everything  for  the  physician  from  an  instrument  to  an 
x-ray — new  or  used.  Special  opportunities  in  fluoroscopes, 
x-rays,  short  waves,  ultra  violet  lamps  and  electrocardio- 
graphs. J.  Beeber  Company,  838  Broadway,  N.Y.C. 
ALgonquin  4-3510. 


FOR  SALE 


SANITARIUM.  In  beautiful  residential  section  of  small 
city  near  Catskill  Mountains.  34  rooms.  14  Bathrooms. 
Maintained  in  first  class  condition.  Modern  equipment 
throughout.  Owner  wishes  to  retire.  Write  Box  7000 
N.Y.S.  Jr.  Med.  or  phone  agent,  Elmsford  4586. 


APARTMENTS  FOR  RENT 


1016  Fifth  Avenue,  (South  Corner  83rd  Street) 
Lovely  3 room  physician’s  suite.  Attractive  rental.  Agent 
on  Premises.  Tel.  Butterfield  8-3416. 


FOR  SALE 


Powerful  X Ray  Unit  and  part  of  office  equipment  at 
sacrifice  for  lack  of  space.  Box  8000  N.  Y.  St.  Jr.  Med. 


SCHOOLS 


r—  CAPABLE  ASSISTANTS  — 

Call  our  free  placement  service.  Paine  Hall  graduates 
have  character,  intelligence,  personality  and  thorough 
training  for  office  or  laboratory  work.  Let  us  help  you 
find  exactly  the  right  assistant.  Address : 

101  W.  31st  St.,  New  York 

BRyant  9-2831 
Licensed  N.  Y.  State 


War  Taxes  Boost  Collections 

The  new  tax  law  permits  the  deduction  of  amounts  paid  on 
old  bills  from  the  Income  Tax. 

By  telling  debtors  how  to  make  this  deduction,  we  are 
getting  miraculous  results  on  accounts  that  our  clients 
considered  uncollectible.  We  welcome  a chance  to  handle 
your  bills  for  a modest  percentage  of  the  amount  recovered. 
Send  card  or  prescription  blank  for  details. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

Herald  Tribune  Bldg.  New  York,  N.  Y. 

The  leading  reliable  collection  service. 


MEDICINE  IN  THE  NAVY 

For  doctors  interested  in  what  the  Navy  is  doing 
along  medical  lines,  a copy  of  the  August  issue  of 
Shipmates  may  be  found  interesting  reading. 

Shipmates  is  an  official  publication  of  the  United 
States  Navy,  so  its  contents  should  be  authentic. 

The  editors  announced  in  July  that  the  entire 
August  1943  issue  would  be  devoted  to  features 
pertaining  to  the  medical  department  of  our  navy. 


There  are 

62  ADVERTISERS 
represented  in  this 
issue  of  the 
JOURNAL 


PRESCRIBE  or  DISPENSE  ZEMMER  PHARMACEUTICALS 

Tablets,  Lozenges,  Ampoules,  Capsules,  Ointments,  etc. 
Guaranteed  reliable  potency.  Our  products  are  laboratory 
controlled.  Write  for  catalogue. 

Chemists  to  the  Medical  Profession  NY  8-1-43 

THE  ZEMMER  COMPANY  • OAKLAND  STATION  • PITTSBURGH,  PENNSYLVANIA 


1 Potion  of  Willow . . . 


Many  peoples , ancient  and  modern , have  ascribed  contraceptive  power 
to  the  willow,  a fruitless  tree.  According  to  symbolic  magic,  tea  made  o\ 
willow  seeds,  bark,  leaves  or  blossoms,  would  render  a woman  sterile. 


• In  this  enlightened  age,  physicians  prescribe  materials  that  have  been  compounded  scientifically. 
For  example,  Ortho-Gynol  is  a highly  developed  formula  made  according  to  very  definite  specification: 
and  its  production  is  rigidly  controlled.  Chemical  as  well  as  physical  properties  are 
carefully  studied  in  vitro  and  in  vivo.  The  widespread  endorsement  of  Ortho-Gynol  by 
physicians  can  be  attributed  onlv  to  its  effectiveness. 


*Himes,  Medical  History  of  Contraception 


ortho-gy  nol 


VAGINAL  JELLY 


COPYRIGHT  1943,  ORTHO  PRODUCTS,  INC.,  LINDEN 


A 


FRIED  & KOHLER,  Inc. 

jf  “ True  to  Life”  1| 

Artificial  Human  Eyes 

Especially  Made  to  Order  by  Skilled  Artisans 


Comfort  pleasing  cosmetic  appearance  and  motion  guaran- 
teed. Eyes  also  fitted  from  stock  by  experts.  Selections 
sent  on  memorandum.  Referred  cases  carefully  attended. 


FRIED  & KOHLER,  Inc. 

Specialists  in  Artificial  Human  Eyes  Exclusively 

665  Fifth  Avenue  New  York,  N.  Y. 

(near  53rd  Street)  Tel.  Eldorado  5-1970 


“Over  Forty  years  devoted  to  pleasing  particular  people 99 


1472 


Find  the  unrecognized  tuberculosis 
in  your  practice  with 


TUBERCULIN 

[VOLLMER] 


TBS 


Jyyderle 


With  the  threat  of  tuberculosis  increasi 
in  wartime,  it  is  important  to  have  availal 
a simple,  easy  case-finding  procedure. 

Tuberculin  Patch  Test  (Vc 
mer)  was  introduced  by  Ledt 
in  1937.  Since  then  the  cur 
of  demand  for  this  diagnosj 
agent  has  shown  a steady  ri 
and  its  use  in  public  screeni 
campaigns  has  become  wi 
spread. 

The  Patch  Test  has  achieved  recogniti<|f 
because  of  its  — 


• SIMPLICITY  OF  APPLICATION; 

• reliability; 

• READY  acceptance  by  both  children 

AND  ADULTS. 


Keep  a supply  in  your  office — use  it  frequently- 
you  will  be  surprised  at  the  number  of  suspecl 
you  uncover.  Send  for  samples  and  literaturj 


packages: 


1 test 


LEPERlI  LABORATORIES,  Inc.,  NtW  YORK,  N.Y.  * UNIT  Of  AMERICAN  CYAN  AM  ID  COMPiMfr 


JY  WAR  BONDS  AND  STAMPS 


SO  EASY  TO  GIVE 

the  wanted  gift! 

Cigarettes— the  Gift  that  Rates  with  Service 
Men... Camel  — the  Brand  that  Rates  First... 

It’s  the  thought  behind  your  gift  that’s 
important  to  men  in  the  armed  forces. 
Meaning  that  sending  Camel  Cigarettes  is 
the  really  considerate  way  to  express  your 
generous  impulse. 

First,  cigarettes  are  highly  prized  by  fight- 
ing men.  Second,  Camel  is  the  brand  prized 
above  all  others*— for  sheer  mildness,  cheer- 
ing fragrance,  delightful  flavor. 

Let  a carton  of  Camels  convey  your  hearty 
good-will  to  friend  or  relative  in  service. 
Your  dealer  features  Camels  in  cartons.  See 
or  telephone  him  today. 

New  reprints  available  on  cigarette  research  — Archives  of 
Otolaryngology,  February,  1943,  pp.  169-173 — March,  1943, 
pp.  404-410.  Camel  Cigarettes,  Medical  Relations  Division, 
1 Pershing  Square,  New  York  17,  N.  Y. 


^ With  men  in  the  Army,  the  Navy,  the  Marine 
Corps,  and  the  Coast  Guard,  the  favorite 
cigarette  is  Camel.  (Based  on  actual  sales 
records  in  Post  Exchanges  and  Canteens.) 
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EFFECTIVELY, 

GRADUALLY, 

SUSTAINEDLY 


O 


& 


STRESS  ON  HEART  EASED  WITH 

lOMGBOIML 


DIURBITAL*  exerts  vasodilating , relaxing  effects  on  the  blood 

vessels  in  hypertension.  It  eases  the  fluid  burden  on  the  heart  and  v /% 

helps  check  possible  cerebral  or  peripheral  edema  by  active  diuresis  . . . 
and  serves  to  dilate  coronary  arteries  for  myocardial  stimulation.  Relief  from 
headache,  vertigo,  fear,  irritability,  insomnia,  etc.  occurs  as  blood  pressure 
gradually  descends.  Enteric  coating  of  DIURBITAL  avoids  gastric  insult. 
DIURBITAL  TABLETS  CONTAIN  EACH : Theobromine  Sodium  Salicylate  3 grs.;  Phe- 
nobarbital  \ gr.;  Calcium  Lactate  1^  grs.  Bottles  of  25  and  100  tablets  at  your  pharmacy. 


Write  "DIURBITAL" 
on  Rx  blank  for  samples 
and  literature. 

• Trademark  Req.  U S.  Pat.  Off 


Specialties  for  Diseases  of  the  Heart  and  Blood  Vessels 

l^rant  Chemical  Go.,  INC. 

• 5 MADISON  AVENUE,  NEW  YOIK,  N.  T. 
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THE  DIRECT  ROUTE  TO 
TONSILLAR  REGION  ANALGESIA 


spergum 


A PARTICULARLY  pleas- 
ant and  convenient  method 
to  prescribe  acetylsalicylic  acid 
for  children,  who  frequently  can- 
not or  will  not  gargle. 

★ ★ ★ 
Ethically  promoted — not  ad- 
vertised to  the  laity.  White  Lab- 
oratories, Inc.,  Pharmaceutical 
Manufacturers,  Newark  7,  N.  J. 


TO  BRING  an  effective  analgesic  into  pro- 
longed and  immediate  contact  with  the 
raw  and  painful  throat  accompanying  pharyn- 
gitis and  tonsillitis  or  following  tonsillectomy, 
Dillard’s  Aspergum  provides,  in  each  tablet, 
2>]/2  grains  of  acetylsalicylic  acid  in  a pleas- 
antly flavored  chewing  gum  base. 

Chewing  Dillard’s  Aspergum,  the  patient 
releases  a soothing  flow  of  saliva  laden  with 
acetylsalicylic  acid  which  reaches  points  often 
inaccessible  to  gargles  or  irrigations.  In  addi- 
tion, the  gentle  muscular  exercise  helps  relieve 
local  spasticity.  Because  the  patient  is  more 
comfortable,  an  adequate  diet  is  resumed  and 
maintained  earlier,  thus  helping  to  reduce  the 
convalescent  period. 
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THERAPEUTIC  EFFECTIVENESS 
PLUS  PAL ATABILITY 


The  therapeutic  effectiveness  of  ALUMINOID, 
chemically  non-reactive  colloidal  alumina  has 
been  demonstrated  by  ample  clinical  use. 

Administered  in  capsule  form,  it  provides  the 
patient  with  convenient  acceptable  medication,  and 
overcomes  the  objection  to  taste  frequently  exhib- 
ited against  other  forms  of  aluminum  hydroxide. 

Samples  and  literature  to  physicians  on  request. 
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ALUMINOID 

COLLOIDAL  ALUMINA 

trade  JL — L 1 A MARK 

CHATHAM  PHARMACEUTICALS  INC.  • NEWARK,  N.  J. 
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For  Severe  Deficiencies  of  the  water-soluble  vitamins 


Make  this  formula  available 
to  all  physicians 


Spies,1  Jolliffe  and  Smith2  report  that  in  treating  patients 
with  deficiency  disease  they  supply  the  water-soluble  vitamins 
routinely  by  the  use  of  a ’’basic  formula.”  To  quote  Spies3 — 
”It  is  better  to  prescribe  too  much  than  too  little,  too  soon 
rather  than  too  late.  ...  In  treating  the  clinical  syndromes  of 
beriberi,  pellagra,  riboflavin  deficiency  and  scurvy,  we  use  a 
formula  containing  10  mg.  thiamine,  50  mg.  niacin,  5 mg. 
riboflavin  and  75  mg.  ascorbic  acid.  If  the  symptoms  of  one 
deficiency  predominate  we  add  to  the  basic  formula  more  of 
the  vitamin  specific  for  the  predominating  deficiency.” 

1 Spies,  T.  D. : At.  Clin.  North  America  27:273,  March  1943. 

’Jolliffe,  N.,  and  Smith,  James  J.:  M.  Clin.  North  America  27:567,  March  1943. 

•Spies,  T.  D.:  J.  A.  M.  A.  122:497,  June  19,  1943. 


• • 


For  Generalized  Vitamin  Deficiencies 

Optimal  Multivitamin  Supplementation  in  one  capsule  daily. 

Low  Cost  to  Patient 
High  Potency 

A Name  Easy  to  Remember 


75  mg. 


= Optimal  daily  allowance  (adult)  as  recommended  by  the  Committee  on  Food 
and  Nutrition  of  the  National  Research  Council  J.A.M.A.  116:2601,  June  7, 1941 
= Supplied  in  ONE  SQUIBB  SPECIAL  VITAMIN  FORMULA  CAPSULE 
= Minimum  daily  requirements  U.S.  Food  and  Drug  Administration 


For  further  information  see  your  Squibb  Representative  or  address 
Professional  Service  Dept.,  745  Fifth  Avenue,  New  York  22,  N.  Y. 


20  mg. 


E-R-SQUIBB  & SONS,  NEW  YORK 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 
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THE  ORIGINAL  DEOXYCHOLIC  ACID 

for  fat  digestion  and  the  absorption  of  fat-soluble  vitamins 


Degalol  represents  deoxycholic  acid,  the  bile  acid 
which  is  chiefly  responsible  for  emulsification  of 
food  fat  and  the  formation  of  the  water  soluble 
choleic  acid  compounds. 

Degalol  is  valuable  in  biliary  fistula,  assuring  fat 
digestion  even  with  diversion  of  bile  to  the  outside. 
Degalol  enhances  absorption  of  the  fat-soluble  vita- 


mins A,  D,  E,  and  K.  In  complete  Dinary  obstruc- 
tion with  poor  or  absent  fat  digestion,  Degalol  makes 
possible  utilization  of  food  fat,  and  insures  absorption 
of  orally  administered  vitamin  K. 

Degalol  consists  solely  of  chemically  pure  de- 
oxycholic acid.  It  is  supplied  in  boxes  of  100 
1 Yi  gr.  tablets. 


Riedel  - de  Haen,  Inc.  new  york,  n y. 
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POINT  ^ POINT 
MANDELAMINE 

meets  the  test 
of  an  ideal* 

URINARY  ANTISEPTIC 


CHEMICAL  STABILITY 

Mandelamine  is  chemically  stable. 

* EXCRETION  OF  SUBSTANCE 
tf  UNCHANGED  BY  THE  KIDNEYS 

Mandelamine  is  excreted  unchanged  by  the 
kidneys,  thereby  assuring  sufficient  concentra- 
tion to  exert  antiseptic  action. 


FREEDOM  FROM  TOXICITY 
IN  THERAPEUTIC  DOSES 


The  resultant  smaller  dosage  of  mandelic 
acid  and  methenamine  in  Mandelamine 
virtually  eliminates  the  by-effects  which 
are  common  when  either  one  of  these  com- 
ponents is  used  individually. 


'FREEDOM  FROM  IRRITATION 
TO  URINARY  TRACT  MUCOSA 


Mandelamine  is  well  tolerated  . . . both 
systemically  and  locally. 


BACTERICIDAL  ACTION 


The  rapidly  effective  bactericidal  action 
of  Mandelamine  has  been  confirmed  by 
more  than  two  years  of  controlled  clinical 
investigation,  and  an  extended  period  of 
prescription  use. 


In  addition  to  these  important  advantages, 
Mandelamine  offers  convenience  of  ad- 
ministration through  elimination  of  the 
need  for  routine  urinary  pH  control, 
accessory  acidification,  adjustment  of  fluid 
intake,  and  dietary  regulation. 


*As  stipulated  by  Wesson,  M.  L.:  West.  J.  Surg.,  Dec.  1941. 


Reg.  U.  S.  Pat.  Off.  (Methenamine  Mandelate) 


Supplied  in  enteric  coated  tablets  of  0.25 
Gm.  each,  sanitaped,  in  packages  of  120, 
500  and  1000. 


Name M.D. 

NEPERA  CHEMICAL  CO.  INC. 

21  Gray  Oaks  Avenue,  Yonkers  2,  N.  Y. 

Please  send  me  literature  and  a physician’s 
sample  of  Mandelamine. 

City State 

NEPERA  CHEMICAL  CO.  INC. 


Manufacturing  Chemists 


YONKERS,  New  York 
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THESODATE 

(the  original  enteric-coated  tablet  of  Theobromine  Sodium  Acetate) 


CLINICALLY  EFFECTIVE 
LOW  TOXICITY 

EFFECTIVELY  ENTERIC  COATED 

CORONARY  ARTERY  DISEASE  AND  EDEMA 

/ Medical  authorities  in  journals  and  books  have  substantiated  the  value  of  Theobromine  Sodium 

’ Acetate  in  treating  certain  Cardiovascular  and  Renal  Diseases.  Actual  clinical  use  has  proven 

the  usefulness  of  Thesodate  (Brewer). 

The  enteric  coating  of  Thesodate  tablets  permits  adequate  dosage,  so  necessary  for  best  results 
with  xanthines,  for  as  prolonged  a period  of  time  as  necessary. 

Supplied  with  or  without  Phenobarbital,  also  with  Potassium  Iodide  and  Phenobarbital,  in 
potencies  for  controllable  dosage. 

Samples  and  literature  on  request. 


BREWER  6*  COMPANY,  INC.  Worcester 

Pharmaceutical  Chemists  Since  1852  AAdSSdcIlUS&tts 
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ARSENOFERRATOSE  ELIXIR  holds  a dis- 
tinctive position  among  liquid  preparations  of 
hematinic  elements — because  its  organic  iron 
is  easily  assimilated,  its  metabolism  stimu- 
lating arsenic  is  therapeutically  effective  in 
minimal  doses,  and  its  delectable  vehicle  is 
agreeably  palatable. 

ARSENOFERRATOSE  offers  optimal  regen- 
eration of  hemoglobin  without  producing 
undesirable  side-effects;  the  stomach  tolerates 
it  at  once  and  in  full  therapeutic  amounts — 
thus  the  necessity  for  graduated  doses  is  obvi- 
ated; easy  and  convenient  administration, 
precise  and  reproduceable  pharmacologic 
action,  and  economy  consistent  with  the  type 
of  fabrication  required  for  this  product — col- 


lectively, these  desirable  attributes  make 
Arsenoferratose  the  iron  preparation  of  choice! 

Indications:  For  the  treatment  of  hypo- 

chromic and  other  secondary  anemias  ...  To 
cure  iron  deficiency  disease  ...  To  build  iron 
reserve  ...  To  hasten  convalescence  ...  To 
prevent  insufficiency  of  iron  in  today’s  re- 
stricted diets  . . . To  counterbalance  possible 
blood  damage  in  sulfa-drug  therapy. 

Supply:  Elixir  Arsenoferratose,  and  Elixir 
Arsenoferratose  with  Copper,  bottles  of  8 fl. 
oz.  Tablets,  bottles  of  7 5. 

Note:  1 teaspoonful  of  the  elixir  supplies 

more  than  the  daily  minimum  requirement  of 
iron  for  the  normal  adult. 


ARSENOFERRATOSE 


Trade  Mark  Reg.  U.  S.  Pat.  Off. 

HEMATINIC  AND  ALTERATIVE 

Literature  and  samples  to  physicians  on  request 


RARE 


RARE  CHEMICALS,  INCORPORATED,  FLEMINGTON,  NEW  JERSEY 
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SECTION  OFFICERS 
1943-1944 


ANESTHESIOLOGY 

F.  Paul  Ansbro,  Chairman Brooklyn 

Milton  C.  Peterson,  Vice-Chairman New  York 

Rose  Lenahan,  Secretary Buffalo 

DERMATOLOGY  AND  SYPHILOLOGY 

Harry  C.  Saunders,  Chairman New  York 

James  W.  Jordan,  Secretary Buffalo 

GASTROENTEROLOGY  AND  PROCTOLOGY 

F.  Leslie  Sullivan,  Chairman Scotia 

Stockton  Kimball,  Vice-Chairman Buffalo 

Descum  C.  McKenney,  Secretary Buffalo 

INDUSTRIAL  MEDICINE  AND  SURGERY 

Orvis  A.  Brenenstuhl,  Chairman Albany 

Russell  C.  Kimball,  Secretary Brooklyn 

MEDICINE 

Frederic  W.  Holcomb,  Chairman Kingston 

Frederick  W.  Williams,  Vice-Chairman Bronx 

Harold  F.  R.  Brown,  Secretary Buffalo 

NEUROLOGY  AND  PSYCHIATRY 

Angus  M.  Frantz,  Chairman New  York 

Albert  E.  Siewers,  Secretary Syracuse 

OBSTETRICS  AND  GYNECOLOGY 

Edward  A.  Bullard,  Chairman New  York 

Charles  J.  Marshall,  Secretary Binghamton 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

James  E.  McAskill,  Chairman Watertown 

Harold  H.  Joy,  Secretary Syracuse 


ORTHOPAEDIC  SURGERY 

Roscoe  D.  Severance,  Chairman Syracuse 

Robert  M.  Cleary,  Secretary Buffalo 

PATHOLOGY  AND  CLINICAL  PATHOLOGY 

Ward  H.  Cook,  Chairman Yonkers 

Fred  W.  Stewart,  Vice-Chairman New  York 

M.  J.  Fein,  Secretary New  York 

PEDIATRICS 

A.  Clement  Silverman,  Chairman Syracuse 

Carl  H.  Laws,  Vice-Chairman Brooklyn 

Albert  G.  Davis,  Secretary Utica 

PUBLIC  HEALTH,  HYGIENE,  AND  SANITATION 

Arthur  M.  Johnson,  Chairman Rochester 

Joseph  P.  Garen,  Vice-Chairman Saranac  Lake 

Frank  E.  Coughlin,  Secretary Albany 

RADIOLOGY 

E.  Forrest  Merrill,  Chairman New  York 

Alfred  L.  L.  Bell,  Vice-Chairman Brooklyn 

Lee  A.  Hadley,  Secretary Syracuse 

SURGERY 

W.  J.  Merle  Scott,  Chairman Rochester 

Beverly  C.  Smith,  Secretary New  York 

UROLOGY 

A.  Laurence  Parlow,  Chairman Rochester 

George  E.  Slotkin,  Vice-Chairman Buffalo 

John  K.  de  Vries,  Secretary New  York 


SESSION  OFFICERS 
1943-1944 


HISTORY  OF  MEDICINE  PHYSICAL  THERAPY 

Edward  F.  Hartung,  Chairman New  York  Kristian  G.  Hansson,  Chairman New  York 

Judson  B.  Gilbert,  Vice-Chairman. . . .Schenectady  Walter  S.  McClellan,  Secretary. . . .Saratoga  Springs 
Claude  E.  Heaton,  Secretary New  York 


Council  A ccepted 

Powerful,  Quick  Acting  Central  Stimulant 

ORALLY  - for  respiratory  and  circulatory  support 
BY  INJECTION  - in  the  emergency 

AMPULES  - I and  3 cc.  (each  cc.  contains  IV2  grains.) 
TABLETS  - 1V2  grains. 

ORAL  SOLUTION  - (1V2  grains  per  cc.) 

Metrazol,  brand  of  pent&methylentetrazol.  Trade  Mark  reg.  U.  S.  Pat.  OS. 


BILHUBER-KNOLL  CORP.  ORANGE,  NEW  JERSEY 
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ANATOMY  OF  PREGNANCY 


Jhis  series  of  life-size  sculptured  models 
was  executed  for  S.  7f.  Camp  & Company 
by  Charlotte  S.  Tiolt 


4 Lunar  Months— Abdominal  protrusion  beginning. 
Uterus  becomes  abdominal  organ.  Fundus  4 cm. 
below  umbilicus.  Approximate  time  of  quickening. 
Normal  visceral  relationship.  No  appreciable  change 
in  body  mechanics. 


7 Lunar  Months— Beginning  tension  on  recti.  Uterine 
fundus  5.5  cm.  above  umbilicus.  Cephalic  presenta- 
tion determined.  Visceral  displacement  (upward  and 
lateral).  Lumbar  and  dorsal  curves  increased.  Relaxa- 
tion of  sacro-iliac  and  pubic  joints. 


10  Lunar  Months— Overdistension  of  recti  and  diasta- 
sis are  obvious.  Fetus  and  placenta  fully  developed. 
Head  engaging  (L.O.P.).  Marked  visceral  displace- 
ment (upward  and  lateral).  Marked  lumbar  lordosis 
"pride  of  pregnancy.”  Relaxation  of  pelvic  joints. 


c>yyip 


ANATOMICAL  SUPPORTS 


S.  H.  CAMP  & COMPANY  • Jackson,  Michigan 

Offices  in  CHICAGO  • NEW  YORK 
WINDSOR.  ONTARIO  • LONDON,  ENGLAND 

World’s  Largest  Manufacturers  of  Anatomical  Supports 
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WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNIA  — may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us — we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request. 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y. ROCHESTER,  N.  Y. PITTSBURGH,  PA. 


INDEX  TO  ADVERTISED  PRODUCTS 


Biological  and  Pharmaceutical 


Aluminoid  (Chatham) 1476 

Aminophyllin  (Dubin) 1490 

Arsenoferratose  (Rare) 1481 

Aspergum  (Dillard’s) 1475 

Belbarb  (Haskell) 1492 

Calcibronat  (Sandoz) 1484 

Caritol  (SMA) 3rd  Cover 

Co-Nib  (Elbon) 1559 

Cooper  Creme  (Whittaker) 1565 

Degalol  (Riedel  de  Haen) 1478 

Deratol  (Brewer) 1490 

Diurbital  (Grant) 1474 

Elixir  Bepadin  (International  Vitamin) 1485 

Elixir  Bromaurate  (Gold) 1561 

Galatest  (Denver) 1491 

Hematinic  Plastules  (Bovinine) 1488 

Hepvisc  (Anglo) 1560 

Kaomagma  (Wyeth) 2nd  Cover 

Koromex  (Holland) 1555 

Lederle  Laboratories 1472 

Lipolysin  (Cavendish) 1565 

Eli  Lilly  and  Company 1494 

Mandelamine  (Nepera  Chemical  Co.) 1479 

Metrazol  (Bilhuber) 1482 


Ramses  (Schmid) 1489 

Squibb  Special  Vitamin  Formula 1477 

Surbyl  (Strasenburgh) I486 

Thesodate  (Brewer) 1480 

Vi-Syneral  (U.  S.  Vitamin) 1559 

Vitamins  (Maltine) 1566 

Dietary  Foods 

Bread  (Standard  Brands) 1493 

Pabena  (Mead  Johnson) 4th  Cover 

Similac  (M  & R Dietetic) 1487 

Medical  and  Surgical  Equipment 

Artificial  Eyes  (Fried  & Kohler) 1471 

Supports  (Camp) 1483 

Supports  (Rice) 1484 

Miscellaneous 

Brioschi  (Ceribelli) 1491 

Cigarettes  (Camel) 1473 

Coca  Cola  Company 1553 

Spring  Water  (Saratoga) 1491 

Whisky  (Johnnie  Walker) 1557 


Calcium  Action  I*  A 

LCIBRONAT 

n . r i . On 

bromine  Sedation 

L U 1 U 11  U li  rt  1 

Ampuls  10  cc.:  Boxes— 5,  20  and  100 

High  ratio  Ca:  Br — 1:2 

Effervescent  tablets:  Tins — 10  and  50 

Less  danger  of  bromism. 

Granules  (non-effervescent):  Tins — 100  and  500  Gm. 

Palatable.  Well  tolerated. 

SANDOZ  CHEMICAL  WORKS,  INC. 

NEW  YORK— SAN  FRANCISCO 

1485 


In  Every  Dose 


Most  vitamin  B deficiencies  are 
multiple  and  require  the  complete 
B-Complex  for  really  effective 
results.  Elixir  Bepadin  “works” 
because  it  is  complete  . . . “It  costs 
the  patient  less.” 


A pleasantly  palatable  wine  vehi- 
cle. 16-Ounce  Bottles.  Literature 
and  samples  on  request.  Twenty-eight 
/.  V.C.  Vitamin  Products  are  accepted 
by  the  American  Medical  Association 
Council  on  Pharmacy  and  Chemistry. 


o 


Consider  this  most  recent 
achievement  of  I. V.C.  re- 
search . . . the  Natural  B of 
Rice  Bran  extract , the  Natural  B of 
Liver  Concentrate , the  Natural  B of 
Yeast , together  with  the  accepted 
synthesized  factors  of  the  vitamin 
B-Complex,  all  doing  their  part  in 
this  new  vitamin  B-Complex  elixir. 


8-, 


ELIXIR  BEPADIN 


International  Vitamin  Corporation  Chicago  • Los  Angeles 
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SURBYL 


SULFANILAMIDE 

SOLUTION 


. . . provides  deeper  penetration  and  better 
cleansing  of  wounds  than  powdered  sul- 
fanilamide for  external  therapy. 


m solution 

£ *K*»J*«*»*v 
LSSikal  0«if 


Surbyl  Solution  is  a therapeutically  correct 
combination  of : 

SULFANILAMIDE:  For  topical  application  in 
combatting  organisms  such  as  Strep- 
tococcus hemolyticus.  Staphylococcus 
albus,  and  Staphylococcus  aureus. 

UREA:  For  jts  deodorizing  and  solvent 

protein  actions. 

BENZYL  ALCOHOL:  For  jts  non-irritating 

local  anesthetic  properties. 

Surbyl  is  available  in  pint  and  gallon.  For 
further  information,  write  for  Folder 
No.  2 5. 


STRASENBURGH 


INDEX  TO  ADVERTISERS 
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Bilhuber-Knoll  Corp 1482 

Bovinine  Company,  The 1488 
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Brunswick  Home 1563 
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Pediforme  Shoe  Company 1492 
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No  food  (except  breast  milk)  is  more  highly  regarded 
than  Similac  for  feeding  the  very  young,  small  twins, 
prematures,  or  infants  who  have  suffered  a digestive 
upset.  Similac  is  satisfactory  in  these  special  cases 
simply  because  it  resembles  breast  milk  so  closely , and 
normal  babies  thrive  on  it  for  the  same  reason.  This 
similarity  to  breast  milk  is  definitely  desirable  — from 
birth  until  weaning. 


A powdered  modified  milk  product  especially  prepared  for  infant  feed- 
ing, made  from  tuberculin  tested  cow’s  milk  (casein  modified)  from 
which  part  of  the  butterfat  is  removed  and  to  which  has  been  added 
lactose,  olive  oil,  coconut  oil,  corn  oil,  and  cod  liver  oil  concentrate. 


BUY  WAR  BONOS  I 


One  level  tablespoon  of  Similac  powder  added  to  two  ounces  of  water 
makes  two  fluid  ounces  of  Similac.  This  is  the  normal  mixture  and  the 
caloric  value  is  approximately  20  calories  per  fluid  ounce. 


SIMILAC } 


SIMILAR  TO 
BREAST  MILK 


MAR  DIETETIC  LABORATORIES,  I 


NC. 


COLUMBUS,  OHIO 
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nancy 


4 


TRAOE*MA#H 


The  maintenance  and  restoration  of  adequate 
hemoglobin  levels  in  pregnancy,  postpartum 
and  lactation  are  of  paramount  importance.  Precautionary 
measures  to  avoid  deficiency  anemias  should 
include  reliable  iron  medication.  Thus,  iron  reserves 
needed  by  mother  and  child  can  be 
satisfactorily  provided  by  the  administration  of  specially 
prepared  iron  (easily  assimilated  ferrous  sulphate— 
plain  or  with  liver  concentrate)  incorporated  in  . 

}[eiiiatini€  IPlastules* 


THE  BOVININE  COMPANY  ☆ CHICAGO 


*Reg.  U.S.  Pat  Off.  ©1943  The  Bovinine  Co. 
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THE  items  which  make  up  the  "Ramses"*  Physicians  Pre- 
scription Packet  No.  501  are  as  perfectly  matched  as 
scientific  development  and  controlled  manufacture  can  make 
them. 

Each  "Ramses"  Diaphragm  is  matched  to  a diaphragm  Intro- 
ducer of  a corresponding  size  — and  each  is  made  to  conform 
as  closely  as  possible  to  the  normal  vaginal  anatomy.  Match- 
ing the  accessories  is  the  large-size  tube  of  "Ramses"  Vaginal 
Jelly,  the  pH  of  which  is  adjusted  to  4,  to  match  that  of  the 
vaginal  tract. 

Thus,  perfect  matching  assures  proper  insertion,  comfortable 
adjustment  of  the  diaphragm  to  the  vaginal  walls  and  proper 
barrier  action  of  the  jelly. 

The  "Ramses"  Physicians  Packet  No.  501  is  available  on  your 
prescription,  at  recognized  pharmacies. 


' Jl*  ************************************** 


* 
* 
* 
* 
* 
* 
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****************************** 


FOR  WARTIME  ECONOMY 

No  servant  problem... 

no  long-term  commitments. ..safe. ..centrally  located... restful 
Special  Rates  for  Long  Periods 
Facilities  for  conferences,  luncheons,  dinners 

THE  WALDORF-ASTORIA 

PARK  AVENUE  • 49th  to  50th  • NEW  YORK 


MEDICAL 
ASSN.  I 


Quick 9 dependable  results ! 

with  the  easily  soluble 


DUBIN  AMINOPHYLLIN 

T M I O P N Y l 1 t H I • I T M T 1 ■ N 1 0 I A M ! N I 


TABLETS 

AMPULS 

POWDER 

SUPPOSITORIES 


Discriminating  physicians  are  prescribing  this  product,  American 
Made  from  American  Materials,  as  a: 

MYOCARDIAL  STIMULANT  AND  POWERFUL  DIURETIC: 
EFFECTIVE  IN  BRONCHIAL  ASTHMA,  PAROXYSMAL 
DYSPNEA  AND  CHEYNE-STOKES  RESPIRATION. 

Numerous  reports  in  the  literature  comment  on  Prompt  Relief, 
Favorable  Action,  and  Dramatic  Improvement  in  these  conditions. 


H.  E.  DUBIN  LABORATORIES,  250  East  43rd  Street,  New  York,  N.  Y. 


this  time,  prescribe 

DERATOL 

(BREWER) 

The  Red  Capsule  With  Orange  Dot  When 
High  Potency  Vitamin  D Is  Indicated 

Each  3 minim  capsule  contains  50,000  U.S.P.  units  of  Vitamin  D obtained  from 
activated  Ergosterol  (Hebo  process)  in  a pure  vegetable  oil. 

SIG:  One  or  two  capsules  a day  for  four  days.  Then  increase  dosage  by  one 

capsule  a day  every  four  days  until  maximum  tolerance  of  patient  is  reached. 

AVAILABLE  in  bottles  of  50,  100,  and  1000  capsules.  $4.50  per  100  capsules  on 
prescription. 

Literature  on  Request 

BREWER  & COMPANY,  INC. 

WORCESTER,  MASS.  PHARMACEUTICAL  CHEMISTS  SINCE  1852 
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ROUTINE  URINE  ANALYSIS 
SIMPLIFIED! 


GALATEST  MAKES  URINARY  SUGAR 
TESTING  A MATTER  OF  SECONDS 


Whether  it’s  the  occasional  specimen 
in  your  office  — or  thousands  in 
hospitals,  war  plants  and  induction  cen- 
ters—you  can  cut  corners 
on  time  and  bother  with 
Galatest. 


HOW  TO  MAKE  A COMPLETE 
URINE  SUGAR  TEST  IN  30  SECONDS 

Step  1.  A little  Galatest  powder.  Step  2.  One  drop  of  urine. 

If  sugar  present — color  reaction  instantly. 

AND  THAT’S  ALL  THERE  IS  TO  IT! 

Diabetics  welcome  this  dry  reagent.  At  home  or  away 
from  home,  Galatest  makes  it  easier  for  your  patients 
to  carry  out  their  routine  test  for  urine  sugar.  The 
handy,  portable  Galatest  kit  contains  everything  the 
patients  require  for  a complete  sugar  test. 

Send  for  descriptive  literature. 

NO  NO  NO  NO 

BOILING  MEASURING  TEST  TUBES  BREAKAGE 

ACCEPTED  FOR  ADVERTISING  IN 
THE  JOURNAL  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 


THE  DENVER  CHEMICAL 
MFG.  COMPANY 


163  Varick  Street 
New  York,  N.  Y. 


B R I O S C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 


121  VARICK  STREET 


NEW  YORK 


LLUi. 


YOUR  DIRECTIONS 
are  carried  out  in  detail 

To  give  directions  is  part  of  your  con- 
tribution to  the  care  of  your  patients. 
To  follow  your  directions  is  the  pa- 
tient’s responsibility. 

At  Saratoga  Spa  your  directions  for 
chronic  cases  of  heart,  circulatory  and 
rheumatic  disorders  can  be  carried  out 
in  detail.  In  its  restful  environment 
your  patients  submit  to  regime  and 
to  your  prescription-for-living.  Relief 
from  home  distractions  and  pressures 
prepares  your  patient  for  the  full  bene- 
fit of  your  continuing  medical  direction. 
Saratoga  Spa  was  planned  for  your  use. 
Around  its  world-famed,  naturally  car- 
bonated mineral  waters,  NewY ork  State 
has  organized  superb  facilities  for  the 
use  of  practicing  physicians.  The  Medi- 
cal Staff  of  the  Spa  is  non-practicing. 
It  only  oversees  the  treatments  pre- 
scribed by  you  or  the  local  specialist 
you  choose  for  your  patient.  Open  all 
year. 

For  professional  publications  of 
The  Spa,  physician’s  sample  carton  of  the 
bottled  waters,  with  their  analyses,  write 
W.  S.  McClellan,  M.D.,  Medical  Director, 
Saratoga  Spa,  155  Saratoga  Springs,  N.  Y. 

'V  I'., 
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SEDATIVE  and  HYPNOTIC 


The  potentiation  of  the  central  action  of  phenobarbital  by  the  belladonna 
alkaloids  (Friedberg,  Arch.  f.  exp.  P.  & P.  CLX,  276)  renders  possible 
attainment  of  desired  effects  with  relatively  small  doses,  thus  avoiding 
"hang  over"  and  other  unpleasant  side-actions.  In  contrast  to  galenical 
preparations  of  belladonna,  such  as  the  tincture,  Belbarb  has  always  the 
same  proportion  of  the  alkaloids. 


Formula:  Each  tablet  contains  % grain 
phenobarbital  and  the  three  chief 
alkaloids,  equivalent  approximately  to 
9 minims  of  tincture  of  belladonna. 


Indications:  Neuroses,  migraine,  functional  digestive  and  circulatory  dis-  Belbarb  No.  2 has  the  same  alkaloidalcon- 

turbances,  vomiting  of  pregnancy,  menopausal  disturbances,  hypertension,  etc.  tent  but  V2  grain  phenobarbital  per  tablet. 


QUALITY  HAS  NOT  BEEN  RATIONED 


Statements  made  recently  suggest  that  the  war  has  brought  great  changes  in 
the  manufacture  of  shoes,  that  the  government  has  confiscated  all  the  best 
leather,  and  that  all  shoes  today  are  "just  alike"  regardless  of  price. 

Such  statements  have  not  only  been  misleading  but  damaging  also  to  the 
manufacturers  and  dealers  who  have  not  been  tempted  by  opportunities  to  use 
restrictions  and  priorities  as  excuses  to  produce  and  sell  an  inferior  product 
with  greater  profits. 

Pediforme,  along  with  other  reputable  companies,  has  maintained  the  same 
pre-war  quality  in  both  materials  and  workmanship.  Physicians  can  rely  on 
that. 


- Peiifoime 


A SHOE  FOR 
EVERY  MEMBER  OF 
THE  FAMILY. . . A SHOE 
FOR  EVERY  INDIVIDUAL 
REQUIREMENT. 


FOOTWEAR 


MANHATTAN,  36  West  36th  St.  NEW  ROCHELLE,  545  North  Ave. 

BROOKLYN,  322  Livingston  St.  EAST  OBANGE,  29  Washington  PI. 
843  Flatbush  Ave. 

HEMPSTEAD,  L.  I.,  241  Fulton  Ave.  HACKENSACK,  290  Main  St. 
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THIS  is  no  time  for  a letdown. 

You,  your  patients,  everyone 
finds  it  desirable  to  keep  energy  at 
its  peak. 

For  there  is  a great  drain  upon 
energy  these  days.  People  are  bus- 
ier, working  harder,  crowding 
volunteer  duties  on  top  of  hard 
days  at  a plant  or  office. 

Physicians  know  better  than  any- 
one the  need  for  replacing  this 
used-up  energy.  They  realize  that 
weakened  conditions  invite  attack 
from  disease. 

For  replacing  this  energy  the 
physician  looks  to  the  proper 
foods.  In  some  there  are  al- 
ready shortages.  Most  likely 
others  will  become  short  too.  But 
there  is  one  outstanding  food  that 
is  plentiful,  delicious  and  well  able 


to  supply  a good  part  of  the  food- 
energy  intake.  This  food  is  bread. 

Bread  is  a rich  source  of  carbo- 
hydrates. It  supplies  some  pro- 
teins and  some  minerals.  White 
bread  is  particularly  well  liked. 
And  as  made  today,  all  white 
bread  is  enriched  and  provides 
extra  amounts  of  thiamin,  niacin 
and  iron. 

So  where  additional  food-energy  is 
indicated,  we  believe  you  will  find 
bread  an  excellent  prescription.  It 
has  been  the  foundation  food  for 
ages.  And  as  supplied  today 
it  deserves  this  position  more 
than  ever. 

Bread  isfiastc 

with  meals  . . . and  in  meals 
Most  Good  Bread  Is  Made  With  Fleischmann  ’s  Yeast 


FLEISCHMANN  1868-1943  — 75  YEARS  OF  GOOD  YEAST  FOR  GOOD  BREAD 
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Woman’s  work 


Everywhere  women  are  carrying  a wartime  load — the 
doctor’s  wife  with  absent  spouse — the  nurse  doing  dou- 
ble duty  while  her  colleague  serves  in  a foreign  land — 
the  girl  who  does  a man’s  work  in  industry  to  free  an- 
other fighter  for  the  United  Nations. 

In  times  like  these  the  Lilly  tradition  of  quality  is 
appreciated  more  than  ever  by  those  who  are  respon- 
sible for  Lilly  products.  Meticulous  methods  of  stand- 
ardization, production,  and  inspection  are  so  much  a 
part  of  the  Lilly  structure  that  new  workers  quickly 
sense  their  obligation  to  carry  on  no  less  efficiently  than 
the  men  they  have  replaced. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana,  u.  s.  a. 
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Editorial 

More  Political  Medicine 


Proposed  changes  in  the  structure  of 
American  medicine  by  numbers  of  groups, 
associations,  and  corporations  and  by  legis- 
lators were  examined  in  a recent  address1 
by  Thomas  A.  McGoldrick,  M.D.,  L.L.D., 
President  of  the  Medical  Society  of  the  State 
of  New  York.  “From  the  beginning  of  the 
World  War  we  have  heard  from  very  many 
sources  of  the  changes  that  would  take  place 
at  its  end.  Numbers  of  groups — of  associa- 
tions and  corporations,  as  well  as  of  indi- 
viduals— have  with  assumed  prophetic  vi- 
sion proclaimed  the  many  radical  changes 
that  they  desire  to  take  place.  The  report 
of  the  Twentieth  Century  Foundation  lists 
nearly  140  such  corporations,  representing 
vast  aggregations  of  wealth.  It  would  seem 
as  if  very  little  now  existing,  or  existing  be- 
fore the  war — whether  tried  by  time  or  ex- 
perience, whether  experimental  or  proved  by 
usage — is  worth  saving.  These  workers  are 
in  full  accord  with  the  English  economist 
who  said  that  in  a time  of  political  revolu- 
tion many  drastic  changes  could  be  ac- 
complished which  in  normal  times  would  be 
impossible.  A brand  New  World  is  sought — 
in  fact  is  on  the  way.  Now  no  person  may 
ever  find  fault  with  improving  existing  con- 
ditions or  practices ; no  one  should  find  fault 
with  the  adjustment  of  methods  for  better- 
ment. No  one,  however,  no  matter  how 
well  intentioned,  should  cast  aside  knowledge 
we  now  possess  or  sacrifice  true  progress 
which  has  been  made.  Long  years  ago, 
Erasmus  said:  ‘The  greatest  folly  of  which 


f a man  is  capable,  is  to  sit  down  with  pencil 
, and  paper  to  plan  out  a new  social  world.’  ” 
Yet  that  very  thing  seems  to  be  the  plan 
1 and  intent  of  many  who  would  remold  the 
, free  institutions  of  American  medicine  along 
? the  lines  proposed  by  Senator  Wagner  and 
3 his  colleagues  in  S.1161;  H.R.2861  as  set 
t forth  in  the  August  1,  1943,  issue  of  the 
3 Journal.2  One  must  believe  the  propo- 
nents of  such  a measure  to  sell  the  civil  prac- 
tice of  medicine  into  slavery  and  bondage  to 
be  ignorant  of  or  willfully  blind  to  the  con- 
3 tinuing  progress  and  remarkable  results  al- 
t ready  attained  by  the  profession.  It  is 
s true,  as  Dr.  McGoldrick  points  out,  that 
>•  “in  some  areas  of  this  country,  there  are  not 
l enough  doctors — not  enough  hospitals — 
not  a sufficient  number  of  laboratories, 
- though  not  to  such  a degree  as  has  been  pro- 
j claimed  by  interested  workers.  In  some 
3 sections  of  the  country,  everybody  has  not 
fc  the  facilities  at  hand  and  within  his  means 
to  obtain  every  kind  of  specialist,  every 
laboratory  procedure,  and  every  instrument 
3 of  precision.  Everybody  has  not  the  intelli- 
gence to  desire  or  even  accept  the  good  medi- 
j cine  which  is  available.  In  regions  of  great 
ignorance  the  superstition,  the  voodoo,  the 
t charm,  the  universal  medical  mixture  cure — 
all  are  preferred;  in  other  sections,  we  have 
v the  hundred  thousands  of  people  choosing 
3 the  ‘isms/  the  ‘pathies/  and  the  faith  cures; 
s many  more,  able  to  select  and  pay  for  good 
, preventive  medical  or  dental  prophylaxis  or 
i cure,  prefer  and  choose  other  ways  to  use 

2 New  York  State  J.  Med.  43:  1399  (Aug.  1)  1943. 
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their  money.  But  everybody  in  the  United 
States  is  sharing  in  the  effects  of  ever  ad- 
vancing medical  knowledge,  which  has 
given  us  the  lowest  mortality  and  morbidity 
rates  of  any  country  in  the  world  with  com- 
parable population. 

“A  few  years  after  the  close  of  World 
War  I,  there  was  announced  the  discovery  of 
insulin  and  its  wonderful  value  to  the  mil- 
lion diabetics  in  this  country.  Following 
that  came  the  results  of  the  studies  of  ane- 
mia, the  elements  involved  in  the  causation 
of  the  pernicious  type,  the  use  of  liver  ex- 
tract with  other  remedies.  Less  than  ten 
years  ago  chemotherapy  presented  us  with 
the  sulfonamide  drug,  with  its  successive 
preparations  and  their  astonishing  successes. 
The  program  in  blood  transfusion,  the  tech- 
nical improvements,  including  the  prepara- 
tion and  the  preservation  of  plasma,  and  its 
uses,  have  been  real  advances — have  been 
of  immense  life-saving  benefits  multiplied 
over  in  these  terrible  days.  When  through 
the  fortunes  of  war,  our  allied  nations  lost 
the  source  of  the  greater  part  of  their  qui- 
nine— and  when  the  need  for  antimalarial 
remedies  was  greatest  for  our  soldiers  in 
these  foreign  infested  lands — medicine,  with 
the  great  help  of  the  pharmaceutic  indus- 
tries, synthesized  the  atabrin  or  quinabrin 
preparations  that  have  so  effectively  sub- 
stituted. The  general  reduction  in  infec- 
tions, such  as  typhoid,  diphtheria,  tubercu- 
losis, the  treatment  of  venereal  disease, 
the  lowering  of  the  death  rate  in  maternity 
cases  are  but  some  illustrations  of  progress 
within  these  past  twenty-five  years.  The 
value  to  the  nation  and  to  the  individuals 
therein  of  the  medical  progress  we  have 
made  is  rarely  mentioned — generally  is  not 


known.  In  Social  Security  plans  the  im- 
portance of  the  lives  saved  and  the  im- 
provement of  individual  good  health  in  pre- 
venting unemployment,  in  reducing  absen- 
teeism, in  increasing  income,  in  prolonging 
life  in  an  earning  capacity,  in  the  shortened 
period  for  old-age  pensions,  is  rarely  prop- 
erly appraised. 

“The  doctors  were  the  earliest  in  the 
groups  of  real  social  workers.  Besides  being 
the  possessors  of  ever  increasing  knowledge, 
they  were  the  originators,  the  prompters, 
the  inaugurators,  and  early  directing  guides 
of  every  hospital,  every  clinic  in  our  land, 
and  in  their  long-continued,  unremunerated 
services  have  been  the  principal  contributors 
and  supporters  of  these  institutions.” 

It  is  now  proposed  to  sell  these  medical 
men  who  have  initiated  and  accomplished 
all  these  things  into  a house  of  bondage,  into 
a kind  of  economic  and  professional  slavery 
to  the  Surgeon  General  of  the  United  States 
Public  Health  Service. 

If  the  people  of  the  United  States  really 
want  that  to  be  done,  it  can  be  done,  for 
better  or  worse.  We  believe,  however,  that 
if  they  are  fully  informed  of  the  proposal 
and  its  probable  consequences,  the  people 
will  have  in  remembrance  the  accomplish^- 
ments  of  a free,  progressive,  and  liberal  pro- 
fession and  will  instruct  their  representatives 
to  accord  S.1161;  H.R.2861  the  scant  con- 
sideration they  deserve. 

The  situation  is  serious.  The  medical 
profession  is  obligated  to  see  to  it  that  the 
people  are  fully  informed  of  what  is  proposed 
and  what  such  a proposal  will  mean  to 
them. 

The  people  will,  in  the  final  analysis,  decide 
the  issue. 


Procurement  of  Physicians  from  New  York  State 


In  the  June  15, 1943,  issue  of  the  Journal, 
we  asked  of  the  A.M.A.,  what  are  the  facts 
relating  to  the  procurement  of  physicians 
in  this  State?  Certain  discrepancies  seemed 
to  exist  in  the  figures  at  the  disposal  of  the 
War  Participation  Committee  of  the  Medical 
Society  of  the  State  of  New  York,  and  those 
published  by  the  J.A.M.A. 


Answering  our  editorial  inquiry,  the 
J.A.M.A.,  says: 

“The  official  records  of  the  Procurement  and 
Assignment  Service  are  derived  from  the  Adjutant 
General  of  the  U.S.  Army,  the  Surgeon  General 
of  the  U.S.  Navy,  and  the  Surgeon  General  of 
the  United  States  Public  Health  Service.  Care- 
ful tabulations  are  made  from  the  official  lists 
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after  the  individual  physicians’  names  have  been 
verified  against  known  records.  On  January  31, 
1943,  there  were  7,460  physicians  on  duty  with 
the  armed  forces  from  the  State  of  New  York, 
while  on  March  31,  1943,  there  were  7,676  physi- 
cians on  duty  from  that  state.  During  the  months 
of  February  and  March,  1,035  were  called  to  duty 
from  the  entire  country.  Each  name  credited  by 
the  Procurement  and  Assignment  Service  repre- 
sents a physician  who  left  a civilian  practice  and 
reported  for  duty  with  the  armed  forces.  The  dis- 
crepancy between  the  figures  cited  is  doubtless 
due  to  the  difference  between  the  number  of 
physicians  who  signified  their  willingness  to  serve 
their  country  in  the  armed  services  and  the  num- 
ber actually  commissioned  and  on  duty.”1 

1 J.A.M.A.  122:  749  (July  10)  1943. 


Doubtless.  However,  the  number  com- 
missioned was  the  basis  for  the  statement 
that  New  York  quotas  had  not  been  met. 
It  is  still  a little  difficult  to  see  what  a physi- 
cian can  do  who  has  signified  his  willingness 
to  serve  his  country  in  the  armed  services 
and  whose  commission  is  not  forthcoming 
so  that  he  may  be  ordered  to  active  duty. 
It  strikes  us  as  not  quite  sporting  that  New 
York  physicians  in  this  predicament  should 
be  made  whipping  boys  because  of  delays  in 
processing,  delays  over  which  they  could 
have  no  possible  control.  And  that’s  that; 
let’s  get  on  with  the  war. 


Abuse  of  Sulfonamides 


On  May  6,  1943,  the  Section  on  Dermatol- 
ogy and  Syphilology  at  the  Annual  Meeting 
of  the  Medical  Society  of  the  State  of  New 
York  passed  the  following  resolution: 

“Whereas,  Repeated  administration  of 
sulfonamides  either  internally  or  locally 
may  sensitize  an  individual  to  these  drugs 
and  thereby  preclude  their  future  use  in 
serious  diseases,  such  as  pneumonia; 
therefore,  be  it 

“Resolved,  That  the  Section  on  Derma- 
tology and  Syphilology  go  on  record  as 
strongly  disapproving  the  indiscriminate 
use  of  sulfonamide  drugs  in  relatively 
harmless  diseases  of  the  skin  which  can  be 
satisfactorily  treated  by  equally  efficient 
drugs;  and  be  it  further 
“Resolved,  That  the  Section  condemn 
the  use  of  prepared  dressings  containing 
sulfonamide  drugs  which  are  sold  promis- 
cuously to  the  laity.” 

Little  can  be  added  to  the  resolution, 
which  so  tersely,  forcefully,  and  rightly  con- 
demns the  indiscriminate  use  of  sulfonamide 
products  by  physicians,  manufacturers,  and 
the  public.  It  has  not  been  generally  ap- 
preciated, perhaps,  that  repeated  adminis- 
tration of  sulfonamides  either  locally  or 
internally  may  sensitize  an  individual  to 
these  preparations.  But  as  further  clinical 
experience  in  their  use  and  evidence  of  their 
abuse  or  misuse  accumulate,  a campaign  of 
education  directed  to  physicians,  manufac- 


turers of  prepared  dressings,  and  to  the 
public  seems  indicated  and  should  be  carried 
out  forthwith. 

An  additional  warning  may  be  added, 
according  to  Fisher,  Accousti,  and  Thomp- 
son,1 that  the  “rapidly  growing  medical  use 
of  sulfonamide  powders,  ointments,  and 
solutions  for  topical  application  in  superficial 
and  deep  wounds  raises  the  question  of  the 
possibility  of  their  becoming  contaminated 
with  pathogenic  organisms  not  affected  by 
the  drugs.”  Apparently,  serious  contamina- 
tions do  occur.  Welch,  Slocum,  and  Herrick2 
found  contamination  of  sulfonamide  dusting- 
powders  with  tetanus,  and  the  death  of  a 
patient  in  England  has  been  reported1  from 
tetanus  following  the  postoperative  use  of 
powdered  sulfapyridine  in  the  abdomen. 

In  this  issue,  page  1499,  David  Bloom, 
M.D.,  in  a paper  entitled  “The  Danger  of 
Cutaneous  Reactions  to  Sulfonamides”  re- 
ports two  cases  of  bullous  eruption  following 
the  use  of  sulfonamide  and  warns  that  in 
1941  “more  than  1,000,000  pounds  of  sul- 
fanilamide and  sulfathiazole  were  sold  in 
this  country,  in  addition  to  considerable 
amounts  of  sulfapyridine  and  sulfadiazine, 
and  when  one  reflects  that  many  thousands 
of  lives  are  being  saved  by  these  drugs,  the 
incidence  of  serious  toxic  reactions  and  even 
the  several  thousand  fatalities  known  to 


1 J.A.M.A.  122:  855  (July  24)  1943. 

2 J.A.M.A.  120:  361-364  (Oct.  3)  1942. 
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have  been  produced  by  the  drugs  may  seem 
negligible.  But  looking  at  absolute  figures 
and  considering  the  enormous  number  of  in- 
dividuals who  have  been  and  are  unknow- 
ingly sensitized  to  these  drugs  and  are  poten- 
tial victims  of  illness  and  death  when  at 


some  future  time  the  drug  is  given  to  them, 
one  sees  the  necessity  of  preventing  or  reduc- 
ing to  a minimum  the  toxic  and  fatal  reac- 
tions of  the  sulfonamides.” 

In  the  public  interest  this  information 
should  be  widely  and  quickly  disseminated. 


Prize  Essays 

The  Merrit  H.  Cash  Prize  and  the  Lucien  Howe  Prize  will  be  open  for  competition  at  the 
next  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York. 
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THE  DANGER  OF  CUTANEOUS  REACTIONS  TO  SULFONAMIDES 

Report  of  Two  Cases  of  Bullous  Eruption  Following  the  Use  of  Sulfanilamide,  One  of 
Which  Resembled  Pemphigus  Vulgaris 

David  Bloom,  M.D.,  New  York  City 


THE  introduction  of  the  sulfonamide  drugs 
into  the  practice  of  medicine  has  unquestion- 
ably proved  itself  one  of  the  most  important 
milestones  in  the  progress  of  therapy.  Mortality 
has  been  reduced  considerably  in  serious  illnesses 
like  meningitis,  pneumonia,  septic  streptococcic 
infections,  and  wound  infections  on  the  battle- 
field, and  morbidity  has  been  shortened  in  many 
other  diseases,  such  as  gonorrhea,  chancroid, 
and  lymphogranuloma  venereum. 

But  it  is  important  to  realize  that  these  drugs, 
which  are  able  to  interfere  so  successfully  with 
bacterial  life  and  activity,  are  also  potentially 
dangerous  to  the  physiologic  life  of  the  cells  of 
the  human  host.  Thus,  there  have  been  ob- 
served toxic  by-effects  of  these  drugs  which 
do  not  spare  any  organ  of  the  body,  affecting 
several  of  the  organ  systems  simultaneously  or 
disturbing  them  singly.  The  most  dreaded  of 
these  effects  are  those  that  involve  the  hemo- 
poietic system,  leading  to  agranulocytosis  or 
acute  hemolytic  anemia,  and  renal  involvement, 
which  may  consist  in  parenchymatous  damage  or 
in  obstruction  of  the  urinary  tract  by  crystals. 
The  liver,  the  central  and  peripheral  nervous 
system,  the  heart,  the  joints,  and  the  skin  may 
be  affected.  When  these  reactions  are  not 
closely  watched  or  are  ignored  and  the  ad- 
ministration of  the  drug  is  continued,  reactions 
which  are  mild  may  become  severe  and  may 
even  result  in  death.  The  exact  incidence  of 
fatalities  produced  by  the  sulfonamide  drugs 
themselves  is  unknown.  According  to  Long,1 
200  such  fatal  cases  have  been  reported.  But 
this  author  rightly  assumes  that  the  actual 
incidence  of  mortality  from  this  cause  must  be 
almost  5,000,  for  most  cases  are  not  reported. 

In  this  paper  I must  confine  myself  to  the 
by-effects  of  sulfonamides  on  the  skin.  I wish 
to  emphasize  here  a fact  that  is  not  sufficiently 
known  and  considered  by  the  nondermatologist — 
namely,  that  just  as  the  hemopoietic  system, 
the  kidneys,  and  other  organs  may  be  affected 
both  primarily  and  singly  and  may  produce 
serious  illness,  so  the  cutaneous  organ  may  also 
be  affected  alone,  without  necessarily  being 
associated  with  a disturbance  of  any  of  the 
viscera  or  body  systems.  Interference  with  the 
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physiologic  functions  of  the  skin  may  in  itself 
lead  to  serious  illness  or  death.  Thus,  in  the 
patient  reported  by  Weinstein  and  Domm2 
who  died  with  exfoliative  dermatitis  after  the 
ingestion  of  sulfanilamide,  the  autopsy  did  not 
reveal  any  satisfactory  cause  of  death,  and  it 
had  to  be  assumed  that  death  was  due  to  over- 
whelming toxemia  produced  by  the  drug.  Also, 
the  3 cases  of  dermatitis  found  by  Sutliff  and 
his  associates3  among  the  28  probable  sulfon- 
amide deaths  in  the  records  of  the  Pneumonia 
Control  Division  of  New  York  City  Department 
of  Health,  the  Bureau  of  Vital  Records  and 
Statistics,  and  of  the  Chief  Medical  Examiner’s 
Office,  most  probably  died  of  the  skin  involve- 
ment. Two  of  these  patients  had  generalized 
dermatitis  which  followed  sulfathiazole  therapy, 
and  the  third  was  one  of  exfoliative  dermatitis 
which  developed  after  the  administration  of 
sulfapyridine. 

Like  any  drug  reaction,  these  eruptions  may 
be  produced  by  different  mechanisms  (Sulz- 
berger;4 Greenwood5): 

1.  They  may  be  primarily  toxic  effects, 
caused  by  some  unknown  weakness  in  the  cells 
of  the  individual  or  in  the  detoxifying  mechanism; 
in  other  cases  they  may  be  caused  by  the  over- 
whelming effect  of  an  excessive  amount  of  the 
drug  or  its  too  prolonged  administration.  It 
has  been  observed  that  such  a toxic  eruption, 
after  having  cleared  up,  may  not  recur  on  re- 
administration of  smaller  doses  of  the  drug 
(Tedder6). 

2.  Another  group  of  eruptions  forming 
probably  the  majority  of  skin  reactions  to 
sulfonamides  is  of  allergic  nature,  produced  by 
acquired  hypersensitivity  of  the  skin,  which 
may  develop  after  ingestion  even  of  small 
amounts  of  the  drug.  Characteristic  of  this 
type  of  reaction  is  the  short  interval  between 
the  readministration  of  the  drug  and  the  appear- 
ance of  the  eruption.  It  takes,  according  to 
Abramowitz7  and  others,  at  least  seven  days  for 
the  skin  to  become  sensitized;  therefore,  the 
interval  between  the  time  of  ingestion  of  the 
first  dose  of  the  drug  and  that  of  its  readminis- 
tration must  be  at  least  seven  days  in  order 
that  the  allergic  reaction  manifest  itself.  When 
the  drug  administration  is  not  interrupted  but 
is  continued  during  several  weeks,  the  eruption 
may  appear  any  time  after  seven  days  of  drug 
therapy. 
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3.  The  third  type  of  mechanism  is  the  so- 
called  allergo-toxic,  forming  a combination  of 
toxic  and  allergic  effects.  Not  infrequently, 
when  a reaction  appears  during  a prolonged 
first  course  of  the  drug  administration,  it  is 
difficult  to  distinguish  between  the  two  mecha- 
nisms and  to  evaluate  the  exact  role  played 
by  the  primary  toxic  and  by  the  allergic  mecha- 
nism (Spink8).  For  the  toxic  effect  may  be 
superimposed  by  gradual  sensitization. 

It  has  been  observed  that  some  of  the  early 
eruptions  are  precipitated  by  exposure  to  sun 
light  (Newman  and  Sharlit9).  According  to 
Tedder,6  this  type  of  eruption  is  not  necessarily 
associated  with  sensitivity  to  the  drug.  Accord- 
ing to  Combes  and  Canizares,10  sunray  sensitivity 
is  not  common  following  sulfanilamide  adminis- 
tration. 

Types  of  Sulfonamide  Eruptions 

The  most  frequent  eruption  observed,  par- 
ticularly during  the  first  course  of  sulfonamide 
therapy,  is  the  maculopapular,  or  morbilliform, 
type.  The  other  types  of  eruption  are  scarlatini- 
form,  erythema  multiforme-like,  urticarial,  angio- 
neurotic edema,  erythema  nodosum,  purpuric, 
varioliform  (Franks  and  Traub11),  vesicular, 
pustular,  which  may  be  also  follicular  (Miller12), 
bullous  (Omens  and  Robbins;13  Bettley;14 
Epstein15),  fixed  bullous  (Loveman  and  Simon16), 
exfoliative  (Weinstein  and  Domm;2  Sutliff  and 
associates3),  and  pemphigus  foliaceus-like  (Wien 
and  Lieberthal17). 

The  morbilliform  and  scarlatiniform  eruptions 
may  be  mistaken  for  measles  and  scarlet  fever. 
The  erythema  nodosum-like  eruption  has  been 
mostly  observed  in  the  course  of  sulfathiazole 
therapy,  but  it  has  also  been  reported  following 
sulfanilamide16  and  sulfadiazine  (Costello18). 
Angioneurotic  edema  may  seriously  endanger 
the  life  of  the  patient  when  it  involves  the 
glottis.  Such  a case  was  reported  by  Schonberg,19 
and  was  also  observed  by  the  author,  at  the 
Skin  and  Cancer  Unit,  in  a woman  who  had 
taken  1 Gm.  of  sulfathiazole.  The  patient  had 
received,  one  month  previously,  2 Gm.  of  sulfa- 
thiazole daily  for  four  days,  a course  that  was 
repeated  later.  This  case  was  presented  at  the 
Manhattan  Dermatological  Society  by  Abramo- 
witz.20  In  the  case  of  Dennie21  there  was  edema 
of  the  face,  the  upper  extremities,  and  the 
tongue.  A follicular  pustular  eruption  of  the 
extremities  was  observed  by  the  author  at  the 
Skin  and  Cancer  Unit  in  a man  who  had  received, 
for  the  treatment  of  conjunctivitis,  sulfathiazole 
simultaneously  in  the  form  of  drops  and  ointment 
for  local  application,  and  tablets  for  oral  use. 

In  association  with  the  eruption  on  the  skin 
there  may  be  involvement  of  the  mucous  mem- 


branes of  the  mouth  and  of  the  conjunctivae  and 
sclerae.  Conjunctivitis  and  scleritis,  which 
are  limited  to  the  exposed  part  of  the  bulbar 
conjunctiva  and  sclera,  have  been  observed 
most  frequently  following  sulfathiazole  therapy 
and  were  reported  among  others  by  Haviland 
and  Long22  and  by  Yolini,  Levitt,  and  O’Neil.23 
In  Costello’s18  series  of  cases  treated  with  sulfa- 
thiazole, 5 per  cent  developed  conjunctivitis. 
Costello  describes  the  appearance  of  the  eyes  in 
this  condition  as  bloodshot. 

Several  cases  of  bullous  eruption  following 
sulfanilamide  and  sulfapyridine  therapy  were 
reported.  The  patient  of  Loveman  and  Simon16 
developed,  on  readministration  of  sulfanilamide, 
bullae  in  the  same  areas  of  the  skin  and  in  the 
mouth  as  on  the  first  administration  of  the  drug. 
While  these  patients  have  recovered  promptly 
after  discontinuance  of  the  medication,  the 
patients  reported  by  Wien  and  Lieberthal17  did 
not  recover.  Nine  days  after  the  commence- 
ment of  sulfanilamide  therapy  for  otitis  media 
and  mastoiditis,  this  patient  developed  a mor- 
billiform eruption,  which  was  followed  a few 
weeks  later  by  a malodorous  dermatitis  ex- 
foliativa and  by  bullae  scattered  over  the  body. 
He  continued  to  be  ill  and  to  have  fever  and  died 
six  months  after  the  appearance  of  the  eruption. 
An  autopsy  revealed  tuberculous  tracheo- 
bronchial lymph  nodes,  brown  atrophy  of  the 
heart,  and  hematoma  of  the  liver. 

Besides  the  frequent  complaint  of  severe 
pruritus,  there  is  associated  in  the  majority  of 
eruptions,  preceding  or  accompanying  them, 
elevation  of  temperature,  which  may  rise  to  as 
high  as  106  F.  Like  the  eruption,  this  so-called 
drug  fever  usually  appears  after  the  seventh 
day  of  sulfonamide  therapy.  Drug  fever,  being 
in  most  cases  a sensitization  phenomenon, 
develops  rapidly  after  readministration  of  the 
drug. 

Incidence  of  Skin  Eruptions 

Although  there  is  agreement  among  investi- 
gators about  the  fact  that  cutaneous  reactions 
are  produced  most  frequently  by  sulfathiazole 
and  least  frequently  by  sulfadiazine,  all  the 
sulfonamide  compounds  have  been  observed  to 
cause  serious  reactions  and  even  death.  Among 
500  patients  treated  with  sulfa  drugs,  Dowling 
and  Lepper24  have  noted  the  following  incidence 
of  dermatitis,  fever,  and/or  conjunctivitis: 
from  sulfathiazole,  6.2  per  cent;  from  sulfa- 
pyridine, 2.4  per  cent;  from  sulfadiazine,  2 
per  cent.  Long1  has  observed  in  a large  series 
of  patients  the  following  incidence  of  eruptions: 
following  sulfathiazole  therapy,  5.2  per  cent; 
sulfanilamide,  2.2  per  cent;  sulfapyridine,  2 
per  cent;  and  sulfadiazine,  1.3  per  cent.  In 
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the  course  of  sulfathiazoie  therapy,  Volini  and 
associates23  found  cutaneous  reactions  in  3.8 
per  cent,  and  Weinstein  and  Domm2  in  3.7 
per  cent  of  the  patients.  Park  and  Platts25 
have  found  the  incidence  of  eruptions  following 
sulfanilamide  therapy  to  be  4.3  per  cent,  that 
following  sulfapyridine,  1.9  per  cent.  Costello18 
observed  skin  eruptions  in  10  per  cent  of  the 
cases  in  his  series  which  were  treated  with  sul- 
fathiazole. 

These  figures,  however,  refer  mostly  to  series 
of  individuals  receiving  their  first  course  of 
sulfonamide  therapy.  Analyses  of  large  groups 
of  patients  who  are  following  a second  or  third 
course  of  treatment  with  the  drugs  would  reveal 
a very  much  higher  incidence  of  cutaneous 
reactions,  for  the  sulfonamides  sensitize  a high 
percentage  of  persons.  Drug  fever,  because  it 
is  a sensitization  phenomenon,  may  serve  as  an 
indication  for  the  approximate  incidence  of 
cutaneous  sensitization.  Thus  Lyons  and  Bal- 
beror26  have  found  among  53  patients  who  had 
tolerated  the  first  course  of  sulfathiazoie,  con- 
sisting of  an  initial  dose  of  4 Gm.  followed  by  1 
Gm.  every  four  hours  during  a period  on  an 
average  of  54/s  days,  19  patients — i.e.,  36  per 
cent — who  developed  severe  fever  reaction 
during  the  second  course  of  the  drug  therapy. 

While  the  eruption  and  the  drug  fever,  which 
appear  for  the  first  time  early  in  the  course  of 
sulfonamide  therapy,  are  usually  mild  and  dis- 
appear rapidly  if  the  drug  administration  is  dis- 
continued, it  should  be  noted  that  the  sensi- 
tization reaction,  which  takes  place  when  the 
drug  is  continued  or  is  readministered  after  a 
certain  interval,  is  fraught  with  danger.  The 
eruption  which  reappears  at  this  period  may 
be  much  more  severe  in  character  and  may  be 
associated  with  other  serious  by-effects  like 
acute  hemolytic  anemia  or  agranulocytosis. 
Thus  in  the  case  reported  by  Weinstein  and 
Domm2  the  patient,  who  in  the  presence  of  a 
macular  rash  had  received  by  an  oversight  an 
additional  4 Gm.  of  sulfathiazoie,  developed 
within  twenty-four  hours  a vesicular,  bullous, 
and  exfoliative  dermatitis  which  led  to  death 
within  a few  days. 

It  should  be  known  that  sensitization  of  the 
skin  and  other  organs  takes  place  not  only  by 
oral  administration  of  the  sulfa  drugs  but  also 
by  local  external  application  in  the  form  of 
ointments.  Gohen,  Thomas,  and  Kalisch,27 
Miller,12  and  Livingood  and  Pillsbury28  have 
reported  cutaneous  sensitization  following  appli- 
cation of  sulfathiazoie  ointment  to  the  skin. 
They  all  warn  against  the  use  of  these  drugs  in 
minor  conditions.  For  should  the  patient  be- 
come sensitized  it  will  be  impossible  for  him  to 
benefit  from  the  sulfa  drugs  at  some  future  time 


when  he  may  be  afflicted  with  serious  illness. 

Thus  drug  fever  and  eruption  have  to  be 
considered  as  danger  signals.  They  may  in- 
dicate sensitivity  of  the  skin  to  the  sulfonamides 
or  they  may  be  forerunners  of  other  serious  toxic 
reactions  like  agranulocytosis.  Irving,29  pointing 
out  this  fact,  demands  from  medical  insurance 
companies  great  interest  in  this  question  of  sulfa- 
drug  sensitization. 

It  is  of  important  interest  whether  ingestion 
of  one  sulfa  drug  sensitizes  the  patient  to  the 
other  sulfonamide  compounds  also.  This  is 
impossible  to  predict  as  it  varies  in  different 
individuals.  The  2 cases  of  Haviland  and 
Long,22  in  whom  sulfathiazoie  therapy  had  to 
be  interrupted  because  of  a maculopapular 
eruption  in  one  and  urticaria  in  the  other,  showed 
exacerbation  of  these  eruptions  when  sulfapyri- 
dine was  given.  Among  the  series  of  cases 
investigated  by  Costello18  one  patient  who 
reacted  with  a diffuse  erythematous  eruption 
following  sulfathiazoie  therapy  developed  ery- 
thema nodosum  when  sulfadiazine  was  sub- 
stituted. In  the  report  of  Lyons  and  Balberor,26 
5 patients  who  developed  drug  fever  following 
sulfathiazoie  tolerated  sulfapyridine  and  sulfa- 
nilamide without  any  reaction. 

Case  Reports 

Case  1. — W.  M.,  a colored  boy  aged  14,  was 
admitted  to  Sydenham  Hospital  on  February  3, 
1942,  with  a generalized  pruritic  eruption  of  three 
days’  duration.  Past  and  family  history  were 
negative,  particularly  in  regard  to  hay  fever, 
asthma,  or  any  allergic  cutaneous  manifestations. 

Present  history:  One  month  previously  the 

patient  had  contracted  gonorrheal  urethritis  for 
which  he  had  received  since  January  8,  1942,  sulfa- 
nilamide by  mouth.  During  the  first  two  weeks 
0.5  Gm.  of  the  drug  was  administered  four  times 
daily  and  during  the  next  eleven  days  three  times 
daily.  Thus  he  received  a total  of  45  Gm.  of 
sulfanilamide  within  twenty-five  days. 

On  February  1,  two  days  before  admission  to  the 
hospital  and  twenty-three  days  after  the  commence- 
ment of  sulfanilamide  therapy,  the  patient  noticed 
swelling  of  the  upper  lip  and  some  pruritic  lesions 
on  the  left  wrist  which  were  soon  followed  by  a 
generalized  pruritic  eruption.  After  the  appearance 
of  the  eruption,  the  boy  still  continued  to  take 
sulfanilamide  for  two  more  days. 

Examination:  On  admission  to  the  hospital  the 
patient  appeared  desperately  ill.  His  temperature 
was  104  F.,  pulse  90,  respiration  40,  and  the  blood 
pressure  116  systolic  by  70  diastolic.  The  heart 
and  lungs  were  normal.  There  was  no  enlargement 
of  the  liver  and  spleen  and  no  other  abdominal 
abnormality.  Except  for  submaxillary  adenitis, 
no  other  lymph  glands  were  palpable. 

The  skin  presented  a universal  eruption  of  lentil- 
to  pea-sized  flat  papules  and  occasional  vesicles, 
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Chart  I.  Case  1.  Drug  fever  from  sulfanilamide.  Not  aggravated  by  administration  of  sulfathiazole. 


which  involved  most  profusely  the  face  and  extensor 
surface  of  the  upper  extremities,  particularly  of 
the  hands.  The  mucous  membranes  of  the  mouth 
showed  a profuse  eruption  of  vesicles  and  were 
covered  with  exudate.  The  conjunctivae  were 
chemotic,  and  the  corneae  appeared  hazy.  There 
was  considerable  discharge  from  the  eyes.  A 
diagnosis  of  dermatitis  medicamentosa  due  to 
sulfanilamide  was  made. 

Laboratory  examination  showed  a normal  urine. 
The  blood  count  was  4,000,000  erythrocytes  and 
11,000  leukocytes;  the  hemoglobin  content  was  78 
per  cent  (13.3  Gm.).  The  differential  count  showed 
25  per  cent  neutrophil  bands,  61  segmented  neutro- 
phils, 5 lymphocytes,  and  7 per  cent  monocytes. 
The  blood  level  of  sulfanilamide  was  0.8  mg.  per 
cent.  The  blood  chemistry  showed  15.8  mg.  per 
cent  urea  nitrogen,  503  chlorides,  153  cholesterol, 
and  56  mg.  per  cent  cholesterol  esters.  The  icteric 
index  was  6;  carbon  dioxide  (volume,  per  cent) 
was  43.  The  blood  culture  was  sterile.  The 
flocculation  tests  for  syphilis  were  normal. 


Course  of  illness:  During  the  next  few  days  the 
condition  of  the  patient  became  steadily  worse. 
The  temperature  rose  on  February  4 to  106  F.  and 
dropped  slightly  on  February  5 (Chart  1).  On 
this  day  the  pulse  became  weak  and  irregular  and 
the  respiration  rapid,  but  the  blood  pressure  was 
maintained.  The  patient  first  appeared  stuporous, 
then  became  delirious.  The  skin  lesions  changed 
to  vesicles  and  bullae,  which  became  confluent. 
The  eyes,  nose,  mouth,  and  lips  produced  bloody 
discharge  and  were  covered  with  bloody  crusts 
(Fig.  1).  The  nostrils  were  clogged.  The  breath- 
ing was  rattling.  Ophthalmologic  examination  by 
Dr.  Kronenberg  revealed  denudation  of  the  epi- 
thelium of  the  conjunctivae  in  many  areas,  cloudi- 
ness of  the  corneae,  and  loss  of  some  of  the  corneal 
epithelium. 

Following  intravenous  infusion  of  a saline  solution 
of  glucose,  administration  of  oxygen,  and  other 
treatment,  the  condition  of  the  patient  improved 
slightly.  On  the  next  day,  February  6,  the  tem- 
perature fell  to  normal,  and  the  general  condition 
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improved  rapidly.  The  skin  lesions  assumed  more 
and  more  a vesicular  and  bullous  type.  Exami- 
nation of  serum  from  a bulla  showed  a trace  of 
sulfanilamide. 

On  February  7,  however,  the  temperature  rose 
again  to  105.4  F.,  and  the  patient  became  irrational 
and  could  not  be  controlled  bv  hypnotics  or  seda- 
tives. The  throat  became  clogged  with  mucus. 
At  times  Cheyne-Stokes  breathing  was  present. 
The  bullous  lesions  of  the  skin  became  confluent, 
broke,  and  exposed  large  areas  of  raw  skin.  On  the 
following  day  the  temperature  dropped  somewhat 
but  continued  to  be  spiking  during  the  next  few 
days,  reaching  a maximum  of  103  to  104  F.  Be- 
cause of  the  continuous  septic  type  of  temperature, 
the  internist  considered  the  possibility  of  some 
superimposed  bacterial  infection,  in  spite  of  the 
negative  blood  cultures  and  the  normal  roent- 
genograms of  the  chest.  He  advised,  therefore, 
the  administration  of  sulfathiazole  orally  with  an 
initial  dose  of  2 Gm.,  followed  by  1 Gm.  every  four 
hours.  The  temperature,  however,  continued  to 
be  of  septic  type,  varying  between  100.6  F.  in  the 


morning  and  103.4  F.  in  the  evening  on  February  9, 
and  between  100  and  103  F.  on  February  10  (Chart 
2).  On  the  third  day  of  sulfathiazole  therapy  the 
blood  level  of  the  drug  was  2.5  mg.  per  cent.  After 
the  administration  of  a total  of  23  Gm.  of  sulfa- 
thiazole, the  drug  was  discontinued  on  the  fourth 
day.  The  temperature  continued  to  vary  between 
100,  101,  and  102  F.  The  patient’s  general  condi- 
tion, however,  as  well  as  that  of  his  skin,  gradually 
improved.  On  February  15,  the  skin  started  to 
exfoliate,  like  that  of  dermatitis  exfoliativa.  On 
February  20,  the  morning  temperature  became 
normal,  but  the  evening  temperature  continued  to 
be  above  normal  until  March  8,  1942. 

Among  the  different  laboratory  examinations 
carried  out  during  the  illness  of  the  patient  the 
following  abnormal  data  were  noted:  On  February. 
9 the  urine  showed  marked  albuminuria  and  a small 
amount  of  urobilinogen.  On  the  same  day  the  blood 
examination  revealed  a hemoglobin  content  of 
66  per  cent  (11.3  Gm.)  and  3,440,000  erythrocytes, 
and  on  March  9 similar  figures  were  obtained.  On 
one  occasion  there  were  3 per  cent  neutrophil 
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Fig.  1.  Case  1.  Vesiculobullous  eruption  involv- 
ing the  mouth,  nose,  and  eyes. 


myelocytes  and  3 per  cent  metamyelocytes.  On 
another  occasion  6 per  cent  eosinophils  were  noted. 
Dr.  Jacob  Heiman  called  attention  to  the  variation 
in  the  figures  for  cholesterol  and  esters  of  the  blood, 
which  on  February  5 were  153  and  43  mg.  per  cent, 
respectively,  and  on  February  10,  122  and  38,  while 
on  March  9,  the  figure  for  cholesterol  rose  to  199 
and  that  for  cholesterol  esters  to  83  mg.  per  cent. 

On  March  16,  after  an  illness  of  more  than  six 
weeks,  the  patient  was  discharged  from  the  hospital 
in  a fairly  good  general  condition.  The  skin  pre- 
sented a generalized  eruption  of  hyperpigmented 
macules  which  persisted  when  he  was  seen  many 
months  later,  and  a large  plaque  of  depigmentation 
with  some  keloidal  formation  on  the  dorsum  of  his 
left  hand.* 

Summary  and  Comment  on  Case  1 

The  essential  facts  in  the  history  of  this  case 
may  be  summarized  as  follows:  A boy,  aged  14, 
developed  a pruritic  eruption  following  ingestion 
of  more  than  40  Gm.  of  sulfanilamide  which  he 
had  received  during  a period  of  three  and  a half 
weeks  for  the  treatment  of  gonorrheal  urethritis. 
He  continued  to  take  the  drug  for  two  more  days 
after  the  appearance  of  the  eruption.  The 
eruption,  which  was  first  papular,  became 
universal,  changed  to  a vesicular  and  bullous 
form,  and  involved  the  mucous  membranes  of 
the  mouth  and  nose,  and  also  the  conjunctivae, 

* The  patient  was  presented  by  the  author  at  the  Bronx 
Dermatological  Society  on  March  26,  1942.  (Arch.  Dormat. 
& Syph.  46:  461  (Sept.)  1942.) 
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sclerae,  and  corneae.  It  was  associated  with  ! 
high  fever  of  septic  type  which  persisted  for 
about  thirty-five  days.  The  patient  was  gravely 
ill  during  the  first  nine  days  of  his  stay  in  the  | 
hospital,  was  delirious,  and  showed  signs  of  | 
severe  intoxication.  On  thorough  investigation 
no  other  objective  changes  could  be  found  which 
might  have  been  responsible  for  the  severe  illness  1 
except  the  cutaneous  involvement,  associated 
possibty  with  the  effect  of  the  drug  on  the  central 
nervous  system.  However,  in  the  belief  that  | 
there  might  nevertheless  be  a superimposed 
bacterial  infection,  sulfathiazole  was  adminis- 
tered, during  a period  of  several  days,  in  the 
total  amount  of  23  Gm.,  but  the  septic  type  of 
fever  continued  for  more  than  a month. 

It  is  evident  that  the  gradual  improvement  in 
the  condition  of  the  patient  was  not  due  to  the 
sulfathiazole  therapy  but  rather  came  about  in 
spite  of  the  treatment.  However,  the  fact  that 
the  patient  did  not  become  worse  following  the 
administration  of  sulfathiazole  indicates  that  the 
previous  ingestion  of  sulfanilamide  had  produced 
sensitization  onty  to  this  compound  and  not  to 
sulfathiazole. 

The  fact  that  soon  after  the  development  of  the 
reaction  the  blood  level  of  sulfanilamide  w7as 
only  0.8  mg.  per  cent  probably  indicates  that 
we  are  dealing  here  with  an  allergic  phenomenon 
rather  than  with  a purely  toxic  effect  of  the  drug. 

It  is  not  improbable  that  the  serious  cutaneous 
eruption  and  the  illness  of  the  patient  could  have 
been  prevented,  or  at  least  their  severity  reduced, 
if  the  patient  had  been  observed  more  closely 
and  the  administration  of  the  drug  had  been 
stopped  immediately  at  the  first  appearance  of 
the  reaction.  It  has  also  to  be  seriously  con- 
sidered wdiether  this  prolonged  period  of  treat- 
ment of  gonorrheal  urethritis  is  not  unwise, 
instead  of  the  shorter  period  of  from  five  to  ten 
days  advised  by  the  Department  of  Health  of 
the  City  of  NewT  York. 

Case  2 .f — R.  P-,  an  American  woman,  aged  47, 
a nurse,  developed  on  September  3,  1 942,  a general- 
ized bullous  eruption  while  recuperating  at  Syden- 
ham Hospital  from  an  operation  for  a hernia  of  the 
abdominal  wall. 

Past  history:  There  w'as  a past  history  of  numer- 
ous operations  performed  on  the  patient:  at  the 
age  of  20,  appendectomy;  four  years  later,  tonsil- 
lectomy; at  the  age  of  27,  myomectomy  of  the 
uterus;  and  seven  years  before,  hysterectomy. 
Six  years  previously  the  patient  had  received  a 
series  of  deep  x-ray  exposures  to  the  ovaries  because 
of  a persistent  mastitis  of  one  year’s  duration.  For 
the  past  six  years  she  had  been  suffering  on  and  off 
from  furunculosis. 

t The  patient  was  presented  before  the  Manhattan 
Dermatological  Society  in  February,  1943.  (Presentation 
and  discussion  to  be  published  in  the  Archives  of  Dermatology 
and  Sy philology.) 
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Present  history:  On  July  22,  1942,  the  patient 
applied  a 10  per  cent  sulfathiazole  ointment  to  one 
of  the  furuncles  on  her  thigh.  Several  days  later 
she  noticed  small  bullae  on  the  left  eyelid,  on  and 
inside  the  nose,  and  in  the  mouth.  On  August  3, 
a carbuncle  on  the  back  of  the  neck  was  incised 
by  the  surgeon  and  some  powder  inserted  into  the 
wound.  Several  new  bullae,  which  were  flaccid  or 
broken,  appeared  on  the  face.  These  lesions  were 
diagnosed  as  bullous  impetigo  and  cleared  up  under 
the  use  of  ammoniated  mercury  ointment. 

On  August  17,  1942,  the  patient  was  operated 
on  at  Sydenham  Hospital  for  an  incisional  hernia 
of  the  abdominal  wall,  at  the  end  of  which  operation 
sulfanilamide  powder  was  deposited  into  the  wound 
before  the  skin  was  closed. 

The  patient  was  recuperating  satisfactorily  from 
the  operation  until  August  29,  when  she  applied 
a 10  per  cent  sulfathiazole  ointment  to  a sore  on 
the  mucous  membrane  of  the  nose.  On  the  follow- 
ing day  a few  bullae  appeared  on  the  back  of  her 
neck,  and  later  the  skin  around  the  left  eye  became 
edematous  and  developed  a few  pea-sized  bullae 
which  soon  broke  and  resembled  pyodermic  lesions. 
A 5 per  cent  sulfathiazole  ointment  was  prescribed, 
but  soon  its  use  was  discontinued,  for  the  patient 
developed  new  bullae  not  only  on  the  eyelids  and 
the  face  but  also  on  the  mucous  membrane  of  the 
mouth,  in  the  perianal  region,  and  on  the  abdomen, 
where  the  bullae  were  arranged  in  the  form  of  a 
chain  along  the  incisional  scar.  The  eruption  was 
associated  with  severe  pruritus.  A diagnosis  of 
dermatitis  medicamentosa  due  to  sulfathiazole  or/ 
and  sulfanilamide  was  then  made. 

Course  of  illness:  During  her  stay  in  the  hospital, 
until  December  12,  1942,  the  patient  frequently 
developed  new  crops  of  bullae,  which  appeared 
on  normal  skin  and  involved  the  face,  the  trunk, 
the  axillas,  the  groins,  the  anus  and  vulva,  the 
palms  and  soles,  the  back  of  the  hands  and  feet, 
the  forearms  and  legs,  the  elbows,  the  scalp,  and 
the  mucous  membranes  of  the  mouth  (Fig.  2). 
Most  frequently  the  appearance  of  new  lesions 
was  preceded  by  severe  pruritus.  On  several  occa- 
sions numerous  nonpruritic,  slightly  raised  erythe- 
matous macules  and  plaques,  of  one  inch  in  diameter, 
appeared  on  her  trunk,  which  looked  like  lesions  of 
erythema  multiforme.  Her  temperature  varied 
between  normal,  100  F.,  and  101  F.  This  slight 
rise  in  temperature  was  associated  with  considerable 
weakness,  which  has  gradually  improved  following 
blood  transfusions,  injections  of  liver  extract, 
calcium  gluconate,  autohemotherapy,  and  sodium 
arsenate. 

On  December  12,  the  patient  was  discharged  from 
the  hospital  as  improved,  but  she  has  continued  to 
be  under  my  observation.  During  the  five  months 
after  she  left  the  hospital,  the  patient  gained  con- 
siderably in  strength  following  numerous  blood 
transfusions  and  administration  of  sodium  arsenate, 
liver  extract,  and  iron.  However,  the  eruption  of 
crops  of  bullae  continued  to  appear  frequently. 
Although  in  diminished  number,  the  bullae  caused 
great  discomfort,  for  they  were  located  particularly 
on  her  feet  and  soles,  causing  great  difficulty  in 


Fig.  2.  Case  2.  Showing  broken  bullae  and 
erythematous  atrophic  spots  left  from  previous 
lesions,  three  months  after  beginning  of  eruption. 


walking.  Her  feet  and  the  mucous  membranes  of 
her  mouth  are  hardly  ever  free  of  bullae.  Some  of 
the  bullae  contain  clear  fluid;  others  are  hemor- 
rhagic, and  their  size  varies  between  V2  inch  and 
3 inches  in  diameter  (Figs.  3 and  4).  The  trunk 
shows  only  at  rare  occasions  unbroken  bullae,  for 
the  lesions  consist  mostly  of  crusts  and  areas  de- 
nuded of  skin.  In  place  of  previous  lesions,  there 
are  erythematous  macules  which  show  atrophy 
and  milia.  The  evening  temperature  of  the  patient 
has  frequently  been  100.5  F. 

Laboratory  examination:  The  blood  count  re- 
vealed on  numerous  occasions  a moderate  diminu- 
tion in  the  number  of  erythrocytes  and  in  hemo- 
globin content,  while  the  leukocytes  showed  a 
moderate  increase  in  number,  and  the  differential 
count  was  about  normal.  The  urine  examination 
gave  normal  findings  except  for  an  increased  uro- 
bilinogen content  on  one  occasion.  The  blood 
chemistry  examination  showed  a normal  content  of 
cholesterol,  cholesterol  esters,  sugar,  nonprotein 
nitrogen,  and  sodium  chloride.  The  icterus  index 
was  6.1. 

A few  days  after  the  appearance  of  the  generalized 
eruption,  the  blood  serum  showed  a trace  of  sulfa- 
nilamide, but  none  was  found  in  the  serum  from 
the  bullae.  The  phytopharmacologic  test  of  the 
serum  was  reported  by  Dr.  David  I.  Macht  as 
nontoxic — i.e.,  acting  as  normal  blood  serum.  The 
phytotoxic  index  was  71  per  cent. 

Recently  a patch  test  was  made  on  the  skin  of  the 
back  with  a saturated  solution  of  sulfanilamide,  and 
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Fig.  3.  Case  2.  Showing  large  bullae  and  healed  lesions,  seven  months  after  beginning  of  eruption. 
Fig.  4.  Case  2.  Showing  large  hemorrhagic  bulla  and  numerous  small  bullae,  seven  months  after  beginning 

of  illness. 


twenty-four  hours  later  a similar  test  was  made  with 
a saturated  solution  of  sulfathiazole  and  a 5 per  cent 
sulfathiazole  ointment.  There  was  no  local  reaction 
to  these  solutions  or  to  the  ointment.  But  about 
twelve  hours  after  the  application  of  sulfathiazole, 
a generalized  pruritus  developed,  followed  several 
hours  later  by  an  eruption  of  many  bullae,  par- 
ticularly on  the  legs.  A patch  test  with  a 30  per 
cent  potassium  iodide  ointment  gave  a negative 
result. 

The  easy  separation  of  the  epidermis  following 
removal  of  adhesive  from  the  patient’s  back  as  well 
as  the  fact  that  her  feet  when  exposed  to  mechanical 
injury  are  particularly  vulnerable  indicate  the 
presence  of  a modified  Nikolsky  sign. 

Comment  on  Case  2 

It  is  not  certain  whether  the  generalized 
bullous  eruption  which  has  persisted  for  eight 
months  is  due  to  cutaneous  sensitization  to 
sulfathiazole  or  sulfanilamide  alone  or  to  both. 
The  assumption  of  a causative  relation  between 
the  deposition  of  sulfanilamide  powder  into  the 
operative  wound  and  the  development  of  the 
eruption  two  weeks  later  is  disturbed  by  the 
fact  that  the  patient  gives  a history  of  develop- 
ment of  bullae  following  application  of  sulfa- 
thiazole ointment  to  the  skin  or  to  the  mucous 
membrane  of  the  nose.  Another  disturbing- 
fact  is  that  the  generalized  eruption  was  also 
preceded  by  application  of  sulfathiazole  ointment 
to  the  mucous  membrane  of  the  nose  and  the 
skin.  The  presence  of  cutaneous  sensitization 
to  sulfathiazole  is  unquestionable,  as  in  addition 
to  the  history  given  by  the  patient  the  author 
has  observed  personally  the  development  of 
bullae  following-  the  use  of  the  sulfathiazole 
ointment.  There  are  three  explanations  possible 


for  the  generalized  bullous  eruption  in  this 
patient : 

1.  The  eruption  may  be  due  solely  to  sulfa- 
thiazole sensitization  which  has  been  produced 
by  several  applications  of  sulfathiazole  ointment 
to  the  skin  or  mucous  membranes.  The  deposi- 
tion of  sulfanilamide  powder  into  the  operative 
wound  is  coincidental  and  not  causative. 

2.  The  eruption  may  be  due  to  sulfanilamide 
toxicity  or  sensitization  which  has  developed 
gradually  because  of  absorption  of  the  drug  from 
the  incisional  area  over  a period  of  many  days. 

3.  The  third  explanation  may  be  that  the 
sulfathiazole  sensitization  has  changed  the  skin 
and  prepared  the  way  for  a reaction  to  sulfanil- 
amide powder. 

Of  the  three  explanations  of  the  eruption,  I 
am  inclined  to  favor  the  third  one,  for  I believe 
that  the  sensitization  to  sulfathiazole,  produced 
by  repeated  applications  of  ointments  to  lesions 
on  the  skin  and  on  mucous  membranes,  has 
contributed  to  the  generalized  eruption  by  mak- 
ing sensitization  to  sulfanilamide  possible.  The 
chain  of  bullae  appearing  along  the  incisional 
scar  at  the  beginning  of  the  illness  may  possibly 
be  an  indication  of  the  causative  relation  between 
the  sulfanilamide  powder  deposited  in  the  wound 
and  the  bullous  eruption. 

The  persistence  of  the  eruption  as  long  as 
eight  months  after  the  use  of  the  drug  does  not 
speak  against  the  diagnosis  of  dermatitis  medica- 
mentosa. Persistence  and  even  progression  of 
drug  eruptions  are  a known  fact  and  have  been 
observed  in  reactions  produced  by  other  drugs, 
like  iodides,  bromides,  and  arsenic.  This  has 
been  brought  out  by  Sulzberger4  and  others. 
In  the  fatal  case  of  pemphigus  foliaceus  reported 
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by  Wien  and  Lieberthal17  the  eruption  persisted 
for  six  months,  resulting  in  death. 

On  clinical  observation  alone  one  would  not 
hesitate  to  consider  seriously  the  diagnosis  of 
pemphigus  vulgaris.  But  the  history  and  the 
facts  already  discussed  speak  against  this  diag- 
nosis. The  normal  phy  to  toxic  test  of  the  blood 
in  this  patient  would  be,  according  to  Macht,30 
also  a point  in  favor  of  the  diagnosis  of  sulfon 
amide  eruption  rather  than  that  of  pemphigus 
vulgaris. 

Conclusions 

When  one  considers  that  in  1941,  according 
to  Long,1  more  than  1,000,000  pounds  of  sulfanil- 
amide and  sulfathiazole  were  sold  in  this  country, 
in  addition  to  considerable  amounts  of  sulfa- 
pyridine  and  sulfadiazine,  and  when  one  reflects 
that  many  thousands  of  lives  are  being  saved 
by  these  drugs,  the  incidence  of  serious  toxic 
reactions  and  even  the  several  thousand  fatalities 
known  to  have  been  produced  by  the  drugs  may 
seem  negligible.  But  looking  at  absolute  figures 
and  considering  the  enormous  number  of  indi- 
viduals who  have  been  and  are  unknowingly 
sensitized  to  these  drugs  and  are  potential  victims 
of  illness  and  death  when  at  some  future  time  the 
drug  is  given  to  them,  one  sees  the  necessity  of 
preventing  or  reducing  to  a minimum  the  toxic 
and  fatal  reactions  of  the  sulfonamides. 

From  the  above  review  of  the  cases  in  the 
literature  and  from  the  observation  of  the  two 
cases  reported  in  this  paper,  one  may  conclude 
that  the  following  rules  should  be  observed  in 
regard  to  administration  of  sulfonamides: 

1.  No  trivial  illness  should  be  treated  with 
these  drugs.  Spraying  and  application  of 
sulfonamide  drugs  in  minor  nose  and  throat 
conditions  and  the  common  use  of  sulfonamide 
ointments  in  all  kinds  of  minor  skin  wounds  and 
infections  should  be  condemned.  To  cause 
sensitization  from  these  sprays  and  ointments 
is  particularly  unforgivable  when  one  considers 
the  fact  that  most  of  these  conditions  respond 
as  well  or  better  to  other  harmless  medication. 
It  is  shocking  to  know  of  the  case  of  a young  girl 
who  died  of  sulfathiazole  intoxication  when  this 
drug  was  used  for  the  treatment  of  her  acne 
vulgaris  (Lederer  and  Rosenblatt31). 

2.  There  is  no  justification  for  using  these 
drugs  prophylactically,  in  conditions  like  the 
venereal  diseases,  as  recommended  recently  for 
the  Army. by  Loveless  and  Denton,32  for  this 
prophylactic  administration  of  the  drugs  will, 
of  course,  have  to  be  repeated  many  times,  thus 
exposing  the  soldier  or  sailor  to  the  dangers  of 
sensitization.  Taylor33  has  the  merit  to  have 
called  attention  to  another  unjustified  pro- 
phylactic use  of  these  drugs — namely,  the  routine 


deposition  of  sulfonamide  powder  in  clean  opera- 
tive wounds  or  in  appendectomy. 

3.  The  dosage  of  the  drug  and  the  period  of 
administration  should  not  exceed  that  necessary 
to  cope  with  the  infection.  The  smaller  the 
total  amount  which  is  administered  and  the 
shorter  the  period  of  administration,  the  less  are 
the  chances  for  toxic  and  sensitization  reactions 
to  develop.  That  larger  doses  do  not  always 
yield  more  beneficial  results  in  infection  than 
smaller  doses  has  been  shown  by  Dowling  and 
Lepper.24  These  authors  found  that  sulfadiazine 
in  the  dosage  of  3 Gm.  daily  is  as  effective  in  the 
treatment  of  pneumococcic  pneumonia  as  when 

6 Gm.  are  given  daily.  I believe  that  if  a series 
of  conditions  other  than  pneumococcic  pneu- 
monia were  analyzed,  one  might  find  that  the 
optimal  dosage  of  the  sulfa  drugs  in  many 
diseases  is  lower  than  is  usually  thought  necessary 
for  successful  therapy. 

4.  The  use  of  the  drugs  should  be  avoided 
as  much  as  possible  by  elderly  patients,  by  those 
whose  kidneys  or  liver  are  damaged,  and  by  those 
who  are  known  to  be  allergic  to  other  drugs. 

5.  The  blood  and  the  urine  of  the  patient  to 
whom  a sulfa  drug  is  administered  should  be 
frequently  examined  in  order  to  detect,  as  early 
as  possible,  pathologic  changes  in  the  blood  and 
the  renal  system.  At  the  first  observation  of  an 
eruption  or  drug  fever,  in  the  course  of  the 
sulfonamide  therapy  for  a serious  illness  which 
requires  urgently  the  use  of  the  drug,  the  patient 
should  be  closely  watched.  In  less  serious 
diseases  sulfonamide  therapy  should  be  imme- 
diately discontinued.  The  patient  may  then 
quickly  recover  from  the  drug  reaction.  For 
one  should  keep  in  mind  that  continuation  of 
treatment  in  the  presence  of  even  a mild  reaction 
may  exacerbate  this  reaction  into  a more  severe 
and  serious  one  and  may  even  prove  fatal. 

Summary 

1.  Twro  cases  of  bullous  eruption  following- 
sulfonamide  therapy  are  reported,  one  of  which 
resembled  pemphigus  vulgaris. 

2.  The  literature  on  cutaneous  reactions 
produced  by  the  sulfonamides  is  reviewed,  and 
the  mechanism  of  these  reactions  is  discussed. 

3.  Conclusions  are  drawn  in  regard  to  rules 
to  be  observed  at  the  administration  of  sulfa 
drugs,  in  order  to  prevent  serious  reactions  and 
possible  death. 

135  East  50  Street 
New  York  City 
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NERVOUS  AND  MENTAL  SEQUELAE  OF  TROPICAL  DISEASES 


By  insisting  on  certain  precautions  in  personal 
hygiene  and  by  preparing  soldiers  and  sailors  for 
meeting  the  moral  hazards  common  in  the  tropics, 
many  of  the  nervous  and  mental  aftereffects  from 
tropical  diseases  that  are  menacing  members  of  the 
armed  forces  in  various  parts  of  the  world  can  be 
prevented,  Lieutenant  Commander  James  L. 
McCartney  (M.C.),  LTSNR,  says  in  War  Medicine. 

"American  physicians,  both  in  and  out  of  the 
armed  forces,”  Dr.  McCartney  says,  “should 
familiarize  themselves  with  tropical  diseases,  and 
especially  the  neuropsychiatric  sequelae,  for  many 
men  will  return  to  America  from  the  tropics  with 
permanent  neuropsychiatric  disabilities 

“Tropical  diseases  are  so  named  because  of  their 
almost  exclusive  preponderance  in  that  geographic 
belt  lying  between  23°  27'  north  and  south  of  the 
equator,  known  as  the  tropical  zone,  and  in  the 
bordering  zones,  known  as  the  subtropical  regions. 
On  the  other  hand,  with  speeding  up  of  transporta- 
tion and  the  inevitable  return  of  the  majorit}’  of  the 
American  armed  forces  to  their  homeland,  these 
diseases  ma3r  find  a foothold  in  less  tropical  climes. 
Fortunately  for  the  American  people,  nearly  50 
per  cent  of  the  tropical  diseases  are  parasitic  in 
origin,  and  25  per  cent  of  these  disorders  are  arthro- 
pod (insects,  spiders,  crustaceans,  etc.)  borne.  But 
there  are  yet  50  per  cent  of  the  diseases  that  may  be 
brought  back  by  the  American  forces,  and  most 
certainly  many  men  will  bear  the  sequelae  of  per- 
manent disability.  One  has  but  to  review  history 
to  be  impressed  by  the  fact  that  these  diseases  have 
repeatedly  migrated  into  temperate  zones  and  in 
their  outrageous  wanderings  have  played  havoc 
among  the  peoples  of  the  earth  and  accursed  civiliza- 
tion and  progress. 

“That  these  diseases  many  times  show  neurologic 
sequelae  is  a well-known  fact,  although  these 
degenerative  changes  have  not  always  been  recorded 
by  authors  on  tropical  diseases.” 

Among  the  tropical  health  hazards  mentioned 
by  Dr.  McCartney  is  the  fact  that  residence  in  the 
tropics  sooner  or  later  causes  a reduction  in  the  blood 


pressure  and  the  basal  metabolic  rate  of  an  ap- 
preciable number  of  persons.  Then  there  is  heat 
fever,  resulting  from  the  powerful  heating  effo  t 
of  the  tropical  sun  on  the  body,  wherein  the  heat- 
regulating  mechanism  becomes  overtaxed  and  so 
fails  to  keep  the  body  below  the  temperature  at 
which  damage  is  done  to  body  cells,  especially  to 
nerve  cells.  The  mental  changes  from  this  condi- 
tion are  like  those  occurring  in  senility,  and  severe 
headaches  and  epileptic-like  convulsions  may  per- 
sist for  months  or  years.  Another  hazard  of  the 
tropical  sun  is  the  temporary  or  permanent  blind- 
ness of  parts  of  the  eye  that  may  result  from  light- 
stroke.  Overstimulation  by  bright  light  over  any 
length  of  time  may  cause  night  blindness.  The 
latter  is  a neuropsychiatric  problem  in  the  tropics 
of  military  import,  because  persons  suffering  from 
this  condition  may  have  perfectly  normal  vision 
during  the  day  and  be  useless  as  observers  after 
the  sun  has  gone  down.  Night  flying,  night  watch, 
and  night  sentry  duty  for  such  victims  are  out  of  the 
question. 

“Young  Americans  arriving  in  tropical  countries,” 
Dr.  McCartney  says,  “find  a milieu  totally  different 
from  their  home  environment.  Moral  standards 
are  lowered;  human  values  are  hardly  worth  men- 
tioning, and  intemperances  of  every  kind  are  the 

order  of  the  day The  amoral  environment  is 

too  much  for  the  white  man,  for  he  finds  it  constantly 
about  him.  Sexual  promiscuity  is  everywhere  to 
be  found,  and  as  a result  psychic  conflicts  and  guilt 
feelings  are  set  up  in  the  white  man’s  con- 
science. ...” 

Alcoholism  has  its  relationship  to  sexual  problems 
and  its  bearing  on  vitamin  deficiencies  in  the  tropics. 
There  also  are  the  hazards  of  food  intoxication,  or 
food  poisoning,  which  may  be  followed  by  neurologic 
symptoms.  Persons  with  worms  and  flukes  not  in- 
frequently show  neurologic  or  psychiatric  symptoms. 
The  dysenteries  and  diseases  caused  by  parasites 
may  lead  to  neuropsychiatric  sequelae,  as  may  also 
infections  of  the  blood  stream.  Malaria  has 
numerous  neurologic  sequelae. — A.M.A.  News 


TROPICAL  DISEASES— A POSTWAR  HEALTH  PROBLEM 

Thomas  T.  Mackie,  Lieutenant  Colonel,  M.C.,  U.S.A. 


IT  IS  becoming  increasingly  evident  that  the 
war  will  exert  a profound  influence  upon 
many  aspects  of  medical  service  in  the  United 
States.  The  immediate  effect,  the  dilution  of 
physicians  remaining  in  civil  life  incidental  to  the 
needs  of  the  armed  forces,  is  probably  the  least 
important.  A second  early  effect  is  more  signifi- 
cant, though  perhaps  less  obvious.  The  ines- 
capable curtailment  of  postgraduate  medical 
education  entails  interference  with  advanced 
training,  and  at  least  an  interruption  of  the  sup- 
ply of  replacements  for  the  field  of  public  health 
practice.  By  far  the  most  important  effect, 
however,  and  one,  the  full  impact  of  which  will 
not  be  felt  until  after  the  cessation  of  hostilities 
and  demobilization,  is  the  possible  shift  of  disease 
endemicity  and  consequent  changes  in  the  respon- 
sibilities of  individual  practitioners  and  of  public 
health  agencies. 

The  implication  inherent  in  the  term  “tropical 
medicine” — that  it  comprises  a group  of  diseases 
restricted  to  the  hot  countries — is  incorrect. 
Although  in  some  instances  climate  acts  as  a 
limiting  factor  by  virtue  of  its  controlling  effect 
upon  the  availability  of  suitable  intermediate 
hosts  and  insect  vectors,  in  many  of  the  more 
important  conditions  the  limiting  factors  are 
merely  those  of  the  level  of  sanitation  and  hy- 
giene prevalent  in  the  area.  Many  important  so- 
called  tropical  diseases  are  capable  of  establishing 
themselves  in  the  temperate  zone  and  flourishing. 
There  are  numerous  illustrations  of  this  in  the 
past.  Yellow  fever  has  occurred  in  epidemic 
form  on  the  Atlantic  seaboard  as  far  north  as 
Boston.  Asiatic  cholera  has  been  epidemic 
throughout  the  area  of  the  eastern  and  central 
states.  Periodic  epidemics  of  dengue  fever  are 
familiar  about  the  Gulf  of  Mexico.  Outbreaks  of 
bubonic  plague  have  occurred  in  various  of  our 
seaports  and  this  disease,  in  its  sylvatic  form, 
is  widespread  in  the  wild  rodent  population  in 
the  West,  and  has  extended  eastward  across  the 
Continental  Divide.  Until  comparatively  recent 
times,  malaria  was  a familiar  disease  even  in  the 
northern  states.  Amebic  and  bacillary  dysen- 
tery, long  considered  strictly  tropical,  are  now 
recognized  to  have  a world-wide  distribution  and 
to  be  prevalent  wherever  conditions  permit 
fecal  contamination  of  food  and  water.  An 
endemic  focus  of  filariasis,  which  produces  tropi- 
cal elephantiasis,  has  long  existed  in  the  vicinity 
of  Charleston,  South  Carolina.  These  illus- 


trations demonstrate  the  fallacy  of  an  assumption 
that  so-called  tropical  diseases  cannot  extend 
widely  beyond  their  present  areas  of  recognized 
endemicity.  These  potentialities  for  widened 
endemicity,  together  with  the  extent  of  present 
military  and  naval  operations  in  the  tropics  and 
subtropics,  have  created  an  increasing  fear  that 
our  men  returning  from  these  areas  after  the  war 
will  be  responsible  for  the  introduction  and  wide 
extension  of  tropical  diseases  in  the  United  States. 
Although  certain  of  these  conditions  will  be  im- 
ported, there  is  an  unfortunate  tendency  to  over- 
emphasize the  hazard. 

The  first  World  War  demonstrated  that  mili- 
tary operations  cannot  be  undertaken  in  the 
tropics  and  subtropics  without  a high  disease  rate 
unless  special  precautions  are  taken.  Thus,  in 
Macedonia,  malaria  was  in  large  part  responsible 
for  the  military  stalemate  between  the  Allied 
armies  and  the  German  armies.  Similarly, 
bacillary  dysentery  played  an  important  part  in 
failure  of  the  Gallipoli  campaign.  Amebiasis 
proved  to  be  of  less  importance.  The  infection 
rate  among  troops  returning  from  the  Near  East 
is  reported  to  have  been  approximately  10  per 
cent.1  The  marked  difference  in  morbidity  is 
attributable  to  the  fact  that  amebic  infection, 
except  under  highly  specialized  and  unusual 
conditions,  does  not  become  epidemic. 

The  present  war  involves  the  mobilization  of 
large  numbers  of  men  in  many  regions  where 
tropical  diseases  are  endemic.  The  provision  of 
complete  protection  against  infection  would  con- 
stitute an  enormous  problem  in  preventive 
medicine  under  peacetime  conditions.  In  war- 
time, and  in  the  face  of  combat  conditions, 
especially  those  of  jungle  warfare,  and  those  at- 
tendant upon  the  rapid  movement  of  mechanized 
operations,  the  problem  is  infinitely  more  diffi- 
cult. Although  great  advances  have  been  made 
in  the  field  of  immunology  which  permit  pro- 
tection against  a number  of  important  diseases, 
we  have  as  yet  no  means  of  effective  immuniza- 
tion against  the  protozoan  infections,  the  para- 
sitic helminths,  and  certain  diseases  caused  by 
bacteria  and  other  agents  endemic  in  the  tropical 
theaters  of  operations.  The  risk  of  these  condi- 
tions, however,  has  been  greatly  minimized  by 
marked  improvements  in  field  sanitation,  not- 
ably in  connection  with  the  provision  of  safe 
water  and  protection  against  insect  vectors  of  dis- 
ease. The  equipment  of  troops  with  bed  nets, 
head  nets,  gloves,  insect  repellents,  and  insecti- 
cides, and  the  application  of  suppressive  treat- 
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ment,  should  do  much  to  control  morbidity  to 
malaria  and  prevent  a repetition  of  the  experience 
of  the  armies  in  Macedonia  in  the  last  war. 

Exposure  and  infection,  however,  cannot  be 
completely  eliminated.  Furthermore,  in  the  case 
of  certain  tropical  diseases  the  most  efficient 
therapeutic  procedures  do  not  invariably,  or  in 
some  instances  even  usually,  eradicate  the  in- 
fecting organism.  Malaria,  due  to  Plasmodium 
vivax,  may  exhibit  a late  recurrence  rate  of  over 
50  per  cent.2  Although  infections  by  P.  falci- 
parum, the  causative  agent  of  the  dangerous 
tropical  malaria,  are  more  amenable  to  immediate 
therapy,  chronic  infections  persisting  for  many 
months  are  not  uncommon.  In  all  of  these 
chronic  infections,  gametocytes,  the  sexual  form 
of  the  plasmodium  which  is  infective  to  the  anoph- 
eline  mosquito,  are  commonly  found  in  the  pe- 
ripheral blood. 

Bacillary  dysentery  is  widespread  throughout 
the  tropics  and,  undoubtedly,  significant  numbers 
of  men  will  be  infected.  Fortunately  the  great 
therapeutic  efficiency  of  the  sulfonamide  drugs 
has  relegated  this  disease  to  a position  of  im- 
portance far  inferior  to  that  which  it  attained  in 
the  first  World  War.  Extensive  clinical  trials, 
however,  have  demonstrated  that  they  will  not 
completely  eliminate  the  carrier. 

Amebiasis,  likewise,  is  widely  prevalent  wher- 
ever bad  conditions  of  sanitation  exist.  Com- 
plete eradication  of  the  Endamoeba  histolytica  is 
frequently  difficult  in  the  absence  of  intensive 
therapy.  Furthermore,  a high  proportion  of  in- 
dividuals do  not  present  the  clinical  picture  of 
dysentery,  and  in  fact  may  exhibit  little  evidence 
of  the  infection.  Such  infections  may  persist  for 
many  years  and  constitute  a hazard  to  the  car- 
rier and  a potential  focus  for  dissemination. 

It  appears  possible  that  typhoid  fever  may 
again  assume  some  importance.  It  is  highly  en- 
demic in  many  tropical  regions.  Past  experience 
indicates  that  prophylactic  vaccination  will 
greatly  reduce,  although  it  will  not  completely 
eliminate,  morbidity  to  this  disease.  Further- 
more, the  resulting  partial  immunity  considerably 
alters  the  clinical  picture  and  complicates  diag- 
nosis, and  it  may  augment  the  relative  number  of 
undiagnosed  mild  ambulatory  cases.  Although 
no  figures  are  available  concerning  the  incidence 
of  the  carrier  state  among  vaccinated  individuals, 
there  is  little  reason  to  suppose  that  chronic  in- 
fections will  be  eliminated.  The  observation  that 
a larger  proportion  of  immunized  mice  become 
temporary  carriers  than  do  nonimmunized  mice3 
suggests  that  vaccination  may  even  augment  the 
relative  numbers  of  healthy  carriers. 

Filariasis,  due  to  infection  by  the  Wuchereria 
bancrofti,  is  another  widespread  tropical  disease 
to  which  numbers  of  our  men  will  be  exposed. 


Since  we  have  as  yet  no  effective  therapeutic 
agent,  chronicity  is  the  rule  and  the  microfilariae 
infective  to  the  mosquito  persist  in  the  periph- 
eral blood  for  considerable  periods  of  time. 

It  is  evident,  therefore,  that  instances  of  these 
infections  and  possibly  others  may  be  antici- 
pated among  personnel  returning  from  the  various 
tropical  theaters  of  war.  It  is  obviously  impos- 
sible to  estimate  the  numbers  which  will  be  af- 
fected. The  potential  importance  of  this  prob- 
lem, however,  is  well  recognized  by  the  Army 
and  Navy,  and  in  cooperation  with  the  United 
States  Public  Health  Service  detailed  plans  are 
in  preparation  to  prevent  seeding  of  the  civilian 
population  with  infective  returned  individuals. 
No  method  of  screening,  however,  will  identify 
all  cases.  There  is,  therefore,  a very  real  respon- 
sibility devolving  upon  the  individual  practi- 
tioner who  must  familiarize  himself  with  the 
diagnosis  and  treatment  of  tropical  diseases,  and 
upon  public  health  agencies  which  must  exercise 
effective  control  of  the  epidemiologic  factors  con- 
cerned in  the  spread  of  these  conditions.  Such 
cooperative  action  on  the  part  of  the  services, 
the  medical  practitioner,  and  local  public  health 
agencies  should  afford  more  than  adequate  pro- 
tection. 

It  is  necessary,  however,  that  individual  phy- 
sicians have  some  familiarity  with  the  epide- 
miology of  the  more  important  tropical  diseases. 
Many  of  them  are  transmitted  by  insects.  For 
some,  an  arthropod  is  a required  intermediate 
or  definitive  host  in  which  the  causative  agent 
carries  out  a part  of  its  life  cycle.  In  other  in- 
stances, insect  transmission  is  purely  mechanical. 
Certain  of  these  conditions  are  spread  by  contami- 
nated water  and  food  and  others  through  soil 
pollution. 

It  follows,  therefore,  that  any  impact  which 
tropical  medicine  may  exert  upon  the  United 
States  will  be  felt  predominantly  in  rural  areas 
where  the  general  level  of  sanitation  is  inferior  to 
that  of  large  urban  centers.  It  is  here  that  op- 
timal conditions  exist  for  insect  propagation . The 
housefly  and  the  anopheline  and  culicine  mos- 
quitoes are  the  most  important  disease  vectors 
pertinent  to  this  discussion. 

The  widespread  use  of  unscreened  privies  and 
the  usual  methods  for  storage  of  manure  are  con- 
ducive to  extensive  fly  breeding.  The  ordinary 
housefly  is  an  important  vector  of  the  intestinal 
bacterial  and  protozoal  infections,  and  of  certain 
helminthic  infestations.  Its  habits  of  feeding 
upon  human  excreta  and  regurgitating  in  the 
course  of  the  subsequent  feed,  together  with  its 
flight  range,  permit  it  to  carry  these  agents  con- 
siderable distances  from  the  original  source.  A 
further  factor  of  importance  in  the  potential 
spread  of  certain  of  these  conditions  is  the  almost 
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universal  practice,  especially  in  small  communi- 
ties, of  discharging  crude  sewage  into  streams  and 
rivers.  This  entails  extensive  water  pollution 
and  considerably  augments  the  hazard  of  spread 
of  the  enteric  diseases. 

Malaria  in  the  United  States  is  transmitted 
predominantly  by  the  Anopheles  quadrimaculatus 
which  is  a satisfactory  host  both  for  P.  falciparum 
and  P.  vivax.  Its  range  extends  as  far  north 
as  New  Hampshire,  southern  Ontario,  and  Minne- 
sota. It  accepts  a variety  of  breeding  places  in- 
cluding fresh-water  pools,  ponds,  lakes,  swamps, 
and  even  brackish  marshes.4  It  hibernates 
through  the  winter  in  barns,  cellars,  and  other 
protected  spots.  Furthermore,  the  resistance  of 
the  plasmodia  in  the  oocyst  stage  under  condi- 
tions of  not  too  extreme  cold  permits  them  to 
overwinter  in  the  hibernating  insect  and  to  ma- 
ture in  the  following  spring.  Both  of  these  fac- 
tors, therefore,  combine  to  carry  infection  over 
the  winter  and  to  provide  for  transmission  in  the 
subsequent  spring  and  summer. 

Filariasis  is  transmitted  by  a variety  of  dif- 
ferent mosquitoes,  three  of  which,  Aedes  aegypti, 
Culex  quinquefasciatus,  and  C.  pipiens,  are  com- 
mon domestic  pest  mosquitoes  in  the  United 
States.  C.  quinquefasciatus  is  the  most  abun- 
dant night-biting  house  mosquito  in  the  southern 
states,  extending  north  into  Tennessee  and 
Virginia,  where  its  range  overlaps  that  of  its  near 
relative  C.  pipiens,  the  common  house  mos- 
quito of  the  north.5  These  two  culieines  are 
particularly  common  vectors  of  filariasis  in  many 
parts  of  the  world.1 

From  this  superficial  scrutiny  of  some  of  the 
medical  problems  associated  with  the  war,  cer- 
tain probabilities  and  possibilities  appear.  It 
is  evident  that  numbers  of  individuals  returning 
from  the  tropics  will  carry  infections  which  may 
be  transmissible  in  this  country  providing  neces- 
sary epidemiologic  conditions  are  fulfilled.  Al- 
though the  numbers  of  such  individuals  cannot 
be  foretold  at  present,  the  mechanism  set  up  by 
the  Army,  the  Navy,  and  the  United  States 
Public  Health  Service  should  amply  protect 
against  extensive  exposure  of  civilian  population 
groups.  This  barrier,  however,  must  be  supple- 
mented by  local  public  health  agencies  and  by 
the  individual  practitioner. 

Implicit  in  such  protection  of  the  community, 
and  of  the  infected  individual  himself,  is  the 
need  for  a much  wider  teaching  of  tropical  medi- 
cine, and  for  instruction  in  the  epidemiology  of 
tropical  diseases.  The  inclusion  of  these  sub- 
jects in  the  undergraduate  medical  curriculum 
does  not  meet  the  needs  since  it  does  not  reach 
the  practicing  physician.  Since  the  problem 
affects  so  intimately  both  the  individual  practi- 
tioner and  the  public  health  agency,  a simple 


solution  should  be  available.  A cooperative  ar- 
rangement between  county  medical  societies, 
state  departments  of  health,  and  medical  schools 
should  permit  the  preparation  of  a series  of  sym- 
posiums covering  the  more  important  tropical 
diseases.  Presentation  of  such  a series  of  pro- 
grams at  regular  meetings  of  county  medical 
societies  would  do  much  to  inform  practicing  phy- 
sicians concerning  these  unfamiliar  conditions, 
and  greatly  facilitate  the  handling  of  problems  in 
this  field  of  medicine  which  may  arise  in  the 
future. 
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Discussion 

Dr.  James  E.  Perkins,  Director , Division  of  Com- 
municable Diseases,  New  York  State  Department  of 
Health — Lt.  Col.  Mackie  has  presented  an  excellent 
summary  of  the  tropical  disease  problem  which 
medical  practitioners  and  public  health  adminis- 
trators in  New  York  State  may  face  as  the  result  of 
the  return  of  many  New  York  State  residents  who 
are  in  the  armed  forces  in  tropical  areas.  In  pre- 
senting this  problem,  Lt.  Col.  Mackie  is  in  a difficult 
position  since  he  wants  to  warn  of  a genuine  hazard 
and  still  he  does  not  wish  to  alarm  physicians  and 
the  public  unnecessarily.  Those  of  us  who  have  to 
handle  publicity  with  regard  to  the  relatively  un- 
common but  nevertheless  existent  diseases  of  trichi  - 
nosis,  tularemia,  and  botulism  can  symphathize  with 
him  in  this  position. 

This  problem  of  the  increase  in  tropical  diseases 
divides  itself  roughty  into  two  parts,  it  seems  to 
me:  (1)  those  diseases  which  are  of  public-health 
importance — that  is,  those  which  are  likely  to  spread 
to  others  from  the  foci  represented  by  men  returning 
from  the  tropical  areas;  and  (2)  those  which  are  not 
of  public-health  importance,  since  they  will  not  be 
communicated  to  others.  These  latter  diseases, 
nevertheless,  will  present  difficult  diagnostic  and 
treatment  problems  to  the  medical  practitioner. 

I shall  consider  only  those  of  public-health  im- 
portance since  this  is  my  immediate  concern.  I 
might  state,  first,  that  we  are  well  aware  of  this 
problem  as  evidenced  by  the  fact  that  a year  ago, 
after  the  Annual  Meeting  of  the  State  Medical 
Society  in  New  York  City,  a refresher  course  in 
tropical  medicine  was  given  to  the  district  state 
health  officers,  arranged  for  us  at  the  Cornell  Medical 
College  by  Dr.  Wilson  G.  Smillie,  and  with  Dr. 
Mackie,  incidentally,  as  one  of  the  speakers.  We 
also  have  purchased  and  installed  in  each  district 
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office  copies  of  the  recentljr  revised  two-volume 
edition  of  Stitt’s  Diagnosis,  Prevention  and  Treat- 
ment of  Tropical  Diseases  by  Strong  (The  Blakiston 
Company,  Sixth  edition,  1942),  which,  incidentally, 
is  an  excellent,  up-to-date,  exhaustive  text  on  tropi- 
cal medicine. 

Tropical  diseases  of  public-health  importance 
may  be  divided  into  those  in  which  an  intermediate 
host  is  necessary  and  those  in  which  no  such  inter- 
mediate host  is  involved. 

Among  those  in  which  there  is  no  intermediate 
host,  we  may  consider  first  the  venereal  diseases. 
Although  we  may  have  some  bizarre  venereal  dis- 
eases brought  back  by  members  of  the  armed 
forces,  at  least  there  will  be  no  explosive  outbreak, 
due  to  the  mode  of  spread  compared  with  diseases 
transmissible  through  water  and  milk.  As  a matter 
of  fact,  many  venereal  diseases,  formerty  thought  to 
be  rare  in  New  York  State,  have  been  found  to  be 
quite  prevalent;  lymphogranuloma  venereum,  for 
example,  has  been  found  to  be  very  prevalent  in 
New  York  City,  particularly  among  certain  groups. 

As  to  the  enteric  tropical  diseases,  I have  diffi- 
culty in  believing  that  they  will  be  any  great  men- 
ace to  the  civilian  population,  unless  environmental 
sanitation  barriers  which  we  have  so  effectively 
built  up  in  the  past  few  decades  are  destined  to  be 
destroyed  or  otherwise  made  ineffective.  I refer 
to  our  water  filtration  plants,  sewage  disposal  sys- 
tems, milk  pasteurization  plants,  etc.  In  view  of  the 
present  trend  of  events  in  the  war,  such  destruction 
of  our  environmental  sanitation  devices  seems  to  me 
to  be  very  unlikely. 

True,  manj'  men  will  come  back  with  bacillary 
dysentery  and  amebic  dysenteiy,  but  we  have  a 
high  incidence  of  both  these  infections  in  the  State 
at  the  present  time.  Although  there  may  be  some 
increase  in  infection  of  the  members  of  the  house- 
holds to  which  these  men  return,  our  protection  of 
water  and  milk  supplies  and  methods  of  disposing 
of  sewage  should  prevent  any  widespread  outbreaks 
of  these  conditions,  just  as  they  have  reduced  in  the 
past  the  incidence  of  typhoid  fever  and  the  other 
enteric  infections.  The  rural  areas  with  their  ad- 
mittedly poorer  standards  of  environmental  sani- 
tation may  show  more  of  an  increase  than  the  urban 
areas,  but  just  as  typhoid  disappeared  in  the  rural 
areas  as  well  as  in  the  cities  when  the  city  water 
supplies  were  cleaned  up,  this  increase  in  the  rural 
incidence  of  enteric  diseases  should  be  a transitory 
phenomenon,  if  it  appeal’s  at  all. 

With  respect  to  those  diseases  in  which  there  are 
intermediate  hosts — I must  confess  that  these  con- 
cern me  considerably  more  than  the  diseases  that 
fall  into  the  classification  I have  just  discussed. 
Fortunately,  we  can  check  many  of  these  diseases 
off  the  list  for  the  simple  reason  that  we  simply  do 
not  have  the  necessary  intermediate  host  in  New 
York  State.  We  probably  should  not  be  too  sure 
about  some  of  these  diseases,  however,  since  there  is 
the  possibility  that  the  necessary  host  may  be  im- 
ported as  well,  just  as  the  A.  gambiae  was  acciden- 
tally brought,  with  devastating  results,  from  Africa 
to  South  America,  thereby  greatly  increasing  the 
malaria  hazard  until  through  almost  superhuman 


effort  and  at  tremendous  expense  this  vector  was  ex- 
terminated. Another  possibility  is  that  we  may 
find  that  insects  or  other  potential  intermediate  hosts 
which  are  already  present  in  New  York  State  are 
capable  of  transmitting  the  introduced  disease,  al- 
though in  the  past  such  insects  were  not  known  to 
be  capable  of  so  doing. 

These  are  rather  theoretic  considerations,  how- 
ever, and  rather  than  worry  too  much  about  them 
we  probably  should  concentrate  upon  those  tropical 
diseases  for  which  we  know  we  have  the  insect  vector 
present  and  which  at  times  in  the  past  have  been  of 
great  importance  in  this  State.  Malaria,  of  course, 
heads  the  list.  This  was  formerly  an  extremely  im- 
portant communicable  disease  in  New  York  State. 
In  fact,  only  within  the  past  twenty  years  or  so  has 
it  essentially  disappeared  from  the  Hudson  Valley 
as  an  endemic  disease.  We  have  plenty  of  anophe- 
line  mosquitoes  and  with  the  almost  inevitable 
heavier  seeding  of  them  with  malaria  parasites,  upon 
the  return  of  members  of  our  armed  forces,  it  seems 
equally  inevitable  that  there  will  be  a rise  in  the 
prevalence  of  malaria  among  New  York  State  resi- 
dents who  have  not  left  home.  This,  however, 
should  be  a temporary  rise,  as  there  seems  to  be  no 
reason  to  believe  that  the  factors  which  were  re- 
sponsible for  the  decrease  of  malaria  in  this  State  in 
the  past  will  not  operate  again  to  reduce  the  inci- 
dence. Some  of  these  factors  were  concerned  pri- 
marily with  projects  other  than  malaria  control, 
such  as  land  drainage  for  cultivation  purposes,  but 
many  are  the  result  of  a deliberate  antimosquito 
campaign,  particularly  in  those  counties  in  the 
vicinity  of  New  York  City.  These  campaigns 
are  being  carried  on  at  present,  and  no  doubt  will  be 
further  intensified  with  the  increased  malarial 
threat. 

The  above  remarks  concerning  malaria  could  be 
applied  as  well  to  yellow  fever,  although  with  the 
immunization  of  all  members  of  the  armed  forces 
against  yellow  fever,  and  the  very  low  population 
of  Aedes  aegypti  mosquitoes  in  this  State,  there  is 
little  need  to  be  concerned  about  a repetition  of 
the  yellow  fever  epidemics  which  occurred  in  this 
part  of  the  country  in  the  eighteenth  and  nineteenth 
centuries. 

As  to  plague,  this  is  not  so  remote  a possibility  as 
might  appear  on  the  surface.  With  the  tremend- 
ously increased  shipping  to  and  from  plague  ports, 
and  with  the  necessarily  less  careful  supervision  of 
ships  returning  from  these  ports,  there  is  a sub- 
stantial possibility  that  infected  rat  fleas  may  be 
introduced  into  New  York  City.  Here  again,  how- 
ever, we  need  to  keep  a proper  perspective,  since 
we  have  what  appears  to  be  a permanent  focus  of 
plague  infection  in  the  West  in  the  form  of  plague  in 
wild  rodents.  If  plague  should  be  introduced  into 
this  State,  we  should  be  able  to  control  it  well  as  far 
as  cities  are  concerned  through  rat  control  proced- 
ures. 

Lt.  Col.  Mackie’s  comments  with  regard  to  filari- 
asis  in  South  Carolina  are  of  interest.  Of  equal 
interest  to  the  presence  of  this  focus,  however,  is  the 
fact  that  it  has  continued  to  be  localized  in  that  area, 
in  spite  of  the  widespread  prevalence  of  mosquitoes 
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which  act  as  vectors.  Therefore  in  this  case  there 
would  appear  to  be  some  other  factor  involved  in 
the  spread  besides  the  ready  availability  of  the  insect 
vector. 

In  conclusion,  let  me  comment  that  as  far  as  the 


tropical  disease  problem  here  is  concerned  one  happy 
circumstance  is  the  fact  that  in  this  State  there  art' 
many  thoroughly  trained  and  experienced  experts 
in  tropical  diseases,  who  may  be  called  upon  for 
advice  if  it  is  needed. 


HOW  LONG  SHOULD  A MAN  WORK? 

Somewhere  there’s  a happy  medium  in  the  pro- 
duction period.  If  men  work  too  long,  they  fatigue; 
and  each  task  takes  longer  and  longer  until  it’s  a 
losing  battle.  This,  of  course,  does  not  even  con- 
sider the  poorer  quality  of  work,  the  increased  ten- 
dency toward  accident  or  disease,  and  the  steady  rise 
in  inefficiency. 

On  the  other  hand,  if  men  do  not  work  long 
enough,  even  though  they  do  work  efficiently,  they 
can’t  turn  out  the  maximum  number  of  units. 
There’s  man-waste  there — and  again  a losing  battle. 
Somewhere  between  the  two  is  the  happy  medium — 
the  golden  period  where  workers  produce  most 
without  harming  themselves  or  their  product. 

Now  where  is  this  period,  important  at  any  time 
in  the  smooth  functioning  of  an  industry,  but  es- 
pecially important  when  a country  is  at  war?  A 
committee  representing  the  War  and  Navy  De- 
partments, the  Maritime  Commission,  the  Public 
Health  Service,  the  War  Manpower  Commission, 
the  War  Production  Board,  and  the  Commerce  and 
Labor  Departments  studied  the  problem  and  here 
are  its  findings: 

1.  There  should  be  a weekly  day  of  rest.  The 
Biblical  injunction  of  one  day’s  rest  in  seven  seems 
to  hold  up  after  five  tnousand  years.  The  seven- 
day  work  week  for  individuals  is  injurious  to  health, 
production,  and  morale.  It  slows  down  production 
because  of  the  cumulative  effects  of  fatigue  when 
not  broken  by  rest  and  relaxation.  In  fact,  the 
workers  take  time  off  themselves.  Too  continuous 


work  leads  to  increased  absenteeism.  Only  in 
emergencies,  and  then  for  a limited  time,  should 
workers  or  supervisors  (or  doctors)  forego  their 
weekly  day  of  rest. 

2.  There  should  be  at  least  a thirty-minute  meal 
period  in  midshift.  Those  working  with  toxic  sub- 
stances should  be  given  sufficient  time  to  cleanse 
their  hands  thoroughly  before  eating.  (Physicians 
please  note.)  Also,  there  should  be  adequate  food. 
Coffee  and  doughnuts  for  breakfast  and  a “coke”  for 
lunch  are  not  enough  for  a man  or  woman  doing 
work. 

3.  The  work  day  should  be  eight  hours  long,  and 
the  week  six  full  days.  Less  than  this  makes  for 
inadequate  production.  More  than  this,  in  time, 
results  in  impairing  the  health  and  efficiency  of  the 
workers  and  in  decreasing  the  flow  of  production. 
Extra  hours  add  little  to  output  because  the  quality 
of  work  deteriorates  not  only  during  the  extra 
hours  but  also  during  the  regular  working  hours; 
absenteeism  rises  sharply  and  accidents  and  illness 
increase. 

4.  There  should  be  vacations  completely  away 
from  the  job.  These  vacations  should  be  so  stag- 
gered as  not  to  delay  production  and  the  period 
should  be  so  balanced  as  to  produce  maximum 
benefit  to  the  worker  without  too  high  a cost  in 
productive  hours  lost. 

Those  are  the  recommendations,  Doctor.  How 
do  they  apply  to  your  own  practice  and  habits? — 
Norman  R.  Goldsmith , M.D.,  in  Pittsburgh  Med.  Bull. 


MOTHERS  NOW  ARE  YOUNGER 

According  to  the  Statistical  Bulletin  of  the  Metro- 
politan Life  Insurance  Company,  the  burden  of 
rearing  the  nation’s  children  is  being  borne  by  very 
young  women,  and,  at  the  same  time,  the  proportion 
of  young  women  within  the  reproductive  ages  is 
decreasing.  In  1920  young  women  under  20  years 
of  age  contributed  8.6  per  cent  of  the  total  births  for 
the  year.  This  percentage  increased  gradually  to 
11  per  cent  in  1935  and  1940.  Women  of  ages  20 
to  24  also  contributed  an  increasing  percentage  of 
children  during  the  two  decades  from  1920  to 
1940,  the  figures  mounting  from  28.1  per  cent  at  the 
beginning  of  this  period  to  31.3  per  cent  at  the 
end. 

However,  the  next  age  group,  25  to  29  years,  pre- 
sents a mixed  picture.  The  relative  contribution  to 
total  annual  births  borne  by  women  of  this  age 
group  at  first  fell  from  27.9  per  cent  in  1920  to 


26.1  per  cent  in  1930,  but  subsequently  rose  to 
28.6  per  cent  in  1940.  The  net  result  was  that, 
for  this  age  group,  as  for  those  younger,  the  relative 
contribution  at  the  end  of  the  twenty-year  period 
was  greater  than  at  its  beginning. 

In  the  case  of  women  of  ages  30  to  34,  after  some 
fluctuation,  the  percentage  contribution  to  total 
annual  births  was  smaller  at  the  end  of  the  two 
decades  than  at  its  beginning.  In  1920  women  of 
this  age  group  bore  19  per  cent  of  the  children  for 
the  year,  while  in  1940  the  figure  fell  to  17.7  per 
cent.  A much  more  marked  decrease  is  found 
among  women  of  ages  35  or  more  who  bore  children. 
Whereas  these  women  accounted  for  16.4  per  cent, 
or  practically  one-sixth  of  the  births  in  1920.  by 
1940  the  figure  for  this  age  group  fell  to  11.4  per 
cent,  or  about  one-ninth  of  the  total. — Medical 
Record 


NEW  DEVELOPMENTS  IN  INFANTILE  PARALYSIS 

Don  W.  Gudakunst,  M.D.,  New  York  City 


THE  past  few  years  have  brought  to  us  more 
knowledge  of  poliomyelitis  than  all  the  pre- 
vious generations  in  which  this  disease  has  been 
known  to  man.  The  common  concept  of  polio- 
myelitis was  that  it  was  a virus  disease,  capable 
of  using  the  olfactory  nerve  as  its  portal  of  entry 
to  the  human  central  nervous  system,  and  that 
it  produced  death  of  anterior  horn  cells  of  the 
cord  with  resultant  paralysis.  These  were  true 
observations,  as  far  as  they  went,  but  they  were 
also  dangerous  half-truths,  for  they  failed  to  take 
into  consideration  other  important  factors. 
There  was  little  appreciation  of  the  extensive 
pathologic  changes  and  consequently  but  a poor 
understanding  of  the  complete  symptomatology. 

The  virus  is  an  obligatory  neural  parasite. 
While  it  can  retain  its  infectious  and  invasive 
powers  for  extremely  long  periods  of  time  under 
the  most  varied  and  apparently  adverse  circum- 
stances, it  cannot  multiply  save  when  it  draws 
upon  the  substance  of  particular  nerve  cells  for 
its  metabolic  requirements.  Although  it  has 
been  found  in  the  blood  stream,  it  apparently 
cannot  reproduce  there,  and  when  it  is  present  it 
is  there  only  as  an  inactive  agent.  The  so-called 
“general  systemic”  stage  of  the  disease  is  not  due 
to  such  a blood  stream  infection  but  is  dependent 
upon  a much  more  complicated  mechanism  re- 
sulting from  central  and  brain  nerve  cell  in- 
vasion. 

The  normal  and  usual  method  of  travel  of  the 
virus  throughout  the  body  is  reported  to  be  by 
the  pathways  provided  by  the  nerves.  This  is  a 
neuro-  or  neuronotrophic  virus.  It  leaves  no 
demonstrable  histologic  change  as  it  travels  over 
or  through  the  nerve  fibers,  yet  its  spread  by 
way  of  neurons  is  dependent  on  healthy  normal 
fibers  and  nerve  cells.  For  example,  it  cannot 
progress  in  nerve  tissue  that  has  not  fully  re- 
generated after  traumatic  changes.  The  rate  of 
the  progression  of  the  virus  in  peripheral  nerves 
to  the  central  nervous  system  has  been  calculated 
by  Howe  and  Bodian1  to  be  at  the  rate  of  2.4 
mm.  per  hour  in  the  experimental  animal.  Such 
travel  occurred  in  both  the  motor  and  the  sen- 
sory fibers. 

With  travel  of  the  virus  within  the  body  being 
along  nerve  fibers,  the  portal  of  entry  becomes 
comparatively  important  in  determining  which 

Road  by  invitation  at  the  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  May  6,  1943,  by 
John  L.  Lavan,  M.D.,  Dr.  P.H.,  Director  of  Research,  The 
National  Foundation  for  Infantile  Paralysis,  Inc. 

Medical  Director,  the  National  Foundation  for  Infantile 
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portion  of  the  central  nervous  system  will  be  first 
invaded  and  consequently  what  train  of  symp- 
toms are  to  develop.  While  the  olfactory  route 
is  possible  and  while  the  olfactory  pathway  and 
the  olfactory  bulb  are  quite  susceptible  to  virus 
invasion,  the  laboratory  evidence  fails  to  show 
that  this  is  a common  route  in  man.  In  the 
complete  and  careful  examination  of  human 
autopsy  material,  Kessel2  and  his  associates 
found  but  one  olfactory  bulb  involved  in  11  cases. 
Similarly,  other  workers — Sabin  and  Ward," 
Howe  and  Bodian,1  Swan,4  and  others5 — have 
repeatedly  presented  findings  that  emphasize 
the  fact  that  invasion  by  the  olfactory  pathway 
is  a rare  occurrence  in  human  beings.  Yet  it 
has  been  only  a few  short  years  since  the  attention 
of  much  of  the  medical  profession  was  focused  on 
attempts  to  prevent  poliomyelitis  by  blocking 
this  single  portal  of  entrance. 

In  the  experimental  animal,  clinical  disease 
can  be  produced  by  many  portals.  Although 
direct  inoculation  into  the  brain  substances  is  a 
commonly  used  method,  this  is  by  no  means  the 
only  portal.  This  method  has  been  used  because 
of  the  relative  resistance  of  the  experimental 
animals  and  because  of  the  lack  of  sufficient  con- 
centration and  purification  of  virus  from  the  test 
material.  In  the  relatively  more  susceptible 
animal  the  gastrointestinal  tract  offers  a certain 
method  of  infection,  as  do  the  intracutaneous 
and  subcutaneous  routes.  Direct  inoculation 
into  peripheral  nerves  produces  central  infec- 
tions. Faber  and  Silverberg6  have  reported  in- 
fection in  monkeys  by  inhalation.  The  nasal 
and  peritoneal  routes  are  commonly  utilized. 
Any  method  that  allows  the  virus  to  come  in 
contact  with  nerve  tissue  offers  a suitable  means 
of  infection  in  the  susceptible  animal.  There  is 
no  reason  to  think  that  this  does  not  hold  true 
in  man,  with  a vast  amount  of  evidence  pointing 
to  the  fact  that  the  gut  is  the  common  gateway. 

Former  teachings  were  to  the  effect  that  the 
virus  was  eliminated  from  the  nasal  pharynx  and 
upper  respiratory  passages.  This,  too,  is  only  a 
small  part  of  the  story.  Repeated  observations 
on  the  part  of  many  workers  fail  to  show  the  virus 
in  the  nasal  pharyngeal  secretions  or  washings, 
except  on  rare  occasions  and  then  only  during 
the  early  course  of  the  disease.  There  is  no  de- 
monstrable centrifugal  spread  of  the  virus  from 
the  central  nervous  system  to  the  nasal  and  ol- 
factory passages.  Kling,  Pettersson,  and  V\  cru- 
sted t 7 in  1912  reported  the  recovery  of  virus  from 
human  stools,  but  it  remained  for  Trask  and 
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Paul8  and  later  workers  to  show  that  this  is  not 
merely  an  occasional  occurrence  but  that  it  is 
regular.  Virus  can  be  demonstrated  with  pres- 
ent-day methods  in  the  stools  of  all  patients  and 
frequently  in  the  stools  of  many  contacts.  That 
such  elimination  is  not  a transient  phenomenon 
but  occurs  over  periods  of  weeks  and  months  has 
been  shown  by  Piszczek9,10  and  Zichis.9 

These  are  findings  that  depend  to  a large  ex- 
tent on  the  more  recently  developed  and  more 
nearly  exact  methods  of  detection  and  study  of 
the  poliomyelitis  virus.  Appreciation  of  them 
gives  a much  better  basis  for  understanding  in- 
fantile paralysis  and  has  a direct  bearing  on  the 
management  of  the  case,  but  the  methods  of 
examining  pathologic  material  from  both  human 
and  experimental  sources  have  not  changed 
greatly  during  the  past  few  decades.  The  im- 
pression is  common  with  many  clinicians  that 
this  disease  is  one  which  primarily,  if  not  almost 
exclusively,  affects  the  anterior  horn  cells  of  the 
spinal  cord,  producing  its  symptoms  by  death  of 
these  cells  or  by  damage  from  edema  and  hemor- 
rhage into  the  adjacent  cord.  Undoubtedly  the 
very  name  of  “acute  anterior  poliomyelitis”  given 
to  this  form  of  paralyzing  infection  has  tended 
to  further  these  misconceptions  of  a sharply 
limited  pathology.  Careful  studies  of  many 
hundreds  of  animals  infected  by  routes  other 
than  direct  intracerebral  inoculation  show  that 
the  cord  may  or  may  not  be  involved,  while  the 
brain  always  is.  A similar  condition  has  been 
found  in  a few  human  patients  who  died  of  in- 
tercurrent causes,  either  in  a mild  infection  or 
before  there  had  been  time  for  extensive  spread. 
The  anterior  gray  part  may  or  may  not  be  in- 
volved when  lesions  are  present  in  the  cord.  The 
posterior  columns,  the  pyramidal  tracts,  the 
lateral  and  the  intermediate  zone  or  internuncial 
cells,  the  intervertebral  ganglia11  or  dorsal  roots 
all  may  commonly  show  unmistakable  signs  of 
virus  invasion  and  damage  with  no  correlation 
between  the  severity  or  extent  of  lesions  in 
these  areas  and  those  in  the  anterior  horn  cells. 

In  all  diagnosable  cases  of  poliomyelitis,  with 
the  possible  exception  of  early  nonparalytic  types 
with  complete,  spontaneous  arrest  of  symptoms, 
there  is  an  encephalitis  with  involvement  of 
parts  of  the  motor  cortex.  There  is  commonly 
an  accompanying  meningitis  which  is  usually  of 
a mild  nature  and  is  probably  secondary  to  the 
deeper  involvement.  This  pathology  may  or 
may  not  be  accompanied  by  clinical  symptoms 
and  there  may  or  may  not  be  further  pathologic 
changes  in  the  cord.  The  medulla,  midbrain, 
and  thalamus  are  routinely  involved  in  both  the 
experimental  animal  infected  by  the  gastro- 
intestinal or  pharyngeal  routes  and  in  man  as 
evidenced  by  the  study  of  pathologic  changes1 


and  by  recovery  of  the  virus.3  These  may  be 
the  only  areas  that  show  such  changes. 

The  interpretation  of  clinical  symptoms  on 
the  basis  of  pathologic  findings  is  not  easy. 
Examination  of  autopsy  material  commonly  re- 
veals extensive  pathology  totally  unsuspected 
and  unpredicted  by  clinical  symptoms  alone. 
And,  likewise,  the  clinical  manifestations  at  times 
are  apparently  out  of  all  proportion  to  the 
severity  of  the  manifest  lesions  present  in  the 
anterior  horn  cells  of  the  corresponding  cord- 
segment.  The  picture  is  indeed  a complicated 
one.  With  extensive  involvement  of  both 
sensory  and  motor  cells  over  large  areas  of  the 
central  nervous  system,  and  with  the  changes 
varying  from  slight  reversible  reactions  to  com- 
plete destruction  of  many  cells,  it  is  to  be  expected 
that  there  would  not  be  a single  clinical  picture. 
It  is  certain  that  the  simple  concept  of  paralysis 
as  the  sole  or  main  symptom  is  no  longer  reason- 
able. That  paralysis  can  and  does  occur  is  cer- 
tain, but  it  is  equally  certain  that  it  is  but  an 
inconstant  part  of  a complicated  train  of  symp- 
toms. With  such  massive  and  extensive  in- 
volvement, it  is  apparent  that  pain,  hyper- 
irritability, and  increased  muscle  reaction  to 
stretch  reflex  (sometimes  referred  to  as  “spasm”) 
and  incoordination  of  muscle  action  all  could  be 
expected.  It  is  also  apparent  that  inability  to 
perform  voluntary  motion  of  a muscle  could  be 
due  to  many  neural  mechanisms  other  than 
death  of  anterior  horn  cells.  Disturbances  at 
many  levels  in  physical  continuity  and  function 
of  motor  pathways  with  changes  in  nuclei  and  in 
communicating  and  connecting  tracts  of  the  cen- 
tral nervous  system  could  well  cause  a pseudo-  or 
temporary  paralysis  without  significant  damage 
in  the  corresponding  anterior  horn  cells.  It  is 
not  necessary  to  hypothecate  ephemeral  changes 
in  anterior  horn  cells  when  demonstrable  lesions 
occur  at  other  key  points  of  the  neuromuscular 
system. 

With  these  thoughts  in  mind,  it  is  apparent 
that  the  medical  profession  was  more  than  ready 
for  some  change  in  the  system  of  therapy,  therapy 
aimed  at  securing  “rest”  of  damaged  anterior 
horn  cells  through  lessening  of  motion  of  the  ex- 
tremity and  at  providing  protection  of  a weak- 
ened muscle  from  the  pull  of  a strong,  unaffected 
opposing  muscle,  with  the  hope  of  preventing 
future  contractures  and  fibrotic  changes. 

There  is  no  real  evidence  that  either  of  these 
objectives  was  accomplished  in  the  majority  of 
cases.  Certainly  there  is  no  physiologic  evi- 
dence that  muscular  rest  alters  the  rate  of  de- 
generation of  infected  or  damaged  anterior  horn 
cells,  nor  is  there  satisfactory  evidence  that  pro- 
tracted immobilization  prevents  contractures  and 
deformities. 
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In  1940,  Elizabeth  Kenny,  an  Australian 
nurse,  came  to  this  country  and  found  an  oppor- 
tunity to  demonstrate  her  methods  and  form  of 
treatment  at  the  University  of  Minnesota  in 
Minneapolis.  Funds  were  made  available  to 
that  university  by  the  National  Foundation  for 
Infantile  Paralysis  for  the  purpose  of  studying 
and  evaluating  her  claims  and  contentions.  A 
series  of  controlled  cases  was  planned,  the  work 
being  under  the  supervision  of  orthopaedic  sur- 
geons and  physicians  in  physical  medicine. 
Cases  were  admitted  for  trial.  Publicity  was 
carefully  avoided  at  that  university  but  the  con- 
trolled experiment  was  not  possible,  for  with  the 
treatment  of  the  first  few  cases  the  parents  and 
the  physicians  of  the  community  demanded  the 
Kenny  method.  The  results  of  her  methods  were 
spectacularly  different.  It  is  to  be  emphasized 
that  until  the  present  time  all  evaluation  of  these 
results  has  been  based  on  only  clinical  im- 
pressions. Alternate  cases  for  control  purposes 
could  not  and  probably  can  never  be  arranged. 
The  value  of  the  clinical  impressions  was  fortified 
in  so  far  as  possible  by  obtaining  the  opinions  of 
recognized  and  outstanding  authorities  in  medi- 
cal practice.  Other  studies,  based  on  more 
exact  physiologic  evaluation  of  clinical  changes, 
are  currently  being  conducted.  These  studies 
must  of  necessity  be  both  tedious  and  time- 
consuming.  In  most  instances  findings  are  as 
yet  too  fragmentary  to  be  reported. 

At  about  the  end  of  the  first  year  of  study  the 
National  Foundation  received  a report  from  the 
University  of  Minnesota.  This  report,  with 
some  modifications  and  deletions,  was  carried  in 
the  Journal  of  the  American  Medical  Association 
in  June,  1941.  Additional  cases  were  admitted 
to  the  University  Hospital  and  the  Minneapolis 
General  Hospital.  Further  observations  were 
made.  In  December,  1941,  a second  report  was 
rendered  by  the  University  to  the  National 
Foundation,  in  which  it  was  stated  in  substance 
that  the  treatment  did  relieve  the  patient  of  pain, 
that  there  was  apparently  less  stiffness,  and  that 
there  was  no  evidence  of  contractures  in  the 
cases  treated  by  Sister  Kenny,  up  to  that  date. 
This  report  was  most  carefully  considered  by  the 
National  Foundation  officials  and  advisory  com- 
mittee members.  As  a result,  it  was  recom- 
mended that  instruction  in  the  method  of  treat- 
ment and  the  concept  upon  which  it  was  based 
be  made  available  to  the  medical  and  public 
health  authorities  of  this  country  for  their  use,  if 
they  so  desired.  No  other  claims  were  made  by 
the  National  Foundation  with  respect  to  this 
treatment. 

Kenny  has  developed  a method  of  treatment 
based  on  a concept  of  poliomyelitis  that  differs 
from  the  former  one  of  flaccid  paralysis  as  the 


predominant  symptom.  No  attempt  has  been 
made  to  pass  on  the  merits  of  her  ideas;  they 
are  presented  for  clarification  only.  To  her, 
•'spasm”  or  increase  in  tonus  and  irritability  of 
voluntary  muscle  is  the  prominent  and  impor- 
tant symptom.  This  does  not  preclude  the 
possibility  of  true  paralysis  occurring  as  a result 
of  massive  destruction  of  anterior  horn  cells, 
but,  according  to  her  observations,  this  is  a com- 
paratively rare  event,  being  present  in  not  over 
10  to  15  per  cent  of  the  patients  admitted  to  any 
hospital  for  early  medical  care.  In  the  usual 
case  the  spasm  is  directly  or  indirectly  responsible 
for  most  of  the  symptoms.  The  early  pain  and 
the  later  tenderness  on  pressure  and  action,  as 
well  as  still  later  contractures,  are  due  to  this 
spasm.  Furthermore,  the  inability  of  a certain 
muscle  to  contract  and  to  produce  useful  motion 
may  be  due  to  the  pull  of  the  opposing  muscle  or 
muscle  groups  acting  as  a simple  brake,  or  be- 
cause the  muscle  is  pulled  out  of  its  normal  rest- 
ing stage  into  an  extended  position  from  which 
it  is  not  capable  of  producing  a contraction. 
Much  that  has  been  called  paralysis  and  was 
thought  to  be  due  to  anterior  horn-cell  damage 
is,  according  to  Kenny,  not  flaccid  paralysis  but 
spasm  in  the  opposing  muscle,  due,  probably,  to 
lesions  at  some  level  higher  than  the  anterior 
horn  cells,  or  due  to  other  changes  in  the  neuro- 
muscular structure  and  function. 

The  treatment  which  Kenny  has  advanced  for 
these  conditions  is  aimed  first  at  overcoming  pain 
and  spasm  and  second  at  providing  early  muscle 
training  to  re-establish  muscle  function  and  motor 
pathways.  Both  these  objectives  involve  tech- 
nics that  have  tended  to  set  this  special  treat- 
ment aside  as  a "method.”  Actually,  there  is 
little  that  is  new  or  different  in  the  modalities 
employed.  The  method  of  application,  the 
time  of  application,  and  particularly  their  pur- 
poses are  different. 

The  application  of  heat  by  use  of  compresses  at 
unusually^  high  temperatures  does  quickly  relieve 
the  common  symptom  of  pain  found  early  in 
many  severe  poliomyelitis  infections.  Evidences 
of  disturbance  of  circulation  rapidly  disappear, 
as  do  changes  in.  temperature  of  the  involved 
parts.  There  are  beneficent  effects  in  addition 
to  the  primary  purpose  of  providing  relaxation 
of  spasm  by  reflex  action. 

As  soon  as  the  pain  and  tenderness  subside 
and  as  soon  as  motion  can  be  performed  without 
discomfort,  the  affected  parts  are  moved  through 
their  utilizable  arc  of  motion.  Without  attempt- 
ing to  give  the  details  of  the  work  in  physical 
therapy  carried  out  by  Kenny,  suffice  it  to  say 
that  the  aim  is  not  that  of  restoring  strength  but 
rather  of  securing  a rhythmic  and  coordinated 
action  of  all  muscles  concerned  with  any  motion. 
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Weakened,  “incoordinated,”  or  “alienated” 
muscles  (to  use  her  term)  are  stimulated  and 
directed  by  individual  attention  to  resume  their 
correct  function,  normal  in  point  of  time  and 
direction  of  action.  Other  muscles  not  involved 
or  involved  to  a lesser  degree  are  discouraged 
from  assuming  any  abnormal  action  as  the  result 
of  the  patient’s  willful  or  unconscious  effort  to 
effect  a desired  motion. 

As  a result  of  the  combination  of  heat,  regu- 
lated exercise,  the  direction  of  motor  impulses, 
and  the  absences  of  long  periods  of  immobilization, 
patients  under  the  Kenny  form  of  treatment  show 
many  desirable  benefits.  Today  there  is  much 
that  is  not  fully  understood  about  this  or  other 
methods  of  treatment.  There  is  much  yet  to  be 
found  out.  There  is  much  that  must  be  done  to 
lessen  the  time  and  the  amount  of  work  now  re- 
quired to  apply  successfully  the  Kenny  method 
to  any  large  group  of  patients. 

Alternate  case  studies  have  not  been  possible, 
but  those  who  know  her  work  best  want  to  see 
its  benefits  extended.  While  there  is  today  a 
lack  of  scientifically  controlled  evidence  both 
with  respect  to  clinical  cases  and  as  collected  in 


the  laboratory,  there  are  few  who  will  deny  that 
Elizabeth  Kenny  has  made  a great  contribution 
to  the  control  of  the  end  results  of  poliomyelitis. 
There  has  been  interjected  for  both  patient  and 
physician  alike  a new  hope  for  lessening  the 
crippling  aftereffects;  there  has  been  provided  a 
new  stimulus  to  those,  who  work  in  research.  A 
new  line  of  study  has  been  emphasized  as  im- 
portant. 
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CONTINUOUS  CAUDAL  ANESTHESIA  HAS  WAR  USE 


The  new  safe  method  of  making  childbirth  pain- 
less and  comfortable,  called  continuous  caudal 
anesthesia,  may  prove  a great  boon  to  the  war 
wounded,  it  appears  from  a report  by  Dr.  James  L. 
South  worth,  Dr.  Waldo  B.  Edwards,  and  Dr. 
Robert  A.  Hingson,  of  the  U.S.  Public  Health 
Service. 

The  new  anesthesia  has  now  been  used  in  255  cases 
in  general  surgery  with  only  three  failures,  the 
doctors  report.  The  cases  included  operations  for 
femoral  and  inguinal  hernia;  cesarean  delivery  of  a 
baby;  setting  of  broken  bones,  other  orthopaedic 
operations,  and  amputations  of  legs  and  feet;  and 
surgical  treatment  of  varicose  veins.  It  also  shows 
promise  as  a method  of  treating  thrombophlebitis 
in  the  legs. 

‘It  would  seem,”  the  doctors  state,  “that  this 
method  is  adaptable  for  use  in  the  treatment  of 
casualties  both  in  civilian  and  military  practice 
where  it  would  be  desirable  to  have  a safe,  prolonged 
analgesia  during  the  transportation  and  the  physical 


and  roentgenologic  examinations  of  the  injured.” 
One  anesthetist  with  several  trained  corpsmen  or 
medical  attendants  could  handle  a large  number  of 
patients  at  one  time,  they  point  out.  It  might  be 
possible  to  give  this  anesthetic  to  some  of  the  war 
wounded  on  the  field  and  transport  them  painlessly 
to  a base  for  treatment,  thus  perhaps  reducing  the 
instances  of  shock.  The  method  might  also  be 
valuable  in  preventing  the  delayed  shock  condition 
usually  referred  to  as  “crush  syndrome.” 

The  new  anesthetic  method  consists  of  con- 
tinuous injection  near  the  base  of  the  spine  of  a 
pain-killing  chemical,  metycaine.  The  drug  tem- 
porarily blocks  the  nerve  pathways  for  pain  below 
the  level  of  the  umbilicus  but  does  not  cause  un- 
consciousness. Its  chief  disadvantage  for  surgical 
operations  is  the  time  consumed — thirty  to  forty 
minutes — to  give  the  anesthetic  and  allow  it  to  be- 
come complete.  A skilled  anesthetist,  however,  can 
have  the  patient  ready  for  certain  types  of  opera- 
tions in  ten  minutes. — Science  News  Letter 


TUBERCULOSIS  AND  THE  POOR 
We  must  keep  well  in  mind  that  tuberculosis  is  a 
poor  man’s  disease.  It  kills  seven  times  as  many 
per  hundred  thousand  among  unskilled  workers  as 
among  the  higher  paid  individuals.  It  strikes 
those  least  prepared  to  take  the  blow.  That  fact 
in  itself  is  sufficient  to  make  it  imperative  that  the 
cost  come  out  of  sources  other  than  the  victims’ 
meager  income. 


If  we  are  going  to  finance  the  war  (against 
tuberculosis)  out  of  the  pockets  of  those  found 
to  be  suffering  from  the  disease,  we  may  as  well 
hoist  the  white  flag.  The  war  cannot  be  won  that 
way.  The  public  health  is  the  public  trust  and 
responsibility  and  doubly  so  when  the  danger 
comes  from  a communicable  disease. — Matthew 
Woll,  in  Penna.’s  Health 


VAGINAL  ANTISEPSIS  DURING  LABOR* 

Harry  W.  Mayes,  A.  M.,  M.D.,  F.A.C.S.,  Brooklyn 


AT  THE  present  time  great  differences  of 
opinion  exist  among  obstetricians  as  to  the 
value  of  using  any  antiseptic  solution  in  the  birth 
canal  during  labor  and  at  the  time  of  delivery. 
This  report  was  undertaken  in  order  to  determine 
the  opinions  of  obstetricians  and  to  present  a 
summary  of  the  findings  from  a group  of  hos- 
pitals so  that  a clearer  picture  may  be  given  of 
the  current  status  and  degree  of  acceptance 
which  this  procedure  has  achieved. 

Survey  of  Diplomates  of  the  American 
Board 

A survey  of  Diplomates  of  the  American 
Board  of  Obstetrics  and  Gynecology  is  shown  in 
Table  1.  Of  the  848  men  who  replied,  517,  or 
60.9  per  cent,  reported  that  they  use  vaginal  in- 
stillations during  labor.  Of  this  60.9  per  cent, 
248  (29.2  per  cent)  of  the  entire  group  used  them 
routinely  and  269  (31.7  per  cent)  occasionally. 
Thirty-six  physicians  did  not  report  on  the  use 
of  the  procedure  in  labor  since  they  practice  only 
gynecology.  Two  hundred  and  ninety-six  (34.9 
per  cent)  used  the  technic  routinely  before  doing 
a cesarean  section,  29  (3.4  per  cent)  used  it  occa- 
sionally, and  424  (50  per  cent),  not  at  all. 
Ninety-nine  (11.6  per  cent)  did  not  reply. 

Inquiring  further  in  order  to  determine  whether 
and  how  often  vaginal  antiseptics  were  used  be- 
fore gynecologic  operations,  we  found  that  442 
of  the  848  physicians  prepared  the  vagina  before 
doing  a hysterectomy,  342  out  of  602  before 
doing  a dilatation  and  curettage  (this  question 
was  not  included  in  the  first  cards  sent  out),  but 
only  348  of  the  848  prepared  the  vagina  in  treat- 
ing abortions.  The  large  number  of  women  who 
develop  infection  following  abortion  and  mis- 
carriage may  be  accounted  for  in  part  by  the  fact 
that  fewer  than  half  of  their  physicians  use  va- 
ginal antiseptics  in  these  cases. 

The  number  of  maternal  deaths  and  deaths 
from  sepsis  was  not  reported  in  this  survey. 

There  were  305  physicians  who  expressed 
favorable  opinions  regarding  the  use  of  vaginal 
antiseptics  during  labor.  Seven  reported  having 
used  vaginal  instillations  for  from  ten  to  fifteen 
years.  Many  physicians  stressed  the  careful  use 
of  vaginal  instillations;  others  reported  that  the 
technic  was  indicated  in  long  labors  and  in  opera- 
tive deliveries. 

* Survey  of  848  Diplomates  of  the  American  Board  of  Ob- 
stetrics and  Gynecology,  and  a study  of  236,295  hospital  de- 
liveries following  its  use. 

Attending  Obstetrician  and  Gynecologist  of  the  Method- 
ist Hospital,  Brooklyn. 


In  evaluating  the  expression  of  opinion  of  the 
Diplomates,  it  seems  only  fair  to  take  into  con- 
sideration the  experience  which  the  individual 
member  has  had  with  the  use  of  vaginal  instilla- 
tions. Those  who  use  instillations  routinely 
should  be  better  judges  than  those  who  use  them 
only  occasionally  or  not  at  all.  There  were  52 
Diplomates  who  opposed  instillations.  This  is 
6 per  cent  of  those  who  replied  to  the  survey,  and 
since  these  men  state  that  they  have  never  used 
the  technic,  their  opinions  are  based  on  other 
factors.  Thirteen  thought  their  records  were 
good  enough  without  the  protection  offered  by 
the  use  of  vaginal  instillations. 

Concerning  the  antiseptics  used  and  the  num- 
ber of  cases  reported  (Table  2),  180  of  the  517 
obstetricians  who  used  vaginal  instillations  in 
labor  used  mercurochrome  and  reported  121,675 
deliveries;  142  used  merthiolate  and  reported 

44.000  deliveries.  There  wrere  24  different 
solutions  used — some  used  more  than  one  solu- 
tion— and  a total  of  224,575  deliveries.  Mer- 
curochrome was  the  principal  antiseptic  used 
when  vaginal  instillations  were  first  introduced, 
and  although  many  of  the  reports  have  indicated 
a change  to  other  solutions,  it  still  remains  the 
most  popular. 

During  the  last  eighteen  years  at  the  Method- 
ist Hospital  wre  have  been  using  vaginal  instilla- 
tions of  mercurochrome  as  routine  during  labor 
and  at  the  time  of  delivery.  We  have  had 

25.000  vaginal  deliveries  with  but  tw?o  deaths 
from  infection,  and  there  have  been  no  such 
deaths  in  the  last  12,000  vaginal  deliveries. 

We  are  convinced  that  the  instillations  were 
definitely  responsible  for  reducing  our  morbidity 
and  mortality  from  puerperal  infection,  but  there 
are  still  many  physicians  who  are  either  un- 
decided as  to  the  value  of  the  method  or  wrho  are 
definitely  opposed  to  it.  In  order  to  present  a 
larger  series  of  cases  and  to  bring  further  evi- 
dence to  bear  on  the  subject,  I have  contacted 
other  hospitals  w7hose  statistics  are  here  re- 
viewed. 

Hospital  Survey 

Out  of  41  hospitals  reporting,  14  used  instilla- 
tions routinely,  16  occasionally,  and  11  not  at  all. 
Of  the  30  that  employed  the  technic,  18  used 
mercurochrome,  7 used  merthiolate,  and  5 used 
other  solutions.  Of  these  30  hospitals,  'rectal 
examinations  were  made  routinely  in  7,  rental 
and  vaginal  examinations  occasionally  or  w'hen 
indicated  in  14,  and  both  rectal  and  vaginal  in  6. 
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TABLE  1. — Survey  of  Diplomates  of  the  American 
Board  of  Obstetrics  and  Gynecology* 


TABLE  2. — Survey  of  Diplomates  of  the  American 
Board  of  Obstetrics  and  Gynecology 


Use  Vaginal  Instillations 


During  Labor 

Use  routinely  248 

Use  occasionally  269 

Use  no  instillations  295 

Card  left  blank  or  prac-  36 

tice  only  gynecology  

Total  848 


Use  Vaginal  Instillations 
Before  Cesarean  Section 


Use  routinely  296 

Use  occasionally  29 

Use  no  instillations  424 

Card  left  blank  99 

Total  848 


* Total  number  of  Diplomates,  1,403;  total  number  re- 
plying, 848. 


Antiseptics  Used 

Physicians 

Cases  Reported 

Mercurochrome 

180 

121,675 

Merthiolate 

142 

44,000 

Acriflavine  in  glycerin 

44 

25,700 

Zephiran 

22 

3,200 

Metaphen 

19 

10,000 

Mercresin 

16 

17,000 

Other  solutions 

3,000 

Total 

224,575 

Three  did  not  report.  Several  solutions  were 
used  in  the  preparation  of  the  perineum  for  de- 
livery. Of  these,  13  were  mercurochrome,  7 mer- 
thiolate,  4 mercresin,  and  2 lysol. 

There  were  (Table  3)  133,150  deliveries  follow- 
ing the  use  of  mercurochrome  as  a vaginal  anti- 
septic, both  routinely  and  occasionally,  with  a 
death  rate  due  to  sepsis  of  0.33  per  1,000  deliver- 
ies. Following  the  routine  use  of  mercuro- 
chrome, there  were  63,751  deliveries  with  a rate 
of  0.31.  With  mercurochrome  used  only  occa- 
sionally, there  were  69,399  deliveries  with  a rate 
of  0.34  deaths  per  1,000.  If  we  omit  the  records 
from  one  hospital  where  mercurochrome  is  used 
very  infrequently,  there  would  be  only  8 deaths 
from  sepsis  for  51,100  deliveries  where  mercuro- 
chrome was  used  occasionally.  Three  of  these 
followed  cesarean  sections. 

Following  the  use  of  other  antiseptics,  there 
wfas  a total  of  103,145  deliveries  with  a death  rate 
from  s°psis  of  0.46.  In  72,900  of  these  deliveries, 
the  instillations  were  used  as  routine  wTith  a rate 
of  0.50,  and  in  30,245  they  were  used  occasion- 
ally with  a rate  of  0.36.  Thirty-four  of  the  37 
deaths  in  hospitals  using  other  antiseptics 
routinely  occurred  in  twro  hospitals.  Omitting 
their  statistics,  there  were  23,794  deliveries  fol- 
lowing the  routine  use  of  an  antiseptic  other  than 
mercurochrome  with  but  3 deaths  from  sepsis. 

Among  the  11  hospitals  which  did  not  use 
vaginal  antiseptics,  5 reported  45,457  deliveries 
with  48  deaths  from  puerperal  infection,  a little 
over  one  septic  death  for  each  1,000  deliveries. 


In  the  30  hospitals  using  instillations  either 
routinely  or  occasionally,  the  death  rate  for 
cesareans  where  instillations  were  used  w'as  4.6 
per  1,000.  In  the  11  hospitals  not  using  in- 
stillations it  w as  12  per  1,000.  There  w'ere  2,475 
cesarean  sections  following  the  mercurochrome 
technic  wTith  only  8 deaths  from  infection,  a rate 
of  3.2  per  1,000. 

Reports  from  abortions  are  not  so  encouraging. 
This  is  probably  due  to  the  fact  that  though  pa- 
tients are  instilled  for  labor,  similar  precaution 
against  infection  is  omitted  for  abortions.  In 
the  30  hospitals  that  use  instillations  for  labor, 
there  were  11,566  cases  of  abortion  in  which 
vaginal  antiseptics  may  or  may  not  have  been 
used.  A percentage  of  76.3  of  the  deaths  were 
due  to  infection,  a rate  of  6.6  per  1,000  cases. 
In  the  hospitals  that  do  not  use  vaginal  anti- 
septics for  labor,  there  wrere  6,787  abortions  in 
which  instillations  were  not  used,  with  86  per 
cent  of  the  deaths  due  to  sepsis,  a rate  of  7.9  per 
1,000.  We  have  had  690  abortions  at  the 
Methodist  Hospital  without  a death  fiom  sepsis. 
The  patients  are  instilled  as  though  they  were 
in  labor. 

The  increased  interest  and  improvement  in 
technic  in  the  use  of  vaginal  antiseptics  is  showrn 
by  the  fact  that  in  these  30  hospitals  during  the 
last  three  years  (1939,  1940,  1941)  there  have 
been  95,890  deliveries  with  vaginal  antiseptics 
used  routinely  or  occasionally  and  only  12  deaths 
resulting  from  puerperal  infection.  In  52,746 
deliveries  mercurochrome  was  used,  with  5 


TABLE  3. — Hospital  Survey 


Mercurochrome: 

Routine 

Occasional 

Total 

Other  antiseptics: 
Routine 
Occasional 
Total 

Total  using  anti- 
septics 

No  antiseptics 

New  York  City 
(1940) 

U.S.A.  (1940) 


-Deliveries 

Maternal  Deaths 
Sepsis 


Cases 

Total 

No. 

Rate 

63,751 

147 

20 

0.31 

69,399 

133 

24 

0.34 

133,150 

280 

44 

0.33 

72,900 

250 

37 

0.50 

30,245 

76 

11 

0.36 

103,145 

326 

48 

0.46 

236,295 

606 

92 

0.38 

67,167 

195 

52 

0.77 

114,117 

98 

0.86 

2,360,399 

2,292 

0.90 

. Cesarean  Sections 

Maternal  Deaths 
Sepsis 


Cases 

Total 

No. 

Rate 

2,475 

52 

8 

3.2 

2,140 

47 

13 

6.1 

4,615 

99 

21 

4.5 

2,437 

43 

11 

4.5 

466 

11 

3 

6.4 

2,903 

54 

14 

4.8 

7,518 

153 

35 

4.6 

1,580 

38 

19 

12.0 

Abortions 

Maternal  Deaths 
Sepsis 


Cases 

Total 

No. 

Rate 

3,655 

35 

26 

7.1 

3,959 

26 

21 

5 . 5 

7,614 

61 

47 

6.1 

3,287 

37 

29 

8.8 

665 

3 

1 

1.5 

3,952 

40 

30 

7 . 5 

11,566 

101 

77 

6.6 

6,787 

66 

54 

7.9 
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deaths  from  sepsis;  in  43,144  deliveries  where 
other  solutions  were  used,  7 deaths  occurred. 
During  the  same  period,  there  were  13,424  cases 
in  which  no  instillations  were  used,  wdth  6 deaths 
from  sepsis. 

Conclusions 

The  prophylactic  use  of  a vaginal  antiseptic 
during  labor  and  at  the  time  of  delivery  is  no 
longer  in  the  experimental  stage.  This  is  in- 
dicated by  the  fact  that  517  out  of  848  Diplo- 


mates  of  the  American  Board  of  Obstetrics  and 
Gynecology  use  vaginal  antiseptics  during  labor, 
and  that  during  the  last  three  years  (1939,  1940, 
1941)  95,890  patients  covered  in  a hospital  survey 
have  been  delivered  following  the  use  of  vaginal 
antiseptics  with  only  12  deaths  from  sepsis.  Of 
these  deliveries,  the  mercurochrome  technic  was 
used  in  52,746,  either  routinely  or  occasionally, 
with  but  5 deaths  from  infection. 

494  First  Street 
Brooklyn,  New  York 


ALLERGIC  TUBERCULOSIS  IMMUNITY 

Widely  accepted  views  as  to  the  relationship 
between  allergy  and  immunity  in  tuberculosis  are 
challenged  by  Woodruff  and  Kelly  of  the  Detroit 
Tuberculosis  Sanatorium.  In  a recent  summary 
Rich  concluded  that  allergy  is  not  a necessary 
accompaniment  of  an  effective  immunity  in  any 
infectious  disease.  This  conclusion  was  based 
largely  on  experiments  which  indicated  that 
allergic  guinea  pigs  that  are  given  desensitizing 
doses  of  tuberculin  are  able  to  withstand  subsequent 
infection  wfith  highly  virulent  strains  of  tubercle 
bacilli  as  well  as  control  guinea  pigs  left  in  their 
original  hypersensitive  state.  This  result  is  of 
practical  clinical  interest,  since  it  suggests  that 
tuberculin  therapy  is  without  deleterious  effects. 

Subsequently,  Willis  questioned  the  experimental 
basis  for  this  conclusion,  since  he  found  that  there 
was  but  slight  difference  between  allergic  and  de- 
sensitized guinea  pigs  if  they  were  given  massive 
test  doses  of  highly  virulent  tubercle  bacilli  but 
that  the  results  were  quite  different  with  smaller  or 
less  virulent  doses.  With  doses  that  allow  the 
injected  animals  to  remain  alive  for  at  least  six 
months,  a 100  per  cent  mortality  of  the  tuberculin- 
desensitized  animals  took  place  long  before  all  non- 
desensitized  controls  had  died.  Moreover,  in  the 
desensitized  animals  the  lungs  were  almost  com- 
pletely hepatized  by  tuberculous  pneumonia,  with 
little  or  no  involvement  of  the  liver  or  the  spleen. 
In  the  allergic  controls  the  pulmonary  involvement 
was  minimal,  the  spleen  being  the  organ  showing 
the  maximum  predilection  to  the  disease.  Lack  of 


acquired  allergy  was  apparently  responsible  for  the 
free  and  unrestrained  growth  of  tubercle  bacilli  in 
the  desensitized  lungs. 

During  the  past  three  years  218  normal  guinea 
pigs  have  been  infected  subcutaneously  with  fatal 
doses  of  virulent  human  tubercle  bacilli  in  the 
Detroit  Laboratory  and  tested  quantitatively  for 
skin  sensitivity  throughout  the  course  of  the  disease. 
In  all  cases  the  acquired  skin  sensitivity  increased 
to  a maximum  in  about  four  to  five  weeks.  After 
this  the  animals  could  be  divided  into  two  groups. 
In  one  group  the  skin  sensitivity  decreases  rapidly 
after  the  fifth  week,  the  animals  becoming  de- 
sensitized by  about  the  twelfth  week,  which  spon- 
taneous desensitization  was  invariably  followed  by 
death.  On  necropsy,  extensive  pulmonary  in- 
volvement was  noted,  with  enormous  numbers  of 
tubercle  bacilli  in  the  lungs.  In  the  other  group 
the  acquired  skin  sensitivity  was  not  decreased  but 
increased  slightly  above  the  five-week  level.  These 
durallergic  animals  remained  alive  well  beyond  the 
fourteenth  week  and  on  etherization  showed  but 
few'  acid-fast  bacilli  in  pulmonary  sections  or 
smears. 

From  such  data  Woodruff  and  Kelly  conclude 
that  a quantitative  relationship  between  skin  sen- 
sitivity and  pulmonary  resistance  to  tuberculosis 
exists,  nonallergic  or  spontaneously  desensitized 
pulmonary  tissues  favoring  a profuse  local  prolifera- 
tion of  the  tubercle  bacilli.  Spontaneous  de- 
sensitization is  demonstrated  also  in  human  tuber- 
culous patients — J.A.M.A. 


WHAT  DOES  THE  SURGEON  EXPECT  OF  HIS  HOSPITAL? 


Surely,  the  surgeon  should  be  entitled  to  a hos- 
pital with  more  than  merely  a w^ell-planned  operat- 
ing room,  able  assistants,  a capable  laboratory. 
Dr.  Walter  Alvarez  a fewr  years  ago  delivered  a talk 
on  “The  Pride  of  the  Physician  in  His  Profession.” 
Basically,  there  must  also  be  a pride  of  the  surgeon 
in  his  hospital  if  he  w'ould  be  happy.  A pride  not 
alone  in  its  appearance,  its  equipment,  and  its  bed 
capacity,  but  in  its  moral  standards,  its  position  in 
the  community,  the  capacity  not  of  its  beds  but  of 
its  heart.  And  the  heart  of  the  hospital  is  the 
“humanitarian  spirit  in  which  the  best  care  of  the 
patient  is  always  the  primary  consideration.” 

I should  expect  my  hospital,  then,  to  be  not 


only  a place  of  work  but  a place  to  serve — a place 
to  work  for  the  betterment  of  my  private  patients, 
but  no  less  one  in  w’hich  I have  a wrard  service  wrhere 
I am  free  to  serve  for  the  joy  of  working  and  the 
accrual  of  knowledge.  I w'ould  wish  for  an  opportu- 
nity to  teach  the  interns  and  nurses  some  of  the  - 
truths  as  I have  learned  them  and  would  expect 
their  cooperative  help  in  return.  “Tell  it  not  in 
Gath,”  but,  last,  I would  pray  for  a board  of 
directors  mindful  of  its  duty  to  the  community  and 
appreciative  of  mjr  labors,  wThich  would  uphold  my  j 
arms  and  offer  every  opportunity  wfithin  its  powder 
to  further  the  art  of  surgery. — Paul  S.  Lowenstein , j 
M.D.,  in  Modern  Hospital 


THE  CARE  OF  SOFT  TISSUE  INJURIES 

Forrest  Young,  M.D.,  Rochester,  New  York 


THE  soft  tissues”  is  a term  which  has  by 
common  usage  come  to  mean  all  those 
structures  external  to  the  skeleton  and  the  in- 
ternal organs.  These  tissues,  because  of  their 
superficial  location,  are  injured  more  frequently 
than  any  other.  Many  such  injuries  are  of  such 
minor  character  that  the  patient  attends  to  them 
himself ; some  are  so  serious  that  they  may  per- 
manently destroy  important  functions. 

Since  earliest  times  the  treatment  of  wounds 
and  the  factors  which  influence  their  healing  have 
been  of  primary  interest  to  all  surgeons.  This 
interest  is,  of  course,  increased  during  times  of 
war  when  great  numbers  of  soft  tissue  injuries 
must  be  treated,  at  times  under  rather  adverse 
conditions,  and  it  is  in  such  times  that  improve- 
ment in  the  methods  of  treating  wounds  may  well 
be  expected  to  occur.  However,  in  order  that  we 
may  be  capable  of  critically  judging  new  pro- 
posals and  technics  for  the  treatment  of  wounds, 
it  is  necessary  that  we  have  a thorough  under- 
standing of  the  fundamentals  of  wound  healing. 
There  are  many  factors  of  a general  rather  than  a 
local  nature  which  influence  wound  healing. 
Some  of  these  are  age,  diet,  local  infection,  and 
possibly  hormones.  It  is  well  known  that 
wounds  heal  more  rapidly  in  the  young  than  in 
the  aged.  There  is  evidence  that  avitaminosis 
and  hypoproteinemia  slow  wound  healing.  Dis- 
tant infection  may  at  times  cause  infection  in  a 
wound  that  is  quite  remote.  But  these  general 
factors  are  of  no  practical  importance  in  the 
treatment  of  accidental  wounds  in  healthy 
patients. 

The  mechanism  of  wound  healing  is,  in  es- 
sence, the  same  in  traumatic  wounds  as  it  is  in 
those  made  with  surgical  intent.  In  the  surgical 
wound  the  surgeon  is  able  to  eliminate  or  at 
least  to  minimize  some  of  those  factors  that  are 
unfavorable  to  wound  healing  and  to  decrease  the 
extent  of  bacterial  contamination.  Wound  in- 
fection has  always  been  considered  the  most  im- 
portant factor  in  causing  delay  in  wound  healing, 
but  one  must  remember  that  the  pathologic  proc- 
ess of  repair  and  the  local  response  to  infection 
are  identical  and  are  both  recognized  under  the 
term  “inflammation.”  It  is  well  known  that 
some  infected  wounds  heal  as  rapidly  as  similar 
clean  wounds  do.  After  the  excision  of  a car- 
buncle, the  wound  may  heal  as  rapidly  as  a clean 
wound  of  like  extent  does.  Many  surgeons  have 
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concluded,  from  their  own  observations  that 
simple  surface  infection  does  not  primarily  deter 
wound  healing,  and  it  is  this  observation  that  has 
undoubtedly  caused  a certain  school  of  surgeons 
to  become  antiseptic  nihilists.  However,  it  is 
not  primarily  because  of  the  effect  on  the  local 
wounds  that  infection  is  to  be  feared  but  rather 
because  of  infection  generally.  Anaerobic  infec- 
tion, if  locked  in  a closed  wound,  may  even 
cause  loss  of  life,  and  pyogenic  infection  may 
result  in  widespread  cellulitis  or  septicemia. 

There  are  certain  local  mechanical  factors  more 
or  less  under  the  direct  control  of  the  surgeon 
which  can  in  themselves  delay  wound  healing 
even  in  the  absence  of  infection.  Moreover,  it  is 
known  that  inattention  to  these  various  factors 
predisposes  to  infection,  with  its  effect  on  wound 
healing.  These  adverse  factors  are: 

(1)  Foreign  bodies.  Not  all  foreign  bodies  will 
prevent  wound  healing,  but  large  or  numerous 
foreign  particles  near  the  surface  will  prevent 
healing  until  they  are  either  absorbed  or  cast  off. 

(2)  Devitalized  tissue  acts  as  a foreign  body 
until  it  is  absorbed  or  sequestrated,  and  in  the 
depths  of  a wound  it  is  a nidus  for  infection. 

(3)  Trauma  will  delay  wound  healing.  This 
is  well  illustrated  in  wounds  of  moving  parts 
which  are  not  adequately  sutured  or  splintered. 
Surface  healing  is  often  interfered  with  by  the 
trauma  caused  by  removing  dressings  which  are 
adherent  and  thus  disturbing  regenerating 
epithelium. 

(4)  Dead  space,  even  though  uninfected,  will 
increase  the  volume  of  a wound  and  thus  increase 
the  time  required  for  healing. 

(5)  Tension.  Any  wound  closed  under 
tension  is  predisposed  to  infection  because  of  the 
damage  to  blood  supply  and  the  subsequent 
necrosis  which  may  occur. 

(6)  The  accumulation  of  exudate  under  ten- 
sion after  the  wound  is  closed,  such  as  hem- 
atomas, will  in  the  same  manner  as  closure  under 
tension  delay  wound  healing  by  decrease  in  local 
blood  supply.  The  necrosis  which  may  result 
tends  to  cause  infection.  It  would  seem,  then, 
that  the  problem  of  wound  healing  is  primarily 
a mechanical  one,  for  not  only  does  inattention 
to  these  various  mechanical  factors  delay  healing 
but  if  they  are  not  adequately  provided  for,  in- 
fection is  invited. 

Promptness  of  wound  healing  is  desirable,  be- 
cause not  only  is  the  period  of  illness  and  dis- 
ability decreased  by  a wound  that  heals  promptly 
but  also  a wound  which  heals  by  first  intention 
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produces  much  less  disabling  scar  tissue  than  does 
a wound  that  heals  by  the  slow  process  of  second 
intention.  The  ideal  would  be  to  convert  every 
accidental  soft  tissue  injury  into  a wound  similar 
to  that  made  with  surgical  intent.  This,  of 
course,  is  not  possible  in  all  instances,  but  it 
should  be  the  ideal  to  strive  for,  and  in  many 
instances  what  appears  to  be  a wound  which  must 
be  left  open  to  heal  can  be,  by  careful  surgery 
based  on  the  factors  above,  converted  into  a 
wound  which  will  heal  primarily.  It  cannot  be 
overemphasized  that  this  objective  can  be  at- 
tained only  by  meticulous  attention  to  all  details 
of  mechanical  care  of  the  wound,  for,  if  any  one 
factor  is  not  accounted  for,  disaster  may  occur, 
either  as  a systemic  infection  which  may  en- 
danger life  or  as  a local  infection  which  will 
seriously  prolong  healing. 

The  treatment  of  soft  tissue  injuries  should 
then  be  directed  objectively  toward  the  solution 
of  the  mechanical  problems  just  enumerated. 
Such  treatment  naturally  falls  under  well-defined 
headings  directed  toward  the  prevention  of  these 
unfavorable  factors. 

(1)  Cleansing.  All  soft  tissue  injuries  should 
be  thoroughly  cleansed.  There  is  no  antiseptic 
application  that  takes  the  place  of  thorough 
mechanical  cleansing.  The  wound  should  be 
thoroughly  washed  under  aseptic  conditions. 
The  best  method  of  cleansing  is  to  wash  the 
wound  and  surrounding  skin  thoroughly  with  a 
mild  soap  and  sterile  saline.  A heavy  lather 
should  be  worked  up  and  the  wound  thoroughly 
washed  for  a period  of  at  least  ten  minutes.  The 
lather  can  be  increased  by  the  use  of  half-and- 
half  hydrogen  peroxide,  1 per  cent,  with  soap. 
The  wound  should  not  be  scrubbed  with  a brush 
since  this  increases  the  trauma,  but  soft  gauze 
should  be  used.  The  objective  of  the  soap  and 
saline  scrub  is  to  remove  all  foreign  bodies  as 
well  as  all  torn  off  tissue.  After  the  soap  wash- 
ing, the  wound  should  be  irrigated  thoroughly 
with  a running  stream  of  saline.  Following  this, 
a meticulous  inspection  of  the  wound  for  foreign 
bodies  is  made.  No  antiseptic  is  applied  after 
washing,  for  there  is  no  known  application  which 
does  not  damage,  to  a certain  extent,  the  exposed 
raw  tissue. 

(2)  The  removal  of  devitalized  tissue.  “De- 
bridement’’ is  a word  which  is  glibly  used  but 
rarely  practiced  in  the  true  sense.  Too  often  it 
is  taken  to  mean  a haphazard  excision  of  ragged 
skin  edges  and  a clipping  away  of  obviously  dead 
tissue.  Debridement  is  intended  to  convert  a 
contaminated  wound  into  a surgical  one.  This 
cannot  be  accomplished  in  every  wound  because 
of  the  involvement  of  vital  structures,  but  in 
certain  locations  it  can  be  practiced.  After 
thorough  cleansing,  the  soft  tissue  injury  is 


packed  with  sterile  gauze.  A circumferential 
incision  is  then  made  around  the  wound  and  the 
entire  contaminated  wound  lifted  out  as  a core. 
This  is  done  without  penetrating  into  the  ac- 
cidental wound  cavity  and  the  resulting  wound  is 
one  which  as  nearly  as  possible  approximates  a 
surgically  made  incision. 

(3)  Hemostasis.  Control  of  bleeding  was 
probably  the  first  principle  of  wound  care  prac- 
ticed by  surgeons.  In  wound  care  hemostasis 
is  an  important  factor  in  bringing  about  un- 
interrupted healing.  All  bleeding  points  must 
be  clamped  and  ligated  with  fine  suture  material. 
There  are  some  surgeons  who  believe  that  non- 
absorbable material  can  be  safely  used  in  con- 
taminated wounds,  and  in  certain  instances  we 
accept  this  as  being  practical,  but  if  there  is  any 
doubt  as  to  the  cleanliness  of  the  wound,  then 
catgut  ligature  material  is  favored.  In  either 
instance  a minimum  of  ligatures  should  be  used, 
for  they  themselves  act  as  foreign  bodies.  For 
this  reason  only  the  finest  catgut  is  used,  in  sizes 
three  to  five  zero.  Capillary  ooze  should  be’ 
controlled  before  the  wound  is  closed.  This  can 
be  done  efficiently  by  the  application  of  warm 
packs  held  under  some  pressure  against  the 
wound  surfaces.  Hemostasis  in  all  traumatic 
wounds  should  be  so  complete  that  drains  are 
unnecessary. 

(4)  Closure.  In  these  cla3rs  of  military  sur- 
gery the  closure  of  soft  tissue  injuries  is  a debat- 
able point.  There  is,  I believe,  no  question  that 
if  the  wound  can  be  closed  with  safety,  closing  it 
is  better  practice  than  leaving  it  open  to  granu- 
late. The  word  “safety”  is  used  advisedly  be- 
cause there  are  certain  wounds  in  which  closure 
cannot  be  done  safely  since  to  do  so  would  violate 
the  principles  that  we  have  already  enumerated. 
The  wound  in  which  there  is  such  extensive  in- 
jury that  debridement  cannot  be  satisfactorily 
carried  out,  the  wound  in  which  there  is  such  great 
loss  of  tissue  that  tension  would  occur  if  it  were 
closed,  the  wound  that  is  attended  to  later  than 
six  hours  after  its  inception,  and  the  wound,  per- 
haps, that  is  attended  to  by  a person  without  suf-  j 
ficient  experience  to  have  sound  surgical  judg- 
ment are  safer  left  open.  If,  in  the  judgment  of 
the  surgeon,  the  wound  can  be  closed,  the  closure 
must  not  violate  the  fundamental  mechanical  j 
factors.  The  suturing  of  the  wound  should  be  I 
carried  out  with  fine  interrupted  stitches.  Con-  ' 
tinuous  sutures  introduce  more  foreign  material 
into  the  wound  than  is  necessary  and  all  running 
stitches  tend  to  constrict  the  blood  supply  so 
that  there  is  a moderate  amount  of  tissue  de- 
vitalization. Suture  material  should  be  of  small 
size,  for  it  has  been  amply  demonstrated  that  the  1 
tensile  strength  of  the  sutured  tissues  is  not  so  j 
great  as  the  strength  of  the  larger  sizes  of  catgut  < 
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or  the  heavier  strands  of  nonabsorbable  material. 
Some  soft  tissue  injuries  received  under  clean 
circumstances  and  by  a sharp  cutting  force,  such 
as  that  of  broken  glass,  can  be  safely  sutured  with 
nonabsorbable  interrupted  sutures  of  either  silk 
or  cotton.  More  extensive  wounds  with  con- 
tusion of  edges  and  partial  devitalization  of  sur- 
rounding tissues  received  under  dirty  con- 
ditions are  more  safely  sutured  with  very  fine 
catgut.  In  any  event,  the  closure  of  the  skin 
edges  should  be  carried  out  with  interrupted 
stitches  of  nonabsorbable  material.  In  most 
locations  either  silk  or  cotton  can  be  used  for  this 
purpose,  but  about  the  face,  where  scarring  must 
be  kept  at  a minimum,  horsehair  is  a preferable 
material  because  it  has  so  little  tensile  strength 
that  it  cannot  be  tied  under  tension  and  because 
it  is  impervious  to  moisture  absorption. 

(5)  Immobilization.  Soft  tissue  injuries  of 
any  extent  heal  more  promptly  and  with  less 
discomfort  to  the  patient  if  the  part  is  im- 
mobilized. This  fact  is  not  well  appreciated, 
but  it  is  true  that  immobilization  of  soft-part 
injuries  is  just  as  valuable  as  the  immobilization 
of  wounded  bones.  If  the  injury  is  on  an  ex- 
treme, the  joints  above  and  below  the  injury 
should  be  immobilized  by  plaster  splints.  In  ad- 
dition, the  dressings  should  be  of  the  compression 
type.  This  dressing  consists  of  several  layers  of 
sterile  surgical  gauze  over  which  either  sea 
sponges  or  mechanics  waste  is  applied  in  order 
that  the  dressing  will  be  quite  thick.  A 
gauze  roll  or  elastic  type  of  bandage,  such  as  ace 
bandage  or  stockinette,  is  then  used  to  supply 
moderate  pressure  over  the  part.  Compression 
is  likewise  a principle  that  is  not  well  appreciated 
in  the  treatment  of  soft  part  injuries.  It  aids 
in  fulfilling  many  of  the  criteria  already  men- 
tioned. It  tends  to  prevent  capillary  ooze  and 
hematoma  formation,  and  to  a certain  extent  it 
provides  immobilization.  It  prevents  lymph- 
edema and  the  accumulation  of  exudates  in  the 
wound  and,  if  there  are  partly  avulsed  areas  of  the 
skin  and  subcutaneous  tissues  that  have  ques- 
tionable circulation,  compression  prevents  venous 
accumulation  of  blood  and  subsequent  necrosis. 

(6)  Infrequent  dressings.  If  the  patient  is 
comfortable  and  if  there  are  no  signs  of  infection, 
such  as  mounting  fever,  leukocytosis,  drainage, 
or  odor,  then  the  immobilizing  dressing  should 
be  disturbed  infrequently.  Frequent  change  of 
dressing  traumatizes  the  healing  wound,  disturbs 
immobilization,  and  affords  a renewed  oppor- 
tunity for  the  introduction  of  infection.  The 
healing  period  of  a soft  tissue  wound  is,  roughly, 
two  weeks  and,  unless  there  are  signs  pointing  to 
suppuration  of  the  wound,  there  is  no  need  to 
change  the  dressing  originally  applied  during 
this  period. 


We  shall  now  consider  the  various  types  of  soft 
tissue  injuries  and  briefly  outline  the  treatment 
based  upon  the  surgical  principles  that  we  have 
been  discussing. 

Abrasion. — This  is  the  simplest  of  soft  tissue 
injury.  The  injury  may  be  extensive,  but  it  is 
never  deep.  There  are  always  sufficient  epi- 
thelial remnants  left  to  heal  the  area  completely. 
Treatment  consists  of  thorough  soap-and-water 
cleansing  under  aseptic  conditions.  Particular 
attention  must  be  paid  to  this  step  if  the  abrasion 
has  occurred  where  carbon  particles  might  be 
present.  Such  injuries  are  those  received  by  a 
fireman  around  a furnace  where  there  is  soot,  a 
roofer  working  on  an  asphalt  roof,  or  a mechanic 
working  about  a greasy  machine.  Abrasions 
received  under  such  conditions  are  apt  to  have 
carbon  particles  ground  into  them  and,  if  these 
are  not  entirely  removed,  the  abrasion  when 
healed  will  be  blue  in  color  and  will  resemble  a 
tattoo  mark.  These  are  particularly  disfiguring 
when  they  occur  about  the  face.  At  times  these 
particles  are  ground  so  deepfy  into  the  derma 
that  they  can  be  removed  only  by  actual  shaving 
of  the  deeper  tissues.  Cleansing  is  followed  by 
thorough  irrigation  with  sterile  saline  solution. 
The  wound  is  then  dried  with  sterile  gauze  or 
with  a stream  of  warm  air  from  a dryer  such  as 
those  used  by  hairdressers.  One  thickness  of 
fine  meshed.vaselinized  gauze  is  applied  smoothly 
over  the  abraded  areas  and  a compression  dress- 
ing and  an  immobilizing  splint  are  applied.  If 
this  dressing  is  disturbed  during  the  first  week,  it 
will  be  noted  that  its  removal  causes  bleeding 
due  to  the  tearing  away  of  thin  regenerating 
epithelium.  If  there  are  no  signs  of  infection, 
it  is  best  to  leave  such  a dressing  undisturbed 
for  from  ten  days  to  two  weeks. 

Contusions. — A contusion  is  an  injury  of  the 
soft  parts  by  blunt  force  of  sufficient  severity  to 
injure  the  tissues  deeply  and  yet  not  break  the 
skin.  In  such  injuries  large  hematomas  may 
develop  because  of  rupture  of  veins  in  the  deeper 
tissues.  As  this  pool  of  blood  forms,  tension 
occurs  and  may  proceed  to  such  a point  that  there 
is  diminution  in  blood  supply  of  the  overlying 
skin.  This  may  progress  to  actual  necrosis  with 
loss.  If  the  patient  is  seen  immediately  after  a 
severe  contusion,  hematoma  formation  can  often 
be  prevented  by  the  simple  application  of  an 
efficient  compression  dressing.  If  a large  hem- 
atoma has  already  developed  by  the  time  the 
patient  is  treated,  the  hematoma  should  be 
evacuated,  either  by  aspiration  under  aseptic 
conditions  or  by  actual  incision  and  evacuation 
of  the  clots  and  fluid  blood.  It  goes  without 
saying  that  such  treatment  should  be  carried 
out  in  an  operating  room  where  bleeding  points 
may  be  searched  for  and  ligated.  Usually  it  is 
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not  wise  to  allow  a large  hematoma  to  absorb 
spontaneously.  One  can  never  foretell  whether 
tension  will  progress  to  such  a point  that  necrosis 
will  occur  and  although  many  hematomas  will 
absorb,  there  are  nevertheless  two  embarrassing 
things  which  can  occur  if  this  course  is  followed. 
As  absorption  of  the  hematoma  occurs,  fibrosis 
follows  and,  if  the  hematoma  is  about  muscles 
or  tendons,  this  fibrosis  may  bind  moving  struc- 
tures together  so  that  permanent  disability  occurs. 
On  a number  of  occasions  we  have  seen  a per- 
manent cyst-like  cavity  remain  after  the  spon- 
taneous absorption  of  a hematoma,  and  this  cavity 
permanently  fills  with  serous  fluid.  Once  such  a 
cyst  has  formed  it  can  be  obliterated  only  by 
surgical  destruction  of  its  lining.  In  brief,  the 
entire  problem  in  the  treatment  of  a contusion  is 
to  prevent  subcutaneous  bleeding,  or  if  the  bleed- 
ing has  occurred,  to  evacuate  the  pool  of  clotted 
and  fluid  blood.  Such  treatment  will  prevent 
necrosis  of  tissue  which  occurs  from  tension  and 
will  prevent  any  disability  that  may  follow  the 
fibrosis  of  absorption. 

Burns. — A discussion  of  the  treatment  of 
burns  is  not  within  the  compass  of  this  report,  but 
we  should  like  to  point  out  that  a burn  is  a sur- 
gical wound  that  in  many  respects  is  no  different 
from  other  soft  tissue  injuries.  The  local  treat- 
ment of  the  burned  area  should  be  based  on  the 
same  principles  as  the  treatment  of  other  soft 
tissue  wounds — namely,  thorough  cleansing,  the 
removal  of  devitalized  tissue,  immobilization, 
and  infrequent  change  of  dressing.  The  Allen- 
Koch  treatment  of  burns,  which  is  based  upon 
these  principles  is  ideally  efficient  in  the  treatment 
of  second-degree  burns.  As  yet  there  is,  in  our 
opinion,  no  ideal  treatment  of  extensive  third- 
degree  burns.  In  an  attempt  to  solve  this  prob- 
lem and  to  make  the  treatment  of  third-degree 
burns  more  nearly  conform  to  the  fundamental 
principles  of  wound  treatment,  we  have  com- 
pletely excised  them  at  once  and  skin-grafted 
these  areas  of  excision.  This  method  of  treatment 
is  very  satisfactory  in  third-degree  burns  of  20 
to  30  per  cent  of  the  body  surface,  but,  un- 
fortunately, it  cannot  be  used  with  complete 
safety  in  very  extensive  ones.  But  it  is,  we 
believe,  a step  in  the  right  direction  toward  the  con- 
ception of  the  treatment  of  all  burns  as  surgical 
wounds. 

Lacerations. — A laceration  is  a simple  incised 
and  contaminated  wound  in  which  there  is  no 
tissue  that  is  devitalized  or  damaged.  In  general, 
lacerations  are  wounds  made  by  sharp,  clean 
instruments  through  a skin  which  is  not  dirty 
and  with  relatively  little  injury  to  the  surround- 
ing tissues.  Such  wounds,  after  thorough  cleans- 
ing and  irrigation,  if  seen  within  six  hours  after 
the  accident,  can  be  safely  closed  without  de- 


bridement. In  this  connection  it  is  well  known 
that  such  simple  incised  wounds  about  the  face 
and  head  may  be  safely  treated  by  primary 
closure  after  a much  longer  period  of  time  has 
elapsed  than  is  the  case  when  such  wounds  occur 
in  other  parts  of  the  body.  If  a simple  laceration 
without  devitalization  of  tissue  is  seen  twelve 
hours  or  longer  after  injury,  it  can  be  treated  by 
delayed  primary  closure.  Up  to  the  point  of 
closure  these  wounds  are  treated  in  exactly  the 
same  manner  as  those  seen  within  six  hours;  that 
is,  the  wound  is  thoroughly  washed  with  soap 
and  water,  foreign  bodies  are  searched  for,  and 
the  wound  is  copiously  irrigated  with  normal 
salt  solution.  Following  this,  the  wound  may  be 
either  frosted  with  one  of  the  sulfonamides  and 
loosely  closed,  or  it  may  be  packed  open  with 
moist  saline  gauze  and  protected  with  a dressing 
for  twenty-four  or  forty-eight  hours.  If,  on  the 
removal  of  the  pack,  the  wound  appears  healthy 
and  uninflamed,  it  is  closed  as  though  no  delay 
had  occurred. 

Extensive  Soft  Tissue  Injuries. — It  is  in  this 
type  of  wound  that  most  trouble  is  encountered, 
both  from  systemic  and  local  infections  and  also 
in  healing  with  disability  and  loss  of  function. 
The  wound  is  often  caused  by  both  sharp  and 
blunt  forces,  and  as  a result  there  may  be  loss  of 
tissue,  devitalization  of  the  wound  edges  by  con- 
tusion, and  heavy  contamination.  After  thor- 
ough cleansing  and  removal  of  foreign  bodies, 
debridement  in  the  true  sense — that  is,  “wound 
excision” — is  carried  out.  If  at  all  possible  the 
wound  is  lifted  out  in  mass.  In  these  wounds 
severance  of  vital  structures  makes  ideal  debride- 
ment difficult,  but  all  surfaces  of  the  wound  ex- 
cept for  severed  nerves  and  tendons  and  fractured 
bones  can  be  removed.  If  fractured  bones  extend 
into  the  wound,  torn  off  or  loosened  periosteum 
must  be  sacrificed.  Soiled  cortical  bone  can  be 
removed  with  a chisel,  starting  at  the  clean  end 
of  the  bone  and  working  toward  the  fracture  site. 
Severed  nerves  and  tendons  are  sutured  with  silk. 
It  is  rare  that  these  extensive  wounds  can  be 
closed  without  violating  the  principle  of  closure 
without  tension.  If  cortical  bone  or  tendons 
are  not  exposed,  even  very  extensive  wounds 
can  be  “closed”  by  the  application  of  split-thick- 
ness skin  grafts  so  placed  as  to  cover  the  raw 
surface  entirely.  This  type  of  closure  does  not 
violate  sound  surgical  principles,  for  if  infection 
does  occur,  the  grafts  will  not  take  and  drainage 
is  possible.  If  the  condition  of  the  patient  does 
not  warrant  the  added  time  necessary  to  skin- 
graft  the  wound  or  if  facilities  are  not  available 
for  carrying  out  this  procedure,  then  the  wound 
may  be  frosted  with  sulfanilamide  and  left  open, 
or  it  may  be  packed  with  vaseline  gauze.  In  the 
event  that  any  one  of  these  methods  is  used,  a 
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snug  compression  dressing  should  be  applied 
and  a plaster  encasement  made  to  insure  com- 
plete immobilization.  This  dressing  is  not  dis- 
turbed for  weeks  unless  there  is  an  unexplained 
rise  in  temperature  or  abnormal  pain.  It  is  our 
considered  opinion  that  if  the  circumstances  are 
propitious  and  the  surgeon  experienced,  many 
of  these  wounds  which  are  left  open  to  heal  by 
second  intention  can  be  safely  closed  by  the  im- 
mediate application  of  skin  grafts. 

Partial  and  Complete  Avulsions. — An  avulsion 
differs  from  the  wounds  just  discussed  in  that 
even  though  there  is  wide  loss  of  tissue,  there  is 
often  little  damage  to  deeper  structures  and  little 
devitalization  of  the  wound  surface  and  edges. 
Avulsions  occur  most  commonly  when  the  cloth- 
ing of  a worker  is  caught  in  the  gears  of  a machine 
and  the  skin  and  subcutaneous  tissues  down  to 
the  deep  fascia  are  peeled  off  the  muscle.  In 
some  instances  the  tissues  are  lost  at  the  scene  of 
accident;  in  others,  they  may  still  be  hanging 
by  narrow  pedicles.  If  the  tissues  are  lost,  these 
wounds  can  be  safely  grafted  after  thorough 
cleansing.  Much  tune  is  saved  for  the  patient 
and  prolonged  disability  is  often  prevented  by 
immediate  grafting  rather  than  waiting  for  the 
area  to  granulate  and  form  a scar  base  which  will 
contract.  The  type  of  graft  used  is  the  split- 
thickness graft,  which  can  be  cut  by  hand  or  with 
the  dermatome.  These  grafts  should  be  applied 
so  that  they  entirely  cover  the  wound.  The 
objective  is  to  secure  prompt,  complete  epithelial- 
ization  of  the  wound  and  in  this  way  prevent  or 
minimize  scar  tissue  contracture.  In  this  con- 
nection we  should  note  that  only  grafts  of  skin 
from  the  patient  take  permanently.  Grafts 
from  other  persons,  even  if  the  blood  groups  are 
matched,  do  not  persist.  They  may  in  many 
instances  take  beautifully  at  first,  but  they  are 
always  lost  in  three  to  five  weeks. 

The  more  common  type  of  avulsions  is  one  in 
which  the  tissues  are  widely  torn  away  but  still 
left  attached  by  a pedicle.  In  these  cases,  if  the 
flap  of  torn  skin  and  subcutaneous  tissue  is  merely 
sutured  back  in  place,  there  is  very  often  death 
of  at  least  the  distal  half  of  the  flap.  Presumably 
this  occurs  because  of  thrombosis  of  veins. 
Arterial  blood  is  continually  pumped  into  the 
area,  but  it  cannot  escape.  Venous  engorge- 
ment of  the  flap  occurs,  the  tissues  turn  purple, 
and  if  incised,  dark  blood  escapes.  From  this 
point  gangrene  gradually  ensues,  and  the  patient 
is  left  with  an  infected  necrotic  wound.  The 
possibility  of  this  sequence  of  events  can  often 
be  anticipated  if  the  distal  portion  of  the  avulsed 
flap  at  the  time  of  injury  is  cyanotic  and  cold. 
In  such  instances  it  is  better  to  detach  the  avulsed 
tissue  completely,  d£bride  the  wound,  excise  the 
subcutaneous  tissues  from  the  avulsed  flap,  and 


reapply  the  skin  as  a free  full-thickness  skin 
graft.  If  a compression  dressing  is  applied  over 
this  and  the  part  is  adequately  immobilized,  a 
high  percentage  of  successful  growth  can  be  ob- 
tained. Furthermore,  there  is  a smaller  loss  of 
tissue  than  there  is  if  the  flap  is  left  attached  and 
sutured  back  in  place.  This  is,  of  course,  an 
operating-room  procedure  under  strict  asepsis. 
Any  infection  will  cause  failure  of  a full-thickness 
skin  graft  to  take. 

Amputation  of  Parts. — Occasionally  one  is 
presented  with  the  problem  of  what  to  do  when 
the  tip  of  a finger,  a portion  of  an  ear,  the  tip  of  a 
nose,  or  some  other  part  is  amputated  traumat- 
ically.  If  the  part  is  available,  is  not  more  than 
one-half  inch  long,  and  has  a broad  base,  there 
is  some  prospect  of  success  in  immediately  sutur- 
ing it  in  place  and  absolutely  immobilizing  it. 
We  have  successfully  sutured  back  in  place  the 
tip  of  a finger  amputated  through  the  base  of  the 
nail  and  have  seen  it  completely  survive.  Suc- 
cess has  been  reported  by  others  in  reattaching 
a completely  amputated  tip  of  the  nose.  It  will 
be  noticed  that  in  both  these  locations  the  base 
of  raw  tissue  through  which  the  amputated  part 
can  secure  nourishment  is  broad.  It  is  useless 
to  suture  back  in  place  an  amputated  portion  of 
an  ear  since  the  attachment  is  so  narrow  that 
little  blood  supply  can  get  into  the  amputated 
part.  However,  the  cartilage  of  the  severed  por- 
tion of  the  ear  should  always  be  saved.  This 
can  be  done  by  removing  the  skin  and  soft  tissues 
from  the  cartilage  and  then  imbedding  the  car- 
tilage under  the  skin  of  the  patient,  preferably 
in  a location  close  to  the  ear.  At  a later  date 
this  preserved  cartilaginous  framework  can  be 
used  in  the  reconstruction  of  the  missing  part. 
The  preservation  of  a resutured  amputated  part 
is  a race  between  autolysis  of  tissue  in  the  am- 
putated portion  and  the  speed  with  which  blood 
vessels  can  grow  into  it  from  the  attachment  at 
its  base.  For  this  reason  it  is  useless  to  suture 
back  in  place  large  amputated  parts. 

Wounds  with  Bones  or  Tendons  Exposed. 
— Bones  and  tendons  act  in  much  the  same  man- 
ner if  they  are  left  exposed  in  a wound.  Cortical 
bone  and  tendon  that  is  not  covered  by  tendon 
sheath,  dry  and  become  necrotic  if  they  are  ex- 
posed to  air.  Ordinarily  the  problem  of  exposed 
bone  is  not  so  difficult  as  the  problem  of  exposed 
tendon.  A portion  of  the  bone  is  usually  still 
in  contact  with  soft  tissue  and  will  live.  Follow- 
ing ultimate  healing  of  the  wound,  the  continuity 
of  the  bone  will  be  re-established.  However, 
if  tendons  are  lost,  permanent  disability  occurs. 
For  this  reason  it  is  wise  to  attempt  to  cover 
exposed  tendon  with  skin  if  one  can  do  so  with- 
out violating  surgical  principles.  Unfortunately, 
free  skin  grafts  do  not  take  over  tendons.  If 
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there  is  sheath  still  present  over  the  tendon,  then 
in  a fair  percentage  of  instances,  free  grafts  will 
take,  but  if  the  tendonous  fibers  are  exposed 
the  blood  supply  is  not  great  enough  to  nourish 
free  grafts.  In  such  cases  it  is  wise  to  cover  the 
exposed  tendon  immediately,  either  by  shifting 
the  flaps  from  the  edges  of  the  wound  or  by  the 
actual  transplantation  of  a flap  from  some  other 
location.  This,  of  course,  means  immobilization 
of  the  part  until  the  flap  has  securely  grown  into 
place  and  the  pedicle  can  be  severed,  which  is 
usually  a matter  of  at  least  three  weeks. 

Puncture  Wounds. — In  civil  life  there  are  often 
wounds  made  by  sharp  clean  instruments,  such 
as  a stab  wound  with  an  ice  pick,  a pistol  bullet, 
or  the  small  puncture  made  by  the  sharp  end  of 
a bone  compounded  from  within,  which,  because 
of  the  clean  conditions  under  which  the  wound 
occurs,  can  be  treated  only  by  local  cleansing  of 
the  puncture  wound.  These  wounds  can  usually 
be  cleansed,  irrigated,  and  closed.  Bullet  wounds 
more  often  have  to  be  excised  and  left  open.  It 
is,  of  course,  well  known  that  the  conditions  under 
which  the  wounds  occur  determine  the  type  of 
treatment  necessary.  In  general,  perfectly  clean 
puncture  wounds  made  with  sharp  instruments 
under  clean  conditions  need  not  be  excised 
and  left  open.  In  all  other  puncture  wounds 
and  in  any  in  which  there  is  the  possibility  of 
foreign  material  in  the  depths  of  the  wound,  the 
tract  should  be  excised,  thoroughly  cleansed, 
and  then  left  open  or  packed  with  vaseline  gauze 


or  gauze  on  which  sulfanilamide  has  been 
sprinkled.  The  great  danger  in  puncture  wounds 
is  that  anaerobic  organisms  may  be  sealed  off 
in  the  depths  of  a wound  under  ideal  conditions 
for  proliferation. 


Summary 

In  conclusion  we  must  say  that  the  principles 
of  (1)  cleansing,  (2)  debridement,  (3)  absolute 
hemostasis,  (4)  closure  without  tension  or  dead 
space  and  with  the  use  of  fine  interrupted  suture 
material,  (5)  immobilization,  and  (6)  infrequent 
change  of  dressings  are  not  new  in  the  treatment  | 
of  wounds.  They  have  been  advocated  in  part 
by  every  thinking  surgeon  since  the  time  of  Pare.  I 
They  are,  however,  time-tested  and  fundamental,  ! 
and  it  requires  repetition  to  help  us  maintain  a j 
proper  perspective  and  a judicial  attitude  toward 
new  forms  of  wound  therapy  that  are  constantly  j 
urged  upon  us  for  consideration  and  adoption. 
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THE  COUNTY  SOCIETY 

The  responsibilities  of  the  county  medical  society 
are  always  great  but  become  even  greater  in  a time 
of  emergency.  The  county  societies  never  have 
needed  to  be  more  alert  to  and  in  touch  with  the 
medical  needs  of  the  county  than  at  the  present  time. 
The  society  should  set  the  standards  for  medical 
service  and  be  the  source  of  scientific  information 
and  advice  not  only  to  its  members  but  to  the  public 
in  the  county.  The  county  society  holds  an  im- 
portant place  in  medicine  and  in  the  nation  at  all 
times  but  it  is  emphasized  in  any  time  of  emergency 
as  in  wartime. 

More  than  ever  before  the  county  society  should 
include  in  its  membership  all  reputable  physicians 
within  its  province  and  it  should  be  strongly  or- 
ganized. 

The  importance  of  the  county  society  and  the 
continuation  of  meetings  of  county  societies  during 
wartime  was  stressed  by  Col.  Fred  W.  Rankin, 
president  of  the  American  Medical  Association,  in 
an  address  before  the  Annual  Conference  of  Secre- 
taries and  Editors  of  State  Medical  Associations 
in  Chicago.  Many  national  organizations  of 
physicians  and  also  some  state  associations  have 
canceled  their  annual  sessions  during  1943,  neces- 
sitated by  the  difficulties  of  transportation  and 
the  considerable  demand  on  the  time  of  the  physi- 


cian. Colonel  Rankin  pointed  out  that  such 
reasons  do  not  prevail  in  regard  to  meetings  of 
county  medical  societies. 

Colonel  Rankin  stated  that  the  county  medical 
societies  are  the  organizations  most  concerned  with 
the  planning  and  support  of  the  work  of  mam 
agencies  concerned  in  the  war  effort  and  that  re- 
quests of  the  Red  Cross,  the  county  and  state 
health  departments,  the  welfare  agencies,  the  groups 
charged  with  the  organized  treatment  of  venereal 
disease,  the  care  of  the  crippled  and  the  tuberculous 
and  of  other  agencies  which  undertake  important 
responsibilities  during  the  emergency  go  to  the 
county  medical  society. 

Furthermore,  the  county  medical  society  also  has 
the  responsibility  for  recommendations  to  the  Pro- 
curement and  Assignment  Service,  the  organization 
of  civilian  defense,  the  blood  donor  program,  and, 
sometimes,  for  recommendations  on  the  rationing  of 
tires,  gasoline,  fuel,  and  food. 

Moreover,  physicians  require  during  this  time, 
perhaps  more  than  at  any  other,  the  mental  stimula- 
tion of  interchange  of  medical  information.  It  is 
more  important  than  ever  that  at  the  present  time 
county  medical  societies  be  most  active  and  supple- 
ment as  far  as  possible  the  work  of  national  associa- 
tions.— Editorial , J . Missouri  State  M.  A. 


History  of  Medicine 

THE  BIRTH  OF  MEDICAL  EDUCATION  IN  UPSTATE  NEW  YORK 

T.  Wood  Clarke,  M.D.,  Utica,  New  York 


WHEN,  after  Queen  Anne’s  War  and  the 
building  of  Fort  Hunter,  our  pioneer 
ancestors  swarmed  up  the  Mohawk  Valle}'-,  and 
again  when,  after  the  Revolution,  they  invaded 
the  Oneida  country  and  from  there  spread  north 
and  west  to  build  up  new  cities  in  the  wilderness 
of  northern,  central,  and  western  New  York, 
they  were  in  many  ways  entirely  self-sufficient. 
They  built  their  own  cabins,  developed  their 
own  farms,  shot  their  own  game,  and  caught  their 
own  fish.  As  long  as  they  retained  their  health, 
they  could  take  care  of  themselves  with  rifle, 
plow,  and  axe.  Life  was  hard,  but  it  was 
possible.  When  illness  overtook  them,  however, 
they  were  in  a sad  predicament.  Doctors  were 
few  and  far  between. 

As  the  settlements  grew,  though,  medical  men 
followed  the  pioneers.  While  a few  of  these 
were  men  of  fine  education,  graduates  of  the 
great  European  universities,  many  had  little  or 
no  training.  An  ambitious  young  pioneer  would 
come  to  the  wild  western  country — for  every- 
thing beyond  Albany  was  considered  “the  West” 
— and  open  a trading  post.  To  the  usual  stock 
of  hardware,  clothing,  boots,  hats,  sugar,  and 
tobacco  he  would  add  a few  simple  drugs.  These 
he  would  sell  to  his  suffering  neighbors.  Soon 
he  would  begin  calling  on  them  in  their  homes  to 
administer  the  drugs,  and,  in  a remarkably  short 
time,  would  add  the  prefix  “doctor”  to  his  name 
and  become  the  owner  of  a more  or  less  flourish- 
ing practice.  Some  had  a few  months’  appren- 
ticeship in  another  physician’s  office.  Still  others 
were  frank  quacks,  extolling  wonderful  cure-alls 
supposed  to  be  secret  formulae  acquired  from  the 
Indian.  Of  laws  there  were  none;  of  rules  of 
practice  there  were  none;  and  of  means  of  pro- 
tecting the  unfortunate  patient  there  were 
none. 

In  1800  there  were  but  five  medical  schools  in 
North  America.  In  1765  a school  had  been 
opened  in  Philadelphia,  later  to  become  part  of  the 
University  of  Pennsylvania,  and  in  1768  King’s 
College,  in  New  York,  whose  name  after  the 
Revolution  was  changed  to  Columbia,  had  added 
a medical  department.  These  had  been  followed 
by  Harvard  in  1783,  Dartmouth  in  1798,  and 
Transylvania,  in  Lexington,  Kentucky,  in  1799. 
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In  1792  a young  man  of  20,  Westel  Willoughby, 
recently  licensed  by  the  Connecticut  State  Medi- 
cal Society,  came  up  the  Mohawk  Valley  and 
turned  his  face  northward  to  the  Royal  Grants, 
the  territory  between  the  East  and  West  Canada 
Creeks,  now  Herkimer  County,  which  at  this 
time  was  rapidly  becoming  populated  by  settlers 
of  both  German  and  English  ancestry.  He 
settled  first  in  Norway,  but  later  moved  to  New- 
port on  the  West  Canada  Creek.  He  soon  made 
his  presence  felt  in  the  young  community,  was 
elected  Judge  of  the  Court  of  Common  Pleas  in 
1805,  went  to  the  State  Assembly  in  1807,  and  to 
Congress  in  1814. 

A few  years  after  Dr.  Willoughby  settled  in  Nor- 
way the  Rev.  Caleb  Alexander,  a Presbyterian 
missionary,  a graduate  of  Yale  College,  came  to 
the  village  of  Fairfield.  At  that  time  Fairfield, 
a flourishing  and  rapidly  growing  settlement 
situated  at  an  important  crossroads  high  in  the 
hills  north  of  Little  Falls,  was  the  business  and 
political  center  of  the  Royal  Grant  lands. 

Many  of  the  post-Revolutionary  settlers  of 
this  territory  were  New  Englanders  of  culture 
and  education.  As  their  families  increased  they 
felt  the  need  of  a school  in  which  their  children 
could  be  educated  and  appealed  to  Mr.  Alexander 
and  to  Dr.  Willoughby  to  organize  one.  The 
result  was  that  in  1803  the  Fairfield  Academy 
opened  its  doors  and  began  a career  which  for 
over  a hundred  years  was  to  have  a marked  in- 
fluence on  the  education  and  culture  of  New  York 
State.  Mr.  Alexander  became  its  first  president. 

By  1809  the  Academy  had  attained  such 
success  that  it  added  to  its  equipment  a stone 
building  to  be  used  as  a laboratory.  In  this  Dr. 
Josiah  Noyes,  a graduate  of  Dartmouth,  de- 
livered lectures  on  chemistry  and  Dr.  Jacobs,  of 
Canandaigua,  on  anatomy.  These  lectures  were 
attended  not  only  by  the  students  of  the  academy 
but  also  by  neighboring  physicians  as  well.  They 
were  so  popular  that  the  board  of  trustees,  of 
whom  Dr.  Willoughby  was  an  influential  mem- 
ber, determined  to  form  a regular  medical  school. 
With  this  thought  in  mind  Dr.  Noyes  wrote  to 
Dr.  Lyman  Spalding  in  Portsmouth,  New  Hamp- 
shire, under  whom  he  had  studied  at  Dartmouth. 

Lyman  Spalding  was  born  in  Cornish,  New 
Hampshire,  June  25,  1775.  Dr.  Nathan  Smith, 
of  that  village,  took  an  interest  in  the  boy  and 
directed  his  education.  Young  Spalding  studied 
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medicine  with  Dr.  Smith  and  later,  after  graduat- 
ing from  the  Harvard  Medical  School,  returned 
to  his  preceptor  and  assisted  him  in  founding  the 
medical  department  of  Dartmouth  in  1797.  For 
some  years  Drs.  Smith  and  Spalding  comprised 
the  entire  faculty  of  the  school,  Dr.  Spalding 
teaching  anatomy  and  chemistry  and  Dr.  Smith 
all  other  branches  of  medicine. 

In  1799  Dr.  Spalding  resigned  from  Dartmouth, 
and  moved  to  Portsmouth,  New  Hampshire, 
where  he  soon  became  an  outstanding  figure 
in  the  community.  When  Waterhouse  obtained 
his  first  samples  of  Dr.  Jenner’s  newly  discovered 
cow-pox  vaccine  for  smallpox,  Dr.  Spalding  be- 
came his  representative  in  Portsmouth,  and  for  a 
number  of  years  held  a monopoly  on  vaccination 
in  that  part  of  New  Hampshire,  paying  Dr. 
Waterhouse  25  per  cent  royalty  on  all  funds  re- 
ceived for  vaccinating. 

In  his  letter  to  Dr.  Spalding,  Dr.  Noyes  de- 
scribed the  Fairfield  Academy  in  these  words: 
“It  is  expected  that  the  Academy  and  Medical 
Institution  connected  will  take  the  name  of 
‘College’  soon.  The  instruction  at  present  is 
about  the  same  as  is  given  in  the  most  respectable 
colleges  in  the  United  States.  The  number  of 
students  besides  Medical  Students  is  generally 
from  90  to  115.  The  Rev.  Caleb  Alexander  is 
the  Principal.  There  is,  besides,  one  Tutor  and 
an  assistant  who  attends  to  the  lower  branches. 
We  have  three  buildings,  one  of  stone  called 
the  Laboratory,  containing  14  elegant  rooms. 
There  are  two  lecturing  rooms,  one  for  Anatomy, 
and  the  other  for  lectures  on  Chemistry.  These 
two  rooms  perhaps  are  better  than  any  others 
built  for  the  same  purpose  in  the  United  States, 
except  Philadelphia.  Our  Chemical  Apparatus 
is  more  complete  than  any  in  the  City  of  New 
York,  and  the  Anatomical  Museum  is  equal  to 
Dr.  Smith’s  at  Dartmouth.”  He  then  went  on 
to  offer  Dr.  Spalding  the  chair  of  anatomy  and 
invited  him  to  visit  the  school. 

Dr.  Spalding  accepted  the  invitation  and  in 
October,  1810,  set  out  for  Fairfield.  On  his  way 
he  stopped  over  in  Boston  and  persuaded  his 
friend,  Dr.  George  Cheyne  Shattuck,  to  go  to 
Fairfield  to  lecture  on  the  theory  and  practice  of 
medicine.  Each  gave  a six  weeks’  course  of 
lectures  which  were  so  successful  that  Dr.  Spald- 
ing was  offered  the  chair  of  anatomy  and  surgery 
and  Dr.  Shattuck  that  of  the  theory  and  practice 
of  physic  and  physiology.  Shortly  after  this 
Dr.  Willoughby  was  made  professor  of  obstetrics. 
These,  with  Dr.  Noyes,  who  retained  the  chair  of 
chemistry,  made  up  the  medical  faculty  of  the 
Fairfield  Academy.  The  session  held  in  the 
autumn  of  1811  by  these  four  professors  was 
eminently  successful. 

Even  before  this  session  was  held  the  ship  of 


Fairfield  was  sailing  through  dangerous  waters. 
Dr.  Jacobs,  who  had  been  superseded  by  Dr. 
Spalding  as  professor  of  anatomy,  had  returned 
to  Canandaigua  and  was  endeavoring  to  found  a 
medical  school  there.  Rev.  Eliphalet  Nott,  the 
president  of  Union  College,  was  making  every 
effort  to  persuade  Fairfield  students  to  go  to 
Union,  even  going  so  far  as  to  have  grappling  | 
hooks  thrown  onto  the  boats  of  students  headed 
up  the  Mohawk  for  Fairfield,  and  mooring  them 
to  the  docks  at  Schenectady.  The  most  serious  ] 
opposition,  however,  came  from  Utica  and 
Clinton. 

The  trustees  of  Oneida  Academy  at  Clinton 
were  making  strenuous  efforts  to  receive  a charter 
as  a college  and  to  have  a medical  department 
in  Utica.  General  Jonas  Platt,  one  of  the  backers 
of  the  Oneida  Academy  project,  a political  power 
in  the  State,  induced  the  legislature  to  withhold 
the  appropriation  of  15,000  which  it  had  pre- 
viously given  to  Fairfield,  and  to  favor  the  project 
of  the  Oneida  Academy,  with  the  result  that 
early  in  1812  a collegiate  charter  was  issued  to 
the  Clinton  school  under  the  name  of  Hamilton 
College.  The  Hamilton  trustees  immediately 
appointed  the  entire  medical  staff  of  the  Fair- 
field  Academy — Drs.  Noyes,  Shattuck,  Spalding, 
and  Willoughby — to  professorships  at  Hamilton, 
and  intimated  to  Mr.  Alexander  that  the  position 
of  president  was  awaiting  him. 

Promptly,  without  giving  the  trustees  even 
a day’s  notice,  President  Alexander,  Professor 
Noyes,  and  a tutor,  Mr.  Montague,  resigned  their 
positions  at  Fairfield  and  accepted  appointments 
at  Hamilton.  Mr.  Alexander  wrote  to  Drs. 
Spalding  and  Shattuck  explaining  the  situation 
and  urging  them  to  follow  their  example.  Dr. 
Willoughby  seems  to  have  accepted  the  appoint- 
ment at  Hamilton  without  resigning  from  Fair- 
field.  Upon  receipt  of  Mr.  Alexander’s  letter, 
Dr.  Spalding  wrote  to  Dr.  Shattuck,  urging  him 
to  stick  to  Fairfield,  and  to  the  deserters,  refusing 
to  join  them  in  the  change.  To  Judge  Smith, 
one  of  the  trustees  of  Fairfield,  he  wrote  that 
“So  long  as  Fairfield  stands  by  me  I will  stand  by 
Fairfield.”  Dr.  Shattuck,  however,  had  decided 
that  lecturing  in  central  New  York  interfered 
with  his  practice  in  Boston,  resigned  from  Fair- 
field,  and  refused  to  accept  the  appointment  from 
Hamilton. 

The  firm  stand  taken  by  Dr.  Spalding  un- 
doubtedly saved  the  school  at  Fairfield.  One  of 
the  most  important  factors  which  induced  the 
legislature  to  charter  Hamilton  College  was  the 
information  given  to  them  that  both  Dr.  Spalding 
and  Dr.  Shattuck  would  accept  professorships 
there.  When  they  refused,  the  whole  picture 
changed.  Hamilton  abandoned  the  plan  of 
having  a medical  department,  and  the  legislature 
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issued  a charter  to  the  Fairfield  Academy  for  a 
medical  school  to  be  called  the  College  of  Physi- 
cians and  Surgeons  of  the  Western  District  of 
New  York.  Dr.  Willoughby  returned  to  the  fold 
as  professor  of  obstetrics.  Dr.  James  Hadley, 
a graduate  of  Dartmouth,  the  grandfather  of 
President  Arthur  Twining  Hadley,  of  Yale,  was 
made  professor  of  chemistry  in  the  place  of  the 
deserting  Dr.  Noyes,  and  Dr.  Spalding  taught 
everything  else — anatomy,  medicine,  and  sur- 
gery. In  April,  1813,  Dr.  Spalding  was  elected 
to  the  presidency.  While  he  retained  the  chair 
of  anatomy  and  surgery,  Dr.  John  Stearns  was 
appointed  to  the  chair  of  the  theory  and  practice 
of  physic.  Dr.  Stearns,  after  graduating  from 
Yale  and  doing  postgraduate  work  in  Phil- 
adelphia, had  settled  in  Albany  and  then  in 
Saratoga  County.  He  founded  the  Medical 
Society  of  the  State  of  New  York,  served  for 
many  years  as  its  secretary,  and  four  times  was 
elected  to  the  office  of  President.  Later  he 
moved  to  New  York  City,  where  he  organized 
and  served  as  the  first  president  of  the  New  York 
Academy  of  Medicine. 

The  success  of  any  school  depends  upon  the 
quality  of  its  teachers.  With  these  four  men  on 
the  faculty  and  no  rival  medical  school  nearer 
than  New  York  City  and  Boston,  the  College 
of  Physicians  and  Surgeons  of  the  Western  Dis- 
trict of  New  York  grew  with  astonishing  rapidity, 
so  that,  when  it  reached  its  zenith,  in  1833,  with 
an  enrollment  of  217  students,  it  was,  except  for 
the  school  in  Philadelphia,  the  largest  medical 
college  in  the  United  States.  Its  students  came 
from  as  far  east  as  Maine  and  as  far  west  as 
Illinois.  New  Jersey,  Pennsylvania,  Michigan, 
Vermont,  New-  Hampshire,  Connecticut,  and 
Ohio  all  sent  their  quotas.  As  time  went  on, 
more  and  more  came  from  north  of  the  border  in 
what  was  then  known  as  Upper  Canada. 

Compared  with  the  present-day  requirements 
for  admission  to  medical  schools,  those  of  Fair- 
field  were  simple.  The  student,  if  he  had  no 
college  education,  must  have  an  acquaintance 
with  Latin  (the  intimacy  of  the  acquaintanceship 
is  not  specified),  and  he  must  have  a correct 
knowledge  of  English  grammar  and  natural  and 
experimental  philosophy.  He  must  also  sustain 
a fair  moral  character.  How  fair  this  must  be 
was  also  omitted  from  the  bylaws.  To  be  candi- 
date for  the  degree  of  Doctor  of  Medicine  he 
must  have  studied  for  three  years  under  a reput- 
able physician  and  attended  the  college  for  two 
terms  of  twelve  weeks  each.  The  length  of  the 
terms  was  later  increased  to  sixteen  weeks.  If 
he  fulfilled  these  requirements,  he  was  examined 
by  the  members  of  the  faculty  in  anatomy, 
surgery,  obstetrics,  chemistry,  materia  medica, 
minerology,  and  the  institute  of  medicine.  He 


must  also  present  and  defend  a thesis.  If  the 
student  succeeded  in  these,  the  faculty  of  the 
school  recommended  him  to  the  Regents  of  the 
State  of  New  York,  who  conferred  upon  him  the 
degree  of  Doctor  of  Medicine,  which  carried  with 
it  the  license  to  practice. 

The  members  of  the  faculty,  except  for  Dr. 
Hadley,  and,  later  on,  Dr.  Delamater,  did  not 
live  at  F airfield . While  Dr.  Willoughby  resided  in 
the  neighboring  town  of  Newport,  Dr.  Spalding, 
during  his  first  years  in  the  school,  lived  in 
Portsmouth,  New  Hampshire,  and  later,  even 
when  acting  as  president  of  the  college,  resided 
in  New  York  City,  while  Dr.  Stearns  kept  his 
home  in  Saratoga  County.  The  college  terms 
lasted  through  the  months  of  October,  November, 
and  December.  Dr.  Hadley  delivered  one  lecture 
each  day  during  the  three  months.  The  other 
professors  would  come  to  the  school  at  an  ap- 
pointed time,  deliver  two  and  sometimes  three 
lectures  a day  for  one  month,  and  then  either 
return  to  their  homes  to  practice  or,  in  later  years, 
when  medical  schools  became  more  numerous, 
go  on  to  some  other  school  for  another  course. 
In  some  cases  these  peripatetic  teachers  delivered 
lectures  in  as  many  as  four  or  five  colleges  in  a 
single  winter. 

The  students  enrolled  for  as  many  courses  as 
they  wished,  paying  from  ten  to  twelve  dollars 
to  each  professor  for  his  course.  After  at- 
tending a course  for  two  terms  students  were 
privileged  to  sit  in  on  all  future  lectures  without 
charge. 

This  system  had  two  advantages:  first,  a stu- 
dent, who  in  many  cases  was  already  a practicing 
physician,  might  absent  himself  from  his  practice 
for  only  a few  weeks  at  a time,  taking  one  or  two 
courses  a year,  and  at  the  end  of  several  years 
have  attended  enough  to  earn  the  coveted  M.D. 
without  seriously  interfering  with  his  practice, 
and,  second,  it  stimulated  the  professors  to  their 
best  efforts.  The  more  interesting  and  useful 
the  teacher  made  his  lectures,  the  more  students 
enrolled  under  him  and  the  larger  was  his  in- 
come. 

While  this  entire  setup,  in  the  light  of  modern 
medical  education,  seems  primitive  in  the  ex- 
treme, it  was  a conscientious  effort  to  raise  the 
standards  of  medical  practice  of  the  time.  This 
is  well  shown  by  the  character  and  careers  of  the 
graduates  of  the  school,  among  whom  were 
numbered  some  of  the  leading  medical  men  of  the 
country.  These  included  such  influential  per- 
sons as  Dr.  Charles  Coventry,  of  Utica,  president 
of  the  Medical  Society  of  the  State  of  New  York, 
through  whose  influence  the  first  state  hospital 
for  the  insane  in  New  York  State  was  founded, 
and  Dr.  Asa  Gray  who,  after  graduating  from 
Fairfield  and  teaching  botany  in  the  school,  went 


1 ”>30 


T.  WOOD  CLARKE 


IN.  Y.  State  J.  M. 


to  Michigan  and  then  to  Harvard  and  became 
world  renowned  as  America’s  greatest  botanist. 

In  1815  Dr.  T.  Romeyn  Beck  succeeded  Dr. 
Stearns  as  professor  of  the  practice  of  medicine 
at  Fairfield.  In  the  year  1817,  Dr.  Spalding, 
then  a resident  of  New  York  City,  who  was 
enjoying  a rapidly  increasing  practice  and  was  a 
trustee  of  the  College  of  Physicians  and  Sur- 
geons of  Columbia  University,  resigned  his  presi- 
dency and  professorship  at  Fairfield  and  was 
succeeded  by  Dr.  Joseph  White,  of  Cherry  Valley, 
New  York.  Dr.  Spalding  remained  in  New  York 
and  attained  national  fame  as  the  proposer  and 
author  of  the  first  edition  of  the  United  States 
Phar7?iacopoeia,  the  work  which  brought  order 
out  of  chaos  in  the  science  of  materia  medica  in 
America. 

Dr.  White,  who  was  considered  the  greatest 
surgeon  in  the  western  district,  soon  split  up  the 
work  done  by  Dr.  Spalding  and  appointed  his 
son,  Dr.  Delos  White,  professor  of  anatomy  and 
physiology  but  served  as  professor  of  surgery 
until  1827,  when  he  resigned  that  post  and  was 
succeeded  by  Dr.  John  Delamater.  However, 
he  retained  the  presidency  of  the  college  for  five 
years  more  and  was  then  followed  by  Dr.  Wil- 
loughby, who  held  the  presidency  until  the  school 
closed. 

In  1822  Dr.  Delos  White  resigned  the  chair  of 
anatomy  and  physiology  because  he  could  not 
get  enough  bodies  to  dissect,  and  was  succeeded 
by  Dr.  James  McNaughton.  In  1839  Dr.  Dela- 
mater was  transferred  from  the  chair  of  surgery 
to  that  of  medicine  and  obstetrics,  and  Dr.  Frank 
H.  Hamilton  was  made  professor  of  surgery. 

Following  its  peak  year  in  1833  the  prosperity 
of  the  Fairfield  school  declined  rapidly.  Many 
important  influences  were  working  against  it. 
In  1835  the  Geneva  College,  which  later  changed 
its  name  to  Hobart,  opened  a medical  depart- 
ment. To  the  east  Albany  was  making  strides 
medically.  Dr.  Alden  Marsh,  professor  of 
anatomy  and  physiology  in  the  Vermont  Acad- 
emy of  Medicine  at  Castleton,  Vermont,  had 
been  conducting  private  classes  in  anatomy  and 
surgery  in  Albany  since  1820.  In  1831  he  was 
joined  by  Dr.  James  H.  Armsby.  In  1839  these 
two,  with  the  cooperation  of  other  Albanians, 
obtained  a charter  for  the  Albany  Medical  Col- 
lege. In  its  early  days  before  the  Erie  Canal 
was  opened  and  railroads  were  built,  Fairfield, 
though  perched  on  the  top  of  the  hills  above 
Little  Falls,  was  as  accessible  as  any  other  spot 
in  upstate  New  York.  With  the  coming  of  more 
rapid  methods  of  transportation  and  with  the 
railroads  going  directly  to  Geneva  and  to  Albany, 
Fairfield  was  hopelessly  handicapped.  When 
the  enrollment,  which  had  increased  from  18  in 
1813  to  217  in  1833,  dropped  in  six  years  to  101, 


it  became  evident  that  the  competition  of  the 
new  schools  was  too  much  for  it.  At  the  end  of 
the  fall  and  winter  term  of  1839-1840  the  trustees 
voted  to  abandon  the  medical  department  and 
turn  its  buildings  back  to  the  Fairfield  Academy. 
Drs.  Delamater,  Hadley,  and  Hamilton  accepted 
appointments  at  the  New  Geneva  school  while 
Drs.  Beck  and  McNaughton,  who  lived  in  Al- 
bany, became  members  of  the  school  in  that 
city.  Dr.  Beck  attained  immortality  as  the 
author  ol  the  first  textbook  on  medical  juris- 
prudence, the  foundation  stone  which  has  served 
as  a basis  for  all  later  works  on  the  subject. 

The  College  of  Physicians  and  Surgeons  of  the 
Western  District  of  New  York,  which,  a few  years 
before  ranked  so  high  among  American  medical 
schools  and  had  done  so  much  to  raise  the  stand- 
ards of  medical  practice  throughout  the  Northern 
States  and  Canada,  was  a thing  of  the  past. 

The  acquisition  of  the  three  famous  teachers 
from  Fairfield  gave  the  Geneva  school  a great 
boom.  In  three  years  ‘its  enrollment  had  in- 
creased from  76  to  195.  It  was,  however,  doomed 
to  the  same  fate  that  Fairfield  suffered.  In  1843 
Dr.  Delamater,  with  the  assistance  of  two  of  his 
former  students  at  Fairfield,  Drs.  Ackley  and 
Cassells,  founded  the  Cleveland  Medical  College, 
which  later  became  the  Medical  Department  of 
Western  Reserve  University  and  is  this  year  cele- 
brating its  one  hundredth  anniversary.  In  1846 
three  of  its  outstanding  teachers,  Dr.  Hamilton, 
Dr.  Charles  Coventry,  of  Utica,  and  Dr.  Austin 
Flint,  Jr.,  organized  the  Buffalo  Medical  College. 
These  diverted  the  students  from  the  west  and 
from  Canada  to  the  new  schools,  and  the  at- 
tendance at  Geneva  fell  in  twelve  years  to  12 
students.  From  then  on  it  had  a precarious 
existence,  and  in  1872,  two  years  after  the  Uni- 
versity  of  Syracuse  was  opened,  the  school,  its 
library,  and  its  laboratories  were  moved  to  that 
city  and  became  the  Medical  Department  of  the 
University  of  Syracuse.  Later  the  Buffalo 
Medical  College  was  incorporated  into  the  Uni- 
versity of  Buffalo,  and  the  Albany  Medical  Col- 
lege became  part  of  Union  College.  All  of  these, 
however,  as  well  as  many  of  the  medical  schools 
of  the  Middle  West,  were  the  children  and  grand- 
children of  the  College  of  Physicians  and  Sur- 
geons of  the  Western  District  of  New  York  at 
Fairfield. 

After  the  medical  school  at  Fairfield  had  closed 
its  doors,  the  Academy  continued  its  successful 
career,  at  one  time  as  a coeducational  institution 
of  learning  and  later  as  a military  school.  Early 
in  the  present  century  this,  too,  was  forced  to 
disband.  For  years  the  old  stone  buildings  re- 
mained empty  and  were  finally  torn  down.  The 
stone  was  used  to  build  a state  road.  Today  all 
that  remains  of  this  famous  school  is  the  old 
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wooden  chapel  standing  lonely  and  forelorn, 
four  miles  east  and  seven  hundred  feet  above 
the  little  village  of  Middleville  in  the  valley  of 
the  West  Canada  Creek.  It  is  now  used  as  a 
Grange  Hall. 

Discussion 

Dr.  Howard  Dittrick,  Cleveland , Ohio  (by  in- 
vitation)— There  are  many  features  of  Dr.  Clarke’s 
paper  which  I should  like  to  discuss,  but  I shall  limit 
my  remarks  to  the  influence  that  the  Fairfield 
school  exercised  over  medical  education  in  Ohio. 
The  more  one  learns  of  these  early  medical  schools, 
the  more  one  respects  the  conscientious  and  ef- 
ficient teaching  that  was  done  in  such  schools  as 
Fairfield.  Furthermore,  the  courage  with  which 
the  graduates  carried  on  amid  pioneer  conditions 
fills  us  with  wonder  and  admiration.  One  of  Fair- 
field’s students  who  was  unable  to  attend  more  than 
one  term  subsequently  became  a professor  of  surgery. 
A record  of  one  of  his  morning  operative  clinics 
reveals  that  in  addition  to  excision  of  a jaw  and  other 
general  surgical  procedures,  he  performed  five  eye 
operations. 

The  Fairfield  influence  in  Ohio  extended  as  far 
south  as  Cincinnati.  Dr.  D.  A.  Tucker  writes  me 
that  Dr.  Reuben  D.  Mussey,  who  was  a professor 
in  the  Medical  College  of  Ohio  and  who  was  the 
leading  surgeon  in  the  Middle  West,  taught  at 
Fairfield  one  or  two  years  before  coming  to  Cin- 
cinnati. This  would  have  been  about  1836  or  1837. 

However,  it  is  the  Western  Reserve  school  which 
is  especially  indebted  to  this  New  York  State  School. 
In  the  early  part  of  the  nineteenth  century  there  was 
a considerable  settlement  of  Western  Reserve  by 
former  residents  of  central  New  York  State.  In  the 
little  village  of  Chagrin  on  the  south  shore  of  Lake 
Erie  near  the  mouth  of  the  Chagrin  River,  a group 
of  public-spirited  citizens  had  a vision  like  that  of 
the  founders  of  Fairfield.  Furthermore,  there  ex- 
isted such  a strong  attachment  to  Fairfield  that  in 
1834  they  founded  an  institution  which  they  named 
the  Willoughby  University  of  Lake  Erie.  Six 
weeks  after  medical  teaching  began  they  went 
even  further  and  changed  the  name  of  the  village  to 
Willoughby.  It  was  thought  the  new  name  would 
attract  students  because  of  the  prestige  of  Dr. 
Westel  Willoughby,  the  president  of  Fairfield  Medi- 
cal College,  among  the  many  graduates  of  that 
school  in  the  Middle  West.  It  may  also  have  been 
true  that,  like  present-day  educators,  the  founders 
hoped  for  the  sustaining  financial  interest  of  this 
wealthy  physician. 

The  Willoughby  school  was  patterned  after  the 
Fairfield  Medical  School,  and  several  teachers  and 
former  students  of  Fairfield  were  members  of  the 
Willoughby  faculty.  Dr.  Amasa  Trowbridge,  pro- 
fessor of  surgery,  and  Dr.  John  Delamater  taught 
in  both  schools  simultaneously.  Francis  W.  Walsh, 
another  professor  of  surgery;  Orson  S.  St.  John, 
professor  of  materia  medica,  pharmacy,  and  medical 
jurisprudence;  John  Lang  Cassells,  the  dean,  were 
all  graduates  of  Fairfield.  Dr.  George  W.  Card 
and  Dr.  John  M.  Henderson,  successful  practition- 


ers of  Willoughby  and  also  two  of  the  founders 
of  the  local  school,  had  both  studied  at  Fairfield. 
Dr.  Horace  A.  Ackley,  who  taught  surgery,  Dr. 
T.  W.  Donavan,  and  Dr.  George  Jones  had  attended 
some  sessions  at  Fairfield.  In  1847,  because  of  the 
rivalry  of  a recently  founded  school  in  nearb}^  Cleve- 
land, the  Willoughby  school  was  forced  to  move  its 
equipment  to  Columbus.  After  three  months  its 
charter  was  canceled,  and  it  was  replaced  by  the 
Starling  Medical  School  in  that  city.  Later  this 
school  fused  with  another  and  became  the  College 
of  Medicine  of  Ohio  State  University,  which  is  still 
active. 

As  I have  intimated,  the  troubles  at  Willoughby 
began  with  the  founding  in  1843  of  the  Medical  De- 
partment of  Western  Reserve  College.  This  year 
in  Cleveland  we  are  celebrating  the  centenary  of 
this  school,  which  is  now  known  as  the  Medical 
Department  of  Western  Reserve  University.  Dur- 
ing the  years  1843  and  1847  there  was  bitter  rivalry 
between  the  two  schools,  which  were  only  twenty 
miles  apart.  Such  measures  as  processions,  vitriolic 
newspaper  articles,  and  even  stealing  students  were 
probably  similar  to  the  methods  taken  by  other 
schools  to  undercut  Fairfield.  Curiously  enough, 
the  action  of  the  faculty  members  at  Willoughby 
was  also  similar  to  Fairfield’s  experience  with  Hamil- 
ton College.  Dr.  John  Delamater,  Dr.  Horace  A. 
Ackley,  and  Dr.  John  Lang  Cassells  joined  forces 
with  the  Cleveland  group. 

I have  given  the  names  of  the  professors  of  the 
Willoughby  school  who  had  been  connected  with 
Fairfield.  In  Cleveland,  medical  education  had  a 
similar  origin.  During  its  first  year  the  faculty  of 
the  Medical  Department  of  Western  Reserve  Col- 
lege had  four  teachers  who  had  been  associated  with 
Fairfield.  Dr.  John  Delamater  taught  in  both 
schools.  Dr.  John  Lang  Cassells  had  graduated 
from  Fairfield,  while  Dr.  Horace  A.  Ackley  and 
Dr.  Jacob  Delamater  had  been  students  there  but 
had  not  graduated. 

Dr.  F.  C.  Waite,  to  whom  I am  indebted  for  this 
historical  data,  is  publishing  a book  to  appear  later 
this  year,  entitled  “The  History  of  the  First  100 
Years  of  the  Medical  Department  of  Western  Re- 
serve University.”  It  will  contain  a chapter  show- 
ing the  inter-relation  of  these  early  medical  schools. 

Among  the  material  associated  with  medicine  in 
these  pioneer  days,  now  deposited  in  the  Museum  of 
the  Cleveland  Medical  Library,  we  have  all  the 
manuscripts  belonging  to  a student  who  graduated 
from  Western  Reserve  in  1846.  Complete  notes  of 
lectures  given  by  the  professors  throw  much  light  on 
the  teaching  of  that  era.  For  example,  one  of  the 
faculty  had  studied  in  Paris,  and  in  teaching  physi- 
cal diagnosis  he  described  the  signs  revealed  by 
percussion  and  auscultation,  the  first  time  the  new 
methods  had  been  taught  in  the  west.  This  was 
only  about  twenty  years  after  Laennec’s  discovery, 
and  France  was  a long  way  from  the  Western  Re- 
serve one  hundred  years  ago. 

Horace  Ackley,  the  Fairfield  student  who  became 
professor  of  surgery  in  the  Cleveland  school,  was  a 
dynamic  force  in  this  group.  He  was  the  first  sur- 
geon in  Ohio  to  use  ether  as  a general  anesthetic. 
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John  Delamater  must  liave  been  a remarkable 
man.  A peripatetic  teacher,  he  taught  in  nine 
medical  schools,  and  his  courses  involved  every 
subject  in  the  curriculum.  He  was  equally  skilled 
in  diagnosis,  internal  medicine,  surgery,  and  ob- 
stetrics, and  was  regarded  as  the  foremost  medical 
teacher  of  his  day. 

In  the  course  of  looking  over  his  book  of  pre- 
scriptions written  for  his  Cleveland  patients  in 
1843,  we  conclude  that  he  was  a wise  and  careful 


physician,  as  well  as  being  orderly  and  systematic  in 
his  methods.  We  obtain  a passing  glimpse  of  the 
ills  of  Cleveland’s  first  families  from  his  record  of 
the  remedies  he  used. 

It  is  evident,  therefore,  that  medicine  in  the 
Western  Reserve  derived  lasting  benefit  from  its 
roots  in  Fairfield.  Reserve  was  blessed  in  being 
born  of  good  stock,  and  we  are  happy  to  assure  you 
that  it  has  remained  worthy  of  its  distinguished 
heritage. 


NEUROPSYCHIATRY  IN  THE  ARMY 

Under  '‘Medicine  and  the  War”  in  a recent  issue 
of  the  J.A.M.A.  appears  a brief  report  of  the 
establishment  of  a special  school  for  neuropsychiatry 
under  the  auspices  of  the  United  States  Army 
Medical  Corps. 

Psychiatric  problems  represent  today  some  of  the 
most  important  of  those  that  confront  our  armed 
forces.  In  1918  there  were  7 men  of  each  thousand 
discharged  for  psychiatric  reasons,  whereas  in  1942 
the  rate  was  4 per  thousand.  At  the  time  of 
induction  in  1918  only  20  men  of  each  thousand  were 
discharged  for  psychiatric  reasons;  now  about 
75  of  each  thousand  are  rejected  for  such  causes. 
This  does  not  mean  that  more  men  are  now  mentally 
unfit;  our  scientific  methods  have  improved  suffi- 
ciently in  the  interval  to  enable  more  accurate  de- 
tection of  such  cases.  The  indications  are  that  30 
per  cent  of  the  casualties  now  arriving  from  the 
war  zones  are  psychiatric  in  character  or  have  some 
well-defined  psychiatric  aspects 

The  need  for  special  consideration  of  neuro- 
psychiatric problems  was  recognized  early  after 
our  entrance  into  the  war  with  the  establishment 
of  a committee  for  this  purpose  in  the  Division  of 
Medical  Sciences  of  the  National  Research  Coun- 
cil. 

In  February,  1942,  a Neuropsychiatry  Branch  was 
established  in  the  Surgeon  General’s  Office  under 
Lieut.  Col.  Patrick  S.  Madigan,  who  had  many 
years  of  experience  in  this  specialty  in  the  Regular 
Army 

Among  the  most  important  duties  of  the  branch 
are  (1)  giving  advice  to  the  Surgeon  General  and 
other  governmental  agencies  on  neuropsychiatric 
matters,  (2)  recommending  policies  for  the  Army 
in  neuropsychiatric  matters,  (3)  inspecting  neuro- 
psychiatric  facilities  in  hospitals  and  clinics,  (4) 
making  recommendations  for  circular  letters  and 
directives  regarding  neuropsychiatric  matters,  (5) 
reviewing  neuropsychiatric  information  coming 
into  this  office,  (6)  maintaining  a card  index  of 
location  and  qualifications  of  neuropsychiatric 


officers,  (7)  consulting  with  the  personnel  division 
and  recommending  assignments  and  transfers  of 
neuropsychiatric  officers,  (8)  reviewing  and  ap- 
proving scientific  publications  submitted  by  neuro- 
psychiatric  officers,  and  (9)  attending  and  participat- 
ing in  National  Research  Council  meetings. 

As  this  section  of  the  Surgeon  General’s  Office 
became  oriented  in  its  responsibilities,  consultants 
were  appointed  to  coordinate  and  supervise  clinical 
and  administrative  neuropsychiatry. 

Most  important  in  this  service  has  been  the 
establishment  of  the  School  of  Military  Neuro- 
psjTchiatry,  which  has  already  trained  more  than 
120  officers.  A neuropsychiatric  unit  at  the 
Thirtj^-Sixth  Station  Hospital  has  been  organized 
under  the  command  of  Lieut.  Col.  Ernest  H.  Par- 
sons. This  unit  is  functioning  as  a neuropsychiatric 
center  in  the  European  theater  and  is  providing 
indoctrination  instruction  for  newly  arrived  neuro- 
psychiatric  officers  so  that  they  may  familiarize 
themselves  quickly  with  the  problems  and  case 
material.  Especially  qualified  trained  psychiatrists 
have  been  assigned  to  carry  out  planned  mental 
hygiene  programs  at  replacement  training  centers. 

The  question  of  morale  is  being  met  by  liaison 
established  between  the  Neuropsychiatric  Branch 
and  the  Special  Services  Branch  of  the  Army. 

Finally,  neuropsychiatry  in  the  armed  forces  must 
be  especially  concerned  with  problems  of  delin- 
quency. The  crude  methods  of  the  past  have  given 
way  to  more  humane  and  satisfactory  handling 
of  the  problems  of  the  homosexual.  No  longer 
is  it  necessary  to  subject  cases  that  are  so  definitely 
in  the  medical  field  to  the  routine  of  military  court 
martial. 

The  development  of  the  Neuropsychiatric  Branch 
of  the  United  States  Army  Medical  Department 
represents  one  of  the  most  important  achievements 
in  the  advancement  of  military  medical  science. 
All  of  those  officially  responsible  merit  commenda- 
tion for  their  cooperation  in  the  significant  results 
that  have  already  been  secured. 


THE  GENTLE  HAND 

Parson:  “Rastus,  that’s  a fine  garden  vou  have  Parson:  “You  must  thank  the  Almighty  for  it.’ 

there.”  ‘ Rastus:  “Pahson,  did  you  ebbah  see  dis  piece 

Rastus:  “Yah  suh.  Pahson.”  of  ground  when  de  Almighty  had  it  all  to  Hisself?” 


Diagnosis 


CLINICO  PATHOLOGIC  CONFERENCES 

Fourth  Medical  Division  of  Bellevue  Hospital 


Date:  July  1,  1943 
Presented  by:  Dr.  Max  Trubek 

Dr.  Mary  Finck:  This  was  the  first  Bellevue 
admission  of  a 45-year-old  white  man  who  was  in 
good  health  until  three  days  prior  to  admission, 
when  he  developed  chills  and  fever  appearing 
several  times  daily.  Two  days  later  he  developed 
left  chest  pain  which  was  constant  and  did  not 
radiate  from  the  anterior  chest.  The  pain  was 
pleuritic  in  type.  A “cigarette  cough’’  that  had 
been  present  for  several  months  became  more 
severe  and  was  productive  of  small  amounts  of 
white  sputum,  which  had  never  been  blood- 
streaked.  There  were  no  gastrointestinal  or  geni- 
tourinary symptoms.  The  family  history  was 
negative.  Past  history  revealed  that  the  patient 
had  been  a morphine  addict  since  1911.  He  had 
taken  the  drug  intravenously  until  eight  months 
ago  and  had  been  taking  l1/*  grains  daily  subcu- 
taneously since  then.  The  remainder  of  the 
history  was  noncontributory. 

On  admission,  the  patient’s  temperature  was 
103  F.;  pulse,  88;  respirations,  22;  and  the 
blood  pressure,  92/54.  Physical  examination 
revealed  a slender,  poorly  nourished  white  man 
in  no  acute  distress  but  who  appeared  chronically 
ill.  There  was  no  dyspnea,  cyanosis,  or  orthop- 
nea. The  skin  was  clear.  The  pupils  were 
round,  regular,  and  equal  and  reacted  to  light 
and  accommodation.  Examination  of  the  fundi 
was  negative.  The  ears,  nose,  and  throat  were 
negative  except  for  pharyngeal  injection.  There 
was  bilateral  cervical  adenopathy  with  small, 
discrete,  nontender  nodes.  The  neck  was  supple, 
and  the  trachea  was  in  the  midline.  The  thorax 
was  symmetric,  with  slight  lag  on  the  left.  No 
rub  was  present.  Examination  of  the  left  lung 
disclosed  normal  resonance  throughout  with 
bronchovesicular  breath  sounds  and  slightly  in- 
creased voice  sounds  at  the  base.  There  were  no 
rales.  The  heart  was  not  enlarged.  Regular 
sinus  rhythm  was  present,  and  the  second  aortic 
sound  was  greater  than  the  second  pulmonic.  A 
loud,  rough  systolic  murmur  was  heard  over  the 
aortic  and  pulmonic  regions.  There  was  a 
questionable,  short,  diastolic  murmur  at  the 
apex.  No  thrill  was  noted.  The  abdomen  was 
soft,  and  no  masses,  viscera,  or  tenderness  were 
palpable.  Examination  of  the  extremities  re- 
vealed numerous  scars  from  intravenous  in- 


jections. No  clubbing,  cyanosis,  or  edema  was 
noted.  The  reflexes  were  physiologic. 

Laboratory  Findings  on  Admission. — The  white 
blood  count  was  12,300  with  83  per  cent  poly- 
morphonuclears,  15  per  cent  lymphocytes,  and 
2 per  cent  monocytes.  The  hemoglobin  was  11.0 
Gm.,  with  a red  blood  count  of  5,000,000.  A 
careful  search  of  the  blood  smear  failed  to  reveal 
any  malarial  organisms.  The  urine  was  of 
amber  color,  with  specific  gravity  of  1.030,  acid 
reaction,  and  a faint  trace  of  albumin  and  sugar; 
microscopic  examination  was  negative.  The 
blood  Wassermann  was  negative  and  the  eryth- 
rocyte sedimentation  rate  was  2 mm.  per  hour. 
A roentgenogram  of  the  chest  revealed  the  heart 
to  be  enlarged  in  the  transverse  diameter,  with 
interstitial  changes  and  fibrosis  at  the  roots  of 
both  lungs.  An  electrocardiogram  revealed  a 
PR  interval  of  0.20  second,  a QRS  of  0.08 
second,  and  elevation  of  R-T  segment  in  lead  2. 
There  was  sinus  rhythm  of  average  rate  and 
activity  suggested. 

Course. — The  patient  ran  a febrile  course,  the 
temperature  ranging  from  normal  to  103  F.  daily, 
with  occasional  spikes  to  104  F.  Repeated 
smears  for  malarial  organisms  were  negative. 
Repeated  urinalyses  were  negative  except  for  a 
faint  trace  of  albumin.  On  May  14,  1943,  the 
eleventh  hospital  day,  blood  culture  was  reported 
positive  for  Streptococcus  viridans.  Subsequent 
cultures  confirmed  this  finding.  On  May  18, 
1943,  the  fifteenth  hospital  day,  it  was  noted  that 
the  systolic  murmur  over  the  precordium  was 
definitely  rougher  in  quality.  A three-day  trial 
of  atabrine  produced  no  response.  The  patient’s 
course  was  steadily  downhill,  and  on  the  twenty- 
first  hospital  day  an  increased  harshness  of  the 
aortic  murmur  as  well  as  pronounced  apical 
systolic  and  diastolic  murmur  were  noted.  At 
this  time  one  observer  thought  the  spleen  was 
palpable.  The  blood  pressure  remained  low. 
Petechiae  never  were  found,  but  a caf6-au-lait 
discoloration  of  the  skin  was  observed  by  one 
examiner  as  developing  some  time  after  ad- 
mission. An  electrocardiogram  taken  on  the 
twenty-first  hospital  day  showed  active  changes 
with  an  increase  of  the  PR  interval  to  0.27 
second,  a decrease  of  the  T waves  in  lead  1,  an 
inverted  T in  lead  4,  and  a marked  incomplete 
auriculo-ventricular  block. 

It  was  decided  to  use  massive  doses  of  chemo- 
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therapy,  but  on  the  morning  of  the  twenty- 
second  hospital  day,  the  patient  developed  a 
sudden  chill,  with  a temperature  rise  to  104.8  F., 
followed  shortly  by  the  development  of  auricular 
fibrillation  with  marked  dyspnea,  cyanosis,  and 
a short  episode  of  generalized  rigidity  followed 
by  tremors  and  facial  twitching.  Respirations 
became  increasingly  rapid  and  shallow,  and  the 
patient  died  three  hours  later,  twenty-four  days 
after  the  onset  of  his  illness. 

Discussion 

Dr.  Max  Trubek:  The  seeming  abrupt  onset 

and  accelerated  course  of  this  patient’s  illness 
places  it  outside  the  category  of  sepsis  lenta,  in 
spite  of  the  findings  of  Str.  viridans  on  repeated 
blood  cultures.  Not  all  drug  addicts  who  come 
with  a febrile  state  have  malaria.  We  have  had 
at  Bellevue  several  such  cases  with  sepsis  and 
endocarditis  where  the  spiking  temperature  and 
splenomegaly  at  first  suggested  the  more  usual 
diagnosis  of  malaria.  The  latter  was  found 
among  the  heroin  addicts  who  used  the  intrave- 
nous route  and  has  been  completely  described  by 
Dr.  Milton  Helpern.  This  patient  had  em- 
ployed the  subcutaneous  route  during  the  past 
eight  months,  which  would  be  an  unlikely  cause 
for  vegetative  endocarditis.  He  may  have  re- 
verted periodically  to  the  intravenous  injections. 
The  distribution  of  the  systolic  murmur  over  the 
precordium  suggests  that  the  aortic  cusps  were 
involved.  The  state  of  the  valve  cusps  at 
autopsy  should  give  us  a better  clue  as  to  the 
duration  of  the  present  illness  and  whether  it 
was  superimposed  on  an  old  inflammatory  or 
congenital  bicuspid  valve.  The  patient  com- 
plained of  pain  over  his  left  chest,  which  appar- 
ently was  not  due  to  pneumonia.  The  aortic 
vegetations  have  a tendency  to  break  through 
to  the  pericardium,  but  no  mention  was  made  of 
a pericardial  rub.  Pericarditis  can  cause  pain 
over  the  precordium.  Death  was  due  seemingly 
to  sepsis  and  to  circulator y collapse.  With  the 
aortic  site  of  the  vegetation,  we  have  the  possi- 
bility of  a coronary  embolism  hastening  death. 
Although  auricular  fibrillation  rarely  precedes 
the  occurrence  of  subacute  bacterial  endocarditis, 
it  may  occur  as  a late  manifestation. 

Major  Louis  F.  Bishop,  U.S.A. : In  this  case 
the  differential  diagnosis  lies  between  subacute 
and  acute  bacterial  endocarditis. 

There  was  no  evidence  that  this  patient  had  an 
endocarditis  for  a long  time.  The  spleen  was  not 
palpable;  there  was  no  anemia,  and  no  embolic 
phenomena  were  noted.  I believe  we  will  find  an 
acute  vegetative  endocarditis.  Although  it  is  un- 
usual for  Str.  viridans  to  be  the  causative  agent,  I 
believe  this  is  an  acute  endocarditis  due  to 
Str.  viridans  superimposed  on  an  old  rheumatic 


heart.  In  the  Army,  we  find  many  apparently 
healthy  young  men  with  aortic  diastolic  mur- 
murs who  never  have  shown  any  symptoms  of 
cardiac  damage  and  whose  hearts  are  not  en- 
larged. It  is  possible  that  they  may  have 
damaged  valves,  and  such  a valve  would  be.  the 
likely  seat  for  subsequent  bacterial  endocarditis. 

Dr.  Harry  A.  Solomon:  This  case  is  pre- 
sented as  acute  bacterial  endocarditis  due  to 
Str.  viridans.  As  in  other  types  of  acute  bac- 
terial endocarditis,  the  positive  blood  culture 
gave  the.  first  indication  of  the  diagnosis  before 
the  characteristic  features  of  the  subacute  type, 
such  as  embolic  phenomena,  had  a chance  to 
develop. 

There  has  been  a tendency  recently  to  con- 
sider the  Str.  viridans  as  a nonpathogenic 
secondary  invader  in  subacute  bacterial  endo- 
carditis, but  even  in  these  fulminating  cases  we 
have  never  been  able  to  demonstrate  a mixed  in- 
fection. 

With  the  predominant  involvement  on  the 
aortic  valve  and  with  symptoms  indicating  rapid 
development  of  heart  failure  and  an  overwhelm- 
ing toxic  state,  one  might  be  justified  in  suggest- 
ing the  possibility  that  the  vegetations  had  ex- 
tended into  the  coronary  vessels. 

Necrosis  of  the  cusps  could  account  for  the 
changing  aortic  murmur,  and  extensive  myo- 
cardial infarction  would  account  for  the  sudden 
heart  failure  and  increased  toxic  state.  These 
serious  developments  of  the  disease  itself  would 
probably  have  been  attributed  to  the  sulfonamide 
effect  if  the  contemplated  therapy  had  been 
carried  out  beforehand. 

Dr.  Trubek:  In  a clinical  case  of  bac- 
terial endocarditis,  the  finding  of  Str.  viridans 
in  the  blood  culture  cannot  be  regarded  as  a so- 
called  secondary  invader.  Such  a phenomenon 
might  occur  during  other  illnesses,  such  as 
typhoid  fever,  where  the  Str.  non-haemolyticus 
may  eventually  invade  the  blood  stream  of  the 
patient,  who  is  debilitated  by  the  primary  major 
illness. 

Dr.  Arnold  Koffler:  There  are  a few  in- 
teresting features  in  this  case  that  I should  like 
to  discuss.  In  the  first  place,  I should  like  to 
point  out  the  similarity  in  symptomatology  be- 
tween subacute  bacterial  endocarditis  and  pul- 
monary tuberculosis.  The  hacking  cough,  spik- 
ing temperature,  weakness,  and  sweating  may 
easily  be  mistaken  for,  or  confused  with,  tuber- 
culosis. The  cough  in  the  early  case  of  endo- 
carditis is  difficult  to  explain,  but  it  has  been 
suggested  that  it  may  be  due  to  enlargement  of 
the  tracheobronchial  glands. 

The  pathology  in  this  case  points  particularly 
to  the  aortic  valve  where  the  commonest  causes 
of  involvement  are  due  to  rheumatic  infection 
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or  congenital  defect.  Either  could  be  the  cause 
here,  for  the  history  in  a morphine  addict  is  apt 
to  be  inaccurate. 

Another  point  I should  like  to  make  is  the  fact 
that  while  inoculation  subcutanesusly  or  intrave- 
nously with  Str.  viridans  is  possible,  it  is  not  too 
likely.  The  organisms  more  apt  to  be  so  injected 
are  the  Staphylococcus,  Str.  haemolyticus,  or 
certain  molds.  While  the  lack  of  emebolic  phe- 
nomna  is  somewhat  against  the  diagnosis  of 
subacute  bacterial  endocarditis,  we  must  re- 
member that  these  phenomena  are  accidents  which 
may  or  may  not  take  place  and  that  they  are 
almost  always  present  when  the  disease  runs  a 
reasonably  lengthy  course,  rather  than  the  rela- 
tively short  one  that  we  have  in  this  instance. 

Dr.  Harold  J.  Livingston:  I saw  this  pa- 
tient shortly  after  admission  and  noted  a dias- 
tolic murmur  at  the  apex.  I thought  the  mur- 
mur to  be  of  rheumatic  origin  with  superimposed 
subacute  bacterial  endocarditis. 

Dr.  Maxwell  L.  Gelfand:  My  impression 
was  also  that  of  an  old  rheumatic  lesion  with 
superimposed  subacute  bacterial  endocarditis. 

Presentation  of  Pathology 

Dr.  Irving  Graef:  At  autopsy,  the  skin 
and  mucous  membranes  were  free  of  petechiae. 
There  was  no  external  edema.  The  tips  of  the 
fingers  were  slightly  enlarged,  suggesting  slight 
clubbing.  The  only  significant  visceral  findings 
concerned  the  heart,  spleen,  and  liver.  The 
pericardial  sac  was  obliterated  by  fine  adhesions 
and  a fibrinous  exudate  that  could  be  readily 
detached.  In  some  places,  there  were  hemor- 
rhagic extravasations  in  the  epicardium,  2 to  3 
mm.  in  diameter. 

The  heart  was  enlarged  and  weighed  700  Gm. 
with  the  aorta  attached.  The  chambers  were  not 
disproportionately  enlarged.  Upon  opening  the 
right  auricle,  a firm  vegetation,  cylindrical  in 
shape  and  measuring  a centimeter  in  height  and 
diameter,  was  found  just  above  the  auricular 
attachment  of  the  septal  leaflet  of  the  tricuspid 
valve.  It  was  dense,  yellowish-red,  and  appeared 
to  be  covered  with  endothelium.  The  endo- 
cardium elsewhere  in  the  right  auricle  and  ven- 
tricle, as  well  as  on  the  tricuspid  and  pulmonic 
leaflets,  was  not  remarkable.  The  left  auricle 
was  free  of  thrombi,  and  the  mitral  valve  and  its 
leaflets  were  unchanged,  except  for  a very  fine 
row  of  glistening  vegetations  (less  than  1 mm.  in 
height  and  thickness)  along  the  contact  margin 
of  the  anterior  leaflet  of  the  valve.  The  leaflets 
were  freely  movable,  otherwise  thin  and  not 
fused  at  their  commissural  junctions.  The 
chordae  tendineae  were  thin,  delicate,  and  dis- 
crete, and  the  papillary  muscle  not  unduly 
hypertrophied  or  scarred. 


The  left  ventricle  was  greatly  dilated,  and  the 
wall  measured  1.6  cm.  in  thickness  near  the  base. 

The  aortic  valve  was  remarkable.  Only  two 
cusps  were  discerned;  one  appeared  to  be  of 
normal  breadth  and  the  other  was  twice  as  wide. 
Their  commissural  junctions  were  slightly  fused 
and  both  leaflets  were  covered  with  partly 
friable,  partly  dense,  reddish-brown  vegetation, 
intimately  attached  to  the  underlying  cusps.  On 
section,  the  substance  of  the  cusps  could  be  dis- 
cerned— fibrosed  and  partly  calcified.  The  re- 
mains of  a raphe  were  evident  midway  between 
the  commissural  attachments  of  the  large  cusp 
but  its  height  could  not  be  determined  because  of 
a large  mycotic  aneurysm  which  encroached 
upon  it  medially  and  posteriorly.  This  aneurysm 
extended  through  the  inter-auricular  septum  and 
furnished  the  base  for  the  polypoid  vegetation 
above  the  tricuspid  valve.  Another  mycotic 
aneurysm  extended  downward  from  the  sinus  of 
Valsalva  into  the  myocardium  of  the  inter- 
ventricular septum  and  to  the  overlying  epi- 
cardium. Where  it  involved  the  myocardium, 
it  contained  friable  muscle  and  necrotic  exudate. 
The  coronary  arteries  were  patent  and  not 
sclerotic.  The  myocardium  on  section  was  firm, 
beefy  red,  and  exhibited  no  scarring. 

The  liver  was  enlarged,  weighing  2,000  Gm. 
On  section  it  presented  a mottled  appearance; 
some  areas  were  lighter  than  others,  and  the 
lobular  markings  seemed  prominent.  The  spleen 
was  enlarged  and  weighed  450  Gm.  It  was 
firm,  and  on  section  it  presented  a reddish-pink 
tinge  with  prominent  corpuscles.  The  red  pulp 
was  dense  and  not  friable.  No  infarcts  were  seen. 

Microscopic  examination  disclosed  no  rheu- 
matic stigmata  in  sections  of  the  left  auricle, 
mitral  cusps,  and  their  attachments,  interven- 
tricular septum  or  papillary  muscles.  There  were 
no  Aschoff  bodies  and  no  perivascular,  endo- 
cardial, or  intrafascicular  scars.  The  section 
including  the  epicardium  disclosed  a diffuse  in- 
flammatory reaction,  with  a slight  purulent  and 
fibrinous  exudate  on  the  surface.  Sections 
through  the  aortic  leaflets  disclosed  a calcified 
fibrous  core  representing  the  remains  of  the  cusps 
covered  by  compressed  layers  of  fibrin,  frag- 
mented leukocytes  including  polynuclear  and 
mononuclear  cells.  Bacterial  colonies  (gram- 
positive cocci)  were  profuse  on  the  surface  of  the 
vegetation,  and  in  some  places  in  the  deeper 
layers  as  well.  There  was  little  evidence  of 
organization  in  the  sample  sections  taken,  but 
in  places  there  was  a considerable  mononuclear 
cellular  response  near  the  vegetation. 

Sections  of  the  liver  disclosed  mild  passive 
congestion  with  dilatation  of  the  central  veins 
and  slight  atrophy,  together  with  fatty  change 
of  the  adjacent  liver  cells.  The  portal  areas 
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were  prominent  because  of  moderate  deposits  of 
fibrous  tissue  and  aggregates  of  lymphocytes. 
None  of  these  deposits  communicated  with  each 
other.  Sections  of  the  spleen  showed  consider- 
able hyperplasia  of  the  red  pulp,  with  increase  in 
mononuclear  and  polynuclear  cells.  The  Mal- 
pighian corpuscles  were  large  but  otherwise  not 
remarkable. 

Sections  of  the  kidneys  disclosed  no  unusual 
changes  and  no  focal  embolic  lesions  were  en- 
countered in  the  glomeruli. 

Postmortem  cultures  of  the  vegetations  on  the 
aortic  valve  yielded  a pure  growth  of  Str.  viri- 
dans. 

Pathologic  Diagnoses 

Subacute  bacterial  endocarditis  (Str.  viridans) 
of  the  bicuspid  aortic  valve  with  extension  via 
the  root  of  the  aorta  to  the  right  auricle  and 
to  the  epicardium. 

Mycotic  aneurysms  of  the  sinuses  of  Valsalva. 
Polypoid  vegetative  endocarditis  of  the  right 
auricle. 

Hypertropy  and  dilatation  of  heart,  chiefly  of  the 
left  ventricle. 

Acute  fibrinopurulent  pericarditis. 

Pulp  hyperplasia  of  spleen. 

Mild  chronic  passive  congestion  of  liver. 

Mild  portal  cirrhosis  of  liver. 

Comments 

This  case  furnished  a number  of  points  for  com- 
ment. The  first  is  the  nature  of  the  underlying 
aortic  lesion  on  which  bacterial  endocarditis 
was  superimposed.  It  was  demonstrated  that 
the  aortic  cusps  had  fibrous  and  calcific  centers 
beneath  the  vegetation,  but  the  process  was  so 
advanced  as  to  preclude  a definite  diagnosis  of  the 
antecedent  status.  The  destruction  of  the 
raphe  behind  the  large  cusp  limited  the  analysis 
in  a similar  way. 

There  are  three  general  categories  of  bicuspid 


aortic  valve  which  are  generally  recognized. 
The  congenital  does  not  seem  to  apply  since  the 
cusps  were  of  unequal  size.  The  rheumatic  type 
in  which  two  cusps  become  fused  as  a result  of 
inflammation  seems  to  be  excluded  because  of 
the  absence  of  rheumatic  stigmata  in  other  parts 
of  the  heart.  The  third  category,  commonly  en- 
countered in  the  form  of  calcareous  disease  of  the 
aortic  valve,  is  of  doubtful  etiology  itself,  with  some 
authorities  insisting  that  it  represents  the  end 
stage  of  old  endocarditis,  whether  rheumatic  or 
of  other  cause.  Others  hold  it  to  be  an  inde- 
pendent degenerative  lesion  of  the  aortic  leaflets 
which  may  lead  to  the  acquired  bicuspid  state  by 
fusion  of  adjacent  heavily  involved  cusps. 

In  the  absence  of  rheumatic  signs  in  other  parts 
of  the  heart,  one  is  tempted  to  place  this  case 
in  the  third  category,  but  since  rheumatic  fever 
occasionally  affects  the  aortic  leaflets  alone  and 
only  a few  blocks  were  taken  from  other  parts  of 
the  heart,  we  cannot  be  dogmatic  about  the  classi- 
fication of  this  heart. 

The  terminal  disturbances  in  electrical  conduc- 
tion may  be  correlated  with  the  strategic  location 
of  the  mycotic  aneurysm  and  its  extension  to  the 
myocardium  and  into  the  auricle  wall.  This 
probably  accounts  for  the  prolonged  auriculo- 
ventricular  conduction  and  the  sudden  develop- 
ment of  auricular  fibrillation.  I suspect  that  the 
sudden  death  accompanied  by  convulsive  move- 
ments may  be  on  the  basis  of  complete  heart 
block. 

Finally,  this  case  illustrates  the  difficulty  of 
correlating  acute  symptoms  in  life  with  pro- 
gressive morphologic  changes  that  may  be  below 
the  level  of  clinical  detection.  The  short  dura- 
tion of  the  patient’s  symptoms  are  out  of  all 
proportion  to  the  obviously  advanced  degenera- 
tive and  mflammatory  changes  in  the  heart. 
While  the  course  was  relatively  acute  clinically, 
the  morphologic  changes  reflect  a much  longer 
process. 


SPECIAL  SCHOOL  TO  STUDY  ALCOHOLISM 

The  first  formal  school  in  the  academic  history  of 
the  United  States  to  study  the  consequences  of 
alcohol  is  being  held  in  a six-week  session  of  a School 
of  Alcohol  Studies  at  Yale  University  this  sum- 
mer. 

Sponsored  by  the  scientists  of  the  Yale  Laboratory 
of  Applied  Physiology,  of  which  Professor  Howard 
W.  Haggard  is  director,  it  has  enrolled  about 
seventy-five  educators,  social  workers,  clergymen, 
and  enforcement  officers. 

“The  prevention  of  alcoholism  and  its  ill  effects 
is  hampered  by  the  lack  of  community  leaders  who 
have  a broad  scientific  understanding  of  the  prob- 


lems of  alcohol,”  the  school  prospectus  said.  “The 
aim  of  the  school  is  to  educate  such  leaders  by  giving 
them  thorough  grounding  in  scientific  knowledge 
about  these  problems.” 

The  School  opened  July  8,  directed  by  Dr.  E.  M. 
Jellinek  of  the  Yale  Laboratory  of  Applied  Psychol- 
ogy, and  will  continue  through  Aug.  18. 

Groups  cooperating  are  the  National  Education 
Association  and  the  Federal  Council  of  Churches  of 
Christ  in  America.  Each  has  agreed  to  assist  in 
the  selection  of  students  for  fellowship  grants  and 
to  interpret  the  purposes  of  the  school  to  the  pro- 
fessional field  in  which  it  operates. 


A BRONCHOSCOPIC  MANIKIN 

Gervais  Ward  McAuliffe,  M.D.,  New  York  City 


THE  USE  of  a laryngoscope,  bronchoscope,  or 
an  esophagoscope  is  a technical  procedure 
which  requires  considerable  skill.  The  compara- 
tive ease  with  which  a larynx  can  be  injured  or  an 
esophagus  perforated  by  an  untrained  operator 
constitutes  the  major  barrier  to  a more  general 
use  of  this  form  of  examination.  Training  in 
the  use  of  these  instruments  should  begin  with  a 
comprehensive  review  of  the  anatomy  of  the 
upper  respiratory  tract.  Emphasis  should  be 
placed  on  the  natural  barriers  or  anatomic  ob- 
structions that  make  examination  of  the  larynx, 
bronchi,  or  the  esophagus  difficult.  The  initial 
training  should  begin  with  a manikin,  the  student 
then  advancing  to  work  on  a cadaver  and  a dog 
before  attempting  to  work  on  the  human  being. 


Upper  end  with  aperture 
to  simulate  the  mouth. 


Sponge  rubber 
pad  suspended 
over  tube  to 
simulate 
epiglottis. 


Rigid 

Rubber  tube  to  simulate 
bronchial  tree. 


Large  sponge  rubber  pad  with 
tv.o  colled  springs  to  simulate 
the  tongue. 


A bronchoscopic  manikin 


Anatomic  Obstructions  in  the  Prone  Position 


Subject 

1.  Tongue:  Convex 

Pressure  down 


2.  Epiglottis:  Elastic  shelf 

Pressure  down 

3.  Glottic  chink:  Elastic 

bands 

Pressure 

lateral 

4.  Bronchi:  Semirigid  tube 

Bend  to  right 
and  left  from 
midlinc 


Manikin 

1.  Large  pad  of  lastex  cover- 

ing two  large  coiled 
springs 

Pressure  down 

2.  Shelf  of  thick  lastex  an- 

chored 

Pressure  down 

3.  Rubber  tube  constricted 

laterally 


4.  Carina  simulated  by  sew- 
ing together  3 rubber 
tubes  of  same  diameter 


We  devised  the  manikin  here  illustrated  in 
order  to  place  particular  emphasis  on  the  main 
anatomic  obstructions  which  have  to  be  over- 
come before  a clear  delineation  of  the  larynx, 
bronchi,  or  esophagus  can  be  obtained  with  a 
laryngoscope,  bronchoscope,  or  an  esophagoscope. 

In  actual  use  the  manikin  has  proved  helpful 
and  it  is  inexpensive  to  assemble. 


Front  view 


Side  view 


Case  Report 


AN  UNUSUAL  CASE  OF  UNDULANT  FEVER  WITH  POSTOPERATIVE  PYREXIA 

Milton  H.  Morris,  M.D.,  Far  Rockaway,  New  York 


Etiologic  Review 

With  the  recognition  of  undulant  fever  by  Mars- 
ton  and  the  description  of  its  causative  agent  by 
Bruce,  the  epidemiology  of  the  disease  has  re- 
quired considerable  investigation  and  study. 

Craig  described  the  first  case  in  the  United  States, 
and  its  endemic  nature  was  recognized  by  Feren- 
baugh,  in  Texas,  who  described  an  epidemic  of  331 
cases.  This  was  followed  by  the  designation  of 
undulant  fever  as  a reportable  disease. 

The  occurrence  of  undulant  fever  among  em- 
ployees of  packing  houses  has  been  described,  but  in  a 
series  of  270  cases  only  4 could  be  traced  to  this 
source.  Over  80  per  cent  of  the  cases  are  associated 
with  the  drinking  of  raw  goat’s  milk.  There  have 
been  cases  described  in  which  other  domestic  ani- 
mals were  the  source  of  infection — namely,  horses, 
mules,  dogs,  rabbits,  and  poultry.  These  animals 
are  not,  however,  the  reservoirs  of  infection  and  are 
not  directly  associated  with  its  spread. 

The  ingestion  of  uncooked  meat,  such  as  liver  and 
sausages,  has  been  described  as  the  cause  of  the 
disease.  The  spread  by  human  carriers  and  by 
patients  with  chronic  brucellosis,  who  are  asympto- 
matic, is  another  way  of  propagating  undulant  fever, 
although  to  a small  degree.  It  is  recognized  that 
10  per  cent  of  the  cases  do  not  have  acute  episodes 
but  complain  only  of  ill  health,  the  cardinal  symp- 
toms of  which  are  weakness  and  low-grade  fever, 
and  present  no  physical  signs  of  the  disease. 

The  occurrence  of  a water-borne  epidemic  among 
laboratory  workers  and  the  personnel,  in  which  80 
cases  occurred,  was  reported  by  Drs.  A.  W.  Newwith, 
T.  M.  Koppa,  and  D.  W.  Gudakunst,  from  Michigan 
State  College.* 

The  disease  can  also  be  contracted  by  handling  dis- 
charges of  the  aborted  fetus  and  its  membranes. 

Experimentally,  the  disease  has  been  transmitted 
to  the  monkey  by  the  bite  of  a mosquito.  This, 
however,  has  not  been  demonstrated  in  man. 

The  most  important  animal  in  the  spread  of  the 
disease  in  man  is  the  goat,  the  primary  host.  It  has 
been  shown  that  man  is  more  susceptible  to  the  or- 
ganism of  the  goat  than  he  is  to  that  of  the  cow  or 
Pig- 

I present  the  following  case  of  undulant  fever, 
occurring  in  an  individual  who  has  never  had  the 
disease  clinically,  and  who,  following  a surgical  pro- 
cedure, developed  the  clinical  disease,  acute  brucel- 
losis, with  confirmatory  laboratory  findings. 

Case  Report 

A 35-year-old  white  man,  a mortician  by  occupa- 
tion, entered  St.  Joseph’s  Hospital,  Far  Rockaway, 
New  York,  for  an  operation  for  inguinal  hernia. 

* Newwith,  A.  W.,  Koppa,  T.  M.,  and  Gudakunst,  D.  W.; 
Am.  J.  Pub.  Health,  29:  739-743  (July)  1939. 


The  hernia  was  repaired  in  the  usual  surgical  manner 
with  no  undue  incidents  during  the  operation.  The 
pathologist’s  report  of  the  hernial  sac  was  that  of 
fibrous  and  fatty  tissue. 

The  patient’s  temperature  was  normal  for  seven 
days,  but  on  the  eighth  day  it  rose  to  104.6  F.  The 
respirations  were  slightly  increased,  and  the  pulse 
rose  to  100.  . The  fever  continued  for  seven  days,  the 
temperature  fluctuating  one  or  two  degrees.  On  the 
fifteenth  day  postoperatively,  the  temperature 
reached  normal  and  remained  normal  for  three  days. 
It  then  rose  gradually  to  104  F.  and  with  fluctua- 
tions remained  elevated  for  five  days,  dropped  to 
normal,  and  remained  so  for  the  duration  of  the  pa- 
tient’s stay  in  the  hospital.  He  was  discharged 
thirty-two  days  postoperatively. 

Clinical  Course. — The  most  important  fact  in  the  * 
history  is  that,  after  questioning,  the  patient  ad- 
mitted drinking  goat’s  milk  about  five  years  before, 
but  at  no  time  during  this  period  was  he  sick  or  did 
he  complain  of  ill  health. 

His  physical  examination  was  negative  except  for 
the  presence  of  a right  inguinal  hernia.  Urine  was 
negative.  A blood  count  was  as  follows:  hemo- 
globin, 9.3  per  cent;  red  blood  count,  4,570,000; 
white  blood  count,  7,308;  polymorphonuclears,  72 
per  cent;  and  lymphocytes,  28  per  cent. 

The  patient  was  well  until  the  eighth  postoperative 
day.  His  temperature  then  reached  104.6  F.,  and 
he  complained  of  a severe  headache.  Surgical  con- 
sultation was  negative.  Physical  examination  was 
negative.  The  wound  was  dressed  and  cleaned, 
and  there  was  a primary  union.  Ear,  nose,  and 
throat  consultation  was  negative.  Urine  was 
negative.  The  diazo  reaction  was  negative.  The 
blood  count:  hemoglobin  86.5  per  cent;  red  blood 

count,  4,470,000;  white  blood  count,  5,900;  poly- 
morphonuclears, 82  per  cent;  lymphocytes,  17 
per  cent;  and  mononuclears,  1 per  cent. 

The  blood  Widal  test  was  negative.  Blood  ag- 
glutination was  negative  for  paratyphoid,  A and 
B;  stool  culture  was  negative  for  typhoid,  paraty- 
phoid, and  dysentery.  Blood  culture  showed  no 
growth  in  ninety-six  hours.  Urine  culture  showed: 
(1)  pseudodiphtheria  and  (2)  gram-negative 
small  ovoid  rods  having  the  morphology  and  cul- 
tural characteristics  of  Br.  melitensis.  The  report 
from  the  Department  of  Health  was  as  follows: 
Brucella  melitensis  agglutinated  in  serum  dilutions 
1:80. 

The  temperature  followed  the  course  that  has  al- 
ready been  described.  An  x-ray  on  the  seventeenth 
postoperative  day  revealed  no  pathology.  On  the 
twentieth  postoperative  day,  the  patient  complained 
of  severe  pain  in  the  right  chest.  Physical  findings 
revealed  some  sonorous  rales  posteriorly  above  the 
fourth  rib  on  the  right  side.  Below  this  area,  breath 
sounds  were  diminished.  The  x-ray  report  showed  a 
marked  thickening  of  the  pleura  and  a trace  of  fluid  in 
the  costophrenic  sulcus.  A few  mottled  shadows  were 
present  in  the  mesial  portion  of  the  left  lower  lobe. 
The  right  dome  of  the  diaphragm  was  obscured  by 
pleuritis. 

On  the  twenty-first  postoperative  day,  the  fol- 
lowing report  of  blood  was  given  by  the  Department 
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gen of  typhoid  1:20  dilution;  negative  for  para- 
typhoid A and  B;  negative  for  Brucella;  negative 
for  typhus.  A routine  urine  examination  was  nega- 
tive. The  blood  count  showed:  hemoglobin,  76.6 

per  cent;  red  blood  count,  3,930,000;  white  blood 
i count,  11,600;  polymorphonuclears,  86  per  cent; 
and  lymphocytes,  14  per  cent. 

On  the  twenty-second  postoperative  day,  the 
patient  developed  a marked  stomatitis.  Smears  for 
Vincent’s  organism  were  negative.  Agglutination 
for  typhus  was  also  negative.  Blood  count:  hemo- 
globin, 80  per  cent;  red  blood  count,  4,310,000; 
white  blood  count,  9,000;  polymorphonuclears,  85 
per  cent;  mononuclears,  1 per  cent;  lymphocytes, 
13  per  cent;  and  Tiirk  cells,  1 per  cent. 

On  the  twenty-third  postoperative  day,  the  tem- 
perature reached  101  F.  and  was  normal  on  the  fol- 
lowing day,  remaining  normal  until  the  patient  was 
discharged  from  the  hospital,  thirty-two  days  after 
the  operation. 

The  chest  cleared,  and  the  stomatitis  subsided. 
The  spleen  was  at  no  time  palpable.  Urine  cul- 


ture from  the  Department  of  Health,  New  York 
City,  was  positive  for  Brucella.  The  only  medica- 
tion given  was  sulfadiazine. 

Comment 

The  patient  became  infected  by  drinking  goat’s 
milk.  His  occupation  as  a mortician,  in  which  he 
handled  bodies,  particularly  Italian  in  nationality, 
must  also  be  given  thought.  An  individual  who  has 
been  infected  with  the  Brucella  organism  may  ap- 
parently be  in  good  health.  The  precipitation  of 
the  symptomatology  of  acute  brucellosis  is  by  a 
surgical  procedure. 

Conclusions 

A case  of  chronic  brucellosis  has  been  presented. 
The  final  diagnosis  of  the  disease  rests  with  the  isola- 
tion of  the  organism.  The  clinical  picture  of  an 
acute  type  can  be  associated  with  a surgical  pro- 
cedure. Brucellosis  must  be  thought  of  in  post- 
operative continued  pyrexia. 


CONSTITUTIONAL  INADEQUACY 

“The  main  trouble  with  many  of  the  patients 
that  I see  every  day  is  that  they  are  always  weak 
and  tired  and  full  of  pains  and  always  getting  sick 
in  one  way  or  another.  Many  have  been  operated 
on  several  times,  but  still  they  aren’t  well  and  they 
cannot  get  about  and  have  fun  as  other  people  do. 

“Again  and  again  these  patients  go  to  some  con- 
sultant or  medical  institution  with  the  idea  that  this 
time  they  will  get  examined  so  thoroughly  that  the 
cause  of  all  their  troubles  will  be  found  and  perhaps 
removed.  Again  and  again  they  get  overhauled, 
and  each  time  the  physician  finds  some  little  ab- 
normality or  physical  peculiarity  which  he  views 
with  alarm  and  treats  for  a while. 

“Commonest  among  the  diagnoses  made  nowa- 
days in  the  hope  of  explaining  the  sufferings  of  these 
people  are  colitis,  spastic  colon,  ptosis,  pelvic  dis- 
ease, adhesions,  chronic  appendicitis,  glandular 
dysfunction,  low  blood  pressure,  mild  Addison’s 
disease,  low  blood  calcium,  brucellosis,  and  chronic 
nervous  exhaustion.  That  in  a given  case  the 
diagnoses  made  in  the  past  were  wrong  and  the 
local  abnormalities  found  were  not  sufficient  to  ex- 
plain the  illness  can  be  seen  from  one  fact  alone, 
and  this  is  that  the  extensive  treatments  carried  out 
and  the  operations  performed  in  an  effort  to  correct 
the  supposed  diseases  did  not  put  an  end  to  the 
symptoms.” 

In  the  above  paragraphs  Alvarez  admirably  and 
succinctly  sums  up  the  problem  of  how  best  to  deal 
with  these  people.  Alvarez  holds  that  it  is  in- 
cumbent upon  the  profession  to  recognize  these  in- 
dividuals promptly,  when  they  first  begin  to  crack 
up,  and  that  “when  we  do  recognize  the  functional 
nature  of  the  syndrome  we  must  not  rest  satisfied 
with  the  diagnosis  of  chronic  nervous  exhaustion, 
as  so  many  of  us  are  now  inclined  to  do,  but  must 
go  on  to  apply  a label — constitutional  inadequacy — 
which  will  keep  reminding  us  that  we  are  dealing 
with  an  inborn  and  essentially  ineradicable  disease.” 


The  Rochester  clinician  believes  that  “whatever 
the  cause  of  this  protean  syndrome  is,  I am  sure  it  is 
not  to  be  found  in  any  disease  in  any  one  organ, 
unless  it  is  the  brain.  Actually,  in  most  cases  I 
feel  sure  the  primary  constitutional  weakness  is  in 
the  nervous  system.”  And  also  that  “the  main 
defect  in  the  inadequate  person  seems  often  to  be  a 
lack  of  that  something  in  the  brain  that  keeps  most 
persons  feeling  well  and  unconcerned  about  health.” 

Alvarez  believes  that  “constitutional  inadequacy 
is  inherited  from  forebears  who  suffered  either  from 
inadequacy,  frailness  of  body,  poor  pituitary  de- 
velopment, or  some  form  of  psychopathy.”  And 
we  are  also  told  that  “treatment  must  consist  mainly 
of  keeping  the  patients  from  doing  foolish  things 
and  wasting  money.  They  must  be  taught,  if 
possible,  to  acquiesce  to  the  situation,  to  stop  hunt- 
ing for  a complete  cure,  to  hoard  their  energies,  and 
to  find  a job  that  can  be  done  without  too  much 
fatigue. 

“In  times  of  war  every  effort  must  be  made  to 
keep  the  constitutionally  inadequate  out  of  the 
Army. 

“All  they  do  is  to  break  down  morale  and  go  on 
the  pension  roll.” 

Though  his  article  is  brief,  the  Rochester  in- 
vestigator has  managed  to  cover  a difficult  subject 
well  and  in  a convincing  manner.  Apparently  the 
constitutionally  inferior  will  be  with  us  for  a long 
time  and  every  practitioner  must  strive  to  recognize 
them  promptly  and  then  endeavor  to  deal  with  them 
in  the  best  possible  manner.  The  recognition  and 
proper  evaluation  of  the  functional  disorders  is  es- 
pecially deficient  in  students,  interns,  and  very 
young  doctors,  though  many  older  physicians  fail 
all  too  often  in  this  respect  also.  Handling  these 
patients  is  apt  to  be  difficult  in  the  extreme  and  calls 
for  much  tact,  sympathy,  and  understanding  as 
well  as  diagnostic  acumen  and  therapeutic  profi- 
ciency.— Editorial,  J.M.A.  State  of  Alabama 


Annual  Meeting 

Medical  Society  of  the  State  of  New  York 

ThOLLOWING  the  president’s  Address,  which  appeared  in  the  June  1 issue  of  the 
Journal,  President  Cottis  introduced  the  guest  speaker  of  the  meeting. 

Address 

Judge  William  H.  Wadhams 


Mr.  President,  Ladies  and  Gentlemen:  Doctors 
of  Medicine  are  the  fighters  of  death  and  the  con- 
servers  of  health.  You  look  into  the  eyes  of  men 
and  women  throughout  this  state,  and  you  learn 
their  innermost  thoughts,  and  you  have  glimpses  into 
their  souls.  You  know  that  these  people  are  deter- 
mined, first,  to  win  the  victory  over  the  enemies  we 
are  now  engaging,  and  then  by  some  method  to  see  to 
it  that  this  fatal  disease,  thus  terrible  calamity  of 
war,  which  from  time  to  time  inflicts  mankind,  shall 
not  continue  in  the  world.  You  work  to  save  lives, 
yet  one  bombardment  of  one  city  by  four-ton  block- 
busters kills  more  people  in  an  instant  than  you 
could  save  in  a hundred  years. 

The  tragedy  is  great.  The  remedy  must  be  se- 
vere, and  it  must  be  applied.  I was  holding  court  in 
New  York,  when  the  messenger  came  in  and  said, 
“Armistice!  Armistice!  Armistice  has  been  signed 
today.”  The  court  adjourned,  and  everyone  rushed 
into  the  streets.  The  war  was  over,  the  killing  was 
finished,  our  boys  were  coming  home,  peace  reigned 
again  in  the  world.  We  formed  a procession.  We 
marched  up  Broadway.  The  people  all  came  out  of 
their  offices,  and  they  fell  into  each  other’s  arms. 
There  was  dancing  and  rejoicing,  for  the  war  to  end 
wars  had  been  won.  It  was  going  to  be  a new  and  a 
better  world,  and  we  were  going  to  have  peace  on 
earth  and  good  will  among  men. 

Some  of  us  had  been  working  on  a proposition  as 
to  how  to  bring  that  about.  We  had  an  organization 
called  “The  League  to  Enforce  Peace.  ’ ’ Ex-President 
Taft  was  its  president  and  Lawrence  Lowell,  of  Har- 
vard, was  the  chairman  of  its  executive  committee. 
We  formed  a committee  to  organize  a plan,  and  we 
drafted  what  we  called  a League  of  Nations.  We 
went  about  talking  about  it.  There  was  a pretty 
general  approval,  and  we  had  a great  dinner  in  Wash- 
ington at  which  the  heads  of  all  the  elements  in  the 
United  States,  the  clergy,  the  leaders  of  industry  and 
of  labor,  the  doctors,  the  lawyers,  the  professions, 
and  all  classes  and  conditions  of  men  were  present. 
This  program  which  we  had  prepared  was  presented 
to  President  Wilson,  and  he  adopted  it,  and  worked 
on  it,  and  took  it  over  to  Paris  with  him.  There  had 
been  some  modifications  in  it;  the  teeth  had  been 
drawn.  I had  the  privilege  of  being  in  the  Clock 
Room  at  the  Quay  d’Orsay  when  he  presented  it  to 
the  Peace  Conference  in  the  form  of  the  Covenant 
of  the  League  of  Nations.  The  delegates  and  the 
ambassadors  could  only  take  in  one  guest  apiece, 
and  I had  the  good  fortune  to  be  taken  by  our  Am- 
bassador as  his  secretary;  so  I clung  to  his  coat- 
tails, and  found  myself  sitting  next  to  Orlando  of 
Italy  on  the  one  hand  and  Jules  Cambon  of  France 
on  the  other. 


As  President  Wilson  arose  slowly  and  solemnly, 
lie  seemed  to  look  into  the  future,  offering  peace  to 
mankind  through  his  League.  There  was  a moment 
when  it  appeared  that  he  was  the  savior  of  men,  for 
all  the  peoples  of  the  world  were  longing  for  peace. 
When  he  had  finished  reading,  there  were  many 
speeches  of  approval.  However,  as  he  sat  down,  af- 
ter reading  the  Covenant,  Clemenceau,  the  lion  of 
France,  who  had  done  such  wonders  in  the  World 
War  but  who  had  no  peace  vision  for  the  future, 
turned  around  and  looked  at  Cambon,  who  was  sit- 
ting beside  me,  and  winked.  That  wink  told  the 
whole  story  of  the  future  of  the  League  of  Nations. 

Having  an  office  abroad,  I had  the  opportunity  to 
follow  the  League’s  course,  and  to  see  its  failure  and 
collapse.  Let  us  hold  an  autopsy.  What  was  the 
cause  of  the  death  of  the  League?  An  autopsy  is 
only  valuable  for  another  patient,  in  case  we  find 
out  how  we  can  apply  the  reasons  of  death  that  we 
have  discovered.  The  cause  of  the  death  of  the 
League  was  that  it  was  not  a people’s  league;  it  was 
a government’s  league.  It  was  a league  of  diplo- 
macy. The  Covenant  was  as  good  an  instrument 
for  the  expression  by  a League  of  Nations  of  the  com- 
mon and  unanimous  will  of  the  governments  of  its 
members  as  could  well  be  drawn,  yet  it  failed. 

Before  we  go  further  and  investigate  what  were 
the  defects  of  its  provisions  and  what  may  be  a cure, 
I wish  to  warn  you  that  the  establishment  of  peace 
is  not  a thing  that  can  be  done  overnight.  First  the 
victory  must  be  won,  and  nothing  must  divert  our 
attention  from  winning  that  victory,  because  until 
the  aggressor  has  been  vanquished  there  can  be  no 
peace.  There  can  be  no  peace  until  we  have  utterly 
routed  a people  who  have  been  educated  to  believe 
that  hate  is  a virtue  and  that  war  is  a normal  condi- 
tion. After  the  victory  we  will  have  to  clear  up  the 
ruins — and  such  ruins  as  have  never  been  contem- 
plated. There  are  no  kitchen  utensils  left  for  the 
women  in  their  kitchens  in  France.  The  leather  has 
been  torn  from  the  chairs,  and  the  sofas,  everything 
that  is  movable,  everything  that  they  can  lay  their 
hands  on,  the  Germans  have  carted  off  to  Germany, 
including  my  library;  and  the  last  I heard  the  Frigi- 
daire  had  also  gone  after  the  library.  Factories 
are  gutted,  the  machinery  is  gone,  and  that  which  is 
there  is  being  used  to  the  utmost  and  will  be  worn 
out  and  valueless.  The  populations  are  being  re- 
moved and  scattered  over  the  face  of  the  globe. 
Children  are  being  sent  apart  from  their  parents  to 
unknown  places,  and  their  names  changed.  The 
mere  work  of  trying  to  gather  together  the  scattered 
remnants  of  what  lives  is  in  itself  a tremendous  task. 
Epidemics  and  starvation  such  as  have  never  been 
known  threaten  the  peoples  of  the  world,  starvation 
that  looks  for  a crumb  of  bread.  The  Germans  have 
not  left  these  countries  yet,  and  I tremble  to  think 
of  what  they  will  do  before  they  leave  them.  Col- 
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laborationists  saved  Paris,  but  who  knows  what  will 
happen  to  Paris  and  all  the  other  occupied  places 
I before  the  enemy  leaves? 

Restoration  is  the  first  work  before  anything  else 
I can  be  set  up.  Industry  must  be  started,  trade  be- 
gun again,  and  transportation  put  in  order.  Em- 
I ployment  must  be  found.  We  will  have  to  do  a large 
part  of  that  unless  we  want  to  live  in  a world  of 
corpses. 

Then  after  that,  what?  After  that,  the  beginning 
of  cooperation.  Cooperation  will  form  itself  by 
reason  of  necessity.  The  victorious  nations  will 
have  to  establish  and  maintain  order  in  the  world  by 
reason  of  the  conditions  which  will  confront  them. 
That  cooperation  will  lead  to  something  else.  It  will 
finally  gather  together  the  nucleus  of  a new  order  to 
maintain  the  peace  which  has  been  won. 

And  now  I speak  of  what  is  very,  very  dominant 
and  very  important  to  you  all  and  to  all  the  people 
who  want  peace.  I have  read  all  the  speeches;  I 
have  read  Vice-President  Wallace’s  speeches;  I 
have  read  Mr.  Willkie’s  speeches;  I have  examined 
the  reports  of  groups  which  are  studying  the  new 
world  organization,  and  I do  not  find  in  them  an 
examination  of  the  cause  for  the  failure  of  the  League 
of  Nations. 

It  would  seem  reasonable,  would  it  not,  that  when 
we  have  had  examples  before  us  of  efforts  to  maintain 
peace  and  to  organize  states  in  combination,  that 
we  should  examine  those  organizations  to  find  out 
why  they  fail,  and  then,  having  found  out  why  they 
have  failed,  to  see  if  we  can  apply  a cure  that  will 
make  them  work? 

They  say — and  I speak  of  the  scoffers,  and  the 
timid,  and  the  unbelievers,  and  the  doubters — 
“How  can  it  ever  work?  How  can  any  world  organi- 
zation ever  work  in  view  of  human  frailties,  of  the 
competition  and  jealousies  of  nations,  of  the  inimical 
force  of  politics,  and  of  the  ambitions  of  rulers  and 
of  politicians?  How  can  it  ever  be  made  to  work?” 

If  those  who  establish  the  postwar  organization 
follow  the  old  League  lines,  if  they  follow  the  old 
methods  of  attempted  national  cooperation,  if  they 
follow  the  plans  that  seem  to  be  now  in  contempla- 
tion, they  are  bound  to  fail — and  that  in  a very  short 
time.  The  reason  they  are  bound  to  fail  is  because 
of  the  very  structure  of  such  combinations  of  states 
or  nations.  Let  us  examine  two  examples. 

We  had  in  this  country  a United  States  of  America 
before  our  own  was  organized.  It  was  called  “the 
Confederation.”  It  was  composed,  as  you  know,  of 
the  Thirteen  Colonies.  They  were  combined  in  a 
League,  in  a United  States,  but  they  lasted  only 
eight  years.  Why  did  they  fail? 

It  was  interesting  to  me,  having  worked  on  this 
problem  on  my  own  account,  to  find  that  I had  sup- 
port in  very  high  quarters;  and  that  support  comes 
from  Alexander  Hamilton.  Hamilton  told  the  colo- 
nies why  they  failed,  and  what  the  cure  was.  It  was 
not  a people’s  league;  it  was  a league  of  states. 
This  is  what  Hamilton  had  to  say  on  the  subject: 
“The  great  and  radical  vice  in  the  construction  of 
the  existing  Confederation  is  the  principle  of  legisla- 
tion for  states  or  governments  in  their  corporate  or 
collective  capacity  as  contradistinguished  from  the 
individuals  of  which  they  consist.”  This  was  the  de- 
fect, and  in  the  Constitutional  Convention  they  found 
the  cure  and  formed  a more  perfect  union. 

If  you  smuggled  something  into  the  Port  of  New 
York  under  this  new  and  better  union  that  was 
formed,  and  should  say  to  the  customs  officers,  “I 
am  a resident  of  the  State  of  Massachusetts.  I 
appeal  to  theJState  of  Massachusetts,”  it  would  not 


do  you  any  good.  Why?  Because  the  twenty 
powers  given  to  the  Central  government  of  the 
United  States  are  controls  over  individuals.  You, 
as  an  individual,  are  brought  up  before  the  court,  not 
as  a member  of  a state.  The  government  deals  di- 
rectly with  you  as  an  individual.  When  the  consti- 
tution of  the  United  States  was  established  it  did  not 
say,  “We,  the  thirteen  colonies,”  or  “We,  the  thir- 
teen states,”  or  “We,  the  thirteen  nations.”  No,  it 
proclaimed,  “We,  the  People.”  We,  the  People,  have 
organized  this  government  to  establish  justice.  And 
so  it  must  be  with  any  league  of  nations  if  it  is  to  en- 
dure. 

We  are  held  together  here  by  what  I call  an  im- 
personal concept:  our  love  of  justice  and  our  love 
of  freedom,  which  thrills  in  every  American  heart. 
You  have  an  impersonal  concept  in  your  Medical 
Society  that  binds  you  together  in  unity:  your  in- 
dividual obligation  to  the  whole,  as  individuals. 
If  you  are  going  to  have  peace  in  the  world,  you 
must  have  an  organization  or  a government  of 
peoples  having  in  their  hearts  the  concept,  “We 
will  no  longer  submit  to  being  destroyed  by  war. 
We  will  set  up  a body  of  law  which  will  say  ‘This 
thou  shalt  not  do  because  it  leads  to  war,’  ” and  so 
we  pass  from  the  field  of  diplomacy  into  the  sphere 
of  law,  and  have  a hope  for  life. 

The  League  had  its  chance  and  what  happened? 
The  first  opportunity  was  with  Manchuria  and  Ja- 
pan. Japan  marched  into  that  country  without  any 
just  reason,  yet  the  League  did  not  even  attempt  to 
apply  sanctions.  Nations  could  not  agree  just  as 
the  colonies  could  not  agree.  They  had  been  brought 
to  disaster  because  each  colony  was  first  for  itself 
and  the  devil  take  the  hindmost. 

Then  came  Italy  and  Abyssinia.  Now  the  theory 
of  the  League  was  plain  enough.  These  sanctions 
were:  First,  sever  all  diplomatic  relations;  second, 
sever  all  commercial  relations;  these  would  bring 
any  country  to  its  knees  at  once. 

What  happened?  The  traitor,  Laval,  went  to 
Italy,  and  he  came  back  with  a formula,  “easy  sanc- 
tions gradually  applied.”  That  suited  many  inter- 
ests in  several  countries,  and  they  went  on  selling  to 
Italy  what  she  needed.  Although  we  were  not  a 
member  of  the  League,  we  could  have  done  some- 
thing, but  we  kept  on  selling  them  oil.  The  Itali- 
ans went  over  to  Africa,  and  they  did  not  have  a war; 
they  just  burned  up  the  poor  Abyssinians  with  their 
poison  gas,  and  charred  corpses  were  strewn  over  the 
desert,  while  the  peoples  of  the  world  said,  “The 
League  has  lost  its  authority!  Are  these  traitors 
more  important  than  this  organization  which  we 
have  set  up  to  maintain  peace  in  the  world?  Are 
these  traitors  going  to  abandon  the  effort  until  war 
is  upon  us  again?”  Well,  the  war  is  again  upon  us, 
and  here  we  are  in  the  midst  of  it. 

It  is  said  that  if  the  United  States  had  gone  into 
the  League  this  would  not  have  happened.  We  could 
have  taken  part  without  being  in  it;  and  it  did  hap- 
pen. Is  our  government  so  superior?  Are  our  rep- 
resentatives so  exalted  in  their  ideas  and  their  ethics? 
Are  we  so  willing  to  make  sacrifices  for  the  common 
good  and  peace  of  the  world? 

It  is  said  that  if  the  League  had  had  teeth  it  would 
have  succeeded.  Let  me  tell  you  what  happened. 
The  League  would  not  even  apply  the  commercial 
sanctions  which  were  provided.  Do  you  think  they 
would  have  applied  military  sanctions,  which  is 
what  “teeth”  means?  If  they  had  been  there,  would 
they  have  gone  to  war  with  Italy  when  they  would 
not  stop  trading  with  her?  Certainly  not.  This 
claim  that  if  they  had  had  teeth  in  the  League  it 
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would  have  succeeded  is  sheer  nonsense.  There  is 
something  much  more  serious  the  matter  with  the 
League  than  that.  It  is  the  basic  principle  of  such 
an  organization  that  counts.  There  was  a funda- 
mental defect  in  the  League’s  structure. 

You  can  examine  all  the  national  and  international 
combines,  and  you  will  find  that  if  this  defect  is 
present,  they,  all  of  them,  fail;  and  when  it  is  not 
present,  they  succeed.  That  is  why  all  the  leagues 
that  have  been  formed  upon  the  personal  obligation 
principle,  dealing  directly  with  the  individual,  have 
succeeded,  and  when  they  rely  upon  nation  dealing 
with  nation  they  do  not  succeed. 

And  why  not?  It  is  because  of  the  virtue  of  na- 
tions. I repeat — the  virtue  of  nations.  A nation 
has  been  a very  useful  thing  in  the  organization  of 
mankind,  but  what  is  the  duty  of  those  in  charge  of 
a nation?  To  make  the  nation  the  most  powerful, 
the  richest,  and  the  greatest  country  in  the  world. 
We  hear  a lot  of  that  here.  We  enjoy  waving  the 
flag  and  letting  the  eagle  scream.  The  duty  of 
those  in  charge  of  a nation  is  to  protect  and  promote 
the  interests  of  its  individuals.  Very  good!  That 
is  a very  noble  virtue,  yet  in  the  hands  of  foreign 
offices,  state  departments,  and  government  agencies 
it  immediately  blocks  any  cooperation  by  a league 
because  all  the  others  are  thinking  the  same  thing. 
They  are  thus  bound  to  come  into  conflict,  and  it  is 
impossible  for  them  in  the  nature  of  things  to  agree. 
History  proves  it.  Legislation  by  a league  is  merely 
a proposal.  It  has  to  go  back  to  the  nations  that 
form  the  league,  and  then  in  order  to  get  it  adopted 
you  have  to  persuade  them.  You  have  to  persuade 
them  through  diplomatic  channels.  The  proposal 
is  referred  through  its  foreign  office  to  a careful  exec- 
utive and  to  a jealous  legislative  body  and  to  a de- 
bating committee,  and  in  the  meantime  the  aggres- 
sion goes  on,  and  the  countries  take  sides,  and  the 
war  proceeds.  This  is  the  inevitable  result  of  the 
formation  of  a league  along  the  old  lines.  It  does  not 
deal  directly  with  the  individual;  it  deals  only  with 
governments.  Governments  need  take  no  affirma- 
tive act  to  defeat  the  league  plan.  All  they  have  to 
do  is  to  sit  down  and  do  nothing,  or,  as  in  the  case  of 
Italy,  present  an  evasive  plan. 

When  you  consider  what  is  at  stake  you  will  re- 
alize the  importance  of  a proper  foundation  for  any 
new  order.  How  are  they  going  about  it  now?  Are 
thev  going  along  the  old  league  lines  that  always 
fail?  How  are  they  thinking  now?  The  old  League 
had  a general  mandate  to  maintain  peace  based 
upon  treaties  between  the  nations. 

The  new  league,  whatever  it  is,  will  have  definite 
and  limited  powers  enforceable  by  law.  What  will 
those  powers  have  to  be?  We  have  heard  about  the 
Four  Freedoms.  We  know  that  the  Four  Freedoms 
are  a glorious  thing  to  have.  Are  you  going  to  rely 
upon  moral  suasion  to  get  them?  If  so,  you  will  join 
the  ranks  of  the  wishful  thinkers  who  are  expecting 
by  their  wishfulness  to  obtain  peace  in  the  world. 
Tf  you  don’t  get  them  by  moral  suasion,  are  you  go- 
ing to  get  them  by  treaties,  pacts,  agreements  among 
nations?  The  mere  mention  of  the  Kellogg  Pacts 
raises  hilarious  and  bitter  laughter!  War  was  ban- 
ished by  those  pacts.  Who  forgot  that?  Are  you 
going  to  rely  upon  balances  of  power?  The  trouble 
with  power  is  that  it  does  not  remain  balanced.  The 
very  conception  of  a balance  of  power  is  the  an- 
tithesis of  peace  for  the  reason  that  by  balancing 
power  you  are  building  up  strength  just  as  the  Ger- 
man strength  was  built  up  to  balance  power  in  Eu- 
rope, and  when  one  of  the  parties  obtains  the  upper 
hand,  and  the  government  is  in  the  hands  of  ruthless, 


and  determined,  and  ambitious  leaders,  your  bal- 
ance of  power  leads  inevitably  to  war. 

A league  has  to  act  through  persuasion,  and  how 
are  you  going  to  do  the  persuading?  A country’s 
agents,  of  whatever  party  or  whoever  they  are,  who 
undertake  to  carry  out  a resolution  of  a league  which 
is  apparently  a disadvantage — a temporary  disad- 
vantage— to  their  country,  w ould  have  no  chance  of 
success.  A jingo  press  would  make  it  immediately 
perfectly  clear  to  everyone  that  it  would  be  an  out- 
rage for  the  nation  to  go  forward  along  the  lines  of 
the  league’s  resolution.  It  would  be  easy  to  create  a 
national  clamor,  a national  demand  to  break  away 
from  the  league.  That  is  what  Lord  Bryce  pointed 
out.  He  said,  “There  are  two  kinds  of  leagues.” 
One  is  “A  league  in  which  a number  of  political 
bodies,  be  they  monarchies  or  republics,  are  bound 
together  so  as  to  constitute  for  certain  purposes,  and 
especially  for  the  purpose  of  common  defense,  a 
single  body.  The  members  of  such  a composite  body 
or  League  are  not  individual  men  but  communities. 
It  exists  only  as  an  aggregate  of  communities  and 
will  therefore  vanish  as  soon  as  the  communities 
which  compose  it  separate  themselves  from  one  an- 
other. Moreover,  it  deals  with  and  acts  upon  these 
communities  only.  With  the  individual  it  has  noth- 
ing to  do.” 

Such  is  the  structure  of  leagues  which,  like  the 
League  of  Nations,  fail  to  maintain  peace.  As  Lord 
Bryce  says,  they  vanish.  The  second  form  of  leagues, 
those  which  succeed,  is  a union  of  the  people  of  na- 
tions which  compose  it.  It  does  not  deal  through 
the  government  of  those  nations,  but  directly  with 
their  citizens,  demanding  individual  obedience  to 
its  laws. 

There  is  no  use  in  blinding  our  eyes  to  the  situa- 
tion. It  is  not  that  I am  condemning  governments 
or  their  agents.  They  do  the  best  they  can  even 
when  they  are  in  the  hands  of  devious  politicians  and 
ambitious  men.  They  do  the  best  they  can,  and  it  is 
human  nature  that  they  should,  because  otherwise 
they  would  not  remain  in  office;  they  cannot  resist 
organized  pressure  and  the  people  are  unorganized. 
The  people  cannot  express  themselves  sufficiently 
clearly,  promptly,  and  energetically  enough  to  pre- 
vent the  acts  which  produce  wars.  We  did  not  want 
this  war.  We  did  not  cause  it.  We  did  not  enter 
upon  it  because  we  were  after  anything  in  the  world. 
We  had  to  go  into  it  to  defend  ourselves.  We  know 
that.  But  we  are  looking  forward  to  other  aggres- 
sors in  the  future  who,  like  this  arch  fiend  of  hell, 
may  put  all  the  world  into  the  devouring  jaws  of 
death.  We  have  the  power  to  prevent  it,  but  only 
if  you  really  want  to  prevent  war.  Are  you  really 
enthusiastic  enough  for  freedom?  We  give  our 
money,  we  give  our  sons,  we  give  our  people,  we 
give  everything  for  war;  but  what  are  we  willing  to 
give  for  peace?  How  much  peace  could  we  have 
bought  with  what  we  have  expended?  What  years 
of  millennium  could  have  been  purchased  with  this 
enormous  waste  of  billions  of  dollars  and  millions  of 
men? 

Do  we  really  want  peace?  Then  organize  for  it. 
We,  the  people,  we  insist  upon  a government  of  law; 
we  insist  upon  establishing  a league  that  will  assure 
us  the  Four  Freedoms  by  giving  it  the  necessary 
power  over  individual  violations  of  its  laws.  I have 
not  the  time  to  discuss  these  laws  with  you.  How- 
ever, I will  mention  some  examples.  One  of  them 
concerns  freedom  from  fear.  We  all  live  in  fear.  W e 
don’t  know  when  a bomb  is  coming  here.  Those 
who  live  in  the  war-stricken  areas  are  momentarily 
in  fear  of  bombs  that  may  be  dropped  from  the  skies, 
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or,  if  sailing  on  the  sea,  in  fear  that  the  unseen  sub- 
marine may  destroy  them.  All  the  peoples  long  for 
freedom  from  fear,  freedom  from  the  fear  of  the  mon- 
sters of  the  world,  freedom  from  fear  of  the  educa- 
tion of  hate  and  war. 

How  are  we  going  to  stop  this  insane  horror?  By 
control  of  those  who  make  the  wars;  by  control  of 
those  who  make  the  machinery  of  war.  Everybody 
is  agreed  that  we  must  stop  this  business  of  building 
these  terrible  instruments  of  destruction.  But 
don’t  think  we  can  stop  it  by  acting  through  govern- 
ments. History  shows  we  cannot.  But  we  can  stop 
it  by  acting  through  law.  Let  me  give  you  an  ex- 
ample. 

Supposing  at  some  future  time  some  future  Mr. 
Goering  started  manufacturing  arms  and  that  it  is 
against  the  law  of  nations  for  anyone  to  manufacture 
arms  unless  he  has  a licen.  e from  the  League  cre- 
ated to  see  to  it  that  the  people  shall  have  peace. 
Under  the  old  league  form,  the  Council  of  the  League 
would  pass  a resolution,  and  through  its  diplomatic 
channels  would  address  the  government  in  which 
Mr.  Goering  lived.  That  Government  would  say, 
“Thank  you  very  much!  We  will  make  an  investi- 
gation.” Perhaps  weeks,  or  more  likely,  months 
later,  would  come  a reply  to  the  League,  “We  have 
investigated  this  matter  very  carefully,  and  we  re- 
gret to  say  we  find  a grievous  error  has  been  commit- 
ted. Mr.  Goering  is  not  manufacturing  arms;  he  is 
manufacturing  agricultural  machinery.” 

What  are  we  going  to  do  about  it?  If  we  reject 
the  reply  of  the  government  in  which  Mr.  Goering 
lives,  we  are  attacking  his  nation.  We  are  promot- 
ing a crisis,  which,  if  Mr.  Goering  persists,  can  only 
be  overcome  by  force;  and  that  means  war. 

What  is  the  other  alternative?  The  other  alterna- 
tive is  to  do  what  they  did  in  the  case  of  Italy: 
Swallow  our  pride,  forget  it,  let  Mr.  Goering  go  on 
manufacturing  arms  and  build  up  his  war  ma- 
chinery, as  well  as  other  Mr.  Goerings,  until  again 
the  flame  of  war  bursts  upon  the  world;  and  so  our 
league  has  also  failed,  whichever  course  it  pursues. 

Now  supposing  you  had  a real  people’s  govern- 
ment, a League  which  pursuant  to  law  had  power  to 
arrest  individuals  who  violated  its  laws.  The  mili- 
tary police  would  swoop  down  in  an  airplane,  arrest 
Mr.  Goering,  and  take  him  to  the  nearest  court, 
where  he  would  be  tried.  It  would  be  his  offense, 
not  the  offense  of  the  country  in  which  he  lives. 
Such  a League  deals  directly  with  the  individual,  the 
individual  who  is  stopped  from  doing  the  forbidden 
act.  All  acts  of  government,  or  of  corporations,  or  of 
companies  are  performed  by  individuals.  That  is 
the  way  we  stop  crimes  in  the  United  States.  As 
you  know,  there  are  only  about  twenty  powers  that 
by  the  Federal  Constitution  are  given  to  the  Federal 
Government,  and  they  are  all  to  prevent  disobedience 
by  individuals.  To  obtain  freedom  from  fear  we 
must  stop  armaments.  We  never  will  stop  the  pro- 
duction of  armaments  by  nations  through  treaties, 
pacts,  or  agreements,  or  through  any  league  based 
upon  such  foundations:  but  we  can  stop  such  pro- 
duction immediately,  by  League  action  against  the 
individual. 

That  will  give  us  freedom  from  fear.  And  now 
we  come  to  freedom  from  want.  I am  reminded  of 
something  that  concerned  this  City  of  Buffalo.  At 
one  time  I was  counsel  for  the  New  York  Produce 
Exchange.  We  looked  upon  the  Great  Lakes,  and 
found  no  boats  were  moving  on  them.  The  Great 
Lakes  had  dried  up.  And  why?  Because  the  rail- 
roads had  made  the  freight  rate  from  the  foot  of  the 
Lakes,  from  Buffalo  and  Erie  to  Boston,  New  York, 


and  Philadelphia  so  high  that  they  had  forced  all 
freight  to  come  all  rail  from  the  West,  thereby  de- 
priving the  shipper  of  cheap  transportation  on  the 
Lakes.  I went  before  the  Interstate  Commerce 
Commission  and  presented  the  case,  and  they 
changed  the  rate  and  made  it  a reasonable  rate  from 
the  foot  of  the  Great  Lakes  to  the  Atlantic  Seaboard, 
and  the  boats  began  to  move  again  on  the  Great 
Lakes.  To  do  that,  I did  not  bring  in  the  State  of 
Illinois,  I did  not  bring  in  the  State  of  New  York,  or 
the  State  of  Ohio,  or  the  State  of  Massachusetts. 
No,  I brought  in  the  railroads;  the  individuals  had 
to  obey  the  order  of  the  court. 

To  ensure  freedom  from  want,  control  transporta- 
tion and  trade  so  that  the  raw  materials  may  go 
where  they  are  absolutely  needed,  and  so  that  there 
may  not  be  great  congestions  of  produce  burned  up 
in  one  spot  while  people  are  starving  in  other  places; 
prevent  the  suffering  and  distress  that  cause  new 
wars;  bring  the  steamship  companies  into  court. 
We  will  never  obtain  freedom  from  want  by  relying 
upon  the  voluntary  actions  of  national  governments. 

Freedom  of  the  press  and  the  freedom  of  speech 
may  be  protected  in  the  same  way  by  requiring  in- 
dividual obedience  to  protecting  laws.  Any  man 
who  is  oppressed  ought  to  have  a chance  to  be 
heard.  At  present  there  is  no  international  court 
where  he  may  apply  for  protection.  There  was  no 
international  bill  of  rights. 

As  nearly  as  we  have  come  to  it  so  far,  the  Four 
Freedoms  and  those  expressed  in  the  Atlantic 
Charter  are  a draft  of  the  bill  of  rights.  That  is 
what  the  people  are  longing  for  because  it  contains 
in  it  the  rights  that  man  must  have  if  he  is  to  enjoy 
peace  and  freedom.  Therefore,  it  is  our  obligation 
to  see  to  it  that  this  is  a government  of  the  peoples 
with  responsibility  of  the  people  to  obey.  We  made 
this  government  a government  of  laws,  and  not  of 
men.  That  has  been  the  trouble  with  France.  France 
collapsed  because  it  has  been  a government  of  men. 
They  followed  their  leaders  in  the  French  Revolu- 
tion. Then  they  followed  the  glory  of  Napoleon. 
Now  some  of  them  followed  Vichy  and  its  leaders. 
They  were  divided  into  factions,  and  they  were 
working  for  one  purpose — for  themselves,  not  for 
France.  They  had  no  moral  force  to  hold  them  to- 
gether. The  motto  of  the  French  Government, 
“Liberty,  Equality  and  Fraternity,”  was  mere 
words,  a slogan.  No,  there  was  no  unity  in  France; 
and  if  we  are  going  to  have  peace  in  the  world  we 
have  got  to  have  unity  in  our  people,  a unity  insist- 
ing that  the  people  obtain  a real  organization  of  law 
to  maintain  peace. 

Listen  and  watch.  Listen  to  the  speeches.  Watch 
the  proposals.  See  what  speakers  are  talking 
about — whether  they  are  talking  about  boundaries, 
or  about  big  and  little  countries,  or  about  forms  of 
government,  or  about  regional  groupings.  If  vou 
have  a law  of  nations,  it  does  not  make  any  differ- 
ence whether  you  live  this  side  or  the  other  side  of  a 
boundary;  you  are  bound  to  obey  the  law.  The 
boundary  line  is  no  obstacle  to  putting  in  such  a plan. 
There  is  no  objection  to  regional  groupings,  Pan- 
American  Unions,  the  Danubian  Union,  or  even  a 
United  States  of  Europe,  providing  all  the  citizens, 
the  nations  of  such  unions,  are  also  bound  to  obey 
the  Law  of  Nations  to  preserve  peace.  It  does  not 
make  so  much  difference  what  the  form  of  the  gov- 
ernment of  each  nation  is,  much  as  we  would  like  to 
promote  the  democratic  idea.  Whether  you  are 
living  under  the  Common  Law  of  England  in  Mas- 
sachusetts or  under  the  Code  Napoleon  in  Louisiana, 
it  makes  no  difference;  you  are  bound  by  that  cen- 
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tral  law  just  the  same,  and  the  size  of  the  state  has 
nothing  to  do  with  it.  If  you  are  a citizen  of  Dela- 
ware or  of  Texas,  you  have  the  same  obligation  to 
obey  the  central  law.  The  local  law  of  the  states 
and  the  size  of  states  are  no  obstacles.  Forms  of 

fovernment  are  no  obstacle.  If  you  are  a subject  of 
lis  Majesty  the  King  Emperor,  or  if  you  are  a citi- 
zen of  the  Soviet  Union,  or  of  the  United  States  of 
America,  you  are  equally  bound  as  an  individual  to 
obey  the  Law  of  Nations.  I believe  the  Russians 
would  be  for  it;  they  want  peace;  after  this  war 
they  want  a law  that  will  say  a man  cannot  do  this 
if  it  is  going  to  interfere  with  the  peace  of  the  world. 
You  can  agree  upon  this  fundamental:  that  every 
individual,  no  matter  where  he  lives,  has  got  to 
obey  the  Law  of  Nations  and  not  do  those  things 
which  make  for  war.  So  I draw  to  a conclusion  and 
say,  we,  the  people,  shall  insist  upon  a Law  of  Na- 


tions, which  each  one  of  us  will  uphold  and  will 
obey;  otherwise  I see  the  hordes  of  Genghis  Khan 
sweeping  the  world,  rushing  from  Asia  over  Europe; 
I see  the  thousands  of  horsemen  of  the  Huns  de- 
stroying civilization  again;  and  I see  the  most  ter- 
rible of  all  these  calamities,  the  burying  of  all  that 
is  precious  in  dust  and  ashes. 

Liberty-loving  men,  freedom-loving  men,  watch 
what  is  being  done.  If  they  are  talking  in  the  terms 
of  sanctions  by  nations  against  nations,  sanctions 
imposed  to  maintain  world  order  in  the  future,  if 
they  are  talking  of  pacts  and  treaties,  they  are  talk- 
ing in  terms  of  failure.  Such  methods  failed  before 
and  will  fail  again;  so  let  us  as  the  people  insist  not 
upon  dreams  but  upon  the  will  to  live  in  peace  es- 
tablished by  law  so  that  at  last  mankind  may  rise  to 
its  destiny. 


COLD  IS  LATEST  BOON  TO  MEDICINE 
Anesthesia  by  refrigeration  is  making  possible 
the  development  of  a new  shockless,  drugless,  al- 
most bloodless  surgery,  Barclay  Moon  Newman, 
Lieutenant,  USNR,  says  in  Hygeia,  The  Health 
Magazine. 

“Only  a few  years  ago  doctors  would  have  agreed 
that  death  was  sure  to  follow  if  the  body  tempera- 
ture went  down  much  below  95  degrees.  Today 
this  belief  has  been  exploded,”  he  explains.  “More 
than  that — man’s  ancient  enemy,  cold,  is  the  chief 
tool  in  a number  of  interesting  new  technics.  One 
of  them  is  shockless,  drugless,  almost  bloodless 
surgery.  Another  is  a great  boon  to  shipwrecked 
seaman.  Yet  another  suggests  that  human  biology 
can  bid  time  stand  still.” 

In  several  amputations  in  which  it  has  been 
successfully  employed  as  an  anesthetic,  Lieutenant 
Newman  observes,  “the  basic  reason  for  the  effective 
help  given  by  ice  is  very  simple : Cold  slows  down  all 

the  processes  of  life 

“In  any  operation,  the  shock  produced  by  the 
body’s  own  poisons  is  one  of  the  chief  dangers. 
When  a part  of  the  body  is  thoroughly  chilled,  it 
produces  fewer  of  the  poisons  that  need  to  be  thrown 
off.  Not  only  are  the  nerves  numbed — which  happens 
when  an  anesthetic  like  ether  is  used — but  all  the 
flesh  surrounding  the  nerves  is  numbed  and  in- 
hibited as  well.  Ice  surgery  not  only  dulls  the 
nerves  that  carry  the  bad  news;  by  slowing  down 
the  chemical  chain  of  events  it  prevents  some  of 
the  bad  news  from  occurring  at  all.  And  as  bacteria 
also  are  living  creatures,  cold  inhibits  their  growth 

and  spread  through  an  infected  wound ” 

About  one  hundred  and  fifty  years  ago  experi- 
ments were  conducted  with  cold  by  Dr.  James 
Currie,  of  Liverpool,  England.  One  of  Napoleon’s 
surgeons  during  the  retreat  from  Moscow  noticed 
that  intense  cold  made  amputations  almost  pain- 
less. For  the  past  hundred  years  or  so  not  much 
was  done  in  this  line,  the  lieutenant  observes,  “until 
1938,  when  Dr.  Temple  Fay  and  his  associates  at 
Temple  University,  Philadelphia,  showed  how  much 
more  cold  the  human  body  can  stand  than  was 
thought  possible.  Dr.  Fay  felt  that  his  attempts 
to  slow  the  growth  of  cancer  cells  by  localized  icing 


were  promising  enough  for  an  experiment  in  cooling 

down  the  whole  body As  far  as  curing  cancer 

is  concerned,  this  semihibernation,  or  hypothermia, 
as  physicians  prefer  to  call  it,  has  been  a failure. 
But  Dr.  Fay  took  a bold  step  into  the  unknown  and 
worked  out  a technic  with  which  others  may  find 
the  answer  to  many  stubborn  riddles. 

‘Meanwhile  Dr.  Frederick  M.  Allen,  of  New  York, 
had  been  following  another  trail  into  the  unknown. 
His  experimental  work  had  taught  him  the  profound 
chemical  why’s  and  wherefore’s  of  the  rule  pounded 
into  every  first-aider:  loosen  a tourniquet  fre- 
quently. In  hundreds  of  laboratory  animals  he 
had  seen  how  the  release  of  a tourniquet,  if  held  tight 
too  long,  also  releases  poisons  that  produce  shock 
and  death.  He  had  observed  that  the  degree  of 
shock  could  be  controlled  by  changing  the  tempera- 
ture of  the  bound  limb.  The  lower  the  tempera- 
ture, the  lower  burned  the  fires  of  life’s  chemistry. 
Therefore  fewer  waste  products  were  piling  up 
behind  the  dam  of  the  tourniquet,  demanding  to  be 
removed.” 

The  boon  of  hypothermia  to  shipwrecked  seamen 
involves  its  use  in  the  treatment  of  what  is  known  as 
“immersion  foot,”  which  results  from  the  immersion 
of  a foot  in  very  cold  water  for  long  periods  of  time, 
as  frequently  occurs  among  sailors  whose  ships  have 
been  torpedoed.  It  has  been  found  that  the  ap- 
plication of  heat  in  cases  of  immersion  foot  results 
in  inflammation,  blisters,  and  intense  stabbing  pain, 
with  gangrene,  amputation,  and  death  sometimes 
following.  It  now  has  been  found  that  the  use  of 
cold  in  the  treatment  of  immersion  foot  not  only 
reduces  or  prevents  pain  but  also  keeps  the  danger 
of  gangrene  and  other  complications  at  a minimum. 

Geneticists  are  intrigued  by  the  possibilities 
opened  up  by  the  discovery  that  when  human  male 
sex  cells  or  spermatozoa  are  plunged  into  liquid 
nitrogen  at  — 319  F.  below  zero  they  freeze  so 
quicldy  that  their  cell  structure  is  not  damaged 
and  when  warmed  up  again  a good  proportion  of 
them  are  still  alive.  Investigators  in  this  field  re- 
port that  the  spermatozoa  could  be  kept  in  this 
frozen  state  indefinitely  and  still  remain  alive. — 
A.M.A.  News 


Postgraduate  Medical  Education 


Programs  arranged  by  the  Council  Committee  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York  are  published  in  this  section  of  the  Journal. 
The  members  of  the  committee  are  Oliver  W.  H.  Mitchell , M.D. , Chairman  (Jf.28  Green- 
wood Place,  Syracuse);  George  Baehr,  M.D.;  and  Charles  D.  Post,  M.D. 


'TiHE  Council  Committee  on  Public  Health  and 
Education  will  soon  have  ready  for  distribution 
the  revised  Course  Outline  Book  announcing  the  pro- 
grams available  for  postgraduate  medical  educa- 
tion. 

This  instruction  will  be  provided  for  county  medi- 
cal societies  and  hospital  staffs. 

Many  new  programs  have  been  added  and  the 
already  broad  scope  of  subjects  has  been  consider- 
ably increased.  One  interesting  and  timely  addi- 
tion is  the  “Teaching  Day  on  Poliomyelitis.”  This 
presentation  is  divided  into  four  parts : 

1.  Epidemiology  of  Poliomyelitis. — The  scien- 

tific knowledge  of  this  subject  will  be  re- 
viewed and  brought  up  to  date  and  special 
consideration  will  be  given  to  more  recently 
developed  concepts,  such  as  tonsillectomy 
and  adenoidectomy  as  precipitating  fac- 
tors, and  the  role  of  sewage  as  a possible 
factor  in  transmission. 

2.  Clinical  Features — Pathology,  Diagnosis,  and 

General  Treatment. — All  aspects  of  this 
subject  will  be  reviewed.  The  newer  work 
on  the  spread  of  the  virus  in  the  body  and 
its  possible  clinical  significance  will  be  dis- 
cussed. The  question  of  the  role  of  the 
respirator  in  therapy  will  be  considered. 


Physical  Therapy  in  the  Acute  and  Con- 
valescent Stages. — Particular  emphasis  will 
be  given  to  the  Kenny  Method.  The  sig- 
nificance of  muscle  spasm  in  the  clinical 
picture  of  poliomyelitis  will  be  discussed, 
the  technic  of  detecting  it  will  be  described, 
and  currently  accepted  recommendations 
regarding  the  extent  and  duration  of  the 
hot-pack  treatment  will  be  outlined.  The 
accepted  principles  and  technic  of  muscle 
re-education  will  be  discussed. 

4.  Orthopaedic  Measures. — The  prevention  of 
deformity  by  reduction  of  muscle  spasm  and 
by  control  of  muscle  imbalance  will  be  con- 
sidered. The  current  status  of  rehabilita- 
tive procedures  (muscle  re-education  and 
other  physical  therapy)  and  of  reconstruc- 
tive and  stabilizing  surgery  in  the  residual 
stage  will  be  discussed. 

Copies  of  the  Course  Outline  Book  will  be  sent  to 
officers  and  committee  chairmen  of  each  county 
medical  society.  Also,  copies  may  be  obtained  by 
others  interested  in  postgraduate  medical  education 
by  writing  to : 

O.  W.  H.  Mitchell,  M.D.,  Chairman,  Council 
Committee  on  Public  Health  and  Education 

428  Greenwood  Place,  Syracuse  10,  New  York 


Revised  Course  Outline  Book 

3. 


Malone  Hospital  Staff  Hears  Lecture  on  Rheumatic  Disease 


A SINGLE  lecture,  arranged  for  a staff  meeting  of 
the  Alice  Hyde  Memorial  Hospital  in  Malone, 
was  held  on  July  20  at  the  Elk’s  Club  in  that 
city. 

Dr.  J.  G.  Fred  Hiss,  professor  of  clinical  medicine 
at  the  University  of  Syracuse  College  of  Medicine, 


spoke  on  “Rheumatic  Fever — Rheumatic  Heart 
Disease.” 

This  instruction  was  presented  as  a cooperative 
endeavor  between  the  Medical  Society  of  the  State 
of  New  York  and  the  New  York  State  Department 
of  Health. 


COLUMBIA  GIVES  COURSES  IN  THERAPY 

Among  the  special  courses  being  offered  by  Colum- 
bia University  to  prepare  personnel  for  immediate 
and  postwar  rehabilitation  are  two  professional  pro- 
grams— physical  therapy  and  occupational  therapy. 

Technicians  in  both  of  these  fields  are  in  urgent 
demand  in  the  Army  and  Navy  as  well  as  in  the 
civilian  field.  Both  of  these  specialized  programs  are 
designed  to  meet  the  requirements  specified  by  the 
Council  on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association  and  are  conducted 
within  the  University  in  close  relationship  with  the 
College  of  Physicians  and  Surgeons,  the  Depart- 
ments of  Nursing  Education,  and  Health  and  Physi- 
cal Education  of  Teachers  College.  The  required 
clinical  practice  will  be  given  in  the  Columbia- 
Presbyterian  Medical  Center  as  well  as  in  outstand- 
ing hospitals  in  the  New  York  area. 

Admission  requirements  for  entrance  into  the 


nine-month  course  for  physical  therapy  technicians 
include  two  years  or  sixty  semester  hours  of  college 
work  (including  courses  in  physics  and  biology)  or 
graduation  from  an  accredited  school  of  nursing  or 
an  accredited  school  of  physical  education. 

Admission  into  the  occupational  therapy  course 
requires  at  least  one  year  of  college  and  preferably 
two.  A science,  sociology,  and  psychology  are 
recommended  prerequisites.  The  regular  course  has 
been  accelerated  to  approximately  two  and  a half 
years  in  length.  Candidates  already  possessing  a 
degree  can  register  on  advanced  standing  and  com- 
plete the  work  in  twenty-one  months  or  less. 

A certificate  of  proficiency  is  granted  by  the  Uni- 
versity following  the  satisfactory  completion  of 
either  of  these  courses.  A limited  number  of  scholar- 
ships are  available. 

Bulletins  and  further  information  may  be  obtained 
from  the  Physical  and  Occupational  Therapy  Office, 
Room  312,  School  of  Business,  Columbia  University. 
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Medicine  and  the  War 


Medical  Care  for  Civilian  Defense  Workers  Injured  in  Performance  of 

Their  Duties 

Edward  M.  Bernecker,  M.D. 

Commissioner  of  Hospitals  and  Chief  of  the  Emergency  Medical  Service  of  New  York  City 


BY  EXECUTIVE  Order  of  the  President  of  the 
United  States,  a plan  is  now  in  operation  in 
New  York  Citv  in  cooperation  with  the  United 
States  Public  Health  Service,  through  which  full 
compensation  is  made  for  medical  services  rendered 
by  physicians  and  hospitals  to  members  of  the 
United  States  Citizens  Defense  Corps  who  are 
injured  in  the  performance  of  their  duties.  This 
includes  all  members  of  the  five  protective  services 
in  New  York  City — namely,  the  Air  Warden 
Service  and  the  City  Patrol  Corps  of  the  Police 
Department,  Auxiliary  Firemen  of  the  Fire  De- 
partment, emergency  workers  in  the  Department  of 
Public  Works  and  the  Welfare  Department,  and 
the  Emergency  Medical  Service  of  the  Department 
of  Hospitals.  It  is  the  intention  of  the  Public 
Health  Service  that  payments  provided  be  adequate 
to  furnish,  without  expense  to  the  patient,  his 
family,  or  friends,  all  the  medical  services  and 
supplies  reasonably  necessary  for  proper  treatment. 

The  processing  of  claims  under  the  War  Civilian 
Security  Program  by  the  Federal  Security  Agency 
of  which  the  Public  Health  Service  is  a branch, 
requires  a number  of  reports  to  be  submitted  on 
printed  or  mimeographed  forms  which  are  supplied 
to  physicians  and  hospitals  rendering  service  to 
civilian  defense  workers.  It  would  only  be  con- 
fusing to  list  here  the  various  forms  that  must  be 
filled  out  before  payment  can  be  approved  and 
authorized  by  the  Chief  of  the  Emergency  Medical 
Service,  in  whom  this  responsibility  is  vested. 
Therefore,  it  is  suggested  that  for  detailed  informa- 
tion regarding  payment  of  claims,  physicians  and 
hospitals  get  in  touch  with  Miss  Beatrice  Zeitlin, 
Deputy  Personnel  Officer,  Emergency  Medical 
Service,  Department  of  Hospitals,  125  Worth 
Street,  New  York  13,  New  York  (telephone  WOrth 
2-4440,  Extension  413),  immediately  upon  the 
application  by  any  civilian  defense  worker  for  such 
treatment. 

Scope  of  Civilian  War  Medical  Care 
The  general  scope  and  limitations  of  civilian 
war  medical. care  are: 

(a)  Subject  to  the  approval  of  the  local  Chief 
of  the  Emergency  Medical  Service,  medical  care 
may  include  the  services  of  physicians,  dentists, 
nurses,  and  attendants,  in  a hospital  and  at  home; 
hospitalization  at  ward  rates,  nursing  or  convalescent 
home  care;  x-ray  and  laboratory  services;  drugs 
and  medical  supplies;  certain  prosthetic  appliances; 
essential  transportation;  physical  and  occupational 
therapy  and  such  other  medical  services  and  supplies 
as  may  be  regarded  as  necessary  by  the  attending 
physician. 


(6)  The  Public  Health  Service  will  furnish  only 
such  medical  care  as  may  not  be  furnished  under 
any  other  such  plan  (i.e.,  Federal,  State,  or  local 
government  medical  plans,  State  Workmen’s 
Compensation,  Veterans’  Administration,  etc.). 

(c)  Medical  care  will  not  be  furnished  to  any 
individual  otherwise  eligible  if  the  Surgeon  General 
determines  that  his  condition  resulted  from  his 
own  willful  misconduct. 

( d ) The  Chief  of  the  Emergency  Medical 
Service,  subject  to  the  limitations  set  down  in 
carrying  out  his  responsibility,  will  take  whatever 
steps  he  considers  necessary  to  ascertain  that  the 
treatment  instituted  is  adequate  and  will  arrange 
for  such  consultations,  special  services,  or  changes 
in  treatment  as  may,  in  his  opinion,  be  necessary. 

(e)  Physicians,  dentists,  and  hospitals  which 
have  been  authorized  to  furnish  services  and 
supplies  to  the  injured  worker  should  submit  their 
itemized  bills,  prepared  in  triplicate,  made  out  to 
the  Public  Health  Service,  on  the  fourteenth  day 
after  instituting  treatment  and  at  monthly  intervals 
thereafter.  The  Chief  of  the  Emergency  Medical 
Service  will  review  the  services  and  charges  and 
forward  the  bills  with  his  recommendations  to  the 
War  Civilian  Security  Office  in  Baltimore,  Maryland. 

(/)  Special  drugs,  prosthetic  appliances  or  other 
supplies,  nursing  services,  transportation,  or  hos- 
pital care  at  other  than  ward  rates  may  be  fur- 
nished only  upon  the  written  order  of  the  attending 
physician  certifying  that  such  services,  prosthetic 
appliances,  or  other  supplies  were  medically  neces- 
sary, and  with  the  written  prior  approval  of  the 
Chief  of  the  Emergency  Medical  Service. 

(■ g ) The  determination  of  the  Surgeon  General 
will  be  final  as  to  services  and  supplies  reasonably 
necessary  for  proper  treatment  or  burial,  and  as  to 
the  amounts  to  be  paid  in  each  case  for  medical 
care  or  burial. 

(h)  Payments  for  all  services  and  supplies  will 
be  made  at  rates  not  exceeding  the  minimum  pre- 
vailing rates  in  the  community  for  the  same  services 
or  supplies.  Where  applicable,  rates  in  common 
use  under  workmen’s  compensation  laws,  under 
laws  administered  by  the  United  States  Employees’ 
Compensation  Commission  and  the  Veterans’ 
Administration  will  be  used  by  the  Public  Health 
Service  as  guides  in  determining  the  amounts  to 
be  paid.  Payments  for  burial  will  not  exceed 
$100  in  any  case. 
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Medical  News 


Amendments  to  Food  Rationing  Meet  New  Needs* 


I)  ECENT  amendments  to  food  rationing  orders, 
-^involving  osteopaths,  condensed  milk,  fats,  oils, 
and  hospitals,  are  summarized  in  the  Journal  of  the 
American  Medical  Association  for  July  17  as  follows: 


“The  Office  of  Price  Administration  announced 
on  July  2 that  any  medical  practitioner  authorized 
by  the  state  in  which  he  practices  to  prescribe  all 
internal  drugs  is  also  authorized  to  certify  that  a 
person  requires  supplementary  food  rations  for 
health  reasons.  Authority  to  make  such  certifica- 
tion was  previously  confined  to  doctors  of  medicine. 
OPA  has  now  broadened  the  authority  so  that  osteo- 
paths in  states  which  license  osteopaths  to  prescribe 
all  internal  drugs  may  also  prescribe  supplementary 
food  rations.  Food  rationing  regulations  provide 
that  a person  whose  health  requires  more  rationed 
food  than  his  ration  points  permit  him  to  buy  may 
apply  to  his  local  board  for  necessary  additional 
points.  In  some  illnesses  foods  are  prescribed  in 
addition  to  drugs  or  medicines,  or  as  a substitute  for 
them.  In  some  counties  the  work  of  ration  boards  in 
processing  such  applications  has  been  much  simpli- 
fied through  the  voluntary  help  of  the  doctors  them- 
selves. By  establishing  panels  to  review  all  medical 
certifications  and  to  advise  the  boards,  responsibility 
for  issuing  extra  rations  for  health  reasons  has  been 
kept  on  a professional  level. 

“The  Office  of  Price  Administration  under  date  of 
June  1 placed  evaporated  and  condensed  milk  on 
the  list  of  rationed  products.  These  types  of  milk 
are  added  to  the  group  of  rationed  foods  containing 
meats  and  fats,  for  which  red  ration  stamps  are 
needed,  without  any  increase  in  the  total  number  of 
points  allowed  for  this  group.  One  point  is  required 
for  one  14V2  ounce  can  or  for  two  6 ounce  cans  or  for 
two  8 ounce  cans.  This  means  that  the  child  may 
use  7 of  his  16  points  per  week  for  his  milk  require- 
ments in  terms  of  evaporated  milk,  which  allows 
slightly  less  than  the  equivalent  of  a quart  of  whole 
milk  per  day,  and  have  9 points  remaining  for  his 
meat  and  fat  requirements.  An  invalid  or  any  other 
person  whose  health  requires  that  he  have  more 
canned  milk  than  he  can  obtain  with  the  stamps  in 
his  War  Ration  Book  II  may  apply  at  his  local  War 
Price  and  Rationing  Board  for  additional  points. 
The  consumer  must  submit  a written  statement  of  a 
licensed  physician  showing  why  he  must  have  more 
canned  milk,  the  amount  needed  during  the  succeed- 
ing two  months  and  why  unrationed  foods  cannot  be 
used  instead.  A supplemental  allotment  to  acquire 
canned  evaporated  and  condensed  milk  needed  by  a 
hospital  to  meet  the  dietary  needs  of  its  patients  may 
be  obtained  on  application  to  its  local  War  Price 
and  Rationing  Board.  It  is  understood  that,  if  the 
present  method  of  rationing  does  not  make  evapo- 


*  This  article  is  reprinted  at  the  request  of  the  A.M.A. 


rated  milk  available  in  all  areas  for  infants  and 
children,  some  more  effective  method  will  be  worked 
out. 

“The  Office  of  Price  Administration  has  issued  an 
amendment  to  ration  order  number  16  (R.O.  16, 
amendment  25)  which  permits  the  use  of  rationed 
fats  and  oils  for  external  therapeutic  purposes. 
This  includes  the  use  of  vegetable  oils,  such  as  cot- 
ton seed  oil  for  bathing  newborn  infants,  for  external 
application  in  skin  diseases,  for  urethral  injection 
or  lubrication  of  urethral  instruments,  and  for  x-ray 
visualization.  Such  use  of  rationed  fats  and  oils  is 
defined  as  “industrial  consumption”  and  persons 
using  these  products  for  such  purposes  aie  classified 
as  “industrial  consumers.”  An  industrial  consumer 
engaged  in  the  care  and  treatment  of  the  sick  and 
needing  rationed  fats  and  oils  for  this  purpose  may 
apply  to  his  district  Office  of  Price  Administration 
for  a certificate  with  which  to  acquire  them.  The 
procedure  to  be  followed,  briefly,  is  as  follows: 

The  application  should  be  made  on  form  R-1605  to 
the  district  office. 

If  the  applicant  is  a hospital,  the  district  office  will 
pass  on  the  application  by  using  the  same  method  of 
computing  allowances  as  the  local  boards  use  in 
computing  allotments  for  industrial  users ; otherwise 
the  application  will  be  forwarded  to  the  Washington 
office  for  action.  If  the  applicant  requires  more 
than  he  would  receive  by  the  method  of  computa- 
tion described,  he  should  also  submit  form  R-315 
stating  the  reasons  for  such  request.  An  “industrial 
consumer”  to  whom  a certificate  is  issued  for  “in- 
dustrial consumption”  of  rationed  fats  and  oils  may 
use  it  only  to  acquire  the  foods  for  which  application 
was  made  and  may  use  those  foods  only  for  the  pur- 
pose for  which  the  application  was  granted. 

“For  several  months  the  Office  of  Price  Adminis- 
tration and  medical  authorities  have  been  studying 
the  hospital  problem  with  a view  to  developing  a 
uniform  procedure  covering  the  granting  of  supple- 
mental allotments  for  hospitals.  Solution  of  the 
problem  is  believed  near.  In  the  meantime  a pro- 
vision in  the  regulations  (section  11.6  of  general 
ration  order  5)  should  enable  hospitals  to  obtain 
the  necessary  supplemental  allotments  so  that  pa- 
tients need  not  suffer  from  dietary  deficiency.  This 
provision  gives  local  boards  authority  to  grant  such 
allotments  to  meet  the  dietary  requirements  of 
patients  living  in  and  receiving  care  in  hospitals 
whether  or  not  such  patients  are  on  special  diets. 
In  determining  the  amount  of  the  supplemental 
allotment  of  processed  foods  and  the  commodities 
covered  by  ration  order  16,  the  local  board  will  take 
into  consideration  the  availability  of  fresh  fruits  and 
vegetables,  unrationed  substitutions  such  as  poultry 
and  fresh  fish,  and  the  physical  facilities  of  hospitals 
to  process  and  store  such  foods.” 


Polio  Cases  at  Highest  Since  1934 


WHILE  accurate  predictions  are  impossible, 
there  is  an  indication  that  1943  may  go  down 
on  the  records  as  one  of  the  major  epidemic  years  for 
infantile  paralysis.  Analysis  of  the  situation  at  the 
end  of  the  first  twenty-six  weeks  of  the  year  shows 
the  total  number  of  cases  to  be  higher  than  it  has 
been  for  any  of  the  past  twelve  years,  except  1934. 
During  the  first  six  months,  1,084  cases  were  reported 


from  forty-two  states.  (The  six-month  average  for 
the  past  ten  years  is  841.) 

The  most  severely  affected  states  are  California, 
Texas,  and  Oklahoma,  with  totals  of  351,  230,  and 
33  cases,  respectively.  In  the  latter  state,  however, 
unofficial  reports  received  since  the  compilation,  for 
the  period  ending  July  3,  indicate  that  there  has 
been  a marked  increase. 
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We  know  from  records  for  the  past  twenty-five 
years  that  the  peak  of  each  year’s  outbreak,  when 
figured  for  the  country  as  a whole,  is  not  reached 
until  sometime  between  mid-August  and  mid-Sep- 
tember. These  records  further  reveal  that  the  sharp 
increase  in  incidence  occurs  between  July  1 and 
September  1,  with  a corresponding  sharp  decline 
during  the  ensuing  two  months. 

Even  if  1943  has  only  an  average  number  of  cases, 
there  will  be  difficult  problems  for  those  areas  that 
experience  epidemics.  With  so  many  doctors,  public 
health  workers,  nurses,  and  physical  therapy  tech- 
nicians serving  in  the  Armed  Forces,  most  communi- 
ties won’t  be  as  well  prepared  as  in  former  years  to 
cope  with  an  outbreak.  Many  will  find  a real 
. challenge  in  the  problem  of  providing  ordinary  and 
adequate  care  for  their  population  without  the 
added  burden  of  an  epidemic  of  infantile  paralysis. 

One  of  the  most  difficult  phases  of  providing  care 
for  patients  in  an  infantile  paralysis  outbreak  is  that 
of  supplying  sufficient  physical  therapists  trained  in 
the  Kenny  method  of  treatment  of  this  disease. 
There  are  less  than  2,000  registered  physical  thera- 
pists in  the  United  States.  Only  a small  part  of 
those  remaining  for  civilian  practice  have  had  any 
training  in  this  newer  method  of  treatment  of  early 
cases  of  infantile  paralysis.  The  shift  in  emphasis  in 
treatment  from  one  of  rigid  immobilization  to  one 
of  early  physical  therapy  has  created  a new  demand 
for  the  services  of  physical  therapy  technicians. 
That  demand  cannot  be  met  without  careful  plan- 
ning and  some  sacrifice. 


The  National  Foundation  is  doing  all  it  can  to  sup- 
ply these  trained  workers  to  epidemic  areas.  Tech- 
nicians are  being  borrowed  from  nonepidemic  aretis 
and  assigned  to  hospitals  where  the  need  is  greatest. 
It  must  be  realized  that  there  are  not  enough  trained 
technicians  to  go  around  if  and  when  epidemics 
spread  and  increase  beyond  a certain  point.  A 
physical  therapy  technician  can  care  for  only  a 
limited  number  of  patients — certainly  never  more 
than  15  or  20  mild  cases — and  her  full  time  may  be 
taken  up  by  as  few  as  6 cases  with  extensive  involve- 
ment. Neither  nurse  nor  physician  can  substitute 
for  the  physical  therapy  technician.  To  add  further 
to  the  problem,  it  is  only  through  special  study  that 
the  technician  can  master  the  details  of  the  early 
physical  therapy  of  infantile  paralysis. 

The  National  Foundation,  with  the  aid  of  its 
many  chapters,  is  rendering  real  service.  The  need, 
in  epidemic  areas,  not  only  for  more  skilled  workers, 
but  also  for  wool,  respirators,  and  hospital  equip- 
ment, has  been  met.  Chapter  funds  have  helped 
to  meet  the  hospital  and  medical  expenses  of  many 
patients  who  otherwise  might  have  been  unable  to 
secure  the  proper  care  when  it  was  most  needed. 

It  is  certain  that  there  will  be  not  only  many  more 
cases  of  infantile  paralysis  during  this  present  year, 
but  also  many  more  areas  with  epidemic  outbreaks. 
The  difficulties  and  hardships  brought  about  by 
these  epidemics  will  be  reduced  to  the  very  minimum 
where  chapters  work  and  plan  with  the  local  and 
state  medical  and  health  authorities. — National 
Foundation  News 


Examinations  for  Medical  Guard-Attendants  and  Technical  Assistants 


THE  Civil  Service  Commission  lias  announced  an 
examination  to  secure  Medical  Guard- Attendants 
and  Medical  Technical  Assistants  for  the  U.S.  Public 
Health  Service. 

Applicants  for  Medical  Guard-Attendant  positions, 
which  pay  $1,970  (counting  overtime  compensation) 
a year,  must  be  registered  graduate  nurses,  or  have 
had  at  least  three  years’  service  in  the  Medical 
Corps  of  the  Army  or  Navy,  or  have  had  eighteen 
months’  service  as  hospital  attendant-guards  in  any 
one  of  the  Department  of  Justice  penal  or  correc- 
tional institutions;  in  the  Medical  Center  for  Fed- 
eral Prisoners,  Springfield,  Missouri;  or  in  the  U.S. 
Public  Health  Service  Hospital  at  Lexington,  Ken- 
tucky, or  at  Fort  Worth,  Texas. 

It  is  desirable  that  applicants  should  have  had 
satisfactory  experience  as  guards  in  penal  or  correc- 
tional institutions,  as  soldiers,  sailors,  or  marines,  or 
as  hospital  or  asylum  attendants. 

Applicants  for  the  Technical  Assistant  positions, 


which  pay  $2,433  a year  (counting  overtime  com- 
pensation) , must  possess  the  qualifications  for  Medi- 
cal Guard-Attendant  and  in  addition  must  have  had 
one  year  of  training  or  experience  in  one  of  the  foi- 
ling options:  Clinical  Laboratory  Technic,  Pharm- 
acy, or  X-ray  Laboratory  Technic. 

Applicants  must  have  reached  their  twenty-first 
birthday.  There  is  no  maximum  age  limit.  No 
written  test  is  required.  Persons  now  using  their 
highest  skills  in  war  work  should  not  apply.  Ap- 
pointments in  Federal  positions  are  made  in  accord- 
ance with  War  Manpower  Commission  policies  and 
employment  stabilization  plans. 

Persons  who  received  eligible  ratings  under  the 
examination  announced  for  these  positions  in  July, 
1941,  need  not  apply  again. 

Further  information  and  application  forms  may  be 
obtained  at  first-  or  second-class  post  offices.  Civil 
Service  Regional  Offices,  and  the  Commission  in 
Washington,  D.C. 


Medical  Officers  Needed  for  Federal  Civilian  War  Service 


The  critical  shortage  of  physicians  to  engage  in 
vital  war  work  in  the  civilian  branches  of  the 
government  continues.  The  great  need  for  these 
men  resulted  in  the  announcing  of  a liberalized  civil- 
service  examination  for  Medical  Officers  in  1941. 
The  Civil  Service  Commission  has  just  revised  and 
reannounced  this  examination. 

The  twenty  optional  branches  under  which  doc- 
tors may  apply  range  from  General  Practice  to  Avia- 
tion Medicine.  Those  appointed  will  perform  pro- 
fessional duties  as  doctors  of  medicine  in  active 
practice  in  hospitals,  in  dispensaries,  in  the  field,  or 
in  rural  areas;  or  in  bureaus  of  the  government, 
such  as  the  Veterans  Administration,  Civil  Aeronau- 
tics Administration,  Public  Health  Service,  and  Food 


and  Drug  Administration.  Doctors  will  also  be  used 
in  industrial  establishments  under  direction  of  the 
War  Department. 

Applicants  for  all  grades  must  have  received  the 
degree  of  M.D.  from  an  accredited  medical  school. 
Applicants  for  the  Senior  Medical  Officer  grade 
($5,228  a year)  must  have  had  at  least  five  years  of 
appropriate  medical  experience;  for  the  Medical 
Officer  grade  ($4,428  a year),  three  years  of  experi- 
ence in  addition  to  a required  internship;  and  for  the 
Associate  Medical  Officer  grade  ($3,828)  one  year  of 
internship. 

The  salaries  quoted  above  include  overtime 
pay. 

There  arc  no  written  tests  and  no  ago  limits. 
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Persons  now  using  their  highest  skills  in  war  work 
should  not  apply  for  these  positions.  Appointments 
in  Federal  positions  are  made  in  accordance  with 
War  Manpower  policies  and  employment  stabiliza- 
tion plans.  Before  a definite  offer  of  appointment  is 
made,  eligibles  are  cleared  through  the  Procurement 
and  Assignment  Service  for  Physicians,  Dentists, 
and  Veterinarians,  of  the  War  Manpower  Com- 
mission. 


Persons  rated  eligible  on  the  MedicalTOffieer  ex- 
amination of  1941  need  not  file  applications  again 
unless  they  consider  that  they  now  possess  qualifica- 
tions for  eligibility  in  a higher  grade  or  different 
option. 

Further  information  and  application  forms  may  be 
obtained  at  first-  and  second-class  post  offices, 
Civil  Service  Regional  Offices,  and  the  Commission 
in  Washington,  D.C. 


Bacterial  Warfare  Impractical 


IN  AN  editorial  discussing  a paper  by  Col.  Leon  A. 

Fox,  of  the  U.S.  Army  Medical  Corps,  in  which  it 
is  pointed  out  that  there  are  practically  insurmount- 
able technical  difficulties  preventing  the  utilization 
of  bacterial  warfare,  the  Journal  of  the  American 
Medical  Association  for  July  17  says  that  “It  is 
hoped  that  Colonel  Fox’s  paper  will  be  as  widely 
quoted  in  the  popular  press  as  have  been  the  numer- 
ous frightening  hypotheses  that  it  contradicts.” 
The  Journal  editorial  follows: 

“The  Geneva  Disarmament  Conference  of  1932 
considered  bacterial  warfare  serious  enough  to  pro- 
hibit its  use.  This  action  contributed  to  the  popular 
fear  of  pathogenic  [disease-causing]  micro-organisms 
as  effective  military  weapons.  To  allay  this  fear 
come  two  timely  reprintings  of  the  classic  paper  by 
Col.  Leon  A.  Fox,  of  the  U.S.  Army  Medical  Corps, 
which  summarize  the  current  opinion  of  military 
experts. 

“Threatened  introduction  of  new  weapons  or 
methods  of  warfare  has  often  had  to  overcome  oppo- 
sition based  on  ethical,  religious,  or  humanitarian 
grounds.  The  early  use  of  gun  powder  had  to  over- 
come opposition  of  this  type.  Military  history, 
however,  teaches  that  a weapon  has  never  been 
abandoned  for  such  reasons  unless  displaced  by  more 
effective  weapons  or  until  adequate  countermeasures 
have  been  developed.  Military  history  also  reveals 
that  epidemics  were  often  the  determining  factor  in 
past  wars.  In  many  campaigns  contagious  diseases 
caused  such  great  loss  of  life  and  such  large  numbers 
of  noneffectives  on  both  sides  as  to  lead  to  a stale- 
mate. In  other  campaigns  great  differences  in  the 
degree  to  which  the  two  opposing  armies  reacted  to 
such  epidemics  occurred. 

“The  major  military  pests  of  the  past  have  been 
the  enteric  [pertaining  to  the  intestines]  fevers, 
typhus,  bubonic  plague,  and  smallpox,  with  in- 
fluenza, the  pneumonias,  malaria,  measles,  meningi- 
tis, and  syphilis  playing  a minor  role.  Popularly,  it 
is  often  assumed  that  these  diseases  would  be  par- 
ticularly effective  military  weapons.  However, 
fully  virulent  causative  agents  cannot  be  prepared 
in  large  quantities  and  cannot  be  introduced  in  ade- 
quate doses  into  the  bodies  of  unprotected  and  non- 
immunized  enemy  populations.  The  essential 
problem  of  bacterial  warfare  from  an  offensive  point 
of  view  is  therefore  the  problem  of  mass  production 
of  military  pathogens  and  of  devising  safe  and  ef- 
fective methods  of  inoculating  the  enemy.  The 
whole  group  of  enteric  infections,  for  example, 
could  probably  never  be  successfully  used  as  instru- 
ments of  warfare.  Real  epidemics  of  these  diseases 
are  traceable  only  to  infected  drinking  water. 
While  contamination  of  reservoirs  and  municipal 
storage  tanks  is  militarily  feasible,  such  contamina- 
tion would  be  largely  ineffective  because  of  routine 
filtration  or  chlorination  methods.  Modern  sanitary 
methods,  therefore,  should  be  adequate  counter- 
measures against  this  type  of  bacterial  warfare. 

“Among  the  respiratory  infections,  a number  of 
maladies  are  serious  enough  to  be  effective  if  ways  of 


using  them  can  be  devised.  The  two  diseases  of  this 
group  most  frequently  mentioned  are  influenza  and 
meningitis.  In  neither  disease  could  the  infective 
agent  be  prepared  in  sufficient  quantities,  virulence, 
or  stability  for  military  use.  The  meningococcus, 
for  example,  is  so  delicate  that  it  rapidly  dies  when 
exposed  for  even  a few  hours  to  temperature  much 
below  that  of  the  human  body.  The  only  feasible 
methods  of  introducing  meningitis  into  opposite 
forces  would  be  by  human  carriers.  This  would  be 
hardly  worth  while,  since  any  military  aggregation 
of  great  size  already  has  so  many  meningitis  carriers 
(anywhere  from  2 to  30  per  cent)  that  the  introduc- 
tion of  a few  more  carriers  would  be  of  little  moment. 

“The  use  of  insect-borne  diseases  has  also  been 
repeatedly  mentioned  in  the  press,  bubonic  plague 
being  the  most  frightful  example.  Possibly  air- 
planes flying  low  could  drop  recently  infected  rats  on 
opponent  terrains.  Even  this,  however,  would  prob- 
ably not  start  an  epidemic.  Plague  has  been  more  or 
less  endemic  as  a rodent  disease  on  our  own  Pacific 
Coast  for  over  a generation,  yet  there  have  been  no 
local  human  cases  in  this  region  sufficiently  numer- 
ous to  be  designated  as  epidemic.  Only  6 cases  of 
plague  developed  in  1924  among  European  troops 
stationed  in  the  Punjab,  in  spite  of  the  fact  that 
500,000  cases  developed  in  the  indigenous  popula- 
tion. Typhus  also  would  be  ineffective,  since  control 
of  typhus  is  a question  of  louse  control. 

“Tetanus,  gas  gangrene,  and  anthrax  have  been 
suggested  as  particularly  effective  military  patho- 
gens, since  they  are  caused  by  resistant,  spore  form- 
ing bacteria  capable  of  prolonged  periods  of  vi- 
ability [ability  to  live  after  birth]  without  loss  of 
virulence  outside  the  animal  body.  These  micro- 
organisms, hovrever,  do  not  produce  epidemics,  even 
though  they  are  of  military  interest  as  wound  in- 
vaders. Effective  methods  of  preventing  and 
treating  wound  infections  have  been  developed. 
Since  wound  invaders  are  omnipresent  in  nature,  the 
indiscriminate  distribution  of  a few  additional 
wound  invaders  would  not  add  appreciably  to  the 
present  dangers  of  combat. 

“One  of  the  commonest  scares  concerns  the  dis- 
semination of  ‘deadly  bacterial  toxins/  of  which 
botulinus  toxin  seems  to  be  the  pseudoscientific 
favorite.  True,  ‘an  airplane  can  carry  sufficient 
(botulinus)  toxin  to  destroy  an  entire  city/  provided 
a carefully  measured  lethal  dose  of  this  toxin  is  ad- 
ministered orally,  subcutaneously  [beneath  the  skin] 
or  intrarectally  [into  the  rectum  ] to  each  inhabitant 
of  that  city.  The  release  of  food  materials,  contami- 
nated with  tremendous  amounts  of  this  toxin  might 
conceivably  cause  a wholesale  local  destruction  of 
rodents  and  sparrows.  At  most  the  number  of  hu- 
man casualties  would  be  negligible.  Bacterial  toxins 
like  bacteria  are  readily  destroyed  by  heat  and  are 
therefore  inactivated  by  cooking.  They  are  wholly 
unsuited  for  use  in  shrapnel  or  other  projectiles. 

“Bacterial  warfare  is  often  extended  in  popular 
literature  to  include  the  use  of  boll  weevils,  corn 
borers,  and  other  agricultural  pests.  Most  of  these 
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pests,  however,  take  several  years  to  propagate  and 
invade  a sufficient  terrain  to  be  effective  economi- 
cally. This  would  violate  one  of  the  fundamental 
laws  of  military  science,  since  it  might  merely  inter- 
fere with  postwar  economics,  reducing  the  ability  of 
a conquered  nation  to  pay  indemnities. 

“Summarizing  his  argument,  Colonel  Fox  con- 
cludes that  there  are  ‘practically  insurmountable 
technical  difficulties  preventing  the  use  of  biological 

County 

Albany  County 

At  the  meeting  of  the  county  society  on  June  23, 
the  scientific  address  was  “Chemical  and  Functional 
Testing  as  Aids  in  the  Diagnosis  of  Some  Important 
Clinical  Entities.”  The  speaker  was  Dr.  Maurice 
Bruger,  associate  clinical  professor  of  medicine  at 
New  York  Post-Graduate  Medical  School,  Columbia 
University,  and  chief  of  the  Division  of  Pathological 
Chemistry,  New  York  Post-Graduate  Hospital. 

Participating  in  the  discussion  which  followed  were 
Drs.  James  F.  Rooney,  Kenneth  E.  Crounse, 
Arthur  W.  Wright,  and  John  J.  Clemmer. 

Bronx  County 

At  the  June  meeting  of  the  county  society  the 
following  officers  were  elected : 'president — Frederick 
W.  Williams,  1000  Grand  Concourse,  Bronx  56; 
president-elect — Moses  H.  Krakow;  vice-president — 
Frank  La  Gattuta;  secretary — Goodlatte  B.  Gilmore, 
2940  Grand  Concourse,  Bronx  58;  treasurer — 
Joseph  A.  Landy,  900  Grand  Concourse,  Bronx  56. 

Cayuga  County 

Dr.  M.  LeRoy  Seccomb,  president  of  the  Cayuga 
Health  Association,  has  announced  the  appointment 
of  a committee  to  represent  the  Association  in  co- 
operating with  the  Cayuga  County  Medical  Society, 
the  State  and  City  Departments  of  Health,  and  em- 
ployers in  a chest  x-ray  program  among  industrial 
workers  and  migrants. 

Dr.  George  C.  Sincerbeaux,  of  Auburn,  is  chair- 
man of  the  committee.  Dr.  John  W.  Copeland, 
chairman  of  the  Public  Health  Committee  of  the 
Cayuga  County  Medical  Society,  is  a member. 

The  program  will  enable  employers  to  give  their 
employees  a chest  x-ray  at  a very  reasonable  cost 
to  the  employers  and  without  cost  to  the  employees. 

The  information  revealed  by  the  x-ray  will  be  con- 
fidential between  the  employee  and  his  family 
physician  or  the  plant  physician. 

Many  plants  in  Auburn  are  planning  to  offer  this 
service  to  their  employees.  * 

Erie  County 

Dr.  Lopo  de  Mello,  director  of  the  Syphilis  Con- 
trol Service  of  the  Buffalo  City  Department  of 
Health  and  Medical  Consultant  of  the  Division  of 
Syphilis  Control  of  the  New  York  State  Department 
of  Health,  has  been  commissioned  in  the  United 
States  Naval  Reserve  as  a Lieutenant  Commander. 
Dr.  I.  Jay  Brightman  is  replacing  Dr.  de  Mello  in 
both  positions. 

The  Buffalo  Courier-Express  recently  carried  an 
interesting  article  about  a Buffalo  doctor,  from 
which  we  quote : 

“As  contract  surgeon  of  the  23d  College  Training  Detach- 
ment of  the  U.S.  Army,  charged  with  the  medical  and  surgi- 

* Asterisk  indicates  that  item  is  from  local  newspaper. 


agents  as  effective  weapons  of  warfare/  In  this  he 
confirms  the  previous  opinion  of  numerous  German 
bacteriologists,  who,  five  years  before  the  first  world 
war,  were  assigned  the  task  of  suggesting  safe  and 
effective  weapons  of  bacterial  warfare.  Ehrlich,  for 
example,  replied  that  ‘nothing  [he]  could  suggest 
would  be  of  more  than  a nuisance  value  to  the  enemy 
and  might  even  be  a source  of  danger  to  our  own 
troops.’” 


News 

cal  care  of  the  500  aviation  students  stationed  at  the  Uni- 
versity of  Buffalo,  78-year-old  John  D.  Howland,  M.D.,  is 
doing  his  full  share  toward  the  winning  of  the  war.  This  is 
the  third  war  in  which  Dr.  Howland  has  done  his  part.  Dur- 
ing the  Spanish-American  War,  he  served  as  a major  in  Cuba, 
and  in  World  War  I,  he  was  a lieutenant-colonel,  command- 
ing 3,600  men.  He  and  his  regiment  took  part  in  the  battles 
of  Verdun  and  Metz. 

“‘In  both  wars,  I was  a combatant,’  Dr.  Howland  said.  ‘I 
declined  to  serve  in  the  Medical  Corps,  for,  in  those  earlier 
years,  I was  eager  for  thrills  and  wanted  to  risk  my  life  for 
my  country.  Today,  I have  to  be  satisfied  to  serve  here  at 
home;  for,  although  exceptionally  fit  for  a man  of  my  age, 
I’m  not  in  condition  for  field  service.’ 

“At  78,  Dr.  Howland  drives  his  car  through  all  sorts  of 
traffic,  reads  all  but  the  finest  print  without  glasses,  hears  per- 
fectly, retains  a good  set  of  natural  teeth,  and  possesses  a 
head  of  hair  many  a man  of  50  well  may  envy.  Dr.  Howland 
requires  only  five  hours’  sleep  in  twenty-four  hours.  A few 
weeks  ago,  he  worked  twenty-two  hours  without  rest. 

“Six  years  ago,  at  the  age  of  72,  Dr.  Howland  retired,  two 
years  beyond  the  usual  retirement  age,  from  the  post  of 
physician  to  the  Erie  County  Hospital,  which  he  had  filled 
for  twenty-seven  years.  During  the  intervening  years,  he 
maintained  a small  private  practice  and  cared  for  scores  of 
Spanish-American  War  veterans  of  this  vicinity.  But  that 
wasn’t  enough  work  to  occupy  a man  of  his  vigor,  ability,  and 
intelligence.  To  the  most  casual  acquaintance,  it’s  obvious 
he’s  glad  to  be  doing  an  important,  time-consuming  job  again. 

“ ‘I  look  forward  to  many  years  of  useful  living,’  Dr.  How- 
land stated.  ‘My  father  attained  the  age  of  86  years,  and  a 
couple  of  my  aunts  had  more  than  100  birthdays.’ 

“Born  in  New  Bedford,  Connecticut,  June  12,  1865,  Dr. 
Howland  comes  of  the  oldest  New  England  stock.  His  first 
American  ancestor,  for  whom  he  is  named,  was  John  Howland 
who  came  to  these  shores  aboard  the  good  ship  Mayflower, 
back  in  1620,  and  was  an  officer  of  the  guard  of  the  Plymouth 
Colony. 

“Before  he  was  a year  old,  Dr.  Howland  came  with  his 
family  to  Buffalo,  and  has  lived  here  for  more  than  77  years. 
Before  entering  medical  college,  he  worked  in  the  transporta- 
tion industry,  having  been  identified  with  the  Lackawanna, 
New  York  Central,  and  Erie  railroads  and  the  Lackawanna 
steamship  line.  During  college  vacations,  he  used  to  serve 
as  wheelsman  on  Great  Lakes  vessels. 

“Shortly  after  his  graduation  from  the  University  of  Buf- 
falo Medical  School,  in  1891,  Dr.  Howland  visited  friends  in 
New  York  City,  through  whom  he  became  well  acquainted 
with  the  late  Theodore  Roosevelt. 

“At  the  outbreak  of  the  Spanish-American  War,  Dr.  How- 
land left  a flourishing  practice  to  serve  his  country.  At  the 
close  of  that  war,  he  continued  as  an  officer  of  the  65th  regi- 
ment, and  kept  proficient  in  military  matters.  After  World 
War  I,  he  maintained  his  military  connections  until  the  re- 
tirement age  of  64. 

“For  ten  years,  Dr.  Howland  was  Erie  County  medical 
examiner.  Subsequently,  he  became  physician  to  the  Erie 
County  Hospital.  When  he  joined  its  staff,  the  hospital’s 
location  was  the  present  University  of  Buffalo  campus.  In 
1926,  he  moved  with  the  hospital  to  Millgrove. 

“Since  his  wife’s  death,  his  daughter,  Mrs.  Viola  Christie, 
has  shared  his  home.  They  live  at  141  Minnesota  Avenue, 
Buffalo.  Dr.  Howland’s  son,  Howard,  is  associated  with  the 
I.  R.  C. 

“Dr.  Howland  observes  that  because  of  the  constant  use  of 
the  automobile  young  men  joining  the  armed  forces  today  are 
less  sturdy  than  his  contemporaries  of  the  Spanish-American 
War. 

“Dr.  Howland  likes  people,  and  gets  a great  kick  out  of 
keeping  up  his  friendship  with  fellow  Spanish-American  War 
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veterans  and  classmates  in  medical  school,  more  than  half  a 
century  ago. 

“Much  as  he  has  enjoyed  his  profession,  Dr.  Howland  would 
choose  dentistry  if  he  had  a chance  to  make  a second  start  in 
life. 

" ‘For  a dentist’s  time  is  his  own,’  he  said.  ‘Heisn’t  on  call 
at  any  hour  of  day  or  night  as  a doctor  is.’ 

“Dr.  Howland’s  affiliations  include  the  Erie  County  Medi- 
cal Association,  the  American  Medical  Association,  the 
Spanish-American  War  Veterans’  Association,  the  American 
Legion,  and  the  Veterans  of  Foreign  Wars.”* 

Kings  County 

Contributions  amounting  to  $32,375  have  been 
subscribed  toward  the  $40,000  annual  development 
fund  of  the  Long  Island  College  of  Medicine  by  busi- 
ness organizations,  labor  unions,  doctors,  alumni, 
and  residents  of  Brooklyn,  it  was  announced  recently 
at  the  third  report  meeting  of  vice-chairman  and 
workers  held  in  the  office  of  Dr.  Frank  L.  Babbott, 
chairman  of  the  college’s  board  of  trustees  and  for- 
mer president  of  the  college. 

At  the  meeting  Dr.  Jean  A.  Curran,  president  of 
the  school,  explained  the  basis  of  the  new  military 
training  program  at  the  college.  He  said  that  under 
the  program  the  government  will  confine  financial 
aid  to  the  expenses  of  the  men  assigned  to  the  college 
for  medical  training. 

No  government  funds,  he  pointed  out,  can  be 
used  to  finance  extension  of  the  college’s  program 
such  as  the  development  program  will  provide. 

He  added  that  it  is  the  obligation  of  the  college  to 
maintain  the  institution  at  maximum  usefulness 
to  the  community  and  to  expand  its  program  of  edu- 
cation, service,  and  research  as  medical  development 
makes  it  necessary.  * 

Monroe  County 

The  Nutritional  Committee  of  the  county  society 
recently  visited  the  Albion  plants  and  laboratory  of 
Snider  Packing  Division  of  General  Foods  Corpora- 
tion. 

The  group,  headed  by  Dr.  G.  Kirby  Collier,  in- 
cluded the  following  Monroe  County  doctors:  Dr. 
C.  B.  F.  Gibbs,  Dr.  C.  W.  Warren,  Dr.  R.  L.  Som- 
mers, Dr.  John  Aikman,  Dr.  S.  W.  Clausen,  Dr. 
N.  G.  Orchard,  Dr.  John  Murlin,  Dr.  S.  S.  Bullen, 
Dr.  B.  J.  Duffy,  Dr.  William  A.  Sawyer,  Dr.  Charles 
S.  Lakeman,  Dr.  Estelle  Hawley,  Dr.  L.  C.  Boynton, 
all  of  Rochester,  and  Dr.  D.  G.  Cooper  and  Dr.  Paul 
H.  Mahany,  of  Albion. 

The  doctors  were  the  guests  of  Snider’s  at  a 
luncheon  served  at  the  Town  Club.  * 

Nassau  County 

Dr.  Arthur  J.  Harrington,  of  Hempstead,  will 
resume  his  practice  of  medicine  at  his  home  address 
on  September  1. 

Dr.  Harrington  has  been  a patient  at  Mercy 
Hospital  for  the  past  several  weeks  and  is  reported 
as  convalescing  now.  * 

New  York  County 

In  order  that  an  invasion  of  parasitic  diseases  from 
the  tropics  may  be  forestalled,  training  of  medical 
and  laboratory  students  in  insect  identification  and 
other  branches  of  parasite  study  has  begun  at  Colum- 
bia University  under  the  direction  of  Dr.  H.  Ran- 
dolph Halsey,  lecturer  in  zoology  at  the  College  of 
Pharmacy. 

The  establishment  of  these  courses  was  based  on 
the  epidemic  of  parasite  infections  in  certain  sections 
of  the  world  that  lasted  almost  three  years  after  the 
last  war.  Army  and  Navy  officials  have  recognized 


the  possibility  of  another  insect  plague  by  reason  of 
“increased  air  travel,  aerial  combat  over  the  tropics, 
and  the  presence  of  our  troops  in  tropical  areas.” 


The  Physicians’  Home  was  presented  with  a check 
in  the  sum  of  $240.31  by  Dr.  J.  Stanley  Kenney,  presi- 
dent of  the  Medical  Society  of  the  County  of  New 
York.  This  check  represents  the  proceeds  of  a 
testimonial  dinner  tendered  to  Doctor  Kenney  on 
May  19,  1943. 


As  part  of  the  new  teaching  arrangements  entered 
into  between  the  New  York  Eye  and  Ear  Infirmary 
and  the  College  of  Physicians  and  Surgeons  of 
Columbia  University,  Dr.  J.  Morrisset  Smith  has 
been  appointed  to  the  School  of  Medicine  faculty  as 
professor  of  clinical  otolaryngology  and  executive 
officer  of  the  department  of  otolaryngology  at  the 
Infirmary.  Dr.  Conrad  Berens  is  professor  of  clinical 
ophthalmology  and  executive  officer  of  the  depart- 
ment of  ophthalmology.  Instruction  will  continue 
to  be  given  at  the  Infirmary,  utilizing  the  clinics, 
operative  surgery,  and  other  hospital  facilities. 


The  American  Otorhinologic  Society  for  the 
Advancement  of  Plastic  and  Reconstructive  Sur- 
gery, organized  October  17,  1942,  was  incorporated 
on  May  27,  1943,  with  the  following  objects: 

1.  To  create  a body  of  duly  qualified  physicians  who 
are  specialists  in  otorhinolaryngology  and  who  have  train- 
ing and  experience  in  plastic  and  reconstructive  surgery. 

2.  To  stimulate,  to  study  and  research,  to  investigate 
and  advance  in  the  field  of  plastic  and  reconstructive  sur- 
gery, and  to  promote  the  interchange  of  ideas,  of  theory, 
and  practice;  and  to  maintain  the  highest  ethical  standard 
of  practice. 

3.  To  encourage  and  forward  the  investigation,  study, 
and  advancement,  and  to  render  every  possible  service  to 
preventive  medicine. 

4.  To  encourage  and  forward  the  establishment  of  a 
school  for  the  training  of  physicians  in  the  field  of  plastic 
surgery. 

5.  To  encourage  and  forward  the  establishment  of 
institutes  dedicated  to  the  practice  of  the  art  of  plastic  and 
reconstructive  surgery. 

The  officers  elected  for  the  year  1943-1944  are  as 
follows:  president,  Dr.  Romeo  Luongo  of  Phila- 

delphia; vice-president,  Dr.  Morris  Bender;  secre- 
tary, Dr.  Jacob  Daley;  treasurer,  Dr.  Nathan 
Settel,  all  of  New  York  City. 


Dr.  Joseph  Lo  Presti,  Assistant  Surgeon,  United 
States  Public  Health  Service  Reserve,  has  been  as- 
signed to  the  National  Society  for  the  Prevention  of 
Blindness  for  work  in  the  field  of  industrial  eye  hy- 
giene. 


Ervin  A.  Tusak,  M.D.,  has  been  promoted  to 
clinical  professor  of  ophthalmology  at  New  York 
University  College  of  Medicine  for  the  academic 
year  1943-1944. 

Oneida  County 

Dr.  Thomas  A.  McGoldrick,  of  New  York  City, 
president  of  the  Medical  Society  of  the  State  of  New 
York,  was  the  guest  speaker  at  the  regular  meeting 


1552 


MEDICAL  NEWS 


[N.  Y.  State  J.  M. 


of  the  Oneida  County  Medical  Society  on  July  13  in 
Marcy  State  Hospital  in  Marcy.* 


The  county  society,  at  its  first  meeting  since  the 
death  of  Dr.  Andrew  Sloan,  voted  a resolution  in 
memorium,  as  submitted  by  Dr.  F.  T.  Owens. 

The  resolution  follows : 

“In  the  death  of  Dr.  Andrew  Sloan  on  April  21, 
1943,  this  society  lost  one  of  its  most  devoted  and 
loyal  members. 

“Practicing  in  this  city  for  more  than  forty  years, 
he  was,  to  our  knowledge,  always  a most  active  and 
conscientious  physician. 

“His  attitude  of  constructive  interest  was  recog- 
nized by  his  election  and  appointment  to  many  im- 
portant offices:  president  of  our  county  society; 
first  vice-president  of  the  Medical  Society  of  the 
State  of  New  York;  Oneida  County  delegate  to  the 
state  society  for  many  years;  delegate  to  the  Ameri- 
can Medical  Association;  medical  director  of  St. 
Luke’s  Hospital;  one  of  the  founders  and,  for  ten 
years,  president  of  the  Utica  Academy  of  Medicine  : 
president  of  the  Utica  Medical  Club;  and  a fellow 
of  the  American  College  of  Physicians. 

“His  extensive  practice  made  for  him  countless 
friends,  to  whom,  as  to  us,  his  death  brings  a very 
personal  loss. 

“Therefore,  Mr.  President,  we,  the  undersigned 
committee,  move  that  this  society  adopt  these  reso- 
lutions offered  in  respect  to  the  memory  of  Dr. 
Sloan  and  that  a copy  of  these  resolutions  be  entered 
upon  the  permanent  records  of  the  society  of  the 
County  of  Oneida  and  that  they  be  published  in 
the  daily  press  and  a copy  sent  to  Mrs.  Sloan  as  a 
respectful  expression  of  our  deepest  sympathy.”* 


Dr.  T.  Wood  Clarke,  physician  and  historian, 
entertained  Utica  Rotarians  at  lunch  recently  with 
an  account  of  relations  between  New  England  and 
New  York  State  during  the  Revolution.* 


Appointment  of  Dr.  H.  H.  Shaw,  Utica  municipal 
health  officer,  as  a member  of  the  city’s  civilian  pro- 
tection staff,  has  been  announced  by  City  Engineer 
Joseph  B.  Shaw,  director  of  civilian  protection.  * 


Queens  County 

In  order  to  further  postgraduate  education  in 
tuberculosis,  the  Queensboro  Tuberculosis  and 
Health  Association  is  making  available  to  Queens 
physicians  a limited  number  of  scholarships  for  the 
twenty-ninth  session  of  the  Trudeau  School  of  Tu- 
berculosis, Saranac  Lake,  New  York,  Dr.  James 
R.  Reuling,  association  president,  has  announced. 

The  course,  which  begins  September  13,  covers 
four  or  six  weeks  of  instruction.  Two  or  four  weeks 
may  be  spent  in  the  School  at  Saranac  Lake  and 
nearby  sanatoria.  The  student  may  elect  to  attend 
the  supplemental  course  for  two  weeks  at  Bellevue 
Hospital,  New  York  City. 

The  course  will  cover  the  whole  field  of  pulmonary 
tuberculosis — symptomatology,  pathology,  diagno- 
sis, x-ray,  and  treatment.  There  will  be  special 
lectures  on  silicosis  and  tuberculosis  by  well-known 
guest  speakers.  The  course  at  Bellevue  Hospital 
will  deal  chiefly  with  pulmonary  conditions  other 
than  tuberculosis  and  with  differential  diagnosis. 


A group  of  Queens  physicians,  acting  through  the 
B’nai  B’rith  Lodge  of  Kew  Gardens-Forest  Hills,  at 
a ceremony  at  Borough  Hall,  Kew  Gardens,  presided 
over  by  the  Commanding  General  of  the  Second 
Service  Command,  initiated  the  donation  of  an 
ambulance  for  the  United  States  Army. 

Richmond  County 

Dr.  D.  V.  Catalano,  of  West  Brighton,  is 
now  acting  president  of  the  county  society.  He 
succeeds  the  late  Dr.  H.  Lynn  Halbert,  who  was 
the  society’s  president. 

St.  Lawrence  County 

Local  doctors  are  working  out  plans  for  maternity 
care  of  wives  of  sergeants,  corporals,  privates  first 
class,  and  privates  in  the  Army  and  men  of  similar 
grades  in  the  Navy,  Marine  Corps,  and  Coast 
Guard,  and  for  medical  and  nursing  care  for  their 
babies,  Dr.  F.  E.  Clark,  city  health  officer  of  Ogdens- 
burg  and  president  of  the  St.  Lawrence  County 
Medical  Society,  has  announced. 

Under  a plan  approved  by  the  Children’s  Bureau 
of  the  United  States  Department  of  Labor  funds  can 
now  be  provided  without  cost  to  the  family  through 
the  New  York  State  Department  of  Health.  The 
allocation  of  funds  for  New  York  was  effective  July 
1.* 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

William  H.  George 

72 

Albany 

July  15 

Albany 

Charles  J.  Hart 

43 

Univ.  & Bell. 

July  13 

Manhattan 

Emil  F.  Hartung 

81 

L.I.C.  Hosp. 

July  17 

Kew  Gardens 

Maria  K.  H.  Humphrey 

67 

Michigan 

July  18 

East  Rochester 

John  Ketterle 

70 

Bellevue 

July  9 

St.  Albans 

Stanley  M.  King 

52 

Albany 

July  27 

Brooklyn 

G.  Massillon  Lewis 

88 

N.Y.  Univ. 

May  8 

Vernon 

Flurence  W.  McCarthy 

69 

Vermont 

July  18 

North  Bangor 

Emil  S.  Tobie 

78 

Paris 

July  — 

Buffalo 

Leslie  T.  Webster 

48 

Johns  Hopkins 

July  12 

Manhattan 

Justus  G.  Wright 

65 

L.I.C.  Hosp. 

July  26 

Brooklyn 
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Par  nail  to  Direct  Investigation  of  Mental  Hospitals 


A RCHIE  0.  DAWSON,  chairman  of  the  special 
Moreland  Act  Commission  appointed  last  May 
26  by  Governor  Thomas  E.  Dewey  to  investigate 
New  York  State’s  mental  institutions,  announced 
on  July  16  that  Dr.  Christopher  Gregg  Parnall, 
medical  director  of  the  Rochester  General  Hospital, 
Rochester,  since  1924,  has  been  named  to  direct  the 
investigation. 

Mr.  Dawson  said  that  the  five-man  commission 
selected  Dr.  Parnall  from  more  than  a dozen  candi- 
dates and  his  name  was  sent  to  Governor  Dewey  for 
approval.  The  Governor,  he  said,  prevailed  upon 
the  Rochester  hospital  to  give  its  director  a six- 
month  leave  for  the  survey.  Mr.  Dawson  said  the 
commission  hoped  to  have  a report  ready  for  the 
Governor  in  time  for  the  convening  of  the  Legisla- 
ture next  January  1. 

Mr.  Dawson  said  Dr.  Frederick  C.  MacCurdy, 
newly  appointed  State  Commissioner  of  Mental  Hy- 
giene, has  already  made  improvements  in  the  de- 
partment and  has  promised  help  in  the  study.  Dr. 
MacCurdy  replaced  Dr.  William  J.  Tiffany  as  com- 
missoner  when  Dr.  Tiffany  retired  during  the 


original  investigation  of  Creedmoor  State  Hospital 
in  Queens  Village.  Dr.  George  W.  Mills,  superin- 
tendent at  Creedmoor,  also  resigned  and  his  place 
is  temporarily  filled  by  his  assistant,  Dr.  Jesse  L. 
Bennett. 

Dr.  Parnall,  a former  president  of  the  American 
Hospital  Association,  went  to  Rochester  General 
Hospital  in  1924  after  serving  six  years  as  professor 
of  administrative  medicine  at  the  University  of 
Michigan,  where  he  received  his  medical  degree  in 
1904.  While  there,  he  was  director  of  the  university 
hospital,  including  the  State  Psychopathic  Hospital. 

Dr.  Parnall  will  have  offices  for  himself  and  a staff 
on  the  ninth  floor  at  61  Broadway.  Mr.  Dawson 
said  he  did  not  expect  any  public  hearings  until  fall. 

With  Mr.  Dawson  on  the  commission  are  Dr. 
Peter  Irving,  of  New  York  City,  secretary  and  gen- 
eral manager  of  the  Medical  Society  of  the  State  of 
New  York;  Dr.  Fraser  D.  Mooney,  of  Kenmore; 
Charles  Roswell,  of  Springfield,  Queens;  and  As- 
semblyman Lee  B.  Mailler,  of  Cornwall.  Its  counsel 
is  Alfred  J.  Bohlinger,  of  New  York  City. — New 
York  Herald  Tribune,  July  17 


Many  Apply  for  Service  in  Hospital  Units 


A CCORDING  to  recent  figures,  more  than  1,000 
physicians  and  dentists  have  applied  for 
association  with  the  Affiliated  Hospital  Units  for 
civilian  defense,  which  were  recently  organized 
under  the  aegis  of  the  Office  of  Civilian  Defense 
and  the  U.S.  Public  Health  Service. 

Members  of  the  staffs  of  affiliated  units  are  com- 
missioned in  the  inactive  reserve  of  the  U.S.  Public 
Health  Service,  generally  with  ranks  equivalent  to 
those  of  captain,  major,  or  lieutenant  colonel  in  the 
Army.  They  remain  on  inactive  status  except  when 
there  is  an  emergency  arising  from  an  air  raid  or 
other  grave  wartime  disaster.  When  called  to  active 
duty,  they  then  receive  the  pay  and  allowances  of 
officers  of  equivalent  grade  in  the  armed  forces. 
They  are  expected  to  furnish  service  only  in  their 
own  or  neighboring  states,  and  their  obligation 
ceases  at  the  termination  of  the  present  national 
emergency.  The  nature  of  the  service  is  recognized 
by  authorization  to  wear  a lapel  button  which  indi- 
cates that  they  have  enlisted  for  emergency  service. 


They  do  not  wear  a uniform  until  called  to  active 
duty  and  need  not  purchase  one  unless  directed  to  do 
so  when  called  to  active  duty. 

The  Board  of  Trustees  of  the  American  Medical 
Association  and  the  Directing  Board  of  the  Pro- 
curement and  Assignment  Service  have  authorized 
essential  physicians  to  accept  positions  with  these 
affiliated  units. 

Some  physicians  have  expressed  the  fear  that  ac- 
ceptance of  these  commissions  might  involve  them 
in  a responsibility  to  the  U.S.  Public  Health  Service 
and  might  in  some  way  encourage  the  acceptance  by 
the  profession  of  the  proposed  Wagner-Murray- 
Dingell  bill.  This  is  a misunderstanding.  Those 
who  become  associated  with  affiliated  units  are 
under  no  obligation  to  serve  in  any  other  capacity, 
no  matter  what  functions  Congress  may  someday  see 
fit  to  thrust  on  the  U.S.  Public  Health  Service. 
Duties  of  members  of  affiliated  units  are  limited 
strictly  to  those  which  they  have  agreed  to  assume 
as  a result  of  enemy  action. 


Improvements 


A Sarlar  suction  and  ether  machine  now  being 
used  at  the  Batavia  Hospital  is  of  the  latest  design 
and  made  of  the  best  material.  The  hospital’s 
old  machine  is  being  repaired  and  parts  are  being 
renewed  so  that  it  can  serve  as  an  auxiliary  machine 
for  bedside  use. 

The  new  machine  is  the  gift  of  the  Batavia  Hos- 
pital Woman’s  Auxiliary. 

The  ether  vaporizer  part  of  the  machine  pumps 
ether  vapor  to  the  patient  either  in  a mouth  tip  or  a 
tracheal  catheter,  the  amount  of  ether  being  con- 
trolled by  the  anesthesist  as  he  judges  the  pa- 
tient’s needs  to  maintain  the  depth  of  anesthesia 
necessary  while  the  surgeon  does  his  work. 

The  big  advantage  of  this  is  that  the  ether  can  be 
given  continuously,  even  though  the  patient’s 
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mouth  or  face  must  be  covered  or  worked  upon.  A 
unique  feature  of  this  machine  is  its  portability, 
which  makes  it  available  for  use  in  supplying  air 
pressure  when  needed.  * 


The  hospital  for  Joint  Diseases  in  New  York  City 
has  installed  a new  200-K.V.,  25-M.A.  deep  therapy 
machine.  Deep  therapy  treatments,  as  well  as 
superficial  treatments,  will  now  be  given  at  the  in- 
stitution to  Hospital  patients. 


[Continued  on  page  1556] 

* Asterisk  indicates  that  item  is  from  local  newspaper. 
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THE  KOROMEX  SET  COMPLETE 


Koromex  Set  Complete*  is  an  attractively  packaged  unit  containing  the 
important  items  used  for  approved  contraceptive  technique.  Identified  by 
a removable  label.  To  order  or  prescribe,  merely  write,  "Koromex  Set 
Complete,  Diaphragm  Size ”. 


KO  RO  M EX  D IAP H RAG  M— Widely  accepted 

as  the  outstanding  diaphragm  in  use  today. 
Durable.  GUARANTEED  FOR  2 YEARS. 


KOROMEX  TRIP  RELEASE  INTRODUCER 

— Specially  designed  swivel  tip  facilitates 
usage.  Gauged  to  take  all  size  diaphragms. 


KOROMEX  JELLY  and  H R EMULSION  CREAM  — Both  preparations  have  equally  high 

spermicidal  value,  but  differ  in  degree  of  lubrication.  Both  are  included  so  the  patient 
may  determine  which  preparation  better  meets  her  requirements  and  personal  preferences. 

* Price  of  Koromex  Set  Complete  is  only  that  of  the.  Koromex  Diaphragm  and  Koromex  Trip  Release  Introducer 
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The  maternity  division  recently  completed  and 
furnished  in  the  new  annex  of  Ilion  Hospital  is  now 
open  for  inspection  by  the  public,  Miss  Hazel  Buck- 
ley,  superintendent  of  the  maternity  division,  has 
announced. 

The  nursery  was  the  gift  of  Dr.  B.  J.  Kelly,  of 
Frankfort,  and  is  regarded  as  the  most  completely 
equipped  in  the  vicinity.  It  contains  16  cribs  and  a 
heated  dressing  table  that  insures  an  even  warmth 
for  babies,  their  bath,  and  clothing. 

Adjoining  the  nursery  is  a kitchen  for  the  prepara- 
tion of  formulas,  with  separate  refrigerator.  The 
new  wing  also  contains  a waiting  room  and  a solar- 
ium. 

The  old  maternity  division  is  being  converted 
for  general  hospital  use  and  renovations  are  in  prog- 
ress to  connect  that  section  with  the  new  hospital 
building. 

The  new  annex,  one  of  the  most  modern  in  this 
area,  is  not  scheduled  for  official  opening  until  fall, 
but  the  maternity  division  has  been  fully  completed 
and  may  be  inspected  by  anyone  interested,  Miss 
Buckley  says.  * 


A new  x-ray  machine  has  just  been  put  into  opera- 
tion at  Potsdam  Hospital.  The  new  apparatus  is 
cPitiplete  with  diagnostic  equipment  and  many  other 
attachments  representing  the  latest  developments  in 
the  field  of  x-ray. 

The  x-ray  room  has  been  enlarged  and  a new 
underground  storeroom  is  now  completed. 

The  Women’s  Hospital  Guild  is  raising  funds  to 
purchase  a cryptoscopic  table  with  which  portions  of 
the  old  x-ray  machine  will  be  used.  The  table  will 
have  all  x-ray  attachments.  It  is  hoped  that  the 
table  will  be  installed  by  next  September.  * 


On  July  6 the  Jefferson  County  board  of  super- 
visors set  up  a consolidated  contagious  hospital 

At  the 

Leighton  M.  Arrowsmith,  administrator  for  the 
last  fourteen  years  of  St.  John’s  Hospital,  Brooklyn, 
heads  the  new  hospital  unit  of  the  institutional  user 
branch,  food  rationing  division  of  the  OPA,  it  was 
announced  by  Archie  Palmer,  associate  director  of 
the  food  rationing  division. 


An  All-American  football  end  who  forsook  a prom- 
ising career  on  the  professional  gridiron  to  study 
medicine  has  been  placed  in  charge  of  the  Urologic 
service  at  Rhoads  General  Hospital  in  Utica. 

It  was  back  in  the  20’s  that  George  Tully,  now 
Captain  Tully,  won  gridiron  prominence  with  the 
Dartmouth  Indians,  then  coached  by  Jesse  Hawley. 
In  1925,  the  year  sportswriters  were  acclaiming 
Hawley’s  team  as  the  mythical  national  champions, 
Tully  was  named  All-American  end  on  the  Associ- 
ated Press  and  United  Press  teams. 

After  his  graduation  from  Dartmouth,  Captain 
Tully  played  two  seasons  with  the  Philadelphia 
Yellowjackets,  a professional  gridiron  team.  He 
took  up  the  study  of  medicine  in  the  University  of 
Vermont  College  of  Medicine,  receiving  his  M.D. 
degree  in  1931. 

He  interned  in  Worcester,  Massachusetts,  his  home 


fund  to  meet  salaries  and  wages  of  officers  and  em- 
ployees of  the  Jefferson  County  Hospital  for  Con- 
tagious Diseases  as  of  July  1.* 


Faced,  like  hundreds  of  other  hospitals,  with  the 
urgent  necessity  of  housing  new  nurses  and  other 
personnel  for  whom  room  is  not  available  in  regular 
quarters,  Methodist  Hospital,  of  Dallas,  Texas, 
found  the  answer  in  “Victory  Housing.”  The 
completely  prefabricated,  portable,  and  demount- 
able, small  houses  are  cool  in  summer  and  readily 
kept  warm  in  winter  because  of  the  air-space  insu- 
lated and  ventilated  double  roof. 

As  many  as  10  to  a freight  car  or  5 to  a convoy 
truck,  depending  on  the  type,  can  be  rushed  to  hos- 
pitals where  housing  is  critical.  Five  hundred 
“Victory  Homes”  a day  can  be  produced  by  the 
Dallas  plants,  which  have  made  tens  of  thousands 
that  are  used  by  the  armed  forces.  They  are  manu- 
factured in  multi-units  or  in  single  units. 


An  immediate  campaign  for  a wartime  “Victory 
Fund”  of  at  least  $75,000  for  the  Eastern  Long 
Island  Hospital  at  Greenport  was  undertaken  by 
unanimous  resolution  of  the  Board  of  Directors  at 
a special  meeting. 

The  main  purpose  of  the  fund  is  to  provide  for 
construction  of  an  additional  building  adjoining  the 
new  structure  built  in  1939.  A secondary  purpose 
is  to  meet  the  annual  maintenance  deficit  which  the 
hospital  incurs  in  treating  most  of  its  patients  at 
less  than  the  cost  of  their  care. 

The  new  building  is  to  be  known  as  the  “Victory 
Wing”  of  the  hospital  and  will  be  dedicated  to  the 
memory  of  North  Fork  residents  whose  lives  are 
lost  in  World  War  II. 

Construction  is  to  begin  as  soon  as  materials  are 
available  at  advantageous  prices  and  in  a place 
where  the  work  will  help  to  stabilize  employment.  * 

Helm 

city,  then  took  a residency  in  urology  at  Morrisania 
City  Hospital,  New  York  City. 

Upon  completing  his  residency,  Captain  Tully 
opened  an  office  for  the  practice  of  his  specialty  in 
Worcester  in  1934.  In  1938,  he  was  appointed  in- 
structor in  urology  at  the  University  of  Vermont 
College  of  Medicine,  a post  which  he  retained  until 
he  was  called  into  active  service  last  November. 
Prior  to  his  assignment  to  Rhoads  in  May,  Captain 
Tully  was  stationed  at  Lovell  General  Hospital, 
Fort  Devens,  Massachusetts.* 


Dr.  Frank  E.  Hunter  yesterday  joined  the  staff 
of  Homer  Folks  Hospital  in  Oneonta.  He  formerly 
was  on  the  staff  of  Biggs  Memorial  State  Tuber- 
culosis Hospital,  Ithaca. 


Rounding  out  twenty-five  years  as  pathologist 
at  Vassar  Brothers  Hospital  in  Poughkeepsie,  Dr. 
Alva  L.  Peckham  will  continue  to  serve  as  consultant 
with  the  arrival  of  Dr.  J.  Spottiswood  Taylor,  of 
Kingston,  who  recently  was  named  to  the  post  of 
[Continued  on  page  1558] 


FIRST  WOMAN  ARMY  SURGEON 


In  a July  issue  of  the  New  York  Times  Magazine, 
Bessie  Phillips  brought  into  public  light  again  the 
story  of  the  Army’s  first  woman  doctor. 

It  is  all  the  more  interesting  to  New  Yorkers  be- 
cause Dr.  Mary  Walker  was  a native  of  New  York 
State,  the  daughter  of  a doctor  in  Oswego.  Follow- 
ing the  profession  of  her  father,  she  graduated  from 
the  Syracuse  Medical  College  at  the  age  of  23  and 
began  practice  immediately  in  Columbus,  Ohio.  Six 
years  later  she  returned  to  her  home  town. 

Perhaps  in  those  days,  too,  there  was  some  opposi- 
tion to  accepting  a woman  doctor  for  military  serv- 
ice, for  Dr.  Walker  volunteered  her  service  and  en- 
tered the  Union  Army  as  a nurse,  serving  in  that 
capacity  for  three  years  before  she  was  commissioned 
a first  lieutenant.  Then  as  assistant  surgeon,  she 
held  that  rank  until  her  retirement  in  June,  1865. 

According  to  the  records,  Dr.  Walker  was  as 
skilled  as  her  male  contemporaries  in  amputating 
legs  and  arms,  suturing  incisions  and  alleviating 
suffering.  She  dressed  in  the  blue  uniform  like  her 
brother  officers,  with  a gold  stripe  running  down  the 
trouser  legs,  an  officer’s  overcoat,  and  a black  felt 
hat  with  gold  cord,  similar  to  the  G.A.R.  hat.  Her 
jacket  was  cut  like  a blouse  and  fitted  loosely  at  the 
neck. 

Her  adoption  of  male  attire  was  a part  of  her 
general  and  lifelong  struggle  for  women’s  rights  and 
dress  reform.  After  the  war  she  continued  to  wear 
male  attire — a frock  coat,  long  trousers,  a low  beaver 
hat,  and  men’s  shoes.  She  also  pioneered  in  the 
short  hair-do  for  women,  wearing  her  hair  about  as 
long  as  a man’s  when  he  is  in  need  of  a haircut. 

Her  proudest  possession  was  a bronze  medal,  with 
an  inscription  on  the  reverse  side  reading,  “Presented 
by  the  Congress  of  the  United  States  to  Mary  E. 
Walker,  A. A.  Surgeon,  U.S.  Army.”  No  record  of 
the  occasion  of  the  conferring  of  this  honor  was  made 
by  the  War  Department  and  it  was  deleted  from  the 
list  by  the  Board  of  Records  in  1917.  But  shortly 
after  the  Civil  War  it  was  reported  that  Dr.  Walker 
had  been  awarded  the  “Congressional  Medal  of 
Honor  and  Bravery”  for  services  on  the  battle- 
field. 

An  army  pension  supplemented  her  income  from 
private  practice  and  lectures  which  she  carried  on 
almost  to  the  end.  She  died  at  the  age  of  87  in  1919 
at  her  home,  Brinker  Hill,  near  Oswego,  as  a result 
of  a fall  on  the  Capitol  steps  in  Washington  two  years 
previously. 


SUPERFICIAL 

New  York  Journal- American,  July  30,  1943 — 
“Rather  than  comply  with  a Nazi  order  that  they 
join  the  German  chamber  of  physicians,  6,200  Dutch 
doctors  have  voluntarily  renounced  their  profes- 
sion.” 

* * * 


STILL  THE  SAME  OLD 
JOHMHIE  WALKER 


Unchanging  quality  has  made 
Johnnie  Walker  a well-known 
character  all  over  America. 

Due  to  British  war  restrictions, 
gold  foil  has  been  elim- 
inated and  other  slight 
changes  have  been 
made  on  the  outside  of 
the  familiar  Johnnie 
Walker  bottle— but  in- 
side good  old  Johnnie 
Walker  whisky  re- 
mains unchanged. 


New  York  Times,  July  4 , 1943 — “Under  the  Nazi 
terrorism  in  Czechoslavokia,  the  Czechs,  it  is  said, 
have  not  cracked.  It  is  the  terrorists  who  have  the 
nervous  breakdowns.” 

^ 

Daily  News,  July  29, 1943 — “A  letter  to  the  editor 
of  a Tulsa  newspaper  today  invited  Hitler,  Tojo, 
‘and  all  the  people  of  the  world,’  to  hold  a peace 
conference  on  ‘my  20  acres  of  land.’  ” 

* * * 

Saturday  Evening  Post,  June  12, 1943 — “Not  many 
sounds  in  life,  and  I include  all  urban  and  rural 
sounds,  exceed  in  interest  a knock  at  the  door.” — 
Charles  Lamb. 


Johnnie 

\Yalker 

BLENDED  SCOTCH  WHISKY 

CANADA  DRY  GINGER  ALE,  INC. 
New  York,  N.  Y.  • So/e  Importer 
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pathologist  at  the  hospital.  Dr.  Peckham  has  been 
in  ill  health  for  some  time. 

In  his  long  career  at  Vassar  hospital,  Dr.  Peckham 
has  been  responsible  for  many  changes  in  the  labora- 
tory. When  he  was  appointed  director  of  the  labora- 
tory in  1918  at  the  request  of  the  late  Guilford  Dud- 
ley, then  president  of  the  board  of  trustees,  there 
was  only  one  laboratory  assistant.  Today  the  staff 
consists  of  5 full-time  technicians.  He  has  also  given 
a great  deal  of  his  time  and  valuable  knowledge  to 
the  advancement  of  young  scientific  careers  by  al- 
lowing college  and  medical  students  to  work  in  the 
laboratory. 

A native  of  Schenectady,  Dr.  Peckham  graduated 
from  Union  college  in  1896  and  received  his  medical 
degree  from  Hahnemann  Medical  college  in  Phila- 
delphia. 

Upon  completion  of  his  medical  education  Dr. 
Peckham  went  directly  to  Poughkeepsie  and  started 
practice,  with  offices  in  his  home.  When  he  became 
pathologist  at  Vassar  Hospital,  he  gave  up  his  pri- 
vate practice  and  devoted  all  of  his  time  to  the  lab- 
oratory. 

Dr.  Peckham  is  director  of  the  Dutchess  County 
Health  Association  and  has  served  as  secretary  of 
the  association  since  its  inauguration.  He  is  also  a 
director  of  Vassar  Brothers  Institute. 

Dr.  Taylor,  who  will  begin  his  new  duties  at  Vas- 
sar Hospital  about  September  1,  is  a native  of  Dan- 
bury, North  Carolina. 

He  attended  the  University  of  North  Carolina 
and  was  graduated  from  John  Hopkins  Medical 
School,  where  he  also  served  his  internship  and 
acted  as  resident  in  pathology  for  three  years. 


In  1932  he  became  associate  director  of  the  Ayre 
Clinical  Laboratory  in  Philadelphia  and  since  May, 
1934,  he  has  been  in  charge  of  the  Kingston  City 
Laboratory. 

Dr.  Taylor  is  president  of  the  New  York  State 
Association  of  Public  Health  Laboratories  and  presi- 
dent of  the  Ulster  County  Medical  Society. 

He  is  also  a member  of  the  Pathological  Society 
of  the  State  of  New  York;  the  Philadelphia  Patho- 
logical society;  and  the  Physiological  Society  of 
Philadelphia. 

His  wife,  Dr.  M.  Elizabeth  Moore,  plans  to  con- 
tinue her  practice  in  Kingston  for  the  duration  of 
the  war.  * 


Presbyterian  Hospital,  Babies  Hospital,  and  the 
Neurological  Institute  of  New  York — units  of  the 
Columbia-Presbyterian  Medical  Center  in  New  York 
City — have  as  their  new  president  Charles  P.  Cooper, 
(former  vice-president  in  charge  of  finance  of  the 
American  Telephone  and  Telegraph  Company), 
who  was  elected  on  July  12  at  a meeting  of  the 
Board  of  Managers  of  the  A.  T.  & T.  Mr.  Cooper 
succeeds  the  recently  deceased  Dean  Sage,  Sr.,  who 
for  the  past  twenty-one  years  was  president  of  the 
hospitals. 


Dr.  Louis  Kleinfeld  has  been  appointed  director 
of  the  Department  of  Otolaryngology  of  the  Bronx 
Hospital. 


Newsy 

Beth  David  Hospital  has  announced  that  its  De- 
partment of  Tumor  Research  has  had  some  highly 
gratifying  results  with  treatment  in  cases  of  leuke- 
mia. The  Department  will  accept  a limited  number 
of  ambulatory  or  hospital  cases  for  further  study; 
no  charge  of  any  kind  will  be  made  in  connection 
with  this  work.  Referring  physicians  are  instructed 
to  communicate  with  either  the  Director  of  the  De- 
partment or  the  Executive  Director  of  the  Hospital. 


The  government  has  renewed  its  appeal  for 
women  to  enter  nurses’  training  to  meet  military  and 
civilian  requirements  estimated  at  349,000  by  July 
1,  1944. 

The  Office  of  War  Information  has  warned  that 
“unless  drastic  steps  are  taken”  the  1944  goal  will 
fall  100,000  short.  Present  estimated  requirements 
call  for  66,000  nurses  in  the  armed  forces  and  293,- 
000  in  civilian  life. 

Already  33,000  nurses  have  been  recruited  in  the 
Army  and  Navy,  the  OWI  said.  The  military 
branches  are  seeking  2,500  nurses  a month.* 


At  its  meeting  on  July  13,  the  board  of  A.  Barton 
Hepburn  Hospital  in  Ogdensburg  passed  resolutions 
in  tribute  to  the  late  Dr.  Grant  C.  Madill.  * 


Work  in  occupational  therapy  at  Kings  County 
Hospital  was  highly  praised  in  an  article  by  Ruth  G. 


Notes 


Davis  published  in  the  Brooklyn  Eagle  of  July  18. 
We  quote: 

“Trained  therapists  and  trained  volunteers  are  a 
crying  need  today,  for  there  are  not  enough  to  meet 
the  demands  of  the  Army  nor  the  civilian  hospitals. 
Brooklyn  can  boast  of  only  one  occupational  therapy 
department  in  a general  hospital,  the  one  in  Kings 
County  Hospital.  What  a fine  example  of  occupa- 
tional therapy  it  is! 

“Occupational  therapy,  often  referred  to  as  a 
‘work  cure/  is  remedial  treatment  in  the  form  of 
supervised  activity  for  persons  injured  in  body  or 
mind  by  accident  or  disease.  There  are  four  such 
occupational  therapy  shops  at  Kings  County,  under 
the  direction  of  Miss  Anna  M.  McNulty.  Occupa- 
tional therapy  is  a development  of  the  ‘keep  them 
busy’  idea  to  therapeutic  treatment  and  is  now  given 
under  directions  from  physicians  and  surgeons. 

“In  1918  Kings  County  developed  a new  depart- 
ment to  create  diversion  for  the  chronic  patients  of 
the  Home  for  the  Aged  and  Infirm.  A small  port- 
able building  heated  by  a coal  stove  was  the  head- 
quarters, and  only  men  were  permitted  to  work. 
Miss  McNulty  directed  the  work,  which  at  the  time 
consisted  of  the  making  of  brooms,  brushes,  window 
shades,  etc.  Miss  McNulty,  who  recently  has  ob- 
served her  twenty-fifth  anniversary  at  Kings  County 
Hospital,  now  has  a staff  consisting  of  5 trained 
occupational  therapists — Miss  Dorothy  Sniffen, 
Miss  Florence  Stattel,  Miss  Helen  Peck,  Miss 
Louise  Craven,  and  Miss  Orvilla  Yost.  These  young 
women  are  kept  busy  in  the  four  O.T.  shops  at 
[Continued  on  page  1560] 
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HELPS  FILL 
VITAMIN  AND 
MINERAL  GAPS 
IN  THE 
WARTIME  DIET  j 


VI-SYNERAL 

(funk-dubin) 


for  a SAFETY-MARGIN  of  VITAMINS  fortified  with  MINERALS 

VITAMINS:  A - Bi  - B2  (G)  - C - D - E - Niacinamide  - B Complex  Factors 

MINERALS:  Calcium,  Phosphorus,  Iron,  Iodine,  Manganese,  Magnesium, 

Zinc,  Copper 

Samples  and  Literature  Upon  Request 

U.  S.  VITAMIN  CORPORATION  • 250  East  43rd  Street  • New  York,  N.  Y. 


A VITAMIN  CITY 

City  officials  of  Howey-in-the-Hills,  Florida,  are 
considering  seriously  changing  the  name  of  the  place 
to  “Vitamin  City.” 

A scientific  check  of  hundreds  of  Northerners, 
suffering  from  sinus  troubles  and  common  colds, 
who  have  spent  short  periods  of  time  at  this  Floridian 
resort  has  revealed  that  such  visitors  have  benefited 
considerably  as  a result  of  the  visit.  Credit  is 
largely  given  to  the  consumption  of  large  quantities 
of  citrus  fruit  juices  and  inhaling  the  citrus  fruit 
scented  air,  as  well  as  to  absorbing  the  Florida  sun- 
shine. 

Howey-in-the-Hills,  in  addition  to  its  natural 
scenic  beauty,  is  noted  as  the  location  of  the  world’s 
largest  citrus  fruit  groves.  It  has  long  maintained  a 
policy  of  giving  visitors  all  the  freshly-squeezed 
orange  or  grape  fruit  juices,  made  from  tree-ripened 
fruit,  that  they  can  consume.  The  vitamin  drinks 
are  as  free  as  water. 

In  their  research,  they  claim  to  have  also  found 
that  adolescents  with  acne  have  been  relieved  of  this 
embarrasing  condition  through  drinking  ample 
daily  quantities  of  freshly-squeezed  grape  fruit 
juice.  In  some  instances  the  skin  has  cleared  com- 
pletely after  a very  short  time;  and  in  every  case 
some  improvement  has  been  rapidly  attained. 

Howey-in-the-Hills  is  just  25  miles  northwest  of 
Orlando  in  the  central  part  of  Florida,  and  is  located 
on  Lake  Harris,  one  of  Florida’s  largest  inland 
waters. 


THE  SHAPE  OF  TOMORROW 

In  “The  Spirit  of  Enterprise ,”  recently  published 
book  by  Edgar  M.  Queeny,  some  possiblities  of  the 
future  suggest  the  limitless  horizons  of  industry 
now  that  it  has  generally  embraced  science. 

Mr.  Queeny  writes,  “The  day  may  come  when 
workers  will  travel  a hundred  miles  from  country 
homes  to  offices  and  factories  by  helicopter  bus. 

“There  will  be  prefabricated  houses  warmed  by 
heat  from  tiny  wires  buried  in  the  walls.  Rooms  will 
be  air-conditioned  for  summer  comfort,  illuminated 
by  cool,  germicidal  light,  and  equipped  with  built-in, 
low-temperature  refrigeration.  There  will  be  new 
fruits  and  vegetables — larger,  without  seeds.  Ra- 
dios will  be  static-free  and  television  in  full  color  will 
be  commonplace. 

“Clothes  will  be  made  of  extruded  fabric  and 
stockings  will  be  molded  and  waterproof,  stainproof, 
flameproof  and  as  easily  cleaned  as  a pair  of  rubber 
boots.” 


BUY  WAR  BONDS 
and  STAMPS 

for 

% VICTORY  1 


RELIEVE  TEETHING  PAINS 

in  Babies  with  CO-NIB 

Mothers  appreciate  your  prescription  of 
CO-NIB  because  its  quick-acting  ingre- 
dients effectively  soothe  teething  pains. 

AN  ETHICAL  PRESCRIPTION 
AVAILABLE  AT  ALL  PHARMACIES 

Sample  and  literature  on  request. 


ELBON  LABORATORIES 

MONTCLAIR,  NEW  JERSEY 


Time  to  Collect 

IT  IS  NEWS  when  a collection  firm  gets  fan 
mail.  A doctor  writes,  "You  are  wizards.” 
A hospital  superintendent  says,  "Your 
skillful  methods  biing  checks  in  every  mail.” 
The  truth  of  the  matter  is  that  patients  who  were 
unable  to  pay  medical  fees  a few  years  ago 
are  now  receiving  fat  pay  checks.  These 
days  there  is  no  such  thing  as  a hopeless 
account.  We  are  willing  to  try  to  collect  any 
of  your  bills  at  a moderate  percentage  of  the 
amount  recouped. 

Now  is  the  time  to  write  for  details. 

CRANE  DISCOUNT  CORPORATION 

230  W.  41st  St.  New  York,  N.  Y. 
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Kings  County,  which  comprise  the  inpatient  shop, 
where  those  able  to  walk  or  be  wheeled  can  get  their 
exercise;  the  wards,  where  movable  apparatus  is 
brought  to  the  patient’s  bed;  the  outpatient  shop 
where  a released  patient  may  return  to  continue 
treatment;  and  a diversion  shop  for  orthopaedic 
conditions.  There  was  at  one  time  an  occupational 
therapist  for  the  neurological  department,  but  for 
lack  of  help  it  has  been  temporarily  closed. 

'The  rugs  woven  by  the  patients,  the  coat  hang- 
ers, magazine  racks,  and  other  objects  made  by  the 
patients  are  sold  by  the  department  to  maintain 
their  shops,  as  they  receive  no  financial  help  aside 
from  the  original  equipment  and  the  payment  of 
salaries  by  the  city.  All  the  crates  for  lemons, 
oranges,  and  other  supplies  discarded  by  the  hospi- 
tal dietary  department  are  utilized  by  the  staff. 

"During  the  development  of  this  beneficent  treat- 
ment over  the  past  twenty-five  years,  the  Brooklyn 
committee  of  the  New  York  City  Visiting  Commit- 
tee has  given  occupational  therapy  its  support  and 
encouragement  through  its  hospital  occupational 
committee.”  * 


Lt.-Comdr.  Mildred  A.  McAfee  recently  inspected 
the  newly-built  barracks  for  the  Waves  who  are 
stationed  at  the  National  Naval  Medical  Center  in 
Bethesda,  Maryland. 

Now  there  are  200  officers  and  enlisted  women 
scattered  throughout  the  four  commands  at  the 
center — hospital,  research,  dental,  and  medical. 
The  jobs  they  do  are  varied  and  important. 

Lieutenant  (j.g.)  Mildred  Mitchell,  a psychologist, 
with  degrees  from  Rockford  University.  Radcliffe 
College,  and  Yale  University,  is  with  the  neuro- 
psychiatric  service  at  the  hospital.  In  all  of  the 
Navy  there  are  only  thirty  psychologists  doing 
hospital  work.  The  twenty-nine  others  are  men. 

Ensign  Sonya  Lemish,  of  Rome,  New  York,  a 
pretty  girl  with  red-gold  hair,  a graduate  of  Smith 
College,  was  with  the  Rockefeller  Institute  for 


Medical  Research  before  she  joined  the  Navy. 
At  Bethesda  she  is  working  on  secret  experiments 
with  blood  plasma. 

Because  research  chemists  cannot  be  made  in  a 
day,  all  of  the  girls  in  this  department  had  expe- 
rience before  they  joined.  Pharmacist’s  Mate 
Second  Class  Minnie  Davis  had  been  for  five  years 
a laboratory  technician  with  the  Tulane  Medical 
School  and  the  Jackson,  Mississippi,  Public  Health 
Department  before  she  joined  the  Navy. 

Waves  are  assigned  to  the  hospital  corps  at  their 
own  request,  provided  they  have  had  some  training 
for  this  work  or  show  an  aptitude  for  it.  Those 
without  technical  training  start  out  as  corpsmen 
and  are  taught  all  types  of  hospital  work.  When  on 
ward  duty  they  learn  how  to  keep  charts,  administer 
medicines,  make  beds,  serve  food,  take  care  of 
equipment,  and  generally  help  nurses,  doctors,  and 
patients.  They  are  also  assigned  to  laboratories, 
clinics,  and  offices,  where  they  learn  to  keep  records, 
operate  x-ray  machines,  take  blood  tests,  etc. 

Some  of  these  "hospital  apprentices,”  as  they  are 
called,  continue  with  this  work.  Others  who  have 
had  some  previous  experience,  or  have  specialized 
during  their  corpsman  study,  become  pharmacists’ 
mates,  such  as  dental  assistants  or  technicians  in  the 
medical  laboratory.  Lieutenant  (j.g.)  Margaret 
May  Diehm,  head  of  the  laboratory  and  the  senior 
officer  at  Bethesda,  explained  that  the  girls  in  her 
department  are  rotated  from  job  to  job  so  that  they 
can  broaden  their  knowledge  while  doing  the  actual 
daily  work  that  must  be  done.  This  "learn  while 
you  work”  method  is  in  use  throughout  the  hospital. 

Before  the  Waves  arrived,  there  was  no  occupa- 
tional therapy  department  at  Bethesda.  It  was 
started  when  Ensign  Jane  Cassidy,  a graduate  of 
Mills  College  and  the  Philadelphia  School  of  Occu- 
pational Therapy,  was  sent  there.  Working  closely 
with  her  is  Ensign  Barbara  Stephens,  a graduate 
physiotherapist,  who  studied  in  London  and  had 
been  working,  before  she  joined  the  Waves,  with  the 
Rhode  Island  Infantile  Paralysis  Foundation. — 
New  York  Herald  Tribune 


HEPYISC  IN  HYPERTENSION 


M ANGLO-FRENCH  LABORATORIES,  INC. 

£ 75  VAR1CK  STREET.  NEW  YORK,  N.  Y. 


LOWERS  HIGH  BLOOD  PRESSURE 

Relieves  Hypertensive  Symptoms  • Prolongs  Hypotensive  Action 

Each  tablet  contains  a synergistic  combination  of  20  mg. 
Viscum  album,  60  mg.  desiccated  hepatic  substance  and  60  mg. 
desiccated  insulin-free  pancreatic  substance. 

Dosage  1-2  tablets  t.i.d.  Sample  on  request 

Available  in  bottles  of  50,  500  and  1,000  tablets. 
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THE  MAPLES  INC.,  OCEANSIDE,  L.l 


A sanitarium  especially  for  invalids,  convalescents,  chronic  patients, 
post-operative,  special  diets,  and  body  building.  Six  acres  of  land- 
scaped lawns.  Five  buildings  (two  devoted  exclusively  to  private 
rooms).  Resident  Physician.  Rates  $18  to  $45  Weekly 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


CHARLES  B.  TOWNS  HOSPITAL 

Serving  the  Medical  Profession  for  over  40  years 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

Definite  Treatment  • Fixed  Charges  • Minimum  Hospitalization 

293  Central  Park  West,  New  York Hospital  Literature Telephone:  SChuyler  4-0770 


ELECTRONIC  “EYE”  MEASURES  SUNFALL 

Sensitive  new  electronic  “eyes”  to  see  and  record 
invisible  ultraviolet  rays  in  sunshine  will  soon 
begin  their  first  daily  measurements  of  “sunfall” 
in  the  United  States  to  study  its  effect  on  the  war- 
time health  of  the  nation. 

The  new  sun-measuring  instruments  eventually 
will  operate  in  twenty  of  the  world’s  first  solar 
observation  posts  to  be  set  up  for  a nation-wide 
ultraviolet  study  by  the  United  States  Weather 
Bureau.  Located  in  Weather  Bureau  stations,  the 
observation  posts  will  be  scattered  over  a 1,000- 
mile  stretch  of  land  running  from  Texas  northward 
through  the  Mississippi  Valiev  to  the  colder  regions 
of  the  Middle  West. 

The  first  sun  metering  will  get  under  way  soon 
in  New  York  City  and  in  Boston  and  Cambridge, 
Massachusetts,  to  record  the  amount  of  ultraviolet 
which  penetrates  through  the  haze  of  big  metropoli- 
tan centers.  These  figures  may  eventually  make 
it  possible  to  forecast  for  several  days  in  advance 
the  intensity  of  sunfall  over  a city,  Weather  Bureau 
officials  believe — Med.  Times 


WEEK  A YEAR  PER  EMPLOYEE  LOST 

Illness  accounted  for  the  loss  of  five  and  one-half 
days  of  working  time  per  year  per  employee  in  a 
typical  cross  section  of  American  industry  studied 
by  experts  of  the  Industrial  Hygiene  Foundation, 
collaborating  with  the  U.S.  Public  Health  Service. 

These  studies,  which  concerned  illness  not  due 
to  industrial  accidents,  were  announced  through  the 
annual  report  of  the  Mellon  Institute  of  Industrial 
Research. 

When  only  absences  of  eight  days  or  longer  due 
to  illness  were  considered  for  the  1941  period  in 
14  companies  the  annual  per  employee  loss  was  two 
and  one-half  days.  Eight  per  cent  of  the  men  and 
10.5  per  cent  of  the  women  employed  suffered  these 
illnesses.  When  absences  of  one  day  or  longer  were 
considered,  estimates  showed  that  50  per  cent  of 
the  men  and  82  per  cent  of  the  women  took  time 
off  because  of  illness. 

In  one  company  the  sickness  absenteeism  loss 
amounted  to  8180  per  employee  annually  when 
reduced  efficiency  before  and  after  illness  was  esti- 
mated and  included. — Science  News  Letter 


LOUDEN-KNICKERBOCKER  HALL1' 

81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL 

diseases. 

Full  information  furnished  upon  request 
JOHN  F.  LOUDEN  JAMES  F.  VAVASOUR,  M.D. 

President  Physician  in  Charge 

New  York  City  Office,  67  West  44th  St.,  Tel.  VAnderbilt  6-3732 
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Elixir  Bromaurate 


GIVES  EXCELLENT  RESULTS 

Cuts  short  the  period  of  the  illness  and  relieves  the  distressing  spasmodic  cough.  Also  valuable  In 
other  Persistent  Coughs  and  in  Bronchitis  and  Bronchial  Asthma.  In  four-ounce  original  bottles. 
A teaspoonful  every  3 to  4 hrs. 

GOLD  PHARMACAL  CO.  NEW  YORK  CITY 


Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


RECEIVED 


Urology  in  General  Practice.  By  Nelse  F.  Ocker- 
blad,  M.D.,  and  Hjalmar  E.  Carlson,  M.D.  Octavo 
of  383  pages,  illustrated.  Chicago,  Year  Book 
Publishers,  Inc.,  1943.  Cloth,  $4.00. 

A Manual  of  Cardiology.  By  Thomas  J.  Dry. 
Duodecimo  of  310  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Co.,  1943.  Cloth,  $3.00. 

A Manual  of  Clinical  Therapeutics:  A Guide  for 
Students  and  Practitioners.  By  Windsor  C.  Cut- 
ting, M.D.  Duodecimo  of  609  pages.  Philadelphia, 
W.  B.  Saunders  Co..  1943.  Cloth,  $4.00. 

Nutrition  and  Diet  in  Health  and  Disease.  By 
James  S.  McLester,  M.D.  Fourth  edition,  thor- 
oughly revised.  Octavo  of  849  pages.  Philadel- 
phia, W.  B.  Saunders  Co.,  1943.  Cloth,  $8.00. 

The  Physiological  Basis  of  Medical  Practice.  By 
Charles  Herbert  Best,  M.D.,  and  Norman  Burke 
Taylor,  M.D.  Third  edition.  Octavo  of  1942 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1943.  Cloth,  $10. 

Skin  Grafting  of  Burns.  By  James  Barrett 
Brown,  M.D.,  and  Frank  McDowell,  M.D.  Octavo 
of  204  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Co.,  1943.  Cloth,  $5.00. 

Lymph  Node  Metastases:  Incidence  and  Surgical 
Treatment  in  Neoplastic  Disease.  By  Grantley 
Walder  Taylor,  M.D.,  and  Ira  Theodore  Nathan- 
son,  M.D.  Octavo  of  498  pages,  illustrated.  New 
York,  Oxford  University  Press,  1942.  Cloth,  $8.00. 

The  Sexual  Glands  of  the  Male.  By  Oswald 
Swinney  Lowsley,  M.D.,  and  collaborators.  [Re- 


printed from  Oxford  Loose-Leaf  Urologv.]  Octavo 
of  619  pages,  illustrated.  New  York,  Oxford  Uni- 
versity Press,  1942.  Cloth,  $10. 

The  Medical  Clinics  of  North  America.  Vol.  27, 
No.  3,  May,  1943.  Octavo,  illustrated.  Philadel- 
phia, W.  B.  Saunders  Co.,  1943.  Published  bi- 
monthly (six  numbers  a year).  Cloth,  $16  net; 
paper,  $12  net. 

Atlas  of  Obstetric  Technic.  By  Paul  Titus,  M.D. 
Octavo  of  180  pages,  illustrated.  St.  Louis,  C.  V. 
Mosbv  Co.,  1943.  Cloth,  $7.00. 

Principles  and  Techniques  of  Nursing  Procedures. 
By  Sister  Mary  Agnita  Claire  Day,  R.N.  Octavo 
of  574  pages,  illustrated.  St.  Louis,  C.  V.  Mosbv 
Co.,  1943.  Cloth,  $3.50. 

Injuries  of  the  Skull,  Brain  and  Spinal  Cord. 
Edited  by  Samuel  Brock,  M.D.  Second  edition. 
Octavo  oi  616  pages,  illustrated.  Baltimore,  Wil- 
liams & Wilkins  Co.,  1943.  Cloth,  $7.00. 

Allergy,  Anaphylaxis  and  Immunotherapy:  Basic 
Principles  and  Practice.  By  Bret  Ratner,  M.D. 
Octavo  of  834  pages,  illustrated.  Baltimore,  Wil- 
liams & Wilkins  Co.,  1943.  Cloth,  $8.50. 

Whooping  Cough.  By  Joseph  H.  Lapin,  M.D. 
Octavo  of  238  pages,  illustrated.  Springfield,  111., 
Charles  C Thomas,  1943.  Cloth,  $4.50. 

Diagnosis  of  Uterine  Cancer  by  the  Vaginal 
Smear.  By  George  N.  Papanicolaou,  M.D.,  and 
Herbert  F.  Traut,  M.D.  Quarto  of  46  pages,  illus- 
trated bv  color  plates.  New  York,  Commonwealth 
Fund,  1943.  Cloth,  $5.00. 


REVIEWED 


Diseases  of  the  Breast.  By  Charles  F.  Geschick- 
ter,  M.D.  Octavo  of  829  pages,  illustrated.  Phila- 
delphia, J.  B.  Lippincott  Co.,  1943.  Cloth,  $10. 

This  is  an  encyclopedic  treatise  on  diseases  of  the 
breast,  both  benign  and  malignant,  with  593  illus- 
trations. While  there  is  a full  description  of  classi- 
fication and  pathology  of  all  types  of  tumors,  the 
reader  may  be  prompted  to  turn  to  the  300  pages 
devoted  to  malignant  diseases  and  their  treatment. 
There  is  an  agreement  with  the  conclusions  of  Adair 
that  radical  mastectomy  is  the  treatment  preferred, 
with  preoperative  radiation  only  in  those  cases  in 
which  there  is  a question  of  operability  and  post- 
operative radiation  when  it  is  found  that  the  disease 
is  not  well  within  the  limits  of  dissection.  The  final 
chapter  is  on  the  experimental  production  of  benign 
and  malignant  tumors.  Dr.  Geschickter  has  pro- 
duced an  important  contribution  to  the  study  of 
breast  diseases,  whether  or  not  one  agrees  with  his 
classifications  or  is  willing  to  follow  his  dictum  in 
treatment. 

Joseph  Raphael 

Aftereffects  of  Brain  Injuries  in  War:  Their 

Evaluation  and  Treatment.  By  Kurt  Goldstein, 
M.D.  Octavo  of  244  pages.  New  York,  Grune  & 
Stratton,  1942.  Cloth,  $4.00. 

The  author  of  this  book  has  had  a rich  experience 
in  brain  injuries  that  occurred  in  German  soldiers 


during  the  first  World  War.  He  had  the  oppor- 
tunity of  following  many  of  these  patients  for  ap- 
proximately ten  years  after  the  war.  The  result  of 
such  an  experience  is  now  available  in  book  form. 

There  is  a chapter  devoted  to  symptomatology, 
another  one  to  neurologic  symptoms,  and  one  to 
mental  symptoms.  Other  chapters  are  devoted  to 
the  origin  of  symptoms  and  the  psychologic  labora- 
tory examinations  in  which  many  tests  are  described 
in  detail.  The  treatment  is  described  in  a 
chapter  devoted  to  physical  and  neurologic  therapy 
and  in  a separate  chapter  on  social  adjustment. 

The  book  is  a valuable  contribution  to  the  man- 
agement ot  brain  injuries  and  is  a very  opportune 
one  in  view  of  the  large  number  of  cases  that  are 
inevitable  in  the  present  war.  It  is  highly  recom- 
mended to  all  who  are  interested  in  the  subject. 

Irving  J.  Sands 

The  International  Medical  Annual:  A Year  Book 
of  Treatment  and  Practitioner’s  Index.  Editors: 
H.  Letheby  Tidy,  M.D.,  and  A.  Rendle  Short,  M.D. 
Sixtieth  year,  1942.  Octavo  of  396  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Co.,  1942. 
Cloth,  $6.00. 

This  popular  yearbook  is  published  for  the  sixtieth 
year  in  spite  of  many  harassing  circumstances.  It  is 
to  the  credit  of  the  editors  that,  in  spite  of  the 
bombing  of  their  publishing  works,  they  have  suc- 

[Continued  on  page  1564] 
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FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devotea  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  18S9 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


IN  ELMS 


A Modern 
Psychiatric  Unit 

Selected  drug  and  alcohol  problems 
welcome. 

Rates  moderate. 

Eugene  N.  Boudreau,  M.D.,  Phys-in-Ckg 

SYRACUSE,  N.  Y. 


RIVERLAWN  SANITARIUM 


A conveniently  situated  Sanitarium  offering  complete  facilities 
for  the  treatment  and  care  of  MENTAL  AND  NERVOUS 
CASES  and  ALCOHOL  AND  DRUG  ADDICTIONS.  We 
extend  full  cooperation  to  the  Physicians. 

CHARLES  B.  RUSSELL,  M.  D.,  Med.  Dir. 

45  Totowa  Ave.  PATERSON,  N.  J.  Armory  4-2342 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


“SPARE  THE  DOCTOR”  DRIVE  OPENED 

“First  Aid  to  Doctors”  is  the  theme  of  a recent 
publicity  campaign  among  the  residents  of  Mon- 
mouth County,  New  Jersey,  and  sponsored  by  the 
Red  Bank  and  Long  Branch  Leagues  of  Women 
Voters. 

Using  newspaper  articles  and  four-minute 
speakers,  the  leagues  hope  to  acquaint  the  residents 
with  their  own  serious  shortage  of  physicians  and 
show  them  how  they  can  do  their  part. 

Before  the  war,  Monmouth  County  had  159 
doctors  in  active  practice.  Now,  for  one  reason 
or  another,  there  are  only  98.  Although  the  govern- 
ment Public  Health  Service  considers  that  one 
doctor  for  every  1,500  persons  is  the  minimum  for 


safety,  this  county  has  only  one  doctor  for  every 
2,000  persons. 

To  spare  the  doctor,  the  leagues  suggest  that  the 
patient  “see  him  at  his  office  as  soon  as  you  feel  under 
the  weather;  don’t  wait  until  you  are  seriously  ill. 
Don’t  ask  for  sympathy  calls  or  for  extra  attention. 
Be  cheerful  and  patient  while  you  wait  for  him.” 

“Study  and  practice  the  rules  of  good  nutrition,” 
the  leagues  urge.  “Get  plenty  of  rest  and  fresh  air. 
Take  the  Red  Cross  course  in  home  nursing  ....  and 
the  Red  Cross  course  in  first  aid;  proper  attention 
to  small  injuries  may  prevent  serious  results.  Do 
not  ask  for  a private-duty  nurse  unless  your  doctor 
urges  it.” 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbyiician-in-Cbargt. 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postop- 
erative, aged  andinfirm,  andthose  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  ner- 
vous and  backward  children.  Physicians'  treatments  rig- 
idly followed.  C.  L.  MARKHAM,  M.  D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:1700, 1,  2 


‘INTERPINES’ 

Goshen/  N.  Y. 

Phone  117 


Ethical  — Reliable  — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL  — QUIET  — HOMELIKE 


Write  for  Booklet 


FREDERICK  W.  SEWARD,  M.  D.,  Director 
FREDERICK  T.  SEWARD,  M.  D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.  D.,  Resident  Physician 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  oia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  tuildings. 

F.  H.  BARNES,  M.D.  Med.  Supt.  *Tel.  4-1143 


WEST  HI  EE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 
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ceeded  in  producing  a volume  that  meets  the  high 
standard  set  by  those  of  other  years. 

Recent  advances  are  thoroughly  covered  by  ex- 
perts in  various  fields  and  the  American  and  English 
literatures  are  extensively  reviewed. 

Milton  Plotz 

Endoscopic  Prostatic  Surgery.  By  Roger  W. 
Barnes,  M.D.  Octavo  of  232  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1943.  Cloth,  $6.00. 

This  thorough  yet  concise  monograph  was  de- 
signed by  the  author  as  a text  to  which  urologic 
house  surgeons  or  other  urologists  could  refer  while 
learning  the  technic  of  endoscopic  prostatic  surgery 
under  the  supervision  of  an  experienced  operator. 

With  the  aid  of  many  clear  illustrations,  the 
author  emphasizes  such  points  as  the  anatomy  of 
the  all-important  true  and  surgical  capsules  and  of 
the  prostatic  blood  supply. 

Foremost  among  the  indications  for  endoscopic 
prostate  surgery  is  the  training  to  resect  accurately 
and  quickly  enough  to  keep  the  operating  time  to 
about  one  hour.  If  his  series  of  transuretheral  re- 
sections is  comparatively  limited,  the  operator 
should  restrict  utilization  of  this  technic  to  the 
smaller  glands  until  he  has  gradually  worked  up  to 
the  larger  ones. 

The  author  uses  the  Stem-McCarthy  electro- 
tome routinely  but  the  Nesbit  and  Gibson  one-hand 
modifications  with  the  use  of  the  free  hand  for 
rectal  manipulation  of  the  prostate  are  described. 

With  respect  to  the  actual  technic  of  resection, 
the  strict  necessity  for  keeping  the  loop  within  the 
area  of  the  prostatic  urethra  is  emphasized.  The 
importance  of  the  verurmnontanum  as  the  guardian 
landmark  of  the  external  sphincter  is  also  made  clear. 

In  summary,  the  author  describes  endoscopic 
prostatic  surgery  as  a comparatively  safe,  rapid,  and 
almost  painless  means  of  alleviation,  with  shorter 
hospitalization  time  and  end  results  that  compare 
favorably  with  those  of  other  methods  of  prostatec- 
tomy. 

Fedor  L.  Senger 

Creatine  and  Creatinine  Metabolism.  By  How- 
ard H.  Beard,  Ph.D.  Octavo  of  376  pages,  illus- 
trated. Brooklyn,  N.  Y.,  Chemical  Publishing  Co., 
Inc.,  1943.  Cloth,  $4.00. 

The  author  has  reviewed  all  experimental  and 
theoretic  work  on  creatine  and  creatinine  metabolism 
since  1926.  He  has  added  much  new  material  and 
has  correlated  the  chemistry  and  tests  for  creatine 
and  its  relation  to  clinical  medicine. 

The  most  important  part  of  the  book,  from  the 
reviewer’s  point  of  view,  is  its  description  of  general 
muscle  metabolism,  the  synthesis  of  creatine,  and 
its  conjugation  from  the  simple  amino  acids  by 
methylation.  There  is  a chapter  on  creatine  in  rela- 
tion to  water  metabolism  and  also  one  on  creatine 
content  in  heart  diseases. 

The  book  is  well  written  and  should  be  in  the 
library  of  anyone  who  is  interested  in  biochemistry 
and  metabolism. 

Morris  Ant 

The  Hospital  Care  of  the  Surgical  Patient.  By 

George  Crile,  Jr.,  M.D.,  and  Franklin  L.  Shively, 
Jr.,  M.D.  Octavo  of  184  pages,  illustrated.  Spring- 
field,  111.,  Charles  C Thomas,  1943.  Cloth,  $2.50. 

This  is  a well-prepared  handbook  which  describes 
the  procedures  used  in  caring  for  surgical  patients  in 


the  Cleveland  Clinic.  One  section,  which  is  of  con- 
siderable importance,  is  devoted  to  physiologic  prin- 
ciples as  related  to  surgery.  Another  section  is  de- 
voted to  the  prevention  management  of  surgical 
complications.  A third  part  describes  in  detail  most 
of  the  common  hospital  procedures. 

The  book  will  naturally  be  of  great  use  to  the 
surgical  intern  and  also  to  the  older  surgeon  who 
has  neglected  to  keep  abreast  of  the  newer  develop- 
ments. 

Edward  P.  Dunn 

Diseases  of  the  Skin.  By  Oliver  S.  Ormsbv, 
M.D.,  and  Hamilton  Montgomery,  M.D.  Sixth 
edition.  Octavo  of  1,360  pages,  illustrated.  Phila- 
delphia, Lea  & Febiger,  1943.  Cloth,  $14. 

This  book  in  its  previous  editions  has  always  set  a 
very  high  standard  and  this  edition  is  carrying  on  the 
tradition  of  the  past.  The  book  has  been  thoroughly 
revised  and  the  subject-matter  brought  up  to  date. 
The  references  are  complete  and  cover  the  literature 
well.  Even  rare  dermatoses  which  are  frequently 
not  covered  in  the  ordinary  dermatologic  text  are 
adequately  covered  in  this  work.  The  illustrations 
are  excellent  and  adequate  to  bring  out  the  details 
mentioned  in  the  text. 

Altogether,  this  edition  should  be  found  in  the 
library  of  all  dermatologists  who  desire  a complete 
reference  work. 

John  C.  Graham 

Physiological  Psychology.  By  S.  R.  Hathaway. 
Octavo  of  335  pages,  illustrated.  New  York,  D. 
Appleton-Century  Co.,  1942.  Cloth,  $2.75. 

The  book  offers  nothing  new  from  the  standpoint 
of  physiology  of  the  nervous  system.  However, 
since  it  is  intended  to  orientate  students  of  psychol- 
ogy primarily  in  the  physiology  of  the  nervous 
system,  it  is  presented  in  a simplified  fashion  to 
meet  their  knowledge  and  needs. 

The  material  is  comprehensive  and  up-to-date. 

Aside  from  chapters  on  emotions,  sleep,  and  in- 
telligence, there  is  very  little  of  psychology  included 
in  the  book. 

Joseph  L.  Abramson 

Bums,  Shock,  Wound  Healing  and  Vascular  In- 
juries. [Military  Surgical  Manuals,  Vol.  V.]  Pre- 
pared under  the  Auspices  of  the  Committee  on  Sur- 
gery of  the  Division  of  Medical  Sciences  of  the  Na- 
tional Research  Council.  Octavo  of  272  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Co.,  1943. 
Cloth,  $2.50. 

A concise  manual  prepared  by  various  specialists 
in  the  field  of  surgery  for  medical  officers  of  the 
armed  services. 

As  indicated  by  the  title,  the  book  is  divided  into 
four  sections.  The  material  is  well  organized  and 
outlined  for  rapid  review  of  diagnosis  and  treatment. 
Both  sides  of  controversial  matters  are  discussed. 
Five  chapters  on  burns  comprise  the  largest  section 
of  the  volume,  with  references  to  relevant  articles  at 
the  end  of  each  chapter.  The  sections  on  “Burns” 
and  “Vascular  Injuries”  are  both  profusely  illus- 
trated. The  chapters  on  “Shock”  and  “Wound 
Healing”  present  the  latest  thoughts  on  these  sub- 
jects. 

This  work  should  prove  to  be  of  invaluable  aid 
to  those  who  are  preparing  to  meet  the  surgical 
emergencies  of  today. 

Ralph  Wolfe 
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Classified  Index  of  Service  afid  Supplies 
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Classified  Rates 


Rates  per  line  per  insertion: 

One  time $1.10 

3 Consecutive  times 1.00 

6 Consecutive  times .80 

12  Consecutive  times .75 

24  Consecutive  times .70 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of 
First  and  by  the  5th  for  issue  of  Fifteenth. 


Classified  Ads  are  payable  in  advance.  To 
avoid  delay  in  publishing  remit  with  order 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


FOR  SALE 


Everything  for  the  physician  from  an  instrument  to  an 
x-ray — new  or  used.  Special  opportunities  in  fluoroscopes, 
x-rays,  short  waves,  ultra  violet  lamps  and  electrocardio- 
graphs. J.  Beeber  Company,  838  Broadway,  N.Y.C. 
ALgonquin  4-3510. 


FOR  SALE 


SANITARIUM.  In  beautiful  residential  section  of  small 
city  near  Catskill  Mountains.  34  rooms.  14  Bathrooms. 
Maintained  in  first  class  condition.  Modern  equipment 
throughout.  Owner  wishes  to  retire.  Write  Box  7000 
N.Y.S.  Jr.  Med.  or  phone  agent,  Elmsford  4586. 


FOR  SALE 


Powerful  X Ray  Unit  and  part  of  office  equipment  at 
sacrifice  for  lack  of  space.  Box  8000  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


OPTOMETRIST  N.  Y.  State  license,  draft  exempt.  Ex- 
cellent refractionist  and  good  background  in  orthoptics.  De- 
sires connection  with  busy  oculist  anywhere  in  state.  Address 
Box  7200  N.  Y.  St.  Jr.  Med. 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine— young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians  and  technicians. 
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NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


— CAPABLE  ASSISTANTS— | 

Call  our  free  placement  service.  Paine  Hall  graduates 
have  character,  intelligence,  personality  and  thorough 
training  for  office  or  laboratory  work.  Let  us  help  you 
find  exactly  the  right  assistant.  Address: 

Fst.  Mg  101  W.  31st  St.,  New  York 

SjJSJt rg  BRyant  9-2831 

Licensed  N.  Y.  State 


CLINICAL  LABORATORY 
and  X-RAY  TECHNIC 

Thorough  Clinical  Laboratory  course 
9 months.  X-Ray  3 months.  Electro 
cardiography  additional.  Graduates 
in  demand.  Established  22  years. 
Catalog  sent  postpaid  on  request. 

Northwest  Institute  of  Medical  Technolocy 
34z..  E.  Lake  St.,  Minneapolis,  Minn. 


TO  BURN  UP  FAT 

Prescribe  Lipolysin  in  obesity  to  stimulate 
oxidation  process  that  "burn  up"  fatty  tissue. 
A dependable  endocrine  product;  free  from 
dinitrophenol.  Tablets— bots  100;  Capsules 
— bots  50,  120;  Ampuls  — boxes  12.  Send 
for  literature,  Dept.  N,  Cavendish  Pharmaceu- 
tical Corp.,  25  West  Broadway,  New  York. 

LIPOLYSIN 

MALE  FEMALE 


No  Finer  Name  in  Ethical  Contraceptives 


WHITTAKIK  LAfOR  ATOIIIS,  INC. 


NEW  YORK.  N.  Y. 
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Vitamin  B complex 


IN  MASSIVE  AMOUNTS! 

UASANT-TAST.NO 

nATKIV  I 

# ECONOMICAL 


potent 


Maltine  B is  a very  pleasant-tasting 
source  of  the  vitamin  B complex.  Each 
fluid  ounce  supplies  the  following: 

Vitamin  Bi — 2000  International  Units 

(thiamine  hydrochloride  6 milligrams ) 

Vitamin  B2 — 8000  micrograms 
riboflavin 

Vitamin  B6 — 4000  micrograms  pyri- 
doxine  hydrochloride 

Nicotinamide — 80  milligrams 

Pantothenic  Acid — 350  micrograms 

DAILY  DOSAGE: 

Adults,  2 teaspoonfuls  Children,  1 teaspoonful 

Prescription  size,  8 fluid  ounces 
ADVERTISED  TO  THE  MEDICAL  PROFESSION  ONLY 


' ffialtine 


COMPANY 


NEW  YORK  - Established  1875 


1567 


tension  of  smooth  muscle  spasm. 


INDICATIONS.:  Syntropan  'Roche'  is  indicated  in  pylorospasm,  cardio- 
spasm, intestinal  colic,  spastic  constipation,  gastric  spasm,  peptic  ulcer, 
megacolon,  and  tenesmus. 


DOSAGE:  One  tablet  (50  mg)  three  or  four  times  a day,  or  as  required.  By 
subcutaneous  or  intramuscular  injection,  one  ampul  three  times  a day,  or 
as  required.  HOFFMANN -LA  ROCHE,  INC.,  ROCHE  PARK,  NUTLEY,  N.  J. 

* Phosphate  of  cf/-tropic  acid  ester  of 
3-diethylamino  -2,  2-dimethyl-l-propanol. 

SYNTROPAN  ‘ROCHE' 

NON-NARCOTIC  ANTIS  PASMO  D I C 


The  local  and  constitutional 
bacteriostatic  treatment 
of  burns  with  . . . 

SULFADIAZINE 


JgcLerle 


Bacteriostatis  is  essential  for  healing  in  extensively 
burned  areas.  This  may  be  achieved  by  appropriate 
surgical  and  medical  measures  adopted  immediately 
after  the  injury  is  received.  The  most  important  bacterio- 
static measure  is  the  use  of  sulfonamides. 

sulfadiazine  Lederle  may  be  employed  locally  in  the 
form  of  “sulfadiazine  in  ethanolamines  solution  (pick- 
rell)”  Lederle , or  “sulfadiazine  ointment”  Lederle. 

sulfadiazine  Lederle  may  be  given  by  mouth  if  drug 
blood  levels  remain  insufficient  to  inhibit  bacterial  growth. 
Caution  should  be  observed  in  the  simultaneous  use  of 
oral  and  local  therapy  since  excessive  drug  blood  levels 
may  result.  Maintenance  of  urinary  output  between  i ,000 
and  1,500  cc.  daily  and  an  alkaline  urine  are  advisable 
during  intensive  Sulfadiazine  therapy. 


PACKAGES: 

Sulfadiazine  in  Ethanolam- 
ines  Solution  (Pickrell)  Led • 
erte 

Available  in  bottles  of 
8 oz.  and  1 pt. 

Sulfadiazine  Ointment  5% 
Lederle 

Available  in  tubes  of  1 oz., 
4 oz.  and  1 lb. 


LEDERLE  LABORATORIES 


U.  S.  Official  Marine  Corps  Photo 


Hero_ 

a hundred  times  a day! 


Up  front!  The  modern  military  doctor  willingly 
faces  battle-line  fire  to  treat  casualties  where  they 
fall.  Though  unarmed,  he  moves  up  with  the  com- 
bat units  . . . gliding  in  with  air-borne  troops  ...  in 
the  lead  ranks  of  a bayonet  charge. 

Yet  the  medical  officer  looks  for  no  special 


praise,  no  headlines.  Like  the  next  man,  he  is  con- 
tent to  enjoy  a peaceful  moment  or  two  ...  a 
cigarette... Camel  preferably... the  milder,  better- 
tasting smoke  that  is  the  favorite  of  fighting  men.* 
Thinking  of  gifts  to  those  in  service?  Send 
Camels— the  gift  they  appreciate. 


1st  in  the  service  ♦With  men  in 

the  Army,  the  Navy,  the  Marine  Corps,  and  the  Coast  Guard, 
the  favorite  cigarette  is  Camel.  (Based  on  actual  sales  records.) 

Cn  yy\  a 1 costlier 

1 1 1 v-'  A tobaccos 

New  reprints  available  on  cigarette  research  — Archives  of  Otolaryngology.  Febru- 
ary, 1943,  pp.  169  - 173  — M arch,  1943,  pp.  404  - 410.  Copies  on  request.  Camel 
Cigarettes,  Medical  Relations  Division,  1 Pershing  Square,  New  York  17,  N.  Y. 
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DECHOLIN 

Boxes  of 25,  100,500 
sanitaped  tablets. 

DECHOLIN  SODIUM 

20 percent  solution* 
Ampules,  boxes  of 
three  and  twenty 
3cc.,  5cc.,  and  lOcc. 


Decholin  — chemically  pure  dehydrocholic  acid  — initiated  a new  era  in  bi' 
salt  therapy.  Prior  to  1929,  therapy  was  restricted  to  desiccated  bile  product 
mixtures  of  variable  composition  and  of  uncertain  therapeutic  action. 

Decholin  prompted  an  imposing  chain  of  research  studies  on  the  physiolog 
and  pathology  of  the  gallbladder,  bile  ducts,  and  the  liver.  Of  the  408  orig: 
nal  research  investigations  on  the  clinical  value  of  dehydrocholic  acid,  a 
are  based  on  Decholin. 

Decholin  is  the  most  potent  hydrocholeretic  available.  It  increases  elabors 
tion  of  bile  as  much  as  200  per  cent,  affording  a valuable  means  of  flushin 
the  biliary  passages.  The  toxicity  of  Decholin  is  lower  than  that  of  an 
other  known  bile  acid,  so  low  that  its  sodium  salt,  Decholin  sodium,  i 
given  intravenously.  Decholin  is  contraindicated  in  complete  obstructio: 
of  the  hepatic  or  common  bile  duct. 

Riedel  - de  Haen,  Inc.  new  york,  n.  y. 


IN  CHRONIC  CHOLECYSTITIS,  CHOLANGITIS,  BILIARY  TRACT  SURGERY 
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Epinephrine  Hydrochloride  i:iooo  n.n.r. 

CHEPLIN’S  solution  of  this  powerful 
vasoconstrictor,  hemostatic  and  circu- 
latory stimulant  is  adjusted  to  a definite 
standard  strength  and  is  physiologi- 
cally assayed  by  measuring  the  effect 
on  blood  pressure. 

EPINEPHRINE  HYDROCHLOR- 
IDE may  be  administered  by  hypoder- 
mic, inhalation  or  topical  application, 
affording  rapid  relief  of  asthmatic 


EPINEPHRINE  HYDROCHLORIDE  is  packaged  as 1:1000 in: 
1 cc.  ampules. 

10  cc.  rubber-stoppered  vials. 

30  cc.  rubber-stoppered  vials. 

30  & 480  cc.  bottles  for  topical  applications. 


CHEPLIN  BIOLOGICAL  LABORATORIES,  INC. 

(Division  of  Bristol-Myers) 

Syracuse,  New  York 


symptoms,  urticaria,  angioneurotic 
edema,  reactions  following  injections  of 
biologicals,  shock  or  collapse,  and 
prompt  control  of  certain  types  of  hem- 
orrhage. When  used  in  conjunction  with 
topical,  nerve  block  or  infiltration  anes- 
thesias, it  produces  a bloodless  opera- 
tive field  and  retards  absorption  of  the 
anesthetic — thus  prolonging  the  period 
of  anesthesia.  Literature  on  Request. 
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“PRE-TEST” 
VAGINAL  INFECTIONS 


In  many  cases  you  can  clear  up  a vaginal 
condition  with  a single  prescription  of 
sta-o-gen  Vag-I-Caps.*  In  any  case,  a 
box  of  12  is  ample  for  a 2-week  “pre-test” 
period,  to  determine  the  severity  of  the 
infection.  As  you  know,  sta-o- 
gen’s  prolonged,  continuous 
liberation  of  nascent  oxygen  is 
harmless  yet  powerfully  germi- 
cidal, fungicidal  and  deodoriz- 
ing. The  symptomatic  effects 
annoying  your  patient  are  re- 
lieved immediately  — odor  is 

• • • 


eliminated — discharge  reduced  and  irri- 
tation soothed.  If,  after  this  “pre-test” 
therapy,  trouble  persists,  you  can  be  cer- 
tain the  case  will  warrant  the  time  and 
effort  required  for  a comprehensive  diag- 
nosis; while  your  examination 
and  treatment  will  be  less  of 
an  ordeal.  *Ozonide  of  Olive 
Oil  in  45  minim  soluble  gelatin 
capsules.  David  Nye  Barrows, 
N.  Y.  State  Jr.  Med.  Vol.  41, 
Jan.  15,  1941. 


sta-o-gen  Liquid  for  office  and  Vag-I-  WRITE  today  for  authoritative  proto- 
Caps  for  home  use  are  available  through  col  “A  Complete  Therapy  for  Vaginal 

any  wholesaler  or  direct  from  Infections.” 

LATIMER  LABORATORY,  INC.,  41  E.  21  ST.,  N.  Y.  C.  (10) 

STA-O-GEN 


SAFE  • 


SIMPLE 
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SOUND 
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All  preparations  of 
possess  these  special 

they  are 


GsuhJJx/uz 


For  antiseptic  dressings  and  packings  that  remain  moist 

B 


HACETIN 

and  for  particularly  pain-sensitive  areas 


For  lavage,  irrigations,  wet  dressings  and  hot  soaks 

““TP 

■K, 

and  where  thorough  penetration  and  liquefac- 
tion are  essential 

pat**  mmm™ 

Of  AZOCHiORAMID  (aqueous,  prepared  from  powder} 

For  direct  application— especially  suitable  for  office  and 
prescription  use 


Detailed  literature  and  samples  on  request 


I 


lender  adequate  ERTRON  therapy,  the  arthritic  patient 
can  be  rendered  free  from  pain;  mobility  can  be  increased  considerably; 
and  the  systemic  evidence  of  metabolic  disturbance  can  be  controlled. 

In  the  hundreds  of  cases  studied  intensively  in  leading  arthritis  clinics, 
.the  improvement  in  Ertronized  patients  followed  quite  closely  a definite 
pattern; 


!atr* 


First,  a generally  improved  sense 
of  well-being — increase  in  appetite 
and  strength;  better  mental  out- 
look. In  undernourished  patients, 
a gain  in  weight  usually  follows. 
This  earliest  evidence  of  favorable 
response  indicates  the  systemic  ac- 
tion of  ERTRON.  Passive  mobil- 
ity is  next  improved  and,  lastly, 
pain  is  gradually  reduced,  allowing 
greater  active  mobility. 


• • • • 


for  tin;  Arthritic 


The  mass  of  accumulated 
evidence  demonstrating 
the  value  and  safety  of 
Ertronization  therapy, 
based  on  years  of  experi- 
ence with  this  proved 


form  of  treatment,  justi- 
fies its  use  as  the  treat- 
ment of  choice  as  soon  as 
the  diagnosis  of  chronic 
arthritis  is  confirmed. 


0 Oxj.» 

OOS.jjf; 


Nutuhion  H 


chic*&Q 


ERTRON  — the  only  high  potency, electri- 
cally activated,  vaporized  ergosterol  (Whittier 
Process),  is  made  only  in  the  distinctive  two- 
color  gelatin  capsule. 

Supplied  in  bottles  of  100  and  50  capsules. 

ALSO  NEW  500  CAPSULE  BOTTLE 
ERTRON  is  promoted  only  through  the  medical  profession. 
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FOR  GASTROINTESTINAL  DISORDERS 

Tablets  ALMUTAL  No.  1 

ANTACID  • ADSORBENT  • ANTISPASMODIC  Each  TabIe*  Con,ai"s: 

Magnesium  Trisilicate,  Hydrated 5 

A balanced  antacid  formula  for  controlling  gastric  hyperacidity  ai,lwll¥111Tri  9 1/9 

and  eliminating  intestinal  toxemia;  suggested  in  the  treatment  phonnKarKiial  1 /ft 

of  spasm  of  the  pylorus  and  the  intestines,  toxic  bowel,  colitis,  Aimpino  g,,ifa|.A  1/inm 

nervous  insomnia  and  nervous  indigestion.  Write  for  samples 

gr. 

gr. 

gr. 

gr.  ; 

MUTUAL  PHARMACAL  COMPANY  4“  and 

INCORPORATED  flavored. 

821  S.  STATE  ST.  SYRACUSE,  N.  Y.  Price:  $2.70  per  1000  list 
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Accurate  gallbladder  diagnosis  is  now  more  certain  with 
PRIODAXj  a new  contrast  medium  which  owes  its  super 
iority  to  its  form  and  composition. 


Iodine,  (51.5%)  firmly  bound,  in  a stable  organic  molecule  produces 
reliable,  clear  pictures  of  uniform  density  by  the^single-dose^method. 


Contains  no  phenolphthalein  or  any  related  derivatives,  thus  reduc 
ing  the  possibility  of  diarrhea  with  loss  of  contrast  material. 


Tablet  Administration  and  chemical  nature  favor  retention. Vomiting 
...so  often  associated  with  unpalatable  powders... is  rare  with  PRIODAX. 


Administration:  Six  tablets  swallowed  whole  in  the  course  of  a light  fat-free  evening 
meal.  X-ray  exposures  are  made  in  12  and  15  hours. 


PRIODAX,  ^8-(4-hvdroxy-3, 5-diiodophenyl)-o:-phenvl-propionic  acid,  supplied  in  cello- 
phane envelopes,  each  containing  six  tablets.  Boxes  of  1,  5 and  25  envelopes. 


FOR  VICTORY  AND  AFTER . . . BUY  WAR  BONDS 


THE  UNION  OF  TWO  GREAT 


NEO-SYNEPHRINE  SULFATHIAZOLATE  —for  topical  treat- 
ment of  colds  and  sinusitis — is  available  in  1-oz.  ( with  dropper ) and  16-oz. 
bottles  as  a 0.6  per  cent  solution  in  a buffered , approximately  isotonic  vehicle - 
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NCING- 

THERAPEUTIC  AGENTS 

N eo-Synephrine 
Sulfathiazolate 

combines  powerful  vasoconstriction 
and  potent  bacteriostasis  in  one 
stable  chemical  compound 


In  response  to  widespread  demand, 
Stearns  research  has  linked  into  one 
stable  chemical  compound  the  vasocon- 
strictive properties  of  Neo-Synephrine 
and  the  bacteriostatic  action  of  sulfa- 
thi  azole. 

The  worth  of  this  new  product  can  be 
judged  from  the  fact  that  the  therapeu- 
tic value  of  both  agents  is  undiminished. 

Neo-Synephrine  Sulfathiazolate  pro- 
vides the  same  fast,  sustained  decon- 


gestion of  engorged  mucous  membrane 
as  Neo-Synephrine,  with  the  same 
relative  freedom  from  undesirable  side 
effects — combined  with  the  bacterio- 
static potency  of  sodium  sulfathiazole. 

Convenient  to  use  and  safe  to  admin- 
ister, Neo-Synephrine  Sulfathiazolate 
provides  the  medical  profession  with  a 
powerful  new  tool  for  the  alleviation  of 
symptoms  of  colds  and  sinusitis. 


Frederick 


Stearns 


& (Company 


Since  1855. . . ESSENTIALS  OF  THE  PHYSICIAN’S  ARMAMENTARIUM 


NEW  YORK  KANSAS  CITY  SAN  FRANCISCO  DETROIT,  MICH.  WINDSOR,  ONTARIO  SYDNEY,  AUSTRALIA  AUCKLAND,  NEW  ZEALAND 
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EFFECTIVE 

in  Coronary  Artery  Disease  end  Edema 


* 


Clinical  experience  and  carefully  controlled  studies  in  humans  have  definitely 
proven  the  value  of  Theobromine  Sodium  Acetate  in  treating  certain  Cardio- 
vascular and  Renal  diseases,  and  the  value  of  the  enteric  coating  in  permitting  ade- 
quate dosage  without  causing  gastric  distress. 


Supplied — in  7*/2  grains  with  and  without  Phenobarbital  Vi  grain;  in  5 
grains  with  Potassium  Iodide  2 grains  and  Phenobarbital  \\  grain  (cost 
approximately  $1.50  per  bottle  of  100  tablets);  and  in  3 3A  grains  with  and 
without  Phenobarbital  Ye  grain  (cost  approximately  $1.00  per  bottle  of 
100).  Capsules,  not  enteric  coated,  are  available  in  the  same  potencies  for 
supplementary  medication. 


^Literature  giving  con- 
firming bibliography, 
and  physicians  sam- 
ples will  be  furnished 
on  request. 


BREWER  Cr  COMPANY 


Pharmaceutical  Chemists  Since  1852 


INC.  Worcester 

Massachusetts 


NATURAL-SOURCE  VITAMINS  A AND  D OF 

COD  LIVER  OIL 


. . derived  only  from  cod  liver  oil  itself 
— presented  in  the  proportions  found  in  U.  S.  P. 
cod  liver  oil.  Council- Accepted  — ethically  pro- 


moted. Prophylactic  antirachitic  dosage  for  in- 


fants costs  LESS  THAN  A PENNY  A DAY. 


COD  LIVER  OIL  CONCENTRATE 

LIQUID  TABLETS  CAPSULES 


REASONS  WHY 


is  a Revoluticna 


raform 

nth\axo\e 


infected 

****££** 


apeU*,c  e 

#Trodentork 


Effective 

Vasoconstriction 


‘Paredrine’ — the  nearest 
approach  to  the  ideal  vaso- 
constrictor— possesses  a 
shrinking  action  more  rapid, 
complete  and  prolonged 
than  that  of  ephedrine  in 
equal  concentration,  without 
stinging,  irritation,  ciliary 
inhibition,  or  undesirable 
side  effects; 


Advance  in  Intranas 


Correct  pH 

(5.5-6.5) 


Paredrine-SulfatHlazoie  Suspension 
r,  is  strikingly  effective,  both  with  adults 
if  and  children,  in  the  treatment  of  na- 

w~ 

: sal  and  sinus  infections— particularly 

% 

those  secondary  to  the  common  cold. 
Furthermore,  it  may  often  prevent 
dangerous  sequelae,  such  as  pul- 
monary flare-up,  otitis  media,  phar- 
yngitis, laryngitis,  etc. 
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CLINICAL  VALUE  OF  MUSCLE  EXTRACT 

Grt'ttacbnt 

ANGINA  PECTORIS  ARTERIOSCLEROSIS 

OBLITERATIVE  ARTERIAL  DISEASES 

Carnacton  is  a biologically  tested  extract  of  diaphragm  muscle  — a powerful,  markedly 
vascularized  muscle  with  a high  metabolic  rate  — most  effective  for  its  purpose.  Carnacton 
is  not  only  a vasodilator  but  also  promotes  cardiovascular  tone  and  vigor. 

In  1 cc.  and  2 cc.  ampuls  — boxes  of  12  and  50;  vials  of  30  cc.  for  oral  use.  Send  for 
professional  brochure. 

CAVENDISH  PHARMACEUTICAL  CORP.,  25  West  Broadway,  New  York 
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ORTHO  presents 


h exi  ta / 

(HEXESTROL-PHENOBARBITAL) 

V Step  Forward  in  Menopausal  Therapy 


i presenting  Hexital,  Ortho  makes  available  to  the 
ledical  profession  a new  therapeutic  agent,  which 
fords  three  distinct  advantages : 

Lower  incidence  of  nausea  and  other  by-effects. 

[ More  complete  control  of  symptomatology,  in- 
uding  alleviation  of  nervous  disturbances. 

II  Convenience  for  the  patient,  in  that 
^o  frequently-prescribed  medicaments 
iay  be  obtained  in  a single  prescription. 


The  estrogenic  component  of  Hexital,  hexestrol,  is 
significantly  less  toxic  than  stilbestrol.  Moreover, 
recent  clinical  investigations  indicate  that  the  com- 
bined use  of  hexestrol  and  phenobarbital  (Hexital) 
affords  an  even  further  reduction  in  the  incidence 
of  by-effects. 

Hexital  is  supplied  in  scored  tablets  for 
oral  use.  Each  tablet  contains  3 milligrams 
hexestrol  and  20  milligrams  phenobarbital. 

Literature  available  on  request. 


ORTHO  PRODUCTS,  INC.,  LINDEN,  NEW  JERSEY 
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SEDATIVE  and  HYPNOTIC 

The  potentiation  of  the  central  action  of  phenobarbital  by  the  belladonna 
alkaloids  (Friedberg,  Arch.  f.  exp.  P.  & P.  CLX,  276)  renders  possible 
attainment  of  desired  effects  with  relatively  small  doses,  thus  avoiding 
"hang  over"  and  other  unpleasant  side-actions.  In  contrast  to  galenical 
preparations  of  belladonna,  such  as  the  tincture,  Belbarb  has  always  the 
same  proportion  of  the  alkaloids. 


Formula:  Each  tablet  contains  % grain 
phenobarbital  and  the  three  chief 
alkaloids,  equivalent  approximately  to 
9 minims  of  tincture  of  belladonna. 


Indications:  Neuroses,  migraine,  functional  digestive  and  circulatory  dis*  Belbarb  No.  2 has  the  same  alkaloidalcon- 

turbances,  vomiting  of  pregnancy,  menopausal  disturbances,  hypertension,  etc.  tent  but  Vi  grain  phenobarbital  per  tablet. 


CHARLES 


HASKELL 


N C.,  RICHMOND, 


SAFETY  UNDER  FOOT 


No  figures  are  available  on  the  number  of  injuries  due  to  improper  shoes, 
partly  because  many  of  the  injuries  sustained  from  falls  due  to  this  cause  are 
never  treated  by  physicians  and  many  that  are  receive  little  publicity. 

Few  doctors,  if  any,  have  never  treated  wrenched  and  sprained  ankles,  torn 
ligaments  and  fractures  that  have  partly  if  not  entirely  been  caused  by  badly 
constructed  or  ill-fitted  shoes.  As  in  all  safety  work,  prevention  is  preferred 
in  eliminating  such  hazards. 

One  step  to  prevention  is  the  prescription  of  more  suitable  footwear  and  proper 
fitting.  Pediforme  service  may  be  the  logical  prescription  in  most  cases. 


- Peiif  dime 


A SHOE  FOR 
EVERY  MEMBER  OF 
THE  FAMILY. . . A SHOE 
FOR  EVERY  INDIVIDUAL 
REQUIREMENT. 


FOOTWEAR 


MANHATTAN,  36  West  36th  St.  NEW  BOCHELLE,  545  North  Ave. 

BBOOKLYN,  322  Livingston  St.  EAST  OBANGE,  29  Washington  PI. 
843  Flatbush  Ave. 

HEMPSTEAD,  L.  I.,  241  Fulton  Ave.  HACKENSACK,  290  Main  St. 
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A Valuable  Advance 


An  Outstanding 
Pharmaco-Chemical 
Achievement 


Magnesium  Trisilicate 
In  a True  Magma 


Contains  No 

Aluminum  Hydroxide 


Not  Constipating 


IN  ANTACID  THERAPY 

Free  from  Astringent  Influence 
Unburdened  by  Constipation 


Constipation,  the  greatest  drawback  to  alu- 
minum hydroxide  treatment,  need  not  be 
feared  with  Magmasil.  In  therapeutic  dosage 
Magmasil  exerts  no  influence  upon  normal 
intestinal  motility. 

In  peptic  ulcer,  gastritis,  hyperchlorhydria, 
Magmasil  presents  a definite  advancement 
in  antacid  therapy.  A magma  of  hydrated 
magnesium  trisilicate  in  extremely  high  dis- 
persion, Magmasil  neutralizes  86  cc.  of  N/10 
HC1  per  teaspoonful  (Toepfer’s  reagent), 
and  exerts  this  action  over  fully  four  hours. 

Hence  fewer  doses  are  needed,  pain  is 
promptly  stopped,  and  does  not  recur.  Night 
pain  is  usually  prevented  by  the  customary 
11:00  p.m.  dose,  permitting  of  adequate  rest. 

The  silica  (Si02)  formed  upon  reaction 
with  the  gastric  HC1  juice  affords  a valuable 
protective  influence  which — together  with 
the  acid  neutralizing  action — assures  rapid 
healing  and  remission. 

Physicians  are  invited  to  send  for  samples 

and  a complimentary  copy  of  the  brochure 
“Twenty  Years  of  Progress  in  Ulcer  Therapy.” 


Magmasil  is  avail- 
able through  all 
pharmacies  in  12 
oz.  bottles. 


THOS.  LEEMING  & 
155  E.  44th  St. 


CO.,  INC. 
New  York,  N.  Y. 
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STARTING  THE  SCHOOL  TEAR 

FORTIFIED 


Refreshed  by  a long  vacation  period — plenty  of  health- 
building sun,  fresh  air,  exercise— children  are  going 
back  to  their  classrooms  fortified  to  withstand  the  rigors 
of  late  Fall  and  Winter. 


So  that  there  will  be  no 
let-down  in  their  gen- 
eral health  and  resist- 
ance, maintenance  of  a 
thoroughly  adequate 
daily  diet  is  important. 

Such  a diet  should  in- 
clude basic  food  ele- 
ments plus  the  important 
"protective”  factors  and 
it  is,  therefore,  sug- 
gested should  include  a 
daily  intake  of  one  pint 
or  more  of 

HORLICK’S 

FORTIFIED 

Horlick’s  is  delicious 
whether  prepared  with 
milk  or  with  water. 

Also  ideal  for  between- 
meals’  feeding — Hor- 
lick’s Tablets — available 
in  conveniently  carried 
{2^i}  oval  flasks. 


zcommen 


HORLICK'S 
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Physicians  know 
from  clinical  experience 

the  reliability  of 

Pil.  Digitalis 

( Davies , Rose ) 

They  conform  now, 

as  in  the  past, 

with  U.S.P.  requirements 

Each  pill  is  equivalent  to  1 U.S.P.  XII  Digitalis  Unit.  “One  United  States 
Pharmacopoeial  Digitalis  Unit  represents  the  potency  of  0.1  Gm.  of  the  U.S  P.  Digitalis 
Reference  Standard.”— U.S.P.  XII. 

Made  from  Powdered  Digitalis  Leaf,  Pil.  Digitalis  ( Davies , Rose ) present  all 
of  the  therapeutic  principles  obtainable  from  the  drug. 

Standardized  according  to  Pharmacopoeial  requirements,  they  permit  a uniform 
and  accurate  dosage. 

These  freshly  prepared,  standardized  pills  are  put  up  in  bottles  of  35,  forming  a 
convenient  package  for  the  physician’s  prescription,  obviating  the  necessity  of  re- 
handling. 

Sample  for  clinical  trial  sent  on  request. 

F=±=(  F=^=l  F^=l 

DAVIES,  ROSE  & COMPANY,  Limited 

BOSTON,  MASSACHUSETTS,  U.S.A.  D49 


icmsi; 

Digitalis 

<Davi«»,  Rose) 

1V2  grains 
(0.1  Gram) 

Each  equivalent  to 
1 Digitalis  Unit 

U/5.  P.  XII 

mils,  nose  & co..  in 

iKtwi.  Km.,  H.S.A. 
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The  average  sufferer  from  hay 
fever  is  chiefly  concerned  with 
the  elimination  of  the  annoy- 
ing ocular  and  nasal  irritation. 

Relief  can  be  obtained  in  a 
simple,  convenient  and  effec- 
tive manner  . . . the  routine 
use  of  Estivin. 


One  drop  of  Estivin  in  each 
eye,  two  or  three  times  daily  is 
generally  sufficient  to  keep  the 
average  patient  comfortable 
during  the  entire  season.  In 
more  severe  cases,  additional 
applications  whenever  the 
symptoms  recur  will  keep  such 
patients  relieved  throughout 
the  day. 


Schieffelin  & Co. 

Pharmaceutical  and  Research  Laboratories 

20  Cooper  Square  New  York,  N.  Y. 
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WATCHMAN,  WHAT  OF  THE  WINTER? 


• In  temperate  zones,  laymen  and  mete- 
orologists alike  know  that  winter  brings 
foul  weather  and  a tremendous  increase 
in  colds  and  similar  disorders  of  the  upper 
respiratory  tract. 

Moreover,  if  last  year’s  record1  may  be 
regarded  as  characteristic,  the  weekly  inci- 
dence of  colds  this  winter  will  rise  from  a 
July  minimum  of  about  6,500,000  to 
around  21,000,000  in  mid-February. 

As  the  number  of  colds  increases,  work- 
ing efficiency  declines.  It  has  been  esti- 
mated that  one-half  of  all  work-time  lost 
in  war  industries  as  a result  of  illness  is 
lost  because  of  the  common  cold.  Thus, 
during  a single  four- week  period  in  mid- 
winter, colds  accounted  for  the  loss  of 
approximately  1,600,000  man-days  of  work 
in  war  industries  alone. 

Fortunately,  the  incidence  and  severity 
«*  of  colds  may  be  considerably  reduced  by 
oral  administration  of  antigens  derived 
from  bacteria  believed  responsible  for  the 
severity  of  the  symptoms  and  duration  of 
the  disease.  'Vacagen  Oral  Cold  Vaccine 
Tablets  are  exceptionally  effective.  Each 
provides  the  water-soluble,  antigenic  de- 
rivatives of  approximately  60,000  million 
organisms  of  ten  different  types  associated 
with  infections  of  the  upper  respiratory 


tract: 

Pneumococcus*  ( Diplococcua 

pneumoniae) 25,000  million 

Streptococcus** 15,000  million 

Influenza  bacillus  ( Hemophilus 

influenzae ) 5,000  million 

M.  catarrhalis  ( Neisseria 

catarrhalis ) 5,000  million 

Friedlander  bacillus  ( Klebsiella 

pneumoniae) 5,000  million 

Staphylococcus  ( aureus ) 5,000  million 

*Tvpes  1,2  and  3 


**Hemolytic,  non-hemolytic  and  viridans 

The  fresh  antigens,  extracted  from  living 
bacteria,  are  rapidly  frozen,  dehydrated  un- 
der high  vacuum,  and  made  into  enteric- 
coated  tablets  for  oral  administration. 

'Vacagen*  Oral  Cold  Vaccine  Tablets  are 
supplied  in  bottles  of  20,  100,-  500  and  1,000. 
Sharp  & Dohme,  Philadelphia,  Pa. 


ORAL  COLD  VACCINE 

1.  Gallup,  G.;  American  Institute  of  Public  Opinion 
Survey,  February,  1943. 


Zymenol 

^ Brewer’s  Yeas*  Emulsion 

3 a natufia!  ajijifim/i 

to  the  two  basic  problems  of 
Gastro-Intestinal  Dysfunction. 


1.  Intestinal  Content 

ZymenoL  restores  near  fermenta- 
tive fecal  bulk  with  a less  toxic, 
bacterial  flora  through  Brewers 
Yeast  enzymatic  action .* 

2.  Intestinal  Motility 

ZymenoL  assures  normal  intestinal 
motility  supplying  Complete 
Natural  Vitamin  B Complex •* 

THIS  NATURAL  TWO-FOLD  THERAPY 
RESTORES  NORMAL  BOWEL  FUNCTION 

WITHOUT: 

• Irritant  Laxative  Drugs 

• Artificial  Bulking  Agents 

• Large  doses  of  Mineral  Oil 

• Teaspoon  • Avoids  •Sugar  •Economical 

Dosage  Leakage  Free 

Write  for  FREE  Clinical  Size 


* ZrmenoL  contains  Pure  Aqueous 
Brewers  Yeast  (no  live  cells). 


OTIS  E.  GLIDDEN  & COMPANY,  INC. 
Evanston,  Illinois 


NY  9-43 
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I IMPORTANT  NOW..!  When  So  Many  Patients 
1 Must  Remain  Ambulatory 


The  many  associated  war  activities  in  which  our  civil  population 
is  engaged  makes  it  necessary  that  patients  be  enabled  to  carry  on 
their  duties  whenever  possible.  Pruritus  vulvae,  a source  of  torture 
and  embarrassment,  need  not  be  incapacitating.  Through  the  use 
of  Calmitol  Ointment,  complete  and  prolonged  subjective  relief 
is  obtained.  Calmitol  is  dependably  efficacious,  regardless  of  the 
cause  underlying  the  pruritus.  Thus  patients  may  be  kept  com- 
fortable and  ambulatory  while  the  often  prolonged  diagnostic 
search  required  is  being  conducted.  Physicians  are  invited  to  send 
for  samples. 

THOS.  LEEMING  & CO.,  INC. 

155  E.  44th  St.  . New  York,  N.  Y. 


CALMITOL 

THE  DEPENDABLE  A NT  I -PR U Rl T I C 


Calmitol  exerts  its  antipruritic  influence  by 
blocking  cutaneous  receptor  organs  and  nerve 
endings.  Its  active  ingredients  are  chlor-iodo- 
camphoric  aldehyde,  levo-hyoscine  oleinate.  and 
menthol,  incorporated  in  an  alcohol-chloro- 
form-ether  vehicle.  Calmitol  is  protective,  bac- 
teriostatic, and  induces  mild  active  hyperemia. 
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In  modern  chemotherapy, 
the  question  of  drug  tox- 
icity is  assuming  ever-in- 
creasing importance,  and 
the  lack  of  any  serious 
toxic  effects  is  one  of  the 
definite  advantages  of 
Pyridium. 

Therapeutic  doses  of 
Pyridium  may  be  admin- 
istered for  symptomatic 
relief  with  complete  safe- 
ty throughout  the  course 
of  cystitis,  prostatitis, 
pyelonephritis,  and  ure- 
thritis. 

Literature  on  request 


More  than  a decade  of 
service  in  urogenital  infections 


Pyridium  is  the  United  States 
Registered  Trade-Mark  of  the 
Product  Manufactured  by 
the  Pyridium  Corporation 


PYRIDIUM 


MERCK  & CO.,  Inc.  ^»u/ac/u^  RAHWAY,  N.J. 
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(Ext.  Sorbus  aucuparia  ' 'McNeil' #) 


IN  GALLBLADDER  DISEASE 

(1)  Sorparin  is  absorbed  and  utilized  in  the  absence  of 
intestinal  bile,  and  is  therefore  of  value  in  obstructive 
jaundice. 

(2)  Sorparin  may  be  used  safely  in  association  with  hydro- 
chloric acid,  sedatives  and  antispasmodics  without 
interfering  with  their  action  and  without  any  sup- 
pression of  its  own  action. 

(3)  Sorparin  has  no  cathartic  action. 

(4)  Sorparin  will  elevate  the  plasma  prothrombin  within 
24  hours,  except  in  the  presence  of  excessive  hepato- 
cellular damage. 

(5)  Sorparin  will  dispel  the  dyspepsia  associated  with 
biliary  tract  diseases  in  70%  or  more  of  the  cases  both 
pre-  and  post-operatively.  * 

Sorparin  is  available  in  tablet  form.  Each  tablet  contains  Ext.  Sorbus 
aucuparia  "McNeil"  three  grains. 

Supplied  in  bottles  of  100,  500  and  1000 

*The  Postsurgical  Biliary  Syndrome:  Rev.  Gastroenterol.  10:62-69  (Jan.-Feb.),  1943 


McNeil  Laboratories 


INCORPORATED 


PH  I LAOS  L P H IA 


PENNSY  LVANIA 


For  Liberty 


BUY  WAR  BONDS 


For  Victory 
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Restoration  of  Habit  Time  for  Bowel  Movement 
after  surgery  can  be  accomplished  intelligently  by 
tbe  use  of  mild,  efficacious  Petrogalar. 

After  surgical  interference,  compensation  for 
lack  of  exercise  — gentle  aid  to  tired  intestinal 
muscles — easily  gliding,  painlessly  motile  bowel 
contents  are  requirements  of  importance. 

Years  of  professional  use  bave  established  Petro- 
galar as  a reliable,  efficacious  aid  for  tbe  restora- 
tion and  maintenance  of  comfortable  bowel  action. 

Petrogalar  Laboratories,  Inc. 

8134  McCormick  Blvd.  Chicago,  Illinois 

PETROGALAR  IS  AN  AQUEOUS  SUSPENSION  OF  PURE  MINERAL  OIL 
EACH  100  CC.  OF  WHICH  CONTAINS  65  CC.  PURE  MINERAL  OIL 
SUSPENDED  IN  AN  AQUEOUS  JELLY. 


REG.  U.S.  PAT.  OFF. 


Constant  uniformity  assures  portability — non- 
interference with  secretion  or  absorption — 
normal  fecal  consistency.  Five  types  of  Petro- 
galar provide  convenient  variability  for  in- 
dividual needs. 


COPYRIGHT  1943,  BY  PETROGALAR  LABORATORIES.  »NC. 
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Editorial 

Armed  Forces  Must  Have  6,000  More  Physicians  by  January  1* 


The  armed  forces  must  have  6,000  addi- 
tional physicians  by  January  1,  1944,  the 
Journal  of  the  American  Medical  Asso- 
ciation reports  in  an  editorial  in  its  August 
7 issue.  The  Journal  says: 

“At  a conference  of  the  Directing  Board 
of  the  Procurement  and  Assignment  Service 
for  Physicians,  Dentists,  and  Veterinarians, 
held  on  July  31,  with  the  War  Participation 
Committee  of  the  American  Medical  Asso- 
ciation and  in  the  presence  of  Mr.  Paul  V. 
McNutt,  chairman  of  the  War  Manpower 
Commission,  and  representatives  of  the 
Army  and  Navy  medical  departments  and 
the  Public  Health  Service,  it  became  appar- 
ent that  the  medical  profession  must  produce 
toward  the  winning  of  the  war  an  additional 
six  thousand  physicians  for  the  armed 
forces  before  January  1,  1944.  Pursuant 
to  a realization  of  this  objective  a directive 
has  gone  to  the  generals  in  command  of  the 
various  service  commands  authorizing  them 
to  induct  into  the  service  physicians  be- 
tween the  ages  of  38  and  45  who  have  been 
declared  available  by  the  Directing  Board 
of  the  Procurement  and  Assignment  Service 
for  Physicians,  Dentists,  and  Veterinarians 
and  who  are  otherwise  subject  to  Selective 
Service. 

“The  needs  of  the  armed  forces  are  real. 
The  members  of  the  War  Participation 
Committee  raised  with  the  representatives 
of  the  various  governmental  agencies  all  the 
questions  that  have  from  time  to  time 
challenged  the  need;  the  challenge  seems  to 


have  been  met  effectively.  Indeed,  the  in- 
timation was  made  clear  that  the  needs  of 
the  armed  forces  will  be  met  by  specific 
regulations  of  the  Selective  Service  Ad- 
ministration or  the  enactment  of  necessary 
legislation  if  required.  All  physicians  up 
to  45  years  of  age  who  have  been  indicated 
as  available  have  therefore  placed  on  them 
now  the  responsibility  for  an  immediate 
decision  as  to  their  enlistment  with  the 
armed  forces.  The  need  is  so  positive  that 
questions  of  essentiality  of  men  in  positions 
of  teaching  and  research  and  in  industrial 
medicine  are  likely  to  be  rigidly  reviewed  in 
the  near  future  with  a view  to  extracting 
from  civilian  life  every  one  that  can  be 
spared. 

“As  the  war  continues  and  intensifies, 
new  needs  for  the  services  of  the  medical 
profession  become  apparent.  An  army  in 
motion  and  one  engaged  in  the  kind  of 
aggressive  combat  that  now  concerns  our 
armed  forces  needs  physicians  in  even 
greater  numbers  than  have  heretofore  been 
demanded.  Many  thousands  of  interned 
aliens  and  prisoners  are  now  the  burden  of 
the  United  States  and  must  be  given  medi- 
cal care. 

“If  there  is  any  physician  who  still  hesi- 
tates under  these  circumstances,  he  should 
realize  the  added  advantage  to  him  of  ac- 
cepting now  the  commission  that  is  proffered . 
Should  it  become  necessary  in  the  near 
future,  as  seems  quite  likely,  to  enlist  new 
activity  by  the  Selective  Service  Adminis- 
tration and  the  Officers'  Procurement 
Service  to  bring  in  the  six  thousand  physi- 


* This  editorial  is  reprinted  at  the  request  of  the  A.  M.A. 
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cians  that  are  so  certainly  required,  those 
recruited  by  that  technic  will  inevitably 
begin  their  service  with  the  minimum  com- 
mission that  is  offered — namely,  that  of 
first  lieutenant.  Until  that  technic  is  in- 
stalled, the  men  of  special  competence  and 
of  years  beyond  those  of  the  recent  graduate 
have  the  assurance  of  careful  consideration 
and  a commission  more  nearly  in  accord 
with  age  and  experience. 

“The  call  here  made  has  the  approval  of 


the  Directing  Board  of  the  Procurement 
and  Assignment  Service  and  of  the  War  Par- 
ticipation Committee  of  the  American 
Medical  Association.  The  medical  pro- 
fession may  well  be  proud  of  the  fact  that  it 
has  been  the  only  group  given,  by  directive 
of  the  President,  the  responsibility  of  main- 
taining service  in  civilian  life  and  at  the  same 
time  supplying  the  needs  of  the  armed 
forces.  Let  us  not  fail  in  meeting  fully  the 
trust  that  has  been  placed  upon  us.” 


Red-Cell  Transfusions 


The  extensive  and  universal  employment  of 
blood  plasma  leaves  unused  the  residual  red  cells. 
It  is  almost  shocking  that  in  these  days  when  we 
are  so  conscious  of  values  that  such  a useful  by- 
product should  have  been  discarded.  In  anemia, 
a prevalent  disease  condition  calling  for  the  addi- 
tion of  erythrocytes,  it  is  noteworthy  that  the 
needed  red  cells,  residual  from  the  separated 
plasma  .have  not  been  widely  utilized. 

Red  cells  were  first  used  for  transfusion  pur- 
poses by  the  British  during  the  first  World  War.1 
It  may  be  that  the  second  World  War  supplied 
the  necessary  impetus  to  the  same  subject,  for 
several  reports  have  recently  appeared  advocating 
the  use  of  red  cell  suspensions  instead  of  whole 
blood  for  transfusion  purposes. 2*3* 4 In  this  coun- 
try this  natural  use  of  an  invaluable  by-product  is 
only  lately  coming  into  medical  practice.5  The 
time  has  come  for  us  to  learn  the  technic  of  red- 
cell transfusion,  which  has  been  carefully  and 
fully  developed. 

Blood  from  two  donors  is  usually  given  at  a 
single  transfusion.  The  cells  are  matched 
•against  the  recipient’s  serum  to  guard  against  un- 
toward iso-agglutinin  reactions.  The  erythro- 
cytes are  then  suspended  in  a physiologic  saline 
solution.  Needless  to  say,  the  most  rigid  precau- 
tions are  taken  to  insure  sterility.  To  obtain 
maximal  survival  it  is  advisable  to  employ  red 
cells  which  have  been  withdrawn  within  three 
days  previous  to  the  transfusion.  In  such  sus- 
pensions no  hemolysis  results  after  the  addition 
of  the  saline  solution.  It  has  been  shown  that 


the  survival  time  of  erythrocytes  in  stored  blood 
decreases  rapidly  after  a storage  period  of  more 
than  seven  days.6  English  workers  have  used 
red-cell  suspensions  in  a concentrated  form.2'3-4 
This  is  advantageous  in  cases  of  cardiac  insuf- 
ficiency and  other  conditions  with  increased 
plasma  volume.  Concentrated  suspensions  per- 
mit the  transfusion  of  large  amounts  of  cells 
over  a short  period  of  time.  Sufficient  saline 
solution,  however,  must  be  added  to  prevent  un- 
due viscosity  of  the  blood,  thus  facilitating  the 
flow  of  blood  during  the  transfusion.  A solution 
of  a 100  cc.  or  150  cc.  of  saline  added  to  the  cells 
of  500  cc.  of  blood  has  been  commonly  employed. 

The  employment  of  red-cell  suspension  instead 
of  whole  blood  for  transfusions  is  a genuine  meas- 
ure of  economy.  Great  quantities  of  red  cells 
formerly  discarded  after  the  plasma  was  re- 
moved from  blood  now  constitute  a valuable 
and  easily  available  by-product.  The  widespread 
use  of  red-cell  suspensions  will  serve  to  lower  costs 
because  of  the  allocation  of  expenses  between  the 
plasma  and  red  cells.  Opportunities  are  now  af- 
forded for  more  liberal  use  of  transfusions  in 
cases  of  anemia  by  the  frequent  employment  of 
red-cell  suspensions. 

1 Robertson,  O.  H.:  Brit.  M.  J.  1:  691  (June  22)  1918. 

2 MacQuaide,  D.,  and  Mollison,  P.:  Brit.  M.  J.  2:  555 

(Oct.  26)  1940. 

3 Williams,  G.,  and  Davie,  T.:  Brit.  M.  J.  2:  641  (Nov- 
8)  1941. 

4 Watson,  L.:  Lancet  1:  107  (Jan.  23)  1943. 

3 Alt,  H.:  J.A.M.A.  122:  417  (June  12)  1943. 

« Wiener,  A.  S.,  and  Shaefer,  G.:  M.  Clin.  North  America 
24:  705  (May)  1940. 


Limitations  of  Tetanus  Toxoid 


The  demonstration  of  an  effective  titer  of  an- 
titoxin after  inoculation  with  antigen  or  toxoid 
is  not  a certain  guarantee  of  immunity.  Several 
factors  are  concerned  in  the  determination  of 
effective  resistance.1  There  is  the  local  factor 


which  may  successfully  repel  the  invader  at  the 
source.  Also  actively  engaged  in  this  combat 
against  the  invading  organism  are  the  cellular 
and  tissue  elements.  Another  agent,  but  far 
from  the  only  factor  in  the  battle  for  immunity. 
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is  the  antibodies  in  the  blood.  All  these  and 
other  factors  play  their  essential  role  in  the 
achievement  of  immunity.1  It  is  of  more  than 
passing  interest  that  antitoxic  immunity  does 
not  necessarily  follow  the  recovery  from  an 
attack  of  clinical  tetanus.2  Since  all  these  fac- 
tors, and  perhaps  others,  play  essential  roles  in 
the  attainment  of  immunity,  we  cannot  assume 
that  complete  immunity  is  predicated  upon  a 
given  level  of  antitoxin  in  the  blood. 

Recent  military  experiences  with  tetanus  in 
the  British  Army  lend  support  to  this  immuno- 
logic thesis.3  In  the  British  Army  the  practice 
has  been  to  inoculate  the  soldiers  with  two  doses 
of  1 cc.  of  tetanus  toxoid  at  six-week  intervals. 
Only  recently  has  a boosting  dose  been  given  six 
months  later,  a vital  step  in  the  proper  elevation 
of  the  level  of  tetanus  antitoxin  in  the  blood.4 
Though  the  tetanus  bacillus  is  not  indigenous  to 
the  soil  of  the  Near  East,  nevertheless  clinical 
tetanus  has  occurred  in  men  presumably  actively 
immunized,  with  resulting  fatalities.  Analyses  of 
these  failures  would  seem  to  indicate  that  they 
were  due  for  the  most  part  to  the  breakdown  of 
the  local  factor,  for  large  masses  of  necrotic  tissue 
played  the  role  of  culture  medium  instead  of  pre- 


venting invasion.  A minor  role  may  have  been 
played  in  some  instances  by  an  insufficient  level 
of  blood  antitoxin  due  to  the  lack  of  a boosting 
dose  shortly  before  the  battle  was  joined. 

The  implications  of  such  experiences  are  plain. 
The  delusion  must  not  be  harbored  that  toxoid 
injections  mean  semi-permanent  immunity  at  all 
events.  A boosting  dose  should  be  administered 
shortly  before  the  soldier  enters  the  battle  line. 
Careful  and  complete  surgical  removal  of  all  dead 
tissue  should  be  performed  at  the  earliest  possible 
moment.  If  this  is  impossible  of  achievement, 
tetanus  antitoxin  may  be  indicated  in  spite  of 
the  presence  of  active  immunity,  which  is  nor- 
mally sufficient  but  is  insufficient  in  the  wake  of 
excessive  proliferation  of  tetanus  bacilli  in  large 
areas  of  necrotic  tissue.  By  such  precautions  the 
already  greatly  lowered  incidence  of  tetanus  may 
be  further  reduced  to  the  vanishing  point. 

1 Topley,  W.,  and  Wilson,  G.  S.:  The  Principles  of  Bac- 

teriology and  Immunity,  Second  Edition,  London,  Edward 
Arnold,  1936,  part  3. 

2 Cooke,  J.  W.,  and  Jones,  F.  G.:  J.A.M.A.  121:  1201 

(April)  1943. 

3 Boyd,  J.,  and  Maclennan,  J.:  Lancet  2:  745  (Dec.  26) 

1942. 

4 Bigler,  J.  A.,  and  Werner,  M.:  J.A.M.A.  116:  2355 

(May  24)  1941. 
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Medical  Centre 
White  Plains,  New  York 
August  6,  1943 

The  Editor 

New  York  State  Journal  of  Medicine 
Dear  Sir: 

This  letter  is  prompted  by  an  editorial  in  the 
March  27,  1943,  issue  of  the  J.A.M.A.,  and  sub- 
sequent notes,  especially  “Current  Comment”  in 
the  July  11,  1943,  issue:  “The  Facts  on  Procure- 
ment of  Physicians  from  New  York  State.”  These 
“facts”  are  just  another  example  of  how  statistics 
devoid  of  explanation  may  not  provide  the  full 
story  and  may  even  give  the  false  impression  that 
physicians  in  New  York  State  by-and-large  are  un- 
willing to  serve  in  the  armed  forces  of  the  United 
States. 

If  this  were  an  article  for  publication,  it  might  be 
entitled  either  “How  the  Army  Can  Procure  Addi- 
tional Physicians”  or  “Why  Procurement  Quotas  of 
Metropolitan  Areas  Are  Not  Filled.” 

First,  let  me  make  a statement,  which  I cannot 
support  with  appropriate  figures  but  which  I believe 
to  be  correct,  namely:  that  probably  no  other 

single  profession  has  volunteered  or  is  serving  so 
freely  in  the  armed  services  as  the  medical  pro- 
fession. A large  proportion  of  these  men  could  have 
obtained  draft  exemption  and  many  are  beyond  the 
Selective  Service  age  limit,  but  they  all  have 
volunteered  at  more  or  less  personal  sacrifice.  There 
are  still  many  more  such  physicians  willing  and 


ready  to  serve;  some  are  under  38  years  of  age  and 
some  over. 

Probably  the  greatest  deterrent  to  physicians 
from  the  metropolitan  areas  joining  the  Army  is 
the  economic  factor.  Most  of  these  men  are  mar- 
ried and  have  family  and  business  obligations. 
They  may  own  homes  and  offices,  not  fully  paid  for; 
they  may  have  notes  due  at  banks  or  bills  for  equip- 
ment against  which  regular  payments  must  be 
made;  and  most  of  them  have  large  insurance 
premiums  to  pay.  In  other  words,  they  have  a 
fixed  overhead  which  must  be  met,  month  by 
month  and  year  by  year.  What  seems  to  be  lost 
sight  of  is  the  fact  that  this  fixed  overhead  is  much 
higher  in  metropolitan  areas  than  in  the  smaller, 
isolated  cities  and  towns.  Many  doctors  would  be 
perfectly  willing  to  go  into  the  Army  if  their  Army 
pay  would  cover  fixed  overhead,  plus  enough  for 
their  families  to  live  on.  The  pay  of  a lieutenant 
or  captain  will  not  do  this,  as  a rule. 

What  is  the  solution  of  the  problem?  The  solu- 
tion is  for  the  Army  to  give  its  medical  officers  a 
“break.”  The  cry  now  seems  to  be  that  few  addi- 
tional majors  can  be  appointed  from  civilian  life, 
because  there  are  so  many  captains  in  the  service 
awaiting  promotion.  There  would  be  room  for 
many  hundreds  and  probably  thousands  of  new 
lieutenant  colonels  and  majors  if  medical  officers 
were  handled  the  same  as  line  officers.  For  in- 
stance, according  to  peace-strength  tables  of  organi- 
zation, regimental  surgeons  and  battalion  com- 
manders of  infantry  regiments  hold  the  rank  of 
major;  however,  according  to  the  latest  word  1 
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have,  war-strength  battalions  are  commanded  by 
lieutenant  colonels,  while  the  regimental  surgeon 
remains  a major,  despite  a tremendous  increase  in 
responsibility.  It  does  seem  as  though  the  rank 
of  the  regimental  surgeon  could  be  raised  to  lieuten- 
ant colonel  and  that  of  the  assistant  regimental 
surgeon  to  major.  Such  a change  in  the  tables  of 
organization  should  not  be  too  difficult  to  effect. 
At  the  same  time  the  ranks  applicable  to  many  other 
assignments  possibly  could  be  raised.  This  would 
make  available  a greater  number  of  commissions 
in  the  higher  grades  and  thus  make  it  possible  for 
many  doctors,  who  now  cannot  afford  to  do  so,  to 
enter  the  Army.  I predict  that  someday  the 
armed  forces  are  going  to  need  many  of  the  group  of 
physicians  between  the  ages  of  38  and  45  years. 
These  men  are  willing  to  make  sacrifices,  but  they 
should  not  be  expected  to  make  sacrifices  out  of  ail 
proportion  to  those  of  their  brethren  in  other  fields 
of  endeavor  who  remain  safely  at  home  enjoying 
“business  as  usual.” 

The  Army’s  policy  of  confining  commissions  from 
civilian  life  in  the  higher  grades  to  specialists 
certified  by  one  of  the  specialty  boards  also  is  open 
to  question.  One  often  wonders  if  the  policy  fol- 
lowed in  World  War  I of  appointing  practically  all 
medical  officers  in  the  basic  grade  of  first  lieutenant 
was  not  fairer — mot  that  I recommend  this  policy, 
except  for  its  downright  fairness  and  freedom  from 
partiality.  As  we  all  know,  not  all  competent  spe- 
cialists are  board  diplomates;  nor  are  all  diplomates 
or  fellows  necessarily  specialists,  since  many  of  the 
latter  carry  on  a general  practice.  Many  physi- 
cians conduct  a limited  practice,  without  need  of 
becoming  “certified,”  and  are  as  competent  special- 
ists as  diplomates  in  their  own  respective  fields — 
they  simply  have  found  no  need  for  becoming 
“certified.”  Then,  there  are  many  “old-timers” 
who  are  excellent  general  practitioners.  These  non- 
certified  specialists  and  general  practitioners  do  not 
look  too  kindly  on  the  World  War  II  policy  of  com- 
missioning only  specialty  board  diplomates  in 
grades  above  that  of  captain,  and  accordingly  re- 
frain from  applying  for  or  accepting  commissions 
in  the  lower  grades. 

There  is  another  group  of  physicians  available 
and  willing  to  serve  in  the  Army.  These  are  men 


(several  in  my  acquaintance  are  under  40  years  of 
age)  who  are  perfectly  able  to  carry  on  a heavy 
private  practice  and  yet  have  been  rejected  by  the 
Army  because  of  a minor  “physical  disability.”  It 
is  my  observation  that  a man  with  his  faculties  in- 
tact who  can  stand  up  under  the  strain  of  private 
practice  these  days  certainly  is  fit  for  general 
hospital  or  station  hospital  duty.  A more  liberal 
waiver  policy  would  expedite  the  procurement  of 
medical  officers. 

Last  but  not  least,  physicians  should  not  be 
forced  literally  to  fight  their  way  into  the  Army. 
After  all,  the  “brass  hats”  are  not  doing  the  doctor 
any  great  favor  in  permitting  him  to  give  up  his 
practice  to  go  have  his  head  shot  off.  Treating 
applicants  with  courtesy  and  consideration  will 
help  maintain  the  doctor’s  interest,  as  will  prompt 
and  expeditious  handling  of  inquiries,  physical 
examinations,  and  “processing,”  lest  the  applicant 
become  disgusted  with  apparently  needless  waste 
of  time  and  change  his  mind.  Prompt  replies  to  in- 
quiries and  early  action  on  applications  would 
expedite  procurement. 

To  summarize,  I have  suggested  four  means  of 
increasing  interest  in  the  Army  and,  therefore,  the 
number  of  physicians  volunteering  and  entering 
the  service: 

1.  Change  tables  of  organization  to  provide  for 
a greater  proportion  of  higher  grades  in  the 
Medical  Corps. 

2.  Discontinue  specialty  “certification”  require- 
ments for  commissions  in  grades  above  that 
of  captain. 

3.  Institute  a more  liberal  and  uniform  waiver 
policy  as  regards  minor  physical  disabilities. 

4.  Afford  more  courteous,  considerate,  and 
prompt  handling  of  procurement  adminis- 
tration. 

The  foregoing  comments,  of  course,  are  predicated 
upon  the  presumption  that  the  Army  needs  a large 
number  of  additional  medical  officers,  as  would  seem 
indicated  by  frequent  appeals  and  editorials  in  the 
J.A.M.A. , and  the  recent  announcement  by  the 
Director  of  Selective  Service  that  a million  men  will 
be  added  to  the  armed  forces  during  the  next  year. 

Very  truly  yours, 

Charles  A.  Collins,  M.D. 


ANNOUNCEMENT 

All  physicians  who  have  been  previously  physically  rejected  for  commissions 
in  the  Army  or  Navy  should  apply  for  re-examination  at  once,  as  the  Services 
have  changed  their  physical  requirements  and  those  previously  rejected  may 
now  find  that  they  are  eligible  for  commissions. 

COMMITTEE  ON  WAR  PARTICIPATION 
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THE  PHYSIOLOGY  OF  SHOCK  AND  OF  BLOOD  SUBSTITUTES 

H.  Necheles,  M.D.,  Ph.D.,  Chicago 


SINCE  1920,  twelve  different  definitions  of 
shock  have  been  advanced  by  leading  work- 
ers in  the  field.  These  definitions  vary  from 
such  extremes  as  “a  decrease  in  the  effective  cir- 
culating volume  of  blood  plasma/’  “circulatory 
deficiency,  neither  cardiac  or  vasomotor  in 
origin/’  “a  progressive  vasoconstrictive  oligemic 
anoxia,”  a “state  of  depression  of  all  the  reflexes 
accompanied  by  circulatory  depression,”  “the 
collapse  of  the  circulation  from  overstimulation 
of  the  sympathetic  nervous  system,”  to,  finally, 
a “condition  of  suddenly  developing  general 
damage.”1  From  the  number  and  wide  diver- 
gence of  these  definitions  it  can  be  seen  that,  as 
yet,  there  is  no  complete  agreement  as  to  what 
shock  is. 

Recently,  the  work  of  Knisely  and  his  co- 
workers2 on  capillaries  has  established  the  fact 
that  one  of  the  first  signs  of  damage  and  develop- 
ing traumatic  shock  in  the  animal  is  a stickiness 
and  clumping  up  of  red  blood  cells  in  the  cir- 
culation. This  process  was  observed  to  occur 
immediately  after  the  diffusion  of  substances 
(thrombokinetic)  into  those  capillaries  of  the 
traumatized  area,  through  which  blood  was 
flowing.  By  the  action  of  these  substances,  a 
sticky  film,  surrounding  the  red  cells,  was  pro- 
duced. All  the  red  blood  cells  of  the  animal 
thus  were  changed  by  flowing  through  the 
traumatized  area.  In  this  way  increased  vis- 
cosity and  slowed  circulation  may  be  initiated. 
One  of  the  effects  of  the  use  of  compression 
bandages  on  traumatized  areas  may  be  to  pre- 
vent this  phenomenon  and,  perhaps,  thus  to 
prevent  shock. 

Tli is  work  seems  promising  and  deserves  sys- 
tematic investigation  because  the  morphologic 
changes  in  the  blood  seen  by  Knisely  and  his 
associates  may  mean  a primary  injury  to  the 
cardiovascular  system,  which  may  initiate  the 
picture  of  shock. 

Most  authors  agree  that  in  shock  a diminution 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York,  Buffalo,  May  6,  1943.  Part  of  a Sym- 
posium on  Plasma. 

From  the  Samuel  Deutsch  Serum  Center  and  from  the 
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This  work  was  done  under  the  auspices  of  the  Committee 
on  Research  in  Shock  of  the  Michael  Reese  Hospital  and  was 
supported  by  the  Michael  Reese  Research  Foundation  and 
by  the  Nelson  Morris  Fund. 


of  circulating  plasma  volume  and  changes  in  the 
peripheral  capillary  resistance  occur.3  The  pal- 
lor of  the  skin  and  of  the  peritoneal  surfaces  in 
hemorrhagic  shock  has  been  noted  early  by  both 
clinicians  and  experimentalists.3  Cannon4  has 
expressed  the  view  that  vascular  changes  occur- 
ring in  shock  serve  a homeostatic  purpose,  re- 
distributing the  blood  in  order  to  maintain  the 
functions  of  vital  organs;  vasoconstriction  in 
certain  areas  may  be  an  adaption  of  the  vascular 
and  vasomotor  system  to  a diminished  volume  of 
circulating  blood.  Gesell5  has  shown  that  with 
a loss  of  only  10  per  cent  of  the  total  blood 
volume,  the  blood  flow  through  the  submaxillary 
gland  decreased  more  than  60  per  cent.  This 
occurred  even  though  blood  pressure  actually 
had  risen.  Rein  and  Roessler6  showed  that  with 
a loss  of  blood  of  2 per  cent  of  the  body  weight 
blood  flow'  through  the  intestines,  the  femoral 
artery,  and  the  inferior  vena  cava  decreased  70, 
62,  and  15  per  cent,  respectively.  Ten  minutes 
later,  with  blood  pressure  back  to  near  the  con- 
trol level,  the  blood  flow  through  the  femoral 
artery  was  30  per  cent  above  its  control  value, 
while  the  blood  flow  through  the  intestines  was 
20  per  cent  below  the  control  level.  Blalock 
and  Levy,7  Freeman  et  a/.,8  and  others1,3  have 
reported  similar  results.  The  former  two  groups 
believed  that  the  occurrence  of  vasoconstriction 
in  shock  and,  with  it,  an  increase  in  peripheral 
resistance  were  most  marked  in  the  organs  or 
tissues  which,  at  the  moment,  were  least  active. 

In  shock,  vasoconstriction  and  increased  peri- 
pheral resistance  on  the  one  hand  and  capillary 
stasis  and  congestion  on  the  other  hand  have 
been  described  by  different  authors.1’3  Re- 
cently, Wiggers,  in  a critical  review  of  the  litera- 
ture3 and  in  his  own  systematic  work  on  the 
hemodynamics  of  shock,9  has  provided  added 
evidence  that  the  peripheral  resistance  may  ac- 
tually be  decreased  in  severe  hemorrhagic  shock. 

It  is  felt  that  in  a consideration  of  the  mechan- 
ics of  shock  the  implications  of  changes  in 
total  peripheral  resistance  may  be  misleading. 
Granted  that  there  may  be  selective  vasocon- 
striction in  one  or  more  areas  of  the  body,  this 
vasoconstriction,  if  sufficiently  prolonged,  would 
lead  to  such  anoxia  and  accumulation  of  end 
products  of  metabolism  that  abnormal  capillary 
permeability  could  be  expected  in  such  areas. 
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As  a matter  of  fact,  Wiggers  and  his  colleagues 
have  shown  that  such  a selective  area  seems  to 
exist  in  the  upper  small  intestines,  and  they  stress 
the  occurrence  of  hemorrhagic  changes  in  this 
area  as  a sine  qua  non  for  the  evidence  of  whether 
an  animal  was  in  true  shock  following  severe 
hemorrhage.3’9  We  have  to  assume  here,  how- 
ever, that  different  areas  must  have  a different 
sensitivity  to  anoxia.  This  question  of  selective 
sensitivity  is  supported  by  observations  on 
hemorrhagic  shock  by  Knisely  and  his  associates. 
They  found  a practically  complete  cessation  of 
capillary  circulation  through  striated  and  smooth 
musculature  and  a persistence  of  capillary  cir- 
culation through  only  a few  vital  organs.2 
Arteriovenous  anastomoses  may  have  played  a 
role  in  shunting  the  blood  back  to  the  veins  from 
the  areas  with  capillary  constriction  (vide  infra-) . 

The  skin  is  evidently  the  one  system  with 
most  evident  and  prolonged  vasoconstriction 
during  most  conditions  of  shock.  Yet  no  histo- 
logic changes  in  the  skin  of  human  beings  or 
animals  in  shock  have  been  described.3  On  the 
other  hand,  hemorrhagic  changes  in  the  small 
intestines  have  been  observed  by  our  group  and 
by  many  others.3  The  capillaries  of  the  in- 
testinal mucosa  and  the  mucosa  itself  seem  to  be 
most  sensitive  to  anoxia. 

In  the  consideration  of  peripheral  resistance 
and  of  widespread  constriction  of  arterioles  and 
capillary  areas,  one  important  physiologic  factor 
generally  has  been  neglected — namely,  anasto- 
moses between  arteries  and  veins,  the  so-called 
arteriovenous  anastomoses.  It  is  known  that 
these  anastomoses  occur  in  many  parts  of  the 
body  and  are  particularly  numerous  in  the  small 
intestine.10*11  It  is  believed  that  they  serve  a 
purposeful  end  in  shunting  the  blood  directly 
from  the  arteries  into  the  veins  in  such  areas  in 
which  metabolism  is  temporarily  low,  thereby 
saving  the  cardiovascular  system  an  unnecessary 
amount  of  work.10*11  An  opening  and  closing 
mechanism  has  been  described  for  these  anasto- 
moses. Heat,  cold,  ultraviolet  radiation,  and 
drugs  like  histamine,  lactic  acid,  and  atropine 
have  been  described  to  open  these  sphincters, 
and  adrenalin,  morphine,  pituitrin,  and  ergot- 
amine  to  close  them.10-15  External  heat  can 
open  so  many  anastomoses  that  the  venous  blood 
of  the  arm  may  appear  arterial  in  color  and  have 
increased  pressure  and  pulsation.10,11 

The  diameter  of  the  anastomoses  is  consider- 
ably wider  than  that  of  the  capillaries  of  the 
same  region,  and  the  connecting  veins  are  par- 
ticularly thin-walled  and  large.  If  in  a large 
area  of  the  body  these  anastomoses  should  stay 
closed  for  some  time,  the  peripheral  resistance  of 
this  area  would  be  maintained.  If,  on  the  other 
hand,  these  anastomoses  would  stay  open  in  a 


large  area,  the  peripheral  resistance  of  this  area 
would  be  low.  At  the  same  time,  the  capillary 
bed  in  this  region  would  be  anoxemic  for  a period 
of  time  and  the  capillaries  might  become  per- 
meable to  plasma  and  finally  to  red  cells.  Penner 
and  Bernheim,15  and  Klemperer  and  associates16 
have  assumed  a similar  mechanism  together  with 
arteriolar  constriction  to  play  a role  in  the  de- 
velopment of  ulcers  and  of  inflammatory  and 
hemorrhagic  changes  in  the  intestines  during  the 
terminal  stages  of  various  diseases.  Their  work 
may  have  an  important  bearing  on  the  vascular 
mechanics  of  shock  in  general. 

If  in  a large  area  like  the  splanchnic  bed  the 
arteriovenous  anastomoses  would  open  and  if, 
furthermore,  no  vascular  area  comparable  in  size 
to  the  splanchnic  one  would  compensate  by 
vasoconstriction,  systemic  blood  pressure  would 
drop  to  low  levels;  at  the  same  time,  venous  re- 
turn to  the  heart  would  increase  at  first,  and  even 
after  some  loss  of  plasma  has  occurred  it  may  not 
show  much  change  for  some  time,  a fact  which 
has  been  found  to  occur  in  shock  and  which  has 
puzzled  observers.3 

We  do  not  know,  as  yet,  enough  about  the 
normal  physiology  and  particularly  about  the 
innervation  of  the  arteriovenous  anastomoses,13 
nor  enough  about  their  pathologic  physiology 
during  shock,  and  we  therefore,  cannot  draw  any 
definite  conclusions.  We  want  to  stress,  how- 
ever, that  further  knowledge  of  this  important 
link  in  the  circulation  would  be  of  greatest  im- 
portance for  the  understanding  of  shock.  An 
increase  or  a decrease  of  total  peripheral  re- 
sistance may  mean  little  when  we  think  of  the 
possibility  that  large  areas,  such  as  the  splanch- 
nic bed,  may  have  an  increased  rate  of  blood  flow 
and  yet  may  be  anoxic  for  prolonged  periods  of 
time  because  of  an  opening  of  the  arteriovenous 
anastomoses,  while  another  area,  like  the  skin, 
may  compensate  by  vasoconstriction,  with  the 
result  that  there  may  be  no  important  change  in 
the  total  peripheral  resistance.  Thus,  the  more 
important  thing  to  know  is  whether  large  and 
susceptible  (vide  supra-)  areas  of  the  body  may  be 
anoxic  for  prolonged  periods  of  time. 

An  additional  factor  to  be  considered  in  the 
mechanism  of  shock  is  the  venous  sphincters  of 
the  intestines  and  of  the  liver.  The  occurrence 
and  distribution  of  both  the  arteriovenous  anas- 
tomoses as  well  as  the  venous  sphincters,  vary 
in  different  animals.  This  latter  fact  has  to  be 
considered  seriously  in  the  interpretation  and 
comparison  of  the  results  of  experiments  and 
observations  in  different  animals  and  in  man.15’16 

We  know  one  thing  for  sure  about  shock — that 
it  is  not  a static  condition  but  a dynamic  and,  in 
its  advanced  stages,  a rapidly  progressive  condi- 
tion. It  may  begin  with  primary  shock,  but 
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more  often  it  seems  to  begin  as  impending  shock, 
sometimes  progressing  slowly  at  first,  then  more 
and  more  rapidly,  and  invariably  leading  to 
death  if  its  cause  is  not  interrupted  in  time 
and  if  it  is  not  counteracted  in  time  by  sufficient 
body  mechanisms  and  reserves  or  by  therapy. 

Low  blood  pressure  is  considered  both  by 
clinicians  and  by  many  investigators  as  a sine 
qua  non  for  the  development  of  shock.  From  our 
early  work  on  hemorrhagic  and  traumatic  shock 
we  concluded,  however,  that  blood  pressure  is 
not  a good  index  of  the  seriousness  or  of  the  prog- 
nosis of  an  animal  in  shock.17  In  one  condition 
particularly — thermal  trauma — we  have  found 
in  the  dog,  cat,  and  rabbit,18  and  others  have 
found  in  the  human  being,19  that  blood  pressure 
may  stay  at  or  above  normal  for  prolonged 
periods  of  time,  while  all  other  determinations 
and  signs  and  symptoms  indicate  a grave  condi- 
tion of  the  experimental  animal  or  of  the  pa- 
tient. 

In  extensive  work  on  shock  following  hemor- 
rhage, trauma,  and  burns,  we  have  observed  that 
one  of  the  best  indices  of  the  condition  of  the 
animal  is  the  carbon  dioxide  content  of  the  blood 
plasma.21,24  This  value  indicates  the  degree  of 
acidosis,  which  itself  is  a function  of  the  intensity 
and  duration  of  the  tissue  ischemia  and  anoxia. 

Wiggers  and  his  colleagues  have  recently  re- 
emphasized the  importance  of  both  the  degree 
and  the  duration  of  hypotension  in  the  develop- 
ment of  irreversible  shock  following  hemorrhage 
in  dogs.9,21  They  have  also  described  a technic 
of  repeated  bleeding  which  results  in  a state  of 
shock  from  which  the  animals  fail  to  recover  when 
reinfused  with  the  same  amount,  or  more,  of 
whole  blood  than  was  originally  withdrawn.  We 
feel  that  while  Wiggers’  method  may  be  useful  in 
developing  a profound  and  irreversible  type  of 
shock,  yet  determinations  of  CO2  in  similar  ex- 
periments may  give  a further  indication  of  the 
condition  of  the  animal  at  any  particular  mo- 
ment. Moreover,  the  animal  in  irreversible 
shock  is  hardly  the  ideal  test  object  for  the  study 
of  the  treatment  of  shock,  for,  by  definition, 
nothing  can  halt  its  progress  toward  death. 
Practically,  what  we  are  seeking  is  an  accurate 
and  simple  method  of  determining  a stage  inter- 
mediate between  posthemorrhagic  hypotension 
and  irreversible  shock — a stage  from  which  the 
animal  will  die  if  inadequately  or  improperly 
treated,  but  from  which  he  will  recover  with 
correct  treatment. 

Our  experiments  on  shock  were  planned  in 
such  a way  as  to  lead  to  the  death  of  all  of  the 
untreated  animals.  Our  procedure  of  producing 
shock  by  graded  hemorrhage  is  as  follows:22,23 
Total  blood  volume  is  calculated  as  one-thirteenth 
of  the  body  weight.  The  unanesthetized  dog  is 


bled*  20  to  30  per  cent  of  its  estimated  blood 
volume;  one-half  hour  later  an  additional  10  to 
20  per  cent,  and,  if  necessary,  half  an  hour  later 
an  additional  10  per  cent  of  the  estimated  blood 
volume  are  withdrawn.  Determinations  of  the 
arterial  plasma  CO2  are  repeated  at  intervals 
and  the  infusion  of  the  restoring  fluid  is  ad- 
ministered at  a particular  plasma  C02  level. 

We  have  found  the  determination  of  the 
arterial  plasma  C02  to  be  the  best  method  of 
evaluating  the  animal’s  condition  in  shock  and 
predicting  its  response  to  various  infusions.  When 
the  hemodynamic  criteria  of  shock — hypoten- 
sion, decreased  pulse  pressure,  and  increased  cir- 
culating time — are  present,  we  can  be  fairly  cer- 
tain that  an  animal  with  a moderately  low  plasma 
C02  content  will  not  survive  if  untreated  or 
infused  with  crystalloid  solutions.  However,  we 
can  be  equally  certain  that  he  will  survive  if 
given  iso-osmotic  protein  solutions,  whereas  an 
animal  with  an  extremely  low  C02  generally  will 
be  in  irreversible  shock  and  will  be  dead  the  next 
morning  even  after  what  was  apparently  a com- 
plete recovery  a few  hours  after  infusion  with 
iso-osmotic  serum  or  plasma,  and  probably  even 
whole  blood. 

Each  restorative  fluid  is  evaluated  from  the 
results  of  assays  on  a number  of  test  animals  at 
various  levels  of  arterial  plasma  C02. 24-25 
Numerous  controls  have  shown  that  when  the 
blood  plasma  CO2  is  below  10  volumes  per  cent, 
restoration  is  generally  only  temporary  when 
even  iso-osmotic  protein  solutions  are  adminis- 
tered. If  the  CO2  is  between  10  and  15  per  cent, 
a few  animals  may  survive  following  saline  in- 
fusion, and  many  more  will  live  with  ser*um, 
plasma,  or  gelatin.  At  a C02  level  between  15 
and  20  per  cent,  a few  animals  will  survive  with- 
out therapy,  and  more  will  survive  with  saline 
infusion.  Once  these  values  have  been  estab- 
lished, it  is  relatively  easy  to  evaluate  any  blood 
substitute.  Because  it  is  technically  easier  to 
lower  the  C02  level  to  10  to  15  per  cent  without 
too  high  a mortality  rate  before  therapeutic  in- 
fusion, we  have  chosen  this  level  as  the  critical 
one  in  our  experiments.  If  a blood  substitute 
can  restore  animals  with  plasma  C02  between  10 
and  15  per  cent  in  the  greater  number  of  cases, 
we  consider  it  good,  because  the  mortality  in  this 
series,  if  untreated,  or  if  treated  with  crystalloid 
solutions,  is  high.  It  should  be  stated  here  that 
the  survival  times  of  animals  receiving  thera- 
peutic infusions  of  blood  substitutes  could  be 
predicted  with  a fair  degree  of  accuracy  from  the 
recovery  of  their  plasma  C02  values.24-26 

Our  studies  on  shock  and  blood  substitutes 
have  revealed  that  the  state  of  hydration  of  the 
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experimental  animal  or  the  human  patient  may 
be  a deciding  factor  in  the  prognosis  of  shock.23-26 
This  is  of  importance  particularly  in  this  war, 
where  much  of  the  fighting  takes  place  in  ex- 
cessively hot  regions  and  in  mechanized  equip- 
ment, where  dehydration  owing  to  lack  of  water, 
excessive  sweating,  etc.,  may  occur  frequently. 
We  have  found  a seasonal  variation  in  the  sus- 
ceptibility of  our  animals  to  hemorrhagic  shock, 
due  apparently  to  a better  state  of  hydration 
during  the  cold  season.  We  have  found  it 
necessary,  therefore,  to  conduct  control  experi- 
ments throughout  the  year  and  not  to  rely  on 
older  control  series  in  the  assay  of  each  particular 
blood  substitute.  This  is  a factor,  not  reported 
and  apparently  not  heeded  by  other  investigators. 

In  our  studies  we  have  found  that  even  normal, 
nondehydrated  animals  will  not  withstand  in- 
fusion of  concentrated  solutions  during  shock  as 
well  as  isotonic  plasma  or  serum  containing  the 
same  amounts  of  proteins.  In  dehydrated  ani- 
mals in  more  severe  degrees  of  shock,  the  re- 
sponse to  isotonic  solutions  is  not  so  good  as  the 
response  in  well-hydrated  animals,  but  it  is  still 
fairly  satisfactory.  Dehydrated  animals  in  vari- 
ous degrees  of  shock,  receiving  concentrated 
solutions  of  albumin,  plasma,  or  serum,  exhibit 
neither  as  satisfactory  a recovery  of  blood  pres- 
sure and  plasma  CO2,  nor  as  good  survival  times 
as  normally  hydrated  animals  infused  with  the 
same  solutions.  The  cardiovascular  system 
apparently  is  subjected  to  a considerable  strain 
during  and  shortly  after  the  infusion  of  concen- 
trated solutions;  pulse  pressure  is  increased,  and 
the  heart  seems  to  pump  against  a greater  re- 
sistance, probably  against  the  increased  viscosity 
of  the  blood  caused  by  the  administration  of  con- 
centrated solutions.  Furthermore,  we  and  others 
have  noticed  that  the  administration  of  the  con- 
siderable amounts  of  sodium  citrate  solution  con- 
tained in  concentrated  plasma  may  lead  to 
hypocalcemic  tetany,  an  undesirable  factor  in 
animals  or  human  beings  in  severe  shock.25 

These  disadvantages  of  concentrated  plasma 
protein  solutions,  particularly  in  dehydrated 
animals  or  human  beings  in  shock,  can,  I believe, 
be  explained  satisfactorily.  During  and  follow- 
ing hemorrhage,  extra  vascular  fluid  reserves 
shift  into  the  circulation.  One  of  the  first  signs 
following  hemorrhage  is  a dilution  of  the  blood, 
indicating  this  process.  During  uncomplicated 
hemorrhage,  this  tendency  to  draw  fluid  into  the 
circulation  and  thus  to  dilute  the  blood  may  per- 
sist over  considerable  periods  of  time,  depending 
upon  the  water  reserve  of  the  individual  ani- 
mal. 

When  these  fluid  reserves  are  exhausted,  how- 
ever, because  of  prolonged  or  recurring  hemor- 
rhage, and  when  the  condition  of  shock  is  serious 


enough,  hemoconcentration  begins  to  develop. 
In  other  words,  the  animal  continues  to  lose  fluid 
but  cannot  draw  fluid  back  into  the  circulation. 
At  this  point,  in  animals  subjected  to  repeated 
hemorrhage,  the  classical  picture  of  shock,  as 
described  by  Moon  and  others,1-27  develops. 

The  use  of  concentrated  solutions  of  plasma, 
serum,  or  albumin  in  cases  of  shock  has  been 
based  on  the  assumption  that  fluid  should  be 
withdrawn  from  the  extravascular  fluid  reserves 
or  from  areas  into  which  it  had  been  lost  through 
capillary  trauma  or  leakage.  If  the  extra- 
vascular  water  reserves  of  the  body  are  exhausted, 
or  if  an  extensive  loss  of  fluid  into  a traumatized 
area  has  interfered  with  circulation  to  such  a 
degree  that  reabsorption  is  hardly  possible,  we 
no  longer  can  expect  these  solutions  to  have  good 
effects.  In  fact,  in  such  cases  fluid  will  be  with- 
drawn from  vital  centers  already  damaged  by 
prolonged  tissue  ischemia  and  anoxia24  and 
death  from  internal,  extravascular  dehydration 
may  occur  despite  a fairly  good  plasma  volume. 
We  feel,  therefore,  that  we  are  safe  in  warning 
the  profession  against  using  concentrated  solu- 
tions in  severe  shock,  particularly  when  de- 
hydration may  be  present. 

In  numerous  experiments  we  have  studied  the 
fluid  and  protein  shifts  in  hemorrhagic  shock 
before  and  after  infusion  of  various  substances.28 
It  has  been  found  that  small  but  significant 
amounts  of  albumin  may  shift  in  and  out  of  the 
circulation  rather  rapidly.  However,  in  condi- 
tions in  which  capillary  damage  is  more  severe, 
the  larger  globulin  molecule  escapes  from  the 
circulation,  too. 

We  have  followed  protein  shifts  in  a few  pa- 
tients with  45  to  50  per  cent  of  their  body  surfaces 
severely  burned.29  These  patients  were  in 
shock.  They  were  losing  plasma  continually,  as 
indicated  by  recurring  hemoconcentration.  Dur- 
ing this  process  of  hemoconcentration,  blood 
pressures  did  not  change  appreciably  and  gave 
no  reliable  indication  of  the  condition  of  the  pa- 
tients. 

We  were  surprised  to  find  that  large  in- 
fusions with  human  serum,  which,  during  the 
first  twenty  hours  amounted  to  more  than  the 
total  calculated  blood  volume  of  these  patients, 
did  not  permanently  restore  the  plasma  volume. 
It  seems  that  the  amount  of  plasma  protein  and 
of  water  lost  from  the  blood  and  from  the  tissues 
was  so  considerable  that  the  large  amounts  of 
infused  proteins  and  of  water  were  utilized  for 
repletion  of  plasma  and  of  organ  fluid  and  pro- 
tein levels,  and  hemoconcentration  tended  to 
develop  again  and  again  within  the  next  two  to 
three  days. 

One  of  these  patients  received  92  Gm.  and  the 
other  143  Gm.  of  serum  proteins  in  excess  of  the 
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total  calculated  plasma  proteins  before  the  bum. 
Another  fact  is  worth  mentioning : although  both 
patients  were  on  a high  protein-vitamin-caloric 
diet  after  the  third  day  of  the  burn,  their  total 
blood  proteins  stayed  at  low  levels  (ten  to  thir- 
teen days  after  the  burn).  We  wonder  whether 
protein  absorption  or  utilization  was  impaired. 
However,  stools  were  normal,  and  the  urine  con- 
tained only  a trace  of  albumin  for  a few  days. 
We  believe  that  serum  therapy  saved  these  pa- 
tients from  ultimate  irreversible  shock.  On  the 
basis  of  this  and  of  previous  experience17  we  have 
suggested  a modification  of  Harkin’s  formula  for 
the  treatment  of  burns,  which  Dr.  Levinson  will 
describe.  On  the  fifth  day  after  the  burn  a high 
degree  of  anemia  developed  which  made  it  ad- 
visable to  administer  whole  blood.  The  cause 
of  this  anemia  of  burns  is  not  known  as  yet.  We 
are  trying  to  investigate  this  phenomenon  in 
dogs  in  which,  so  far,  we  have  found  the  same 
late  occurrence  of  anemia. 

In  a few  burn  cases,  analyses  of  the  blister 
fluid  and  of  the  blood  plasma  were  carried  out 
simultaneously.29  Total  plasma  proteins  and 
the  albumin/globulin  content  and  ratio  were 
determined  in  both.  The  interesting  result  was 
that  the  albumin  content  in  the  blister  fluid  was 
fairly  constant,  approximating  that  of  the  blood, 
but  that  the  globulin  content  showed  marked 
variations.  It  may  be  low,  but  it  may  be  high, 
and  was  usually  independent  of  the  albumin  level 
of  the  blood  or  of  the  blister  fluid.  Again,  with 
progressively  greater  degrees  of  capillary  damage, 
more  of  the  larger  globulin  molecules  can  escape 
from  the  circulation. 

The  assumption  of  basic  unity,  a single  cause 
for  various  similar  events,  has  ever  been  one  of 
the  outstanding  human  traits — sometimes  for 
the  good  and  sometimes  for  the  bad. 

Many  of  us  have  looked  for  a common  primary 
cause  for  shock  produced  by  any  of  the  various 
methods  of  the  experimentalist  or  by  nature. 
Moon  and  others1,28  felt  that  the  posthemorrhagic 
condition  was  not  true  shock  and  omitted  it  from 
their  system.  Blalock,30  Wiggers,3,9  our  group,23 
and  others1  have  shown  conclusively  that  a true 
posthemorrhagic  shock  can  occur.  Wiggers3 
has  called  our  attention  to  the  possibility  that 
the  primary  cause  of  shock  following  various 
events  or  procedures  may  not  always  be  the 
same. 

In  our  own  work,  we  have  seen  many  different 
phenomena  occurring  in  groups  of  experiments 
in  which  shock  was  produced  in  animals  by 
various  methods,  such  as  hemorrhage,  trauma- 
tization, and  burns.  These  differences  may  be 
side  issues,  and  shock  yet  may  have  been  due  to 
a common  factor.  On  the  other  hand,  the 
differences  may  point  to  fundamental  dissimilari- 


ties of  the  primary  cause  of  the  shock  in  each  of 
the  groups  of  experiments. 

Following  simple  hemorrhage  as  the  capillary 
pressure  falls,  extra  vascular  water  shifts  into  the 
circulation  rapidly,  and,  since  initially  red  cells 
and  plasma  had  been  removed  in  the  same  pro- 
portion, now  the  red  cell  concentration  decreases 
— i.e.,  hemodilution  occurs.  It  is  only  during 
the  later  stage  that  the  hemoconcentration, 
typical  to  most  other  pictures  of  shock,  develops. 
It  is  apparent  that  shock  begins  at  a rather  ad- 
vanced stage  of  hypotension  with  acidosis,  slowed 
circulation,  etc. 

Following  severe  traumatization,  hemocon- 
centration develops  quickly  and  progresses  rap- 
idly. In  this  condition  much  blood  may  be  lost 
into  the  traumatized  tissues,  but  ultimately  more 
plasma  than  red  cells  is  lost  locally  so  that  gener- 
ally hemoconcentration  then  sets  in.  In  the 
early  stages,  however,  a hemodilution  is  not  un- 
common. Could  a nervous  or  reflex  factor  play 
a primary  role? 

Following  severe  burns,  with  the  animal  in  a 
grave  state  of  shock,  as  indicated  by  acidosis, 
slow  circulation,  and  hemoconcentration,  blood 
pressure  is  either  normal  or  elevated  for  pro- 
longed periods  of  time;  this  is  in  contrast  to  the 
conditions  of  shock  produced  by  other  means. 
Gastrointestinal  motility  is  greatly  increased  and 
gastric  secretion  and  acidity  may  be  augmented. 
This  is  in  contrast  to  traumatic  shock  in  which 
no  appreciable  change  or  depression  of  gastro- 
intestinal functions  occurred.31,32  If  a limb  is 
burned  after  denervation,  blood  pressure  either 
falls  or  else  does  not  rise,  as  in  typical  experiments 
on  innervated  limbs.  We  have  found  that  the 
rise  of  blood  pressure  following  burns  is  appar- 
ently due  to  a number  of  factors — reflex,  hor- 
monal, and  toxic  (hemolysis).  The  latter, 
hemolysis,  rarely  occurred  to  any  significant  ex- 
tent following  anesthetic,  drug,  traumatic,  or 
posthemorrhagic  shock,  but  it  was  a common 
occurrence  in  burns.18 

Thus  we  may  conjecture  that  the  primary, 
initiating  mechanisms  of  shock  may  be  different, 
but  that  eventually  they  all  may  lead  to  a com- 
mon final  picture. 

The  experimental  approach  to  a finer  differ- 
entiation of  these  different  mechanisms  is  diffi- 
cult but  not  impossible.  With  some  of  the  best 
laboratories  of  the  world  working  actively  in 
this  field,  the  solution  of  these  problems  may  be 
one  of  the  great  contributions  to  mankind  arising 
from  this  war. 
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LABORATORY  ASPECTS  OF  THE  PREPARATION  AND  BIOLOGIC 
CONTROL  OF  PLASMA 

Albert  Milzer,  M.S.,  Ph.D.,  Chicago 


PLASMA  is  the  liquid  constituent  of  blood 
which  has  been  prevented  from  clotting  by 
the  addition  of  an  anticoagulant,  usually  sodium 
citrate.  Serum,  on  the  other  hand,  is  the  liquid 
which  separates  from  blood  that  has  been  per- 
mitted to  clot  spontaneously.  Essentially,  plasma 
is  a sterile  solution  containing  various  salts,  al- 
bumin, globulin,  and  fibrinogen.1  Freshly  pre- 
pared plasma  contains  no  visible  particles  and  is 
free  of  cellular  elements,  except  for  a variable 
number  of  blood  platelets.  A precipitate  of 
fibrin  usually  develops  when  plasma  stands,  and 
it  must  be  filtered  before  use.  Serum  can  be  used 
without  preliminary  filtration  because  fibrin  pre- 
cipitates do  not  occur.  Moreover,  serum  con- 
tains no  sodium  citrate  solution  and  is,  therefore, 
cubic  centimeter  for  cubic  centimeter,  more 
effective  than  plasma.  According  to  Best  and 
Solandt,2  properly  prepared  plasma  and  serum 
are  physiologically  and  therapeutically  identical 
and  may  be  used  interchangeably  as  a blood  sub- 
stitute in  the  treatment  of  shock  and  hemorrhage. 

The  preparation  of  plasma  or  serum  requires 
great  care.  The  minimum  requirements  as  set 
forth  by  the  National  Institute  of  Health  should 
be  scrupulously  observed  in  order  to  prepare  a 
sterile  product  free  of  reaction-producing  sub- 
stances. Plasma  is  easier  to  process  than  serum. 
For  this  reason,  and  because  the  preparation  of 

Read  by  invitation  at  the  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  May  6,  1943. 
Part  of  a Symposium  on  Plasma. 

From  the  Samuel  Deutsch  Serum  Center  of  Michael 
Reese  Hospital  and  Michael  Reese  Research  Foundation, 
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serum  is  limited  to  specially  trained  personnel, 
this  paper  deals  principally  with  plasma. 

Preparation  of  Equipment* 

All  items  of  equipment  used  in  preparation 
must  be  chemically  clean  as  well  as  sterile.  Only 
pyrogen-free,  freshly  distilled  water  should  be 
used  for  washing  rubber  parts  and  glassware 
used  in  the  preparation  of  solutions  for  in- 
travenous use.  A known  pyrogen-free  sodium 
citrate  should  be  used  as  the  anticoagulant. 
Pyrogen  (fever-  and  chill-producing)  reactions 
are  caused  by  the  intravenous  injection  of  solu- 
tions containing  any  of  the  following:  (1)  filter- 
able thermostabile  products  of  growth  of  certain 
strains  of  bacteria,  (2)  certain  strains  of  dead 
bacteria,  (3)  traces  of  other  foreign  protein 
matter,  and  possibly  (4)  nonprotein  particulate 
matter,  such  as  powders  from  new  rubber  tub- 
ing.3-6 

Rubber  Parts—  New  rubber  stoppers  are  pre- 
pared by  boiling  in  4 per  cent  sodium  hydroxide 
solution,  immersion  in  boiling  0.5  per  cent  acetic 
acid  solution,  and  rinsing  with  distilled  water. 
Used  rubber  stoppers  are  scrubbed  with  soap  and 
water  and  rinsed  thoroughly  with  distilled  water. 
Rubber  tubing  must  be  carefully  cleaned  be- 
cause many  pyrogenic  reactions  can  be  traced  to 
inadequately  cleaned  tubing.  Foreign  protein 
matter,  such  as  old  blood  clots,  has  often  been 
incriminated.  The  following  procedure  is  used 

* I am  indebted  to  Mr.  John  Moss  for  details  on  preparation 
of  equipment  at  the  Serum  Center. 
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to  prepare  new  rubber  tubing  at  the  Serum 
Center: 

1.  Boil  twenty  minutes  in  4 per  cent  C.P. 
sodium  hydroxide  solution. 

2.  Rinse  with  tap  water  under  pressure 
for  one  minute. 

3.  Boil  ten  minutes  in  0.5  per  cent  C.P. 
acetic  acid  solution. 

4.  Rinse  with  tap  water  under  pressure. 

5.  Boil  twenty  minutes  in  distilled  water. 

6.  Rinse  thoroughly  with  distilled  water 
under  pressure. 

Used  rubber  tubing  should  be  discarded  when 
it  becomes  dark  and  discolored  because  of 
possible  deterioration.  The  safety  of  rubber 
tubing  becomes  questionable  after  10  preparations ; 
tubing  should  never  be  used  after  15  prepara- 
tions. Used  rubber  tubing  is  cleaned  as  follows: 

1.  Rinse  with  tap  water  under  pressure  and 
inspect  tubing  from  time  to  time  under  a strong 
light  to  see  that  all  foreign  debris  has  been  re- 
moved. 

2.  Boil  twenty  minutes  in  distilled  water. 

3.  Rinse  thoroughly  with  distilled  water. 
Glassware. — After  preliminary  rinsing  in  tap 

water,  glassware  is  cleaned  by  immersion  in 
standard  acid  cleaning  solution^  for  at  least  four 
hours.  This  is  followed  by  thorough  rinsing  with 
tap  water  and  finally  distilled  water.  All  traces 
of  acid  or  alkali  (soap)  must  be  removed  in  wash- 
ing glassware  or  other  equipment  because  these 
substances  can  denature  plasma  proteins  and 
cause  reactions  when  plasma  is  given  intrave- 
nously. It  is  also  of  paramount  importance  to 
protect  clean  equipment  from  exposure  to  dust. 
Dust  may  contain  thermostabile  pyrogenic  sub- 
stances. 

Needles. — Immediately  after  use,  needles 
should  be  thoroughly  rinsed  by  forcing  tap  water 
through  them.  After  preliminary  flushing  with 
water,  stainless-steel  bleeding  needles  are  cleaned 
by  quickly  rinsing  them  with  fuming  nitric  acid 
(diluted  with  equal  parts  of  water)  two  or  three 
times  with  the  aid  of  a syringe.  The  needles  are 
then  immediately  rinsed  with  several  changes  of 
water  and  finally  with  distilled  water,  alcohol, 
and  ether.  A fine  oilstone  is  used  for  sharpening 
and  pointing  needles.  Since  smaller  needles  can- 
not be  cleaned  by  means  of  acid,  a stylet  is  used, 
and  the  needles  are  thoroughly  flushed  with 
water  and  rinsed  in  alcohol  and  ether. 

Metal  Parts. — Stainless-steel  mesh  filters  and 
other  metal  parts  are  easily  cleaned  by  boiling  in 
5 per  cent  sodium  hydroxide  solution  for  fifteen 
minutes,  followed  by  boiling  in  0.5  per  cent  acetic 
acid  and  thoroughly  rinsing  with  distilled  water. 

t Five  per  cent  technical  sodium  biohromate  solution  dis- 
solved in  concentrated  sulfuric  acid. 


Berkefeld  Filters. — Large  Berkefeld  candles  are 
cleaned  at  the  Serum  Center  by  the  following 
procedure: 

1.  Scrub  surface  vigorously  with  a fine 
brush  within  one  hour  after  use  or  scrape  sur- 
face lightly  with  the  edge  of  a glass  slide. 

2.  Filter  through  2 liters  of  tap  water. 

3.  Invert  candle  in  a large  test  tube  con- 
taining sufficient  0.85  per  cent  salt  solution  to 
cover  filter  and  store  at  5 C.  for  five  to  seven 
days. 

4.  Filter  through  4 liters  of  0.85  per  cent 
salt  solution. 

5.  Boil  in  5 per  cent  sodium  bicarbonate 
solution  for  one  and  one-half  hours. 

6.  Boil  twice  in  distilled  water  for  one  hour. 

7.  Filter  through  2 liters  of  distilled  water. 

8.  Dry  in  hot-air  oven  at  160  C.  for  six 
hours. 

Pyrogen  Test. — In  order  to  reduce  the  inci- 
dence of  reactions,  routine  pyrogen  tests  should 
be  carried  out  with  periodic  samples  of  distilled 
water  and  the  final  washings  in  each  batch  of 
rubber  tubing.  (Full  details  of  the  technic  are 
given  in  the  U.S.  Pharmacopeia  XII,  pages  606 
to  607.)  Briefly,  this  test  consists  of  preparing 
a sterile  sample  of  the  test  material  in  an  isotonic 
solution  of  sodium  chloride  which  is  warmed  to 
approximately  37  C.  and  injected  intravenously 
into  the  marginal  ear  vein  of  at  least  5 rabbits. 
Ten  cubic  centimeters  of  material  per  kilogram 
of  rabbit  is  injected  with  a sterile  and  pyrogen- 
free  syringe  and  needle.  Rectal  temperatures  are 
taken  fifteen  minutes  prior  to  inoculation  and 
thereafter  at  hourly  intervals  until  three  record- 
ings are  made.  The  test  is  considered  positive  if 
3 or  more  of  the  5 animals  show  an  individual  rise 
in  temperature  of  0.6  C.  (1  F.)  or  more  above  the 
normal  established  for  each  of  these  animals.  If 
only  1 or  2 of  the  5 rabbits  show  a positive  re- 
sponse, the  test  must  be  repeated  on  a second 
group  of  5 additional  animals. 

Sterilization. — Glassware  is  sterilized  by  dry 
heat  at  180  C.  for  two  hours.  Syringes  and 
apparatus  employing  rubber  connections  are 
sterilized  in  an  autoclave  by  steam  at  15  to  20 
pounds  pressure  for  thirty  minutes  in  order  to 
insure  thorough  penetration.  The  temperature 
must  be  at  least  121.6  C.  Glassware  may  also 
be  sterilized  in  the  autoclave  and  then  dried  by 
allowing  steam  to  remain  in  the  outer  jacket  with 
the  steam  cut  off  from  the  sterilizing  chamber. 
Blood  collecting  sets  and  similar  apparatus  are 
double  wrapped  in  heavy  cloth  before  sterilization 
in  order  to  remain  sterile  until  used.  Imme- 
diately after  sterilization  equipment  should  be 
labeled  in  order  to  prevent  confusion  with  un- 
sterile  materials.  The  autoclave  and  hot-air 
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sterilizer  should  be  equipped  with  a recording 
thermometer. 

In  operating  an  autoclave,  it  is  extremely  im- 
portant to  keep  the  sterilizing  chamber  free  of  air 
during  the  period  when  steam  enters  the  chamber. 
This  can  be  accomplished  by  keeping  the  drain 
valve  slightly  open.  Failure  to  expel  air  results 
in  a marked  decrease  in  temperature  although  the 
pressure  gage  may  indicate  the  desired  reading. 

Processing  of  Plasma 

Plasma  Processing  Room. — Plasma  should  be 
prepared  in  dust-free  rooms  in  order  to  reduce  the 
incidence  of  bacterial  contamination.  As  an 
additional  precaution  technicians  should  wear 
sterile  gowns,  caps,  shoe  coverings,  and  masks. 
Complete  details  of  a well-equipped  plasma  proc- 
essing room  are  given  in  the  “Report  of  the 
Blood  Transfusion  Association  Concerning  the 
Project  for  Supplying  Blood  Plasma  to  Eng- 
land.”7 

The  plasma  processing  rooms  at  the  Serum 
Center  are  equipped  with  refrigerated  air  condi- 
tioning units  and  water  sprinklers  so  that  the 
rooms  can  be  routinely  showered  down  after  each 
day’s  work.  The  success  of  these  rooms  in 
minimizing  air  contamination  is  reflected  in  the 
relatively  low  bacterial  count  of  plates  exposed 
twice  daily  for  thirty  minutes.  The  count 
usually  varies  from  0 to  4 colonies  per  plate. 
Our  experience  with  several  makes  of  commercial 
ultraviolet  radiation  units  for  reducing  the  bac- 
terial count  of  air  in  the  processing  rooms  has 
been  disappointing.  We  feel  that  many  air- 
borne bacteria  within  particles  of  dust  and  mucus 
are  protected  from  the  action  of  ultraviolet  rays, 
which  have  very  limited  powers  of  penetration. 
The  use  of  propylene  glycol  and  other  germicidal 
aerosols  for  air  sterilization  in  plasma  processing 
rooms  is  a promising  possibility  that  awaits 
further  development.8 

Collection  of  Blood. — Only  healthy  persons, 
certified  by  a qualified  physician  as  being  free 
from  any  disease  transmissible  by  blood  trans- 
fusion at  the  time  of  bleeding,  may  serve  as 
donors.  A specimen  of  blood  is  taken  from  the 
collecting  tube  at  the  time  of  bleeding  to  be  tested 
for  syphilis  by  an  acceptable  serologic  test. 
Bloods  showing  a 3 or  4 plus  reaction  are  dis- 
carded. Those  showing  doubtful  results  (plus- 
minus,  1 or  2 plus  reaction)  are  checked  by  an- 
other method,  preferably  a complement  fixation 
test.  If  the  same  degree  of  reaction,  or  less,  is 
obtained,  the  blood  may  be  processed.  If,  how- 
ever, the  retest  method  is  a complement  fixation 
test,  any  blood  giving  a 2 plus  reaction  is  dis- 
carded. 

The  technic  of  bleeding  is  as  follows: 

1.  Adjust  tourniquet  or  blood  pressure  cuff. 


2.  Prepare  skin  with  iodine  and  alcohol. 

3.  Produce  local  anesthesia  over  vein  with 
2 per  cent  novocain. 

4.  After  venipuncture,  apply  slight  suction 
and  withdraw  blood  into  an  individual  sterile 
centrifuge  bottle  already  containing  50  cc.  of  a 
sterile  4 per  cent  solution  of  sodium  citrate  in 
0.85  per  cent  sodium  chloride  for  each  500  cc. 
of  whole  blood. 

5.  Within  one  hour  after  bleeding,  place  the 
citrated  blood  in  a refrigerator  kept  at  2 to  5 
C.  Freezing  must  be  avoided,  or  laking  of 
the  erythrocytes  will  occur. 

Preparation  of  Plasma. — Usually  within 
twenty-four  hours  after  bleeding  (not  longer  than 
seventy-two  hours),  the  citrated  blood  is  removed 
from  the  refrigerator  and  centrifuged  at  2,000 
r.p.m.  for  twenty  minutes  in  order  to  produce 
thorough  packing  of  the  cells.  The  supernatant 
cell-free  plasma  is  then  withdrawn  into  a sterile 
individual  bottle  through  a closed  system.  A 
closed  system  is  defined  as  one  in  which  the  air 
of  the  room  is  not  allowed  to  come  in  contact 
with  the  plasma,  except  as  air  for  replacement, 
and  this  air  must  pass  through  an  antibacterial 
air  filter.  All  transfers  of  plasma  from  one 
container  to  another  are  made  through  a closed 
system  in  a dust-free  room.  At  the  Serum 
Center  each  individual  plasma  is  tested  bacterio- 
logically  as  well  as  serologically  before  pooling. 
If  the  tests  are  negative,  eight  or  more  individual 
plasmas  are  pooled  in  a large  container  in  order 
to  suppress  the  iso-agglutinins.9  Each  individual 
plasma  is  poured  into  the  pooling  bottle  through 
a large  filtering  funnel  lined  with  four  to  six 
layers  of  finely  meshed  gauze  in  order  to  remove 
as  much  fibrin  as  possible.  The  completed  pool 
should  not  contain  more  than  25  mg.  of  hemo- 
globin per  100  cc.  A sufficient  amount  of  50  per 
cent  dextrose  solution  to  give  a final  concentra- 
tion of  5 per  cent  dextrose  is  then  added  to  the 
plasma  pool  intended  to  be  dispensed  in  the 
liquid  or  frozen  state  without  subsequent  drying. 
Dextrose  serves  as  a stabilizing  agent  and  in- 
hibits fibrin  formation.10  No  dextrose  is  added 
to  plasma  that  is  intended  for  drying. 

Before  adding  a preservative  to  the  pool,  a 
sample  is  withdrawn  for  a sterility  test.  The 
preservative  is  then  added  to  insure  additional 
safety  by  prohibiting  the  growth  of  chance  con- 
taminants. Unfortunately,  no  suitable  preserva- 
tive is  known  which  will  insure  the  sterility  of 
plasma  against  all  types  of  contaminants  found 
in  biologic  products.  Some  of  the  common  con- 
taminants usually  encountered  in  plasma  in- 
clude diphtheroids,  staphylococci,  nonhemolytic 
streptococci,  hay  bacilli,  and  Pseudomonas 
pyocyanea.11  All  of  these  organisms  grow  readily 
in  plasma  stored  at  room  temperature,  and  many 
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Fig.  1.  Tubes  of  thioglycolate  medium  inoculated  with  plasma  contrasting  bacterial  growth  with  various 
precipitates  in  the  medium.  Reading  left  to  right:  tube  1 — surface  growth  and  amorphous  precipitate 
near  bottom;  tube  2 — no  growth,  amorphous  precipitate  near  bottom;  tube  3 — no  growth,  crystalline 
precipitate  near  bottom;  tube  4— diffuse  growth;  tube  5 — surface  growth  and  amorphous  precipitate  near 
bottom;  tube  6 — diffuse  growth  with  greatest  concentration  near  bottom. 


multiply,  but  somewhat  more  slowly  in  plasma 
that  is  kept  at  5 C.  After  rather  extensive 
studies,  Mackay12  concludes  that  disinfectants 
have  only  a limited  value  in  controlling  bacterial 
growth  in  stored  serum.  Smith,  Czarnetsky, 
and  Mudd13  have  shown  that  serum  proteins 
rapidly  neutralize  the  bactericidal  effect  of 
merthiolate  and  other  mercurial  preservatives. 
The  possibility  of  using  a combination  of  1 : 20,000 
merthiolate  and  0.25  per  cent  phenol  as  a pre- 
servative14*15 because  this  mixture  will  destroy 
the  usual  contaminants  of  plasma  is  not  favored 
by  the  Board  of  Medical  Control  of  Plasma  for 
England.7  They  point  out  that  toxic  amounts 
of  phenol  would  be  given  in  large  plasma  trans- 
fusions (7.5  Gm.  of  phenol  in  3 liters  of  plasma). 
At  present  the  following  preservatives  and  con- 
centrations are  recommended  by  the  National 
Institute  of  Health:  (1)  for  liquid  or  frozen 


plasma,  a final  concentration  of  1 : 10,000  merthio- 
late or  1:15,000  phenyl  mercuric  borate,  and 
(2)  for  dried  plasma,  a final  concentration  of 
1:35,000  merthiolate  or  1:50,000  phenyl  mer- 
curic borate. 

After  the  addition  of  the  preservative,  the 
plasma  pool  may  be  filtered  through  a Berkefeld 
N filter  for  clarification  and,  as  an  added  pre- 
caution, to  eliminate  chance  contamination. 
When  plasma  is  processed,  Berkefeld  filtration  is 
not  required  nor  is  it  usually  employed  because 
the  presence  of  fibrin  makes  filtration  a difficult 
procedure.  The  pooled  plasma  is  next  bottled 
through  a closed  system  in  sterile  containers 
suitable  for  administration  to  the  recipient  in  300 
cc.  amounts  by  means  of  a buret.  If  the  plasma 
has  not  been  filtered  prior  to  bottling,  the  lumen 
of  the  filling  tube  leading  to  the  final  container 
must  be  fitted  with  a filter  adequate  to  remove 
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all  coarse  particles  that  would  be  dangerous  if 
administered  intravenously.  As  an  additional 
safety  measure,  the  plasma  must  be  filtered  again 
just  before  administration.  When  processing 
plasma  to  the  liquid  or  frozen  state,  the  final  con- 
tainers must  be  filled  within  twenty-four  hours 
after  completion  of  the  sterility  tests  on  the  in- 
dividual containers  or  on  the  pool  (see  next  sec- 
tion). Plasma  which  is  to  be  processed  to  the 
frozen  state  is  placed  in  a freezing  compartment 
immediately  after  the  container  is  filled  and 
brought  to  the  frozen  state  within  six  hours. 
For  processing  plasma  to  the  dried  state,  the 
final  containers  must  be  shell  frozen  within 
seventy-two  hours  of  bleeding. 

Sterility  Tests. — A fluid  thioglycolate  medium 
such  as  the  Linden  or  Brewer  formula16  is  recom- 
mended by  the  National  Institute  of  Health  for 
making  sterility  tests  on  plasma  and  other  bio- 
logies. Thioglycolate  medium  has  the  great  ad- 
vantage of  supporting  the  growth  of  anaerobic 
as  well  as  aerobic  bacteria.  This  medium  main- 
tains anaerobic  conditions  without  the  use  of 
seals  and  does  not  require  boiling  immediately 
before  inoculation.  Moreover,  the  thioglycolate 
present  in  the  medium  combines  with  and  neu- 
tralizes merthiolate  and  most  other  mercurials 
used  as  preservatives.  Repeated  tests  have 
shown  that  7.5  cc.  of  thioglycolate  medium  is 
ample  to  neutralize  the  bacteriostatic  effect  of 
1 cc.  of  plasma  containing  1:10,000  merthiolate 
or  phenyl  mercuric  borate. 

Like  others,  thioglycolate  medium  has  its  dis- 
advantages. In  reading  sterility  tests  one  often 
sees  various  amorphous  and  crystalline  precipi- 
tates which  are  sometimes  very  similar  to  bac- 
terial growth  (Fig.  1).  Most  of  the  amorphous 
precipitates  are  probably  caused  by  the  settling 
out  of  small  amounts  of  agar  which  is  an  essential 
ingredient  for  maintaining  anaerobiosis  in  the 
medium.  We  have  found  that  these  precipitates 
can  be  avoided  to  some  extent  if  the  thioglycolate 
medium  is  stored  in  the  incubator  immediately 
after  autoclaving.  Thioglycolate  medium  should 
not  be  stored  in  a refrigerator  because  the  dura- 
tion of  anaerobiosis  is  decreased.16  A lower 
temperature  increases  the  solubility  of  atmos- 
pheric gases  in  the  medium.  Another  disad- 
vantage is  that  certain  organisms  tend  to  grow 
in  discrete  colonies,  especially  if  fibrin  veils  are 
present,  and  growth  does  not  spread  throughout 
the  medium.  Except  for  these  disadvantages, 
fluid  thioglycolate  has  been  very  satisfactory  in 
our  hands  for  culturing  plasma  and  other  bio- 
logies. We  tube  15  cc.  of  medium  in  test  tubes  6 
inches  by  5/s  inch  and  autoclave  for  twenty  minutes 
at  121.6  C.  Each  test  tube  is  covered  with  a 
close-fitting  glass  cap,  and  10  tubes  are  kept  in  a 
rack.  Thioglycolate  medium  is  commercially 


available  in  the  dehydrated  form  and  may  be 
purchased  from  the  Difco  or  Baltimore  Biological 
Laboratories. 

The  regulations  of  the  National  Institute  of 
Health  require  tests  for  sterility  on  plasma  from 
(a)  each  individual  bleeding  or  from  a sample 
taken  from  the  plasma  pool  prior  to  the  addition 
of  a preservative,  and  (6)  on  a specified  number  of 
final  containers.  For  sterility  tests  on  individual 
bleedings  of  plasma  processed  to  the  liquid  or 
frozen  state,  a 5 cc.  sample  is  withdrawn  from 
each  individual  plasma  and  cultured  at  37  C.  for 
seven  days  in  one  or  more  portions  of  thioglyco- 
late medium.  We  add  2 cc.  of  plasma  to  each 
culture  tube  containing  15  cc.  of  medium.  If 
growth  occurs,  the  plasma  is  discarded,  or  it  may 
be  retested  and  discarded  if  contamination  ap- 
pears in  the  retest.  When  plasma  is  to  be  proc- 
essed to  the  dried  state,  a test  sample  of  only  2 
cc.  is  withdrawn  from  each  individual  plasma 
for  the  sterility  test.  A forty-eight-hour  reading 
of  the  sterility  test  is  required  because  plasma 
intended  for  drying  is  pooled  at  that  time  and 
brought  to  the  frozen  state  within  seventy-two 
hours  of  bleeding.  For  several  reasons,  we  pre- 
fer to  culture  the  individual  plasmas  before  pool- 
ing. First,  the  chances  of  recovering  organisms 
from  low-grade  contaminations  are  increased, 
since  the  dilution  factor  in  pooling  is  eliminated.- 
Second,  one  contaminated  individual  plasma 
can  result  in  the  loss  of  an  entire  pool,  and, 
finally,  a large  number  of  individual  plasmas  can 
be  pooled  with  a greater  degree  of  safety. 

If  the  sterility  test  on  the  pool  prior  to  the 
addition  of  the  preservative  is  elected  instead  of 
the  individual  bleeding,  two  separate  samples  of 
20  cc.  (only  5 cc.  if  the  plasma  is  intended  for 
drying)  must  be  drawn.  One  of  the  samples  is 
planted  in  one  or  more  portions  of  thioglycolate 
medium.  If  contaminated,  the  test  is  repeated 
with  the  second  sample.  The  pool  is  discarded 
if  growth  occurs  in  the  retest. 

Before  making  the  sterility  test  on  the  final 
containers,  liquid  plasma  must  be  stored  at  room 
temperature  (60  to  80  F.)  for  at  least  two  weeks 
from  the  time  of  filling  the  containers  with  the 
plasma  pool.  For  each  pool  of  25  final  containers 
the  first  25  cc.  flowing  from  the  plasma  reservoir 
and  the  last  25  cc.  are  drawn  into  a single  random 
final  container.  If  the  pool  is  larger,  an  addi- 
tional sample  is  withdrawn  for  each  25  final  con- 
tainers just  before  and  immediately  after  each 
group  of  25  final  containers.  After  storage  for 
two  weeks,  the  sample  is  allowed  to  come  in  con- 
tact with  the  entire  inside  surface  of  the  con- 
tainer, and  20  cc.  is  withdrawn  for  the  sterility 
test.  Should  growth  occur  in  any  tube  planted, 
the  sterility  test  is  repeated  with  the  unused  por- 
tion of  the  sample.  If  the  retest  also  shows  con- 
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tamination,  then  a completely  filled  final  con- 
tainer is  selected  at  random  and  cultured.  The 
plasma  of  the  pool  under  test  may  be  released 
for  use  if  the  random  final  container  is  sterile; 
otherwise  the  entire  pool  is  discarded.  The 
sterility  test  on  the  final  containers  of  frozen 
plasma  is  carried  out  in  the  same  manner  after 
thawing  the  samples  in  a water  bath  at  37  C. 
In  the  case  of  dried  plasma,  a sample  of  10  cc. 
instead  of  20  cc.  is  withdrawn  from  the  dried 
sample  reconstituted  to  its  orginal  volume  by  the 
addition  of  sterile  distilled  water  for  culturing. 

Safety  Tests. — Each  pool  of  plasma  is  tested 
for  toxicity  by  inoculating  the  final  product  in- 
traperitoneally  (0.5  cc.)  into  a mouse  and  sub- 
cutaneously (1.5  cc.)  into  a guinea  pig.  Daily 
temperature  and  weight  records  are  kept  on  the 
guinea  pig,  and  the  animals  are  observed  for  one 
week.  If  either  animal  dies,  additional  animals 
are  inoculated  and  if  these  survive  and  show  no 
toxic  symptoms  the  first  death  is  disregarded. 

Dating  and  Storage  of  Plasma. — Liquid  plasma 
should  be  stored  at  a fairly  constant  room  tem- 
perature within  the  range  of  15  to  30  C.,  and  the 
expiration  date  should  not  exceed  one  year  from 
the  date  of  manufacture.  Liquid  plasma  should 
not  be  stored  in  the  refrigerator  because  lower 
temperatures  increase  precipitation.  Frozen 
plasma  is  stored  continuously  at  — 18  C.,  or  lower, 
and  its  expiration  date  should  not  exceed  three 
years  from  the  date  of  manufacture.  Frozen 
plasma  is  thawed  in  a constant-temperature  ivater 
bath  at  37  C.  Dried  plasma  is  preferably  stored 
in  a cool  place  and  expires  five  years  from  the 
date  of  manufacture. 

Records. — The  keeping  of  accurate  records  is 
an  important  part  of  the  successful  preparation 
of  plasma.  Permanent  records  are  kept  of  the 
name,  sex,  age,  address,  medical  history,  blood 
group,  etc.,  of  each  donor  comprising  the  pool. 
Each  pool  is  given  a lot  number,  and  permanent 


records  are  made  of  the  date  of  preparation  and 
the  results  of  sterility  and  animal  safety  tests. 

Conclusions 

The  preparation  and  biologic  control  of  plasma 
requires  great  care.  It  is  recommended  that  the 
rules  of  the  National  Institute  of  Health  for  the 
preparation  of  normal  human  plasma  be  ob- 
served in  order  to  prepare  a safe,  sterile  product 
free  of  pyrogenic  substances.  All  items  of  equip- 
ment must  be  chemically  clean  as  well  as  sterile. 
A rigid  aseptic  technic  should  be  followed  in 
collecting  the  blood,  and  a closed  system  in  a 
dust-free  room  should  be  employed  during  all 
stages  of  the  processing  of  plasma.  Sterility 
tests  should  be  made  on  the  individual  plasma 
and  on  random  final  containers  after  pooling.  An 
animal  safety  test  should  be  made  of  each  pool 
and  careful  permanent  records  kept  of  every 
aspect  of  preparation. 


References 

1.  Kilduffe,  R.  A.,  and  DeBakey,  M.:  The  Blood  Bank 
and  the  Technique  and  Therapeutics  of  Transfusions,  St. 
Louis,  C.  V.  Mosby  Co.,  1942. 

2.  Best,  C.  H.,  and  Solandt,  D.  Y.:  Brit.  M.  J.  2:  116 
(July  27)  1940. 

3.  Seibert,  F.  B.:  Am.  J.  Physiol.  67:  90  (1923). 

4.  Seibert,  F.  B.:  Am.  J.  Physiol.  71:  621  (1925). 

5.  Banks,  H.  M.:  Am.  J.  Clin.  Path.  4:  260  (1934). 

6.  Knott,  F.  A.,  and  Leibel,  B.:  Lancet  1:  409  (1941). 

7.  Report  of  the  Blood  Transfusion  Association  Concern- 
ing the  Project  for  Supplying  Blood  Plasma  to  England,  which 
has  been  carried  on  jointly  with  the  American  Red  Cross  from 
August,  1940,  to  January,  1941:  Blood  Transfusion  Assoc., 
Jan.  31,  1941. 

8.  Robertson,  O.  H.,  Bigg,  E.,  Puck,  T.  T.,  and  Miller, 
B.  F.:  J.  Exper.  Med.  75:  593  (June  1)  1942. 

9.  Levinson,  S.  O.,  and  Cronheim,  A.:  J.A.M.A.  114: 
2097  (May  25)  1940. 

10.  Veldee,  M.  V.:  Am.  J.  Pub.  Health  32:  289  (March) 
1942. 

11.  Johnson,  B.  A.,  and  Meleny,  F.  L. : in  Blood  Sub- 
stitutes and  Blood  Transfusions,  edited  by  S.  Mudd  and  W. 
Thalhimer,  Springfield,  111.,  Charles  C Thomas,  1942,  p.  242. 

12.  Mackay,  M.:  Brit.  M.  J.:  747  (May  17)  1941. 

13.  Smith,  D.  E.,  Czarnetsky,  E.  J.,  and  Mudd,  S.:  Am. 
J.  M.  Sc.  192:  790  (1936). 

14.  Rosenstein,  C.,  and  Levin,  I.:  Am.  J.  Hyg.  21: 
260  (1935). 

15.  Falk,  C.  R.,  and  Aplington,  S.  P.:  Am.  J.  Hyg.  24: 
285  (1936). 

16.  Brewer,  J.  H.:  J.A.M.A.  115:  598  (Aug.  24)  1940. 


PRINCIPLES  AND  METHODS  OF  DESICCATION  OF  PLASMA 

Franz  Oppenheimer,  Ph.D.,  Chicago 


THE  practice  of  drying  materials  from  the 
frozen  state  is  a long-established  laboratory 
procedure.  D’Arsonval’s  discovery  of  a method 
to  liquefy  air  made  it  possible  to  create  a very 
high  vacuum  in  a system  containing  water.  As 
early  as  1906,  d’Arsonval  and  Bordas  described 
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such  vacuum  desiccation  and  the  drying  of 
frozen  organic  materials.  The  apparatus  con- 
sisted of  two  connected  chambers,  one  serving 
as  a container  for  the  frozen  material,  the  other 
functioning  as  a condenser  for  the  water  vapor 
and  cooled  by  liquid  air  or  carbon  dioxide  snow- 
acetone  mixture  (Diagram  I).  This  method  has 
been  a commonly  known  laboratory  procedure, 
used  whenever  the  occasion  required  the  drying  of 
material  out  of  the  frozen  state.  The  entire 
system  was  thoroughly  evacuated,  and  the  vapor 
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diagram  - jr  . 

LABRATORY  MODE  L 
ICE  SUBLIMATION  IN  VACUO. 


of  the  frozen  material  slowly  sublimed  into  the 
condenser. 

There  is  no  good  terminology  applied  to  this 
technic,  and  we  propose  the  use  of  the  term  “dry- 
ing by  ice  sublimation”  to  express  accurately  the 
fact  that  the  material  is  converted  from  the 
frozen  state  directly  to  the  dry,  solid  state,  the 
water  being  converted  from  ice  to  steam  without 
an  intermediary  liquid  phase. 

Just  before  the  outbreak  of  World  War  II,  in- 
vestigators found  human  plasma  and  serum  to  be 
good  substitutes  for  blood,  particularly  in  shock 
and  burns.  It  was  obvious  that  plasma  or  serum 
dried  by  ice  sublimation  would  offer  great  ad- 
vantages in  supplying  large  quantities  of  plasma 
to  the  armed  forces.  There  are  at  least  three 
definite  advantages  for  the  dried  product:  (1) 

it  can  be  stored  regardless  of  extreme  climatic 
heat  or  cold  to  which  it  might  be  exposed  in  any 
part  of  the  world,  (2)  the  great  stability  of  or- 
ganic materials  dried  by  ice  sublimation  permits 
at  least  five  years’  storage  of  plasma,  and  (3)  the 
reduced  shipping  weight  and  thus  decreased 
likelihood  of  breakage  are  added  values  in  war- 
time. 

These  considerations  prompted  the  decision  to 
make  available  large  amounts  of  dried  plasma  to 
the  fighting  forces,  and  the  biologic  industry  was 
confronted  with  the  difficult  task  of  converting  a 
laboratory  process  into  large-scale  production 
with  little  time  for  experimentation.  It  is, 
iherefore,  not  surprising  that  the  first  production 


machines  were  constructed  in  such  a manner  that 
they  violated  some  of  the  basic  physical  principles 
that  govern  drying  by  ice  sublimation.  These 
early  machines  required  from  one  hundred  to 
one  hundred  and  twenty  hours  to  dry  plasma, 
and  even  then  the  moisture  content  of  the  dried 
product  was  relatively  high.  Furthermore,  there 
was  frequent  melting  in  minute  spots  during  the 
drying  process,  and  the  resultant  drying  from  the 
liquid  state  produced  a hard,  granular  product 
wffiich  redissolved  slowly  and  with  great  diffi- 
culty. It  should  be  stated  here  that  in  order  to 
have  maximum  stability,  the  final  water  content 
of  the  dried  powder  should  be  less  than  0.5  per 
cent. 

A thorough  appreciation  of  the  fundamental 
principles  is  necessary  to  dry  plasma  properly  by 
ice  sublimation.  Under  ideal  conditions,  if  the 
film  of  frozen  material  is  infinitely  thin,  the  sur- 
face infinitely  large  and  unrestricted,  the  tem- 
perature constant  and  the  vacuum  perfect,  the 
drying  would  be  instantaneous.  The  farther  one 
departs  from  these  ideal  conditions,  however, 
the  slower  the  drying  process  will  be. 

Shell  Freezing 

In  order  to  provide  the  largest  possible  surface 
and  the  thinnest  possible  film  in  the  bottle,  the 
liquid  plasma  is  frozen  as  a shell  against  the  glass 
wall  by  rotating  the  bottle  in  a cold  bath  on  its 
side. 

The  frozen  shell  should  be  a true  cylinder. 
This  can  be  accomplished  by  rotating  the 
bottle  on  its  side  partly  submerged  in  a re- 
frigerant, preferably  at  12  to  20  r.  p.  m.,  or 
spinning  the  bottle  at  a speed  sufficiently  high  so 
that  centrifugal  force  will  throw  the  liquid 
against  the  walls  of  the  bottle  in  the  shape  of  a 
cylinder,  and  either  submerging  the  rotating 
bottle  in  a cold  bath  or  exposing  it  to  very  cold 
circulating  air.  The  temperature  of  the  freezing 
bath  should  be  so  low  that  very  rapid  or  so- 
called  “snap  freezing”  will  occur.  Otherwise 
the  components  of  the  plasma  will  separate  by 
fractional  crystallization,  and  the  drying  of 
plasma  will  be  more  difficult.  The  freezing  bath 
should  be  maintained  at  —65  C.,  or  lower,  during 
the  entire  shell  freezing  process.  Freezing  at 
this  temperature  produces  a very  uniform  and 
smooth  cylinder  of  frozen  plasma,  while  at  higher 
temperatures  the  shell  might  be  irregular  and 
lumpy  because  of  focal  ice  crystallization. 

Vacuum 

The  degree  of  vacuum  in  the  drying  system 
is  a very  important  factor,  for  it  controls  the 
temperature  at  which  the  sublimation  will  occur, 
just  as  the  atmospheric  pressure  controls  the 
boiling  point  of  water.  It  should  be  measured 
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with  a gage  which  records  the  total  pressure  in 
the  system — i.e.,  both  air  and  water  vapor  pres- 
sure. 

The  commonly  used  McLeod  gage  measures 
only  air  pressure,  and  therefore  it  is  neces- 
sary to  use  a gage  of  the  heated  thermocouple 
type  or  a heated  resistance  wire  which  measures 
the  water  vapor  pressure  as  well. 

Ice  will  sublimate  in  a vacuum  of  1 mm.  Hg 
at  —17  C.,  at  500  microns  (V2  of  1 mm.  Hg)  at 
— 24  C.,  250  microns  at  —31  C.,  and  100  microns 
at  — 40  C.  Any  good  vacuum  pump  will  create 
and  maintain  a high  air  \acuum,  50  to  100 
Hg  microns  being  sufficient.  The  drying  of 
frozen  materials  does  not  present  a static 
system,  but  a dynamic  one.  The  sublimation 
constantly  produces  water  vapor,  the  amount 
depending  on  the  rate  at  which  heat  of  sub- 
limation is  introduced.  This  water  vapor  must 
be  rapidly  removed  from  the  system;  otherwise 
the  vacuum  will  spoil  and  the  plasma  will  melt. 
The  movement  of  the  water  vapor  from  the 
bottle  to  the  condenser  is  only  by  diffusion,  which 
is  naturally  a slow  process.  Therefore,  it  is  im- 
perative to  avoid  any  hindrance  to  this  vapor 
flow. 

In  order  to  insure  sterility,  it  is  required  to  dry 
plasma  in  its  final  container,  a bottle;  the  bottle 
neck  of  the  container  constitutes  a restriction  to 
vapor  flow  and  causes  an  unavoidable  but  serious 
deviation  from  the  ideal  condition.  Since  plasma 
must  be  dried  in  a bottle,  the  neck  should  be  as 
large  as  possible  because  the  flow  through  a 
bottle  neck  is  directly  proportional  to  the  third 
power  of  the  diameter.  All  connections  between 
drying  chamber  and  condenser  should  be  as  short 
as  possible  and  of  large  diameter.  A combined 
drying  and  condensing  chamber  is  a very  effi- 
cient system. 

One  of  the  attempts  to  produce  large  amounts 
of  dried  plasma  was  by  a direct  and  simple  en- 
largement of  the  original  laboratory  model,  which 
is  illustrated  schematically  in  Diagram  II.  This 
shows  a combination  of  drying  and  condensing 
chamber,  eliminating  all  restrictions  to  vapor 
flow  except  the  one  of  the  bottle  neck,  and  bring- 
ing the  condensing  surface  in  close  proximity  to 
the  source  of  vapor  production.  Thus  a good 
vacuum  can  be  easily  maintained.  In  principle 
this  is  an  effective  and  fairly  practical  method, 
but  it  is  rather  laborious  and  relatively  costly 
in  maintenance. 

Modifications  of  the  apparatus  shown  in  Dia- 
gram II  are  easily  constructed,  relatively  inex- 
pensive, and  are  in  use. 

Condenser 

The  efficiency  of  the  condenser  in  reconverting 
the  water  vapor  to  ice  is  an  important  factor  in 
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maintaining  a good  vacuum  in  the  system.  From 
the  preceding  discussion  on  the  importance  of  a 
maintained  vacuum  for  proper  desiccation  of 
plasma,  the  condenser  for  moisture  removal 
occupies  a prominent  position  in  successful  opera- 
tion. 

Oil  pumps  have  been  used  for  the  dual  function 
of  producing  an  air  vacuum  and  removing  the 
water  vapor  by  condensing  it  in  the  oil.  The 
oil  and  water  are  then  separated  by  a centrifugal 
arrangement.  This  attempt  has  not  proved 
successful  for  large-scale  production  because  the 
process  is  slow*,  a high  vacuum  can  never  be  ob- 
tained, and  the  drying  takes  place  at  tempera- 
tures dangerously  close  to  the  melting  point  of 
the  plasma. 

Another  method  which  relies  upon  the  vacuum 
to  remove  both  air  and  water  vapor  simultane- 
ously is  the  steam  ejector.  The  steam  ejector 
is  similar  in  principle  to  the  common  laboratory 
water  aspirator.  High-pressure  steam  (between 
90  and  150  pounds)  is  forced  through  a very 
small  nozzle,  and  the  very  rapidly  expanding 
steam  exhausts  the  air  and  water  vapor,  main- 
taining a good  vacuum.  By  using  multiple 
ejectors  a very  high  vacuum  can  be  obtained. 
This  system  is  practical  if  high-pressure  steam  is 
available  and  if  sufficient  water  can  be  used  for 
the  condensation  of  the  steam.  A large  drying 
chamber  can  be  employed  and  several  hundred 
bottles  of  frozen  plasma  can  be  dried  simul- 
taneously. 

This  equipment  is  now  in  common  use  and  is 
highly  successful. 

Cold  surface  condensers  are  much  more  effec- 
tive provided  the  temperature  is  sufficiently  low 
and  the  surface  sufficiently  large.  It  is  not  essen- 
tial that  the  temperature  of  the  condenser  be  as 
low  as  —70  C.,  for  —30  to  —50  C.  is  adequate  if 
the  surface  is  large  and  if  this  temperature  is 
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FIGURE  1 . 

TEMPERATURE  CURVE  OF  A 24  HOURS  PRYING  CYCLE 


maintained  regardless  of  the  amount  of  water 
vapor  which  must  be  condensed.  Temperatures 
of  —30  to  — 40  C.  are  actually  preferable  be- 
cause mechanical  refrigeration  is  more  efficient 
and  simpler,  and  water  vapor  pressure  at  these 
temperatures  is  low  enough  to  permit  a good 
vacuum. 

It  is  always  essential  that  the  refrigera- 
tion should  have  ample  capacity  to  remove 
rapidly  the  heat  of  condensation  and  crystalli- 
zation. 

Heat 

Heat  of  sublimation  must  be  supplied  to  the 
frozen  material.  In  the  apparatus  as  shown  in 
Diagrams  I and  II,  this  sublimation  heat  is  sup- 
plied by  the  surrounding  air.  Ice  will  condense 
on  the  bottles  from  the  moisture  in  the  air,  and 
the  heat  thus  supplied  is  utilized  to  sublimate  ice 
out  of  the  frozen  plasma.  With  an  apparatus  of 
this  kind,  therefore,  it  is  advisable  to  keep  the 
room  warm  (around  50  C.)  and  the  relative 
humidity  high.  Circulating  the  air  will  facilitate 
the  heat  exchange.  The  heat  transfer  to  the 
frozen  plasma  through  the  glass  of  the  bottle  is 
slow,  but  no  air  currents  can  be  directed  against 
the  bottle  because  the  plasma  adjacent  to  the  wall 
will  easily  melt.  Heat  might  be  supplied  by 
other  convenient  means,  such  as  submerging  the 
bottles  in  a bath  kept  at  the  necessary  tempera- 
ture during  the  different  stages  of  the  drying 
process. 

The  drying  process  of  frozen  plasma  might  be 
classified,  figuratively  speaking,  as  falling  into 
three  stages: 

1.  The  'principle  drying  period , during  which 
about  90  per  cent  of  the  water  is  removed.  The 
temperature  of  the  plasma  should  not  be  per- 
mitted to  rise  above  — 15  C.  If  the  temperature 


remains  constant  during  this  period,  it  signifies 
that  the  water  vapor  is  condensed  as  rapidly  as 
it  is  produced  by  sublimation. 

2.  The  intermediate  drying  period , in  which  an 
additional  9 per  cent  of  water  is  removed.  Dur- 
ing this  period  the  temperature  should  be  allowed 
to  rise  slowly  and  gradually  to  35  to  40  C.  (de- 
scribing an  S-shaped  curve). 

3.  The  terminal  drying  period,  in  which  the 
last  fraction  of  1 per  cent  of  moisture  is  removed, 
by  maintaining  the  dry  plasma  for  from  three  to 
four  hours  at  temperatures  between  +45  and 
+55  C.  The  last  residual  moisture  appears  to 
be  held  more  firmly. 

A characteristic  and  illustrative  temperature 
record  is  presented  in  Fig.  1. 

The  bottles  containing  the  dried  plasma  should 
be  sealed  in  vacuum  or  in  an  atmosphere  of  dry 
nitrogen. 

The  temperature  of  the  drying  plasma  can 
be  measured  in  many  different  ways,  but  de- 
pendable average  readings  are  secured  from  a 
thermocouple  suspended  in  the  middle  of  the 
bottle  and  exposed  to  the  escaping  vapor.  Dur- 
ing the  principal  drying  period  the  amount  of 
heat  which  can  be  introduced  is  limited  only  by 
the  fact  that  the  layer  of  plasma  adjacent  to  the 
wall  might  melt.  In  the  intermediate  period, 
sublimation  heat  can  be  supplied  only  slowly  be- 
cause plasma  containing  a high  percentage  of 
moisture  is  easily  denatured  if  the  temperature 
rises  too  fast.  Such  denatured  plasma  may  be 
quite  toxic.  There  should  be  a period  of  from 
two  to  four  hours  in  which  the  plasma  is  brought 
from  —15  C.  to  +20  C. 

Our  experiments  have  shown  that  completely 
dried  plasma  containing  less  than  0.5  per  cent 
moisture  can  be  heated  with  safety  to  as  high  a 
temperature  as  +80  C.  In  our  studies,  plasma 
subjected  to  80  C.  for  two  hours  after  complete 
drying,  was  unchanged,  for  it  redissolved  easily 
and  the  reconstituted  plasma  was  nontoxic  when 
injected  into  experimental  animals. 

It  is  a truly  remarkable  achievement  that  the 
American  biologic  industry  has. taken  a labora- 
tory process,  which  is  complicated  and  meticu- 
lous, and  has  rapidly  developed  production 
methods  so  efficient  that  they  are  now  supplying 
several  million  units  of  plasma  per  year  to  the 
armed  forces. 

There  are  many  other  materials  to  which  dry- 
ing by  ice  sublimation  can  be  applied.  Many 
biologies  are  unstable  in  liquid  form,  can  be 
dried  only  by  ice  sublimation  without  loss  of 
potency,  and  are  quite  stable  in  the  dried 
state. 

This  field  is  a relatively  new  one,  and  many 
developments  may  be  expected  in  the  future. 
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THE  CLINICAL  APPLICATION  OF  PLASMA 

Sidney  O.  Levinson,  M.D.,  Chicago 


UNDER  the  impetus  of  this  war,  the  field  of 
plasma  therapy  has  undergone  a remark- 
ably rapid  expansion  and  application.  This  is 
best  illustrated  by  recalling  that  the  first  pre- 
liminary reports  on  the  use  of  human  serum  or 
plasma  were  published  about  five  years  ago.1  In 
these  last  five  years  an  astonishingly  voluminous 
literature  has  appeared  on  this  subject.  Our 
prediction  made  in  19392  that  “it  [plasma]  can 
be  processed  in  ample  quantities  from  the  blood 
of  noncombatants  in  civilian  centers  far  removed 
from  the  war  front,  prepared  in  proper  containers 
ready  for  use,  and  distributed  directly  to  the 
front”  has  been  borne  out  by  the  Red  Cross 
Blood  Plasma  Program,  whereby  several  million 
units  are  being  made  available  to  the  fighting 
fronts  all  over  the  world  from  blood  collected 
from  civilians  in  this  country. 

There  are  certain  facts  that  must  be  kept  in 
mind  in  order  to  evaluate  the  position  of  plasma 
in  therapy.  Plasma  in  the  body  is  the  non- 
cellular  fraction  of  blood,  consisting  principally 
of  water,  0.85  per  cent  salt  and  about  7 per  cent 
protein  made  up  chiefly  of  albumin  and  globulin. 
In  vitro  plasma  also  contains  the  anticoagulant 
employed  when  the  blood  is  removed,  usually 
sodium  citrate  solution.  Serum  is  the  liquid 
fraction  expressed  when  blood  coagulates  and  is 
undiluted  true  plasma  from  which  most  of  the 
clotting  constituents  have  been  removed.  For 
practical  purposes  serum  and  plasma  are  practi- 
cally the  same  and  produce  the  same  result. 
They  can  be  prepared  in  three  different  forms — 
liquid,  frozen,  and  dried. 

Circumstances  dictate  which  form  may  be 
preferable.  The  liquid  plasma,  after  prepara- 
tion, should  be  stored  at  room  temperature  to 
prevent  the  formation  of  fibrin  strands  and 
precipitates.  Liquid  plasma  should  not  be  kept 
more  than  one  year.  It  requires  the  least  han- 
dling and  is  most  readily  available  in  emergencies. 
The  liquid  plasma,  if  frozen  and  stored  at  — 20  C. 
or  lower,  is  believed  to  remain  stable  for  three 
years.  It  requires  thawing  at  37  C.  before  ad- 
ministration, with  some  attendant  time  loss. 
Properly  dried  plasma  is  believed  to  remain 
stable  for  at  least  five  years,  is  not  subject  to 
deterioration  by  climatic  extremes,  and  therefore 
does  not  require  special  equipment  or  special 
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provision  for  storage.  Restoration  with  dis- 
tilled water  and  return  to  the  liquid  state  before 
infusion  takes  from  five  to  ten  minutes  if  the 
plasma  has  been  properly  desiccated.  There  is 
one  practical  advantage  of  frozen  or  dried 
plasma.  During  processing,  chance  contamina- 
tion may  occur  which  may  not  appear  on  testing. 
Bacterial  growth  will  be  inhibited  in  the  frozen 
or  dried  state,  a distinct  safety  factor  that  does 
not  exist  with  liquid  plasma. 

For  ordinary  civilian  and  hospital  use,  liquid 
plasma  prepared  by  observing  all  the  safeguards 
set  up  by  the  National  Institute  of  Health  should 
prove  completely  satisfactory  because  liquid 
plasma  can  easily  be  maintained  at  room  tem- 
perature, requires  no  special  drying  or  low  tem- 
perature equipment,  and  is  utilized  within  the 
specified  one  year.  For  use  under  difficult  con- 
ditions in  an  indefinite  period  of  time,  as  for  war 
purposes,  the  dried  form  is  the  one  of  choice,  and 
fully  worth  the  additional  effort  required  in 
desiccation. 

A brief  survey  of  the  principal  uses  of  blood 
transfusion  will  clarify  the  application  and 
value  of  plasma.  The  succeeding  discussion 
will  be  restricted  to  plasma.  Consideration  of 
other  therapeutic  measures  is  intentionally 
omitted  with  the  understanding  that  sound  basic 
surgical  and  medical  measures  and  other  adjuvant 
therapy  is  equally  or  more  important  in  successful 
treatment. 

Uses  of  Blood  Transfusion 

1.  Anemia. — The  deficiency  is  principally 
erythrocytes  and  only  whole  blood  transfusion 
is  indicated.  Plasma  is  ineffective.  Erythro- 
cytes suspended  in  saline  are  being  increasingly 
used  with  favorable  results.3 

2.  Simple  Hemorrhage . — In  the  absence  of 
shock  and  ample  time  for  treatment,  whole  blood 
is  the  preferred  agent. 

8.  Extensive  Hemorrhage  with  Shock. — Whole 
blood  is  the  only  complete  therapeutic  agent. 
Since  shock  may  progress  rapidly  and  since 
delay  involved  in  blood  transfusion  must  there- 
fore be  avoided,  plasma  finds  a place  as  interim 
emergency  therapy  to  correct  the  oligemia  and 
combat  the  shock  until  whole  blood  can  be  ad- 
ministered to  overcome  the  anemia  resulting 
from  the  blood  loss. 

4.  Traumatic  and  Surgical  Shock. — One  of 
the  predominant  features  characterizing  shock 
is  deficient  circulating  fluid,  owing  to  plasma  loss. 
The  sequellae  of  such  oligemia  are  hypotension, 
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TABLE  1. — A Practical  Comparison  op  the  Different  Forms  of  Plasma 


Liquid  Plasma 

Frozen  Plasma 

Dried  Plasma 

Sources 

Fresh  blood 
Outdated  bank  blood 

Fresh  blood 
Outdated  bank  blood 

Fresh  blood 
Outdated  bank  blood 

Derived  from 

Citrated  blood 

Liquid  plasma 

Liquid  plasma 

Percentage  of  protein  (final) 

51/2-2%  (technics  vary) 

5V2%  usually 

ol/t%  usually 

Dilution 

30%-400%  (technics  vary) 

20%  usually 

20%  usually 

Fibrinogen 

Part  or  all  present 

Usually  all  present 

Usually  all  present 

Preparation  requires 

Skilled  care  (a  crude  product 
more  readily  prepared) 

Skilled  care  (a  crude  product 
more  readily  prepared) 

Skilled  care 

Special  preparation 

None 

The  liquid  plasma  is  frozen 
in  a low-temperature  re- 
frigerator 

Special  low-temperature  re- 
frigerator ( — 4 F.) 

The  liquid  plasma  is  dried 
with  special  machines 

Storage 

Refrigerator  or  room* 

Room 

Stability 

Fibrin  deposits  in  refrigerator 

Good 

Good 

Expiration  date 

1 year 

3 years 

5 years 

Special  handling  for  adminis- 
tration 

None 

Thaw  at  37  C. 

Add  distilled  water  and 
dissolve 

Time  required 

30  minutes 

5 minutes  or  longer 

Administration 

For  all  forms,  the  intravenous  outfit  must  be  clean,  sterile,  and  pyrogen-free 

Type  of  filter  needed 

Stainless  steel  mesh 

Glass  tape  or  stainless  steel 
mesh 

Glass  tape  or  stainless  steel 
mesh 

* Liquid  plasma  is  best  stored  at  room  temperature  (60  to  85  F.)  to  minimize  fibrinogen  precipitation,  although  at  these 
temperatures  the  antibodies  are  lost. 


anoxemia,  hemoconcentration,  tissue  anoxia, 
acidosis,  and  eventually  death.  Blood  trans- 
fusion is  effective.  Plasma  is  effective.  Any 
suitable  macromolecular  solution  will  restore  and 
maintain  the  circulating  plasma  volume.  Plasma 
is  the  most  natural  solution  of  this  kind.  Many 
others  (pectin,  gelatin)  are  still  experimental.4 

5.  Burns. — This  is  one  condition  in  which 
plasma  loss  is  an  outstanding  feature  and  in 
which  much  plasma  loss  is  a major  cause  of  early 
shock  and  death.  Plasma  replacement  is  abso- 
lutely essential. 

6.  Preoperative  Therapy. — It  is  well  estab- 
lished that  an  important  controlling  factor  in 
resistance  to  shock  is  blood  protein  and  fluid 
reserves.  Preoperative  blood  transfusions  oc- 
cupy an  accepted  place  in  any  surgical  routine. 
Plasma  may  well  be  substituted  and  will  prove 
an  invaluable  preoperative  measure  to  increase 
reserve  stores  of  protein  and  fluid,  and  thereby 
decrease  the  operative  risk.  Blood  transfusion 
is  probably  superior  for  this  purpose,  but  diffi- 
culty of  various  kinds  may  attend  the  use  of 
blood,  and  plasma  can  be  readily  available  under 
any  circumstance. 

7.  Miscellaneous. — Hypoproteinemia  associ- 
ated with  malnutrition,  nephrosis,  or  post- 
operative cachexia  can  be  benefited  by  plasma 
therapy. 

Blood  transfusion  has  long  been  employed, 
empirically,  for  treatment  of  acute  infections. 
When  such  infections  are  accompanied  by 
secondary  anemia,  the  erythrocytes  are  of  value. 
Otherwise  it  is  the  proteins  and  particularly  the 
antibodies  in  the  adult  serum  or  plasma  which 
are  beneficial.  It  is  v ell  known  that  adult  serum, 
particularly  from  urban  dwellers,  contains  anti- 
bodies against  a variety  of  infections  of  known 
or  unknown  etiology  5.M, 8.9,10,11,12  Although 


this  subject  is  at  present  largely  unexplored,  it 
is  no.t  impractical  to  consider  the  administration 
of  pooled  adult  plasma  in  the  treatment  of  com- 
mon acute  infections  for  which  no  specific  therapy 
exists.  This  does  not  mean  that  indiscriminate 
treatment  is  advisable — quite  the  contrary. 
Until  adequate  studies  have  been  made,  plasma 
should  be  used  circumspectly  and  critically  for 
acute  infections. 

Dosage 

This  aspect  of  plasma  therapy  must  be  given 
the  gravest  consideration,  because  of  a general 
misconception  of  what  constitutes  a proper  dose. 
The  common  unit  of  plasma  is  250  cc.  or  300  cc., 
because  this  is  the  amount  secured  from  a pint 
of  blood,  the  standard  amount  withdrawn  from 
a donor  at  venesection.  Obviously  this  does 
not  establish  the  proper  unit  for  therapy.  The 
dose  depends  upon  the  condition  and  the  severity 
of  the  condition.  In  general,  the  dose  to  be 
administered  is  established  by  the  quantity  of 
blood  or  plasma  that  has  been  lost.  This  may 
be  estimated  by  blood  volume,  erythrocyte, 
hemoglobin,  and  hematocrit  determinations.  In 
actual  practice  the  principle  guide  to  dosage  is 
the  clinical  response  of  the  patient.  In  severe 
or  critical  conditions,  plasma  should  be  given 
promptly,  rapidly,  and  repeatedly  until  all 
evidence  of  shock  or  of  oligemia  has  been  over- 
come. Inadequate  plasma  therapy  is  wasted 
plasma.  The  response  of  the  patient  to  treat- 
ment depends  not  only  on  the  extent  of  injury 
but  also  on  the  length  of  time  that  shock  has 
existed  before  therapy  was  instituted.  The 
earlier  treatment  is  instituted,  the  more  rapid 
the  response.  If  a condition  is  serious  enough 
to  require  plasma,  the  absolute  minimum  to 
produce  a response  is  500  cc.  More  commonly 
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1,000  cc.  are  required,  and  in  severe  conditions 
and  grave  shock,  3,000  to  5,000  cc.  may  be  neces- 
1 sary  in  the  first  twenty-four  hours  after  injury. 

It  is  important  to  realize  that  continued  plasma 
I therapy  is  often  necessary  to  maintain  the  blood 
volume  at  normal  levels  because  of  continued 
plasma  loss  for  one  reason  or  another.  The 
patient’s  condition,  pulse,  blood  pressure,  and  the 
laboratory  determinations  are  the  best  guide  for 
plasma  requirements.  The  patient  must,  there- 
fore, be  closely  observed  for  at  least  seventy- 
two  hours  after  onset  for  signs  of  recurrent  shock. 

These  essentials  of  massive  and  repeated 
plasma  therapy  are  particularly  applicable  to 
severe  burns,  where  the  plasma  loss  may  be  tre- 
mendous. In  the  past  it  was  felt  that  the  exten- 
sive plasma  loss  in  burns  required  equally  large 
plasma  replacement,  and  various  formulas13-14-15 
of  estimating  the  dose  were  proposed.  Some 
of  these  formulas  were  complicated,  others  in- 
accurate and  usually  too  low,  approximately 
500  cc.  for  10  per  cent  body  burn.  Both  animal 
experiments16-17-18  and  clinical  studies13-14-19 
demonstrate  that  plasma  loss  is  usually  in  excess 
of  the  amount.  In  our  own  studies  19,20  in  pa- 
tients, based  principally  on  the  plasma  require- 
ments to  re-establish  and  maintain  normal  con- 
ditions and  values,  we  found  it  necessary  to  give 
larger  amounts.  Our  course  of  plasma  therapy 
consists  of  the  following,  based  upon  10  per  cent 
body  burn:  immediate  infusion  of  600  cc.; 

additional  300  cc.  during  the  first  twenty-four 
hours;  a further  300  cc.  in  the  next  forty-eight 
hours.  Continued  plasma  therapy  may  be  re- 
quired. The  foregoing  is  only  a working  for- 
mula and  is  varied  (usually  increased),  particu- 
larly in  severe  and  extensive  burns. 

In  considering  the  value  of  plasma  as  a restora- 
tive agent  and  concentrating  on  its  protein  con- 
tent, one  should  not  become  oblivious  to  its  water 
component.  When  plasma  is  lost  in  shock,  water 
as  well  as  protein  is  lost.  If  body  reserves  per- 
mit, water  can  very  rapidly  be  drawn  into  the 
circulation.  If  the  individual,  however,  is 
dehydrated,  and  fluid  stores  depleted,  it  is  equally 
important  to  replace  water  as  well  as  to  restore 
proteins  in  order  that  the  already  dehy- 
drated tissues  be  spared  injury  from  further 
dehydration. 

Studies  in  our  laboratory  with  various  macro- 
molecular  therapeutic  agents  clearly  demonstrate 
that  in  shock,  under  any  condition,  the  total  fluid 
volume  of  the  infused  agent  is  of  great  im- 
portance.21-22-23-24-25 Concentrated  solutions  are 
completely  effective  only  if  given  with  sufficient 
fluid.  This  is  most  strikingly  demonstrated  in 
animals  in  a dehydrated  state.  In  the  presence 
of  severe  dehydration,  four  times  concentrated 
protein  solutions  administered  in  small  volume  of 


fluid  are  followed  by  a response  which  is  much 
less  prompt  and  rarely  as  complete  as  is  seen 
after  administration  of  protein  equivalent  iso-os- 
motic infusions.  Frequently,  such  concentrated 
solutions  appear  to  impose  so  severe  a strain  on 
the  circulatory  mechanism  that  the  injection 
causes  sudden  death.  In  the  controversy  on 
the  relative  merits  of  concentrated  and  iso-osmotic 
protein  solutions,  the  attention  has  been  focused 
upon  the  proteins.  Both  proteins  and  total  fluid 
volume  are  important.  We  are  now  studying 
the  relative  effect  of  volume-equivalent  concen- 
trated and  iso-osmotic  solutions.  We  have  reason 
to  believe  that  two  or  three  times  concentrated 
protein  solutions  given  with  sufficient  fluid 
volume  will  prove  the  most  effective  form  of 
therapy. 

Summary 

In  conclusion,  we  may  summarize  by  stating 
that: 

1.  Human  serum  and  plasma  are  physio- 
logically equal  and  physiologically  active  in  com- 
bating conditions  characterized  by  a depletion  of 
plasma  volume. 

2.  Liquid,  frozen,  or  dried  plasma  have 
certain  individual  advantages  based  purely  on 
the  circumstances  under  which  they  will  be  used. 

3.  Plasma  is  a biologic  and  must  be  prepared 
with  scrupulous  care  and  proper  safeguards  and 
tests  for  safety. 

4.  The  dosage  required  is  usually  large  and 
should  be  adequate  for  restoration. 

5.  Repeated  plasma  injections  may  be  re- 
quired to  maintain  a normal  plasma  volume. 

6.  Fluid  reserves  and  total  fluid  volume 
replacement  are  of  great  importance. 
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DOCTORS  AND  NURSES  IN  CHINA  GROW  PLANTS  FOR  NEEDED  DRUGS 


Doctors  and  nurses  in  China’s  vast  northwest 
territory,  surrounded  on  three  sides  by  Japanese 
armies,  have  been  forced  by  necessity  to  become 
farmers. 

Because  of  a crucial  shortage  of  drugs  such  as 
belladonna,  digitalis,  codeine,  and  morphine,  Chinese 
physicians  and  surgeons  looking  after  ill  and 
wounded  guerrilla  soldiers  are  now  attempting  to 
cultivate  plants  producing  the  drugs.  China  Aid 
Council,  a participating  agency  of  United  China 
Relief,  announces  that  Mme.  Sun  Yat-sen,  who 
sponsors  medical  aid  to  guerrilla  fighters  and  their 
children  in  the  northwest,  has  cabled  an  urgent 
appeal  for  information  on  the  cultivation  of  the 
purple  foxglove,  whose  leaves  provide  digitalis,  and 
on  the  cultivation  of  the  deadly  nightshade  plant, 
whose  leaves  produce  belladonna. 

Mme.  Sun,  who  is  the  widow  of  the  founder  of 
the  Chinese  Republic,  writes  that  codeine  and  mor- 
phine, so  necessary  on  the  battlefront,  are  now  being 
extracted  in  small  quantities  from  opium. 

Blockaded  on  three  sides  by  Japanese  armies,  this 
northwest  area  had  not  received  outside  medical 
aid  for  two  years  until  recently,  when  several  truck- 
loads  of  medical  supplies  were  sent  through  from 
Free  China.  In  the  past  five  and  a half  years, 
medical  treatment  of  the  thousands  of  Chinese 


guerrilla  soldiers  was  made  possible  almost  entirely 
by  drugs  and  medicines  captured  from  the  Japanese 
or  smuggled  out  from  Peiping,  and  by  the  small 
quantities  of  drugs  and  serums  manufactured  in  the 
local  drug  factory. 

Mme.  Sun  writes  that  thousands  of  guerrilla 
soldiers  have  died,  and  many  more  have  suffered 
unnecessarily  for  want  of  medicines  in  the  north- 
west region,  where  fighting  has  been  constant  since 
Japan  started  her  invasion  in  1937.  The  death  last 
December  of  Dr.  Kotnis,  a young  doctor  from 
India,  director  of  the  International  Peace  Hospital 
in  Wutaishan,  is  said  to  have  resulted  from  in- 
adequate medical  treatment  due  to  drug  short- 
age. 

His  predecessor,  the  Canadian,  Dr.  Norman  Be- 
thune,  founder  of  the  International  Peace  Hos- 
pitals, died  in  1939  as  a result  of  lack  of  drugs  needed 
to  treat  an  infection. 

A drug  factory  and  serum  institute,  aided  by 
funds  sent  by  China  Aid  Council  of  United  China 
Relief,  are  now  producing  medicines  made  from 
local  herbs  and  indigenous  materials.  Mme.  Sun 
also  writes  that  the  low  grade  vaseline  obtained 
from  local  oil  fields  is  being  improved  upon  by 
Chinese  research  chemists  working  in  the  drug 
factory. — Connecticut  State  M.  J. 


CHEMICAL  TESTS  GANGRENE 

Lives  threatened  by  gas  gangrene  infection  in 
war  wounds  may  be  saved  if  a new  chemical  test 
proves  as  successful  in  the  hands  of  military  surgeons 
as  it  has  in  laboratory  experiments. 

The  test  depends  on  detecting  in  fluid  excluded 
from  the  wound  the  presence  of  enzymes  or  ferments 
produced  by  the  germs  that  cause  gas  gangrene. 

The  test  was  developed  by  Dr.  D.  McLean  and 
Dr.  H.  J.  Rogers,  of  England’s  Lister  Institute  of 
Preventive  Medicine,  and  Dr.  B.  W.  Williams,  of 
St.  Thomas’s  Hospital,  London. 

Gas  gangrene  develops  so  quickly  that  death  may 
follow  within  a few  hours  and  even  experienced 
surgeons  may  have  difficulty  in  making  the  diagnosis 
in  time  for  effective  treatment.  Nor  is  the  bacteri- 
ologist able  to  give  him  much  help. 

The  new  chemical  test  gives  results  within  an 
hour  and  is  simple  to  perform.  By  using  an 


ordinary  white-blood-cell-counting  pipette  with  a 
few  simple  precautions  it  can,  the  scientists  state, 
be  carried  out  under  field  conditions. 

So  far  it  has  been  used  only  in  laboratory  ex- 
periments so  that  its  practical  value  is  not  yet 
known.  The  scientists  who  developed  it  have 
published  their  results  quickly  so  that  it  can  be 
given  an  early  trial  in  actual  practice. 

Of  the  enzymes  produced  by  the  gas  gangrene 
germs,  one,  called  hyaluronidase,  is  also  produced 
by  certain  other  germs.  The  scientists  apparently 
believe,  however,  that  it  would  be  more  practical 
to  test  for  this  enzyme  as  a diagnostic  measure  than 
for  lecithinase,  the  presence  of  which  would  give  a 
more  specific  diagnosis  but  which  is  likely  to  be 
present  in  only  very  small  amounts  at  a time  when 
detection  of  it  would  help  the  diagnosis. — Science 
News  Letter 


BILATERAL  BLINDNESS  DUE  TO  LESIONS  IN  BOTH  OCCIPITAL 
LOBES 

Report  of  Six  Cases,  Four  with  Necropsy 

Henry  Alsop  Riley,  M.D.,  New  York  City,*  Joseph  C.  Yaskin,  M.D.,  M.  E.  Riggs,  M.D., 
and  A.  S.  Torney,  M.D.,  Philadelphia 


THE  localization  of  cerebral  lesions  is  usually 
relatively  easy  if  evident  disturbances  of 
unilateral  cerebral  functions  can  be  demon- 
strated. This  is  true  not  only  for  destructive 
but  also  for  irritative  lesions.  If  a group  of 
symptoms  that  are  dependent  upon  a single 
pathologic  focus  is  present,  the  diagnosis  can 
usually  be  made  by  a careful  consideration  of 
the  train  of  symptoms  and  a proper  evaluation  of 
the  evidence  elicited  by  a thorough  examination 
of  the  patient,  amplified  by  adequate  laboratory 
procedures.  Multiple  foci  of  involvement,  either 
inflammatory,  vascular,  degenerative,  or  neo- 
plastic in  character,  greatly  increase  the  diffi- 
culty in  localization.  Since  it  is  more  common  to 
find  single  rather  than  multiple  lesions,  the 
tendency  is  to  try  constantly  to  explain  the 
symptomatic  evidence  on  the  basis  of  a single 
lesion  and  only  the  presence  of  irreconcilable 
facts  will  justify  the  conclusion  that  multiple 
foci  are  producing  the  various  indications  of  dis- 
turbed cerebral  function.  It  is  usually  much 
more  difficult  to  explain  a number  of  symptoms 
on  the  basis  of  a single  lesion;  making  the 
diagnosis  of  multiple  lesions  exposes  the  physi- 
cian to  the  charge  of  diagnostic  laziness.  As  a 
result,  the  diagnostician  endeavors  to  unravel 
the  symptomatic  picture  on  the  basis  of  a single 
lesion,  ascribing  evidences  incompatible  with 
the  presence  of  a single  lesion  to  diaschisis,  dis- 
placement, or  distortion.  Only  when  one  is 
driven  to  the  conclusion  that  the  underlying 
pathologic  cause  is  capable  of  producing  symp- 
toms indicative  of  multiple  involvement  is  the 
guess  hazarded  that  a multiple  cause  is  respon- 
sible for  nonconcordant  evidence.  Inflamma- 
tory and  metastatic  pathologic  processes  often 
produce  the  picture  of  widespread  multiple  in- 
volvements. A single  progressively  expanding 
lesion  arising  in  or  near  the  midline  frequently 
results  in  symptoms  indicative  of  bilateral  in- 
volvement of  adjacent  structures.  The  march 
of  events  clearly  indicates  the  successive  in- 
volvement of  one  function  after  another  and  the 
general  symptoms  often  make  perfectly  clear  the 
character  of  the  pathologic  process.  Vascular 
accidents  that  occur  serially  frequently  result  in 
multiple  lesions,  but  it  is  difficult  to  remember 
that  symmetric  simultaneous  involvement  of 


bilateral  structures  may  be  due  to  vascular  dis- 
ease. 

Disturbances  of  vision  are  frequently  of  great 
value  in  the  differential  diagnosis  of  cerebral 
lesions.  Characteristic  types  of  visual  loss  are 
often  of  great  assistance  in  making  a localizing 
diagnosis.  The  pathway  of  the  visual  fibers 
from  the  retina  to  the  calcarine  cortex  is  defi- 
nitely established,  and  only  minutiae  in  regard 
to  the  course  of  the  fibers  are  still  under  dis- 
cussion. A knowledge  of  the  anatomic  relations 
of  the  various  parts  of  the  visual  pathway  is  ab- 
solutely essential  in  the  determination  of  the 
location  of  any  lesion  that  interferes  with  the 
visual  function. 

Satisfactory  vision  depends  upon  the  main- 
tenance in  a reasonably  normal  condition  of  the 
structures  subserving  the  visual  function.  This 
includes  the  cornea,  lens,  media,  retina,  choroid, 
and  the  vessels  of  the  retina  before  one  even  be- 
gins to  consider  the  neural  pathways  and  their 
complicated  course.  The  transmissive  and  re- 
ceptive apparatus  must  be  in  satisfactory  func- 
tioning condition  before  one  can  even  consider 
the  neural  constituents  of  the  visual  pathway  in 
coming  to  any  conclusion  concerning  the  locus  of 
factors  that  interfere  with  vision.  Disturbances 
in  the  cornea,  the  various  media,  and  the  retina 
are  frequent  causes  for  bilateral  diminution  or 
loss  of  vision.  The  diagnosis  of  such  conditions 
depends  upon  careful  ophthalmoscopic  examina- 
tion. As  soon  as  one  passes  beyond  the  parts  of 
the  visual  apparatus  which  can  be  seen  and  ob- 
jectively examined,  one  is  in  the  realm  of  deduc- 
tion and  theoretic  differentiation.  It  is  under 
these  circumstances  that  a knowledge  of  the 
rather  intricate  course  of  the  visual  pathway  is 
indispensable  to  correct  neurologic  diagnosis. 

Each  eye  presents  a field  of  vision  divisible  into 
a number  of  parts — the  temporal,  nasal,  upper, 
and  lower  fields  of  vision  and  macular  vision. 
The  mechanics  of  the  media  cause  the  portions 
of  the  retina  corresponding  to  the  various  sub- 
divisions of  the  visual  field  to  be  reversed.  The 
upper  and  lower  visual  fields  are  served  by  the 
inferior  and  superior  portions  of  the  retina, 
respectively,  while  the  temporal  and  nasal 
visual  fields  are  served  by  the  nasal  and  tem- 
poral portions  of  the  retina,  respectively.  The 
macular  field  is  the  region  of  most  acute  visual 
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function  and  is  represented  in  both  occipital 
lobes.  In  the  optic  nerve  are  combined  all  the 
fibers  of  vision  from  the  entire  retina  of  each  eye 
alone,  the  fibers  from  the  various  upper,  lower, 
temporal,  and  nasal  regions  of  the  retina  re- 
taining their  position  in  correspondence  to  the 
point  of  origin  of  the  various  fibers,  central 
vision  remaining  centrally  located  in  the  optic 
nerve.  At  the  optic  chiasm,  the  visual  fibers 
undergo  a process  of  rearrangement;  the  nasal 
retinal  fibers  serving  temporal  vision  undergo  a 
decussation  and  become  crossed  in  the  median 
portion  of  the  chiasm,  whereas  the  fibers  from  the 
temporal  retinal  cells  serving  nasal  vision  pro- 
ceed caudally  without  changing  sides.  In  the 
optic  nerve  and  chiasm,  the  fibers  from  the 
upper  retinal  region  remain  dorsally  located, 
whereas  the  lower  retinal  elements  remain  ven- 
tral. The  macular  fibers  consist  of  both  crossed 
and  uncrossed  elements.  Behind  the  chiasm, 
the  fibers  become  reassorted  so  that  now  each 
optic  tract  consists  of  fibers  from  each  eye;  in 
each  tract  the  homolateral  temporal  retinal  ele- 
ments are  joined  by  elements  arising  from  the 
contralateral  nasal  retinal  regions,  with  macular 
elements  from  both  sides.  This  rearrangement 
results  in  a visual  function  of  gaze  to  either  one 
side  or  the  other,  contributed  to  by  both  eyes 
cooperating  with  each  other,  the  left  eye  looking 
to  the  right  by  means  of  its  temporal  retinal  ele- 
ments, the  right  eye  to  the  right  through  its 
nasal  retinal  elements  and  vice  versa.  The 
upper  and  lower  half  quadrants  of  nasal  and 
temporal  vision  retain  in  the  optic  tract  the 
upper  and  lower  position  which  they  occupied 
in  the  optic  nerve  and  chiasm  corresponding  to 
their  derivation  from  the  upper  and  lower  homo- 
lateral and  contralateral  portions  of  the  retinae. 
The  optic  tract  also  contains  coarse  fibers  which 
arise  from  all  parts  of  the  retina  and  are  con- 
cerned with  the  transmission  of  stimuli  occasioned 
by  the  relative  amount  of  illumination.  The 
optic  tract  terminates  principally  in  the  lateral 
geniculate  body  of  the  homolateral  meta thalamus. 
At  this  point  a separation  of  light  from  sight 
fibers  takes  place,  the  light  fibers  passing  to  the 
superior  colliculus  and  thence  to  the  homolateral 
oculomotor  nucleus  and  the  contralateral  colli- 
culus and  oculomotor  nucleus  for  the  purpose  of 
completing  the  reflex  arcs  that  are  responsible 
for  the  direct  and  consensual  pupillary  reflexes. 
Caudal  to  the  lateral  geniculate  body  the  visual 
radiation  carries  the  visual  stimuli  to  the  cal- 
carine cortex,  which  forms  the  lips  of  the  cal- 
carine fissure.  The  ventral  lip  of  the  calcarine 
fissure  is  continued  cephalically  as  the  cortex  of 
the  lower  margin  of  the  anterior  calcarine  fissure 
to  its  termination  on  the  hippocampal  gyrus. 
The  arrangement  of  the  fibers  in  the  visual  or 


calcarine  radiation  remains  much  the  same  as 
that  which  exists  in  the  optic  tract,  the  fibers 
derived  from  the  upper  quadrant  of  the  homo- 
lateral temporal  retinal  area  and  the  upper  quad- 
rant of  the  contralateral  nasal  retinal  area  ending 
in  the  upper  lip  of  the  calcarine  fissure  and  vice 
versa.  Outside  of  this  arrival  platform  level  in 
the  calcarine  area  are  secondary  and  tertiary 
areas  which  are  concerned  with  the  associational 
activities  of  the  visual  cortex  and  carry  on  first 
the  perceptual  functions  of  the  visual  cortex  with 
the  recognition  of  objects  as  such  and  the  still 
higher  associational  values  of  nominal  apprecia- 
tion and  fusion  with  other  cortical  associational 
functions. 

Lesions  affecting  the  visual  apparatus  produce 
interferences  with  vision  in  accordance  with  the 
anatomic  location  of  the  lesion  and  the  pattern  of 
the  visual  pathways  at  the  actual  point  of  in- 
volvement. The  resulting  loss  of  vision  also 
depends  upon  the  completeness  of  the  involve- 
ment of  the  structures  that  are  affected.  Dis- 
turbances of  any  subdivision  of  the  visual  func- 
tion may  be  complete  or  incomplete,  but  any  such 
subtotal  disturbance  will  still  present  the  ana- 
tomic characteristics  dependent  upon  the  actual 
anatomic  relations  belonging  to  the  particular 
part  of  the  apparatus  involved. 

Without  going  into  the  ultimate  minutiae  of 
anatomic  subdivisions,  lesions  of  the  lens,  media, 
or  coats  of  the  eyeball  and  of  each  optic  nerve 
produce  disturbances  in  the  total  vision  of  each 
eye.  In  the  chiasm,  lesions  of  the  central  part 
of  the  chiasm  produce  a loss  of  vision  to  each 
temporal  side  since  the  crossing  fibers  from  each 
nasal  retinal  region,  serving  vision  to  each  side, 
are  involved,  which  results  in  the  so-called  bi- 
temporal hemianopsia.  A lesion  of  one  side  of 
the  chiasm  such  as  might  result  from  the  pressure 
of  an  aneurysm  of  the  internal  carotid  artery, 
will  produce  a loss  of  nasal  vision  in  the  affected 
eye  (Fig.  1).  If  the  lateral  chiasmal  lesion  is 
bilateral,  a binasal  hemianopsia  will  result.  A 
lesion  that  involves  the  optic  tract  between  the 
chiasm  and  the  lateral  geniculate  body  will  re- 
sult in  a homonymous  hemianopsia,  affecting 
vision  either  to  the  left  or  right  and  producing 
half-eyed  blindness  in  each  eye.  If  the  lesion  is 
in  the  right  tract,  the  result  will  be  a left  homony- 
mous hemianopsia,  affecting  the  homolateral 
temporal  retina  and  producing  nasal  field  blind- 
ness while  the  contralateral  nasal  retina  produces 
a temporal  field  blindness,  thus  destroying  all 
vision  to  the  left  and  vice  versa.  The  pupillary 
reflex  arising  from  illumination  of  the  blind  halves 
of  the  retina  will  also  be  lost.  If  the  lesion  affects 
the  visual  radiation  behind  the  lateral  geniculate 
body,  involving  the  radiation  or  the  calcarine 
area,  the  result  will  be  almost  the  same,  produc- 
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mg  a homonymous  hemianopsia  to  the  opposite 
side,  but  the  light  reflex  from  the  blind  field  will 
be  retained  since  these  light  fibers  have  been 
diverted  from  the  optic  pathway  to  the  superior 
colliculus  in  front  of  the  location  of  the  lesion 
and,  therefore,  are  not  involved  by  the  lesion. 
Lesions  limited  to  the  upper  or  lower  portion  of 
the  chiasm,  tract,  geniculate  body,  visual  radia- 
tion, and  calcarine  cortex  uniformly  present 
disturbances  in  the  upper  or  lower  portion  of 
the  associated  nasal  and  temporal  fields  of  the 
two  eyes.  Lesions  in  the  associational  cortex 
produce  the  various  visual  agnosias,  the  results 
of  the  destruction  of  the  association,  correlation, 
and  memory  functions  of  the  cortex.  The  indi- 
vidual may  still  be  able  to  see  objects,  but  he  no 
longer  recognizes  the  character  and  significance 
of  visual  representations. 

Bilateral  blindness  under  usual  conditions  is 
the  result  of  bilateral  lesions  of  the  mediae, 
retina,  or  optic  nerves  of  the  two  eyes.  Neuro- 
logic causes  for  bilateral  blindness  are  bilateral 
severe  retinitis,  papilledema,  optic  neuritis,  or 
bilateral  optic  nerve  atrophy,  the  result  of  toxic 
or  infectious  processes,  bilateral  pressure  of 
sphenoidal  ridge  neoplasms  on,  or  traumatic 
separation  of,  the  two  optic  nerves  or  the  entire 
chiasm,  the  result  of  fracture  through  the  floor  of 
the  cephalic  portion  of  the  middle  fossa  of  the 
skull,  or  penetrating  wounds. 

In  the  region  between  the  caudolateral  angles 
of  the  chiasm  and  the  calcarine  areas  it  is  almost 
impossible  to  produce  bilateral  blindness  be- 
cause of  the  fact  that  the  two  optic  tracts  and 
radiations  are  widely  separated  from  one  an- 
other. The  two  visual  radiations,  however, 
gradually  approach  each  other  as  they  proceed 
caudally.  and  finally  in  the  calcarine  region  they 
are  only  about  5 mm.  apart,  separated  from  each 
other  by  the  falx  just  before  its  incorporation  into 
the  tentorium. 

The  two  calcarine  areas  are  almost  in  contact 
with  each  other  and  are  thus  vulnerable  to  mid- 
line lesions  that  occur  in  that  part  of  the  falx, 
such  as  a meningioma.  A tumor  arising  in  one 
calcarine  area  may  expand  across  the  midline 
and  progressively  involve  the  other  calcarine  area 
until  the  function  of  each  visual  area  is  de- 
stroyed. 

Bilateral  blindness  from  crushing  injuries  of 
the  occipital  regions  of  the  skull  and  from  pene- 
trating wounds  of  the  skull  occurs  with  consider- 
able frequency  both  in  civilian  accidents  and 
under  conditions  of  warfare.  The  condition 
under  these  circumstances  is  readily  recognized, 
and  the  diagnosis  can  be  made  without  any 
difficulty.  Blindness  from  progressive  subcorti- 
cal encephalopathy  with  demyelinization  (Schild- 
er’s  disease)  and  from  extremely  severe  wide- 


Fig.  1.  Diagram  of  the  visual  pathway  show- 
ing the  location  of  lesions  which  result  in  disturbances 
of  vision. 


spread  cortical  or  subcortical  intoxication  (carbon 
monoxide  poisoning)  is  not  infrequently  en- 
countered, but  the  circumstances  attending  the 
onset  and  the  associated  phenomena  usually 
render  the  diagnosis  reasonably  easy. 

Finally,  vascular  conditions  may  result  in  bi- 
lateral involvement  of  the  occipital  areas.  The 
major  blood  supply  of  the  occipital  lobes,  es- 
pecially the  calcarine  areas,  is  provided  by  each 
posterior  cerebral  artery.  Occasionally  the  an- 
terior cerebral  artery  may  extend  far  enough 
caudally  in  the  interhemispheric  fissure  to  con- 
tribute to  the  blood  supply  of  the  calcarine  areas 
and  rather  more  frequently  some  blood  supply 
for  this  area  may  be  derived  from  the  terminal 
cortical  branches  of  the  middle  cerebral  artery, 
but  the  posterior  cerebral  arteries  produced  by 
the  bifurcation  of  the  basilar  artery  are  the 
main  source  for  the  blood  supply  of  the  visual 
cortices. 

Certain  arteriosclerotic  processes  seem  to  pre- 
sent a predilection  to  involve  the  vertebral,  basi- 
lar, and  posterior  cerebral  group  of  vessels  and 
when  this  process  results  in  a serious  interference 
with  the  transmission  of  blood,  bilateral  softening 
of  the  occipital  lobes  may  result  in  total  blindness. 

Von  Monakow1  in  1914  reported  20  cases  of  total 
blindness  due  to  bilateral  occipital  lobe  lesions, 
either  from  vascular  or  infiltrating  processes.  In 
many  of  these  cases  the  disturbance  first  appeared 
as  a hemiopic  defect,  followed  by  complete 
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blindness  as  a result  of  involvement  of  the  re- 
maining hemiopic  field  by  the  pathologic  process. 
Bramwell2  and  his  coauthors  in  1915  reported  a 
case  of  blindness  from  bilateral  lesions  of  the 
occipital  lobes  with  retention  of  macular  vision 
as  distinct  from  panoramic  vision.  Mella3  in 
1922  reported  a case  of  thrombotic  cortical 
amaurosis,  the  result  of  the  action  of  wood  alco- 
hol. Marquis4  in  1932  in  reviewing  the  litera- 
ture reported  9 patients  completely  and  perma- 
nently blind,  6 of  these  cases  being  caused  by 
vascular  lesions  and  three  being  the  result  of 
trauma.  Two  cases  were  reported  by  Hemphill5 
in  1941  as  results  of  occlusion  of  the  basilar  artery. 

The  relative  infrequency  of  bilateral  blindness 
due  to  vascular  or  neoplastic  lesions  in  both 
occipital  lobes  prompted  the  authors  to  report 
these  6 cases — 4 with  necropsy  evidence,  one 
with  preservation  of  central  vision,  and  one  show- 
ing how  the  preliminary  phase  of  a situation 
might  have  eventuated  in  total  blindness,  had  it 
continued  its  logical  course. 

Case  Reports 

Case  1. — Summary:  A 64-year-old  woman  de- 
veloped, following  the  death  of  her  husband,  a 
variety  of  complaints  which  were  regarded  as  neu- 
rotic. In  the  course  of  nine  weeks  she  gradually 
developed  complete  blindness,  first  in  the  left  eye 
and  then  in  the  right  eye.  A study  of  the  fundi  dis- 
closed no  cause  for  the  blindness.  In  the  course  of 
a few  weeks  she  developed  a right  facial  palsy,  py- 
ramidal tract  signs,  some  increase  in  intraspinal 
pressure,  a metastatic  nodule  in  the  neck,  and  x-ray 
evidence  of  carcinoma  of  the  stomach. 

History:  S.  B.,  aged  64,  with  an  irrelevant  family 
history,  a surgical  menopause  at  the  age  of  23, 
widowed  in  1937,  was  first  examined  on  June  7,  1939, 
and  gave  the  following  historical  data:  She  stated 
that  she  took  the  death  of  her  husband  seriously  but 
got  along  fairly  well  until  about  one  year  before, 
when  she  developed  marked  vertigo,  fatigue,  anor- 
exia, a coated  tongue,  drowsiness,  and  loss  of  about 
10  pounds  in  weight.  This  condition  continued  from 
May  until  September,  1938,  when  she  improved  and 
regained  the  10  pounds  that  she  had  lost.  About 
six  weeks  before  the  examination  she  began  to  lose 
sight  in  the  left  eye.  This,  she  insisted,  was  gradual. 
Accompanying  this  symptom  were  loss  of  appetite, 
bitter  taste  in  the  mouth,  fatigability,  a feeling  of 
fullness  in  her  feet,  pain  in  the  right  leg,  and  some 
difficulty  in  sleeping.  She  stated  that  in  the  course 
of  from  three  to  four  weeks  she  lost  the  sight  in  her 
left  eye  and  about  two  weeks  before  began  to  lose 
the  sight  in  her  right  eye.  About  two  weeks  before 
she  had  an  attack  of  dizziness  and  again  another 
severe  attack  two  days  before.  She  stated  that  she 
experienced  minor  attacks  of  dizziness  off  and  on. 
Her  chief  difficulties  are  failure  in  vision  of  both  eyes, 
anorexia,  vertigo,  fatigability,  and  a general  feeling 
of  ill-being. 

Examination:  Weight:  1001/*  pounds;  pulse:  72; 


blood  pressure:  160/70.  The  examination  of  the 
skin  and  lymphatic  system  was  negative.  All  the 
teeth  had  been  removed.  The  tongue  was  clean, 
moist,  and  did  not  show  any  atrophy.  The  thyroid 
gland  was  not  enlarged.  The  heart  was  moderately 
enlarged,  and  there  were  no  murmurs.  The  liver 
and  spleen  were  not  palpable. 

Mentalty,  the  patient  showed  no  gross  deviations 
in  the  intellectual  sphere.  Her  memory,  orienta- 
tion, and  general  grasp  of  knowledge  were  all  quite 
within  normal  limits.  She  continued  to  repeat  her- 
self regarding  her  difficulties — the  fact  that  every 
part  of  her  body  was  dying,  that  she  did  not  eat  for 
days  at  a time,  etc.  The  complaints  were  unac- 
companied by  any  corresponding  degree  of  anxiety. 
She  dwelt  at  length  on  the  qualities  of  her  husband 
and  on  the  fact  that  she  had  had  a very  definite 
social  position,  which  she  lost  at  his  death. 

Hospital  observations:  The  patient  was  first 
admitted  to  the  Graduate  Hospital  in  May,  1939, 
when  a diagnosis  of  retinal  angiosclerosis  was  made 
and  the  absence  of  free  hydrochloric  acid  was  found 
in  the  gastric  analysis.  She  was  readmitted  to  the 
Graduate  Hospital  on  June  21,  1939,  and  discharged 
on  August  5,  1939.  Her  temperature  was  normal, 
but  her  pulse  during  the  first  two  weeks  of  hospitali- 
zation was  60  per  minute  and  less. 

She  was  examined  by  four  ophthalmologists  who 
failed  to  find  any  cause  for  her  blindness,  which  was 
complete.  The  pupils  were  somewhat  dilated  and 
responded  poorly  to  fight.  There  were  bilateral 
nuclear  cataracts. 

Urinalysis,  blood  count,  blood  Wassermann,  blood 
sugar,  and  blood  urea  nitrogen  values  were  normal. 
The  spinal  fluid  pressure  was  200  mm.  of  water,  and 
a detailed  examination  of  the  spinal  fluid  was  nega- 
tive. X-ray  study  of  the  skull  was  negative.  The 
x-ray  of  the  chest  on  June  24,  1939,  revealed  a mod- 
erately sclerotic  and  dilated  aorta  with  increased 
truncal  markings  associated  with  pleural  thickening 
in  the  right  lung  field.  In  addition  there  was  a nodu- 
lar opacity  in  the  right  upper  lung.  A re-examina- 
tion of  the  chest  on  July  21,  1939,  showed  no  altera- 
tions from  those  previously  noted  and  the  lung 
changes  were  regarded  as  inflammatory  and  not 
metastatic.  X-ray  examination  of  the  long  bones 
showed  no  evidence  of  metastases.  The  Barany  ex- 
amination suggested  the  presence  of  a midfine  supra- 
tentorial lesion. 

The  patient  continued  to  complain  of  anorexia, 
general  weakness,  and  pain  in  various  parts  of  her 
body.  On  July  20,  1939,  there  were  observed  a small, 
hard,  partially  movable  nodule  in  the  right  supra- 
clavicular region,  a definite  right  central  facial  palsy, 
and  a right-sided  Babinski  sign.  Biopsy  of  this 
nodule  disclosed  a scirrhus  carcinoma.  The  x-ray  of 
the  stomach  revealed  a filling  defect  and  an  ir- 
regularity in  the  cardiac  portion  of  the  stomach,  neo- 
plastic in  nature. 

The  patient  died  at  home  several  weeks  after 
discharge  from  the  hospital,  and  no  necropsy  was  ob- 
tained. 

Comment:  It  is  reasonable  to  assume  that  this 
patient  had  bilateral  occipital  lobe  metastatic  carci- 
noma. This  diagnosis  is  supported  by  the  gradual 
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onset  of  the  symptoms  and  the  completeness  of  the 
blindness,  contrasting  with  the  relatively  mild 
pyramidal  tract  involvement.  The  personality 
makeup  of  the  individual  and  the  psychoneurotic 
reaction  masked  the  slowly  developing  neoplasms, 
the  more  so  because  the  evidences  of  increased  intra- 
cranial pressure,  especially  headache,  were  slight. 

Case  2. — Summary : A 49-year-old  white  man  was 
admitted  several  times  to  the  Philadelphia  General 
Hospital,  the  last  two  admissions  being  for  a pro- 
gressive type  of  neurologic  disorder,  apparently  not 
limited  to  one  part  of  the  brain,  so  that  a diagnosis  of 
multiple  cerebral  vascular  lesions  was  made.  Dur- 
ing his  last  admission  it  was  noted  that  the  patient 
had  only  central  vision  intact.  He  died  suddenly. 
The  necropsy  revealed  a softening  in  both  occipital 
lobes  in  the  course  of  the  posterior  cerebral  arteries. 
The  tips  of  both  occipital  lobes  were  intact. 

History:  W.  G.  (26-155),  a 49-year-old  white 
man,  had  three  hospitalizations  at  the  Philadelphia 
General  Hospital  in  1920,  1925,  and  1926.  His 
history  stated  that  in  August,  1918,  he  had  had  di- 
plopia which  disappeared.  In  August,  1920,  he  had 
been  “tongue-tied”  for  three  weeks,  but  this,  too 
had  cleared  up.  He  was  admitted  to  the  Philadel- 
phia General  Hospital  in  September,  1920,  com- 
plaining of  severe  pain  in  his  right  hip  radiating  down 
his  right  leg  to  his  toes.  The  pain  was  worse  at 
night.  At  this  time  it  was  noted  that  his  intelligence 
was  markedly  impaired;  there  was  a slight  dysar- 
thria, impaired  vision  in  the  temporal  field  of  the 
right  eye  and  the  nasal  field  of  the  left  eye,  loss  of 
upward  rotation  of  his  eyes,  and  loss  of  convergence 
of  the  right  eye.  All  the  tendon  reflexes  were  over- 
active  with  bilateral  patellar  clonus  and  a question- 
ably positive  bilateral  Babinski  sign.  The  tongue 
protruded  to  the  right,  and  sensation  was  diminished 
on  the  posterior  one-third  of  the  tongue.  There  was 
an  anesthesia  of  the  uvula  and  left  half  of  the  palate. 
He  had  an  ataxic  tremor  of  the  right  hand  and  a 
positive  Romberg  sign.  The  spinal  fluid  revealed 
4 cells  and  a negative  Wassermann  reaction.  The 
patient  remained  at  the  hospital  four  years  before 
he  was  discharged.  He  was  readmitted  on  the 
service  of  Dr.  J.  W.  McConnell  on  December  21, 
1925.  Unfortunately,  the  part  of  the  history  deal- 
ing with  the  interval  between  his  discharge  from  the 
hospital  and  his  readmission  in  December,  1925,  and 
the  complaints  of  the  patient  on  readmission  in 
December,  1926,  could  not  be  obtained. 

Examination:  Study  of  the  patient  revealed  a 
poorly  nourished  white  man,  with  evidence  of 
pneumonia  at  the  base  of  the  right  lung.  He  also 
had  evidence  of  myocardial  change  as  shown  by 
heart  sounds  of  poor  quality  and  roughening  of  the 
first  sound  at  the  apex.  His  gait  was  uncertain, 
spastic,  with  some  shuffling,  and  there  was  a positive 
Romberg  sign.  There  was  no  ataxia.  There  was 
some  exophthalmus  of  the  left  eye;  the  pupils  were 
irregular  and  eccentric,  reacting  very  slightly  to 
light  and  sluggishly  upon  accommodation.  There 
was  blindness  in  both  temporal  visual  fields,  and  the 
patient  could  not  see  objects  more  than  a few  feet 
in  front  of  him.  Although  all  the  ocular  movements 
were  retained,  convergence  was  not  well  done.  His 


speech  was  slow,  jerky,  and  monotonous.  All  the 
tendon  reflexes  were  increased.  There  was  no  dis- 
turbance of  sensation. 

Ophthalmologic  examination  by  Dr.  Percy  De 
Long:  Eye  rotations  full,  no  paralysis;  pupils  ir- 
regular and  unequal  reacting  to  light  and  upon  ac- 
commodation; disks  well  defined  and  healthy;  blood 
vessels  normal  for  age;  no  hemorrhages  or  exudates. 
Perimetric  examination  showed  the  fields  of  both 
eyes  to  be  contracted,  with  only  central  vision  in- 
tact. 

The  Bdrdny  tests  were  reported  by  Dr.  Hunter 
to  be  normal. 

Laboratory  studies:  March  29,  1925 — red  blood 
cells,  4,288,000;  white  blood  cells,  15,800;  March 
16,  1926 — red  blood  cells,  3,430,000;  white  blood 
cells,  9,300.  A blood  Wassermann  reaction  was 
negative.  The  blood  urea  nitrogen  was  27  mm.  per 
cent;  the  blood  sugar  was  11  mm.  per  cent.  A spinal 
fluid  examination  revealed  no  cells  and  a negative 
Wassermann  reaction. 

An  x-ray  of  the  patient’s  chest  showed  fibrosis 
in  the  upper  lobe  of  the  right  lung  and  discrete 
shadows  in  the  left  apex,  indicating  pulmonary 
tuberculosis.  An  x-ray  of  his  skull  revealed  a nor- 
mal sella  turcica. 

Course  in  hospital:  The  patient  slowly  lost 
ground  and  frequently  refused  to  eat.  During  his 
hospital  stay  he  developed  signs  of  cavitation  in 
both  apices.  Two  weeks  prior  to  his  death,  a 
drooping  of  the  right  side  of  the  face  and  narrowing 
of  the  right  palpebral  fissure  were  noted;  voluntary 
facial  movements  were  decreased  on  the  right  side; 
deviation  of  the  tongue  to  the  right  took  place  on 
protrusion;  there  was  decreased  power  in  the  right 
extremities;  and  the  reflexes  in  the  right  extremities 
were  increased.  There  was  a dysphasia,  which 
seemed  to  be  due  to  a dysarthria,  and  marked 
mental  deterioration,  especially  for  past  events, 
developed.  The  patient  died  suddenly  one  day  on 
getting  out  of  bed. 

Necropsy  report:  The  brain  was  normal  in  size. 
The  basilar  vessels  were  fibrotic.  On  the  inferior 
surface  of  the  right  occipital  lobe  there  was  a scar 
of  an  old  vascular  lesion.  This  involved  the  mesial 
third  of  the  inferior  surface  and  approximately  the 
posterior  half  of  the  inferior  mesial  surface.  The 
occipital  pole  appeared  to  be  spared.  On  section 
the  lesion  extended  to  the  ependymal  wall  of  the 
occipital  horn  of  the  right  hemisphere  and  became 
progressively  less  extensive  above  the  roof  of  the 
occipital  horn.  The  lesion  involved  the  subcortical 
white  matter  to  a greater  extent  through  the  over- 
lying  cortex.  There  was  a similar  lesion  on  the 
left  side.  Here,  there  was  only  a small  area  of 
cortical  involvement  on  the  inferior  surface.  The 
calcarine  cortex  appeared  atrophic  but  not  grossly 
degenerated.  However,  on  section,  the  subcortical 
involvement  on  the  inferior  mesial  surface  was  prac- 
tically identical  with  that  on  the  right  hemisphere. 
Bilateral  cortical  lesions  in  the  distribution  of  the 
superior  cerebellar  artery  were  noted  in  the  cerebellar 
hemispheres. 

Comment:  This  patient  had  preservation  of  cen- 
tral vision  and  anatomically  a sparing  of  the  occipi- 
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tal  poles.  This  case  is  of  particular  value  in  that  it 
demonstrates  that  the  posterior  cerebral  arteries 
are  not  the  sole  source  of  blood  supply  of  the  oc- 
cipital poles. 

Case  3. — Summary:  A 51-year-old  colored  man 
gradually  lost  his  vision  in  1940.  Three  days  prior 
to  admission  to  the  Philadelphia  General  Hospital 
he  developed  a left  hemiplegia  (February  16,  1942) 
accompanied  by  marked  mental  confusion.  He 
never  regained  consciousness  and  died  on  the  sixth 
day  after  hospitalization.  A necropsy  revealed  bi- 
lateral old  vascular  lesions  in  the  terminal  distribu- 
tion of  the  posterior  cerebral  and  left  superior 
cerebellar  arteries. 

History:  C.  S.,  a 51-year-old  colored  man  was 
admitted  to  the  Philadelphia  General  Hospital 
(Service  of  J.  C.  Y.)  on  February  19,  1942.  Because 
of  clouding  of  consciousness,  it  was  difficult  to  ob- 
tain an  accurate  history  from  the  patient.  A note 
from  the  referring  physician,  Dr.  J.  W.  Roberts, 
stated  that  the  patient  developed  a left  hemiplegia  on 
February  16,  1942.  The  patient  stated  that  he  had 
been  blind  for  two  years.  This  was  confirmed  by  his 
wife,  who  stated  that  he  had  gradually  lost  his  vi- 
sion. Through  the  courtesy  of  Dr.  Spaeth,  we  are 
able  to  include  the  following  information  taken  from 
the  clinic  records: 

“First  seen  10/12/40,  complaining  of  poor  vision. 
A high  degree  of  arteriosclerotic  retinal  vascular 
pathology  was  found.  He  could  only  count  fingers. 
On  10/16/40  an  effort  at  refraction  resulted  in  no 
improvement  in  his  vision.  He  was  last  seen 
10/19/40  when  the  diagnosis  of  hypertensive  ar- 
teriosclerotic retinal  disease  was  confirmed.” 

Examination:  The  skin  and  mucous  membranes 
appeared  normal.  The  apex  beat  of  the  heart  was 
in  the  sixth  interspace  in  the  anterior  axillary  line. 
The  heart  was  enlarged  on  percussion.  There  was 
a soft  systolic  apical  murmur  with  accentuation  of 
the  second  mitral  sound.  The  blood  pressure  was 
190/150.  There  was  marked  peripheral  arterio- 
sclerosis. 

Neurologic  examination:  There  was  a left  flaccid 
hemiplegia  and  a left  hemihypesthesia.  The  patient 
was  restless,  thrashing  about  with  his  right  arm  and 
leg.  Because  of  lack  of  cooperation,  examination  of 
sensation  and  coordination  of  the  right  side  of  the 
body  could  not  be  carried  out.  The  ophthalmologic 
consultant,  Dr.  J.  B.  Rudolphy,  reported  as  follows: 
“The  patient’s  lateral  rotations  are  full.  I am  un- 
able to  elicit  upward  and  downward  movements 
because  of  lack  of  cooperation.  Both  lenses  show 
opacities,  the  left  more  than  the  right.  The  right 
disk  is  well  defined,  gives  no  evidence  of  neuritis  or 
choking,  is  of  good  color,  and  shows  no  evidence  of 
atrophy.  The  arteries  are  generally  reduced  in 
caliber  and  are  tortuous.  The  left  disk  is  well  de- 
fined, but  shows  decreased  capillarity  compared 
with  that  of  the  right. 

“Other  than  well  advanced  angiosclerosis,  there  is 
no  definite  pathology  of  the  fundi.” 

There  was  some  clouding  of  consciousness  and 
mild  confusion.  The  patient  seemed  to  have  some 
difficulty  in  speaking.  He  would  not  talk  above  a 
whisper. 


Laboratory  studies:  Urinalysis  revealed  a trace  of 
albumin  and  sugar  with  a negative  microscopic  ex- 
amination. The  blood  urea  nitrogen  was  27  mg.  per 
cent;  the  blood  sugar  was  96  mg.  per  cent.  The 
blood  Wassermann  and  Kline  reactions  were  re- 
ported as  being  negative. 

Course  in  hospital:  The  temperature,  pulse,  and 
respiration  remained  at  approximately  the  same 
level  throughout  the  patient’s  hospital  stay.  He 
complained  of  some  headache.  He  died  suddenly 
on  the  sixth  day  after  admission. 

Necropsy  report:  Aorta — advanced  atherosclero- 
sis. Heart — severe  left  ventricular  hypertrophy. 
Kidney — arterio-  and  arteriolar  sclerosis.  Brain — 
chronic  passive  congestion.  The  circle  of  Willis  pre- 
sented severe  occlusion  and  ulcerative  arteritis. 
There  was  a recent  anemic  softening  involving  the 
right  rolandic  area  and  the  postcentral  convolution. 
In  the  occipital  lobes  there  were  bilateral  sym- 
metric cortical  scars.  These  involved  the  mesial 
two-thirds  of  the  occipital  lobes  in  their  caudal  third. 
The  greater  portion  of  the  cunei  were  involved  on 
the  mesial  surface,  although  the  immediate  area 
around  the  calcarine  cortices  appeared  to  be  grossly 
uninvolved.  The  occipital  poles  were  preserved. 
The  cortex  in  the  involved  area  was  firm,  brownish, 
and  atrophic.  On  section,  the  lesion  appeared  to 
involve  only  the  cortex  and  subcortex;  however, 
the  white  matter  was  unusually  firm  and  rubbery. 
There  was  a similar  vascular  lesion  involving  the 
cortex  of  the  tentorial  surface  of  the  left  cerebellar 
hemisphere  in  the  distribution  of  the  superior  cere- 
bellar artery.  The  white  matter  of  both  occipital 
lobes  showed  an  overgrowth  of  fiber-forming 
astrocytes.  There  was  an  associated  loss  of  myelin 
tissue,  the  demyelinization  being  most  intense  in 
the  central  regions.  There  was  a relative  preserva- 
tion of  the  subcortical  fibers.  The  cortex  showed 
many  focal  lesions  of  varying  age  and  intensity. 
These  varied  from  ischemic  cellular  degeneration  of 
the  second  and  third  layers  to  complete  tissue  de- 
generation with  mobilization  of  gitter  cells.  In  some 
areas  the  cortical  layers  were  obliterated  by  astro- 
cytic proliferation.  There  were  perivascular  and 
subarachnoid  collections  of  lymphocytes  and  plasma 
cells.  The  arteries  supplying  the  occipital  area 
showed  atheroma  with  marked  narrowing  of  the 
lumen.  The  optic  nerve  (retrobulbar  portion) 
showed  slight,  patchy  demyelinization.  The  patho- 
logic changes  in  this  case  suggested  a progressive 
circulatory  insufficiency  rather  than  a sudden  com- 
plete occlusion  of  the  main  vessel.  The  round  cell 
infiltration  might  be  accounted  for  on  the  basis  of 
reaction  to  degeneration. 

Comment:  This  man  was  apparently  completely 
blind.  The  pathologic  changes  were  in  the  terminal 
branches  of  the  vessels  that  supply  the  occipital 
lobes.  Moreover,  the  severe  changes  in  the  circle 
of  Willis  seriously  interfered  with  the  blood  supply 
even  if  some  of  the  terminal  branches  had  remained 
intact.  Early  in  the  course  of  his  disease  the  visual 
impairment  was  ascribed  to  vascular  changes  in 
the  fundi. 

Case  4.. — Summary:  A 44-year-old  salesman  de- 
veloped recurrent  “blackouts”  apparently  on  the 
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basis  of  an  extensive  alcoholism.  Subsequent  to  his 
first  neurologic  examination  he  experienced  more 
severe  attacks  which  finally  resulted  in  complete 
blindness.  He  was  operated  upon  and  died. 

History:  W.  C.  B.  (647668),  aged  44,  a salesman, 
was  first  seen  on  January  15,  1942.  He  was  ad- 
mitted to  the  Neurological  Institute  on  January 
19,  1942,  and  died  on  January  30,  1942.  Com- 
plaints: (1)  “blackouts,”  and  (2)  poor  memory. 

About  1931,  while  under  the  strain  of  driving  an 
automobile  at  night  the  patient  became  dizzy.  He 
was  able  to  pull  his  car  to  the  side  of  the  road,  left 
the  car,  and  fell  to  the  ground.  He  vomited  and  felt 
badly  for  some  time,  but  no  further  recurrence  took 
place  until  the  onset  of  the  present  difficulty. 

The  presenting  symptoms  began  in  the  summer  of 
1941  without  previous  illness,  any  particular  strain, 
or  accident.  While  playing  bridge  he  suffered  a 
sudden  attack  of  divergence  and  rolling  of  his  eyes 
and  inability  to  talk.  He  kept  yawning  for  about 
half  an  hour.  When  he  began  to  talk,  he  mumbled. 
There  was  no  headache,  but  he  felt  very  drowsy  and 
sleepy.  He  recovered  completely  by  the  next  day. 

Two  weeks  after  the  attack  in  1941  he  had  an- 
other similar  episode,  and  following  this  second 
attack  these  occurrences  were  repeated  frequently. 
Two  or  three  weeks  might  go  by  without  an  attack 
or  he  might  have  two  or  three  mild  episodes  in  the 
same  day.  He  had  four  severe  attacks  consisting  of 
blurring  of  vision,  turning  of  objects  counterclock- 
wise, and  inability  to  talk.  During  these  periods, 
he  dropped  objects  from  his  hands.  The  attacks 
might  last  five  or  more  minutes,  after  which  hie  felt 
sleepy.  He  yawned  considerably,  but  there  were  no 
sequelae.  In  the  minor  spells  his  vision  became 
blurry,  and  he  had  some  dizziness.  He  usually  shut 
his  eyes,  and  after  about  five  minutes  the  attack 
passed  off.  There  seemed  to  be  no  particular 
periodicity,  regularity,  or  exciting  causes  for  the 
attacks,  and  they  did  not  seem  necessarily  to  be 
associated  with  undue  fatigue,  nor  did  they  present 
any  relation  to  his  meals.  However,  they  did  seem 
to  follow  emotional  disturbances. 

About  the  first  of  December,  1941,  he  had  an 
attack  which  his  wife  stated  lasted  for  about  thirty 
minutes,  in  which  he  staggered,  groped  as  if  he  were 
blind  and  intoxicated,  and  could  not  talk.  There 
was  no  disturbance  of  sphincteric  control  in  any  of 
the  attacks.  He  knew  what  was  going  on,  but  he 
could  not  talk.  He  was  inclined  to  be  rather  talka- 
tive after  the  attack.  His  memory,  on  which  he 
formerly  prided  himself,  had  become  quite  poor. 
He  had  to  apply  himself  to  business  matters,  and 
found  that  he  could  not  remember  the  names  of  his 
business  associates. 

For  many  years  he  had  been  a periodic  drinker. 
He  came  from  an  alcoholic  family.  His  alcoholic 
career  had  begun  when  he  was  14  or  15  years  old  and 
had  continued  as  periodic  alcoholic  excesses.  These 
bouts  had  been  separated  by  varying  periods  of 
time.  He  neglected  his  meals  when  he  was  drinking. 

Except  for  his  alcoholic  history,  and  the  fact 
that  his  mother  died  at  70  of  a cerebral  accident, 
there  was  nothing  important  in  his  past,  family,  or 
personal  history.  He  had  always  been  an  erratic 


eater,  eating  very  few  potatoes  or  green  vegetables. 
He  smoked  about  one  and  one-half  packages  of 
cigarettes  a day.  He  had  had  only  one  operation,  a 
rectal  one  for  a fistula. 

Examination:  The  patient  was  rather  over- 
weight— 173V2  pounds — and  presented  a rather 
pudgy,  pasty  appearance.  A mottled,  erythematous 
eruption— not  burning,  itching,  or  scaling — was 
found  on  both  hands  and  forearms,  and  to  a lesser 
extent  on  his  legs.  His  plood  pressure  was  120/70; 
his  pulse  rate  was  90  per  minute.  The  heart  sounds 
were  distant.  The  cardiac  outline  was  normal  on 
percussion.  The  radial  artery  was  felt  to  be  normal, 
but  the  dorsalis  pedis  arteries  were  difficult  to  pal- 
pate. 

Neurologic  examination:  There  was  some  tremu- 
lousness under  emotional  tension.  The  finger-to- 
thumb  test  was  performed  in  a rather  disorganized 
manner.  The  reflexes  were  rather  underactive.  The 
abdominal  reactions  were  bilaterally  present  and 
weak  plantar  flexion  was  elicited.  There  were  no 
sensory  disturbances.  The  visual  fields  were  grossly 
complete.  The  fundi  showed  no  definite  abnormali- 
ties. The  pupils  reacted  normally  and  were  equal, 
but  convergence  was  poorly  maintained. 

On  the  morning  of  the  examination  the  patient 
stated  that  he  had  been  unable  to  read  the  paper 
that  morning,  but  that  his  distant  vision  was  satis- 
factory. 

On  January  17,  the  patient  had  several  severe 
spells  which  were  followed  by  temporary  loss  of 
vision  and  an  accentuation  of  the  memory  disturb- 
ance. There  were  repeated  attacks  of  confusion, 
but  he  did  not  lose  consciousness.  His  vision  con- 
tinued to  be  quite  variable.  He  was  at  times 
euphoric,  and  the  memory  disturbance  increased 
rapidly.  On  January  18  there  were  two  attacks  of 
confusion  and  rolling  of  the  eyes,  with  irregular 
movements  of  the  extremities  but  without  definite 
convulsions. 

On  account  of  the  frequent  recurrence  of  his 
attacks,  the  increase  in  his  visual  disturbances,  and 
loss  of  memory,  he  was  admitted  to  the  Neurological 
Institute  oh  January  19,  1942. 

Laboratory  studies:  Blood  count,  hemoglobin  13.7 
Gm.  (94  per  cent) ; red  blood  count,  4,880,000;  white 
blood  count,  14,200;  smear,  normal;  polymorpho- 
nuclears,  78  per  cent;  lymphocytes,  18  per  cent; 
mononuclears,  3 per  cent;  and  eosinophils,  1 per 
cent.  Blood  chemistry — nonprotein  nitrogen,  40 
mg.  per  cent;  sugar  99  mg.  per  cent.  Plasma  vita- 
min C = 0. 1 mg.  per  cent.  Sugar  tolerance — fasting, 
99  mg.  per  cent;  one-half  hour,  146  per  cent;  one 
hour,  152  per  cent;  two  hours,  135  per  cent;  three 
hours,  95  per  cent;  four  hours,  68  per  cent.  Kline 
test,  negative.  Urinalysis — specific  gravity,  1.018;( 
alkaline  reaction;  no  albumin,  glucose,  or  acetone; 
no  red  blood  cells;  occasional  white  blood  cells;  no 
casts.  Spinal  fluid — total  protein  60  mg.  per  cent; 
very  slightly  yellow;  total  white  blood  cells,  2; 
colloidal  gold,  1,100,000,000;  Wassermann  reaction, 
negative.  Basal  metabolism  was  —15  per  cent. 
Spinal  fluid  (January  26,  1942) — total  white  blood 
count,  4;  total  protein,  67  mg.  per  cent. 
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Fig.  2.  W.  B.  Cross  section  of  left  vertebral  artery 
showing  arteriosclerosis  and  thrombosis. 


X-rays : Antero-post.,  postero-ant.,  and  left  stereos 
of  the  skull  showed  the  vault  to  be  somewhat  larger 
than  usual,  but  it  was  not  abnormal  in  thickness  or 
shape.  The  sella  turcica  was  normal  in  size  and  shape 
and  was  not  atrophic.  There  was  considerable  cal- 
cification in  the  walls  of  the  internal  carotid  arteries, 
particularly  the  left  one.  The  pineal  gland  was  not 
visible.  The  right  mastoid  was  poorly  developed 
and  aerated;  the  left  appeared  to  be  normal.  The 
sphenoid  and  petrous  ridges  were  equal.  Impres- 
sion: moderate  cerebral  arteriosclerosis. 

EEG:  16  lead  eeg.  with  monopolar  and  bipolar 
recording.  Disorganized  EEG.  Hyperventilation 
negative. 

Course  in  hospital:  During  the  period  of  hospitali- 
zation the  patient  had  many  transient  attacks,  often 
repeatedly  in  a single  day,  in  which  he  became  semi- 
conscious and  lethargic;  he  was  confused  and  re- 
sponded vaguely  when  questioned;  his  breathing 
was  stertorous,  and  his  eyes  rolled  from  side  to  side, 
but  no  definitely  convulsive  manifestations  devel- 
oped. These  attacks  lasted  about  two  minutes. 
Following  these  spells  his  vision  became  progres- 
sively diminished,  and  his  memory  disturbances 
became  more  marked.  He  complained  quite  con- 
sistently of  severe  headaches. 

A re-examination  on  January  23,  1942,  showed 
that  he  was  almost  completely  blind  with  only  vari- 
able appreciation  between  light  and  darkness.  The 
retinal  arteries  showed  some  evidence  of  arterio- 
sclerosis, and  it  was  believed  that  spasm  of  the 
retinal  arteries  was  responsible  for  the  increase  in  his 
loss  of  vision.  Vasodilators  were  used  and  for  a time 
'there  seemed  to  be  some  response;  the  vision  gradu- 
ally improved,  and  he  had  a better  appreciation  of 
light  and  darkness.  On  one  examination  of  the  fields 
it  was  found  that  appreciation  of  light  and  dark  was 
present  at  all  points  except  in  the  inferior  field  in  the 
left  eye.  It  was  then  suspected  that  there  might  be 
some  chiasmal  lesion  and  an  encephalogram  was 
made  on  January  26,  1942,  the  results  of  which  were 


as  follows:  Encephalogram  after  the  withdrawal  of 
90  cc.  of  fluid  and  the  injection  of  85  cc.  of  oxygen 
showed  the  lateral  and  third  ventricles  to  be  normal 
in  size,  shape,  and  position.  The  aqueduct,  fourth 
ventricle,  and  cerebral  sulci  appeared  normal.  The 
cisterna  chiasmatis  was  obliterated,  and  there  was 
a concave  filling  defect  in  the  rostral  portion  of  the 
cisterna  interpeduncularis.  The  sulcal  markings 
were  well  visualized  over  the  right  hemisphere,  but 
only  a few  were  noted  on  the  left  side.  Impression: 
suprasellar  tumor,  probably  a meningioma,  possibly 
a pituitary  adenoma,  and,  last,  an  aneurysm  of  the 
circle  of  Willis. 

The  x-ray  of  the  skull  showed  that  the  patient 
had  a moderate  cerebral  arteriosclerosis,  but  the 
interpretation  of  the  encephalogram  strongly  sug- 
gested that  there  was  some  lesion  in  the  vicinity 
of  the  optic  chiasm,  either  vascular  or  adhesive  in 
character,  which  had  resulted  in  the  obliteration  of 
the  cisterna  chiasmatis  and  the  production  of  the 
concave  filling  defect  in  the  rostral  portion  of  the 
cisterna  interpeduncularis. 

In  the  belief  that  there  might  be  present  a re- 
movable expanding  lesion  or  possibly  the  presence 
of  adhesions  involving  the  optic  chiasm,  which  could 
be  separated,  an  operation  for  the  exposure  of  the 
region  of  the  chiasm  was  carried  out  on  January 
29, 1942,  by  Dr.  Byron  Stookey. 

Following  operation  the  patient  showed  consider- 
able shock.  He  was  in  a stupor  but  would  respond 
to  pinprick.  His  temperature  rose  rapidly,  his 
condition  became  worse,  breathing  became  irregular 
and  stertorous,  there  was  evidence  of  circulatory 
failure,  and  in  spite  of  supportive  treatment  the 
patient  died  on  the  evening  following  the  day  of  his 
operation,  the  terminal  temperature  being  109  F. 

Necropsy:  Dr.  Abner  Wolf,  the  neuropathologist 
of  the  Neurological  Institute,  kindly  supplied  the 
following  report  of  the  postmortem  examination. 
A complete  necropsy  was  performed  two  hours 
postmortem  on  January  30, 1942.  The  results  of  the 
postmortem  examination  showed:  sclerosis  of  the 
coronary  arteries;  cerebral  arteriosclerosis;  a con- 
genital smallness  of  the  right  vertebral  artery; 
thrombosis  of  the  posterior  cerebral  and  left  verte- 
bral arteries;  encephalomalacia  of  both  occipital 
lobes,  old  and  recent;  and  recent  softenings  in  the 
pons  and  thalamus;  a fatty  liver;  bilateral  lobular 
pneumonia;  acute  diverticulitis;  nephrolithiasis; 
fibrous  peritoneal  adhesions;  acute  ulcerative 
proctitis;  and  acute  splenic  tumor. 

Postmortem  examination  of  the  brain  showed  the 
following:  weight  1,560  Gm.  The  cerebral  hemi- 
spheres were  asymmetric  because  of  the  flattening  of 
the  convex  surface  of  the  right  frontal  lobe.  This 
had  resulted  from  a considerable  extradural  opera- 
tive hemorrhage  in  that  region.  The  gyri  in  this  zone 
were  depressed  and  the  sulci  narrowed.  Small  recent 
hemorrhages  on  the  surface  of  the  right  superior 
parietal  lobule,  the  posterior  portion  of  the  left  fusi- 
form gyrus,  and  the  inferior  aspect  of  the  right 
frontal  pole  medially  were  present.  The  more 
ventral  of  the  inferior  left  occipital  gyri  was  swollen, 
slightly  protuberant,  somewhat  pallid,  and  quite 
soft  to  palpation.  There  was  a similar  change  in 


September  1,  1943]  BLINDNESS  FROM  LESIONS  IN  OCCIPITAL  LOBES 


1627 


Fig.  3.  W.  B.  Cross  section  of  the  occipital 
lobes  showing  bilateral  old  and  recent  hemorrhage 
and  softening  in  the  calcarine  cortex  and  adjacent 
areas. 


the  posterior  portion  of  the  adjacent  fusiform  gyrus. 
The  area  affected  measures  approximately  4 by  4.5 
cm.  at  the  surface.  There  was  a similar  change  in- 
volving the  right  cuneus  and  posterior  portion  of  the 
right  lingual  gyrus  as  well  as  adjacent  portions  of  the 
posterior  extremity  of  the  right  fusiform  and  in- 
ferior occipital  gyri.  The  leptomeninges  over  this 
region  showed  irregular  focal  opacities.  There  was 
a small  recent  hemorrhage  into  the  leptomeninges 
over  the  rostral  portion  of  the  ventral  surface  of  the 
left  side  of  the  pons,  measuring  approximately  1.5  by 
0.75  cm.  The  Corresponding  portion  of  the  right 
side  of  the  pons  was  deeply  indented.  The  cerebellar 
tonsils  were  prominent  and  approximated  toward 
the  medulla.  The  arteries  at  the  base  of  the  brain 
showed  a number  of  abnormal  changes  (Fig.  2) . The 
left  vertebral  and  the  caudal  portion  of  the  basilar 
artery  were  slightly  tortuous  and  showed  marked 
thickening  and  irregularities  of  their  walls  owing  to 
the  presence  of  numerous  confluent  atheromatous 
plaques.  The  internal  carotid  arteries  showed 
milder  but  similar  changes.  There  was  inequality 
in  the  two  vertebral  arteries,  the  right  vertebral 
being  of  very  small  caliber  for  a distance  of  ap- 
proximately 1.75  cm.  before  its  junction  with  the 
left  vertebral  artery.  The  left  vertebral  artery  was 
distended  by  a large  mass  of  thrombotic  material 
filling  the  lumen  of  the  vessel.  There  was  an  in- 
growth of  fibroblasts  from  the  intima. 

Left  occipital  lobe:  On  section  of  the  cerebrum, 
the  swollen  softened  area  described  externally  was 
found  to  involve  the  cortex  and  to  extend  into  the 
subcortical  white  matter  and  to  a slight  extent  into 
the  subjacent  centrum  ovale  (Fig.  3).  The  cortex 
in  this  region  was  discolored  a greenish-yellow  and 
was  slightly  swollen.  The  line  of  demarcation  be- 
tween gray  and  white  matter  was  obscured. 

The  leptomeninges  in  the  depth  of  a sulcus  con- 
tained a large  artery  which  was  occluded  and  dis- 
tended by  thrombotic  material.  In  the  lepto- 
meninges about  the  vessel  there  were  considerable 
infiltration  by  lymphocytes,  large  mononuclear 
cells,  and  polymorphonuclears,  most  of  which  were 
intensely  degenerated.  The  remainder  of  the  lepto- 


Fig.  4.  W.  B.  Section  showing  thrombosis  of  a 
leptomeningeal  arteriole,  a branch  of  posterior 
cerebral  artery,  with  acute  cortical  encephalomalacia. 


meninges  up  to  and  including  the  surface  of  the  gyri 
was  less  intensely  infiltrated  and  contained  ery- 
throcytes and  lipoid-laden  phagocytes.  At  the  sur- 
face of  the  sulcus  the  exudate  was  again  markedly 
degenerated.  The  underlying  cortex  showed  acute 
diffuse  necrosis  with  areas  of  somewhat  more  chronic 
malacia.  The  acute  changes  were  marked  by  in- 
tense congestion,  edema,  hemorrhages,  ischemic 
necrosis  of  ganglion  cells,  and  varying  degrees  of 
infiltration,  perivascular,  focal,  and  diffuse  (Fig. 
4).  A great  many  cortical  capillaries  contained 
hyaline  thrombi.  In  many  areas  there  was  an 
intense  necrosis  of  all  neural,  glial,  and  mesodermal 
elements,  including  the  infiltrating  cells.  In  the 
slightly  older  lesions  there  were  lipoid-laden  phago- 
cytes and  endothelial  hyperplasia  of  the  capillaries. 
The  white  matter  was  edematous  and  showed  a 
lesser  degree  of  diffuse  degeneration. 

Right  occipital  lobe:  The  lesions  in  the  occipital 
region  of  this  lobe  extended  to  a similar  depth  in 
most  of  the  areas  involved.  Posteriorly,  it  reached 
further  into  the  centrum  ovale. 

A large  leptomeningeal  vessel  was  thrombosed, 
its  wall  undergoing  necrosis.  It  contained  a great 
deal  of  nuclear  and  cellular  debris  and  some  poly- 
morphonuclear leukocytes.  The  leptomeninges  were 
infiltrated  by  polymorphonuclear  leukocytes,  lymph- 
ocytes, and  large  mononuclear  cells.  Many  of  these 
showed  intense  degeneration.  In  the  cortex  there 
was  acute  necrosis  of  many  of  the  nerve  cells,  the 
necrosis  in  many  being  of  the  ischemic  type.  There 
were  intense  degeneration  of  all  of  the  glial  elements 
and  marked  diffuse  and  some  perivascular  infiltra- 
tion by  cells  similar  to  those  seen  in  the  leptomen- 
inges. Many  of  the  capillaries  were  thrombosed, 
the  remainder  being  markedly  hyperemic,  and  a 
great  many  recent  pericapillary  hemorrhages  were 
present.  There  were  similar  hemorrhages  into  the 
subjacent  white  matter.  The  cortex  of  an  adjacent 
gyrus  showed  a similar  severe  change.  The  nearby 
white  matter,  subcortical  and  central,  contained  a 
large  area  of  older  encephalomalacia.  Here  there 
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was  complete  loss  of  neural  and  neuroglial  elements 
with  formation  of  irregular  cysts  in  which  numerous 
lipoid-laden  phagocytes  were  present.  There  was, 
in  addition,  occasional  perivascular  infiltration  by 
lymphocytes,  large  mononuclear  cells,  and  eosino- 
phils. 

Section  of  the  brain  stem  revealed  a large,  poorly 
outlined,  irregular  area  of  slight  discoloration, 
edema,  and  softening  in  the  basilar  portion  of  the 
rostral  extremity  of  the  pons,  chiefly  to  the  right  of 
the  midline,  but  also  extending  somewhat  toward 
the  left.  This  type  of  change  also  extended  into  the 
midline  of  the  tegmentum,  reaching  a point  midway 
between  its  ventral  and  dorsal  extremities.  The 
architectural  markings  of  the  ventral  portion  of  the 
middle  of  the  tegmentum  and  of  the  left  side  of  the 
reticular  area  were  somewhat  reduced.  The  paren- 
chyma was  essentially  intact,  however,  in  this  zone. 
Examination  of  the  optic  nerve  showed  no  evidence 
of  demyelinization.  The  rest  of  the  brain  stem 
showed  no  gross  abnormalities. 

Comment:  A review  of  this  situation  disclosed  the 
fact  that  insufficient  attention  was  paid  to  the  tran- 
sient obscurations  of  vision  which  took  place,  and  to 
the  irregular  rolling  movements  of  the  eyes  which 
accompanied  what  the  patient  described  as  “black- 
outs.” The  general  description  of  these  attacks 
resembled  petit  mat  seizures,  but  the  accompaniment 
of  the  seizures  by  the  visual  and  oculomotor  disorders 
should  have  indicated  the  fact  that  these  were  not 
typical  petit  mat  seizures  but  were  seizures  of  a 
similar  nature  originating  from  circulatory  disturb- 
ances in  the  occipital  lobes.  Postmortem  investiga- 
tion demonstrated  the  fact  that  the  arteriosclerosis, 
both  general  and  cerebral,  was  far  out  of  proportion 
to  the  clinical  evidences  found  on  physical  and  neuro- 
logic examination.  The  clinical  picture  was  further 
obscured  by  the  misleading  results  obtained  by 
pneumencephalography,  which  seemed  to  indicate 
the  presence  of  a remediable  lesion  in  the  vicinity 
of  the  optic  chiasm.  The  pathologic  findings  in 
connection  with  the  two  vertebral  arteries,  the 
basilar,  and  both  posterior  cerebral  arteries,  afforded 
a complete  explanation  for  the  episodic  attacks  of 
visual  obscuration  and  the  eventual  almost  total 
blindness  which  the  patient  presented  after  his  ad- 
mission to  the  Neurological  Institute.  His  transient 
attacks  preceding  the  establishment  of  the  final 
blindness  substantiated  the  supposition  that  the 
attacks  were  due  to  temporary  obstruction  of  the 
blood  supply  of  the  occipital  lobe  which  finally,  ow- 
ing to  the  advance  of  the  process,  resulted  in  com- 
plete destruction  and  softening  of  both  visual  areas. 
The  necropsy  findings  indicated  repeated  interfer- 
ences with  the  circulation  of  the  occipital  lobes,  the 
older  ones  coinciding  quite  accurately  with  the 
time  of  onset  of  the  final  picture. 

Case  5. — Summary:  A 62-year-old  man  developed 
symptoms  of  cerebral  involvement  over  a period  of 
three  months.  Physical  examination  disclosed  ar- 
teriosclerosis, left  pyramidal  tract  signs,  and  in- 
creasing blindness. 

History:  C.  P.  S.  (633593),  aged  62,  was  admitted 
to  the  Neurological  Institute  on  February  10,  1941, 
and  died  on  February  21,  1941.  The  record  of  this 


patient  was  made  available  to  us  through  the  cour- 
tesy of  Dr.  Byron  Stookey. 

The  chief  complaints  were:  (1)  ringing  in  the 
ears;  (2)  dizzy  spells;  (3)  numbness  and  weakness 
of  the  left  arm  and  leg  for  three  months,  and  (4) 
blurring  of  vision  for  three  months.  The  ringing  in 
the  ears  had  been  present  as  a constant  noise, 
noticed  only  when  the  patient  was  in  quiet  sur- 
roundings, for  several  years  before  admission  to  the 
hospital.  There  had  been  no  material  impairment 
in  hearing,  and  no  hallucinatory  experiences  had 
occurred. 

In  the  early  part  of  1940  the  patient  began  to 
suffer  from  attacks  of  dizziness,  usually  brought  on 
by  leaning  forward.  The  room  seemed  to  him  to 
revolve,  usually  from  left  to  right.  These  attacks 
increased  progressively  in  frequency  and  severity. 
The  dizziness  affected  his  gait,  causing  it  to  be  un- 
steady, and  he  required  support.  He  was  very  un- 
steady in  walking  at  night. 

Since  November,  1940,  he  had  been  conscious  of 
numbness  and  tingling  in  his  left  lower  extremity. 
This  occurred  at  intervals  and  later  spread  to  in- 
volve the  left  hand  and  forearm.  Recently  it  had 
affected  the  right  leg  and  foot  also.  During  these 
spells  of  numbness  and  tingling  there  had  been  some 
weakness  in  the  extremity,  but  not  in  the  intervals 
between  attacks. 

Diminution  in  vision  had  been  noticed  also  since 
November,  1940,  and  although  glasses  were  pre- 
scribed, they  afforded  no  relief.  The  difficulty  first 
involved  near  vision,  but  later  distant  objects  also 
were  obscured.  There  had  been  no  material  head- 
ache. 

There  was  no  history  of  cardiovascular  disease  in 
the  family. 

The  patient’s  past  history  was  unimportant.  He 
had  two  children,  living  and  well. 

Examination:  The  general  physical  examination 
showed  some  vascular  pigmented  nevi.  There  was 
slight  edema  of  the  ankles.  The  heart  was  enlarged 
to  the  left,  the  apex  impulse  being  14  cm.  to  the  left 
of  the  midsternal  line.  An  apical  systolic  murmur 
was  present.  The  palpable  blood  vessels  were  thick- 
ened and  tortuous.  The  liver  was  palpable  3 cm. 
below  the  costal  margin  and  a large,  right,  reducible 
inguinal  hernia  was  present. 

Neurologic  examination:  The  patient  was  right- 
handed.  There  was  a fine  tremor  of  the  hands  which 
was  made  worse  on  intentional  movements.  There 
was  a generalized  hypotonicity.  There  was  some 
slowness  in  performing  succession  movements  in  the 
right  upper  extremity.  The  reflexes  were  under- 
active, but  equal.  Abnormal  reflexes  were  obtained 
from  both  plantar  surfaces,  and  definite  Babinski 
and  confirmatory  signs  were  elicited  from  the  left 
foot.  Examination  of  the  visual  fields  showed  a 
marked  concentric  reduction  in  the  visual  fields,  with 
particular  involvement  of  the  upper  left  homony- 
mous field.  Another  examination  of  the  visual 
function  showed  a visual  acuity  of  10/200;  the  only 
retained  field  consisted  of  a narrow,  concentric  zone 
in  the  right  lower  homonymous  fields.  Examination 
showed  that  the  disks  were  hyperemic  and  swollen, 
each  measuring  one  diopter.  Evidence  of  advanced 
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arterial  disease  was  seen  in  the  retinal  arteries. 
There  was  a slight  left  central  facial  weakness. 

Laboratory  studies:  Blood  count:  hemoglobin 
14.8  Gm.  (102  per  cent);  red  blood  cells,  4,540,000; 
smear,  moderate  macrocythemia;  white  blood  cells 
8,200;  polymorphonuclears,  52  per  cent;  lympho- 
cytes, 39  per  cent;  mononuclears,  4 per  cent;  eosino- 
phils, 4 per  cent;  basophils,  1 per  cent.  Urinalysis: 
specific  gravity,  1.004;  reaction  acid;  albumin  reac- 
tion, positive;  no  glucose  or  acetone;  occasional 
red  blood  cell;  rare  white  blood  cell;  occasional 
hyaline  cast.  Ventricular  fluid:  Total  white  blood 
cell,  3;  red  blood  cell,  276;  total  protein,  16  mg. 
per  cent. 

X-ray  of  skull:  Antero-post.,  postero-ant.,  and 

left  lateral  stereograms  of  the  skull  showed  the 
vault  to  be  of  average  thickness  and  not  unusual  in 
size  or  shape.  There  was  advanced  calcification  in 
the  walls  of  the  internal  carotid  arteries.  There  was 
no  evidence  of  increased  intercranial  pressure  and 
the  vascular  channels,  sella  turcica,  sphenoid,  and 
petrous  ridges  appeared  to  be  normal.  The  pineal 
gland  was  in  the  midline  and  by  measurements  was 
in  its  normal  position.  Impression:  advanced 
cerebral  arteriosclerosis. 

A ventriculogram  was  performed  under  the  im- 
pression that  the  patient  was  suffering  from  a right 
temporal  infiltrating  neoplasm.  The  ventriculogram 
showed  the  following:  The  lateral  and  third  ven- 
tricles were  somewhat  enlarged,  but  they  were  in 
their  normal  position.  The  aqueduct  and  fourth 
ventricle  were  normal  in  size,  shape,  and  position. 
The  cerebral  sulci  appeared  to  be  rather  coarse. 
There  was  no  evidence  of  a tumor.  Impression: 
moderate,  diffuse,  bilateral  cerebral  atrophy,  prob- 
ably due  to  the  arteriosclerosis.  The  negative 
ventriculogram  and  the  evident  arterial  disease  led 
then  to  the  diagnosis  of  cerebral  arteriosclerosis. 

Course  in  hospital:  the  patient  became  somewhat 
drowsy  and  vision  became  obviously  poorer.  Fundus 
examination  showed  an  advancing  arteriolar  disease 
with  venous  congestion,  but  no  hemorrhages  or 
patches  of  exudate.  The  patient  continued  to  fail 
after  ventriculography.  The  blood  pressure  on  ad- 
mission was  184/130  and  presented  rather  wide 
fluctuations,  reaching  as  low  a level  as  130/90 
after  the  ventriculogram,  and  increasing  to  208/148 
as  death  approached. 

Necropsy:  Dr.  Abner  Wolf,  the  neuropathologist 
of  the  Neurological  Institute,  kindly  supplied  the 
following  report  of  the  postmortem  examination. 
A complete  necropsy  was  performed  one  and  three- 
quarter  hours  postmortem  on  February  21,  1941. 
The  results  of  the  postmortem  examination  of  the 
body  showed  the  presence  of  generalized  arterio- 
sclerosis; thrombosis  of  both  posterior  cerebral 
arteries;  encephalomalacia  of  both  occipital  lobes, 
the  pons,  and  cerebellum;  acute  glomerulonephritis; 
advanced  sclerosis  of  the  coronary  arteries;  healed 
infarct  of  the  left  ventricular  wall;  cardiac  hyper- 
trophy and  dilatation,  calcification  of  the  aorta; 
atrophy  of  the  liver;  cholelithiasis;  fibrous  pleural 
and  peritoneal  adhesions. 

Postmortem  examination  of  the  brain  showed 
the  following:  weight  1,420  Gm.  The  cerebral 


Fig.  5.  C.  S.  Cross  section  showing  bilateral 
encephalomalacia  of  the  calcarine  and  adjacent  areas. 


hemispheres  were  approximately  symmetric.  The 
gyri  were  well  rounded  and  the  sulci  of  normal 
width.  The  lingual  gyri  and  adjacent  ventral  oc- 
cipital gyri  were  soft  to  palpation  but  were  not  dis- 
colored (Fig.  5).  The  lateral  extremity  of  the  left 
cerebellar  hemisphere  showed  an  area  of  depression 
approximately  1.5  by  1 cm.  in  extent  and  0.5  cm. 
deep.  The  folia  were  soft  to  palpation  in  this  area 
and  presented  a grayish-yellow  discoloration.  A 
triangular  zone  anterior  to  this  depressed  lesion  and 
measuring  2 by  1.5  cm.  was  soft  but  not  sunken  or 
discolored.  The  brain  stem  showed  no  external 
abnormalities.  The  arteries  at  the  base  of  the  brain 
were  tortuous  and  showed  focal  dilatation  and 
marked  atheromatous  changes  in  their  walls.  The 
most  severe  changes  were  those  in  the  basilar  and 
right  vertebral  arteries.  The  left  vertebral  artery 
was  rudimentary,  and  the  right  vertebral  artery 
was  equal  in  caliber  to  the  basilar  artery.  Athero- 
matous changes  were  also  found  in  the  smaller 
branches  of  the  anterior,  middle,  and  posterior 
cerebral  arteries,  but  these  were  much  less  marked 
than  those  in  the  large  basal  vessels. 

On  section  of  the  brain  the  areas  of  softening  de- 
scribed externally  in  the  occipital  lobes  were  found 
to  involve  the  lingual  gyri  and  adjacent  posterior 
extremity  of  the  ventral  occipital  gyri.  The  cunei 
did  not  appear  to  be  involved.  The  cortex  of  the 
affected  gyri  was  swollen,  yellowish-green,  and  fri- 
able. 

The  depressed  lesion  in  the  left  cerebellar  hemi- 
sphere showed  chiefly  atrophy  and  yellowish  dis- 
coloration of  the  bordering  folia.  It  appeared  to  be 
an  older  softening.  A branch  of  the  right  posterior 
cerebral  artery  supplying  the  anterior  portion  of  the 
softened  area  was  filled  with  opaque,  yellowish- 
white  material.  A small  branch  of  the  left  posterior 
cerebral  artery  showed  a reduction  of  its  lumen  to  a 
narrow  slit  by  dense,  cream-colored  material.  The 
lateral  and  third  ventricles  were  moderately  dilated 
but  showed  no  abnormalities  of  their  walls. 

Right  posterior  cerebral  artery:  The  intima  was 
markedly  thickened,  reducing  the  lumen  of  the  vessel 
to  a narrow  space. 

Left  posterior  cerebral  artery:  This  vessel  showed 
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a less  marked,  but  considerable,  thickening  of  its 
intima,  which  resulted  in  a definite  reduction  in  the 
lumen  of  the  vessel. 

Right  occipital  lobe:  The  leptomeninges  were 
edematous,  congested,  and  showed  considerable 
hyperplasia  of  the  leptomeningeal  elements.  Some 
of  the  smaller  arteries  contained  amorphous  pink 
material  which  partially  filled  their  lumina.  One  of 
these  showed  a partial  occlusion  of  the  lumen  by  this 
material.  A number  of  the  medium-sized  arteries 
showed  thickening  of  their  intima.  One  small  artery 
showed  almost  complete  occlusion  of  its  lumen  by 
thrombotic  material  with  a beginning  ingrowth  of 
fibroblasts.  The  cortex  in  this  entire  region  showed 
marked  softening  which  varied  in  age  in  different 
areas.  For  the  most  part,  it  was  quite  acute.  The 
nerve  cells  had  undergone  ischemic  necrosis,  and 
many  of  them  had  disappeared.  There  was  also 
widespread  degeneration  of  the  neuroglial  elements 
in  these  areas  without  any  mobilization  of  microglia 
or  any  endothelial  hyperplasia  of  the  blood  ves- 
sels. 

Some  of  the  cortical  vessels  in  these  zones  were  filled 
by  masses  of  pink  amorphous  material.  In  one  such 
area  small  masses  of  hematoidin  were  found  scattered 
near  the  margin  of  the  zone,  where  it  abutted  upon 
a more  chronic  softening.  Here  the  cortical  archi- 
tecture had  disappeared,  the  nerve  cells  and  most  of 
the  neuroglial  cells  having  been  destroyed.  The 
tissue  was  cribriform  and  contained  many  lipoid- 
laden phagocytes.  In  a nearby  sulcus,  an  arteriole 
showed  almost  complete  occlusion  of  its  lumen  be- 
cause of  extreme  thickening  of  its  intima.  There 
were  some  areas  of  more  chronic  softening  in  the 
subcortical  white  matter  as  well.  The  best  preserved 
cortex  was  in  the  calcarine  area.  Phosphotungstic 
acid  stain:  There  was  mild  to  moderate  astrocytosis 
at  the  margins  of  the  older  areas  of  softening. 

Left  occipital  lobe : A medium-sized  artery  in  the 
calcarine  fissure  was  distended  by  a thrombotic  mass, 
which  almost  completely  filled  it.  The  cortex  of  the 
gyri  on  either  side  of  the  fissure  showed  intense  de- 
generation, as  did  part  of  the  underlying  white 
matter.  Here  again  the  degeneration  was  both 
acute  and  chonic,  the  major  portion  of  it  being 
acute.  In  the  areas  of  more  recent  necrosis,  the 
nerve  cells  showed  ischemic  degeneration  and  there 
was  degeneration  of  the  neuroglial  and  microglial 
cells.  The  blood  vessels  showed  degeneration  of 
their  walls,  and  there  were  scattered  small  hemor- 
rhages. Some  of  the  smaller  leptomeningeal  and 
many  of  the  cortical  vessels  were  filled  with  amor- 
phous pink  material.  The  more  chronic  softenings 
showed  the  same  appearances  as  those  described  in 
the  right  occipital  lobe,  with  endothelial  hyperplasia 
of  the  walls  of  the  capillaries,  in  addition.  The 
softening  of  the  white  matter  was  milder,  and  was 
both  acute  and  chronic.  Phosphotungstic  acid 
stain:  The  findings  were  similar  to  those  described 
in  the  right  occipital  lobe. 

Comment:  This  patient  presented  the  picture  of 
cerebral  arteriosclerosis  with  some  evidence  of  focal 
involvement  of  the  right  hemisphere,  followed  by  a 
similar  situation  in  the  left  hemisphere.  A gradual 
encroachment  upon  vision  took  place  with  eventual 


almost  complete  blindness  due  to  symmetric  vascu- 
lar involvement  of  both  occipital  lobes. 

Case  6. — Summary:  A 38-year-old  woman  gradu- 
ally became  aware  of  a loss  of  vision  in  the  right  eye. 
Ventriculography  disclosed  a neoplasm  of  the  oc- 
cipital region  which  was  removed  at  operation. 

The  following  case  history  is  introduced  into  this 
discussion  not  because  of  the  presence  of  a total 
blindness  but  because  of  the  presence  of  a right 
homonymous  hemianopsia  with  an  invasion  of  the 
left  homonymous  field  of  vision.  It  was  believed 
that  if  the  condition  had  been  allowed  to  progress,  a 
continuing  and  advancing  involvement  of  the  right 
calcarine  area  would  have  produced  a complete 
blindness  because  of  bilateral  destruction  of  the  cal- 
carine areas. 

History:  M.  S.  (661823)  aged  38,  a housewife, 
was  admitted  to  the  Neurological  Institute  Decem- 
ber 1,  1941,  and  discharged  December  8,  1941. 
The  record  of  this  patient  was  made  available  to  us 
through  the  courtesy  of  Dr.  Cornelius  G.  Dyke. 

She  complained  of  difficulty  in  seeing  objects  to 
the  right  for  the  past  ten  days.  Her  visual  difficulty"" 
was  attracted  to  her  attention  by  the  fact  that  during 
the  past  ten  days  she  found  she  did  not  see  the  last 
two  words  of  each  printed  line  as  she  read.  On  re- 
consideration, she  believed  that  for  the  past  four  or 
five  months  she  had  been  less  aware  of  cars  approach- 
ing her  from  the  right,  and  in  October  she  had 
scraped  the  right  running  board  of  her  car  against 
the  side  of  a bridge.  She  later  noticed  that  she 
bumped  into  people  who  approached  her  from  the 
right.  Her  actual  visual  acuity  was  not  changed, 
and  she  had  no  difficulty  in  threading  a needle. 

During  the  past  several  months  she  had  had  some 
headache  in  the  early  morning,  which  was  general- 
ized, and  improved  after  she  had  been  moving  about 
for  a time.  There  was  no  exacerbation  of  the  head- 
ache with  coughing  or  changes  in  position.  Once 
shortly  before  examination,  during  defecation,  she 
experienced  a sharp,  knife-like  pain  across  the  back 
of  the  neck. 

The  past  history  was  uneventful  except  that  in 
March,  1940,  she  contracted  an  otitis  media  in  the 
left  ear,  which  ruptured  and  drained.  X-ray  of  the 
mastoid  showed  a simple  mastoiditis,  which  was 
operated  upon  and  healed  after  about  five  weeks  of 
drainage.  The  infecting  agent  was  understood  to  be 
a type  III  Pneumococcus.  Audiometric  examination 
made  later  showed  some  impairment  in  the  hearing 
of  the  left  ear.  She  had  not  suffered  from  any 
vertigo,  dizziness,  or  tinnitus.  In  September,  1941, 
she  struck  her  head  quite  severely  against  a low 
ceiling  but  was  not  dazed  or  incapacitated. 

Examination:  There  was  no  general  systemic 
abnormality.  She  was  left-handed.  There  was 
some  reduction  in  the  automatic  movements  of  the 
right  arm  in  walking.  There  was  no  inequality  in  the 
reflex  responses.  The  abdominal  reactions  were 
questionable,  and  moderate  bilateral  plantar  flexion 
was  present.  There  was  no  change  in  the  superficial, 
deep,  or  cortical  types  of  sensibility.  No  agnosias 
were  present.  On  gross  testing  she  was  found  to 
have  a right  homonymous  hemianopsia  with  an 
homonymous  invasion  of  the  left  fields  of  vision 
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(Fig.  6).  The  pupils  measured  3 mm.  in  diameter 
and  reacted  normally.  There  was  no  limitation  of 
ocular  movements.  Hearing  in  the  left  ear  was 
somewhat  impaired,  and  the  bone-air  conduction 
formula  was  reversed:  hearing  was  lateralized  to 
the  left.  Audiograms  showed  a slight  reduction  in 
hearing  in  the  left  ear  for  low  tones. 

Laboratory  -studies:  Blood  count — hemoglobin, 
10.5  Gm.  (72  per  cent);  red  blood  cells,  3,820,000; 
smear,  slight  anisocytosis;  white  blood  cells,  10,600; 
polymorphonuclears,  69  per  cent;  lymphocytes, 
26  per  cent;  mononuclears,  3 per  cent;  eosinophils, 
2 per  cent.  Blood  chemistry — nonprotein  nitrogen, 
30  mg.  per  cent;  sugar,  105  mg.  per  cent.  Blood 
Kline  test — negative.  Sugar  tolerance  test — fast- 
ing, 105  mg.  per  cent;  one-half  hour,  136  mg.  per 
cent;  one  hour,  103  mg.  per  cent;  two  hours,  88 
mg.  per  cent;  three  hours,  84  mg.  per  cent;  four 
hours,  130  mg.  per  cent.  Urinalysis — specific 
gravity,  1.006;  reaction,  alkaline;  no  albumin,  glu- 
cose, or  acetone;  no  red  blood  cells;  occasional  white 
blood  cells;  no  casts.  Spinal  fluid — total  protein, 
62  mg.  per  cent;  total  white  blood  cells,  2;  Colloidal 
gold — 1,100,000,000.  Wassermann  reaction  was 
negative.  Basal  metabolism  was  —20  per  cent; 
test  satisfactory. 

X-rays,  antero-post.,  and  postero-ant.,  basal,  cere- 
bellar and  left  lateral  stereograms  of  the  skull,  and  a 
film  of  the  optic  foramina  showed  the  vault  to  be  of 
average  thickness  and  not  unusual  in  size  or  shape. 
The  posterior  clinoid  processes  and  the  dorsum  sellae 
appeared  unusually  thin  and  delicate,  without 
direct  evidence  of  atrophy.  The  sella  turcica  was 
not  unusual  in  size  or  shape.  The  vascular  channels 
and  sutures  did  not  appear  unusual.  The  superior 
ridge  of  the  left  petrous  pyramid  from  the  arcuate 
eminence  medially  was  less  dense  than  the  right. 
A bony  defect  was  present  in  the  left  mastoid.  The 
pineal  gland  was  displaced  4.5  cm.  to  the  right  of 
the  midline,  and  by  measurements  it  was  at  the 
posterior  limits  of  the  normal  zone  in  the  antero-post. 
plane,  but  was  well  within  the  normal  zone  in  the 
vertical  plane.  Impression:  left  cerebral  tumor; 
the  decalcification  of  the  medial  half  of  the  superior 
margin  of  the  left  petrous  pyramid  suggested  that 
the  lesion  was  located  here.  An  epidermoid,  either 
extra-  or  intradural  was  believed  to  be  the  type  most 
likely  capable  of  producing  the  changes  that  have 
been  described. 

However,  in  view  of  the  mastoidectomy,  it  was 
considered  possible  that  the  condition  was  an  extra- 
dural abscess. 

Encephalograms  taken  after  the  withdrawal  of 
75  cc.  of  fluid  and  the  injection  of  70  cc.  of  oxygen 
failed  to  show  any  gas  in  the  ventricular  system. 
There  was  considerable  gas  in  the  subdural,  subten- 
torial space,  and  on  the  left  side  the  gas  shadow 
was  somewhat  irregular  and  formed  an  abnormal 
curve. 

There  was  also  some  gas  in  the  subdural  space  over 
the  right  cerebral  hemisphere.  This  did  not  appear 
unusual  in  the  antero-post.  or  postero-ant.  views. 
There  was  some  gas  around  the  splenium  of  the 
corpus  callosum,  seen  in  the  left  upright  lateral 
stereograms,  and  it  had  a more  angular  appearance 


Fig.  6.  (M.S.)  Visual  fields  showing  complete 

right  homonymous  hemianopsia  and  beginning 
encroachment  upon  the  left  homonymous  fields, 
produced  by  a meningioma  arising  from  the  falx, 
destroying  the  left  visual  area,  with  extension 
through  the  falx  and  involvement  of  the  right  cal- 
carine area. 


than  usual.  The  gas  in  the  central  portion  of  the 
cisterna  ambiens  was  displaced  to  the  right.  There 
was  some  gas  in  the  cisternae  pontis  and  inter- 
peduncularis,  and  this  did  not  appear  unusual.  In 
the  right  horizontal  lateral  stereograms  there  was  a 
rather  unusual  shadow  in  the  occipital  area  to  the 
right  of  the  midline  which  was  interpreted  as  normal 
brain  outlined  by  subdural  gas  on  the  medial  aspect 
of  the  right  occipital  lobe.  It  was  believed  that  this 
peculiar  shadow  was  due  to  pressure  from  the  left 
occipital  lobe  against  the  falx  in  contact  with  the 
medial  surface  of  the  right  occipital  lobe.  There  was 
gas  in  the  left  sylvian  fissure,  and  these  gas  shadows 
appeared  to  be  cut  off  and  somewhat  deformed.  A 
few  sulcal  markings  were  seen  on  the  right 
side. 

There  was  some  gas  in  the  subarachnoid  space  and 
over  the  vermis  of  the  cerebellum.  Impression: 
The  evidence  indicated  a left  cerebral  mass  located 
just  above  the  left  petrous  pyramid,  and  it  was  be- 
lieved that  the  lesion  was  an  epidermoid,  probably 
subdural. 

Following  the  encephalogram  there  was  some 
slight  increase  in  reflex  activity  consistently  found 
in  the  left  extremities.  There  was  slight  swelling  of 
the  upper  pole  of  each  optic  disk,  seen  best  with  a 
plus  2 lens.  The  nasal  margins  appeared  to  be 
slightly  hazy. 

The  examination  of  the  patient  and  a study  of  the 
visual  fields  indicated  the  presence  of  a neo- 
plasm. 

Since  the  gas  introduced  at  the  time  of  the  encepha- 
logram had  failed  to  enter  the  ventricular  cavity  and 
the  clinical  indications  as  to  the  localization  of  the 
neoplasm  were  not  clear,  it  was  believed  that  ventric- 
ulography was  indicated.  Since  emergency  opera- 
tion is  sometimes  necessary  after  the  performance 
of  ventriculography  and  since  it  was  desired  to  have 
any  operative  procedures  carried  out  at  the  Mayo 
Clinic,  it  was  decided  to  postpone  further  studies  and 
have  the  final  steps  carried  out  there.  Consequently 
the  patient  was  transferred  to  the  Clinic,  where  she 
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was  studied  by  the  neurosurgical  staff.  We  are  in- 
debted to  Dr.  W.  McK.  Craig  for  information  as  to 
the  further  investigation  of  the  patient. 

A complete  revaluation  of  the  clinical  situation 
was  carried  out  and  the  principal  features  previously 
disclosed  were  corroborated.  On  account  of  obvious 
discrepancies  in  the  symptoms  and  physical  signs 
and  the  peculiar  shadow  discovered  by  the  x-ray 
examination  made  at  the  Neurological  Institute, 
further  x-ray  studies  were  made.  Because  of  the 
shift  of  the  pineal  gland  disclosed  in  previous  x-rays 
of  the  skull,  it  was  suspected  that  the  lesion  was 
farther  back  than  the  temporal  lobe  and  the  optic 
chiasm.  For  that  reason,  ventriculograms  were 
made  which  revealed  a large  space-occupying  lesion 
in  the  left  occipital  lobe.  At  operation  this  proved 
to  be  a meningioma  which  extended  from  the  surface 
of  the  cortex  to  the  falx,  to  which  it  was  attached. 
The  tumor  had  invaded  the  falx,  and  there  was  a 
small  portion  of  the  tumor  on  the  right  side  of  the 
falx.  The  tumor  proved  to  be  a cellular  meningioma 
which  had  replaced  practically  the  entire  occipital 
lobe  and  it  was  removed  by  resection  of  the  left  oc- 
cipital lobe  and  the  involved  portion  of  the  falx. 

The  patient  successfully  passed  through  the  oper- 
ation and  convalesced  satisfactorily.  A slight 
aphasia  developed  immediately  after  the  operation, 
but  it  completely  cleared  up. 

Comment:  This  patient  presented  a meningioma 
which  had  destroyed  the  left  calcarine  area  and  was 
in  the  process  of  encroaching  upon  the  correspond- 
ing cortical  area  of  the  right  occipital  lobe.  If  this 
process  had  been  carried  to  its  logical  conclusion, 
she  would  have  been  completely  blind  from  the 
bilateral  effect  of  a neoplasm  arising  from  the  occi- 
pital portion  of  the  falx. 

Summary  and  Conclusions 

The  visual  pathways  from  the  corneas  to  the 
occipital  poles  are  reviewed  from  a clinico- 
anatomic  standpoint  with  special  reference  to 
bilateral  blindness.  Bilateral  blindness  due  to 
lesions  in  both  occipital  lobes  may  be  caused  by 
subcortical  degenerative  processes,  trauma,  tu- 
mors, toxic  encephalopathy,  and  vascular  lesions. 

Vascular  lesions  produce  bilateral  blindness 
through  occlusion  of  both  posterior  cerebral 
arteries,  or  complete  occlusion  of  the  basilar 
artery.  In  these  cases  some  central  (macular) 
vision  may  be  retained  if  the  occipital  poles  have 
an  additional  blood  supply  from  the  branches  of 
the  middle  or  anterior  cerebral  arteries.  In  some 
cases  the  visual  area  is  affected  primarily  by 
changes  in  the  small  terminal  vessels,  as  in  Case  3. 

Of  the  6 reported  cases,  4 were  caused  by  vas- 
cular lesions  and  were  verified  by  autopsy.  One 
case  was  due  to  metastatic  carcinoma  of  the 
stomach  and  another  was  due  to  a meningioma. 

Bilateral  blindness,  when  not  due  to  dis- 
cernible changes  in  the  media,  choroid,  retina, 
optic  nerve,  or,  in  early  stages,  to  chiasmal  field 
changes,  must  be  considered  as  being  due  to  bi- 


lateral lesions  in  the  geniculo-calcarine  pathways 
especially  the  occipital  lobes,  or  to  psychic 
causes.  The  insidious  onset  of  the  blindness 
and  the  masking  by  the  associated  symptoms 
make  an  early  diagnosis  difficult. 
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Discussion 

Dr.  W.  B.  Hamby,  Buffalo — This  topic  is  of  great 
importance  to  the  neurologist  and  his  colleagues, 
and  since  the  number  of  reported  cases  is  small,  I 
should  like  to  record  another  case  of  blindness  due 
to  occipital  polar  abscesses. 

Case  Report 

A 24-year-old  white  railroad  maintenance  worker 
was  examined  by  the  Draft  Board  on  August  30, 
1941,  and  his  vision  measured  20/20.  His  status 
was  not  settled  but  he  was  considered  deferable  be- 
cause of  a left  lung  abscess  diagnosed  five  years  be- 
fore and  considered  clinically  cured. 

On  September  18,  1941,  while  at  work,  he  de- 
veloped a sudden  severe  frontal  headache  and  went 
home.  The  pain  was  relieved  by  medication,  and 
he  returned  to  work  the  next  day.  Three  days  later 
he  suddenly  noticed  dazzling  light  before  him,  and 
he  became  blind.  On  September  24  he  vomited  and 
had  headache,  emesis  continuing  for  two  days. 

On  September  26  the  patient  was  brought  to  my 
office.  He  was  a powerfully  built  young  man  and 
was  guided  in  by  his  father  and  brother,  who  were 
holding  his  arms.  In  spite  of  this,  he  encountered 
obstacles.  When  put  before  a chair  and  told  to  sit, 
he  did  not  grope  for  it,  as  the  blind  do,  but  launched 
himself  at  it  so  as  to  sit  half  on  the  seat  and  half  on 
the  arm.  Since  he  proclaimed  his  blindness  loudly, 
he  was  told  to  walk  through  a cleared  path  in  the 
room.  Apparently  he  would  go  out  of  his  way  to 
walk  into  furniture.  Careful  neurologic  examination 
revealed  no  abnormalities  except  the  subjective 
blindness. 

I was  inclined  to  consider  this  a case  of  hysterical 
blindness  precipitated  by  worry  over  military  pos- 
sibilities, but  his  physician  insisted  that  he  had  no 
reason  to  fear  being  drafted.  The  patient  was  ad- 
mitted to  the  Buffalo  General  Hospital  on  September 
29. 

On  examination  in  the  hospital,  the  patient  ap- 
parently was  in  discomfort  and  kept  his  eyes  closed 
most  of  the  time.  The  skull  was  normal  to  clinical 
and  roentgenographic  examination.  The  ocular 
movements  were  full  and  free,  with  a few  nystagmoid 
motions  on  lateral  gaze.  The  pupils  weYe  round, 
equal,  and  regular,  and  they  reacted  to  light.  The 
patient  would  not  accommodate  to  his  own  finger. 
The  retinas  and  optic  disks  appeared  normal.  Vision 
was  difficult  to  evaluate;  the  patient  would  be 
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Fig.  7.  Left — View  of  lower  half  of  brain  showing  abscess  in  both  occipital  poles  and  edema  of  white 
matter  particularly  on  left  side.  Right — Upper  half  of  hemispheres,  same  case. 


completely  blind  in  all  fields  to  an  object  or  a light 
shortly  after  saying  he  could  see  the  examiner.  The 
neurologic  examination  otherwise  was  normal. 

The  heart  was  normal  to  examination,  his  blood 
pressure  was  130/85,  and  his  pulse  was  70.  The 
chest  examination  gave  evidence  of  old  fibrosis  in  the 
left  lower  lung. 

Blood  counts  on  two  occasions  showed  no  gross 
abnormality.  A lumbar  puncture  revealed  increased 
pressure.  The  fluid  contained  186  white  blood 
cells,  with  95  per  cent  lymphocytes  and  130  mg.  of 
total  proteins. 

On  October  1,  1941,  an  encephalogram  was  at- 
tempted, but  no  air  entered  the  cranium.  Trephines 
then  were  made  6 cm.  above  and  3 cm.  to  each  side  of 
the  inion  for  ventriculography.  When  the  dura  was 
incised,  brain  substance  protruded.  A cannula  was 
introduced  in  search  of  the  left  lateral  ventricle  and 
about  3 cm.  from  the  surface,  encountered  an  abscess 
without  a definitely  palpable  capsule.  Fifteen  cubic 
centimeters  of  thick,  creamy  yellow,  foul-smelling 
pus  was  aspirated.  A second  cannula  was  intro- 
duced on  the  right  side  and  another  abscess  was  en- 
countered, 2 cm.  from  the  surface.  Fifteen  cubic 
centimeters  of  similar  pus  was  aspirated.  While  the 
trephine  openings  were  being  enlarged,  the  patient 
had  a fit  of  coughing  and  expectorated  a large  quan- 
tity of  pus  very  similar  to  that  found  in  the  brain. 
Rubber  tissue  drains  were  introduced  into  each 
abscess,  and  the  wounds  were  dressed.  No  organ- 
isms grew  on  aerobic  or  anaerobic  cultures  of  the  pus 
and  cerebrospinal  fluid. 

The  patient  did  well  for  several  days.  He  never 
again  expectorated  pus  or  complained  of  pulmonary 
s}rmptoms.  About  a week  later,  however,  he  began 


to  have  peculiar  emotional  changes,  with  alternating 
periodic  rages  and  depressions.  The  abscesses 
drained  well  and  the  spinal  fluid  pressure  was 
elevated  to  around  300  mm.  of  water.  After  an 
early  improvement,  vision  again  failed.  With  the 
great  emotional  changes,  another  frontal  lobe  abscess 
was  suspected.  The  patient  died  suddenly  on  the 
eleventh  postoperative  day. 

Postmortem  examination  revealed  an  abscess 
filling  out  the  entire  left  occipital  pole  and  extending 
laterally  and  upward  into  the  parieto-occipital 
region.  It  measured  4 by  5.5  cm.  This  abscess 
showed  a somewhat  irregular  recess-like  extension 
upward  and  medial,  forming  an  almost  separate 
abscess  about  3 cm.  in  diameter.  Both  were  filled 
with  a decidedly  fetid,  rather  tenacious,  greyish- 
yellow,  purulent  exudate.  The  surrounding  tissue 
showed  unusually  marked  collateral  edema  with 
almost  actual  colliquation  and  considerable  edema 
of  the  entire  white  matter,  with  marked  swelling  of 
the  cortex.  This  was  present  throughout  the  left 
hemisphere,  especially  marked  at  the  convexity. 
The  abscess  closely  approached  the  posterior  horn, 
which  appeared  considerably  compressed  but  not 
invaded. 

In  the  right  occipital  pole  there  was  an  abscess, 
measuring  about  2 cm.  in  sagittal  and  1.5  cm.  in 
frontal  diameters.  All  the  abscesses  were  surrounded 
by  a well-formed  pyogenic  membrane.  The  sur- 
rounding tissue  also  showed  distinct  colliquation 
necrosis  and  considerable  edema  throughout  the 
white  matter,  with  somewhat  less  marked  swelling 
of  the  right  hemisphere.  Especially  the  left  occipital 
area  showed  extreme  bulging  in  all  directions,  ob- 
viously pressing  upon  the  tentorium.  Both  lateral 
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ventricles  contained  a fair  amount  of  clear  spinal 
fluid. 

The  fourth  ventricle,  however,  appeared  al- 
most entirely  compressed,  with  only  a few  drops  of 
spinal  fluid.  There  was  no  spinal  fluid  in  the  basal 
cisternae,  all  of  which  appeared  compressed  by  the 
decidedly  swollen  brain  stem. 

Smears  taken  from  each  abscess  showed  a con- 


siderable number  of  very  thin,  gram-negative, 
fusiform  bacilli,  some  of  which  had  a fairly  typical 
whip  shape,  while  others  looked  like  almost  entirely 
stretched  spirochetes. 

Examination  of  the  lungs  revealed  chiefly  puru- 
lent bronchiectasis,  especially  of  the  left  lower  lobe. 
Smears  of  pus  from  these  areas  revealed  the  same 
“whip-shaped”  organisms. 


STERILIZATION  OF  AIR  IN  CLOSED  SPACES 

The  circumstances  of  modern  warfare  frequently 
necessitate  the  herding  together  of  large  numbers  of 
people  in  air  raid  shelters.  The  control  of  air- 
borne infections  in  confined  areas  has  therefore  be- 
come a particularly  urgent  problem.  A necessary 
preliminary  to  the  scientific  study  of  a problem  of 
this  nature  is  the  establishment  of  experimental 
methods  by  which  the  various  factors  involved  can 
be  satisfactorily  varied  and  controlled.  For  this 
purpose  Edward,  Elford,  and  the  late  Sir  Patrick 
Laidlaw  have  described  a method  for  the  experi- 
mental investigation  of  aerosol  systems  formed  by 
the  atomization  of  suspensions  of  viruses  into  the 
atmosphere.  They  have  performed  observations 
on  the  physical  properties  of  such  systems  and  found 
an  experimental  approach  to  certain  practical 
problems  connected  with  air-borne  virus  infections. 

In  additional  work  also  from  the  National  In- 
stitute for  Medical  Research  in  London,  Edward, 
Lush,  and  Bourdillon  describe  quantitative  studies 
carried  out  early  in  1940  on  the  killing  effect  of 
ultraviolet  radiation  on  aerosols  of  three  different 
viruses:  influenza  A,  vaccinia,  and  herpes  sim- 
plex. 

Using  the  experimental  methods  now  established  as 
reliable  for  observations  of  this  kind,  these  workers 
showed  that  rapid  and  effective  sterilization  of  at- 
mospheres containing  atomized  particles  of  in- 
fluenza and  vaccinia  viruses,  and  probably  also  of 


herpes  simplex  virus,  can  be  obtained  by  ultraviolet 
radiation  of  wavelength  2,537  angstroms. 

An  additional  recent  contribution  to  the  subject 
by  Challinor,  of  the  University  of  Edinburgh,  is 
concerned  solely  with  the  action  of  hypochlorite  on 
the  total  bacterial  content  of  the  air  of  an  occupied 
closed  room  under  fixed  conditio n,s  of  ventilation. 
He  obtained  a substantial  reduction  in  the  bacterial 
content  of  the  air  of  an  empty  room  infected  wittf" 
Bacillus  prodigiosus  (or  with  Staphylococcus  albus 
or  a diphtheroid  bacillus)  by  means  of  hypochlorites 
introduced  into  the  air  by  atomization  or  by  spray- 
ing from  a flit  gun.  The  relative  humidity  of  the 
air  has  been  previously  shown  to  be  a factor  of  great 
importance  in  the  effectiveness  of  air  disinfection. 
In  Challinor’s  experiments  likewise  effective  air- 
disinfection  was  not  obtained  at  low  relative  hu- 
midities at  temperatures  ranging  from  54  to  74  F. 
More  accurate  determination  of  the  critical  lower 
limit  of  relative  humidity  is  desirable.  Ultraviolet ; 
irradiation,  propylene  glycol  vapor,  as  reported  by 
Robertson  and  his  colleagues,  and  now  hypochlorite 
solution  all  appear  to  exert  bactericidal  and  bacterio- 
static effects  on  the  atmosphere  of  closed  air  spaces. 
The  experimental  methods  for  controlling  the  factors 
involved  are  now  available  so  that  it  remains  only  to 
choose  what  method  or  combination  of  methods  can 
be  most  effectively  employed  in  actual  practice. — 
J.A.M.A. 


OPPORTUNITY  TO  STUDY  ARMY  AND  NAVY  TREATMENT  OF  CASUALTIES 


An  opportunity  to  study  Army  and  Navy  treat- 
ment of  casualties  at  two  of  the  nation's  leading 
militar3r  hospitals  will  be  afforded  physicians  at- 
tending the  annual  convention  of  the  Association 
of  Military  Surgeons  of  the  United  States  in  Phila- 
delphia on  October  21-23,  inclusive. 

Visits  to  the  U.S.  Naval  Hospital,  Philadelphia, 
and  the  U.S.  Army  Hospital  at  Valley  Forge,  where 
patients  from  war  zones  are  under  treatment,  may 
be  arranged  for  members  of  the  Association  during 
the  three-day  convention  at  the  Bellevue-Stratford 
if  they  so  wish. 

The  Army  Hospital  is  near  the  site  of  George 
Washington's  winter  headquarters  in  the  bitter 
season  of  1777-1778.  Its  location  accentuates  the 
fact  that  the  1943  convention  will  be  held  in  a city 
rich  in  both  military  and  medical  history. 

Philadelphia  rightly  claims  the  distinction  of 
being  the  birthplace  of  the  nation  and  of  American 


medicine.  Here  the  Declaration  of  Independence 
wras  signed.  Here  also  were  founded  the  first  medi- 
cal school,  the  first  hospital,  and  the  first  woman’s 
medical  college. 

The  College  of  Physicians  was  formed  in  Philadel- 
phia during  the  same  year  that  the  Constitution  of 
the  United  States  was  being  wrritten  there.  Twto  of 
the  founders  of  the  College  of  Physicians,  Dr. 
Benjamin  Rush,  of  Pennsylvania,  and  Dr.  James 
McHenry,  of  Maryland,  were  among  the  signers  of 
the  Declaration  of  Independence. 

The  Navy’s  Bureau  of  Medicine  and  Surgery  wras 
established  originally  in  Philadelphia. 

Throughout  the  years  Philadelphia  has  main- 
tained its  high  place  in  medical  circles  and  today 
boasts  of  six  of  the  country's  outstanding  medical 
schools.  They  are:  The  University  of  Pennsyl- 

vania, Graduate  School,  Jefferson,  Temple,  Hahne- 
mann, and  the  Woman’s  Medical  College. 


THE  SIGNIFICANCE  OF  INCREASED  MENSTRUAL  BLEEDING 
IN  WOMEN  OVER  FORTY 

Clyde  L.  Randall,  M.D.,  Buffalo 


IN  1920,  the  Council  of  the  Medical  Women’s 
Federation  (England)1  appointed  a com- 
mittee to  investigate  the  clinical  aspects  of  the 
menopause.  The  conclusions  of  this  group  were 
based  upon  an  analysis  of  the  data  collected  from 
1,200  questionnaires.  The  attention  accorded 
this  subject  by  others  writing  at  the  time  is  indi- 
cated by  Fitzgibbon,2  who,  in  1932,  was  among 
the  first  to  enumerate  “suggested  criteria  of  the 
normal  menopause.”  However,  neither  the 
report  of  the  Medical  Women’s  Federation  nor 
Fitzgibbon’s  study  considered  the  significance  of 
changes  in  the  amount  of  the  menstrual  flow 
during  the  menopausal  years. 

Menorrhagia  at  the  Menopause 

The  significance  of  increased  menstrual  bleed- 
ing at  the  time  of  the  menopause  has  been  dis- 
cussed in  a number  of  authoritative  reviews  of  the 
subject.  Keene,3  Payne,4  Norris,5  Crossen  and 
Crossen,6  and  Taylor  and  Millen7  have  all  ana- 
lyzed large  series  of  cases  and  have  presented 
valuable  data  concerning  the  cause  of  increased 
bleeding  at  the  time  of  the  menopause.  In  view 
of  their  studies  the  causes  of  menorrhagia  among 
women  in  this  age  group  will  not  be  detailed  in 
this  report. 

TABLE  1 


TDTAL  HISTORIES  CONSIDERED 


PATIENTS  AGE 

GROUP 

NO.  of  PATIENTS 

OVER  40 

COMPLAINTS -OTHER  THAN  BLEEDING 
(Still  having  regular  periods) 

493 

OVER  40 

COMPLAINT-  MENSTRUAL  EXCESS 
or  IRREGULARITY 

663 

TOTAL  PATIENTS  SEEN  BEFORE  MENOPAUSE 

1176 

OVER  40 

MENORAU5E  after  SURGERY 
or  RAqiATION 

143 

OVER  40 

AMENORRHEA  of  t>  b 12 
MONTHS  DURATION 

23 

OVER  40 

AMENORRHEA  LONGER  THAN 
12  MONTHS 

630 

TOTAL  PATIENTS  SEEN  AFTER  MENOPAUSE 

616 

Total  number  of  histories  of  women  over  40 

1992 

1992 

The  frequency  of  increased  bleeding  during  the 
change  of  life  is  evident  in  the  figures  shown  in 
Table  1.  For  this  report  the  menstrual  histories 
of  1,992  patients  over  40  years  of  age  have  been 
analyzed,  and  of  this  number  1,176  were  seen 
prior  to  cessation  of  their  periods.  Of  the  women 
seen  before  their  menopause,  683,  or  58  per  cent, 
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sought  medical  advice  because  of  irregular  or  in- 
creased menstrual  flow.  Among  the  patients 
over  40,  816  were  interviewed  after  their  meno- 
pause and  of  this  number  650  had  noted  no  bleed- 
ing for  longer  than  a year  following  spontaneous 
cessation  of  their  periods. 

table  2 


COMPLAINT  INCREASED  MENSTRUAL  BLEEDING 

663  patients-  over  40 : before  the  menopause 


PROCEDURE  ADVISED 

NO.  of  PATIENTS 

INCIDENCE 

OFFICE  MANAGEMENT 

160 

23.4  % 

To  HOSPITAL  for  SURGERY 

260 

41  % 

GROSSLY  APMlttLt  PATHOLOGY 

To  HOSPITAL  for  DIAGNOSIS 

243 

35.6% 

PATHOLOGY  NOT  GROSSLY  APPRECIABLE 

Considering  the  683  patients  over  40  years  of 
age  who  sought  medical  advice  because  of  in- 
creased bleeding  before  the  menopause  (Table 
2),  it  is  apparent  that  only  160  patients,  or 
23.4  per  cent,  of  the  group  were  treated  in  the 
office.  Among  this  group  an  easily  removed 
cervical  polyp  or  obviously  functional  menor- 
rhagia were  the  most  frequent  causes  for  the  in- 
creased bleeding.  It  wrill  be  noted  that  hospitali- 
zation was  advised  for  3 of  every  4 patients 
among  these  683  women.  In  35.6  per  cent  there 
was  apparently  no  gross  pathology  to  account  for 
the  bleeding;  therefore  hospitalization  and  curet- 
tage were  advised  as  a means  of  establishing  a 
diagnosis. 

table  3 


INCIDENCE  of  MALIGNANCY  as  the  CAUSE  of  INCREASED  BLEEDING 

523  women  before  the  menopause--  hospitalization  advised 


CAUSE  of  BLEEDING 

incidence: 

FIBROHYOMAS  of  UTERUS 
COINCIDENTAL  MALIGNANCY  - 1 CASE 

46.4  % 

ENDOMETRIAL  HYPERPLASIA 
NO  APPRECIABLE  FIBROID 

17.6  % 

POLYPS 

NO  COINCIDENTAL  MALIGNANCY 

11.2  % 

MISCELLANEOUS  - NON- MALIGNANT 

17.4  % 

MALIGNANCY  , 

IN  UTERI  WITHOUT  FIBROIDS  — 10.3  % 

5.3  % 

Table  3 illustrates  the  almost  universal  obser- 
vation that  fibroids  of  the  uterus  are  found  in 
fully  one-half  the  women  wdth  menorrhagia  dur- 
ing the  menopausal  years.  The  incidence  of 
malignancy,  5.3  per  cent,  is  certainly  high  enough 
to  emphasize  the  necessity  of  employing  meas- 
ures adequate  to  eliminate  the  possibility  of  car- 
cinoma in  every  woman  whose  flow  increases 
after  40  years  of  age. 
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Malignancy  at  the  Menopause 

According  to  a recent  statement  of  one  of  the 
largest  life  insurance  companies,8  5 of  every  200 
women  reaching  the  age  of  40  now  die  of  carci- 
noma of  the  uterus.  However,  a single  figure 
may  not  satisfactorily  express  the  incidence  of 
malignancy  as  the  cause  of  increased  menstrual 
flowing  in  women  over  40.  In  Table  3,  it  may  be 
noted  that  when  patients  with  grossly  appreciable 
fibroids  are  excluded  from  consideration,  malig- 
nancy of  the  uterus  was  found  in  10.3  per  cent  of 
women  complaining  of  increased  bleeding  before 
the  menopause.  Since  this  figure  included  cases 
in  which  the  diagnosis  of  malignancy  was  evident 
grossly,  it  does  not  represent  the  incidence  of  sus- 
pected or  unsuspected  malignancy  proved  only  on 
curettage.  An  effort  was  made  to  determine  the 
incidence  of  early  carcinoma  of  the  fundus  when 
women  experiencing  only  increased  bleeding  are 
curetted  at  the  time  of  the  menopause.  In 
Table  4,  it  will  be  noted  that  adenocarcinoma  of 
the  uterus  was  found  in  9.1  per  cent  of  165  women 
with  a grossly  normal  uterus  curetted  on  account 
of  menorrhagia  at  the  menopause. 

TABLE  A 


INCIDENCE  of  MALIGNANCY 
165  women:  Complaint  - increased  bleeding  before  menopause 
Apparently  normal  uterus  - curetted  for  diagnosis 


ADENOCARCINOMA 

15  CASES 

INCIDENCE 

9.1  % 

Irregular  bleeding  at  the  menopause  is  difficult 
to  interpret  because  cessation  of  the  periods 
usually  involves  some  irregularity  of  the  flow. 
During  the  past  fifteen  years  Novak9  has  re- 
peatedly clarified  the  symptomatology  of  the 
menopause,  always  with  emphasis  on  the  neces- 
sity of  eliminating  malignancy  of  the  uterus 
whenever  there  is  an  increased  menstrual  flow 
during  the  menopausal  years.  King,10  Pember- 
ton,11 Dougal,12  and  others  have  likewise  stressed 
the  importance  of  a diagnostic  curettage  when- 
ever increased  menstrual  flowing  occurs  in  women 
over  40  years  of  age.  Obviously  it  is  desirable  to 
recognize  criteria  by  which  the  changes  in  men- 
strual flow  incidental  to  the  menopause  may  be 
distinguished  from  abnormal  bleeding  that  re- 
quires a careful  search  for  early  malignancy. 

Criteria  of  Normal  Bleeding  at  the 
Menopause 

The  literature  includes  many  considerations  of 
increased  bleeding  at  the  time  of  the  menopause 
in  which  it  is  either  stated  or  assumed  that  the 
normal  change  involves  either  a gradual  or  an 
abrupt  cessation  of  the  menstrual  flow.  Ab- 
normal bleeding  has  been  frequently  discussed, 


but  there  has  been  scant  reference  to  the  reliabil- 
ity of  the  generally  accepted  norm.  Moreover, 
the  literature  suggests  no  universal  agreement 
as  to  when  an  increase  in  menstrual  flow  at  the 
time  of  the  menopause  indicates  a search  for 
pathology.  Fitzgibbon,  for  instance,  speaks  of 
the  patient  whose  history  he  presents  as  exhibit- 
ing menorrhagia  considered  “as  usual  associated 
with  the  approach  of  the  menopause.”  Fre- 
quently quoted  is  Drips’13  employment  of 
Zondek’s  classification  of  menopausal  disturb- 
ances, in  which  so-called  “Period  1”  is  designated 
as  the  months  in  which  more  frequent  or  exces- 
sive menstruation  occurs.  Many  clinicians  are 
prone  to  regard  the  statements  of  Novak,  White- 
house,14  and  others  (referring  to  the  fact  that 
women  with  an  increased  flow  at  the  menopause 
have  less  severe  flushes  and  emotional  instability) 
as  an  acceptance  of  an  increased  flow  as  a part 
of  the  normal  menopause. 

Several  years  ago  a search  of  the  literature 
failed  to  reveal  a report  in  which  statistics  had 
been  presented  to  illustrate  the  characteristics  of 
menstruation  during  normal  cessation  of  the  flow. 
There  seemed  to  be  no  data  supporting  the  fre- 
quently expressed  opinion  that  a majority  of 
women  experience  no  increased  flow  preceding 
final  cessation  of  their  periods.  Since  that  time, 
in  every  suitable  postmenopausal  patient  con- 
tacted in  an  office  practice,  a careful  history  has 
been  taken  with  respect  to  the  amount  and 
regularity  of  the  menstrual  flow  during  the  meno- 
pausal years.  In  this  manner,  data  have  been 
collected  on  the  relative  frequency  of  increased 
bleeding  as  compared  with  the  occurrence  of  a 
gradual  or  abrupt  cessation  of  the  flow  at  the  time 
of  the  menopause.  To  insure  uniformity  of  inter- 
pretation, all  the  histories  considered  were  taken 
by  one  individual. 

TABLE  5 


INCIDENCE  of  MENORRHAGIA  af  MENOPAUSE 


GROUP 

NO.  of  PATIENTS 

INCIDENCE 

CESSATION  after  SURGERY  or  RADIUM 

143 

CESSATION  within  6 to  12  MONTHS 

23 

INACCURATE  DATA  REGARDING  MENORRHAGIA 

106 

TOTAL  HISTORIES  DISCARDED 

272 

CESSATION  LONGER  THAN  ONE  YEAR 
No  menorrhagia  prior  lo  cessation 

440 

80.9% 

(Complaint : postmenopausal  bleeding) 

(iioT 

(67.1%) 

*No  postmenopausal  bleeding 

330 

66.9%' 

MENORRHAGIA  PRIOR  to  CESSATION 

104 

19.1% 

(Complaint ; postmenopausal  bleeding) 

W 

(32.9%) 

*No  postmenopausal  bleeding 

50 

13.1%' 

TOTAL  NUMBER  POSTMENOPAUSAL  CASES 

616 

616 

100% 

Data  were  recorded  on  a total  of  816  patients 
past  the  menopause,  but  of  this  number  the  his- 
tories of  272  have  been  disregarded  for  the  rea- 
sons indicated  in  Table  5.  Among  544  women 
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interviewed  a year  or  more  after  spontaneous 
cessation  of  their  periods,  440,  or  80.9  per  cent, 
gave  a history  of  gradual  or  abrupt  cessation  of 
bleeding  with  no  occurrence  of  menorrhagia. 
This  figure  suggests  that  19  women  of  every  100 
going  through  the  menopause  experience  in- 
creased bleeding  prior  to  cessation  of  their 
flow. 

However,  among  women  over  40  who  consult  a 
gynecologist  we  might  expect  to  find  a higher 
incidence  of  menorrhagia  than  occurs  among  the 
population  at  large.  For  that  reason  we  believe 
a more  reliable  figure  has  been  obtained  from  the 
histories  of  a somewhat  smaller  group  of  women. 
Three  hundred  and  eighty,  or  70  per  cent,  of  the 
women  who  came  to  the  office  after  their  meno- 
pause came  with  no  complaint  referable  to  bleed- 
ing. 

In  most  instances  they  came  because  of 
relaxation,  prolapse,  symptoms  referable  to 
postmenopausal  atrophic  changes,  breast  lesions, 
and  the  like.  Of  that  group,  only  50,  or  13  per 
cent,  had  experienced  menorrhagia  prior  to  cessa- 
tion of  their  periods.  This  figure,  13  women 
of  every  100,  we  present  as  an  estimate  of  the 
incidence  of  increased  flowing  at  the  time  of  the 
menopause. 

In  the  records  of  the  Buffalo  General  Hospital 
we  have  found  nothing  to  suggest  a significantly 
high  incidence  of  adenocarcinoma  of  the  uterus 
among  women  whose  menstruation  continues 
past  the  forty-ninth  year.  In  fact,  the  occurrence 
of  adenocarcinoma  of  the  fundus  was  frequently 
noted  among  younger  women.  We  should  be 
inclined  to  agree  with  Taylor’s  observation7  that 
the  woman  who  menstruates  regularly  in  her 
fifties  is  less  likely  to  have  a malignancy  than  the 
woman  who  experiences  postmenstrual  flowing  in 
her  forties. 

Relation  of  Menorrhagia  at  Menopause  to 
Postmenopausal  Bleeding 

It  is  not  the  purpose  of  this  report  to  consider 
the  significance  of  postmenopausal  bleeding. 
However,  the  possible  significance  of  one  factor 
in  the  recurrence  of  uterine  bleeding  after  the 
menopause  should  not  be  overlooked.  We  had 
suspected  that  the  endometrial  hyperplasia  fre- 
quently associated  with  menorrhagia  at  the  meno- 
pause might  persist  asymptomatically  in  a uterus 
destined  to  bleed  again  with  the  postmeno- 
pausal development  of  an  adenocarcinoma  in  the 
fundus. 

Since  it  is  practically  impossible  to  say  when  the 
individual  past  the  menopause  is  beyond  the 
probability  of  further  uterine  pathology,  only  an 
estimate  can  be  made,  in  a series  of  this  size,  as  to 
the  predisposition  of  a group  to  develop  post- 
menopausal bleeding.  However,  considering 


the  data  in  Table  5,  it  is  interesting  that  among 
164  women  noting  a recurrence  of  vaginal  bleed- 
ing one  or  more  years  after  cessation  of  their 
periods,  54,  or  32.9  per  cent,  gave  a history  of 
heavier  flowing  during  then  menopause.  In  this 
group,  the  incidence  of  menorrhagia  preceding 
cessation  of  the  flow  was  nearly  three  times 
greater  than  that  experienced  by  the  women 
who  came  in  with  no  history  of  postmenopausal 
bleeding. 

This  figure  would  suggest  that  the  woman 
who  apparently  spontaneously  recovers  after 
menorrhagia  at  the  menopause  runs  a much 
greater  chance  of  developing  postmenopausal 
bleeding  than  the  woman  who  experienced  an 
abrupt  or  gradual  cessation  of  her  flow.  If 
menorrhagia  at  the  menopause  predisposes  the 
individual  woman  to  a higher  incidence  of  post- 
menopausal bleeding,  women  who  experience 
increased  flowing  prior  to  cessation  of  their 
periods  might  be  expected  to  develop  a higher 
incidence  of  malignancy  of  the  fundus  during 
their  postmenopausal  years.  However,  as  indi- 
cated in  Table  6,  we  found  no  evidence  that  the 
incidence  of  carcinoma  of  the  uterus  was  higher 
among  women  who  had  noted  menorrhagia  at 
the  menopause  than  among  women  who  had 
experienced  an  abrupt  or  gradual  cessation  of 
their  flow.  Undoubtedly  we  should  consider 
menorrhagia  prior  to  the  menopause  as  one 
problem  and  postmenopausal  bleeding  as  an- 
other, but  the  possibility  of  the  former  predis- 
posing the  individual  to  the  latter  might  well  be 
kept  in  mind. 

TABLE  b 


INCIDENCE  of  MALIGNANCY  as  ihr  CAUSE  of  POSTMENOPAUSAL  BLEEDING 
164  women  afler  the  menopause 


type:  of  menopause: 

NO.  of  WOMEN 

INCIDENCE  of  MALIGNANCY 

MENORRHAGIA  PRIOR  b CESSATION 

54 

39.3  •/. 

GRADUAL  or  ABRUPT  CESSATION 

110 

39.3% 

The  figures  shown  in  Table  6 are  not  in  accord 
with  data  usually  quoted  on  postmenopausal 
bleeding.  Norris5  found  the  reappearance  of 
vaginal  bleeding  after  a year  or  more  of  amenor- 
rhea to  be  due  to  malignancy  in  52.9  per  cent  of 
1,797  cases.  Similarly,  among  2,000  patients 
admitted  to  the  hospital  on  account  of  post- 
menopausal bleeding,  Keene3  found  the  incidence 
of  carcinoma  to  be  61.4  per  cent.  However, 
it  should  be  noted  that  both  Norris  and  Keene 
were  reporting  on  the  incidence  of  malignancy 
as  the  cause  for  postmenopausal  bleeding  among 
patients  entering  a hospital  for  diagnosis  and/or 
treatment. 

It  is  of  course  possible  that  carcinoma  is  not 
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responsible  for  the  occurrence  of  postmenopausal 
bleeding  in  as  high  a proportion  of  the  women 
seen  by  the  practitioner  as  has  been  indicated  by 
reports  on  the  incidence  of  malignancy  among 
patients  admitted  for  hospital  care.  Among  the 
patients  seen  in  office  practice,  postmenopausal 
bleeding  may  be  due  to  senile  vaginitis,  vaginal 
erosion  secondary  to  prolapse,  easily  removed 
polyps,  or  to  the  excessive  use  of  estrogenic  ther- 
apy for  menopausal  symptoms.  Such  causes  for 
postmenopausal  bleeding  do  not  appear  fre- 
quently among  patients  referred  for  hospital 
care,  and  their  inclusion  probably  accounts  for 
the  relatively  low  incidence  of  malignancy  noted 
in  Table  6.  Our  data  indicated  that  4 of  every 
10  women  who  consult  the  doctor  on  account  of  a 
recurrence  of  vaginal  bleeding  a year  or  more 
after  the  menopause  have  a malignant  tumor. 
For  that  reason  alone — particularly  if  menor- 
rhagia at  the  menopause  predisposes  the  individ- 
ual to  postmenopausal  bleeding — our  measures 
to  control  menorrhagia  prior  to  the  menopause 
might  well  take  into  account  the  desirability  of 
insuring  against  the  occurrence  of  later  pathology 
in  the  uterus. 

Discussion 

It  has  been  evident  for  thirty  years  that  an 
early  diagnosis  and  the  prompt  institution  of  ade- 
quate treatment  provide  the  only  means  of  sav- 
ing the  lives  of  women  with  a malignancy  begin- 
ning in  the  cervix  or  uterine  fundus.  Professional 
groups  and  lay  audiences  are  repeatedly  warned  of 
the  possible  seriousness  of  irregular  or  increased 
vaginal  bleeding  in  women  over  40  years  of 
age. 

Yet  personal  experience  too  often  modifies  the 
individual’s  apprehension  regarding  excessive 
bleeding  at  this  time  of  life.  Not  infrequently  a 
woman  experiencing  menorrhagia  at  the  meno- 
pause recovers  after  the  annoyance  of  a few  pro- 
longed or  profuse  periods.  Thereafter  she  is  con- 
vinced of  the  harmlessness  of  the  heavy  or  irregu- 
lar flowing  she  experienced  at  the  change  of  life, 
and  in  this  way  a doctrine  of  complacency  may 
be  perpetuated  from  one  generation  to  the  next. 
It  is  this  very  complacency  which  constitutes  our 
major  problem. 

We  recognize  that  only  a small  proportion  of 
the  individuals  with  suggestive  bleeding  are  des- 
tined to  develop  fatal  pathology.  To  enlist  the 
interest  of  the  fortunate  majority  we  must  fre- 
quently remind  them  that  the  unfortunate  minor- 
ity exists  unrecognized  among  their  number.  To 
convince  ourselves  of  the  wisdom  of  this  policy 
it  is  well  occasionally  to  question  the  significance 
of  menorrhagia  at  the  menopause.  However, 
whenever  we  do  so,  we  find  the  incidence  of 
uterine  malignancy  as  a cause  of  increased  bleed- 


ing a threat  to  each  woman  in  this  age  group 
until  adequate  measures  to  eliminate  the  presence 
of  carcinoma  have  been  employed  by  her  physi- 
cian. 


Summary 

According  to  the  data  presented,  at  the  time 
of  the  menopause  87  per  cent  of  women  experience 
a gradual  or  abrupt  cessation  of  their  menstrual 
flow,  and  in  only  13  per  cent  the  flow  is  increased 
prior  to  cessation  of  the  periods. 

Fibroids  of  the  uterus  were  responsible  or 
one-half  the  instances  of  increased  bleeding  in 
women  over  40. 

Malignancy  of  the  uterus  was  the  cause  of  in- 
creased bleeding  prior  to  the  menopause  in  5.3 
per  cent  of  patients. 

When  uteri  not  containing  fibroids  were  cu- 
retted in  order  to  explain  menorrhagia  occurring 
before  the  menopause,  the  incidence  of  adeno- 
carcinoma in  the  fundus  was  9.1  per  cent. 

It  is  suggested  that  women  who  experienced 
menorrhagia  prior  to  the  cessation  of  their  pe- 
riods are  more  likely  to  develop  postmenopausal 
bleeding  than  women  whose  menopause  is  charac- 
terized by  an  abrupt  or  gradual  cessation  in  the 
menstrual  flow.  The  significance  of  this  obser- 
vation is  suggested  by  the  incidence  of  malig- 
nancy as  a cause  for  postmenopausal  bleeding. 

Conclusion 

Data  are  offered  in  support  of  a frequently 
emphasized  dictum — whenever  women  over  40 
develop  increased  menstrual  bleeding,  no  other 
diagnosis  should  be  accepted  until  the  possibility 
of  a malignancy  in  the  uterus  has  been  elimi- 
nated.* 
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CONFERENCES  ON  THERAPY 

'T^HESE  are  stenographic  reports,  slightly  edited,  of  conferences  by  the  members  of 
the  Departments  of  Pharmacology  and  of  Medicine  of  Cornell  University  Medical 
College  and  the  New  York  Hospital,  with  collaboration  of  other  departments  and  in- 
stitutions. The  questions  and  discussions  involve  participation  by  members  of  the  staff 
of  the  college  and  hospital,  students,  and  visitors.  The  next  report  will  appear  in  the 
October  1 issue  and  will  concern  “Treatment  of  Poisoning  by  the  Barbiturates.” 

Carbon  Monoxide  Poisoning 


Dr.  Eugene  F.  DuBois:  Carbon  monoxide 
poisoning  is  not  the  invention  of  the  gas  com- 
panies and  the  automobile  manufacturers.  It 
probably  started  as  soon  as  man  began  making- 
fires  in  closed  spaces.  It  is  with  us  frequently  in 
this  city.  I want  to  emphasize  the  fact  that  it 
does  not  always  come  with  the  label,  that  it  does 
not  always  come  with  the  smell  of  illuminating 
gas,  and  that  many  cases  are  undiagnosed. 

We  saw  carbon  monoxide  poisoning  very  fre- 
quently at  Bellevue  Hospital.  It  still  is  fre- 
quently seen  there,  I understand,  but  not  so 
frequently  as  it  used  to  be.  It  was  a common 
sight  to  see  on  the  ward  the  men  from  the  gas 
company  working  most  efficiently  as  a team  on 
the  patients  who  were  brought  in  by  the  am- 
bulance or  the  gas  company  as  victims  of  carbon 
monoxide  poisoning. 

Today  Dr.  Milton  Helpern  is  going  to  discuss 
the  occurrence  and  pathology  of  carbon  monoxide 
poisoning. 

Dr.  Milton  Helpern:  As  Dr.  DuBois  has 
indicated,  carbon  monoxide  poisoning  is  one  of 
the  most  ancient  forms  of  poisoning  and  dates 
back  to  the  first  use  of  fire.  The  incomplete 
combustion  of  any  type  of  fuel — gaseous,  liquid, 
or  solid — is  accompanied  by  the  evolution  of 
carbon  monoxide,  and  proper  provision  for  its 
escape  during  fuel  combustion  is  most  important 
in  preventing  asphyxial  poisoning. 

In  actual  experience,  most  cases  of  carbon 
monoxide  poisoning  result  from  the  inhalation 
of  uncombusted  illuminating  gas  which  contains 
a high  percentage  of  carbon  monoxide.  In  such 
cases,  it  is  even  customary  to  certify  the  cause 
of  death  as  illuminating  gas  poisoning.  As 
already  mentioned,  carbon  monoxide  is  generated 
during  any  conflagration  and  during  the  in- 
complete combustion  of  any  type  of  fuel, . in- 
cluding natural  gas,  which  does  not  contain  car- 
bon monoxide  as  an  ingredient.  Formerly,  when 
heating  appliances  were  not  so  efficiently  con- 
structed as  they  are  now,  we  saw  many  cases  of 
carbon  monoxide  poisoning  which  occurred  when 


the  gas  or  other  fuel  was  incompletely  combusted 
and  the  liberated  carbon  monoxide  was  allowed 
to  accumulate  in  a relatively  confined  space. 

Another  important  source  of  carbon  monoxide 
is  the  exhaust  gas  of  the  internal  combustion 
automobile  engine,  which  contains  a very  high 
percentage — about  7 per  cent — of  carbon  mon- 
oxide. If  this  automobile  exhaust  gas  is  inhaled 
for  a short  length  of  time — for  example,  in  a 
small  closed  garage — fatal  poisoning  will  occur 
rapidly. 

I should  like  to  point  out  the  incidence  of  fatal 
carbon  monoxide  poisoning  in  New  York  City 
by  means  of  the  statistical  tables  in  the  1939 
“Annual  Report  of  the  Office  of  the  Chief  Medical 
Examiner.”  In  1939,  there  were  1,210  suicides, 
445  of  which  were  by  inhalation  of  illuminating 
gas  and  31  by  inhalation  of  motor  exhaust  fumes. 
From  year  to  year  the  suicide  total  is  about  the 
same.  The  total  of  476  deaths  from  carbon  mon- 
oxide poisoning  represents  a large  per  cent  of  all 
the  fatal  suicidal  poisonings  encountered. 

In  the  table  of  accidental  deaths  by  poisoning, 
which  includes  a certain  number  of  cases  in  which 
the  circumstances  could  not  be  determined  and 
which  were  probably  not  all  accidental,  there  was 
a total  of  971  deaths,  including  440  deaths  from 
acute  and  chronic  alcoholism  and  153  deaths  dur- 
ing anesthesia.  One  hundred  and  seventy-two 
of  these  were  carbon  monoxide  poisonings  re- 
sulting from  the  inhalation  of  illuminating  gas 
and  47  from  the  inhalation  of  carbon  monoxide, 
the  origin  of  which  was  other  than  illuminating 
gas.  In  the  latter  group,  the  source  of  the  gas 
was  automobile  exhaust  fumes  or  “coal  gas” 
escaping  from  defective  furnace  flues.  The  total 
number  of  accidental  and  undetermined  deaths 
from  carbon  monoxide  poisoning  was  216  in 
1939. 

The  incidence  of  accidental  carbon  monoxide 
poisonings  has  dropped  considerably.  Fifteen 
years  ago,  there  were  more  than  800  fatal  ac- 
cidental poisonings  in  a year.  Most  of  these 
resulted  from  the  use  of  defective  gas  fixtures. 


1639 


1640 


THERAPEUTICS 


[N.  Y.  State  J.  M. 


Since  gas  lighting  appliances  in  the  home  have 
been  largely  replaced  by  those  using  electricity, 
there  has  been  a tremendous  diminution  in  the 
number  of  potentially  dangerous  gas  outlets 
and  fixtures.  Gas  stoves  and  heating  appliances 
are  also  tested  much  more  rigidly  before  they  are 
allowed  to  be  used  by  the  public.  Most  of  the 
accidental  carbon  monoxide  poisonings  we  now 
see  occur  when  a senile  arteriosclerotic  individual 
or  an  intoxicated  person  puts  a pot  on  the  stove, 
turns  on  the  gas,  but  forgets  to  light  it.  Oc- 
casionally a person  trips  over  and  separates  the 
rubber  connecting  hose  between  the  gas  outlet 
on  the  wall  and  a portable  gas  stove  or  burner. 
Then  there  are  many  instances  in  which  a con- 
necting rubber  gas  hose  is  old  or  biittle  or  other- 
wise defective  so  that  sufficient  gas  leaks  from  it 
to  cause  asphyxiation.  One  should  remember 
that  the  incidence  of  accidental  carbon  monoxide 
asphyxiation  is  seasonal;  it  occurs  most  fre- 
quently during  the  winter  months  when  fuel  con- 
sumption is  heaviest. 

One  sometimes  hears  a curious  and  erroneous 
explanation  of  the  cause  of  fatalities  when  persons 
are  found  dead  of  carbon  monoxide  poisoning  in 
closed,  unventilated  rooms  heated  by  open  gas 
burners.  The  newspapers  occasionally  carry  a 
story  that  the  burner  extinguished  itself  after 
the  oxygen  in  the  room  was  all  used  up,  after 
which  the  escaping  gas  poisoned  the  occupants. 
Obviously,  such  an  explanation  is  fallacious. 
The  oxygen  supply  is  not  used  up  in  that  way. 
The  occupant  is  poisoned  by  the  carbon  monoxide 
escaping  from  the  burner  while  it  is  lighted  be- 
cause of  faulty,  incomplete  combustion  of  the 
gas,  or  because  the  gas  was  turned  on  and  the 
burner  not  lighted  in  the  first  place. 

I should  like  also  to  emphasize  a fact  that  Dr. 
DuBois  has  already  mentioned — that  not  all 
cases  of  carbon  monoxide  poisoning  are  labeled 
as  such  when  they  first  come  under  observation. 
It  is  true  that  in  the  majority  of  cases  the  di- 
agnosis is  very  simple.  The  scene  makes  the 
case  an  obvious  one.  The  victim  is  found  dead 
or  unconscious  in  an  atmosphere  of  carbon  mon- 
oxide. There  may  have  been  careful,  detailed 
preparations  for  suicide.  The  cracks  around  the 
doors  and  windows  and  the  keyholes  are  sealed 
by  being  covered  over  or  stuffed  with  paper  or 
rags;  the  victim  is  unconscious  or  dead  on  the 
floor  in  front  of  the  stove  with  all  the  petcocks 
turned  on  and  blowing  gas.  Frequently  there  is 
a suicide  note. 

It  is  important  to  remember  that  there  are 
cases,  usually  accidental,  in  which  the  scene  is 
misleading  because  the  source  of  the  carbon  mon- 
oxide is  not  apparent.  In  such  cases,  the  victim 
may  be  found  semistuporous  or  unconscious 
and  brought  to  the  hospital  with  an  erroneous 


diagnosis.  Mild  cases  of  poisoning  with  mis-  3 

leading  symptoms  of  headache,  nausea,  and  1 

vomiting  are  misdiagnosed  as  gastroenteritis 
or  food  poisoning,  especially  when  several  persons  ( 
become  ill  with  such  symptoms  after  having  par-  ! 
taken  of  a meal.  They  may  recover  spontane-  1 
ously  and  be  discharged  from  the  hospital  without  1 
a correct  diagnosis  of  carbon  monoxide  poisoning 
ever  having  been  made.  In  other  cases  the  pa- 
tient is  admitted  to  the  hospital  in  coma  and, 
because  a source  of  carbon  monoxide  or  its 
presence  was  not  detected  or  suspected  at  the 
scene  where  the  individual  was  found,  the  correct 
diagnosis  is  not  made  or  even  considered.  The 
patient  dies  in  coma  after  several  hours  or  days. 

If  the  victim  has  survived  several  hours,  much 
of  the  carbon  monoxide  will  have  been  eliminated 
and  an  autopsy  may  reveal  little  to  prove  carbon 
monoxide  poisoning.  If  blood  was  not  taken  for 
qualitative  and  quantitative  determinations  of 
its  carbon  monoxide  content,  the  diagnosis  wiIF~~ 
not  be  made.  If  such  a patient  survives  for  ! 
almost  twenty-four  hours,  the  gas  will  have  been 
completely  eliminated  and  brain  lesion  may  not 
have  had  sufficient  time  to  develop,  so  that  the 
case  cannot  be  diagnosed,  not  even  at  autopsy 
Fortunately,  in  patients  who  survive  more  than 
twenty-four  hours  in  coma,  the  postmortem 
findings  in  the  brain  are  fairly  characteristic. 

In  fatal  cases,  the  pathologic  lesions  vary  with 
the  type  of  case.  When  asphyxiation  by  carbon 
monoxide  occurs  rapidly  from  the  inhalation  of 
a high  concentration  of  the  gas,  as  in  the  case  of 
suicides  who  turn  on  several  gas  petcocks  in  a 
closed  room,  the  necropsy  will  reveal  the  char- 
acteristic cherry-red  carboxyhemoglobin  color- 
ation of  the  skin,  blood,  and  congested  or- 
gans. 

The  pinkish-red  color  of  the  suggillations  im- 
mediately suggests  the  diagnosis  even  before  the 
body  is  opened.  In  such  cases  the  blood  will 
give  strongly  positive  qualitative  tests  for  carbon 
monoxide  and  the  quantitative  tests  will  reveal 
a high  percentage  of  saturation  of  the  blood  with 
carbon  monoxide.  The  postmortem  diagnosis 
in  cases  of  acute,  fatal  carbon  monoxide  asphyxi- 
ation is  obvious  to  the  experienced  observer. 

Kodachrome  transparencies  will  illustrate  the 
characteristic  cherry-red  color  of  the  postmortem 
suggillations  in  a case  of  acute  carbon  monoxide 
poisoning  in  which  the  individual  is  found  dead 
in  the  atmosphere  of  the  gas.  As  the  blood 
gravitates  into  the  vessels  of  the  dependent 
portions  of  the  body  after  death,  the  cherry-red 
color  becomes  quite  intense.  In  a similar  colored 
photograph,  the  body  of  a man  who  died  of  acute 
alcoholism  shows  the  ordinary  purplish-blue 
postmortem  lividity. 

The  situations  in  carbon  monoxide  poisoning 
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are  sometimes  very  strange,  as  illustrated  by 
the  following  case. 

The  deceased,  a middle-aged  white  man,  went 
down  into  the  basement  of  his  house  to  commit 
suicide.  He  tried  to  cut  his  throat,  but  not  very 
effectively.  There  were  multiple  hesitation  cuts 
on  the  side  of  the  neck  which  only  penetrated  the 
skin.  After  that  he  attempted  to  stab  himself 
several  times  through  the  frontal  portion  of  the 
scalp,  but  the  thickness  and  hardness  of  his  skull 
stopped  the  knife.  In  disgust,  he  removed  the 
belt  from  his  trousers,  looped  it  around  his  neck, 
and  fastened  the  other  end  to  an  overhead  pipe 
in  order  to  hang  himself;  but  the  weight  of  his 
body  caused  the  belt  to  snap  and  he  came  crash- 
ing down.  In  falling,  his  head  struck  and  broke 
off  a gas  jet  protruding  from  the  wall;  the  escap- 
ing gas  caused  his  death.  The  carbon  monoxide 
saturation  of  his  blood  was  70  per  cent,  and  the 
intense  cherry-red  postmortem  lividity  was 
striking.  It  was  a case  of  incidental,  if  not  ac- 
cidental, carbon  monoxide  poisoning  complicat- 
ing several  unsuccessful  attempts  at  suicide  by 
other  methods. 

There  are  occasional  cases  in  which  the  victim 
is  also  found  dead,  but  in  which  the  asphyxiation 
was  more  prolonged  in  the  atmosphere  of  the  gas. 
In  such  cases,  in  addition  to  the  cherry-red 
carboxyhemoglobin  coloration  of  the  congested 
organs,  one  may  find  numerous  fine  petechial 
hemorrhages  throughout  the  white  matter  of  the 
brain.  These  petechial  hemorrhages  are  not 
seen  in  the  rapidly  fatal  asphyxiations,  which 
show  only  the  characteristic  cherry-red  or  rose- 
colored  lividity. 

If  the  individual  survives  and  is  removed  from 
the  atmosphere  of  the  gas  into  the  fresh  air,  the 
carbon  monoxide  is  eliminated  fairly  rapidly 
from  the  blood  into  the  expired  air  and  the  blood 
returns  to  normal.  Unless  a sample  of  blood 
is  taken  within  a very  short  time  of  the  removal 
of  the  victim  from  the  atmosphere  of  the  gas,  the 
tests  for  carbon  monoxide  will  not  reveal  the 
highest  per  cent  of  carboxyhemoglobin  and,  if  too 
long  a time  elapses  before  the  blood  is  withdrawn, 
no  carbon  monoxide  may  be  found.  In  twenty- 
four  hours,  the  asphyxiated  person  will  have 
eliminated  all  of  the  gas.  The  gas  is  eliminated 
more  rapidly  when  resuscitation  measures  have 
been  carried  out. 

Bodies  of  persons  who  succumb  after  twenty- 
four  hours  will  no  longer  show  the  cherry-red 
coloration.  The  carboxyhemoglobin  will  have 
already  disappeared,  and  the  color  will  not  differ 
from  that  of  an  ordinary  dead  body. 

But  there  is  another  lesion  which  appears  just 
about  this  time,  after  about  twenty-four  hours 
or  more  of  survival  in  coma.  In  such  delayed 
deaths,  one  finds  in  the  brain  characteristic  bi- 


lateral symmetric  softening  or  anemic  necrosis 
of  the  globus  pallidus,  a lesion  which  was  called 
attention  to  by  Koiisko  a long  time  ago.  As  the 
period  of  survival  in  coma  after  asphyxiation 
increases,  this  lesion  becomes  more  conspicuous. 
The  anterior  third  or  half  of  the  globus  pallidus 
appears  crumbly  in  texture  and  is  sequestrated 
from  the  surrounding  tissue.  The  consistency 
and  appearance,  except  for  the  color,  is  very 
much  like  that  of  deviled  egg.  In  most  cases,  the 
necrotic  tissue  is  anemic  in  appearance;  in  some 
cases,  it  may  be  slightly  infiltrated  with  blood. 
There  may  be — but  in  most  cases  there  are  not 
— associated  petechiae  in  the  cerebral  white  mat- 
ter. 

I have  several  specimens  of  brain  which  demon- 
strate the  symmetric  anemic  necrosis  of  the  globus 
pallidus  in  delayed  deaths  from  carbon  monoxide 
poisoning.  Despite  the  statement  in  many  text- 
books, the  occurrence  of  petechial  hemorrhages 
in  the  cerebral  white  matter  in  addition  to  the 
anemic  softening  of  the  globus  pallidus  in  delayed 
deaths  is  infrequent.  Petechial  hemorrhages  in 
the  white  matter  of  the  brain  have  already  been 
mentioned  in  cases  of  prolonged  acute,  fatal 
asphyxiation  in  the  atmosphere  of  carbon  mon- 
oxide. 

In  delayed  deaths  and  in  some  prolonged  acute 
fatal  cases,  one  occasionally  finds  lesions  in  other 
organs  in  addition  to  the  brain  lesions.  There 
may  be  hemorrhages  in  the  heart  muscle,  but 
these  are  not  very  commonly  encountered.  Sub- 
endocardial hemorrhages  and  mural  thromboses 
may  occur  in  the  ventricles.  Scattered  trophic 
blisters  or  bullae  may  develop  in  the  skin.  The 
appearance  of  bullae  may  be  a useful  clue  in  the 
diagnosis  of  an  obscure  case  of  unconsciousness 
caused  by  carbon  monoxide  asphyxiation  in  wdiich 
there  are  also  hyperactive  and  abnormal  deep 
reflexes  suggestive  of  bilateral  pyramidal  tract 
disease.  The  possibility  of  carbon  monoxide 
poisoning  should  always  be  considered  in  such  a 
case. 

Aside  from  the  lesions  in  the  brain,  in  the  heart, 
and  in  the  skin,  there  are  no  other  characteristic 
lesions  in  delayed  deaths.  Pulmonary  edema 
and  a hypostatic  bronchopneumonia  are  the  im- 
mediate cause  of  death  in  patients  who  survive 
several  days.  I should  like  to  emphasize  the 
fact  that  the  only  consistent  finding  in  delayed 
deaths  from  carbon  monoxide  poisoning  is  the 
bilateral  anemic  necrosis  of  the  globus  pallidus, 
which  probably  has  its  inception  during  the  period 
of  anoxemia  occurring  at  the  time  of  the  asphyxi- 
ation and  during  the  initial  period  of  uncon- 
sciousness when  the  concentration  of  carbon 
monoxide  in  the  blood  is  greatest.  The  lesion  is 
not  altogether  restricted  to  carbon  monoxide 
poisoning.  It  occurs  rarely  in  other  conditions. 
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We  have  seen  it  twice  now  in  cases  of  severe 
barbiturate  poisoning,  when  the  patient  has 
remained  unconscious  for  a long  period  of  time. 
A third  such  case  has  recently  been  reported 
in  the  literature. 

Dr.  DuBois:  Dr.  Cattell  will  discuss  the 

pharmacology  and  treatment  of  carbon  mon- 
oxide poisoning. 

Dr.  McKeen  Cattell:  From  a physiologic 
standpoint  carbon  monoxide  is  a relatively  inert 
gas.  It  owes  its  toxic  properties  to  the  fact  that 
it  combines  with  hemoglobin  and  makes  it  un- 
available for  the  transport  of  oxygen.  This  im- 
portant discovery  goes  back  to  the  middle  of  the 
last  century  and  Claude  Bernard.  Every  symp- 
tom of  carbon  monoxide  poisoning  is  accounted 
for  by  the  asphyxia  thus  produced. 

In  1932  Fenn  and  Cobb  reported  that  in  intact 
frog  muscle  the  metabolism  is  increased  between 
two  and  three  times  when  air  is  replaced  by  76 
per  cent  carbon  monoxide  plus  21  per  cent  oxygen. 
In  a second  paper  they  extended  these  observa- 
tions to  other  tissues  of  both  cold-  and  warm- 
blooded animals  and  showed  that  the  increased 
metabolism  involved  the  actual  burning  of  carbon 
monoxide  to  carbon  dioxide  by  the  consumption 
of  oxygen.  This  occurs  to  an  appreciable  extent 
only  in  skeletal  and  cardiac  muscle. 

It  is  hardly  probable  that  oxidation  plays  an 
appreciable  role  in  the  elimination  of  carbon  mon- 
oxide in  the  intact  animal  or  man,  since  by  com- 
parison the  tissue  concentration  is  very  low  in- 
deed. 

The  circumstances  that  govern  the  combina- 
tion of  oxygen  and  carbon  monoxide  with  hemo- 
globin form  the  basis  for  the  treatment  of  carbon 
monoxide  poisoning.  It  was  shown  by  Haldane 
that  the  relative  amounts  of  oxyhemoglobin 
and  carboxyhemoglobin  existing  in  the  blood  are 
proportional  to  the  partial  pressure  of  each  gas. 
Thus,  a reversible  equilibrium  exists  which  con- 
forms to  the  laws  of  mass  action.  However, 
since  the  affinity  of  carbon  monoxide  for  hemoglo- 
bin is  much  greater  than  that  of  oxygen,  com- 
paratively small  amounts  result  in  a significant 
percentage  of  carboxyhemoglobin.  A number 
of  investigators  have  studied  the  relative  com- 
bining power  for  various  concentrations  of  the 
gases.  Carbon  monoxide  in  a concentration  of 
0.1  per  cent  in  air  (20.9  per  cent  oxygen)  results 
in  equal  parts  of  oxyhemoglobin  and  carboxy- 
hemoglobin. From  such  experiments  it  can  be 
calculated  that  the  affinity  of  carbon  monoxide 
for  hemoglobin  is  210  times  that  of  oxygen. 
It  follows  that  if  the  amount  of  oxygen  in  the 
inspired  air  is  doubled  in  the  presence  of  the  same 
amount  of  carbon  monoxide,  the  percentage  of 
carboxyhemoglobin  will  be  25.  This  points  the 
way  to  the  most  important  aspect  of  treatment 


— the  administration  of  oxygen  in  high  concentra- 
tions. This  is  done  through  a face  mask  with 
artificial  respiration  if  necessary. 

There  is  another  point  that  should  not  be 
forgotten  in  connection  with  oxygen  therapy — its 
value  in  preventing  asphyxia.  No  time  should 
be  lost  in  improving  the  oxygen  supply  to  the 
tissues,  and  by  giving  oxygen,  an  appreciable  extra 
amount  over  that  obtaining  with  atmospheric  air 
is  transported  in  combination  with  hemoglobin. 
Furthermore,  the  quantity  dissolved  in  the  plasma 
is  also  increased. 

Dr.  Maurer  in  Dr.  Drinker’s  laboratory  has 
studied  the  effect  of  carbon  monoxide  poisoning 
on  the  production  of  lymph  in  dogs.  Using  0.5 
per  cent  carbon  monoxide  he  showed  that  the 
lymph  production  begins  to  increase  when  the 
average  oxygen  saturation  of  the  blood  is  reduced 
to  61  per  cent,  which  conforms  closely  to  the 
results  obtained  by  the  author  during  the  respira^_ 
tion  of  air  that  was  deficient  in  oxygen.  The 
average  increase  of  flow  was  two  and  one-half 
times  after  thirty  minutes’  exposure  to  the  car- 
bon monoxide  which  resulted  in  a high  concen- 
tration of  carboxyhemoglobin,  averaging  87  per 
cent.  Treatment  with  100  per  cent  oxygen  re- 
stored the  blood  gases  to  normal  and  resulted 
in  decrease  in  lymph  production. 

These  observations  remind  us  of  the  story  in 
secondary  shock,  and  it  would  seem  that  capillary 
damage  should  result  in  the  syndrome  of  secondary 
shock.  As  a matter  of  fact,  evidence  of  cerebral 
and  pulmonary  edema  has  been  reported.  I 
should  like  to  ask  those  who  have  seen  cases  of 
carbon  monoxide  poisoning  whether  or  not  they 
exhibit  evidence  of  peripheral  vascular  failure. 

Of  all  the  conditions  in  which  carbon  dioxide  is 
administered  there  is  none  having  better  in- 
dications than  carbon  monoxide  poisoning,  for 
not  only  does  it  act  as  a respiratory  stimulus  but 
it  also  promotes  the  dissociation  of  carboxy- 
hemoglobin and  oxyhemoglobin.  In  the  early 
stages  of  poisoning  hyperpnea  may  be  present, 
but  the  later  stages  are  always  attended  by 
respiratory  depression.  Henderson,  who  intro- 
duced the  carbon  dioxide  treatment,  believed 
that  the  carbon  dioxide  concentration  was  de- 
pleted because  of  the  hyperpnea  occurring  in  the 
initial  stages  and  because  of  a depressed  me- 
tabolism. That  the  carbon  dioxide  concentration 
should  be  low  under  these  circumstances  hardly 
makes  sense,  and  the  point  has  been  re-examined 
by  Dill  and  his  associates  at  the  Fatigue  Labor- 
atory at  Cambridge.  In  a recent  issue  of  the 
American  Journal  of  Physiology  they  describe 
the  circulatory  and  respiratory  responses  to 
carbon  monoxide  poisoning  in  dogs  and  man. 
Carbon  monoxide  was  administered  slowly  until 
carboxyhemoglobin  reached  40  to  50  per  cent. 
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Plasma  carbon  dioxide  first  fell  and  then  increased 
with  a shift  of  the  pH  toward  the  acid  side.  In 
the  face  of  this  no  hyperpnea  occurred,  so  it  was 
concluded  that  carbon  monoxide,  or  rather  the 
anoxia,  results  in  a depression  of  the  respiratory 
center. 

At  first  sight  the  depression  of  the  center 
caused  by  carbon  monoxide  asphyxia  seems  to 
run  counter  to  the  well-known  influence  of  oxygen 
lack  in  stimulating  the  respiration.  However, 
this  contradiction  is  resolved  when  we  take  into 
consideration  the  experiments  of  Schmidt  and 
Comroe,  showing  that  respiratory  stimulation 
by  oxygen  lack  is  mediated  through  the  carotid 
sinus.  In  carbon  monoxide  poisoning  the  oxygen 
dissolved  in  the  plasma  of  the  arterial  blood  is  not 
diminished,  and  since  this  is  the  oxygen  to  which 
the  carotid  sinus  responds,  the  carotid  sinus 
reflex  is  not  brought  into  action,  and  thus  the 
direct  depressant  effect  of  asphyxia  on  the  res- 
piratory center  is  unmasked. 

This  evidence  does  not  speak  against  the  use 
of  carbon  dioxide  in  carbon  monoxide  poisoning; 
on  the  contrary,  the  depressed  center  may  be 
stimulated  by  the  higher  concentration  and  thus 
the  elimination  of  carbon  monoxide  is  promoted. 
Moreover,  the  increased  carbon  dioxide  facilitates 
the  release  of  oxygen  to  the  tissues  and  the  dis- 
sociation of  carboxyhemoglobin. 

For  many  years  5 per  cent  carbon  dioxide 
was  employed,  but  on  the  basis  of  Dr.  Drinker’s 
studies  7 per  cent  carbon  dioxide  in  93  per  cent 
oxygen  is  now  generally  recommended. 

Briefly,  to  summarize  the  steps  that  are  useful 
in  the  treatment,  the  first  thing  to  think  of  is 
to  remove  the  patient  to  fresh  air,  and  the  second 
is  to  institute  artificial  respiration  when  neces- 
sary, while  at  the  same  time  carbon  dioxide  and 
oxygen  should  be  administered. 

It  has  been  shown  that  by  these  means  the 
elimination  of  carbon  monoxide  will  be  so 
hastened  that  it  is  practically  all  lost  from  the 
body  within  twenty  minutes  to  half  an  hour, 
whereas  without  them  it  would  take  approxi- 
mately two  hours  to  accomplish  the  same  thing. 
The  fourth  consideration  is  the  application  of 
measures  to  combat  shock. 

With  regard  to  drug  therapy  I need  to  say 
little.  That  may  be  left  to  the  informal  dis- 
cussion, but  in  the  light  of  the  condition  with 
which  we  are  dealing  it  is  obvious  that  drug 
therapy  has  very  little  place. 

In  the  urge  to  do  something,  a variety  of 
stimulants  are  commonly  injected  by  the  hypo- 
dermic route,  and  these  include  strychnine, 
caffeine,  camphorated  oil,  atropine,  digitalis, 
epinephrine,  pituitary  extract,  alpha-lobeline, 
methylene  blue,  and  many  others.  Of  this  list 


I think  caffeine  is  perhaps  the  only  one  that  de- 
serves serious  consideration. 

Caffeine  has  some  reputation  as  a respiratory 
stimulant,  but  we  all  know  that  it  is  none  too 
effective  in  conditions  of  respiratory  depression. 
However,  it  appears  to  be  relatively  harmless 
and  in  moderate  doses  may  be  helpful.  In  this 
condition  it  is  administered  intravenously. 

Dr.  DuBois:  Dr.  Helpern,  have  you  some 

more  remarks  you  would  like  to  make? 

Dr.  Helpern:  There  is  another  hazard  that 
arises  when  a person  commits  suicide  by  inhaling 
illuminating  gas.  The  gas  when  mixed  with  air 
in  proper  concentration  is  highly  explosive. 
There  have  been  a number  of  cases  recently  in 
which  destructive  explosions  have  been  set  off 
in  the  gas-filled  premises,  the  gas  having  been 
liberated  from  the  kitchen  range  by  a person 
intent  on  suicide.  In  such  cases  a lethal  amount 
of  gas  has  been  inhaled  by  the  victim  before  the 
explosive  concentration  of  the  gas  is  attained. 
The  explosion  occurs  when  the  mixture  of  gas 
and  air  is  ignited  either  by  an  electric  spark  or 
by  a pilot  light  which  has  been  left  burning  on  the 
stove  or  under  the  refrigerator.  At  times  it  is 
difficult  if  not  impossible  to  determine  the  source 
of  ignition.  In  any  case  a destructive  explosion 
of  illuminating  gas  occurs,  with  considerable 
damage  to  the  premises.  The  body  of  the  de- 
ceased may  be  scorched  by  the  blast.  In  all 
such  cases  the  cause  of  death  was  carbon  mon- 
oxide poisoning  which  was  readily  proved  by  the 
high  concentration  of  carbon  monoxide  in  the 
blood  of  the  deceased.  Despite  the  obvious 
cause  of  death  in  such  cases  in  which  destructive 
explosions  of  the  gas  have  subsequently  occurred, 
unwarranted  law  suits  for  damages  or  for  acci- 
dental death  benefits  have  been  instituted  by  the 
relatives  of  the  deceased,  who  refuse  to  accept 
the  verdict  of  suicide  clearly  indicated  by  in- 
vestigation of  the  circumstances  and  by  the 
cause  of  death.  In  one  interesting  case  in  which 
an  explosion  occurred  after  a successful  gas 
suicide  attempt,  the  force  of  the  explosion  was 
so  great  that  it  blew  out  all  the  walls  in  the 
apartment  and  piled  up  most  of  the  furniture  on 
the  outdoor  terrace.  The  place  was  a shambles. 
The  kitchen  stove,  which  was  the  source  of  the 
gas,  was  blown  away  and  demolished  so  that  it 
was  impossible  at  first  to  know  how  many  pet- 
cocks  were  turned  on.  This  was  subsequently 
determined  by  the  position  of  the  flanges  in  the 
feed  pipe  of  the  stove,  which  indicated  that  four 
burners  of  the  stove  had  been  turned  on  full. 
A police  detective  painstakingly  combed  through 
the  rubble  in  the  wrecked  apartment  and  found 
the  many  small  fragments  of  a note  written  by 
the  deceased  which  clinched  the  case  as  a suicide. 
The  explosion  of  illuminating  gas  that  has 
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permeated  throughout  an  entire  lower  floor  of  a 
building  not  of  steel  construction  might  very 
well  result  in  the  collapse  of  the  building  and 
in  the  death  and  injury  of  many  of  the  occupants. 

Dr.  DuBois:  The  session  is  now  open  for 

discussion.  I am  sure  Dr.  Helpern  and  Dr.  Cat- 
tell  will  be  glad  to  answer  questions. 

Dr.  Oscar  Bodansky:  To  what  extent  are 
clinical  symptoms  obtained  by  people  who  work 
in  atmospheres  where  there  is  carbon  monoxide 
in  nonlethal  doses?  I mean,  for  example,  people 
at  busy  traffic  corners  or  workers  in  a garage. 

Dr.  Cattell:  There  have  been  reports 

indicating  the  possible  importance  of  chronic 
poisoning;  I have  in  mind  particularly  the  study 
of  Beck,  who  claims  that  the  continued  inhalation 
of  very  small  amounts  of  carbon  monoxide  re- 
sults in  definite  lesions  in  the  central  nervous  sys- 
tem, with  disturbance  of  function. 

There  is  some  doubt  regarding  the  significance 
of  these  studies.  By  their  nature,  adequate 
controls  are  difficult  to  get  and  there  is  some 
question  as  to  whether  the  symptoms  are  truly 
representative  of  carbon  monoxide  poisoning. 
Perhaps  Dr.  Helpern  will  say  something  about 
that. 

Dr.  Helpern:  Most  healthy  persons  with 
less  than  18  or  20  per  cent  carbon  monoxide 
saturation  of  the  blood  are  symptom-free  or 
present  only  mild  symptoms,  depending  upon 
whether  they  are  at  rest  or  exercising.  Headache 
is  usually  the  first  symptom  complained  of. 
Dangerous  concentrations  of  carbon  monoxide 
may  accumulate  rapidly  in  small  unventilated 
private  garages,  since  automobile  exhaust  con- 
tains about  7 per  cent  of  carbon  monoxide.  In 
large  public  garages,  the  hazard  of  fatal  acute 
poisoning  does  not  exist,  although  many  such 
garages  show  a carbon  monoxide  concentration  of 
more  than  0.01  per  cent  or  1 part  in  10,000. 
Such  a concentration  of  carbon  monoxide  might 
cause  mild  symptoms  of  intoxication,  such  as 
headache,  if  a worker  were  continuously  exposed 
to  it  for  several  hours.  Most  of  the  reports 
dealing  with  the  concentration  of  carbon  mon- 
oxide in  street  air,  especially  at  busy  traffic 
intersections,  give  values  far  below  0.01  per  cent, 
although  concentrations  as  high  as  0.04  per  cent 
have  been  reported  for  brief  intervals.  The 
amount  of  carbon  monoxide  in  street  air  is  not 
considered  a health  hazard.  The  traffic  police- 
man is  probably  the  only  one  who  is  exposed 
sufficiently  long  to  concentrations  of  carbon  mon- 
oxide in  street  air  which  might  give  rise  to 
symptoms. 

The  question  of  chronic  carbon  monoxide 
poisoning,  a condition  resulting  from  the  con- 
tinued or  repeated  inhalation  of  small  amounts 
of  carbon  monoxide,  is  a puzzling  one,  and  the 


great  variety  of  conditions  attributed  to  chronic 
carbon  monoxide  poisoning  include  not  only  dis- 
orders of  the  central  nervous  system  and  the 
organs  of  special  sense,  but  also  of  the  circulatory 
system,  the  digestive  system,  and,  in  fact,  of 
almost  every  system  in  the  body.  There  is 
sufficient  pathologic  evidence  for  us  to  attribute 
certain  disabilities,  especially  those  referable  to 
the  central  nervous  system,  to  the  delayed  effect 
of  an  acute  carbon  monoxide  asphyxiation  in 
which  a sufficient  amount  of  gas  was  inhaled  at 
one  time  to  produce  a high  percentage  of  carbon 
monoxide  saturation  of  the  blood  with  resultant 
anoxemia  and  irreversible  damage  to  the  tissues. 
Although  nonfatal  severe  acute  asphyxiations  by 
carbon  monoxide  are  fairly  common,  sequelae  are 
comparatively  rare. 

It  is  important  not  to  confuse  the  sequelae  of  an 
acute  nonfatal  carbon  monoxide  asphyxiation 
with  what  has  been  designated  as  chronic  carbon 
monoxide  poisoning  supposedly  resulting  from' 
the  repeated  inhalation  of  small  amounts  of  the 
gas.  With  this  caution  in  mind,  a critical  exam- 
ination of  cases  of  so-called  chronic  carbon  mon- 
oxide poisoning  does  not  reveal  much  satisfactory 
evidence  for  the  existence  of  such  a condition,  or 
that  various  permanent  or  transitory  neurologic 
and  circulatory  disorders  are  an  expression  of  it 
or  result  from  it.  There  is  little  or  no  objective 
evidence,  for  example,  of  quantitative  measure- 
ments of  the  concentration  of  the  carbon  mon- 
oxide allegedly  inhaled,  or  measurements  of  the 
percentage  saturation  of  carbon  monoxide  in 
the  blood  of  the  victim  during  the  time  of  sup- 
posed exposure  to  the  gas.  The  difficulty  and 
impossibility  of  obtaining  such  information 
months  or  years  later  are  appreciated.  In  many 
of  the  cases  of  chronic  carbon  monoxide  poisoning 
reported  in  the  literature,  the  symptoms  and 
signs  described  could  just  as  well  have  resulted 
from  natural  disease  processes  or  from  other 
causes. 

I have  in  mind  the  case  of  a middle-aged  man 
who  was  suffering  from  partial  blindness  oc- 
casioned by  retrobulbar  neuritis.  Several  years 
before  this  man  had  worked  in  a large  garage. 
There  were  no  complaints  or  episodes  of  asphyxi- 
ation or  unconsciousness  at  the  time  of  his  em- 
ployment. Years  later  during  an  admission  to 
one  hospital  because  of  his  failing  vision,  a pan- 
sinusitis was  diagnosed,  and  arsenic  was  recovered 
from  his  urine.  At  the  time  of  his  discharge  from 
the  hospital  the  optic  neuritis  was  considered  to 
have  been  caused  either  by  arsenic  or  by  the 
sinusitis.  Carbon  monoxide  as  an  etiologic 
factor  did  not  enter  into  the  picture  at  that  time, 
but  only  after  hospitalization  in  another  in- 
stitution was  the  history  obtained  that  he  had 
been  employed  in  the  large  garage  a long  time 
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before.  There  was  no  evidence  to  show  that 
any  dangerous  concentration  of  carbon  monoxide 
ever  existed  in  the  garage  when  the  patient 
worked  there  or  that  he  ever  had  any  carbon 
monoxide  in  his  blood  at  that  time.  Despite 
the  fact  that  arsenic  was  found  in  his  system  and 
that  he  had  a well-proved  case  of  pansinusitis 
either  one  of  which  conditions  could  have  caused 
an  optic  neuritis  and  partial  blindness,  the  mere 
fact  that  he  had  once  worked  in  a garage  was 
sufficient  to  permit  testimony  by  a medical 
expert  that  the  patient’s  visual  disturbance  was 
a manifestation  of  chronic  carbon  monoxide 
poisoning  and,  moreover,  that  it  could  not  have 
been  caused  by  arsenic  poisoning  or  by  a pan- 
sinusitis. 

It  is  true  that  persons  working  in  poorly 
ventilated  garages  and  traffic  policeman  assigned 
to  heavily  traveled  streets  may  accumulate  con- 
centrations of  carbon  monoxide  in  their  blood  as 
high  as  20  per  cent  or  more  after  prolonged  ex- 
posure and  that  they  may  develop  symptoms  of 
malaise,  but  there  is  no  satisfactory  proof  that 
permanent  harm  results  in  such  cases. 

Dr.  Cattell:  It  is  difficult  to  see  how,  on  the 
basis  of  simple  asphyxia,  a concentration  of 
carboxyhemoglobin  as  low  as  20  per  cent  could 
cause  damage  because  of  the  large  factor  of  safety 
provided  through  various  circulatory  readjust- 
ments. 

Dr.  DuBois:  Unless  there  are  other  factors 
coming  in,  such  as  a combination  of  carbon  mon- 
oxide with  anemia  or  high  altitude.  In  Denver 
I suppose  20  per  cent  saturation  with  carbon 
monoxide  would  be  very  much  more  serious  than 
it  would  be  here  in  New  York. 

Then  the  question  of  heart  disease  or  exertion 
is  important.  There  is  an  interesting  chart,  com- 
paring the  condition  in  simple  anemia  and  carbon 
monoxide  poisoning,  in  Dr.  Drinker’s  book  on 
carbon  monoxide  asphyxia.  It  shows  a man 
with  a considerable  saturation  of  carbon  mon- 
oxide in  his  blood,  and  with  an  oxygen-combining 
capacity  equal  to  that  of  a man  with  40  per  cent 
hemoglobin.  He  can  stand  very  much  less 
exercise  than  a man  whose  deficiency  is  due  to 
a simple  anemia.  So  there  are  special  circum- 
stances which  must  be  taken  into  account  in 
patients  who  have  partial  saturation  with  carbon 
monoxide. 

Dr.  Cattell:  We  see  comparable  changes 

from  anoxia  from  other  causes,  which  makes  it 
probable  that  an  oxygen  deficiency  underlies 
all  the  symptoms  occurring  in  carbon  monoxide 
poisoning. 

Dr.  DuBois:  I should  like  to  ask  Dr.  Helpern 
why  brain  lesions  are  so  common  in  carbon  mon- 
oxide poisoning  and  apparently  are  found  very 
seldom  in  other  cases  of  anoxias,  such  as  heart 


disease,  anemias,  and  so  on.  Is  there  any  ex- 
planation? 

Dr.  Helpern:  I do  not  know,  Dr.  DuBois, 
what  the  explanation  is,  except  to  say  that  it 
may  depend  upon  the  difference  between  the 
oxygen  dissociation  curves  of  the  blood  in  carbon 
monoxide  poisoning  and  in  a severe  anemia 
where  there  has  been  a comparable  reduction  of 
oxygen  carrying  capacity.  This  was  pointed 
out  in  1925  by  Stadie  and  Martin  whose  paper 
is  quoted  by  Dr.  Drinker  in  his  book  on  carbon 
monoxide  poisoning.  They  show  that  the  blood 
of  an  anemic  person  has  a normal  type  of  oxygen 
dissociation  curve  with  sufficient  oxygen  tension, 
despite  reduced  oxygen-carrying  capacity,  to 
supply  additional  oxygen  to  the  tissues  when 
needed,  but  that  the  blood  in  carbon  monoxide 
poisoning  has  an  abnormal  type  of  oxygen- 
dissociation  curve  with  such  marked  lowering  of 
the  oxygen  tension  as  to  be  unable  to  supply  ad- 
ditional oxygen  to  the  tissues  on  sudden  demand, 
despite  the  fact  that  the  blood  still  contains 
several  times  the  amount  of  oxygen  necessary  for 
tissue  function.  The  anemic  person  therefore 
has  a more  flexible  mechanism  with  which  to 
supply  oxygen  to  the  tissues  than  the  person 
who  is  suffering  from  carbon  monoxide  poison- 
ing. 

This  difference  in  the  anoxemia  of  carbon  mon- 
oxide poisoning  as  contrasted  with  that  of  severe 
anemia  may  possibly  explain  the  production  of 
the  brain  lesions  in  the  former  condition  and 
their  absence  in  the  latter. 

It  is  interesting  that  these  symmetrical  soften- 
ings in  the  globus  pallidus  have  never  been  ob- 
served or  produced  experimentally  in  the  lower 
animals.  The  lesion  is  peculiar  to  human  beings. 
Why  this  is  has  never  been  explained. 

Dr.  Ephraim  Shorr:  Is  not  the  problem  one 
of  what  happens  to  the  tissues  in  carbon  mon- 
oxide poisoning — that  is,  an  impairment  of  the 
affinity  of  the  iron  system  in  the  tissues — so  that 
there  is  a failure  of  utilization  as  well  as  the  failure 
of  deficiency?  In  ordinary  anemias  and  anoxia 
from  other  causes  there  are  no  disturbances  in 
the  transfer  of  oxygen  in  the  cellular  oxidation. 

Dr.  DuBois:  Do  you  want  to  comment  on 
that,  Dr.  Cattell? 

Dr.  Cattell:  It  is  known  that  very  high 

concentrations  of  carbon  monoxide — that  is,  sev- 
eral atmospheres — do  interfere  with  the  res- 
piratory enzymes,  as  was  shown  by  Warburg. 
In  the  body  one  is  ordinarily  dealing  with  con- 
centrations of  carbon  monoxide  which  are  of  the 
order  of  a fraction  of  1 per  cent,  and  I think  it 
has  never  been  demonstrated  that  such  amounts 
have  any  influence  on  living  systems. 

The  fact  that  mice  can  survive  indefinitely 
in  an  atmosphere  of  carbon  monoxide,  if  sufficient 
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oxygen  is  provided,  would  indicate  that  there  is 
no  respiratory  interference. 

Dr.  Shorr:  It  would  be  interesting  to  know 
how  brain  oxidations  are  influenced  under  those 
circumstances. 

Dr.  Harry  Gold:  Are  mice  especially  re- 

sistant to  poisoning  by  carbon  monoxide?  Dogs 
cannot  live  more  than  thirty  minutes  in  a con- 
centration of  1 .5  per  cent  in  ordinary  air. 

Dr.  Cattell:  Probably  not.  The  point  is 

that  if  one  provides  a sufficiently  high  concentra- 
tion of  oxygen  there  will  be  enough  carried  in 
the  plasma  to  sustain  life.  Haldane  calculated 
that  this  would  be  provided  by  three  atmospheres 
of  oxygen,  and  he  reasoned  that  if  the  toxic  effects 
of  carbon  monoxide  were  confined  to  its  influence 
on  hemoglobin,  the  mice  should  survive  an  added 
atmosphere  of  carbon  monoxide.  He  put  the 
matter  to  the  test  and  showed  that  mice  sur- 
vived indefinitely  in  a mixture  of  25  per  cent 
carbon  monoxide  and  75  per  cent  oxygen  at  4 
atmospheres  pressure. 

Dr.  Gold:  I want  to  ask  Dr.  Helpern  whether 
carbon  monoxide  is  lost  rapidly  after  death  so 
that  one  must  examine  the  body  at  once? 

Dr.  Helpern:  No.  There  is  no  appreciable 
loss  of  carbon  monoxide  from  the  body  after  death. 
It  can  be  detected  in  the  blood  of  decomposed 
bodies  and  in  the  blood  clots  obtained  from  ex- 
humed embalmed  bodies  months  after  burial. 

It  is  important,  however,  to  remember  that 
carbon  monoxide  disappears  rapidly  from  the 
living  body  after  the  victim  is  removed  from  the 
atmosphere  of  the  gas  into  the  fresh  air.  The  gas 
is  eliminated  even  more  rapidly  if  the  inhalator 
is  used.  If  an  accurate  determination  is  to  be 
made  of  the  maximum  concentration  of  carbon 
monoxide  in  the  victim’s  blood,  about  20  cc.  of 
blood  should  be  withdrawn  from  a vein  im- 
mediately or  as  soon  as  possible  after  exposure, 
and  placed  in  a small  tightly  stoppered  bottle  to 
which  a small  amount  of  citrate  has  been  added. 
When  the  concentration  of  the  carbon  mon- 
oxide in  the  blood  is  high,  the  blood  usually 
remains  fluid  and  the  addition  of  citrate  is  un- 
necessary. Medicolegal  questions  frequently  arise 
in  connection  with  victims  of  carbon  monoxide 
poisoning  who  recover  or  survive  long  enough 
for  the  gas  to  have  disappeared  from  the  blood. 
Failure  to  remove  blood  for  chemical  tests  may 
leave  questionable  the  diagnosis  of  an  authentic 
case.  The  qualitative  tests  can  be  carried  out 
at  the  bedside.  A drop  of  blood  is  diluted  with 
10  cc.  of  water  in  a test  tube  and  a few  drops  of 
10  per  cent  sodium  hydroxide  are  added.  Diluted 
normal  blood  which  should  be  used  as  a control 
turns  brown;  diluted  blood  containing  carbon 
monoxide  remains  pink  after  the  addition  of  the 
alkali.  The  qualitative  tests  will  not  show  the 


presence  of  carbon  monoxide  if  the  blood  is  less  I 
than  10  per  cent  saturated  with  the  gas. 

Dr.  Kirby  Martin:  I think  there  may  be  | 3 
misunderstanding  about  the  value  of  the  Hen-  i i 
derson-Haldane  treatment,  because  our  under-  1 * 
standing  of  the  mechanism  has  changed.  There  I rf 
is  one,  and  only  one,  means  of  treatment  of  car-  U R 
bon  monoxide  poisoning  at  the  present  time,  and  I 
that  is  a mixture  of  carbon  dioxide  and  oxygen  | tt 
which  makes  the  patient  ventilate  faster  and  1 # 
speeds  the  elimination  of  carbon  monoxide  from  I is 
the  blood.  ] t 

When  I was  working  experimentally  on  dogs  |]  It 
with  Stadie,  we  found  a shift  in  the  oxygen  dis-  | i 
sociation  curve  in  the  presence  of  carbon  dioxide  | o 
and  a relatively  high  tension  of  the  oxygen  in  I b 
the  tissues.  Thus,  the  explanation  of  the  I b 
efficiency  of  carbon  dioxide  has  been  changed,  I a 
but  the  treatment  remains  exactly  as  it  was  1 1 
when  Henderson  described  it  in  1932. 

Dr.  Gold:  Dr.  Helpern  says  that  exhaust  gas"j  I 
contains  about  7 per  cent  of  carbon  monoxide.  | I 
I wonder  whether  most  people  know  that  the  gas  | 
from  the  smoking  of  cigars  contains  about  7 per  I 
cent  of  carbon  monoxide,  and  about  4 or  5 per  I 
cent  from  these  little  things  (holding  up  a I 
cigarette). 

Dr,.  Martin:  May  I say  something  about  a I 
cigarette?  About  ten  years  ago  there  was  an  I 
expedition  to  high  altitudes  by  someone  whose  I 
name  I cannot  recall.  He  was  not  a scientist  | 
but  was  doing  it  purely  for  sport.  He  wrote  U 
up  his  experiences.  When  he  and  his  party  got 
to  a high  altitude  where  three  or  four  steps  would  I 
lead  to  exhaustion,  they  found  that  if  they  would  I 
smoke  a cigarette  and  inhale  it  completely — that  J 
is,  as  deeply  as  they  could — they  could  go  ap- 
proximately twice  the  distance  with  the  same 
amount  of  exertion  or  less.  That  fits  in  with  j 
what  I told  you  a minute  ago.  It  changes  the  I 
oxygen  dissociation  curve  to  a point  where  they 
get  more  oxygen  at  a lower  tension.  A cigarette  I 
does  help  in  that  respect. 

Dr.  Gold  : It  is  the  carbon  monoxide  that  does 
that? 

Dr.  Martin:  Yes. 

Dr.  DuBois:.  That  is  very  interesting. 

In  closing,  I want  to  call  attention  to  the  use 
of  canaries  and  mice  in  the  prevention  of  carbon 
monoxide  poisoning,  a cheap  method.  At  the 
present  time  we  also  have  gas  masks,  and  so  on, 
which  can  be  fitted  with  material  to  remove 
carbon  monoxide. 

Summary 

Dr.  Cattell:  In  addition  to  its  presence  in 
artificial  illuminating  gas,  carbon  monoxide  is 
formed  whenever  organic  material  is  burned. 

It  is  thus  universally  present  and  is  one  of  the 
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SI  commonest  forms  of  accidental  and  suicidal 
poisoning.  The  source  of  the  carbon  monoxide 
< may  not  be  evident,  in  which  case  the  diagnosis 
3- 1 is  likely  to  be  overlooked.  After  survival  for 

• several  hours  most  of  the  carbon  monoxide  is 
e , eliminated  from  the  body,  and  the  symptoms  are 

• likely  to  be  misleading. 

i In  rapidly  fatal  cases,  such  as  may  occur  from 
i the  inhalation  of  illuminating  gas  or  the  exhaust 
i gases  from  an  automobile,  there  is  a character- 
i istic  cherry-red  discoloration  of  the  skin,  blood, 
and  organs.  When  asphyxiation  is  more  pro- 
longed, numerous  fine  petechial  hemorrhages  are 
frequently  found  throughout  the  white  matter 
of  the  brain.  In  patients  surviving  carbon 
monoxide  poisoning  for  twenty-four  hours  or 
more  a characteristic  lesion  occurs  in  the  brain, 
a bilateral  symmetrical  softening  or  anemic 
necrosis  of  the  globus  pallidus.  In  delayed 
; deaths  this  is  the  only  consistent  finding,  although 
lesions  in  other  organs  may  be  occasionally 
! found. 

The  question  of  chronic  poisoning  has  been 
; discussed  and  the  view  expressed  that  there  is  no 
i satisfactory  evidence  of  such  a condition,  nor 
I does  it  appear  rational,  in  view  of  the  large  mar- 
gin of  safety  of  the  circulation,  that  asphyxial 
I damage  should  occur  when  the  carboxyhemo- 


globin  is  present  in  amounts  no  greater  than  from 
20  to  30  per  cent. 

From  a pharmacologic  standpoint  carbon 
monoxide  is  practically  inert.  It  owes  its  toxic 
properties  to  the  fact  that  it  combines  with 
hemoglobin,  thus  making  it  unavailable  for  the 
transport  of  oxygen.  Every  symptom  of  poison- 
ing can  be  accounted  for  by  the  asphyxia  thus 
produced.  A reversible  equilibrium  exists  in  the 
blood  between  the  proportions  of  oxy-  and 
carboxyhemoglobin  on  one  hand,  and  the  partial 
pressures  of  oxygen  and  carbon  monoxide  on  the 
other.  But  since  the  affinity  of  carbon  mon- 
oxide for  hemoglobin  is  about  210  times  that  of 
oxygen,  the  proportion  of  carboxyhemoglobin  is 
relatively  high. 

Treatment  consists  in  the  administration  of 
oxygen  to  promote  the  elimination  of  carbon 
monoxide  and  to  supply  oxygen  to  the  tissues. 
Carbon  dioxide  is  given  to  stimulate  respiration 
and  promote  the  release  of  oxygen  to  the  tissues. 
A mixture  of  7 per  cent  carbon  dioxide  and  93 
per  cent  oxygen  is  administered  by  means  of  a 
face  mask,  with  artificial  respiration  when  neces- 
sary. With  the  possible  exception  of  caffeine, 
drugs  have  no  place  in  the  treatment  of  poisoning 
by  carbon  monoxide.  In  severe  cases  measures 
to  combat  shock  are  important. 


FOOD  FOR  OVERSEAS  FORCES 

The  many  problems  of  feeding  the  overseas 
troops  of  the  United  States  are  being  successfully 
solved  by  the  Quartermaster’s  Subsistence  Re- 
search Laboratory,  whose  job  is  to  make  Army  ra- 
tions palatable  and  nutritious  under  adverse  con- 
ditions of  transportation  and  storage. 

Four  different  types  of  field  rations  have  been 
developed,  known  as  Rations  A,  B,  C,  and  D. 
Field  Ration  A is  composed  of  both  perishable  and 
nonperishable  foods,  purchased,  in  part,  in  the  area 
where  the  troops  are  stationed.  In  restricted  areas 
troops  are  given  Ration  B,  which  is  made  up  of 
sugar,  salt,  flour,  and  canned  or  dehydrated  meats, 
fruits,  and  vegetables. 

Where  field  kitchens  can  be  used,  “operational 
rations”  are  issued.  Ration  C,  consisting  of  6 cans 
of  food,  is  the  chief  operational  ration.  Three  of 
the  cans,  one  for  each  meal,  are  identical — contain- 
ing hard  candy,  special  biscuits,  sugar,  and  soluble 
coffee.  The  other  three  contain  meat  and  beans, 
meat  and  vegetables,  and  meat  and  vegetable  hash. 
Ration  D,  an  emergency  ration,  is  composed  of  three 
4-ounce  chocolate  bars,  reinforced  with  thiamine. 

Another  ration,  designed  for  parachute  troops, 
may  replace  Ration  C.  This  is  called  Ration  K and 
includes  three  moisture-proof  and  gas-resistant 
packages,  each  containing  two  kinds  of  biscuit, 
canned  meat  or  cheese,  a confection,  a beverage 
concentrate,  chewing  gum,  and  four  cigarettes. 


DON’T  GRUMBLE 

If  your  legs  are  worn  out  paying  calls — don’t 
grumble — you  are  still  walking  on  American  soil. 

If  your  patient  gets  to  his  appointment  late — 
don’t  grumble — he  may  have  ridden  a bus  to  your 
office. 

If  you  are  bored  with  patients  who  abuse  their 
digestive  tracts — don’t  grumble — the  O.  P.  A.  will 
treat  them  for  you. 

If  you  are  called  out  at  night — don’t  grumble — 
picture  the  horse  and  buggy  and  dirt  roads. 

If  the  patients  flock  to  you  at  all  hours — don’t 
grumble — remember  the  old  days  when  you  almost 
ran  to  meet  a patient. 

If  a neurotic  calls  you  on  the  telephone — don’t 
grumble — at  least  you  are  saved  the  ordeal  of  looking 
at  her. 

If  your  secretary  makes  a mistake — don’t  grumble 
— think  of  the  mistakes  of  yours  which  she  hides. 

If  you  miss  your  second  cup  of  coffee — don’t 
grumble — you  had  the  first  cup. 

If  the  income  tax  hits  you  a mighty  wallop — 
don’t  grumble — you  are  still  privileged  to  pay  in 
Uncle  Sam’s  currency. 

If  you  are  forced  to  bed  with  sickness — don’t 
grumble— think  of  the  medicine  you  would  have  to 
take  if  you  were  one  of  your  patients. 

If  you  feel  so  tired  you  don’t  think  you  can  last 
another  day — don’t  grumble — Hitler  is  feeling  the 
same  way. — J.  South  Carolina  M.  A 


Case  Report 


URTICARIA  FOLLOWING  A DENTAL  SILVER  FILLING 

Harry  Markow,  M.D.,  Brooklyn 


XT^HEN  unusual  cases  of  allergy  are  ultimately 
y diagnosed  as  to  the  specific  excitant  involved, 
it  is  generally  agreed  that  a detailed  and  pain- 
staking history  was  of  paramount  importance  in 
the  diagnosis.  Although  the  original  history  may 
offer  no  clue  as  to  the  cause,  repeated  questioning 
of  the  patient  on  subsequent  visits  will  often  uncover 
some  detail,  seemingly  unimportant  to  the  patient, 
which  later  will  prove  to  be  the  clue  necessary  for 
the  diagnosis  of  the  excitant  that  is  responsible  for 
the  symptoms. 

Sensitivity  to,  and  allergic  manifestations  from, 
ingested  drugs  and  chemicals  occur  frequently  and 
contact  dermatitis  from  metals,  especially  in  indus- 
try, is  not  uncommon.  This  case  is  reported  not 
only  because  it  is  unusual,  but  also  because  a search 
of  the  literature  fails  to  reveal  any  report  of  sensi- 
tivity to  mercury  or  quicksilver  when  it  is  in  contact 
with  a mucous  membrane,  with  resultant  allergic 
manifestations  both  locally  and  in  other  parts  of  the 
body. 


Case  Report 

History—  T.  S.,  a nurse,  aged  41,  reported  to  the 
allergy  clinic  of  the  Beth-El  Hospital  on  April  17, 
1941,  complaining  of  generalized  urticaria  since 
April  2,  1941.  The  history  on  admission  related 
that  since  April  2 she  had  had  daily  and  nightly 
attacks  of  scattered  hives  on  her  arms,  legs,  chest, 
back,  and  face  which  itched  intensely.  Her  de- 
scription of  these  lesions  was  that  there  suddenly 
appeared  itching  red  welts  of  various  sizes  all 
over  her  body  and  face,  associated  with  a swelling  of 
her  lips  and  tongue  and  the  lining  of  her  mouth. 
These  lesions,  which  came  and  went  and  were  a 
daily  and  nightly  occurrence,  were  sufficiently  se- 
vere to  interfere  with  her  sleep.  However,  she  con- 
tinued her  duties  at  the  hospital  despite  her  dis- 
comfort. She  had  no  idea  of  the  cause  of  her 
symptoms.  Later,  a subsequent  and  more  com- 
plete history,  which  she  had  not  mentioned  pre- 
viously, narrowed  the  onset  of  her  symptoms  to  a 
visit  to  her  dentist,  who  had  filled  a cavity  in  a 
tooth  with  a silver  filling. 

The  following  morning  she  experienced  her  first 
attack,  consisting  of  scattered  urticarial  wheals  over 
her  arms,  legs,  chest,  abdomen,  and  face,  together 
with  an  itching  and  burning  sensation  of  her  body. 
These  symptoms  recurred  daily  and  nightly.  Three 
days  later  she  returned  and  had  the  filling  removed 
and  replaced  with  a larger  filling,  and  on  this  visit 
she  noted  a burning  sensation  of  the  lips,  tongue, 
and  lining  of  her  mouth  as  well  as  a feeling  of  raw- 
ness and  swelling  where  the  instruments  came  in 
contact  with  the  lining  membranes.  On  leaving  the 
office  she  noticed  that  her  tongue  and  lips  were 
swollen,  and  later  she  felt  an  itching  and  burning 
over  her  body.  Scattered  hives  developed  and 
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lasted  for  several  hours.  Although  she  visited  the 
dentist  every  three  or  four  days,  she  failed  to  cor- 
relate the  hives  with  the  dental  work.  Since  then 
the  urticaria  had  recurred  daily  and  nightly  and  the 
sensation  of  rawness,  burning,  and  swelling  of  her 
tongue  and  mouth,  although  less  intense,  persisted. 

At  the  time  of  her  admission  to  the  clinic,  her  symp- 
toms were  severe  enough  to  interfere  with  her  sleep, 
and  she  felt  miserable.  There  were  no  changes  in 
her  environmental  contacts;  her  diet  was  unchanged 
and  so  was  her  mode  of  living. 

She  had  had  a mild  attack  of  hives  during  child-  ; 
hood  which  was  considered,  at  that  time,  to  be  due  to 
foods.  A second  attack  of  hives  of  one  week!^ 
duration  had  occurred  when  she  was  21  years  old 
and  was  in  training.  That  had  also  been  attributed  i, 
to  foods.  From  October,  1940,  to  January,  1941, 
she  had  had  a contact  dermatitis  of  both  arms  and  ! 
chest.  She  was  tested  by  a dermatologist  and 
patch  tests  revealed  a sensitivity  to  nickel,  alumi-  | 
num  chloride,  and  dress  dyes.  On  advice,  she  i 
eliminated  a deodorant  which  contained  aluminum  i 
chloride  and  avoided  black-dyed  clothes.  She  also  i 
avoided  sharkskin  dresses,  which  irritated  her  skin. 
This  dermatitis  subsided  after  she  had  taken  weekly 
x-ray  treatments  for  a period  of  ten  weeks. 

A sister  of  the  patient  has  eczema,  and  her  niece 
and  nephew  have  hay  fever.  On  physical  ex- 
amination a few  small  scattered  hives  were  found  on 
her  arms,  neck,  and  lower  extremities.  Her  mouth 
and  tongue  appeared  to  be  normal  although  she  | 
complained  of  a sensation  of  burning,  rawness,  and 
swelling  of  her  tongue  and  cheek  on  the  side  of  her  ij 
mouth  close  to  the  new  tooth  filling.  A Wasser-  j 
mann  test  was  negative,  and  urine  and  blood  count 
were  both  normal. 

Allergy  Study. — Intercutaneous  tests  with  foods  j! 
and  inhalants  were  begun  and  were  continued  slowly  j 
over  a period  of  two  months.  These  were  essentially  j 
negative  except  for  an  occasional  slight  reaction  to  f 
some  foods.  Eliminating  these  foods  did  not  in- 
fluence the  appearance  or  the  degree  of  symptoms  | 
during  that  period. 

The  patient  was  asked  to  obtain  from  her  dentist  : 
samples  of  the  ingredients  of  the  silver  filling  and  to 
bring  them  to  the  clinic.  These  consisted  of  both  j 
metallic  mercury,  or  quicksilver,  and  metals  in  i 
powdered  form.  Amalgam  is  made  by  rubbing  this 
metallic  powder  with  small  amounts  of  mercury,  j 
The  . resulting  mixture  is  used  and  known  as  an  j 
amalgam  filling.  The  metals  used  in  the  powder 
consist  of  about  60  per  cent  silver,  10  to  15  per  cent  | 
tin,  and  some  copper.  The  amalgam  filling  con-  ; 
tains  about  10  per  cent  mercury  or  quicksilver,  j 
Scratch  tests  were  made  with  mercury  and  the  j 
powdered  metals  and  resulted  in  a very  light  ery- 
thema about  the  site  of  the  mercury  test  with  a 
negative  control.  Owing  to  the  physical  nature  of 
mercury,  a suitable  test  was  a difficult  problem. 
The  scratch  test  was  made  by  rubbing  a cotton 
applicator  into  the  mercury  and  gently  rubbing  the 
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The  selection  of  a hematinic  for  the 
treatment  of  secondary  anemia  must  take  into 
account  the  need  for  iron — and  frequently  for 
vitamins  and  other  factors  contained  in  liver. 
Whether  the  patient  needs  all  these  substances, 
or  only  some  of  them,  the  following  Squibb 
hematinics  will  prove  useful. 


MasSr* 


HEBULON*  CAPSULES — because  of  their  content  of 
iron,  liver  extract  and  vitamin  B Complex,  provide  fac- 
tors often  simultaneously  required  by  the  patient  with 
secondary  anemia.  Each  easy-to-swallow  gelatin  capsule 
contains  2 grains  exsiccated  ferrous  sulfate  (approx. 
40  mg.  iron);  50  U.  S.  P.  units  of  Vitamin  Bi;  and  the 
B Complex  Factors  present  in  the  liver  extract  (derived 
from  16  Gm.  fresh  liver).  Supplied  in  bottles  of  100, 
500  and  1000  capsules. 


TABLETS  FERROUS  SULFATE  EXSICCATED  SQUIBB— 

where  iron  alone  is  indicated.  Contain  iron  in  ferrous 
form — shown  in  numerous  clinical  studies  to  be  more 
effective  in  smaller  dosage  than  other  forms  of  iron  and 
to  have  fewer  undesirable  side-effects.  Supplied  in 
3-grain  enteric-coated  tablets  in  bottles  of  100  and  1000. 
Three  grains  is  the  U.  S.  P.  dose  for  exsiccated  ferrous 
sulfate  as  compared  to  5 grains  of  the  hydrated  salt. 
Squibb  has  always  used  the  exsiccated  form. 


CAPSULES  FERROUS  SULFATE  WITH  SQUIBB— for 

prevention  and  treatment  of  secondary  anemia — in  pa- 
tients with  anorexia  or  other  manifestation  of  Vitamin  Bi 
deficiency.  Each  capsule  contains  3 grains  of  ferrous 
sulfate  exsiccated  and  1 mg.  of  thiamine  hydrochloride 
(333  U.  S.  P.  units  of  Vitamin  Bi).  Supplied  in  bottles 
of  100  and  1000  capsules. 


* “Hebulon”  (Registered  in  U.  S.  Pat.  Off.)  is  a trade-mark  of 
E.  R.  Squibb  & Sons. 


For  literature  address  the  Professional  Service 
Dept.,  745  Fifth  Avenue,  New  York  22,  N.  Y. 
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scratch  site  with  this.  About  the  area  of  the  scratch 
test  a few  discrete  hives  appeared,  but  the  test  it- 
self was  only  an  erythema  with  a slight  linear  wheal. 
The  control  had  a slight  linear  wheal  without  an 
erythema.  Since  this  was  not  very  conclusive,  some 
mercury,  spilled  into  the  cupped  hand,  was  rubbed 
into  the  skin  of  the  patient’s  arm.  At  the  same 
time  the  opposite  arm  was  rubbed  with  the  clean 
hand.  Within  five  minutes  a diffuse  urticarial  erup- 
tion developed  over  the  area  rubbed  with  the  mer- 
cury, while  the  opposite  arm  remained  normal  as  a 
control,  thus  eliminating  the  probability  of  an  ir- 
ritable skin.  Rubbing  the  arm  with  the  metal 
powder  did  not  result  in  any  similar  reaction. 
Similar  tests  were  done  on  the  arms  of  five  other 
patients,  none  of  wiiom  gave  any  reaction  to  either 
the  mercury  or  the  metal  powder. 

Subsequent  Study  and  Procedure. — These  tests  with 
mercury,  metal  powders,  and  dry  control  hand  wrere 
repeated  the  following  week  on  the  patient  and  five 
other  control  patients  with  similar  results.  At  our 
suggestion  this  filling  was  removed  by  the  dentist  on 
April  25,  1941.  During  this  procedure  the  patient 
again  felt  the  sensation  of  swelling,  burning,  and  raw- 
ness  of  the  mouth  and  tongue  and,  within  a few  hours, 
she  had  an  intense  flare-up  of  generalized  urticaria. 
Within  a week  there  was  a definite  relief  of  all  mouth 
symptoms.  Two  wreeks  later  these  were  completely 
gone,  but  she  still  had  mild  generalized  urticaria  in- 
volving her  body  but  not  her  face.  On  May  14, 1941 , 
she  reported  that  the  hives  were  less  intense  and  were 
becoming  milder  and  that  for  the  first  time  she  had 
had  two  days  free  of  symptoms.  On  this  day,  an- 
other contact  test  with  mercury  (rubbed  into  arm) 
was  immediately  followed  by  a large  area  of  urti- 
caria over  the  area  that  was  tested.  Similar  tests  on 
other  patients  failed  to  produce  any  urticarial  lesions. 
Patch  tests  with  bichloride  of  mercury,  tin  foil,  a 
gold  bar  pin,  a silver  bar  pin,  and  copper  earrings 
were  negative.  Rubbing  the  skin  with  these  metal 
ornaments  wrhich  she  wore  also  caused  no  reaction. 
On  May  17,  1941,  she  reported  that  she  had  visited 
the  dentist  on  two  occasions  and  that  the  contact  of 
her  tongue  and  cheek  with  the  mirror  and  other  in- 
struments caused  a burning  sensation  of  her  mouth 
and  tongue  and  a flare-up  of  hives  the  following  day. 
The  hives  were  less  intense  and  were  now  limited  to 
her  arms.  Her  face  was  clear,  and  she  wras  able  to 
sleep.  On  June  26,  1941,  a small  amount  of  mixed 
mercury  filling  was  prepared  by  the  dentist  as  if  for  a 
tooth  filling.  Instead,  it  was  supported  by  her 
finger  against  the  roof  of  her  mouth  for  one  hour. 
She  immediately  noticed  a burning  sensation  on  her 
tongue  and  a raw  feeling  in  her  mouth  similar  to  the 
original  complaints  prior  to  treatment.  On  the  next 
day,  she  awroke  with  a burning  sensation  of  the 
skin  and  an  outbreak  of  hives  on  her  arms,  thighs, 
and  abdomen,  which  persisted  for  about  twenty-four 
hours.  Prior  to  this  she  had  been  free  of  hives 
for  five  days,  this  being  the  longest  such  period 
of  freedom  of  symptoms  since  the  onset  of  the  urti- 
caria. 

Examination  of  her  teeth  revealed  that  she  had 
seven  other  silver  fillings  in  her  mouth.  It  was  sug- 
gested that  these  be  removed  and  replaced  with 
cement  fillings.  Two  were  removed  in  the  follow- 
ing two  weeks  and  after  the  removal  of  each  silver 
filling,  there  was  a flare-up  of  hives  on  her  body 
five  hours  later,  lasting  for  about  seven  hours. 
The  tongue  and  mouth  were  not  involved,  however, 
and  her  sleep  was  not  disturbed.  Subsequently, 
all  the  metal  fillings  were  removed  and  replaced  with 


porcelain  fillings.  On  August  6,  1941,  her  hives  had 
completely  disappeared.  On  October  2,  1941,  she 
reported  that  she  wras  feeling  well,  was  eating  all 
foods,  and  that  the  hives  had  not  recurred  for  the 
past  two  months.  On  March  20,  1942,  the  patient 
reported  that  she  has  had  no  recurrence  of  symp- 
toms since  the  removal  of  all  the  silver  fillings  in  her 
teeth. 

Passive  Transfer  Experiment. — An  attempt  to 
transfer  sensitivity  to  normal  skin  was  made  by 
injecting  an  area  of  skin  the  size  of  a quarter  with 
the  patient’s  serum  in  two  normal  individuals,  j 
After  seventy-two  hours,  this  area  wras  rubbed  with 
mercury  in  the  same  way  that  urticaria  was  pro- 
duced in  this  patient.  These  attempts  to  demon- 
strate transferred  sensitivity  to  mercury  by  this , 
method  failed. 

Discussion 

Reference  in  the  literature  to  sensitivity  to  mer- 
cury, particularly  when  used  in  dental  fillings,  is 
very  uncommon.  However,  Duke,*  in  a discussion 
on  fungus  allergy,  quoted  a case  of  sensitiveness  to 
mercury  and  amalgam  teeth  fillings,  and  the  removal  j 
of  one  of  the  many  amalgam  fillings  was  followed  by  j 
so  serious  a general  reaction  to  mercury  that  thej 
patient  refused  further  treatment.  He  mentioned 
another  case  of  acne  and  fungus  infection  writh 
sensitivity  to  mercury.  There  were  many  mercury 
fillings  in  the  teeth  of  the  patient,  and  mercury 
salts  and  amalgam  filling  material  reacted  on  patch 
test.  This  patient  improved  somewhat  under 
treatment  with  exposures  to  mercury  vapor  light, 
but  complete  recovery  did  not  occur  until  injections 
of  sodium  thiosulfate  had  been  given.  In  the  case 
reported  here,  the  onset  of  urticaria  wTith  local  buc- 
cal and  tongue  edema  and  paiesthesia  followed 
shortly  after  the  introduction  of  a mercury  filling 
into  a tooth  and,  repeatedly,  exacerbations  were 
induced  by  the  removal  of  such  fillings  and  by  the 
use  of  a similar  filling  placed  against  the  hard 
palate  as  a provocative  procedure.  Although  sev- 
eral such  fillings  were  in  the  mouth  for  many  years, 
the  outbreak  of  this  attack  came  on  only  after  the 
last  filling.  In  all  probability,  sensitivity  was  in- 
duced by  contact  with  the  previous  fillings,  and  the 
allergic  response  occurred  following  the  last  filling. 
The  previous  attack  of  dermatitis  due  to  nickel 
might  suggest  that  the  instruments  were  the  of- 
fending factors  but  subsequent  asymptomatic  dental 
work  with  cement  fillings  rules  out  this  factor.  In 
addition  to  the  tests  cited,  compounds  of  mercury, 
such  as  bichloride  of  mercury  and  yellow  oxide  of 
“mercury,  were  used  in  patch  tests  and  rub-in  tests 
with  negative  results. 

While  this  method  of  demonstrating  induced  sensi- 
tivity to  mercury  may  be  unorthodox,  the  reaction  is 
comparable  to  those  cases  which  are  so  exquisitely 
sensitive  to  an  ingestant,  such  as  egg,  that  the  mere 
contact  of  the  skin  with  the  excitant  results  in  an 
immediate  allergic  reaction  such  as  bronchial 
asthma,  eczema,  or  angioneurotic  edema.  Also, 
it  may  be  compared  to  the  contact  test  with  volatile 
substances  producing  a local  skin  reaction  in  cases  of 
nasal  or  bronchial  allergic  manifestations. 

[Continued  on  page  1652] 
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EFFECTIVE  PARENTERAL  HEMOSTATIC 

KOAGAMIN  promotes  control  in  capillary  and  venous 
bleeding.  Administered  parenterally,  it  provides  a safe, 
inexpensive,  and  almost  instantly  effective  hemostatic. 

Supplied  in  lOcc.  Diaphragm-Stoppered  Vials. 


N 

s y n ii  i tm  i c 

COAGULANT 


CHATHAM  PHARMACEUTICALS,  INC. 
NEWARK,  N.  J. 


Trade  Mark  Reg.  U.  S.  Pat.  Off.,  C.P.,  Inc. 


IN  WHOOPING  COUGH 


ELIXIR  BROMAURATE  OF  UNIQUE  MEBIT 

Cuts  short  the  period  of  the  illness,  relieves  the  distressing  cough  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other 
PERSISTENT  COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  A teaspoonful 
every  3 or  4 hours. 


THE  OLD 
VARIABLE 
DOSAGE 


THE  NEW 
ACCURATE 
DOSAGE 


In  the  past,  Iodides  in  liq- 
uid form  were  assumed  to 
furnish  1 grain  of  Potassium 
Iodide  in  a drop — but  drops 
vary  in  size  and  even  the 
solution  might  vary  as  much 
as  30  grains  in  an  ounce. 
Today,  you  can  be  certain 
of  the  correct  dosage  with 
ENKIDE  (Brewer)  15  grain 
Enteric  Coated  tablets  of 
Potassium  Iodide. 


enKIde 

(BREWER) 

for 

IODIDE 


Administration 


ENKIDE  is  an  enteric  coated 
tablet  containing  1 gram  of  Potas- 
sium Iodide,  U.S.P.,  that  mini- 
mizes gastric  distress  and  permits 
the  administration  of  large  doses 
of  Potassium  Iodide.  Sold  on 
prescription  only  ($2.25  for  a bot- 
tle of  100  tablets)  Enkide  may  be 
prescribed  in  accurate  doses  of 
1 to  5 tablets  a day,  in  a modern 
convenient  form  easy  to  take. 


BREWER  & COMPANY,  Inc. 

Pharmaceutical  Chemists  since  1852  • Worcester , Mass. 
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This  case  is  reported  as  one  of  allergy  to  mercury 
or  quicksilver  for  the  following  reasons : 

1.  Onset  immediately  following  a visit  to  the 
dentist  when  mercury  was  used  in  a filling  in  a tooth. 

2.  Skin  reaction  on  contact  with  mercury. 

3.  Exacerbations  (repeated)  of  symptoms  on  the 
removal  of  mercury  fillings  from  the  teeth,  with 
spillovers  into  the  mouth. 

4.  Complete  relief  on  removal  of  all  silver  fillings. 


5.  Absence  of  symptoms  following  dental  work 
which  did  not  involve  use  of  mercury. 

6.  Allergic  background  and  family  history  of 
allergy. 

7.  Previous  history  of  contact  dermatitis,  with 
sensitiveness  to  nickel,  aluminum  chloride,  and  dress 
dyes. 

881  Park  Place 
Brooklyn 


PERSONAL  HYGIENE  IS  WEAPON  AGAINST  TROPICAL  DISEASE 


Somewhere  in  the  South  Pacific. — The  Japs 
may  have  withdrawn  but  the  disease  axis  which 
makes  a bastion  of  these  “tropical  paradises”  stub- 
bornly hems  in  our  jungle  fighters. 

Cardinal  tenet  acquired  by  the  Marines  in  their 
intensive  training  for  tropical  fighting  is  personal 
cleanliness.  Medical  and  line  officers  repeatedly 
emphasize  the  necessity  of  keeping  the  body  and 
clothes  clean. 

The  battle  is  not  peculiar — to  the  Marines.  All 
the  fighting  forces  must  meet  and  solve  the  problem. 
But,  because  they  are  a swift,  mobile  force  and  thus 
can  carry  only  essential  equipment,  the  problem  for 
them  is  more  acute 

The  way  to  cleanliness  under  such  conditions, 
according  to  Navy  Lieutenant  Bruce  W.  Milligan, 
of  Jacksonville,  Illinois,  is  soap. 

“When  we  bivouac  over  night,  the  men  soak  and 
wash  the  clothes  they  wore  that  day  when  possible 
in  boiling  water.  They  are  chiefly  particular  about 
socks  and  underwear. 

“We  try  to  assure  a bath  a day  for  the  men,  a 
difficult  task  at  best,  since  we’re  on  the  go  and  must 
depend  on  whatever  water  we  can  find  or  catch  in 
the  rain. 

“With  soap  and  water  applied  daily  we  can  put  up 
a successful  fight  against  the  fungi  that  fester  the 
skin  and  open  the  path  for  infection.  Soap  is  also 
the  chief  weapon  against  flies  which  menace  health 
in  the  tropics. 

“Men  have  been  inculcated  with  the  wisdom  of 


sterilizing  their  mess  gear  in  scalding  soapy  and 
clear  water  before  and  after  eating. 

“Malaria  is  a tougher  nut  to  crack,  but  with  this 
problem,  too,  great  progress  has  been  made.  Ata- 
brine  has  proved  its  value  as  a substitute  for  Jap- 
controlled  quinine,  and  the  men  take  daily  doses. 
Every  jungle  fighter  is  equipped  with  mosquito  net, 
a practical  safeguard  against  the  malaria-carrying 
mosquitoes  of  the  tropics.  _ 

“Besides  atabrine,  the  daily  menu  includes  salt 
tablets  and  vitamin  concentrate  to  supplement  field 
rations.  When  possible,  the  medical  officers  purify 
the  drinking  water  by  chlorination,  but  for  emer- 
gencies the  men  carry  a tube  of  iodine  to  sterilize 
their  own  canteens. 

“In  the  tropical  humidity,  cuts  are  slow  to  heal, 
organisms  settle  faster  in  the  wound  and  cause  it  to 
fester.  Such  a common  infection  as  athlete’s  foot, 
something  you  joke  about  in  the  States,  will  im- 
mobilize the  infantryman  unless  treated.  A coral 
cut  suffered  in  landing  operations  or  during  swim- 
ming requires  immediate  attention  or  the  Marine 
becomes  a casualty. 

“We  know  that  disease  is  as  much  an  enemy  of 
the  Japs  as  us,  and  we  realize  that  the  better  we 
resist  the  disease  axis,  the  better  we  fight  the  Japs. 
The  men  know  that  it  is  not  enough  to  keep  their 
rifles  in  perfect  condition;  they  know  that  equal 
care  must  be  given  their  bodies.” — Staff  Sergeant 
Samuel  E.  Satvisky,  Marine  Combat  Correspondent 
in  III.  Med.  J 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Howard  G.  Case 

62 

Syracuse 

August  4 

Syracuse 

Gustavus  C.  Darlington 

81 

L.I.C.  Hosp. 

July  28 

Manhattan 

Peter  De  Gaetano 

53 

L.I.C.  Hosp. 

July  31 

Brooklyn 

Frank  B.  Donohue 

69 

P.  & S.,  N.Y. 

July  27 

Bloomingburg 

Matthew  H.  DuBois 

71 

Bellevue 

August  8 

Washingtonville 

Burton  A.  Hall 

62 

Syracuse 

July  24 

Oxford 

John  F.  Kent 

77 

Bellevue 

August  1 

Brooklyn 

George  H.  Ketler 

32 

Buffalo 

July  - 

Menands 

William  H.  Lohman 

62 

P.  & S.,  N.Y. 

August  8 

Brooklyn 

Homer  P.  Marsh 

76 

N.Y.  Univ. 

July  31 

Constantia 

George  W.  Mellon 

53 

Pennsylvania 

August  7 

Manhattan 

Thomas  F.  Patterson 

73 

L.I.C.  Hosp. 

July  24 

Brooklyn 

James  Walsh 

73 

N.Y.  Horn. 

July  31 

Cortland 

Moses  Weiss 

41 

Prague 

August  7 

Manhattan 
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Honor  Roll 


Medical  Society  of  the  State  of  New  York 

Member  Physicians  in  the  Armed  Forces 

Supplementary  List* 

The  following  list  is  the  tenth  supplement  to  the  Honor  Roll  published  in  the 
December  15,  1942,  issue.  Other  supplements  appeared  in  the  January  1,  Janu- 


ary 15,  February  15,  M 
issues. — Editor 


A 

A1  Akl,  F.  M. 

8000  4th  Ave.,  Brooklyn,  N.Y. 
Aaron,  H.  H. 

251  Seaman  Ave.,  New  York,  N.Y. 
Ackerman,  N.  W. 

43  E.  78  St.,  New  York,  N.Y. 
Adamo,  G.  M. 

1749  Grand  Concourse,  Bronx,  N.Y. 
Ajello,  D.  A. 

397  Union  St.,  Brooklyn,  N.Y. 
Anastasi,  J.  J. 

3230  Cruger  Ave.,  Bronx,  N.Y. 
Anthony,  H.  E. 

Moravia,  N.Y. 

B 

Bachman,  A.  L. 

1165  Park  Ave.,  New  York,  N.Y. 
Baehr,  G. 

110  E.  80  St.,  New  York,  N.Y. 
Barlow,  W.  H. 

100  Central  Ave.,  St.  George,  S.I., 
N.Y. 

Baron,  I.  J. 

1836  Ocean  Parkway,  Brooklyn, 
N.Y. 

Beck,  J. 

Staten  Island  Hosp.,  Tompkins- 
ville,  S.I.,  N.Y. 

Bergstein,  J. 

601  Dahill  Rd.,  Brooklyn,  N.Y. 
Best,  D.  L. 

Middleburg,  N.Y. 

Bloom,  David 

345  E.  77  St.,  New  York,  N.Y. 
Broder,  W.  J. 

4815  Clarendon  Rd.,  Brooklyn, 
N.Y. 

Browd,  V.  L. 

152  W.  58  St.,  New  York,  N.Y. 
Brown,  J.  E. 

State  Hospital,  Ogdensburg,  N.Y. 
Browne,  H.  R. 

Delmar,  N.Y. 


C 

Callin,  L.  R. 

Savannah,  N.Y. 

Carr,  F.  S. 

17  Pearl  St.,  Kingston,  N.Y. 
Carrozza,  N.  S. 

108  Vanderbilt  St.,  Brooklyn,  N.Y. 
Casamas,  L.  V. 

164-10  Sanford  Ave.,  Flushing,  N.Y. 
Cashion,  W.  R. 

47-49  157th  St.,  Flushing,  N.Y. 
Casper,  W.  A.  (Maj.) 

V.D.  Medical  Center,  Hot  Springs, 
Ark. 

Castiglia,  C.  F. 

239  Lafayette  Ave.,  Buffalo,  N.Y. 


* The  names  of  Drs.  A.  H.  Aaron, 
40  North  Street,  Buffalo,  H.  D.  Berlo- 
witz,  1446  President  Street,  Brook- 
lyn, and  H.  H.  Cohen,  698  West 
Avenue,  New  York  City,  were  pub- 
lished in  the  Honor  Roll  in  the  August 
1 issue  by  mistake.  They  are  not  in 
the  service. — Editor. 


1,  March  15,  April  15,  June  1, 


Chesher,  E.  C. 

Neurological  Inst.,  Ft.  Wash.  Ave. 
& 168  St.,  New  York,  N.Y. 
Clarke,  F.  E. 

Valley  Stream,  N.Y. 

Clement,  A.  V. 

2108  Avenue  P,  Brooklyn,  N.Y. 
Cockrell,  J.  V.  (Capt.) 

2310  Andrews  Ave.,  Bronx,  N.Y. 
Cohen,  R. 

203  W.  81  St.,  New  York,  N.Y. 
Cohen,  S. 

45-18  Parsons  Blvd.,  Flushing,  N.Y. 
Constantine,  W.  E. 

468  Delaware  Ave.,  Buffalo,  N.Y. 
Corrado,  P. 

114  E.  54  St.,  New  York,  N.Y. 
Cortesi,  J.  B. 

921  Nott  St.,  Schenectady,  N.Y. 
Cranston,  W.  J. 

8 Platt  St.,  Walton,  N.Y. 

Cross,  R.  H. 

33  Brookline  Drive,  Utica,  N.Y. 
Crossley,  J.  L.  (Lt.,  U.S.N.R.) 

1 Flower  Bldg.,  Watertown,  N.Y. 
Crowley,  D.  F. 

40  E.  61  St.,  New  York,  N.Y. 


D 

Daly,  E.  F. 

1419  Glover  St.,  Bronx,  N.Y. 

Daly,  J.  F. 

3015  Crescent  St.,  L.  I.  City,  N.Y. 
Del  Bello,  L.  S.  (Capt.) 

Camp  Shelby,  Miss. 

D’Errico,  A.  J. 

31  1st  Ave.,  Gloversville,  N.Y. 
D’Esopo,  D.  A. 

180  Ft.  Washington  Ave.,  New 
York,  N.Y. 

Diamond,  B. 

215  Huntington  Ave.,  Buffalo, 
N.Y. 

Diamond,  N. 

2186  Grand  Concourse,  Bronx,  N.Y. 
Dingman,  J.  C. 

Spring  Valley,  N.Y. 

Donlon,  J.  J. 

21  S.  Village  Ave.,  Rockville 
Centre,  N.Y. 

Doolittle,  U.,  Jr. 

801  University  Bldg.,  Syracuse, 
N.Y. 

Drago,  J.  J. 

26-37  14th  St.,  Astoria,  N.Y. 
Drayer,  H.  F. 

Theresa,  N.Y. 

Dubilier,  B. 

142  Erie  St.,  Jersey  City,  N.J. 
Dubinsky,  A. 

36  Park  Ave.,  New  York,  N.Y. 
Dworkin,  M. 

470  Park  Ave.,  New  York,  N.Y. 


E 

Edelman,  I.  E. 

10772  Lefferts  Blvd.,  Richmond 
Hill,  N.Y. 

Eisen,  M.  J. 

630  W.  168  St.,  New  York.  N.Y. 
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July  1,  and  August  1 


Eisenberg,  D. 

418  W.  23  St.,  New  York,  N.Y. 
Eisenberg,  J. 

Malverne,  N.Y. 

Ellsworth,  J.  E. 

1705  Hyde  Park  Blvd.,  Niagara 
Falls,  N.Y. 

Evans,  J.  N. 

23  Schermerhorn  St.,  Brooklyn, 
N.Y. 


F 

Fairchild,  R.  D. 

677  W.  Onondaga  St.,  Syracuse, 
N.Y. 

Falkson,  K.  F. 

229  W.  78  St.,  New  York,  N.Y. 

Fallon,  C.  E. 

205  Grand  St.,  Newburgh,  N.Y. 
Farris,  L.  G. 

894  Colvin  Ave.,  Kenmore,  N.Y. 
Fedde,  N. 

80  Jefferson  Blvd.,  Annadale,  S.I., 
N.Y, 

Feldman,  F. 

6220  Bay  Parkway,  Brooklyn,  N.Y.  I 
Feldman,  S.  A.  (Lt.) 

Station  Hospital,  Camp  Patrick  I 
Henry,  Newport  News,  Va. 

Ferris,  A.  J. 

341  Forest  Ave.,  Buffalo,  N.Y. 

Finn,  F.  W. 

Roosevelt  Hospital,  New  York,  I 
N.Y. 

Flagg,  A.  G. 

440  W.  34th  St.,  New  York,  N.Y. 
Flaherty,  M.  H.  (Capt.) 

Governors  Island,  N.Y. 

Friedman,  B. 

320  Central  Park  W.,  New  York,  I 
N.Y. 


G 

Gaillard,  G.  E. 

116  E.  53  St.,  New  York,  N.Y. 

Galvin,  E.  F. 

Rosendale,  N.Y. 

Geiger,  W.  E. 

905  56  St.,  Brooklyn,  N.Y. 

Gellis,  S. 

853  7th  Ave.,  New  York,  N.Y. 
George,  W.  D. 

203  Trust  Co.  Bldg.,  Watertown 
N.Y. 

Gibson,  A.  R. 

2162  Main  St.,  Buffalo,  N.Y. 

Gindling,  J.  A. 

435  Exchange  St.,  Geneva,  N.Y. 
Ginsberg,  A.  J. 

6 W.  74  St.,  New  York,  N.Y. 

Glasser,  F.  B. 

Creedmoor  State  Hospital,  Queens  I 
Village,  N.Y. 

Glueck, B. 

Stony  Lodge,  Ossining,  N.Y. 

Goldberg,  A. 

605  W.  170  St.,  New  York,  N.Y. 
Gottdiener,  F.  H. 

16  Garfield  Place,  Poughkeepsie, 
N.Y. 

[Continued  on  page  1656] 
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the  DIFFERENCE— no  irritation,  no  toxictty 

the  EXTRA  FACTOR— physiologic  stimulation  of  tissue 

defense  function 


NOT  ONLY  CONTRA-INFECTIVE 

ARGYROL  not  only  effects  bacteriostasis  without 
injury  to  tissue,  it  also  produces  decongestion 
without  artificial  vasoconstriction. 

NOT  ONLY  CONTRA-CONGESTIVE 

But  there  is  a plus  factor  in  decongestion  and 
antisepsis  with  ARGYROL.  This  is  physiologic 
stimulation  of  mucous  membrane  defense  func- 
tion. ARGYROL  is  stimulating  to  circulation, 
glands,  tissues;  soothing  to  nerve  ends. 


SAFE,  NON-IRRITATING,  EFFECTIVE 

In  41  years  of  medical  use  of  ARGYROL  no  case 
of  toxicity,  irritation,  injury  to  cilia,  or  pulmo- 
nary complication  in  human  beings  has  been 
described.  Published  independent  pharmaceu- 
tical and  medical  surveys  show  that  ARGYROL 
is  by  far  the  most  widely  prescribed  drug  for  its 
indicated  uses. 

To  insure  your  results,  when  you  order  or 
prescribe,  please  insist  on  the  "ORIGINAL  ARGY- 
ROL PACKAGE.” 


MADE  ONLY  BY  THE  A.  C.  BARNES  COMPANY,  NEW  BRUNSWICK,  NEW  JERSEY 


ARGYROL 


DETERGENT  - PROTECTIVE  • PUS-DISLODGING 
INFLAMMATION  DISPELLING  • SOOTHING 
STIMULATING  TO  GLANDS,  TISSUE 


("ARGYROL”  is  a registered  trade  mark,  the  property  of  A.  C.  Barnes  Company ) 
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HONOR  ROLL 


[N.  Y.  State  J.  M, 


[Continued  from  page  1654] 
Green,  L. 

1290  Grand  Concourse,  Bronx,  N.Y. 
Greenstein,  L. 

583  Montgomery  St.,  Brooklyn, 
N.Y. 

Grillo,  J.  D. 

1550  Bay  Ridge  Parkway,  Brook- 
lyn, N.Y. 

Gutman,  A.  B. 

Presbyterian  Hosp.,  622  W.  168  St., 
New  York,  N.Y. 


H 

Hagadorn,  I.  E. 

326  Grant  St.,  Buffalo,  N.Y. 
Harnes,  A.  R. 

55  E.  65th  St.,  New  York,  N.Y. 
Hart,  C.  J. 

133  E.  58  St.,  New  York,  N.Y. 
Hemmett,  G.  M. 

22  Hoover  Rd.,  Rochester,  N.Y. 
Herman,  M. 

30  E.  40  St.,  New  York,  N.Y. 
Higgins,  G.  L. 

Sauquoit,  N.Y. 

Higgins,  R.  P. 

20  Court  St.,  Cortland,  N.Y. 
Hollander,  E. 

1230  Park  Ave.,  New  York,  N.Y. 
Horwich,  I.  D. 

30  Fifth  Ave.,  New  York,  N.Y. 
Hotchkiss,  R.  J. 

905  Nott  St.,  Schenectady,  N.Y. 
Houston,  T.  F. 

721  Ridge  Rd.,  Lackawanna,  N.Y. 
Huber,  F. 

Lenox  Hill  Hospital,  New  York, 
N.Y. 


I 

Immerman,  H.  O. 

Woodridge,  N.Y. 

Immordino,  S. 

107  Cox  Ave.,  Yonkers,  N.Y. 
Isabella,  R.  E. 

607  Union  St.,  Schenectady,  N.Y. 


J 

Jacobus,  T.  I. 

17  E.  84  St.,  New  York,  N.Y. 
Joyner,  A.  L.  (Major) 

Station  Hospital,  Camp  Butnei , 
N.C. 


K 

Kaessler,  H.  W. 

44  Midland  Ave.,  Bronxville,  N.Y. 
Kahlstrom,  S.  C. 

Bath,  N.Y. 

Kahn,  S. 

729  Park  Ave.,  New  York,  N.Y. 
Kammerer,  W.  H. 

33  E.  61  St.,  New  York,  N.Y. 
Kaplan,  H. 

1939  Grand  Concourse,  Bronx,  N.Y. 
Kapp,  C.  M. 

8/0  Longwood  Ave.,  Bronx,  N.Y. 
Kapp,  L.  A. 

1749  Grand  Concourse,  Bronx,  N.Y. 

Katz,  N. 

Ellenville,  N.Y. 

Kaufman,  J. 

201  Eastern  Parkway,  Brooklyn, 
N.Y. 

Kaye,  A. 

338  W.  84  St.,  New  York,  N.Y. 
Keiber,  H.  F. 

793  Jewett  Ave.,  Port  Richmond. 
S.I.,  N.Y. 

Kirban,  H.  N.  (Lt.) 

415  State  St.  Ext.,  Bridgeport, 
Conn. 

Kirschenbaum,  D. 

61-09  37  Ave.,  Woodside,  N.Y. 
Klein,  L. 

515  Avenue  I,  Brooklyn,  N.Y. 
Kogan,  B. 

7534  62  St.,  Glendale,  N.Y. 


Komora,  E.  J. 

3448  89  St.,  Jackson  Heights, 

N.Y. 

Kornblau,  A.  H. 

1290  Grand  Concourse,  Bronx,  N.Y. 
Krinsky,  N. 

2243  Strauss  St.,  Brooklyn,  N.Y. 
Kubel,  H. 

598  E.  138  St.,  Bronx,  N.Y. 


L 


Lampert,  H.  H. 

433  Avenue  T,  Brooklyn,  N.Y. 
Landman,  L. 

437  E.  84  St.,  New  York,  N.Y. 
Lehman,  H. 

1383  Carroll  St.,  Brooklyn,  N.Y. 
Lehman,  L. 

130  E.  94  St.,  New  York,  N.Y. 
Lehman,  M.  F.  W. 

254-20  Pembroke  Ave.,  Great  Neck, 
N.Y. 

Leistyna,  A. 

Ilion,  N.Y. 

Lenke,  S.  E. 

61  Eastern  Parkway,  Brooklvn, 
N.Y. 

Levine,  J. 

1319  Purdy  St.,  Bronx,  N.Y. 

Libow,  A. 

Mountaindale,  N.Y. 

Lipstein,  S.  (Lt.) 

A.P.O.  763,  c/o  P.M.,  New  York, 
N.Y. 

Litinsky,  H. 

16  10  St.,  New  Dorp,  S.I.,  N.Y. 
Little,  H.  O. 

140  E.  54  St.,  New  York,  N.Y. 
Lojacono,  S.  C. 

305  W.  Utica  St.,  Buffalo,  N.Y. 
London,  I. 

1715  Vyse  Ave.,  Bronx,  N.Y. 
London,  J. 

295  Clifton  Place,  Brooklyn,  N.Y. 
Lukeman,  H.  J.  (Lt.  Com.,  U.S.N.R.) 
Brooklyn  Navy  Yard,  Brooklvn, 
N.Y. 

Lyons,  K.  P. 

753  Parkside  Ave.,  Buffalo,  N.Y. 


M 


Mallon,  F.  E. 

1135  Park  PI.,  Brooklyn,  N.Y. 
Mason,  A. 

713  Genesee  St.,  Syracuse,  N.Y. 
Maxwell,  E.  A. 

Carthage,  N.Y. 

Mazza,  P.  A. 

76  Sycamore  Ave.,  Mt.  Vernon, 
N.Y. 

McCann,  J.  L. 

40  Empire  Blvd.,  Rochester,  N.Y. 
McCuaig,  V.  C. 

40  E.  61  St.,  New  York,  N.Y. 
McLaughlin,  G.  A. 

4202  Avenue  P,  Brooklyn,  N.Y. 
Melomo,  F. 

7901  4 Ave.,  Brooklyn,  N.Y. 
Merrick,  H.  W. 

Carthage,  N.Y. 

Messineo,  J.  W. 

824  Avenue  U,  Brooklyn,  N.Y. 
Meyer,  B.  C. 

70  W.  83  St.,  New  York,  N.Y. 
Meyers,  D.  S. 

44  Maiden  Lane,  Kingston,  N.Y. 
Miele,  S. 

61  W.  9th  St.,  New  York,  N.Y. 
Miller,  S. 

88-05  150  St.,  Jamaica,  N.Y. 
Monteleone,  C. 

145  Montrose  Ave.,  Brooklyn,  N.Y. 
Moore,  S.  B. 

41  W.  85  St.,  New  York,  N.Y. 
Moorhead,  J.  J. 

115  E.  64  St.,  New  York,  N.Y. 
Moravec,  C.  L. 

1346  Union  St.,  Schenectady,  N.Y. 
Morrone,  F.  X. 

87  Dunwoodie  St.,  Yonkers,  N.Y. 
Mosher,  S. 

14  Ash  Grove  Place,  Albany,  N.Y. 
Moss,  J.  W. 

Suffer n,  N.Y. 


N 

Nagler,  H.  J. 

1325  St.  Marks  Ave.,  Brooklyn, 
N.Y. 

Nelson,  J. 

1260  Stadium  Ave.,  Bronx,  N.Y. 
Noonan,  J.  J. 

60  Second  St.,  Troy,  N.Y. 


O 

Olszewski,  B.  S. 

217  Lake  Shore  Drive  E.,  Dunkirk, 
N.Y. 


P 

Paganelli,  H.  R. 

144  W.  11  St.,  New  York,  N.Y 
Pernice,  S.  J. 

130  W.  12  Street,  New  York,  N.Y 

1 'S^Vst.,  Buffalo.  N.Y. 

Plasse,  D.  H. 

1291  Grant  Ave.,  Bronx,  N.Y. 

Pohl,  J.  J. 

1939  5 Ave.,  Troy,  N.Y. 

Pollack,  P.  J. 

2300  Kings  Highway,  Brooklyn, 
N.Y. 

Porte,  D. 

165-06  89  Ave.,  Jamaica,  N.Y.  ^ 
Potozky,  H. 

4410  Broadway,  New  York,  N.Y. 
Priviteri,  C.  A. 

1882  Grand  Concourse,  Bronx,  N.Y. 
Purpura,  J.  A. 

8684  15  Ave.,  Brooklyn,  N.Y. 


R 

Racz,  F. 

44  E.  74  St.,  New  York,  N.Y. 
Reed,  B.  K. 

Sandy  Creek,  N.Y. 

Reiss,  A. 

Monroe,  N.Y. 

Remington,  J.  H. 

304  West  Ave.,  Rochester,  N.Y. 
Rosen,  J.  R. 

230  W.  16  St.,  New  York,  N.Y. 


S 

Saab,  J.  R. 

585  Ridge  Road,  Lackawanna,  N.Y. 
Salvati,  F.  J. 

184  Sixth  Ave.,  New  York,  N.Y. 
Saunders,  E.  W. 

10  E.  90  St.,  New  York,  N.Y. 
Savitsky,  N. 

1225  Park  Ave.,  New  York,  N.Y. 
Savoia,  D.  A. 

1821  E.  New  York  Ave.,  Brooklyn, 
N.Y. 

Scardapane,  F. 

188  Sixth  Ave.,  Brooklyn,  N.Y. 
Silberstein,  H.  A.  (Lt.) 

Camp  Stewart,  Ga. 

Slapion,  L.  G. 

751  Gerard  Ave.,  Bronx,  N.Y. 
Squitieri,  S.  P. 

3063  Buhre  Ave.,  Bronx,  N.Y. 
Stewart,  J.  D. 

462  Grider  St.,  Buffalo,  N.Y. 

Stitt,  P.  G. 

Board  of  Health,  Honolulu,  T.1I. 
Streeter,  R.  G.  (Lt.  Com). 

U.  S.  Naval  Training  Station. 
Sampson,  Geneva,  N.Y. 


T 

Trubowitz,  S. 

397  Linden  Blvd.,  Brooklyn,  N.Y. 


W 

Wilkinson,  R.  S.  (Capt.) 

2816  Eighth  Ave.,  New  York,  N.Y. 
Winer,  M.  N. 

45  Barker  St.,  Buffalo,  N.Y. 
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Metamucil  provides  a method  of  relieving  colonic  stasis 
in  harmony  with  natural  processes. 

It  avoids  the  harsh  effect  of  irritating  laxatives  and  rough- 
age,  the  dehydrating  and  explosive  action  of  salines,  the 
leakage  and  vitamin-absorbing  properties  of  oil. 


The  "Smoothage”  Way  . . . 

— aids  normal  bowel  function 

—protects  the  mucosa  against 
irritating  food  residue 

The  highly  purified,  non-irritating 
extract  of  Plantago  ovata  (Forsk) 
combines  with  a special  dextrose 
base  to  mix  easily  with  aqueous 
liquids.  Palatable  and  acceptable 
to  all  patient  types. 


Indications  — Chronic  constipa- 
tion, various  forms  of  colitis,  pre- 
and  post-operative  cases,  hemor- 
rhoidal conditions,  the  constipa- 
tion of  pregnancy. 

Average  dose — One 
spoonful,  stirred 
in  a glass  of  milk 
or  other  liquid, 
followed  by  an 
additional  glass  of 
liquid. 


Supplied  in  1 lb.,  8-ox.  and  4-oz.  containers. 

g D-S EARLE  & co* 

ETHICAL  PHARMACEUTICALS  SINCE  1888 

CHICAGO 

New  York  Kansas  City  San  Francisco 
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Third  District  Branch 
Tuesday,  September  21,  1943 
Hendrick  Hudson  Hotel 
Troy,  New  York 

Afternoon  Session  Prize  to  Be  Given 


2:15  p.m. — Motion  Sound  Pictures:  “Blood  Trans- 

fusion,” “Health  in  War” 

3:15  p.m. — -“Lesions  and  Abnormalities  About  the 
Mouth,”  lantern  slide  and  motion  picture  demon- 
stration 

James  E.  McAskill,  M.D.,  Watertown,  New 
York 

4:00  p.m. — “Postwar  Problems  in  Tropical  Diseases 
in  Civilian  Practice” 

Col.  Eugene  R.  Whitmore,  Medical  Corps, 
United  States  Army  (Retired),  Washington, 
D.C. 

6:00  p.m. — Social  Hour 

Entertainment  to  be  provided  by  the  Woman’s 
Auxiliary  of  the  Rensselaer  County  Medical 
Society 

7:00  p.m. — Dinner;  Alson  J.  Hull,  M.D.,  Toast- 
master 

8:00  p.m. — Address  by  Thomas  A.  McGoldrick, 
M.D.,  Brooklyn,  President  of  the  Medical  Society 
of  the  State  of  New  York 

8:30  p.m. — “The  Navy  College  Training  Program” 
Capt.  Mark  C.  Bowman,  United  States  Navy 
Ladies  will  join  with  members  of  the  District 

Branch  for  dinner. 


The  Third  District  Branch  will  donate  a prize  of 
$25.00  to  that  Women’s  County  Auxiliary  from 
which  county  there  is  the  largest  percentage  of 
physicians  registered  at  this  meeting. 


Officers — Third  District  Branch 

President ...Stephen  H.  Curtis,  M.D.,  Troy 

First  Vice-President 

Homer  L.  Nelms,  M.D.,  Albany 

Second  Vice-President 


John  L.  Edwards,  M.D.,  Hudson 

Secretary Harry  Golembe,  M.D.,  Liberty 

Treasurer William  M.  Rapp,  M.D.,  Catskill 

Presidents  of  Component  County  Societies 

Albany Morgan  O.  Barrett,  M.D.,  Albany 

Columbia Cecil  L.  Schultz,  M.D.,  Philmont 

Greene Norman  S.  Cooper,  M.D.,  Athens 

Rensselaer Alson  J.  Hull,  M.D.,  Troy 

Schoharie Roy  G.  S.  Dougall,  M.D.,  Cobleskill 

Sullivan Ralph  S.  Breakey,  M.D.,  Monticello 

Ulster James  S.  Taylor,  M.D.,  Kingston 


Fifth  District  Branch 

Wednesday,  September  22,  1943 
Hotel  Syracuse 
Syracuse,  New  York 


Afternoon  Session 

2:30  p.m. — “Common  Diseases  of  the  Skin,”  with 
lantern  slide  illustrations 

Leon  H.  Griggs,  M.D.,  Associate  Professor  of 
Dermatology,  Syracuse  University  College  of 
Medicine 

3:30  p.m.  to  5:30  p.m.— Symposium  by  the  Depart- 
ment of  Obstetrics 

“The  Use  of  Caudal  Anesthesia  in  Obstetrics” 
Francis  Irving,  M.D.,  Clinical  Professor  of 

* Programs  of  the  First,  Second,  Fourth,  and  Eighth 
District  Branch  Meetings  will  appear  in  a later  issue. 


Obstetrics,  Syracuse  University  College  of 
Medicine;  Albertson  Lippincott,  M.D.,  Frank 
Meyer,  M.D. 

“Episiotomy — Recent  Technics 
R.  J.  Pieri,  M.D.,  Clinical  Professor  of  Obstet- 
rics, Syracuse  University  College  of  Medicine 
“The  Significance  of  Vaginal  Bleeding  During  the 
Third  Trimester  of  Pregnancy” 

Merton  Hatch,  M.D.,  Associate  Professor  of 
Obstetrics,  Syracuse  University  College  of 
Medicine 

[Continued  on  page  16601 
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OPTIMUM  NUTRITION  MINIMUM  TIME 
FOR  BABY...  FOR  DOCTOR... 


with  this  complete  liquid  infant  formula! 

BIOLAC  SUPPLIES  milk  proteins,  milk  minerals,  iron, 
and  vitamins  A,  Bi,  B2  and  D in  amounts  which  equal 
or  exceed  recognized  requirements  for  infants.  Thus  with 
the  sole  exception  of  vitamin  C,  Biolac  provides  com - 
plete  nutrition  for  the  hottle-fed  baby. 

Biolac  is  a real  timesaver  for  overworked  doctors,  too! 

No  carbohydrate  or  other  extra  formula  ingredients  to 
calculate ! 

Also,  with  Biolac  there  is  less  chance  of  upsets  due  to 
errors  in  preparing  formulas.  Less  chance  of  formula 
contamination,  too,  because  Biolac  requires  only  simple 
dilution  with  boiled  water,  as  you  prescribe. 

NO  LACK  IN  BIOLAC 

Borden’s  complete  infant  formula 


• Biolac  is  prepared  from  whole  milk, 
skim  milk,  carbohydrates— Vitamin  Bi,  con- 
centrate of  Vitamins  A and  D from  cod 
liver  oil,  and  ferric  citrate.  It  is  evaporated. 


homogenized,  and  sterilized.  For  profes- 
sional information,  write  Borden’s  Pre- 
scription Products  Division,  350  Madison 
Avenue,  New  York,  New  York. 


1000 
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“Recent  Advances  in  Cesarean  Section” 

Vincent  Hemmer,  M.D.,  Associate  Professor  of 
Obstetrics,  Syracuse  University  College  of 
Medicine 

“Control  of  Late  Toxemias  of  Pregnancy” 

Edward  C.  Hughes,  M.D.,  Professor  of  Ob- 
stetrics, Syracuse  University  College  of  Medi- 
cine 

If  time  permits,  there  will  be  showing  of  colored 
motion  pictures  of  various  obstetric  operations. 

Evening  Session 

6:00  p.m. — Dinner 

Address  by  Thomas  A.  McGoldrick,  M.D., 
Brooklyn,  President  of  the  Medical  Society  of  the 
State  of  New  York 

Business  Meeting — Election  of  Officers 
8:00  p.m. — “Lesions  and  Abnormalities  About  the 

Mouth,”  illustrated  with  Kodachrome  slides 
James  E.  McAskill,  M.D.,  Watertown,  New 
York. 

“Meningicoccal  Infections” 

J.  Howard  Ferguson,  M.D.,  Professor  of  Path- 
ology, Syracuse  University  College  of  Medicine. 
Discussion  by  O.  D.  Chapman,  M.D.,  Professor 

of  Bacteriology,  Syracuse  University  College  of 

Medicine,  and  A.  C.  Silverman,  M.D.,  Professor  of 


Pediatrics,  Syracuse  University  College  of  Medi- 
cine. 

Ladies  will  join  with  members  of  the  District 
Branch  for  dinner. 

Prize  to  Be  Given 

The  Executive  Committee  of  the  Fifth  District 
Branch  will  donate  a prize  of  $25.00  to  that  Woman’s 
County  Auxiliary  from  which  county  there  is  the 
largest  percentage  of  physicians  registered  at  this 
meeting. 

Officers — Fifth  District  Branch 

President.  .Edward  C.  Reifenstein,  M.D.,  Syracuse 

First  Vice-President William  Hale,  M.D.,  Utica 

Second  Vice-President 


Sherman  M.  Burns,  M.D.,  Oswego 

Secretary H.  Dan  Vickers,  M.D.,  Little  Falls 

Treasurer Edgar  O.  Boggs,  M.D.,  Lowville 

Presidents  of  Component  County  Societies 

Herkimer Byron  G.  Shults,  M.D.,  Herkimer 

Jefferson S.  E.  Simpson,  M.D.,  Watertown 

Lewis David  J.  O’Connor,  M.D.,  Croghan 

Madison Jackson  W.  Thro,  M.D.,  Hamilton 

Oneida Bradford  F.  Golly,  M.D.,  Rome 

Onondaga Herbert  C.  Yeckel,  M.D.,  Syracuse 

Oswego William  F.  Fivaz,  M.D.,  Fulton 


Sixth  District  Branch 
Tuesday,  September  28,  1943 
Willard  Straight  Hall 
Cornell  Campus 
Ithaca,  New  York 


Morning  Session 

10:00  a.m. — “Continuous  Caudal  Anesthesia” 

Francis  R.  Irving,  M.D.,  Clinical  Professor  of 
Obstetrics,  Syracuse  University  College  of 
Medicine 

11:00  a.m. — “Hematuria” 

Thomas  J.  Kirwin,  M.D.,  New  York  City 
12:00  m. — Luncheon 

Address  by  Thomas  A.  McGoldrick,  M.D., 
Brooklyn,  President  of  the  Medical  Society  of  the 
State  of  New  York 

Afternoon  Session 

1 :45  p.m. — Business  Meeting — Election  of  Officers 
2:00  p.m. — “Physiological  Considerations  in  the 
Treatment  of  Burns” 

Lieutenant  Herbert  Brown,  (M.C.)  USNR, 
Brooklyn 

3:00  p.m. — “Anticoagulants” 

A.  Wilbur  Duryee,  M.D.,  Associate  Clinical 
Professor  of  Medicine,  New  York  Post-Gradu- 
ate Medical  School,  Columbia  University 


Ladies  will  join  with  members  of  the  District- 
Branch  for  luncheon. 

Officers — Sixth  District  Branch 

President Norman  S.  Moore,  M.D.,  Ithaca 

First  Vice-President 

Charles  L.  Pope,  M.D.,  Binghamton 

Second  Vice-President 

Norman  C.  Lyster,  M.D.,  Norwich 


Secretary.  . .Hubert  B.  Marvin,  M.D.,  Binghamton 
Treasurer William  A.  Moulton,  M.D.,  Candor 

Presidents  of  Component  County  Societies 

Broome Elton  R.  Dickson,  M.D.,  Binghamton 

Chemung Florence  S.  Hassett,  M.D.,  Elmira 

Chenango..  .William  P.  Elliott,  M.D.,  New  Berlin 

Cortland Hugh  Frail,  M.D.,  Marathon 

Delaware Fisk  Brooks,  M.D.,  Delhi 

Otsego Mahlon  C.  Halleck,  M.D.,  Worcester 

Schuyler. ..  John  W.  Burton,  M.D.,  Mecklenburg 

Tioga John  B.  Schamel,  M.D.,  Waverly 

Tompkins Joseph  N.  Frost,  M.D.,  Ithaca 


Seventh  District  Branch 

Thursday,  September  30,  1943 
Academy  of  Medicine 


Rochester, 

Morning  Session 

9 : 30  a.m. — Registration 

10:00  a.m. — Films  (Titles  to  be  announced) 

11:00  a.m. — “Recent  Improvements  in  Biliary  Tract 
Surgery  (lantern  slides) 

Richard  B.  Cattell,  M.D.,  Surgeon,  The  Lahev 


New  York 

Clinic,  Boston;  New  England  Deaconess  Hos- 
pital; New  England  Baptist  Hospital 
12:00  m. — Business  Meeting — Election  of  Officers 
Address  by  Thomas  A.  McGoldrick,  M.D.,  Brook- 
lyn, President  of  the  Medical  Society  of  the  State 
of  New  York 

[Continued  on  page  1662] 
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That’  s all  the  apparatus  you  need  when  you  ana- 
lyze for  Urine-Sugar 


WITH 

CLINITEST 

TABLET  METHOD 

A Copper  Reduction  Test 


A SIMPLE,  TIME-SAVING  TECHNIC 

O 5 drops  urine  -f"  © 10  drops  water  + © Glinitest  Tablet 

Allow  for  reaction — then  compare  with  color  scale. 


NOTE:  No  External  Heating  Employed . 


Available  through  your  prescription  pharmacy  or  medical  sup- 
ply house.  Write  for  full  descriptive  literature.  Dept.  N.Y.9. 


EFFERVESCENT  PRODUCTS,  INC. 

ELKHART,  INDIANA 
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12:30  p.m. — Buffet  Luncheon — Tickets  SI. 00 

Afternoon  Session 

1:30  p.m. — “Postwar  Tropical  Disease  Problems” 

L.  T.  Coggeshall,  M.D.,  School  of  Public  Health, 
University  of  Michigan,  Ann  Arbor 
2:30  p.m. — “On  the  Role  of  Myocardial  Disease  in 
Heart  Failure” 

David  P.  Barr,  M.D.,  Professor  of  Medicine, 
Cornell  University,  New  York  City 

Officers — Seventh  District  Branch 
President.  . .Benjamin  J.  Slater,  M.D.,  Rochester 

First  Vice-President 

H.  J.  Knickerbocker,  M.D.,  Geneva 


Second  Vice-President 


. Howard  S.  Brasted,  M.D.  Hornell 

Secretary Lloyd  F.  Allen,  M.D.,  Pittsford 

Treasurer Kenneth  T.  Rowe,  M.D.,  Dansville 

Presidents  of  Component  County  Societies 

Cayuga Bernard  L.  Cullen,  M.D.,  Auburn 

Livingston William  B.  Turney,  M.D.,  Avon 

Monroe G.  Kirby  Collier,  M.D.,  Rochester 

Ontario Adrian  S.  Taylor,  M.D.,  Clifton  Springs 

Seneca Roy  E.  Wallace,  M.D.,  Seneca  Falls 

Steuben Stuart  H.  Bean,  M.D.,  Addison 

Wayne Ralph  Sheldon,  M.D.,  Lyons 

Yates Allen  W.  Holmes,  M.D.,  Penn  Yan 


CARDIAC  CLINIC  DIRECTORY  PUBLISHED 

The  New  York  Tuberculosis  and  Health  Associa- 
tion recently  published  the  Directory  of  Affiliated 
Cardiac  Clinics,  compiled  and  issued  annually  by 
the  Association’s  Heart  Division. 

According  to  Dr.  J.  Burns  Amberson,  Jr.,  presi- 
dent of  the  Association.  Affiliated  Cardiac  Clinics 
are  those  which  have  met  the  standard  requirements 
of  the  New  York  Heart  Association,  of  the  New  York 
Tuberculosis  and  Health  Association.  There  are  41 
such  clinics  located  in  New  York  City — 22  in  Man- 
hattan, 4 in  the  Bronx,  10  in  Brooklyn,  and  5 in 
Queens. 

Listed  in  the  directory  also  are  the  vocational  re- 
habilitation and  employment  services  for  cardiac 
patients  in  New  York  City,  and  the  Cardiac  Con- 
valescent Homes  available  to  residents  of  this  city. 
These  are:  The  Convalescent  Home  of  the  Burke 


Foundation  in  White  Plains,  Irvington  House  at 
Irvington-on-Hudson,  the  New  York  State  Recon- 
struction Home  in  West  Haverstraw,  Pelham  Home 
for  Children  at  Pelham  Manor,  St.  Francis  Sanato- 
rium for  Cardiac  Children  in  Roslyn,  Long  Island, 
and  the  Speedwell  Society  at  446  East  88  Street, 
New  York  City. 

In  his  introduction  to  the  directory,  Dr.  Irving 
R.  Roth,  chairman  of  the  Committee  on  Cardiac 
Clinics,  points  out  that  as  a result  of  the  war,  up  to 
the  present  time  11  chiefs  of  the  Affiliated  Cardiac 
Clinics,  as  well  as  many  staff  physicians,  nurses, 
and  social  workers  have  joined  the  armed  forces. 
Others  are  expecting  to  be  called  in  the  near  future. 
In  spite  of  this,  none  of  the  Affiliated  Cardiac 
Clinics  has  been  discontinued,  according  to  Dr. 
Roth. 


1944  Reregistration  of  Physicians  in  New  York  State 

From,  the  State  Education  Department  in  Albany  comes  the  following  pronouncement  which  de- 
serves the  attention  af  all  physicians  in  practice  in  New  York  State. — Editor 

“The  1944  renewal  application  cards  for  annual  registration  will  be  mailed  from  the 
Department  of  Education  on  September  20,  1943.  In  the  event  that  any  practicing 
physician  has  changed  his  address  without  notifying  the  Department  of  Education, 
it  is  urged  that  he  do  so  at  once  so  that  his  renewal  application  card  will  be  received. 

“It  is  suggested  that  the  application  cards  be  returned  to  the  Department  as 
speedily  as  possible  as  the  Department  has  been  requested  to  furnish  certain  war 
agencies  with  lists  of  practicing  physicians. 

“A  letter  or  reminder  will  be  mailed  to  all  physicians  who  fail  to  renew  their  regis- 
tration on  or  before  December  31,  as  required  by  statute.  This  reminder  is  to  be 
mailed  the  latter  part  of  January  to  those  physicians  who  have  failed  to  renew  their 
registration  and  an  additional  fee  of  81.00  will  be  assessed.” 
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^✓reamalin  promptly  reduces  stomach  acidity.  Moreover, 
the  antacid  effect  is  sustained. 


With  Creamalin  there  is  no  compensatory  reaction  by  the 
gastric  mucosa  and  no  oversecretion  of  hydrochloric  acid. 
Furthermore,  there  is  no  risk  of  producing  alkalosis. 

When  employed  with  an  ulcer  regimen,  Creamalin  often 
induces  unusually  rapid  healing  of  peptic  ulcer. 

Supplied  in  8 oz„  12  oz.  and  I pint  bottles 


WINTHROP  CHEMICAL  COMPANY,  INC. 

Pharmaceuticals  of  merit  for  the  physician 
NEW  YORK,  N.  Y.  WINDSOR,  ONT. 


P 
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Medicine  and  the  War 


Rescue  Service  of  Citizens  Defense  Corps* 


THE  Rescue  Service  of  the  Citizens  Defense  Corps 
is  responsible  for  extrication  of  trapped  casualties 
at  incidents  where  there  are  no  fires.  At  incidents  in 
which  the  majority  of  casualties  are  trapped  or 
buried,  the  Rescue  Squads  of  this  Service  will  as- 
sume the  duties  previously  assigned  to  Stretcher 
Teams,  in  addition  to  performing  the  technical  rescue 
work.  (Operations  Letter  No.  133,  “Organization 
of  Rescue  Service.”) 

Stretcher  Teams,  however,  remain  an  essential 
part  of  the  Emergency  Medical  Service.  They  have 
the  following  important  functions: 

(a)  Assisting  medical  personnel  at  Casualty 
Stations  in  handling  and  nonprofessional  care  of 
minor  casualties; 

(b)  Unloading  ambulances  and  assisting  in  re- 
ception of  casualties  at  hospitals;  conducting  the 
exchange  of  stretchers  and  blankets  in  order  that 
ambulances  may  leave  hospitals  properly  equipped; 

(c)  Assisting  Mobile  Medical  Teams  in  handling 
casualties; 

(d)  Performing  rescue  work  at  incidents  not  re- 
quiring specialized  Rescue  Squads; 

(e)  Assisting  Rescue  Squads  at  major  incidents 
at  which  many  casualties  are  trapped. 

The  Chief  of  Emergency  Medical  Service  should 
appoint  a deputy  charged  with  responsibility  for 
the  organization  and  training  of  Stretcher  Teams. 

Team  Organization. — A Stretcher  Team  is  com- 
posed of  a leader  and  four  other  persons,  preferably 
men  or  older  boys,  one  of  whom  is  designated  as  as- 
sistant leader.  Team  members  are  derived  from  the 
immediate  neighborhood  of  the  facility  to  which  the 
team  is  attached.  No  member  of  a hospital  staff 
who  has  any  maintenance  function  should  be  selected 
for  duty  on  a Stretcher  Team. 

Number  of  Stretcher  Teams  Attached  to  EMS  Facili- 
ties.— Stretcher  Teams  should  be  attached  to  each 
Casualty  Receiving  Hospital  and  each  Casualty 
Station.  The  number  of  teams  attached  to  a Cas- 
ualty Receiving  Hospital  should  be  determined  in 
consultation  with  the  administrator  of  the  hospital, 
and  should  be  based  on  the  number  of  casualties 
the  hospital  is  prepared  to  receive  and  the  nature 
and  extent  of  the  duties  the  administrator  expects 
team  members  to  perform.  The  group  attached  to  a 
Casualty  Station  should  consist  of  two  teams  on 
call  during  the  day  and  two  on  call  during  the  night. 
On  the  basis  of  a previous  Office  of  Civilian  Defense 
recommendation,  there  should  be  one  Casualty 
Station  for  each  25,000  persons  and  they  need  not 
be  nearer  than  a mile  apart  (Circular,  Medical 
Series  No.  23). 

Group  and  Team  Leaders. — Stretcher  Teams  at- 
tached to  any  single  facility  of  the  Emergency  Medi- 
cal Service  should  be  organized  under  a group 
leader.  Group  leaders  are  responsible,  under  general 
direction  of  the  Chief  of  Emergency  Medical  serv- 
ice, for  the  organization  and  training  of  teams  in 
their  groups.  They  will  conduct  and  supervise  such 
drills  as  may  be  necessary;  arrange  hours  on  call; 
maintain  rosters  of  teams  and  team  members. 

Group  leaders  will  be  appointed  by  the  Chief  of 
Emergency  Medical  Service.  Team  leaders  will  be 
responsible  to  group  leaders  for  the  organization  and 


* Operations  Letter  No.  134,  Office  of  Civilian  Defense. 


efficiency  of  individual  teams.  Leaders  should  be 
selected,  so  far  as  possible,  from  employees  or  resi- 
dents of  the  building  in  which  the  facility  to  which 
they  are  attached  is  located.  Both  group  and  team 
leaders  should  be  trained  in  first  aid  and  stretcher 
technics.  Group  leaders  should,  if  possible,  have  had 
experience  in  teaching  first  aid. 

Mobilization. — Mobilization  of  Stretcher  Teams 
on  call  occurs  on  the  first  audible  public  alarm. 
Mobilization  of  additional  teams  should  be  effected 
as  these  teams  are  needed  or  upon  order  of  the  con- 
trol center.  This  mobilization  should  be  accom- 
plished rapidly  according  to  a predetermined  mobili- 
zation plan  without  recourse  to  public  communica- 
tion facilities  and  without  requiring  use  of  motor 
vehicles. 

Control  and  Authority. — Stretcher  Teams  at- 
tached to  Casualty  Receiving  Hospitals  are  respon- 
sible to  the  administrator  of  the  hospital  and  are  di- 
rected by  him  or  such  person  as  he  designates. 
Teams  attached  to  Casualty  Stations  are  responsible 
to  the  administrator  of  the  hospital  to  which  the 
Casualty  Station  is  related  or  to  the  physician  in 
charge  of  the  Mobile  Medical  Team  at  the  Casualty 
Station  when  it  is  activated.  At  Casualty  Stations 
not  related  to  hospitals,  Stretcher  Teams  are  re- 
sponsible to  the  physician  in  charge  of  the  Station. 

At  incidents,  Stretcher  Teams  are  responsible  to 
the  physician  in  charge  at  the  scene.  If  no  physician 
is  present,  Stretcher  Teams  are  responsible  to  the 
leader  of  the  Rescue  Squad,  if  such  a squad  is  on 
hand;  otherwise,  directly  to  the  Incident  Officer  or 
Senior  garden. 

When  needed  in  the  field,  Stretcher  Teams  will 
be  dispatched  from  Casualty  Stations  and  Casualty 
Receiving  Hospitals  on  orders  from  the  Control 
Center. 

For  incidents  in  the  immediate  vicinity  of 
a hospital  or  Casualty  Station,  the  physician  in 
charge  of  a Mobile  Medical  Team  may  send  forward 
a Stretcher  Team  to  the  incident  on  his  own  initia- 
tive. 

Training. — (a)  Preinduction:  To  qualify  for 

appointment  to  the  Medical  Unit  of  the  Citizens 
Defense  Corps  Stretcher  Team  members  must  meet 
the  requirements  of  OCD  Regulations  No.  3,  U.S. 
Citizens  Defense  Corps,  by  completing  the  basic 
twenty-hour  Red  Cross  first  aid  course  for  civilian 
defense  workers  (Instructors  Manual,  ARC  1055) 
or  the  standard  Bureau  of  Mines  first  aid  course. 
If  a Red  Cross  or  Bureau  of  Mines  instructor  is  not 
available,  the  course  may  be  given  by  a qualified 
person  certified  by  the  Chief  of  Emergency  Medical 
Service  as  an  instructor. 

(b)  Postinduction : After  enrollment  in  the  U.S. 
Citizens  Defence  Corps  as  members  of  Stretcher 
Teams  of  the  Emergency  Medical  Service,  training 
is  to  be  continued  under  general  direction  of  the 
Chief  of  Emergency  Medical  Service  in  accordance 
with  the  training  schedule  outlined  in  the  textbook, 
OCD  Publication  2215,  “Field  Care  and  Transpor- 
tation of  the  Injured,”  which  will  be  distributed 
shortly  by  the  Medical  Division  of  the  Office  of 
Civilian  Defense. 
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of  assay.  Each  Kapseal  represents  1 Interna- 
tional unit,  equal  to  1 Yz  grains  of  Inter- 
national Standard  Digitalis,  or  1 cc.  (15 
minims)  of  Tincture  of  Digitalis,  International 
standard. 


DIGIFORTIS  Kapseals  are  supplied  in  bottles 
of  100  and  500.  Other  Digifortis  products 
include  ampoules,  tablets  and  liquids. 


"Trade-marks  Reg.  U.  S.  Pat.  Off. 


PARKE,  DAVIS  & COMPANY 


DETROIT,  MICHIGAN 


FROM  seedling  to  harvest  and  on  through 
processing  and  standardization  contents 
of  each  DIGIFORTIS*  Kapseal*  are  handled 
meticulously.  Careful  supervision  results  in  a 
medicament  of  highest  therapeutic  value, 
fat-free,  containing  all  cardioactive  princi- 
ples of  Digitalis  leaf. 

Air  is  excluded  by  hermetically-sealed  gela- 
tin capsules  to  guard  against  deterioration— 
to  maintain  in  DIGIFORTIS  Kapseals  the  most 
stable  form  of  Digitalis. 

Original  potency  of  DIGIFORTIS  Kapseals 
has  been  continued  by  use  of  the  Interna- 
tional standard  and  lethal  dose  frog  method 
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MEDICINE  AND  THE  WAR 


’[N.  Y.  State  J.  M. 


[Continued  from  page  1664] 

OCD  Urges  Recognition  of  Health  Officials  in  Civilian  Protection  Organization 


IN  ORDER  that  health  and  sanitation  may  be 
maintained  during  and  after  an  air  raid  or  other 
wartime  disaster,  health  officers,  with  their  deputies, 
division  chiefs,  and  sanitary  inspectors,  should  be 
members  of  the  U.S.  Citizens  Defense  Corps,  the 
Office  of  Civilian  Defense  advises  in  Operations 
Letter  No.  131,  entitled  “The  Health  Department 
in  Civilian  Protection.” 

Commanders  of  the  U.  S.  Citizens  Defense  Corps 
are  urged  to  appoint  health  officers  to  their  staffs. 

Health  officers  should  develop  plans  for  prompt 
action  in  emergencies  to  assure:  (1)  maintenance 

of  safe  water,  food,  and  milk  supplies;  (2)  sanitary 
disposal  of  sewage  and  putroscible  waste;  (3) 
sanitation  at  mass  feeding  centers,  rest  centers, 
casualty  stations,  billets,  and  other  temporary  facili- 
ties for  war  emergencies;  and  (4)  control  of  com- 
municable disease.  Planning  should  include  the 
mechanism  for  mobilizing  essential  personnel  dur- 
ing and  following  an  emergency,  it  is  suggested. 
Another  important  duty  will  be  to  make  arrange- 
ments for  immediate  instruction  of  the  public  in 
emergency  sanitary  measures. 

In  communities  in  which  the  health  department 
does  not  have  sufficient  staff  to  provide  sanitary  su- 
pervision and  inspection  services  in  a war  emergency, 
the  health  officer  may  select  volunteer  health  depu- 


ties and  recommend  their  appointment  to  the  staff 
unit  of  the  Citizens  Defense  Corps.  The  Opera- 
tions Letter  suggests  that  these  deputies  be  persons 
with  experience  or  training  in  public  health,  sanitary 
engineering,  bacteriology,  chemistry,  and  related 
fields.  Tasks  to  which  they  may  be  assigned  in- 
clude supervision  and  inspection  of  disinfection  of 
fractured  water  mains,  pasteurization  of  milk,  and 
preparation  and  handling  of  food  at  emergency  feed- 
ing centers. 

All  health  department  personnel  must  complete 
training  in  accordance  with  regulations  of  the  Citi- 
zens Defense  Corps  before  they  can  become  members, 
and,  in  addition,  the  health  officer  may  prescribe 
special  technical  training  for  them  after  they  have 
been  duly  enrolled. 

A section  of  the  Operations  Letter  is  devoted  to  the 
place  of  state  health  agencies  in  the  civilian  protec- 
tion program.  State  Defense  Councils  are  urged 
to  obtain  the  guidance  and  leadership  of  the  state 
health  officer  in  the  development  of  an  emergency 
health  and  sanitation  program  throughout  the  state. 
In  states  in  which  other  agencies  than  the  health 
department  have  responsibilities  in  health  matters, 
it  may  be  desirable  to  appoint  a health  and  sanita- 
tion committee  representing  all  the  agencies  con- 
cerned with  health. 


Nurses’  Aides  Eligible  for  Civilian  Security  Benefits 


ALL  Volunteer  Nurses’  Aides  should  be  enrolled 
in  the  U.S.  Citizens  Defense  Corps,  the  Medical 
Division  of  the  Office  of  Civilian  Defense  states  in  a 
special  announcement,  Circular  Medical  Series  No. 
32. 

The  Circular  explains  that  questions  persist  in 
some  localities  regarding  enrollment,  particularly  of 
Nurses’  Aides  not  specifically  assigned  to  Mobile 
Medical  Teams,  Casualty  Stations,  and  other  field 
casualty  units  of  the  Emergency  Medical  Service. 

The  immediate  importance  of  this  announcement 
lies  in  the  fact  that  Nurses’  Aides  must  be  enrolled 
in  the  Nurses’  Aide  Unit  of  the  Citizens  Defense 
Corps,  if  they  are  to  be  eligible  for  the  benefits  pro- 
vided under  the  War  Civilian  Security  Program  of 
the  Federal  Security  Agency  for  all  members  of  or 
trainees  for  the  Citizens  Defense  Corps  who  may  be 
injured  in  line  of  duty.  Nurses’  Aides  presently 
working  in  hospitals  and  health  agencies  are  con- 
sidered to  be  in  training  for  service  in  care  of  the 
wounded  in  the  event  of  an  enemy  attack  or  other 
wartime  disaster.  They  are  therefore  eligible  for 
membership  in  the  Defense  Corps,  and  are  thus 
eligible  for  the  benefits  of  War  Civilian  Security  after 
enrollment. 

The  Medical  Division  has  recommended  in  vari- 
ous publications  that  Nurses’  Aides  be  admitted  to 


the  Citizens  Defense  Corps  when  they  receive  their 
Red  Cross  certificates.  It  is  suggested  that  the 
local  Chief  of  Emergency  Medical  Service  and  the 
local  Nurse  Deputy  arrange  with  the  Red  Cross 
Nurses’  Aide  Committee  to  have  the  required  CDC 
oath  administered  at  the  graduation  ceremony. 
All  Nurses’  Aides  who  have  completed  their  train- 
ing since  the  program  was  initiated  but  have  failed 
to  enroll  in  the  Defense  Corps  should  now  become 
enrolled  members.  Women  who  are  still  undergoing 
their  preliminary  training  as  Nurses’  Aides,  but  have 
not  yet  graduated,  are  also  eligible  for  benefits  if 
they  are  properly  registered  with  the  personnel  of- 
ficers of  the  appropriate  Citizens  Defense  Corps  as 
trainees  for  the  Nurses’  Aide  unit. 

A new  arm  insigne  for  outdoor  dress,  as  dis- 
tinguished from  the  emblem  attached  to  uniforms, 
has  been  recently  designed  for  members  of  the 
Nurses’  Aide  Unit  of  the  Citizens  Defense  Corps. 
Nurses’  Aides  assigned  to  Mobile  Medical  Teams 
and  Casualty  Stations  of  the  Emergency  Medical 
Service  may  wear  either  this  new  arm  insigne  or  the 
Medical  Unit  armband,  but  they  must  wear  one  or 
the  other  in  order  to  move  during  periods  of  air 
raid  alarm.  The  arm  insigne  will  be  distributed  by 
the  Red  Cross  in  the  same  manner  as  the  sleeve  and 
cap  emblem. 


“DOCTORS  AT  WAR” 

“Doctors  at  War,”  a one-reeler  about  doctors 
being  trained  for  war  in  the  Medical  Field  Service 
School  under  conditions  of  actual  warfare,  has  been 
released  by  the  Office  of  War  Information  Film  Unit. 


The  short  was  filmed  at  Carlisle  Barracks,  Pennsyl- 
vania, where  the  doctors,  as  student  officers,  are 
given  a concentrated  six  weeks’  course  so  that  they 
can  take  their  places  with  the  combat  troops. 
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Properties  of 

ZEPHIRAN 

CHLORIDE 

Detergent  Properties 
A Wetting  Agent 
High  Tissue  Tolerance 
Penetration  Ability 
Rapid  Action 

Emollient  Effect 
Wide  Application 
Economy 


A HIGHLY  POTENT  GERMICIDE  with 
a low  toxicity  index  is  realized  in  Zephiran 
Chloride,  cationic  detergent  and  germi- 
cide; a mixture  of  high  molecular  alkyl- 
dimethyl-benzyl-ammonium  chlorides. 

In  an  evaluation  of  germicides  for  clinical 
use  by  Hirsch  and  Novak,*  using  the  phag- 
ocytosis inhibiting  technic  for  determining 
toxicity,  Zephiran  Chloride  was  found  to  be 
germicidal  in  a 1 : 3970  concentration  steril- 
izing infected  blood  completely,  whereas 
the  phagocytosis  inhibiting  concentration 
was  shown  to  be  1 : 3370.  The  toxicity  index 
of  Zephiran  Chloride  thus  is  0.85  as  against 
an  average  of  5.2  for  70  per  cent  and  95  per 
cent  alcohol  and  900  for  tincture  of  green 
soap. 

*Hirsch,  M.  M.,  and  Novak,  M.  V.:  Evaluation  of 
Germicides  with  Relation  to  Tissue  Toxicity.  Proc. 
Soc.  Exper.  Biol,  and  Med.,  June,  1942. 


ZEPHIRAN  CHLORIDE  . . . Germicide  for  Surgery,  Obstetrics  and  Gynecology, 
Urology,  Dermatology,  Eye,  Ear,  Nose  and  Throat,  Sterile  Storage  of  Instruments. 

WINTHROP  CHEMICAL  COMPANY,  INC. 

Pharmaceuticals  of  merit  for  the  physician 

NEW  YORK,  N.  Y,  WINDSOR,  ONT. 


Medical  News 


Navy  Seeks  Women  Doctors 


WOMEN  doctors  are  now  eligible  for  reserve 
commissions  in  the  Navy  Medical  Corps,  ac- 
cording to  an  official  announcement  made  on  August 
10.  The  Navy  Department  at  the  same  time  started 
a drive  to  recruit  600  of  them. 

Reserve  commissions  as  lieutenant  commander, 
lieutenant,  and  lieutenant  (jg)  will  be  available, 
with  200  women  to  be  commissioned  in  each  rank, 
in  accordance  with  first  requests  made  by  the  Bureau 
of  Medicine  and  Surgery. 

Women  doctors  had  been  serving  in  the  Women’s 
Reserve  where,  even  if  they  were  doing  regular  Medi- 
cal Corps  work,  their  rank  was  restricted  to  that  of 
lieutenant  (jg). 

The  eight  women  doctors  now  serving  with  the 
Waves  will  be  permitted  to  transfer  to  the  Medical 
Corps. 

Women  doctors  will  be  accepted  in  the  Navy 
Medical  Corps  with  the  same  status  as  male  doctors, 
according  to  the  Navy  announcement,  but  they  will 
be  assigned  to  duty  only  within  the  continental 
limits  of  the  United  States.  They  will  not  be  ac- 


cepted, however,  if  they  are  the  wives  of  Navy  men 
or  if  they  have  children  younger  than  18. 

They  must  meet  the  same  professional  require- 
ments as  men  and,  to  avoid  undue  depletion  of 
medical  reserves  in  civilian  communities,  they  also 
must  be  approved  for  military  duty  by  the  Procure- 
ment and  Assignment  Service. 

The  general  requirements  for  women  physicians 
are:  For  general  medical  officers,  age  limit,  21  to 
35;  for  specialist  medical  officers,  27  to  50.  Appli- 
cants must  be  graduates  of  accredited  medical 
schools  and  must  have  had  at  least  one  year’s  in- 
ternship in  an  approved  hospital.  In  addition,  they 
must  be  duly  licensed  to  practice  medicine  and  have 
membership  in  a state  or  local  medical  society. 

An  exception  is  made  for  women  who  apply  for 
commissions  as  general  medical  officers  immediately 
on  completion  of  medical  school,  when  internship, 
license,  and  membership  stipulations  may  be  waived. 
Applicants  for  specialist  commissions  must  have 
had  at  least  three  years’  recent  practical  experience 
in  a particular  field. — New  York  Times 


County  News 


Albany  County 

Dr.  Thomas  M.  Holmes,  of  Delmar,  has  been 
appointed  a member  of  the  medical  board  of  the 
State  Employees  Retirement  System.  He  succeeds 
Dr.  Clarence  E.  Mullens,  of  Albany,  resigned. 

A native  of  Albany  and  a graduate  of  Union  Col- 
lege and  Albany  Medical  College,  Dr.  Holmes  en- 
listed in  the  medical  corps  of  the  United  States 
Army  in  World  War  I but  was  lent  to  the  British  as 
a surgeon.  He  was  wounded  in  France  when  a shell 
burst  near  the  dressing  station  where  he  was  work- 
ing close  behind  the  front  lines. 

Dr.  Holmes  practiced  medicine  in  Bethlehem  for  a 
number  of  years.* 

Broome  County 

Helping  to  meet  an  acute  shortage  of  physicians, 
Dr.  John  Sassani,  one  of  the  few  full-time  industrial 
doctors  in  the  Binghamton  section,  has  resumed  pri- 
vate practice  on  a part-time  basis.  * 

Dutchess  County 

Dr.  Louis  Lipman,  of  Arlington,  deputy  chief  and 
surgeon  of  the  Arlington  Fire  Department,  was  hon- 
ored recently  at  a reception  held  at  the  firehouse. 
About  60  members  and  guests  attended  the  party 
given  in  honor  of  Dr.  Lipman’s  recent  marriage. 

Fire  Commissioner  Howard  Martin  presented 
Dr.  Lipman  with  a set  of  silver  on  behalf  of  com- 
pany members.* 


Clipped  from  the  Beacon  News  of  July  22 — 

“The  Poughkeepsie  Journal  of  Wednesday,  March 
29,  1797,  had  this  news  item:  ‘A  meeting  of  physi- 
cians to  organize  a medical  society  will  be  held  on 
May  1,  1797,  at  John  Robinson’s  in  Fishkill.’  ” 


Greene  County 

Dr.  Elwood  Weisenburn  is  now  associated  with 
Dr.  T.  Earl  McQuade,  Coxsackie  physician,  and  is 
already  easing  the  pressure  in  that  area  due  to  a 
scarcity  of  doctors. 

Dr.  Weisenburn  served  his  internship  at  Highland 
Hospital  in  Rochester  after  graduation  from  Albany 
Medical  College.* 

Jefferson  County 

Dr.  George  B.  VanDoren,  now  serving  his  six- 
teenth consecutive  year  as  health  officer  for  the  city 
of  Watertown,  has  announced  that  he  will  retire 
from  that  office  in  October.  He  will  then  devote  his 
full  time  to  private  practice. 

Monroe  County 

On  August  1 Monroe  County  Medical  Society 
launched  a series  of  radio  programs  which  will  con- 
tinue through  next  June  27. 

The  opening  program,  the  495th  consecutive 
broadcast  of  the  Society,  which  claims  the  oldest 
continuously  conducted  medical  broadcast  in  the 
United  States,  took  the  form  of  a roll  call  of  various 
wartime  services  of  the  society. 

Dr.  Benjamin  J.  Slater  will  direct  the  500th 
broadcast  on  September  5 and  on  January  3 Dr. 
Benedict  J.  Duffy,  president-elect  of  the  society,  will 
be  the  speaker.  Dr.  Walter  C.  Allen,  chairman  of  the 
health  education  committee,  is  program  director. 

Symposiums  on  various  phases  of  the  medical 
profession  will  be  presented  in  the  series,  including 
war  strain,  with  emphasis  on  its  effect  on  the  heart; 
new  knowledge  of  medicine;  food  and  nutrition; 
and  scientific  progress  in  the  control  of  tuberculosis, 
cancer,  and  diabetes. 

In  another  symposium,  important  socio-medical 
community  services  will  be  described  by  directors 
of  these  services,  including  child  care  and  guidance, 
nursing,  and  social  service.  * 
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* Asterisk  indicates  that  item  is  from  local  newspaper. 


don’t 
smoke”. . . 

is  advice  hard  for  patients 
to  swallow.  May  we  sug- 
gest, instead,  SMOKE 

“ Philip  Morris”? 

Tests  showed  3 out  of 
every  4 cases  of  smokers’ 
cough  cleared  on  changing 
to  Philip  Morris.  Why 
not  observe  the  results 
for  yourself? 
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Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed 
sufficient  notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 

REVIEWED 


Operative  Oral  Surgery.  By  Leo  Winter,  D.D.S. 
Second  edition.  Octavo  of  1074  pages,  illustrated. 
St.  Louis,  C.  V,  Mosby  Co.,  1943.  Cloth,  $12.50. 

This  book  should  be  highly  valuable  to  both 
practitioner  and  student.  It  devotes  chapters  to 
chemotherapy,  shock,  bums,  war  wounds,  disloca- 
tion and  subluxation  of  the  tempromandibular 
articulation,  and  pin  fixation  for  the  treatment  of 
fractures. 

The  volume  is  replete  with  many  drawings,  illus- 
trations, photographs,  and  x-ray  reproductions 
which  do  much  to  clarify  and  make  more  valuable 
the  written  text. 

Floyd  G.  Rea 

The  March  of  Medicine.  The  New  York  Acad- 
emy of  Medicine  Lectures  to  the  Laity,  1942. 
Octavo  of  217  pages.  New  York,  Columbia  Univer- 
sity Press,  1943.  Cloth,  $2.50. 

These  six  lectures  have  the  titles  “Tuberculosis”; 
“The  Brain  and  the  Mind”;  “The  Freudian  Epoch”; 
“Genius,  Giftedness,  and  Growth”;  “History  of  the 
B-Vitamins”;  and  the  “Newer  Knowledge  of  Nutri- 
tion.” The  lecturers  were  eminent  authorities — 
Miller,  Putnam,  Brill,  Gesell,  Jelliffe,  and  Carlson. 

The  skill  with  which  these  distinguished  men  have 
adapted  their  language  to  the  laity  is  something  to 
marvel  at.  Their  readers  should  greatly  outnumber 
their  hearers. 

Arthur  C.  Jacobson 

Doctor  in  the  Making.  The  Art  of  Being  a Medi- 
cal Student.  By  Arthur  W.  Ham,  M.B.,  and  M.D. 
Salter,  Ph.D.  Duodecimo  of  179  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Co.,  1943.  Cloth, 
$2.00. 

The  authors  have  summarized  their  experiences  as 
members  of  an  advisory  committee  to  first-year 
medical  students  at  the  University  of  Toronto.  The 
book  is  an  excellent  presentation  of  a neglected  sub- 
ject and  should  be  on  the  compulsory  reading  fist  of 
every  student,  premedical  as  well  as  medical. 

All  the  enemies  of  success  in  medical  school  are 
discussed.  Poor  attitudes  are  thought  to  result  from 
faulty  conditioning  in  premedical  school.  Ineffec- 
tive methods  of  study,  inattention,  faulty  allotment 
of  time,  immaturity,  etc.,  are  all  adequately  dis- 
cussed and  the  remedies  suggested. 

Duncan  W.  Clark 

Mental  Health  in  College.  By  Clements  C.  Fry, 
M.D.  Octavo  of  365  pages.  New  York,  Common- 
wealth Fund,  1942.  Cloth,  $2.00. 

After  the  first  World  War,  it  soon  became  evident 
that  the  mental  health  of  students  is  of  equal,  if  not 
greater,  concern  to  the  community  than  the  physical 
health  of  the  students. 

Yale  University  was  one  of  the  first  colleges  to 
establish  a mental  hygiene  service  for  its  students. 
The  book  deals  with  the  experience  of  the  psychia- 
trists who  rendered  that  service  at  the  University. 
It  is  a most  illuminating  presentation  of  the  prob- 
lems, generally  emotional,  that  confronted  the  vari- 
ous types  of  students  who  sought  help  in  the  mental 
hygiene  clinic,  and  the  methods  employed  in  their 


solution.  It  is  a timely  and  instructive  book  that 
will  find  favor  with  psychiatrists,  physicians,  and 
educators.  It  is  highly  recommended  to  all  who  are 
interested  in  the  development  of  wholesome  person- 
alities in  our  college  population. 

Irving  J.  Sands 

Noxious  Gases.  By  Yandell  Henderson  and 
Howard  W.  Haggard.  Second  and  Revised  edition. 
Octavo  of  294  pages.  [American  Chemical  Society 
Monograph  Series.]  New  York,  Reinhold  Publish- 
ing Corporation,  1943.  Cloth,  $3.50. 

The  second  edition  of  this  monograph  reflects  the 
ever-increasing  use  in  industry  of  chemicals  which 
because  of  their  volatility  and  toxicity  constitute  a 
constant  hazard  to  the  workers  in  a modern  indus- 
trial plant. 

Although  not  primarily  concerned  with  the  war 
gases,  the  chapters  dealing  with  the  irritant  gases 
describe  their  characteristic  properties  and  the  toxic 
action  of  those  which  are  used  in  industry  as  well  as 
in  chemical  warfare.  The  greatest  stress  is  placed 
on  those  chemical  and  physiologic  principles  which 
are  of  primary  importance  in  the  intelligent  plan- 
ning of  preventive  and  safety  measures.  Directions 
for  treatment  are  concise  and  specific. 

Alfred  Goerner 

Virus  Diseases.  By  Members  of  the  Rockefeller 
Institute  for  Medical  Research.  Octavo  of  170 
pages,  illustrated.  Ithaca,  N.  Y.,  Cornell  Univer- 
sity Press,  1943.  Cloth,  $2.00. 

The  six  chapters  of  this  book  deal  with  the  fol- 
lowing subjects:  (1)  Virus  Diseases  with  Particular 
Reference  to  Vaccinia,  (2)  Chemical  Structure  and 
the  Mutation  of  Viruses,  (3)  New  Hosts  as  a Key 
to  Progress  in  Plant  Virus  Disease  Research,  (4) 
Swine  Influenza,  (5)  Human  Influenza,  and  (6) 
Viruses  and  Tumors. 

The  presentation  of  these  selected  subjects  by 
some  of  the  most  outstanding  scientists  gives  an 
impressive  record  of  recent  progress  in  this  fas- 
cinating field  of  investigation. 

Ulrich  Friedemann 

Principles  and  Practice  of  War  Surgery.  By  J. 

Trueta,  M.D.  Octavo  of  441  pages,  illustrated.  St. 
Louis,  C.  V.  Mosby  Co.,  1943.  Cloth,  $6.50. 

This  is  a very  timely  book,  inasmuch  as  it  describes 
in  detail  the  experiences  of  the  author  in  the  Spanish 
Civil  War.  His  notable  success  in  the  treatment  of 
war  injuries  by  debridement  and  immobilization  in 
plaster-of-paris  whenever  possible  has  revolutionized 
the  treatment  of  war  wounds. 

The  first  part  of  the  book  is  devoted  to  the  con- 
sideration of  the  fundamental  procedures  of  physi- 
ology,  pathology,  and  bacteriology,  in  relation  to 
war  wounds. 

The  second  portion  is  devoted  to  a detailed  de- 
scription of  the  methods  used  in  treatment. 

The  book  is  excellently  arranged  and  well  illus- 
trated. All  who  may  have  any  part  in  the  handling 
of  the  wounded  of  this  war  or  in  handling  traumatic 
[Continued  on  page  1672] 
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SHARP  & DOHNE 
ANNOUNCES 

SULFAMERAZINE 


Sulfamerazine,  or  2-sulfanilamido-4-methyl- 
pyrimidine,  is  a new  compound  which  will  sim- 
plify dosage  and  lower  costs  in  sulfonamide  therapy. 

Sulfamerazine  was  developed  at  the  Medical- 
Research  Laboratories  of  Sharp  & Dohme  and  has 
been  subjected  to  intensive  pharmacologic  and  clin- 
ical examinations  during  the  past  few  years.  Supplies 
of  this  new  drug  will  soon  be  generally  available. 


Rapidly  absorbed . . . slowly 
excreted 

In  comparison  with  sulfadiazine,  sul- 
famerazine is  more  rapidly  and  com- 
pletely absorbed  from  the  gastrointes- 
tinal tract  and  more  slowly  eliminated 
by  the  kidneys.  Thus  smaller  and  less  fre- 
quent doses  of  sulfamerazine  are  neces- 
sary to  produce  and  maintain  therapeutic 
concentrations  of  the  drug  in  the  blood 
and  tissues. 

Moreover,  free  and  acetylated  sulfa- 
merazine are  more  soluble  in  neutral  or 
acid  urine  than  are  the  corresponding 
forms  of  sulfadiazine.  This  fact,  together 
with  sulfamerazine’s  slow  rate  of  excre- 
tion, diminishes  the  possibility  of  drug 
concretions  in  the  urinary  tract. 

Small , infrequent  doses 

The  less  frequently  required  doses  of 
sulfamerazine  reduce  sulfonamide  ther- 
apy to  its  simplest,  most  economical 
terms.  In  diseases  in  which  four  to  six 
doses  of  sulfadiazine  (or  other  sulfona- 
mide) are  given  daily,  the  same  thera- 


peutic results  may  be  obtained  with  a 
minimum  of  inconvenience  to  the  pa- 
tient and  at  proportionately  lower  cost  by 
only  two  to  three  doses  of  sulfamerazine. 

• 

ADMINISTRATION . . . Sulfamerazine  tab- 
lets are  administered  by  mouth  in  the 
treatment  of  infections  caused  by  pneu- 
mococci, streptococci,  meningococci  and 
gonococci.  Solutions  of  sodium  sulfa- 
merazine can  be  given  intravenously. 

Moreover,  the  smaller  dose  and  longer 
retention  of  sulfamerazine  have  sug- 
gested the  new  drug’s  value  as  a prophy- 
lactic against  certain  infections.  Sulfa- 
merazine is  no  more  toxic  than  sulfadia- 
zine and  appears  to  be  safer,  especially 
with  regard  to  the  possibility  of  urinary 
complications. 

Supplied  in  0.5  Gm.  and  0.25  Gm.  tab- 
lets. Sodium  Sulfamerazine  Powder  (for 
intravenous  solutions)  is  available  in 
vials  containing  5 Gm.  Detailed  informa- 
tion concerning  sulfamerazine  may  be 
obtained  upon  request  from  the  Medical- 
Research  Division. 
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surgery  of  the  future  should  give  this  book  very 
careful  study. 

Edward  P.  Dunn 

Gynecology  with  a Section  on  Female  Urology. 

By  Lawrence  R.  Wharton,  M.D.  Octavo  of  1,006 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Co.,  1943.  Cloth,  $10. 

This  book  is  a new  textbook  of  gynecology.  A 
large  section  on  female  urology  is  included  because 
of  the  frequency  and  seriousness  of  complications  of 
the  urinary  tract  in  obstetric  and  gynecologic  prac- 
tice. The  author  discusses  the  usual  subject  matter 
clearly  and  concisely  and  differentiates  between 
accepted  beliefs  and  his  own  personal  opinions.  A 
brief  summary  appears  before  each  chapter  for  the 
use  of  the  medical  student  and  a bibliography  at  the 
end  for  more  extensive  reading.  The  text  is  pro- 
fusely illustrated. 

Alexander  H.  Rosenthal 

Blood  Groups  and  Transfusion.  Third  edition. 
By  Alexander  S.  Wiener,  M.D.  Quarto  of  438  pages, 
illustrated.  Springfield,  111.,  Charles  C Thomas, 
1943.  Cloth,  $7.50. 

This  book  in  previous  editions  was  a standard 
work  on  the  subjects  of  blood  group  and  transfusion, 
and  now  it  has  become  a classic  in  the  field. 

The  need  for  this  new  edition  was  great  on  account 
of  the  recent  rapid  progress  in  knowledge,  an  indica- 
tion of  which  is  given  by  the  increase  in  the  number 
of  pages  of  the  volume,  from  220  pages  in  the  first 
edition  in  1935  to  438  pages  in  the  new  edition. 
Moreover,  this  field  has  assumed  considerable  im- 
portance in  connection  with  the  war  effort.  The 
present  edition  contains  two  entirely  new  chapters, 
one  dealing  with  the  transfusion  of  stored  blood  and 
blood  substitutes,  the  other  with  the  Rh  factor  and 
its  clinical  applications,  of  which  the  author  was  the 
co-discoverer.  In  addition,  every  other  section  of 
the  book  has  been  extensively  revised  and  some 
chapters  entirely  rewritten,  so  that  the  book  is  prac- 
tically a new  one.  Certainly  any  physician  who  has 
any  occasion  to  perform  blood  transfusions  and  every 
blood  bank  owes  it  to  himself  and  his  patients  to 
have  this  book  available  for  ready  reference. 

Despite  the  thoroughness  with  which  the  various 
subjects  are  discussed,  the  presentation  is  clear  so 
that  even  beginners  will  find  the  book  easy  and 
pleasant  reading.  At  the  same  time,  the  book 
leaves  nothing  to  be  desired  by  specialists  and 
workers  in  the  field,  who  with  the  aid  of  an  adequate 
index  can  quickly  find  the  latest  available  informa- 
tion concerning  any  aspect  of  the  subjects. 

Both  the  author  and  publisher  are  to  be  congratu- 
lated upon  the  timely  appearance  of  this  excellent 
book,  which  is  one  of  the  finest  pieces  of  medical 
writing  that  has  come  to  the  reviewer’s  attention. 

Max  Lederer 

A Study  of  Endometriosis,  Endosalpingosis,  Endo- 
cervicosis,  and  Peritoneo-Ovarian  Sclerosis.  By 

James  R.  Goodall,  M.D.  Octavo  of  140  pages, 
illustrated,  including  6 color  plates.  Philadelphia, 
J.  B.  Lippincott  Co.,  1943.  Cloth,  $5.50. 

Any  thoughtful  gynecologist  or  pathologist  will 
derive  much  pleasure  and  stimulation  from  reading 
this  book.  Goodall  has  never  been  afraid  to  dash 
boldly  into  the  realism  of  the  fairly  well-accepted 
with  ideas  of  his  own.  And  his  clinical  research  has 
always  followed  an  original  pattern. 

His  concept  of  ovarian  and  peritoneal  sclerosis, 
and  stromatous  endometriosis  is  new.  The  outline 
of  treatment  is  excellent.  An  important  book. 

Charles  A.  Gordon 
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The  New  York  Polyclinic 

MEDICAL  SCHOOL  AND  HOSPITAL  (Organized  1881) 

(The  Pioneer  Post-Graduate  Medical  Institution  in  America) 


For  the  GENERAL  SURGEON 

A combined  surgical  course  comprising  general  surgery, 
traumatic  surgery,  abdominal  surgery,  gastro-enterology, 
proctology,  gynecological  surgery,  urological  surgery. 
Attendance  at  lectures,  witnessing  operations,  examination 
of  patients  pre-operatively  and  post-operatively  and  follow-up 
in  the  wards  post-operatively.  Pathology,  roentgenology, 
physical  therapy.  Cadaver  demonstrations  in  surgical  anatomy, 
thoracic  surgery,  regional  anesthesia.  Operative  surgery  and 
operative  gynecology  on  the  cadaver. 


OBSTETRICS  and  GYNECOLOGY 

A full  time  course.  In  Obstetrics:  lectures;  prenatal  clinics; 
witnessing  normal  and  operative  deliveries;  operative  ob- 
stetrics (manikin).  In  Gynecology:  lectures;  touch  clinics; 
witnessing  operations;  examination  of  patients  pre-operatively; 
follow-up  in  wards  post-operatively.  Obstetrical  and  Gyne- 
cological pathology.  Regional  anesthesia  (cadaver).  Attend- 
ance of  conferences  in  Obstetrics  and  Gynecology.  Operative 
Gynecology  on  the  cadaver. 


For  Information  address  MEDICAL  EXECUTIVE  OFFICER  345  W.  50th  St.,  NEW  YORK  CITY 
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• THE  GENEALOGY  OF  GYNAECOLOGY 

By  JAMES  V.  RICCI,  M.D.,  New  York  Medical  College 

® In  this  new  book,  the  story  of  gynaecology  has  been  given  the  treatment  its  importance 

to  the  physician  warrants.  Following  the  accepted  epochal  divisions  of  the  history 
of  medicine,  this  masterful  compilation  presents  the  theories  and  therapies  of  female 

• diseases  throughout  the  ages,  giving  the  facts,  dates,  names  and  places  which  the  author 
has  unearthed  from  endless  sources  at  his  command.  The  book  adds  the  proper  per- 
spective to  the  knowledge  of  the  practitioner  by  supplying  new  light  on  the  important 
work  of  those  who  have  laid  the  foundation  stones  for  modern  gynaecology  and  ob- 

• stetrics.  54  Ulus.  578  Pages.  $8.50.  (1943). 
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Hospitals. 

Sanitariums 

% Institutions  o/J 

Treatments  '■% 

NERVOUS  l Ml  MENTAL 

FOR  MILD  CASES  FOR  SEVERE  CASES 


MICHELL 

SANATORIUM 


Licensed  by  Stete  of  Illinois 

George  W.  Michell,  M.D.,  Medical  Director 
INFORMATION  ON  REQUEST 
106  North  Glen  Oak  Ave.  Peoria,  Illinois 

CHICAGO  OFFICE: 

46  East  Ohio  Street  Phone  Delaware  6770 


INDUSTRIAL  PHYSICIANS  REGISTER 

The  Long  Island  College  of  Medicine,  Department 
of  Administration,  announces  the  establishment  of 
an  “Industrial  Physicians  Register”  for  metropolitan 
New  York  City. 

This  register  includes  the  names  of  more  than  150 
physicians  interested  in  extending  their  practice 
among  business  concerns  in  this  area.  Information 
includes:  age,  citizenship,  military  status;  medical 
school  attended  and  medical  licenses,  by  states; 
present  hospital  and  industrial  affiliations ; nature  of 
experience  in  industrial  medicine  and  surgery; 
amount  of  time  available,  mornings  and  afternoons 
during  the  week. 

Business  concerns  with  health  problems  or  in  need 
of  additional  medical  personnel  are  invited  to  consult 
this  register.  The  College  takes  no  responsibility 
beyond  making  the  register  available  to  authorized 
representatives  of  industrial  or  other  companies 
who  make  contact  directly  with  candidates  selected. 

For  appointment  telephone  or  write  to  Long  Island 
College  of  Medicine,  350  Henry  Street,  Brooklyn, 
New  York;  Telephone:  MAin  4-5752,  Extension  9. 


FOODS  FOR  BRITISH  INFANTS 

Since  the  beginning  of  1942  all  British  infants 
have  received  a regular  allowance  of  milk,  codliver 
oil,  and  orange  juice,  with  the  items  provided  by  the 
government  if  the  parents  are  unable  to  afford  them. 
As  a result  of  this  practice,  British  nutrition  experts 
believe,  the  nutritional  status  of  many  children  will 
be  improved  under  war  conditions. 

The  codliver  oil  preparation  is  supplied  by  the 
government  for  children  under  five  years  of  age  and 
contains  not  less  than  100  international  units  of 
vitamin  D per  Gm.  A dosage  of  half  a teaspoonful  is 
recommended  for  babies  under  six  months  and  a 
teaspoonful  later,  thus  providing  from  200  to  400 
I.U.  of  vitamin  D daily. 

The  Committee  has  suggested  that  the  oil  be  rein- 
forced with  irradiated  ergosterol  so  that  a teaspoon- 
ful will  provide  700  I.U.  of  vitamin  D plus  the  pres- 
ent content  of  3,500  I.U.  of  vitamin  A.  They 
further  recommend  that  mothers  give  their  babies  a 
few  drops  of  the  oil  daily  when  the  infant  is  a month 
old,  increasing  the  amount  gradually  to  a teaspoon- 
ful daily  within  two  weeks. 


CHARLES  B.  TOWNS  HOSPITAL 

Serving  the  Medical  Profession  for  over  40  years 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

Definite  Treatment  • Fixed  Charges  • Minimum  Hospitalization 

293  Central  Park  West,  New  York  Hospital  Literature  Telephone:  SChuyler  4-0770 


THE  MAPLES  INC.,  OCEANSIDE,  L.l. 

A sanitarium  especially  for  invalids,  convalescents,  chronic  patients, 
post-operative,  special  diets,  and  body  building.  Six  acres  of  land- 
scaped lawns.  Five  buildings  (two  devoted  exclusively  to  private 
rooms).  Resident  Physician.  Rates  $18  to  $45  Weekly 

MRS,  M,  K.  MANNING/  Supt.  - TEL:  Rockville  Centre  3660 
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FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 

Ethical  — Reliable  — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL  — QUIET  — HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.  D„  Director 
FREDERICK  T.  SEWARD,  M.  D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.  D.,  Res, dent  Physic, an 


GLENMARY 

SANITARIUM 

For  individual  oase  and  treatment  of  selected  number  of 
Nervous  and  Mental  cases,  Epileptics,  and  Drug .or  Alcoholio 
addicts.  Strict  privacy  and  close  cooperation  with  patient’s 
physician  at  all  times.  Successful  for  over  50  years. 
ARTHUR  J.  CAPRON,  Physician-in-Charge 

OWEGO,  TIOGA  CO.,  Ji.  Y. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbjiician-m-tbarp. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


ELECTRON  PHOTOS  IN  STUDY  OF  TISSUES 

The  British  journal  Nature  reported  studies  that 
have  disclosed  details  never  before  known  to  Man. 

Muscle  tissues  of  a warm-blooded  animal,  sliced 
into  sections  a millionth  of  an  inch  thick,  were 
studied  and  photographed  for  the  first  time  under 
the  electron  microscope.  This  work  was  discussed 
by  Professor  Fritiof  Sjostrand  of  the  Swedish  Royal 
Academy  of  Sciences  in  Stockholm,  and  the  muscle 
tissues  in  the  Swedish  study  came  from  a guinea 
pig- 

Last  year,  a group  of  American  scientists  in 
Philadelphia  reported  electron-microscopic  studies 
on  muscle  fibre,  but  the  muscle  was  that  of  a cock- 
roach. 


WEST  HI  EE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postop- 
erative, aged  andinfirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  ner- 
vous and  backward  children.  Physicians'  treatments  rig- 
| idly  followed.  C.  L.  MARKHAM,  M.  D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:1700, 1,  2 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.  Med.  Supt.  *Tel.  4-1143 


PINEWOOD 

Route  100  Westchester  County  Katonah,  New  York 

Licensed  by  the  Department  of  Mental  Hygiene. 

In  addition  to  the  usual  forms  of  treatment  (occupational 
therapy,  physiotherapy,  outdoor  exercise,  etc.)  we  specialize 
in  more  specific  techniques.  Insulin,  Electric  Shock  and 
Metrazol.  Psychological  and  'physiological  studies.  Psycho- 
analytic approach. 

DR.  JOSEPH  EPSTEIN,  Physician-in-Charge 

Dr.  Max  Friedemann  ) Resident  Tel:  KATONAH  775 

Dr.  Joseph  Meiers  j Physicians  YONKERS  3-5786 

N.  Y.  Office:  25  West  54th  St. 

Tues.  & Fri.  by  appointment  Circle  7-2380 


WATCH  CLASSIFIED 
Department  for 
Business  Opportunities 


LOUDEN-KNICKERBOCKER  HAIL1" 

81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL 

diseases. 

Full  information  furnished  upon  request 
JOHN  F.  LOUDEN  JAMES  F.  VAVASOUR,  M.D. 

President  Physician  in  Charge 

New  York  City  Office,  67  West  44th  St.,  Tel.  VAnderbilt  6-3732 
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MANY  DOCTORS  TELL  US 


SPENCER 

POSTURE  IMPROVEMENT 
AND  SUPPORT 

Further  their  treatment  of  . . . 


Woman  with  loidotic  posture  before 
—and  after — wearing  a Spencer. 


Convales- 

cence 

Excess 

Fatigue 

Low 

Vitality 

Viscerop- 

tosis 

Nephrop- 
tosis with 
Symptoms 

Maternity 

Post- 

operative 

Postpartum 

Hernia 

Cardiac 

Syndrome 

Breast 

Problems 


We  also  design  supports  for:  Intervertebral  Disc 

Extrusion  and  other  back  injuries  and  diseases 

Patients  respond  mentally  and  physically  to  the 
gentle,  yet  positive  support  and  posture-improvement 
a Spencer  effects.  Doctors  note  that  patients  enjoy 
a comforting  sense  of  well-being  and  confidence 
which  renders  them  more  responsive  to  treatment. 
The  neurotic  and  “complaining”  type  of  patient  is 
less  likely  to  make  excessive  demands  on  the  doctor’s 
time. 

As  each  Spencer  Support  is  individually  designed, 
perfect  fit  and  comfort  are  achieved.  The  doctor  is 
not  annoyed  by  complaints  of  patient  dissatisfaction. 
Because  each  Spencer  is  individually  designed  it  is 
guaranteed  never  to  lose  its  shape.  A support  that 
stretches  out  of  shape  becomes  useless  before  worn 
out. 

Spencers  are  never  sold  in  stores.  For  a Spencer 
Specialist,  look  in  telephone  book  under  “Spencer 
Corsetiere”  or  write  direct  to  us. 


INDEX  TO  ADVERTISED  PRODUCTS 


Biological  and  Pharmaceutical 


Almutal  (Mutual) 1576 

Amphojel  (Wyeth) 2nd  cover 

Argyrol  (Barnes) 1655 

Auralgan  (Doho) 1672 

Azochloramid  (Wallace  & Tiernan) 1573 

Belbarb  (Haskell) 1586 

Calmitol  (Leeming) 1593 

Carnacton  (Cavendish) . 1584 

Clinitest  (Effervescent) 1661 

Cod  Liver  Oil  (White’s) 1681 

Cot-Tar  (Doak) 1672 

Creamalin  ( Winthrop) 1663 

Decholin  (Riedel-de  Haen) 1570 

Digifortis  (Parke,  Davis) 1665 

Elixir  Bromaurate  (Gold) 1651 

Enkide  (Brewer) 1651 

Epinephrine  Hydrochloride  (Cheplin) 1571 

Ertron  (Nutrition) 1574-1575 

Hebulon  (Squibb) 1649 

Hexital  (Ortho) 1585 

Magmasil  (Leeming) 1587 

Metamucil  (Searle) 1657 

Ortho  Gynol  (Ortho) 1678 

Paredrine  Sulfathiazole  (Smith,  Kline  & 

French) 1582-1583 

Petrogalar  (Petrogalar) 1596 

Priodax  (Schering) 1577 

Pyridium  (Merck) 1594 

Sorparin  (McNeil) 1595 

Sta-O-Gen  (Latimer) 1572 

Sulfadiazine  (Lederle) 1568 

Syntropan  Roche  (Hoffmann-La  Roche) 1567 

Thesodate  (Brewer) 1580 

Vacagen  (Sharp  & Dohme) 1591 

Zephiran  (Winthrop) 1667 

Zymenol  (Glidden) 1592 


Dietary 

Biolac  (Borden) 1659 

Malted  Milk  (Horlick’s) 1588 

Pablum-Pabena  (Mead  Johnson) Back  Cover 


SPENCER 

Abdominal,  Back  and 


INDIVIDUALLY 

DESIGNED 

Breast  Supports 


SPENCER  INCORPORATED 

137  Derby  Ave.,  New  Haven  7,  Conn. 

In  Canada:  Rock  Island,  Quebec. 

In  England:  Spencer  (Banbury)  Ltd.,  Banbury,  Oxon. 

Please  send  me  booklet,  “How  Spencer  Supports 
Aid  the  Doctor’s  Treatment." 


May  We 
Send  You 
Booklet? 


M.D. 


Medical  and  Surgical  Equipment 


Artificial  Limbs  (Hanger) 1673 

Orthopedic  Shoes  (Pediforme) 1586 

Supports  (Spencer  Corset) 1676 

X-Rav  Equipment  (General  El.X-Ray) 1653 


Miscellaneous 


Cigarettes  (Camel) 1569 

Cigarettes  (P.  Morris) 1669 


Address 
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p[a£dfle<i  <*f  S«Mee  aiid  Supplies 

Guide  toOpportunities  for  , : • 

j POSITIONS  [LOCATIONS  [ HELP  J PURCHASES]  SERVICES  ] 


Classified  Rates 


Rates  per  line  per  insertion: 


One  time $1.10 

3 Consecutive  times 1.00 

6 Consecutive  times .80 

12  Consecutive  times .75 

24  Consecutive  times. ....  .70 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of 
First  and  by  the  5th  for  issue  of  Fifteenth. 


Classified  Ads  are  payable  in  advance.  To 
avoid  delay  in  publishing  remit  with  order 


ADVERTISEMENT 

“I  am  seeking  a Licensed  Physician  between  the 
ages  of  45  to  55  who  desires  a steady  position. 
There  is  a good  future  for  a reliable  and  dependable 
man  who  is  not  afraid  of  hard  work.  Honesty  is 
essential.  Phone  for  an  appointment  or  write.” 

Dr.  Robert  Lederfeind 

328  West  145  Street  New  York  City 


POSITION  WANTED 


Physician,  Christian,  desires  association  with  doctor  doing 
traumatic  surgery  and  orthopedics  as  assistant,  with  possible 
future  partnership.  Am  1915  graduate,  have  had  consider- 
able experience  in  this  type  of  work.  Prefer  metropolitan 
area.  Box  7900  N.  Y.  St.  J.  Med. 


POSITION  WANTED 


OPTOMETRIST  N.  Y.  State  license,  draft  exempt.  Ex- 
cellent refractionist  and  good  background  in  orthoptics.  De- 
sires connection  with  busy  oculist  anywhere  in  state.  Address 
Box  7200  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Everything  for  the  physician  from  an  instrument  to  an 
x-ray — new  or  used.  Special  opportunities  in  fluoroscopes, 
x-rays,  short  waves,  ultra  violet  lamps  and  electrocardio- 
graphs. J.  Beeber  Company,  838  Broadway,  N.Y.C. 
ALgonquin  4-3510. 


SCHOOLS 


CAPABLE  ASSISTANTS  — . 

Call  our  free  placement  service.  Paine  Hall  graduates 
have  character,  intelligence,  personality  and  thorough 
training  for  office  or  laboratory  work.  Let  us  help  you 
find  exactly  the  right  assistant.  Address: 

101  W.  31st  St.,  New  York 

BRyant  9-2831 
Licensed  N.  Y.  State 


SCHOOL  AND  COLLEGE  ADVISORY  CENTER 

Affiliated  with  National  Bureau  of  Private  Schools 
FREE  INFORMATION  and  CATALOGS  on  all  schools  and 
colleges:  ACADEMIC:  Preparatory,  Day,  Boarding,  Mili- 
tary, Finishing,  2 and  4 year  colleges.  PROFESSIONAL : 
Secretarial,  Art,  Dramatic,  Dietetics,  Costume  Design,  Labo- 
ratory Assistants,  Journalism,  etc.  Also  special  schools  for  adjust- 
mtnt casts.  Address:  522  Fifth  Ave.  (at  44th  St.)  New  York  City 
Phone  MUr.  Hill  2-8840 


War  Taxes  Boost  Collections 

The  new  tax  law  permits  the  deduction  of  amounts  paid  on 
old  bills  from  the  Income  Tax. 

By  telling  debtors  how  to  make  this  deduction,  we  are 
getting  miraculous  results  on  accounts  that  our  clients 
considered  uncollectible.  We  welcome  a chance  to  handle 
your  bills  for  a modest  percentage  of  the  amount  recovered. 
Send  card  or  prescription  blank  for  details. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

Herald  Tribune  Bldg.  New  York,  N.  Y. 

The  leading  reliable  collection  service. 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 

There  are 
67  ADVERTISERS 
represented  in  this 
issue  of  the 
JOURNAL 
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PRESCRIBE  or  DISPENSE  ZEMMER 

► PHARMACEUTICALS 

Tablets,  Lozenges,  Ampoules, 
Capsules,  Ointments,  etc. 
Guaranteed  reliable  potency. 
Our  products  are  laboratory  con- 
trolled. Write  for  catalogue. 
Chemists  to  the  Medico!  Profession  NY  9-1-43 
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Women  of  a certain  Moroccan  tribe  believe  that  step 
three  times  over  a newly-made  grave  will  prevent  pregnai 
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• In  placing  Ortho-Gynol  on  the  market  as  a prescription  product,  the  manufacturers  have  continually  b rr 
in  mind  that  this  preparation  must  be  scientifically  compounded,  meticulously  controlled 

through  laboratory  surveillance,  and  that  its  properties  must  share  the  same  high  degree  of  uniformity 
required  for  all  acceptable  medicinal  preparations.  Thus,  though  Ortho-Gynol  comes  in  contact 
solely  with  the  vaginal  mucosa,  its  manufacturers  have  a] 
to  insure  the  physician  of  absolute  safety  in  its  con- 
tinued use,  as  well  as  maximum  possible  effectiveness. 

* Himes,  Medical  History  of  Contraception 
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FRIED  & KOHLER,  Inc. 

jj^  “ True  to  Life ” "J 

Artificial  Human  Eyes 

Especially  Made  to  Order  by  Skilled  Artisans 


(Comfort,  pleasing  cosmetic  appearance  and  motion  guaran- 
teed. Eyes  also  Fitted  from  stock  by  experts.  Selections 
sent  on  memorandum.  Referred  cases  carefully  attended. 

FRIED  & KOHLER,  Inc. 

Specialists  in  Artificial  Human  Eyes  Exclusively 

665  Fifth  Avenue  New  York,  N.  Y. 

(near  53rd  Street)  Tel.  Eldorado  5-1970 
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A RESTRICTED  DIET  IS  DANGEROUS! 

APHORISMS  OF  HIPPOCRATES 


Vitamins 


JetLe^Le 


D 

Sbouu 

copy' 


Twenty-five  hundred  years  ago,  in  the  Golden  Agt 
Greece,  one  of  the  world’s  great  physicians  repeater 
made  the  above  statement.  Its  truth  he  knew,  although 
icientific  proof  of  how  a great  many  diets  failed  to  prov 
necessary  vitamins  remained  a secret  for  science  to  rev 
but  recently. 

lederle  vitamins  enjoy  an  exceptionally  high  repu 
tion,  not  only  in  the  United  States,  but  in  many  counti 
throughout  the  world — 
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VITAMIN  B COMPLEX 
CAPSULES 


VITAMIN  B COMPLEX 
ORAL 


VITAMIN  B COMPLEX 
PARENTERAL 


VITAMIN  B COMPLEX 
TABLETS 


VI-MAGNA  TABLETS 
(Formerly  Vi-Delta 
Multi-Vitamin  Capsu 


VI-DELTA  CLIPSULES  (A 


VI-DELTA  LIQUID 
CONCENTRATE  (A  & 


VI-DELTA  CAPSULES(A 
VI-DELTA  TABLETS  (A  f 
VI  DELTA  EMULSION  (A 
1 VI-ALPHA  (A  & E) 
TOCOPHEROLS  (E) 

1 NIACINAMIDE 
1 CALCIUM  PANTOTHEN 
1 VIOSTEROL  IN  OIL 
’ COD  LIVER  OIL 
1 THIAMINE  (Bi) 

1 RIBOFLAVIN  (B2) 

1 ASCORBIC  ACID  (C) 

' PYRIDOXINE  (Be) 
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A MORE  COMFORTABLE  LIFE  FOR  THE 

HYPERTENSIVE  CARDIAC  PATIENT 


with 


EDDMUDIfM 


DIURBITAL*  induces  effective,  gradual  and  sustained  re- 
duction of  blood  pressure  towards  normal.  Its  success 
in  allaying  dizziness,  nervousness,  headache  and  other  dis- 
tress of  hypertension  is  soon  apparent.  The  embarrassed 
heart  is  relieved  of  superfluous  fluid  and  cardiac  tone  im- 
proved. 

VASORELAXANT  • DIURETIC  • SEDATIVE  • CARDIOTONIC 

Each  enteric  coated  DIURBITAL  Tablet  provides:  Theo- 
bromine Sodium  Salicylate  3 grs.,  Phenobarbital  *4  gr., 

Calcium  Lactate  IV2  grs.  Bottles  of  25  and  100  tablets. 
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THERAPEUTIC  EFFECTIVENESS 
PLUS  PALATABILITY 

The  therapeutic  effectiveness  of  ALUMINOID, 
chemically  non-reactive  colloidal  alumina  has 
been  demonstrated  by  ample  clinical  use. 


Administered  in  capsule  form,  it  provides  the 
patient  with  convenient  acceptable  medication,  and 
overcomes  the  objection  to  taste  frequently  exhib- 
ited against  other  forms  of  aluminum  hydroxide. 

Samples  and  literature  to  physicians  on  request. 


ALUMINOID 

COLLOIDAL  ALUMINA 

TRADE  -/  L I X MARK 

CHATHAM  PHARMACEUTICALS  INC.  • NEWARK,  N.  J. 
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ADRENAL  CORTEX  EXTRACT  (UPJOHN)  is  distinctive  in  its  therapeutic 
action  in  that  it  affords  the  multiple  actions  of  the  many  active  principles 
of  the  adrenal  cortex.  This  makes  possible  more  effective,  potent  therapy 
for  increasing  muscle  tone  and  capacity  for  work,  for  improving  resistance, 
and  for  alleviating  apathy  and  depression  in  adrenal  cortical  insufficiency. 

There  is  no  one  synthetic  duplicate  which  can  influence  carbohydrate 
metabolism,  capillary  tone,  vascular  permeability,  plasma  volume,  body 
fluids  and  electrolytes.  Whenever  potent  replacement  therapy  is  indicated  — 


Adrenal  Cortex  Extract  (Upjohn) 


Sterile  Solution  in  10  cc. rubber-capped  vials  for  sub- 
cutaneous, intramuscular  and  intravenous  therapy 


Upjohn 


ANOTHER  WAY  TO  SAVE  LIVES..  ..BUY  WAR  BONDS  FOR  VICTORY 


"\ 


THE  military  doctor  of  World  War  II  — unarmed  yet 
unafraid  — moves  up  shoulder  to  shoulder  with  the 
combat  troops.  Bayonet  charge  . . . parachute  landing  . . . 
beach-storming  from  raiding  barges  . . . constantly,  the 
medical  officer  proves  that  he  is  every  inch  a fighting  man. 

More  than  likely,  he’s  a Camel  smoker,  too,  for  Camel’s 
mellow  mildness  and  smooth,  comforting  flavor  quickly 
won  it  first  choice  in  the  armed  forces.* 

Planning  a gift  for  someone  in  service?  Make  it  Camels 
...  a carton  . . . the  thoughtful  remembrance. 


■ 


¥ 


Camel 


1st  in  the  Service 


* With  men  in  the  Army,  the  Navy,  the  Marine 
Corps,  and  the  Coast  Guard,  the  favorite  ciga- 
rette is  Camel.  (Based  on  actual  sales  records.) 


New  reprints  available  on  cigarette  research — Archives  of  Otolaryngology, 
February,  1943,  pp.  169-173— March,  1943,  pp.  404-410.  Camel  Cigarettes, 
Medical  Relations  Division,  One  Pershing  Square,  New  York  17,  N.  Y. 
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Quick . dependable  results ! 

with  the  easily  soluble 


DUB  IN  AM  INOPHYLLIN 


TABLETS 

AMPULS 

POWDER 

SUPPOSITORIES 


Discriminating  physicians  are  prescribing  this  product,  American 
Made  from  American  Materials,  as  a: 

MYOCARDIAL  STIMULANT  AND  POWERFUL  DIURETIC: 
EFFECTIVE  IN  BRONCHIAL  ASTHMA,  PAROXYSMAL 
DYSPNEA  AND  CHEYNE-STOKES  RESPIRATION. 

Numerous  reports  in  the  literature  comment  on  Prompt  Relief, 
Favorable  Action,  and  Dramatic  Improvement  in  these  conditions. 


H.  E.  DUBIN  LABORATORIES,  250  East  43rd  Street,  New  York,  N.  Y. 
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An 

Important 
Contribution 


BILE  ACID  THERAPY 


TRIKETOL  is  a distinct  laboratory  achievement  representing  years  of  original  research 
in  bile  derivative  chemistry.  This  research  culminated  in  the  production,  fry  proper 
oxidation , of  crystalline-pure,  therapeutic  bile  acids,  free  from  toxic,  irritating  contami- 
nants inherent  in  crude  bile.  New  formulations  plus  new  equipment,  of  original  design, 
contribute  greatly  to  the  exclusive  ENDO  method  of  producing  TRIKETOL. 

Exhibiting  the  two  essential  bile  acids — dehydrocholic 
and  dehydrodesoxycholic — at  maximum  therapeutic  effi- 
ciency, TRIKETOL  is  indicated  wherever  an  active 
hydrocholeretic  and  cholegenic  is  appropriate,  as  in 
chronic  cholecystitis,  biliary  stasis  and  other  hepato- 
biliary disorders. 

Moreover,  its  ability  to  increase  production  of  bile 
(and  in  subsequent  secretion  as  thin  limpid  bile)  is  prov- 
ing highly  effective  in  the  management  of  constipation 
due  to  biliary  stasis. 


TR I KETOl 


TRIKETQE 

Trade  Mark 

Available  in  bottles  of  40  and 
100  tablets,  3 % grains  each, 
at  prescription  pharmacies. 
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The  ORIGINAL  ENTERIC-COATED  TABLET 
OF  THEOBROMINE  SODIUM  ACETATE 


AVAILABLE  IN 

various  potencies  with 
or  without  Phenobarbitol. 
Literature  on  request. 


to.  control  Iftequency  and  Aevesutif.  a ^ 

attacks  in  CARDIOVASCULAR  AND 
RENAL  DISEASES  and  to  prevent  EDEMA 

Clinical  experience  and  studies  have  proven  the  value  of  Theo- 
bromine Sodium  Acetate  in  certain  Cardiovascular  and  Renal 
Diseases.  In  Angina  Pectoris,  used  adequately,  it  permits  more 
work  by  the  individual  without  developing  precordial  pain  or 
distress.  As  one  of  the  most  effective  Xanthine  Vasodilators  it 
helps  increase  the  available  blood  supply  to  the  heart  and  kidneys 
to  increase  the  efficiency  of  these  organs. 

It  has  also  been  found  an  effective  aid  in  treating  and  preventing 
Edema  of  Cardiac  or  Renal  origin.  The  enteric  coating  (especially 
developed  for  Thesodate)  permits  larger  doses  without  the  drug  s 
contact  with  the  Gastric  Mucosa. 


BREWER  fr  COMPANY,  INC*  Worcester 

Pharmaceutical  Chemists  Since  1852  Massachusetts 
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WHY  YOU  SHOULD 
SPECIFY  PLAIN, 
UNFLAVORED  GELATINE 


/ 

S. 

ALL 

PROTEIN 


( Approx.) 


SUGAR 


KNOX 

GELATINE 


READY-FLAVORED 
GELATINE  DESSERT  POWDERS 


Because  plain,  unflavored  Knox  Gelatine 
is  easily  digestible  protein,  many  physicians 
recommend  it  for  special  diets. 


Clip  this  coupon  now  and  mail 
for  free  helpful  booklets. 


Help  for  Busy  Doctors  in  Prescribing  Special 
Diets ! Free  booklets  showing  adaptability  of 
Knox  Gelatine  to  dietary  requirements.  Write 
Knox  Gelatine,  Johnstown,  N.  Y.,  Dept.  474. 


No.  of  copies  desired 


KNOX 

GELATINE 


IS  PLAIN,  UNFLAVORED  GELATINE... 
ALL  PROTEIN,  NO  SUGAR 


| □ Feeding  Sick  Patients 

□ Diabetic  Diet  

□ Infant  Feeding  

□ Reducing  Diets  & Recipes  

□ Protein  Value  of  Plain, 

Unflavored  Gelatine  

Name — ..... 

Address — 

City State 
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Council  Accepted 

Powerful,  Quick  Acting  Central  Stimulant 

ORALLY  - for  respiratory  and  circulatory  support 
BY  INJECTION  - in  the  emergency 

AMPULES  - I and  3 cc.  (each  cc.  contains  iVi  grains.) 
TABLETS  - lV2  grains. 

ORAL  SOLUTION  - (iV^  grains  per  cc.) 

Metrazol,  brand  of  pentamethylentetrazol.  Trade  Mark  regr.  U.  S.  Pat.  Off. 


BILHUBER-KNOLL  CORP.  ORANGE,  MEW  JERSEY 
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KEMP’S  SUN-RAYED  TOMATO 


9 Except  for  skin,  seeds  and  core,*  all  regions 
of  this  tomato  are  important  to  you  in  tomato 
juice.  That’s  why  we  use  the  whole  tomato,  mi- 
nus skin,  seeds  and  core,  for  Kemp’s  Sun-Rayed 
brand  Tomato  Juice.  Note  proportion  of  three 
primary  regions  pictured  above,  left.  Just  right 
for  finest  flavor,  high  nutrition,  rich  red  color 
and  proper  consistency.  No  ordinary  field  to- 
matoes these,  but  a special  strain  developed 
through  23  generations  of  tomato  culture.  We 
convert  these  tomatoes  into  Kemp’s  Sun-Rayed 
by  our  patented  process  which  insures  high 
retention  of  vitamins  A,  Bi  and  C. 


Packed  by 

THE  SUN-RAYED  CO. 
Frankfort,  Indiana 

• • • 

New  England  Representative 
MORTON  OF  BOSTON 
185  Devonshire  Street 


Sedative 


Antispasmodic 


BELLADENAL 

Supplied:  Tablets — tubes  of  20,  bottles  of  100  and  500 

SANDOZ  CHEMICAL  WORKS,  INC.  NEW  YORK— SAN  FRANCISCO 


INDEX  TO  ADVERTISED  PRODUCTS 
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Gelatine  (Knox) 1689 

Karo  (Corn  Products) 1696 

Kemp’s  Tomato  Juice  (Sun-Rayed) 1691 

Pabena  (Mead  Johnson) 4th  Cover 

Similac  (M  & R Dietetic) 1704 

Medical  and  Surgical  Equipment 

Human  Artificial  Eyes  (Fried  & Kohler) ....  1679 

Supports  (S.  H.  Camp) 1700 

Supports  (Rice) 1692 
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Brioschi  (Ceribelli) 1787 

Cigarettes  (Camel) 1684-1685 

Orthopedic  Shoes  (Pediforme) 1702 

A.  W.  Pickett,  Inc 1785 

Spring  Water  (Saratoga) 1696 

Whisky  (Johnny  Walker) 1788 

Willys  Americar  (Willys  Overland) 1779 


WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNIA  — may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us — we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request. 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y. ROCHESTER,  N.  Y. PITTSBURGH,  PA. 
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TAAOEMARK 


and  Adolescence 

In  childhood  and  adolescence , the  total  hemoglobin 
increases  with  growth , and  the  store  of  iron 
in  the  body  must  be  maintained  proportionately.  It  is 
acknowledged  that  this  added  need  for  iron  may 
be  difficult  to  obtain  from  the  food  and , consequently , 
must  be  supplied  as  medication.  Excellent  results 
are  offered  by  the  use  of  specially  prepared  iron  (easily 
assimilated  ferrous  sulphate— Plain  or  with 
Liver  Concentrate)  incorporated  in  . . . 


H 


ematmic  / Hastules 


* 


THE  BOVININE  COMPANY  ☆ CHICAGO 


*Reg.  U.  S.  Pot.  Off.  Copyright  1943  The  Bovinine  Compony 


hen  you  specify  a Walker 
Vitamin  Product 


your 

patient  receives  a strictly  ethical 
preparation  of  the  finest  quality 
-—rigidly  standardized  for 
vitamin  activity  by  careful 
laboratory  control  . . and  at  a 

consistently  economical  price. 
Write  for  descriptive  booklet. 


WALKER  VITAMIN  PRODUCTS,  inc 


ANOTHER  REASON  FOR 


lUASM! 

' Chi/c/ren's  Sirengtfi 

The  same  clinically-proven  formula*  supplied  for  treat- 
ment of  Bronchial  Asthma  and  certain  other  allergies 
in  adult  cases,  is  now  available  in  a milder  potency  for 
children. 

Supplied  in  capsules  only  for  children — each  capsule  con- 
tains I ,/2  grs.  of  Theophylline  Sodium  Acetate,  l/4  gr.  of 
Ephedrine  Sulfate  and  !/4  gr.  of  Phenobarbitol  Sodium. 
Available  on  prescription  only  in  bottles  of  100  capsules. 

*A  New  Type  of  Medication  to  be  used  in  Bronchial  Asthma  and 
other  Allergic  Conditions. — New  Eng.  J.  Med.  223:843-846,  1940. 


Samples  on  request . 

U,  t 


BREWER  & COMPANY,  INC.  Worcester 

Pharmaceutical  Chemists  Since  1852  MaSSdcIlU Setts 
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Non-Irritating  Bulk 

— non-digestible  and  non-absorptive  of 
vitamins — makes  this  hydrophilic  colloid 
a favored  laxative  in  colitis 

Mucilose 


This  highly  purified  hemi- 
cellulose  is  available  in  4-ox. 
and  16-ox.  bottles  as  Mucilose 
Flakes  and  Mucilose  Granules . 


Frederick  Stearns 


& C ompany 


Since  1855  . . . ESSENTIALS  OF  THE  PHYSICIAN’S  ARMAMENTARIUM 


NEW  YORK  KANSAS  CITY  DETROIT,  MICH.  SAN  FRANCISCO  WINDSOR,  ONTARIO 

SYDNEY,  AUSTRALIA  AUCKLAND,  NEW  ZEALAND 


The  exigencies  of  wartime  production 
have  not  affected  the  purity,  quality  and 
effectiveness  of  KARO  as  a milk  modifier. 

However,  some  grocers  may  be  tempo- 
rarily short  of  either  Red  label  or  Blue 
label  KARO. 

Since  both  types  are  practically  iden- 
tical in  dextrin,  maltose  and  dextrose  con- 
tent, either  may  be  used  in  all  milk 
mixtures.  The  slight  difference  in  flavor  in 
no  way  affects  Karo’s  essential  value  for 
prematures,  newborns  and  infants. 


How  much  KARO  for  Infant  Formulas? 

The  amount  of  KARO  prescribed  is  6 to  8%  of 
the  total  quantity  of  milk  used  in  the  formula — 
one  ounce  of  KARO  in  the  newborn’s  formula  is 
gradually  increased  to  two  ounces  at  six  months. 

CORN  PRODUCTS  REFINING  CO. 

17  Battery  Place  • New  York,  N.  Y. 


If  one  out  of  every  three  physicians  is 
called  to  the  colors  the  men  remaining 
in  civilian  practice  face  the  profession’s 
most  heroic  task. 

Now,  as  never  before,  physicians  are 
entitled  to  every  available  aid.  Nature  cre- 
ated such  an  adjuvant  in  the  carbonated 
mineral  waters  of  Saratoga  Spa.  Around 
them,  under  New  York  State  guardianship, 
facilities  were  organized  for  your  use. 

Many  physicians  have  long  recognized 
the  established  therapeutic  values  of  the 
waters  in  treating  conditions  where  ex- 
ternal or  internal  use  of  them  is  indicated. 
Many  physicians  realizing  that  break- 
downs in  general  health  follow  the  heavy 
strains  and  pressures  of  these  times,  pre- 
scribe a stay  at  the  Spa. 

Relaxation  found  in  the  restful  environ- 
ment of  Saratoga  brings  that  relief  from 
tensions  which  prepares  your  patients  for 
the  full  benefit  of  your  continuing  medical 
direction.  The  Spa  Medical  Stalf  does  not 
practice;  it  only  oversees  treatments  pre- 
scribed by  you  or  the  local  specialist  you 
choose  for  your  patient’s  stay  here. 

For  professional  publications  of  The  Spa, 
physician's  sample  carton  of  the  bottled 
waters  with  their  analyses,  please  address 
W.  S.  McClellan,  M.D.,  Medical  Director, 
Saratoga  Spa,  155  Saratoga  Springs,  N.  Y. 


OPEN  ALL  YEAR 
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f / B U T I 0 N 


1697 


SULMEFRIN 

(Squibb  Stabilized  AgullMS  Solution  Sulfathiazole  Sodium 
with  Desoxyepntj^ne  Hydrochloride) 


Relieves  Nasal  Congestion 

Helps  check  the  growth 
of  many  invading 
micro-organisms 


Search  for  a safe  and  effective  preparation  for  use  in  the  relief  of 
nasal  congestion  and  the  intranasal  treatment  of  sinusitis  has  at 
last  resulted  in  Sulmefrin* — a combination  of  a soluble  sul- 
fonamide and  a vasoconstrictor  drug  in  a form  agreeable  to  use. 


SULMEFRIN  PROVIDES  THESE  ADVANTAGES 


Quick  relief  of  nasal  congestion 
Practically  non-irritating 
Remarkable  stability 

Sulmefrin  may  be  administered  by  spray  or  drops,  5 to 
10  minims  into  each  nostril,  2 to  4 times  daily;  or  by 
tamponage,  20  minims  on  each  pack,  applied  for  15  to  30 
minutes  onco  a day. 

Sulmefrin  is  available  in  1-ounce  and  1-pint  bottles. 

* “Sulmefrin”  (Registered  in  U.  S.  Pat.  Off.)  is  a trade-mark 
of  E.  R.  Squibb  & Sons. 

For  literature  address  the  Professional  Service 
Dept.,  745  Fifth  Avenue,  New  York  22,  N.  Y. 

ER:  Squibb  &.Sons,  New  Tore 

MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1058 


! 


KANSAS  CITY,  MO. 


Slipstream  the  Bile 

Energize  the  Wheels 


In  biliary  stasis  the  regimen  of  bile  acids,  feeding  of 
cream,  and  antispasmodic  medication  is  the  practice  of  many 
informed  physicians.  They  wash  mucus,  stagnated  bile,  and 
other  debris  from  the  bile  ducts  by  giving  dehydrocholic  acid 
which  has  the  most  marked  ability  to  increase  the  volume  of 
fluid  bile.  But  there  is  in  dehydracholic  acid  no  aid  to  the 
digestion  of  fats. 

The  natural  bile  constituent,  desoxycholic  acid,  does 
have  that  power.  To  administer  it  concurrently  is  to  adopt 
the  obvious;  it  gains  for  the  malnourished  patient  needed 
energy.  The  energy  that  desoxycholic  begets  by  emulsifying 
fats  is  about  twice  that  of  an  equal  weight  of  carbohydrates 
and  their  oxidation  leaves  no  waste  nitrogen. 

IN  DOXYCHOL  the  two  bile  acids  are  available  in  one 

convenient,  potent  tablet. 

In  bottles  of  100,  500,  and  1000  at  good  prescriptionists. 

Breon  also  supplies  Dehydrocholic  Acid  Tablets,  Desoxycholic  Acid 

Tablets,  and  Sodium  Dehydrocholate  20%  Solution  in  5 cc  ampuls. 
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MAXITAT 


MANNITOL  HEXANITRATE,  STRASENBURGH 


In  essential  hypertension  Maxitate  offers 
your  patient  three  important  advantages: 

£ 5 to  6 hours  of  vasodilation; 

0 Forestalls  attacks  of  angina  pectoris; 
^Absence  of  commonly  encountered 
nitrite  toxic  effects. 

• Since  the  vasodilation  following  Maxi- 
tate is  gradual,  shock  is  avoided.  The 
vascular  relaxation  may  be  extended  in- 
definitely, by  regulation  of  dosage.  For 
excitable  patients,  Maxitate  in  combina- 
tion with  Phenobarbital  helps  calm 
nervous  tension,  encouraging  maximum 
and  prompt  benefit  to  the  patient. 

Distinguishable  by  Color  for  Convenience 
of  Physician: 

Maxitate,  in  Vi  and  Vi  gr.  tablets  (white) 

Maxitate,  Vi  gr.,  with  Phenobarbital,  Vi  gr.  (blue) 
Maxitate,  Vi  gr.,  with  Phenobarbital,  */2  gr.  (pink) 
Maxitate,  Vi  gr.,  with  Nitroglycerin,  1/100  gr. 

(violet) 

Write  for  Polder  No.  8 


STRASENBURGH 
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( Reading  Time:  2 minutes ) 

UNDER  PRESENT  CONDITIONS  it  is  apparent  that  there  may  not  be  enough 
Camp  Supports  to  fill  the  increasing  demand  from  physicians,  surgeons 
and  patients  as  quickly  as  usual. 

A year  and  a half  ago  we  published  special  announcements  to  the  thou- 
sands of  dealers  who  dispense  our  goods  urging  them  to  concentrate  their 
service  where  it  would  do  the  most  good  to  the  greatest  number  who  have 
worn  them  and  need  them,  and  to  the  physicians  and  surgeons  who  rely  on 
them  in  their  practice. 

Requirements  have  mounted  steadily  since,  due  to  the  increasing  number 
of  women  and  older  men  in  war  work  who  require  professionally  accepted 
anatomical  supports  to  maintain  their  health  and  efficiency.  This  situation  has 
added  heavily  to  the  normal  demand  for  Camp  Anatomical  Supports  needed 
for  postoperative,  hernial,  orthopedic  and  other  conditions. 

With  the  increasing  demand  for  our  supports  on  one  hand  and  the  scarcity 
of  material  and  labor  on  the  other,  the  situation  is  growing  more  complex  and 
acute  for  dealers  and  ourselves. 

We  wish  to  assure  members  of  the  medical  profession— especially  those  who 
have  communicated  with  us— that  everything  possible  is  being  done  under  pre- 
vailing circumstances  to  maintain  evenly  rationed  deliveries  in  fairness  to  our 
distributors  and  you. 

We  request  your  indulgence  if  service  is  slower  than  heretofore.  In  the 
event  that  delayed  service  hinders  treatment  of  specific  urgent  cases— we  shall 
do  everything  in  our  power  to  facilitate  service  upon  word  from  you. 

- ..  S.  H.  CAMP  AND  COMPANY 

Caution 

9 During  these  trying  times  substitutions  are  often 
resorted  to  and  we  respectfully  suggest  that  pa- 
tients be  warned  regarding  acceptance  of  inferior 
substitutions  or  unscientific  garments  lest  therapeu- 
tic objectives  become  endangered. 


S.  H.  CAMP  AND  COMPANY  • Jackson,  Michigan 
World's  largest  manufacturers  of  Scientific  Supports 
Offices:  new  york  • Chicago 

WINDSOR,  ONT.  • LONDON,  ENGLAND 
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SHOE  OF  TOMORROW 

What  will  it  be  like? 

Who  knows!  Even  now  plastics  are  set  for  the  market  following  Peace  Day  and 
Cinderella's  glass  slipper  is  practically  a reality  in  the  transparent  plastic  uppers 
of  future  evening  shoes.  Streamlining,  too,  may  even  surpass  the  toeless,  heel- 
ess  creations  of  today.  Or — the  styling  may  revert  to  less  fanciful  designs. 

But,  whatever  the  turn,  there  are  going  to  be  changes — even  in  orthopedic 
shoes,  for  we  are  still  progressing  away  from  the  homely,  invalid-looking  shoe 
of  yesterday.  And  whenever  such  changes  have  the  approval  of  the  medical 
profession,  you  can  be  sure  that  Pediforme  footwear  will  keep  abreast  of  the  times. 


3 Pediforme 

O O T W E A R 

MANHATTAN,  36  West  36ih  St.  NEW  ROCHELLE,  545  North  Ave. 

BROOKLYN,  322  Livingston  St.  EAST  ORANGE,  29  Washington  PI. 
843  Flatbush  Ave. 

HEMPSTEAD,  L.  I.,  241  Fulton  Ave.  HACKENSACK,  299  Main  St. 


A SHOE  FOR 
EVERY  MEMBER  OF 
THE  FAMILY.  . . A SHOE 
FOR  EVERY  INDIVIDUAL 
REQUIREMENT. 


SEDATIVE  and  HYPNOTIC 


The  potentiation  of  the  central  action  of  phenobarbital  by  the  belladonna 
alkaloids  (Friedberg,  Arch.  f.  exp.  P.  & P.  CLX,  276)  renders  possible 
attainment  of  desired  effects  with  relatively  small  doses,  thus  avoiding 
‘‘hang  over”  and  other  unpleasant  side-actions.  In  contrast  to  galenical 
preparations  of  belladonna,  such  as  the  tincture,  Belbarb  has  always  the 
same  proportion  of  the  alkaloids. 

Indications:  Neuroses,  migraine,  functional  digestive  and  circulatory  dis- 
turbances, vomiting  of  pregnancy,  menopausal  disturbances,  hypertension,  etc. 


Formula:  Each  tablet  contains  V4  grain 
phenobarbital  and  the  three  chief 
alkaloids,  equivalent  approximately  to 
9 minims  of  tincture  of  belladonna. 
Belbarb  No.  2 has  the  same  alkaloidal  con- 
tent but  Vi  grain  phenobarbital  per  tablet. 
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THE  KORfHEX  SET  COMPLETE 


Koromex  Set  Complete*  is  an  attractively  packaged  unit  containing  the 
important  items  used  for  approved  contraceptive  technique.  Identified  by 
a removable  label.  To  order  or  prescribe,  merely  write,  "Koromex  Set 
Complete,  Diaphragm  Size 

SctcA  fyfnif  ^on/ctinA . • . 

KOROMEX  D I AP H R AG M— Widely  accepted  KOROMEX  TRIP  RELEASE  INTRODUCER 

as  the  outstanding  diaphragm  in  use  today.  — Specially  designed  swivel  tip  facilitates 
Durable.  GUARANTEED  FOR  2 YEARS.  usage.  Gauged  to  take  all  size  diaphragms. 


KOROMEX  JELLY  and  H-R  EMULSION  CREAM  — Both  preparations  have  equally  high 

spermicidal  value,  hut  differ  in  degree  of  lubrication.  Both  are  included  so  the  patient 
may  determine  which  preparation  better  meets  her  requirements  and  personal  preferences. 

* Price  of  Koromex  Set  Complete  is  only  that  of  the  Koromex  Diaphragm  and  Koromex  Trip  Release  Introducer 


Holla  i^4-Rantos 

LsCrmfia/ny.  unc. 

551  FIFTH  AVENUE,  NEW  YORK,  N.  Y. 


No  food  (except  breast  milk)  is  more  highly  regarded 
than  Similac  for  feeding  the  very  young,  small  twins, 
prematures,  or  infants  who  have  suffered  a digestive 
upset.  Similac  is  satisfactory  in  these  special  cases 
simply  because  it  resembles  breast  milk  so  closely , and 
normal  babies  thrive  on  it  for  the  same  reason.  This 
similarity  to  breast  milk  is  definitely  desirable  — from 
birth  until  weaning. 


A powdered  modified  milk  product  especially  prepared  for  infant  feed- 
ing, made  from  tuberculin  tested  cow’s  milk  (casein  modified)  from 
which  part  of  the  butterfat  is  removed  and  to  which  has  been  added 
lactose,  olive  oil,  coconut  oil,  corn  oil,  and  cod  liver  oil  concentrate. 


BUY  WAR  BONDS  I 


One  level  tablespoon  of  Similac  powder  added  to  two  ounces  of  water 
makes  two  fluid  ounces  of  Similac.  This  is  the  normal  mixture  and  the 
caloric  value  is  approximately  20  calories  per  fluid  ounce. 


SIM  1 1 'AC  > 

MAR  DIETETIC  LABORATORIES,  INC. 


SIMILAR  TO 
BREAST  MILK 


COLUMBUS,  OHIO 
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Again 

and  again 

WE  REPEAT 

Bread 

is  Sasic 


THERE’S  good  reason  back  of  our  rep- 
etition of  ‘'Bread  is  basic.” 

There’s  good  reason  why  you  and  your 
patients  see  it  again  and  again  in  maga- 
zines. 

"Bread  is  basic”  sums  up  in  three  easy 
words  the  past  history  of  bread — its  im- 
portant place  in  diets  today. 

It  tells  that  bread  is  one  of  the  best  sources 
of  food-energy. 


now  thoroughly  approve  and  recommend 
bread. 

It  tells  that  bread  is  plentiful,  costs  little 
and  helps  to  make  hard-to-get  foods  go 
further. 

This  is  why  we  keep  repeating  "BREAD 
is  basic.” 

And  we  feel  you  will  agree  that  in  times 
like  these  of  work  and  stress  and  short- 
ages, it  is  wise  to  encourage  the  use  of 
more  bread. 


It  tells  that  all  white  bread  now  supplies 
extra  amounts  of  thiamin,  niacin  and  iron — 
that  it’s  better  than  bread  has  ever  been 
before. 


It  tells  that  the  government  ranks 
enriched  and  whole-grain  breads 
of  the  "basic 


in  one 


seven 


food  groups  which  should  be  eaten  every 
day. 

It  tells  that  physicians  and  nutritionists 


Throughout  the  ages,  and  everywhere, 
bread  has  been  the  basic  food. 

And  as  it  is  made  today,  it  justly  deserves 
increasing  recognition  as  the 
foundation  food  of  every  normal 
American  diet. 


Bread  isfiasic 

with  meals  . . . and  in  meals 


FLEISCHMANN  1868-1943  — 75  YEARS  OF  GOOD  YEAST  FOR  GOOD  BREAD 
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The  Red  Lilly  stands  for  quality  products, 
progress  through  research,  and  ethical  dealing 
with  the  medical  profession.  These  precepts 
are  not  an  idle  pose  hut  are  the  basis  on  which 
the  Lilly  Laboratories  have  operated  for  over 
sixty -five  years. 
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Editorial 

Political  Medicine,  III 


It  would  be  unwise  to  underestimate  the 
powerful  forces  arraigned  behind  the  Wagner- 
Murray-Dingell  bill  (S.  1161),  as  the  lengthy 
report  of  the  National  Resources  Planning 
Board  indicates.  It  is  introduced  at  a time 
when  the  vicissitudes  of  war,  sparing  neither 
man  nor  the  proudest  of  his  works,  are 
burying  empires  and  cities  in  a common 
grave;  when  doctors  by  the  thousands  and 
the  tens  of  thousands  are  in  the  armed 
forces,  unable  to  express  their  opinion  of  it; 
when  labor  is  at  the  carefree  peak  of  its 
earning  capacity;  when  so  many  billions  are 
being  spent  that  the  addition  of  $3,048,- 
000,000  yearly  for  political  medicine  and  the 
support  of  its  inevitable  bureaucracy  seems 
a mere  drop  in  the  bucket.  Behind  the  bill 
are  “planners,  social  workers,  and  vision- 
aries who  regard  the  maintenance  of  our 
capitalist,  free-enterprise  democracy  as  dis- 
tinctly secondary  to  ‘guarantees’  of  mini- 
mum incomes,  a ‘minimum  standard  of 
living/  and  other  bounties  which  are  more 
easily  promised  than  delivered.  These 
groups,  using  depression  figures  and  relying 
on  a depression  psychology,  are  hard  at 
work  peddling  propaganda  designed  (1)  to 
fix  the  customer’s  eye  on  the  distressing 
condition  of  the  weak  and  unsuccessful, 
(2)  to  ignore  the  extraordinary  gains  which 
our  system  has  achieved  in  the  standard  of 
living,  and  (3)  to  gloss  over  the  peril  to 
democracy  implicit  in  a vast  extension  of 
bureaucratic  paternalism.”1 

1 Saturday  Evening  Post,  August  14,  1943. 


Says  the  North  Carolina  Medical  Journal 
of  the  report  of  the  N.R.P.B. : 

“Some  idea  of  the  methods  which  the  perpetra- 
tors of  the  report  have  used  to  lay  the  groundwork 
for  the  latest  Wagner  Bill  may  be  gained  by  a few 
quotations  from  Section  VIII  of  Part  1.  This 
begins  with  the  expected  reference  to  the  high 
proportion  of  rejections  among  the  draftees. 
Next  it  refers  to  the  ‘comprehensive  report  of  the 
Technical  Committee  on  Medical  Care’  which,  in 
1938,  ‘revealed  an  alarming  amount  of  sickness 
and  ill  health,’  and  states  that  ‘the  general  findings 
of  this  Committee  ....  were  confirmed  by  almost 
every  participant  in  the  National  Health  Confer- 
ence, which  called  together  representative  citizens 
and  professional  experts  from  all  parts  of  the 
country.’ 

“It  may  be  recalled  by  those  who  kept  up’with 
this  Conference  just  how  ‘representative’  were 
the  ‘citizens’  and  how  ‘expert’  the  handpicked 
professionals. 

“Another  example:  ‘Many  types  of  illness, 

which  would  be  amenable  to  attack  by  organized 
community  action,  continue  to  take  their  toll. 
Diphtheria  and  typhoid  fever  ....  cost  the  nation 
3,000  deaths  in  1940.  Tuberculosis  will  yield 
only  to  a more  complex  program,’  etc. 

“It  is  hard  to  imagine  a more  flagrant  example 
of  intellectual  dishonesty  than  the  deliberate  ig- 
noring of  the  statistics,  open  to  any  inquirer, 
which  show  that  in  1900  the  death  rate  from 
typhoid  fever  in  the  United  States  was  35.9  per 
100,000;  in  1940,  one  per  100,000.  The  death 
rate  from  diphtheria  in  1900  was  43  per  100,000; 
in  1940,  1.1.  In  other  words,  if  there  had  been 
no  improvement  in  handling  typhoid  fever  and 
diphtheria  since  1900,  there  would  have  been, 
instead  of  3,000  deaths  from  these  diseases  in 
1940,  102,700.  The  death  rate  from  tuberculosis 
has  dropped  from  280  per  100,000  in  1904  to  43.8 
in  1940.  All  this  has  been  accomplished  under 
the  present  system  of  medical  practice.  Can 
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more  be  expected  in  the  same  length  of  time  from 
political  medicine? 

“The  New  York  Times  of  March  14  devotes  its 
leading  editorial  to  a discussion  of  the  report  of 
the  National  Resources  Planning  Board,  and 
concludes  with  this  thought: 

“ ‘If  the  schemes  of  the  N.R.P.B.  should  ever 
become  law,  they  are  bound  to  produce  a pro- 
found change  in  the  psychology  of  the  American 
people  and  the  American  way  of  life  for  which  we 
are  supposed  to  be  fighting.  For  they  mark  the 
beginning  of  the  Europeanization  of  America. 
Perhaps  their  framers  have  understood  the  Zeit- 
geist better  than  others,  but  it  might  be  well  to 
know  in  advance  which  way  they  are  leading  us. 
Otherwise  we  may  wake  up  someday  and  find 
that  we  are  the  dependent  and  powerless  subjects 
of  a totalitarian  state,  run  by  our  own  brand  of 
New  Bureaucrats.’  ” 

W e might  as  well  face  the  fact  that  S.1161 
proposes,  as  we  have  previously  said  and 
will  say  again,  a kind  of  economic  and  pro- 
fessional slavery  under  which  the  civil  prac- 
tice of  medicine  and  the  nation’s  hospitals 
would  be  sold  down  the  river  in  exchange 
for  a mess  of  political,  socialistic  pottage, 
chained  forever  to  the  office  of  the  Surgeon 
General  of  the  U.S.P.H.  with  the  golden 
chains  of  the  “Unified  National  Social 
Insurance  System.” 

Speaking  before  the  Medical  Society  of 
the  County  of  Onondaga  recently,  Dr. 
Thomas  McGoldrick,  President  of  the 
Medical  Society  of  the  State  of  New  York, 
had  this  to  say,  in  part : 

“We  have  listened  too  long  to  arguments  on 
compulsory  sickness  insurance  to  warrant,  here 
and  now,  their  repetition.  I may  say  that,  at  the 
present  time,  appreciation  of  central  government 
control  of  business  and  enterprise  is  not  at  its 


peak.  The  record  of  this  control,  especially  in 
the  past  ten  years,  over  fuel,  foodstuffs,  rubber, 
gasoline,  and  other  things,  its  dealings  with  certain 
organized  groups,  particularly  when  elections  to 
office  are  in  the  offing,  and  the  inefficiencies  and 
frictions  of  government  departments  now  being 
revealed,  compared  with  the  results  achieved 
during  the  same  period  by  private  enterprise,  do 
not  justify  extension  of  that  authority.  We  have 
been  told  that  the  British  Medical  Association, 
with  its  experience  of  compulsory  sickness  insur- 
ance, is  now  approving  the  extension  of  that  work 
in  the  latest  socialized  Act,  known  as  the  Beve- 
ridge Plan.  The  fact  is,  the  Association  has 
approved  if  the  entire  country , with  every  industry , 
every  profession , and  every  means  of  livelihood  be 
also  fully  socialized . 

“I  like  to  quote  here  the  opinion  of  a man  who 
all  his  life  has  worked  in  one  of  the  federal  depart- 
ments of  medicine,  who  has  reached  the  highest 
position  of  responsibility  and  honor  in  his  calling, 
Rear  Admiral  Ross  T.  Mclntire,  Surgeon  General 
of  the  U.S.  Navy,  and  private  physician  for  the 
past  many  years  to  the  President : ‘It  is  my  hope 
that  we  shall  never  see  medicine  subsidized  by 
the  Government.  ...  I hope  that  the  time  never 
comes  when  the  practice  of  medicine,  or  anything 
that  has  to  do  with  it,  has  to  come  under  govern- 
ment control.  It  would  be  a disaster  to  this 
country;  it  would  be  a disaster  to  medicine. . . ” 

If  medical  men  would  prevent  this  dis- 
aster, they  will  have  to  bestir  themselves. 
Nobody  is  going  to  fight  their  battles  for 
them.  Every  legitimate  means  must  be 
utilized  to  bring  the  facts  before  the  Ameri- 
can public  and  its  representatives  in  Con- 
gress. For  the  weight  of  public  opinion  will 
sway  the  balance.  Let  everyone  do  his  part, 
however  insignificant,  to  prevent  this  dis- 
aster to  a liberal  profession  while  yet  there  is 
time.  Tomorrow  never  comes. 


Hospitals  in  the  Practice  of  Medicine 


For  some  time  the  entry  of  hospitals  into 
the  practice  of  medicine  by  the  routes  of 
radiology,  pathology,  and  anesthesiology 
has  been  engaging  the  attention  of  physi- 
cians, who  almost  unanimously  oppose  it. 

The  House  of  Delegates  of  the  A.M.A.  in 
its  1943  session  approved  the  following  reso- 
lution with  the  reference  committee  (Dr. 
Louis  H.  Bauer,  chairman)  commenting: 

“It  is  high  time  that  the  subject  be  taken 
seriously,  not  just  for  the  duration  of  the  meeting 
of  the  House  but  for  the  other  360  days  of  the 
year. 


“Your  Reference  Committee,  therefore,  recom- 
mends : 

“A.  That  the  House  emphatically  reiterate 
that  it  disapproves  the  injecting  of  a third  party 
into  the  personal  relationship  of  the  patient  and 
the  physician,  and  that  hospitals  should  not  be 
permitted  to  practice  medicine. 

“B.  That  the  practice  of  radiology,  pathology, 
and  anesthesiology  is  the  practice  of  medicine  just 
as  much  as  is  the  practice  of  surgery  or  internal 
medicine,  and  that  it  is  only  a short  step  from 
including  the  first  three  in  a medical  service  plan 
to  including  the  whole  field  of  medicine  in  such  a 
plan. 

“C.  That  the  public  should  be  educated  to 
realize  that  the  hospital-created  monopoly-control 
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of  radiological  or  any  service  as  a source  of  profit 
beyond  the  normal  provision  for  replacement,  de- 
partment development,  and  proper  proportion  of 
overall  costs  of  operation  of  the  hospital  should 
not  be  permitted.  Nor  can  the  hospital  rightfully 
use  per  diem  charges  against  all  of  the  hospital 
patients  to  support  a radiological  or  other  depart- 
ment devoted  to  creating  bargains  in  radiological 
or  other  services  in  order  to  make  hospital  group 
insurance  more  attractive.  To  permit  either  will 
result  in  decrease  of  the  quality  of  service  and 
increased  cost  to  the  patient. 

“D.  The  medical  profession  must  watch  with 
care  all  proposed  plans  for  medical  service  and 
endeavor  to  prevent  the  acceptance  of  any  plan 
which  includes  medical  service  under  the  control 
of  the  hospital. 

“E.  The  effectiveness  of  this  program  can  be 
attained  only  if  state  and  county  medical  societies 
use  their  influence  on  hospitals  in  their  respective 
localities,  and  exercise  control  over  the  local 
members  of  the  medical  profession. 

“F.  The  public  must  be  educated  on  what  it 
will  mean  to  them  in  the  way  of  inferior  medical 
care  if  these  dangerous  trends  are  not  curbed. 

“G.  In  the  relationships  of  the  medical  staff 
and  the  board  of  directors  of  a hospital  there 
should  be  no  intermediary.  The  staff  should  have 
direct  access  to  the  board. 

“H.  The  board  of  trustees  should  continue 
their  conferences  with  national  hospital  associa- 
tions and  should  also  endeavor  to  enlist  the  sup- 
port of  special  medical  organizations  in  education 
both  of  the  profession  and  of  the  public.” 

The  House  also  adopted  the  following 
recommendation : 

“Your  reference  committee  recommends  that 
the  House  of  Delegates  of  the  American  Medical 
Association  urge  the  American  Hospital  Associa- 
tion to  withhold  approval  of  the  uniform  compre- 
hensive Blue  Cross  contract  proposed  by  the 
Hospital  Service  Plan  Commission  of  the  Ameri- 
can Hospital  Association,  which  includes  certain 
medical  services  as  a part  of  hospital  care  and 
which,  if  adopted  as  recommended  by  the  said 
commission,  would  virtually  compel  the  addition 
of  medical  services  to  the  benefits  of  those  Blue 
Cross  plans  and  not  accede  to  the  demands  of  the 
American  Medical  Association  by  confining  their 
benefits  to  hospital  service.” 

It  is  indeed  high  time  that  these  matters 
were  taken  seriously  by  the  profession  and 
by  the  public,  for  considerations  of  the 
greatest  moment  are  involved.  The  hos- 
pital has  come  to  be  the  focus  of  the  public 
practice  as  well  as  of  some  portion  of  the 
private  practice  of  medicine.  It  is  the  point 
at  which  the  industrialization  of  medicine,  if 
we  may  be  allowed  the  use  of  that  term,  has, 
in  part,  taken  place.  It  is  the  point  at 


which  the  practice  of  medicine  in  many  of  its 
branches  has  become,  for  economic  reasons, 
fixed,  tied  inevitably  to  a capital  structure 
sometimes  of  enormous  proportions,  a cor- 
porate business.  It  is  the  point  at  which 
hospital  service  plans  and  medical  service 
plans  converge.  Physicians  are  related  to 
it  sometimes  as  free  and  independent  users 
of  its  facilities,  sometimes  as  paid  employees 
of  the  hospital  corporation  so  that  many 
facets  of  contractual  relations  are  involved. 
Says  the  A.M.A.,  editorially,  of  the  signifi- 
cance of  radiologic  practice  in  the  new  forms 
of  hospitalization  insurance  and  routine 
hospital  service: 

“Doubtless  few  of  those  who  obtain  the  services 
of  radiology  in  hospitals  realize  that  in  many 
institutions  the  radiologist  is  working  for  a small 
salary  and  the  hospital  is  deriving  a considerable 
profit  from  his  professional  practice.  In  other 
institutions  what  amounts  to  virtual  fee  splitting 
between  the  hospital  and  the  radiologist  is  routine 
technic. 

“Certainly  it  is  not  to  the  interest  of  the  patient, 
who  must  be  given  first  consideration,  that  the 
necessity  for  radiologic  study  of  his  case  should 
be  made  the  occasion  for  providing  excess  income 
for  the  hospital.  If  the  trend  is  to  be  controlled, 
every  new  arrangement  between  a hospital  and 
radiologist  and  every  new  plan  for  a prepaid 
medical  service  should  be  carefully  scanned  by 
the  county  medical  society  in  the  area  concerned 
to  determine  whether  or  not  it  violates  the  funda- 
mental tenets  that  have  been  so  often  iterated  and 
reiterated  by  the  House  of  Delegates  of  the 
American  Medical  Association. 

“The  danger  to  the  sick  does  not  lie  in  the 
collection  of  income  for  the  hospital  or  the  radiolo- 
gist; it  is  in  the  inevitable  determination  that 
must  come  in  any  form  of  medical  service  when 
its  practitioners  are  placed  on  a basis  in  which  the 
quality  of  the  service  rendered  is  secondary  to  the 
price  charged  or  the  method  by  which  the  service 
is  supplied.”1 

What  is  true  of  radiology  is  equally  true 
of  anesthesiology  and  pathology.  Con- 
demnation by  the  profession  of  the  practice 
of  selling  medical  service  by  hospitals  has 
not  by  any  means  stopped  the  practice.  It 
has  been  alleged  that  the  “Blue  Cross” 
plans  to  give  medical  service  with  or  with- 
out the  approval  of  the  medical  profession. 
The  Associated  Hospital  Service  of  New 
York  City  is  said  to  state  plainly  “the  inten- 
tion and  the  conditions  under  which  services 
will  be  rendered.”1 

1 J.A.M.A.  122:  948  (July  31)  1943. 
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These  are  matters  of  grave  import.  They 
cannot  be  settled  by  wishful  thinking.  Cost 
of  medical  and  hospital  service  to  the  public 
is  involved,  as  well  as  the  quality  of  medical 
service.  Whatever  is  for  the  best  interest 
of  the  patient  should  govern  and  will  prob- 


ably do  so  in  the  long  run  if  the  counsel  of 
the  profession  is  heeded.  It  has  not  always 
prevailed  in  the  past.  In  the  present  there 
seems  to  be  a tendency  to  brush  it  aside  as 
outmoded.  Perhaps  reasonable  counsel  will 
prevail  eventually. 


Postgraduate  Education 


This  year,  as  in  the  past,  the  Council 
Committee  on  Public  Health  and  Education 
of  the  Medical  Society  of  the  State  of  New 
York,  in  cooperation  with  the  New  York 
State  Department  of  Health,  has  prepared 
for  distribution  to  county  medical  societies 
and  hospital  staffs  a Course  Outline  Booh 
announcing  the  programs  available  for  post- 
graduate medical  education. 

At  present,  the  Committee  on  Public 
Health  and  Education  is  not  prepared  to 
announce  a formal  course  on  Industrial 
Health  but  will  arrange  for  one  on  request 
and  will  also  provide  a speaker  for  a special 
single  session  or  as  a part  of  any  of  the 
formal  courses. 

The  Dental  Society  of  the  State  of  New 
York  and  the  Medical  Society  of  the  State 
of  New  York  have  a Joint  Committee  on 
Dental  Health.  This  Committee,  in  co- 
operation with  the  New  York  State  Depart- 
ment of  Health,  has  arranged  an  interesting 
and  informative  program  which  is  now  avail- 
able. 

In  addition  to  these  subjects,  speakers  are 
available  for  single  meetings  for  a discussion 
of  the  following:  cancer,  obstetrics,  ortho- 
paedics, pediatrics,  public  health,  syphilis, 
tuberculosis,  and  other  communicable  dis- 
eases. 

For  most  of  the  instruction,  any  of  the 
lecturers  will,  upon  request,  substitute  a 
clinic  for  the  lecture  if  appropriate  patients 
and  facilities  are  available.  This  informa- 
tion must  be  given  at  the  time  the  request 
for  instruction  is  made. 

Occasionally  a county  society,  hospital 
staff,  or  some  other  medical  group  desires  a 
program  which  is  not  specifically  mentioned 
in  these  announcements.  Should  the  pro- 
gram, whether  clinic,  demonstration,  lecture, 


or  a combination,  be  one  which  the  Com- 
mittee can  arrange,  they  will  be  glad  to  do 
so  upon  request. 

Many  new  programs  have  been  added  and 
the  already  broad  scope  of  subjects  has  been 
considerably  increased.  One  interesting  and 
timely  addition  is  the  Teaching  Day  on 
Poliomyelitis.  This  presentation  is  divided 
into  four  parts : 

1.  Epidemiology  of  poliomyelitis.  The  scien- 
tific knowledge  on  this  subject  will  be  reviewed 
and  brought  up  to  date  and  special  consideration 
will  be  given  to  more  recently  developed  concepts, 
such  as  tonsillectomy  and  adenoidectomy  as  pre- 
cipitating factors,  and  the  role  of  sewage  as  a 
possible  factor  in  transmission. 

2.  Clinical  features — pathology,  diagnosis,  and 
general  treatment.  All  aspects  of  this  subject  will 
be  reviewed.  The  newer  work  on  the  spread  of 
the  virus  in  the  body  and  its  possible  clinical  sig- 
nificance will  be  discussed.  The  question  of  the 
role  of  the  respirator  in  therapy  will  be  considered. 

3.  Physical  therapy  in  the  acute  and  conva- 
lescent stages.  Particular  emphasis  will  be  given 
to  the  Kenny  Method.  The  significance  of  muscle 
spasm  in  the  clinical  picture  of  poliomyelitis  will 
be  discussed,  the  technic  of  detecting  it  will  be 
described,  and  currently  accepted  recommenda- 
tions regarding  the  extent  and  duration  of  hot- 
pack  treatment  will  be  outlined.  The  accepted 
principles  and  technic  of  muscle  re-education  will 
be  discussed. 

4.  Orthopaedic  measures.  The  prevention  of 
deformity  by  reduction  of  muscle  spasm  and  by 
control  of  muscle  imbalance  will  be  considered. 
The  current  status  of  rehabilitative  procedures 
(muscle  re-education  and  other  physical  therapy) 
and  of  reconstructive  and  stabilizing  surgery  in 
the  residual  stage  will  be  discussed. 

With  the  increased  incidence  of  the  in- 
fectious diseases  now  being  noted  in  various 
parts  of  the  country,  the  program  as  planned 
for  poliomyelitis  should  prove  to  be  of 
exceptional  interest  and  timeliness. 


OCCUPATIONAL  ACNE 

Louis  Schwartz,  M.D.,  and  Samuel  M.  Peck,  M.D.,  Bethesda,  Maryland 


OCCUPATIONAL  acne  is  one  of  the  most 
frequent  forms  of  occupational  dermatitis. 
It  occurs  among  workers  exposed  to  certain 
chemicals  which,  when  lodged  in  the  pores  of  the 
skin,  may  not  only  plug  the  openings  and  cause 
the  retention  of  the  secretions  of  the  glands  but 
also  act  as  stimulants  for  the  formation  of  keratin 
and  thus  lead  to  comedo  formation  and  occupa- 
tional acne. 

Occupational  acnes  occur  among  the  workers 
exposed  to  the  following  chemicals: 


Chemical 

Insoluble  cutting  oils 
and  to  some  extent 
soluble  cutting  oils 
Crude  petroleum 


Coal  tar 

Heavy  coal-tar  distil- 
lates 

Coal-tar  pitch 


Chlornaphthalenes 
Chlordiphenyls 
Chlordiphenyloxide 
Solid  chlorbenzols 
Solid  chlorphenols 


Occupation 

Machinists 


Oil-field  workers,  paraf- 
fin pressmen,  oil  re- 
finers 

Makers  and  distillers 
of  coal  tar 

Creosoting  of  wood, 
roofers,  road  makers 
Conduit  makers,  bri- 
quette makers,  elec- 
trical apparatus  in- 
sulators 

Electrical  insulators 
Electrical  insulators 
Electrical  insulators 
Chemical  workers 
Chemical  workers 


By  far  the  largest  number  of  workers  with 
occupational  acne  are  those  who  are  exposed  to 
the  insoluble  cutting  oils.  This  is  accounted  for 
not  by  the  fact  that  the  cutting  oils  are  the  most 
potent  acne-formers,  but  because  more  workers 
are  exposed  to  their  actions  and  fewer  precautions 
are  taken  to  protect  them.  The  most  potent  of 
all  these  chemicals,  as  far  as  their  acne-forming 
properties  are  concerned,  are  the  chlornaphtha- 
lenes, chlordiphenyls,  and  chlordiphenyloxides. 
Every  worker  sufficiently  exposed  to  these  three 
substances  for  a few  months  will  develop  acne- 
like lesions  on  the  exposed  parts  unless  the  most 
stringent  rules  of  cleanliness  for  clothes  and  body 
are  observed.  However,  fewer  workers  are  ex- 
posed to  these  chlor  compounds  than  to  any  of 
the  other  acne  producers.  Therefore,  the  cases  of 
so-called  chloracnes  reported  in  the  past  have 
been  relatively  infrequent.  The  acceleration  of 
shipbuilding  that  has  occurred  since  the  war  has 
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the  U.S.  Public  Health  Service. 


increased  the  use  of  wires  insulated  with  these 
chlor  compounds  and,  with  this,  the  number  of 
so-called  chloracnes. 

The  acneform  lesions  caused  by  the  chlor  com- 
pounds are  more  striking  than  those  produced  by 
the  other  acne-forming  substances.  Only  from 
the  chlor  compounds  has  acne  occurred  not  only 
in  the  worker  but  also  in  his  immediate  family  and 
even  among  those  who  wash  his  soiled  work- 
clothes.  Although  the  acnes  caused  by  these 
organic  chlor  compounds  have  been  called 
“chloracnes,”  yet  chlorine  gas  itself  causes  no 
acne-like  lesions.  Neither  do  the  inorganic  com- 
pounds of  chlorine  cause  them,  either  by  external 
contact  or  internal  administration.  Nor  do  the 
acneform  lesions  occur  among  workers  with  the 
solvent  chlorinated  hydrocarbons  although  all  of 
the  solvents  can  injure  the  skin  by  direct  contact 
and  can  cause  systemic  poisoning  when  absorbed. 
Naphthalene,  diphenyl,  benzol,  or  phenol  without 
chlorination  do  not  cause  acneform  lesions.  Only 
when  they  are  combined  with  chlorine  do  they 
have  this  effect  upon  the  skin.  While  benzol  and 
phenol  alone  can  cause  systemic  poisoning, 
naphthalene  and  diphenyl  have  only  been  ob- 
served to  cause  it  when  combined  with  chlorine. 
Moreover,  only  the  highly  viscid  or  amorphous 
solid  combinations  of  these  substances  have  been 
observed  to  cause  acneform  lesions. 

Solid  Chlornaphthalenes 

These  chemicals  are  made  by  the  chlorination 
of  naphthalene,  the  hydrogen  of  the  naphthalene 
being  replaced  by  chlorine.  Any  number  of  the 
hydrogen  atoms  can  be  replaced,  forming  mono- 
di,  etc.,  chlornaphthalenes.  Those  that  cause 
occupational  acnes  begin  with  trichlornaphtha- 
lene  and  go  on  to  higher  chlorinations  of  naph- 
thalenes and  are  used  as  dielectrics  on  condensers 
and  insulators  of  wires.  They  may  be  combined 
with  the  chlordiphenyls.* 

Workers  engaged  in  manufacturing  the  chlor- 
naphthalenes, those  engaged  in  coating  wires  or 
condensers  with  it,  and  those  who  strip  wires  insu- 
lated with  it  are  the  ones  who  have  been  found  to 
be  affected  with  acne.  Some  workers  engaged 
in  coating  wires  and  condensers  with  it  have  been 
reported  to  have  died  of  yellow  atrophy  of  the 
liver.1’2*3’4 

Workers  with  the  chlornaphthalenes  usually 
develop  acne  on  the  face  after  a month  or  more  of 

* Known  by  the  trade  name  “Halowax.”  Under  this  trade 
name  are  included  many  combinations  for  insulating,  some  of 
which  do  not  contain  chlorinated  hydrocarbons. 
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TABLE  1. — Differential  Diagnosis  of  Acneform  Dermatoses 


Acne  form  Lesions 
Due  To 

Age 

Common  Site 

Clinical  History 

Clinical 

Characteristics 

Histologic  Features 

Acne  vulgaris 

1 4-25  years 

Face 

Shoulders 

Back 

Chest 

Nothing  specific;  no 
industrial  exposure 

Comedones,  follic- 
ular papules 

and  pustules ; 

skin  greasy  and 
usually  associ- 
ated seborrhea 
capitis 

Widely  distended  fol- 
licular orifice  filled 
with  keratinous 

material  and  seba- 
ceous material. 

Cocci  in  keratin 
plug.  Sebaceous 

glands  hypertro- 
phied. Foreign- 

body  granuloma 

may  be  present 

Cutting  oil 
Soluble  (rare) 

Insoluble 
Crude  petroleum 

Any  age 

Usually  on  ex- 
posed parts 
Extensors  of  fore- 
arms and 

thighs  in  con- 
tact with  soiled 
clothes 

Occupational  expo- 
sure, such  as  in 
machinists  in  oil 
fields  and  oil  refin- 
eries, and  paraffin 
pressmen 

Folliculitis,  pus- 

tules, furuncles, 
and  even  car- 
buncles. Inflam- 
mation around 
and  in  acne-like 
lesions.  Come- 

dones on  fingers, 
back  of  hands, 
forearms,  and 

back  of  neck 

Comedo  formation 

but  inflammatory 
reaction  around 

hair  follicles  and 
in  epidermis  and 
throughout  cutis  is 
a striking  feature. 
No  cocci  seen 

Coal  tar 

Heavy  coal-tar  dis- 
tillates 

Coal-tar  pitch 

Any  age 

Usually  on  exten- 
sor surfaces  of 
arms  and 

thighs  and 

where  soiled 
work  clothes 
touch  skin 

Found  in  makers  and 
distillers  of  coal 
tar,  in  workers 
creosoting  wood 
and  in  roofing  and 
road  workers. 

Workers  such  as 
conduit  makers, 
briquette  makers 

Melanosis,  come- 
dones, and  small 
yellowish  cysts. 
Not  inflamma- 
tory except  when 
scratched  and  in- 
fected 

Melanin  in  epidermis 
and  in  chromato- 
phores  below'  it. 
Relatively  little 

inflammatory  reac- 
tion. No  cocci. 

Widened  follicular 
openings  plugged 
with  keratinous 

material.  Cysts 

filled  with  keratin- 
ous and  some  se- 
baceous material 

Chlornaphthalenes 

Chlordiphenyls 

Chlordiphenyloxide 

Any  age 

Face,  back  of 
ears,  shoul- 

ders, abdomen, 
around  navel, 
groin,  geni- 

talia 

Occupational  expo- 
sure in  the  manu- 
facture of  chemi- 
cals for  insulating 
wires  and  conden- 
sers. Electricians 
using  heat  and 
flame-proof  wires; 
machinists  exposed 
to  cutting  oil  con- 
taining chlorin- 

ated hydrocarbons 

Comedones  not  so 
prominent  as 

straw  - colored 
cysts.  Not  in- 
flammatory ex- 
cept when  secon- 
darily infected 

Cystic  lesions  pre- 
dominate, with  the 
absence  of  cocci  in 
the  keratinous  ma- 
terial filling  wid- 
ened follicular 

openings.  Other- 

wise can  resemble 
acne  vulgaris  but 
cysts  have  more 
keratin  than  se- 
baceous material 

Solid  chlorbenzols 
Solid  chlorphenols 

Any  age 

Face 

Anterior  surface 
of  body 

Occupational  expo- 
sure in  chemical 
workers 

Comedones  not 

prominent.  Cysts 
less  prominent 
than  from  chlor- 
naphthalenes. 
There  may  be  an 
inflammatory  al- 
lergic dermatitis 

Except  for  allergic 
dermatitis,  essen- 
tially that  of  the 
chlornaphthalenes 

exposure.  The  covered  parts  of  the  body  are 
also  often  affected  because  of  contact  with  soiled 
workclothes.  It  is  not  at  all  unusual  to  find 
comedones  and  acne-like  lesions  around  the  um- 
bilicus, the  thighs,  and  in  the  groin. 

The  individual  lesions  may  be  from  pinhead  to 
pea  size.  They  are  pale,  straw-colored  cysts  and 
usually  do  not  show  inflammatory  changes,  unless 
they  have  been  infected  by  scratching  or  other 
trauma  (Fig.  1) . They  usually  remain  stationary 
in  size  after  a few  months  and  show  no  tendency 
to  involution.  While  secondary  infections  re- 
sulting in  pus  formation  may  occur,  they  are  not 
nearly  so  frequent  as  they  are  in  acne  vulgaris. 

Chlordiphenyls 

Diphenyl  (Ci2H,0)  is  a light-yellow  crystalline 


solid  made  from  benzol.  It  is  chlorinated  in  a | 
manner  somewhat  similar  to  that  described  for  I 
naphthalene.  The  chlordiphenyls*  are  dielec-  I 
tries  and  may  be  used  alone  or  in  combination  | 
with  the  chlornaphthalenes  for  this  purpose.  I 
Workers  who  are  exposed  to  them  develop  lesions  | 
similar  to  those  described  under  the  chlornaph-  1 
thalenes. 

Chlordiphenyloxide 

Chlordiphenyloxide  is  a light,  straw-colored 
semisolid  compound  made  by  chlorinating  di-  I 
phenyloxide  (C^HsO).  It  is  used  as  a dielectric  J 
and  causes,  in  workers  wrho  are  exposed  to  it,  1 
acne-like  lesions  similar  to  those  described  under 
the  chlornaphthalenes. 

* Known  by  the  trade  name  “Arachlor.” 
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Fig.  1.  Acne  from  chlornaphthalenes  and  chlordi- 
phenyls  (Halo wax). 


That  the  acne-like  lesions  produced  by  these 
compounds  are  caused  by  contact  is  borne  out  by 
the  fact  that  the  lesions  occur  on  the  parts  ex- 
posed either  directly  to  the  substances  themselves 
or  to  clothes  soiled  with  them.  Experimental 
local  reproduction  of  the  lesions  has  been  accom- 
plished by  long-continued  applic  ation  of  these  sub- 
stances.5'6 

The  mechanism  of  the  formation  of  comedones 
and  cysts  is  probably  as  follows:  The  fine  parti- 
cles of  these  chlor  compounds  arising  from  the 
actual  substance  or  condensation  on  the  skin  from 
hot  vapors  and  solutions  mechanically  plug  the 
pores  and  lead  to  the  formation  of  a comedo  by 
the  keratogenous  action  of  the  material  on  the 
endothelial  lining  of  the  gland.  As  this  action 
continues  it  leads  to  the  formation  of  the  cyst. 

Histopathology  of  Acne  from,  Mixture  of  Chlor- 
naphthalenes and  Chlor  diphenyls. — The  histology 
has  been  described  in  previous  publications.7 
Characteristic  of  the  pathologic  picture  was  the 
sebaceous  cyst  rather  than  the  comedo.  In 
sections  from  typical  lesions  many  large  sebaceous 
glands  can  be  seen,  some  of  them  forming  huge 


Fig.  2.  Lesion  produced  by  chlornaphthalenes 
and  chlordiphenyls.  Large  sebaceous  cyst  filled 
with  keratinous  material. 


cysts  filled  with  keratinous  material  and  very 
little  sebaceous  material  (Fig.  2).  Associated 
with  such  cysts  are  wide  follicular  openings  filled 
with  keratinous  material  and  hyperplastic  follic- 
ular walls.  Cocci  are  not  evident  in  the  follic- 
ular plugs.  Just  as  in  acne  vulgaris,  foreign- 
body  granulomas  occur.  They  are  due  to  the 
same  mechanism — a rupture  of  the  wall  of  a cyst 
and  contact  of  the  sebum  with  the  collagen. 
When  this  occurs,  the  same  type  of  foreign-body 
granuloma  as  that  seen  in  acne  vulgaris  is  noted — 
that  is,  foreign-body  giant  cells  or  Langerhans, 
cells,  leukocytes,  lymphocytes,  and  fibroblasts. 
Leukocytes  can  also  be  seen  in  the  comedo  itself. 
The  striking  feature,  however,  is  the  cyst  forma- 
tion with  keratinization  which  extends  to  include 
the  cyst  wall. 

Histopathology  of  Chlor diphenyloxide  Acne. — 
In  the  sections  which  we  have  studied,*  the 
follicular  hyperkeratosis  with  the  enlargement  of 
the  follicular  openings  and  keratinous  material 
filling  the  orifice  was  much  more  prominent  than 
the  changes  in  the  sebaceous  glands,  evidently 
young  lesions.  In  such  markedly  large  follicular 
openings  many  lanugo  hairs  were  sometimes  seen 

* These  sections  were  made  by  Earl  D.  Osborne,  M.D., 
Buffalo,  from  cases  which  the  authors  saw  with  him. 
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Fig.  3.  Acneform  lesions  from  coal-tar  pitch. 


so  that  several  follicles  seemed  to  have  a common 
opening.  The  surrounding  epidermis  also  showed 
a hyperkeratosis  but  no  acanthosis.  Around 
many  of  these  hypertrophied  follicles,  especially 
when  the  hairs  were  of  the  more  adult  type,  there 
was  an  inflammatory  exudate,  consisting  of 
lymphocytes,  polymorphonuclears,  and  eosino- 
phils. While  clinically  the  same  yellowish  cyst- 
like lesions  were  seen,  in  many  of  the  cases  the 
sections  represent  changes  in  very  early  lesions. 
Otherwise  the  histology  is  like  that  of  acne  from 
chlorinated  naphthalene  compounds. 

Coal  Tar,  Coal-Tar  Pitch,  and  Heavy  Coal- 
Tar  Distillates 

From  the  volatile  substances  derived  from  the 
distillation  of  coal  there  are  taken  off  benzol, 
toluol,  solvent  naphtha,  and  ammonium  sulfate. 
The  remaining  product  is  subjected  to  fractional 
distillation  and  is  divided  into  light,  medium,  and 
heavy  coal-tar  oils.  The  residue  after  distillation 
is  known  as  coal-tar  pitch. 

Workers  in  coal-tar  plants  sometimes  develop 
acneform  lesions  but  not  so  frequently  as  do 
workers  who  handle  the  heavy  coal-tar  distillates 
and  coal-tar  pitch.  This  is  true  because  the  dis- 
tillation process  is  almost  totally  enclosed  and 
only  a few  workers  come  in  contact  with  that  por- 
tion of  the  coal  tar  that  is  active  in  producing 
acneform  lesions.  Melanosis  and  photosensi- 
tivity, however,  occur  fairly  frequently  among 
workers  who  break  up  the  coal-tar  pitch  and 
among  those  who  come  in  contact  with  the  heavy 
oils. 


In  manufacturing  processes  in  which  heavy 
coal-tar  oils  and  coal-tar  pitch  are  used,  there  is  a 
high  incidence  of  acneform  lesions,  melanosis, 
and  photosensitization.  In  such  manufacturing 
processes  as  in  conduit  making,  where  paper 
cylinders  are  impregnated  with  coal-tar  creosote, 
in  roofing,  where  paper  impregnated  with  heavy 
coal-tar  distillate  is  handled,  and  in  road  making, 
where  coal-tar  pitch  is  heated,  the  incidence  of 
acneform  lesions,  photosensitivity,  and  melanosis 
is  high. 

The  acneform  lesions  caused  by  coal  tar  and  its 
distillate  are  accompanied  by  melanosis.  The 
individual  lesions  are  smaller  than  those  caused 
by  the  chlorinated  hydrocarbons,  but  they  still 
have  the  same  essential  characteristics  (Fig.  3). 
The  distribution  of  the  lesions,  however,  is  some- 
what different.  They  usually  affect  the  face,  the 
arms,  and  the  thighs;  rarely,  if  ever,  are  they 
found  around  the  umbilicus,  in  the  groin,  or  other 
regions  where  acne-like  lesions  occur  from  expo- 
sure to  the  chlorinated  hydrocarbons.  The 
keratogenous  changes  caused  by  coal  tar  and  its 
distillates  sometimes  go  on  to  epithelioma. 

Histopathology  of  Pitch  Acne. — Three  lesions 
were  studied:  A comedo  from  the  chest,  a 
papule  on  the  back  of  the  left  arm  surrounding  a 
comedo,  and  a lesion  on  the  left  thigh  which 
appeared  clinically  as  an  inflammatory  papule. 
In  each  instance  the  predominant  lesion  was  a 
comedo  with  its  wide  follicular  opening  filled 
with  keratinous  material  and  having  thickened 
walls.  The  epidermis  seemed  normal.  No  cocci 
could  be  seen  in  this  keratinous  material.  There 
wTas  very  little  surrounding  inflammation.  The 
melanin  formation  was  a striking  feature.  It  was 
not  only  found  in  the  basal  cells  and  in  the  cells 
above  them  but  it  was  also  found  in  chromato- 
phores  just  below  the  epidermis  (Fig.  4).  No 
foreign-body  granuloma  was  seen  in  any  of  the 
sections.  Enlarged  sebaceous  glands  w^ere  not  a 
striking  feature. 

Crude  Petroleum  and  Cutting  Oils 

Crude  petroleums  have  a varied  composition 
depending  upon  their  source.  For  chemical  pur- 
poses they  can  be  classified  as  follows:  paraffin 
base,  naphthenic  base,  asphaltic  base,  and  mixed 
bases.  The  different  varieties  of  crude  petro- 
leum however,  have  many  substances  in  common 
— namely,  a mixture  of  hydrocarbons,  nitrogen, 
oxygen,  sulfur,  and  organic  and  inorganic  sub- 
stances held  in  suspension  or  solution. 

The  workers  employed  in  oil  fields  where  the 
wells  are  free-flowing  are  not  so  frequently 
affected  by  dermatoses  as  are  those  employed  in 
fields  where  there  is  pumping.  This  is  because  in 
free-flowing  wells  or  gushers  workers  have  com- 
paratively little  contact  with  the  oil,  whereas  if 


September  15,  1943] 


OCCUPATIONAL  ACNE 


1715 


the  wells  are  pumped,  it  is  often  necessary  to  re- 
move the  casing  from  the  well  in  order  to  clean  it 
and  the  pumps.  However,  even  among  such 
workers,  acneform  lesions  are  much  less  frequent 
than  they  are  among  workers  who  use  specially 
treated  mineral  oils  for  industrial  purposes. 

There  are  keratotic  lesions  seen  on  the  skin  of 
workers  in  oil  fields  located  in  tropical  or  sub- 
tropical climates.  These  are  as  likely  to  be  due 
to  the  solar  radiation  as  to  contact  wTith  the  oil. 

Cutting  Oils 

Cutting  oils  are  divided  into  two  classes:  the 
soluble  and  the  insoluble. 

Soluble  oils  usually  consist  of  sulfonated 
petroleum  oils  highly  diluted  with  water  and  are 
used  mainly  for  cooling  the  cutting  tool.  The  oil 
is  added  for  its  antirust  properties.  Although 
acneform  lesions  occur  on  workers  exposed  to  the 
soluble  cutting  oils,  they  are  nevertheless  infre- 
quent as  compared  to  those  seen  among  workers 
with  the  insoluble  cutting  oils. 

The  insoluble  cutting  oils  are  by  far  the  princi- 
pal causes  of  so-called  occupational  acnes  (and 
folliculitis).  The  oils  are  universally  used  on 
machine  tools.  Their  composition  varies  accord- 
ing to  the  type  of  machinery  that  they  are  used 
for  and  according  to  the  secret  formulas  of  their 
manufacturers.  However,  basically  they  usually 
consist  of  a large  percentage  of  a more  or  less  re- 
fined petroleum  oil  to  which  are  added  a com- 
paratively small  amount  of  animal  or  vegetable 
oil  (so-called  lard  oil),  sulfur,  and  an  inhibitor  for 
the  purpose  of  preventing  the  deterioration  of  the 
fatty  oil  content.  To  some  oils  a chlorine  com- 
pound may  be  added.7 

Most  of  the  cutting-oil  acnes  occur  on  the  ex- 
tensor surfaces  of  the  forearms  and  the  thighs 
because  the  men  work  with  bare  arms  and  lean 
against  the  machines  and  because  the  anterior 
surface  of  the  thighs  are  in  contact  with  the  oil- 
soaked  trousers. 

The  lesions  usually  begin  as  a folliculitis.  In- 
flammatory reactions  are  the  rule  in  contradis- 
tinction to  the  acneform  lesions  from  tar  and 
chlorinated  hydrocarbon.  Comedones  are  often 
present,  but  so  are  pustules,  furuncles,  and  even 
carbuncles  (Fig.  5).  It  has  long  been  thought 
that  the  inflammation  was  caused  by  pathogenic 
bacteria  in  the  cutting  oils,  but  repeated  attempts 
to  culture  pyogenic  organisms  from  these  oils 
have  failed.  Secondary  infections  of  the  lesions 
can  occur  but  not  from  bacteria  in  the  oils.* 
Rather,  they  occur  from  the  bacteria  on  the  skin 
or  on  the  clothes  (see  Table  1). 

From  oils  which  contain  solid  chlorinated 
hydrocarbons,  acneform  lesions  can  appear  which 

* Most  insoluble  cutting  oils  are  sterile  as  far  as  skin 
pathogens  are  concerned 


Fig.  4.  Histopathology  of  pitch  acne.  A com- 
edo is  seen.  There  is  melanin  in  epidermis  in  chro- 
matophores. 


are  similar  to  those  described  under  the  chlorin- 
ated hydrocarbons,  especially  if  the  cutting  opera- 
tion generates  sufficient  heat  to  vaporize  the 
chlorinated  hydrocarbon. 

The  folliculitis  caused  by  cutting  oils  is  due 
either  to  the  sulfur,  the  chlorine,  the  inhibitor,  or 
the  sulfur  dioxide,  hydrogen  sulfide,  or  other  com- 
pounds generated  by  the  heat  of  the  cutting  oper- 
ation. 

Allergic  eczemas  may  occur  because  of  sensi- 
tivity to  any  of  the  ingredients  in  the  cutting  oil. 
These  manifest  themselves  in  the  form  of  a 
dermatitis  and  not  an  acne.  Its  occurrence  is 
relatively  infrequent.  The  sensitivity  can  be 
demonstrated  in  such  cases  by  patch  testing  with 
the  oil.  A folliculitis  may  be  produced  if  an 
insoluble  cutting  oil  is  permitted  to  remain  on  the 
skin  under  a patch  for  many  days,  but  this  is 
not  a reaction  of  sensitivity. 

Histopathology  of  Oil  Folliculitis  {Acne). — 
Three  sections  were  studied : What  seemed  to  be 
a typical  oil  folliculitis  with  a pustular  reaction 
on  the  anterior  thigh;  a comedo  on  the  thigh 
which  did  not  look  especially  inflammatory;  and 
an  inflammatory  papule  surrounding  a hair  fol- 
licle on  the  back  of  the  hand. 
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Fig.  5.  Oil  acne  on  forearms. 


1.  Pustular  Folliculitis  from  the  Thigh 
(Three  Months’  Duration):  There  was  a fol- 
licular hyperkeratosis  as  well  as  a generalized 
hyperkeratosis  and  acanthosis  throughout  the 
section.  The  mouth  of  the  follicle  was  widened, 
and  it  was  filled  with  keratinous  material.  The 
walls  of  the  follicles  were  also  hypertrophied. 
Around  such  follicles  there  was  a marked  inflam- 
matory exudate  consisting  of  leukocytes  and 
lymphocytes.  On  occasions  accumulations  of 
lymphocytes  and  leukocytes  could  also  be  seen 
forming  small  abscesses  deep  in  the  cutis.  Even 
some  of  the  sweat  glands  showed  involvement  by 
invasion  of  their  walls  with  leukocytes  and  an 
inflammatory  reaction  consisting  of  edema  and 
an  accumulation  of  lymphocytes  and  leukocytes 
around  them.  The  sebaceous  glands  did  not 
seem  to  be  hypertrophied.  No  bacteria  could  be 
found. 

2.  A Comedo  of  the  Thigh:  The  section 
showed  a number  of  large  follicular  openings 
filled  with  keratinous  material.  The  epidermal 
walls  of  the  openings  were  hypertrophied.  There 
is  a marked  inflammatory  reaction  around  the 
hair  follicles.  The  cutis  for  quite  a distance  from 
the  follicle  showed  areas  of  inflammatory  reaction 
with  aggregations  of  leukocytes  and  lymphocytes. 


The  capillaries  and  lymphatics  were  dilated  and 
were  found  to  be  engorged  with  white  cells.  Ad- 
jacent to  the  comedo  could  be  seen  a small 
epidermal  vesicle  filled  with  leukocytes  (Fig.  6). 
No  bacteria  could  be  found. 

3.  Typical  Oil  Folliculitis  on  the  Back  of  the 
Hands:  There  were  a widening  of  the  follicular 
opening  and  a thickening  of  its  walls,  and  the 
mouth  of  the  follicle  was  filled  with  keratinous 
material.  The  surrounding  epidermis  showed  an 
acanthosis  and  hyperkeratosis.  Around  the 
follicles  and  diffusely  throughout  the  cutis  there 
was  a marked  inflammatory  reaction,  which  in 
some  instances  extended  to  the  deeper  layers  of 
the  cutis.  The  sweat  glands  were  not  involved, 
but  there  was  a striking  absence  of  sebaceous 
gland  hypertrophy. 

In  contradistinction  to  what  has  been  seen  in 
the  changes  due  to  pitch  and  the  chlorinated 
hydrocarbons,  the  process  in  oil  folliculitis  was 
much  more  inflammatory,  not  only  around  the 
involved  hair  follicles  but  also  in  the  cutis  quite  a 
distance  from  the  follicles.  While  there  was  a 
stimulus  to  keratin  formation,  just  as  in  other 
acneform  lesions  previously  described,  it  was 
more  extensive  and  there  was  acanthosis  of  the 
surrounding  epidermis.  Pustule  formation  could 
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Fig.  6.  Section  of  a follicular  lesion  on  thigh 
produced  by  insoluble  cutting  oils.  Marked  in- 
flammatory reaction  adjacent  to  a follicle  with  an 
epidermal  vesicle  filled  with  leukocytes. 

be  seen  in  the  epidermis,  as  well  as  the  formation 
of  small  abscesses  in  the  deep  cutis.  The  sweat 
glands  were  involved  as  part  of  the  general  in- 
flammatory reaction.  No  cocci  were  demon- 
strable in  any  of  the  sections.  This  fact,  plus  the 
previous  observation  that  the  insoluble  cutting 
oils  are  sterile  in  so  far  as  pus-forming  bacteria 
are  concerned,  demonstrates  that  oil  folliculitis  is 
due  to  the  chemical  composition  of  the  insoluble 
cutting  oils  and  not  to  bacteria,  which  they  are 
said  by  some  to  contain. 

Chlorinated  Cutting  Oils — The  lesions  from  the 
chlorinated  cutting  oils  combine  the  character- 
istics of  the  lesions  seen  after  exposure  to  the 
chlorinated  hydrocarbons  and  those  described  as 
oil  folliculitis.  The  histopathology  also  is  a 
combination  of  both.7 

Prevention 

The  prevention  of  occupational  acnes  can  be 
divided  into  (1)  general  measures  and  (2)  personal 
measures : 

1 . The  manufacture  of  the  chlorinated  hydro- 
carbons and  the  coating  of  wires  and  condensers 
with  insulating  materials  containing  the  chlorin- 


Fig. 7.  Section  of  chloracne  from  chlorinated  cut- 
ting oils. 


ated  hydrocarbons  should  be  done  by  totally  en- 
closed processes  so  that  the  fumes  of  the  insulat- 
ing substances  and  of  the  solvents,  if  any  are 
used,  do  not  come  in  contact  with  the  workers. 

2.  The  workers  should  be  provided  with  clean 
coveralls  and  underclothes  daily.  These  should 
be  laundered  at  the  plant  and  cleaned  in  such  a 
way  that  no  chlorinated  hydrocarbons  remain  on 
them. 

Shower  baths  after  work  should  be  compulsory 
and  supervised,  and  there  should  be  sufficient 
shower  facilities  provided  so  that  the  workers  are 
not  unduly  delayed  after  work.  Suitable  cleans- 
ers should  be  provided  to  remove  efficiently  the 
insulators  from  the  skin  The  synthetic  wetting- 
agents  are  said  to  be  better  for  this  purpose  than 
ordinary  soaps. 

A suggested  cleanser  is:  duponol  or  nacconol 
or  santomerse — 2 per  cent;  and  a sulfonated  oil — 
castor,  peanut,  soy  bean,  corn,  or  linseed — 98  per 
cent. 

A scrubber  of  corn  meal  may  be  added  to  this 
or  may  be  available  for  use  as  needed  in  conjunc- 
tion with  it.  A mixture  of  butyl  stearate  and 
sulfonated  castor  oil  has  also  been  suggested.8 

If  exposure  of  the  face  and  neck  to  fumes  or 
contact  with  soiled  hands  is  unavoidable,  trans- 
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parent  hoods  covering  the  head  and  neck  can  be 
provided.  These  can  be  made  of  cellophane, 
pliofilm,  or  other  transparent  resin  film. 

If  for  any  reason  these  cannot  be  had,  protec- 
tive ointments  of  the  invisible  glove  type  may  be 
used.  Types  2a  and  2b,  and  type  4,  as  described 
by  Schwartz,9  are  suitable  for  this  purpose. 

Periodic  liver  function  tests  should  be  per- 
formed every  month  on  the  workers.  In  addi- 
tion to  this,  monthly  dermatologic  examinations 
should  be  made  to  detect  early  evidence  of  acne. 

The  above  protective  measures  should  also 
apply  to  electricians  and  others  who  work  with 
wire  and  condensers  insulated  with  the  chlorin- 
ated hydrocarbons. 

Workers  with  coal  tar,  heavy  coal-tar  distil- 
lates, and  coal-tar  pitch  should  be  protected 
against  the  tar  fumes,  if  any,  by  exhaust  ventilat- 
ing apparatus.  The  preventive  measures  as  to 
cleanliness  and  clothing  described  above  also 
apply  to  these  workers. 

A protective  application  of  a light  screen  to  the 
face  is  advisable  for  use  by  those  who  have  be- 
come photosensitized.  Suggested  light  screens 
are:  menthyl  salicylate,  10  per  cent,  or  cyclo- 
form, 10  per  cent,  in  a zinc  oxide  ointment  base. 

The  prevention  of  cutting-oil  acne  consists  in 
shielding  the  machines  so  that  splashes  of  oil  do 
not  strike  the  workers  and  in  filtering  the  insolu- 
ble cutting  oils  after  one  hundred  and  fifty  hours 
of  use.  Fuller's  earth  or  activated  carbon  used 
in  the  filters  will  improve  the  odor  and  calcium 
oxide  will  lessen  the  acidity.  Disinfectants 
should  not  be  added  to  insoluble  cutting  oil,  for 
they  only  increase  the  skin  hazard. 

Personal  cleanliness  and  protective  clothing,  as 
outlined  above,  should  be  encouraged.  In  addi- 
tion to  these,  impervious  sleeves  and  aprons10 
should  be  provided. 

Treatment 

The  treatment  of  the  occupational  acnes  must 
be  governed  by  the  stage  and  extent  of  the  lesions, 
but  in  general  it  consists  of  the  expression  of 
comedones,  evacuation  of  abscesses  and  cysts, 
and  the  frequent  use  of  skin  cleansers. 

X-ray  should  be  used  only  in  special  cases  and 


with  great  caution  because  the  rationale  of  its  use 
in  the  treatment  of  acne  vulgaris  does  not  hold 
for  the  occupational  acnes. 

The  personal  measures  of  prevention  described 
above  are  also  measures  for  treatment. 
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Discussion 

Dr.  Louis  Tulipan,  New  York  City — The  presenta- 
tion by  Dr.  Schwartz  and  Dr.  Peck  on  “Occupational 
Acne”  was  both  enlightening  and  interesting.  It 
was  especially  enlightening  because  of  the  histo- 
pathology  presented  by  Dr.  Peck. 

Recently,  because  of  the  occurrence  of  a large 
number  of  acneform  eruptions,  I was  asked  to  in- 
vestigate a defense  factory  in  which  oil-containing 
chlorine  was  being  used.  Quite  a variety  of  lesions 
had  been  produced. 

Out  of  144  such  cases,  some  showed  comedones 
only,  others  milia  only;  some  had  cysts  as  large  as 
hazelnuts;  one  had  a picture  of  acne  congoblata;  I 
and  many  showed  a combination  of  lesions  like  those  I 
found  in  the  acne  vulgaris  of  puberty.  In  many  I 
cases,  in  addition  to  the  face,  there  was  involvement  | 
of  the  chest,  back,  forearms,  thighs,  buttocks,  and  I 
scrotum. 

I agree  with  Dr.  Schwartz  that  cases  in  which  the  I 
lesions  are  limited  to  milia  and  cysts  will  not  respond 
to  x-ray  therapy.  However,  when  the  eruption  | 
simulates  an  acne  vulgaris  of  puberty,  x-ray  therapy  { 
is  definitely  indicated  and  must  be  employed  to  get  9 
any  results. 

I also  agree  that  besides  the  advice  on  the  use  of  I 
x-ray,  all  other  advice  as  to  cleanliness,  protective  I 
clothing,  proper  ventilation,  etc.,  should  be  followed,  s 


TRAINING  PROGRAM  FOR  HOSPITAL  ORDERLIES 


New  York’s  100  voluntary  nonprofit  and  munici- 
pal hospitals  are  faced  with  the  most  serious  per- 
sonnel situation  in  their  history — a condition  that 
can  be  remedied  only  by  the  immediate  recruiting  of 
3,000  volunteer  workers — according  to  Roy  E. 
Larsen,  president  of  the  United  Hospital  Fund  of 
New  York. 

Five  New  York  hospitals  are  ready  to  inaugurate  a 
training  program  similar  to  that  being  used  at  New 


York  Hospital.  The  hospitals  which  have  set  up 
such  a program  and  are  waiting  only  for  volunteers 
in  order  to  get  under  way  are  St.  Luke’s,  Mount 
Sinai,  The  Bronx,  Lenox  Hill,  and  Presbyterian. 

Persons  wishing  to  volunteer  should  call  at  the 
Fund’s  Hospital  Volunteers  Bureau,  at  370  Lexing- 
ton Avenue,  between  11:00  a.m  and  4:30  p.m.  any 
day  except  Saturday  and  Sunday.  The  bureau  is 
open  until  7:30  p.m.  Mondays  and  Thursdays. 


Symposium  on  Carcinoma  of  the  Colon  and  Rectum 

THE  EARLY  DIAGNOSIS  OF  CARCINOMA  OF  THE  COLON 

Burrill  B.  Crohn,  M.D.,  New  York  City 


TO  THE  gastroenterologist  falls  the  greatest 
number  of  psychoneurotics  as  well  as  the 
greatest  proportion  of  carcinoma  cases.  The 
abdomen  is  the  “sounding  board  of  the  emotions”  i 
and  surely  seven  out  of  every  ten  cases  of  abdom-J 
inal  complaints  are  neurotic  in  origin.  Buti 
among  the  residual  30  per  cent  of  cases  carcinoma 
of  the  alimentary  tract  looms  up  as  the  greatest 
threat  to  precision  of  diagnosis.  In  frequency 
alone,  cancer  of  the  digestive  tract  constitutes 
the  largest  single  category  of  malignant  new 
growths  (49.75  per  cent).1  With  digestive  tract 
carcinoma  about  evenly  divided  between  stomach 
and  colon,  the  large  bowel  represents  approxi- 
mately 15.5  per  cent  of  all  neoplasms  of  malignant 
nature  which  attack  the  human  organism.  Di- 
lute these  current  and  minimum  new  growths 
with  a superabundance  of  psychoneurotics  and 
their  multiferous,  vague,  and  misguiding  sympto- 
matology and  one  will  readily  sense  the  problem 
of  discovering  the  early  colonic  new  growths  in 
the  maze  of  misleading  hypochondriac  com- 
plaints. 

Sex  is  no  clue,  for  while  carcinoma  predomi- 
nates somewhat  in  men,  the  incidence  of  car- 
cinoma of  the  colon  is  about  evenly  divided  be- 
tween men  and  women.  Nor  is  age  a good  guide, 
for  while  the  majority  of  cases  fall  between  the 
fifth  and  sixth  decades,  cases  in  young  adults 
are  not  rare,  being  seen  occasionally  in  the  late 
teen  ages  as  well  as  in  the  early  twenties.  This 
point  requires  considerable  emphasis,  for  the  dif- 
ferentiation of  early  carcinoma  of  the  rectosig- 
moid, a disease  of  more  advanced  age,  from  ulcer- 
ative colitis,  a disease  significantly  that  of  young 
adults,  causes  considerable  confusion  when  cancer 
of  the  bowel  occurs  in  a young  adult. 

Hereditary  factors  in  cancer,  or  at  least  familial 
tendencies,  are  likely  to  be  insufficiently  stressed. 
Dr.  Maude  Slye  has  pointed  out  the  necessity  of 
recognizing  familial  trends  in  carcinoma,  a,  new 
point  which  has  too  often  been  categorically  de- 
nied by  the  past  generation  of  geneticists.  Some 
years  ago  I was  asked  to  investigate  the  case  of  a 
young  woman  32  years  of  age,  who  was  suffering 
from  diarrhea,  a progressive  anemia,  and  loss 
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of  weight.  The  referring  physician  warned  of  the 
fact  that  both  the  father  and  the  mother  of  the 
girl  had  had  carcinoma  of  the  cecum.  The  first 
roentgenographic  studies  of  the  colon  of  the  pa- 
tient were  negative.  Having  been  warned  again 
of  the  possible  factor  of  heredity,  I had  the  large 
bowel  rayed  once  more.  A suspicious  defect  of 
the  cecum  made  exploratory  laparotomy  manda- 
tory. A well-developed  carcinoma  of  the  cecum 
was  resected  at  the  operation.  Obviously  a young 
adult  cannot  inherit  from  parents  a disease  that 
develops  late  in  their  lives,  but  if  a familial  trend 
can  be  handed  down  to  offspring,  here  is  really 
an  instance  of  inbreeding  with  disastrous  trans- 
missions. 

Recently  again  a carcinoma  of  the  rectosigmoid 
in  a grandmother  led  to  the  investigation  of  per- 
sistent diarrhea  in  her  grandchild.  The  grand- 
child, a young  woman  28  years  old,  was  dis- 
covered to  be  the  bearer  of  a similar  carcinoma  of 
the  rectosigmoid,  identical  in  position  and  na- 
ture. Such  a coincidence  may  best  be  explained 
on  the  basis  of  frequency  of  the  malady  alone,  in 
young  and  in  older  adults,  but  the  possibility  of 
familial  trends  deserves  attention. 

In  the  etiology  of  carcinoma  of  the  colon  no 
single  factor  is  more  momentous  than  the  exist- 
ence of  adenomatous  polyps,  single  or  multiple, 
or  of  well-developed  generalized  polyposis,  par- 
ticularly of  the  congenital  type.  According  to 
Klemperer,2  polyps  in  the  colon  are  an  extremely 
common  occurrence,  being  found  upon  careful 
investigation  to  affect  21.5  per  cent  or  more  of 
so-called  normal  colons.  Sooner  or  later  in  the 
life  of  the  bearer,  congenital  polyposis  of  the 
colon  undergoes  malignant  degeneration  in  prac- 
tically 100  per  cent  of  the  cases.  Such  malignant 
metaplasia  is  not  accidental,  for  carcinoma  may 
be  seen  not  in  one  area  alone  but  in  several.  In 
one  specimen  there  have  been  found  three  can- 
cers. In  another  specimen  in  the.  Pathological 
Museum  of  the  Mount  Sinai  Hospital,  seven 
separate  and  individual  areas  of  carcinomatous 
degeneration  in  advanced  stages  are  clearly 
marked.  What  does  happen  almost  universally 
in  congenital  multiple  polyposis  may  and  fre- 
quently does  occur  in  single  widely  scattered 
polyps  of  the  colon.  Any  polyp  of  the  large  bowel 
is  susceptible  to  carcinomatous  degeneration, 
particularity  if  it  is  situated  at  a point  of  greatest 
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mechanical  friction,  such  as  the  rectosigmoid 
angle  or  rectum.  No  such  polyp  may  be  con- 
sidered incapable  of  creating  serious  results. 
Every  polyp  of  the  rectum  or  rectosigmoid  angle 
should  be  fulgurated  or  snared,  whether  the 
biopsy  be  positive  or  negative,  for  every  polyp 
is  essentially  suspicious  and  potentially  capable 
of  providing  the  basis  for  a carcinomatous  neo- 
plasm. A biopsy  taken  from  a large  polyp  may 
at  the  first  or  even  the  second  attempt  be  re- 
ported as  benign  in  nature,  yet  this  does  not  ex- 
clude a possible  beginning  malignant  degeneration 
at  some  other  aspect  of  the  same  polyp.  This 
was  noted  in  my  experience  with  a young  man, 
in  whom,  in  spite  of  negative  biopsies  and  be- 
cause of  persistent  bleeding,  a radical  operation 
was  considered  advisable.  The  resected  polypoid 
mass  on  careful  histologic  examination  showed 
malignancy  in  only  one  area  at  the  base.  Fatal 
metastases  occurred  within  a few  months  of  the 
resection. 

Carcinoma  of  the  cecum  is  to  be  suspected  in 
any  case  of  advanced  secondary  anemia  in  which 
the  cause  of  the  anemia  is  not  at  once  discover- 
able. The  large  lumen  of  the  cecum  with  its 
distensible  walls  fails  to  give  mechanical  signs  of 
obstruction  until  and  unless  the  ileocecal  valve 
becomes  involved.  A mass  in  the  cecal  region  is 
often  difficult  to  differentiate  from  a spastic  or 
mobile  cecum.  Diarrhea  may  be  transient  and 
minimal  and  the  mass  difficult  to  palpate,  but 
the  advanced  anemia,  particularly  when  asso- 
ciated with  persistent  occult  blood  in  the  stools, 
is  highly  significant  of  a neoplasm  of  the  alimen- 
tary tract.  It  has  been  aptly  said  that  three 
stool  examinations,  all  negative  for  occult  blood, 
rule  out  a carcinoma  of  the  digestive  canal,  a 
statement  that  is  easily  corroborated  in  clinical 
practice.  When  occult  fecal  blood  is  persistent 
and  is  associated  with  an  advanced  anemia,  all 
likely  foci  are  to  be  suspected  and  investigated. 
One  such  area  for  study  is  the  posterior  wall  of 
the  stomach,  particularly  in  the  fundic  area. 
The  other  likely  point  of  origin  is  the  cecum. 
Careful  palpation  for  a deep  abdominal  mass  in 
the  right  lower  quadrant,  and  exhaustive  barium 
enema  studies  should  discover  a carcinoma  of 
the  cecum  wffien  it  exists. 

Carcinoma  of  the  flexures,  hepatic  and  splenic, 
are  less  common,  particularly  the  splenic  flexure. 
Because  they  give  rise  to  mechanical  blocks  at 
natural  areas  of  angulation  in  the  gut,  they 
usually  evince  their  presence  at  a relatively  early 
stage  of  their  existence.  Any  complaint  of  ab- 
dominal cramps,  accompanied  by  diarrhea,  with 
relief  of  the  pain  by  defecation  is  highly  sugges- 
tive of  an  organic  origin.  Where  the  bowel  habit, 
in  an  adult,  changes  gradually  from  one  of  con- 
stipation to  one  of  diarrhea  the  suspicion  of 


neoplasm  is  well-founded.  Where  diarrhea  has 
existed  for  some  time,  for  independent  reasons, 
the  clinician  must  have  a sixth  sense  or  a deep 
clinical  hunch  to  suspect  that  some  new  organic 
influence  has  come  into  being  as  the  source  of  an 
alarming  basic  change  in  the  bowel  function.  An 
adult  man  who  had  had  a gastroenterostomy 
many  years  ago  had  also  been  a sufferer  from  dif- 
fuse ulcerative  colitis.  Over  a course  of  years 
he  had  had  recurrences  of  diarrhea  with  a positive 
sigmoidoscopic  picture  of  ulcerative  colitis,  but 
in  recent  years  he  had  remained  relatively  well. 

A sudden  and  recent  occurrence  of  diarrhea 
seemed  attributable  to  either  the  gastroenteros- 
tomy or  to  a recurrence  of  the  old  colitis. 

But  there  was  something  about  the  present 
diarrhea  that  differentiated  it  from  previous  at- 
tacks. Upper  abdominal  ulcer  pain  was  absent, 
the  sigmoidoscopy  was  negative,  and  yet  abdomi- 
nal cramps  and  diarrhea  persisted,  though  with- 
out anemia  and  without  loss  of  weight.  A bar- 
ium enema  revealed  a carcinoma  of  the  hepatic 
flexhre  of  the  colon.  Such  a neoplasm  may  have 
been  purely  incidental  or  may  well  have  resulted  j 
from  the  malignant  degeneration  of  a polyp  resid- 
ual from  a long-healed  colitis.  Ulcerative  coli- 
tis can  be  and  is  often  cured,  at  least  for  long  | 
periods  of  years,  if  “cured”  is  the  word  to  de- 
scribe such  an  intransitory  phase  of  potentially  1 
latent  disease.  In  healing,  such  instances  of  j 
colitis  frequently  throw  up  inflammatory  polyps, 
which  polyps,  like  all  other  intestinal  polyps,  are  I 
capable  of  malignant  degeneration.  Carcinoma-  ; 
tous  degeneration  as  a sequel  to  healed  colitis  j 
usually  occurs  in  the  rectum  or  at  the  rectosig- 
moid segment  of  the  bowel  because  that  is  the 
area  of  the  greatest  concentration  of  the  inflam- 
matory disease,  the  area  of  maximum  scarring,  i 
and  the  locus  of  most  frequent  stricturing  of  the 
wall  of  the  bowel.  But  there  is  nothing  to  gainsay 
the  probability  that  in  this  man  the  healed  colitis  j 
left  polypoid  changes  in  the  transverse  colon  and 
hepatic  flexure  and  that  one  such  polyp  had  un- 
dergone malignant  degeneration. 

Carcinoma  of  the  descending  colon  is  rela- 
tively rare  in  comparison  with  the  areas  of  the 
large  bowel  and  may  be  symptomatically  silent  ' 
and  difficult  to  detect.  Until  obstruction  of  the 
bowel  lumen  becomes  obvious,  with  its  severe 
abdominal  cramps,  constipation,  and  mass  for- 
mation, all  of  which  are  late  eventualities,  the 
presence  of  the  new  growth  may  easily  be  over- 
looked, and  the  cause  of  the  progressive  anemia 
and  loss  of  strength  may  well  be  hidden  from  j: 
discovery. 

A man  72  years  old  complains  of  shortness  of 
breath  on  exertion.  He  has  absolutely  no  other  p 
symptoms — he  has  lost  no  weight,  he  denies  j| 
having  diarrhea,  he  has  had  no  presenting  ab-  . 


September  15,  1943] 


CARCINOMA  OF  COLON  AND  RECTUM 


1721 


dominal  signs.  He  has  had  no  evidence  of  tho- 
racic pain  relatable  to  coronary  lesion,  but  he 
i evinces  an  obvious  pallor.  His  hemoglobin  reads 
48  per  cent;  on  routine  abdominal  examination  a 
large  mass  the  size  of  fetal  head  is  easily  palpable 
in  the  course  of  the  descending  colon.  On  radiog- 
raphy, a corresponding  defect  having  all  the 
circular  markings  and  mucosal  distortion  of  pat- 
tern of  a carcinoma  of  the  bowel  corresponds 
anatomically  with  the  mass  felt  in  the  descending 
colon. 

Here  is  a most  lamentable  incident,  one  which 
breeds  discouragement  over  the  possibilities  of 
early  diagnosis  of  neoplasm  if  the  subjective 
symptoms  of  the  patient  are  to  give  the  first  and 
early  alarm  with  which  to  draw  the  attention  of 
the  practitioner  to  the  abdomen  and  to  the  bowel 
habitus.  For  here  there  were  no  presenting  symp- 
; toms — no  diarrhea,  no  pain,  no  blood  in  the 
stool,  no  loss  of  appetite — but  only  anemia  and 
effort-syndrome,  or  distress,  on  exertion;  yet 
the  mass  palpable  was  the  size  of  a large  grape- 
fruit. Only  careful  abdominal  palpation,  or 
routine  roentgenography,  or  a keen  clinical  sense 
which  might  spot  the  anemia  would  discover  at  an 
early  period  the  silent  and  symptomless  growth 
of  a bowel  cancer.  All  carcinomas  of  the  bowel, 
in  their  early  stages  of  growth  are  undoubtedly 
symptomless,  particularly  the  large  adenocar- 
cinomas with  proliferation  into  the  bowel  lumen 
and  without  circular  extension  that  will  cause  ob- 
struction. When  the  intestinal  lumen  is  suf- 
ficiently encroached  upon,  or  when  necrosis  and 
ulceration  advances  to  the  stage  of  creating  di- 
arrhea, anemia,  and  toxic  weight  loss,  the  clinical 
symptoms  are  recognizable.  By  that  time  a 
sizable  mass  has  already  formed,  and  metastases 
may  well  be  present. 

Most  mistakes  in  medical  practice  occur  not 
from  ignorance  but  from  carelessness  and  from 
insufficient  examination.  If  routine  abdominal 
palpature  were  well  taught  and  were  routinely 
employed,  many  early  carcinomas  of  the  silent 
areas  of  the  bowel  would  be  discernible  at  a rela- 
tively early  period. 

The  Rectosigmoid  and  Rectum 

Here  we  are  dealing  with  no  silent  area  but  on 
the  contrary  with  one  which  speaks  early  and  fre- 
quently and  volubly,  requiring  only  an  alert 
physician  to  recognize  and  to  interpret  the  pre- 
senting symptoms  and  to  apply  scientifically  and 
correctly  his  diagnostic  armamentarium.  For 
blood,  pus,  and  pain  mark,  like  blood,  sweat, 
and  tears,  the  travail  of  a rectosigmoid  neoplasm. 
If  only  the  case  were  not  dismissed  haphazardly 
as  “hemorrhoids”  or  as  “colitis,”  if  only  the  ex- 
amining finger  and  the  sigmoidoscope  and  the 
barium  enema  were  early  utilized,  if  only  the 


common  scientific  means  at  the  disposal  of  every 
practitioner  in  our  scientifically  advanced  and 
well-equipped  States  were  utilized  for  the  elucida- 
tion of  every  case  of  diarrhea,  the  early  diagnosis 
of  carcinoma  of  the  rectum  and  of  the  rectosig- 
moid should  be  relatively  simple  and  enormously 
rewarding. 

Having  taken  the  stand  that  mistakes  in  medi- 
cal practice  are  chargeable  to  carelessness  and  to 
insufficient  examination,  let  us  analyze  the  situa- 
tion in  regard  to  the  early  diagnosis  of  rectal  and 
rectosigmoid  carcinoma  in  an  effort  to  elucidate 
the  difficulties  and  to  overcome  often  inexcusable 
delays. 

It  has  been  said  by  Rankin1  that  two-thirds 
of  the  neoplasms  of  the  colon  are  within  reach  of 
the  examining  finger  per  rectum.  The  first  general 
mistake  is  one  of  omission — the  rectal  examina- 
tion is  only  too  often  not  performed.  The  amount 
of  information  to  be  gained  by  a careful  digital 
examination  of  the  rectum  is  incalculable,  both 
in  inflammatory  and  in  neoplastic  diseases.  Why 
the  practitioner  should  regard  rectal  palpation  as 
purely  the  preserve  of  the  specialist  or  the  con- 
sultant is  beyond  reason,  for  the  technic  is  ele- 
mentary and  the  knowledge  gained  is  most  valu- 
able. The  most  satisfactory  technic  requires  the 
patient  to  be  in  the  dorsal  or  Sims’  position,  pref- 
erably on  a high  examining  table,  buttocks  ex- 
tending over  its  proximal  edge,  knees  drawn  up 
high.  Without  glove  or  finger  cot  and  with  the 
naked  finger  well-lubricated,  a mine  of  informa- 
tion is  within  reach.  Add  bimanual  pressure  by 
employing  the  free  hand  to  press  down  firmly  on 
the  lower  abdominal  and  pelvic  content,  pushing 
them  deeply  into  the  pelvis  and  within  range  of 
the  exploring  finger  high  in  the  rectum  and  almost 
any  mass  in  the  rectum  or  the  rectosigmoid  can 
be  palpated.  This  statement  is  in  fact  no  exag- 
geration; it  has  been  aptly  said  that  any  neo- 
plastic mass  that  can  be  seen  with  a sigmoido- 
scope can  be  felt  with  the  examining  finger  per 
rectum.  The  statement  is  so  accurate  that  a rule 
could  well  be  made  of  it,  for  the  rare  and  occa- 
sional exception  only  proves  the  utility  of  the  rule. 

The  use  of  the  naked  finger  may  evoke  an 
arched  eyebrow  or  the  smile  of  disdain  from 
“men  in  white.”  Thirty  years  of  rectal  palpation 
without  rubber  protection  and  without,  person- 
ally, so  much  as  single  paronychia  or  a resultant 
skin  infection  have  convinced  me  of  the  supe- 
riority of  the  method,  and  of  its  technical  safety. 

The  second  cause  for  frequent  mistakes  is 
neglecting  to  use  the  sigmoidoscope.  True,  to 
introduce  a sigmoidoscope  or  a proctoscope  re- 
quires some  skill,  and  to  interpret  the  results 
requires  still  more  skill  and  experience.  But  the 
instrument  is  relatively  inexpensive,  and  its  use  is 
comparatively  free  of  danger.  With  patience  and 
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expertness  all  rectal  and  practically  all  rectosig- 
moid neoplasms  will  be  seen  and,  what  is  still  more 
valuable,  will  allow  for  biopsy  and  thereby  for  his- 
tologic confirmation.  The  appearance  of  the 
ulcerating,  everted  edge  of  the  mass  through  the 
open  end  of  the  sigmoidoscope,  the  crunching  feel 
of  the  biting  forceps,  and  the  ease  with  which  it 
penetrates  a tumor  mass  in  contrast  with  the  tough 
resistance  of  normal  mucous  membrane  together 
with  the  almost  100  per  cent  verification,  thereby, 
of  the  tentative  diagnosis,  place  the  sigmoidoscope 
far  in  the  foreground  as  the  most  satisfactory  and 
exact  instrument  for  diagnosis. 

The  third  error  which  may  arise  in  the  early 
diagnosis  of  rectosigmoid,  and  particularly  rec- 
tal carcinoma,  is  the  exaggerated,  blind  confi- 
dence in  the  reading  of  roentgenograms.  Any 
practitioner  who  in  place  of  using  his  palpatory 
finger  relies  on  a barium  enema  for  early  diagno- 
sis of  rectal  cancer  is  headed  for  many  shocks. 
True,  in  high  rectosigmoid  carcinoma  the  x-ray 
examination  is  eminently  satisfactory  and  dis- 
covers a defect  in  one  or  more  films.  But  in  many 
patients  the  very  redundancy  and  reduplication 
of  the  pelvic  or  sigmoid  colon  may  defeat  the 
fluoroscopy  and  may  confuse  the  clarity  of  the 
films.  Unless  films  are  taken  in  extreme  lateral 
positions,  the  neoplasm,  overlaid  by  coils  of 
bowel  in  straight  anteroposterior  shots,  may  be 
completely  missed  or  caught  only  in  the  lateral 
films  or  in  the  film  after  evacuation. 

Important  as  these  three  methods  of  diagnosis 
are  for  early  discovery  of  low  colonic  neoplasms, 
they  still  require  the  clinical  experience,  the  skill, 
and  the  personal  equation  properly  to  evaluate 
and  to  piece  together  the  results  of  the  find- 
ings. 

There  are  certain  difficulties  in  the  pelvis  which 
deserve  mention.  A large  pelvic  mass  palpable 
bimanually  may  be  a fibroid  uterus  with  posteri- 
orly placed  myomatous  masses  or  may  be  a car- 
cinoma of  the  pelvic  colon  or  may  be  both.  The 
differentiation  here  may  be  most  difficult.  The 
persistence  of  rectal  bleeding  or  the  first  notice 
of  bloody  diarrhea  after  a hysterectomy  may, 
while  the  patient  is  still  recovering  from  the 
operation,  call  attention  for  the  first  time  to  the 
fact  that  the  high  rectal  carcinoma  has  been  the 
actual  cause  of  the  symptoms. 

A metastatic  “Blumer’s  shelf”  may  often  feel, 
per  rectum,  like  a growing  carcinoma  just  around 
the  bend  of  the  rectosigmoid.  The  extrarectal 
feel  of  the  mass  and  the  inability  of  the  sigmoido- 
scope to  locate  an  intraluminal  ulcerating 
growth  will  declare  the  neoplasm  as  metastatic  in 
origin  and  divert  the  search  to  other  and  higher 
primary  sources  of  carcinoma  in  the  alimentary 
tract. 

The  obvious  demonstration  of  diverticulosis 


in  the  sigmoid  is  a very  satisfactory  diagnosis  in 
most  instances,  but  it  should  not  necessarily 
lull  the  suspicion  of  neoplasm.  In  clinical  prac- 
tice, sigmoid  diverticula  rarely  cause  gross  rec- 
tal hemorrhage.  Logan,  Bargen,  and  Buie3  have 
warned  of  the  unsatisfactory  status  of  gross 
bleeding  in  the  diagnosis  of  diverticulitis.  Gross 

(hemorrhage  from  the  bowel  in  an  evident  case  of 
diverticulitis  calls  for  very  careful  and  exact 
studies  in  order  to  exclude  all  other  causes  for 
s\  the  hemorrhage.  Neoplasm  of  the  sigmoid  often 
j coexists  with  diverticula  of  the  bowel  as  an  inde- 
pendent process.  The  carcinoma  is  not  a ma- 
lignant degeneration  of  the  diverticulum  but  arises 
de  novo  for  its  own  essential  reasons.  The  differ- 
entiation of  a tender  mass  in  the  sigmoid,  in  the 
presence  of  diverticulitis  is  often  a most  difficult 
affair  and  one  which  may  defy  even  the  most  ex- 
perienced clinician.  Nor  is  the  interpretation  of 
the  x-ray  films  likely  to  be  too  helpful,  for  the 
defect  and  the  mass  in  both  conditions  may  be 
almost  identical.  If  bloody  diarrhea  is  present, 
it  should  be  the  deciding  clinical  manifestation 
which  calls  for  a mandatory  laparotomy. 

Of  all  the  suspicious  signs  of  rectal  neoplasm, 
none  is  so  constant  as  diarrhea  and  the  passage 
of  bright  red  blood  per  rectum.  So  often  inno- 
cent hemorrhoids  are  surgically  suspected  or  re- 
moved and  the  carcinoma  left  behind.  Every 
case  of  rectal  bleeding,  particularily  with  diar- 
rhea, should  be  sigmoidoscoped  and  radiographed 
before  the  case  is  closed  as  one  of  hemor- 
rhoids. 

Not  only  carcinoma  but  also  ulcerative  colitis 
frequently  manifests  itself  as  rectal  hemorrhage 
long  before  the  diarrhea  announces  itself  and  long 
before  the  other  signs  of  abdominal  pain,  fever, 
loss  of  weight,  or  anemia  are  established.  In  ul- 
cerative colitis,  the  rectal  bleeding  may  even 
precede  the  characteristic  mucosal  changes,  but 
in  carcinoma  the  tumor  is  already  present  and 
can  be  discovered  by  proper  means. 

Unfortunately,  the  diagnosis  of  “nervous  coli- 
tis” is  all  too  fashionable  as  an  explanation  for 
diarrhea  in  a neurotic  patient.  The  decision  to 
blame  the  diarrhea  in  the  psychoneurotic  patient 
upon  “irritable  bowel”  or  upon  “mucous  colitis” 
or  upon  intestinal  allergy,  robs  one  frequently 
of  the  duty  and  the  satisfaction  of  making  an 
early  diagnosis  of  rectal  carcinoma  in  the  yet 
operable  stages.  Again  the  examining  finger,  the 
sigmoidoscope,  and  the  barium  enema  tell  the 
story.  All  that  is  required  is  the  carefulness  of 
thinking,  the  awareness  of  the  possibility  of  neo- 
plasm, the  proper  technic  and  training  to  carry 
out  the  necessary  diagnostic  procedures,  to  cor- 
rect mistakes  and  to  avoid  that  self-recriminatory 
feeling  of  dismay  when  someone  else  exposes  our 
errors  of  omission. 
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Discussion 

Dr.  R.  J.  McMahon,  Johnson  City,  New  York — 
Dr.  Crohn  has  just  presented  a concise  and  practical 
i talk  on  the  early  diagnosis  of  carcinoma  of  the  colon, 
s There  is  little  new  that  I can  add,  but  several  of  the 
points  that  he  has  made  are  so  important  that  1 
, think  re-emphasis  is  justified. 

The  most  important  point  for  all  of  us  is  never  to 
forget  the  possibility  of  carcinoma  in  any  patient 
at  any  age  with  symptoms  relative  to  the  gastro- 
intestinal tract. 

Why  are  surgeons  forced  to  operate  on  the  vast 
majority  of  carcinomas  of  the  colon  after  they  have 
been  in  existence  for  more  than  a year?  Sometimes, 
it  is  due  to  the  negligence  of  the  patient,  but  more 
often  it  is  directly  traceable,  as  Dr.  Crohn  pointed 
out,  to  the  carelessness,  the  armchair  diagnosis,  of 
a physician  or  several  physicians  who  did  not  take 
the  trouble  to  palpate  the  abdomen  carefully  or  to 
! make  a rectal  examination.  Eighty  per  cent  of 
these  cases  could  be  diagnosed  early  by  any  careful, 
conscientious  physician,  and  our  surgical  cures 
could  then  be  raised  from  40  per  cent  to  70  or  80 
per  cent. 

Then  there  is  the  question  of  family  history. 
When  carcinoma  exists  in  the  family  history  of  the 
patient,  we  must  be  doubly  alert. 

Too  often  physicians  are  prone  to  send  their  pa- 
tients for  an  x-ray  to  rule  out  carcinoma.  Dr. 
Crohn  has  pointed  out  that  about  two-thirds  of  all 
carcinomas  of  the  colon  can  either  be  felt  by  the 
examining  finger  or  seen  by  the  sigmoidscope,  and 


in  that  area  they  are  the  most  difficult  ones  for  the 
x-ray  man  to  demonstrate.  If  there  is  one  thing  that 
we  can  learn  here  today,  it  is  for  all  of  us  to  think 
less  of  rushing  our  patient  off  for  an  expensive  x- 
ray  study  before  we  have  taken  the  trouble  to  take 
a . careful  history  and  to  do  a thorough  examination, 
such  as  all  physicians  are  capable  of  doing.  Then, 
and  then  only,  are  we  justified  in  having  an  x-ray 
examination  made. 

I was  glad  to  hear  Dr.  Crohn  emphasize  the  danger 
of  accepting  too  readily  the  findings  of  diverticula 
of  the  colon  as  an  adequate  explanation  of  rectal 
bleeding.  In  fact,  it  seems  to  be  the  exception, 
rather  than  the  rule,  for  gross  bleeding  to  come  from 
diverticula. 

Everyone  has  been  taught  the  importance  of 
chronic  irritation  as  a precipitating  cause  of  car- 
cinoma, but  sometimes  we  forget  the  importance  of 
polyps  of  the  rectum  and  rectosigmoid.  Because 
they  appear  benign  and  probably  are  benign  when 
they  are  first  noted,  we  must  impress  our  patients 
with  the  danger  of  malignant  degeneration  and  insist 
upon  their  removal. 

Carcinoma  of  the  cecum  is  important  because  it  is 
fairly  late  in  metastasizing  and  frequently  is  un- 
suspected because  of  the  lack  of  bowel  symptoms. 
However,  every  case  of  severe  anemia  that  cannot 
be  explained  should  be  suspected  to  be  due  to  car- 
cinoma of  the  cecum  until  proved  not  to  be.  One 
simple  but  very  important  test  that  anyone  can  do 
is  testing  for  occult  blood  in  the  stool  after  the  pa- 
tient has  been  on  a meat-free  diet  for  three  days. 

I have  been  delighted  with  Dr.  Crohn’s  paper  be- 
cause it  has  been  so  practical  and  so  full  of  common 
sense.  If  each  of  us  will  put  into  practice  the  points 
that  he  brought  out  in  his  talk,  I am  sure  that  many 
more  cases  of  early  carcinoma  of  the  colon  will  be 
brought  to  the  attention  of  the  surgeons  and  many 
more  patients  will  be  cured. 


DIAGNOSTIC  AND  THERAPEUTIC  VALUE  OF  X-RAY  IN 
CARCINOMA  OF  THE  COLON 

E.  C.  Koenig,  M D.,  and  Gordon  J.  Culver,  M.D.,  Buffalo 


WE  SHALL  divide  the  radiologic  aspect  of 
carcinoma  of  the  colon  into  two  parts:  (1) 
the  diagnostic  studies  and  (2)  the  methods  and 
value  of  therapy.  We  choose  to  discuss  them  in 
this  order  for  two  reasons,  the  first  being  that 
diagnosis  must  logically  come  first,  and,  second, 
from  a radiologic  point  of  view  the  diagnosis  of 
colon  malignancies  is  more  satisfactory  than  the 
treatment. 

As  an  introduction  to  diagnosis  we  shall  first 
consider  the  methods  at  our  disposal  by  listing 
them  and  then  discussing  briefly  the  indications 
and  value  of  each. 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York,  Buffalo,  May  5,  1943.  Part  of  a Sym- 
posium on  Carcinoma  of  the  Colon  and  Rectum. 

From  Buffalo  General  Hospital,  Buffalo,  New  York. 


1.  Flat  film  of  abdomen. 

2.  Contrast  methods. 

(а)  Oral  barium. 

(б)  Contrast  by  rectum. 

(1)  Single  contrast. 

(2)  Double  contrast. 

An  abdominal  flat  film  serves  as  a preliminary 
procedure  to  guide  us  in  future  steps  of  more  ac- 
curate diagnostic  value.  We  feel  that  this  film 
should  always  be  made  before  any  contrast 
methods  are  employed.  Undoubtedly  in  most 
cases  the  results  of  this  portion  of  the  examination 
will  be  negative,  but  occasionally  we  gain  infor- 
mation which  is  of  great  value.  We  may  obtain 
a rough  estimate  as  to  the  site  and  degree  of  ob- 
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struction  if  such  is  present.  Also,  we  may  demon- 
strate calcifications,  stones,  or  masses,  the  knowl- 
edge of  which  is  extremely  helpful  in  differential 
diagnosis.  Occasionally  free  air  may  be  demon- 
strated in  the  peritoneal  cavity  from  a perforated 
colon  lesion.  The  presence  of  such  a perforation 
is,  of  course,  a definite  contraindication  to  any 
studies  of  the  bowel  by  contrast  methods.  This 
does  not  necessarily  mean  that  in  all  cases  in 
which  we  examine  the  colon,  films  are  made  in 
projections  to  demonstrate  free  air.  However,  if 
the  clinical  data  even  suggests  this  possibility, 
such  films  should  certainly  be  made. 

Of  course  the  accurate  roentgen  diagnosis  of 
colon  pathology  can  only  be  made  by  contrast 
methods.  Such  a study  must  be  carried  out 
with  a most  careful  and  exact  technic.  The  re- 
sponsibility for  the  examination  must  be  in  the 
hands  of  an  individual  with  adequate  training 
and  experience. 

If  we  are  to  attempt  an  accurate  study  of  the 
colon,  the  first  requisite  is  proper  preparation  of 
the  patient.  As  with  any  other  contrast  study,  we 
are  dealing  with  shadows  of  varying  density 
which  conform  to  the  lining  of  the  lumen  of  the 
cavity  that  is  being  studied.  If  contents  remain 
in  the  bowel  at  the  time  of  examination,  these 
shadows  can  be  very  disconcerting  and  can  de- 
tract markedly  from  the  accuracy  of  the  examina- 
tion. Proper  preparation  requires  an  oral  laxa- 
tive, plus  enemas  to  clean  the  lower  bowel.  Sa- 
line cathartics  necessarily  defeat  our  purpose,  for 
they  act  by  increasing  fluid  bulk  while  our  ulti- 
mate aim  is  toward  having  the  bowel  completely 
empty.  A cathartic  which  acts  by  its  irritant 
effect  is  the  most  satisfactory.  We  find  that  cas- 
tor oil  given  during  the  afternoon  before  the  ex- 
amination, followed  by  a plain  water  enema  early 
in  the  morning,  gives  the  best  results.  The  castor 
oil  does  tend  to  increase  spasm  in  the  colon,  but 
we  feel  that  this  is  beneficial  rather  than  detri- 
mental because  the  mucosal  markings  are  more 
readily  discernible  in  a bowel  which  is  spastic, 
while  they  disappear  almost  completely  in  the 
atonic  bowel. 

We  shall  speak  only  briefly  of  the  use  of  oral 
barium  in  demonstration  of  colon  malignancies. 
By  such  a method  we  introduce  the  complica- 
tion which  we  attempt  to  eliminate  in  preparing 
the  patient.  That  is,  we  necessarily  mix  the 
barium  with  the  colon  contents.  Furthermore, 
after  oral  barium,  we  must  depend  entirely  on 
the  intestinal  movements  for  transportation  and 
distribution  of  the  opaque  material.  This  limits 
its  value  markedly.  With  partially  obstructing 
lesions  in  the  left  half  of  the  colon  where  con- 
tents become  solid,  occasionally  hardened  barium 
will  produce  an  increase  in  the  amount  of  ob- 


struction which  was  already  present.  Certainly 
in  colon  malignancies  the  use  of  oral  barium  is  of 
doubtful  value,  particularly  when  compared 
with  barium  per  rectum. 

The  barium  enema  is  an  extremely  accurate 
and  valuable  diagnostic  procedure.  Careful 
fluoroscopic  studies  during  filling  combined  with 
detail  films  of  lesions  is  the  proper  method  of 
study.  The  patient  can  be  positioned  under 
fluoroscopic  guidance  and  “spot”  films  can  be 
taken  as  desired.  With  a little  practice,  shifting 
of  the  patient  and  palpation  of  the  abdomen  dur- 
ing fluoroscopy  allows  accurate  visualization  of 
the  entire  colon.  After  evacuation,  re-examina- 
tion  will  in  some  instances  allow  a better  study 
of  the  mucosa.  Air  may  be  used  as  a double  con- 
trast medium  after  evacuation,  and  occasionally 
polypoid  growths,  which  otherwise  cannot  be 
visualized,  can  be  demonstrated  on  films  by  this 
method. 

However,  it  has  always  been  our  experience 
that  if  careful  fluoroscopic  studies  are  made  with 
single  contrast,  these  lesions  will  be  seen.  Double 
contrast  in  such  cases  offers  only  a method  of 
making  a record  on  film  of  the  lesion.  Of  course, 
it  must  be  admitted  that  such  a record  is  in  many 
instances  of  distinct  advantage. 

Now  let  us  consider  the  diagnosis  of  carcinoma 
of  the  colon  by  roentgen  methods.  We  do  not 
feel  that  we  are  justified  in  attempting  to  classify 
a tumor  as  to  type  by  its  roentgen  appearance. 

If  the  diagnosis  of  new  growth  can  be  made  ac- 
curately, we  feel  that  our  work  has  been  well  done. 
We  are  willing  to  leave  the  classification  of  the 
tumor  in  the  hands  of  the  pathologist. 

From  a roentgenologic  point  of  view,  new 
growths  of  the  colon  may  be  classified  into  two 
main  groups.  The  first  are  those  which  mainly 
invade  the  lumen  and  may  be  polypoid  or  sessile 
in  type.  The  second  are  those  which  invade  the 
wall  and  tend  to  encircle  it,  producing  the  annular 
lesions.  The  normal  colonic  mucosa  may  be  more 
or  less  destroyed  in  either  instance  and  areas  of 
ulceration  may  occur  in  either  case.  Of  course, 
the  first  step  in  diagnosis  is  the  recognition  of  the 
borderlines  of  normality  and  of  variations  from 
this  normal.  Once  we  have  determined  that  a 
pathologic  state  exists,  we  can  concentrate  on  an  ; 
accurate  diagnosis. 

The  recognition  of  a polypoid  filling  defect  in  : 
the  lumen  is  not  difficult.  The  defect  appears  i 
as  an  encroachment  on  the  barium  column,  cor-  1“ 
responding  in  size,  shape,  and  position  to  the  neo- 
plasm. In  these  lesions  the  malignancy  or  benig- 
nancy  of  the  growth  may  in  some  instances  be 
more  of  a problem.  Benign  lesions  tend  to  be 
more  even  in  contour,  the  mucosa  over  the  sur- 
face is  less  apt  to  be  destroyed,  and  the  wall  of 
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the  bowel  surrounding  the  base  is  not  invaded. 
The  last  point  is  the  most  important.  If  we  can 
definitely  show  invasion  of  the  surrounding  wall, 
we  have  positive  evidence  of  a malignant  lesion. 
On  the  other  hand,  if  the  wall  is  not  invaded,  we 
cannot  presume  that  the  lesion  is  definitely 
benign.  Another  disconcerting  factor  is  that 
benign  lesions  tend  to  undergo  malignant  changes. 
For  a radiologist  to  attempt  to  differentiate  meta- 
plastic  changes  in  the  interior  of  a tumor  from  its 
roentgenographic  appearance  would  be  bold  in- 
deed. However,  for  the  most  part,  when  polypoid 
carcinomata  are  seen  by  the  radiologist  their 
extent  and  their  invasive  characteristics  make 
the  diagnosis  quite  obvious.  Multiplicity  of 
polypoid  lesions  substantiates  a diagnosis  of 
benignancy.  Again,  the  possibility  of  malignant 
changes  in  one  or  more  of  these  benign  polyps 
must  be  carefully  considered. 

Granulomatous  lesions,  particularly  hyper- 
plastic tuberculosis,  may  be  confused  with  polyp- 
oid new  growths.  There  may  be  considerable 
invasion  of  the  lumen  with  this  type  of  pathology. 
With  tuberculosis  there  is  almost  always  involve- 
ment to  some  extent  of  the  cecum  and  the  ter- 
minal ileum.  The  caliber  of  the  lumen  is  not 
definitely  fixed.  Hyperactivity  of  the  bowel  is 
probably  the  most  notable  characteristic.  The 
cecum  tends  to  empty  itself  almost  completely 
as  soon  as  pressure  of  the  enema  is  released  or  in 
some  cases  against  the  pressure  of  the  enema. 
The  area  of  involvement  is  usually  very  tender. 
The  diagnosis  usually  rests  on  a chest  roentgeno- 
gram, for  most  cases  of  tuberculosis  of  the  colon 
are  associated  with  active  pulmonary  pathol- 
ogy. 

Carcinomata  which  infiltrate  the  wall  and  an- 
nular lesions  present  another  problem.  In  these 
the  differential  diagnosis  becomes  more  involved 
and  difficult.  The  first  necessity  is,  of  course, 
visualization  of  the  lesion  itself.  This  statement 
may  seem  superfluous.  However,  it  is  not  un- 
common in  annular  lesions  to  meet  with  complete 
obstruction  when  contrast  medium  is  injected 
by  rectum  even  though  the  obstruction  is  in- 
complete to  normal  flow  of  bowel  contents.  This 
occurs  because  the  lesion  assumes  a valve  action 
to  retrograde  flow. 

With  manipulation  and  rotation  of  the  patient, 
however,  a high  percentage  of  lesions  can  be 
demonstrated. 

Let  us  now  list  the  diagnostic  features  of  malig- 
nant annular  lesions: 

1.  They  are  short  lesions — usually  not  over 
n/2  inches  in  length. 

2.  Wall  of  lesion  is  rigid  and  nondistensible. 

3.  There  is  loss  of  normal  mucosa. 

4.  They  are  usually  nontender. 


5.  Tendency  toward  spasm  in  areas  of  bowel 
adjacent  to  the  lesion  is  minimal. 

Now  we  can  consider  the  more  common  lesions 
which  may  be  confusing  and  attempt  to  point  out 
differential  features.  Probably  the  most  common 
obstructing  lesion  encountered  in  the  colon  is 
diverticulitis.  The  differential  diagnosis  of  this 
lesion  is  not  difficult.  The  following  points  serve 
to  differentiate  it: 

1.  Usually  we  can  demonstrate  concurrent 
diverticula. 

2.  The  lesion  is  tender  to  palpation. 

3.  There  is  marked  surrounding  spasm. 

4.  The  lesions  are  of  greater  length. 

5.  Distensibility  of  the  lumen  can  be  demon- 
strated. 

It  must  be  remembered  that  carcinoma  can 
also  occur  in  the  presence  of  diverticula. 

Localized  segmental  colitis  may  occasionally 
be  confusing.  This  lesion  is,  however,  tender, 
active,  and  distensible,  and  furthermore,  there  is 
a tendency  toward  multiple  areas  of  involve- 
ment. 

One  of  the  most  disturbing  lesions  to  differen- 
tiate is  an  inflammatory  process  which  has  per- 
forated with  production  of  a pericolitis  with 
fibrosis  and  fixation.  These  lesions  are  usually  of 
considerable  extent,  they  are  tender,  and  the  ad- 
jacent bowel  is  hyperactive.  However  they 
resemble  carcinomata  in  their  nondistensibility 
and  fixed  deformity.  Also  these  lesions  may  show 
a marked  degree  of  mucosal  destruction.  An- 
other disturbing  feature  is  the  possibility  of  a 
carcinoma  perforating  with  production  of  a 
pericolic  inflammatory  mass.  In  such  cases  an 
absolute  diagnosis  is  sometimes  impossible. 

A stricture  of  the  rectum  and  lower  sigmoid 
from  lymphogranuloma  inguinale  is  usually 
easily  recognized  by  the  extent  of  the  lesion,  its 
position,  and  its  regular  outline. 

Occasionally  an  adhesion  band  across  the  lumen 
of  the  colon  may  produce  some  degree  of  ob- 
struction and  a constant  defect.  Such  a lesion  is 
extremely  short,  and  normal  mucosa  passes  over 
the  surface  of  the  defect.  The  interpretation  is 
in  most  instances  not  difficult. 

Summary 

To  summarize  the  important  features  of  roent- 
gen diagnosis  of  carcinoma  of  the  colon,  we  should 
list  the  following  points : 

1.  Preliminary  flat  films. 

2.  Proper  preparation  of  the  patient  for  con- 
trast studies. 

3.  Careful  fluoroscopic  observation  of  colon 
filling  plus  detail  films  of  suspicious  areas 
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offers  a very  satisfactory  method  of  diag- 
nosing colon  malignancies. 

4.  Actual  visualization  of  the  lesion  is  neces- 
sary for  diagnosis. 

5.  The  malignancy  or  benignancy  of  polypoid 
growths  cannot  always  be  determined. 

6.  Various  inflammatory  lesions  present  the 
most  difficult  differential  problems. 

Of  course  a careful  correlation  of  all  data — 
clinical,  laboratory,  and  roentgenologic — is  the 
ultimate  ideal  toward  which  we  strive  in  arriving 
at  the  final  answer. 

We  shall  spend  only  a limited  time  on  the  dis- 
cussion of  radiation  therapy  of  colon  malignancies 
because  we  do  not  feel  that  irradiation  is  the 
treatment  of  choice  in  this  disease.  Only  in 
selected  cases  is  irradiation  a rational  choice. 
In  the  first  place  these  lesions  are  notably  radio- 
resistant. Second,  surgical  removal  in  the  ab- 
sence of  metastases  offers  a method  of  absolute 
cure.  These  two  reasons  are  sufficient  to  dis- 
courage us  in  the  use  of  irradiation  in  uncompli- 
cated cases. 

Occasions  sometime  arise  when  we  are  justified 
in  irradiating  tumors  of  the  large  bowel.  A car- 
cinoma which  is  extensive  and  fixed  may  lead 
one  to  suspect  that  it  is  inoperable.  Regression  of 
such  a tumor  under  roentgen  therapy  may  render 
it  more  readily  operable.  In  such  a case  irradia- 
tion should  be  intensive  and  should  be  given  in  a 
short  time  interval  so  that  maximum  regression 
occurs.  Time  for  tissue  reaction  to  disappear 
may  be  allowed  before  surgery  is  attempted. 
Such  a procedure  may  also  be  of  value  in  reduc- 
ing concurrent  inflammation. 

In  some  cases  of  carcinoma  of  the  colon,  it  may 
be  noted  at  surgery  that  lymphatic  extension  is 
marked,  and  the  surgeon,  after  the  removal  of 
the  tumor,  will  not  be  certain  that  all  involved 
lymphatic  structures  have  been  removed.  Sys- 
tematic postoperative  irradiation  of  such  cases, 
given  in  much  the  same  way  as  the  treatment  of 
postoperative  breast  cases,  seems  justified.  The 
reasoning  is  as  sound  as  that  in  carcinomata  of 
the  breast. 

Occasionally  at  surgery  it  is  found  that  the 
primary  lesion  itself  cannot  be  removed  and  a 
palliative  surgical  procedure  for  obstruction  is 
carried  out — either  a colostomy  or  a short-circuit 
of  the  area  of  involvement.  Postoperative  ther- 
apy to  the  lesion  itself  may  bring  about  a con- 
siderable degree  of  regression  and  the  life  expect- 
ancy of  the  individual  may  be  notably  increased. 

Carcinoma  of  the  rectum  is  the  most  accessible 
of  colon  malignancies  to  roentgen  therapy,  and 
some  cases  of  inoperable  lesions  in  this  location 
may  show  an  extremely  favorable  response. 
However,  local  tissue  reactions  are  apt  to  be 


severe  and  disabling  to  the  patient,  necessarily 
limiting  the  amount  of  irradiation  that  we  can 
employ.  Therapy  is  more  easily  carried  out  if  a 
colostomy  is  performed  prior  to  the  administra- 
tion of  such  therapy. 

At  the  present  time  we  can  only  say  that  ir- 
radiation therapy  of  colon  malignancies  leaves 
much  to  be  desired,  and,  except  in  instances 
similar  to  those  we  have  mentioned  previously,  we 
hesitate  to  use  irradiation,  strongly  advising  sur- 
gical intervention  instead. 

Discussion 

Dr.  K.  L.  Mitton,  Schenectady — I want  to  con- 
gratulate Drs.  Koenig  and  Culver  on  their  excellent 
presentation  of  the  use  of  x-ray  in  carcinoma  of  the 
colon. 

To  stress  the  importance  of  carcinoma  of  the 
colon  I should  like  to  quote  a couple  of  sentences 
from  Drs.  Harms,  Plaut,  and  Oughterson’s  paper 
on  “Delay  in  Treatment  of  Cancer.” 

“Delay  on  the  part  of  the  physician  was  found 
chiefly  in  cancer  of  the  internal  organs.  The  major 
part  of  the  delay  was  due  to  the  failure  to  request 
x-ray  or  endoscopic  examination.”  Drs.  Culver  and 
Koenig  have  presented  a very  practical  outline  of 
the  use  of  x-ray  in  carcinoma  of  the  colon  so  that 
there  is  little  of  additional  value  to  say.  However, 
I should  like  to  say  that  I agree,  wholeheartedly, 
with  Dr.  Koenig’s  and  Dr.  Culver’s  methods  of  ex- 
amination, and  although  their  inclusion  of  a plain 
film  of  the  abdomen  in  the  examination  of  the  colon 
is  not  universally  used,  no  examination  of  any  part 
can  be  said  to  be  definitely  complete  if  a film  reveal- 
ing the  natural  state  of  the  part  is  not  made  before 
the  introduction  of  a contrast  material. 

It  so  happens  that  it  is  seldom  necessary  to  make 
a special  radiograph  of  the  abdomen  without  con- 
trast media  because  when  intra-abdominal  pathology 
is  suspected,  the  patient  is  routinely  examined  by 
barium  enema  and  barium  meal.  A Graham  test  is 
done  so  that  during  the  procedure  every  part  of  the 
intestinal  tract  is  at  some  time  free  of  contrast  ma- 
terial. We  must,  however,  remember  that  barium 
in  the  colon  can  obscure  intra-abdominal  calcifica- 
tion or  other  pathology  which  might  otherwise  lead 
to  a diagnosis. 

Since  the  more  common  lesions  encountered  in 
differential  diagnosis  of  carcinoma  of  the  colon 
have  been  reviewed,  I shall  present  a case  history 
to  illustrate  what  might  be  found. 

A 58-year-old  white  man  was  referred  to  x-ray  for 
investigation  of  a partial  obstruction  of  the  lower 
large  bowel.  His  chief  complaints  were  diarrhea  of 
one  month’s  duration,  weight  loss,  and  productive 
cough  during  the  last  three  months.  At  the  time  of 
admission  the  patient’s  abdomen  was  distended, 
and  he  passed  only  small  amounts  of  liquid  stool. 

Physical  examination  revealed  a very  poorly 
nourished,  pale  man  who  appeared  chronically  ill 
as  well  as  in  acute  distress.  Multiple  rales  were 
heard  over  both  sides  of  the  chest  posteriorly.  The 
abdomen  was  distended  and  diffusely  tender  and  a 
perianal,  soft,  tender  mass  was  noted  both  on 
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. external  and  rectal  examination.  Proctoscopic 
examination  was  unsatisfactory  because  of  the  pa- 
tient’s exquisite  tenderness  and  the  inability  to 
prepare  the  patient  properly  before  examination. 

Examination  of  the  colon  with  barium  enema  re- 
vealed a perirectal  abscess  with  obstruction  of  the 
rectum  owing  to  pressure  of  the  abscess  and  to 
spasm.  Chest  films  revealed  bilateral  apical  pul- 
monary tuberculosis  and  collapse  of  the  lingula  of 
the  left  upper  lobe. 

The  patient  was  discharged  to  a sanatorium  eight 
days  after  admission,  with  a diagnosis  of  pulmonary 
tuberculosis  with  perirectal  tuberculous  abscess. 
He  died  about  one  month  later  and  autopsy  cor- 
roborated the  clinical  findings  of  pulmonary  tuber- 
culosis and  tuberculous  perirectal  abscess,  but  an 
anaplastic  carcinoma  of  the  prostate  was  found  with 
metastases  to  the  lungs,  liver,  and  kidneys. 

This  case  is  presented  because  it  is  a less  common 


method  by  which  tuberculosis  can  obstruct  the  colon 
and  be  confused  with  a carcinoma. 

I believe  that  irradiation  treatment  of  carcinoma 
of  the  colon  has  been  very  completely  covered  inas- 
much as  x-ray  is  usually  the  second  choice  except  in 
those  instances  as  outlined  by  Drs.  Culver  and 
Koenig. 

But  I should  like  to  stress  here  the  value  of 
biopsy  in  obviously  malignant  tumors  of  the 
colon,  for  we  occasionally  discover  a lymphoblas- 
toma which  is  primary  in  the  colon  and,  of  course, 
will  respond  to  x-irradiation  even  after  it  is  definitely 
inoperable.  Realizing  how  radioresistant  carcinoma 
of  the  colon  usually  is,  we  are  apt  to  give  up  com- 
pletely when  we  find  an  inoperable  lesion  which  is 
clinically  carcinoma.  We  should  remember  that 
we  have  not  made  a diagnosis  until  we  have  the 
pathologist’s  report. 


CARCINOMA  OF  THE  LARGE  BOWEL 

F.  F.  McGauley,  M.D.,  F.A.C.S.,  Schenectady,  New  York 


IN  DISCUSSING  cancer  of  the  large  bowel,  I 
wish  to  present  the  subject  under  four  differ- 
ent headings:  (1)  diagnosis  and  treatment  of 

cancer  of  the  large  bowel;  (2)  review  of  cases  of 
ten  years’  duration;  (3)  importance  of  high  oper- 
ability in  cancer  of  the  large  bowel;  and  (4)  pres- 
entation of  two  unusual  cases. 

Carcinoma  of  the  large  bowel  carries  an  almost 
prohibitive  mortality  in  the  hands  of  the  general 
surgeon.  Even  the  specialists  in  large  clinics  and 
hospitals,  who  are  interested  in  colon  surgery, 
report  a high  mortality.  Fortunately,  recent 
statistics  show  a decreasing  mortality  with  an 
increasing  operability.  A comparatively  low 
operability  is  due  mainly  to  delay  in  making  a 
diagnosis. 

Diagnosis 

Any  patient  above  40,  man  or  woman,  who 
complains  of  “cramps”  extending  over  a period  of 
weeks  or  months  should  be  suspected  of  having 
a lesion  in  the  large  bowel. 

Any  alteration  in  bowel  function — such  as 
constipation,  diarrhea,  alternating  constipation 
and  diarrhea,  blood  in  stools,  or  change  in  the 
caliber  of  stools — should  lead  one  to  suspect  a 
carcinoma  of  the  large  intestine.  However,  if 
one  waits  for  massive  hemorrhage,  anemia, 
marked  loss  in  weight,  palpable  mass,  and  com- 
plete bowel  obstruction,  the  lesion  is  usually  in- 
operable. 

Every  patient  should  have  a complete  rectal 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the 
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posium on  Carcinoma  of  the  Colon  and  Rectum. 


and  sigmoidoscopic  examination  in  any  question- 
able case.  X-rays  should  be  taken,  and,  if  nega- 
tive, should  be  repeated  at  the  end  of  a month  if 
the  history  is  suggestive.  In  fact,  repeated  x- 
rays  by  different  roentgenologists  may  clear  up 
an  obscure  case. 

Since  carcinoma  of  the  rectum  comprises  more 
than  50  per  cent  of  malignancy  of  the  large  bowel, 
digital  examination  will  account  for  approxi- 
mately that  number.  An  additional  25  per  cent 
may  be  diagnosed  by  means  of  sigmoidoscopy  and 
the  remainder  by  barium  enema. 

Treatment 

I shall  not  go  into  detail  concerning  any  par- 
ticular type  of  technic  but  will  give  deductions 
from  my  experiences  with  some  of  the  various 
methods. 

There  are  various  methods  of  dealing  with  car- 
cinoma of  colon  and  rectum.  One  of  the  most  sat- 
isfactory methods  is  the  Mikulicz  technic,  as  ad- 
vocated by  the  Lahey  Clinic. 

The  open,  direct  anastomosis  of  C.  W.  Mayo,7 
the  aseptic  anastomosis  of  Stone,2  the  end-to-end 
anastomosis  of  Babcock,  the  Rankin  technic,  and 
the  Wangensteen  technic,  are  some  of  the  other 
methods. 

I am  sure  that  each  and  every  one  of  the  various 
specialists  can  use  his  own  method  very  satisfac- 
torily to  himself,  but  how  about  the  general  sur- 
geon who  averages  less  than  a case  per  month? 
It  is  obvious  that  a specialist  who  is  doing  con- 
siderable colon  surgery  will  use  various  methods 
in  selected  cases,  but  I believe  the  occasional  sur- 
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geon  will  get  into  trouble  unless  he  perfects  him- 
self in  one  good,  safe  technic. 

It  would  seem  to  me  that  the  two-stage  Miku- 
licz technic  as  advocated  by  the  Lahey  Clinic  is 
perhaps  the  safest  and  sanest  for  the  average  sur- 
geon. 

There  are  several  points  in  the  technic  which 
should  be  mastered  before  it  can  be  adopted 
as  the  safest  method.  This  technic  is  applicable 
for  any  lesion  from  the  cecum  to  the  sigmoid. 
Low-lying  lesions,  bordering  on  the  rectum 
should,  I feel,  be  treated  by  a Miles  operation,  or  a 
two-stage  operation,  as  advanced  by  Dr.  La- 
hey.3 

Rankin  says:  “Probably  the  greatest  simple 
technical  factor  in  advancing  colonic  surgery  was 
the  discovery  of  the  principle  of  exteriorization.”4 

According  to  Jones,5  the  mortality  for  Miku- 
licz procedure  is  low,  and  the  morbidity  is  mini- 
mal. Furthermore,  when  the  involved  colon  is 
mobile  enough,  the  operation  for  the  cure  of  can- 
cer is  as  adequate  as  a resection  with  anastomo- 
sis. 

One  of  the  main  objections  to  the  Mikulicz 
procedure  is  that  a prolonged  hospitalization  is 
necessary,  but  Jones  has  shown  that  this  is  not 
the  case.  However,  in  my  few  cases,  the  stay  in 
the  hospital  has  been  more  prolonged  than  in 
those  that  Jones  reports. 

Jones,  however,  prefers  a one-stage  ileocolot- 
omy  for  lesions  distal  to  the  hepatic  flexure. 

If  one  encounters  an  acute  obstruction  with  a 
carcinoma  of  the  large  intestine,  he  should  do  a 
preliminary  cecostomy,  according  to  the  method 
of  Cattell,6  and  two  or  three  weeks  later  remove 
the  lesion  when  most  of  the  inflammatory  area 
around  the  carcinoma  has  subsided.  In  this  con- 
nection, it  is  not  uncommon  to  find  patients  who 
complain  of  pain  in  the  right  side  because  of  dis- 
tension of  the  cecum,  secondary  to  a carcinoma  of 
the  colon.  This  is  occasionally  mistaken  for 
acute  appendicitis. 

Peritonitis  is  still  the  most  frequent  cause  of 
death  following  a one-stage  resection  with  primary 
anastomosis.  It  occurs  infrequently  after  the 
exteriorization  operation,  and  then  it  is  usually 
secondary  to  complications,  such  as  a perforation 
of  the  growth  or  a severe  wound  infection. 

Anesthesia 

In  most  cases,  spinal  anesthesia  seems  to  be 
the  most  satisfactory  because  of  complete  muscle 
relaxation,  which  permits  easy  exposure  of  the 
operative  site  and  makes  the  surgical  handling  of 
the  small  intestines  unnecessary.  Spinal  anes- 
thesia also  allows  easy  wound  closure. 

Usually,  we  use  pontocaine  glucose  solution, 
but  neocaine,  or  any  other  spinal  technic  is  satis- 
factory. 


However,  in  very  ill  patients  with  a distended 
colon,  I think  that  local  infiltration  of  the  ab- 
dominal wall  with  novocain  1 per  cent,  with  a 
minimum  of  handling  of  the  intestines,  is  desir- 
able. Usually,  a cecostomy  can  be  done  fairly 
satisfactorily  with  local  anesthesia  in  such  poor- 
risk  cases. 

I believe  that  a general  anesthetic  is  definitely 
contraindicated  if  there  has  been  projectile 
vomiting,  as  one  occasionally  encounters. 

Preoperative  Care 

Preoperative  treatment  is  very  important  in  | 
cases  of  carcinoma  of  the  colon.  Patients  are 
given  large  doses  of  magnesium  sulfate  or  castor 
oil  on  admission,  and  the  colon  is  irrigated  twice 
daily  with  saline.  The  blood  chemistry  and  blood 
count  are  determined,  a blood  transfusion  of  500 
cc.  is  given  if  it  is  needed,  and  intravenous  saline 
with  glucose,  5 per  cent,  1,500  cc.  daily,  is  admin- 
istered. 

The  Miller- Abbott  tube  is  perhaps  the  greatest 
help  in  the  care  of  large-intestine  obstruction 
when  one  has  a patent  ileocecal  valve.  It  causes 
a decompression  of  the  small  intestines  and  re- 
lieves some  of  the  distension  of  the  large  bowel. 

It  also  eliminates  the  necessity  of  an  enter- 
ostomy in  case  of  peritonitis.  As  Mayo  has 
shown,  the  enterostomy  increases,  rather  than 
lowers,  the  mortality.  We  leave  the  Miller- 
Abbott  tube  in  for  several  days  after  operation, 
since  it  causes  the  patient  no  particular  discom- 
fort. 

Postoperative  Care 

Postoperative  care  is  also  very  essential.  The 
postoperative  care  consists  of  studying  the 
blood  chemistry  and  giving  2,000  cc.  to  2,500  cc. 
of  saline  with  5 per  cent  glucose  daily  for  several 
days.  Postoperative  shock  is  eliminated  by  the 
administration  of  blood  plasma  during  operation. 

Sulfa  Drugs 

If  there  is  any  question  of  contamination  dur- 
ing an  operation,  we  sprinkle  sulfanilamide,  15  j 
Gm.,  in  the  abdomen,  for  the  average-size  pa- 
tient. Beginning  eight  hours  after  operation, 
21/i  Gm.  in  100  cc.  of  distilled  water  are  given 
intravenously  three  times  a day.  If  tolerated, 

1 Gm.  every  four  hours  is  given  by  mouth  after 
forty-eight  hours.  If  one  uses  the  sulfa  drugs  at 
all,  a large  dose  is  indicated. 

The  next  day  a blood  level  is  taken,  and  we  try  j 
to  keep  the  level  between  7 and  10  for  four  or  five 
days  after  operation.  However,  I think  that  the 
sulfa  drugs  should  be  used  with  caution  and  only 
if  there  is  a question  of  contamination  during  the 
operation. 


September  15,  1943] 


CARCINOMA  OF  COLON  AND  RECTUM 


1729 


TABLE. — High  Operability  Versus  High  Mortality — 
Which  Is  More  Important? 


Doctor  A reports  150  cases 

Doctor  B reports  150  cases 

Operable 

Nonoperable 

Operable 

Nonoperable 

50 

100  (all  dead 

100 

50  (all  dead 

Mortality  10% 
(5  cases)  45 
patients 
alive  at  end 
of  year 

within  year) 

Mortality  20% 
(20  cases)  80 
patients 
alive  at  end 
of  year 

within  year) 

Review  of  Ten  Years  of  Colon  and  Rectal 
Surgery 

If  the  average  general  surgeon  has  developed  a 
surgical  ego,  it  will  very  quickly  evaporate  after 
a critical  review  of  his  surgery  of  the  colon  and 
rectum. 

In  reviewing  my  cases  for  ten  years,  March, 
1933,  to  March,  1943, 1 found  that  I had  58  cases 
of  carcinoma  of  the  colon  and  rectum.  Twenty- 
eight  cases  were  operable;  30  were  inoperable. 
There  were  a mortality  of  25  per  cent  and  an 
operability  of  48  per  cent.  Twelve  of  the  28 
patients  in  this  ten-year  series  are  still  alive. 

Of  the  30  inoperable  cases,  there  were  5 cases 
that  might  have  been  resected.  The  patients  had 
metastasis  to  the  liver,  but  the  lesions  were  small 
and  were  located  in  the  descending,  or  sigmoid, 
regions.  Those  cases  were  done  in  the  first  five 
years,  before  most  colon  surgeons  had  decided  to 
resect  the  lesion,  even  though  the  liver  has  some 
metastases.  Also,  6 cases  had  lesions  that  in- 
volved the  uterus  and  small  intestines,  with  no 
metastasis  to  the  liver.  These  cases  might  be 
considered  operable  at  the  present  time. 

Eighty-five  per  cent  had  symptoms  of  change 
in  bowel  habit  many  months  before  oper- 
ation. 

The  most  common  symptoms  were  cramps  and 
increasing  constipation.  Of  these  cases  55  per 
cent  had  tarry  or  bloody  stools  for  months,  38 
per  cent  had  loss  of  weight,  and  22  per  cent  had 
anemia.  The  average  age  was  59  years,  the  old- 
est being  77,  the  youngest,  31.  Sixty  per  cent 
were  men;  40  per  cent  were  women.  The  dura- 
tion of  symptoms  ranged  from  two  days  to  two 
years. 

Of  the  inoperable  cases,  40  per  cent  of  the  le- 
sions were  in  the  splenic  flexure  or  descending 
colon.  Of  this  group,  25  per  cent  had  had  an  ab- 
dominal operation  twelve  months  before  the  ex- 
ploratory operation.  The  lesions  were  not  found 
in  the  previous  operation. 

In  cancer  of  the  rectum,  20  per  cent  had  had 
some  rectal  operation  previous  to  an  exploratory 
operation. 

Three  cases  of  carcinoma  of  the  rectosigmoid 
juncture,  with  involvement  of  the  adjacent 
structure,  had  no  metastasis  to  the  liver.  These 


cases  might  well  have  been  resected,  if  a 2-stage 
operation  had  been  performed.  Recently,  we 
have  had  2 such  cases,  with  extensive  carcinoma 
and  inflammatory  involvement.  These  cases  sub- 
sided enough  after  four  weeks  to  permit  complete 
removal  with  a two-stage  operation. 

In  other  words,  the  more  cases  one  sees,  the 
bolder  one  becomes,  even  though  the  mortality 
may  increase. 

Why  Is  There  a Low  Operability  and  a High 
Mortality  in  Cases  of  Carcinoma  of  the 
Large  Bowel? 

Perhaps  the  low  operability  is  chiefly  due  to  the 
doctor  who  first  sees  the  case.  The  public  and 
the  general  practitioner  have  become  fairly  keen 
regarding  the  early  diagnosis  of  acute  appendici- 
tis, but  so  far  the  average  doctor  has  not  become 
“colon  conscious,”  if  one  may  use  such  a term. 

A few  cases  have  no  symptoms  that  would 
lead  one  to  suspect  carcinoma  of  the  colon  until 
the  case  is  inoperable.  On  the  other  hand,  how- 
ever, many  patients  are  consulting  their  doctors 
daily,  telling  them  a fairly  typical  history  of  mild 
intestinal  obstruction,  such  as  “cramps”  or 
bloody  stools,  but  the  doctor  gives  them  a cathar- 
tic and  sends  them  on  their  way.  What  is  the 
further  history  of  the  case?  The  patient  goes 
from  doctor  to  doctor  until  some  one  of  them  is 
willing  to  soil  his  finger  to  do  a rectal  examination 
or  perhaps  to  send  the  patient  to  an  x-ray  special- 
ist for  a complete  roentgenologic  examination. 
Occasionally  the  doctor  may  do  a sigmoidoscopic 
examination. 

This  indifference  is  not  only  true  of  the  general 
practitioner,  but  of  the  busy  surgeon  as  well. 
Just  how  can  this  situation  he  corrected f 

In  the  first  place,  the  average  doctor  does  not 
take  enough  time  to  obtain  a complete  history. 
He  might  better  spend  more  time  on  the  history 
and  then  do  a rectal  examination  and  postpone 
the  abdominal  palpation.  Examination  of  the 
abdomen  by  palpation,  except  in  acute  cases,  is 
often  of  little  help  to  the  patient  or  to  the  doctor. 

Another  reason  for  low  operability  is  the  fact 
that  many  men  are  doing  surgery  who  have  never 
done  a resection  of  the  colon  or  rectum.  Conse- 
quently, they  are  content  with  giving  the  patient 
a permanent  colostomy  and  trusting  to  radiation 
for  a cure. 

Furthermore,  many  abdomens  are  opened 
through  a small  incision  which  makes  it  impos- 
sible to  do  a complete  exploratory  operation,  es- 
pecially for  lesions  involving  the  splenic  flexure. 

Another  reason  that  cases  become  inoperable 
is  the  fact  that  the  x-ray  examination  may  be 
negative  and  the  case  is  dismissed  with  medica- 
tion. If  such  a case  has  a good  history  of  a pos- 
sible obstruction  or  bleeding  lesion,  the  whole  ex- 
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amination  should  be  repeated  after  a month.  If 
this  examination  is  negative  and  the  patient  still 
has  the  same  complaints,  I believe  he  should  have 
a thorough  exploratory. 

Such  a procedure  might  make  operable  a lesion 
which  would  become  inoperable  after  several 
months. 

X-ray  reports  are  occasionally  misleading  and 
often  do  not  give  the  final  word  in  making  a 
diagnosis. 

Another  reason  for  a high  mortality,  as  Gar- 
lock7  has  shown,  is  the  poor  condition  of  many 
patients  who  have  carcinoma  of  the  colon  and 
rectum.  Consequently,  extra  good  pre-  and  post- 
operative care  is  needed. 

Surgeons  who  are  doing  colon  surgery  have  de- 
veloped meticulous  technic,  which  is  difficult 
for  the  surgeon  who  is  not  doing  colon  and  rectal 
surgery  more  frequently. 

Case  Reports 

I should  like  to  present  two  cases  which  are  of  un- 
usual interest : 

Case  I.— Mr.  K.,  aged  33,  was  brought  to  the 
hospital  in  December,  1935,  complaining  of  cramps 
in  the  abdomen. 

No  tarry  or  bloody  stools  were  noted. 

For  the  past  few  weeks  the  patient  had  had 
cramps  extending  across  the  upper  part  of  the  ab- 
domen. The  cramps  would  come  and  go,  being 
worse  three  or  four  hours  after  meals.  He  did  not 
vomit  but  felt  nauseated.  There  was  no  bowel 
movement  for  two  days. 

Temperature,  pulse,  and  respiration  were  nor- 
mal; hemoglobin,  90  per  cent;  red  blood  cells, 
4,500,000;  white  blood  cells,  6,000. 

The  physical  examination  showed  an  under- 
nourished young  man.  Examination  of  the  head 
was  negative,  and  the  examination  of  the  heart  and 
lungs  was  also  negative. 

The  abdomen  was  not  scaphoid,  but  neither  was 
it  distended.  There  was  some  abdominal  tenderness 
but  no  masses  were  felt. 

Rectal  examination  showed  some  fecal  matter, 
normal  in  color  and  consistency. 

An  x-ray  was  entirely  negative,  except  for  some 
slight  distension  of  the  whole  colon. 

Operation:  Because  of  pain  and  cramps  with 

no  relief,  I did  an  exploratory  examination.  The 
abdominal  contents  seemed  normal,  except  for  the 
distension  of  the  whole  colon.  No  palpable  mass  was 
felt.  The  liver  was  normal.  The  appendix  was  re- 
moved, and  the  patient  was  put  on  a liquid  diet. 
He  seemed  to  be  improved  for  a short  time,  but  the 
pain  returned,  and  morphine  had  to  be  given  for  the 
pain.  The  patient  became  weaker,  the  abdomen  was 
distended,  and  he  finally  died. 

The  autopsy  showed  a small,  annular  carcinoma 
of  splenic  flexure,  which  finally  caused  complete 
obstruction  and  rupture  of  the  large  intestine. 

This  case  should  have  had  a more  thorough  ex- 
ploratory, especially  of  the  splenic  flexure  region. 
The  patient  should  have  repeated  x-rays  after  opera- 


tion to  determine  more  pathology  than  that  found 
at  operation. 

Case  2. — This  patient  presented  a similar  case 
and  was  operated  upon  eight  years  later. 

John  S.,  age  31,  was  operated  upon  on  January  2, 
1943. 

The  patient  had  complained  of  cramps  throughout 
abdomen,  nausea,  and  vomiting. 

He  had  always  been  in  good  health,  but  two  weeks 
before  admission  to  the  hospital,  he  had  had  a simi- 
lar attack.  He  complained  of  pain  in  abdomen,  be- 
ginning twenty-four  hours  before  admission.  He 
had  vomited  several  times,  but  his  bowels  had  not 
moved  in  two  days. 

Physical  examination  showed  a patient  who 
looked  very  ill. 

The  temperature  was  99  F.,  pulse,  100;  respira- 
tions, 22.  White  blood  cells  were  11,000. 

The  heart  and  lungs  were  negative. 

There  was  marked  fullness  of  the  abdomen,  with 
tenderness  and  slight  muscle  spasm  in  the  right 
lower  quadrant. 

Rectal  examination  produced  no  feces  and  no 
mass. 

A flat  plate  of  the  abdomen  showed  some  disten- 
tion of  the  large  bowel;  otherwise  it  was  negative. 

A Miller-Abbott  tube  was  passed  and  allowed  to 
remain  in  the  intestines,  and  twenty-four  hours 
after  admission  an  exploratory  operation  was  done. 

Operation : U nder  spinal  anesthesia,  a right  rectus 
incision  was  made  opposite  the  umbilicus.  There 
was  some  straw-colored  fluid  in  the  abdomen.  The 
small  intestines  were  normal,  and  also  the  liver,  gall- 
bladder, and  appendix  were  normal.  The  cecum, 
ascending,  and  transverse  colon  were  markedly  dis- 
tended. On  further  examination,  a small,  annular 
mass  was  found  at  the  splenic  flexure.  There  were 
several  glands  in  the  mesentery.  A cecostomy  was 
done  after  decompressing  the  fecal  contents  of  the 
large  bowel.  The  cecum  was  brought  out  on  the 
abdomen,  and  a mushroom  catheter  was  inserted. 
Five  days  later  the  patient  coughed  and  eviscerated 
several  loops  of  small  intestine.  The  patient  was 
taken  back  to  the  operating  room  and  put  under 
spinal  anesthesia.  It  was  found  that  fecal  matter 
was  leaking  around  the  catheter,  which  had  become 
plugged.  This  fecal  matter  was  covering  the  evis- 
cerated small  intestines.  A rubber  clamp  was  put 
on  the  cecum,  and  the  small  intestines  and  ab- 
domen were  cleaned  with  saline  sponges  and  the 
whole  area  covered  with  15  Gm.  of  sulfanilamide 
powder.  The  intestines  were  replaced  in  the  ab- 
domen, a large  catheter  was  inserted  into  the 
cecum,  and  the  wound  was  closed  with  catgut  su- 
tures. The  patient  had  a stormy  time,  but  ten  days 
later  the  splenic  flexure  was  resected,  and  the  cecum 
was  closed  five  days  later.  The  patient  was  allowed 
to  go  home  after  ten  days  more. 

This  is  a very  unusual  case  from  many  angles.  A 
young  man,  31  years  old,  had  no  previous  history 
suggestive  of  a carcinoma.  The  small  lesion  in  the 
splenic  flexure  might  have  been  overlooked.  It  also 
shows  the  value  of  sulfanilamide  when  one  has  a 
real  indication.  The  patient  made  a very  satisfac- 
tory recovery. 
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In  conclusion,  may  I state  that  any  patient 
over  40  years  of  age  who  has  continual  cramps 
over  a period  of  weeks  or  months  should  be  sus- 
pected of  having  a lesion  of  the  large  intestine. 

Conclusions 

1.  I have  stressed  the  importance  of  an  early 
diagnosis,  particularly  as  it  regards  the  general 
practitioner,  who  often  is  the  first  to  encounter 
the  early  symptoms  of  carcinoma  of  the  large 
bowel. 

2.  The  method  of  choice  for  the  average  sur- 
geon is  that  of  the  two-stage  Mikulicz  technic 
under  spinal  anesthesia. 

3.  Postoperative  treatment  should  be  rou- 
tinely and  carefully  carried  out. 

4.  In  my  study  of  a series  of  cases  over  a 
period  of  ten  years,  it  would  seem  that  a high 
operability  is  more  desirable  than  a low  mortality. 
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Discussion 

Dr.  Arthur  M.  Dickinson,  Albany,  New  York — 
I am  very  happy  to  open  discussion  upon  this  excel- 
lent paper  by  Dr.  McGauley. 

Carcinoma  of  the  large  bowel  is  an  old  and  per- 
haps shopworn  topic  for  discussion  before  such  a 
group,  but  in  view  of  the  seriousness  of  the  problem 
and  improvements  in  technic,  it  does  merit  repeated 
study.  There  are  certain  essentials  to  consider 
when  we  attack  this  problem. 

The  first  of  these  is  the  diagnosis.  We  must  con- 
tinue to  be  cancer-minded  when  faced  with  any  in- 
testinal problem.  Anemia  of  unexplained  origin, 
expecially  when  coupled  with  vague  indigestion  and 
loss  of  weight  and  strength,  should  make  us  suspici- 
ous. Too  frequently  we  label  an  anemia  as  primary 
and  subsequently  learn  that  the  patient  has  a malig- 
nancy with  secondary  anemia  instead.  In  one  such 
instance,  a good  medical  friend  who  referred  a pa- 
tient to  me  still  insisted  upon  his  diagnosis  of  pri- 
mary anemia  even  after  I had  removed  a carcinoma 
of  the  colon.  Also  I have  had  the  unfortunate  ex- 
perience of  caring  for  several  patients,  who  pre- 
viously had  been  operated  upon  for  drainage  of  a 
supposed  appendicular  abscess  but  who  really  had 
a perforating  carcinoma  of  the  cecum. 

I feel  that  Dr.  McGauley’s  warning  about  the  pit- 
falls  of  radiographs  can  well  be  emphasized.  When 
in  doubt,  have  the  study  repeated  in  a month  and  per- 


haps by  another  radiologist.  However,  I do  wish  to 
point  out  that  the  reverse  error  is  not  infrequent 
when  the  radiologist  does  give  a positive  diagnosis 
but  no  tumor  is  found  at  operation.  Certainly  in 
any  atypical  case,  where  the  clinical  findings  are  at 
variance  with  the  laboratory  findings,  a delay  of  a 
few  days  during  which  enemas  or  perhaps  mild 
catharsis  are  given,  followed  by  a repeated  study  of 
the  bowel  with  a barium  enema  or  even  a contrast 
type  of  enema,  may  spare  the  patient  an  operation. 

The  preoperative  preparation  of  these  patients  is 
most  important.  A period  of  at  least  five  days  in  the 
unobstructed  case  and  more  for  the  obstructed  pa- 
tient is  certainly  necessary  before  definitive  surgery 
is  undertaken.  In  the  former  type,  I generally  put 
the  patient  on  a high  caloric,  low  residue  diet.  I do 
not  use  cathartics  but  may  use  enemas.  My  experi- 
ence with  sulfasuxidine  has  been  most  satisfactory; 
it  decreases  the  volume  of  intestinal  contents  ma- 
terially and  cuts  the  rate  of  infection  to  a minimum. 
Obviously  the  obstructed  patient  will  require  tube 
drainage  or  a cecostomy  for  some  days.  In  this 
connection,  I would  emphasize  the  point  that  the 
longer  the  patient  is  drained,  the  easier  and  the  safer 
the  operation  becomes. 

As  Dr.  McGauley  points  out,  the  total  number  of 
resections  done  by  the  general  surgeons  greatly  ex- 
ceeds the  number  done  by  experienced  gastrointes- 
tinal surgeons.  In  the  hands  of  the  latter,  technical 
procedures  are  varied  with  the  indications  and  their 
experience  is  sufficient  to  insure  fairly  uniform  re- 
sults. The  former,  however,  may  be  handicapped 
by  lack  of  wide  experience  with  the  several  types  of 
procedures  and  by  lack  of  trained  assistants  and  so 
should  follow  some  relatively  safe  type  of  operation. 
For  this  latter  group,  which  includes  many  of  us, 
the  modified  Mikulicz  operation  seems  to  be  the 
answer.  The  risk  of  infection  with  it  is  almost  nil. 
The  objection  that  sufficient  mesentery  is  not  re- 
moved by  this  procedure  is  often  raised.  Here  let 
me  state  that  the  competent  surgeon  can  remove  one- 
half  of  the  colon  by  this  method  and  take  with  it 
the  attached  mesentery.  Delay  in  removal  of  the 
exteriorized  segment  is  another  old-time  criticism. 
The  immediate  removal  of  this  with  the  formation 
of  the  double  colostomy  and  a tube  in  the  proximal 
gut,  as  popularized  by  Lahey,  eliminates  this  risk. 

I do  think  that  resection  with  primary  anastomo- 
sis can  be  done  in  selected  cases  with  very  good  re- 
sults. In  other  instances,  a short  circuiting  primary 
operation  followed  later  by  excision  of  the  diseased 
segment  will  be  indicated.  In  some  instances,  too, 
the  Devine  colostomy  technic  may  be  the  choice. 

We  now  are  in  the  stage  of  transition;  new  tech- 
nics of  anastomosis  are  being  popularized;  drugs 
are  available  which  seem  to  give  protection  against 
infection;  we  understand  much  about  shock  and 
water  balance,  both  of  which  are  very  important  in 
intestinal  surgery;  our  anesthesia  is  better  and  safer; 
and,  finally,  our  technical  ability  has  shown  great 
gains  in  the  past  ten  years.  With  the  support  of 
these  factors,  we  become  more  bold  in  our  surgery 
and  tend  to  break  away  from  the  time-proved  ways 
of  yesterday.  I hope  our  advances  will  stand  the 
test  of  time. 
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PERITONITIS  SECONDARY  TO  PERFORATION  IN 
CARCINOMA  OF  THE  COLON 


Philip  D.  Allen,  M.D.,  New  York  City 

DURING  recent  years,  the  frequency  of  per- 
foration secondary  to  carcinoma  of  the  large 
bowel  has  been  impressively  brought  to  our  atten- 
tion. Seven  instances  of  this  condition  on  the 
Surgical  Service  at  the  Knickerbocker  Hospital 
within  a period  of  eighteen  months  serve  as  the 
basis  for  this  discussion.  That  this  phase  of  colon 
malignancy  is  generally  considered  rare  has  been 
emphasized  by  questioning  many  recent  medical 
graduates  as  well  as  several  general  surgeons. 
The  answer  has  invariably  been  to  the  effect  that 
it  is  an  infrequent  occurrence.  The  opposite 
opinion  was  expressed  by  a few  surgeons  who  have 
given  carcinoma  of  the  colon  their  special  atten- 
tion. 

Perforation  resulting  in  local  abscess  or  peri- 
tonitis has  been  given  scant  attention  by  numer- 
ous writers  on  the  subject  of  large-bowel  malig- 
nancy during  the  last  two  decades.  Few  writers 
mention  this  aspect  of  the  subject  at  all,  and 
others  mention  it  only  casually.  Few  cases  have 
been  reported.  These  facts  probably  explain  the 
impression  that  is  held  on  the  subject  by  the  large 
part  of  our  profession. 

This  subject  received  careful  attention  in  the 
transactions  of  the  Soci6te  de  Chirurgie  in  1906 
and  again  in  1910.  At  that  time  the  prognosis 
was  considered  extremely  poor,  and  suggested 
treatment  was  only  palliative.  Since  that  time 
little  has  been  written  on  this  subject.  Erdman,1 
in  a review  of  531  cases  of  carcinoma  of  the  colon, 
stated  that  perforation  occurred  twenty  times, 
an  incidence  of  3.7  per  cent.  Bargen  and  Cox2 
showed  a perforation  rate  of  9.4  per  cent  in  a series 
of  1,502  cases.  Starr  and  Nason3  reported  in  de- 
tail seven  instances  of  perforation  out  of  a series 
of  51  colon  carcinomas.  Meyer,4  in  reporting 
perforations  of  the  gastrointestinal  tract,  states 
that  among  151  cases,  there  were  three  perfora- 
tions of  carcinoma  of  the  large  bowel.  One  was 
in  the  transverse  colon,  one  in  the  sigmoid,  and 
one  in  the  rectum.  All  of  these  were  late  cases 
with  fatal  results,  the  diagnosis  being  confirmed 
by  necropsy. 

Inasmuch  as  Knickerbocker  Hospital  receives 
most  of  its  patients  through  an  emergency  am- 
bulance service,  acute  cases  are  out  of  proportion 
to  elective  ones.  Therefore,  no  attempt  is  made 
in  this  paper  to  report  our  seven  instances  of  per- 
foration as  a part  of  a group  of  colon  carcinomas, 
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for  this  would  give  a distorted  picture  of  the  fre- 
quency of  this  complication.  The  following  pa- 
tients were  admitted  to  the  hospital  within  a 
period  of  eighteen  months. 

Case  Reports 

Case  1. — R.  W.  was  a 78-year-old,  single,  white 
woman.  Three  days  previous  to  admission  she  be- 
gan to  have  severe  cramp-like  pains  to  the  right  of 
the  umbilicus,  followed  by  persistent  vomiting. 
There  had  been  no  bowel  movements  during  that 
time  in  spite  of  repeated  cathartics  and  enemas. 
There  had  been  several  similar  but  less  severe  at- 
tacks during  the  previous  year.  Physical  examina- 
tion revealed  an  advanced  arteriosclerosis  in  a 
woman  who  appeared  chronically  and  acutely  ill. 
The  abdomen  was  rigid  throughout.  At  operation 
there  was  a spreading  peritonitis.  The  cecum,  as- 
cending colon,  and  terminal  ileum  were  markedly 
dilated.  A cecostomy  was  done,  and  the  peritoneal 
cavity  was  drained.  The  patient  died  in  ten  hours. 
Necropsy  revealed  a stenosing,  infiltrating  adeno- 
carcinoma of  the  proximal  portion  of  the  transverse 
colon  with  almost  complete  obstruction.  There  was 
marked  dilatation  of  the  proximal  colon.  A perfora- 
tion had  occurred  at  the  site  of  the  carcinoma  into 
the  leaves  of  the  transverse  mesocolon,  which  was 
the  seat  of  a large  abscess.  This  had  secondarily 
perforated  into  the  peritoneal  cavity.  The  liver 
showed  no  evidence  of  metastases. 

Case  2. — M.  O’M.  was  a white  housewife,  aged 
37.  This  woman  had  been  in  the  hospital  eleven 
months  previously  with  a diagnosis  of  salpingitis  and 
pelvic  abscess.  She  had  been  treated  conservatively 
by  a gynecologist  with  hot  douches  for  about  three 
weeks,  following  which  the  pelvic  abscess  was 
drained  through  an  abdominal  incision.  At  one 
time  during  her  stay  in  the  hospital,  after  a period  of 
marked  obstipation,  she  had  had  a spontaneous 
bowel  movement  containing  much  pus.  No  x-rays 
were  made  of  her  colon  during  that  time.  Three 
months  before  the  present  admission,  she  began  to 
have  bearing  down  pains  in  the  lower  right  quadrant. 
Her  bowels  had  been  regular.  On  close  questioning 
it  was  determined  that  her  health  had  been  rather 
poor  throughout  her  stay  at  home.  Examination  re- 
vealed spasticity  and  tenderness  in  the  lower  ab- 
domen, more  marked  on  the  right  side,  and  a hard 
mass  could  be  felt  on  the  left  side.  It  could  also  be 
felt  on  vaginal  examination.  She  was  operated 
upon  two  days  later,  and  a large  adenocarcinoma  of 
the  sigmoid  was  found  which  had  perforated  and  was 
adherent  to  the  uterus,  tubes,  and  ovaries.  There 
was  free  pus  in  the  pelvis.  The  carcinoma  was  in- 
operable, so  the  pelvis  was  drained.  The  patient 
died  forty-eight  hours  later. 

Case  3. — N.  K.  was  an  Irish-American  housewife, 
50  years  of  age.  She  had  had  no  previous  illness. 
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For  one  week  before  admission  she  had  complained 
of  pain  in  the  lower  right  abdominal  quadrant  which 
became  progressively  worse.  Forty-eight  hours  pre- 
vious to  admission  it  had  spread  to  the  lower  left 
II  quadrant.  There  had  been  nausea  but  no  vomiting. 

| During  this  week  the  patient  had  been  extremely 
I constipated.  On  questioning  her  family,  it  was 
found  that  during  the  past  few  months  the  patient 
had  noticed  a slight  loss  of  weight  and  an  increase 
in  constipation.  Examination  revealed  a well- 
nourished,  middle-aged  woman.  Her  temperature 
was  104  F.;  her  pulse  was  108.  The  white  blood 
| count  was  19,200,  with  90  per  cent  polymorpho- 
I nuclears.  There  was  marked  tenderness  and  re- 
; bound  tenderness  in  the  lower  right  abdomen.  Ex- 
quisite tenderness  was  present  over  the  suprapubic 
region.  Pelvic  examination  revealed  a bulging  of 
| the  posterior  cul-de-sac  with  exquisite  tenderness. 

[ We  first  thought  that  we  were  dealing  with  an  acute 
appendicitis  with  a secondary  pelvic  abscess.  An 
| attempt  was  made  to  drain  the  abscess  through  the 
| cul-de-sac,  but  since  it  was  then  determined  that 
the  mass  was  stony-hard,  this  procedure  did  not  seem 
feasible.  Two  days  later  abdominal  exploration  re- 
vealed a diffuse  adenocarcinoma  of  the  sigmoid 
which  had  perforated  and  was  adherent  to  the 
uterus  and  left  tube  and  ovary.  There  were  multi- 
ple abscess  pockets  in  the  pelvis.  The  pelvis  was 
drained,  but  the  patient  died  in  twenty-four  hours- 
Case  4- — S.  S.  was  a 49-year-old  Italian  man.  He 
had  been  operated  upon  six  years  previously  for  a 
ruptured  appendix.  Six  weeks  prior  to  admission, 
he  began  to  have  severe  pain  in  the  lower  lumbar 
region  which  at  times  was  so  severe  as  to  prevent 
him  from  walking.  At  the  same  time  he  began  to 
notice  progressive  constipation.  He  had  not  noticed 
tarry  stools.  He  had  lost  15  pounds  within  the  past 
six  weeks.  For  three  days  before  admission  there 
had  been  severe  pain  in  the  lower  right  quadrant 
during  which  time  he  had  been  nauseated.  There 
had  been  no  bowel  movements  for  two  days.  Ex- 
amination revealed  a well-nourished  man  who  ap- 
peared acutely  ill.  The  abdomen  was  distended, 
and  there  was  extreme  tenderness  in  both  lower 
quadrants  with  rebound  tenderness  on  the  right 
side.  Rectal  examination  was  negative.  The  white 
blood  count  was  12,800  with  88  per  cent  polymor- 
phonuclears.  Repeated  enemas  brought  good  re- 
sults. The  abdomen  became  less  distended,  and  the 
pain  was  less  severe.  The  abdominal  tenderness 
gradually  subsided,  but  extreme  tenderness  persisted 
in  the  left  flank.  Diverticulitis  of  the  sigmoid  was 
suspected,  and  a barium  enema  revealed  an  irregular- 
ity in  the  sigmoid.  There  was  no  obstruction.  The 
x-ray  was  reported  as  suggestive  of  an  inflammatory 
lesion  although  it  was  stated  that  a neoplasm  could 
not  definitely  be  ruled  out.  Operation  revealed  a 
large  mass  of  intestines  matted  together,  lying  to  the 
left  of  the  umbilicus  and  in  the  lower  left  quadrant. 
The  sigmoid  and  several  loops  of  small  intestine 
were  involved.  There  were  numerous  pockets  of 
pus  between  bowel  loops.  The  abdomen  was 
drained,  and  a cecostomy  was  done.  The  patient 
ran  a gradual  downhill  course  with  a septic  tempera- 
ture and  subsequently  developed  a deep  jaundice. 


He  died  three  weeks  later.  An  autopsy  revealed  a 
diffuse  adenocarcinoma  of  the  sigmoid,  with  multi- 
ple perforations  into  the  peritoneal  cavity  and  no 
liver  metastases. 

Case  5. — A.  P.  was  a 66-year-old  colored  woman. 
For  ten  years  she  had  noticed  a gradual  enlargement 
of  the  abdomen,  together  with  a hard  mass  in  the 
lower  right  side.  For  two  months  there  had  been 
marked  urinary  frequency  and  frequent  bowel 
movements.  There  had  been  no  loss  of  weight,  but 
she  complained  of  progressive  weakness.  On  ad- 
mission the  temperature  was  99  F.;  the  pulse  was 
134.  The  white  blood  count  was  23,500  with  84 
per  cent  polymorphonuclears.  The  red  blood  count 
was  3,500,000.  Hemoglobin  was  66  per  cent.  There 
was  abdominal  distention  and  a hard,  irregular  mass 
occupied  the  lower  right  abdomen  as  high  as  the 
umbilicus.  The  mass  could  be  felt  on  vaginal  ex- 
amination. There  was  a bulge  in  the  posterior  cul- 
de-sac.  With  a diagnosis  of  uterine  fibroids,  an 
operation  was  performed  five  days  later.  Because 
the  general  condition  of  the  patient  was  poor,  a 
quick  supravaginal  hysterectomy  was  done.  An 
abscess  containing  about  500  cc.  of  foul  pus  was  en- 
countered posterior  to  the  uterus.  This  was  drained, 
but  the  patient  died  twenty-four  hours  later  with  a 
temperature  of  107  F.  Autopsy  revealed  an  adeno- 
carcinoma at  the  rectosigmoid  junction  with  two 
perforations  into  the  pelvic  cavity.  The  surrounding 
lymph  nodes  were  involved,  but  there  were  no 
metastases  in  the  liver. 

Case  6. — M.  R.  was  a Greek  housewife,  37  years 
of  age.  Seventeen  years  previously  she  had  had  an 
operation  for  a pelvic  tumor  in  another  hospital. 
Two  months  before  admission,  she  had  begun  to 
have  pain  in  the  right  upper  quadrant.  She  had 
been  on  various  self-prescribed  diets,  but  the  pain 
increased.  Two  days  prior  to  admission,  she  began 
to  feel  faint  and  went  to  bed.  Following  this  a pain 
in  the  lower  left  quadrant  appeared.  This  pain 
radiated  across  the  lower  abdomen  and  to  the  back. 
She  had  vomited  four  times.  She  noticed  no  change 
in  her  stools.  There  had  been  no  loss  of  weight.  On 
admission,  the  patient  appeared  acutely  ill  and  toxic. 
Her  temperature  was  105  F.;  her  pulse  was  120. 
There  was  extreme  tenderness  with  muscle  spasm 
throughout  the  abdomen,  with  the  exception  of  the 
left  upper  quadrant.  There  were  no  masses  felt. 
Pelvic  examination  revealed  a bulge  in  the  posterior 
cul-de-sac  and  a profuse  vaginal  discharge.  The 
red  blood  count  was  3,490,000;  the  white  blood 
count  was  17,700  with  98  per  cent  polymorpho- 
nuclears. At  that  time  the  diagnosis  was  chronic 
cholecystitis  in  addition  to  pelvic  inflammatory  dis- 
ease. Because  of  difficulty  in  localization,  the  pa- 
tient was  treated  symptomatically.  The  tempera- 
ture ran  an  irregular  course.  In  about  one  week  the 
tenderness  in  the  right  upper  quadrant  began  to 
subside.  Her  bowels  moved  daily  with  enemas.  At 
about  this  time  a mass  was  felt  in  the  right  upper 
quadrant.  It  was  slightly  tender  and  was  thought 
to  be  a large  liver.  At  the  end  of  two  weeks,  a 
tender  mass  could  be  felt  in  the  lower  left  quadrant. 
The  general  condition  of  the  patient  became  pro- 
gressively worse,  the  mass  in  the  lower  left  quadrant 
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increased  in  size,  and  the  liver  continued  to  enlarge. 
On  two  occasions  while  cleansing  enemas  were  being 
administered  and  on  the  first  attempt  at  barium 
enema,  the  patient  collapsed.  She  complained  of 
abdominal  pain,  and  the  pulse  became  thready. 
This  observation  led  us  to  believe  that  there  was  a 
communication  between  the  bowel  and  the  perito- 
neal cavity.  A barium  enema  was  finally  successful 
and  revealed  an  obstruction,  almost  complete,  of 
the  proximal  sigmoid.  At  this  time  the  stools  be- 
came positive  for  blood.  The  patient  rapidly  be- 
came weaker  and  died  five  months  later.  Autopsy 
revealed  a diffuse  adenocarcinoma  of  the  sigmoid, 
with  perforation  and  adherence  to  the  urinary  blad- 
der and  uterus.  There  were  multiple  ulcerations 
and  perforations  of  the  colon  proximal  to  the  tumor. 
The  regional  lymph  nodes  showed  metastatic  car- 
cinoma. The  right  lobe  of  the  liver  was  almost  en- 
tirely displaced  with  metastatic  carcinoma.  There 
were  small  areas  of  involvement  in  the  left  lobe. 

Case  7. — I.  K.,  a 53-year-old  man,  was  admitted 
complaining  of  cramps  in  the  upper  midabdomen, 
anorexia,  and  loss  of  5 pounds  of  weight  in  two 
weeks.  Examination  revealed  marked  rigidity  in 
the  epigastrium  and  right  upper  quadrant.  The 
temperature  ran  irregularly  between  102  F.  and 
103  F.  The  white  blood  count  was  18,200,  with  80 
per  cent  polymorphonuclears.  Stools  contained  4 
plus  blood.  A barium  enema  revealed  an  irregular 
stenotic  lesion  with  marked  distortion  of  the  mucosal 
pattern  for  a distance  of  2Vi  inches  in  the  proximal 
transverse  colon.  With  bed  rest  the  temperature 
gradually  subsided,  and  the  patient  felt  better.  Re- 
fusing operation,  he  returned  to  his  home  two  weeks 
later.  Within  a week  he  was  readmitted  with  a re- 
currence of  the  fever  and  an  increase  in  pain,  a com- 
plete intestinal  obstruction,  and  evidence  of  acute 
inflammation  in  the  right  upper  quadrant.  At  oper- 
ation a large  mass,  which  was  firmly  fixed,  was  felt 
in  the  region  of  the  hepatic  flexure.  An  iliotrans- 
verse  colostomy  and  cecostomy  were  done.  The 
patient  developed  bronchopneumonia  and  died  six 
days  later.  Autopsy  revealed  a polypoid  adenocar- 
cinoma of  the  hepatic  flexure  with  infiltration  of 
the  intestinal  wall  and  secondary  perforation  into 
the  peritoneal  cavity.  There  was  acute  localized 
peritonitis  limited  to  the  region  of  the  carcinoma. 
The  rest  of  the  colon  revealed  multiple  polyps. 
There  was  no  evidence  of  metastases  in  the  liver. 

Perforation  may  take  place  either  at  the  site 
of  the  carcinoma  itself  or  through  the  devitalized 
distended  portion  just  proximal  to  the  growth. 
Ewing,6  among  others,  has  drawn  attention  to 
this  fact,  as  well  as  to  the  fact  that  all  carcinomas 
of  the  colon  are  sites  of  infection.  He  points  out 
that  fistulous  tracts  are  frequently  established 
into  surrounding  tissue  or  into  another  hollow 
viscus.  He  attributes  most  of  the  cachexia  to  the 
secondary  infection  and  not  to  the  tumor  itself. 
In  the  cases  under  discussion  it  was  the  associated 
infection  of  the  cancerous  growth  and  its  exten- 
sion beyond  the  confines  of  the  cancer  which 
brought  the  patient  to  seek  surgical  aid.  Perfora- 


tion is  more  common  in  adenocarcinoma,  es- 
pecially in  the  rapid,  fungating  type  of  growth. 
The  early  disarrangement  of  the  mucosa  in  this 
type  of  tumor  makes  an  early  focus  for  secondary 
infection  from  the  bowel  contents.  When  per- 
foration occurs  at  the  immediate  site  of  the  lesion, 
it  is  likely  to  be  a slow  process  and  adherence  to 
the  neighboring  viscera  is  most  probable.  There- 
fore, a spreading  peritonitis  is  rare.  In  obstruct- 
ing lesions  the  site  of  perforation  is  frequently  in 
the  distended  loop  of  bowel  proximal  to  the  lesion. 
Because  of  long-continued  distention,  the  blood 
supply  is  infringed  upon,  the  entire  bowel  wall 
becomes  devitalized,  and  the  lining  of  the  bowel 
becomes  the  seat  of  colitis,  with  deep  local  ulcera- 
tions. With  increased  peristalsis  causing  in- 
creased intraluminal  pressure  on  this  loop,  per- 
foration may  readily  occur.  It  is  in  this  site  of 
perforation  that  spreading  peritonitis  is  more 
likely  to  follow.  Frequently  the  abscess  formed 
locally  from  the  original  perforation  may  later 
break  through  into  the  free  peritoneal  cavity. 
Our  first  case  is  an  example  of  that  phenomenon. 

The  diagnosis  of  this  condition  may  be  most 
difficult.  Undoubtedly  a careful,  detailed  his- 
tory gives  the  best  clues.  A story  of  slight  weak- 
ness, constipation  of  some  degree,  and  some  loss 
of  weight  is  helpful.  Anorexia,  nausea,  vomiting, 
and  chills  are  frequent  late  complaints  that  cause 
the  patient  to  seek  medical  aid.  When  these 
people  are  first  seen,  the  inflammation  is  generally 
the  outstanding  feature.  As  Erdman1  points  out, 
diverticulitis  should  receive  the  first  considera- 
tion in  a middle-aged  person  who  gives  no  history 
of  bloody  stools,  anemia,  or  emaciation,  and  who 
complains  of  sharp  pain  in  the  lower  left  quad- 
rant. He  likewise  mentions  that  perforation  of  a 
carcinoma  should  not  be  under-rated.  The  fre- 
quency of  bloody,  mucous  stools  in  diverticulitis 
makes  that  finding  less  helpful  as  a differential 
point.  In  none  of  our  patients,  with  the  possible 
exception  of  Case  6,  was  emaciation  a factor.  In 
the  others,  weight  loss  was  negligible.  In  perfora- 
tion of  cancer  of  the  colon,  the  first  inflammatory 
signs  may  be  found  in  the  side  of  the  abdomen 
opposite  the  lesion.  This  is  due  to  the  recent 
entrance  of  pus  into  a previously  unmolested  area 
of  peritoneum.  Cases  2,  3,  and  4 are  examples  of 
this  process.  When  this  happens,  one  may 
readily  be  diverted  from  the  real  focus  and  be  led 
to  believe  that  he  is  dealing  with  appendicitis  or 
salpingitis. 

The  x-ray  diagnosis  of  this  condition  may  not 
always  be  satisfactory.  Generally  an  inflamma- 
tory lesion  of  the  colon  involves  a longer  segment 
of  bowel  than  does  a malignancy  without  perfora- 
tion. The  line  of  demarcation  between  normal 
and  diseased  bowel  is  more  abrupt  in  carcinoma 
than  in  an  inflammatory  lesion.  Carcinomas 
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which  have  perforated  present  much  pericolic 
tumefaction  and  bowel-wall  involvement  at  either 
side  of  the  carcinoma  itself.  Therefore,  the  first 
roentgenologic  study  is  likely  to  favor  the  diag- 
nosis of  an  inflammatory  lesion.  The  x-ray  study 
should  then  aim  at  some  method  of  detailed 
mucosal  pattern  examination.  The  so-called 
double  contrast  technic,  whereby  a barium  enema 
is  administered  and  after  evacuation  the  bowel  is 
partly  inflated  with  air,  gives  very  desirable  in- 
formation on  this  subject.  Dixon  and  Weber6 
state  that  an  accurate  roentgenologic  diagnosis 
can  always  be  made  of  carcinoma  with  perfora- 
tion. They  point  out  the  value  of  a therapeutic 
regimen  aimed  at  alleviating  the  inflammation 
and  the  use  of  antispasmodic  drugs  as  a prepara- 
tion for  the  x-ray  examination. 

We  feel  that  great  caution  should  be  exercised 
in  administering  barium  enemas  to  patients  who 
are  suspected  of  carcinoma  and  who  at  the  same 
time  present  evidence  of  inflammation  within 
the  peritoneal  cavity.  The  pressure  of  the  barium 
within  the  lumen  of  such  a bowel  may  readily 
provoke  a fresh  perforation  or  more  widely  open 
a previous  one.  Our  sixth  patient  showed  an  ex- 
acerbation of  the  abdominal  signs  after  a cleans- 
ing enema  and  on  the  first  attempt  at  adminis- 
tration of  a barium  enema. 

Treatment  should  first  be  aimed  at  drainage  of 
the  abscess  if  it  is  determined  that  an  actual  col- 
lection of  pus  exists.  A short-circuiting  operation 
may  be  performed  at  the  same  time  if  obstruction 
is  present.  If  the  patient  improves,  a later  re- 
section of  the  carcinoma  may  be  feasible.  Char- 
rier  and  Leibovici7  point  out  that  in  the  suppura- 
tive stage  it  is  impossible  to  determine  the  extent 
of  the  cancer  or  its  operability.  They  note  that 
after  the  abscess  has  been  drained,  the  lesion  fre- 
quently appears  to  be  smaller  and  that  it  may  be- 
come operative.  In  small  perforations  in  which 
the  inflammation  of  the  peritoneal  cavity  is 
limited  to  the  immediate  region  of  the  growth, 
rest  in  bed  plus  such  supportive  measures  as 
transfusions,  infusions,  and  high  calory  diet  may 
make  the  patient  a sufficiently  good  risk  for  resec- 
tion without  previous  surgery  aimed  at  the  in- 
flammation itself.  Drainage  with  exteriorization 
of  the  carcinoma  has  been  successful  in  some  of 
these  cases.  The  extensive  pathology  present  in 
all  of  our  patients  made  treatment  of  the  cancer 
itself  hopeless.  An  exception  may  have  existed 
in  Case  2,  had  the  real  pathology  been  recognized 
on  the  patient's  first  admission  to  the  hospital 
and  again  in  Case  7,  had  the  patient  consented  to 
operation  on  his  first  admission. 

Summary  of  Cases 

Seven  patients,  5 women  and  2 men,  presenting 
perforation  of  a carcinoma  of  the  colon  are  re- 


ported. The  average  age  w'as  53,  the  youngest 
37  and  the  oldest  78.  Five  of  the  carcinomas  were 
in  the  sigmoid,  and  twro  were  in  the  proximal  por- 
tion of  the  transverse  colon.  Perforation  oc- 
curred at  the  site  of  the  carcinoma  in  every  in- 
stance and  in  one  (Case  6)  additional  perforations 
were  present  in  the  loop  of  bowel  proximal  to  the 
lesion.  The  diagnosis  was  confirmed  in  5 of  the 
patients  by  autopsy,  6 by  operation,  the  one  pa- 
tient not  operated  upon,  being  among  those  who 
were  autopsied.  Of  the  5 patients  on  whom 
necropsy  was  performed,  only  one  showed  liver 
metastases.  This  was  M.  R.  (Case  6),  who  had 
showed  evidence  of  liver  pathology  on  admission, 
four  months  before  her  death.  In  three  instances, 
the  predominating  inflammatory  symptoms  on 
admission  were  on  the  right  side  of  the  abdomen, 
whereas  the  carcinoma  was  on  the  left.  Obstruc- 
tion was  presented  as  a major  factor  on  admission 
in  2 patients,  and  contrary  to  expectation  both  of 
these  carcinomas  were  situated  in  the  proximal 
portion  of  the  transverse  colon. 

Conclusions 

1.  Perforation  of  carcinoma  of  the  colon  re- 
sulting in  local  or  spreading  peritonitis  is  more 
common  than  is  ordinarily  suspected. 

2.  Perforation  may  occur  either  at  the  site  of 
the  carcinoma  or  in  the  loop  of  bowel  just  proxi- 
mal to  it.  Perforation  is  more  likely  to  occur  in 
the  rapidly  growing,  fungating  type  of  adenocar- 
cinoma. 

3.  The  diagnosis  should  always  be  considered 
in  persons  of  cancer  age  who  show  evidence  of 
peritoneal  inflammation  in  spite  of  the  absence  of 
other  signs  of  malignancy.  As  an  emergency  pro- 
cedure more  frequent  stool  examinations  for 
blood  will  give  a hint  to  the  diagnosis.  X-ray 
examination  in  the  nonemergency  case  should  be 
accurate  if  the  proper  technic  is  employed  to 
study  the  mucosal  pattern. 

4.  Treatment  should  aim  at  drainage  of  the 
abscess  and  later  resection. 

5.  Prognosis  is  extremely  poor,  as  treatment 
can  usually  be  only  palliative. 

116  East  58  Street 
New  York  City 
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CERTAIN  ASPECTS  OF  PRESENT-DAY  TYPHOID  EPIDEMIOLOGY 

A.  Daniel  Rubenstein,  M.D.,  Boston 


ANY  consideration  of  the  problems  associated 
with  source-finding  in  typhoid  fever  must 
take  into  account  the  marked  decrease  in  the 
incidence  of  this  disease  during  the  past  two  or 
three  decades.  It  is  apparent  that  epidemiologic 
methods  which  have  been  successfully  applied 
to  typhoid  fever  during  periods  of  increased 
prevalence  must  be  modified  in  order  to  be  equally 
effective  when  it  occurs  less  frequently.  Hence, 
source-finding  in  typhoid  fever  at  present-day 
levels  of  incidence  offers  problems  which  are 
vastly  different  from  those  of  thirty  or  more  years 
ago  when  this  disease  was  a common  occurrence 
in  the  practice  of  every  physician. 

With  the  disappearance  of  the  spectacular 
water-  and  milk-borne  epidemics,  there  has  been 
a remarkable  diminution  in  both  the  number  and 
the  size  of  outbreaks.  Most  typhoid  epidemics 
nowadays  are  definitely  limited  in  extent. 
Nevertheless,  when  small  outbreaks  do  occur,  it 
it  important  that  they  be  recognized  as  such. 
Since  most  typhoid  infections  are  reported  to 
health  departments  as  single  sporadic  cases,  it  is 
not  inconceivable  that  the  epidemiologic  relation- 
ship of  the  few  units  comprising  a small  outbreak 
might  be  completely  overlooked.  The  cases 
composing  such  a missed  outbreak  would,  under 
such  circumstances,  be  considered  as  instances 
of  sporadic  infections. 

To  establish  the  existence  of  the  small  epidemic 
it  is  essential  that  all  its  component  units  be 
brought  to  light.  In  this  respect  the  role  of  the 
missed  case  is  of  considerable  significance.  In  the 
large  epidemics  which  occurred  many  years  ago 
the  failure  to  recognize  one  or  two  of  a con- 
siderable number  of  infections  was  of  no  great 
moment  in  establishing  sources  of  infection. 
Nowadays  the  failure  to  identify  any  single  case 
may  become  a serious  omission  in  any  epidemio- 
logic investigation.  Every  available  diagnostic 
aid  must  therefore  be  utilized  to  the  fullest 
extent  in  order  to  help  detect  cases  of  typhoid 
fever.  Although  a typical  case  presents  no  great 
problem  in  recognition,  many  cases  are  decidedly 
atypical.  Such  cases  are  commonly  misdi- 
agnosed as  influenzal  or  upper  respiratory  in- 
fection. If  a small  outbreak  is  composed  of  one 
or  more  missed  cases,  its  existence  may  not  be- 
come apparent. 

Missed  cases,  although  never  recognized  them- 
selves, may  produce  secondary  infections.  Al- 


though the  reported  case  remains  under  the  super- 
vision of  the  health  department  until  it  has  been 
demonstrated  to  be  no  longer  harboring  typhoid 
bacilli,  this  precaution  will  not  apply  to  the  un- 
diagnosed and  unreported  case.  When  the 
incidence  of  typhoid  fever  is  at  low  level,  such 
missed  cases  are  proportionately  of  greater 
significance  among  the  total  number  of  typhoid 
infections  in  the  community. 

A search  for  missed  cases  should  become  an 
essential  part  of  the  investigation  of  all  sporadic- 
cases  of  typhoid  fever.  Whenever  a contact 
to  a reported  case  has  been  labeled  with  the 
diagnosis  of  “grippe”  or  “intestinal  flu,”  it  is 
important  that  such  a person  be  considered  as  a 
possible  missed  case.  Recent  experience  in 
Massachusetts  indicates  the  necessity  of  an 
awareness  on  the  part  of  the  epidemiologist  of  the 
problems  associated  with  the  small  typhoid  out- 
break. Three  recent  epidemiologic  investiga- 
tions are  summarized  to  illustrate  the  salient 
features  of  this  problem. 

Case  Reports 

A.  The  Church  Supper. — Mrs.  E.  S.,  a 29-year- 
old  woman  living  in  X,  a city  of  60,000,  was  reported 
to  the  State  Department  of  Public  Health  as  a case 
of  typhoid  fever  with  onset  on  June  1,  1939. 
Within  a few  days  Mrs.  A.  N.,  aged  50,  residing  in 
the  same  community,  was  also  reported  as  a typhoid 
fever  patient.  Since  no  other  cases  had  been  re- 
ported from  the  city  of  X,  and  since  at  first  there 
seemed  to  be  no  obvious  association  between  them, 
they  were  regarded  as  unrelated  infections.  When 
the  initial  study  of  these  cases  failed  to  reveal  a 
source  of  infection,  more  consideration  was  given  to 
the  possibility  of  a common  source.  The  women 
did  not  know  each  other.  Nevertheless,  further  j 
questioning  brought  out  the  fact  that  they  had  at- 
tended the  same  church  supper,  two  weeks  before 
the  onset  of  Mrs.  E.  S.’s  illness,  and  nine  days  prior 

to  that  of  Mrs.  A.  N.  Although  the  supper  had 
been  attended  by  a total  of  125  persons,  subsequent 
investigation  revealed  no  other  cases  among  the 
entire  group.  Nevertheless,  all  food  handlers  con- 
cerned in  the  preparation  of  the  suspected  supper 
were  subjected  to  laboratory  examination.  One  of 
these  was  found  to  be  a typhoid  carrier.  Both  of 
the  women  who  contracted  typhoid  fever  had  eaten 
identical  items  of  food  at  the  supper.  They  had 
been  seated  at  different  tables. 

B.  Water-Borne  Outbreak. — R.  H.,  a 15-year-old 
boy  living  in  a large  urban  community,  came  down 
with  typhoid  fever  on  January  3,  1941.  Inquiry 
as  to  similar  illness  among  his  contacts  revealed  that 
W.  T.,  his  15-year-old  chum,  had  been  confined  to 
his  home  for  a period  of  three  weeks  with  an  illness 
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labeled  as  “influenza.”  To  exclude  the  possibility 
that  this  might  be  a missed  case  of  typhoid  fever, 
permission  was  obtained  from  W.  T.’s  physician  for 
submission  of  suitable  laboratory  specimens.  Al- 
I though  several  stool  cultures  were  negative  for 
i Eberthella  typhosa , the  Widal  reaction  suggested  a 
i recent  typhoid  infection.  The  search  for  a source 
common  to  both  cases  disclosed  that  these  boys, 
while  playing  together,  drank  water  from  a spring 
J not  far  from  their  homes.  Within  a short  interval 
j of  time,  two  additional  cases  of  typhoid  fever  oc- 
[ curred  in  boys  from  the  same  neighborhood.  They 
had  been  drinking  water  from  the  same  spring. 

The  suspected  spring  was  located  at  the  foot  of  a 
small  hill.  On  the  slope  leading  to  the  spring  were 
four  dwellings.  In  spite  of  the  urban  nature  of  this 
community,  each  of  the  four  residences  had  a cess- 
pool as  the  sole  method  for  sewage  disposal.  The 
location  of  these  cesspools  suggested  a possible  as- 
sociation with  the  watershed  of  the  spring. 

This  chain  of  circumstances  indicated  the  desir- 
ability of  a search  for  a typhoid  carrier  among  the 
household  members  of  the  four  homes.  J.  S.,  aged 
60,  living  in  the  home  nearest  the  spring,  had  come 
to  live  with  his  sister,  the  owner,  in  October,  1940, 
approximately  three  months  prior  to  the  appearance 
of  the  first  case.  He  gave  a history  of  having  had 
typhoid  fever  in  1915.  Sometime  later  he  noted  the 
gradual  onset  of  gastrointestinal  symptoms.  This 
was  followed  by  an  acute  attack  of  right  upper- 
abdominal  pain  which  was  considered  by  his  physi- 
cian as  indicative  of  gallbladder  disease.  In  1917 
an  outbreak  of  typhoid  fever  occurred  in  a Califor- 
nia mining  camp  where  he  was  employed  as  a mining 
engineer. 

Laboratory  examination  revealed  that  J.  S.  was  a 
typhoid  carrier.  The  typhoid  organisms  recovered 
from  the  carrier  and  the  cases  were  of  an  identical 
type  (Craigie  Type  Fi).1.2  Examination  of  the 
three  other  homes  was  negative. 

C.  A Missed  Case  of  Typhoid  Fever* — Miss 
M.  C.,  a 22-year-old  student  nurse  at  a large  general 
hospital,  was  reported  to  the  Department  of  Public 
Health  as  having  a case  of  typhoid  fever  with  onset 
December  31,  1941.  The  epidemiologic  investi- 
gation of  this  case  revealed  that  this  student  nurse 
had  worked,  during  the  four  weeks  preceding  onset 
of  her  illness,  on  a single  surgical  ward.  Inquiry 
was  then  made  concerning  possible  missed  cases  of 
typhoid  fever  or  surgical  cases  which  might  have 
been  of  typhoid  origin.  This  brought  up  for  con- 
sideration three  gallbladder  cases  that  had  recently 
been  treated  on  that  ward.  All  three  patients  had 
been  discharged,  and  home  visits  were  made  to  es- 
tablish typhoid  as  a possible  cause.  One,  Mrs. 
S.  R.,  a 28-year-old  housewife  who  underwent 
cholecystectomy  on  December  7 following  a diagno- 
sis of  acute  cholecystitis,  had  a positive  Widal  on 
January  21,  1942.  She  had  been  discharged  from 
the  hospital  on  December  27.  A stool  culture  from 
this  patient,  taken  on  January  21,  about  six  weeks 
following  operation,  was  positive  for  E.  typhosa. 
However,  the  history  of  this  patient  did  not  disclose 

* This  epidemiologio  investigation  has  been  reported  in 
detail.3 


a previous  attack  of  typhoid  fever.  This,  plus  the 
fact  that  she  was  only  28  years  old,  made  it  appear 
unlikely  that  she  was  a typhoid  carrier.  A careful 
review  of  her  recent  hospital  admission  revealed  an 
acute  febrile  illness  with  symptoms  and  a white 
count  compatible  with  the  diagnosis  of  typhoid 
fever  complicated  by  acute  cholecystitis.  The 
student  nurse,  Miss  M.  C.,  had  frequently  changed 
the  surgical  dressings  of  this  patient  following  her 
operation.  The  discovery  of  this  previously  un- 
recognized case  of  typhoid  fever  necessitated  the 
search  for  the  ultimate  source  of  infection  among  the 
contacts  of  this  newly  discovered  case.  One  such 
contact,  her  64-year-old  mother-in-law,  gave  a his- 
tory of  typhoid  fever  twenty-five  years  before. 
For  several  years  this  woman  had  had  recurrent  at- 
tacks of  right  upper-quadrant  pain  together  with 
other  symptoms  usually  associated  with  chronic 
disease  of  the  gallbladder.  It  was  also  learned  that 
five  years  ago,  while  she  was  visiting  the  family  of  a 
daughter  residing  in  Canada,  her  son-in-law  de- 
veloped typhoid  fever.  Laboratory  study  of  this 
suspect  revealed  that  she  is  a chronic  typhoid  car- 
rier and  was,  therefore,  the  source  of  infection  for 
Mrs.  S.  R.,  who  in  turn  infected  the  student  nurse. 

Discussion 

One  can  only  conjecture  as  to  the  remarkable 
chain  of  events  that  caused  only  two  cases  among 
the  large  group  of  people  who  had  attended  the 
church  supper  (A) . The  demonstration  of  a 
common  element  to  what  at  first  glance  appeared 
to  be  two  sporadic  cases  was  the  prime  factor 
in  establishing  the  existence  of  this  small  epi- 
demic. Had  they  been  considered  as  two  iso- 
lated cases  occurring  in  a large  community,  the 
source  of  infection  would  without  doubt  not  have 
been  revealed. 

Epidemic  B is  of  particular  interest  as  a small 
water-borne  outbreak  in  an  urban  community. 
Recent  literature4  relative  to  the  typhoid-carrier 
problem  emphasizes  the  rarity  of  water-borne 
typhoid  in  certain  sections  of  the  country. 
Nevertheless,  it  must  be  remembered  that  even 
in  areas  where  modern  methods  of  sanitation 
have  been  utilized  most  extensively,  water-borne 
outbreaks  on  a small  scale  are  still  a definite 
possibility.  The  discovery  of  a single  missed  case 
associated  with  a reported  infection  first  called 
attention  to  the  existence  of  this  outbreak.  The 
occurrence  of  two  additional  cases  constituted 
the  entire  epidemic.  Realizing  the  present-day 
infrequency  of  water-borne  typhoid,  particularly 
in  the  light  of  the  modern  sanitary  conditions 
encountered  in  urban  communities,  the  relation- 
ship between  these  cases  might  easily  have  been 
overlooked.  Furthermore,  the  occurrence  of 
so  few  cases  might  not  even  have  suggested  the 
possibility  of  water-borne  typhoid.  Under  these 
circumstances  the  usual  statistical  computations 
employed  to  help  demonstrate  abnormal  devi- 
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ations  in  the  incidence  of  any  disease  would  have 
been  of  little  value. 

In  the  third  investigation  (C),  a missed  case 
of  acute  typhoid  cholecystitis,  was  disclosed 
as  the  immediate  source  of  infection  for  a student 
nurse  on  a surgical  ward  of  a hospital.  The 
missed  case  in  this  instance  was  established  as 
the  connecting  link  between  the  carrier,  found 
to  be  the  ultimate  source  of  both  infections,  and 
the  reported  case  of  typhoid  fever.  Without 
the  discovery  of  the  missed  case,  this  chain  of 
infections  could  not  have  been  established.  At- 
tention has  been  called3  to  the  possibility  of 
infection  of  hospital  personnel  by  cases  of  un- 
recognized typhoid  cholecystitis  admitted  to 
hospitals. 

The  clinical  manifestations  of  typhoid  fever  are 
manifold.  A complete  familiarity  with  these 
manifestations  will  be  of  considerable  value  in 
detection  of  missed  cases  and  in  the  establishment 
of  the  existence  of  small  typhoid  epidemics. 


Summary 

The  decreasing  incidence  of  typhoid  fever  has 
brought  into  prominence  the  problem  of  the 
small  typhoid  epidemic.  In  the  investigation 
of  sporadic  cases  of  typhoid  fever,  consideration 
must  be  given  to  the  possibility  that  such  cases 
may  at  times  be  units  of  a small  typhoid  out- 
break. A search  for  additional  cases  associated 
with  any  reported  case  will  aid  considerably  in 
establishing  the  existence  of  small  typhoid  out- 
breaks. The  missed  case  of  typhoid  fever  is  a 
significant  factor  in  present-day  typhoid  epi-  I 
demiology. 

Three  recent  epidemiologic  investigations  of  I 
typhoid  fever  are  summarized. 
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LEGAL  MEDICINE  CONFERENCE  AND  SEMINAR 


1.  Conference. — The  Massachusetts  Medico- 

Legal  Society  in  conjunction  with  the  Department 
of  Legal  Medicine  of  Harvard  Medical  School  has 
arranged  for  an  all-day  Conference  to  be  held  at  the 
Mallory  Institute  of  Pathology,  Boston  City  Hospi- 
tal, on  Wednesday,  October  6,  1943.  This  will  be 
open  to  any  registered  physician,  lawyer,  police 
official,  criminal  investigator,  senior  medical  student, 
or  other  person  whose  duties  are  associated  with 
medicolegal  topics. 

It  will  include  lectures,  demonstrations,  and  in- 
formal discussions  concerning  many  subjects  in 
legal  medicine,  particularly  stressing  results  of  some 
more  recent  methods.  No  limit  has  been  made  for 
the  number  of  conference  attendants,  there  is  no 
fee,  and  advance  application  is  not  essential.  Ad- 
vance notice  of  intention  to  attend  would  be  helpful, 
however,  and  should  be  addressed  to  Dr.  William 
H.  Watters,  Department  of  Legal  Medicine,  Har- 
vard Medical  School,  Boston. 


2.  Seminar. — The  Harvard  Medical  School 
Courses  for  Graduates  will  offer  a Seminar  in  Legal 
Medicine  to  occupy  the  week  of  October  4 to  9, 
inclusive. 

The  study  is  planned  particularly  for  medical 
examiners  and  coroners’  physicians,  but  will  be 
open  also  to  any  other  suitable  graduate  of  an  ap- 
proved medical  school. 

The  course  will  be  practical  rather  than  theoretic 
and  will  consist  of  autopsy  demonstrations,  technic 
and  interpretation  of  laboratory  tests,  study  of  the 
day-by-day  cases  of  a medical  examiner,  round-table 
conferences,  and  the  many  subjects  now  included  in 
the  widening  field  of  legal  medicine.  In  order  that 
each  participant  may  receive  the  maximum  benefit, 
the  enrollment  has  been  limited  to  fifteen.  For  the 
Seminar  the  fee  is  $25.  Application  should  be  made 
on  or  before  October  1 to  Harvard  Medical  School, 
Courses  for  Graduates,  25  Shattuck  Street,  Boston, 
Massachusetts. 


THE  TIME  ELEMENT 

In  the  practice  of  medicine  the  importance  and 
significance  of  the  time  element  is  frequently  un- 
recognized. Many  lives  have  been  sacrificed  on 
the  altar  of  delay.  This  might  be  interpreted  as  a 
sad  commentary  on  medical  education  and  clinical 
acumen,  if  the  entire  truth  were  told. 

Possibly  the  whole  matter  goes  back  to  too  much 
emphasis  on  scientific  education.  What  a curious 
statement!  Scientific  education  should  make  our 
professional  service  of  infinite  value.  However, 
it  often  results  in  just  the  opposite.  Too  much 
emphasis  in  modern  education  may  be  placed  on 


instruments  of  precision  and  laboratory  studies  in 
order  to  make  a diagnosis.  How  easy  it  is  in  an 
obscure  case  to  “send  the  patient  to  the  x-ray  man 
to  learn  what  he  says,”  or  “to  have  blood  and  other 
laboratory  tests  made  in  order  to  reach  a diagnosis.” 
This,  too  often,  is  an  example  of  the  utmost  in 
childlike  simplicity.  Our  clinical  sense  is  sub- 
jugated to  scientific  methods.  If  these  do  not  con- 
firm the  diagnosis,  or  if  they  point  to  something  else, 
we  all  too  often  supinely  give  up  our  clinical  opinion 
and  lean  completely  on  the  scientific  data  for  the 
diagnosis. — Editorial,  Pennsylvania  Med.  J. 
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ORIGINAL  STUDIES  ON  THE  INTERNAL  DYNAMICS  OF  THE  INTRA- 
CAPSULAR  CATARACT  EXTRACTION 

Jacob  Goldsmith,  M.D.,  New  York  City 


IT  HAS  been  the  policy  of  some  ophthalmic 
surgeons  to  throw  discredit  upon  the  pro- 
cedure of  the  intracapsular  cataract  extraction. 
The  conjectural  remarks  which  they  so  fre- 
1 quently  offer  concerning  the  mechanical  details 
' I of  the  intracapsular  extraction  are  based  pri- 
| marily  upon  indirect  reasoning.  They  claim 
that  a relatively  large  degree  of  trauma  is  in- 
flicted upon  the  eye  during  the  delivery  of  the 
I lens  and  that  the  eye  undergoes  deleterious 
I changes  which  in  time  interfere  with  the  pa- 
tient's vision.  There  has  been  no  objective 
proof  presented,  and  it  appears  that  this  line  of 
thought  is  at  present  unfounded.  This  type  of 
operation  in  the  hands  of  a qualified  surgeon  is 
accomplished  with  a certain  degree  of  ease  and 
with  excellent  visual  results. 

It  was  during  the  study  of  the  zonular  lamella 
of  Berger1  that  the  idea  was  conceived  of  analyz- 
ing the  internal  dynamics  of  the  intracapsular 
cataract  extraction  by  direct  observation  through 
the  corneal  microscope  with  the  additional  idea 
of  presenting  a method  whereby  one  could 
study  the  effects  of  this  procedure  on  the  ana- 
tomic structures  in  the  anterior  segment  of  the 
eye.  In  this  manner,  a scientific  approach  is 
established  in  which  one  can  reason  fairly  ac- 
curately the  merits  this  operation  possesses, 
immediately  postoperative. 

These  experiments  are  the  first  of  their  kind 
ever  performed  on  human  eyes.  Employing  the 
aspiration  method,  fifty  intracapsular  cataract 
extractions  were  performed  on  eyes  enucleated 
from  cadavers  four  to  six  hours  after  death.  The 
youngest  person  was  38  years  of  age,  the  oldest 
75.  The  details  of  the  extraction  were  viewed 
through  the  corneal  microscope  from  various  as- 
pects upon  differently  prepared  specimens. 

This  paper  will  cover  a description  of  the  gross 
zonular  apparatus,  the  anterior  surface  of  the 
vitreous,  and  the  relation  of  the  lens  to  these 
structures  in  the  normal  eye,  followed  by  more 
elaborate  studies  of  these  structures  in  eyes  un- 
dergoing the  extraction.  Since  these  structures 
and  their  relations  are  fairly  constant  in  the 
normal  eyeball,  a proper  understanding  of  them 
will  enable  the  surgeon  to  appreciate  more  fully 
the  actual  changes  which  occur  during  the  opera- 
tive procedure. 

It  is  also  desirable  and  important  that  one 
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possess  the  basic  histologic  concepts  of  the  struc- 
tures in  the  anterior  segment  of  the  eye.  A nor- 
mal human  adult  eye  was  fixed  in  formalin,  run 
through  the  various  alcohols,  etc.,  and  sectioned 
serially  (employing  sagittal,  transverse,  and 
coronal  planes).  The  stains  used  were  Weigert, 
hematoxylin  and  eosin,  and  van  Gieson,  the  last 
giving  the  best  results.  In  this  manner,  a com- 
prehensive study  of  the  entire  zonule  of  Zinn  with 
all  its  intimate  relationship  was  made. 

Two  human  adult  eyes  with  incipient  lentic- 
ular changes  which  had  undergone  intracapsular 
extractions  were  also  fixed,  sectioned,  and  stained 
with  van  Gieson.  The  results  of  this  elaborate 
study  will  be  published  in  full  at  some  later  date. 
For  the  present,  it  can  be  stated  that  the  pro- 
cedure produced  a subminimal  amount  of  trauma 
to  the  structures  in  the  anterior  segment  of  the 
eye  as  shown  by  microscopic  investigation. 
There  was  no  evidence  of  a hyaloid  tear  grossly 
or  microscopically  and  the  ciliary  epithelium  in 
its  entirety  showed  no  damaging  effects  whatso- 
ever. The  vitreous  base  was  perfectly  intact  in 
all  sections  analyzed. 

The  following  description  made  with  the 
corneal  microscope  embraces  the  normal  anatomic 
structure  and  relation  of  the  lens,  zonule,  and 
vitreous  (anterior  border  layer). 

Normal  Anatomic  Structure  and  Relation  of 
Lens,  Zonule,  and  Vitreous  (Anterior 
Border  Layer) 

Before  proceeding  to  an  analysis  of  the  sus- 
pensory ligament,  it  would  not  be  amiss  to  de- 
scribe the  histologic  unit  of  this  system.  The 
zonular  fiber  consists  of  a structureless,  non- 
nucleated,  glassy  fiber.2  These  fibers  appear 
very  straight  and  taut  in  sections  and  differ  from 
fibers  in  that  they  do  not  assume  wavy  undula- 
tions which  characterize  the  vitreous  fibrillae. 
This  is  a very  important  point  in  the  differentia- 
tion of  the  two  systems  microscopically.  The 
zonular  fibers  arise  from  the  orbiculus  ciliaris 
and  unite  with  one  another,  forming  larger  fibers, 
and  these  in  turn  unite  to  form  zonular  bundles. 
They  reach  their  maximal  thickness  during  their 
course  through  the  ciliolenticular  space  and  dis- 
sociate themselves  again  into  their  histologic 
unit  (zonular  fiber)  during  its  insertion  into  the 
cuticular  membrane  of  the  lens  at  the  equator. 
They  vary  in  thickness  from  10  to  40  mu.  A 
cross  section  of  a zonular  bundle  reveals  that  it 
is  made  up  of  finer  fibers.  Distinguishing  the 
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Fig.  1.  Posterior  view  of  the  anterior  segment. 
The  anterior  vitreous  (V)  being  removed  from  the 
suspensory  ligament  (ZL)  and  the  lens  (L).  S is 
the  sclera.  The  suspensory  ligament  remained 
perfectly  intact. 

constituent  elements  is  very  difficult  because  of 
the  thorough  blending  of  these  fibers  by  an  in- 
tercellular cement  substance.  The  insertion  of 
these  fibers  in  a brushlike  fashion  into  the  lens 
cuticle  denotes  the  compound  nature  of  these 
larger  bundles.  Histochemically,  the  zonular 
fibers  stain  differently  from  the  vitreous  lamellae 
and  this  aids  one  considerably  in  differentiating 
the  anterior  border  layer  of  the  vitreous  from 
the  individual  zonular  bundles,  microscopically. 

Suspensory  Ligament. — The  eye  was  prepared 
as  follows:  A fresh  normal  eye  was  sectioned  into 
two  parts  through  the  equator;  the  posterior 
segment  was  discarded.  With  a very  fine  pair 
of  scissors  the  cornea  and  iris  were  removed. 
A decided  resistance  was  encountered  when  the 
vitreous  w*as  detached  from  its  base.  The  re- 
maining anterior  vitreous  peeled  away  from  the 
posterior  zonular  membrane  and  the  posterior 
lens  surface  with  relative  ease  except  at  the 
retroequatorial  region  of  the  lens,  where  a slight 
resistance  was  met. 

Posterior  Surface. — The  striking  anatomic 
point  here  was  the  complete  independence  cf  the 
vitreous  on  the  one  hand,  from  the  lens,  and  the 
posterior  zonular  membrane,  on  the  other.  The 


Fig.  2.  Successive  steps  of  an  experimental 
intracapsular  cataract  extraction  by  aspiration 
(posterior  view).  The  vitreous,  cornea,  and  iris 
were  removed.  The  fine  details  as  observed  through 
the  microscope  of  a slit  lamp  (described  under 
Sections  A,  B,  C,  and  D)  are  not  clearly  defined  in 
these  photographs  because  of  low  magnification, 
fineness  and  transparency  of  structure,  and 
poor  stereopsis.  The  pictures  are  enlargements  of 
prints  taken  with  a Leica  camera.  In  A,  N indi- 
cates the  nasal  side;  T,  the  temporal  side;  C,  the 
cork  rim;  E,  the  equator;  OS,  the  ora  serrata; 
OC,  the  orbiculus  ciliaris;  COR,  the  corona  ciliaris; 
CL,  the  circumlental  space  occupied  by  the  anterior 
and  posterior  zonular  membranes;  and  L,  the 
posterior  surface  of  the  lens.  In  B,  C is  the  glass 
cannula  applied  to  the  anterior  lens  capsule.  There 
is  traction  on  the  lateral  zonular  fibers  and  ciliary 
processes.  The  ciliary  processes  superiorly  are 
pulled  forward  and  upward.  H indicates  a hole  in 
the  zonular  membranes.  In  C,  ZF  indicates  intact 
inferior  zonular  fibers  with  adhering  agglutinated 
substance. 


vitreous  plays  no  role  in  the  gross  or  microscopic 
architecture  of  the  zonular  system.  This  is  a 
very  important  practical  point,  especially  in 
reference  to  the  intracapsular  cataract  extraction. 
The  complete  vitreous  with  all  its  coverings  can 
be  easily  removed,  leaving  the  zonular  apparatus 
completely  intact  (Fig.  1).  This  has  been  per- 
formed on  100  eyes  (human  and  cat).  The 
vitreous  is  independent  of  the  zonule  of  Zinn  for 
the  following  reasons:  (1)  by  nature  of  their 
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gross  and  histologic  arrangement;  (2)  histo- 
chemically  each  has  different  staining  qualities; 
and  (3)  embryologically,  they  are  separate 
systems.  At  the  85  to  100-mm.  stage,  one 
notices  a.  condensation  of  the  secondary  vitreous 
which  separates  it  from  the  zonular  system 
anteriorly  and  which  finally  becomes  complete  at 
term.3  Looking  from  above  downward,  one 
can  see  the  irregular  line  of  the  ora  serrata  and 
then  the  much  darker  zone  of  the  orbiculus 
ciliaris,  from  which  arise  by  one  or  two  elevations 
the  ciliary  processes  with  their  small  ridges  and 
valleys  concentrically  fixed  about  the  lens  and  fi- 
nally, the  posterior  surface  of  the  lens  (Fig.  2A). 
The  equator  of  the  lens  does  not  come  in  contact 
with  the  ciliary  base  and  is  separated  from  it  by 
about  1 mm.  This  is  the  circumlental  space  and 
is  occupied  by  the  free  portion  of  the  zonular 
bundles. 

The  first  structure  that  is  seen  from  the  pos- 
terior aspect  of  the  suspensory  ligament  is  a fine 
transparent  pellicle  which  commences  at  the 
posterior  border  of  the  orbiculus  ciliaris  and 
extends  forward  (covering  the  inner  surface  of 
the  ciliary  body)  as  far  as  the  equator  of  the  lens. 
This  membrane  consists  of  a system  of  small 
cords  seen  as  fine  refractile  bands,  especially 
opposite  the  ciliary  elevations.  These  are  the 
posterior  zonular  bundles.  The  union  of  these 
posterior  zonular  fibers  into  very  small  cords  is 
characteristic,  and  one  notices  about  2 or  3 of 
them  for  each  fissure.  This  membrane  is  closely 
applied  to  the  underneath  layer  at  the  level  of 
the  pars  plana,  as  so  beautifully  described  by 
Schwalbe,4  and  from  which  one  can  tear  away 
the  pigmentary  layer  after  removing  the  mem- 
brane. By  importing  a tap  to  the  lens,  this  mem- 
brane, which  is  in  contact  with  the  ciliary  crests, 
wedges  itself  in  between  the  ciliary  fissures  with- 
out going  to  its  depths  (Fig.  3). 

A unifying  semisolid  cement  substance  en- 
meshes the  small  zonular  cords  and  transforms 
them  into  a continuous  membrane  which  is  ex- 
tremely thin  and  delicate  except  in  those  portions 
re-enforced  by  the  zonular  bundles.  The  presence 
of  this  membrane  was  verified  after  the  examina- 
tion of  50  human  and  100  cats’  eyes.  This  find- 
ing convinces  one  beyond  doubt  of  the  existence 
of  an  agglutinated  interfibrillar  cement  substance. 
This  membrane,  furthermore,  shows  no  perfora- 
tions. Topolanski5  and  several  other  authors 
denied  the  existence  of  this  substance,  but  un- 
fortunately they  did  not  possess  the  corneal 
microscope  with  which  to  make  the  necessary 
observations.  Its  demonstration  can  be  easily 
shown  with  stains  and  gross  dissection. 

Anterior  Surface. — After  the  removal  of  the 
cornea  and  the  iris  up  to  its  base,  another  mem- 
brane can  be  seen  analogous  to  the  one  described 


Fig.  3.  Posterior  view.  The  vitreous  has  been 
removed.  The  lens  (L)  is  tapped  with  a spatula 
(S).  The  zonular  membrane  (ZM)  wedges  itself 
between  the  ciliary  fissures  (CF)  without  going  to 
their  depths. 


posteriorly,  which  is  formed  by  the  anterior 
zonular  bundles  (Fig.  4A).  The  lateral  walls  of 
the  anterior  tw'o-thirds  of  the  base  of  the  processes 
are  almost  rectilinear  in  the  direction  from  be- 
hind forward.  The  membrane  is  attached  to 
the  lens  and  lies  in  the  interval  between  the  tips 
of  the  ciliary  processes  and  the  equator  of  the 
lens.  The  posterior  zonular  leaf  raises  itself 
almost  vertically  while  the  anterior  zonular  leaf 
directs  itself  obliquely  up  and  posteriorly  to  meet 
the  posterior  leaf  at  the  junction  of  the  posterior 
and  middle  third  of  the  base  of  the  ciliary  proc- 
esses. This  membrane  is  also  transparent  and 
affords  a good  view  for  the  study  of  Hannover’s 
canal  (the  space  situated  between  the  anterior 
and  posterior  zonular  membranes) . The  anterior 
zonular  fibers  which  are  condensed  into  bands 
do  not  attain  the  thickness  of  the  posterior  zonu- 
lar bands.  As  soon  as  the  anterior  zonular 
bundles  reach  the  ciliary  processes,  they  proceed 
immediately  into  the  depths  of  the  valleys  with- 
out preference  for  the  lateral  walls.  The  an- 
terior zonular  leaf  is  a semipermeable  membrane 
which  separates  Hannover’s  canal  from  the  pre- 
zonular  space  containing  aqueous  humor. 

Lateral  View. — To  obtain  a lateral  view  of  the 
suspensory  ligament,  the  anterior  hemisphere  is 
sectioned  sagittally  through  the  middle  of  the 
lens  with  a sharp  razor.  It  is  advisable  to  cut 
the  sclera  and  ciliary  body  first  with  a scissors 
on  either  side  as  far  as  the  equator  and  then  use 
the  razor  to  divide  the  lens.  If  an  attempt  is 
made  to  section  the  entire  hemisphere  without 
severing  the  sclera  first,  a tearing  and  distortion 
of  the  zonular  system  follows.  This  is  a very 
delicate  system  and  great  care  must  be  exerted 
in  its  preparation. 
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Fig.  4.  Successive  steps  of  an  experimental 
intracapsular  extraction  by  aspiration  (anterior 
view).  The  vitreous,  cornea,  and  iris  were  removed. 
In  A,  N indicates  the  nasal  side;  T,  the  temporal 
side;  C,  the  cannula;  CR,  the  cork  rim;  S,  the 
cut  edge  of  the  sclera;  CR,  the  ciliary  ridge;  CL, 
the  circumlental  space  occupied  by  the  zonular 
membranes;  and  L,  the  anterior  surface  of  the  lens. 
B and  C demonstrate  stretching  and  rupturing  of 
individual  zonular  fibers.  Many  holes  are  visible. 
The  ciliary  ridges  superiorly  project  forward  and 
upward. 

The  zonular  system  is  seen  as  a triangular 
canal  and  the  name  “triangular  ligament”  was 
given  to  it  by  Merkel6  (Fig.  5).  The  base  is 
formed  by  the  equator  of  the  lens;  the  anterior 
and  posterior  zonular  leaves  form  the  anterior 
and  posterior  walls,  respectively;  and  the  junc- 
tion of  the  two  previously  mentioned  membranes 
at  the  base  of  the  ciliary  processes  forms  the 
summit  of  the  triangle. 

In  1723,  Petit  injected  air  into  the  potential 
space  between  the  hyaloid  and  the  posterior 
zonular  membrane,  producing  artificially  what 
wras  subsequently  called  Petit’s  canal.  A sim- 
ilar injection  of  air  was  made  by  Hannover  in 
1852,  around  the  periphery  of  the  lens  between 
the  anterior  and  posterior  layers  of  the  suspensory 
ligament,  and  it  was  accordingly  given  the  name 
“Hannover’s  canal.” 

After  injections  of  various  dyes  (picrocarmine, 
azure  blue,  and  Mallory  blue)  into  Hannover’s 
space  and  many  dissections  of  its  anterior  and 


Fig.  5.  Sagittal  section  of  a human  eye.  The  1 
boundaries  of  the  triangular  ligament  of  Merkel  | 
are  clearly  shown.  Also  known  as  Hannover’s  1 
Canal.  L,  lens;  CP,  ciliary  process;  S,  sclera. 

posterior  boundaries  under  view  of  the  corneal  | 
microscope,  one  is  definitely  convinced  of  its  | 
existence. 

Relation  of  the  Zonular  Fibers  to  the  Ciliary  j 
Processes 

The  entire  base  of  the  ciliary  process  lies  in  I 
the  prezonular  space — that  is,  in  the  posterior  | 
chamber  which  is  situated  in  front  of  the  tri-  I 
angular  ligament  and  is  constantly  bathed  with  | 
aqueous  humor.  The  anterior  and  posterior  I 
zonular  bundles  intermingle  with  one  another  I 
at  the  base  of  the  ciliary  process,  and  some  of  I 
them  crisscross  plane  by  plane.  The  single  I 
zonular  membrane  which  extends  backward  caps  I 
the  posterior  third  of  the  ciliary  processes  inti-  I 
mately  and  is  partially  isolated  from  it.  The  I 
attachment  of  the  ciliary  pigment  cells  under-  1 
neath  consists  primarily  of  fine  supporting  fibers,  I 
and  it  is  possible  to  detach  the  zonular  layer  in  its 
entirety  in  this  region  without  carrying  away  the  I 
pigmented  cells.  The  older  histologists  stated  1 
that  the  prezonular  space  was  continuous  as  far  I 
back  as  the  ora  serrata.  It  has  definitely  been  I 
shown,  however,  that  this  conception  was  er-  I 
roneous.  The  posterior  chamber  extends  up  1 
and  posteriorly  as  far  as  the  middle  of  the  ciliary  I 
valleys. 

Relation  Between  the  Posterior  Zonular  \ 
Leaf  and  the  Hyaloid  Membrane 

In  1893  Berger7  stated  that  the  posterior  I 
zonular  leaf  had  nothing  to  do  with  the  hyaloid.  I 
Recent  investigations  with  the  high-power  slit  I 
lamp  and  gross  dissections  substantiate  this  con- 
cept. Air8  and  various  dyes  have  been  injected 
into  this  space  time  and  again.  On  many  occa- 
sions it  has  been  possible  to  sever  all  the  zonular  j 
fibers  (anterior  as  well  as  posterior).  This  is 
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performed  in  the  following  manner:  After  the 
cornea  and  iris  have  been  removed,  the  anterior 
zonular  bundles  are  severed  completely  about  the 
lens,  leaving  the  posterior  zonular  bundles  be- 
hind. By  pushing  the  inferior  equator  of  the 
lens  slightly  up  and  backward,  the  superior  part 
of  the  lens  is  brought  forward  with  the  attached 
posterior  zonular  bundles.  These  are  then 
severed  without  damage  to  the  hyaloid.  In  this 
way,  the  remaining  posterior  zonular  bundles  can 
be  broken  completely.  The  hyaloid  was  then 
stained  with  azure  blue  (stains  zonular  bundles 
blue),  and  no  zonular  bundles  were  visible  with 
the  high-power  corneal  microscope.  The  entire 
vitreous  was  detached  posteriorly,  leaving  the 
zonular  apparatus  intact.  The  anterior  border 
layer  of  the  vitreous  was  stained  with  azure  blue, 
and  again  no  zonular  fibers  were  found  as  far 
back  as  the  vitreous  base.  The  absence  of 
zonular  fibers  in  the  hyaloid  was  also  demon- 
strated after  intracapsular  cataract  extractions. 
The  above  is  further  proof  of  the  absolute  in- 
dependence of  the  hyaloid  from  the  zonular 
apparatus  and  of  the  existence  of  a virtual  space 
(Petit’s  canal)  which  lies  between  the  posterior 
zonular  leaf  and  the  hyaloid. 

Attachment  of  the  Zonular  Bundles  to  the 
Lens 

The  zonular  bundles  dissociate  themselves 
into  their  constituent  elements  at  different  levels 
along  their  path  of  insertion  onto  the  lens. 
This  layer  is  the  much-disputed  zonular  lamella 
of  Berger.  The  pre-  and  retroequatoriai  fibers, 
insert  themselves  in  a tangential  manner  into  the 
thin  pericapsular  membrane  of  Retzius,  which 
surrounds  the  true  capsule  of  the  lens.  The 
equatorial  bundles  insert,  however,  in  a per- 
pendicular fashion  and  can  be  seen  as  conelike 
projections  from  the  cuticular  membrane.  Very 
few,  if  any,  penetrate  into  the  true  capsule  of  the 
lens.  The  insertion  ring  of  the  anterior  zonular 
fibers  occupies  a larger  surface  area  of  the  lens 
than  the  posterior  zonular  fibers,  and  both  are 
marked  centrally  by  a sinuous  fine.  This  was 
easily  demonstrable  after  Hannover’s  canal  was 
injected  with  Mallory  blue. 

Anterior  Border  Layer  of  the  Vitreous 
/Hyaloid  Membrane/ 

About  the  middle  of  the  orbiculus  ciliaris,  a 
thickening  of  the  external  framework  of  the 
vitreous  again  appears.  It  stretches  out  over 
the  whole  of  the  anterior  surface  of  the  vitreous. 
The  hyaloid  membrane  separates  the  vitreous 
from  the  suspensory  ligament  and  the  lens  and  is 
called  the  anterior  border  layer.  This  layer  is 
formed  by  the  condensation  of  a large  number  of 
superficial  parallel  lamellae  of  the  vitreous.  The 


Fig.  6A.  A modified  Barraquer’s  glass  cannula  for 
suction  in  intracapsular  cataract  extraction. 

Fig.  6B.  A Dimitry  cataract  suction  disk. 


hyaloid  is  thin  and  transparent  and  remains  un- 
changed up  to  the  equator  of  the  lens. 

On  the  anterior  face  there  is  a depression,  the 
della  or  fossa  patellaris,  and  this  is  the  negative 
cast  of  the  posterior  surface  of  the  lens.  Run- 
ning out  from  here  to  the  shoulder  of  the  vitreous, 
there  are  grooves  corresponding  to  the  ciliary 
processes.  The  vitreous  is  fixed  most  firmly  to 
the  ciliary  epithelium  in  a zone  some  1.5  mm. 
broad  immediately  adjacent  to  the  ora  serrata. 
This  zone  is  called  the  base  of  the  vitreous  and  its 
significance  other  than  purely  anatomic  is  im- 
portant. All  of  the  vitreous  fibrils  spring  from 
this  region  and  fan  out  in  all  directions.  The 
majority  enter  into  the  nucleus  of  the  vitreous. 

Posterior  to  the  vitreous  base,  one  notices  a 
shell  of  condensation  becoming  thinner  as  it  goes 
back  because  it  continually  gives  off  fibers  toward 
the  center  of  the  vitreous  body.  The  vitreous, 
anterior  to  the  base,  is  united  to  the  inner  surface 
of  the  ciliary  body  only  here  and  there  by  deli- 
cate processes  and  mediately  by  zonular  fibers. 

A further  although  considerably  weaker  fine 
of  adherence  to  the  lens  occurs  in  the  form  of  a 
ring,  8 to  9 mm.  in  diameter,  and  is  called  the 
ligamentum  hyaloideo-capsulare  of  Wieger.9 
Elsewhere,  the  vitreous  is  separated  from  the 
lens  by  a capillary  space.7 

Studies  During  Experimental  Intracapsular 
Cataract  Extractions 

In  the  beginning  of  the  studies,  it  was  decided 
to  use  a glass-constructed  cannula  which  had  ap- 
proximately the  same  measurements  as  the  Bar- 
raquer’s  instrument  (Fig.  6A).  This  works  on 
the  principle  of  ordinary  water  suction.  Since 
then  the  Dimitry  cataract  suction  disk  (Fig.  6B) 
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Fig.  7.  High  power.  Ruptured  zonular  bundles 
(ZB)  with  the  adherent  torn  interfibrillar  cement 
substance.  Zonular  bundles  emerging  from  the 
ciliary  valleys  (CV).  L is  the  lens. 

has  been  employed  with  very  satisfactory  results. 
To  maintain  stability  of  the  prepared  enucleated 
eyeball  during  the  experiments,  it  was  necessary 
to  prepare  a circular  rim  from  plastic  material 
possessing  a diameter  of  28  mm.  The  eyeball  was 
then  sutured  firmly  to  the  rim  by  means  of  the 
four  recti  muscles.  This  was  then  placed  into  the 
prepared  groove  of  a cork  base  which  had  been 
attached  securely  to  the  chin  rest  of  a slit  lamp. 

All  of  the  following  experimental  intracapsular 
extractions  were  observed  through  the  corneal 
microscope  after  the  prepared  eyeballs  were 
attached  in  the  manner  described.  By  means 
of  this  procedure,  the  mechanical  details  of  the 
operation  and  the  effects  on  the  anatomic  struc- 
tures in  the  anterior  segment  of  the  eye  were 
viewed.  A modified  Barraquer’s  technic  with- 
out tumbling  of  the  lens  was  employed  for  all  of 
the  extractions. 

The  descriptions  to  follow  will  be  divided  into 
four  sections,  each  section  embracing  a different 
view.  The  photographs  in  Figures  2,  4,  8,  and  9 
demonstrate  the  successive  steps  of  an  intra- 
capsular extraction  from  various  aspects.  Owing 
to  photographic  difficulties,  poor  stereopsis,  and 
fineness  of  structure,  it  was  impossible  to  illus- 


trate clearly  the  many  fine,  detailed  changes  which  0 
occurred  during  the  procedure.  i 

Section  A:  Posterior  View  with  Vitreous  Removed  J 

After  a freshly  enucleated  human  eyeball  had  tl 
been  sectioned  through  the  equator,  the  entire  o: 
vitreous  body  was  removed.  A marked  degree  i 
of  resistance  was  encountered  at  the  base  of  the  a 
vitreous  and  much  less  resistance  when  the  i i 
vitreous  was  separated  from  the  posterior  lens 
capsule.  The  cornea  and  iris  were  completely  p 
removed.  The  anterior  segment  was  mounted  a 
as  previously  described  so  that  the  posterior  view  li 
of  the  anterior  segment  was  visible  (Fig.  2). 

The  Dimitry  cataract  suction  disk  was  applied  a 
a little  above  the  center  of  the  anterior  lens  cap-  f 
sule.  The  lens  was  drawn  forward  and  upward  i 
with  side-to-side  movements,  placing  the  anterior  I 
and  posterior  zonular  bundles  under  tension,  t 
The  stretching  of  the  bundles  was  clearly  seen 
from  4 to  8 o’clock.  The  ciliary  processes  from 
10  to  2 o’clock,  which  were  straddled  by  the 
zonular  membranes,  shifted  with  the  immediately 
adjacent  structures  forward  and  sideways  with 
each  horizontal  excursion  of  the  Dimitry  disk. 
Below,  the  ciliary  processes  and  the  anterior 
orbiculus  ciliaris  were  pulled  forward  and  up- 
ward. 

When  the  traction  on  the  lens  was  released, 
the  ciliary  processes  resumed  their  former  shapes 
and  several  rents  were  seen  in  the  zonular  mem-  j 
branes  at  5,  7,  11,  12,  and  1 o’clock.  These  |( 
rents  represented  the  ruptured  zonular  bundles 
and  tears  in  the  surrounding  interfibrillar  cement  i! 
substance.  In  similar  experiments,  tears  were  j 
noted  in  different  places  at  the  same  stage  of  the 
procedure.  This  probably  signifies  that  there  j 
are  other  factors  to  be  considered,  such  as:  the 
varying  strength  of  the  zonular  bundles,  the  type 
of  operative  procedure  employed,  etc.  When 
greater  traction  was  resumed,  the  foregoing 
picture  was  reproduced  but  with  more  evident 
pull  on  all  the  structures  concerned.  Some  of  the 
inferior  zonular  bundles  were  stretched  as 
much  as  4 mm.  before  they  began  to  rupture. 
With  the  lens  midway  in  delivery,  the  infero- 
lateral  and  lateral  zonular  bundles  were  stretched 
to  their  maximum  in  a straight  line,  and  the 
breaking  occurred  nearer  to  their  lenticular  at- 
tachment. This  was  observed  by  the  following 
method : A dilute  solution  of  azure  blue  was  in- 
jected into  Hannover’s  canal  and  the  extraction 
viewed  by  transillumination.  The  traction  pull 
was  transferred  later  in  the  extraction  to  the 
remaining  intact  superior  and  superolateral  zonu- 
lar bundles. 

The  zonular  bundles  broke  and  the  interfibrillar  jj 
cement  substance  tore  gradually  but  constantly  |l 
from  the  beginning  to  the  end  of  the  extraction  | 
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(Fig.  7) . As  soon  as  the  bundles  broke,  there  was 
a quick  recoil  of  the  ruptured  ends  in  opposite 
directions  (comparable  to  the  severing  of  a 
stretched  elastic).  One  end  was  pulled  toward 
the  posterior  ciliary  valley  and  the  other  end 
onto  the  lens  proper  in  the  region  of  its  attach- 
ment. One  could  plainly  see  the  adhering  torn 
agglutinated  cement  substance  to  the  individual 
zonular  bundles. 

When  the  lens  was  completely  delivered,  the 
remaining  structures  resumed  their  former  shapes 
and  positions  with  the  exception  of  the  superior 
half  of  the  circumference.  Here  the  moderately 
curved  ciliary  processes  and  the  corresponding 
adjacent  orbiculus  ciliaris  were  drawn  slightly 
forward  from  the  underlying  sclera.  By  teasing 
with  a fine  needle  the  surfaces  of  the  ciliary  val- 
leys, the  lateral  borders  of  the  ciliary  processes, 
the  anterior  orbiculus  ciliaris,  and  the  pre-  and 
retroequatorial  regions  of  the  lens,  the  severed 
zonular  bundles  and  remnants  of  the  semisolid 
substance  could  be  picked  up  and  demonstrated 
easily. 

Section  B:  Anterior  View  with  Vitreous  Removed 

The  preparation  of  the  eye  was  exactly  like 
that  under  Section  A and  mounted  so  that  the 
anterior  view  was  available  for  study  (Fig.  4). 
The  demonstration  of  the  anterior  two-thirds  of 
the  bases  of  the  superior  and  superolateral  ciliary 
processes  being  drawn  forward  and  straddled 
by  the  tense  zonular  membranes  was  unusually 
interesting  from  this  view.  During  the  extrac- 
tion, we  noticed  that  the  superior  zonular  bundles 
were  curved  over  the  iris  root  and  the  ciliary 
ridges.  These  two  structures  formed  a resistance 
bar  which  facilitated  early  rupture  of  the  superior 
zonular  bundles.  The  inferior  and  inferolateral 
zonular  bundles  reached  their  maximal  limit  of 
stretching  before  they  began  to  tear.  By  inject- 
ing Hannover’s  canal,  as  in  Section  A,  and  study- 
ing the  extraction  by  transillumination,  we  again 
visualized  the  rupturing  of  the  zonular  bundles 
closer  to  their  lenticular  insertion.  This  view 
was  presented  to  supplement  the  posterior  view  as 
described  in  the  previous  section. 

Section  C:  Posterior  View  with  Anterior  Border 
Layer  of  the  Vitreous  Intact 

The  structures  in  the  anterior  segment  ap- 
peared smaller  and  distorted  after  the  vitreous 
body  had  been  sectioned  through  the  equator. 
This  followed,  since  the  posterior  portion  of  the 
remaining  half  of  the  vitreous  formed  an  irregular 
concavity  which  acted  as  a myopic  cylindric  lens 
(Fig.  8). 

The  lens  and  a corresponding  area  in  the 
hyaloid  membrane  were  drawn  forward  after 
the  Dimitry  disk  had  been  applied.  The  sur- 
rounding hyaloid  membrane  followed  more 


slowly.  A grayish-black  concentric  ring  was 
noted  at  the  retroequatorial  region  of  the  lens 
This  corresponded  to  Egger’s  line,  the  outermost 
circle  of  contact,  which  exists  between  the  hyaloid 
membrane  and  the  posterior  lens  capsule.  The 
posterior  zonular  bundles  were  seen  indistinctly 
because  of  the  intervening  hyaloid  membrane, 
and  evidence  of  their  stretching  and  tearing  on 
the  anterior  surface  of  this  membrane  was  noted 
interiorly.  Superiorly,  the  hyaloid  membrane 
was  placed  under  greater  tension  with  the  rising 
lens.  This  was  indicated  by  the  following  signs: 
(1)  the  hyaloid  membrane  wedged  itself  in  be- 
tween the  ciliary  fissures  without  going  to  their 
depths,  and  (2)  an  indentation  of  the  membrane 
was  present  between  the  ciliary  ridges  and  the 
rising  portion  of  the  membrane  which  was  still 
attached  to  the  posterior  lens  capsule. 

The  tension  which  resulted  from  the  increased 
stretching  of  the  hyaloid  membrane  and  zonular 
bundles  was  usually  transmitted  backward  along 
the  inner  surface  of  the  ciliary  body.  The  afore- 
mentioned traction,  plus  the  possible  transuda- 
tion of  serum  from  the  relaxed  choroidal  blood 
vessels  into  the  suprachoroidal  space,  was  usually 
sufficient  to  cause  a partial  detachment  of  the 
ciliary  body  (Section  A).  In  order  to  appreciate 
this  change,  it  must  be  remembered  that  the 
outer  surfaces  of  the  ciliary  body  and  anterior 
choroid  are  loosely  attached  to  the  sclera  by 
delicately  long,  thin  suprachoroidal  lamellae. 
Consequently,  in  these  areas  direct  attachment 
of  the  ciliary  body  and  the  choroid  to  the  sclera 
is  almost  negligible. 10,11  Since  all  the  zonular 
fibers  arise  from  the  entire  surface  of  the  orbicu- 
lus ciliaris,  any  moderate  degree  of  traction 
on  it  should  be  sufficient  to  detach  the  ciliary 
body  from  the  sclera.  This  picture  was  dupli- 
cated in  the  majority  of  the  extractions  performed 
in  the  experiments. 

When  the  extraction  was  almost  completed,  the 
superior  indentation  and  the  impressions  of  the 
ciliary  fissures  in  the  hyaloid  became  less  and  less 
accentuated.  This  occurred  because  of  the 
gradual  separation  and  retraction  of  the  mem- 
brane from  the  posterior  lens  capsule  from  above 
downward.  At  this  stage,  all  of  the  zonular 
bundles  had  ruptured  inferiorly  and  laterally. 
The  hyaloid  membrane  occupied  the  space  im- 
mediately behind  the  iris  at  the  end  of  the  ex- 
traction. 

Section  D:  Anterior  View  with  Vitreous  Intact 

During  the  extraction  of  the  lens,  an  added 
resistance  could  be  felt  other  than  that  offered 
by  the  anterior  and  posterior  zonular  bundles 
(Fig.  9).  As  the  hyaloid  membrane  was  hidden 
by  the  presenting  lens,  one  was  obliged  to  study 
it  inferiorly  only  after  several  holes  had  been 
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Fig.  8 Fig.  9 

Fig.  8.  Successive  steps  of  an  experimental  intracapsular  extraction  by  aspiration  with  the  anterior 
surface  of  the  vitreous  intact  (posterior  view).  The  cornea  and  iris  were  removed.  In  A,  N indicates  the 
nasal  side;  T,  the  temporal  side;  CR,  the  cork  rim;  S,  the  cut  edge  of  the  sclera;  Y,  the  anterior  surface 
of  the  vitreous;  CP,  the  ciliary  processes;  H,  a highlight;  and  L,  the  posterior  surface  of  the  lens.  In  B 
the  ciliary  processes  and  the  hyaloid  membrane  (HM)  superiorly  are  lifted  upward  and  forward.  The 
membrane  above  is  indented  between  the  rising  lens  and  the  ciliary  ridge.  The  zonular  fibers  are  rupturing 
below.  In  C,  many  inferior  zonular  fibers  are  ruptured.  With  gradual  separation  of  the  lens,  the  traction 
on  the  superior  ciliary  processes  and  the  hyaloid  membrane  diminishes.  The  hyaloid  membrane  is  seen 
clearly  with  its  regular,  grayish,  condensed  lamellae.  In  D,  the  lens  has  been  delivered.  H indicates  a 
large  highlight  on  the  hyaloid  membrane.  The  superior  ciliary  ridges  point  forward  and  upward. 

Fig.  9.  Successive  steps  of  an  experimental  intracapsular  extraction  by  aspiration  (anterior  view). 
The  cornea  and  iris  were  the  only  structures  removed.  In  A,  CR  indicates  the  cork  rim;  S,  the  cut  edge 
of  the  sclera;  C,  the  cannula;  Cr,  the  eiliary  ridges;  and  L,  the  anterior  lens  capsule.  Stretching  of  the 
zonular  membranes  is  demonstrated.  In  B,  many  inferior  zonular  fibers  have  ruptured.  In  C,  the  hyaloid 
membrane  is  indented  above  but  is  still  adherent  to  the  inferior  part  of  the  posterior  lens  capsule.  The  | 
ciliary  ridges  are  projecting  forward  and  upward.  In  D,  a highlight  (H)  is  shown  in  the  depth  of  the  fossa 
patellaris.  The  lens  has  been  delivered. 


produced  in  the  anterior  and  posterior  zonular 
membranes. 

The  hyaloid  membrane  separated  from  the 
posterior  zonular  membrane  with  a greater  facil- 
ity than  it  did  from  the  posterior  lens  capsule. 
This  was  possible  since  air  and  dyes  had  been 
injected  separately  between  the  hyaloid  mem- 
brane and  the  posterior  surface  of  the  zonular 
system.  In  previous  experiments,  it  appeared 
that  very  fine  fibers  were  rupturing  between  the 
two  surfaces  during  the  extraction,  but  recent 
studies  showed  that  it  was  the  breaking  up  of 
larger  fluid  droplets  into  smaller  ones. 

The  following  experiment  was  performed  to 
furnish  further  proof  of  a definite  resistance  of- 
fered by  the  hyaloid  during  intracapsular 


cataract  extraction.  The  anterior  and  posterior  i 
zonular  bundles  were  cut  through  concentrically  | 
without  disturbing  the  lens  from  the  patellar  i| 
fossa,  and  an  attempt  was  made  to  remove  the  iy 
lens  by  drawing  it  directly  forward  in  the  axis  of  il 
the  eyeball.  A decided  resistance  was  felt,  even  1 
though  the  lens  had  its  zonular  bundles  detached  1 1 
completely.  On  removal  of  the  lens  in  this  man-  ra 
ner  the  separation  occurred  very  slowly.  The  I 
patellar  fossa,  which  was  concave,  now  became  I 
convex  (herniated)  and  in  this  way  the  separation  | \ 
of  the  hyaloid  membrane  was  effected  con-  || 
centrically  from  the  equator  of  the  lens. 

The  lens  was  held  in  the  patellar  fossa  mainly  1 
by  a negative  pressure  and  partially  by  the  || 
questionable  ligamentum  hyaloideo-capsulare.  I 
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When  an  attempt  was  made  to  deliver  the  lens 
in  a tangential  manner,  it  separated  easily  from 
the  hyaloid.  This  occurred  as  soon  as  part  of 
the  ligamentum  hyaloideo-capsulare  ruptured. 
It  required  only  a very  slight  degree  of  traction. 
This  was  followed  by  the  entrance  of  the  at- 
mospheric pressure  between  the  hyaloid  and  the 
posterior  lens  capsule,  resulting  in  neutralization 
of  the  negative  pressure  which  originally  existed 
here.  This  mechanism  facilitated  further  separa- 
tion of  the  two  remaining  surfaces  up  to  the 
completion  of  the  intracapsular  extraction. 
The  above  dynamics  can  be  demonstrated  by 
using  a plus  14.00  spherical  lens  with  a cor- 
responding myopic  lens,  whose  curvatures  of 
contact  coincide  exactly. 

With  the  extraction  of  the  lens  complete,  the 
hyaloid  membrane  became  entirely  visible.  A 
large  depression  was  noted  which  corresponded  to 
the  patellar  fossa.  In  several  experiments, 
herniation  of  the  membrane  was  found  instead  of 
the  usual  depression.  Many  light-grayish  bands 
were  visible  in  the  membrane,  some  assuming 
linear  configurations  of  varying  sizes,  while  others 
appeared  circular.  This  was  a characteristic 
tendency  assumed  by  the  superficial  lamellae 
of  the  anterior  border  layer  of  the  vitreous. 
The  hyaloid  membrane  was  thin,  transparent, 
and  offered  an  elastic  resistance  to  an  applied 
force.  When  the  intravitreous  pressure  was 
increased  (pressure  on  the  sclera  posteriorly),  the 
anterior  vitreous  bulged  forward  in  a conelike 
projection.  No  vitreous  was  expressed  during 
this  manipulation.  On  releasing  the  pressure 
posteriorly,  the  projection  cone  anteriorly  dis- 
appeared and  the  concavity  of  the  patellar  fossa 
was  resumed  again.  If  a tear  was  made  in  the 
hyaloid  membrane  and  pressure  then  applied, 
the  vitreous  flowed  freely  from  the  site  of  the 
tear.  The  hyaloid  was  torn  easily  when  punc- 
tured and  the  edges  of  the  wound  gapped  be- 
cause of  the  inherent  retractility  of  the  mem- 
brane. 12  In  the  majority  of  the  experiments,  the 
rim  of  the  hyaloid  membrane  adjacent  to  the 
fossa  occupied  the  space  immediately  behind  the 
iris.  The  anterior  lens  capsule  was  made  to 
rupture  during  the  course  of  an  intracapsular 
cataract  extraction.  The  nucleus  and  most  of 
the  free  cortex  was  aspirated  at  this  time.  By 
grasping  the  capsule  of  the  lens  at  the  equator, 
it  was  possible  to  peel  away  slowly  the  entire 
capsule  from  the  hyaloid  membrane  without 
producing  any  trauma  to  this  structure  (Fig.  10). 

Comment 

The  moderate  degree  of  shifting  of  the  corona 
ciliaris  and  the  anterior  part  of  the  orbiculus 
ciliaris  wdiich  was  observed  during  the  original 
experiments  in  1937,  under  Sections  A and  C, 


was  misleading.  The  impression  was  given  that 
a relatively  large  traction  force  w^as  being  exerted 
upon  these  structures.  The  present  experiments 
demonstrated  that  this  occurred  because  the 
ciliary  body  had  been  previously  detached  from 
the  sclera.  This  separation  wras  favored  by  two 
important  factors:  (1)  the  early  severing  of  the 
delicate  and  infrequent  lamellae  in  the  supra- 
choroidal  space  which  connect  the  ciliary  body 
to  the  sclera,  and  (2)  the  decrease  in  intraocular 
tension  immediately  after  the  corneal  section, 
which  resulted  in  transudation  of  serum  from 
the  relaxed  choroidal  blood  vessels  into  the 
suprachoroidal  space.10*11  Since  the  zonular 
fibers  arise  in  their  entirety  from  the  complete 
surface  of  the  orbiculus  ciliaris,  any  traction 
exerted  upon  them  would  in  turn  be  transferred 
to  the  internal  surface  of  the  ciliary  body.  Such 
traction  therefore  would  cause  a relatively  grea  er 
shifting  of  the  ciliary  body  because  of  its  pre- 
viously induced  detached  state. 

C.  S.  O’Brien13  examined  a series  of  50  pa- 
tients postoperatively  (from  the  first  to  the 
seventh  day)  and  found  flat  choroidal  detach- 
ments encircling  the  entire  periphery  in  33. 
The  remaining  patients  exhibited  partial  separa- 
tions. Another  group  of  92  were  studied  by 
O’Brien14  during  or  immediately  after  operation 
and  86  demonstrated  choroidal  detachments, 
an  incidence  of  93  per  cent. 

It  has  been  knowm  for  a long  time  that  detach- 
ments of  the  ciliary  body  and  anterior  choroid 
can  follow  other  intraocular  surgical  procedures, 
such  as  trephines,  Lagrange’s,15  and  extracapsular 
cataract  extractions.  Any  operation  which  causes 
a fall  in  the  intraocular  pressure  produces  a state 
which  is  conducive  to  detachments.  It  is  con- 
ceivable, therefore,  that  the  traction  on  the 
zonular  fibers  during  an  intracapsular  cataract 
extraction  is  only  partially  to  blame  for  the 
ciliary  body  and  anterior  choroidal  detachments. 
Whether  or  not  these  separations  produce  detri- 
mental changes  to  the  integrity  of  an  eye  cannot 
be  answered  at  present. 

Experimentally,  Csillag12  performed  a number 
of  intracapsular  extractions  on  pigs’  eyes  and 
observed  that  the  lamellae  of  the  hyaloid  mem- 
brane separated  wTith  moderate  difficulty  from  the 
posterior  lens  capsule.  The  hyaloid  invariably 
followed  the  lens  during  its  delivery  and  separated 
from  it  at  right  angles  to  the  axis  of  dislocation. 
The  negative  pressure  between  the  posterior  lens 
capsule  and  the  hyaloid  was  unusually  strong  in 
the  pig’s  eye.  A similar  pressure  was  found  to 
exist  in  the  human  eye  but  to  a lesser  degree. 
The  experiments  in  Sections  C and  D prove  that 
such  a force  normally  exists  between  the  lens  and 
the  hyaloid  membrane. 

Twm  other  experiments  which  were  performed 
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many  times,  demonstrating  conclusively  the 
strong  negative  pressure,  were  as  follows: 

1.  The  anterior  and  posterior  zonular  mem- 
branes were  severed  completely  around  the 
entire  circumference  of  the  lens  without  disturb- 
ing the  posterior  lens  capsule  from  the  patellar 
fossa.  The  stump  of  the  optic  nerve  was  held 
with  the  lens  facing  downward.  The  lens  did 
not  fall  out  of  the  patellar  fossa  because  the  syr- 
faces  of  contact  were  held  together  by  a nsSgiv#. 
force. 

2.  A human  eyeball  was  severed  through  its 
equator.  The  anterior  vitreous  was  separated 
from  its  firm  attachment  to  the  ora  serrata  and 
the  immediately  adjacent  orbiculus  ciliaris  up 
to  its  lenticular  union  posteriorly.  The  cut  edges 
of  the  sclera  were  grasped  with  forceps  and  the 
anterior  segment  held  in  such  a manner  as  to 
permit  the  vitreous  to  hang  downward.  The 
loosening  of  the  hyaloid  from  the  lens  took  place 
with  difficulty.  It  was  necessary  to  grasp  the 
vitreous  behind  the  lens  and  pull  downward 
gradually  before  effecting  the  separation  of  the 
hyaloid  from  the  posterior  lens  capsule . Examina- 
tion of  the  hyaloid  showed  it  to  be  perfectly 
intact  after  this  manipulation.  No  holes  were 
discernible  and  no  zonular  fibers  demonstrable 
after  staining  with  azure  blue. 

The  separation  of  the  hyaloid  membrane  from 
the  inner  surface  of  the  anterior  half  of  the 
ciliary  body  to  which  it  is  united  directly  only 
here  and  there  by  delicate  processes  and  medi- 
ately by  zonular  bundles  was  shown  in  Section  D. 
It  is  not  possible  to  observe  this  clinically  because 
it  is  not  within  the  range  of  visibility  ophthal- 
moscopically.  With  the  corneal  incision  healed 
and  drainage  re-established  in  the  anterior 
chamber,  a readjustment  of  the  partially  detached 
hyaloid  to  its  former  position  over  the  ciliary 
processes  will  very  likely  follow. 

A case  was  recently  reported  by  Bassin16  of 
detachment  of  the  vitreous  in  the  area  adjacent 
to  the  ora  serrata  (base  of  the  vitreous)  following 
intracapsular  extraction.  Slit  lamp  examination 
showed  a whitish-gray  membrane  with  a thickened 
margin  and  folds  running  to  it.  The  membrane 
was  in  the  frontal  plane  oscillating  slightly  on 
extreme  motion  of  the  eye.  Bassin  thought 
that  the  detachment  of  the  vitreous  was  caused 
by  the  pressure  on  the  eye  and  also  by  massage 
during  the  difficult  delivery  of  the  lens. 

It  was  only  after  the  vitreous  base  had  sus- 
tained marked  trauma  directly  that  it  was 
possible  to  observe  in  several  of  the  experiments 
(Section  D)  a partial  detachment  of  the  vitreous 
base. 

The  amount  of  trauma  inflicted  on  the 
vitreous  base  during  an  intracapsular  extraction 
is  negligible.  One  knows  from  surgical  ex- 


perience the  ease  with  which  the  zonular  bundles 
rupture  and  the  lens  is  delivered. 

Retinal  detachment  may  occur  after  the  base 
of  the  vitreous  has  separated,  since  the  vitreous 
takes  part  of  the  ciliary  epithelium  with  it,  and 
the  end  of  the  retina  loses  its  attachment.  But 
it  is  very  doubtful  that  such  a mechanism  oper- 
ates in  retinal  detachment  following  intracapsular 
extraction.  A more  plausible  possibility  may 
be  found  in  the  following  explanation:  After 
the  partial  separation  of  the*1  anterior  surface 
of  the  vitreous  from  the  inner  surface  of  the 
ciliary  processes,  plus  the  great  tendency  of  the 
vitreous  to  protrude  into  the  anterior  chamber 
after  the  loss  of  the  capsulo-suspensory  dia- 
phragm, it  appears  that  the  constant  surging 
of  the  vitreous  back  and  forth  may  eventually 
lead  to  a detachment  of  the  retina.17  This  is 
aided  by  the  fact  that  the  posterior  border  layer 
of  the  vitreous  is  more  firmly  attached  to  the 
membrana  iimitans  interna  retinae  than  the  outer 
surface  of  the  retina  is  to  the  pigment  epithelium 
of  the  choroid. 

John  M.  McLean,18  of  the  Wilmer  Institute  of 
Johns  Hopkins,  recently  compiled  a statistical 
study  of  255  cases  of  retinal  detachment,  which 
included  14  aphakics.  Nine  of  these  cases  fol- 
lowed extracapsular  extractions,  4 after  intra- 
capsular, and  one  after  a discission  and  lavage. 
It  has  been  the  common  belief  that  retinal  de- 
tachments are  more  frequently  found  after  inter- 
capsular  than  after  extracapsular  cataract  ex- 
tractions. The  above  statistics  disprove  such 
a contention. 

In  order  for  the  surgeon  to  appreciate  the  finer 
details  in  the  mechanics  of  the  intracapsular 
cataract  extraction,  it  is  of  the  utmost  impor- 
tance that  he  acquaint  himself  with  the  intimately 
gross  and  microscopic  anatomy  of  the  anterior 
segment  of  the  eyeball.  To  obtain  a clear  under- 
standing of  the  suspensory  ligament  (a  structure 
of  great  importance  in  intracapsular  work), 
one  must  study  this  intricate  system  by  means 
of  serial  microscopic  sections.  It  is  not  possible 
to  examine  one  sagittal  section  and  think  that 
mastery  of  the  complete  zonule  of  Zinn  has  been 
acquired.  The  impressions  so  derived  are  ab- 
solutely incomplete.  The  gross  dissections  on  the 
anterior  segment  of  the  eye  confirm  beyond  a 
doubt  many  of  the  microscopic  concepts  relating 
to  the  suspensory  ligament. 

The  following  enumeration  of  anatomic  con- 
cepts should  be  borne  in  mind  by  those  who 
perform  the  intracapsular  extraction,  since  knowl- 
edge of  them  is  important  in  understanding  the 
internal  dynamics  of  the  procedure : 

1.  The  zonular  fibers  arise  in  their  entirety 
from  the  complete  surface  of  the  orbiculus  ciliaris. 
There  are  no  spaces  found  between  the  ciliary  epi- 
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Fig.  10  Fig.  11 

Fig.  10.  Anterior  view.  The  lens  capsule  (LC)  is  grasped,  after  being  ruptured,  and  slowly  peeled  away 
from  the  hyaloid  membrane  (H).  F,  forceps;  S,  sclera. 

Fig.  11.  Posterior  view.  The  hyaloid  membrane  (H)  is  picked  up  with  two  pairs  of  forceps  (F)  and 

placed  on  tension.  S,  sclera. 


thelium  on  one  side  and  the  zonular  fibers  on  the 
other  side  all  along  the  surface  of  the  orbiculus 
ciliaris. 

2.  Zonular  fibers  are  not  found  at  the  ora  ser- 
rata  or  immediately  posterior. 

3.  The  anterior  border  layer  of  the  vitreous 
(hyaloid)  possesses  all  the  characteristics  of  a mem- 
brane (Fig.  11).  It  represents  the  condensation  of 
the  most  superficial  parallel  lamellae  of  the  vitreous 
and  is  easily  thrown  into  circular  folds.  The  border 
layers  of  the  vitreous  can  be  teased  out  in  the  form  of 
membranes,  each  of  which  is  resolvable  into  fibers.19 

4.  A thicker  layer  is  first  separated  from  the  base 
of  the  vitreous,  and  this  extends  along  the  inner  sur- 
face of  the  retina  backward  as  the  posterior  border 
layer.  This  layer  is  thickest  immediately  at  the  ora 
serrata;  farther  back  it  is  always  thinner  since 
the  innermost  layers  constantly  turn  off  into  the 
interior  of  the  vitreous.  Some  have  mistaken  the 
posterior  border  layer  near  the  ora  serrata  for  a liga- 
mentous structure  connecting  the  hyaloid  to  the 
retina.  This  is  contrary  to  all  histologic  concepts. 

5.  The  zonular  cleft  is  not  a free  open  space.  It 
merely  represents  a thinning  out  of  the  peripheral 
frame  work  of  the  anterior  border  layer. 

6.  The  existence  of  the  ligamentum  hyaloideo- 
capsulare  is  still  a controversial  subject  in  the 
microscopic  realm.  It  cannot  be  demonstrated 
grossly. 

7.  The  anterior  hyaloid  is  entirely  independent 
of  the  lens  and  the  posterior  zonular  membrane  (a) 
because  of  the  gross  and  histologic  arrangement; 


(6)  because,  histochemically,  each  has  different 
staining  qualities;  and  (c)  because  it  is  independent 
embryologically.  When  the  vitreous  is  removed 
completely,  the  suspensory  ligament  remains  intact. 
There  were  no  zonular  fibers  to  be  seen  in  the  anterior 
border  layer  after  it  was  stained  with  azure  blue. 

8.  The  posterior  surface  of  the  lens  is  held  in  the 
patellar  fossa  by  a negative  pressure.  It  is  this 
pressure  which  is  neutralized  by  the  atmospheric 
pressure  during  the  delivery  of  the  lens  intracapsu- 
larly. 

9.  Hannover’s  canal  (triangular  ligament  of 
Merkel)  occupies  the  cilio-lenticular  space.  The 
two  walls  of  the  triangle  are  formed  by  the  anterior 
and  posterior  zonular  membranes,  the  summit  by 
the  junction  of  these  two  membranes  at  the  base 
of  the  ciliary  processes,  and  the  base  by  the  equator 
of  the  lens.  The  canal  is  filled  with  a viscous  sub- 
stance. 

10.  Petit’s  canal  is  a virtual  space  found  between 
the  posterior  zonular  membrane  and  the  hyaloid 
membrane.  The  walls  of  the  canal  stretch  when 
either  air  is  insufflated  or  dyes  are  injected  into  this 
space.  These  experiments  tend  to  show  that  the 
existence  of  this  canal  is  quite  possible. 

11.  The  anterior  and  posterior  zonular  mem- 
branes meet  at  the  base  of  the  ciliary  processes  and 
intermingle  their  bundles  so  that  a single  mem- 
brane is  formed.  This  continuous  blended  layer 
proceeds  posteriorly  where  the  zonular  bundles  dis- 
sociate themselves  into  their  constituent  elements 
(zonular  fibers)  at  different  planes  along  their 
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path  of  origin  from  the  entire  surface  of  the  orbiculus 
ciliaris. 

12.  The  older  anatomists  believed  that  the  hya- 
loid membrane  split  into  two  layers  in  the  ciliary 
region,  one  layer  continuing  over  the  anterior  face 
of  the  vitreous  and  the  other  forming  the  suspensory 
ligament  of  the  lens.  This  theory  was  discarded 
many  years  ago,  even  before  the  advent  of  the  slit 
lamp.  Observations  through  the  corneal  micro- 
scope prove  conclusively  that  the  above  theory  is 
wrong. 

13.  The  accommodative  theory  of  Helmholtz  is 
strongly  upheld  by  the  anatomic  arrangement  of  the 
zonular  fibers.20 

14.  The  zonular  bundles  ruptured  close  to  their 
lenticular  insertion  in  the  majority  of  the  experi- 
ments. This  was  clearly  seen  when  a dye  had  been 
injected  into  Hannover’s  canal  and  transillumina- 
tion was  empLyed  during  the  extractions. 

Summary  and  Conclusions 

Slit  lamp  descriptions  were  given  of  the  fol- 
lowing anatomic  structures: 

1.  The  anterior,  posterior,  and  lateral  surfaces 
of  the  suspensory  ligament. 

2.  Relationship  of  the  zonular  bundles  to  the 
ciliary  processes. 

3.  Relationship  of  the  posterior  zonular 
membrane  and  posterior  lens  capsule  to  the 
hyaloid  membrane. 

4.  Attachment  of  the  zonular  bundles  to  the 
lens. 

5.  The  vitreous,  with  special  emphasis  on 
the  anterior  border  layer  (hyaloid  membrane). 

These  experiments  are  the  first  of  their  kind  to 
be  performed  on  human  eyes. 

The  detailed  description  of  the  four  previous 
sections  (A,  B,  C,  and  D),  combined  into  one 
picture,  gives  a fairly  good  conception  of  the 
general  internal  dynamics  of  an  intracapsular 
extraction  and  its  effects  on  the  structures  in  the 
anterior  segment  of  an  eye. 

The  amount  of  trauma  sustained  by  these 
structures  was  almost  negligible.  This  was  ob- 
served through  the  corneal  microscope  during 
the  extraction  and  verified  by  a microscopic 
analysis  on  two  human  adult  eyes  (serially  cut) 
which  had  undergone  intracapsular  cataract  ex- 
traction. The  ciliary  epithelium  throughout  re- 
mained perfectly  intact,  and  no  tears  in  the 
hyaloid  membrane  were  noted. 


Fourteen  important  anatomic  concepts  per-  i ji 
taining  to  intracapsular  extraction  are  enumer- 
ated. [j 

These  original  studies  establish  a true  scientific 
approach  for  continued  experimentation  in  the 
field  of  intracapsular  cataract  extraction.  They  j 
also  provide  a working  basis  for  future  instruction  1 
to  surgeons  interested  in  this  phase  of  cataract  it; 
surgery.  p] 

And,  above  all,  they  give  one  a comprehen-  tl 
sive  understanding  of  the  anatomic  structures  in  j ti 
the  anterior  segment  of  the  eye.  The  demon-  tl 
stration  of  the  detailed  macroscopic  and  micro-  »b 
scopic  anatomy,  plus  the  above  experimental  n 
observations,  convinces  one  beyond  doubt  that  n 
the  intracapsular  cataract  extraction  can  be  a 
undertaken  in  a majority  of  cases  with  a sub-  p 
minimal  amount  of  trauma.  t 

A keener  understanding  of  the  essential  fea-  c 
tures  in  the  internal  dynamics  together  with  a 
sound  anatomic  knowledge  would  permit  a more  t 
intelligent  approach  to  the  intracapsular  cataract 
extraction. 

555  Park  Avenue 
New  York  City 
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NEW  PUBLICATION  ON  EYE  HEALTH  AND  SAFETY 


The  National  Society  for  the  Prevention  of  Blind- 
ness is  now  publishing  a bimonthly  newsletter,  en- 
titled Eye  Health  and  Safety  News,  for  free  distribu- 
tion among  physicians,  nurses,  public  health  officials, 
social  workers,  educators,  safety  engineers,  and 
others  who  are  professionally  interested  in  some  as- 
pect of  sight  conservation. 

Each  issue  of  Eye  Health  and  Safety  News  contains 


a variety  of  brief  items  on  developments  and  new 
projects  in  the  campaign  for  prevention  of  blindness. 
A regular  feature  is  the  reporting  of  activities  in  this 
field  carried  on  by  official  and  voluntary  state  agen- 
cies. 

Those  who  are  interested  in  receiving  this  new 
publication  regularly  are  invited  to  write  to  the  So- 
ciety, 1790  Broadway,  New  York  19,  New  York. 


RESISTANCE  TO  CURE  IN  PSYCHOTHERAPY* * 


Lewis  R.  Wolberg,  M.D.,  Kings  Park,  New  York 


IN  MANY  patients  the  revelation  of  the 
mechanism  of  their  neurosis  as  it  expresses 
itself  in  the  developing  relationship  with  the 
physician  suffices  to  set  into  operation  forces 
that  eventually  lead  to  insight  and  to  a reorienta- 
tion with  the  world.  Unfortunately,  however, 
there  are  some  patients  who  seem  incapable  of 
bridging  the  gap  that  separates  them  from 
normality.  Instead  of  getting  well  they  re- 
main ill,  clinging  to  their  neurotic  symptoms  with 
a desperation  that  is  confounding  both  to  the 
physician  and  to  themselves.  One  may  be 
tempted  to  ascribe  this  behavior  to  stupidity  or 
cantankerousness.  However,  a deeper  investi- 
gation discloses  that  resistance  to  cure  develops 
despite  the  patient’s  better  judgment  and  that 
it  exists  in  one  form  or  another  in  every  person  who 
undergoes  treatment.  Unless  it  is  handled  prop- 
erly, this  resistance  is  apt  to  block  progress 
and  may  even  cause  the  patient  to  interrupt  his 
therapy  prematurely. 

There  are  two  opposing  dynamic  forces  at 
work  in  the  psyche  of  the  neurotic  person.  One 
group  constitutes  basic  biologic  and  social  striv- 
ings, such  as  those  for  security,  companionship, 
love,  assertiveness,  and  creative  self-fulfillment. 
There  are  more  subversive  strivings,  too,  in  the 
form  of  irrational  wishes,  fears,  and  resentments. 
These  strivings  because  of  unfortunate  conditions 
are  so  terror-inspiring  and  so  repulsive  that  they 
can  scarcely  be  acknowledged,  let  alone  ex- 
pressed, and  it  is  the  function  of  the  second  group 
of  forces  to  oppose  and  to  prevent  their  fulfill- 
ment. 

In  most  neurotic  conditions  an  equilibrium  is 
maintained  between  the  repressed  and  the  re- 
pressing forces.  The  equilibrium  is  a shaky  one, 
shifting  constantly  between  the  two  opposing 
camps.  When  the  integrity  of  the  individual  is 
threatened  by  forbidden  impulses  and  demands, 
the  defensive  forces  of  the  ego  organize  measures 
of  counterattack  in  the  form  of  drives  and  symp- 
toms that  constitute  the  various  neurotic  syn- 
dromes. As  a result,  the  neurotic  machine, 
complicated  as  it  is  with  balances  and  counter- 
balances, never  functions  efficiently,  and  the 
slightest  deviation  may  serve  to  throw  it  out  of 
gear. 

Psychotherapy,  by  providing  insight  into  one’s 
motives  and  behavior,  constantly  jeopardizes 

From  the  Department  of  Psychiatry,  the  New  York  Medi- 
ca  ICollege,  Flower  and  Fifth  Avenue  Hospitals. 

* This  is  the  third  of  three  papers  on  psychotherapy  by 
Dr.  Wolberg.  The  first  two  appeared  in  the  July  1 and 
August  1 issues. — Editor 


the  delicate  balance  between  the  defenses  and 
the  repressed  strivings  and  is  unconsciously 
interpreted  by  the  patient  as  a threat  to  his 
security.  Destructive  as  they  are,  neurotic 
symptoms  protect  the  individual  from  catas- 
trophic helplessness  and  anxiety.  To  yield  them 
promises  exposure  to  dangers  far  greater  than 
the  inconveniences  that  the  patient  already 
suffers. 

Furthermore,  the  ego  gains  through  neurotic 
illness  certain  advantages  of  a positive  nature, 
and  resistance  to  cure  is  often  based  upon  the  fear 
of  abandoning  the^e  secondary  gains.  A neuro- 
sis forces  on  the  individual  a distortion  in  his 
sense  of  values,  and  his  neurotic  drives  become 
invested  with  subjective  pleasures  that  make  the 
ordinary  pursuits  of  life  mediocre  and  meaning- 
less. Instead  of  seeking  those  goals  accepted  as 
normal  by  average  people,  the  neurotic  will  engage 
himself  in  a frenzied  search  for  vicarious  satis- 
factions, such  as  for  power,  compulsive  de- 
pendency, perfectionism,  and  detachment.  These 
inevitably  involve  him  in  difficulties  with  people, 
for  they  make  exorbitant  demands  on  himself 
and  others.  The  penalties  he  pays  in  the  form  of 
suffering  are  usually  dissociated  from  his  neuro- 
sis, and  rarely  does  he  consider  his  anxiety, 
tension,  and  hostility  in  any  way  related  to  his 
attitudes  and  objectives.  Indeed,  what  he  seems 
to  seek  in  treatment  is  a formula  whereby  he  can 
retain  his  neurotic  trends  without  paying  the 
price  of  suffering. 

During  treatment,  consequently,  the  patient 
will  feel  that  his  secret  hopes  and  expectations 
are  under  attack.  He  will  sense  danger  and  al- 
most intuitively  he  will  retreat  *or  rebel.  In 
spite  of  his  better  judgment  he  will  throw  up 
smoke  screens  and  camouflages  to  confuse  the 
physician  and  to  block  his  own  progress.  These 
reactions  constitute  resistances  to  change,  and 
their  exact  form  will  depend  to  a large  degree  on 
the  kind  of  defenses  he  customarily  uses  to  avert 
danger.  He  may  feel  helpless  or  hopeless  or 
hostile.  He  may  get  discouraged,  inhibited, 
fatigued,  or  listless.  He  may  succumb  to 
irritability  or  to  contempt  for  the  physician. 
He  may  develop  feelings  of  being  misunderstood. 
He  may  become  forgetful  and  fail  to  show  up  for 
his  appointments.  He  may  become  depressed 
and  complain  incessantly  about  his  health, 
presenting  a vast  assortment  of  physical  symp- 
toms. He  may  express  suspicions  regarding  the 
physician’s  intentions  or  training  or  political  con- 
victions as  a possible  justification  for  halting 
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therapy.  He  may  even  try  to  disarm  the  physician 
with  strong  professions  of  praise  or  devotion. 

One  of  the  earliest  symptoms  of  resistance  to 
cure  is  a re-enforcement  of  those  neurotic  de- 
vices that  had  previously  kept  the  individual 
free  from  anxiety.  Something  to  anticipate, 
therefore,  is  an  apparent  exacerbation  of  neurotic 
symptoms,  and  often  patients  go  through  a 
period  of  acute  disturbance  which  may  lead  rela- 
tives or  themselves  to  discontinue  treatment. 
An  explanation  that  the  patient  may  possibly 
get  worse  before  he  gets  better  is  often  a safe- 
guard against  interruption  of  therapy. 

An  insidious  type  of  resistance  is  that  of  self- 
devaluation. Here  the  patient  refuses  to  con- 
cede that  there  is  anything  about  him  of  an 
estimable  nature  or  that  he  has  any  possibility 
whatever  of  standing  on  his^wn  feet.  To  every 
interpretation  he  responds  with  the  allegation 
that  he  is  lost,  that  there  is  no  need  for  him  to 
continue,  that  he  is  hopeless,  that  it  is  too  late 
in  life  to  expect  a change  for  the  better.  The 
inner  image  of  himself  is  often  that  of  a hideous, 
contemptible  person,  and  any  attempt  to  show 
him  that  this  is  a distorted  picture  usually  serves 
to  throw  him  into  a panic  inasmuch  as  his  self- 
contempt is  used  as  a bulwark  to  progress  in 
therapy.  There  may  be,  in  addition,  a deep 
wish  to  be  cared  for  like  a child  by  rendering 
himself  helpless,  and  the  desire  to  depreciate 
himself  may  be  in  the  nature  of  escaping  criti- 
cism by  anticipatory  self-punishment.  At  other 
times  a masochistic  indulgence  is  a cover  for  a 
fear  that  if  one  acknowledges  himself  to  be  an 
able  person,  active  and  independent  efforts  will 
be  expected  of  him.  Such  patients  will  hang  on 
to  their  self-contempt  with  a determination  that 
is  astonishing,  and  only  a painstaking  analysis 
can  lead  them  out  of  their  morass. 

Another  form  of  resistance  is  forced  flight  into 
health.  Here  the  individual  tries  to  convince 
himself  and  the  physician  that  he  is  absolutely 
well  and  that  he  no  longer  needs  treatment. 
Any  implication  that  he  is  not  making  a good 
adjustment  to  life  is  resisted  with  great  vigor. 
Actually  the  patient  may  conduct  his  affairs  of 
life  with  a semblance  of  normality  in  that  he 
appears  to  be  confident,  self-reliant,  and  nor- 
mally assertive.  Yet  the  trained  observer  may 
detect  in  this  a false  note  and  often  can  observe 
that  the  person  has  to  make  a tremendous  effort 
to  maintain  his  illusion  of  health.  This  form  of 
resistance  is  usually  associated  with  the  need 
to  maintain  a rigid  control  of  everything  one 
says  for  fear  he  will  lose  himself. 

The  urge  to  ward  off  the  physician  may  result 
in  an  inability  to  think,  to  talk,  or  to  feel.  The 
patient,  if  he  yields  to  this  urge,  will  insist  that 
there  is  absolutely  nothing  on  his  mind,  and  he 


will  exhibit  a singular  sterility  in  his  free  asso-  fo 
ciations  and  in  his  ability  to  think  constructively  sy 
about  his  problems.  Very  frequently  this  nega^ 
tivistic  resistant  state  develops  several  weeks  or  pi 
several  months  after  the  patient  appears  to  have  ar 
entered  into  the  spirit  of  treatment,  spontane-  a 
ously  analyzing  his  difficulties  and  making  what  hi 
appears  to  be  good  progress.  Suddenly,  without  pi 
warning,  he  will  go  into  a blocked  inhibited  state,  di 
In  many  cases  it  becomes  apparent  that  the  a] 
patient,  while  sociable  on  the  surface,  is  really  | tl 
detached  underneath,  functioning  comfortably  a 
only  so  long  as  he  can  maintain  a certain  dis-  a 
tance  from  people.  During  treatment  he  is  apt  ii 
to  experience,  perhaps  for  the  first  time,  a real  h 
feeling  of  closeness  to  a person,  the  physician,  n 
Panic  may  force  him  to  block,  and  he  may  t 
exhibit  an  inhibition  of  speech,  thinking,  or  emo-  I > 
tion.  Beneath  his  inhibitions  may  reside  great  i 1 
rage  at  the  physician  for  penetrating  his  de-  i I 
fenses.  His  inability  to  express  himself  may 
represent  a desire  to  smother  his  hostility.  I ; 

Along  with  his  unwillingness  to  verbalize  ! I 
ideas  and  impulses,  the  patient  may  indulge  in 
irrational  acts  and  behavior  in  his  everyday  life. 
This  “acting  out”  appears  to  be  a compensation 
for  his  inability  to  talk  during  treatment.  The 
acts  serve  to  drain  off  anxiety  and  leave  little 
energy  available  for  ideational  processes  during 
the  treatment  hour. 

Another  form  of  resistance  is  a veering  around 
one’s  problems  in  superficial  talk.  Here  words 
and  talk  are  used  as  a defense  to  ward  off  basic 
issues.  The  patient  may  spend  the  entire  time 
of  treatment  in  discursive  rambling  that  em- 
braces topics  of  the  day,  current  events,  or  past 
experiences  of  personal  tragedy  and  martyrdom. 
There  is  little  of  deep  significance  in  his  con- 
versation, and,  if  he  is  allowed  to,  the  patient 
may  continue  for  years  to  discuss  material  that 
is  interesting  enough  but  that  actually  has  little 
to  do  with  his  deeper  problems.  Often  he  will 
want  to  monopolize  the  situation,  and  he  will 
resent  the  physician’s  getting  a comment  or  an 
interpretation  in  edgewise.  Rarely  will  he  talk 
about  his  attitudes  toward  the  physician,  who 
may  begin  to  feel  that  he  is  merely  an  audience 
for  the  patient’s  boasts  and  diatribes.  It  is 
almost  as  if  in  superfluous  conversation  the 
patient  defies  the  world  to  make  him  talk  about 
his  innermost  self.  There  are  some  persons  who 
utilize  this  defense  in  a more  insidious  manner — 
namely,  by  digging  deeply  into  their  infantile 
experiences  and  previous  life.  Here  they  will 
deluge  the  physician  with  their  past  and  will 
fail  utterly  to  apply  any  of  the  formulations  to 
the  present. 

Associated  with  this  there  is  an  attempt 
to  intellectualize  their  problems,  to  figure  out 
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connections,  and  to  present  a rigid  and  logical 
system  of  what  must  have  happened  to  them. 

A device  that  is  apt  to  be  confusing  to  the 
physician  is  the  use  of  insight  as  a form  of  resist- 
ance. Here  the  patient  will  routinely  go  through 
a detailed  accounting  of  how  well  he  understands 
himself,  using  the  best  accepted  terminology, 
presenting  the  dynamics  and  mechanisms  of  his 
disorder  in  approved  textbook  style.  To  all 
appearances  he  has  gained  complete  insight  into 
the  origin  of  his  drives,  into  his  compulsive  trends 
and  distorted  relationships,  into  the  consequences 
and  destructive  influences  of  his  neurosis.  Yet 
in  his  daily  experiences  he  goes  right  on  with 
his  usual  neurotic  modes  of  adjustment  and 
manifests  the  same  symptoms  that  originally 
brought  him  to  treatment.  It  is  probable  in 
such  cases  that  the  patient’s  insight  is  a highly 
intellectualized  affair  that  he  uses  to  confuse 
himself  and  the  physician. 

There  are  many  reasons  why  he  utilizes  insight 
as  a smoke  screen  behind  which  he  can  indulge 
his  customary  neurotic  trends.  One  of  the 
most  common  reasons  is  a desire  to  escape 
criticism  and  detection.  Here  a dissociation 
exists  between  how  the  patient  thinks  and  how 
he  feels,  and  it  is  often  easy  for  the  physician  to 
minimize  the  seriousness  of  the  patient’s  disorder 
when  confronted  during  treatment  with  so 
beautiful  a recitation  of  psychopathology.  Be- 
hind the  camouflage  of  insight  it  is  apparent 
that  the  patient  utilizes  his  knowledge  of  mech- 
anisms as  an  instrument  to  allay  his  guilt  and  to 
forestall  criticism  in  regard  to  his  daily  actions 
by  himself  pointing  out  the  abnormal  nature  of 
and  the  apparent  reasons  for  the  things  he  does. 

Another  mechanism  is  found  in  the  compul- 
sively dependent  patient  who  has  magical  ex- 
pectations of  what  treatment  will  do  for  him. 
The  chief  motivation  for  his  coming  to  treatment 
is  the  feeling  that  the  physician  is  a godlike  in- 
dividual who  will  eventually  enable  him  to  gain 
those  neurotic  objectives  that  he,  himself,  has 
failed  to  obtain  through  his  own  efforts.  Com- 
pliance here  is  the  keynote,  and  the  patient,  by 
reciting  his  spurious  insights,  will  feel  that  the 
doctor  must  reward  his  aptitudes  in  learning 
with  anticipated  bounties.  This  fagade  is 
completely  unconscious,  and  the  patient  may 
really  believe  that  he  understands  himself 
thoroughly.  The  clue  to  what  is  going  on  is 
usually  furnished  by  the  tremendous  hostility 
and  aggression  that  eventually  is  exhibited  to- 
ward the  physician  when,  after  months  of  precise 
and  punctilious  performances,  the  patient  does 
not  magically  get  what  he  originally  set  out  to 
achieve. 

Other  patients  seem  to  be  able  to  grasp  genu- 
inely the  dynamic  significance  of  the  relationship 


they  develop  with  the  physician,  yet  they  fail 
to  make  progress  in  the  conquest  of  their  neurosis. 
Here  one  often  finds  that  the  person  is  utilizing 
the  treatment  hour  as  a special  event  dissociated 
from  life.  Regarding  it  as  such,  he  will  go  into 
mechanisms  of  his  relationships  with  complete 
freedom,  but  it  is  obvious  that  with  the  physician 
he  is  operating  under  a set  of  standards  entirely 
different  from  those  that  he  uses  with  people 
in  general.  There  seems  to  be  something  rec- 
ondite about  the  treatment,  for  it  is  set  apart 
from  all  other  experiences.  The  special  resistance 
here  is  tha£  of  seeing  how  the  material  that  is 
uncovered  in  the  treatment  hour  relates  to  every- 
day life.  This  isolation  of  treatment  from  life 
is  often  rationalized  by  the  patient  to  himself  on 
the  basis  that  the  physician  is  a scientist  who 
does  not  condemn  him  for  acts  that  would  in- 
volve dangers  on  the  outside.  In  this  way  he 
will  lead  a dual  life  and  seemingly  will  be  unable 
to  fill  the  chasm  between  what  happens  in  treat- 
ment and  his  experiences  outside  of  treatment. 

A form  of  resistance  that  is  frequently  over- 
looked is  one  that  involves  positive  pleasures 
that  the  patient  gets  out  of  the  treatment  itself. 
He  may  get  so  many  satisfactions  in  the  present 
that  future  gratifications  will  seem  dubious,  and 
he  may  refuse  to  give  up  his  neurosis  because  of 
a desire  to  continue  to  see  the  physician.  This  is 
frequently  the  case  in  a very  dependent  patient 
who  looks  forward  to  the  hour  to  get  a “lift,” 
who  perhaps  pays  lip  homage  to  all  the  dynamic 
principles  enucleated  during  treatment,  but 
whose  chief  motive  for  treatment  is  to  get 
suggestions  and  courage  to  carry  on  with  his  daily 
routines.  Unless  the  physician  watches  himself 
carefully  he  will  fall  into  a trap  laid  out  for  him 
by  the  patient,  and  he  may  be  goaded  by  the 
patient’s  helplessness  and  apparent  inability  to 
do  things  for  himself  into  loading  him  up  with 
advice  and  admonishments  which  the  patient 
absorbs  as  if  these  were  pronouncements  from 
the  Deity  himself. 

Resistance  to  change  may  burn  up  the  entire 
energy  of  the  patient,  and  he  may  concentrate 
solely  on  fighting  the  physician,  or  defending 
himself,  or  proving  the  physician  to  be  wrong,  or 
winning  him  over  with  gestures  of  helplessness, 
praise,  or  love,  or  on  seeking  various  means  to 
escape  or  to  evade  treatment.  The  struggle  is 
an  intense  one  and  usually  goes  on  below  the 
level  of  awareness. 

When  one  appreciates  the  dynamic  purpose  of 
resistance  one  realizes  that  patience  is  a great 
virtue.  The  physician  must  bear  with  the  neu- 
rotic individual  as  he  progresses  and  as  he  takes 
refuge  over  and  over  again  in  his  customary  de- 
fenses. Resistance  is  yielded  only  after  a great 
struggle,  for  change  is  a painful  affair.  The 
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patient’s  defensive  structure,  neurotic  as  it  is, 
serves  a vitally  important  function  for  him,  and  he 
will  hold  onto  it  to  the  bitter  end  like  a drowning 
man  clinging  to  a raft.  Change  is  never  im- 
mediate. Indeed  where  change  occurs  too 
rapidly  one’s  suspicions  are  justified. 

In  the  handling  of  resistance,  the  physician 
must  interpret  the  defensive  reactions  as  they 
occur  along  with  the  various  facades  that  the 
patient  elaborates  to  block  himself.  It  is  essen- 
tial to  strive  for  a gradual  rather  than  a sudden 
yielding  of  resistance.  A too  sudden  removal  of 
the  patient’s  defenses  may  product  severe  anx- 
iety and  cause  a retrenchment  into  neurosis  and 
a prolonged  impairment  of  progress.  This 
occurs  where  there  is  a premature  attack  on 
deeper  problems  before  the  ego  has  gained 
sufficient  strength  to  deal  with  them.  As  the 
patient’s  difficulties  are  slowly  brought  into  the 
light  and  become  more  and  more  clear,  he  will 
react  over  and  over  again  with  resistance  to 
change.  The  ego  will  not  relinquish  a lifetime  of 
defenses  merely  because  of  one  interpretation. 
It  is  the  constant  interpretation  of  resistances 
and  the  emerging  insight  into  how  one’s  conflicts 
work  in  various  settings  of  life  that  make  for  real 
progress.  Defense  mechanisms  because  of  pro- 
longed conditionings  are  dissipated  only  when 
they  no  longer  serve  the  function  of  protecting 
the  individual  against  anxiety  or  of  securing  in  a 
vicarious  manner  gratifications  that  are  sub- 
stitutes for  biologic  needs. 

Summary 

During  psychotherapy  the  interpretation  of 
the  defensive  mechanisms  of  the  patient  leads 
him  gradually  to  an  understanding  of  his  neurotic 
trends  and  to  a discovery  of  what  vicarious  satis- 


factions he  gains  from  them.  In  this  way  he 
becomes  better  acquainted  with  the  content  of 
his  unconscious  fears  and  he  gradually  learns 
that  he  is  able  to  master  the  anxiety  that  has 
made  his  defenses  necessary. 

Because  neurotic  trends  serve  a protective 
function  and  yield  powerful  satisfactions  in  the 
form  of  secondary  gains,  the  individual  is  apt  to 
fight  treatment  desperately.  Inevitably  he  in- 
terprets therapy  as  an  attack  on  his  particular 
philosophy  of  life  and  as  an  assault  on  his  secret 
wishes  and  expectations.  To  protect  himself 
he  will  strive  to  hinder  his  progress  in  many 
insidious  ways,  such  as  by  fatigue,  listlessness, 
inhibitions  of  thinking,  memory,  and  speech,, 
resentment,  suspiciousness,  aggression,  self-de- 
valuation, forced  flight  into  health,  spurious  in- 
sight, indulgence  in  superficial  talk  and  in  at- 
tempts to  disarm  the  physician  with  praise  or 
devotion. 

It  is  necessary  to  bring  the  resistances  to  the 
attention  of  the  patient  and  to  show  him  how 
they  protect  him  against  the  threat  of  change.  J 
Patience  is  a great  virtue  and  the  physician  must 
bear  with  the  neurotic  individual  as  the  latter 
struggles  to  abandon  a neurotic  structure  that 
seems  so  vital  to  his  integrity.  One  must  suspect  I 
rapid  change,  for  the  person  is  able  to  master  his  ». 
anxiety  only  gradually.  The  physician  must  i 
remember  that  he  is  not  alone  in  his  attack  on  I 
the  patient’s  resistances  and  that  he  has  a power-  i 
ful  ally  in  the  spontaneous  urge  that  every  in-  S 
dividual  has  for  growth  and  development  and  for  i 
the  expression  of  basic  wishes  and  needs.  Re- 
sistance to  change  is  yielded  only  when  the  ego  ' 
develops  sufficient  strength  to  master  unconscious  | 
fears  and  is  able  to  express  vital  biologic  and  b 
social  needs  without  fear  of  injury  Or  destruction. 


MILITARY  SURGEONS  TO  MEET 

The  Association  of  Military  Surgeons  of  the 
United  States  will  hold  its  fifty-first  annual  con- 
vention in  Philadelphia  at  the  Bellevue-Stratford 
Hotel,  October  21  to  23,  inclusive,  according  to  an 
announcement  by  association  officers. 

The  three-day  convention  will  assemble  doctors 
from  all  the  current  war  fronts  where  United  States 
forces  are  fighting,  and  from  the  great  base  hos- 
pitals where  rehabilitation  of  the  wounded  is  in 
progress.  They  will  bring  with  them  information 
on  the  latest  technics  of  wartime  medicine  and 
surgery.  Numerous  forum  lectures,  practical  dem- 
onstrations, moving  pictures,  and  teaching  panels 
are  planned  to  present  the  wealth  of  data  to  the 
convention. 


Honorary  chairman  of  the  convention  this  year 
is  Rear  Admiral  Ross  T.  Mclntire,  Surgeon  General 
of  the  Navy.  The  general  chairman  is  Captain 
Joseph  A.  Biello,  Medical  Corps,  USN,  who  is 
District  Medical  Officer  of  the  Fourth  Naval 
District. 

The  vice-chairmen  are  Brigadier  General  George 
F.  Lull,  USA,  of  Washington,  D.C.,  and  Com- 
mander E.  L.  Bortz,  Medical  Corps,  USNR,  of 
Philadelphia.  Members  of  the  executive  com- 
mittee for  the  convention  include  Captain  R.  H. 
Laning,  Medical  Corps,  USN;  Dr.  Stanley  P. 
Reimann,  Dr.  Gilson  Colby  Engle,  Commander 
J.  L.  Tinney,  USNR,  and  Dr.  A.  Newton  Rich- 
ards. 


Case  Report 

CONTRAST  CARDIOVASCULAR  STUDY  OF  A PATIENT  WITH  RHEUMATIC 
MITRAL  VALVULAR  DISEASE  AND  DEXTROCARDIA  WITH  COMPLETE 

SITUS  INVERSUS 

■ Alexander  G.  Silberstein,  Capt.  (MC),  A.U.S.,  and  Israel  Steinberg,  Lt.  Comdr.,  MC-V  (S), 
USNR* 


THIS  case  is  reported  because  of  the  rarity  of 
rheumatic  mitral  valvular  disease  in  patients 
with  dextrocardia  and  complete  situs  inversus,  and 
because  the  clinical  diagnosis  in  this  case  was  con- 
firmed by  cardiovascular  visualization  studies. 

The  incidence  of  dextrocardia  with  situs  inversus 
was  1.1  per  cent  in  Maude  Abbott’s  series  of  1,000 
cases  of  congenital  heart  disease  examined  post- 
mortem, and  none  of  these  had  rheumatic  mitral 
valvular  disease.1  We  were  able  to  find  only  2 case 
reports  of  mitral  valvular  disease  in  patients  with 
dextrocardia,  and  only  one  of  these  had  situs  in- 
versus. Owen2  reported  a case  of  a woman  who 
presented  the  findings  of  complete  situs  inversus 
with  classical  physical  signs  of  mitral  stenosis  and 
insufficiency.  The  electrocardiogram  was  pathog- 
nomonic of  dextrocardia;  in  addition,  the  appear- 
ance of  the  P waves  was  consistent  with  the  diag- 
nosis of  mitral  stenosis.  This  patient  had  never 
suffered  from  cardiac  insufficiency  and  was  fully 
compensated  at  the  time  of  the  report.  Krestin’s 
case,3  that  of  a 30-year-old  underdeveloped  woman, 
had  a dextrocardia  without  situs  inversus.  This 
patient  had  received  digitalis  previously  because  of 
chronic  cardiac  insufficiency  of  ten  years’  duration, 
and  had  the  cardiac  rhythm  of  auricular  fibrillation. 
The  electrocardiographic  findings,  therefore,  were 
not  typical  of  dextrocardia.  No  precordial  apical 
thrill  was  present,  but  there  were  systolic  and  di- 
astolic murmurs  at  the  apex,  and  an  accentuated 
second  sound  in  the  right  second  intercostal  space 
at  the  lateral  margin  of  the  sternum. 

Case  Report 

M.  S.,  a 33-year-old  white  unmarried  woman,  was 
admitted  to  the  wards  of  the  First  Medical  Division 
of  Bellevue  Hospital,  March  3,  1939.  The  chief 
complaint  was  of  migratory  pains  in  the  back  and 
both  lower  extremities  of  ten  days’  duration.  Low- 
grade  fever  and  pain  on  motion  of  the  left  knee  had 
necessitated  bed  rest  for  three  days  before  admis- 
sion. At  13  years  of  age  the  patient  had  suffered 
from  pain  in  the  right  shoulder  which  lasted  for 
several  weeks  but  with  no  associated  high  fever. 
She  had  not  had  scarlatina  or  frequent  upper  respira- 
tory infections.  Her  father  had  died  at  71  years, 
of  general  arteriosclerosis;  her  mother  at  61  years, 
of  Bright’s  disease.  One  sibling  was  a mental  de- 
fective. The  patient  had  had  vaginal  bleeding  once 
at  the  age  of  19  but  none  since  in  spite  of  estrogenic 
hormone  and  thyroid  therapy.  For  as  long  as  she 
could  remember  she  had  been  of  small  stature. 

From  the  First  Medical  Division  of  Bellevue  Hospital, 
Dr.  I.  Ogden  Woodruff,  Director,  and  the  Department  of 
Public  Health  and  Preventive  Medicine  of  Cornell  Univer- 
sity Medical  College. 

* This  paper  was  written  before  the  authors  enlisted  in  the 
service. 


Physical  examination  on  admission  revealed  a 
small  white  woman  of  immature  habitus  and  childish 
psyche,  alert,  cooperative,  and  not  acutely  ill.  Her 
temperature  was  100  F.,  rectally,  the  pulse  rate  88 
per  minute,  the  blood  pressure  130  mm.  systolic 
and  80  mm.  diastolic.  Her  height  was  551/<  inches 
(140.34  cm.),  her  weight  117  pounds  (53.2  kilo- 
grams). The  skull  appeared  normal  in  size  and 
shape.  The  pupils  were  equal,  regular,  and  reacted 
normal^  to  light  and  accommodation.  The  optic 
fundi  and  visual  fields  were  normal.  The  teeth  were 
small.  The  tonsils  had  been  removed.  The  breasts 
were  underdeveloped.  The  lungs  were  resonant, 
the  breath  sounds  normal,  and  no  adventitious 
sounds  were  present.  The  point  of  maximum  im- 
pulse of  tne  heart  was  in  the  right  anterior  axillary 
line  in  the  fifth  intercostal  space.  The  first  heart 
sound  at  the  apex  was  roughened  and  accentuated; 
the  second  sound  in  the  right  second  intercostal 
space  was  accentuated  and  reduplicated.  A pre- 
systolic  thrill  was  felt  at  the  apex,  and  a presystolic 
rumble  and  blowing  systolic  murmur  were  heard  in 
this  area;  a systolic  murmur  was  present  at  the  base. 
The  rhythm  was  regular,  the  rate  88  beats  per  min- 
ute. No  abdominal  viscera  were  felt  but  tfie  area  of 
liver  dullness  was  percussed  down  to  the  left  inferior 
costal  margin  in  the  midclavicular  line.  There  was 
no  axillary  or  pubic  hair.  The  external  genitalia 
were  small,  the  vaginal  introitus  admitted  one 
finger,  the  cervix  was  infantile,  and  the  fundus  of 
the  uterus  could  not  be  felt.  The  hands  were  square, 
with  stubby  digits.  There  was  moderate  webbing 
of  the  toes.  The  left  knee  was  moderately  swollen, 
tender,  but  not  red,  and  there  was  some  limitation 
of  flexion  and  extension. 

The  clinical  impression  wa»  rheumatic  fever  with 
mitral  stenosis  and  insufficiency,  dextrocardia,  situs 
inversus  of  the  viscera,  and  dwarfism. 

Laboratory  findings  were  as  follows:  the  red 
blood  count  was  4.2  million,  the  hemoglobin  13  Gm. 
per  cent  (Sahli),  the  white  blood  cells  6,600,  with  a 
normal  differential  count.  The  erythrocytic  sedi- 
mentation rate  (Emstene)  w*as  36  mm.  in  one  hour. 
The  fasting  blood  sugar  was  89  mg.  per  cent.  The 
blood  Wassermann  reaction  was  negative.  Urinaly- 
sis was  normal.  Electrocardiographic  tracings  made 
three  days  after  admission  revealed  regular  sinus 
rhythm,  auricular  and  ventricular  rates  of  82  per 
minute,  P-R  interval  of  0.16  second,  and  QRS  dura- 
tion of  0.08  second.  The  inversion  of  all  waves  in 
lead  1,  and  the  interchange  of  leads  2 and  3 were 
typical  of  dextrocardia  with  situs  inversus  (Fig. 
1A).  In  addition,  the  notched  and  widened  P 
waves  were  consistent  with  the  clinical  diagnosis  of 
mitral  stenosis.  Tracings  were  later  made  with  the 
arm  electrodes  reversed;  the  only  abnormality  then 
present  was  in  the  notched  and  widened  P waves 
(Fig.  IB). 

Teleoroentgenogram  of  the  heart  (Fig.  2)  revealed 
dextrocardia  with  moderate  enlargement  in  all 
diameters.  The  measurements  were  as  follows: 
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A B 

Fig.  1.  A — Electrocardiographic  tracings  of  leads  1,  2,  3,  and  CF4.  Note  inversion  of  all  waves  in 
lead  1.  characteristic  of  complete  situs  inversus.  P waves  are  widened  and  split.  B — Same  leads  but 
with  arm  electrodes  reversed.  The  only  abnormality  now  is  in  the  P waves.  ^ 
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maximum  transverse  diameter,  13.6  cm.;  total 
length,  14.5  cm.;  width  of  pulmonic  fields,  22  5 cm. 
Fluoroscopy  revealed  moderate  enlargement  of  the 
left  ventricle  and  slight  displacement  of  the  esopha- 
gus posteriorly  and  to  the  left,  suggesting  left 
auricular  enlargement.  Gastrointestinal  series 
showed  complete  situs  inversus  of  the  abdominal 
viscera.  X-ray  films  of  the  long  bones  and  skull 


revealed  no  abnormality.  The  basal  metabolic 
rate,  determined  after  the  patient  had  been  afebrile, 
was  —9. 

After  three  days  of  bed  rest  and  salicylates,  the 
patient’s  temperature,  which  had  ranged  between 
100  F.  and  101  F.,  dropped  to  normal  and  remained 
so  for  the  duration  of  the  period  of  hospitalization. 
On  the  twelfth  day  there  was  transient  right  shoulder 


Fig.  2 Fig.  3 

Fig.  2.  Dextrocardia  and  mitral  valvular  heart  disease — conventional  teleoroentgenogram,  frontal  view. 

Note  the  classical  enlargement  and  configuration  of  heart  shadow. 

Fig.  3.  Contrast  roentgenogram,  frontal  view.  Right  side  of  heart  opacified.  Note  large  pulmonary 
conus  (not  forming  part  of  cardiac  border)  and  enlarged  pulmonary  artery  and  branches. 
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Fig.  4 


Fig.  5 


Fig.  4.  Contrast  roentgenogram,  frontal  view.  Left  side  of  heart  filled.  Note  prominent  pulmonary 

veins  and  enlarged  left  auricle. 

Fig.  5.  Contrast  roentgenogram,  right  oblique  view.  Left  side  of  heart  opacified.  Note  characteristic 

enlargement  of  pulmonary  veins  and  left  auricle. 


4A 


5A 


Figs.  3A,  4A,  and  5 A are  tracings  of  Figs.  3,  4,  and  5,  respectively. 


pain.  The  sedimentation  rate,  having  fluctuated 
between  36  mm.  and  62  mm.,  remained  normal  after 
the  twenty-ninth  day.  On  the  thirty-ninth  day, 
the  patient  was  discharged  from  the  hospital,  the 
final  diagnosis  remaining  the  same  as  that  on  ad- 
mission. 

The  patient  has  been  followed  in  the  First  Medical 
Division  Cardiac  Clinic  for  the  past  three  years  since 
her  discharge  from  the  hospital.  During  this  period 
she  has  had  only  one  episode  of  joint  pains;  this 
was  unaccompanied  by  fever  or  elevation  of  the  sedi- 
mentation rate.  The  heart  was  remained  fully 
compensated,  with  no  change  in  the  physical  signs 
previously  observed.  Recently,  cardiovascular 
visualization,4*6-6  was  performed  and  the  typical 
findings  of  mitral  stenosis  and  insufficiency  were  re- 
vealed (Figs.  2,  3,  3A,  4,  4A,  5,  5A). 

Summary 

1 . A case  of  rheumatic  mitral  valvular  disease  in 


a patient  with  dextrocardia  and  complete  situs  in- 
versus has  been  presented. 

2.  Contrast  cardiovascular  visualization  has 
conclusively  established  the  presence  of  the  mitral 
valvular  disease  by  direct  demonstration  of  the  en- 
larged auricle,  engorged  pulmonary  veins,  and  the 
enlarged  pulmonary  artery  and  its  branches. 
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EPITHELIOMA  OF  THE  CHEEK  DEVELOPING  15  YEARS  AFTER  TRICHO  X-RAY  i 
TREATMENT  FOR  HAIR  ON  THE  FACE 

m 

Ira  I.  Kaplan,  M.D.,  New  York  City  C 


'T’HE  increasing  use  of  x-ray  for  dermatologic  con- 
ditions  and  epilatory  purposes  renders  necessary 
a warning  regarding  latent  untoward  effects  which 
may  occur  a long  time  after  treatment  that  is  care- 
lessly given. 

Muller1  points  out  that  although  they  were  at  first 
observed  exclusively  in  people  previously  exposed 
to  x-rays  over  a long  period,  x-ray  carcinomas  are 
now  considerably  in  evidence  as  late  aftereffects 
of  therapeutic  or  even  diagnostic  application  of  x- 
rays  that  were  used  a long  time  before. 

In  1934  I2  reported  on  a case  of  sarcoma  of  the 
face  which  had  developed  eight  years  after  the  ap- 
plication of  x-ray,  by  the  Tricho  method,  for  hirsu- 
ties facialis.  I have  recently  seen  another  case  in 
which  the  lesion,  an  epithelioma,  developed  fifteen 
years  after  Tricho  treatment  for  hair  on  the  face. 

Because  of  its  biologic  property  of  epilation,  x-ray 
is  utilized  for  hair  removal.  When  it  is  properly 
employed  and  applied  within  certain  fixed  limits, 
epilatory  results  may  be  produced  without  untoward 
harmful  sequelae.  When  it  is  promiscuously  em- 
ployed, however,  and  especially  when  used  for  cos- 
metic reasons  by  those  who  are  untrained  and  in- 


experienced, latent  dangerous  effects  are  apt  to  ap-  i 
pear. 

The  epitheliomas  from  x-rays  usually  occur  on  a i 
skin  which  shows  more  or  less  extensive  atrophy,  i 
telangiectasia,  and  pigment  changes.  Tumor  for- 
mation is  usually  preceded  by  an  ulcer  that  tempo-  [ 
rarily  heals  but  always  recurs,  with  permanent  ulcer-  ■ 
ation  and  hyperkeratosis. 

X-ray  cancer,  says  Tod,3  is  the  final  tragic  result 
of  overexposure  to  the  rays.  Clinically  as  well  as  { 
histologically,  x-ray  carcinomas  are  squamous  cell 
epitheliomas  with  or  without  pearl  formation,  and 
they  are  often  prone  to  attack  the  deeper  layers. 
Their  development  is  slow,  and  they  show  little 
tendency  to  metastasize. 

Among  the  most  notorious  groups  of  cosmeticians 
who  improperly  employed  irradiation  for  the  re-  I 
moval  of  superfluous  hair  was  the  Tricho  Company,  I 
which  advertised  hair  removal  by  x-ray  at  moderate 
fees. 

This  concern  had  a large  clientele,  and  not 
until  its  exposure  by  the  American  Medical  Associa- 
tion were  the  dangers  of  this  treatment  clearly 
realized.  The  methods  of  the  Tricho  group  were 


Fig.  1 (left).  Epithelioma  of  cheek  developing  Fig.  2 (right).  Lesion  completely  healed  after 
fifteen  years  after  Tricho  x-ray  treatment  for  hair  radium  therapy.  (September,  1942.) 
on  face.  (July,  1942.) 
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reported  on  in  the  J.A.M.A. 4 in  1929;  in  1930 
others  reported  additional  cases  of  Tricho  burns, 
I and  in  1934  I reported  the  serious  consequences  with 
' the  formation  of  sarcoma. 

The  case  herewith  described  is  one  of  definite 
\ malignant  degeneration  of  the  skin  of  the  cheek  ap- 
pearing fifteen  years  after  Tricho  treatment  for  re- 
| moval  of  superfluous  hair. 

Case  Report 

L.  S.,  a woman  aged  46,  single,  a secretary,  was 
referred  to  me  for  treatment  on  July  3,  1942,  for  an 
indurated  granular  raised  ulceration  on  the  left 
{ cheek.  The  lesion  had  begun  as  a small  ulceration 
in  May,  1942.  It  did  not  heal  with  local  treatment 
and  was  desiccated  by  the  physician.  The  ulcera- 
tion recurred  and  grew  larger.  Repeated  desicca- 
tion, followed  by  superficial  x-ray  therapy,  failed  to 
halt  the  lesion’s  growth.  A biopsy  at  this  time 
showed  definite  squamous  cell  epithelioma  with 
definite  pearl  formation. 

The  patient  stated  that  in  1927  she  had  taken  a 
course  of  Tricho  treatments  on  both  cheeks  and  that 
following  treatment  the  hair  on  her  face  fell  out  and 
the  skin  became  white  and  “parchment-like.” 

Upon  examination  on  July  3,  1942,  the  right-cheek 
skin  was  white,  leathery  to  the  touch,  and  sur- 
rounded by  a border  of  moderate  telangiectasia. 
The  left  cheek  was  somewhat  swollen.  In  the  lower 
i portion  (Fig.  1)  near  the  angle  of  the  mouth,  there 
was  a large  irregular  ulcer,  with  raised  granular 
edges.  The  center  was  covered  with  a dry,  scaly 
scab;  the  edges  and  surrounding  tissue  were  indu- 
rated. The  ulcer  was  7/s  of  an  inchin  diameter  and 
was  raised  l/8  of  an  inch  above  the  skin  surface. 
The  hard  induration  extended  l/2  inch  around  the 
lesion,  and  the  skin  of  the  rest  of  the  cheek  was 
firm  and  leathery.  There  was  pitting  and  marked 
telangiectasia  over  the  whole  cheek  and  chin  and 


extending  down  to  the  neck.  Examination  within 
the  mouth  revealed  no  buccal  mucosa  involvement. 
There  was  no  palpable  adenopathy.  Radium 
treatment  was  advised  and  was  applied  on  July  7, 
1942,  by  means  of  a wax  mold  containing  70  mg.  of 
radium  filtered  through  ll/2  mm.  platinum.  A dose 
of  3,500  mg.  hours  was  administered.  The  lesion 
responded  well  to  treatment;  and  by  September, 
1942,  it  was  completely  healed  (Fig.  2),  only  a slight 
dimpling  of  the  skin  marking  the  area  that  was 
treated.  The  surrounding  skin  and  that  of  the 
cheek  is  somewhat  softer,  but  the  scarring  of  the 
previous  Tricho  treatment  remains.  The  patient 
was  recently  seen  (August,  1943),  and  the  condition 
remains  healed. 

Conclusions 

Radiation  therapy  when  too  often  repeated  and 
improperly  employed  may  cause  untoward  damage 
to  the  skin.  Such  destructive  changes  may  occur 
even  after  several  years  have  elapsed.  Malignant 
changes  may  occur,  especially  in  overirradiated  tis- 
sue. 

X-ray  therapy  for  cosmetic  epilation  of  super- 
fluous hair  is  fraught  with  danger  and  should  not 
be  used. 

In  the  case  reported,  epithelioma  occurred  fifteen 
years  after  excessive  repeated  doses  of  unfiltered 
x-rays  had  been  administered  by  the  Tricho  system 
for  removal  of  superfluous  hair  on  the  face. 

755  Park  Avenue 
New  York  City 
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THE  FUTURE  OF  THE  BIRTH  RATE 

Louis  I.  Dublin,  Ph.D.,  chief  statistician  and 
third  vice-president,  Metropolitan  Life  Insurance 
Company,  said: 

“Nothing  has  happened  to  materially  change  my 
view  previously  expressed  that  the  population  of 
the  United  States  will  reach  a maximum  of  approxi- 
mately 150  million  people  by  1980  and  will  presum- 
ably remain  at  about  that  level  for  sometime  there- 
after. The  present  chaotic  state  of  the  world  does 
not  help  forecasting;  but  the  attitude  of  the 
American  people  toward  family  life  is  sufficiently 
crystallized  to  bring  about  this  result.  It  would  be 
necessary,  however,  for  American  families  to  aim 
in  general  at  having  not  less  than  three  children. 
This  average  number  of  three  per  family,  rather  than 
two,  is  needed  to  make  good  the  deficiency  caused 
by  the  premature  death  of  children  and  the  sterility 
of  a sizable  number  of  American  couples.  To  achieve 
this  general  average  will,  in  all  probability,  call  for  an 
increasing  number  of  children  in  the  families  living  in 
cities  and  towns  because  at  the  present  time  the  na- 
tion is  largely  depending  for  its  maintenance  on  the 
high  reproductivity  of  the  population  living  in  the 
rural  areas.  We  cannot  continue  to  rely  on  the 
farmers  of  the  country  to  produce  a surplus  of 
children  as  birth  control  practices  are  spreading 
rapidly  among  them  also. — Briefs 


TUBERCULOSIS  A POSTWAR  PROBLEM 

In  some  of  the  European  countries  pneumonia  is  a 
chief  cause  of  death.  If  it  can  be  treated  early  with 
one  of  the  sulfa  drugs,  the  mortality  can  be  reduced 
probably  by  50  to  75  per  cent. 

The  second  major  cause  of  death  is  tuberculosis, 
and  all  age  groups  of  the  population  will  be  affected. 
Under  the  conditions  of  war  and  military  occupation, 
the  prevalence  of  the  disease  is  undoubtedly  increas- 
ing, and  it  will  be  one  of  the  principal  problems  of  the 
reconstruction  period,  as  it  was  after  the  last  war. 
This  time  we  should  be  better  equipped  to  fight 
tuberculosis  because  we  have  learned  that  it  is  a 
community  problem  and  can  be  better  dealt  with 
through  a specialized  program.  In  combating 
tuberculosis,  the  first  problem  will  be  to  locate  the 
cases.  Persons  with  open  lesions  should  be  isolated 
and  taught  how  to  care  for  themselves  so  as  to  be  of 
the  least  possible  danger  to  those  with  whom  they 
must  come  in  contact.  In  locating  cases,  traveling 
diagnostic  units,  including  x-ray  equipment,  will  be 
essential.  Locating  the  case  is  only  the  initial  step; 
the  big  problem  is  to  reduce  contagion  by  removal, 
by  home  isolation,  and  by  artificial  pneumothorax. 
The  public  health  nurse  is  an  essential  member  of 
the  public  health  personnel  in  the  fight  against 
tuberculosis. — M.E.  Tennant,  R.N.,  Amer.  Jour. 
Nursing 


Postgraduate  Medical  Education 


Programs  arranged  by  the  Council  Committee  on  Public  Health  and  Education  of  the  Medi- 
cal Society  of  the  State  of  New  York  are  'published  in  this  section  of  the  Journal.  The  mem- 
bers of  the  committee  are  Oliver  W.  H.  Mitchell , M.D. , Chairman  (428  Greenwood  Place, 
Syracuse);  George  Baehr,  M.D. ; and  Charles  D.  Post,  M.D. 


Cancer  Teaching  Day 


A CANCER  Teaching  Day  will  be  presented  on 
Thursday,  October  7,  at  the  Homer  Folks 
Tuberculosis  Hospital  in  Oneonta,  New  York.  The 
meetings  will  begin  at  4:00  p.m.,  with  opening  re- 
marks made  by  Mahlon  C.  Halleck,  M.D.,  presi- 
dent of  the  Otsego  County  Medical  Society.  The 
program  will  include : 

4:00P.M.  “The  Care  of  the  Incurable  Cancer 
Case,”  by  Norman  Treves,  M.D.,  As- 
sociate Surgeon,  Memorial  Hospital, 
New  York  City,  and  Consultant,  neo- 
plastic diseases,  Meadowbrook  Hospi- 
tal, Hempstead,  New  York. 

“Cancer  of  the  Cervix,”  by  Gray  H. 
Twombly,  M.D.,  Assistant  Surgeon, 
Memorial  Hospital,  New  York  City, 
and  Assistant  Professor,  Cancer  Re- 
search, Columbia  University. 

“Cancer  of  the  Larynx,  Bronchi,  and 
Esophagus,”  by  Chevalier  H.  Jackson, 
M.D.,  Professor  of  Clinical  Bronchos- 
copy and  Esophagoscopy,  Temple 
University  School  of  Medicine  and 
Hospital,  Philadelphia. 

6:15  P.M.  Dinner,  served  at  the  Homer  Folks 
Tuberculosis  Hospital. 


7:80  P.M.  “Cancer  of  the  Face  and  Lip,”  by 
Andrew  H.  Dowdy,  M.D.,  Associate 
Professor  of  Radiology,  University  of 
Rochester  School  of  Medicine  and 
Dentistry,  Rochester,  New  York. 
“X-ray  Aspects  of  Bronchogenic  Car- 
cinoma,” by  George  N.  Scatchard, 
M.D.,  Radiologist,  Edward  J.  Meyer 
Memorial  Hospital,  Buffalo,  and  As- 
sistant Professor  of  Radiology,  Uni- 
versity of  Buffalo  School  of  Medicine. 

Frederick  M.  Johnson,  M.D.,  chairman  of  the 
cancer  committee  of  the  Otsego  County  Medical 
Society,  will  preside  at  the  evening  meeting. 

Reservations  for  the  dinner  must  be  made  in  ad- 
vance and  should  be  sent  to  Ralph  Horton,  M.D., 
Superintendent,  Homer  Folk  Tuberculosis  Hospital, 
Oneonta,  New  York. 

The  Teaching  Day  will  be  presented  under  the 
auspices  of  the  Otsego  County  Medical  Society,  the 
Sixth  District  Branch  of  the  Medical  Society  of  the 
State  of  New  York,  the  Tumor  Clinic  Association 
of  the  State  of  New  York,  the  Medical  Society  of  the 
State  of  New  York,  and  the  New  York  State  De- 
partment of  Health,  Division  of  Cancer  Control. 


War  Medicine  and  Surgery 


A SINGLE  lecture  on  “Traumatic  Surgery  with 
Emphasis  on  the  Treatment  of  Wounds  and 
Shock”  was  given  before  the  Greene  County  Medical 
Society  at  9:00  p.m.  Friday,  August  27,  at  the 
Memorial  Hospital  in  Catskill,  New  York. 

The  speaker  was  Walter  D.  Ludlum,  Jr.,  M.D., 


Associate  in  Traumatic  Surgery,  New  York  Post- 
Graduate  Medical  School,  Columbia  Univer- 
sity. 

The  instruction  was  presented  by  the  Medical 
Society  of  the  State  of  New  York  and  the  New 
York  State  Department  of  Health. 


“Hypertension” 


POSTGRADUATE  instruction  in  “Hyperten- 
sion” has  been  arranged  by  Herman  O.  Mosen- 
ihal,  M.D.,  clinical  professor  of  medicine,  College 
of  Physicians  and  Surgeons,  Columbia  University, 
for  the  Onondaga  County  Medical  Society  and 
the  Syracuse  Academy  of  Medicine. 

The  two-hour  session  will  begin  at  7:30  p.m., 


Foot  Pain 

A SINGLE  lecture,  arranged  for  the  Delaware 
TA  County  Medical  Society,  was  held  on  Tuesday, 
September  14  at  6:30  p.m.,  at  the  Hamden  Inn, 
Hamden,  New  York. 


Tuesday,  October  19,  at  the  Onondaga  Sanator- 
ium in  Syracuse. 

Dr.  Mosenthal  will  speak  on  the  subject 
“Classification — Medical  Treatment,”  and  J.  Wil- 
liam Hinton,  M.D.,  associate  clinical  professor  of 
surgery  at  the  College  of  Physicians  and  Surgeons, 
will  speak  on  “Surgical  Treatment.” 


in  Adults 

The  subject  was  “Pain  in  and  Related  to  Adult 
Feet,”  and  the  speaker  was  Roscoe  D.  Severance, 
M.D.,  associate  professor  of  orthopaedic  surgery  at 
Syracuse  University  College  of  Medicine. 


Army  doctors,  to  an  American  correspondent  in 
Sicily,  on  the  subject  of  blood  plasma:  “Write 

lots  about  it;  go  clear  overboard  for  it;  say  that 
plasma  is  the  outstanding  medical  discovery  of  this 
war.” — New  York  Times. 


A physician  may  possess  the  science  of  Harvey 
and  the  art  of  Sydenham,  and  yet  there  may  be 
lacking  in  him  those  finer  qualities  of  heart  and 
head  which  count  for  so  much  in  life. — Sir  William 
Osler 
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Thirty-Seventh  Annual  Meetings 

oj  the 

District  Branches 

of  the 

Medical  Society  of  the  State  of  New  York 

SCHEDULE 

First * — Wednesday,  October  6 or  13 
Second — Wednesday,  November  17,  St.  Albans 
Naval  Hospital,  L.I. 

Third — Tuesday,  September  21,  Troy 
Fourth — Thursday,  September  23,  Saratoga 
Springs,  Newman’s  Lake  House 
Fifth — Wednesday,  September  22,  Syracuse 
Sixth — Tuesday,  September  28,  Ithaca 
Seventh — Thursday,  September  30,  Rochester 
Eighth — Wednesday,  September  29,  Buffalo 

PROGRAMS  t 
Fourth  District  Branch 


Thursday,  September  23,  1943 
Newman’s  Lake  House 


Saratoga  Springs,  New  York 


Afternoon  Session 

2:00  p.m. — “Treatment  of  War  Injuries” 

Col.  A.  J.  Canning,  (M.C.)  United  States  Army 
Colonel  Canning  was  on  duty  at  Schofield  Bar- 
racks at  the  time  of  the  Pearl  Harbor  disaster. 
“The  Allergic  Child” 

Bret  Ratner,  M.D.,  Clinical  Professor  of  Pedi- 
atrics, New  York  University  College  of  Medi- 
cine; Director  of  Pediatrics,  Sea  View  Hospital, 
and  Attending  Children’s  Medical  Service, 
Bellevue  Hospital,  New  York  City;  Author  of 
“Allergy,  Anaphylaxis  and  Immunotherapy” 
“Clinical  and  Laboratory  Studies  of  Burns,  with 
Special  Reference  to  the  Cocoanut  Grove 
Fire” 

Edward  A.  Cooney,  M.D.  \ -p  . 

Stanley  Levenson,  M.D.  / ^oston 
Drs.  Cooney  and  Levenson  have  had  a wealth 
of  experience,  both  clinical  and  laboratory,  in 
treating  cases  of  burns  and  shock  in  this  terrible 
holocaust.  They  bring  photographs  of  their  cases 
showing  patients  before  and  after  treatment. 

6:30  p.m. — Dinner 

Address  by  Thomas  A.  McGoldrick,  M.D.,  Presi- 
dent of  the  Medical  Society  of  the  State  of  New 
York 


* Location  to  be  selected. 

t Programs  of  the  First  and  Second  District  Branch  Meet- 
ings will  appear  in  a later  issue.  Programs  of  the  Third, 
Fifth,  Sixth,  and  Seventh  District  Branches  appeared  in  the 
September  1 issue. 


“Alaskan  Adventures” 

G.  Scott  Towne,  M.D.,  Saratoga  Springs 
Moving  pictures  taken  by  Dr.  Towne  on  some 
of  his  big-game  hunting  expeditions  in  Alaska. 
Ladies  will  be  entertained  by  members  of  the 
Auxiliary  and  will  join  members  of  the  District 
Branch  for  dinner. 

Officers  — Fourth  District  Branch 

President Harold  A.  Peck,  M.D.,  Glens  Falls 

First  Vice-President 

Frank  F.  Finney,  M.D.,  Malone 

Second  Vice-President 

Denver  M.  Vickers,  M.D.,  Cambridge 

Secretary F.  Leslie  Sullivan,  M.D.,  Scotia 

Treasurer.  .G.  S.  Pesquera,  M.D.,  Mount  McGregor 

Presidents  of  Component  County  Societies 

Clinton Sidney  Mitchell,  M.D.,  Plattsburg 

Essex Samuel  A.  Volpert,  M.D.,  Lake  Placid 

Franklin.  .Francis  B.  Trudeau,  M.D.,  Saranac  Lake 

Fulton Arthur  R.  Wilsej',  M.D.,  Gloversville 

Montgomery 

Nicholas  T.  Lombardi,  M.D.,  Amsterdam 

St.  Lawrence 


Frederick  E.  Clark,  M.D.,  Ogdensburg 

Saratoga Mark  D.  Duby,  M.D.,  Schuylerville 

Schenectady 

William  F.  Nealon,  M.D.,  Schenectady 

Warren Burke  Diefendorf,  M.D.,  Glens  Falls 

Washington . . George  M.  Casey,  M.D.,  Hudson  Falls 
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[N.  Y.  State  J.  M. 


Eighth  District  Branch 

Wednesday,  September  29,  1943 
Hotelj  Statler 
Buffalo,  New  York 


Morning  Session 

10:00  a.m. — “Industrial  Dermatitis” 

Joseph  L.  Morse,  M.D.,  New  York  City 
“Peptic  Ulcer” 

Burrill  B.  Crohn,  M.D.,  New  York  City 
12:30  p.m. — Luncheon 

Address  by  Thomas  A.  McGoldrick,  M.D., 
Brooklyn,  President  of  the  Medical  Society  of  the 
State  of  New  York 


Afternoon  Session 

2 : 00  p.m. — Business  Meeting — Election  of  Officers 
“Medical  and  Hospitalization  Plans” 


Buffalo 


Herbert  H.  Bauckus,  M.D. 

Carlton  E.  Wertz,  M.D. 

(Five  minutes  each) 

‘Chronic  Nephritis” 

Herman  O.  Mosenthal,  M.D.,  New  York  City, 
Clinical  Professor  of  Medicine,  New  York  Post- 
Graduate  Medical  School,  Columbia  University 
‘Important  Points  in  Surgical  Treatment  of 
Breast  Tumors” 


Donald  Guthrie,  M.D.,  Robert  Packer  Hospital, 
Sayre,  Pennsylvania 

Ladies  will  join  members  of  the  District  Branch 
for  luncheon. 

Officers  — Eighth  District  Branch 

President Robert  C.  Peale,  M.D.,  Olean 

First  Vice-President 

Peter  J.  Di  Natale,  M.D.,  Batavia 

Second  Vice-President 

John  C.  Kinzly,  M.D.,  North  Tonawanda 


Secretary 

Treasurer William  J.  Orr,  M.D.,  Buffalo 

Presidents  of  Component  County  Societies 

Allegany Hanford  K.  Hardy,  M.D.,  Rushford 

Cattaraugus.  .James  A.  Taggert,  M.D.,  Salamanca 
Chautauqua.  . .C.  Otto  Lindbeck.  M.D.,  Jamestown 

Erie Harold  F.  R.  Brown,  M.D.,  Buffalo 

Genesee Ward  B.  Manchester,  M.D.,  Batavia 

Niagara Forrest  W.  Barry,  M.D.,  Lockport 

Orleans John  S.  Roach,  M.D.,  Medina 


Wyoming.  .George  A.  McQuilkin,  M.D.,  Varysburg 


Prize  Essays 

The  Merrit  H.  Cash  Prize  and  the  Lucien  Howe  Prize  will  be  open  for  competition  at  the 
next  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on  some 
branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member  of  the  Med- 
ical Society  of  the  State  of  New  York. 

The  Merrit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay  on  some 
medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the  Medical  Society  of 
the  State  of  New  York,  who  at  the  time  of  the  competition  are  residents  of  New  York 
State. 

The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  Prize  for  which  the  essay  is 
submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a motto  or  other  de- 
vice. The  essay  shall  be  accompanied  by  a sealed  envelope  having  on  the  outside  the  same 
motto  or  device  and  containing  the  name  and  address  of  the  writer. 

If  the  Committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will  not 
be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical  So- 
ciety of  the  State  of  New  York  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  1,  1944,  and  sent  to  the  Chairman  of 
the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  York,  292  Madi- 
son Avenue,  New  York  17,  New  York. 

Chas.  Gordon  Heyd,  M.D.,  Chairman 
Committee  on  Prize  Essays 


SIXTEENTH  GRADUATE  FORTNIGHT 
of  the  New  York  Academy  of  Medicine 
October  11  to  22,  1943 

Subject: 

“DISORDERS  OF  THE  DIGESTIVE  TRACT” 

Program  Arranged  by  Committee  on  Medical  Education 


Evening  Session — 8:30  o’clock 

October  11 

ADDRESS  OF  WELCOME 

Arthur  F.  Chace,  President,  New  York  Academy 
of  Medicine 

SCIENTIFIC  PROGRAM 

The  Ludwig  East  Lecture : “The  Physiology  of  the 
Gastrointestinal  Tract,”  A.  C.  Ivy,  Chicago 

“Emotions  and  Gastric  Function,”  Harold  G.  Wolff 

October  12 

“A  Critical  Review  of  Gastroscopy,”  Edward  B. 
Benedict,  Boston 

“Diagnosis  and  Treatment  of  Benign  and  Malignant 
Lesions  of  the  Stomach,”  Arthur  W.  Allen,  Boston 

October  13 

“The  Pathologic  Physiology  of  Gastric  and  Duo- 
denal Ulcer,”  Harry  Shay,  Philadelphia 

“Recent  Advances  in  the  Therapy  of  Peptic  Ulcer,” 
Asher  Winkelstein 

October  14. 

“Disorders  of  the  Gastrointestinal  Tract  in  Chil- 
dren,” Rustin  McIntosh 

“Surgical  Aspects  of  Congenital  Anomalies  of  the 
Gastrointestinal  Tract  in  Children,”  William  E. 
Ladd,  Boston 

October  15 

“Postcholecystectomy  Syndrome  and  Its  Treat- 
ment,” Ralph  Colp 

“Recent  Advances  in  the  Surgery  of  the  Pancreas,” 
Allen  O.  Whipple 

October  18 

“Present  Status  of  Regional  Enteritis  and  Ulcera- 
tive Colitis,”  J.  A.  Bargen,  Rochester,  Minnesota 

“The  Sulfonamides  in  Gastrointestinal  Diseases,” 
Warfield  M.  Firor,  Baltimore 

October  19 

“Amebiasis  and  the  Flagellate  Diarrheas,”  Thomas 

^ T.  Mackie,  Lt.  Col.,  M.C.,  (A.U.S.) 

“Problems  of  Immunity  to  Bacillary  Dysentery,” 
Ren6  J.  Dubos,  Boston 

October  20 

“The  Management  of  Acute  Intestinal  Obstruction,” 
W.  Osier  Abbott,  Philadelphia 


“Treatment  of  Diseases  of  the  Esophagus,”  William 
L.  Watson 

October  21 

“The  Surgical  Management  of  Certain  Diseases  of 
the  Colon,”  Henry  W.  Cave 
“Diseases  of  the  Anus  and  Rectum,”  Harvey  B. 
Stone,  Baltimore 

October  22 

“Nutrition  in  Medicine,”  Fredrick  J.  Stare,  Boston 
The  Wesley  M.  Carpenter  Lecture:  “Parenteral 

Fluids  and  Food  in  Gastrointestinal  Diseases,” 
Robert  Elman,  St.  Louis 

Concluding  Remarks,  F.  Warner  Bishop,  Chairman; 
Committee  on  Graduate  Fortnight 


Morning  Panel  Discussions* 
11:00-12:30  o’clock 

Charles  F.  Tenney,  Director 
October  12 

Subject:  Emotions  and  gastric  function 
Chairman:  Harold  G.  Wolff 

October  15 

Subject:  Diagnosis  of  gastrointestinal  lesions  by 

means  of  x-ray  and  gastroscopy 
Chairman:  Ross  Golden 

October  19 

Subject:  Use  of  sulfonamides  in  gastrointestinal  dis- 
eases 

Chairman:  Walter  A.  Bastedo 
October  22 

Subject:  The  commoner  diseases  of  the  anus  and 
rectum  of  interest  in  general  practice 
Chairman:  Harvey  B.  Stone,  Baltimore 

Fellows  of  the  Academy  and  registrants  are  in- 
vited to  attend  and  participate  in  these  panel  dis- 
cussions. It  is  requested  that  questions  for  discus- 
sion be  submitted  in  advance  of  the  conference  to 
Dr.  Mahlon  Ashford,  at  the  Academy,  or  if  this  is 


* The  complete  panel  membership  will  be  given  in  a sub- 
sequent announcement. 
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not  feasible,  they  may  be  sent  in  writing  to  the 
Chairman  during  the  discussion. 

Afternoon  Hospital  Clinics* 
2:00-5:00  o’clock 

Mahlon  Ashford,  Chairman , Committee  on  Clinics 

FIRST  WEEK 

October  11 — Bellevue;  October  12 — Beth  Israel, 
St.  Vincent’s;  October  IS — Montefiore,  Babies; 
October  1J. — Kings  County,  Brooklyn,  and  Morri- 
sania;  October  15 — Mount  Sinai,  Post-Graduate. 

SECOND  WEEK 

October  18 — Long  Island  College  Hospital,  Lenox 
Hill;  October  19 — Flower-Fifth  Avenue,  Harlem; 
October  20 — Presbyterian,  Jewish  Hospital  of 
Brooklyn;  October  21 — New  York,  Memorial; 
October  22 — Polyclinic,  Roosevelt. 


* A detailed  daily  schedule  will  be  mailed  at  a later  date 
to  Fellows  and  registrants. 


Exhibits 

Robert  E.  Pound,  Director 

Exhibits  will  demonstrate  recent  advances  in  the 
etiology,  pathology,  diagnosis,  prophylaxis,  and  j 
treatment  of  disorders  of  the  digestive  tract,  and  N< 
will  consist  of  graphs,  photographs,  motion  pic- 
tures,  roentgenograms,  and  specimens.  A complete 
catalogue  will  be  published  before  the  opening  of  the 
Fortnight.  Application  blanks  will  be  sent  on  re- 
quest  to  those  who  wish  to  present  exhibits. 

th 

Fresh  Pathology 

Harrison  S.  Martland,  Director 

’ p1 

Special  demonstrations  of  fresh  pathology  will  • 
be  presented,  as  well  as  a special  exhibit  of  pooled 
pathologic  specimens.  A daily  schedule  of  demon-  V( 
strations  will  be  posted. 

Books 

A special  exhibition  of  books  illustrating  the  gen- 
eral subject  will  be  held  in  the  Library,  on  the  third  I 
floor,  and  will  be  arranged  by  Dr.  Burrill  B.  Crohn,  ! 
with  the  assistance  of  the  staff  of  the  Library.  A 
practitioner’s  bookshelf  will  also  be  displayed. 


SECOND  INDUSTRIAL  MEDICINE  COURSE  SCHEDULED 


To  meet  the  continued  wartime  need  for  a general 
training  course  for  physicians  engaged  in  or  desir- 
ing to  enter  industrial  practice,  the  Long  Island 
College  of  Medicine  has  announced  its  second  in- 
tensive postgraduate  course  in  industrial  medicine 
to  be  given  in  Brooklyn  during  the  first  two  weeks 
of  November. 

The  course  is  modeled  on  the  first  series  of  lectures 
and  seminars  in  this  field  presented  by  the  College 
in  November,  1942,  in  which  59  matriculants  from 
six  states  enrolled.  Enrollment  this  year  will  be 
limited  to  50  matriculants  for  the  full  course.  The 
course  is  designed  for  physicians,  but  a limited 
number  of  others  will  be  permitted  to  attend  the 
sessions  as  auditors. 

The  course  will  run  from  November  1 to  Novem- 
ber 12.  It  will  consist  of  afternoon  and  evening 
lectures  at  the  College  and  morning  clinics  in  the 
medical  departments  of  nearby  industrial  plants. 
The  lectures  will  be  given  by  leading  industrial 
physicians  and  members  of  the  College  faculty. 
The  course  is  under  the  auspices  of  the  Department 
of  Preventive  Medicine  and  Community  Health 
and  is  directed  by  Dr.  Thomas  D.  Dublin,  asso- 
ciate professor. 

Following  the  completion  of  the  course,  addi- 
tional supervised  training  in  the  medical  departments 
of  selected  industrial  concerns  will  be  provided  for 
those  of  the  matriculants  who  desire  further  prac- 
tical work. 

Five  of  the  matriculants  enrolled  in  1942  elected 
to  take  a month  of  supervised  training,  and  4 
matriculants  were  aided  by  the  College  in  finding 
industrial  positions.  Thirty-five  of  last  year’s 
matriculants  were  physicians,  of  whom  17  were  in 
full-time  industrial  practice. 


Assisting  Dr.  Dublin  in  the  formulation  and 
development  of  the  course  are  Dr.  Cassius  H.  Wat- 
son, medical  director  of  American  Telephone  & 
Telegraph  Co.,  alumnus  and  trustee  of  the  College; 
Dr.  John  J.  Wittmer,  medical  and  personnel  di- 
rector of  Consolidated  Edison  Co.,  an  alumnus; 
and  Alfred  R.  Crawford,  of  the  College’s  Depart- 
ment of  Administration. 

Thirty-seven  lecturers  will  take  part  in  the 
sessions. 

A series  of  clinical  and  laboratory  demonstrations  . 
at  the  College  is  planned. 

General  topics  of  the  lecture  sessions,  various 
phases  of  which  will  be  discussed,  include:  “The 
Physician  in  Industry  and  His  Field,”  “Planning 
an  Industrial  Medical  Department,”  “Evaluating 
the  Health  Status  of  the  Workers,”  “Occupational  | 
and  Nonoccupational  Incapacitation,”  “Community  I 
Factors  in  the  Health  of  the  Worker,”  “Industrial  I 
Accidents,”  “Protecting  the  Place  of  Work,” 
“Surgical  Management  of  Industrial  Injuries,”  I 
“Industrial  Toxicology,”  “Special  Wartime  Prob-  J 
lems  in  Industrial  Medicine.” 

As  was  done  last  year,  texts  or  outlines  of  each 
lecture  will  be  distributed  to  matriculants  following 
the  session,  and  the  complete  transcript  will  be  | 
bound  and  made  available  at  the  conclusion  of  the  i 
course  for  purchase  by  physicians  or  others  inter-  l| 
ested. 

The  printed  announcement  with  all  details  and 
the  registration  forms  will  be  available  by  Septem-  | 
ber  15. 

Physicians  who  desire  further  information  or  I 
wish  to  apply  should  addresss  the  Office  of  Ad- 
ministration, 350  Henry  Street,  Brooklyn  2,  New  I 
York. 
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New  York  Tuberculosis  and  Health 
Association  Makes  Annual  Report 

The  Annual  Report  of  the  New  York  Tuberculosis 
and  Health  Association,  published  recently,  states 
that  during  1942  more  than  10,000  persons  received, 
through  the  Association’s  Personal  Information 
Services,  help  with  problems  of  convalescent  care, 
employment  and  rehabilitation,  x-ray  examinations, 
pneumothorax,  nursing  care,  rheumatic  heart 
disease,  and  related  problems. 

A distinct  change  in  the  requests  for  help  last 
year,  according  to  the  Annual  Report,  was  the 
marked  number  of  those  seeking  pay  clinics,  private 
physicians,  and  consultation  services,  rather  than 
information  regarding  public  clinics  and  free  care. 

In  cooperation  with  the  Medical  Information 
Bureau  of  the  New  York  Academy  of  Medicine,  the 
New  York  Tuberculosis  and  Health  Association 
arranged  238  radio  broadcasts  during  1942.  One- 
fourth  of  these  broadcasts,  according  to  the  Associa- 
tion’s Annual  Report,  were  devoted  to  tuberculosis 
prevention,  while  other  subjects  that  were  covered 
included  the  heart  diseases,  social  hygiene,  dental 
health,  personal  information,  and  early  diagnosis. 

Through  the  Association’s  Health  Education 
Service,  2,978  individuals  received  assistance  and 
advice  as  compared  to  2,058  in  1941.  This  service 
varied  from  aid  in  planning  and  conducting  health 
education  programs  to  the  mailing  of  health  pam- 
phlets and  other  literature.  Leaflets  mailed  from  the 
Manhattan  headquarters  alone  totaled  105,200. 
The  Association  and  the  New  York  Citv  Depart- 
ment of  Health  work  jointly  in  Harlem,  Washington 
Heights-Riverside,  and  Staten  Island  in  promoting 
health  education  among  the  people  through  the 
District  Health  Centers. 

The  financial  statement  of  the  Association  for  the 
year  1942  reports  the  receipts  of  $228, 397.01  from 
the  annual  sale  of  Christmas  Seals  in  the  territory  of 
the  Association,  which  is  the  Boroughs  of  Manhat- 
tan, the  Bronx,  and  Richmond.  The  annual  Seal 
Sale  is  the  chief  source  of  income  to  the  Association 
and  supports  its  program  for  the  prevention  of 
tuberculosis,  social,  heart,  and  dental  diseases 
through  health  education.  The  officers  of  the  Associ- 
ation are:  Dr.  J.  Burns  Amberson,  president; 

Mr.  Bailey  B.  Burritt,  first  vice-president;  Dr. 
Edwin  P.  Maynard,  Jr.,  second  vice-president; 
Mr.  Raymond  Atkin,  treasurer;  and  Mr.  Daniel 
Paul  Higgins,  secretary. 

Maternal  and  Infant  Care  for  Wives  of 
New  Yorkers  in  Service 

One  thousand  application  blanks  for  free  ma- 
ternity and  infant  care  for  the  wives  of  service  men 
have  just  been  sent  out  by  the  New  York  City 
Health  Department,  according  to  Health  Com- 
missioner Ernest  L.  Stebbins.  “This  means,”  said 
Commissioner  Stebbins,  “that  the  plan  to  help 
soldiers’  and  sailors’  wives  with  medical  and  hospital 
care  during  their  pregnancy  and  to  provide  care  for 
their  infants  is  in  operation  in  New  York  City. 
The  money  for  this  service  became  available  as  of 
July  1 of  this  year.”  Wives  of  men  serving  in  the 
fourth,  fifth,  sixth,  and  seventh  paid  grades  of  the 
Army,  Navy,  Marine  Corps,  and  Coast  Guard  are 
eligible  for  this  service. 


The  thousand  application  blanks  and  the  instruc- 
tions that  have  gone  out  to  these  women  represent 
the  accumulation  of  inquiries  that  came  to  the 
Health  Department  in  the  course  of  three  months, 
during  which  time  the  details  for  the  program  were 
worked  out  with  the  Federal  Government.  “The 
approved  plan  provides  for  complete  medical  care 
for  maternity  patients  (for  deliveries  occurring  after 
July  1)  during  the  prenatal  period,  childbirth,  and 
six  weeks  thereafter,  and  postpartum  examination 
at  the  end  of  six  weeks  plus  care  of  the  newborn 
infant,”  said  Dr.  Leona  Baumgartner,  director  of 
the  Bureau  of  Child  Hygiene.  “Children  of  the 
servicemen  in  the  specified  categories  will  receive 
health  supervision  in  the  sixty-three  Health  De- 
partment child  health  stations.  The  plan  also  pro- 
vides for  payment  of  private  physicians  and  hos- 
pitals for  the  treatment  of  sick  infants  under  one 
year  of  age.” 

Wives  of  servicemen  in  the  specified  categories 
can  now  obtain  from  the  local  Red  Cross  Chapter, 
the  Army  and  Navy  Relief  Societies,  the  Maternity 
Center  Association,  Visiting  Nurse  Associations,  the 
District  Health  Centers,  or  the  main  office  of  the 
Department  of  Health  the  two  necessary  applica- 
tion blanks.  One  is  for  medical  care  and  the  other 
for  hospital  care.  A woman  may  have  her  private 
physician,  but  hospital  care  can  be  provided  only  in 
those  hospitals  that  have  been  approved  by  the 
American  College  of  Surgeons.  A list  of  these  may 
be  obtained  from  any  of  the  county  medical  societies 
or  the  New  York  City  Health  Department.  A 
doctor  receives  $50  for  caring  for  the  woman  during 
the  prenatal  period,  at  childbirth,  and  six  weeks 
thereafter.  Physicians  will  be  reimbursed  on  a fee 
basis  for  the  care  of  a sick  infant. 

Dr.  Baumgartner  emphasized  that  the  wives  of 
servicemen  must  be  sure  that  the  doctor  or  hospital 
will  be  able  to  verify  their  husbands’  serial  numbers. 
When  applications  are  received  at  the  Health  De- 
partment they  are  checked,  and  if  payment  is 
authorized  the  doctor,  the  patient,  and  the  hospital 
are  notified.  Hospitals  will  be  reimbursed  on  a cost 
basis.  In  unusual  cases  consultants  may  be  called 
in  by  the  attending  physician,  and  they  will  be  re- 
imbursed. 

Many  applicants  are  asking  for  further  help  in 
planning  their  maternity  care.  The  Maternity 
Center  Association  at  654  Madison  Avenue  will 
arrange  to  give  assistance  to  these  applicants. 

If  any  woman  eligible  for  the  maternity  service  is 
unable  to  obtain  an  application  blank  in  her  neigh- 
borhood, she  should  write  to  the  Bureau  of  Child 
Hygiene,  EMIC  Plan,  Department  of  Health,  125 
Worth  Street,  New  York  13,  New  York,  and  the 
necessary  forms  will  be  forwarded  to  her  promptly. 

England  Adopts  Sound  Economic  Policies 
in  Tuberculosis  Control 

Appreciating  that  expenditures  to  stem  the  tide  of 
tuberculosis  among  its  people  is  a sound  and  lasting 
investment,  the  government  of  England  has  decided 
in  spite  of  the  tremendous  economic  and  social 
impact  of  the  war,  *to  initiate  a new  and  more 
vigorous  campaign  against  tuberculosis  throughout 
the  country. 

According  to  the  Bulletin  of  the  National  Tubercu- 
losis Association  (June  1943,  p.  103) Athis  will  be 
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made  possible  through  two  progressive  measures: 
(1)  the  purchase  of  fifty  x-ray  machines  for  the  pro- 
duction of  miniature  chest  x-rays,  and  (2)  provisions 
for  special  maintenance  allowances  and  extra  grants 
which  will  enable  the  families  of  tuberculosis  patients 
to  support  themselves  at  more  than  a sustaining 
economic  level  by  meeting  the  costs  of  the  disease 
from  public  funds.  To  quote: 

“The  Minister  of  Health,  Mr.  Ernest  Brown,  today  de- 
scribed how  a new  campaign  against  tuberculosis  will  be 
initiated  throughout  the  country.  For  the  first  time  in  the 
history  of  British  medicine,  healthy  men  and  women  will  be 
examined  for  the  initial  symptoms  of  the  disease.  This  has 
been  made  possible  through  mass  miniature  radiography 

“In  about  one  year’s  time,  there  will  be  50  of  these  new 
x-ray  machines  in  use  in  Britain,  of  which  25  will  be  used  by 
the  Army  and  25  by  civilians ” 

Chest  x-ravs  will  be  made  by  these  units  in 
factories  and  in  other  places  where  large  numbers  of 
people  can  be  assembled.  It  is  intended  that 
practically  the  entire  population  of  England  will 
ultimately  receive  the  benefit  of  this  service.  Quot- 
ing further: 

“In  order  to  encourage  all  sufferers  from  tuberculosis  to 
undergo  immediate  treatment — even  when  the  disease  so  far 
has  not  caused  the  person  concerned  to  feel  unwell — the 
government  has  decided  to  provide  special  maintenance 
allowances  and  also  extra  grants  towards  meeting  special 
commitments  such  as  hire,  purchase,  high  rents  or  rates, 
insurance  premiums,  school  fees,  etc ” 

Apparently  the  British  government  has  been 
brought  to  the  realization  that  the  economic  factors 
commonly  associated  with  tuberculosis  are  many 
times  more  important  as  determinants  in  bringing 
the  disease  under  control  than  the  strictly  medical 
factors.  The  provision  of  government  allowances 
to  maintain  adequate  family  living  standards, 
particularly  when  the  principal  wage  earner  is  under- 
going treatment,  is  sound  economy.  There  is 
abundant  evidence  that  there  is  need  for  similar 
action  in  New  York,  as  well  as  in  other  states  in  this 
country.  While  ordinarily  an  individual  may  be  ex- 
pected to  assume  responsibility  for  the  relief  of  per- 
sonal illness,  it  would  be  folly  to  expect  the  same 
individual  to  carry  an  equal  burden  in  the  prevention 
of  the  disease  in  the  community.  It  is  hoped  that 
the  time  may  soon  come  when  the  application  of  the 
“means  test*’  for  tuberculosis  will  be  a matter  of 
history. — Robert  E.  Plunkett , M.D. , in  Health  News 

Prevention  of  War  Shock  for  Seamen 

A medical  education  program  under  the  joint 
auspices  of  the  United  Seamen’s  Service  and  the 
War  Shipping  Administration  to  help  merchant 
seaman  avoid  war  shock  will  be  started  under  the 
direction  of  Dr.  Florence  Powdermaker,  a psychi- 
atrist, it  was  announced  by  Douglas  P.  Falconer, 
national  executive  director  of  the  seamen’s  service. 

The  program  will  be  supervised  by  the  United 
States  Public  Health  Service.  Dr.  Powdermaker,  a 
practicing  physician,  is  a member  of  the  American 
Medical  Association  and  an  associate  psychiatrist 
at  the  College  of  Phvsicians  and  Surgeons,  Columbia 
University.  She  holds  M.D.  and  Ph.D.  degrees  and 
studied  at  Pennsylvania  State  College,  Johns  Hop- 
kins, Rush  Medical  College  of  Chicago  University, 
and  at  universities  abroad. 

“If  a man  knows  what  he  is  going  to  be  up  against 
and  is  equipped  with  insight  and  devices  to  cope  with 
the  anticipated  situation,  the  probability  is  that  he 
will  be  able  to  avoid  much  of  the  shock  that  he 
would  otherwise  feel,”  Dr.  Powdermaker  said  in 


speaking  of  the  task  ahead  of  her.  “He  might  even 
be  able  to  avoid  completely  incapacitating  ailments 
detrimental  to  the  war  effort.  This  is  as  true  of  the 
merchant  marine  as  of  the  Army  and  Navy,  where 
much  useful  work  has  already  been  done. 

“Knowledge  of  what  to  do  in  an  emergency  situa- 
tion gives  a man  a greater  sense  of  security  and  in- 
creases his  ability  to  act  effectively.” 

Health  Motion  Picture  Catalog  Available 

The  Division  of  Public  Health  Education  has  just 
completed  a new  catalog  of  the  Department’s 
motion  picture  library  which  comprises  nearlv  one 
hundred  films  on  public  health  subjects. 

The  catalog  gives  a brief  synopsis  of  each  picture, 
together  with  detailed  information  concerning  the 
conditions  to  be  complied  with  by  borrowers.  The 
description  of  each  picture  produced  by  the  State 
Department  of  Health  is  illustrated  with  a “still” 
from  the  film.  The  titles  are  arranged  alphabetically 
and  are  also  indexed  by  subject  for  easy  reference. 

Copies  may  be  obtained  on  request  from  the 
Supervisor  of  Visual  Instruction,  State  Department 
of  Health,  Albany,  New  York. — Health  News 

New  Diet-Scoring  Device 

A simple  and  graphic  method  of  evaluating  in- 
dividual diets  is  outlined  by  Frances  Livingston 
Hoag,  M.A.,  in  a new  booklet,  Visual  Food  Values, 
published  by  the  Philadelphia  Inter-State  Dairy 
Council  and  dedicated  to  the  late  Dr.  Mary  Swartz 
Rose. 

Featuring  the  dietary  measuring  rods  known  as 
“shares”  devised  by  Dr.  Rose,  the  booklet  explains 
in  detail  how  one  may  quickly  score  his  diet  by 
means  of  the  accompanying  set  of  128  attractively 
colored  cards  illustrating  foods  in  amounts  com- 
monly considered  average  servings.  On  the  reverse 
sides  of  the  cards  are  charts  which  show  the  food 
values  in  shares.  The  cards  may  be  cut  apart  and 
organized  into  the  following  groups:  milk,  fruits, 
vegetables,  cereals  and  breads,  meat,  fish,  cheese 
and  eggs,  fats,  and  swreets.  This  makes  it  easy  to 
visualize  and  to  remember  what  each  food  group  can 
be  depended  on  to  contribute  to  one’s  daily  dietary 
needs.  A large  chart  designed  for  use  with  groups  in 
scoring  diets  and  another  for  recording  the  individual 
diet  are  included  with  the  set. 

While  the  “share”  method  is  not  accepted  as 
simple  by  everyone,  it  has  been  successfully  used  in 
nutrition  classes  as  low  as  the  sixth  grade.  Students 
in  both  the  secondary  school  and  in  college  also  use 
it.  Teachers,  nutritionists,  homemakers,  doctors, 
dietitians,  nurses,  and  cafeteria  managers  are  the 
groups  for  whom  this  material  was  designed. 

Visual  Food  Values  may  be  obtained  from  the 
Philadelphia  Inter-State  Dairy  Council,  Twentieth 
and  Race  Streets,  Philadelphia,  at  SI. 25  a copy. 

Reprints  of  Study  on  Coding  Medical  Data 
on  Birth  Certificates 

A paper  titled  “Statistical  Aspects  of  Coding  and 
Tabulating  Medical  Data  on  Birth  and  Stillbirth 
Certificates,”  by  Dr.  J.  V.  DePorte,  Dr.  Sylvia  L. 
Parker,  and  Elizabeth  Parkhurst,  has  been  reprinted 
from  the  June  issue  of  the  American  Journal  of 
Public  Health.  The  authors  are  the  director, 
assistant  statistician,  and  senior  statistician,  re- 
spectively, of  the  Division  of  Vital  Statistics.  A 
limited  number  of  these  reprints  is  available  for 
distribution  to  public  health  workers  who  are  inter- 
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ested  in  the  subject.  Requests  should  be  addressed 
to  the  Division  of  Vital  Statistics,  New  York  State 
Department  of  Health,  Albany. 

ABC’s  of  Safe  Weight-Lifting 

To  minimize  the  number  of  sprains,  strains, 
hernias,  and  other  weight-lifting  injuries  among  un- 
trained workers  engaged  in  war  production,  the 
Division  of  Labor  Standards,  United  States  Depart- 
ment of  Labor,  has  prepared  a bulletin  for  the 
guidance  of  plant  managers  and  supervisors. 

The  bulletin  recommends  the  following  basic 
principles,  applicable  to  home  and  farm  as  well  as  to 
industry,  all  of  which  are  discussed  in  detail  and 
attractively  illustrated:  good  planning  by  manage- 
ment in  the  use  of  mechanical  lifting  and  conveying 
devices,  and  in  controlling  the  amount,  pace,  and 
duration  of  manual  lifting  and  carrying;  proper 
selection  of  workers  for  heavy  jobs;  and  the  careful 
training  and  constant  supervision  of  workers  in  safe 
lifting  and  carrying  practices. 

This  publication  ( Guide  to  the  Prevention  of  Weight- 
Lifting  Injuries , Special  Bulletin  No.  11,  United 
States  Department  of  Labor)  is  for  sale  by  the 
Superintendent  of  Documents,  United  States 
Government  Printing  Office,  Washington,  D.C.,  at 
a cost  of  ten  cents  per  copy.  The  New  York  State 
Department  of  Health  does  not  distribute  this 
bulletin. — Health  News 

Darkfield  Facilities  Available  to  Physicians 

Facilities  for  darkfield  examinations  for  syphilis 
are  available  to  physicians  at  seventeen  social 
hygiene  diagnostic  centers  operated  by  the  Bureau 
of  Social  Hygiene  of  the  New  York  City  Depart- 
ment of  Health. 

This  service  is  offered  without  charge  to  all 
physicians  to  aid  them  in  the  diagnosis  of  early 
syphilis.  To  obtain  this  and  other  services,  take 
your  patient  to  the  most  convenient  social  hygiene 
center,  or  send  the  patient  with  a written  request. 
After  the  examination,  the  patient  will  be  instructed 
to  return  to  the  referring  physician.  Reports  are 
made  directly  to  the  physician  by  telephone  and 
confirmatory  letter. 

For  arrangements  with  the  center  nearest  your 
office,  and  the  hours  during  which  laboratory  tech- 
nicians are  on  duty,  call  your  district  health  officer 
or  the  central  office  of  the  Bureau  of  Social  Hygiene, 
WOrth  2-6900,  extensions  214  or  442. 

Refresher  Courses  in  Venereal  Disease 

The  Clinical  Refresher  Course  in  modem  methods 
of  diagnosis  and  treatment  of  venereal  disease  has 
been  in  progress  during  the  summer  at  the  New  York 
City  Health  Department,  under  the  auspices  of  the 
Bureau  of  Social  Hygiene.  The  course  is  open  to  all 
New  York  physicians. 

Meetings  are  held  every  Wednesday  morning  at 
9:00  a.m.  in  Room  330  of  the  Health  Department 


building,  125  Worth  Street,  Manhattan,  under  the 
direction  of  Dr.  Louis  Chargin,  consultant. 

Whenever  possible,  patients  are  used  in  the  demon- 
strations, and  treatment  methods  may  be  observed 
in  the  Central  Clinic.  Literature  is  available. 
Discussions  range  over  the  entire  field  of  venereal 
disease,  including  syphilis,  gonorrhea,  chancroid, 
lymphogranuloma  venereum,  and  granuloma  in- 
guinale. 

Physicians  who  attend  may  be  reached  at  WOrth 
2-6900,  extensions  214,  252,  or  442. 

New  Publications  on  Venereal  Disease 

The  Bureau  of  Social  Hygiene,  New  York  City 
Department  of  Health,  has  prepared  new  informa- 
tional material  for  the  medical  profession,  designed 
to  keep  the  general  practitioner  up  to  date  on  modern 
methods  of  diagnosis  and  treatment  of  venereal 
diseases. 

This  material  includes  a new  edition  of  “The 
Diagnosis  and  Treatment  of  Chancroid,  Granuloma 
Inguinale,  and  Lvmphogranuloma  Venereum”  (8 
pages);  “Sulfathiazole  Treatment  of  Gonorrhea” 
(blotter);  and  “The  Physician’s  Responsibility  in 
Premarital  Examination”  (blotter). 

Other  pamphlets  still  available  to  the  medical 
profession  include:  “Office  Procedures  in  the 

Laboratory  Diagnosis  of  Venereal  Disease”  (16 
pages) ; “The  Golden  Opportunity — Primary  Svphi- 
lis”  (4  pages);  “Clinical  Digests  of  Syphilis  in 
Pregnancy  and  Svphilis  in  the  Newborn”  (8  pages); 
“Diagnosis  and  Management  of  Congenital  Syphilis” 
(4  pages);  and  “Syphilis  in  Pregnancy”  (4  pages). 

Copies  are  available  without  charge  on  request  to 
the  Bureau  of  Social  Hygiene,  Department  of  Health, 
125  Worth  Street,  New  York  13,  New  York.  Copies 
in  quantity  may  be  obtained  bv  medical  societies 
and  schools  in  the  City  of  New  York. 

Health  Area  Map 

The  Statistical  and  Graphic  Service  of  the 
Charities  Aid  Association  has  recently  completed  a 
Health  Area  Map  of  New  York  City  which  shows  in 
detail  the  boundaries  of  each  unit  according  to  the 
1940  revision  of  the  census.  Since  the  federal  census 
is  taken  only  every  ten  years,  the  boundaries  of  the 
areas  are  established  for  this  period  The  Depart- 
ment of  Health  classifies  important  vital  statistics 
of  New  York  City  according  to  these  units.  The 
health-center  districts  thus  are  made  up  of  groups 
of  health  areas.  From  the  time  of  the  establishment 
of  the  health  area  units  of  New  York  City,  the 
Association  has  shared  in  their  systematic  organiza- 
tion. 

The  assistant  director  and  statistician  of  the 
Association  has  served  for  years  as  chairman  of 
the  joint  committee  of  the  Health  Department  of  the 
City  of  New  York,  the  Welfare  Council,  and  Neigh- 
borhood Health  Development  in  the  definition  of  the 
boundaries  of  the  health  areas. 


ENGLISH  DOCTOR  WANTS  AMERICAN  CORRESPONDENT 

The  Medical  Society  of  the  State  of  New  York  reports  in  his  letter  that  he  is  a graduate  of  Cam- 

recently  received  a letter  from  an  English  doctor,  bridge.  27  years  old,  and  a former  countrv  practi- 

now  serving  in  the  RAF,  who  wants  to  correspond  tioner.  He  may  be  reached  at  the  following 

with  an  American  doctor  about  his  own  age.  address:  % Inglemere,  Easby  Drive,  Irkley, 

The  doctor’s  name  is  P.  B.  Appleyard,  and  he  Yorkshire,  England. 


Medical  News 

OCD  to  Supply  Four-Stretcher  Ambulance  Bodies 


MOST  American  cities  have  insufficient  ambu- 
lances to  meet  emergency  demands  in  the  event 
of  an  air  attack,  James  M.  Landis,  Director  of 
Civilian  Defense,  said  in  announcing  plans  for  the 
distribution  of  800  four-stretcher  ambulance  bodies 
to  cities  in  the  target  areas. 

The  ambulance  bodies,  which  are  made  of  wood 
and  other  noncritical  materials,  can  be  mounted  on 
the  chassis  of  a Ford,  Chevrolet,  or  Plymouth  four- 
door  sedan,  models  1939-1941,  which  are  to  be 
provided  by  the  cities.  The  ambulances  are  roomy 
enough  to  carry  four  stretchers  on  built-in  racks 
and  still  leave  space  for  an  attendant  to  ride  with 
the  casualties  and  give  necessary  care  en  route. 


According  to  Mr.  Landis,  four-stretcher  ambu- 
lances have  been  shown  to  be  essential  in  the  ef- 
ficient handling  of  catastrophes  that  result  in  the 
injury  of  large  numbers  of  civilians. 

The  ambulance  bodies  will  be  distributed  free  of 
charge  to  selected  communities,  but  because  of  the 
limited  supply,  they  can  be  sent  only  to  cities  in  ex- 
posed areas  and  only  after  the  city  has  notified  OCD 
that  the  chassis  will  be  supplied. 

Allocation  of  ambulance  bodies  has  been  made  on 
the  basis  of  population  of  cities  in  target  zones,  with 
consideration  of  special  transportation  problems, 
the  number  of  four-stretcher  ambulances  already 
available,  and  other  special  war  hazards. 


OCD  Publishes  New  Recommendations  on  Burns  and  Wound  Infections  in 

Air  Raid  Casualties 


THE  Medical  Division  of  the  Office  of  Civilian 
Defense  has  revised  its  pamphlet,  “Treatment  of 
Burns  and  Prevention  of  Infections,”  to  incorporate 
new  technics  that  have  been  developed  within  the 
past  year.  The  pamphlet,  drawn  up  by  the  Com- 
mittee on  Chemotherapeutics  and  Other  Agents 
and  the  Subcommittee  on  Burns  of  the  Committee 
on  Surgery  of  the  Division  of  Medical  Sciences  of 
the  National  Research  Council,  was  originally  in- 
tended for  the  armed  forces,  but  the  recommenda- 
tions in  it  have  now  been  modified  for  adaptation 
to  the  problems  of  treating  civilian  casualties. 

The  sulfonamides  must  be  used  more  cautiously 
in  the  treatment  of  civilians  than  they  are  in  the 
treatment  of  military  casualties,  according  to  the 
pamphlet,  because  the  possibility  of  toxic  effects  is 
increased  in  the  unselected  civilian  population  and 
also  because  civilian  injuries  can  have  hospital  at- 
tention within  a reasonably  short  time. 

The  pamphlet  advises  sodium  sulfadiazine  as  the 
drug  of  choice  for  parenteral  administration  for 
intra-abdominal  wounds.  This  is  considered  prefer- 
able to  oral  therapy  during  the  first  forty-eight 
hours.  Special  emphasis  is  placed  upon  the  danger 
of  giving  sulfonamide  drugs  to  a patient  who  is  not 
voiding  normally. 


For  the  emergency  care  of  burns  the  pamphlet 
suggests  that  morphine  sulfate,  one-half  grain,  be 
administered  at  the  scene  of  the  incident  and  no 
local  therapy  applied  to  the  burned  area,  with  the 
exception  of  sterile  gauze  to  prevent  infection  in  the 
exposed  surfaces. 

The  most  notable  change  in  the  pamphlet  is  the 
withdrawal  of  the  recommendation  to  use  ointments 
or  jellies  containing  tannic  acid  in  the  first-aid 
treatment  of  burns.  The  new  advice  states  that 
when  definitive  treatment  cannot  be  carried  out 
within  two  hours,  the  patient  should  receive  enough 
morphine  to  relieve  the  pain,  and  the  burned  surfaces 
should  be  covered  with  sterile  boric  acid  ointment  or 
petrolatum,  over  which  one  or  two  layers  of  gauze 
of  fine  mesh  (44)  is  to  be  smoothly  applied.  Over 
this,  thick  sterile  gauze  or  sterile  cotton  waste  is  to 
be  placed  and  the  entire  dressing  is  to  be  bandaged 
firmly  but  not  tightly. 

The  administration  of  large  amounts  of  plasma  is 
strongly  advocated  in  the  pamphlet,  which  recom- 
mends, in  severe  cases,  quantities  up  to  12  units  or 
more  during  the  first  twenty-four  hours. 

Emphasis  is  also  placed  upon  masking  the  patient 
and  his  attendants  in  order  to  minimize  the  danger 
of  secondary  infection. 


County 

Broome  County 

Only  29  persons  among  the  948  men  and  women 
employed  in  eight  Broome  County  industries  who 
were  x-rayed  in  May  by  the  state’s  mobile  x-ray 
unit  have  been  notified  to  see  their  private  physicians 
for  further  examinations. 

The  survey  was  conducted  jointly  by  the  State 
Departments  of  Health  and  Labor  in  conjunction 
with  the  Broome  County  Tuberculosis  Association 
and  the  Broome  County  Medical  Society. 

Of  the  29  cases  recommended  for  the  attention  of 
private  physicians  further  examination  “probably 
will  show  that  11  have  clinically  significant  tuber- 
culosis, a condition  which  should  be  treated,”  the 
association  announced. 

Eighteen  conditions  regarded  as  “other  than 
tuberculosis”  were  classified  as  “miscellaneous”  and 
included  possible  heart  conditions,  lung  abscesses, 
and  lung  tumors. 


News 

A total  of  919  persons  have  received  word  from 
the  tuberculosis  association  that  their  lungs  are 
healthy,  but  it  was  called  to  the  attention  of  these 
persons  that  the  lungs  are  only  one  part  of  the  body 
and  that  a complete  physical  examination  “natu- 
rally is  to  everyone’s  advantage,”  the  association 
said. 

The  desirability  of  a further  physical  checkup  of 
those  whose  lungs  are  healthy  was  emphasized  by  the 
association  in  view  of  the  wartime  demands  upon 
the  time  of  physicians,  whose  duties  have  been  multi- 
plied by  many  doctors  entering  military  service,  as  a 
precaution  against  possible  future  illness,  the  as- 
sociation explained. 

The  percentage  of  tuberculosis  discovered  in 
Broome  County  “very  closely  approximates”  the 
average  usually  disclosed  by  more  extensive  sur- 
veys in  other  communities,  they  added. 

Dr.  Elton  R.  Dickson,  president  of  the  Broome 
County  Medical  Society,  commended  the  survey 
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and  said  that  “the  aims  and  objects  and  results  have 
been  carefully  investigated  by  the  society’s  govern- 
ing board  and  have  met  with  our  full  approval.” 

He  added  that  the  cost  of  treating  an  active,  ad- 
vanced case  of  tuberculosis  is  approximately  $10,000 
and  said : “Think  what  the  cost  would  be  of  treating, 
say,  only  three  of  the  cases  discovered.”* 

Cayuga  County 

Many  of  the  industrial  plants  in  the  community, 
with  the  cooperation  of  the  Cayuga  Health  Associa- 
tion, are  offering  their  employees  a free  chest  x-ray. 

The  results  of  the  x-ray  will  be  a matter  of  con- 
fidential information  between  the  employees  and 
their  family  physicians  or  the  plant  physician.  A 
large  number  of  employees  are  reported  welcoming 
this  opportunity  for  a chest  x-ray. 

This  program,  which  is  being  carried  on  by  em- 
ployers, the  Cayuga  Health  Association,  the  Cayuga 
County  Medical  Society,  and  the  City  and  State 
Health  Departments,  is  a vital  part  of  a nationwide 
program  to  find  and  fight  tuberculosis  in  its  early 
stages  as  a means  of  conserving  manpower  for  the 
war  effort,  and  also  to  prevent  an  increase  in  the 
disease  due  to  the  fact  that  many  people  are  working 
long  hours  and  under  high  tension.  * 

Erie  County 

Dr.  Stockton  Kimball,  associate  in  medicine  and 
harmacology  of  the  University  of  Buffalo  Medical 
chool,  will  take  a special  three-month  course  in 
tropical  medicine  preparatory  to  giving  specialized 
instruction  in  this  field  in  the  Medical  School. 

The  course  is  sponsored  by  the  Association  of 
American  Medical  Colleges  through  funds  supplied 
by  the  Markle  Foundation.  Dr.  Kimball  left 
Buffalo  the  end  of  August  to  study  in  the 
Army  Medical  School,  which  is  associated  with  the 
Walter  Reed  Hospital  in  Washington,  for  two 
months  and  then  will  spend  one  month  in  practical 
work  in  tropical  diseases  in  Central  America. 

He  will  return  to  Buffalo  about  December  1 to 
resume  his  teaching  as  well  as  his  private  practice. 
The  designation  is  not  an  Army  appointment,  but 
the  course  is  identical  with  the  one  given  members 
of  the  Army  Medical  Corps.* 

Kings  County 

The  following  item  is  from  the  Brooklyn  Eagle 
of  August  3: 

“A  delicate,  five-hour  brain  operation,  on  an  Aus- 
tralian soldier,  performed  by  Capts.  Julius  Tepper, 
of  Sunnyside,  and  Frederick  Hidde,  of  Wisconsin, 
under  the  most  trying  conditions  at  a New  Guinea 
air  base,  today  was  hailed  by  the  medical  world  as 
one  of  the  miracles  of  modern  surgery. 

“The  soldier,  whose  brain  was  knocked  out  by  an 
exploding  airplane  tire,  according  to  dispatches 
from  the  battlefront,  is  well  on  the  road  to  recovery, 
thanks  to  the  skill  of  the  American  surgeons. 

“Captain  Tepper  and  his  colleague  worked  five 
hours  on  the  injured  soldier.  Despite  unbearable 
heat  and  lack  of  modern  facilities,  the  surgeons  re- 
placed the  forefront  of  the  soldier’s  brain,  which  had 
been  knocked  through  his  forehead. 

“Skin  was  sewed  over  the  opening,  which,  the 
doctors  said,  will  later  be  covered  by  a metal  plate. 

“Although  a certain  degree  of  uncertainty  exists 
after  a brain  operation,  the  surgeons  said,  according 
to  the  dispatch,  they  were  hopeful  that  no  person- 
ality change  would  occur. 

* Asterisk  indicates  that  item  is  from  local  newspaper. 


“Captain  Tepper  is  a graduate  of  New  York 
University.  He  was  associated  with  the  City  Hos- 
pital and  Beth  Israel  Hospital,  both  in  Manhattan.” 

Monroe  County 

Broadcasting  by  the  county  society  was  resumed 
Sunday,  August  1.  President  G.  Kirby  Collier, 
M.D.,  opened  the  season  with  a roll  call  of  leaders  of 
wartime  activities. 

The  Health  Education  Committee  has  submitted 
a tentative  program  of  scheduled  broadcasts  which 
high-light  the  society’s  social,  community,  and  war- 
time contributions  and  present  the  newer  knowledge 
of  medicine  and  the  work  of  the  subcommittees  of 
the  Public  Health  Committee.  Any  measurable 
degree  of  success  in  the  presentation  of  this  program 
will  raise  the  prestige  of  this  broadcast  and  of  this 
Society  to  new  heights  of  community  esteem.  The 
major  theme  is  “Medicine  in  a Changing  Social 
World.” 

Deputy  Health  Officer,  Norris  G.  Orchard,  M.D., 
heads  the  special  committee  concerned  with  the 
preparation  of  papers  for  broadcasting. 

Speakers  are  urged  to  complete  their  papers  and 
send  them  to  Dr.  Orchard  at  the  Health  Bureau, 
82  Chestnut  Street,  Rochester,  early,  and  not  later 
than  two  weeks  before  the  time  of  broadcasting. 

Vitally  important  to  the  success  of  the  broadcast 
is  the  creation  of  a reserve  pool  of  papers  for  use  in 
an  emergency.  Physicians  are  urged  to  contribute 
papers  to  this  pool.  There  has  never  been  an  ade- 
quate number  of  papers  in  this  reserve  pool.  In 
years  past,  some  of  the  finest  broadcasts  have  been 
papers  contributed  to  it. — Walter  C.  Allen,  M.D., 
Chairman , Health  Education  Committee 

New  York  County 

Dr.  Frank  A.  Calderone,  Deputy  and  Acting 
Commissioner  of  the  Health  Department,  recently 
announced  that  34  school  physicians  had  been  as- 
signed to  examine  children  applying  for  admission 
to  vocational  high  schools  in  the  fall.  Dr.  Calderone 
stressed  the  fact  that  the  services  of  the  school 
physicians  will  be  made  available  only  to  those 
students  who  cannot  afford  to  visit  a private  doctor. 
Examinations  were  held  at  vocational  high  schools 
throughout  the  summer.  The  project  is  a coopera- 
tive effort  carried  on  by  the  Health  Department  and 
the  Board  of  Education. 

Since  last  year  the  Board  of  Education  has  re- 
quired complete  physical  examinations  of  all  children 
entering  the  city’s  26  vocational  high  schools.  The 
purpose  of  these  examinations  is  to  determine 
whether  pupils  are  physically  fit  for  the  type  of  vo- 
cational training  for  which  they  have  applied,  and 
whether  or  not  the  school  program  should  be  modi- 
fied to  fit  their  individual  physical  capacities. 

“With  more  and  more  of  our  vocational  high 
school  pupils  preparing  for  war  industries,  the  need 
for  physical  examinations  becomes  increasingly 
great,”  said  Dr.  Leona  Baumgartner,  Director  of 
the  Bureau  of  Child  Hygiene  of  the  Health  Depart- 
ment. “Heavier  physical  demands  and  increased 
mental  strain  are  part  and  parcel  of  war  work  these 
days.  So  we  must  see  to  it  that  all  boys  and  girls 
who  plan  to  enter  industry  get  in  the  best  possible 
physical  shape  before  they  are  graduated.  And  we 
must  also  do  our  very  best  to  see  that  the  students 
choose  work  for  which  they  are  emotionally  as  well 
as  physically  fitted.” 

Dr.  Baumgartner  pointed  out  that  every  pupil 
who  has  applied  for  vocational  training  has  been 
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provided  with  a standard  physical  examination 
form.  She  urged  all  students  who  can  possibly  af- 
ford to  do  so  to  be  examined  by  their  family  physi- 
cians and  to  have  him  record  his  findings  on  the 
standard  form.  Of  the  13,000  boys  and  girls  al- 
ready enrolled,  40  per  cent  have  been  examined  in 
this  manner  by  their  family  doctors.  Those  who 
must  take  advantage  of  the  free  Health  Department 
examinations  will  find  that  cardiac,  orthopaedic, 
and  eye  consultation  services  are  available  for  those 
requiring  it.  These  three  consultation  services  are 
located  at  the  Lower  East  Side  Health  Center,  341 
East  25  Street,  Manhattan. 

The  details  for  the  plan  for  these  examinations 
were  worked  out  by  Dr.  Robert  W.  Culbert  of  the 
Bureau  of  Child  Hygiene,  Department  of  Health, 
and  Dr;  I.  H.  Goldberger,  assistant  director  of  the 
Bureau  of  Health  Education  of  the  Board  of  Educa- 
tion. 

Dr.  Frank  E.  Adair  was  recently  re-elected  vice- 
president  of  the  American  Society  for  the  Control 
of  Cancer  at  its  annual  meeting  in  New  York  City; 
Dr.  Cornelius  P.  Rhoads  was  elected  secretary. 

Dr.  Richard  Kov&cs  has  been  appointed  to  the 
National  Faculty  in  Physical  Therapy  of  the  Wartime 
Graduate  Medical  Meetings,  to  serve  as  regional 
instructor  for  Connecticut  and  Rhode  Island. 

The  newly  elected  officers  of  the  New  York  So- 
ciety for  Clinical  Ophthalmology  for  1943-1944  are 
as  follows:  President,  Sigmund  A.  Agatston; 

vice-president,  Milton  L.  Berliner;  recording  secre- 
tary, Leon  H.  Ehrlich;  corresponding  secretary, 
Benjamin  Esterman;  treasurer,  Daniel  Kravitz. 

Edward  B.  Gresser,  M.D.,  has  been  appointed 
a consultant  on  tropical  ophthalmology  to  the 
Secretary  of  War. 

• • • 

Lieutenant  Sidney  Licht,  M.C.,  chief  of  physical 
therapy  and  occupational  therapy  at  Lovell  General 
Hospital,  Fort  Devens,  Massachusetts,  has  been 
promoted  to  the  grade  of  Captain. 

• • • 

Lieutenant  Colonel  William  F.  MacFee  has  been 
elected  vice-president  of  the  recently  organized 
“American  Medical  Society  of  the  European  Theatre 
of  Operations.” 

Oneida  County 

Dr.  Robert  W.  Hurd  has  returned  to  Utica  to 
practice  medicine  after  a year’s  association  and 
practice  with  Dr.  Ranald  E.  Mussey,  of  Troy,  in 
internal  medicine.  Doctor  Hurd  was  a staff  member 
of  the  Samaritan  and  Leonard  Hospitals  in  Troy. 

He  obtained  his  medical  education  in  the  Uni- 
versity of  Rochester  School  of  Medicine.  After  his 
graduation  he  spent  a year  as  intern  in  Strong  Me- 
morial Hospital,  Rochester,  and  another  year  as  as- 
sistant resident  physician  and  assistant  in  medicine 
in  the  University  of  Rochester.* 

St.  Lawrence  County 

Ogdensburg  physicians  are  cooperating  in  efforts 
to  make  the  Red  Cross  blood  bank  clinics,  which 
began  in  August,  a success. 

The  physicians,  in  addition  to  making  free  ex- 
aminations of  donors,  are  in  charge  of  the  clinics  at 
the  A.  Barton  Hepburn  Hospital.  Dr.  F.  E.  Clark 


made  the  arrangements  with  the  Red  Cross  leaders 
for  the  physicians  to  aid  in  the  clinics. 

The  first  blood  bank  clinic  was  held  at  the  Hep- 
burn Hospital  in  cooperation  with  Red  Cross 
officials  from  Brockville.  The  Brockville  unit  owns 
the  equipment  necessary  for  the  clinic  and  is  sending 
it  to  Ogdensburg  for  the  clinics  there.  * 

Suffolk  County 

A special  program  honoring  five  members  of  the 
Suffolk  County  Medical  Society  who  have  completed 
a half  century  of  practice  was  held  recently  at  the 
quarterly  meeting  of  the  society  at  Kings  Park  State 
Hospital.  The  “Jubillarians,”  Dr.  William  N.  Barn- 
hardt,  now  of  Toronto,  Canada;  Dr.  G.  Herbert 
Carter,  of  Huntington;  Dr.  William  E.  Foster,  of 
Babylon;  Dr.  Frank  Overton,  of  East  Patchogue; 
and  Dr.  Frank  D.  Peterson,  of  Mattituck,  were 
each  presented  with  a war  bond  by  Dr.  David 
Corcoran,  Dr.  Burdge  P.  MacLean,  Dr.  John  B. 
Healy,  Dr.  William  H.  Ross,  and  Dr.  George  Berg- 
mann,  respectively. 

Dr.  Thomas  A.  McGoldrick,  president  of  the 
Medical  Society  of  the  State  of  New  York,  praised 
the  Jubillarians,  and  paid  tribute  to  their  achieve- 
ments. 

Dr.  Barnhardt,  who  was  on  the  staff  at  Central 
Islip  State  Hospital  for  twenty-eight  years,  was  a 
pioneer  in  tuberculosis  research.  A veteran  of 
of  World  War  I,  he  had  attained  the  rank  of  lieuten- 
ant colonel,  and  has  had  several  subsequent  calls 
for  periods  of  active  duty  with  the  Army.  Dr. 
Carter,  Dr.  Foster,  and  Dr.  Peterson  have  com- 
pleted fifty  years  of  service  as  family  physicians  in 
their  respective  localities.  Dr.  Peterson  was  for- 
merly public  health  officer  of  Southold  town.  Dr. 
Overton  was  instrumental  in  the  establishment  of 
the  Suffolk  County  Department  of  Health  and  was 
one  of  the  founders  of  the  County  Tuberculosis 
Sanitorium  and  the  Tuberculosis  and  Public  Health 
Association,  and  served  for  a number  of  years  as 
district  state  health  officer.  He  was  a former  editor 
of  the  New  York  State  Journal  of  Medicine  and 
is,  at  the  present  time,  engaged  in  bringing  the  his- 
tory of  medicine  in  Suffolk  County  up  to  date. — 
Smithtown  Star 

Westchester  County 

Dr.  Victor  F.  Cincotti,  of  New  York  City,  has 
been  appointed  resident  physician  at  Lawrence  Hos- 
pital, Bronxville. 

Dr.  Cincotti  was  formerly  connected  with  the 
Metropolitan  Hospital  in  New  York.* 

• • • 

The  Board  of  Education  in  Pelham  has  adopted  a 
novel  but  logical  way  of  appointing  a school  phy- 
sician. Applications  are  solicited  from  local  phy- 
sicians interested  in  the  appointment,  and  are  then 
submitted  to  an  Advisory  Committee  on  Health, 
composed  of  four  physicians  who  reside  in  Pelham 
but  practice  exclusively  in  New  York  or  elsewhere. 
This  advisory  committee  is  using  as  a guide  for  the 
medical  qualifications  of  the  appointee  the  “Stand- 
ards for  Physicians  in  Schools”  proposed  by  the 
American  Academy  of  Pediatrics  as  published  in  the 
J.A.M.A.,  February  20,  1943.  The  report  of  the 
advisory  committee  has  not  yet  been  made  public. 
— Westchester  Med.  Bull. 

• • • 

Emergency  Medical  Services  attached  to  the  Of- 
fices of  Civilian  Protection  throughout  the  county 
have  recently  been  reorganized  in  line  with  recom- 
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mendations  of  Colonel  George  Baehr,  Medical  Of- 
ficer of  the  Office  of  Civilian  Defense.  The  terms 
“Emergency  Medical  Unit”  and  “Ambulance  Unit” 
have  been  discontinued,  and  the  personnel  and 
equipment  of  E.M.S.  have  been  reorganized  pri- 
marily in  terms  of  “Medical  Express  Teams.” 

Each  Medical  Express  Team  (MXT)  comprises 
one  physician,  one  nurse,  two  auxiliary  personnel, 
one  regular  ambulance  or  station  wagon  ambulance 
with  driver,  and  one  passenger  automobile  which 
will  carry  the  professional  and  auxiliary  personnel. 

There  will  be  a secondary  unit  to  be  known  as  an 
Auxiliary  Ambulance  Unit  (A.A.U.)  comprising  a 
station  wagon  equipped  with  two  or  four  stretchers 
and  with  a driver  or  alternate  driver  available. 

An  inventory  of  the  number  of  Medical  Express 
Teams  and  Auxiliary  Ambulance  Units  available  in 
all  parts  of  the  county  is  now  maintained  by  the 
Chief  Medical  Officer  in  the  County  Control  Center 
in  White  Plains,  and  under  the  “Mutual  Aid  Plan,” 
these  units  in  all  parts  of  the  county  are  subject  to 
requisition  by  the  Chief  Medical  Officer  for  service 
elsewhere  in  the  county  in  the  event  of  a catastrophe 
that  overwhelms  local  resources.  The  same  Mutual 
Aid  Plan  of  course,  applies  to  fire,  police,  public 
works,  communications,  utilities,  welfare  services, 
etc.  In  no  event  however,  would  the  Chief  Medical 
Officer  at  the  County  Control  Center  requisition  the 
full  medical  strength  of  any  community  for  service 
elsewhere. 

The  Office  of  the  Chief  Medical  Officer  at  the 
County  Control  Center  is  staffed  alternatively  by 
Dr.  E.  L.  Burwell,  Director  of  Emergency  Medical 
Service  for  the  Westchester  County  War  Council, 
Mr.  J.  E.  Bryan,  his  deputy  and  Executive  Secretary 
of  the  County  Medical  Society,  Dr.  William  A. 
Holla,  County  Health  Commissioner,  and  a staff 
of  trained  assistants. — Westchester  Med.  Bull. 

Dr.  Amos  O.  Squire,  of  Ossining,  Westchester 
County  Medical  Examiner,  began  his  twenty-fifth 
year  of  service  to  the  county  on  July  1.  Dr.  Squire 
has  investigated  ten  thousand  deaths  in  the  course 
of  his  service  during  the  past  quarter  century. 

Elected  as  Coroner  in  1906,  Dr.  Squire  served  in 
that  office  for  two  terms  and  then  became  Chief 
Medical  Officer  at  Sing  Sing  Prison.  When  the 
Coroner  system  was  abolished  and  the  position  of 
Medical  Examiner  was  established  in  1925,  Dr. 
Squire  was  appointed  and  has  since  served  in  that 
capacity.  When  he  was  Coroner  for  the  first  time, 
thirty-seven  years  ago,  there  were  four  such  officers 
for  the  entire  county.  Later  these  were  cut  to  two, 
and  since  1925  as  Medical  Examiner,  Dr.  Squire 
has  been  on  duty,  technically  at  least,  for  twenty- 


four  hours  every  day.  Occasionally,  he  takes  a 
brief  vacation  when  his  acting  medical  examiner, 
Dr.  E.  H.  Huntington,  takes  over,  but  when  Dr. 
Squire  is  within  the  county’s  boundaries  he  must 
answer  a call. 

Dr.  Squire  pointed  out  in  a public  statement  on 
July  1,  that  during  the  past  eighteen  years,  the 
county’s  population  has  grown  by  about  200,000 
and  there  are  now  twice  as  many  deaths  to  investi- 
gate as  there  were  when  he  first  assumed  his  posi- 
tion. However,  back  in  1924,  the  Coroner’s  budget 
amounted  to  $15,050,  while  in  1943  the  budget  is 
only  $14,600  despite  the  tremendous  increase  in 
services  rendered. 

The  annual  meeting  of  the  New  Rochelle  Medical 
Society  was  hefd  at  the  Wykagyl  Country  Club  on 
June  29.  Forty-five  members  and  guests  were  pres- 
ent. One  lone  foursome  undertook  to  play  a round 
of  golf  and  needless  to  say,  all  returned  winners. 
An  excellent  steak  dinner  plus  the  trimmings  was 
served  at  8 p.m.  Among  the  guests  at  the  dinner 
was  Mr.  Arthur  H.  Hayes,  Manager  of  Station 
WABC,  who  brought  with  him  a transcription  of  a 
recent  radio  program  in  which  Dr.  George  C.  Adie, 
as  President  of  the  County  Medical  Society,  had 
participated.  Mr.  Hayes  made  an  interesting  hu- 
morous talk  on  radio  and  medicine. 

Resolutions  were  presented  on  the  deaths  of  the 
late  Doctors  Louis  B.  Chapman  and  Herman  E. 
Doege.  Dr.  Reid  R.  Heffner  was  elected  president, 
succeeding  himself,  Dr.  Paul  C.  Morrissey,  formerly 
secretary,  became  vice-president,  and  Dr.  C. 
Whitney  Banks  was  elected  secretary  and  treasurer. 
Golf  prizes  were  won  by  Drs.  Kremin,  Banks,  S.  L. 
Harris,  and  J.  R.  Jeppson.  Door  prizes  were  won 
by  Drs.  E.  E.  Kahn  and  F.  M.  Wright  and  (believe 
it  or  not)  by  Jim  Bryan,  Executive  Secretary  of  the 
County  Medical  Society.  Mr.  J.  Fred  Coots,  of 
Larchmont,  a well-known  local  song  writer,  enter- 
tained following  the  business  meeting. 

Wyoming  County 

At  the  annual  child  health  consultation  held  in 
Silver  Springs  on  July  23,  Dr.  G.  S.  Baker,  of  Wyo- 
ming County  Medical  Society,  gave  a physical  ex- 
amination to  13  preschool  children. 

Mrs.  Camille  Toolen,  dental  hygienist  from  the 
New  York  State  Department  of  Health,  inspected 
and  cleaned  the  children’s  teeth. 

It  was  urged  that  physical  and  dental  defects 
found  be  corrected  by  taking  the  children  to  the 
family  physician  or  dentist. 

Miss  Anna  A.  Schmidt,  Public  Health  Nurse, 
assisted  in  organization  and  at  the  consultation.* 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Charles  S.  Craig 

71 

Buffalo 

August  15 

Hilton 

George  M.  Dunaif 

64 

L.I.C.  Hosp. 

May  9 

Brooklyn 

George  T.  Imrie 

71 

Trinity 

August  28 

Rochester 

Nathan  Lane 

58 

P.  & S.,  N.Y. 

July  19 

Brooklyn 

P.  Dickinson  Maxwell 

31 

Syracuse 

August  21 

Rome 

Herbert  E.  Orange 

35 

L.I.C.  Med. 

May  3 

Hempstead 

Max  L.  Polowe 

63 

Univ.  & Bell. 

April  14 

Manhattan 

Edgar  T.  Ray 

63 

P.  & S.,  N.Y. 

August  27 

Brooklyn 

Robert  J.  Reynolds 

52 

P.  & S.,  N.Y. 

August  14 

Potsdam 

William  Rothman 

33 

R.C.P.  & S.,  Edinburgh, 
R.F.P.  & S.,  Glasgow 

June  21 

Brooklyn 

William  K.  Terriberry 

63 

P.  & S.,  N.Y. 

April  22 

Binghamton 

Hospital  News 


New  System  for  Applications  for  Hospital  Construction 


ANEW  system  of  handling  applications  for  hos- 
pital construction  was  announced  to  The 
Modern  Hospital  on  July  19  by  Everett  W.  Jones, 
head  hospital  consultant  of  the  War  Production 
Board.  Mr.  Jones  has  been  working  on  this  project 
for  several  months. 

This  new  system  provides  a relatively  simple  pre- 
liminary application  for  all  projects  costing  more 
than  $2,500.  When  this  is  filled  out,  filed,  and 
approved,  a hospital  will  know  definitely  that  its 
proposed  project  has  been  declared  essential  and 
that  priorities  will  be  given  before  it  makes  out  its 
W.P.B.  Form  617  (formerly  PD-200).  This  will 
avoid  the  possible  loss  of  thousands  of  man  hours 
and  dollars  in  preparing  final  working  drawings  and 
detailed  material  and  equipment  lists  before  final 
approval  had  been  given  by  W.P.B. , Mr.  Jones  de- 
clared. 

The  new  preliminary  application  is  in  two  parts, 
W.P.B.-2814  and  W.P.B. -2814.1.  The  former  re- 
quires identification  data,  a brief  description  of  the 
construction  program,  preliminary  cost  estimates, 
extent  to  which  public  utilities  will  be  affected, 
whether  other  construction  will  be  required  to  put 
this  project  into  complete  operation,  the  time  re- 
quired for  construction  and  for  installing  equip- 
ment, whether  workmen  will  be  available  to  do  the 
construction,  whether  materials  can  be  obtained, 
endorsements  of  the  project  by  government  and 
other  agencies,  and  other  applications  already  filed 
on  this  project. 

Form  W.P.B.-2814.1  deals  with  the  need  for  the 
project.  In  addition  to  preliminary  plans  or  rough 
sketches,  it  requires  answers  to  the  following  ques- 
tions: 

Furnish  the  following  information  regarding  present 
facilities : 

1.  Number  of  beds  and  bassinets  now  installed:  tota 
obstetric,  neuropsychiatric,  tuberculosis,  contagious,  new- 
born. 

2.  By  placing  additional  beds  in  private  and  semiprivate 
rooms  and  wards  and  by  utilizing  visitors’  rooms  and  other 
convertible  space,  not  covered  in  No.  3 below,  without  reduc- 
ing floor  area  per  bed  below  approximately  75  square  feet, 
give  number  of  beds  and  bassinets  which  could  be  added  and 
number  of  bassinets  which  would  then  be  reserved  for  new- 
born. 

3.  Is  any  space  in  the  hospital  used  for  graduate  nurses, 
student  nurses,  or  other  personnel?  Could  this  space  be 
used  for  patients? 


4.  Data  from  last  report  to  A.M.A.:  number  of  beds, 
number  of  bassinets,  date  of  report. 

5.  Explain  changes  in  present  capacity  (answer  to  1) 
from  last  report  to  A.M.A.  (answer  to  4),  giving  dates  on 
which  changes  occurred. 

6.  Give  number  of  operating  rooms,  delivery  rooms,  labor 
rooms. 

7.  Service  rendered  for  each  month  of  present  year  and 
annual  totals  for  two  preceding  years:  period  covered,  total 
patient  days  (including  new-born),  new-born  patient  days, 
average  length  of  stay  (medical,  surgical,  obstetric),  per  cent 
occupancy. 

Give  complete  description  of  new  facilities,  showing 
number  of  beds,  bassinets,  and  other  facilities  to  be 
built. 

Give  other  hospital  facilities  in  locality  and  popu- 
lation changes. 

1.  Give  following  information  for  each  hospital  (excluding 

mental  and  tuberculosis  hospitals)  in  your  county  and  in 
adjoining  counties  in  your  state  that  lie  wholly  or  partly 
within  a 25  mile  radius  of  your  hospital  (include  facilities 
not  now  in  operation):  (a)  name  and  address  of  hospital: 

(6)  number  of  beds  and  bassinets  now  installed  and  number  of 
basssinets  reserved  for  new-born;  (c)  total  number  of  patient 
days  of  service  rendered  during  latest  twelve-month  period 
for  which  data  are  available,  giving  dates  and  number  of 
days’  service  for  new-born  included  in  above;  (d)  per  cent 
occupancy;  ( e ) average  length  of  stay  of  patients;  (/)  beds 
not  included  in  16  (if  none,  indicate  this  fact)  or  beds  con- 
structed, under  construction,  or  approved  for  construction 
with  dates  when  they  will  be  available;  (g)  number  of  beds 
included  in  16  that  were  formerly  in  operation  and  are  not 
now,  owing  to  closing  of  institution,  shortage  of  doctors, 
shortage  of  nurses,  or  for  any  other  reason. 

2.  (a)  Give  1940  population  figures,  showing  urban  and 
rural  separately,  for  your  county  and  for  each  adjoining 
county  in  your  state  that  lies  wholly  or  partly  within  a 25 
mile  radius  of  your  hospital;  (6)  give  population  estimates 
of  above  counties  based  on  latest  ration  book  distribution. 

Nurses’  homes: 

1.  Give  number  of  student  nurses  in  training  a year  ago 
and  now. 

2.  Is  it  planned  to  increase  the  number  of  student  nurses 
in  training  and,  if  so,  by  how  many? 

3.  Has  the  plan  for  increasing  students  in  training  been 
approved  by  the  appropriate  state  organization? 

4.  Give  the  total  possible  number  of  beds  in  present 
nurses’  home  now  occupied  by  each  of  the  following:  gradu- 
ates, students,  others. 

5.  Have  efforts  been  made  to  lease  suitable  quarters  to 
house  nurses?  It  not,  give  reasons. 

6.  Is  there  available  for  purchase  or  lease  an  existing 
property  with  a building  that  might  be  converted  to  hospital 
use  as  an  annex,  etc.? — Modern  Hospital 


Rehabilitation  Clinic  for  Service  Men 


A PSYCHIATRIC  rehabilitation  clinic  for  dis- 
T*-  charged  service  men  and  men  rejected  by  the 
Induction  Board  was  opened  in  New  York  City  on 
August  19.  It  is  to  be  known  as  the  Rehabilitation 
Clinic  of  the  New  York  Hospital  and  meetings  will 
be  held  each  Thursday  evening  in  the  Outpatient 
Department  of  the  Payne  Whitney  Clinic  of  that 
institution. 

Cases  will  be  selected  by  appointment,  which 
should  be  made  through  Mrs.  Melly  Simon,  director 
of  the  Social  Service  Department  of  the  Payne 
Whitney  Clinic. 

The  basic  funds  on  which  to  start  the  program 


have  been  granted  by  the  Commonwealth  Founda- 
tion. The  staff  will  consist  of  ten  to  fifteen  volun- 
teer psychiatrists,  four  volunteer  social  workers, 
and  one  full-time  paid  social  worker.  The  clinic 
will  be  directed  by  Dr.  Thomas  A.  C.  Rennie,  and 
social  service  activities  will  be  under  the  direction 
of  Mrs.  Melly  Simon.  Facilities  will  be  provided 
by  the  New  York  Hospital  for  the  use  of  the  out- 
patient department  examining  rooms.  Arrange- 
ments have  been  made  with  the  State  Selective 
Service  Board  for  the  referral  of  cases.  Cases  will 
also  be  accepted  by  appointment  from  any  of  the 
social  agencies  of  the  city  which  are  in  need  of 
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psychiatric  help  for  specific  individuals  belonging 
in  this  group. 

This  clinic  has  the  endorsement  of  the  New  York 
City  Committee  for  Mental  Hygiene  and  the  Na- 
tional Committee  for  Mental  Hygiene. 

In  discussing  the  work  of  the  clinic  Dr.  Rennie 
made  the  following  statements: 

“It  is  estimated  that  by  the  end  of  this  year  over 
100,000  men  in  New  York  City  will  have  been 
rejected  or  discharged  from  the  Army  because  of 
psychiatric  disability.  Neuropsychiatric  rejectees 
by  the  Induction  Board  are  estimated  for  1943  to 
be  between  60,000  and  70,000  men.  Neuro- 
psychiatric dischargees  from  the  Army  are  estimated 
to  be  between  20,000  and  40,000.  The  problems 
presented  by  these  men  can  be  considered  to  be 
representative  of  the  group  throughout  the  country, 
who  will  constitute  a tremendous  wartime  emer- 
gency problem;  a problem  which  is  likely  still  to 
exist  and  even  to  grow  after  the  war.  There  are 


various  organizations  in  New  York  City  set  up  to 
help  these  men  find  employment  and  to  that  extent 
aid  in  their  rehabilitation. 

“It  was  our  desire  to  establish  a psychiatric  re- 
habilitation clinic  for  the  investigation  of  the  ways 
and  means  of  personal  rehabilitation  of  these  men. 
This  clinic  aims  to  fill  two  large  functions: 

“1.  We  need  to  know  a number  of  facts  about 
this  problem — what  percentage  of  these  men  can 
be  re-employed,  how  much  time  and  expense  would 
be  involved  in  their  total  treatment  program,  how 
much  can  be  accomplished  by  short-term,  incisive 
procedures,  what  total  resources  are  available  in  a 
community  for  retraining,  re-education,  re-employ- 
ment, etc.  Specifications  of  this  kind  are  needed 
and  are  not  available. 

“2.  The  clinic  will  serve  as  an  actual  treatment 
center  for  men  in  need  of  a total  over-all  service  in 
their  own  rehabilitation.  Obviously,  trained  psy- 
chiatric medical  help  is  imperative.” 


Official  from  Argentina  Visits  Schenectady  Hospital 


THE  American  nursing  profession  received  high 
praise  from  Dr.  Hector  A.  Coll,  of  the  depart- 
ment of  public  health  at  Sante  Fe,  Republic  of 
Argentina,  who  was  in  Schenectady  late  in  July  to 
inspect  Ellis  Hospital.  He  is  making  a tour  of 
leading  hospitals  and  communities  in  the  United 
States  in  order  to  carry  the  latest  public  health  meth- 
ods back  to  his  native  country. 

“Nursing  is  at  an  extremely  high  level  in  the 
United  States,”  Dr.  Coll  said,  “possibly  the  highest 
level  in  the  world.  I was  amazed  at  the  high  type 
of  women  who  constitute  the  nursing  profession  here 
and  at  the  high  standard  of  education  required  of 
them.” 

Dr.  Coll  said  that  in  his  opinion  the  high  nursing 
standards  in  this  country  have  been  of  material  aid 
to  the  medical  profession. 

“It  is  a pleasure  for  one  from  another  country  to 
see  this  standard  of  nursing,”  Dr.  Coll  declared. 
“In  some  ways,  we  can  consider  that  it  forms  the 
backbone  of  the  medical  profession,  for  proper 
nursing  and  care  of  the  sick  is  as  important  as  the 
skilled  administration  of  medicines  and  surgery.” 
Dr.  Coll  is  taking  the  postgraduate  public  health 
course  at  Johns  Hopkins  University  and  has  visited 
hospitals  in  such  cities  as  Philadelphia,  Baltimore, 
and  Washington.  He  has  been  studying  operations 
of  the  various  federal  public  health  bureaus.  He 
went  to  Schenectady  to  inspect  Ellis  Hospital  on 

recommendation  of  Johns  Hopkins  officials 

The  South  American  physician  expressed  his 
enthusiasm  of  public  health  work  in  New  York 


State,  saying  that  the  state  setup  and  program  are 
as  efficient  as  any  that  he  has  seen. 

The  United  States  and  Argentina  have  tackled 
the  public  health  problem  in  entirely  different 
manners,  Dr.  Coll  explained.  In  the  United  States 
the  program  is  worked  out  from  the  point  of  view  of 
securing  pure  water  supplies  and  sanitation  facilities 
first,  with  the  medical  care  of  individual  patients 
following.  In  Argentina,  medical  care  of  the  in- 
dividual comes  first  and  then  progress  is  made  to- 
ward the  establishment  of  better  sanitation  and 
other  factors. 

“Both  systems  are  aimed  at  controlling  disease 
and  maintaining  a healthy  population,”  he  said, 
“and  both  systems  seem  to  work  equally  well.” 

Medical  standards  are  about  the  same  in  the  two 
countries,  Dr.  Coll  said,  but  the  education  system 
is  different.  Instead  of  the  private  medical  schools 
of  the  United  States,  all  medical  training  is  at  state 
schools  in  Argentina.  Consequently,  standards 
are  exactly  the  same  for  the  entire  country  and 
physicians  can  practice  in  any  state  of  the  coun- 
try. 

In  the  United  States,  physicians  can  practice  only 
in  the  state  in  which  they  are  licensed.  When  a 
resident  of  Argentina  begins  the  study  of  medicine 
he  can,  if  he  desires,  at  once  begin  work  among  pa- 
tients in  the  state  hospitals  which  are  connected  with 
each  medical  school.  Thus  by  the  time  he  has  his 
degree  he  already  has  had  considerable  experience. 

Dr.  Coll  was  accompanied  here  by  Dr.  Louis  M. 
Barreiro,  also  of  the  Sante  Fe  department  of  public 
health. — Schenectady  Gazette 


Employment  Service  Begun  in  Military  Hospitals 


THE  New  York  regional  office  of  the  United 
States  Employment  Service  will  assign  trained 
interviewers  to  all  Army  hospitals  in  the  metro- 
politan area,  to  assist  convalescent  soldiers  to  obtain 
civilian  jobs  after  they  are  discharged,  according  to 
W.  Cameron  Edey,  assistant  regional  director  of 
the  U.S.E.S.  Interviewers  have  been  assigned  to 
the  Naval  hospitals  in  Brooklyn  and  St.  Albans, 
Queens. 

Mr.  Edey  emphasized  the  fact  that  the  personnel 
work  at  the  military  hospitals  is  only  one  phase  of 
the  program  operated  by  the  U.S.E.S.  and  the  re- 
employment advisory  division  of  the  Selective  Serv- 
ice System,  under  which  men  honorably  discharged 


from  the  armed  forces  for  disability  or  age  are  placed 
in  jobs,  in  most  cases  better  than  the  ones  they  had 
left. 

The  Selective  Service  Act  guarantees  a worker  the 
rigjit  to  return  to  his  old  job  if  that  job  still  exists 
and  he  is  able  to  fill  it,  but  Mr.  Edey  said  that 
nearly  half  the  discharged  soldiers  are  unwilling  to 
return  to  their  old  jobs  and  are  obtaining  jobs  at 
better  pay.  The  number  who  have  found  new 
jobs  through  the  U.S.E.S.  in  this  area  is  not  known, 
but  Mr.  Edey  said  it  was  probably  5,000. 

When  the  re-employment  service  is  in  full  opera- 
tion at  the  hospitals,  interviewers  will  make  a com- 
plete report  of  the  capabilities  of  each  man  desiring 
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assistance,  and  this  will  be  forwarded  to  the  U.S.E.S. 
office  in  his  home  town,  so  that  there  will  be  a job 
waiting  for  him  when  he  goes  back. 

Local  U.S.E.S.  offices  have  job-analysis  forms 
by  which  employers  can  indicate  the  minimum 
physical  requirements  for  each  job,  so  that,  no 
matter  what  his  injury,  a veteran  can  usually  find 
some  work  he  is  able  to  perform.  At  present,  Mr. 


Edey  said,  the  New  York  office  has  had  more  open- 
ings for  disabled  veterans  than  it  has  been  able  to  fill. 

The  re-employment  advisory  division  of  the 
Selective  Service  System  has  a staff  of  fifty  volun- 
teer workers  who  assist  the  U.S.E.S.  in  finding  jobs 
for  veterans  in  New  York.  It  has  handled  4,000 
cases  since  January  1. — New  York  Herald  Tribune 


Improvements 


A complete  miniature  hospital,  with  beds,  gad- 
gets, and  pretty  nurses  in  crisp  uniforms,  has  been 
set  up  at  Adelphi  College  in  Garden  City  for  the 
first-year  students  in  the  School  of  Nursing. 

The  miniature  ward  will  make  it  possible  for  the 
first  class  at  the  School,  and  for  succeeding  classes, 
to  complete  their  required  one  hundred  and  fifty 
hours  of  nursing  arts  experience  before  they  finish 
their  first  year  of  academic  work  on  the  campus 
and  go  on  to  clinical  training  at  local  hospitals. 

The  25  girls  who  make  up  the  first  class  of  the 
School  of  Nursing  started  their  training  at  Adelphi 
College  last  January  and  will  be  ready  for  assign- 
ment to  Meadowbrook  and  Nassau  hospitals  on 
September  20.  The  June  class  will  enter  the  hos- 
pitals in  January  and  the  September  class  will  be 
ready  for  clinical  training  next  May. 

Under  the  new  federal  act  which  created  the  U.S. 
Cadet  Nurse  Corps,  students  enrolled  in  Adelphi 
School  of  Nursing  will  be  available  for  essential 
nursing  service  when  they  have  completed  the 
thirty  months  of  their  accelerated  course  leading  to 
Registered  Nurses’  certificates.  All  necessary  ex- 
penses of  this  course  are  paid  by  the  federal  govern- 
ment for  students  enrolled  in  the  Cadet  Nurse  Corps. 

The  miniature  hospital,  in  the  Science  Building 
on  the  campus,  will  be  used  for  the  start  of  the  cadet 
nurses’  “boot  training.”  The  girls,  using  each 
other  as  patients,  will  learn  such  fundamentals  of 
their  profession  as  bed-making,  personal  care  of 
the  patients,  and  simple  therapeutic  procedures.* 


Because  the  officials  of  a Ridgewood  firm  read  in 
the  newspapers  that  $1,500  had  been  contributed 
by  the  students  of  Grover  Cleveland  High  School 
to  the  Wyckoff  Heights  Hospital  in  Brooklyn  to- 
ward a new  ambulance  fund,  that  fund  is  now  $600 
larger,  it  was  disclosed  by  Herman  Ringe,  Sr., 
president  of  the  hospital’s  board  of  trustees. 

Recently  the  newspapers  published  the  story  of 
generosity  of  Principal  Charles  A.  Tonsor  and  the 
students  and  faculty  of  the  community’s  high 
school  in  presenting  a two-night  program,  “Jeep 
Jamboree,”  the  proceeds  to  be  used  to  purchase  an 
ambulance  for  the  Army  and  a new  ambulance  for 
the  local  hospital. 

Reading  that  a check  for  $1,500  had  been  given 
by  the  school,  the  officials  of  George  Schneider  & 
Company  were  moved  to  have  a part  in  providing 
the  funds  for  a new  ambulance.  They  made  out  a 
check  for  $500  and  mailed  it  to  the  hospital. 

President  Ringe,  elated  by  the  gift,  reported  it  to 
the  board  of  trustees  at  their  meeting.  The  Rt. 
Rev.  Msgr.  John  C.  York,  pastor  of  St.  Brigid’s 
R.  C.  Church,  hearing  of  the  Schneider  contribu- 
tion, made  out  a check  for  $100. 

The  ambulance  fund  now  totals  $2,100.* 


* Asterisk  indicates  that  item  is  from  local  newspaper. 


The  nursery  at  Mercy  Hospital  in  Buffalo  was 
recently  equipped  with  new  plastic  and  chrome 
cribs.  * 


Twenty  per  cent  of  the  net  proceeds  of  Saratoga 
racing  at  Belmont  Park  on  Travers  Day,  August 
14,  were  contributed  to  the  Saratoga  Hospital  in 
Troy,  according  to  George  H.  Bull,  president  of  the 
Saratoga  Association. 

The  charities  benefit  date  was  set  at  a conference 
of  racing  officials  in  New  York.  On  that  day  all 
net  proceeds  went  to  charity. 

Others  sharing  in  the  profits  were: 

National  War  Fund,  Inc.,  which  includes  the 
United  Service  Organization,  United  Seaman’s 
Organization,  and  War  Prisoners  Aid;  Nassau 
County  Hospital;  and  Stage  Door  Canteen. 


New  Rochelle  Hospital  received  $15,000  from  the 
estate  of  Caroline  Stetson,  formerly  a resident  of 
New  York  City,  it  was  announced  recently  by  Alex 
E.  Norton,  superintendent.  The  fund  is  being  paid 
under  decree  of  the  Surrogate’s  Court,  New  York 
County,  “to  the  New  Rochelle  Hospital  for  the  care 
of  crippled  children  and  infantile  paralysis  children 
regardless  of  creed  or  color.” 

More  than  a year  ago  a request  was  received  by 
the  hospital  from  the  executrix  of  the  Stetson  estate 
for  information  concerning  the  work  in  connection 
with  crippled  and  paralyzed  children.  The  matter 
was  referred  to  James  T.  Heenehan,  a member  of 
the  hospital’s  board  of  governors  and  of  the  ways 
and  means  committee,  who  has  since  carried  on  all 
negotiations. 

Before  the  decision  was  made,  hospitals  in  the 
eastern  seaboard  area  doing  work  for  crippled  chil- 
dren were  investigated.  The  New  Rochelle  institu- 
tion, because  of  its  excellent  therapeutic  pool  and 
other  facilities,  such  as  the  walking  and  posture 
rooms  and  special  exercising  equipment,  was  selected 
as  one  of  the  recipients  of  a $370,000  fund  set  aside 
for  the  care  of  blind,  crippled,  and  consumptive,  and 
those  afflicted  with  infantile  paralysis. 

The  therapeutic  pool  was  built  in  1934  through  a 
contribution  by  William  B.  Ward.  Last  year  the 
Westchester  County  Chapter  of  the  National 
Foundation  of  Infantile  Paralysis  donated  several 
large  mirrors  to  the  hospital  to  aid  in  instructing 
crippled  children  in  the  re-education  of  their 
crippled  muscles.* 


The  generous  gifts  of  several  lajunen,  some  of 
whom  are  members  of  the  Board  of  Managers  and 
all  of  whom  wish  to  remain  anonymous,  have  made 
it  possible  for  the  Mount  Vernon  Hospital  to  en- 
large and  improve  the  reception  room  and  waiting 
room  facilities  for  hospital  visitors. 
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The  expense  of  redecorating  and  furnishings  was 
approximately  $1,500,  all  of  which  was  donated.* 


The  improved  east  wing  of  the  Geneva  General 
Hospital  was  opened  on  August  10.  An  invitation 

At  the 

Drs.  Hans  Strauss  and  Howard  Westcott  have 
been  appointed  active  consulting  neuropsychiatrist 
and  associate  visiting  physician,  respectively,  to 
the  City  Hospital  in  New  York. 


Drs.  William  R.  McCarty  and  Pro.  V.  Prewitt 
have  received  the  promotion  to  associate  visiting 
surgeon  at  New  York  City’s  Willard  Parker  Hos- 
pital; Dr.  Josephine  B.  Neal,  the  appointment  of 
consulting  neuropsychiatrist;  and  Dr.  Emanuel 
Appelbaum,  visiting  physician. 


Goldwater  Memorial  Hospital  in  New  York  has 
announced  the  following  appointments:  S.  Bernard 
Wortis,  active  consulting  neuropsychiatrist;  Jacob 
Wachtel,  promoted  to  visiting  dermatologist; 
Emanuel  D.  Friedman,  visiting  neuropsychiatrist- 
in-charge — Third  Division;  Otto  Lowenstein,  asso- 
ciate visiting  neuropsychiatrist. 


Bellevue  Hospital  has  approved  the  appointments 
of  Drs.  Mary  Elizabeth  O’Sullivan  and  Aaron  Bell, 
both  of  whom  were  promoted  to  associate  visiting 
neuropsychiatrist;  James  L.  Wilson,  visiting  physi- 
cian, Children’s  Medical  Division;  and  Harry  Bek- 
win,  promoted  to  visiting  physician,  Children’s 
Medical  Division. 


Metropolitan  Hospital  has  promoted  Dr.  Henry 
D.  Taterka  to  associate  visiting  otorhinolaryngolo- 
gist. 


Newsy 

A new  American  Red  Cross  voluntary  course  for 
dietitian  aides  has  been  started  by  the  Fifth  Avenue 
Hospital  in  New  York  City.  Mrs.  James  G. 
Macormack,  Red  Cross  volunteer  director  of  the 
Dietitian  Aides  Service,  simultaneously  explained 
the  purpose  of  the  course  and  extended  a plea  for 
2,000  volunteers  from  Manhattan  and  the  Bronx. 

Ten  women  volunteer  aides  were  graduated  from 
the  Fifth  Avenue  Hospital  course  in  August.  This 
group  constitutes  the  first  class  completed  in  Man- 
hattan. Mount  Sinai,  Presbyterian,  and  New  York 
Hospitals  will  begin  similar  courses  shortly,  Mrs. 
Macormack  announced. 

After  the  necessary  prerequisite  course  in  nutri- 
tion, each  volunteer  must  attend  twenty-five  lec- 
tures and  put  in  fifteen  hours  of  practical  work. 
Upon  graduation,  she  is  qualified  to  supervise  tray 
service  to  patients,  assist  in  cafeterias,  adjust  com- 
plaints, and  generally  assist  the  dietitian  in  charge. 
Each  dietitian  aide  must  serve  a minimum  of  one 
hundred  and  fifty  hours  a year. 


was  extended  to  all  Genevans  to  attend  an  open 
house  and  reception  from  2:00  to  5:00  p.m.* 


The  maternity  and  pediatric  divisions  of  Staten 
Island  Hospital,  which  are  undergoing  alteration, 
are  scheduled  to  be  open  on  September  15.* 

Helm 

Gouverneur  Hospital  has  made  Dr.  William  R. 
Delzell  visiting  urologist  and  has  promoted  Dr.  C. 
Travers  Stepita  to  visiting  urologist;  both  Drs. 
William  P.  MacNamara  and  Borris  A.  Kornblith 
have  been  promoted  to  associate  visiting  surgeon. 


Dr.  Clarence  W.  Hogans  has  been  promoted  to 
associate  visiting  gynecologist  at  Harlem  Hospital. 


Dr.  Thomas  W.  Baylek  has  received  the  appoint- 
ment of  associate  visiting  surgeon  in  urology  at 
Municipal  Sanatorium,  and  Dr.  William  H.  Foege 
has  been  made  associate  visiting  roentgenologist 
at  the  New  York  institution. 


Dr.  Wolfgang  A.  Casper  has  been  called  to  active 
duty  as  a Surgeon  in  the  United  States  Public  Health 
Service,  Venereal  Disease  Medical  Center,  Hot 
Springs,  National  Park,  Ark. 


Dr.  William  V.  P.  Garretson  has  been  appointed 
consulting  neurologist,  psychiatrist,  and  endo- 
crinologist to  St.  Clare’s  Hospital  in  New  York  City. 


Dr.  Wirt  C.  Groom,  senior  first  assistant  physician 
at  the  Hudson  River  State  Hospital,  became  acting 
head  of  the  hospital  under  a designation  of  Dr. 
Frederick  MacCurdy,  state  commissioner  of  mental 
hygiene. 

Dr.  John  R.  Ross,  retiring  superintendent,  has  left 
for  Cranston,  Rhode  Island,  to  take  up  his  duties 
as  superintendent  of  the  Rhode  Island  State  Hospi- 
tal for  Mental  Diseases.* 

Notes 


Nineteen  nurses,  representing  the  first  class 
trained  in  Guatemala,  were  graduated  at  a special 
ceremony  in  the  Hall  of  Honor  of  the  National 
Medical  Faculty  on  August  7.  They  have  com- 
pleted the  three-year  course  of  the  National  School 
of  Nursing,  established  just  three  years  ago.* 


In  appreciation  for  their  efforts  in  making  New 
Rochelle  Hospital’s  fiftieth  anniversary  member- 
ship appeal  a success,  Samuel  F.  McDonald,  chair- 
man of  the  ways  and  means  committee,  entertained 
members  of  the  organization  at  dinner  on  J uly  27  at 
the  Wykagyl  Country  Club.  The  drive  netted  581 
new  memberships  for  the  hospital.  * 


Doctors  on  the  visiting  staff  of  the  Jewish  Hos- 
pital of  Brooklyn  have  contributed  funds  to  the 
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Medical  and  Surgical  Relief  Committee  of  America 
for  one  of  the  emergency  medical  kits  that  the  com- 
mittee donates  to  Coast  Guard  patrol  boats  and 
Navy  subchasers. 

Specially  designed  bjr  committee  doctors  for 
small  subhunting  vessels,  the  patrol  boat  and  sub- 
chaser medical  kit  contains  drugs,  bandages,  and  an 
instrument  roll.  According  to  Dr.  J.  P.  Hoguet, 
Medical  director  of  the  committee,  it  is  prepared 
to  give  immediate  emergency  treatment  to  casual- 
ties until  the  ship  reaches  a base  hospital. 

So  far,  more  than  500  such  kits  have  been  distrib- 
uted by  the  committee  to  the  Thirteen  Coast 
Guard  Districts  and  directly  to  the  commanding 
officers  of  subchasers.  A total  of  2,500  kits  is  the 
committee’s  goal  in  this  particular  project,  said  Dr. 
Hoguet. 

In  addition  to  the  medical  equipment  and  in- 
structions for  its  proper  use,  the  patrol  boat  set 
carries  a simple  fishing  rig,  dried  bait,  and  signaling 
mirrors — vital  tools  when  a ship  may  be  stranded 
or  when  its  crew  must  resort  to  life  rafts.  * 


Latin  America’s  first  nonprofit  hospital  insurance 
plan  has  been  organized  in  Puerto  Rico  under  a law 
signed  by  Gov.  Rexford  G.  Tugwell. 

A yearly  fee  of  $6.00  for  unmarried  persons  and 
$12  for  a man  and  wife,  together  with  all  children 
under  21  years  old,  will  pay  for  any  hospital  services 
needed  up  to  twenty-one  days  of  treatment. 

Maternity  care  is  included  after  the  woman  has 
been  a member  of  the  association  for  one  year. 


The  Long  Beach  Hospital’s  1943  drive  for  funds, 
launched  on  July  21,  netted  $12,000  on  the  first 
day  toward  a quota  of  $50,000.  This  sum  was 
raised  at  a $100-a-couple  dinner  tendered  by  the  in- 
stitution in  the  Ocean  Crest  Hotel.  The  dinner 
jointly  inaugurated  the  campaign  and  paid  homage 
to  Mr.  and  Mrs.  Frank  Frankel,  cofounders  of  the 
hospital. 

Jack  Brantman,  chairman  of  the  hospital’s  ways 
and  means  committee,  who  originated  the  idea  of  a 
fund-raising  dinner  to  initiate  the  annual  campaigns, 
explained  that  it  had  been  limited  to  120  couples  be- 
cause of  space  conditions.  He  declared  himself 
grateful  for  the  cooperation  received  by  the  ladies’ 
auxiliary  and  committee  workers. 

Brantman  introduced  Dr.  G.  S.  Reiss,  the  hos- 
pital’s president  and  chief  of  staff,  who  remarked 
dryly  that  “the  hospital  has  lost  money  on  this  af- 
fair, but  we’d  like  the  same  amount  of  people  at  next 
year’s  affair  so  we  can  continue  losing  money  on  this 
basis.” 

Mrs.  Frankel,  who  with  her  husband  began  active 
work  on  the  formation  of  a Long  Beach  Hospital 
twenty-one  years  ago,  was  presented  with  a huge 
floral  piece.  She  called  attention  to  the  fact  that 
the  ladies’  auxiliary  had  raised  more  than  $20,000 
and  appealed  for  patriotic-minded  women  to  join 
the  Nurses’  Aides  to  alleviate  short-handed  staffs. 

Mr.  Frankel,  first  president  of  the  institution, 
declared  he  was  not  really  the  guest  of  honor,  but 
that  the  120  couples  who  had  expended  $100  each 
should  be  honored.  He  reviewed  the  history  of  the 
institution,  asserting  that  “the  hospital  has  passed 
from  its  transitory  stage  to  a state  of  being  full 
grown  and  among  the  ranking  institutions  in  the 
country.”* 


The  hospitals  of  New  York  State  have  had  to 
employ  minors  because  of  the  employee  shortage 
and  because  of  being  fearful  of  their  responsibility 
under  the  Compensation  Law,  Carl  P.  Wright 
superintendent  of  the  new  Syracuse  General  Hospi- 
tal and  executive  secretary  of  the  State  Hospital 
Association,  has  announced.  He  has  been  in  con- 
tact with  the  State  Department  of  Labor  and  has 
been  advised  that  such  employment  is  not  in  viola- 
tion of  the  law  providing  the  hospital  insists  that  the 
minors  obtain  employment  certificates  and  keeps 
them  on  file. 

The  apprehension  of  the  hospital  authorities  over 
the  double  indemnity  penalty  is  eliminated  by  acting 
Industrial  Commissioner  Murphy’s  statement  that 
proper  employment  of  minors  constitutes  no  viola- 
tion of  the  Labor  Law. 

In  regard  to  the  employment  of  persons  with 
physical  defects,  Commissioner  Murphy  said  that 
there  is  a special  fund  set  up  by  the  Labor  Depart- 
ment designed  to  defray  a portion  of  the  expense 
when  a physically  handicapped  person  is  injured. 
This  applies,  however,  only  to  these  employees, 
who  have  previously  incurred  permanent  partial 
disability  from  the  loss  of  one  hand,  arm,  foot,  leg, 
or  eye.  If  such  an  employed  person  becomes  totally 
disabled,  the  employer  is  charged  only  the  expense 
of  the  additional  disability.  * 


The  Pulaski  Community  Hospital  Auxiliary  held 
a meeting  in  July  at  the  home  of  its  chairman,  Mrs. 
George  Butler,  to  make  arrangements  for  the  con- 
tinuance of  the  hospital. 

It  was  reported  that  $1,750  was  received  during  a 
recent  drive  for  funds. 

Mrs.  Lenore  Watson  will  manage  the  institution 
and  another  nurse  has  been  employed  to  aid  her. 


In  a report  to  Mayor  Fiorello  H.  La  Guardia, 
Hospitals  Commissioner  Edward  M.  Bernecker 
has  announced  that  New  York  City  will  establish  its 
own  training  school  for  practical  nurses  to  help 
overcome  the  shortage  of  registered  professional 
nurses. 

The  school,  to  be  known  as  the  Central  School  for 
Practical  Nursing  of  the  Department  of  Hospitals, 
opened  September  1. 

The  school  is  located  at  the  Central  Nurses 
Residence  on  Welfare  Island,  but  applicants  are  I 
asked  either  to  write  or  to  apply  in  person  to  the  I 
Director  of  Nursing,  Department  of  Hospitals,  125  | 
Worth  Street,  telephone  WOrth  2-4440. 

The  course  will  take  nine  months,  with  three  | 
months  devoted  to  theory  and  classroom  work  and  j 
six  months  to  practical  work  in  caring  for  patients  U 
under  the  supervision  of  professional  nurses.  At  I 
the  end  of  the  course,  graduates  will  be  eligible  to  I 
take  the  State  Board  examinations  for  practical  3 
nurse  license.  This  license  is  issued  by  the  State  j 
Department  of  Education  and  permits  holders  to  I 
apply  for  positions  in  hospitals  or  for  work  in  homes  1 
and  industry. 

While  they  are  studying,  the  women  will  live  at  I 
the  Central  Nurses  Residence  and  get  free  mainte-  I 
nance,  laundry,  uniforms,  and  $10  a month.  There  ■ 
will  be  no  tuition  fee. 

Candidates  must  be  between  the  ages  of  19  and  I 
50,  citizens,  and  grammar-school  graduates.  They  j) 
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must  also  pass  physical,  mental,  and  psychologic 
tests. 

Special  funds  approved  by  the  budget  director  for 
setting  up  the  program  for  the  fiscal  periods  1943- 
1944  and  1944-1945  total  approximately  $24,000, 
Dr.  Bernecker  said. 

The  outline  for  the  program  was  prepared  for 
' Dr.  Bernecker  by  Mary  Ellen  Manley,  director  of 
* the  division  of  nursing  of  the  Department  of  Hos- 
, pitals.  In  her  report  to  Dr.  Bernecker  she  declared 
that  the  nursing  profession  had  become  increasingly 
i aware  that  persons  with  less  technical  training  could 
i take  over  many  of  the  duties  of  regular  nurses.  * 


Dr.  Enrique  Washington  Lithgow,  of  the  Domini- 
can Republic,  who  for  the  past  two  years  has  been 
associated  with  the  pathology  department  of  the 
Mount  Sinai  Hospital,  New  York  City,  left 
for  his  native  country  on  August  2 to  establish  a 
modern  pathologic  laboratory  and  postgraduate 
educational  program  in  pathology  there. 

This  development  is  regarded  as  an  example  of 
the  possibilities  of  inter-American  cooperation  for 
the  advancement  of  medical  science,  for  with  Dr. 
Lithgow’s  return  the  Dominican  Republic  will  ac- 
quire one  of  the  most  up-to-date  pathologic  labora- 
tories in  the  West  Indies. 

Financed  by  a fellowship  from  the  Dazian  Founda- 
tion, Dr.  Lithgow  has  been  working  at  Mount  Sinai 
under  the  direction  of  Dr.  Paul  Klemperer,  pathol- 
ogist to  the  Hospital,  carrying  on  research  and  ac- 
quainting himself  with  the  most  recent  advances  in 
this  field.  Recently  Dr.  Fernando  A.  Batlle,  Di- 
rector of  the  Padre  Billini  Hospital  and  President  of 
the  Cancer  Institute  in  Trujillo  City,  invited  Dr. 
Lithgow  to  return  to  his  native  land  to  make  avail- 
able there  the  benefits  of  current  advances  in  pathol- 
ogy. This  invitation  was  supported  by  the  Domini- 
can Government. 

Dr.  Lithgow  will  take  up  research  and  educational 
duties  at  the  Padre  Billini  Hospital,  and  later  at  the 
Cancer  Institute,  which  is  scheduled  to  open  in  the 
near  future.  He  is  taking  back  with  him  up-to- 
date  laboratory  equipment,  including  a complete 
outfit  for  making  colored  photographs  of  pathologic 
specimens,  one  of  the  recent  important  improve- 


ments in  technic,  largely  developed  at  the  Mount 
Sinai  Hospital.  The  laboratory  was  designed,  and 
some  of  the  equipment  specially  built,  in  accordance 
with  plans  made  by  Dr.  Lithgow  with  the  advice  of 
Dr.  Klemperer  and  other  members  of  the  Hospital 
staff. 

Dr.  Lithgow  is  a graduate  of  the  Medical  School  of 
the  University  of  Santo  Domingo.  Before  coming  to 
the  United  States  he  served  for  five  years  as  Chief 
of  the  Clinical  Pathological  Laboratory  of  the  Padre 
Billini  Hospital  and  four  other  medical  institutions. 

The  fellowship  under  which  Dr.  Lithgow  has 
worked  at  the  Mount  Sinai  Hospital  is  one  of  several 
granted  annually  by  the  Dazian  Foundation,  under 
the  presidency  of  Dr.  Emanuel  Libman,  consulting 
physician  to  the  Hospital.  They  are  awarded  to 
selected  younger  physicians  of  Central  and  South 
American  countries  for  postgraduate  study  and  re- 
search in  the  United  States. 


As  a measure  to  relieve  the  domestic  shortage, 
nurses  must  now  be  cleared  by  the  Procurement  and 
Assignment  Service  of  the  War  Manpower  Commis- 
sion as  nonessential  in  civilian  service  before  they 
can  be  recruited  for  the  armed  forces. 

The  Nursing  Supply  and  Distribution  Unit  of  the 
War  Manpower  Commission  has  been  made  the 
Nursing  Division  of  the  Commission’s  Procurement 
and  Assignment  Service,  Paul  V.  McNutt,  Chairman 
of  the  Commission,  stated. 

“The  objectives  of  the  Nursing  Division  are  the 
same  as  those  of  the  divisions  of  the  Procurement 
and  Assignment  Service  now  dealing  with  the  den- 
tist, veterinary,  physician,  and  sanitary  engineer  for 
their  professions,”  Mr.  McNutt  explained. 

“They  involve  the  recruitment  of  sufficient  nurses 
to  meet  the  needs  of  the  armed  forces  and  the  pro- 
vision of  minimum  adequate  nursing  care  for  the 
civilian  population,  nonmilitary  governmental  agen- 
cies, and  industry.” 

Recruiting  of  graduate  nurses  for  the  armed 
services  will  continue  to  be  handled  by  the  Red  Cross 
and  recruiting  of  cadet  nurses  by  the  Office  of  Public 
Health.* 


HEPYISC  IN  HYPERTENSION 


LOWERS  HIGH  BLOOD  PRESSURE 

Relieves  Hypertensive  Symptoms  • Prolongs  Hypotensive  Action 

Each  tablet  contains  a synergistic  combination  of  20  mg. 
Viscum  album,  60  mg.  desiccated  hepatic  substance  and  60  mg. 
desiccated  insulin-free  pancreatic  substance. 

Dosage  1-2  tablets  t.i.d.  Sample  on  request 

Available  in  bottles  of  50,  500  and  1,000  tablets. 

ANGLO-FRENCH  LABORATORIES.  INC 

75  VARICK  STREET,  NEW  YORK,  N.  Y. 


Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 

RECEIVED 


Pictorial  Handbook  of  Fracture  Treatment.  By 

Edward  L.  Compere,  M.D.,  and  Sam  W.  Banks, 
M.D.  Octavo  of  351  pages,  illustrated.  Chicago, 
Year  Book  Publishers,  Inc.,  1943.  Cloth,  $4.25. 

Physiological  Principles  in  Treatment.  By  Sir 
Walter  Langdon-Brown  and  Reginald  Hilton. 
Eighth  edition.  Octavo  of  323  pages.  Baltimore, 
Williams  & Wilkins  Co.,  1943.  Cloth,  $3.50. 

Human  Neuroanatomy.  By  Oliver  S.  Strong  and 
Adolph  Elwyn.  Octavo  of  417  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1943.  Cloth, 
$6.00. 

Managing  Your  Mind.  By  S.  H.  Kraines,  M.D., 
and  E.  S.  Thetford.  Octavo  of  374  pages.  New 
York,  Macmillan  Co.,  1943.  Cloth,  $2.75. 

An  Atlas  of  the  Basal  Ganglia,  Brain  Stem  and 
Spinal  Cord.  By  Henry  Alsop  Riley,  M.D.  Octavo 
of  708  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1943.  Cloth,  $13.50. 

What  to  Do  Till  the  Doctor  Comes.  By  Donald 
B.  Armstrong,  M.D.  Sextodecimo  of  354  pages, 
illustrated.  New  York,  Simon  & Schuster,  Inc., 
1943.  Cloth,  $1.00. 

Surgical  Care.  A Handbook  of  Pre-  and  Post- 
Operative  Treatment.  By  R.  W.  Raven.  Duo- 
decimo of  271  pages,  illustrated.  Baltimore,  Wil- 
liams & Wilkins  Co.,  1942. 

Textbook  of  Medicine.  By  various  authors. 
Edited  by  J.  J.  Conybeare,  D.M.Oxon.,  Sixth  edi- 
tion. Octavo  of  1,147  pages.  Baltimore,  Williams 
& Wilkins  Co.,  1942. 


Air-Borne  Infection.  Some  Observations  on  Its 
Decline.  By  Dwight  O’Hara,  M.D.  Octavo  of  114 
pages,  illustrated.  New  York,  Commonwealth 
Fund,  1943.  Cloth,  $1.50. 

Allergy.  By  Erich  Urbach,  M.D.,  with  the  col- 
laboration of  Philip  M.  Gottlieb,  M.D.  Octavo 
of  1,073  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1943.  Cloth,  $12. 

Methods  of  Treatment  By  Logan  Clendening, 
M.D.,  and  Edward  H.  Hashinger,  M.D.  Eighth  ' 
edition.  Octavo  of  1,033  pages,  illustrated.  St.  i 
Louis,  C.  V.  Mosby  Co.,  1943.  Cloth,  $10. 

A Synopsis  of  Clinical  Syphilis.  By  James  Kirby 
Howies,  M.D.  Duodecimo  of  671  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1943.  Cloth,  $6.00. 

Medical  Malpractice.  By  Louis  J.  Regan,  M.D., 
LL.B.  Octavo  of  256  pages.  St.  Louis,  C.  V. 
Mosby  Co.,  1943.  Cloth,  $5.00. 

History  of  Surgery.  By  Richard  A.  Leonardo, 
M.D.  Octavo  of  504  pages,  illustrated.  New  York, 
Froben  Press,  1943.  Cloth,  $7.50. 

Rehabilitation  of  the  War  Injured.  Edited  by 
William  Brown  Doherty,  M.D.,  and  Dagobert  D. 
Runes.  Octavo  of  684  pages,  illustrated.  New 
York,  Philosophical  Library,  1943.  Cloth,  $10. 

Clinical  Parasitology.  By  Charles  F.  Craig,  M.D., 
and  Ernest  C.  Faust,  M.D.  Third  edition,  thor- 
oughly revised.  Octavo  of  767  pages,  illustrated 
with  284  engravings  and  4 colored  plates.  Phila- 
delphia, Lea  & Febiger,  1943.  Cloth,  $9.00. 


REVIEWED 


Primer  of  Allergy.  Second  edition.  By  Warren 
T.  Vaughan,  M.D.  Duodecimo  of  176  pages,  illus- 
trated. St.  Louis,  C.  V.  Mosby  Co.,  1943.  Cloth, 
$1.75. 

This  second  edition  is  a marked  improvement  over 
the  first  edition  of  this  book.  The  facts  are  prac- 
tically the  same  but  in  the  rewriting  a sense  of 
humor  has  been  introduced,  which  makes  the  text 
much  more  interesting  to  the  reader.  The  reasoning 
is  clear  and  is  much  enhanced  by  a question-and- 
answer  section  following  each  chapter,  which  is  so 
vital  to  driving  home  the  main  argument. 

The  whole  tone  of  the  book  is  an  appeal  for  the 
cooperation  of  the  patient  with  the  physician  in  the 
treatment  of  his  malady. 

If  every  sufferer  from  allergy  possessed  this  book 
it  would  be  a great  aid  to  his  doctor  in  helping  to 
solve  his  problem.  Any  physician  reading  it  will  be 
benefited  by  having  the  subject  matter  brought  to 
him  in  an  interesting  light. 

Thomas  B.  Wood 

Outline  of  Roentgen  Diagnosis.  Second  edition 
By  Leo  G.  Rigler,  M.D.  Octavo  of  196  pages,  254 
illustrations  shown  in  227  figures,  drawings,  and  re- 
productions of  roentgenograms.  Philadelphia,  J.  B. 
Lippincott  Co.,  1943.  Cloth,  $6.50. 

This  book  is  the  upshot  of  a teacher’s  notes  on 
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the  subject  of  roentgen  diagnosis.  Its  196  pages  are  j 
packed  with  information.  Appended  are  227  in- 
structive illustrations  with  legends. 

To  the  medical  student  the  book  conveys  a fairly 
good  idea  of  what  roentgen  procedures  can  accom- 
plish, although  a book  of  this  size  cannot  supply  j 
more  than  a synopsis  of  the  vast  subject.  For  more  j 
complete  information  one  will  have  to  turn  to  the 
books  recommended  by  the  author  for  this  purpose. 
These  books  are  well  chosen.  The  list  should,  I 
however — in  the  opinion  of  the  reviewer — include  is 
Geschickter  and  Copeland’s  Tumors  of  Bone. 

Anyone  faced  with  the  task  of  preparing  a lecture  I 
course  on  roentgen  diagnosis  will  find  the  author’s  h 
outline  very  helpful. 

S.  W.  Westing 

Religion  and  Health.  By  Seward  Hiltner.  Duo- 
decimo of  292  pages.  New  York,  Macmillan  Co.,  j 
1943.  Cloth,  $2.50. 

For  a long  time  the  “art  of  medicine”  was  shoved  j i 
into  the  background  (somewhat  disgraced)  by  the ! 
science  of  medicine.  But  of  late  old-timers  have 
seen  the  former  “sneaking”  back  in  the  guise  of 
psychosomatic  medicine,  mental  hygiene,  etc., 
taking  into  account  the  whole  personality  and  its 
needs  in  relation  to  health. 

This  book,  written  by  the  Executive  Secretary  of 
[Continued  on  page  1780] 
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THE  CAR  THAT  IS  "MADE-TO-ORDER 
FOR  TODAY’S  BUSY  DOCTORS 


11 


There  is  no  economy  in  driving  an  old 
car.  A smart-looking,  easily  handled  and 
parked— economical  and  durable  1942 
Willys— will  serve  you  and  save  you 
money.  Many  prominent  physicians  now 
driving  this  car  find  it  ideal  for  doctors* 


use. 


See  us  about  a generous  allowance  on 
your  present  car  and  for  expert  help  on 
your  application  to  the  rationing  board. 

WILLYS 

AMERICAR 

By  the  Makers  of  the  " Mighty ” Jeep 


V 35  MILES 

PER  GALLON  OF  GAS 


UP 

TO 


40,000 

MILES  ON  TIRES 


Powered  by  the 

SAME  TYPE  WILLYS’ 
"GO-DEVIL”  ENGINE 

that  is  driving  Willys-Built 
Jeeps  on  every  major  battle 
front. 


A.  W.  PICKETT,  INC. 

1871  BROADWAY,  New  York  City 
Circle  6-1770 


1780 


BOOKS 


[N.  Y.  State  J.  M. 
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the  Commission  on  Religion  and  Health,  Federal 
Council  of  the  Churches  of  Christ  in  America,  deals 
ably  with  the  many  aspects  of  religion’s  relationship 
to  health.  The  author  is  sound  in  his  attitude 
toward  the  groups  which  seem  concerned  to  apply 
religion  only  to  curing  illnesses  and  toward  the 
physician  as  the  central  figure  in  the  prevention  and 
treatment  of  sickness. 

In  the  streamlining  of  a reawakened  art  that  is 
now  in  progress  one  may  hope  to  see  many  reincar- 
nations of  the  Weir  Mitchells  of  the  past  appear 
once  again  upon  the  medical  scene. 

Arthur  C.  Jacobson 

Clinical  Roentgenology  of  the  Cardiovascular  Sys- 
tem. By  Hugo  Roesler,  M.D.  Second  edition. 
Quarto  of  480  pages,  illustrated.  Springfield,  111., 
Charles  C Thomas,  1943.  Cloth,  87.50. 

Dr.  Roesler  has  written  the  outstanding  book  on 
roentgenology  of  the  cardiovascular  system  because 
he  himself  is  one  of  the  leading  authorities  in  this 
field. 

The  second  edition  has  been  brought  up  to  date 
with  the  inclusion  of  all  of  the  important  recent 
additions  to  knowledge.  The  chapter  on  cor  genital 
cardiovascular  malformations  is  one  of  the  best  in 
the  book.  The  bibliographies  at  the  end  of  each 
chapter  are  unusually  complete  and  in  themselves 
make  the  book  a valuable  one  to  possess. 

Edwin  P.  Maynard,  Jr. 

Chemotherapy  of  Gonococcic  Infections.  By 

Russell  D.  Herrold,  M.D.  Octavo  of  137  pages. 
St.  Louis,  C.  V.  Mosby  Co.,  1943.  Cloth,  S3.00. 

This  new  treatise  on  the  sulfa  therapy  of  gono- 
coccal infections  in  the  male  and  female  is  very 
concise  and  well  written.  Practical  clinical  con- 
siderations are  a feature  of  the  work.  The  author’s 
experience  with  sulfathiazole  alone  is  based  upon  a 
study  of  over  800  patients.  Toxic  drug  reactions 
have  received  due  consideration. 

A brief  outline  of  the  evolution  of  sulfa  drug 
therapy  is  given. 

Typical  case  histories  of  those  refractory  to  chemo- 
therapy are  included.  These  present  a special 
problem  for  consultation,  selected  study,  and  treat- 
ment. All  references  are  listed  at  the  end  of  the 
book. 

The  author  deserves  commendation  for  his  excel- 
lent contribution.  There  is  need  for  more  works  of 
this  type  to  guide  the  practitioner  who  today  so 
frequently  is  prescribing  sulfa  compounds  for 
gonorrhea. 

Augustus  Harris 

Convulsive  Seizures.  By  Tracy  J.  Putnam,  M.D. 
Duodecimo  of  168  pages,  illustrated.  Philadelphia, 
J.  B.  Lippincott  Co.,  1943.  Cloth,  $2.00. 

Epileptics  and  their  relatives  will  be  grateful  for 
the  information,  common  sense,  and  air  of  hopeful- 
ness contained  in  this  book. 

Sufferers  from  this  illness  have  long  been  ostra- 
cized by  the  public  and  neglected  by  the  physician 
but  the  book  will  help  dispel  both  of  these  condi- 
tions. It  is  written  by  an  authority  and  the  mate- 
rial ably  presented. 

Doctors  will  do  a great  service  in  recommending 
the  book  to  patients  who  have  seizures.  There  is  a 
definite  need  for  such  a book. 

Joseph  L.  Abramson 


Medico-Legal  Blood  Group  Determination.  By 

David  Harley,  M.D.  Octavo  of  119  pages,  illus- 
trated. London,  Heinemann,  1943.  [New  York, 
Grune  & Stratton,  Inc.] 

This  small  book  will  be  of  interest  to  those  having 
occasion  to  perform  blood  grouping  tests  for  forensic 
purposes. 

After  a terse  but  accurate  review  of  the  theory  of 
the  blood  groups  and  MN-tvpes,  the  principles  of 
the  application  of  the  tests  in  disputed  parentage 
and  for  examining  blood  and  other  stains  are  pre- 
sented. About  half  of  the  book  is  devoted  to  the 
discussion  of  the  legal  history  of  the  tests  in  Eng- 
land and  the  author’s  experiences  in  65  cases  of 
disputed  parentage  and  14  homicides.  On  the  whole 
the  book  is  well  done,  but  one  misses  the  description  | 
of  certain  refinements  in  technic,  such  as  the  valuable 
cover-glass  method  of  testing  blood  crusts  for  their 
agglutinin  content. 

A.  S.  Wiener 


Essentials  of  Industrial  Health.  By  C.  O.  Sap- 
pington,  M.D.  Octavo  of  626  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Co.,  1943.  Cloth, 
$6.50. 


This  comprehensive  volume  is  divided  into  three 
parts.  In  Part  1,  there  is  a discussion  of  industrial 
health  administration.  Part  2 is  devoted  to  indus- 
trial hygiene  and  toxicology,  and  Part  3 to  industrial 
medicine  and  traumatic  surgery.  The  author  has 
had  extensive  experience  in  all  phases  of  industrial 
medicine  and  has  presented  an  excellent  review  of 
the  subject.  The  discussion  of  health  services,  the 
economic  value  of  such  services,  the  classification 
of  industrial  health  exposures,  the  methods  of  con- 
ducting a plant  survey,  the  discussion  of  plant 
sanitation,  the  personnel  relation  aspects  of  indus- 
trial health  as  well  as  the  importance  of  occupational 
diseases  will  be  found  to  be  stimulating  and  of  value 
to  any  physician  interested  in  the  subject.  An 
appendix  is  included  which  deals  with  the  applica- 
tion of  principles  outlined  in  the  book.  There  is 
also  a well-selected  bibliography. 

Irving  Gray 


First  Aid,  Surgical  and  Medical.  By  Warren  H. 
Cole,  M.D.,  and  Lt.  Col.  Charles  B.  Puestow,  M.C., 
M.D.  Second  edition.  Octavo  of  351  pages,  illus- 
trated. New  York,  D.  Appleton-Century  Co.,  1943. 
Cloth,  $3.00. 

This  book  is  timely  and  complete  with  the  latest 
knowledge  of  the  subjects  presented  by  various 
contributing  authors. 

It  differs  from  most  first  aid  manuals  in  that  it 
covers  the  subjects  more  fully  from  a scientific  angle. 
Although  the  authors  intended  this  text  to  be  for 
medical  students,  medical  personnel  of  the  armed 
and  public  health  service,  nurses,  dentists,  pharma- 
cists, and  others  with  sound  biologic  background, 
the  reviewer  feels  that  the  facts  are  too  advanced 
and  that  it  is  therefore  more  suited  as  a refresher 
text  for  physicians. 

The  book  very  clearly  tells  one  “what  to  do  and 
what  not  to  do,”  in  both  surgical  (civil  and  military) 
and  medical  emergencies. 

Louis  Berger 

Methods  for  Diagnostic  Bacteriology.  By  Isa- 
belle G.  Schaub,  A.B.,  and  M.  Kathleen  Foley,  A.B. 
Second  edition.  Octavo  of  430  pages.  St.  Louis, 
C.  V,  Mosby  Co.,  1943.  Cloth,  $3.50. 

[Continued  on  page  1785] 


FOILLE  SIMPLIF 

IN  LINE  WITH  RE 

y 

^^URGICAL  therapy  with  Foille  as  outlined 
in  literature  to  the  physician  suggests  the  following 
procedure: 

RECENT  BURNS 

Avoiding  the  delay  of  debridement,  immediately  apply  Foille 
saturated  dressings  to  burned  surfaces,  keeping  moist  with 
frequent  applications.  It  is  not  essential  that  initial  dressings 
be  disturbed  for  first  48  hours.  Hamilton**  employs  com- 
pression dressing  to  deeper,  extensive  lesions,  leaving  un- 
disturbed from  ten  to  fourteen  days. 

This  is  in  line  with  the  simplified  technic  used  by  Cope,* 
who  states — “We  did  not  debride  the  burn  wounds  because  . . 
the  intact  epidermis  over  the  blebs  protects  against  the  en 
trance  of  bacteria,  and  because  bleb  fluid  does  not  become 
contaminated  by  virulent  organisms  harbored  in  bland  crypts.’ 
This  technic  possesses  obvious  advantages  over  “tanning’ 
methods  which  necessitate  time-consuming  and  painful  de 
bridement  and  cleansing. 

FOILLE 

Available  in  2-oz.,  pints,  quarts,  gallons,  5-gallon  bottles. 

Distributed  through  Surgical  Supply  Houses,  Wholesale  Druggists, 
Pharmacists  and  Mine  Safety  Appliances  Company  of  Pittsburgh. 

*Cope,  O.:  The  Treatment  of  the  Surface  Burns, 

Annals  of  Surgery,  117:885-893,  (June)  1943. 

* ‘Hamilton,  J.E.:  A Comparative  Study  of  Local  Burn 
Treatments,  Amer.  Jl.  Surg.,  58:350-364,  (Dec.)  1942. 
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Columbia  University 
in  the  City  of  New  York 

Faculty  of  Medicine 

announces 

Postgraduate  Courses  in  Clinical  Medicine 

at 

The  Mount  Sinai  Hospital 
Fifth  Avenue  at  100  Street 
New  York,  N.  Y. 

First  Semester 

October  25 — December  18/  1943 


Allergy,  Anesthesia,  Cardiology,  Chemistry,  Dermatology 
and  Syphilology,  Diagnosis  and  Therapy,  Diseases  of  Chest, 
Diseases  of  Liver,  Electrocardiography,  Gastroenterology, 
Gynecology,  General  Medicine,  Hematology,  Hypertension 
and  Kidney  Disease,  Neurology,  Ophthalmology,  Ortho- 
pedics, Pediatrics,  Peripheral  Vascular  Diseases,  Pharma- 
cology, Physical  Therapy,  and  Proctology. 


Applicator)  should  be  made 
before  October  11,  1943 

For  further  information,  address  The  Secretary  for  Medical 
Instruction,  The  Mount  Sinai  Hospital,  Fifth  Avenue  and 
100  Street,  New  York  29,  N.  Y. 


Time  to  Collect 

IT  IS  NEWS  when  a collection  firm  gets  fan 
mail.  A doctor  writes,  "You  are  wizards." 
A hospital  superintendent  says,  "Your 
skillful  methods  biing  checks  in  every  mail." 
The  truth  of  the  matter  is  that  patients  who  were 
unable  to  pay  medical  fees  a few  years  ago 
are  now  receiving  fat  pay  checks.  These 
days  there  is  no  such  thing  as  a hopeless 
account.  We  are  willing  to  try  to  collect  any 
of  your  bills  at  a moderate  percentage  of  the 
amount  recouped. 

Now  is  the  time  to  write  for  details. 

CRANE  DISCOUNT  CORPORATION 

230  W.  41st  St.  New  York,  N.  Y. 

RELIEVE  TEETHING  PAINS 

in  Babies  with  CO-NIB 

Mothers  appreciate  your  prescription  of 
CO-NIB  because  its  quick-acting  ingre- 
dients effectively  soothe  teething  pains. 

AN  ETHICAL  PRESCRIPTION 
AVAILABLE  AT  ALL  PHARMACIES 

Sample  and  literature  on  request. 


ELBON  LABORATORIES 

MONTCLAIR,  NEW  JERSEY 


NEW  YORK  CHEST'THYSICIANS  TO  MEET 
The  scientific  session  of  the  New  York  State  Chap- 
ter of  The  American  College  Chest  Physicians, 
will  be  held  at  the  Hotel  Biltmore  in  New  York 
City  on  October  15.  The  program  follows: 

Morning  Session 

Dr.  Arthur  Q.  Penta,  Schenectady,  N.Y.,  Chairman 
9:30  a.m. — Registration  of  members  and  guests 
9:45  a.m. — "A  Simple  Broncho  Pulmonary  Nomen- 
clature and  Its  Clinical  Application” 

Dr.  C.  L.  Jackson,  Professor,  Broncho-Eso- 
phagologv,  Temple  University  School  of  Medi- 
cine, Philadelphia,  Pa. 

10:45  a.m. — "Experiences  with  Pulmonary  Resec- 
tions in  Pulmonary  Tuberculosis” 

Dr.  Richard  H.  Overholt,  Department  of 
Thoracic  Surgery,  Deaconess  Hospital,  Boston. 
12:15  p.m. — Luncheon 
Guest  speaker 

Dr.  J.  Winthrop  Peabody,  President,  American 
College  Chest  Physicians,  Washington,  D.C. 

Afternoon  Session 

Dr.  James  H.  Donnelly,  Buffalo,  N.Y.,  Chairman 
2:00  p.m. — "Rehabilitation  of  Military  Personnel  as 
Carried  Out  in  the  Army” 

Brigadier  General  S.  U.  Marietta,  U.S.M.C., 
Commanding  General  Army  Medical  Center, 
Walter  Reed  General  Hospital,  Washington, 
D.C. 

3:00  p.m. — "Idiopathic  Spontaneous  Pneumothorax* 
Incidence  and  Pathogenesis” 

Dr.  George  G.  Ornstein,  Associate  Professor  of 
Medicine,  New  York  Medical  College  and 
Flower  Hospital,  Associate  Clinical  Professor  of 
Medicine,  New  York  Post-Graduate  Medical 
School,  Columbia  University 


GIBBONS  DIRECTS  WAR  LOAN  CAMPAIGN 

Douglas  Gibbons,  president  of  Douglas  Gibbons  & 
Co.,  will  serve  as  chairman  of  the  Professions  and 
Special  Services  Section,  Commerce  and  Industry 
Division,  of  the  New  York  War  Finance  Committee, 
it  was  announced  by  William  E.  Cotter,  director  of 
the  division. 

Nineteen  branches  have  been  set  up  in  this 
Section.  During  the  Third  War  Loan  Campaign, 
which  began  September  9,  Mr.  Gibbons  will  coordi- 
nate and  direct  the  activities  of  these  branches. 

"No  man,  whether  he  be  professional  or  business, 
whether  he  be  engaged  in  arts  or  sciences  or  indus- 
try, can  shirk  his  duty  during  the  coming  drive,” 
Mr.  Gibbons  declared.  "If  we  are  to  achieve  the 
threefold  purpose  of  the  Third  War  Loan — to  pro- 
vide the  funds  for  prosecuting  our  war  effort,  to 
obtain  100  per  cent  participation  in  the  purchase  of 
extra  bonds  and  to  provide  a backlog  against  post- 
war inflation — every  man  must  roll  up  his  sleeves, 
work,  and  dig  down  into  his  own  pockets  to  give.” 

The  Professions  and  Special  Services  Section  will 
comprise  accountants,  lawyers,  trade  associations, 
physicians  and  surgeons,  dentists,  educators  and 
librarians,  opticians  and  dealers  in  optical  goods, 
dealers  in  medical  and  dental  supplies,  public  serv- 
ice bureaus,  philanthropic  and  welfare  services, 
welfare  agencies,  employment  agencies,  museums 
and  art  galleries,  morticians  and  cemeteries,  and 
domestic  services. 

Mr.  Gibbons  has  a long  and  notable  record  of 
philanthropic  and  social  services.  He  is  a member 
of  the  executive  committee  of  the  United  Hospital 
Fund  and  the  Citizens  Welfare  Committee.  Since 
1930,  he  has  been  vice-chairman  and  director  of  the 
New  York  Chapter  of  the  American  Red  Cross. 
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IN  USE 

A VAGINAL  diaphragm  which  cannot  be  worn  with  comfort 
invites  discontinuance  of  use. 


The  patented  flexible  rubber-cushioned  rim  of  the  “Ramses”* 
Diaphragm  plus  the  super  smoothness  of  the  pure  gum  rubber 
dome  completely  protect  the  patient  against  discomfort. 


To  insure  protection  of  the  patient ...  to  insure  continuance 


of  use,  specify 


Kam&) 

M TRADE  MARK  RIG.  I 


FLEXIBLE  CUSHIONED 

Only  the  “Ramses”  has  the  patented 
rubber-cushioned  rim. 
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Hospitals 

f§|§|  Institutions  of 


Sanitariums 


ecialized  Trdatidd0s 


THE  MAPLES  INC.,  OCEANSIDE,  L.l. 

A sanitarium  especially  for  invalids,  convalescents,  chronic  patients, 
post-operative,  special  diets,  and  body  building.  Six  acres  of  land- 
scaped lawns.  Five  buildings  (two  devoted  exclusively  to  private 
rooms).  Resident  Physician.  Rates  $18  to  $45  Weekly 

MRS.  M.  K.  MANNING,  Supl.  - TEL:  Rockville  Centre  3660 


CHARLES  B . TOWNS  HOSPITAL 

Serving  the  Medical  Profession  for  over  40  years 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

Definite  Treatment  • Fixed  Charges  • Minimum  Hospitalization 

293  Central  Park  West,  New  York Hospital  Literature  Telephone:  SChuyler  4-0770 


KITCHEN  CONTRIBUTIONS  TO  WAR 

In  addition  to  waste  fats  and  many  other  salvage 
articles  including  tin  cans  that  come  out  of  the  home 
kitchen  to  help  defeat  the  Axis,  the  housewife’s 
workshop  has  sacrificed  a number  of  things  familiar 
to  chemists. 

Mary  Madison  informed  her  interested  readers  in 
a recent  issue  of  the  New  York  Times  Magazine 
that  the  A B C’s  of  the  laboratory  chemists  are  the 
stock  in  trade  of  every  housewife.  “Out  of  his 
mysterious-sounding  formulas  and  his  seething  test 
tubes  come  the  ‘chemicals’  she  knows  familiarly  as 
soap  and  shellac  and  kitchenware,”  remarked  this 
writer.  “And  never  was  the  relation  between  the 
scientists  and  the  lady  of  the  house  so  striking  as 
it  is  now — for  the  chemicals  that  have  gone  to  war, 
according  to  a recent  listing  by  the  WPB,  have  been 
recruited  largely  from  the  American  kitchen.” 

A few  mentioned  are — arsenic,  casein,  cellulose, 
phosphorus,  shellac,  candles  and  vinyl  chloride 
resin.  Arsenic,  of  course,  has  generally  been 
the  source  of  jokes  referring  to  its  use  as  an  extermi- 
nator put  in  foods,  but  in  this  case  its  reference  con- 
cerns its  use  to  enhance  the  crystal  clarity  of  glass- 
ware. Casein,  in  the  kitchen,  is  ordinarily  found  in 
insulating  materials  and  prefabricated  wallboards. 
Cellulose  plastic  is  now  forbidden  for  sink  stoppers. 


Only  60  per  cent  of  the  phosphorus  needed  has  been 
granted  soap  makers,  but  there  are  other  less  valued 
chemicals  available  for  detergents.  Shellac  has 
been  denied  for  use  as  a furniture  and  floor  finish,  as 
has  certain  kinds  of  wax  for  candles. 

Among  many  less  familiar  things  there  is  vinyl 
chloride  resin  which  plays  an  important  part  in  the 
peacetime  home  as  a coating  to  protect  fabric  gar- 
ment bags  from  dust  and  damp  and  for  baby  crib 
sheets.  Only  25  per  cent  of  this  substance  is  now 
granted  for  civilian  use. 

HOW  WOULD  YOU  SAY  IT? 

“SHUT  UP!  There  are  more  polite  ways  of 
telling  people  to  keep  quiet  than  howling:  ‘Shut  up!’ 
Three  such  ways  are  listed  below: 

“When  heckled  at  a meeting  a political  speaker 
said,  lIt  would  be  appreciated  if  the  gentleman  ( heckler ) 
would  put  his  thoughts  down  on  paper  and  mail  them 
to  me  in  the  morning .’ 

“When  he  held  up  a Brooklyn  drug  store  a crook 
said,  ‘It  is  strongly  suggested  that  all  those  present 
observe  a few  minutes  of  silent  meditation .’ 

“When  his  wife  made  him  lose  his  temper  a North 
Carolina  dentist  said,  ‘If  you  care  to  open  your  mouth 
I’ll  be  glad  to  extract  seven  molars , dear.’  ” 

— Fred  Sparks,  Newark  Star-Ledger 


LOUDEN-KNICKERBOCKER  HAIL!” 

81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL 

diseases. 

Full  information  furnished  upon  request 
JOHN  F.  LOUDEN  JAMES  F.  VAVASOUR,  M.D. 

President  Physician  in  Charge 

New  York  City  Office,  67  West  44th  St.,  Tel.  VAnderbilt  6-3732 
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Elixir  Bromaurate 


GIVES  EXCELLENT  RESULTS 

Cuts  short  the  period  of  the  illness  and  relieves  the  distressing  spasmodic  cough.  Also  valuable  in 
other  Persistent  Coushs  and  in  Bronchitis  and  Bronchial  Asthma.  In  four-ounce  original  bottles. 
A teaspoonful  every  3 to  4 hrs. 

GOLD  PHARMACAL  CO.  NEW  YORK  CITY 
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[Continued  from  page  1780] 

This  is  the  second  edition  of  a very  practical  work 
written  for  the  purpose  of  describing  methods  for 
immediate  use  in  the  biologic  and  autopsy  labora- 
tories, especially  for  the  identification  of  bacteria. 

It  should  be  useful  to  both  physicians  and  tech- 
nicians whose  work  throws  them  in  frequent  contact 
with  material  on  which  bacteriologic  identification 
is  required.  Therefore  it  could  serve  as  a handy 
manual  in  actual  bacteriologic  laboratory  practice. 

Max  Lederer 

The  1942  Year  Book  of  Industrial  and  Orthopedic 
Surgery.  Edited  by  Charles  F.  Painter,  M.D. 
Duodecimo  of  424  pages,  illustrated.  Chicago,  Year 
Book  Publishers,  1942.  Cloth,  S3. 00. 

The  1942  Year  Book  of  Industrial  and  Orthopedic 
Surgery  is  fully  up  to  the  standard  set  by  this  series 
of  the  Year  Book  Publishers,  Chicago.  As  the  field 
of  medical  literature  covered  is  so  large,  it  is  im- 
possible in  a brief  review  to  go  into  detail.  The 
volume  is,  however,  a valuable  contribution  to  the 
surgical  work  of  the  Army  and  Navy. 

J.  C.  Rushmore 

The  Medical  Clinics  of  North  America.  Vol.  27, 
No.  2,  March,  1943.  Octavo.  Illustrated.  Phila- 
delphia, W.  B.  Saunders  Co.,  1943.  Published  bi- 
monthly (six  numbers  a year).  Cloth,  S16  net; 
paper,  $12  net. 

This  issue  is  devoted  entirely  to  a symposium  on 
nutrition,  with  articles  contributed  by  experts  from 
all  America.  The  importance  of  nutritional  prob- 
lems in  wartime  is  emphasized.  Present-day  em- 
phasis on  vitamin  deficiency  and  their  prevention  is 
reiterated. 

All  of  the  articles  are  written  from  the  viewpoint 
of  the  general  practitioner  and  none  is  exhaustive  or 
comprehensive.  The  papers  entitled  “Obesity”  by 
Newburgh  and  Johnston  and  “Nutrition  As  It 
Affects  Military  Personnel”  by  Howe  are  especially 
interesting  and  well  written. 

Milton  Plotz 

Transurethral  Prostatectomy.  By  Reed  M.  Nes- 
bit,  M.D.  Octavo  of  192  pages,  illustrated.  Spring- 
field,  111.,  Charles  C Thomas,  1943.  Cloth,  $7.50. 

Dr.  Nesbit  has  presented  a valuable,  clear,  con- 
cise, and  complete  clinical  work  based  upon  a wide 
experience  in  the  urological  department  of  the  Uni- 
versity of  Michigan.  He  has  clearly  demonstrated 
his  success  in  the  so-called  complete  prostatectomy 
by  resection  procedure. 

The  work  is  fully  illustrated,  including  detailed 
pictures  by  the  well-known  Mr.  William  P.  Di- 
dusch.  A chapter  on  the  arterial  distribution  within 
the  prostate,  by  Dr.  Rubin  H.  Flocks,  is  included. 
The  essentials  of  the  historic  development  of  trans- 
urethral resection  are  also  given.  A rather  ex- 
tensive bibliography  is  appended. 

The  book  is  a valuable  reference  work  for  all  physi- 
cians interested  in  resection  operations  and  for  all 
urologists  as  well. 

The  author  has  wisely  divided  the  field  of  con- 
sideration into  three  zones:  intravesical,  sub- 

vesical,  and  apical. 

Augustus  Harris 

Family  Treasures.  By  David  D.  Whitney,  Ph.D. 
Octavo  of  299  pages,  illustrated.  Lancaster,  Pa., 
Jacques  Cattell  Press,  1942.  Cloth,  $3.50. 

This  is  a treatise  on  human  heredity,  mainly 
limited  to  studies  of  structure  and  physiology. 

[Continued  on  page  1786] 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phy«.-ui-Cha. 

CENTRAL  VALLEY,  Oiange  County,  N.  Y. 


RIVERLAWN  SANITARIUM 


A conveniently  situated  Sanitarium  offering  complete  facilities 
for  the  treatment  and  care  of  MENTAL  AND  NERVOUS 
CASES  and  ALCOHOL  AND  DRUG  ADDICTIONS.  We 
extend  full  cooperation  to  the  Physicians. 

CHARLES  B.  RUSSELL,  M.  D.,  Med.  Dir. 

45  Totowa  Ave.  PATERSON,  N.  J.  Armory  4-2342 


NO  PRIORITY  i 

necessary! 

TO  BUY  NEARLY  NEW™ 

1941  WILLYS 

UP  TO  35  MILES  PER  GAL. 

UP  TO  40,000  ON  TIRES 

(New  Car  Guarantee) 

LIMITED  SUPPLY  AVAILABLE 

• 

A.  W.  PICKETT,  INC. 

WILLYS-OVERLAND  DISTRIBUTOR 

1871  BROADWAY,  N.  Y.  CITY 

CIRCLE  6-1770 

▼ 

SEE  NEW  1942  WILLYS 
PAGE  1779 
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HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  aleohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


BRUNSWICK  HOME 


[A  PRIVATE  SANITARIUM.  Convalescents,  postop- 
erative, aged  andinfirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  ner- 
vous and  backward  children.  Physicians'  treatments  rig- 
idly followed.  C.  L.  MARKHAM,  M.  D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:1700, 1,  2 


DR.  BARXES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BAKNES,  M.D.  Med.  Supt.  *Tel.  4-1143 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modem  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge: 
Telephone:  Kingsbridge  9-8440 


TW I N ELMS 


A Modern 
Psychiatric  Unit 

Selected  drug  and  alcohol  problem* 
welcome. 

Rates  moderate. 

Eugene  N.  Boudreau,  M.D.,  Phyt-m-CJtg 

SYRACUSE,  N.  Y. 
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It  is  essentially  objective.  The  physiologic  section 
is  vividly  portrayed  by  a collection  of  photographs 
emphasizing  the  transmission  of  similar  physical 
characteristics  in  several  generations  in  various  parts 
of  the  body.  The  approach  is  a novel  one  and  is 
extremely  interesting. 

A.  M.  Rabiner 

The  Physiological  Basis  of  Medical  Practice.  By 
Charles  Herbert  Best,  M.D.,  and  Norman  Burke 
Taylor,  M.D.  Third  edition.  Octavo  of  1942 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1943.  Cloth,  $10. 

A review  of  a volume  of  nearly  2,000  pages  can 
at  best  mention  its  virtues  in  general  terms  only. 
A third  edition  since  1936  is  evidence  of  the  book’s 
meeting  a popular  demand  as  well  as  being  up  to 
date. 

One  does  not  hesitate  to  say  that  the  student  or 
practitioner  who  Hushes  to  become  a good  doctor 
must  familiarize  himself  with  its  contents.  The 
task  is  not  simple,  but  it  can  be  done  if  ten  to  fifteen 
minutes  a day  are  set  aside  for  it.  The  cost  is 
infinitesimal  compared  to  the  knowledge  and  satis- 
faction to  be  derived  from  the  book.  It  is  a “must” 
book  for  every  doctor’s  library. 

S.  R.  Blatteis 

Treatment  of  Fractures.  By  Guy  A.  Caldwell, 
M.D.  Octavo  of  303  pages,  illustrated.  New  York, 
Paul  B.  Hoeber,  Inc.,  1943.  Cloth,  $5.00. 

This  outline,  captioned  Treatment  of  Fractures, 
is  another  attempt  to  bring  order  to  the  mind  of  the 
student  and  practitioner  on  the  treatment  of  frac- 
tures. The  author  makes  no  claim  for  originality, 
but  he  has  arranged  his  subject-matter  in  such  a way 
as  to  stress  those  matters  which  are  of  greatest 
educational  value. 

The  student  or  the  practitioner  who  uses  this 
book  will  not  go  far  astray  in  the  problems  of  his  own 
practice  which  are  covered  by  the  text. 

Robert  F.  Barber 

Brucellosis  in  Man  and  Animals.  By  I.  Forest 
Huddleson,  D.V.M.  Revised  edition.  Octavo  of 
379  pages,  illustrated.  New  York,  Commonwealth 
Fund,  1943.  Cloth,  $3.50. 

This  book  is  an  enlarged  edition  of  Dr.  Huddle- 
son’s  original  publication  on  the  laboratory  aspects 
of  brucellosis.  In  the  present  treatise  the  disease  is 
discussed  in  its  varied  clinical  manifestations  and 
epidemiologic  aspects.  The  book  is  divided  into 
seven  chapters  with  an  appendix  of  case  reports,  a 
bibliography,  and  an  index. 

The  place  in  epidemiology  of  contact  infection 
receives  proper  emphasis,  and  attention  is  called  to 
the  high  incidence  of  Brucella  infection  among 
packing-plant  employees  and  farm  workers,  where 
contact  with  infected  animals  or  their  carcasses  is 
so  apt  to  occur.  The  diagnostic  value  of  the  brucel- 
lin skin  test  as  well  as  the  opsonocytophagic  test  and 
the  blood  agglutination  reactions  is  clearly  given. 
The  importance  of  Brucella  vaccine  in  therapy  is 
stressed. 

Dr.  Huddleson  is  eminently  qualified  to  discuss 
this  unusual  disease,  on  the  basis  of  the  twenty 
years  that  he  has  devoted  to  its  study. 

The  physician,  the  veterinarian,  and  the  public 
health  and  laboratory  worker  will  welcome  the  in- 
formation this  book  contains. 

Joseph  C.  Regan 
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A L K A L O L 

An  alkaline,  saline  solution. 
Indicated  for  all 
mucous  membranes 
and  irritated  tissues, 
Since  1896 


ALKALOL 


WRITE  FOR  FREE  SAMPLE  ^ 

The  Alkalol  Compaimy.taunton.mass; 


TO  BURN  UP  FAT 

Prescribe  Lipolysin  in  obesity  to  stimulate 
oxidation  process  that  "burn  up"  fatty  tissue. 
A dependable  endocrine  product;  free  from 
dinitrophenol.  Tablets— bots  100;  Capsules 
-r-bots  50,  120;  Ampuls  — boxes  12.  Send 
for  literature,  Dept.  N,  Cavendish  Pharmaceu- 
tical Corp.,  25  West  Broadway,  New  York. 

LIPOLYSIN 

MALE  FEMALE 


BRIOSCHI 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


of  the  members  of  the  Medical 
Society  of  the  State  of  New  York 
are  contributors.  They  know  the 
Physicians’  Home  stands  for  the 
right  thing.  They  are  willing  to 
give  up  the  price  of  a theatre  or 
movie  ticket,  or  a new  tie  to  aid  in  the  survival  of  this  worthy 
charity  ...  to  help  our  indigent  colleagues. 

The  Board  of  Directors  nominated  by  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York  increasingly  assumes 
the  responsibility  the  war  crisis  has  laid  upon  it  and  asks  your 
continued  support.  Won’t  you  contribute  in  some  measure? 

Make  your  answer  payable  to 

PHYSICIANS’  HOME,  INC. 

52  EAST  66  STREET  • NEW  YORK  21,  N.  Y. 


STILL  THE  SAME  OLD 
JOHNNIE  WALKER 


Unchanging  quality  has  made 
Johnnie  Walker  a well-known 
character  all  over  America. 

Due  to  British  war  restrictions, 
gold  foil  has  been  elim- 
inated and  other  slight 
changes  have  been 
made  on  the  outside  of 
the  familiar  Johnnie 
Walker  bottle— but  in- 
side good  old  Johnnie 
Walker  whisky  re- 
mains unchanged. 


Johnnie 

\Yalker 

BLENDED  SCOTCH  WHISKY 


CANADA  DRY  GINGER  ALE,  INC. 
New  York,  N.  Y.  • Sole  Importer 
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Physiology  in  Aviation.  By  Chalmers  L.  Gem- 
mill,  M.D.  Octavo  of  129  pages,  illustrated. 
Springfield,  111.,  Charles  C Thomas,  1943.  Cloth, 
$2.00. 

This  is  a very  brief  book  on  a subject  of  tremen- 
dous scope.  It  is  supposedly  written  for  the  medical 
reader  undergoing  training  in  aviation  medicine. 

When  one  considers  the  amount  of  information 
published  in  this  field,  it  is  not  surprising  that  the 
book  is  far  from  adequate  since  it  attempts  to  cover 
not  only  the  fundamentals  of  aviation  but  also  the 
physiology  of  respiration  and  circulation  in  the  all 
too  short  a space  of  129  pages. 

G.  B.  Ray 

Operating  Room  Technique.  By  Edythe  L.  Alex- 
ander, R.N.  Octavo  of  392  pages,  illustrated.  St. 
Louis,  C.  V.  Mosby  Company,  1943.  Cloth,  $3.75. 

This  monograph  is  an  interesting  text  for  operat- 
ing-room nurses. 

Miss  Alexander  is  the  supervisor  of  the  operating 
rooms  of  the  Roosevelt  Hospital  in  New  York  City. 
The  book  covers  all  the  phases  of  surgical  technic 
pertaining  to  the  operating  room.  The  description 
of  numerous  operations,  with  positions  and  in- 
struments that  are  used,  is  most  interesting  and 
instructive,  not  alone  for  operating  room  nurses 
but  also  for  the  surgeon,  who  not  always  appreciates 
how  and  why  the  proper  instrument  is  placed  in  his 
extended  hand  during  an  operation.  There  is  a 
typographical  error  on  page  35,  referring  to  the 
use  of  rubber  gloves  by  Dr.  Halstead  in  1852.  It 
was  in  1890.  Halstead  was  born  on  September  23, 
1852. 

Gaetano  de  Yoanna 

Urology  in  General  Practice.  By  Nelse  F.  Ocker- 
blad,  M.D.,  and  Hjalmar  E.  Carlson,  M.D.  Octavo 
of  383  pages,  illustrated.  Chicago,  Year  Book 
Publishers,  Inc.,  1943.  Cloth,  $4.00. 

The  reviewer  is  greatly  impressed  with  this  work. 
In  fact,  it  is  the  finest  book  of  its  type  that  has  come 
to  our  attention.  The  text  is  clear  and  well- 
written,  and  the  illustrations  are  numerous. 

The  contents  also  have  a distinct  air  of  originality. 
The  authors  are  to  be  highly  complimented  in 
providing  a condensed  and  complete  work  that  will 
prove  useful  and  valuable  not  only  to  the  student 
and  practitioner  but  also  to  the  resident  urologist 
in  training. 

It  is  worthy  of  note  that  very  little  space  is  given 
to  the  consideration  of  gonorrhea,  a change  in  em- 
phasis that  is  logically  the  result  of  the  new  sulfona- 
mide therapy. 

Augustus  Harris 

An  Introduction  to  Group  Therapy.  By  S.  R. 

Slavson.  Octavo  of  352  pages.  New  York,  Com- 
monwealth Fund,  1943.  Cloth,  $2.00. 

This  book  deals  with  group  therapy  as  employed 
at  the  Jewish  Board  of  Guardians  since  1934. 

Group  therapy  has  been  utilized  as  one  of  the 
treatment  methods,  either  supplementary  to  indi- 
vidual psychotherapy  or  as  an  exclusive  treatment 
method. 

This  volume  is  intended  to  formulate  some  of  the 
basic  principles  of  interpersonal  therapy  and  to 
outline  the  practice  of  group  therapy.  Five  indi- 
vidual cases  are  described.  There  are  several  out- 
lines for  referral  summary,  progress  reports,  in- 
tegration conferences,  and  follow-up  study. 

The  book  is  of  particular  value  to  physicians  and 
others  who  are  dealing  with  problem  children. 

Stanley  S.  Lamm 
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Prostigmin  Methylsulfate  'Roche'  maintains  intestinal  and  bladder 
tone,  minimizing  the  incidence  of  abdominal  distention  and 
urinary  retention  following  surgery.  Surgeons  who  have  the 
foresight  to  administer  Prostigmin  preoperatively  usually  prevent 
"gas  pains"  and  avoid  the  necessity  for  catheterization  during 
the  postoperative  period.  Prostigmin  is  used  by  many  leading 
surgeons  as  a prophylactic  routine  measure  and  is  regarded 
as  a valuable  aid  in  affording  a smoother  convalescence  to 
patients  whose  recovery  otherwise  might  be  retarded  by  post- 
operative complications  due  to  intestinal  or  bladder  atony  . . . 
HOFFMANN -LA  ROCHE,  INC.,  ROCHE  PARK,  NUTLEY,  NEW  JERSEY 

• Supplied  in  two  strengths:  1:4000  solution  for  pre- 
vention or  prophylaxis;  1:2000  solution  for  treatment. 


PROSTIGMIN  'Rode' 


Cardiologists,  clinicians 
and  research  workers  rely  on 
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LINICIANS  AND  INVESTIGATORS  throughout  t 
United  States  have  become  accustom* 
during  the  past  fifteen  years,  to  rely  up 
“Digitalis  Tablets  (Whole  Leaf)  Lederle ” 1 
their  daily  professional  requirements.  During  tl 
time  Lederle  has  produced  a stable,  uniforrr 
potent  digitalis  leaf  tablet,  resulting  from  uni 
mitting  attention  to  pharmaceutical  control  ai, 
both  laboratory  and  clinical  research. 

In  fifteen  foreign  countries  Lederle  digitalis  ta 
lets  are  in  demand  by  clinicians  who  apprecia 
their  consistently  high  quality. 
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and  Stamps 


packages: 

20  tablets  (1  tube) — 0.05  Gm.  grain)  each. 

100  tablets  (5  tubes  of  20) — 0.05  Gm.  grain)  each. 
20  tablets  (1  tube) — 0.1  Gm.  (1J^  grains)  each. 

100  tablets  (5  tubes  of  20) — 0.1  Gm.  (1J^  grains)  each. 
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Triumphs  in  Triage* 

* T\/TEDICAL  triaSe  'm  war  — front-line 
IV1  classification  of  casualties  — is 
among  the  toughest  assignments  of  the 
military  physician.  Instant  diagnosis  — 
often  under  direct  fire— countless  varia- 
a tions— new,  baffling  situations. 

Seldom  cited,  rarely  in  print,  the 
military  doctor  has  little  leisure  time.  When  he  does  get  around  to  relaxing, 
you’re  apt  to  find  him  taking  his  ease  with  a cheering  cigarette. 

I ... 

Thinking  of  gifts  to  those  in  service?  Send  Camels  . . . the  gift  that’s 
appreciated!  It’s  the  favorite  brand  of  the  armed  forcesf  for  the  kind  of 
smoking  fighting  men  deserve. 


Camel 

— costlier  tobaccos 


Is  it 

in  the  Service 

f With  men  in  the  Army,  Navy, 
Marine  Corps,  and  Coast  Guard, 
the  favorite  cigarette  is  Camel. 
(Based  on  actual  sales  records.) 


New  reprint  available  on  cigarette  research  — Archives  of  Otolaryngology, 
March,  1943,  pp.  404-410.  Camel  Cigarettes.  Medical  Relations  Division, 
1 Pershing  Square,  New  York  17,  N.  Y. 
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medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the  Medical  Society  of 
the  State  of  New  York,  who  at  the  time  of  the  competition  are  residents  of  New  York 
State. 

The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  Prize  for  which  the  essay  is 
submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a motto  or  other  de- 
vice. The  essay  shall  be  accompanied  by  a sealed  envelope  having  on  the  outside  the  same 
motto  or  device  and  containing  the  name  and  address  of  the  writer. 

If  the  Committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will  not 
be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical  So- 
ciety of  the  State  of  New  York  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  1, 1944,  and  sent  to  the  Chairman  of 
the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  York,  292  Madi- 
son Avenue,  New  York  17,  New  York. 

Chab.  Gordon  Heyd,  M.D.,  Chairman 
Committee  on  Prize  Essays 


1794 


Physicians  know 
from  ciinicat  experience 


the  reliability  of 

Pil.  Digitalis 

( Davies , Rose) 

They  conform  now. 


as  in  the  past, 

with  U.S.P.  requirements 

Each  pill  is  equivalent  to  1 U.S.P.  XII  Digitalis  Unit.  “One  United  States 
Pharmacopoeial  Digitalis  Unit  represents  the  potency  of  0.1  Gm.  of  the  U.S  P.  Digitalis 
Reference  Standard.” — U.S.P.  XII. 

Made  from  Powdered  Digitalis  Leaf,  Pil.  Digitalis  ( Davies , Rose)  present  all 
of  the  therapeutic  principles  obtainable  from  the  drug. 

Standardized  according  to  Pharmacopoeial  requirements,  they  permit  a uniform 
and  accurate  dosage. 

These  freshly  prepared,  standardized  pills  are  put  up  in  bottles  of  35,  forming  a 
convenient  package  for  the  physician's  prescription,  obviating  the  necessity  of  re' 
handling 


Sample  for  clinical  trial  sent  on  request 


DAVIES,  ROSE  & COMPANY,  Limited 


BOSTON,  MASSACHUSETTS,  U.S.A. 


D'19 
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“PRE-TEST” 
VAGINAL  INFECTIONS 


In  many  cases  you  can  clear  up  a vaginal 
condition  with  a single  prescription  of 
sta-o-gen  Vag-I-Caps.*  In  any  case,  a 
box  of  12  is  ample  for  a 2-week  “pre-test” 
period,  to  determine  the  severity  of  the 
infection.  As  you  know,  sta-o- 
gen’s  prolonged,  continuous 
liberation  of  nascent  oxygen  is 
harmless  yet  powerfully  germi- 
cidal, fungicidal  and  deodoriz- 
ing. The  symptomatic  effects 
annoying  your  patient  are  re- 
lieved immediately  — odor  is 


eliminated — discharge  reduced  and  irri- 
tation soothed.  If,  after  this  “pre-test” 
therapy,  trouble  persists,  you  can  be  cer- 
tain the  case  will  warrant  the  time  and 
effort  required  for  a comprehensive  diag- 
nosis; while  your  examination 
and  treatment  will  be  less  of 
an  ordeal.  *Ozonide  of  Olive 
Oil  in  45  minim  soluble  gelatin 
capsules.  David  Nye  Barrows, 
N.  Y.  State  Jr.  Med.  Vol.  41, 
Jan.  15,  1941. 


• • • • • • 

sta-o-gen  Liquid  for  office  and  Vag-I-  WRITE  today  for  authoritative  proto- 
Caps  for  home  use  are  available  through  col  “A  Complete  Therapy  for  Vaginal 
any  wholesaler  or  direct  from  Infections.” 

LATIMER  LABORATORY,  INC.,  41  E.  21  ST.,  N.  Y.  C.  (10) 

STA-O-GEN 

SAFE  * SIMPLE  • SOUND 
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Bismuth  Subsalicylate  n.n.r. 

(IN  OIL  WITH  CHLOROBUTANOL  3%) 


Intramuscular  Bismuth  ther- 
apy is  usually  well  tolerated 
by  patients  who  react  un- 
favorably or  are  resistant  to 
arsenicals.  It  has  been  found 


effective  in  many  other  cases, 
when  alternated  with  arsphen- 
amine  or  as  a substitute  for 
mercury  compounds.  Average 
dose:  One  cc.  weekly. 


Bismuth  Subsalicylate  in  Oil  with  Chlorobutanol  3%  is  supplied : 

Special  wide  mouth  ampule,  1 cc.: 

2 gr.  (0.13  gm.)  in  oil. 

In  boxes  of  12,  23  and  100. 

Wide  mouth  bottles,  60  cc.;  100  cc.;  480  cc. 

Catalogue  and  Prices  on  Request 


CHEPLIN  BIOLOGICAL  LABORATORIES,  INC 

( Division  of  Bristol-Myers) 

Syracuse,  New  York 


* 


. . Optimum  Dosage  of 


ERTROH 


Parenteral 

For  the  physician  who 
wishes  to  reinforce  the 
routine  oral  adminis- 
tration of  ERTRON 
by  intramuscular  in- 
jections, ERTRON 
Parenteral  is  now- 
available  in  packages 
of  six  1 cc.  ampules. 
Each  ampule  contains 
500,000  U.S.P.  units 
of  electrically  acti- 
vated, vaporized 
ergosterol  (Whittier 
Process). 


The  investigators  found  that  three  capsules  (150,000 
U.S.P.  units)  of  Ertron  per  day  in  some  cases  of  ar- 
thritis produced  definite  relief;  four  to  six  capsules 
(200,000  U.S.P.  units  to  300,000  U.S.P.  units)  per  day 
were  necessary  to  produce  maximum  benefit. 


2 


Antiarthritic  Effect  of 


ERTRON 


In  their  summary,  the  authors  state:  fTn  a certain  pro- 
portion of  severe  cases  of  arthritis,  which  previously 
resisted  the  more  commonly  used  forms  of  treatment 
over  a period  of  two  or  more  years,  the  use  of  Ertron 
brought  about  a very  satisfactory  remission  of  their 
symptoms  . . . the  swelling  of  the  soft  tissues  was  dimin- 
ished or  disappeared,  there  was  increased  range  of  mo- 
tion and  more  normal  functional  activity  with  much 
less  or  no  pain.” 


*1 Safety  of  ERTRM 

f\  . . we  are  convinced  that  Ertron  is  a safe  form  of 
therapy.  Vie  have  never  seen  any  evidence  of  serious 
toxicity  as  a result  of  the  use  of  this  form  of  treatment.” 


4 Sustained  VRTttAftl 

Improvement  icith  L III  UU 11 


fSnvder,  R.  G.,  Squires,  W.  H.  and  Forster, 
J.  W.:  Indus.  Med.,  12:291-297,  (May)  1943. 


“The  improvement  wa9  sustained  in  the  majority  of 
cases  ...  In  a few  cases  it  was  found  that  in  order  to 


keep  patients  free  from  symptoms,  it  was  necessary  to 
keep  the  patient  on  small  maintenance  doses.” 


T,0*  OF  £XCCPTlON*tt.y 

■K  PROCESS  , , *CT»V*T»*»"' 
*’C*I-  ENERGY  I EACH  «*£' 
P-  UNITS  OF  VITAMIN  O-  “ 

KEEP  in  COOU  Pt-ACE 

— 2.106.7*0  — 2,^06. 
ooteofj  oppiitd  t°r- 

txe  f 
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Nutrition  Research  1 

CHICAGO 


is  the  only  high  potency,  electrically  activated,  vaporized 
ergosterol  (Whittier  Process).  Ertron  is  made  only  in  the  distinctive 
two-color  gelatin  capsule. 

Supplied  in  bottles  of  100  and  50  capsules. 

ALSO  NEW  500  CAPSULE  BOTTLE. 

ERTRON  is  promoted  only  through  the  medical  profession . 
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WHEN  INVASION  COMES 


IN  a dim  chilly  dawn,  while  thin  mists  ghost 
over  the  sea . . . grim  in  invasion  barges  will 
be  soldiers  of  freedom . . . straining  for  action 
. . . steeled  for  what  is  to  come. 

In  one  of  those  barges  an  American  man 
of  medicine  will  crouch,  kit  open  before  him 
checking  the  vital  medicaments  that  may 
mean  life  for  those  who  fall  wounded . . . ready 
to  bring  surcease  from  pain  to  tomorrow’s 
heroes. 

When  invasion  comes,  Ciba  Pharmaceuti- 
cal Products,  Inc.,  and  its  associated  com- 
panies will  know  that  in  their  way  they  have 
contributed  to  the  turning  of  the  tide. . . from 
barbarism  back  to  honor  and  compassion  for 
their  fellow  men.  The  months  of  intensive 
planning,  retooling,  rescheduling  and  the 
long  days  and  nights  the  employees  have 
cheerfully  given  to  meet  military  require- 


ments, can  then  be  saluted  as  a " j ob  well  done. 

From  this  invasion  dawn  to  a better,  saner 
world  free  from  ravages  of  war,  Ciba, 
"merchants  of  life”  march  on.  Their  post- 
war planning  is  based  on  intensive  research 
to  supply  the  medical  profession  with  modern 
medical  products  for  the  prevention  and  con- 
trol of  disease. 


£P/ial />t  aceulica/ 

SUMMIT  • NEW  JERSEY 


MORE  THAN  A HALF-CENTURY  OF  METICU- 
LOUS, INTELLIGENT  RESEARCH  AND  PRECISE 
SUPERVISION  GUARD  EVERY  CICA  PRODUCT. 


Copr.  1943— Oiha  Pharmaceutical  Products.  Inc..  Snmmit.  N.  J, 


I 

ARCOTIC,  ANTISPASMODIC 

Pavatrine  provides  a dual  antispasmodic  action: 

1«  MUSCULOTROPIC — local  action  upon  muscle 

2#  NEUROTROPIC — through  nerve  supply  to  smooth  muscle 

— thus  effecting  relief  whether  the  spasm  is  of  muscular  or 
neural  origin. 

Bickers*,  reporting  on  the  treatment  of  dysmenorrhea, 
states  that  Pavatrine  "is  non-narcotic  and  has  a mor- 
phine-like action.” 

*Bickers,  Win. : "Primary  Dysmenorrhea,” 

Va.  Med.  Mo.,  69:8  (Aug.),  1942 


s 

R E S E A R I 

E A 

:h  in  the  s e r . v 

R 

ICE  of 

L 

MEDICI 

E 

N E 

INDICATIONS  FOR  PAVATRINE 

Dysmenorrhea,  for  relaxing  the  hypertonic 

uterus. 

Gastrointestinal  Dysfunctions:  cardiospasm, 
gastric  hypermotility,  pylorospasm,  spas- 
ticity of  the  duodenum,  spastic  states  of 
colon. 

Urinary  Bladder  Spasm  in  cystitis,  instrumen- 
tation or  simple  tenesmus. 

Complete  literature  on  Pavatrine,  together 
with  dosage  and  administration,  available 
on  request. 

Supplied  in  bottles  of  20,  100  and  1000  s.c.  tablets  of  2 grs.  each 


gdSEARLE  & co 

ETHICAL  PHARMACEUTICALS  SINCE  1888 
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EFFECTIVE 

in  Coronary  Artery  Disease  and  Edema * 


Clinical  experience  and  carefully  controlled  studies  in  humans  have  definitely 
proven  the  value  of  Theobromine  Sodium  Acetate  in  treating  certain  Cardio- 
vascular and  Renal  diseases,  and  the  value  of  the  enteric  coating  in  permitting  ade- 
quate dosage  without  causing  gastric  distress. 

Supplied — in  7 Vi  grains  with  and  without  Phenobarbital  Vi  grain;  in  5 
grains  with  Potassium  Iodide  2 grains  and  Phenobarbital  \\  grain  (cost 
approximately  $1.50  per  bottle  of  100  tablets);  and  in  3 3A  grains  with  and 
without  Phenobarbital  % grain  (cost  approximately  $1.00  per  bottle  of 
100).  Capsules,  not  enteric  coated,  are  available  in  the  same  potencies  for 
supplementary  medication. 


*Literature  giving  con- 
firming bibliography, 
and  physicians  sam- 
ples will  be  furnished 
on  request. 


BREWER  Cr  COMPANY 

Pharmaceutical  Chemists  Since  1852 


INC.  Worcester 

Massachusetts 


i on  a 


B COMPLEX  IX  ESTABLISHED  POTEXCV  AXD  RATIO 

Each  capsule  contains: 


1 mg.  THIAMINE 

HYDROCHLORIDE 

“1 

( 

10  mg.  NICOTINAMIDE  ^ ^ | 

i 

WHITE’S 
MULTI-BETA 


1 

•2 


Basic  adult  dally  re- 
quirements of  tha 
clinically  proved  fae> 
tors  established  by 
FDA* 

The  Council  on  Phar- 
macy and  Chemistry 
also  recommends 
that  these  same  fac- 
tors be  administered 
In  the  ratio  estab- 
lished by  the  FDA. 


Additional  identified 
factors  of  some  sig« 
nificant  nutritional 
Importance. 


All  factors,  known 
and  unknown,  from 
brewers'  yeast  con- 
centrate. 


(Vitamin  B Complex ) 


o standardize  B Complex  dosage,  White’s  Multi- 
Beta  Capsules  are  formulated  to  conform  with 
all  standards  of  potency  and  ratio  of  the  B Com- 
plex factors  recommended  by  the  Council  on 
Pharmacy  and  Chemistry  or  promulgated  by  the 
Food  and  Drug  Administration. 

Moreover,  each  small  easily  ingested  capsule 
provides  significant  amounts  of  pyridoxine  hydro- 
chloride and  calcium  pantothenate  PLUS  all  fac- 
tors, known  and  unknown,  derived  from  167  mg. 
of  high  potency  brewers’  yeast  concentrate. 


*10  mg.  of  nicotinic  acid  (amide)  is  recommended  as  adult  minimum 
daily  requirement  by  Food  and  Nutrition  Board  of  National  Research 
Council  though  not  as  yet  formally  adopted  by  FD_A 


FE^* 


The  economy  of  White’s  Multi-Beta 
Capsule — a pioneer  in  reduced  B 
Complex  price  to  patient — is  as 
striking  as  the  soundness  of  its 
therapeutic  balance. 

Supplied  in  bottles  of  30, 100,  500, 
1000  and  5000  capsules. 

Ethically  promoted — not  advertised 
to  the  laity. 

White  Laboratories,  Inc. 
Pharmaceutical  Manufacturers 
Newark  7,  N.  J. 
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Effective 

Vasoconstriction 


‘Paredrine’ — the  nearest 
approach  to  the  ideal  vaso- 
constrictor— possesses  a 
shrinking  action  more  rapid, 
complete  and  prolonged 
than  that  of  ephedrine  in 
equal  concentration,  without 
stinging,  irritation,  ciliary 
inhibition,  or  undesirable 
side  effects; 


SMITH,  KLINE  & FRENCH  LABORATORIES  • PHILADELPHI 


!)U  LFATH I AZO  LE  SUSPENSION 


Correct  pH 

(5.5-6.5) 


is  strikihgly  effective,  both  with  adults 
and  children,  in  the  treatment  of  na- 
sal and  sinus  infections — particularly 
those  secondary  to  the  common  cold. 
Furthermore,  it  may  often  prevent 

dangerous  sequelae,  such  as  pul- 
- 
monary flare-up,  otitis  media,  phar- 

yngitis,  laryngitis,  etc. 


Paredrine  Hydrobromide  Aqueous 

THE  NEAREST  APPROACH  TO  THE  IDEAL  VASOCONSTRICTOR 
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CLINICAL  VALUE  OF  MUSCLE  EXTRACT 

Cirtnucfem 

ANGINA  PECTORIS  ARTERIOSCLEROSIS 

OBLITERATIVE  ARTERIAL  DISEASES 

Carnacton  is  a biologically  tested  extract  of  diaphragm  muscle — a powerful,  markedly 
vascularized  muscle  with  a high  metabolic  rate  — most  effective  for  its  purpose.  Carnacton 
is  not  only  a vasodilator  but  also  promotes  cardiovascular  tone  and  vigor. 

In  1 cc.  and  2 cc.  ampuls  — boxes  of  12  and  50/  vials  of  30  cc.  for  oral  use.  Send  for 
professional  brochure. 

CAVENDISH  PHARMACEUTICAL  CORP.,  25  West  Broadway,  New  York 
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A new  bacteriostatic  vasoconstrictor 

providing  fast,  powerful,  sustained  decongestion  and  the 
potent  bacteriostasis  of  sulfathiazole  without  appreciable  local  irritation 
or  cardiac  or  psychic  side  effects 

Neo-Synephrine 

Sulfathiazolate 


Available  as  a 0.6%  solution  in 
a buffered  approximately  isotonic 
vehicle  in  1 oz.  bottles  with  dropper 
for  prescriptions , and  in  16  oz. 
bottles  for  office  and  hospital  use. 


Frederick 


Stearns 


& Company 


Since  1855  . . . ESSENTIALS  OF  THE  PHYSICIAN’S  ARMAMENTARIUM 


NEW  YORK  KANSAS  CITY  DETROIT,  MICHIGAN  SAN  FRANCISCO  WINDSOR,  ONTARIO 


SYDNEY,  AUSTRALIA 


AUCKLAND,  NEW  ZEALAND 


F OR  supplying  Mercuro- 
chrome  and  other  drugs,  diagnostic  solutions 
and  testing  equipment  required  by  the  Armed 
Forces,  for  developing  and  producing  Sterile 
Shaker  Packages  of  Crystalline  Sulfanilamide 
especially  designed  to  meet  military  needs,  and 
for  completing  deliveries  ahead  of  contract 
schedule — these  are  the  reasons  for  the  Army- 
Navy  "E”  Award  to  our  organization. 

The  effectiveness  of  Mercurochrome  has  been 
demonstrated  by  more  than  twenty  years  of  ex- 
tensive clinical  use. 

For  the  convenience  of  physicians  Mercuro- 
chrome is  supplied  in  four  forms — Aqueous 
Solution  for  the  treatment  of  wounds,  Surgical 
Solution  for  preoperative  skin  disinfection, 
Tablets  and  Powder  from  which  solutions  of 
any  desired  concentration  may  be  prepared. 

Mercurochrome  (H.  W.  & D.  Brand  of  dibrom- 
oxymercuri-fluorescein-sodium)  is  economical 
because  stock  solutions  may  be  dispensed 
quickly  and  at  low  cost  by  the  physician  or  in 
the  dispensary.  Stock  solutions  keep  indefi- 
nitely. Literature  furnished  on  request. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 

BALTIMORE,  MARYLAND 
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DAILY  RATIONAL  VITAMIN  THERAPY 
NOW  MADE  POSSIBLE 


The  OPTIMAL  VITAMIN 


Recommended  by  the  Food  and  Nutrition 


NO  TRADE  NAME  TO 
LOW  COST  TO  PATIENT 
NOTE  THE  LABEL 


CHECK  WITH  THE  CHART 


Each  capsule  meets  the  Recom- 
mended Daily  Allowances,  Food 
and  Nutrition  Board.  National 
Research  Council. 


This  chart  also  shows  the  min* 
imum  daily  vitamin  require- 
ments, U.  S.  Food  and  Drug 
Administration. 


Optimal  daily  allowance 
(adult)  at  recommended  by 
the  Food  and  Nutrition  Board 
of  the  National  Research 
Council.** 


Supplied  In  ONE  SQUIBB 
SPECIAL  VITAMIN  FOR- 
MULA CAPSULE. 


Minimum  dally  requirements 
U.  S.  Food  and  Orug  Ad- 


ministration. 


NIC 


Not  yet  official 


**  J.A. M .A  1 14:2601.  June  7,  1941 


Squibb 

BASIC  FORMULA 
! VITAMIN  TABLETS 


further  information  write  Professional  Service  Dept., 
I.  Squibb  & Sons,  745  Fifth  Ave.,  New  York  22,  N.  Y. 


R:  Squibb  & Sons.  New  York 

NUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  185ft 


Jolliffe  and  Smith1  and  Spies2’  3 have  found 
it  desirable  to  give  intensive  therapy  in  order 
to  correct  vitamin  deficiency  conditions.  To 
quote  Jolliffe  and  Smith1 — “To  supply  the 
water-soluble  vitamins  in  treating  patients 
with  deficiency  disease  we  have  used  routine- 
ly during  the  past  two  years  a formula  con- 
taining thiamin  hydrochloride  10  mg.,  ribo- 
flavin 5 mg.,  niacin  amide  50  mg.  and  ascor- 
bic acid  75  mg.,  given  by  mouth  once  or 
more  times  daily.”  Spies  also  uses  this  “basic 
formula”  and  also  adds  to  it  “more  of  the 
vitamin  specific  for  the  predominating  de- 
ficiency.”2 

This  formula  is  now  available  to  all  phy- 
sicians as  Squibb  Basic  Formula  Vitamin 
Tablets. 

1 Jolliffe,  N.,  and  Smith,  James  J.:  M.  Clin.  North 
America  27:567,  March  1943. 

2 Spies,  T.  D.:  M.  Clin.  North  America  27:273, 
March  1943. 

3 Spies.  T.  D.:  /.  A.  M.  A.  122:497,  June  19,  1943. 


All  preparations  of  Ld/-tO<!falxr 
possess  these  special  properties 
they  are 


. . . against  all  types 
of  micro-organisms 

...  in  dilutions  non- toxic  to  tissues 
...  over  prolonged  periods 
...  in  the  presence  of  pus  and  necrotic  tissue 
They  are  the  most  stable  of  all  chlorine  bactericides 
They  are  strongly  deodorant 


el  dressings  and  s°  desirable 
where  thoroug  P MocHto*M»«> 


we  for  office  and 
• n_  especially  suitable 

For  direct  applir-atl° 

prescription  use 


BUY  BONDS 

For  detailed  literature  and  samples  write  to 
WALLACE  & T1ERNAN  PRODUCTS,  INC.,  P.  O.  BOX  178,  NEWARK  1,  NEW  JERSEY 


Reg.  U.  S.  Pat.  Off. 

BRAND  OF  CHLOROAZODIN  U.S.P 


WALLACE  & TIERNAN  PRODUCTS,  INC. 

Belleville,  New  Jersey,  U.S.A. 


jT[ 


1813 


TECHNIC  OF 


LIPIODOL  INSTILLATION 


V ISUALIZATION  OF  THE 

paiihsh  sinuses 


BY  means  of  Lipiodol  (iodized  poppyseed 
oil  containing  40  per  cent  iodine)  visuali- 
zation of  the  paranasal  sinuses  deviations  from 
normal  not  otherwise  detectable  can  be  seen 
at  a glance.  Granulations,  polyps,  cysts,  tu- 
mors, encapsulated  pus  pockets,  and  mucous 
membrane  thickening  are  easily  discernible. 
The  frontal,  ethmoid,  sphenoid,  and  maxillary 
sinuses  are  readily  filled  and  visualized,  afford- 
ing a guide  to  conservative  therapy  and  surgery. 


The  antrum  is  usually  ac- 
cessible through  the  natural 
ostium.  For  complete  filling 
the  needle  must  be  smaller 
than  the  ostium  and  the 
head  tilted  to  permit  the 
entrapped  air  to  escape. 


In  the  Proetz  method  the 
head  is  placed  in  the  position 
shown,  and  as  the  patient  says 
“K”  to  close  the  pharynx,  2 
cc.  of  Lipiodol  (warmed  to 
body  temperature)  is  instilled 
into  each  nostril.  Intermit- 
tent suction  not  exceeding  180 
mm.  water  is  applied  to  one 
nostril  while  the  other  is 
closed.  A total  of  8 to  10  cc. 
of  Lipiodol  serves  to  visualize 
the  sinuses.  More  complete 
filling  of  the  antrum  is  ob- 
tained by  having  the  patient 
lie  on  the  orbit  of  the  side  to 
be  visualized;  Lipiodol  is  in- 
stilled into  the  lower  nostril 
and  suction  is  applied. 


In  visualization  of  the 
frontal  sinuses,  a curved 
needle  is  used  to  enter  the 
natural  foramen  after 
anesthesia  and  membrane 
shrinkage.  Accessory  holes 
along  the  shaft  prevent 
clogging  of  the  needle. 


The  many  uses  of  Lipiodol  are  graphically  presented  by  text  and  illustrations 
in  a new  brochure  “The  Applicability  of  Lipiodol  in  Roentgenography  and  the 
Technic  of  Its  Use.”  Physicians  are  invited  to  send  for  a complimentary  copy. 


E.  FOUGERA  & CO.,  INC.,  Distributors  75  VARICK  ST.,  NEW  YORK,  N.  Y. 
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SEDATIVE  and  HYPNOTIC 

The  potentiation  of  the  central  action  of  phenobarbital  by  the  belladonna 
alkaloids  (Friedberg,  Arch.  f.  exp.  P.  & P.  CLX,  276)  renders  possible 
attainment  of  desired  effects  with  relatively  small  doses,  thus  avoiding 
'hang  over”  and  other  unpleasant  side-actions.  In  contrast  to  galenical 
preparations  of  belladonna,  such  as  the  tincture,  Belbarb  has  always  the 
same  proportion  of  the  alkaloids. 


Formula:  Each  tablet  contains  V4  grain 
phenobarbital  and  the  three  chief 
alkaloids,  equivalent  approximately  to 
9 minims  of  tincture  of  belladonna. 


Indications:  Neuroses,  migraine,  funcnonai  digestive  and  circulatory  dis-  Belbarb  No.  2 has  the  same  alkaloidalcon- 

turbances,  vomiting  of  pregnancy,  menopausal  disturbances,  hypertension,  etc.  tent  but  Vi  grain  phenobarbital  per  tablet. 


CHARLES 


HASKELL 


N C . , RICHMOND,  VIRGINIA 


801  ROOMS  • CHARLES  E.  ROCHESTER,  V.  P.  a Mns.  Dll 

LEXINGTON  AVE.  AT  48th  ST.,  N.  Y.  C.  17 


EFFECTIVE  THERAPV 

IN 

o^yrieju 


Requires  Analgesia 
Bacteriostasis,  and 
Dehydration  of  the  Tissues. 


THE  DOHO  CHEMICAL  CORPORATION 

New  York  - Montreal  - London 


PROMPT 


’e/r  OF  PAIN 


GREATER  AND  MORE  PROLONGED  ACID 
NEUTRALIZING  POWER 


An  Outstanding 
Pharmaco-Chemical 
Achievement 

• 

Magnesium  Trisilicate 
In  a True  Magma 


Contains  No 
Aluminum  Hydroxide 


Not  Constipating 


THOS.  LEEM 
155  E.  44th  St. 


Clinical  response  to  Magmasil  sets  a new 
high  standard  in  the  treatment  of  peptic 
ulcer,  gastritis,  hyperchlorhydria.  Since  it 
is  free  from  the  drawbacks  of  many  other 
antacid  medications,  Magmasil  therapy  is 
marked  by  dependable  patient  cooperation. 

Magmasil  cannot  lead  to  alkalosis,  to 
chloride  depletion,  to  constipation.  In  the 
dosage  employed,  it  exerts  no  influence 
whatsoever  on  intestinal  motility. 

Since  its  profound  neutralizing  power 
(86  cc.  of  N/10  HC1  per  teaspoonful)  is 
exerted  over  fully  four  hours  after  ingestion, 
fewer  doses  are  needed,  and  pain  and  pyrosis 
do  not  recur.  The  customary  eleven  o’clock 
dose  usually  holds  the  patient  comfortable 
through  the  night. 

Because  of  its  high  protective  action 
Magmasil  leads  to  rapid  remission  and 
unimpeded  healing. 

Physicians  are  invited  to  send  for  samples 

and  a complimentary  copy  of  the  brochure 
“Twenty  Years  of  Progress  in  Ulcer  Therapy.” 


N G 


CO.,  INC. 
New  York,  N.  Y. 


Magmasil  is  avail- 
able through  all  i 

pharmacies  in  12  1 

oz.  bottles. 
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URINE-SUGAR  ANALYSIS 

made  simple  • time-saving  • money-saving 

WITH  

CLINITEST 

A NEW  UNIQUE  TABLET  METHOD 


TECHNIC: 

Using  Glinitest  Dropper,  measure  5 drops  of 
urine  into  test  tube,  then  add  10  drops  of  water. 


Drop  in  tablet.  Allow  to 
stand  for  15  seconds  after 
boiling  has  ceased. 


Compare  with  color  scale  for 
percentage  sugar  reading. 

ELAPSED  TIME  — 

Less  than  1 minute! 

NOTE:  No  External  Heating  Employed . 

Available  through  your  prescription  pharmacy  or  med- 
ical supply  house.  Write  for  full  descriptive  literature.  Dept.  N.Y.-10 


EFFERVESCENT  PRODUCTS,  INC. 

ELKHART,  INDIANA 
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..throughout  “Change  of  Life' 


or  many  women,  the  menopause . . . change  of  life 
. . may  be  calm  and  peaceful ; or  it  may  be  fraught 
nth  enervating  experiences. 

When  symptomatology  indicates  the  need  for 
ictive  therapy,  Hexital,  the  new  therapeutic  agent, 
ipans  effectively  the  period  of  transition. 

Hexital,  with  its  component  hexestrol,  is  sig- 
lificantly  less  toxic  than  stilbestrol.  Recent  clin- 
ical findings  indicate  that  the  combined  use  of 
hexestrol  and  phenobarbital  (Hexital)  affords 
a marked  reduction  in  the  incidence  of  nausea 
and  other  by-effects. 


Hexital  is  available  in  scored  tablets  for  oral  use 
and  affords  efficient,  convenient  and  inexpensive 
treatment.  Each  tablet  contains  3 mg.  hexestrol  and 
20  mg.  phenobarbital.  Average  dose:  One  tablet 
daily,  preferably  taken  on  retiring.  Literature  avail- 
able on  request. 

hexital 

A Step  Forward 
in  Menopausal  Therapy 


ORTHO  PRODUCTS,  INC.,  UNDEN,  N.  J- 
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UNDER  WAR-TIME  RESTRICTIONS 


The  dietary  adjustments  so  frequently  re- 
quired in  therapy,  may  become  increas- 
ingly difficult  under  wartime  food  restric- 
tions. The  high-protein:  high-vitamin  diet 
called  for  in  many  conditions  may  not  be 
easily  accomplished  under  rationing,  with 
protein  foods  available  in  limited  amounts. 

New  Improved  Ovaltine  solves  the  prob- 
lem of  maintaining  optimum  nutrition 
under  wartime  restrictions.  It  presents  a 


wealth  of  essential  nutrients— proteins, 
vitamins,  minerals— and  caloric  energy  in 
easily  digested,  readily  assimilated  form. 
Through  the  addition  of  two  or  three 
glasses  of  Ovaltine  daily,  virtually  any 
deficient  diet  can  be  made  nutritionally 
adequate,  even  in  the  presence  of  the  in- 
creased metabolic  demands  of  acute  or 
chronic  illness.  The  Wander  Company, 
360  N.  Michigan  Avenue,  Chicago,  111. 


2 KINDS 

PLAIN  AND  CHOCOLATE 
FLAVORED 


Three  daily  servings  (1  Vi  oz.)  of  New  Improved  Ovaltine  provide: 

Dry  Ovaltine 

Ovaltine  with  milk* 
0.5  mg.  0.5  mg. 


Dry 

Ovaltine 

PROTEIN  . . . 6.00  Gm. 

CARBOHYDRATE  30.00  Gm. 

FAT  3.15  Gm. 

CALCIUM  . . . 0.25  Gm. 
PHOSPHORUS  . 0.25  Gm. 
IRON 10.5  mg. 


1500  U.S.P.U.  2953  U.S.P.U. 
405  U.S.P.U.  432  U.S.P.U. 
300  U.S.P.U.  432  U.S.P.U. 
. 0.25  mg.  1.28  mg. 

. . 4.95  mg.  7.1  mg. 


*Each  serving  made  with  8 oz.  milk;  based  on  average  reported  values  for  milk. 
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A HABIT 

FOR  THE  REST  OF  HIS  LIFE 

The  patient  with  a healed  duodenal  ulcer  “should 
make  the  taking  of  milk  or  milk  and  cream  at  10  a.m.* 
at  3:30  p.m.  and  at  bedtime  a habit  which  should  last 
the  rest  of  his  life.”* 


HORLICK’S 

Plain  or  Fortified 
{A,  Bu  D,  G} 

offers  a pleasant  means  of 
maintaining  this  desirable 
regimen.  The  negligible 
curd  tension  and  ease  of  di- 
gestion of  Horlick’s  assure 
rapid  gastric  emptying  time. 
Horlick’s  avoids  the  rather 
flat  taste  of  milk,  and  more- 
over it  is  not  sickly-sweet 
and  does  not  tend  to  cloy  the 
palate. 

Horlick’s  is  delicious  whether 
prepared  with  milk  or  with 
water. 

The  convenient  pocket  flask 
of  Horlick’s  Tablets  may  be 
carried  or  kept  at  the  office 
desk  drawer  for  between- 
meals’  feedings. 


Recommend 

HORLICK’S 


*Smith,  L.A.,  and  Rivers,  A.B.:  J.A.M.A.,  122:212  (May  22)  1943 


The  Complete  Malted  Milk — Not  Just  a Flavoring  for  Milk 

HORLICK’S 
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Habit  Time  for  Bowel  Movement  in  convales- 
cence isdecidedly  a valuable  factorwhich  con- 
tributes to  the  patient’s  well-being  and  comfort. 

A weakened  system,  recovering  from  the 
ravages  of  disease,  must  be  aided  gently  and 
persistently  in  the  restoration  and  ultimate 
maintenance  of  physiological  activity. 

After  years  of  professional  use,  Petrogalar 
stands  established  as  a reliable,  efficacious  aid 
for  the  establishment  of  comfortable  bowel 
action. 

Petrogalar  Laboratories,  Inc. 

8134  McCormick  Blvd.  Chicago,  Illinois 

Copyright  1943,  by  Petrogalar  Laboratories,  Inc. 


Constant  uniformity  assures  palatability 
— normal  fecal  consistency.  Five  types 
of  Petrogalar  provide  convenient  vari- 
ability for  individual  needs. 


Petrogalar  is  an  aqueous  suspension  of  pure  mineral  oil 
each  100  cc.  of  which  contains  65  cc.  pure  mineral  oil  suspended  in  an  aqueous  jelly. 
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Editorial 

What  Do  the  People  Want? 


In  the  past  the  common  or  horse  sense  of 
the  American  people  has  usually  prevailed 
on  vital  questions  of  domestic  policy  and 
domestic  economy.  Than  their  national 
health  and  the  manner  of  its  maintenance 
at  a high  level  of  quality  and  efficiency,  no 
public  issue  could  be  of  greater  importance. 
For  this  reason  we  urge  thoughtful  study, 
by  everyone,  of  the  provisions  of  the  bill 
proposing  to  create  a Unified  National 
Social  Insurance  System  in  the  United 
States  ( S.1161 ; H.R.2861).  Especially  we 
urge  careful  study  of  what  it  proposes  to  do 
upon  the  representatives  of  the  American 
people  in  Congress.  Theirs  is  the  re- 
sponsibility for  acceptance  or  rejection  of  a 
measure  which  would  abolish  private  medical 
practice  in  this  country  and  substitute  for  it 
political  medicine  at  an  annual  cost  of 
$3,048,000,000  of  taxpayers’  money. 

For  the  record,  we  would  bring  to  the 
attention  of  all  concerned  the  following  in- 
formative material  :l 

“Today  we  hear  much  about  the  miracles  of 
modern  medicine.  We  have  taught  our  people 
to  worship  science.  We  physicians  take  great 
pride  in  the  fact  that  we  have  the  healthiest 
people  who  have  ever  lived  on  this  earth.  We 
would  therefore  remind  those  who  are  determined 
to  institute  some  compulsory  scheme  under  state 
control  for  passing  out  pills  and  potions  to  the 
citizens  at  the  taxpayers’  expense;  we  must  ever 
remind  these  visionaries,  I say,  that  we  now  have 
less  sickness  and  five  longer  than  any  other  people 
ever  have  done.  Hence,  we  physicians  are  not 
interested  in  any  revolution  in  medical  practice. 
We  are,  however,  concerned  with  the  improve- 
ment of  the  health  of  the  American  people.  Good 
as  it  is,  we  would  like  to  make  it  much  better. 
We  are  convinced  that  compulsory  sickness  in- 

1 Cincinnati  Journal  of  Medicine,  July,  1943. 


surance  certainly  will  never  increase  the  real 
health  of  the  people,  but  that  it  will  certainly  in- 
crease the  total  medical  bill  for  the  nation.  It 
may  distribute  it  a little  more  evenly,  but  it  can 
never  reduce  it.  Better  health  will  only  come  by 
more  complete  immunization  of  the  public,  better 
hygiene  for  each  individual,  and  better  nutrition 
for  all.  It  is  characteristic  of  the  human  mind 
to  want  a drug  to  cure  its  disease  and  save  it  from 
the  penalties  of  its  own  violations  of  the  laws  of 
life,  just  as  it  looks  always  for  a prayer  or  a pen- 
ance that  will  save  it  from  the  sins  of  its  own  soul. 
Man  has  turned  to  Science,  which  has  extended  its 
promises  of  salvation — salvation  by  means  of 
water  closets,  bathtubs,  automobiles,  neosalvar- 
san,  sulfa  drugs,  antitoxins,  and  vaccines.  Now, 
man  is  turning  to  Science’s  stepchild,  economics, 
which  describes  a kingdom  of  heaven  filled  with 
garages  for  two  cars,  instead  of  one,  an  ever- 
normal  granary,  a quart  of  milk  for  every  child,  a 
‘free  doctor’  at  everyone’s  beck  and  call  twenty- 
four  hours  of  the  day 

“As  the  upward  trend  of  prices  gains  momen- 
tum, the  squeeze  on  the  middle  income  classes 
grows.  White-collar  workers  are  caught  between 
higher  taxes  on  one  side  and  higher  living  costs  on 
the  other.  Because  they  lack  political  power  as 
a group  they  get  little  or  no  attention.  Politi- 
cians listen  instead  to  the  demands  of  pressure 
blocs  purporting  to  represent  the  farmer  and  the 
workingman.  So  the  chain-store  manager,  the 
preacher,  the  schoolteacher,  the  bank  clerk,  and 
the  younger  college  instructors  are  becoming 
medically  indigent.  It  is  a new  group  of  people, 
but  the  same  old  problem 

“It  is  true  that  nearly  two-thirds  of  our  people 
are  lacking  more  or  less  in  proper  foods,  either 
through  ignorance  or  poverty,  but  when  three- 
fourths  of  the  automobiles  in  America  in  1940  were 
driven  by  people  earning  less  than  twenty  dollars 
per  week  I personally  am  convinced  that  our  im- 
mediate problem  is  the  development  of  a proper 
sense  of  values.  The  decision  for  most  of  our 
people  is  to  choose  between  automobiles,  movies, 
beer  checks,  store  teeth,  chronic  ill  health,  un- 


1821 


1822 


EDITORIAL 


[N.  Y.  State  J.  M. 


l 


paid  doctor  bills,  or  sunshine  and  good  food  with 
their  attendant  good  health 

“I  have  complete  confidence  in  the  American 
people.  As  Louis  Bromfield  insists  time  and 
again,  ‘people  are  smarter  than  anybody.’  The 
American  citizen  will  not  be  fooled  for  long. 
Whenever  he  realizes  that  he  has  made  a mistake 
with  some  social  experiment,  he  is  willing  to  repeal 
it.  He  is  not  afraid  of  names  or  slogans.  He  is 
pragmatic.  His  one  test  is,  ‘Will  it  work  for 
me?’  So  we  have  the  finest  example  of  socialism 
in  the  United  States  Postal  System,  the  most 
smoothly  operating  Soviet  in  our  school  system 
with  its  Boards  of  Education.  So  the  American 
has  always  been  willing  to  try  anything  and  ready 
to  discard  it  if  he  finds  he  has  made  a mistake.  In 
recent  years,  however,  he  has  lost  some  of  his 
curiosity,  some  of  his  daring.  As  we  have  be- 
come more  and  more  industrialized  we  have  lost 
the  security  that  goes  with  living  on  a piece  of 
land  that  we  can  call  our  own  and  upon  which, 
if  worst  comes  to  worsts  we  can  raise  our  own  food. 
So  there  has  been  an  increasing  demand  for 
‘security.’  This  has  been  aggravated  by  recent 
arrivals  from  Europe.  It  is  actually  against  the 
tradition  of  our  own  pioneers  to  look  to  the  state 
for  succor  in  time  of  stress 

“The  bold  knights  of  the  whirligig  who  have 
led  our  nation  for  the  last  decade  have  been  in- 
tent upon  destroying  the  profit  motive  in  making 
us  all  slaves  of  the  State.  It  is  but  natural  that  the 
sucker-bait  for  this  so-called  reform  should  be 
‘Social  Security.’  Mind  you,  whatever  you  or 
I may  think  of  this  ‘protecting’  hand  of  the  State, 
it  has  come  to  stay  for  a good  many  years.  Social 
Security  is  here.  The  only  demand  that  we  can 
now  make  is  that  Social  Security  work,  that  it 
provide  for  our  people  actual  security  from  the 
major  catastrophes  of  life  at  a cost  which  they  can 
afford.  To  the  city  dweller  working  at  a machine 
these  catastrophes  are  unemployment,  old  age, 
and  sickness.  We  now  have  as  a part  of  our 
Social  Security  program  old  age  and  unemploy- 
ment insurance.  Of  course  it  does  not  provide 
much  for  unemployment,  a few  dollars  a week  for 
a few  weeks.  Even  at  that,  how  it  will  stand 
the  strain  of  post-inflation  depression  is  an  open 
question.  If  we  accept  in  principle,  however,  the 
compulsory  insurance  plan,  as  a protection  against 
old  age  unemployment,  we  have  few  arguments 
to  offer  against  insurance  of  the  same  sort  to  pro- 
tect against  the  cost  of  illness  and  the  loss  of 
wages.  There  is  always,  of  course,  the  actuarial 
question  as  to  whether  we  can  afford  it.  Social 
Security,  however,  is  actually  a tripod,  two  legs 
of  which  have  been  erected,  and  the  third  is 
coming,  even  if  it  wrecks  the  whole  scheme ” 

Thomas  A.  McGoldrick,  M.D.,  L.L.D., 
President  of  the  Medical  Society  of  the  State 
of  New  York,  has  this  to  say  of  the  proposed 
legislation : 

"The  doctors  were  the  earliest  in  the  groups  of 
real  social  workers.  Besides  the  possessors  of 


ever-increasing  knowledge,  they  were  the  origi- 
nators, the  prompters,  the  inaugurators,  and  early 
directing  guides  of  every  hospital,  every  clinic  in 
our  land,  and  in  their  long-continued,  unremu- 
nerated services  have  been  the  principal  con- 
tributors and  supporters  of  these  institutions. 

"There  has  been  one  factor  in  the  solution  of  ; 
questions  of  Social  Security  which  has  not  been 
stressed  sufficiently  and  which  has  been  of  great, 
if  not  of  greatest  importance.  With  proper  in-  i 
come,  expended  by  himself,  the  sick  man  can  select 
and  secure  his  necessary  care,  better  than  others 
can  order  it  for  him.  The  decrease  in  tenancy 
of  the  war — so-called  free  beds  of  our  hospitals, 
the  increase  in  pay  accommodations,  the  reduction 
in  number  of  maternity  patients  in  the  public 
wards,  and  the  lessened  number  of  dispensary  pa- 
tients in  our  clinics,  as  well  as  the  reports  of 
charitable  organizations — shows  the  better  health, 
as  well  as  the  increased  income  of  these  working 
people. 

"Despite  these  advances  there  is  again  intro- 
duced into  our  Congress  a bill,  the  Wagner- 
Murray-Dingell  Bill,  to  broaden  the  fields  of 
security,  to  increase  the  money  benefits  and  to 
give  through  the  Federal  Government  compul- 
sory, complete  medical  care.  These  benefits 
would  inure  to  every  person  earning  less  than 
$3,000  per  annum  and  to  his  dependents.  It 
would  cover  110  million  people.  The  money  is 
to  be  raised  by  a tax  of  12  per  cent  of  the  gross 
sum  paid  in  wages  and  salaries,  6 per  cent  to  be 
paid  by  the  employee.  The  gross  sum  to  be 
taxed  on  the  1942  income  would  be  over  100 
billion  dollars  or  a special  tax  income  for  Social 
Security  of  12  billion  dollars  a year 

"The  administration  of  the  Act  would  be  en- 
tirely in  the  authority  and  under  the  control  of  the 
Surgeon  General  of  the  United  States  Public 
Health  Service.  He  will  have  an  Advisory  Medi- 
cal and  Health  Council  of  16  members,  selected 
by  him,  to  be  chosen  from  representatives  of  the  j 
medical  profession,  the  hospital  groups,  social 
workers,  the  public,  and  others  interested.  These 
members  will  serve  without  pay,  and  while  their 
opinions  on  questions  may  be  asked,  they  need 
have  no  controlling  influence  or  special  weight  j 
with  the  Surgeon  General. 

"The  rate  of  payment  for  hospital  service  is  j 
fixed  in  the  law,  while  for  physicians  the  Surgeon  I 
General  will  pay  the  doctors,  ‘fair,  reasonable, 
and  equitable  compensation  for  services.’  The 
method  of  payment  may  be  for  full-  or  half-time, 
may  be  by  salary,  by  per  capita  of  people  listed, 
or  by  fee  for  service  or  a combination  of  these, 
and  the  fee  schedules  of  payment  may  be  changed 
by  him  periodically.  The  Surgeon  General  will 
have  the  authority  to  hire  doctors,  to  determine 
the  number  of  individuals  for  whom  any  physician 
may  provide,  ‘to  establish  the  qualifications  ol 
specialists  and  to  determine  arbitrarily  what 
hospitals  or  clinics  may  provide  service.’  The 
Surgeon  General  is  to  find  a way  to  provide,  two 
years  after  enactment,  nursing  and  dental  care. 
He  shall  notify  a Board  for  this  purpose,  com- 
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posed  of  the  Chairman  of  the  Social  Security 
Board,  the  Secretary  of  the  Treasury,  and  himself, 
of  the  contracts  and  the  obligations  which  he  has 
assumed  and  this  Board  shall  thereupon  authorize 
and  certify  the  necessary  disbursements.  He 
shall  by  grants-in-aid  encourage  and  support 
undergraduate  and  postgraduate  education  and 
any  research  work  whether  by  individuals  or  by 
institutions  of  which  he  may  approve. 

“Thus  we  have  the  latest  form  of  Central  Gov- 
ernment Medicine  proposed  for  this  country. 
It  is  compulsory  sickness,  not  health,  insurance. 
It  brings  the  bureaucrat  and  the  politician  into 
the  care  of  the  sick,  it  diminishes  the  independ- 
ence of  the  physician  in  his  work,  it  lessens  in- 
centive, and  it  substitutes  for  that  American  way 
of  medicine  which  has  accomplished  so  much  a 
way  untried  in  America  and  directed  from  the 
financial  remuneration  standpoint — from  a stand- 
point of  quantity  of  service  and  not  quality  of  care. 

“This  system  of  compulsory  sickness  insurance 
will  have  nearly  all  the  disadvantages  which  have 
characterized  it  in  other  countries.  It  is  esti- 
mated that  its  administration  will  cost  600  million 


yearly . In  other  countries  there  have  been  more 
employees — even  2 to  1 in  places — than  there  were 
professional  people  engaged.  However,  it  is  stated 
in  the  proposed  Act  that  the  Surgeon  General 
will  secure  a necessary  legal  authority  to  prevent 
politicians  and  bureaucrats  from  obtaining  in- 
fluence  ” 

If  the  people  want  medicine  under  this 
type  of  control  instead  of  the  past  and  pres- 
ent type  of  free,  liberal,  and  progressive 
administration  and  direction  by  physicians 
whose  prime  consideration  is  the  public 
interest,  the  best  interest  of  the  individual 
patient,  they  can  have  it,  pay  for  it,  and  like 
it!  Or  they  can  throw  the  proposal  out  of 
the  window  and  continue  to  enjoy  unin- 
terruptedly the  services  of  American  physi- 
cians working  for  the  American  people  and 
not  for  government.  What  do  the  people 
want? 


Idleness  (Confidentially)  Is  Out 


“Idleness  and  pride,”  said  Franklin,1  “tax 
with  a heavier  hand  than  kings  and  parlia- 
ments. If  we  can  get  rid  of  the  former,  we 
may  easily  bear  the  latter.”  Sir  James 
Mackintosh,2  at  about  the  same  time,  re- 
marked and  frowned  upon  “the  frivolous 
work  of  polished  idleness.”  Since  that 
time,  a.d.  1765,  not  a great  deal  has  been 
done  about  it  one  way  or  the  other;  regret- 
tably, it  seems  to  us.  But  wait — ! 

On  August  30,  a.d.  1943,  a correspondent 
writes  to  us,  of  all  people,  and  presumably 
for  reasons  best  known  to  himself : 

“If  it  has  not  been  called  to  your  attention  that 
idleness  has  been  especially  classified  as  non- 
essential  to  the  war  effort,  you  might  care  to  see 
the  enclosed  special  bulletin,  entitled  PM  4429,  in 
which  this  information  is  released  from  the  strict- 
est confidence  in  which  it  had  evidently  been 
held  previously  “by  PRESS  or  RADIO  BEFORE 
8:00  p.m.,  EWT,  SATURDAY,  AUGUST  14, 
1943.” 

He  enclosed  the  Advance  Release  of  the 
Office  of  War  Information — War  Manpower 
Commission,  PM  4429 — which  sets  forth 
“a  series  of  changes  in  the  rules  for  inducting 
men  under  the  Selective  Service  System.” 
Part  I lists  critical  occupations3  to  the 
number  of  123,  from  Aircraft-Engine  Me- 


chanic, All  Around,  through  X-Ray  Equip- 
ment Serviceman;  Part  II,  Professional 
and  Scientific  Occupations,  Accountant 
through  Seismologist.  Zombis  not  listed. 

Nondeferrable  activities  and  occupations 
to  the  number  of  113,  from  the  manufacture 
of  Alcoholic  Beverages  through  Lavatory 
Attendant  to  Window  Trimmer,  including 
Butler,  Dishwasher,  Fortuneteller,  Floor 
Walker,  Model,  Taxidermist,  and  Valet,  are 
paraded  for  all  to  see,  but  only  after  August 
18,  194-3!  On  this  point  the  release  is  spe- 
cific: “To  be  held  in  STRICTEST  CON- 
FIDENCE AND  NOT  TO  BE  USED  BY 
PRESS  OR  RADIO  BEFORE  8:00  p.m., 
EWT,  SATURDAY,  AUGUST  14,  1943. 

We  assume  that  the  secrecy  is  necessary 
because  of  the  final  sentence  of  the  master- 
piece : 

“In  addition  to  the  activities  and  occupa- 
tions set  forth  above,  the  status  of  idleness 
is  to  be  treated  as  a nondeferrable  activity 

Out  of  respect  for  B.  Franklin,  Phila- 
delphia papers  please  copy. 


1 Letter  on  the  Stamp  Act,  July  1,  1765. 

2 Dissertation  on  Ethical  Philosophy. 

3 Pages  7,  8,  9. 

* Italics  are  ours. — Editor. 
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Penicillin  Therapy 


Because  of  their  remarkable  inhibitory  effects 
upon  certain  classes  of  bacteria,  the  introduction 
of  the  sulfonamide  drugs  has  overshadowed  the 
other  bacteriostatic  agents  of  their  time.  With 
the  march  of  time,  however,  a proper  delineation 
and  definition  of  the  powers  and  limitations  of  the 
sulfonamide  group  permitted  rival  antibacterial 
agents  to  come  to  the  fore  once  again.  An  im- 
portant member  of  this  almost  forgotten  cate- 
gory is  penicillin. 

Penicillin  was  first  discovered  in  1929,  before 
the  advent  of  sulfanilamide.  It  was  not  until 
1940,  however,  that  a highly  concentrated  and 
active  preparation  was  reported.1  Some  strains 
of  bacteria  were  inhibited  by  dilutions  as  high  as 
1:2,000,000.  The  great  difficulties  which  con- 
front the  production  of  penicillin  on  a large  scale 
doubtless  played  a major  role  in  the  slow  clinical 
application  of  this  product.  Only  very  minute 
amounts  of  penicillin  are  formed  in  the  metab- 
olism of  the  mold.  A yield  of  1 Gm.  of  the 
purified  product  from  20  liters  of  culture  fluid 
is  exceptionally  high.2  In  impure  solutions  it  is 
unstable  and  easily  destroyed  by  contaminations, 
which  are  excluded  only  with  difficulty.  These 
facts  explain  the  delayed  commercial  exploita- 
tion. 

Clinical  tests  have  yielded  therapeutic  results 
comparable  to  those  obtained  with  the  sulfon- 
amides.2-3 Cases  of  osteomyelitis  and  ununited 
compound  fractures  have  responded  to  penicillin 
therapy  beyond  expectations.  The  results  have 
been  so  encouraging  that  similar  wound  studies 
are  now  being  conducted  in  several  Army  hospi- 


tals. Similar  treatment  of  venereal  diseases 
has  also  produced  promising  results.4  The  dis- 
covery that  sulfonamide-resistant  cases  may  re- 
spond to  penicillin  has  opened  a new  therapeutic 
pathway.  There  is  evidence  that  penicillin  is 
superior  to  the  sulfonamides  in  the  treatment  of 
Staphylococcus  aureus  infections  with  and  with- 
out bacteremia.2  It  is  also  extremely  effective  in 
cases  of  hemolytic  streptococcus,  pneumococcus, 
and  gonococcus  infections  which  are  resistant  to 
the  sulfonamides.  Investigations  of  the  efficiency 
of  local  applications  are  still  in  progress.  Prop- 
erly prepared,  even  in  high  dosage,  penicillin 
causes  no  toxic  reaction.  Its  rapid  excretion  by 
the  kidneys  necessitates  repeated  administration 
when  it  is  given  intravenously  or  intramuscularly. 

Time  will  again  determine  the  proper  alloca- 
tion and  the  conditions  under  which  penicillin 
will  be  most  effective.  Intensive  efforts  are  being 
made  to  expand  production  to  significant 
amounts.  Until  such  time  as  these  efforts  are 
crowned  with  success,  an  effective  therapeutic 
method  must  be  limited  to  special  needs.  At 
present  its  prime  application  is  in  instances  which 
do  not  respond  to  sulfonamide  therapy.  The  fu- 
ture, we  hope,  will  permit  unhampered  expansion 
of  this  form  of  therapy. 


1 Chain,  E.,  Florey,  H.  W.,  Gardner,  A.  D.,  Heatley,  N.  G.f 
Jennings,  M.  A.,  Orr,  E.  J.,  and  Sanders,  A.  G.:  Lancet  2: 
226  (Aug.  24)  1940. 

2 Richards,  A.  N.:  J.A.M.A.  122:  235  (May  22)  1943. 

3 Herrell,  W.  E.:  Proc.  Staff  Meet.,  Mayo  Clinic  18:  65 
(May  10)  1943. 

4 Herrell,  W.  E.,  Cook,  E.  N.,  and  Thompson,  L.:  J.A.- 

M.A. 122:  289  (May  29)  1943. 


History  of  Medicine 

The  Session  on  the  History  of  Medicine  of  the  Medical  Society  of  the  State  of  New 
York  holds  annual  meetings  along  with  the  regular  sections  of  the  Society.  It  has  had 
twx)  very  successful  meetings,  and  is  preparing  for  a third  in  1944.  So  far,  the  policy  of 
the  Session  has  been  to  confine  the  subject  of  the  papers  presented  to  material  related  to 
the  history  of  medicine  in  New  York  State.  In  this  way,  a valuable  compilation  of  data 
related  to  New  York  State  medicine  will  be  gradually  accumulated. 

Anyone  having  material  suitable  for  presentation  before  this  session  will  kindly  com- 
municate with  the  Chairman,  Edward  F.  Hartung,  M.D.,  at  580  Park  Avenue,  New  York 
21,  New  York. 


Symposium  on  Venereal  Disease  in  the  Armed  Forces 

THE  EXTENT  OF  THE  SYPHILIS  PROBLEM  AT  THE  BEGINNING 
OF  WORLD  WAR  II 

R.  A.  Vonderlehr,  M.D.,  and  Lida  J.  Usilton,  M.A.,  Washington,  D.  C. 


IT  IS  a real  privilege  to  present  to  you  today 
the  sequel  to  a paper  given  before  your  asso- 
ciation five  years  ago.  Those  who  were  present 
will  recall  that  I began  that  paper  with  a quota- 
tion from  Surgeon  General  Parran  that  “Syphilis 
strikes  one  out  of  every  10  adults.”  That  state- 
ment was  repeated  in  the  hope  that  the  time  would 
soon  come  when  I could  stand  before  you  again 
and  say  with  full  assurance,  “Syphilis  strikes 
only  one  out  of  every  20  (or  30)  adults.” 

Such  a statement  cannot  be  made  today  for 
three  reasons,  all  related  to  the  war:  (1)  it  has 
been  impossible  to  recruit  and  train  competent 
personnel  rapidly  enough  to  maintain  entirely 
satisfactory  control  measures  under  the  stringent 
conditions  of  mobilization;  (2)  the  redistribution 
of  population  has  introduced  new  avenues  for 
spreading  venereal  disease  among  the  civilian 
population,  thus  complicating  the  problems  of 
control;  and  (3)  the  present  shortage  of  man- 
power makes  it  impossible  to  continue  during  the 
remainder  of  the  war  the  use  of  former  survey 
methods  for  calculating  the  chance  of  acquiring 
syphilis. 

You  will  recall  that  in  1938  the  data  presented 
were  obtained  from  a survey  of  the  number  of 
persons  with  early  syphilis  reporting  for  the  first 
time  at  legal  sources  of  treatment  (clinics  and 
private  physicians)  serving  approximately  5 per 
cent  of  the  population  (see  Tables  1 and  2).  Cal- 
culations based  on  attack  rates  established  in 
this  survey  indicated  that,  under  then  existing 
preventive  and  control  measures,  the  chance  of 
persons  in  our  population  acquiring  syphilis  by 
the  age  of  50  was  one  in  10 — i.  e.,  that  in  any 
representative  sample  of  persons  (say  100,000) 
born  alive  in  a given  year  and  surviving  into  each 
successive  age  group,  one-tenth  of  the  total  would 
have  acquired  syphilis  within  50  years  if  the 
attack  rates  in  1936-1937  prevailed.* 1  This  does 
not  mean  that  routine  blood  tests  in  1936-1937 
would  have  discovered  a syphilitic  population  of 
10  per  cent  even  if  the  blood  tests  had  been  made 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York,  Buffalo,  May  3,  1943.  Part  of  a Sym- 
posium on  Venereal  Disease  in  the  Armed  Forces. 

Assistant  Surgeon  General,  U.S.  Public  Health  Service. 
Principal  Statistician,  Division  of  Venereal  Diseases,  U.S. 
Public  Health  Service. 

1 Vonderlehr,  R.  A.,  and  Usilton,  Lida  J.:  Venereal  Dis- 

ease Information  19:  (Nov.)  1938. 


only  on  living  persons  50  years  of  age.  First, 
there  was  no  assurance  that  the  1936-1937  attack 
rates  were  operating  at  the  same  level  thoughout 
the  lives  of  the  persons  then  living;  second,  some 
would  have  become  seronegative  spontaneously 
or  through  treatment;  and,  finally,  the  propor- 
tion of  50-year-old  persons  living  who  had  ac- 
quired syphilis  would  have  been  smaller  because 
syphilis  shortens  life  expectancy  between  the 
ages  of  30  and  60  by  17  to  30  per  cent. 

It  is  to  be  re-emphasized  that  the  one-in-ten 
chance  found  in  the  former  survey  referred  to 
the  population  as  a whole  and  not  to  any  selected 
group,  the  composition  of  which  was  different 
from  that  of  the  country  at  large.  In  some  areas 
and  for  some  groups  the  chance  was  much 
smaller,  and  for  others  much  greater.  The 
attack  rate  among  whites,  for  instance,  was  much 
lower  than  for  Negroes  and  varied  considerably 
in  both  groups  from  community  to  community. 

A second  treatment  source  survey  was  made 
in  1939-1941  of  the  number  of  persons  with  early 
syphilis  who  reported  to  legal  treatment  sources 
serving  9 per  cent  of  the  population  (see  Tables 
1 and  2).  The  same  methods  of  calculation, 
applied  to  material  collected  in  the  same  manner, 
showed  that  under  preventive  and  control 
measures  existing  in  1939-1941  the  chance  of 
acquiring  syphilis  by  the  age  of  50  had  dropped 
from  one  in  10  to  one  in  15,  a one-third  decline. 
This  decline  was  undoubtedly  due  to  the  greatly 
accelerated  preventive  and  control  program 
which  had  attained  its  full  stride  by  1941.  The 
significance  of  the  decline  is,  of  course,  dependent 
on  the  extent  to  which  the  two  treatment  source 
surveys  (1936-1937  and  1939-1941)  are  mutually 
comparable  and  representative  of  the  national 
problem. 

The  Japanese  attack  on  Pearl  Harbor,  with  its 
attendant  drain  on  medical  services  and  dis- 
location of  population,  has  made  it  impractical  to 
undertake  another  treatment  survey  at  this  time 
for  the  purpose  of  obtaining  a third  estimate  of 
the  chance  of  acquiring  syphilis.  The  treatment 
source  survey  method  must  be  held  in  abeyance 
for  the  present.  However,  regulations  of  the 
Selective  Training  and  Service  Act  of  1940  made 
possible  a nation-wide  survey  of  a different  type 
which  yielded  data  on  the  prevalence  and  dis- 
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TABLE  1. — Source  Material  for  the  Calculation  of  the  Attack  Rates — Areas  Surveyed  in  1936  and  1937 


Population  Mean  Between  1930  and  1940 

Percentage  of 

Total 

Surveyed  Areas 

Survey 

Physicians 

Area 

United  States 

Number  Percentage 

Period 

Reporting*t 

Georgia  (3  counties) 

32,312 

3/1/37-7/1/37 

100 

Kansas  (22  counties) 

623,987 

6/15/36-10/15/36 

90 

Michigan  (Ingham  County  and 

123,602 

9/15/37-1/15/38 

90 

the  City  of  Lansing) 

Nebraska  (selected  area  covering 

484,884 

6/1/36-9/30/36 

91 

36  per  cent  of  the  population) 

Baltimore,  Maryland 

831,987 

2/1/37-6/1/37 

100 

Chicago,  Illinois 

3,386,623 

3/1/37-6/30/37 

99.6 

Richmond,  Virginia 

127,222,160 

187,985 

5,671,380  4.5 

June,  1936 

100 

* Reports  were  received  from  8,700  physicians  and  300  clinics,  hospitals,  and  institutions  altogether, 
t The  failure  of  the  interviewer  to  get  100  per  cent  cooperation  serves  to  underestimate  the  problem. 


tribution  of  syphilis  by  states  and  smaller  political 
subdivisions  throughout  the  United  States.  The 
new  survey  has  already  made  it  possible  to  report 
the  results  of  serologic  blood  tests  on  two  million 
selectees  and  volunteers  between  the  ages  of  21 
and  35.  This  is  a particularly  significant  survey 
because  each  selectee  in  the  several  age  groups 
was  tested  routinely  and  because  his  registration 
residence  was  reported. 

It  is  very  important  to  know  what  happens  to 
syphilis  rates  during  wartime  and  to  be  able  to 
measure  the  effectiveness  of  wartime  control 
measures  against  those  in  effect  before  the  war. 
Consequently  we  have  attempted  to  establish 
some  correlation  between  the  chance  rates  com- 
puted from  treatment  source  surveys  and  the  new 
prevalence  rates  among  selectees  and  volunteers. 
This  relationship  should  serve  as  a check  on  the 
accuracy  of  the  1936-1937  calculations  of  chance. 

I have  already  defined  the  chance  of  acquir- 
ing syphilis  as  the  fraction  of  any  representative 
group  of  persons,  born  alive  in  a given  year  and 
surviving  into  each  successive  age  group,  who 
would  have  acquired  the  disease  by  the  age  of 
50  if  they  had  been  exposed  at  the  attack  rates 
obtaining  in  the  survey  year.  For  the  present 
purpose  we  shall  take  “rate  of  prevalence”  to 
mean  that  fraction  of  any  population  group  alive 
at  any  given  time  who  have  syphilis  detectable 
by  the  serologic  blood  test. 

In  order  to  relate  chance  based  on  attack  rates 
to  the  selectee  data,  an  attempt  was  made  to 
transpose  the  attack  rates  into  rates  of  preva- 
lence. It  will  be  seen  from  the  tables  that  the 


estimates  of  prevalence  based  on  attack  rates 
are  not  inconsistent  with  the  selectee  rates.  For 
example,  on  the  basis  of  attack  rates  calculated 
in  1936-1937  the  prevalence  of  syphilis  among 
white  men  aged  21  to  25  was  16  (16.4)  per  1,000; 
attack  rates  in  1939-1941  for  that  group  gave  a 
prevalence  rate  of  10  per  1,000;  and  the  selectee 
prevalence  rate  for  the  same  age  group  was  10 
(10.1)  per  1,000  (Table  7B).  Among  white  men 
aged  26  to  30  the  calculated  prevalence  from 
1936-1937  rates  was  38  (38.1);  from  1939-1941 
rates,  21  (20.8);  and  from  the  selectee  survey, 
21  (20.9).  In  the  next  age  group  (31  to  35)  for 
white  men,  the  rates  were  59  (58.8),  30  (30.1), 
and  38  (37.7),  respectively.  The  same  general 
agreement  is  apparent  for  Negro  men,  with  the 
exception  of  the  youngest  age  group. 

It  is  evident  that,  regardless  of  how  close  the 
figures  may  appear  to  be,  neither  the  prevalence 
based  on  the  attack  rates  calculated  for  1936- 
1937  nor  that  based  on  the  attack  rates  for  1939- 
1941  is  strictly  comparable  to  the  prevalence 
among  the  selectees.  In  the  first  place,  preva- 
lence among  the  selectees  is  based  on  a count  of 
individuals  with  positive  blood  tests  and  ex- 
cludes all  those  who  had  at  one  time  acquired 
syphilis  but,  as  a result  of  treatment  or  spon- 
taneous cure,  had  negative  blood  tests  at  the 
time  of  the  examination.  From  the  calculated 
prevalence,  on  the  other  hand,  it  was  impossible 
to  exclude  blood  reversals.  This  resulted  in  an 
increased  calculated  pre valence  which  may  have 
been  offset  by  the  fact  that  treatment  source 
survey  data  included  only  those  who  voluntarily 


TABLE  2. — Source  Material  for  the  Calculations  of  the  Attack  Rates — Areas  Surveyed  in  1939,  1940,  and  1941 


Population — 1940  Census 

Time  Periods  Covered 

Physicians 

Reporting 

Number  of 
Clinics, 

Total 

United 

Surveyed  Areas 

Private 

Physicians’ 

Machine 
Tabulations  for 

Num- 

Per- 

cent- 

Hospitals, 
and  Insti- 

Area 

States 

Number  Percentage 

Surveys 

Clinic  Material 

ber 

age 

tutions 

Alabama 

2,832,961 

4/1/40-7/31/40 

January,  1941 

1,717 

95 

128 

Kentucky 

2,845,627 

5/1/40-8/31/40 

January,  1941 

2,227 

98 

123 

Chicago 

3,396,808 

2/1/39-5/31/39 

June,  1941 

5,220 

94 

41 

Diet,  of  Columbia 

663,091 

1/1/39-6/1/39 

October,  1940 

1,149 

97 

23 

Philadelphia 

1,931,334 

3/1/41-6/30/41 

Jan.  & Feb.,  1941 

3,240 

99 

75 

131.669.275  11.669.821  8.9  13,553  390 
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TABLE  3. — Number  of  Males  Acquiring  Syphilis  from  Birth  to  End  of  Given  Age  Period  out  of  100,000  Born  Alive 
(Congenital  Syphilis  Not  Included),  Based  on  1936-1937  Attack  Rates* 


Annual 

White 

Known  No. 
of  Persons 
No.  of  Acquiring 

Years  Lived  Syphilis  in 

Cumulated 
No.  of 
Persons 

Annual 

Colored 

Known  No. 
of  Persons 
No.  of  Acquiring 

Years  Lived  Syphilis  in 

Cumulated 
No.  of 
Persons 

Age 

Attack 

in  Each 

uiven  Age 

Acquiring 

Attack 

in  Each 

uiven  Age 

Acquiring 

Period 

Rates 

Age  Period 

Period, 

Syphilis  from 

Rates 

Age  Period 

Period, 

Syphilis  from 

in 

per  1,000 

by  Persons 

(6)  X (c) 

Birth  to  End 

per  1,000 

by  Persons 

(/)  X ( g ) 

Birth  to  End 

Years 

Population 

Born 

1000 

of  Age  Period 

Population 

Born 

1,000 

of  Age  Period 

(o) 

(6)t 

(c)X 

(d) 

(e) 

(/)t 

m 

(A) 

(t) 

0-4 

473,359 

458,983 

5-9 

467,230 

449,764 

10-14 

0.11 

464,549 

51 

51 

i .98 

446,059 

’883 

883 

15-19 

0.65 

461,118 

300 

351 

14 . 57 

439,479 

6,403 

7,286 

20-24 

3.60 

456,339 

1,643 

1,994 

34.59 

427,726 

14,795 

22,081 

25-29 

4.62 

450,693 

2,082 

4,076 

23.76 

411,741 

9,783 

31,864 

30-34 

3.98 

444,007 

1,767 

5,843 

13.84 

393,836 

5,451 

37,315 

35-39 

2.59 

435,258 

1,127 

6,970 

8.49 

372,174 

3,160 

40,475 

40-44 

2.59 

423.350 

1,096 

8.066 

8.49 

344,678 

2,926 

43,401 

45-49 

1.48 

406,959 

602 

8,668 

3.07 

312,797 

960 

44,361 

* Method  of  computation  identical  with  that  used  in  Table  I of  “The  Chance  of  Acquiring  Syphilis  and  the  Frequency  of  Its 
Disastrous  Outcome”  (Vonderlehr  and  Usilton:  VDI,  November,  1938,  p.  19). 

t Attack  rates  based  on  known  number  of  persons  with  early  syphilis  of  one  year  or  less  duration  seeking  treatment  from  legal 
medical  sources  serving  approximately  9 per  cent  of  the  population  of  the  United  States.  The  number  of  cases  for  each  race, 
sex.  and  residence  group  for  each  surveyed  area  were  summed,  placed  on  an  annual  basis,  and  specific  rates  per  1,000  population 
obtained,  using  the  1930  population  proportions.  By  weighting  for  urban  and  rural,  specific  rates  for  each  race  and  sex  were 
obtained. 

1 Mean  number  of  years  lived  computed  from  race  and  sex  life  tables  of  the  United  States,  1938,  calculated  by  the  Metro- 
politan Life  Insurance  Company. 


TABLE  4. — Attack  Rates  per  1,000  Population  Based  on  1936-1937  Surveys  and  on  1940-1941  Surveys* * * § 


White  Male 

White  Female 

Age 

1936- 

1940- 

1936- 

1940- 

Group 

1937 

1941 

1937 

1941 

10-14 

0.11 

0.04 

0.11 

0.12 

15-19 

0.65 

0.39 

1.32 

0.88 

20-24 

3.60 

2.24 

2.91 

1.69 

25-29 

4.62 

2.14 

2.69 

1.28 

30-34 

3.98 

1.72 

1.81 

0.84 

35-44 

2.59 

0.94 

1.01 

0.60 

45-54 

1.48 

0.68 

0.48 

0.43 

55—64 

0.57 

0.42 

0.17 

0.18 

65-74  ) 

0.34 

0.18 

0.03 

75  & over ) 

0.06 

Nonwhite  Male 

Nonwhite  Female 

Weighted  Total  t 

1936- 

1940- 

1936- 

1940- 

1936- 

1940- 

1937 

1941 

1937 

1941 

1937 

1941 

1.98 

0.35 

2.77 

0.89 

0.33 

0.14 

14.57 

8.07 

22.36 

11.80 

2.66 

1.66 

34.59 

23.23 

28.90 

16.16 

5.97 

3.85 

23.76 

21.73 

16.73 

11.57 

5.24 

3.28 

13.84 

19.27 

10.70 

9.79 

3.80 

2.60 

8.49 

8.46 

4.40 

5.67 

2.25 

1.41 

3.07 

4.01 

1.53 

2.42 

1.11 

0.78 

1.87 

1.70 

1.36 

1.19 

0.49 

0.39 

1.06 

0.11 

0.40 

0.43 

0.04 

0.17 

0.15 

0.03 

* Method  of  computation  of  attack  rates  described  in  footnote  f,  Table  3. 

t 1936-1937  total  attack  rates  are  weighted  by  the  proportion  of  each  race-sex  group  in  the  United  States  in  1930;  the  1940- 
1941  rates  are  weighted  by  the  1940  proportion. 


TABLE  5. — Number  of  Persons  Acquiring  Syphilis  from  Birth  to  End  of  Give?!  Age  Period  out  of  100,000  Born 

Alive,  Using  1940-1941  Attack  Rates 


Known  Number  of 


Age 

Annual  Attack 

Number  of  Years 
Lived  in  a Given 

Persons  Acquiring 
Syphilis  in  Each 

Cumulated  Number 
of  Persons  Acquir- 

Cumulated Number 
from  Former  Calcu- 

Period 

Rate  per 

Age  Period  by 

Age  Period 

ing  Syphilis  from 

lation  Based  on 

in 

1,000* 

Each  100,000 

(5)  X (c) 

Birth  to  End  of 

1936-1937  Attack 

Years 

Population 

Persons  Bornf 

1,000 

Age  Period  + 

Rates  § 

(a) 

(6) 

(c) 

(d) 

( e ) 

(/) 

0-4 

474,703 

5-9 

468,718 

10-14 

0.14 

466,234 

65 

"65 

*150 

15-19 

1 .66 

462,850 

768 

833 

1,348 

20-24 

3.85 

457,736 

1,762 

2,595 

3,991 

25-29 

3.28 

451,430 

1,481 

4,076 

6,264 

30-34 

2.60 

444,179 

1,155 

5,231 

7,875 

35-39 

1.41 

435,073 

613 

5,844 

8,803 

40-44 

1.41 

423,122 

597 

6,441 

9,700 

45-49 

0.78 

407,511 

318 

6,759 

10,123 

* Mean  of  annual  attack  rates,  specific  for  race  and  sex,  weighted  by  proportion  of  each  race-sex  group  in  the  United  States 
in  1940. 

t The  number  of  years  lived  in  a given  age  period  by  each  100,000  persons  born  alive  was  computed  from  life  tables  of  the 
United  States,  1938,  furnished  by  the  Metropolitan  Life  Insurance  Company.  The  life  table  function  desired,  Lx  (population 
in  current  age  interval),  was  computed  by  averaging,  for  each  age  over  5 years,  the  Lx  values  for  the  beginning  and  the  end  of 
the  age  interval.  For  ages  under  5,  the  formulas  given  in  the  U.S.  Life  Tables  of  the  Bureau  of  the  Census  were  used.  The 
composite  figures  were  obtained  by  weighting  the  race-sex  group  for  each  age  by  its  respective  population  weight  (1940). 

t Division  of  each  value  of  (e)  into  100,000  gives  the  probability  of  acquiring  syphilis  before  the  end  of  the  respective  age 
period.  Thus  100,000  divided  by  6,759  gives  the  value  14.80,  which  is  the  chance  of  acquiring  syphilis  (under  general  mortality 
conditions  of  1938  and  the  attack  rates  of  1940-1941). 

§ Comparable  figures  from  Table  I,  Vonderlehr  and  Usilton,  “The  Chance  of  Acquiring  Syphilis  and  the  Frequency  of  Its 
Disastrous  Outcome.”  op.  cit. 
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TABLE  6. — Cumulated  Number  of  Persons  Acquiring  Syphilis  from  Birth  to  End  of  Age  Period  out  of  100,000  Born 

Alive,  Using  1940-1941  Attack  Rates 


Age  Period 

White 

White 

Nonwhite 

Non  white 

Composite 

in  Years 

Males* 

Females* 

Males* 

Females* 

Totalf 

0-4 

5-9 

10-14 

’ 19 

' 57 

' 156 

405 

65 

15-19 

199 

470 

3,703 

5,691 

833 

20-24 

1,221 

1,256 

13,639 

12,715 

2,595 

25-29 

2,185 

1,845 

22,586 

17,561 

4,076 

30-34 

2,949 

2,227 

30,175 

21,503 

5,231 

35-39 

3,358 

2,496 

33,324 

23,678 

5,844 

40-44 

3,756 

2,759 

36,240 

25,718 

6,441 

45-49 

4,033 

2,943 

37,494 

26,524 

6,759 

* Each  column  is  calculated  in  an  identical  manner  to  column  (e)  of  Table  5,  using  the  attack  rates  specific  for  race  and  sex 
instead  of  the  mean  rate  and  using  the  number  of  years  lived  by  each  sex-race  group  instead  of  the  composite  figures.  The 
entries  in  the  “Total”  column  are,  of  course,  the  same  as  those  in  column  (e)  of  Table  5. 
f Corresponding  to  composition  of  population. 


TABLE  7. — Prevalence  Rate  of  Syphilis  Among  White  and  Colored  Selectees;  and  the  Cumulated  Number  of 
Persons  Acquiring  Syphilis  by  End  of  Given  Age  Period  for  White  and  Colored  Males,  Based  Upon  1936-1937  and 

1940-1941  Attack  Rates 


Prevalence  Rate  per  Cumulated  Number  Acquiring  Syphilis 

1,000  Selectees  Examined*  by  End  of  Given  Age  Period  t 

inofi  i tt  • 


Using  1936 

-1937 

Using  1940-1941 

Age 

Given 

Attack  Rates 

Attack  Rates 

Group 

White 

Colored 

Age 

White 

Colored 

White 

Colored 

21-25 

10.1 

191.2 

24 

19.9 

220.8 

12.2 

136.4 

26-30 

20.9 

293.7 

29 

40.8 

318.6 

21.9 

225.9 

31-35 

37.7 

357.2 

34 

58.4 

373.2 

29.6 

301.8 

* Vonderlehr  and  Usilton:  “Syphilis  Among  Men  of  Draft  Age  in  the  United  States.”  .T  AM.  A 120:  1369-1372  (Dec. 

26)  1942,  Table  II. 

f Figures  taken  from  Tables  3 and  6. 


came  to  a legal  treatment  source  while  their 
syphilitic  infection  was  in  an  early  stage.  In 
the  second  place,  infection  among  selectees  has 
been  acquired  at  varying  attack  rates  over  a 
number  of  years  of  exposure,  while  the  computed 
prevalence  based  on  the  attack  rates  for  1936- 
1937  and  1939-1941  assume  that  the  rates  of 
attack  remained  constant. 

In  order  to  adjust  in  part  for  the  fact  that  the 
actual  rates  of  attack  were  not  constant,  a new 
rate  of  prevalence  was  calculated,  reflecting  the 
attack  rates  of  both  surveys.  The  combined 
rate  is  that  which  would  prevail  if  all  syphilis  up 
to  1936  had  been  acquired  at  the  1936-1937 
attack  rates  and  from  1936  to  1940  at  the  mean 
of  the  1936-1937  and  the  1939-1941  attack  rates. 


TABLE  7A. — Calculated  Prevalence  of  Syphilis 
Among  White  and  Colored  Males  Based  Upon  1936-1937 
and  1940-1941  Attack  Rates* 


White 

Colored 

Based  on 

Based  on 

Based  on 

Based  on 

1936-1937 

1940-1941 

1936-1937 

1940-1941 

Age 

Attack 

Attack 

Attack 

Attack 

Group 

Rates 

Rates 

Rates 

Rates 

20-24 

21.8 

13.4 

255.7 

158.3 

25-29 

44.9 

24.1 

374.5 

266.9 

30-34 

64.8 

32.7 

443.7 

363.3 

* These  figures  differ  from  those  in  columns  (e)  and  ( h ) of 
Table  3 and  the  figures  for  Males  in  Table  6,  because  the 
specific  attack  rates  were  applied  to  1,000  persons  in  each  age 
group  in  this  table  whereas  in  other  tables  the  attack  rate  was 
applied  to  the  number  surviving  in  each  age  group.  Thus  the 
figures  in  Table  7 indicate  the  number  out  of  1,000  persons 
born  alive  who  would  have  acquired  syphilis  by  the  end  of  a 
given  age  period;  the  figures  in  Table  7 A indicate  the  number 
of  persons  in  a living  population  of  1,000  persons  who  have 
acquired  syphilis  based  on  1936-1937  and  1940-1941  attack 
rates  by  the  end  of  the  age  period. 


The  new  calculated  rates  of  prevalence  are 
higher  than  the  selectee  prevalence  rates,  the 
differential  increasing  with  the  higher  age  groups. 
For  instance,  among  white  males  aged  21  to  25, 
the  selectee  rate  per  1,000  tested  is  10  (10.1),  the 
calculated  rate,  14  (13.8);  in  the  26  to  30  age 
group,  the  selectee  rate  is  21  (20.9),  the  calculated 
rate,  33  (32.6);  and  in  the  31  to  35  age  group, 
the  selectee  rate  is  38  (37.7)  and  the  calculated 
rate,  53.  Again,  the  Negro  rates  follow  the  same 
general  pattern  except  for  the  youngest  group 
where  the  selectee  rate  is  higher  than  the  cal- 
culated rate.  The  relatively  greater  difference 
between  selectee  and  calculated  prevalence  rates 


TABLE  7B. — Prevalence  Rate  of  Syphilis  Among 
Selectees;  and  the  Calculated  Prevalence  of  Syphilis 
Among  White  and  Colored  Males  Based  Upon  1936-1937 
and  1940-1941  Attack  Rates  Centered  to  Midpoint  of 
Selectee  Age  Groups* 


Calculated  Prevalence  of  Syphilis 
Prevalence  Among  White  and  Colored  Males 
Rate  per  1,000  Using  Using 

Selectees  1936-1937  1940-1941 


Age 

Examined 

Attack  Rates 

Attack  Rates 

Group 

White 

Colored 

White 

Colored 

White 

Colored 

21-25 

10.1 

191.2 

16.4 

203 . 8 

10.0 

123.4 

26-30 

20.9 

293.7 

38.0 

338.9 

20.8 

234.3 

31-35 

37.7 

357.2 

58.8 

422.9 

30.1 

334.3 

* The  cumulated  number  acquiring  syphilis  and  the  calcu- 
lated prevalence  based  on  1936-1937  and  1940—1941  attack 
rates  refer  to  the  number  by  the  end  of  an  age  period.  The 
selectee  prevalence  rates  are  for  age  groups  as  in  the  above 
table.  It  was  necessary  to  interpolate  the  calculated  preva- 
lence figure  to  find  the  number  at  the  midpoint  of  the  age 
groups — viz.,  23V2,  28x/2,  and  33x/s  years.  This  was  done  by 
adding  to  the  prevalence  at  the  end  of  one  age  group  seven- 
tenths  of  the  number  of  cases  acquired  in  the  next  age  group. 
For  example,  the  prevalence  at  age  28x/2  would  be  the  preva- 
lence at  age  24  plus  seven-tenths  of  the  cases  acquired  in  the 
group  25-29. 
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in  the  higher  age  groups  is  accounted  for  by  the 
fact  that  the  older  age  groups  include  more  per- 
sons than  do  the  younger  age  groups  in  whom 
syphilis  is  no  longer  detectable  by  the  serologic 
blood  tests. 

Thus,  when  all  adjustments  (see  tables)  are 
considered,  the  1936-1937  calculations  of  chance 
may  well  serve  as  a base  line  against  which  to 
measure  the  efficiency  of  subsequent  syphilis 
; control  programs. 

Changes  in  prevalence  rates  since  1941  are  not 
now  known.  Fragmentary  data  currently  avail- 
able indicate  that  there  may  have  been  some  in- 
crease in  the  civilian  rate  of  attack.  But  we 
trust  that  the  rapid  treatment  methods  now  be- 
ginning to  be  utilized  will  contribute  effectively 
to  the  prevention  and  control  of  syphilis,  and 
that  the  cooperative  efforts  of  the  armed  forces, 
the  U.S.  Public  Health  Service,  and  all  other 
agencies  now  participating  in  the  over-all  pro- 
gram, will  at  least  hold  syphilis  in  check  during 
the  war.  They  may  do  better. 

To  summarize,  it  can  be  reported  that  in  the 
five-year  period  from  1936  to  1941  the  chance  of 
acquiring  syphilis  has  registered  a significant 
drop.  It  can  be  stated  further  that  a new  base 
has  been  established  for  measuring  the  effective- 
ness of  syphilis  control  activities  on  the  basis  of 
prevalence,  and  that  future  measurements 


TABLE  7C. — Prevalence  Rate  of  Syphilis  Among 
Selectees;  and  the  Calculated  Prevalence  of  Syphilis 
Among  White  and  Colored  Males  Based  Upon  1936-1937 
Attack  Rates* 


White  Colored 


Prevalence 

Prevalence 

Rate  per 

Calculated 

Rate  per 

Calculated 

1,000 

Prevalence 

1,000 

Prevalence 

Age 

Selectees 

Among 

Selectees 

Among 

Group 

Examined 

Males 

Examined 

Males 

21-25 

10.1 

13.8 

191.0 

179.1 

26-30 

20.9 

32.6 

293.7 

326.8 

31-35 

37.7 

53.0 

357.2 

431.0 

* As  seen  in  Table  4,  there  was  a sharp  reduction  in  the 
attack  rates  from  1936-1937  to  1940-1941.  This  factor 
would,  of  course,  result  in  a lower  prevalence  in  1940-1941 
than  if  the  1936-1937  attack  rates  had  prevailed.  Much  ot 
the  syphilis  in  the  earlier  age  groups  will  have  been  acquired 
at  the  more  recent  lower  attack  rates.  To  adjust  for  this 
reduction  the  mean  of  the  1936-1937  and  the  1940-1941  at- 
tack rates  was  applied  to  the  most  recent  5-year  period  of 
each  age  group.  The  calculated  prevalence  rate  is  therefore 
the  rate  which  would  prevail  if  all  syphilis  up  to  1936  had 
been  acquired  at  the  1936-1937  attack  rates  and  from  1936 
to  1940  at  the  mean  of  the  1936-1937  and  the  1940-1941 
attack  rates. 


against  the  new  base  can  be  related  to  the  prewar 
chance  calculations  and  may  give  a continuous 
record  of  the  effectiveness  of  syphilis  control 
activities  since  1936.  What  this  record  will  show 
from  now  on,  no  one  can  predict  now.  But  if 
present  knowledge  is  employed  effectively  and 
the  proper  use  is  made  of  available  resources, 
syphilis  should  be  eliminated  as  a major  health 
hazard  in  the  United  States  within  a few  years 
of  the  end  of  the  present  war. 


VENEREAL  DISEASES— A NAVY  PROBLEM 

Leo  A.  Shifrin,  Lt.  Comdr.  MC,  USNR 


THE  control  of  venereal  diseases,  always  a 
task  for  any  organization,  has  become  a 
problem  which  the  Navy  is  slowly  but  surely 
solving  in  order  “To  keep  as  many  men  at  as 
many  guns  as  many  days  as  possible.”  The  con- 
trol of  venereal  disease  in  the  Navy  is  no  different 
from  that  in  civilian  life,  except  that  in  the  Navy, 
there  are  better  means  of  isolating  the  infected 
man  and  better  facilities  for  attacking  the  sources 
of  infection. 

One  must  remember  that  we  are  dealing  with  a 
cross  section  of  the  country  and  not  with  a group 
of  individuals  that  comes  from  any  one  com- 
munity. These  men  have  very  peculiar  ideas 
about  venereal  diseases,  how  they  are  contracted, 
and  what  serious  implications  they  may  have.  It 
might  surprise  you,  indeed,  to  know  what  little 
importance  the  average  enlisted  man  attaches  to 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York,  Buffalo,  May  4,  1943.  Part  of  a Sympo- 
sium on  Venereal  Disease  in  the  Armed  Forces. 

Urologist  and  Venereal  Disease  Control  Officer,  U.S. 
Naval  Construction  Training  Center,  Naval  Operating  Base, 
Norfolk,  Virginia. 


venereal  infections.  Most  of  them  think  as  little 
of  a gonorrheal  infection  as  they  do  of  the  ordi- 
nary common  head  cold.  We  cannot  blame  them 
entirely  for  their  ignorance.  They  come  from 
towns  that  are  poorly  staffed  by  doctors,  and 
more  often  from  villages  that  do  not  have  doctors 
at  all.  It  is  factual  that  while  they  cannot  find 
doctors  they  are  always  able  to  find  for  themselves 
a source  for  venereal  infection. 

With  ignorance  riding  hand  in  hand  with  vene- 
real diseases,  it  can  readily  be  seen  that  as  these 
recruits  come  through  for  their  naval  training, 
one  has  to  use  all  the  patience  in  the  world  in 
order  to  track  down  the  source  of  infection.  At 
the  same  time  an  effort  must  be  made  to  re-edu- 
cate the  individual  so  that  he  will  understand  the 
seriousness  of  his  disease  and  what  it  can  lead  to. 
This  is  by  no  means  a small  job. 

Our  records  show  cases  with  infections  occur- 
ring as  often  as  twelve  times  over  a period  of  ten 
years.  In  questioning  these  recruits  as  to  pre- 
vious treatment,  many  peculiar  therapeutic  rou- 
tines have  been  brought  to  light.  It  is  fortunate 
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that  nature  is  so  kind  and  does  a good  job  on  her 
own.  Such  a large  percentage  of  patients  with 
seropositive  blood  gives  a history  of  inadequate 
antiluetic  treatment  that  one  wonders  whether  the 
medical  profession  and  not  the  patient  is  to  blame 
for  later  pathologic  changes.  The  importance  of 
thorough  treatment,  so  necessary  for  a cure,  has 
never  been  mentioned  to  many  of  these  men. 

In  this  establishment — the  Naval  Construction 
Training  Center,  popularly  known  as  the  “Sea- 
bees” — the  incidence  of  syphilis,  as  detected  in 
the  initial  examination  of  the  recruits,  is  surpris- 
ingly low.  An  average  of  6 per  1,000  prove  to  be 
seropositve  and  have  to  be  surveyed  out  of  the 
service.  As  for  gonorrhea,  we  find  about  8 per 
1,000  in  white  men  and  50  per  1,000  in  the 
Negroes  in  the  initial  examination. 

At  the  Construction  Center  we  deal  with  a 
type  of  man  that  is  quite  different  from  the  aver- 
age recruit  in  other  branches  of  the  service. 
The  ages  vary  from  25  to  50.  It  is  also  significant 
that  most  of  these  men  are  educated  and  have 
trades  that  enable  them  to  obtain  good  ratings. 

It  is  paradoxical,  however,  that  almost  80  per 
cent  of  those  who  have  venereal  diseases  are 
married  and  have  children.  They  come  into  the 
service  strictly  as  volunteers  at  an  age  that  might 
easily  have  exempted  them  from  the  draft.  But 
between  the  time  of  their  leaving  home  and  their 
appearance  at  this  station,  female  entanglements 
stymie  them.  They  forget  their  duties  and  their 
self-respect,  and  commit  adultery.  Their  an- 
swers to  pertinent  questions  are  really  pathetic. 
But  we  must  assure  you  that  all  the  shame  they 
feel  is  often  forgotten  as  soon  as  they  have  been 
cured.  Many  of  them  will  risk  reinfection  in 
their  travels  throughout  the  world. 

The  personnel  of  the  Navy,  both  officers  and 
enlisted  men,  are  charged  with  misconduct 
whenever  a venereal  disease  is  contracted  by  the 
individual.  This  charge  appears  on  the  health 
record  and  is  attested  to  by  the  patient  as  having 
been  due  to  his  own  misconduct.  Besides,  it  is 
our  policy  to  isolate  completely  all  gonorrhea, 
syphilis,  and  chancroid  cases  in  a specially  desig- 
nated ward.  Here  they  are  kept  at  complete 
rest,  under  treatment  until  the  period  of  conta- 
gion of  the  disease  is  over.  During  this  period 
of  isolation  and  treatment  the  men  are  allowed 
food  and  bed,  but  they  receive  no  basic  pay.  By 
hospitalizing  them  in  this  manner,  we  are  able  to 
establish  and  maintain  full  control  of  our 
cases. 

Early  complications,  drug  idiosyncracies,  and 
any  other  abnormalities  that  may  make  them- 
selves visible  are  recognized. 

Let  us  consider  the  venereal  diseases  individu- 
ally. The  three  that  the  Navy  recognizes  are 
gonorrhea,  syphilis,  and  chancroid. 


Gonorrhea 

We  have  found  that  the  period  of  incubation 
may  vary  from  two  days  to  thirty-one  days.  The 
latter  may  sound  farfetched,  but  we  have  defi- 
nitely established  the  fact  that  it  may  take  as  long 
as  thirty-one  days  for  the  symptoms  to  become 
manifest.  One  patient  spent  twenty-eight  days 
in  a detention  unit  where  outside  contacts  were 
impossible.  His  initial  symptom  appeared  on 
the  twenty-ninth  day,  when  he  complained  of 
burning  urination.  On  the  thirtieth  day  a dis- 
charge developed  that  showed  gram-negative 
intracellular  diplococci.  Allowing  one  or  two 
days  for  travel  before  he  reached  our  station,  it 
can  readily  be  seen  that  at  least  thirty  or  thirty- 
one  days  elapsed  in  this  incubation  period. 

In  taking  our  case  histories  we  have  found  that 
about  75  per  cent  of  the  men  admitted  previous 
gonorrhea  infection.  Some  had  made  annual 
and  semiannual  events  of  it. 

With  respect  to  age  incidence,  we  can  say  that 
the  gonococcus  is  no  respecter  of  age  or  station 
in  life.  The  oldest  patient  was  a grandfather  49 
years  of  age,  with  two  sons  in  the  armed  forces. 

Sectionally,  the  country  seems  to  be  evenly 
divided  as  to  the  source  of  infection.  The  con- 
tact most  often  is  made  with  girls  not  profes- 
sionally associated  with  the  business  of  prostitu- 
tion. The  victims  usually  pick  the  girls  up  in 
taverns  and  roadhouses  throughout  the  country, 
making  their  acquaintance  over  several  drinks. 
The  rest  seems  to  be  a matter  of  course.  The 
places  of  exposure  are,  surprisingly,  not  hotels  but 
automobiles.  Still  more  surprising  is  the  fact 
that  no  money  is  passed  in  the  transaction.  In 
90  per  cent  of  our  cases  such  was  the  fact.  The 
ages  of  the  girls  involved  were  between  16  and 
25,  most  of  them  being  about  20  years  of  age. 

When  the  men  reach  us,  not  1 per  cent  of  them 
are  able  to  give  the  name,  address,  or  a complete 
description  of  the  girl  involved.  Most  of  them 
remember  next  to  nothing  as  far  as  information 
about  the  contact  is  concerned.  But  even  with  a 
meager  description,  we  attempt  to  locate  these 
contacts  through  local  and  state  health  officials 
in  the  sections  that  are  mentioned. 

Treatment. — We  have  limited  ourselves  ex- 
clusively in  chemotherapy  to  the  use  of  one  drug 
— sulfathiazole.  The  treatment  has  consisted  of 
1-Gm.  doses  four  times  daily  for  four  days.  This 
is  followed  by  three  days  of  rest,  and  then  a repe- 
tition of  the  same  schedule.  Inspection  is  made 
every  morning  for  urethral  discharges,  and  the 
voided  specimen  is  scrutinized.  Pus  shreds  sink 
to  the  bottom  of  the  urine  glass  and  are  thus 
immediately  recognized.  We  consider  a clear 
urine  with  pus  shreds  to  be  a sign  that  the  disease 
is  contagious  and  active.  The  ordinary  flake 
shreds  that  float  are  considered  insignificant, 
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providing  that  the  discharge  has  entirely  stopped, 
that  the  smear  is  negative,  and  the  urine  is  clear 
of  pus. 

We  must  make  you  realize  that  in  this  type  of 
station  we  are  not  equipped  to  do  blood  levels  for 
the  sulfa  drugs,  nor  are  we  equipped  to  culture 
the  secretions.  We  are  forced,  therefore,  to  do  the 
next  best  thing.  Hence,  we  use  special  care  in  ad- 
ministering the  drug.  We  inspect  for  urethral 
discharges,  doing  frequent  smears  and  micro- 
scopic urinalyses 

Complications. — While  it  is  not  permissible  to 
give  any  total  figures  on  cases,  because  statistics 
may  reveal  information  of  value  to  the  enemy,  it 
is  possible  to  quote  percentages.  With  the  sulfa 
drug  treatment,  we  have  had  complications 
amounting  to  but  1 per  cent  of  the  cases  treated. 
The  complication  has  always  been  epididymitis, 
which  has  usually  been  severe.  We  have  had  no 
other  complications.  As  for  drug  reactions,  the 
only  one  that  we  have  experienced  has  been 
headache,  in  about  1 per  cent  of  the  cases.  This 
has  cleared  up  when  the  drug  was  discontinued. 

Recurrence  of  symptoms  after  discharging  the 
patient  as  cured  was  seen  in  2 per  cent  of  the 
cases  treated.  In  other  words,  when  they  have 
been  discharged  as  cured,  98  per  cent  return  to 
their  duties  clinically  free  from  gonorrhea. 

The  efficacy  of  sulfathiazole  in  treatment  is 
another  question  that  has  been  under  discussion. 
It  has  been  satisfactory  in  almost  80  per  cent  of 
our  cases,  producing  a clinical  cure  in  from  five 
to  thirty-four  days.  The  earliest  time  we  have 
discharged  a patient  as  cured  has  been  five  days. 
Most  of  them  left  in  about  fifteen  days,  but  some 
dragged  on  for  a thirty-day  period  or  longer. 

When  the  response  to  the  drug  was  not  com- 
plete after  twenty  days,  we  carefully  instilled  2 
cc.  of  10  per  cent  argyrol  into  the  anterior  ure- 
thra. The  combination  of  argyrol  and  sulfathia- 
zole in  protracted  cases  eventually  seemed  to 
produce  the  desired  clinical  cure. 

We  have  observed  in  our  treatment  of  gonor- 
rhea that  the  Negro  patients  seem  to  respond 
more  quickly  to  the  sulfathiazole  treatment  than 
do  the  white  patients.  None  of  our  Negro  pa- 
tients spent  more  than  twenty-five  days  under 
treatment,  and  none  developed  complications. 

After  discharging  the  patients,  we  follow  them 
up  for  about  two  or  three  weeks,  examining  them 
regularly  for  recurrence.  In  addition,  the  bat- 
talion doctors  hold  regular,  unannounced  “short 
arm  inspection,”  which  gives  us  an  added  check 
on  any  recurrence. 

Syphilis 

In  the  Navy  this  disease  ranks  high  in  impor- 
tance because  it  can  incapacitate  for  a long  period 
of  time.  The  recruit  passing  through  for  exam- 


ination has  his  blood  drawn  and  a routine  Kahn 
test  is  made.  If  the  report  comes  back  positive, 
rechecks  are  made  in  two  other  naval  hospitals. 
If  these  reports  are  still  positive,  the  individual 
is  surveyed,  and  sent  home.  Six  out  of  every 
1,000  men  examined  fall  into  this  group  of  sero- 
positives.  Of  great  interest  to  us  has  been  the 
fact  that  only  about  2 per  cent  of  these  sero- 
positive patients  knew  that  they  had  syphilis.  The 
remaining  98  per  cent  never  suspected  that  they 
were  luetics.  They  never  had  any  symptoms  of 
syphilis,  and  on  examination  they  showed  no 
evidence  of  the  disease.  This  was  hard  to  ex- 
plain. Especially  wTas  this  mysterious,  since  we 
found  in  these  individuals  no  signs  of  syphilis  as 
evidenced  by  visible  lesions,  changes  in  physio- 
logic reflexes , or  scarring  anywhere . The  diagnosis 
was  strictly  a laboratory  one  and  not  clinical. 
This  brings  up  the  question  as  to  whether  or  not 
the  Kahn  test  in  itself  is  a reliable  test  for  syphilis. 

We  have  spoken  to  many  of  these  individuals 
and  have  found  that  a large  number  of  them  are 
married,  have  healthy  children,  and  have  been 
checked  at  their  place  of  employment  as  recently 
as  two  months  before  to  enlistment,  showing  neg- 
ative W assermanns . These  facts  lead  us  to  question 
whether  the  Kahn  test  by  itself  should  be  used  as 
a criterion  for  diagnosis,  in  the  face  of  a negative 
history  and  negative  clinical  findings. 

The  men  who  appear  with  primary  lesions  have 
a darkfield  done  immediately  for  diagnosis.  We 
have  found  this  very  reliable.  One  group  of 
spirochetes  that  has  at  times  given  us  trouble  is 
the  saprophyte  known  as  the  Spirochaeta  re- 
fringens.  While  the  lesions  are  not  characteristic 
chancre  ulcers,  the  picture  on  the  darkfield  can 
be  confused  at  times.  Our  cure  for  this  spiro- 
chetal condition  has  been  almost  miraculous  with 
soap  and  water  scrubs  every  two  hours.  These 
lesions  heal  completely  in  from  five  to  ten  days. 

The  individual  with  the  diagnosed  syphilitic 
lesion  is  immediately  isolated  and  treatment  is 
instituted.  The  arsenical  used  exclusively  is 
mapharsen,  with  bismuth  as  the  associated  heavy 
metal.  The  period  of  time  consumed  in  treat- 
ment is  about  two  years.  Courses  of  arsenic  and 
bismuth  are  administered  so  that  the  beginning 
and  the  end  of  each  course  interlock  and  overlap 
each  other. 

We  have  seen  several  cases,  with  secondary 
lesions  appearing  before  the  primary  lesion  has 
healed.  We  have  also  found  more  atypical  types 
of  chancre — some  of  them  multiple — than  we 
have  the  classically  described  hard,  punched-out 
ulcer  of  primary  syphilis. 

Chancroid 

This  disease  has  not  been  much  of  a problem. 
Cases  that  we  have  seen  have  been  associated 
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with  a dirty,  filthy  balanoposthitis  and  inguinal 
adenitis.  The  treatment  primarily  is  one  of  soap 
and  water  scrubs,  reinforced  with  sulfathiazole. 
The  cures  are  rapid  and  complete.  At  this  time 
we  might  state  that  in  our  experience  soap  and 
water  as  a curative  agent  in  balanoposthitis  is 
specific.  Scrubs  with  soap  and  water  every  two 
hours  clear  up  even  the  worst  infections. 

In  passing  along,  we  must  not  forget  the  most 
important  details  in  the  question  of  venereology 
— namely,  prophylaxis.  We  lecture  to  all  of  the 
incoming  men,  impressing  them  with  the  signifi- 
cance of  prophylaxis  and  the  price  they  pay  for 
their  recklessness.  We  must  understand  that 
we  cannot  ask  these  men  to  go  on  their  liberties 
with  bottles  of  argyrol  and  permanganate  solu- 
tion, urethral  syringes,  and  other  medication 
bulging  from  their  pocketless  Navy  trousers. 

We  do,  therefore,  preach  the  use  of  those 
things  that  are  effective  and  yet  easy  to  obtain. 
The  use  of  the  condom,  which  is  sold  at  all  Naval 
establishments  at  a very  reasonable  price,  is  im- 
pressed upon  all  of  them.  We  further  teach  them 
that  if  it  is  worn  with  an  inch  or  an  inch  and  a half 
hanging  at  its  tip,  and  not  so  snugly  as  the  finger 
of  a glove,  the  condom  will  not  tear.  They  are 
told  to  withdraw  as  soon  as  they  have  had  their 
orgasm  and  then  to  remove  the  condom  very 
carefully,  trying  not  to  contaminate  the  skin. 
We  also  impress  them  with  the  importance  of 
soap  and  water  prophylaxis,  a ten-minute  scrub 
from  the  umbilicus  down  over  the  scrotum  and 
thighs,  rubbing  vigorously.  We  believe  that 
syphilis  and  chancroid  can  most  often  be  pre- 
vented by  the  soap  and  water  scrub. 

We  then  tell  these  men  to  urinate  and  to  use 
the  prophylactic  tube  which  the  Navy  provides 
for  this  purpose.  We  teach  them  to  inject  one- 
third  of  the  contents  of  the  tube  into  the  urethra, 
and  the  other  two- thirds  on  the  skin,  from  the 
umbilicus  down  over  the  genitals  and  onto  the 
thighs.  Special  emphasis  is  placed  on  rubbing 
the  ointment  into  the  inner  recesses  of  the  fore- 
skin, especially  around  the  frenulum.  They  are 
told  to  rub  it  in  for  five  minutes.  We  impress 
them  with  the  importance  of  taking  this  treat- 
ment within  one  hour  after  exposure,  and  not  the 
next  morning. 


Navy  regulations  require  that  they  report  ex- 
posure the  next  morning.  As  an  additional  pro- 
phylaxis, we  then  give  them  two  doses  of  iy2 
Gm.  of  sulfathiazole  each,  one  dose  to  be  taken 
at  once  and  the  second  dose  to  be  taken  at  noon. 
We  can  report  that  we  have  had  no  gonorrhea 
develop  in  the  several  thousand  cases  that  have 
had  this  type  of  sulfathiazole  prophylaxis. 

Conclusion 

We  are  fighting  a war  of  survival  against  two 
common  enemies,  the  Axis  and  venereal  diseases. 
Each  one  is  as  important  as  the  other,  and  both 
can  defeat  us  unless  we  take  them  in  stride  with 
thoroughness  and  undivided  effort.  Just  as  bul- 
lets will  incapacitate  our  fighting  men  and  give 
us  decreased  efficiency,  so  will  venereal  disease 
also  decrease  our  efficiency  and  delay  our  bringing 
this  war  to  a successful  and  quick  termination. 
Bullets  and  venereal  diseases  will  both  fill  our 
hospitals  with  postwar  casualties.  While  we 
cannot  prevent  bullets  from  reaching  their  mark, 
we  certainly  can  materially  cut  down  the  inci- 
dence of  venereal  diseases  by  education,  especi- 
ally in  the  field  of  prophylaxis.  The  place  to 
start  is  in  small  communities,  wdiere  the  teaching 
concerning  venereal  diseases  and  their  prevention 
is  lacking. 

After  the  men  have  become  part  of  the  Navy, 
we  use  every  effort  and  every  means  at  our  dis- 
posal to  prevent  them  from  becoming  infected. 
Prophylaxis  is  taught  to  them.  Prophylactic 
packets  are  distributed  at  the  exit  gates  of  Navy 
establishments.  The  men  are  continually  warned 
and  lectured  to  on  the  dangers  that  await  them 
should  they  decide  to  gamble  with  their  health. 

The  treatment  of  gonorrhea  has  made  tremen- 
dous strides  with  the  use  of  the  sulfa  drugs. 
More  men  have  been  returned  to  duty  in  shorter 
time  than  heretofore. 

We  have  only  begun  to  fight.  We  are  fighting 
venereal  diseases  before  they  present  themselves, 
when  they  present  themselves,  and  wherever 
they  present  themselves.* 


* The  opinions  or  assertions  contained  herein  are  the  pri- 
vate ones  of  the  writer  and  are  not  to  be  construed  as  official 
or  reflecting  the  views  of  the  Navy  Department  or  the  Naval 
Service  at  large. 


VENEREAL  DISEASE  CONTROL  AS  APPLIED  TO  THE  ARMY 

William  Bisher,  Major,  (MC),  U.S.  Army 


IT  HAS  long  been  a military  axiom  that  the 
combat  efficiency  of  an  army  is  very  closely 
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indicated  by  its  venereal  disease  rate.  Military 
history  contains  many  episodes  w’herein  cam- 
paigns have  been  lost  before  actual  engagement 
of  opposing  forces  because  of  the  widespread 
prevalence  of  infectious  diseases  among  the  | 
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troops.  Gonorrhea,  next  to  measles,  the  most 
widespread  infectious  disease,  has  been  one  of  the 
chief  offenders.  Syphilis,  chancroid,  lympho- 
granuloma venereum,  and  granuloma  inguinale — 
transmitted,  like  gonorrhea,  chiefly  through  sex- 
ual intercourse — are  classified  at  this  time  by  the 
Army  as  venereal  diseases  and  were  included  in 
j the  program  for  control  which  had  already  been 
prepared  before  the  present  mobilization  of  our 
military  resources.  With  the  responsibility  fixed, 
channels  of  command  established,  under  Army 
discipline  and  with  a definite  policy  promulgated 
from  above,  the  incidence  of  venereal  diseases  is 
being  reduced  and  kept  at  a minimum  for  the 
duration,  and  the  manpower  of  our  Army  is  being 
utilized  to  its  fullest  strength  for  the  sole  purpose 
of  fighting  and  winning  the  war. 

The  foundation  of  our  control  program  rests 
in  strict  adherence  to  four  admonitions  with  which 
all  military  personnel  are  expected  to  comply: 
(1)  to  avoid  illicit  sexual  exposure,  (2)  to  shun 
pick-ups  and  prostitutes,  (3)  to  use  prophylaxis  if 
accidentally  exposed,  and  (4)  to  see  a medical 
officer  immediately  if  infection  is  suspected. 
Army  regulations  specify  very  clearly  just  how 
this  will  be  accomplished.  Disciplinary  action  is 
sure  to  be  visited  upon  any  officers  who,  through 
ignorance  or  negligence,  permit  venereal  diseases 
to  run  rampant  in  their  commands.  Such  action 
is  fully  justified  by  experience  gained  in  World 
War  I,  in  which  the  venereal  disease  rate  of  the 
American  Expeditionary  Force  was  the  lowest  of 
any  army  ever  to  take  the  field.  It  is  only  to  be 
expected,  however,  that  the  number  of  venereal 
disease  cases  among  our  troops  will  vary  in  di- 
rect proportion  to  the  number  of  venereal  infec- 
tions in  the  civil  population  where  troops  are 
quartered.  In  spite  of  all  man-made  laws,  natu- 
ral instincts  will  be  followed  where  opportunity 
exists.  The  venereal  control  program  of  the 
Army  must  succeed  regardless  of  outside  factors, 
but  the  measure  of  that  success  necessarily  de- 
pends on  factors  over  which  only  the  nation  as  a 
whole  has  power  to  control.  Coordination  and 
cooperation  of  all  agencies  of  government  have 
been  secured  toward  that  end. 

Education  plays  a very  important  role  in  the 
control  of  venereal  diseases  in  the  Army.  Lec- 
tures on  sexual  hygiene  are  given  to  all  soldiers 
by  unit  commanders,  medical  officers,  and  chap- 
lains. 

Exhibition  of  appropriate  posters,  dis- 
tribution of  pamphlets,  and  the  showing  of  the 
Training  Film  8-154,  “Sex  Hygiene,”  are  manda- 
tory throughout  stations,  posts,  or  camps.  Sup- 
plementary films  such  as  the  one  on  syphilis, 
“Know  for  Sure,”  and  also  “Tactics  for  Male 
Hygiene,”  are  likewise  presented.  Unit  com- 
manders express  keen  interest  in  this  educational 


phase  of  venereal  disease  control  because  the 
venereal  disease  rate  of  their  own  units  is  used  as 
an  index  of  the  state  of  discipline,  administration, 
and  training  of  their  men,  and  their  own  efficiency 
is  judged  accordingly. 

The  chief  weapons  at  our  disposal  against  the 
menace  of  professional  prostitution  are  the  ap- 
propriate use  of  “Off  Limits”  and  the  provision  of 
adequate  wholesome  recreational  activities.  Pub- 
lic support  and  close  cooperation  between  civilian 
and  military  authorities  have  reduced  the  prob- 
lem of  commercialized  vice  to  a negligible  quan- 
tity, in  general.  When  local  municipal  police 
forces  are  inadequate,  the  Department  of  Justice 
has  full  authority,  through  the  May  Act  of  1941, 
to  assume  full  responsibility  for  cleaning  up  un- 
healthy situations.  When  records  indicate  that 
certain  establishments,  parks,  or  transportation 
facilities  have  been  designated  frequently  as  the 
place  of  venereal  exposure,  the  Provost  Marshal 
has  the  authority  to  place  them  “Off  Limits” 
and  forbid  their  use  to  men  in  uniform.  Athletic 
activities,  movies,  and  organized  entertainment 
are  provided  on  a scale  never  before  attempted  in 
order  to  dissuade  soldiers  from  using  their  spare 
time  looking  for  trouble  in  the  form  of  alcoholic  or 
sexual  adventures.  Physical  activities  alone 
have  never  proved  a deterrent  to  our  youth  in 
this  connection.  The  fatigue  that  is  expected  to 
result  therefrom  is  purely  imaginary  on  the  part 
of  those  among  us  who  lack  stamina  because  of 
advancing  years. 

Compulsory  prophylaxis,  except  in  the  case  of 
individuals  under  the  influence  of  alcohol,  has 
now  been  discarded.  However,  realizing  that 
angels  rightfully  belong  only  in  heaven,  the  Army 
lays  stress  on  the  use  of  mechanical  and  chemical 
prophylaxis  if,  in  spite  of  all  admonitions  pre- 
viously described,  a soldier  should  still  find  oc- 
casion to  overstep  the  bounds  of  propriety.  For 
the  small  sum  of  10  cents,  a kit  containing  three 
first-grade  rubber  condoms  and  a small  tube  of 
lubricating  jelly  may  be  obtained  from  any  Post 
Exchange.  Military  units  are  permitted  to  pur- 
chase these  kits  from  company  funds  and 
distribute  them  gratis.  A chemical  prophylactic 
kit  may  likewise  be  obtained  at  an  added  expense 
of  15  cents  from  the  same  sources.  Ao-my  pro- 
phylaxis stations  are  established  in  camp  and 
in  communities  in  locations  which  permit  their 
maximum  availability.  Here  records  are  main- 
tained so  as  to  furnish  the  organization  and  the 
time  that  the  prophylaxis  was  given  after  expo- 
sure. These  stations  are  kept  functioning  only  as 
long  as  they  can  show  that  there  is  a need  for  such 
activity  at  that  particular  location.  As  would  be 
expected,  mechanical  prophylaxis  still  remains  the 
backbone  of  the  fight  against  venereal  diseases 
in  the  Army  and  the  use  of  it  by  the  individual 
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who  exposes  himself  to  the  risk  of  infection  is  in 
compliance  with  Army  regulations,  a realistic 
attitude  being  the  only  one  to  pursue  at  this  time. 

Our  venereal  disease  program  is  further  imple- 
mented by  measures  which  make  it  obligatory 
for  an  individual  who  is  infected  with  a venereal 
disease  to  report  it.  Furthermore,  Army 
regulations  specify  that  physical  inspection 
of  troops  must  be  made  monthly  under  all  con- 
ditions so  that  early  detection  of  venereal  dis- 
eases may  be  accomplished.  Punishment  of  an 
infected  soldier  is  not  severe  enough  to  encourage 
concealment  of  disease.  He  will  forfeit  his  pay, 
naturally,  for  the  time  lost  during  hospital  treat- 
ment. Failure  to  report  an  obvious  infection  is 
punishable  by  court-martial,  at  the  discretion  of 
the  commanding  officer. 

In  the  Army,  facilities  for  diagnosing  and  treat- 
ing venereal  disease  are  ideal.  Provisions  have 
been  made  for  standardizing  procedures,  and 
any  new  diagnostic  and  therapeutic  measures 
that  are  recognized  by  competent  investigators 
as  superior  to  those  already  in  use  are  quickly 
adopted.  Technicians  are  trained  to  perform  lab- 
oratory tests,  and  officer  personnel  is  selected  in 
accordance  with  training  and  experience  whenever 
possible.  Hospitalization  of  venereal  disease 
cases  is  kept  at  a minimum.  To  affect  a reduc- 
tion in  the  loss  of  training  time  and  to  save  hospi- 
tal beds  for  more  needy  patients,  uncomplicated 
gonorrhea  may  now  be  treated  on  a duty  status. 
In  order  to  expedite  mobilization,  the  induction 
into  the  Army  of  individuals  with  uncompli- 
cated syphilis  and  gonorrhea  is  at  this  time  in 
practice. 

World  War  II  has  developed  something  new 
in  the  medical  department  of  our  Army  in  the 
form  of  the  Venereal  Disease  Control  Officer,  who 
is  the  chief  coordinating  and  directing  agent  in 
this  program.  He  maintains  liaison  wdth  the 
Surgeon,  the  Provost  Marshal,  the  Public  Health 
Officer  of  his  district,  and  police  authorities.  He 
compiles  a monthly  statistical  venereal  report 
for  the  Surgeon  which  contains  information  per- 
tinent to  the  status  of  venereal  diseases  at  his 
post,  camp,  or  station.  Control  activities  and 
comments  on  matters  of  vital  interest  in  connec- 
tion with  the  problem  are  included  in  this  report. 
One  of  his  chief  functions  is  the  responsibility 
for  the  preparation  of  a “Report  of  Contact  of 
Venereal  Disease”  which  must  be  obtained 
within  twenty-four  hours  from  every  venereally 
infected  soldier  and  forwarded  to  the  Venereal 
Disease  Control  Officer  of  the  Service  Com- 
mand. Copies  are  also  sent  to  state  health  de- 
partments for  investigation,  examination,  and 
treatment  of  women  who  knowingly  or  innocently 
have  infected  soldiers.  By  means  of  data  and 
reports  compiled,  the  venereal  disease  rate  and 


prophylactic  rate  of  the  Army  and  all  components 
thereof  are  regularly  furnished  to  military  com- 
manders for  evaluation  and  the  over-all  picture 
of  the  efficiency  of  the  service  as  well  as  other 
important  detailed  information  is  periodically 
made  available  in  concise  form. 

I am  happy  to  report  that  the  venereal  disease 
rate  of  our  Army  at  this  phase  of  the  conflict  is 
surprisingly  low,  and  the  morale  and  efficiency 
of  our  armed  forces  are  accordingly  high.  For 
this  happy  state  of  affairs,  the  venereal  disease 
control  program  of  the  Army  can  receive  a good 
share  of  the  credit.  It  is  to  be  earnestly  hoped 
that  the  lessons  and  experience  gained  by  us  dur- 
ing this  struggle  for  the  preservation  of  our  life 
and  liberty  will  not  be  discarded  after  victory 
has  been  accomplished  by  force  of  arms.  Disci- 
pline, channel  of  command,  authority,  and  the 
will  to  do  things  better  than  they  were  ever  done 
before  must  be  our  goal  afterward  as  well  as  now.* 

Discussion 

Capt.  A.  J.  Cerrato,  (MC)  U.S.  Army — I should 
like  to  take  this  opportunity  to  thank  the  urologi- 
cal society  for  the  kind  invitation  to  attend  this  meet- 
ing and  listen  to  these  most  interesting  and  timely 
papers  on  venereal  diseases  at  a time  when  all  man- 
power is  so  vitally  needed,  not  only  for  our  armed 
forces  but  also  for  our  civilian  forces. 

As  Dr.  Vonderlehr  pointed  out  in  his  precise 
statistical  report,  it  is  interesting  to  note  that  a 
lower  syphilis  attack  rate  existed  in  1941,  owing 
undoubtedly  to  the  active  prevention  and  control 
program  instituted  by  the  Public  Health  Service 
in  the  years  preceding  the  war. 

It  had  been  definitely  determined  that  the  houses 
of  prostitution  were  by  far  the  principal  sources  of 
all  venereal  infection  to  our  armed  forces.  How- 
ever, with  legislation  outlawing  prostitution,  civil- 
ians as  well  as  the  personnel  of  the  armed  forces  are 
protected  from  this  source  of  venereal  infection. 

Lt.  Comdr.  Shifrin  has  admirabty  and  clearly  pre- 
sented the  problems  associated  with  the  venereal 
diseases  and  their  control  in  his  establishment.  It 
should  be  noted  that  the  medical  department  of  the 
armed  forces  and  all  cooperating  agencies  denounce 
the  so-called  regulation  of  prostitution  as  a danger- 
ous delusion  and  believe  the  only  effective  measure 
is  repression. 

However,  with  the  introduction  of  measures  re- 
pressing commercialized  prostitution,  a new  and 
important  source  of  venereal  disease  has  sprung  up 
in  the  guise  of  unorganized  prostitution  as  practiced 
by  the  streetwalker,  the  tourist  camp  and  trailer 
girl,  the  call  girl,  the  young,  so-called  patriotic  girl 
who  foolishly  thinks  it  is  her  duty  to  give  herself, 
and  others.  The  prosecution  of  this  form  of  pur- 
veyor requires  search,  inquiry,  and  cooperation. 

* Such  opinions  as  may  have  been  expressed  herein  are 
purely  personal  opinions  of  the  writer.  They  are  neither  the 
official  expressions  of  nor  do  they  receive  indorsement  by  the 
War  Department  under  whose  command  the  writer  is  proud 
to  serve. 
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Tn  repressing  controlled  prostitution  the  police  of- 
ficer had  a comparatively  simple  job.  It  either  ex- 
isted or  it  did  not.  The  allies  that  the  law  enforce- 
ment officer  has  in  attacking  this  hidden  prostitution 
are  varied.  They  include  civilian  agencies  and  the 
specially  trained  Venereal  Disease  Control  Officers 
now  present  in  many  of  our  Army  and  Navy  camps. 
The  cooperating  civilian  agencies  include  the  United 
States  Public  Health  Service  and  state  and  local 
health  authorities. 

It  is  the  function  of  the  Venereal  Disease  Officers 
to  interview  and  obtain  information  from  the  in- 
fected soldier,  sailor,  or  marine  concerning  the  con- 
tact. The  information  thus  received  is  forwarded 
to  local  health  officers  who,  with  the  cooperation  of 
the  police  and  the  court,  apprehend  these  contacts, 
supplying  sufficient  facilities  for  proper  examina- 
tion, confinement,  and  treatment.  Since  it  has  been 
shown  that  adequate  compulsory  hospitalization 
is  required  for  the  cure  of  an  infected  prostitute  and 
that  this  treatment  takes  at  least  three  months  in 
gonorrheal-infected  women  and  six  months  in  those 
who  have  syphilis,  the  public  health  institutional 
hospitals  recently  created  and  opened  have  served 
well  in  confining  these  infected  prostitutes.  There 
the  treatment  of  the  diseased  prostitutes  has  been 
especially  effective,  with  attempts  made  at  rehabili- 
tation. It  would  be  less  costly  to  the  community 
to  put  these  girls  in  reach  of  more  constructive  goals. 
Thus,  good  vocational  guidance  for  girls,  sound  voca- 
tional education  fitted  to  their  needs,  recreational 
facilities,  and  a program  to  make  use  of  them  in  the 
war  effort  would  aid  in  redirecting  them  into  some 
useful  activity. 

The  venereal  rate  has  been  definitely  influenced 
since  the  advent  of  the  May  Act.  With  the  repres- 
sion of  prostitution  and  with  the  creation  of  ade- 
quately controlled  public  health  institutions  by  our 
public  health  officers,  a substantial  reduction  in 
venereal  infections  has  been  effected. 

Major  Bisher  has  carefully  brought  out  in  his  in- 
teresting paper  the  fact  that  the  cooperation  of  the 
armed  forces  in  providing  recreation,  in  diverting 
the  efforts  and  spare  time  of  the  soldier  to  camp  life 
and  athletics,  in  giving  sex  morality  lectures,  and  in 
encouraging  the  use  of  prophylactic  facilities  have 
been  of  inestimable  aid  in  further  diminishing  the 
venereal  disease  rate  in  our  camps. 

Allow  me  to  re-echo  the  words  of  President  Roose- 
velt in  an  address  before  the  National  Institute  of 
Health : “Today  the  need  for  conservation  of  health 
and  physical  fitness  is  greater  than  at  any  time  in 
the  nation’s  history.” 

Lt.  Comdr.  Michael  Wishengrad,  (MC)  USNR 
— As  Venereal  Disease  Control  Officer  of  the  Third 


Naval  District  (which  includes  the  states  of  New 
York,  Connecticut,  and  the  northern  half  of  New 
Jersey)  I am  interested  in  what  you  believe  to  be 
the  policy  of  the  Navy  Department  in  relation  to 
venereal  diseases  and  their  control. 

Commander  Shifrin  has  referred  to  the  routine 
hospitalization  and  restriction  of  gonorrhea  cases 
in  Camp  Allen.  In  the  Third  Naval  District,  as  in- 
deed in  most  districts,  the  routine  case  of  venereal 
disease  is  treated  on  an  ambulatory  basis,  as  it 
would  be  in  civilian  life.  Our  policy  is  to  get  away 
from  all  punitive  measures.  Treating  the  men  on  a 
duty  status  as  Major  Bisher  suggested  is  more  prac- 
tical in  that  it  makes  for  fewer  sick  days  lost  to  the 
service. 

The  use  of  sulfathiazole  for  prophylaxis  is  at  the 
present  time  not  in  use  in  the  Navy,  but  until  its 
use  was  discontinued  a considerable  experience  was 
achieved  and  reported. 

We  used  2 Gm.  of  sulfathiazole  for  each  man  on 
return  to  his  station.  No  further  dosage  was  deemed 
necessary.  The  average  failure  was  about  one  or 
two  per  1,000  men. 

In  the  armed  guard  crews,  where  no  medical 
representative  is  on  board,  the  line  officer  (non- 
medical officer)  was  made  responsible  for  the  proper 
application  of  this  type  of  prophylaxis.  In  these 
cases,  only  1 Gm.  of  sulfathiazole  was  used,  and  in 
the  last  328  cases  reporting  no  failures  have  occurred. 
This  is  an  unusual  state  of  affairs  for  members  of  the 
armed  guard  crews.  It  is  rare  for  so  many  ships  to 
return  from  ports  all  over  the  world  entirely  free 
from  infection. 

The  comments  pertaining  to  condom  sales  by 
“young,  beautiful  girls”  reminds  me  of  our  own  at- 
tempts to  get  around  the  timidity  of  our  boys  who 
hesitate  to  make  such  purchases  from  sales- 
women. 

Women,  as  you  know,  are  rapidly  replacing  men 
behind  the  counters  of  our  Ships’  Service  Stores  and 
Post  Exchanges.  We  have  installed  vending  ma- 
chines to  sell  a good  grade  of  condom  at  three  for 
10  cents.  The  machines  are  light  and  small  enough 
to  be  placed  almost  anywhere  so  that  easy  access  is 
the  rule  at  all  hours. 

In  certain  stations  the  sale  of  condoms  has  risen 
sharply  ever  since  installation  of  these  machines. 

I should  like  to  conclude  my  remarks  by  saying 
that  we  have  both  for  the  entire  Navy  and  for  the 
Third  Naval  District  the  lowest  venereal  disease 
rates  ever  recorded.  These  happy  results  were 
achieved  not  because  of  efforts  on  the  part  of  any 
one  agency  but  because  of  combined  efforts  of  all 
agencies — the  armed  forces,  the  health  agencies, 
federal,  state  and  local;  the  police;  and  others. 


FLIGHT  SURGEONS’  INSIGNIA 
By  a recent  order  the  insignia  of  Navy  Medical 
Officers  qualified  as  Flight  Surgeons  is  to  be  the 
traditional  gold  wings  with  a gold  oak  leaf  and  silver 
acorn  superimposed  on  the  central  oval  crest.  This 
pin  is  worn  over  the  left  breast. 


The  Flight  Surgeon’s  symbols  of  the  oak  leaf  and 
acorn  are  associated  with  the  Druids,  ancient  medi- 
cal priests  of  the  Britons,  who  wore  white  robes 
with  these  designs  embroidered  in  gold  on  the  sleeve. 
The  Medical  Corps  of  the  Navy  has  used  these  in- 
signias since  1832. — Southwestern  Medicine 


CLINICAL  TYPES  OF  CORONARY  INSUFFICIENCY  AND  THEIR 
RECOGNITION 

Robert  L.  Levy,  M.D.,  New  York  City 


BEFORE  undertaking  to  discuss  any  clinical 
condition  it  is  desirable,  first,  to  define  it 
as  accurately  as  may  be  possible;  and,  next,  to 
describe  its  manifestations  in  terms  which  have 
specific  meaning.  Such  an  approach  leads  to 
clear  thinking  and  rational  procedure. 

Coronary  insufficiency  is  a functional  dis- 
turbance, caused  most  frequently  by  atherosclero- 
sis of  the  coronary  arteries  and  its  sequelae.1 
Less  commonly,  it  is  due  to  syphilitic  stenosis  of 
the  coronary  orifices,  to  aortic  valvular  disease,  or 
to  a disorder  in  cardiac  rate  or  rhythm,  such  as 
paroxysmal  tachycardia.  Indirectly,  it  can  be 
brought  about  by  a systemic  disease,  of  which 
severe  anemia  is  an  example.  It  is  not  de- 
pendent for  its  occurrence  upon  the  presence  of 
particular  structural  changes.  It  results  when 
the  blood  delivered  to  the  myocardium  is  in- 
adequate, in  quantity  or  quality,  for  the  effective 
performance  of  the  work  required  of  the  heart. 
As  a consequence  of  ischemia  and  anoxia,  there 
appear  symptoms  and  signs  which  delineate 
various  clinical  pictures  in  a manner  which  serves 
to  distinguish  one  from  another. 

To  these  syndromes  has  been  applied  a multi- 
plicity of  descriptive  names  which  have  brought 
confusion  instead  of  clarity,  and  have  increased 
the  difficulties  of  accurate  diagnosis.2-3-4  Angina 
pectoris,  anginal  pain,  cardiac  pain,  coronary  oc- 
clusion, coronary  thrombosis,  cardiac  infarction, 
subacute  myocardial  infarction  or  necrosis, 
coronary  failure,  and  coronary  insufficiency 
are  employed  loosely  and,  too  often,  in  the  ab- 
sence of  criteria  that  are  sufficiently  definite  for 
differentiation.  To  insist  upon  a logical  ter- 
minology is  not  mere  quibbling;  for  without  it 
there  can  be  no  common  understanding  among 
physicians  and  no  effective  guidance  for  their 
patients. 

The  classification  of  disorders  of  the  coronary 
arteries  here  presented  is  based  upon  disturb- 
ances of  function  and  structure;  both  determine 
the  clinical  features.  The  concept  of  unity  of 
cause  is  stressed  in  that  all  types  are  regarded 
fundamentally  as  manifestations  of  coronary 
insufficiency.  Only  conditions  due  to  athero- 
sclerosis will  be  considered;  but  the  principles 
involved  apply  also  to  those  of  different  etiology. 

Read  at  the  Joint  Meeting  of  the  Sections  on  Medicine  and 
Surgery,  Annual  Meeting  of  the  Medical  Society  of  the  State 
of  New  York,  Buffalo,  May  5,  1943.  See  discussion  by  Dr. 
Noehren,  page  1859. 

From  the  Department  of  Medicine,  College  of  Physicians 
and  Surgeons,  Columbia  University,  and  the  Medical  Clinic 
of  the  Presbyterian  Hospital,  New  York  City. 


Clinical  Types  of  Coronary  Insufficiency 

Insufficiency  of  the  coronary  circulation  may 
properly  be  divided  into  two  main  groups — acute 
and  chronic  (Fig.  1).  The  manifestations  of  the 
acute  form  are  more  dramatic  and  varied  than 
those  of  the  chronic  variety  and  a larger  share  of 
attention  has  been  given  to  them.  From  the 
point  of  view  of  management,  the  crucial  point  to 
be  determined  is  whether  recent  infarction  has 
occurred.  The  first  subgroup  of  the  acute 
variety  comprises  those  cases  in  which  no  recent 
infarction  has  taken  place  and  there  is  no  evi- 
dence of  recent  coronary  occlusion.  The  com- 
monest manifestation  of  acute  coronary  insuffi- 
ciency of  this  type  is  the  familiar  anginal  par- 
oxysm. Anginal  pain  characteristically  is  in- 
duced by  exertion  or  emotion.  It  is  of  brief 
duration  and  tends  to  subside  promptly  with 
cessation  of  the  inciting  cause.  It  is  usually  sub- 
sternal  and  often  radiates  to  one  or  both  arms, 
to  the  neck,  or  to  the  back.  But  certain  indi- 
viduals are  made  aware  of  an  impaired  coronary 
blood  flow  by  various  pain  equivalents.  Among 
these  are  a sense  of  pressure  or  tightness  across 
the  chest,  a sudden  feeling  of  extreme  weakness 
or,  less  commonly,  profuse  sweating,  particularly 
about  the  head  and  neck.  The  symptoms  some- 
times are  referred  to  the  abdomen  and  are  mis- 
takenly regarded  as  due  to  some  disorder  of  the 
digestive  tract.  On  occasion,  acute  pulmonary 
edema,  accompanied  by  extreme  dyspnea,  may 
result  from  the  sudden  onset  of  left  ventricular 
failure.  In  other  cases,  there  is  paroxysmal  dysp- 
nea, without  evidence  of  moisture  in  the  lungs. 
Sudden  death  may  occur  during  sleep  or  following 
sharp  exertion,  such  as  running  for  a train  01 
straining  at  stool;  or  the  heart  may  cease 
unexpectedly  after  excitement  or  emotion, 
whether  this  be  pleasant  or  associated  with  grief 
or  nervous  shock.  To  this  condition  has  been 
applied  the  term  “acute,  fatal  coronary  insuffi- 
ciency.”5 The  hearts  of  such  patients  show 
varying  degrees  of  coronary  sclerosis  and  narrow- 
ing, but  no  evidence  of  fresh  thrombosis  or  in- 
farction. 

Recent  infarction  may  be  due  to  rapid  occlusion 
of  a coronary  branch,  or  to  marked  narrowing  of 
one  or  more  branches  which  have  been  present  for 
some  time  and  which  eventually  leads  to  such 
a degree  of  malnutrition  of  the  myocardium  that 
softening  takes  place.6  The  commonest  symp- 
tom of  acute  obstruction  is  prolonged,  agonizing 
pain,  relieved  only  by  large  doses  of  an  opiate. 
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Clinical  Types  of  Coronary  Insufficiency  Due  to 
Atherosclerosis  of  the  Coronary  Arteries 


No  recent 
’ infarction 


No  recent 
occlusion 


Pain  (anginal) 
Pulmonary  edema 
Paroxysmal  dyspnea 
Sudden  death 


Acute. 


Coronary 

Insufficiency 


Recent 

Recent  occlusion 

OP 

infarction  Mapked 
stenosis 


Pain  (prolonged) 
-"Silent" 

Substitution  symptoms 
Pulmonary  edema 
Sudden  death 


No  recent 
'Chronic  — . 


Myocardial  fibrosis, 
. . . with  or  without 

infarc  ion  heaie(}  infarction 


No  symptoms  (latent) 


Congestive  failure 


Fig.  1.  The  two  main  categories  of  coronary  insufficiency  and  their  manifestations. 


Often  final  closure  is  preceded  by  a succession  of 
rapidly  recurring  anginal  paroxysms,  occurring 
even  at  rest,  which  furnish  warning  that  occlusion 
is  imminent.  But  shutting  off  of  a coronary 
branch  may  be  unaccompanied  by  painful  dis- 
comfort and  may  occur  “silently,”  particularly  in 
older  persons  debilitated  by  long-standing  disease, 
or  in  those  w’ho  are  suffering  from  surgical  shock. 
Cardiac  infarction  following  prolonged  and  seri- 
ous operative  procedures  is  not  an  uncommon 
event  in  patients  with  coronary  sclerosis.  As  in 
the  case  of  anginal  pain,  various  substitution 
symptoms  sometimes  mask  the  true  nature  of  the 
basic  pathologic  process.  v Examples  of  these  are 
substernal  pressure,  weakness,  sweating,  or 
nausea  and  vomiting;  sharp  epigastric  pain  may 
arouse  the  suspicion  of  an  acute  abdominal  emer- 
gency. Pulmonary  edema  sometimes  ushers 
in  the  attack ; and  sudden  death  may  result  from 
ventricular  fibrillation  or  standstill  of  the  entire 
heart. 

In  chronic  coronary  insufficiency,  no  recent 
cardiac  infarction  has  occurred.  There  is  ex- 
tensive myocardial  fibrosis  and  not  infrequently 
the  heart  muscle  shows  scars  indicating  the  sites 
of  healed  infarcts.  The  patient  may  have  had 
no  symptoms  and  the  lesions  described  are 
found  at  necropsy,  to  the  surprise  of  the  clinician 
and  the  ill-concealed  pleasure  of  the  pathologist. 
But  often  myocardial  fibrosis  leads  to  cardiac 
hypertrophy  and  to  varying  degrees  of  con- 
gestive heart  failure.  This  clinical  picture, 
formerly  described  as  chronic  myocarditis  and 
subsequently  as  nonvalvular  heart  disease,  is 


produced  by  prolonged  ischemia  of  low  degree 
and  consequent  malnutrition  of  the  heart  muscle. 

Cardiac  Infarction 

It  is  apparent  from  what  has  been  said  that  the 
most  important  diagnostic  problem  for  the  clini- 
cian is  to  determine  whether  infarction  of  the 
myocardium  has  taken  place.  Its  outstanding 
features  are  well  known.  But  how  often  each 
of  the  important  signs  occurs,  when  it  first  makes 
its  appearance,  and  how  long  it  may  afford  evi- 
dence of  its  presence  have  been  largely  matters 
of  impression.  A recent  study  has  yielded  in- 
formation on  these  points.7 

At  the  Presbyterian  Hospital,  50  patients  with 
uncomplicated  cardiac  infarction  following  cor- 
onary occlusion  were  observed  with  special  refer- 
ence to  certain  important  signs.  The  cases  were 
all  admitted  to  the  wards  and  were  selected  for 
study  because  the  date  of  coronary  closure  could 
be  determined  with  reasonable  accuracy.  The 
incidence  of  the  various  signs  is  given  in  Fig.  2. 
Fever  was  present  in  every  case.  The  tempera- 
tures were  taken  by  rectum,  for  it  is  only  by  this 
method  that  slight  elevations  can  be  detected. 
Too  often  the  temperature  is  taken  by  mouth 
and  is  not  recorded  at  frequent  intervals  during 
the  first  few  days;  thus  a useful  diagnostic  aid 
is  missed.  Increase  in  the  sedimentation  rate 
of  the  red  blood  corpuscles  was  present  in  98 
per  cent  of  the  cases;  in  very  small  infarctions, 
it  is  possible  that  the  rate  may  be  normal 
Tachycardia  was  present  in  98  per  cent.  Leuko- 
cytosis, with  count  above  10,000,  was  observed 
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Incidence  of  Various  bigns  in 
50  Cases  of  Cardiac  Infarction,  (per  cent) 


Fever* 

100 

Increased  sedimentation  rate 

98 
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98 

Leucocytosis 

96 
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86 

Elevated  venous  pressure 

76 

Fall  in  systolic  blood  pressure _ . 

74 

Gallop  rhythm 

20 

Pericardial  friction  rub 

20 

Fig.  2.  Relative  frequency  of  signs  of 

infarction 

in  96  per  cent;  on  rare  occasions,  even  when  the 
diagnosis  is  evident,  a small  area  of  necrosis  causes 
no  significant  rise  in  the  white  count.  Changes  in 
the  four-lead  electrocardiogram,  characteristic 
of  infarction,  were  present  in  86  per  cent  at  some 
time  during  the  illness.  Such  changes  may  be 
delayed  in  making  their  appearance  for  as  long 
as  a week.  An  elevated  venous  pressure  was 
noted  in  76  per  cent,  a fall  in  systolic  pressure  in 
74  per  cent,  a gallop  rhythm  in  28  per  cent,  and 
a pericardial  friction  rub  in  20  per  cent.  A rub, 
when  heard,  is  of  positive  diagnostic  value;  but 
failure  to  detect  it  does  not  exclude  either  the 
presence  of  pericarditis  or  of  infarction. 

To  determine  the  time  of  appearance  and 
duration  of  four  major  signs,  it  was  necessary  to 
choose  cases  admitted  to  the  hospital  on  the  first 
day  of  illness  and  observed  there  for  at  least  one 
month.  Twenty  were  selected  and  the  averages 
were  charted  (Fig.  3).  Leukocytosis  appeared 
on  the  first  day,  reached  its  maximum  on  the 
second  day,  and  disappeared  on  the  sixth  day. 
Fever  did  not  appear  until  the  second  day, 
reached  its  peak  on  the  third  day,  and  lasted 
for  seven  days.  Tachycardia — that  is,  a rate 
over  80  per  minute — appeared  with  the  onset  of 
the  attack,  reached  its  maximum  on  the  third 
day,  and  disappeared  after  ten  days.  Increase 
in  the  sedimentation  rate  was  not  apparent  until 
the  third  day  and  reached  maximal  levels  be- 
tween the  fourth  and  eighth  days.  There  was 
then  a gradual  fall,  with  the  attainment  of  a nor- 
mal value  at  the  end  of  the  fourth  week.  The 
sedimentation  rate  is  a particularly  useful 
diagnostic  sign  of  infarction  when  a patient  is 
seen  several  days  after  the  onset  of  an  acute 
episode  which  has  been  atypical  in  its  manifesta- 
tions. For  the  high  rate  persists  long  after  the 
leukocyte  count  and  temperature  have  returned 
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Fig.  3.  Average  leukocyte  counts,  tempera- 
tures, pulse  rates,  and  sedimentation  rates  in  20 
cases  of  cardiac  infarction  admitted  to  the  hospital 
on  the  first  day  of  illness  and  observed  there  for 
one  month. 


to  normal.  It  is  a valuable  guide  to  the  rate  of 
healing,  providing,  of  course,  that  no  complicat- 
ing conditions  have  occurred  which  are  respon- 
sible for  variations.  Thus,  a pulmonary  infarct 
or  an  intraventricular  thrombus  may  cause 
undue  prolongation  of  the  period  of  elevation; 
and  the  onset  of  congestive  failure  can  be  respon- 
sible for  a rapid  fall. 

The  Recognition  of  Coronary  Insufficiency 

In  no  other  disorder  is  a good  history  of  more 
help  than  in  the  recognition  of  disturbances  in 
coronary  blood  flow.  Obviously,  this  cannot 
be  measured  directly;  and  the  most  reliable 
guide  is  the  ability  of  the  heart  to  perform  its 
work,  expressed  in  terms  of  the  patient’s  sensa- 
tions. No  matter  how  well  the  story  of  dis- 
ability is  related  by  a medical  colleague,  it  can- 
not give  the  same  information  as  when  it  is  ob- 
tained directly  from  the  sufferer.  The  impression 
gained  by  the  physician  from  careful  questioning 
of  the  patient  often  furnishes  the  clue  to  the  entire 
situation.  In  addition,  such  a personal  interview 
establishes  a relationship  which  is  invaluable 
throughout  the  subsequent  period  of  manage- 
ment. The  patient’s  account  of  his  trouble  may 
be  the  only  available  evidence  on  which  to  base 
an  opinion,  since  the  examination  not  infre- 
quently reveals  no  signs  of  disease.  Sometimes 
the  electrocardiogram  shows  changes  which  at 
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1 once  fix  the  site  of  the  difficulty.  But  here,  as 
j in  the  case  of  the  history,  the  attending  physician 
should  make  the  interpretation.  He  must  be 
aware  of  the  wide  range  of  the  normal  so  that  the 
I patient  is  not  induced  to  live  the  life  of  a cardiac 
| invalid  because  of  some  minor  graphic  variation. 

I On  the  other  hand,  the  recognition  of  significant 
l early  abnormalities  may  lead  to  preventive 
| measures  of  vital  importance.  The  use  of  pre- 
I cordial  leads  has  added  to  the  accuracy  of  diag- 
nosis in  doubtful  cases. 

Cardiac  enlargement,  occurring  in  the  absence 
I of  hypertension  or  of  valvular  deformity,  should 
I always  arouse  the  suspicion  of  coronary  disease. 

Unless  enlargement  is  marked,  percussion  or 
I location  of  the  apex  beat  cannot  be  relied  upon 
for  the  determination  of  the  size  of  the  heart  and 
I recourse  must  be  had  to  orthodiagraphy  or  tele- 
roentgenography. The  establishment  of  normal 
standards  for  heart  size,  as  indeed  for  any 
biologic  variable,  is  difficult,  and  the  results  are 
subject  to  error.  In  my  judgment,  the  most 
useful  measurement  is  the  transverse  diameter  as 
determined  in  the  orthodiagram  or  teleroentgeno- 
gram, compared  to  the  predicted  transverse  di- 
ameter computed  by  the  Hodges-Eyster  formula, 
which  takes  into  account  the  weight,  height,  and 
age  of  the  subject.8*  If  the  actual  transverse 
diameter  exceeds  the  predicted  value  by  more 
than  1 centimeter,  it  is  safe  to  infer  that  the 
heart  is  enlarged.  This  figure  affords  a greater 
degree  of  latitude  than  the  5 mm.  excess  per- 
mitted by  Hodges  and  Eyster;  but  a wider  range 
lessens  the  likelihood  of  labeling  a large  normal 
as  pathologic.  The  cardio thoracic  ratio,  still 
commonly  employed,  has  been  an  unreliable  in- 
dex in  our  hands.  A similar  opinion  has  been 
expressed  by  others.9 

In  certain  cases  it  is  difficult  to  determine  the 
source  of  discomfort  in  the  chest,  particularly 
when  this  is  of  a painful  nature.  Such  discom- 
fort may  be  due  to  a variety  of  causes,  some  of 
them  thoracic,  others  abdominal  or  systemic. 
A number  of  procedures  have  been  devised  which 
increase  the  work  of  the  heart  under  conditions 
which  make  possible  an  indirect  estimate  of  the 
coronary  reserve.  We  have  been  particularly 
concerned,  in  the  department  of  cardiology,  with 
the  development  of  the  anoxemia  test.10'11  In 
our  experience  and  in  that  of  other  observers12*13 
the  test  has  been  of  practical  use;  and,  if  carried 
out  according  to  directions,  it  is  without  hazard. 
It  consists  of  permitting  the  patient  to  breathe 
a mixture  of  10  per  cent  oxygen  and  90  per  cent 
nitrogen  for  twenty  minutes  or  until  cardiac  pain 
appears.  Measurements  of  electrocardiograms, 


A 


I 


Fig.  4.  Anoxemia  test.  Male,  aged  57  years. 
Attacks  of  epigastric  pain,  of  undetermined  cause, 
for  ten  years.  A — Control  electrocardiogram. 
B — After  breathing  10  per  cent  oxygen  mixture 
for  twenty  minutes.  Result  positive.  No  pain 
during  test. 


taken  at  intervals  during  this  period,  reveal  in 
patients  with  a diminished  coronary  reserve 
characteristic  changes  which  are  not  seen  when 
the  coronary  blood  flow  is  adequate.  Specific 
criteria  have  been  evolved  which  are  regarded 
as  evidence  of  a positive  test.14  The  result  is 
positive  when  any  one  of  the  following  is  found: 

1.  The  arithmetic  sum  of  the  RS-T  deviation 
in  all  four  leads  (I,  II,  III,  and  IVF)  totals  3 
mm.  or  more. 

2.  There  is  partial  or  complete  reversal  of  the 
direction  of  the  T wave  in  lead  I,  accompanied  by 
an  RS-T  deviation  of  1 mm.  or  more,  in  this 
lead. 

3.  There  is  complete  reversal  of  the  direction 
of  the  T wave  in  lead  IVF,  regardless  of  any 
associated  RS-T  deviation  in  this  lead. 

The  test  should  not  be  performed  in  the  pres- 
ence of  congestive  heart  failure,  within  four 
months  after  known  cardiac  infarction,  or  on  the 
same  patient  more  than  once  in  twenty-four  hours. 
If  these  precautions  are  observed,  serious  re- 
actions will  be  avoided. 

The  occurrence  of  pain  during  a test  which  is 
electrocardiographically  negative  affords  pre- 
sumptive evidence  of  coronary  insufficiency. 
Under  these  conditions,  the  patient  should  bo 


* Rapid  calculation  of  the  predicted  transverse  diameter 
ran  be  made  by  using  a special  slide  rule,  manufactured  by 
the  Picker  X-ray  Corporation,  New  York  City. 


1840 


ROBERT  L.  LEVY 


[N.  Y.  State  J.  M. 


carefully  watched  for  further  signs  of  coronary 
disease  and  managed  conservatively. 

A positive  test  indicates  a diminution  in  the 
coronary  reserve.  It  affords  an  index,  within 
limits  as  yet  undefined,  of  the  adequacy  of  the 
coronary  blood  flow;  but  it  yields  no  information 
as  to  the  nature  and  extent  of  the  pathologic 
lesions  in  the  heart.  A negative  result  does  not 
rule  out  the  presence  of  disease  of  the  coronary 
arteries;  for,  as  is  the  case  in  any  functional 
test,  there  must  be  a significant  decrease  in 
reserve  before  functional  insufficiency  is  demon- 
strable. The  following  case  serves  as  an  example 
of  how  this  method  may  be  employed  in  diagnosis. 

Case  Report 

A male  engineer,  aged  57  years,  complained  of 
paroxysms  of  epigastric  pain.  He  had  enjoyed 
good  general  health,  and,  as  a young  man,  had 
fenced  and  boxed.  For  ten  years  he  had  suffered 
from  sharp,  cramplike  pains  in  the  upper  abdomen, 
which  were  thought  to  be  due  to  an  intestinal  dis- 
turbance. Discomfort  appeared  after  walking  and 
stopped  when  he  ceased  activity.  It  also  occurred 
following  excitement.  It  was  of  such  short  duration 
that  he  had  never  found  it  necessary  to  try  the  ef- 
fect of  nitroglycerin.  He  had  not  smoked  for  five 
years  and  did  not  take  coffee,  tea,  or  alcohol. 

Examination  showed  moderately  marked  retinal 
sclerosis  and  diffuse  thickening  of  the  peripheral 
arteries.  The  blood  pressure  was  158/86.  The 
heart  was  slightly^  enlarged  to  the  left  on  percussion. 
The  rhythm  was  regular;  the  rate  was  68.  The 
sounds  were  clear.  Measurement  of  the  ortho- 
diagram  confirmed  cardiac  enlargement  and  indi- 
cated moderate,  diffuse  dilatation  of  the  aorta. 
The  electrocardiogram  showed  small  Q waves  in 
leads  I,  II,  and  IVF;  there  were  no  changes  sug- 
gesting significant  myocardial  damage. 

He  was  able  to  breathe  the  10  per  cent  oxygen 
mixture  for  twenty  minutes  without  pain;  but  the 
anoxemia  test  (Fig.  4)  was  strikingly  positive  and 
afforded  unmistakable  evidence  of  the  coronary  ori- 
gin of  his  attacks. 


Summary 

A simple  clinical  classification  of  the  various 
types  of  coronary  insufficiency  has  been  pre- 
sented. It  is  based  upon  the  concept  that  this 
condition  occurs  when  the  blood  delivered  to  the 
myocardium  is  inadequate,  in  quantity  or  quality, 
for  the  functional  needs  of  the  heart.  Ischemia 
and  anoxia  are  responsible  for  the  symptoms  and 
signs.  The  most  important  single' decision  to  be 
made  is  whether  recent  cardiac  infarction  has 
occurred.  The  incidence,  time  of  appearance 
and  duration  of  the  cardinal  signs  of  infarction 
have  been  described.  The  value  of  the  history, 
of  the  electrocardiogram,  and  of  cardiac  enlarge- 
ment have  been  stressed.  The  use  of  the  anoxemia 
test  as  a supplementary  diagnostic  aid  has  been 
suggested.  By  regarding  all  of  the  manifesta- 
tions of  disorders  of  the  coronary  arteries  as 
expressions  of  coronary  insufficiency,  the  dif- 
ferentiation of  clinical  types  becomes  simplified. 
Thus  logical,  and  hence  more  effective,  thera- 
peutic procedure  is  made  possible. 
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RATIONED  FATS  AND  OILS  MAY  BE  USED  FOR  EXTERNAL  THERAPEUTICS 


The  Office  of  Price  Administration  has  issued  an 
amendment  to  Ration  Order  No.  16  (R.O.  16, 
Amendment  25)  which  permits  the  use  of  rationed 
fats  and  oils  for  external  therapeutic  purposes.  This 
includes  the  use  of  vegetable  oils,  such  as  cottonseed 
oil,  for  bathing  newborn  infants,  for  external  appli- 
cation in  skin  diseases,  especially  eczema,  for  ure- 
thral injection  or  lubrication  of  urethral  instruments, 
and  for  x-ray  visualization. 

Under  the  provisions  of  the  amendment,  such  use 
of  rationed  fats  and  oils  is  defined  as  “industrial 
consumption.”  Persons  using  these  products  for 
such  purposes  are  classified  as  “industrial  con- 
sumers.” An  industrial  consumer  engaged  in  the 
care  and  treatment  of  the  sick  and  needing  rationed 
fats  and  oils  for  this  purpose  may  apply  to  his  Dis- 


trict Office  of  Price  Administration  for  a certificate 
with  which  to  acquire  them.  The  procedure  to  be 
followed  is  set  forth  in  detail  in  Meat-Fats,  Field 
Operating  Instruction  No.  1 (May  19,  1943). 
Briefly  it  is  as  follows : 

The  application  should  be  made  on  Form  R- 
1605  to  the  District  Office.  If  the  applicant  is  a 
hospital  the  District  Office  will  pass  on  the  applica- 
tion by  using  the  same  method  of  computing  allow- 
ances as  the  Local  Boards  use  in  computing  allot- 
ments for  industrial  users ; otherwise  the  application 
will  be  forwarded  to  the  Washington  Office  for  ac- 
tion. If  the  applicant  requires  more  than  he  would 
receive  by  the  method  of  computation  described 
above,  then  he  should  also  submit  Form  R-315  stat- 
ing the  reasons  for  such  request. 


PRINCIPLES  UNDERLYING  THE  OPERATIVE  APPROACH  TO  THE 
TREATMENT  OF  MYOCARDIAL  ISCHEMIA 


Claude  S.  Beck,  M.D.,  Cleveland 


Ml 


ASSOCIATES  and  I worked  on  the 
subject  of  revascularization  of  the  heart 
over  a period  of  ten  years.  The  work  was  pri- 
marily of  an  experimental  nature.  Application 
of  the  experimental  work  wa$  carried  out  on 
only  37  patients.  Thirty  patients  were  operated 
upon  between  the  years  1935  and  1937,  and  this 
small  group  of  patients  might  be  regarded  as  an 
experimental  group.  The  results  in  this  group 
were  sufficiently  satisfactory  to  make  us  think 
more  and  more  in  terms  of  application.  Seven 
additional  patients  were  operated  upon  several 
months  ago  before  the  present  war  interrupted 
further  application  of  the  work. 

It  is  clear  to  me  that  the  principles  underlying 
the  operative  approach  to  the  treatment  of 
myocardial  ischemia  must  be  based  upon  ex- 
perimental data.  Such  data  cannot  be  obtained 
by  operation  upon  human  patients.  I might 
add  that  these  principles  cannot  be  plucked  out  of 
thin  air,  and  until  they  are  satisfactorily  estab- 
lished by  experiment  I do  not  believe  that  the 
surgeon  can  expect  to  make  a significant  contri- 
bution to  the  subject  by  operating  upon  patients. 
In  this  respect,  this  development  differs  from 
the  development  of  almost  every  other  branch 
of  surgery.  For  example,  no  one  had  to  tell  the 
surgeon  forty  years  ago  that  extirpation  was  the 
treatment  for  a tumor  of  the  brain.  Extirpation 
was  the  obvious  step  to  take.  Nor  did  the  enter- 
prising surgeon  of  that  period  have  to  produce 
brain  tumors  in  animals  before  he  tried  to  take 
one  out  of  a patient.  Nor  did  he  have  to  prove 
by  statistical  and  clinical  results  that  operation 
w'as  the  proper  method  of  treatment.  Indeed, 
if  Cushing  had  been  required  to  prove  this  point 
as  a prerequisite  to  operation,  it  would  have  held 
back  the  development  of  the  surgery  of  the 
brain  because,  as  we  all  know,  the  early  results 
in  brain  surgery  were  not  good. 

This  problem  of  coronary  artery  disease,  how- 
ever, is  different.  There  is  nothing  to  extirpate. 
What  is  the  surgeon  going  to  do  by  operating 
on  the  heart  for  coronary  artery  disease?  Along 
what  physiologic  fines  can  he  hope  to  improve 
the  circulation  and  how  can  he  accomplish  these 
alterations?  Suppose  we  grant  that  these  prin- 
ciples are  satisfactorily  established;  we  are  then 


Read  by  invitation  at  the  Joint  Meeting  of  the  Sections 
on  Medicine  and  Surgery,  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  May  5,  1943.  See 
discussion  by  Dr.  Noehren,  page  1859. 

From  the  Department  of  Surgery,  Western  Reserve  Univer- 
sity, Cleveland,  Ohio. 


onty  at  the  threshold  of  the  development  be- 
cause the  problems  of  application  remain  to  be 
overcome,  and  patients  do  not  accept  lightly  an 
operation  upon  the  heart.  In  this  respect  also 
the  heart  work  differs  from  the  early  work  on 
the  brain. 

I should  like  to  present  several  ideas  concern- 
ing the  nature  of  coronary  artery  disease  in 
patients.  These  ideas  are  influenced  by  our 
laboratory  experiences  obtained  by  working  wdth 
the  beating  heart. 

We  are  all  familiar  with  the  abrupt  termination 
of  fife  by  coronary  artery  disease.  As  we  know, 
this  occurs  often  in  individuals  who  presumably 
were  in  good  health.  They  showed  no  signs  of 
heart  failure.  Life  wTas  terminated  as  abruptly 
and  as  effectively  as  turning  the  ignition  switch 
in  a smoothly  working  motor.  Indeed,  each  of 
these  has  something  in  common.  In  the  case  of 
the  motor,  the  electric  current  is  interrupted. 
In  the  heart  the  rhythmic  impulses  from  the 
auriculo- ventricular  node  are  destroyed.  These 
are  destroyed  by  an  area  of  anoxemic  heart 
muscle  w'hich  becomes  a focus  from  which 
emanate  incoordinated  impulses.  This  area  of 
anoxemic  heart  muscle  can  be  regarded  as  a 
trigger  for  the  production  of  ventricular  fibrilla- 
tion. This  trigger  in  the  heart  is  similar  to  the 
trigger  in  the  brain  which  sets  off  convulsions. 

It  is  not  difficult  to  produce  a trigger  in  the 
heart  experimentally.  It  can  be  done  by  ligation 
of  one  of  the  coronary  arteries,  practically  always 
by  ligation  of  the  circumflex  branch  of  the  left 
coronary  artery,  and  seven  times  out  of  ten  by  the 
ligation  of  the  descending  ramus  of  the  left  coro- 
ary  artery.  But  it  can  be  most  effectively  shown 
b}^  taking  a small  area  over  the  left  ventricle 
and  ligating  one  artery  after  another  leading  to 
this  area  of  muscle.  The  muscle  becomes  cya- 
notic, and  after  four  or  five  branches  are  ligated, 
something  suddenly  happens.  The  coordinated 
heart  beat  stops  and  is  replaced  by  incoordinated 
shivering  contractions  of  the  muscle  mass.  The 
heart  is  no  longer  a pump.  Of  additional  signifi- 
cance is  the  fact  that  this  trigger  zone  may  not 
be  any  larger  than  2 or  3 centimeters  in  diameter. 
The  heart  could  get  along  without  this  part  of 
itself,  and  no  doubt  we  could  excise  it — if  we 
cared  to  do  so — and  still  have  a satisfactory 
pump.  Such  small  trigger  zones  are  more  im- 
portant physiologically  than  they  are  anatomi- 
cally. For  the  purpose  of  directing  our  attention 
to  the  trigger  in  relationship  to  the  prevention  of 
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TABLE  1. — Classification  of  Coronary  Artery  Disease 


1.  Trigger  types  with  anoxemic  heart  muscle  which  may 

produce  ventricular  fibrillation 

a.  Threat  to  life 

b.  Blood  bath  to  trigger  area  is  prophylactic 

c.  Types 

(1)  Patients  with  little  or  no  destruction  of  myo- 

cardium 

(a)  Have  the  least  risk 

(b)  Obtain  the  best  result 

(2)  Patients  wfith  definite  destruction  of  myocar- 

dium. The  amount  of  destruction  deter- 
mines 

(a)  Risk 

(b)  Result 

2.  Nontrigger  type  with  approaching  myocardial  failure 

a.  Extensive  destruction  of  myocardium 

b.  Optimal  period  for  operation  has  passed  as  concerns 

risk  and  result 


the  trigger  by  operative  methods  let  us  discuss 
the  way  in  w'hich  a trigger  can  be  produced.  Let 
Us  assume  that  we  have  an  experiment  in  which 
we  ligated  four  relatively  small  arteries  entering 
a zone  of  myocardium.  The  heart  continues  to 
beat.  There  are  one  or  tw'o  small  arteries  to 
this  area  that  have  not  been  ligated.  If  we  do 
not  ligate  these  arteries  the  heart  will  continue 
to  beat,  but  as  soon  as  we  ligate  another  artery 
leading  to  the  small  anoxemic  area  of  heart 
muscle,  then  the  trigger  mechanism  is  set  off  and 
ventricular  fibrillation  appears.  This  last  small 
artery  then  can  be  regarded  as  “the  last  straw.” 
To  carry  this  analogy  further,  let  us  ask,  what  is 
required  to  prevent  this  final  straw  that  sets  off 
fibrillation?  Would  a blood  bath  to  this  threat- 
ening trigger  zone  be  effective?  Can  a blood 
bath  be  established  by  operative  methods?  These 
are  questions  that  shall  engage  our  attention. 

Before  taking  up  the  subject  of  the  production 
of  a blood  bath  by  operative  methods,  let  us  go 
back  to  the  nature  of  coronary  artery  disease  and 
consider  it  further.  We  know  that  if  the  trigger 
can  be  held  in  abeyance  so  that  the  beat  is  not 
destroyed,  other  changes  may  take  place  in  the 
heart  muscle.  Myocardium  deprived  of  oxygen 
undergoes  fibrosis,  and  this  destruction  occurs 
either  in  a massive  are  ’aproducing  an  infarct 
or  it  occurs  in  small  focal  areas  of  fibrosis.  What- 
ever form  it  takes  it  should  be  pointed  out  that 
this  process  of  fibrosis  is  irreversible.  A scar, 
once  it  is  formed,  cannot  be  changed  back  into 
heart  muscle.  No  doubt  there  is  a twilight  zone 
of  anoxemia  in  which  muscle  is  thrown  out  of 
function  but  is  not  destroyed.  The  muscle 
remains  viable,  and  if  a little  additional  blood 
can  be  supplied  to  this  area  the  muscle  recovers 
its  function  and  begins  to  contract  again  and  to 
function  in  the  production  of  blood  pressure. 
We  know  that  this  analogy  applies  to  brain  cells. 
We  might  consider  a blood  bath  in  relation  to  the 
destruction  of  muscle,  and  we  shall  determine 


TABLE  2. — Requirements  for  Operative  Treatment 


1.  Localized  arterial  and  myocardial  disease  require  a blood 

bath  which  can  be  provided  by  operation  and  which  can 
prevent: 

a.  Infarct  formation 

b.  Ventricular  fibrillation 

2.  Extensive  arterial  and  myocardial  disease  requires  a new 

set  of  arteries  and  a new  myocardium  which  cannot 
be  provided  by  operation 


whether  a blood  bath  produced  by  operation  can 
reduce  the  amount  of  fibrosis  following  arterial 
occlusion. 

Not  all  deaths  from  coronary  artery  disease 
occur  by  ventricular  fibrillation.  The  destruc- 
tion of  muscle  either  in  the  form  of  one  or  more 
infarcts  or  in  the  form  of  focal  fibrosis  may  be  so 
extensive  that  finally  the  heart  fails  and  stops 
beating.  Signs  of  failure  appear  and  are  present 
until  the  heart  takes  its  last  feeble  stroke.  The 
ventricles  do  not  fibrillate.  They  simply  stop. 
Such  irreversible  damage  to  coronary  arteries 
and  heart  muscle  cannot  be  repaired  by  any 
operative  method.  It  is  not  reasonable  to  expect 
mu,ch  in  the  way  of  benefit  after  the  heart  has 
been  extensively  destroyed.  There  is  a large 
risk  in  operating  on  such  patients.  Any  opera- 
tion in  these  patients,  even  an  appendectomy  or  a 
hernioplasty,  may  carry  a mortality.  These 
patients  are  going  to  die  in  a relatively  short  time. 
And  even  if  the  patient  should  survive  the  heart 
operation  what  is  there  left  in  the  heart  to  build 
upon?  It  seems  to  me  that  there  can  be  little 
disagreement  concerning  these  statements.  It  is 
obvious  that  the  greatest  benefit  from  operation 
would  come  to  those  patients  who  have  the  least 
permanent  damage  to  heart  muscle.  The  risk 
of  operation  is  also  least  in  this  type  of  condition 
(Tables  1 and  2).  This  in  turn  suggests  the  ad- 
visability of  applying  operative  methods  as  a 
prophylaxis  against  the  development  of  occlusion. 
If  the  heart  can  be  given  protection  by  operation 
the  best  time  to  do  it  is  before  occlusion  occurs. 
It  may  be  too  late  after  the  heart  has  been  af- 
flicted by  an  extensive  infarct. 

We  shall  now'  consider  the  principles  or  con- 
cepts by  which  the  disease  can  be  treated  by 
operation.  On  the  basis  of  trial  and  error  ex- 
perimentation w'e  can  now  present  these  con- 
cepts briefly  and  simply  (Table  3). 

Extracoronary  Communications 

These  are  produced  by  grafting  tissues  upon 
the  heart.  The  tissues  available  are  numerous. 

I can  mention  pericardium,  mediastinal  fat,  chest 
wall,  lung,  diaphragm,  stomach,  spleen,  and 
omentum.  We  used  these  various  structures 
experimentally  in  our  early  work,  but  the  use  of 
some  of  them  is  not  practical.  My  chief  concern 
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- 1 has  not  been  whether  pectoral  muscle  or  omentum 
,i  i should  be  used  but  whether  vascular  communica- 
; | tions  can  be  demonstrated  by  any  method  and 
i with  any  tissue.  It  is  up  to  the  surgeon  to  show 
what  he  can  produce  in  the  way  of  communica- 
tions and  it  requires  more  than  a few  experiments 
to  make  a satisfactory  demonstration  of  these 
! vascular  communications.  Here  are  some  speci- 
mens showing  these  communications.  The  coro- 
nary arteries  have  been  injected  with  a mixture 
j of  barium  sulfate  and  gelatin  and  the  specimens 
have  been  cleared  by  the  Spalteholtz  method. 
The  blood  vessels  can  readily  be  seen  extending 
from  the  coronary  arteries  out  into  the  blood  ves- 
sels in  the  grafts  that  were  placed  on  the  heart. 
There  are  communications  between  the  heart 
; and  the  grafts.  They  are  large  enough  to  be  seen 
without  magnification.  Let  us  try  to  interpret 
these  anastomoses  in  terms  of  whether  they  might 
be  adequate  to  produce  a blood  bath. 

Intercoronary  Communications 

The  coronary  arteries  are  essentially  end  arter- 
ies. If  one  coronary  artery  is  injected  with  a 
mixture  of  barium  sulfate  and  gelatin,  practically 
none  of  this  mixture  passes  beyond  the  arterial 
bed  of  the  injected  artery.  If  the  descending 
ramus  of  the  left  coronary  artery  is  ligated  and 
then  transected  distal  to  the  ligature,  it  will  be 
found  that  only  an  occasional  drop  of  blood  will 
flow  from  the  distal  end  of  the  artery  in  a retro- 
grade direction.  Because  of  this  anatomic  ar- 
rangement, we  find  that  the  heart  is  predisposed 
to  the  development  of  a trigger  or  an  infarct  when 
an  artery  is  occluded.  Conversely,  if  some  com- 
munications between  coronary  arteries  were 
present,  one  of  these  arteries  could  be  ligated 
without  producing  a trigger  and  without  pro- 
ducing necrosis  of  muscle.  With  a full  apprecia- 
tion of  the  value  of  intercoronary  communica- 
tions let  us  inquire  into  the  methods  by  which 
they  can  be  produced.  Intercoronary  communica- 
tions can  be  produced  in  two  ways.  One  is  by  the 
production  of  inflammation  on  the  surface  of  the 
heart.  The  other  is  by  coronary  occlusion  plus 
a factor  of  time. 

A.  Inflammation  on  the  Heart. — It  occurred 
to  me  early  in  our  experimental  work  that  a bed 
of  granulation  tissue  on  the  heart  would  increase 
vascularity  and  distribute  blood  to  every  part 
of  the  heart.  I used  powdered  beef  bone  to 
produce  an  inflammatory  reaction  both  experi- 
mentally and  on  patients.  This  was  the  first 
attempt  to  produce  inflammation  on  the  surface 
of  the  heart.  We  did  not  make  any  measure- 
ments of  the  amount  of  help  this  procedure  af- 
forded until  Stanton,  Schildt,  and  I1  carried  out 
such  studies  two  or  three  years  ago.  We  exposed 
the  heart  by  operation  and  then  abraded  or 


TABLE  3. — Blood  Bath  can  be  Provided  by  Operative 
Methods 


1.  By  establishment  of  extracoronary  communications. 

This  can  be  done  by  grafting  tissues  upon  the  heart 

2.  By  establishment  of  intercoronary  communications. 

This  can  be  done  in  two  ways: 

a.  By  inflammation  on  surface  of  heart  produced  by 

operative  methods.  Asbestos  produced  the  most 
favorable  response 

b.  By  providing  a time  factor  so  that  arterial  occlusion 

becomes  effective.  This  can  be  done  by  methods 
1 and  2a  of  this  outline 


scraped  off  the  epicardium  by  special  burrs  made 
for  this  purpose.  The  incision  was  closed.  One 
to  three  weeks  later  the  heart  was  again  exposed 
at  operation  and  the  descending  ramus  of  the 
left  coronary  artery  was  ligated  at  its  orig’n. 
This  experiment  was  done  on  50  dogs.  Ligation 
of  the  artery  alone  was  done  in  another  50  dogs. 
The  mortality  in  this  control  group  was  70  per 
cent.  The  mortality  in  the  group  in  which  the 
surface  of  the  heart  was  abraded  at  the  first 
operation  and  the  descending  ramus  of  the  left 
coronary  artery  was  ligated  at  its  origin  in  the 
second  operation  was  38  per  cent.  We  could 
demonstrate  intercoronary  anastomoses  in  many 
of  these  abraded  hearts,  and,  indeed,  in  some  of 
of  the  specimens  the  infarct  was  small  or  there 
was  no  infarct  at  all  after  the  artery  had  been 
ligated.  The  absence  of  an  infarct  is  something 
that  never  occurs  in  a normal  heart  after  ligation 
of  this  artery  at  its  origin  in  one  step.  This  is  a 
simple  experiment,  and  I do  not  see  where  there 
can  be  any  misinterpretation  of  results.  Indeed, 
in  so  far  as  the  reduction  in  mortality  is  con- 
cerned we  might  note  that  each  of  the  control 
group  had  one  anesthetic  and  one  operation, 
while  each  of  the  other  experiments  had  two 
anesthetics  and  two  operations.  The  difference 
in  mortality  is  definite  and  conclusive.  One  does 
not  like  to  abrade  the  human  heart  because  it 
produces  extrasystoles  and  tachycardia.2  For- 
tunately, it  is  not  necessary  to  do  this  at  opera- 
tion because  the  application  of  inflammatory 
agents  accomplishes  a similar  result.  Ten  years 
ago  I studied  a few  inflammatory  agents  and 
found  that  some  produced  a very  severe  reaction 
and  that  it  was  dangerous  to  use  certain  sub- 
stances. Comparative  measurements  of  the 
effect  of  different  inflammatory  agents  on  the 
heart  were  carried  out  by  Schildt,  Stanton,  and 
myself  in  the  past  two  years.3  Other  workers 
in  the  field  have  used  different  substances,  but 
ours  is  the  only  recorded  attempt  to  measure  this 
factor  and  to  compare  the  effect  produced  by  one 
substance  with  the  effect  produced  by  another 
substance.  We  studied  the  effect  of  more  than  20 
substances  and  found  that  one  of  the  silicates  in 
the  form  of  powdered  asbestos  produced  the  most 
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desirable  result.  Again  we  observed  that  one 
cannot  indiscriminately  select  the  inflammatory 
agent  to  be  used.  Some  are  extremely  dangerous. 
Dosage  is  also  important.  We  found  the  0.2 
Gm.  of  powdered  asbestos  was  safe,  that  it  pro- 
duced a highly  vascular  reaction  between  heart 
and  surrounding  tissues,  and  that  the  reaction 
was  not  too  severe.  We  also  found  that  the 
reaction  extended  over  a period  of  months.  It 
was  not  of  short  duration. 

We  ligated  the  descending  ramus  of  the  left 
coronary  artery  at  its  origin  in  19  dogs  that  had 
been  treated  previously  with  asbestos.  Out  of 
these  6 died  and  13  recovered.  This  was  a 
mortality  of  31  per  cent  and  can  be  compared  to 
a mortality  of  70  per  cent  in  control  experiments. 
Likewise,  in  these  experiments  we  could  demon- 
strate a reduction  in  the  amount  of  myocardium 
destroyed  following  ligation  of  the  artery  as  com- 
pared to  the  results  in  normal  control  experi- 
ments. Indeed,  in  a few  experiments  the  artery 
was  ligated  and  an  infarct  did  not  develop. 
These  experiments  conclusively  show  that  as- 
bestos applied  to  the  surface  of  the  heart  pro- 
duces communications  between  the  coronary 
arteries. 

B.  Coronary  Occlusion  Plus  a Factor  of  Time. 
— This  is  another  stimulus  for  the  production 
of  intercoronary  communications.  It  is  very 
effective  in  animals.  If  the  heart  can  tolerate 
ligation  of  the  descending  ramus  of  the  left 
coronary  artery,  then,  in  the  course  of  a few 
weeks,  good  communications  between  the  coro- 
nary arteries  can  be  demonstrated.  It  is  to  be 
noted  that  the  factor  of  time  is  necessary  for  this 
stimulus  to  become  effective ; without  time  there 
is  cessation  of  the  heart  beat.  Let  us  consider 
the  two  components  of  this  stimulus.  Occlusion 
in  the  patient  is  produced  by  the  disease  in  the 
artery.  It  is  not  a step  to  be  taken  by  the  sur- 
geon on  the  patient.  Can  the  component  of 
time  be  influenced  by  surgical  methods?  The 
answer  to  this  query  is  that  surgical  methods  can 
contribute  the  time  factor.  It  is  provided  by 
a blood  bath,  accomplished  by  extracoronary 
communications  and  by  inflammatory  agents 
on  the  heart,  both  surgical  or  operative  in  nature. 
By  providing  a time  factor  through  operative 
methods,  we  can  include  the  stimulus  of  coronary 
occlusion  plus  time  as  a third  concept  or  principle 
by  wrhich  the  circulation  in  the  heart  can  be  im- 
proved by  operative  methods. 

This,  in  brief,  then,  is  the  evidence  to  support 
the  operative  approach  to  the  coronary  problem. 
You  will  notice  that  it  is  all  built  upon  experi- 
mental evidence.  This  is  the  only  foundation 
upon  which  I should  like  to  have  it  built. 

The  next  step  is  a matter  of  applying  these 
ideas  and  methods  to  patients  with  coronary 


artery  disease.  Let  us  be  reasonable  in  our  at- 
titude toward  this  aspect  of  the  problem.  What 
kind  of  patient  should  we  take  for  operation? 
We  know  that  we  cannot  give  a new  set  of  coro- 
nary arteries  to  the  heart.  We  know  we  cannot 
give  a new  myocardium  to  the  organ.  It  is  clear 
to  me — and  I think  it  must  be  clear  to  you — 
that  advanced  disease  is  practically  hopeless 
from  the  surgical  point  of  view.  Early  disease 
with  slight  irreversible  destruction  of  myocar- 
dium is  the  type  of  case  for  operation.  The 
purpose  of  the  operation  is  to  give  the  heart 
something  that  will  protect  it  when  occlusion 
strikes,  something  that  will  keep  the  flame  of  life 
from  going  out. 

The  Operation  as  We  Do  It  at  the  Present 
Time 

I prefer  nitrous  oxide  anesthesia.  When  the 
pleural  cavity  is  opened  we  use  mechanical 
respiration.4  We  have  no  problem  with  anesthe- 
sia or  with  respiration.  The  anesthesia  is  light, 
and  when  the  operation  is  completed,  the  patient 
is  immediately  conscious.  The  patient  is  placed 
in  semi-Fowler’s  position  on  the  operating  table. 
The  incision  is  curved  along  the  left  sternal 
border  over  the  fourth,  fifth,  and  sixth  costal 
cartilages  and  curved  laterally  along  the  sixth 
rib.  The  incision  is  carried  through  underlying 
muscle  to  the  third  rib  and  costal  cartilages. 
The  fourth,  fifth,  and  sixth  costal  cartilages  are 
removed  completely.  A few  centimeters  of  each 
of  these  ribs  is  also  removed.  The  pleura  is 
incised  where  these  structures  were  removed, 
and  the  pleural  cavity  is  entered.  The  tissues 
between  these  incisions  are  left  intact.  The 
internal  mammary  artery  is  left  intact.  The  in- 
flation of  the  lungs  is  regulated  so  that  the  left 
lung  comes  well  up  with  inspiration  and  collapses 
nicely  with  expiration.  The  pericardium  is  then 
widely  opened  over  its  anterior  aspect.  The 
pericardium  is  sutured  to  the  precordium  in  such 
a way  that  the  heart  will  not  be  rotated  from  its 
normal  position.  We  desire  as  much  of  the 
anterior  surface  of  the  heart  to  come  into  direct 
contact  with  the  precordial  chest  wTall  as  possible. 
The  fining  of  the  parietal  pericardium  every- 
where is  roughened  by  special  burrs.  Powdered 
asbestos,  0.2  Gm.,  is  then  applied  to  the  heart. 
Some  of  this  is  rubbed  into  the  parietal  peri- 
cardium with  a burr  and  some,  mixed  with  saline, 
is  dripped  upon  the  heart  and  along  the  mammary 
artery  and  vein.  Mediastinal  fat  is  brought  in 
through  openings  in  the  parietal  pericardium  so 
that  it  comes  into  contact  with  the  heart.  Fat 
is  probably  the  best  tissue  for  purposes  of  vas- 
cularization. All  tissues  that  come  into  contact 
with  the  heart  serve  as  grafts.  It  is  advisable 
not  to  touch  the  heart  any  more  than  necessary. 
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1 1 do  not  like  to  palpate  the  coronary  arteries  to 
I see  whether  they  are  sclerotic.  Although  I did 
I this  in  some  of  the  early  operations,  I think  that 
I there  may  be  some  risk  in  it. 

Closure  is  then  carried  out.  The  pectoral 
muscle  is  sutured  where  it  was  incised.  Air  is 
removed  by  suction  from  the  left  pleural  cavity. 
Subcutaneous  sutures  are  placed,  and  the  skin  is 
closed  by  suture.  Drains  are  not  used. 

The  patient  is  placed  in  an  oxygen  tent.  Fluid 
in  quantities  of  3 to  5 liters  are  given  intraven- 
ously daily.  We  feel  that  administration  of 
ample  fluids  may  be  a factor  in  avoiding  intra- 
vascular clotting.  Muscle  juices  absorbed  into 
the  blood  stream  are  conducive  to  postoperative 
thrombosis,  and  fluids  may  help  to  get  rid  of 
this  factor.  Quinidine  is  given  both  before  and 
after  operation.  A test  dose  of  3 grains  followed 
by  5 grains  is  given  the  night  before  the  opera- 
tion. An  additional  dose  of  5 grains  is  given 
in  the  morning  before  operation.  Morphine 
is  given  as  necessary. 

Usually  fluid  does  not  collect  in  the  left 
pleural  cavity.  If  it  does  form,  it  can  be  left  to 
be  absorbed  or  it  can  be  removed  by  aspiration. 

The  operation  has  undergone  several  changes 
since  we  first  carried  it  out.  Originally  I used 
pedicle  grafts  from  the  chest  wall.  I also  carried 
out  a bilateral  approach  in  several  patients,  going 
in  on  each  side  of  the  sternum.  It  was  my  desire 
to  place  grafts  upon  as  much  of  the  heart’s  sur- 
face as  possible.  The  operation  as  outlined  above 
is  a procedure  of  small  magnitude.  The  removal 
of  the  bony  precordium  allows  the  chest  wall  to 
fall  upon  the  heart,  and  the  mammary  artery  and 
the  intercostal  arteries  come  into  contact  with 
the  heart.  Perhaps  in  the  future  a method  might 
be  worked  out  by  which  an  inflammatory  agent 
can  be  injected  into  the  pericardial  cavity  and 
become  effective  by  sealing  parietal  pericardium 
and  mediastinal  fat  to  the  heart.  No  one  should 
simply  try  this  out  on  a patient  without  obtaining 
convincing  laboratory  studies  to  support  the 
method  before  it  is  applied  to  patients.  In  one 
of  my  patients  who  was  in  circulatory  failure  I 
removed  a costal  cartilage  under  novocain  an- 
esthesia and  simply  introduced  an  inflammatory 
agent  into  the  pericardial  cavity. 

Results  of  Operation 

When  it  comes  to  making  an  evaluation  of  the 
operation,  one  encounters  several  problems. 
The  most  important  problem  is  to  determine 
whether  the  improvement  noted  by  the  patient 
is  due  to  the  operation  or  whether  it  would  have 
occurred  in  the  natural  course  of  the  disease  with- 
out the  operation.  We  know  that  the  natural 
course  of  the  disease  varies  from  that  of  imminent 
death  to  that  of  almost  full  clinical  recovery  over 


Fig.  1.  Human  heart.  Patient  totally  incapaci- 
tated. Operation.  Patient  improved  and  returned 
to  work.  Death  two  and  one-half  years  later  from 
cerebral  vascular  accident.  Specimen  injected 
through  coronary  arteries  and  cleared  by  Spalteholtz 
method.  Note  the  vessels  in  the  grafts  which  are 
more  superficial  than  the  deeper  coronary  vessels. 
Clinical  improvement  can  be  explained  by  these 
extracoronary  blood  vessels. 

a period  of  years.  I can  think  of  one  or  two 
methods  which  may  help  to  stabilize  this  variable 
factor.  One  method  is  by  the  selection  of  pa- 
tients whose  clinical  course  is  either  horizontal  or 
declining  over  a period  of  several  months.  The 
patient  becomes  his  own  control  for  evaluation 
of  his  status  before  and  after  operation.  When 
the  clinical  course  has  become  more  or  less  sta- 
bilized, we  can  interpret  improvement  in  the 
clinical  course  as  being  due  to  the  operation. 
However,  one  cannot  be  absolutely  secure  in  this 
deduction.  It  is  still  possible  that  the  improve- 
ment might  have  occurred  without  the  operation. 
Another  method  by  which  this  variable  factor 
might  be  reduced  is  to  get  what  we  might  call  a 
group  experience.  If  each  patient  in  the  group 
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followed  a pattern  after  operation,  the  evaluation 
would  be  made  simpler,  but  we  cannot  expect 
a fixed  pattern  because  any  patient  with  ex- 
tensive irreversible  damage  to  the  myocardium 
can  scarcely  expect  much  in  the  way  of  improve- 
ment from  operation.  Such  patients  belong  to 
an  inoperable  group,  but  it  is  almost  impossible 
to  recognize  them  clinically  in  order  to  avoid 
operating  upon  them.  It  might  also  appear 
to  be  possible  to  reduce  this  variable  factor  if  we 
had  two  groups  of  patients  going  along  side  by 
side,  one  group  with  the  operation  and  the  other 
group  without  the  operation.  We  could  com- 
pare clinical  results,  including  pain,  exercise 
tolerance,  duration  of  life,  etc.  Such  data  would 
be  valuable,  but  at  the  same  time  we  must 
recognize  the  fact  that  it  is  impossible  to  get  two 
identical  groups  of  patients.  It  seems  to  me  that 
the  best  way  to  get  measurements  on  the  effec- 
tiveness of  the  operation  is  to  take  patients  whose 
clinical  course  has  become  stabilized  and  let 
each  patient  become  his  own  control.  It  is  pos- 
sible for  us  to  err  in  either  direction  by  making 
evaluations  that  are  not  justified  and  by  refusing 
to  make  evaluations  that  are  justified.  One  mis- 
take is  quite  as  serious  as  the  other. 

There  are  two  considerations  that  come  to  our 
aid  in  the  evaluation  of  results.  One  is  the 
knowledge  gained  by  experimental  work;  the 
other  is  the  information  gained  by  examination 
of  the  heart  after  the  patient  dies  and  inter- 
pretation of  the  clinical  result  in  terms  of  the 
specimen.  Without  these  aids  I should  almost 


refuse  to  make  a clinical  interpretation  of  results. 
This  conservative  point  of  view,  I believe,  is 
necessary  until  the  operation  becomes  established 
as  a recognized  form  of  treatment.  To  illustrate 
this  attitude  I might  mention  the  fact  that  some 
patients  stated  that  they  felt  better  as  early  as 
one  week  after  operation.  Tichy  and  I had  no 
explanation  for  this  early  improvement  from  the 
laboratory,  and  we  refused  to  place  any  signifi- 
cance in  these  statements.  Later  we  found  in 
the  laboratory  that  intercoronary  communica- 
tions were  demonstrated  as  early  as  five  days 
after  operation,  and  with  this  as  an  aid  we  are 
now  willing  to  accept  early  improvement  as  be- 
ing significant.  Likewise  we  have  had  the  oppor- 
tunity of  interpreting  the  clinical  course  in  terms 
of  the  specimen  after  death  in  one  of  our  patients. 
This  patient  was  able  to  work  as  a salesman  after 
operation.  He  felt  much  better.  Two  and  one- 
half  years  after  operation  he  died  from  a cerebral 
vascular  accident.  Examination  of  the  heart 
showed  a number  of  vascular  communications 
between  the  heart  and  the  grafts.  The  cleared 
specimen  is  very  significant  in  that,  in  my 
estimation,  it  can  account  for  the  clinical  im- 
provement of  the  patient  (Fig.  1). 
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PENICILLIN-FAST  BACTERIA 

According  to  Schmidt  and  his  associates,  of 
Christ  Hospital,  Cincinnati,  penicillin-resistant 
strains  of  bacteria  are  developed  as  a result  of  un- 
successful penicillin  therapy  in  experimental  ani- 
mals. Four  groups  of  10  white  mice  were  injected 
intraperitoneally  by  the  Cincinnati  investigators, 
using  10-6-cc.  doses  of  a twelve  to  fourteen-hour 
broth  culture  of  type  I or  type  III  pneumococcus. 
In  the  control  or  untreated  group  there  was  a 100 
per  cent  type  III  mortality  within  twenty-eight 
hours.  There  was  a 100  per  cent  survivalin  the 
parallel  group  that  were  given  repeated  2,000  Ox- 
ford. units  (10  mg.)  of  penicillin  by  stomach  tube. 
There  was  only  a 50  per  cent  survival  with  half  this 
adequate  therapeutic  dose  (5  mg.)  and  but  a 10 
per  cent  survival  following  a quarter  dose  (2.5  mg.). 

Pooled  cultures  were  made  from  the  heart  bloods 
of  mice  which  died  from  these  inadequate  doses 
and  injected  intraperitoneally  into  a normal  (un- 
treated) mouse.  Subcultures  from  the  necropsy 
blood  of  this  mouse  were  used  to  infect  40  new  mice. 
These  received  the  same  treatment  as  the  first  40. 
Thus  far  the  procedure  has  been  repeated  for  six 
consecutive  groups.  By  the  sixth  group  passage 
the  pneumococci  had  acquired  sufficient  penicillin 
resistance  to  be  practically  unaffected  by  the  orig- 
nally  adequate  therapeutic  dose,  90  per  cent  of 
hose  given  2,000  Oxford  units  of  penicillin  dying 


within  fifty-eight  hours.  A similar,  though  less 
pronounced,  penicillin  resistance  was  acquired  by 
type  I pneumococci. 

To  test  the  permanence  of  this  acquired  re- 
sistance, the  resulting  penicillin-fast  strains  were 
passed  daily  through  normal  mice.  After  the 
thirtieth  serial  passage  the  recovered  cultures  were 
still  penicillin-resistant.  The  acquired  resistance 
is  therefore  a fairly  stable  heredity  character  in 
penicillin-adapted  pneumococci. 

Susceptibility  of  the  adapted  strains  was  also 
tested  with  sulfapyridine.  Infections  with  peni- 
cillin-resistant pneumococci  responded  to  sulfa- 
pyridine therapy  as  well  as  to  infections  with  the 
initial  penicillin-susceptible  parent  cultures.  This 
proof  that  acquired  penicillin  resistance  does  not 
alter  sulfonamide  sensitivity  is  the  converse  of  a 
phenomenon  previously  reported.  Other  investi- 
gators have  found  that  the  development  of  sulfon- 
amide resistance  does  not  alter  penicillin  sensitivity. 

Schmidt  believes  that  his  data  explain  the  re- 
ported clinical  failure  of  penicillin  therapy  in  sub- 
acute bacterial  endocarditis  caused  by  Streptococcus 
viridans,  “a  disease  invariably  requiring  long-term 
treatment.”  Whether  or  not  the  penicillin-fast 
pneumococci  can  be  resensitized  to  penicillin  by 
the  Tsuchiva  technic  has  not  yet  been  determined. — - 
J.A.M.A.  " 


THE  DIAGNOSIS  OF  PANCREATIC  DISEASE 

Joseph  H.  Pratt,  M.D.,  Boston 


OVER  seventy  years  ago,  John  Richard 
Wardell1  wrote  in  Reynolds’  System  of 
Medicine  that  “no  symptoms  are  pathognomonic 
of  pancreatic  disease ; an  assemblage  of  symptoms 
indicates  the  probability  of  its  lesion.”  In  1920, 
Garrod2  took  this  sentence  as  a text  for  his 
Schorstein  Lecture  on  the  diagnosis  of  disease  of 
the  pancreas  and  proclaimed  its  validity.  In 
spite  of  the  great  advance  made  in  the  twenty- 
three  years  that  have  passed  since  Garrod  wrote 
on  this  subject,  it  is  still  true  that  no  symptoms 
or  physical  signs  have  been  discovered  that  are 
pathognomonic  of  either  acute  or  chronic  pan- 
creatic disease.  In  many  organs  wdiose  physio- 
logic role  is  fundamental,  there  are  such  im- 
portant factors  of  safety,  as  Meltzer3  pointed 
out  years  ago,  that  extensive  damage  may  occur 
without  any  clinical  evidence  of  its  existence. 
This  is  true  of  the  pancreas.  Coope4  says,  “The 
physician  who  overlooks  this  fact  may  there- 
fore be  surprised  and  baffled  to  find  howr  often 
even  extensive  pancreatic  disease,  discovered  for 
the  first  time  at  operation  or  autopsy,  has  eluded 
his  keenest  search.”  The  advance  in  diagnosis 
is  due  to  aid  furnished  by  the  chemical  laboratory. 
There  are  three  tests  of  great  value — namely,  the 
diastase  test,  the  serum  lipase  test,  and  the  secre- 
tin test.  These  will  be  discussed  later. 

In  the  tw'O  chief  types  of  acute  pancreatic 
disease,  acute  edema  of  the  pancreas  and 
acute  pancreatic  necrosis  (acute  pancreatitis) 
the  clinical  picture  is  so  varied  and  so  obscure 
that  a definite  diagnosis  based  on  symptoms  and 
physical  signs  is  rarely,  if  ever,  possible.  Acute 
edema  of  the  pancreas  cannot  be  distinguished 
clinically  from  biliary  colic,  and  acute  pan- 
creatic necrosis  simulates  other  forms  of  acute 
abdominal  disease  so  closely  that  many  able 
physicians  and  surgeons  with*  extensive  experi- 
ence admit  that  they  have  never  made  the  di- 
agnosis correctly  before  operation.  Fortunately, 
by  means  of  the  diastase  test  acute  pancreatic 
disease  can  now’  be  recognized  at  its  onset  in 
practically  all  cases.  In  the  recent  literature,  I 
have  read  of  no  case  in  wdiich  the  diastase  test 
of  the  blood  serum  or  urine  was  negative  if  the 
test  was  performed  in  the  first  twenty-four  hours 
of  the  disease.  It  is  often  negative  after  forty- 
eight  hours  and  sometimes  even  after  twenty- 
four  hours,  but  the  increase  of  serum  lipase  as 
determined  by  the  Cherry-Crandall5  technic 


usually  gives  positive  results  for  a considerably 
longer  period.  Comfort6  says  values  for  lipase 
remain  elevated  for  ten  to  fourteen  days,  but 
in  a mild  case  of  acute  pancreatic  disease,  I have 
observed  the  lipase  value  fall  to  normal  in  four 
days. 

There  is  widespread  ignorance  of  the  most 
characteristic  symptoms  of  carcinoma  of  the 
pancreas,  and  hence  the  diagnosis  is  needlessly 
missed  in  many  cases.  Berk,7  in  a comprehensive 
study  of  the  diagnostic  symptoms  of  this  disease, 
published  in  1941,  w’rote  as  follows:  “A  poll 
was  taken  among  120  recent  medically  trained 
persons  representing  34  medical  schools  on  the 
question  of  their  impressions  of  the  outstanding 
diagnostic  criterion  of  carcinoma  of  the  pancreas. 
Jaundice  wras  selected  by  92.5  per  cent  as  the 
outstanding  and  commonest  feature  of  the 
disease,  and  nearly  half  of  this  number  specified 
further  that  the  jaundice  w’as  painless.  Only 
2.5  per  cent  felt  that  pain  ranked  as  the  pre- 
dominant characteristic.”  Only  one  of  the  120 
men  recently  trained  in  clinical  medicine  thought 
that  loss  of  weight  had  the  chief  diagnostic 
significance. 

Now’  let  us  examine  the  facts.  Berk,  in  an 
analysis  of  nearly  600  cases  collected  from  the 
literature,  together  w'ith  34  of  his  own,  found 
that  loss  of  wreight  occurred  in  87.4  per  cent  of 
the  cases.  The  average  loss  of  weight  was  26.4 
pounds.  In  a series  of  1,181  cases,  pain  occurred 
at  some  time  in  the  course  of  the  disease  in 
76.4  per  cent  and  was  the  chief  symptom  of  which 
the  patient  complained  in  48.5  per  cent.  No 
less  than  31  per  cent  of  the  patients  did  not 
develop  jaundice  throughout  the  course  of  the 
disease,  and  it  wras  the  initial  symptom  in  only 
22  per  cent.  The  statistics  that  Berk  collected 
are  based  in  part  on  cases  in  which  the  diagnosis 
of  carcinoma  of  the  pancreas  w’as  made  by  sur- 
geons at  the  operation  table.  For  example,  in 
25  of  Berk’s  own  collection  of  34  cases  collected 
from  the  surgical  records  of  the  Graduate  Hos- 
pital of  the  University  of  Pennsylvania,  the 
diagnosis  was  based  on  findings  at  laparotomy, 
and  in  18  of  Futcher’s8  31  cases  observed  at  the 
Johns  Hopkins  Hospital,  and  in  17  of  Kiefer’s9 
33  cases  from  Peter  Bent  Brigham  Hospital  the 
diagnosis  wras  confirmed  by  operation  alone. 
More  trustworthy  conclusions  are  obtained  by 
a study  limited  to  the  cases  that  came  to  autopsy. 
There  are  two  reasons  for  this:  first,  there  is 
known  to  be  a considerable  percentage  of  the 
cases  of  carcinoma  of  the  pancreas  that  is  not 
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recognized  during  life,  and  exclusion  of  these  might 
introduce  a considerable  statistical  error.  Sec- 
ond, accurate  observations  at  operation  of  path- 
ologic conditions  in  the  region  of  the  pancreas 
cannot  often  be  made.  It  is  sometimes  im- 
possible to  recognize  a small  carcinoma  even  at 
autopsy  until  many  transverse  sections  are  made 
through  the  pancreas,  and  it  may  be  difficult 
to  distinguish  at  operation  between  a scirrhus 
carcinoma  and  chronic  interstitial  pancreatitis. 
Even  a biopsy  may  give  misleading  results,  as 
areas  of  chronic  pancreatitis,  probably  resulting 
from  occlusion  of  small  branches  of  the  pan- 
creatic duct,  may  form  a zone  outside  the  cancer 
and  a small  piece  of  tissue  removed  at  the  time 
of  operation  may  reveal  only  an  increase  in  con- 
nective tissue.  This  occurred  in  one  of  the  cases 
in  my  series.  The  surgeon  suspected  carcinoma 
but  the  pathologic  report  on  tissue  removed  at 
the  operation  was  chronic  pancreatitis.  The 
patient  died  within  a year,  and  the  autopsy  re- 
vealed a carcinoma  of  the  pancreas. 

The  most  recent  report  based  on  autopsy 
material  alone  is  that  of  Engleman.10  He  col- 
lected 53  cases  of  carcinoma  of  the  pancreas 
from  the  records  of  three  San  Francisco  Hos- 
pitals. He  found  that  24  patients,  or  45  per- 
cent, never  developed  jaundice  and  that  not  one 
of  these  cases  had  been  diagnosed  correctly 
during  life.  To  learn  more  about  the  clinical 
features  and  especially  to  study  the  cases  that 
do  not  become  jaundiced,  I have  examined  the 
autopsy  and  medical  records  of  the  Peter  Bent 
Brigham  Hospital  through  the  courtesy  of 
Dr.  S.  Burt  Wolbach,  pathologist,  and  Dr. 
George  W.  Thorn,  physician-in-chief  of  the 
hospital.  The  records  of  34  cases  that  came  to 
autopsy  from  1913  to  1937  have  been  analyzed, 
and  of  these,  12,  or  38  per  cent,  did  not  develop 
jaundice.  Ten  patients  had  jaundice  only  with- 
in the  last  six  weeks  of  life.  Hence,  22,  or  64.7 
per  cent  of  the  Brigham  series  either  did  not  have 
jaundice  at  all  or  had  it  only  shortly  before  death. 
Only  6 patients,  or  18  per  cent,  had  painless 
jaundice,  while  three  times  as  many  had  painful 
jaundice.  Eighty-nine  per  cent  showed  marked 
loss  of  weight  and  pain  was  the  chief  symptom 
in  46  per  cent. 

The  most  common  initial  symptom  of  wdiich 
the  patient  complained  was  abdominal  pain. 
This  was  present  in  39  per  cent  of  the  Brigham 
cases,  juandice  in  26  per  cent,  and  weakness  and 
loss  of  weight  each  in  13  per  cent.  Loss  of 
weight,  disregarded  or  unnoticed,  often  preceded 
the  pain  or  juandice,  which  were  the  symptoms 
that  caused  the  patients  to  seek  medical  aid. 
One  patient  had  lost  50  pounds  over  a period  of 
four  months  but  had  been  jaundiced  only  twro 
weeks  at  the  time  of  admission  to  the  hospital. 


Another  patient  lost  84  pounds.  Nausea  and 
vomiting  occurred  in  nearly  half  the  cases.  Con- 
stipation was  the  rule.  From  this  the  conclusion 
is  justified  that  in  most  cases  of  cancer  of  the 
pancreas  enough  pancreatic  juice  enters  the  in- 
testine to  digest  the  fat  and  protein  of  the  food. 
But  as  the  disease  progresses,  more  and  more  pan- 
creatic juice  is  excluded  by  gradual  occlusion  of 
the  pancreatic  ducts  and  their  branches.  When, 
as  a result,  defective  pancreatic  digestion  occurs, 
the  stools  yield  information  of  great  diagnostic 
value.  Rarely,  even  in  the  leading  hospital 
clinics,  are  the  stools  adequately  examined.  As 
data  have  been  lacking,  no  statistical  study  deals 
adequately  wdth  the  aid  that  may  be  furnished 
by  the  examination  of  the  stools.  When  pan- 
creatic digestion  is  definitely  impaired,  the  stools 
become  bulky,  more  numerous,  and  fight-colored. 
In  some  cases,  the  color  is  almost  white,  regard- 
less of  the  presence  of  bile  in  normal  quantity. 
On  the  standard  Schmidt  diet,  the  weight  of  the 
feces  excreted  in  health  does  not  average  over 
18  Gm.  a day,  when  dried,  while  in  my  cases  with 
pancreatic  juice  largely  excluded  from  the  in- 
testines, the  weight  of  the  dried  stools  wras  100 
Gm.  or  more  a day,  an  increase  of  at  least  five 
times  the  normal  amount.  In  the  recognition  of 
pancreatic  insufficiency,  more  important  than  an 
excess  of  fat  is  the  presence  of  undigested  muscle 
fibers  wdiich  are  easily  recognized  under  the 
microscope  by  their  square  ends,  sharp  angles, 
and  w*ell-preserved  striations.  Their  presence 
in  the  feces  in  considerable  number  means  pan- 
creatic disease  in  the  vast  majority  of  cases. 
In  some  cases  of  diarrhea,  the  movement  of  food 
through  the  small  intestine  may  be  so  rapid  that 
digestion  of  muscle  fiber  does  not  take  place. 
This  is  rare.  Personally,  I have  observed  only 
one  case  of  nonpancreatic  diarrhea  in  which  many 
undigested  muscle  fibers  were  present  in  the 
stools.  It  was  seventy-nine  years  ago  that 
Fles,11  a Dutch  physician,  wrote  that  he  found 
large  numbers  of  undigested  muscle  fibers  in  a 
case  of  extreme  atrophy  of  the  pancreas.  Fried- 
reich12 cited  this  observation  in  his  monograph 
on  diseases  of  the  pancreas,  which  was  published 
fourteen  years  later  in  von  Ziemssen’s  widely 
circulated  system  of  medicine,  and  stated  that 
it  “is  worthy  of  every  consideration  and  may  per- 
haps prove  of  diagnostic  value.”  Very  little 
attention  was  paid  to  Friedreich’s  suggestion, 
for  Fitz,13  wTiting  nearly  thirty  years  later  in 
1903,  w^as  able  to  find  in  the  literature  only  8 cases 
of  proved  pancreatic  disease  in  which  the  stools 
had  been  carefully  examined  microscopically. 
Although  Fitz  himself  held  that  “little  clinical  evi- 
dence has  been  offered  that  this  sign  is  likely  to 
prove  of  especial  value,”  examination  of  the 
table  that  he  constructed  shows  that  while  3 of 
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the  8 patients  did  not  pass  fatty  stools,  undigested 
muscle  fibers  were  present  in  every  case.  Re- 
peatedly during  the  past  forty  years,  I have  ob- 
served the  presence  of  undigested  muscle  fibers 
in  the  feces  both  of  patients  and  of  dogs  whose 
pancreatic  ducts  were  occluded.  To  the  patho- 
logic condition  characterized  by  the  presence 
of  many  muscle  fibers  in  the  stools,  Ehrmann14 
has  given  the  name  “creatorrhea.”  I wish  to 
emphasize  the  great  diagnostic  value  of  this  sim- 
ple examination  which  has  suffered  such  un- 
merited neglect.  By  means  of  it,  the  fatty 
stools  so  characteristic  of  sprue  can  be  easily 
distinguished  from  those  of  pancreatic  disease, 
for  in  the  sprue  the  muscle  fibers  are  well  digested, 
as  they  are  in  the  fatty  stools  of  obstructive 
jaundice  when  the  pancreas  is  not  involved. 

In  addition  to  the  microscopic  examination  of 
the  stools,  if  laboratory  facilities  are  available, 
the  quantity  of  nitrogen  in  the  dried  feces  should 
be  determined  in  cases  of  suspected  chronic 
pancreatic  disease.  In  an  earlier  paper,15  I 
presented  absorption  studies  in  cases  of  cancer 
of  the  pancreas  which  showed  definitely  that  the 
weight  of  the  feces  in  cases  of  obstruction  of  the 
pancreatic  ducts  was  greater  than  in  any  other 
disease.  I stated  that  our  observations  showed 
that  “faulty  absorption  of  nitrogen  is  of  greater 
value  in  the  recognition  of  pancreatic  disease 
than  is  the  faulty  absorption  of  fat.  In  the  other 
forms  of  steatorrhea  studied,  the  loss  of  fat  to  the 
body  is  not  associated  with  so  marked  a loss  of 
nitrogen.”  That  the  increase  in  the  amount  of 
nitrogen  in  the  feces  should  be  of  great  help  in 
the  recognition  of  pancreatic  disease  was  first 
clearly  recognized  by  Thaysen,16  who  concluded 
from  his  studies  that  a daily  excretion  of  more 
than  3 Gm.  of  nitrogen  in  the  feces  was  good 
evidence  of  pancreatic  disease.  I think  this 
statement  is  correct.  In  1912,  I17  published  the 
data  of  a case  of  total  obstruction  of  the  pan- 
creatic duct  studied  by  Morrison  and  myself. 
We  made  a three-day  experiment  with  the  patient 
on  the  Schmidt  diet.  The  weight  of  the  dried 
feces  was  438  Gm.,  and  the  percentage  of  nitro- 
gen was  5.8  per  cent,  or  22.5  Gm.  Hence,  the 
daily  excretion  of  nitrogen  was  8.4  Gm. 

In  slight  obstruction  of  the  pancreatic  ducts, 
the  amount  of  nitrogen  in  the  feces  may  be 
within  normal  limits,  and  yet  the  secretin  test 
may  reveal  disturbance  of  pancreatic  secretion. 
For  example,  the  feces  of  Mrs.  A.  B.,  a patient 
with  cancer  of  the  pancreas,  contained  only  1.9 
Gm.  of  nitrogen  when  she  was  on  the  Schmidt 
test  diet,  but  the  duodenal  secretion  after  in- 
travenous injection  of  secretin  was  abnormally 
low  in  sodium  bicarbonate  and  enzymes.  In 
another  case,  increase  of  serum  lipase  and  di- 
astase indicated  pancreatic  disturbance,  which 


was  confirmed  by  operation,  but  there  were  no 
undigested  muscle  fibers  seen  in  the  feces  when 
the  patient  was  on  the  Schmidt  diet  and  the 
daily  quantity  of  nitrogen  eliminated  in  the 
stools  was  only  1.1  Gm.  These  2 cases  demon- 
strate that  mild  disturbances  of  pancreatic 
secretion  can  be  recognized  by  the  secretin  and 
serum  lipase  tests  when  the  nitrogen  absorption 
is  normal. 

The  presence  of  occult  blood  in  repeated 
examinations  of  the  stools  is  common  in  cancer 
of  the  pancreas  and  has  frequently  led  to  errors  in 
diagnosis.  In  a series  of  424  cases  collected  by 
Berk,7  blood  was  found  in  the  stools  in  27.5  per 
cent  and  in  37  per  cent  of  Kiefer’s  cases.9  In  the 
absence  of  jaundice  or  any  other  explanation, 
gastrointestinal  bleeding  was  present  in  7 of 
Engleman’s  53  cases,  or  13.2  per  cent.  Engle- 
man10  points  out  that  this  sign  was  invariably 
misleading  as  “tentative  diagnoses  in  these  cases 
were  limited  exclusively  to  pathologic  con- 
ditions in  the  gastrointestinal  tract,  despite 
negative  x-ray  findings.” 

The  chief  clinical  features  of  carcinoma  of  the 
pancreas  can  be  briefly  stated.  It  is  a disease 
of  old  men,  the  average  age  in  the  Brigham  series 
being  57  years,  with  85  per  cent  men.  It  is  a 
disease  of  short  duration  (present  series  five  and 
four-tenths  months,  Engleman’s  six  months, 
Berk’s  collection  seven  and  one-tenth  months). 
Great  loss  of  weight  (81  per  cent  in  our  series) 
and  pain  (59  per  cent)  are  the  chief  symptoms. 
The  pain  is  not  characteristic.  It  may  be  dull 
or  sharp,  continuous  or  intermittent,  and  al- 
though usually  located  in  the  epigastrium,  may  be 
not  only  in  any  part  of  the  abdomen — even  in  the 
chest.  Pain  across  the  back  may  be  a prominent 
feature.  The  pain  bears  no  relation  to  meals  and 
is  often  increased  when  the  patient  lies  down. 
That  the  combination  of  abdominal  pain  and 
progressive  loss  of  weight  in  the  absence  of  other 
symptoms  should  suggest  cancer  of  the  pancreas 
is  not  new.  Pemberton18  wrote  over  a hundred 
years  ago  that  “in  all  cases  of  diseased  pancreas 
which  have  fallen  under  my  notice  after  death, 
there  was  always  during  life  more  or  less  deep- 
seated  pain  in  the  region  of  the  stomach  and 
more  or  less  sickness,  with  emaciation.” 

Inasmuch  as  loss  of  weight  and  chronic  ab- 
dominal pain  of  indefinite  character  are  often 
the  only  early  symptoms  of  cancer  of  the  pan- 
creas, it  is  not  surprising  that  when  the  physical 
and  gastrointestinal  examinations  reveal  nothing 
abnormal,  the  mistaken  diagnosis  of  anxiety 
neurosis  or  intestinal  neurosis  is  often  made. 
This  is  more  excusable  when  symptoms  of  psychic 
origin  are  present.  It  was  Yaskin19  who  first 
called  attention  to  nervous  symptoms  as  the 
earliest  manifestations  of  carcinoma  of  the 
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pancreas.  In  1931,  he  reported  3 cases  that  came 
to  operation  in  which  “depression  with  crying 
spells,  anxiety,  insomnia,  anorexia,  loss  of  weight” 
were  observed.  Dunphy20  has  emphasized  the 
danger  of  mistaking  an  early  case  of  cancer  of 
the  pancreas  for  a neurosis  and  reports  an  in- 
structive illustration. 

Until  aware  that  great  loss  of  weight  should 
always  suggest  the  possibility  of  cancer  of  the 
pancreas,  my  associates  and  I made  the  humiliat- 
ing mistake  of  sending  at  least  5 patients  with 
early  cancer  of  the  pancreas  back  to  the  physi- 
cians who  had  referred  them  to  us  either  with  no 
diagnosis  or  with  the  diagnosis  of  anxiety  neuro- 
sis. “None  of  these  was  jaundiced  and  none 
had  bulky,  light-colored  stools.  Glycosuria 
was  not  present.  X-ray  studies  of  the  gastro- 
intestinal tract  were  negative.  One  patient  had 
indefinite  abdominal  pain;  the  others  did  not. 
All  had  a striking  loss  of  weight  from  15  to  41 
pounds.” 

Up  to  this  point  we  have  dealt  with  the  clinical 
features  of  pancreatic  disease,  and  it  must  be 
admitted  that  Wardell’s  statement,  made  in  1871, 
that  no  symptoms  have  been  discovered  that 
are  pathognomonic,  is  still  true.  The  striking 
advance  in  accuracy  of  diagnosis  is  due  to  the 
discovery  of  three  laboratory  tests. 

The  Diastase  Test 

An  increase  of  diastase  in  blood  serum  and  urine 
has  proved  of  the  greatest  value  in  the  diagnosis 
of  acute  edema  of  the  pancreas  and  acute  pan- 
creatic necrosis  (acute  pancreatitis).  As  this 
increase  appears  soon  after  the  ducts  in  dogs  are 
tied  or  the  pancreas  is  injured,  its  origin  is  the 
diastase  of  the  pancreatic  juice  that  has  escaped 
from  the  ducts  or  acinar  cells  into  the  lymph 
spaces  of  the  interstitial  tissue  of  the  gland,  from 
which  it  is  taken  up  by  the  lymphatics  or  capil- 
laries. It  should  be  emphasized  that  the  in- 
creased diastatic  activity  of  the  blood  bears  no 
relation  to  the  internal  secretion  of  the  pancreas 
or  to  intermediate  carbohydrate  metabolism 
(diabetes  mellitus).  I was  surprised  when  I was 
told  that  there  is  much  confusion  in  regard  to 
this,  but  the  view  was  confirmed  when  a patient 
with  severe  epigastric  pain,  which  I had  recog- 
nized, by  means  of  the  diastase  test,  as  being  due 
to  acute  pancreatic  disease,  was  given  insulin 
by  the  attending  physician.  Thousands  of 
examinations  made  in  Europe  and  America  have 
proved  that  a marked  increase  of  diastase  in  blood 
or  urine  is  a definite  indication  of  pancreatic 
disease.  Elevated  values  in  the  serum  occur 
within  a few  hours  after  the  onset  of  acute  edema 
or  necrosis  of  the  pancreas.  The  discovery  that 
in  acute  pancreatic  necrosis,  the  diastase  in  the 
urine  was  increased  was  announced  by  Wohlge- 


muth as  early  as  1908,  but  nearly  a quarter  of  a 
century  passed  before  it  was  known  that  the 
increase  in  diastase  in  urine  and  blood  regularly 
present  at  the  onset  of  the  disease  might  fall  to 
normal  within  two  or  three  days.  Credit  for 
this  important  discovery  belongs  to  Skoog.22 
Years  passed  before  it  became  generally  known, 
for  Skoog  published  his  work  in  a small  city  in 
Sweden  and  not  in  a journal  but  in  pamphlet 
form.  Maximum  values  of  diastase  are  usually, 
if  not  always,  obtained  within  the  first  twelve 
hours.  In  exceptional  cases,  the  drop  to  almost 
a normal  level  may  occur  in  twenty-four  hours. 
Hence,  it  is  advisable  to  determine  the  diastase 
activity  in  all  cases  of  acute  abdominal  pain  as 
soon  after  admission  to  the  hospital  as  possible. 
Gray,  Probstein,  and  Heifetz23  report  a case  of 
acute  abdominal  pain  in  the  upper  abdomen  of 
one  day’s  duration.  The  blood  diastase  on 
admission  was  1,500  by  Somogyi’s  method,24 
which  is  a very  high  level.  The  following 
day  it  dropped  to  168,  a normal  value,  and 
the  pain  had  almost  disappeared.  We  have 
abandoned  the  use  of  the  Wohlgemuth  method 
for  the  more  accurate  one  of  Somogyi,  which, 
like  that  of  Wohlgemuth,  can  be  completed  within 
an  hour.  Only  fresh  urine  should  be  employed 
for  the  test  because  the  diastase  activity  falls 
rapidty  when  the  urine  is  allowed  to  stand.  It 
is  important  to  repeat  the  examination  of  the 
urine  or  blood  every  day  if  the  first  value  ob- 
tained is  only  moderately  elevated.  A rapid 
drop  in  diastase  activity  gives  to  the  first  value 
added  significance.  The  increase  is  said  to 
persist  longer  in  the  urine  than  in  the  blood  but, 
on  the  other  hand,  in  a short  space  of  time  there 
may  be  greater  fluctuations  of  the  diastase  of  the 
urine  than  of  the  blood.  Recently,  I studied  a 
case  in  which  the  urine  that  was  passed  in  the 
early  morning  was  distinctly  elevated,  but  the 
next  specimen,  voided  a few  hours  later,  had  only 
normal  diastase  activity. 

Since  Zoepffel,26  in  1922,  described  4 cases  of 
acute  pancreatic  edema  which  he  had  observed 
at  operation,  a great  many  similar  cases  have 
been  recognized.  It  is  now  known  to  be  the 
most  common  disease  of  the  pancreas.  In  1933, 
Elman26  collected  37  cases  of  “acute  interstitial 
pancreatitis,”  as  he  termed  it,  including  4 of  his 
own.  In  all  of  them  edema,  swelling,  and 
induration  of  the  pancreas  were  demonstrated  at 
operation  but  without  any  evidence  of  hemor- 
rhage, necrosis,  or  suppuration  of  the  gland. 
Without  the  diastase  test,  the  recognition  of  these 
cases  is  impossible  prior  to  operation.  By  means 
of  it,  an  exact  diagnosis  of  the  transient  pancreatic 
disease  can  be  made  and  needless  operation 
avoided.  The  frequency  of  this  disease,  when 
sought  for  systematically,  is  indicated  by  the 
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records  of  the  Jewish  and  City  Hospitals  of 
St.  Louis,  where  21  cases  were  recognized,  with 
the  aid  of  Somogyi’s  diastase  method,23  during  a 
period  of  three  years. 

How  often  the  disease  is  overlooked  is  indi- 
cated by  my  personal  experience.  Bearing  the 
possibility  of  this  acute  pancreatic  disease  in 
mind,  I have  had  the  diastase  value  determined 
in  3 successive  cases  of  severe  acute  upper  ab- 
dominal pain  which  I have  seen  during  the  attack, 
and  in  all  of  them  elevated  diastase  values  proved 
that  transient  disease  of  the  pancreas  was  the 
cause  of  the  pain.  In  each  case,  a subsequent 
determination  of  the  diastase  activity  on  the  fol- 
lowing day  showed  a marked  drop . Occasionally, 
we  have  found  an  increase  of  diastase  in  cancer 
of  the  pancreas  and  in  chronic  pancreatitis,  and 
when  it  is  present,  it  is  a valuable  aid  in  the 
diagnosis  of  these  diseases  which  so  often  escape 
recognition  during  life.  Wakefield27  and  his 
coworkers  found  the  serum  diastase  increased 
in  19  per  cent  of  their  cases  of  carcinoma  of  the 
pancreas,  but  Comfort  found  an  increase  in 
only  8 per  cent.28 

The  Lipase  Test 

Fortunately,  we  have  in  the  Cherry-Crandall5 
test  for  serum  lipase,  using  olive  oil  as  a sub- 
strate, a trustworthy  means  for  detecting  most 
cases  of  acute  pancreatic  disease  and  many  cases 
of  cancer  of  the  pancreas.  Earlier  attempts  to 
achieve  this  end  by  determining  the  amount  of 
esterase  were  unsuccessful.  In  unpublished 
experiments,  we  found  no  increase  in  the  esterase 
in  the  blood  after  tying  the  pancreatic  ducts  of 
dogs,  but  we  did  find  a marked  increase  in  the 
lipase. 

Johnson  and  Bockus29  have  published  recently 
the  results  of  their  experience  with  this  serum 
lipase  test,  which  is  by  far  the  largest  ever  re- 
ported. During  a period  of  six  years,  they  made 
1,200  determinations  on  800  patients.  The 
results  of  the  test  are  expressed  in  cubic  centi- 
meters of  one-twentieth  normal  sodium  hy- 
droxide. They  state  definitely  that  normal 
values  are  below  1 cc.  and  that  abnormal  values 
range  from  1 to  10  cc.  Comfort  and  Osterberg,30 
in  a study  of  a group  of  75  healthy  persons, 
found  only  one  with  a lipase  value  of  more  than 
1 cc.  They  believe  that  1.5  cc.  per  cubic  centi- 
meter of  serum  should  be  taken  as  the  high  limit 
of  normal,  although  they  admit  that  any  value 
greater  than  1 cc.  must  be  looked  upon  as  a 
possible  indication  of  pancreatic  disease. 

In  our  clinic,  a value  of  1.5  cc.  has  been  obtained 
only  once  in  a case  in  which  the  evidence  did  not 
clearly  point  to  pancreatic  disease,  and  in  this 
single  exception,  the  possibility  of  carcinoma 
of  the  pancreas  cannot  be  excluded.  J.  K., 


aged  66,  had  lost  about  25  pounds  in  weight 
within  three  months.  He  had  vague  recurrent 
pain  limited  to  the  right  side  of  the  abdomen, 
most  marked  in  the  right  lower  quadrant.  The 
stools  contained  occult  blood.  The  sedimenta- 
tion rate  was  82  mm.  in  one  hour  (Westergren). 
When  he  entered  the  hospital,  he  had  a large 
tumor  attached  to  the  ribs  in  the  lower  right 
lateral  region  of  the  chest.  Tissue  obtained  by 
biopsy  was  reported  as  a metastatic  adeno- 
carcinoma with  a duct-like  arrangement  of  the 
cells  in  a few  places.  It  was  suggested  in  the 
pathologic  report  that  the  primary  growth  might 
be  in  the  pancreatic  ducts  or  biliary  system. 
He  died  several  months  after  leaving  the  hos- 
pital, and  the  autopsy  was  performed  in  a city 
in  another  state.  We  were  told  that  the  autopsy 
revealed  metastases  in  many  bones  and  in  the 
kidney  and  liver,  but  the  primary  tumor  was  not 
discovered.  The  pathologist  reported  that  he 
made  a number  of  sections  of  the  pancreas  and 
found  it  normal. 

The  following  case  from  the  autopsy  records  of 
the  Peter  Bent  Brigham  Hospital  shows  what 
careful  search  may  be  necessary  to  reveal  a 
primary  cancer  of  the  pancreas. 

Autopsy  No.  A-37-30. — The  body  was  that  of  an 
old  man,  aged  80,  and  extremely  emaciated.  There 
were  metastases  in  the  supraclavicular  lymph 
nodes  and  mediastinum,  and  there  was  thrombosis 
of  the  superior  vena  cava  and  innominate  veins. 
The  report  read  as  follows:  “The  pancreas  weighs 
70  Gm.  It  is  of  unusual  size,  shape,  and  consistency. 
Nothing  unusual  is  noted  on  palpation  of  the  organ 
even  after  removal  of  the  adjacent  fat  and  connec- 
tive tissue.  On  section  of  the  extreme  tip  of  the 
tail  is  a tumor  1.5  cm.  in  diameter.”  On  micro- 
scopic examination,  it  proved  to  be  the  primary  can- 
cer. 

In  the  light  of  this  and  similar  cases,  it  is 
possible  that  a small  cancer  of  the  pancreas  may 
have  been  overlooked  at  the  autopsy  on  our 
patient,  J.  K. 

Johnson  and  Bockus29  obtained  a serum  lipase 
value  above  1 cc.  in  17  cases  (81  per  cent)  of 
acute  pancreatic  disease  and  in  16  cases  (53.3 
per  cent)  of  cancer  of  the  pancreas. 

The  advantage  of  the  diastase  test  in  acute 
pancreatic  disease  is  that  it  can  be  performed  in 
from  one  hour  to  an  hour  and  a quarter.  The 
short  time  required  is  important,  for  speed  in 
diagnosis  is  necessary  in  order  to  distinguish  the 
disease  from  other  acute  abdominal  conditions 
in  which  an  operation  should  be  performed  with- 
out delay.  On  the  other  hand,  the  serum  lipase 
test  may  still  be  positive  when  the  diastase  value 
has  already  fallen  to  normal.  In  cancer  of  the 
pancreas,  the  serum  lipase  test  has  the  advantage 
because  it  is  positive  in  a much  larger  percentage 
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of  cases  than  the  diastase  test.  It  is  the  custom 
in  our  clinic  to  perform  both  the  serum  lipase 
and  serum  diastase  tests  and  also  to  determine 
the  diastase  value  of  the  urine. 

The  importance  of  doing  both  tests  is  shown 
in  the  following  case. 

Miss  E.  M.  R.,  aged  41,  previously  healthy,  was 
seized  about  11:00  p.m.  with  severe,  steady,  dull 
pain  in  the  left  upper  quadrant  of  the  abdomen, 
radiating  backward  to  the  left  infrascapular  region. 
During  the  night  she  took  10  or  12  tablets  containing 
aspirin  and  acephenetidin,  an  indication  of  the 
severity  of  the  pain.  When  I saw  her  the  follow- 
ing morning,  her  temperature  was  103  F.,  respira- 
tions 11,  pulse  120.  The  abdomen  was  soft.  She 
located  the  pain  below  the  left  costal  border  over  an 
area  about  5 cm.  in  size.  Its  outer  border  was  in- 
side the  midclavicular  line.  There  was  no  tenderness 
over  the  painful  area  on  light  palpation,  but  deep 
palpation  elicited  severe  pain.  The  urine  voided 
that  morning  contained  720  Somogyi  units  and  64 
units  by  the  Wohlgemuth  method.  The  elevated 
diastase  value  suggested  acute  pancreatic  disease, 
but  it  was  not  high  enough  to  be  conclusive  evi- 
dence. The  pain  ceased  during  the  day.  The  fol- 
lowing morning,  the  second  day  of  the  illness,  the 
urine  diastase  had  fallen  to  a low  normal  and  al- 
though the  patient  had  been  ill  for  only  thirty-four 
hours,  the  serum  diastase  was  only  140  Somogyi 
units.  (The  upper  limit  of  normal,  according  to 
Somogyi,  is  150  units.)  The  serum  lipase,  however, 
in  the  same  specimen  of  blood  was  2.2  cc.  N/20 
NaOH,  or  more  than  twice  the  normal. 

The  Secretin  Test 

The  introduction  of  this  test  in  its  improved 
form  marks  the  greatest  advance  in  the  diagnosis 
of  chronic  pancreatic  disease.  Credit  for  its 
development  belongs  to  the  Swedish  chemist, 
Hammarsten,31  and  to  the  Swedish  clinicians, 
Agren  and  Lagerlof.32  Pioneer  studies  of  the 
response  to  secretin  had  previously  been  made 
by  Chiray33  and  his  associates  in  France  and  by 
Voegtlin,  Greengard,  and  Ivy34  in  this  country. 
Unfortunately,  these  investigators  employed  a 
single  duodenal  tube  and  as  a result  they  obtained 
duodenal  contents  often  admixed  with  a varying 
amount  of  gastric  juice.  The  presence  of  gastric 
juice  in  the  duodenum  had  a twofold  action. 
It  stimulated  the  secretion  of  pancreatic  juice 
and  at  the  same  time  diluted  the  contents  of  the 
duodenum.  As  early  as  1922,  three  British 
physiologists,  Lim,  Matheson,  and  Schlapp35 
were  able  to  obtain  the  separate  and  continuous 
collection  of  gastric  and  pancreatic  secretions  by 
employing  a suction  pump  connected  with  two 
tubes,  one  in  the  stomach  and  the  other  in  the 
duodenum.  Agren  and  Lagerlof  devised  a 
double-barrelled  gastroduodenal  tube  and  col- 
lected the  unmixed  gastric  and  duodenal  contents 
with  the  aid  of  continuous  suction.  Thanks  to 


Hammarsten’s  discovery  of  a method  of  isolating 
secretin  as  a crystalline  product  from  the  in- 
testinal mucous  membrane,  Agren  and  Lagerlof 
had  a purer  secretin  for  their  studies  than 
previous  investigators  had  had  and  one  that 
produced  no  unfavorable  reactions  even  when 
injected  repeatedly  into  the  same  person. 

The  results  obtained  by  the  Swedish  investi- 
gators with  their  new  test  were  first  confirmed  in 
this  country  by  Diamond36  and  his  coworkers, 
using  the  same  secretin  and  the  same  technic. 

During  the  past  four  years  my  associates  and 
I have  employed  the  test  in  120  cases.  Unfor- 
tunately, the  secretin  is  not  yet  made  in  America. 
It  can  be  obtained  from  an  American  firm  that 
imports  it  from  Sweden,  but  is  too  expensive  to 
be  used  as  a routine  test.  It  is  hoped  that  this 
important  diagnostic  agent  will  soon  be  made 
in  America  and  that  it  will  be  available  at  a much 
lower  cost.  The  position  of  the  tube  in  the  duo- 
denum is  determined  with  the  fluoroscope.  Fluid 
is  withdrawn  under  a negative  pressure  of  20  to 
40  mm.  In  twenty  minutes,  the  average  amount 
of  secretion  produced  by  the  mechanical  stimula- 
tion of  the  tube  in  the  duodenum  is  about  20  cc., 
but  it  varies  greatly  in  individual  subjects.  The 
secretin  is  injected  intravenously,  and  within  a 
minute  or  two,  the  increased  flow  of  pancreatic 
juice  begins  and  rapidly  increases  if  the  pan- 
creas is  normal.  In  our  latest  series  of  cases,  the 
average  amount  obtained  in  ten  minutes  was 
nearly  40  cc.  and  in  one  hour  200  cc.  It  is 
remarkable  that  the  stimulation  of  the  pancreas 
by  a single  injection  of  secretin  should  produce 
such  a profuse  secretion.  The  largest  volume 
secreted  in  an  hour  was  264  cc.  and,  in  one  in- 
stance, 100  cc.  in  ten  minutes 
f Our  experience  has  demonstrated  the  great 
value  of  the  test.  We  have  found  that  decreased 
pancreatic  secretion  cannot  only  be  detected, 
but  can  also  be  measured  by  determining  the 
amount  of  sodium  bicarbonate  secreted  in  a unit 
of  time  (one  hour).  This  can  be  done  by  simple 
titration.  If  the  decrease  from  the  normal  is 
great,  we  know  that  a pancreatic  disorder  is 
present,  and  hence  it  is  not  necessary  to  measure 
the  enzymatic  activity  of  the  ferments,  which 
requires  chemical  skill  and  special  equipment. 
We  have  also  .clearly  demonstrated  that  the 
hydrogen  ion  concentration  is  no  safe  guide  to  the 
amount  of  alkali  secreted,  for  the  pH  may  be 
that  of  normal  pancreatic  juice  (7.6-8.4)  when 
the  sodium  bicarbonate  is  so  abnormally  low  as 
to  indicate  a serious  disturbance  of  the  pancreas. 

We  have  found,  furthermore,  that  in  case?  of 
carcinoma  of  the  pancreas,  the  analysis  of  the 
fasting  pancreatic  secretion  uncontaminated  by 
gastric  juice  may  not  deviate  from  the  normal 
in  alkalinity;  yet  in  these  cases,  the  intravenous 


October  1,  1943] 


PANCREATIC  DISEASE 


1853 


A 

i* 


it 

“a 


I 


injection  of  secretin  at  once  revealed  a marked 
diminution  of  the  secretion  of  sodium  bicar- 
bonate. The  enzyme  content  of  the  fasting 
contents  stimulated  only  by  the  presence  of  the 
duodenal  tube  may  be  suspiciously  low  in 
chronic  pancreatic  disease.  The  accompanying 
table  shows  the  average  enzyme  values  contained 
in  the  fasting  pancreatic  juice  in  5 cases  of  cancer 
of  the  pancreas  and  in  health  (Table  1) . It  is  pos- 
sible that  a study  of  more  cases  may  show  that  the 
decided  diminution  of  the  diastase  in  the  fasting 
duodenal  contents  in  our  cases  of  cancer  of  the 
pancreas  may  have  diagnostic  significance.  In 
no  instance  have  we  found  all  the  enzymes  or 
sodium  bicarbonate  entirely  absent  from  the 
duodenal  contents.  Hence,  total  obstruction 
of  the  pancreatic  ducts  did  not  occur  in  a single 
case  of  ours.  Neither  did  it  occur  in  any  of 
Lagerlof’s37  larger  series  and  one  can  infer  from 
these  findings  that  it  must  be  of  very  rare  oc- 
currence. But  occasionally,  the  volume  of  pan- 
creatic juice  secreted  on  secretin  stimulation  is 
very  little  and  the  amount  of  sodium  bicarbonate 
and  of  trypsin,  lipase,  and  diastase  is  greatly 
reduced.  In  such  a case,  pancreatic  digestion 
is  either  absent  or  markedly  impaired,  as  is 
revealed  by  food  absorption  studies.  In  2 speci- 
mens of  pancreatic  juice  from  one  case  of  the  120 
examined,  trypsin  was  entirely  absent  but  in  a 
third  fraction,  collected  twenty  minutes  later, 
a trace  was  present.  Lipase  and  diastase  have 
been  present  in  every  specimen  of  pancreatic 
juice  that  was  examined. 

The  external  secretion  of  the  pancreas  is 
stimulated  by  both  chemical  and  nervous  mecha- 
nisms. Secretin,  the  chemical  stimulant, 
produces  an  abundant,  watery  secretion,  rich 
in  sodium  bicarbonate  and  relatively  poor  in 
ferments.  Drugs  that  stimulate  the  pancreatic 
cells  by  way  of  the  vagus  produce  a pancreatic 
secretion  that  is  rich  in  ferments  but  poor  in 
sodium  bicarbonate.38  One  of  these  drugs  is 
mecholyl  chloride.  Comfort  and  Osterberg39 
have  used  this  drug  in  doses  of  15  mg.,  admin- 
istered subcutaneously,  as  a test  of  pancreatic 
function.  They  used  the  double-barrelled  gastro- 
duodenal tube  employed  in  the  secretin  test  and 
a negative  pressure  of  25  to  40  mm.  to  collect  the 
duodenal  contents  and  to  prevent  the  flow  of 
gastric  juice  into  the  duodenum.  In  a later  paper 
Comfort6  gave  the  results  of  the  mecholyl  test 
in  a definite  case  of  chronic  pancreatitis.  After 
stimulating  pancreatic  secretion  by  mecholyl, 
there  was  scanty  secretion  of  diastase  instead  of 
the  abundant  secretion  obtained  when  the  pan- 
creas is  normal.  They  state  that  in  this  case 
there  was  a hypersecretion  of  trypsin  and  lipase, 
and  also  a larger  volume  of  duodenal  contents. 
Moss  and  Freis40  showed  the  value  of  the  test  in 


TABLE  1 

Willstatter’s  methods  were  used  for  trypsin  and  diastase 
determinations,  N0rby’s  for  diastase,  Briggs’  for  phosphatase, 
and  van  der  Bergh’s  for  bilirubin. 


Duodenal  Secretion  Collected  in  Twenty  Minutes 
Without  Secretin  Stimulation 
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Control 

Cases 

5 Cases 
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Pancreas 

Volume 

12.2  cc. 

ll.2cc. 

Meq.  NaHC03 

25 

18 

CC.  N/10  NaHC0j 

2.9 

2.6 

Trypsin -Units  per  cc. 

0.51 

0.25 

Lipase 

0.38 

0.18 

Diastase 

16.7 

2.7 

Phosphatase-Bodansky  Units 

74 

73 

Bilirubin-  mg.% 

17 

0.3 

2 cases  of  pancreatic  lithiasis.  In 

both,  there 

was  a subnormal  output  of  diastase  and  lipase 
after  the  injection  of  mecholyl.  Table  2 gives 
the  results  that  we  obtained  in  one  of  our  cases 
of  carcinoma  of  the  pancreas  compared  with  the 
results  obtained  from  a person  with  a normal 
pancreas.  It  shows  the  striking  increase  in  the 
amount  of  trypsin,  diastase,  and  lipase  after 
vagus  stimulation  by  mecholyl  in  the  normal  case 
and  the  slight  response  in  the  patient  with  can- 
cer of  the  pancreas. 

In  view  of  the  expense  of  secretin  and  the 
difficulty  in  obtaining  a supply,  it  is  urged  that 
the  mecholyl  test  be  widely  employed,  for  it 
promises  to  be  of  important  diagnostic  value  in 
the  recognition  of  carcinoma  of  the  pancreas  and 
of  chronic  interstitial  pancreatitis. 

Increased  Importance  of  Early  Diagnosis 

Up  to  1930,  early  operation  in  acute  pancreatic 
necrosis  (acute  pancreatitis)  was  generally  ad- 
vocated. Since  that  date,  however,  many 
surgeons  in  Europe  and  America  have  presented 
convincing  evidence  in  favor  of  conservative 
treatment.  In  an  earlier  paper,41 1 presented  the 
figures  from  a number  of  clinics  which  showed 
that  the  death  rate  had  been  reduced  thereby 
from  more  than  50  per  cent  to  25  per  cent  and 
in  some  clinics  even  less.  Since  my  paper  was 
published,  additional  evidence  against  operation 
in  acute  pancreatic  necrosis  has  been  collected. 
This  discovery  that  lives  can  be  saved  by  the  sur- 
geon if  he  refuses  to  operate  needs  to  be  spread 
abroad  more  widely.  In  the  latest  edition  of  a 
standard  textbook  of  surgery  the  old  teaching 
that  early  operation  is  indicated  in  acute  pan- 
creatitis is  still  advocated. 

The  importance  of  early  diagnosis  in  cancer 
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TABLE  2 

Fifteen  cc.  of  mecholyl  chloride  (acetyl-beta-methylcholine  chloride)  were  injected  subcutaneously.  For  determining  trypsin 
and  lipase  in  the  duodenal  contents,  Willstatter’s  methods  were  used  and  N^rby’s  for  diastase,  Briggs’  method  for  phos- 
phatase measured  in  Bodansky  units,  and  van  der  Bergh’s  for  bilirubin. 
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of  the  pancreas  has  been  increased  since  it  has 
been  shown  that  life  can  be  prolonged  and  suffer- 
ing lessened  by  surgical  treatment.  The  obstruc- 
tive jaundice  which  develops  in  the  course  of  the 
disease  often  leads  to  hepatic  intoxication  and 
death.  This  can  be  overcome  by  a cholecysto- 
jejunostomy.  In  most  cases,  this  is  the  operation 
of  choice  as  metastases  develop  early  in  the 
disease. 

Credit  belongs  to  Whipple  for  demonstrating 
that  the  removal  of  the  head  of  the  pancreas  and 
the  second  portion  of  the  duodenum  is  a prac- 
tical procedure  in  selected  cases  of  cancer  of  the 
pancreas.  Whipple42  has  had  5 patients  who  sur- 
vived from  five  to  twenty-eight  months  after 
this  radical  operation.  This  is  a definite  pro- 
longation of  life,  for  the  average  duration  of  the 
disease,  as  shown  earlier  in  this  paper,  is  seven 
months  or  less.  Whipple  does  not  provide  for 
the  entrance  of  pancreatic  juice  into  the  intestine. 
Fortunately,  communications  usually  develop 
between  the  stump  of  the  pancreas  and  the  in- 
testine, and  thereby  pancreatic  digestion  is 
preserved.  Lamson,  Marks,  and  I4:<  demon- 
strated in  dogs  as  early  as  1909  that  if  all  the 
pancreatic  juice  is  permanently  excluded  from  the 
intestine,  the  animal  loses  weight  rapidly  and  the 
stools  become  bulky  and  increase  in  number. 
They  contain  much  fat,  and  undigested  meat 
fibers  appear  in  great  number  when  the  dog 
is  fed  meat.  Our  work  has  been  confirmed,  and 
I have  made  similar  observations  on  patients 
in  whom  the  pancreatic  ducts  were  completely 
occluded.  In  the  Frank  Billings  Lecture,44  read 
in  June,  1942,  at  the  session  of  the  American 
Medical  Association,  I stated  that  “it  will  prob- 
ably be  found  wise  to  implant  the  stump  of  the 
pancreas  into  the  wall  of  the  stomach  or  jejunum, 


as  it  is  certain  that  the  essential  pancreatic 
juice  will  not  find  its  way  from  the  pancreas  to 
intestine  in  all  cases.”  This  prediction  was 
verified  sooner  than  I expected,  for  only  two 
months  later,  Dennis45  reported  a case  from 
Wangensteen's  clinic  of  carcinoma  of  the  pan- 
creas in  which  a modified  Whipple  operation  had 
been  performed.  Soon  afterwards,  the  patient  I 
began  to  lose  weight  and  to  pass  “bulky,  fatty, 
strong-smelling  stools.”  Chemical  studies 
showed  that  only  60  per  cent  of  the  fat  of  the 
food  was  absorbed. 

Summary 

Marked  loss  of  weight  and  recurrent  pain  are 
the  most  common  symptoms  in  carcinoma  of  the 
pancreas.  The  pain  is  not  confined  to  the  epi- 
gastrium but  may  involve  any  part  of  the  ab- 
domen and  may  be  severe  in  the  back. 

More  attention  should  be  paid  to  the  search 
for  undigested  muscle  fibers  in  the  stools.  Unless 
there  is  greatly  accelerated  passage  of  food 
through  the  intestine,  the  presence  in  the  feces  ! 
of  a considerable  number  of  undigested  muscle  i 
fibers  is  a definite  indication  of  diminished  pan- 
creatic; digestion  and  lienee  of  pancreatic  disease. 
In  addition,  if  chemical  facilities  are  available, 
the  nitrogen  output  in  the  feces  should  be  deter- 
mined because  the  daily  amount  is  increased  four 
to  eight  times  the  normal  when  the  pancreatic 
ducts  are  occluded.  A marked  increase  of 
serum  diastase  and  of  diastase  in  the  urine  regu- 
larly occurs  at  the  onset  of  acute  pancreatic 
edema  and  of  acute  pancreatic  necrosis  and  is  of 
great  diagnostic  value.  The  amount  of  these 
ferments  declines  rapidly  and  may  fall  to  the 
normal  in  forty-eight  or  even  thirty-six  hours, 
even  when  the  disease  is  progressive.  The  uri- 
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J nary  diastase  may  be  found  increased  after  the 
«■  blood  diastase  has  dropped  to  normal. 

A marked  increase  of  serum  lipase  occurs  early 
in  acute  pancreatic  disease  and  may  equal  in 
diagnostic  value  the  increase  in  diastase,  but  the 
test  has  not  yet  been  employed  in  a sufficient 
number  of  cases  to  permit  a definite  statement 
as  to  its  importance  when  compared  with  the 
diastase  determination.  A diastase  determina- 
tion has  the  advantage  over  the  serum  lipase 
determination  in  that  it  can  be  performed  within 
i an  hour  to  an  hour  and  a quarter  while  the  serum 
lipase  values  cannot  be  estimated  in  less  than 
twenty-four  hours.  It  is  important  to  make  a 
[ series  of  daily  determinations  as  a fall  in  the 
amount  gives  early  moderate  increases  of  en- 
> zyme  value  additional  diagnostic  significance. 

The  serum  lipase  is  frequently  increased  in 
cancer  of  the  pancreas  and  the  serum  and  urinary 
t diastase  are  occasionally  increased. 

The  secretin  test  is  of  great  value  in  the 
diagnosis  of  chronic  pancreatic  disease,  even  in 
cases  in  which  the  stools  are  normal.  If  secretin 
is  not  available,  the  mecholyl  test  should  be 
! employed. 

The  importance  of  early  diagnosis  in  acute 
pancreatic  disease  has  been  increased  since  the 
discovery  that  operation,  even  in  severe  cases,  is 
unwarranted.  The  importance  of  early  diagnosis 
in  cancer  of  the  pancreas  has  been  increased 
since  it  has  been  shown  that  life  can  be  prolonged 
1 and  suffering  lessened  by  operation. 
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LOSS  OF  AN  ARM  OR  LEG  IN  WAR  NOT  A DISASTER 


Teaching  by  example  is  the  most  effective  means 
of  restoring  the  courage  and  self-confidence  of  the 
war  wounded  who  have  lost  a limb  in  the  present 
conflict,  J.  P.  McEvoy,  of  New  York,  asserts  in 
Hygeia , The  Health  Magazine , for  August.  Most 
men  who  think  that  they  are  permanently  in- 
capacitated as  the  result  of  the  loss  of  an  arm  or 
leg  find  new  hope  in  the  fact  that  others  who  have 
suffered  a similar  disaster  have,  by  the  use  of  an 
artificial  limb  and  a determination  to  overcome 
their  handicap,  become  self-reliant  and  their  in- 
jury almost  unnoticeable. 

Explaining  the  importance  of  this  problem  among 
the  war  wounded,  Mr.  McEvoy  declares  that  while 
“actual  figures  are  a military  secret,  it  is  unofficially 


admitted  that  two-thirds  of  our  war  wounded  now 
coming  back  from  the  battle  zone  are  ‘amputees.’ 
The  biggest  percentage  of  these  have  lost  one  leg, 
usually  the  right  one.  There  are  two  or  three  times 
as  many  leg  casualties  as  arm,  the  result  mostly  of 
the  fiendishly  perfected  land  mines  in  this  con- 
flict  

“It  is  only  natural  for  a boy  who  has  lost  a limb 
to  feel  that  this  is  a rare  disaster,  but  there  were 
4,403  ‘amputees’  from  the  last  war,  and  even  in 
normal  times  as  many  as  10,000  lose  arms  or  legs 
annually  in  this  country  from  automobile  and  rail- 
road accidents  and  infectious  diseases.  All  told, 
there  are  approximately  350,000  legless  or  armless 
people  in  the  United  States ” 


SURGICAL  THERAPY  FOR  THE  PATENT  DUCTUS  ARTERIOSUS 

Robert  E.  Gross,  M.D.,  Boston 


CLINICAL  experience  gained  from  50  pa- 
tients who  have  been  surgically  treated  for 
closure  of  a patent  ductus  arteriosus  now  makes 
it  possible  to  give  an  evaluation  of  this  form  of 
therapy. 

The  first  successful  obliteration  of  a patent 
ductus  arteriosus  was  accomplished  on  August 
26,  1938.  Since  then  operations  have  been 
undertaken  on  individuals  of  varying  ages  and 
with  diverse  complaints.  The  possibilities  of* 
relief  from  such  congenital  heart  disease  makes  it 
desirable  to  place  before  this  Society  a report  on 
our  findings  to  date.  The  study  of  these,  and  of 
other  untreated  patients,  has  given  us  a clearer 
view  of  the  life  history  of  this  vascular  ab- 
normality when  it  is  left  untreated  and  when  it  is 
surgically  corrected.  The  benefits,  occasional 
failures,  and  the  dangers  of  operation  can  now  be 
defined.  While  the  series  of  cases  at  hand  is  not 
large,  it  represents  well-studied  material  with 
good  follow-up  observations  which  permit  record- 
ing with  reasonable  accuracy  the  progress  which 
has  been  made. 

Rationale  and  Indications  for  Operation 

Cardiologists  of  wide  experience  have  given 
ample  testimony  to  the  fact  that  patients  wdth  a 
patent  ductus  arteriosus  occasionally  live  a nor- 
mal span  of  years  and  may  have  little  or  no 
cardiac  embarrassment  during  this  protracted 
period  of  time.  Such  a prognosis  is  by  no  means 
the  rule,  and  it  is  probably  true  that  these  rare 
and  fortunate  individuals  are  the  ones  who  have 
ducti  which  are  smaller  than  the  average.  In 
the  last  few7  years  several  competent  observers 
have  investigated  this  problem  statistically  and 
have  concluded  that  many  children  or  young 
adults  who  possess  this  cardiovascular  abnormal- 
ity wdll  have  their  lives  or  health  jeopardized 
by  one  of  several  important  complications. 
These  risks,  when  added  together,  are  numerically 
great  enough  to  make  it  evident  that  a patent 
ductus  arteriosus  is  not  so  innocuous  a lesion  as  it 
was  once  thought  to  be. 

There  are  three  main  types  of  complication 
which  demand  attention.  First,  the  shunt  from 
the  aortic  arch  into  the  pulmonary  circuit  may 
divert  an  appreciable  proportion  of  the  blood 
awTay  from  the  peripheral  circulation.  Because 
of  this  the  individual  is  backward  in  his  physical 
development.  Second,  this  arteriovenous  type 
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of  fistula  may  be  so  large  that  an  astounding 
amount  of  blood  is  short-circuited  through  it. 
Physiologic  studies1  have  shown  that  under  some 
circumstances  as  much  as  30  to  50  per  cent  of 
the  left  ventricular  output  can  be  passed  back 
through  the  shunt.  The  great  reserve  which  is 
normally  present  in  the  heart  usually  permits  an 
adjustment  to  this  burden  by  increasing  the 
cardiac  rate  and  by  stepping  up  the  stroke- 
volume  output.  Although  the  heart  has  a tre- 
mendous tolerance  for  an  overload  of  this  sort, 
its  continuance  for  many  months  or  years  can 
lead  to  cardiac  embarrassment  or  bouts  of  frank 
failure.  Third,  the  patent  ductus  arteriosus, 
like  any  other  type  of  congenital  heart  disease, 
carries  the  danger  of  superimposed  Streptococcus 
viridans  endocarditis  (or  endarteritis  of  the  pul- 
monary artery)  in  probably  25  per  cent  of  the 
cases.  In  short,  these  major  complications  have 
given  impetus  to  the  search  for  a surgical  treat- 
ment which  could  close  the  ductus  and  could 
reasonably  assure  the  individual  good  health  and 
a longer  life  expectancy. 

When  these  operations  were  first  undertaken,  | 
only  those  individuals  were  selected  for  surgery  | 
who  had  manifest  impairment  of  health  or  | 
growth.  Since  this  was  a new  field,  the  risks  of  n 
surgery  wrere  not  yet  determined,  and  it  seemed  j 
justifiable  to  subject  to  operation  only  those  H 
patients  who  were  already  having  an  important 
degree  of  difficulty  from  a ductus  or  one  of  its  } 
complications.  Hence,  our  early  cases — and 
indeed  most  of  those  in  the  present  series — were  U 
children  or  adults  wdio  were  obviously  handi-  u 
capped  and  for  whom  closure  of  the  shunt  of-  I 
fered  some  definite  alleviation  of  an  existing  com-  [j 
plaint.  Only  those  patients  wxre  operated  upon  I 
who  exhibited  a marked  retardation  in  growth,  j 
w7ho  had  evidence  of  cardiac  embarrassment,  or  | 
wTho  had  a subacute  bacterial  endocarditis. 

As  practice  with  this  operation  grew  and  as  the  I 
technic  could  be  refined,  it  wTas  found  that  the  V 
operative  mortality  w:as  not  over  a small  per-  1 
centage.  It  then  became  permissible  to  broaden  I 
the  use  of  the  procedure  and  to  employ  it  for  f 
those  human  beings  wTho  had  never  encountered  j 
any  difficulty  from  the  open  ductus  but  who  1 
might  possibly  develop  a Str.  viridans  infection  I 
at  some  future  date.  Clearly,  this  means  weigh- 
ing the  relatively  high  risk  of  endocarditis  (which  1 
is  in  the  future)  against  the  very  low  risk  of  j 
surgery  (which  is  immediate).  When  this  wThole  I 
problem  is  examined  from  the  long-term  point  of  I 
view,  our  present  knowledge  indicates  that  the  1 
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dangers  of  surgery  are  distinctly  fewer  than  those 
of  letting  the  individual  go  untreated. 

Broadly  stated,  the  indications  for  operation 
can  be  briefly  set  forth  as  follows:  (1)  if  there  is 
any  important  retardation  in  the  person’s  physi- 
cal growth,  operation  should  be  strongly  advised 
and  every  effort  made  to  have  the  patient  ac- 
cept this  form  of  therapy;  (2)  if  there  has  been 
any  evidence  of  cardiac  embarrassment  in  the 
past  or  present,  operation  should  be  likewise 
urged  upon  the  individual;  (3)  if  there  is  an 
existing  Str.  viridans  blood  stream  infection,  and 
there  are  no  cutaneous  petechiae,  operation 
should  be  immediately  undertaken  as  a possible 
lifesaving  procedure;  and  (4)  if  the  individual 
has  never  had  any  trouble  from  the  open  ductus 
and  merely  wishes  to  avoid  a future  Str.  viridans 
infection,  operation  can  be  suggested  but  can 
be  left  to  the  individual’s  own  decision.  In  shoct, 
in  the  first  three  types  of  cases,  operation  has  so 
much  to  offer  the  patient  that  the  doctor  should 
make  every  effort  to  have  the  individual  undergo 
surgery.  In  the  fourth  type  of  case,  operation 
probably  has  some  merit  (only  future  years  can 
give  a final  answer  to  this  question),  and  its  ac- 
ceptance or  refusal  can  be  left  to  the  patient’s 
choice  in  the  matter. 

Diagnosis 

Since  the  patent  ductus  arteriosus  now  has  a 
definitive  form  of  treatment,  it  is  important  to 
recognize  it  and  to  segregate  it  from  the  vast 
category  of  “congenital  heart  disease.”  Fortu- 
nately, the  physical  and  laboratory  findings  are 
such  that  this  can  be  done  with  great  certainty. 
Depending  upon  the  severity  of  the  lesion,  there 
may  or  may  not  be  impairment  of  growth  or 
evidence  of  cardiac  embarrassment,  such  as 
dyspnea,  orthopnea,  or  limitation  of  activities. 
The  murmur  is  almost  always  characteristic. 
It  is  widespread,  but  it  is  loudest  over  the  pul- 
monic area — the  second  and  third  interspaces 
to  the  left  of  the  sternum.  It  is  continuous  and 
has  an  accentuation  during  systole.  It  has  a 
distinct  rumbling  or  machinery-like  quality. 
If  the  murmur  is  very  intense  it  is  accompanied 
by  a systolic  thrill  or  by  a continuous  thrill  which 
is  accentuated  during  systole.  Absence  of  a thrill 
is  consistent  with  the  diagnosis;  the  presence  of 
a thrill  indicates  one  of  the  larger  ductal  leaks. 
The  heart  may  b6  slightly  enlarged  but  marked 
hypertrophy  or  dilatation  is  quite  rare.  Un- 
complicated cases  have  no  cyanosis;  neither  do 
they  have  clubbing  of  the  nails.  The  systolic 
blood  pressure  is  alwTays  within  a normal  range. 
The  diastolic  pressure  is  diminished  if  the  ductal 
opening  is  great — the  greater  the  leak,  the  lower 
will  be  the  diastolic  level.  Roentgen  films  usu- 
ally show  slight  to  moderate  cardiac  enlargement, 


some  prominence  of  the  pulmonary  artery,  and 
slight  to  moderate  congestion  in  the  lung  fields. 
Fluoroscopy  reveals  an  overactive  heart  beat  and 
an  increased  pulsation  of  the  aortic  arch  and 
pulmonary  artery.  All  of  these  x-ray  changes 
may  be  quite  mild  if  the  ductus  is  small,  or  they 
may  be  quite  marked  if  the  ductus  is  large. 
Electrocardiographic  tracings  are  almost  always 
normal,  as  far  as  any  axis  deviation  is  concerned. 
Some  left  axis  deviation  is  occasionally  seen  when 
there  has  been  cardiac  embarrassment.  Right 
axis  deviation  almost  certainly  indicates  the 
presence  of  some  other  form  of  heart  disease. 

There  are  few  cardiac  conditions  which  can  be 
diagnosed  with  as  high  a degree  of  accuracy  as  is 
now  possible  for  the  patent  ductus  arteriosus.  In 
a series  of  52  patients  who  have  had  thoracic 
exploration,  all  of  them  had  an  open  ductus. 
In  only  2 were  there  other  serious  complicating 
lesions  which  made  it  inadvisable  to  close  the 
ductus  surgically. 

Operative  Procedure 

In  the  first  14  individuals  for  whom  surgical 
closure  of  the  ductus  was  employed,  the  method 
used  was  that  of  simple  ligation2’3  of  the  vessel 
with  heavy,  braided  silk  or  wdth  a narrow  linen 
tape.5’6  This  gave  perfect  results  in  most  in- 
stances, but  a tiny  leak  was  left  in  some  because 
the  ligatures  were  not  tied  tightly  enough  (for 
fear  of  their  cutting  through  the  vessel  wall). 
In  the  subsequent  27  cases,  this  ligation  was  com- 
bined with  wrapping  the  ductus  in  cellophane  in 
order  to  stimulate  regional  formation  of  scar 
tissue  which  would  contract  and  squeeze  off  any 
minute  opening  which  might  exist  at  the  end  of 
operation.  In  the  last  9 cases,  the  ductus  has 
been  completely  divided  and  the  aortic  and 
pulmonary  ends  have  been  separately  sutured.4 
Although  complete  division  is  a more  difficult 
task,  it  insures  a prompt,  a complete,  and  a 
permanent  closure  of  the  shunt.  Its  accomplish- 
ment in  these  9 individuals  without  complication 
and  without  mortality  is  sufficient  proof  to  in- 
dicate that  this  ideal  type  of  operation  will  prob- 
ably have  a wider  use  in  the  future. 

Under  the  varying  conditions  found  in  different 
age  groups,  a few  statements  can  now  be  made 
regarding  the  optimum  time  for  operation  on 
these  subjects.  One  11-month-old  baby  weighed 
only  13  pounds  and  had  previously  been  hos- 
pitalized three  times  for  recurrent  cardiac  failure, 
yet  operation  was  performed  without  much  hesi- 
tation. In  general,  children  could  be  rather 
easily  treated  because  the  ductus  and  the  great 
vessels  were  softer,  could  be  more  readily  com- 
pressed, and  a complete  closure  was  easier  to 
obtain.  As  a rule,  the  adults  presented  more 
difficulty  at  the  operating  table  because  the  in- 
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creased  thickness  and  sclerosis  of  the  ductus  and 
adjacent  great  vessels  made  it  technically  harder 
to  get  the  shunt  completely  closed  off.  Hence 
it  is  evident  that  closure  can  be  performed  at  any 
age,  but  it  is  a little  easier  to  attain  in  the  child- 
hood years. 

Review  of  Surgical  Results 

As  indicated  above,  two  patients  were  explored 
and  closure  of  the  ductus  was  deemed  inadvisable ; 
both  of  these  were  discharged  from  the  hospital 
on  the  ninth  day.  In  the  remaining  50  patients 
for  whom  ductal  closure  was  attempted  the^e 
were  two  deaths  (the  seventh  and  the  eighteenth 
in  the  series).  One  died  during  the  second  week 
from  a staphylococcus  infection,  and  the  other 
died  during  the  third  week  from  hemorrhage. 
These  50  individuals  ranged  in  age  from  11 
months  to  37  years.  Seven  of  them — all  adults 
— were  treated  for  a superimposed  Str.  viridans 
bacteremia. 

Those  individuals  who  were  previously  back- 
ward in  their  physical  development  have  had  a 
subsequent  gain  in  weight  well  beyond  their 
preoperative  rates.  This  enhanced  growth  has 
been  highly  satisfying  and  is  presumably  due  to 
an  increased  flow  of  blood  through  the  body. 

Individuals  who  have  had  varying  degrees  of 
cardiac  disability  or  limitation  of  their  physical 
activities  have  spontaneously  undertaken  more 
physical  exertion  after  operation  and  have  had 
disappearance  of  their  cardiac  symptoms.  The 
reason  for  this  change  has  been  investigated  by 
direct  physiologic  studies1  which  point  out  con- 
clusively that  the  minute-volume  output  of  the 
left  ventricle  is  immediately  and  strikingly 
reduced  when  the  shunt  is  closed  off.  Hence,  the 
reserve  of  the  heart  can  be  built  up  beyond  its 
preoperative  level. 

In  the  early  part  of  the  series  some  individuals 
were  left  with  a minimal  fistula.  In  other  words, 
the  large  opening  was  reduced  to  a very  small 
one,  but  was  not  completely  shut  off.  \Ye  are 
now  able  to  affect  a complete  closure,  and  as 
evidence  of  this  we  can  demonstrate  the  absence 
of  thrill  and  murmur  after  operation. 

In  those  individuals  who  had  a low  diastolic 
pressure  before  operation,  this  has  been  restored 
to  normal — indicating  that  the  serious  leak  from 
the  aortic  arch  has  been  stopped. 

Probably  most  surprising  and  most  encourag- 
ing of  all  has  been  the  striking  and  rather  sudden 


cure  of  some  individuals  who  had  been  afflicted 
with  a Str.  viridans  endocarditis  (or  endarteritis 
of  the  pulmonary  artery).  Touroff7  first  success- 
fully treated  one  of  these  patients  by  surgical  j 
obliteration  of  the  ductus.  In  the  present' 
series,  7 adults  were  operated  upon  primarily  ; 
because  of  a Str.  viridans  bacteremia.  Five 
of  them  have  completely  recovered.  It  is  logical 
to  believe  that  operation  will  bring  more  favorable 
results  in  early  cases  than  in  late  ones,  but  the 
duration  of  the  illness  is  not  the  sole  factor.  If 
the  vegetations  are  limited  to  the  pulmonary 
circuit  (there  are  no  cutaneous  petechial  hemor- 
rhages) the  blood  stream  can  be  sterilized  in  most 
cases  by  closure  of  the  ductus. 

, I ot 

Summary 

The  ductus  arteriosus  is  an  essential  part  of 
the  circulatory  apparatus  of  the  fetus.  After ;]  - 
birth,  this  vessel  normally  closes  during  the  II  ' 
neonatal  period.  Its  persistence  has  been  com- 1 1 
patible  with  a long  and  active  life  in  some  human 
beings,  but  this  shunt  between  the  aortic  arch 
and  the  pulmonary  artery  may  be  followed  by  j 
limitation  of  the  individual’s  physical  growth,  ! 
by  cardiac  failure,  or  by  subacute  bacterial  in-  . 
fection  with  the  Str.  viridans. 

Surgical  closure  of  the  ductus  arteriosus  has 
now  been  done  in  a sufficient  number  of  cases  to 
demonstrate  that  it  can  be  performed  with  a j 
negligible  mortality  and  that  the  results  of  opera- 
tion are  quite  beneficial.  This  surgical  procedure 
has  been  done  in  50  individuals  varying  in  age 
from  11  months  to  37  years.  Simple  ligation  of  [ 
the  ductus  has  been  highly  satisfactory  for  most 
of  the  patients  on  whom  it  was  performed.  The 
failure  of  the  method  to  produce  an  absolute 
closure  in  some  instances  has  now  made  it  ad- 
vantageous to  resort  to  the  more  difficult,  but 
ideal  operation  of  complete  division  of  the  ductus. 
This  has  been  successfully  accomplished  nine 
times,  without  complication  and  without  mor- 
tality. 
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PRECAUTIONARY  TATTOOING 

It  has  been  proposed  that  certain  individuals  might  be  diabetics,  epileptics,  and  those  having 
carry  a tattoo  mark  to  protect  them  against  disaster  known  serum  or  other  sensitivity. — Pennsjlvania 
when  they  might  be  unconscious.  Such  individuals  M.J . 
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I believe  that  everyone  present  will  agree  that  the 
program  of  this  joint  meeting  has  been  outstanding. 
The  bringing  together  of  four  such  speakers  who  are 
not  only  authorities  in  their  respective  fields  but 
also  pioneers  in  new  forms  of  diagnosis  and  treatment 
is  seldom  found  on  the  program  of  a state  society  and 
is  associated  only  with  the  meetings  of  large  national 
societies. 

I shall  limit  my  discussion  to  the  surgical  aspects 
i of  the  papers  and  hope  that  some  of  the  cardiologists 
i and  internists  present  will  give  to  the  excellent  pre- 

Isentation  of  Dr.  Levy  and  the  medical  aspects  of  the 
other  papers  the  consideration  that  they  deserve. 
With  the  surgical  treatments  of  certain  cardiac 
j conditions  proposed  by  Drs.  Beck  and  Gross  I 
have  had  no  personal  experience.  In  fact,  they  are 
so  new  that  very  few  men  have  had  an  opportunity 
to  practice  them.  I shall,  therefore,  try  to  consider 
these  advances  in  surgery  of  the  heart  in  a larger 
sense,  their  significance  as  showing  surgical  trends, 
their  possibilities,  and  their  possible  dangers. 

It  was  my  privilege  to  be  house  surgeon  to  the 
late  Dr.  Willy  Meyer  at  the  time  when  he  was  doing 
his  pioneer  work  on  thoracic  surgery.  Following  a 
visit  to  this  country  by  Sauerbruch,  he  used  his  dif- 
ferential air  pressure  chambers  with  which  to  open 
the  pleural  cavity.  He  operated  upon  many  patients, 
most  of  them  with  advanced  cancer  of  the  lungs, 
and  almost  all  of  them  died.  But  Dr.  Meyer  was  not 
discouraged  and  finally  had  engineers  fit  up  a room 
in  the  basement  as  a large  differential  air  chamber. 

He  had  just  about  completed  this  room  with  much 
effort  and  expense,  when  his  associate  surgeon,  Dr. 
Franz  Torek,  successfully  removed  a carcinoma  of 
the  esophagus,  the  first  in  this  country  and  possibly 
in  the  world,  opening  the  chest  with  no  more  appara- 
tus than  an  intratracheal  insufflation  tube.  This  did 
away  with  all  differential  pressure  chambers  and 
was  a bitter  disappointment  to  Dr.  Meyer,  but  he 
took  it  gracefully  and  gave  Dr.  Torek  full  credit  for 
his  achievement. 

Was  Dr.  Meyer’s  pioneer  work  in  vain?  Certainly 
not.  It  was  only  through  the  enthusiasm  and  inter- 
est in  thoracic  surgery  that  he  created  and  through 
the  many  lessons  learned  in  his  surgical  attempts 
that  Dr.  Torek  wras  able  to  do  his  operation.  And 
this,  in  turn,  was  just  another  step  in  the  events 
which  have  made  intrathoracic  operations  so  safe  to- 
day, the  intratracheal  tube  now  being  replaced  in 
many  cases  by  the  simpler  ordinary  facemask. 

And  so  surgery  of  the  heart  is  made  possible  by 
these  same  men  and  is  itself  progressing  in  the  same 
way.  It  was  as  recent  as  1895  that  the  first  recorded 
successful  suture  of  a wound  of  the  heart  was  done. 
Today  successful  suture  of  heart  wounds  is  a com- 
mon procedure.  Suppurative  pericarditis  and  chronic 
adhesive  pericarditis  are  successfully  treated  by 
surgery.  Proper  sympathectomies  have  benefited  a 
limited  number  of  patients  with  angina  pectoris. 


Total  thyroidectomy  in  certain  forms  of  heart  fail- 
ure is  recommended  by  Blumgart  and  many  others, 
but  there  is  not  yet  agreement  as  to  its  value. 
Allen,  Graham,  and  others  have  successfully  done 
valvotomies  through  a cardioscope.  Fauteux  is 
experimenting  with  the  ligation  of  a properly  selected 
coronary  vein  in  coronary  sclerosis,  as  is  done  in 
arteriosclerosis  of  the  extremities,  with  encouraging 
results.  As  far  as  I know,  it  has  not  yet  been  done 
on  a human  patient,  but  Fauteux  suggests  that  it 
might  be  indicated  as  a preventive  measure  against 
a second  attack  of  coronary  thrombosis.  And  fi- 
nally we  come  to  the  operation  of  Dr.  Beck  to  improve 
an  impoverished  coronary  supply  by  the  establish- 
ment of  an  additional  coronary  circulation  and  the 
operation  of  Dr.  Gross  of  closing  a ductus  arteriosus 
that  has  remained  patent. 

In  view  of  all  this,  is  it  too  great  a stretch  of  the 
imagination  to  suppose  that  some  day  leaky  valves 
of  the  heart  will  be  repaired,  stenoses  will  be 
stretched,  and  even  ulcerative  endocarditis  be  at- 
tacked by  local  excision  of  vegetations  or  topical 
application  of  antiseptics  to  the  valves  involved? 
Pioneers  in  these  fields  should  not  be  judged  by 
their  immediate  mortality  rates  or  cures.  The  ques- 
tion should  rather  be  asked,  is  the  direction  they  are 
taking  sound  or  will  it  lead  to  a blind  alley?  Are 
their  concepts  of  the  physiology  of  the  heart  on 
which  they  base  their  work  sound?  If  they  are,  then 
they  are  to  be  encouraged,  for  mortality  will  be  de- 
creased and  results  will  be  improved  by  more  experi- 
ence and  constant  improvement  in  technic. 

We  as  a profession  should  have  a special  interest 
in  any  advance  in  the  treatment  of  coronary  sclero- 
sis, for  many  of  our  colleagues  are  suddenly  removed 
from  us  by  this  dread  disease,  usually  at  the  prime  of 
their  lives,  when  their  experience  has  made  them  the 
most  valuable  members  of  our  profession. 

In  regard  to  Dr.  Beck’s  operation,  certain  ques- 
tions come  to  mind.  While  it  is  true  that  the  heart 
is  connected  with  the  body  only  at  its  point  of  sus- 
pension and  all  the  blood  supply  goes  through  this 
area,  thereby  depriving  it  of  any  collateral  circula- 
tion, this  would  nevertheless  seem  to  be  of  some 
advantage,  for  it  gives  the  heart  greater  freedom  of 
action.  Is  not  any  advantage  gained  by  increasing 
the  blood  supply  through  a graft  neutralized  by  the 
check  it  places  on  the  free  movements  of  the  heart? 
Furthermore,  similar  graft  operations,  such  as  the 
Talma  omentopexy  in  cirrhosis  of  the  liver,  have  not 
been  too  successful.  Will  the}7  be  more  successful 
in  the  heart? 

Closure  of  the  patent  ductus  arteriosus,  as  advised 
and  described  by  Dr.  Gross,  together  with  his  bril- 
liant results  in  50  cases,  would  seem  to  merit  uni- 
versal adoption  for  the  treatment  of  this  condition. 
Nevertheless,  as  pointed  out  by  Dr.  Gross,  some  in- 
dividuals live  a long  normal  life  in  spite  of  a persist- 
ent patent  duct.  Therefore,  I believe  he  is  very  wise 
not  to  insist  on  the  operation  as  a prophylactic  in 
those  cases  that  do  not  as  yet  show  any  bad  results 


* For  the  papers  discussed  by  Dr.  Noehren,  see  pages 
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1859 


1860 


ALFRED  Ii.  NOEHREN 


[N.  Y.  State  J.  M. 


from  the  condition,  and  he  is  also  wise  to  let  the 
patient  decide.  In  the  meantime,  we  will  be  much 
interested  to  see  whether  other  surgeons  get  the 
same  good  results  and  whether  these  results  will  be 
permanent. 

Dr.  Pratt  in  his  paper  on  “Diseases  of  the  Pan- 
creas” speaks  with  authority  because  he  has  made  a 
lifelong  study  of  that  organ  and  is  responsible  for 
much  of  the  progress  made  in  the  treatment  of  its 
diseases.  I have  time  to  speak  of  only  two  recent 
developments  in  the  surgery  of  the  pancreas  that 
were  mentioned  by  Dr.  Pratt. 

First,  surgeons  no  longer  operate  in  cases  of  acute 
pancreatitis  unless  signs  of  suppuration  develop  be- 
cause it  has  been  found  that  these  cases  do  better 
on  conservative  treatment;  and,  second,  in  cancer 
of  the  pancreas,  surgery  now  gives  promise  of  pro- 
longation of  life  and  possible  cure,  because  of  the 
possibility  of  the  successful  extirpation  of  the  duo- 
denum and  head  of  the  pancreas. 


Quite  obviously  an  early  diagnosis  in  both  of  these 
conditions  is  most  important,  in  the  former  to  dif- 
ferentiate it  from  other  acute  conditions  in  the  ab- 
domen in  which  early  operation  is  indicated,  and  in 
the  latter,  to  recognize  the  condition  before  it  has 
passed  the  stage  of  operability.  In  acute  pancrea- 
titis, thanks  to  Dr.  Pratt  and  other  workers,  we  have 
in  the  determination  of  diastase  in  the  blood  or 
urine  a most  reliable  differential  test  and  every  case 
of  acute  pain  in  the  upper  abdomen  should  have  this 
test  made  at  once  and  preferably  repeated  several 
times.  I say  “at  once”  advisedly,  because,  as 
pekited  out  by  Dr.  Pratt,  it  is  elevated  only  in  the 
beginning  of  the  disease  and  soon  comes  down  to 
normal,  even  though  the  disease  may  continue. 

I believe  that  in  these  papers  today  there  have  been 
brought  before  us  the  results  of  experimental  re- 
search and  its  clinical  applications  that  will  go  down 
in  history  as  milestones  in  the  progress  of  medicine 
and  surgery. 


TEST  ADDS  TO  SAFETY  OF  CONTINUOUS  CAUDAL  ANESTHESIA 


A simple  test  which  adds  to  the  safety  of  con- 
tinuous caudal  anesthesia,  the  new  method  of 
painless  childbirth,  is  announced  by  Dr.  Nathan 
Block  and  Dr.  Morris  Rotstein,  of  Sinai  Hospital, 
Baltimore  ( Journal  of  the  American  Medical  Asso- 
ciation,  June  26) . 

In  this  new  childbirth  anesthesia  method,  de- 
veloped by  Dr.  W.  B.  Edwards  and  Dr.  R.  A. 
Hingson,  of  the  U.S.  Public  Health  Service,  a pain- 
killing chemical  is  dropped  into  the  caudal  canal 
near  the  base  of  the  spine.  This  produces  a local 
anesthetic  effect  somewhat  like  that  given  for  pull- 
ing a tooth  without  gas. 

The  anesthesia  is  limited  to  the  nerves  affected 
in  childbearing,  leaving  the  mother  conscious  and 
comfortable. 

Although  some  thousand  mothers  have  now  had 
their  babies  safely  with  this  new  style  of  anesthesia 
there  is  danger  of  the  anesthesia  getting  into  the 


spinal  canal  instead  of  the  caudal  canal.  If  this 
happens,  the  mother  may  die. 

The  danger  can  be  avoided,  the  Baltimore  doctors 
find,  by  injecting  a salt  solution  before  the  anesthetic 
and  determining  the  rate  at  which  the  salt  solution 
flows  into  the  body.  If  it  flows  faster  than  105 
drops  per  minute  after  three  minutes,  the  needle 
has  probably  been  injected  into  the  spinal  canal. 

Contrary  to  their  expectations,  they  found  from 
tests  under  identical  conditions  that  the  salt  solu- 
tion will  flow  into  the  spinal  canal  at  a rate  almost 
too  fast  to  count,  averaging  about  230  drops  per 
minute.  In  most  of  the  cases  studied,  the  solution 
flowed  into  the  caudal  space  at  a rate  between  80 
and  110  drops  per  minute. 

They  report  success  with  the  anesthetic  method 
in  100  childbirths  and  11  obstetric  surgical  pro- 
cedures. The  preliminary  salt  test  was  done  in 
the  last  69  cases. — Science  News  Letter 


DOCTOR’S  RESPONSIBILITY  IN  ABSENTEEISM 


From  a governmental  agency  engaged  seriously 
in  the  war  effort  with  employees  who  work  under 
the  rules  and  regulations  of  the  Civil  Service  Com- 
mission comes  a complaint  that  some  physicians  do 
not  take  with  sufficient  seriousness  their  responsi- 
bility in  controlling  unnecessary  absenteeism.  One 
of  the  rules  of  the  Civil  Service  Commission  con- 
cerns the  number  of  days  and  the  pay  allowed  for 
sick  leave.  A request  for  over  three  days’  sick 
leave  must  be  accompanied  by  a certificate  from  a 
physician.  Absence  from  duty  is  not  permitted 
because  of  a slight  illness  which  would  not  prevent 
the  performance  of  duty  or  endanger  the  health  of 
others.  Nevertheless,  many  employees  are  absent 
for  three  or  more  days  and  seem  to  be  able  to  pre- 
vail on  some  physicians  to  write  certificates.  If 
these  physicians  knew  that  certificates  which  cover 
certain  slight  illnesses  would  not  necessarily  be 


honored  they  probably  would  not  bother  to  issue 
them.  In  one  instance  just  checked  by  the  govern- 
ment agency  concerned,  a physician  in  Philadelphia 
issued  a certificate  to  the  effect  that  a worker  was 
sick  with  gastroenteritis  and  was  unable  to  work 
for  a period  of  six  days  in  the  month  of  May,  whereas 
investigation  revealed  the  fact  that  the  person 
who  submitted  the  certificate  actually  was  working 
in  another  establishment  on  the  dates  stated  and 
was  attempting  to  obtain  pay  from  two  sources  by 
requesting  sick  leave  with  pay  from  one  of 
them. 

In  the  interest  of  the  war  effort  and  as  a means  of 
reducing  inexcusable  absences,  physicians  should 
refuse  to  issue  certificates  except  in  cases  that  can 
undoubtedly  be  considered  serious  and  when  there 
is  no  doubt  that  the  illness  would  incapacitate  the 
person  concerned  for  duty. — J.A.M.A. 


History  of  Medicine 

BODY  SNATCHING  IN  NEW  YORK  CITY 

Claude  Heaton,  M.D.,  New  York  City 


THE  physicians  of  Colonial  America  realized 
the  need  for  a knowledge  of  anatomy,  but 
there  were  serious  difficulties  in  the  way  of  ob- 
taining it,  for  people  generally  did  not  under- 
stand the  purpose  of  dissection  and  were  bitterly 
opposed  to  the  use  of  dead  bodies  for  any  such 
purpose.  Dissections,  therefore,  were  rarely  per- 
formed except  by  stealth. 

The  first  dissection  in  New*  York  City  was 
done  by  Dr.  John  Bard  and  Dr.  Peter  Middle- 
ton,  who  in  1750  injected  and  dissected  the  body 
of  Hermanns  Carroll,  an  executed  criminal,  “for 
the  instruction  of  the  young  men  then  engaged  in 
the  study  of  medicine.” 

The  earliest  printed  announcement  of  lec- 
tures on  anatomy  in  this  country  was  apparently 
that  of  Thomas  Wood,  Surgeon,  who  placed  the 
following  advertisement  in  the  New  York  Weekly 
Post-Boy  of  January  17, 1752: 

“Whereas  Anatomy  is  allowed  on  all  Hands, 
to  be  the  Foundation  both  of  physick  and  surg- 
ery, and  consequently,  without  some  knowledge 
of  it,  no  person  can  be  duly  qualified  to  practice 
either:  This  is  therefore  to  inform  the  Publick, 
That  a course  of  osteology  and  myology,  is 
intended  to  be  begun,  some  Time  in  February 
next,  in  the  City  of  New  Brunswick,  (for  which 
Notice  will  be  given  in  this  Paper,  as  soon  as  a 
proper  number  have  subscribed  towards  it).  In 
which  Course,  all  the  human  bones  will  be  sep- 
arately examined,  and  their  Connections  and 
Dependencies  on  each  other  demonstrated;  and 
all  the  muscles  of  a human  body  dissected;  the 
Origin,  Insertion,  and  Use  of  each  plainly  shown. 
This  Course  is  proposed  to  be  finished  in  the 
Space  of  a Month. 

“By  Thomas  Wood,  Surgeon 
“Such  Gentlemen  who  are  willing  to  attend 
this  Course,  are  desired  to  subscribe  their  Names 
as  soon  as  possible  with  Mr.  Richard  Ayscough, 
Surgeon  at  New  York  or  said  Thomas  Wood,  at 
New  Brunswick,  paying  at  the  same  Time, 
three  pounds,  Proc.  and  engaging  to  pay  the 
said  Sum  of  Three  Pounds  more,  when  the 
Course  is  half  finished. 

“N.B.  If  proper  Encouragement  is  given  in 
this  Course,  he  proposes  soon  after,  to  go  thro’  a 
Course  of  angiology  and  neurology;  and  con- 
clude, with  performing  all  the  operations  of 


surgery,  on  a dead  body:  The  Use  of  which  will 
appear  to  every  Person,  who  Considers  the 
Necessity  of  having  (at  least)  SEfeN  them  per- 
formed, before  he  presumes  to  perform  them 
himself  on  any  living  Fellow  Creature.” 

One  of  the  first  references  to  body  snatching 
in  New  York  appeared  in  a news  item  in  The  New 
York  Gazette  for  November  28,  1763: 

“Tom,  a Negro  man  slave,  condemned  the  last 
Assizes  for  attempting  a Rape  on  Mary  Ryan,  a 
Child,  was  executed  at  Fresh  Water.  The  Mob 
wras  so  incensed,  after  he  was  turned  off,  that 
the  Officers  could  not  stand  their  Ground  from 
the  Snowballs,  Stones,  &c.  thrown  at  him;  thus, 
were  obliged  to  leave  him  to  their  Brutality: 
After  they  cut  him  down,  they  dragged  his  Body 
through  some  of  the  streets;  when  the  great  good 
Conduct  of  a single  Gentleman  soon  put  a stop 
to  their  Inhumanity,  by  seizing  the  Corpse,  and 
ordering  it  to  be  interred,  judiciously  Knowing  the 
Law  was  fulfilled  by  the  Execution,  and  conse- 
quently that  the  Publick  ought  to  be  therewith 
contented.  But  it  is  said  the  Body  has  since 
been  taken  up,  and  likely  to  become  a Raw  Head 
and  Bloody  Bones,  by  our  Tribe  of  Dissectors,  for 
the  better  Instruction  of  our  young  Practition- 
ers.” 

Three  days  before  this  news  was  printed  private 
lectures  on  anatomy  had  been  started  by  one 
Dr.  Samuel  Clossy,  an  Irish  physician  recently 
arrived.  He  was  inclined,  according  to  Dr. 
Francis,  “too  much  to  worship  the  Rosy  God.”  As 
the  author  of  Observations  on  some  of  the  Diseases 
of  the  Human  Body , chiefly  taken  from  the  Dissec- 
tions of  Morbid  Bodies , he  had  a certain  reputa- 
tion and  the  backing  of  the  former  governor  of 
the  province  in  his  ambition  to  teach  anatomy  at 
Kings  College.  Some  of  the  difficulties  in  the 
way  were  set  forth  in  a letter  of  John  Watts, 
Governor  of  the  College,  to  General  Robert 
Monckton,  dated  May  16,  1764: 

“I  shall  not  fail  to  make  use  of  your  name  with 
the  Governors  of  the  College  in  favour  of  Doctor 
Clossy  whenever  it  is  seasonable  to  do  it,  at 
present  it  is  not,  there  is  no  opening  for  Ana- 
tomical Lectures,  the  Students  are  so  few  & 
the  funds  so  overcharged,  besides  we  have  so 
many  of  the  Faculty  allready  destroying  liis 
Majesty’s  good  subjects,  that  in  the  humour 
people  are,  they  had  rather  one  half  were  hangd 
that  are  allready  practicing  than  breed  a New 
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Swarm  in  addition  to  the  old,  you’ll  say  ’tis  the 
way  to  have  abler  practitioners,  it  will  help  them 
no  doubt,  but  bad  enough  (of  Conscience)  are  the 
best  we  breed  here.  Another  Obsticle  stands  in 
the  way  too,  Sir  James  (Jay)  who  is  their  Mendi- 
cant at  Home  & has  been  very  successful, 
propos’d  a Branch  of  this  kind  of  Education,  but 
I don’t  find  it  relished  at  all,  & tho’  it  might  not 
serve  him,  it  might  disserve  another,  by  throwing 
his  Name  & pretentions  in  the  way,  however  we 
shall  not  be  unmindful  of  the  Doctor  (Clossy) 
when  any  Nail  will  go.” 

When  the  medical  school  was  established  at 
Kings  College  in  1767,  Doctor  Clossy  was  ap- 
pointed the  first  professor  of  anatomy  and  began 
a collection  of  anatomic  specimens  for  teaching 
purposes. 

With  the  outbreak  of  the  Revolutionary  War 
the  school  closed,  and  during  the  British  occupa- 
tion Dr.  Clossy  taught  anatomy  to  the  British 
army  surgeons  stationed  in  the  military  hospitals 
in  New  York.  At  the  close  of  the  war  he  re- 
turned to  London  where  he  spent  his  remaining 
years  among  his  Tory  friends. 

After  the  conclusion  of  the  war  attempts  were 
made  to  re-establish  medical  teaching  at  Kings 
College,  now  known  as  Columbia.  In  1877, 
Dr.  Richard  Bayley  started  lecturing  on  surgery 
while  his  son-in-law  lectured  on  anatomy,  using 
rooms  in  the  unoccupied  New  York  Hospital 
where  an  anatomic  museum  was  established. 
During  the  war  Bayley  had  served  as  a surgeon 
in  the  English  army  and  was  in  charge  of  a 
hospital  at  Newport,  Rhode  Island,  for  a time. 
No  sooner  had  he  started  his  course  than  objec- 
tion to  him  was  made  by  some  of  his  contempo- 
raries who  circulated  a report  that  during  his 
stay  at  Newport  he  was  in  the  habit  “of  cutting 
up  his  patients,  and  performing  cruel  experi- 
ments upon  the  sick  soldiery.” 

The  zeal  of  the  medical  students  in  supplying 
anatomic  material  for  Dr.  Bayley’s  class  caused 
the  free  Negroes  and  slaves  to  petition  the  com- 
mon council  on  February  4,  1788,  in  the  follow- 
ing memorial  in  which  they:  “Most  Humbly 
Sheweth — That  it  hath  lately  been  the  constant 
Practice  of  a Number  of  Young  Gentlemen  in 
this  City  who  called  themselves  Students  of 
Physick,  to  repair  to  the  Burying  Ground  as- 
signed for  the  Use  of  your  Petitioners,  and  under 
cover  of  the  Night,  and  in  the  most  wanton  Sallies 
of  Excess,  to  dig  up  the  Bodies  of  the  deceased 
friends  & relatives  of  your  Petitioners,  carry 
them  away  and  without  respect  to  Age  or  Sex, 
mangle  their  flesh  out  of  a wanton  Curiosity  and 
then  expose  it  to  Beasts  & Birds. 

“That  your  Petitioners  are  well  aware  of  the 
Necessity  of  Physicians  & Surgeons  consulting 
dead  Subjects  for  the  Benefit  of  Mankind,  and 


far  from  presupposing  it  an  injury  to  the  De- 
ceased, in  particular  Circumstances  and  when 
conducted  with  that  decency  and  propriety  which 
the  Solemnity  of  such  an  Occasion  requires  Your 
Petitioners  most  humbly  pray  your  Honors  to 
take  their  case  into  Consideration,  and  adopt 
such  Measures  as  may  seem  meet  to  prevent 
similar  Abuses  in  future.” 

An  anonymous  letter  now  appeared  in  the 
Daily  Advertiser,  complaining  of  the  scandalous 
treatment  of  the  repositories  of  the  dead  by  body 
Snatchers  who  were  making  a “merchandize  of 
human  bones.” 

A few  days  later  people  were  shocked  to  read 
the  following  notice  in  the  same  paper : 

“one  hundred  dollars  reward. 

“Whereas  one  night  last  week  the  grave  of  a 
person  recently  interred  in  Trinity  Church  Yard 
was  opened,  and  the  Corpse,  with  part  of  the 
cloaths  were  carried  off.  Any  person  who  will 
discover  the  offenders,  so  that  they  may  be  con- 
victed and  brought  to  justice,  will  receive  the 
above  reward  from  the  Corporation  of  Trinity 
Church. 

“By  Order  of  the  Vestry 
Robert  C.  Livingston,  Treas.” 

A letter  next  appeared,  signed  “a  Student  of 
Physic,”  which  defended  the  practice  of  grave 
robbing  as  essential  to  the  advance  of  medicine 
and  asserting  that  in  removing  bodies  “the  great- 
est secrecy  has  been  studied,  the  greatest  regard 
paid  to  decency  in  the  conduct  of  this  business.” 
The  anonymous  writer  of  the  protest  he  named 
“Humanio.” 

Humanio  promptly  replied  to  Mr.  Abductio, 
as  he  called  the  student  of  physic,  warning  him 
and  his  rash  companions  that  “they  may  not  alone 
suffer  an  abduction  of  their  wealth,  but  perhaps 
their  lives  may  be  the  forfeit  of  their  temerity, 
should  they  dare  to  persist  in  their  robberies, 
especially  at  unlawful  hours  of  night.” 

The  matter  of  grave  robbing  suddenly  came  to 
a climax  with  an  outbreak  of  popular  indignation 
known  as  the  “Doctor’s  Riot”  or  the  “Doctors’ 
Mob  Affair.”  A more  appropriate  title,  as  Ball 
points  out,  would  have  been  “The  Doctors’ 
Mobbed”  or  “The  Mobbed  Doctors.”  This  was 
the  third  great  riot  that  had  occurred  in  the  his- 
tory of  New  York,  the  first  being  the  Negro  Riot 
in  1712,  and  the  second  the  Stamp  Riot  in  1765. 

On  April  13,  1788,  a number  of  boys  who  were 
playing  in  the  rear  of  the  hospital  perceived  a 
limb  which  was  imprudently  hung  out  a window. 
They  informed  persons  they  met.  A mob  col- 
lected. They  determined  to  search  the  house  of 
the  doctors  for  bodies.  The  first  house  they 
visited  was  that  of  Dr.  Cochrane,  nearly  opposite 
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" the  church,  where  they  found  nothing  although 
n they  ransacked  the  place  from  cellar  to  garret. 
\ Dr.  Hicks,  who  was  suspected  of  being  the  guilty 
r party  at  the  hospital,  escaped  by  hiding  on  the 
) roof  behind  the  chimney.  In  their  fury  the 
: crowd  destroyed  the  home  of  Sir  John  Temple, 

mistaking  “Sir  John”  for  “surgeon.”  Several 
young  doctors  escaped  and  were  lodged  in  the 
jail  for  safety. 

During  the  night  small  parties  patrolled  the 
streets  and  on  Monday  morning  the  crowd  col- 
lected again.  By  afternoon  the  affair  assumed 
a more  serious  aspect.  A mob  gathered  in  front 
of  the  jail  and  demanded  the  doctors  who  were 
still  willing  prisoners  within.  Governor  Clinton 
now  ordered  out  the  militia  and  at  three  o’clock 
a small  party,  about  eighteen  armed  men,  as- 
sembled to  protect  the  jail.  Another  party  of 
about  twelve  men  were  seized  and  their  arms 
destroyed.  The  crowd  tried  to  force  the  jail  and 
were  held  back  by  a handful  of  men  for  several 
hours.  Windows  were  broken  and  fences  torn 
down.  As  darkness  approached,  another  party 
of  armed  citizens  marched  to  the  relief  of  the 
jail,  accompanied  by  a number  of  officials.  John 
Jay,  on  his  way  to  the  riot,  was  hit  by  a stone 
thrown  through  his  carriage  window.  Hamilton, 
who  had  joined  the  Officials,  sought  with  his 
soothing  tongue  to  disperse  the  mob,  but  their 
answer  was  a volley  of  stones.  Mayor  Duane  was 
loath  to  order  the  soldiers  to  fire.  The  Governor, 
however,  was  determined  to  use  force.  Baron 
Steuben,  in  the  goodness  of  his  heart,  was  remon- 
strating with  the  governor  against  attempting  to 
quell  the  riot  with  firearms  when  suddenly  he  was 
struck  in  the  head  by  a brickbat  and  fell  bleeding 
to  the  street.  He  cried  out,  “Fire,  Governor, 
fire!”  At  the  first  volley  five  persons  were 
killed  and  seven  or  eight  severely  wounded. 
Baron  Steuben  was  carried  to  the  home  of  Lady 
Kitty  Duer,  where  he  received  attention.  On 
Tuesday  morning  the  militia  and  a regiment  of 
artillery  were  called  out,  and  order  was  finally 
restored. 

The  riot  attracted  widespread  attention. 
Thomas  Jefferson,  who  was  in  Paris,  was  worried 
that  it  would  be  represented  as  a political  riot, 
an  example  of  mobocracy,  when  politics  had 
nothing  to  do  with  it.  The  affair  did,  however, 
stimulate  legislative  action,  for  in  1789  an  act 
was  passed  “to  prevent  the  odious  practice  of 
digging  up  and  removing,  for  the  purpose  of 
dissection,  dead  Bodies  interred  in  cemeteries  or 
burial  places.”  In  this  act,  though,  the  desire 
was  expressed  that  “science  might  not  be  in- 
jured ....  by  preventing  the  dissecting  of  proper 
subjects.” 

As  a young  physician,  Dr.  Valentine  Mott  was 
very  zealous  in  resurrection  adventures.  He  be- 


came the  most  famous  surgeon  of  his  day  in 
America  and  more  than  any  other  teacher  in  this 
country  impressed  upon  surgeons  the  importance 
of  anatomy  and  continual  dissecting.  As  “Dem- 
onstrator in  Anatomy”  to  Dr.  Wright  Post,  it 
was  necessary  that  he  supply  most  of  the  ana- 
tomic material.  Dr.  Mott  recalled  how  on  one 
occasion  he  was  driving  in  disguise  a cart  con- 
taining eleven  subjects  taken  from  the  old 
Potter’s  Field  burying  ground.  He  drove  along 
sitting  on  the  subjects,  “proud  enough  of  his 
trophies.”  He  was  not  always  so  fortunate,  for 
frequently  he  was  discovered  and  pursued  and 
obliged  to  leave  the  spoils  behind,  with  only  hard 
labor  as  a reward  for  his  pains. 

Once  the  body  of  a German,  who  had  been 
hanged,  was  given  to  the  College  for  dissection. 
In  the  evening  Mott,  with  the  colored  porter, 
went  by  carriage  to  get  the  body.  His  associate, 
a Scottish  physician,  had  agreed  to  accompany 
him,  but  only  after  much  persuasion  and  after 
arranging  his  pistols  and  complaints  of  feeling 
“very  agueish.”  The  night  was  cold,  and  on 
arriving  at  the  ground  the  doctor  shook  so  vio- 
lently that  he  decided  to  return  home.  He 
begged  the  use  of  the  carriage,  but  Mott  refused 
it.  The  body  was  exhumed  with  great  difficulty. 
The  porter  now  deserted  Mott  also,  declaring 
that  he  could  not  touch  the  subject  on  account 
of  his  having  been  hanged.  Mott  was  compelled 
to  drag  the  body,  attired  in  its  white  robe, 
to  the  carriage  without  assistance.  By  force 
and  threats  he  then  compelled  the  porter  to  as- 
sist him  in  getting  the  body  into  the  carriage  and 
to  get  in  along  with  it.  On  arriving  at  the  Col- 
lege, Mott  found  his  associate  recovering  from 
the  experience  by  the  aid  of  a strong  glass  of 
brandy  toddy  and  lamenting  his  inability  to 
render  any  assistance. 

Dr.  Isaac  Wood  was  another  famous  New  York 
surgeon  who  ran  grave  risks  to  obtain  subjects 
for  dissection.  Often  he  was  obliged  to  cross  the 
river  into  Long  Island  and  travel  for  miles  in 
order  to  dig  up  the  body  of  some  poor  creature 
under  cover  of  darkness.  At  times  it  was  so  cold 
that  his  companion,  posted  on  the  lookout,  would 
have  to  run  up  and  down  to  keep  from  freezing 
while  Dr.  Wood  dug  in  the  frozen  ground.  When  at 
last  the  body  was  obtained,  the  grave  covered  up 
and  smoothed  over,  the  dead  man  wrapped  in  a 
cloak  would  be  placed  in  a wagon.  The  doctor 
would  drive  some  twelve  miles  back  to  town,  the 
body  by  his  side  like  some  pale  traveller. 

On  one  occasion  Isaac  Wood  went  with  two 
other  students  and  obtained  a body  from  Potter’s 
Field.  The  subject  was  a small  child  and  after 
tying  its  hands  and  feet  together,  Wood  fastened 
it  around  his  neck  so  as  to  be  suspended  in  front. 
Throwing  a large  coat  over  all  he  walked  arm  in 
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arm  with  his  two  friends  down  Broadway,  passing 
within  three  yards  of  the  night  watchman,  who 
took  them  to  be  gay  youths  returning  from  a 
party.  On  two  occasions  Wood  was  forced  to 
flee  from  the  city  until  excitement  died  down. 

As  new  medical  schools  sprang  up  in  the  city, 
obtaining  bodies  for  dissection  ceased  to  be  an 
amateur  sport  carried  on  by  doctors  themselves. 
A professional  class  of  body  snatchers  or  resur- 
rectionists sprang  up.  These  people  violated 
graves  with  impunity,  and  some  grew  rich.  They 
strongest  vault  or  tomb  afforded  no  security,  for 
the  body  stealer  was  armed  with  a key  to  fit  its 
lock. 

New  York  City  provided  the  best  market, 
but  with  the  advent  of  railroads  some  bodies  were 
exported  to  supply  the  wants  of  schools  else- 
where. Rumors  would  get  abroad  that  resur- 
rectionists were  active,  and  for  a time  graveyards 
would  be  guarded  by  angry  relatives  armed  with 
shotguns. 

In  the  first  annual  announcement  of  the  medical 
department  of  the  University  of  New  York  in 
1841,  the  importance  of  practical  anatomy  was 
stressed  and  the  facilities  for  dissection  set  forth. 

“Every  effort  has  been  made  by  the  professors 
to  afford  to  their  students  the  best  facilities  for 
dissection,  and  they  hazard  nothing  in  saying 
that  they  are  unequalled  in  this  country.  No  city 
in  the  Union  furnishes  the  same  supply  of  the 
materiel  for  the  study  of  practical  Anatomy,  as 
the  City  of  New  York.  Indeed,  it  is  a fact  of 
notoriety,  that  a considerable  part  of  the  supply 
required  in  the  dissecting-rooms  of  Philadelphia 
has  heretofore  been  obtained  from  New  York;  and 
a number  of  other  medical  schools  in  the  country 
are  mainly  dependent  on  her,  even  for  those  sub- 
jects required  for  the  illustration  of  their  ana- 
tomical lectures.” 

Charge  was  made  in  January,  1848,  by  Aider- 
man  G.  H.  Purse  “that  the  corpse  of  a person  who 
died  at  Bellevue  was  secretly  removed  downtown 
and  offered  to  one  or  more  surgeons  for  purposes 
of  dissection.”  The  Alderman  also  charged 
“that  the  said  corpse  was  furnished  by  and  with 
consent  of  Dr.  Reese,  resident  Physician  at 
Bellevue.”  One  Nicholas,  “the  Keeper  of  the 
dead  house,  but  now  a fugitive,”  was  named  as 
deriving  “a  revenue  from  this  source,”  the  price 
for  corpses  “being  fixed  by  the  said  resident 
Physician  at  Five  Dollars.” 

A special  committee  was  appointed  by  the 
Board  of  Aldermen  to  investigate  the  charges  in 
relation  to  “the  sale  or  disposal  of  dead  bodies 
from  Bellevue”  and  reported  on  September  6, 
1848,  “that  they  have  given  diligent  attention  to 
the  subject  referred  to  them,  and  after  full  in- 
vestigation, the  majority  concur  in  the  opinion, 
'-hat,  the  charges  set  forth  in  the  accusation  against 


Dr.  Reese,  resident  Physician  at  the  Bellevue 
Hospital  and  Alms  House,  are  entirely  unfound.” 

The  necessity  for  obtaining  bodies  by  the  J1 
devious  methods  of  the  resurrectionists  had  be- 
come  quite  intolerable,  for  at  this  time  in  the  : 
City  of  New  York  and  the  surrounding  country 
not  less  than  six  or  seven  hundred  new-made 
graves  were  annually  robbed  of  their  tenants.  ? 
Zealous  doctors  were  said  to  be  in  the  habit  of 
attending  the  funeral  of  some  immigrant  to  find  1 
out  what  he  died  of  and  where  he  was  buried; 
after  nightfall  the  body  would  disappear  from  the 
grave. 

It  was  apparent  to  the  medical  profession 
that  legislative  action  was  necessary. 

The  honor  of  obtaining  the  legalization  of  dis- 
section of  the  human  body  in  the  State  of  New 
York  belongs  to  the  faculty  of  the  Medical 
College  of  New’  York  University.  In  1853,  a 
“Petition  of  the  Medical  Faculty  of  the  Univer- 
sity of  New  York  to  the  Honorable  the  Senate 
and  Assembly  of  the  State  of  New  York,  for 
The  Legalization  of  Anatomy”  was  made.  At 
the  same  time  Dr.  John  W.  Draper,  then  Presi- 
dent of  the  medical  faculty,  issued  “An  Appeal 
to  the  People  of  the  State  of  New  York,  to  Legal- 
ise the  Dissection  of  the  Dead.”  He  based  his 
plea  on  broad  humanitarian  grounds,  pointing 
out  that  the  opening  up  of  the  western  territories 
meant  that  a great  many  surgeons  and  physicians 
would  be  needed  there  and  that  these  doctors 
should  be  well  trained.  Finally,  a bill  was  intro- 
duced into  the  State  Legislature  “For  the  Pro- 
motion of  Medical  Science.”  The  German  and 
Irish  Emigrant  Societies  remonstrated  against 
handing  over  for  dissection  the  bodies  of  the 
foreign  population  they  represented.  The  Board 
of  Councilmen  of  the  City  urged  in  a printed 
protest  that  the  Representatives  in  the  Legisla- 
ture oppose  by  every  means  the  passage  of  any 
bill  legalizing  dissection  of  dead  bodies.  Dr. 
Martyn  Paine  spent  three  months  in  Albany 
fighting  for  the  measure  and  as  the  result  of  his 
endeavors  “The  Bone  Bill,”  as  it  was  commonly 
called,  was  passed  in  1854. 

Probably  the  last  occasion  on  which  charges 
of  body  snatching  were  made  was  as  late  as 
March  15,  1922.  The  secretary  of  the  State 
Board  of  Examiners  charged  in  a report  that 
bodies  taken  to  the  city  mortuary  had  been 
illegally  turned  over  for  the  use  of  students  of 
“naturopathy”  and  of  a teacher  of  anatomy  em- 
ployed by  those  students.  The  report  was  made 
w’ith  the  request  of  the  State  Department  of 
Education  for  an  inquiry  by  the  district  attorney 
and  the  chief  city  magistrate  into  the  illegal  prac- 
tices by  chiropractic  and  other  schools  whose 
graduates  were  accused  of  practicing  in  violation 
of  the  law. 
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John  Collins  Warren  tells  us  that  when  he 
and  his  father  opened  a dissecting  room  in 
Boston  in  1806,  a large  supply  of  bodies  for 
dissection  was  obtained  for  some  years.  As  the 
number  of  medical  schools  increased  throughout 
New  England,  however,  the  supply  diminished 
and  it  became  necessary  to  resort  to  the  City  of 
New  York  for  bodies  “at  a great  expense  of 
money,  and  great  hazzard  of  being  discovered.” 


The  price  for  bodies  obtained  from  New  York 
was  twenty-five  dollars. 

The  practice  of  body  snatching  is  probably  a 
thing  of  the  past.  If  at  the  present  time  there 
are  no  hindrances  to  anatomic  study,  it  is  because 
the  medical  profession  has  so  improved  its  edu- 
cational and  scientific  standards  that  the  State 
and  its  citizens  no  longer  question  the  propriety 
and  need  of  dissection. 


FOUNDATION  FOR  TROPICAL  MEDICINE  MAKES  GRANTS 


For  the  six-month  period  ending  June  30,  1943, 
twelve  grants  amounting  to  $43,680  were  made  by 
the  American  Foundation  for  Tropical  Medicine, 
Inc.,  to  eleven  North  American  medical  schools,  a 
scientific  journal,  and  the  Army  Medical  Museum, 
it  was  reported  by  Dr.  Jean  A.  Curran,  executive 
director,  at  a meeting  of  the  Executive  Committee 
of  the  Board  of  Trustees  in  New  York  City  on  July 
23. 

These  grants,  made  possible  by  contributions 
and  pledges  for  the  current  year  of  $66,600  by 
twenty-one  American  corporations,  are  being  used 
to  strengthen  teaching  and  research  programs  in 
tropical  medicine  and  parasitology  at  the  various 
schools.  The  approved  projects  were  selected  by 
the  medical  committee  from  a number  of  appli- 
cations. 

Medical  schools  to  receive  grants  during  the 
period  from  April  1 to  June  30  were:  Cornell 

University  Medical  College,  Duke  University 
School  of  Medicine,  University  of  Pennsylvania 
School  of  Medicine,  and  Stanford  University 
Medical  School.  The  Journal  of  Parasitology  was 
also  aided. 

Schools  of  medicine  to  which  grants  were  made 
available  during  the  first  quarter  of  1943  were: 
New  York  University  College  of  Medicine,  Tufts 
College  Medical  School,  Tulane  University  School 
of  Medicine,  University  of  Manitoba  Faculty  of 
Medicine,  University  of  Nebraska  College  of 
Medicine,  and  Yale  University  School  of  Medicine. 

Companies  which  have  made  contributions  or 
formal  pledges  of  support  include:  Abbott  Labora- 
tories; American  Cyanamid  Company;  Ciba  Phar- 
maceutical Products  Corp.;  Firestone  Planta- 
tions Company;  General  Foods  Corporation; 
Hoffmann-La  Roche,  Inc.;  The  Lambert  Com- 
pany; Lederle  Laboratories;  Eli  Lilly  and  Com- 
pany; Merck  & Co.,  Inc.;  National  Carbon 
Company;  Parke,  Davis  and  Company;  E.  R. 
Squibb  & Sons;  The  Texas  Company;  United 
Fruit  Company;  William  R.  Warner  & Company; 
Winthrop  Chemical  Company;  Winthrop  Prod- 
ucts, Inc.;  and  John  Wyeth  & Brother. 

The  Foundation  acted  as  the  administrative 
agency  for  a special  grant  from  the  John  and  Mary 
R.  Markle  Foundation,  Dr.  Curran  reported. 

The  executive  director  stated  that  other  applica- 
tions are  pending,  and  those  recommended  for 
approval  by  the  Medical  Committee  will  be  fi- 
nanced out  of  contributions.  Dr.  Curran  pointed 
out  that  additional  gifts  would  be  needed  to  finance 
the  Foundation’s  full  program  for  the  year  1943. 


This  program,  adopted  at  the  annual  meeting 
of  members  in  January,  calls  for  the  collection 
and  disbursement  of  $100,000  among  medical 
schools  and  scientific  journals  and  for  special 
projects  which  fall  within  the  scope  of  the  Founda- 
tion’s activities. 

At  the  meeting  on  July  23,  Mrs.  C.  James  At- 
tarian  was  named  assistant  secretary  of  the  Founda- 
tion. 

The  officers  of  the  Foundation  are:  president, 
Lt.  Col.  Thomas  T.  Mackie,  director,  Division  of 
Parasitology  and  Tropical  Medicine,  and  executive 
officer,  Course  in  Tropical  and  Military  Medicine, 
Army  Medical  School;  vice-president,  Dr.  Willard 
C.  Rappleye,  dean,  College  of  Physicians  and 
Surgeons,  Columbia  University;  secretary,  Mr. 
Alfred  R.  Crawford,  assistant  to  the  president, 
Long  Island  College  of  Medicine;  treasurer,  Mr. 
W.  W.  Lancaster,  partner,  Shearman  and  Sterling: 
and  executive  director,  Dr.  J.  A.  Curran,  president 
and  dean,  Long  Island  College  of  Medicine. 

Members  of  the  executive  committee,  in  addition 
to  the  above  officers,  are:  Dr.  Theodore  G.  Klumpp, 
president,  Winthrop  Chemical  Company,  Inc.,  and 
Dr.  Henry  E.  Meleney,  professor  of  preventive 
medicine,  New  York  University  College  of  Medi- 
cine. 

The  purposes  for  which  the  funds  granted  dur- 
ing the  second  quarter  of  1943  are  being  utilized 
are  as  follows: 

Army  Medical  Museum — To  finance  the  collection 
of  tropical  pathologic  material  and  its  distribution 
to  American  medical  colleges. 

Cornell  University  Medical  College — Salary  aid 
for  full-time  instructor  in  parasitic  diseases  and  to 
purchase  materials  for  teaching  and  research. 

Duke  University  School  of  Medicine — For  full- 
time technician,  materials,  and  supplies  to  estab- 
lish an  identification  and  distribution  center  for 
pathogenic  fungi  and  to  maintain  a registry  of 
autopsy  and  biopsy  material  from  cases  of  fungus 
disease. 

University  of  Pennsylvania  School  of  Medicine— 
Salary  aid  to  finance  expansion  of  teaching  in 
parasitology  and  tropical  diseases. 

Stanford  University  Medical  School — Salary  for 
full-time  technician  and  funds  to  purchase  supplies 
and  equipment  to  strengthen  teaching  of  tropical 
medicine. 

Journal  of  Parasitology — To  supplement  the 
publication  funds  of  the  Journal  to  permit  en- 
larged type  pages. 


Therapeutics 


CONFERENCES  ON  THERAPY 

'THESE  are  stenographic  reports,  slightly  edited,  of  conferences  by  the  members  of 
the  Departments  of  Pharmacology  and  of  Medicine  of  Cornell  University  Medical 
College  and  the  New  York  Hospital,  with  collaboration  of  other  departments  and  insti- 
tutions. The  questions  and  discussions  involve  participation  by  members  of  the  staff 
of  the  College  and  Hospital,  students,  and  visitors.  The  next  report  will  appear  in  the 
November  1 issue  and  will  concern  “Treatment  of  Lead  Poisoning.,, 

Treatment  ofrPoisoning  by  the  Barbiturates 


Dr.  McKeen  Cattell:  This  conference  is 
the  second  of  a series  which  we  have  planned  on 
drug  poisoning  and  its  treatment. 

The  discussion  this  morning  is  on  the  barbit- 
urates and  will  be  opened  by  Dr.  Helpern. 

Dr.  Milton  Helpern  : The  subject  of  barbit- 
urate poisoning  is  very  interesting  and  very  im- 
portant. The  statistics  of  the  Chief  Medical 
Examiner’s  Office,*  which  are  compiled  annually, 
show  a definite  increase  in  the  number  of  fatal 
poisonings  by  the  various  barbiturate  com- 
pounds. I have  looked  up  the  incidence  of  fatal 
barbiturate  poisoning  for  the  past  ten  years.  At 
present  it  is  second  only  to  carbon  monoxide  poi- 
soning. In  1935,  there  were  33  cases  of  barbit- 
urate poisoning  as  compared  with  40  cases  of 
cyanide  poisoning.  In  1936  the  barbiturates 
overtook  the  cyanides  in  frequency.  In  1940, 
there  were  45  deaths  from  barbiturates  and  only 
13  cyanide  poisonings.  Fatal  barbiturate  poi- 
sonings have  almost  doubled  in  the  past  ten 
years. 

Most  of  the  deaths  from  barbiturates  are  sui- 
cides. In  the  statistical  reports  of  the  Medical 
Examiner’s  Office,  many  of  the  deaths  from 
barbiturate  poisoning — and  from  other  types  of 
poisoning,  too — are  listed  in  the  “accidental  and 
undetermined”  group.  Besides  the  accidental 
cases,  this  group  includes,  as  undetermined,  those 
cases  which  may  have  been  suicidal,  or,  for  that 
matter,  even  homicidal,  because  the  evidence  of 
suicide  or  homicide  is  not  clear.  It  is  very  proba- 
ble that  many  cases  which  we  are  forced,  because 
of  insufficient  evidence,  to  classify  finally  as  un- 
determined are  suicidal.  There  are  a few  in- 
stances in  which  an  alcoholic  individual  has  taken 
a large  dose  of  barbiturates,  and  it  is  questionable 
whether  or  not,  although  the  act  was  deliberate, 
the  intent  was  that  of  suicide.  The  question  is 
debatable. 

In  most  suicidal  cases,  the  individual  takes  bar- 
biturate medication  which  has  already  been  pre- 
scribed for  him.  There  seems  to  be  a rather  in- 
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discriminate  or  careless  piescribing  of  barbiturate 
compounds  for  patients  who  are  suffering  from 
chronic  alcoholism,  nervous  disorders,  and  de- 
pressions, the  same  conditions  which  may  prompt 
such  patients  to  take  a suicidal  overdose.  It 
would  seem  that  something  should  be  done  to 
discourage  the  indiscriminate  prescribing  of  the 
barbiturates.  The  patient  should  not  be  given  or 
allowed  to  accumulate  an  amount  of  barbiturate 
which  if  taken  at  one  time  would  be  sufficient  to 
cause  death.  At  present  a person  so  inclined 
does  not  seem  to  have  any  trouble  at  all  piling  up 
a reserve  of  barbiturate  which  is  conveniently 
available  when  the  suicidal  impulse  arises.  It  is 
amazing  what  large  quantities  of  barbiturate 
may  be  found  in  the  possession  of,  or  are  available 
to,  patients — amounts  which  are  far  in  excess  of 
legitimate  medicinal  needs.  Only  enough  barbit- 
urate should  be  prescribed  as  is  reasonably 
necessary,  and  patients  should  not  be  permitted 
to  accumulate  amounts  that  would  allow  deliber- 
ate serious  overdosage. 

As  for  the  types  of  fatal  cases  of  barbiturate 
poisoning,  we  encounter  them  in  various  forms. 
Many  of  the  patients  are  found  dead,  and  not 
much  is  known  about  the  duration  of  the  period 
of  coma  which  preceded  death.  In  other  cases, 
the  patient  is  immediately  removed  to  the  hos- 
pital after  the  ingestion  of  a large  amount  of  one 
or  another  of  the  barbiturate  compounds,  and 
may  survive  in  coma  for  a varying  period  of  time 
and  then  die.  The  period  of  survival  may  vary 
from  a few  hours  to  eight  days.  The  particular 
barbiturate  compound  taken  is  variable  in  the 
cases  which  come  to  our  attention.  It  is  most 
commonly  the  compound  that  is  most  in  vogue  at 
the  time.  New  ones  continue  to  appear,  but 
they  have  the  same  lethal  effect  when  a large 
amount  is  ingested. 

In  former  days,  veronal  (barbital)  was  the 
most  common  of  the  barbiturates  responsible  for 
fatal  poisoning.  Now  we  encounter  a great 
variety  of  barbiturate  compounds  including 
phenobarbital,  nembutal,  amytal,  medinal,  and 
allonal.  It  is  fair  to  say  that  eve^  one  of  the 
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many  barbiturate  preparations  used  has  caused 
fatal  poisoning.  Any  one  of  them,  if  the  dose  is 
large  enough,  may  prove  fatal. 

Some  very  unusual  cases  of  barbiturate  poison- 
ing have  been  observed.  Not  in  every  case  does 
the  patient  survive  in  coma  for  any  length  of  time. 
While  it  is  true  that  in  the  average  case  the  victim 
survives  more  than  twenty-four  hours,  there  have 
been  cases  in  which  death  has  been  so  rapid  after 
the  ingestion  of  a large  amount  of  barbiturate 
that  some  other  kind  of  poison  was  suspected  of 
being  responsible  for  the  death;  in  these  cases 
the  toxicologic  analysis  revealed  only  the  barbit- 
urate. 

I should  like  to  tell  about  two  such  cases.  In 
one  a mentally  depressed,  middle-aged  woman 
locked  herself  in  the  bathroom.  Her  maid, 
knowing  that  she  was  not  well,  became  worried 
and  suspicious  when  she  did  not  come  out  after  a 
few  minutes.  The  woman  refused  to  open  the 
door  at  the  request  of  the  maid,  who  then  went 
out  to  call  the  superintendent  of  the  building. 
Together  they  came  back  and  forced  the  door. 
This  took  about  ten  or  fifteen  minutes.  The 
woman  was  found  dead.  In  all,  this  death 
occurred  in  less  than  half  an  hour.  The  autopsy 
revealed  a marked  hyperemia  of  the  gastric 
mucosa  almost  like  a real  corrosion,  such  as  one 
sees  in  cyanide  poisoning.  The  toxicologic  ex- 
amination revealed  a considerable  amount  of 
medinal  or  sodium  barbital  in  the  stomach. 
This  barbiturate,  by  reason  of  its  strong  alkaline 
reaction,  produced  the  intense  hyperemia  of  the 
gastric  mucosa.  The  rapidity  of  the  death  gave 
reason  to  believe  that  the  barbiturate  was  ab- 
sorbed directly  by  the  hyperemic  stomach 
mucosa.  The  microscopic  examination  of  the 
stomach  did  not  reveal  any  corrosion  but  only  an 
intense  hyperemia  of  the  mucosa. 

Only  recently  there  was  another  somewhat 
similar  case  which  came  to  our  attention.  A 30- 
vear-old  white  woman,  a nurse,  who  lived  in  a 
residential  hotel,  was  known  to  have  had  some 
indefinite  complaints  for  which  she  was  receiving, 
under  the  care  of  a physician,  various  types  of 
medication  including  hypodermic  injections. 
The  doctor  later  admitted  that  there  was  nothing 
organically  wrong  with  the  patient  and  that  he 
considered  her  neurotic  and  had  been  medicating 
her  symptomatically  with  a variety  of  glandular 
preparations  and  sedatives. 

This  girl  went  to  the  swimming  pool  of  the 
hotel  and  sat  down  on  the  edge  of  the  pool  with 
her  feet  hanging  down  into  the  water.  She  asked 
for  a drink  of  water,  which  was  brought  to  her, 
and  then  she  collapsed.  Within  a few  minutes 
she  was  dead,  despite  attempts  to  resuscitate  her. 
She  was  not  submerged.  The  autopsy  findings 
were  the  same  as  in  the  previous  case — namely, 


an  intense  hyperemia  of  the  gastric  mucosa  and 
the  presence  in  the  stomach,  as  determined  toxico- 
logically,  and  also  in  the  brain  and  liver,  of  a 
barbiturate  compound.  This  must  have  been 
ingested  by  the  deceased  just  before  she  reached 
the  pool  or  while  she  was  sitting  on  the  edge  of  the 
pool.  The  rapidity  of  her  collapse  and  death 
indicated  this.  Fortunately  the  case  was  not 
complicated  by  submersion,  which  also  may  have 
been  in  the  deceased’s  mind.  A number  of  sui- 
cidal drownings  have  revealed  the  presence  of 
barbiturates  in  the  stomach. 

These  two  cases  prove  that  death  from  barbit- 
urate poisoning  can  occur  very  rapidly,  especially 
when  the  more  soluble  compounds  are  taken. 

The  postmortem  findings  in  fatal  cases  vary 
considerably.  Persons  who  die  after  having 
been  in  coma  for  a considerable  period  of  time 
show  usually,  in  addition  to  the  congestion  of  all 
the  viscera,  an  extensive  hypostatic  broncho- 
pneumonia. Aside  from  this,  there  is  nothing 
characteristic  about  the  autopsy  findings.  In 
two  fatal  suicidal  cases  which  occurred  several 
years  apart  and  in  which  the  victims  survived  in 
coma  for  four  days,  autopsy  revealed  the  very 
interesting  brain  lesion  usually  found  in  delayed 
deaths  from  carbon  monoxide  poisoning — 
namely,  bilateral  symmetric  necrosis  of  the  globus 
pallidus.  This  is  a very  rare  finding  in  barbit- 
urate poisoning,  although  another  case  was  re- 
corded in  the  literature  about  two  years  ago  by 
De  Groat. 

In  connection  writh  the  management  of  live 
cases,  I do  not  wish  to  encroach  upon  Dr.  Gold’s 
presentation,  but  I do  want  to  say  that  in  all 
cases  of  barbiturate  poisoning  the  diagnosis  can 
be  readily  confirmed  by  the  toxicologist  if  the 
urine  is  saved  for  chemical  examination.  Most 
of  the  barbiturates  are  excreted  in  the  urine  very 
promptly,  so  that  the  urine  should  be  saved  for 
analysis  in  all  suspected  cases  and  even  in  cases  in 
which  the  diagnosis  is  certain,  for  medicolegal 
reasons.  If  the  stomach  is  washed  out,  the 
washings  should  be  inspected  for  the  pres- 
ence of  incompletely  disintegrated  tablets 
and  saved  for  toxicologic  examination.  It  is 
not  uncommon  to  find  partially  disintegrated 
tablets  of  barbiturate  in  the  stomach  at  au- 
topsy. 

1 recall  one  case  in  which  I counted  more  than 
100  tablets  of  phenobarbital  in  the  stomach  and 
small  intestine.  They  were  only  partially  dis- 
integrated. In  other  cases,  one  finds  a whitish 
paste  of  barbiturate  loosely  adherent  to  the  mu- 
cous membrane,  the  remains  of  a thick  suspension 
of  many  tablets  prepared  by  and  swallowed  by 
the  victim.  The  presence  of  a large  amount  of 
barbiturate  in  the  stomach  in  the  form  of  tablets 
or  as  a suspension  disproves  the  claim  of  an 
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accidental  overdosing  by  slightly  more  than  the 
medicinal  dose. 

In  fatal  cases  of  barbiturate  poisoning  it  is 
necessary  to  send  to  the  toxicologist  for  examina- 
tion not  only  the  urine  but  also  the  brain,  liver, 
and  contents  of  the  stomach.  I should  like  to 
state  the  amounts  of  barbiturate  quantitatively 
recovered  by  Dr.  Gettler,  toxicologist  to  the 
office  of  the  Chief  Medical  Examiner,  from  the 
organs  in  cases  of  barbiturate  poisoning.  In  one 
patient  who  survived  for  two  hours — a 43-year- 
old  man — there  were  23.2  mg.  in  1,000  Gm.  of 
liver.  In  another  case  in  which  the  individual 
survived  for  three  hours,  there  were  56  mg.  in 
1,000  Gm.  of  liver  and  large  amounts  were  found 
in  the  stomach.  In  the  case  of  the  57-year-old 
man  who  survived  for  four  days,  in  whom  the 
symmetric  softening  of  the  globus  pallidus  was 
found,  the  brain  contained  43.6  mg.  in  1,000  Gm., 
and  the  liver  contained  37.8  mg.  in  1,000  Gm. 
The  stomach  contained  31.5  Gm.,  recovered 
from  the  washings  during  life,  and  the  urine  dur- 
ing life  contained  25  mg.  in  250  cc.  Then  there 
was  another  victim  who  survived  for  eight  days 
in  coma  and  whose  liver  contained  17.6  mg.  in 
1 ,000  Gm.  Although  the  amounts  in  the  organs 
vary  considerably  in  fatal  cases,  appreciable 
amounts  of  barbiturate  can  be  recovered  after 
variable  periods  of  survival. 

Dr.  Cattell:  We  might  perhaps  spend  a few 
minutes  in  discussion  on  this  aspect  of  the  pre- 
sentation. Have  you  questions  for  Dr.  Helpern? 

Dr.  C.  H.  Wheeler:  Dr.  Helpern,  have  you 
any  idea  how  many  patients  recover  after  taking 
the  drug  accidentally  or  with  suicidal  intent? 

Dr.  Helpern:  I am  sorry,  but  I do  not  have 
any  figures  to  answer  that  question.  The  only 
way  to  get  such  data  is  to  comb  the  hospitals, 
and  also  to  send  questionnaires  to  the  doctors 
because  many  such  cases  never  get  to  the  hos- 
pitals. The  hospital  cases,  of  course,  are  avail- 
able for  analysis.  It  is  unfortunate  that  there 
is  no  central  agency  where  all  these  non-fatal 
poisonings  are  recorded.  It  is  not  requisite 
for  a doctor  to  report  an  attempted  suicide  if  the 
attempt  is  not  successful.  There  are  many  non- 
fatal  cases  that  we  know  nothing  about. 

Dr.  Harry  Gold:  I should  like  to  ask  Dr. 
Helpern  a question  relating  to  the  figure  he  men- 
tioned— namely,  the  23  mg.  of  barbiturate  per 
kilogram  of  tissue  in  a fatal  case.  The  drug  is,  of 
course,  not  equally  distributed,  but  if  it  were  in 
such  a case,  then  an  average-sized  man  would 
have  about  1.6  Gm.  of  barbiturate.  That  is  not 
enough  to  cause  serious  poisoning.  How  does 
one  go  about  establishing  that  he  died  of  barbit- 
urate poisoning? 

Dr.  Helpern:  First  by  considering  it  as  a 
possibility,  by  the  clinical  history  if  it  is  available, 


by  the  exclusion  at  autopsy  of  other  causes  of 
death  which  would  take  precedence — for  exam- 
ple, a subarachnoid  hemorrhage  or  a pontine 
hemorrhage  or  other  necessarily  fatal  condition, 
such  as  a ruptured  aneurysm  of  the  aorta  or 
ruptured  viscus  with  peritonitis  or  a bullet  wound 
through  the  brain  or  heart.  Taking  into  con- 
sideration the  period  of  survival  and  in  the  ab- 
sence of  another  cause  of  death,  other  than  a 
secondary  bronchopneumonia,  the  finding  of 
barbiturates  in  the  organs  in  significant  amount 
would  be  sufficient  to  establish  the  cause  of  death 
as  barbiturate  poisoning.  The  individual  may 
survive  long  enough  for  almost  all  of  the  barbit- 
urate to  be  eliminated,  and  death  may  then 
occur  from  exhaustion  and  bronchopneumonia. 
In  such  a case,  despite  negative  toxicologic  find- 
ings at  autopsy,  the  death  should  be  attributed  to 
barbiturate  poisoning.  The  correct  cause  of 
death  cannot  always  be  ascertained  from  the 
body  at  an  autopsy.  Other  circumstances  help 
to  determine  it.  By  the  same  token,  the  presence 
in  the  body  before  death  or  at  autopsy  of  a barbit- 
urate does  not  necessarily  establish  the  cause  of 
death  as  barbiturate  poisoning.  The  same  may 
be  said  for  other  types  of  poisoning.  For  ex- 
ample, many  persons  die  of  carbon  monoxide  poi- 
soning long  after  the  carbon  monoxide  has  been 
eliminated  from  the  blood.  Although  the  sym- 
metric softening  of  the  globus  pallidus  is  a very 
suggestive  lesion  in  such  delayed  deaths,  one  has 
to  be  guided  by  clinical  history  or  by  circum- 
stances surrounding  the  case  in  deciding  the  cause 
of  death.  That  is  why  it  is  so  important,  from 
the  medicolegal  standpoint,  to  have  toxicologic 
analyses  made  on  blood  in  carbon  monoxide  cases 
as  soon  as  possible  after  exposure,  since  the  gas  is 
rapidly  eliminated,  and  also  on  the  urine  and 
stomach  contents  in  barbiturate  poisoning,  and 
on  the  blood,  stomach  contents,  spinal  fluid,  and 
even  urine  in  cases  of  ethyl  or  methyl  alcohol 
poisoning.  Many  poisons  disappear  rapidly 
from  the  body  before  death  occurs. 

Dr.  Gold:  The  reason  for  my  question  is  an 
actual  case  which  recently  came  up  in  which  the 
insurance  company  insisted  that  the  man  died 
as  the  result  of  suicide  by  barbiturate,  and  the 
family  insisted  that  the  barbiturate  was  an  inci- 
dental finding,  and  that  he  died  of  an  accident  un- 
related to  the  drug.  They  found  in  the  body  an 
amount  of  barbiturate  of  the  order  you  men- 
tioned, but  the  family  maintained  it  was  there 
because  of  his  habitual  use  of  large  doses  as  a 
hypnotic. 

Dr.  Helpern  : As  far  as  determining  whether 

a case  is  one  of  suicide  or  accident  or  even  homi- 
cide— that  can  be  done  only  by  investigation  of 
the  circumstances  surrounding  the  particular 
case.  The  autopsy  will  not  reveal  whether  the 
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| poisoning  is  suicidal  or  accidental  unless  large 
amounts  of  the  barbiturates  are  found  in  the 
« stomach  as  well  as  in  the  organs,  which  would 
I mean  an  amount  ingested  far  in  excess  of  any 
alleged  accidental  overdose.  When  the  drug  has 
passed  through  the  stomach  and  has  been  ab- 
j sorbed  and  when  the  individual  survives  for  a 
period  of  time,  the  toxicologic  analysis  usually 
recorded  in  milligrams  per  kilogram  of  organ, 
such  as  brain  or  liver,  must  be  subjected  to  con- 
siderable calculation  based  on  body  weight  and 
variable  distribution.  The  result  that  is  ob- 
tained may  be  far  below  the  actual  amount  in- 
gested, the  amount  which  is  most  significant  in 
helping  to  decide,  in  the  absence  of  other  evi- 
dence, that  the  intent  of  the  deceased  was  sui- 
cidal. 

The  distribution  of  barbiturates  in  the  body  is 
not  uniform.  The  bones  and  muscles  do  not 
take  up  very  much.  The  brain  and  liver  contain 
the  largest  amounts. 

Dr.  Gettler  is  conducting  investigations  to  see 
just  how  the  barbiturates  are  partitioned  in  the 
various  tissues.  His  laboratory  is  analyzing 
brain,  liver,  kidneys,  blood,  muscle,  and  bone  in 
order  to  get  some  idea  of  what  the  entire  body 
may  contain. 

Dr.  Travell:  Is  there  a concentration  in 

any  organ  which  is  positive  proof  that  death 
occurred  as  the  result  of  barbiturate? 

Dr.  Helpern:  No.  The  diagnosis  of  fatal 
barbiturate  poisoning  cannot  be  made  from  a 
chemical  examination  alone,  no  matter  how 
much  may  be  found  in  the  liver  or  brain.  The 
chemical  analysis  must  be  interpreted  in  the  light 
of  the  autopsy  findings.  The  same  principle 
applies  as  in  the  interpretation  of  the  amount  of 
alcohol  which  may  be  found  in  the  brain  or  liver. 
The  amount  found  may  indicate  that  death  re- 
sulted from  poisoning  only  in  the  absence  of 
another  necessarily  fatal  condition,  or  it  may 
indicate  a partial  or  contributory  cause  of  death. 

How  does  one  decide  that  a man  has  died  of 
acute  alcoholism?  It  cannot  be  decided  only 
by  the  finding  of  a 3 or  4 plus  amount  of  alcohol  in 
the  brain.  One  must  rule  out  other  necessarily 
immediately  fatal  conditions  which  are  un- 
equivocal causes  of  death — for  example,  an 
aneurysm  which  has  ruptured  into  the  pericardial 
cavity  or  a massive  cerebral  hemorrhage  or  a 
severe  traumatic  injury  or  a bullet  wound 
through  a vital  organ.  A 3 or  4 plus  amount  of 
alcohol  may  indicate  death  from  acute  alcoholism 
in  one  man  and  may  be  merely  an  associated 
finding  in  another  man  who  has  received  a fatal 
stab  wound. 

Dr.  Cattell:  I was  wondering  about  the 
amounts  of  barbiturate  recovered  in  those  indi- 
viduals who  died  quickly.  Was  that  studied? 


Dr.  Helpern:  I do  not  have  the  figures  in 
the  first  case,  but  1 recall  that  a large  amount  was 
found.  In  the  second  case,  curiously,  a large 
amount  was  not  recovered.  There  were  30  mg. 
of  barbiturate  per  Kg.  of  brain  and  35  mg.  per  Kg. 
of  kidney. 

Dr.  Gold  : How  long  did  she  live  after  taking 
the  drug? 

Dr.  Helpern  : All  we  know  is  that  she  came 
to  the  swimming  pool,  sat  down  on  the  edge  of  the 
pool,  and  asked  for  a drink  of  water.  Nobody 
saw  her  swallow  the  drug.  She  collapsed  shortly 
after  getting  the  glass  of  water  and  died  within  a 
few  minutes.  The  lifeguard  attempted  to  re- 
suscitate her  for  an  hour  without  success. 

Dr.  Gold:  The  drug  was  phenobarbital? 

Dr.  Helpern  : The  drug  in  this  case  was  not 
identified  in  the  toxicologic  report.  Dr.  Gettler 
recorded  it  as  “barbiturate.”  He  did  not 
actually  state  what  the  preparation  was. 

Dr.  Cattell:  Is  the  analysis  of  urine  for 
barbiturates  of  any  value  in  cases  involving  the 
more  quickly  acting  barbiturates  where  the  ma- 
terial is  largely  destroyed  in  the  liver  rather  than 
excreted  as  such  in  the  urine? 

Dr.  Helpern:  Yes,  I think  it  is  always  of 
value  since  practically  all  of  the  barbiturates  are 
excreted  to  some  extent  in  the  urine.  The  test  is 
valuable  even  though  it  is  only  qualitative.  Bar- 
bital can  be  found  in  the  urine  for  days  after  it  is 
ingested. 

Dr.  Gold:  That  is,  I think,  substantially 
true.  There  are,  however,  some  of  the  rapidly 
acting  barbiturates  that  are  excreted  only  in 
traces  in  the  urine.  The  vast  majority  of  them 
do  show  fair  amounts,  such  as  0.5  to  2 per  cent  of 
the  dose,  or  even  as  much  as  25  per  cent  of  the 
dose  given.  In  the  case  of  barbital,  however,  as 
much  as  75  per  cent  of  the  dose  may  come  through 
in  the  urine.  It  is  the  only  one  of  the  barbitu- 
rates in  common  use  which  shows  such  a high 
excretion  in  the  urine. 

Dr.  Cattell:  We  will  now  turn  to  the  second 
aspect  of  the  discussion,  which  is  the  treatment 
of  poisoning  by  the  barbiturates. 

Dr.  Gold:  The  first  point  I want  to  make 
about  the  treatment  of  poisoning  by  the  barbit- 
urates is  that  a great  many  of  the  cases  do  not 
require  treatment.  Many  patients  are  better  off 
if  they  are  left  alone  to  recover. 

There  was  an  old  man  on  the  service  a week  or 
so  ago  who  came  in  with  a coronary  thrombosis. 
He  was  very  ill.  He  was  restless,  and  the  doctor 
began  to  give  him  amytal.  In  a period  of  about 
four  hours  he  had  the  following  doses  of  amytal 
sodium  by  intravenous  injection:  4 grains,  2 
grains,  1.78  grains,  and  1.8  grains.  This  makes  a 
total  of  approximately  10  grains  of  amytal  sodium 
within  a period  of  about  four  hours.  He  was 
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poisoned.  When  he  lapsed  into  coma,  attention 
was  turned  from  the  treatment  of  the  coronary 
thrombosis  to  the  use  of  stimulants  for  the  treat- 
ment of  barbiturate  poisoning.  That  was  a mis- 
take. From  doses  of  that  order  or  from  that  de- 
gree of  poisoning,  patients  recover  without  any 
treatment.  Not  so  long  ago  1 observed  another 
old  man,  who  had  an  upper  respiratory  infection. 
He  had  some  fever  and  could  not  sleep  well.  A 
standing  order  for  phenobarbital  was  left.  He 
received  it  every  two  hours  to  put  him  to  sleep, 
and  about  9:00  a.m.,  when  the  doctor  came,  he 
was  in  coma.  His  pupils  were  constricted  and 
his  eyes  rolled.  There  was  the  question  whether 
or  not  the  patient  had  suffered  a cerebral  accident 
during  the  night.  It  turned  out  to  be  only  poi- 
soning by  a barbiturate  used  in  excessive  doses 
for  insomnia.  This  was  a typical  case  which  did 
not  need  treatment.  He  needed  only  to  be  left 
alone  until  he  eliminated  enough  of  the  drug  to 
enable  him  to  wake  up. 

These  two  cases  are  typical  of  mild  poisoning 
by  barbiturate  which  does  not  require  treatment. 

There  are  other  cases  of  very  severe  poisoning- 
in  which,  no  matter  what  one  does,  the  patient 
dies.  About  one  out  of  every  four  patients  with 
barbiturate  poisoning  who  come  into  the  hospital 
dies.  Would  that  match  any  figures  you  have, 
Dr.  Helpern? 

Dr.  Helpern:  I do  not  have  any  figures, 
Dr.  Gold. 

Dr.  Gold:  How-  does  a patient  look  who  is 
poisoned  by  a barbiturate  and  who  is  likely  to 
recover  if  he  is  properly  treated?  The  patient 
is  in  coma,  and  the  pupils  are  constricted.  In 
barbiturate  poisoning  dilatation  of  the  pupils  is 
usually  a terminal  event.  The  skin  and  mucous 
membranes  are  cyanotic.  The  respiration  is 
rapid  and  shallow,  occasionally  jerky.  The  pulse 
rate  is  usually  rapid,  120  a minute  or  more. 
The  blood  pressure  is  likely  to  be  low,  the  systolic 
around  100  mm.  of  mercury.  All  reflexes  are 
gone.  This  is  a picture  of  fairly  advanced  poi- 
soning by  the  barbiturates. 

There  may  be  complicating  factors.  Often 
the  patient  develops  a fever.  The  temperature 
may  go  as  high  as  105  F.,  although  many  patients 
with  barbiturate  poisoning  have  subnormal  tem- 
peratures. Rales  appear  at  the  base  of  the 
lungs.  The  differential  diagnosis  has  to  be  made 
between  barbiturate  poisoning  and  broncho- 
pneumonia. Indeed,  the  patient  may  have  both 
conditions  because  death  in  many  of  these  cases 
results  from  terminal  bronchopneumonia. 

What  is  the  mechanism  of  death  in  a patient 
who  has  had  an  overdose  of  barbiturate?  The 
poison  affects  primarily  the  central  nervous 
system.  There  is  depression  of  the  respirator y 
and  vasomotor  mechanism;  there  is  also  depres- 


sion of  the  heart  muscle  directly.  There  is 
added  the  fact  that  in  the  patient  who  is  narco- 
tized with  the  barbiturate  the  tongue  falls  back 
against  the  pharynx  and  palate,  giving  rise  to 
obstruction.  Anoxia  results,  therefore,  not  only 
from  the  fact  that  the  patient’s  respiratory 
mechanism  is  depressed  and  respiration  is  shal- 
low, but  also  from  the  fact  that  obstruction  in  the 
air  passage  further  diminishes  respiratory  ex- 
change. Exposure  is  another  complicating  fac- 
tor. The  patient  takes  the  drug  and  is  apt  to  lie 
somewhere  in  coma  for  a long  time  before  he  is 
discovered.  Therefore  the  problem  in  the  treat- 
ment of  a barbiturate  poisoning  involves  not  only 
the  reversal  of  the  direct  action  of  the  drug  but 
also  the  management  of  a complex  set  of  condi- 
tions which  have  been  created  by  several  second- 
ary factors. 

The  first  thing  one  does  is  to  make  sure  that 
obstruction  to  breathing  is  removed.  Bring  the 
tongue  and  jaw  forward;  have  them  held  in  that 
position.  “Swallowing”  the  tongue  is  a very 
important  aspect  in  the  cause  of  deaths  from 
barbiturate  poisoning.  This  was  the  cause  of 
disasters  in  the  use  of  fixed  anesthetics  in  which 
the  patient  was  anesthetized  and  then  was  al- 
lowed to  carry  on  without  supervision.  Sud- 
denly the  respiration  came  to  an  end. 

If  the  skin  is  cold  and  clammy  and  the  tem- 
perature is  low,  wrap  the  patient  in  warm  blankets 
and  apply  heating  pads  or  hot-water  bottles. 
Oxygen  inhalation  is  important.  If  there  are 
signs  of  circulatory  failure,  intravenous  infusion 
of  glucose  in  saline  is  useful.  Many  of  these 
patients  in  deep  coma  have  fairly  normal  blood 
pressure,  and  in  them  there  is  no  reason  for  infu- 
sions; but  if  there  are  any  signs  of  circulatory 
failure,  infusions  of  a liter  or  two  of  10  per  cent 
glucose  in  saline,  given  slowly  over  a period  of 
several  hours,  should  be  used. 

There  are  several  specific  antidotes.  Strych- 
nine has  been  used  and  abandoned.  Caffeine  is 
widely  used.  Its  value  is  questionable.  Metra- 
zol  is  now  extensively  employed.  There  is  good 
experimental  evidence  of  its  value.  The  one 
which  occupies  the  center  of  the  stage  at  the  pres- 
ent time  is  picrotoxin. 

Picrotoxin  is  a stimulant  of  the  central  nervous 
system,  which  when  given  in  large  doses  produces  ! 
convulsions.  There  is  mutual  antagonism  be- 
tween picrotoxin  and  the  barbiturate.  The  barbit- 
urate causes  depression  and  the  picrotoxin 
abolishes  it,  and  when  convulsions  from  picro- 
toxin occur  in  the  barbiturized  animal,  one  can 
abolish  the  convulsions  in  turn  by  giving  more 
barbiturate.  There  is  a fairly  sharp  limit  to  this 
reversibility. 

The  preparation  which  is  most  commonly 
available  contains  3 mg.  per  cc.  It  comes  in  20 
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cc.  ampules.  The  adult  patient  receives  10  mg. 
intravenously  as  the  first  dose.  It  is  repeated  at 
intervals  of  twenty  minutes.  With  what  in 
view?  To  produce  a state  of  hvperexcitability  in 
which  there  are  mild  convulsive  movements,  but 
very,  very  mild.  A finger  may  flick,  or  a muscle 
of  the  face  may  suddenly  contract,  or  an  arm 
might  show  a sudden  movement;  but  a general- 
ized convulsion  is  to  be  avoided.  The  state  of 
hyperexcitability  is  then  maintained  by  repeated 
doses  as  necessary.  Never  try  to  restore  con- 
sciousness. It  is  impossible  to  restore  conscious- 
ness even  with  fatal  convulsive  doses.  All  one 
tries  to  do  is  to  maintain  a state  of  mild  excita- 
bility sufficient  to  sustain  life  in  order  that  the 
patient  may  be  able  to  excrete  the  barbiturate. 

The  total  amount  of  picrotoxin  used  is  often 
very  large.  The  dose  of  picrotoxin  which  may 
kill  a normal  man  is  about  2 to  3 grains,  but  in  the 
treatment  of  barbiturate-poisoned  patients,  a 
total  amount  as  high  as  30  grains  has  been  given. 

In  maintaining  the  state  of  hyperexcitability  it 
may  be  necessary  to  raise  the  dose  or  to  lower  it. 
It  may  be  necessary  to  lengthen  the  intervals. 
The  patient  is  watched  carefully.  As  the  state  of 
hyperexcitability  begins  to  subside,  additional 
doses  are  given,  until  signs  of  spontaneous  clear- 
ing appear. 

Why  do  we  choose  twenty-minute  intervals 
between  the  early  doses?  Picrotoxin  in  large 
doses  produces  an  almost  instantaneous  effect  on 
the  central  nervous  system.  Smaller  doses  show 
a lag  in  the  appearance  of  effects.  Whereas  2 
mg.  of  picrotoxin  per  Kg.  injected  intravenously 
into  an  animal  will  cause  death  within  a minute  or 
two,  0.5  mg.  will  cause  symptoms  only  after  a 
delay,  often  as  much  as  twenty  or  twenty-five 
minutes,  and  death  may  occur  within  an  hour  or 
so. 

Dr.  Cattell:  We  are  now  ready  for  questions 
or  comments  from  the  groap. 

Student:  I should  like  to  know  how  long  it 
takes  for  the  barbiturates  to  be  absorbed  and  how 
useful  is  gastric  lavage  in  relation  to  the  time  after 
the  drug  has  been  ingested.  What  effect  would 
purgatives  have  on  the  absorption  of  the  drug? 
I should  also  like  to  know  whether  several  liters 
of  5 per  cent  glucose  would  help  in  the  elimination 
of  the  drug. 

Dr.  Cattell:  Dr.  Helpern’s  experience  with 
these  two  cases  illustrates  the  speed  with  which 
absorption  can  occur. 

Dr.  Gold:  The  barbiturates  are  absorbed 
fairly  rapidly.  A fatal  dose  of  one  of  the  soluble 
sodium  salts  of  a barbiturate,  such  as  sodium 
pentobarbital,  will  narcotize  an  animal  within 
ten  to  fifteen  minutes.  That  is  pretty  fast. 
The  insoluble  acids  are  more  slowly  absorbed. 
Barbital  is  fairly  slowly  absorbed ; it  is  usually  a 


matter  of  three-quarters  of  an  hour  or  an  hour, 
but  sodium  barbital  is  very  rapidly  absorbed. 
Massive  intravenous  infusions  are  not  very 
effective  in  promoting  excretion.  For  most  of 
the  barbiturates  the  urinary  excretion  is  small; 
destruction  in  the  liver  and  other  tissues  is  the 
chief  mode  of  elimination.  It  is  only  in  the  case 
of  barbital  alone  that  urinary  excretion  plays  a 
considerable  part,  and  there  the  experimental 
evidence  of  Koppanyi  and  his  collaborators  is 
that  massive  infusions  seem  to  affect  recovery 
very  little. 

Dr.  Cattell:  There  is  one  aspect  of  poison- 
ing by  the  barbiturates  which  we  have  not 
touched  upon — that  is,  chronic  poisoning,  the 
type  that  the  psychiatrists  see.  I wonder  if 
Dr.  Doty  would  comment  on  this  phase  of  the 
subject. 

Dr.  Edwin  J.  Doty:  I might  first  speak  of 
the  incidence  of  psychoses  due  to  drugs.  It  is 
estimated  that  from  0.3  to  1 per  cent  of  all  ad- 
missions to  mental  hospitals  are  diagnosed  as 
psychoses  due  to  drugs.  Most  of  these  illnesses 
have  a short  duration  and  patients  are  not  ad- 
mitted to  psychiatric  hospitals. 

Our  experience  I might  summarize  briefly. 
During  the  past  four  years  we  have  had  an 
average  of  three  such  cases  a year  at  the  yearly 
admission  rate  of  250  patients.  If  one  kept  a 
count  of  the  psychoses  which  are  due  to  barbit- 
urates, he  would  find  that  about  one  out  of 
these  three  admissions  would  be  due  to  barbit- 
urates alone.  It  is  often  difficult  to  determine 
whether  the  barbiturate  was  taken  with  alcohol 
or  with  bromides  or  some  other  sedative  medica- 
tion. 

In  a series  of  124  cases  reported  from  the  Boston 
Psychopathic  Hospital  the  ratio  was  about  the 
same — that  is,  there  were  32  of  these  cases  of 
drug  psychoses  due  to  barbiturates  alone. 

Dr.  Frank  Curran  studied  50  cases  in  Bellevue 
Hospital.  He  stated  that  in  48  per  cent  the 
chronic  use  of  barbiturates  was  associated  with 
chronic  alcoholism.  In  the  remaining  cases  it 
was  found  in  patients  who  complained  of  diffi- 
culties associated  with  the  menopause,  marital 
difficulties,  insomnia,  or  psychoneurotic  symptoms. 

There  are  two  types  of  intoxication,  the  acute 
and  the  chronic.  In  the  acute  case  a very  large 
dose  is  often  taken  with  suicidal  intent.  The 
chronic  use  is  frequent  in  such  situations  when 
there  is  chronic  alcoholism  or  when  there  are 
physical  complaints  or  psychoneurotic  features. 
The  acute  and  chronic  intoxications  are  often 
difficult  to  differentiate  from  the  clinical  stand- 
point. With  acute  intoxication,  consciousness 
may  be  disturbed  in  varying  degrees  from 
drowsiness  to  coma.  In  the  noncomatose  pa- 
tient the  outstanding  psychopathologic  features 
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are  disorientation  and  narrow  range  of  attention, 
and  in  this  setting  delusions  may  occur.  Eupho- 
ria is  often  seen,  and  I think  it  is  frequently  con- 
fused with  elation.  The  patient  is  thought  to  be 
in  a hypomanic  state  when  he  is  euphoric  from 
drug  intoxication.  This  is  remarked  upon  par- 
ticularly because  it  is  often  incongruous  with 
what  has  gone  before.  The  patient  has  been  de- 
pressed, has  taken  a large  dose  of  the  drug,  and 
euphoria  has  followed. 

Cases  of  delirium  due  to  acute  intoxication  with 
barbiturates  have  been  reported.  They  may 
resemble  delirium  tremens  due  to  alcohol.  The 
prominent  emotion  is  fear.  The  patient  is  dis- 
oriented and  experiences  hallucinations  in  the 
visual  field,  which  are  usually  very  vivid.  Such  a 
reaction  may  result  from  a more  or  less  regular 
use  of  barbiturates  over  a period  of  time  to  ease 
emotional  stresses  in  the  types  of  personality 
maladjustments  that  have  been  mentioned.  In 
such  cases  one  sees  difficulty  in  thought  concen- 
tration, unsteadiness  of  gait,  and  occasional  dis- 
orientation with  euphoria.  Some  years  ago  it 
was  reported  that  such  chronic  use  of  the  drug 
occurred  chiefly  in  psychopathic  personalities. 

I think  the  significance  of  euphoria  should  be 
kept  in  mind  in  the  continued  use  of  barbiturates, 
bromides,  or  other  sedative  medications.  Since 
euphoria  is  an  early  indication,  from  the  psychi- 
atric standpoint,  of  drug  intoxication,  care  should 
be  taken  not  to  confuse  it  with  elation.  If  a 
barbiturate  is  being  given  to  a depressed  person 
for  a long  time  to  alleviate  tension  or  insomnia 
and  the  patient  begins  to  appear  elated,  one 
must  be  sure  that  the  patient  is  really  emerging 
from  a depression  rather  than  showing  euphoria 
as  an  early  manifestation  of  drug  intoxication. 
The  euphoric  state  can  be  described  by  noting  its 
similarity  to  the  picture  of  early  alcoholic  intoxi- 
cation. Here  there  is  a sense  of  well-being,  with 
maudlin  speech  and  behavior,  as  distinguished 
from  elation. 

Student:  In  one  of  the  recent  lectures  given 
by  Dr.  Hansson  in  the  Department  of  Physical 
Therapy,  he  made  the  statement  that  barbiturate 
poisoning  can  frequently  be  aided  by  the  applica- 
tion of  fever  therapy.  I am  wondering  whether 
anyone  has  any  further  information  on  that  possi- 
bility. He  quoted  one  instance  of  a patient  who 
was  brought  in  in  coma  and  was  almost  im- 
mediately revived  when  placed  in  a fever  cabinet. 

Dr.  Cattell:  Who  will  comment  on  that? 

Dr.  Gold:  I have  never  heard  of  it  before. 

Dr.  Wheeler:  Could  it  conceivably  be  that 
by  increasing  the  body  temperature  to  a marked 
degree  one  speeds  up  the  metabolism,  and  that 
increases  the  rate  of  destruction  of  the  drug? 

Dr.  Gold:  It  seems  to  me  unlikely. 

Dr.  Wheeler:  Dr.  Gold,  I should  like  to  ask 


you  this:  Most  of  the  patients  we  see  with 
barbituric  acid  poisoning  are  brought  into  the 
accident  room  in  a stuporous  condition.  It  is 
not  possible  to  find  out  how  much  of  the  drug 
they  have  taken.  Therefore  we  do  not  know 
whether  they  have  taken  an  amount  that  justifies  J 
leaving  them  alone  or  whether  they  have  taken  ; 
an  amount  that  requires  immediate  treatment. 
Would  you  say  something  about  what  should  be 
done  under  those  circumstances?  Should  the 
doctor  start  using  picrotoxin?  Or  what  criteria 
are  used  to  decide  whether  the  patient  should  be 
treated  vigorously? 

Dr.  Gold:  What  to  do  depends  on  the  depth 
of  the  narcosis. 

If  the  general  condition  is  good,  if  there  is  no 
cyanosis,  if  the  blood  pressure  level  is  satisfactory, 
and  if  respiration  is  adequate,  I should  withhold  ; 
all  treatment.  If  there  is  a question  of  cyanosis, 
use  oxygen  by  inhalation.  Keep  the  patient 
under  continuous  observation,  with  special 
attention  to  the  warmth  of  the  skin  and  to  the 
blood  pressure.  The  presence  of  some  reflex, 
like  holding  the  breath  when  pinched  or  some  re- 
sponse to  a painful  stimulus,  is  an  indication  of 
relatively  light  narcosis  from  which  the  patient 
will  recover  without  treatment.  In  such  a case 
let  the  matter  stand  without  picrotoxin  treat- 
ment. However,  if  the  patient  shows  signs  of 
deterioration,  shallow,  feeble  respiration,  dis- 
appearance of  all  reflexes,  cyanosis,  cooling  off  of 
the  skin,  or  falling  blood  pressure,  active  therapy 
should  be  applied — namely,  oxygen  inhalation, 
intravenous  infusions,  and  picrotoxin. 

Dr.  Cattell  : Is  that  chart  something  for  us? 

Dr.  Gold  : Yes.  This  is  a case  of  a child  who 
had  eaten  1.17  Gm.  of  phenobarbital.  He  was  3 
years  old  and  weighed  30  pounds.  This  makes 
about  90  mg.  of  phenobarbital  per  Kg.  It  is  in 
the  range  of  dosage  which  is  fatal  for  man.  He 
became  deeply  narcotized,  and,  among  other 
measures,  he  was  treated  with  picrotoxin.  He 
received  a total  of  about  28  mg.  of  picrotoxin  in 
thirty  hours,  or  about  2 mg.  per  Kg.  This  is  1 
more  than  a fatal  dose  of  picrotoxin  to  a non- 
barbitalized  person.  He  recovered. 

There  are  some  noteworthy  facts  about  the  ex- 
perience with  this  patient.  The  first  dose  was  6 
mg.  given  intravenously  over  a period  of  twenty- 
five  minutes  (about  0.4  mg.  per  kg.).  It  caused 
brief  clonic  convulsive  movements.  One-fourth 
as  much  as  this  has  been  known  to  cause  con- 
vulsion in  human  beings.  The  dose  of  6 mg.  for 
this  child  would  be  equivalent  to  30  mg.  for  a 150- 
pound  man.  That  is  too  much  for  a starting 
dose.  If  the  narcosis  is  not  very  deep  and  sus- 
ceptibility is  high,  such  a dose  can  cause,  as  it  did 
in  this  case,  a convulsion.  Repeated  doses 
were  given  throughout  the  first  thirty  hours,  after 
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which  a convulsive  state  resulted,  with  tonic  and 
clonic  seizures  at  intervals  of  about  thirty  min- 
utes. 

This  continued  for  the  next  eighteen  hours, 
although  no  further  doses  of  picrotoxin  were 
given.  That  state  was  not  desirable,  although  in 
spite  of  it  the  patient  recovered.  The  important 
lesson  is  that  no  attempt  should  be  made  to  secure 
more  than  the  faintest  degree  of  hyperexcitability 
when  picrotoxin  is  used  and  that  the  drug  be 
discontinued  at  the  first  signs  of  some  voluntary 
movement.  Another  matter  of  importance  is  the 
fact  that  in  the  action  of  small  doses  there  is  a 
long  latent  period,  and  that  a dose  which  causes 
only  slight  hyperexcitability  immediately  after 
the  injection  may  produce  a convulsion  in  half  an 
hour  or  an  hour. 

Summary 

Dr.  Gold:  I may  now  briefly  summarize 
some  of  the  outstanding  points  in  the  conference 
this  morning.  The  indiscriminate  prescribing 
of  barbiturates  in  chronic  alcoholism  or  nervous 
disorders  makes  large  quantities  of  these  drugs 
available  to  such  patients.  Fatal  poisonings  in 
New  York  City  have  nearly  doubled  in  the  past 
ten  years,  and  most  of  the  deaths  are  suicidal. 
While  in  the  majority  of  cases  death  is  delayed, 
there  are  some  in  which  the  course  of  fatal  poi- 
soning is  extremely  rapid — a matter  of  hours — so 
rapid  that  some  other  poisoning  is  suspected. 
The  barbiturates  have  a strong  alkaline  reaction 
and  occasionally  produce  intense  gastric  irritation 
with  marked  hyperemia  of  the  mucosa.  Post- 
mortem findings  are  not  characteristic.  They 
include  visceral  congestion  and  hypostatic 
bronchopneumonia,  although  in  rare  cases  soften- 
ing of  the  globus  pallidus,  simulating  carbon 
monoxide  poisoning,  has  been  reported.  Chemi- 
cal examination  of  the  urine,  the  gastric  contents, 
the  brain,  and  the  liver  helps  to  establish  the 
diagnosis.  Fairly  large  amounts,  of  the  order  of 
20  to  40  mg.  of  the  barbiturate  per  Kg.  of  the 
tissue,  have  been  found  in  fatal  cases.  For 
medicolegal  purposes,  the  mere  finding  of  barbit- 
urate is  often  insufficient  to  establish  the  cause 
of  death.  Attending  circumstances  and  the 
exclusion  of  other  common  causes  of  death  help 
to  decide  the  issue.  In  fact,  in  some  cases  very 
little  barbiturate  may  be  found,  the  largest  part 
of  the  dose  being  excreted  or  destroyed  during  the 
long  interval  before  death  takes  place  from 
secondary  factors,  such  as  exhaustion  and  bron- 
chopneumonia. 


The  barbiturates  are  responsible  for  about  one- 
third  of  the  cases  of  drug  psychosis  admitted  to 
this  hospital.  Chronic  barbiturate  poisoning  is 
frequently  associated  with  chronic  alcoholism  and 
personality  disorders.  In  the  absence  of  coma, 
these  cases  present  a variety  of  symptoms  such  as 
delirium,  disorientation,  delusions,  and  euphoria. 
Attention  is  called  to  the  need  of  distinguishing 
the  euphoric  state  due  to  the  drug  and  the  elation 
resulting  from  the  patient’s  emergence  from  a 
state  of  depression. 

The  management  of  barbiturate  poisoning  de- 
pends on  the  dose  and  the  severity  of  the  symp- 
toms. Most  of  the  minor  grades  of  poisoning 
that  result  from  therapeutic  overdosage  give  rise 
to  confusional  states  and  coma  from  which  pa- 
tients recover  satisfactorily  without  treatment. 
The  more  severe  cases  of  suicidal  poisoning  which 
are  brought  into  the  general  hospital  show  a mor- 
tality of  approximately  25  per  cent.  Outstand- 
ing symptoms  are  deep  coma,  cyanosis,  shallow 
respiration,  rapid  pulse,  constricted  pupils,  and 
fever.  As  the  poisoning  progresses,  the  pupils 
dilate,  circulatory  failure  ensues,  and  the  symp- 
tomatology is  complicated  by  bronchopneu- 
monia. 

The  measures  employed  in  treatment  involve 
the  removal  of  obstruction  to  the  free  passage  of 
air  (tongue  or  mucus),  the  application  of  warmth 
to  the  skin,  and  oxygen  inhalation.  In  the 
presence  of  signs  of  circulatory  failure,  infusions 
of  glucose  and  saline  are  useful.  Drug  antidotes 
have  a limited  place  in  the  treatment  of  barbit- 
urate poisoning.  The  most  popular  analeptic 
for  this  purpose  is  picrotoxin.  It  is  wise  to  apply 
it  only  in  the  more  severe  cases,  since  it  is  a con- 
vulsant,  and  there  is  danger  in  its  use.  The  ob- 
jective is  to  maintain  a state  of  mild  hyperexcita- 
bility until  the  patient  eliminates  enough  of  the 
barbiturate  to  insure  survival.  It  is  not  possible 
to  reverse  the  depressant  action  so  as  to  restore 
consciousness  by  a direct  action  of  the  picro- 
toxin, even  with  doses  which  cause  convulsions. 
The  usual  plan  of  dosage  is  to  give  10  mg.  intra- 
venously at  intervals  of  about  twenty  minutes 
until  some  signs  of  hyperexcitability  appear, 
after  which  the  doses  are  reduced  and  the  inter- 
vals lengthened  so  as  to  maintain  this  state. 
The  delay  in  the  appearance  of  the  effect  of  such 
doses  of  picrotoxin,  even  by  intravenous  injec- 
tion, is  stressed  as  a source  of  danger. 

A case  of  poisoning  by  barbiturate  and  its 
treatment  have  been  discussed  in  order  to  illus- 
trate some  of  these  points. 


Case  Report 


SENSITIVITY  TO  SULFONAMIDE  COMPOUNDS  PROBABLY  AVOIDED  BY 

COMBINED  USE  WITH  ASCORBIC  ACID 


Preliminary  Report 
Louis  Pelner,  M.D.,  Brooklyn 


T^OXIC  reactions  to  the  sulfonamide  drugs  have 
been  described  as  caused  by  sensitivity  to  the 
drug  and  also  as  a result  of  overdosage.  Undoubt- 
edly both  types  of  reaction  exist.  Sensitivity  to  one 
drug  usually  implies  sensitivity  to  the  others  of  the 
series  so  that  substitution  of  one  for  the  other  is  in- 
effective when  sensitivity  is  present.1  The  actual 
mechanism  of  reactions  to  the  sulfonamide  drugs  is 
unknown.  The  following  case  report  is  given  be- 
cause nearly  every  physician  is  faced  with  the  neces- 
sity of  using  a sulfa  compound  even  though  reac- 
tions have  been  obtained  previously  with  one  of 
them. 

Case  Report 

J.  C.,  a 65-year-old  man,  developed  chills,  cough, 
expectoration,  and  high  fever  (104  F.).  Dimin- 
ished breath  sounds  were  heard  at  the  left  base,  and 
a diagnosis  of  pneumonia  was  made.  The  patient 
had  been  a known  hypertensive  for  several  years, 
and  his  urine  constantly  showed  a faint  trace  of  al- 
bumin, but.  there  were  no  other  abnormal  findings. 
Sulfathiazole,  1 Gm.,  was  ordered  to  be  given  every 
four  hours,  and  fluids  were  forced.  After  taking 
three  doses  (3  Gm.)  the  patient  became  stuporous, 
anuric,  and  began  to  vomit.  Later  the  vomitus  be- 
came bloody,  and  he  was  hospitalized. 

At  the  hospital  the  obvious  symptoms  were  dis- 
regarded and  were  thought  to  be  due  to  the  severity 
of  the  pneumonic  process,  so  another  dose  of  sulfa- 
thiazole was  given.  The  urea  nitrogen  was  110 
mg.  per  100  cc.,  white  blood  cells  count  was  15,500, 
with  90  per  cent  polymorphonuclear  cells.  No  sul- 
fathiazole crystals  were  found  in  the  urine.  Soon  it 
was  recognized  that  this  might  be  a reaction  to  the 
sulfathiazole,  which  was  immediately  discontinued, 
and  an  infusion  of  glucose  and  saline  was  given. 

About  one  and  a half  hours  later  the  patient 
could  be  roused  and  started  voiding.  Following 
this,  the  urea  nitrogen  in  the  blood  steadily  dropped 
over  a period  of  several  days.  On  the  seventh  hos- 
pital day  the  recovery  was  interrupted  by  a bout  of 
jaundice  which  cleared  rapidly.  This  was  taken  to 
be  a hepatitis  due  to  liver  damage  by  sulfathiazole. 
Further  recovery  was  without  incident. 

The  patient  remained  comparatively  well  for  two 
years.  Recently,  however,  he  again  developed  a 
chill,  pain  in  the  upper  left  side  of  the  chest  and  the 
left  shoulder,  a cough,  and  a temperature  of  105  F. 
A diagnosis  of  pneumonia  of  the  left  upper  lobe  was 
made  on  the  history  and  physical  findings.  Hospi- 
talization was  advised  but  firmly  refused.  Sulfadi- 
azine, 1 Gm.  every  four  hours,  was  prescribed. 

Previous  work  by  the  author,2  in  the  detoxification 
•of  salicylates  by  ascorbic  acid  in  a patient  with  rheu- 
matic fever  with  sensitivity  to  salicylates,  suggested 
that  the  vitamin  be  given  to  this  patient.  The 
patient’s  diet  was  apparently  deficient  in  vitamin  C 


content.  One  hundred  mg.  of  ascorbic  acid  was 
therefore  given  with  each  dose  of  sulfadiazine.  The 
possibility  of  precipitating  sulfadiazine  crystals  in 
the  urine  by  giving  an  acid  was  not  realized.  The 
patient  made  a remarkable  recovery.  The  blood  | 
concentration  of  sulfadiazine  was  8 mg.  per  100  cc.  I 
after  twenty-eight  hours  of  therapy.  The  patient  1 1 
also  appeared  to  be  free  from  the  mental  depression  I 
that  of  ^en  accompanies  sulfa-drug  therapy.  He  did  j: 
not  become  intolerant  to  sulfadiazine  at  any  time  dur-  « 
ing  this  treatment. 

Since  this  case  was  treated,  50  additional  pa-  ji 
tients  have  been  given  full  doses  of  sulfadiazine  (1 
Gm.  every  four  hours)  with  the  addition  of  100  mg. 
of  ascorbic  acid  at  the  same  interval.  In  none  of  |i 
these  patients  was  it  necessary  to  discontinue  the  i 
medication  because  of  reaction,  and  none  of  them  ji 
exhibited  the  depression  often  seen  after  sulfa  ther- 
apy. 

A search  of  the  medical  literature  revealed  several  i 
previous  references  to  this  combined  form  of  treat- 
ment.3-9 One  group  of  authors  found  no  differ-  ;| 
ence  in  the  survival  time  between  rats  treated  with  I 
vitamin  C-sulfanilamide  and  those  treated  with  sul-  j! 
fanilamide  alone.4  We  are  among  those  who  do  not  I 
believe  that  vitamin  C increases  the  effect  of  sulfa- 
nilamide, but  rather  we  believe  that  it  minimizes  the 
reactions  to  this  drug.6  Other  groups,  however,  I 
point  to  an  increase  in  the  sulfanilamide  effect.7 

Dainow  and  Zimmet8  were  the  first  to  show  that  |i 
ingestion  of  sulfanilamide  caused  a diminution  of  | 
vitamin  C content  of  the  testicles,  liver,  and  brain  j 
of  the  animals  tested.  Dainow9  also  pointed  out  i 
that  sulfanilamide  reactions  such  as  purpuras,  j 
hemorrhage,  gastrointestinal  disturbances,  skin  M 
eruptions,  epistaxis,  and  anemia  are  characteristic  la 
signs  of  scurvy  and  that  concomitant  administra-  j 
tion  of  vitamin  C may  prevent  these  reactions. 

No  case  history  was  found  in  the  literature  in 
which  a patient  who  had  previously  had  a severe  re-  I 
action  was  given  the  combined  sulfonamide-vitamin 
C therapy  at  a subsequent  date  without  reaction,  j 
This  combined  treatment  remains  to  be  further  n 
tried  and  carefully  evaluated  statistically. 
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Zephiran  Chloride  is  a germicide  of  high  bactericidal  and  bacterio- 
static potency.  In  proper  dilutions  it  is  nonirritating  and  relatively 
nontoxic  to  tissue  cells. 


Zephiran  Chloride  possesses  detergent,  keratolytic  and  emulsify- 
ing properties,  which  favor  penetration  of  tissue  surfaces,  hence 
removing  dirt,  skin  fats  and  desquamating  skin. 


INDICATIONS 

Zephiran  Chloride  is  widely  em- 
ployed lor  skin  and  mucous  mem - 
brane  antisepsis — for  preoperative 
.disinfection  of  skin,  denuded  skin 
and  mucous  membranes,  for  vagi- 
nal instillation  and  irrigation,  for 
vesical  and  urethral  irrigation,  for 
wet  dressings,  for  irrigation  in  eye, 
ear,  nose  and  throat  infections,  etc. 


HOW  SUPPLIED 

Zephiran  Chloride  is  available  in 
TINCTURE  1:1000  Tinted 
TINCTURE  1:1000  Stainless 
AQUEOUS  SOLUTION  1:1000 
in  8 ounce  and  1 gallon  bottles. 


Write  for  informative  booklet 


WINTHROP  CHEMICAL  COMPANY,  INC. 


NEW  YORK  13,  N.  Y.  Pharmaceuticals  of  merit  for  the  physician  WINDSOR,  ONT. 


Postgraduate  Medical  Education 


Programs  arranged  by  the  Council  Committee  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York  are  published  in  this  section  of  the  Journal. 
The  members  of  the  committee  are  Oliver  W.  H.  Mitchell,  M.D.,  Chairman  (4£8  Green- 
wood Place,  Syracuse);  George  Baehr,  M.D.;  and  Charles  D.  Post,  M.D. 


Obstetrics  and  Gynecology 


npHE  second  in  a series  of  two  lectures  on  obstetrics 
and  gynecology,  presented  before  the  Cortland 
County  Medical  Society,  will  be  given  on  Friday, 
October  15  at  8:30  p.m.  in  the  Cortland  County 
Hospital  in  Cortland.  The  speaker  will  be  Nathan 
P.  Sears,  M.D.,  professor  of  gynecology,  Syracuse 
University  College  of  Medicine,  who  will  discuss 
"Gynecology  in  General  Practice.” 


The  first  lecture,  "Delivery  Room  Problems — 
Analgesia,  Anesthesia,  etc.,”  was  given  on  Septem- 
ber 17  by  Donald  C.  McGill,  M.D.,  instructor  in 
obstetrics  and  gynecology,  University  of  Rochester 
School  of  Medicine  and  Dentistry. 

The  lecture  on  obstetrics  was  provided  by  the 
Medical  Society  of  the  State  of  New  York  in  co- 
operation with  the  State  Department  of  Health. 


"Prenatal  and  Postpartum  Care” 


A SINGLE  lecture  on  “Prenatal  and  Postpartum 
Care”  was  arranged  for  the  Greene  County 
Medical  Society  on  September  30  at  the  Memorial 
Hospital  of  Greene  County  in  Catskill.  The  speaker 
was  Merton  C.  Hatch,  M.D.,  associate  professor  of 


clinical  obstetrics,  Syracuse  University  College  of 
Medicine. 

The  instruction  was  provided  by  the  Medical 
Society  of  the  State  of  New  York  in  cooperation 
with  the  New  York  State  Department  of  Health. 


HEALTH  OF  YOUNG  WORKERS  MUST  BE  CONSERVED 


Pointing  out  that  the  trend  for  boys  and  girls  of 
14  to  17  years  of  age  to  enter  industry  is  likely  to 
increase  at  an  ever  growing  rate  as  the  war  con- 
tinues, the  Journal  of  the  American  Medical  Asso- 
ciation says  that  the  health  of  these  young  workers 
should  be  conserved: 

“Many  boys  and  girls  of  16  and  17  years  and  even 
younger  now  take  full-  or  part-time  jobs  or  work 
during  summer  vacation  periods.  In  a survey  of 
mortality  of  young  people  of  15  to  19  years  the 
death  rate  from  all  causes  combined  (except  enemy 
action)  was  35  per  cent  lower  among  white  boys 
and  47  per  cent  lower  among  white  girls  in  1942 
than  the  average  rates  for  the  preceding  three-year 
period.  There  are,  however,  some  unfavorable 
spots  in  the  record.  The  death  rate  for  tuber- 
culosis increased  among  white  males  from  15  to  24 
years  of  age  and  more  particularly  from  15  to  19, 
while  it  decreased  for  all  other  ages  up  to  75.  Among 


adolescent  girls  aged  15  to  19  the  tuberculosis  death 
rate  in  19-12  continued  to  decline.  The  death  rate 
from  accidents  :imong  white  boys  from  15  to  19 
was  17  per  cent  higher  than  in  the  preceding  years. 

“Protective  laws  are  the  primary  safeguards. 
Boys  and  girls  should  not  be  allowed  to  work  in 
atmospheres  which  contain  harmful  dusts,  fumes, 
and  gases.  Young  boys  may  be  crippled  by  heavy 
manual  labor  or  by  work  for  long  periods  in  cramped 
positions.  Furthermore,  information  should  be 
spread  that  bo  vs  of  14  to  17  usually  do  not  possess 
the  required  skill  or  stability  to  permit  them  to 
operate  dangerous  machines.  It  must  also  be 
realized  that  farming  is  a hazardous  occupation 
and  that  many  accidents  result  from  attempting 
to  handle  animals  or  farm  machinery  without 
adequate  strength  or  training.  Every  effort  should 
be  made  to  strengthen  the  bodies  of  these  young 
workers.” 


PRIZE  FOR  PAPER  ON  NONCONGESTIVE  GLAUCOMA 


The  National  Society  for  the  Prevention  of  Blind- 
ness announces  that  a prize  of  $250  will  be  awarded 
for  the  most  original  paper  adding  to  the  present 
knowledge  about  medical  treatment  of  nonconges- 
tive  glaucoma.  Papers  should  be  in  the  office  of  the 
Society,  1790  Broadway,  New  York  City,  by  Sep- 
tember, 1944.  (This  prize  is  being  offered  in  addi- 
tion to  one  that  was  previously  announced  for  the 
most  valuable  original  paper  concerning  the  diagno- 
sis of  early  glaucoma.) 


Papers  may  be  presented  by  any  practicing  oph- 
thalmologist of  the  Western  Hemisphere  and  may  be 
written  in  English,  French,  German,  Italian,  Span- 
ish, or  Portuguese,  but  those  written  in  any  of  the 
last  four  languages  should  be  accompanied  by  a 
translation  in  English. 

The  award  will  be  made  by  the  Society  with  the 
guidance  of  an  ophthalmologic  committee  composed 
of  Drs.  Evans,  Keil,  Kirby,  McLean,  Reese,  Sam- 
uels, Schlivek,  Schoenberg,  and  Webster. 
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BEZON 


WHOLE  NATURAL  Vitamin  B Complex 

concentrated  to  high  potency  from  natural 
sources— no  synthetic  vitamin  factors  are  added.  Only 


in  the  Whole  Natural  Vitamin  B Complex  can  all  1 6 vitamin  B factors  be  obtained. 
BEZON  is  made  only  in  the  distinctive  two-color  gelatin  capsule.  Supplied  in 


bottles  of  30  and  100  capsules. 

Samples  and  literature  available  on  request. 
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Medical  News 


Military  Surgeons  to  Meet 


ONE  of  the  most  important  medical  meetings  ever 
held  in  this  nation  in  time  of  war  will  convene  in 
Philadelphia  on  October  21,  w’hen  the  Association  of 
Military  Surgeons  of  the  United  States  begins  its 
three-day  sessions  in  the  Bellevue-Stratford  Hotel 
to  mark  the  fifty-first  meeting  of  the  organization. 

The  symposium  on  war  medicine  will  be  of  vital 
and  direct  interest  to  the  health  and  welfare  of  the 
men  in  the  armed  forces,  to  physicians,  research 
specialists,  and  scientists  everywhere,  as  well  as  to 
the  general  public.  It  is  expected  that  the  meeting 
will  attract  2,000  doctors,  many  of  w’hom  have  been 
in  active  combat  with  the  servicemen  in  every  camp 
and  base  throughout  the  country  and  on  all  the 
fighting  fronts. 

The  announcement  of  the  plans  for  the  conven- 
tion of  military  surgeons  was  made  by  Rear  Admiral 
William  L.  Mann,  M.C.,  of  Seattle,  Washington, 
president  of  the  Association  of  Military  Surgeons. 

The  meeting  will  be  of  a magnitude  and  scope 
never  before  known  in  the  history  of  the  organiza- 
tion, according  to  Rear  Admiral  Mann.  Medical 
officers  of  the  armed  forces  w’ho  have  seen  actual 
duties  in  the  various  combat  zones  will  report  first 
hand  on  the  United  States  medical  services  under 
combat  in  climatic  conditions  new  to  American 
arms. 

Medicine’s  methods  of  meeting  the  new  and  com- 
plicating factors  brought  on  by  mechanized  modern 


warfare  will  also  highlight  the  sessions.  There  will 
be  reports  and  discussions  on  such  new  matters  as 
air  evacuation,  parachute  injuries,  the  physiologic 
aspects  of  high  altitude  flying  and  dive  bombing, 
tropical  medicine,  blast  injuries,  amphibious  opera- 
tions, submarine  warfare,  immersion  and  tempera- 
ture extremes,  neurosurgical  problems,  and  the  whole 
field  of  rehabilitation. 

The  meeting  will  be  opened  wdth  addresses  of  wel- 
come by  Governor  Edward  Martin,  of  Pennsylvania, 
and  Mayor  Bernard  Samuel,  of  Philadelphia.  At 
the  initial  evening  session,  to  be  known  as  “Army 
Night,”  the  President  wdll  deliver  his  greetings  to  the 
convention  via  radio.  There  will  be  addresses  by  the 
Chinese  Ambassador,  Wei  Tao-Ming,  and  by  Sur- 
geon General  Norman  T.  Kirk,  of  the  United  States 
Navy. 

At  the  following  night’s  session,  wfliich  will  be 
knowm  as  “Navy  Night,”  the  principal  speaker  will 
be  the  Hon.  Frank  Knox,  Secretary  of  the  Navy. 
The  presiding  officer  will  be  Rear  Admiral  Ross  T. 
Mclntire,  surgeon  general  of  the  United  States 
Navy  and  personal  physician  to  the  President. 

Nationwide  hook-ups  will  carry  reports  of  the 
meeting  to  the  public  at  large  and  by  short-wave 
broadcast  to  the  people  in  Allied  countries,  who  will 
be  apprised  of  the  progress  of  the  convention  and  its 
meaning  to  the  men  in  arms  and  national  health  in 
general. 


Telephone  Orders  for  Narcotic  Medication 


IT  HAS  come  to  the  attention  of  the  New  York 
State  Health  Department’s  Bureau  of  Narcotic 
Control  that  many  pharmacists  operating  in  New 
York  State  have  notes  in  their  narcotic  prescription 
files  to  remind  them  that  physicians  owTe  them  pre- 
scriptions calling  for  a large  aggregate  amount  of 
narcotic  drugs  w'hich  have  been  supplied  to  patients 
but  for  w’hich  no  valid  order  has  been  re- 
ceived. 

This  situation  is  the  result  of  telephone  calls  from 
physicians  who  request  the  pharmacist  to  supply  nar- 
cotic medication  to  patients  with  the  understanding 
that  a prescription  will  be  sent  in  later.  These 
promises  are  easily  forgotten  and  many  physicians 
have  gone  into  the  armed  services  without  fulfilling 
them. 

Under  the  provisions  of  the  New  York  State  Nar- 
cotic Drug  Law,  Article  XXII,  Section  426,  per- 
taining to  sales  by  apothecaries,  and  Article  172  of 


the  Federal  Narcotic  Regulations  No.  5,  concerning 
telephone  orders,  the  furnishing  of  any  narcotic 
drug  pursuant  to  a telephone  request  by  a physician 
is  prohibited  w’ith  just  one  exception.  During  the 
present  war  emergency,  physicians  are  under  great 
pressure  to  make  more  calls  per  day  and  to  cover  a 
wider  territory.  Wherever  immediate  delivery  of 
narcotics  to  a patient  is  required,  a pharmacist  may 
send  such  drugs,  personally  or  through  an  employee, 
based  on  a physician’s  telephone  order,  only  if  a 
properly  prepared  prescription  is  available  at  the 
time  and  place  of  delivery.  Both  parties  may  be 
held  responsible  for  failure  to  comply  with  these 
emergency  conditions.  The  pharmacist  is  not  pro- 
tected by  the  physician’s  statement  that  he  will 
later  supply  a prescription  or  prescriptions  to  cover 
such  orders.  A violation  exists  even  wrhen  prescrip- 
tions are  received  subsequently  by  the  pharmacist. — 
Health  News 


Bullis  Fever 


A NEW  disease  entity,  hitherto  un described,  ap- 
Tx  parently  transmitted  by  a tick,  is  reported  in 
a recent  issue  of  the  Journal  of  the  American 
Medical  Association  by  Col.  John  C.  Woodland, 
Maj.  Mordecai  M.  McDowell,  and  Capt.  John  T. 
Richards,  of  the  Army  Medical  Corps.  The  new 
disease,  w’hich  they  name  “Bullis  fever,”  w7as  first 
noticed  in  a group  of  soldiers  who  had  been  on 
maneuvers  at  Camp  Bullis,  a military  reservation 
about  20  miles  w’est  of  Fort  Sam  Houston,  Texas. 
All_of  the  patients  had  been  bitten  by  a species  of 


tick,  commonly  called  the  Lone  Star  tick  because  of 
the  star-shaped  marking  on  its  back.  While  the 
Army  physicians  do  not  hazard  a guess  as  to  the 
cause  of  the  new7  disease,  they  believe  that  further 
investigation  will  show  that  it  is  transmitted  to 
man  through  tick  bites.  In  many  ways  Bullis  fever 
resembles  other  acute  feverish  illnesses.  Outstand- 
ing clinical  features  include  severe  headache,  in- 
flammation of  the  lymph  glands,  unusually  low  white 
blood  cell  count,  and  high  fever. 

(Continued  on  page  1880] 
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BILLIONS  FOR  DEFENSE 

against  the  Common  Cold  >* 


Each  Oravax  tablet  contains 
50  billion  killed  organisms 
of  a wide  range  of  bacte- 
rial species,  providing 
broad  protection  against 
the  secondary  invaders. 


To  protect  the  nation’s  health  and  keep  patients  on  the  job  is  every  physician’s 
wartime  responsibility.  Since  the  common  cold  is  the  greatest  single  cause  of  disa- 
bility, a major  contribution  to  victory  can  be  made  by  protecting  as  many  patients 
as  possible  against  colds  and  their  complications. 


Brand  of  Oral  Catarrhal  Vaccine 


Effectiveness  of  oral  vaccination  with  Oravax 
as  a prophylactic  measure  has  been  demon- 
strated in  large  groups,  under  supervised 
control,  in  various  parts  of  the  country.  The 
high  percentage  of  success  is  shown  by  the 
following  excerpts  from  published  reports: 

Complete  freedom  from  colds  in  87.92%  of  Oravax 
group;  72:34%  of  control  group. 

J.  M.  A.  Georgia  28:  332-334  (1939) 


70.2%  decrease  in  number  of  colds  in  group  receiving 
Oravax;  7.2%  decrease  in  group  given  placebos. 

Indust.  Med.  9:  530-533  (1940) 

Oravax  is  inexpensive,  painless,  free  from 
severe  reactions.  Suggested  dosage  is  one 
tablet  daily  for  7 days;  then  one  tablet  twice 
weekly  throughout  season  when  colds  are 
most  prevalent.  Oravax  is  available  in  bot- 
tles of  20,  50  and  100  tablets. 


Number  of  severe  colds  and  total  days ’ illness  from 
severe  colds  in  Oravax  group  only  one -fifth  that  in 
control  subjects. 

Journal-Lancet  60:  319-324  (1940) 


Trade  Mark  “Oravax” 
Reg.  U.  S.  Pat.  Off. 


i ™ N.”7<rr43 

j The  Wm.  S.  Merrell  Company,  Cincinnati  15,  Ohio 
Gentlemen:  Please  send  professional  sample  of 
Oravax  and  complete  information  on  clinical  studies 

Dr. 


(Please  print  or  write  plainly) 
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State  
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Medical  Training  Is  Opened  to  Wacs 


NEW  opportunities  have  been  opened  to  members 
of  the  Women’s  Army  Corps  for  training  and 
service  in  the  Army  Medical  Department. 

Beginning  September  10,  the  first  of  more  than 
1,000  members  of  the  Wac  were  enrolled  in  the  Army- 
Navy  Hospital  School  at  Hot  Springs,  Arkansas,  in 
military  hospital  training  courses. 

Graduates  will  be  assigned  to  duty  at  general  and 
station  hospitals. 

Each  Wac  selected  to  attend  the  school  will  re- 


ceive training  in  one  of  five  courses.  New  classes 
will  be  started  on  the  tenth  of  each  month. 

Three  of  the  courses,  those  for  training  x-ray 
technicians,  are  of  three  months’  duration.  For  each 
of  these  45  women  will  be  selected  initially. 

Courses  for  training  medical  and  surgical  tech- 
nicians are  of  two  months’  duration,  for  each  of 
which  100  Wacs  will  be  selected. 

The  new  field  of  training  has  heretofore  been  re- 
stricted to  male  military  personnel. 


County  News 


Albany  County 

Dr.  Edward  F.  Urba,  of  Kinderhaak,  received  the 
August  award  as  the  Albany  Times-Union’s  “hero 
of  the  month.” 

Despite  the  lack  of  proper  surgical  equipment,  Dr. 
Urba  amputated  the  leg  of  an  engineer  trapped  in  a 
swaying  locomotive  during  a derailment  at  Chatham 
on  August  2. 

Dr.  Urba  was  one  of  seven  candidates  for  the 
award,  the  Albany  newspaper’s  method  of  honoring 
unsung  heroes  on  the  home  front,  and  he  will  be 
presented  with  a $25  War  Bond  on  behalf  of  the 
Times-Union  editors.* 

Bronx  County 

“Obedience  should  be  the  natural  result  of  the 
child’s  trust  in  his  parents  and  should  not  be  the 
result  of  fear.  Show  your  child  that  he  can  trust 
you  and  he  will  obey,  but  remember,  more  important 
than  that,  teach  him  such  standards  of  behavior 
that  he  will  know  what  to  do  when  you  are  not  there 
to  correct  him.” 

Dr.  Michael  Pulver  made  the  above  statement  to 
his  radio  audience  on  August  23  over  Station 
WBNX,  in  a talk,  “Habit  Training  of  the  Preschool 
Child,”  given  under  the  auspices  of  the  Bronx 
County  Medical  Society  and  the  Bronx  Tuberculosis 
and  Health  Committee.* 

Broome  County 

After  serving  in  the  Army  Medical  Corps  overseas 
since  February,  1942,  Capt.  Nicholas  I.  Klimow,  of 
Johnson  City,  has  returned  to  his  home  on  sick 
leave. 

Captain  Klimow  has  observed  the  action  of  the 
American  and  Japanese  soldiers  and  reports  that 
while  the  Japanese  are  brave,  they  nevertheless  lack 
the  ingenuity  with  which  the  American  troops 
fight. 

Before  joining  the  armed  forces,  Captain  Klimow 
was  head  of  orthopaedic  surgery  at  Wilson  Memorial 
Hospital  in  Johnson  City. 

Columbia  County 

Dr.  Robert  H.  Little,  formerly  of  New  York 
City,  has  assumed  the  practice  and  former  offices  of 
the  late  Dr.  Henry  C.  Galster,  of  Hudson. 

Dr.  Little  was  graduated  from  the  University  of 
Manitoba,  in  Canada.  He  later  gave  up  a general 
practice  at  Estevan,  in  the  Province  of  Manitoba, 
to  travel.  While  abroad,  he  did  postgraduate  work 
at  several  hospitals  in  London,  including  the  Central 
London  Hospital.  Upon  his  return  to  this  country, 
Dr.  Little  studied  at  the  Presbyterian  Medical 
Center,  New  York  City,  for  six  months.  For  two 
years  he  was  on  the  staff  at  the  Manhattan  Eye, 
Ear,  Nose,  and  Throat  Hospital.* 


Erie  County 

The  Buffalo  campaign  to  collect  drugs  and  sur- 
gical supplies  for  Soviet  Russia,  sponsored  jointly 
by  the  Medical  Society,  the  Buffalo  Hospital  Council, 
and  the  Western  New  York  Retail  Druggists  Associa- 
tion, has  been  reported  a success  by  Mrs.  Lawrence 
D.  Bell,  chairman  of  the  Russian  War  Relief  Head- 
quarters. 

Druggists,  doctors,  and  hospitals  cooperated  in 
the  collection  and  donation  of  the  supplies.  The 
Medical  Advisory  committee  for  the  drive  was 
headed  by  Dr.  Herbert  H.  Bauckus,  president- 
elect of  the  Medical  Society  of  the  State  of  New  York. 

The  Emergency  Medical  Service  of  the  Buffalo 
Office  of  Civilian  Protection  has  appealed  for  nine 
used  cars  on  which  to  mount  a corresponding 
number  of  four-stretcher  ambulance  bodies  which 
have  been  allotted  to  the  City  of  Buffalo  by  the 
United  States  Office  of  Civilian  Defense. 

Designed  after  extensive  study,  the  USOCD  am- 
bulance body  is  made  of  wood  and  noncritical  ma- 
terials. It  must  be  mounted  on  the  rear  portion  of 
the  chassis  of  a Ford,  Chevrolet  or  Plymouth  four- 
door  sedan,  models  1939-1941,  after  the  part  of  the 
body  behind  the  front  seat  has  been  removed. 

Only  used  cars  of  those  makes  and  years  are  suit- 
able and  acceptable,  according  to  instructions  re- 
ceived from  the  USOCD. 

Dr.  Harold  F.  R.  Brown,  president  of  the  Erie 
County  Medical  Society  and  chief  of  the  Emergency 
Medical  Service,  pointed  out  that  existing  conditions 
in  the  local  automobile  market  have  made  procure- 
ment of  the  desired  type  of  cars  extremely  difficult. 

At  present  the  Buffalo  Emergency  Medical  Serv- 
ice has  at  its  command  17  hospital  ambulances,  as 
well  as  approximately  one  hundred  auxiliary  ambu- 
lances consisting  of  morticians’  service  cars  and  other 
types  of  automotive  equipment.* 

Dr.  Lois  Plummer  has  opened  an  office  in  Buffalo. 

Greater  New  York 

In  conformity  with  a recent  amendment  to  the 
premarital  examination  law,  the  premarital  state- 
ment formerly  in  use  has  been  modified.  The  re- 
verse side  of  the  new  statement  now  carries  informa- 
tion and  instructions  both  for  the  physician  and  the 
applicant. 

The  changes  in  procedure,  as  outlined  by  the 
Bureau  of  Social  Hygiene  of  the  New  York  City 
Department  of  Health,  are  as  follows: 

1.  The  Health  Department  Laboratory  and  pri- 
vate clinical  laboratories  will  continue  to  perform 
the  required  premarital  serologic  test.  No  special 

[Continued  on  page  1882] 
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IGARETTE  DIFFERENCES 

as  shown  by  the  rabbit-eye  test 


NOTE  THE  DIFFERENCE  in  Edema.  Average  produced  by  ordinary 
cigarettes:  2.7.  Average  produced  by  Philip  Morris:  0.8.  CLINICAL 
TESTS  showed  that  when  smokers  with  irritation  of  the  nose  and  throat 
due  to  smoking  changed  to  Philip  Morris,  every  case  of  irritation 
cleared  completely  or  definitely  improved. 

From  tests  published  in  Proc.  Soc.  Exp.  Bio.  and  Med.,  1934t  32,  241-24 3 
Laryngoscope,  1935,  XLV,  No.  2,  149-154 
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forms  or  blanks  are  required  by  the  physician.  As 
heretofore,  blood  specimens  for  such  cases  should  be 
plainly  marked  “premarital.”  The  laboratory, 
after  completing  the  serologic  examination,  will 
forward  the  necessary  form  to  the  physician.  Only 
standard  Wassermann  and  Kahn  tests  arc  accept- 
able for  premarital  purposes  in  New  York  City. 

2.  Application  for  a marriage  license  may  now 
be  made  anywhere  in  New  York  State,  irrespective 
of  bride’s  residence.  Heretofore,  application  could 
be  made  only  in  the  county  where  the  prospective 
bride  lived. 

3.  The  City  of  New  York  has  discontinued  the 
$1.00  fee  for  premarital  reports  issued  by  the  Health 
Department  Laboratory. 

4.  If  the  result  of  the  serologic  test  for  premarital 
purposes  is  negative,  a report  need  no  longer  be 
filed  with  the  Health  Department.  Only  positive 
reports  are  to  be  filed  hereafter. 

5.  It  is  now  permissible  to  use,  for  premarital 
purposes,  a routine  report  of  a serologic  test  for 
syphilis,  providing  the  test  is  riot  more  than  thirty 
days  old.  In  such  infrequent  cases,  the  physician 
may  obtain  a premarital  blank  from  the  Health 
Department  and  fill  in  the  necessary  information 
regarding  the  blood  test  and  physical  examination. 

• • • 

Dr.  J.  Stanley  Kenney  has  accepted  appointment 
as  chairman  of  the  physicians’  group  of  the  New 
York  Committee  of  the  National  War  Fund. 

This  announcement  was  made  yesterday  by  James 
A.  Farley,  chairman  of  the  Commerce  and  Industry 
Division  which  will  be  responsible  for  raising  up- 
wards of  50  per  cent  of  the  five-borough  goal  of 
$17,000,000  in  this  Fall’s  campaign  for  support  of 
the  USO,  the  United  Seamen’s  Service,  and  15  other 
major  war-related  organizations,  serving  our  own 
armed  forces  and  the  civilian  relief  needs  of  the 
United  Nations. 

In  announcing  the  appointment,  Mr.  Farley 
urged  business  men  to  cooperate  in  the  forthcoming 
campaign,  calling  it  “one  of  the  greatest  humani- 
tarian efforts  in  the  history  of  New  York.”  He 
stressed  the  fact  that  under  the  War  Fund  plan  of 
solicitation  for  gifts  covering  the  financial  needs  of 
all  the  member  agencies  through  October  1,  1944, 
contributors  will  be  given  a year’s  “immunity” 
from  multiple  appeals.  Through  a “once-for-all 
once-a-year”  gift  payment  plan,  contributors  will 
receive  a receipt  for  their  pledges  for  the  year,  and  a 
record  of  the  same  will  be  kept  at  headquarters,  Mr. 
Farley  explained. 

Thus,  he  said,  the  National  War  Fund  will  elimi- 
nate confusion  in  the  minds  of  donors  who  in  former 
years  have  been  confronted  with  multiple  demands 
upon  their  generosity. 

The  National  War  Fund,  Mr.  Farley  said,  will  be 
a boon  to  the  business  man  as  well  as  the  public  in 
general  by  eliminating  the  problem  of  endless  ap- 
peals. At  the  same  time,  however,  because  of  the 
many  agencies  whose  financial  needs  are  being  met 
by  the  single  War  Fund  appeal,  we  must  strive  for 
higher  gifts  than  would  ordinarily  be  the  case  were 
each  agency  making  its  own  separate  appeal.  To 
enable  donors  to  make  their  contributions  as  sub- 
stantial as  possible,  the  War  Fund  has  instituted  a 
deferred  payment  plan  whereby  pledges  may  be 
paid  in  installments  over  a period  of  a year. 

In  addition  to  the  USO  and  United  Seamen’s 
Service,  member  agencies  of  the  National  War 
Fund,  which  has  a nation-wide  goal  of  $125,000,000, 


include:  War  Prisoners  Aid,  U.S.  Committee  for 
Care  of  European  Children,  Refugee  Relief  Trustees, 
Belgian,  British,  French,  Greek,  Luxembourg, 
Norwegian,  Polish,  Russian,  Holland,  China,  Czecho- 
slovak, and  Yugoslav  Relief. 

The  New  York  quota  includes  the  budget  of  the 
New  York  City  Defense  Recreation  Committee,  now 
serving  upwards  of  1,000,000  service  men  a month. 

The  campaign  will  start  about  October  1 and  con- 
tinue until  December  7,  second  anniversary  of  Pearl 
Harbor. 

Kings  County 

Members  of  the  county  society  have  contributed 
a total  of  $11,739  to  the  society’s  deficit  fund  in 
honor  of  members  who  are  serving  in  the  armed 
forces.  Lists  of  members  who  have  made  voluntary 
contributions  of  $20  each  are  published  from  time  to 
time  in  the  county  Bulletins. 

Company  commanders,  platoon  and  squad  leaders 
have  been  selected  from  the  student  trainee  body  of 
the  Long  Island  College  of  Medicine  as  the  officer 
and  noncommissioned  officer  personnel  for  two 
companies  comprising  the  3211th  Service  Command 
Unit,  Army  Specialized  Training  Program,  Capt. 
Robert  J.  Geis,  commanding  officer  of  the  unit,  has 
announced. 

According  to  Captain  Geis,  setting  up  companies 
with  student  officers  is  part  of  the  training  of  the 
college  unit  to  give  experience  in  leadership  to  the 
medical  men  who  on  their  graduation  upon  applica- 
tion will  be  appointed  first  lieutenants  in  the  army. 

Officer  and  noncommissioned  officer  personnel  will 
be  rotated  to  give  an  equal  opportunity  to  all  army 
student-trainees  at  the  Long  Island  College  of 
Medicine.  Captain  Geis,  who  was  transferred  to  the 
Long  Island  College  of  Medicine  from  Clarkson 
College  of  Technology  in  Potsdam,  New  York, 
where  he  was  assistant  professor  of  military  science 
and  tactics,  succeeds  Maj.  Robert  B.  Johnson,  who 
has  been  transferred  to  the  headquarters  of  ASF, 
R.O.T.C.  branch,  Second  Service  Command  at  50 
Broadway,  Manhattan.  Major  Johnson  installed 
the  army  unit  at  the  college  early  in  July. 

In  World  War  I,  Captain  Geis,  who  joined  the 
71st  Regiment,  New  York  National  Guard,  in  1909, 
served  overseas  as  a lieutenant  in  the  27th  Divi- 
sion. 

In  1919  he  re-entered  the  71st  Regiment,  from  which 
he  resigned  as  a captain  in  1926.  In  September, 
1940,  he  was  commissioned  a captain  in  the  17th 
Regiment,  from  which  he  resigned  in  December,  1942 
as  a major  to  enter  the  regular  army  as  a captain.  * 

Monroe  County 

Unusual  cooperation  has  been  given  by  both 
management  and  labor  to  the  tuberculosis  case- 
finding program  sponsored  by  the  Tuberculosis  and 
Health  Association  of  Rochester  and  Monroe  County 
it  was  reported  at  a recent  meeting  of  the  board  of 
directors  of  that  association. 

Dr.  Paul  Beaven,  chairman  of  the  Association 
Tuberculosis  Prevention  Service  Committee,  who 
presented  the  report,  said  that  over  4,000  persons 
have  been  given  the  tuberculin  skin  test  in  this  case- 
finding program  in  both  city  and  county  since  April 
1.  Dr.  Rose  Pucci  is  the  medical  consultant  in  this 
program  and  Mrs.  Rosalia  Loritz,  field  secretary  of 
the  association,  organizes  the  work. 

Dr.  G.  Kirby  Collier,  president  of  the  Monroe 
County  Medical  Society,  praised  this  industrial  pro- 
gram and  expressed  the  great  interest  of  the  phy- 
[ Continued  on  page  1884] 
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membrane  antisepsis 


Should  an  antiseptic  be  antiseptic  only?  Or  should  mucous  membrane  medication  be  only 
contra-congestive?  Can  any  one  preparation  have  BOTH  these  properties,  yet  combined  with 
them  the  more  important  characteristic  of  stimulation  of  tissue  defense  mechanism? 

The  single  purpose  of  most  antiseptics  is  germ  destruction.  But  toxicity  to  germs  of  most 
antiseptics  is  coupled  in  much  too  great  a degree  with  toxicity  to  membranes— and  such  tox- 
icity in  an  antiseptic  is  especially  undesirable  when  treating  infections  of  the  mucous  mem- 
brane. 

ARGYROL  provides  both  antisepsis  and  decongestion.  ARGYROL  is  protective,  detergent,  pus- 
dislodging,  inflammation-dispelling.  ARGYROL  is  the  physiologic  antiseptic.  Write  for  book  on 
Clinical  Application.  Please  insist  on  ORIGINAL  ARGYROL  PACKAGE  in  ordering  or  prescribing. 

MADE  ONLY  BY  THE  A.  C.  BARNES  COMPANY  NEW  BRUNSWICK,  NEW  JERSEY 


ARGYROL— for  physiologic 
stimulation  of  tissue  defense  function 


{"ARGYROL”  is  a registered  trade  mark,  the  property  of  A.  C.  Barnes  Company ) 
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sicians  in  the  work.  The  county  society  cooperates 
with  this  work  through  its  special  tuberculosis 
committee.  * 


Rochester  Hospital  Service  has  paid  $4, 226, 699 
for  hospital  care  since  it  was  established  in  June, 
1935,  and  has  grown  to  214,000  members.* 

Montgomery  County 

Dr.  F.  Popper,  of  New  York  City,  opened  an 
office  for  the  general  practice  of  medicine  in  Fulton- 
ville  on  September  1. 

Dr.  Popper  has  been  affiliated  with  various  hos- 
pitals and  institutions  in  this  country  and  abroad. 
He  is  licensed  to  practice  medicine  in  England, 
Italy,  Germany,  and  the  United  States.  He  served 
one  year’s  internship  with  the  Mercer  Hospital  in 
Trenton,  New  Jersey,  and  was  later  the  resident 
physician  at  the  Littauer  Hospital  in  Gloversville. 
Dr.  Popper  went  to  Fulton ville  from  the  West 
Side  Hospital  and  Dispensary  in  New  York  City.* 

New  York  County 

Gov.  Thomas  E.  Dewey  has  announced  the  ap- 
pointment of  Dr.  C.  B.  Powell,  a New  York  City 
physician,  as  the  first  Negro  member  of  the  New 
York  State  Athletic  Commission. 

Powell  will  serve  a three-year  term  as  successor 
to  William  J.  Brown,  of  Garrison,  resigned,  and  will 
receive  $25  a day  for  attendance  at  meetings. 

A graduate  of  Howard  University  Medical  School, 
Dr.  Powell  was  born  in  Newport  News,  Virginia,  in 
1894.  He  interned  at  Bellevue  Hospital  and  in  1921 
began  practice  in  New  York  City  as  the  first  Negro 
doctor  to  specialize  in  x-ray. 

He  is  president  and  editor  of  the  New  York  Am- 
sterdam News,  president  of  the  Community  Personal 
Finance  Corp.,  and  president  of  the  Victory  Mutual 
Life  Insurance  Co.,  of  Illinois. 

• • • 

A disease  causing  blindness,  relatively  new  to  this 
hemisphere  and  brought  to  the  southern  part  of 
Mexico  by  mosquitoes  from  Africa,  has  spread  to 
such  proportions  as  to  hold  up  completion  of  the 
Pan-American  Highway,  it  was  disclosed  recently 
by  Dr.  Merle  E.  Frampton,  Professor  of  Education 
at  Teachers  College,  Columbia  University  and  prin- 
cipal of  the  New  York  Institute  for  the  Education  of 
the  Blind. 

Dr.  Frampton  returned  by  plane  from  Mexico 
City,  where  he  and  three  other  American  sociologists 
attended,  as  advisers,  the  first  Mexican  Government 
Congress  of  Public  Health. 

The  new  disease,  which  the  Mexican  government 
is  making  strenuous  efforts  to  combat,  is  called  on- 
chocerciasis, Dr.  Frampton  said.  The  infection 
centers  in  the  back  of  the  head,  affects  the  optic 
region,  and  quickly  causes  blindness. 

While  the  disease  has  not  reached  epidemic  pro- 
portions, Dr.  Frampton  said  it  was  spreading  rapidly 
in  the  southern  part  of  Mexico.* 

Skin  banks  to  facilitate  skin  grafting  of  service 
men  wounded  or  burned  in  action  were  proposed  to- 
day by  Dr.  D.  Olan  Meeker,  New  York  physician 
and  biochemist,  as  a practical  parallel  to  the  Red 
Cross  blood  banks. 

Skin,  removed  from  donors  in  a “relatively  simple” 
operation,  could  be  frozen  at  temperatures  of  30  to 
50  degrees  below  zero,  he  told  the  fourth  annual  re- 


search conference  of  the  Institutum  Divi  Thomae. 
An  ice  bag  anesthetic  would  be  sufficient  for  the 
removal  of  layers  one-thirty-second  to  one-sixty- 
fourth  inch  thick,  he  said. 

He  pointed  out  that  the  skin  bank  would  eliminate 
the  need  of  stripping  skin  from  other  parts  of  the 
victim  at  the  time  of  the  injury.* 

According  to  the  Navy  doctors  who  are  stationed 
at  the  new  United  States  Naval  Hospital  at  St. 
Albans,  L.  I.,  sailors  at  sea  are  so  healthy  that  a 
ship’s  doctor  has  little  to  do  unless  an  accident  occurs. 

Dr.  Sheldon  A.  Jacobson,  of  New  York,  who  is 
now  on  land  duty  after  fourteen  months  on  an  oil 
tanker,  said  that  many  of  his  patients  were  from 
other  ships.  Captains  frequently  spelled  out  the 
symptoms  with  lights  and  flags,  and  Dr.  Jacobson 
diagnosed  the  case  from  his  ship,  often  making  his 
call  in  a whaleboat. 

After  the  humdrum  monotony  of  looking  after 
healthy  sailors  at  sea,  most  Navy  doctors  welcome 
the  activity  of  hospital  duty,  Dr.  Jacobson  said. 

Dr.  Oswald  T.  Avery,  a member  of  the  staff  of 
the  Rockefeller  Institute  since  1913,  has  been  made 
member  emeritus  of  the  Institute. 


The  following  New  York  physicians  will  take  part 
in  the  Sixteenth  Graduate  Fortnight  of  the  New 
York  Academy  of  Medicine,  to  be  held  October  11- 
22,  1943:  Arthur  F.  Chace,  “Welcome  Address”; 
Harold  G.  Wolff,  “Emotions  and  Gastric  Function”; 
Asher  Winkelstein,  “Recent  Advances  in  the  Ther- 
apy of  Peptic  Ulcer”;  Rustin  McIntosh,  “Disorders 
of  the  Gastrointestinal  Trace  in  Children”;  Ralph 
Colp,  “Postcholecystectomy  Syndrome  and  Its 
Treatment”;  Allen  O.  Whipple,  “Recent  Advances 
in  the  Surgery  of  the  Pancreas”;  Lieut.  Colonel 
Thomas  T.  Mackie,  “Amebiasis  and  the  Flagellate 
Diarrheas”;  William  L.  Watson,  “Treatment  of 
Diseases  of  the  Esophagus”;  Henry  W.  Cave,  “The 
Surgical  Management  of  Certain  Diseases  of  the 
Colon”;  Ross  Golden,  “Diagnosis  of  Gastrointes- 
tinal Lesions  by  Means  of  X-Ray  and  Gastroscopy”; 
Walter  A.  Bastedo,  “Use  of  Sulfonamides  in  Gastro- 
intestinal Diseases.” 


The  New  York  City  Department  of  Health  an- 
nounces that  it  may  have  some  vacancies  in  ophthal- 
mologic positions  in  the  Bureau  of  Child  Hygiene, 
wrhich  has  set  up  clinics  in  schools  and  health  centers 
to  W'hich  indigent  children  of  elementary  school  age 
are  admitted  for  refractions.  No  eye  diseases  are 
treated. 

The  specific  duties  of  the  ophthalmologists  are: 
(1)  recording  visual  acuity;  (2)  color  testing  by 
Stillings  chart;  (3)  noting  external  abnormalities; 
(4)  testing  for  phorias  and  tropias;  (5)  retinoscopy 
under  cycloplegia;  (6)  examination  of  the  fundus 
oculi;  (7)  postcyclopegic  test  and  prescription  of 
glasses;  (8)  checking  new  glasses  for  accuracy;  (9) 
re-examinations  after  six  months  or  a year;  (10) 
referral  of  children  w'ith  high  myopia  and  other  types 
of  poor  vision  to  sight  conservation  classes. 

At  the  present  time  there  are  no  Civil  Service 
lists  from  which  qualified  persons  can  be  secured  to 
fill  these  positions.  Physicians  who  wrould  be 
interested  in  possible  openings  in  this  field  should 
communicate  in  wrriting  with  the  Director  of  Eye 
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Clinics,  Bureau  of  Child  Hygiene,  125  Worth  Street, 
Manhattan. 


Dr.  McKeen  Cattell,  associate  professor  of  phar- 
macology in  charge  of  the  department,  Cornell 
University  Medical  College,  has  been  promoted  to 
professor  of  pharmacology  and  head  of  the  depart- 
ment. Dr.  John  M.  McLean  has  been  promoted  to 
professor  of  clinical  surgery  (ophthalmology). 

The  New  York  Academy  of  Medicine  recently 
announced  the  establishment  of  two  new  funds  to 
assist  in  the  support  of  its  educational  projects. 
One,  the  George  R.  Siedenburg  Memorial  Fund,  was 
established  to  defray  expenses  in  connection  with 
lectures  given  at  the  academy.  The  second  is  an 
endowment  in  perpetuity  of  the  Graduate  Fortnight 
and  was  created  by  R.  Thornton  Wilson  as  a memo- 
rial to  his  wife,  Frances  Elizabeth  Wilson. 

Oneida  County 

Dr.  Newton  J.  T.  Bigelow’,  former  clinical  director 
of  the  Utica  State  Hospital,  w’ho  has  been  appointed 
superintendent  of  the  Hudson  River  State  Hospital, 
will  be  “loaned”  to  act  as  assistant  commissioner  of 
mental  hygiene  for  the  State  of  New  York. 

Dr.  Bigelow  left  Utica  in  August,  1940,  to  become 
first  assistant  physician  in  Pilgrim  State  Hospital, 
L.I.,  and  while  in  that  position  he  has  been  assistant 
neurologist  in  the  Vanderbilt  Clinic,  New  YTork,  and 
an  associate  editor  of  the  Psychiatric  Quarterly. 

Dr.  Richard  H.  Hutchings,  under  whom  Dr. 
Bigelow’  served  in  the  Utica  institution,  said  that 
the  appointment  to  the  state  post  was  made  by 
Commissioner  Frederick  McCurdy,  M.D.,  from  a 
competitive  Civil  Service  list. 

According  to  Dr.  Hutchings,  Dr.  Bigelow  will  live 
with  his  family  in  Poughkeepsie,  but  will  spend  a 
part  of  each  week  in  Albany. 

Dr.  Bigelow  will  “fill  the  military  absence  of  the 
present  assistant  commissioner,”  Dr.  Hutchings  ex- 
lained.  That  executive,  Dr.  H.  Beckett  Lang, 
imself  served  for  some  time  in  the  Marcy  State 
Hospital.  He  w’as  called  to  active  duty  wfith  the 
U.S.  Naval  Reserves,  and  wall  be  in  service  for  the 
duration. 

Ontario  County 

Dr.  George  Wineburgh,  of  Utica,  who  has  been 
honorably  discharged  as  an  officer  from  the  Army 
after  eighteen  months'  service,  has  opened  an  office 
for  the  practice  of  medicine  in  Utica.  His  rank  wras 
that  of  first  lieutenant. 

Dr.  Wineburgh  served  his  internship  at  Bellevue 
Hospital,  New  York,  and  became  resident  surgeon  in 
Meadowbrook  Hospital,  after  which  he  entered 
private  practice  in  Naples,  New  York.  * 

Orange  County 

Dr.  Elias  W.  Young,  who  has  been  located  at 
Cambridge  for  a fewT  years,  has  moved  to  Goshen. 
He  fills  the  need  felt  after  the  retirement  of  Dr. 
Ralph  McGeoch  because  of  illness.  For  a time  Dr. 
Roy  L.  Lippincott  wras  Goshen’s  only  physician. 

Dr.  Oscar  Ehrenhaft,  a graduate  of  the  University 
of  Vienna  in  1 933,  has  opened  an  office  for  the  prac- 
tice of  medicine  in  Montgomery. 

Dr.  Ehrenhaft  practiced  in  hospitals  in  Vienna 
mid  also  carried  on  a general  practice  before  coming 


to^ America.  He  has  practiced  one  and  one-half 
years  in  Stamford  Hospital,  Stamford,  Connecticut,  i 
and  for  the  past  year  has  been  house  physician  in 
Horton  Hospital,  Middletown.* 

Rensselaer  County 

Dr.  Stew’art  H.  Jones,  practicing  physician  in  Troy 
for  the  last  six  years,  has  been  extended  a fellowship 
for  study  and  research  at  the  Lahey  Clinic,  Boston,  J 
and  will  assume  his  duties  there  about  October  1. 

The  fellowship  provides  for  internal  medicine  and 
for  general  medical  research.  Dr.  Jones  is  believed  I 
to  be  one  of  the  first  Troy  physicians  to  be  extended 
a fellowship  by  the  clinic. 

A native  of  Troy,  he  studied  at  McGill  University  j 
and  later  at  Albany  Medical  School,  starting  private  i] 
practice  in  1937.  He  is  a member  of  the  medical 
staff  of  the  Samaritan  Hospital.  * 

Twro  Rensselaer  County  doctors  with  the  U.S.  j 
Arm}"  Medical  Corps  have  received  new  assignments 
to  the  Mayo  Clinic  in  Rochester,  Minnesota,  where 
they  w’ill  take  a special  three  months’  course  in 
physical  medicine  and  surgery.  They  are  Capt. 
Frank  A.  De Lucia,  of  Troy  and  Capt.  Cyrus  E. 
Davis,  of  Watervliet. 

Captain  DeLucia  is  a graduate  of  La  Salle  In-  |i 
stitute,  Niagara  University,  and  Loyola  Medical 
School,  and  served  his  internship  at  the  Troy  Hos- 
pital. He  is  also  a member  of  the  staff  of  that 
hospital,  and  of  the  New  York  State  Medical  So- 
ciety, A.  M.  A.,  and  Junior  Fellowr  of  the  American  I 
College  of  Surgeons.  He  was  commissioned  last 
September  and  first  was  assigned  to  Camp  Pickett, 
Virginia. 

Captain  Davis  is  a graduate  of  Watervliet  High 
School,  Svracuse  University,  and  Svracuse  Medical  , 
College.* 

Saratoga  County 

In  an  effort  to  establish  a schedule  of  fees  for  the  i 
treatment  of  welfare  cases,  a committee  under  the 
chairmanship  of  Dr.  I.  Ben  Rubin,  of  Charlton,  has  I 
presented  a plan  to  the  county  Board  of  Supervisors.  | 

According  to  the  plan,  in  addition  to  their  regular 
paid  practice,  physicians  will  be  permitted  to  charge 
for  the  care  of  all  public  assistance  cases,  whether 
the  patients  are  treated  in  homes,  the  doctor’s 
office,  or  in  hospitals.  The  doctor  may  charge  $2.00 
for  a house  call  w’ithin  twro  miles  of  his  office,  the 
amount  chargeable  increasing  each  two  miles  up  to 
$5.00  for  a call  more  than  eight  miles  distant. 
Office  calls  are  $1.00  and  an  extra  allowance  of  $1 .00 
is  made  for  night  calls  and  for  additional  patients 
in  the  same  household. 

Special  fees  have  also  been  drawn  up  for  operations 
and  other  courses  of  treatment  that  require  extensive 
care. 

Wayne  County 

Dr.  George  D.  Winchell,  Rose  physician  and 
county  coroner  for  more  than  twenty  years,  w’as 
honored  on  August  10  for  his  completion  of  fifty 
years  in  the  practice  of  medicine.  The  occasion  was 
marked  by  a dinner  given  by  the  county  society  at  the 
New’ark  Country  club. 

Principal  speaker  of  the  evening  wras  Dr.  C.  M. 
Lee,  of  Clifton  Springs,  wrho  served  as  head  of  the  St. 
Andrew’s  Hospital  of  the  American  Church  Mission 
in  Wusih,  China,  before  he  w’as  returned  to  the 
United  States  on  the  diplomatic  exchange  ship 
Gripsholm  a year  ago. 
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Hospital  News 


Dedication  of  New  Children’s  Hospital  in  Mexico  City 

By  A.  L.  Van  Horn,  M.D. 

Assistant  Director  for  Crippled  Children , Division  of  Health  Services,  U.S.  Children’s  Bureau 


IT  WAS  my  privilege  to  serve  as  representative 
of  the  Chief  of  the  Children’s  Bureau  at  the 
dedication  of  the  Hospital  Infantil  in  Mexico  City 
on  May  29, 1943. 

This  hospital  is  the  first  children’s  hospital  built 
by  the  Government  of  Mexico  and  is  the  second 
hospital  to  be  completed  in  the  new  medical  center 
now  under  construction.  The  building  is  of  concrete 
construction,  is  modernistic  in  style  of  architecture, 
and  has  six  floors.  It  has  a capacity  of  550  beds  for 
children  of  all  ages  from  newborn  infants  up  to  14 
years  of  age. 

Facilities  and  services  of  the  hospital  include  an 
outpatient  clinic,  with  adjoining  laboratories  for 
special  diagnostic  services,  inpatient  facilities  for 
pediatrics,  orthopaedic  surgery,  general  surgery, 
otolaryngology,  ophthalmology,  neurology,  and 
dermatology  services,  as  well  as  special  provisions 
for  physiotherapy,  occupational  therapy,  educational 
services,  and  social  services.  One  unit  has  been 
specially  designed  for  the  care  of  premature  in- 
fants. 

There  are  also  a breast-milk  station  and  a well- 
equipped  milk  laboratory. 

The  department  of  nutrition,  which  is  responsible 
for  the  preparation  of  food  for  child  patients  and 
employees,  is  staffed  by  persons  trained  in  dietetics 
and  is  furnished  with  mechanical  refrigerators  and 
other  modern  equipment. 

Experienced  educational-therapy  workers  will 
teach  invalid  or  crippled  children  occupations  that 
they  will  be  able  to  continue  after  leaving  the 
hospital,  instruct  them  in  their  school  subjects  so 
that  they  need  not  fall  behind,  and  help  them  in 

Drive  to  Recruit 

AT  A forum  meeting  attended  by  300  hospital  and 
1 1 nursing  school  executives  in  New  York  City, 
Dr.  Thomas  H.  Parran,  Surgeon  General  of  the 
United  States,  launched  a drive  to  recruit  65,000 
student  nurses  for  the  new  United  States  Cadet 
Nurse  Corps,  which  was  authorized  by  Congress  in 
June. 

Under  the  plan,  grants  will  be  made  by  Congress 
to  hospitals  and  nursing  schools  which  submit 
schedules  showing  that  their  training  program  can  be 
accelerated  to  meet  the  requirements.  Students 
enrolled  in  the  corps  must  pledge  that  they  will  en- 
gage in  essential  nursing,  either  in  military  or  civilian 
fields,  for  the  duration  of  the  war. 


other  ways  to  spend  the  time  in  the  hospital  usefully 
and  pleasantly. 

The  department  of  social  services  is  responsible  for 
studying  the  economic  and  social  conditions  of  the 
families  of  the  sick  children  in  order  to  help  them  in 
any  way  possible  and  to  determine  how  much  of  the 
cost  of  the  child’s  care  they  should  be  asked  to  pay. 
The  charges  will  be  moderate,  and  treatment  will  be 
free  for  those  whose  families  are  unable  to  pay. 

Hospital  Infantil  will  be  used  as  a teaching  hos- 
pital for  the  medical  school  of  the  National  Uni- 
versity and  has  lecture  rooms,  classrooms,  and  stu- 
dent laboratories  located  in  the  building. 

The  hospital  will  be  under  the  immediate  direction 
of  Dr.  Federico  G6mez,  a prominent  pediatrician 
of  Mexico  City,  who  has  been  interested  for  many 
years  in  the  development  and  construction  of  a 
children’s  hospital  in  that  city.  There  is  a full-time 
resident  staff  of  physicians,  many  of  whom  have  had 
recent  training  in  pediatrics  in  the  United  States. 
A group  of  graduate  nurses  from  Mexico  who  have 
also  received  training  in  pediatric  nursing  in  the 
United  States  will  serve  as  supervisors  in  various 
units  of  the  new  hospital.  There  is  also  a full-time 
staff  of  roentgenologists,  pathologists,  bacteriologists, 
physical  therapists,  and  so  forth. 

Dr.  Juan  Farill,  an  orthopaedic  surgeon  of  Mexico 
who  is  well  known  in  the  United  States,  has  been 
designated  chief  of  the  orthopaedic  service  in  Hos- 
pital Infantil. 

A descriptive  leaflet,  Hospital  Infantil  de  Mexico, 
with  photographs  of  the  hospital  and  its  various  de- 
partments, has  been  issued  by  the  Secretaria  de  la 
Asistencia  Publica,  Mexico. — The  Child 

Student  Nurses 

Latest  reports  indicate  that  the  Cadet  Nurse 
Corps  is  growing  rapidly,  with  nursing  school  en- 
rollments markedly  increased.  Superintendents  of 
several  schools  have  pointed  out  that  many  students 
who  could  not  otherwise  have  afforded  the  expense 
of  training  are  now  able  to  register. 

Meanwhile,  the  Office  of  War  Information  re- 
ported that  because  of  the  nurse  shortage,  many 
hospitals  staffs  are  so  badly  depleted  that  patients 
must  be  turned  away,  even  though  beds  are 
empty. 

The  problem  is  made  even  more  acute  by  the 
steadily  increasing  industrial  accidents  and  epi- 
demics. 


Army  Budget  for  1944  Provides 

The  1944  budget  for  the  fiscal  year  ending  June 
30,  1944,  of  the  medical  and  hospital  department  of 
the  War  Department  provides  a sum  of  $446,212,000 
to  cover  numerous  items.  Some  of  these  are  as  follows : 
Manufacture  and  purchase  of  hospital  supplies; 
expenses  of  medical  supply  depots  and  maintenance 
of  branch  depots;  medical  care  and  treatment  of 
patients  entitled  to  such  care,  payments  to  male  and 
female  nurses,  not  including  the  Army  Nurse  Corps, 
to  interns,  and  to  civilian  physicians  employed  to 


» 2,000,000  for  Hospital  Facilities 

examine  applicants  for  enlistment  and  enlisted  men 
and  to  render  other  professional  services  from  time  to 
time  under  proper  authority. 

An  official  in  the  Office  of  the  Surgeon  General  of 
the  Army  said  in  an  interview  August  14  that  the 
1944  budget  provides  $40,000,000  for  hospital  beds 
in  addition  to  a fund  of  $12,000,000  for  the  provision 
of  additional  construction  and  facilities  for  posts, 
camps,  and  stations  where  small  hospitals  are  needed, 
[Continued  on  page  1890] 
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The  discovery,  production,  and  clinical 
evaluation  of  the  new  chemotherapeutic 
agent,  Penicillin,  constitute  a signal  advance 
in  medicine’s  relentless  warfare  against 
disease. 

Penicillin  has  proved  to  be  extremely  ef- 
fective in  the  treatment  of  infections  pro- 
duced by  the  hemolytic  staphylococcus  au- 
reus, the  pneumococcus,  hemolytic  strepto- 
coccus, and  gonococcus.  In  general,  Peni- 
cillin is  not  effective  against  gram-negative 
organisms,  with  the  exception  of  the  gono- 
coccus and  meningococcus.  It  has  not  been 
found  effective  in  the  treatment  of  subacute 
bacterial  endocarditis. 


of  the  difficulties  involved  in  producing  even 
limited  quantities  of  this  substance,  it  has  been 
necessary  to  exercise  strict  control  of  its  dis- 
tribution, in  order  that  supplies  might  be 
available  for  essential  investigation.  The  Com- 
mittee on  Medical  Research  of  the  Office  of 
Scientific  Research  and  Development  there- 
fore appointed  the  Chairman  of  the  Commit- 
tee on  Chemotherapeutic  and  Other  Agents 
of  the  National  Research  Council  to  super- 
vise the  distribution  of  all  stocks  available 
for  clinical  research.  At  the  present  time,  the 
Chairman  of  the  latter  Committee  is  super- 
vising allocations  of  Penicillin  in  accordance 
with  Order  No.  M-338  of  the  War  Produc- 
tion Board. 


In  vitro  studies  indicate  that  Penicillin  will 
prove  to  be  effective  against  a variety  of  other 
organisms.  However,  clinical  experience  to 
date  has  been  limited  primarily  to  infections 
caused  by  the  aforementioned  organisms,  in 
conformity  with  the  predetermined  objectives 
of  the  Committee  on  Chemotherapeutic  and 
Other  Agents  of  the  National  Research  Council. 

The  production  of  Penicillin  is  a difficult  and 
delicate  microbiologic  procedure.  Because 


Intensive  research  begun  in  the  Merck  Re- 
search Laboratories  in  the  autumn  of  1940, 
and  carried  on  continuously  ever  since,  is 
devoted  to  the  development  of  methods  by 
which  this  remarkable  substance  may  be 
produced  in  ever-increasing  quantities.  Every 
effort  is  being  made  to  expand  production 
further  for  the  benefit  of  our  Armed  Forces 
and,  as  soon  as  adequate  quantities  can  be 
made  available,  for  our  civilian  medical  needs. 


★ Copies  oj  the  recently  published  brochure,  Penicillin 
Merck — Its  Action  and  Uses,  containing  full  color 
and  halftone  illustrations,  are  available  on  request . 


MERCK  & CO. , Inc.  RAHVfAY,  N J* 
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and  for  additional  training  of  personnel.  It  provides  $4,557,000  from  the  1944  budget  to  provide  for 
$73,000,000  for  the  medical  department  of  the  Navy’s  hospital  and  domiciliary  facilities. — The  Modern 

Bureau  of  Medicine  and  Surgery.  Hospital,  September,  1943 


Hospital  Moved  by  Air 


A complete  provisional  hospital  was  moved  by  air 
from  one  side  of  Sicily  to  the  other  during  the  con- 
quest of  the  island,  it  was  announced  on  August  24. 

It  was  the  first  time  in  battle  history  that  such  a 
feat  had  been  performed. 

Within  two  and  a half  hours  from  the  time  the 
move  started,  the  hospital  was  set  up  to  receive 
50  patients,  said  Col.  Edward  D.  Churchill,  of 
Boston. 


Ten  big  transport  planes  were  used  to  carry  the 
hospital  44  miles  from  Agrigento,  on  the  south 
coast,  to  Termini,  on  the  north  coast. 

The  planes  were  packed  in  twenty-two  minutes 
with  such  assorted  items  as  a water  trailer,  two 
jeeps,  litters,  blankets,  admission  tent,  pyramidal 
tents,  ward  tent,  and  kitchen  rations  for  200 
men  and  120  officers,  nurses,  and  enlisted  person- 
nel.* 


Annual  Hospital  Drive  Opens 


THE  sixty-fifth  annual  United  Hospital  drive, 
with  a goal  of  $1,457,120,  was  opened  the  last 
week  in  September. 

At  a dinner  held  at  the  Hotel  Commodore  on 
September  27,  Lewis  W.  Douglas,  deputy  adminis- 
trator of  the  Shipping  Administration,  and  Demaree 
Bes3,  associate  editor  of  the  Saturday  Evening  Post , 
were  the  speakers.  The  campaign  in  Brooklyn  was 


launched  at  a luncheon  in  the  Hotel  St.  George  on 
September  28.  Betty  Smith,  author  of  the  novel 
A Tree  Grows  in  Brooklyn,  and  Captain  Maurice 
Witherspoon,  Navy  chaplain  who  recently  returned 
from  the  Aleutians,  were  the  guest  speakers. 

The  purpose  of  the  campaign  is  to  raise  funds  for 
seventy-six  nonprofit  corporations  operating  eighty- 
eight  voluntary  organizations  in  New  York  City. 


Improvements 


Formal  dedication  of  the  new  Sidney  Hospital 
took  place  Sunday,  August  15,  with  a brief  ceremony 
followed  with  an  inspection  by  the  public. 

The  three-story  brick  structure  will  house  a total 
of  29  patients,  not  including  fourteen  bassinettes. 
There  are  two  4-bed  rooms  and  six  2-bed  rooms,  the 
remainder  being  single  rooms. 

Miss  Helen  Brockway,  who  has  been  named 
superintendent  of  the  hospital,  was  former  assistant 
superintendent  of  the  Chenango  Memorial  Hospital 
at  Norwich.  She  also  served  for  a time  as  superin- 
tendent of  a hospital  in  Port  Jervis.  Present  plans 
call  for  a staff  of  25  in  addition  to  Miss  Brockway. 
This  number  will  include  18  nurses  and  7 general 
hospital  workers. 

There  will  be  no  resident  physician  for  the  dura- 
tion, due  to  the  shortage  of  doctors,  but  Dr.  Ralph 
H.  Loomis  has  been  named  chief-of-staff. 

President  of  the  hospital  Board  of  Directors  is  Dr. 
Joshua  E.  Sweet,  retired  professor  of  surgical  re- 
search, of  Unadilla.* 


Work  on  building  the  extension  to  Van  Duzee 
Hospital  in  Gouverneur  was  begun  recently.  * 


220  pints  of  undiluted  frozen  human  plasma  which 
will  be  kept  available  for  use  by  the  civilian  defense 
authorities.  Any  plasma  used  for  hospital  patients 
will  be  replaced  to  maintain  the  required  amount. 
The  bank  consists  of  two  units — a blood-letting  room 
and  a separate  room  for  the  processing  and  storage 
of  plasma.  The  bank  is  equipped  with  a refrigerator 
and  deep-freezing  cabinets  and  has  a special  optical 
and  acoustic  alarm  system  for  detection  of  mechani- 
cal and  power  failure. 


Two  checks  providing  funds  to  equip  a semiprivate 
room  in  the  maternity  section  of  the  new  Ilion  Hos- 
pital annex  were  presented  recently  to  Mrs.  Helen  C. 
Anthony,  the  superintendent. 

The  presentations  were  made  by  the  Ilion  Lodge, 
Royal  Order  of  Moose  and  by  the  Women  of  the 
Moose. 


A proposal  to  start  work  on  preliminary  plans  for 
construction  of  a three-story  addition  to  the  James- 
town Hospital  as  a postwar  project  was  accepted 
recently  by  the  Health  and  Hospital  Board  of  the 
city. 


A blood  and  plasma  bank  has  recently  been  in- 
stalled and  put  into  operation  in  the  Arnot-Ogden 
Memorial  Hospital  in  Elmira  through  a grant  by  the 
government  Office  of  Civilian  Defense.  The  grant 
by  the  government  calls  for  the  preparation  of  about 


The  opening  of  the  32-bed  remodeled  east  wing  of 
the  Geneva  General  Hospital  was  observed  with  an 
open  house  and  reception  to  which  citizens  of 
Geneva  were  invited.  Members  of  the  first  class  of 
the  Keuka  College  School  of  Nursing  were  ushers. 


At  the  Helm 

Dr.  Orton  Eugene  White,  secretary  of  the  Mas-  Memorial  Hospital  has  been  approved  by  the 
sena  Medical  Society,  has  reported  that  the  staff  hospital  board  of  managers, 

recommended  by  the  society  for  the  new  Massena  The  hospital  staff  is  as  follows: 

Chief  surgeon,  Dr.  Thomas  W.  Watkins,  Pots- 


♦Asterisk  indicates  that  item  is  from  local  newspaper. 
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COMER?: 


merazinj. 


m*1-. 


0.5  Grn.  Tablets, 
slotted  to  facilitate 
dosage  supplied  in 
bottles  of  100, 

500  and  1,000. 


0.25  Gm.  Tablets  l 
supplied  in  bottles 
of  100,  500,  1,000. 


Sodium  Sulfamerazine. 

5 Gm.  supplied  in  single 
Vial  and  units  of  six  Vials 
(sterilized,  powdered). 


1 Gm.  Vial  of  chem- 
ical reagent. 


NOW 

SIMPLIFIED  • ECONOMICAL  • SULFONAMIDE  THERAPY 


• The  Medical-Research  Laboratories  of 
Sharp  & Dohme  have  developed  a new  com- 
pound which  will  simplify  dosage  and  lower 
costs  in  sulfonamide  therapy.  This  remark- 
able product  is  called  SULFAMERAZINE. 
Its  chemical  designation  is  2-sulfanilamido- 
4-methylpyrimidine  ( methylsulfadiazine ) . 

In  comparison  with  sulfadiazine,  sul- 
famerazine is  more  rapidly  and  completely 
absorbed  from  the  gastro-intestinal  tract 
and  more  slowly  eliminated  by  the  kidneys. 
Thus,  smaller  or  less  frequent  doses  of 
sulfamerazine  are  necessary  to  produce 
and  maintain  therapeutic  concentrations 
of  the  drug  in  the  blood  and  tissues. 

Moreover,  free  and  acetylated  sulfamera- 
zine are  slightly  more  soluble  in  neutral 
or  acid  urine  than  are  the  corresponding 
forms  of  sulfadiazine.  For  these  reasons, 
the  possibility  of  drug  concretions  in 
the  urinary  tract  should  be  less  with 
sulfamerazine. 

The  less  frequently  required  doses  of 


sulfamerazine  reduce  sulfonamide  therapy 
to  more  economical  terms.  In  diseases  in 
which  four  to  six  doses  of  sulfadiazine  (or 
other  sulfonamide)  are  given  daily,  the 
same  therapeutic  results  may  be  obtained 
with  a minimum  of  inconvenience  to  the 
patient  and  at  proportionately  lower  cost. 
• • • 

Sulfamerazine  tablets  are  administered  by 
mouth  in  the  treatment  of  infections  caused 
by  pneumococci,  streptococci,  meningococci 
and  gonococci.  Solutions  of  sodium  sul- 
famerazine are  given  intravenously. 

Moreover,  the  smaller  effective  dose  and 
longer  retention  of  sulfamerazine  have  sug- 
gested the  new  drug’s  value  as  a prophylactic 
against  certain  infections  such  as  rheumatic 
fever  and  gonorrhea.  It  is  no  more  toxic  than 
sulfadiazine  and  appears  to  be  even  safer, 
especially  with  regard  to  the  possibility  of 
urinary  complications. 

Detailed  information  may  be  obtained  upon 
request  from  the  Medical-Research  Divi- 
sion, Sharp  & Dohme,  Philadelphia  (1),  Pa. 


SULFAMERAZINE 
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dam;  medical  service,  Dr.  F.  C.  Mason,  chief,  Dr. 
C.  E.  Elkins,  Dr.  C.  F.  Prairie,  Dr.  U.  R.  Plante, 
Dr.  R.  F.  McAloon,  Dr.  P.  T.  McGreevy,  Dr. 
Elizabeth  Fulton,  Dr.  R.  D.  Samets;  obstetrical 
service,  Dr.  McAloon,  chief,  Dr.  Fulton,  Dr.  Prairie, 
Dr.  Plante,  Dr.  McGreevy,  Dr.  Samets;  eye,  ear, 
nose,  and  throat,  Dr.  O.  E.  White,  chief;  radiology, 
Dr.  McGreevy,  chief;  pathology,  Dr.  J.  H.  Peers, 
Ogdensburg,  chief. 

The  consultants  listed  are:  surgery,  Dr.  J.  E. 
Free,  Ogdensburg;  Dr.  R.  G.  Perkins,  Malone;  Dr.  L. 
T.  McNulty,  Potsdam;  medicine,  Dr.  W.  J.  Baldwin, 
Potsdam;  Dr.  R.  J.  Reynolds,  Potsdam;  Dr.  R.  L. 
Stacy,  Ogdensburg;  Dr.  J.  R.  Patton,  Ogdensburg; 
eye,  ear,  nose,  and  throat,  Dr.  M.  J.  Stearns, 
Ogdensburg;  and  Dr.  S.  J.  Cattley,  Ogdens- 
burg; radiology,  Dr.  A.  A.  Hobbs,  Ogdensburg; 
psychiatry,  Dr.  J.  A.  Pritchard,  Ogdensburg. 

Miss  Mildred  Higgs,  former  superintendent  of  the 
Van  Duzee  Hospital  at  Gouverneur,  will  be  super- 
intendent of  the  institution.  Her  assistant  will  be 
Miss  Mildred  Morrison.* 


The  seventy-third  annual  report  of  the  Man- 
hattan Eye,  Ear,  and  Throat  Hospital,  in  New  York 
City,  revealed  that  45  members  of  its  medical  staff 
and  4 of  the  hospital  directors  had  entered  the  armed 
forces.  In  reviewing  the  wartime  conditions  faced 
by  the  hospital,  its  president,  Henry  J.  Fisher,  said 
that  the  volunteer  department,  organized  to  meet 
the  problem  of  personnel  shortage  and  consisting  of 
nurses’  aides,  assistant  orderlies,  and  others,  now  had 
140  members. 

The  report  announced  the  establishment  of  a new 
x-ray  therapy  department  at  a cost  of  $22,106.  The 
equipment  includes  a new  diagnostic  portable  unit 
and  two  treatment  machines,  one  for  high-voltage 
x-ray  therapy  employed  in  deep  cancer  cases  and 
another  used  in  combating  cancers  on  the  surface. 
A new  fluoroscope  also  has  been  added.  * 


Miss  Margaret  Smiley,  superintendent  of  Cohoes 
Hospital  for  the  last  year  and  a half,  has  submitted 
her  resignation  from  that  post. 

Miss  Anita  Prouty,  who  has  been  assistant  to  the 
hospital  administrative  head,  has  been  named  acting 
superintendent  of  the  institution.  * 


Dr.  Charles  Oberling,  who  during  the  past  year  has 
been  the  pathologist  of  the  Mary  Imogene  Bassett 
hospital  in  Cooperstown  and  director  of  the  Otsego 
County  laboratory,  recently  returned  from  Buenos 
Aires.  He  had  been  sent  on  a special  mission  to  Iran 
for  the  Fighting  French.  Because  of  ill  health,  Dr. 
Oberling  was  compelled  to  give  up  the  Iran  mission 
and  has  returned  to  Cooperstown.  His  health  is 
now  very  much  improved  and  he  has  resumed  his 
position  as  pathologist  of  the  hospital  and  director  of 
the  Otsego  County  laboratory.  * 


L.  William  Coon  took  over  his  position  as  super- 
intendent of  Jones  Memorial  Hospital,  in  Wells- 
ville,  in  August.  Mr.  Coon  had  been  superintendent 
of  the  Corry  Hospital  in  Corry,  Pennsylvania,  for 
the  past  two  years.  He  succeeds  Miss  Florence 
Spicer  who  resigned  the  position  July  1 after  twenty- 
two  years  of  service.* 


On  June  30,  the  census  of  the  Wyoming  County 
Community  Hospital  in  Warsaw  was  93.  During 
July  288  patients  were  admitted  and  49  babies  were 
born,  the  total  resulting  in  430,  with  3,130  patient 
days’  care.  The  average  daily  census  was  101.  The 
total  number  of  operations  performed  was  190. 

During  recent  months  it  has  been  increasingly 
hard  to  secure  local  doctors,  whose  numbers  have 
grown  smaller,  for  the  administration  of  anesthetics. 
Therefore,  a full-time  anesthetist  has  been  engaged. 
She  is  Miss  Aurelia  Clapham,  R.N.,  of  New  York, 
who  began  work  on  July  1.  Miss  Clapham  is  a 
graduate  of  Roosevelt  Hospital  School  of  Nursing 
and  served  five  years  there  as  anesthetist  before  com- 
ing to  Warsaw.* 


Miss  Elizabeth  Brownell,  a graduate  of  Prospect 
Heights  Hospital,  in  Brooklyn,  has  been  engaged  as 
supervisor  at  the  Littauer  Hospital  in  Gloversville 
and  assumed  her  duties  September  1. 

In  becoming  a member  of  the  hospital  staff,  Miss 
Brownell  will  be  assigned  as  supervisor  of  the  men’s 
medical  and  surgical  floor.  For  some  time  this  post 
has  been  temporarily  filled  by  other  members  of  the 
staff. 


Rounding  out  a term  of  forty-two  years’  service 
with  the  Hudson  River  State  Hospital  in  Pough- 
keepsie, Dr.  William  J.  Cavanaugh,  senior  assistant 
physician  of  the  hospital,  was  presented  with  several 
farewell  gifts  on  behalf  of  the  Hudson  River  State 
Hospital  Employes  Association. 

Dr.  Cavanaugh  is  retiring  from  the  hospital  staff 
because  of  illness.* 


William  H.  Zinsser,  president  of  Lenox  Hill 
Hospital,  in  New  York  City,  and  a trustee  of  the 
United  Hospital  Fund,  is  chairman  of  the  sixty-fifth 
United  Hospital  Campaign,  which  opened  Septem- 
ber 27. 

Mr.  Zinsser,  in  accepting  the  post,  said  that 
$1,457,120  must  be  raised  in  this  second  war  year  to 
meet  the  needs  of  76  member  corporations  of  the  fund 
operating  88  voluntary,  nonprofit  institutions  for 
the  care  of  the  sick. 


Sister  Mary  Rita,  superintendent  and  superior  at 
the  Mercy  Hospital  in  Watertown,  has  been  trans- 
ferred to  the  Mercy  General  Hospital  in  Tupper 
Lake,  and  Sister  Mary  John,  former  superior  at 
Brasher  Falls,  has  been  appointed  to  fill  the  position 
at  the  Watertown  hospital. 

Sister  Mary  Firmina,  who  was  also  a member  of 
the  staff  of  the  Mercy  Hospital  has  been  assigned  to 
St.  John’s  High  School  in  Plattsburgh,  where  she 
will  be  a teacher  and  school  nurse. 


James  R.  Clark,  director  of  the  Southside  Hospital 
in  Bay  Shore,  L.  I.,  will  resign  his  position  soon  to 
direct  the  Washington  office  of  the  American  Hos- 
pital Association,  it  was  announced  recently.  Mr. 
Clark  has  been  director  of  the  Bay  Shore  hospital 
for  the  past  eight  years. 

[Continued  on  page  1894] 


1893 


Toward  100  Per  Cent  War  Effort 

Getting  people  back  on  their  feet — and  keeping  them  on  their 
feet — is  the  ultimate  goal  in  medicine.  Today,  as  never  be- 
fore, it  is  important  to  help  everyone  stand  on  their  own  so 
they  may  the  better  serve  to  achieve  the  100  per  cent  ef- 
ficiency aimed  at  in  our  war  efforts.  In  our  profession,  the 
goal  is  closely  allied  to  yours — by  helping  you  to  provide 
proper  footwear  we  feel  that  our  job  is  an  important  one,  too. 

If  experience  and  determination  to  be  first  in  things  that  count 
in  footwear  is  important  to  you,  we  suggest  you  let  your  patient 
try  Pediforme  shoes. 


^ Pedif  oime 


SHOE  FOR 
EVERY  MEMBER  OF 
THE  FAMILY. . . A SHOE 
FOR  EVERY  INDIVIDUAL 
REQUIREMENT. 


FOOTWEAR 

MANHATTAN,  36  West  36th  St.  NEW  ROCHELLE,  545  North  Ave. 

BROOKLYN,  322  Livingston  St.  EAST  ORANGE,  29  Washington  PI. 
843  Flatbush  Ave. 

HEMPSTEAD,  L.  I.,  241  Fulton  Ave.  HACKENSACK,  299  Main  St. 


2 in  amjxullr  too-! 

WHEN  HYPODERMIC  TREATMENT  IS  INDICATED 

DERATOL  {IZ'uuu&i)  for  high  potency 

50.000  U.S.P.  UNITS  VITAMIN  D 

obtained  from  activated  ersosterol  (Hebo  Process)  in  cotton  seed  oil.  Each  ampul  con- 
tains a sufficient  amount  to  permit  withdrawal  and  use  of  1 cc.  Packed  in  12's,  $5.00  per 
package. 

HI-DER  ATOL  (/We*)  FOR  HIGHER  POTENCY 

200.000  U.S.P.  UNITS  VITAMIN  D 

obtained  from  activated  ergosterol  (Hebo  Process)  in  cytton  seed  oil.  Each  ampul  con- 
tains a sufficient  amount  to  permit  withdrawal  and  use  of  1 cc.  Packed  in  12,s,  $8:00  per 
package. 

AND  FOR  ORAL  USE — capsules  in  the  same  potencies,  supplied  in  bottles  of  50,  100, 
500  and  1000 — sold  on  peescription  only. 

Literature  and  samples  on  request. 


BREWER  &•  COMPANY,  INC.  Worcester 

Pharmaceutical  Chemists  Since  1852  AAsSSdcIlUSGtts 
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Newsy  Notes 


The  Hospital  for  Joint  Diseases  in  New  York 
City,  which  has  been  designated  a Casualty  Station, 
keeps  thirty  vacant  beds  in  addition  to  emergency 
rooms  in  readiness  to  receive  wounded  who  might  be 
brought  to  the  hospital.  In  spite  of  this  and  other 
war  measures,  its  report  for  1942  reveals  that  normal 
current  operations  continued  during  that  year  at 
the  peacetime  level. 


The  Mount  Sinai  Hospital  in  New  York  City,  in 
affiliation  with  Columbia  University,  will  offer  post- 
graduate courses  for  the  general  practitioner  in  the 
following  subjects  from  October  25  to  December  18, 
1943:  allergy,  chemistry,  dermatology,  gynecology, 
medicine,  neurology,  ophthalmology,  orthopaedics, 
pediatrics,  and  therapy.  Courses  will  be  given  for 
specialists  in:  anesthesia,  ophthalmology,  and 

proctology.  Application  should  be  made  before 
October  11,  1943.  Requests  for  information  should 
be  sent  to  the  Secretary  for  Medical  Instruction, 
Mount  Sinai  Hospital,  Fifth  Avenue  and  100 
Street,  New  York  29,  N.Y. — Journal  of  the  Medical 
Society  of  the  County  of  Nero  York 

Staten  Island’s  quota  of  $9,000,000,  in  the  Third 
War  Loan  Drive  will  be  earmarked  for  the  complete 
construction  and  operations  cost  of  Halloran  General 
Hospital,  it  was  announced  today  by  Richard  H. 
Crowe,  co-chairman  of  Staten  Island  Division  of  the 
War  Finance  Committee.  Cost  of  building  the 
hospital  alone  was  $12,000,000,000.* 


The  Monticello  Hospital  benefit  on  August  18 
netted  approximately  $4,000  for  the  hospital.  * 

Associated  Hospital  Service  of  the  Capital  Dis- 
trict, in  and  around  Albany,  the  Blue  Cross  Plan, 
now  has  84,990  subscribers,  it  has  been  announced 
by  E.  R.  Evans,  executive  director.  New  members 
are  being  added  at  the  rate  of  1,500  a month,  he 
said,  in  the  11  counties  of  northeastern  New  York. 

In  six  years,  Mr.  Evans  reported,  the  service  has 
paid  28,547  hospital  bills,  amounting  to  $1,640,639. 

The  report  was  made  in  conjunction  with  a state- 
ment by  C.  Rufus  Rorem,  director  of  the  American 
Hospital  Association’s  service  plan  commission,  in 
which  he  said  the  77  Blue  Cross  Plans  would  pay 
more  than  1,200,000  hospital  bills  amounting  to 
$65,000,000  this  year.  * 

Plans  for  enlarging  the  United  States  Naval 
Hospital  at  St.  Albans,  Queens,  which  was  com- 
missioned on  February  15,  were  announced  recently. 
The  hospital  has  41  wards  now  with  accommodations 
for  more  than  1,800  patients.  By  the  time  the 
weather  gets  cold,  when  more  disease  cases  are  ex- 
pected, 31  wards  will  have  been  added,  increasing  the 
normal  capacity  to  3,000  and  giving  the  institution 
a possible  capacity  of  4,000. 

In  addition  to  new  ward  buildings,  there  will  be 
an  auditorium  with  seats  for  750.  At  present  enter- 
tainments are  given  in  a small  ward  with  a makeshift 
stage.  There  are  also  to  be  barracks  for  Waves, 
additional  quarters  for  nurses,  a new  mess  hall,  and 
increased  occupational  therapy  facilities. 

The  hospital  is  a widespread,  one-story  building 
with  two  main  corridors  at  right  angles.  The  longer 


and  wider  of  these,  known  as  Broadway,  is  about  a 
quarter  of  a mile  long.  The  transverse  corridor  is 
known  as  Forty-second  Street.  Both  are  crowded 
with  physicians,  nurses,  attendants,  and  patients 
throughout  the  day. 

The  hospital  is  commanded  by  Captain  Lester  L. 
Pratt,  U.S.N.  Under  his  command  are  89  officers, 
12  interns,  202  nurses,  509  hospital  corpsmen,  62 
hospital  corps  Waves,  and  44  Waves  under  instruc- 
tion for  hospital  corps  duty.  * 

/ 

The  Binghamton  City  Hospital  Board  of  Man- 
agers have  approved  a tentative  1944  budget  which 
is  approximately  $20,000  below  that  fer  the  current 
year. 

Supt.  Jerome  F.  Peck,  who  presented  the  estimate 
to  the  board,  reported  that  the  cut  is  possible  be- 
cause of  the  increased  number  of  paying  patients 
and  a decrease  in  the  number  of  welfare  clients. 

“More  people  are  working  and  more  people  are 
able  to  pay,”  Mr.  Peck  explained.  As  a result 
hospital  revenues  have  climbed.  * 

“Refrigeration  anesthesia”  was  used  for  the  first 
time  at  the  Batavia  Hospital  when  the  lower  right 
leg  of  a patient  was  removed. 

Physicians  explained  that  the  leg  was  frozen  by 
being  placed  inside  a rubber  sheet  in  a specially  con- 
structed trough  filled  with  cracked  ice  for  two  hours 
before  the  operation  began.  The  area  frozen  ex- 
tended from  a point  just  above  the  knee  and  the 
amputation  was  made  about  six  inches  below  the 
knee. 

The  patient  remained  conscious  throughout  the 
operation.  He  had  been  suffering  from  diabetic 
gangrene. 

The  new  shockless,  drugless,  painless  surgery  was 
declared  a success  with  the  patient’s  progress  re- 
ported as  “very  good.”  Dr.  Sidney  L.  McLouth, 
of  Corfu,  home  physician,  and  Dr.  Ward  B.  Man- 
chester, Batavia  surgeon,  performed  the  operation. 

Medical  history  has  several  times  noted  the  effects 
of  cold,  one  of  Napoleon’s  surgeons  finding  that  the 
intense  cold  of  the  Winter  retreat  from  Moscow  made 
amputations  almost  painless.* 

The  camp  and  hospital  committee  of  the  Red 
Cross  organized  for  its  assigned  work  of  supplying 
needs  of  Rhoads  General  Hospital  in  Utica  at  a 
meeting  on  August  13. 

Representatives  of  all  veterans’  organizations, 
service  clubs,  and  other  religious  and  fraternal  groups 
in  the  city  met  with  the  committee,  whose  duties 
will  be  to  supply  articles  for  the  hospital  which  the 
Army  is  unable  to  obtain.  * 

Bequests  in  the  will  of  the  late  Mrs.  Harriette  M. 
Arnold,  of  New  York  City,  included  $100,000  each 
for  New  York  Hospital  and  St.  Mary’s  Hospital  for 
Children;  $50,000  each  for  New  York  Medical  Col- 
lege, Flower  and  Fifth  Avenue  Hospitals,  Presby- 
terian Hospital,  Roosevelt  Hospital,  Lying-In  Hos- 
pital, New  York  Society  for  Ruptured  and  Crippled, 
and  Downtown  Hospital;  $25,000  for  Manhattan 
Eye,  Ear,  and  Throat,  Hospital;  and  $10,000  for 
St.  Andrew’s  Convalescent  Hospital.  St.  Luke’s 
Hospital  received  a share  of  the  residuary  estate.  * 


A FIELD  FOR  GASTROENTEROLOGISTS 

A woman  writing  to  the  Saturday  Evening  Post  to 
comment  on  an  article  “Camels  Hate  Everybody,” 
said: 

“My  cousin  who  spent  several  years  in  Mesopo- 
tamia, said  that  there  is  a legend  to  the  effect  that 
the  reason  for  the  camel’s  supercilious  aspect  and 
character  is  that  he  is  the  only  creature  who  knows 
God’s  first  name.” 

Replying  to  this  the  Post  editor  remarked,  “That 
is  a poetical  and  mystical  postulate,  but  logic  refutes 
it.  If  camels  were  the  only  creatures  who  know 
God’s  first  name,  they  would  have  to  know  God,  for 
no  other  creature  could  have  told  them.  If  they 
knew  God,  however,  they  wouldn’t  hate,  at  least  not 
according  to  our  Bible. 

“We  are  inclined  to  the  belief  that  the  reason 
camels  are  acerbic  is  a generic  tendency  to  multiply 
dyspepsia.  A camel  who  has  sowed  his  wild  oats  is, 
like  anybody  else,  subject  to  the  law  of  compensa- 
tion. Mr.  Dempewolff  (author  of  the  article  in 
discussion)  makes  amply  clear  that  camels  do  sow 
such  oats,  running  the  full  gamut  of  wine  (when 
they  can  get  it),  women  and  song.  The  result  is 
inevitable  psychological  hangovers  which  become 
anxiety  neuroses.  Anxiety  neuroses  can  and  do 
produce  dyspepsia  and  even  ulcers  of  the  stomach — 
or  in  the  case  of  camels  ulcers  of  the  stomachs. 

“Well,  there  it  is.  Suppose  you  alone  knew  God’s 
first  name  and  that  you  had  four  stomachs  and  were 
sick  at  all  of  them.  Why  would  you  hate  everybody? 
Because  you  knew  God’s  first  name?” 


* * * 

LITTLE — BUT  OH  MY! 

The  expense  of  buying  a baby  has  been  a familiar 
quotation  for  as  long  as  any  of  us  can  remember,  but 
consider  the  expense  of  the  upkeep. 

Just  a small  list  of  baby  supplies  published, 
accounted  for  two  sizes  of  nursing  bottles,  two  types 
of  nipples,  bottle  caps,  absorbent  cotton,  baby  oil, 
baby  powder,  baby  soap,  baby  cream,  cotton  tipped 
swabs,  rectal  thermometer,  bath  thermometer, 
bottle  warmer,  sterilizing  set,  graduated  measuring 
cup,  covered  glass  jars,  bottle  brush,  tongs,  funnel, 
strainer,  measuring  spoons,  diapers,  bathinette, 
safety  pins,  towel  and  wash  cloth  sets,  fine  tooth 
comb,  hair  brush,  weighing  scale  and  miscellaneous 
drug  items. 

And  this  does  not  take  into  consideration  the 
hundred  and  one  items  such  as  blankets  and  other 
bedding,  carriage,  clothes  and  the  ever  increasing 
needs  as  the  baby  grows  and  ages. 

So  it  can’t  be  the  “down  payment”  that  hurts — 
it  must  be  the  never-ending  installments. 

* * * 

“While  some  of  us  were  feeling  just  about  crushed 
for  want  of  gasoline  and  nylon  stockings  and  porter- 
house steak,  the  naval  engineers  were  lifting  the 
79,000-ton  Normandie  out  of  the  North  River  mud. 
They  said,  ‘Difficult  things  we  do  immediately;  the 
impossible  takes  a little  longer,’  and  ‘There’s  noth- 
ing humans  cannot  do  if  they  set  their  minds  to  it.’  ” 
— The  New  York  Times  Magazine 

* * * 

CLEANLINESS — “What  the  countrv  needs  is 
dirtier  fingernails  and  cleaner  minds.” — Will  Rogers 

Saturday  Evening  Post 
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FACTS  DOCTORS  SHOULD  HAVE  ON 

THE  ACTIONS  OF 


WINE 


AN  entire  generation  of  physicians  lost 
touch  with  the  medical  lore  of  wine  in 
the  United  States  following  the  first  World 
War.  Actually,  however,  few  other  sub- 
stances have  been  as  widely  recommended. 
This  monograph,  which  summarizes  the  per- 
tinent scientific  literature  in  the  interest  that 
fact  be  separated  from  folklore  by  the  appli- 
cation of  impartial  analysis,  will  prove  of 
interest  and  value  to  specialists  in  many 
fields,  and  to  the  general  practitioner  as  well. 

A section  on  wine  as  a food  is  included. 
The  actions  of  wine  on  the  gastro-intestinal 
system,  the  cardio-vascular  system,  the 
genito-urinary  system,  the  nervous  system 
and  the  muscles,  and  the  respiratory  system 
are  discussed.  The  uses  of  wine  in  diabetes 
mellitus,  in  acute  infectious  diseases  and  in 
treatment  of  the  aged  and  convalescent  are 
dealt  with.  There  is  a section  on  the  value 
of  wine  as  a vehicle  for  medication.  Also  an 
important  section  on  the  contraindications 
to  the  use  of  wine.  Those  who  wish  to  pursue 
the  subject  further  will  find  an  extensive 
bibliography. 

This  review  results  from  a study  supported 
by  the  Wine  Advisory  Board,  an  agricul- 
tural industry  administrative  agency  estab- 
lished under  the  California  Marketing  Act, 
and  has  been  sponsored  by  the  Society  of 
Medical  Friends  of  Wine. 

Members  of  the  medical  pro- 
fession are  invited  to  write  for 
this  monograph.  Requests  should 
be  made  to  the  Wine  Advisory 
Board,  85  Second  Street,  San 
Francisco. 


COT  -TAR 

PIX-LITHANTHRACIS  5% 


■ISSSjA 


ot  C\  As  start*14*  ° d Vtrrta- 

• Molds  untovJ** 


INC. 

Established 
80  years 

Inventors  and  Manufacturers 

ENGLISH  WILLOW 

and 

DURAL  LIGHT  METAL 
ARTIFICIAL  LIMBS 

Automatic  knee  lock  available 
for  above  knee  amputation. 

Expert  fitting — Superior  design 
Quality  construction 

104  FIFTH  AVE. 

NEW  YORK  CITY  11 

And  other  Cities. 

Write  for  Literature 


E. 

HANGER 


1897 


JULIUS  SCHMID,  INC. 

W.s,  S5  Street  ” - New 


m 


IN  prescribing  a vaginal  diaphragm  or  a vaginal 
jelly,  the  physician  is  dependent  on  the  integ- 
rity and  skill  of  the  manufacturer.  Both  physician 
and  patient  are  afforded  protection  when  products 
bearing  the  Ramses  trade  mark  are  specified. 

Ramses  Gynecological  Products  are  offered  for  use 
under  the  guidance  of  the  physician  only.  Their 
sale  is  restricted  to  retail  drug  stores. 

The  Ramses  Physicians'  Prescription  Packet  No. 
501  contains  a large  size  tube  of  Ramses  Vaginal 
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At  left:  Light,  flexible  Spen- 
cer, Maternity  Support.  Side- 
lacers  easily  widened  as  fig- 
ure enlarges.  Supports 
lower  abdomen — elastic  in- 
serts permit  freedom  at  up- 
per abdomen.  Improves 
posture. 


Since  each  Spencer  Support  is  individually  de- 
signed, cut  and  made  to  meet  the  specific  needs  of  the 
one  patient  who  is  to  wear  it,  it  is  remarkably  more 
effective  than  a ready-made  support — and  far  more 
comfortable  and  durable.  Individual  designing 
also  makes  possible  our  guarantee  that  a Spencer  will 
never  lose  its  shape,  thus  providing  continuous  sup- 
port and  posture-improvement. 

The  Spencer  Corset iere  not  only  delivers  the  com- 

Eleted  garment  and  adjusts  it  properly  on  patient, 
ut  keeps  in  touch  with  the  patient,  thus  saving  the 
doctor  time  and  bother. 

Spencers  are  never  sold  in  stores.  For  a Spencer 
Specialist,  look  in  telephone  book  under  “Spencer 
Corsetiere”  or  write  direct  to  us. 


INDEX  TO  ADVERTISED  PRODUCTS  1 


Biological  and  Pharmaceutical 


Amphojel  (Wyeth) 2nd  Cover 

Argyrol  (A.  C.  Barnes) 1883 

Auralgan  (Doho) 1814 

Azochloramid  (Wallace  & Tiernan) 1812 

Belbarb  (Haskell) 1814 

Bezon  (Nutrition  Research) 1877 

Bismuth  Subsalicylate  (Cheplin) 1797 

Carnacton  (Cavendish) 1808 

Ciba  (Ciba) 1801 

Clinitest  (Effervescent) 1816 

Cot-Tar  (Doak) 1896 

Digitalis  (Lederle) 1792 

Elixir  Bromaurate  (Gold  Pharmacal) 1900 

Ertron  (Nutrition  Research) 1798-1799 

Hexital  (Ortho) 1817 

Hi-Deratol  (Brewer) 1893 

Kapseals  (Parke,  Davis) 1887 

Lipiodol  (Fougera) 1813 

Magmasil  (Leeming) 1815 

Mercurochrome  (Hynson,  Westcott  & Dun- 
ning)   1810 

Multi-Beta  Capsules  (White  Laboratories) . . 1805 

Neo-Synephrine  (Frederick  Steams) 1809 

Oravax  (Wm.  S.  Merrell) 1879 

Ortho-gynol  (Ortho) 1902 

Paradrine-Sulfathiazole  (Smith,  Kline  & 

French) 1806-1807 

Pavatrine  (G.  D.  Searle) 1802-1803 

Penicillin  (Merck) 1S89 

Perandren  (Ciba) 3rd  Cover 
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Pil.  Digitalis  (Davies,  Rose) 1795 

Prostigmin  (Hoffmann-La  Roche) 1791 

Ramses  (Julius  Schmid) 1897 

Salysal  (Rare  Chemical) 1895 

Sta-O-Gen  (Latimer) 1796 

Sulfamerazine  (Sharp  & Dohme) 1891 

Thesodate  (Brewer) 1804 

Vitamins  (Squibb) 1811 

Zemmer  (Zemmer) 1901 

Zephiran  Chloride  (Winthrop) 1875 

Zymenol  (Glidden) 1885 


G 


ic 


k 

P 

A 

a 


0 

1 

r 

l 

.■ 

a 

: 

! 


Dietary 

Dextri-Maltose  (Mead  Johnson) 4th  Cover 


Malted  Milk  (Horlick’s) 1819 
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Medical  and  Surgical  Equipment 


Artificial  Limbs  (Hanger) 1896 

Orthopedic  Shoes  (Pediforme) 1893 

Supports  (Spencer) 1898 


SPENCER  INCORPORATED 
1 37  Derby  Ave.,  New  Haven  7,  Conn. 

In  Canada:  Rock  Island,  Quebec. 

In  England:  Spencer  (Banbury)  Ltd.,  Banbury,  Oxon. 

Please  send  me  booklet,  "How  Spencer  Supports 
Aid  the  Doctor's  Treatment." 
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NERVOUS  INK  ME1IT1L 


FOR  MILD  CASES 


FOR  SEVERE  CASES 


MICHELL 

SANATORIUM 


Licensed  by  Sta'e  of  Illinois 


George  W.  Michell,  M.D.,  Medical  Director 


INFORMATION  ON  REQUEST 
106  North  Glen  Oak  Ave.  Peoria,  Illinois 

CH'CAGO  OFFICE: 

46  East  Ohio  Street  Phone  Delaware  6770 


SKIN  GRAFTING  WITH  ICE 


Successful  use  of  refrigeration  anesthesia  to 
banish  pain  during  skin  grafting  operations  is  re- 
ported by  Lieut.  Harry  E.  Mock,  Jr.,  of  the  U.S. 
Army  Medical  Corps  ( Journal  of  the  American  Medi- 
cal Association,  June  26). 

Ice  bags  aTe  tied  or  bandaged  over  the  area  from 
which  the  skin  is  to  be  taken.  They  are  left  in 
place  for  two  hours.  This  chills  the  skin  so  thor- 
oughly that  it  is  completely  insensitive  to  pain. 
The  pain-deadened  condition  lasts  for  about 
twenty  minutes  after  the  ice  bags  are  removed, 
giving  the  surgeon  time  to  remove  the  skin,  which 
is  then  put  in  its  new  place  and  the  wounds  band- 
aged. The  procedure  is  so  simple  that  for  small 
grafts  the  operation  can  be  carried  out  in  the  pa- 
tient’s bed  without  having  to  use  the  operating  room. 

Only  three  of  27  patients  felt  anything  with  the 
refrigeration  anesthesia.  These  three  complained 


of  a burning  sensation  when  the  graft  was  cut  but 
it  was  not  so  acute  that  anjr  other  anesthetic  had  to 
be  used. 

In  23  of  the  27  cases  successful  grafts  were  ob- 
tained. In  the  four  failures,  the  cause  was  attrib- 
uted to  error  in  judgment  about  the  extent  of  in- 
fection and  not  to  the  referigeration  anesthesia. 

The  idea  for  using  ice  bags  instead  of  anesthesia 
to  make  skin  grafting  painless  came  from  an  ob- 
servation in  amputation  cases.  Refrigeration  was 
also  used  in  these  cases.  Some  who  have  been 
using  this  method  discovered  that  the  pain  of  the 
tourniquet  which  has  to  be  applied  before  am- 
putation of  an  extremity  was  decreased  by  pre- 
viously chilling  the  tissues  with  ice  bags.  Lieu- 
tenant Mock  and  associates  corroborated  this  find- 
ing and  noticed  that  the  ice  bags  were  completely 
anesthetizing  the  skin. — Science  New  Letter 
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81  LOUDEN  AVENUE  Tel.  Amityrille  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL 

diseases. 


Full  information  furnished  upon  request 
JOHN  F.  LOUDEN  JAMES  F.  VAVASOUR,  M.D. 

President  Physician  in  Charge 

New  York  City  Office,  67  West  44th  St.,  Tel.  VAnderbilt  6-3732 


CHARLES  B.  TOWNS  HOSPITAL 

Serving  the  Medical  Profession  for  over  40  years 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

Definite  Treatment  • Fixed  Charges  • Minimum  Hospitalization 

293  Central  Park  West,  New  York  Hospital  Literature  Telephone:  SChuyler  4-0770 


THE  MAPLES  INC.,  ROCKVILLE  CENTRE,  L.  I 

A sanitarium  especially  for  invalids,  convalescents,  chronic  patients, 
post-operative,  special  diets,  and  body  building.  Six  acres  of  land- 
scaped lawns.  Five  buildings  (two  devoted  exclusively  to  private 
•).  Resident  Physician.  Rates  $18  to  $45  Weekly 


MRS.  M.  K.  MANNING,  Supl.  - TEL:  Rockville  Centre  3660 


•;  : „ ..V';  W 


FALKIRK 

IN  THE 

R A M A P O S 


A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


GLEN MARY 

SANITARIUM 

For  individual  case  and  treatment  of  selected  number  of 
Nervous  and  Mental  cases,  Epileptios,  and  Drug  or  Alooholio 
addicts.  Strict  privacy  and  close  cooperation  with  patient’s 
physician  at  all  times.  Successful  for  over  60  years. 
ARTHUR  J.  CAPRON,  Physician-in-Charge 

OWEGO.  TIOGA  CO.,  N.  Y. 


BRUNSWICK  HOME 


I A PRIVATE  SANITARIUM.  Convalescents,  postop- 
erative, aged  andinfirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  ner- 
vous and  backward  children.  Physicians'  treatments  rig- 
idly followed.  C.  L.  MARKHAM,  M.  D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:1700, 1, 2 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.  Med.  Supt.  *Tel.  4-1143 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbytieisa-tn-Cbargt. 


‘INTERPINES 

Goshen,  N.  Y. 

Phone  117 


Ethical  — Reliable  — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL  — QUIET  — HOMELIKE 


Write  for  Booklet 


FREDERICK  W.  SEWARD,  M.  D.,  Director 
FREDERICK  T.  SEWARD,  M.  D.,  Res, dent  Physician 
CLARENCE  A.  POTTER,  M.  D.,  Resident  Physician 


P 1 N E W O O D 

Route  100  Westchester  County  Katonah,  New  Yorl 

Licensed  by  the  Department  of  Mental  Hygiene. 

In  addition  to  the  usual  forms  of  treatment  (oceupationa 
therapy,  physiotherapy,  outdoor  exercise,  ete.)  we  specialisi 
in  more  specific  techniques.  Insulin,  Electric  Shock  am 
Metrazol.  Psychological  and  physiological  studies.  Psycho 
analytic  approach. 

DR.  JOSEPH  EPSTEIN,  Physician-in-Charge 

Dr.  Max  Friedemann  ) Resident  Tel:  KATONAH  77f 

Dr.  Joseph  Meiers  ) Physicians  YONKERS  3-578f 

N.  Y.  Office:  25  West  54th  St. 

Tues.  & Fri.  by  appointment  Circle  7-238C 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on- the- Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


TO  WIN  THE  WAR 

Rear  Admiral  Emory  S.  Land  contributed  the 
following  for  a newspaper’s  “How  to  Win  The  War 
Department”: 

God  gave  us  two  ends  to  use, 

One  to  think  with — one  to  sit  with. 

The  War  depends  on  which  we  choose. 

Heads  we  win.  Tails  we  lose. 


IN  WHOOPINC  COUCH 


ELIXIR  BROMAURATE  OF  UNIQUE  MERIT 

Cuts  «hort  the  period  of  the  illness,  relieves  the  distressing  cough  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other 
PERSISTENT  COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  A teaspoonful 
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Classified  Index  of  Service  and  Supplies 

...  . Your  Guide  to  OpportunHUsJor  ; q 

| POSITIONS  |lOCATIONS  j~M  E L P 1 PURCHASES)  SERVICES  p 


Classified  Rates 


Rates  per  line  per  insertion: 

One  time $1.10 

3 Consecutive  times 1.00 

6 Consecutive  times .80 

12  Consecutive  times .75 

24  Consecutive  times .70 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of 
First  and  by  the  5th  for  issue  of  Fifteenth. 


Classified  Ads  are  payable  in  advance.  To 
avoid  delay  in  publishing  remit  with  order 


SELECTION  AND  FITTING  OF  HEARING  AIDS 


Thomas  H.  Halsted,  M.D.,  F.A.C.  S., 

OTOLOGIST 

Practice  limited  to  the  Selection  and  Fitting 
of  Hearing  Aids.  Hours  9:30-4:30  daily.  Saturday 
9:30-1:00.  By  appointment.  475  Fifth  Avenue, 
(cor.  41st  St.)  New  York  City.  LE.  2-3427. 


FOR  SALE 


X-Ray  Equipment,  Vertical  Shockproof  Fluor oscope,  Trans- 
former, Control,  Tubestand,  Two  X-Ray  Tubes,  Bucky 
Diaphragm,  Developing  Room  Equipment.  Any  offer  above 
$700  considered.  Box  1900.  N.  Y.  St.  Jr.  Med. 


Everything  for  the  physician  from  an  instrument  to  an 
x-ray — new  or  used.  Special  opportunities  in  fluoroscopes, 
x-rays,  short  waves,  ultra  violet  lamps  and  electrocardio- 
graphs. J.  Beeber  Company,  838  Broadway.  N.Y.C. 
ALgonquin  4-3510. 


FOR  SALE 


Want  to  sell  country  property  and  practice,  will  give  Doctor 
an  excellent  opportunity.  Quick  sale  desired,  write  immedi- 
ately for  details.  Dr.  I.  T.  Sutton,  Prattsville,  N.  Y. 


SCHOOLS 


r- CAPABLE  ASSISTANTS  — > 

Call  our  free  placement  service.  Paine  Hall  graduates 
have  character,  intelligence,  personality  and  thorough 
training  for  office  or  laboratory  work.  Let  us  help  you 
find  exactly  the  right  assistant.  Address: 

101  W.  31st  St.,  New  York 

BRyant  9-2831 
Licensed  N.  Y.  State 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


War  Taxes  Boost  Collections 

The  new  tax  law  permits  the  deduction  of  amounts  paid  on 
old  bills  from  the  Income  Tax. 

By  telling  debtors  how  to  make  this  deduction,  we  are 
getting  miraculous  results  on  accounts  that  our  clients 
considered  uncollectible.  We  welcome  a chance  to  handle 
your  bills  for  a modest  percentage  of  the  amount  recovered. 
Send  card  or  prescription  blank  for  details. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

Herald  Tribune  Bldg.  New  York,  N.  Y. 

The  leading  reliable  collection  service. 


SUPERFICIALS 

“In  1940,  when  things  looked  pretty  black  for 
England,  Churchill  called  a special  confidential 
meeting  of  the  Cabinet.  He  spoke  quietly  but 
steadily  as  he  told  them  that  England  had  only  600 
planes  and  200  old  tanks.  This  was  all  the  equip- 
ment they  had  to  stop  an  invasion  by  Germany. 
This  situation  was  so  shocking  that  two  Cabinet 
members  fainted ; but  Mr.  Churchill  continued,  and 
said,  ‘These  are  the  bare  facts  ...  to  me  they  are 
stimulating!'  ” 

— American  Druggist 

* * * 


• Today,  quite  logically,  American  C1Mt&  bCCS  • • • 

parents  turn  to  their  family  physi-  Among  the  many  strange  superstitions  current  in 

Clan  for  authoritative  advice  on  sci-  <he  Middle  Ages,  was  the  belief  that  if  a woman 

entific  methods  of  child-spacing.  (CV  WOuld  eat  bees’ she  would  "°l  hecome  PreSn«nt- 

^ ( ’Himes,  Medical  History  of  Contraception 

Medical  research  has  provided 
methods  and  materials  which,  when 
prescribed  for  the  control  of  con- 
ception, are  effective  and  non-in jurious.  The  efficacy  of  Ortho-Gynol  Vaginal  Jelly  has  been  establish 
by  extensive  clinical  research.  Its  properties  are  so  designed  that  it  is  not  only  active  chemically  it 
forms  an  obstructive  barrier  to  the  migration  of  sperm.  Ortho-Gynol  Vaginal  Jelly  was  formulated  n 

the  basis  of  requirements  published  by  authori-  J| 

ties  for  preparations  of  this  type. 


ortho-gynol 

VAGINAL  JELLY 


L 


COPYRIGHT  1843  ORTHO  PRODUCTS.  INC..  LINDEN.  N.  J. 
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FRIED  & KOHLER,  Inc. 

^ “ True  to  Life”  1 

Artificial  Human  Eyes 

Especially  Made  to  Order  by  Skilled  Artisans 


Comfort,  pleasing  cosmetic  appearance  and  motion  guaran- 
teed. Eyes  also  fitted  from  stock  by  experts.  Selections 
sent  on  memorandum.  Referred  cases  carefully  attended. 

FRIED  & KOHLER,  Inc. 

Specialists  in  Artificial  Human  Eyes  Exclusively 


665  Fifth  Avenue  New  York,  N.  Y. 

(near  53rd  Street)  Tel.  Eldorado  5-1970 


66 Over  Forty  years  devoted  to  pleasing  particular  people 99 


encircle  and  drag  down 
v * unwary  when  snow  and  blustering  winds  lo 
resistance.  Many  of  these  infections  may  be  arres 
or  cured  by  sulfadiazine.  Infections  most  likely  to 
spond  to  such  therapy  include  those  caused  by 


INTER  INFECTIONS 


PNEUMOCOCCI 


HEMOLYTIC  STREPTOCOCCI 


• STAPHYLOCOCCI 


• MENINGOCOCCI 


FRIEDLANDER’S  BACILLUS 


• H. INFLUENZAE 


• A.  AEROGENES 


• SHIGELLA  DISPAR 


Publications  by  the  score  attest  the 
clinical  value  of  this  “Drug  of  the 
Year”  for  these  infections. 


ftYk<y*»t< 


Literature  on  request, 


packages: 

SULFADIAZINE  TABLETS  FOR  ORAL  USE 

Bottles  of  50,  100,  1,000,  5,000  and  10,000  tablets 
0.5  Gm.  (7.7  grains)  each. 

SODIUM  SULFADIAZINE  SOLUTION  PARENTERAL  25% 

Sets  of  6,  25  and  100  ampuls  (10  cc.  each). 


NEW  YORK 


30  ROCKEFELLER  PLAZA.  NEW  YORK  20 


FOXHOLE  PHYSICIAN 


rgfif  Advance  treatment  of  casualties  is  a modern 
concept  of  the  medical  man  in  war.  Under 
& deadly  fire  ...  in  shallow  muddy  trenches. 

Often  a hero,  seldom  a headliner,  always  a 
fighting  man,  today’s  military  doctor  shares  the 
prime  risks  of  every  combat  service  branch. 

His  brief  respites  are  likely  to  be  few  ...  a mo- 
ment or  two  now  and  then  ...  a welcome  cigarette. 

Considering  gifts  to  those  in  service?  Send  them 
Camels.  It’s  the  favorite  in  the  armed  forces*. . . 
for  sheer  mildness  . . . full,  appealing  flavor. They’ll 
answer:  “Gratefully  yours.” 


mt  in  the  Service 

* With  men  in  the  Army,  the  Navy,  the  Marine  Corps, 
and  the  Coast  Guard,  the  favorite  cigarette  is  Camel. 
(Based  on  actual  sales  records.) 


New  reprint  available  on  cigarette  research  — Archives  of  Otolaryngology,  March,  1943, 
pp  404-410.  Camel  Cigarettes,  Medical  Relations  Division,!  Pershing  Sq.,  New  York  17,  N.  Y. 
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A MORE  COMFORTABLE  LIFE  FOR  THE 


HYPERTENSIVE  CARDIAC  PATIENT 


1906 


In  Every  Dose 


of  This 

Complete  B-  C£Mr*LEx  £lixvi. . 

datura/  B-c 


<y 


V>ONSIDER  this  most  recent 
achievement  of  I.V.C.  re- 
search . . . the  Natural  B of 
Rice  Bran  extract , the  Natural  B of 
Liver  Concentrate,  the  Natural  B of 
Yeast,  together  with  the  accepted 
synthesized  factors  of  the  vitamin 
B-Complex,  all  doing  their  part  in 
this  new  vitamin  B-Complex  elixir. 


A pleasantly  palatable  wine  vehi- 
cle. 16-Ounce  Bottles.  Literature 
and  samples  on  request.  Twenty-eight 
I.V.C.  Vitamin  Products  are  accepted 
by  the  American  Medical  Association 
Council  on  Pharmacy  and  Chemistry. 


Most  vitamin  B deficiencies  are 
multiple  and  require  the  complete 
B-Complex  for  really  effective 
results.  Elixir  Bepadin  “works” 
because  it  is  complete  . . . “It  costs 
the  patient  less.” 


ELIXIR  BEPADIN 

International  Vitamin  Corporation 


22  East  40th  Street  • New  York  City 
Chicago  • Los  Angeles 
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. . . FROM  THE  PATIENT’S  VIEWPOINT 


Whether  ambulatory  or  not,  your  gastric  ulcer  patients  will  appreciate  the 
ease  with  which  ALUMINOID  capsules  are  taken.  Small  enough  to  be 
swallowed  without  discomfort,  easily  carried  in  vest  pocket  or  purse  and,  of 
course,  tasteless.  It  is  significant  that  ALUMINOID  offers  a true,  colloidal 
aluminum  hydroxide  powder,  which  has  been  shown  equally  as  effective  in 
the  control  of  gastric  hyperacidity  as  this  therapy  in  liquid  form.  Aluminoid 
capsules  are  available  through  all  recognized  pharmacies.  Information 
and  samples  on  request 


ALUMINOID 

COLLOIDAL  ALUMINA 

TRAOI  C 1 1*  MARK 

CHATHAM  PHARMACEUTICALS,  INC.,  Newark,  2,  N.  J. 
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T N the  last  two  decades  Trichomonas 
Vaginalis  has  been  recognized  as 
the  most  prevalent  of  the  gynecologi- 
cal infections.  Incidence  has  been  av- 
eraged at  between  25  and  30  per  cent. 


eluded  medicaments  quickly  restore 
the  acidity  of  the  vaginal  vault.  Each 
Insert  contains  250  mg.  of  vioform, 
25  mg.  of  lactic  acid,  and  100  mg.  of 
boric  acid. 


VIOFORM  INSERTS*  (iodochlorhy- 
droxyquinoline  with  boric  acid  and 
lactic  acid)  are  offered  to  physicians 
as  a time-saving,  effective  and  eco- 
nomical means  for  combating  this 
parasite,  vioform  acts  to  eradicate 
trichomonas  vaginalis,  while  other  in- 


VIOFORM  INSERTS  may  be  given  to 
patients  for  home  use,  necessitating 
fewer  office  calls  in  these  war-rushed 
times.  In  mild  cases  one  course  of  ten 
days  is  recommended.  More  severe  in- 
fections usually  respond  to  two  or 
three  courses.  Write  for  literature. 


1 Am.  Jl.  Surg.,  33.523,1936 
•Trade  Mark  Reg.  U.S.  Pot.  Off. 
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THE  ORIGINAL  DEOXYCHOLIC  ACID 
for  fat  digestion  and  the  absorption  of  fat-soluble  vitamins 


Degalol  represents  deoxycholic  acid,  the  bile  acid 
which  is  chiefly  responsible  for  emulsification  of 
food  fat  and  the  formadon  of  the  water  soluble 
choleic  acid  compounds. 

Degalol  is  valuable  in  biliary  fistula,  assuring  fat 
digestion  even  with  diversion  of  bile  to  the  outside. 
Degalol  enhances  absorption  of  the  fat-soluble  vita- 


mins A,  D,  E,  and  K.  In  complete  biliary  obstruc- 
tion with  poor  or  absent  fat  digestion,  Degalol  makes 
possible  utilization  of  food  fat,  and  insures  absorpdon 
of  orally  administered  vitamin  K. 

Degalol  consists  solely  of  chemically  pure  de- 
oxycholic acid.  It  is  supplied  in  boxes  of  100 
1/4  gr.  tablets. 


Riedel  - de  Haen,  Inc.  new  york,  n y. 
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Chemical  Combination  for 
Greater  Ejfectiveness 


Some  of  the  chief  obstacles  encountered 
with  urinary  antiseptics  are  toxicity,  doubt- 
ful bactericidal  action,  irritating  properties, 
untoward  clinical  reactions,  and  cumber- 
some control  of  urinary  pH,  fluid  intake, 
and  diet. 

These  have  been  overcome  by  Mandela- 
mine,  the  chemical  combination  of  methe- 
namine  and  mandelic  acid,  which — with  a 
comparatively  smaller  dosage,  and  virtual 
elimination  of  by-effects — affords  a greatly 
enhanced  therapeutic  action. 

Mandelamine  is  indicated  in  the  treatment 
of  pyelonephritis  (bacillary),  cystitis,  pros- 
tatitis and  other  common  urinary  tract 
infections. 

If  you  have  not  yet  used  Mandelamine  in 
your  practice,  we  suggest  that  you  do  so. 
A generous  supply,  and  descriptive  litera- 
ture will  be  sent  to  you  upon  request. 


MMDEUMl 


Reg.  U.  S.  Pat.  Off.  (Methenamine  Mandelate) 


Supplied  in  en- 
teric coated 
tablets,  sani- 
taped,  in  pack- 
ages of  120;  in 
hospital  pack- 
ages  of  500 
and  1000. 


NEPERA  CHEMICAL  CO.  INC 

Manufacturing  Chemists  t J YONKERS  2 • New  York 
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(the  original  enteric-coated  tablet  of  Theobromine  Sodium  Acetate) 


" - ---  • • r_--> -'(4 

clinically  effective 
low  TOXICITY 

EFFECTIVELY  ENTERIC  COATED 

CORONARY  ARTERY  DISEASE  AND  EDEMA 

Medical  authorities  in  journals  and  books  have  substantiated  the  value  of  Theobromine  Sodium 
Acetate  in  treating  certain  Cardiovascular  and  Renal  Diseases.  Actual  clinical  use  has  proven 
the  usefulness  of  Thesodate  (Brewer). 

The  enteric  coating  of  Thesodate  tablets  permits  adequate  dosage,  so  necessary  for  best  results 
with  xanthines,  for  as  prolonged  a period  of  time  as  necessary. 

Supplied  with  or  without  Phenobarbital,  also  with  Potassium  Iodide  and  Phenobarbital,  in 
potencies  for  controllable  dosage. 

Samples  and  literature  on  request. 


EWER  O’  COMPANY,  INC.,  Worcester 

Pharmaceutical  Chemists  Since  1852  AAdSSdcll US&tts 
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Nutritional  deficiencies,  particularly  in  vita- 
mins and  minerals,  are  likely  to  become  more 
prevalent  as  the  war  progresses.  To  fill  cer- 
tain gaps  in  the  wartime  diet  arising  from 
food  rationing  and  shortages,  more  and  more 
physicians  now  depend  on  . . . 


YI-SYNERAL 

(FUNK-DUBIN) 


VITAMINS:  A - B,  - B,  (G)  - C — D - E - Niacinamide 

and  small  amounts  of  other  B Complex  factors 


Literature  and  Samples 
Upon  Request 


MINERALS:  Calcium,  Phosphorus,  Iron,  Iodine,  Magnesium, 
Manganese,  Copper,  Zinc 


Vi-Syneral  insures  a “safety  margin”  of  important 
vitamins,  fortified  with  minerals  . . . equivalent  in 
vitamin-mineral  content  to  many  pounds  of  vege- 
tables, fruits,  and  dairy  products. 

FIVE  DISTINCT,  INDIVIDUAL  POTENCY  BALANCES: 

• ADULTS  • INFANTS  and  CHILDREN  (up  to  6) 
• CHILDREN  and  ADOLESCENTS  (6  to  16) 
• EXPECTANT  and  NURSING  MOTHERS 
• SPECIAL  GROUP  (Middle-Aged 
and  Aged) 
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Reduces  hyperemia 
Promotes  formation 
of  normal  skin 


LENIGALLOL  Council  Accepted 

( triacetylpyrogallol ) 

For  the  usual  case  of  eczema,  prescribe 
Lenigallol  6%  in  an  ointment  base,  with 
or  without  zinc  oxide.  Stronger  appli- 
cations may  be  required  for  more  re- 
sistant eczema  and  athletes'  foot.  . . 


BILHUBER-KNOLL  CORP. 


1914 


ORANGE,  NEW  JERSEY 


fzrt*  AUTUMNAL 
SORE  THROATS 


PHARYNGITIS 

LARYNGITIS 


'P/ie&czc&e 


In  upper  respiratory  and  chest  conditions  as  well,  a 
single  application  of  Numotizine  provides  relief  from 
pain  and  discomfort  for  a period  of  eight  or  more  hours. 


In  addition  to  producing  a degree  of  local  anesthesia, 
Numotizine  promotes  an  increased  circulation  in  the 
area,  thereby  reducing  swelling  and  congestion. 

Convenient  to  use.  No  hot  water  bottles  or  hot 
dressings. 

Also  indicated  in  glandular  swellings,  boils  and  arth- 
ritic pain. 


FORMULA: 

Guaiacol 

2.60 

Beechwood  Creosote 

13.02 

Methyl  Salicylate 

2.60 

Sol.  Formaldehyde 

2.60 

C.  P.  Glycerine  and  Alumi- 
num Silicate  q.s.  1000  parts. 

Supplied  in  4,  8,  15  and  30-ounce  resealable 
glass  jars. 

Ethically  promoted.  Not  advertised  to  the  public. 

NUMOTIZINE  • INC. 

900  NORTH  FRANKLIN  ST.,  CHICAGO,  ILL. 
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Autonomic  Imbalance 


Functional  Neuroses 


Sedation  of  the  entire  neurovegetative  system 

BELLERGAL 

Bottles  of  25,  100,  250  and  1,000  tablets 

SANDOZ  CHEMICAL  WORKS,  Inc 

New  York  14,  N.  Y. 
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WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  RFDLJOI  REE  //  E R N I A may  we  suggest  the  advantages  of 
“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us — we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request. 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y ROCHESTER,  N.  Y PITTSBURGH,  PA. 
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• Tomatoes  that  make  the  grade  for 
Kemp’s  Sun-Rayed  Brand  Tomato  Juice 
have  to  pass  a rigid  "physical”  exam.  A 
U.  S.  Gov’t  inspector  checks  their  color, 
degree  of  ripeness,  freedom  from  de- 
fects. You  might  think  these  tomatoes 
too  fine  for  juice!  But  in  they  go — all 
the  tender  solids  of  the  whole  tomato 
utilized  by  Kemp’s  patented  process 
No.  1746657,  for  high  retention  of 
vitamins  A,  Bi  and  C.  That’s  why  this 
juice  is  so  gloriously  good,  with  color 
that  never  separates,  and  consistency 
that  is  never  thin  or  watery.  You  can 
recommend  Kemp’s  Sun-Rayed  Brand 
Tomato  Juice  with  confidence. 

THE  SUN-RAYED  CO.,  FRANKFORT,  IND. 

N.  Y.  Agent:  Seggerman  Nixon  Corp.,  Ill  8th  Ave. 
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NEMESIS  OF  THE  U-BOAT  is  the 
blimp.  Whereas  the  value  of  the  swift  air- 
plane in  coastal  patrol  is  restricted  by  its 
own  speed,  that  of  the  blimp  is  enhanced 
by  its  ability  to  hover  over  its  prey  for 
long  hours.  The  blimp  has  staying  power! 

This  contrast  also  applies  to  local  anes- 
thetics. Nearly  all  exercise  but  a short- 
lived influence  upon  a chosen  site.  Eucupin 
is  different.  Its  effect  is  not  fleeting.  It 
remains  at  the  site  of  injection,  causing 
prolonged  anesthesia  followed  by  analgesia 
for  periods  ranging  from  24  hours  to  5 days 
or  more.  Eucupin  eliminates  the  hyperes- 
thesia that  usually  follows  transient  anes- 
thetics. Eucupin,  too,  has  staying  power! 

Literature  and  samples  furnished  on  request. 

Supply:  Aqueous  and  oil  solutions  for  infiltration; 
dihydrochloride  tablets  for  solutions  for  topical 
application;  ointment  and  rectal  suppositories; 
powder,  base  and  dihydrochloride. 

RARE  CHEMICALS,  INC.  • Fleming!  on,  N.  J. 


Brand  of  Isoamylhydrocupreine 
For  local  anesthesia  with  prolonged  analgesia 


“Eucupin”  Reg.  U.  S.  Pat.  Off. 


ESTABLISHED  IN  PEACETIME  ...  CONTINUED  IN  WARTIME 


CONTRIBUTIONS  TO  THE  NATION’S  HEALTH  EDUCATION 


★ ★★★★★★★★★ 


THE  CAMP 


TRANSPARENT 


WOMAN 


. . . created  by  S.  H.  Camp 
& Company  as  a contri- 
bution to  public  health 
education.  Under  the 
sponsorship  of  leading 
medical  societies  the 
Transparent  Woman  was 
seen  from  coast  to  coast 
by  more  than  60,000 
physicians  and  12,300,- 
000  laymen... today  con- 
tinues to  attract  thou- 
sands of  visitors  at  its 
permanent  home  in  the 
Museum  of  Science  and 
Industry  at  Chicago. 


★ 


Dedicated  to  those  who  are  furthering  the 
Health  Education  of  the  American  Public... to 
assist  them  in  their  work  toward  better  Health 
through  Better  Posture  . . . the  Samuel  Higby 
Camp  Institute  for  Better  Posture  has  been  or- 
ganized to  maintain  a year-round  flow  of  timely 
educational  material  to  members  of  the  medical 
profession,  schools,  colleges  and  industrial  and 
public  health  groups. 


CAMP  INSTRUCTIONAL  COURSES 

. . . have  been  an  important  means  of  providing 
thousands  of  American  women  with  the  scien- 
tific aid  to  correction  of  figure  faults  by  assur- 
ing them  professional  fit  of  their  CAMP  Sup- 
ports. Especially  trained  in  the  human  anatomy 
with  relation  to  scientific  support  requirements, 
thousands  of  Camp-trained  fitters  who  have 
taken  these  courses  are  invaluable  to  assuring 
the  physician  that  his  prescription  will  be  fol- 
lowed to  the  letter. 


THE  SAMUEL  HIGBY  CAMP  INSTITUTE 
FOR  BETTER  POSTURE...  an  institution  of 
S.  H.  Camp  & Company  that  has  brought  the 
importance  of  good  posture  and  its  relation  to 
good  health  to  the  attention  of  millions  of 
Americans.  Enthusiastically  supported  by  out- 
standing newspaper  and  magazine  editors  . . . 
National  Posture  Week  has  the  endorsement  of 
leading  health,  medical  and  educational  author- 
ities everywhere. 


S.  H.  CAMP  AND  COMPANY,  JACKSON,  MICHIGAN 

World's  largest  manufacturers  of  scientific  supports 

Offices  in  NEW  YORK;  CHICAGO;  WINDSOR,  ONTARIO;  LONDON,  ENGLAND 
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OWNED  AND  OPERATED  BY 


THE  STATE  OF  NEW  YORK 


If  70,000  Physicians 

leave  civilian  practice 

. . . the  load  doubles,  triples  for  you 
practitioners  who  remain.  Particularly 
are  you  entitled  to  aid  with  your  chronic 
heart,  circulatory  and  rheumatic  cases 
where  the  responsibility  of  continuous 
direction  is  most  taxing  on  your  energy 
and  time. 

Saratoga  Spa  was  planned  for  your  use 
in  your  care  of  such  patients,  and  for 
those  suffering  from  obesity,  general 
debility  and  stomach  disorders.  Nature 
localized  here  a store  of  naturally  car- 
bonated mineral  waters  of  established 
therapeutic  value.  New  York  State,  safe- 
guarding these  waters,  has  organized 
around  them,  ideal  facilities  for  your 
use.  Here  patients  reorder  their  lives 
in  accordance  with  your  direction,  and 
prepare  themselves  for  the  full  benefit 
of  your  advice. 

The  non-practicing  Medical  Staff  of  the 
Spa  simply  oversees  the  treatments  you 
prescribe.  Local  specialists  are  avail- 
able for  your  choice,  should  you  feel 
your  patients  need  medical  supervi- 
sion, while  they  are  here.  Open  all  year. 

For  professional  publications  of  The  Spa, 
physician’s  sample  carton  of  the  bottled 
waters,  with  their  analyses,  please  write 
W.  S.  McClellan,  M.D.,  Medical  Director, 
Saratoga  Spa,  155  Saratoga  Springs,  N.Y. 


SPA 


THE  EMPIRE  STATE-'S  CONTRIBUTION  TO  THE  MEDICAL  PROFESSION 


STILL  THE  SAME  OLD 
J0HNHIE  WALKER 


Unchanging  quality  has  made 
Johnnie  Walker  a well-known 
character  all  over  America. 

Due  to  British  war  restrictions, 
gold  foil  has  been  elim- 
inated and  other  slight 
changes  have  been 
made  on  the  outside  of 
the  familiar  Johnnie 
Walker  bottle— but  in- 
side good  old  Johnnie 
Walker  whisky  re- 
mains unchanged. 


Johnnie 

\Yalker 

BLENDED  SCOTCH  WHISKY 


CANADA  DRY  GINGER  ALE,  INC. 
New  York,  N.  Y.  • Sole  Importer 
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• Surbyl  Solution  has  been 
found  useful  for  external  treatment 
of  infected  wounds,  ulcers,  car- 
buncles and  as  an  adjunct  to  surgery 
in  axillary  and  inguinal  abscesses. 

Surbyl  Solution  provides  deeper 
penetration,  better  cleansing  than 
powdered  sulfanilamide. 

Surbyl  Solution  is  available  in 
pints  and  gal- 


PHARMACEUTICAL  CHEMISTS  SINCE  1886 

ROCHESTER,  NEW  YORK 


1922 


The  weight  curves  above  show  the  normal,  uneventful  progress  of  75 
infants  fed  Similac  for  six  months  or  longer  — not  a select  group,  but 
75  consecutive  cases.  In  no  instance  was  it  necessary  to  change  the  feeding 
because  of  gastro-intestinal  upset.  These  curves  were  taken  from  hospital 
(name  on  request)  records.  Similarly  good  results  are  constantly  being 
obtained  in  the  practice  of  the  many  physicians  who  prescribe  Similac 
routinely  for  infants  deprived,  either  wholly  or  in  part,  of  mother’s  milk. 


A powdered,  modified  milk  product  especially  prepared  for 
infant  feeding,  made  from  tuberculin  tested  cow’s  milk  (casein 
modified)  from  which  part  of  the  butter  fat  is  removed  and  to 
which  has  been  added  lactose,  olive  oil,  cocoanut  oil,  corn  oil 
and  cod  liver  oil  concentrate. 


SIMIL'AC 

MAR  DIETETIC  LABORATORIES, 


SIMILAR  TO 
BREAST  MILK 

INC.  • COLUMBUS,  OHIO 


1 -i  only  a relatively  smairp^t^^^^^^J 
Another  reason  is  that  women  war  workers  are  quitTmJ 
in  large  numbers.  The  initial  enthusiasm  and  novelty 
having  worn  thin,  some  of  the  women  are  beginning 
to  realize— and  with  perfect  truth— that  they  are  engaged 
in  onerous  labor  which  is  too  hard  for  them. 

~«*&wqails  and 
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There  are  many  reasons  why  women  war 
workers  want  to  get  back  home  and  stay 
there.  One  common  cause  among  women 
in  their  forties  is  the  problem  of  the  meno- 
pause. 

Women  need  no  longer  fear  the  distress- 
ing symptoms  of  the  menopause.  They  can, 
by  adequate  estrogenic  therapy,  be  kept 
fit — physically  and  emotionally.  And,  with 
their  symptoms  relieved,  they  can  stay  “on 
the  job.” 

Both  Amniotin  (natural  estrogenic  sub- 
stance) and  Diethylstilbestrol  Squibb  (syn- 
thetic estrogen)  are  available  in  dosage 
forms  for  oral,  hypodermic  and  intravaginal 
administration.  In  contrast  to  natural  estro- 
gens, Diethylstilbestrol  is  only  slightly  less 
effective  orally  than  intramuscularly  and 
it  is  lower  in  cost.  However,  its  high  po- 
tency necessitates  cautious  use.  It  may  there- 
fore be  advisable  to  build  up  the  estrogenic 
level  with  Amniotin  by  injection  and  then 


maintain  therapy  with  small  oral  doses  of 
Diethylstilbestrol. 

SQUIBB  ESTROGENIC  SUBSTANCES 

Amniotin  ...  A highly  purified,  non-crys- 
talline preparation  of  naturally  occurring 
estrogenic  substances  derived  from  preg- 
nant equine  urine.  Its  estrogenic  activity  is 
expressed  in  terms  of  the  equivalent  of  in- 
ternational units  of  estrone.  Available  in 
capsules  for  oral  administration;  solution 
for  intramuscular  injection;  and  vaginal 
suppositories. 

Diethylstilbestrol ...  A low-cost  synthetic 
estrogen  possessing  the  physiologic  proper- 
ties of  estrogenic  substances  derived  from 
natural  sources.  Highly  effective  orally. 
Available  in  tablets  for  oral  administration ; 
solution  for  intramuscular  injection;  and 
vaginal  suppositories. 

★BACK  THE  ATTACK  WITH  WAR  BONDS* 


For  literature  write  the  Professional  Service  Dept.,  745  Fifth  Ave.,  New  York  22,  N.  Y. 


0De&Cy*tect  fan  t&e  PROTECTION 


rPHE  "RAMSES"*  Prescription  Packet  No.  501  supplies 
the  patient  with : 

1.  A "RAMSES"  Flexible  Cushioned  Diaphragm  of  the 
prescribed  size. 

2.  A "RAMSES"  Diaphragm  Introducer  of  correspond- 
ing size. 

3.  A large  size  tube  of  "RAMSES"  Vaginal  Jelly. 

This  complete  unit  is  available  on  your  order  or  pre- 
scription through  all  recognized  pharmacies. 


•The  word  " Ramses " is  the  registered  trademark  of  Julius  Schmid.  Inc. 

Gynecological  Division 

JULIUS  SCHMID,  INC. 

Established  1883 

423  WEST  55  ST.  NEW  YORK.  N.  Y. 


1925 


1926 


jjOSi  acoiiAate  dodatfe. 
and  minimum  fcut^Uc  didfa&U 

IN  IODIDE  ADMINISTRATION 


THE  OLD — messy,  inconvenient 
liquid  formula  fell  far  short  of 
providing  accurate  dosage  of 
Potassium  Iodide.  Droppers  dif- 
fered; drops  varied  with  size  of 
dropper  tip,  the  angle  at  which 
it  was  held,  and  the  specific  grav- 
ity or  viscosity  of  the  solution. 
Compare  this  guesswork  with... 


1 GRAM  POTASSIUM  IODIDE,  U.S.P 
(15.43  grains) 

Enteric  Coated  Tablets 
Supplied  in  bottles  of  100 
on  prescription  only 


THE  NEW — accurate,  control- 
lable and  less  obnoxious  admin- 
istration of  Enkide  tablets  when 
Iodide  is  indicated,  assures  less 
distress  for  patients  and  less  pos- 
sibility of  skipping  doses.  The 
enteric  coating  minimizes  gastric 
distress  and  eliminates  taste. 
Tablet  form  makes  the  dose  eas- 
ier and  more  convenient  to  take. 

Literature  and  samples  on  request. 


BREWER  & COMPANY,  INC.  Worcester 


Pharmaceutical  Chemists  Since  1852 


Massachusetts  ! i 


of  the  members  of  the  Medical 
Society  of  the  State  of  New  York 
are  contributors.  They  know  the 
Physicians'  Home  stands  for  the 
right  thing.  They  are  willing  to 
give  up  the  price  of  a theatre  or 
movie  ticket,  or  a new  tie  to  aid  in  the  survival  of  this  worthy 
charity  ...  to  help  our  indigent  colleagues. 

The  Board  of  Directors  nominated  by  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York  increasingly  assumes 
the  responsibility  the  war  crisis  has  laid  upon  it  and  asks  your 
continued  support.  Won't  you  contribute  in  some  measure? 

Make  your  answer  payable  to 

PHYSICIANS’  HOME,  INC. 

52  EAST  66  STREET  • NEW  YORK  21,  N.  Y. 
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ror  TBlood  ( Donors 

It  has  long  been  recognized  that  anemias  due  to  acute 
blood  loss  may  be  favorably  influenced  by  iron 
intake . Timely  and  recent  findings  indicate  that  when 
small  amounts  of  iron  are  administered  to  blood 
donors,  the  hemoglobin  regeneration  rate  increases  almost 
50%.  Recent  studies  show  also  that  the  recovery 
period  of  the  average  donor  is  impressively  shortened 
through  iron  medication.  Blood  donors  are  effectively 
aided  by  the  administration  of  specially  prepared  iron 
(easily  assimilated  ferrous  sulphate  plain  or  with 
liver  concentrate)  incorporated  in 

htemutimc  IPlastules * 

THE  BOVININE  COMPANY  ☆ CHICAGO 

*Reg.  U.  S.  Pot.  Off.-  Copyright  1943  The  Bovinine  Compony 
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SEDATIVE  and  HYPNOTIC 


The  potentiation  of  the  central  action  of  phenobarbital  by  the  belladonna 
alkaloids  (Friedberg,  Arch.  f.  exp.  P.  & P.  CLX,  27 6)  renders  possible 
attainment  of  desired  effects  with  relatively  small  doses,  thus  avoiding 
'hang  over”  and  other  unpleasant  side-actions.  In  contrast  to  galenical 
preparations  of  belladonna,  such  as  the  tincture,  Belbarb  has  always  the 
same  proportion  of  the  alkaloids. 


Formula:  Each  tablet  contains  Y4  grain 
phenobarbital  and  the  three  chief 
alkaloids,  equivalent  approximately  to 
9 minims  of  tincture  of  belladonna. 


Indications:  Neuroses,  migraine,  functional  digestive  and  circulatory  dis-  Belbarb  No.  2 has  the  same  alkaloidal  con- 

turbances,  vomiting  of  pregnancy,  menopausal  disturbances,  hypertension,  etc.  tent  but  V2  grain  phenobarbital  per  tablet. 


NC.,  RICHMOND 


a companion  product  to  Galatest 


A carrying  case  containing 
one  vial  of  Acetone  Test 
(Denco)  and  one  vial  of 
Galatest  is  now  available 
for  the  medical  bag  or  for 
the  diabetic  patient.  The 
case  contains  a medicine 
dropper  and  a Galatest 
color  chart. 


Acetone  Test  (Denco)  further  simplifies  Routine 
Trine  Analysis.  Detects  presence  or  absence  of 
acetone  in  urine  in  one  minute.  Color  reaction  is 
identical  to  that  found  in  violet  ring  tests.  Trace 

of  acetone  turns  the  powder  light  lavender 

larger  amounts  to  dark  purple.  Same  simple  tech- 
nique as  in  Galatest  (dry  reagent  for  urine  sugar): 

I.  A little  powder.  2.  One  drop  of  urine. 

Color  reaction  instantly. 

Accepted  for  advertising  in  the 
Journal  of  the  American  Medical  Association. 


Write  for  descriptive  literature , 163  Varick  St. 


THE  DENVER  CHEMICAL  MFG.  CO.,  NEW  YORK,  N.  Y. 


B R I O S C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 

181  VARICK  STREET  NEW  YORK 
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‘Dexfn9  does  make  a difference 

HIGH  DEXTRIN  CARBOHYDRATE 


NEW  YORK 


Mothers  have  greater  peace  of  mind 

when  baby  is  on  a ‘Dexin’  formula  because  ‘Dexin’ 
helps  to  assure  uncomplicated  infant  feeding.  Its 
high  dextrin  content  (1)  diminishes  intestinal  fer- 
mentation with  resultant  reduction  in  distention’ 
colic,  and  diarrhea  and  (2)  promotes  the  formation 
of  soft,  flocculent,  easily  digested  curds. 


‘Dexin’  promotes  good  feeding  habits 

— Formulas  modified  with  ‘Dexin’ are  palatable  and 
not  excessively  sweet.  As  a result,  babies  take  other 
bland  supplementary  foods  with  less  coaxing. ‘Dexin’ 
is  readily  soluble  in  hot  or  cold  milk. 

‘Dexin’  reg.  U.  S.  Patent  Office 

COMPOSITION 

Dextrins  . . 75#  Mineral  Ash  . . 0.25# 

Maltose  . . 24#  Moisture  . . . 0.75# 

Available  carbohydrate  99%  115  calories  per  ounce 

Literature  on  request 


BURROUGHS  WELLCOME  k CD. '5? 


This  full  page  advertisement  on  'Dexin'  will  appear  in  the  October  15,  1943,  issue  of  New  York  State 
Journal  of  Medicine;  October,  1943,  issue  of  Archives  of  Pediatrics;  and  November,  1943, 
issues  of  Southern  Medical  Journal  and  Journal  of  Pediatrics. 
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There  has  long  been  a real  need  for  a potent,  mercurial 
diuretic  compound  which  would  be  effective  by  mouth.  Such 
a preparation  serves  not  only  as  an  adjunct  to  parenteral 
therapy  but  is  very  useful  when  injections  can  not  be  given. 

After  the  oral  administration  of  Salyrgan-Theophylline  tab- 
lets a satisfactory  diuretic  response  is  obtained  in  a high  per- 
centage of  cases.  However,  the  results  after  intravenous  or 
intramuscular  injection  of  Salyrgan-Theophylline  solution 
are  more  consistent. 


Salyrgan-Theophylline  is  supplied  in  two  forms: 

^ (enteric  coated)  in  bottles  of  25,  100  and  500.  Each  tablet 

' contains  0.08  Gm.  Salyrgan  and  0.04  Gm.  theophylline. 

^ tutibW*'  in  amPu^s  °f  1 cc.,  boxes  of  5,  25  and  100;  ampuls  of  2 cc.. 
^ boxes  of  10,  25  and  100. 

Write  for  literature 
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WINTHROP  CHEMICAL  COMPANY,  INC. 


Pharmaceuticals  of  merit  for  the  physician 

NEW  YORK  13,  N.  Y.  WINDSOR,  ONT. 
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Plain,  unflavored  Knox  Gelatine 


used  as  a supplementary  protein  drink 
supplies  a protein  source 
quantitatively*  equivalent  to: 


4.5  02.  cottage  cheese 
5.1  oz.  round  steak 
6.8  02.  egg 
25  02.  whole  milk 


Clip  this  coupon  now  and  mail 
for  free  helpful  booklet. 


•There  are  qualitative  differences. 


Investigate  the  Protein  Value  of  Knox  Gelatine 

Send  for  the  free  pamphlet  “The  Protein 
Value  of  Plain,  Unflavored  Gelatine,”  with 
analysis  of  amino  acid  content,  comparisons 
with  other  protein-rich  foods.  Write  Knox 
Gelatine,  Johnstown,  N.  Y.,  Dept.  474. 


KNOX 

GELATINE 


Name 

Address. 


U.  S.  P. 

IS  PLAIN,  UNFLAVORED  GELATINE... 
ALL  PROTEIN,  NO  SUGAR 


City State. 

No.  of  copies  desired 
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War  dips  deeply  into  the  world- wide  family  of  Lilly  men 
and  women.  Hundreds  of  them  are  faithfully  serving  in 
the  armed  forces  of  the  allied  nations.  Those  at  home  do 
their  part,  too,  for  essential  drugs  must  he  supplied  in 
ever-increasing  quantities  for  military  and  civilian  use.  Eli 
Lilly  and  Company  honors  those  associates  under  arms  and 
salutes  those  who  carry  on  Lilly  traditions  of  integrity  in 
the  manufacture  of  finest  pharmaceuticals,  be  it  in  war 
or  in  peace. 

ELI  LILLY  AND  COMPANY 

INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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Editorial 

Why  Another  Bureaucracy? 


The  people  of  the  United  States  will 
shortly  be  asked  in  Congress  assembled  to 
endorse  the  principle  of  government  control 
of  the  institutions  and  practice  of  medicine. 

If  S.1161  is  passed,  physicians  will  step 
out  of  the  direction  and  control  of  the  in- 
stitutions and  practice  of  medicine,  and 
government  will  step  in. 

Government  has  stepped  in  in  many 
places,  before.  For  instance,  “in  Ohio 
there  are  90,000  federal  employees  to  25,000 
state;  Massachusetts  there  are  129,000 
federal  employees  to  21,000  state;  Penn- 
sylvania there  are  215,000  federal  employees 
to  44,500  state;  Wyoming  there  are  6,200 
federal  employees  to  1,100  state.” 

This  bureaucracy  is  not  elected  by  the 
people,  but  it  is  paid  by  the  people. 

It  is  not  responsible  to  the  people,  but  it  is 
paid  by  the  people. 

It  votes  regularly  but  does  not  answer 
for  its  acts  at  the  polls. 

Yet  it  is  extending  its  influence  and  power 
over  the  peoples’  lives  down  to  the  last 
cross-roads  village,  hamlet,  and  farm.1 

Why  the  great  rush  to  increase  this 
bureaucracy,  to  place  the  now  free  and 
liberal  art  and  science  of  medicine  under 
political  control? 

The  federal  government  since  July,  1939, 
is  said  to  have  increased  its  new  employees 
almost  50  per  cent  every  six  months.  “With 
more  than  3,000,000  civilian  employees — 
exclusive  of  Army  and  Navy — our  federal 
government  has  now  more  persons  on  the 
taxpayers’  payroll  than  the  combined  total 
of  all  the  employees  of  all  the  Jf8  states  plus  all 


the  employees  of  all  the  country's  county  and 
municipal  governments .”2  Of  these,  55  per 
cent  are  not  directly  engaged  in  the  war 
effort! 

Now  it  is  proposed  in  S .1161  to  create  a 
huge  new  bureaucracy  under  the  Surgeon 
General  of  the  United  States  Public  Health 
Service,  who  is  not  elected  by  the  people, 
to  direct  and  administer  the  public  and  pri- 
vate practice  of  medicine  in  the  United 
States — at  the  taxpayers’  expense,  of  course. 
Remember  also  that  every  employee  has  a 
vote  as  well  as  a weekly  pay  check.  Re- 
member also  that  the  size  of  such  an  ad- 
ministrative bureaucracy  will  be  enormous. 
For  it  must  care  for  the  medical  needs  of 
about  110,000,000  people.  And  somebody 
must  pay  for  it!  Why  not  you? 

The  physicians  do  not  want  to  work  for 
the  government. 

They  want  to  work  for  the  people,  directly. 
They  want  to  be  paid  by  the  people,  directly. 

They  want  to  be  responsible  to  the 
people,  directly — as  they  have  always  been 
responsible  to  the  people — directly. 

They  do  not  want  to  see  our  already  enor- 
mously expanding  and  expensive  bureauc- 
racy enlarged  by  another  enormously 
expensive  bureaucracy  set  up  to  control 
and  direct  the  medical  care  for  110,000,000 
people.  Why?  Because  they  do  not  be- 
lieve that  it  is  necessary.  Because  they  do 
not  believe  that  it  would  improve  or  even 
maintain  our  standards  of  medical  practice. 
Because  they  do  not  think  that  it  would  be 
actually  in  the  public  interest.  Because 
they  believe  that  it  would  actually  increase, 
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not  lower,  the  cost  of  medical  care  to  the 
people  in  the  long  run.  Because  they 
believe  that  politics  and  medicine  cannot 
be  mixed  without  detriment  to  the  quality 
of  medical  care.  Because  they  believe,  and 
warn,  that  inevitably  in  exchange  for 
the  establishment  of  an  expensive  political 
bureaucracy  the  people  will  receive  a steadily 
depreciating  quality  of  medical  service, 
administered  by  political  job-holders,  and 
implemented  by  a necessarily  retrograde 
medical  profession. 

If  it  could  be  honestly  shown  that  govern- 
ment control  of  the  profession  would  produce 
a better  quality  and  a freer  distribution 
of  a better  quality  of  medical  service,  the 
medical  profession  would  endorse  it  and 
work  for  it.  As  Thomas  A.  McGoldrick, 
President  of  the  Medical  Society  of  the 
State  of  New  York,  said  in  part  in  his 
address  to  the  Third  District  Branch3  at 
Troy,  New  York:  “If  the  medical  plans 
proposed  by  laymen  in  the  name  of  Social 
Security  will  do  more  for  the  people  than  the 
present  method  of  distribution  of  services 
—if  they  will  reduce  the  death  rate  and 
prevent  sickness — if  the  discoveries  in  the 
art  and  science  of  medicine  are  better  pro- 
moted and  applied,  and  educational  stand- 
ards more  rapidly  elevated,  then  by  all 
means  let  us  have  them.  That  doctors  will 
be  regimented,  their  hours  of  work  and 
numbers  of  patients  controlled,  their  re- 
muneration fixed  for  the  time  by  a political 
appointee,  but  fluctuating  with  general 
economic  business  conditions,  their  am- 
bitions and  competitive  spirit  destroyed — 
all  these  are  matters  of  no  moment  compared 
to  the  physical  welfare  of  the  people. 

“Doctors  know,  however,  that  by  such 
methods  as  are  proposed  in  this  bill  the 
quality  of  medical  service  will  be  greatly 
lowered.  They  know  what  has  happened 
in  other  countries,  in  increase  of  the  time 
lost  in  sickness,  in  absenteeism,  in  advancing 
death  rates,  in  a lowered  standard  of  health, 
in  bureaucratic  influence,  and  in  the  gradual 
diminution  in  the  standing  and  responsi- 
bility of  the  profession  as  well  as  in  the  im- 
pairment of  the  quality  of  medical  service. 

“Let  us  see  what  we  have  now  under  our 
present  methods  and  which  we  would  ex- 
change for  the  new  compulsory  plans  for 


people  and  doctors.  There  are  many  au- 
thorities who  have  shown  that  the  morbidity 
and  mortality  rates  in  this  country  are  better 
than  in  any  other  comparable  country  on 
the  globe.  Last  year  in  its  annual  statistical 
bulletin  the  Metropolitan  Life  Insurance 
Company  published  the  death  rate  for 
specified  causes  per  one  hundred  thousand 
policyholders  for  the  year  1941.  It  also 
published  the  statistics  for  the  twenty-fifth 
year  before  that  time.  These  policyholders 
were  of  all  ages,  between  1 and  74.  They 
were  all  in  the  group  of  weekly-paying 
industrial  business. 

“Inasmuch  as  the  company’s  policy- 
holders number  many  millions  and  are 
distributed  widely  in  all  sections  of  this 
country,  they  constitute  a very  repre- 
sentative cross  section  of  the  total  wage- 
earning population.  On  the  accuracy  and 
value  of  these  figures  does  the  company 
pay  millions  of  dollars. 

“In  1917,  the  total  number  of  deaths  from 
all  causes  per  100,000  subscribers  was 
1264.5,  and  in  1941  it  was  615.5: 


Deaths 


1917 

1941 

Typhoid,  13 

Reduced  to 

0.04 

Diphtheria,  21 

Reduced  to 

0.7 

Scarlet  fever,  5.4 

Reduced  to 

0.5 

Influenza,  15 

Reduced  to 

5.9 

Pneumonia  (all forms),  131.8 

Reduced  to 

23.0 

Tuberculosis,  202.8 

Reduced  to 

40.9 

Cardiovascular  disease,  373.2 

Reduced  to 

262.8 

Appendicitis,  11.6 

Reduced  to 

7.2 

Puerperal  conditions,  17 . 2 

Reduced  to 

4.6 

“Last  week  (September  6)  the  O.W.I. 
reported  on  the  civilian  health  of  the 
country.  The  report  was  based  on  data 
furnished  by  the  U.S.  Public  Health  Service, 
the  War  Manpower  Commission,  and  the 
Federal  Works  Agency.  Statistics  of  the 
U.S.P.H.  Service  show  that  the  U.S.  has 
the  lowest  death  rate  on  record — 10.3  per 
thousand.  While  the  number  of  births 
rose  two  points  (in  1941),  the  maternal 
mortality  rate  in  1942  decreased  for  the 
thirteenth  consecutive  year,  being  three 
deaths  per  thousand  live  babies. 

“Infant  mortality  also  has  continued  to 
drop.4 

“ ‘Influenza  and  typhoid,’  the  report  con- 
tinued, ‘normal  danger  points  during  war, 
were,  in  1942,  below  the  peacetime  average.’ 

“In  passing,  I would  mention  that  the 
report  disclosed  that  in  one  year  1,469 
physicians  had  been  relocated  to  regions 
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where  the  ratio  of  doctors  to  population  was 
I substandard.  There  are  many  factors  which 
are  explanatory  of  and  responsible  for  the 
above  results.  During  the  last  quarter  of  a 
century  medicine  has  contributed  new  aids 
for  the  care  of  the  sick,  for  the  prevention 
of  illness,  and  for  the  wider  diffusion  of  all 
medical  knowledge. 

“In  all  departments,  obstetrics,  neuro- 
, psychiatry,  and  the  others,  progress  rapidly 
continues.  Many  diseased  parts  of  the 
body  which  so  recently  were  forbidden  to 
the  surgeon  now  yield  to  his  skill;  the 
brain,  the  lungs,  and  the  heart,  the  gastro- 
intestinal tract  have  surrendered  to  his 
power,  while  his  advancement  in  all  branches 
of  his  art  have  been  astounding.  A very 
striking  feature  is  the  speed  with  which 
medical  discoveries  and  developments  are 
made  available  to  doctors  and  patients. 

It  was  at  one  time  thought  that  ten  years 
must  elapse  before  a real  advancement  was 
widely  utilized.  Through  medical  journals 
and  medical  meetings,  through  radio  and 
press,  such  knowledge  is  now  spread  in 
months  over  the  entire  country.  For  the 
use  of  sulfonamides,  insulin,  and  atabrin, 
even  penicillin,  demands  were  incessant 
before  the  manufacturing  drug  houses  could 
produce  sufficient  amounts. 

“These  are  steps  in  progressive  science 
which  we  will  surely  lose  in  government- 
controlled  care  of  the  sick.  Despite  the 
support  of  such  bills  by  labor  organizations 
and  by  many  who  will  gladly  take  something 
for  nothing,  the  people,  rightly  informed  of 
the  benefits  of  present-day  medicine  and 

Communicating 

The  prognosis  of  hydrocephalus  has,  in  the 
past,  been  justifiably  pessimistic,  and  the  outlook 
for  the  obstructive  form  of  hydrocephalus  is  still 
unmitigatively  grave.  Recent  innovations  in  the 
treatment  of  communicating  hydrocephalus  offer 
hope  that  this  type  may  be  amenable  to  relief  or 
cure.  The  ameliorative  methods  of  treatment 
employed  differ  in  that  one  is  operative1  and  the 
other  is  nonoperative.2*3 4 5 

The  obstructive  form  of  hydrocephalus  can 
easily  be  differentiated  from  the  communicating 
type  by  the  intraventricular  injection  of  a dye 
into  the  lateral  ventricle.  If  there  is  no  obstruc- 
tion, the  dye  will  appear  in  a few  minutes  in  the 


the  dangers  to  them  when  its  existence  is 
jeopardized,  will  not  approve.  All  the 
people  are  not  materially  blinded,  as  our 
millions  of  armed  boys  and  their  families 
attest. 

“It  is  surprising  how  intelligently  a rightly 
informed  people  will  act.  A nonmedical 
editor  of  one  of  our  leading  magazines  has 
expressed  his  thought:  ‘What  the  public 
wants  is  American  Medicine  and  at  its 

best Not  a minimum  of  advice  and 

prescription  but  the  saving  of  life  and 
health  according  to  the  excellent  standards 
built  after  long  and  intelligent  efforts  to 
provide  the  utmost  within  human  possi- 
bility. Government  could  never  provide 
the  ambition,  the  sacrifice,  the  complete 
devotion  to  one’s  fellow  man  as  the  ideal 
professional  man  has  it.  Nor  could  Govern- 
ment command  that  entire  attention  to  the 
individual  which  is  the  mark  of  these 
professions.’6 

“With  our  knowledge  of  what  medicine  has 
done  and  is  doing  for  the  people,  individually 
and  collectively,  with  our  faith  in  that 
people  when  rightly  informed,  with  courage 
to  inform  them  and  to  protect  them  from 
these  calamities  that  threaten,  we  may  feel 
with  confidence,  that  medicine,  freed  again 
of  these  many  attacks,  will  proceed  un- 
interruptedly on  its  real,  its  magnificent, 
purposes.” 

1 Cf.:  Harry  F.  Byrd,  U.S.  Senator  from  Virginia. 

Readers  Digest,  July,  1943,  pp.  36-38. 

2 Loc.  cit. 

3 September  21,  1943. 

4 New  York  Times,  September  7,  1943’ 

5 America,  August  21,  1943. 

Hydrocephalus 

spinal  fluid  as  evidenced  by  lumbar  puncture.4,5 
There  is,  however,  a definite  and  often  much  de- 
layed excretion  of  the  dye  in  the  urine.  The 
obstructive  variety  of  hydrocephalus  is  amenable 
to  treatment  only  if  its  causative  mechanism  is 
removable.  Unfortunately  this  is  seldom  possi- 
ble. If  the  hydrocephalus  is  demonstrated  as  the 
communicating  variety,  two  methods  are  avail- 
able for  possible  improvement  or  cure.  In 
evaluating  the  efficacy  of  any  treatment  of  hydro- 
cephalus, it  should  be  realized  that  spontaneous 
arrest  may  occur,  but  this  occurs  so  infrequently 
that  it  cannot  be  hopefully  awaited. 

Scarff,1  who  revived  interest  in  the  surgical 
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treatment  of  hydrocephalus,  attacked  the  source 
of  the  difficulty.  Since  in  communicating  hydro- 
cephalus more  spinal  fluid  is  secreted  than  can 
be  absorbed,  the  eradication  of  the  chief  source 
of  secretion,  the  choroid  plexus,  may  effect  a cure. 
Extirpation  of  the  choroid  plexus  by  electro- 
cautery in  20  cases  yielded  satisfactory  results  in 
half  the  cases,  with  a mortality  of  15  per  cent. 
Only  about  20  per  cent  of  the  original  series, 
however,  developed  a normal  mentality.  While 
these  statistics  are  not  too  cheering,  they  give 
greater  encouragement  than  previous  figures.4,5 

A nonoperative  treatment  for  this  disease  has 
been  reintroduced.2  In  1933  Hiller3  suggested 
the  insertion  of  a waxed  silk  seton  into  the  lumbar 
spinal  canal  through  a lumbar  needle  as  a relief 
for  hydrocephalus.  A technic  has  been  de- 
veloped whereby  the  excessive  spinal  fluid  is 
allowed  to  drain  slowly  and  continuously  from 
the  subarachnoid  space  into  the  subcutaneous 
tissue.1  In  a small  series  of  5 cases  the  results 
have  been  encouraging.2  All  patients  were 
thoroughly  investigated  before  treatment  was 


begun  and  were  subsequently  studied  for  years. 
There  has  been  no  mortality  in  this  series.  In 
the  event  that  a balance  between  secretion  and 
drainage  has  not  been  achieved  with  one  seton, 
others  may  be  inserted  later  in  numbers  sufficient 
to  equalize  the  two  factors  of  secretion  and 
drainage. 

Our  outlook  upon  a serious  and  previously 
hopeless  disease  now  assumes  a more  optimistic 
tinge.  Which  of  the  two  therapeutic  procedures 
is  indicated  in  a given  case  must  be  decided  by 
careful  individual  studies.  At  present  we  may 
employ  a medical  or  conservative  method  with 
some  prospects  of  improving  or  arresting  a most 
debilitating  and  discouraging  ailment. 

! 


1 Scarff,  S.  E.:  Am.  J.  Dis.  Child.  63:  297  (Feb.)  1942. 

2 Peterman,  M.  G.:  J.  Pediat.  22:  690  (June)  1943. 

3 Hiller,  R.  I.:  Am.  J.  Surg.  20:  119  (April)  1933. 

4 Ford,  F.:  Diseases  of  Nervous  System  in  Infancy, 

Childhood,  Adolescence,  Springfield,  111.,  Charles  C.  Thomas 
& Co.,  1937,  pp.  191-194.  I 

s Holt,  L.,  and  McIntosh,  R.:  Holt’s  Diseases  of  Infancy 
and  Childhood,  New  York,  Appleton-Century  Co.,  eleventh 
edition,  1941,  p.  995. 
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Announcement 

1944  ANNUAL  MEETING 

Medical  Society  of  the  State  of  New  York 

The  138th  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York  will  be  held  Monday , May  8 , to  Thurs- 
day, May  11,  1944 , inclusive,  at  Hotel  Pennsylvania  in 
New  York  City . 

COUNCIL  COMMITTEE  ON  CONVENTION 


Symposium  on  Rheumatic  Fever 

A CLINICAL  SYNDROME  IN  CHILDREN  RESEMBLING  RHEUMATIC 
FEVER 

Albert  D.  Kaiser,  M.D.,  Rochester,  New  York 


THE  onset  of  childhood  rheumatism  is  at  times 
insidious  and  frequently  difficult  to  recog- 
nize. It  is  therefore  important  to  consider  any 
clinical  syndrome  in  children  that  has  any  simi- 
larity to  the  clinical  manifestations  known  to 
! exist  in  rheumatic  fever.  In  the  generally  ac- 
cepted definition  of  rheumatic  fever  the  heart  is 
probably  always  involved  from  the  onset.  The 
course  of  childhood  rheumatism  is  characterized 
by  recurrences  of  manifestations  of  rheumatic 
activity  with  intercurrent  years  of  freedom  from 
symptoms.  There  is  apparently  a direct  rela- 
tionship between  the  degree  of  cardiac  damage 
and  the  number  and  severity  of  the  recurrences. 
The  frequency  of  cardiac  involvement  in  rheuma- 
tic fever  in  both  primary  and  recurrent  attacks 
has  emphasized  the  fact  that  some  type  of  cardiac 
involvement  is  essential  to  a correct  diagnosis  of 
rheumatic  fever  in  childhood. 

There  is,  however,  a clinical  syndrome  fre- 
quently noted  in  children  that  presents  many  of 
the  protean  manifestations  peculiar  to  rheumatic 
disease  in  which  cardiac  involvement  is  either 
absent  or  not  discernible.  This  syndrome  follows 
much  the  same  pattern  of  rheumatic  infection  in 
some  ways,  particularly  in  symptoms,  signs,  and 
epidemiology.  It  is  noted  in  similar  age  groups, 
has  the  same  seasonal  course,  and  is  liable  to 
recurrences.  The  ultimate  course  is  different  and 
the  disastrous  end  results  are  not  encountered. 

A typical  case  presenting  this  rheumatic-like 
syndrome  presents  the  following  picture.  A 
child  between  6 and  12  years  of  age  has  an  at- 
tack of  sore  throat  or  an  acute  cold.  The  acute 
symptoms  subside  and  an  apparent  recovery 
follows.  However,  in  a few  weeks  it  is  observed 
by  the  parents  or  by  the  teacher  that  the  child 
does  not  act  well.  There  are  complaints  of  pain 
in  the  knees  or  in  the  muscles  of  the  thigh  or  leg. 
There  is  a decided  loss  of  appetite  especially  in 
the  morning.  The  usual  enthusiasm  for  play 
is  gone  and  there  is  definite  evidence  of  fatigue. 
Observers  are  impressed  by  the  pallor  which 
was  not  noted  before.  The  child  becomes  irritable 
and  displays  disciplinary  problems  both  at  home 
and  in  the  school.  Attempts  to  reprimand  the 
child  for  failure  to  do  the  tasks  previously  done 


well  seem  only  to  intensify  the  complaints.  The 
child  complains  of  headache  and  vague  pains  and 
not  infrequently  pain  in  the  epigastrium.  An 
observing  parent  may  discover  that  there  is  a 
slight  elevation  of  temperature  and  eventually 
becomes  concerned  about  the  prolonged  indis- 
position. There  seems  to  be  no  appreciable  im- 
provement in  the  child’s  condition  even  after  the 
administration  of  adequate  vitamins  and  so- 
called  tonics.  The  persistence  of  the  vague 
complaints  ultimately  bring  the  child  to  the 
physician’s  office  or  to  the  clinic  where  an  ex- 
planation of  the  child’s  unusual  condition  is 
sought. 

The  physician’s  examination  reveals  few 
positive  findings,  but  a number  of  physical  signs 
are  found  that  substantiate  the  child’s  com- 
plaints. In  spite  of  the  pallor  the  blood  exami- 
nation shows  only  a slight  anemia.  The  pulse 
rate  is  above  normal  and  there  is  a degree  or  less  of 
elevation  in  the  temperature.  The  sore  joints 
or  muscles  are  well  known  to  the  child  but  no 
swelling  or  tenderness  can  be  detected.  Some 
evidence  of  infection  is  usually  found  either  in 
the  nares,  throat,  or  glands  of  the  neck  but  no 
more  than  one  finds  in  many  children  without 
other  complaints.  Frequently  a systolic  mur- 
mur is  heard  or  some  irregularity  is  noted  in  the 
heart  rhythm.  The  blood  examination  reveals 
a normal  white  count.  The  erythrocyte  sedi- 
mentation test  is  usually  normal.  Other  diagnos- 
tic tests  are  made,  such  as  the  intradermal 
tuberculin  test,  and  the  agglutination  test  for 
undulant  fever,  typhoid,  and  paratyphoid  fever. 
All  of  these  tests  are  negative.  A fluoroscopic 
or  x-ray  examination  of  the  heart  reveals  a nor- 
mal size  heart  and  the  electrocardiographic 
tracing  is  pronounced  normal.  It  is  apparent 
after  a careful  history  and  physical  examination 
that  no  definite  diagnosis  can  be  made  though 
one  recognizes  a similarity  to  a mild  rheumatic 
fever  even  in  the  absence  of  definite  cardiac 
involvement.  Further  support  is  given  to  this 
assumption  when  the  effect  of  rest  is  observed 
in  this  clinical  syndrome.  A few  weeks  of  bed- 
rest usually  is  effective  in  restoring  these  children 
to  good  health.  The  muscle  and  joint  pains  are 
relieved  by  the  administration  of  sodium  salicyl- 
ate. The  physical  complaints  and  the  nervous 
manifestations  are  decidedly  lessened  and  in- 
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variably  the  child  is  returned  to  normal  activity. 
Where  there  is  a tendency  to  a recurrence  of  these 
complaints,  a repetition  of  the  bed-rest  acts 
effectively  in  improving  the  child’s  condition 
(Fig.  1). 

Based  upon  an  analysis  of  200  children  mani- 
lesting  this  clinical  syndrome  it  was  found  that 
one  encountered  this  clinical  picture  more  fre- 
quently than  the  clearly  defined  syndrome 
termed  rheumatic  fever.  Similarities  to  rheuma- 
tic fever  in  the  clinical  manifestations  and  in  the 
epidemiology  deserve  discussion.  In  both  in- 
stances the  onset  is  usually  insidious  and  follows 
some  upper  respiratory  infection.  The  subjective 
complaints  were  less  severe  than  in  rheumatic 
fever  although  they  follow  the  same  pat- 
tern. 

Muscular  and  joint  pains  are  usual  occurrences 
and  abdominal  pain  was  a symptom  in  about  half 
of  the  children.  Fatigue  and  pallor  were  as 
severe  as  in  the  rheumatic  fever  group.  Ano- 
rexia, headache,  epistaxis,  and  night  sweats  were 
common  complaints  in  both  syndromes.  Nervous 
manifestations  were  more  prominent  than  physi- 
cal ailments  in  some  of  the  children.  Although 
not  characteristic  of  Sydenham’s  chorea  the 


hyperirritability  of  the  child  was  not  unlike  that 
noted  in  a mild  chorea.  Recognizing  the  possi- 
bility that  these  subjective  complaints  might 
occur  in  various  diseases  they  do,  however,  arouse 
suspicion  of  a rheumatic  infection.  Obviously 
they  do  not  resemble  the  classical  picture  of 
rheumatic  fever  in  which  an  acute  polyarthritis 
ushers  in  the  disease,  but  they  do  follow  the 
pattern  of  the  subacute  type  of  rheumatic  in- 
fection. 

The  physical  signs  recorded  in  the  syndrome 
after  a complete  examination  are  not  character- 
istic of  any  wTell-recognized  infection.  Muscle  [ 
soreness  may  be  elicited  and  manipulation  of  the 
joints  at  times  causes  some  pain.  Abdominal 
tenderness  is  usually  absent  in  spite  of  the  com- 
plaint of  upper  abdominal  pain.  There  are 
usually  no  skin  manifestations  though  erythema- 
tous rashes  have  been  noted  in  several  instances. 
No  general  glandular  hypertrophy  is  found,  but 
the  cervical  lymph  nodes  frequently  are  pal-  | 
pable. 

In  most  of  the  children  there  was  some  evidence 
of  chronic  infection  in  the  nose  and  in  the 
pharynx.  Either  the  tonsils  were  inflamed  or, 
in  the  case  of  the  tonsillectomized  children,  there 
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was  more  or  less  lymphoid  hyperplasia  in  the 
pharynx.  Infected  teeth  were  noted,  in  some 
children,  with  secondary  infections  in  the  gums. 
In  a number  of  instances,  evidence  of  paranasal 
sinus  infection  was  present,  but  ear  infections 
were  not  found  in  this  group.  No  pulmonary 
signs  were  discovered  in  this  group  though  pain 
in  the  chest  was  a frequent  subjective  complaint. 
The  heart  examination  revealed  a variety  of 
unusual  findings.  The  rate  was  usually  some- 
what increased.  At  times  there  was  a marked 
acceleration  in  the  rate.  Arrhythmia  was  present 
in  a number  of  the  children,  but  on  subsequent 
examination  it  disappeared.  A systolic  murmur 
at  the  apex,  rarely  heard  elsewhere,  was  present 
in  about  one-third  of  the  children.  The  murmur 
was  not  heard  in  most  of  these  children  after  a 
prolonged  rest  in  bed.  There  were  no  unusual 
blood  pressure  readings  in  these  children  (Fig. 
2).  Palpitation  of  the  heart  occurred  occasion- 
ally, and  sighing  was  not  an  uncommon  observa- 
tion. Exercise  tolerance  tests,  though  not  con- 
stant, did  show  that  the  heart  responded  less 
favorably  than  similar  tests  in  children  who  did 
not  show  this  syndrome.  In  general,  however, 
the  heart  revealed  no  clear  evidence  of  abnor- 


mality and  appeared  to  be  perfectly  normal  in 
most  children. 

Laboratory  examinations  were  made  on  some 
of  the  children  manifesting  this  syndrome  (Table 
1).  The  erythrocyte  count  and  hemoglobin 
estimation  were  either  normal  or  slightly  di- 
minished. The  leukocyte  count  was  usually 
normal  but  occasionally  slightly  elevated.  The 
erythrocyte  sedimentation  rate  was  rarely  ele- 
vated. Throat  cultures  showed  the  usual  varia- 
tion in  the  bacterial  flora  with  hemolytic  strep- 
tococcus as  the  predominating  organism  in  only 
a small  number  of  children.  Intradermal  skin 
tests  with  the  hemolytic  streptococcus  nucleo- 
protein  showed  nearly  as  high  a percentage  of 
positive  reactions  as  did  the  children  with  defi- 
nite rheumatic  fever.  Children  of  like  ages 
with  no  evidence  of  rheumatic  infection  or  the 
syndrome  under  discussion  showed  a much  lower 
percentage  of  positive  reactions.  Where  roent- 
genograms of  the  heart  were  made  and 
electrocardiographic  tracings  were  made,  no 
abnormal  findings  were  reported.  No  anti- 
streptolysin determinations  were  made.  It  was 
quite  evident  that  the  usual  laboratory  aids  for 
the  diagnosis  of  rheumatic  infection  were  not  con- 
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TABLE  1. — A Clinical  Syndrome  in  Children 
Resembling  Rheumatic  Fever 


TABLE  2. — A Clinical  Syndrome  in  Children 
Resembling  Rheumatic  Fever 


Laboratory  Findings 


Epidemiologic  Factors 


Rheumatic  Fever 

Blood 

Leukocyte  count  (usually 
above  9,000) 

Anemia  (moderate  to  se- 
vere) 

Increased  sedimentation 
rate  (slight  to  marked) 
Throat  cultures 

Variety  of  organisms 
Increase  of  hemolytic  str. 
in  winter  and  spring 
Sensitivity  of  skin 

90%  positive  to  hem.  str. 
nucleoprotein  skin  test 
Electrocardiogram 

Frequently  electrocardio- 
graphic abnormalities 
Radioscopic  examination  of 
heart 

Usually  early  enlargement 
of  left  ventricle 


Clinical  Syndrome 
Blood 

Leukocyte  count  (usually 
below  9,000) 

Anemia  (slight  to  moder- 
ate) 

Increased  sedimentation 
rate  (usually  absent) 
Throat  cultures 

Variety  of  organisms 
Increase  of  hemolytic  str. 
in  winter  and  spring 
Sensitivity  of  skin 
75%  positive  to  hem.  str. 
nucleoprotein  skin  test 
Electrocardiogram 

usually  no  abnormalities 

Radioscopic  examination  of 
heart 

Usually  reveals  no  ab- 
normalities 


sistent  with  the  findings  in  rheumatic  fever.  Epi- 
demiologic studies  of  this  syndrome  bring  out 
certain  significant  facts.  There  is  a definite 
seasonal  incidence  of  this  symptom  complex. 
The  cases  included  in  the  study  usually  began 
in  the  early  winter,  increased  during  the  winter, 
and  reached  a peak  in  the  early  spring,  largely 
disappearing  during  the  late  spring  and  early 
summer.  They  did  not  appear  in  the  families 
of  low  economic  standards  any  more  than  in 
families  with  satisfactory  housing  and  social  con- 
ditions. This  may  be  due  to  the  fact  that  they 
have  been  observed  in  an  office  practice  which 
represents  a cross  section  of  families  in  an  urban 
community.  There  is  a definite  age  suscepti- 
bility beginning  at  about  6 years  of  age,  reaching 
the  peak  at  9 years,  and  becoming  rather  un- 
common after  12  years  of  age.  Boys  and  girls 
were  equally  involved.  There  was  a definite 
familial  tendency  for  the  occurrence  of  this  syn- 
drome. More  than  one  child  in  a family  fre- 
quently had  this  complaint.  In  many  instances, 
definite  rheumatic  fever  or  chorea  occurred  in 
other  children  of  the  family  or  there  was  a history 
of  rheumatic  infection  in  one  of  the  parents.  The 
secondary  attack  rate  was  high.  At  least  50  per 
cent  of  the  children  observed  had  two  or  more  of 
these  attacks.  The  recurrent  attacks  were 
similar  to  the  primary  attack  or  else  showed  more 
nervous  manifestations.  In  a few  instances,  the 
children  with  this  syndrome  experienced  an 
attack  of  rheumatic  fever  in  a recurrent  attack. 
Practically  all  of  the  children  who  had  recurrent 
attacks  developed  no  further  trouble  after  a 
period  of  five  years  from  the  initial  attack.  It  is 
evident  that  there  is  a striking  parallelism  be- 
tween the  epidemiology  of  this  syndrome  and  that 
of  rheumatic  infection  (Table  2). 

The  diagnosis  of  this  rheumatic-like  syndrome 
is  made  when  all  other  possible  diagnoses  have 
been  excluded.  Fortunately,  with  laboratory 


Seasonal 


Age 

Sex 

Racial 

Urbaniza- 

tion 

Poverty 

Diet 


Tonsils 


Positive 

Parent 

Families 

Recurrences 

Outcome 


Rheumatic  Fever 
Most  prevalent  March, 
April,  May 

6-10  years 
Equal  in  both  sexes 
No  special  group 
Higher  percentage  ur- 
ban children 
High  percentage  in 
poorer  homes 
No  evidence  of  food 
deficiencies 

No  influence  on  inci- 
dence 

Definite  evidence  of 
underlying  heredi- 
tarial  predisposition 
At  least  50% 

High  mortality,  10- 
15%  within  10  years 
Considerable  perma- 
nent disability 
Relatively  few  com- 
plete recoveries 


Clinical  Syndrome 
Most  prevalent  Janu- 
ary, February, 
March,  April 
6-12  years 
Equal  in  both  sexes 
No  special  group 
Higher  percentage  ur- 
ban children 
No  difference  in  good 
and  poor  homes 
No  evidence  of  food 
deficiencies 
No  influence  on  inci- 
dence 

Definite  evidence  of 
underlying  heredi- 
tarial  predisposition 
At  least  50% 

No  mortality 
Rarely  permanent 
disability 

Nearly  all  complete 
recoveries 


aid  such  diseases  as  tuberculosis,  undulant  fever, 
anemia,  intestinal  parasites,  and  nephritis  can  be 
excluded.  A nutritional  survey  must  be  made  to 
eliminate  the  possibility  of  some  vitamin  or 
mineral  deficiency.  The  management  of  these 
children  resolved  itself  into  rest  therapy.  All  of 
them  were  given  complete  bed-rest  for  two  or 
more  weeks,  depending  upon  their  response  to 
rest,  and  then  returned  to  school  on  a modified 
program  for  several  weeks  more  until  they  ap- 
peared free  from  their  complaints.  Not  all  of 
them  were  completely  relieved  in  such  a short 
time,  but  generally  a striking  improvement  re- 
sulted. Where  fdci  of  infection  were  suspected, 
proper  treatment  was  instituted  when  it  seemed 
advisable  to  treat  the  focus.  The  only  drugs 
employed  were  sodium  salicylate  to  relieve  pain 
if  it  existed  or  phenobarbital  where  a sedative 
seemed  indicated.  In  a number  of  children  in 
whom  recurrences  occurred,  sulfanilamide  was 
given  prophylactically  as  in  the  case  of  rheumatic 
children. 

Invariably  the  children  recovered  from  their 
initial  and  recurrent  attacks  and  ultimately  in 
those  observed  for  a period  of  years  there  wTas 
absolute  freedom  from  this  syndrome.  One  is 
impressed  with  the  similarity  in  behavior  of  these 
children  to  those  with  mild  rheumatic  recurrences 
except  that  the  end  results  can  be  safely  predicted 
in  this  syndrome  while  in  rheumatic  infection,  one 
is  uncertain  as  to  the  outcome. 


Comment 

Assuming  that  this  syndrome  in  children  has 
certain  clinical  manifestations  noted  in  rheu- 
matic infection,  one  can  speculate  on  a causative 
hypothesis.  In  the  case  of  rheumatic  fever,  it  is 
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thought  that  some  infectious  agent  in  a sus- 
ceptible individual  causes  the  initial  infection. 
This  agent  may  be  a hemolytic  streptococcus  or 
some  virus  or  both.  Released  in  a sensitized 
individual  reinfection  or  release  of  the  agent  in 
some  tissue  may  cause  a recrudescence  of  the 
rheumatic  process.  In  the  case  of  rheumatic 
disease,  the  heart  is  always  involved.  It  is  con- 
ceivable that  in  the  case  of  this  rheumatic-like 
syndrome  a similar  process  takes  place.  The  fact 
that  the  heart  is  not  involved  and  the  clinical 
symptoms  are  relatively  mild  may  be  due  to  a less 
irritant  agent  or  a more  satisfactory  immune  re- 
sponse on  the  part  of  the  individual. 

No  definite  causative  factor  can  be  assigned  to 
these  rheumatic-like  symptoms.  The  same  may 
be  said  of  rheumatic  fever.  It  is  assumed  that 
recurrences  of  rheumatic  symptoms  follow  exacer- 
bations or  reinfections  with  hemolytic  strepto- 
cocci. There  is  as  much  clinical  evidence  available 
to  make  a similar  assertion  for  the  recurrence  of 
the  rheumatic-like  syndrome  noted  in  children. 
The  epidemiologic  factors  in  the  two  groups  show 
a great  similarity  which  cannot  be  underesti- 
mated. The  family  case  rate  follows  a parallel 
course  in  the  two  groups.  There  is,  however, 
considerable  difference  in  the  severity  of  the 
symptoms  in  the  two  syndromes,  which  may  ac- 
count fq>r  the  ultimate  course  the  disease  takes  in 
the  two  groups.  In  the  rheumatic  children 
complete  recovery  occurs  in  less  than  50  per  cent, 
while  in  the  special  syndrome  group  complete 
recovery  occurred  in  more  than  90  per  cent  of  the 
children.  In  those  who  failed  to  recover,  typical 
rheumatic  fever  or  chorea  subsequently  developed. 

The  query  naturally  arises,  is  this  rheumatic- 
like syndrome  an  entity  due  to  a variety  of 
causes  unrelated  to  rheumatic  disease,  or  is  it  a 


phase  of  rheumatic  infection  with  the  same  causa- 
tive agent  that  falls  short  of  developing  the 
classical  clinical  entity  known  as  rheumatic 
fever?  A similar  situation  might  be  said  to  exist 
in  the  case  of  tuberculosis  when  a child  is  known 
to  become  infected  with  the  tubercle  bacillus 
giving  rise  to  mild  systemic  symptoms  but  in 
whom  no  pulmonary  involvement  can  be  demon- 
strated. 

It  is  conceivable,  therefore,  that  a child  may 
harbor  the  causative  agent  of  rheumatic  fever 
and  fail  to  develop  the  recognized  clinical  pic- 
ture of  rheumatic  disease.  One  might  term  such  a 
disease  complex  as  subclinical  rheumatic  fever. 

Until  more  laboratory  data  is  available  in 
rheumatic  infection,  no  positive  statement  can 
be  made  on  the  relationship  of  these  two  clinical 
syndromes.  It  should,  however,  be  emphasized 
that  the  same  precautions  should  be  taken  in  the 
care  of  the  child  with  the  rheumatic-like  syndrome 
that  is  recommended  for  the  child  who  has  been 
infected  with  the  tubercle  bacillus  but  in  whom 
no  clinical  tuberculosis  is  discernible. 

Conclusions 

A clinical  syndrome  is  described  that  has  many 
of  the  characteristics  of  rheumatic  fever  in 
children. 

It  resembles  rheumatic  fever  in  the  subjective 
symptoms  and  in  the  epidemiology  but  does  not 
present  the  usual  cardiac  symptoms  found  in 
rheumatic  fever. 

Because  of  the  unknown  etiology  and  its  re- 
semblance in  some  respects  to  rheumatic  fever  it 
is  possible  that  this  syndrome  represents  a type 
of  subclinical  rheumatic  fever. 
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PREVENTION  OF  RHEUMATIC  RECURRENCES 

A Discussion  of  Various  Measures  Now  Being  Used 
Ann  G.  Kuttner,  M.D.,  Irvington-on-Hudson,  New  York 


RHEUMATIC  fever  is  usually  defined  as  a 
chronic  generalized  disease  characterized 
by  frequent  recurrences  or  exacerbations.  It  is 
well  known  that  in  a certain  proportion  of 
rheumatic  patients  the  course  of  the  disease  is 
insidious.  However,  in  the  majority  of  cases, 
serious  cardiac  damage  is  the  result  of  repeated 
severe  rheumatic  attacks.  The  chief  problem  of 
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the  physician  who  has  rheumatic  patients  under 
his  care  is  to  prevent  recurrences  of  the  disease. 

At  the  present  time,  no  specific  therapy  is 
available.  However,  various  • procedures  are 
being  used  in  an  attempt  to  prevent  or  minimize 
rheumatic  recurrences.  These  measures  can  be 
divided  into  two  general  categories:  general 

measures  designed  to  raise  the  resistance  of 
rheumatic  subjects  and  those  based  on  the  evi- 
dence that  Group  A hemolytic  streptococci  play 
a role  in  the  cause  of  rheumatic  fever. 

I shall  first  discuss  the  general  measures. 
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General  Measures 

Convalescent  or  Sanatorium  Care. — The  pur- 
pose of  convalescent  care  for  rheumatic  patients 
is  twofold.  The  first  is  to  provide  bed-rest  for 
children  recovering  from  acute  attacks  of  rheu- 
matic fever,  since  clinical  and  laboratory  signs 
of  rheumatic  activity  often  persist  for  weeks  and 
months,  and  most  general  hospitals  are  unable 
to  keep  patients  for  such  long  periods  of  time. 
The  second  is  to  try  to  increase  the  resistance  of 
rheumatic  patients  by  placing  them  in  a favor- 
able environment  where  they  will  receive  ade- 
quate food  and  rest  during  intervals  between 
attacks  when  the  rheumatic  process  appears  to 
be  quiescent.  Some  sanatoria  take  both  types 
of  cases,  but  the  majority  admit  mainly  the 
latter  type. 

Several  reports  have  been  published  on  the 
value  of  convalescent  care  for  children  in  the 
inactive  stage  of  the  disease.  In  most  instances, 
however,  either  a comparable  control  group  of 
children  who  remained  in  their  own  environment 
has  not  been  available  or  the  period  of  observa- 
tion has  not  been  sufficiently  long.  From  the 
data  available  at  the  present  time,  it  is  impossible 
to  state  whether  or  not  convalescent  care  per- 
manently influences  the  course  of  the  disease. 

Vitamin  Therapy. — In  view  of  the  well-known 
relation  between  poverty  and  rheumatic  fever, 
it  has  long  been  suspected  that  dietary  deficien- 
cies might  play  a role  in  the  cause  of  this  disease. 
Attempts  have  been  made  to  relate  susceptibility 
to  rheumatic  fever  to  lack  of  various  vitamins, 
particularly  vitamin  C,  or  to  a deficient  protein 
intake.  So  far  the  results  have  been  negative. 
Most  observers  agree  that  neither  the  suscepti- 
bility to  upper  respiratory  infections  nor  the 
incidence  or  the  course  of  rheumatic  recurrences 
were  influenced  by  these  dietary  factors. 

Climate. — Because  of  the  lower  incidence  of 
rheumatic  fever  and  of  streptococcal  upper 
respiratory  infections  in  subtropical  climates,  it 
seemed  possible  that  rheumatic  patients  might  be 
benefited  by  transportation  to  the  South.  This 
procedure  has  been  tried  with  only  a small  num- 
ber of  patients  for  one  or  two  winters.  The  re- 
sults, however,  have  not  been  impressive.  Some 
patients  developed  rheumatic  recurrences  while 
in  the  South,  and  others  showed  no  decrease 
in  susceptibility  to  rheumatic  fever  on  their  re- 
turn. 

Prophylactic  Measures  Related  to 
Streptococci 

Since  the  original  observation  of  Haig-Brown 
in  1886  on  the  relationship  of  streptococcal 
pharyngitis  to  rheumatic  fever,  many  observers 
have  been  of  the  opinion  that  streptococci  play 
an  important  part  in  causing  this  disease.  Cer- 


tain therapeutic  procedures  are  based  on  this 
assumption. 

Desensitization. — The  possibility  that  the 
symptoms  of  rheumatic  fever  might  be  caused  by 
sensitization  to  streptococci  or  their  products  has 
been  considered  by  several  observers.  Wilson1 
and  her  coworkers  and  Wilson  and  Swift2  in- 
jected streptococcal  vaccines  intravenously  to 
see  if  desensitization  of  rheumatic  patients 
tended  to  lower  the  incidence  or  severity  of 
rheumatic  recurrences.  No  evidence  was  ob- 
tained that  the  clinical  course  of  the  disease  was 
altered  by  this  procedure. 

Wasson3  and  Wasson  and  Brown4  have  re- 
ported beneficial  results  from  repeated  subcu- 
taneous injections  of  increasing  amounts  of 
streptococcus  toxin.  A total  of  38  injeotions  are 
given  over  a two-year  period.  These  authors 
have  used  this  form  of  treatment  for  the  past 
eight  years  and  are  of  the  opinion  that  the  num- 
ber of  rheumatic  relapses  is  reduced  in  treated  as 
compared  to  untreated  patients.  The  large 
number  of  injections  required,  however,  is  a 
serious  drawback.  The  investigators  are  at 
present  trying  to  develop  a method  of  concen- 
trating the  streptococcus  toxin  so  that  only  a 
few  injections  will  be  necessary. 

Salicylate  Prophylaxis. — The  value  of  salicyl- 
ates in  rheumatic  fever  has  been  a controversial 
subject  for  many  years.  Most  observers  agree 
that  the  action  of  these  drugs  is  purely  sympto- 
matic. On  the  other  hand,  two  such  eminent 
authorities  on  rheumatic  fever  as  Coombs  and 
Schlesinger  believe  that  salicylate  therapy  may 
reduce  the  incidence  and  severity  of  cardiac 
lesions. 

Schlesinger5  advises  the  prophylactic  use  of 
aspirin  in  rheumatic  subjects  for  four  weeks 
following  upper  respiratory  infections.  He  is  of 
the  opinion  that  this  treatment  prevents  the  l 
development  of  rheumatic  sequelae. 

Coburn  and  Moore,6  in  this  country,  have 
conducted  similar  studies  and  have  reported  J 
favorable  results. 

With  this  type  of  salicylate  therapy,  the  possi-  || 
bility  of  masking  rheumatic  symptoms  is  always  j 
present.  Unless  frequent  x-rays  and  electro-  I 
cardiograms  are  taken  during  the  course  of  treat-  I 
ment,  it  is  difficult  to  be  sure  that  cardiac  in-  1 
volvement  has  not  occurred. 

Prevention  of  Rheumatic  Recurrences  by 
the  Prophylactic  Administration  of 
Sulfanilamide 

In  1939  reports  on  the  value  of  the  prophylactic  v 
administration  of  sulfanilamide  in  preventing  ; 
rheumatic  recurrences  were  published  by  Thomas7  !j 
and  her  co workers  and  by  Coburn  and  Moore.8 
These  authors  agreed  that  it  is  possible  to  prevent 
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streptococcal  pharyngitis  by  small  daily  doses 
of  sulfanilamide  and  that  rheumatic  patients 
who  escape  this  type  of  upper  respiratory  infec- 
tion also  escape  rheumatic  manifestations. 

Irvington  House  Results. — At  Irvington  House 
we  have  been  studying  the  effect  of  upper 
respiratory  infections  on  rheumatic  children  for 
the  past  five  years. 

Type  of  Institution. — Each  year  108  children 
were  selected  during  the  summer  and  fall  months. 
With  a few  exceptions,  no  new  children  were  ad- 
mitted from  December  1 of  each  winter  until  the 
end  of  May.  The  children  went  to  school  in  the 
same  building  and  had  no  contact  with  other 
children.  The  group  consisted  of  66  girls  and  42 
boys,  varying  in  age  from  6 to  15  years.  Throat 
cultures  to  determine  the  presence  of  Group  A 
hemolytic  streptococci  were  taken  routinely  once 
a week  on  every  child.  Additional  cultures  were 
taken  on  two  successive  days  on  children  who  de- 
veloped symptoms  of  any  kind.  Antistreptolysin 
0 titers  were  determined  routinely  every  three  to 
six  weeks. 

During  the  first  three  years,  1937  to  1940,  three 
different  types  of  upper  respiratory  infections 
were  observed:  the  “common  cold/’  epidemic 
influenza  B,  and  streptococcal  pharyngitis.  The 
children  were  put  to  bed  as  soon  as  they  developed 
symptoms  of  any  kind.  Most  of  the  patients  with 
colds  were  afebrile,  and  with  rest  in  bed  the 
symptoms  subsided  promptly  in  one  or  two  days. 
The  influenza  outbreak  was  explosive;  50  of  the 
108  children  contracted  the  disease  in  the  period 
of  one  month.  The  disease  was  characterized  by 
an  abrupt  onset  of  fever,  accompanied  by 
leukopenia.  The  virus  of  influenza  B was  iso- 
lated from  one  of  the  cases  by  Dr.  Thomas 
Francis,  Jr.,9  and  specific  neutralizing  antibodies 
were  demonstrated  in  the  sera  of  a large  propor- 
tion of  the  children  after  recovery. 

No  rheumatic  sequelae  were  detected  following 
the  “common  cold”  or  influenza  B. 

During  the  same  period,  three  outbreaks  of 
streptococcal  pharyngitis  were  observed.  Dur- 
ing the  winter  of  1937-1938, 12  of  the  108  children 
developed  sore  throats  due  to  a single  type  of 
streptococcus,  provisional  type  32.  Following  a 
latent  period,  6 of  the  12  children  showed  rheu- 
matic manifestations. 

During  the  following  winter,  1938-1939,  32 
of  the  108  children  developed  pharyngitis  due  to 
a single  type  of  Group  A hemolytic  streptococ- 
cus Type  4.  Although  this  outbreak  of  strepto- 
coccal pharyngitis  was  more  severe  than  that 
observed  during  the  previous  winter,  not  a single 
child  developed  rheumatic  sequelae. 

During  the  winter  of  1939-1940,  another  out- 
break of  streptococcal  pharyngitis  occurred  in 
the  institution;  40  of  the  108  children  de- 


veloped pharyngitis  due  to  streptococcus  Type 
27.  Following  a latent  period,  8 of  these  40 
children  developed  rheumatic  manifestations. 

In  summarizing  the  findings  of  the  first  three 
years,  the  incidence  of  rheumatic  recurrences 
among  the  children  receiving  sanatorium  care 
was  low — namely,  14  reactivations  among  248 
patients.  Although  all  14  of  these  rheumatic  re- 
currences had  followed  in  the  wake  of  streptococ- 
cal upper  respiratory  infections,  it  was  thought, 
in  view  of  the  small  number,  that  the  apparent 
relationship  to  streptococcal  pharyngitis  might 
be  accidental. 

To  test  this  possibility,  it  was  necessary  to  pre- 
vent streptococcal  pharyngitis  by  some  means 
which  had  no  effect  on  the  rheumatic  infection 
itself.  Most  observers  agree  that  not  only  is 
sulfanilamide  of  no  value  in  the  treatment  of 
acute  rheumatic  fever  but  that  it  actually  in- 
creases the  severity  of  the  rheumatic  symptoms. 
On  the  other  hand,  it  had  been  shown  by  Coburn 
and  Moore,  and  Thomas  and  her  coworkers  that 
streptococcal  upper  respiratory  infections  could 
be  prevented  by  the  administration  of  small  daily 
prophylactic  doses  of  sulfanilamide.  It  was 
thought  that  if  the  apparent  relationship  of 
streptococci  and  rheumatic  sequelae  was  a coinci- 
dence, the  prevention  of  streptococcal  pharyngi- 
tis in  rheumatic  subjects  should  not  inhibit  the 
development  of  rheumatic  recurrences. 

Prophylactic  Sulfanilamide  at  Irvington 
House 

During  the  winters  of  1940-1941  and  1941- 
1942,  the  108  children  at  Irvington  House  were 
divided  into  two  groups  matched  as  closely  as 
possible  in  regard  to  age,  sex,  number  of  previous 
rheumatic  attacks,  and  cardiac  findings.  During 
the  winter  of  1940-1941,  the  majority  of  the 
patients  had  cases  of  possible  and  potential  heart 
disease.  Only  24,  or  22  per  cent,  of  the  108 
children  had  organic  heart  disease.  During  the 
following  winter,  the  proportion  of  children  with 
definite  cardiac  lesions  was  increased  to  49  per 
cent. 

Dosage. — Beginning  in  October,  1940,  and  con- 
tinuing until  June,  1941,  half  the  children  were 
given  small  daily  doses  of  sulfanilamide  so  as  to 
maintain  an  average  blood  level  of  2 mg.  per 
cent.  In  most  instances,  children  weighing  75 
pounds  or  less  received  15  grains  in  three  divided 
doses  and  children  weighing  more  than  75  pounds 
received  20  to  30  grains.  The  other  54  children 
served  as  controls. 

Beginning  in  October,  1941,  and  continuing 
until  June,  1942,  half  the  children  were  again 
given  sulfanilamide.  The  dosage  was  decreased 
slightly  so  as  to  maintain  an  average  level  of  1.5 
mg.  per  cent.  All  bloods  for  [the  determination 
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TABLE  1. — Seasonal  Distribution  of  Streptococcus 
Type  15  Upper  Respiratory  Infections  and  Incidence 
of  Rheumatic  Occurrences,  1940-1941 


Control  Group 

Sulfanilamide  Group 

(54 

Children) 

(54  Children) 

Ques- 

Ques- 

tion- 

tion- 

Definite able 

Definite 

able 

Rheu-  Rheu- 

Rheu- 

Rheu- 

matic matic 

matic 

matic 

Seasonal 

No.  of 

Recur-  Recur- 

No. of 

Recur- 

Recur- 

Distribution 

Cases 

rences  rences 

Cases 

rences 

rences 

October 

3 

0 1 

November 

8 

3 1 

December 

12 

5 4 

1 

0 

0 

January 

7 

6 0 

February 

0 

0 0 

Total 

30 

14  6 

1 

0 

0 

of  sulfanilamide  levels  were  taken  in  the  morning 
before  the  8 a.m.  dose. 

Streptococcal  Upper  Respiratory  Infections  in 
the  Control  Group,  191+0-191+1. — On  October  22, 

1940,  a routine  culture  of  one  of  the  children  in 
the  control  group  showed  large  numbers  of 
Group  A hemolytic  streptococci  Type  15.  This 
child  had  no  complaints  or  symptoms  and  showed 
no  rise  in  antistreptolysin  0 titer.  This  type  of 
streptococcus  had  not  been  present  in  the  com- 
munity before  and  the  source  of  this  organism  was 
not  determined. 

From  October,  1940,  until  the  end  of  January, 

1941,  30  of  the  54  children  in  the  control  group 
developed  pharyngitis  due  to  streptococcus  Type 
15. 

Incidence  of  Rheumatic  Recurrences  in  the  Con- 
trol Group , 191+0-191+1. — Following  a latent  period 
varying  in  length  from  three  to  twenty-one  days, 
14  of  these  30  children  developed  definite  rheu- 
matic recurrences.  Three  of  these  14  children 
had  originally  been  in  the  sulfanilamide  group  but 
were  unable  to  tolerate  the  drug.  They  con- 
tracted the  Type  15  streptococcus  infection  four 
days,  five  weeks,  and  two  months,  respectively, 
following  the  withdrawal  of  sulfanilamide. 

Six  additional  children  (of  these  30)  developed 
questionable  rheumatic  recurrences  following  the 
streptococcus  Type  15  pharyngitis.  One  of  these 
children  had  been  in  the  sulfanilamide  group 
originally  but  could  not  tolerate  the  drug.  He 
contracted  the  Type  15  upper  respiratory  infec- 
tion two  weeks  after  the  withdrawal  of  the 
sulfanilamide. 

Streptococcal  Upper  Respiratory  Infections  in 
the  Sulfanilamide  Group. — Only  one  child  in  the 
sulfanilamide  group  contracted  pharyngitis  due 
to  streptococcus  Type  15.  She  complained  of  sore 
throat  and  had  a temperature  ranging  from  101.2 
to  100  F.  for  two  days.  Her  white  blood  count 
was  elevated.  The  same  dose  of  sulfanilamide 
was  continued  and  she  recovered  promptly.  Her 
erythrocyte  sedimentation  rate  remained  normal 


TABLE  2. — Seasonal  Distribution  of  Streptococcus 
Type  B35  Upper  Respiratory  Infections  and  Incidence 
of  Rheumatic  Recurrences 


Control  Group 

Sulfanilamide  Group 

(54  Children) 

(54  Children) 

Ques- 

Ques- 

tion- 

tion- 

Definite 

able 

Definite 

able 

Rheu- 

Rheu- 

Rheu- 

Rheu- 

matic 

matic 

matic 

matic 

Seasonal 

No.  of 

Recur- 

Recur- 

No. of 

Recur- 

Recur- 

Distribution 

Cases 

rences 

rences 

Cases 

rences 

rences 

October 

7 

4 

0 

0 

0 

0 

November 

9 

4 

1 

' 1 

1 

0 

December 

1 

1 

0 

0 

0 

0 

January 

1 

0 

0 

0 

0 

0 

Total 

18 

9 

1 

1 

1 

0 

and  no  rheumatic  sequelae  developed.  Her  level 
was  2 mg.  per  cent  at  the  time  of  her  infection. 

Streptococcal  Carriers  in  the  Sulfanilamide 
Group. — Ten  children  who  received  the  drug  be- 
came carriers  of  Type  15  without  showing  symp- 
toms of  any  kind.  It  is  of  interest  that  none  of 
these  children  developed  pharyngitis  when 
sulfanilamide  was  discontinued  on  June  1,  1941, 
although  6 of  the  10  patients  were  still  carrying 
streptococcus  Type  15  at  this  time. 

Results,  191+0-191+1. — The  contrast  as  shown  in 
Table  I between  the  incidence  of  streptococcal 
pharyngitis  among  the  children  in  the  control 
group  and  those  receiving  sulfanilamide  is  strik- 
ing— 30  to  1.  Not  a single  child  who  received  the 
drug  developed  rheumatic  manifestations,  where- 
as a total  of  14  of  the  30  children,  or  nearly  half, 
in  the  control  group  who  had  streptococcus  Type 
15  upper  respiratory  infections,  showed  definite 
signs  of  rheumatic  activity. 

Second  Winter  of  Sulfanilamide  Prophylaxis. — 
Beginning  in  October,  1941,  and  continuing  until 
the  middle  of  January,  18  of  the  50  children  in  the 
control  group  developed  pharyngitis  due  to  a 
single  type  of  Group  A hemolytic  streptococcus, 
designated  as  Type  36. 

Incidence  of  Rheumatic  Recurrences  in  the  Con- 
trol Group,  191+1-191+2. — Following  a latent 
period  varying  from  ten  to  eighteen  days,  9 of  | 
these  18  children  developed  definite  rheumatic  i 
recurrences  and  one  a questionable  rheumatic 
recurrence.  (Of  these  10  children  with  rheumatic 
manifestations,  6 had  organic  heart  disease  and  4 
were  cases  of  possible  and  potential  heart  disease.) 
The  rheumatic  recurrences  in  4 of  these  10 
children  were  severe.  (Of  these  4,  3 had  organic 
heart  disease  and  one  did  not.) 

Streptococcal  Upper  Respiratory  Infections  in 
the  Sulfanilamide  Group,  191+1-191+2. — Only  one 
child  in  the  sulfanilamide  group  developed  I 
pharyngitis  due  to  streptococcus  Type  36.  The 
sulfanilamide  level  was  slightly  low  at  the  time 
this  boy  contracted  the  infection,  0.95  mg.  per 
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TABLE  3. — Toxic  Reactions  to  Sulfanilamide 


Case 

No. 

Name 

Sex 

Age 

(Years) 

Daily- 
Weight  Dose 
(Pounds)  (Grams) 

Day 

Symptoms 

Remarks 

1 

S.  S. 

M 

12 

77 

2 

5 

Fever 

Restarted,  fever  and  vomiting 

2 

H.  C. 

F 

11 

66 

1 

11 

Erythema 

WBC  normal 

3 

F.  S. 

F 

8 

51 

1 

12 

Erythema 

WBC  normal 

4 

G.  R. 

F 

11 

70 

1 

15 

Urticaria 

WBC  20,000 

5 

R.  A. 

F 

15 

104 

2 

13 

Fever 

Restarted,  rash,  WBC  11,000 

6 

P.  P. 

F 

8 

55 

1 

28 

Leukopenia 

Restarted,  leukopenia 

7 

M.  M. 

F 

11 

73 

1 

22 

Leukopenia 

Restarted,  leukopenia 

8 

D.  B. 

M 

11 

89 

2 

6 

Fever 

Restarted,  fever  and  vomiting 

9 

J.  C. 

F 

14 

110 

2 

35 

Urticaria 

WBC  10,500 

10 

H.  M. 

F 

13 

106 

2 

5 

Fever,  leukocytosis 

Restarted,  hyperpyrexia,  leukocytosis 

cent,  instead  of  the  usual  1.5  mgm.  per  cent. 
Following  a latent  period,  this  patient  developed 
mild  rheumatic  manifestations. 

Streptococcal  Carriers  in  the  Sulfanilamide 
Group . — Four  children  who  received  sulfanila- 
mide and  whose  levels  were  maintained  at  an 
average  of  1.5  mgm.  per  cent  became  carriers  of 
streptococcus  Type  36  without  developing  symp- 
toms of  any  kind. 

Results,  194-1-1 942. — As  shown  in  Table  2, 
the  contrasts  between  the  incidence  of  streptococ- 
cal pharyngitis  in  the  control  and  sulfanilamide 
groups  is  again  clearcut — namely,  18  to  1.  The 
incidence  of  rheumatic  recurrences  in  the  two 
groups  is  10  to  1. 

Toxic  Reactions. — During  the  first  year,  10  of 
the  54  children  who  were  started  on  sulfanilamide 
developed  toxic  reactions  of  sufficient  severity  to 
necessitate  stopping  the  drug.  Other  children 
were  substituted  for  those  unable  to  tolerate 
sulfanilamide. 

The  toxic  reactions  as  shown  in  Table  3 were: 
fever,  nausea  and  vomiting,  skin  manifestations, 
and  leukopenia.  Four  children  developed  fever, 
in  two  accompanied  by  nausea  and  vomiting. 
The  drug  was  omitted  for  a period  of  two  weeks 
to  one  month  and  then  readministered.  Three 
of  these  4 children  again  developed  fever  after 
taking  the  drug  for  a shorter  period  of  time  and 
one  developed  an  urticarial  rash.  Four  children 
developed  skin  manifestations.  In  two  the  rash 
was  erythematous  and  the  white  blood  count 
was  normal;  in  the  other  two,  the  rash  was 
urticarial  accompanied  by  leukocytosis.  In  view 
of  the  marked  reactions  in  these  children,  the 
drug  was  not  restarted.  Two  other  children  de- 
veloped leukopenia  which  recurred  when  the  drug 
was  given  a second  time. 


During  the  winter  of  1941-1942,  5 of  the  54 
children  could  not  tolerate  the  drug.  The 
symptoms  were  similar  to  those  observed  during 
the  previous  year:  4 children  developed  fever 
ranging  from  101.2  to  103  F.— in  one  instance 
accompanied  by  abdominal  pain  and  in  another 
by  urticaria.  One  child  developed  leukopenia, 
her  white  blood  count  dropping  from  6,700  to 
2,800  cells  with  a decrease  in  polymorphonuclears 
from  57  to  33  per  cent  (Table  4). 

Four  of  these  children  received  sulfadiazine. 
One  boy  developed  symptoms  identical  with  those 
caused  by  sulfanilamide — namely,  fever  and 
abdominal  pain.  The  other  three  tolerated 
sulfadiazine  well. 

During  1940-1941,  there  was  no  significant 
difference  in  weight  gain  between  the  children 
who  received  sulfanilamide  and  those  who  served 
as  controls.  Twenty-three  children,  who  re- 
ceived the  drug  for  a second  winter,  did  well. 
With  the  dosage  used,  either  no  decreases  or  only 
slight  decreases  in  the  hemoglobin  were  observed. 
Some  children  who  received  sulfanilamide  looked 
pale,  but  cyanosis  was  usually  not  marked.  In 
the  majority  of  cases,  it  was  impossible  to  tell 
from  the  appearance  of  the  patient  whether  or  not 
he  was  receiving  the  drug. 

Importance  of  Streptococcal  Upper  Respiratory 
Infections  in  Rheumatic  Subjects. — To  summarize 
the  findings  of  the  past  five  years,  we  have  ob- 
served a total  of  38  clearcut  rheumatic  recur- 
rences and  9 questionable  rheumatic  recurrences. 
All  47  of  these  rheumatic  recrudescences  de- 
veloped as  sequelae  to  streptococcal  upper 
respiratory  infections.  In  the  absence  of  strepto- 
coccal pharyngitis  during  the  five-year  period,  no 
rheumatic  recurrences  were  observed  among  377 
rheumatic  patients  under  close  observation,  in 


TABLE  4. — Toxic  Reactions  to  Sulfanilamide,  October  28,  1941-February  1,  1942 


Case 

Age 

Weight 

Daily 

Dose 

Level 

No. 

Name 

Sex 

(Years) 

(Pounds)  (Grains)  (Mg.  %) 

Day 

Symptoms 

1 

S.  C. 

M 

13 

105 

20 

1.5 

9 

Fever  to  102.4  F.,  WBC  normal 

2 

V.  c. 

M 

12 

107 

20 

1.8 

8 

Fever  to  101.8  F.  WBC  normal 

3 

S.  T. 

M 

14 

111 

20 

1.7 

10 

Fever  to  101.2  F.,  abdominal  pain,  WBC  normal 

4 

A.  S. 

F 

8 

54 

15 

1.75 

21 

Leukopenia,  WBC  2,800,  P 33 

5 

F.  A. 

F 

13 

89 

20 

2.2 

11 

Urticaria  after  11  days,  fever  to  103  F.  after 
13  days,  WBC  13,000 
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TABLE  5. — Complaints,  Clinical  and  Laboratory  Findings  in  38  Cases  of  Streptococcal  Upper  Respiratory 
Infections  Followed  by  Rheumatic  Recurrences,  1937-1942 


No.  of 

-Throat ■> 

Maximum 

Rectal 

Rise  in  Antistreptolysin 

Cases 

Complaints 

Normal 

Abnormal 

Temperature 

WBC 

Positive 

Negative  O 

5 

None 

5 

Normal 

No  change 

5 

0 

4 

“Scratchy”  throat 

4 

Normal 

No  change 

1 

3 

1 

Coryza 
“Sore”  throat 

(Postnasal  drip) 

Normal 

No  change 

1 

0 

2 

'i 

1 

Normal 

Elevated 

2 

0 

4 

“Sore”  throat 

4 

Less  than  101  F. 

Elevated 

4 

0 

3 

Malaise 

3 

Less  than  101  F. 

Elevated 

2 

1 

19 

Total  38 

“Sore”  throat  or  malaise  14 

3 T 

’ 5 * 
7 

101-105  F. 

Elevated 

19 

34 

0 

4 

whom  the  rheumatic  process  had  been  quiescent 
for  a period  of  six  months  or  more. 

On  the  other  hand,  a total  of  134  cases  of 
streptococcal  pharyngitis  were  observed.  Of 
these,  28  per  cent  showed  definite  rheumatic 
sequelae. 

In  our  opinion,  therefore,  the  most  important 
measure  in  any  program  for  the  prophylactic 
treatment  of  rheumatic  individuals  is  the  pre- 
vention of  streptococcal  upper  respiratory  in- 
fections due  to  Group  A hemolytic  streptococci. 
As  yet,  we  do  not  understand  how  the  strepto- 
coccus causes  a reactivation  of  the  rheumatic 
process  or  why  one  streptococcal  outbreak  is 
followed  by  rheumatic  sequelae  and  another  is 
not.  Our  results  agree  with  those  of  Coburn  and 
Moore,  and  Thomas  and  her  coworkers  that  it  is 
possible  to  prevent  streptococcal  pharyngitis  in 
rheumatic  subjects  by  the  prophylactic  adminis- 
tration of  sulfanilamide  and  thereby  prevent 
rheumatic  recurrences. 

Furthermore,  by  the  use  of  sulfanilamide, 
further  evidence  of  the  importance  of  Group  A 
hemolytic  streptococci  as  a factor  in  the  cause  of 
rheumatic  fever  has  been  accumulated. 

Findings  for  Streptococcal  Upper  Respiratory 
Infections  Preceding  Rheumatic  Recurrences. — 
it  was  pointed  out  by  Coburn  many  years  ago 
that  the  streptococcal  pharyngitis  which  pre- 
cedes the  rheumatic  recurrence  may  be  extremely 
mild  and  can  therefore  be  easily  overlooked  in 
ambulatory  patients.  In  our  series  of  38  clear- 
cut  rheumatic  recurrences,  50  per  cent  of  the 
children  either  had  no  symptoms  or  the  symptoms 
were  so  slight  that  they  were  only  detected  be- 
cause the  patients  were  in  an  institution  where 
temperatures  are  recorded  three  times  daily  and 
throat  cultures  are  taken  routinely  every  week 
and  more  often  when  indicated. 

The  complaints  and  the  clinical  and  laboratory 
findings  in  these  38  cases  of  streptococcal  upper 
respiratory  infections  followed  by  rheumatic 
recurrences  are  presented  in  Table  5. 

In  the  first  5 of  these  38  children,  the  appear- 
ance of  the  epidemic  inducing  streptococcus  in 
the  throat  was  not  accompanied  by  complaints  or 
by  clinical  or  laboratory  findings.  In  these  5 
instances,  the  presence  of  the  organisms  was  re- 


vealed by  routine  throat  cultures.  In  spite  of 
the  absence  of  clinical  symptoms,  the  appearance 
of  these  streptococci  in  the  throat  was  followed 
by  a rise  in  antistreptolysin  0 titer,  indicating 
that  infection  had  taken  place. 

Five  children  complained  of  sore  throat  or 
coryza,  but  they  did  not  develop  fever  or  leuko- 
cytosis. 

Two  children,  who  complained  of  sore  throat, 
had  no  fever  although  the  white  blood  count  was 
elevated. 

In  7 children  a complaint  of  “sore”  throat  or 
malaise  was  accompanied  by  a rectal  temperature 
of  less  than  101  F.,  lasting  one  day. 

In  19,  or  50  per  cent  of  the  38  children,  there- 
fore, the  symptoms  of  upper  respiratory  infection 
were  so  slight  that  they  might  easily  have  been 
overlooked  or  completely  forgotten  by  the  pa- 
tient during  the  latent  period  before  the  appear- 
ance of  rheumatic  manifestations.  In  spite  of  the 
mildness  of  the  streptococcal  infection,  a ma- 
jority— namely,  15 — of  these  19  patients  showed  a 
definite  antibody  response  as  indicated  by  a rise 
in  antistreptolysin  0 titer. 

These  findings  may  help  to  explain  why  evi- 
dence of  a preceding  throat  infection  in  ambu- 
latory patients  or  in  patients  in  institutions 
where  throat  cultures  and  antistreptolysin  0 
titers  are  not  done  routinely  is  so  often  lacking. 

Children  in  whom  the  appearance  of  a new 
type  of  streptococcus  in  a routine  throat  culture 
was  not  accompanied  by  complaints,  symptoms, 
an  elevation  of  white  blood  count,  or  by  a rise  in 
antistreptolysin  0 titer  were  considered  to  be 
carriers.  In  our  experience,  rheumatic  sequelae 
have  not  been  observed  in  children  who  became 
streptococcus  carriers. 

It  is  evident  from  our  observations,  as  well  as 
from  the  report  of  Stowell  and  Button,10  that 
toxic  reactions  are  not  uncommon  in  patients 
receiving  prophylactic  doses  of  sulfanilamide. 
French11  and  French  and  Weller12  have  recently 
described  a high  incidence  of  interstitial  myo- 
carditis in  patients  who  died  following  the  ad- 
ministration of  therapeutic  doses  of  sulfonamide 
drugs.  Furthermore,  these  authors  have  been 
able  to  reproduce  similar  lesions  in  rats  and  mice 
by  the  injection  of  these  drugs. 
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In  considering  any  therapeutic  measure,  the 
dangers  inherent  in  the  treatment  must  be 
weighed  against  the  seriousness  of  the  disease. 
The  mortality  rate  of  rheumatic  heart  disease  in 
this  country  is  estimated  to  be  40,000  deaths  a 
year  with  an  average  age  at  death  of  30  years. 

Although  there  are  some  indications  that  the 
severity  of  rheumatic  fever  shows  a tendency  to 
decrease  in  this  country,  the  prognosis  of  patients 
who  show  clinical  evidence  of  carditis  early  in 
the  course  of  the  disease  is  still  extremely  grave. 

In  any  given  child,  however  mild  the  first 
rheumatic  manifestations  may  be,  it  is  impossible 
to  predict  the  subsequent  course  of  the  disease. 
On  the  basis  of  the  information  that  we  now  have 
on  hand,  our  best  chance  of  reducing  the  mortality 
rate  due  to  rheumatic  heart  disease  and  prevent- 
ing chronic  invalidism  is  to  prevent  rheumatic 
recurrences,  not  for  one  or  two  years,  but  for  at 
least  five  years.  How  can  this  best  be  accom- 
plished? 

Until  the  cause  of  rheumatic  fever  is  fully 
understood  or  until  some  means  of  stimulating  a 
comprehensive  immunity  to  a large  number  of 
the  numerous  types  of  Group  A hemolytic 
streptococci  is  developed,  it  seems  unlikely  that 
an  entirely  satisfactory  method  of  preventing 


rheumatic  recurrences  will  be  available.  At  the 
present  time,  the  data  of  Thomas  and  her  co- 
workers, of  Coburn  and  Moore,  of  Hansen13  and 
his  coworkers,  and  of  Chandler  and  Taussig14  as 
well  as  our  own,  suggest  that  the  prophylactic 
administration  of  sulfanilamide,  in  spite  of  its 
hazards  and  drawbacks,  offers  a possible  approach 
to  this  problem. 
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POTENTIALITIES  IN  THE  SCHOOL  FOR  RHEUMATIC  FEVER 
CONTROL 

George  M.  Wheatley,  M.D.,  New  York  City 


NEARLY  every  student  of  the  public  health 
aspects  of  rheumatic  fever  has  appreciated 
the  strategic  position  held  by  the  school  in  regard 
to  this  disease.  Yet,  most  of  our  school  health 
programs  today  play  an  ineffectual  and  unimpor- 
tant role  in  the  control  of  rheumatic  fever.  In 
England  some  years  ago,  a rheumatic  fever  con- 
trol program  was  developed  in  which  the  school 
plays  an  essential  part  in  case-finding,  super- 
vision, follow-up,  and  vocational  rehabilita- 
tion.1-4 But  no  program  has  so  far  been 
developed  in  the  United  States  which  approaches 
this  comprehensive  scheme  of  the  London  County 
Council.  In  this  country  efforts  to  use  the 
strategic  place  of  the  school  have  to  date  been 
limited  to  fact-finding.  For  example,  surveys 
have  shown  the  incidence  of  heart  disease  to  be 
as  high  in  some  communities  as  4 per  cent  of  the 
school  population. 5 Studies  have  revealed  that  in 
the  school  health  program,  attention  is  focused  on 
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procedures  to  limit  the  activities  of  children  with 
heart  disease.6  Valuable  as  these  observations 
are,  they  have  not  had  much  influence  on  school 
health  procedures,  for  there  appears  to  be  little 
or  no  awareness  among  those  in  daily  contact 
with  school  children  of  the  manifestations  sug- 
gestive of,  or  indicative  of,  rheumatic  fever; 
little  or  no  exchange  of  information  between 
treatment  agencies  and  the  school;  little  or  no 
assistance  given  by  the  school  in  the  follow-up  of 
potential  or  possible  cases  of  heart  disease.  Thus, 
if  the  school  is  to  realize  its  potentialities  in  the 
control  of  rheumatic  fever,  these  concepts  must 
be  introduced  into  school  health  procedures. 

Can  the  pediatrician  in  his  own  community 
help  with  this  modification  of  school  health  pro- 
cedures? He  can,  but  he  will  find,  perhaps  not  in 
his  State  but  elsewhere,  that  some  officials  are 
skeptical  of  the  importance  of  rheumatic  fever. 
For  example,  in  a State  where  the  mortality  rate 
among  children  and  young  people  is  one  of  the 
highest  in  the  country,  one  health  department 
official  considered  that  the  publicity  given  the 
disease  was  unwarranted  because  the  rate  rep- 
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resented  only  25  deaths  a year  from  heart  dis- 
ease for  ages  5 to  14.  I am  sure  that  if  he  had 
25  deaths  a year  in  this  age  group  from  diphtheria 
or  infantile  paralysis,  his  attitude  would  be  quite 
different.  Recently,  in  that  very  State,  there 
have  been  worse  outbreaks  of  rheumatic  fever 
in  Army  camps  than  in  many  other  sections  of 
the  country.  It  may  be  hard  even  to  convince 
some  physicians  that  the  disease  is  not  rare. 
One  busy  physician  in  one  of  our  States  said  that 
he  had  not  seen  a case  of  rheumatic  fever  in  years 
and  believed  that  the  effort  to  interest  the 
community  in  rheumatic  fever  was  “barking  up 
the  wrong  tree.”  Yet,  in  a city  not  many  miles 
away  where  a special  rheumatic  fever  project 
has  been  operating  for  several  years,  a substan- 
tial number  of  cases  have  been  diagnosed  right 
along.  There  appear  to  be  two  important  factors 
which  determine  whether,  in  local  judgment, 
rheumatic  fever  is  prevalent:  (1)  an  interest  in 
looking  for  it,  and  (2)  familiarity  with  its  mani- 
festations. 

What  can  the  pediatrician  do  about  increasing 
the  effectiveness  of  the  school  in  the  control  of 
rheumatic  fever?  He  can  make  a start  by  se- 
curing the  cooperation  and  action  necessary  to 
find  the  answers  to  these  questions.  How  much 
rheumatic  fever  exists  in  the  community?  What 
role  is  the  school  playing  in  the  discovery  of 
children  with  rheumatic  fever?  Is  the  school 
service  organized  to  follow  up  known  rheumatics? 
How  reliable  is  the  school  physician  in  the  selec- 
tion of  children  with  cardiac  defects?  In  a small 
community,  a pediatrician  may  have  to  take  the 
initiative  single-handed.  But  in  larger  com- 
munities the  problem  can  better  be  solved  by 
group  action.  The  first  step  might  be  to  raise 
these  questions  with  several  other  physicians,  in- 
cluding the  health  officer,  and  determine  on  a 
plan  to  be  presented  for  discussion  with  the 
school  superintendent.  A practical  way  to  deter- 
mine the  magnitude  of  the  rheumatic  fever  prob- 
lem in  the  community  is  through  a school 
survey.  This  might  be  discussed  with  the  school 
superintendent.  Finding  cases  of  rheumatic 
heart  disease  is  only  one  measure  of  the  magni- 
tude of  the  problem,  to  be  sure,  but  it  would 
form  the  basis  for  further  steps  in  developing  a 
constructive  program.  This,  unfortunately,  as 
was  said  earlier,  is  where  most  surveys  have 
ended.  It  should  be  only  the  starting  point  in 
developing  a school  health  program  which  will 
be  based  on  known  facts  concerning  the  nature 
of  rheumatic  fever. 

Because  these  facts  are  not  widely  known,  few 
school  health  services  today  are  prepared  to 
participate  in  an  adequate  rheumatic  fever  case- 
finding program.  The  school  health  service  has 
been  primarily  concerned  with  finding  cardiac 


defects.  This,  with  our  present  knowledge  of 
rheumatic  fever,  and  from  a possible  preventive 
point  of  view,  is  putting  the  cart  before  the  horse. 

It  is  not  necessary  to  minimize  the  finding  of 
cases  of  rheumatic  heart  disease,  but  more  em- 
phasis must  be  placed  on  developing  procedures 
to  discover  children  who  may  show  signs  and 
symptoms  of  rheumatic  fever;  to  place  these 
children  under  medical  observation  whenever 
necessary;  and  to  prevent — as  far  as  possible — 
those  who  have  had  an  attack  of  rheumatic  fever 
from  developing  a recurrence  of  the  disease. 
Such  procedures  will  be  possible  when  teachers 
and  school  nurses  understand  the  manifestations 
of  rheumatic  fever,  its  chronic  recurrent  nature, 
and  the  possible  danger  to  rheumatic  children  of 
respiratory  infections.  More  attention  must  be 
given  to  a family  history  of  rheumatic  fever.  All 
children  from  so-called  “rheumatic”  families 
should  be  examined  carefully.  Finally,  the 
school  physician  should  be  allocated  time  to  give 
consulting  service  to  the  nurse  and  to  the  teacher 
whenever  they  suspect  children  of  having  rheu- 
matic fever. 

Teachers  have  a rare  opportunity  through 
morning  inspection  and  observation  of  children 
throughout  the  day.  It  has  been  demonstrated 
that  with  medical  guidance  teachers  can  become 
efficient  in  selecting  children  in  need  of  medical 
attention.6  This  development  of  the  teachers’ 
alertness  in  regard  to  pupil  health  is  more  im- 
portant than  ever  today  because  there  is  even  j 
less  medical  service  available  in  the  schools. 
Teachers  must  be  prepared,  and  their  interest 
sustained,  by  in-service  courses  and  experience 
with  clinical  material.  The  purpose  of  this  in-  i 
struction  is  not  to  teach  diagnosis  but  to  develop  j 
understanding  of  normal  appearance  and  be- 
havior and  the  signs  and  symptoms  associated  j 
with  illness.  This  preparation  of  classroom  ; 
teachers  requires  the  understanding  and  co-  j 
operation  of  the  school  superintendent.  He  must 
provide  time,  and  the  interested  pediatrician 
must  assist  with  the  preparation  of  teachers. 
This  is  not  a new  kind  of  health  service.  I am 
simply  proposing  that  medical  aid  be  given 
teachers  to  improve  their  powers  of  observation. 
This  kind  of  teacher-alertness  and  health  super- 
vision, operating  in  every  classroom  from  day  to 
day,  is  necessary  if  the  teacher  is  to  function 
effectively  in  bringing  to  medical  attention 
possible  cases  of  rheumatic  fever. 

Necessary  also,  if  the  school  is  to  function  i 
effectively  in  case-finding,  is  a consultation 
service  for  the  physician  when  he  suspects  a 
cardiac  condition  or  rheumatic  activity.  There 
are  several  school  systems  where  this  type  of 
diagnostic  service  is  available.  In  1940  the  New 
York  City  Health  Department  instituted  what 
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is  called  the  Cardiac  Classification  Service  to 
diagnose  children  suspected  of  heart  disease  by 
the  school  physician.  This  service  has  proved 
to  be  extremely  valuable.7  It  functions  to 
provide  a more  accurate  diagnosis  of  the  cardiac 
status  and  serves  to  educate  school  physicians 
in  the  recognition  of  rheumatic  fever  and  rheu- 
matic heart  disease.  A special  feature  of  this 
service  is  its  availability  to  family  physicians  for 
their  school-child  patients.  That  private  physi- 
cians would  welcome  such  consultation  service 
was  one  of  the  first  discoveries  of  the  Astoria 
School  Health  Study.6  Early  in  that  study  it 
became  routine  procedure  to  follow  up  person- 
ally the  preliminary  diagnoses  in  order  to  get 
acquainted  with  the  physicians  in  the  com- 
munity and  to  offer  the  consultation  service. 
Some  of  these  diagnoses  were  vague  and  gave 
little  information  to  the  school.  A factor  in  the 
poor  reporting  was  the  form  used  by  the  school. 
It  was  found  that  this  form  was  considered  too 
complicated  and  demanded  too  much  irrelevant 
information  by  90  per  cent  of  the  group  of  300 
private  physicians.  A more  practical  and  ac- 
ceptable form  was  introduced,  based  on  the 
Standard  Nomenclature  of  the  American  Heart 
Association. 

A summary  of  the  Astoria  developments,  with 
respect  to  rheumatic  fever  and  heart  disease, 
may  be  suggestive  to  the  pediatrician  concerned 
with  developing  the  potentialities  of  his  com- 
munity school  health  program: 

1.  The  diagnostic  nomenclature  was  stand- 
ardized to  conform  to  the  American  Heart  Asso- 
ciation classification. 

2.  Diagnostic  services  were  established  for 
the  school  physician  and  on  request  for  the 
private  physician. 

3.  The  importance  of  regular  medical  super- 
vision of  known  cardiac  children  was  stressed. 

4.  By  personal  contacts  and  improved  but 
simplified  reporting  forms,  the  relationship 
between  school  and  treatment  agencies  was 
strengthened. 

5.  The  importance  of  rheumatic  fever  as  the 
cause  of  the  majority  of  cases  of  heart  disease  in 
children  was  emphasized  so  that  teachers,  nurses, 
and  physicians  in  the  school  would  be  on  the 
alert  to  recognize  the  early  signs  of  first,  as  well 
as  recurrent,  attacks. 

6.  Less  reliance  was  placed  on  codes,  sym- 
bols, and  labels  on  records  in  the  hands  of  non- 
professional staffs,  and  more  emphasis  was 
placed  on  explanation,  interpretation,  and 
guidance  as  the  best  method  of  improving  the 
understanding  and  care  of  children  with  rheuma- 
tic heart  disease. 

Cincinnati  and  Rochester,8  to  my  knowledge, 
have  diagnostic  service  somewhat  similar  to  that 


of  New  York  City.  As  an  illustration  of  the 
value  of  the  examination  by  the  cardiac  consult- 
ant is  the  report  of  Wilzbach,9  based  on  examina- 
tion of  approximately  2,000  Cincinnati  high 
school  youths.  They  were  examined  first  by 
school  physicians.  One  hundred  and  forty-one 
individuals  were  classified  by  the  school  physi- 
cian as  having  cardiac  defects.  When  the  boys 
were  re-examined  by  the  cardiac  consultant,  only 
29  were  found  to  have  heart  disease.  This 
diagnostic  service  is  certainly  necessary  for  the 
school  physician  and  might  prove  acceptable  to 
other  physicians  in  the  community.  It  is  not 
unlike  the  consultation  service  which  many  com- 
munities now  have  for  the  diagnosis  of  tuber- 
culosis, the  value  of  which  w^as  first  demon- 
strated in  Framingham  many  years  ago  in  the 
control  of  that  disease.10 

Pediatricians  cannot  only  stimulate  and  assist 
the  school  to  develop  more  effective  procedures 
to  find  children  with  rheumatic  fever  and  rheuma- 
tic heart  disease,  but  also  can  impress  the  school 
personnel  with  the  importance  of  maintaining 
rheumatic  children  under  medical  supervision. 
Procedures  are  needed  to  give  teachers  infor- 
mation about  when  and  where  children  are  re- 
ceiving medical  attention.  Teachers  also  need 
to  know  the  importance  of  safeguarding  rheuma- 
tic children  as  far  as  possible  from  respiratory 
infections.  An  example  of  this  need  is  a teacher 
in  a classroom  which  I visited  to  inquire  about  a 
child  with  rheumatic  heart  disease.  She  re- 
marked that  the  child  was  absent  and  that  she 
was  very  much  annoyed  because  he  was  absent 
so  frequently.  I asked  the  cause  of  the  present 
absence,  and  she  replied  that  he  had  a sore 
throat!  It  cannot  be  emphasized  too  frequently 
that  one  of  the  great  needs  in  the  whole  field  of 
school  health  is  the  health  education  of  teachers 
themselves. 

Aside  from  problems  associated  with  the  school 
there  are  many  other  aspects  of  the  rheumatic 
fever  problem  in  his  community  which  merit 
the  pediatrician’s  attention.  For  example — how 
adequately  are  cases  being  treated  in  the  com- 
munity? Are  children  kept  in  bed  for  a sufficient 
length  of  time?  Are  there  enough  hospital  beds 
for  the  care  of  rheumatic  children  during  the 
acute  stage?  Are  there  enough  suitable  facilities 
so  that  children  can  receive  care  for  a sufficient 
length  of  time?  If  facilities  for  long-time  care 
are  inadequate,  are  there  institutions  which 
might  be  converted  for  that  purpose?  Or  are 
foster  homes  available?  Would  it  be  more 
practical  as  an  operational  policy  to  develop 
foster-home  facilities?  What  is  the  quality  of 
care  being  given  in  institutions  and  foster  homes, 
particularly  with  respect  to  the  education  of 
children  and  their  mental  hygiene?  And  last, 
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but  most  important,  what  efforts  are  being  made 
in  the  community  to  coordinate  the  various 
agencies  interested  in  the  care  of  children  with 
rheumatic  fever  and  rheumatic  heart  disease? 
All  of  these  questions  and  many  others  are  in- 
volved in  a well-rounded  program  of  rheumatic 
fever  control.  The  nature  of  the  questions  indi- 
cates how  complicated  the  management  of  rheu- 
matic fever  is.  Like  tuberculosis  and  syphilis, 
the  control  of  rheumatic  fever  requires  the  co- 
operation of  many  agencies.  Community  proj- 
ects depend  on  having  someone  take  the  initia- 
tive. It  seems  appropriate  for  pediatricians  to  be 
the  ones  to  initiate  interest  in  their  communities, 
looking  to  the  better  management  of  this  disease. 
The  pediatrician  considers  the  whole  child  and 
understands  that  heart  disease  is  a late  stage  of 
the  condition.  A broader  approach  to  the  prob- 
lem may  lead  to  earlier  discovery  of  cases  and  the 
prevention,  perhaps,  of  the  more  severe  type  of 
chronic  rheumatic  heart  disease.  Furthermore, 
such  an  interest  on  the  part  of  pediatricians  in 
their  community’s  school  health  program  would 
inevitably  lead  to  more  practical  school  health 
service. 
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Discussion 

Dr.  Alexander  T.  Martin,  New  York  City — Dis- 
cussion of  these  three  papers  can  add  but  little  to 
what  has  been  said.  The  problem  of  rheumatic 
fever  has  had  growing  interest  in  recent  years,  and 
its  importance  has  been  given  added  impetus  by  the 
war  because  of  its  increasing  incidence  in  the  mili- 
tary services. 

The  importance  of  rheumatic  fever  as  a public 
health  problem  in  our  country  today  can  be  best 
pictured  by  the  following  figures.  It  is  estimated 
that  there  are  between  800,000  and  1,000,000  indi- 
viduals afflicted  with  rheumatic  heart  disease  and 
that  there  are  about  40,000  deaths  a year,  with  the 
average  age  of  death  at  30  years.  As  far  as  I know, 
there  are  no  figures  available  as  to  the  incidence 
rate  in  the  military  services. 

Rheumatic  fever  is  essentially  a disease  of  child- 


hood. Approximately  200,000  children  between 
the  ages  of  5 and  19  years  are  suffering  from  rheu- 
matic heart  disease.  These  represent  about  1 per 
cent  of  the  school  population.  As  the  disease  is  not 
reportable  except  in  a few  states,  these  figures  are 
approximate  and  are  probably  far  too  low. 

The  three  papers  that  were  presented  here  this 
morning  have  added  much  to  our  knowledge  of  the 
disease,  and  they  indicate  the  progress  which  has 
been  made  in  its  control.  Chemoprophylaxis  with 
the  use  of  the  sulfonamides  holds  out  great  promise 
in  its  effect  upon  the  hemolytic  streptococcus. 
This  organism  can  be  likened  to  a detonator  in  the 
initiation  of  the  rheumatic  infection,  the  cause  of 
which  is  still  not  known.  Dr.  Kuttner,  in  her  care- 
fully controlled  study,  has  given  us  some  really 
significant  figures.  However,  it  must  be  borne  in 
mind  that  her  study  -was  carried  out  in  a controlled 
environment  where  toxic  manifestations  could  be 
closely  observed.  I would  caution  those  physicians 
who  would  use  the  sulfonamides  for  prophylaxis  in 
ambulatory  patients  to  check  the  blood  and  urine 
carefully  during  the  course  of  the  drug  administra- 
tion. An  occasional  blood  level  for  free  and  total 
drug  is  advisable  and  is  an  accurate  measure  of  the 
therapeutic  response.  I would  here  again  reiterate  U 
what  other  students  of  the  diseaSh  have  stated — that  I 
the  sulfonamides  are  contraindicated  during  the 
active  phase  of  the  rheumatic  infection,  when  they 
do  more  harm  than  good.  Their  use  should  be 
confined  to  prophylaxis  only. 

As  physicians,  we  must  be  constantly  on  the 
alert  to  recognize  the  disease  in  its  earliest  stages  so  I" 
that  prompt  treatment  can  be  instituted.  This 
usually  means  prolonged  bed-rest  and  is  comparable 
to  the  treatment  of  tuberculosis.  There  is  no  reason 
why  the  child  with  rheumatic  infection  should  not 
have  as  prolonged  bed-rest  as  the  child  with  tubercu- 
losis. Optimal  results  from  an  adequate  sanatorial 
type  of  care  would  be  expected  in  the  monocyclic 
types  of  the  disease  before  the  heart  has  been  seri-  N 
ously  damaged.  We  must  remember  that  diagnosis  !i 
is  often  extremely  difficult,  that  the  disease  is  protean  I: 
in  its  manifestations,  that  it  is  polymorphic  in  its 
character,  and  unpredictable  in  its  course.  This  ! 
latter  is  due  to  its  tendency  to  recur  following  the  j 
initial  infection. 

There  is  one  more  point  which  I should  like  to  I 
leave  with  you.  It  is  that  joint  infection  (poly-  ] 
arthritis)  and  rheumatic  infection  in  children  are  not  i 
synonymous.  The  younger  the  child  the  less  likely  jj 
are  the  joints  to  be  involved.  This  is  a common  j; 
error  of  belief  among  physicians,  nurses,  and  the  lay 
public. 

Largely  through  the  efforts  of  Dr.  Wheatley,  a 
nationwide  educational  program  on  rheumatic  fever  I 
has  recently  been  launched.  Fourteen  states  have  > 
already  instituted  state  programs  in  the  care  of 
rheumatic  children,  and  four  other  states  have  made 
application  to  the  Children’s  Bureau. 

There  is  an  ever-widening  interest  in  this  very 
serious  and  crippling  disease  of  childhood.  As  ! 
physicians  we  should  have  an  awareness  of  its  pres- 
ence as  an  important  public  health  problem,  not 
only  in  our  civilian  population  but  also  in  our  armed  | 
forces. 
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THE  EFFECTIVE  USE  OF  THYROID  IN  PERIODIC  PARALYSIS 

Alexander  Wolf,  M.D.,  Captain  M.C.,  A.U.S. 


THERE  are  many  seemingly  irreconcilable 
contradictions  in  the  pathophysiology  and 
chemistry  of  periodic  paralysis.  This  paper,  in 
addition  to  reporting  a new  treatment  of  the 
syndrome,  is  an  attempt  to  pose,  and  in  some 
instances  to  resolve,  these  contradictions.  There 
can  be  no  final  solution,  only  a continuous  move- 
ment in  the  direction  of  greater  scientific  under- 
standing. This  report  is  a single  step  in  that 
process.  Socrates  in  Plato’s  Dialogues  discov- 
ered truth  by  stating  a proposition,  finding  a con- 
tiadiction  to  it,  and,  making  corrections  in  the 
light  of  this  new  discovery,  finding  still  another 
contradiction.  This  went  on  endlessly.  Hegel 
in  The  Science  of  Logic  remarked  that  all  scien- 
tific development  acquired  impulse  and  activity 
only  because  it  contained  within  itself  seemingly 
incompatible  elements.  Scientific  change  is  al- 
ways negating  itself,  turning  into  its  opposite, 
containing  within  itself  its  own  opposite.  It 
is  in  the  light  of  these  conceptions  that  the  ap- 
parent contradictions  in  the  following  data  will 
be  better  understood,  resolved,  and  accepted. 
If  the  conflicting  material  is  merely  sought  out 
and  posed,  its  frequent  re-examination,  correc- 
tion, and  ultimate  synthesis  will  produce  some 
new  clarification  and  a new  point  of  departure. 

This  is  in  the  main  a report  of  the  effective  use 
of  thyroid  substance  in  7 cases  of  family  periodic 
paralysis.  Treatment  thus  far  has  prevented  the 
development  of  attacks  for  the  past  year  and  a 
half.  All  the  patients  studied  were  related. 
Their  position  in  the  family  tree  is  pictured  in  the 
shaded  squares  (Fig.  1).  Only  7 of  19  members 
of  the  family  were  available  for  thyroid  admin- 
istration. An  eighth  patient  undertook  pro- 
longed treatment  with  thiamin  chloride.  Every 
individual  who  was  treated  suffered  from  typical 
periodic  paralysis.  Several  were  studied  and  re- 
ported to  the  literature  by  Schoenthal1  in  1934. 
None  of  the  patients  in  my  series  derived  any 
benefit  from  potassium  chloride  by  mouth.  For 
the  most  part  their  attitude  was  one  of  resigna- 
tion to  the  inevitably  recurrent  attacks  and  dis- 
trust of  the  physician  who  would  evaluate  the 
effect  of  one  or  another  drug.  They  were  not 
unjustified  in  such  conduct,  since  several  of  them 
had  been  subjected  to  rather  painful  experience 
in  the  spirited  search  that  had  been  made  by 
various  investigators  for  greater  understanding 
of  the  nature  of  then  illness  and  a more  effective 
remedy.  To  our  common  good  fortune  one  of 
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the  patients,  J.  0.,  attached  himself  to  me  in 
1936  and  insisted,  regardless  of  time  or  pain,  on  a 
solution  of  his  paralytic  difficulties.  We  are 
indebted  to  his  persistence  and  fortitude. 

Laboratory  Data 

Four  patients,  J.  0.,  M.  B.,  H.  B.,  and  H.  H., 
were  available  for  all  or  part  of  the  following  ex- 
perimental routine  imposed  in  the  course  of  a 
single  day. 


1.  No  breakfast. 

2.  Metabolic  rate  determination. 

3.  Estimation  of  blood  potassium. 

4.  Testing  deep  reflexes. 

5.  One-  to  five-mile  walk  and/or  injection  of  20 

to  30  units  of  insulin. 

6.  Development  of  attack. 

7.  Metabolic  rate  determination. 

8.  Estimation  of  blood  potassium. 

9.  Testing  deep  reflexes. 

10.  One-half  to  IV2  grains  of  thyroid  substance 

orally  or  0.25  to  2 mg.  thyroxin  intrave- 
nously. 

11.  Clinical  observation  of  recovery. 

12.  Estimation  of  blood  potassium. 

13.  Testing  deep  reflexes. 


Laboratory  data  obtained  in  the  case  of  J.  0., 
December  1, 1941: 


9 : 00  a.m. 


9 : 30  a.m. 

11:15  a.m. 

11:30  a.m. 
11:40  a.m. 

11:45  a.m. 


11:55  a.m. 

12:00  p.m. 
12:25  p.m. 


Metabolic  rate : — 5 . 

Deep  reflexes:  never  present  at  any 
time  (patient  suffered  from  mus- 
cular dystrophy  as  well  as  from 
periodic  paralysis) . 

Five-mile  walk  and  30  units  of  in- 
sulin. 

Development  of  seizure.  Patient 
very  tense. 

Metabolic  rate:  —69. 

Blood  potassium:  29  mg.  per  100 
cc.  of  serum. 

One  milligram  of  thyroxin  intra- 
venously. Perspiration  stopped  at 
once;  patient  relaxed. 

One  milligram  of  thyroxin  intra- 
venously. 

No  sign  of  paralysis. 

Blood  potassium:  40  mg.  per  100  cc. 
of  serum. 


Laboratory  data  obtained  in  the  case  of  H.  H.. 
December  12, 1941 : 


9 : 00  a.m.  Metabolic  rate : — 2. 

Deep  reflexes:  never  present  at  any 
time  (patient  suffered  from  muscu- 
lar dystrophy  as  well  as  periodic 
paralysis). 


1951 
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Fig.  1 


9:40  a.m. 
9:50  a.m. 


10:23  a.m. 


10:50  a.m. 


10:55  a.m. 


Refused  to  submit  to  injection  of 
insulin.  Developed  very  mild 
seizure  after  one-mile  walk. 

Blood  potassium:  21  mg.  per  100  cc. 
of  serum. 

Metabolic  rate : refused. 

Thyroid  substance:  iy2  grains 

orally. 

Subjective  sense  of  return  of  strength 
and  clinical  observation  of  re- 
covery. 

Blood  potassium:  30  mg.  per  100 
cc.  of  serum. 


Laboratory  data  obtained  in  the  case  of  H.  B., 
December  12, 1941 : 


9:26  a.m. 

9 : 50  a.m. 
9:55  a.m. 
10:00  a.m. 
11:15  a.m. 
11:  20  a.m. 
11:25  a.m. 


11:30  a.m. 


Blood  potassium:  25  mg.  per  100 
cc.  of  serum. 

Metabolic  rate:  +9. 

Deep  reflexes  active. 

Twenty  units  of  insulin. 

Mild  seizure.  Perspiration. 

Metabolic  rate:  +12. 

Deep  reflexes  absent. 

Blood  potassium:  35  mg.  per  100 
cc.  of  serum. 

One  grain  of  thyroid  substance  by 
mouth  and  1 mg.  of  thyroxin  intra- 
venously. 


11:33  a.m.  Stopped  perspiring.  Recovered 
strength. 

11:45  a.m.  Blood  potassium:  25  mg.  per  100  cc. 
of  serum. 

Laboratory  data  obtained  in  the  case  of  M.  B., 
December  12, 1941 : 


9 : 20  a.m. 
9:25  a.m. 

10:10  a.m. 
10:20  a.m. 
11:30  a.m. 
11:40  a.m. 
11:45  a.m. 

11:50  a.m. 

11:55  a.m. 
12:10  p.m. 
12:15  p.m. 
12:45  p.m. 


Deep  reflexes  active. 

Blood  potassium:  22  mg.  per  100  cc 
of  serum. 

Metabolic  rate:  —9. 

Walked  one  mile. 

In  a seizure.  No  deep  reflexes. 

Metabolic  rate:  +21. 

Blood  potassium:  28  mg.  per  100  cc. 
of  serum. 

One  grain  of  thyroid  substance 
orally. 

0.25  mg.  thyroxin  intravenously. 

0.45  mg.  thyroxin  intravenously. 

Incomplete  recovery. 

Blood  potassium:  23  mg.  per  100  cc. 
of  serum.  Incomplete  recovery. 


Dosage 

The  dosage  of  thyroid  substance  varies. 


E.  H.,  a woman,  aged  22,  takes  1/2  grain  twice  a 
day  regularly  and  has  not  had  a seizure  in  a year  and 
a half. 
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J.  0.,  a man,  aged  33,  for  a period  of  six  months 
took  V2  to  1 grain  three  times  a day  and  so  managed 
to  avoid  attacks.  It  was  found  more  practicable  to 
take  1 grain,  if  he  felt  a seizure  coming  on.  As  a 
rule,  this  dose  prevented  the  development  of  the 
attack.  If  this  failed  in  part  to  anticipate  the 
! spell,  another  grain  would  do  so  completely.  None 
of  the  patients  lost  weight  except  J.  O.  He  was  the 
I man  who  insisted  on  our  finding  an  effective  remedy 
: for  his  illness  and  on  whom  thyroid  was  originally 

used.  In  his  enthusiasm  over  the  newly  discovered 
| treatment  and  a wish  to  impress  others  in  his  family 
regarding  its  benefits  and  harmlessness,  he  took 
j 3 or  4 grains  a day  for  a period,  more  than  he  actually 
needed  to  avoid  seizures.  He  lost  10  pounds  in 
weight.  Warned  regarding  the  dangers  of  too  high 
a dosage,  he  reduced  it  and  regained  his  weight.  In 
the  last  six  months  of  treatment  V2  grain  a day 
prevented  the  appearance  of  attacks.  He  made  a 
striking  response  to  iodine,  administered  over  a 
period  of  two  weeks  in  the  form  of  potassium  iodide, 
3 grains  daily.  He  developed  progressive  weak- 
ness, apparently  as  thyroid  function  became  de- 
pressed. 

H.  H.,  a 23-year-old  man,  in  the  first  months  after 
finding  thyroid  substance  a preventive  of  attacks, 
took  V2  grain  three  times  a day.  Shortly  it  was 
found  unnecessary  to  use  medication  at  regular 
intervals.  One-half  to  1 grain  taken  during  the 
aura  (hunger,  perspiration,  pild  sensations  of  weak- 
ness) anticipated  a seizure.  On  one  occasion  he 
developed  a very  severe  attack  and  took  2 grains 
at  once.  Within  fifteen  minutes  he  took  another 
y2  grain,  and,  twenty  minutes  later,  still  another 
y2  grain.  The  seizure  disappeared  within  forty- 
five  minutes  of  its  onset.  Ordinarily,  without 
thyroid,  a spell  like  this  would  have  lasted  three 
days. 

H.  B.,  a man  of  47,  made  the  least  impressive 
response  to  thyroid  in  the  group.  He  used  the 
medication  irregularly.  He  never  took  it  for  more 
than  one  week,  when  he  averaged  1 or  2 grains  a day. 
It  may  be  that  in  his  case,  as  in  others,  he  should 
not  have  taken  doses  several  times  daily  but  should 
have  taken  larger  ones  just  prior  to  a seizure. 

M.  B.,  a girl  aged  14,  prevented  attacks  every 
day  by  taking  l/i  to  V2  grain  during  the  aura. 

A curious  contrast  exists  in  the  responses  to  thy- 
roid between  H.  B.  and  M.  B.,  father  and  daughter, 
respectively.  In  the  laboratory  studies  on  Decem- 
ber 12,  1941,  M.  B.  made  a rather  slow  and  some- 
what incomplete  recovery  in  response  to  thyroid 
but  profited  immensely  from  daily,  V4  to  V2  grain 
doses  to  the  extent  that  they  anticipated  attacks 
completely.  H.  B.,  on  the  other  hand,  made  an 
excellent  response  with  thyroid  to  insulin-induced 
paralysis  in  the  laboratory  study  but  showed  only 
unspectacular  benefit  from  the  daily  use  of  thyroid. 
It  may  be  that  insufficient  glandular  substance  was 
given  to  M.  B.  in  the  laboratory  test.  There  was 
some  hesitation  in  using  larger  doses,  since  she  was 
a child  of  14.  Again,  it  is  unlikely  that  H.  B.  ever 
took  adequate  daily  doses.  His  attitude  was  some- 
what distrustful,  and  it  is  doubtful  that  he  took  the 
regular  dose  prescribed.  S.  O.,  a man  aged  30,  and 


B.  B.,  a man  aged  36,  consumed  1 or  2 grains  a day 
in  the  prevention  of  seizures.  Apparently  some 
patients  fare  better  if  they  take  thyroid  only  with 
the  first  slight  indication  of  an  oncoming  attack. 
Others  prefer  and  seemingly  do  just  as  well  taking 
doses  one,  two,  or  three  times  regularly  every  day. 

The  Thyroid  Gland  and  Periodic  Paralysis 

Observations  regarding  the  possible  relation- 
ship between  periodic  paralysis  and  endocrine 
disturbances  were  made  early.  Shinosaki,2  in 
1926,  stressed  the  relationship  between  periodic 
paralysis  and  the  glands  of  internal  secretion. 
He2a  and  others li2b' 3 noted  the  relationship  be- 
tween periodic  paralysis  and  exophthalmic 
goiter.  Enlargement  of  the  thyroid  has  been 
observed  in  patients  with  periodic  paralysis  in 
more  than  35  cases.  J.  0.  developed  vitiligo  on 
the  back  of  his  hands  in  the  spring  of  1942.  This 
skin  condition  is,  of  course,  frequently  seen  in 
association  with  disorders  of  the  thyroid  gland. 
It  has  been  noted  that  seizures  tend  to  appear 
at  puberty  or  adolescence,  that  they  are  com- 
monly absent  during  pregnancy,4  and  that  they 
have  a tendency  to  disappear  in  late  adult  life.5 
This  trend  suggests  some  disturbance  in  endocrine 
function.  The  thyroid  gland  is  called  upon  to 
exert  its  largest  metabolic  activity  from  puberty 
to  late  adulthood,  the  interval  of  active  periodic 
paralysis.  It  is  possible  that  the  thyroid  fulfills 
this  role  quite  inadequately  in  periodic  paralysis. 
In  the  forties  and  afterward  oxidative  processes 
decrease  as  do  the  demands  made  on  the  gland. 
And  it  is  at  this  time  that  natural  recovery  takes 
place  in  periodic  paralysis.  The  absence  of  at- 
tacks during  pregnancy  suggests  the  replacement 
of  maternally  inadequate  thyroid  by  fetal  thy- 
roid or  the  raising  of  maternal  metabolic  func- 
tion to  adequate  levels  under  the  demanding  pres- 
sure of  the  fetus.  The  development  of  exo- 
phthalmic goiter  in  the  course  of  periodic  paraly- 
sis suggests  a compensatory  hyperplasia  of  the 
gland  in  a failing  or  inadequate  attempt  on  the 
part  of  the  struggling  organism  to  meet  the  bodily 
requirements  of  thyroid  secretion.  Those  pa- 
tients who  develop  goiter  and  hyperthyroidism 
are  sporadic  cases,  not  of  the  familial  variety.2b*3b 

Other  investigators  1>2b-3b®*J*6  have  reported  the 
harmful  effects  of  thyroid  substance  in  periodic 
paralysis  and  the  beneficial  results  of  thyroidec- 
tomy or  irradiation  of  the  gland.  On  the  other 
hand,  none  of  my  patients  showed  any  improve- 
ment after  potassium  chloride  administration. 
These  are  contradictions  as  yet  unsolved.  It 
has  been  observed2* -3b-7  that  the  administration 
of  thyroid  results  in  a definite  increase  in  the  fre- 
quency and  severity  of  attacks.  Talbott3h  even 
goes  so  far  as  to  say  that  the  gland  participates 
in  the  pathogenesis  of  paralysis  and  that  death 
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during  attacks  in  two  patients  was  attributable 
to  a superimposed  thyrotoxicosis.  Emphasis 
has  been  placed  on  the  weakness  frequently  seen 
in  exophthalmic  goiter  in  order  to  reinforce  the 
suggestion  that  an  overactive  thyroid  is  the 
paralyzing  agent  in  periodic  paralysis.2’3b’h’5 
There  is  no  question  that  in  the  course  of  thyro- 
toxicosis there  develops  insidiously  a muscular 
wasting  and  weakness  referred  to  as  chronic 
thyrotoxic  myopathy.6  Even  the  tendon  re- 
flexes are  diminished  or  lost  as  in  the  attacks  of 
periodic  paralysis.  Thyroxin  and  thyroid  sub- 
stance are  not,  however,  the  same  as  the  toxic 
secretion  of  a goiterous  gland. 3f  The  difference 
between  them  must  be  kept  in  mind  in  order 
better  to  understand  why  exophthalmic  goiter 
fails  to  improve — in  fact,  aggravates — periodic 
paralysis,  while  thyroxin  and  thyroid  substance 
relieve  it.  It  would  seem  that  the  thyroid  gland 
of  the  periodically  paralytic  enlarges  in  an  effort 
to  produce  adequate  thyroxin  to  forestall  seizures. 
But  in  the  attempt  to  make  this  quantitative 
change,  a qualitative  alteration  in  the  structure, 
function,  and  secretion  of  the  gland  takes  place 
which  defeats  the  original  corrective  intention. 

A question  must  be  raised  regarding  the  nature 
of  the  seizure.  There  is  no  doubt  great  vari- 
ability in  the  function  of  the  thyroid.  It  is  called 
upon  to  secrete  thyroxin  in  the  degree  which 
bodily  activity  demands.  Just  as  in  normal  indi- 
viduals spells  of  fatigue  are  probably  due  to  some 
rupture  in  the  equilibrium  existing  among  the 
glands  of  internal  secretion,  which  is  relieved  by 
thyroid, 3f  so  in  periodic  paralysis  the  seizure  may 
well  be  due  to  recurrent  thyroid  failure.  Is  it 
possible  that  there  is  a transitory  decrease  in 
metabolic  rate  during  some  attacks?  In  hypo- 
thyroidism, as  in  the  seizures  of  periodic  paralysis, 
there  is  bradycardia,311’8  hypotension,311’88  pos- 
sible cardiac  dilatation,88  slowing  of  peristalsis,31 
constipation,31  a decrease  in  gastric  secretion,31 
increased  pancreatic  function,  cold  extremities,811 
depressed  deep  reflexes,9  and  depressed  oxygen 
consumption  by  muscle.  By  contrast  the  deep 
reflexes,  which  in  periodic  paralysis  return  with 
the  administration  of  thyroid,  are  likewise  active 
in  hyperthyroidism.  It  is  a common  experience 
in  periodic  paralysis  to  find  that  inactivity  or  ly- 
ing still  precipitates  seizures.  It  is  likewise  the 
experience  in  thyroid  imbalance  to  find  that  per- 
sistent inactivity  lowers  metabolic  function,  while 
overactivity  raises  it.  It  may  be  then  that  one 
of  the  elements  in  periodic  paralysis  is  a sluggish- 
ness in  thyroid  secretion.  A curious  reaction 
before  and  after  the  attack  has  been  noted1 — 
namely,  a sense  of  fatigue  just  prior  to  the  seizure 
and  a feeling  of  being  refreshed  and  invigorated 
afterward.  One  of  the  most  striking  changes 
that  takes  place  following  the  administration  of 


thyroid  is  that  in  the  facial  expression.  Tense 
and  anxious  in  the  seizure,  the  patient  quickly 
comes  out  of  it  relaxed,  smiling,  refreshed.  This, 
too,  suggests  a failure  and  recovery  of  thyroid 
function  as  well  as  a concomitant  fall  and  rise  in 
serum  potassium.  The  conception  of  the  seizure 
as  recurrent  thyroid  failure  fits  in  well  with  the 
clinical  experience  that  working  or  walking  pre- 
vents the  development  of  an  attack,  very  likely 
because  activity  stimulates  the  gland.  The 
process  suggests  a capacity  to  call  upon  the  body 
to  increase  its  metabolic  rate,  of  which  the  thy- 
roid is  the  supreme  governor.  This  is  probably 
the  organism's  natural  technic  for  mobilizing 
sufficient  glandular  secretion  to  overcome  an  im- 
pending attack  of  paralysis.  Evidently  moderate 
activity  prevents  the  precipitation  of  the  spell. 
Overactivity  or  excitement,  however,  are  often 
followed  by  a seizure.  Perhaps  the  secretory 
power  of  the  thyroid  gland,  limited  to  begin 
with,  becomes  exhausted  by  the  great  demand 
put  upon  it.  At  such  times  the  oral  administra- 
tion of  thyroid  substance  relieves  the  attack.  In 
the  absence  of  such  external  replacement,  re- 
covery from  paralysis  awaits  spontaneous  recov- 
ery of  thyroid  function. 

Talbott311  described  an  elevation  of  basal  meta- 
bolic rate  in  periodically  paralyzed  patients  with 
thyrotoxicosis  and  in  patients  without  thyro- 
toxicosis an  increased  rate  during  paralysis. 
Moller  and  Kirk10  found  a high  basal  metabolic 
rate  during  attacks.  Talbott311  suggested  that 
there  may  possibly  be  a transient  disturbance  of 
the  intermediary  metabolism  of  carbohydrate, 
which  demands  an  increased  oxygen  intake.  This 
seems  like  a natural  inference.  But  the  impres- 
sion is  gained  that  the  thyroid  gland  is  in  many 
instances  unable  to  meet  the  demand  put  upon  it 
to  secrete  more  thyroxin.  Failing  this,  artificial 
replacement  with  thyroid  substance  relieves  the 
seizure.  Basal  metabolic  rates  taken  on  five  pa- 
tients during  three  intervals,  when  they  were  not 
paralyzed,  were  all  normal. 

During  a particularly  severe  seizure,  J.  0. 
showed  a metabolic  rate  of  —69.  This  was  after 
a walk  of  several  miles.  Toward  the  end  of  the 
test  the  patient  was  so  weak  that  he  was  unable 
to  seal  his  lips  firmly  about  the  mouthpiece  and 
so  his  oxygen  consumption  appeared  lower  than 
it  actually  was  in  fact.  While  the  metabolic 
rate  was  probably  low  it  certainly  could  not  have 
been  so  low  as  —69.  Following  intravenous 
thyroxin  and  recovery  from  the  attack  the 
metabolic  rate  was  — 11. 

M.  B.,  after  a brisk  walk,  had  a metabolic 
rate  of  —9  prior  to  an  attack.  In  a seizure  her 
rate  rose  to  +21. 

H.  B.  showed  a metabolic  rate  of  +9.  In  a 
paralytic  attack  the  rate  rose  to  +12. 
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These  findings  do  not  fit  in  with  the  concept 
of  acute  thyroid  failure.  M.  B.  did  not  recover 
from  her  severe  paralysis  with  the  dramatic  im- 
mediacy of  the  others.  She  regained  her  strength 
much  more  slowly.  However  she  takes  V4  to 
V2  grain  of  thyroid  daily  and  in  this  way  suc- 
cessfully wards  off  attacks.  H.  B.  recovered 
from  a severe  attack  quite  quickly  under  the  in- 
fluence of  thyroid  only  to  discover  in  a little  while 
that  the  seizure  was  returning  in  some  degree. 
Of  all  the  patients  his  consistent  daily  response 
to  thyroid  while  of  some  benefit  has  been  rather 
disappointing.  It  may  be  that  the  rise  in  meta- 
bolic rate  and  serum  potassium  shown  by  M.  B. 
and  H.  B.  in  paralysis  indicates  an  internal  at- 
tempt to  increase  thyroid  secretion  in  order  to 
relieve  the  attack.  J.  O.’s  failure  to  show  a simi- 
lar rise  in  rate  may  point  to  a more  serious  thy- 
roid deficiency.  The  degree  of  this  failure  in  a 
seizure  may  be  a relative  indicator  of  the  respon- 
siveness of  any  particular  patient  to  thyroid. 

Another  contradiction  appears  in  the  elevation 
of  blood  potassium  and  metabolic  rate  in  H.  B. 
and  M.  B.  and  a decrease  in  blood  potassium  and 
metabolic  rate  in  J.  0.  and  H.  H.  Can  it  be  said 
that,  since  in  the  cases  of  H.  B.  and  M.  B.  there 
is  in  paralysis  an  elevation  of  metabolic  rate  and 
blood  potassium,  thyroid  cannot  be  effective 
simply  through  its  elevation  of  the  metabolic 
rate  and  the  blood  potassium?  Must  not  the 
therapeutic  process  therefore  operate  by  some 
other  mechanism?  Not  necessarily.  In  view  of 
the  other  contradictions  seen  in  periodic  paralysis 
it  may  be  that  there  is  a variety  of  hypothyroid 
paralysis  and  another  of  hyperthyroid  paralysis. 
This  fails  to  explain  the  effectiveness  of  thyroid 
substance  in  the  relief  of  M.  B.’s  seizures.  J.  0. 
and  H.  H.  had  muscular  and  reflex  changes  that 
H.  B.  and  M.  B.  did  not  exhibit.  These  differ- 
ences may  have  some  significance  in  clarifying 
the  ultimate  understanding  of  their  contradictory 
blood  potassium  and  metabolic  rate  determina- 
tions. J.  0.  and  H.  H.  revealed  muscular  dys- 
trophic changes  and  persistent  absence  of  deep 
reflexes.  H.  B.  and  M.  B.  showed  no  dystrophy, 
and  their  tendon  reflexes  returned  in  paralysis- 
free  intervals.  Another  observation  may  have 
some  explanatory  significance.  While  H.  H.  is 
23  and  J.  0.  is  33,  M.  B.  is  14  and  H.  B.  is  47. 
The  latter  two  are  respectively  at  the  beginning 
and  end  of  the  active  period  of  the  syndrome, 
while  the  former  are  at  its  central  height.  The 
demands  made  on  the  thyroid  at  these  different 
periods  may  account  for  their  variable  responses 
in  the  laboratory  study. 

There  appears  to  be  a shift  of  potassium  from 
the  cells  to  extracellular  space  in  the  seizure, 
which  looks  to  the  thyroid  for  restoration  of  nor- 
mal relations.  If  the  patient’s  gland  is  able  to 


supply  sufficient  secretion,  there  is  an  elevation 
of  metabolic  rate  in  the  attack  with  spontaneous 
recovery.  If  the  gland  becomes  goiterous  in  the 
effort  to  carry  out  its  corrective  role,  the  toxic 
secretion  has  less  therapeutic  power  than  normal 
thyroid.  Goiterous  secretion  may,  in  fact,  pro- 
voke attacks.  Here  too,  of  course,  the  metabolic 
rate  is  elevated.  When  the  gland  fails  to  respond 
to  the  stimulus  of  potassium  displacement  in  the 
attack  either  by  greater  or  by  toxic  secretion, 
the  metabolic  rate  falls  in  the  seizure,  which  then 
responds  to  thyroid  replacement  therapy.  In 
any  case  an  overall  generalization  may  be  made: 
there  appears  to  be  a familial  variety  of  periodic 
paralysis  without  exophthalmic  goiter  which 
responds  to  thyroid  and  not  to  potassium,  and  a 
sporadic  type  of  paralysis  which  may  or  may  not 
be  accompanied  by  exophthalmic  goiter  which 
responds  to  potassium  and  removal  or  irradiation 
of  the  thyroid.  Finally,  considerable  doubt 
must  be  thrown  on  the  kind  of  evidence  that  a 
determination  of  metabolic  rate  offers  to  the  ex- 
aminer in  evaluating  the  immediate  level  of 
thyroid  function.  The  basal  metabolic  rate  may 
not  be  a reliable  indicator  of  thyroid  function,11 
failing  in  many  instances  to  pick  up  hypothyroid 
states.12  It  should  be  recalled  that  so  far  as  we 
know  oxidative  processes  are  not  seriously  en- 
larged until  four  or  five  days  after  the  adminis- 
tration of  thyroid  substance.  Consequently, 
the  metabolic  reading  should  not  fall  or  rise  with 
dramatic  immediacy  on  thyroid  failure  or  replace- 
ment. And  so  the  foregoing  conjectures  regard- 
ing the  significance  of  the  metabolic  rate  deter- 
minations must  be  left  open  for  further  investi- 
gation. 

The  Thyrotropic  Hormone  and  Periodic 
Paralysis 

Further  evidence  that  thyroid  function  is  dis- 
turbed in  periodic  paralysis  is  indicated  by  the 
frequent  presence  of  the  various  eye  signs  of  toxic 
diffuse  goiter 2b* 13  (von  Graefe’s,  Stellwag’s, 
Dalrymple’s).  These  become  particularly  ob- 
vious just  prior  to  and  during  an  attack  of  paraly- 
sis. Morrison  and  Levy2b  reported  a case  with 
exophthalmos,  widening  of  the  palpebral  fissures, 
von  Graefe,  Stellwag,  and  Mobius  signs.  Re- 
moval of  the  thyroid  gland  provokes  the  anterior 
portion  of  the  pituitary  gland  to  secrete  more 
thyrotropic  hormone,  because  thyroxin  is  removed 
as  an  oxidizing  agent.  If  oxidative  processes  are 
still  further  reduced,  exophthalmos  usually 
occurs.14  Protrusion  of  the  eyeballs  is  occasion- 
ally aggravated  by  thyroidectomy.15  The  con- 
clusion to  be  drawn  is  that  the  thyrotropic  hor- 
mone of  the  pituitary  rather  than  thyroxin  pro- 
duces exophthalmos.14  Russell  Brain6  believes 
that  exophthalmic  ophthalmoplegia  with  thy- 
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rotoxicosis  follows  from  an  oversecretion  of 
thyrotropic  hormone  and  that  the  overactivity 
of  the  thyroid  plays  a lesser  role  in  the  ocular 
disturbance.  It  may  well  be  that  the  eye  signs 
in  the  seizure  of  periodic  paralysis  are  due  to 
anterior  pituitary  stimulation  following  on  acute 
thyroid  failure.  Aird16  has  experimentally  in- 
duced exophthalmos  associated  with  myopathy 
through  the  use  of  the  thyrotropic  hormone. 
It  has  been  demonstrated17  that  the  latter  pro- 
vokes creatinuria.  The  fact  that  creatine  is 
persistently  present  in  the  urine  of  the  periodi- 
cally paralytic  may  be  due  to  the  activity  of  this 
hormone.  It  will  be  interesting  to  observe  in  this 
connection  whether  or  not  the  creatinuria  and  eye 
signs  disappear  in  time  with  adequate  replace- 
ment thyroid  therapy,  which  permits  a relaxa- 
tion in  thyrotropic  hormone  secretion. 

Potassium  and  Periodic  Paralysis 

I believe  that  the  hyperthyroidism  that  de- 
velops in  the  course  of  periodic  paralysis  is  not  a 
factor  in  the  pathogenesis  of  paralysis  so  much  as 
it  is  a compensatory  design  on  the  part  of  the 
organism  to  alter  the  physiology  of  intra-  and 
extracellular  potassium,  and  that  it  is  in  this 
sense  an  attempt  to  relieve  the  seizure.  As  early 
as  1901  Buzzard19  used  potassium  in  periodic 
paralysis.  In  1934  Biemond  and  Daniels10*" 
found  low  levels  of  serum  potassium  in  an  at- 
tack. In  1935  Walker19  reported  a case  with 
abnormally  low  serum  potassium  during  the 
seizure.  Since  then  there  have  been  numerous 
confirmations3*1  of  the  fact  that  potassium  by 
mouth  or  intravenously  relieves  attacks.  Aitken 
et  al20  suggested  that  a lowering  of  the  serum 
potassium  either  blocks  neuromuscular  trans- 
mission or  inhibits  the  contractile  response  in 
muscles.  There  are  many  reports3*1'1'20’21  on  the 
paralytic  effect  of  insulin,  of  sugar,  or  of  glucose 
and  insulin,  which  lower  serum  potassium.  The 
mechanism  by  which  thyroid  relieves  seizures 
may  lie  in  its  inhibitory  effect  on  insulin  secre- 
tion3* and  its  power  to  elevate  blood  potassium.22 
Kinsell  et  al22  reported  a rise  in  plasma  potassium 
following  the  administration  of  thyroid,  a phe- 
nomenon of  catabolism  in  the  normal  individual. 
Talbott,3*  however,  recorded  a thyrotoxic  patient 
with  severe  muscular  weakness  who  had  a low 
serum  potassium,  another  contradiction.  Still, 
exophthalmic  goiter  is  not  ordinarily  accompanied 
by  a reduction  in  serum  potassium.31  It  has 
been  reported23  that  there  is  no  fixed  level  below 
which  weakness  develops.  Allott  and  McArdle24 
tell  of  a patient  who  showed  weakness  whenever 
the  serum  potassium  was  below  16  mg.  per  100 
cc.  Aitken  et  al.20  observed  paralysis  whenever 
the  serum  potassium  fell  below  12  mg.  per  100  cc. 

H.  B.  showed  a serum  potassium  of  35  in  an 


attack;  M.  B.,  28;  J.  O.,  29;  and  H.  H.,  21. 
There  is  another  contradiction:  J.  O.  and  H.  H. 
showed  an  elevation  of  blood  potassium  following 
the  administration  of  thyroid,  while  H.  B.  and 
M.  B.  showed  a decrease  of  blood  potassium  after 
thyroid.  It  can  hardly  be  said  of  any  of  my 
patients  that  they  revealed  a low  blood  potas- 
sium at  any  time.  All  the  readings  were  high. 
Perhaps  this  bears  some  relation  to  the  fact  that 
none  of  them  ever  responded  favorably  to  potas- 
sium. J.  O.  and  H.  H.  showed  in  seizures  what 
was  for  them  low  potassium  levels,  while  H.  B. 
and  M.  B.  showed  higher  concentrations  of  serum 
potassium  in  the  seizures  than  in  the  intervals. 
On  December  17,  1941,  J.  0.  had  a blood  potas- 
sium of  23.8  mg.  per  100  cc.  of  serum  while  taking 
1 grain  of  thyroid  three  times  a day  for  several 
days.  The  blood  specimen  was  not  taken  during 
a seizure. . Talbott3*1  believes  that  the  serum 
potassium  must  be  lowered  in  attacks,  yet  H.  B. 
and  M.  B.  both  showed  slight  rises  in  plasma  po- 
tassium during  seizures,  another  contradiction. 
The  addition  of  2 Gm.  of  potassium  chloride  to  a 
dose  of  thyroid  three  times  a day  produced  no 
improvement  whatsoever  over  thyroid  alone  in 
my  patients. 

Aitken  et  al.20  reported  that  the  decrease  in 
serum  potassium  was  not  a compensatory  physi- 
ologic response  to  hyperglycemia  but  a concomi- 
tant migration  of  potassium  from  the  blood  into 
extra  vascular  space,  and  that  this  was  a normal 
phenomenon  exaggerated  in  patients  subject  to 
periodic  paralysis.  Hildebrand  and  Kepler31 
found  that  potassium  even  when  administered 
intravenously  brought  no  recovery  of  muscular 
power.  They  suggested  that  the  exophthalmic 
goiter  might  in  some  way  be  responsible  and  con- 
cluded that  paralysis  was  not  due  to  a low  serum 
potassium  inasmuch  as  similarly  low  concentra- 
tions of  the  ion  are  seen  without  paralysis  in 
diabetic  patients  taking  insulin,  among  normal 
individuals  when  they  are  given  ephedrine,  in 
certain  cases  of  hypercorticoadrenalism,  and 
among  patients  treated  with  desoxycorticosterone 
acetate.  It  is  important  to  see  the  physiologic- 
ally corrective  role  of  thyroid  in  its  larger  terms 
than  in  the  more  limited,  mechanistic  concep- 
tion that  it  simply  elevates  the  serum  potassium. 
There  is  a diminished  secretion  of  the  ion  on  days 
of  attacks,3*1-7  and,  consequently,  while  its  con- 
centration in  the  serum  is  lowered,  there  is  no  real 
loss  of  potassium  from  the  body.  Thyroid  evi- 
dently alters  the  balance  of  the  ion’s  concentra- 
tion in  the  extravascular  spaces  and  the  blood. 
With  recovery  from  a seizure,  there  is  usually  a 
rise  in  the  serum  potassium  followed  by  an  in- 
crease in  its  excretion.23-25  This  process  is  prob- 
ably accelerated  by  thyroid  substance.  A ques- 
tion might  be  raised  as  to  why  patients  responded 


October  15,  1943] 


THYROID  FOR  PERIODIC  PARALYSIS 


1957 


well  to  thyroid,  if  its  therapeutic  influence  was 
demonstrated  in  part  through  an  elevation  of 
serum  potassium,  particularly  in  view  of  the  fact 
that  the  administration  of  potassium  alone  ex- 
erted no  helpful  effect.  The  answer  lies  in  the 
control  thyroid  exercises  over  the  deposition  of 
potassium.  It  shifts  the  ion  from  the  extra- 
vascular  spaces,  liver,  and  muscle  to  the  serum. 
Evidently,  in  the  patients  I studied,  no  tolerable 
amount  of  potassium  ingested  without  thyroid 
would  bring  about  this  shift  unless  thyroid  sub- 
stance was  added.  That  this  explanation  hardly 
covers  all  the  facts  is  amply  indicated  by  M.  B/s 
and  H.  B.’s  profitable  response  to  thyroid  with 
a concurrent  decrease  in  serum  potassium. 

Carbohydrate  Metabolism  and  Periodic 
Paralysis 

Talbott 3h  has  noted  the  disturbance  of  carbo- 
hydrate metabolism,  both  in  periodic  paralysis 
and  in  thyroid  disease.  The  ingestion  of  ex- 
cessive carbohydrate  may  precipitate  an  at- 
tack.3h-21b*c  It  is  possible  that  sugar  provokes 
the  seizure  in  some  measure  by  stimulating  in- 
sulin secretion.  Hunger  or  the  injection  of  in- 
sulin, which  lowers  serum  potassium  and  phos- 
phate, has  an  intensely  paralytic  effect. 21b-c-d 
Patients  are  fearful  of  developing  excessive  ap- 
petite since  they  know  it  to  be  a precursor  to  the 
seizure.  Even  the  most  cooperative  patient, 
J.  0.,  dreaded  the  injection  of  insulin  after  one 
previous  experience  with  it.  H.  B.,  when  ex- 
amined before  breakfast  on  December  12,  1941, 
was  given  20  units  of  insulin.  He  developed  a 
fierce  appetite  and  then  an  attack.  A grain  of 
thyroid  substance  by  mouth  and  1 mg.  of  thy- 
roxin intramusculalry  reduced  his  hunger  con- 
siderably. 

Thyroid  inhibits  the  secretory  activity  of  the 
pancreas, 3f  and  exophthalmic  goiter  is  accom- 
panied by  atrophy  of  the  pancreas.26  In  thyro- 
toxicosis the  blood  sugar  remains  high  following 
glucose  ingestion.3f>27  Talbott3h  observes  that 
in  thyrotoxic  patients  removal  of  sugar  from  the 
intestinal  tract  may  proceed  at  a faster  rate  than 
in  normal  individuals.  Athyroidism  in  animals 
produces  hypoglycemia,27  and  thyroidectomy  in- 
creases the  physiologic  activity  of  the  pancreas.28 
In  hypothyroidism  the  inhibiting  power  on  the 
pancreas  is  diminished.31  Geyalin,29  in  1925, 
reported  a case  of  myxedema  with  a blood  sugar 
as  low  as  53  to  60  mg.  per  100  cc.  Marinesco 
and  Parhon,30  in  1908,  found  a hyperplasia  of  the 
islands  of  Langerhans  following  thyroidectomy. 
Talbott3h  states  that  the  parenteral  administra- 
tion of  insulin  is  followed  by  adrenalin  secretion, 
which  in  animals  precipitates  glycogenesis  and  a 
migration  of  serum  potassium  to  the  liver  and 
muscle.  He  postulates  the  same  deposition  in 


man.  Thyroid  diminishes  the  glycogen  content 
of  the  liver,  muscle,  and  heart, 3f-31  returns  potas- 
sium to  the  serum,22  raises  blood  sugar,  and  pro- 
duces glycosuria. 3f>31b 

Hoshimoto32  found  that  thyroid  extract  de- 
creased the  diastatic  activity  of  the  pancreas. 
The  diminution  in  appetite  was  in  indirect  pro- 
portion to  the  diastatic  power,  appetite  being 
much  increased  wdien  the  diastatic  power  was 
very  much  diminished.  Therefore,  thyroid  ex- 
tract increases  the  appetite  at  the  same  time  that 
it  inhibits  insulin  secretion,  a paralytic  agent. 
The  administration  of  potassium  chloride  to  rats 
produces  a marked  decrease  in  the  glycogen  con- 
tent of  the  liver.33  Thyroid  substance  has  the 
same  effect.32  It  may  be  that  the  latter  exerts 
its  effect  in  part  through  its  control  over  the 
shift  of  potassium  in  the  tissues.  Some  patients 
have  been  reported  in  paralytic  hyperglycemia. 
Others  have  been  reported  in  paralytic  hypo- 
glycemia, again  a contradiction.  Insulin,  in  my 
experience  the  most  potent  paralyzing  agent, 
lowers  the  blood  sugar  in  provoking  a seizure. 
The  report  of  an  occasional  hyperglycemia  and 
glycosuria  during  attacks  in  some  cases3h-34  would 
suggest  that  there  may  be  an  internal  secretory 
response  on  the  part  of  the  thyroid  in  an  attempt 
of  the  paralyzed  organism  to  overcome  the  seiz- 
ure. Neustaedter34  sees  the  rise  in  blood  sugar 
as  a possible  adrenal  glycemia.  Thyroid  greatly 
diminishes  the  metabolism  of  carbohydrate  by 
inhibiting  the  saccharification  of  amylaceous 
substances  by  pancreatic  amylopsin.  Conse- 
quently there  is  a loss  of  sugar  in  the  urine.  In 
hypothyroidism,  on  the  other  hand,  the  opposite 
is  true.3f  This  would  point  again  in  the  direction 
of  the  seizure  of  periodic  paralysis  as  a state  of 
acute  thyroid  failure,  for  in  the  latter  the  pan- 
creas oversecretes,  metabolizes  carbohydrate, 
and  lowers  blood  sugar,  a potent  mechanism  in 
the  precipitation  of  attacks.  Still  another  factor 
pointing  to  the  seizure  as  acute  thyroid  failure  is 
the  increased  sugar  tolerance  in  both  hypothy- 
roidism^ and  periodic  paralysis.4  Shinosaki’s2 
contention  that  patients  with  periodic  paralysis 
have  a decreased  tolerance  to  glucose  and  that 
prolonged  hyperglycemia  is  necessary  to  induce 
symptoms  fits  in  with  his  group  of  patients,  most 
of  whom  were  suffering  from  hyperthyroidism, 
in  which  we  see  compensatory  thyroideal  re- 
sponses producing  a rise  in  blood  sugar,  etc. 

Protein  Metabolism  and  Periodic  Paralysis 

Since  normally  the  pancreas  peptonizes  pro- 
teins through  its  trypsin,  and  thyroid  inhibits 
this  function,  there  is  in  hyperthyroidism  a loss 
of  peptones  in  the  stools.  The  opposite  is  true 
in  hypothyroidism. 3f  Talbott 3h  observed  that 
during  the  administration  of  a high  protein  diet 
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(600  to  800  Gm.  of  meat)  no  attacks  occurred. 
In  one  of  my  patients,  H.  H.,  such  a diet  reduced 
the  intensity  and  frequency  of  seizures.  Meat 
contains  large  quantities  of  potassium  and  phos- 
phorus. It  may  be  that  these  constituents  are 
in  some  measure  the  therapeutic  agents.  When 
my  patients  were  placed  on  a continuously  high 
meat  diet  in  addition  to  thyroid  substance  just 
before  seizures,  no  greater  clinical  benefit  was 
observed.  A preference  was  indicated  for  thy- 
roid alone.  The  use  of  a high  protein  diet  may 
become  necessary  in  order  to  spare  body  protein, 
which  is  essential  to  the  resynthesis  of  muscle 
phosphocreatine.  The  latter  is  rapidly  metabo- 
lized in  thyrotoxicosis3lb  or  with  the  administra- 
tion of  thyroid  substance. 

Thyroid,  the  great  oxidizer,35  increases  urea 
output  and  total  urinary  nitrogen  excretion.36 
In  thyrotoxicosis  there  is  a marked  elimination 
of  creatinine37  and  creatine3lb  in  the  urine. 
Holtzapple,38  as  early  as  1905,  described  the 
worst  sufferers  from  periodic  paralysis  as  those 
in  whom  there  is  the  most  marked  diminution  in 
the  average  daily  output  of  urea  in  the  urine. 
Along  with  a low  creatine  content  of  muscle  in 
periodic  paralysis,4-39  there  is  a persistent  crea- 
tinuria  during  attacks  and  throughout  the  periods 
of  well-being.7-25  Creatine  is  excreted  in  amounts 
up  to  0.65  Gm.  in  twenty-four  hours.  There  is 
a highly  variable  daily  excretion  of  creatinine 
ranging  from  0.78  to  2.13  Gm.  in  twenty-four 
hours  and  no  constant  relationship  of  these  ab- 
normalities to  attacks.  The  creatine  and  crea- 
tinine in  the  blood  are  always  within  normal 
limits.7  There  is  an  increase  in  the  total  protein 
of  the  blood  in  an  attack3*1  with  a return  to  normal 
in  the  interval,34  again  the  suggestion  of  thyroid 
failure.  But  here  is  still  another  contradiction: 
there  is  an  elevated  blood  protein  during  seizures, 
yet  a high  protein  diet  may  limit  attacks. 

Now,  if  thyroid  or  thyrotoxicosis  fosters  the 
disintegration  and  excretion  of  body  protein, 3f-31b 
it  is  possible  that  patients  develop  a compensa- 
tor}'' hyperthyroidism  in  order  to  lower  blood  pro- 
tein and  to  increase  the  products  of  its  disinte- 
gration in  the  urine  and  stools.  The  use  of 
thyroid  as  medication  may  very  well  prevent  the 
organism’s  having  to  enlarge  internal  thyroid 
function.  Another  observation  that  suggests  a 
temporary  failure  in  thyroid  function  in  the  seiz- 
ure of  periodic  paralysis  is  the  low  level  of  pro- 
tein metabolism  in  hypothyroidism.  In  both, 
the  nitrogenous  exchanges  in  the  urine  are  low. 
Total  urinary  nitrogen  has  been  found  as  low  as 
2 Gm.  in  twenty-four  hours  in  hypothyroidism.3* 
In  both,  the  blood  protein  is  high.  In  hyper- 
thyroidism or  following  the  administration  of 
thyroid  substance  the  protein  constituents  of  the 
blood  are  reduced.3*  There  is  an  accumulation 


of  total  blood  protein  in  what  appears  to  be  a I; 
state  of  acute  thyroid  failure,  the  seizure  of  1 
periodic  paralysis.  The  ingestion  of  thyroid  sub-  ! 
stance  breaks  down  this  protein  and  in  the 
process  increases  the  level  of  blood  potassium  and 
phosphorus,  which  are  component  parts  of  pro- 
tein. However,  it  is  probable,  in  view  of  the 
parallel  established  between  the  metabolic  level 
and  the  blood  potassium  level,  the  metabolic  !: 
level  and  the  blood  protein  level,  that  some  other 
factor  in  the  oxidation  of  protein  plays  a thera-  ■ 
peutic  role  in  addition  to  the  potassium  and  i 
phosphorus  contained  in  it.  In  this  connection  i, 
it  would  appear  that  more  attention  should  be 
paid  experimentally  to  the  use  of  phosphates  in 
the  therapeutics  of  the  attack. 

Phosphates  and  Periodic  Paralysis 

Phosphate  in  the  serum  and  urine 3h- 40  parallels  , 
the  concentration  of  potassium:  in  the  plasma,  | 
it  is  low  in  the  attack  and  normal  in  the  interval;  !, 
in  the  urine,  it  is  decreased  in  the  seizure  and  in- 
creased after  it.  Stewart  et  al.A1  found  the  serum  j 
potassium  to  be  3.0  mg.  per  100  cc.  (low  normal) 
in  paralysis,  becoming  4.8  mg.  (normal)  after  ' 
recovery  and  5.2  mg.  (normal)  in  a free  interval. 
Ferrebee  et  al.2b  found  a decrease  in  urinary  ex- 
cretion of  inorganic  phosphate  in  attacks  with 
no  change  in  plasma  inorganic  phosphate.  This 
was  followed  in  recovery  by  an  increase  in  inor- 
ganic phosphate  excretion  without  change  in  the 
serum  inorganic  phosphate.  Milhorat  and  Tos- 
cani40  reported  the  balance  of  phosphorus  to  be  ! 
consistently  negative  for  forty-two  days  in  an 
interval  free  from  seizures.  They  thought  the 
origin  of  the  phosphorus  was  the  muscles  rather  j 
than  the  bones.  Sizable  quantities  of  phosphorus 
were  excreted,  even  though  large  amounts  of  it 
were  ingested.  In  thyrotoxicosis,  phosphate 
excretion  is  greatly  increased,  diminishing  mark- 
edly after  total  thyroidectomy.3*  In  the  course 
of  an  attack  precipitated  by  adrenalin  and  in- 
sulin, potassium  and  phosphorus  are  withdrawn 
from  the  blood, 2la  and  therefore  from  the  urine, 
to  be  stored  temporarily  in  the  liver  and  muscle3* b 
until  sufficient  thyroid  is  mobilized  to  return 
potassium  and  phosphorus  to  the  blood  and 
urine  and  relieve  the  seizure. 

Adrenalin  and  Periodic  Paralysis 

Any  procedure  that  increases  the  adrenalin 
content  of  the  body  fluid  may  induce  attacks3*1 — 
a meal  high  in  carbohydrate,  strenuous  exercise, 
thyro toxicosis.  Talbott3*1  claims  that  an  injec- 
tion of  adrenalin  decreases  the  concentration  of 
serum  potassium,  that  in  fact  insulin  exercises  its 
paralytic  effect  through  the  stimulation  of 
adrenalin  secretion.  Hertzler,31*1  on  the  other 
hand,  remarks  that  insulin  inhibits  adrenalin 
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glycogenolysis — i.e.,  the  transformation  of  gly- 
cogen into  glucose  and  lactic  acid.  Adrenalin 
raises  the  blood  sugar  and  insulin  lowers  it. 
While  some  investigators  found  that  seizures 
could  be  induced  by  adrenalin,311-42  presumably 
by  lowering  serum  potassium,  21b-cd  others42 
could  not  provoke  attacks  with  adrenalin.  None 
of  my  patients  responded  with  paralysis  to  its 
injection.  Thyroid  creates  an  over-reactivity  to 
adrenalin, 3h  probably  by  sensitizing  sympathetic 
nerve  endings  in  the  liver,  so  that  they  respond 
overactivelv  to  normal  amounts  of  adrenalin. 
Thyroxin,  in  fact,  stimulates  excessive  adrenalin 
secretion.  It  is  difficult  to  see  how,  if  this  is 
true,  adrenalin  could  have  had  an  adverse  effect 
on  my  patients,  since  they  responded  so  profit- 
ably to  thyroid.  It  would  appear  that  adrenalin 
exercises  its  paralytic  effect  only  in  those  cases 
in  which  there  has  developed  a degree  of  hyper- 
thyroidism. In  those  patients  who  have  not 
compensated  writh  overactivity  of  the  thyroid, 
adrenalin  does  not  seem  to  provoke  seizures. 

Sodium  Chloride  and  Periodic  Paralysis 

Potassium  and  sodium  appear  to  play  contrary 
roles  in  regulating  thyroid  function.  Potassium 
aggravates  while  sodium  exerts  a beneficial 
effect  upon  experimental  hyperthyroidism.43 
There  may  even  be  some  danger  in  the  persist- 
ent administration  of  potassium  in  cases  of 
periodic  paralysis  in  view  of  the  spontaneous 
tendency  to  develop  exophthalmic  goiter.  Dur- 
ing the  seizure  there  is  an  oliguria3h  and  a decrease 
in  urinary  excretion  of  sodium  chloride.  After 
the  attack  salt  excretion  increases.311-25  At  no 
time  is  there  a change  in  the  serum  concentration 
of  sodium  chloride. 31 -7-25  Thyroid  substance 
promotes  diuresis  by  mobilizing  the  water  and 
salt  of  the  tissues.31  It  is  questionable  whether 
or  not  this  physiologic  change  in  wrater  and 
sodium  chloride  relations  has  any  therapeutic 
effect. 

The  Vagus  and  Periodic  Paralysis 

Pudenz  et  al.7  found  that  mecholyl  (acetyl- 
beta-methylcholine  chloride)  and  doryl  (carb- 
aminoylcholine  chloride),  related  to  acetylcholine, 
produced  a recovery  from  attacks  without  a rise 
in  serum  potassium,  while  Holmes44  reported  a 
rise  in  plasma  potassium  after  their  administra- 
tion. Zabriskie  and  Frantz4  discovered  no  help- 
ful response  to  acetylcholine.  In  my  patients 
prostigmine,  mecholyl,  doryl,  and  acetylcholine 
had  no  beneficial  effect.  Stewart  et  al41  found 
that  the  activity  of  serum  choline-esterase 
throughout  showed  no  deviation  from  the  normal. 

While  the  seizure  of  periodic  paralysis  re- 
sembles in  many  ways  an  attack  of  acute  thyroid 
failure,  it  may,  like  the  latter,  be  compared  to  a 


vasovagal  attack  in  the  excessive  appetite  prior 
to  the  spell;  in  the  perspiration;  in  the  tendency 
for  seizures  to  appear  at  night,  wdien  the  vagus 
is  especially  active  (ft.  Schmidt:  In  der  Nacht 
wacht  der  Vagus  auf”);  and  in  the  bradycardia 
and  hypotension.  Pudenz  et  al 7 reported  that 
the  slow  pulse  during  a seizure  disappeared  after 
the  administration  of  atropine.  Stoll  and  Nis- 
newitz45  noted  the  abolition  of  an  electrocardio- 
graphic auriculoventricular  conduction  defect 
and  the  tendency  of  the  T-waves  to  return  to 
normal  after  the  administration  of  atropine  sul- 
fate. They  interpreted  this  as  an  indication  of 
vagotonia  during  the  seizure. 

Thyroid  increases  the  oxygen  consumption  of 
the  vagus  and  stimulates  it,3f  with  the  probable 
release  of  acetylcholine.  Zabriskie  and  Frantz4 
reported  a patient  who  thought  that  a heavy 
meal  at  night  was  harmful.  If  he  ate  breakfast 
while  recovering  from  an  attack  of  any  severity, 
the  paralysis  might  return.  This  could  conceiv- 
ably be  due  to  a muscular  vagasthenia,  while 
most  of  the  available  acetylcholine  is  being  used 
in  the  digestive  process.  Under  this  hypothesis 
there  is  no  denial  of  the  existence  of  a vagotonia 
but  a conception  of  its  visceral  concentration  on 
the  function  of  the  heart  and  gastrointestines  to 
the  neglect  of  voluntary  muscle.  In  this  scheme 
thyroid  would  simply  shift  the  stimulus  of  the 
vagus  hormone  to  paralyzed  striated  muscle. 

Blood  Cholesterol  and  Periodic  Paralysis 

In  hypothyroidism  the  blood  cholesterol  is 
elevated,31-8-46  while  in  hyperthyroidism  it  is 
diminished.31-46-47  Since  normally  the  pancreas 
saponifies  fat  through  its  steapsin  and  since  this 
function  is  inhibited  by  thyroid,  there  is  in  hyper- 
thyroidism a loss  of  fat  in  the  stools.  The  op- 
posite is  true  in  hypothyroidism.  In  the  latter 
there  is  a decrease  in  blood  fat  and  in  the  produc- 
tion of  milk  and  fat,48  while  in  hyperthyroidism 
blood  fat  increases49  as  the  fat  deposits  in  muscle 
diminish.31  If  the  seizure  of  periodic  paralysis  is 
a state  of  acute  thyroid  failure,  the  blood  choles- 
sterol  ought  to  be  increased  during  the  attack. 
It  is  important  to  study  the  blood  cholesterol  in 
the  life  history  of  periodic  paralysis,  particularly 
when  it  is  recalled  that  as  one  gets  older  the  blood 
cholesterol  increases.46  This  may  have  some 
especial  relevance  for  periodic  paralysis  which 
tends  to  improve  with  age  and  disappear  in  the 
forties. 

Sleep  and  Periodic  Paralysis 

Periodic  paralysis  often  occurs  during  sleep. 
The  deep  reflexes  which  are  lost  in  the  seizure 
are  always  absent  in  the  sleep  of  normal  individ- 
uals.50 Periodic  paralysis  is  related  to  narco- 
lepsy and  cataplexy.1-51  All  three  conditions  may 
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be  incited  by  emotion.  They  are  characterized 
by  atonicity  and  flaccidity.  Reflex  activity  is 
lost  in  narcolepsy,616  and  there  is  a temporary 
disturbance  in  the  electrical  reactions.510  A 
relative  lymphocytosis  characterizes  periodic 
paralysis, 5lb  and  a similar  blood  picture  has  been 
found  in  narcolepsy52  and  cataplexy.516  It  seems 
plausible  that  with  a burst  of  emotion  there  is 
adrenalin  release  in  the  cataplectic  or  narcoleptic 
and  a lowering  in  serum  potassium  with  precipi- 
tation of  a seizure.  Studies  of  blood  potassium 
in  these  conditions  may  be  revealing.  I have 
made  a number  of  observations — insufficient, 
however,  to  bear  statistical  scrutiny — that  there 
is  a tendency  among  hypothyroid  individuals  to 
show  under  emotion,  especially  sudden  laughter, 
cataplectic  helplessness.  Sleep  paralysis50  re- 
sembles cataplexy  except  that  the  seizure  appears 
nocturnally  instead  of  diurnally  and  is  not  pre- 
cipitated by  emotion.  Furthermore,  the  attack 
occurs  during  the  period  of  falling  asleep  or  of 
awakening.  As  in  periodic  paralysis,  the  pa- 
tient, although  quite  conscious,  is  unable  to 
move  his  limbs  and  often  feels  intensely  anxious. 
A touch  quickly  dispels  the  attack.  The  ap- 
pearance of  the  paralysis  on  waking  or  falling 
asleep,  when  bodily  function  and  metabolism  are 
being  altered,  suggests  a relation  to  thyroid  im- 
balance. 

The  Adrenal  Cortex  and  Periodic  Paralysis 

Mamou  and  Hadjouj3®  report  the  relief  of 
periodic  paralysis  by  suprarenal  extract  and  radi- 
ation of  the  thyroid.  It  is  not  clear  in  what  de- 
gree the  adrenal  extract  was  the  therapeutic 
agent,  but  if  it  played  a helpful  role  at  all,  this 
simply  adds  another  contradiction,  since  the 
suprarenal  cortical  hormone  lowers  plasma  potas- 
sium,31 presumably  by  restoring  a normal  balance 
between  intracellular  and  extracellular  potas- 
sium.22 The  administration  of  10  to  40  cc.  of 
adrenal  cortical  extract  and  90  per  cent  glucose 
have  produced  attacks.31  If  the  adrenal  cortex 
played  any  precipitating  role,  it  is  in  sharp  con- 
trast to  the  therapeutic  effect  of  suprarenal  ex- 
tract in  the  hands  of  Mamou  and  Hadjouj.3® 
Talbott3h  has  outlined  the  similarity  between 
Addison’s  disease  following  excessive  assimilation 
of  desoxycorticosterone  acetate  and  the  seizure 
of  periodic  paralysis:  (a)  decreased  concentra- 
tion of  serum  potassium  and  phosphate,  ( h ) im- 
provement in  symptoms  following  potassium 
ingestion,  (c)  increase  in  the  volume  of  plasma 
and  interstitial  fluid,  and  ( d ) acute  cardiac  dila- 
tation. There  is  a disturbance  of  carbohydrate 
metabolism  in  Addison’s  disease,  in  thyrotoxi- 
cosis,311 and  in  periodic  paralysis.  A retarded 
excretion  of  potassium  by  the  kidneys  in  failing 
adrenal  function  insures  a high  level  of  potassium 


in  the  plasma  which  prevents  paralysis.  After 
overdosing  with  desoxycorticosterone  acetate  in 
treatment  there  follows  increased  excretion  of 
potassium  with  a drop  in  its  blood  level  and 
paralysis.3*  In  hypothyroidism,  as  the  stimu- 
lating power  on  the  adrenals  by  the  inadequate 
thyroid  is  reduced  and  as  the  inhibitory  power  of 
the  pancreas  on  the  adrenals  is  increased,  adrenal 
function  diminishes.31  Is  it  not  possible  then 
that  the  seizure  of  periodic  paralysis  is  to  some 
extent  related  to  an  adrenal  insufficiency?  This 
concept  receives  some  slight  reinforcement  from 
the  observation  that  in  Addison’s  disease  as  in 
the  seizure  of  periodic  paralysis  there  is  a direct 
correlation  between  the  height  of  the  electro- 
cardiographic T-wave  and  the  level  of  serum 
potassium.63 

The  Electrocardiogram  and  Periodic 
Paralysis 

Study  of  the  electrocardiogram  in  the  seizure 
of  periodic  paralysis  reveals  a defect  in  the  propa- 
gation of  the  excitation  wave,41  a marked  im- 
pairment in  auriculo ventricular  conduction,  and 
flattening  of  the  T-wave.45  In  uremia  and  Addi- 
son’s disease  there  is  a direct  correlation  between 
the  height  of  the  T-wave  and  the  level  of  serum 
potassium.53  Furthermore,  with  the  intrave- 
nous injection  of  potassium  chloride  in  dogs  the 
first  electrocardiographic  change  is  an  increase  in 
the  height  of  the  T-wave.54  As  part  of  a program 
to  verify  experimentally  the  effect  of  thyroid  in 
periodic  paralysis  a study  must  be  made  of  the 
changes  in  the  electrocardiogram  prior  to,  during, 
and  following  the  administration  of  thyroid  sub- 
stance in  the  course  of  a seizure. 

Myasthenia  Gravis,  Myotonia  Congenita, 
and  Periodic  Paralysis 

In  noting  the  relationship  of  myotonia  con- 
genita, myotonia  atrophica,  paramyotonia  con- 
genita, progressive  muscular  dystrophy,  Adie’s 
syndrome,  myasthenia  gravis,  and  periodic  I 
paralysis,  one  is  tempted  to  evaluate  thyroid 
in  all.  J.  0.,  H.  H.,  and  E.  H.,  suffered  from 
muscular  dystrophy  in  addition  to  periodic 
paralysis.  H.  H.  also  complained  of  and  under 
clinical  examination  showed  typical  myotonia. 
Holtzapple38  described  a family  in  which  there 
were  several  cases  of  periodic  paralysis  and 
muscular  dystrophy.  Oppenheim  and  Bern- 
hardt65 called  attention  to  the  connection  be- 
tween these  diseases.  Talbott3h  and  Sanders56 
discussed  the  development  of  muscular  atrophy  in 
patients  with  periodic  paralysis.  It  has  been 
observed311  that  there  is  a higher  incidence  of 
dystrophic  and  atrophic  change  in  familial 
periodic  paralysis  than  in  the  nonfamilial  variety. 
Myotonia  too  has  been  described  accompanying 
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periodic  paralysis.31*  It  has  been  particularly 
observed  that  there  are  similarities  between 
periodic  paralysis  and  myasthenia  gravis  and 
that  the  pathogenesis  of  the  muscle  weakness  in 
each  condition  may  be  related. 3h-5-13-44-57  Only 
a very  few  similarities  need  be  mentioned  here: 
the  tendency  to  develop  exophthalmic  goiter; 
the  creatinuria;  the  relief  of  weakness  by  potas- 
sium. It  has  been  demonstrated  in  myasthenia 
gravis  that  there  is  a retention  of  potassium  in 
muscle  substance  during  periods  of  weakness.58 
In  the  seizure  of  periodic  paralysis  also  there  is 
in  all  probability  a shift  of  potassium  from  the 
serum  to  muscle.  In  view  of  the  close  relation- 
ship between  the  two  disorders,  thyroid  sub- 
stance must  be  given  extensive  tests  in  the  treat- 
ment of  myasthenia  gravis.  In  still  another 
related  muscular  disorder,  myotonia  congenita, 
Weiss  and  Kennedy59  reported  the  beneficial 
effect  of  the  administration  of  thyroid  substance. 
Poucher  and  Wade60  found  the  thyroid  therapy 
of  myotonia  congenita  ineffectual  in  two  adults, 
helpful  in  a child,  and  giving  complete  relief  to  an 
infant.  In  H.  H.,  thyroid  substance  removed 
not  only  his  seizures  but  also  his  myotonia. 

The  Relief  of  Migraine  in  Periodic  Paraly- 
sis by  Thyroid  Substance 

Periodic  paralysis  and  migraine  are  related.3** 
38,5ic,6i  xhe  regulated  use  of  thyroid  extract 
may  relieve  migrainous  headaches  in  those  patients 
whose  metabolic  rates  are  below  20  per  cent  partic- 
ularly, if  their  attacks  are  associated  with  fatigue 
or  strain.61  Migraine,  like  periodic  paralysis, 
is  not  an  illness  with  a single  cause  and  cure. 
Both  are  symptom-complexes  in  which  several 
pathophysiologic  mechanisms  bring  about  a final 
common  process.3*’61  Both  are  in  a measure 
dependent  upon  hereditary  tendencies.  Both 
show  autonomic  lability.  The  ideal  treatment 
for  both  must  be  variable  and  individualized. 
Maclachlan 510  points  out  that  there  is  a disturb- 
ance of  gastric  function  in  both — an  achylia 
gastrica  and  deficient  starch  digestion — paralysis 
of  muscles  may  occur  in  the  two  conditions,  and 
bulimia  is  a common  precursor  in  both.  Carbo- 
hydrates have  from  time  to  time  been  prohibited 
because  of  their  alleged  causative  significance  in 
migraine.62  Similarly,  an  oversupply  of  carbo- 
hydrates will  precipitate  an  attack  of  periodic 
paralysis.216’0 

In  my  series  of  7 patients  who  are  taking  thy- 
roid substance,  3 (S.  0.,  J.  0.,  and  E.  H.)  have 
suffered  from  migraine  for  many  years.  Since 
E.  H.  has  been  taking  1/i  grain  twice  a day  for  the 
past  year  and  a half,  she  has  not  had  a migrainous 
attack.  This  is  the  longest  free  interval  she  has 
ever  experienced.  J.  0.  and  S.  0.  take  a grain 


of  thyroid  at  the  onset  of  a typical  headache, 
and  it  disappears  within  five  to  thirty  minutes, 
not  to  return. 

If  a relationship  between  migraine  and  periodic 
paralysis  as  pathophysiologic  states  is  established 
by  the  foregoing  evidence  and  by  their  response 
to  thyroid,  still  another  minor  contradiction 
presents  itself.  While  gynergen  offers  the  most 
consistent  relief  in  the  general  case  of  migraine, 
this  drug  tends  to  produce  some  weakness  when 
given  to  J.  0. 

The  clinical  experience  with  oxygen  in  the 
relief  of  migraine  suggests  that  retarded  oxidation 
plays  some  part  both  in  the  development  of  the 
headache  and  in  the  paralytic  process.  The  use 
of  oxygen,  much  as  in  the  treatment  of  migraine, 
deserves  a trial  in  the  seizure  of  periodic  paralysis. 
In  spite  of  the  fact  that  several  days  are  required 
for  thyroid  substance  to  increase  oxidative  proc- 
esses, it  is  tempting  to  speculate  on  the  possibility 
that  thyroid  is  in  some  way  and  to  some  extent 
effective  in  these  terms,  especially  when  it  is 
recalled  that  paralyzed  muscle  consumes  less 
oxygen  than  unparalyzed  muscle.  Zabriskie 
and  Frantz4  observe  that  paralytic  seizures  are 
more  frequent  and  more  intense  in  cold  weather 
and  that  there  is  greater  freedom  from  attacks  in 
summer.  They  produce  local  seizures  by  cool- 
ing the  tissues  and  recovery  by  the  application 
of  heat.  They  find  that  the  oxygen  consumption 
of  paralyzed  muscle  is  decreased  as  compared 
with  unparalyzed  muscle,  although  even  the  latter 
consumes  less  oxygen  than  a normal  control. 
Thyroid  substance  increases  the  oxygen  con- 
sumption of  tissues  by  25  per  cent35-63  and  at  the 
same  time  raises  the  level  of  body  heat,  both  of 
which  may  be  factors  in  preventing  seizures  or 
promoting  recovery  from  them.  Even  though 
other  experience37  teaches  us  that  oxidative 
processes  do  not  alter  quickly  in  response  to  thy- 
roid, it  is  still  inviting  to  consider  the  possibility 
(in  view  of  the  alterations  in  metabolic  rate  seen 
in  attacks)  that  oxygen  consumption  is  depressed 
or  at  least  shows  variations  during  seizures.  It 
appears  unlikely,  however,  that  this  is  the  mech- 
anism by  which  thyroid  substance  is  sympto- 
matically effective,  inasmuch  as  it  takes  five  or 
six  days37  for  oxidative  processes  to  increase  after 
administration  of  the  gland  substance,  while 
recovery  takes  place  within  some  minutes. 
Taken  orally,  the  drug  produces  recovery  from 
an  attack  in  ten  to  thirty  minutes. 

All  my  patients  observed  that  whereas  prior 
to  the  regular  use  of  thyroid  they  were  subject 
to  frequent  seizures  in  cold  weather,  they  could 
now  withstand  very  low  temperatures  without 
sensations  of  weakness.  Furthermore,  a tend- 
ency for  the  hands  and  feet  to  grow  cold  was 
gone.  A susceptibility  to  upper  respiratory  in- 
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fection  was  tremendously  reduced.  A change 
noted  by  all  7 patients  was  that  they  no  longer 
seemed  to  perspire  so  freely  as  they  did  before 
taking  thyroid  nor  did  their  hands  ever  get  cold 
and  clammy.  It  will  be  recalled  that  perspira- 
tion and  cold,  moist  hands  may  be  precursors  of 
the  seizure  or  in  themselves  evidence  of  an  abor- 
tive attack.  While  they  wefe  taking  thyroid, 
the  patients  noted  a marked  improvement  in 
their  capacity  to  work  and  be  active  without 
developing  mild  seizures. 

The  Favorable  Response  of  Periodic  Paraly- 
sis to  Thiamine  Chloride 

Two  patients,  D.  L.  (female,  aged  23)  and  H. 
B.,  reported  improvement  indicated  by  consider- 
able lessening  in  frequency  and  intensity  of 
seizures  while  taking  thiamine  chloride  orally, 
5 mg.  twice  a day.  I was  unable  to  verify  their 
report  objectively.  D.  L.  lives  in  another 
city,  and  H.  B.  is  inaccessible  out  of  his  own 
inertia.  Palmer64  has  reported  that  65  per  cent 
of  60  patients  with  migraine  were  completely 
relieved  during  treatment  with  vitamin  Bi  sup- 
plemented by  vitamin  B complex.  He  recom- 
mends vitamin  B therapy  on  the  hypothesis  that 
a metabolic  disturbance  produces  a general 
toxemia  or  enzyme  deficiency.  In  view  of  the 
relationship  between  migraine  and  periodic 
paralysis,  treatment  with  thiamine  chloride 
might  be  recommended  for  the  latter  on  the  same 
hypothesis.  Thyroid  substance  increases  the 
elimination  of  creatinine  in  the  urine. 3/  Co-car- 
boxylase, the  active  form  of  vitamin  Bi  in  the 
tissues,  produces  a decrease  in  creatinine  ex- 
cretion.65 This  would  appear  to  be  another  of 
those  contradictions  in  the  pathophysiology  of 
periodic  paralysis.  It  is  worth  recalling  at  this 
point  that  H.  B.,  who  responded  favorably  to 
thiamine  chloride  treatment,  failed  to  profit  very 
much  from  thyroid  administration.  Vitamin 
Bi  is  closely  related  to  oxidative  processes,  and 
the  amount  needed  seems  to  be  determined  by 
caloric  intake.  It  plays  an  important  role  in 
carbohydrate  metabolism65  which  is  disturbed 
in  periodic  paralysis.  Still  another  contradic- 
tion becomes  apparent  when  it  is  recalled  that 
thiamine  chloride  increases  insulin  hypogly- 
cemia,66 while  thyroid  substance  inhibits  insulin 
secretion  and  raises  the  blood  sugar. 3f>3lb 

Summary  and  Conclusions 

1.  The  contradictory  findings  in  the  patho- 
physiology of  periodic  paralysis  are  posed  so  that 
their  frequent  re-examination,  correction,  and 
ultimate  synthesis  will  produce  some  new  clari- 
fication and  a new  point  of  departure. 

2.  Thyroid  substance  neutralizes  or  prevents 
the  onset  of  the  seizure  of  periodic  paralysis. 


3.  Thyroid  substance  may  exert  its  thera- 
peutic influence  by: 

(а)  Replacement  in  a paralytic  seizure, 
if  the  seizure  is  an  expression  of  recurrent 
secretory  thyroid  failure. 

(б)  Altering  the  physiology  of  the  intra- 
and  extracellular  potassium  and  phos- 
phate and  returning  them  to  the  blood 
and  urine  from  the  liver  and  muscle. 

(c)  Inhibiting  insulin  secretion,  which 
tends  to  provoke  paralysis. 

( d ) Diminishing  the  glycogen  content 
of  the  liver  and  muscle,  raising  the  blood 
sugar,  and  producing  glycosuria. 

(e)  Decreasing  the  total  protein  of  the 
blood  and  increasing  the  total  urinary 
nitrogen  excretion. 

(/)  Overcoming  oliguria  and  decreased 
excretion  of  sodium  chloride  to  promote 
mobilization  of  the  water  and  salt  of  the 
tissues  and  diuresis. 

(i g ) Shifting  vagus  hormone  stimulation 
to  the  motor  end  plates. 

(h)  Increasing  the  oxygen  consumption 
of  the  tissues  and  raising  the  level  of  body 
heat. 

4.  Since  thyroid  substance  exercises  a thera- 
peutic role,  it  is  likely  that  the  hyperthyroidism 
that  develops  in  the  course  of  periodic  paralysis 
is  the  organism’s  corresponding  physiologic  at- 
tempt to  recover  strength.  The  use  of  thyroid 
as  medication  may  very  well  prevent  goiter  or  the 
patient’s  having  to  enlarge  internal  thyroid  secre- 
tion. The  hyperthyroidism  that  develops  in  the 
course  of  periodic  paralysis  is  not  a factor  in  the 
pathogenesis  of  paralysis  so  much  as  it  is  a com- 
pensatory design  on  the  part  of  the  organism 
to  alter  the  physiology  of  the  intra-  and  extra- 
cellular potassium  and  in  this  sense  an  attempt  to 
relieve  the  seizure.  Thyroid  exercises  a govern- 
ing or  balancing  role  in  the  extra-  and  intra- 
vascular, in  the  extra-  and  intracellular  relations 
of  the  potassium  ion.  In  those  instances  in  which 
thyroid  is  most  effective,  the  direction  given  by 
the  addition  of  the  glandular  substance  is  toward 
diluting  the  extravascular  and  concentrating  the 
intravascular  ionic  content.  Apparently  the 
administration  of  potassium  alone  is  not  nearly 
so  effective  in  the  absence  of  the  governing  or 
directing  influence  of  thyroid,  which  transfers 
potassium  from  the  liver  and  muscle  to  the  serum. 
Since  there  is  not  an  actual  potassium  defi- 
ciency in  the  body  of  the  periodically  paralytic 
but  only  an  unphysiologic  distribution  correctible 
by  thyroid  and  since  potassium  may  aggravate 
hyperthyroidism,  thyroid  substance  should  be 
used  in  preference  to  potassium  as  a therapeutic 
agent  wherever  paralysis  is  uncomplicated  by 
incipient  or  full-blown  goiter. 
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5.  There  is  a familial  variety  of  periodic 
paralysis  without  exophthalmic  goiter  which 
responds  to  thyroid  and  not  to  potassium,  and  a 
sporadic  type  of  periodic  paralysis  which  may  or 
may  not  be  accompanied  by  exophthalmic  goiter 
which  responds  to  potassium,  to  removal,  or  to 
irradiation  of  the  thyroid  gland  and  is  aggravated 
by  thyroid  substance. 

6.  If  the  seizure  represents  thyroid  failure, 
there  may  be  compensatory  anterior  pituitary 
oversecretion  which  produces  temporary  exo- 
phthalmos and  possibly  even  generalized  muscle 
weakness. 

7.  Adrenalin  appears  to  exercise  its  paralytic 
effect  only  in  those  cases  in  which  there  has  de- 
veloped a degree  of  hyperthyroidism.  In  those 
patients  who  have  not  compensated  with  over- 
activity of  the  thyroid,  adrenalin  does  not  seem 
to  provoke  seizures. 

8.  It  is  possible  that  the  seizure  of  periodic 
paralysis  is  to  some  extent  related  to  an  adrenal 
insufficiency. 

9.  A high  protein  diet  may  reduce  the  in- 
tensity and  frequency  of  seizures. 

10.  Thyroid  substance  prevented  the  appear- 
ance or  relieved  attacks  of  migraine  in  three 
patients  with  periodic  paralysis. 

11.  Two  patients  made  a favorable  response 
to  thiamine  chloride. 
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THE  CLINICAL  USE  OF  ADRENAL  CORTICAL  HORMONES 
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KECENT  work  on  the  relation  of  adrenal  cor- 
- tical  hormones  to  surgical  and  medical 
shock  and  to  severe  infections  has  developed  a 
diversity  of  opinions.  In  this  paper,  we  shall 
attertipt  to  assemble  some  of  the  available  data, 
to  relate  our  own  experiences  with  a group  of 
cases,  and  to  try  to  present  definite  indications 
and  contraindications  for  the  use  of  these  hor- 
mones. 

Historical  Data 

In  1934,  we1  did  some  experimental  work  de- 
signed to  test  the  effect  of  injections  of  adrenal 
cortex  extract  on  resistance  to  bacterial  infection, 
which  we  later  reported  before  the  Clinical  So- 
ciety of  the  Bronx  Hospital. 

Adrenalectomized  rats  w^ere  sustained  in  good 
health  by  1-cc.  injections  of  adrenal  cortex  ex- 
tract; another  group  of  normal  rats  receiving 
1-cc.  injections  of  adrenal  cortex  daily  were  able 
to  withstand  intraperitoneal  injection  of  virulent 
streptococci,  in  doses  large  enough  to  kill  the 
control  animals.  Other  investigators,2  working 
with  guinea  pigs,  found  that  injections  of  adrenal 
cortex  extract  conferred  an  increased  resistance 
to  bacterial  toxins  on  normal  guinea  pigs.  These 
observations  stimulated  our  interest  in  the  effect 
of  cortical  hormones  on  resistance  to  severe  in- 
fections and  to  surgical  shock  in  human  beings. 
The  effect  of  eschatin  and  later  of  desoxycortico- 
sterone  acetate  f has  been  tested  in  a number  of 
surgical  and  medical  cases  during  the  last  six 
years.  The  recent  reports  of  Perla  and  Marmor- 
sten3  have  stimulated  interest  in  the  subject  to 
such  an  extent  that  our  results  seem  worth  record- 
ing. 

Physiology 

The  adrenal  cortex  manufactures  a large  num- 
ber of  steroids  of  similar  chemical  composition 
but  of  markedly  different  physiologic  behavior. 
Most  recent  workers4 *5-6  agree  on  the  following 
classification: 

1.  The  sodium  factor,  which  is  primarily  im- 
portant in  maintaining  the  electrolyte  equilib- 
rium of  sodium,  chloride,  potassium,  and  the 
water  balance  of  the  body,  may  be  identical  with 

From  the  Endocrine  Clinic  of  the  Bronx  Hospital,  New 
York  City. 

* Deceased. 

t The  desoxycorticosterone  acetate  (cortate)  was  kindly 
supplied  by  Dr.  Max  Gilbert,  of  the  Schering  Corporation. 
It  will  hereafter  be  designated  either  with  its  full  chemical 
name  or  as  "cortate,”  its  proprietary  pharmaceutic  name. 


the  synthetic  steroid,  desoxycorticosterone  ace- 
tate, although  Hartman6  considers  them  two 
distinct  adrenal  substances.  This  has  only  a 
weak  glycotropic  (anti-insulin,  diabeticogenic,  or 
blood-sugar-raising  effect — Ferrebee4),  a weak 
andromimetic  (simulating  androgenic,  increasing 
the  size  of  the  male  secondary  sexual  structures — 
Hooker  and  Collins5),  and  no  anti-infectious 
effect  (Ettelson60). 

2.  The  cortin  factor,  which  can  maintain 
adrenalectomized  animals  in  good  condition  even 
at  low  plasma  sodium  levels,  may  be  identical 
with  corticosterone  and  dehydrocorticosterone, 
which  are  found  in  higher  concentrations  in 
adrenal  cortical  extract,  eschatin,  etc.  The  pure 
compounds  have  not  thus  far  been  available  in 
sufficient  quantities  to  permit  adequate  clinical 
tests. 

3.  The  carbohydrate  metabolism,  or  glyco- 
tropic, diabeticogenic  factor,  is  still  in  dispute. 
Loeb7  speaks  of  the  decrease  in  sensitivity  to 
insulin  in  Addison’s  disease  and  Hartman8  of  the 
gluconeogenesis  occurring  with  injections  of 
adrenal  cortical  extracts.  Large  doses  of  adrenal 
extract,  corticosterone,  dehydrocorticosterone,  or 
Kendall’s  compound  E raise  the  liver  glycogen 
markedly  above  normal  (Long,  Katzen,  and 
Fry9).  The  glycotropic  effect  of  desoxycorti- 
costerone acetate  is  still  in  dispute. 

4.  The  gonadal,  or  sex  factors,  found  in  small 
concentration  in  desoxycorticosterone  acetate 
and  in  larger  concentrations  in  certain  cortical 
extracts,  are  stressed  by  Looney.11 

5.  The  pigment  metabolism  factor,  of  which 
practically  nothing  is  known  except  the  clinical 
association  with  Addison’s  disease,  although  dis- 
appearance of  pigmentation  has  been  reported  in 
some  cases  after  treatment  with  adrenal  extract. 

6.  The  lactation  factor  (Brownell10),  which 
affects  the  metabolism  of  lactating  animals,  has 
been  termed  cortilactin,  and  Hartman  (e.c.)  has 
prepared  it  by  iso-electric  precipitation. 

7.  Polyglandular  factors — i.e.,  the  effects  of 
stimulation  or  inhibition  of  other  glands  in  the 
endocrine  chain,  such  as  the  anterior  pituitary, 
the  posterior  pituitary,  the  thyroid,  parathyroid, 
and  pancreas — have  only  begun  to  receive  atten- 
tion. There  are  Looney’s11  reference  to  the 
effect  on  pituitary  function,  Marine’s12  reference 
to  the  connection  with  exophthalmic  goiter, 
Watson’s13  claim  that  adrenal  cortical  extract 
causes  a reduction  of  the  phosphatase  of  the 
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bones  in  rats,  and  the  statement  by  Cope  et  al.u 
that  adrenal  cortical  extract  and  desoxycortico- 
sterone  acetate  lower  the  high  blood  serum  amyl- 
ase found  in  adrenal  cortical  insufficiency. 
Hartman’s  recent  review66  mentions  metabolic 
effects,  such  as  the  decrease  in  the  metabolism  of 
kidney  and  liver  slices,  the  decrease  in  the  de- 
amination of  amino  acids  by  the  kidney,  and  the 
decrease  in  the  oxidation  of  pyruvate,  succinate, 
and  citrate  by  both  kidney  and  liver,  all  in 
adrenalectomized  animals. 

8.  The  immunologic  effect  or  factor  is  referred 
to  by  Perla  and  Marmorsten3  in  the  treatment  of 
pneumonia  and  other  severe  infections,  by  Cope 
and  Kapnick14  in  the  delayed,  transient  response 
to  vaccinia  virus  after  adrenalectomy,  and  by 
Ettelson6,  who  protected  adrenalectomized  rats 
against  lethal  doses  of  typhoid  vaccine  by  adrenal 
cortex  extracts  but  not  by  desoxycorticosterone 
acetate. 

Enough  has  been  said  here  to  make  it  clear  that 
these  widespread  physiologic  effects  of  adrenal 
preparations  are  rarely  single  in  action,  and  to 
indicate  that  these  factors  may  represent  the 
potencies  of  single  hormones  or  groups  of  hor- 
mones of  the  adrenal,  modified  often  by  chemical 
fractionation,  and,  in  almost  all  cases,  as  yet  im- 
perfectly understood. 

Shock 

The  use  of  desoxycorticosterone  acetate  and 
adrenal  cortical  extracts  in  shock  has  received 
some  belated  clinical  attention  since  the  work  of 
Perla  and  Marmorsten3  although  Swingle,  Pfiff- 
ner,  et  a/.16  had  early  pointed  out  the  similarities 
of  adrenal  insufficiency  and  shock,  Dietrich16  had 
described  edema  of  the  adrenal  cortex  in  pro- 
tracted infections  and  degenerative  changes  in 
the  lipoids  in  different  sections  of  the  gland, 
Aschoff 17  had  noted  similar  changes  in  diphtheria, 
scarlet  fever,  and  septic  infections,  and  Weil  and 
Browne18  had  found  a maximum  excretion  of  cor- 
tin  in  the  urine  between  the  third  and  fifth  day 
postoperatively,  showing  the  necessity  for  in- 
creased adrenal  cortical  hormones  in  severe  in- 
fections and  shock. 

Unfortunately,  most  surgical  operations  do 
not  allow  as  thorough  a preoperative  study,  par- 
ticularly of  electrolyte  metabolism,  as  the  newer 
knowledge  of  adrenal  cortex  physiology  seems  to 
make  desirable.  For  this  reason,  it  has  been 
thought  worth  while  to  subdivide  the  vague 
entity  known  as  “shock”  into  certain  possible 
causative  factors  and  to  consider  the  therapy  of 
these  in  turn. 

Both  “medical”  and  “surgical”  shock,  the 
latter  subdivided  into  primary  and  secondary, 
are  spoken  of  in  the  literature,  but  it  seems  obvi- 
ous that  a causative  classification  will  be  more 


fruitful.  Scudder19  attempts  a more  thorough 
analysis  on  the  basis  of  cell  volume,  specific 
gravity  of  whole  blood,  specific  gravity  of  plasma, 
and  the  percentage  of  plasma  proteins,  but  even 
this  neglects  too  many  theoretic  factors.  In  the 
absence  of  thorough  pre-  and  postoperative 
studies  of  shock,  the  causative  factors  appear  to 
be: 

1.  Disturbances  in  membrane  permeability 
and  water  balance;  the  common  dehydration, 
guarded  against  by  surgeons  by  intravenous  sa- 
line, etc.,  but  not  checked  by  plasma  protein 
determinations  and  cell  volume  studies;  and  the 
rarer  form  of  water  intoxication,  which  Swdngle20 
was  able  to  prevent  in  adrenalectomized  animals 
by  priming  doses  of  desoxycorticosterone  acetate. 
These  are  not  limited  to  effects  on  renal  function, 
since  shifts  of  water  into  skeletal  muscle,  erythro- 
cytes, and  other  tissues  have  been  demonstrated. 

2.  Abnormal  concentrations  of  the  electro- 
lytes of  the  blood  plasma,  interstitial  fluid,  and 
intracellular  fluid,  so  that  study  of  the  sodium, 
chloride,  potassium,  calcium,  magnesium,  car- 
bonate, and  phosphate  ions  becomes  important. 
Thus  the  role  of  potassium  in  the  production  of 
muscular  paralysis  and  electrocardiographic 
changes  has  only  recently  been  demonstrated.19 

3.  Hypoglycemic  shock,  which  could  be 
checked  only  by  frequent  glucose  estimations  pre- 
and  postoperatively. 

4.  Toxemic  shock,  such  as  that  due  to  toxins 
or  toxic  products  from  the  damaged  tissues,  was 
stressed  by  Cannon21  and  Mclver  and  Haggart22 
but  discounted  by  Johnson  and  Blalock.23  The 
latter  say:  “Our  first  conclusion  is  that  a tox- 
emia due  to  the  elaboration  of  histamine  or  any 
other  depressor  substance  manufactured  in  the 
traumatized  area  plays  no  part  in  the  syndrome  of 
traumatic  shock.”  Thaler’s25  observation  that 
blood  potassium  rises  not  only  in  hemorrhage  but 
also  in  histamine  shock  raises  the  question  of 
whether  hyperpotassemia  may  not  be  the  factor 
responsible  for  shock  in  histamine  poisoning. 
While  there  are  definite  cases  of  shock  due  to 
toxins  or  poisons — as,  for  instance,  snake-venom 
poisoning — the  mechanism  is  still  obscure. 

5.  Neurogenic  shock  of  various  types  has  been 
discussed  by  Desbuquois,26  by  Malcolm,27  by 
Meltzer,28  and  by  Janeway  and  Jackson,29  among 
others.  But  since  vasoconstriction  and  stimula- 
tion of  the  sympathetic  nervous  system  both 
produce  hyperpotassemia,  the  question  of  the 
primary  factor  in  shock  still  remains  unsolved. 

6.  Specific  loss  of  the  “cortin”  factor,  due  per- 
haps to  adrenal  edema  or  hemorrhage,  may  be  of 
interest  in  the  Waterhouse-Friderichsen  syn- 
drome, and  perhaps  in  the  type  of  overwhelming 
infections  which  produce  sudden  collapse  and 
death. 
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Blood  Chemical  Changes  Resulting  from  DOCA  Therapy 
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*“DOCA”  is  an  abbreviation  for  desoxycorticosterone  acetate  (cordate). 

Methods:  (1)  Whitehorn,  (2)  Micro-Kjeldahe,  (3)  Folin-Wu,  (4)  Van  Slyke,  (5)  Knudsen  and  Bloor. 


7.  The  immunologic  factor  is  exemplified  by 
anaphylactic  and  peptone  shock,  but  there  is  a 
relation  between  the  condition  of  the  adrenals 
and  the  reticulo-endothelial  system  in  which  the 
ability  of  the  body  to  resist  bacterial  toxins  and 
foreign  proteins  seems  affected. 

The  group  of  cases  treated  with  injections  of 
desoxycorticosterone  acetate  (cortate)  is  summa- 
rized in  Table  1.  An  attempt  was  made  to  judge 
the  effect  of  administration  of  seven  daily  injec- 
tions of  cortate  by  measurement,  whenever  pos- 
sible before  and  after  this  trial  period,  of  the 
basal  metabolic  rate,  serum  protein,  serum  chlo- 
rides, blood  sugar  tolerance,  blood  carbon  dioxide 
combining  power,  and  blood  cholesterol. 

The  first  two  patients,  E.  F.,  and  P.  S.,  were 
surgical  patients  who  were  being  prepared  for 
operation.  E.  F.  was  a severe  diabetic,  and  the 
necessity  for  concomitant  insulin  injections 
vitiates  the  fall  in  blood  sugar,  recorded  as  from 
253  to  112.  The  increased  serum  protein  demon- 
strates a hemoconcentration,  in  spite  of  what 
was  deemed  adequate  hydration. 


The  third  case  was  a probable  Addison’s  dis- 
ease, for  which  the  patient,  E.  C.,  received  a 
maintenance  dose  of  3 mg.  daily.  The  fourth 
(E.  K.),  fifth  (F.  L.),  sixth  (I.  G.),  seventh  (N.  | 
B.),  and  eighth  (E.  S.)  cases  have  been  under 
observation  in  our  clinic  for  several  years. 

Dosages  in  these  cases  were  all  10  mg.  of  cortate 
daily  for  seven  injections.  As  can  be  seen  from  i 
Table  1,  dosages  of  cortate  of  this  magnitude  in 
those  patients  with  approximately  normally  func- 
tioning adrenals  seem  to  have  no  great  effect. 
Four  of  the  five  (N.  B.  excepted)  show  some  j> 
slight  rise  in  serum  chlorides.  No  consistent  if 
changes  in  the  blood  carbon  dioxide  combining  | 
power  were  shown.  In  only  2 cases  (E.  K.  and  : 
F.  L.)  could  the  blood  sugar  tolerance  be  com- 
pletely tested  before  and  after.  In  both  there 
resulted  a striking  increase  in  the  height  of  the 
blood  glucose  from  one-half  to  three  hours  after  i 
oral  ingestion,  as  compared  with  the  form  of  the 
blood  sugar  tolerance  curve  before  injections  of 
cortate.  Of  4 patients  whose  blood  cholesterol 
could  be  tested  before  and  after  cortate  only  E.  K. 
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showed  a significant  change  (from  135  to  200). 
Thus  the  only  patient  in  whom  really  significant 
changes  occurred  was  E.  K.,  in  whom  the  clinical 
symptoms  of  weakness,  emaciation,  and  dizziness 
had  already  pointed  to  hypo-adrenalism  as  one  of 
a number  of  glandular  hypof unctions.  In  E.  K., 
the  administration  of  cortate  resulted  in  (1) 
slight  hemo  concentration  and  rise  in  serum 
chlorides,  (2)  increase  of  blood  cholesterol  to 
normal  limits,  and  (3)  a diabetic  type  of  blood 
sugar  tolerance  curve  after  cortate.  Basal 
metabolic  rates  could  be  tested  before  and  after 
in  only  2 patients,  one  of  whom  (N.  B.)  showed  a 
moderate  increase  (from  minus  37  to  minus  15). 
Case  9 (A.  S.),  receiving  the  largest  dosage — 20 
mg.  daily  for  seven  days — showed  a fall  of  carbon 
dioxide  combining  power  from  50.4  per  cent  to 
40.9  per  cent,  with  an  increase  in  blood  cholesterol 
from  175  to  232  mg. 

Obviously  much  further  study,  in  larger  series, 
will  be  necessary  before  any  definite  indications 
for  the  use  of  cortate  in  therapy  can  be  drawn. 

Suggestions  for  therapy  with  desoxycorti- 
costerone  acetate  (and  adrenal  cortical  extract, 
where  available)  may  be  made  as  follows: 

1.  Hypo-adrenal  syndromes  in  which  a trial  of 
cortate  therapy  is  worth  while  may  include  not 
only  the  clearcut  Addison’s  disease  but  borderline 
cases,  in  which  weakness,  loss  of  weight,  hypo- 
tension, and  secondary  glandular  hypof  unctions 
are  the  prominent  symptoms.  The  study  of  the 
effect  of  cortate  in  adrenal  hemorrhage  (Water- 
house-Friderichsen syndrome)  and  in  infantile 
marasmus  seems  well  justified.  The  use  of 
cortate  in  pemphigus,  psoriasis,  and  allergic 
dermatitis  has  been  reviewed  by  Hartman.8 

2.  Hypoglycemic  syndromes,  including  the 
rare  functional  hyperinsulinism,  may  be  benefited 
by  cortate  therapy,  if  results  similar  to  those  in  2 
of  our  cases  (E.  K.  and  F.  L.)  can  be  produced. 
The  glycotropic  effect  of  cortate  has  been  in 
much  dispute;  in  these  2 cases,  there  seems  some 
demonstration  of  this  effect. 

3.  Hypothyroid  syndromes  may  be  affected  in 
some  poorly  understood  fashion.  In  one  case 
(E.  K.),  the  blood  cholesterol  rose  from  135  to 
200;  in  another  (N.  B.),  the  basal  metabolic  rate 
rose  from  minus  37  to  minus  15  per  cent. 

4.  Medical  shock  syndromes  should  be  studied 
more  carefully  before  and  after  cortate  therapy, 
so  that  some  quantitative  expressions  of  shifts  in 
water  balance  and  electrolyte  concentrations  may 
be  related  to  clinical  results. 

5.  Disturbances  of  water  metabolism  and  elec- 
rolyte  concentration,  where  they  would  be  bene- 
fited by  the  prevention  of  loss  of  water,  sodium, 
and  chloride  through  the  urine,  deserve  a trial  of 
cortate  therapy.  The  hypo  chloremia  in  pneu- 
monia30 and  in  tuberculosis,  heart  disease,  and 


carcinoma  of  the  lung31  does  not  seem  to  be 
affected  by  cortate  therapy.  Such  conditions  as 
alimentary  toxicosis  of  infancy,  with  diarrhea  and 
dehydration,  as  well  as  ulcerative  colitis  and 
perhaps  dysentery  and  typhoid,  may  be  investi- 
gated, although  the  principal  route  for  loss  of 
salt  and  water  is  intestinal  and  not  renal.  In 
such  instances,  investigation  should  be  made  in 
order  to  judge  whether  or  not  cortate  therapy 
may  result  in  an  increased  intestinal  resorption  of 
water  and  salts.  Hyperemesis  gravidarum8  seems 
to  be  definitely  benefited. 

6.  Polyglandular  syndromes  are  probably 
affected  by  cortate  therapy  in  many  ways. 
Reference  to  the  adrenal,  glycolytic,  and  thyroid 
effects  has  been  made.  It  seems  probable  that 
the  gonads5*32-11-33-34-35  are  notably  influenced. 
Use  of  cortate  as  a preventive  for  shock  in  the 
treatment  of  paresis  by  malaria  is  mentioned 
by  Savitsky.36 

The  dosages  of  cortate  used  in  this  study 
ranged  from  5 to  20  mg.  at  an  injection,  given  for 
seven-day  periods  except  for  Case  3,  which  re- 
ceived only  3 mg.  daily.  Intramuscular  injection 
proved  least  painful;  -no  local  or  general  reactions 
appeared  in  any  case. 

Dangers  of  adrenal  cortical  extract  and  desoxy- 
corticosterone  acetate  therapy,  as  might  be 
judged  from  the  physiologic  effects,  are  very  real: 

1.  Overdosage  of  the  sodium  factor  may  be 
obviated  by  carefully  watching  the  urinary  vol- 
ume, signs  of  edema,  thirst,  acceleration  of  the 
pulse,  and  rise  in  blood  pressure.  A secondary 
effect  of  a sudden  rise  in  blood  volume  and  conse- 
quent rapid  increase  in  blood  pressure  is  fre- 
quently cardiac  embarrassment.  This  applies 
particularly  to  their  use  in  the  therapy  of  Addi- 
son’s disease,  in  which  the  dosage  must  be  very 
carefully  adjusted  on  the  basis  of  repeated  elec- 
trolyte determinations  in  order  to  avoid  undue 
hemoconcentration  or  hemodilution.  It  is  our 
feeling  that  the  use  of  desoxycorticosterone  ace- 
tate and  adrenal  cortical  extracts  in  shock  and  in 
diseases  other  than  those  primary  in  the  adrenals 
will  be  attended  with  much  less  danger  than  their 
use  in  Addison’s  disease  would  lead  one  to  pre- 
dict. Dosages  of  3 mg.  of  desoxycorticosterone 
acetate  a day  in  Addison’s  disease  are  often 
enough  to  produce  toxic  changes,  whereas  larger 
doses  have  been  used  with  relative  harmlessness 
in  other  conditions  (q.v.).  It  is  our  belief  that 
just  as  normal  human  beings  are  much  less  sensi- 
tive to  thyroid  administration  than  are  hypo- 
thyroid and  myxedematous  patients,  so  normal 
human  beings  will  prove  to  be  much  less  sensitive 
to  adrenal  cortical  extracts  and  desoxycorti- 
costerone acetate  than  are  patients  with  Addison’s 
disease.  Thus,  Thorn  and  Emerson,37  giving  10 
to  15-mg.  doses  of  desoxycorticosterone  acetate 
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daily  for  five  days  to  4 normal  subjects,  found  a 
striking  retention  of  sodium  and  chloride  and  an 
increased  potassium  excretion,  as  measured  by 
urinary  findings.  The  blood  serum  sodium  rose 
only  from  139  to  141.9,  the  serum  chlorides  only 
from  100  to  106.1,  and  the  serum  potassium  from 
4.9  to  5.2  (all  in  milliequivalents  per  liter),  de- 
spite a slight  hemodilution.  With  dosages  of  10 
to  15  mg.  daily,  it  is  probable,  therefore,  that 
periods  of  treatment  much  longer  than  five  days 
would  be  necessary  for  the  urinary  retention, 
etc.,  to  be  reflected  in  similar  changes  in  the 
blood.  Under  this  heading,  we  must  also  men- 
tion the  dangers  of  hypopotassemia,  as  produced 
by  injections  of  adrenal  cortical  extract19  and  in 
normal  dogs  by  daily  subcutaneous  injections  of 
25  mg.  desoxycorticosterone  acetate  by  Ferrebee, 
Parker,  Carnes,  Gerity,  Atchley,  and  Loeb.38 
The  latter  workers  produced  diabetes  insipidus 
and  attacks  of  profound  muscular  weakness  and 
theorized  that  the  desoxycorticosterone  acetate, 
by  increasing  the  renal  excretion  of  potassium, 
lowers  the  serum  potassium.  However,  doses  of 
25  mg.  a day  for  a dog  would  be  comparable  to 
100  to  150  mg.  a day  for  a human  being,  and  no 
one  has  proposed  such  doses.  None  of  our  cases 
has  shown  edema,  anasarca,  or  cardiac  embarrass- 
ment. 

2.  Overdosage  of  the  carbohydrate  metabolism 
factor  has  not  been  noted  in  the  literature,  but  a 
constant  suppljr  of  glucose  and  frequent  carbo- 
hydrate tolerance  tests  are  undoubtedly  wise  pre- 
cautions. Hartman8  noted  that  the  liver  glyco- 
gen could  be  raised  well  over  the  normal  limits. 

3.  The  reaction  of  such  therapy  on  other 
glands  has  not  been  worked  out  in  man  as  yet. 
In  rats,  Selye  and  Friedman33  found  doses  of  10 
mg.  of  cortate  a day  for  twenty  days  necessary  to 
produce  atrophy  of  the  immature  testis,  but 
Carnes,  Ragan  et  a/.39  were  unable  to  find  con- 
sistent changes  in  any  of  the  endocrine  glands 
other  than  the  adrenals,  although  they  gave  their 
rats  large  doses  for  prolonged  periods.  Selye 
and  Friedman40  also  reported  inhibition  of  the 
immature  rat  ovary  with  desoxycorticosterone 
acetate. 

4.  The  danger  of  adrenal  atrophy  in  normal 
mammals  and  man  from  injections  of  adrenal 
crotical  extracts  has  been  pointed  out  by  Loeb,7 
Selye,41  and  Carnes,  Ragan  et  a/.39  What  Selye 
has  termed  “compensatory  atrophy”  is  still  in 
question  as  a pathologic  entity.  Certainly  there 
is  no  evidence  that  therapeutic  doses  in  man  have 
ever  produced  anything  but  temporary  inhibi- 
tion, not  a permanent  atrophy.  Thus  Wells  and 
Kendall36  were  unable  to  reproduce  Selye’s  re- 
sults, and  reported  no  atrophy  of  the  adrenals, 
but  an  increase  in  the  thymus,  with  cortate 
therapy.  However,  a long  follow-up  period,  in 


which  serum  electrolytes,  carbohydrate  tolerance, 
and  liver  and  kidney  function  tests  are  made 
periodically,  is  a wise  precaution  when  adrenal 
cortical  extracts  or  desoxycorticosterone  acetate 
are  given  to  human  beings  for  anything,  including 
Addison’s  disease. 


Summary 

Adrenal  cortical  extracts  and  desoxycorti-  | 
costerone  acetate  represent  a new  method  of 
therapy,  potentially  useful  in  a large  number  of  | 
illnesses,  but  attended  with  such  far-reaching 
physiologic  effects  that  they  should  be  employed 
only  under  careful  control,  especially  of  blood  l 
chemical  findings. 

1166  Grand  Concourse  j 
New  York  City  . 
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i REQUIREMENTS  CHANGED  FOR  OBSTETRICIANS 


A number  of  changes  in  the  regulations  and  re- 
quirements of  the  American  Board  of  Obstetrics  and 
Gynecology  became  effective  at  the  annual  meeting 
of  the  Board  on  May  20,  1943.  Several  of  these 
changes  are  designed  to  broaden  the  requirements 
for  candidates  in  service.  Examples  are  the  allow- 
ance of  a stipulated  amount  of  credit  toward  special 
training  requirements  for  men  in  service  who  are 
assigned  to  general  surgical  positions,  special  train- 
ing allowances  on  a preceptorship  basis  for  men 
assigned  to  obstetric  or  gynecologic  duties  in  mili- 
tary hospitals  and  working  under  the  supervision  of 
Diplomates  or  recognized  obstetrician-gynecologists, 
as  well  as  credit  toward  the  “time  in  practice”  re- 
quirement of  the  Board  to  be  allowed  for  time  in 
military  service. 

The  Board  will  no  longer  require  a general  rotat- 
ing internship,  but  will  now  accept  a one-year  intern 
service,  although  the  rotating  internship  is  pref- 
erable. 

Such  services  must  be  in  institutions  approved 
by  the  Council  on  Medical  Education  and  Hos- 
pitals of  the  A.M.A.  Lists  of  such  institutions 
are  published  regularly  in  the  Educational  Number 
of  the  Journal  of  the  A.M.A. 

The  privilege  of  reopening  applications  by  candi- 
dates who  have  been  declared  ineligible  has  been  ex- 
tended to  two  years  from  date  of  filing  the  applica- 
tion, instead  of  one  year. 

The  Board  has  ruled  temporarily  to  excuse  men  in 
military  service  from  the  submission  of  case  records 
at  the  stipulated  examination  times,  thereby  per- 
mitting them  to  proceed  without  further  delay  with 
the  Board  examinations.  This  does  not  obligate  the 
Board,  however,  to  waive  the  case  record  require- 
ment for  such  candidates.  Plans  have  been  made  to 


provide  similarly  for  service  men  upon  their  eventual 
discharge  from  the  armed  forces  and  to  permit  the 
greater  use  of  operations  done  while  in  residence  or  in 
civilian  practice  before  the  war. 

The  next  Part  I examination  of  the  Board  (writ- 
ten paper  and  submission  of  case  records)  will  be 
held  on  Saturday  afternoon,  February  12,  1944,  at  a 
place  convenient  to  the  location  of  the  candidate, 
whether  he  be  in  civilian  or  military  life.  Applica- 
tions must  be  in  the  Office  of  the  Secretary  by 
November  15,  1943,  ninety  days  in  advance  of  the 
examination  date.  The  time  and  place  of  the 
Spring,  1944  (Part  II)  examination  will  be  an- 
nounced later. 

Prospective  applicants  or  candidates  in  military 
service  are  urged  to  obtain  from  the  Office  of  the 
Secretary,  a copy  of  the  “Record  of  Professional 
Assignments  for  Prospective  Applicants  for  Certifi- 
cation by  Specialty  Boards”  which  will  be  supplied 
upon  request.  This  record  was  compiled  by  the  Ad- 
visory Board  for  Medical  Specialties  and  is  ap- 
proved by  the  Offices  of  the  Surgeons  General,  hav- 
ing been  recommended  to  the  Services  in  a circular 
letter,  No.  76,  from  the  War  Department  Army 
Service  Forces,  and  referred  to  as  the  Medical 
Officers’  Service  Record.  These  will  enable  pros- 
pective applicants  and  candidates  to  keep  an  ac- 
curate record  of  work  done  while  in  military  service 
and  should  be  submitted  with  the  candidate’s 
application,  so  that  the  Credentials  Committee  may 
have  this  information  available  in  reviewing  the 
application. 

Applications  and  Bulletins  of  detailed  information 
regarding  the  Board  requirements  will  be  sent  upon 
request  to  the  Secretary’s  Office,  1015  Highland 
Building,  Pittsburgh  (6),  Pennsylvania. 


RADIO  PRESCRIPTIONS 

“One  deplorable  aspect  of  life  in  America  is 
reflected  in  the  advice  we  get  over  the  radio  con- 
cerning a great  variety  of  remedial  agents.  Those 
who  act  on  these  suggestions  are  the  victims  of 
fear,”  Arlie  V.  Bock,  M.D.,  Boston,  declares  in 
Hygeia , The  Health  Magazine,  for  June. 

“Because  there  are  so  many  such  victims,  the 
makers  of  liver  pills,  cathartics,  and  aids  for  this 
and  that  ailment  are  able  to  make  good  financial 
dividends.  We  do  not  need  to  take  drugs  to  keep 

healthy When  you  have  a cold  or  an  acute 

upper  respiratory  infection,  your  best  friend  is 
early  and  sufficient  bed  care Your  bowels 


will  move  if  you  give  them  a chance,  and  of  all 
things  3'ou  do  not  need  colon  irrigations.  Your 
liver  has  enormous  capacity  to  look  after  itself, 
and  your  kidneys  get  all  the  flushing  out  they  need 

if  you  are  leading  a reasonable  type  of  life In 

short,  simple,  intelligent,  everyday  hygiene  is  all 
that  you  need  to  be  concerned  about  in  all  these 
respects. 

When  things  begin  to  go  wrong,  get  some  needed 
rest,  and  when  questions  arise  that  you  cannot 
answer,  try  to  consult  your  doctor  at  once  instead 
of  worrying  about  dire  possibilities.  . . .” — Nebraska 
State  M.  J. 


INCIDENCE  OF  GROSS  RENAL  LESIONS  IN  CASES  OF  HYPERTENSION 

Paul  W.  Aschner,  M.D.,  Bernard  S.  Epstein,  M.D.,  and  Harry  Mandelbaum,  M,D., 
Brooklyn 


ARTERIAL  hypertension  may  be  defined  as 
TY  the  elevation  of  both  systolic  and  diastolic 
pressures  above  the  generally  recognized  maxi- 
mum norms,  120/75  up  to  the  age  of  15,  and 
140/90  or  150/100  for  adults. 

Hypertension  is  an  objective  symptom.  It  is 
known  to  accompany  directly  destructive  lesions 
of  the  renal  parenchyma  such  as  diffuse  glomerulo- 
nephritis, recurring  and  chronic  infections,  poly- 
cystic disease,  certain  toxemias,  and  indirectly 
destructive  lesions  (intraluminal  pressure  effects) 
occurring  in  obstructive  uropathies,  such  as 
urethral  and  vesical  neck  obstructions  of  long 
standing  or  ureteral  obstructions. 

The  regression,  arrest,  or  progression  of  the 
hypertensive  state  in  these  instances  is  depend- 
ent presumably  upon  the  qualitative  and  quanti- 
tative extent  of  the  renal  damage  caused  by  the 
underlying  disease  and  upon  the  possibility  of 
reversal  or  arrest  of  the  lesion.  While  the  rela- 
tionship of  cause  and  effect  was  accepted  clinically 
in  these  groups  of  cases,  the  fundamental  under- 
lying mechanism  producing  the  hypertension  was 
no  more  firmly  established  than  in  the  larger  and 
puzzling  group  of  cases  labeled  as  essential 
hypertension.  Here  the  word  “essential”  indi- 
cated our  lack  of  knowledge  just  as  in  “essential 
hematuria”  or  “essential  gas trost axis.” 

As  to  the  pathologic  anatomy  of  this  group  of 
diseases,  left  ventricular  hypertrophy,  arterio- 
losclerosis  of  the  kidneys  (especially  of  the  vasa 
afferentia  and  vasa  interlobulares)  and,  less 
regularly,  of  the  other  organs  and  viscera  were 
regarded  by  Fishberg1  as  the  important  findings. 
The  arteriolosclerosis  was  considered  by  him  to 
be  an  exaggeration  or  premature  development  of 
the  changes  physiologic  for  aging.  He  also  be- 
lieved it  to  be  the  result  rather  than  the  cause  of 
the  hypertensive  state.  It  was  argued  that  the 
arteriolosclerosis  was  not  sufficiently  wide- 
spread to  raise  the  general  blood  pressure  by  in- 
creasing peripheral  resistance.  Although  he 
found  the  most  advanced  arteriolar  changes  in 
the  kidneys,  and  in  all  cases  of  the  72  studied,* * 
it  seemed  inconceivable  to  him  that  increased 
resistance  in  the  small  vascular  territory  of  the 
kidneys  should  mechanically  cause  hypertension. 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York,  Buffalo,  May  5,  1943. 

From  the  Departments  of  Medicine,  Radiology,  and 
Urology  of  the  Jewish  Hospital  of  Brooklyn. 

* In  three  cases  subsequently  studied  the  arteriolar  lesions 
seemed  compatible  with  those  normal  for  the  age  of  the 
individual. 


The  theory  of  a pressor  substance  retained  in  the 
organism  because  of  impaired  or  altered  renal 
function,  first  advanced  by  Tigerstedt  and  Berg- 
mann,  also  failed  to  meet  the  critical  require- 
ments, and  Fishberg  concluded  that  hyperten- 
sion is  due  to  widespread  vasoconstriction,  re- 
sulting in  some  instances  from  renal  disease  but 
most  often  not.  Except  for  the  occasional  cases 
associated  with  adrenal  tumors,  pituitary  baso- 
philic adenoma,  or  plumbism,  the  cases  of  non- 
renal  hypertension  were  classed  as  essential — 
i.e.,  of  unknown  cause.  Fishberg  concluded  that 
a nervous  rather  than  a humoral  mechanism  was 
responsible  and  that  constitutional  hereditary 
factors  predisposed. 

The  recently  renewed  efforts  to  solve  the  prob- 
lems of  causation,  pathology,  and  altered  physi- 
ology of  essential  hypertension  in  man  stem  from 
the  experimental  work  of  Hany  Goldblatt,2-5 
the  experimental  and  clinical  observations  of 
Irvine  H.  Page,6-10  the  physiologic  studies  of 
Homer  W.  Smith,11-12  and  of  their  respective  colla- 
borators. Many  others  have  striven  to  confirm 
or  extend  their  investigations.  The  relationship 
of  renal  arteriolar  sclerosis  to  essential  hyperten- 
sion was  the  immediate  question  to  be  clarified. 
To  simulate  the  decreased  blood  flow  to  the  kid- 
ney ascribable  to  such  a primary  lesion,  the  Gold- 
blatt clamp  method  of  gently  constricting  the 
main  renal  arteries  was  devised.  The  constriction 
of  both  main  renal  arteries , simultaneously  or 
seriatim,  resulted  in  persistent  hypertension 
(in  dogs  and  monkeys)  without  obvious  dis- 
turbance of  renal  function.  If  constriction  was 
marked  or  complete,  renal  damage  accompanied 
the  hypertension  and  general  arteriolar  necrosis 
supervened,  as  in  the  malignant  hypertension  of 
man.  Occasionally  in  dogs  the  development  of 
collateral  circulation  to  the  kidneys  resulted  in  a 
definite  lowering  of  the  elevated  blood  pressure. 
Renal  ischemia  thus  produced,  with  adrenal 
cortex  preserved,  caused  increased  peripheral  re- 
sistance either  by  a nervous  or  a humoral  mecha- 
nism. In  animal  experiments  the  failure  of  various 
procedures  upon  the  nervous  system  to  modify 
the  hypertension  made  a humoral  mechanism  the 
more  probable.  Goldblatt  pointed  out  that  in 
man  such  procedures  might  relax  renal  arterioles 
which  had  escaped  fixed  organic  changes,  whereas 
in  the  experimental  animals  the  clamps  precluded 
the  possibility  of  improvement  of  renal  circula- 
tion by  such  a response.  A striking  difference  be- 
tween the  human  form  and  this  experimental 
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i form  of  hypertension  is  herein  indicated ; in  man 
the  vascular  obstructive  lesion  is  rarely  in  the 
, main  renal  arteries  but  rather  in  the  preglomerular 
vasa  afferentia,  while  in  the  animal  the  renal 
arterioles  escape  the  changes  found  in  arterioles 
of  the  retina,  skeletal  muscles,  etc.  It  is  this 
difference  also  which  makes  unpromising  the  pro- 
) cedures  designed  to  improve  renal  circulation  in 
man  by  omental  or  muscle  grafts  to  the  decapsu- 
lated  kidneys.13-14 

Page  produced  hypertension  in  four  to  seven 
weeks  by  wrapping  both  kidneys  in  cellophane  or 
silk  and  causing  thereby  an  aseptic  perinephritis. 
He  pointed  out  that  reno-omentopexy  might 
ultimately  result  in  a similar  reaction  in  clinical 
cases.  If  only  one  kidney  was  so  treated  and  the 
other  removed,  a malignant  form  of  hypertension 
occurred.  The  work  of  Page  and  of  Braun- 
Menendez  and  their  collaborators  confirmed  the 
importance  of  renin,  discovered  by  Tigerstedt 
and  Bergmann,  and  the  phenomenon  of  tachy- 
phylaxis. Renin  plus  renin  activator  (pre- 
angiotonin),  formed  in  the  liver  and  found  in 
serum  or  plasma,  produces  the  pressor  sub- 
stance “angiotonin.”  (The  South  American  in- 
vestigators call  this  substance  “hypertensin”). 
Renin  is  effective,  therefore,  only  when  injected 
intravenously.  The  effects  of  renin  injected  in- 
travenously into  a normal  animal  correspond  with 
the  hemodynamic  state  of  the  experimental 
I hypertensive  animal.  The  substance  has  been 
! demonstrated  in  the  renal  vein  and  systemic 
blood  of  the  hypertensive  animal.  It  plays  a role 
in  maintenance  of  blood  pressure  in  shock  and 
hemorrhage.  The  crystallization  of  angiotonin 
picrate  and  oxalate  has  been  reported  by  Page 
and  Heimer.  The  use  of  an  angiotonin  destroyer 
(hypertensinase  or  angiotoninase)  in  the  treat- 
ment of  hypertension  has  been  attempted 
clinically  with  antipressor  renal  extracts.  The 
renal  vein  blood  from  an  ischemic  kidney  contains 
much  less  hypertensinase  than  that  from  the 
normal  kidney.  Smith  believes  that  the  pressor 
substance  causes  hypertension  by  increased 
efferent  arteriolar  constriction  with  increase  of 
the  filtration  fraction.  Page  states  that  infusion 
of  angiotonin  increases  arterial  pressure  and  de- 
creases renal  blood  flow  by  efferent  arteriolar 
vasoconstriction.  It  would  thus  seem  that  in 
essential  hypertension  altered  function  (patho- 
logic physiology)  precedes  and  is  not  the  sequel 
of  renal  disease. 

Goldblatt  stated  that  constriction  of  the  renal 
artery  of  one  kidney  resulted  in  elevation  of  the 
blood  pressure  which  lasted  weeks  to  months  but 
usually  returned  to  a lower  or  to  the  original  level  in 
a month*  If  the  normal  kidney  was  removed  be- 

* Wilson  and  Byrom  found  that  constriction  of  one  renal 
artery  in  the  rat  resulted  in  persistent  hypertension.  [Lancet 
1:  136  (1939).] 


fore  this  time,  however,  the  hypertensive  state 
persisted.  Clinical  interest  of  urologists  in 
hypertension  was  aroused  by  Goldblatt’s  pro- 
vocative work  and  writings.  Numerous  reports 
of  cases  and  studies  of  groups  of  cases  have  come 
into  the  literature  dealing  with  hypertension  in 
patients  with  unilateral  urologic  lesions  and  their 
surgical  treatment,  including  nephrectomy. 
These  fall  into  several  groups  and  require  brief 
review. 

Group  1.  Cases  of  Hypertension  Asso- 
ciated with  Unilateral  Lesion  of  Main 
Renal  Artery 

One  of  the  first  cases  reported  was  that  of  Lead- 
better  and  Burkland.15  A Negro  boy  was  known 
to  have  cardiac  enlargement  at  the  age  of  6 
months  and  hypertension  at  3V2  years.  Urologic 
investigation  revealed  a small  right  ectopic  pelvic 
kidney,  a large  normal  left  kidney.  There  was  no 
evidence  of  infection,  and  there  were  no  retinal 
changes.  After  two  years’  further  observation, 
the  pelvic  kidney  was  removed.  The  blood 
pressure  declined  from  levels  of  180/115,  160/90 
to  125/72,  96/70.  The  excised  kidney  weighed 
50  Gm.  (average  normal,  100  Gm.)  The  pelvis 
was  extrarenal.  The  parenchyma  was  normal. 
The  renal  artery  was  of  small  caliber,  and  at  1 
centimeter  from  the  hilum  its  lumen  was  reduced 
to  a mere  slit  by  a mass  of  smooth  muscle.  In- 
trinsic renal  vessels  were  normal.  Three  years 
later  the  blood  pressure  was  108/58.16  This  is  a 
perfect  clinical  instance  of  a unilateral  “Goldblatt 
kidney”  in  which  the  blood  pressure  remained  ele- 
vated in  the  presence  of  a normal  opposite  kid- 
ney and  in  which  removal  of  the  diseased  kidney 
effected  a lasting  return  of  the  blood  pressure  to 
normal  figures. 

Freeman  and  Hartley17  reported  a fatal  case 
of  hypertension  in  a man  of  57,  due  to  obstruc- 
tion of  the  main  renal  artery  of  a solitary  kidney 
by  an  atheromatous  plaque.  One  kidney  had 
been  removed  sixteen  months  earlier  for  damage 
by  trauma.  This  situation  corresponds  to  an 
experiment  in  which  one  kidney  has  been  re- 
moved and  the  other  kidney  subjected  to  marked 
constriction  of  its  renal  artery. 

Mulholland18  cites  Welty’s  11  cases  of  renal 
artery  thrombosis  reported  from  the  Philadelphia 
General  Hospital. 

Howard,  Forbes,  and  Lipscomb19  reported  the 
case  of  a 5-year-old  girl  with  hypertension  and 
hemiparesis  cured  by  removal  of  the  left  kidney, 
the  renal  artery  of  which  presented  a sacculated 
aneurism.  Preoperative  blood  pressure  was 
200/140.  Five  months  later  it  was  125/90  and 
110/70. 

In  the  case  of  Riggs  and  Satterthwaite20  a man 
of  58  with  blood  pressure  260/140  died  in  coma. 
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Autopsy  revealed  only  one  kidney  (right),  the 
main  renal  artery  of  which  presented  a small  dis- 
secting aneurysm.  There  was  also  a sclerotic 
plaque  at  the  mouth  of  the  artery.  The  kidney 
showed  marked  sclerosis  of  the  interlobar,  arcu- 
ate, and  interlobular  arteries. 

Blackman21  reported  that  in  50  cases  of  essen- 
tial hypertension  he  found  partial  obstruction  of 
one  or  both  renal  arteries  in  27  instances. 

Hoffman's21**  patient  was  a luetic  of  28,  with 
blood  pressure  190/117  despite  signs  of  cardiac 
decompensation.  At  postmortem  examination  a 
saccular  aneurysm  6 cm.  in  diameter  arising  from 
the  left  side  of  the  abdominal  aorta  compressed 
the  left  renal  artery.  The  left  kidney  weighed  80 
Gm.  and  was  finely  granular,  with  tubular 
atrophy.  The  right  kidney  weighed  180  Gm. 
and  was  smooth,  with  a few  wedge-shaped  scars 
corresponding  to  thick-walled  arterioles.  The 
cause  of  death  was  myocardial  failure. 

Group  2.  Cases  of  Renal  Infarction 

In  Boyd  and  Lewis’22  case  a man  of  31  with 
severe  hypertensive  symptoms,  hypertensive 
retinitis,  and  normal  urogram  was  explored  for 
suspected  left  adrenal  tumor  (bilateral  explora- 
tion). An  infarction  of  the  right  kidney  was 
found  and  nephrectomy  was  performed.  The 
blood  pressure  before  operation  was  200/120; 
six  months  after  operation  it  was  124/84.  There 
was  no  change  in  the  retinal  lesion.  The  infarct 
was  ascribed  to  disease  of  the  renal  arterial 
radicles. 

Prinzmetal23  and  his  associates  observed  a 
woman  of  53  with  known  normal  blood  pressure 
and  valvular  heart  disease  develop  sudden  hyper- 
tension and  oliguria,  resulting  in  death.  Post- 
mortem examination  revealed  bilateral  renal  in- 
farction due  to  occlusion  of  both  renal  arteries  by 
thrombotic  masses.  Experiments  with  perfusate 
of  one  kidney  demonstrated  the  presence  of  the 
pressor  substance  and  the  phenomenon  of  tachy- 
phylaxis. 

Fishberg24  reported  5 cases  of  arterial  hyperten- 
sion caused  by  unilateral  or  bilateral  renal  in- 
farction proved  by  clinical  or  postmortem  find- 
ings. Its  occurrence  seems  to  be  dependent  upon 
the  amount  of  kidney  tissue  rendered  ischemic 
and  the  ability  of  the  intact  renal  parenchyma 
to  neutralize  the  pressor  substance  thus  pro- 
duced. 

The  hypertensive  phenomena  in  cases  of  peri- 
arteritis nodosa  with  renal  involvement  are 
probably  on  a similar  causative  basis. 

These  cases  are  of  interest  to  the  urologist  and 
surgeon  chiefly  from  the  standpoint  of  differ- 
ential diagnosis.25  Here  the  elevation  of  blood 
pressure  is  an  acute  phenomenon,  resolving  with 
recovery  or  terminating  in  death. 


Group  3.  Hypertension  Caused  by  Renal 
Compression 

Farrell  and  Young26  reported  a patient  18 
years  old  with  blood  pressure  154/102  caused  by 
an  old  perirenal  hemorrhagic  cyst  that  resulted 
from  trauma  twelve  years  previously.  The  renal 
vessels  showed  sclerosis  and  narrowing  of  the 
lumina.  Blood  pressure  ten  months  after  re- 
moval of  the  kidney  and  the  surrounding  cyst  was 
114/74. 

This  is  the  only  case  of  its  kind  recorded.  It 
simulates  Page’s  experiment  in  animals. 

Group  4.  Orthostatic  Hypertension 

McCann  and  Romansky27-28  investigated  5 
patients  with  hypertension  and  nephroptosis  by 
making  studies  of  blood  pressure,  renal  blood 
flow,  and  filtration  rate  in  the  recumbent  and 
erect  positions.  These  studies  showed  that  in 
such  individuals  the  assumption  of  the  erect 
posture  caused  elevation  of  the  blood  pressure, 
diminished  blood  flow,  and  increased  filtration 
rate — i.e.,  diodrast  clearance  decreased  as  inulin 
clearance  increased.  Normal  controls  and  hyper- 
tensives without  nephroptosis  did  not  show  these 
effects.  Appropriate  therapy  for  the  nephrop- 
tosis may  improve  the  clinical  symptoms  and 
stabilize  the  blood  pressure  at  lower  levels.  The 
authors  believed  that  change  to  the  erect  posture 
caused  some  interference  with  the  afferent  blood 
supply  to  the  kidney,  resulting  in  production  of 
renin. 

Riskind  and  Greene29  report  the  case  of  a 
woman,  aged  47,  with  hypertension,  thought  to  be 
climacteric,  in  whom  urologic  study  showed 
bilateral  normal  extrarenal  pelves.  When  she 
was  in  the  erect  position,  however,  there  was 
noted  a torsion  of  the  right  kidney  of  45  to  60 
degrees.  Symptoms  wrere  relieved  and  blood 
pressure  lowered  considerably  by  the  wearing  of 
a proper  abdominal  support. 

In  both  these  reports  it  would  seem  that  the 
mechanical  factors  accentuated  but  did  not 
cause  the  hypertensive  state. 

Group  5.  Pyelonephritis  (Atrophic  Uni- 
lateral) and  Congenital  Hypoplasia  (Uni- 
lateral) 

Fishberg,1  in  the  1934  edition  of  his  book  on 
hypertension  and  nephritis,  stated  that  pyelone- 
phritic-contracted  kidneys  could  result  in  renal 
insufficiency  and  hypertension  closely  simulating 
the  clinical  picture  of  chronic  glomerulonephritis, 
and  that  this  was  by  no  means  a rarity.  In  1933 
Longcope  and  Winkenwerder30  reported  9 cases 
of  chronic  nephritis  terminating  in  uremia,  in 
which  postmortem  examination  revealed  bilateral 
pyelonephritic-contracted  kidneys  with  dilated 
pelves.  In  5 of  these  hypertension  had  been 
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noted.  In  1937  Longcope31  reported  22  cases, 
in  12  of  which  hypertension  developed  as  the  re- 
sult of  arteriolar  disease. 

Weiss  and  Parker,32  and  Crabtree33  have  made 
| substantial  contributions  to  the  study  of  pyelone- 
phritis in  its  life  history,  development,  and  re- 
lationship to  hypertension. 

Braasch  and  Jacobson,34  in  a study  of  180  cases 
of  bilateral  pyelonephritis  and  a control  gioup, 
found  the  incidence  of  hypertension  about  the 
I same  in  patients  of  50  years  or  older,  whereas 
; the  incidence  was  higher  in  the  younger  groups 
with  pyelonephritis.  When  renal  function  was 
i impaired,  hypertension  was  twice  as  frequent  as 
1 in  the  group  with  normal  renal  function.  Butler35 
| observed  15  cases  in  children,  8 of  whom  had 
' hypertension.  In  2 cases  the  pyelonephritis  was 
unilateral  and  nephrectomy  resulted  in  lowering 
of  the  blood  pressure.  In  the  42-year-old  patient 
of  Barker  and  Walters36  a right  ureteral  calculus 
had  been  removed  for  infection  and  obstruction 
in  1931.  Hydronephrotic  atrophy  with  hyper- 
tension 200/140  was  found  in  1937,  the  result  of 
| ureteral  stricture  at  the  site  of  the  previous 
ureter olithotomy.  The  kidney  was  removed. 

It  weighed  48  Gm.  and  was  nodular  because  of 
chronic  inflammation  and  arteriolar  sclerosis. 
Blood  pressure  two  years  later  was  130/90.  In 
McIntyre’s37  case  of  a man  of  34  with  blood  pres- 
sure 180/104, 168/94,  the  left  kidney  was  removed 
for  recurring  attacks  of  pain  and  fever.  The 
ureter  was  bifid,  the  lower  pelvis  markedly  di- 
lated, the  parenchyma  showed  chronic  pyelone- 
phritis but  no  arteriolar  disease.  The  main 
artery  was  narrowed  by  arteriosclerosis.  Blood 
pressure  a year  later  was  134/78. 

Crabtree38  warned  against  premature  enthusi- 
asm and  unwarranted  optimism  regarding  end 
results  in  these  cases  although  the  procedure  was 
thoroughly  justified  and  indicated  for  its  im- 
mediate therapeutic  effect.  Barker  and  Walters39 
in  1940  reported  4 additional  cases  of  nephrec- 
tomy for  hypertension  associated  with  (1)  a 
right  kidney  weighing  70  Gm.,  and  containing  a 
staghorn  calculus,  (2)  a left  kidney  weighing  18 
Gm.  with  marked  arterial  changes  (hypoplasia), 

■ (3)  atrophic  hydronephrotic  infected  kidney  due 
to  ureteral  obstruction,  (4)  a left  kidney  weigh- 
ing 9 Gm.  in  a girl  of  7 years,  in  which  there  was 
hypoplasia  with  marked  arterial  thickening.  In 
all  these  the  hypertension  was  corrected. 

Nesbitt  and  Ratliff40  reported  12  cases  of 
‘'chronic  inflammatory  nephropathy,”  in  9 of 
which  there  was  hypertension.  In  5 of  the  latter 
nephrectomy  resulted  in  definite  improvement, 
while  in  2 cases  there  was  no  improvement  what- 
ever. 

Powers  and  Murray41  report  the  removal  of  a 
congenital  hypoplastic  kidney  in  a boy  of  6 years, 


with  a severe  hypertension.  The  kidney  weighed 
4 Gm.  and  was  the  seat  of  a secondary  pyelone- 
phritis and  marked  vascular  changes.  Blood 
pressure  was  244/208,  200/150  before  operation, 
and  130/80  ten  months  after  operation. 

Wilson  and  Chamberlain’s42  patient,  aged  12, 
with  blood  pressure  190/130  had  a nonfunction- 
ing right  kidney,  weighing  11.5  Gm.,  removed. 
Blood  pressure  one  year  later  was  116/74.  The 
pathologist  reported  the  specimen  as  the  end 
stage  of  chronic  progressive  pyelonephritis.  The 
clinical  history  gives  no  evidence  of  preceding 
urinary  tract  infection.  I believe  this,  too,  is  a 
hypoplastic  kidney. 

In  reviewing  the  history  and  findings  in  many 
of  the  above  cases  diagnosed  as  unilateral  atro- 
phic pyelonephritis,  I am  led  to  believe  that  they 
are  congenital  hypoplastic  kidneys  which  have 
developed  mild  secondary  infections  (frequent 
in  all  congenital  lesions)  and  that  these  kidneys 
also  have  defective  arteries  which  tend  to  under- 
go degenerative  changes  much  earlier  than  the 
vessels  of  the  normal  opposite  kidney.* 

Concerning  the  Type  of  Renal  Pelvis  in 
Patients  with  Hypertension 

E.  W.  Campbell43  presented  a paper  in  Buffalo 
on  June  27,  1940,  at  the  meeting  of  the  American 
Urological  Association  on  the  “Significance  of 
Hypertension  in  Prostatics  with  Urinary  Re- 
tention.” It  dealt  chiefly  with  the  question  of 
gradual  decompression  of  the  bladder  in  two 
groups  of  patients,  those  with  systolic  blood  pres- 
sures below  160  mm.  of  mercury  and  those  with 
systolic  pressures  above  that  level.  Of  173  pa- 
tients, 19  fell  into  the  latter  group  and  seemed 
most  in  need  of  gradual  decompression.  In  15 
of  these  the  hypertension  was  relieved  by  the  de- 
compression. A urogram  in  one  man  of  66  with 
marked  atherosclerosis  and  systolic  pressure  of 
135  mm.,  showing  bilateral  hydronephrosis  and 
right  hydroureter,  suggested  to  the  author  the 
idea  that  the  dilatation  of  the  pelves  and  the 
ureter  protected  the  kidneys  from  the  increased 
vesical  back  pressure.  If  the  ureters  and  pelves 
did  not  dilate,  the  back  pressure  would  be  ap- 
plied in  full  force  to  the  renal  parenchyma,  mak- 
ing an  increase  of  blood  pressure  necessary  to  con- 
tinue glomerular  filtration.  Whether  this  eleva- 
tion of  blood  pressure  is  directly  physical  or 
whether  it  came  about  through  the  ischemic  pro- 
duction of  a pressor  substance  was  purposely 
omitted  from  the  discussion.  “Our  premise  deals 
entirely  with  an  anatomic  state  as  the  cause  of 

* Drury  produced  a dwarfed  kidney  in  rabbits  by  a silk 
loop  applied  around  one  renal  artery  early  in  life.  The 
affected  kidney  was  20  to  45  per  cent  of  normal  in  size. 
Hypertension  developed  regularly.  If  the  compensatory 
mate  was  removed,  the  hypertension  increased.  [J.  Expor. 
Med.  68:  693  (1938).] 
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Fig.  1. — Bilateral  extrarenal  pelves. 


hypertension  in  the  presence  of  an  infravesical 

obstruction In  man  the  majority  of  renal 

pelves  are  extrarenal Since  the  intrarenal 

pelvis  is  almost  entirely  intraparenchymal, 
dilatation  is  limited  and  the  entire  force  of  back 
pressure  is  exerted  upon  the  parenchymal  blood 
supply  and  the  secretory  mechanism  of  the  kid- 
ney. Is  it  not  reasonable  to  believe  that  hyper- 
tension should  occur  more  readily  in  the  presence 
of  an  intrarenal  pelvis,  whether  it  be  from  renal 
ischemia  or  a physiologic  elevation  of  blood 
pressure  to  maintain  secretory  pressure?”  The 
author  stated  that  more  data  on  this  point  would 
be  collected.  His  concluding  paragraph  reads 
thus:  “A  theory  is  advanced  that  hypertension 
occurs  in  a small  group  of  prostatic  patients  be- 
cause of  the  inability  of  the  upper  urinary  tract 
to  dilate  due  to  an  anatomic  factor — namely,  an 
intrarenal  pelvis.”  The  author  cites  and  gives 
credit  to  Randall  and  Hughes44  for  this  concept. 

Ravich,45  without  referring  to  these  earlier 
papers,  adopted  this  theory  to  explain  all  hyper- 
tension in  man  as  the  result  of  some  pathologic 
change  in  kidneys  with  an  intrarenal  pelvis. 
These  changes,  “minor  but  important  deviations 
from  normal,”  were  often  completely  overlooked 
by  other  investigators.*  He  stated  that  hyper- 
tensive cases  were  almost  invariably  associated 
with  kidneys  having  an  intrarenal  pelvis  and 
that  in  no  patients  with  extrarenal  pelves  was 
hypertension  present.  He  also  thought  that  the 
cure  or  recurrence  of  hypertension  after  nephrec- 
tomy depended  upon  whether  the  remaining 
kidney  had  an  extrarenal  or  an  intrarenal  pelvis. 
The  mechanism  of  the  production  of  hypertension 
he  believed  to  be  direct  pressure  upon  the  renal 
artery  by  the  intrarenal  pelvis  subjected  to  back 
pressure,  thus  causing  renal  ischemia.  The  re- 

*  This  statement  reminds  one  of  the  frequent  incorrect 
and  unjustifiable  diagnosis  of  ureteral  stricture  based  upon 
misinterpretation  of  normal  peristaltic  configurations  in 
ureterograms. 
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sistance  to  the  flow  of  blood  through  the  kidneys 
is  blamed  for  the  hypertension  and  cardiac 
hypertrophy;  the  pressor  substance  theory 
(now  well  established)  is  dismissed  as  a will  o’  I 
the  wisp.  The  observations  are  based  on  200 
cases,  presumably  studied  by  urographic  meth-  | 
ods,  but  no  data  are  given  as  to  the  proportion  | 
of  these  actually  having  intrarenal  pelves.  There 
is  much  theoretic  talk  and  little  of  factual  sup-  j 
port  for  the  concept  offered  as  a clinical  one. 

Sarnoff46  at  the  Brady  Institute  in  Baltimore 
studied  50  hypertensives  and  100  controls.  He 
found  one  or  both  pelves  to  be  intrarenal  in  40 
per  cent  of  the  hypertensives,  and  in  30  per  cent 
of  the  controls,  an  insignificant  statistical  differ- 
ence. 

He  also  pointed  out  that  the  intrarenal 
pressure  would  have  to  rise  to  75  mm.  of  mercury 
(102  cm.  of  water)  to  begin  to  occlude  the  average 
renal  artery.  Moreover,  if  there  is  increased 
intralumenal  pressure,  the  ureters  can  dilate 
when  the  pelves  are  intrarenal,  and  this  should  j 
be  readily  discernible  on  the  urograms.  Hyman 
and  Schlossman47  point  out  the  fallacies  in  many  : 
of  Ravich’s  statements.  In  55  cases  of  hyper- 
tension coming  to  autopsy  the  incidence  of  intra- 1 
and  extrarenal  pelves  was  about  equal.  In  200 
urograms  no  higher  incidence  of  intrarenal  pelvis 
was  found  in  hypertensive  patients  as  compared 
with  normotensives.  They  also  call  attention  to 
Goldblatt’s3  experiments  showing  that  ureteral 
obstruction  in  an  ischemic  kidney  tends  to  nullify 
the  hypertensive  effect  of  the  latter. 

Review  of  100  Cases  of  Hypertension 

We  have  studied  satisfactory  urographies  in 
100  patients  observed  in  the  hypertension  clinic  j 
at  the  Jewish  Hospital  of  Brooklyn.  They  fall 
in  the  age  groups  of  the  second  to  the  sixth  dec- 
ades, and  their  elevated  blood  pressures  above 
the  maximum  norms  were  repeatedly  established,  j 
We  have  classified  the  renal  pelves  as  extrarenal,! 
intrarenal,  and  indeterminate  (borderline  or  =*=) 
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Fig.  4. — Both  kidneys  somewhat  small.  Right 
pelvis  borderline.  Left  peivis  extrarenal. 


Fig.  3. — Right  extrarenal  pelvis.  Left  intrarenal 
pelvis. 


and  noted  all  deviations  from  the  average  normal 
and  all  pathologic  lesions. 

We  wish  to  point  out  that  the  decision  on  this 
point  requires  careful  inspection  of  all  films  of 
each  series.  A pelvis  may  be  small  or  bifid  yet 
definitely  extrarenal.  The  phase  of  filling  may 
alter  the  appearance  at  different  time  intervals 
for  the  same  pelvis.  Occasionally  retrograde 
pyelography  has  been  necessary  in  order  that  we 
might  reach  a conclusion  and  has  contradicted 
the  interpretation  of  the  excretory  urogram. 
All  three  of  us  inspected  the  films,  and  whenever 
there  was  a difference  of  opinion,  the  renal  pelvis 
in  question  was  classed  as  borderline.  The  re- 
sult of  this  analysis  is  shown  in  Table  1.  In  61 

TABLE  1. — Urographic  Findings  in  100  Cases  of 
Hypertension 


Both  pelves  extrarenal  61 

Both  pelves  intrarenal  4 

One  pelvis  extrarenal,  one  intrarenal  16 

One  pelvis  extrarenal,  one  borderline  13 

One  pelvis  intrarenal,  one  borderline  6 


per  cent  of  these  hypertension  cases  the  pelves 
of  both  kidneys  were  extrarenal.  In  only  4 per 
cent  of  these  hypertensives  were  the  pelves  of 
both  kidneys  intrarenal.  It  is  our  belief  that 
these  figures,  together  with  those  of  Sarnoff, 
and  of  Hyman  and  Schlossman,  make  untenable 
the  clinical  concept  proposed  by  Ravich.  Cer- 
tainly on  the  basis  of  this  theory  operations  for 
“decompression”  of  the  renal  pelvis  in  hyper- 
tensives seem  totally  unjustifiable. 

Incidence  of  Gross  Renal  Lesions  in  Cases 
of  Hypertension 

We  have  already  discussed  certain  lesions, 
vascular  and  parenchymal,  which  upon  the  basis 
of  theoretic,  experimental,  and  clinical  grounds 


seem  to  be  causatively  related  to  the  hyperten- 
sive state  and  amenable  to  relief  by  nephrectomy. 

A comprehensive  review  of  unilateral  renal 
lesions  in  their  relationship  to  hypertension  has 
been  made  by  Abeshouse.48  He  emphasizes  the 
fact  that  a causative  relationship  between  the 
discovered  lesions  and  the  hypertensive  state  is 
frequently  not  established  and  that  they  may 
well  be  entirely  coincidental.  Thus  in  600  cases 
of  hypertension  Wosika  and  Maher  found  101 
with  urologic  lesions  (16.8  per  cent),  chiefly  those 
of  obstruction  and  infection;  only  26  (4.3  per 
cent)  were  parenchymal  renal  lesions.  Schroeder 
and  Steele  in  218  cases  of  hypertension  found  58 
renal  cases:  14  glomerulonephritis,  4 pyelo- 

nephritis, and  8 calculi,  while  in  29  obstruction 
and  infection  were  present.  In  another  study  of 
71  cases  in  young  subjects  with  no  apparent  renal 
function  impairment  more  than  half  had  some 
type  of  urinary  obstruction.  Harrison  and  Wil- 
liams found  30  of  100  cases  to  have  urologic  dis- 
orders. Oppenheimer,  Klemperer,  and  Moschco- 
witz  reviewed  5,000  autopsy  records  with  24  per 
cent  incidence  of  hypertension,  while  in  97  cases 
of  unilateral  renal  disease  the  incidence  was  40 
per  cent.  In  18  cases  of  unilateral  narrowing  of 
the  main  renal  artery,  15  had  hypertension;  in  66 
cases  of  unilateral  hydronephrosis  and  chronic 
pyelonephritis,  21  had  hypertension;  in  13  cases 
of  unilateral  congenital  hypoplasia,  3 had  hyper- 
tension. In  353  cases  reviewed  by  Chute,  42  had 
renal  lesions.  Braasch,  Walters,  and  Hammer  re- 
viewed 1,684  patients  subjected  to  renal  surgical 
procedures:  315  (18.7  per  cent)  had  elevated 
blood  pressure  (one-third  improved  by  opera- 
tion), while  in  a control  group  of  975  cases  195 
(20  per  cent)  had  hypertension.  Crabtree  and 
Chaset  reviewed  150  nephrectomies  for  severe 
unilateral  damage,  and  only  14  (9.3  per  cent) 
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Fig.  5. — Bifid  pelvis,  extrarenal. 


had  hypertension,  of  which  only  2 had  a decline 
in  blood  pressure  after  operation. 

Friedman,  Moschcowitz,  and  Marrus49  studied 
193  cases  of  nephrectomy  for  unilateral  renal 
disease.  The  incidence  of  hypertension  was  no 
greater  than  in  a control  series.  There  was  no 
correlation  between  type  of  lesion  and  elevated 
blood  pressure.  Of  those  with  hypertension  only 
7 per  cent  had  a postoperative  decline,  whereas 
22  per  cent  with  normal  pressure  developed 
hypertension  after  operation.  Arteriolar  sclerosis 
was  found  in  the  kidneys  of  82  per  cent  with 
hypertension,  as  compared  to  33  per  cent  with 
normal  pressures  who  later  developed  hyper- 
tension. Their  final  conclusion  was:  When 

hypertension  is  associated  with  a unilateral  renal 
lesion,  the  lesion  and  not  the  hypertension  should 
influence  the  decision  as  to  the  advisability  of 
nephrectomy. 

In  Table  2 are  listed  the  deviations  from  nor- 
mal found  in  27  of  100  cases  of  hypertension  all 

TABLE  2. — Urologic  Lesions  in  100  Cases  of 
Hypertension 


Unilateral  hypoplasia  2 

Bifid  pelvis  8 

Aberrant  vessel  2 

Abnormal  mobility  R 2 
L 1 

Both  2 

Chronic  atrophic  pyelonephritis 


of  whom  presented  themselves  solely  because  of 
the  symptoms  of  hypertension  and  not  because  of 
urologic  complaints.  The  8 bifid  pelves  were 


deviations  from  normal  of  no  clinical  significance, 
nor  did  the  2 aberrant  vessels  cause  obstruction. 
The  2 cases  of  hypoplasia  have  not  been  subjected 
to  nephrectomy  as  yet  but  this  will  be  considered 
seriously  and  advised.  The  5 patients  with  ab- 
normal renal  mobility  have  been  managed  by  an 
appropriate  support;  thus  far  nephropexy  has 
not  been  advised.  The  solitary  cyst  at  the  lower 
pole  of  an  extremely  mobile  kidney  was  removed 
and  fixation  accomplished  with  no  change  in  the 
blood  pressure.  The  hypernephroma  was  re- 
moved after  which  some  lowering  of  the  blood 
pressure  occurred.  The  pheochromocytoma  with 
paroxymal  hypertensive  episodes  was  very  re- 
cently removed;  the  result  of  this  type  of  case 
should  be  excellent. 

A man  with  eight  years’  severe  hypertension 
was  found  to  have  a large  left  ureteral  calculus 
and  nonfunctioning  left  kidney.  He  had  no 
change  in  his  clinical  course  after  nephrectomy. 
A young  woman  with  bilateral  staghorn  calculi 
and  blood  pressure  of  170/90  had  one  side  oper- 
ated upon,  the  calculus  being  removed  by  ne- 
phrotomy. There  was  definite  lowering  of  the 
blood  pressure  to  140/85  six  months  thereafter. 
The  patient  with  bilateral  atrophic  pyelonephritis 
had  been  operated  upon  for  an  epidural  abscess 
that  caused  acute  spinal  compression  paralysis  in 
1938.  As  a result  of  bladder  paralysis  ascending 
pyelonephritis  occurred  necessitating  right  renal 
decapsulation.  He  recovered  from  both  these 
serious  lesions  but  bilateral  renal  infection  per- 
sisted and  hypertension  developed  and  progressed 
terminating  in  death  from  renal  insufliciencj''  in 
1942.  Sulfonamides  had  been  ineffectual.  Au- 
topsy showed  bilateral  pyelonephritic-contracted 
kidneys.  I know  of  no  surgical  procedure  to 
benefit  uncomplicated  polycystic  kidney  disease. 

A Sound  Point  of  View  for  the  Urologist 
in  Hypertension  Cases  with  Gross  Renal 
Lesions 

The  specialty  of  urology  has  consistently  aimed 
at  the  conservation  of  functioning  or  redeemable 
kidney  tissue.  That  aim  should  not  be  lightly 
abandoned.  A congenital  hypoplastic  kidney 
can  well  be  spared  by  a patient  with  or  without 
hypertension  for  it  can  never  be  of  adequate 
functional  value  and  it  is  often  subject  to  recur- 
ring infection.  If  the  arterial  blood  supply  to 
one  kidney  is  seriously  impaired  by  atheroma  or 
aneurysm  surely  that  kidney  can  be  sacrificed 
with  benefit.  If  one  kidney  is  healthy  and  un- 
infected and  the  other  shrunken,  with  function 
impaired  by  chronic  pyelonephritis  (with  or  with- 
out calculus)  that  kidney  should  be  removed. 
But  hypertension  alone  is  no  excuse  for  sacri- 
ficing a kidney  with  an  easily  removable  calculus, 
a remediable  hydronephrosis,  or  a cortical  infec- 


Calculi  5 

Neoplasm  1 

Cyst  1 

Polycystic  kidneys  1 


Pheochromocytoma  1 
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tion  amenable  to  chemotherapy  and  decapsula- 
tion. Goldblatt  has  aptly  expressed  this  point 
of  view;  when  hypertension  is  found  in  patients 
with  unilateral  renal  lesions,  nephrectomy  should 
be  carried  out  only  if  that  were  the  procedure  of 
choice  without  reference  to  the  element  of  hyper- 
tension in  the  case. 

The  early  discovery  and  recognition  of  an  ir- 
remediably deficient  or  irretrievably  damaged 
kidney  is  vital  to  patients  whether  they  are 
hypertensive  or  not.  There  is  some  experimental 
evidence  to  show  that  ischemia  of  one  kidney  can 
cause  disturbed  blood  flow  and  intrinsic  blood 
vessel  changes  in  the  opposite  kidney.  That  this 
is  true  in  man  has  not  been  demonstrated  as  yet; 
nevertheless  it  seems  sound  to  proceed  with 
nephrectomy  in  these  cases  because  it  is  the  pro- 
cedure of  choice  on  other  old,  established  grounds. 

Patton,  Page,  and  Ogden50  produced  hyper- 
tension in  rats  by  constricting  one  renal  artery. 
After  varying  periods  the  corresponding  kidney 
was  removed.  If  this  was  done  within  ten  weeks, 
10  per  cent  showed  no  change  in  blood  pressure, 
40  per  cent  showed  definite  lowering  of  blood 
pressure,  and  50  per  cent  had  a return  to  normal 
levels.  If  the  kidney  was  removed  from  eleven 
to  forty-five  weeks  after  establishment  of  hyper- 
tension, 50  per  cent  showed  no  change  in  blood 
pressure,  42  per  cent  showed  some  decline,  and 
only  8 per  cent  had  a return  to  normal. 

Collected  reports  of  nephrectomy  in  man  for 
hypertension  showed  that  of  233  cases  60  per  cent 
had  no  change,  10  per  cent  had  some  decline, 
and  only  30  per  cent  had  return  to  normal  levels 
of  blood  pressure.  The  combined  experience  of 
three  experimental  studies  in  rats  likewise  showed 
only  29  per  cent  had  return  of  blood  pressure  to 
normal.  The  remaining  undisturbed  kidney 
showed  arteriolar  and  glomerular  changes.  (Two 
weeks  of  rat  life  is  equivalent  to  one  year  in  man.) 

Illustrative  Experiences  with  Renal  Lesions 
in  Hypertensives — Case  Reports 

Some  cases  from  my  private  files  deserve  com- 
ment. (P.  W.  A.) 

Case  1. — W.  B.,  a man  of  35,  had  a blood  pressure 
of  155/100  in  1936,  when  he  had  a peritonsillar 
abscess  incised.  In  1940  his  blood  pressure  was 
210/140,  and  urinalysis  showed  a faint  trace  of 
albumin  and  a few  hyaline  casts.  Hyperthyroidism 
was  suspected,  but  the  basal  metabolic  rate  did  not 
confirm  this.  In  July,  1942,  the  blood  pressure  was 
230/160.  Urine  concentrated  to  1.024.  Phenolsul- 
fonphthalein  excretion  was  64  per  cent  in  one  hour. 
Excretion  urography  carried  out  upon  my  advice 
showed  a small,  congenitally  hypoplastic  but  func- 
tioning left  kidney.  The  right  kidney  was  normal 
(pelvis  extrarenal).  The  left  hypoplastic  kidney  was 
removed;  it  was  very  small,  grossly  granular  with 
marked  arterial  changes  in  the  main  and  smaller 


vessels.  Six  months  later  subjective  symptoms 
were  relieved,  and  blood  pressure  was  160/125. 
There  has  been  definite  benefit  after  nephrectomy 
although  the  diastolic  pressure  has  remained  much 
above  the  level  of  1936. 

Case  2.  M.  G.,  a man  of  56,  with  blood  pressure 
180/110,  was  found  to  have  a large  calculus  in  the 
lower  pole  of  the  left  kidney  (both  pelves  were  intra- 
renal).  On  June  17,  1941,  left  nephrolithotomy 
was  performed.  On  August  9,  1941,  blood  pressure 
140/90.  Subsequent  blood  pressure  readings  by  his 
physician  were  140/90,  150/100,  but  an  electro- 
cardiogram suggested  posterior  wall  infarction. 
Had  a nephrectomy  been  done,  this  procedure  would 
have  been  credited  with  the  lowered  blood  pressure 
after  operation. 

Case  3. — A.  G.,  a woman  of  42,  had  had  right 
renal  colic  twelve  years  before,  at  which  time  a 
right  bifid  pelvis  was  discovered.  She  was  a 
known  allergic,  subject  to  attacks  of  asthma.  She 
was  also  a known  hypertensive.  Attacks  of  right 
renal  colic  recurred  every  eight  to  twelve  months. 
In  1939  her  blood  pressure  was  170/100.  A right 
nephropexy  was  done  at  the  Kings’  County  Hos- 
pital, without  relief.  Urography,  in  July,  1941, 
and  cystoscopic  data  revealed  a normal  left  kidney 
(pelvis  extrarenal),  a bifid  right  pelvis  (also  extra- 
renal),  with  good  function  on  both  sides.  The 
lower  right  renal  pelvis  seemed  slightly  dilated,  the 
kidney  was  well  fixed. 

I entertained  the  thought  that  this  kidney  might 
be  a “Page  perinephritis  kidney,”  which  would  ex- 
plain the  persistent  pain  and  hypertension.  Sub- 
capsular  nephrectomy  was  performed,  the  kidney 
being  densely  encased  in  fibrous  tissue.  While 
convalescing,  the  patient’s  blood  pressure  returned 
to  normal  limits,  but  a month  later  it  was  170/100 
and  four  months  later,  180/90.  Then  attacks  of 
left  renal  colic  with  red  cells  in  the  urine  appeared. 
Urologic  study  showed  no  demonstrable  lesion  of  the 
remaining  kidney.  I believe  that  this  woman’s 
renal  pain  and  hypertension  are  of  vasomotor  origin. 
The  question  of  a splanchnicectomy  and  sympathec- 
tomy should  be  seriously  considered.  I had  an 
identical  experience  with  another  woman  patient 
some  years  ago.  I did  the  nephropexy,  and  another 
urologist  did  the  nephrectomy,  with  subsequent 
appearance  of  renal  colic  on  the  other  side. 

Case  4- — M.  C.,  a woman  of  47,  known  to  have 
hypertension  for  three  years,  gave  a history  of  left 
renal  colic  twenty-two  years  before  which  had  re- 
curred for  three  years.  This  was  not  studied  then, 
not  even  x-rayed,  and  was  forgotten  until  an  attack 
of  left  renal  colic  occurred  in  January,  1942.  There 
was  now  found  a normal  right  kidney,  left  renal 
calculi  with  an  impassable  obstruction  at  the  left 
ureteropelvic  junction,  pelvis  intrarenal,  large, 
clubbed  calices.  The  blood  pressure  was  166/88. 
Left  nephrectomy  and  partial  ureterectomy  were 
performed  on  March  24,  1942.  In  July,  1942,  the 
blood  pressure  was  135/85.  This  is  an  instance  of 
good  effect  upon  the  blood  pressure  after  nephrec- 
tomy. 

Case  5. — M.  B.,  a woman  of  40,  had  blood  pres- 
sure of  184/110.  There  were  no  renal  or  urinary 
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symptoms.  Urography  by  her  physician  revealed 
a normal  left  kidney,  the  pelvis  extrarenal.  The 
right  kidney  showed  calculus  at  the  ureteropelvic 
junction — dilated  calices  with  four  small  calculi  in 
them.  At  operation  upon  the  right  kidney  a large 
extrarenal  pelvis  was  found,  and  the  calculi  were 
removed.  The  blood  pressure  one  year  later  is 
140/85,  but  a small  calculus  is  now  seen  in  each 
kidney.  Here  is  a definite  beneficial  effect  upon 
the  blood  pressure  by  a conservative  surgical  pro- 
cedure fortunately  pursued  in  view  of  calculus 
reformation  on  the  operated  side  and  the  new 
development  of  a calculus  on  the  opposite  side. 

Case  6. — R.  R.,  a woman  of  46,  had  had  a left 
nephrolithotomy  performed  ten  years  before  and  a 
right  ureterolithotomy  nine  years  before.  In  1928 
my  study  showed  a calculus  filling  the  pelvis  and 
calices  of  the  right  kidney,  with  definite  diminution 
of  function.  I was  inclined  to  perform  nephrec- 
tomy, but  the  late  Dr.  Edwin  Beer  advised  a con- 
servative procedure  because  of  the  previous  history. 
A difficult  but  very  successful  nephrolithotomy  was 
performed.  The  right  renal  pelvis  was  extrarenal, 
the  left  was  intrarenal  and  bifid.  This  woman  has 
been  under  my  observation  ever  since.  When  she 
was  56  years  old  hypertension  was  noted,  the  blood 
pressure  being  180/110.  Check-up  studies  revealed 
satisfactory  function  of  both  kidneys.  A few 
minute  concretions  were  noted  in  the  right  kidney. 
There  was  one  episode  of  acute  pyelonephritis  due 
to  obstruction  by  one  of  these  coming  down  into 
the  lower  ureter.  This  was  relieved  by  ureteral 
catheter,  and  the  concretion  was  passed.  Blood 
pressure  ranged  between  165  and  185  systolic,  105 
to  110  diastolic.  When  she  was  60  it  was  200/110. 
At  65  the  patient  appeared  with  an  inoperable 
carcinoma  of  the  cecum.  Despite  the  development 
of  hypertension,  1 believe  that  conservation  of  her 
right  kidney  served  her  well  for  many  years. 

Case  7, — S.  A.,  a woman  of  30,  was  first  seen  in 
March,  1935,  referred  by  her  physician  because  of 
hypertension  and  pyuria.  She  had  had  scarlet 
fever  in  childhood.  Nine  years  before  she  was 
treated  for  “sand  in  her  kidneys”  by  medication. 
She  had  been  married  for  six  years.  Two  preg- 
nancies had  been  terminated  at  seven  and  eight 
months  because  of  high  blood  pressure.  She  com- 
plained of  persistent  hypertension,  headaches,  and 
backaches.  Her  blood  pressure  was  200/110.  Her 
heart  was  enlarged,  and  the  radial  arteries  were 
thickened.  The  urine  showed  albumin,  leukocytes, 
and  erythrocytes.  Eyegrounds  showed  thin  retinal 
arteries.  X-ray  and  cystoscopic  study  showed  a 
normal  left  kidney,  first  degree  pyelectasis  with  6 cc. 
retention  on  the  right,  and  two  small  calculi  in 
calices.  Function  on  the  right  side  was  diminished, 
and  a specimen  from  this  kidney  showed  leukocytes 
and  bacteria.  Under  observation  the  pyelectasis  of 
the  right  kidney  increased — retention  20  cc. — and 
in  October,  1936,  operation  was  consented  to.  The 
blood  pressure  was  still  200/110.  There  was  fair 
right  renal  function  with  indigo  carmine.  I found 
an  aberrant  vessel  crossing  the  ureteropelvic  junc- 
tion, a dilated  extrarenal  pelvis,  and  calculus  in  a 
calix.  The  aberrant  vessel  was  divided,  the  calculus 


was  removed,  and  a Schwyzer  (Y)  ureteropyelo-  I 
plasty  was  performed  with  nephrostomy.  The  right 
adrenal  gland  was  removed  (this  would  not  be  done 
today). 

The  blood  pressure  one  week  after  operation  was 
120/80.  The  postoperative  follow-up  studies  I 
showed  (1)  persistent  mild  infection  of  the  right  I 
kidney  and  (2)  retention  3 to  6 cc.,  but  urography  ,i 
showed  persistent  pyelectasis  of  the  right  kidney,  r. 
Treatment  was  by  available  urinary  antiseptics  p 
and  lavage  of  the  right  renal  pelvis.  The  blood 
pressure  one  year  after  operation  was  130/85.  i 
The  patient  became  pregnant,  delivered  at  term,  | 
and  had  no  exceptional  difficulty  so  far  as  the  ] 
urinary  tract  was  concerned.  The  maximum  blood  jfa 
pressure  during  pregnancy  was  142/94.  Three  p 
years  later,  however,  she  again  conceived.  The  II 
blood  pressure  was  150/85  and  urine  showed  albu-  \\i 
min  and  many  leukocytes;  therefore,  interruption  J 
of  the  pregnancy  was  advised.  This  is  another  I 
instance  in  which  hypertension  was  relieved  by  a 
conservative  and  not  altogether  successful  pro-  j. 
cedure. 

Case  8. — Recently  4 patients  who  had  had  > 
nephrectomies  some  years  before  were  referred  for 
urologic  study  because  of  hypertension.  In  two  I 
the  remaining  kidney  showed  a normal  extrarenal  | 
pelvis,  in  two  an  intrarenal  pelvis. 

Conclusions 

In  view  of  the  newer  knowledge  of  arterial 
hypertensive  disease,  internists  should  insist  upon 
a urologic  study  of  all  hypertensive  patients,  ex-  I 
cretion  urography  being  the  minimal  require-  r 
ment. 

Urologists  should  give  more  regular  attention  !(< 
to  the  blood  pressure  trends  in  their  patients  in 
order  to  detect  incipient  hypertension  and  evalu-  i 
ate  its  relationship  to  the  urologic  disorder  under 
consideration. 

Pathologists  should  give  more  detailed  study  1 
to  the  main  renal  vessels  in  kidneys  removed  at  J 
operation  and  obtained  at  postmortem  examina-  ft 
tions. 

The  discovery  of  obstructive  uropathies  in  their  II 
early  stages  is  the  duty  of  every  practitioner,  I 
and  their  effective  management  is  the  function  | 
of  the  urologist. 

The  exhibition  of  the  newer  urinary  antiseptics  I 
(mandelates,  sulfonamides)  may  materially  lessen  A 
the  incidence  of  progressive  pyelonephritis. 

The  theory  of  the  intrarenal  pelvis  is  an  etio-  ji 
logic  factor  in  hypertension  of  renal  origin  can  be  J 
safely  dismissed  on  the  basis  of  data  herewith  |l 
presented  and  the  observations  of  others  on  this  I 
question. 

The  relationship  of  a unilateral  renal  lesion  to  I 
coexistent  hypertension  is  an  individual  problem  [ 
in  each  case  encountered.  In  occasional  in-  I 
stances  it  is  a definite  etiologic  factor,  in  some  I 
instances  it  is  contributory,  in  most  cases  it  is  i| 
merely  coincidental. 
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The  decision  regarding  nephrectomy  in  hyper- 
tensives should  be  based  upon  the  nature  of  the 
renal  lesion  alone,  with  due  reference  to  time- 
honored  considerations  of  conservation  of  renal 
tissue  which  may  later  stand  the  patient  in  good 
stead. 

When  the  causal  relationship  of  a unilateral 
renal  lesion  to  hypertension  seems  probable,  early 
recognition  of  this  relationship,  with  prompt  ne- 
phrectomy, enhances  the  likelihood  of  a good  re- 
sult. 
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THE  FIFTH  FREEDOM 

Add  to  the  now  famous  four  freedoms,  freedom 
from  pain.  Nor  is  this  an  attempt  to  take  our  atten- 
tion from  the  emotional  elements  of  the  war.  We 
sincerely  believe  that  this  fifth  freedom  is  a desire  as 
basic  as  the  others. 

To  test  its  power,  throw  the  golden  apple  among 
mortals  with  the  promise  that  one  freedom  shall  be 
theirs.  In  the  face  of  pain,  is  there  one  of  us  who 
would  ask  for  freedom  of  speech? 

But  the  public  has  not  learned  of  the  intricate 
balances  of  the  body.  People  do  not  sense  the  com- 
plex problems  involved  in  the  field  of  medicine. 
They  are  willing  to  purchase  freedom  from  pain  at 
any  price,  but  they  will  buy,  as  they  do  an  automo- 
bile or  a hat,  from  the  salesman  who  is  able  to  gain 
their  confidence. 

So  we  find  an  admittedly  ignorant  public  but  a 
public  that  is  highly  sincere  in  the  selection  of  its 
medical  care.  Sincere  because  they  want  freedom 
from  pain.  Ignorant  because  they  profess  no 
knowledge  of  how  this  may  be  accomplished. 

It  does  provide  a fertile  market  for  the  unscrupu- 
lous cultist,  who,  without  training,  uses  his  powers  of 


influencing  others  to  the  point  that  his  patients  be- 
lieve his  treatment  to  be  adequate.  He  glosses  his 
limitations  with  a veneer  of  optimism  which  the 
patient  interprets  to  be  confidence.  He  is  in  con- 
trast with  the  doctor  of  medicine,  in  that  he  requests 
a governing  body,  instead  of  a school,  to  make  a 
doctor  of  him. 

The  quarrel  does  not  concern  the  layman,  be- 
cause he  fails  to  understand  the  principles  involved. 
He  goes  on  a personal  errand.  He  has  interest 
neither  in  cults  nor  in  diplomas.  He  has  no  thought 
but  for  the  cure  of  his  ailment.  There  is  no  desire 
but  for  freedom  from  pain. 

From  our  point  of  view  there  are  two  solu- 
tions. 

One  is  to  force  the  layman  to  do  what  is  best  for  him, 
in  spite  of  his  misguided  beliefs.  The  other  is  to 
teach  him  the  truth,  to  talk  to  him  in  words  he 
knows  the  meaning  of,  to  show  him  how  he  may 
select  his  medical  care  safely.  Either  of  those 
methods  would  provide  the  layman  much  freedom 
from  pain,  but  certainly  the  latter  plan  cannot  be 
altogether  ignored. — Wichita  (Kan.)  Med.  Bull. 
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ANESTHESIA  for  thoracic  surgery  occupies 
./jl  rather  a unique  position  in  specialized  efforts 
today.  It  shares  at  the  moment,  along  with 
thoracic  surgery  itself,  in  the  fruition  of  that  most 
credible  combination  of  contributions  to  any 
medical  discipline:  a sound  and  fundamental 
understanding  of,  the  pathology  and  pathologic 
physiology  of  the  systems  involved,  astute  clinical 
observations  and  interpretations  of  the  manifesta- 
tions of  these  abnormalities,  ingenuity,  boldness, 
and  finesse  in  the  attack  itself  upon  the  problems 
presented,  and  finally — and  most  important — a 
reasonable  and  varied  experience,  charged  with 
honest  differences  of  opinion  as  to  details  and 
sufficient  for  cursory  analysis  of  its  results. 

The  recent  literature,  specific  to  this  field,  can 
be  divided  rather  sharply  into  two  categories. 
There  are  those  reports  which  are  concerned 
primarily  with  physiologic  functions,  technical 
difficulties,  the  significance  of  depressant  drugs 
as  a group,  the  maintenance  of  gaseous  exchanges, 
and  mechanical  circulatory  integrity.  On  the 
other  hand,  there  have  also  been  many  reports 
chiefly  concerned  with  the  defense  or  enthusiastic 
commendation  or  condemnation  of  particular 
anesthetic  agents  per  se  as  being  particularly 
indicated  or  contraindicated  for  anesthesia  in  this 
region.  Some  of  these  articles  have  attempted  to 
place  credit  upon  one  agent  and  to  impose  stig- 
mata upon  other  agents  on  the  basis  of  experience, 
results,  and  comparisons  which  have  raised  the 
question  of  the  credibility  of  the  relative  part 
played  by  the  anesthetic  agent  as  opposed  to  the 
skill  and  experience  of  the  surgeon  and  his  sur- 
gery. There  are  anesthetic  agents  which  share 
with  mechanical  devices  in  a quality  which 
necessitates  training,  skill,  and  experience  in 
their  usage,  occasionally  leading  individuals  who 
lack  such  training,  skill,  and  experience  to  con- 
demn them  as  being  dangerous  and  impractical. 
Those  artisans  who  are  not  trained  for  their  art 
rightly  restrain  themselves  within  these  bounds. 
At  any  rate,  in  this  relatively  new  field  it  seems 
obvious  that  it  is  unimportant  to  waste  time, 
energy,  and  journal  type  on  the  relative  merits  of 
agents  when  there  are  so  many  intricate  and 
fascinating  problems  challenging  us  for  solution. 
In  anesthesia  for  chest  surgery,  it  is  particularly 
true  that  the  anesthesia  depends  primarily  upon 
the  anesthetist  rather  than  upon  the  anesthetic. 

Patients  who  required  thoracic  surgery  present 
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varying  degrees  of  pulmonary  dysfunction.  The 
evaluation  of  the  respiratory  reserve  and  the 
adequate  preoperative  and  postoperative  man- 
agement of  the  patient,  as  well  as  the  ability  to 
overcome  the  various  problems  attendant  with 
chest  surgery,  are  the  essential  duties  of  the 
anesthetist. 

Respiratory  Reserve 

Respiratory  function  tests  are  of  value  because 
they  serve  as  guides  in  determining  the  degree  of 
impairment  of  ventilation  due  to  partial  obstruc- 
tion of  the  airway,  reduced  capacity  of  movement 
of  the  lungs,  and  the  reduced  distensibility  of  the 
lungs. 

Bronchospirometry  is  a method  by  which  one  is 
able  bronchoscopically  to  determine  the  size  and  \ 
function  of  each  lung.  The  gases  that  ventilate  j 
the  two  lungs  are  kept  entirely  separate,  and  the  ; 
extent  to  which  they  contribute  to  the  total  pul- 
monary function  can  be  measured.  Broncho- 
spirometric  studies  have  revealed  that  oxygen 
consumption  in  certain  types  of  tuberculous 
pulmonary  disease  may  be  greater  than  the  car- 
bon dioxide  elimination,1  that  the  dependent  lung 
of  a person  in  the  lateral  position  assumes  the 
major  role  in  ventilation  and  is  functionally  the 
more  important,2  and  that  the  paralysis  of  one 
leaf  of  the  diaphragm  may  reduce  oxygen  con- 
sumption over  20  per  cent  on  that  side.3 

Maximum  minute  ventilation  measures  the 
volume  of  exhaled  air  collected  in  a Haldane  bag 
during  the  greatest  inspiratory  and  expiratory 
efforts  over  a definite  time  interval.  The  normal 
average  is  100  liters  per  minute  for  women  and 
150  liters  per  minute  for  men.  This  test  provides 
a measure  better  correlated  with  actual  pulmon- 
ary function  than  the  volume  change  of  a single 
breath,  which  is  the  vital  capacity.  A decrease 
in  maximum  breathing  to  30  liters  per  minute 
indicates  a severely  embarrassed  respiratory  re- 
serve. The  most  important  factor  in  determining 
the  patient’s  ability  to  withstand  unilaterally  in- 
duced changes  in  intrapleural  pressure  is  the 
individual’s  maximum  minute  ventilation  prior 
to  the  production  of  the  disturbance.  Patients 
with  limited  pulmonary  reserve  will  require  active 
control  and  supervision  of  respiratory  exchange 
during  anesthesia. 

Problems  Associated  with  Chest  Surgery 

The  problems  attendant  on  chest  surgery  vary 
with  the  degree  of  respiratory  reserve,  the  pul-  | 
monary  pathology,  the  patency  of  the  tracheo- 
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Figs.  1 and  2.  Lateral  position  demonstrating  flexion  of  knees  and  the  correct  position  of  anterior  and 
posterior  brace,  allowing  unrestricted  activity  of  the  dependent  chest  wall. 


bronchial  tree,  and  the  extent  of  the  surgical  pro- 
cedure. Attention  to  the  following  factors  will 
aid  in  the  management  of  the  patient  and  will 
enable  the  anesthetist  to  meet  untoward  reactions 
which  may  occur. 

Preparation  of  the  Patient. — Postural  drainage 
is  performed  in  the  morning.  Often  the  six- 
position  method  will  allow  the  patient  to  evacuate 
a considerable  amount  of  sputum  which  may  have 


accumulated  during  the  night.  Patients  with 
bilateral  bronchiectasis  who  have  copious  secre- 
tions will  often  require  aspiration  by  bronchos- 
copy immediately  before  the  onset  of  anesthesia. 
It  is  essential  to  obtain  a clear  and  patent 
tracheobronchial  tree  previous  to  surgery.  Pre- 
anesthetic medication  should  be  administered 
only  after  an  efficient  evacuation  of  the  secretions. 
The  operative  procedure  need  not  be  delayed; 
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postural  drainage,  bronchoscopy,  or  both,  will  in 
most  cases  clear  the  pulmonary  tree. 

Position  on  the  Table. — The  maintenance  of  the 
correct  position  of  the  patient  on  the  operating 
table  should  not  interfere  with  respiratory  ac- 
tivity. When  the  lateral  position  is  assumed, 
the  diseased  lung  of  the  patient  is  uppermost. 
However,  as  stated  above,  the  dependent  lung 
assumes  the  major  role  of  ventilation,  even  in  the 
normal  chest.  This  is  due  to  the  shifting  of  the 
mediastinum  and  viscera  toward  the  lower  side, 
which  relaxes  the  dependent  portion  of  the  dia- 
phragm more  than  the  upper  one.  This  relaxa- 
tion allows  a wider  excursion  with  a resultant  in- 
crease in  ventilation,  providing  that  neither  the 
chest  wall  nor  the  abdomen  is  constricted  by 
braces,  rolls,  or  packs  (Figs.  1 and  2).  The  legs 
are  flexed  to  obviate  any  tension  on  the  abdominal 
wall  in  order  not  to  hinder  diaphragmatic  excur- 
sions. The  anterior  brace  is  placed  at  the  level 
of  the  xiphoid  and  the  posterior  one  opposite  the 
sacrum.  The  braces  are  placed  so  that  the 
abdomen  or  chest  will  not  be  constricted  between 
two  points.  Straps  are  placed  over  the  hips  and 
knees  to  keep  the  patient  in  place.  This  method 
of  positioning  the  patient  allows  unrestricted 
activity  of  the  healthy  lung. 

The  Trendelenburg,  or  head-down,  position 
has  some  virtues  and  some  definite  limitations. 
The  lowering  of  the  head  aids  the  venous  return 
to  the  heart  and  improves  cerebral  circulation. 
It  is  questionable  whether  this  position  is  a pro- 
tective measure  against  air  embolism  to  the  vital 
structures.  Moore4  found  that  the  position  of  an 
animal  had  little  or  no  effect  when  air  was  in- 
jected into  the  pulmonary  veins.  Moreover,  he 
demonstrated  that  the  danger  of  air  embolus  is 
not  to  the  cerebral  vessels  but  to  the  coronary 
vessels  of  the  heart.  The  head-down  position  of 
more  than  20  degrees  inhibits  pulmonary  ex- 
change. A compensatory  increase  in  respiratory 
rate  takes  place  with  a resultant  tiring  of  the 
chest  musculature.  This  position  is  supposed  to 
be  important  from  the  standpoint  of  drainage  of 
secretions  by  gravity.  The  anatomy  of  the 
tracheobronchial  tree  should  first  be  considered  to 
determine  the  degree  of  head-down  position 
necessary  in  order  to  obtain  effective  drainage 
and  to  minimize  the  contamination  of  the  contra- 
lateral lung  and  the  apices.  The  entrances  of  the 
right  and  left  major  bronchi  are  directly  opposite 
each  other,  the  right  forming  an  obtuse  angle  and 
the  left  an  acute  angle  with  the  trachea. 

Lipiodal  studies5  were  made  to  determine  the 
degree  of  head-down  position  necessary  for 
secretions  from  the  uppermost  bronchus  to 
gravitate  directly  into  the  trachea  without  spill- 
ing over  to  the  dependent  lung.  It  was  found 
that  at  least  a 35-degree  head-down  position  was 


necessary  to  avoid  contamination  of  the  opposite 
lung.  This  position  does  not  protect  the  apices 
from  secretions  in  cases  of  bronchiectasis  where 
the  disease  is  at  the  bases  of  the  lungs. 

Therefore,  it  seems  that  either  a 35-degree  ' 
Trendelenburg  or  the  head-up  position  may  be  | 
effective  during  a lobectomy  for  bronchiectasis  ; I 
and  also  for  drainage  of  empyema  with  a broncho- 
pleural fistula.  The  flat  position  is  all  that  is 
necessary  when  there  is  a minimum  of  secretions.  • 
The  moderate  head-down  position  can  be  re-  jj 
served  for  cases  which  incur  a diminished  circula-  , 
tory  blood  volume ; the  Trendelenburg  should  be  ! 
steep  for  gravity  drainage  of  material  from  the  i 
pulmonary  tree. 

Apparatus. — The  apparatus  required  for  tho-  \\ 
racic  anesthesia  serves  only  as  a means  by  wdiich  i 
the  anesthetist  can  efficiently  control  the  ex- 
change of  the  physiologic  gases,  maintain  an 
adequate  level  of  narcosis  to  prevent  untoward 
reflexes,  and  adequately  keep  the  tracheo-  > 
bronchial  tree  clear. 

Waters’  carbon  dioxide  absorption  to-and-fro 
method  has  definite  advantages  for  anesthesia  in 
thoracic  surgery.  The  to-and-fro  canister  is  the 
most  efficient  apparatus  for  the  absorption  of 
carbon  dioxide.  It  offers  the  least  resistance  to 
respirations,  considerably  less  than  the  circle  I 
filter  method.  The  anesthesia  bag  is  under  com- 
plete control  of  the  anesthetist,  which  allows  con- 
stant management  of  the  respiratory  exchange. 

Endotracheal  intubation  is  considered  essential 
during  open  chest  surgery  for  the  provision  of  a 
patent  airway,  the  avoidance  of  laryngeal  spasm, 
and  as  a means  for  the  removal  of  secretions  from 
the  trachea  and  bronchi.  The  diameter  of  the 
endotracheal  catheter  should  be  as  wide  as  will  ii 
pass  through  the  glottis.  This  will  minimize 
obstruction  and  resistance  to  the  exchange  of 
gases.  Any  smaller-sized  endotracheal  tube  de-  i 
creases  the  diameter  of  the  trachea,  allows  dead  i 
space  between  the  catheter  and  trachea,  increases  j 
the  resistance  to  expiration,  and  is  a hindrance  to  1 
effective  elimination  of  carbon  dioxide  from  the  I 
lungs. 

Coiled  wire  tubes  of  the  Flagg  type  are  stiff  j 
and  thick.  They  may  cause  damage  to  the  pro-  j 
tective  cilia  of  the  trachea  and  decrease  the  size 
of  the  lumen  considerably.  The  Magill  rubber  i 
catheter,  in  comparison,  is  soft  but  firm  enough  j 
for  intubation.  The  lumen  is  wider  than  it  is  in  i 
most  other  tubes.  Aspiration  is  facilitated  by 
using  a vaselined  urethral  catheter.  Admittedly,  jj 
more  experience  and  ability  in  intubation  are  1 
necessary  when  employing  a Magill  tube. 

Inflatable  cuffs,  attached  to  the  distal  end  of  | 
the  endotracheal  tube,  offer  far  too  many  ad- 
vantages to  be  discredited  on  theoretic  grounds.  ! 
Spillage  from  a diseased  lobe  is  not  due  to  an  in-  j 
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Fig.  3.  Suction  catheter  placed  in  left  major  bron- 
chus by  the  method  outlined. 


flatable  cuff.  Any  tube  that  is  placed  near  the 
bifurcation  may  obstruct  the  secretions  from 
entering  the  trachea  and  so  cause  a damming 
back  into  the  good  lung.  The  presence  of  the 
thin,  rubbered  cuff  insures  a tight  fit,  allows  con- 
stant control  of  exchange  of  gases,  permits  an 
even  maintenance  of  anesthesia  and  affords  a 
method  with  which  to  control  respirations.  In- 
flation of  the  cuff  often  is  not  necessary  when 
several  vaselined  packs  are  engaged  in  the 
oropharynx. 

When  secretions  are  copious,  or  when  blood  or 
pus  is  present,  an  endotracheal  technic  allows 
the  use  of  endobronchial  suction.  This  can  be 
performed  by  first  rotating  the  head  to  the  oppo- 
site side  of  the  bronchus  to  be  aspirated ; a vase- 
lined  urethral  catheter  can  then  be  passed  directly 
into  the  desired  bronchus  (Fig.  3).  This  technic 
can  be  utilized  for  aspirating  either  the  left  or  the 
right  side.  During  the  production  of  an  open 
pneumothorax,  the  manipulation  of  the  lung,  or 
while  changing  the  position  of  the  patient  a small- 
sized suction  catheter  can  be  stationed  in  the 
desired  bronchus.  Anesthesia  can  thus  be  suc- 
cessfully maintained  during  the  aspiration  of 
secretions. 

Reflexes. — Cough  during  open  chest  surgery  is 
ineffective  in  clearing  secretions.  It  may  cause 
damage  to  the  lung  and  give  rise  to  circulatory 
disturbances.  However,  an  active  cough  reflex 
during  extrapleural  surgery  may  be  of  great  value 
in  clearing  the  trachea  and  bronchi,  especially  in 
such  procedures  as  the  drainage  of  lung  ab- 
scesses, drainage  of  empyemas  complicated  with  a 
bronchopleural  fistula,  and  in  certain  thoraco- 
plasties. 

Although  the  cough  mechanism  has  a sup- 
posedly spreading  action,  the  incidence  of  spread 


of  infection  in  patients  with  a cough  reflex  prior 
to  surgery  is  extremely  low.  The  spread  of  secre- 
tions and  infection  may  be  attributed  to  in- 
efficient suction,  to  an  increased  intrapleural 
pressure  that  occurs  during  laryngeal  spasm  or 
in  any  type  of  upper  respiratory  obstruction,  and 
to  a depressed  cough  reflex  in  the  postoperative 
period. 

Vagal  reflexes  may  occur,  regardless  of  the 
anesthetic  agent,  when  traction  is  applied  to  the 
hilar  region  of  the  lung  or  during  dissection  about 
the  major  bronchus.  Usually  an  increased  depth 
of  anesthesia,  release  of  traction,  or  cessation  of 
surgery  will  result  in  the  disappearance  of  the 
reflexes. 

Anesthetic  Technics  for  Lobectomy  or  Pneumo- 
nectomy.— An  open  pneumothorax  is  present  as 
soon  as  the  pleural  cavity  is  entered.  The  lung 
on  the  affected  side  collapses;  the  mediastinum 
shifts  and  compresses  the  other  one.  Full  expan- 
sion of  the  sound  lung  during  spontaneous  respira- 
tion is  reduced.  Maximal  inspiration  of  the 
chest  wall  and  diaphragm  set  in,  and  there  is  a 
compensatory  increase  in  mechanical  respiratory 
effort.  Since  the  thorax  does  not  expand  equally 
in  all  directions,  but  only  in  certain  limited  direc- 
tions, the  expanding  lung  makes  internal  adjust- 
ments and  may  produce  a torsion  and  twisting  of 
the  bronchi  during  increased  breathing.6  Spon- 
taneous respirations,  if  allowed  to  persist,  would 
result  in  an  increased  oxygen  demand,  exhaustion 
of  the  respiratory  muscles,  and  a diminished 
elimination  of  carbon  dioxide. 

Positive  Pressure  vs.  Controlled  Respirations. — 
Positive  pressure  anesthesia  is  a method  whereby 
manual  pressure  is  applied  to  the  breathing  bag, 
increasing  intrabronchial  pressure,  during  the 
inspiratory  and  expiratory  phase  of  respiration. 
Positive  pressure  anesthesia  interferes  with  the 
bellows  action  and  the  mixing  of  the  physiologic 
gases.  The  elimination  of  carbon  dioxide  from 
the  alveolar  spaces  is  entirely  dependent  upon 
the  mixing  action  of  the  lungs.  Increases  of 
carbon  dioxide  without  notable  clinical  signs  may 
occur.  Ventilation  is  hampered ; the  respiratory 
efforts  become  straining  in  character  during  the 
expiratory  phase.  This  method  always  affords 
the  risk  of  impacting  secretions  in  the  smaller 
bronchi  with  subsequent  atelectasis. 

The  term  “controlled  respirations”  signifies 
that  the  active  respiratory  efforts  of  the  patient 
have  been  abolished  and  that  pulmonary  ventila- 
tion is  under  the  control  of  the  anesthetist. 
This  method  may  be  accomplished  either  by  (1) 
lowering  the  patient’s  carbon  dioxide  until  it  no 
longer  stimulates  the  respiratory  cenier,  or  (2) 
depressing  the  respiratory  center  by  sedative 
drugs  and  anesthetic  agents  so  that  it  does  not 
respond  to  normal  carbon  dioxides,  or  (3)  by 
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slight  depression  of  the  respiratory  center  and  a 
slight  lowering  of  the  blood  carbon  dioxide. 
Criticism  of  this  technic  has  been  that  the  cessa- 
tion of  respiration  would  remove  the  greatest 
safeguard  against  overdosage  and  that  the 
anesthetist  would  be  at  a loss  as  to  depth  of  anes- 
thesia. This  would  apply  to  those  not  familiar 
with  the  method.  The  depth  of  anesthesia  can 
be  ascertained  by  any  one  of  several  procedures: 

1 . In  light  anesthesia,  respirations  will  resume 
shortly  after  the  discontinuance  of  this  technic. 
Active  respiratory  efforts  return  as  a result  of  an 
increased  blood  carbon  dioxide. 

2.  Manual  pressure  oh  the  anesthesia  bag, 
necessary  to  inflate  the  lungs,  is  decreased  during 
deep  anesthesia  and  increased  during  the  light 
plane. 

3.  The  depth  can  be  judged  from  the  patient’s 
behavior  during  induction  and  through  the 
course  of  the  operation. 

4.  Eye  signs  are  often  of  value,  especially  if 
followed  from  the  start. 

5.  Variations  of  pulse  rate  will  usually  indi- 
cate the  plane  of  anesthesia. 

The  advantages  of  this  method  are  that  the 
dangers  of  an  open  pneumothorax  are  abolished. 
Efficient  tidal  exchange  can  be  accomplished. 
Adequate  oxygenation  with  removal  of  carbon 
dioxide  is  insured.  The  diaphragm  is  motionless 
and  the  thoracic  musculature  is  at  rest. 

Postoperative  Management. — The  clearance  of 
secretions  of  the  tracheobronchial  tree,  the  early 
return  of  an  active  cough  reflex,  cortical  sedation 
without  central  depression,  and  oxygen  therapy 
are  the  essential  points  in  the  postoperative  treat- 
ment. 

The  anesthesia  should  be  gradually  lightened 
toward  the  close  of  the  surgical  procedure  and  the 
application  of  the  dressings.  The  patient  is 
then  turned  on  his  back,  gently. 

Extubation  is  done  as  soon  as  there  is  a return 
of  reflexes.  The  suction  catheter  is  left  in  place 
and  withdrawn  along  with  the  endotracheal  tube. 

Sedation  is  usually  necessary  shortly  after  the 
return  of  consciousness.  We  have  found  that 
small  doses  of  apomorphine  will  allay  excitement 
and  restlessness  without  depressing  respirations 
or  the  cough  reflex;  y4o  to  V5o  grain  is  adminis- 
tered intramuscularly  before  the  patient  leaves 
the  operating  room;  morphia  then  is  not  neces- 
sary for  the  immediate  postoperative  period. 
Oxygen  therapy,  which  is  started  after  the  anes- 
thetic is  finished,  is  continued  in  the  ward. 

Summary 

The  problems  of  anesthesia  for  thoracic  surgery 
have  been  discussed.  Attention  has  been  focused 
upon  the  effects  of  pathologic  or  mechanical  dis- 
turbances, on  pulmonary  function,  the  limitations 


of  the  head-down  position,  endobronchial  aspira- 
tion of  secretions,  the  utilization  of  technics  to 
provide  a normal  exchange  of  the  physiologic 
gases,  and  the  immediate  postoperative  care  of 
the  patient.  These  observations  are  intended  to  | 
stress  the  importance  of  the  anesthetic  manage-  i 
ment  of  the  patient. 
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Discussion 

Dr.  L.  J.  Pico,  Brooklyn — I wish  to  congratulate 
Dr.  Etsten  on  his  excellent  presentation  of  his  paper. 

Anesthesia  for  thoracic  surgery  presents  many 
problems  which  are  not  encountered  in  any  other 
branch  of  surgery.  The  majority  of  patients  who 
undergo  surgery  are  in  a poor  physical  state,  have  a 
low  vital  capacity,  and  a secondary  anemia.  Any 
further  increase  in  the  already  existing  anoxemia  is 
poorly  tolerated. 

There  are  two  important  requirements  of  the 
anesthetist  in  thoracic  surgery:  (1)  the  prevention  of 
anoxemia,  and  (2)  removal  of  foreign  material  from 
the  trachea  and  bronchi. 

The  aim  of  all  pulmonary  function  tests  is  to  supply 
evidence  which  will  allow  one  to  determine  before- 
hand the  functioning  tissue  that  will  take  over  the 
work  of  the  collapsed  tissue.  I have  had  no  experi-  | 
ence  with  bronchospirometry.  This  procedure  was 
introduced  in  1932,  and  as  yet  not  very  many  pa- 
tients have  been  examined  by  this  method,  so  that  its  i 
reliability  and  clinical  application  are  still  to  be 
determined.  Bronchospirometry  and  other  clinical  : 
pulmonary  function  tests  will  help  to  decide  the 
cases  for  surgery,  but  to  determine  the  anesthetic  l 
agent  and  technic,  I believe,  the  anesthesist  who  is 
going  to  administer  the  anesthesia  is  the  essential 
factor,  regardless  of  the  agent  and  the  technic. 

As  for  the  postural  status  of  the  patient,  the  ad- 
vantages of  the  head-down  position  to  the  extent  of  i| 
30  degrees  outweigh  the  disadvantages. 

For  intrapleural  chest  surgery,  controlled  respira-  j 
tions  with  cyclopropane  endotracheal  technic  is  the 
ideal  system.  The  application  of  positive  pressure  i 
in  the  sphere  of  thoracic  surgery  is  essential.  The 
object  is  not  only  to  avoid  lung  collapse  but  also  to 
support  the  mediastinum  in  order  to  avoid  the  dan- 
gerous mediastinal  flutter.  There  are  also  dangers 
in  giving  intratracheal  anesthesia  from  the  use  of 
too  much  pressure.  The  complications  that  may 
result  are  mediastinalem  physema  and  pneumothorax,  j 
According  to  Coryllos,  an  intrabronchial  pressure  of 
50  mm.  of  mercury  is  necessary  to  produce  a rupture  f 
of  the  visceral  pleura.  In  view  of  the  above  data,  I 
re-expansion  of  the  remaining  lung  tissue  following  . 
intrathoracic  operations  should  not  be  by  marked  . 
distention  with  positive  pressure  but  by  aspiration 
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of  air  from  the  pleural  cavity  through  a catheter  or 
J needle  following  its  closure. 

The  use  of  cyclopropane  is  of  great  aid  in  thoracic 
f surgery.  According  to  Drs.  Waters  and  Rovenstine 
) and  others,  it  has  a potency  similar  to  that  of  ether 
. and  chloroform  and  is  nontoxic  to  the  liver  and  kid- 
neys and  nonirritating  to  membranes.  Induction  is 
rapid,  laryngeal  reflexes  are  quickly  abolished,  and 
endotracheal  intubation  is  easily  accomplished. 
High  oxygen  concentration  can  be  given  with  cyclo- 
propane, respiratory  movements  are  reduced  to  a 
I minimum,  and  the  potency  of  cyclopropane  permits 
safe  and  rapid  production  of  apnea  or  controlled 
respiration  whenever  it  may  be  desirable.  It  is 
rapidly  excreted  and  cough  reflex  is  easily  estab- 
lished. 

Adequate  oxygenation  and  maintenance  of  blood 
carbon  dioxide  can  be  controlled  within  normal  limits 
by  this  method.  The  most  common  causes  for  rise 
in  systolic  pressure  and  pulse  are  excess  of  blood 
carbon  dioxide  and  oxygen  want.  With  these 
causes  in  mind,  the  anesthetist  can  change  the 
canister  to  absorb  the  excess  carbon  dioxide  or  to 
administer  enough  oxygen  to  meet  the  patient’s 
need. 

White  and  Buxton,  of  Ann  Arbor,  Michigan, 
have  made  studies  in  blood  loss  in  thoracic  opera- 
tions. Thejr  report  that  in  thoracoplasties  the  aver- 
age loss  of  blood  is  500  to  700  cc.  In  lobectomies 
and  pneumonectomies,  the  average  loss  was  1,600 
cc.  of  blood.  These  studies  have  shown  that  the 
amount  of  blood  lost  at  operation  is  greater  than  has 
been  supposed  or  estimated. 


There  are  other  problems  that  are  not  so  common, 
but  the  anesthetist  must  be  on  the  alert  throughout 
the  operation  to  recognize  them,  for  they  may  mean 
the  life  or  death  of  the  patient.  They  are  air  em- 
bolism, sudden  hemorrhage,  and  abnormal  vagal 
reflexes.  The  diagnosis  of  air  embolism  is  a sudden 
circulatory  collapse  in  a matter  of  seconds.  The 
treatment  is  to  prevent  it  from  the  very  beginning — 
head  and  shoulders  should  be  lower  than  the  rest  of 
the  body,  deep  respiratory  movements  and  too  much 
positive  pressure  should  be  avoided,  and  blood  vol- 
ume should  be  restored.  In  sudden  hemorrhage 
from  rupture  of  pulmonary  veins,  the  diagnosis  is 
self-evident  and  treatment  is  prophylaxis.  Ab- 
normal vagal  syndromes  may  be  explained  on  a basis 
of  the  pulmonary  cardiac  reflex.  Clinically  there 
are  two  types  that  may  occur — the  cardio-inhibitor 
type,  in  which  the  heart  is  slowed,  pulse  pressure  is 
increased,  and  respirations  are  slowed.  This  type  is 
not  serious;  treatment  is  adrenalin  or  ephedrine 
sulfate  by  vein.  The  other  type  is  the  direct  effect 
on  the  heart,  either  by  arrest  or  fibrillation  charac- 
terized by  a sudden  and  rapid  decline  in  blood  pres- 
sure, a pulse  that  is  rapid,  gradually  getting  weaker 
and  weaker,  with  shallow  respirations.  The  treat- 
ment is  directed  at  restoring  normal  cardiac  rhythm. 

In  thoracic  surgery,  more  than  any  other  branch 
of  surgery,  the  patient  should  be  studied  from  all 
clinical  aspects  before  surgery  is  performed.  The 
anesthetist  and  the  surgeon  must  cooperate,  and  they 
must  coordinate  all  possible  facilities  at  hand  to 
meet  any  emergency. 


INTERNSHIPS  OPEN  IN  PSYCHIATRIC  HOSPITAL 


At  St.  Elizabeth’s  Hospital,  the  federal  institution 
for  the  treatment  of  mental  disorders,  Washington, 
D.C.,  fine  opportunities  for  psychiatric  residencies 
and  rotating  internships  are  open  to  recent  graduates 
of  medical  schools.  These  residencies  and  intern- 
ships rank  among  the  best  in  the  United  States. 
The  institution  has  7,000  patients,  including  mem- 
bers of  our  armed  forces  who  are  casualties  of  the 
present  wrar.  In  order  that  these  men,  as  wrell  as 
civilian  patients,  may  receive  adequate  care  and 
treatment,  it  is  necessary  to  recruit  a number  of 
Junior  Medical  Officers. 

The  rotating  internship  consists  of  one  year  of 
rotating  service  including  medicine,  surgery,  psy- 
chiatry, laboratory,  pediatrics  (affiliation),  and  ob- 
stetrics (affiliation).  Applicants  must  be  fourth- 
year  students  in  a Class  A medical  school  or  they 
must  have  successfully  completed  their  fourth  year 
of  study  in  a Class  A medical  school  subsequent  to 
December  31,  1935.  The  duties  of  Junior  Medical 
Officer  (Rotating  Internship)  are  those  of  an  intern 
assigned  to  medical,  surgical,  and  laboratory  serv- 
ices, and  outpatient  clinics. 


A postgraduate  internship  of  one  year  in  psy- 
chiatry is  offered  to  graduates  of  medicine  who  have 
already  served  an  accredited  internship.  Applicants 
must  have  successfully  completed  their  fourth  year  of 
study  in  a Class  A medical  school  subsequent  to  De- 
cember 31,  1932,  and  they  must  have  the  degree  of 
either  B.M.  or  M.D.  In  addition,  they  must  have 
successfully  completed  an  accredited  rotating  intern- 
ship of  at  least  one  year,  except  that  applications  will 
be  accepted  from  persons  now  serving  such  intern- 
ship. The  duties  of  Junior  Medical  Officer  (Psy- 
chiatric Resident)  are  those  of  a resident  in  the 
diagnosis  and  treatment  of  mental  patients. 

It  is  possible  that  women  may  be  utilized  in  these 
positions.  Appointments  to  the  above  positions  will 
be  made  at  various  times  during  the  year  as  vacan- 
cies arise.  The  positions  pay  $2,000  a year  (plus 
$433  overtime  pay).  There  are  no  age  limits  for 
these  positions.  No  written  test  is  required.  Per- 
sons now  using  their  highest  skills  in  war  work  should 
not  apply.  Appointments  in  federal  positions  are 
made  in  accordance  w’ith  War  Manpower  Commis- 
sion policies  and  employment  stabilization  plans. 


Only  female  mosquitoes  bite  to  suck  blood;  the  In  no  profession  does  culture  count  for  so  much 
males  get  all  their  nourishment  from  plant  sap. — as  in  medicine,  and  no  man  needs  it  more  than  the 
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THREE  NEW  TOOLS  OF  SCIENCE 

Douglas  F.  Winnek,  Mt.  Vernon,  New  York 


OUT  over  the  Pacific  a new  aerial  camera  is 
making  three-dimensional  photographs  for 
Uncle  Sam.  Down  in  the  new  Naval  Medical 
Center  at  Bethesda,  Maryland,  the  first  trivision 
x-ray  camera  is  producing  films  that  reveal  the 
exact  depth  of  structures  and  foreign  objects. 
In  the  operating  suite  of  the  Baptist  Hospital  in 
Boston,  the  Lahey  Clinic  is  producing  the  first 
trivision  clinical  pictures  in  depth,  color,  and 
motion. 

These  three  cameras  are  experimental,  but  the 
pictures  produced  in  them  give  a fair  idea  of  what 
may  be  expected  from  trivision. 

Trivision  is  a new  form  of  stereoscopic  photog- 
raphy. Instead  of  taking  the  customary  binocu- 
lar pair  of  stereographs  and  viewing  them  through 
oculars,  we  produce  a composite  stereograph  on 
a single  film,  with  a single  exposure. 

The  new  technic  requires  the  use  of  a scanning 
camera  and  a “lenticulated”  film.  The  camera 
is  a simple  box,  with  an  ordinary  lens  fixed  to  its 
front  panel  and  a sliding  film  carrier  on  its  back. 
During  the  exposure,  this  camera  slides  laterally 
across  the  subject.  As  it  slides,  the  lens  travels 
parallel  to  the  subject  plane  in  focus,  and  the 
mechanized  film  carrier  travels  relatively  faster 
to  keep  the  continuous  panoramic  series  of  subject 
glimpses  centered  on  the  film. 

The  new  film  is,  in  reality,  ordinary  film  that 
has  been  embossed  on  its  base  side,  the  face  oppo- 
site the  emulsion  layer,  with  microscopically 
small  lens  ridges  or  lenticulations.  These  ridges, 
simple  plano-convex  cylindric  lenses,  number 
approximately  200  per  linear  inch.  The  film 
embossing  procedure  does  not  alter  the  speed  or 
thickness  of  the  film.  It  simply  changes  the 
smooth  cellulose  surface  to  an  optical  surface  of 
definite  curvatures. 

This  lenticulated  film  is  placed  ridged  side  to 
the  camera  lens  when  the  exposure  is  made. 
During  the  camera  excursion,  each  successive 
glimpse  of  the  subject  is  projected  into  the  len- 
ticular film  surface,  where  it  is  reduced  to  a multi- 
plicity of  contracted  picture  elements,  running 
up  and  down  on  the  film,  one  element  for  each 
ridge.  As  the  camera  continues  its  scan,  the 
successive  picture  records  are  isolated  in  such  a 
manner  as  to  produce  a composite  stereograph. 
It  may  be  said  that  no  less  than  20  independent 
views  of  the  subject  are  recorded.  In  fact,  the 
camera  lens  is  opened  at  the  beginning  of  its  scan 
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and  closed  at  the  end  so  that  the  picture  is  a con- 
tinuous exposure. 

The  procedure  is  simple.  The  camera  is  auto- 
matic. One  simply  places  the  film  in  its  holder 
and  presses  the  button. 

The  new  picture  is  processed  in  ordinary  solu- 
tions with  ordinary  technic.  As  soon  as  it  may 
be  seen  in  ordinary  light,  the  observer,  upon 
viewing  it  through  the  lenticular  side,  will  see  the 
subject  portrayed  in  natural  three  dimensions. 
If  color  film  has  been  employed,  the  three-dimen- 
sional image  appears  in  natural  hues. 

The  observer  may,  upon  shifting  his  head  to 
one  side  or  the  other,  actually  see  around  and  be- 
yond objects — exactly  as  in  nature. 

The  trivision  picture  is  a stereoscopic  pano- 
rama of  the  subject  photographed.  Unlike 
stereoscopic  views  requiring  viewing  apparatus 
or  oculars,  the  trivision  pictures  present  a stereo- 
rama.  I consider  this  feature  an  invaluable  aid 
to  the  diagnostician,  for  he  is  now  able  to  look 
around  bones  and  structures. 

The  “movement  perspective,”  involving  the 
relative  movement  of  near  and  far  objects,  has 
long  been  recognized  as  an  invaluable  cue  in 
depth  perception.  The  trivision  stereorama  en- 
ables one  to  make  depth  measurements  directly 
from  photographs,  since,  by  formula,  the  move- 
ment of  image  planes  against  a stationary  super- 


Pictures  made  with  this  camera  portray  subjects  in 
natural  depth,  color,  and  motion. 
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TRIVISION  CAMERA 


LENTICULAR  FILM 


( ZH5  trivision  camera  scans  across  \ 

\THE  SUBJECT  WHEN  TAKING  PICTURE ) 


TRIVISION  FILM 


imposed  grid  may  be  translated  into  exact  depth 
measurements. 

The  height,  width,  and  depth  of  a subject  are 
accurately  recorded  in  a trivision  picture. 
Should  the  image  be  smaller  or  larger  than  the 
subject,  the  three  dimensions  are  proportionately 
smaller  or  larger.  A measure  of  the  height  or 


width  of  the  image  on  the  film  corresponds  to  the 
measurement  of  the  height  or  width  of  its  subject 
on  the  principal  plane  of  focus. 

The  measurement  of  depth  involves  a recogni- 
tion of  the  principle  that  objects  in  three  dimen- 
sions are  displaced  with  relation  to  each  other 
when  the  viewpoint  is  shifted.  The  visible  dis- 
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placement  of  any  subject  point  against  the  super- 
imposed grid  may  be  read  in  millimeters.  It  is  a 
direct  measure  of  depth  between  the  plane  of  the 
grid  and  the  plane  of  the  image  point.  Since  the 
superimposed  grid  always  appears  at  the  principal 
plane  of  focus  in  the  subject,  it  is  a “datum  plane” 
that  may  be  depended  upon. 

The  procedure  is  simple,  direct,  and  accu- 
rate. 

For  convenience,  a handy  chart  is  provided  with 
each  camera,  upon  which  may  be  found  factor 
numbers  for  each  object  distance,  camera  scan, 
and  focal  length  of  lens  employed.  The  factor 
number  may  be  noted  at  the  edge  of  the  film  by 
the  photographer.  When  the  diagnostician  reads 
the  film,  he  simply  multiplies  the  visible  displace- 
ment of  the  image  point  against  the  millimeter 
grid  by  the  given  factor.  The  result  is  the  exact 
depth  measurement. 

I consider  the  direct  measuring  technic  the 
second  valuable  contribution  by  trivision. 


The  trivision  film  records  motion.  Recently 
we  took  a picture  of  a set  of  meshed  gears  while 
they  were  in  motion.  When  the  picture  was 
viewed,  the  gears  actually  moved  when  the  view- 
point of  the  observer  was  shifted  or  when  the  film  ! 
was  rotated  around  a vertical  central  axis.  Ac-  j 
tions,  such  as  the  movement  of  a jaw,  the  twist- 
ing of  the  wrist,  the  tightening  of  the  muscles,  have  ; 
been  recorded  on  the  lenticular  film  and  the 
motion  studied  in  three  dimensions. 

Since  the  camera  scans  the  subject  during  an 
interval  of  several  seconds’  exposure,  a continu- 
ous record  of  subject  motion  is  recorded.  This 
progression  series  is  observed  when  the  picture  is 
moved  before  the  eyes. 

The  resulting  stimulation  of  successive  image 
points  along  the  retina  at  successive  intervals  of 
time  causes  this  illusion  of  natural  motion. 

The  unique  feature  is  that  the  perception  of 
depth,  color,  and  apparent  motion  is  achieved  by 
means  of  a single  trivision  picture. 


SPRAINED  ANKLE  RECOVERY  HASTENED  BY  IMMEDIATE  USE 


Immediate  and  normal  use  of  a sprained  ankle 
and  foot,  almost  irrespective  of  the  type  of  local 
treatment,  definitely  hastens  recovery,  Lieut. 
Comdr.  Paul  E.  McMaster,  U.S.N.R.,  declares  in 
the  July  3 issue  of  the  Journal  of  the  American 
Medical  Association  in  a report  on  his  observations 
in  more  than  500  cases. 

“Irrespective  of  the  type  of  treatment,”  Dr.  Mc- 
Master says,  “patients  who  returned  immediately 
to  normal  activity  and  used  and  moved  the  foot 
and  ankle  improved  much  more  rapidly  than 
those  who  did  not. 

“Injection  of  2 per  cent  procaine  hydrochloride 
solution  into  the  injured  ligaments,  followed  by 
normal  activity,  gave  uniformly  the  best  results. 
These  patients,  following  complete  elimination  of 
pain  and  tenderness  by  injection,  continued  imme- 
diate use  of  the  part,  avoiding  only  especially 
strenuous  activity,  such  as  hard  running  or  jumping.” 

As  Dr.  McMaster  points  out,  ankle  sprains  may 
cause  much  disability,  and  often  do,  in  military, 
industrial,  and  other  activities.  The  patients  dis- 
cussed in  his  report  were  men  in  active  military 
sendee,  mostly  in  the  late  teens  and  twenties,  and 
eight  women,  treated  in  the  Orthopaedic  De- 
partment of  the  United  States  Marine  Corps  Base 
Dispensary,  San  Diego,  California.  All  degrees  of 
sprain  from  minor  to  severe  were  seen,  but  in  each 
case  the  condition  was  sufficient  to  cause  the  man 
to  seek  relief  either  immediately  or  within  the 
first  day  or  so. 

X-rays  of  the  injured  ankles  were  made  almost 
routinely.  No  cases  of  fracture,  including  sprain 
fracture,  are  included  in  Dr.  McMaster’s  series. 
Any  type  of  fracture  would  contraindicate  the 
immediate  use  of  the  part  involved. 

Various  types  of  treatment  were  used  for  com- 
parison. Over  200  patients  were  strapped  with 
adhesive  tape,  some  of  whom  were  sent  imme- 
diately to  duty,  and  the  others  were  instructed  to 
limit  weight-bearing  and  protect  the  ankle  either 


by  complete  bed  rest  or  by  use  of  crutches  or  cane. 
Bed  rest  without  weight-bearing  for  a day  or  more, 
with  initial  cold  applications  and  later  hot  to  reduce 
swelling,  was  tried  in  22  cases.  Twenty-eight  pa- 
tients were  given  only  an  elastic  bandage  support, 
while  18  with  mild  to  moderately  severe  sprains 
were  given  no  treatment,  and  both  latter  groups 
were  sent  back  to  duty  immediately. 

More  than  200  patients  received  local  injections 
of  procaine  hydrochloride  and  with  but  few  ex- 
ceptions were  sent  to  duty  immediately. 

The  technic  of  injection  of  an  anesthetic  to  sup- 
press pain  in  the  case  of  fractures,  as  used  by  Dr. 
McMaster,  is  not  new.  It  was  first  reported  by 
R.  Leriche  in  1928.  Dr.  McMaster  describes  the 

{jrocedure  used  by  him  as  follows:  “The  sprained 
igaments  indicated  by  tender  points  are  deter- 
mined by  palpation.  An  antiseptic  is  then  applied 
to  the  skin.  Two  per  cent  procaine  hydrochloride 
solution  ....  is  used  routinely  ....  and  the  under- 
lying injured  ligament  is  injected.  All  tender 
points  ....  are  injected.  A search  is  then  made 
For  tender  areas  in  other  ligaments  and  these  are 
each  carefully  injected  until  no  tender  or  painful 
areas  remain,  eitner  with  palpation  or  ankle  and 

foot  motion Next  an  elastic  bandage  is 

wrapped  snugly  around  the  ankle,  and  the  patient 
is  requested  to  walk  around  the  room.  If  any  pain 
is  experienced,  further  injection  is  done.  The  pa- 
tient is  then  returned  to  activity  with  instruction 
to  use  and  move  the  foot  and  ankle  normally,  ex- 
cept for  running  and  jumping.  Also  it  is  stressed 
that  while  sitting,  as  at  a desk  or  table,  the  foot 
should  be  moved  and  not  kept  immobile  in  one 
position  even  for  short  periods.  The  elastic  band- 
age is  to  be  removed  and  rewrapped  by  the  patient 
in  one  to  two  hours  to  prevent  possible  circulatory 
constriction.  Daily  and  periodic  return  for  check-up 

is  required  in  all  cases ” 

Those  inactivated,  partially  or  completely,  were 
disabled  from  a few  days  to  two  or  three  weeks. 
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Date:  April  20, 1943 

History 

Case  J73816 

Dr.  Woodbury  Perkins:  A 72-year-old  white 
female  was  admitted  February  4,  1943,  with  a 
chief  complaint  of  stupor  of  six  hours’  duration. 
About  six  hours  before  admission,  the  patient  was 
suddenly  seized  with  a severe  occipital  headache, 
following  which  there  was  loss  of  consciousness 
and  loss  of  sphincteric  control.  It  was  noted 
that  she  could  not  move  her  left  arm  or  left  leg. 
The  past  history  was  negative  except  for  a long 
series  of  urinary  tract  complaints  which  dated 
back  to  1926.  At  that  time  she  first  had  an  acute 
pain  in  the  back.  Our  only  information  concern- 
ing this  episode  was  that  a ureteral  dilatation  was 
done.  She  was  apparently  well  until  1930  when 
she  was  first  seen  by  a staff  member  of  this 
hospital  because  of  backache.  The  urine  showed 
no  abnormal  findings.  A retrograde  pyelogram 
revealed  a narrow  and  constricted  ureteropelvic 
junction  on  the  right  side  with  a right  hydro- 
nephrosis. The  left  kidney  was  not  examined 
but  there  was  apparently  normal  function  on  this 
side.  The  presence  of  hypertension  is  said  to 
have  been  discovered  two  years  ago  by  the  pa- 
tient’s son,  a physician. 

Physical  Examination. — The  temperature  was 
100  F.,  pulse  90,  respirations  20,  blood  pressure 
240/120  mm.  of  mercury.  The  patient  was 
disoriented,  stuporous,  and  responded  to  ques- 
tioning with  thick,  blurred  speech,  lying  in  bed 
with  an  obvious  paresis  of  the  left  arm  and  leg. 
The  pupils  were  equal  and  reacted  to  light  and  ac- 
commodation; fundi  showed  clearly  outlined  optic 
nerve  heads;  retinal  arteries  were  narrow;  no 
hemorrhages  or  exudates  were  seen.  The  mouth, 
ears,  nose,  and  throat  were  negative.  The  neck 
showed  moderate  stiffness.  The  lungs  were  clear 
to  percussion  and  auscultation.  There  was  no 
enlargement  of  the  heart;  the  sounds  were  good, 
with  no  murmurs  and  a regular  sinus  rhythm. 
Examination  of  the  abdomen  was  negative;  no 
masses  were  felt.  The  spinal  examination  was 
negative,  with  no  costovertebral  tenderness. 
Neurologic  examination  revealed  a marked  weak- 
ness of  the  left  arm  and  leg,  hyperactive  reflexes 


on  the  left  with  a positive  Babinski  sign,  and  ab- 
sent abdominal  reflexes.  General  sensory  ex- 
aminations were  normal  on  the  right,  but  there 
was  loss  of  pain  and  vibratory  and  muscle  sensa- 
tion on  the  left. 

Clinical  Course. — The  patient  remained  stupor- 
ous but  became  more  oriented  on  her  second 
hospital  day.  She  was  afebrile  until  her  third 
hospital  day  when  she  began  to  run  a tempera- 
ture of  101  F.  On  the  fifth  day  this  rose  to 
103  F.  A spinal  tap  was  done,  yielding  bloody 
fluid  with  16,000  red  blood  cells  per  cubic  ml. 
Two  urine  examinations  showed  specific  gravities 
as  high  as  1.020,  with  1 to  3 plus  protein,  12  to  15 
white  cells  but  no  red  cells.  The  patient  was 
given  barbiturates  as  sedatives  when  necessary  be- 
cause of  her  restlessness.  On  her  fifth  hospital 
day  the  temperature  and  respirations  began  to 
rise.  She  became  more  comatose  and  died  on 
the  morning  of  the  sixth  hospital  day. 

Clinical  Diagnosis. — Hypertension,  arterio- 
sclerosis, generalized,  and  rupture  of  an  arterial 
branch  of  the  circle  of  Willis. 

Dr.  Herman  O.  Mosenthal:  This  case  pre- 
sents two  phases,  one  before  the  patient  came  to 
the  hospital  and  the  other  subsequent  to  ad- 
mission. Dr.  Kenyon  had  charge  of  this  patient 
before  she  came  to  the  hospital  and  found  some 
interesting  facts  which  have  an  important  bear- 
ing on  her  last  illness. 

Dr.  Herbert  R.  Kenyon:  This  woman  hap- 
pened to  be  an  old  friend  of  mine.  In  1926  when 
she  was  in  Chicago  she  had  an  attack  of  backache 
with  dysuria.  She  was  cystoscoped  at  that  time, 
and  she  had  a ureteral  dilatation.  She  was  all 
right  until  1930  when  she  had  another  attack  of 
pain  in  the  back  associated  with  some  dysuria. 
We  cystoscoped  her  and  made  a pyelogram  of  the 
right  kidney  and  found  a stricture  of  the  right 
ureteropelvic  junction.  Judging  from  the  pyelo- 
gram and  urinary  findings  she  had  an  old  in- 
fection. As  she  was  an  outpatient,  the  left  side 
never  was  done.  She  had  no  other  treatment 
and  the  pain  subsided;  the  urinary  symptoms 
disappeared.  Between  1930  and  her  last  illness 
there  was  no  further  symptomatology  referable  to 
the  urinary  tract.  I lost  track  of  her  after  1930 
until  called  to  see  her  during  the  last  illness.  At 
the  time  her  pyelogram  was  made,  the  blood 
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pressure  was  normal.  Following  that  I don’t 
know  what  the  course  of  her  blood  pressure  was. 
As  far  as  I was  able  to  find  out  she  had  normal 
blood  pressure  until  two  years  before  her  death. 
The  main  point  of  interest  is  the  connection  be- 
tween hypertension  developing  late  in  life  and  a 
probable  congenital  lesion  wfith  a history  of  in- 
fection dating  back  to  1926  and  confirmed  in  1930. 
How  much  the  renal  obstruction  contributed  to 
the  hypertension  must  remain  speculative.  The 
unfortunate  thing  was  that  the  kidney  was  not 
removed  in  1930.  There  was  indication  for 
surgical  removal  of  the  kidney.  She  was  in  the 
neighborhood  of  60  and  her  son,  a physician,  was 
reluctant  about  having  his  mother  operated  on. 
There  certainly  is  a long  time  interval,  and  as  a 
rule  these  renal  lesions  cause  hypertension  in 
young  individuals. 

Dr.  Maurice  Bruger:  I expect  the  left  side 
was  all  right? 

Dr.  Kenyon:  She  was  an  outpatient  and  we 
did  not  do  a pyelogram  of  the  other  side.  It 
was  functionally  normal  at  that  time  as  indicated 
by  excretion  of  dye.  There  was  no  obstruction 
in  the  lower  urinary  tract. 

Discussion 

Dr.  Matthew  Shapiro:  The  following  are 
the  pertinent  facts  in  the  history  and  physical 
examination:  first,  an  episode  of  “pain  in  the 
back”  in  1926  at  which  time  ureteral  dilatation 
was  done;  second,  another  attack  of  “pain  in  the 
back”  associated  with  dysuria,  and  pyelogram 
of  the  right  kidney  which  revealed  a stricture 
of  the  right  ureteropelvic  junction;  third,  the 
discovery  of  hypertension  in  1941;  fourth,  the 
chain  of  symptoms  for  which  the  patient  was 
admitted.  Additional  findings  of  interest  were 
the  spinal  tap  which  presented  blood,  and  the 
urine  examination  which  showed  1 to  3 plus  pro- 
tein, 12  to  15  white  blood  cells  and  no  red  blood 
cells.  Therefore,  this  patient  presented  a history 
of  urinary  infection  which  had  been  present  for 
some  time;  a right  hydronephrosis,  and  subse- 
quently the  development  of  hypertension  from 
which  the  terminal  chain  of  events  occurred. 
What,  if  any,  were  the  relationships  between  the 
abnormal  renal  state  and  the  development  of 
hypertension  some  years  later? 

Some  years  ago,  Kimmelstiel  and  Wilson 
showed  that  changes  in  the  glomeruli  take  place 
in  a great  number  of  patients  with  hydronephrosis 
and  that  these  changes  are  of  varied  types.  As 
the  disease  progresses,  vascular  changes  in  the 
kidneys  occur.  The  almost  constant  finding  of 
renal  arteriolar  disease  in  hypertensive  patients 
who  die  as  a result  of  renal  failure  or  vascular 
complications  such  as  cerebral  hemorrhage  has 
led  to  the  belief  that  increased  peripheral  re- 
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sistance  to  blood  flow  offered  by  generalize!  pr 
arteriolar  disease,  especially  in  the  kidneys,  lit 
the  cause  of  hypertension.  A different  scholaH 
of  thought  is  that  arteriolar  disease  is  secondailns 
to  hypertension,  the  cause  of  which  has  not  y«Bh) 
been  determined.  In  the  Journal  of  the  AmeilO 
can  Medical  Association  for  April  17,  194  i tl 
Castleman  and  Smith  wick  report  the  results  <fllo 
renal  biopsies  performed  on  100  hypertenshl  ol 
patients  and  correlate  the  degree  of  vasculip 
disease  with  the  hypertensive  state.  The  mol  ii 
striking  result  was  the  finding  of  a high  pella 
centage  of  renal  biopsies  in  which  there  was  noJfi 
or  only  minimal  vascular  disease.  Twenty-eigM  s 
per  cent,  and  possibly  53  per  cent,  of  their  easel  e 
showed  renal  vascular  systems  so  slightlj : 
damaged  that  it  seemed  unlikely  that  the  blool  I 
flow  could  have  been  embarrassed  sufficientll  i 
to  have  been  the  one  factor  responsible  for  thi  i 
hypertension.  The  inference  from  their  worli 
could  well  be  that  a state  of  hypertension  not  irl 
frequently  exists  in  which  evidence  of  reml 
vascular  disease  is  either  absent  or  is  insufficienl 
to  explain  the  elevated  blood  pressure.  Then} 
must  be  in  many  cases  other  factors  primarill 
responsible  for  the  hypertensive  state  whicl 
precede  the  appearance  of  renal  vascular  diseas* 
It  has  been  fairly  well  established  that  hypeil 
tension  of  long  duration  produces  arteriolal 
sclerosis.  The  proof  is  that  in  most  patient! 
with  a long  history  of  hypertension,  arteriolal 
sclerosis  is  found  in  other  organs  such  as  thl 
pancreas,,  intestines,  and  adrenals. 

In  conclusion,  may  I point  out  that  the  observal 
tions  of  Castleman  and  Smith  wick  are  not  coni 
comitant  with  the  concept  that  renal  ischemia 
due  to  pre-existing  renal  vascular  disease  is  th  l 
cause  of  essential  hypertension  in  man. 

Dr.  Mosenthal:  This  story  throws  us  righ  I 
into  the  middle  of  the  arguments  that  have  beeil 
going  on  for  more  than  a generation  regarding  1 
hypertension,  its  causes  and  its  effects. 

In  a woman,  aged  72,  who  is  well  into  thil 
older  age  group,  a rise  of  blood  pressure  mighl 
occur  that  is  inevitable  with  advancing  years! 
The  reason  lor  such  a rise  in  arterial  tension 
that  the  larger  arteries  become  sclerosed,  lose; 
their  elasticity,  and  have  a mechanical  effect  upoil 
the  contained  blood  similar  to  that  of  a rigkj'l 
piping  system.  The  result  is  that  the  systoliJ 
pressure  rises  and  because  of  lack  of  elasticity  ii 
the  arterial  walls  they  fail  to  exert  pressure  ii 
upon  the  contained  blood  when  cardiac  systole  n 
ceases  and,  consequently,  the  diastolic  pressure  ki 
low.  Such  hypertensive  readings  in  old  person:  I 
may  show  a systolic  pressure  well  above  200,  the 
diastolic  remaining  at  a level  of  about  80.  Suclfl 
blood  pressure  readings  have  been  regarded  a; 
within  normal  range  for  the  older  individual.  ThJ 


CLINICOPATHOLOGIC  CONFERENCES 


1991 


i October  15,  1943] 

! present  case  shows  a blood  pressure  of  240/120. 
The  pulse  pressure  is  very  high,  being  120.  Usu- 
ally when  hypertension  occurs  as  the  result  of  re- 
nal disease,  or  because  of  what  we  term  “essential 
hypertension,”  the  pulse  pressure  is  much  lower, 
ri  Consequently,  one  would  be  led  to  believe  that  in 
8 this  patient  there  are  a widespread  thickening, 
> loss  of  elasticity,  and  rigidity  of  the  greater  part 
' of  the  arterial  tree.  However,  the  diastolic 
h pressure  is  not  so  low  as  we  would  expect  it  to  be 
I if  arteriosclerosis  were  the  only  factor  bringing 
• about  an  elevation  of  the  blood  pressure.  There- 
K fore,  in  addition  to  thinking  of  a diffuse  arterio- 
1 sclerosis  in  this  patient  we  have  to  look  for 
t either  an  essential  hypertension  or  one  secondary 
I to  renal  involvement.  There  are  other  causes  for 
) high  blood  pressure  but  these  are  the  usual  ones 
• and  I believe  are  all  worth  considering  in  the  brief 
i time  at  our  command.  We  are  justified  in  look- 
i ing  for  a renal  element  and  excluding  that  before 
putting  this  patient  in  the  category  of  essential 
hypertension. 

We  have  a history  of  ureteral  dilatation  to  re- 
lieve backache  and  painful  urination  in  1926. 
Coupling  this  with  the  observations  in  1930, 
we  find  that  probably  the  cause  of  the  trouble  in 
the  urinary  tract  was  a stricture  of  the  right  ureter 
at  the  ureteropelvic  junction  associated  with  an 
atrophic  kidney  on  that  side.  Dr.  Kenyon  has 
expressed  the  belief  that  this  is  a congenital 
lesion.  From  1930  to  the  present  time — that 
is,  1943 — there  were  no  symptoms  referable  to 
the  urinary  tract.  It  was  noted  that  the  blood 
pressure  was  normal  in  1930  and  as  far  as  we 
know,  an  elevation  of  blood  pressure  has  only 
existed  for  the  past  two  years. 

This  patient,  therefore,  did  suffer  from  a renal 
involvement  that  is  commonly  supposed  to  give 
rise  to  hypertension.  This  idea  is  based  largely 
on  the  work  of  Goldblatt,  who  produced  immedi- 
ate hypertension  in  animals  by  clamping  of  a 
renal  artery.  The  inconstancy  of  the  association 
of  such  lesions  is  being  stressed  at  the  present 
time.  Since  the  first  wave  of  enthusiasm  had 
passed  in  regard  to  unilateral  nephrectomy  and 
the  possible  cure  of  hypertension  in  these  cases, 
a great  deal  of  skepticism  has  arisen  about  the 
necessary  relationship  between  kidney  disease 
and  a rise  in  blood  pressure.  More  recently  this 
has  been  forcibly  expressed  by  Professor  Homer 
Smith  in  a lecture  at  the  New  York  Academy  of 
Medicine,  when  he  summarized  the  views  of  him- 
self and  his  colleagues  and  found  that  only  a 
very  few  of  the  cases  reported  in  the  literature 
bore  out  the  idea  that  unilateral  renal  disease  was 
responsible  for  a subsequent  rise  in  blood  pressure. 
He  even  went  so  far  as  to  say  that  the  data  from 
the  literature  are  impressive  in  their  statistical 
demonstration  that  unilateral  renal  disease  and 


surgical  uropathology  do  not  predispose  to  hyper- 
tension. 

Our  case  history  definitely  shows  that  this  pa- 
tient had  a marked  involvement  of  the  right 
kidney  for  many  years,  fourteen  at  least,  without 
any  elevation  of  blood  pressure  and  that  it  was 
only  at  the  end  of  that  period  that  hypertension 
became  manifest.  The  question  arises:  is  it  fair 
to  believe  that  as  far  as  its  effect  on  blood  pressure 
is  concerned,  such  kidney  disease  may  remain 
latent  and  very  much  later  result  in  deranging 
the  level  of  arterial  tension?  From  some  cases 
that  we  have  followed  over  a period  of  years,  I 
believe  this  can  be  answered  in  the  affirma- 
tive. 

It  is  very  interesting  to  find  that  some  of  these 
individuals  with  what  is  apparently  a congenital 
constriction  of  a ureter  by  aberrant  blood  vessels 
will  have  atrophy  of  the  corresponding  kidney 
and  exhibit  no  changes  in  blood  pressure  for  many 
years,  except  possibly  an  occasional  excursion 
into  the  pathologically  high  range  with  a return 
to  a normal  blood  pressure  in  the  intervals. 
These  variations  in  blood  pressure  are,  in  such 
persons,  erroneously  ascribed  to  nerve  tension 
and  not  to  the  true  cause.  The  actual  facts  come 
to  light  when,  in  later  years,  the  blood  pressure 
becomes  permanently  elevated.  In  one  patient 
unilateral  nephrectomy  of  such  a kidney  was  fol- 
lowed by  a drop  to  normal  in  the  blood  pressure 
lasting  for  over  two  years  after  the  nephrectomy. 

It  would  seem  as  though  we  could  apply  similar 
reasoning  as  to  cause  and  effect  in  this  case  and 
that  as  far  as  the  blood  pressure  was  concerned, 
the  atrophic  kidney  on  the  right  side  was  dormant 
for  very  many  years  and  then  began  to  overcome 
the  compensatory  power  of  the  body  to  regulate 
the  tendency  to  hypertension  and  that  a perma- 
nently elevated  blood  pressure  developed.  It  is 
thoroughly  appreciated  that  a high  blood  pres- 
sure, especially  a high  diastolic  pressure,  is  going 
to  entail  certain  changes  within  the  body  what- 
ever the  cause  of  the  hypertension  might  be,  and 
in  this  case  the  cerebral  hemorrhage  could  in 
part  be  blamed  on  the  strain  the  excessively  high 
blood  pressure  imposed  upon  the  blood  vessels 
and  in  part  on  the  arterial  and  arteriolar  changes 
occurring  in  old  age  that  in  themselves  predispose 
to  hemorrhage  or  thrombosis  of  the  cerebral 
blood  vessels. 

The  diagnostic  impression  consequently  would 
be: 

Atrophy  of  the  right  kidney  following  on  stric- 
ture of  the  right  ureteropelvic  junction. 

Senile  arteriosclerosis. 

Hypertension  which  at  autopsy  should  be  mani- 
fest by  more  or  less  diffuse  arteriosclerosis,  prob- 
ably not  very  extensive  because  hypertension  had 
existed  for  only  about  two  years,  and  by  cardiac 
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hypertrophy  which  is  inevitable  if  hypertension 
has  existed  for  more  than  a few  months. 

Cause  of  death  would  be  a hemorrhage  or 
thrombosis  of  a cerebral  artery  resulting  from  the 
combined  effects  of  senile  arteriosclerosis  and 
hypertension. 

Pathology 

Dr.  Maurice  N.  Richter:  The  hemorrhage 
in  the  brain  was  on  the  right  side,  and  involved 
mainly  the  right  temporal  lobe.  There  was  no 
aneurysm  of  the  circle  of  Willis,  although  the 
vessels  were  sclerotic  in  this  area.  The  other 
gross  changes  were  not  of  special  interest  except 
for  the  kidneys.  The  right  kidney  was  small  and 
markedly  deformed.  It  weighed  85  Gm.  and 
showed  the  typical  features  of  hydronephrotic 
atrophy  and  pyelonephritis,  with  markedly  di- 
lated pelvis  and  calices  and  reduction  of  cortical 
tissue  to  a thin  rim.  Flat  depressed  scars  were 
present  on  the  surface. 

The  left  kidney  weighed  135  Gm.  Several 
small  scars  were  present  on  the  surface,  but  the 
pelvis  was  not  dilated. 

Rather  marked  arteriosclerosis  was  present  in 
the  other  parts  of  the  body,  and  there  was  a uni- 
form aneurysm  of  the  aorta,  seen  above  the 
bifurcation. 

Microscopically,  the  changes  in  the  right  kidney 
were  those  commonly  found  in  chronic  pyelone- 
phritis. There  was  atrophy  of  the  tubules,  many 
of  which  contained  hyaline  casts.  In  the  scarred 
areas,  the  glomeruli  were  hyalinized,  and  the  sur- 
rounding tissue  infiltrated  with  lymphocytes. 
The  changes  correspond  with  those  reported  by 
Weiss  and  Parker. 

The  most  interesting  features  were  the  changes 
that  were  observed  in  the  opposite  kidney.  Here 
the  alterations  were  mainly  in  the  glomeruli,  some 
of  which  showed  only  increased  numbers  of 
leukocytes,  others  of  which  showed  alterations  in 


PHARMACISTS  IN  DEMAND 

The  number  of  licensed  pharmacists  and  students 
of  pharmacy  is  “dangerously  low,”  Dr.  Charles  W. 
Ballard,  dean  of  Columbia  University’s  College  of 
Pharmacy,  has  declared.  The  shortage  of  trained 
men  threatens  both  the  “comer  drug  store”  and  the 
entire  industry,  he  asserted. 

The  armed  forces  also  are  experiencing  a shortage 
of  pharmacists,  the  dean  said.  Under  a new  Selec- 
tive Service  order,  however,  students  who  will  com- 
plete their  training  within  two  years  may  be  de- 
ferred, he  pointed  out.  Accelerated  school  pro- 
grams are  helping  students  to  train  in  compliance 
with  this  ruling.  Columbia’s  own  wartime  program 
reduces  the  regular  four-year  course  to  two  years  and 
eight  months. 


the  glomerular  capillaries.  This  took  the  form 
of  hyaline  changes  in  many  capillaries,  but 
occasionally  also  of  focal  capillary  necrosis. 

A number  of  years  ago  Kimmelstiel  and  Wilson 
pointed  out  that  glomerular  changes  of  this  type 
occurred  in  many  patients  with  hydronephrosis. 
This  raises  the  question  of  the  relationship  of 
hypertension  to  vascular  lesions,  not  only  of  the 
common  forms  of  arteriolarsclerosis  but  also  to 
those  associated  with  more  acute  glomerulitis. 

It  is  of  further  interest  that  the  disseminated 
hyaline  change  in  arterioles  commonly  associated 
with  hypertension  was  not  present.  There  was, 
however,  generalized  involvement  of  the  larger  : 
arteries.  There  is  also  hyalinization  of  a number  ! 
of  the  pancreatic  islets. 

Anatomic  Diagnoses 

Generalized  arteriosclerosis. 

Arteriosclerosis  of  aorta. 

Aneurysm  of  abdominal  aorta  due  to  arterio-  I 
sclerosis. 

Arteriosclerosis  of  cerebral  arteries. 

Sclerosis  of  coronary  arteries. 

Arterio-  and  arteriolosclerosis  of  kidneys. 

Hydronephrosis,  right. 

Chronic  pyelonephritis,  right. 

Hypertension,  clinical. 

Arteriolar  necrosis  of  glomerular  capillaries. 

Hypertrophy  of  heart. 

Cerebral  hemorrhage,  right  temporal  lobe. 

Passive  hyperemia  of  lung,  liver,  and  spleen. 

Lobular  pneumonia,  left  lower  lobe. 

Obsolete  operation — hysterectomy  and  bi-  s 
lateral  salpingo-oophorectomy. 

Fibrous  peritoneal  adhesions. 

Congenital  malformation  of  heart — patent  I 
foramen  ovale. 

Tubercles  of  lung,  healed,  right  lower  lobe. 

Hyalinization  of  islands  of  Langerhans. 


NURSE  GROUP  TO  WEAR  CROSS  OF  MALTA  | 

Members  of  the  new  United  States  Cadet  Nurse 
Corps  will  wear  on  the  sleeves  of  their  uniforms  the 
Cross  of  Malta,  a symbol  which  dates  back  to  the 
Crusades,  when  those  dedicated  to  tending  the  ill  ; 
adopted  the  symbol. 

On  their  caps  and  lapels  the  cadet  nurses  will  wear 
the  insigne  of  the  Public  Health  Service,  a hori-  i 
zontal  fouled  anchor  with  a winged  caduceus,  the  i| 
staff  of  Mercury,  upright  in  the  center.  The  in- 
signe relates  to  the  earliest  obligation  of  the  Public  I 
Health  Service — the  medical  care  of  sick  and  in-  | 
jured  seamen.  The  fouled  anchor  represents  the 
seamen  in  difficulty.  The  caduceus,  the  symbol  of 
the  messenger  of  the  gods,  is  also  the  ancient  symbol 
of  the  physician. 
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Date:  September  16,  1943 
Conducted  by:  Dr.  Harry  A.  Solomon 

Dr.  Mary  B.  Finck:  The  patient  was  a 43- 
year-old  white  seaman  whose  first  admission  to 
Bellevue  Hospital  was  to  the  Psychiatric  Service 
in  September,  1942,  for  alcoholism  and  right 
upper  lobe  pneumonia.  At  that  time  he  gave  a 
history  of  chronic  cough  with  occasional  small 
hemoptyses,  fever  and  night  sweats,  and  a loss 
of  30  to  40  pounds  in  six  months.  On  examina- 
tion, in  addition  to  the  signs  of  consolidation  of 
the  right  upper  lobe,  the  heart  was  found  to  be  of 
normal  size  with  no  murmurs,  the  fiver  was  en- 
larged four  fingerbreadths  below  the  costal  mar- 
gin, and  the  spleen  was  not  palpable.  The  pneu- 
monia cleared  on  treatment  with  sulfadiazine, 
and  the  patient  was  discharged  after  one  month’s 
hospitalization. 

The  patient’s  second  admission  was  to  the 
Skin  Service  in  December,  1942,  when  he  gave  a 
history  of  generalized  pustular  eruption,  ulcer 
of  the  right  leg,  fever,  and  vomiting  for  one  week 
prior  to  admission.  On  examination,  the  heart 
again  was  noted  to  be  normal,  but  the  fiver  and 
spleen  were  markedly  enlarged.  The  urine 
showed  2 plus  albumin  and  a few  red  blood  cells. 
The  blood  pressure  was  160/90.  The  patient 
ran  an  irregular  febrile  course  and  was  discharged 
in  a month. 

The  first  admission  to  the  Medical  Service  was 
on  March  3,  1943,  with  complaints  of  swelling 
and  tenderness  of  the  left  leg,  continued  nightly 
fever  to  101  F.,  and  weight  loss,  with  occasional 
pain  and  swelling  of  the  wrists  and  elbows,  and 
diffuse  headache,  all  of  one  month’s  duration. 

Past  history  revealed  that  the  patient  had  had 
a chancre  twenty  years  before,  which  was  treated 
with  salvarsan.  He  had  been  a morphine  addict, 
cured  for  ten  years,  and  had  also  been  a chronic 
alcoholic  for  many  years.  Fifteen  years  before 
admission,  the  patient  had  had  malaria,  which 
was  treated  with  quinine. 

Physical  examination  on  admission  revealed  a 
pale,  poorly  nourished,  chronically  ill,  white  man. 
The  temperature  was  102  F.;  pulse,  80;  respira- 
tions, 20;  and  blood  pressure,  200/100.  The 
fundi  showed  a neuro-retinopathy  with  marked 
arterio-venous  compression  and  slight  blurring 
of  the  disk  margins.  The  chest  was  clear  except 
for  occasional  crackling  rales  at  the  bases.  The 


heart  was  enlarged  to  the  left,  with  regular 
rhythm.  There  was  a systolic  thrill  at  the  base 
and  a short  presystofic  thrill  at  the  apex.  There 
was  a loud,  rough  systolic  murmur  and  distinct 
diastolic  murmur  at  the  base,  as  well  as  a short 
presystofic  murmur  and  a systolic  murmur  at 
the  apex.  Examination  of  the  abdomen  showed 
the  fiver  to  be  four  fingerbreadths  below  the  costal 
margin,  firm,  not  tender,  and  smooth;  the  spleen 
was  three  fingerbreadths  below  the  costal  margin 
and  slightly  tender.  The  left  leg  showed  marked 
edema,  with  heat,  tenderness,  and  a questionable 
cord  in  the  left  calf.  There  was  minimal  edema  of 
the  right  leg. 

Laboratory  Data. — The  red  blood  count  was 
4,060,000  with  11.5  Gm.  of  hemoglobin;  the 
white  blood  count  was  12,000  with  47  per  cent 
polymorphonuclears,  45  per  cent  lymphocytes, 
and  8 per  cent  monocytes.  The  urine  showed  a 
concentration  to  1.015  with  1 to  2 plus  albumin 
and  a moderate  number  of  red  and  white  blood 
cells  on  repeated  examinations.  The  blood 
Wassermann  test  was  negative,  but  the  Kahn 
test  was  4 plus.  The  erythrocyte  sedimentation 
rate  was  4 mm./hr.;  the  blood  nonprotein 
nitrogen,  29  mg.  per  cent;  icteric  index,  6;  cho- 
lesterol, 95  mg.  per  cent,  and  cholesterol  esters, 
50  mg.  per  cent.  The  serum  albumin-globulin 
ratio  was  3. 7/5.5  Gm.  per  cent.  The  Congo  red 
test  showed  a 100  per  cent  excretion  in  one  hour. 
The  blood  agglutinations  for  typhoid,  paraty- 
phoid, brucellosis,  and  infectious  mononucleosis 
were  negative.  The  Frei  test  was  negative. 
Repeat  chemistries  three  weeks  after  admission 
showed  a serum  albumin-globulin  ratio  of  3. 7/4.8 
Gm.  per  cent;  blood  cholesterol,  133  mg.  per 
cent,  cholesterol  ester,  66  mg.  per  cent;  eryth- 
rocyte sedimentation  rate,  26  mm./hr.  The 
stool  was  negative  for  ova  and  parasites.  Five 
blood  cultures  were  taken,  four  of  which  were 
negative  and  one  positive  for  gamma  strepto- 
coccus. An  electrocardiogram  showed  marked 
left  axis  deviation,  and  an  x-ray  of  the  chest 
showed  moderate  generalized  cardiac  enlarge- 
ment. 

Course. — The  patient  ran  an  irregular  fever 
with  occasional  spikes  to  102  and  103  F.  The 
edema  of  the  left  leg  gradually  subsided.  An 
intravenous  pyelogram  done  on  April  3, 1943,  was 
reported  as  showing  a large  left  kidney,  but  this 
was  not  substantiated  by  retrograde  pyelography 
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or  peri-renal  air  insufflation.  The  patient  was 
discharged  on  May  7,  1943,  improved. 

The  patient  was  again  admitted  to  the  Medical 
Service  on  June  16,  1943,  with  complaints  of 
severe,  constant  pain  in  the  left  calf,  intermittent 
pain  radiating  down  the  back  of  the  left  leg,  swell- 
ing of  the  abdomen,  vomiting  of  black  material, 
and  the  passage  of  tarry  stools.  Inquiry  revealed 
the  presence  of  exertional  dyspnea  and  orthopnea 
of  a month’s  duration.  Examination  showed  a 
very  pale,  emaciated  white  man  with  a tempera- 
ture of  100  F.;  pulse,  90;  respirations,  24;  and 
blood  pressure,  156/82.  The  fundi  showed 
several  small  fresh  hemorrhages;  there  was  a 
marginal  glossitis  of  the  tongue.  Examination  of 
the  chest  disclosed  a few  rhonchi  at  both  apices; 
the  heart  was  markedly  enlarged,  with  regular 
sinus  rhythm ; there  was  a rough  systolic  murmur 
at  the  apex  and  a soft  diastolic  murmur  at  the 
base. 

The  abdomen  was  distended,  with  shifting 
dullness  in  the  flanks.  Both  the  liver  and  spleen 
were  palpable  five  fingerbreadths  below  the 
costal  margin.  The  spleen  was  markedly  tender. 
The  left  calf  was  tender,  hot,  and  swollen,  and 
there  was  a positive  Homan’s  sign  on  the  left, 
with  moderate  edema  of  both  ankles. 

Laboratory  Data. — The  red  blood  count  was 

1.200.000  with  4 Gm.  of  hemoglobin;  the 
leukocyte  count  was  4,800  with  58  per  cent 
polymorphonuclears,  36  per  cent  lymphocytes, 
and  6 per  cent  monocytes.  The  platelet  count 
was  80,000.  Urine  showed  3 plus  albumin,  with 
a few  white  and  red  blood  cells.  Repeated  stool 
examinations  were  4 plus  to  the  guaiac  test. 
The  blood  nonprotein  nitrogen  was  40  mg.  per 
cent;  icteric  index,  7;  serum  albumin-globulin 
ratio,  2.2/5.8  Gm.  per  cent.  The  cephalin 
flocculation  test  was  strongly  positive.  The 
van  den  Bergh  test  gave  a direct  delayed  re- 
action. The  prothrombin  time  was  normal. 
On  June  30  the  red  blood  count  had  risen  to 

2.100.000  with  5.8  Gm.  of  hemoglobin.  The 
serum  albumin-globulin  ratio  was  2.9/1. 4 Gm. 
per  cent  and  the  sulfadiazine  level  was  29.6  mg. 
per  cent.  On  July  19  the  red  blood  count  was 

2.340.000  with  hemoglobin  of  10  Gm.;  the 
leukocyte  count  was  7,900  with  74  per  cent 
polymorphonuclears  and  26  per  cent  lympho- 
cytes. The  blood  nonprotein  nitrogen  was  60 
mg.  per  cent;  creatinine,  2.7  mg.  per  cent;  the 
cteric  index  was  10;  and  the  albumin-globulin 
ratio,  2.04/4.1  Gm.  per  cent.  The  prothrombin 
time  was  again  normal.  An  electrocardiogram 
showed  marked  left  axis  deviation.  A chest 
plate  showed  marked  enlargement  of  the  heart 
to  the  right  and  left.  Seven  blood  cultures  were 
taken,  the  first  four  of  which  showed  no  growth 
and  the  last  three,  taken  on  July  7,  July  14,  and 


July  21,  revealed  gram-positive  cocci  of  un- 
identified strain. 

Course. — Temperature  showed  irregular  spik- 
ing from  102  to  104  F.  Three  transfusions  were 
given,  with  some  improvement  in  the  anemia. 
The  patient  was  digitalized  and  a course  of  33 
Gm.  of  sulfadiazine  was  given.  Paracenteses 
done  on  June  22  and  July  12  yielded  about  2,200 
cc.  of  clear  yellow  fluid  on  each  tap.  On  June  20 
a petechia  was  noted  in  the  left  lower  eyelid; 
on  June  21  purpuric  spots  appeared  over  both 
lower  extremities.  On  July  10  hemorrhagic  areas 
appeared  over  the  whole  body.  Edema  of  the 
legs  disappeared  on  bed  rest,  but  the  swelling  of 
the  left  calf  increased  and  remained  markedly 
tender.  Aspiration  of  the  swelling  yielded  1.5  cc. 
of  serosanguineous  fluid.  On  July  22  a diastolic 
gallop  rhythm  was  noted.  The  patient’s  septic 
state  became  progressively  worse,  and  he  died 
on  July  23,  1943. 


Discussion 


Dr.  Harry  A.  Solomon  : From  glancing  over 
the  checkered  career  of  this  patient  it  is  evident 
that  we  are  dealing  with  a typical  “Bellevue 
case,”  with  all  its  clinical  and  pathologic  im- 
plications, a species  that  in  years  gone  by  made 
up  a goodly  portion  of  Bellevue’s  population  and 
is  still  common  enough  today. 

As  a seaman  the  patient  contracted  malaria 
and  syphilis,  became  a drug  addict  and  an  al- 
coholic degenerate.  Characteristically  enough, 
his  first  introduction  to  Bellevue  was  on  the 
Psychiatric  Service,  with  “alcoholic  pneumonia,” 
where  pulmonary  tuberculosis  was  suspected. 
Subsequently  he  was  admitted  to  the  Surgical 
Service  for  fractures,  to  the  Dermatological 
Service  for  “Bellevue  legs,”  meaning  ulcers  and 
pyoderma,  and,  finally,  there  were  several  admis- 
sions to  the  Medical  Service. 

On  his  first  admission  to  the  Medical  Service, 
the  patient  still  had  the  enlargement  of  the  liver 
and  spleen  that  had  been  previously  noted  and 
because  this  was  asymptomatic  and  there  was  a 
background  of  alcoholism  and  nutritional  de- 
ficiency, this  could  be  classified  as  the  fatty  or 
hypertrophic  stage  of  Laennec’s  cirrhosis  al- 
though there  were  also  other  possible  factors, 
such  as  malaria  and  syphilis.  Signs  of  thrombo- 
phlebitis seemed  to  explain  the  marked  edema 
of  the  left  leg.  Chronic  glomerular  nephritis, 
evidenced  by  proteinuria,  sediment  findings,  renal 
function  tests,  and  hypertension,  was  also  found 
on  the  first  medical  admission  and  seems  best  ex- 
plained as  toxic  nephritis  produced  by  pyoderma 
or  subacute  glomerular  nephritis,  although  vascu- 
lar, malarial,  or  syphilitic  nephritis  were  very 
remote  possibilities.  Regardless  of  whatever 
other  factors  were  present  to  account  for  the 
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heart  condition,  the  presence  of  an  aortic  re- 
gurgitation murmur  and  a luetic  infection  about 
twenty  years  previously  favored  the  latter  etiol- 
ogy. On  the  basis  of  a septic  state,  heart  mur- 
mur, and  positive  blood  culture  containing  a 
growth  of  a gamma  streptococcus,  subacute 
bacterial  endocarditis  could  be  more  than  sus- 
pected. A course  of  sulfadiazine  therapy  seemed 
to  control  the  infective  state  before  the  patient 
was  discharged. 

In  the  six  weeks’  interval  between  the  previous 
and  last  medical  admission,  the  patient’s  condi- 
tion progressed  rapidly  downhill.  He  was  ad- 
mitted with  ascites,  which  reaccumulated  rapidly 
after  repeated  tappings,  and  the  ascitic  fluid  was 
highly  cellular.  There  were  massive  hematemesis 
and  tarry  stools;  the  red  blood  cell  count  had 
dropped  to  a little  above  one  million.  The 
liver,  however,  was  still  five  fingerbreadths  down, 
and  the  spleen  was  larger  and  very  painful  and 
tender.  This  rapidly  developing  portal  decom- 
pensation was  evidently  not  due  to  contraction  of 
the  liver.  No  venous  hum  was  heard.  With  the 
toxic  state  and  fever,  thrombosis  of  the  portal 
vein  seemed  a reasonable  inference  although  an 
intrahepatic  condition  like  primary  carcinoma 
of  the  liver  or  infection  could  not  be  disregarded 
entirely.  The  left  leg  had  become  so  greatly 
swollen  and  tense,  so  exquisitely  painful  and 
tender,  and  so  markedly  discolored  that  the 
condition  could  hardly  have  been  produced  even 
by  an  acute  obstruction  of  a large,  deep  vein  in 
the  pelvis,  and  hemorrhage  because  of  a ruptured 
vein  or  mycotic  aneurysm  seemed  likely.  As- 
piration, however,  yielded  only  a small  amount 
of  sero-sanguineous  fluid,  which  was  not  cul- 
tured. By  now  the  clinical  picture  of  subacute 
bacterial  endocarditis  was  fully  developed. 
White-centered  petechiae  were  noted  in  the 
conjunctivae  and  retinae;  purpuric  lesions  were 
widespread;  the  septic  state  persisted  at  a 
higher  tempo;  the  spleen  was  painful  and  tender, 
as  with  infarction;  and  the  last  three  blood  cul- 
tures yielded  gram-positive  cocci  which  were  not 
definitely  identified.  It  is  now  generally  ac- 
cepted, I believe,  that  Streptococcus  viridans 
implantation  on  luetic  aortic  valves  is  not  as 
uncommon  as  it  was  formerly  believed  to  be,  but 
because  the  murmurs  did  not  change  under  ob- 
servation and  the  blood  cultures  were  scarce,  it 
is  possible  that  the  vegetations  will  be  found  on 
the  tricuspid  valve.  In  view  of  the  possible  in- 
fection in  the  portal  vein,  one  may  be  pardoned 
for  suggesting  that  multiple  abscesses  in  the 
liver  opening  into  the  hepatic  veins  may  have 
been  the  source  of  the  bacteremia. 

There  are  many  other  clinical  sidelights  that 
might  be  briefly  mentioned  at  this  time.  The 
gastrointestinal  hemorrhage  was  sudden  and 


severe  and  coincided  with  the  appearance  of 
ascites  so  that  ruptured  esophageal  or  gastric 
veins  seemed  the  best  explanation.  However, 
bleeding  due  to  thrombocytopenia  of  splenic 
dysfunction  cannot  be  disregarded.  A word 
might  be  said  about  the  hyperglobulinemia  which 
was  present  from  the  start  and  which  was  attri- 
buted to  a compensatory  mechanism  in  the  liver 
or  to  renal  disease  or  to  a chronic  infectional 
state,  there  being  no  evidence  of  multiple  mye- 
loma or  bone  destruction.  During  the  period 
of  blood  loss,  the  ser-globulin  fell  more  than  the 
ser-albumin,  but  when  the  blood  improved  the 
hyperglobulinemia  reappeared. 

Clinical  Findings. — In  summary,  then,  the 
clinical  findings  could  be  tabulated  as  follows: 

1.  Laennec’s  cirrhosis  of  the  liver — hyper- 
trophic stage 

(а)  Thrombosis  of  portal  vein 

(б)  Thrombocytopenia 

(c)  Ruptured  esophageal  or  gastric  varices 

2.  Deep  thrombophlebitis  with  hematoma 
of  left  leg,  due  to  ruptured  vein  or  ruptured 
mycotic  aneurysm 

3.  Toxic  glomerular  nephritis,  due  to  pyo- 
derma or  subacute  bacterial  endocarditis 

4.  Syphilitic  and  hypertensive  heart  disease; 
enlarged  heart;  aortic  regurgitation;  congestive 
failure 

5.  Subacute  bacterial  endocarditis,  due  to 
Streptococcus  viridans  (not  fully  identified) 
superimposed  on  syphilitic  aortic  valve  or  tri- 
cuspid valve 

6.  Hyperglobulinemia 

7.  Subclinical  possibilities : 

(а)  Pyelophlebitis  with  multiple  abscesses  of 
liver  and  bacteremia 

(б)  Primary  carcinoma  of  liver 

Dr.  Charles  H.  Nammack:  I think  that  the 
engrafting  of  subacute  bacterial  endocarditis 
upon  luetic  heart  disease  is  not  rare.  We  are 
accustomed  to  associating  this  condition  with 
rheumatic  heart,  probably  because  the  incidence 
of  the  latter  is  so  much  higher  than  luetic  or 
congenital  heart  disease.  The  marked  discrep- 
ancy between  the  negative  Wassermann  and  the 
4 plus  Kahn  reactions  is  interesting,  but  I do  not 
know  the  explanation. 

Dr.  Arnold  Koffler:  In  discussing  luetic 
heart  disease,  I should  like  to  draw  your  atten- 
tion to  the  case  we  discussed  at  this  conference 
about  a year  ago.  This  was  proved  at  autopsy 
to  be  a luetic  heart  with  engrafted  subacute 
bacterial  endocarditis.  A review  of  the  literature 
at  that  time  indicated  that  this  was  a compara- 
tively rare  occurrence.  In  this  particular  case, 
why  we  should  assume  that  this  was  a luetic  heart, 
since  one  year  ago  the  heart  was  considered  nor- 
mal, I do  not  know.  The  marked  enlargement 
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of  the  heart  would  have  to  be  explained  on  the 
basis  of  deformity  of  the  valve  due  to  endocarditis 
rather  than  to  lues.  The  etiology  is,  in  my  opin- 
ion, obscure.  The  diagnosis  of  thrombophlebitis 
in  the  leg  with  a subsequent  blood  stream  inva- 
sion, atlhough  extremely  rare,  is  a possibility  in 
this  case,  particularly  since  the  organism  was  not 
identified  definitely.  Streptococcus  viridans  may 
be  difficult  to  culture  at  times,  but,  once  it  is 
cultured,  identifying  of  the  organism  is  no  longer 
a difficult  task. 

Dr.  Max  Trubek  : Because  of  the  tenderness, 
it  is  quite  likely  that  the  patient  may  have  had 
splenic  infarctions.  From  the  clinical  course, 
I do  not  think  that  liver  abscess  needs  to  be 
considered.  The  aortic  diastolic  murmur  with 
the  evidence  of  progressive  cardiac  enlargement 
would  lead  one  to  suspect  luetic  aortitis  with 
superimposed  ulcerative  endocarditis.  The  ne- 
phritis was  apparently  of  a toxic  origin.  The 
high  sulfadiazine  level  may  well  have  been  due  to 
failure  of  excretion  of  the  drug  by  damaged 
kidneys.  The  purpuric  manifestations  may 
have  been  the  result  of  thrombocytopenia  second- 
ary to  the  nephritis. 

Dr.  Harry  A.  Solomon:  Since  the  aortic 

murmur  apparently  was  not  changing  in  char- 
acter when  the  positive  culture  was  obtained  on 
the  first  admission,  it  is  possible  that  there  was 
some  other  focus  of  infection  feeding  the  blood 
stream. 

Dr.  Max  Trubek:  I believe  that  there  was  a 
change  in  the  character  of  the  murmur,  indicating 
a progressive  destruction  of  the  aortic  valve. 

Dr.  Maxwell  L.  Gelfand:  When  I first 
saw  this  patient,  there  were  four  negative  blood 
cultures.  With  these  clinical  findings — i.e.,  con- 
tinuous pyrexia  and  leukopenia,  hepato-spleno- 
megaly,  hyperglobulinemia,  and  positive  globulin 
precipitation  test — I postulated  that  he  may  have 
had  some  tropical  disease  such  as  kala-azar  or 
schistosomiasis  because  of  his  travels  as  a seaman. 
However,  when  the  positive  blood  culture  came 
through,  it  was  obvious  that  we  were  dealing  with 
a subacute  bacterial  endocarditis.  On  the  pa- 
tient's very  first  admission  to  the  Psychiatric 
Service,  physical  examination  did  not  reveal 
the  presence  of  any  murmurs.  It  is  not  fair  to 
assume  that  luetic  heart  disease  developed  within 
a period  of  one  year,  as  Dr.  Koffler  pointed  out. 
On  his  first  admission  to  the  Medical  Service, 
a diastolic  murmur  at  the  aortic  area  was  the 
first  to  present  itself.  Because  of  that,  the 
possibility  of  a congenital  bicuspid  aortic  valve 
must  be  considered. 

Presentation  of  Pathology 

Dr.  Robert  Poppiti  : At  necropsy  the  notable 
external  findings  were  pitting  edema  of  both 


ankles  and  swelling  of  the  left  calf.  On  opening 
the  body,  there  was  no  free  fluid  in  either  pleural 
sac,  while  the  peritoneal  cavity  contained  1,500 
cc.  of  clear  amber-colored  fluid.  The  heart  was 
enlarged  because  of  hypertrophy  and  dilatation, 
and  it  weighed  600  Gm.  There  was  nothing 
unusual  noted  about  the  tricuspid,  pulmonic,  or 
mitral  valves,  but  in  the  aortic  valve  there  was  a 
congenital  bicuspid  deformity.  On  the  surfaces 
of  both  aortic  cusps  were  large,  green,  friable, 
cauliflower-like  vegetations.  These  were  more 
prominent  on  the  anterior  cusp.  The  posterior 
leaflet  was  deeply  ulcerated.  The  aorta  was 
normal.  Both  lungs  were  moderately  enlarged 
because  of  congestion  and  edema.  The  liver 
was  large,  weighing  2,100  Gm.  Its  external  sur- 
face presented  a pink,  irregularly  granular  ap- 
pearance, and,  on  section,  one  noted  a disturb- 
ance in  the  normal  gross  architecture  with  an 
increase  in  the  fibrous  tissue.  The  pancreas 
and  both  adrenals  were  normal.  The  spleen  was 
enlarged,  weighing  700  Gm.  Two  large  fresh 
infarcts  were  seen  which  involved  the  pulp  and 
capsule.  Both  kidneys  were  enlarged  and 
weighed  300  Gm.  each.  Their  capsules  stripped 
easily,  revealing  smooth  brown  surfaces.  There 
were  no  hemorrhages  noted,  and  the  cut  surfaces 
presented  no  unusual  changes.  The  remainder 
of  the  genitourinary  system  was  normal,  as  was 
the  gastrointestinal  tract.  Two  centimeters  from 
the  head  of  the  tibia,  the  left  popliteal  artery  was 
enlarged  into  an  aneurysmal  mass  measuring 
about  5 cm.  in  length.  Its  wall  was  thin  and 
hemorrhagic,  and  its  lumen  was  filled  with  a 
recent  thrombus.  There  was  an  extravasation 
of  blood  between  the  soleus  and  gastrocnemius 
muscles  over  a distance  of  15  cm.  Nothing  of 
note  was  observed  in  the  brain. 

Microscopic  Findings. — Section  of  the  aortic 
valve  showed  changes  consistent  with  a diagnosis 
of  subacute  bacterial  valvulitis.  The  cusp  was 
irregularly  thickened  and  consisted  of  hyalinized 
fibrous  tissue.  Adhering  everywhere  to  the 
surface,  which  was  ulcerated,  was  a large  mass  of 
thrombotic  material  containing  clumps  of  bac- 
teria. There  was  no  vascularization  of  the 
cusps. 

Sections  of  the  liver  revealed  fat  vacuoles  in 
many  of  the  liver  cells.  The  fibrous  tissue  was 
markedly  increased,  dividing  the  parenchyma 
into  irregular  lobules  foreign  to  the  natural  archi- 
tecture of  this  organ. 

Sections  of  the  kidneys  showed  changes  in  all 
the  glomeruli.  These  structures  were  much 
larger  than  average.  The  capillary  endothelial 
cells  were  swollen  and  prominent,  rendering  the 
capillary  tufts  bloodless.  In  a few  of  the 
glomeruli,  the  cells  of  the  parietal  capsular  epi- 
thelium were  swollen.  In  these,  Bowman's 
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space  contained  polymorphonuclear  leukocytes 
and  a few  lymphocytes.  No  adhesions  were  seen. 
Focal  embolic  lesions  were  absent.  Many  of  the 
convoluted  tubules  were  distended  with  red  blood 
cells. 

Sections  through  the  aneurysmal  sac  showed 
marked  thinning  of  the  wall  of  the  popliteal 
artery  with  calcium  deposits.  A thrombus  was 
seen  within  the  lumen. 

Anatomic  Diagnoses 

Congenital  bicuspid  aortic  valve 
Subacute  bacterial  aortic  valvulitis — Strepto- 
coccus viridans 

Left  ventricular  hypertrophy  and  dilatation 
Congestion  and  edema  of  the  lungs 
Portal  cirrhosis  of  liver 
Splenic  infarcts,  recent 
Acute  diffuse  glomerulonephritis 
Ruptured  mycotic  aneurysm  of  popliteal 
artery 

Comments 

This  case  clearly  illustrated  again  the  tendency 
of  a congenital  valve  to  become  the  locus  of  a 


MORE  STUDY  OF  HEREDITY  OF  HUMAN 

Pointing  out  that  the  study  of  the  heredity  of 
human  cancer  has  lagged,  at  least  in  the  United 
States,  the  Journal  of  the  American  Medical 
Association  for  July  3 declares  that: 

“The  uncertainty  regarding  hereditary  factors  in 
the  major  kinds  of  human  cancer  should  be  ended. 
This  can  be  done  only  by  the  use  of  data  based  on 
human  material. . . . 

“Students  of  the  natural  history  of  cancer  in  man 
were  early  impressed  by  the  possibility  that  a 
hereditary  factor  might  exist  in  its  causation.  The 
occurrence  of  numerous  cancers,  often  of  rare  types, 
in  certain  families  sometimes  called  cancer  families, 
the  similarities  in  type  and  in  time  of  occurrence 
of  tumors  in  identical  or  monochorial  [coming  from 
single  egg]  twins,  the  racial  peculiarities  in  sus- 
ceptibility and  resistance  to  some  kinds  of  cancer 
and  the  tendency  for  some  persons  to  develop  more 
than  one  primary  tumor,  seen  especially  in  those 
who  had  been  cured  of  one  cancer,  were  suggestive 
of  hereditary  influence. 

“Further  investigation  was  made  largely  by  ge- 
neticists who  entered  the  field  in  the  first  decade  ol  the 
present  century.  Their  studies  were  almost  entirely 
on  laboratory  animals,  especially  mice.  Large, 
long-range  research  projects,  some  of  which  are  still 
under  way,  were  begun  by  Tyzzer,  Lathrop,  Little, 
Slye,  Strong,  and  others.  It  is  impossible  to  sum- 
marize adequately  the  results  of  the  important 
studies,  but  a few  general  remarks  can  be 
made. 

‘ ‘While  in  mice  a hereditary  factor  is  present  in  many 
types  of  tumor,  this  factor  is  neither  qualitatively  nor 
quantitatively  the  same  for  all  types  of  cancer.  A 
genetic  formula  which  would  explain  the  occurrence 
of  all  cancers  in  animals  has  not  been  found.  Fur- 


superimposed  bacterial  infection,  A diagnosis 
of  subacute  bacterial  endocarditis  was  made, 
with  some  question  as  to  the  underlying  cardiac 
disease.  In  the  absence  of  a rheumatic  history 
and  the  relatively  short  clinical  manifestations 
of  aortic  insufficiency,  the  diagnosis  of  under- 
lying congenital  heart  disease  should  have  been 
the  most  likely  one. 

Here,  as  in  most  cases  of  subacute  bacterial 
endocarditis,  regardless  of  the  underlying  cardiac 
disease,  embolic  phenomena  were  observed  in 
the  form  of  infarcts  in  the  spleen  and  in  the 
formation  of  a mycotic  aneurysm  in  the  popliteal 
artery.  The  former  is  common,  the  latter  un- 
common. 

The  usual  renal  lesion,  when.it  is  present,  is  a 
focal  embolic  glomerulo-nephritis.  In  this  in- 
stance, however,  there  was  an  acute  diffuse 
glomerulo-nephritis,  a lesion  which  would  account 
not  only  for  the  nitrogen  retention  but  also  for 
the  albumin  and  red  blood  cells  in  the  urine. 

Complicating  the  picture  were  the  ascites, 
enlarged  liver,  hematemesis,  and  reversal  of  the 
albumin-globulin  ratio,  which  can  all  be  ex- 
plained on  the  basis  of  portal  cirrhosis. 


CANCER  URGED 

thermore,  there  appear  to  be  species  differences 
in  the  importance  of  the  hereditary  factor. . . . 

“The  evidence  which  has  accumulated  indicates 
that  the  importance  of  hereditary  factors  is  probably 
different  for  each  type  of  human  cancer,  as  in  mice. 
Human  tumors  can  be  divided  into  three  classes 
on  the  basis  of  our  present  knowledge  in  this  respect : 
(1)  a group  in  which  a strong  hereditary  factor  is 
unquestionably  present,  (2)  those  in  which  a heredi- 
tary factor  is  possibly  but  not  surely  important, 
and  (3)  a group  in  which  there  is  little  or  no  sugges- 
tion of  a hereditary  factor.  In  the  latter  two  groups 
a hereditary  factor  has  not  been  demonstrated,  but 
neither  has  it  been  excluded.  . . . All  the  more  com- 
mon forms  of  human  cancer  fall  into  the  second  and 
third  groups.  These  include  carcinoma  of  the 
stomach,  colon,  mammary  gland,  prostate,  lung, 
uterus  [womb],  biliary  system  [gallbladder  and  bile 
ducts] , and  others. 

“More  knowledge  on  the  role  of  hereditary  factors 
in  human  cancer  is  desirable  from  the  point  of  view 
of  its  own  importance  as  well  as  for  the  direction  of 
research  in  collateral  fields.  If  it  could  be  shown 
that  a hereditary  factor  is  not  important  in  the 
causation  of  the  major  forms  of  human  cancer,  as, 
for  example,  gastric  [stomach]  cancer,  then  full 
efforts  could  be  devoted  to  finding  the  immediate 
exciting  causes,  because  only  by  controlling  them 
could  this  form  of  cancer  be  prevented.  If  it  should 
be  shown,  however,  that  a hereditary  factor  is  im- 
portant in  the  causation  of  this  cancer,  thought 
should  be  directed  toward  nullifying  its  action  by 
genetic  methods.  Also,  known  potential  victims 
could  be  given  special  clinical  observation  to  dis- 
cover the  early  stages,  just  as  care  is  now  taken  to 
discover  early  tuberculosis  in  contacts.” 
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A 

Abrams,  J. 

56  Tottenham  Rd.,  Lynbrook,  N.Y. 
Alexander,  H.  (Lt.) 

U.S.  Naval  Hospital,  Corona,  Calif. 
Aronoff,  J.  S. 

309  W.  14  St.,  New  York  14,  N.Y. 


B 

Bell,  J.  W.  (Lt.  Com.,  U.S.N.R.) 

200  E.  16  St.,  New  York  3,  N.Y. 
Bodon,  G.  R.  (Capt.) 

A.P.O.  403  An.,  c/o  P.M.,  Shreve- 
port, La. 

Bors,  E. 

983  Park  Ave.,  New  York  28,  N.Y. 
Buckley,  E.  J. 

30  E.  40  St.,  New  York  17,  N.Y. 
Burghardt,  J.  P.  (Lt.,  U.S.N.R.) 

241  Washington  St.,  Hempstead, 
N.Y. 


D 

deMello,  L.  (Lt.  Com.,  U.S.N.R.) 

Naval  Hospital,  Sampson,  N.Y. 
Dodds,  H.  H.  (Lt.  Com.,  U.S.N.R.) 
Natl.  Naval  Medical  Center,  Beth- 
esda,  Md. 


F 

Fields,  E.  M. 

118-10  Newport  Ave.,  Rockaway 
Park,  N.Y. 

Fischer,  I.  C. 

239  Central  Park  W.,  New  York  24, 
N.Y. 


* The  following  names  of  New  York 

Shysicians  were  published  in  the 
lonor  Rolls  of  the  August  1 and 
September  I issues  by  mistake:  Drs. 
S.  Chlenoff,  772  West  End  Avenue, 
New  York  City:  J.  B.  Cortesi,  921 
Nott  Street,  Schenectady;  J.  N. 
Evans,  23  Schermerhorn  Street, 
Brooklyn;  F.  Feldman,  6220  Bay 
Parkway,  Brooklyn;  S.  Gellis,  853 
7th  Avenue,  New  York  City;  G.  M. 
Hemmett,  22  Hoover  Road,  Roch- 
ester; R.  J.  Hotchkiss,  905  Nott 
Street,  Schenectady;  R.  E.  Isabella, 
607  Union  Street,  Schenectady;  J. 
Kaufman,  201  Eastern  Parkway, 
Brooklyn;  A.  Kaye,  338  West  84 
Street,  New  York  City;  H.  Lehman, 
1383  Carroll  Street,  Brooklyn;  F.  E. 
Mallon,  1135  Park  Place,  Brooklyn; 
A.  Mason,  713  East  Genesee  Street, 
Syracuse;  and  V.  C.  McCuaig,  40 
East  61  Street,  New  York  City. 


G 

Gabel,  A.  (Lt.) 

57  W.  57  St.,  New  York  19,  N.Y. 
Geiger,  J.  T.  (Capt.) 

Stark  Genl.  Hospital,  Charleston, 
S.C. 


H 

Hair,  G.  W. 

834  Ellicott  St.,  Buffalo,  N.Y. 
Hausner,  E.  (Capt.) 

Bruns  Genl.  Hospital,  Santa  Fe, 
N.M. 

Heinrich,  A.  H. 

5316-15  Ave.,  Brooklyn  19,  N.Y. 
Howe,  M.  E.  (Capt.) 

901  Lexington  Ave.,  New  York  21, 
N.Y. 

Hurley,  M.  J.  (Lt.) 

Station  Hospital,  Aberdeen  Proving 
Grounds,  Md. 


J 

Joseph,  C.  R.  Jr. 

347a  Halsey  St.,  Brooklyn  16,  N.Y. 
K 

Kolbe,  H.  W. 

182-09  Dalny  Rd.,  Jamaica  3,  N.Y. 
L 

La  Raja,  R.  J.  (Lt.) 

Naval  Mine  Depot,  Yorktown,  Va. 
Lenarsky,  M. 

360  Riverside  Drive,  New  York  25, 
N.Y. 

Lomnitz,  G.  (Capt.) 

Station  Hospital,  Camp  Forrest, 
Tenn. 

Lucas,  A. 

37  E.  64  St.,  New  York  21,  N.Y. 

M 

Mandelbaum,  J. 

258  Henry  St.,  Brooklyn  2,  N.Y. 

O 

Ofner,  L.  M. 

1409  Broadway,  New  York  18,  N.Y. 
P 

Pesquera,  G.  S. 

Met.  Life  Ins.  Co.  San.,  Mt.  Mc- 
Gregor, N.Y. 

Q 

Quinn,  W.  B.  (Lt.  Com.,  U.S.N.R.) 
Camp  Peary,  Williamsburg,  Va. 
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R 

Redisch,  W. 

1 165  Park  Ave.,  New  York  28,  N.Y. 
Ricciardi,  R.  E. 

1214  St.  Lawrence  Ave.,  Bronx  60, 
N.Y. 

Rizzo,  P.  C. 

117  S.  2 Ave.,  Mt.  Vernon,  N.Y. 
Robbins,  M. 

7302-21  Ave.,  Brooklyn  4,  N.Y. 


S 

Sackin,  I.  J.  (Lt.  Com.,  U.S.N.R.) 

Camp  Bradford,  Norfolk,  Va. 
Savoia,  D.  A. 

1821  East  New  York  Ave.,  Brook- 
lyn 7,  N.Y. 

Schiller,  C.  (Capt.) 

Station  Hospital,  Camp  Mackall, 
N.C. 

Scholpp,  S.  S. 

4325  Harrison  St.,  Kansas  City,  Mo. 
Shaw,  J.  A. 

610  Sheffield  Ave.,  Brooklyn  7,  N.Y. 
Shaw,  R.  D.  (Capt.) 

Stottville,  N.Y. 

Smith,  R. 

Boonville,  N.Y. 

Spindler,  H.  A.  (Lt.) 

c/o  Fleet  P.O.,  New  York,  N.Y. 
Stern,  J.  E. 

109-15  Jamaica  Ave.,  Richmond 
Hill,  N.Y. 


T 

Tocco,  J.  D.  (Lt.) 

Carlisle  Barracks,  Pa. 

Tumolo,  M.  A.  (Lt.,  U.S.N.R.) 
Camp  Peary,  Williamsburg,  Va. 


V 

Vitagliano,  E. 

4709  Ft.  Hamilton  Pkwy.,  Brook- 
lyn, N.Y. 


W 

Wally,  E.  S. 

55  W.  11  St.,  New  York  11,  N.Y. 
Wilson,  J.  R. 

5 Central  Ave.,  Cornell  Univ., 
Ithaca,  N.Y. 


Z 

Zakin,  D. 

55  W.  11  St.,  New  York  11,  N.Y. 


Postgraduate  Medical  Education 


Programs  arranged  by  the  Council  Committee  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York  are  published  in  this  section  of  the  Journal. 
The  members  of  the  committee  are  Oliver  W.  H.  Mitchell , M.D.,  Chairman  (428  Green- 
wood Place,  Syracuse);  George  Baehr , M.D.;  and  Charles  D.  Post,  M.D. 


Tropical  Medicine 


A SINGLE  lecture  on  “Malaria — Importance  of 
TL  Early  Diagnosis  and  Treatment”  was  arranged 
for  the  Rockland  County  Medical  Society.  The 
lecture  was  presented  at  3:30  p.m.  on  September 
22  at  the  Letchworth  Village  in  Fields,  New  York. 

The  speaker  was  Harry  Most,  M.D.,  assistant 


professor  of  clinical  pathology  and  assistant  pro- 
fessor of  preventive  medicine  at  the  New  York 
University  College  of  Medicine. 

The  instruction  was  provided  by  the  Medical 
Society  of  the  State  of  New  York  and  the  New  York 
State  "Department  of  Health. 


Two  Lectures  for  Greene  County 


TWO  lectures  have  been  arranged  for  the  Medical 
Society  of  the  County  of  Greene,  to  be  held  at 
Memorial  Hospital  of  Greene  County,  Catskill, 
New  York. 

The  first,  “The  Peptic  Ulcer  Problem,”  is  to  be 
given  by  Albert  F.  R.  Andresen,  M.D.,  professor 
of  clinical  medicine  at  Long  Island  College  of 
Medicine,  Brooklyn,  New  York,  and  will  be  pre- 


sented Thursday,  October  28,  at  9:00  p.m. 

Francis  B.  Trudeau,  M.D.,  of  Saranac  Lake, 
New  York,  will  deliver  the  second  lecture,  “The 
Diagnosis  of  Tuberculosis,”  at  9:00  p.m.,  Tuesday, 
November  23. 

These  lectures  have  been  arranged  by  the  New 
York  State  Department  of  Health  and  the  Medical 
Society  of  the  State  of  New  York. 


“Toxemias  of  Pregnancy” 


A LECTURE  entitled  “Toxemias  of  Pregnancy” 
TL  is  to  be  presented  to  the  Cortland  County 
Medical  Society  at  8:30  p.m.,  Friday,  November 
19. 

It  will  be  given  at  the  Cortland  County  Hospital, 
Cortland,  New  York. 


The  lecturer  is  Edward  C.  Hughes,  M.D.,  pro- 
fessor of  obstetrics  at  Syracuse  University  College 
of  Medicine,  Syracuse,  New  York. 

The  Medical  Society  of  the  State  of  New  York 
and  the  New  York  State  Department  of  Health  are 
providing  this  instruction. 


“METAL  LOCATOR”  USED  FOR  FIRST  TIME  AT  MOUNT  SINAI  HOSPITAL 


The  first  operation  on  a human  eye  with  the  aid 
of  the  “metal  locator,”  which  helped  save  many  lives 
at  Pearl  Harbor,  has  been  reported  at  the  Mount 
Sinai  Hospital  in  New  York  City. 

The  operation  for  removal  of  a metal  fragment 
i deeply  embedded  in  a patient’s  left  eye,  was  per- 
formed by  a member  of  the  hospital’s  ophthalmologic 
1 staff,  with  the  assistance  of  Samuel  Berman,  New 
York  subway  engineer,  who  invented  the  metal 
l locator.  The  device,  which  was  used  after  the 
attack  at  Pearl  Harbor  for  finding  bullets  and 
shrapnel  in  the  bodies  of  the  wounded,  is  now  widely 
employed  by  physicians  in  the  American  armed 
forces,  but  the  operation  at  Mount  Sinai,  according 
to  Mr.  Berman,  was  the  first  in  which  it  had  been 
used  for  so  delicate  a task  as  finding  a steel  splinter 
about  one-eighth  of  an  inch  long  within  the  eyeball 
near  the  retina. 

The  particle  had  been  localized  by  x-ray,  and 
i attempts  had  been  made,  by  means  of  an  electro- 
magnet, to  bring  it  into  the  front  of  the  eye  where 
it  could  be  removed  by  the  surgeon.  These  efforts 
i failed.  It  was  necessary  to  remove  the  foreign 
body  through  the  back  of  the  eyeball. 


The  operation  itself  was  rendered  comparatively 
simple,  with  the  metal  locator  acting  like  a divining 
rod  to  find  the  steel  fragment.  The  locator,  a 
probe  about  the  size  of  a pencil,  wired  to  a small 
box  resembling  a portable  radio,  was  operated  by 
Mr.  Berman. 

After  the  surgeon  had  exposed  the  back  of  the  eye- 
ball, Mr.  Berman  ran  the  tip  of  his  locator  probe  over 
it. 

As  the  metal  point  was  moved  close  to  the 
location  of  the  steel  splinter,  the  hand  of  a sensitive 
ammeter  on  the  apparatus  was  deflected.  The 
point  at  which  the  maximum  deflection  occurred 
was  the  spot  directly  over  the  splinter. 

The  surgeon  made  a small  semicircular  incision 
so  as  to  reach  the  exact  spot  indicated  by  the 
locator.  He  brought  the  tip  of  an  electromagnet 
over  this  opening  and  switched  on  the  current. 
The  dark  tissues  beneath  were  raised  as  the  metal 
particle  embedded  in  them  was  attracted  toward 
the  magnet.  Another  minute  incision  was  made 
in  these  tissues  and  the  current  was  switched  on 
again.  The  steel  splinter  leaped  out  of  the  patient’s 
eyeball  and  adhered  to  the  end  of  the  magnet. 
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Medical  News 


Medical  Assembly  to  Be  Held  in  Chicago 


>"pHE  twenty-eighth  annual  International  Medical 
L Assembly  will  be  held  at  the  Palmer  House  in 
Chicago  from  October  26  through  October  29.  A 
postgraduate  school,  sponsored  by  the  Inter-State 
Postgraduate  Medical  Association,  the  meeting  will 
be  attended  by  physicians  from  all  parts  of  the 
country. 

In  addition  to  the  regular  program  of  instruction, 
which  will  include  diagnostic  clinics,  there  will  be 


extensive  exhibits,  both  commercial  and  scientific. 

At  the  Assembly  dinner  on  Thursday,  October  28, 
speakers  will  be  Dr.  Frank  H.  Lahey,  of  the  Lahey 
Clinic  in  Boston,  and  Brigadier-General  Fred  W. 
Rankin,  consulting  surgeon,  Office  of  the  Surgeon 
General,  immediate  past-president  of  the  American 
Medical  Association,  and  president-elect  of  the 
Inter-State  Postgraduate  Medical  Association  of 
North  America. 


Grant  Made  for  Study  of  Penicillin 


THE  Board  of  Trustees  of  the  University  of 
Illinois  have  announced  the  acceptance  of  a 
grant  of  $25,000  a year  for  three  years  made  by  The 
Upjohn  Company,  of  Kalamazoo,  Michigan,  to  be 
devoted  to  the  academic  study  of  the  structural 
composition  and  possible  synthesis  of  penicillin. 

The  Company’s  present  grant,  according  to  F.  W. 
Heyl,  Ph.D.,  vice-president  and  director  of  research, 
provides  for  an  enlarged  three-vear  research  chem- 
istry project  under  the  direction  of  Professor  Herbert 
E.  Carter,  of  the  department  of  biochemistry  at 
the  university.  This,  Dr.  Heyl  says,  amplifies  both 
an  earlier  cooperative  research  project  at  that 
school  and  the  bacteriologic  and  other  research 
which  is  being  conducted  at  the  Company’s  labor- 
atories at  Kalamazoo. 


Dr.  Carter  is  well  known  for  his  work  with  the 
amino  acids,  especially  the  identification  and 
synthesis  of  the  new  essential  amino  acid,  threonine, 
and  more  recently  for  his  investigations  on  the 
structure  of  the  cerebroside  sphingomyelin. 

The  production  of  penicillin  by  the  natural 
growth  of  the  mold,  Penicillium  notatum,  is  one 
of  the  most  laborious  and  unsatisfactory  methods 
in  use  for  the  manufacture  of  any  known  ther- 
apeutic agent.  The  hope  of  the  future  for  the  large- 
scale  economical  manufacture  of  this  important 
drug  lies  in  the  solution  of  the  pure  chemistry,  which 
alone  would  lead  to  the  chemical  synthesis  of  the 
substance.  It  is  in  the  hope  of  achieving  this  end 
that  the  Upjohn  penicillin  fellowship  at  the  Univer- 
sity of  Illinois  has  been  established. 


Hazards  of  Childbirth  Lessened 


CHILD-BEARING  in  this  country  is  now*  safer 
than  ever  before,  according  to  the  statisticians 
of  the  Metropolitan  Life  Insurance  Co.,  who  say 
that  only  about  one-third  as  many  American 
mothers  currently  lost  their  lives  in  childbirth  as 
compared  with  the  number  who  died  ten  years  ago. 
About  two  maternal  deaths  per  1,000  live  births  now 
take  place  in  the  United  States,  while  prior  to  1934 
the  rate  was  between  six  and  seven  per  thousand. 
And  this  great  saving  of  life,  it  is  pointed  out,  is 
being  made  despite  “a  sharply  increased  birth  rate 
— babies  are  arriving  today  at  the  rate  of  some 
3,000,000  a year— and  a shortage  of  doctors  and 
nurses  because  of  the  war.” 

Comparing  maternal  mortality  in  1941  with  that 
of  1936,  after  which  improvement  was  especially 


rapid,  the  statisticians  show  that  in  the  earlier  year 
there  was  not  a single  state  in  which  the  maternal 
death  rate  dropped  below  four  per  1,000  live  births; 
by  1941,  however,  the  rate  had  fallen  below  that 
figure  in  thirty-eight  states  and  the  District  of 
Columbia.  Moreover,  in  1936,  a total  of  thirty-one 
states  and  the  District  of  Columbia  recorded  five 
or  more  maternal  deaths  for  every  thousand  live 
births,  while  in  1941  only  four  states  showed  such 
high  rates. 

The  statisticians  show  that  the  cooperation  of 
agencies  interested  in  the  reduction  of  material 
mortality,  combined  with  the  use  of  the  sulfa  drugs, 
has  been  largely  responsible  for  the  favorable  trend 
in  the  maternal  death  rate  during  the  past  few 
years. 


County  News 


Cattaraugus  County 

Dr.  Benjamin  Slater,  associate  medical  director 
of  the  Eastman  Kodak  Company,  was  the  main 
speaker  at  the  annual  Christmas  Seal  luncheon 
meeting  of  the  Cattaraugus  County  Tuberculosis 
and  Public  Health  Association,  Inc.,  Friday,  Octo- 
ber 1,  at  1 : 00  p.m.  in  Olean. 

Dr.  Slater’s  topic  was  “A  Planned  Health  Pro- 
gram.” 

Miss  Hazel  Hart,  field  adviser  of  the  state  com- 
mittee on  tuberculosis  and  public  health,  spoke  on 
this  year’s  seal  sale  campaign.  Miss  Hart  was 

* Asterisk  indicates  that  item  is  from  a local  newspaper. 


formerly  director  of  the  Canadian  Christmas  sea 
sale  campaign.* 

Cayuga  County 

Dr.  John  W.  Copeland,  city  health  officer  of 
Auburn  and  chairman  of  the  Committee  on  Public 
Health  of  the  county  society,  and  Hal  T.  Kearns, 
executive  secretary  of  the  Cayuga  Health  Associa- 
tion, have  announced  that  the  results  of  the  recent 
x-ray  program  among  industrial  workers  in  Auburn 
show  that  very  few  of  them  have  tuberculosis,  even 
in  its  early  stages.  * 

[Continued  on  page  2002] 
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Chautauqua  County 

Dr.  C.  Otto  Lindbeck,  president  of  the  county 
society,  presided  at  the  fall  luncheon  meeting  held 
on  September  16  at  the  Newton  Memorial  Hospital 
in  Cassadaga. 

The  speaker  was  Dr.  Nelson  G.  Russell,  of  Buf- 
falo, who  gave  a talk  on  his  experience  with  sulfon- 
amides. Dr.  Charles  E.  Goodell  and  Dr.  Frank  P. 
Goodwin  discussed  the  paper.* 

Dutchess  County 

The  annual  outing  and  September  meeting  of  the 
county  society  was  held  at  the  Harlem  Valley  State 
Hospital,  Wingdale,  on  September  8. 

The  guest  speaker  was  Dr.  Philip  Stimson,  as- 
sociate professor  of  clinical  pediatrics  of  Cornell 
University,  who  spoke  on  “Diagnosis  and  Treat- 
ment of  Poliomyelitis.”* 


Dr.  Jacob  Remler  has  purchased  the  residence  of 
Dr.  Richardson  in  Millerton  and  begun  the  practice 
of  medicine  in  that  city. 

Dr.  Remler,  who  has  seen  fifteen  months’  Army 
service  as  battalion  surgeon  with  about  1,000  men 
in  his  field,  has  been  located  at  Fort  Jackson  Hos- 
pital. Because  of  a medical  disability  he  has  left 
Army  service  for  private  medical  practice. 

Dr.  Remler  received  his  Bachelor’s  degree  at  Co- 
lumbia and  his  M.D.  at  the  University  of  Vienna, 
where  he  also  did  postgraduate  work  and  tutored 
undergraduates . 

Before  entering  the  Army  he  practiced  for  seven 
years  in  Brooklyn.  He  was  connected  with  the 
Brooklyn  Jewish  Hospital  and  did  medical  examin- 
ations for  seamen  of  the  Clyde  Mallory  Line. 

Mrs.  Remler  is  also  a physician.  Although  she 
will  not  be  in  active  practice  in  Millerton,  she  ex- 
ec ts  to  do  medical  work  at  the  Wassaic  State 
chool.  * 

Erie  County 

The  resignation  of  Dr.  Ralph  M.  Colton  as 
resident  physician  of  the  Erie  County  Home  and 
Infirmary  after  many  years  of  service  was  an- 
nounced recently  by  Alfred  M.  Kramer,  county 
personnel  officer.  Dr.  Colton  will  give  his  un- 
divided attention  to  private  practice.  * 

Franklin  County 

Twenty  physicians  from  the  United  States, 
South  America,  Canada,  and  Central  America  reg- 
istered for  a four  weeks’  course  at  the  Trudeau 
School  for  Tuberculosis  in  Saranac  Lake. 

The  students  are  given  instruction  mornings  and 
afternoons  in  the  Saranac  Laboratory,  at  Trudeau 
Sanatorium,  and  at  Ray  Brook  Sanatorium. 

Since  the  close  of  the  course  on  October  8,  a sup- 
plementary course  has  been  given  at  Bellevue  Hos- 
pital in  New  York  City.  * 

Kings  County 

Physicians  throughout  Brooklyn,  through  repre- 
sentatives, have  voluntarily  agreed  to  cut  the 
amount  of  gasoline  they  are  using,  it  has  been  an- 
nounced by  William  Jagger,  Borough  Rationing 
Administrator.  * 


[N.  Y.  State  J.  M.  ! 

Dr.  Gioconda  Rita  Saraniero,  an  instructor  in  ji 
hematology  at  the  Long  Island  College  of  Medicine.  1 
Brooklyn,  was  the  first  woman  doctor  in  the  Third  jji 
Naval  District  to  enter  the  United  States  Naval 
Reserve  Medical  Corps  directly  from  civilian  life. 
All  other  women  doctors  in  the  Corps  have  trans- 
ferred to  it  from  the  Waves. 

Dr.  Saraniero  was  sworn  in  as  lieutenant  (junior 
grade)  on  September  4.  * 


Dr.  Ansell  W.  Derrick,  of  Charlottesville,  Vir- 
ginia, has  accepted  the  position  of  director  of  the 
Kingston  City  Laboratory  to  fill  the  office  left 
vacant  by  the  resignation  of  Dr.  J.  S.  Taylor,  who  is 
now  serving  as  pathologist  at  Vassar  Hospital. 

Dr.  Derrick  is  expected  to  assume  his  duties  on 
October  15. 

He  is  now  serving  as  an  associate  professor  of 
pathology  at  the  University  of  Virginia  in  Char- 
lottesville. 

Dr.  Derrick  received  his  medical  degree  from  the 
Medical  School  of  the  University  of  Virginia.  He 
has  made  a special  study  of  cancer  and  allied 
diseases.  * 

Lewis  County 

Dr.  Leo  E.  Froomess  recently  opened  offices  in 
Lowville. 

Dr.  Froomess  completed  his  premedical  course 
at  the  University  of  Rochester,  and  was  graduated 
from  McGill  University  Medical  College,  Montreal, 
Canada,  after  which  he  took  a postgraduate  course 
at  the  University  of  Edinburgh,  Scotland. 

He  served  internships  at  St.  John’s  Hospital, 
Long  Island  City,  New  York,  and  at  Randall’s 
Island,  New  York  City,  and  has  held  a residency 
at  New  York  Lying-In  Hospital,  New  York  City. 

After  completing  his  internship,  he  enlisted  in 
the  Medical  Reserve  Corps  during  World  War  I. 

On  return  he  practiced  general  medicine  in 
Elizabeth,  New  Jersey,  and  was  on  the  staffs  of  the 
Elizabeth  General  Hospital,  St.  Elizabeth  Hospital, 
and  the  Alexian  Brothers  Hospital  of  that  city. 

He  was  also  associated  with  the  Neurological 
Department  of  the  Vanderbilt  Clinic,  New  York 
City. 

Dr.  Froomess  spent  two  years  in  Europe,  special- 
izing in  internal  medicine  and  gynecology  in  London, 
England,  at  the  Rotunda  Hospital,  Dublin,  Ireland, 
and  at  hospitals  and  clinics  in  Berlin  and  Vienna. 
On  his  return  from  Europe  he  specialized  in  internal 
medicine,  diagnosis  and  gynecology  in  Newark, 
New  Jersey,  and  New  York  City. 

He  has  recently  been  engaged  in  special  research 
work  in  geriatrics.  * 

Nassau  County 

Dr.  Irving  Pinsley  resumed  his  practice  of  med- 
icine at  Freeport  on  September  15.  For  the  past 
year  he  has  been  serving  in  the  Army  Medical 
Corps  with  the  Air  Forces.  He  was  recently  given 
an  inactive  status  by  the  Army. 

Dr.  Rudolph  Joseph,  who  has  been  in  charge  of 
Dr.  Pinsley’s  practice  for  the  past  year,  will  open 
offices  and  start  his  own  practice.* 


The  health  display  at  the  Mineola  Fair,  held  from 
September  9 to  September  14,  was  under  the  super- 
vision of  J.  Louis  Neff,  executive  secretary  of  the 
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County  society  and  was  tripled  in  size  over  that  of 
any  previous  year.  It  was  expanded  to  include 
war  efforts  for  health  in  the  Army  and  Navy  and 
on  the  home  front  and  was  supplemented  by  an  out- 
door Red  Cross  Cavalcade. 

New  York  County 

Dr.  Martha  Elizabeth  Howe,  surgeon  and  cancer 
specialist  at  Memorial  Hospital,  New  York  City, 
has  been  commissioned  a captain  in  the  Medical 
Corps  of  the  WAC. 

Captain  Howe  reported  to  Des  Moines,  Iowa,  on 
September  17,  to  start  active  duty.* 


A round-table  symposium  on  cancer  was  held 
on  October  11  at  the  Hotel  Pennsylvania  in  New 
York  City,  with  Mr.  Thomas  J.  Duffield  presiding. 
The  meeting  was  held  in  connection  with  the 
convention  of  the  American  Public  Health  As- 
sociation. 

The  symposium  was  divided  into  several  sessions, 
including  sessions  on  epidemiology,  administration, 
service  to  cancer  patients,  and  education. 


Dr.  Henry  E.  Sigerist,  director  of  the  Institute 
of  History  of  Medicine,  Johns  Hopkins  University, 
addressed  the  members  of  the  New  York  Society 
for  Medical  History  on  September  30.  His  subject 
was  “Russian  Medicine:  Past  and  Present.” 

Dr.  Sigerist’s  address  was  discussed  by  Dr.  J.  M. 
Rowe,  medical  adviser  to  the  Soviet  Government 
Commission,  and  Dr.  Arthur  F.  Chace,  president  of 
the  New  York  Academy  of  Medicine. 

The  meetings  of  the  New  York  Society  for  Med- 
ical History  are  open  to  the  medical  profession  and  to 
the  public. 


Dr.  Charles  Walter  Clarke,  of  New  York  City, 
has  been  appointed  clinical  professor  of  public 
health  practice  at  Harvard  University.  He  will 
continue  also  as  executive  director  of  the  American 
Social  Hygiene  Association,  New  York  City. 

Oneida  County 

Dr.  Milton  J.  Raisbeck,  of  New  York  City,  was  the 
first  speaker  of  the  season  at  the  monthly  meetings  of 
the  Utica  Academy  of  Medicine,  which  started 
September  16. 

Dr.  Raisbeck  addressed  the  doctors  at  a dinner 
meeting.  His  topic  was  “Surgical  Treatment  of 
Coronary  Disease.”* 


Dr.  T.  Wood  Clarke,  of  Utica,  has  been  made  a 
Fellow  of  the  American  College  of  Allergists  and  a 
member  of  the  editorial  board  of  the  Annals  of 
Allergy , published  by  the  college. 


The  Utica  Academy  of  Medicine  and  the  county 
society  have  combined  to  sponsor  a monthly  pub- 
lication, The  Bulletin. 

The  societies  of  Fulton,  Herkimer,  Lewis,  Madi- 
son, and  Otsego  counties  and  the  Utica  Dental 
Society  will  cooperate  in  issuing  the  Bulletin. 

The  joint  publication  committee  includes  Dr. 


William  W.  Wright,  Dr.  C.  Gray  Capron,  Dr. 
Fred  G.  Jones,  and  Dr.  T.  Wood  Clarke,  together 
with  Dr.  Ross  D.  Helmer  and  Dr.  H.  Miller  Mitchell, 
ex-officio,  representing  the  Academy  of  Medicine  and 
Roscoe  C.  Borst,  Dr.  Robert  C.  Hall,  Dr.  Gordon  B. 
Taylor,  and  Dr.  Ward  Millias,  with  Dr.  B.  F.  Golly, 
Dr.  O.  J.  McKendree  and  Dr.  A.  Vernon  Johnston, 
ex-officio,  representing  the  county  society. 

Dr.  Clarke  is  the  acting  editor.  Correspondents 
will  be  Dr.  L.  Tremante,  Gloversville;  Dr.  H.  E. 
Chapin,  Lowville;  Dr.  F.  C.  Sabin,  Little  Falls; 
Dr.  F.  Ottaviano,  Oneida;  and  Dr.  M.  F.  Murray, 
Cooperstown.  * 


Major  Stuart  E.  Krohn,  of  Utica,  has  become 
chief  of  medical  supplies  somewhere  in  Palestine 
where  American  casualties,  including  those  wounded 
in  the  Tunisian  campaign,  are  being  cared  for. 

Others  being  treated  at  the  hospital  include 
parachutists  injured  in  Sicily  and  airmen  wounded 
over  Ploesti. 

Barrack-like  structures  along  the  contour  of  a 
hill,  plain  buildings  of  cement  blocks  with  cor- 
rugated tin  roofs,  house  modern  medical  equipment 
at  the  station,  its  officers  report.  * 


Dr.  Herman  J.  Segaul,  one  of  the  first  Utica 
physicians  to  volunteer  for  war  service,  has  been 
granted  an  honorable  discharge  and  retired  as  a 
captain  in  the  Army  Medical  Corps  to  an  inactive 
status. 

He  plans  to  resume  the  practice  of  medicine  in 
Utica.* 


Lt.  (s.  g.)  James  R.  Wilson,  USNR,  of  Utica,  has 
been  named  assistant  attending  physician  of  the 
Cornell  University  Infirmary  and  Clinic.  Dr. 
Robert  W.  Harris,  USN,  was  appointed  attending 
physician.* 

Onondaga  County 

The  52d  General  Hospital,  the  Syracuse  Univer- 
sity medical  unit,  is  stationed  in  a hospital  near  the 
town  of  Kidderminster  in  the  midlands  region  of 
western  England,  about  one  hour’s  train  ride  from 
Birmingham.  A letter  from  Lt.  Col.  Richard  S. 
Farr  identifies  the  village  as  Wooverly.* 

Ontario  County 

Dr.  Leon  A.  Stetson  was  host  on  September  9 for 
the  first  fall  meeting  of  Canandaigua  Medical 
Society.  Dr.  Frederick  C.  McClellan  read  a paper 
and  showed  x-rav  plates  on  urology. 

Guests  were  Dr.  Frederick  C.  Robbins,  of  Brig- 
ham Hall  Hospital,  and  Lt.  (j.  g.)  Augustus  W. 
Sainsbury,  now  stationed  at  Sampson  Naval  Base. 
Dr.  Margaret  T.  Ross,  president,  conducted  the 
meeting,  which  followed  dinner. 

Dr.  A.  W.  Armstrong,  of  West  Lake  Road,  will 
be  host  for  the  next  meeting  on  October  7.  Dr.  E. 
C.  Merrill  will  be  reader.  * 

Queens  County 

“Diseases  of  the  Biliary  Tract”  was  the  subject  of  i 
a lecture  given  by  Julian  Rose,  M.D.,  at  a meeting 
of  the  county  society  on  September  17  in  the  County 
Society  Building  in  Forest  Hills. 
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St.  Lawrence  County 

Dr.  William  R.  Carson,  assistant  physician  at  the 
St.  Lawrence  State  Hospital  in  Ogdensburg,  re- 
signed recently  from  the  staff  and  will  take  a short 
rest  before  returning  to  active  practice,  probably  in 
St.  Lawrence  County. 

Dr.  Carson  has  been  a member  of  the  State 
Hospital  staff  for  seven  years.* 

Steuben  County 

The  Steuben  County  Bar  Association  and  the 
Medical  Society  of  the  County  of  Steuben  had  a 
joint  luncheon  meeting  on  September  16  in  Hornell. 

The  scientific  program  included  a talk  on  “The 
Medical  Examiner’s  System  as  It  Functions  in 
Nassau  County,”  by  Theodore  J.  Curphey,  M.D., 
chief  medical  examiner,  Nassau  County.* 

Warren  County 

Dr.  V.  D.  Selleck,  of  Glens  Falls,  was  renamed  a 
member  of  the  public  health  committee  of  Warren 
County  for  four  years,  dating  from  September  1, 
1943,  at  the  monthly  meeting  of  the  Warren  County 
Board  of  Supervisors  at  Lake  George  recently.* 

Washington  County 

Dr.  S.  J.  Banker,  school  physician  of  the  Fort 
Edward  schools,  was  granted  a six  months’  leave  of 
absence,  beginning  October  1,  by  the  Board  of 
Education  at  a recent  meeting.  Dr.  Roy  E.  Borrow- 
man  was  named  acting  school  physician  during  Dr. 
Banker’s  absence. 

Westchester  County 

The  county  society  opened  its  fall  program  on 
September  24  at  New  York  Hospital,  Westchester 
Division.  Dr.  Henry  E.  Meleney,  Herman  M.  Biggs 
Professor  of  Preventive  Medicine  at  the  New  York 
University  School  of  Medicine,  spoke  on  “Problems 
of  Malaria  and  Some  Other  Tropical  Diseases  in 
Returning  Military  Personnel.” 

At  this  meeting,  the  county  society  declined  to 
approve  a resolution  condemning  the  Wagner- 
Murray-Dingell  Social  Security  Bill,  pending  in 
Congress.  Instead  a resolution  was  adopted 
authorizing  the  board  of  the  society  Bulletin  to 


carry  on  a program  of  education  in  regard  to  the 
bill,  which  may  be  acted  on  at  a later  meeting. 

The  society  received  nominations  to  be  acted 
upon  at  the  annual  meeting  in  November.  Dr. 
Merwin  E.  Marsland,  of  Mamaroneck,  president- 
elect, will  become  president  at  that  meeting. 

Dr.  Laurance  D.  Red  way,  of  Ossining,  was  nomi- 
nated president-elect;  Dr.  Isadore  Zadek,  of  Mount 
Vernon,  vice-president;  Dr.  Henry  E.  McGarvey,  of 
Bronxville,  renominated  secretary;  Dr.  W.  Alex 
Newlands,  of  Tarry  town,  renominated  treasurer;  j 
Dr.  George  C.  Adie,  of  New  Rochelle,  vice-president, 
Dr.  George  O.  Tremble,  of  Port  Chester,  and  Dr.  ! 
N.  M.  H.  Blumenkranz,  of  Peekskill,  censors  for  i 
two-year  terms,  and  Dr.  Redway  and  Dr.  Reginald  j 
A.  Higgons,  of  Port  Chester,  delegates  to  the  State  ! 
Society  for  two-year  terms,  with  Dr.  William  R. 
Roane,  of  Irvington,  and  Dr.  E.  Leslie  Burwell,  of 
New  Rochelle,  alternate  delegates. 

The  society  approved  a report  of  its  governing  | 
board  endorsing  a program  for  mass  tuberculosis  j 
case  finding  surveys  in  Westchester  industrial  I 
plants.  The  society  also  endorsed  in  principle  the  i 
idea  of  taking  a routine  chest  x-ray  of  all  persons 
admitted  to  general  hospitals.  * 


Dr.  John  B.  Ahouse,  president-elect  of  the 
Yonkers  Academy  of  Medicine,  has  received  the 
rank  of  lieutenant-commander  in  the  Navy  Medical 
Corps  and  has  reported  to  the  Brooklyn  Naval  Base. 

A pediatrician,  Dr.  Ahouse  has  practiced  in 
Yonkers  since  1930. 

Dr.  Eleanor  Adler,  pediatrician,  this  week  took 
over  Dr.  Ahouse’s  practice  and  will  continue  it  at 
his  office. 


Dr.  Wallace  Sheridan,  of  White  Plains,  has  been 
appointed  physician  for  the  Scarsdale  schools,  to 
take  the  place  of  Dr.  Regine  K.  Stix,  who  has  re- 
signed. 

jFor  the  past  year  Dr.  Sheridan  has  given  part- 
time  service  for  the  physical  examination  of  boys 
at  the  schools,  and  the  previous  year  he  was  medical 
supervisor  for*jthe  interscholastic  football  games.* 
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TRAVEL  MEDICINE 

The  railroads  still  draw  the  spotlight  in  the  trans- 
portation problems  now  proving  more  difficult  to 
solve  than  ever. 

To  understand  the  burden  this  war  has  placed 
on  our  railroads  one  needs  merely  to  picture  what 
has  transpired  since  our  entry  into  the  war.  In  the 
year  following  the  Pearl  Harbor  “needle,”  the  rail- 
roads handled  more  than  11,600,000  soldiers  in 
organized  movements  alone — almost  four  times  the 
number  transported  in  similar  movements  during 
the  first  year  of  our  participation  in  the  last  war. 

Since  America  entered  the  present  conflict,  the 
railroads  not  only  have  ceased  to  advertise  to  the 
public  to  stimulate  travel,  but  lately  they  have  put 
their  advertising  in  reverse  to  discourage  unneces- 
sary trips.  Neverthless,  there  has  been  an  un- 
precedented increase  in  passenger  traffic.  In  1942, 
railroad  passenger  business  was  two  and  a third 
times  as  much  as  it  was  in  1939,  and  one-sixth  times 
as  much  as  the  previous  record  year  of  1920.  And 
it  is  still  going  up.  In  the  first  two  months  of  this 
year,  passenger-miles — that  is,  the  number  of 
passengers  carried  for  a distance  of  one  mile — were 
about  90  per  cent  more  than  they  were  in  the  corre- 
sponding period  in  1942. 


Although  the  movement  of  troops  is  largely  re- 
sponsible for  this  rise  in  passenger  traffic,  the  in- 
crease is  also  due  to  other  causes.  Thousands  of 
people  are  traveling  on  war  business.  Millions  more, 
because  of  the  gasoline  and  rubber  restrictions  are 
turning  to  the  railroads  to  get  them  where  they  want 
to  go. 

The  unavoidable  effect  of  this  has  been  crowded 
railroad  stations  and  trains;  delays  in  making 
reservations  and  buying  tickets;  delays  in  transit 
and,  in  general,  a lowering  of  normal  travel  stand- 
ards. 

The  greater  mechanization  of  fighting  forces  in 
this  war  and  the  greater  consumption  of  material 
have  both  created  a tremendous  demand  on  freight 
shipping  facilities.  An  American  soldier  in  the  field 
today  requires  almost  twice  as  much  material  and 
supplies  of  all  sorts  as  in  1918. 

But  weight  and  bulk  of  the  freight  are  not  the 
only  factors  that  make  the  railroads'  war  job  so 
much  bigger  this  time.  Because  we  are  fighting  all 
over  the  globe,  freight  must  be  hauled  for  longer 
distances.  In  the  last  war,  very  little  export  freight 
was  passing  through  our  Pacific  ports.  Today,  a 
substantial  share  of  the  total  movement  is  handled 
through  the  West  Coast. 
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individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbyticias-in-Cbargt. 


BRUNSWICK  HOME 


|A  PRIVATE  SANITARIUM.  Convalescents,  postop- 
erative, aged  andinfirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  ner- 
vous and  backward  children.  Physicians'  treatments  rig- 
idly followed.  C.  L.  MARKHAM,  M.  D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:1700, 1, 2 


LOUDEN-KNICKERBOCKER  HALL1' 

81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL 

diseases. 

Full  information  furnished  upon  request 
JOHN  F.  LOUDEN  JAMES  F.  VAVASOUR,  M.D. 

President  Physician  in  Charge 

New  York  City  Office,  67  West  44th  St.,  Tel.  VAnderbilt  6-3732 


Medicine  and  the  War 


Leahy  to  Address 

ADMIRAL  William  D.  Leahy,  personal  Chief 
of  Staff  to  President  Roosevelt,  will  address 
the  symposium  on  war  medicine  at  the  fifty-first 
annual  convention  of  the  Association  of  Military 
Surgeons  of  the  United  States,  to  be  held  at  the 
Bellevue  Stratford  Hotel  in  Philadelphia,  October 
21,  22,  and  23. 

The  Admiral,  who  served  as  Ambassador  to  the 
Petain  Government  in  France  before  joining  the 
President’s  War  Council,  is  expected  to  bring  an 
important  war  message  to  the  nation  when  he  visits 
Philadelphia. 

In  honor  of  Admiral  Leahy,  the  Association  of 
Military  Surgeons  has  designated  Friday,  October 
22,  as  Navy  Night.  The  annual  dinner  of  the 
Association  will  be  held  in  the  ballroom  of  the  hotel 
at  7:00  p.m.,  at  which  Admiral  Leahy  will  be  the 
guest  of  honor.  At  8:30  p.m.  Rear  Admiral  Ross 
T.  Mclntire,  Surgeon  General  of  the  Navy,  will 
present  the  ranking  officers  of  the  Army  and  Navy 
to  the  convention.  Admiral  Leahy  will  speak  at 
9:  00  p.m. 

Another  vital  report  on  the  war  will  be  given  to 
the  convention  on  the  night  of  October  21,  when 


Military  Surgeons 

Lieutenant  General  Sir  Alexander  Hood,  Director 
General  of  the  British  Medical  Services,  will  speak. 
General  Hood  is  among  the  representatives  of  four- 
teen foreign  countries  who  will  attend  the  war 
medicine  symposium. 

The  convention,  open  to  all  physicians  and  den- 
tists in  the  country  in  the  Army,  Navy,  or  civilian 
service,  has  arranged  what  is  considered  to  be  the 
most  vital  program  on  war  medicine  ever  held  in 
this  country. 

Army  and  Navy  officers  from  the  battlefields  of 
the  Solomons,  Tunisia,  Alaska,  the  Aleutians,  and 
Italy  will  tell  of  their  experiences  in  caring  for 
casualties  under  enemy  fire.  Clinics  and  lectures 
will  be  held,  revealing  the  latest  developments  in 
the  use  of  penicillin  and  the  latest  technic  in  the 
treatment  of  venereal  diseases. 

Another  feature  of  the  convention  announced 
by  Rear  Admiral  William  L.  Mann,  president  of 
the  Association,  will  be  the  showing  of  movies  of 
life  in  wartime  Japan  from  films  captured  from 
Japanese  officers.  These  films,  hitherto  shown  only 
in  secret,  will  be  exhibited  to  the  members  and  their 
guests  at  the  convention. 


Examination  for  Candidates  for  Medical  Corps,  Regular  Army 


THE  War  Department  announced  on  September  7 
that  examinations  for  the  purpose  of  qualifying 
candidates  for  appointment  as  first  lieutenants  in 
the  Medical  Corps,  Regular  Army,  to  fill  vacancies 
occurring  during  the  fiscal  year  1945,  will  be  held  on 
January  24  through  January  27,  1944.  The  exami- 
nations are  open  to  all  male  citizens  of  the  United 
States  who  are  graduates  of  acceptable  medical 
schools  in  the  United  States  and  Canada,  who  have 
completed  one  year’s  internship  in  an  approved 
hospital  and  who  will  not  be  over  32  years  of  age 
at  the  time  it  will  be  possible  to  tender  a commission. 
The  examinations  will  be  conducted  by  boards  of 


medical  department  officers  and  will  consist  of  a 
physical  examination,  a written  examination  in 
professional  subjects,  and  a determination  of  the 
candidate’s  adaptability  for  military  service.  Candi- 
dates who  fail  a first  examination  will  not  be  per- 
mitted to  take  more  than  one  subsequent  exami- 
nation. 

Full  information  and  application  blanks  will  be 
furnished  on  request  by  the  Adjutant  General, 
War  Department,  Washington  25,  D.C.  Applica- 
tions from  candidates  in  the  continental  limits  of 
the  United  States  received  after  January  7,  1944, 
will  not  be  considered. 


Doctors  and  Medicine  in  the  Sicilian  Campaign 


SWIFT  and  highly  skilled  psychiatric  treatment 
almost  on  the  scene  of  battle  has  restored  to 
combat  fitness  in  record  time  American  soldiers 
who  “cracked”  in  the  Sicilian  battle  lines  under 
the  shock  of  fear  and  horror,  the  Army  Medical 
Corps  reported. 

Front-fine  diagnosis  and  treatment  of  “battle 
nerves”  and  skilled  care  in  rear  hospitals  rapidly 
are  lowering  the  percentage  of  neurosis  cases  among 
American  troops,  which  was  moderately  high  during 
the  Tunisian  campaign.  About  25  per  cent  of  the 
men  treated  now  are  returned  to  limited  service  in 
a shorter  time  than  was  possible  before. 

Battlefield  neurosis  in  World  War  I was  labeled 
“shell  shock,”  although  the  condition  was  not 
necessarily  a result  of  the  blast  of  a bomb  or  shell. 
It  now  is  known  to  be  an  emotional  disturbance 
resulting  from  terrific  mental  conflicts  against  a 
background  of  ear-splitting  explosions,  wounded  or 
killed  comrades,  exhaustion,  and  poor  nutrition. 

Capt.  Lawrence  P.  Roberts  of  Orangeburg, 
New  York,  a psychiatrist  with  the  United  States 


forces  in  North  Africa,  said  “the  horrible  mistake 
of  the  last  war  was  in  thinking  a so-called  shell- 
shocked patient  was  permanently  ill.” 

“This  thinking  resulted  in  permanent  cases,” 
Captain  Roberts  said.  “But  today  we  find  few 
men  who  are  permanently  injured.” 

The  leading  exponent  of  on-the-spot  psychiatric 
treatment  is  Major  Frederick  R.  Hanson,  a native 
of  Omaha,  Neb.,  who  practiced  psychiatry  at 
Montreal. 

Major  Hanson  devised  his  treatment  from 
personal  observation  of  nervous  cases  in  the  Dieppe 
raid  and  on  two  other  similar  attacks. 

“The  longer  a soldier  broods  on  his  emotional 
ills,”  he  said,  “the  more  deeply  impressed  the 
symptoms  become.  We  try  to  rid  him  of  his  fears 
and  illusions  at  once.” 

One  of  the  principles  of  the  treatment,  besides 
complete  rest  and  relaxation,  is  to  get  the  patient 
to  talk  of  his  battle-front  experiences.  In  this 
manner  the  soldier  releases  his  excitement  in  re- 
[Continued  on  page  2010] 
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FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phyn.-m-Chg. 

CENTS AL  VALLEY,  Orange  County,  N.  Y. 


RIVERLAWN  SANITARIUM 


A conveniently  situated  Sanitariu-n  offering  complete  facilities 
for  the  treatment  and  care  of  MENTAL  AND  NERVOUS 
CASES  and  ALCOHOL  AND  DRUG  ADDICTIONS.  We 
extend  full  cooperation  to  the  Physicians. 

CHARLES  B.  RUSSELL,  M.  D.,  Med.  Dir. 

45  Totowa  Ave.  PATERSON,  N.  J.  Armory  4-2342 


A Modern 
Psychiatric  Unit 

Selected  drug  and  alcohol  problem* 
welcome. 

Rates  moderate. 

Eugene  N.  Boudreau.  M.D.,  Phys-in-Chg 

SYRACUSE,  N.  Y. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 
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Yet,  strangely,  the  railroads  are  performing  the 
wartime  service  with  considerably  less  equipment 
than  they  had  in  the  last  war — 600,000  fewer  freight 
cars,  22,000  fewer  locomotives  and  9,000  fewer 
passenger  coaches. 

The  only  reason  the  railroads  have  been  able  to 
do  the  job  with  this  handicap  is  that  the  railroads 
of  today  are  better  railroads — better  equipped, 
better  operated  and  better  organized.  They  were 
also  prepared  long  ago  to  meet  emergencies,  and 
have  been  kept  up  to  date  as  emergencies  developed. 


INITIATIVE  WILL  WIN  THE  WAR 

“Initiative  is  the  key  to  the  great  difference  be 
tween  American  and  European  industrial  produc- 
tion. It  is  the  psychological  drive  that  makes  the 
wheels  of  American  industry  go  ’round. 

“Initiative  is  an  intangible  thing. . It  is  not 
something  that  you  can  give  to  a man.  It  cannot 
be  bought  in  stores;  nor  can  it  be  acquired  from 
books.  Initiative  is  an  attribute  of  the  spirit,  spring- 
ing out  of  certain  urges  in  mankind.” — J . Howard 
Pew , Pres.,  The  Sun  Oil  Co. 


MODERN  TOOTHACHE  RELIEF 

Another  step  forward  in  the  relief  of  pain  and  to 
real  painless  dentistry  has  been  made  this  year.  A 
paste  containing  33  per  cent  sodium  fluoride  has 
shown  promising  results  in  relieving  toothache  due 
to  exposed  dentin,  common  cause  of  dental  pain. 

In  a report  to  the  American  Dental  Association, 
Drs.  William  H.  Hoyt  and  Basil  G.  Bibby  of  Boston, 
stated  that  “after  short  treatments,  teeth  that  had 
caused  trouble  for  years  ceased  to  be  sensitive.” 

Use  of  the  chemical  was  first  suggested  by  Dr. 
E.  H.  Lukomsky  of  the  First  Moscow  State  Medical 
Institute.  The  treatment  has  also  been  used  suc- 
cessfully in  relieving  pain  in  sensitive  areas  caused  by 
preparing  cavities  for  fillings. 

The  cavity  is  first  soaked  with  two  weak  solutions 
of  the  sodium  fluoride,  before  the  33  per  cent  solution 
is  applied,  to  offset  the  intense  cold  and  pain  caused 
for  a short  time  by  the  application  of  the  full 
strength.  No  logical  explanation  can  be  offered  at 
present  as  to  why  sodium  fluoride  has  this  remark- 
able effect,  and,  since  it  is  a toxic  drug,  dentists  have 
been  warned  to  use  the  treatment  with  caution 
until  further  studies  have  been  made. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical  — Reliable  — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL  — QUIET  — HOMELIKE 


Write  for  Booklet 


FREDERICK  W.  SEWARD,  M.  D.„  Director 
FREDERICK  T.  SEWARD,  M.  D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.  D.,  Resident  Physician 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.  Med.  Supt.  *Tel.  4-1143 


WEST  HI  EE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  ia 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 
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counting  the  sights  and  effects  that  had  over- 
whelmed him,  is  able  to  see  his  fears  honestly  and 
conquer  them. 

Another  treatment  is  the  hypnotic  trance,  usually 
induced  by  means  of  a mild  drug,  in  which  the 
patient  is  led  to  tell  his  story.  The  soldier  thus  lets 
down  the  wall  of  inhibition  that  had  prevented  him 
from  releasing  his  battlefield  emotions. 

His  physical  and  mental  reactions  are  bared  to  the 
psychiatrist.  The  doctor  can  then  work  with  a 
knowledge  of  the  worries  and  fear  that  have  been 
in  the  soldier’s  mind  and  methodically  bring  the 
man  back  to  mental  peace  and  stability. 

The  hospital  in  this  area,  with  its  450  patients, 
is  under  the  direction  of  Lieut.  Col.  J.  E.  Cox  of 
Waynesboro,  Ya.  His  staff  of  psychiatrists  includes 
Capt.  Roberts,  Capt.  John  Spiegel,  of  Chicago; 
Capt.  A.  L.  Hudson,  of  New  Philadelphia,  Ohio; 
Lieut.  Albert  Glass,  of  Baltimore,  and  Capt.  Calvin 
S.  Drayer,  of  Philadelphia. 


American  ingenuity,  that  turns  empty  shell  cases 
into  first-aid  kits  and  jeeps  into  four-stretcher  field 
ambulances,  contributed  to  saving  fives  of  soldiers 
in  Sicily. 

An  Army  medical  report  tells  of  a number  of 
improvisations  which  proved  most  valuable. 

Cardboard  cases  which  formerly  contained  mortar 
shells  were  used  to  carry  bandages,  sulfanilamide 
envelopes,  and  medical  supplies  to  the  front.  They 
were  slung  over  the  backs  of  Medical  Department 
aid  men  and  when  sealed  with  adhesive  tape  kept 
the  contents  dry  and  serviceable. 

The  jeep,  the  vehicle  of  all  war  trades,  was  easily  I 
adapted  to  errands  of  mercy  by  the  medical  I 
men. 

With  a few  cents’  worth  of  salvaged  lumber  and  a I 
handful  of  screws  they  constructed  frameworks  on 
which  each  machine  was  able  to  carry  four  fitters.  I 
“Jeepolances”  promptly  began  going  over  terrain  lg 
no  regulation  ambulances  could  face. 


Invitations  to  American  Medical  Officers 


TNVITATIONS  have  been  extended  to  medical 
J-  officers  of  the  armed  services  of  the  United  States 
to  attend  all  scientific  meetings  of  the  Australian 
branches  of  the  British  Medical  Association.  In 
Queensland  they  have  been  offered  various  other 
facilities  including  the  use  of  the  branch  library  and 
have  been  invited  to  attend  postgraduate  courses 


arranged  by  the  Queensland  Postgraduate  Com-  l 
mittee.  During  a weekend  course  held  recently  in  . 
Brisbane  several  American  medical  officers  took  part  t 
as  lecturers  in  the  program.  Arrangements  have  I 
also  been  made  for  the  regular  supply  of  copies  of  j| 
the  Medical  Journal  of  Australia  to  each  medical  J 
unit  of  the  United  States  Army  in  Australia. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Nessim  D.  Benezra 

54 

Istanbul 

September  4 

Manhattan 

Robert  B.  Carpenter 

35 

Buffalo 

September  7 

Buffalo 

Eugene  C.  Ciccarelfi 

42 

Syracuse 

September  24 

Scarsdale 

John  B.  Corsiglia 

72 

L.I.C.  Hosp. 

June  11 

Manhattan 

John  J.  Finerty 

79 

Niagara 

September  18 

Derby 

Joseph  Freston 

76 

P.  & S.,  Baltimore 

September  9 

Highland 

Otto  Frischbier 

72 

L.I.C.  Hosp. 

June  11 

Brooklyn 

Ellwood  Harlow 

70 

Univ.  & Bell. 

September  22 

Manhattan 

Ferdinand  Jeffries 

79 

Bellevue 

September  4 

Manhattan 

H.  Haig  Kasabach 

44 

Michigan 

September  1 

Manhattan 

Morris  Kassel 

49 

P.  & S.,  N.Y. 

June  10 

Brooklyn 

Royal  E.  La  Grange 

60 

Albany 

September  6 

Fort  Ann 

William  T.  Liccione 

47 

P.  & S.,  N.Y. 

September  26 

Mount  Vernon  j 

Thomas  D.  Mac  Rossie 

71 

N.Y.  Univ. 

September  1 

Copiague 

Wayland  H.  Mason,  Jr. 

41 

Univ.  & Bell. 

September  7 

Norwich 

James  McCreedy 

72 

L.I.C.  Hosp. 

June  13 

Manhattan 

William  Nagin 

58 

L.I.C.  Hosp. 

September  19 

Brooklyn 

Edward  S.  Norton 

67 

L.I.C.  Hosp. 

September  21 

Brooklyn 

John  D.  O’Brien 

62 

Buffalo 

September  16 

Buffalo 

Alva  L.  Peckham 

69 

Hahne.,  Phila. 

September  13 

Poughkeepsie 

Jacob  B.  Prager 

61 

Univ.  & Bell. 

September  - 

Manhattan 

Joseph  A.  Randazzo 

34 

Boston 

July  23 

Floral  Park 

James  R.  Sharp 

76 

Pennsylvania 

September  10 

Manhattan 

Edwin  F.  Sibley 

64 

Albany 

August  24 

Kingston 

Nathan  P.  Thayer 

65 

Harvard 

September  18 

Brooklyn 

August  A.  Thomen 

53 

Univ.  & Bell. 

September  11 

Manhattan 

Samuel  Wein 

. 42 

L.I.C.  Hosp. 

July  20 

Bronx 
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Quick 9 dependable  results ! 

, with  the  easily  soluble 


D U B I N AM INOPHYLLIN 
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TABLETS 


Discriminating  physicians  are  prescribing  this  product,  American 
Made  from  American  Materials,  as  a : 


AMPULS 

POWDER 


MYOCARDIAL  STIMULANT  AND  POWERFUL  DIURETIC: 
EFFECTIVE  IN  BRONCHIAL  ASTHMA,  PAROXYSMAL 
DYSPNEA  AND  CHEYNE-STOKES  RESPIRATION. 


SUPPOSITORIES 


Numerous  reports  in  the  literature  comment  on  Prompt  Relief, 
Favorable  Action,  and  Dramatic  Improvement  in  these  conditions. 


H.  E.  DUBIN  LABORATORIES,  250  East  43rd  Street,  New  York,  N.  Y. 


TO  BURN  UP  FAT 

Prescribe  Lipolysin  in  obesity  to  stimulate 
oxidation  process  that  "burn  up"  fatty  tissue. 
A dependable  endocrine  product;  free  from 
dinitrophenol.  Tablets — bots  100;  Capsules 
— bots  50,  120;  Ampuls  — boxes  12.  Send 
for  literature,  Dept.  N,  Cavendish  Pharmaceu- 
tical Corp.,  25  West  Broadway,  New  York. 

LIPOLYSIN 

MALE  FEMALE 


Time  to  Collect 

IT  IS  NEWS  when  a collection  firm  gets  fan 
mail.  A doctor  writes,  "You  are  wizards." 
A hospital  superintendent  says,  "Your 
skillful  methods  bring  checks  in  every  mail." 
The  truth  of  the  matter  is  that  patients  who 
were  unable  to  pay  medical  fees  a few  years 
ago  are  now  receiving  fat  pay  checks.  These 
days  there  is  no  such  thing  as  a hopeless 
account.  We  are  willing  to  try  to  collect  any 
of  your  bills  at  a moderate  percentage  of  the 
amount  recouped. 

Now  is  the  time  to  write  for  details 

CRANE  DISCOUNT  CORPORATION 

230  W.  41st  St.  New  York,  N.  Y. 


RATIONING  AND  GROWTH 

Food  rationing  apparently  has  no  ill  effect  on  the 
natural  growth  of  youngsters. 

In  England,  private  schools  have  found  it  increas- 
ingly difficult  because  of  wartime  rationing,  to  give 
their  pupils  proper  meals.  Checking  the  results  of 
several  years  of  this  condition,  members  of  the  De- 
partment of  Medicine,  Cambridge  University,  found 
that  instead  of  a wholesale  stunting  of  growth  many 
youngsters  had  actually  benefited. 

For  the  survey,  boys  were  divided  into  age  groups 
and  no  significant  decrease  in  height  or  weight  was 
discernible  during  the  past  three  years.  In  fact,  it 
was  found  that  the  fifteen  and  sixteen  year  olds  were 
not  only  taller,  but  heavier,  than  others  of  a corre- 
sponding age  before  any  food  restrictions  were  im- 
posed. 

This  phenomena,  however,  remains  unexplained. 

CLOSES  DOORS  BECAUSE  OF  DECLINING 
INFANT  MORTALITY 

On  October  1st,  after  34  years  of  service  as  a con- 
valescent home  for  mothers  with  newborn  babies. 


Caroline  Rest  at  Hartsdale,  N.  Y.,  closed  its  ten 
acre  place. 

"Because  of  the  steadily  declining  infant  mortality 
rate  in  New  York  City,"  explained  Albert  G.  Mil- 
bank  of  the  society  which  had  founded  the  home  in 
1909,  "it  was  felt  that  this  service  and  demonstra- 
tion had  largely  fulfilled  its  purpose." 

IT  S THE  SCIENTISTS  AGAIN 

"A  lot  of  people  hope  to  go  back  to  the  world  as  it 
used  to  be.  But  no,"  states  a new  commentator. 

"Scarcely  has  synthetic  chemistry  put  the  rubber 
tree  out  of  business  when  along  comes  electronics 
with  a mass  spectrometer  that  will  do  the  work  of  a 
dozen  synthetic  chemists.  Leave  it  to  science  and 
the  silkworm  also  will  be  out  of  a job  when  the  war 
is  over.  Cotton  will  still  be  raised,  but  mainly  for 
oil  and  lint.  Sheep  will  be  reduced  to  supplying 
mutton,  while  wool  for  clothing  and  carpets  will  be 
made  of  spun  silica  or  something,  and  then  good-by 
moths.  We  shall  live  in  houses  of  glass  or  paper 
with  plastic  windows,  sleep  warm  through  wintry 
nights  without  covers,  and  if  we  lose  the  door  key 
it  won’t  matter,  for  the  right  password  whispered  in 
the  speaking  tube  will  spring  the  lock." 
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Elixir  Bromaurate 


GIVES  EXCELLENT  RESULTS 


I 


Cuts  short  the  period  of  the  illness  and  relieves  the  distressing  spasmodic  cough.  Also  valuable  in 
other  Persistent  Coughs  and  in  Bronchitis  and  Bronchial  Asthma.  In  four-ounce  original  bottles. 
A teaspoonful  every  3 to  4 hrs. 

GOLD  PHARMACAL  CO.  NEW  YORK  CITY 


Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed 
sufficient  notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


RECEIVED 


The  Therapy  of  the  Neuroses  and  Psychoses. 

By  Samuel  H.  Kraines,  M.D.  Second  edition, 
thoroughly  revised.  Octavo  of  567  pages.  Phila- 
delphia, Lea  & Febiger,  1943.  Cloth,  $5.50. 

Manual  of  Fractures.  Treatment  by  External 
Skeletal  Fixation,  by  C.  M.  Shaar,  M.D.  and  Frank 
P.  Kreuz,  Jr.,  M.D.  Octavo  of  300  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Co.,  1943. 
Cloth,  $3.00. 

Geriatric  Medicine.  Diagnosis  and  Management 
of  Disease  in  the  Aging  and  in  the  Aged.  Edited  by 
Edward  J.  Stieglitz,  M.D.  Octavo  of  887  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Co.,  1943. 
Cloth,  $10. 

Gastro-enterology.  By  Henry  L.  Bockus,  M.D. 
Vol.  1,  The  Esophagus  and  Stomach.  Octavo  of  831 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Co.,  1943.  Three  volumes  to  be  published.  Price  of 
set  $35. 

The  Genealogy  of  Gynaecology.  By  James  V. 
Ricci,  M.D.  Octavo  of  578  pages,  illustrated. 
Philadelphia,  Blakiston  Co.,  1943.  Cloth,  $8.50. 

The  Boy  Sex  Offender  and  His  Later  Career.  By 
Lewis  J.  Doshay,  M.D.  Octavo  of  206  pages,  illus- 
trated. New  York,  Grune  & Stratton,  1943.  Cloth, 
$3.50. 

The  Microscope  and  Its  Use.  By  Frank  J. 
Munoz  in  collaboration  with  Dr.  Harry  A.  Charip- 
per.  Octavo  of  334  pages,  illustrated.  Brooklyn, 
Chemical  Publishing  Co.,  Inc.,  1943.  Cloth,  $2.50. 

The  Medical  Clinics  of  North  America.  July, 
1943  (Mayo  Clinic  Number).  Octavo.  Illustrated. 


Philadelphia,  W.  B.  Saunders  Co.,  1943.  Pub- 
lished bi-monthly  (six  numbers  a year).  Cloth,  $16 
net;  paper,  $12  net. 

Health  and  Physical  Fitness.  By  I.  H.  Gold-  [i 

berger,  M.D.,  and  Grace  T.  Hallock.  Octavo  of  595 
pages,  illustrated.  Boston,  Ginn  & Co.,  1943.  Cloth,  I 
$1.92. 

Hospital  Discharge  Study.  By  Neva  R.  Dear-  \ 
dorff  and  Marta  Fraenkel,  M.D.  Vol.  2,  Hospi-  lj 
talized  Illness  in  New  York  City.  Octavo  of  349  1 
pages,  illustrated.  New  York,  Welfare  Council  of  l] 
New  York  City,  1943. 

The  Principles  and  Practice  of  Industrial  Medi- 
cine. Edited  by  Fred  J.  Wampler,  M.D.  Octavo  of 
579  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1943.  Cloth,  $6.00. 

An  Atlas  of  Anatomy.  By  J.  C.  Boileau  Grant,  i 
Vol.  1,  Upper  Limb,  Abdomen,  Perineum,  Pelvis  I 
and  Lower  Limb.  Quarto  of  214  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1943.  Cloth,  : 
$5.00. 

Collected  Papers  of  the  Mayo  Clinic  and  the  Mayo 
Foundation.  Edited  by  Rochard  M.  Hewitt,  M.D.,  ' 
A.  B.  Nevling,  M.D.,  John  R.  Miner,  James  R.  1 
Eckman,  and  Katharine  Smith.  Vol.  34,  1942  (pub-  I 
lished  July,  1943).  Octavo  of  999  pages,  illustrated.  1 
Philadelphia,  W.  B.  Saunders  Co.,  1943.  Cloth,  $11. 

The  Role  of  Nutritional  Deficiency  in  Nervous 
and  Mental  Disease.  [Res.  Publ.  Ass.  Nerv.  Ment. 
Dis.,  Vol.  22.]  Editorial  Board,  Stanley  Cobb,  M.D. 
chairman.  Octavo  of  215  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1943. 


REVIEWED 


Lymph  Node  Metastases:  Incidence  and  Surgical 
Treatment  in  Neoplastic  Disease.  By  Grantley 
Walder  Taylor,  M.D.,  and  Ira  Theodore  Nathanson, 
M.D.  Octavo  of  498  pages,  illustrated.  New  York, 
Oxford  University  Press,  1942.  Cloth,  $8.00. 

The  first  section  of  this  book  is  devoted  to  ana- 
tomic considerations  of  lymph  nodes  based  on  stand- 
ard textbook  dissections  and  on  information  ob- 
tained from  patients  with  extensive  metastatic 
disease.  In  Part  2 there  is  an  analysis,  with  tables, 
of  metastatic  lymph  node  invasion  from  various 
organs  and  areas.  Surgical  treatment  is  evaluated 
and  the  position  of  radiation  therapy  is  considered. 
The  third  section  has  complete  descriptions  and 
illustrations  of  operative  technic,  including  choice 
of  anesthesia  and  care  of  the  patient.  The  book  is 
recommended  to  all  surgeons. 

Leo  M.  Meyer 

The  Medical  Clinics  of  North  America.  Vol.  27, 
No.  3,  May,  1943.  Octavo,  illustrated.  Philadel- 
phia, W.  B.  Saunders  Co.,  1943.  Published  bi- 
monthly (six  numbers  a year).  Cloth,  $16  net; 
paper,  $12  net. 

Some  common  and  rare  diseases  which  occur 
during  and  after  every  war  are  chiefly  the  subject 
of  this  latest  excellent  volume  of  the  Medical 
Clinics.  Particularly  valuable  are  the  discussions 


of  smallpox,  encephalitis,  dysentery,  brucellosis, 
plague,  cholera;  typhus,  Rocky  Mountain  spotted 
fever,  and  coccidioidomycosis,  which  may  play  a 
more  important  part  in  causing  disease  than  ever 
before. 

The  material  is  generally  pithy,  always  authorita- 
tive, and  invariably  up  to  date. 

A.  Babey 

The  Sexual  Glands  of  the  Male.  By  Oswald 
Swinney  Lowsley,  M.  D.,  and  collaborators.  (Re- 
printed from  Oxford  Loose-Leaf  Urology.)  Octavo 
of  619  pages,  illustrated.  New  York,  Oxford  Uni- 
versity Press,  1942.  Cloth,  $10. 

The  title  of  this  excellent  work  is  an  indication  of 
the  considerable  progress  which  has  been  made  in 
our  knowledge  of  the  sexual  glands  of  the  male. 
Dr.  Lowsley  has  made  an  excellent  contribution. 

The  work  is  fully  illustrated  and  is  divided  into 
three  parts:  the  first,  by  Dr.  Lowsley,  covers  all 
phases  of  the  study  of  the  prostate  gland;  the  second, 
by  Hinman  and  Smith,  is  on  the  testicles  and 
epidid}mis;  and  the  third,  by  Dr.  Gutierrez  is 
on  the  seminal  vesicles,  vasa,  and  spermatic  cord. 
Each  part  is  followed  by  an  extensive  bibliography. 

The  book  should  prove  a valuable  reference  work 
for  urologists,  as  well  as  for  practitioners  who  are 
interested  in  this  field  of  work. 

Augustus  Harris 
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Classified  Indeat  of  Service  and  Supplies 

Your  Guide  to  Opportunit  ies  .for 


POSITIONS  LOCATIONS 


SERVICES 


Classified  Rates 


Rates  per  line  per  insertion: 

One  time $1.10 

3 Consecutive  times 1.00 

6 Consecutive  times .80 

12  Consecutive  times .75 

24  Consecutive  times .70 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of 
First  and  by  the  5th  for  issue  of  Fifteenth. 


Classified  Ads  are  payable  in  advance.  To 
avoid  delay  in  publishing  remit  with  order 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


FOR  SALE 


One  Humphreys  Portable  Shockproof  X-Ray  Unit — oil 
immersed,  with  telescopic  legs  and  accessories — also  de- 
veloping tank. 

Also — One  Cyclopedia  of  Medicine,  Surgery,  and  Specialties 
— 16  volumes  and  index. 

A.  J.  Spencer,  M.D.,  Anthony  N.  Brady  Maternity  Hospital, 
Albany,  N.  Y. 


SPEAKING  OF  INDUSTRIAL  HYGIENE 

A survey  of  luncheon  trays*  in  four  leading  war 
plants  in  Chicago  showed  that  only  8 per  cent  of  the 
workers  chose  adequate  foods,  21  per  cent  chose  food 
bordering  on  the  nutrition  danger  line,  and  71  per 
cent  purchased  totally  inadequate  meals.  This 
was  not  for  lack  of  money,  but  purely  lack  of  ap- 
preciation of  a wise  selection  from  available  food  and 
drink — for  instance,  doughnuts  instead  of  a meat 
or  cheese  sandwich,  sweets  instead  of  a salad,  and 
pop  instead  of  milk. 

“You  can  never  talk  to  that  patient,”  said  the 
nurse  to  the  doctor  as  they  left  a room  on  the 
women’s  ward,  “without  her  giving  you  a full  recital 
of  her  ailments.” 

“Yes,”  said  the  doctor,  “you  might  almost  call 
it  an  organ  recital.” — Illinois  M.  J. 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine — young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians  and  technicians. 


NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


i— CAPABLE  ASSISTANTS — i 

Call  our  free  placement  service.  Paine  Hall  graduates 
have  character,  intelligence,  personality  and  thorough 
training  for  office  or  laboratory  work.  Let  us  help  you 
find  exactly  the  right  assistant.  Address: 

101  W.  31  st  St.,  New  York 

BRyant  9-2831 
Licensed  N.  Y.  State 


CLINICAL  LABORATORY 
and  X-RAY  TECHNIC 

Thorough  ClinicalLaboratory  course 
9 months.  X-Ray  3 months.  Electro 
cardiography  additional.  Graduates 
in  demand.  Established  22  years. 
Catalog  sent  postpaid  on  request. 

Northwest  Institute  of  Medical  Technology 
3422  E.  Lake  SL,  Minneapolis,  Minn. 


FOR  SALE 


Everything  for  the  physician  from  an  instrument  to  an 
x-ray — new  or  used.  Special  opportunities  in  fluoroscopes, 
x-rays,  short  waves,  ultra  violet  lamps  and  electrocardio- 
graphs. J.  Beeber  Company,  838  Broadway,  N.Y.C. 
ALgonquin  4-3510. 


BLOOD  DONATIONS  BY  WAR  WORKERS 
Industrial  concerns  recently  have  been  appre- 
hensive about  the  effect  of  blood  donations  on  war 
workers.  A number  of  medical  consultants  to  the 
Industrial  Hygiene  Foundation  have  concluded 
that  ill  effects  need  not  be  expected  if  standard 
procedure  is  followed  closely.  Although  there  may 
be  some  temporary  lassitude  on  the  part  of  indoor 
sedentary  workers,  eligible  donors  are  not  as  a rule 
made  weaker  nor  is  there  greater  susceptibility  to 
infections  of  the  upper  respiratory  tract  or  other 
complications  in  the  period  following  the  donation. 
It  was  the  consensus  that  industry  need  not  be 
concerned  about  the  matter  from  the  point  of  view 
of  absenteeism  or  lowered  production. — J.A.M.A. 


No  Finer  Name  in  Ethical  Contraceptives 


WHITTAKiR  LARORATORICS.  INC. 


NIW  YORK.  N.  Y. 


is  a hall-mark 
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too! 


• JUST  a tiny  symbol  on  a spoon 

• • . but  it  stands  for  the  finest  in 
materials  and  workmanship,  a heri- 
tage to  be  handed  down. 

• Like  that  hall-mark,  the  name 
"Maltine”  marks  quality.  Three 
generations  of  physicians  have  come 
to  rely  on  the  products  which  bear 
its  label.  They  know  that  behind 
them  there  is  extensive  research  and 
uniform  dependability. 


• Maltine  With  Cod  Liver  Oil  is 
one  of  these  time-proved  prescrip- 
tions. For  68  years  it  has  been  found 
efficacious  both  for  children  and 
adults.  Not  unpleasant  to  taste, 
Maltine  With  Cod  Liver  Oil  con- 
tains vitamins  in  natural  form,  and 
has  litde  of  the  unpalatable  flavor 
usually  associated  with  fish  oils. 


• Patients  will  approve  the  econ- 
omy of  Maltine  With  Cod  Liver 
Oil.  Still  available  at  the  same  low 
price  • • . with  substantial  savings 
on  the  one-quart  size.  The  Maltine 
Company,  745  Fifth  Avenue,  New 
York  22,  N.  Y. 
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) THE  MEDICAL  PROFESSION 


Each  Daily  Dose 

(3  tablets) 

PROVIDES 


Q VITAMINS 

+ C MINERALS 


ELEMENTS 


Vitamin  A 5000  U.S.P.  units 

The  minimum  daily  adult 
requirement  is  4000  U.S.P. 
units. 

Vitamin  Bt  2 mg 

1.8  mg  is  the  recommended 
daily  requirement. 

Vitamin  B2  2 mg 

Equivalent  to  the  minimum 
daily  adult  requirement. 

Vitamin  B6  0.5  mg 

Daily  requirement  not  yet 

established. 

Vitamin  C 50  mg 

Exceeds  the  recommended 
allowance  of  30  mg. 

Vitamin  D 500  U.S.P.  units 
Exceeds  the  400  U.S.P. 
units  advocated  as  the 
minimum  daily  require* 
ment. 

Vitamin  E 3 pig 

Requirement  not  yet  es- 

tablished. 

Calcium  Pantothenate  3 mg 

Requirement  not  yet  es- 
tablished. 

Niacinamide  15  mg 

While  10  mg  is  regarded 
as  the  minimum  daily  adult 
requirement,  daily  intake 
of  15  mg  is  advocated. 

Iron  10  mg 

Exceeds  the  8 mg  esti- 
mated as  minimum  daily 
adult  requirement. 

Calcium  200  mg 

A generous  contribution 
toward  the  daily  require- 
ment. 

Phosphorus  175  mg 

Effectively  supplements 
normal  intake. 

Manganese  0.5  mg 

Exact  needs  unknown. 

Magnesium  20  mg 

Requirements  not  yet  de- 
termined. 


= VITAL 

Circumstances  today  render  it  expedient  for  the  physician 
to  advise  many  of  nis  patients  of  the  desirability  of  using 
a good,  balanced,  vitamin-mineral  supplement  ...  as 
sound  diet  insurance. 

The  new  Roche  product, Vitaminets,  provides  a particularly 
appealing  preparation  for  professional  prescription: 

COMPREHENSIVE  FORMULA  — Each  tablet  incorporates  9 
vitamins  and  5 minerals  in  significant  amounts,  appropriate 
for  administration  three  times  a day. 

PHARMACEUTICAL  ELEGANCE -The  tablet  is  so  palatable 
that  it  can  be  chewed  and  swallowed  without  water. 

ECONOMICAL  — It  costs  no  more  than  most  products  that 
provide  vitamins  only — the  minerals  constitute  an  "extra 
dividend.” 

STRICTLY  ETHICAL  — It  will  not  be  advertised  to  the  laity 
in  any  way — either  directly  or  by  drugstore  display. 

Vitaminets  are  packaged  in  bottles  of  30  and  100.  Your 
local  pharmacy  should  have  Vitaminets  awaiting  your 
prescription. 

AVAILABLE  AT  ALL  LEADING  PHARMACIES 

HOFFMANN-LA  ROCHE,  inc. 

NUTLEY,  N.  J. 


VITAMINETS 


THE  VITAMIN-MINERAL  SUPPLEMENT 


Prenatal  nutrition  is  the 
Key  to  life-long  health . . . 


packages: 

40 , 100  and  500  capsules. 


Vi~Perrin 

Jfderle 


I 


ron  is  needed  daily  by  the  pregnant 
woman  in  one  and  one-halftimes  the 
normal  minimum  daily  requirement1.  Ade- 
quate supplies  of  iron  for  the  mother  are 
essential  not  only  for  the  maternal  organism2 
but  also  for  blood  building  in  the  infant3.4. 
vitamins  of  the  B complex,  as  well  as  other 
vitamins,  are  essential  for  the  pregnant  woman 
to  meet  both  her  own  needs  and  those  of  the 
infant2. 

“Vi-Ferrin  Lederle ” contains  ferrous  iron — shown 
by  Witts5,  and  many  others,  to  be  better  utilized  than 
ferric  iron — together  with  the  B complex  factors,  thia- 
mine (Bx),  riboflavin  (B2),  and  vitamin  extracts  con- 
tained in  whole  liver. 


CAPSULES: 

EACH  "VI-FERRIN  LEDERLE ” CAPSULE  CONTAINS: 

Dried  Ferrous  Sulfate 0.2  Gm. 

Thiamine  Hydrochloride  (Bx) 0.25  mg. 

Riboflavin  (B2) 0.19  mg. 

Niacinamide 2.5  mg. 

Pantothenic  Acid* 0.4  mg. 

Choline* 10.0  mg. 

Total  unfractionated  aqueous  extract  of  whole 

liver 9.0  Gm. 

Together  with  artificial  flavoring. 

*The  need  for  pantothenic  acid  and  choline  in  human  nutrition  has  not 
been  established. 


references: 

'Federal  Register:  6:  5921  (Nov.  22)  1941. 

2Report  on  the  Physiological  Bases  of  Nutrition:  League  of  Nations; 
2:17  (1936). 

SSTRAUSS,  M.  B.:  J.  Clin.  Investigation  12:  345  (Mar.)  1933. 

4Holt's  Diseases  of  Infancy  and  Childhood.  Appleton-Century  Co., 
New  York,  11th  edition;  p.  618. 

6witts,  l.  j.:  Proc.  Roy.  Soc.  Med.  24:  543  (Jan.  13)  1931. 
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Bacteria  Bombardier 


W Unhesitatingly  the  military  physician  faces  a menace  more 
Jfi  deadly  than  bullets.  Epidemics!  Dire  threat  to  troops  in  primi- 
tive lands.  Epidemiology  teams— two  officers  and  four  corpsmen  — 
quickly  ''bomb  out”  conditions  that  foster  plagues. 

Seldom  cited,  constantly  in  danger,  the  military  doctor  epitomizes 
America’s  fighting  man  of  World  War  II. 

When  you  send  gifts  to  those  in  service,  send  Camel.  It’s  first  choice 
of  men  in  the  armed  forces*— for  welcome  mildness,  rare  good  flavor 
. . . the  thoughtful  remembrance.  Send  Camels  by  the  carton. 


in  the  Service 


*With  men  in  the  Army,  Navy,  Marine 
Corps,  and  Coast  Guard,  the  favorite  cigarette 
is  Camel.  (Based  on  actual  sales  records.) 


Camel 


New  reprint  available  on  cigarette  research  — Archives  of  Otolaryngology, 
March,  1943,  pp.  404-410.  Copies  on  request.  Camel  Cigarettes,  Medical 
Relations  Division,  1 Pershing  Square,  New  York  17,  N.  Y. 
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. . . IN  BILIARY  TRACT  SURGER 

The  hydrocholeretic  action  of  Decholin  — increasing  bile  secretion  as  muc 
as  200%  — proves  valuable  in  biliary  tract  surgery.  Administered  pn 
operatively,  Decholin  causes  the  gallbladder  and  choledochus  to  stand  ox. 
prominently  at  operation. 

The  freer-flowing  thin  liver  bile  produced  is  a valuable  aid  in  maintainin 
T tube  drainage  of  the  common  duct  following  exploration.  After  relief  < 
complete  obstruction  of  the  hepatic  or  common  duct,  Decholin  tends  t 
initiate  bile  production,  and  hastens  return  of  normal  flow. 

Decholin  has  been  successfully  employed  in  removing  mucus  plugs,  debri: 
and  overlooked  small  calculi  from  the  choledochus  following  surgical  e> 
ploration,  whether  T tube  drains  are  used  or  not.  Contraindicated  only  i 
complete  obstruction  of  the  common  or  hepatic  bile  duct. 

Riedel  - de  Haen,  Inc  . NEW  YORK,  N.  Y. 
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DECHOLIN 

Boxes  of 25,  100,500 
sanitaped  tablets. 

DECHOLIN  SODIUM 

20percent  solution- 
Ampules,  boxes  of 
three  and  twenty 
3cc.,  5cc.,  and  lOcc. 
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IlisUM* 

it  J 

Digitalis 

|; 

(Davies,  Rose) 

if?  5 

V/2  grains 
(0.1  Gram) 

5 r-  ’ * 
• 

Each  equivalent  to 
1 Digitalis  Unit 
U.S.  P.  XII 

jii; 

ii-j 

DAVIES,  ROSE  & CO..  Lid. 

.?#* 

Boston,  Mast,  U.S.  A. 

THEY  ARE  PACKAGED  IN  BOTTLES 
OFTHIRTY  FIVE,  A CONVENIENT  NUMBER 

FOR  THE  PHYSICIAN'S  PRESCRIPTION, 

' 

OBVIATING  REHANDLING  AND  EXPOSURE 



THE  FINISHED  PILLS  ARE 
PHYSIOLOGICALLY  ASSAYED 
TO  FINALLY  CERTI  FY  THEIR 
STANDARDIZATION 


THE  POWDERED  LEAF  IS  TESTED  PHYSIO- 

LOGICALLY  AND  CONVERTED  INTO  PILL  FORM 

: 

(1)4 GRAINS)  ON  AN  AUTOMATIC  MACHINE, 
REDUCING  EXPOSURE  TO  THE  MINIMUM 


A CAREFULLY  SELECTED,  BOTANICALLY 
DENTIFIED  LEAF,  POWDERED  IN  OUR  OWN 

MILL,  GIVING  ASSURANCE  OF  RELIABILITY 

. 


THE  FOUNDATION  UPON  WHICH  THEY 
BU 

ies.Rose  & Co.,  Ltd. 


BOSTON,  MASS. 
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SEDATIVE  and  HYPNOTIC 


The  potentiation  of  the  central  action  of  phenobarbital  by  the  belladonna 
alkaloids  (Friedberg,  Arch.  f.  exp.  P.  & P.  CLX,  27 6)  renders  possible 
attainment  of  desired  effects  with  relatively  small  doses,  thus  avoiding 
''hang  over”  and  other  unpleasant  side-actions.  In  contrast  to  galenical 
preparations  of  belladonna,  such  as  the  tincture,  Belbarb  has  always  the 
same  proportion  of  the  alkaloids. 


Formula:  Each  tablet  contains  V4  grain 
phenobarbital  and  the  three  chief 
alkaloids,  equivalent  approximately  to 
9 minims  of  tincture  of  belladonna. 


Indications:  Neuroses,  migraine,  functional  digestive  and  circulatory  dis-  Belbarb  No.  2 has  the  same  alkaloidal  con- 

turbances,  vomiting  of  pregnancy,  menopausal  disturbances,  hypertension,  etc.  tent  but  V2  gram  phenobarbital  per  tablet. 
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THE  SHADOW  OF  THE  YEARS  TO  BE 


Body  pattern  moulds  of  adult  life  are  laid  during  the 
critical  period  of  rapid  growth. 

Faulty  nutrition  in  the  child  and  adolescent  may  affect 
physique  and  resistance  to  disease  in  later  life. 


Integral  in  the  daily  diet 
of  the  school-age  child 
should  be  a plentiful  in- 
take of 

HORLICK’S 

FORTIFIED 

Horlick’s  is  rich  in 
growth-promoting  pro- 
tein, butter  fat  from  full 
cream  milk,  partially 
pre-digested  carbohy- 
drates of  grains  in  com- 
bination with  milk  fac- 
tors. 

Taken  between  meals? 
Horlick’s  does  not  tend 
to  interfere  with  the 
next  full  meal. 

Horlick’s  is  delicious 
whether  prepared  with 
milk  or  with  water.  The 
tablets  are  also  useful 
and  convenient  to  eat  at 
intervals  during  the  day. 


(lec&mmesid 

HORLICK’S 


Nine  years  of  continuous  research  provide  the  clinical  background  for 
Ertronization  as  the  method  of  choice  in  arthritis  management. 

Numerous  favorable  reports  on  ERTRON  from  leading  arthritis  clinics, 
universities  and  private  practice  have  appeared  in  the  literature.f 

As  evidence  resulting  from  ERTRON  research  accumulates,  this  impor- 
tant form  of  therapy  constantly  becomes  more  and  more  firmly  established. 

f Complete  bibliography  and  mode  of  administration  available  on  request. 


ERTRON*  is  the  only  high  po- 
tency,  electrically  activated,  vapor- 
ized ergosterol  (Whktier  Process). 
It  is  the  product  which  numerous 
investigatojri'^Jxave  repeatedly 
shown  to  he  effective  and  non- 
toxic.  fofg*  * 

ffljtfcatty  promoted 


,uSculatjW«°°oW’  available 

» arenteral  is  1 cC>  am- 

pules.  tacn  p units  ot  eie 

500,000  U-p-*;  1 vaporized 
^bictiet 

te.  Ptocess)- 


Supplied  in  bol 
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ERTRONIZE  THE  ARTHRITIC 


To  Ertromze  the  arthritic  patient,  employ  ERTRON 
in  adequate  dosage  over  a sufficiently  long  period 
to  produce  beneficial  results.  Gradually  increase  the 
dosage  to  the  toleration  level— maintain  this  dosage 
until  maximum  improvement  occurs. 

Ertromze  early  and  adequately  for  best  results. 
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RAPID , 

LONGER-LASTING  RELIEF 
FOR  PEPTIC  ULCER 


LUDOZAN 

(HYDRATED  SODIUM  ALUMINUM  SILICATE) 


LUDOZAN  Tablets  are  specially  designed  to  give  rapid, 
prolonged  relief  in  peptic  ulcer.  LUDOZAN  is  also  indi- 
cated in  heartburn,  in  pain  due  to  gastric  hyperacidity 
and  in  alcoholic  gastritis. 


LUDOZAN  forms  a true  adsorptive,  protective  gel  at 
gastric  pH;  buffers  excess  acidity  without  alkalosis  or 
'acid  rebound';  is  highly  palatable,  being  neither  chalky 
nor  gritty;  and  is  convenient  to  take.  LU  DOZAN  is  unusual 
among  aluminum  compounds  in  that  it  is  not  constipating. 


ADMINISTRATION:  One  to  three° LUDOZAN  Tablets  be- 


tween meals,  as  indicated.  Available  as  LU  DOZAN 
Tablets  plain,  or  LU  DOZAN  Tablets  with  belladonna. 


SCHERING  CORPORATION 


BLOOMFIELD 


NEW  JERSEY 


SPEED  UP  VIC  TORY  WITH  MORE  WA  R BONDS 


WATERLOGGED 


SEARLE 

AMINOPHYLLIN 

ad*ni*U4i ’&ied 


offers  painless,  efficient  de- 
edema tization  . 

The  diuretic  action  of 
Searlc  Aminophyllin  gives 
it  a prominent  place  in  the 
treatment  of  cardiac,  respi- 
ratory and  renal  conditions. 

In  addition,  Searle  Ami- 
nophyllin is  a valuable  aid 
in  aborting  anginal  attacks, 
and  has  a pronounced  effect 
on  asthmatic  symptoms. 


SEARLE 


A M I N 0 P 


SEAR IE 

AIHIIMOPHYLUN 


The  Pioneer  American  Product 


INDICATIONS 
Bronchial  Asthma 
Paroxysmal  Dyspnea 
Aid  in  Preventing  Anginal  Attacks 
Cheyne- Stokes  Respiration 
Selected  Cardiac  Cases 


In  all  usual  dosage  forms. 


*Contains  at  least  8C)% 
anhydrous  theophyllin. 
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AVAILABLE  IN 

various  potencies  with 
or  without  Phenobarbitol. 
Literature  on  request. 


H E SO  DAT 


The  ORIGINAL  ENTERIC-COATED  TABLET 
OF  THEOBROMINE  SODIUM  ACETATE 


to-  canfaol  and  i&u&uiy  a / 

attacks  in  CARDIOVASCULAR  AND 
RENAL  DISEASES  and  to-  prevent  EDEMA 

Clinical  experience  and  studies  have  proven  the  value  of  Theo- 
bromine Sodium  Acetate  in  certain  Cardiovascular  and  Renal 
Diseases.  In  Angina  Pectoris,  used  adequately,  it  permits  more 
work  by  the  individual  without  developing  precordial  pain  or 
distress.  As  one  of  the  most  effective  Xanthine  Vasodilators  it 
helps  increase  the  available  blood  supply  to  the  heart  and  kidneys 
to  increase  the  efficiency  of  these  organs. 

It  has  also  been  found  an  effective  aid  in  treating  and  preventing 
Edema  of  Cardiac  or  Renal  origin.  The  enteric  coating  (especially 
developed  for  Thesodate)  permits  larger  doses  without  the  drug's 
contact  with  the  Gastric  Mucosa. 


BREWER  O’  COMPANY,  INC.  Worcester 

Pharmaceutical  Chemists  Since  1852  Massachusetts 


- 


macteric 


HEXITAL  alleviates  the  physical  and  psychical 
disturbances  of  the  menopause.  This  newly- 
conceived  formula  reduces  the  incidence  of  nausea 
and  other  by-effects. 

The  estrogenic  component  of  Hexital  is  hexestrol, 
which  is  much  less  toxic  than  stilbestrol.  The  seda- 
tive ingredient  is  phenobarbital.  Clinical  work  has 
indicated  that  this  combination  exerts  a synergistic 


action  and  gives  the  patient  relief  without  inducing 
other  discomfort. 

Hexital  is  supplied  in  scored  tablets  for  oral  use, 
providing  convenient,  inexpensive  treatment.  Each 
tablet  contains  3 mg.  hexestrol,  20  mg.  phenobar- 
bital. Average  dose:  One  tablet  daily,  preferably 
taken  on  retiring. 

Literature  sent  on  request. 


A Step  Forward  in 
Menopausal  Therapy 


< HEXESTROL.  PHENOBARBITAL  ) 


ORTHO  PRODUCTS,  INC.,  LINDEN,  NEW  JERSEY 
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Effective 

Vasoconstriction 


‘Paredrine’ — the  nearest 
approach  to  the  ideal  vaso- 
constrictor—possesses  a 
shrinking  action  more  rapid, 
complete  and  prolonged 
than  that  of  ephedrine  in 
equal  concentration,  without 
stinging,  irritation,  ciliary 
inhibition,  or  undesirable 
side  effects; 


SMITH,  KLINE  & FRENCH  LABORATORIES  • PHILADELPH! 


ULFATHIAZOLE 


USPENSION 


Paredrine-Sulrathiazole  Suspension 
is  strikingly  effective,  both  with  adults 
and  children,  in  the  treatment  of  na- 
sal and  sinus  infections — particularly 
those  secondary  to  the  common  cold. 

Furthermore,  it  may  often  prevent 

. v 

dangerous  sequelae,  such  as  pul- 
monary flare-up,  otitis  media,  phar- 
yngitis, laryngitis,  etc. 


Paredrine  Hydrobromide  Aqueous 

THE  NEAREST  APPROACH  TO  THE  IDEAL  VASOCONSTRICTOR 
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CLINICAL  VALUE  OF  MUSCLE  EXTRACT 

Qtiknacton 

ANGINA  PECTORIS  ARTERIOSCLEROSIS 

OBLITERATIVE  ARTERIAL  DISEASES 

Carnacton  is  a biologically  tested  extract  of  diaphragm  muscle — a powerful,  markedly 
vascularized  muscle  with  a high  metabolic  rate  — most  effective  for  its  purpose.  Carnacton 
is  not  only  a vasodilator  but  also  promotes  cardiovascular  tone  and  vigor. 

In  1 cc.  and  2 cc.  ampuls — boxes  of  1 2 and  50/  vials  of  30  cc.  for  oral  use.  Send  for 
professional  brochure. 

CAVENDISH  PHARMACEUTICAL  CORP.,  25  West  Broadway,  New  York 
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For  Dual-Action  Treatment 

of  engorged  mucous  membrane — a new,  stable  chemical 
compound  uniting  powerful  vasoconstriction  and 
the  bacteriostatic  potency  of  sulfathiazole 

Neo-Synephrine 

Sulfathiazolate 


Available  as  a 0.6%  solution  in 
a buffered , approximately  isotonic 
vehicle  in  1 oz.  bottles  with  dropper 
for  prescription , and  in  16  oz. 
bottles  for  office  and  hospital  use. 


Frederick 


Stearns 


& C ompany 


Since  1855  . . . ESSENTIALS  OF  THE  PHYSICIAN’S  ARMAMENTARIUM 


NEW  YORK  KANSAS  CITY  DETROIT,  MICHIGAN  SAN  FRANCISCO  WINDSOR,  ONTARIO 


SYDNEY,  AUSTRALIA 


AUCKLAND,  NEW  ZEALAND 


PROTECTS  INVESTMENTS 
IN  FINE  X-RAY  EQUIPMENT 


For  more  than  thirteen  years  General  Electric’s 
'Periodic  Inspection  and  Adjustment  Service  has 
been  demonstrating  its  value  and  importance 
to  owners  of  fine  x-ray  equipment  everywhere. 
For  this  personalized  field  service  was  insti- 
tuted with  these  objectives: 

To  keep  apparatus  tuned  up  to  its  highest 
operating  efficiency 

To  detect  and  correct  electrical  and  mechanical 
deficiencies  as  they  arise,  and  thereby  preclude 
costly  repairs  due  to  inadvertent  neglect 

To  minimize  loss  of  valuable  time  due  to  inop- 
erative equipment  undergoing  repair 

To  further  assure  a consistently  high  quality 
of  professional  service 

Today,  operators  of  hundreds  of  x-ray  labora- 


tories where  P.  I.  and  A.  Service  is  contracted 
for  year  after  year,  deem  it  more  important  thaij 
ever,  since  it  not  only  continues  to  protect  theil 
investment  in  equipment,  but  also  helps  then 
to  carry  out  the  government’s  desire:  Tha 
all  available  x-ray  equipment  be  maintained 
at  its  best,  so  that  it  may  be  utilized  to  full 
working  capacity,  to  meet  the  abnormal  de 
mands  for  diagnostic  service  on  our  home  from 

The  idea  of  P.  I.  and  A.  Service  was  conceive< 
years  before  the  War,  and  will  carry  on  lon^ 
after  this  emergency  period  is  past.  G-E’ 
permanently  established,  nationwide  organi 
zation  of  branch  offices  justifies  this  assuranc 
to  present  and  future  x-ray  users. 

The  next  time  your  local  G-E  represents 
tive  calls,  ask  him  to  tell  you  more  abou 
"P.  I.  and  A.” 


7&6u/<f  TZeff  73*2  ^ 73<*ufy 


GENERAL  ELECTRIC 
X-RAY  CORPORATION 

2012  JACKSON  BLVD.  CHICAGO  (12),  ILL./  U.  5.  A. 
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Bismuth  Subsalicylate  n.n.r. 

(IN  OIL  WITH  CHLOROBUTANOL  3%) 


Intramuscular  Bismuth  ther- 
apy is  usually  well  tolerated 
by  patients  who  react  un- 
favorably or  are  resistant  to 
arsenicals.  It  has  been  found 


effective  in  many  other  cases, 
when  alternated  with  arsphen- 
amine  or  as  a substitute  for 
mercury  compounds.  Average 
dose:  One  cc.  weekly. 


Bismuth  Subsalicylate  in  Oil  with  Chlorobutanol  3%  is  supplied: 


Special  wide  mouth  ampule,  1 cc.; 

2 gr.  (0.13  gm.)  in  oil. 

In  boxes  of  12,  25  and  100. 

Wide  mouth  bottles,  60  cc.;  100  cc.;  480  cc. 

Catalogue  and  Prices  on  Request 


CHEPLIN  BIOLOGICAL  LABORATORIES,  INC. 

(Division  of  Bristol-Myers ) 


Syracuse,  New  York 
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DECONGESTION 
BACTER1 OSTAS  IS 
STIMULATION 


BACTERIOSTASIS 

■ 

STIMULATION 


NOT  ONLY  CONTRA-INFECTIVE -There  are  important  properties  in  addition  to  bacterio- 
stasis  which  make  argyrol  the  "Physiologic  Antiseptic”— one  which  works  in  harmony 
with  the  normal  defense  functions  of  tissues,  nerves,  cilia  and  circulatory  system.  Of  first 
importance  is  the  fact  that  argyrol  is  both  antiseptic  and  decongestive. 

NOT  ONLY  CONTRA-CONGESTIVE —There  is  an  extra  factor  in  mucous  membrane 
antisepsis,  in  decongestion  with  ARGYROL.  This  important  factor  is  physiologic  stimu- 
lation of  tissue  defense  function.  It  is  a combination  of  physico-chemical  and  bacterio- 
static properties  which  go  far  bej^ond  the  usual  concept  of  what  an  antiseptic  should  do.  For: 


ARGYROL  IS  DETERGENT  • PROTECTIVE  - PUS-DISLODGING  • INFLAM- 
MATION-DISPELLING • SOOTHING  * STIMULATING  TO  GLANDS,  TISSUES. 

MADE  ONLY  BY  THE  A.  C.  BARNES  COMPANY  NEW  BRUNSWICK,  N.  J. 


A 

RGYI 

RO 

1 FOR  PHYSIOLOGIC  STIMULATION 
L OF  TISSUE  DEFENSE  FUNCTION 

("ARGYROL”  is  a registered  trade  mark,  the  property  of  A.  C.  Barnes  Company) 
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. . .to  the  Two  Basic  Problems  of  Gastro-lntestinal  Dysfunction 


* ZymenoL  contains  Pure  Aqueous 
Brewers  Yeast  (no  live  cells  J. 


Intestinal  Content: 

ZymenoL  assures  near  fermentative  fecal 
bulk  with  a less  toxic,  aciduric  bacterial 
flora  through  Brewers  Yeast  Enzymatic 
Activity 

Intestinal  Motility: 

ZymenoL  restores  normal  intestinal  tone 
and  motility  with  Complete  Natural  Vita- 
min B Complex 

THIS  TWO-FOLD  NATURAL  THERAPY 
RESTORES  NORMAL  BOWEL  FUNCTION 

WITHOUT: 

• Irritant  Laxative  Drugs 

• Artificial  Bulking  Agents 

• Large  Doses  of  Mineral  Oil 

• Teaspoon  • No  • Sugar  •Palatable 

Dosage  Leakage  Free  •Economical 

Write  tor  FREE  Clinical  Size 


OTIS  E.  GLIDDEN  & COMPANY,  INC. 
Evanston,  Illinois 


NY-1 1-1-43 
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Powerful 

non-irritating 

SALICYLATE 

THERAPY 


SALYSAL 

“Rare  Chemicals” 

The  salicylic  ester  of  salicylic  acid 

Antirheumatic . . . Antipyretic . . . Analgesic 


For  Acute  Rheumatic  Fever  . . . Acute 
and  Chronic  Articular  Rheumatism 
. . . Tonsillitis  . . . Grippe  . . . l\euralgia 
. . . and  allied  conditions 


ADVANTAGES 

# Tasteless  . . . Odorless  . . . 

# Non-irritating  to  the  stomach  . . • 

# Approximately  twice  as  active  as 
Sodium  Salicylate  — therefore 
given  in  only  half  the  dosage . 


Package  information 

TABLETS — 5 grains  each,  in  tubes  of  10,  and  bottles 
of  50,  250  and  1,000. 

POWDER — in  bottles  containing  one  ounce. 
Literature  and  samples  on  request 


50J 


RARE  CHEMICALS,  INC. 

Flemington,  N.  J. 


INDEX  TO  ADVERTISERS 


A.  C.  Barnes  Company 2036 

Dr.  Barnes  Sanitarium 2122 

J.  Beeber  Company 2124  j 

The  Blakiston  Co 2125 

Brewer  & Company,  Inc 2028,  2117 

Brigham  Hall  Hospital 2122 

Brunswick  Home 2121 

Camel  Cigarettes 2017 

Cavendish  Pharmaceutical  Corp 2032 

Cheplin  Laboratories  Inc 2035  ! 

Ciba  Pharmaceutical  Products,  Inc.  .2101,  3rd  Cover 

Colwell  Publishing  Co 2123 

Davies,  Rose  & Co.,  Ltd 2019 

Doak  Company 2123  ! 

Doho  Chemical  Corp 2123 

Effervescent  Products,  Inc 2043 

Falkirk  in  the  Ramapos 2121 

General  Electric  X-Ray  Corp 2034 

Glenmary  Sanitarium 2121  j 

Otis  E.  Glidden  & Co.,  Inc 2037 

Gold  Pharmacal  Co 2122  j 

Halcyon  Rest 2122  j 

Thomas  H.  Halsted,  M.D 2124 

J.  E.  Hanger,  Inc 2123 

Chas.  C.  Haskell  & Co.,  Inc 2020 

Hoffmann-La  Roche,  Inc 2015 

Horlick’s  Malted  Milk  Corp 2021 

Hotel  Lexington 2119 

Interpines 2121 

Lederle  Laboratories,  Inc 2016 

Thos.  Leeming  & Co.,  Inc 2039,  2111 

Louden-Knickerbocker  Hall 2122 


The  Maples,  Inc 2120 

Mead  Johnson  & Company 4th  Cover 

Merck  & Co.,  Inc 2107 

The  Wm.  S.  Merrell  Company 2042 

The  Michell  Sanatorium 2120 

Philip  Morris  & Co.,  Ltd.  Inc 2109 

Mutual  Pharmacal  Co.,  Inc 2119 

National  Discount  & Audit  Co 2125 

Nutrition  Research  Laboratories 2022-2023 


Ortho  Products,  Inc 2029,  2126 

Paine  Hall 2125 

Parke,  Davis  & Company 2113 

Pediforme  Shoe  Co 2117 

Petrogalar  Labs.,  Inc 2044 

Pinewood  Sanitarium 2121 

Z.  H.  Polachek 2124 

Rare  Chemicals,  Inc 2038 

Riedel-de  Haen,  Inc 2018 

Schering  Corp 2025  j 

G.  D.  Searle  & Co 2026-2027 

Sharp  & Dohme 2105  * 

Smith,  Kline  & French  Laboratories  . . . .2030-2031 

Spencer  Corset  Co 2119  j 

E.  R.  Squibb  & Sons 2040 

Frederick  Stearns  & Company 2033  J 


Chas.  B.  Towns  Hospital 2120 

H.  F.  Wanvig 2024 

West  Hill 2122 

White  Laboratories,  Inc 2041 

Winthrop  Chemical  Company,  Inc 2103,  2115 

John  Wyeth  & Brother,  Incorporated. . .2nd  Cover 
Zemmer  Company 2124 


2039 


IN  THE 


^nZ&nde 


OF  VARICELLA  AND  OTHER  EXANTHEMS 


Although  the  lesions  of  the  exanthems  usually  heal  without  scarring,  un- 
bridled scratching  frequently  produces  unsightly  disfiguration.  Experience 
has  shown  that  scratching  in  infants  and  children  can  be  prevented  by  only 
one  means:  an  effective  antipruritic  agent.  For  this  purpose  Calmitol  Oint- 
ment offers  many  advantages.  Its  action  is  dependable  and  immediate,  and 
a single  application  usually  is  effective  for  hours.  Thoroughly  bland,  it  evokes 
no  dermatitis  even  in  infants.  Calmitol  Ointment  should  be  given  first  con- 
sideration, not  only  in  the  exanthems,  but  also  in  intertrigo,  prurigo,  eczema, 
and  contact  dermatitis.  Physicians  are  invited  to  send  for  samples. 

THOS.  LEEMING  & CO.,  INC.  • 155  E.  44th  St.,  New  York  17,  N.  Y. 


Calmitol  exerts  its  antipruritic  influence  by  blocking  cutaneous  receptor  organs 
and  nerve  endings.  Its  active  ingredients  are  camphorated  chloral,  menthol 
and  hyoscyamine  oleate,  incorporated  in  an  alcohol-chloroform-ether  vehicle. 
Calmitol  is  protective,  bacteriostatic,  and  induces  mild  active  hyperemia. 


FOR  THE  RELIEF  OF  ACUTE  AND 
CHRONIC  SINUSITIS  AND  OTHER 
INFECTIONS  SECONDARY  TO 
THE  COMMON  COLD 


Squibb  Stabilized  Aqueous  Solution  Sulfathiazole  Sodium 
(2.5%)  with  Desoxyephedrine  Hydrochloride  (0.125%) 


i vii ft /k/Yl&h 0$  pa* 


Advantages: 


Remarkably  stable 
Practically  non-irritating 
Quickly  relieves  nasal  congestion 


LARYNGITIS 


Sulmefrin  may  be  administered  by  spray  or 
drops,  5 to  10  minims  into  each  nostril,  2 to  4 
times  daily;  or  by  tamponage,  20  minims  on 
each  pack,  applied  for  15  to  30  minutes  once 
a day.  . . . Sulmefrin  is  available  in  1-ounce 
dropper  package  and  1-pint  bottles.  Pink- 
tinted  solution. 


SULMEFRIN  OPHTHALMIC 

For  drop  instillation  in  treatment  of  chronic  and  acute  conjunc- 
tivitis when  caused  by  organisms  sensitive  to  sulfathiazole. 
An  aqueous  solution  containing  sulfathiazole  sodium  1%; 
d/-desoxyephedrine  hydrochloride  0.1%;  stabilized  with  so- 
dium sulfite  0.8%  and  sodium  borate  0.4%.  Supplied  in  1-oz. 
dropper  packages  and  1-pint  bottles.  Yellow-tinted  solution. 


* Sulmefrin  (Reg.  U.  S.  Pat.  Off.)  is.a  trade-mark  of  E.  R.  Squibb  & Sons 


For  literature  address  the  Professional 
Service  Department,  745  Fifth  Avenue, 
New  York  22,  N.  Y. 


ER:  Squibb  &Sons 

Manufacturing  (hcmists  to  the  Medical  Profession  Sine*  1858 


VITAMIN  DEFICIENCY 


N addition  to 
the  individual 
whose  diet  is  poor,  many  persons 
whose  dietary  is  adequate  are  ex- 
posed to  multiple  vitamin  deficien- 
cies because  of: 

1.  Conditions  increasing  normal 
vitamin  requirements;  e.g.,  preg- 
nancy and  lactation;  periods  of 
rapid  growth;  increased  physical 
exercise;  chronic  febrile  states,  etc. 

2.  Factors  interfering  with  ab- 
sorption and/or  utilization;  e.g., 
surgically  short-circuited  intestinal 
states;  biliary,  hepatic  disease;  fiver 
cirrhosis,  etc. 

Protective  therapy  includes  sup- 
plementing the  diet  with  a vitamin 
formula  proportioned  to  accepted 
standards  and  amply  potent  for  the 
needs  of  the  average  patient. 


WHITE’S  NEO 

MULTI-VI  CAPSULES 

are  rationally  balanced — providing 
8 vitamins,  including  all  those  clin- 
ically established,  in  amounts  that 
supply  a good  "safety  margin’’  be- 
yond basic  adult  daily  requirements* 
yet  not  wastefully  in  excess  of  the 
needs  of  the  average  patient. 

The  cost-to-patient  of  White’s 
Neo  Multi -Vi  Capsules  is  well  be- 
low what  might  he  expected — an 
important  economy  feature  when 
protracted  administration  is  re- 
quired. 

Bottles  of  25,  100,  500,  1000  and 
5000  capsules.  Ethically  promoted. 
White  Laboratories,  Inc.,  Pharma- 
ceutical Manufacturers,  Newark  7, 

N.  J. 

* Established  by  Food  and 
Drug  Administration, 

N | 


2042 


Ihe  established  clinical  success  of 
Bassoran  is  based 

(1)  On  its  capacity  to  provide  soft, 
bland  bulk  in  the  colon,  thereby 
stimulating  peristalsis  normally  and 
without  irritation; 


(2)  On  its  added  factor  of  "toler- 
ance” by  the  patient.  By  this  we 
mean  that  Bassoran  does  not  en- 
courage a feeling  of  "bloating”  or 
fullness  in  the  stomach  or  bowel. 


BASSORAN 

Brand  of  Sterculia  Gum  and  Magnesium  Trisilicate 


combines  the  efficient  bulk-produc- 
ing action  of  sterculia  gum  with  the 
acid-  and  toxin-adsorptive  proper- 
ties of  magnesium  trisilicate. 

Very  pleasant  to  take,  as  well  as  ef- 
fective and  well  tolerated,  Bassoran 


encourages  the  patient  to  adhere 
faithfully  to  your  corrective 
regimen. 

Available  as  Bassoran  Plain  and 
Bassoran  with  Cascara — both  in 
7-oz.  and  25-oz.  bottles. 


Write  for  samples  and  literature 


URINE-SUGAR 
DETERMINATIONS 
NOW  SIMPLIFIED 
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CLINITEST 

NEW  TABLET  METHOD 


ELIMINATES  HEATING,  MEASURING  OF 
REAGENTS  AND  COMPLICATED  APPARATUS 


THE  SIMPLE  TECHNIC— 

(1)  Using  Clinitest  dropper,  squeeze  5 drops 


(2)  rinse  dropper 
drops  (3^  cc.)  water; 


of  urine  into  test  tube; 
with  water,  then  add  10 
<27  (3)  drop  one  Clinitest  tablet  into  tube — 
that  is  all.  Allow  for  reaction 

— then  compare  with  color  scale. 


Clinitest  is  thoroughly  dependable — it  is  a sim- 
plified modification  of  the  well-known  Benedict 
copper  reduction  method. 

FAST— CONVENIENT— ECONOMICAL 

Available  through  your  prescription  pharmacy  or  medical 
supply  house.  Write  for  full  descriptive  literature.  Dept.  N.Y.-n 


EFFERVESCENT  PRODUCTS,  INC. 

ELKHART,  INDIANA 
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Habit  Time  of  Bowel  Movement  during 
and  after  pregnancy  is  of  paramount  im- 
portance to  the  patient's  well-being  and 
comfort.  Pressure  of  the  fetus  upon  the 
intestines,  and  lach  of  exercise  are 
factors  which  induce  constipation  during 
pregnancy,  postpartum  and  lactation. 

After  years  of  professional  use, 
Petrogal  ar  stands  established  as  a reliable, 
efficacious  aid  for  the  restoration  and 
maintenance  of  comfortable  bowel  action. 

Petrogalar  Laboratories,  Inc. 

8134  McCormick  Blvd  • Chicago,  Illinois 

Copyright  1943  • By  Petrogalar  laboratories,  Inc 


REG.  U.S.  PAT.  OFF. 


Constant  uniformity  assures  palatability  — non- 
interference with  secretion  or  absorption — normal 
fecal  consistency.  Five  Types  of  Petrogalar  pro- 
vide convenient  variability  for  individual  needs. 


Petrogalar  is  an  aqueous  suspension  of  pare  mineral  oil  each  100  cc.  of  which  contains  65  cc.  pure  mineral  oil  suspended  in  an  aqueous  jelly. 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

Copyright  1943  by  the  Medical  Society  of  the  State  of  New  York 

VOLUME  43  NOVEMBER  1,  1943  NUMBER  21 


Editorial 


The  Well  of  Righteousness 


In  an  editorial  entitled  “Council  Stand- 
ards and  Medical  Advertising/’1  liberally 
interspersed  with  such  melodramatic  pass- 
ages as  “a  moaning  and  a groaning  from 
those  who  saw  in  its  functioning  their  im- 
pending dissolution/’  and  “value.  . . .far 
above  that  of  jewels  or  gold,”  the  House  of 
Delegates  of  the  Medical  Society  of  the 
State  of  New  York  which  sponsors  it,  the 
Publication  Committee  which  guides  it, 
the  Business  Office  which  quite  openly  pro- 
vides some  of  the  money  to  publish  the 
New  York  State  Journal  of  Medicine 
are  “counted  as  lost  before  the  altar  of  those 
who  give  their  faith  to  scientific  therapy.” 
If  in  fact  true,  this  matter  should  be  brought 
to  the  attention  of  the  physicians  of  the 
State  of  New  York  at  the  earliest  possible 
moment.  Because  those  physicians  will  be 
interested  to  know  what  sort  of  a pariah 
they  have  in  their  midst.  They  will  also 
want  to  know  in  what  sort  of  allegedly  ques- 
tionable journalistic  company  their  official 
Journal  is  roistering.  The  editor  of  the 
J.A.M.A.  tells  them: 

“The  journals  of  two  state  medical  societies — Illinois 
and  New  York — have  been  conspicuous  almost  from  the 
first  in  their  insistence  on  the  profits  to  be  derived  from  the 
publication  of  advertisements  of  unaccepted  products. 
For  a brief  period  the  New  York  State  Journal  op  Medi- 
cine agreed  to  abide  by  scientific  therapy;” 

but  (Hast  thou  marked  the  old  way  which 
wicked  men  have  trodden?2) 

“apparently  the  insistence  of  the  business  office  ultimately 
prevailed;  that  periodical  is  today  among  those  counted 
as  lost  before  the  altar  of  those  who  give  their  faith  to 
scientific  therapy In  the  past  month  ....  the  Penn- 


sylvania Medical  Journal  has  carried  announcements  of 
perandren  and  metandren  . . and  of  privine,  a vaso- 

constrictor; the  New  England  Journal  of  Medicine  carried 
one  for  ferrosate  ....  California  and  Western  Medicine  in 
the  July  issue  alone  published  advertisements  for  six 
nonaccepted  products.  The  September  issue  of  the  South- 
ern Medical  Journal  carries  advertisements  for  more  than 
twenty  unaccepted  preparations,  and  the  Illinois  anu  New 
York  journals  continue  to  be  veritable  directories  of  un- 
established and  unscientific  therapy  . ’ 

Apparently  this  villainy  is  well  scattered 
around  the  country,  at  any  rate. 

“As  long  as  any  considerable  part  of  the  medical  pro- 
fession contributes  to  extending  the  blight  of  the  falsely 
exploited  proprietary  medicine,  the  battle  for  scientific 
therapy  remains  difficult.  In  any  war  the  most  dangerous 
attack  is  the  attack  from  the  rear.  The  threat  most  dif- 
ficult to  meet  is  that  from  those  who  should  be  presumed  to 
be  friends.  The  time  should  long  since  have  passed  when 
leaders  of  medical  organizations  consent  to  permit  the 
exploiters  of  unestablished  proprietary  remedies  to  pay  the 
bulk  of  printing  and  publishing  bills  of  the  medical  journals 
that  are  supposed  to  represent  scientific  medicine.  Can  the 
physicians  of  Illinois  and  New  York  and  the  representa- 
tives of  a few  states  who  are  urging  a breakdown  of  the 
Council  standards  believe  that  the  business  managers  of 
their  periodicals  are  better  equipped  to  judge  what  is 
good  in  materia  medica  and  therapeutics  than  is  the 
Council  on  Pharmacy  and  Chemistry?” 

Not  by  a jug  full  they  can’t!  And  we  do 
not  believe  that  many  do,  but  we  can  find 
space  to  deplore  the  kind  of  attack  from 
the  rear  which,  in  our  opinion,  such  an  edi- 
torial as  the  J.A.M.A.’ s exemplifies.  Merely 
a perfunctory  inquiry  into  the  manner  in 
which  the  advertising  in  the  N Y.S.J.M.  is 
accepted  or  rejected  by  the  Publication 
Committee  (the  business  manager  never 
voting)  would  have  been  sufficient  to  relieve 
the  business  office  of  any  such  accusation 
as  is  here  made  with  a carefree  disregard  of 
the  truth.  The  fact  is  that  honest  differ- 
ences of  opinion  exist  between  the  physi- 
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cians  on  the  Publication  Committee  and  the 
officials  of  the  A. M. A.  as  to  the  acceptability 
of  a few  advertisers  and  products.  These 
physicians  scrutinize  each  disputed  product 
closely,  reject  more  than  they  accept,  and 
decide  each  doubtful  case  on  its  own  merits, 
in  good  faith,  without  any  regard  whatever 
to  pecuniary  advantage,  and  according  to 
their  own  interpretation  of  what  constitutes 
ethical  advertising.  In  a few  instances 
they  disagree  with  the  interpretation  and 
application  of  the  Council’s  standards.  The 
Publication  Committee  members  have  been 
identified  with  medical  publishing  for  a 
number  of  years,  and  are  thoroughly  familiar 
with  both  sides  of  the  mooted  questions  in- 
volved. They  feel  that  they  are  fully  able, 
and  have  the  right,  to  fix  policies  for  their 
own  journal. 

The  editor  of  the  J.A.M.A.  bites  with  no 
rubber  teeth!  Passing  over  his  allusions  to 
“attack  from  the  rear,”  and  threats  “from 
those  who  should  be  presumed  to  be  friends,” 
as  the  understandable  irritability  of  a 
righteous  man  in  the  presence  of  great  wick- 
edness and  perhaps  goaded  to  the  use  of 
intemperate  language  by  too  frequent  so- 
journs in  Washington,*  we  quote  again: 

“The  governing  bodies  of  the  medical  societies  of  Il- 
linois and  New  York  and  the  councils  and  boards  of  trus- 


tees of  the  other  medical  societies  which  are  being  urged  by 
business  managers  to  depart  from  the  standards  of  the  Coun- 
cil 3 might  well  give  more  consideration  to  their  responsi- 
bility to  scientific  medicine.” 

And  well  they  might,  if,  in  fact , this  is  the 
case. 

The  physicians  of  New  York  State  re- 
cently gratuitously  impugned  as  to  their 
patriotism  by  the  editor  of  the  J.A.M.A. 
and  threatened  with  induction  by  the  same 
apparently  inexhaustable  fountain  of  righte- 
ousness, will,  of  course,  lose  no  time  in  the 
investigation  of  the  sources  of  the  profit 
derived  from  advertising  which  makes  pos- 
sible the  J.A.M.A.  as  well  as  the  state  medi- 
cal journals  and  which  helps  to  further  the 
nonprofit  activities  of  all  medical  societies. 

Will  the  naughty  business  offices  of  the 
villainous  medical  journals  prevail?  Will 
the  physicians  of  the  Publication  Committee 
who  alone  pass  on  the  advertising  in  the 
N.Y.S.J.M.  permit  little  Journalina  to  be 
tied  to  the  railroad  track  with  the  Chicago 
Express  coming? 

Read  the  next  installment  of  this  thrilling 
editorial  serial  in  the  November  15  issue. 


1 J.A.M.A.  123:  No.  6:  354-355  (Oct.  9)  1943. 

2 Job  22:  15. 

* Italics  ours. — Editor. 

* See  Dr.  Pepys'  Diary,  J.A.M.A.,  August  31,  September 
30,  October  6,  October  9. 


Federal  Medicine? 


“Do  we  need  Federal  Medicine?”  asks  the 
Saturday  Evening  Post  editorially,1  referring 
to  the  new  social  security  bill  ( S.1161 ),  and 
more  particularly  to  the  section  entitled 
“Federal  Medical  Hospitalization  and  Re- 
lated Benefits.” 

“From  the  ambitious  nature  of  the  scheme,  one 
might  conclude  that  American  medicine  had  never 
done  anything  for  the  indigent  and  that  the  one 
thing  necessary  to  guarantee  good  health  to  all  was 
the  creation  of  a vast  scheme  for  state  medicine  with 
more  billions  to  spend  than  was  considered  neces- 
sary to  run  the  whole  country  fifteen  years  ago. 
Actually,  of  course,  the  facts  are  just  the  opposite. 
Although  so-called  ‘organized  medicine,’  as  repre- 
sented by  the  A.M.A.  bureaucracy,  has  often  failed 
to  respond  to  the  demand  for  wider  distribution  of 
medical  care,  the  actual  history  of  American  medi- 
cine is  a consistent  record  of  expanded  service, 
scientific  advance,  and  social  responsibility.  All 
the  way  from  the  country  doctor,  who  needs  no 
Federal  salary  to  get  him  out  on  a baby  case  at 
three  in  the  morning,  to  group  schemes  like  the 


Blue  Cross  hospital-payment  plan,  American  medi- 
cine is  trying  to  meet  the  health  needs  of  the  country. 
There  is  still  need  for  progress  in  rural  communities 
and  among  the  poorer  groups,  and  some  medical 
societies  still  fail  to  see  the  advantages  to  the  pro- 
fession in  prepaid  medicine.  But  the  trend  is  un- 
mistakable and  it  would  be  tragic  to  divert  it  into 
politico-bureaucratic  channels.” 

This  is  common  sense.  It  is  common 
sense  where  it  is  most  needed,  in  a publica- 
tion widely  read  by  the  people,  the  tax- 
payers, which  is  at  liberty  to  take  what 
position  it  pleases  on  questions  of  the  day. 
It  pleases  to  say  forthrightly  what  the  jour- 
nals and  other  publications  of  organized 
medicine  have  been  claiming  for  years: 
that  the  “undoubted  needs  of  people  who 
lack  adequate  medical  care”  can  be  taken 
care  of  “at  a social  cost  lower  than  the  ‘co- 
ordination’ of  all  medical  services  under 
government  aegis.” 

In  April  we  showed  in  these  columns2  the 
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extent  of  the  “participation  of  the  State  of 
New  York  in  medical,  health,  and  welfare 
services.  In  these  services,  the  state,  the 
voluntary  agencies,  and  the  medical  profes- 
sion conduct  a cooperative  enterprise ” 

for  the  indigent  and  the  medically  indigent 
of  the  state.  These  services  comprise: 

Premarital  examination  of  prospective  fathers 
and  mothers 
Maternal  welfare 

(а)  Treatment  for  syphilis 

(б)  Obstetric  care 
(c)  Postpartum  care 

Treatment  of  Ophthalmia  neonatorum 
Well-baby  clinics 

Immunization  services  of  various  kinds 

Care  and  rehabilitation  of  poliomyelitis  patients 

School  medical  services 

(а)  Physical  examination 

(б)  Health  education 

(c)  Specific  medical  services  where  needed 
Special  schools  for  handicapped  children 
Dental  clinics  in  schools 

Lunches,  milk,  and  transportation  for  school 
children 

Industrial  hygiene  supervision  and  rehabilitation 
Workmen’s  compensation  insurance 
Medical  care  of  the  indigent 
Old  age  assistance 

Institutions  providing  care  under  state 
auspices  are: 

General  hospitals,  their  clinics  and  wards 
Mental  hospitals 
Tuberculosis  hospitals 
Cardiac  institutions 
Veterans’  hospitals 

Agencies  supervising  or  assisting  in  pro- 
vision of  state  care  are: 

State  Health  Department 
State  Welfare  Department 
Local  welfare  and  health  departments 
State  Education  Department 
State  Department  of  Labor 
State  Department  of  Insurance 
Public  Health  Nurses’  Association 
State  Medical  Society,  local  branches  and  county 
societies 

Tuberculosis  Association 
Cancer  Committee 


Hospital  expense  insurance  plans 
Medical  expense  insurance  plans 
Industrial  mutual  aid  plans 

Diseases  for  which  the  state  has  assumed 
full  or  partial  responsibility  are : 

Poliomyelitis 

Tuberculosis 

Blindness 

Mental  and  nervous  diseases 

Cancer 

Deafness 

Cardiac  disease 

In  addition,  as  the  Post  rightly  adds: 
“Group  medical  service  is  growing  rapidly 
around  hospitals,  business  and  industrial  es- 
tablishments, local  political  entities,  and  so 
on.  To  us,  such  schemes,  with  Federal 
support  where  needed,  seem  the  reasonable 
way  to  bring  about  whatever  changes  are 
necessary  in  medical  practice — natural  evo- 
lution as  opposed  to  some  New  Deal  miracle 
having  the  typical  political  characteristics 
of  unlimited  promise  and  meager  perform- 
ance.^ 

Medical  expense  indemnity  insurance  is 
already  well  under  way,  both  the  nonprofit 
organizations  and  a few  commercial  ven- 
tures in  this  field.  Thus  the  lower  income 
brackets  above  the  level  of  indigency  are 
being  provided,  as  rapidly  as  seems  consist- 
ent with  sound  actuarial  practice  and  financ- 
ing, with  the  opportunity  to  protect  them- 
selves from  medical  and  surgical  catastro- 
phes. 

As  the  Post  continues:  “If  we  can  man- 

age to  keep  our  shirts  on,  the  United  States 
will  shortly  have  plenty  of  group  medicine, 
and  with  no  fear  that  professional  standards, 
local  responsibility,  and  enthusiasm  in  ex- 
periment will  be  engulfed  in  a wave  of 
bureaucracy.” 

Homely,  common  sense.  More  of  the 
same  wanted. 

1 Sept.  25,  1943,  p.  112. 

2 New  York  State  J.  Med.  43:  610  (April  1)  1943. 


Fetal  Prophylaxis 


The  interests  of  the  newborn  baby  are  best 
served  by  measures  that  safeguard  the  health  of 
the  mother.  These  measures  are  sometimes 
chiefly  preventative,  as  pointed  out  by  nutrition 
experts.  In  disease  syphilis  offers  the  classic 
example  of  an  infection  of  which  both  mother  and 
fetus  may  be  simultaneously  cured.  The  anti- 


luetic  agent  administered  to  the  mother  traverses 
the  placental  barrier  and  equally  affects  the  fetus, 
ridding  it  of  the  insidious  spirochetes.  There  are 
other  drugs  in  common  use,  however,  which  have 
the  same  ability  to  enter  the  fetal  circulation. 
Additional  knowledge  of  such  actions  are  of  more 
than  theoretic  value. 
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In  antepartum  infections,  as  in  syphilis,  the 
fetus  is  exposed  to  the  hazards  of  disease.  It  is 
now  recognized  that  the  fetus  is  poorly  equipped 
for  antibody  formation  and  relies  upon  its  mother 
for  the  passive  transmission  of  protective  antibod- 
ies.1 If  a maternal  infection  occurs  at  term,  the 
outlook  for  the  new  born  baby,  separated  from  its 
mother,  may  be  very  serious.  The  organisms  most 
commonly  found  in  neonatal  infections — the  he- 
molytic streptococcus,  Staphylococcus  aureus, 
and  the  coliform  bacilli — are  amenable  to  sulfona- 
mide. therapy.  Fortunately,  these  drugs  are  also 
effective  against  the  gonococcus  and  have  been 
employed  in  gonorrheal  ophthalmia.  Proof  that 
the  sulfonamide  drugs  are  freely  transmitted 
across  the  placenta  has  been  provided.2  Concen- 
tration of  the  drug  is  the  same  in  the  fetal  and 
maternal  bloods. 

Since  the  unborn  baby  depends  upon  its  mother 
for  protective  antibodies  against  disease,3  meas- 
ures that  confer  new  or  added  protection  to  the 


baby  through  the  mother  should  be  utilized.  A 
long  step  in  this  direction  has  been  taken  in  the 
case  of  whooping  cough.  Relatively  few  babies 
are  born  with  immunity  to  pertussis,  and  proof 
has  been  adduced  that  vaccination  during 
pregnancy  results  in  an  effective  titer  of  anti- 
bodies in  the  mother’s  blood,  which  is  trans- 
mitted in  newborn  babies.1  It  is  logical  to  deduce 
that  such  babies  are  at  least  for  some  time  pro- 
tected against  whooping  cough,  a very  serious 
disease  in  the  infant.  Perhaps  the  same  method 
can  be  applied  or  extended  to  other  infections 
to  which  the  infant  is  ready  prey  and  which  are 
not  amenable  to  chemotherapy.  It  heralds  the 
opening  of  a new  avenue  in  prophylactic  therapy. 
The  scope  of  fetal  prophylaxis  and  intrauterine 
therapy  has  thus  been  widened  and  extended. 

1 Cohen,  Philip,  and  Scadron,  Samuel  J.:  J.A.M.A.  656: 

662  (Feb.  27)  1943. 

2 Speert,  H.:  Am.  J.  Obst.  & Gynec.  45:  200  (Feb.)  1943. 

* Lichty,  J.  A.,  Jr.,  Katsampes,  C.  P.,  and  Baum,  W.  S.: 

J.  Pediat.  22:  549  (May)  1943. 


Correspondence 


104  EAST  40th  STREET 
NEW  YORK  CITY  16 
October  8,  1943 

To  the  Editor: 

In  an  article  published  in  the  Journal  (43:  1829 
(Oct.  1)  1943)  the  author  Leo  A.  Shifrin  states  as  his 
opinion  that  “chancroid  can  most  often  be  prevented 
by  the  soap  and  water  scrub.”  Canizares  and  I at 
New  York  University  and  Bellevue  Hospital,  and 


Greenblatt,  independently  at  the  University  of 
Georgia,  have  demonstrated  by  the  use  of  both 
auto-inoculation  material  and  culture  that  soap  and 
water  are  valueless  for  this  purpose.  A report  of 
this  work  will  appear  shortly  in  the  Journal  of 
Syphilis , Gonorrhea  and  Venereal  Diseases. 

Very  truly  yours, 
Frank  C.  Combes 


Announcement 

1944  ANNUAL  MEETING 
Medical  Society  of  the  State  of  New  York 

The  138th  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York  will  be  held  Monday , May  8,  to  Thurs- 
day, May  11,  1944 , inclusive,  at  Hotel  Pennsylvania  in 
New  York  City. 

COUNCIL  COMMITTEE  ON  CONVENTION 


EPIDEMIC  KERATOCONJUNCTIVITIS 

Arthur  J.  Bedell,  M.D.,  F.A.C.S.,  Albany 


SINCE  sending  the  title  of  this  communica- 
tion to  the  Chairman  of  the  Section,  several 
! articles  on  epidemic  keratoconjunctivitis  have 
appeared  in  the  Journal  of  the  American  Medical 
Association,  special  journals,  and  health  bulle- 
tins.1-15 The  profession  and  many  administra- 
tive heads  of  business  have  been  bombarded  with 
alarmist  statements,  directions  for  detection 
have  been  published,  stampeded  health  depart- 
ments have  made  the  disease  reportable,  and 
some  state  compensation  commissions  have  with- 
out, I fear,  due  study  ruled  that  epidemic  kerato- 
conjunctivitis is  an  occupational  disease. 

Keratoconjunctivitis  starts  as  an  acute  reac- 
tion involving  the  entire  conjunctival  surface. 
Sometimes,  as  in  the  severest  forms  described  by 
Hogan  and  Crawford,16  the  eyelids  are  greatly 
swollen  and  edematous,  and  the  conjunctiva  is 
edematous  with  or  without  an  adherent  mem- 
brane. In  others  the  local  congestion  is  less  in- 
tense, and  the  conjunctiva  arranged  in  thick, 
dark  pink  or  red  folds  consisting  of  coalescent 
follicles.  In  other  forms  separate,  discrete  but 
widely  dispersed  large  follicles  dominate  the  pic- 
ture, while  in  still  others  the  conjunctival  con- 
gestion is  slight,  without  or  with  fine  follicles. 
After  the  acute  stage  subsides  and  frequently 
after  a period  when  the  eye  is  quiet,  there  is  a 
severe  exacerbation  accompanied  by  dimness  of 
vision  which  is  found  to  be  caused  by  infiltrates 
in  the  cornea. 

Subjectively,  the  earliest  symptom  is  the  sensa- 
tion of  a foreign  body  in  the  eye  and,  objectively, 
a profuse  lacrimation.  Most  often  there  is  little 
or  no  pus  during  the  entire  course  of  the  disease. 

It  is  no  wonder  that  in  the  early  stages  of  an 
epidemic  the  patient  who  comes  in  complaining 
of  a foreign  body  in  his  eye,  with  tears  flowing 
down  his  face  and  a red  eye,  is  treated  for  a foreign 
body  although  none  is  found.  The  smarting, 
burning  pain  has  been  likened  to  that  which  fol- 
lows exposure  of  the  eyes  to  mustard  gas,  am- 
monia vapor,  or  dilute  chlorine.  Some  cases  have 
been  reported  of  corneal  involvement  which  never 
had  any  sign  of  ocular  irritation. 

Stress  has  been  placed  on  glandular  enlarge- 
ment as  an  essential  criterion.  This  is  unfortun- 
ate, for  a great  many  patients  have  no  gland 
change. 

Practically  all  patients  with  an  acutely  distress- 
ing eye  condition  have  some  constitutional  or 
neurological  reactions  ranging  from  a headache, 


the  direct  result  of  the  occipito-frontalis  and 
orbicularis  spasms  with  the  photophobia,  to  a 
general  disinclination  to  move  about,  malaise,  or 
even  mild  fever.  These  are  common  findings 
and  should  not  be  considered  distinctive  of  any 
particular  type  of  infection,  certainly  not  pathog- 
nomonic of  keratoconjunctivitis. 

In  opening  the  discussion  of  epidemic  kerato- 
conjunctivitis, it  must  be  stated  at  the  outset 
that  this  is  not  a new  disease.  Every  ophthal- 
mologist who  has  used  the  slit  lamp  as  a routine 
has  seen  cases  of  corneal  infiltrates  identical  to 
those  found  in  the  epidemic  and,  furthermore,  as 
has  been  recently  restated,  similar  spots  follow 
conjunctival  burns,  ocular  injuries,  allergy,  and 
bacterial  infections. 

The  only  suggestive  characteristic  end  result 
is  the  corneal  infiltrates,  but  before  they  develop 
other  changes  may  be  found  in  the  cornea.  Too 
little  attention  has  been  paid  to  the  superficial 
alterations,  which  vary  from  minute  microscopic 
pinpoint  depressions  in  the  epithelium  to  circular 
or  comma-like  epithelial  loss.  These  may  be  so 
delicate  that  they  do  not  stain  with  fluorescein  or 
mercurochrome,  are  evanescent,  frequently  last- 
ing only  a few  hours  at  the  peak  of  the  conjunc- 
tival reaction  and  often  seen  only  at  the  beginning 
of  the  recrudescence.  Rarely  the  epithelial  sur- 
face is  broken  with  a gray-edged  loss  which  regen- 
erates quickly.  Corneal  ulcers  have  been  con- 
spicuous by  their  absence  in  the  cases  in  our 
vicinity  and  even  when  present  they  soon  dis- 
appear. 

The  predominant  form  of  corneal  change  is  be- 
neath the  corneal  epithelium  and  external  to  the 
corneal  nerves.  Probably  the  greatest  number  of 
infiltrates  are  confined  to  Bowman’s  membrane, 
but  others,  particularly  the  largest  ones,  invade 
the  contiguous  layers  of  the  cornea.  In  consist- 
ency they  vary  from  a few  scattered  granules 
collected  in  a spot  to  thick,  opaque,  granular, 
gray-white  plaques  more  than  1 millimeter  in 
size.  There  are  all  sizes  between  the  two  ex- 
tremes. The  large  ones  can  be  seen  without  the 
aid  of  a lens  or  loop,  and  the  smaller  ones  can  be 
seen  with  the  ophthalmoscope  using  a +20  lens. 
However,  it  must  be  stressed  that  the  accurate 
and  sometimes  the  only  way  to  diagnose  the 
corneal  phase  of  the  disease  is  with  the  slit  lamp. 

The  geographic  location  of  the  infiltrates  is,  as 
a rule,  fairly  well  established  as  the  zone  where  the 
cornea  is  exposed  in  the  palpebral  fissure.  Inci- 
dentally, they  are  especially  numerous  in  the 
region  farthest  from  peripheral  nourishment. 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York,  Buffalo,  May  5,  1943. 
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Obviously,  the  spots  are  best  seen  against  a dark 
background  and,  therefore,  are  most  commonly 
said  to  occupy  the  pupillary  area.  Careful  ex- 
amination, however,  will  show  them  in  a much 
larger  circle,  although  they  rarely  extend  to  the 
limbus.  I have  not  seen  any  comparable  opaci- 
ties in  the  conjunctiva  even  when  the  cornea  is 
completely  covered  with  dense  spots  of  large  size. 

The  infiltrates  are  not  vascular,  and  at  no  time 
in  the  course  of  the  disease  have  I observed  any 
increase  in  the  limbus  palisade  structure.  They 
exhibit  no  tendency  to  coalesce,  and  there  are  no 
corneal  hemorrhages. 

Case  Reports 

Case  1. — To  make  this  presentation  more  con- 
crete, consider  the  case  of  R.  H.,  a healthy  appearing 
31-year-old  man,  not  a shipyard  worker  or  an  in- 
dustrial plant  employee  but  instead  a man  who  lives 
outdoors  much  of  the  time.  He  had  had  no  contact 
with  any  known  or  particular  source  of  infection, 
although  he  had  been  in  the  crowded  New  York 
City  subways,  which  must  be  considered  as  a potent 
source  of  contamination.  A month  after  he  had 
been  under  treatment  he  learned  that  a man  living 
in  the  same  large  New  York  City  apartment  house 
was  supposed  to  have  had  the  disease.  It  is  to  be 
recorded  that  he  had  never  seen  that  person.  The 
patient  was  practically  never  ill  and  was  without 
ocular  signs  or  symptoms  until  five  days  before  he 
was  first  examined,  when  he  had  what  he  described 
as  a cold,  with  a watery  eye.  The  next  day  the  left 
eye  became  red  and  tears  streamed  down  his  face, 
with  some  discharge. 

On  examination  the  left  eyelids  were  slightly 
edematous  and  congested.  Lacrimation  was  pro- 
fuse, with  only  a trace  of  mucopus.  There  was 
marked  conjunctival  congestion  with  moderate 
edema  and  fine,  widely  dispersed  follicles  on  the 
tarsal,  palpebral,  and  cul-de-sac  conjunctiva.  The 
cornea  was  smooth,  glistening,  and  devoid  of  any 
infiltrations  or  surface  opacities. 

There  were  no  palpable  glandular  enlargements  or 
tender  nodes,  and  there  was  no  sensation  of  a foreign 
body. 

Two  days  later,  the  palpebral  and  bulbar  con- 
junctiva of  the  right  eye  was  congested  with  a few 
scattered  follicles.  The  cornea  was  clear.  The 
vision  was  6/15.  The  injection  and  edema  of  the 
conjunctiva  of  the  left  eye  were  less. 

The  irritative  symptoms  and  evidence  of  con- 
junctival reaction  steadily  diminished  until  the 
ninth  day  of  observation — the  fourteenth  day  since 
the  onset — when  the  patient  reported  to  my  office 
because  of  blurred  vision  in  the  right  eye,  which  was 
reduced  to  6/6D.  There  were  many  fine,  white,  gran- 
ular specks,  like  small  commas,  of  corneal  epithelium 
roughness.  These  were  especially  disposed  over  the 
center  of  the  cornea  in  the  pupillary  region.  As  in 
the  beginning,  the  3 mm.  pupil  was  negative  and  re- 
acted promptly  to  light  and  accommodation.  There 
were  no  free  cells  in  the  aqueous  and  the  iris  was  of 
normal  color.  The  fundus  was  negative,  the  disk 


clearly  and  distinctly  outlined.  The  conjunctiva 
was  much  paler  and  appeared  almost  entirely  healed. 
The  lacrimation  and  the  photophobia  were  slight. 

Two  weeks  later,  the  right  eye  was  almost  white 
and  there  was  no  photophobia.  The  left  cornea 
showed  several  subepithelial  grouped  opacities. 
The  epithelial  surface  was  smooth,  with  the  excep- 
tion of  one  rough  spot. 

Forty-six  days  after  onset,  in  the  right  cornea 
there  were  a few  discrete  opacities  external  to  the 
corneal  nerves  and  all  definitely  deeper  than  the 
epithelial  layer.  These  spots  varied  in  size  from  one 
just  visible  with  the  high-power  slit  lamp  lenses  to 
one  about  0.5  mm.  in  size.  They  were  all  granular- 
gray  with  well-defined  borders  and  all  seemingly  in 
the  same  level  of  the  corneal  structure. 

The  left  eye  was  free  from  irritation.  The  deposits 
in  the  cornea  were  larger  than  those  in  the  right  but 
otherwise  they  were  the  same  in  position  and  of  the 
same  structure. 

Gradually,  but  steadily,  the  eye  became  normal. 
When  the  patient  was  last  seen,  four  months  after 
the  onset,  the  vision  of  the  right  eye  with  — 1 .00  was 
6/5.  The  corneal  spots  were  unchanged  either  in 
number  or  in  individual  size. 

The  vision  in  the  left  eye  was  6/6  with  —50  6/5, 
and  although  the  globe  was  free  from  irritation,  the 
corneal  infiltrates  remained  unaltered.  At  no  time 
during  the  entire  period  of  observation  was  there  i 
any  adenopathy. 

In  this  case  it  is  to  be  noted  that  the  fine  j 
epithelial  losses  were  followed  by  deeper  infil- 
trates. The  conjunctival  irritation  was  followed 
by  corneal  infiltrations  identical  to  those  which 
for  years  have  been  called  nummular  keratitis. 
When  zur  Nedden  saw  the  early  cases  in  the  Ger- 
man epidemic  of  1938,  he  diagnosed  the  condition 
as  nummular  keratitis.  He  later  wrote  about 
the  massive  follicular  swellings  of  the  conjunctiva, 
subconjunctival  chemosis,  and  small,  round, 
punctiform  flecks.11 

Case  2. — Twelve  days  after  a foreign  body  was 
removed  from  the  right  cornea  of  a 30-year-old  i 
mechanic,  the  eye  became  red  and  irritable,  with 
profuse  lacrimation  and  photophobia.  When  the 
patient  was  seen,  the  entire  conjunctiva  was  red  ! 
with  many  follicles  arranged  in  ridges  with  very  i 
little  mucous  and  no  glandular  swellings.  This  ! 
quickly  subsided,  leaving  several  corneal  infiltrates,  i 

This  was  the  only  case  in  a plant  where  500 
men  were  reprocessing  tools.  This  most  certainly 
suggests  that  the  workers  were  either  immune  or 
that  this  particular  type  of  infection  was  not 
especially  virulent.  Of  interest  is  the  fact  that 
many  patients  with  foreign  bodies  in  their  eyes  i 
were  constantly  reporting  for  treatment,  and  the 
foreign  bodies  were  removed  under  identical  con- 
ditions, yet  he  was  the  only  one  affected. 

So  much  has  been  written  about  industrial 
workers  as  victims  of  the  disease  that  some  cases 
are  epitomized. 
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Case  8. — A 43-year-old  toolmaker  had  the  sensa- 
tion of  a foreign  body  in  his  right  eye  and  was  told 
by  his  physician  that  he  had  oil  and  emery  in  his 
eye.  This  happened  six  days  before  he  came  under 
my  personal  care.  He  was  in  excellent  health  and 
had  not  been  in  contact  with  any  other  eye  case. 

He  presented,  with  an  intense  congestion,  edema 
of  the  entire  conjunctiva  of  the  right  eye.  The  pho- 
tophobia and  lacrimation  were  extreme.  The  vision 
through  tears  was  5/30.  The  cornea  was  clear  under 
the  slit  lamp. 

Eleven  days  later  he  was  so  improved  that  he  had 
no  bulbar  congestion  or  excess  lacrimation,  and  it 
was  not  until  forty-three  days  had  elapsed  that  he 
returned  because  his  vision  was  reduced  to  6/7.5. 
The  typical  corneal  infiltrates  were  then  present. 
In  six  weeks  the  infiltrates  were  definitely  smaller 
and  fewer.  The  vision  was  6/6,  and  the  patient  was 
symptomatically  cured. 

This  man  never  developed  any  changes  in  his 
left  eye. 

Case  4- — Another  case  was  that  of  a 37-year-old 
man  who,  while  working  in  a large  plant,  never  even 
saw  anyone  with  a sore  eye  in  his  building  or  about 
the  shop.  He  had  no  foreign  body  removed  from  his 
eye,  nor  was  he  in  the  dispensary  previous  to  the 
outbreak  of  his  infection. 

The  right  eye  was  first  red,  sore,  and  watery,  with 
a scratchy  sensation.  Five  days  later,  the  left  eye 
was  watery  with  a tendency  to  stickiness  of  the  lids. 

When  the  patient  was  seen  twenty-one  days  after 
the  onset,  the  vision  of  the  right  eye  was  6/12.  The 
globe  and  lids  were  free  from  congestion.  There 
were  innumerable  gray  spots  of  various  sizes  in  the 
cornea.  Many  of  them  were  visible  to  the  naked 

Seye  and  all,  when  examined  under  the  slit  lamp, 
were  found  in  the  most  anterior  layers  of  the  corneal 
stroma  close  to  Bowman’s  membrane.  The  pupil 
was  5.5  mm.  and  reacted  slowly  to  light,  the  result  of 
atropine  which  had  been  used  elsewhere.  The 
fundus  was  negative. 

The  left  eye  was  a replica  of  the  right. 

Seven  months  later  there  was  no  change  in  the 
number  or  size  of  the  infiltrates. 

Case  5. — Another  case  was  that  of  a man,  41 
years  old,  whose  right  eye  became  red  about  a week 
and  a half  after  a piece  of  steel  was  removed  at  the 
hospital. 

In  the  right  eye  vision  was  6/6.  The  entire  con- 
junctiva was  congested  and  watery  without  secre- 
tion; many  fine  follicles  were  scattered  all  over  the 
tarsal  portion.  With  the  exception  of  a very  faint 
epithelial  haze  of  the  cornea,  the  eye  was  negative. 
There  was  a small,  superficial  right  parotid  gland. 

The  left  eye  was  uninvolved  then  or  at  any  other 
time. 

When  last  seen,  five  months  later,  there  were 
several  large  corneal  infiltrates. 

This  patient  had  a foreign  body  removed  from 
his  cornea  and  developed  the  keratitis  only  in 
the  traumatized  eye,  but  that  does  not  prove  that 
the  disease  would  not  have  developed  nor  does  it 
exclude  the  possibility  that  it  was  already  present. 
Illustrative  cases  could  be  cited  for  hours,  but 


the  dominant  symptoms  are  always  the  same.  In 
some  the  corneal  infiltrates  appear  while  the  eye 
is  still  congested;  in  others,  after  a period  of  com- 
plete abatement  of  all  symptoms  there  is  a return 
of  the  lacrimation  and  the  photophobia.  The 
conjunctiva  becomes  injected,  and  the  cornea 
shows,  for  the  first  time,  the  typical  infiltrates. 
For  this  reason  it  is  necessary  to  reserve  judg- 
ment for  several  days  before  committing  oneself 
as  to  the  outcome.  Too  hasty  a conclusion  has 
led  to  the  report  of  cures  which  later  proved  to 
be  mere  recessions. 

That  the  disease  is  endemic  is  well  illustrated 
by  a woman  whom  I first  saw  twenty-five  years 
ago  with  infiltrates  similar  to  those  now  consid- 
ered diagnostic  of  this  disease.  She  still  has  them. 

The  most  common  initial  symptom  is  the  sen- 
sation of  a foreign  body,  and,  although  there  is 
no  doubt  that  many  patients  have  had  a foreign 
body  removed  from  the  conjunctiva  or  cornea,  it 
must  be  accepted  by  all  scientific  ophthalmolo- 
gists that  a coincident,  minute  conjunctival  for- 
eign body  may  be  found  in  a patient  suffering 
from  keratoconjunctivitis.  I have  seen  well- 
formed  corneal  infiltrates  in  patients  who  have 
had  a corneal  foreign  body  only  a few  hours  be- 
fore I saw  them. 

No  authentic  case  is  on  record  in  which  the 
corneal  infiltrates  started  at  the  place  where  a 
foreign  body  had  been  removed,  and  this  evi- 
dence must  be  considered  when  such  an  injury  is 
claimed  to  be  the  cause. 

Analysis  of  the  reported  cases  must  be  made  in 
a careful,  judicial  manner  and  not  be  an  attempt 
to  juggle  or  misread  statistics  so  as  to  substan- 
tiate previously  formed  conclusions. 

In  an  uncomplicated  case,  the  iris  is  not  in- 
volved nor  are  there  any  deep  ocular  changes.  I 
have  seen  only  one  case  in  which  a latent  uveitis 
was  activated. 

The  length  of  disability  reflects  the  patient’s  de- 
sire to  work  as  well  as  the  local  reaction. 

The  fact  that  many  employees  of  large  manu- 
facturing concerns  acquire  the  disease  is  by  no 
means  conclusive  proof  that  it  is  an  occupational 
disease,  but  rather  it  is  evidence  that  the  com- 
munity is  the  source.  If,  for  instance,  45  per 
cent  of  the  population  of  a community  were  em- 
ployed in  large  shops  and  4 per  cent  of  them  be- 
came infected,  would  it  be  reasonable  to  suppose 
that  the  occupational  hazard  was  not  as  great  for 
all?  If  4 per  cent  of  the  local  population  had  the 
disease,  would  it  not  be  rational  to  conclude  that 
it  was  a community  infection? 

In  a large  manufacturing  establishment  where 
many  men  had  the  disease  the  incidence  among 
women  was  remarkably  low. 

Other  observers  have  spoken  about  women  pa- 
tients, especially  housewives,  but  the  disparity 
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between  the  sexes  is  worthy  of  special  comment 
and  cannot  be  waved  aside  by  the  statement 
that  women  are  not  engaged  in  the  dirty  work. 
Both  men  and  women  employed  in  clean,  clerical 
positions  have  reported  with  the  disease. 

Case  6. — In  a 56-year-old  woman  office  worker 
the  right  eye  became  involved  and  four  days  later 
the  left  was  attacked.  The  primary  symptom  was 
the  sensation  of  a foreign  body.  The  eye  was  sore 
for  two  days,  with  profuse  lacrimation  for  four  days. 
It  was  then  fairly  quiet  for  three  days,  when  there 
were  visible  corneal  opacities.  During  the  interim 
she  had  had  three  injections  of  serum.  Now,  several 
months  later,  the  vision  is  6/6  in  each  eye,  and  there 
are  many  spots  in  the  right  cornea  and  a few  in  the 
left. 

Physicians  and  hospital  attendants  are  not  im- 
mune. Several  of  each  class  have  been  affected. 
To  my  knowledge,  at  least  12  physicians  have  been 
victims. 

Furthermore,  if  500  men  were  employed  in  one 
shop  and  only  one  man  became  infected,  would 
that  one  be  an  occupational  infection?  I am 
sure  that  all  will  admit  that  individual  suscepti- 
bility is  the  underlying  factor  and  not  the  work, 
and  will  concede  that  the  workers  in  this  shop 
were  in  the  community  at  large,  and  moreover, 
that  any  of  the  workers  might  have  acquired  the 
disease  outside  of  the  shop.  This  is  well  borne 
out  by  studying  the  world  epidemics  in  regions 
where  the  disease  is  endemic,  as  for  example,  in 
India,  where,  under  certain  ill-defined  conditions, 
thousands  of  cases  develop  in  persons  not  em- 
ployed in  factory  or  shop. 

Too  little  attention  has  been  given  to  the  gen- 
eral physical  well-being  and  susceptibility  and 
too  much  stress  placed  on  one  factor — the  shop 
where  the  workers  collect.  In  this  war  there  have 
been  many  thousands  who  have  rushed  to  indus- 
trial plants,  often  Unfitted  for  the  new  job  either 
by  experience  or  adaptability.  Added  to  these 
energy-reducing  factors  are  those  associated  with 
inadequate  housing,  insufficient  food,  and  limited 
relaxation — a conglomeration  of  all  manner  of 
people  producing  in  their  temporary  homes  the 
conditions  which  have  bred  the  active  agent,  per- 
haps a virus.  The  scientific  view  can  only  be 
that  this  disease  is  communal  and  not  occupa- 
tional. 

Certainly  it  is  not  caused  by  any  given  chemi- 
cal manufacturing  process,  or  any  other  evident 
direct  contact  in  the  factory. 

The  concept  has  been  advanced  that  it  was 
caused  by  specific  work.  Even  the  severe  West 
Coast  epidemic  was  a community  affair  and  was 
not  by  any  means  confined  to  workers  in  indus- 
trial establishments.  No  one  has  proved  that 
outside  congregations  w'ere  blameless  or  that  a 
particular  occupation  was  responsible.  The  early 


suggestion  that  it  was  a welders’  disease,  only  ad- 
vanced because  there  was  much  welding  in  a 
given  plant,  was  soon  discarded — an  inaccurate  I 
conclusion  based  on  a false  premise.  Many  other  ; 
similar  untrue  assumptions  have  appeared  in  the  . 
press,  such  as  the  name,  “shipyard”  conjunctive-  1 
tis. 

In  another  place,  I shall  write  about  the  dis-  : 
tribution  of  keratoconjunctivitis,  but  fortunately 
for  us  Dr.  Murray  Sanders,  wffio  has  done  much  j 
work  in  an  effort  to  determine  the  cause,  has  con-  | 
sented  to  open  this  discussion,  so  that  I shall  i 
make  no  pronouncements  on  etiology  except  to  j 
state  that  the  theories  advanced  include  among 
others  chemical  and  toxin  allergy  and  the  unsatis-  j 
factory  hygienic  surroundings  just  mentioned,  as 
well  as  activation  of  a latent  infection  produced  i 
by  certain  fighting.  This  is  similar  to  the  clini-  ! 
cally  demonstrable  fact  that  a quiescent  malaria 
becomes  manifest  when  the  patient  is  in  the  clear,  j 
bright  sunshine  of  high  mountains. 

The  epidemic  of  keratoconjunctivitis  is  now  ! 
subsiding — in  fact,  has  almost  stopped  in  New 
York  state — whether  because  of  meteorological  j 
or  other  conditions,  including  the  exhaustion  of  ! 
the  susceptibles  is  not  determined.  But  one 
should  note  particularly  that  fresh  material  has 
been  supplied  in  the  way  of  new  employees  in  the 
same  shop  surroundings.  A new  outbreak  may 
dispel  this  optimism. 

As  the  theories  of  the  cause  of  the  disease  are 
numerous,  so  the  types  of  treatments  are  many 
and  varied.  Some  have  advised  atropine.  It 
has  been  of  no  value  in  the  cases  for  which  we 
have  recommended  it,  and  there  were  several. 

Nitrate  of  silver  and  other  silver  salts  were 
tried  and  early  discarded  as  inefficient.  Sulfathia-  | 
zole  has  many  advocates,  and  I feel  that  a 5 per  i 
cent  aqueous  solution  of  sodium  sulfathiazole,  2 
drops  in  the  lower  outer  cul-de-sac  every  two 
hours,  has  reduced  the  discomfort,  hastened  con- 
junctival resolution,  and  maybe  even  shortened 
the  period  of  convalescence.  Adrenalin  chloride, 
1:100  solution,  every  three  hours  has  helped 
some,  and  it  may  be  that  the  oral  administration 
of  ten  minims  of  this  will  provide  another  accept-  I 
able  addition  to  the  general  care.  For  the  per-  : 
sistent  irritation,  wdiich  is  not  unlike  an  acute  i 
allergic  conjunctivitis,  holocaine,  pontocaine,  | 
and  similar  drugs  are  indicated.  Some  patients  | 
were  relieved  by  hot  compresses,  others  by  ice  j 
packs.  All  have  been  given  high  caloric  diet  with 
supplemental  vitamin  fortification  in  various  j 
forms,  including  B]  mixture  and  yeast. 

Treatment 

No  treatment  has  succeeded  in  preventing  the 
corneal  infiltrates.  There  is  no  specific  cure. 
Time,  the  great  healer,  is  the  most  important 
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factor,  and  although  the  spots  may  not  disap- 
pear, vision  usually  improves  under  correct  hy- 
gienic measures.  Locally,  dionin  seems  of  little 
value. 

During  the  acute  stage,  the  patient  should  be 
kept  from  his  work  because  the  abundant  tears 
dripping  onto  his  hands  may  transmit  the  un- 
known causative  agent  to  others  as  well  as  reduce 
the  visual  sharpness  to  a point  where  workers 
about  machines  are  exposed  to  increased  occupa- 
tional hazards.  Obviously,  this  does  not  apply 
to  those  in  outside  employment.  Too  much  op- 
timism about  a complete  cure  should  not  be  ex- 
pressed before  the  patient,  for  it  must  be  remem- 
bered that  the  corneal  infiltrations  follow  a re- 
mission in  the  acute  symptoms  even  as  late  as 
forty  days  after  apparent  recovery. 

The  end  results  will  be  in  evidence  for  a long 
time.  I have  seen  corneal  infiltrates  remain  un- 
changed for  months,  and  I have  also  seen  them 
lessen,  but  up  to  the  present  time  very  few  have 
entirely  disappeared. 

Keratitis  superficialis,  herpes  cornea,  herpes 
zoster,  keratitis  disciformis,  Beal's  conjunctivitis, 
acute  catarrhal  conjunctivitis,  conjunctivitis 
from  nasal  infection,  mild  or  unrecognized  dacry- 
ocystitis, and  nummular  keratitis  must  be  dif- 
ferentiated from  keratoconjunctivitis.  The  dif- 
ferential diagnosis  is  not  especially  difficult  when 
all  observers  are  on  the  alert,  but  even  then  it 
must  be  recognized  that  it  takes  time  for  the 
cornea  to  show  the  changes.  The  general  practi- 
tioner must  be  on  guard  so  as  not  to  call  the  de- 
posits on  the  posterior  surface  of  the  cornea, 
which  are  characteristic  of  uveitis,  corneal  infil- 
trates. 

My  follow-up  of  the  cases  treated  by  serums  has 
not  been  sufficiently  favorable  to  advise  their 
use  at  this  time  and,  furthermore,  it  must  be 
recognized  that  such  serums  are  a possible  source 
of  terrible  catastrophes. 

I am  reluctant  to  endorse  the  statement  that 
physicians,  hospitals,  and  office  attendants  have 
spread  the  infection,  for  there  is  abundant  proof 
to  the  contrary. 

The  entire  question  of  virus  is  so  large  and  the 
possibilities  of  discoveries  are  so  entrancing  that 
we  may  even  now  be  in  the  midst  of  some  of  the 
great  advances  in  medicine.  I can  only  say  that 
I am  as  yet  not  convinced,  but  by  no  means  un- 
conscious, of  the  implications  of  the  work  of  San- 
ders, Thygeson,  and  others. 

Conclusions 

Epidemic  keratoconjunctivitis,  a previously 
recognized  disease,  has  assumed  a new  significance 
in  the  past  few  years  because  of  severe  outbreaks. 
Considerable  ocular  distress,  profuse  lacrima- 
tion,  a few  days  of  incapacity,  and  sometimes 


visual  loss  are  the  usual  accompaniments.  Re- 
ports of  causes  and  cures  have  been  published. 
However,  I subscribe  to  Thygeson's  statement: 
“It  seems  probable  that  it  is  a virus  disease,  and 
the  work  of  Sanders  and  of  Sanders  and  Alexander, 
if  confirmed,  would  appear  to  establish  it  as 
such." 
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Discussion 

Major  Murray  Sanders,  M.C.,  New  York  (by 
invitation) — The  first  point  I should  like  to  make  is 
that  the  occupational  relationship  of  epidemic  kera- 
toconjunctivitis has  not  been  clearly  defined.  The 
only  interest  which  investigators  have  had  in  this 
phase  of  the  problem  is  in  the  presence  of  the  disease 
in  crowded  industrial  areas  where  it  would  be  a 
threat  to  the  war  effort. 

However,  I would  take  exception  to  Dr.  Bedell's 
statement  which  implies  that  this  disease  is  definitely 
not  an  occupational  one.  Regardless  of  what  one’s 
view  is  concerning  the  cause  of  epidemic  kerato- 
conjunctivitis, I think  all  are  agreed  that  it  is  an 
infectious  disease  which  is  spread  by  contact.  If 
conditions  within  a given  factory  are  such  as  to 
facilitate  the  spread  of  a disease,  that  disease  be- 
comes an  occupational  hazard.  With  respect  to  the 
analogy  which  has  been  made  concerning  the  inci- 
dence in  a factory  or  a community,  it  must  be 
remembered  that  the  figures  quoted  by  Dr.  Bedell 
are  hypothetical.  By  the  same  token,  since  this 
disease  is  due  to  an  infectious  agent,  exposure  is  not 
limited  to  a single  locale.  Certainly,  I am  in  agree- 
ment with  Dr.  Bedell  that  there  is  no  reason  to 
suspect  that  this  disease  is  caused  by  specific  work. 

So  far  as  glandular  enlargement  is  concerned,  I 
have  been  told  both  by  Dr.  Phillips  Thygeson  and 
Dr.  Alson  Braley  that  they  consider  this  sign  an  im- 
portant diagnostic  criterion  of  the  disease.  In  my 
own  experience,  this  has  been  true.  Whether  or  not 
it  is  an  essential  criterion  again  remains  a point  to 
be  determined  in  the  future. 

As  to  the  possibility  that  epidemic  keratoconjunc- 
tivitis is  not  a new  disease,  let  me  say  this:  my 
concept  of  infection  would  lead  me  to  base  a specific 
diagnosis  not  on  clinical  appearance  alone  but  on  a 
combination  of  clinical  and  laboratory  findings. 
If  this  concept  is  acceptable,  then  the  designation 
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of  epidemic  keratoconjunctivitis  as  an  “old”  or 
“new”  disease  could  be  based  retrospectively  only 
on  the  demonstration  of  antibodies  to  the  specific 
infectious  agent.  Since  this  has  not  been  done,  it 
would  seem  we  cannot  state  definitely  that  the 
disease  is  an  old  one.  We  do  know  that  a virus 
isolated  in  New  York  has  been  neutralized  by  con- 
valescent serum  from  patients  who  suffered  with 
epidemic  keratoconjunctivitis  in  various  parts  of 
the  country.  Since  ocular  infection  due  to  several 
causative  agents  may  produce  similar  clinical  pic- 


tures, it  seems  to  me  that  too  much  stress  cannot 
be  placed  upon  demonstration  of  immune  bodies  ! 
as  a means  of  placing  e^e  diseases  in  definite  cate- 
gories. 

In  conclusion,  I should  like  to  thank  the  Medical  \ 
Society  of  the  State  of  New  York  for  their  kind  I 
invitation  to  appear  here  today.  I wish  to  thank 
Dr.  Bedell  for  the  privilege  of  hearing  an  excellent  p 
clinical  description  of  a disease  in  which  I am  i 
greatly  interested  and  which  may  be  of  importance  r 
in  the  future. 


AID  TO  STOP  BLEEDING 

Help  in  stopping  bleeding  during  operations  on 
the  brain  or  elsewhere  has  been  discovered  in  a new 
type  of  specially  treated  cotton,  called  oxidized 
cellulose.  Dr.  Virginia  Frantz,  of  the  Department 
of  Surgery,  College  of  Physicians  and  Surgeons, 
Columbia  University,  has  shown  experimentally 
that  this  new  material,  unlike  cotton,  is  absorbed 
when  left  implanted  in  the  body. 

Pledgets  of  the  material  soaked  in  thrombin  have 
been  used  successfully  to  stop  bleeding  in  thirty 
operations  by  Dr.  Tracy  J.  Putnam,  of  the  Neuro- 
logical Institute  and  the  College  of  Physicians  and 
Surgeons,  Columbia  University. 

It  is  the  thrombin,  and  not  the  oxidized  cellulose, 
which  stops  the  bleeding.  Cellulose  oxidized  with 
nitrogen  dioxide,  however,  gives  the  surgeon  a 
better  method  than  ever  before  for  using  the 
blood-clotting  thrombin  to  check  hemorrhage. 

Developed  about  a year  ago  by  Dr.  W.  O.  Ken- 
yon, C.  C.  Unruh,  and  Edward  C.  Yackel,  of  the 
Eastman  Kodak  Research  Laboratories,  the  new 
type  of  oxidized  cellulose  has  found  its  first  pub- 
licly announced  use  in  this  lifesaving  application, 
though  an  earlier  report  suggests  a possible  future 
use  in  the  fight  against  germ  disease.  Its  birth 
in  an  industrial  chemical  laboratory  and  Dr.  Put- 
nam’s report  that  it  became  available  for  surgical 
use  “by  a fortunate  coincidence”  suggest,  however, 
that  it  may  be  finding  other,  as  yet  unannounced, 
uses  in  war  industry. 

Cellulose  oxidized  by  nitrogen  dioxide  is  a fluffy 
white  material,  which  looks  like  cotton  wool.  It 
has  certain  unique  properties  which  make  it  especially 
useful  to  the  surgeon.  It  dissolves  slowly  in 
slightly  alkaline  fluids  such  as  blood.  It  is  absorbed 
by  the  body  from  various  tissues,  including  the  brain, 
without  causing  inflammation  of  any  consequence, 
as  was  shown  by  Dr.  Frantz.  It  can  be  sterilized 
by  boiling  for  three  minutes  and  can  be  kept  in  70 
per  cent  alcohol  until  needed. 

Further  important  medical  and  surgical  uses  for 
it  are  foreseen  by  Dr.  Putnam. 

“Thin  sheets  of  such  treated  cellulose,”  he  states, 


“might  be  used  to  control  bleeding  from  the  cut 
surface  of  parenchymatous  organs;  for  example,  the 
bed  of  the  gallbladder.  A similar  gauze  might  be 
used  in  skin  grafting.  For  first  aid  use  in  the  field, 
an  antiseptic  such  as  sulfapyridine,  penicillin,  or 
gramacidin  might  be  added  to  such  tampons  for 
packing  deep  wounds.” 

Dr.  Putnam  used  this  material  by  saturating  it 
in  a solution  of  the  blood-clotting  thrombin.  Tiny 
pledgets  were  made  by  teasing  out  and  folding  the 
wet  cotton. 

The  troublesome  and  often  dangerous  bleeding 
points  during  brain  operations  were  first  plugged 
with  moist  ordinary  cotton  and  this  was  sucked 
dry.  The  pledget  containing  thrombin  was  then 
rapidly  substituted  for  the  cotton  plug  and  covered 
with  another  piece  of  moist  cotton,  which  in  turn 
was  sucked  drjr  by  special  surgical  suction  appara- 
tus. Even  with  active  bleeding  from  an  artery, 
Dr.  Putnam  reports,  this  second  tampon  or  plug 
could  usually  be  removed  within  a minute,  leaving 
the  treated  cellulose  solidly  clotted. 

The  role  of  thrombin  in  the  clotting  of  blood 
wrhen  it  is  shed  has  long  been  known,  and  purified 
preparations  have  been  available  for  some  time  to 
aid  in  checking  hemorrhage.  Its  practical  use 
in  surgery,  however,  has  been  limited  by  difficulties 
of  application. 

When  fluid  preparations  are  used,  Dr.  Putnam 
explains,  the  clot  which  is  formed  in  less  than  a 
second  with  flowing  blood  is  apt  to  be  washed  away 
before  it  can  stick  to  the  cut,  even  though  the  blood 
flow’  is  no  more  than  an  ooze.  If  the  thrombin  is 
applied  on  plugs  or  pledgets  of  ordinary  cotton,  the 
bleeding  is  checked  even  under  adverse  conditions, 
but  if  the  pledget  is  removed  the  hemorrhage  usually 
begins  again  at  once. 

The  new  type  of  cellulose,  however,  need  not  be 
removed,  since  the  body  can  absorb  it  without  in- 
jury. This  means  that  the  clot  formed  through 
the  action  of  the  thrombin  need  not  be  disturbed 
and  can  remain  in  place  to  stop  bleeding  effectively. 
— Science  News  Letter 


TUBERCULOSIS— A DISEASE  OF  OLDER,  OCCUPIED  MEN 

So  much  emphasis  has  been  placed  on  tuberculosis  country,  there  are  today  132  deaths  among  males  to 

as  a serious  disease  of  girls  and  young  women  that  every  100  deaths  in  females,  and  only  at  ages  10 

its  greater  havoc  among  men  has  not  received  the  to  30  is  the  mortality  higher  in  females. — The 
attention  that  it  deserves.  As  a result  of  the  more  Modern  Attack  on  Tuberculosis,  by  Henry  D.  Chad- 

rapid  decline  of  tuberculosis  in  females  in  this  wick,  M.D.,  and  Alton  S.  Pope,  M.D. 


ELECTRIC  SHOCK  THERAPY  IN  MANIC  DEPRESSIVE  PSYCHOSES 

Margaret  T.  Ross,  M.D.,  Canandaigua,  New  York 


THIS  paper  concerns  a small  number  of  cases, 
but  it  is  hoped  by  the  writer  that  it  will  add 
its  bit  to  the  material  which  will  aid  in  the  evalua- 
tion of  electric  shock  therapy.  The  patients  were 
all  hospitalized  during  the  period  of  treatment  at 
Brigham  Hall  Hospital.  I wish  here  to  express 
my  gratitude  to  my  colleague,  Dr.  Frederick  C. 
Robbins,  for  his  assistance  in  innumerable  ways. 

In  preparation,  I have  consulted  articles  in  the 
journals  and  have  been  interested  in  points  of 
difference  and  similarity.  The  predominant 
point  of  view  is  one  in  which  we  concur — that  the 
treatment  is  not  in  itself  a specific  cure  but  that 
it  does,  in  some  way,  help  the  patient  to  break 
through  and  to  attain  a degree  of  reasonableness 
and  perspective  that  will  make  psychotherapeutic 
measures  available. 

I quote  from  a review  of  shock  therapy  for  the 
mentally  ill  in  the  American  Journal  of  Medical 
Sciences  for  1942,  the  section  edited  by  F.  K. 
Ebaugh: 

“In  general,  most  workers  reporting  seem  to 
agree  that  the  following  factors  are  necessary 
for  the  most  satisfactory  results  from  shock 
therapy:  (1)  an  illness  of  acute  onset  and  short 
duration,  preferably  under  six  months,  not  longer 
than  one  year;  (2)  the  presence  of  affective  fac- 
tors in  the  psychosis;  (3)  an  adequate  prepsy- 
cho tic  personality;  (4)  the  presence  of  exogenous, 
as  opposed  to  endogenous,  precipitating  factors; 
(5)  an  attempted  heterosexual  adjustment;  and 
(6)  the  absence  of  hallucinations  and  dereistic 
thinking.”1 

The  point  brought  out  by  R.  E.  Hemphill, 
Bristol  Hospital,  in  the  Lancet,  is  well  taken,  that 
permanency  of  improvement  demands,  along 
with  improvement  of  the  patient,  that  external 
psychogenic  factors  must  be  readjusted.  The 
treatment  not  only  of  the  patient  but  of  the  pa- 
tient in  his  setting  is  essential.2  Dr.  Meyer  used 
to  tell  his  students  that  the  problem  is  always  the 
same.  We  have  an  individual  unable  to  adjust  in 
his  given  situation.  What  is  the  matter  with  the 
individual?  What  is  the  matter  with  the  environ- 
ment and  what  can  be  done  about  it? 

Electric  shock  therapy  helps  greatly  in  what 
can  be  done  about  it — for  the  patient — in  many 
cases  shortening  the  period  of  hospitalization  and 
if  not  that,  making  possible  better  eating  and 
sleeping  habits  and  more  orderly  behavior.  It  is 
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also  something  definite  for  the  hospital  to  offer 
to  the  family  of  the  patient. 

Our  series  included  37  cases,  13  men  and  24 
women. 

The  diagnoses  were  manic  depressive,  depressed, 
10  cases;  manic  depressive,  manic,  14  cases; 
manic  depressive,  mixed,  11  cases;  circular,  1; 
perplexed,  1.  Three  cases  were  considered  chronic, 
each  of  which  showed  temporary  improvement  on 
treatment  in  recurring  attacks.  One  case  showing 
a manic  reaction,  made  a fair  social  recovery, 
but  died  of  exhaustion  during  relapse  eighteen 
months  after  leaving  the  hospital.  In  only  three 
cases  did  we  feel  there  was  no  improvement,  and 
these  three  cases  were  either  chronic  or  showed 
schizophrenic  reactions.  One  was  the  case  of  a 
soldier  who  was  transferred  to  another  hospital 
during  his  acute  attack.  I understand  he  is  now 
showing  slow  improvement  following  electric 
shock  therapy  combined  with  insulin.  On  further 
study  his  case  appears  to  be  considered  catatonic 
praecox  rather  than  manic  depressive. 

The  duration  of  illness  before  treatment  varies 
from  one  month  to  six  years.  The  cases  that 
showed  the  best  recovery  were  those  of  short 
duration. 

Out  of  our  group  of  37,  7 were  young  mothers, 
the  ages  of  their  babies  varying  from  one  to 
fourteen  months  when  the  mother  was  hospital- 
ized. All  have  shown  improvement,  two  are  con- 
sidered recovered,  one  has  made  a social  recovery, 
and  two  are  at  present  in  residence  and  are  doing 
well.  The  only  patient  of  this  type  not  to  receive 
shock  treatment,  a mother  with  a four  month’s 
old  baby,  has  not  recovered  although  she  has  been 
hospitalized  for  six  months. 

Of  those  patients  whom  we  treated  in  1941  and 
1942  who  have  been  away  from  the  hospital  from 
nine  to  eighteen  months,  10  are  considered  re- 
covered, 7 have  made  social  recovery,  and  3 have 
shown  relapse.  These  figures  do  not  vary  mark- 
edly from  those  representing  a similar  series  of 
patients  who  did  not  receive  shock  treatment. 

We  have  not  included  in  this  list  involutional 
melancholia.  Two  of  our  patients  with  manic 
depressive  psychosis  had  had  previous  attacks, 
and  although  they  were  in  the  menopausal  period, 
they  were  not  so  classified  because  of  their  pre- 
vious history.  Thirteen  cases  of  involutional 
melancholia  have  been  treated  without  great 
success.  Three  have  made  social  recoveries,  and 
one,  according  to  a letter  received  from  her 
sister,  may  be  considered  a recovery.  Improve- 
ment has  been  slow  in  all  the  cases.  Two  corn- 
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mitted  suicide  when  apparently  making  satis- 
factory adjustments.  One  is  still  under  the  care 
of  a nurse  at  home,  and  2 have  required  hospitali- 
zation after  being  tried  at  home.  One  is  in  resi- 
dence at  the  present  time.  Of  5 cases  of  involu- 
tional melancholia  treated  without  shock,  our 
records  show  1 social  recovery,  2 improved.  One 
died  of  gastric  ulcer  and  one  committed  suicide 
eighteen  months  after  leaving  the  hospital,  dur- 
ing what  appeared  to  be  a social  recovery. 

As  I said  before,  the  fact  that  this  is  a small 
group  of  patients  and  the  fact  that  statistics  show 
similar  results  in  untreated  cases,  raises  the  ques- 
tion as  to  the  value  of  this  treatment. 

When  I was  a student  in  pediatrics,  we  were 
told  that  a healthy  child  could  eat  and  digest 
almost  anything  but  that  the  failure  by  delicate 
children  to  digest  certain  articles  of  food  showed 
what  foods  were  the  more  difficult  to  care  for. 

By  a similar  process  of  reasoning,  therefore,  we 
may  admit  that  in  dealing  with  the  affective 
psychoses  a certain  percentage  of  cases  will  show 
recovery  quite  promptly  with  or  without  shock 
treatment.  If  we  consider  cases  of  long  duration 
that  show  no  spontaneous  remissions  or  those  in 
such  poor  contact  that  psychotherapy  is  not  prac- 
tical and  if  we  find  that  the  electric  shock  treat- 
ment hastens  recovery  in  these  cases,  we  are 
justified  in  feeling  that  even  in  the  cases  in  which 
it  cannot  be  so  clearly  demonstrated,  it  is  of 
value. 

In  our  series  we  have  had  no  serious  accidents. 
One  patient  dislocated  her  jaw,  and  3 showed  such 
poor  cardiac  reactions  that  treatment  was  dis- 
continued although  electrocardiograms  showed 
no  sufficient  reason  for  the  difficulty.  One  patient 
required  artificial  respiration  due  to  prolonged 
apnea,  together  with  almost  complete  cessation 
of  circulation.  A number  of  times  it  was  felt 
advisable  to  give  coramine  to  counteract  long 
continued  postconvulsive  apnea. 

Our  plan  is  to  give  3 treatments  a week.  Early 
in  our  experience  we  tapered  the  treatment.  We 
now  discontinue  treatments  altogether  when 
improvement  is  noted,  sometimes  resuming  a full 
schedule  of  treatments  after  a rest  period.  Some- 
times only  a short  second  series  is  required  if  im- 
provement has  not  been  held.  In  a few  chronic 
cases  the  treatment  is  used  symptomatically, 
just  sufficient  to  keep  the  patient  well  and  man- 
ageable. 

The  highest  number  of  treatments  given  a 
patient  was  78,  spread  over  4 series.  The  lowest 
number  with  successful  termination  was  2,  one  of 
them  being  a convulsive  dose.  A few  cases  we 
attempted  to  handle  with  subconvulsive  doses 
because  of  age  or  questionable  cardiac  condition. 
Improvement  was  slow  though  usually  apparent. 
The  patient  who  received  the  78  shocks  would  be 


handled  differently  now  because  when  a patient  is 
resistant  to  the  treatment  we  now  give  a double 
shock  if  necessary.  It  was  not  until  the  higher 
dosage  was  reached  in  her  case,  and  in  another, 
that  improvement  became  marked.  It  is  fre- 
quently noted  that  the  greatest  improvement 
follows  the  convulsive  dose.  Seldom,  however, 
does  a subconvulsive  dose  produce  confusion  as 
in  metrazol  therapy.  Unusually  high  dosage  re- 
quired to  produce  the  seizure  seems  to  be  associ- 
ated with  slower,  more  uncertain  recovery. 
Our  dosage  ranged  from  70  volts  at  0.10  second 
to  a double  shock  of  120  volts  at  0.15  second  each. 

An  early  sign  of  improvement  under  treatment 
is  improved  appetite,  more  responsibility  for 
personal  habits,  more  normal  sleep  cycle,  and 
better  cooperation.  Occasionally  a swing  to  the 
opposite  phase  of  the  illness  is  temporarily  noted, 
the  depressed  cases  becoming  hypomanic  and  the 
manic  cases  tearful. 

Memory  defect  varies  in  different  cases.  Dur- 
ing the  treatment  period  it  interferes  with  the 
patient’s  living.  He  forgets  what  he  has  done  or 
asked  and  repeats  indefinitely.  He  requires  new 
teaching  of  the  same  thing  in  the  shop  day  after 
day.  He  cannot  recall  visits  of  relatives. 

This  phase  passes  and  only  areas  of  amnesia 
show  up,  most  of  them  concerning  the  time  of  the 
illness  but  a few  involving  some  special  episode 
before  hospitalization  occurred.  In  no  case  has 
it  interfered  with  the  patient’s  life  after  recovery. 

A number  of  articles  have  stressed  the  lack  of 
fear  on  the  part  of  the  patient  for  this  type  of 
treatment.  It  has  not  been  our  experience  that 
this  is  completely  lacking.  The  fear  is  not  as 
excessive  as  that  seen  in  metrazol  treatment,  and 
it  varies  in  individuals.  It  usually  increases  in 
direct  proportion  to  the  return  to  normal  of  the 
patient.  The  thing  that  is  dreaded  is  the  con- 
fusion and  disorientation  and  sense  of  reawaken- 
ing. 

Dr.  Joachim  Flescher,  of  Rome,  Italy, 
writing  in  the  Journal  of  Nervous  and  Mental 
Diseases  discusses  the  question  of  the  curative 
effect  of  fear.  He  feels  that  it  should  not  be  con- 
sidered curative.  He  points  out  the  fact  that  the 
usual  attitude  of  the  patient  on  awakening  is  one 
of  astonishment  or  friendly  interest.  “Through 
the  discharge  of  the  death  or  destructive  drives,” 
Dr.  Flescher  says,  “the  quantitative  relation 
between  them  and  the  Eros  changes  in  favor  of 
the  latter.  To  conclude  we  will  state  that  by  the 
discharging  function  of  the  artificial  epileptiform 
attacks  we  have  obtained  a means  to  convey  huge 
amounts  of  energy  inherent  to  the  death  and  de- 
structive drives  and  to  unload  them  in  an  in- 
dividually and  socially  harmless  manner.”3 

The  statement  of  Dr.  Cheney  concerning  in- 
sulin, found  in  the  Review,  previously  mentioned, 
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is  applicable  to  electric  shock:  “Insulin  does  not 
have  specific  curative  effect,  but  it  may  bring 
about  changes  that  accelerate  or  facilitate  im- 
provement in  those  who  have  the  constitutional 
capacity  for  such  improvement  or  recovery.”1 
By  simple  analogy  the  effect  is  somewhat  like 
that  seen  in  magnetizing  a rod  of  iron  by  ham- 
mering. 

Prognosis  is  best  in  early  cases  and  in  those 
showing  affective  disturbances.  Again  we  make 
the  point  that  the  value  of  the  treatment  lies  in 
accelerating  good  results.  As  Dr.  Foster  Ken- 
nedy said  last  year  in  New  York,  “With  this 
treatment  we  can  accelerate  the  return  of  a pa- 
tient to  his  normal,  but  we  do  not  make  him  over. 
If  he  has  reacted  to  strain  with  a psychosis,  he 
will  continue  to  do  so  unless  psychotherapy  and 
control  of  his  environment  are  successful.”6 

Summary 

Thirty-seven  cases  of  manic  depressive  psy- 
chosis were  treated  with  electric  shock  therapy. 
Out  of  20  followed  for  nine  months  to  eighteen 
months  from  the  time  of  leaving  the  hospital,  10 
are  considered  recovered,  7 to  have  made  a social 
recovery,  and  3 have  shown  serious  relapse. 
The  frank  affective  reactions  show  the  best  re- 
covery rate,  while  those  with  schizophrenic  fea- 
tures show  improvement  but  not  so  marked. 
Treatment  early  in  the  illness  brings  best  results. 


Chronic  cases  show  temporary  improvement, 
making  them  more  manageable.  Psychotherapy 
and  adjustment  of  psychogenic  factors  in  en- 
vironment are  necessary  for  permanent  recovery. 

That  a group  of  13  cases  of  involutional  psy- 
chosis showed  only  one  recovery  and  3 social 
recoveries  is  included  to  give  a basis  for  compari- 
son of  results. 

It  is  felt  by  us  that  there  is  real  value  in  this 
form  of  treatment.  It  does  not,  however,  do 
away  with  the  need  for  careful  psychotherapeutic 
measures  directed  toward  the  patient’s  own  reac- 
tions and  the  psychogenic  factors  in  his  situation. 
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A STUDY  OF  OVER  TWO  THOUSAND  CASES  OF 
ELECTROFIT-TREATED  PATIENTS 

David  J.  Impastato,  M.D.,  and  Renato  J.  Almansi,  M.D.,  New  York  City 


WE  INTRODUCED  electrofit  therapy  in 
the  United  States  in  February,  1940. 1 
Since  then  many  thousands  have  been  treated  by 
this  method,  but  only  about  4,000  cases  have  been 
fully  reported  in  the  literature.  Of  the  available 
cases  only  2,377  were  found  suitable  for  statistical 
analysis. 

Since  the  original  publication  of  Cerletti  and 
Bini  in  1938,  about  350  articles  have  appeared  on 
the  subject.  Most  of  these  articles  deal  with 
immediate  results.  A number  of  them  discuss  the 
modification  of  the  convulsion  to  prevent  frac- 
tures.3-11 Others  relate  to  complications,2 
electroencephalographic12,13  and  electrocardio- 
graphic14,15 studies,  pathologic  findings,16  animal 
experimentation,17-20  etc.  In  spite  of  the  wide- 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York,  Buffalo,  May  6,  1943.  Part  of  a Sym- 
posium on  Electroshock  Therapy. 


spread  interest  in  the  subject  and  the  numerous 
publications  on  it,  a standard  technic  has  not  as 
yet  been  evolved.  Recently21  it  was  asserted 
that  schizophrenic  patients  should  receive  at 
least  20  treatments  and  up  to  30  treatments. 
According  to  some  authors,  even  though  a schizo- 
phrenic recovers  with  a few  treatments,  he  should 
receive  at  least  20  treatments  to  prevent  relapse. 

There  is  some  divergence  of  opinion  regarding 
the  efficacy  of  electrofit  for  the  treatment  of  the 
manic  phase  of  manic-depressive  psychosis. 
Some  advocate  that  these  patients  should  not  be 
treated  by  electrofit.22  Our  statistics,  however, 
show  that  the  recovery  rate  in  manics  is  about 
the  same  as  that  of  the  depressed;  therefore, 
electrofit  appears  to  be  indicated  in  the  treatment 
of  these  patients. 

We  are  still  trying  to  find  the  best  method  of 
treatment  to  reduce  fractures,  especially  those  of 
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TABLE  1. — Schizophrenia:  Comparison  of  Immediate  Results  According  to  Duration  of  Illness 


Number 


A<Electrofit  391 

Metrazol  135 

Insulin  169 

Subacute 

Electrofit  128 

Metrazol  359 

Insulin  351 

Chronic 

Electrofit  412 

Metrazol  640 

Insulin  475 


Recovered 

Percentage 

105 

26.6 

13 

09.6 

51 

30.0 

25 

7.7 

4 

1.1 

58 

16.5 

33 

8.0 

1 

0.2 

23 

4.8 

Much 

Improved  and 
Improved 

Percentage 

195 

49.8 

84 

62.2 

69 

41.0 

180 

54.8 

163 

45.4 

124 

35.3 

125 

30.3 

145 

22.6 

147 

30.9 

Unimproved 

Percentage 

91 

23.6 

38 

28.2 

46 

27.0 

123 

37.5 

192 

63.5 

169 

48.2 

254 

61.7 

494 

77.2 

305 

64.3 

TABLE  2a. — Schizophrenia:  Improvement  Rate  Accord- 
ing to  Diagnosis  and  Duration  of  Illness 


(From  Ross, 

Based  on 

1,039 

Cases 

Treated 

with 

Insulin) 

✓ Recovered ' 

✓ — Total  Improved — % 

Percentage 

Percentage 

Hebe- 

Cata- 

Para- 

Hebe- 

Cata- 

•  Para- 

phrenic 

tonic 

noid 

phrenic 

tonic 

noid 

1-6  months 

33 

34 

24 

75 

75 

61 

6-12  months 

17 

28 

17 

52 

54 

49 

1 year 

10 

11 

11 

33 

49 

51 

2 years 

3 

4 

9 

40 

33 

34 

3 years 

7 

3 

3 

29 

37 

46 

4 years 

1 

0 

8 

40 

23 

52 

5 years  and  over  0 

8 

3 

29 

29 

25 

the  thoracic  region.  Curare  seems  to  have  cer- 
tain disadvantages.  (See  section  on  fractures, 
page  2060) . 

It  is  now  established  that  the  electrofit  is  the 
method  of  choice  in  the  treatment  of  the  affective 
disorders — namely,  involutional  melancholia  and 
manic-depressive  psychosis.  We  might  add  that 
it  probably  should  also  be  preferred  for  the  treat- 
ment of  anxiety  states.  Many  authors  claim  that 
insulin  is  best  for  the  schizophrenic  group.23 
Longer  courses  of  electrofit  in  schizophrenics  as 
advocated  might  give  better  results. 

Comparative  Results  in  Schizophrenia 

We  have  tabulated  the  results  according  to  the 
duration  of  the  illness  (Tables  1 and  2).  This 
gives,  we  believe,  a truer  picture  of  the  problem. 
Table  1 shows  that  in  acute  schizophrenia  (of  less 
than  six  months’  duration)  the  recovery  rate  for 
insulin  is  30  per  cent,  electrofit  26.6  per  cent,  and 
metrazol  9.6  per  cent.  In  the  subacute  cases 
(patients  who  are  ill  from  six  to  twenty-four 
months)  the  recovery  rate  is  16.5  per  cent  for 
insulin,  7.7  per  cent  for  electrofit,  and  1.1  per 
cent  for  metrazol.  In  the  chronic  patients  (ill 
more  than  twenty-four  months)  the  recovery  rate 
is  8.0  per  cent  for  electrofit,  4.8  per  cent  for  in- 


sulin, and  0.2  per  cent  for  metrazol.  These  re- 
sults indicate  that  insulin  appears  to  be  better 
in  the  treatment  of  acute  and  subacute  schizo- 
phrenia, so  far  as  recovery  is  concerned. 

When  total  improvement  is  considered,  it  is 
seen  that  in  the  acute  cases  it  is  76.6  per  cent  for 
electrofit,  73  per  cent  for  insulin,  and  71.8  per 
cent  for  metrazol.  This  seems  to  show  that  for 
improvement  the  efficacy  of  the  three  methods  is 
about  the  same.  For  the  subacute  and  chronic 
cases,  the  total  improvement  rate  runs  in  about 
the  same  manner.  The  reason  for  the  higher 
recovery  rate  with  insulin  contrasted  to  electro- 
fit in  the  acute  and  subacute  cases  is  unknown. 
One  factor  may  be  the  fact  that  insulin  patients 
are  more  intensively  treated. 

In  1941  there  were  in  the  New  York  civil  state 
hospitals  48,772  cases  of  dementia  praecox  under 
(nonshock)  treatment.24  Among  this  group  only 
1.1  per  cent  recovered.  This  is  much  less  than 
the  26.6  per  cent  recovery  rate  for  electrofit 
patients. 

The  profession  is  of  the  impression  that  the 
catatonic  form  of  schizophrenia  responds  better 
to  the  electrofit  than  the  paranoid  and  the  hebe- 
phrenic types.  Tables  2a  and  2b,  relative  to  this 
problem  show  that  these  cases  are  considered 
both  from  duration  of  illness  and  diagnosis. 
There  is  hardJy  any  variation  in  their  rate  of  re- 
covery or  improvement.  Catatonic  and  paranoid 
schizophrenia  usually  start  in  a dramatic  way, 
so  that  their  onset  can  easily  be  established  in 
most  cases.  On  the  other  hand  the  simple  and 
hebephrenia  forms  start  more  or  less  insidiously, 
and  their  onset  is  difficult  to  determine.  By  the 
time  they  come  under  treatment  most  of  them  are 
already  in  the  chronic  stages.  This  probably  ac- 
counts for  the  impression  that  the  simple  and 
hebephrenic  types  of  schizophrenia  respond  less 


TABLE  2b. — Electrofit:  Improvement  Rate  on  91  Cases  of  Schizophrenia  According  to  Diagnosis  and  Duration 

of  Treatment 


1-6  months 
6-24  months 
Over  24  months 


Simple 

— Recovered — 
Hebephrenic 

Percentage— 

Catatonic 

Paranoid 

Simple 

-Tota  llmproved- 
Hebephrenic 

— Percentage ^ 

Catatonic  Paranoid 

6!oo 

33.3 

0.00 

25.00 

0.00 

71.4 

33.3 

0.00 

47.4 

25.0 

0.00 

66.6 

33.3 

100.0 

75.0 

35.7 

100.0  79.0 
100.0  70.0 
33.3  36.4 
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TABLE  3a. — Electrofit:  Results  of  Manic-Depressive 
Psychoses,  Depressed 


Re- 

Per- 

cent- 

Much 
Im- 
proved 
and  Im- 

Per- 

cent- 

Unim- 

Per- 

cent- 

Total 

covered 

age 

proved 

age 

proved 

age 

658 

370 

57 

227 

34 

61 

9 

to  treatment  than  the  catatonic  and  paranoid 
forms.  Lewis23  gives  a detailed  account  of  the 
prognostic  factors  in  schizophrenia.  He  rightly 
concludes  that  those  cases  that  show  the  best 
prognostic  factors  show  the  highest  recovery  rate. 
According  to  our  results  it  would  appear  that 
favorable  prognostic  factors  are  spread  evenly 
among  the  various  categories  of  schizophrenia. 
With  a large  group  of  schizophrenics,  the  results 
should  be  about  the  same  in  each  subdivision, 
according  to  the  duration  of  the  illness. 

Manic-Depressive,  Depressed 

Table  3a  gives  the  results  in  658  manic-de- 
pressive depressed  patients.  The  recovery  rate 
is  57  per  cent.  This  rate  is  practically  the  same 
as  that  of  involutional  melancholia.  Our  results 
are  in  general  agreement  with  the  optimistic  re- 
sults of  other  workers.  Malzberg  has  tabulated 
the  results  in  this  group  according  to  the  dura- 
tion of  the  illness.  He  found  that  the  recovery 
rate  is  higher  in  those  patients  whose  illness  was 
of  a short  duration. 

Manic-Depressive,  Manic 

Table  3b  shows  the  results  in  184  manic-de- 
pressive, manic  patients  in  which  the  recovery 
rate  of  55  per  cent  contrasts  very  favorably  with 
that  of  the  depressed  group.  Myerson22  is  of  the 
opinion  that  manic  patients  should  not  be  treated 
except  when  they  are  extremely  difficult  to  man- 
age. In  view  of  the  results  we  have  found,  his 
recommendations  are  very  difficult  to  accept  un- 
equivocally. We  have  had  several  manic  patients 
who,  following  a course  of  treatment,  relapsed 
within  one  or  two  weeks.  These  patients  were 
given  a second  or  third  course,  and  finally  no 
longer  relapsed.  It  might  be  advisable  to  give 
manic  patients  a minimum  number  (10-15)  of 
convulsions  even  though  they  may  recover  with 
4 or  5 treatments.  This  may  prevent  relapse. 


TABLE  3b. — Electrofit:  Results  in  Manic-Depressive 
Phycoses,  Manic 


Total 

184 

Re- 

covered 

103 

Per- 

cent- 

age 

55 

Much 
Im- 
proved 
and  Im- 
proved 
49 

Per- 

cent- 

age 

26 

Unim- 

proved 

32 

Per- 

cent- 

age 

19 

TABLE 

4. — Electrofit:  Results  in 

Involutional 

Melancholia 

Much  Im- 

Per- 

proved 

Per- 

Per- 

Re- 

cent- 

and Im- 

cent- 

Unim- 

cent- 

Total 

covered 

age 

proved 

age 

proved 

age 

322 

202 

63 

79 

25 

41 

12 

In  1941  7,523  cases  with  manic-depressive 
psychosis  were  treated  (nonshock)  in  the  New 
York  civil  state  hospitals;24  of  these  10.9  per  cent 
recovered.  This  recovery  rate  is  much  inferior 
to  that  of  electrofit-treated  patients. 

Involutional  Melancholia 

Table  4 gives  the  results  in  322  cases  of  involu- 
tional melancholia  treated  with  the  electrofit. 
The  63  per  cent  recovery  rate  is  in  agreement  with 
that  found  by  most  authors  but  contrasts  rather 
sharply  with  Malzberg’s  recovery  rate  of  23  per 
cent  in  85  cases.24  The  discrepancy  is  probably 
due  to  the  fact  that  he  unfortunately  included  the 
paranoid  type  of  involutional  psychosis  with 
melancholia.  The  paranoid  involutional  reaction 
is  essentially  schizophrenic,  and  does  not  respond 
as  well  as  the  melancholic  type  to  the  electrofit. 
In  1941  there  were  4,076  patients  with  involu- 
tional disorders  in  the  New  York  state  hospitals. 
Only  5.9  per  cent  of  these  recovered  during  the 
year  without  shock  therapy.24 

Psychoneuroses 

Apparently  no  one  has  had  extensive  experience 
in  the  treatment  of  psychoneuroses  with  electrofit. 
Most  of  the  workers  report  only  a few  cases.27,28 
While  a priori  it  would  appear  that  hysteria  would 
respond  best  to  electrofit,  this  is  not  the  case. 
On  the  contrary,  the  results  with  hysteria  have 
been  practically  the  worst  for  the  entire  group  of 
psychoneuroses.  Table  5 gives  the  results  in  282 
cases.  The  psychoneuroses  respond  to  electrofit 
as  follows  from  best  to  worst:  anxiety  neurosis, 
reactive  depression,  mixed  psychoneurosis,  com- 


TABLE  5. — Electrofit:  Results  in  the  Psychoneuroses 


Total 

Recovered 

Compulsive-obsessive  state 

25 

6 

Reactive  depression 

52 

22 

Anxiety  neurosis 

14 

9 

Hysteria 

28 

0 

Neurasthenia 

7 

0 

Mixed 

156 

47 

Totals 

282 

84 

Much  Improved 

Percentage  and  Improved  Percentage  Unimproved  Percentage 


24 

11 

44 

8 

32 

42 

17 

33 

13 

25 

66 

3 

21 

2 

13 

0 

19 

68 

9 

32 

0 

3 

43 

4 

57 

20 

61 

39 

48 

30 

114 

40 

84 

30 
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pulsive-obsessive  state,  hysteria,  and  neurasthe- 
nia. The  group  as  a whole  shows  a 30  per  cent 
recovery  rate  and  a 70  per  cent  improvement  rate. 
These  results  are  much  better  than  those  achieved 
by  all  former  methods.  Statistically  the  results 
in  the  psychoneuroses  are  the  most  difficult  to 
evaluate  because  of  none  too  rigid  criteria  for 
diagnosis  and  the  personal  diagnostic  leanings  of 
the  various  authors.  What  one  author  may 
label  reactive  depression  may  be  called  hypo- 
chondriasis, neurasthenia,  or  mixed  psycho- 
neurosis by  another.  Until  the  profession  sug- 
gests. a better,  more  rigid  standard  of  diagnosing 
these  conditions,  statistical  evaluation  will  con- 
tinue to  be  difficult. 

Complications 

Although  the  complications  reported  with  elec- 
trofit  are  numerous,  the  entire  complication  rate 
was  only  1.1  per  cent  in  7,207  cases,  according  to 
Kolb  and  Vogel2  and  is  lower  than  that  reported 
with  metrazol.  In  491  electrofit  cases  Malzberg 
reported  an  injury  rate  of  2.9  per  cent. 

Fractures  of  the  Dorsal  Spine. — One  of  the 
most  serious  complications  is  fracture  of  the 
thoracic  spine.  In  a series  of  1,750  cases  we  found 
39  cases  of  fractures  of  the  thoracic  spine.  This 
is  an  incidence  of  2 per  cent. 

Following  the  report  of  Polatin3  and  his  asso- 
ciates in  which  they  reported  an  incidence  of  43 
per  cent  of  vertebral  fractures  in  patients  treated 
with  metrazol  convulsion  therapy,  technics  were 
introduced  to  prevent  or  reduce  this  high  verte- 
bral fracture  rate.  This  led  Hamsa  and  Bennett5 
to  advocate  the  use  of  spinal  anesthesia,  which 
however,  was  not  found  suitable.  Later  Bennett6 
introduced  curare.  Rosen,  Cameron,  and  Ziegler9 
tried  beta  erylthroidine  hydrochloride.  More 
recently  Yaskin10  has  advocated  the  use  of  mag- 
nesium sulfate.  We  have  been  using  sodium 
amytal  intravenously  for  the  same  purpose.11 

Although  the  curare  group  of  drugs  effectively 
prevents  fractures,  they  nevertheless  apparently 
cause  respiratory  and  cardiac  embarrassment  (8 
out  of  18  cases  in  1 series)31’32  so  that  the  method 
is  not  without  danger.  Fifty  per  cent  of  the  8 
electrofit  cases  so  far  reported  to  have  died  had 
received  curare  prior  to  the  electrofit. 2’30,32’34,35’36 
This  is  an  unusually  high  percentage  considering 
that  relatively  few  patients  receive  curare. 

Vertebral  fractures  caused  by  either  metrazol 
or  the  electrofit  are  rarely  severe  and  no  conse- 
quences have  so  far  been  found.  Worthing  and 
Kalinowsky37  studied  8 of  their  most  severe  frac- 
tures produced  several  years  ago  by  metrazol. 
These  had  multiple  fractures.  They  were  studied 
neurologically,  radiologically,  and  orthopaedically 
All  of  the  fractures  had  healed  completely.  There 
were  no  atrophic  bony  changes.  The  neurologic 


examination  was  entirely  negative,  and  there  were 
no  orthopaedic  complications. 

When  the  fracture  occurs  in  the  middle  of  a 
course  of  treatment,  the  treatment  may  be  con- 
tinued by  using  one  of  the  above  mentioned  pro- 
cedures to  soften  the  convulsion. 

Other  Fractures. — A number  of  fractures  of  the 
long  bones,  hip  bones,  clavicles,  scapulas,  and 
mandibles  have  been  reported.  The  incidence  of 
all  surgical  complications,  including  fracture  of 
the  spine,  was  found  to  be  2.9  per  cent  in  491 
cases  reported  by  Malzberg.24  Surgical  complica- 
tions in  metrazol  therapy  were  present  in  3.9 
per  cent  of  the  cases.  The  methods  that  are  now 
being  used  to  soften  the  convulsion  and  avoid 
spinal  fractures  also  serves  to  avoid  fractures  of 
the  other  bones.  Although,  in  general,  fractures 
of  the  limbs  are  less  alarming  than  those  of  the 
spine,  when  they  occur  in  elderly  people,  they  are 
apt  to  be  very  disabling.  Usually  fractures  of  the 
limbs,  shoulder  and  pelvic  girdle  bones  are  pro- 
duced by  strong,  wild  swinging  of  the  extremities 
during  a convulsion.  If  these  movements  are 
prevented  by  pressure  on  the  upper  and  lower 
limbs,  so  that  they  are  held  in  extension  and 
adduction,  practically  all  of  these  fractures  can 
be  avoided. 

Early  in  the  beginning  of  this  method  of  treat- 
ment, a large  number  of  dislocations  of  the  jaw 
occurred.  Although  a dislocation  of  the  jaw  is 
very  easily  reduced,  there  is  hardly  any  excuse 
for  it  to  occur  if  the  patients’  jaw  is  properly 
handled  during  the  fit.  The  electrofit  convulsion 
differs  from  all  other  types  of  convulsions  in  that 
it  is  initiated  by  strong  generalized  flexion  spasm, 
as  soon  as  the  current  passes  through  the  elec- 
trodes.38 This  spasm  is  due  to  direct  stimulation 
of  the  motor  neurons.  It  is  more  or  less  instan- 
taneous and  consists  of:  (1)  closure  of  the  eyes; 
(2)  closure  of  the  mouth;  (3)  flexion  of  the  fore- 
arms on  the  arms ; (4)  flexion  of  the  thighs  on  the 
pelvis  and  the  legs  on  the  thighs.  Following  this 
the  tonic  phase  of  the  convulsion  appears.  The 
tonic  phase  may  occur  immediately  after  the 
flexion  spasm  or  after  an  interval  of  one  to  ninety 
seconds,  during  which  the  patient  is  in  a state  of 
apnea.  The  tonic  phase  begins  with  wide  open- 
ing of  the  mouth,  often  with  an  expiratory  cry 
and  by  turning  of  the  eyes  and  head  to  one  or  the 
other  sides  and  finally  by  participation  of  the 
limbs.  Dislocation  of  the  jaw  occurs  if,  in  the 
beginning  of  the  tonic  phase,  the  jaw  is  allowed 
to  open  widely.  It  can  be  avoided  by  holding  the 
jaw  firmly  at  this  time. 

A number  of  other  minor  bone,  muscle,  and 
joint  complications  have  been  reported,  such  as: 
backache  with  no  fracture,  activation  of  arthritis,35 
activation  of  subdeltoid  bursitis,22  and  painful 
muscles. 
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Pulmonary  Complications 

Activation  of  Tuberculosis. — This  problem  has 
been  especially  studied  by  Bulley  and  Greene  in 
schizophrenic  cases  treated  with  metrazol.39 
They  reported  an  incidence  of  8.3  per  cent,  which 
compared  with  an  incidence  of  3 per  cent  in  the 
nontreated  schizophrenia  population.  According 
to  the  authors,  the  cause  of  the  activation  of 
tuberculosis  is  unknown.  It  may  be  due  to 
allergy,  circulatory  or  toxic  developments,  or  to 
rupture  of  the  protective  wall  of  the  focus.  The 
pulmonary  lesion  is  usually  an  extensive  exudative 
infiltration  of  pneumonic  consolidation,  often 
bilateral,  which  has  a marked  tendency  to  pro- 
gress unfavorably.  So  far  we  have  only  been 
able  to  find  reports  of  6 cases  of  activated  tuber- 
culosis following  electrofit  therapy.25* 40- 53  In  view 
of  the  seriousness  of  this  complication  it  would 
seem  that  a history  of  the  presence  of  tuberculosis 
should  be  an  absolute  contraindication  to  treat- 
ment. In  order  to  avoid  this  complication  it 
might  be  prudent  to  do  x-rays -of  the  chest  prior 
to  the  institution  of  treatment.  However,  oc- 
casions arise  when  one  is  forced  to  decide  whether 
or  not  to  treat  tuberculous  patients.  We  had  one 
such  case.  The  patient  had  had  a therapeutic 
pneumothorax.  Mentally  she  was  very  depressed 
and  agitated,  and  her  physical  condition  was 
becoming  worse  daily.  We  felt  that  if  we  did  not 
treat  her  she  would  probably  die.  It  was  de- 
cided under  these  circumstances  that  the  risk 
involved  in  allowing  her  mental  condition  to  go 
on  untreated  was  greater  than  the  risk  involved  in 
treating  her.  She  received  a series  of  8 electro- 
fits  and  made  a full  recovery.  Her  tuberculosis 
was  not  activated.  Activation  of  tuberculosis  in 
patients  treated  with  electrofit  is  apparently  less 
frequent  than  in  patients  treated  with  metrazol. 
Further  study  of  this  complication  of  electrofit 
therapy  is  needed  to  clarify  this  problem. 

Apnea. — Next  in  importance  to  activation  of 
pulmonary  tuberculosis  is  apnea.44-41  The  cause 
of  this  is  not  clearly  understood.  It  occurs  more 
frequently  when  curare  has  been  administered 
prior  to  the  electrofit.31-32  A patient  may  have 
only  one  attack.  Once  the  patient  is  in  apnea, 
the  best  form  of  treatment  seems  to  be  artificial 
respiration.  All  patients  go  through  an  apneic 
period  following  the  clonic  phase.  The  apnea 
may  last  from  a few  seconds  to  ninety  seconds. 
Patients  who  are  in  hyperextension  during  the 
treatment  apparently  breathe  better  than  those 
who  are  not.  After  the  clonic  phase,  they  should 
be  left  in  hyperextension  until  they  begin  to 
breathe  freely.  If  the  patient  does  not  breathe 
within  thirty  seconds  and  becomes  very  cyanotic, 
the  head  should  be  moved  to  one  or  the  other 
side,  the  jaw  should  be  brought  forward,  and  the 


limbs  should  be  raised  above  the  head  and  back 
to  the  side  at  the  rate  of  15  per  minute.  This 
usually  suffices  to  initiate  respiration.  If  the 
patient  does  not  begin  to  breathe,  artificial  res- 
piration is  indicated. 

A few  cases  of  pneumonia,42  lung  abscess,21 
and  pulmonary  edema34  have  also  been  reported. 

Deaths 

The  death  rate  in  7,207  cases  treated  with 
electrofit  was  found  to  be  0.06  by  Kolb  and  Vogel.2 
This  compares  with  a death  rate  of  0.1  for  metra- 
zol and  0.6  for  insulin.  In  our  review  of  the 
literature  we  have  found  8 electrofit  deaths  in 
an  estimated  11,000  cases.  This  is  a rate  of  0.8 
percent.  The  causes  of  death  were:  dilatation  of 
the  heart,  myocardial  damage,44  ventricular 
fibrillation,38  coronary  occlusion,33  pulmonary 
edema,34  pneumonia,45  and  postconvulsive  respir- 
atory arrest.33  In  one  of  the  cases,  the  autopsy 
failed  to  reveal  the  cause  of  death.  In  none  of 
the  cases  was  the  cause  of  death  cerebral.  Ac- 
cording to  Ebaugh,  Barnacle,  and  Newburger,33 
death  in  these  patients  is  not  caused  by  direct 
injury  to  the  brain.  Although  they  found  changes 
in  the  brain  which  consisted  mainly  of  small 
hemorrhages  in  the  meninges  and  brain  substance, 
and  also  some  damage  to  the  neurons,  they  felt 
that  these  changes  were  not  sufficient  to  cause 
death.  The  deaths  are  not  due  to  brain  damage, 
but  rather  to  involvement  of  other  organs  of  the 
body,  mainly  the  heart  and  lungs. 

Convulsive  Seizures  Following 
Electrofit  Therapy 

Eight  cases  have  been  reported  in  which  at  some 
time  following  electrofit  therapy  the  patient  either 
became  unconscious  or  had  a convulsion.12-14  Of 
these,  7 had  convulsive  attacks,  and  1 had  two 
periods  of  unconsciousness  (petit  mal?)  following 
a treatment.22  Three  of  the  8 cases  had  either 
an  abnormal  electroencephalogram46  or  a history 
of  convulsions  prior  to  commencement  of  electro- 
fit therapy.46-47  In  only  one  of  the  cases  did  the 
convulsive  seizures  persist.46  This  problem  was 
studied  in  metrazol-induced  convulsions  by  Lie- 
bert.48  He  is  of  the  opinion  that  spontaneous 
epilepsy  occurs  very  rarely  in  nontreated  schizo- 
phrenics. Following  metrazol  treatment,  convul- 
sive seizures  occur  with  some  frequency.  He  re- 
ported 8 such  cases  from  the  material  at  the  Elgin 
State  Hospital.  All  the  convulsions  occurred  in 
patients  with  chronic  schizophrenia  (ill  more  than 
two  years).  The  convulsions  occurred  from  three 
to  twenty-four  months  after  the  end  of  the  treat- 
ment. No  electroencephalograms  had  been  taken, 
and  there  was  no  prehistory  of  epilepsy.  It  seems 
from  our  material  that  the  incidence  of  convul- 
sions is  less  following  electrofit  than  metrazol. 
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Disturbances  of  the  Cardiovascular  System 

A large  number  of  disturbances  of  the  cardio- 
vascular system  have  been  reported.  14’15>29i33’34i49>  50 
Most  of  these  have  been  transitory.  As  already 
stated,  cardiac  disturbances  have  been  the  cause 
of  most  of  the  deaths.  The  following  is  the  list 
of  disturbances  of  the  cardiovascular  system  that 
have  been  reported:  (1)  auricular  fibrillation  of 
three-hom  duration;  (2)  flaring  up  of  endocardi- 
tis; (3)  inverted  T-wave  in  leads  1 and  2;  (4) 
idioventricular  rhythm;  (5)  coronary  occlusion 
and  myocardial  infarction;  (6)  sinus  arrythmia; 
(7)  auricular  ventricular  extrasystoles  with  vagus 
arrythmia — these  changes  disappeared  at  the  end 
of  one  to  two  hours — (8)  sinus  bradycardia  and 
sino-auricular  heart  block  occurred  in  35  out  of 
90  fits;  (9)  auricular  ventricular  nodal  rhythm; 
and  (10)  shifting  of  the  pacemaker. 

These  disturbances  appear  usually  immediately 
after  the  treatment.  Occasionally,  however, 
cardiac  disturbances  may  appear  from  ten  to 
twenty  minutes  or  more  after  the  convulsion. 
In  a case  reported  by  Kline  and  Fetterman,15  of  a 
man  aged  58,  with  rheumatic  chronic  valvular 
disease  and  moderate  dilatation  of  the  heart, 
there  occurred,  twenty  minutes  after  the  first  con- 
vulsion, profuse  sweating,  paleness  of  the  face, 
cold  and  clammy  hands,  and  a serious  drop  in 
blood  pressure.  He  recovered  in  about  thirty 
minutes.  This  patient  probably  had  cardiac 
failure.  Cardiac  arrest  following  both  petit  mal 
and  grand  mal  reaction  may  lead  to  heart  failure 
and  is  frequently  associated  from  a mild  rhyth- 
mic disturbance  to  ventricular  fibrillation. 

Psychiatric  Manifestations 

Among  the  psychiatric  manifestations  which 
have  been  reported  are  amnesia,  memory  defects, 
hypomania,51  marked  confusional  state  lasting 
ten  days,40  and  organic  type  of  sensorial  and  in- 
tellectual impairment  which  lasted  for  six  months 
after  the  treatment.12  Ziegler44  reported  one 
case  in  which  a memory  defect  was  present  for  one 
year  after  treatment.  These  findings  are  un- 
common.53 None  of  these  usually  lasts  longer 
than  one  to  two  months  following  the  end  of  the 
treatment. 

Neurologic  Manifestations 

The  neurologic  complications  following  electro- 
fit  are  few  in  number.  Levy,  Serota,  and  Grinker12 
found  no  neurologic  objective  signs  of  organic  in- 
volvement of  the  central  nervous  system  follow- 
ing electrofit.  Trampler  and  Reisner  reported  a 
case  of  aphasia,  one  of  brachial  plexus  neutritis, 
and  another  of  acute  Parkinsonism  following 
electrofit.  Silverstein54  reported  a case  in  which  a 


Babinski  sign  lasted  for  twenty-four  hours  after 
the  treatment. 

Electroencephalographic  Findings 

Although  neurologic  signs  following  the  electro- 
fit are  scanty,  the  electroencephalographic 
changes  are  frequent.13  Levy,  Serota,  and  Grink- 
er12 reported  electroencephalographic  changes  in 
about  half  of  23  of  their  patients.  The  changes 
consisted  of  very  moderately  severe  changes,  such 
as:  epileptoid  disturbances  characterized  by  3 
to  6 per  second  waves,  spikes  and  wave  formation, 
increased  amplitude,  etc.,  to  less  severe  changes. 
The  disturbances  may  appear  after  the  second 
or  third  treatment  or  may  not  appear  at  all  after 
many  treatments.  Only  45  per  cent  of  the  cases 
showed  changes  in  the  cerebral  function  (memory 
impairment).  There  was  no  relationship  be- 
tween the  electroencephalographic  changes  and 
changes  in  the  cerebral  function.  Mild  electro- 
encephalographic changes  disappear  in  a few 
weeks.  Some  last  up  to  six  months.  There  was 
no  relationship  found  between  recovery  or  im- 
provement and  electroencephalographic  changes. 

Gastrointestinal  System 

The  most  common  gastrointestinal  disturbance 
was  formerly  biting  the  tongue.  This  can  be 
avoided  by  the  proper  handling  of  the  jaw  during 
the  convulsion.  Ziegler  has  reported  a case  of 
bleeding  gastric  ulcer.44 


Special  Senses 

Several  cases  of  subconjunctival  hemorrhage 
have  been  reported.29  Ziegler44  reported  a case  of 
activation  of  a glaucoma.  We  have  two  patients 
who  had  difficulty  in  hearing  before  the  treatment 
and  who  now  complained  that  treatment  made 
their  hearing  worse. 


Conclusions 

1.  Time  has  been  too  short  for  a final  evalua- 
tion of  electrofit  therapy.  The  immediate  results 
have  been  good.  As  a form  of  convulsive  therapy 
it  has  practically  fully  displaced  metrazol. 

2.  The  electrofit  is  very  effective  in  the  treat- 
ment of  involutional  melancholia  and  manic- 
depressive  psychosis. 

3.  It  is  also  effective  in  the  manic  phase  of 
manic-depressive  psychosis. 

4 Its  efficacy  is  less  pronounced  in  the  schizo- 
phrenia psychoses.  Here  it  seems  to  be  less  effi- 
cient than  insulin.  However,  larger  courses  of 
electrofit  may  lead  to  a higher  rate  of  recovery  in 
schizophrenics. 

5 It  is  promising  in  the  treatment  of  psy- 
choneuroses. 
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6.  The  technic  of  the  electrofit  is  still  in  the 
evolutionary  stage. 

7.  The  fracture  rate  for  the  electrofit  (1.1  to 
2.9  per  cent)  is  less  than  that  for  metrazol  (3.9 
per  cent). 

8.  Methods  to  reduce  the  fracture  rate  are 
still  being  tried  out.  Curare  seems  to  have  some 
disadvantages.  Magnesium  sulfate  and  sodium 
amytal  are  promising. 

9.  The  death  rate  is  extremely  low  (0.06  per 
cent). 

10.  Electrofit  therapy  is  a safe  method  of 
treatment  and  should  be  continued  until  more 
effective  methods  of  treatment  are  discovered. 

46  Fifth  Avenue 
New  York  City 
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Discussion 

Dr.  Eugene  N.  Boudreau,  Syracuse , New  York — 
Dr.  Ross’s  experience  parallels  other  experience  to 
date. 

My  own  experience  with  this  method  of  therapy  in 
the  psychoses  has  just  passed  the  two-year  point,  as 
I started  using  it  late  in  April,  1941.  In  that  time 
I have  had  77  patients  under  treatment.  All  of  the 
administrations  I have  given  myself.  The  results 
are  here  briefly  epitomized  in  the  tabulation  below : 


Manic  depressive — 

Remis- 

sion 

Much 

Im- 

proved 

Insuf- 

ficient 

Im-  Unim-  Treat- 
proved  proved  ment 

manic 

Manic  depressive — 

6 

1 

depression 

Involutional 

10 

1 

2 

melancholia 
Involutional  mel- 
ancholia com- 

9 

5 

1 

pulsions 

Involutional  mel- 
ancholia— psy- 

1 

chasthenia 
Manic  depressive 

1 

2 

1 

— psychasthenia 
Manic  depressive 
(schizophrenia) 

1 

2 

1 

depression 
Schizophrenia — 

4 

4 

1 

1 1 

paranoid 
Schizophrenia — 

1 

simple 

Schizophrenia — 

1 

catatonic 
Schizophrenia — 

3 

1 

hebephrenic 
Schizophrenia — 

• • 

1 

1 

defective 

. . 1 

Psychoneurosis 
Psychoneurosis — 

1 

compulsions 
Psychoneurosis — 

1 

anxiety 

Paranoid  condition 

1 

(?) 

1 

Totals 

34 

18 

6~ 

ir  t 

Now  under  treatment — 

-11.  Total  completed — 65. 
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I can  say  that  I am  altogether  most  favorably 
impressed  by  the  results.  It  is  impossible  to  express 
all  of  them  in  figures  alone.  The  day-to-day  experi- 
ence with  sufferers  and  their  families  has  taken  quite 
a complete  turn.  Yet  I am  sure  I feel  strongly  that 
we  must  be  on  guard  not  to  become  too  mechanistic 
in  our  attitude  through  using  this  medium  of  ap- 
proach to  psychiatry.  Dr.  Ross  has  done  well  in 
referring  to  the  six  tenets  of  Ebaugh,  for  some  of 
them  effectively  state  principles  that  are  well  sus- 
tained by  later  experience.  Undoubtedly  length  of 
the  psychosis,  affective  factors,  and  prepsychotic  per- 
sonality are  prime  elements  forecasting  favorable  re- 
sults. I believe  the  other  three  factors — namely, 
exogenous  precipitating  factors,  etc. — do  not  have 
such  absolute  values.  We  all  must  agree  also  that 
in  the  full  treatment  of  our  patients  we  must  treat 
the  total  situation.  However,  we  cannot  ignore  in- 
controvertible facts.  It  is  incontrovertible  that 
certain  electric  currents  applied  to  an  individual’s 
brain  often  produce  complete,  and  probably  per- 
manent, reversal  of  mental  and  mood  patterns. 
This  result  has  no  connection  with  that  individual’s 
environmental  setting  at  home.  These  changes  are 
essentially  physiologic. 

That  environmental  conditions  must  be  repaired 
insofar  as  possible  is  amply  indicated  by  my  ex- 
periences. I am  thinking,  for  instance,  of  my  74- 
year-old  patient  whose  psychosis  was  apparently 
precipitated  by  the  sudden  accidental  death  of  a 
devoted  and  worthy  husband.  She  made  several 
remissions  but  apparently  could  not  face  her  life 
alone,  and  as  soon  as  mental  clarity  appeared,  she 
showed  immediate  depressive  response  and  return 
to  the  unreality  of  an  elation  given  her  by  the 
psychosis. 

I think  Dr.  Ross’s  experience  with  young  mothers 
in  the  postpuerperal  period  is  unique,  for  I have  had 
no  experience  and  I can  recall  no  such  experience 
recited  in  the  literature  to  date. 

It  is  of  course  conceded  that  in  the  manic-depres- 
sive group,  recovery  from  the  attack  is  the  rule  so 
that  all  that  any  treatment  can  immediately  contrib- 
ute is  to  the  lessening  of  the  severity  and  length  of  the 
attack.  We  cannot  expect  more  from  electrical  shock 
so  far,  as  all  experience  thus  far  indicates.  Can  we  yet 
say  that  time  has  truly  revealed  the  ultimate  promise 
of  changes  that  it  may  have  upon  the  fundamental 
personality  or  constitutional  qualities.  Dr.  Cheney 
and  Dr.  Kennedy  apparently  believe  that  little  can 
be  expected  in  the  direction  of  personality  change. 

We  should  be  grateful  to  Drs.  Impastato  and 
Almansi  for  bringing  to  us  such  a complete  review 
of  such  a large  series  of  cases  of  mentally  sick 
treated  by  electric  shock.  Their  discussion  of  re- 
sults is  impressive  and  gives  us  hope  that  an  epochal 


advance  in  this  field  of  medicine  has  been  accom- 
plished. I here  personally  subscribe  to  this  belief 
on  the  basis  of  experience  before  mentioned.  Com- 
paring my  experience  with  psychiatric  patients  up 
until  two  years  ago  and  my  experience  with  patients 
now,  I feel  greatly  heartened. 

The  results,  for  instance,  now  achieved  with  that 
great  group  of  involutional  melancholias  who  are 
stricken  at  the  height  of  their  usefulness  and  who, 
before  electroshock,  were  doomed  to  illness  for 
months,  years,  or,  in  nearly  60  per  cent  of  cases,  to 
invalidism  for  the  remainder  of  their  lives,  are  now 
returned  to  full  usefulness  and  health  in  three  or 
four  weeks  in  a vast  majority  of  cases.  (Drs.  Im- 
pastato and  Almansi  say  63  per  cent.)  Those  im- 
proved add  another  25  per  cent,  meaning  that  88 
per  cent  are  saved  from  disheartening  hospital 
residence  and  are  returned  to  their  families,  which 
means  immeasurable  saving  in  human  distress  and 
social  benefits  to  the  community. 

So  far  as  that  group  designated  as  dementia 
praecox  or  schizophrenia  is  concerned,  I feel  sure 
we  must  think  in  different  terms  as  to  groupings 
and  recognize  that  here  especially  fundamental  traits 
of  personality  are  the  criteria  upon  which  improve- 
ment or  recovery  can  be  forecast  and  sought.  And 
yet  I feel  that  even  those  patients  whose  outlook  is 
not  so  promising  should  be  given  the  chance  and 
not  denied  it.  The  most  favorable  group  of  cases  in 
this  category  are  those  that  have  associated  or 
mixed  reactions,  affective  qualities  of  depression, 
anxiety,  and  excitement.  I think  they  might  be 
called  manic  depressive  schizoids,  or  schizoid  manic 
depressive,  depending  upon  which  traits  predomi- 
nate. On  the  basis  of  these  figures  and  results 
which  are  borne  out  by  personal  experience,  I be- 
lieve that  when  the  method  has  been  adopted  as 
widely  as  is  justified — kept,  however,  in  the  hands 
of  trained  psychiatrists — that  the  problem  of  in- 
creasing hospitalization  and  cost  to  the  states  will 
be  removed. 

I am  also  much  interested  in  Drs.  Impastato  and 
Almansi’s  experience  with  the  psychoneurotic  groups. 
Here  the  possibilities  are  more  promising  than  has 
been  previously  thought. 

In  conclusion,  however,  I wish  to  say — and  this  I 
wish  to  emphasize — that  our  results  from  this 
method  will  be  in  direct  proportion  to  the  skill  and 
completeness  of  its  use  and  should  be  used  to  the 
fullest  extent  indicated.  However,  we  must  not  let 
ourselves  become  too  mechanistic  or  think  of  the 
method  as  a “cure  all”  and  let  ourselves  deteriorate 
in  our  psychiatric  acuity  and  skill  thereby,  for  diag- 
nostic skill  and  psychotherapeutic  abilities  must  be 
cultivated  for  that  need  in  handling  the  total  situa- 
tion that  sound  psychiatry  imposes. 


A WOMAN  DRIVER 

It  was  dusk  as  she  stopped  at  the  roadside  filling 
station.  “I  want  a quart  of  red  oil,”  she  said  to 
the  service  man.  The  man  gasped  and  hesi- 
tated. 


“Give  me  a quart  of  red  oil,”  she  repeated. 

“A  q-quart  of  r-r-red  oil?”  he  stammered. 
“Certainly,”  she  said,  “my  tail  light  has  gone 
out!” 


CUTANEOUS  MONILIASIS 

Paul  E.  Bechet,  M.D.,  New  York  City 


BECAUSE  of  the  diversity  of  its  clinical  mani- 
festations, cutaneous  moniliasis  is  of  great 
dermatologic  interest.  Its  history  is  equally 
interesting.  The  causative  organism  was  first 
described  by  Langenbeck1  in  1839  and  correctly 
named  by  Charles  Robin  in  1843,  yet  its  many 
clinical  manifestations  remained  unrecognized 
until  about  twenty-five  years  ago.  Prior  to  that 
time,  in  1907,  Jacobi2  first  described  thrush  in- 
fections after  the  continuous  bath.  Muijs,3 
in  1916,  was  the  first  to  recognize  the  intertrigi- 
nous  superficial  yeast  infections  of  the  skin. 
Kaufmann-Wolf  in  presenting  two  cases  of  erosio 
interdigitalis  from  a group  of  thirty  before  the 
Berlin  Dermatological  Society  in  June,  1914,  in 
which  she  demonstrated  the  Oidium  albicans, 
has  priority  in  the  discovery  of  the  fungous  na- 
ture of  this  common  type  of  mycotic  infection. 
Monilial  onychomycosis  and  paronychia  were 
first  demonstrated  by  Dubendorfer4  in  1904.  In 
this  country  Schamberg,5  Engman,6  Mitchell,7 
Hopkins,8  Zeisler,9  Shelmire,10  and  many  other 
observers  have  greatly  clarified  the  confusion 
which  had  existed  for  so  long  in  diagnosis. 

In  discussion  of  the  more  important  clinical 
manifestations  of  this  cutaneous  disease,  it 
might  be  best  to  consider  them  under  separate 
headings. 

Clinical  Manifestations 

Erosio  Interdigitalis. — This  is  the  common 
form  so  familiar  to  all  of  us.  The  bright  red, 
moist  patch  with  a bluish  to  violaceous  white 
border  in  the  third  interdigital  space  presents  a 
characteristic  picture.  It  is  overwhelmingly 
frequent  in  women.  Of  the  30  original  patients 
presented  by  Kaufmann-Wolf,  29  were  women. 
Jewish  women  are  particularly  susceptible,  and 
it  is  not  unusual  to  observe  occasionally  a con- 
comitant monilial  paronychia  with,  at  times,  in- 
volvement of  the  nails.  In  the  opinion  of  the 
author,  the  term  blastomycetica  should  be  elimi- 
nated, thereby  preventing  any  possibility  of  con- 
fusing blastomycosis  with  it,  a possibility  which 
might  occur  in  a nondermatologic  mind. 

Erosio  interdigitalis  and  perleche  belong  to  the 
group  of  intertriginous  yeast  infections,  and  even 
that  rarity,  intertrigo  between  the  toes,  reported 
by  Weidman11  and  by  Robinson  and  Moss,12  also 
belongs  to  this  group.  It  is  the  author’s  belief 
that  the  predominance  of  erosio  in  the  female 
sex  is  due  to  the  constant  presence  of  moisture 


from  excessive  use  of  soap  and  water  in  house- 
work and  that  its  prevalence  in  Jewish  women 
might  possibly  be  accounted  for  in  the  proclivity 
of  that  race  to  either  active  or  potential  diabetes, 
which  disease  we  know  is  not  uncommon  in  per- 
sons afflicted  with  more  or  less  extensive  monilial 
intertrigos.  In  six  cases  of  monilial  intertrigo 
at  the  Vanderbilt  Clinic  from  which  Monilia 
albicans  was  isolated,  Hopkins8  found  that  five 
were  diabetic,  and  the  sixth  had  had  hypergly- 
cemia but  no  glycosuria. 

Intertriginous  Moniliasis. — This  subject  has 
been  partially  covered  under  the  previous  head- 
ing. It  is  the  form  which  causes  most  distress, 
and  it  is  in  the  obese  that  it  blooms  excessively. 
The  favorite  sites  are  beneath  pendulous  breasts 
and  reduplicating  folds  of  fat  on  the  lower  abdo- 
men. In  patients  of  normal  weight,  the  groins, 
anal  region,  and  intergluteal  folds  are  the  more 
favored  locations.  In  the  experience  of  the 
author,  the  last  is  the  most  common  single  loca- 
tion, and  almost  invariably  there  is  anal  pruritus; 
consequently  a routine  examination  of  the  stools, 
the  anal  region,  and  gluteal  fold  for  Monilia  is  of 
great  importance  in  all  cases  of  pruritus  ani  in 
which  there  might  be  the  least  suspicion  of 
monilial  infection. 

The  symptoms  of  monilial  intertrigo  are  fairly 
constant  and  consist  of  bright  red,  inflammatory 
areas  with  macerated  epidermis  at  their  periph- 
ery, with  occasionally  small  flaccid  vesico- 
pustules  with  a bright  red  areola  beyond  the  zone 
of  the  patches.  While  the  patches  are  exudative 
they  do  not  “weep”  nearly  so  much  as  they  do  in 
the  nonmonilial  intertrigos.  However,  the  dif- 
ferential diagnosis  is  frequently  a clinical  im- 
possibility without  the  aid  of  a microscope  and 
culture  media. 

Generalized  Cutaneous  Moniliasis. — This  vari- 
ation is  extremely  rare  and  fortunately  so,  for  it  is 
invariably  a dermatologic  manifestation  of  an 
extensive  monilial  invasion  of  the  buccal  mucosa, 
gastrointestinal  tract,  or  internal  organs,  ending 
fatally  in  a few  instances.  The  first  fatality  in 
America  was  reported  by  Rockwood  and  Green- 
wood13 in  a man  aged  51  with  an  extensive  thrush 
infection  of  the  mouth  and  pharynx  from  which 
area,  as  well  as  in  the  feces,  M.  albicans  was 
found  in  abundance,  as  it  was  also  in  the  affected 
cutaneous  areas.  The  eruption  was  most  ex- 
tensive on  the  trunk  and  consisted  of  large, 
sharply  circumscribed  geographic-like  areas,  upon 
which  subcutaneous  abscesses  developed  con- 
tinuously. From  the  pus  of  these  abscesses  Monil- 
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iae  were  repeatedly  demonstrated.  On  autopsy, 
except  for  the  skin,  buccal  mucosa,  pharynx,  and 
esophagus,  no  Moniliae  were  found  in  the  in- 
ternal organs.  The  pathologist’s  summary  was 
that  death  was  due  to  the  absorption  of  toxins 
from  the  multiple  abscesses  which  were  secondary 
to  a generalized  monilial  infection. 

Daubolt14  reported  cutaneous  abscess-forming 
infiltrations  on  the  face,  arms,  and  upper  part 
of  the  trunk  in  a patient  with  hyperglycemia, 
187  mg.  per  100  cc.  In  the  pus  and  sections 
Moniliae  were  demonstrated.  The  case  rapidly 
progressed  to  a fatal  termination. 

Pels,  Dresel,  and  Salinger15  and  Downing  and 
Hazard16  separately  report  a different  variety  of 
generalized  cutaneous  moniliasis — the  hyperkera- 
totic,  dry,  crusted  type,  associated  with  an  in- 
veterate oral  thrush  of  several  years’  duration. 
There  was  a fatal  termination  in  both  cases, 
which,  however,  could  not  be  traced  to  the 
monilial  infection. 

Perleche. — Perleche  was  first  described  by 
Lemaistre17  in  1886.  It  is  derived  from  the  word 
pourleche , which  in  the  patois  of  Limoges,  France, 
means  “to  lick.”  The  real  causative  factor 
escaped  discovery  for  thirty-six  years,  and  during 
that  time  the  Streptococcus  was  unanimously 
considered  the  causative  factor.  In  1929  Finne- 
rud18  discovered  and  definitely  demonstrated 
that  the  real  causative  factor  in  perleche  was  a 
yeast  fungus.  His  observations  were  based  on 
the  study  of  100  children  in  an  institutional 
epidemic  of  perleche.  His  demonstration  was 
complete;  yeast  fungi  were  found  in  the  large 
majority  of  cases  and  were  cultivated.  Children 
free  from  perleche  were  inoculated  with  these 
cultures  and  subsequently  developed  the  disease. 
Scrapings  and  cultures  from  these  children  showed 
the  same  fungi  which  occurred  in  the  cultures 
used  to  produce  the  disease.  Since  1922  Finne- 
rud’s  work  has  been  corroborated  by  a number 
of  observers,  among  whom  may  be  mentioned 
Robinson  and  Moss,12  who  reported  22  cases  of 
perleche,  in  the  large  majority  of  which  M. 
albicans  was  demonstrated.  Another  interest- 
ing feature  was  the  fact  that  of  the  22  cases,  only 
4 had  perleche  alone.  Eighteen  also  had  either 
glossitis,  erosio  interdigitalis,  or  paronychia. 

Monilial  Onychia  and  Paronychia. — This  con- 
dition is  frequently  associated  with  perleche, 
erosio  interdigitalis,  or  monilial  intertrigo,  but 
it  does  occasionally  occur  alone.  Monilial  paro- 
nychia usually  begins  on  one  finger  and,  in  the 
course  of  months  or  years,  spreads  to  three  or 
four  fingers  and  occasionally  to  all  ten.  The 
symptoms  are  fairly  characteristic.  It  presents 
a dull  red,  bolster-like  indurated  swelling,  more 
marked  in  the  region  of  the  lanula.  There  is  very 
little  pain  on  pressure,  and  only  occasionally  can 


a thin  seropus  be  expressed.  If  the  nails  are  in- 
volved, they  present  transverse  ridges  of  a brown- 
ish color.  At  their  distal  ends  they  may  be 
raised  and  keratotic.  Their  edges  may  be  eroded 
and  at  times  the  entire  nail  may  be  greatly 
thickened. 

Moniliids. — In  1929  Ravaut19  described  cases 
of  intertrigo  from  which  yeast  fungi  were  isolated. 
These  patients  also  presented  dry,  slightly  scaly, 
erythematous  lesions  well  beyond  the  areas  of 
intertrigo,  from  which  no  fungi  could  be  culti- 
vated. By  intracutaneous  injections  with  ex- 
tracts from  cultures  obtained  from  the  intertrigo, 
Ravaut  was  able  to  reproduce  new  lesions  identi- 
cal in  appearance  with  the  scattered  erythemato- 
scaly  lesions,  in  which  no  fungi  could  be  found. 

Hopkins20  presented  a boy  8 years  old  at  the 
Section  of  Dermatology  and  Syphilology  of  the 
New  York  Academy  of  Medicine  on  March  4, 
1930,  with  thrush  of  the  mouth,  intertrigo  of  the 
fingers,  toes,  buttocks,  and  commissures  of  the 
mouth.  The  nails  were  characteristic  of  monilia. 
There  was  also  an  alopecia  strikingly  similar  to 
that  reported  by  MacLeod  and  Dowling21  in 
cases  of  generalized  monilial  infection.  Cultures 
from  the  mouth  and  gastrointestinal  tract  showed 
large  numbers  of  M.  albicans,  but  there  were 
repeated  failures  to  demonstrate  the  organism  in 
most  of  the  other  lesions.  Identical  cutaneous 
lesions  could  be  reproduced  by  the  injection  of 
sterile  extracts  of  M.  albicans.  The  moniliids 
present  a greatly  varied  clinical  appearance.  They 
may  be  vesicular,  pustular,  erythematous,  inter- 
triginous,  and  even  slightly  scaly.  A great  help 
in  diagnosis  is  to  find  monilial  organisms  in  char- 
acteristic foci  of  infection,  and  not  to  find  them 
in  the  scattered  lesions.  The  intradermic  in- 
jection of  sterile  extracts  of  M.  albicans  with  the 
subsequent  production  of  new  lesions  similar  in 
appearance  to  the  suspected  moniliids  is  greatly 
corroborative.  Hopkins8  believes  that  gastro- 
intestinal monilial  infection  is  a factor  in  the 
production  of  moniliids  on  the  skin. 

Treatment 

It  is  a known  fact  that  monilial  infections  of 
the  skin  are  extremely  common.  Lewis  and 
Hopper22  have  proved  this  by  obtaining  cultures 
from  the  skin,  tongue,  and  feces  of  100  dispensary 
patients  with  suspicious  lesions.  M.  albicans 
was  cultured  from  the  skin  in  27,  from  the  tongue 
in  39,  and  in  the  feces  in  27. 

Unfortunately,  improvement  in  the  therapy 
of  moniliasis  has  not  kept  up  with  the  recent  dis- 
sipation of  much  of  the  fog  which  has  for  so  many 
years  shrouded  the  diagnosis  of  its  many  faceted 
variations. 

Let  us  consider  the  more  recent  therapeutic 
measures  first,  beginning  with  a controversial 
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one — namely,  immunologic  therapy.  This  con- 
sists of  the  intracutaneous  injection  of  tricho- 
phytin  or  oidiomycin  in  increasing  doses,  be- 
ginning with  dilutions  of  1:1,000  and  increasing 
slowly  to  1:50,  depending  upon  the  tolerance  of 
the  patient.  Acute  exacerbations  of  the  monilial 
infection  or  new  outbreaks  are  a sign  of  overdos- 
age, and  the  vaccine  should  be  stopped  until  the 
cessation  of  the  exacerbations.  Lewis  and  Hop- 
per23 used  oidiomycin  in  a series  of  48  patients. 
Not  a single  cure  was  noted.  Sutton  and  Sutton24 
state  that  it  is  not  a satisfactory  therapeutic 
measure  and  is  greatly  inferior  to  local  treat- 
ment. Sulzberger  and  Wolf25  state  that  im- 
munologic treatment  is  sometimes  followed  by 
improvement  or  even  cure  when  all  other  at- 
tempts have  failed;  yet  in  another  sentence  they 
state  that  it  is  of  limited  practical  value.  While 
there  have  been  some  favorable  reports,  they 
are,  nevertheless,  specially  noted  for  their 
paucity.  Inhalations  with  ethyl  iodide,  ac- 
cording to  the  method  of  Schwartz,  and  the  in- 
ternal administration  of  the  iodides  have  been 
used,  but  except  in  a few  instances  results  have 
been  indifferent. 

Avitaminosis  as  a contributing  factor  to  monil- 
iasis is  of  interest  in  view  of  the  original  observa- 
tions of  Sebrell  and  Butler,26  who  noticed  per- 
leche-like lesions  in  10  of  18  women  who  were  put 
on  a pellagra-producing  diet.  Of  the  10  women 
with  perleche,  4 were  promptly  cured  with  ribo- 
flavin. In  patients  with  active  foci  of  infection 
in  the  gastrointestinal  tract,  it  would  be  well  to 
eliminate  the  carbohydrates,  substituting  dex- 
trose for  cane  sugar  and  administering  large  doses 
of  calcium  and  magnesium  carbonate,  according 
to  the  plan  of  Hopkins.8  At  the  same  time, 
vitamin  B-complex  and  sulfur  should  be  given. 

In  a discussion  of  the  treatment  of  moniliasis, 
one  must  keep  constantly  in  mind  the  great 
difficulty  of  achieving  a permanent  cure.  In  the 
experience  of  the  author,  early  rapid  progress  is 
common  with  almost  any  kind  of  good  therapy, 
but  later  on  there  are  remissions,  exacerbations 
or  lack  of  progress,  despite  the  most  intelligent 
therapeutic  efforts.  This  holds  especially  true 
of  the  monilial  intertrigos. 

In  the  author’s  opinion,  this  may  be  due  to  the 
fact  that  after  a certain  time  the  fungi  become 
habituated  to  the  particular  parasiticide  that  is 
used,  and  accelerated  improvement  when  a 
change  in  local  treatment  is  made  has  been  noted. 
Another  reason  for  lack  of  progress  may  well  be 
ascribed  to  the  fact  that  when  a patient  suffers 
from  an  acute  internal  condition,  he  is  put  to  bed 
and  kept  under  constant  care  all  day,  while  the 
average  dermatologic  patient  is  content  to  spend 
five  minutes  and  even  less  twice  a day  in  the  care 
of  his  dermatosis. 


The  most  favored  local  remedies  in  intertrigi- 
nous  moniliasis  are  gentian  violet  in  a 1 or  2 per 
cent  aqueous  solution;  Gram’s  solution  of  iodine; 
silver  nitrate,  1 to  2 per  cent;  ammoniated  mer- 
cury, 3 to  10  per  cent;  half-strength  tincture  of 
iodine;  chrysarobin,  5 per  cent;  and  in  acute 
“weepy”  intertrigos,  wet  dressings  of  potassium 
permanganate,  1:2,000,  or  bichloride  of  mercury, 
1:5,000.  These  remedies  are  also  used  in  the 
other  varieties  of  cutaneous  moniliasis. 

In  the  experience  of  the  author,  monilial 
onychia  and  paronychia  respond  best  to  the 
roentgen  rays  in  doses  of  75  roentgens  once 
weekly  without  filtration.  It  is  not  a specific, 
for  it  fails  at  times  to  bring  about  a permanent 
cure.  I have,  in  some  instances,  noted  a recur- 
rence of  monilial  onychia  within  a year  of  ap- 
parent cure.  Perianal  moniliasis  is  particularly 
obstinate.  It  frequently  happens  that  all  the 
therapeutic  measures  that  have  been  men- 
tioned fail  completely  to  bring  about  a cure. 
It  might  then  be  proper  to  keep  in  mind  the 
three  cases  of  Lester  P.  Fowle  and  his  co workers;27 
all  three  were  cured  with  injections  of  monilia 
extracts  after  resisting  x-ray  and  local  treat- 
ment for  several  years.  Gentian  violet  in 
suppository  form,  as  recommended  by  Lewis 
and  Hopper,23  in  dosage  of  0.13  Gm.  to  each 
suppository,  may  also  be  used. 

Another  remedy  which  has  given  the  author 
excellent  results  in  intertriginous  moniliasis  is  40 
per  cent  sulfur  ointment.  However,  it  must  be 
made  in  precisely  the  right  way;  otherwise  the 
salve  is  so  stiff  that  it  cannot  be  used  effectually. 
The  author  recommends  the  thorough  mixing  of 
4 drachms  of  precipitated  sulfur  with  3 drachms 
of  olive  oil.  When  the  mass  is  smooth,  1 drachm 
of  petrolatum  album  is  added.  This  results  in  a 
smooth  salve  easily  applied.  No  dermatitis 
has  ever  been  noted  even  in  acute  “weeping” 
intertrigos.  It  must  be  well  understood,  how- 
ever, that  while  this  method  of  treatment  has  at 
times  resulted  in  phenomenal  improvement,  it 
has  not  brought  about  any  permanent  cures. 

Summary 

1.  It  is  the  author’s  hope  that  he  has  suffi- 
ciently stressed  the  fact  that  chronic  monilial  in- 
fection of  the  skin  is  a dermatosis  which  deserves 
the  most  serious  consideration  and  is  one  of  the 
most  difficult  to  cure  permanently. 

2.  The  dangers  of  monilial  infection  of  the 
internal  organs,  while  well  known  to  dermatolo- 
gists, have  not  been  sufficiently  stressed  by  them 
for  the  benefit  of  the  general  practitioner. 

3.  It  is  to  be  hoped  that  on  the  return  of  our 
younger  dermatologic  confreres  from  military 
service,  some  of  them  will  undertake  research 
work  devoted  to  further  study  of  the  yeast  fungi 
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themselves,  and  through  long  experimentation, 
both  in  vitro  and  in  vivo,  discover  a specific  in 
the  treatment  of  a group  of  dermatoses,  which,  in 
my  opinion,  is  the  most  important  in  medical 
mycology. 
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Discussion 

Dr.  Royal  M.  Montgomery,  New  York  City — 
Dr.  Bechet  should  be  congratulated  on  his  historical 
and  clinical  presentation  of  moniliasis.  To  com- 
plete the  historical  picture,  I mention  that  the 
International  Congress  of  Microbiology,  1939, 
changed  the  name  of  M.  albicans  to  Canada  albi- 
cans. Personally,  I prefer  the  old  terminology.  I 
hate  to  think  of  calling  the  disease  “candidiasis.” 
Two  factors  should  be  stressed  as  contributory 
causes  in  this  disease:  first,  the  presence  of  diabetes 


or  hyperglycemia  and,  second,  hypovitaminosis. 
Both  these  were  mentioned  by  Dr.  Bechet.  All 
patients,  especially  those  who  are  obese,  should  have 
a urinalysis  or  blood  sugar  test.  Others,  who  have 
multiple  sites  of  infection,  are  often  undernourished 
and  may  have  vitamin  deficiencies,  especially  vita- 
min B-complex,  C,  and  D. 

These  two  factors,  I believe,  are  contributory 
causes  in  many  of  the  cases  of  moniliasis. 

Although  the  paper  is  entitled  “Cutaneous  Monili- 
asis,” other  sites  of  infection  should  be  mentioned 
to  enlarge  upon  the  clinical  data  of  this  disease. 
These  include  the  vagina,  cervix,  lungs,  buccal 
mucosa,  and  tongue.  Moniliasis  of  these  locations, 
with  the  exception  of  the  buccal  mucosa,  are  as 
difficult  to  cure  as  that  of  most  of  the  cutaneous 
sites. 

At  the  New  York  Skin  and  Cancer  Unit  over  an 
eight-year  period,  from  1935  to  1942,  inclusive, 
1,773  positive  cultures  of  M.  albicans  were  made. 
It  is  interesting  to  note  that  the  fingernail,  as  one 
would  expect,  had  the  highest  incidence  of  positive 
cultures — 31.6  per  cent.  It  was  also  interesting  to 
note  the  high  percentages  on  the  tongue  (19.4  per 
cent) ; on  the  groin  (15.3  per  cent) ; and  on  the  feet 
(10.9  per  cent).  Other  intertriginous  areas,  such  as 
the  hands,  breasts,  axillae,  anus,  ears,  and  so  forth, 
made  up  the  remaining  23.8  per  cent.  This  indi- 
cates that  the  tongue,  groins,  and  feet  are  more  fre- 
quently affected  than  one  would  suspect. 

Finnerud  stated  that  perleche  is  a highly  contagi- 
ous disease.  This  might  be  true  in  undernourished 
patients,  but  it  is  not  true  in  normal  human  beings. 
Dr.  Cornelius  Rhoads,  who  is  a healthy-looking  man, 
claims  to  have  ingested  much  water  contaminated 
with  M.  albicans  without  subsequent  bad  effects. 
I certainly  do  not  believe  that  moniliasis  is  a very 
infectious  disease  in  the  normal  person. 

The  treatment  of  moniliasis  should  be  not  only 
local,  with  the  medications  mentioned  by  Dr.  Bechet, 
but  should  also  include  general  treatment,  such  as 
vitamin  therapy.  If  the  gastrointestinal  tract  is 
involved  or  if  pruritus  ani  is  present,  treatment 
should  include  alkaline  salts  and  gentian  violet  by 
mouth.  Locally,  silver  nitrate  is  one  of  the  most 
effective  remedies.  In  all,  the  treatment  is  not  too 
satisfactory,  as  Dr.  Bechet  mentions. 

I am  sure  that  his  hopes  will  come  true  and  that 
more  research  will  be  devoted  to  this  subject.  Thus 
shall  we  be  able  to  obtain  a permanent  and  quicker 
cure. 


BIBLIOGRAPHY  ON  PARALYSIS  IS  PLANNED 

A complete  bibliography  of  all  knowledge  on 
infantile  paralysis  ever  published  is  being  compiled 
by  the  National  Foundation  for  Infantile  Paralysis, 
Basil  O’Connor,  president  of  the  foundation,  has 
announced. 

The  bibliography,  which,  it  is  expected,  will  be 
ready  for  publication  in  book  form  early  in  1944, 
will  contain  a record  of  all  scientific  material  on 
poliomyelitis  published  to  the  end  of  1943.  Sub- 


sequently the  data  will  be  kept  up  to  date  by  publi- 
cation of  annual  supplements. 

The  compilation  is  being  carried  out  for  the 
foundation,  Mr.  O’Connor  said,  with  the  aid  of  the 
library  of  the  American  Medical  Association  and 
the  John  Crerar  Library,  both  in  Chicago,  under 
direction  of  Dr.  Morris  Fishbein,  editor  of  the 
and  Dr.  Ludwig  Kaktoen,  editor  of  The 
Archives  of  Pathology. 


MENINGOCOCCUS  INFECTION 

A Review 

Robert  F.  Korns,  M.D.,  Albany 


Incidence 

The  increased  incidence  of  meningococcus 
meningitis  during  war  periods  has  been  repeatedly 
observed.  Although  the  reasons  for  this  associa- 
tion are  not  entirely  understood,  it  is  felt  that  the 
mobilization  of  fresh  troops,  the  migration  of 
populations,  and  the  factors  of  increased  crowd- 
ing, poor  nutrition,  and  overexertion  play  some 
part  in  the  phenomenon. 

The  present  war  is  no  exception.  We  had  not 
only  the  history  of  previous  wars  but  also  the  re- 
cent experience  of  Great  Britain  in  the  current 
war  to  warn  us  of  an  impending  pandemic.  The 
figures  presented  in  Table  1 compare  the  cases 


TABLE  1. — Reported  Cases  and  Deaths  from  Meningo- 
coccus Meningitis  for  England  and  Wales,  and  the  U.S. 
Registration  Area,  1936-1943 


Cases 

Deaths 

England  & 

United 

England  & 

United 

Year 

Wales1 

States2 

Wales1 

States2 

1936 

994 

7,320 

635 

3,020 

1937 

1,140 

5,484 

698 

2,208 

1938 

1,288 

2,919 

652 

1,024 

1939 

1,500 

1,993 

514 

863 

1940 

12,771 

1,665 

2,584 

694 

1941 

11,152 

2,039 

t 

713 

1942 

6,190 

3,774 

t 

t 

1943 

1,952* 

11,766** 

t 

t 

* Through  May  22. 
**  Through  June  26. 
t Not  available. 


and  deaths  in  England  and  Wales  with  those  in 
the  United  States  Registration  Area  from  1936  to 
date. 

England  has  had  no  incidence  of  comparable 
magnitude  since  reporting  of  the  disease  was  in- 
itiated in  1912.  The  year  1915  was  the  most  out- 
standing, with  3,712  reported  cases,  2,203  of 
which  were  fatal.  For  comparison  with  the 
1,952  cases  reported  in  England  and  Wales  in  the 
first  five  months  of  1943,  the  figures  for  the  com- 
parable period  in  1941  and  1942  were  6,988  and 
3,852  cases,  respectively.1 

The  experience  in  the  United  States2  differs 
somewhat  in  that  an  extensive  epidemic  occurred 
in  1929-1930,  with  a further  flare-up  in  1935- 
1937.  There  were  reported  for  the  United  States 
Registration  Area  11,766  cases  for  the  first 
twenty-five  weeks  of  this  year  as  compared  with 
a five-year  median  of  1,175  cases,  and  compared 
with  6,553  cases  for  the  same  period  m 1929,  tne 
latter  being  the  largest  number  reported  during 


the  comparable  period  in  any  year  since  meningo- 
coccus meningitis  became  generally  reportable 
(during  the  past  sixteen  years). 

As  to  New  York  State,  an  unusual  increase  in 
incidence  was  first  observed  in  New  York  City  in 
the  latter  part  of  1941  and  early  part  of  1942. 
After  the  usual  reduction  in  cases  during  the 
summer  months,  the  increase  in  New  York  City 
continued  in  the  fall  and  winter  of  1942,  with  a 
particularly  rapid  rise  last  spring,  when  256  cases 
were  reported  in  May  alone,  as  shown  in  Table  2. 


TABLE  2. — Reported  Cases  of  Meningococcus  Menin- 
gitis in  New  York  State 


Upstate 

New  York  City 

New  York 

Month 

1942 

Average, 

Average, 

1937-1941 

1942 

1937-1941 

January 

15 

14 

12 

11 

February 

22 

12 

8 

14 

March 

54 

12 

15 

13 

April 

57 

11 

15 

13 

May 

53 

11 

12 

14 

June 

48 

10 

21 

9 

July 

30 

8 

15 

11 

August 

22 

7 

15 

8 

September 

19 

7 

9 

8 

October 

27 

6 

22 

6 

November 

26 

9 

24 

7 

December 

45 

8 

15 

9 

Total,  1942 

418 

115 

183 

123 

Average, 

Average, 

1943 

1938-1942 

1943 

1938-1942 

January 

74 

10 

50 

11 

February 

121 

11 

45 

10 

March 

190 

17 

85 

12 

April 

195 

17 

96 

13 

May 

256 

18 

114 

13 

June 

176 

17 

91 

11 

Total,  Jan.-June 

1,012 

90 

481 

70 

A rise  above  the  five-year  average  was  first 
noted  in  upstate  New  York  in  June,  1942,  and 
has  been  particularly  marked  since  the  first  of  this 
year.  This  year,  up  to  the  first  of  July,  there 
were  reported  481  cases  from  upstate  New  York. 
During  the  corresponding  first  six  months  of  1942 
only  83  cases  were  reported,  and  the  average  for 
these  months  in  the  five  years  from  1938  to  1942 
was  only  70  cases.  As  the  year  1943  has  pro- 
gressed, the  number  of  reported  cases  has  in- 
creased month  by  month,  with  May  (114  cases) 
surpassing  in  incidence  all  previous  months.  In 
June  a slight  drop  in  incidence  occurred.  The 
total  number  of  cases  reported  to  date  during 
1943  for  upstate  New  York  is  more  than  twice  as 
great  as  the  total  number  reported  in  the  year 
1929,  in  which  the  largest  number  of  cases  (212) 
was  reported  since  1914,  when  reporting  of  men- 
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TABLE  3. — Percentage  Distribution  by  Age  and  Sex 
of  Cases  of  Meningococcus  Meningitis  Reported  in 
New  York  State  (Exclusive  of  New  York  City),  1941- 
1943 


Age  Group 

1941 

Male 

1942 

1943* 

1941 

Female 

1942 

1943* 

Under  15  years 

56.7 

40.2 

32.4 

57.1 

50.8 

49.3 

Over  15  years 

43.3 

59.8 

67.6 

42.9 

49.2 

50.7 

* January  through  May. 


ingococcus  meningitis  was  started.  The  largest 
number  of  deaths  attributed  to  cerebrospinal 
meningitis  occurred  in  1905,  when  2,569  such 
deaths  were  recorded,  2,025  from  New  York  City 
and  544  from  the  rest  of  the  State. 

There  has  been  a geographical  shift  in  the  oc- 
currence of  civilian  cases  in  the  State.  Among 
the  large  cities,  Syracuse  led  the  rise  and,  on  a 
morbidity  rate  basis,  has  borne  the  brunt  of  the 
increase  in  1943.  Buffalo  had  a marked  increase, 
beginning  in  March  of  this  year,  and  Rochester 
had  a definite  rise  in  May.  Utica  is  still  but 
slightly  affected.  Albany  has  had  a fair  number 
of  cases,  as  have  the  communities  in  the  vicinity 
of  New  York  City.  Rural  areas  were  little 
attacked  until  May,  when  a spattering  of  cases 
seemed  to  occur  throughout  most  parts  of  the 
State. 

The  interesting  recent  change  in  the  age  dis- 
tribution of  cases  occurring  in  upstate  New  York, 
illustrating  probably  the  influence  that  military 
mobilization  has  played  in  the  present  epidemic, 
is  presented  in  Table  3. 

Although  clinical  meningococcus  meningitis, 
even  when  present  in  epidemic  proportions,  ap- 
pears only  in  a small  portion  of  the  population, 
the  commonly  observed  high  case  fatality  rate 
and  the  suddenness  and  mystery  of  its  appearance 
have  served  to  impress  the  public  with  the  im- 
portance of  the  disease.  It  is  said  that  in  mili- 
tary circles  the  demoralizing  effect  of  an  out- 
break of  meningitis  on  healthy  soldiers  is  more  of 
a hindrance  to  the  functioning  of  the  military 
forces  than  are  the  clinical  cases  that  develop. 

With  reference  to  case  fatality  rates,  it  is  inter- 
esting to  review  our  experience  in  upstate  New 
York.  Even  though  these  rates  are  subject  to 
many  sources  of  error,  they  do  give  some  indica- 
tion of  the  probable  trend  in  recent  years.  For 
the  past  ten  years,  1933-1942  inclusive,  these 
rates  for  each  year,  respectively,  have  been  44.1, 
34.8,  37.6,  36.1,  27.7,  36.9,  40.0,  40.6,  24.6,  and 
18.5  per  cent.  Thus  far  in  1943  the  case  fa- 
tality rate  has  been  18.8  per  cent.  To  what  ex- 
tent we  owe  the  recent  drop  to  sulfonamide  ther- 
apy is  difficult  to  say,  but  it  seems  likely  that  this 
has  been  a most  important  factor. 

Control 

With  respect  to  the  control  of  this  disease,  the 
science  of  preventive  medicine,  unfortunately, 


has  very  little  to  offer  at  the  present  time.  Ex- 
perience has  shown  that  a case  of  meningococcus 
meningitis  can  rarely  be  traced  to  contact  with 
another  case  and  numerous  carrier  surveys  have  . 
demonstrated  the  high  ratio  of  carriers  to  cases  in 
any  given  locality.  It  has  been  assumed,  there- 
fore, that  the  asymptomatic  carrier  plays  an  im- 
portant role  in  the  spread  of  the  disease;  how- 
ever, this  is  a subject  of  some  debate,  since  the 
majority  of  clinical  cases  of  meningococcus  men- 
ingitis harbor  the  Group  I organism,  while  it  is 
common  for  carriers  to  harbor  Group  II  organ- 
isms, especially  when  not  intimately  associated 
with  cases.  Furthermore,  studies  of  given  epi- 
demics occasionally  have  shown  the  contact  and 
noncontact  carrier  rates  to  be  essentially  the 
same.  In  fact,  the  common  statement  that  car- 
rier rates  parallel  case  rates  is  open  to  some  ques- 
tion. 

Glover’s3  observation  that  when  carrier  rates 
exceed  20  per  cent  of  the  population,  an  outbreak 
of  meningitis  may  be  expected,  has  been  found  by 
other  observers  to  be  unreliable.  Dudley  and 
Brennan,4  for  instance,  noted  that  at  the  Royal 
Naval  Hospital,  Chatham,  England,  during  the 
period  January,  1932-March,  1933,  there  were  11 
cases  of  meningococcus  meningitis,  with  a carrier 
rate  of  13  per  cent,  while  during  the  period 
March,  1933-May,  1934,  a carrier  rate  of  54  per 
cent  for  agglutinable  meningococci  persisted  with- 
out the  appearance  of  cases  of  meningitis.  Fur- 
thermore, at  the  Royal  Naval  Hospital  at  Ports- 
mouth, England,  during  the  same  period  the 
carrier  rate  among  contacts  of  6 patients  with 
meningitis  was  only  5 per  cent.  A study5  of  the 
normal  bacterial  flora  of  the  nasopharynx  con- 
ducted in  England  during  the  nonepidemic  pe- 
riod 1930-1937  showed  noncontact  carrier  rates 
fluctuating  between  6 and  26  per  cent,  nearly 
half  the  rates  being  15  per  cent  or  more.  Rake,6 
in  a careful  study  of  laboratory  workers,  found 
42  per  cent  of  them  infected  with  meningococci 
one  or  more  times  during  the  year  of  observation. 
Dingle  and  Finland,7  from  their  recent  extensive 
review  of  this  disease,  feel  that  the  true  signifi- 
cance of  carriers  will  probably  be  determined 
only  after  further  studies  have  been  carried  out, 
taking  into  account  not  only  the  type  but  the 
virulence  of  the  carrier  strains.  For  these  rea- 
sons, plus  the  difficulties  inherent  in  studying 
the  meningococcus  and  the  meager  and  question- 
able benefit  derived  therefrom,  routine  meningo- 
coccal carrier  surveys  for  control  purposes  have 
been  discouraged. 

Although  meningococcus  meningitis  may  be 
justly  regarded  as  a disease  associated  with  in- 
stitutional life,  the  original  view  that  the  in- 
creased incidence  was  due  primarily  to  over- 
crowding has  not  been  substantiated  in  the  light 
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of  present  knowledge,  even  in  regard  to  military 
establishments.8-9  Glover’s3  nice  demonstration 
of  the  correlation  between  the  spacing  of  beds  in 
barracks  and  the  incidence  of  meningococcal  in- 
fection is  apparently  not  thought  to  be  of  much 
practical  importance  today.  Experience  since 
the  last  war  has  shown  that  bed  spacing  per  se  has 
little  effect  on  carrier  and  case  rates.  Fuither- 
more,  in  the  analysis  of  the  Detroit  epidemic  of 
1929,  Norton  and  Gordon10  showed  that  the  inci- 
dence of  cases  was  not  correlated  to  any  extent 
with  crowding.  The  carrier  rates  they  found 
were  essentially  the  same  in  households  of  one  to 
four  persons  as  in  those  with  ten  or  more. 

Early  Diagnosis 

The  most  valuable  control  measure  available 
at  present  is  the  early  recognition  of  cases  and 
their  treatment.  Of  considerable  importance  is 
the  concept  that  meningococcal  infection  is  only 
rarely  accompanied  with  meningitis.  Meningo- 
cocci have  been  demonstrated  by  cultural  meth- 
ods in  the  blood  of  25  to  80  per  cent  of  patients 
with  meningitis,  depending  on  the  adequacy  of 
the  cultural  methods  and  the  duration  of  the  ill- 
ness.7 It  seems  apparent  that,  with  the  excep- 
tion of  nasopharyngeal  infection,  meningococ- 
cemia  is  the  primary  disease.  In  fact,  in  recent 
years  an  increasing  number  of  such  cases  with- 
out meningitis  are  being  recognized.  This  type 
of  infection  has  just  been  made  reportable  in 
New  York  State  and  in  the  future  should  permit 
us  to  ascertain  the  frequency  with  which  this 
condition  is  recognized. 

An  interesting  comparison  of  the  clinical 
features  of  meningococcemia  and  the  premen- 
ingitic  stage  of  meningococcus  meningitis  has 
been  made  by  Dickson11  and  his  coworkers  in  the 
Canadian  army.  In  a group  of  cases  without 
meningitis,  onset  was  abrupt  enough  so  that  the 
date  could  be  fixed.  The  illnesses  were  charac- 
terized by  fatigue,  malaise,  chills  and  fever,  ach- 
ing pains  of  limbs  and  back,  and  remissions.  Of 
particular  significance  was  a triad  of  symptoms 
and  signs  of  unusual  nature  which  were  present 
in  nearly  all  of  their  patients : first,  sharply  local- 
ized muscular  pain;  second,  joint  pain,  often 
migratory,  frequently  with  redness  and  swelling 
of  the  joint;  and  third,  the  characteristic  skin 
rash,  appearing  suddenly  in  crops,  coinciding  with 
the  recurrence  of  fever.  These  spots  were  most 
common  on  the  limbs  and  trunk.  They  meas- 
ured from  5 to  35  mm.  and  had  dark  purplish 
centers,  which  were  frequently  palpable  and 
tender.  These  disappeared  in  from  two  to  four 
days,  leaving  slight  staining  from  hemorrhage. 
There  was  usually  leukocytosis,  and  the  spinal 
fluid  was  normal  in  all  instances. 

The  average  meningitis  patient,  when  ad- 


mitted to  the  hospital,  is  so  aware  of  the  menin- 
geal symptoms  that  he  tends  to  forget  the  pre- 
ceding history  of  his  illness.  These  workers,  in 
studying  their  cases  carefully,  found  evidence  of 
a premeningitic  phase,  the  exact  counterpart  of 
the  syndrome  just  described.  Over  a third  of 
the  patients  had  suffered  from  this  illness  for  at 
least  a w*eek  prior  to  the  onset  of  meningitis,  and  a 
number  of  them  had  histories  of  illness  for  over  a 
month,  with  frequent  exacerbations.  Only  one 
of  their  meningococcemia  patients  subsequently 
developed  meningitis.  Of  course,  these  pa- 
tients were  treated  with  sulfonamides,  so  one 
cannot  say  whether  or  not  they  would  have  de- 
veloped meningitis  had  they  not  been  treated. 
The  present  trend  of  thought  is  toward  early 
recognition  and  early  treatment  of  these  cases 
before  meningitis  develops. 

Dingle  and  Finland7  discuss  at  some  length  the 
advisability  of  examining  the  spinal  fluid  in  sus- 
pected cases  of  meningitis  and  in  meningococce- 
mia. They  feel  that  the  dangers  of  inducing 
meningitis  by  means  of  lumbar  puncture  are 
minimal  and  of  little  consequence  since  sulfon- 
amide therapy  is  available.  Early  diagnosis, 
followed  by  prompt  and  adequate  treatment, 
increases  the  patient’s  chance  of  recovery.  Such 
diagnosis  can  often  be  made  within  a few  minutes 
from  a stained  smear  of  the  cerebrospinal  fluid 
sediment. 

The  rather  rare  Waterhouse-Friedericksen  syn- 
drome, which  occurs  almost  entirely  in  children 
under  10  years  of  age,  with  an  abrupt  onset  and 
fatal  termination,  frequently  within  twenty-four 
hours,  is  interesting  but  presumably  of  theoretic 
importance  to  health  officers  since  according  to  a 
recent  review12  only  96  cases  have  been  reported 
in  the  literature.  This  syndrome  is  character- 
ized by  fever,  cyanosis,  convulsions,  petechial 
hemorrhages,  and  coma.  The  most  striking 
pathologic  findings  are  the  bilateral  adrenal 
hemorrhage,  and,  frequently,  the  prominence  of 
the  tliymolymphatic  system.  Although  the  men- 
ingococcus has  been  isolated  from  the  blood 
stream  in  about  70  per  cent  of  these  cases,  ap- 
parently the  Streptococcus  and  other  bacteria 
may  produce  the  same  clinical  entity.  There  is 
reason  to  believe  that  such  cases  are  far  more 
common  than  the  published  reports  would  indi- 
cate. Undoubtedly,  many  cases  are  so  diag- 
nosed but  not  reported,  and  in  other  instances  the 
diagnosis  is  not  made.  In  the  current  epidemic 
in  Chile,  which  has  been  unusually  severe,  4 per 
cent  of  the  cases  in  children  have  presented  this 
syndrome.13 

Treatment 

The  evaluation  of  the  effectiveness  of  a thera- 
peutic agent  is  not  a simple  matter,  particularly 
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in  meningococcus  infection,  where  fatality  rates 
for  untreated  cases  vary  within  wide  limits  in 
different  epidemics  and  in  the  endemic  disease  in 
different  localities.  Furthermore,  such  factors  as 
age,  duration  of  the  disease,  severity  of  the  illness, 
and  dosage  of  drug  or  serum  must  be  analyzed 
and  evaluated.  However,  despite  these  difficul- 
ties, it  can  be  said  that  sulfonamide  therapy  has 
proved  very  worth  while.  A voluminous  litera- 
ture has  accumulated  on  the  subject,  much  of 
which  is  difficult  to  assess.  It  is  the  considered 
opinion  of  most  workers  in  the  field  that  the  four 
drugs,  sulfanilamide,  sulfapyridine,  sulfathia- 
zole,  and  sulfadiazine,  are  all  highly  effective 
therapeutically  against  the  meningococcus,  al- 
though the  experience  with  the  latter  two  drugs 
is  limited.  At  the  present  time  choice  of  drug  is 
based  largely  upon  thfe  relative  importance  of 
toxic  reaction^.  For  this  reason  sulfadiazine  is 
probably  considered  the  drug  of  choice,  with  sul- 
fathiazole  running  it  a close  second,  despite  the 
theoretic  objection  that  its  relative  concentration 
in  the  spinal  fluid  is  less  than  it  is  with  the  other 
drugs.  Dingle  and  Finland,7  already  cited,  give 
an  excellent  detailed  account  of  the  present 
methods  of  therapy  in  meningococcal  menin- 
gitis. 

Of  considerable  interest  is  the  place  that  spe- 
cific antiserum  should  take  in  modern  treatment 
of  this  disease.  A number  of  investigators14 >16-16 
hold  a brief  for  the  use  of  chemotherapy  alone 
without  serum  therapy  even  as  an  adjuvant. 
In  a very  careful  analysis  of  3,575  cases  that  oc- 
curred during  1940  in  England  and  Wales,  Bee- 
son and  Westerman15  of  the  American  Red  Cross, 
Harvard  Field  Hospital  Unit,  present  evidence 
on  this  point.  They  call  attention  to  the  fact 
that  the  age  specific  fatality  rate  ranged  from  a 
low  of  5.6  per  cent  in  young  adults  to  as  high  as 
56.6  per  cent  in  persons  over  60  years;  hence,  the 
almost  uniformly  favorable  reports  of  therapeutic 
series  from  military  populations  must  be  studied 
with  this  fact  in  mind.  After  adjusting  for  age, 
they  found  a fatality  rate  of  18.8  per  cent  in  965 
patients  receiving  both  serum  and  sulfonamide 
therapy,  and  a rate  of  14.3  per  cent  for  those 
treated  with  sulfonamide  alone.  In  fact,  this 
difference  was  present  in  nearly  all  age  groups. 
The  type  of  antiserum,  its  route  of  administra- 
tion, and  the  dosage  of  drugs  used  were  found  not 
to  have  been  factors  in  this  difference.  Further- 
more, in  88  per  cent  of  the  patients  receiving 
serum,  therapy  was  started  on  the  first  hospital 
day;  hence,  it  was  not  likely  that  serum  adminis- 
tration had  often  been  used  as  a last  resource 
when  drug  therapy  appeared  to  be  without  re- 
sult. Analysis  of  the  relative  severity  of  cases 
in  the  two  series  showed  some  tendency  for  the 
more  severe  case  to  receive  the  combined  therapy; 


however,  this  was  hardly  enough  to  account  for 
the  difference  in  fatality  rates. 

Jubb16  in  a similar  analysis  of  3,206  cases  of 
meningococcus  meningitis  reported  during  the 
same  period  and  treated  in  civilian  hospitals, 
reaches  essentially  the  same  conclusions.  He 
observed  a fatality  rate  of  13.8  per  cent  in  849 
cases  treated  with  combined  therapy  and  a rate 
of  9.2  per  cent  in  2,357  cases  treated  with  the 
drug  alone.  There  appeared  to  be  no  difference 
in  severity  of  illness  in  the  two  groups.  It  is  in- 
teresting to  note  that  over  500  strains  of  Meningo- 
coccus from  these  cases  were  grouped  as  follows: 
91  per  cent  in  Group  I and  9 per  cent  in  Group 
II.  These  groups  were  distributed  in  exactly  the 
same  way  in  the  two  therapeutic  series.  Further- 
more, the  severity  of  illness  in  the  Group  I cases 
did  not  differ  essentially  from  that  in  the  Group 
II  cases. 

Other  workers, 17  ■ 18  > 19  in  series  totaling  about 
500  cases  treated  alternately  with  serum  alone, 
serum  plus  sulfonamide,  and  with  sulfonamide 
alone,  have  shown  slight  advantage  in  favor  of 
the  combined  therapy.  There  is,  of  course,  ex- 
perimental work  substantiating  the  value  of 
serum  plus  sulfonamide.  Branham,20  for  in- 
stance, has  shown  in  mice  that  sulfonamide  plus 
serum  gives  results  in  therapy  far  better  than 
those  achieved  with  either  agent  alone. 

In  view  of  the  difficulties  and  possible  compli- 
cations involved  in  administering  serum,  one 
certainly  is  justified  in  questioning  the  value  of  its 
routine  use.  In  this  connection  it  is  interesting 
to  note  that  the  New  York  City  Department  of 
Health  is  discontinuing  the  distribution  of  anti- 
meningococcic horse  serum.  Studies  carried  out 
by  that  Department  are  said  to  show  that  the 
use  of  intrathecal  antimeningococcic  horse 
serum  is  not  indicated.21  The  consensus  of  most 
observers  is  expressed  by  Dingle  and  Finland,7 
who  state:  “It  is  our  present  opinion  that  pa- 

tients who  have  received  full  doses  of  sulfanil- 
amide or  a derivative,  as  indicated  by  adequate 
levels  in  the  blood  and  cerebrospinal  fluid,  and 
who  fail  to  show  definite  objective  and  symto- 
matic  improvement  within  twenty-four  to  forty- 
eight  hours  after  the  beginning  of  therapy  should 

receive  antiserum The  antiserum  should 

be  administered  intravenously,  with  observa- 
tion of  the  usual  precautions  necessary  in 

serotherapy Intrathecal  administration 

should  be  avoided,  at  least  until  twenty-four  to 
forty-eight  hours  have  elapsed  after  intravenous 
therapy  and  the  patient  has  failed  to  respond.” 

Prophylaxis 

The  use  of  sulfonamide  drugs  in  the  control  of 
meningococcus  carriers  is  of  considerable  current 
interest.  Unfortunately,  we  do  not  have  access 
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to  the  reports  of  studies  in  progress  by  the  medi- 
cal personnel  of  the  United  States  armed  forces. 
However,  we  do  have  the  rather  conflicting  evi- 
dence of  reports  that  have  appeared  in  the  litera- 
ture. Marquezy,  Brumpt,  and  Thomas22  were 
the  first  to  our  knowledge  to  use  this  method  in 
field  control.  In  a number  of  trials  in  Army 
camps,  they  first  studied  the  carrier  rate  prior  to 
the  administration  of  a sulfonamide  (1162  F.)  to 
the  entire  camp.  Carrier  surveys  were  then 
made  after  completion  of  a three-day  course,  and 
a striking  reduction  of  carriers  was  noted;  how- 
ever, surveys  conducted  nine  days  after  the  drug 
was  discontinued  showed  carrier  rates  as  high  or 
higher  than  those  shown  by  the  preliminary  sur- 
veys before  administration  of  the  drug. 

Fairbrother23  reported  favorably  on  the  use  of 
sulfapyridine  in  a limited  series  of  convalescent 
cases  and  carriers.  Unfortunately  his  work  is 
invalidated  by  the  fact  that  the  nasopharyngeal 
swabbing  of  carriers  wras  done  during  therapy  or 
immediately  after  its  discontinuance,  and  ap- 
parently para-aminobenzoic  acid  was  not  used 
in  the  culture  media;  hence,  the  drug  might  still 
have  been  present  in  the  nasopharyngeal  secre- 
tions and  have  interfered  with  recovery  of  the 
meningococci.  The  same  fundamental  objection 
applies  to  the  favorable  report  of  Gray  and  Gear.24 

In  this  country,  Strong  and  Blumberg  of  the 
United  States  Army25  found  that  sulfathiazole, 
6 Gm.  daily  for  five  days,  cleared  up  all  of  35  car- 
riers so  treated.  Their  criterion  of  freedom  from 
meningococci  consisted  in  three  negative  cul- 
tures of  nasopharyngeal  swabbings  taken  at  five- 
day  intervals  after  discontinuance  of  therapy. 

Recently,  Mueller26  has  described  a very  favor- 
able experience  with  the  use  of  sulfadiazine  pro- 
phylaxis in  a community  undergoing  a sharp  out- 
break of  Group  I meningococcus  meningitis  and 
in  which  60  to  70  per  cent  of  a group  of  several 
hundred  who  were  cultured  were  found  to  be 
carriers  of  this  Group.  In  Mueller's  study  sample 
of  approximately  400  individuals,  sulfadiazine 
was  fed  to  half  of  the  persons  on  three  successive 
days,  3 Gm.  the  first  day  and  2 Gm.  each  on  the 
following  days.  The  other  half  of  the  group 
served  as  controls.  Three  days  after  adminis- 
tration of  the  drug  was  stopped  all  were  cul- 
tured. In  the  control  group,  type  I carriers  were 
found  in  70  per  cent  while  not  a single  treated 
individual  harbored  meningococci  of  any  type. 
After  an  interval  of  three  weeks  cultures  were  ob- 
tained from  116  of  those  treated  with  sulfadia- 
zine. Of  this  group,  only  18,  or  16  per  cent, 
were  carrying  Group  I meningococci.  It  is  further 
interesting  to  note  that  9 of  these  18  carriers 
were  among  the  group  that  were  negative  on  the 
initial  culturing  before  therapy.  In  other  words, 
half  of  the  persons  who  became  carriers  during  the 


three-week  period  after  sulfadiazine  were  among 
the  group  of  32  per  cent  who  were  originally  nega- 
tive. “This  would  appear  to  afford  some  sup- 
port to  the  view  that  transient  contact  with  this 
organism  leads  to  a measure  of  resistance  against 
it.” 

The  only  other  evidence  that  we  have  uncov- 
ered on  the  subject  of  chemo-prophylaxis  in  men- 
ingococcus meningitis  is  the  unsupported  state- 
ment appearing  in  the  official  publication  of  the 
British  War  Office  dated  June  30,  1942, 8 which 
we  quote  as  follows : “There  is  no  specific  remedy 
that  is  known  at  present  that  is  effective  as  a 
prophylactic  measure.  There  is  no  valid  evi- 
dence to  show  that  preventive  inoculation  or 
gargling  has  any  prophylactic  value.  Sulfon- 
amides are  sometimes  given  as  prophylactics,  but 
it  should  be  noted  that  these  drugs  may  not  be 
effective  in  the  dosage  advised,  and  may  pro- 
duce drug  fastness  or  masking  of  symptoms. 
They  cannot,  therefore,  be  recommended.” 
This  statement  is  apparently  based  on  concrete 
evidence,  although  we  do  not  have  access  to  these 
facts.  It  seems  necessary,  therefore,  to  consider 
the  use  of  sulfonamides  to  eliminate  the  meningo- 
coccal carrier  state  as  still  in  the  experimental 
stage. 

With  reference  again  to  the  current  epidemic 
in  New  York  State,  it  can  be  predicted  fairly  con- 
fidently, based  on  past  experience,  that  although 
there  may  be  a marked  reduction  in  incidence  of 
meningococcus  meningitis  during  the  summer 
months,  it  nevertheless  seems  likely  that  the  epi- 
demic will  continue  its  course  next  winter  and 
possibly  well  into  1944. 
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“DECK  ANKLES” 

Under  the  designation  “deck  ankles”  has  been 
described  in  the  Journal  of  the  Royal  Army  Medical 
Corps  a condition  observed  on  troop  ships. 

On  about  the  tenth  day  of  the  voyage  some  of  the 
men  complain  at  sick  parade  of  edema  of  the  ankles 
for  which  there  is  no  apparent  cause.  They  repre- 
sent about  1.5  per  cent  of  the  total  strength  on 
board.  It  was  round  that  a similar  condition  had 
been  noted  on  a previous  trip.  The  swelling 
appeared  insidiously  and  had  no  relation  to  injury. 
One  or  both  ankles  were  affected.  Some  men  com- 
plained of  slight  aching  and  stiffness  of  the  ankles, 
with  discomfort  and  a tired  feeling  in  the  feet, 
especially  at  the  end  of  the  day.  In  about  half 
the  cases  the  swelling  extended  on  to  the  dorsum 
of  the  foot.  It  always  began  at  a level  just  above 
the  edge  of  the  uppers  of  the  gymnasium  shoes 
which  the  men  had  worn  since  embarking.  In  some 
cases  the  swelling  reached  as  far  as  4 inches  above 
the  tips  of  the  malleoli,  filling  the  hollows  on  each 
side  of  the  Achilles’  tendon. 

No  discoloration  was  noticed  at  first,  but  an 
erythematous  flush  with  fine  ecchymoses  soon 


PSORIASIS  OF  THE  NAILS 
A great  deal  has  been  written  regarding  the 
relationship  of  arthritis  and  psoriasis  and  there  has 
been  considerable  controversy  in  the  literature  as 
to  whether  or  not  psoriatic  arthritis  is  a definite  clini- 
cal entity.  Alibert,  one  hundred  and  twenty  years 
ago,  was  the  first  to  call  attention  to  the  occurrence 
of  joint  pains  in  psoriasis,  and  in  1860  Bazin  dif- 
ferentiated rheumatism  with  psoriasis  from  that 
without  associated  skin  lesions.  At  the  turn  of  the 
century,  Adrian  reviewed  the  subject  thoroughly 
and  did  much  to  establish  it  as  a syndrome.  Since 
then  several  contributions  have  appeared  yearly, 
mainly  by  foreign  authors.  A comprehensive  study 
of  the  literature  discloses  only  a few  reports  from 
this  country.  One  of  them  is  by  O’Leary,  who  saw  8 
cases  of  arthritis  in  1,400  patients  with  psoriasis 
at  the  Mayo  Clinic.  One  of  them  was  reported  in 


appeared.  Active  movements  were  slightly  re- 
stricted and  without  pain,  passive  movements  free  . 
but  slightly  painful  on  full  inversion  or  eversion  of 
the  foot.  The  tissues  were  mildly  inflamed  and 
the  skin  was  somewhat  hot.  No  evidence  of  heart 
or  kidney  disease  was  found,  and  dietary  deficiency 
was  scarcely  possible.  Rest  in  bed  was  thought 
the  most  suitable  treatment  but  was  impracticable. 

Some  were  told  to  wear  boots,  and  their  average  I 
number  of  days  on  treatment  was  five;  for  those 
who  continued  to  wear  gymnasium  shoes,  twelve 
days.  After  the  fourteenth  day  of  the  voyage  the 
number  of  patients  reporting  declined  and  none  I 
reported  at  the  end  of  the  ensuing  week.  It  is 
suggested  that  slight  trauma,  the  result  of  walking 
on  hard  decks  and  repeated  small  twists  of  the 
ankle  when  ascending  and  descending  hatchways, 
while  wearing  gymnasium  shoes,  produced  the  dis- 
ability, that  varicose  veins,  sun  erythema,  and  lack 
of  “seasoning”  among  the  troops  were  aggravating 
factors,  and  that  the  wearing  of  boots,  restoring  the 
accustomed  support  to  the  ankles,  constitutes  a 
specific  cure. — J.A.M.A. 


detail  by  Hench.  In  1938,  Dawson  and  Tyson 
analyzed  1,000  cases  of  rheumatoid  arthritis  and 
found  26  cases  of  psoriasis — whereas,  in  the  same 
number  of  osteoarthritics  they  found  only  3. 
This  led  them  to  conclude  that  there  must  be  a 
direct  relationship  between  rheumatoid  arthritis 
and  psoriasis,  while  in  the  hypertrophic  type  the 
association  is,  very  probably,  purely  a coinci- 
dence. 

Twelve  cases  were  considered  to  be  “classical”  in 
that  they  showed  the  clinical  features  and  x-ray 
changes  usually  associated  with  rheumatoid  ar- 
thritis, and  two-thirds  of  these  had  involvement 
of  the  nails.  In  75  per  cent  of  all  of  their  cases 
with  psoriasis,  the  skin  lesions  preceded  the  de- 
velopment of  the  arthritis  by  a considerable  period. 
— Le  Moyne  Copeland  Kelly , M.D.,  in  Lancet 


THE  LOUIS  LIVINGSTON  SEAMAN  FUND 

The  New  York  Academy  of  Medicine  announces 
the  availability  of  The  Louis  Livingston  Seaman 
Fund  for  the  furtherance  of  research  in  bacteriology 
and  sanitary  science.  One  thousand  dollars  is  avail- 
able for  assignment  in  1943.  This  Fund  has  been 
made  possible  by  the  terms  of  the  will  of  the  late  Dr. 
Louis  Livingston  Seaman  and  is  administered  by  a 
Committee  of  the  Academy  under  the  following  con- 
ditions and  regulations: 

1.  The  Committee  will  receive  applications 


either  from  institutions  or  individuals  up  to  No- 
vember 1,  1943.  Communications  should  be  ad- 
dressed to  Dr.  Wilson  G.  Smillie,  Chairman  of  the 
Louis  Livingston  Seaman  Fund,  1300  York  Avenue, 
New  York  City. 

2.  The  Fund  will  be  expended  only  in  grants  in 
aid  for  investigation  or  scholarships  for  research  in 
bacteriology  or  sanitary  science.  The  expenditures 
may  be  made  for:  (a)  securing  of  technical  help;  (6) 
aid  in  publishing  original  work;  and  (c)  purchase  of 
necessary  books  or  apparatus. 


LIGHT  TRANSITION  FORMS  BETWEEN  MENTAL  HEALTH  AND 
MENTAL  DISEASE 

B.  Liber,  M.D.,  Dr.  P.H.,  New  York  City 


IT  WOULD  seem  that  this  subject  belongs  in 
the  Section  on  Nervous  and  Mental  Diseases, 
where  I spoke  on  a similar  topic  three  years  ago, 
but,  according  to  my  conception  of  the  lighter 
forms  of  mental  disorders,  they  are  of  even  greater 
interest  to  the  physician  who  never  specializes 
in  psychiatry.  He  meets  them  at  every  step, 
and  whether  he  knows  them  or  not,  he  is  often  the 
first  to  encounter  them  before  they  reach  the 
psychiatrist. 

As  you  know,  a good  many  outspoken  mental 
illnesses  are  caused  by  physical  conditions  or 
occur  together  with  them.  Almost  any  case  of 
somatic  disease  shows  some  elements  of  mind 
disturbance.  Does  not  sickness  create  weak- 
ness, helplessness,  loss  of  self-confidence,  or  fear 
of  complications  and  of  death?  And  do  not  such 
general  symptoms  as  pain  and  fever  produce 
direct  mental  confusional  episodes  which  affect 
the  thinking  capacity  and  adaptability? 

In  addition  to  that,  the  individuals  with  light 
mental  problems  rarely  present  themselves  to  the 
psychiatrist.  They  go  with  them,  as  with  their 
headaches  and  backaches,  with  their  indefinite 
digestive  complaints,  with  their  pains,  real  or 
fanciful,  described  as  gnawing,  drawing,  nagging, 
pulling,  pressing,  stinging,  to  the  physician  'who 
deals  with  the  body.  They  are  unwilling  to  be- 
lieve or  to  concede  that  their  sickness  has  ever 
come  from  the  mind.  And  no  matter  what  they 
suffer  from  the  story  is  very  often  introduced, 
mixed,  and  concluded  with  the  vague,  sometimes 
meaningful,  sometimes  meaningless,  universal 
layman’s  refrain — or  is  it  a diagnosis? — “I  am 
nervous!”  The  physician  must  unravel,  as 
much  as  it  is  at  all  possible  to  do  so,  the  mental 
thread  from  the  entangled  skein  of  physical  com- 
plaints. It  is,  therefore,  important,  no  matter 
what  the  physical  disease,  never  to  forget  to  sound 
the  patient’s  mental  state. 

Of  course,  there  is  no  perfect  criterion  by 
which  one  can  differentiate  in  an  absolute  manner 
between  the  normal  and  the  abnormal  mind, 
except  if  the  abnormality  is  at  least  somewhat 
advanced.  That  is  wrhy  it  is  sometimes  difficult 
to  recognize  a psychosis  in  its  incipient  stages — 
which,  however,  is  no  excuse  for  ignoring  or  over- 
looking it. 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the 
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We  know  that  the  number  of  these  light  abnor- 
mal mental  states  is  immense  and  that  so  far 
they  have  been  largely  overlooked  by  all  con- 
cerned. Even  the  psychiatric  worker,  whose  at- 
tention is  more  engaged  by  the  fully  developed 
cases,  has  studied  and  emphasized  the  light  forms 
insufficiently. 

Moreover,  even  among  these  cases  there  are  var- 
ious degrees  of  disturbance.  Besides  the  dis- 
orders which  constitute  obstacles  in  the  adjust- 
ment to  the  individual’s  environment,  there  are 
still  finer,  more  elusive  forms,  which  make  us 
doubt  the  existence  of  any  problem  until  we  get 
completely  acquainted  with  the  facts  of  the  case. 

Persons  with  psychopathic  personalities  who 
are  not  real  psychopaths  but  who  often  get  into 
trouble  and  whose  complaints  are  quite  indefi- 
nite, incoherent,  and  misleading,  are,  or  should 
be,  just  now  of  even  greater  significance  to  the 
military  services  than  to  civilian  life.  This  is 
true  in  regard  to  both  the  work  of  organized 
military  groups  and  the  recruiting  phase. 

Much  has  been  written  about  the  errors  com- 
mitted by  induction  authorities  in  admitting  ab- 
normal persons  or  excluding  those  who  are  almost 
normal  and  easily  adaptable;  I myself  have  con- 
tributed a paper  called  “The  Psychotic  Patient 
and  His  Induction  into  the  Army,”  published  in 
Medical  Record  for  March,  1943.  But  if  it  is  a 
matter  of  diagnosing  the  very  light  forms,  no  one 
of  the  military  medical  men  is  probably  to  blame. 
In  order  to  discover  them,  not  only  some  experi- 
ence is  necessary,  but  also  a good  deal  of  time 
must  be  devoted  to  their  examination,  which,  I 
understand,  the  Army  doctors  are  not  granted. 

In  civilian  life,  however,  the  time  element  is 
usually  irrelevant.  The  careful  medical  student 
gives,  or  could  give,  all  the  time  necessary  to  in- 
vestigate any  patient  brought  to  him.  The  only 
thing  that  the  conscientious  practitioner  must  do 
in  addition  to  his  routine  or  customary  work  is  to 
penetrate  somewhat  deeper  into  the  patient’s 
mind  and  situation  in  life  than  it  is  ordinarily 
done.  He  will  find  that  this  additional  effort, 
instead  of  making  his  work  more  arduous,  actually 
facilitates  it  and  eases  his  burden.  It  clarifies 
even  the  physical  aspect  of  the  case.  The  ther- 
apy is  more  successful  and  comes  closer  to  being 
preventive.  Leading  the  patient  to  the  right 
track  will  interfere  with  the  development  of  a 
more  advanced  mental  disturbance. 

Of  course,  there  is  nothing  new  in  this  proced- 
ure. The  intelligent  doctor  through  the  ages, 
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from  the  earliest  primitive  healer  to  the  best 
equipped  scientist  of  any  period,  has  frequently 
mingled  some  mental  hygiene  and  psychotherapy 
with  his  treatment.  Perhaps  he  has  not  always 
done  it  intentionally  and  systematically,  but 
nevertheless  it  did  belong  to  his  armamentarium. 

However,  this  tendency  and  ability  to  examine 
and  treat  both  the  soma  and  the  psyche  have 
diminished  within  the  last  hundred  years  and  are 
dwindling  even  more  in  our  own  time.  This  has 
happened  in  proportion  to  the  greater  progress 
made  by  physical  medicine  and  the  firmer  ground 
gained  by  psychiatry  and  its  establishment  as  a 
science  and  a specialty.  The  general  practi- 
tioner and  the  man  who  is  interested  in  internal 
medicine  have  become  busier  with  the  more 
tangible  diseases,  with  those  having  a more  evi- 
dent pathology.  They  have  abandoned  the  ab- 
normal mental  states.  The  psychiatrist,  in  turn, 
has  come  to  regard  the  more  pronounced  cases 
as  his  field  or  domain,  while  between  the  two  the 
finer  mind  disturbances  are  neglected. 

Neither  all  the  incipient  psychoses  nor  all  the 
light  mental  abnormalities  is  always  in  need  of 
real  or  formal  treatment.  They  may  never  ad- 
vance, but  they  may  be  in  the  background  of  any 
other  trouble  or  disease  and  may  complicate  it. 
One  must  be  keenly  aware  of  their  existence  and 
prepared  to  recognize  them,  and  one  must  know 
how  to  minimize  their  effects. 

Case  Reports 

What  should  the  physician  do  with  a woman  of  30 
who  complains  of  insomnia  and  nothing  else?  The 
examination  shows  only  a slight,  transitory,  systolic 
murmur  at  the  apex  of  the  heart.  If  the  physician 
offers  her  th'e  sleeping  remedy  that  she  requests  and 
lets  it  go  at  that,  his  work  will  be  unscientific  and 
incomplete.  The  cause  of  the  trouble  will  remain 
untouched.  By  questioning  her  he  will  discover  that 
she  is  in  love  with  a married  man  who  is  separated 
from  his  wife  and  that  the  latter  is  living  with  their 
two  children.  Technical  legal  reasons  interfere  with 
his  divorce  and  he  cannot  remarry  before  that  is 
accomplished.  Our  patient,  feeling  guilty  for  co- 
habiting with  him,  tries  to  solve  her  problem  by 
getting  engaged  to  a man  who  is  indifferent  to  her. 
Of  course,  that  makes  her  more  unhappy,  and  the 
situation  is  more  complicated.  She  is  depressed 
and  unable  to  work.  She  is  not  mentally  ill,  but  she 
is  on  the  brink  of  some  disturbance. 

A man  of  50  comes  to  the  doctor  for  his  “nose 
condition.”  He  describes  elaborately  all  sorts  of 
symptoms  apparently  connected  with  his  upper 
respiratory  organs,  also  with  his  mouth  and  fore- 
head. No,  it  is  not  a chronic  rhinitis  or  sinusitis. 
Insist,  and  he  will  confess  to  you  that  his  real 
trouble  is  the  shape  of  his  nose,  a complaint  more 
frequently  heard  from  younger  persons.  But, 
in  your  opinion,  even  though  the  man  is  not  an 
Adonis,  there  is  nothing  the  matter  with  his  nose. 
Its  length,  width,  general  outline,  and  proportion  to 


the  remainder  of  the  face  are  as  they  should  be  and 
are  in  harmony  with  the  person  as  a whole.  He  is 
not  a real  psychopath  and  is  gainfully  employed,  not 
maladjusted,  but  lacking  sociability.  Of  course, 
he  is  not  married.  Plastic  surgery  or  a make-believe 
operation  would  not  help  him.  He  has  had  some- 
thing done  several  years  before,  but  to  no  avail. 
The  old  photos  prove  that  his  nose  was  of  the  same 
normal  appearance  then,  and  that  no  change  oc- 
curred, except  for  an  almost  imperceptible  operative 
scar  near  the  ala.  His  condition  is  mental,  rooted 
in  his  childhood  and  his  upbringing. 

So  is  the  difficulty  of  a very  attractive  young 
married  woman,  whose  chief  complaint  is  a head- 
ache and  in  whom,  search  as  you  may,  you  will  find 
no  infirmity.  She  will,  however,  tell  you  reluctantly 
that  she  hates  herself  for  being  too  tall,  and,  while 
admitting  that,  she’ looks  at  you  attentively  lest  you 
find  her  ridiculous.  As  a matter  of  fact,  her  height 
does  not  reach  5 feet  7 inches,  and  she  carries  it 
splendidly.  She  is  obsessed  by  the  fear  that,  in 
spite  of  her  age,  28,  she  may  still  grow,  and,  being 
ashamed  of  her  stature,  she  prefers,  whenever  pos- 
sible, to  sit  down  rather  than  to  stand  up.  Natu- 
rally, she  avoids  going  out  before  sundown  or  to  a 
dance  in  a well-lighted  hall.  That  is  all.  For  all 
intents  and  purposes  she  is  normal.  Her  appear- 
ance, ordinary  talk,  and  behavior  would  never  be- 
tray her  state  of  mind.  Scratch  a little  further 
and  you  will  find  a jealousy  gnawing  her  and  an 
unfounded  fear  that  her  husband  sees  other  women. 
Her  condition  is  remediable  if  the  doctor  will  take 
the  pains  to  interview  the  husband  as  well  and  find 
the  common  ground  for  both. 

Another  woman,  single,  aged  44,  just  says,  “My 
nerves  are  shot  to  pieces,”  which  gives  the  doctor 
no  clue.  What  will  he  do?  Prescribe  some  seda- 
tive? She  has  had  medication  galore.  Her  menses 
were  never  regular,  and  now,  for  over  a year,  they 
have  ceased  altogether.  A small  fibroid  uterine 
tumor  is  easily  palpable,  but  its  presence  has  been 
known  for  a long  time,  and  it  has  not  been  growing. 
It  requires  no  therapy  at  that  age  and  under  those 
circumstances.  Hormone  treatment,  administered 
by  a capable  practitioner,  was  bad  in  this  particular 
case,  since  it  brought  back  the  menstrual  flow  in  a 
stronger  form  than  she  had  ever  had  it.  One  must 
understand  her  mental  state,  her  drab  existence,  the 
facts  which  interfered  with  her  love  life  and  mar- 
riage. Subjects  on  which  to  write  a long  novel  may 
be  disclosed.  This  person  has  had  admirable  re- 
sistance and  adaptability,  but  now,  when  she  begins 
to  lose  hold,  a sympathetic  and  intelligent  approach 
and  some  suggestive  conversations  may  prevent  a 
catastrophe. 

And  how  will  the  doctor  handle  the  case  of  the 
young  man  who  suffers  from  digestive  troubles  only 
when  he  is  afraid  of  losing  his  job?  That  is  the 
time,  incidentally,  when  he  eats  inordinately  or 
goes  on  a drinking  spree.  Merely  treating  his  tem- 
porary ailment  does  not  make  it  disappear,  and  he 
returns  with  it  again  and  again.  Why  does  he 
worry  about  his  working  conditions?  What  makes 
him  feel  so  uncertain?  Go  deeper  into  his  history 
and  mental  make-up  and  you  will  find  that  he  hates 


November  1,  1943] 


LIGHT  FORMS  OF  MENTAL  DISORDERS 


2077 


his  work  and  that  he  has  always  wanted  to  do  some- 
thing else.  There  is  still  time  to  do  it,  and  some 
encouragement  will  go  far  toward  helping  him. 

But  we  cannot  say  the  same  thing  about  a certain 
girl  of  24,  who  has  a good  position  in  a bank,  where 
she  is  regarded  as  extremely  competent  and  where 
she  makes  rapid  progress.  However,  she  feels 
frustrated  because  she  believes  that  a genius  for 
painting  is  budding  within  her.  She  quits  her  work 
and  enters  an  art  school.  There,  alas,  she  is  truth- 
fully told  that  her  talent  is  not  far  from  nil,  that  she 
is  wasting  her  time,  and  that  in  all  these  years  she 
was  greatly  mistaken  about  herself.  Her  humilia- 
tion is  deep,  and,  in  utter  defeat,  she  develops  a 
museum  of  physical  symptoms,  which  she  starts 
peddling  to  the  medical  profession,  never  mention- 
ing her  mental  chagrin.  Indeed,  she  herself  is  un- 
aware of  the  relationship  between  these  two  sides  of 
her  personality  and  is  careful  not  to  divulge  her  fail- 
ure. The  reason  for  her  physicians’  lack  of  under- 
standing of  her  case  and  for  their  unacquaintance 
with  her  history  was,  until  a short  time  ago,  the  fact 
that  they  had  never  thought  of  the  possibility  of  a 
mental  condition.  One  of  them  finally  asked  her 
about  her  dreams,  and  she  started  by  stating  that 
“they  were  worse  than  anything  that  the  greatest 
cartoonists  could  invent”  and  that  any  person  ap- 
pearing in  her  dreams  made  fun  of  her.  The  con- 
versation went  on  until,  trusting  the  doctor,  she 
told  him,  with  sobs  and  tears,  about  her  shame  be- 
cause she  had  bragged  of  her  great  future  as  an 
artist.  Then  the  treatment  became  easier.  Since 
nothing  really  bad  had  happened,  all  that  was 
necessary  to  do  was  to  convince  her  to  return  to  her 
job  at  the  bank.  Although  she  hated  to  submit  to 
that,  she  finally  did  it. 

A college  girl  of  20,  unwilling  to  tell  her  story,  is 
sure  that  she  has  a venereal  disease,  although  entirely 
ignorant  as  to  the  real  meaning  of  these  words.  A 
superficial  examination  shows  nothing  except  an 
insignificant  genital  irritation,  which  may  be  at- 
tributed to  handling  the  vulva  excessively.  She 
insists  on  being  examined  further,  but  the  condition 
of  her  hymen  precludes  a vaginal  immission  even  of 
one  finger  or  of  a small  speculum,  and  there  is 
no  absolute  indication  for  doing  it  forcibly.  Rec- 
ally,  the  uterus  appears  to  be  normal  in  size  and 
tosition,  as  expected,  and  the  adnexa  cannot  be 
felt  at  all.  Laboratory  analyses  and  tests  are  nega- 
tive. She  has  never  had  any  kind  of  sexual  contact 
with  a man,  but  at  the  end  she  concedes  to  have 
masturbated  often  externally  and  admits  that  this 
habit  has  become  a compulsion  and  a vicious  circle. 
Instead  of  gratifying  her,  it  stimulates  a greater  de- 
sire. She  is  employed  in  an  office,  where  she  does 
her  work  rather  well.  She  is  sociable  and  sees 
friends,  although  she  avoids  boys.  When  alone, 
however,  she  is  depressed  and  cries  much.  There  is 
no  homosexual  tendency.  She  worries  more  about 
the  possibility  of  some  mysterious  physical  disease 
than  about  her  immoderate  indulgence.  The  doc- 
tor’s denial  of  any  malady  is  unconvincing  to  her. 
After  several  educational  talks  to  straighten  out  her 
mind,  she  finally  sees  the  fight.  When  she  begins 
to  associate  with  men  as  well  as  with  women,  her 


tenseness  and  anxiety  disappear,  and  she  adjusts 
herself  completely. 

A physically  beautiful  woman  of  Slavic  aristocratic 
origin  talks  in  whispers  and  makes  you  believe  that 
she  suffers  from  a laryngeal  disease.  She  refrains 
from  loud  conversation  because  she  is  sure  that  her 
organs  of  speech  are  affected.  Otherwise  she  is 
active  and  busy — lately  less  and  less  so — making  a 
living  for  herself  and  her  relatives.  No  one  in  her 
surroundings  suspects  her  of  being  mentally  ill,  but 
she  is,  although  not  in  a visible  manner.  An  at- 
tempt to  cure  her  throat  would  undoubtedly  only 
result  in  failure.  She  has  had  many  difficulties  in 
her  fife,  first  in  Russia,  where  she  and  her  family 
did  all  that  they  could  to  sabotage  the  revolution, 
then  in  other  parts  of  the  world,  and  finally  in  this 
country.  Until  a few  years  ago  she  had  energy  and 
a strong  fighting  spirit,  but  she  is  losing  ground. 
Because  of  the  war,  she  has  been  converted — in  a 
feeble  way — to  the  point  of  view  of  her  social  enemies 
and  now  feels  that  she  was  wrong  in  opposing  them. 
She  says  that  she  and  her  class  are  defeated,  and  her 
attitude  is  that  of  the  apathetic  and  useless  char- 
acters of  some  of  Chekhov’s  plays.  She  needs  at- 
tention and  cheering  up.  In  fact,  a few  interviews 
partly  rekindle  her  old  fire,  and  she  stops  concen- 
trating on  her  voice.  This  success  may  be  tempo- 
rary, but  if  in  a year  or  two  a few  new  urging  talks 
will  be  necessary,  they  should  not  be  denied  to  her. 
If  she  could  be  induced  to  join  some  political  or 
social  movement  or  to  become  interested  in  any 
activity,  her  problem  might  be  solved  for  the  rest  of 
her  fife. 

A boy  becomes  despondent,  stops  eating  in  his 
usual  way,  and  is  losing  weight  rapidly.  When  he 
appears  at  the  clinic,  he  merely  complains  of  great 
weakness  and  fatigue  and  inability  to  do  his  work. 
No  ailment  that  could  explain  this  condition  is 
found,  and  the  physician  must  proceed  to  discover 
the  true  cause  of  the  trouble.  Here  is  what  hap- 
pened in  this  case:  The  young  man  was  engaged  to 
marry  a girl  whom  he  loved  dearly,  but  he  recently 
learned  that  both  her  father  and  one  of  her  brothers 
are,  and  have  been  for  years,  inmates  of  a hospital 
for  mental  diseases,  and  he  has  heard  something  of 
heredity.  Little  consolation  can  be  offered  to  him, 
but  what  he  needs  is  certainty,  bad  or  good,  to  re- 
place his  general  and  nebulous  fears  and  his  inde- 
cision. That  is  preferred,  and  he  grits  his  teeth 
and  starts  on  a new  path. 

And  what  shall  we  say  about  this  unmarried 
carpenter  of  35,  whose  subjective  symptoms  are 
entirely  physical  and  indicative  of  an  ulcus  ventricufi 
or  duodeni?  His  further  history  seems  incredible, 
but  it  is  nevertheless  true.  He  saw  various  gastro- 
enterologists, has  had  a number  of  thorough  ex- 
aminations, including  roentgen,  but  there  are  dif- 
ferences of  opinion  and  disagreeing  interpretations. 
The  majority  of  his  doctors  believe  him  to  be 
organically  ill.  Because  he  brought  along  all  his 
reports  and  x-ray  pictures  to  the  military  medical 
men,  he  was  deferred  by  the  Army,  he  claims.  Since 
he  does  not  want  to  serve,  he  is  glad.  But  on  the 
other  hand  he  feels  miserable,  distressed,  and  des- 
perate. The  truth  of  the  matter  is  that  he  has 
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tended  to  be  neurotic  since  his  great  disillusionment, 
when  his  fiancee  married  another  man.  His  illness 
dates  back  to  that  event.  He  is  told  to  go  among 
people  and  get  himself  new  friends.  Then  he 
promptly  falls  in  love  with  a girl  who  promises  to 
marry  him.  He  is  “in  the  seventh  heaven,”  as  he 
says,  and  apparently  in  those  regions  ulcers  are  un- 
common or  they  quickly  evaporate,  as  it  happens  in 
this  case. 

A bright  child  of  6 is  supposed  to  suffer  from 
“asthma”  and  to  get  attacks  a few  times  every 
week.  He  too  is  treated  by  several  physicians,  all 
concurring  in  that  diagnosis.  None  of  them  has 
seen  the  fits,  and  the  examination  has  never  been 
more  than  cursory.  An  uncle  of  the  patient  was 
afflicted  with  the  disease,  and  for  several  weeks  he 
had  lived  with  the  family,  so  that  the  youngster 
has  had  a good  opportunity  to  witness  the  spells. 
It  is  learned  that  this  little  boy  is  often  cruelly  beaten 
by  both  parents  for  misbehavior  and  that  the 
punishments  and  the  “asthmatic”  attacks  coincide. 
When  all  whipping  was  discontinued,  the  “asthma” 
was  cured. 

A colleague  may  ask  us  for  advice.  A man  wTho  has 
practiced  medicine  for  severalyears  and  thinks  himself 
immune  to  fear  of  disease  and  able  to  withstand  any 
unpleasant  news  about  himself  is  rejected  by  the 
Army  Medical  Corps  because  of  an  “arrested  pul- 
monary tuberculosis,  area  greater  than  the  maxi- 
mum allowable.”  He  never  knew  about  the  exist- 
ence of  this  condition  in  his  past  or  childhood,  and 
he  was  convinced  of  his  “perfect  health.”  The 
shock  is  great,  the  disappointment  keen,  and  he 
begins  to  brood.  From  the  practical  point  of  view 
he  is  the  same  person,  just  as  vigorous  as  before, 
but  he  loses  his  buoyancy  and  self-confidence  and 
starts  to  decay  mentally.  He  is  overattentive  in 
regard  to  his  own  body,  exaggerates  his  tiny  symp- 
toms. We  can  still  save  him  from  falling  down  the 
scale;  we  can  still  bring  him  back  to  his  former  opti- 
mism and  usefulness. 

Then  there  is  the  woman  who  for  four  months 
loses  much  weight,  sleeps  little  and  eats  less,  and  is 
pale  because  she  never  leaves  her  apartment.  All 
she  wants  is  a “tonic,”  but  her  trouble  is  really  due 
to  the  fact  that  about  that  time  her  18-year-old  only 
daughter  “went  wrong,”  and  then  disappeared,  keep- 
ing her  whereabouts  unknown  to  the  parents. 
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And  if  we  do  not  meet  so  many  people  plagued  by  1 
their  economic  difficulties  as  we  did  in  the  past,  I 
just  now  we  see  a large  number  of  women  whose  U 
complaints  are  ostensibly  physical  but  who  are  1 
really  harassed  by  worries  over  their  sons  who  are  in  > 
the  war  areas. 

Let  me  finish  with  the  case  of  an  old  lady  who,  at  1 
the  first  glance  and  according  to  the  information  ob-  I 
tained  from  her  children,  is  simply  mentally  ill  and  |f 
should  be  interned  in  a psychopathic  hospital.  She  j 
is  forgetful,  sleepless,  listless,  lacks  appetite,  and  l| 
is  uncommunicative.  But  investigation  proves  I 
that  she  is  more  vivid  and  alert  when  she  is  not  in  li 
the  presence  of  her  children,  who,  it  is  evident,  want  I 
to  get  rid  of  her.  She  is  not  senile  in  the  usual  sense  I 
of  the  word.  She  understands  well  when  spoken  I 
to,  replies  intelligently,  but  has  a slight  speech  de-  A 
feet  which  points  to  an  organic  cerebral  episode.  | 
Indeed,  we  learn  that  this  great  change  in  her  per-  I 
sonality  has  occurred  suddenly — one  day,  a few  | 
months  ago — that  for  a short  time  she  was  entirely  I 
unable  to  speak,  and  that  the  limbs  of  one  side  i{ 
(whether  the  right  or  the  left  could  not  be  ascer-  | 
tained)  had  been  lagging  behind  for  several  days.  I 
This  condition  is  the  reverse  of  the  previous  descrip- 
tions and  must  be  seriously  brought  to  the  attention  i$ 
of  this  woman’s  sons  and  daughters.  As  soon  as  i. 
they  knew  the  situation  and  what  was  expected  of  !l 
them,  they  changed  their  minds  about  their  mother  j 
and  allowed  the  doctor  to  institute  the  correct 
therapy. 

These  cases  are  chosen  from  actual  life.  Only  ' 
the  lightest  and  the  simplest  and  only  those  which  i 
are  related  to  some  physical  or  apparently  physi- 
cal disease  have  been  presented. 

None  of  them  is  so  easy  to  treat  as  it  may  ap- 
pear to  the  inexperienced.  A patient  may 
sometimes  exclaim  after  the  first  session,  “I  feel 
better  already,”  but  it  remains  to  be  seen  whether  : 
he  will  say  the  same  thing  within  a week  or  two. 
However,  easy  or  difficult,  treatment  is  necessary. 
And  where  there  is  a will  there  is  a way — any 
physician  can  be  a preventive  psychiatrist. 

65  West  95  Street 
New  York  City 


ADDITION  OF  VITAMINS  TO  WHISKY  UNDESIRABLE 


“Even  if  it  should  become  legal  to  add  vitamins 
to  alcoholic  beverages,  physiologic  considerations 
would  incline  to  make  such  formulas  undesirable,” 
the  Journal  of  the  American  Medical  Association 
for  August  7 says  in  reference  to  the  stability  of 
vitamins  in  whisky. 

“Present  government  regulations  make  it  illegal 
to  add  vitamins  to  alcoholic  beverages.  Never- 
theless, the  fact  that  many  of  the  diseases  asso- 
ciated with  chronic  alcoholism  are  due  primarily 
to  deficiencies  in  the  vitamin  intake  of  the  excessive 
drinker  makes  information  on  the  stability  of 
vitamins  in  whisky  of  more  than  academic  in- 
terest. 


A.  F.  Novak  and  S.  L.  Adams  investigated  this 
question  by  fortifying  a standard  brand  of  86.8- 
proof  whisky  with  riboflavin,  thiamine,  and  nico- 
tinic acid.  Part  of  the  wrhisky  wras  exposed  to 
daylight  in  clear  bottles  and  part  in  amber  bottles, 
and  a control  portion  was  stored  in  the  dark.  The 
result  of  the  assays  showed  that  riboflavin  is  un- 
stable in  whisky,  since  a reduction  of  50  per  cent  of 
the  amount  added  occurred  in  both  paper-wrapped 
and  amber  bottles  at  the  end  of  the  two-month 
period.  At  the  end  of  six  months  assays  indicated 
that  loss  of  thiamine  or  nicotinic  acid  had  not 
occurred  and  that  these  members  of  the  vitamin 
B complex  appear  to  be  stable  in  wdiisky.” 
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CONFERENCES  ON  THERAPY 

nPHESE  are  stenographic  reports,  slightly  edited,  of  conferences  by  the  members  of 
the  Departments  of  Pharmacology  and  of  Medicine  of  Cornell  University  Medical 
College  and  the  New  York  Hospital,  with  collaboration  of  other  departments  and  insti- 
tutions. The  questions  and  discussions  involve  participation  by  members  of  the  staff 
of  the  college  and  hospital,  students,  and  visitors.  The  next  report  will  appear  in  the 
December  1 issue  and  will  concern  “Special  Manifestations  of  Left  Heart  Failure  and 
Their  Treatment.” 


Treatment  of  Lead  Poisoning 


Dr.  Harry  Gold:  The  conference  today  is 
on  the  subject  of  lead  poisoning. 

There  are  a number  of  general  headings  under 
which  we  ought  to  consider  the  subject,  and  it 
seems  to  me  that  before  the  conference  is  over 
we  should  have  the  answers  to  some  of  the 
questions  under  these  headings: 

First,  the  prevention  of  lead  poisoning; 
second,  how  to  recognize  that  we  are  dealing  with 
a case  of  lead  poisoning,  since  the  symptoms  are 
apt  not  to  be  very  characteristic,  particularly 
in  the  early  phases  of  the  disease;  third,  how  to 
treat  the  symptoms  of  lead  poisoning;  and, 
fourth,  the  cure  of  a case  of  lead  poisoning  (can 
we  ever  cure  a case  of  lead  poisoning,  or  do  we 
ever?). 

Under  these  four  headings  we  might  perhaps 
put  our  questions.  In  that  way  we  might  obtain 
a more  comprehensive  account  of  the  manage- 
ment of  a case  of  lead  poisoning 

Dr.  Modell  will  first  take  up  some  of  the  phar- 
macologic aspects  relating  to  the  absorption, 
excretion,  and  distribution  of  lead. 

Dr.  Walter  Modell:  The  history  of  lead 
poisoning  is  old,  and  exposure  to  lead  is  wide- 
spread and  commonplace.  In  the  period  between 
1900  and  1905  there  were  about  2.5  deaths  per 
million  from  lead  poisoning,  and  as  recently  as 
1936  one  of  each  million  of  our  population  died 
of  lead  poisoning.  But  the  number  of  recorded 
deaths  does  not  indicate  how  widespread  is  the 
actual  exposure  to  lead,  or  how  many  survive 
lead  poisoning,  or  how  many  suffer  or  die  from 
it  without  the  benefit  of  diagnosis. 

Not  only  are  most  of  our  fruits  and  vegetables 
sprayed  with  lead-containing  insecticides,  but  the 
atmosphere  at  nose  levels  may  contain  a minute 
amount  of  lead  sprayed  from  the  exhausts  of  auto- 
mobiles, most  of  which  are  fueled  with  leaded 
gasoline.  And  now  that  we  have  so  many  air- 
planes overhead,  the  lead  is  coming  down  from 
the  heavens  from  the  very  heavily  leaded,  high 
octane  aviation  gasoline. 

It  has  been  determined  by  several  workers 
that  the  average  person  today  may  consume  in 


his  food  and  beverages  between  0.1  and  2 mg.  of 
lead  daily,  with  the  mean  about  0.3  mg.  Yet 
very  few  exhibit  symptoms  of  lead  poisoning  on 
such  a diet.  Whether  or  not  symptoms  develop 
depends  not  only  on  the  amount  of  lead  to  which 
one  is  exposed  but  also  on  a number  of  factors 
which  govern  the  absorption  and  mobilization 
of  the  lead. 

The  diet  may  determine  whether  symptoms  of 
lead  poisoning  will  develop  after  lead  ingestion. 
Recently,  evidence  has  been  introduced  to  show 
that  apples  contain  something  which  prevents 
lead  poisoning.  There  is  the  important  factor 
of  the  effect  of  calcium  and  phosphorus  in  the 
food  on  absorption,  storage,  and  mobilization. 
Finally,  the  nature  of  the  lead  salt  which  is  in- 
gested may  also  play  a part.  It  has  recently 
been  stated  that  lead  arsenate  is  less  toxic  than 
other  forms  of  ingested  lead,  and  that  far  greater 
amounts  of  lead  arsenate  than  of  other  salts  may 
be  taken  without  danger.  Therefore,  lead 
poisoning  is  a complex  problem  which  is  not 
solved  simply  by  a determination  of  the  amount 
of  lead  to  which  the  patient  is  exposed. 

Lead  may  be  absorbed  through  the  skin, 
through  the  gastrointestinal  tract,  by  way  of  the 
respiratory  system,  and  from  the  subcutaneous 
tissues.  Before  tetra-ethyl  lead  was  introduced 
in  the  gasoline  industry,  absorption  of  lead  by 
way  of  the  skin  was  not  an  important  factor  in 
the  incidence  of  poisoning.  From  the  unbroken 
skin  other  forms  of  lead  probably  were  never 
absorbed  in  amounts  sufficient  to  cause  poison- 
ing, but  tetra-ethyl  lead  is  rapidly  absorbed  from 
the  skin.  In  the  early  days  of  its  use  there  were 
a number  of  deaths  among  workers  exposed  to 
this  material. 

Absorption  of  lead  from  the  gastrointestinal 
tract  is  slow  and  incomplete.  The  probability  is 
that  under  ordinary  circumstances  90  per  cent 
of  the  lead  ingested  passes  unabsorbed  through 
the  gastrointestinal  tract. 

There  is  the  much  debated  question  of  the 
effect  of  the  amount  of  calcium  in  the  diet  on 
lead  absorption.  We  are  speaking  now — and  it 
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is  important  to  make  this  distinction — only  of 
lead  in  the  intestinal  tract  and  not  of  lead  already 
absorbed.  Some  workers  contend  that  high 
calcium  diets  prevent  the  absorption  of  lead 
and  that  low  calcium  diets  enhance  its  absorp- 
tion. It  has  been  stated  by  some  that  it  is 
practically  impossible  to  produce  poisoning  in 
experimental  animals  on  a high  calcium  intake 
when  lead  is  administered  orally,  whereas  poison- 
ing may  be  produced  when  the  diet  is  deficient 
in  calcium.  Vitamin  D appears  to  enhance 
the  absorption  of  lead  from  the  intestinal  tract. 

Absorption  of  lead  from  the  respiratory 
system  is  exceedingly  rapid  and  complete,  so 
that  all  inspired  lead  eventually  enters  the  cir- 
culatory system.  Therefore,  the  amount  of 
lead  in  vapors  and  fumes  is  exceedingly  im- 
portant. 

Finally,  there  is  the  rare  case  in  human  beings 
of  lead  that  is  introduced  subcutaneously.  Oc- 
casionally metallic  lead  which  has  been  intro- 
duced under  the  skin  in  the  form  of  little  pellets 
or  bullets  has  been  known  to  produce  poisoning 
after  a long  period  of  time. 

Lead  circulates  in  the  blood  stream  presumably 
in  the  form  of  a di-lead  phosphate.  It  reaches 
all  the  tissues  and  is  deposited  there  as  the  tri- 
lead phosphate.  The  greatest  concentration 
is  found  in  the  fiver,  in  the  kidneys,  and  in  the 
bones.  The  bones  tend  to  fix  lead — to  hold  it 
with  greater  tenacity  than  do  the  other  tis- 
sues. 

Lead  is  more  labile  in  the  kidneys,  in  the  fiver, 
and  in  other  organs  and  soft  tissues,  so  that  with 
time  the  lead  tends  more  and  more  to  concentrate 
in  the  bones.  After  a long  period  has  elapsed, 
almost  no  lead  may  be  found  anywhere  in  the 
body  except  in  the  bones. 

Lead  circulates  in  the  blood,  and  it  is  said 
that  a value  of  0.06  mg.  per  100  cc.  of  blood  is 
about  the  maximum  level  for  normal  people. 
When  the  level  is  higher,  symptoms  of  toxicity 
are  likely  to  appear.  But  be  on  your  guard 
about  any  so-called  normal  values,  of  which  this 
is  one,  because  there  are  a number  of  factors  not 
associated  with  actual  lead  poisoning  which  tend 
to  raise  or  lower  such  figures  and  to  obscure  the 
diagnosis  of  lead  poisoning. 

Lead  is  eliminated  largely  in  the  feces.  Usually 
most  of  the  lead  in  the  feces  represents  unab- 
sorbed ingested  lead.  A large  proportion  of  the 
lead  which  is  absorbed  is  taken  up  by  the  fiver 
and  excreted  into  the  bile,  and  finally  reaches  the 
feces  in  that  way.  Some  lead  is  excreted  by  the 
intestine  itself;  therefore  when  the  statement 
is  made  that  0.25  mg.  per  day  of  lead  in  the  feces 
is  normal,  this  value  must  be  understood  to  rep- 
resent mostly  unabsorbed  ingested  lead,  and  only 
a small  amount  of  absorbed  lead  excreted  by  the 


fiver  and  intestine.  When  lead  is  completely 
removed  from  the  diet,  values  of  fecal  lead  take 
on  an  entirely  different  significance,  since  they 
now  represent  absorbed  lead  alone. 

Finally  we  come  to  the  consideration  of  the 
lead  excreted  by  the  kidneys.  Lead  found  in 
the  urine  is  always  absorbed  lead,  and  the  nor- 
mal value  is  a small  fraction  of  a milligram  per 
day.  In  an  average  diet,  it  is  generally  from 
35  to  100  gamma  of  lead  per  day.  Considerably 
higher  amounts  may  frequently  be  found  in  the 
absence  of  any  symptoms  of  poisoning,  but 
usually  such  high  values  indicate  unusual  lead 
deposits.  Again,  the  significance  of  lead  in  the 
urine  must  be  considered  carefully  because  the 
recovery  of  only  a few  gamma  may  not  indicate 
a complete  absence  of  lead  in  the  body.  The  lead 
may  be  there  but  may  be  held  very  tenaciously 
by  the  bones  and  not  liberated  at  that  particular 
time.  On  the  other  hand,  large  amounts  of  lead 
in  the  urine  may  indicate  mobilization  of  small 
accumulations  liberated  suddenly  by  some 
metabolic  change  in  the  bones  or  body. 

It  is  stated  in  the  literature  that  when  fecal 
lead  rises  above  1.1  mg.  per  day  and  is  found  in 
conjunction  with  more  than  0.2  mg.  of  urine  lead 
per  day,  one  may  be  reasonably  certain  that 
unusual  deposits  of  lead  are  present  in  the  body. 
But  the  combination  of  fecal  and  urinary  lead 
must  be  present  to  justify  such  an  assumption. 

Thus,  the  significance  of  values  for  lead  in 
blood  or  excreta  taken  alone  is  never  quite  clear. 
They  must  be  considered  in  conjunction  with 
history  of  exposure,  present  intake  of  lead,  and, 
finally,  in  relation  to  signs  and  symptoms  of 
poisoning. 

Lead,  once  absorbed,  tends  to  follow  the 
stream  of  calcium  in  the  body,  and  here  again  the 
distinction  between  lead  which  has  been  ab- 
sorbed and  that  which  has  been  ingested  is  im- 
portant. 

We  are  now  considering  absorbed  lead  alone. 
Such  lead  tends  to  follow  the  stream  of  calcium 
to  the  bones  if  it  is  being  immobilized,  and  out 
of  the  bones  if  it  is  being  mobilized. 

Thus,  one  would  expect — and  indeed  it  has 
been  shown — that  high  calcium  diets  tend  to 
force  lead  from  the  blood  stream  to  the  bones. 
For  that  reason  calcium  is  used  in  the  treatment 
of  acute  lead  poisoning  to  remove  the  lead  quickly 
from  the  blood  stream  and  to  deposit  it  in  an 
organ,  the  skeleton,  which  appears  not  to  suffer 
from  its  presence. 

Acid-forming  drugs,  such  as  ammonium  chlo- 
ride, tend  to  mobilize  lead  from  the  bones,  and 
their  use  is  followed  by  a rise  in  the  blood  lead 
level  and  an  increase  in  the  excretion  of  lead  in 
the  urine  in  people  with  unusually  high  lead  de- 
posits. Sodium  bicarbonate  is  of  special  interest 
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> in  this  connection.  If  given  in  large  amounts 
under  usual  conditions,  stored  lead  is  liberated 
presumably  because  of  the  change  in  pH  induced, 
and  the  narrow  range  of  lead  phosphate  insolu- 
bility. 

On  the  other  hand,  if  acidosis  causes  lead 
mobilization,  sodium  bicarbonate  will  direct  it 
toward  the  bones  by  neutralizing  the  acidosis. 

Of  all  the  hormones,  parathormone  is  the  only 
I one  which  has  been  found  to  have  any  effect  on 
:i  the  course  of  lead  metabolism.  As  might  be 
expected  from  its  action  on  calcium,  it  increases 
. the  liberation  of  lead  from  the  bones. 

Nor  have  vitamins  escaped  trial  in  the  treat- 
i ment  of  lead  poisoning.  Vitamin  D is  used 
i because  it  accelerates  the  deposition  of  lead  in  the 
I bones,  just  as  it  does  for  calcium.  Vitamin  C 
has  recently  been  reported  to  be  of  value.  One 
i of  the  theories  advanced  wras  that  a lead  ascorbate 
was  found  which  was  soluble  but  not  ionizable, 
and  therefore  produced  a nontoxic  lead  salt 
which  was  easily  excreted.  The  mass  of  evidence 
is  that  vitamin  C is  of  no  value  in  lead  poison- 
ing. 

Finally,  vitamin  Bi  has  been  used  in  the  treat- 
ment of  lead  palsy,  but  here  again  the  evidence 
! for  its  usefulness  is  not  impressive. 

Something  should  be  said  about  calcium  in  the 
treatment  of  lead  colic.  In  the  acute  lead  colic, 
slow  intravenous  injections  of  calcium  often 
give  dramatic  relief.  This  action  of  calcium  is 
considered  separately  because  it  is  not  due  to  the 
immobilization  of  lead,  but  probably  to  a direct 
action  on  the  smooth  muscle  involved  in  the  colic. 

Just  a word  about  tetra-ethyl  lead.  It  is  the 
form  of  lead  which  is  used  extensively  in  making 
high  octane  “anti-knock”  gasoline.  It  is  ab- 
sorbed readily  from  the  skin  and  may  cause 
serious  and  even  fatal  lead  poisoning.  But 
restrictions  on  the  concentration  of  “ethyl” 
lead  in  automobile  gasoline  today  make  it  safe 
for  the  automobile  driver.  Gasoline-station 
workers  appear  not  to  suffer  from  it,  although 
they  are  constantly  exposed  to  its  vapors  and  not 
rarely  get  it  on  their  hands.  The  greatest 
danger  comes  from  aviation  gasoline  and  from 
the  pure  tetra-ethyl  lead  before  it  is  mixed  with 
gasoline. 

After  absorption,  tetra-ethyl  lead  is  converted 
to  forms  which  are  ordinarily  found  in  the  body 
after  other  types  of  lead  poisoning.  All  the 
symptoms  of  poisoning  which  are  associated 
with  tetra-ethyl  lead  have  been  attributable  di- 
rectly to  the  lead  content  and  not  to  any  specific 
characteristics  of  tetra-ethyl  lead  other  than  its 
mode  of  absorption.  The  rapid  appearance  of 
convulsions  may  be  due  only  to  the  rapid  ab- 
sorption and  rapidly  developed  high  concentra- 
tion in  the  blood.  It  should  be  mentioned, 


however,  that  some  workers  feel  that  tetra-ethyl 
lead  has  specific  and  peculiar  toxicologic  proper- 
ties other  than  those  arising  from  rapid  pene- 
tration of  the  skin. 

Dr.  Gold:  Dr.  Reznikoff,  will  you  take  up 
the  discussion  of  the  treatment  of  lead  poisoning? 

Dr.  Paul  Reznikoff:  The  first  phase  of  the 
discussion  should  concern  the  prevention  of  lead 
poisoning.  What  constitute  the  most  im- 
portant types  of  lead  contacts?  In  general, 
the  most  frequent  source  of  lead  poisoning  is 
industry;  next  in  numerical  importance  are  the 
cases  of  infants  and  children  who  come  in  con- 
tact with  lead  by  sucking  toys  or  other  objects 
which  have  been  painted  with  pigments  con- 
taining lead.  There  are  other  less  important 
sources  of  lead  poisoning.  Every  now  and  then 
accidental  lead  poisoning  occurs  in  adults. 
Storage-battery  cases  were  burned  for  fuel  not  so 
long  ago,  and  the  fumes  of  the  lead  caused 
poisoning.  During  prohibition,  wines  were  stored 
in  casks  which  were  soldered  with  lead  solder. 
The  wine  dissolved  the  lead,  and  many  persons 
who  drank  the  wine  ingested  large  amounts  of 
lead  and  developed  lead  poisoning.  Lead  stills 
used  during  that  time  also  were  a source  of  lead 
poisoning. 

In  general  it  might  be  said  that  the  ingestion 
of  lead  sprayed  on  fruits  and  vegetables  does  not 
constitute  a serious  menace.  One  reads  in  the 
literature  of  lead  poisoning  due  to  lead  pipes  and 
other  sources  of  that  type.  But  on  close  in- 
vestigation it  is  very  difficult  to  find  cases, 
certainly  any  but  exceptional  cases,  of  lead 
poisoning  due  to  such  causes  or  to  the  ingestion 
of  foods  which  are  sprayed  with  lead.  There 
are  many  claims  of  lead  poisoning,  but  proved 
cases  are  very  rare. 

Of  the  industries  which  are  most  dangerous  as 
far  as  lead  poisoning  is  concerned,  there  are,  in 
the  first  place,  those  in  which  the  most  lead  is 
used,  especially  lead  in  the  form  of  dust  or 
fumes — for  example,  lead  mining,  lead  smelting, 
paint  manufacturing;  then  in  painting  and  the 
preparation  of  surfaces  for  paint;  also  printers, 
those  who  deal  with  lead  type,  or  linotypers  who 
work  near  pots  of  molten  type-metal;  and  plumb- 
ers who  do  soldering  in  closed  places.  A very 
important  cause  of  lead  poisoning  is  from  lead 
burning.  Subject  to  this  are  people  who  use  heat 
to  remove  paint — acetylene  torch  workers,  for 
example,  like  those  who  dismantled  the  Sixth 
Avenue  Elevated  with  sixty  years  of  paint  on  it. 
Then  there  are  the  enamel  workers  and  pottery 
workers.  Finally,  there  are  those  who  are  ex- 
posed to  concentrated  sprays  of  lead  arsenate 
while  spraying  insecticides  on  crops  and,  in  the 
days  before  the  present  era,  there  were  also  the 
rubber  tire  compounders. 
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I may  have  omitted  a few  industries,  especially 
the  newer  ones,  but  these  are  among  the  most 
important  and  give  a good  idea  of  what  type  of 
industry  constitutes  a lead  hazard.  New  in- 
dustries are  important  because  new  uses  for  lead 
are  constantly  being  found.  “Ethyl”  gas  is  an 
example  of  a new  use  for  lead.  Today  we  have 
very  few  cases  of  poisoning  due  to  “leaded”  gas 
contact  because  of  the  strict  regulations  cover- 
ing its  use.  However,  we  do  find  lead  poisoning 
when  these  regulations  are  ignored,  occasionally 
by  people  who  clean  the  upholstery  in  their  cars 
with  ethyl  gasoline.  Making  sure  that  they 
get  a good  cleaning  agent,  these  people  buy  the 
special  gasoline  and  use  it  without  gloves  or  ade- 
quate ventilation. 

What  can  be  done  to  prevent  lead  poisoning? 
In  the  first  place,  we  know  that  certain  types  of 
exposure  are  conducive  to  lead  poisoning — for 
example,  a great  many  fumes  or  a lot  of  dust  in 
the  air.  How  much  lead  in  the  atmosphere  is 
dangerous  we  do  not  know.  Government  regula- 
tions are  rather  general,  and  we  know  that  small 
amounts  of  lead  may  cause  poisoning  in  some 
people,  while  much  larger  amounts  will  not  poison 
others. 

In  general — and  this  is  true  of  all  industrial 
hygiene — it  is  far  more  effective  to  control  the 
environment  than  to  expect  the  individual  to 
control  his  exposure.  What  do  we  mean  by  that? 
Intelligent  ventilation.  Drawing  fumes  down 
from  the  work  table,  for  example,  instead  of 
having  them  go  up  past  the  worker’s  nose  is  much 
more  effective  than  a mask.  It  is  pretty  hard 
to  work  six  or  eight  hours  a day,  painting,  with  a 
mask  on.  Workers  remove  the  mask  when  they 
tire.  Therefore,  as  a rule  protective  measures 
are  most  effective  when  their  application  is  not 
under  the  control  of  the  worker  but  is  auto- 
matically taken  care  of  for  him  by  proper  en- 
vironmental hygienic  control. 

The  problem  of  poisoning  in  children  I will 
dismiss  with  this:  regulations  should  prohibit 
the  painting  of  toys  with  lead  pigment  paints. 
This  is  already  done  in  some  states. 

It  is  important  to  consider  the  type  of  person 
who  gets  lead  poisoning.  In  view  of  the  relation- 
ship to  calcium  metabolism,  it  is  desirable  to  keep 
out  of  lead  industries  all  those  who  have  diffi- 
culty storing  calcium.  These  are  women  and 
children,  whose  calcium  metabolism  is  very  labile, 
and  colored  people.  Negro  children  are  much 
more  susceptible  to  rickets  than  white  children 
and  their  parents  are  much  more  susceptible 
to  lead  poisoning  than  white  adults.  This 
is  probably  due  to  the  fact  that  ultraviolet  light 
has  more  difficulty  penetrating  the  skin  because 
of  the  heavy  pigmented  layer. 

It  is  important  to  keep  alcoholics  out  of  lead 


industries.  Alcoholism  offers  one  of  the  best 
ways  of  developing  lead  poisoning,  perhaps 
ultimately  because  of  starvation  and  acidosis, 
but  whatever  the  true  explanation,  alcoholism 
is  important.  Finally,  it  is  important  to  keep 
people  out  of  lead  industries  who  have  debilitat- 
ing infections. 

In  the  industry  it  would  be  ideal  to  have  all 
workers  on  a high  calcium  diet,  including  a 
quart  of  milk  a day  and  adequate  vitamin  D in 
some  form.  It  is  very  important,  in  view  of  the 
special  symptom  of  lead  poisoning,  to  see  that 
workers’  bowels  move  regularly. 

When  lead  poisoning  develops,  how  do  we  treat 
it  in  the  acute  stage?  We  are  all  agreed  that  the 
way  to  treat  acute  plumbism  is  to  remove  the 
patient  from  the  environment,  and  a high  calcium 
intake  is  required  to  fix  whatever  lead  is  in  cir- 
culation in  the  bones  as  quickly  as  possible. 
At  least  2 Gm.  of  calcium  a day  is  necessary. 
Milk  is  the  best  form  in  which  to  give  calcium, 
but  if  milk  cannot  be  tolerated,  calcium  gluconate 
or  other  calcium  salts,  given  by  mouth,  may  be 
substituted.  In  addition,  vitamin  D,  in  amounts 
equivalent  to  that  in  a tablespoonful  of  cod  liver 
oil,  should  be  administered. 

After  the  patient  has  recovered  from  the  acute  J 
attack,  the  question  of  which  of  the  two  schools 
of  therapy  to  follow  arises.  One  is  to  keep  on 
storing  the  lead  in  the  bones,  to  keep  it  out  of  the 
circulation  by  immobilizing  it  with  a continued 
high  calcium  intake  and  vitamin  D.  The  other 
— and  this  is  Aub’s  plan — is  to  liberate  the  lead 
gradually  under  careful  control;  to  give  the 
patient  a low  calcium  intake,  equivalent  to  0.2 
Gm.  a day,  not  any  higher,  and  in  addition 
some  mobilizing  salt  like  ammonium  chloride  in 
amounts  of  at  least  4 Gm.  a day. 

My  feeling  is  that  if  there  is  perfect  clinical 
and  chemical  control  of  the  patient,  the  liberation 
method  is  probably  safe.  But  you  must  be  care- 
ful not  to  precipitate  an  attack,  and  if  there  is  not 
perfect  control  of  the  patient — and  this  is  pretty 
difficult  to  obtain  with  laborers  who  have  to  work 
during  the  day — the  safest  procedure  is  to  store 
lead  in  the  bones.  In  children  and  in  infants  lead 
should  never  be  mobilized  because  children  are 
so  susceptible  to  the  dangerous  and  often  fatal  * 
form  of  lead  poisoning,  encephalopathy. 

Let  us  now  consider  the  therapy  of  the  specific 
symptoms  and  signs  of  plumbism.  The  most 
common  complaint  in  lead  poisoning  is  colic. 
Treat  it  with  10  cc.  of  a 10  to  20  per  cent  solution 
of  calcium  gluconate  or  chloride  given  slowly 
intravenously.  This  presumably  relaxes  the 
musculature.  In  addition,  the  patients  may  j 
be  given  atropine,  Vioo  to  l/m  grain,  repeated 
up  to  the  point  of  tolerance  as  shown  by  pupillary 
size  and  dryness  of  mouth;  nitroglycerine  Vioo 
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to  Viso  grain;  a hot  water  bag;  and  saline 
cathartics.  As  a rule,  morphine  is  not  very  ef- 
fective; in  fact,  many  patients  are  made  worse 
by  it.  With  such  treatment — repeating  the  cal- 
cium injections  two  or  three  times  a day  if  neces- 
sary— it  is  my  experience  that  acute  colic  is 
rather  readily  controlled  within  seventy-two 
hours,  or  at  most  in  a week.  Therefore,  if  a 
patient  continues  to  have  abdominal  pain  after 
a week,  some  other  disease  should  be  strongly 
suspected. 

The  next  important  symptom  or  sign  of  lead 
poisoning  is  peripheral  palsy.  I do  not  call  it 
peripheral  neuritis  because  many  of  us  think  it 
is  primarily  muscular.  Most  important  in 
treating  peripheral  palsy  is  splinting  to  prevent 
overstretching.  The  splints  should  be  kept  on 
until  recovery.  In  addition,  light  massage; 
the  whirlpool  bath;  interrupted  galvanic  cur- 
rent, first  passive  and  then  active,  re-education 
exercises;  warm  baths  at  110  F are  all  useful 
physiotherapeutic  procedures  in  treating  periph- 
eral palsy.  But  the  most  important  of  all  is 
the  prevention  of  overstretching  of  the  palsied 
muscles. 

Encephalopathy  is  the  only  type  of  lead 
poisoning  which  causes  death.  It  may  be  mani- 
fested by  mild  symptoms  such  as  headache,  loss 
of  memory,  irritability.  It  may  go  on  to  pro- 
duce very  serious  conditions;  maniacal  mani- 
festations, convulsions,  and  coma,  especially 
in  infants  and  children.  It  is  best  treated  by 
giving  calcium  and  vitamin  D to  store  the  lead 
in  the  bones  and  by  reducing  the  spinal  fluid 
pressure.  The  latter  may  be  done  in  one  of  two 
ways:  (1)  frequent  lumbar  taps,  the  frequency 
and  amount  of  fluid  taken  off  depending  upon 
the  pressure;  or  (2)  by  giving  hypertonic  solu- 
tions. A 25  per  cent  magnesium  sulfate  solution 
will  reduce  the  cerebrospinal  pressure.  In  an 
adult  we  usually  perform  lumbar  taps. 

For  the  treatment  of  convulsions  we  usually 
give  barbiturates  intravenously  and  some  give 
avertin  rectally  to  anesthetize  the  patient. 
Magnesium  sulfate,  50  per  cent,  1 or  2 cc.  intra- 
venously or  intramuscularly,  also  causes  re- 
laxation. 

The  anemia  of  lead  poisoning  is  not  due  to 
intrinsic  or  extrinsic  factor  deficiency  or  to  iron 
deficiency.  Therefore,  iron  and  liver  extract  are 
of  no  value.  If  the  anemia  is  very  severe,  give 
transfusions.  If  anemia  is  not  very  severe  and  if 
the  patient  recovers  from  the  lead  poisoning, 
the  anemia  takes  care  of  itself. 

All  the  other  complaints  should  be  treated 
symptomatically.  There  is  a difference  of 
opinion  as  to  whether  lead  causes  many  of  the 
signs  and  symptoms  usually  attributed  to  lead 
poisoning — for  instance,  nephritis,  hypertension, 


or  arteriosclerosis.  These  must  be  treated  where- 
ever  found,  whether  or  not  lead  is  the  causative 
agent.  But  whenever  a patient  who  has  been 
exposed  to  lead  develops  some  important  or 
serious  disease,  give  adequate  amounts  of  calcium 
and  vitamin  D to  store  the  lead  in  the  bones  and 
avoid  superimposing  lead  poisoning  on  some  other 
illness. 

Dr.  Gold:  We  are  now  ready  for  questions. 

Visitor:  I would  like  to  ask  Dr.  Reznikoff 
about  the  so-called  lead  line.  Is  this  the  only 
positive  indication  of  lead  poisoning? 

Dr.  Reznikoff:  The  lead  line  is  due  to  a 
deposit  of  lead  sulfide  under  the  epithelium  of  the 
gums.  You  can  make  sure  that  it  is  in  the  gums 
by  putting  a slip  of  paper  between  the  tooth  and 
gums.  If  the  line  disappears,  it  is  on  the  tooth 
and  not  on  the  gums.  The  lead  fine  appears  only 
when  lead  is  present  in  the  circulation  and  when 
hydrogen  sulfide  is  produced  by  debris  and  carious 
teeth.  Thus,  those  with  good  oral  hygiene  may 
not  develop  the  lead  line,  even  though  they  are 
poisoned  by  lead. 

The  lead  line,  if  present,  is  a very  important 
diagnostic  point.  The  only  other  fine  which 
might  be  confused  with  it  is  the  bismuth  fine. 
The  bismuth  line  extends  across  the  gums  and  is 
very  fine,  while  the  lead  fine  is  usually  punctate 
in  certain  places.  You  should  look  in  back  of  the 
teeth,  as  well  as  the  front  of  them,  for  the  lead 
sulfide  deposits.  The  lead  fine  may  exist,  how- 
ever, and  not  constitute  evidence  of  acute 
poisoning.  The  lead  may  be  gone  from  the  circu- 
lation, but  the  fine  may  last  for  several  months 
before  it  disappears. 

Dr.  Janet  Travell:  Can  all  of  the  lead  be 
removed  from  the  body  by  the  process  of  delead- 
ing? 

Dr.  Reznikoff:  I doubt  whether  all  of  the 
lead  can  be  removed.  It  seems  to  me  that  it 
would  be  impossible  to  remove  all  the  lead  from 
the  bones  without  decalcifying  all  the  bone.  Dr. 
Aub’s  idea  is  to  get  rid  only  of  some  of  the  lead, 
not  all  the  lead  in  the  body,  because  it  is  the  labile 
lead  which  may  be  liberated  and  is  a potential 
source  of  poisoning. 

Dr.  Travell  : How  would  you  know  when  to 
stop  the  process  of  deleading? 

Dr.  Reznikoff:  I do  not  delead,  so  I do  not 
worry  about  that.  It  makes  fife  simple.  But  I 
suppose  Dr.  Aub  would  say  that  when  the  de- 
leading process  has  been  carried  to  such  a point 
that  normal  amounts  of  lead  are  present  in  the 
urine  and  stools,  while  the  diet  lead  is  controlled, 
it  would  be  proper  to  stop. 

Dr.  Gold:  What  would  you  do  for  a patient 
wdio  has  been  a painter  all  his  fife  and  whom  you 
see  for  the  first  tune  with  myoclonic  fits  and 
mental  confusion?  You  are  pretty  sure  from 
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those  symptoms,  the  lead  line,  and  the  history, 
that  he  has  lead  encephalopathy.  You  have  al- 
ready told  us  what  you  would  do  to  relieve  the 
acute  symptoms.  Within  a week  he  is  free  of  all 
of  these  symptoms,  and  he  seems  pretty  well. 
What  is  the  procedure  from  then  on? 

Dr.  Reznikoff:  He  feels  well? 

Dr.  Gold:  He  feels  and  looks  quite  well. 

Dr.  Reznikoff:  If  he  feels  all  right  and  looks 
well,  I would  just  keep  him  well. 

Dr.  Gold  : Three  months  later  he  has  another 
attack  of  lead  encephalopathy. 

Dr.  Reznikoff:  Do  you  know  of  such  a case? 

Dr.  Gold:  Yes. 

Dr.  Reznikoff:  A proper  regimen  would  be 
freedom  from  exposure  to  lead,  with  an  adequate 
calcium  and  vitamin  D intake. 

Dr.  Gold  : Two  grams  of  calcium  lactate? 

Dr.  Reznikoff:  Two  grams  of  total  calcium 
in  the  diet  and  supplemental  vitamin  D.  If  the 
patient  then  remains  free  from  infections,  he 
should  not  have  a relapse.  In  fact,  I have  never 
seen  it.  Those  who  come  back  with  relapses 
always  have  given  a history  of  stopping  the 
calcium  or  the  vitamin  D,  or  they  say,  “I  worked 
overtime  and  didn’t  get  any  sleep” — something 
like  that.  The  only  thing  to  do  under  such  con- 
ditions is  to  control  the  environment  as  much  as 
possible.  The  attacks  due  to  liberation  of  lead 
from  the  bone,  just  like  the  liberation  of  calcium 
from  the  bones,  do  not  appear  without  some  good 
biochemical  reasons.  The  therapy  which  once 
stored  the  calcium  and  lead  should  continue  to 
do  so. 

Dr.  Charles  H.  Wheeler:  Suppose  your 
patient  for  one  reason  or  another  finds  it  impos- 
sible to  maintain  such  a regimen ; he  may  be  un- 
intelligent or  is  uncooperative.  Would  you  not 
try  to  delead  under  those  circumstances? 

Dr.  Reznikoff:  I would  not  because  the 
person  who  lacks  the  intelligence  to  cooperate 
certainly  will  not  give  the  assistance  necessary  to 
delead  with  safety.  To  delead,  one  must  not  only 
take  medication  faithfully  but  also  must  collect 
specimens  and  be  on  the  alert  for  the  first  symp- 
tom of  lead  intoxication. 

Dr.  Wheeler:  Can’t  you  delead  a patient  in 
the  hospital,  or  would  that  take  too  long? 

Dr.  Reznikoff:  If  I were  to  delead,  I would 
delead  in  the  hospital.  I would  say  the  whole 
process  of  deleading  should  occur  over  a period  of 
a few  months. 

Dr.  Modell:  I want  to  ask  Dr.  Reznikoff 
whether  he  thinks  phosphate  is  important  in  the 
diet. 

Dr.  Reznikoff:  It  is  very  important  in 

children  to  have  a positive  phosphate  balance. 

Dr.  Modell:  I also  wTant  to  ask  Dr.  Rezni- 
koff whether  he  feels  that  calcium  in  the  diet  pre- 


vents the  absorption  of  lead  or  whether  its  effect 
is  only  on  lead  after  absorption. 

Dr.  Reznikoff:  Do  you  mean  its  effect  on  the 
absorption  of  inspired  lead? 

Dr.  Modell:  Ingested  lead. 

Dr.  Reznikoff:  There  is  some  recent  work  to 
indicate  that  calcium  acts  locally.  In  general,  we 
know  that  a high  calcium  diet  will  prevent  the 
symptoms  of  lead  poisoning. 

Dr.  Modell:  Perhaps,  then,  it  serves  two  pur- 
poses: it  inhibits  lead  absorption  and  fixes  lead 
after  absorption. 

Intern:  Why  should  a man  chronically  ex- 
posed to  lead  all  his  life  suddenly  develop  lead 
poisoning? 

Dr.  Reznikoff:  In  my  experience  there  is 
usually  a good  reason  for  it;  a chronic  infection 
or  poor  nutrition  with  low  calcium  intake. 

Sometimes  it  is  very  difficult  to  find  a reason  for 
the  development  of  lead  poisoning.  For  ex- 
ample, the  group  of  workers  who  dismantled  the 
Sixth  Avenue  Elevated  swore  that  they  used  their 
masks  all  the  time.  Their  masks  were  adequate, 
and  the  workers  did  use  them  while  working. 
But  they  did  not  use  the  masks  properly.  When 
using  a torch  to  cut  through  girders  heavily 
coated  with  lead  pigment,  they  kept  their  masks 
on. 

However,  as  soon  as  they  stopped  using  the 
torch,  many  took  off  the  masks  to  expectorate. 
Thus  they  kept  their  masks  on  while  they  were 
actually  using  the  acetylene  torch,  but  when 
they  stopped  and  the  atmosphere  was  still  full  of 
lead,  they  exposed  themselves  to  it. 

It  is  very  difficult  to  follow  workmen  through 
all  their  detailed  chores,  day  and  night.  Cer- 
tainly most  of  the  people  I saw  with  acute  lead 
poisoning  from  the  dismantling  job  drank  con- 
siderably more  alcohol  than  those  who  were  not 
affected  by  the  lead. 

Student:  Is  stippling  specific  for  lead  poison- 
ing? 

Dr.  Reznikoff:  No,  in  my  opinion,  stippling 
is  just  discrete  reticulum.  It  is  not  specific  for 
lead  poisoning,  and  it  is  not  evidence  of  lead 
poisoning.  It  is  just  evidence,  if  it  does  occur  in 
lead  poisoning,  of  lead  absorption. 

Dr.  Gold:  What  is  the  least  you  accept  in  the 
way  of  disability  for  a diagnosis  of  lead  poison- 
ing? 

Dr.  Reznikoff:  Colic,  paralysis,  encephal- 
opathy, or  anemia  due  to  lead  poisoning,  and  noth- 
ing else.  Those,  I would  say,  are  the  chief  ones. 
There  is  another  type  of  paralysis  that  I should 
mention  which  is  not  as  common.  This  is  a type 
characterized  by  atrophic  palsy  apparently  due  to 
anterior  horn  cell  involvement. 

Dr.  Gold:  You  would  not  depend  at  all  on 
laboratory  tests? 
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Dr.  Reznikoff:  I would  depend  on  the 

laboratory  tests  as  corroborative  evidence.  To 
make  a diagnosis  of  poisoning  you  should  have 
the  following:  (1)  exposure;  (2)  evidence  of 

absorption;  (3)  signs  and  symptoms  of  disability 
due  to  lead  poisoning.  Those  are  the  three  criteria 
in  my  mind  for  an  adequate  diagnosis. 

Dr.  Modell:  If  the  urine  test  for  lead  was 
negative,  would  you  rule  out  lead  poisoning? 

Dr.  Reznikoff:  I would  question  the  labora- 
tory. 

Dr.  Modell:  Suppose  you  trusted  the 

laboratory.  Would  you  rule  it  out  then? 

Dr.  Reznikoff:  You  would  have  still  the 
question  of  absorption.  If  a patient  with  lead 
poisoning  goes  on  a high  calcium  diet,  his  urine 
would  be  found  to  have  very  little  lead  in  it,  but 
still  he  has  poisoning. 

Student  : Is  blood  analysis  of  any  value? 

Dr.  Reznikoff:  It  is  not  of  practical  impor- 
tance because  it  is  very  hard  to  do.  You  deal  with 
a small  amount  of  blood  and  so  the  error  may  be 
very  great.  Besides,  it  only  tells  what  is  circulat- 
ing at  a particular  moment,  not  what  has  been  ab- 
sorbed. 

Student:  If  a patient  detested  milk,  how 
would  you  treat  him? 

Dr.  Reznikoff:  He  could  have  cheese  in- 
stead of  milk.  But  as  a matter  of  fact,  if  he  lives 
on  a sensible  routine,  he  does  not  have  to  have  an 
especially  high  calcium  intake.  A positive  cal- 
cium balance  is  all  that  is  necessary. 

Dr.  Wheeler:  I should  like  to  ask  Dr.  Modell 
whether  all  forms  of  lead  are  absorbed  readily 
through  the  skin  or  whether  only  the  highly 
ionized  forms  are  absorbed.  Otherwise  I don’t 
understand  why  lead  can  be  absorbed  through 
the  skin  and  yet  why  a bullet  may  remain  for 
years  in  the  muscle  without  marked  absorption. 

Dr.  Modell:  It  is  the  form  of  lead  which  de- 
termines whether  it  will  be  absorbed  from  the 
skin,  as  in  the  case  of  tetra-ethyl  lead,  which  is 
the  only  important  form  so  absorbed. 

Dr.  Reznikoff:  Any  organic  lead  compound 
may  be  absorbed  from  the  skin. 

Dr.  Modell:  Half  an  hour  after  painting  the 
skin  with  tetra-ethyl  lead,  lead  can  be  demon- 
strated in  the  blood. 

Dr.  Reznikoff:  You  can  demonstrate  it 

even  sooner.  If  you  stick  a rabbit’s  ear  in  con- 
centrated tetra-ethyl  lead,  the  rabbit  almost  im- 
mediately goes  into  convulsions.  In  the  old  days, 
if  a worker  put  his  hand  in  tetra-ethyl  lead  ac- 
cidentally, he  collapsed  before  he  could  get  across 
the  room  to  a sink  because  it  was  absorbed  so 
amazingly  fast. 

I would  like  to  mention  one  thing  more.  There 
is  no  unanimity  of  opinion  that  the  effect  of  tetra- 
ethyl lead  is  due  simply  to  its  lead  content.  Some 


workers  believe  there  is  a special  action  of  the 
organic  lead. 

Visitor:  How  often  do  you  see  lead  gout  and 
what  does  it  represent? 

Dr.  Reznikoff:  You  read  of  it  in  the  older 
literature.  I doubt  very  much  if  there  is  such  a 
thing  as  lead  gout.  I might  say  textbooks  men- 
tion lead  arthritis  too.  I don’t  know  what  lead 
poisoning  was  in  the  Middle  Ages  or  one  hundred 
years  ago,  but  it  is  my  impression  that  pain  in  a 
joint  due  to  lead  poisoning  is  really  due  to  mus- 
cular weakness,  which  causes  pain  if  that  part  of 
the  limb  is  used  excessively. 

Dr.  Modell  : How  much  milk  contains  2 Gm. 
of  calcium,  and  who  can  drink  that  much? 

Dr.  Travell:  It  is  nearly  four  quarts. 

Dr.  Reznikoff:  Of  course,  there  is  a lot  of 
calcium  in  vegetables  and  in  cheese,  which  could 
be  given  to  patients  as  another  source  of  cal- 
cium. 

Dr.  Gold  : If  one  uses  the  lactate,  the  chloride, 
or  the  gluconate  to  obtain  2 Gm.,  one  should  bear 
in  mind  that  the  gluconate  contains  only  about  10 
per  cent  calcium,  the  chloride  about  25  per  cent, 
and  the  lactate  about  13.  To  get  2 Gm.  of  cal- 
cium from  the  chloride,  therefore,  about  8 Gm. 
are  required;  about  14  Gm.  are  required  of  the 
lactate,  and  in  the  case  of  the  gluconate  about  20 
Gm.  are  needed.  I thought  you  might  be  inter- 
ested in  those  approximate  equivalents. 

Dr.  Reznikoff:  I think  that,  intravenously, 
for  colic  the  gluconate  is  less  toxic.  Dr.  Aub 
thinks  it  may  be  less  effective  than  the  chloride. 

Dr.  Gold:  It  is  well  to  know  that  calcium 
gluconate  is  commonly  supplied  in  ampules,  10 
per  cent  solution,  made  up  with  citric  acid,  lactic 
acid,  and  dextrose  to  establish  a stable  solution. 

Dr.  Wheeler:  You  did  not  mention  the  use  of 
parathormone  or  the  newer  concentrated  forms 
of  parathyroid  principle?  I expect  you  do  not 
use  that  yourself?  Do  the  people  who  rely  on  de- 
leading find  that  a useful  adjuvant? 

Dr.  Reznikoff:  Hunter  tried  that  with  Aub 
as  an  experiment.  They  did  find  that  after  para- 
thyroid administration  there  was  a tremendous 
outpouring  of  lead.  However,  it  is  not  a practical 
method. 

Dr.  Gold:  From  everything  that  has  been 
said,  it  is  clear  that  no  laboratory  test  can  be 
relied  upon  as  an  early  guide  to  the  diagnosis  of 
the  more  subtle  symptoms  seen  in  early  lead 
poisoning.  Would  that  be  a fair  statement? 
I think  that  problem  comes  up  in  connection 
with  industrial  insurance. 

Dr.  Reznikoff:  I would  put  it  this  way: 
No  single  laboratory  test  is  specific. 

Dr.  Gold:  If,  for  example,  you  found  that  a 
patient  who  has  been  sufficiently  exposed  to  lead 
and  who  suffers  vague  symptoms  such  as  pallor, 
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mild  anemia,  and  muscular  weakness  or  fatigue, 
excreted  in  his  urine  0.25  mg.  of  lead  per  24  hours 
on  repeated  examination,  would  you  give  any 
weight  to  these  laboratory  data? 

Dr.  Reznikoff:  I would  decide  that  as  I 
decide  any  other  clinical  problem.  Probably  in 
the  absence  of  any  other  cause  for  those  com- 
plaints and  in  the  presence  of  that  amount  of 
lead  in  his  urine,  the  man  is  suffering  from  lead 
poisoning. 

Dr.  Gold:  That  is  several  times  the  average 
amount  in  normal  urine  as  given  by  some  authors. 

Dr.  Reznikoff:  It  is  only  about  two  and  one- 
half  times. 

Dr.  Gold:  It  depends  on  what  figure  one 
takes. 

Dr.  Reznikoff:  The  normal  amount  is  0.1 
mg.  per  liter. 

Dr.  Wheeler:  I was  interested  in  that  prob- 
lem a couple  of  years  ago  when  we  had  some 
patients  in  the  hospital  here,  and  in  looking 
through  the  literature  I found  most  enormous 
variations  in  the  figures  which  wrere  given  for  the 
normal  range.  Some  workers  reported  figures 
which  were  ten  to  twenty  times  as  much  as 
others. 

Dr.  Reznikoff:  I think  the  best  data  on  the 
subject  are  those  reported  by  Kehoe  in  the 
Journal  of  Industrial  Hygiene. 

Dr.  Modell:  He  gives  high  normal  values  as 
compared  with  other  workers. 

Dr.  Reznikoff:  I would  accept  his  data. 

Summary 

Dr.  Modell:  Even  though  all  of  us  are  con- 
stantly ingesting  small  amounts  of  lead  in  our 
food,  this  type  of  exposure  does  not  seem  to  be 
harmful.  Ingested  lead  rarely  causes  poisoning 
because  of  poor  absorption.  The  greatest  danger 
of  lead  poisoning  exists  when  fumes  are  inhaled; 
thus  industry  is  the  chief  source  of  lead  poison- 
ing. New  industrial  uses  for  lead  always  present 
a particularly  grave  danger  because  the  problem 
will  not  be  recognized  nor  means  of  prevention 
developed  until  after  many  cases  of  poisoning 
have  been  uncovered. 

The  prevention  of  poisoning  is  most  important. 
Control  of  exposure  and  proper  industrial  hygiene 
are  necessary.  These  should  not  be  left  to  the 
worker  but  should  be  automatically  performed 
for  him.  Other  factors  which  control  lead 
metabolism  should  be  considered.  The  preven- 
tion of  poisoning  in  those  who  are  exposed  can 
often  be  accomplished  by  a diet  rich  in  vitamin  D 
and  calcium  (preferably  as  milk).  The  general 
state  of  health  and  also  nutrition,  age,  sex,  and 
alcoholism  are  all  important. 

The  diagnosis  of  lead  poisoning  is  often  diffi- 
cult. No  single  sign  is  pathognomonic.  The 


history  of  exposure,  anemia,  weakness,  palsy, 
colic,  encephalopathy,  lead  fine,  and  red  cell 
stippling  help  to  establish  the  diagnosis.  The 
chemical  determination  of  the  amount  of  lead  in 
the  blood,  urine,  and  feces  is  sometimes  helpful. 

It  is  a difficult  laboratory  procedure,  and  there 
are  differences  of  opinion  on  what  constitutes 
normal  and  abnormal  values.  Any  single  value 
may  be  misleading  because  lead  is  labile  and  the 
amount  in  the  urine  may  reflect  this  lability 
rather  than  the  amount  of  lead  stored.  Never- 
theless, when  large  amounts  of  lead  are  found 
both  in  the  urine  (>  0.2  mg.)  and  feces  (>  1.0 
mg.),  it  supports  the  diagnosis  of  lead  poisoning. 

Except  for  purely  symptomatic  treatment  the 
therapy  of  lead  poisoning  is  based  on  the  paral- 
lelism between  the  calcium  and  lead  streams. 

In  the  acute  stages  of  lead  poisoning  the  lead  is 
forced  into  the  bones  with  large  doses  of  calcium 
(2  Gm.  daily  as  calcium  in  the  form  of  milk  or 
as  a calcium  salt),  to  prevent  more  serious  effects 
of  circulating  lead,  most  especially  lead  encephal- 
opathy. Calcium  chloride  (10  cc.  of  10  per 
cent  to  20  per  cent  solution)  given  intravenously 
may  quickly  relieve  the  pain  of  acute  lead  colic. 
After  the  symptoms  of  acute  lead  poisoning  have 
been  relieved,  the  subsequent  treatment  comes 
under  the  head  of  the  therapy  of  chronic  lead 
poisoning. 

The  treatment  of  chronic  lead  poisoning  de- 
pends largely  on  which  school  one  prefers  to  be- 
long to;  the  “deleaders”  or  the  “nondeleaders.” 
The  former  try  to  eliminate  all  labile  lead  by  care- 
fully liberating  it  from  the  bones  with  a calcium 
deficient  diet  and  drugs  (less  than  0.2  Gm. 
calcium  and  about  4 Gm.  ammonium  chloride 
daily). 

This  type  of  therapy  requires  the  utmost  co- 
operation from  the  patient  and  great  caution  if 
episodes  of  acute  poisoning  are  to  be  avoided. 
Carefully  and  thoroughly  carried  out,  this  method 
may  free  a patient  from  enough  labile  lead  to 
eliminate  permanently  the  possibility  of  recur- 
rent seizures  of  acute  poisoning. 

When  the  alternative  method  is  followed,  the 
attempt  is  made  to  fix  in  the  bones,  more  or  less 
permanently,  all  the  lead  in  the  body.  This  is 
accomplished  by  removal  from  exposure  and  by 
good  nutrition,  with  special  regard  to  calcium  and 
vitamin  D intake — i.e.,  one  continues  the  regimen 
started  in  the  treatment  of  the  acute  stage  of 
lead  poisoning.  This  is  the  simpler  and  safer 
method,  especially  if  the  patient  cannot  cooper- 
ate or  cannot  enter  the  hospital  for  the  “delead- 
ing” process.  On  the  other  hand,  the  hazard  is 
always  present  that  under  adverse  circumstances, 
such  as  illness  or  malnutrition,  sudden  mobiliza- 
tion of  the  stored  lead  may  occur  with  the  de- 
velopment of  acute  poisoning. 


Case  Report 

SULFAPYRIDINE  FASTNESS  IN  A CASE  OF  PNEUMOCOCCIC  MENINGITIS 

Clark  S.  Shuman,  M.D.,  Black  River,  New  York 

T)  W.  ROSS,1  in  England,  and  C.  M.  MacLeod,2  sulfapyridine  and  can  become  adapted  to  growth 
in  this  country,  have  demonstrated  that  certain  in  its  presence.  T.  C.  Backhouse3  first  demon- 
strains of  pneumococci  can  change  their  metabolism  strated  sulfapyridine  fastness  in  a human  case  of 
after  their  growth  has  been  inhibited  for  a time  by  pneumonia.  His  patient  responded  well  to  sulfa- 
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pyridine  for  a while  and  then  became  febrile  again 
and  died,  in  spite  of  a spinal  fluid  concentration  of 
33  mg.  of  M.  and  B.  693  per  cc. 

The  following  case  of  pneumococcic  meningitis 
likewise  responded  well  to  sulfapyridine  at  first  and 
then  became  febrile  in  spite  of  continued  adminis- 
tration. 

Case  Report 

A girl  of  3 years,  weighing  about  28  pounds,  first 


received  medical  attention  about  the  seventh  day 
of  her  illness.  There  had  been  some  back  rigidity 
for  at  least  three  days.  There  was  no  history  of  an 
original  focus  of  infection.  Vomiting  and  diarrhea 
had  occurred  at  the  onset. 

Examination  revealed  normal  ear  drums,  nega- 
tive mastoid,  and  negative  chest  findings  except 
for  rapid  heart  beat.  Pupils  were  equal  and 
reacted  with  a little  sluggishness.  There  was  some 
photophobia.  Kernig’s  sign  was  positive,  and  the 
patient's  chin  was  elevated,  her  back  stiff,  and  her 
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abdomen  soft,  with  a very  active  umbilical  reflex. 

The  girl  was  transferred  to  her  home.  Sulfa- 
nilamide gave  no  improvement,  and  sulfapyridine 
was  started.  Two  days  later  she  was  reported 
much  improved  and  with  a normal  temperature. 
Within  eighteen  hours,  however,  her  fever  was  re- 
turning, and  she  was  developing  spinal  rigidity 
again.  By  this  time  the  spinal  fluid  tapped  had 
been  grown  on  blood  agar  and  typed.  Rabbit 
serum  was  obtained  from  New  York.  Because  of 
vomiting  and  a rapidly  increasing  pulse,  sulfa- 
pyridine dosage  was  cut  from  0.5  Gm.  every  four 
hours  to  0.25  Gm.  every  three  hours. 

The  child  received  35  Gm.  of  sulfapyridine  oralfy 
between  the  eighth  and  twenty-fifth  days  of  illness, 
and  135,000  units  of  Type  XVIII  rabbit  serum  were 
given  intravenously  in  9 injections,  200,000  units 
by  lumbar  puncture  in  11  injections,  and  225,000 
units  cisternally  in  17  injections,  between  the  thir- 
teenth day  of  illness  and  the  day  of  death. 

With  spinal  drainage  and  administration  of  serum, 
there  was  a second  period  of  improvement  and  a 
reduction  of  spinal  pressure  although  the  tempera- 
ture remained  high.  The  child  became  stuporous 
two  days  before  death. 

Laboratory  Data. — Type  XVIII  pneumococcus 
was  determined  by  the  Neufeld-Sabin  reaction. 
Spinal  fluid  became  sterile  on  the  nineteenth  day  of 
illness,  but  the  cell  count  continued  to  increase  until 
death.  Viable  organisms  were  found  again  on  the 


twenty-second  day.  Before  death  the  spinal  fluid 
was  slightly  yellow,  sticky,  and  glary,  and  would 
not  pass  the  lumbar  needle. 

A Wassermann  test  was  negative.  Urine  was 
negative  except  for  a terminal  albuminuria.  Hemo- 
globin was  60  per  cent  (Dare). 

Conclusions 

A patient  with  pneumococcic  meningitis  in  whom 
no  localizing  focus  was  found  responded  favorably 
to  sulfapyridine  until  sulfapyridine  fastness  oc- 
curred. Following  this,  large  doses  of  rabbit  serum 
in  combination  with  sulfapyridine  given  orally 
failed,  death  occurring  on  the  twenty-fifth  day  of 
illness. 

Since  in  a given  case  the  occurrence  of  sulfa- 
pyridine fastness  cannot  be  predicted  it  is  well  to 
start  both  serotherapy  and  sulfapyridine  together, 
the  latter  preferably  both  orally  and  intrave- 
nously.4-5 
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FOUNDATIONS  INVEST  IN  WAR  BONDS 

More  than  $40,000,000  from  endowment  funds, 
established  to  finance  charitable,  research,  and 
educational  work  were  invested  in  War  Bonds  during 
the  Third  War  Loan  drive,  it  was  learned  from  re- 
ports submitted  to  William  E.  Cotter,  director  of 
the  Commerce  and  Industry  Division  of  the  War 
Finance  Committee  for  New  York  State. 

Douglas  Gibbons,  president  of  Douglas  Gibbons 
& Co.  and  chairman  of  the  professional  and  special 
services  section,  and  his  cochairman,  Parker  Mon- 
roe, reported  bonds  already  purchased  and  pledged 
by  a score  of  the  leading  foundations  in  America 
probably  will  exceed  the  $40,000,000  figure. 

Bankers  and  lawyers  serving  as  counselors  and 
directors  of  the  nation’s  great  trust  funds  regard 
such  heavy  investment  in  War  Bonds  as  an  im- 
portant testimonial  to  the  War  Bond  program. 

Amounts  invested  represent  in  some  instances  as 
much  as  60  per  cent  of  the  total  capital  of  some 
foundations,  Mr.  Gibbons  said. 

“‘The  ordinary  businessman  and  wage-earner  can- 
not fail  to  be  impressed  if  he  realizes  that  here  are 
foundations  which  guard  their  funds  zealously  for 
the  future,  placing  a large  proportion  of  their  money 
in  War  Bonds.  With  institutions  of  this  type  look- 
ing to  War  Bonds  as  their  wisest  investment,  surely 
no  one  can  deny  that  it  is  the  safest  and  best  invest- 
ment on  earth.” 


The  group  of  five  Carnegie  foundations  bought 
$10,000,000  in  bonds  alone  during  the  Third  War 
Loan.  The  largest  investor  was  the  Carnegie  Cor- 
poration of  New  York,  whose  trustees  directed  that 
$6,500,000  be  put  in  War  Bonds. 

Two  Rockefeller  foundations,  the  General  Edu- 
cation Board  and  the  Rockefeller  Foundation  itself, 
have  bought  a total  of  $6,500,000  in  bonds. 

Other  large  subscriptions  reported  included 
$2,000,000  from  the  Commonwealth  Foundation 
and  $500,000  from  the  S.  R.  Guggenheim  Fund. 
Other  subscriptions  ranged  from  $5,000  up  to 
$1,000,000. 

Scientific  research,  international  health  programs, 
essential  charity  work,  and  educational  development 
are  dependent  upon  these  funds  in  the  future. 
Never  has  a single  medium  of  investment  been  so 
heavily  utilized  by  foundation  trustees  seeking  to 
preserve  their  capital,  Mr.  Gibbons  and  Mr.  Monroe 
pointed  out  in  their  report  to  Mr.  Cotter. 

A.  M.  Massie,  treasurer  of  the  Commonwealth 
Fund,  with  whom  other  sectional  leaders  worked  in 
compiling  the  report,  said  the  total  amount  of  bonds 
bought  throughout  the  country  by  scores  of  foun- 
dations will  continue  to  grow  without  relation  to  war 
bond  drives.  The  $40,000,000  figure  represents 
bonds  purchased  through  New  York  groups  or  local 
investment  branches  of  world-wide  institutions. 


NEW  INSULIN  TREATMENT 
A mixture  of  two  forms  of  insulin  which  simplifies 
treatment  of  diabetics  and  gives  better  control  of 
blood  sugar  is  announced  in  the  Journal  of  the  Ameri- 
can Medical  Association. 


Slow-acting  protamine  zinc  insulin,  already  in 
use  for  several  years,  is  mixed  with  the  original  type 
of  rapid-acting  insulin  to  make  a single  daily  injec- 
tion having  many  of  the  advantages  of  both  types. 


Postgraduate  Medical  Education 


Programs  arranged  by  the  Council  Committee  on  Public  Health  and  Education  of  the  Medi- 
cal Society  of  the  State  of  New  York  are  published  in  this  section  of  the  Journal.  The  mem- 
bers of  the  committee  are  Oliver  W.  H.  Mitchell , M.D. , Chairman  {428  Greenwood  Place , 
Syracuse);  George  Baehr,  M.D.;  and  Charles  D.  Post,  M.D. 


Cancer  Teaching  Day  in  Watertown 


A CANCER  Teaching  Day  was  held  October  14, 
TV  1943,  at  the  Black  River  Valley  Club  in  Water- 
town  under  the  auspices  of  the  medical  societies  of 
the  counties  of  Jefferson,  Lewis,  and  St.  Lawrence, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  Division  of  Cancer  Control  of  the  New  York 
State  Department  of  Health. 

At  the  first  meeting,  held  at  3:30  p.m.,  Ethan  F. 
Butler,  Surgical  Consultant  of  Onondaga  Sanatorium 
in  Syracuse,  lectured  on  “Cancer  of  the  Lung”  and 
Walter  T.  Murphy,  radiologist  at  the  State  Institute 
for  the  Study  of  Malignant  Disease,  delivered  a lec- 
ture entitled  “What  the  Practitioner  Should  Know 
About  Radiation.” 

Sutherland  E.  Simpson,  president  of  the  Medical 


Society  of  the  County  of  Jefferson,  was  chairman  of 
this  meeting. 

A dinner  was  served  at  6:00  p.m. 

Frederic  R.  Calkins,  Jefferson  County  Chairman  I 
of  the  American  Society  for  the  Control  of  Cancer,  I 
presided  over  the  evening  meeting,  which  began  at  | 
7:30  p.m. 

The  first  lecture  was  “Significance  of  Enlarged  I 
Lymph  Nodes”  given  by  Lloyd  F.  Craver,  attending  I 
physician  at  Memorial  Hospital  in  New  York  City,  j 

The  second  speaker  was  Clyde  L.  Randall,  pro-  j 
fessor  of  gynecology  at  the  University  of  Buffalo 
School  of  Medicine,  Buffalo.  His  subject  was  “The 
Significance  and  Management  of  Abnormal  Vaginal 
Bleeding.” 


Symposium  on  Meningococcus  Meningitis 


A SYMPOSIUM  on  meningococcus  meningitis 
TV  was  held  before  the  Madison  County  Medical 
Society  on  October  21,  1943.  The  meeting  was  at 
6:30  p.m.  at  the  Hotel  Oneida,  Oneida,  New  York. 

The  speakers  were  J.  Howard  Ferguson,  professor 
of  pathology  at  Syracuse  University  College  of  Medi- 


cine, in  Syracuse,  and  A.  Clement  Silverman,  pro- 
fessor of  clinical  pediatrics  at  Syracuse  University 
College  of  Medicine. 

The  Medical  Society  of  the  State  of  New  York 
provided  this  instruction  in  cooperation  with  the 
New  York  State  Department  of  Health. 


Lecture  on  Prolonged  Labor 


POSTGRADUATE  instruction  in  obstetrics 
was  provided  for  the  Suffolk  County  Medical 
Society  by  the  Medical  Society  of  the  State  of 
New  York  and  the  State  Department  of  Health. 
Harvey  B.  Mathews,  clinical  professor  of  obstet- 


rics and  gynecology  at  Long  Island  College  of  Medi- 
cine, 643  St.  Marks  Avenue,  Brooklyn,  lectured  on 
“Prolonged  Labor — Causes  and  Management.” 
This  lecture  took  place  at  12  m.,  October  27,  1943, 
at  Friede’s  Inn,  Smithtown,  Long  Island. 


History  of  Medicine 

The  Session  on  the  History  of  Medicine  of  the  Medical  Society  of  the  State  of  New 
York  holds  annual  meetings  along  with  the  regular  sections  of  the  Society.  It  has  had 
two  very  successful  meetings,  and  is  preparing  for  a third  in  1944.  So  far,  the  policy  of 
the  Session  has  been  to  confine  the  subject  of  the  papers  presented  to  material  related  to 
the  history  of  medicine  in  New  York  State.  In  this  way,  a valuable  compilation  of  data 
related  to  New  York  State  medicine  will  be  gradually  accumulated. 

Anyone  having  material  suitable  for  presentation  before  this  session  will  kindly  com- 
municate with  the  Chairman,  Edward  F.  Hartung,  M.D.,  at  580  Park  Avenue,  New  York 
21,  New  York. 
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Medical  Legislation 

Analysis  of  the  Wagner  Health  Insurance  Bill  Senate  1161 

(Special  bulletin  issued  by  the  Legislative  Bureau  of  the  Medical  Society  of  the  State  of 
New  York , October  11,  1948.) 


OTHER  analyses  and  comments  on  this  bill, 
which  is  a document  of  90  pages,  have  appeared 
from  time  to  time.  This  is  not  intended  to  replace 
any  of  them  but  to  supplement.  Our  object  is  to 
direct  attention  to  the  provisions  that  would  regu- 
late the  practice  of  medicine  both  in  the  office  and 
in  the  hospital. 

Senate  1161  (Wagner-Murray) ; H.R.  2861  ( Din - 
gell),  is  a bad  bill  from  a public  health  point  of  view 
because,  if  enacted  into  law,  it  would  remove  con- 
trol over  the  practice  of  medicine  from  the  several 
states  and  place  it  under  the  Surgeon  General  of  the 
Public  Health  Service;  and,  likewise,  by  giving  him 
authority  over  hospital  service  through  insurance  or 
otherwise,  it  would  soon  give  him  absolute  control 
over  the  conduct  of  all  hospitals. 

The  heart  of  the  bill  is  contained  in  Section  1110, 
page  76,  from  which  we  quote: 

“The  Board,  through  the  Surgeon  General  of 
the  Public  Health  Service , shall  make  provision 
for  determination  of  disability  and  its  redeter- 
mination at  regular  intervals  or  at  specified  peri- 
ods. The  Board  may  refuse  to  make  certification 
or  recertification  for  any  individual  claiming 
benefits  in  respect  to  his  own  disability,  or  the 
disability  of  any  other  individual,  if  the  disabled 
individual  refuses  to  submit  himself  for  examina- 
tion or  re-examination.  The  Board,  through  the 
Surgeon  General  of  the  Public  Health  Service,  may 
make  provisions  for  furnishing  medical,  surgical, 
institutional,  rehabilitation,  or  other  services  to  dis- 
abled individuals  entitled  to  receive  insurance  bene- 
fits, if  such  services  may  aid  in  enabling  such 
individuals  to  return  to  gainful  work.  Such 
services  shall  be  furnished  by  qualified  practi- 
tioners and  through  governmental  and  nongovern- 
mental hospitals  and  other  institutions  qualified 
to  furnish  such  services.  For  the  purpose  of  this 
section  there  shall  be  available,  for  each  calendar 
year  beginning  with  the  calendar  year  1945,  an 
amount  equal  to  2 per  centum  of  the  total  amount 
expended  from  the  Trust  Fund  during  the  pre- 
ceding fiscal  year  for  the  payment  of  insurance 
benefits  to  disabled  individuals.” 

For  allotment  of  funds  and  administration,  au- 
thority is  vested  in  the  Surgeon  General  of  the  Public 
Health  Service  and  a Board  composed  of  the  Secre- 
tary of  the  Treasury,  the  Secretary  of  Labor,  and 
the  Chairman  of  the  Social  Security  Board,  or  their 
representatives.  For  professional  administration, 
authority  is  vested  entirely  in  the  Surgeon  General. 
There  is,  however,  provision  for  the  creation  of  an 
Advisory  Council,  but  the  Act  does  not  oblige  the 
Surgeon  General  to  accept  the  Council’s  advice,  nor 
does  it  provide  that  the  Council  may  take  the  ini- 
tiative. In  short,  the  Surgeon  General  is  given  al- 
most unlimited  authority  over  every  phase  of  medi- 
cal service  in  the  entire  United  States.  To  carry 
out  his  duties  he  will  be  obliged  to  employ  an  army 
of  statistical  clerks  and  inspectors,  in  addition  to 
the  political  administrators  that  will  be  proposed 
by  the  party  in  power.  The  employed  personnel 
will  far  surpass  in  numbers  that  of  the  Post  Office 
Department. 

In  Section  904  authority  is  given  the  Surgeon 
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General  to  create  a National  Advisory  Medical  and 
Hospital  Council  of  16  members.  They  are  to  be 
“selected  from  panels  of  names  submitted  by  pro- 
fessional and  other  agencies  and  organizations  con- 
cerned with  medical  services  and  education  and  with 
the  operation  of  hospitals  and  from  among  other 
persons,  agencies,  or  organizations  informed  on  the 
need  for  or  provision  of  medical,  hospital,  or  related 
services  and  benefits.”  This  is  purely  an  advisory 
council  with  no  dictatorial  authority.  It  is  “author- 
ized to  advise  the  Surgeon  General  with  reference  to 
professional  matters  incident  to  carrying  out  the 
provisions  of  this  Act,  including  (1)  professional 
standards  of  quality  to  apply  to  general  and  special 
medical  benefits;  (2)  designation  of  specialists;  (3) 
methods  and  arrangements  to  stimulate  and  en- 
courage the  attainment  of  high  standards  through 
coordination  of  the  services  of  general  practitioners, 
specialists,  laboratories,  and  other  auxiliary  services, 
and  through  the  coordination  of  the  services  of  prac- 
titioners with  those  of  educational  and  research 
institutions,  hospitals  and  health  centers,  and 
through  other  useful  means;  (4)  standards  to  apply 
to  participating  hospitals  and  the  establishment  and 
maintenance  of  the  list  of  participating  hospitals; 

(5)  adequate  and  suitable  methods  and  arrange- 
ments of  paying  for  medical  and  hospital  services; 

(6)  studies  and  surveys  of  the  services  furnished  by 
practitioners  and  hospitals  and  of  the  quality  and 
adequacy  of  such  services;  (7)  grants-in-aid  for 
professional  education  and  research  projects;  (8) 
establishment  of  special  advisory,  technical,  local, 
or  regional  boards,  committees,  or  commissions.” 
With  or  without  the  advice  of  the  Council  the  Sur- 
geon General  will  have  complete  control  over  all  of 
the  above-named  activities. 

Some  of  the  administrative  duties  of  the  Surgeon 
General  are: 

Create  and  conduct  a nation-wide  medical  insur- 
ance program. 

“Sec.  903.  (a)  Authorized  and  directed  to  take 
all  necessary  steps  to  arrange  for  the  availability 
of  the  benefits  provided  under  this  title  and  of 
services  and  reports  required  by  the  Social  Se- 
curity Board  in  the  determination  of  disability 
under  titles  II  and  VIII  of  this  Act.” 

Employ  hospitals,  physicians,  nurses,  and  all 
others  necessary  to  conduct  such  national  program. 

“(b)  To  negotiate  and  periodically  to  renego- 
tiate agreements  or  cooperative  working  arrange- 
ments with  appropriate  agencies  of  the  United 
States,  or  of  any  State  or  political  subdivisions 
thereof,  and  with  other  appropriate  public  agen- 
cies, and  with  private  agencies  or  institutions, 
and  with  private  persons  or  groups  of  persons,  to 
utilize  their  services  and  facilities  and  to  pay 
fair,  reasonable,  and  equitable  compensation  for 
such  services  or  facilities.” 

Publish  the  names  of  the  cooperating  physicians. 

Sec.  905.  “(3)  The  Surgeon  General  shall  pub- 
lish and  otherwise  make  known  in  each  area  to 
individuals  entitled  to  benefit  under  this  title  the 
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names  of  general  practitioners  who  have  agreed 
to  furnish  services  as  benefits  under  this  title 
and  to  make  such  lists  of  names  readily  available 
to  individuals  entitled  to  make  the  selection  of  a 
general  practitioner.” 

Define  specialists  and  designate  who  may  prac- 
tice as  specialists. 

“(4)  Services  which  shall  be  deemed  to  be 
specialist  services  shall  be  those  so  designated  by  the 
Surgeon  General  ....  as  qualified  to  furnish  such 
specialist  services  and  only  with  respect  to  the 
particular  class  or  classes  of  specialist  services  he 
shall  determine  for  each  such  specialist,  in  ac- 
cordance with  general  standards  previously  pre- 
scribed by  him  after  consultation  with  the  Council 
and  utilizing  standards  and  certifications  de- 
veloped by  competent  professional  agencies.” 

“Sec.  906.  The  Surgeon  General  is  authorized 
to  establish  necessary  and  sufficient  hearing  and 
appeal  bodies  to  hear  and  determine  complaints 
from  individuals  entitled  to  benefits  under  this 
title,  from  practitioners  who  have  entered  into 
agreement  for  the  provision  of  services  as  benefits 
under  this  title,  and  from  participating  hospitals.” 

“Sec.  907.  (a)  The  Surgeon  General  shall  pub- 
lish a list  of  institutions  found  by  him  to  be  partici- 
pating hospitals,  and  shall  from  time  to  time 
revise  such  list  to  include  thereon  all  institutions 
which  he  thereafter  finds  to  be  participating  hos- 
pitals and  to  withdraw  therefrom  all  institutions 
which  he  finds  cease  to  meet  the  requirements  of 
a participating  hospital.” 

Who  may  practice  and  how  they  shall  be  remuner- 
ated is  to  be  determined  by  the  Surgeon  General  as 
outlined  in  Section  905 : 

“(1)  Any  physician  legally  qualified  by  a State 
to  furnish  any  services  included  as  benefits  under 
this  title  shall  be  qualified  to  furnish  such  services 
....  in  accordance  with  such  rules  and  regulations 
as  may  be  prescribed. 

“(2)  Every  individual  entitled  to  receive  as  a 
benefit  services  from  a physician  shall  be  permitted 
to  select,  from  among  those  designated  in  para- 
graph (1)  of  this  section,  those  from  whom  he 
shall  receive  such  services,  except  specialist 
services. 

“(7)  Payments  from  the  Trust  Fund  to  general 
medical  practitioners,  for  services  under  this 
title,  shall  be  made  (A)  on  the  basis  of  fees  for 
services  rendered  ....  according  to  a fee  schedule 
approved  by  the  Surgeon  General;  or  ( B ) on  a per 
capita  basis,  the  amount  being  according  to  the 
number  of  individuals  entitled  to  benefit  who  are 
on  the  practitioner’s  list;  or  (C)  on  a salary  basis, 
whole  time  or  part  time ; or  ( D ) on  a combination 
or  modification  of  these  bases,  as  the  Surgeon 
General  may  approve,  according  in  each  area  as  the 
majority  of  the  general  medical  practitioners  to 
be  paid  for  such  services  shall  elect,  subject  to 
such  necessary  rules  and  regulations  as  may  be 
prescribed. 

“(8)  The  methods  of  making  payments  ....  to 
designated  specialists  ....  may  include  payments 
on  salary  (whole  time  or  part  time),  per  session, 
fee-for-service,  per  capita,  or  other  basis,  or  com- 
binations thereof. 

“(9)  Payments  for  particular  services  or  classes 
of  services  furnished  as  benefits  under  this  title 
may  be  nationally  uniform,  or  may  be  adapted  to 
take  account  of  relevant  factors.” 

Some  of  the  regulations  which  shall  apply  to  the 
patient  are: 


Sec.  905.  “(10)  The  Surgeon  General  may  pre- 
scribe maximum  limits  to  the  number  of  potential 
beneficiaries  for  whom  a practitioner  may  under- 
take to  furnish  general  medical  benefit,  and  such 
limits  may  be  nationally  uniform  or  may  be 
adapted  to  take  account  of  relevant  factors,  as 
the  Surgeon  General  may  determine. 

“(11)  In  any  area  where  payment  for  the 
services  of  a general  practitioner  is  on  a per  capita 
basis,  the  Surgeon  General  shall  distribute  .... 
on  a pro  rata  basis  among  the  practitioners  of  the 
area  ....  those  individuals  in  the  area  who,  after 
due  notice,  have  failed  to  select  a general  practi- 
tioner or  who  having  made  a selection  have  been 
refused  by  the  practitioner. 

“(12)  In  each  area  the  provision  of  general 
medical  benefit  for  all  individuals  entitled  to  re- 
ceive such  benefit  shall  be  a collective  responsi- 
bility of  all  qualified  general  practitioners  in  the 
area  who  have  undertaken  to  furnish  such  benefit.” 

Coinsurance  may  be  provided. 

“Sec.  911.  (a)  The  Surgeon  General  and  Social 
Security  Board  may,  under  joint  rules  and  regula- 
tions, determine  for  any  calendar  year  or  part 
thereof  that  every  individual  entitled  to  general 
medical  benefit  may  be  required  by  the  physician 
furnishing  such  benefit  to  pay  a fee  with  respect 
to  the  first  service  or  with  respect  to  each  service 
in  a spell  of  sickness  or  course  of  treatment  .... 
Such  determination  may  limit  the  application  of 
such  fees  to  home  calls,  to  office  visits,  or  to  both, 
and  may  fix  the  maximum  total  amount  of  such 
fee  payments  in  a spell  of  sickness  or  course  of 
treatment,  and  may  also  provide  for  differences 
in  the  maximum  size  of  such  fees  or  total  amount 
of  such  fee  payments  for  urban  and  rural  areas 
and  with  regard  for  differences  among  States  or 
communities.” 

The  Surgeon  General  is  also  authorized  to  limit 
the  cost  of  laboratory  benefit. 

In  making  the  rules  and  regulations  for  the  general 
administration  of  the  Act,  the  Surgeon  General  is 
not  obliged  to  consult  with  his  Advisory  Council. 

“Sec.  914.  The  Surgeon  General,  after  consulta- 
tion with  the  Social  Security  Board,  and  with  the 
approval  of  the  Federal  Security  Administrator, 
shall  make  and  publish  such  rules  and  regulations, 
not  inconsistent  with  other  provisions  of  this  Act, 
as  may  be  necessary  to  the  efficient  administration 
of  this  title.” 

Under  this  Act,  the  Surgeon  General  of  the  Public 
Health  Service  has  almost  unlimited  authority  to 
provide  medical  services  to  all  holders  of  social 
security  cards.  For  this  purpose  he  may  employ 
every  physician,  dentist,  and  nurse.  He  may  take 
over  every  hospital  and  build  others  if  he  and  his 
Board  agree  they  are  needed.  Those  who  choose  to 
decline  the  government  offer  may  practice  with 
those  who  are  not  possessors  of  social  security  cards 
or  who  do  not  prefer  to  avail  themselves  of  the 
government  program.* 

John  L.  Bauer  'l 

Walter  W.  Mott>  Committee  on  Legislation 
Leo  F.  Simpson  j 

Joseph  S.  Lawrence,  Executive  Officer 


♦Note:  All  italic  in  this  bulletin  is  the  writers’. 
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Dr.  Abraham  A.  Brill  to  Give  Salmon  Lectures 


DR.  ABRAHAM  A.  Brill,  one  of  the  nation's 
leading  psychoanalysts  and  an  authority  on  the 
teachings  of  Dr.  Sigmund  Freud,  will  deliver  the 
Salmon  Lectures  for  1943  at  the  Academy  of  Medi- 
cine in  New  York  on  three  successive  Friday  even- 
ings— November  5,  November  12,  and  November  19. 

The  Salmon  Committee  on  Psychiatry  and  Mental 
Hygiene,  appointed  by  the  Council  of  the  New  York 
Academy  of  Medicine,  which  is  sponsoring  the 
lectures,  has  extended  an  invitation  to  all  members 
of  the  medical  profession  and  their  friends  to  attend. 

The  Salmon  Lectures,  now  in  their  eleventh  year, 
are  delivered  annually  by  an  outstanding  specialist 
in  the  field  of  psychiatry,  neurology,  or  mental 
hygiene,  either  in  this  country  or  abroad,  who  has 
made  the  greatest  contribution  to  his  specialty 
during  the  preceding  year. 

Dr.  Brill,  who  at  one  time  served  as  clinical 
psychiatrist  at  Austalt  Burgholze  in  Zurich,  Switzer- 
land, is  now  lecturer  in  psychoanalysis  and  abnormal 
psychology  at  New  York  University,  lecturer  in 
psychoanalysis  and  psychosexual  sciences  at  Colum- 
bia University,  and  consultant  for  the  Manhattan 
Hospital  in  New  York. 

He  is  the  author  of  numerous  works,  many  of 
which  are  translations  into  English  for  the  first 
time  of  the  writings  of  Freud.  Among  his  writings 


are:  Psychoanalysis — Its  Theories  and  Practical 

Application,  Fundamental  Conceptions  of  Psycho- 
analysis, Freud's  Selected  Papers  on  Hysteria,  Three 
Contributions  to  the  Theory  of  Sex,  Freuds  Inter- 
pretations of  Dreams,  Psychopathology  of  Everyday 
Life,  and  others. 

Dr.  Brill  is  a major  in  the  Medical  Reserve  of  the 
U.S.  Army,  a Fellow  of  the  American  Psychiatric 
Association,  and  a member  of  the  American  Psycho- 
analytic Association,  the  American  Psychopathic 
Association,  and  the  American  Therapeutic  So- 
ciety. 

Members  of  the  Salmon  Committee  on  Psychiatry 
and  Mental  Hygiene  are : Dr.  Samuel  W.  Hamilton, 
Division  of  Mental  Hygiene,  United  States  Public 
Health  Service,  Washington,  D.C.;  Dr.  Adolph 
Meyer,  psychiatrist-in-chief  emeritus  of  the  Henry 
Phipps  Psychiatric  Clinic,  Johns  Hopkins  Hospital, 
Baltimore;  Dr.  Edward  A.  Strecker,  Department  of 
Psychiatry,  University  of  Pennsylvania  Medical 
School,  Philadelphia;  Dr.  Edwin  G.  Zabriskie, 
professor  of  clinical  neurology,  Columbia  University 
Medical  School,  New  York  City;  Dr.  C.  Charles 
Burlingame,  chairman,  psychiatrist-in-chief  of  the 
Institute  of  Living,  Hartford,  Connecticut,  and  the 
President  and  the  Director  of  the  New  York  Acad- 
emy of  Medicine. 


American  Medical  Texts  Needed  by  Russians 


VAST  public  health  and  rehabilitation  problems 
facing  Soviet  authorities  in  the  thousands  of 
devastated  communities  recaptured  from  the  Nazis 
this  year  are  reflected  in  an  appeal  just  received 
by  Russian  War  Relief  for  more  than  200  American 
textbooks  urgently  needed  in  Soviet  medical  schools 
and  libraries. 

Dr.  Vladimir  V.  Lebedenko,  noted  Soviet  neuro- 
surgeon now  in  the  United  States  on  a Red  Cross 
mission,  gave  the  list  to  Russian  War  Relief  with  the 
plea  that  the  books  be  collected  as  quickly  as 
possible  to  aid  in  the  training  of  thousands  of  ad- 
ditional physicians  and  other  personnel  needed  to 
handle  the  enormous  postwar  job  of  rehabilitating 
soldiers  and  civilians  suffering  from  the  terrible 
impact  of  this  war. 

Russian  War  Relief  pointed  out  that  whereas 
medical  textbooks  previously  requested  by  Soviet 
authorities  were  devoted  to  problems  of  military 
medicine,  this  new  list  is  much  broader  in  subject 
matter,  ranging  from  plastic  surgery  to  nutrition. 
It  reflects  a growing  interest  of  Soviet  health  officials 
in  the  latest  American  findings  in  such  fields  as  the 
treatment  of  tuberculosis  and  pneumonia,  dietetics, 
child  psychiatry  and  play  therapy,  stomach  diseases, 
war  neuroses,  occupational  therapy,  psychology,  and 
mental  hygiene.  A few  works  on  cattle  and  insect 
diseases  are  also  needed. 

Dr.  Lebedenko  told  Russian  War  Relief  that  these 
textbooks  would  be  particularly  useful  at  this  time, 
since  Soviet  medical  institutions  are  training  two- 
and-a-half  times  as  many  physicians  as  before  the 
war,  at  a time  when  paper  and  other  material 
shortages  have  greatly  reduced  Russia's  own  pub- 
lishing activities. 

Gifts  of  textbooks  from  American  physicians  and 
medical  associations  have  played  a part  in  the  train- 
ing of  more  than  66,000  doctors  in  the  U.S.S.R.  since 


June,  1941,  according  to  Russian  War  Relief. 
Many  letters  have  been  received  from  Soviet 
physicians  and  students  expressing  deep  gratitude 
for  the  books.  The  writers  particularly  mention 
their  pleasure  at  receiving  messages  from  the 
donors. 

Books  to  be  donated  should  be  sent  to  Russian 
War  Relief,  11  East  35th  Street,  New  York  16, 
New  York. 

The  desired  medical  publications,  listed  by  pub- 
lishers, are: 

Oxford  University  Press 

Mogensen,  Erik:  The  Size  of  the  Red  Blood  Cells 

Rogerson,  C.  H.:  Play  Therapy  in  Childhood  (1939) 

Gordon,  R.  G.:  A Survey  of  Child  Psychiatry  (1939) 

Moon,  Virgil  H.:  Shock  and  Related  Capillary  Phenomena 

(1938) 

Lanza,  A.  J.  (Ed.):  Silicosis  and  Asbestosis  (1938) 

Elmer,  A.  W.:  Iodine  Metabolism  and  Thyroid  Function 

(1939) 

Drinker,  Cecil  K. : Carbon  Monoxide  Asphyxia  (1938) 

Alsted,  Gunner:  Studies  on  the  Changing  Incidence  of  Pep- 

tic Ulcer  of  the  Stomach  and  Duodenum  (1939) 

Jorpes,  J.  Erik:  Heparin:  Its  Chemistry,  Physiology  and 

Application  in  Medicine  (1939) 

Ihre,  Bengt  J.  E.:  Human  Gastric  Secretion  (1939) 

Ker,  Frank  L.:  Ker’s  Manual  of  Fevers  (1939) 

Samuels,  Saul  S.:  The  Diagnosis  and  Treatment  of  Diseases 

of  the  Peripheral  Arteries  (1940) 

Christian,  Henry  A.:  Diagnosis  and  Treatment  of  Diseases 

of  the  Heart  (1940) 

Russell,  Dorothy  S.:  Histological  Technique  for  Intra- 

cranial Tumours  (1939) 

Fulton,  John  F.:  Physiology  of  the  Nervous  System 

Monroe,  Robert  T.:  Chronic  Arthritis  (1939) 

Crowe,  H.  Warren:  Handbook  of  the  Vaccine  Treatment  of 

Chronic  Rheumatic  Diseases  (1939)  . 

Girdlestone,  G.  R.:  Tuberculosis  of  Bone  and  Joint  (1939) 

Macmillan  Company 

Green,  David  E.:  Mechanisms  of  Biological  Oxidations 

(1941) 

Kolle,  Dr.  W.:  Experimental  Bacteriology  (1935),  2 vols. 

Bodansky,  Meyer:  Biochemistry  of  Disease  (1940) 

Merritt,  Arthur  H.:  Periodontal  Diseases  (1939) 
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McCollum,  E.  V.:  The  Newer  Knowledge  of  Nutrition 

(1939) 

Bourne,  Geoffrey:  Nutrition  and  the  War  (1940) 

Sherman.  Henry  C.:  Chemistry  of  Food  and  Nutrition 

(1941)' 

Jackson,  Chevalier:  Diseases  and  Injuries  of  the  Larynx 

(1942) 

Smillie,  Wilson  G.:  Public  Health  Administration  in  the 

United  States  (1940) 

Charters,  Smiley,  Strang:  New  Health  and  Growth  Series 

Mustard,  Harry  S.:  An  Introduction  to  Public  Health  (1935) 
Lewis,  Sir  Thomas:  Pain  (1942) 

Skladal,  Q.:  The  Pleuro-Subpleural  Zone  (1942) 

Cameron,  D.  Ewen:  Objective  and  Experimental  Psychia- 

try (1941) 

Bradley,  Charles:  Schizophrenia  in  Childhood  (1941) 

Menkin,  Valy:  Dynamics  of  Inflammation.  An  Inquiry 

into  the  Mechanism  of  Infectious  Processes  (1940) 
Goodman,  Louis,  and  Gilman,  Alfred:  The  Pharmacological 

Basis  of  Therapeutics  (1941) 

Paul  Hoeber,  Inc. 

Pardee,  Harold  E.  B.:  Clinical  Aspects  of  the  Electrocardio- 

gram Including  the  Cardiac  Arrhythmias  (1941) 

Dressier,  William:  Clinical  Cardiology  (1942) 

Bercovitz,  Zacharias  (Editor-in-Chief) : Clinical  Tropical 

Medicine  (1942) 

Harris,  Harold  J.:  Brucellosis  (Undulant  Fever)  (1941) 

Davidson,  L.  S.  P.:  A Textbook  of  Dietetics  (1941) 

Price,  Weston  A.:  Nutrition  and  Physical  Degeneration 

(1939) 

Cohen,  Milton  B.:  A Manual  of  Allergy  (1941) 

Terry,  Gladys  C.:  Fever  and  Psychoses  (1939) 

Lennox,  William  G.:  Science  and  Seizures  (1941) 

Macleod,  J.  M.  H.:  Practical  Handbook  of  the  Pathology  of 

the  Skin  (1940) 

Geist,  Samuel  H.:  Ovarian  Tumors  (1942) 

Pack  and  Livingston  (Eds.):  Treatment  of  Cancer  and 

Allied  Diseases  (1940), 3 vols. 

Lasher,  Willis  W.:  Industrial  Surgery:  Principles,  Prob- 
lems and  Practice  (1942) 

Trueta,  J.:  Treatment  of  War  Wounds  and  Fractures  (1940) 

Jolly,  Douglas  W.:  Field  Surgery  in  Total  War  (1941) 

Elsberg,  Charles  A.:  Surgical  Diseases  of  the  Spinal  Cord: 

Membranes  and  Nerve  Roots  (1941) 

Sherrington,  Sir  Charles:  Selected  Writings  (1941) 

Kardiner,  Abram:  Traumatic  Neuroses  of  War  (1941) 

Henry,  George  W.:  Sex  Variants,  a Study  of  Homosexual 

Patterns  (1941) 

Landis,  Carney:  Sex  in  Development  (1940) 

Ridley,  Frederick  (Ed.):  Modern  Trends  in  Ophthalmology 

(1940) 

Interscience  Publishers,  Inc. 

Jacobs,  Morris  B.:  The  Analytical  Chemistry  of  Industrial 

Poisons,  Hazards  and  Solvents  (1941) 

Jacobs,  Morris  B.:  War  Gases:  Their  Identification  and 

Decontamination  (1942) 

Rosenberg,  H.  R.:  Chemistry  and  Physiology  of  the  Vita- 

mins (1942) 

Boyd,  Dr.  William  C.:  Fundamentals  of  Immunology  (1942) 

Gellhorn,  Ernst:  Autonomic  Regulations (1942) 

Schiff,  Fritz,  and  Boyd,  William:  Blood  Grouping  Technic 

(1942) 

Steele,  J.  Murray  (Ed.):  Advances  in  Internal  Medicine 

(1942) 

Ellinger,  Dr.  Friedrich:  Biologic  Fundamentals  of  Radiation 

Therapy  (1941) 

Snapper,  I.  M.:  Medical  Aspects  of  Bone  Diseases  (1942) 

De  Sanctis,  Adolph  G.  (Ed.):  Advances  in  Pediatrics  (1942) 

Dahlberg,  Gunnar:  Statistical  Methods  for  Medical  and 

Biological  Students  (1940) 

Chemical  Publishing  Co. 

Beard,  Howard  H.:  Creatine  and  Creatinine  Metabolism 

(1942) 

Military  Manual:  Medical  Diseases  in  Tropical  and  Sub- 

Tropical  Areas  (1942) 

Medical  Manual  of  Chemical  Warfare  (1942) 

Alstead,  Stanley:  Pharmacology  and  Therapeutics  (1941) 

Cinberg,  Bernard  L.:  Manual  of  Endocrine  Therapy  (1942) 

Nosworthy,  M.  D.:  The  Theory  and  Practice  of  Anaesthesia 

(1940) 

Harvey, Wm.  Clunie,  and  Hill,  Harry:  Insect  Pests  (1941) 

Charles  C Thomas  Co. 

Adriani,  John:  The  Pharmacology  of  Anesthetic  Drugs 

(1942) 

Alexapder,  John:  The  Collapse  Therapy  of  Pulmonary 

Tuberculosis  (1937) 

Bailey,  Percival:  Intracranial  Tumors  (1933) 

Blanton,  Wyndham  B.:  A Handbook  of  Allergy  for  Stu- 

dents and  Practitioners  (1942) 

Boyce,  Frederick  Fitzherbert:  The  Role  of  the  Liver  in 

Surgery  (1941) 

Bradford,  F.  Keith:  The  Intervertebral  Disc  (1941) 

Caldwell,  John  A.:  A Manual  of  the  Treatment  of  Fractures 

(1941) 


Harvey  Cushing  Society — A Bibliography  of  the  Writings  of 
Harvey  Cushing  (1940) 

Dayton,  Neil  A.:  New  Facts  on  Mental  Disorders  (1939) 

Ellis,  John  D.:  The  Injured  Back  and  Its  Treatment  (1940) 

Freeman,  Walter:  Psychosurgery  (1942) 

Hamblen,  E.  C.:  Endocrine  Gynecology  (1939) 

Harkins,  Henry  N.:  The  Treatment  of  Burns  (1942) 

Hawley,  Estelle  E.:  The  Fundamentals  of  Nutrition 

Hitchcock,  David  I.:  Physical  Chemistry  for  Students  of 

Biology  and  Medicine  (1940) 

Hoff,  E.  C.:  A Bibliography  of  Aviation  Medicine  (1942) 

Hueper,  W.  C.:  Occupational  Tumors  and  Allied  Diseases 

(1942) 

Hull,  Thomas  G.:  Diseases  Transmitted  from  Animals  to 

Man  (1941) 

Joachim,  Henry:  Practical  Bedside  Diagnosis  and  Treat- 

ment (1940) 

Kanner,  Leo:  Child  Psychiatry  (1942) 

Kopeloff,  Nicholas:  Bacteriology  in  Neuropsychiatry  (1941) 

Lewis,  G.  Griffin:  The  Ophthalmic  Formulary  (1942) 

Mackenzie:  Rural  Medicine  (1939) 

Macy,  Icie  G.:  Nutrition  and  Chemical  Growth  in  Child- 

hood (1943) 

McNeill,  Clyde:  Roentgen  Technique  (1941) 

Miller,  William  Snow:  The  Lung  (1940) 

Mills,  Clarence  A.:  Medical  Climatology  (1939) 

Moore,  Joseph  Earle:  The  Modern  Treatment  of  Syphilis 

(1941) 

Mudd,  Stuart:  Blood  Substitutes  and  Blood  Transfusion 

(1942) 

Myers,  J.  Arthur:  Man’s  Greatest  Victory  Over  Tubercu- 

losis (1940) 

Myers,  J.  Arthur:  Tuberculosis  Among  Children  and  Young 

Adults  (1942) 

Myerson,  M.  C.:  Tuberculosis  of  the  Ear,  Nose  and  Throat 

(1942) 

Nash,  Joseph:  Surgical  Physiology  (1942) 

Nye,  Robert  N.:  Medical  Progress  (1942) 

Orr,  Winnett:  Wounds  and  Fractures(  1941) 

Padgett,  Earl  Calvin:  Skin  Grafting  (1942) 

Pancoast,  Henry  K.:  The  Head  and  Neck  in  Roentgen 

Diagnosis  (1940) 

Pardo-Castello,  V.:  Diseases  of  the  Nails  (1941) 

Pearse,  A.  S.:  Introduction  to  Parasitology  (1942) 

Penfield,  Wilder:  Epilepsy  and  Cerebral  Localization  (1941) 

Quick,  Armand:  The  Hemorrhagic  Diseases  and  the  Physi- 

ology of  Hemostasis  (1942) 

Rankin,  Fred  W.:  Cancer  of  the  Colon  and  Rectum  (1939) 

Reed,  Jewett  V.:  The  Essentials  of  Occupational  Diseases 

(1941) 

Roesler,  Hugo:  Clinical  Roentgenology  of  the  Cardio- 

vascular System  (1942) 

Roesler,  Hugo:  Atlas  of  Cardioroentgenology  (1940) 

Ruch,  Theodore  C.:  Bibliographia  Primatologica  (1941) 

Schmidt,  Carl  L.  A.:  Chemistry  of  Amino  Acids  and  Pro- 

teins (1942) 

Snow,  William:  Clinical  Roentgenology  of  Pregnancy  (1942) 

Steindler,  Arthur:  Orthopedic  Operations:  Indications, 

Technique  and  End  Results  (1940) 

Streicher,  M.  H.:  Proctoscopic  Examination  and  Diagnosis 

and  Treatment  of  Diarrheas  (1940) 

Sulzberger,  Marion  B.:  Dermatologic  Allergy  (1940) 

Sweany,  Henry  C.:  Age  Morphology  of  Primary  Tubercles 

(1941) 

Thorek,  Max:  Plastic  Surgery  of  the  Breast  and  Abdominal 

Wall  (1942) 

Vinson,  Porter:  The  Diagnosis  and  Treatment  of  Diseases 

of  the  Esophagus  (1940) 

Wangensteen,  Owen  H.:  Intestinal  Obstructions  (1942) 

Weyl,  Charles:  Radiologic  Physics  (1941) 

Wiener,  Alexander:  Blood  Groups,  Transfusions,  and  Plasma 

(1942) 

Science  Press 

Parker,  George  H.  (Chairman):  Physical  and  Chemical 

Changes  in  Nerve  During  Activity  (1933) 

Moulton,  Forest  Ray  (Ed.) : Mental  Health  (1938) 

Moulton,  Forest  Ray  (Ed.):  Gonococcus  and  Gonococcal 

Infection  (1939) 

Miscellaneous 

Taylor,  F.  Sherwood:  The  Conquest  of  Bacteria  (Philosophi- 

cal Library) 

Malisoff,  William  Marias:  The  Dictionary  of  Biochemistry 

“A  Critical  Dictionary”  (1942)  (The  Dictionary  of  Bio- 
chemistry, 15  East  40th  Street,  New  York) 

Pugh,  Winfield  Scott:  War  Medicine  (1942)  (Philosophical 

Library) 

Commonwealth  Fund 

Howe,  Howard  A.:  Neural  Mechanisms  in  Poliomyelitis 

Wilson,  May  G.:  Rheumatic  Fever 

Moodie,  William:  The  Doctor  and  the  Difficult  Child 

Muller,  Gulli  Lindh:  Clinical  Significance  of  the  Blood  in 

Tuberculosis 

Julianelle,  Louis  A.:  The  Etiology  of  Trachoma 

Lord,  Frederick  T.,  Robinson,  and  Heffron:  Chemotherapy 

and  Serum  Therapy  of  Pneumonia 
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Heffron,  Roderick:  Pneumonia,  with  Special  Reference  to 

Pneumococcus  Lobar  Pneumonia 
White,  Benjamin,  Robinson,  and  Barnes.  The  Biology  of 
Pneumococcus 

Huddleson,  Forest  I.:  Brucellosis  in  Man  and  Animals 

Jensen,  Hans:  Insulin:  Its  Chemistry  and  Physiology 

Hooker,  Ransom  S.:  Maternal  Mortality  in  New  York  City 

Curran,  Jean  Alonzo:  Internships  and  Residencies  in  New 

York  City,  1934-37 
Weisenburg,  Theodore:  Aphasia 

Walker,  W.  F.  and  Randolph:  School  Health  Services 

Tobey,  James  A.:  Public  Health  Law 

Smith,  Geddes:  Plague  on  Us 

Maxcy  (Ed.) : Papers  of  Wade  Hampton  Frost 

Herms,  William  Brodbeck:  Mosquito  Control 

French,  Lois  Meredith:  Psychiatric  Social  Work 

Witmer,  Helen  Leland:  Psychiatric  Clinics  for  Children 

Healy,  William:  Criminal  Youth  and  the  Borstal  System 

Ryan,  W.  Carson:  Mental  Health  Through  Education 

Crothers,  Bronson:  A Pediatrician  in  Search  of  Mental 

Hygiene 

O’Hara,  Dwight:  Observations  on  Air-borne  Infection  and 

Preventive  Medicine 

Papnicolsou,  George,  and  Traut:  The  Vaginal  Smear  as  an 

Aid  in  the  Diagnosis  of  Cancer  of  the  Uterus 
Bennett,  Granville,  and  Waine:  Changes  in  the  Knee  Joint 

at  Various  Ages 

Wilson,  May  G.:  Rheumatic  Fever 

Richardson,  and  Snow,  John:  Snow  on  Cholera 

Williams  & Wilkins  Co. 

Jones,  Frederic  Wood:  The  Principles  of  Anatomy  as  Seen 

in  the  Hand 

Gladstone,  Reginald  J.:  The  Pineal  Organ 

Pickles,  William  Norman:  Epidemiology  in  County  Prac- 

tice 

Mathews,  Albert  P.:  Physiological  Chemistry 


County 

Columbia  County 

The  annual  meeting  of  the  Columbia  County 
Medical  Society  was  held  on  October  5,  at  7 : 00  p.m. 
at  the  Hotel  General  Worth  in  Judson.  Dr.  Fred- 
erick R.  Thompson,  assistant  orthopaedic  surgeon  at 
St.  Luke’s  Hospital,  New  York  City  was  guest 
speaker.  His  topic  was  “Low  Back  Pain.”* 

Dutchess  County 

A regular  meeting  of  the  county  society  was  held 
in  the  Golf  House  of  the  Hudson  River  State  Hos- 
pital in  Poughkeepsie  on  October  13. 

The  scientific  program  was  given  by  Dr.  Rudolf 
T.  Kempton,  professor  of  zoology  at  Vassar  College. 
His  subject  wafe  “Physiology  of  the  Kidneys.” 


Dr.  Edgar  F.  Powell,  of  Fishkill,  who  was  twice 
cited  for  “bravery  and  valorous  conduct”  in  the 
battle  of  the  Argonne  Forest  in  the  First  World 
War,  has  been  awarded  the  Silver  Star  medal  by  the 
War  Department. 

Dr.  Powell  was  a sergeant  in  Company  L,  307th 
Infantry,  77th  Division,  in  the  First  World  War. 
He  was  cited  by  General  John  Pershing  on  June  3, 
1919,  for  “gallantry”  on  October  4,  1918,  and  also 
cited  by  Maj.  Gen.  Robert  Alexander  for  “valorous 
conduct  and  distinguished  and  splendid  courage, 
service,  and  sacrifice.” 

The  Silver  Star  awarded  is  next  to  the  highest 
honor  that  can  be  bestowed  upon  American  heroes. 
On  October  4,  1918,  after  all  high-ranking  officers  of 
his  company  had  been  killed  or  wounded  in  the 
battle  of  the  Argonne  Forest,  Sergeant  Powell 
assumed  command  and  reorganized  the  company 
and  “brilliantly  led  the  company  forward.” 

Dr.  Powell  is  also  the  holder  of  a Purple  Heart, 
which  he  received  several  years  ago  from  the  War 
Department.  * 

* Asterisk  indicates  that  item  is  from  local  newspaper. 
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News 

Erie  County 

The  Buffalo  Academy  of  Medicine’s  first  stated 
meeting  of  the  season  was  held  in  the  Hotel  Statler 
on  October  13. 

Dr.  Robert  A.  Hingson  and  Dr.  Waldo  B.  Ed- 
wards, of  the  U.S.  Public  Health  Service,  spoke  on 
“Caudal  Anesthesia  in  Obstetrics,”  a new  technic 
for  painless  childbirth  recently  introduced  by  them. 
The  lecture  was  illustrated  with  motion  pictures 
in  technicolor.  Dr.  Edward  Winkler  opened  the 
discussion. 

The  next  meeting  of  the  Academy  will  be  held  on 
November  10. 


Fred  L.  Heitzmann,  county  commissioner  of 
charities  and  corrections,  has  announced  the  ap- 
pointment of  Dr.  Charles  H.  Schnitter  of  Cox  Road, 
Grand  Island,  as  resident  physician  at  the  home 
and  infirmary  at  Wende.  Dr.  Schnitter  succeeds 
Dr.  Ralph  M.  Colton,  who  recently  resigned. 


A visit  by  Maj.  Gen.  James  C.  Magee,  who  has 
just  completed  his  term  as  Surgeon  General  of  the 
Army,  was  the  main  feature  of  the  twenty-third 
annual  session  of  the  University  of  Buffalo  Medical 
School’s  postgraduate  course  for  practitioners, 
which  was  held  the  last  week  in  September. 

General  Magee,  who  is  touring  medical  schools 
of  the  country,  spoke  on  “Military  Medicine  and 
Tropical  Diseases.” 

A member  of  the  National  Research  Council  and 
the  American  Foundation  for  Tropical  Medicine, 
General  Magee  has  served  in  the  Philippine  Islands 
and  was  with  the  A.E.F.  Having  recently  returned 
from  American  camps  in  England  and  North  Africa, 
he  was  able  to  discuss  the  situation  confronting 
Army  medical  officers. 

The  postgraduate  course  included  classroom  ses- 
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sions  and  clinics  in  the  medical  school  and  the 
General,  Children’s,  and  Meyer  Memorial  hos- 
pitals. * 


“One  of  the  most  amazing  recent  advances  in  the 
treatment  of  arthritis  is  the  relief  of  pain  through  the 
use  of  deep  x-ray  treatment  for  certain  types  of 
spinal  arthritis.”  Dr.  L.  Maxwell  Lockie  said  at  the 
fall  meeting  of  the  western  New  York  chapter  of  the 
American  Physiotherapy  Association,  which  was 
held  at  the  Westbrook  on  September  25. 

Dr.  Lockie,  who  is  professor  of  therapeutics  at 
the  University  of  Buffalo  Medical  School  and  a staff 
member  of  the  Buffalo  General  and  Children’s 
Hospitals,  explained  that  heretofore  spinal  arthritis 
had  been  almost  impossible  to  treat. 

“The  x-ray  treatment  relieves  pain  and  that 
eases  the  muscle  spasm,  which  enables  patients  to 
assume  better  posture,”  he  said. 

“Since  the  American  Rheumatism  Association 
convention  eighteen  months  ago,  a definite  classifica- 
tion of  the  arthritic  disease  has  been  adopted  both 
in  the  United  States  and  England,  causing  many 
synonymous  and  confusing  terms  to  be  discarded. 

“With  the  disease  definitely  typed,  a wider  use 
of  gold  salts  in  the  treatment  of  rheumatoid  arthritis 
has  been  possible.  A degree  of  safety  in  their  use 
has  been  reached,  enabling  all  general  practitioners 
to  use  this  treatment  when  the  disease  is  first  dis- 
covered before  the  crippling  stage  is  reached. 

“Many  arthritis  patients  develop  poor  posture 
and  when  the  disease  burns  out,  sometimes  in  only 
a few  years,  they  are  unable  to  resume  their  normal 
work.  As  one  of  your  duties  in  carrying  out  the 
physician’s  instructions,  you  should  see  that  the 
patient’s  posture  is  maintained.”* 


Dr.  Burton  T.  Simpson,  director  of  the  State 
Institute  for  the  Study  of  Malignant  Diseases  at 
Buffalo  and  widely  known  as  an  authority  on  cancer, 
retired  on  August  1. 

Doctor  Simpson  has  been  in  the  service  of  the 
state  since  1910,  first  as  a resident  pathologist  at  the 
Institute  and,  since  1923,  as  its  director.  In  1931, 
he  was  appointed  director  of  the  newly  created 
Division  of  Cancer  Control,  combining  the  duties  of 
that  position  with  those  of  the  administration  of  the 
Institute.  He  continued  in  that  capacity  until 
1939  when  the  Division  was  reorganized,  and  its 
headquarters  transferred  to  Albany,  primarily  for 
the  purpose  of  amplifying  the  resources  available 
to  practicing  physicians  throughout  the  state  for  the 
diagnosis  and  care  of  cancer.  Since  then  he  has 
devoted  his  full  time  to  administering  the  constantly 
increasing  activities  of  the  Institute. 

His  regime  was  coincident  with  many  progressive 
developments,  including  the  inauguration  of  free 
pathologic  services  to  physicians  throughout  the 
state;  an  addition,  in  1927,  to  the  hospital  associated 
with  the  Institute;  the  acquisition  of  approximately 
eight  grams  of  radium,  constituting  one  of  the 
largest  supplies  available  in  any  single  place  for  the 
treatment  of  cancer;  and  the  construction  of  a new 
laboratory  at  the  Biological  Station  at  Springville. 
— Health  News 


Four  months  ago  the  Buffalo  and  Erie  County 
Tuberculosis  Association  undertook  a mass  x-ray 


demonstration  on  which  the  association  is  now 
prepared  to  announce  results. 

This  was  the  first  attempt  at  a wide  ranging  drive 
to  make  the  public  aware  of  the  dangers  and  respon- 
sibilities of  tuberculosis. 

Of  the  1,659  people  x-rayed,  on  which  reports  have 
been  completed,  six  new  cases  of  pulmonary  tuber- 
culosis were  found.  From  these  figures  the  con- 
clusion drawn  is  that  approximately  1,400  people  in 
Buffalo  have  active  tuberculosis  and  do  not  know  it. 
Other  unsuspected  conditions  were  diagnosed 
through  this  mass  x-ray  and  referred  to  the  family 
physicians  or  clinics. 

These  x-rays  were  made  at  no  cost  to  the  pa- 
tients, though  the  association  received  $936  in 
volunteer  contributions,  but  the  great  cost  of  the  ; 
survey  was  defrayed  by  the  sale  of  the  Christmas 
seals. 

The  x-rays  were  taken  at  six  centers.  The  Powers 
rapid  x-ray  unit  was  easily  moved  from  center  to 
center  and  the  process  totaled  less  than  ten  minutes 
per  patient.  The  findings  were  divided  into  three 
groups:  (1)  “immediate  examination,”  (2)  “re-  1 

examine  early,”  (3)  no  clinical  significance.”  Re- 
ports were  sent  to  the  family  physician  and  letters 
to  the  individuals  in  the  first  and  second  classifica-  I 
tion,  advising  them  to  see  their  doctor  for  the  report 
which  had  been  sent  to  him.  Letters  were  sent  to 
persons  with  findings  of  no  clinical  significance 
advising  them  that  there  was  nothing  in  the  x-ray  j 
film  that  need  worry  them,  with  the  suggestion,  ! 
“see  your  physician  at  the  first  sign  of  illness,  and 
every  year,  on  or  near  your  birthday,  have  a com- 
plete examination,  including  an  x-ray  of  your  chest.” 

Including  a group  of  people  x-rayed  at  the  Erie 
County  Shelter,  the  1,852  studied  are  almost  evenly 
divided  between  939  men  and  913  women.  These 
have  been  classified  as  to  age,  marital  status,  oc- 
cupation, race,  and  to  the  source  by  which  they 
learned  of  this  city-wide  analysis.  By  far  the  larg- 
est source  of  information  was  the  press,  which 
furthered  this  campaign  by  all  means  in  its  power. 

The  agencies  cooperating  with  the  Tuberculosis 
Association  were  the  Medical  Society  of  Erie 
County,  the  Visiting  Nurses’  Association,  the  Buf- 
falo Foundation,  the  Family  Service  Society,  the 
Catholic  Charities,  the  Jewish  Community  Center, 
the  Erie  County  Department  of  Social  Welfare,  the 
Salvation  Army,  the  Women’s  Division  of  Negro 
Health  Week,  the  Central  Council  of  Polish  Organi- 
zations and  Societies,  Inc.,  and  the  Medical  Alliance 
of  Buffalo  and  Western  New  York. 

The  reading  of  the  films  was  done  three  evenings 
a week  under  the  leadership  of  Dr.  Albert  H.  Garvin, 
president  of  the  Association;  Dr.  Nelson  G.  Russell; 
and  Dr.  A.  H.  Aaron,  chairman  of  the  mass  x-ray 
committee.  The  following  roentgenologists  and 
physicians  gave  valuable  time  and  assistance: 
Herbert  H.  Bauckus,  Harold  F.  R.  Brown,  John  M. 
Chapman,  Archibald  S.  Dean,  J.  Herbert  Donnelly, 
Edward  C.  Koenig,  Horace  LoGrasso,  Horace  A. 
LoGrasso,  Jr.,  Donald  R.  McKay,  Miller  H.  Schuck, 

A.  W.  Thompson,  C.  G.  Weig,  Helen  G.  Walker, 
Commissioner  F.  E.  Fronczak,  and  Maj.  I.  A. 
Schiller. 

Aside  from  the  extremely  valuable  service 
rendered  to  the  individuals,  the  city  at  large  has 
cause  to  be  appreciative  to  the  association  and  to 
the  doctors.  Each  case  of  tuberculosis  costs  the 
city  from  $5,000  to  $10,000.  The  hospital  bed  alone 
costs  $1,000  a year  and  the  average  tubercular 
patient  spends  three  years  in  bed.  Add  to  that  the 
treatment,  medical  supplies,  and  doctors’  care  and 


November  1,  1943] 


MEDICAL  NEWS 


2097 


there  is  a total  of  about  SI, 000, 000  spent  each  year 
by  the  city  and  county  on  the  tuberculosis  patients. 
— Buffalo  Courier-Express 


A public  program  celebrating  the  four-hundredth 
anniversary  of  the  publication  of  De  Humani 
Corporis  Fabrica  (The  Fabric  of  the  Human  Body) 
by  Andreas  Vesalius  was  a feature  of  the  eighty- 
second  annual  meeting  of  the  Buffalo  Society  of 
Natural  Sciences  in  the  Museum  of  Science,  which 
was  held  in  Erie  on  October  8. 

Dr.  Komel  L.  Terplan,  professor  of  pathology  at 
the  University  of  Buffalo  School  of  Medicine,  spoke 
on  the  life  and  work  of  the  Belgian  physician  whose 
revolutionary  book,  published  in  Basel,  Switzer- 
land, in  1543,  was  the  foundation  of  modern  anat- 
omy. Cosponsors  of  the  program  were  the  Buffalo 
Academy  of  Medicine,  the  Erie  County  Medical 
Society,  the  Health  Department,  and  the  University 
of  Buffalo  School  of  Medicine.  The  talk  was 
illustrated  with  lantern  slides. 

On  display  was  a copy  of  the  first  edition  of  the 
“Fabrica”  from  the  Museum's  collection  of  Mile- 
stones of  Science.  * 

Franklin  County 

The  memory  of  Dr.  Edward  Livingston  Trudeau 
was  honored  on  October  5 at  Trudeau  Sanatorium, 
the  institution  he  founded  in  his  fight  against  tuber- 
culosis. Six  physicians  from  South  and  Central 
America  laid  a wreath  at  his  monument.  The  oc- 
casion was  the  one-hundredth  anniversary  of  Dr. 
Trudeau’s  birth. 

The  ceremony  was  attended  by  members  of  the 
Sanatorium  staff,  the  teaching  staff  at  Trudeau 
School  of  Tuberculosis  and  patients  at  the  institu- 
tion. 

Talks  were  given  by  Dr.  Luis  M.  Barriero,  of 
Argentina;  Dr.  J.  Alvarex  de  la  Cardena,  of  Mexico; 
Dr.  A.  C.  Mallorquin,  of  Paraguay;  Dr.  Raul  Soules 
Baldo,  of  Venezuela,  Dr.  Jose  Valiente,  of  San 
Salvadore,  and  Dr.  Benjamin  Viel,  of  Chile.  The 
physicians  are  also  students  at  the  Trudeau  School 
of  Tuberculosis  now  in  session.  * 

Fulton  County 

Dr.  John  A.  Shannon,  of  Gloversville,  who  was 
recently  discharged  from  the  U.S.  Army  with  the 
rank  of  captain,  because  of  physical  disability,  has 
resumed  practice  in  that  city.* 

Herkimer  County 

The  village  of  Old  Forge,  Herkimer  County,  has 
just  provided  quarters  in  a municipal  building  for 
the  Old  Forge  Hay  Fever  Club.  The  new  meeting 
place  offers  recreational  facilities  and  a program  of 
social  diversions. 

The  club  was  organized  several  years  ago  by  a 
number  of  hay  fever  victims  who  came  to  Old  Forge 
for  relief  from  the  effects  of  ragweed  pollen.  It 
offers  help  to  hay  fever  sufferers  from  any  part  of 
the  United  States.  Membership  is  free  to  any  visitor 
having  hay  fever  and  there  are  no  dues.  Member- 
ship is  also  free  to  friends  or  relatives  who  ac- 
company hay  fever  patients  to  Old  Forge  or  vicinity. 
— Health  News 

Kings  County 

A stated  meeting  of  the  county  society  was  held 
on  October  19  at  the  Brooklyn  Academy  of  Medi- 
cine. 


The  scientific  program  consisted  of  a “Sympo- 
sium on  Russian  War  Medicine”  and  a motion 
picture  entitled  “Revival  of  a Dog.” 

The  symposium  was  led  by  the  Russian  physician 
Dr.  A.  Lebendko  of  the  U.S.S.R.  Red  Cross,  who 
has  the  title  “Chief  Assistant  to  Surgeons,”  U.S.S.R. 
Army.  The  movie  was  produced  by  the  Institute 
of  Experimental  Physiology  and  Therapy  of  the 
U.S.S.R. 


For  a fundamental  attack  on  the  problem  of 
mental  illness,  the  Long  Island  College  of  Medicine 
has  received  a six-year  grant  from  the  Common- 
wealth Fund  to  establish  a research  project  to  im- 
prove the  psychiatric  education  of  medical  students 
by  stressing  early  recognition  and  treatment  in 
general  practice. 

The  grant  will  make  it  possible  for  the  college 
to  place  the  teaching  of  psychiatry  under  a full- 
time director  with  a staff  of  twenty  psychiatrists,  so- 
cial workers,  and  student  aides. 

Dr.  Howard  W.  Potter,  who  came  to  the  Brooklyn 
institution  in  1939  from  Columbia  University,  where 
he  was  clinical  professor  of  psychiatry,  will  head 
the  new  division  of  psychiatry  in  the  college’s  de- 
partment of  neurology  and  psychiatry.  In  the 
faculty  nominations  for  the  current  year  Dr.  Potter 
was  appointed  professor  of  clinical  psychiatry. 

Dr.  Potter  is  medical  supervisor  of  the  Port  of 
New  York  area  for  the  War  Shipping  Administra- 
tion and  United  Seamen’s  Service,  Inc.  In  this 
capacity  he  is  director  of  the  rest-home  program 
for  seamen  rescued  from  convoys  attacked  by 
German  submarines. 

The  Commonwealth  Fund  grant  will  average 
about  820,000,000  for  the  next  three  years,  Dr.  Jean 
A.  Curran,  president  of  the  medical  school,  stated. 
The  grant  will  diminish  after  the  third  year  and  at 
the  end  of  the  six-year  period  the  College  will  take 
over  full  financial  responsibility. 

Six  years  ago,  through  a grant  from  the  Common- 
wealth Fund,  the  College  was  able  to  establish  its 
present  Department  of  Preventive  Medicine  and 
Community  Health,  in  order  among  other  things  to 
give  adequate  emphasis  to  these  emotional  factors 
in  the  care  of  patients.  Subsequently,  through  a 
grant  made  by  the  United  Hospital  Fund  to  the  Long 
Island  College  Hospital,  it  has  been  possible  to 
establish  a modern,  well-staffed,  Social  Service 
Department,  which  has  cooperated  fully  with  the 
College  in  teaching  medical  students  the  social  and 
environmental  components  which  play  such  an 
important  part  in  the  causes  of  ill  health. — Brooklyn 
Citizen. 

Monroe  County 

Members  of  the  county  society  were  invited  to 
attend  a scientific  session  at  the  U.S.  Naval  Hospital 
in  Sampson,  on  October  14. 

The  invitation  came  through  Capt.  C.  W.  Carr, 
M.C.,  U.S.N.,  medical  officer  in  charge  of  the  great 
modern  hospital. 


On  Tuesday,  October  19,  “The  Doctor  in  Court” 
was  the  subject  of  a panel  discussion  at  a meeting 
of  Rochester  Academy  of  Medicine.  The  moderator 
was  Dr.  James  M.  Flynn  and  the  panel  representing 
the  Rochester  Bar  Association  included  Eugene 
VanVoorhis,  H.  Douglass  VanDuser,  T.  Carl  Nixon, 
George  J.  Skivington,  and  Paul  Folger.  The  panel 
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representing  the  medical  profession  included  Drs. 
Albert  C.  Snell,  Floyd  S.  Winslow,  Ralph  R.  Fitch, 
Leo  F.  Simpson,  and  John  L.  VanDeMark.* 


New  York  County 

Lt.  Colonel  William  F.  MacFee  is  vice-president 
of  the  recently  organized  American  Medical  Society 
of  the  European  Theatre  of  Operations. 


Dr.  Clarence  G.  Bandler  has  been  appointed  to 
the  faculty  of  Columbia  University  for  the  academic 
year  1943-1944  as  professor  of  clinical  urology. 


The  meeting  of  the  Clinical  Section  on  Chronic 
Pulmonary  Diseases,  Tuberculosis  Sanatorium  Con- 
ference of  Metropolitan  New  York,  scheduled  for 
November  3 at  Cornell  University  Medical  College, 
has  been  canceled. 


Tau  Chapter  of  Nu  Sigma  Nu  presented  its  annual 
Walter  L.  Niles  Memorial  Lecture  this  year  on 
Tuesday,  October  19,  at  8:00  p.m.  in  the  auditorium 
of  the  Cornell  University  Medical  College.  The 
speaker  was  Dr.  Edward  A.  Strecker,  professor  of 
psychiatry  at  the  University  of  Pennsylvania  and 
consultant  to  the  Army,  the  Navy,  and  the  Air 
Forces  on  psychiatric  problems.  He  spoke  on  “The 
Neuropsychiatry  of  Global  War.” 

The  lecture  is  given  each  year  in  memory  of  Dr. 
Walter  L.  Niles,  a former  dean  of  the  Medical  Col- 
lege and  for  many  years  professor  of  clinical  medi- 
cine at  Cornell.  It  is  open  to  the  public. 


Bernard  M.  Baruch,  New  York  financier,  has 
announced  that  he  will  give  his  time  and  some  of  his 
means  to  the  establishment  of  an  institution  devoted 
exclusively  to  the  study  and  teaching  of  physio- 
therapy. 

The  plan,  which  the  financier  has  had  in  mind  for 
several  years  because  of  a deep  personal  interest  in 
the  subject,  will  be  translated  into  reality  now  be- 
cause of  the  growing  importance  of  physical  therapy 
in  the  treating  of  war  wounded. 

A committee  of  distinguished  specialists,  headed 
by  Dr.  Ray  Lyman  Wilbur,  chancelor  of  Leland 
Stanford  University,  will  survey  the  field  of  physio- 
therapy and  advise  with  him  on  the  project. 

The  Committee’s  recommendations  will  deter- 
mine the  manner  in  which  Mr.  Baruch  is  to  proceed. 

Mr.  Baruch  said  that  his  interest  in  the  subject 
was  imbued  in  him  by  his  father,  the  late  Dr. 
Simon  Baruch,  who  was  one  of  the  world’s  foremost 
authorities  on  hydrotherapy,  a branch  of  physio- 
therapy. 

Just  what  form  the  institution  might  take — 
whether  it  should  be  an  entirely  new  organization  or 
whether  it  should  be  established  in  conjunction  with 
some  existing  organization — is  one  of  the  matters 
to  be  determined  by  the  committee,  which  will 
have  $25,000  at  its  disposal  for  the  study  alone. 

Dr.  W.  T.  Sangar,  president  of  the  Medical  Col- 
lege of  Virginia,  from  which  the  financier’s  father 
was  graduated  in  1862,  later  to  become  a surgeon  in 
the  Confederate  Army,  will  be  chairman  of  the 
committee.  Serving  with  him  and  Dr.  Wilbur  will  be 
Lt.  Col.  Benjamin  A.  Strickland,  Jr.,  Army  Medical 
Corps,  stationed  at  Davis  Monthan  Field,  Tucson, 


Arizona;  Dr.  Charles  F.  Behrens,  head  of  the  x-ray 
department  at  the  Naval  Medical  Center,  Bethesda 
Maryland;  Dr.  Carl  R.  Comstock,  of  Saratoga 
Springs,  New  York;  Dr.  John  Coulter,  medical  di 
rector  of  the  Physical  Therapy  School,  Northwesterr 
University  Medical  School,  Evanston,  Illinois 
Dr.  Kristian  G.  Hansson,  medical  director  of  th< 
Physical  Therapy  School  at  the  Hospital  for  Specia 
Surgery  in  New  Y ork  City ; and  Dr.  Frank  Krusen 
medical  director  of  the  Mayo  Clinic  Department  am 
School  of  Physical  Therapy,  Rochester,  Minnesota 

Dr.  Walter  Belknap  James,  who  died  in  1927 
after  a long  association  with  Dr.  Baruch  on  th 
faculty  of  the  College  of  Physicians  and  Surgeons 
Columbia  University,  “suggested  a school  fo 
physiotherapy  to  be  established  which,  after  stud; 
would  cull  the  best  from  hydrotherapy,  balneolog; 
(the  science  of  therapeutic  use,  external  and  in 
ternal,  of  natural  mineral  waters),  sun,  heat,  cold 
electricity,  air,  and  Swedish  therapy,  massage 
chiropractics,  osteopathy,  exercise,  and  allie 
curative  means. 

Mr.  Baruch  has  been  in  close  touch  with  the  sufc 
ject  of  physiotherapy.  By  appointment  first 
former  Governor  Alfred  E.  Smith  and  later  of  Frank 
lin  D.  Roosevelt,  when  he  was  Governor,  Mi 
Baruch  was  chairman  of  the  Saratoga  Spring 
commission,  which  developed  Saratoga  Springs  int 
an  internationally  famous  spa.  As  chairman  of  th 
commission,  he  made  a study  of  all  the  world's  bath 
and  spas.* 


Oneida  County 

The  October  meeting  of  the  county  society,  hel 
at  Rhoads  General  Hospital  in  Utica  on  October  L 
featured  a program  by  the  professional  staff  of  th 
Hospital,  under  the  supervision  of  Lt.  Col.  James  1 
Priestly.  Those  who  attended  were  entertaine 
at  dinner  by  Col.  A.  J.  Canning. 


Capt.  J.  R.  Brown,  member  of  the  Mayo  Clini 
Unit  of  Rhoads  General  Hospital,  spoke  on  “Fum 
tions  of  the  Cerebellum”  at  the  meeting  of  th 
Utica  Academy  of  Medicine  on  October  21.  Di: 
cussion  of  the  paper  was  opened  by  Dr.  William  V 
Wright. 


Ontario  County 

The  fourth  quarterly  meeting  of  the  count 
society  was  held  at  the  U.S.  Naval  Hospital,  Samj 
son  Naval  Base,  Sampson,  New  York,  on  Octobt 
14. 

The  program  was  in  two  sections.  From  2:00  t 
4:00  p.m.  a series  of  scientific  papers  was  presente 
by  members  of  the  Medical  Staff  of  the  Navi 
Station.  At  4:00  p.m.  there  was  a tour  of  the  Nav; 
Station  and  . Hospital,  followed  by  dinner  and 
business  meeting,  at  which  election  of  officers  w* 
held.  The  names  of  the  new  officers  will  appear  i 
a later  issue. 


Dr.  A.  W.  Armstrong  was  host  to  the  Canandaigt 
Medical  Society  on  October  7,  when  Dr.  E.  ( 
Merrill  read  a paper.  * 


Putnam  County 

Dr.  Paul  Hoch  addressed  the  County  Society  o. 
“Progress  in  Psychiatry — War  Neurosis,” 
October  6. 
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Queens  County 

At  a joint  meeting  of  the  county  society  and  the 
Queensboro  Tuberculosis  and  Health  Association 
held  on  September  28,  a “Symposium  on  Industrial 
Medicine”  was  presented.  The  interests  of  the 
employee,  management,  and  the  practicing  physi- 
cian as  they  relate  to  medicine  in  industry  were 
emphasized  by  the  speakers. 

Taking  part  in  the  program  were  Dr.  James  R. 
Reuling,  Jr.,  president  of  the  Queensboro  Tubercu- 
losis and  Health  Association;  Dr.  C.  D.  Selby, 
medical  director  of  General  Motors  Corporation; 
Louis  Hollander,  president  of  the  New  York  State 
Industrial  Union  Council  and  manager  of  the  New 
York  Joint  Board  of  Amalgamated  Clothing 
Workers  of  America;  Dr.  Leonard  Greenburg,  exec- 
utive director  of  the  Division  of  Industrial  Hy- 
giene of  the  State  Labor  Department;  Dr.  N.  Mill- 
man,  assistant  surgeon  of  the  U.S.  Public  Health 
Service;  and  W.  P.  Jacobs,  president  of  the 
General  Bronze  Corporation  and  vice-president  of 
the  National  Association  of  Manufacturers’  Com- 
mittee on  Industrial  Health. 

The  discussion  of  the  symposium  was  opened  by 
Dr.  Ernest  L.  Stebbins,  Commissioner  of  Health  of 
the  City  of  New  York. 

Preceding  the  meeting,  dinner  was  served  at 
the  Forest  Hills  Inn. 


The  speaker  for  Friday  Afternoon  Lecture  on 
October  15  was  Martin  Jungmann,  M.D.,  who  gave 
an  address  on  “Pathomechanics  of  Chronic  Fatigue 
and  Its  Proper  Therapy.” 

Schenectady  County 

The  regular  monthly  meeting  of  the  county 
society  was  held  in  the  Ellis  Hospital  Nurses’  Home 
Auditorium  on  October  5 at  8:30  p.m. 

The  speaker  was  Dr.  Maurice  Bruger,  director 
of  the  Pathological  and  Physiological  Department 
of  the  Post-Graduate  Medical  School,  New  York 
City,  and  also  associate  professor  of  medicine, 
Columbia  Medical  School.  The  title  of  his  paper 
was  “Clinical  and  Chemical  Aspects  of  Some 
Common  Metabolic  Disorders.” 


Dr.  Hendrik  M.  Rozendaal,  Schenectady  physi- 
cian serving  as  a major  with  the  33rd  General 
Hospital  Unit  overseas,  was  injured  recently  while 
assisting  in  the  construction  of  an  air  raid  shelter. 

Dr.  Rozendaal  was  confined  to  a hospital  for 
two  weeks  with  a back  injury  caused  by  a strain 
but  has  since  returned  to  duty.  * 

Schuyler  County 

The  Medical  Society  of  the  County  of  Schuyler 
elected  the  following  officers  at  a meeting  on  Septem- 
ber 8:  president — Dr.  William  C.  Stewart,  of 

Watkins  Glen;  vice-president — Dr.  Arthur  H. 
Jackson,  of  Watkins  Glen;  secretary  and  treasurer 
— Dr.  Christian  W.  Schmidt,  of  Burdett. 

Suffolk  County 

The  News  Letter  of  the  Suffolk  County  Medical 
Society  for  September  was  dedicated  to  members 
who  had  completed  a half  century  in  the  practice  of 
medicine  and  who  participated  in  a celebration  in 
July.  The  members  who  were  honored  include  Drs. 
William  Newton  Barnhardt,  Toronto,  Ontario; 


George  Herbert  Carter,  Huntington;  William 
Elliott  Foster,  Babylon;  Frank  Diah  Peterson, 
Cutchogue,  and  Frank  Overton,  Patchogue. 


Several  Long  Island  newspapers  recently  carried 
the  following  item: 

“It  is  noted  that  the  Suffolk  County  Medical 
Society  has  just  completed  137  years  of  effort  and 
service  in  the  interest  of  health.  Among  its  out- 
standing accomplishments  have  been  the  sponsor- 
ship of  the  county’s  Department  of  Health  and  the 
tuberculosis  sanitarium.” 


Dr.  William  Mayer,  of  Amityville,  clinical  director 
at  the  Long  Island  Home,  has  gone  to  New  York 
City  to  open  a private  practice  in  nervous  and 
mental  disorders.  * 

Westchester  County 

The  Westchester  Cancer  Committee  is  presenting 
a course  of  practical  teaching  lectures  on  the 
“Biology  of  Cancer”  for  the  benefit  of  biology  teach- 
ers in  public  and  private  schools  and  colleges 
throughout  Westchester  County. 

The  course,  which  began  in  the  latter  part  of 
October,  will  consist  of  four  to  six  lectures,  to  be 
presented  by  Dr.  C.  R.  Halter,  assistant  biologist 
at  Memorial  Hospital  and  Cancer  Research  worker 
at  Boyce  Thompson  Institute.  The  lectures  will 
be  given  on  Saturday  mornings  in  New  York  City. 

The  teaching  course  represents  a logical  follow-up 
in  the  Westchester  Cancer  Committee’s  program  of 
cancer  education  through  the  schools.  The  first 
major  step  in  this  program  was  the  development  and 
distribution  of  the  text  “Youth  Looks  at  Cancer” 
and  a small  pamphlet  entitled  “Detective  Wanted,” 
both  of  which  have  been  widely  distributed  through 
the  schools  in  Westchester.  These  publications  have 
also  attracted  nation-wide  attention  and  are  being 
used  in  many  other  parts  of  the  country  in  teaching 
fundamental  cancer  information  to  youth  groups  of 
all  kinds. 

This  program  has  been  planned  by  the  Research 
Council  of  the  Westchester  Cancer  Committee, 
under  the  chairmanship  of  Dr.  Gilbert  Dalldorf. 
The  other  members  of  the  Council  are  Dr.  Margaret 
Loder  and  Dr.  James  Denton. 


A campaign  for  vaccination  against  smallpox  as  a 
wartime  protective  measure  has  been  announced 
jointly  by  the  Westchester  County  War  Council 
and  the  Westchester  County  Medical  Society.  The 
vaccination  program  will  serve  as  a curtain-raiser 
in  a year-round  “Community  Health  Program” 
embracing  six  timely  health  subjects,  each  to  be 
emphasized  for  a period  of  two  months.  * 

Wyoming  County 

Dr.  Benjamin  J.  Slater,  Associate  Medical 
Director  of  Eastman  Kodak  Company,  was  the 
speaker  for  the  twenty-second  annual  meeting  of 
the  Wyoming  County  Committee  on  Tuberculosis 
and  Public  Health,  which  was  held  on  October  5 at 
8:00  p.m.  in  the  Historical  Society  Building,  in 
Warsaw. 

Dr.  Slater  is  a past-president  of  the  Seventh 
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District  Branch  of  the  State  Medical  Society.  He 
served  with  the  American  Ambulance  Hospital  in 
France  during  the  First  World  War. 

An  unusual  feature  of  the  meeting  was  the  first 


public  appearance  of  the  “T.  B.  Blues”  composed 
by  Mrs.  Irene  Lound  Gossin,  Warsaw  high  school 
music  teacher,  which  was  sung  by  high-school 
students.  * 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Charles  Adler 

68 

Univ.  & Bell. 

September  11 

Bronx 

George  H.  Bell 

77 

Virginia 

October  5 

Manhattan 

Leo  Buerger 

64 

P.  & S.,  N.Y. 

October  6 

Manhattan 

John  H.  Busch 

81 

P.  & S.,  Baltimore 

May  29 

Binghamton 

John  B.  Byrne 

37 

P.  & S.,  N.Y. 

August  30 

Nyack 

Robert  G.  Carlin 

65 

Jefferson 

October  3 

Manhattan 

Merrill  B.  Dean 

73 

Pennsylvania 

September  4 

Candor 

Leonard  A.  Dessar 

79 

Indiana 

October  4 

Manhattan 

Donald  K.  Flessa 

41 

Cornell 

July  22 

Babylon 

John  W.  Gallagher 

46 

Pennsylvania 

September  18 

Perry 

Joseph  M.  Levine 

45 

Cornell 

September  21 

Brooklyn 

William  E.  McCollom 

63 

P.  & S.,  N.Y. 

October  13 

Brooklyn 

Robert  C.  Mooney 

60 

Albany 

October  4 

Gloversville 

Fairfield  Mortimore 

90 

N.Y.  Eclectic 

September  30 

Manhattan 

John  Nelson 

62 

P.  & S.,  N.Y. 

September  30 

Manhattan 

John  H.  Pratt 

78 

Bellevue 

September  21 

Manchester 

Hassow  0.  von  Wedel 

56 

N.Y.  Univ. 

October  10 

Ardsley-on-Hudson 

Ira  S.  Wile 

65 

Pennsylvania 

October  9 

Manhattan 

Urgent  and  Important! 


October  19,  1943 


To  physicians  treating  compensation  patients  for  colleagues  in  the  armed  services: 


The  attention  of  all  physicians  authorized  under  the  Workmen’s  Compensation  Law  is 
called  to  the  importance  of  a recent  ruling  of  the  Department  of  Labor  requiring  every 
physician  who  takes  over  the  compensation  practice  of  another  physician  who  has  entered 
the  armed  services  of  the  country  to  register  this  fact  at  once  with  the  Department  of 
Labor.  The  Industrial  Commissioner  will  issue  a dispensation  to  exempt  the  physician* 
in  the  service  from  the  application  of  Section  13-d  of  the  Workmen’s  Compensation  Law, 
which  prohibits  the  rebating,  dividing,  assigning  of  fees,  etc. 

This  dispensation  is  possible  under  State  enactment  and  will  be  granted  upon  request 
to  cover  such  instances  as  related  above. 

Dispensation  from  the  peacetime  requirements  of  Section  13-d  of  the  Workmen’s 
Compensation  Law  is  required  in  order  to  prevent  peacetime  restrictions  from  interfering 
with  the  maximum  possible  effort  in  the  successful  prosecution  of  the  war,  and  the  granting 
of  such  dispensation  to  permit  the  division  and  transference  of  fees  in  the  present  instance 
does  not  violate  any  of  the  standards  set  forth  in  Section  81  of  the  New  York  State  War 
Emergency  Act. 

Under  Article  VIII  of  the  New  York  State  War  Emergency  Act,  the  Industrial  Com- 
missioner has  the  power  to  grant  such  dispensation  upon  request  of  the  physician  taking 
over  the  practice  of  one  who  has  entered  the  armed  services. 

Address  such  requests  at  once  to  the  Industrial  Commissioner,  80  Centre  Street,  New 
York  City,  and  send  a copy  of  same  to  this  Bureau. 

WORKMEN’S  COMPENSATION  BUREAU 
Medical  Society  of  the  State  of  New  York 
292  Madison  Avenue 
New  York  17,  New  York 


* Treating  patients  for  another  physician. 
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Valiantly,  without  thought  of  personal 
safety,  American  men  of  medicine  give 
skill,  priceless  knowledge  . . . life  itself. 

They  work  in  tropical  swamps,  on  sun 
parched  deserts.  Office  hours  are  twenty-four 
a day,  seven  days  a week.  Waiting  rooms  are 
shallow  trenches  where  patients  are  usually 
heroes  and  where  often  a second  grim  battle 
is  fought  with  death.  These  are  the  men  we 
serve  and  we  are  proud  of  their  respect  and 
their  confidence  in  the  things  we  make. 

Throughout  the  Americas,  the  Western 
World,  and  in  many  other  lands  we  are 
known  as  the  "merchants  of  life.”  For 
ours  has  been  the  tradition  of  anticipating 
requirements  of  the  medical  profession  in 
peace  and  in  war.  Ours  is  the  task  of  supply- 
ing vital  medical  products  that  may  mean  life 
to  those  who  fall  wounded  ...  or  renewed 
health  for  those  who  fall  before  the  ravages 
of  disease. 


Ciba  Pharmaceutical  Products,  Inc.,  pledges 
itself  to  march  on  in  the  service  of  the  gallant 
men  of  medicine.  Now  we  go  forward  to  the 
trumpets  of  freedom  resounding  throughout 
the  civilized  world  . . . planning  for  postwar 
development  and  research  to  supply  modern 
medical  products  for  the  prevention  and  con- 
trol of  disease. 


^P/icrttriaceu/tcrz/ 

SUMMIT  • NEW  JERSEY 


MORE  THAN  A HALF-CENTURY  OF  METICU- 
LOUS, INTELLIGENT  RESEARCH  AND  PRECISE 
SUPERVISION  GUARD  EVERY  CIBA  PRODUCT. 


Copr.  1943— Ciba  Pharmaceutical  Products,  Inc.,  Summit,  N.  J. 


Hospital  News 


A.H.A.  Forms  Council  to  Improve  Hospital  Care 


A COUNCIL  on  international  relations,  designed 
to  promote  better  hospital  care  for  the  people 
of  the  world,  was  established  by  the  board  of  trustees 
of  the  American  Hospital  Association  at  its  war- 
time conference  held  in  Buffalo  September  13  to 
17. 

James  A.  Hamilton,  of  New  Haven,  Connecticut, 
president  of  the  Association,  announced  the  creation 
of  a postwar  planning  commission  on  hospital  care. 

Felix  Lamela,  of  Washington,  D.C.,  secretary- 
treasurer  of  the  Inter-American  Hospital  Associa- 
tion and  hospital  consultant  of  the  Pan-American 
Sanitary  Bureau,  said  the  international  relations 
council  will  concern  itself  with  matters  affecting  the 
cooperation  of  hospitals  in  all  countries,  and  pro- 
mote better  hospital  care  for  the  people  of  the  world 
through  the  coordination  of  national  hospital  as- 
sociations and  the  exchange  of  information  on 
matters  of  hospital  administration. 

Establishment  of  the  council,  he  added,  is  the 
result  of  eight  years  of  work  by  the  Inter-American 
Committee  of  the  American  Hospital  Association, 
headed  by  Dr.  M.  T.  MacEachern,  associate  di- 
rector of  the  American  College  of  Surgeons,  Chicago. 
The  council  will  cooperate  with  Nelson  Rockefeller, 
coordinator  of  the  Office  of  Inter-American  Affairs, 
and  plans  to  assist  in  maintaining  reciprocal  rela- 
tions with  all  hospital  groups  in  the  world. 


Dr.  David  G.  Cooper,  chairman  of  the  Tubercu- 
losis Section,  appointed  a committee  of  three  con- 
sisting of  Dr.  Robert  E.  Plunkett,  chairman,  and 
Drs.  John  B.  Barnwell  and  William  G.  Childress,  to 
meet  with  him  and  summarize  the  recommendations 
of  the  section.  On  the  basis  of  the  papers  which 
had  been  presented,  the  committee  reported  it  was 
evident  that:  (1)  hospitals  are  reservoirs  of  in- 
fectious cases  of  tuberculosis;  (2)  hospitals  have 
facilities  readily  available  for  case  finding  among 
patients  and  employees;  (3)  the  average  case  of 
tuberculosis  costs  in  the  neighborhood  of  $8,000. 
This  brings  into  bold  relief  how  expensive  it  is  to 
tolerate  a preventable  disease.  Compared  with 
enormous  drain  on  the  public  treasury  to  pay  the 
price  of  indifference  and  neglect,  it  costs  but  a pit- 
tance to  make  effective  use  of  modern  implements 
of  diagnosis  and  prevention;  (4)  hospitals  have  a 
moral  and  usually  a legal  responsibility  in  affording 
patients  and  employees  protection  against  this 
infectious  and  preventable  disease. 

The  committee  supplemented  this  statement  with 
recommendations  that  (a)  all  hospitals  provide 
x-ray  and  such  clinical  facilities  as  may  be  necessary 
for  the  detection  of  pulmonary  tuberculosis,  and 
(b)  all  hospitals  develop  facilities  to  meet  at  least 
the  temporary  medical  and  nursing  needs  of  patients 
so  found. 


Wartime  Nursing  Is  Different* 


IT  IS  utterly  impossible  to  provide  the  necessary 
volume  of  wartime  nursing  service  on  a peace- 
time basis.  Places  where  nursing  is  going  on  as 
usual  must  share  with  others.  Individual  nurses 
who  have  not  made  adjustments  to  wartime  needs 
for  their  service  should  understand  the  necessity 
for  their  participation. 

The  National  Nursing  Council  has  pointed  out 
that  the  value  of  any  national  plan  must  be  judged 
by  its  usefulness  at  the  local  level,  i.e.,  where  nurses 
live  and  work — in  the  country,  in  the  villages,  towns, 
and  cities  of  the  nation. 

Wartime  nursing  is  different!  That  inescapable 
fact  must  be  generally  accepted  by  nurses,  by 
physicians,  and  by  hospital  administrators.  Energy 
and  motion  now  spent  in  resistance  to  change  must 
be  released  for  the  attack  on  war-created  needs.  . 

Nurses  have  wrought  many  changes,  but  not 
enough,  in  the  pattern  of  nursing  service  since 
Pearl  Harbor.  “We  just  do  the  best  we  can” 
is  heard  more  frequently  than  “This  is  our  plan.” 
Generally  speaking,  educational  programs  have 
received  more  thought  than  the  service  programs. 
Acceleration  of  the  basic  course  in  nursing  is  an 
outstanding  example.  State  boards  of  nurse  ex- 
aminers have  initiated  others. 

The  principles  of  good  nursing  have  not  changed, 
but  nurses  are  learning  to  concentrate  on  the  es- 
sentials. In  the  analysis  and  administration  of 
nursing  service  radical  changes  are  being  made. 
Tremendously  valuable  assistance  in  caring  for 

* This  article  is  a release  from  the  Directing  Board  of  the 
War  Manpower  Commission’s  Procurement  and  Assignment 
Service  for  Physicians,  Dentists,  Veterinarians,  Sanitary 
Engineers,  and  Nurses. 


patients  is  being  secured  from  the  Red  Cross  nurse’s 
aides  and  other  volunteers  as  well  as  from  paid 
auxiliary  workers. 

Thus  far,  nursing  service  has  not  been  rationed; 
such  rationing  would  be  complicated  by  the  dif- 
ferences in  individual  nurses  and  the  degree  of 
essentiality  of  needed  services.  The  sharing  of 
services  is  more  difficult  than  the  sharing  of  goods. 

A critical  shortage  of  nurses  exists.  Here  are 
the  facts: 

Over  36,000  nurses  are  now  with  the  armed 
forces,  and  the  Red  Cross  has  accepted  responsibility 
for  the  recruitment  of  an  equal  number  by  June  30, 
1944.  Our  men  are  receiving  skilled  medical  care 
of  a high  order,  as  shown  by  the  high  percentage  of 
recovery  from  injury.  Skilled  nursing  is  an  im- 
portant factor  in  such  care.  Then,  too,  the  very 
presence  of  nurses  near  the  bases  of  military  opera- 
tions has  repeatedly  been  described  as  a potent 
force  in  maintaining  morale. 

There  has  been  an  unprecedented  increase  in  the 
use  of  civilian  hospitals.  Hospitals  gave  fourteen 
and  a quarter  million  more  days  of  care  in  1942 
than  in  the  preceding  year,  and  the  trend  still  is 
definitely  upward.  This  is  in  keeping  with  the 
rapid  growth  of  the  Blue  Cross  (group  hospitaliza- 
tion) plans  and  the  Children’s  Bureau  hospitaliza- 
tion program  for  the  care  of  the  families  of  service 
men. 

Nursing  is  essential  to  the  nation’s  health.  The 
National  Nursing  Inventories  (of  nursing  resources) 
of  1941  and  1943,  by  the  U.S.  Public  Health  Service, 
offer  a comparison  of  data  for  the  two  years. 

The  total  number  of  nurses  graduated  in  the 
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There  has  long  been  a real  need  for  a potent,  mercurial 
diuretic  compound  which  would  be  effective  by  mouth.  Such 
a preparation  serves  not  only  as  an  adjunct  to  parenteral 
therapy  but  is  very  useful  when  injections  can  not  be  given. 

After  the  oral  administration  of  Salyrgan-Theophylline  tab- 
lets a satisfactory  diuretic  response  is  obtained  in  a high  per- 
centage of  cases.  However,  the  results  after  intravenous  or 
intramuscular  injection  of  Salyrgan-Theophylline  solution 
are  more  consistent. 


Salyrgan-Theophylline  is  supplied  in  two  forms: 

^ (enteric  coated)  in  bottles  of  25,  100  and  500.  Each  tablet 

* contains  0.08  Gm.  Salyrgan  and  0.04  Gm.  theophylline. 

^ *n  cunPu^s  °*  1 cc.,  boxes  of  5,  25  and  100;  ampuls  of  2 cc.. 

^ boxes  of  10,  25  and  100. 

Write  for  literature 


SALYRGAN-THEOPHYLLINE 


"Salyrgan;'  trademark  Reg.  U.  S.  Pat  OR.  & Canada 

Brand  o i MERSALYL  with  THEOPHYLLINE 


WINTHROP  CHEMICAL  COMPANY,  INC. 

Pharmaceuticals  of  merit  for  the  physician 

WINDSOR,  ONI. 


WINTHROP 
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two  years  is  well  in  excess  of  the  number  withdrawn 
for  military  service;  this  fact  is  not  apparent  in  the 
inventory.  The  returns  are  apparently  incomplete. 
Active  nurses  who  did  not  return  their  questionnaires 
apparently  did  not  realize  the  profound  importance 
of  the  information  requested.  This  information 
is  the  basis  for  present  planning  and  safeguarding 
the  future. 

The  relatively  small  decrease  in  the  number  of 
institutional  nurses  is  much  less  significant  than  the 
increased  use  of  hospitals  in  creating  the  serious 
shortage  of  nurses.  The  increased  number  of 
nurses  in  industrial  nursing  is,  of  course,  not  sur- 
prising. 

The  large  number  of  inactive  nurses  who  reported 
themselves  available  is  encouraging,  but — available 
for  what?  Full  time?  Part  time?  These  nurses 
and  others  who  are  still  “hidden”  can  make  a 
valuable  contribution  to  our  nursing  resources. 
Although  it  requires  a little  more  planning,  the 
service  of  two  part-time  nurses  can  equal  that  of 
one  full-time  one.  Wartime  nursing  puts  a tre- 
mendous burden  on  all  the  administrative  nurses. 

Here  is  the  program  of  the  new  Nursing  Division 
of  the  Procurement  and  Assignment  Service.  The 
Red  Cross  recruitment  committees  are  pledged  to 
recruit  36,000  nurses  this  year.  The  new  division 
will  (1)  determine  the  availability  for  military 
service  or  essentiality  for  civilian  service  of  all 
nurses  eligible  for  military  service,  and  will  submit 
such  determinations  to  the  American  Red  Cross 
for  use  in  procurement  of  nurses  for  the  Armed 
Forces;  (2)  promote  plans  for  maximum  utilization 
of  full-time  nurses  and  those  who  are  able  to  serve 


TABLE  1. — National  Nursing  Inventories 


1941 

1943 

Total  returns 
Active 

289,286 

259,174 

Institutional 

81,708 

77,704 

Public  Health 

17,766 

18,900 

Industrial 

5,512 

11,220 

Private  duty 

46,793 

44,299 

Other 

21,276 

18,476 

Inactive  but  available  for  nursing 

25,252 

38,746  (of  these 
23,576  are  mar- 
ried and  under 
40) 

49,829 

Inactive,  not  available 

90,979 

In  Nurse  Corps  of  Army  and  Navy 

6,371 

over  36,000  (pre- 
cise data  not 
available) 

only  part  time ; (3)  develop  and  maintain  a roster  of 
all  graduate  registered  nurses;  and  (4)  develop 
and  encourage  sound  methods  of  supplementing 
the  work  of  nurses  with  nonprofessional  personnel. 

Through  the  War  Manpower  Commission, 
nursing  will  not  only  have  the  benefit  of  the  ex- 
perience of  medicine  in  the  procurement  and  assign- 
ment of  physicians,  but  means  will  be  found  to 
interpret  wartime  nursing  to  physicians  and  their 
cooperation  secured  in  effecting  desirable  wartime 
adjustments. 

Suggested  Readings 

1.  Priorities  for  Nurses,  New  York,  National  Nursing 
Council  for  War  Service,  May,  1943,  revised  edition. 

2.  Distribution  of  Nursing  Service  During  War,  New 
York,  National  Nursing  Council  for  War  Service,  May,  1942. 

3.  Volunteers  in  Health,  Medical  Care  and  Nursing, 
Washington,  D.C.,  U.S.  Office  of  Civilian  Defense. 


Report  Analyzes  Prevalence  of  Illness 


WIDESPREAD  interest  in  the  results  of  the 
first  detailed  study  ever  undertaken  in  the 
United  States  or  in  any  other  country  to  ascertain 
the  occurrence  of  major  diseases  among  the  resi- 
dents of  a large  city,  was  reported  by  the  Re- 
search Bureau  of  the  Welfare  Council  in  announc- 
ing that  the  edition  published  on  July  28  of  Volume 
2 of  the  Hospital  Discharge  Study  for  New  York 
City  had  been  nearly  exhausted. 

The  348-page  report,  “Hospitalized  Illness  in 
New  York  City,”  was  prepared  by  Neva  R.  Dear- 
dorff,  Ph.D.,  and  Marta  Fraenkel,  M.D.,  of  the 
Research  Bureau. 

The  volume  analyzes  data  on  the  576,623  pa- 
tients discharged  from  113  hospitals  in  New  York 
City  in  1933.  Fourteen  disease  groups  are  surveyed 
to  show  the  frequency  of  their  occurrence;  the  age, 
color,  sex,  and  socio-economic  background  of  the 
patients;  the  types  of  hospitals  used  by  the  pa- 
tients for  treatment;  and  the  kinds  of  care  offered. 

Commenting  on  the  report,  Dr.  Charles  F.  Bold- 
uan,  former  Director  of  Health  in  the  New  York 
City  Health  Department,  said:  “Never  before  has 
so  much  detailed  information  regarding  illness  in  a 
large  city  been  made  available.  While  the  report- 


ing of  death  statistics  has  become  routine  in  every 
country  of  the  world,  and  while  most  countries  also 
provide  for  the  reporting  of  communicable  diseases, 
there  has,  until  now,  been  no  way  of  collecting  ac- 
curate information  regarding  the  occurrence  of 
diseases  generally. 

“Reliable  information  concerning  the  demands 
for  hospital  care  is  especially  important  at  this  time 
when  the  provision  of  adequate  medical  care  for  the 
people  of  this  country  is  a matter  of  major  con- 
cern. 

“The  Hospital  Discharge  Study  demonstrates  that 
hospital  records,  when  dealt  with  in  the  manner 
used  in  this  report,  can  furnish  the  type  of  informa- 
tion which  is  needed  for  proper  community  health 
programs.” 

“The  Hospital  Discharge  Study  was  begun  early  in 
1934  at  the  suggestion  of  the  Research  Bureau  of 
the  Welfare  Council  as  a project  of  the  Works 
Project  Administration. 

Volume  3,  scheduled  for  publication  within  a few 
months,  will  complete  the  study  by  presenting 
detailed  recommendations  of  ways  and  means  for 
routine  reporting  and  tabulation  of  morbidity  data 
of  hospital  patients. — Better  Times 


Improvements 


Lenox  Hill  Hospital  on  October  7 opened  a Re- 
habilitation Clinic  to  provide  needed  psychiatric 
help  for  men  rejected  at  induction  or  discharged 
from  the  armed  forces  on  psychiatric  grounds.  The 
Clinic  is  under  the  direction  of  Dr.  Thomas  K.  Davis, 
with  Dr.  Johan  H.  W.  van  Ophuijsen,  attending 
psychiatrist,  in  charge.  Work  is  being  done  by 


the  Neuropsychiatric  Staff,  assisted  by  a group  of 
volunteer  psychiatric  social  workers  and  secretaries, 
sessions  beginning  at  7:30  each  Thursday  evening. 
Although  the  therapeutic  aspect  will  be  stressed, 
clinical  and  statistical  research  will  also  be  pursued. 
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FROM  RIG  TO  LITTLE 

AMD  FROM  LITTLE  TO  BIG 


• As  the  child  grows  and  hemohistio- 
blasts  diminish  to  mature  erythrocytes 
in  increasing  numbers,  iron  becomes  a 
factor  of  primary  nutritional  impor- 
tance. Physiologic  increase  of  blood 
volume  during  adolescence  ranks  with 
hemorrhage  as  a contributing  cause  of 
iron  deficiency,1  and  studies  of  a group 
of  high  school  girls  indicate  that  growth 
actually  affects  the  blood  picture  more 
than  does  the  menarche.2 

Iron  is  prophylactically  and  therapeu- 
tically specific  for  hypochromic  anemia 


resulting  from  deficiency  of  this  ele- 
ment. Hemoglobin  regeneration  follow- 
ing blood  donation  is  far  more  rapid 
when  supplemental  iron  is  administered 
than  when  it  is  withheld.3  Moreover, 
ferrous  sulfate  is  recommended  as  the 
most  efficiently  assimilated  form  of  iron.4 
• • • 

'Ribothiron’  Tablets  and  Elixir  were  designed 
for  the  prophylaxis  or  treatment  of  hypo- 
chromic anemia  and  provide  ferrous  sulfate 
combined  with  thiamine  and  riboflavin  to  aid 
absorption  and  assimilation  of  the  factors 
necessary  for  normal  hemopoiesis. 

Sharp  & Dohme,  Philadelphia,  Pa. 


'rIBOTHIRON'  TABLETS  AMD  ELIXIR 


1.  Heath,  C.  W.:  J.A.M.A.,  120:366,  October  3, 
1942.  2.  Leichsenring,  J.  M.,  Donelson,  E.  G., 
and  Wall,  L.  M.:  Am.  J.  Dis.  of  Children,  62:262, 
August,  1941.  3.  Fowler,  W.  M.,  and  Barer, 
A.  P.:  J.A.M.A.,  118:421,  Feb.  7, 1942. 4.  Santz, 
A.  C.:  Am.  J.  Med.  Sci.,  201:790,  June,  1941. 


TABLETS  (Sujar-coated,  treen)  ELIXIR  (Alcohol,  10  per  cent) 

Each  tablet  contains:  Each  fluidounce  contains: 

3 gr.,  exsiccated  Ferrous  Sulfate  (U.S.P.)  20  gr.,  (equiv.  to  4.3  gr.,  U.S.P.) 

0.25  mg Thiamine  Hydrochloride  (Vitamin  Bi) 1 mg. 

0.5  m«» Riboflavin  (Vitamin  or  G) 2 mg. 
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A resolution  awarding  contracts  totaling  $18,102.- 
24  for  furnishings  and  equipment  at  the  new  wing 
of  Brooks  Hospital  in  Dunkirk  was  adopted  by  the 
hospital  board  at  a meeting  on  September  17. 

Fifteen  contracts  were  awarded  after  the  bids 
had  been  approved  by  the  Federal  Works  Agency, 
which  is  financing  the  project.  * 


Construction  work  will  get  under  way  in  a few 
weeks  on  a two-story  nurses’  school  addition  to 
New  Syracuse  General  hospital  to  help  meet  the 
shortage  of  trained  nurses,  authoritative  spokesmen 
in  Syracuse  revealed  yesterday  afternoon. 


Plans  are  being  made  to  erect  an  addition  to  the 
Nathan  Littauer  Hospital  in  Gloversville.  An 
increase  in  the  size  of  the  Nurses’  Home  is  also 
under  consideration. 


A rummage  sale  for  the  benefit  of  the  Dansville 
General  Hospital  was  held  from  October  25  to 
October  30.  * 


The  larder  of  Canastota  Memorial  Hospital  was 
recently  augmented  by  gifts  of  food  made  on  an 
old-fashioned  “donation  day.”* 

• • • 

The  canteen  at  the  Good  Samaritan  Hospital  at 
Suffem  has  served  as  many  as  4,000  persons  in  a 
single  month  during  the  nine-month  period  that 
it  has  been  in  operation,  it  is  announced  by  Mrs. 
Royal  F.  Sengstacken,  president  of  the  hospital 
guild  which  maintains  the  project.* 

Approval  of  the  funds  for  the  construction  and 
equipping  of  an  addition  to  the  new  Syracuse 
General  Hospital  was  received  in  August  by  authori- 
ties in  Syracuse.  Sanction  of  other  government 
agencies,  however,  must  be  given  before  the  work 
can  be  started. 

At  a meeting  of  the  Board  of  Directors  of  the 
Batavia  Hospital  it  was  decided  to  announce  to  the 
public,  in  response  to  many  inquiries,  that  plans 
for  a new  fireproof  building  have  been  drawn  and 
are  on  file.  A special  committee  has  been  working 
on  a campaign  plan  to  raise  funds  so  that  construc- 
tion can  be  started  after  the  war.  * 


At  the  Helm 


Drs.  Harry  Katz  and  Irving  Newman  have  been 
made  associates  in  medicine  at  French  Hospital  in 
New  York  City. 


Samuel  W.  Rice,  formerly  of  Dayton,  Ohio,  has 
assumed  his  new  position  as  superintendent  of  the 
Physicians  Hospital,  Plattsburg,  succeeding  Dr. 
Irving  S.  Haynes,  who  has  retired. 

Mr.  Rice  was  the  acting  administrator  of  the 
Miami  Valley  Hospital  at  Dayton  before  taking 
over  his  new  post. 

A graduate  of  George  Washington  University, 
Washington,  D.C.,  he  has  been  in  the  hospital  field 
for  many  years  in  the  capacity  of  superintendent. 
During  World  War  I he  was  a first  lieutenant  in  the 
Aviation  Corps  of  the  U.S.  Army,  serving  from  1917 
to  1919. 

Dr.  Haynes,  the  retiring  superintendent,  was 
formerly  professor  emeritus  of  clinical  surgery  at  the 
Medical  College  of  Cornell  University  in  New  York 
City.* 


Everett  W.  Jones  has  joined  the  staff  of  The 
Modern  Hospital  as  a vice-president.  He  will  for 
the  present  concentrate  on  problems  involving  the 
Hospital  Yearbook  and  Latin- American  publications. 

Mr.  Jones  is  head  hospital  consultant  in  the 
Governmental  Division  of  the  War  Production 
Board.  He  is  also  administrator-on-leave  of 
Albany  Hospital,  Albany,  New  York,  where  he  has 
carried  the  title  of  director  and  assistant  secretary  of 
the  board  of  governors.  Mr.  Jones  has  completed 
the  organization  of  the  hospital  section  in  the 
Governmental  Division  of  WPB  and  is  now  able 
to  relinquish  his  full-time  duties.  Maury  Maverick 
director  of  the  division,  has  asked  Mr.  Jones  to 
continue  as  a consultant  on  hospital  problems  on  a 
part-time  basis. 


Mr.  Jones  is  an  engineer  by  training,  having 
received  his  B.S.E.  from  the  University  of  Wisconsin 
in  1923.  From  1917  to  1919  he  was  a member  of 
the  U.S.  Army  Medical  Corps  of  the  American 
Expeditionary  Force.  During  the  summers  of 
1921  and  1922  he  was  an  engineer  and  inspector  for 
the  Wisconsin  State  Highway  Commission.  He 
was  an  engineer  in  the  development  division  of 
Western  Electric  Company  in  1923  and  1924. 

In  the  latter  year  he  was  appointed  chief  engineer 
of  the  John  A.  Manning  Paper  Company,  Troy, 
New  York,  where  in  1926  he  was  advanced  to  general 
operating  superintendent.  In  1933  and  1934,  Mr. 
Jones  did  special  work  in  sales  engineering  and 
marketing  geography  for  the  Behr-Manning  Corpo- 
ration. This  work  was  in  addition  to  his  regular 
work  in  the  paper  mill. 

When  the  late  John  A.  Manning,  president  of  the 
Behr-Manning  Corporation  and  of  the  John  A. 
Manning  Paper  Company,  was  made  president  of 
Albany  Hospital  in  1930,  Mr.  Jones  became  Mr. 
Manning’s  consultant  and  adviser  at  the  hospital 
until,  in  1934,  he  went  to  the  hospital  on  a full- 
time basis;  he  was  appointed  director  in  1935. 

At  Albany  Hospital,  Mr.  Jones  raised  the  pro- 
fessional level  of  the  institution,  improved  its  per- 
sonnel practices,  strengthened  its  financial  position, 
and  promoted  a broad  public  relations  program. 
Under  his  supervision,  a $500,000  program  of  plant 
renovation  and  modernization  was  carried  out. 

He  has  been  an  active  member  of  the  regional, 
state,  and  national  hospital  associations  and  of  the 
American  College  of  Hospital  Administrators.  He  is 
one  of  the  founders  of  the  Associated  Hospital  Serv- 
ice of  the  Capitol  District,  the  Albany  Blue  Cross 
plan,  and  served  on  its  executive  committee  until 
going  to  Washington.  He  has  also  served  as 
chairman  of  the  Hospital  Council  of  Albany  and 
as  president  of  the  Northeastern  New  York  Hospi- 
tal Association. 


* Asterisk  indicates  that  item  is  from  local  newspaper. 
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In  modem  chemotherapy, 
the  question  of  drug  tox- 
icity is  assuming  ever-in- 
creasing importance,  and 
the  lack  of  any  serious 
toxic  effects  is  one  of  the 
definite  advantages  of 
Pyridium. 

Therapeutic  doses  of 
Pyridium  may  be  admin- 
istered for  symptomatic 
relief  with  complete  safe- 
ty throughout  the  course 
of  cystitis,  prostatitis, 
pyelonephritis,  and  ure- 
thritis. 

Literature  on  request 
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Mr.  Jones  served  for  five  years  as  chairman  of 
the  New  York  State  Hospital  Association  com- 
mittee on  social  welfare  laws  and  his  work  was 
largely  responsible  for  improved  relations  between 
hospitals  and  welfare  commissioners  and  for  in- 
creased rates  of  payment  for  the  care  of  indigents  in 
New  York  hospitals. 

In  the  American  Hospital  Association,  Mr.  Jones 
has  been  active  on  many  committees.  He  has  been 
a member  of  the  Latin-American  committee  since 
1937  and  has  been  an  alternate  in  the  A.H.A.  house 
of  delegates  since  1941.  He  has  been  chairman  of 
the  pharmacy  section  and  of  the  committee  on 
purchasing,  simplification,  and  standardization, 
as  well  as  a member  of  the  committee  on  fuel  econ- 
omy, repairs,  and  maintenance. — The  Modern 
Hospital 


Dr.  Cornelius  P.  Rhoads,  Director  of  the  Me- 
morial Hospital  for  the  Treatment  of  Cancer  and 
Allied  Diseases,  New  York,  has  been  given  leave 
of  absence  to  become  Chief  of  the  Medical  Division 
of  the  Chemical  Warfare  Service  of  the  U.S.  Army, 
with  the  rank  of  colonel. 

Dr.  Rhoads  is  Secretary  of  the  American  Society 
for  the  Control  of  Cancer,  and  has  been  a member 
of  the  board  since  March,  1940.* 


Major  Samuel  E.  Bilik,  chief  of  Physical  Therapy 
and  Rehabilitation  at  Oliver  General  Hospital, 
will  deliver  a series  of  lectures  on  various  aspects 
of  physical  therapy  to  third  and  fourth  year  stu- 
dents of  the  University  of  Georgia  Medical  School 
at  Augusta,  Ga. 


Dr.  Arthur  W.  Pense,  director  of  clinical  psychi- 
atry at  the  Utica  State  Hospital,  has  taken  up  the 
duties  of  deputy  medical  inspector. 

His  headquarters  will  be  at  80  Center  Street, 
Room  609,  New  York  City. 


Appointment  of  Miss  Eleanor  M.  Taylor  of  New 
York  City  as  medical  record  librarian  at  Glens 
Falls  Hospital  has  been  announced  by  Frederick  G. 
Bascom,  president  of  the  hospital  board  of  direc- 
tors. Miss  Taylor  assumed  her  duties  on  October 
1,  succeeding  Miss  Rosemary  Colvin,  who  resigned 
on  August  31  to  return  to  her  home  in  Troy,  after 
being  associated  with  the  local  hospital  for  seven 
years.  * 


Dr.  Lucy  Cobb,  who  in  private  life  is  Mrs.  John 
M.  Ross,  Utica  and  Clinton,  will  become  senior 
physician  in  the  Arizona  State  Hospital,  Phoenix, 
Nov.  1. 

Dr.  Cobb,  who  was  graduated  from  the  Syracuse 
University  School  of  Medicine  in  1933,  went  to 
Utica  that  year  to  serve  as  intern  in  the  Marcy 
State  Hospital. 

She  resigned  from  the  local  state  hospital  staff 
and  established  a private  office  there  after  her  mar- 
riage to  the  late  Mr.  Ross.  She  is  widely  known  as 
a psychiatrist.  * 


The  appointment  of  William  H.  Clayton,  of 
Kings  Park,  as  a member  of  the  Board  of  Visitors 
of  the  Kings  Park  State  Hospital  in  Kings  Park  for 
a seven-year  term  has  been  announced  by  Governor 
Thomas  E.  Dewey  at  Albany.  Mr.  Clayton  suc- 
ceeds Joseph  F.  O’Brien,  Patchogue  attorney,  whose 
term  expired  last  December.  * 


Dr.  Ronald  B.  Mershon,  cardiologist  and  psy- 
chiatrist at  the  Veterans’  Hospital  in  Canandaigua 
for  five  years,  has  resigned  to  go  to  Detroit,  where 
he  will  become  a member  of  the  staff  of  the  Henry 
Ford  Hospital,  specializing  in  internal  medicine. 
Dr.  Mershon  also  has  served  as  temporary  cardi- 
ologist at  the  F.  F.  Thompson  Hospital,  also  in 
Canandaigua,  since  July,  1942.* 


Mrs.  Genevieve  O’Brien  is  the  new  superintendent 
of  the  Saranac  Lake  General  Hospital. 

A graduate  of  the  local  schools,  Mrs.  O’Brien 
received  her  nursing  degree  from  the  Newark  City 
Hospital  in  Newark,  New  Jersey,  in  1926.  She 
served  for  six  years  as  floor  supervisor  in  the  Newark 
City  Hospital  and  for  three  years  in  the  Presby- 
terian Hospital  in  Newark. 

Later  she  went  to  the  Schenectady  County 
Tuberculosis  Hospital,  where  for  eight  years  she 
was  floor  supervisor.  Two  and  a half  years  ago, 
Mrs.  O’Brien  returned  to  Saranac  Lake  and  has 
been  a nurse  on  the  staff  of  the  local  hospital  since 
that  time.  * 


Dr.  Charles  Martin  of  Woodmere  has  been  ap- 
pointed acting  chief  of  pediatrics  at  South  Nassau 
Communities  Hospital. 

Dr.  Martin  replaces  Dr.  Herbert  Elias,  who  has 
enlisted  in  the  armed  forces.  Dr.  Harold  S.  Rubin, 
of  Hempstead,  and  Dr.  Eugene  A.  Stanchi,  of 
Freeport,  were  named  assistant  chiefs.* 


Newsy  Notes 


Mount  Vernon  Hospital  recently  announced  the 
inauguration  of  a Baby  Budget  Plan.  Its  main 
feature  is  a schedule  of  monthly  payments,  by- 
means  of  which  prospective  parents  desiring  semi- 
private accommodations  or  who  are  eligible  to 
receive  ward  care  may  make  advance  payments  to 
defray  anticipated  expenses  of  confinement.  Par- 
ents who  make  use  of  this  plan  realize  a saving  of 
more  than  7 per  cent  in  the  cost  of  ward  care  and 
of  nearly  6 per  cent  if  semiprivate  accommodations 
are  chosen.  No  provision  is  made  for  private 
patients. 


Mr.  Arthur  L.  Zerbey,  president  of  the  Board 
of  Managers  of  the  Hospital,  who  announced  the 
Baby  Budget  Plan,  explained  that  it  is  designed  to 
ease  the  financial  load  of  hospital  charges  at  the 
time  the  baby  arrives.  Deposits  made  under  this 
plan  would  be  immediately  refunded  upon  request 
any  time  during  the  payment  period. — Westchester 
Med.  Bull. 
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In  honor  of  her  daughter,  the  late  Mrs.  Esther 
Brody  Shapiro,  a memorial  gift  of  $500  was  presented 
to  the  Rockaway  Beach  Hospital  by  Mrs.  Jacob 
Brody.  The  hospital  recently  received  an  anony- 
mous gift  of  $800.* 


Bailey-Jones  Hospital  in  Ithaca  closed  on  Septem- 
ber 30  after  nearly  eleven  years  of  service.  * 


Sixteen  general  rotating  internships  are  now 
open  at  the  Hospital  for  Joint  Diseases  in  New 
York  City.  The  hospital  provides  maintenance, 
uniforms,  and  a stipend  of  $15  a month. 

About  6,000  patients  are  treated  annually,  around 
70  per  cent  of  whom  are  on  ward  service;  the  Out- 
patient Department  treats  about  700  daily,  and  the 
country  branch  has  accommodations  for  60  pa- 
tients. 

The  medical  and  surgical  services  include  surgery, 
urology,  proctology,  gynecology,  obstetrics,  ophthal- 
mology, otolaryngology,  orthopaedic  surgery,  neuro- 
surgery, medicine,  pediatrics,  neuropsychiatry, 
dermatology,  pathology,  chemistry,  bacteriology, 
radiology,  and  physical  therapy.  Upon  com- 
pletion of  the  internship,  interns  will  be  eligible 
as  residents  in  orthopaedic  surgery. 

Appointments  will  be  made  immediately,  upon 
receipt  of  the  applicant’s  credentials  and  qualifica- 
tions, for  three  interns  to  begin  April  1,  1944,  four 
to  begin  July  1,1944,  four  to  start  October  1,  1944, 
and  five  to  begin  January  1,  1945.  The  appoint- 
ments are  for  nine  months’  internship;  half  of  the 
number  appointed  may  be  permitted  to  continue  as 
junior  residents  for  another  nine  months.  Four  of 
these  may  then  remain  as  senior  residents  for  nine 
months. 

Applications  should  be  addressed  to  the  Director, 
Hospital  for  Joint  Diseases,  1919  Madison  Avenue, 
New  York  35,  New  York. 


The  first  of  a series  of  weekly  scientific  meetings 
at  the  120th  Station  Hospital  located  “somewhere 
in  England”  was  held  on  August  27,  1943.  Capt. 
J.  D.  Matis  spoke  on  “Diagnostic  Limitations  of 
Electrocardiography,”  stressing  the  problems  as 
seen  in  a military  hospital.  The  next  meeting,  held 
on  September  3,  1943,  had  as  the  topic  “Anesthesia 
in  a Military  Hospital”  and  was  given  by  Lt.  M.  F. 
Leeds,  chief  of  anesthesia  section  of  the  hospital. 
Lieutenant  Leeds  recently  returned  to  the  unit 
after  a study  of  anesthesia  methods  at  English 
hospitals. 

The  120th  Station  Hospital  was  organized  at 
Camp  Barkeley,  Texas,  under  the  direction  of  Col. 
Joseph  Haas,  formerly  of  the  staffs  of  Harlem 
and  Mount  Sinai  Hospitals  in  New  York  City. 
The  organization  is  now  located  on  a fine  country 
estate  and  occupies  a well-equipped  and  well- 
planned  hospital  site.  It  is  getting  an  early  start 
in  making  itself  known  as  an  efficient  military  in- 
stitution for  the  care  of  sick  and  wounded.  The 
following  medical  officers  are  from  New  York  State: 
Col.  Joseph  Haas,  Maj.  W.  H.  Le  Strange,  Capt.  W. 
Goldfarb,  Capt.  J.  D.  Matis,  and  Lt.  Z.  Yarchoan, 
of  New  York  City;  Maj.  V.  Cohen,  of  Buffalo;  and 
Lt.  L.  A.  Pagnillo,  of  Yonkers.  Lt.  M.  Rindsberg 
and  Lt.  S.  Egert  are  Medical  Administrative 
Officers  who  come  from  New  York  City. 


White  Plains  Hospital  has  recently  completed 
the  training  of  eight  local  business  men  who  have 
gone  through  a twenty  hour  course  and  thirty  hours 
of  service  to  qualify  as  hospital  orderlies.  These 
men  were  awarded  certificates  by  Mayor  C.  T.  S. 
Fish  of  White  Plains,  as  members  of  the  Volunteer 
Orderly  Corps,  a branch  of  the  National  Civilian 
Service  Corps.  Eight  other  local  business  men  who 
have  completed  the  course  but  have  not  yet  had 
experience  received  sleeve  insignias. 


The  late  Israel  Katz,  one  of  the  founders  of  the 
Monticello  Hospital,  bequeathed  the  institution 
$100.* 


Sports  events  and  other  spectacles  staged  in 
Madison  Square  Garden  in  New  York  City  will  be 
televised  by  the  National  Broadcasting  Company. 
The  telecasts  will  be  noncommercial,  and  will  be 
chiefly  for  the  enjoyment  of  wounded  servicemen 
in  hospitals  in  the  New  York  area. 

Television  receivers  have  been  installed  by  the 
NBC  in  the  Halloran  General  Hospital,  Staten 
Island,  and  the  Naval  Hospital,  St.  Albans,  Queens, 
and  will  be  placed  as  soon  as  possible  in  the  Tilton 
General  Hospital,  Fort  Dix,  New  Jersey,  the  Naval 
Hospital  in  Brooklyn,  and  the  naval  convalescent 
hospital  at  Harriman,  New  York.  Because  no 
television  receivers  have  been  made  in  this  country 
since  the  United  States  entered  the  war,  officials 
of  the  network  are  donating  their  personal  sets  to  the 
hospitals. 

Within  the  local  television  area  of  seventy-five 
miles,  the  telecasts  will  be  carried  by  the  NBC’s 
Station  WNBT,  with  rebroadcasts  through  Sta- 
tion WPTZ  in  Philadelphia  and  Station  WTRGB 
in  Schenectady,  it  was  announced.  George  Put- 
nam, radio  news  commentator,  will  serve  as  master 
of  ceremonies. 

The  first  program  was  a telecast  of  the  rodeo 
which  was  staged  at  the  Garden  on  October  25.  Sub- 
sequent shows  will  include  fights,  track  meets,  and 
basketball  and  hockey  games.  Army  and  Navy 
medical  and  recreation  officers  have  expressed  their 
approval  and  appreciation  of  the  plan,  which  will 
be  without  cost  to  the  Government,  the  NBC  said. 


Among  the  first  gifts  to  the  United  Hospital  Fund 
of  New  York  were  one  of  $50,000  from  Mrs.  Charles 
S.Payson  of  New  York  City,  one  of  $10,000  from 
John  D.  Rockefeller,  Jr.,  and  one  of  $10,000  from 
The  Charles  Hayden  Foundation.* 


Wyckoff  Heights  Hospital  in  Brooklyn  has  won 
the  annual  national  award  offered  by  the  American 
Hospital  Association  to  the  hospital  having  the 
best  public  relations  program  and  presenting  the 
best  educational  program  to  the  public  on  National 
Hospital  Day.  The  award  was  presented  to  the 
hospital  at  the  annual  convention  of  the  American 
Hospital  Association  held  in  Buffalo  in  October.* 


Hudson  River  State  Hospital  employees  associa- 
tion gave  a farewell  party  for  Dr.  William  J.  Thomp- 
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son,  retiring  senior  assistant  physician  of  the  hos- 
pital, and  Mrs.  Thompson,  on  September  24. 

Gifts  of  war  bonds  and  stamps  were  presented 
to  the  couple.  * 


A campaign  for  funds  to  erect  the  remaining 
buildings  planned  for  St.  Jerome’s  Hospital  after 
the  war  will  be  launched  in  Batavia  on  November 
14.* 


Many  hospitals  have  not  returned  the  question- 
naire recently  sent  out  by  the  Procurement  and 
Assignment  Service.  If  this  questionnaire  is  not  re- 
turned immediately,  hospitals  will  have  to  be  ap- 
praised on  the  basis  of  old  information  and  there- 
fore will  not  receive  as  satisfactory  allocation  of 
house  staff.  Prompt  returns  are  imperative. — 
J.A.M.A.,  September  25 


“Hospitals  in  Buffalo  and  Erie  County  are  well 
managed,  well  run,  and  meet  the  requirements  for 
top-ranking  institutions,”  Everett  W.  Jones,  chief 
hospital  consultant  of  the  War  Production  Board  in 
Washington,  told  members  of  the  Buffalo  Lions 
Club  on  September  13.  Close  inspection  of  local 
hospitals  places  them  among  the  foremost  in  the 
country,  he  declared.* 


The  United  Hospital  Fund  of  New  York  has  issued 
a survey  that  reveals  how  New  York  City’s  volun- 
tary, nonprofit  hospitals  have  contributed  to  the 
nation’s  armed  forces.  The  survey  disclosed  that 
from  the  seventy-six  fund-member  hospitals  9,474 
persons  have  moved  to  training  areas  and  battle 
stations  since  our  entry  into  the  war  (as  of  Septem- 
ber 25). 

Of  this  number  5,243  were  doctors,  2,005  nurses, 
and  2,228  skilled  or  unskilled  hospital  personnel, 
the  survey  said.  Casualty  reports  to  date  show  that 
twenty-five  of  the  doctors  have  been  killed  in  action, 
eighteen  wounded,  and  six  reported  as  missing. 
Three  nurses  have  been  killed,  a fourth  has  been 
wounded  and  a fifth  is  missing.  Of  the  other 
workers,  seven  have  been  killed  and  one  wounded. 

A score  or  more  of  citations  and  decorations 
“testify  to  the  gallantry  of  others  who  left  New 
York’s  voluntary  hospitals  to  minister  to  and  guard 
the  health  of  America’s  fighting  men,”  the  survey 
said.  * 


Hospital  visitors  are  now  rationed  in  seventy-six 
voluntary  New  York  City  hospitals. 

This  move  is  for  the  best  interest  of  the  patient. 
Guiding  visitors  to  rooms  and  seeing  that  they  obey 
regulations  and  leave  when  they  should  takes  the 
time  of  hospital  workers.  Visitors  also  interrupt 
nursing  care.  In  ordinary  times  hospitals  were 
glad  to  arrange  schedules  to  permit  a maximum  of 
social  life  for  the  patient.  Now  conditions  beyond 
their  control  make  it  necessary  to  impose  wartime 
restrictions.  * 


Allotment  of  $6,744,058  to  122  additional  schools 
of  nursing  to  train  12,620  student  nurses  in  the 


United  States  cadet  nurses  training  program  has 
been  announced  by  Dr.  Thomas  Parran,  Surgeon 
General  of  the  United  States  Public  Health  Service 
on  September  18. 

Dr.  Parran  said  the  allotment  brought  the  total 
fund  earmarked  for  nurses’  training  to  $27,492,231 
distributed  among  415  schools  of  nursing.  The 
schools  will  train  51,480  student  nurses,  of  whom 
24,309  are  new  recruits  and  27,171  are  second  and 
third-year  students  already  in  training. 

The  cadet  nurse  corps  funds  provide  tuition,  fees, 
maintenance,  uniform,  and  a monthly  allowance  for 
the  cadets. 

Miss  Lucille  Petry,  director  of  nurse  education  of 
the  Public  Health  Service,  said  that  the  program 
would  continue  to  expand  and  that  the  corps  would 
need  at  least  65,000  new  nurse-trainees  during  the 
present  fiscal  year. 

Allotments  on  September  18  and  the  number  of 
nurses  to  be  trained  in  each  school  included : 

New  York — New  York  Department  of  Hospitals, 
including  Kings  County,  Metropolitan,  Harlem, 
Cumberland,  Bellevue,  and  Fordham,  1,040;  Lin- 
coln Hospital,  New  York  City,  65;  Vassar  Brothers 
Hospital,  Poughkeepsie,  153;  Kingston  Hospital, 
Kingston,  58;  Our  Lady  of  Victory  School  of  Nurs- 
ing, Kingston,  69;  Rochester  State  Hospital, 
Rochester,  29;  Schenectady  Hospital  Association 
Training  School  for  Nurses,  Schenectady,  55; 
Adelphi  College,  Garden  City,  194;  White  Plains 
Hospital,  White  Plains,  4.* 


A campaign  to  bring  back  into  hospitals  nurses 
who  have  left  their  profession  for  more  remunerative 
war  jobs  was  opened  at  a meeting  of  a special  com- 
mittee of  the  New  York  State  Nurses  Association, 
held  at  the  Lenox  Hill  Hospital  on  September  29.* 


Girl  and  Boy  Scouts  are  preparing  to  do  volunteer 
work  in  New  York  hospitals. 

The  Scouts  assist  with  many  types  of  work  and 
are  found  useful  in  many  fields.  They  serve  as 
messengers,  receptionists,  traffic  officers,  and  switch- 
board operators.  They  clean  and  replace  test 
tubes  and  vials  and  prepare  this  equipment  for  ex- 
periments. They  do  clerical  work,  keep  files,  and 
assist  patients  in  many  ways. 

Boy  Scout  aid  is  so  desired  that  one  hospital 
has  requested  a staff  of  seventy  daily,  it  is 
announced;  this  has  relieved  technicians  for  more 
difficult  work.  Last  August,  he  said,  100  Scouts 
served  two  days  a week,  three  hours  a day.  The 
closing  of  Scout  camps  made  it  possible  for  100  more 
to  engage  in  this  activity. 

The  Girl  Scouts  will  serve  as  aides  in  occupational 
therapy,  and  thus  put  to  practical  use  the  training 
that  they  already  have  in  arts  and  crafts.  This 
project  has  the  approval  of  the  American  Associa- 
tion of  Occupational  Therapists,  which  will  assist 
by  training  troop  leaders  in  duties  required  of  the 
girls. 

By  the  beginning  of  the  year  members  of  the 
troops  will  be  ready  to  begin  their  work,  which  will 
be  largely  with  children  and  convalescents.  All  the 
girls  enlisted  as  aides  will  learn  hospital  procedures 
and  will  work  under  direct  supervision  of  trained 
therapists. 

A third  group  cooperating  in  the  program  is  the 
Boys  Clubs  of  America,  which  has  offered  to  assist 
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• Each  enteric  coated  tablet  of  IMMUNOVAC 
Cold  Vaccine,  for  oral  use,  represents: 

WHOLE  KILLED  BACTERIA 

Pneumococcus  (Diplococcus 

pneumoniae)  30,000  million 

Streptococcus  (hemolytic  and 

non-hemolytic) 15,000  million 

Hemophilus  influenzae 2,500  million 

Neisseria  catarrhalis 2,500  million 

Staphylococcus,  aureus  and  albus 3,000  million 

Klebsiella  pneumoniae  (Friedlander 

bacillus) 1,000  million 

Corynebacterium  pseudodiphthericum 

(pneudodiphtheria  bacillus) 1,000  million 

ECTO-ANTIGENS 

Pneumococcus  (Diplococcus 

pneumoniae)  2,000  million 

Streptococcus  (hemolytic  and 

non-hemolytic) 2,000  million 

Hemophilus  influenzae  2,000  million 

Neisseria  catarrhalis 2,000  million 

Staphylococcus,  aureus  and  albus 2,000  million 

*TRADE-MARKS  REG.  U.  S.  PAT.  OFF. 


• IMMUNOVAC  prophylactic  therapy 
seeks  to  reduce  the  incidence  and 
severity  of  symptoms  of  the  common 
cold  and  other  respiratory  infections. 
This  year,  of  all  years,  your  patients 
must  avoid  colds,  if  at  all  possible,  in 
order  to  stay  well  and  "on  the  job" 
producing  the  materials  for  victory. 

• One  tablet  of  IMMUNOVAC  Cold 
Vaccine,  Oral,  each  morning  (prefer- 
ably taken  on  an  empty  stomach)  for 
seven  consecutive  days,  constitutes  the 
initial  step  in  immunization.  To  aug- 
ment and  maintain  immunity,  two  tab- 
lets are  taken  weekly  throughout  the 
cold  season. 

IMMUNOVAC  Cold  Vaccine,  enteric 
coated  tablets  for  oral  use,  is  avail- 
able in  bottles  of  20,  100,  and  500 
enteric-coated  tablets. 

IMMUNOVAC  Cold  Vaccine,  Paren- 
teral, is  available  in  10-cc.  vials. 


PARKE,  DAVIS  & COMPA 

DETROIT,  MICHIGAN 
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[Continued  from  page  2112] 

by  constructing  the  looms  used  in  weaving,  bed 
trays,  frames  for  hooked  rugs  or  embroidery,  and 
other  equipment.  * 


The  British  War  Relief  Society  of  America  has 
presented  the  sum  of  $120,000  to  the  Queen  Victoria 
Cottage  Hospital  at  East  Grinstead,  Sussex,  Eng- 
land, according  to  press  releases  received  in  New 
York. 

Clark  H.  Minor,  president  of  the  Society,  said 
that  the  gift  marked  the  completion  of  the  hospital’s 
fourth  year  of  operation. 

The  hospital  specializes  in  plastic  surgery,  and 
the  American  gift  will  provide  a much-needed  new 
operating  clinic.  This  will  be  a permanent  memo- 
rial to  the  Society’s  work,  which,  Mr.  Minor  said, 
has  brought  Britain  and  the  United  States  into  close 
cooperation  and  friendship  during  the  war.  The 
majority  of  the  patients  to  be  treated  at  the  new 
clinic  will  be  airmen  who  have  suffered  facial  scars 
in  operational  flights. 


In  spite  of  the  wartime  shortage  of  trained  per- 
sonnel and  necessary  supplies,  the  triennial  report  of 
the  Memorial  Hospital  for  the  Treatment  of  Cancer 
and  Allied  Diseases,  in  New  York  City,  shows  that 
the  hospital  has  not  only  carried  on  its  work  but  has 
also  expanded  its  study  of  research,  treatment,  and 
prevention. 

During  1942  the  hospital  had  its  most  active  year, 
with  13,629  patients  admitted,  11,143  patients 
operated  upon,  and  319  patients  treated  in  the 
children’s  cancer  ward,  the  only  one  of  its  kind  in 
the  world. 

The  goal,  set  forth  in  the  report,  is  a chemical  cure 
and  the  prevention  of  cancer.  Encouraging  steps 
have  been  taken  toward  that  goal  by  members  of  the 
staff  during  the  last  three  years. 


At  a meeting  of  its  board  of  directors  recently, 
the  Southampton  Hospital  decided  to  join  the  new 


United  States  Cadet  Nurse  Corps  project,  on  behalf 
of  the  school  of  nursing.  Applicants  are  being  ac- 
cepted for  the  course  beginning  this  fall. 


Benefit  card  parties  have  been  responsible  re- 
cently for  an  increase  in  the  funds  of  several  hos- 
pitals. Among  them  are  the  Stamford  Hospital, 
whose  Ladies’  Auxiliary  turned  over  to  it  $205  after 
a card  party  on  August  18,  and  the  Mahopac 
Emergency  Hospital,  which  received  the  money 
cleared  on  a series  of  benefit  parties. 


Publication  of  a four-page  bulletin  has  been  initi- 
ated by  the  Children’s  Hospital  Aid  Association  of 
Buffalo  for  the  purpose  of  keeping  members  and 
others  in  closer  touch  with  the  activities  of  the 
association. 

As  yet  unnamed,  the  bulletin’s  title  will  be  chosen 
from  suggestions  sent  in  by  readers.  A prize  of  $10 
in  war  stamps  will  be  awarded  to  the  winner. 

The  first  issue  of  the  bulletin  contains  accounts  of 
the  hospital’s  blood  bank  and  mothers’  milk  bank 
and  also  contains  a brief  history  of  the  hospital’s 
fifty  years  of  progress. 


Because  of  wartime  conditions,  the  doors  of  the 
old  building  of  the  Lebanon  Hospital  in  the  Bronx 
were  closed  at  the  end  of  August,  marking  the  dis- 
continuation of  the  oldest  volunteer  hospital  in  the 
Bronx.  The  closing  came  a little  more  than  a month 
after  the  new  Lebanon  Building  had  been  taken  over 
for  use  by  the  Wacs. 


The  new  Army  General  Hospital  in  Atlantic  City 
is  now  housing  several  hundred  new  patients. 
Wounded  on  various  fronts,  including  Sicily,  the 
men  were  transferred  to  Atlantic  City  from  Halloran 
General  Hospital,  Staten  Island.  * 


LONG  ISLAND  COLLEGE  FUND  OVERSUBSCRIBED 


The  first  annual  development  fund  appeal  re- 
cently completed  by  the  Long  Island  College  of 
Medicine,  Brooklyn,  New  York,  raised  $42,118. 
The  goal  of  the  fund  was  $40,000.  Approximately 
eleven  hundred  gifts  were  made. 

This  report  was  made  at  the  meeting  on  Septem- 
ber 28  of  the  College’s  Board  of  Trustees,  of  which 
Dr.  Frank  L.  Babbott,  former  president  of  the  Col- 
lege, is  chairman.  The  chairman  of  the  development 
fund  committee,  Dr.  Nathaniel  P.  Rathbun,  alum- 
nus of  the  class  of  1898  and  member  of  the  Board  of 
Trustees,  delivered  the  report. 

Dr.  Charles  A.  Gordon  headed  the  division  of  the 
medical  profession  in  the  development  fund  effort, 
and  Dr.  George  Freiman,  class  of  1914,  Dr.  Fedor 
L.  Senger,  1912,  and  Dr.  John  J.  Wittmer,  1922,  were 
vice-chairmen  in  charge  of  alumni  contributions. 


The  development  fund  will  be  used  to  pay  larger 
professional  salaries,  to  provide  departments  with 
more  technical  assistance,  and  to  strengthen  the 
teaching,  research,  and  service  program  in  other 
ways.  A committee  of  nearly  two  hundred  under 
Dr.  Rathbun’s  leadership  sought  contributions 
from  business  firms,  members  of  organized  groups, 
and  the  general  public,  as  well  as  members  of  the 
medical  profession.  Gifts  from  business  interests 
totaled  $13,158.  Contributions  by  the  general 
public  totaled  $18,592,  and  the  medical  profession 
gave  $10,368. 

The  effort  represented  the  first  step  toward  build- 
ing up  an  annual  fund  of  at  least  $300,000  to  be  de- 
voted to  the  College’s  educational  program.  Plans 
for  the  development  program  were  announced  last 
spring  by  Dr.  Jean  A.  Curran,  president. 
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Rapid  "Itomach  acidity 


Wreamalin  promptly  reduces  stomach  acidity.  Moreover, 
the  antacid  effect  is  sustained. 


With  Creamalin  there  is  no  compensatory  reaction  by  the 
gastric  mucosa  and  no  oversecretion  of  hydrochloric  acid, 
furthermore,  there  is  no  risk  of  producing  alkalosis. 

When  employed  with  an  ulcer  regimen,  Creamalin  often 
induces  unusually  rapid  healing  of  peptic  ulcer. 


Supplied  in  8 oz.,  12  oz,  and  I pint  bottles 


ALUMINUM  HYDROXIDE  GEL 

cAlkaline  cAntcicid  Tjlierapy 


WINTHROP  CHEMICAL  COMPANY,.  INC. 

Pharmaceuticals  of  merit  for  the  physician 


NEW  YORK,  N.  Y. 


WINDSOR,  ONT. 


Health  News 


Public  Health  Association  Holds  Wartime 
Conference 

The  Wartime  Public  Health  Conference  of  the 
American  Public  Health  Association  was  held  on 
October  11  to  14  at  the  Hotel  Pennsylvania  in  New 
York  City.  More  than  3,000  authorities  on  public 
health,  including  leaders  in  the  Army,  Navy,  and  the 
United  States  Public  Health  Service,  as  well  as  many 
leading  representatives  from  the  United  Nations, 
participated  in  the  comprehensive  program  of  scien- 
tific sessions  and  discussions. 

The  conference  adopted  the  slogan  ‘'Health  Is 
Global”  to  point  up  the  necessity  for  coping  with 
health  problems  from  the  international  as  well 
as  from  the  national  point  of  view. 

Meetings  of  the  Public  Health  Association’s 
governing  council,  the  American  School  Health 
Association,  and  the  American  Social  Hygiene 
Association  were  held  in  conjunction  with  the  Con- 
ference. There  was  a symposium  on  cancer  con- 
trol, and  conferences  of  state  and  provincial  public 
health  laboratory  directors,  state  sanitary  engineers, 
and  teachers  of  preventive  medicine,  and  an  inter- 
American  conference  on  health  education.  Dr. 
Clarence  C.  Little,  managing  director,  American 
Society  for  the  Control  of  Cancer,  delivered  an  ad- 
dress on  cancer  research. 

Mayor  Fiorello  H.  La  Guardia  addressed  the 
general  session.  Dr.  Ernest  L.  Stebbins,  New 
York  City  Commissioner  of  Health,  and  Dr.  Edward 
S.  Godfrey,  Jr.,  New  York  State  Commissioner  of 
Health,  delivered  addresses  of  welcome.  Dr. 
Felix  J.  Underwood,  Secretary  of  the  State  Board  of 
Health,  of  Jackson,  Missouri,  and  president-elect 
of  the  Public  Health  Association,  spoke  on  “Plan- 
ning Today  for  Public  Health  Administration 
Tomorrow.” 

Brig.  Gen.  David  N.  W.  Grant,  air  surgeon  of  the 
Army,  addressed  the  meeting  on  the  convalescent 
and  rehabilitation  training  program  in  the  Army 
Air  Force.  Homer  Folks,  secretary  of  the  State 
Charities  Aid  Association,  spoke  on  “Health  is 
Social  Security.”  Lt.  Col.  Arthur  P.  Long,  of  the 
Office  of  the  Surgeon  General,  Army  Service  Forces, 
had  as  his  subject  “immunization  in  the  Army.” 
Professor  Y.  P.  Sydenstricker  of  the  University  of 
Georgia  School  of  Medicine  led  the  panel  in  the 
maternity  and  child  health  sections. 

Dr.  Thomas  Parran,  Surgeon  General,  Public 
Health  Service,  addressed  the  meeting  on  “Strategy 
Against  Global  Spread  of  Disease,”  and  urged  the 
establishment  as  soon  as  possible  of  a permanent 
international  health  organization. 

Dr.  W.  A.  Sawyer,  director  of  the  International 
Health  Division,  Rockefeller  Foundation,  discussed 
the  possible  danger  of  the  introduction  of  yellow 
fever  and  classic  typhus  in  the  United  States.  Prof. 
Henry  E.  Meleney  of  New  York  University  College 
of  Medicine  described  public  health  aspects  of  cer- 
tain helminthic,  protozoan,  and  mycotic  infections, 
resulting  from  the  war.  Dr.  Martha  M.  Eliot, 
assistant  chief,  Children’s  Bureau,  Department  of 


Labor,  reported  on  a year’s  experience  with  the  ad- 
ministration by  public  health  agencies  of  a medical 
care  program  for  wives  and  infants  of  men  in 
service. 

The  first  report  on  the  results  of  penicillin  treat- 
ment in  early  syphilis  was  presented  by  Dr.  John 
W.  Mahoney,  director,  Venereal  Disease  Research 
Laboratory,  Marine  Hospital,  Staten  Island.  Dr. 
Hugh  Macdonald  Sinclair,  Dean  of  Arts,  Magdalen 
College,  Oxford  University,  spoke  on  “Wartime 
Nutrition  in  England  as  a Public  Health  Measure.” 
Dr.  Felix  Hurtado,  Under-Secretary  of  Health, 
Cuba,  discussed  “Hemispheric  Horizons  for  the 
Future,”  and  Dr.  Frank  G.  Boudreau,  director, 
Milbank  Memorial  Fund,  addressed  the  meeting  on 
the  food  and  nutrition  policy  here  and  abroad. 

Dr.  Allen  W.  Freeman,  professor  of  public  health 
administration,  Johns  Hopkins  University,  and  pres- 
ident of  the  American  Public  Health  Association, 
presided  at  the  general  session.  Dr.  Frank  A. 
Calderone,  deputy  commissioner,  New  York  City 
Department  of  Health,  is  chairman  of  the  war  health 
information  committee. 

Because  disease  knows  no  boundaries  and  the  air 
plane  has  made  close  neighbors  of  even  most  dis- 
tant countries,  Dr.  Calderone  said,  health  directors 
of  the  United  States  and  the  United  Nations  are 
eager  to  join  hands  in  the  fight  against  disease  where- 
ever  it  exists. 

The  health  directors  of  Great  Britain,  the  Soviet 
Union,  China,  Egypt,  Australia,  and  seven  Latin- 
American  countries,  Dr.  Calderone  announced, 
have  sent  messages  urging  “thinking  of  health 
protection  in  international  terms  to  forestall  break- 
downs in  public  health  that  may  reach  catastrophic 
global  dimensions  as  a direct  result  of  the  devasta- 
tion caused  by  the  war.” 

The  newly  organized  School  Health  section  of  the 
American  Public  Health  Association  met  on  October 
12.  Workshops  have  been  set  up  to  study  the  prob- 
lems of  school  health  in  rural  communities,  small 
towns,  and  cities.  A child  care  program  was  urged 
by  Dr.  Leona  Baumgartner,  chairman  of  the  school 
health  section. 


Dental  Hygienists  Sought  by  Department 
of  Health 

Commissioner  Ernest  L.  Stebbins  has  announced 
that  an  opportunity  to  cooperate  in  an  educational 
and  controlled  dental  program  is  being  offered  by  the 
Department  of  Health  to  dental  hygienists.  At 
present  there  are  15  vacancies,  throughout  the  five 
boroughs,  for  dental  hygienists  who  are  licensed 
and  registered  in  New  York  State.  Experience  is 
not  essential. 

The  positions  pay  $1,260  a year  to  start,  with 
sick  leave  and  vacations.  Application  should  be 
made  to  Dr.  Harry  Strusser,  Chief,  Dental  Division, 
Room  322,  Health  Building,  125  Worth  Street, 
Manhattan.  Telephone  WOrth  2-6900,  Extension 
232. 


OH  MY! 

The  man  who  was  notorious  for  absentmindedness  anything  all  morning.” 
smiled  up  at  the  boss : “Well,  I guess  I am  surprising  “No,”  growled  the  boss,  unimpressed,  “but  I 
everybody  today.  I haven’t  mislaid  or  overlooked  just  want  to  remind  you  that  this  was  your  day  off.” 
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THE  FIRST  REAL  SHOES 


The  first  steps  of  babies  mean  that  they  are  coming  of  age — of  an  age  when 
greater  care  in  the  choice  of  footwear  must  be  taken,  for  the  first  "real  shoes" 
will  play  an  important  role  in  developing  posture  and  good  healthy  feet  for  the 
future. 

The  Pediforme  sizes  for  the  youngest  members  of  the  family  are  not  merely 
shoes  of  graded  widths  and  lengths — they  have  been  designed  to  fit  individual 
requirements  to  assure  strong  support  yet  freedom  for  natural  growth. 

Your  youngest  patients  should  have  the  lasting  benefit  of  Pediforme  shoes. 


3 Pediforme 

O O T W E A R 

MANHATTAN,  36  West  36th  St.  NEW  ROCHELLE,  545  North  Ave. 

BROOKLYN,  322  Livingston  St.  EAST  ORANGE,  29  Washington  PI. 
843  Flatbush  Ave. 

HEMPSTEAD,  L.  I.,  241  Fulton  Ave.  HACKENSACK,  299  Main  St. 


A SHOE  FOR 
EVERY  MEMBER  OF 
THE  FAMILY. . . A SHOE 
FOR  EVERY  INDIVIDUAL 
REQUIREMENT. 


ANOTHER  REASON  FOR 


% I 

Samples  on  request . 
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\/7  Chi fc/ren's  Si;r*engtfi 

The  same  clinically-proven  formula*  supplied  for  treat- 
ment of  Bronchial  Asthma  and  certain  other  allergies 
in  adult  cases,  is  now  available  in  a milder  potency  for 
children. 

Supplied  in  capsules  only  for  children — each  capsule  con- 
tains 1 1/2  grs.  of  Theophylline  Sodium  Acetate,  ^ gr.  of 
Ephedrine  Sulfate  and  I/4  gr.  of  Phenobarbitol  Sodium. 
Available  on  prescription  only  in  bottles  of  1 00  capsules. 

*A  New  Type  of  Medication  to  be  used  in  Bronchial  Asthma  and 
other  Allergic  Conditions. — New  Eng.  J.  Med.  223:843-846,  1940. 


BREWER  <r  COMPANY,  INC.  Worcester 

Pharmaceutical  Chemists  Since  1852  Massachusetts 


Books 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  baaed  on  merit  and  interest  to  our  readers. 


RECEIVED 


Reconstructive  Surgery  of  the  Eyelids.  By 

Wendell  L.  Hughes,  M.D.  Quarto  of  160  pages, 
illustrated.  St.  Louis,  C.  V.  Mosby  Co.,  1943. 
Cloth,  $4.00. 

Oral  Diagnosis.  By  Kurt  H.  Thoma,  D.M.D. 
Second  edition,  revised.  Octavo  of  495  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Co.,  1943. 
Cloth,  $6.75. 

A Guide  to  Practical  Nutrition.  A series  of  ar- 
ticles on  nutrition  sponsored  by  the  Committee  on 
Nutrition  and  Deficiency  Diseases  of  the  Phila- 
delphia County  Medical  Society.  Edited  for  the 
Committee  by  Michael  G.  Wohl,  M.D.,  and  John  H. 
Willard,  M.D.  Octavo  of  98  pages.  Reprinted 
from  Philadelphia  Medicine,  1941-1942.  Phila- 
delphia, Philadelphia  County  Medical  Society, 
1943. 

Nervousness,  Indigestion  and  Pain.  By  Walter 

C.  Alvarez,  M.D.  Octavo  of  488  pages.  New 
York,  Paul  B.  Hoeber,  Inc.,  1943.  Cloth,  $5.00. 

Biochemistry  for  Medical  Students.  By  William 
Veale  Thorpe.  Third  edition.  Octavo  of  476  pages 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1943.  Cloth,  $4.50. 

Proceedings  of  the  Rudolf  Virchow  Medical  So- 
ciety in  the  City  of  New  York.  Volume  1,  1942 
Edited  by  the  Publication  Committee:  Franz  M. 

Groedel,  M.D.,  and  Bruno  Kisch,  M.D.  Octavo  of 
72  pages.  New  York,  Brooklyn  Medical  Press, 
Inc.,  1943.  Paper,  $1.00. 

An  Introduction  to  Medical  Mycology.  By  George 
M.  Lewis,  M.D.,  and  Mary  E.  Hopper,  M.S.  Oc- 
tavo of  342  pages,  illustrated.  Chicago,  The  Year 
Book  Publishers,  1943.  Cloth,  $6.50. 

The  Mind  of  the  Injured  Man.  By  Joseph  L. 
Fetterman,  M.D.  Octavo  of  260  pages,  illustrated. 
Chicago,  Industrial  Medicine  Book  Co.,  1943. 
Cloth,  $4.00. 

Handbook  of  Tropical  Medicine.  By  Alfred  C. 
Reed,  M.D.,  and  J.  C.  Geiger,  M.D.  16  mo.  188 
pages.  California,  Stanford  University  Press,  1943. 
Paper,  $1.50. 


Fundamental  Exercises  for  Physical  Fitness. 

By  Claire  Colestock  and  Charles  L.  Lowman,  M.D. 
Octavo  of  314  pages,  illustrated.  New  York,  A.  S. 
Barnes  & Co.,  1943.  Paper. 

The  Compleat  Pediatrician.  By  Wilburt  C. 
Davidson,  M.D.  Fourth  edition.  Octavo  of  256 
pages.  Durham,  N.  C.,  Duke  University  Press, 
1943.  Cloth,  $3.75. 

Synopsis  of  Tropical  Medicine.  By  Sir  Philip 
Manson-Bahr,  M.D.  Duodecimo  of  224  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1943.  Cloth,  $2.50. 

Microscopic  Technique  in  Biology  and  Medicine. 

By  E.  V.  Cowdry.  Octavo  of  206  pages.  Balti- 
more, Williams  & Wilkins  Co.,  1943.  Cloth,  $4.00. 

Body  Poise.  By  Walter  Truslow,  M.D.  Octavo 
of  312  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1943.  Cloth,  $4.50. 

Fractures  and  Dislocations  for  Practitioners.  By 

Edwin  O.  Geckeler,  M.D.  Third  edition.  Octavo 
of  361  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1943.  Cloth,  $4.50. 

The  Medical  Clinics  of  North  America.  Boston 
Number.  September,  1943.  Octavo  of  245  pages. 
Philadelphia,  W.  B.  Saunders  Co.,  1943.  Six 
numbers  a year.  Cloth,  $16  net;  paper,  $12  net. 

Micrurgical  and  Germ-Free  Techniques.  Their 
Application  to  Experimental  Biology  and  Medicine. 

A Symposium.  Edited  by  James  A.  Reyniers. 
Octavo  of  274  pages,  illustrated.  Springfield,  111., 
Charles  C Thomas,  1943.  Cloth,  $5.00. 

Biomicroscopy  of  the  Eye.  Volume  1.  By  M.  L. 
Berliner,  M.D.  Quarto  of  709  pages,  illustrated, 
including  40  pages  of  color  plates.  New  York,  Paul 
B.  Hoeber,  Inc.,  1943.  Cloth,  $17.50. 

Clinical  Diagnosis  by  Laboratory  Examinations. 

By  John  Kolmer,  M.D.  Octavo  of  1,239  pages, 
illustrated.  New  York,  D.  Appleton-Century  Co., 
Inc.,  1943.  Cloth,  $8.00. 


REVIEWED 


Atlas  of  Obstetric  Technic.  By  Paul  Titus,  M.D. 
Octavo  of  180  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1943.  Cloth,  $7.00. 

As  stated  by  the  author,  “the  scope  of  the  book 
is  broad  so  that  it  may  be  of  interest  to  both  the 
general  practitioner,  as  also  to  the  specialist.” 
This  is  largely  accomplished,  for  the  text  covers  all 
phases  of  obstetric  operations. 

In  the  treatment  of  a twisted  ovarian  cyst  com- 
plicating pregnancy  the  author  frequently  conserves 
the  tube  on  the  affected  side.  The  chapter  on 
abortion  is  most  thorough  and  includes  illustrations 
of  anterior  vaginal  hysterotomy.  Ectopic  preg- 
nancy is  reviewed  along  conservative  lines.  Induc- 
tion of  labor  by  the  bougie  bag  and  Dtihrssens  in- 
cisions is  well  illustrated.  The  section  on  forceps 


is  complete  and  illustrates  the  use  of  Barton  and  I 
Kielland  forceps  for  high  transverse  arrest.  Repairs  ' 
of  different  birth  injuries  incidental  to  delivery 
follow  the  usual  approved  methods.  Caesarean  i 
section  operations,  the  classical,  low-flap,  trans- 
peritoneal  exclusion,  Porro,  and  the  Waters  technic 
are  shown.  The  varied  technics  of  tubal  steriliza-  i 
tion  are  reviewed.  The  final  chapter  deals  with 
sterility  and  discusses  the  technic  of  hysterosalpin- 
gography  and  varied  tubal  plastic  operations. 

The  text  is  brief,  but  it  is  adequate  because  of  the 
large  number  of  illustrations.  This  book  may  really 
be  considered  a picture  treatise  of  operations  for  the 
pregnant  woman  and  adequately  fulfills  the  inten- 
tion of  the  author.  Samuel  A.  Wolfe 

(Continued  on  page  2121] 
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For  Secondary  and  Nutritional  Anemia  . . . 

USE  ELIXIR  VITA-LIV-FERIN 

(Liver,  Iron  and  Vitamin  B Complex) 

Each  Fluidounce  Represents: 


Thiamine  Hydrochloride  (Bi) 8 mg. 

Nicotinic  Acid 25  mg. 

Iron  and  Manganese  Peptonized 30  gr. 

Fresh  Liver 3 oz. 

Representing : 

Riboflavin  (B2) 1,000  gamma 

Pyrodoxine  (Be) 230  gamma 

Pantothenic  Acid 2,200  gamma 

Filtrate  Factor q.s. 


This  Palatable  tonic  is  miscible  with  water, 
milk  or  fruit  juice.  It  does  not  nauseate 
or  disturb  the  gastric  region,  neither  does 
it  constipate  or  promote  diarrhea. 

Price  : $15.00  per  gallon  list 

2.10  per  pint  list 
1.15  per  ]/2  pint  list. 


MUTUAL  PHARMACAL  COMPANY,  INC. 

821  SOUTH  STATE  ST.  TELEPHONE  2-0616 


Bi/ 

Unde  Sam... 


HAVE  YOU  PATIENTS 

WITH  ANY  OF 
THESE  CONDITIONS? 


Spencer  Supporting  Corset 
shown  open,  revealing  inner 
support  which  is  adjustable 
from  outside  the  corset.  Pre- 
scribed for  conditions  requir- 
ing positive  abdominal  support. 

Each  Spencer  Support  Is 
IndividuallyDesigned,cut 
and  made  for  the  one  pa- 
tient who  is  to  wear  it,  to 
meet  the  specific  condi- 
tion. It  is  guaranteed 
never  to  lose  its  shape. 
The  Spencer  Corsetiere 
keeps  in  touch  with  pa- 
tient to  relieve  the  doctor 
of  bother  regarding  fit  and 
comfort. 

Spencers  are  never  sold 
in  stores.  For  a Spencer 
Specialist,  look  in  tele- 
phone book  under  "Spen- 
cer Corsetiere”  or  write 
to  us. 


Hernia 

Enteroptosis 

Nephroptosis 

Certain  Cardiac 
Conditions 

Intervertebral 
Disc  Extrusion 

Sacroiliac  or 
Lumbosacral 
Sprain 

Spondylarthritis 

Spondylolisthesis 

Fractured 

Vertebrae 

Scoliosis,  Kypho- 
sis Lordosis 

Osteoporosis 

Postoperative 
Conditions : 

Hysterectomy 
Herniotomy 
Appendectomy 
Cesarean  Section 
Nephrectomy 
Cholecystectomy 
Colostomy 
Breast  Conditions 


SPENCER 


INDIVIDUALLY 

DESIGNED 


Abdominal,  Back  and  Breast  Supports 


SPENCER  INCORPORATED, 

137  Derby  Ave.,  New  Haven  7,  Conn. 

in  Canada:  Rock  Island,  Quebec. 

in  England:  Spencer  (Banbury)  Ltd.,  Banbury,  Oxon. 

Please  send  me  booklet,  "How  Spencer  Supports 
Aid  the  Doctor's  Treatment." 


May  We 
Send  Y ou 
Booklet ? 


Address 


M.D. 
. Cll 


I 
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SB 
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FOR  MILD  CASES  FOR  SEVERE  CASES 


MICHELL 

SANATORIUM 


Licensed  by  State  of  Illinois 


George  W.  Michell,  M.D.,  Medical  Director 


INFORMATION  ON  REQUEST 
106  North  Glen  Oak  Ave.  |^“g  Peoria,  Illinois 
CHICAGO  OFFICE: 

46  East  Ohio  Street  Phone  Delaware  6770 


COS  OR  KOS— IT’S  STILL  FAMOUS 
IN  MEDICAL  HISTORY 

That  little  island  in  the  Mediterranean,  little 
known  as  well  as  little  in  size,  where  the  Nazis 
decided  to  slap  back  at  the  British  in  the  Dodecanese 
should  not  be  a stranger  to  the  medical  profession. 

If  you  remember  your  history,  you  will  recall  that 
Cos  was  the  birthplace  of  the  Father  of  Medicine, 
Hippocrates.  It  was  also  the  birthplace  of  other 
celebrities  in  peaceful  sciences. 

Cos,  as  Greek  as  Athens,  and  populated  mostly 
by  Greeks  with  a sprinkling  of  Turks  and  Jews, 
has  been  a battleground  almost  as  much  as  any  spot 
on  earth.  In  hardly  more  than  a century,  it  has 
changed  hands  several  times.  In  1821  it  was 
liberated  from  the  Turks  during  the  Greek  Revolu- 
tion but  returned  to  them  when  peace  was  signed 
in  spite  of  the  protests  of  the  Greek  inhabitants. 
In  1912,  it  was  occupied  by  the  Italians  during  the 
Italo-Turkish  War  and  has  been  Italian  territory 
ever  since. 


JELLY  FOR  GLOVES  NEW  RUBBER-SAYING 
WRINKLE 

Latest  note  on  how  to  make  rubber  last  as  long  as 
possible  comes  in  an  announcement  in  the  Canadian 
Medical  Association  Journal  of  a new  formula  for  a 
lubricating  jelly  for  surgeons’  rubber  gloves, 
catheters,  and  other  rubber  supplies. 

The  formula  was  worked  out  by  Prof.  D.  E. 
MacKenzie,  assistant  professor  of  pharmacy  in  the 
Ontario  College  of  Pharmacy,  at  the  request  of  the 
Canadian  Hospital  Council.  It  calls  for  starch, 
distilled  water,  sodium  lactate,  and  mercuric  oxy- 
cyanide. 

The  new  jelly  is  needed  not  only  because  of  the 
rubber  shortage  but  because  of  the  increasing  short- 
age of  gums  and  glycerin  used  previously  in  non- 
greasy  lubricating  jellies  for  rubber  supplies.  The 
new  jelly,  which  can  be  made  in  any  hospital 
pharmacy  for  about  50  cents  a pound,  can  be  steri- 
lized under  steam  pressure,  does  not  deteriorate  on 
storage,  does  not  harm  either  rubber  or  human 
tissues,  and  contains  an  antibacterial  substance. 


THE  MAPLES  INC.,  ROCKVILLE  CENTRE,  L.  I. 

A sanitarium  especially  for  invalids,  convalescents,  chronic  patients, 
post-operative,  special  diets,  and  body  building.  Six  acres  of  land- 
scaped lawns.  Five  buildings  (two  devoted  exclusively  to  private 
rooms).  Resident  Physician.  Rates  $18  to  $45  Weekly 

MRS.  M.  K.  MANNING,  Supt.  • TEL:  Rockville  Centre  3660 


CHARLES  B.  TOWNS  HOSPITAL 

Serving  the  Medical  Profession  for  over  40  years 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

Definite  Treatment  • Fixed  Charges  • Minimum  Hospitalization 

293  Central  Park  West,  New  York  Hospital  Literature  Telephone:  SChuyler  4-0770 
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Victories  of  Army  Medicine:  Scientific  Accom- 
plishments of  the  Medical  Department  of  the 
United  States  Army.  By  Edgar  Erskine  Hume, 
Col.,  M.C.,  U.S.A.  Octavo  of  250  pages,  illus- 
trated. Philadelphia,  J.  B.  Lippincott  Co.,  1943. 

One  can  highly  commend  this  book,  for  the 
factual  material  within  it,  for  the  way  it  is  written, 
and  for  the  great  credit  which  it  provides  for  the 
splendid  progress  made  by  the  Army  Medical 
Corps  from  its  inception  until  the  present  day. 

The  names  of  Gorgas,  Reed,  and  Beaumont  are 
but  a few  of  the  Army  medical  men  who  have  con- 
tributed so  much  to  the  medicine  of  the  Army  and 
of  civilian  life.  The  great  progress  made  in  the 
treatment  of  t3rphoid  fever,  yellow  fever,  plague, 
and  venereal  disease  are  but  a few  of  the  Army  ac- 
complishments. Cholera  and  dysentery  owe  their 
conquest  to  the  work  of  the  Army  Medical  Corps. 

These  men  show  great  versatility,  particularly 
in  work  done  by  them  in  meteorology  and  orni- 
thology. Even  psychiatry  is  not  neglected  by  the 
Army  medical  men  and,  of  course,  the  medical 
aspects  of  gas  warfare  are  almost  entirely  within 
the  domain  of  the  medical  corps. 

All  hail  to  the  author  of  this  book,  to  the  men 
whom  he  discusses  as  workers  in  the  field,  and  to  the 
work  itself! 

Benjamin  M.  Bernstein 

The  Practice  of  Refraction.  By  Sir  Stewart 
Duke-Elder,  M.D.  Fourth  edition.  Duodecimo  of 
328  pages,  illustrated.  Philadelphia,  Blakiston  Co., 
1943.  Cloth,  $4.50. 

This  small  work  on  refraction  is  one  of  the  most 
satisfactory  published  in  the  English  language.  As 
the  author  states,  it  was  designed  for  the  medical 
student  as  well  as  for  the  practitioner.  It  is  also 
useful  for  a general  review  of  the  subject  of  the 
resident  who  is  beginning  his  life  work. 

Duke-Elder  is  careful  to  avoid  formulas  and 
highly  theoretic  explanations  which  confuse  rather 
than  help  the  beginner  in  this  technical  field.  When 
one  realizes  that  this  small  work  is  a sort  of  abstract 
of  the  author’s  celebrated  four-volume  textbook,  it 
becomes  all  the  more  useful. 

The  only  suggestion  the  reviewer  can  make  for 
improvement  would  be  the  inclusion  of  specific 
references.  Although  Duke-Elder  quotes  numerous 
contributors,  there  is  no  bibliography  to  which 
students  can  turn  for  more  detailed  study. 

The  book  is  well  illustrated,  the  descriptions  are 
clear,  and  the  material  is  up  to  date. 

John  N.  Evans 

Medical  Malpractice.  By  Louis  J.  Regan,  M.D., 
LL.B.  Octavo  of  256  pages.  St.  Louis,  C.  V. 
Mosby  Co.,  1943.  Cloth,  $5.00. 

A great  deal  of  research  and  thought  has  gone  into 
the  preparation  of  this  discussion  of  medical  mal- 
practice. Many  of  the  author’s  observations  re- 
garding the  cause  of  such  cases,  and  his  suggestions 
as  to  how  they  may  be  prevented,  are  excellent. 

The  author  is  a California  doctor-lawyer,  and  his 
interpretation  of  the  law  does  not  conform  in  every 
instance  to  that  of  New  York  State. 

Particularly  valuable  is  the  chapter  entitled 
“Medical  Prophylaxis,”  reporting  a large  number  of 
actual  litigated  cases  and  the  lessons  to  be  drawn 
therefrom. 

William  F.  Martin 

Discovering  Ourselves:  A View  of  the  Human 

Mind  and  How  It  Works.  By  Edward  A.  Strecker, 

[Continued  on  page  2124] 


r A L K I R K 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1SS9 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


‘INTERPINES’ 

Goshen,  N.  y. 

Phone  117 


Ethical  — Reliable  — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL  — QUIET  — HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.  D.,  Director 
FREDERICK  T.  SEWARD,  M.  D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.  D.,  Resident  Physician 


P I N E W O O D 

Route  ICO  Westchester  County,  Katonah,  New  York 

Licensed  by  the  Department  of  Mental  Hygiene. 

In  addition  to  the  usual  forms  of  treatment  (occupational 
therapy,  physiotherapy,  outdoor  exercise,  etc.)  we  specialize 
in  more  specific  techniques.  All  forms  of  shock  therapy. 
Psychological  and  physiological  studies.  Psychoanalytic 
approach.  Group  psychotherapy. 

DR.  JOSEPH  EPSTEIN  ) Physicians  in  Charge 
DR.  LOUIS  WENDER  | Tel.  Katonah  775 

Dr.  Max  Friedemann,  Asst.  Physician 

N.  Y.  Office:  59  East  79th  St.  Tel.  Butterfield  8-0580 


BRUNSWICK  HOME 


I A PRIVATE  SANITARIUM.  Convalescents,  postop- 
erative, aged  andinfirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  ner- 
vous and  backward  children.  Physicians'  treatments  rig- 
idly followed.  C.  L.  MARKHAM,  M.  D.,  Supt. 

B'way  & Louden  Ave.,  Amity  ville,  N.  Y.,  Tel:  1700, 1,2 


GLEN MARY 

SANITARIUM 

For  individual  case  and  treatment  of  selected  number  of 
Nervous  and  Mental  oases,  Epileptios,  and  Drug  or  Alooholic 
addicts.  Strict  privacy  and  close  cooperation  with  patient’s 
physician  at  all  times.  Successful  for  over  50  years. 
ARTHUR  J.  CAPRON,  Physician-in-Charge 

OWEGO.  TIOGA  CO.,  N.  Y. 


BUY  WAR  BONDS  and  STAMPS 

^ /or  te* 

VICTORY  pS 
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LOUDEN-KNICKERBOCKER  HALL" 

81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL 

diseases. 

Full  information  furnished  upon  request 
JOHN  F.  LOUDEN  JAMES  F.  VAVASOUR,  M.D. 

m Resident  Physician  in  Charge 

New  York  City  Office,  67  West  44th  St.,  Tel.  VAnderbilt  6-3732 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.  Med.  Supt.  *Tel.  4-1143 

BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbytician-in-Cbargt. 

WEST  HI  EL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 

Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 

HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 

INDEX  TO  ADVERTISED  PRODUCTS 


Biological  and  Pharmaceutical 


Alulotion  Sulfathiazole  (Wyeth) 2nd  Cover 

Aminophyllin  (Searle) 2026-2027 

Argyrol  (A.  C.  Barnes  Co.) 2036 

Auralgan  (Doho) 2123 

Bassoran  (Merrell) 2042 

Belbarb  (Haskell) ; 2020 

Bismuth  Subsalicylate  (Cheplin) 2035 

Calmitol  (Leeming) 2039 

Carnacton  (Cavendish) 2032 

Ciba  (Ciba) 2101 

Clinitest  (Effervescent) 2043 

Cot-Tar  (Doak) 2123 

Creamalin  (Winthrop) 2115 

Decholin  (Riedel-de  Haen) 2018 

Digitalis  (Davies,  Rose) 2019 

Elixir  Bromaurate  (Gold  Pharmacal) 2122 

Elixir  Vita-Liv-Ferin  (Mutual  Pharmacal).  . 2119 

Ertron  (Nutrition  Research) 2022-2023 

Hexital  (Ortho) 2029 

Immunovac  (Parke,  Davis) 2113 

Luasmin  (Brewer) 2117 

Ludozan  (Schering) 2025 

Magmasil  (Leeming) 2111 

Neo  Multi-Vi  (White  Laboratories) 2041 

Neo-Synephrine  (Frederick  Stearns) 2033 

Nupercainal  (Ciba) 3rd  Cover 

Ortho-Gynol  (Ortho  Products) 2126 


Paredrine-Sulfathiazole  (Smith,  Kline  & 

French) 2030-2031 

Petrogalar  (Petrogalar) 2044 

Pyridium  (Merck) 2107 
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Salysal  (Rare  Chemicals) 2038 

Sulmefrin  (Squibb) 2040 

Thesodate  (Brewer) 2028 

Vi-Ferrin  (Lederle) 2016 

Vitaminets  (Hoffmann-La  Roche) 2015 

Zemmer  (Zemmer) 2124 

Zymenol  (Glidden) 2037 

Dietary 

Malted  Milk  (Horlick’s) 2021 

Pabena  and  Pablum  (Mead  Johnson) 4th  Cover 

Medical  and  Surgical  Equipment 
Artificial  Limbs  (Hanger) 2123 

Orthopedic  Shoes  (Pediforme) 2117 

Supports  (Spencer) 2119 

X-Ray  Equipment  (General  Electric  X-Ray)  2034 

Miscellaneous 

Books  (Blakiston) 2125 

Books  (Colwell) . . 2123 

Cigarettes  (Camel) 2017 

Cigarettes  (Philip  Morris) 2109 


IN  WHOOPINC  COUCH 


ELIXIR  BROMAURATE  OF  UNIQUE  MERIT 

Cuts  short  the  period  of  the  illness,  relieves  the  distressing  cough  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other 
PERSISTENT  COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  A teaspoonful 


2123 


Established 
80  years 

Inventors  and  Manufacturers 

ENGLISH  WILLOW 

and 

DURAL  LIGHT  METAL 

ARTIFICIAL  LIMBS 

Automatic  knee  lock  available 
for  above  knee  amputation. 

Expert  fitting — Superior  design 
Quality  construction 

104  FIFTH  AVE. 

NEW  YORK  CITY  11 

And  Cities. 

Write  for  Literature 


BOOKS  FOR  SERVICEMEN? 

The  appeal  for  reading  matter  for  our  armed  forces 
must  strike  some  as  a good  opportunity  to  rid  their 
shelves,  closets  and  attics  of  anything  that  is  printed 
and  bound — or  perhaps  to  clear  their  conscience  by 
donating  the  borrowed  book  they  never  returned  to 
a rightful  owner. 

Recently,  the  Servicemen’s  Club  in  Washington 
announced  the  receipt  of  the  following  helpful  (?) 
books: 

“The  Camp  Fire  Girls  Go  Motoring.” 

“Baldness:  Its  Causes,  Its  Treatment  and  Its 

Prevention.” 

“Uptodate  Waitress  of  1922.” 

“Rhymes  for  Kindly  Children.” 

Five  books  in  German,  and — one  devoted  to  lace. 


7^DfllLV  LOG 


Ideal  Help  for  “ Pay-as - 
You- Go”  Tax  Reporting 

Just  examine  this  one- volume  of- 
fice bookkeeping  system.  See  for 
yourself  how  its  simplicity,  brevity  and  completeness 
keep  the  financial  side  of  your  practice  right  "on  top.” 
Now’s  the  time  to  investigate.  Write  for  your  copy  of 
the  "Log”  today.  It’s  guaranteed  to  satisfy.  Or,  ask 
for  literature.  Price  $6.00  postpaid. 

COLWELL  PUBLISHING  CO.,  240  University  Ave.,  Campaign,  111. 


EFFECTIVE  THERAPV 

IN 

Requires  Analgesia 
Bacteriostasis,  and 
Dehydration  of  the  Tissues. 


THE  DOHO  CHEMICAL  CORPORATION 

New  York  - Montreal  - London 


COT-TAR 
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CLASSIFIED 


Classified  Rates 

Rates  per  line  per  insertion: 

One  time 

3 Consecutive  times 
6 Consecutive  times 
12  Consecutive  times 
24  Consecutive  times 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of 
First  and  by  the  5th  for  issue  of  Fifteenth. 


SELECTION  AND  FITTING  OF  HEARING  AIDS 


Thomas  H.  Halsted,  M.D.,  F.A.  C.  S., 
OTOLOGIST 

Practice  limited  to  the  Selection  and  Fitting 
of  Hearing  Aids.  Hours  9:30-4:30  daily.  Saturday 
9:30-1:00.  By  appointment.  475  Fifth  Avenue, 
(cor.  41st  St.)  New  York  City.  LE.  2-3427. 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


FOR  RENT  OR  SALE 


ATTRACTIVE  20  Room,  7 Bath  SANITARIUM,  2'A 
Acres,  Beautifully  landscaped;  Exceptional  location.  Rye, 
New  York.  Available  for  Incompetents.  Very  Reason- 
able. Austin  K.  Griffen,  123  Court  Street,  White  Plains, 
N.  Y.  Telephone:  White  Plains,  4648. 


FOR  SALE 


G.  E.  Shock-proof  mobile  X-Ray  unit  with  fluoroscopic 
accessories  and  horizontal  bucky  table.  Like  new.  Box 
3100.  N.  Y.  St.  Jr.  Med. 


One  Picker-Waite  Shock-Proof  Fluoroscope,  5 years  old; 
also  one  Liebel-Flarsheim  High  Arc,  Ultra  Violet  Machine. 
Both  in  excellent  condition.  Windsor  6-3939. 


Sun  Ray  Hanovia,  large  dome  model;  D.  C.  current.  Cost 
$315.00.  In  perfect  condition,  for  sale;  reasonable.  Tele- 
phone Circle  7-2881. 


Everything  for  the  physician  from  an  instrument  to  an 
g-ray — new  or  used.  Special  opportunities  in  fluoroecopes, 
x-rays,  short  waves,  ultra  violet  lamps  and  eleetrocardio- 
graphs.  J.  Beeber  Company,  838  Broadway,  N.Y.C. 
ALgonquin  4-3510. 
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M.D.,  and  Kenneth  E.  Appel,  M.D.,  in  collaboration 
with  John  W.  Appel,  M.D.  Second  edition.  Octavo 
of  434  pages.  New  York,  Macmillan  Co.,  1943. 
Cloth,  $3.00. 

This  book  is  written  by  a group  of  American 
psychiatrists  who  have  assumed  leadership  in  their 
respective  fields.  It  aims  to  present  in  readable  and 
nontechnical  language  the  commonly  accepted  con- 
cepts of  the  newer  psychology  which  have  been  found 
useful,  helpful,  and  understandable  by  patients. 
It  presents  the  essentials  of  dynamic  psychology 
and  the  principles  of  psychiatry  and  mental  hygiene. 

The  book  is  highly  recommended  to  students, 
educators,  the  clergy,  and  all  others  who  are  inter- 
ested in  human  behavior.  The  physician  will 
find  the  book  a source  for  guidance  for  his  own 
patients. 

Irving  J.  Sands 


Allergy,  Anaphylaxis  and  Immunotherapy:  Basic 
Principles  and  Practice.  By  Bret  Ratner,  M.D. 
Octavo  of  834  pages,  illustrated.  Baltimore,  Wil- 
liams & Wilkins  Co.,  1943.  Cloth,  $8.50. 

Instead  of  writing  just  another  book  on  allergy, 
the  author  has  very  wisely  approached  the  subject 
from  its  fundamental  starting  point — serum  allergy 
and  the  antigen-antibody  mechanism.  As  a result, 
his  book  is  valuable  as  a reference  volume  to  im- 
munologists, allergists,  and  practicing  physicians. 
The  material  in  the  book  is  well  presented  and 
sound.  Practical  and  detailed  directions  are  given 
for  the  use  of  serums,  allergens,  antitoxins,  and  the 
sulfonamides.  The  dangers  incurred  by  the  un- 
intelligent use  of  these  agents  are  stressed.  The 
book  is  recommended. 

Edwin  P.  Maynard,  Jr. 


The  Function  of  the  Orgasm.  Sex-Economic 
Problems  of  Biological  Energy.  By  Wilhelm 
Reich.  Translated  from  the  German  by  Theo- 
dore P.  Wolfe.  Octavo  of  368  pages.  New 
York,  Orgone  Institute  Press,  1942.  Cloth,  $3.00. 

In  this  book  the  author  combines  a moderate 
amount  of  careful  observation  with  occasional 
flashes  of  brilliant  intuition  and  many  unwarranted 
generalizations  about  pharmacology,  physiology, 
politics,  and  even  physics. 

Although  the  pharmacology  and  physiology  are  in 
many  places  glib  and  superficial,  the  physics  naive, 
and  the  politics  extremely  controversial,  some  of 
the  psychologic  material  is  undoubtedly  sound. 

The  principal  value  of  the  book  lies  in  its  recalling 
attention  to  the  importance  of  the  adult  sexual 
adjustment  as  well  as  the  infantile  sexual  history 
in  the  pathogenesis  of  the  neuroses. 

Arthur  Shapiro 
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PRESCRIBEor DISPENSE  ZEMMER  PHARMACEUTICALS 

Tablets,  Lozenges,  Ampoules,  Capsules,  Ointments,  etc. 
Guaranteed  reliable  potency.  Our  oroducts  are  laboratory 
controlled.  Write  lor  catalogue. 

The  Zemmer  Co.,  Oakland  Station,  Pittsburgh  13,  Pa.  NY  11-1-43 
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Just  Ready ! 

Finger  Prints,  Palms  and  Soles 

An  Introduction  to  Dermatoglyphics 


Cummins 
and  Midlo 


This  new  book  by  two  well  known  teachers  opens  a whole 
new  series  of  possibilities  for  the  application  of  the  facts  de- 
veloped by  science  in  this  special  field.  It  presents  material 
of  interest  to  physicians  and  other  specialists.  By  HAROLD 
CUMMINS,  Ph.D.,  and  CHARLES  MIDLO,  M.D.,  Tulane 
University  Medical  School.  149  Illus.  309  Pages.  $4.00(1943) 


THE  BLAKISTON  COMPANY  Philadelphia  5,  Pa. 1 


MEDICINE  IN  THE  NEWS 


ARTIFICIAL  RESPIRATION— A new  device 
now  eliminates  the  oft-created  hazard  of  injury  to 
the  victims  of  shock,  fumes  or  drowning  in  artificial 
respiration  performed  by  untrained  or  excited 
first-aiders. 

The  rubber  lung,  as  it  has  been  called,  requires 
no  special  training  for  anyone  to  administer  artificial 
respiration.  It  is  merely  strapped  to  the  back  or 
stomach  of  the  victim  and  it  adheres  to  the  body 
by  suction.  Raising' and  lowering  a handle  stimu- 
lates action  of  the  muscles  used  in  respiration  until 
they  become  strong  enough  to  function  without 
assistance. 

* * * 

THE  REAL  TWO-FRONT  WAR— The  fighting 
men  in  the  South  Pacific  have  been  fighting  a two- 
front  war  almost  since  the  first  action  in  that  arena 
of  the  World  War  began.  Malaria,  with  its  esti- 
mated 800,000,000  victims  throughout  the  world, 
has  been  as  relentless  an  enemy  as  the  little  yellow 
men  and  the  length  of  the  war  in  the  Pacific  may 
well  be  determined  by  the  success  of  our  Army  and 
Navy  medical  staffs  in  controlling  this  disease.  The 
one  consolation  is  the  fact  that  the  Japanese  are 
plagued  by  the  handicap  as  much  as  are  our  men, 
in  spite  of  their  having  practically  control  of  the 
entire  supply  of  quinine. 

* * * 

CAPT.  MARION  C.  LOIZEAUX,  MC,  USA.— The 
first  woman  physician  to  hold  a commission  in  the 
Army  Medical  Corps  in  the  European  area  of  the 
war,  Dr.  Marion  C.  Loizeaux  of  Wellesley,  Mass., 


and  New  York  City,  received  her  commission  as 
captain  and  was  assigned  to  duty  with  the  Women’s 
Army  Corps. 

* * * 

A NEW  EPIDEMIC— The  Smith-Connally  Anti- 
Strike  Law  prohibits  strikes  until  after  a thirty-day 
cooling  off  period  following  a Government-conducted 
strike  vote.  It  does  not  prohibit  a man  from  be- 
coming too  sick  to  work,  so — when  the  WLB  per- 
mitted the  dismissal  or  transfer  of  a number  of  milk 
drivers  in  New  York  City,  a sudden  epidemic  of 
sore  arms  and  backs,  colds  and  asthma  broke  out 
among  members  of  the  Milk  Wagon  Drivers  Union. 
Lucidly  the  WLB  found  a quick  “cure”  in  a threat 
of  the  strike  jeopardizing  benefits  of  severance  pay, 
seniority  and  transfer  rights. 

* * * 

TYPHOID  CARRIERS — A report  on  typhoid 
fever  by  Dr.  George  Schmelzel  of  the  Los  Angeles 
Health  Department,  highlighted  grandmothers. 
According  to  his  findings,  of  the  area’s  twenty-one 
cases  of  typhoid  in  the  last  sixteen  months,  eleven 
were  traced  to  grandmothers  as  carriers. 

* * * 

GETTING  AWAY  CLOSER — So  surgeons  may 
magnify  at  a distance  the  region  he  is  probing,  the 
familiar  telephoto  lens  of  cameras  has  been  put  in 
reverse.  The  common  magnifying  glass  must  be 
within  an  inch  or  two  of  the  object  in  order  to 
magnify,  and  sometimes  a surgeon  or  eye  physician 
could  use  a magnifier  that  works  at  a distance,  so 
the  new  telephoto  magnifier  permits  the  use  of  in- 
struments with  greater  freedom. 


War  Taxes  Boost  Collections 

The  new  tax  law  permits  the  deduction  of  anaonnts  paid  oa 
old  bills  from  the  Income  Tax. 

By  telling  debtors  how  to  make  this  deduction,  we  are 
setting  miraculous  results  on  accounts  that  our  clients 
considered  uncollectible.  We  welcome  a chance  to  handle 
your  bills  for  a modest  percentage  of  the  aaaouat  recovered. 
Send  caret  or  prescription  blank  for  details. 

NATIONAL  DISCOUNT  * AUDIT  CD. 

Herald  Tribune  Bldg.  How  York,  N.  Y. 

The  leading  reliable  collection  service. 


WATCH  CLASSIFIED 
Department  for 
Business  Opportunities 


SCHOOLS 


r-CAPABLE  ASSISTANTS— | 

Call  our  free  placement  service.  Paine  Hall  graduates 
have  character,  intelligence,  personality  and  thorough 
training  for  office  or  laboratory  work.  Let  us  help  you 
find  exactly  the  right  assistant.  Address: 

101  W.  31st  St.,  New  York 

BRyant  9-2831 
Licensed  N.  Y.  State 
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The  secret  of  stag  horn  shavings  is  the  heritage  of  t^ 
women  of  the  Cora  tribe , By  swallowing  these  scraping 
the  squaw  believes  herself  protected  from  pregnancy. 


# Physicians  today  know  the  medical  necessity  of  child-spacing.  Studies  by  prominent  medical  authority 

prove  that  it  is  essential  to  infant  and  maternal  health.  Years  of  laboratory 

and  clinic  tests  have  demonstrated  the  effectiveness  of  Ortho-Gynol  Vaginal  Jelly. 

Because  it  is  non-irritating,  non-toxic  and  well- tolerated  in  continued  use,  it  is  more  widely  prescribed  t 


physicians  than  any  other  preparation  of  its  kind. 


•Himes,  Medical  Bielory  of  Contraception 


COPYRIGHT  1943,  ORTHO  PRODUCTS,  INC.,  LINDEN.  N.  J. 


ortho-gym 

VAGINAL  JELLY 


FRIED  & KOHLER,  Inc. 

jf  “True  to  Life ” J 

Artificial  Human  Eyes 

Especially  Made  to  Order  by  Skilled  Artisans 


Comfort,  pleasing  cosmetic  appearance  and  motion  guaran- 
teed. Eyes  also  fitted  from  stock  by  experts.  Selections 
sent  on  memorandum.  Referred  cases  carefully  attended. 

FRIED  & KOHLER,  Inc. 

Specialists  in  Artificial  Human  Eyes  Exclusively 


665  Fifth  Avenue  New  York,  N.  Y. 

(near  53rd  Street)  T®1-  Eldorado  5-1970 


“Over  Forty  years  devoted  to  pleasing  particular  people 99 


iitf 

VI-MAGNA 

(FORMERLY  VI-DELTA  MULTI-VITAMINS,  FORMULA  i 


Lederle  has  made  available  a new  type  of  multi- 
vitamin tablet  which  is  made  by  an  entirely  new 
process. 


The  oil-soluble  Vitamins  A and  D are  emulsified 
in  gelatin,  to  which  have  been  added  Vitamin  C 
and  the  Vitamin  B Complex  factors  in  concen- 
trated form.  It  is  then  solidified  in  oval-shaped 
tablets  which  receive  an  additional  thin  gelatin 
coating. 

Thus  the  vitamins  are  protected  from  deteriora- 
tion caused  by  contact  with  air,  and  efficient  ab- 
sorption is  promoted.  The  gelatin  coating,  being 
slippery  when  moistened  in  the  mouth,  renders 
them  exceptionally  easy  to  swallow. 


Literature  available  on  request. 


VI-MAGNA 

J^fLerle 

NEW  TYPE  GELATIN  TABLET 


Each  (ablet  contains: 

Vitamin  A (shark  liver  oil) 5000 

U.S.P.  XII  Units 

Vitamin  D (viosterol) 500 

U.S.P.  XII  Units 

Ascorbic  Acid  (C) 30  mg. 

Thiamine  HC 1 (Bi) 3 mg. 

Riboflavin  (B:) 2 mg. 

Niacinamide 20  mg. 

Calcium  Pantothenate* 10  mg. 

Pyridoxine  HC1  (Be)* 0.2  mg. 


excipients,  flavoring  and  artificial  coloring. 

♦The  need  for  pantothenates  and  pyridoxine  in 
human  nutrition  has  not  been  established. 


Flight  Surgeon 


'TREAKING  MILES  above  the  clouds,  the  air  force  medical  officer 
typifies  the  "front  line”  spirit  and  action  of  medicine  in  World  War  II. 
Military  doctors  face  new  and  ever  greater  hazards  to  cut  down  fatal  casualties 
. . . today  but  one-fifth  those  of  a war  ago.  Amazing  achievement.  Gifts  are  one 
way  of  expressing  your  appreciation  to  relatives,  friends  in  the  service.  A smoke 
means  a lot  to  them,  and  most  often  it’s  a Camel,  the  favorite  in  our  armed  forces.* 


ls£  in  the  Service 

*With  men  in  the  Army,  the  Navy,  the  Marine  Corps, 
and  the  Coast  Guard,  the  favorite  cigarette  is  Camel. 
(Based  on  actual  sales  records.) 


New  reprints  available  on  cigarette  research— Archives  of 
Otolaryngology,  February,  1943,  pp.  169-173— March,  1943, 
pp.  404-410.  Camel  Cigarettes,  Medical  Relations  Division, 
1 Pershing  Square,  New  York  17,  N.  Y. 
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. . . FROM  THE  PATIENT’S  VIEWPOINT 


Whether  ambulatory  or  not,  your  gastric  ulcer  patients  will  appreciate  the 
ease  with  which  ALUMINOID  capsules  are  taken.  Small  enough  to  be 
swallowed  without  discomfort,  easily  carried  in  vest  pocket  or  purse  and,  of 
course,  tasteless.  It  is  significant  that  ALUMINOID  offers  a true,  colloidal 
aluminum  hydroxide  powder,  which  has  been  shown  equally  as  effective  in 
the  control  of  gastric  hyperacidity  as  this  therapy  in  liquid  form.  Aluminoid 
capsules  are  available  through  all  recognized  pharmacies.  Information 
and  samples  on  request. 

ALUMINOID 

COLLOIDAL  ALUMINA 

TRADE  JUL  1__A  MARK 


CHATHAM  PHARMACEUTICALS,  INC.,  Newark,  2,  N.  J. 
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Since  cost  is  always  a consideration  in  continuous  therapy,  the  price  and  for- 
mula of  Unicap*  Vitamins  speak  for  themselves.  With  the  need  for  multi- 
vitamin supplementation  increased  as  living  costs  soar  and  food  choices 
shrink.  Unicap  Vitamins  are  within  the  reach  of  more  patients  than  ever. 


ONE  SINGLE  UNICAP  DAILY  SUPPLIES: 

Upjohii 

Vitamin  A 5,000  U.  S.  P.  units 

KALAMAZOO,  MICHIGAN 

Vitamin  D 500  U.  S.  P.  units 

Ascorbic  Acid  (Vitamin  C) 

30.0  mg. 

Thiamine  Hydrochloride  (Vitamin  Bi) 

. 7.5  mg. 

Riboflavin  (Vitamin  B2,  G) 

Pyridoxine  Hydrochloride  (Vitamin  B&)  . 

. 0.2  mg. 

Calcium  Pantothenate 

UNICAP 

Nicotinic  Acid  Amide  (Nicotinamide) 

20.0  mg. 

VITAMINS 

Available  in  bottles  of  24  and  100 

’Trademark  Reg.  U.  S.  Pat.  Off. 


ANOTHER  WAY  TO  SEE  IT  T H R O U G H . . . B U Y WAR  BONDS  FOR  VICTORY 


The  Preponderance  of  Evidence 

> SULFADIAZINE 


The  world  literature  upon  Sulfadiazine  has  now  become  so  voluminous  that,  despite  the  interesting  char- 
acter of  the  observations  reported,  limitations  of  space  permit  here  only  a summary  of  the  publications. 
The  following  scientific  journals  have  published  one  or  more  articles  upon  Sulfadiazine  during  the  years— 


1940 


Bulletin  of  the  Johns  Hopkins  Hospital 
Journal  of  the  American  Chemical  Society 
Proceedings  of  the  Society  for  Experimental 
Biology  and  Medicine 


1941 


American  Journal  of  the  Medical  Sciences 
American  journal  of  Clinical  Pathology 
Archives  of  Internal  Medicine 
Archives  of  Pediatrics 
British  Medical  Journal 
Bulletin  of  the  Johns  Hopkins  Hospital 
California  and  Western  Medicine 
Ciencia  (Mexico) 

Journal  of  the  American  Medical  Assn. 

Journal  of  Bacteriology 
Journal  of  the  Indiana  State  Medical  Assn. 
Journal  of  Infectious  Diseases 
Journal  of  Iowa  State  Medical  Society 
Journal  of  Pharmacology  and  Experimental 
Therapeutics 
The  Journal  of  Urology 
Kentucky  Medical  Journal 
Lancet 

Medical  Annals  of  the  District  of  Columbia 
Minnesota  Medicine 
New  England  Journal  of  Medicine 
New  York  State  Department  of  Health  Annual 
Report  of  the  Division  of  Laboratories  and 
Research 

New  York  State  Journal  of  Medicine 
Pennsylvania  Medical  Journal 
Proceedings  of  the  Society  for  Experimental 
Biology  and  Medicine 

Proceedings  of  the  Staff  Meetings  of  the  Mayo 
Clinic 

Revista  del  Instituto  de  salubridad  y enferme- 
dades  tropicales  (Mexico) 

Rhode  Island  Medical  Journal 
Surgical  Clinics  of  North  America 
Transactions  of  the  Association  of  American 
Physicians 

Urologic  and  Cutaneous  Review 
War  Medicine 

Yale  Journal  of  Biology  and  Medicine 


1942 


American  Journal  of  Diseases  of  Children 
American  Journal  of  the  Medical  Sciences 
American  journal  of  Obstetrics  and  Gynecology 
American  journal  of  Ophthalmology 
The  American  Journal  of  Pharmacy  and  the 
Sciences  Supporting  Public  Health 
American  Journal  of  Physiology 
American  journal  of  Surgery 
American  Journal  of  Syphilis,  Gonorrhea  and 
Venereal  Diseases 
Annals  of  Dentistry 
Annals  of  Internal  Medicine 
Annals  of  Surgery 

Archives  of  Dermatology  and  Syphilology 
Archives  of  Internal  Medicine 
Archives  of  Surgery 

Archivos  uruguayos  de  medicina.  cirugia  y 
especi  alidades 
Army  Medical  Bulletin 
Boletin  de  la  Sociedad  cubana  de  pediatria 
British  Medical  Journal 

Bulletin  of  the  American  College  of  Surgeons 
Bulletin  of  the  Johns  Hopkins  Hospital 
California  and  Western  Medicine 
Canadian  Medical  Association  Journal 
City  of  New  York  Department  of  Health 
Quarterly  Bulletin 
Clinics 


The  Connecticut  State  Medical  Journal 
Diseases  of  the  Chest 

Diseases  of  the  Eye,  Ear,  Nose  and  Throat 

Edinburgh  Medical  Journal 

Eye,  Ear,  Nose  and  Throat  Monthly 

Federation  Proceedings 

Hawaii  Medical  Journal 

Illinois  Medical  Journal 

Industrial  and  Engineering  Chemistry  (Analyt- 
ical Edition) 

International  Medical  Journal 
Journal  of  the  American  Chemical  Society 
journal  of  the  American  Medical  Assn, 
journal  of  the  American  Pharmaceutical  Assn. 
Journal  of  Bacteriology 
journal  of  Clinical  Investigation 
journal  of  General  Physiology 
journal  of  the  Indiana  State  Medical  Assn, 
ournal  of  the  Iowa  State  Medical  Society 
ournal  of  Laboratory  and  Clinical  Medicine 
oumal-Lancet 

ournal  of  the  Medical  Association  of  the  State 
of  Alabama 

Journal  of  Medical  Association  of  Georgia 
journal  of  the  Medical  Society,  County  of 
New  York 

Journal  of  the  Michigan  State  Medical  Society 
Journal  of  Missouri  State  Medical  Association 
Journal  of  Oklahoma  State  Medical  Association 
The  Journal  of  Pediatrics 
Journal  of  Pharmacology  and  Experimental 
Therapeutics 
The  Journal  of  Urology 
Kentucky  Medical  Journal 
Lancet 

Medical  Annals  of  the  District  of  Columbia 

The  Medical  Clinics  of  North  America 

Memphis  Medical  Journal 

Minnesota  Medicine 

Military  Surgeon 

The  Mississippi  Doctor 

Nebraska  State  Medical  Journal 

New  England  Journal  of  Medicine 

New  York  State  Journal  of  Medicine 

North  Carolina  Medical  Journal 

Northwest  Medicine 

Ohio  State  Medical  Journal 

Ontario  Medical  Association  Bulletin 

Pennsylvania  Medical  Journal 

Practitioner 

Proceedings  of  the  Institute  of  Medicine  of 
Chicago 

Proceedings  of  the  Society  for  Experimental 
Biology  and  Medicine 

Proceedings  of  the  Staff  Meetings  of  the  Mayo 
Clinic 

Public  Health  Reports 
Revista  MSdica  de  Chile 
Rocky  Mountain  Medical  Journal 
Southern  Medical  Journal 
Southern  Medicine  and  Surgery 
The  Southern  Surgeon 
Southwestern  Medicine 
Surgery 

Surgery,  Gynecology  and  Obstetrics  with 
International  Abstract  of  Surgery 
Surgical  Clinics  of  North  America 
Texas  State  Journal  of  Medicine 
Transactions  of  the  American  Academy  of 
Ophthalmology  and  Oto-Laryngology 
Trends  in  Medical  Practice  and  Research 
Tri-State  Medical  Journal 
United  States  Naval  Medical  Bulletin 


University  Hospital  Bulletin 
Urologic  and  Cutaneous  Review 
Venereal  Disease  Information 
Veterinary  Record 
Virginia  Medical  Monthly 
War  Medicine 

The  Western  Journal  of  Surgery,  Obstetrics 
and  Gynecology 
West  Virginia  Medical  Journal 
Wisconsin  Medical  Journal 


1943 


The  American  Journal  of  Digestive  Diseases 
American  Journal  of  Diseases  of  Children 
American  journal  of  the  Medical  Sciences 
American  Journal  of  Obstetrics  and  Gynecology 
American  Journal  of  Surgery 
American  journal  of  Syphilis,  Gonorrhea  and 
Venereal  Diseases 

American  Journal  of  Tropical  Medicine 
Annals  of  Internal  Medicine 
Annals  of  Surgery 

Archives  of  Dermatology  and  Syphilology 
Archives  of  Internal  Medicine 
Archives  of  Ophthalmology 
Archives  of  Oto-Laryngology 
Archives  of  Pediatrics 
Archives  of  Surgery 
Army  Veterinary  Bulletin 
British  Medical  Journal 
Bulletin  of  the  Johns  Hopkins  Hospital 
California  and  Western  Medicine 
The  Connecticut  State  Medical  journal 
Gastroenterology 
Illinois  Medical  Journal 
Industrial  Medicine 
International  Medical  Digest 
Journal  of  the  American  Medical  Association 
ournal  of  Bacteriology 
ournal  of  Clinical  Investigation 
ournal  of  the  Florida  Medical  Association 
ournal  of  Infectious  Diseases 
ournal  of  Iowa  State  Medical  Society 
ournal  of  Laboratory  and  Clinical  Medicine 
ournal-Lancet 

Journal  of  Michigan  State  Medical  Society 
The  Journal  of  Pediatrics 
Journal  of  Pharmacology  and  Experimental 
Therapeutics 

Journal  of  the  Royal  Army  Medical  Corps 
The  Journal  of  Urology 
Kentucky  Medical  Journal 
Lancet 

Military  Surgeon 

New  England  Journal  of  Medicine 
New  York  State  Journal  of  Medicine 
Ohio  State  Medical  Journal 
Pennsylvania  Medical  Journal 
Proceedings  of  the  Society  for  Experimental 
Biology  and  Medicine 

Proceedings  of  the  Staff  Meetings  of  the  Mayo 
Clinic 

Public  Health  Reports 
Rocky  Mountain  Medical  Journal 
Southern  Medical  Journal 
Southwestern  Medicine 
Surgery 

Surgery,  Gynecology  and  Obstetrics  with 
International  Abstract  of  Surgery 
United  States  Naval  Medical  Bulletin 
War  Medicine 


1944 

We  believe  that  the  coming  year  will  see  a substantial  addition  to  the 
world  literature,  despite  the  exigencies  of  war. 
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Power  to  Heal 

SULFADIAZI 


Sulfadiazine  emerged  from  the  research  laboratory  a little  more  than  two  years  ago. 
Today  it  is  the  most  talked-of  chemotherapeutic  agent  in  the  history  of  medicine.  The 
preeminence  of  this  uncommonly  useful  agent  is  now  recognized  in  a score  of  fields. 


Indications  

RECOGNIZED  CLINICAL  INDICATIONS 


PNEUMOCOCCAL  PNEUMONIA 

HEMOLYTIC  STREPTOCOCCAL  PNEUMONIA 

FRIEDLANDER’S  BACILLUS  TYPE  B INFECTIONS 

POSTOPERATIVE  MIXED  PNEUMONIAS 

HEMOLYTIC  STREPTOCOCCAL  INFECTIONS 
(including  bacteremias) 

STAPHYLOCOCCAL  INFECTIONS 
(including  bacteremias) 

OSTEOMYELITIS 

GENITO-URINARY  INFECTIONS 
(E.  coli,  A.  aero  genes,  Shigella  dispar,  streptococci, 
staphylococci) 

MENINGOCOCCAL  MENINGITIS 


STAPHYLOCOCCAL  MENINGITIS 
PNEUMOCOCCAL  MENINGITIS 
H.  INFLUENZAE  MENINGITIS 

MENINGITIS  OF  MIXED  OR  UNKNOWN  ETIOLOGY 
GONORRHEA 

MIXED  UPPER  RESPIRATORY  INFECTIONS 
(hemolytic  streptococci,  staphylococci  and 
Friedlander’s  Bacillus  type  “B”) 

SEPTIC  COMPLICATIONS  OF  SCARLET  FEVER 
SURGICAL  INFECTIONS 
(streptococcal,  staphylococcal  and  pneumococcal 
infections) 

BURNS COMPOUND  FRACTURES 


CLINICAL  INDICATIONS  SUGGESTED  BY  THE  LITERATURE 

ACUTE  BACILLARY  DYSENTERY  NERVE  SUTURE 

COLON  BACILLUS  BACTEREMIA  (following  traumatic  section) 


Sulfadiazine  is  conjugated  to  a lesser  extent  than  other 
^ sulfonamides  and  is  excreted  quite  readily  by  the  kid- 
neys both  in  the  form  of  free  drug  and  the  acetylated 
fraction.  High  concentrations  are’ easily  obtained  in  the 
blood.  Dosage  for  adults  in  severe  infections  is  usually 
computed  on  a basis  of  o.to  Gm./Kg.  of  body  weight  for 
the  initial  dose,  followed  by  1.0  Gm.  every  4 to  6 hours  day 
and  night  until  the  temperature  has  been  normal  for  72 
hours.  For  a complete  discussion  of  dosage,  see  Lederle  lit- 
erature available  upon  request  or,  New  and  Nonofficial 
Remedies,  Edition  1943. 


During  sulfadiazine  therapy,  alkalis  sufficient  to  main- 
tain an  alkaline  urine  should  be  administered  unless  con- 
traindicated and  liquids  should  be  given  to  produce  a 
daily  urinary  output  of  between  1,000  and  1,500  cc.  It  is 
important  to  establish  a full  urinary  output  prior  to  the 
institution  of  parenteral  therapy. 

/ Sulfadiazine  Tablets  for  Oral  Use 
\ Bottles  of  50,  100,  1,000,  5,000  and  10,000  tab- 
Packages  < lets,  0.5  Gm.  (7.7  grains)  each. 

f Sodium  Sulfadiazine  Solution  Parenteral  25% 

\ Sets  of  6,  25  and  100  ampuls  (10  cc.  each). 
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Quick9  dependable  results ! 

with  the  easily  soluble 


D U B I N AM  INOPH  Y L L I N 


Discriminating  physicians  are  prescribing  this  product,  American 
Made  from  American  Materials,  as  a: 

MYOCARDIAL  STIMULANT  AND  POWERFUL  DIURETIC: 
EFFECTIVE  IN  BRONCHIAL  ASTHMA,  PAROXYSMAL 
DYSPNEA  AND  CHEYNE-STOKES  RESPIRATION. 

Numerous  reports  in  the  literature  comment  on  Prompt  Relief, 
Favorable  Action,  and  Dramatic  Improvement  in  these  conditions. 

H.  E.  PUBIN  LABORATORIES,  250  East  43rd  Street,  New  York,  N.  Y. 


TABLETS 

AMPULS 

POWDER 

SUPPOSITORIES 


2136 


2137 


In  peptic  ulcer,  gastroenteritis,  and  gastric 
hyperacidity,  Kamadrox  — composed  of 
magnesium  trisilicate  (50%),  aluminum 
hydroxide  (2  5%),  and  colloidal  kaolin 
(25%)  — presents  notable  therapeutic  ad- 
vantages. It  provides  prompt,  prolonged, 
and  profound  acid-combining  power;  it  is 
systemically  inert,  cannot  lead  to  alkalosis 
or  secondary  rise  in  acid  secretion;  it  is  as- 
tringent, demulcent,  adsorbent,  protective, 
and  non-constipating.  Its  ease  of  adminis- 
tration and  pleasant  taste  are  appreciated 
by  the  patient  and  assure  his  cooperation. 


NEW  YORK  • SAN  FRANCISCO  • KANSAS  CITY 


Kamadrox  powder,  permitting  adjust- 
ment in  dosage,  is  supplied  in  4-oz.  and 
1-lb.  cans.  Kamadrox  tablets  in  bottles  of 
100  and  multiples.  Each  tablet  contains: 


Magnesium  trisilicate 4 grains 

Aluminum  hydroxide 2 grains 

Colloidal  kaolin 2 grains 


Dose,  1 or  2 tsp.  of  the  powder,  well  dis- 
persed in  water,  t.i.d.,  p.c.  Of  the  tablets, 
2 with  water,  t.i.d.  or  q.i.d. 

THE  S.  E.  MASSENGILL  COMPANY 

Bristol,  Tenn.-Va. 


Even  when  mild  B Complex  deficiency 
exists,  no  structure  or  tissue  is  immune 
— the  symptoms  are  referable  to  every 
organ  in  the  body. 

The  term  “Complex”  aptly  describes 
both  the  deficiency  manifestations  and 
the  vitamin  group. 

Administration  of  Whole  Natural  Vita- 
min B Complex  is  important  because : 

★ Vitamin  B deficiencies  in  man 
are  almost  always  multiple. 

★ Effective  therapy,  therefore,  re- 
quires Whole  Natural  Vitamin  B 
Complex  which  supplies  all  the 
22  vitamin  B factors. 


★ Only  in  Whole  Natural  Vitamin  B 
Complex  can  all  these  22  vitamin 
B factors  be  obtained. 

BEZON*  is  Whole  Natural  Vitamin  B 
Complex — concentrated  to  high  po- 
tency from  natural  sources.  BEZON 
supplies  all  the  factors  of  the  B Com- 
plex. No  synthetic  factors  are  added. 

When  you  prescribe  BEZON  you  are 
prescribing  completeness  in  B Complex 
therapy. 

BEZON  is  made  only  in  the  distinctive 
two-color  gelatin  capsule.  Supplied  in 
bottles  of  30  and  1 00  capsules. 


Samples  and  literature  available  on  request 


whole  natural 
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EFFECTIVE 

in  Coronary  Artery  Disease  and  Edema* 


Clinical  experience  and  carefully  controlled  studies  in  humans  have  definitely 
proven  the  value  of  Theobromine  Sodium  Acetate  in  treating  certain  Cardio- 
vascular and  Renal  diseases,  and  the  value  of  the  enteric  coating  in  permitting  ade- 
quate dosage  without  causing  gastric  distress. 

Supplied — in  7 Vi  grains  with  and  without  Phenobarbital  Vi  grain;  in  5 
grains  with  Potassium  Iodide  2 grains  and  Phenobarbital  \\  grain  (cost 
approximately  $1.50  per  bottle  of  100  tablets);  and  in  3 3A  grains  with  and 
without  Phenobarbital  \ \ grain  (cost  approximately  $1.00  per  bottle  of 
100).  Capsules,  not  enteric  coated,  are  available  in  the  same  potencies  for 
supplementary  medication. 


♦literature  giving  con- 
firming bibliography, 
and  physicians  sam- 
pleswill  be  furnished 
on  request. 


BREWER  Cr  COMPANY 


Pharmaceutical  Chemists  Since  1852 


INC*  Worcester 

Massachusetts 
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5 TO  6 HOUR  RELIEF 
IN  ESSENTIAL 
hypertension  WITH 

MAX  IT  ATI 


■Jf  For  prolonged  relief  in 
hypertension,  Maxitate  is  a 
stable,  safe  preparation  . . • 
with  the  longest  lasting  ac- 
tion (5-6  hours)  of  any  vaso- 
dilators in  the  nitrite  group. 

Distinguishable  by  color  for 
convenience  of  physician: 

Maxitate,  in  Vt  and  % gr- 
tablets  (white) 

Maxitate,  Vi  gr->  ^heD° 
barbital,  y*  gr-  (blue) 

Maxitate,  Vi  gr->  w)t^?')ien0 
barbital,  % gr.  (Pink)  . 

Maxitate,  Vi  gr-’  ^Wyiolet) 
glycerin, i /i°°  Sr*' 

Write  for  Folder  No.  8 
l strasenburgh  C<y. 
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In  Congestive  Heart  Failure 

OkEjoocdcin 


Theobromine-calcium  salicylate  Council  Accepted 

Diuretic  and  Myocardial  Stimulant 

ll/2  grain  tablets  and  powder.  Dose  : 1 to  3 tablets,  repeated. 


BILHUBER-KNOLL  CORP.  ORANGE,  NEW  JERSEY. 
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If  patients  can’t  be  told  to  slow  down  till  the  war’s  end,  their 
capacity  for  work  under  stress  may  often  be  stepped  up.  Vitamin 
B complex,  because  of  its  basic  effects,  can  aid.  These  water-soluble 
substances  in 

Becaplets 

are  convenient  for  administration  in  attractive, 
potent  form.  The  vitamins  are  here  sheathed 
within  the  thin  double  walls  of  the  caplets — 
shielded  from  light  and  oxidation. 

There  are  3 formulas  each  in  a distinguishing  color,  to  meet  the  individual 
patient’s  needs: 

BECAPLETS  (Regular)  contain:  Vitamin  B-l,  1 mg.  Vitamin  B-2,  1 mg. 
Vitamin  B-6,  0.03  mg.  Nicotinamide,  6 mg. 

BECAPLETS  with  ASCORBIC  ACID  BECAPLETS  with  IRON 

here,  in  addition  to  the  vitamin  B com-  Certain  cases  of  iron  deficiency  re- 
plex  factors,  vitamin  C is  present  for  its  spond  rapidly  when  vitamin  B corn- 
far-reaching  effects  on  cellular  metabolism.  plex  is  given  concurrently. 


KANSAS  CITY,  MO. 

NEW  YORK  • ATLANTA  • LOS  ANGELES  • SEATTLE 


THE  items  which  make  up  the  "Ramses"*  Physicians  Pre- 
scription Packet  No.  501  are  as  perfectly  matched  as 
scientific  development  and  controlled  manufacture  can  make 
them. 

Each  "Ramses"  Diaphragm  is  matched  to  a diaphragm  Intro- 
ducer of  a corresponding  size  — and  each  is  made  to  conform 
as  closely  as  possible  to  the  normal  vaginal  anatomy.  Match- 
ing the  accessories  is  the  large-size  tube  of  "Ramses"  Vaginal 
Jelly,  the  pH  of  which  is  adjusted  to  4,  to  match  that  of  the 
vaginal  tract. 

Thus,  perfect  matching  assures  proper  insertion,  comfortable 
adjustment  of  the  diaphragm  to  the  vaginal  walls  and  proper 
barrier  action  of  the  jelly* 

The  "Ramses"  Physicians  Packet  No.  501  is  available  on  your 
prescription,  at  recognized  pharmacies. 
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A Mechanical  Peristaltic  Stimulant 

supplying  non-irritating,  lubricating  bulk 
without  vitamin  absorption  or 
impairment  of  digestion 

Mucilose 


This  highly  purified  hemt- 
cellulose  is  available  in  4-oz. 
and  16-oz.  bottles  as  Mucilose 
Flakes  and  Mucilose  Granules . 


Frederick 


Stearns 


& Company 


Since  1855  . . . ESSENTIALS  OF  THE  PHYSICIAN’S  ARMAMENTARIUM 


NEW  YORK  KANSAS  CITY  DETROIT,  MICH.  SAN  FRANCISCO,  WINDSOR,  ONTARIO 

SYDNEY,  AUSTRALIA  AUCKLAND,  NEW  ZEALAND 


2146 


Photo  by  Dickson- Joyce 
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ONE  OF  THE  MOST  POTENT  WEAPONS  YET  FOUND 
AGAINST  A VARIETY  OF  BACTERIAL  INFECTIONS! 


stands  today  the  most  remark- 
able antibacterial  agent  that 
modern  medicine  has  evolved.  It  is  miraculously  effec- 
tive in  the  treatment  of  staphylococcic,  gonococcic, 
pneumococcic,  and  hemolytic  streptococcic  infec- 
tions. It  is  of  enormous  benefit  in  cases  of  infection 
that  are  resistant  to  sulfonamides.  But,  because 
of  its  scarcity  and  the  needs  of  our  military  forces, 
civilian  requirements  must  wait  greater  production 
of  penicillin.  The  illustrations  show  the  surface  cul- 
ture method  of  production,  which  enables  Reichel 
Laboratories  to  produce  maximum  quantities  of 
penicillin  to  meet  the  urgent  demand. 


First  stage  in  production  of  penicillin 
at  Reichel  Laboratories — one  of  the 
leading  U.  S.  laboratories  to  undertake 
production  of  the  new  “wonder”  sub- 
stance. Seed  sporesofthemold^«/V/7//» 
notation  are  introduced  into  the  culture 
medium. 


Penicillin  production  requires  a pre- 
cise control  of  the  temperature  at  all 
times.  Inoculated  culture  bottles  are 
stored  in  constant  temperature  air-con- 
ditioned rooms  at  the  Reichel  Labora- 
tories. Here  the  mold  grows  slowly  on 
the  surface  of  the  culture  media  in  the 
bottles. 


Frozen  liquid  penicillin  is  reduced 
to  dry  yellow  powder  in  dome  driers  at 
Reicbel  Laboratories.  Development  of 
penicillin  is  a superb  example  of  co- 
operation between  industrial  laborato- 
ries and  Government  agencies. 


The  “mat”  of  the  mold  excretes 
penicillin.  Note  curious  “horse  tooth” 
formation  of  outer  edge  of  “mat.”  En- 
tire resources  of  the  Reichel  Laborato- 
ries today  are  devoted  principally  to 
production  of  penicillin  and  blood  plas- 
ma for  U.  S.  military  needs. 


After  1 0 days’  incubation  each  bottle 
contains  the  mold  growth.  The  droplets 
or  “pearls”  on  the  mold  “mat”  are  rich 
in  penicillin  which  Reichel  Laboratories 
extract  in  tiny  quantities  by  means  of 
intricate  separation  and  refinement 
processes. 
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Calcium  Action  P h 

LCIBRONAT 

DC/  V H 

Bromine  j edition 

L u 1 u it  u li  n I 

Ampuls  10  cc.:  Boxes — 5,  20  and  100 

High  ratio  Ca:  Br — 1:2 

Effervescent  tablets:  Tins — 10  and  50 

Less  danger  of  bromism. 

Granules  (non-effervescent):  Tins — 100  and  500  Gm. 

Palatable.  Well  tolerated. 

SANDOZ  CHEMICAL  WORKS,  INC. 

NEW  YORK— SAN  FRANCISCO 

INDEX  TO  ADVERTISED  PRODUCTS 


Biological  and  Pharmaceutical 


Alkalol  (Alkalol) 2236 

Aluminoid  (Chatham) 2132 

Aminophyllin  (Dubin) 2136 

Becaplets  (Breon) 2143 

Belbarb  (Haskell) 2229 

Bezon  (N utrition) 21 38-2 1 39 

Calcibronat  (Sandoz) 2148 

Cholan  DH  (Maltbie) 2131 

Co-Nib  (Elbon) 2233 

Cooper  Creme  (Whittaker) 2237 

Deratol  (Brewer) 2229 

Dextri-Maltose  (Mead  Johnson) 4th  Cover 

Diurbital  (Grant) 2130 

Elixir  Bromaurate  (Gold) 2236 

Globin  Insulin  (Burroughs  Wellcome) 2153 

Hematinic  Plastules  (Bovinine) 2nd  cover 

Hepvisc  (Anglo) 2230 

Kamadrox  (Massengill) 2137 

Koromex  (Holland-Rantos) 2225 

Lipolysin  (Cavendish) 2233 

Maltine  (Maltine) 2238 

Maxitate  (Strasenburgh) 2147 

Mucilose  (Steams) 2145 

Numotizine  (Numotizine) 2221 

Penicillin  (Reichel  Labs.  Div.-Wyeth).  .2146-2147 
Ol-Vitum  (International  Vitamin  Corp.). . . 2231 

Perandren  (Ciba) 2155 

Ramses  (Schmid) 2144 


Similac  (M  & R Dietetic) 2227 

S.  M.  A.  Corp.  (S.  M.  A.) 3rd  cover 


Thyroid  Duo-Sayed  (McNeil) 2217 

Theocalcin  (Bilhuber) 2142 

Thesodate  (Brewer) 2140 

Unicap  Vitamins  (Upjohn) 2133 

Vi-Magna  (Lederle) 2128 

Vitamin  B Complex  (Squibb) 2154 

Vitamins  (Walker  Vitamin) 2152 

Dietary  Foods 

Fleischmann’s  Bread  (Standard  Brands) 2151 

Gelatine  (Knox) 2219 

Hecker’s  Cream  of  Farina  (Best  Foods) 2215 

Karo  (Corn  Products) 2234 

Ovaltine  (Wander) 2223 

Kemp’s  Tomato  Juice  (Sun-Rayed) 2149 

Medical  and  Surgical  Equipment 
Human  Artificial  Eyes  (Fried  & Kohler). ...  2127 

Orthopedic  Shoes  (Pediforme) 2152 

Supports  (S.  H.  Camp) 2150 

Supports  (W.  S.  Rice) 2148 

Miscellaneous 

Brioschi  (Ceribelli) 2233 

Cigarettes  (Camel) 2129 

Spring  Water  (Saratoga) 2233 

Whisky  (Johnnie  Walker) 2232 


WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNIA  — may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us — we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request. 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BfcANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y ROCHESTER,  N.  Y. PITTSBURGH,  PA. 


• Difficult  to  realize  how  far  we  have  progressed 
in  nutrition  since  World  War  I!  For  instance,  to- 
mato juice!  Doctors  knew  about  its  anti-scorbutic 
value  and  widely  recommended  the  juice  of  canned 
tomatoes  for  infant  feeding.  But  tomato  juice  as  we 
know  it  today  was  not  commercially  available  until 
ten  years  after  World  War  I,  when  Kemp  brothers 
introduced  their  now  famous  Kemp’s  Sun-Rayed. 
. . .Tomato  juice  is  being  enjoyed  by  our  “boys”  every- 
where, and  we  at  home  are  glad  to  share  with  them 
the  whole-tomato  goodness  of  Kemp’s  Sun-Rayed. 


Packed  by 

THE  SUN-RAYED  CO. 
Frankfort,  Indiana 

• • • 

New  York  Agent 
SEGGERMAN  NIXON  CORP. 

Ill  8th  Ave. 
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ANATOMY  OF  PREGNANCY 


It  is  during  the  fourth  month  that  the  patient 
is  usually  sent  for  her  support,  although  a breast 
support  is  usually  advocated  at  the  beginning 
of  pregnancy. 


The  clinical  value  of  Camp  Prenatal 
Supports  and  Breast  Supports  has 
for  many  years  been  recognized  as 
anatomically  correct  and  efficient. 
They  are  moderately  priced  and 
easily  adjusted  by  the  Camp  Pat- 
ented Adjustment  feature. 


Four  Lunar  Months’ 
Pregnancy 

One  of  a series  of  life-size 
sculptured  models  made  for 
S.  H.  Camp  and  Company  by 
Charlotte  S.  Holt. 

• 

4 Lunar  Months  — Abdom- 
inal protrusion  beginning. 
Uterus  becomes  abdominal 
organ.  Fundus  4 cm.  below 
umbilicus.  Approximate 
time  of  quickening.  Normal 
visceral  relationship.  No  ap- 
preciable change  in  body 
mechanics. 


ANATOMICAL  SUPPORTS 


S.  H.  CAMP  & COMPANY  • Jackson,  Michigan 
Offices  in  CHICAGO  • NEW  YORK  • WINDSOR.  ONTARIO  • LONDON,  ENGLAND 
World’s  Largest  Manufacturers  of  Anatomical  Supports 
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FRONT  AND  CENTER  IN  THE  FOOD  PICTURE 


T700D  has  become  a major  concern.  Is 
America  to  fare  well  or  badly?  Is  good 
nutrition  out  for  the  duration?  Will  pa- 
tients be  able  to  obtain  readily  the  foods 
you  prescribe? 


hydrates  to  be  turned  into  energy  so 
necessary  these  busy  days. 

Because  it  provides  important  amounts 
of  thiamin,  riboflavin,  niacin,  important 
elements  of  the  vitamin  B complex. 


Bread  as  it  stands  today  gives  an  answer. 
For  it  is  a finer  food  today  than  it  has  ever 
been  before.  It  is  plentiful.  It  is  inexpen- 
sive. 

Even  those  who  used  to  find  fault  with 
white  bread  now  praise  it. 

The  government  sets  bread  up  in  one  of 
the  basic  seven  food  groups  which  should 
be  eaten  every  day. 

Why?  Because  modern  enriched  white 
bread  is  a storehouse  of  food -energy 
and  stepped-up  nutritional  values. 

Because  it  contains  abundant  carbo- 


Because it  contains  calcium  and  iron. 

Because  it  provides  protein  — with  a good 
supply  of  threonine,  an  amino-acid  most 
recently  proved  essential  to  life  and 
growth.  In  fact,  the  threonine  content  of 
bread  compares  favorably  with  that  of 
those  excellent  protein  foods,  meat  and 
milk. 

This  is  why  bread  is  so  important  in 
the  present-day  food  picture.  It  is 
why  bread  may  be  prescribed  and  recom- 
mended with  full  assurance  that 
more  than  ever  it  is  basic  in  every 
normal  diet. 


Bread  tsfiasic 


with  meals  . . . and  in  meals 

FLE ISCHMANN  1868-1943  —75  YEARS  OF  GOOD  YEAST  FOR  GOOD  BREAD 


2152 


When  you  specify  a Walker 
Vitamin  Product,  your 
patient  receives  a strictly  ethical 
preparation  of  the  finest  quality 
— rigidly  standardized  for 
vitamin  activity  by  careful 
laboratory  control  . . . and  at  a 
consistently  economical  price. 
Write  for  ' descriptive  booklet. 


WALKER  VITAMIN  PRODUCTS,  inc 


SHOES  AS  THERAPEUTIC  AGEHTS 

No  doctor  can  ignore  that  shoe  therapy  is  a major  factor  in  the  treatment 
of  many  foot  disorders.  In  some  cases,  however,  when  further  medical  or 
surgical  treatment  is  required,  the  shoes  must  be  adjusted  to  conform  to 
any  changes  such  treatments  make  in  the  shape  or  size  of  the  feet. 

Pediforme  shoes  are  prepared  through  experienced  craftsmen  to  make 
the  necessary  adjustments  as  prescribed  by  the  orthopedic  surgeon  or 
physician  in  these  cases. 

With  purchases  restricted  it  is  readily  apparent  that  substantial  shoes, 
capable  of  reconstruction  or  easy  adjustment,  should  be  prescribed.  For 
all  practical  purposes,  Pediforme  footwear  may  well  be  considered  in  shoe 
therapy. 


Peiiforme 


A SHOE  FOR 
EVERY  MEMBER  OF 
THE  FAMILY.  . . A SHOE 
FOR  EVERY  INDIVIDUAL 
REQUIREMENT. 


FOOTWEAR 


MANHATTAN,  36  West  36th  St.  NEW  ROCHELLE,  545  North  Ave. 

BROOKLYN,  322  Livingston  St.  EAST  ORANGE,  29  Washington  PI. 
843  Flatbush  Ave. 

HEMPSTEAD,  L.  I.,  241  Fulton  Ave.  HACKENSACK,  299  Main  St. 


A New  Advance  in  Insulin  Therapy 


The  above  diagram  shows  the  effects  of  comparable  doses  of  various  insulins  on 
the  blood  sugar  level  of  a fasting  diabetic  patient.  Note  the  intermediate  type  of  action 
of  globin  insulin  as  compared  with  regular  insulin  and  protamine  zinc  insulin. 


★ 'Wellcome’  brand  Globin  Insulin  with  Zinc 
is  a new  type  of  insulin,  a clear  solution  with 
both  prompt  and  prolonged  action,  devel- 
oped in  the  Wellcome  Research  Labora- 
tories, Tuckahoe,  N.  Y. 

★ One  subcutaneous  injection  daily  has  been 
found  to  control  satisfactorily  most  moder- 
ately severe  and  many  severe  cases  of 
diabetes. 

★ The  action  of  'Wellcome’  Globin  Insulin 
with  Zinc  conforms  to  physiologic  needs. 
Its  onset  of  action  usually  occurs  writhin 
two  hours  after  injection.  When  injected 
in  the  morning,  its  strongest  action  occurs 
during  the  day  when  insulin  is  most  need- 
ed; during  the  night  (16  to  24  hours  after 
injection)  the  action  wanes  and  hence  noc- 


turnal insulin  reactions  are  rarely  encount- 
ered. 

★ 'Wellcome’  Globin  Insulin  with  Zinc  has 
the  advantage  of  being  a clear  eolation, 
not  a suspension. 

★ Globin  has  not  been  found  to  be  allergenic 
and  consequently  'Wellcome’  Globin  In- 
sulin with  Zinc,  in  its  freedom  from  pro- 
ducing skin  reactions,  is  comparable  to 
regular  insulin. 

Wellcome  „„„„„ 

GLOBIN  INSULIN 

WITH  ZINC 

Reg.  1).  S.  Pat.  Off.  2,161,198 

Vials  of  10  cc.  80  units  in  1 cc. 


Literature  on  request 

BURROUGHS  WELLCOME  & CO. 


(U.  S.  A.) 
INC. 
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In  treating  Vitamin  B Complex 
Deficiencies  "It  is  far  better  to 
prescribe  too  much  than  too  little, 
too  soon  rather  than  too  late.” 

SPIES,  T.  D.: 

J.  A.  M.  A.  122 :497,  June  19, 1943. 


Patients  exhibiting  evidence  of  nutri- 
tional failure  require  intensive  therapy  to 
restore  health  promptly.  Spies  stresses 
these  four  essential  principles  of  therapy: 
( 1 ) use  of  a basic  formula ; ( 2 ) supple- 
mentation of  this  formula  with  individual 
vitamins  when  indicated;  (3)  adjustment 
of  the  diet;  and  (4)  administration  of  the 
natural  vitamin  B Complex  in  addition  to 
diet  and  therapy. 

The  basic  formula  used  by  Spies  and 
other  authorities  on  nutrition1  contains  10 
mg.  of  thiamine,  50  mg.  of  niacin,  5 mg. 
of  riboflavin  and  75  mg.  of  ascorbic  acid. 
This  formula  is  now  available  to  all  phy- 
sicians in  Squibb  Basic  Formula  Vitamin 
Tablets.  Individual  vitamins  are  also  sup- 
plied under  the  Squibb  label  for  use  when 
indicated. 


Natuplex-B,* *  Squibb  Extract  of  Natu- 
ral Vitamin  B Complex  derived  from 
high  potency  brewers’  yeast,  is  an  ideal 
preparation  for  use  in  conjunction  with 
Basic  Formula  Vitamin  Tablets.  It  is  a 
stable,  exceptionally  potent  extract — un- 
fortified  and  undiluted.  It  makes  possible 
the  administration  of  the  natural  vitamin 
B Complex  in  heavier  dosage  than  was 
formerly  considered  practicable.  An  aver- 
age daily  dose  of  one  heaping  teaspoonful 
(10  grams)  supplies  6 mg.  thiamine;  2 
mg.  riboflavin;  18  mg.  niacin;  1.0  mg. 
pyridoxine;  4.0  mg.  pantothenic  acid; 
31.25  calories.  In  4-oz.  and  8-oz.  bottles. 


1 Jolliffe,  N.  and  Smith,  James,  J. : M.  Clin. 
North  America  27 :56 7,  March  1943. 

* Natuplex-B  (Reg.  U.  S.  Pat.  Off.)  is  a 
trade-mark  of  E.  R.  Squibb  & Sons. 


For  literature  address  the  Professional  Service 
Dept.,  745  Fifth  Avenue,  New  York  22,  N.  Y. 


ER:  Squibb  &Sons 


Manufacturing  Chemists  to  the  Medical  Profession  since  1858 


IMPORTANT  ECONOMIES  NOW  MAKE  IT  POSSIBLE  TO  PRESCRIBE 
THE  MOST  POTENT  ANDROGENIC  SUBSTANCES  TO  A 
WIDER  GROUP  OF  PATIENTS  . . . 


beca 


use . . . 


PERANDREN,*  pure  synthetic  testosterone  propionate,  has  been  reduced  10 
per  cent  in  price.  Being  the  most  effective  androgen  available  for  intramuscular 
administration,  this  product  has  assumed  greater  importance  in  a growing  list  of 
indications  and  consequent  savings  are  normal  reflections  of  increased  use. 


because . . . 


METANDREN*  TABLETS,  orally  active  form  of  methyltestosterone  intended 
for  ingestion  therapy,  have  been  reduced  by  371/2  to  40  per  cent.  Here,  too,  the 
extensive  use  of  this  substance  in  medical  practice  has  made  possible  production 
economies  rightfully  passed  on  to  the  patient. 


because . • • 


METANDREN  LINGUETS*  are  effective  in  doses  Vz  to  V2  less  than  those 
required  when  methyltestosterone  is  ingested.  Absorbed  directly  through  the  oral 
mucosa  into  the  general  circulation,  this  sublingual  form  of  methyltestosterone 
sidetracks  the  portal  circulation  and  the  liver,  thus  preventing  partial  inactivation. 
Consequently  smaller  doses  can  be  given  with  equally  uniform  results,  offering 
complete  and  potent  therapy  at  low  cost. 


C I IB  % 


*Trade  Marks  Reg.  U.  S.  Pat.  Off. 


SUMMIT,  NEW  JERSEY 


"Metandren  Linguets”  identifies  the  product  as  methyltestosterone  of  Ciba's  manufacture,  for  sublingual  administration. 


d Vi  *1*3 


Crude  drugs  and  chemicals  procured  for  the 
preparation  of  Lilly  products  must  measure  up 
to  highest  standards.  Assays  from  outside  sources, 
no  matter  how  reliable,  never  are  accepted  without 


confirmation  from  the  Lilly  control  laboratories. 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

Copyright  1943  by  the  Medical  Society  of  the  State  of  New  York 
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Editorial 

The  Well  of  Righteousness,  II 


Exemplifying  the  spirit  of  the  old  saying 
that  “to  the  pure  most  everything’s  rotten,” 
the  J.A.M.A.1  has  accused  the  New 
York  State  Journal  of  Medicine,  with- 
out benefit  of  inquiry  and  largely  as  a 
matter  of  opinion,  of  being  “lost  before  the 
altar  of  those  who  give  their  faith  to  scien- 
tific medicine.” 

The  “Illinois  and  New  York  journals,” 
said  the  J.A.M.A .,  “continue  to  be  veritable 
directories  of  unestablished  and  unscientific 
therapy,”  because  they,  among  others, 
have  not  enlisted  themselves  “in  this 
righteous  cause,”  which  created  the  A.M.A.’s 
Cooperative  Medical  Advertising  Bureau. 

Alleging  that  the  N.Y.S.J.M.  has  been 
“conspicuous  almost  from  the  first  in  ...  . 
insistence  on  the  profits  to  be  derived  from 
the  publication  of  advertisements  of  un- 
accepted products,”  the  J.A.M.A.  insists 
that  this  is  due  to  pressure  on  the  physicians 
exerted  by  the  business  manager  of  the 
Journal.  For  a time,  the  N.Y.S.J.M., 
as  the  J.A.M.A.  acknowledges,  was  in  the 
Cooperative.  It  withdrew  because  one 
year’s  experience  showed  that  the  Bureau 
was  in  no  position  to  do  for  the  N.Y.S.J.M. 
as  complete  a job  as  the  Journal  could  do 
with  its  own  solicitation  of  advertising. 
The  N.Y.S.J.M.  is  not  only  in  the  unique 
position  of  being  the  second  largest  official 
medical  journal  in  the  country,  but  it  is 
also  strategically  located  in  the  advertising 
market.  It  was  properly  felt  by  the  State 
Medical  Society  that  the  advertising  income 
of  the  State  Journal  should  reflect  these 


natural  advantages.  The  Bureau,  being 
under  obligation  to  seek  advertisements 
for  all  the  state  journals,  could  not  em- 
phasize the  special  advantages  of  any  single 
state  journal.  Therefore,  our  Council  di- 
rected that  the  N.Y.S.J.M.  operate  inde- 
pendently of  the  A.M.A.  Cooperative. 

There  was  at  no  time,  and  is  not  now,  any 
dissatisfaction  with  or  desire  to  minimize 
the  excellent  work  of  the  Council  on  Phar- 
macy and  Chemistry  of  the  American 
Medical  Association  or  to  betray  “the  good 
name  and  prestige  of  American  medicine.” 
To  make  a holy  war  out  of  a plain  matter 
of  the  inability  of  the  A.M.A.  Cooperative 
to  serve  fully  the  N.Y.S.J.M.  plainly  is 
ridiculous.  From  1934  to  1940  the  N.Y.S.- 
J.M. had  pursued  the  policy  of  accepting 
pharmaceutical  advertisements  only  on  the 
basis  of  acceptance  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  A.M.A. 
The  Publication  Committee  in  1940  “con- 
sidered continuation  of  this  policy  wise, 
though  with  the  reservation  that  individual 
products  might  be  acceptable  in  special 
instances  on  their  merits  even  though  lack- 
ing Council  acceptance.  It  was  recognized 
that  the  Council  of  Pharmacy  and  Chem- 
istry of  the  A.M.A.  necessarily  is  obliged  to 
five  up  rigidly  to  its  strict  rules  in  order 
that  no  embarrassing  precedents  be  es- 
tablished even  in  cases  where  the  reason 
behind  the  rule  may  be  inapplicable.”2 
The  Publication  Committee  of  the  N.Y.S.- 
J.M. has  subsequently  made  its  own  de- 
cisions. 
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A number  of  products  which  never  had 
been  passed  upon  by  the  Council  on  Phar- 
macy and  Chemistry  were  at  various  times 
since  1940  carefully  considered,  and  found 
to  have  merits  for  therapeutic  use  and  for 
clinical  trial.  Advertisements  for  them 
have,  therefore,  been  accepted. 

Advertisements  of  a few  products  which 
have  been  actually  rejected  by  the  Council 
on  Pharmacy  and  Chemistry  have  been 
considered  deserving  of  publication  either 
because  experience  has  shown  them  to  be 
undoubtedly  useful,  or  as  deserving  clinical 
trial  looking  toward  future,  fully  rounded 
decisions.  One  such  instance  is  Argyrol. 
The  objection  of  the  Council  on  Pharmacy 
and  Chemistry  to  accepting  advertise- 
ments for  Argyrol  was  based  on  an  extrava- 
gant claim  for  this  product  as  an  antiseptic. 
The  Publication  Committee  has  accepted 
advertisements  of  Argyrol  because  of  its 
undeniable  value  and  universal  acceptance 
by  physicians  over  the  years. 


Ertron , a vitamin  product,  devised  for  use 
in  arthritis,  was  rejected  by  the  A.M.A.  j 
Council  on  Pharmacy  and  Chemistry  be- 
cause, at  the  time  of  its  rejection,  evidence 
of  its  effectiveness  was  considered  not  to 
,be  established.  The  Publication  Committee 
felt  that  further  trial  was  justified,  and  it 
has  therefore  accepted  this  advertisement. 

The  Publication  Committee  of  the  ! 
N.Y.S.J.M.  feels  that  it  would  be  un- 
fortunate if  all  advertising  in  the  medical 
publications  of  the  country  were  restricted 
to  those  products  which  have  already  become 
firmly  established;  that  many  products, 
scientifically  produced,  manufactured  by  j 
responsible  firms,  and  showing  promise  of 
benefit  to  the  sick,  should  be  brought  to 
the  attention  of  the  practicing  physicians  j 
of  the  state.1 2 3 


1 J. A.M.A.  123:  354-355  (Oct.  9)  1943. 

2 Minutes  of  Publication  Committee,  literary  division, 
Feb.  23,  1940. 

* A third  editorial  in  this  series  will  appear  in  a later 
issue. 


Symposium  on  Industrial  Medicine 


The  Journal  is  fortunate  in  being  able 
to  publish  in  this  issue  a symposium  on  in- 
dustrial medicine  by  a group  of  authoritative 
writers.  Beginning  on  page  2161  will  be 
found  papers  by  Drs.  Clarence  D.  Selby  on 
“Industrial  Medical  Provisions  for  Various 
Sizes  of  Plants,  Both  Personnel  and  Physi- 
cal Equipment,”  Carl  Peterson  on  “Func- 
tions of  the  Industrial  Medical  Service,” 
Victor  G.  Heiser  on  “Feeding  the  Worker,” 
Mclver  Woody  on  “Medical  Aspects  of 
Absenteeism  in  Industry,”  Herbert  H. 
Bauckus  on  “Integration  of  the  Industrial 
Medical  Service  with  Medical  Services  of 
the  Community  and  Social  Agencies  in  the 
Community,”  and  Cassius  Watson  on 
“What  Plan  Shall  We  Pursue  Concerning 
Physical  Defects  in  the  General  Popula- 
tion?” 

Both  the  social  and  industrial  aspects  of 
illness  in  the  worker  are  thoroughly  dis- 
cussed, as  well  as  the  responsibility  of  the 
physician  with  respect  to  it.  The  possi- 
bilities of  the  utilization  by  industry  of  the 
nation's  estimated  3,700,000  people  with 
heart  disease,  the  425,000  people  blind  in 
one  eye,  the  133,000  totally  blind  people, 
the  65,000  persons  who  are  totally  deaf,  the 


60,000  deaf  mutes,  and  the  1,547,000  who 
are  hard  of  hearing  are  discussed  by  Dr. 
Watson  in  the  light  of  the  growing  shortage 
of  manpower,  a matter  of  vital  importance 
to  the  continuation  of  the  war  effort. 

Discussing  absenteeism,  Dr.  Woody  con- 
cludes that  “Of  the  total  days  lost  from 
work  in  this  country  for  medical  reasons, 
less  than  5 per  cent  were  due  to  sickness.” 
In  the  light  of  the  considerable  publicity 
being  given  to  this  subject,  his  admonition 
that  “the  most  important  service  that  a 
physician  can  render  to  industry  is  in 
clearly  distinguishing  absence  from  work  on 
account  of  sickness  or  accident  from  ab- 
sence for  personal  reasons”  is  most  timely. 
Statistical  studies  can  be  no  more  reliable 
than  the  data  on  which  they  are  based. 

The  responsibility  of  the  physician  in 
industry,  as  well  as  that  of  the  family 
physician  of  the  worker,  with  respect  to 
adequate  food  habits  is  pointed  out  by  Dr 
Heiser.  “Every  worker  kept  at  his  task,” 
he  says,  “every  worker  producing  at  his 
maximum  because  of  enhanced  capacity 
due  to  proper  nourishment,  means  just  so 
much  more  in  the  national  effort  in  peace 
and  in  war.” 


November  15,  1943] 
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Complete  health  and  welfare  programs 
for  the  worker  and  many  aspects  of  in- 
dustrial health  service  are  discussed  by 
Drs.  Peterson  and  Bauckus  from  a vast 


fund  of  experience  in  this  field,  now  more 
than  ever  important  to  the  successful  con- 
tinuation of  the  war  effort  and  the  public 
health. 


What  Others  Think 


“To  deny  the  intangibles  of  medicine 
is  to  deny  the  existence  of  human  fears 
and  weaknesses.  It  also  is  to  deny  such 
human  forces  as  faith,  hope,  kindliness, 
and  wisdom. 

“A  mother’s  labor  pains,  the  cardiac’s 
anxiety,  and  the  child’s  newly  found  fear 
seem  not  entirely  assuaged  by  last  month’s 
‘security  taxes.’  Neither  does  a doctor’s 
value  to  society  and  the  individual  seem 
adequately  measured  by  the  anatomy  cov- 
ered within  his  specialty;  nor  is  it  fully 
determined  by  an  unusual  skill  with  a 
I stethoscope,  a scalpel,  or  a microscope. 

“The  intangibles  in  medicine — the  infinite 
reactions  of  both  mind  and  soul  of  the  pa- 
tient, as  brought  out  in  impending  death, 
births,  prolonged  suffering,  and  the  every- 
day struggle  with  disease.  Next  in  turn, 
there  is  the  inspiring  word,  the  sympathetic 
ear,  and  the  deep  understanding  of  human 
frailties,  as  evidenced  in  the  really  good 
physician. 

“One  can  state  categorically,  the  patient 
and  physician  intangibles  can  never  be 
governmentally  blueprinted,  nor  strait- 
jacketed  within  rigid  departmental  regula- 
tions. Bureaucracy  does  not  change  human 
nature.” 

So  says  the  Detroit  Medical  News.1 

But  bureaucracy,  according  to  Hatton  W. 
Sumners  in  the  Readers  Digest ,2  is  the 
i result  of  forces  which  are  destroying  the 
principle  of  local  self-government.  “Why 
is  it  then,”  he  says,  “that  in  a land  where 
everybody  proclaims  his  devotion  to  it 
(democracy),  representative  government  is 
withering  before  our  eyes?” 

“The  Bureaucrat  is  blamed  for  this. 
But  he  is  not  the  cause.  He  is  the  effect. 
The  seat  of  the  trouble  lies  far  deeper. 

“Our  whole  political  system  is  based  on 
the  principle  of  local  self-government.  But 
two  forces  have  been  destroying  this 
principle.  One  is  the  demand  of  the 
people  for  the  federal  government  to  inter- 


vene in  problems  of  every  community  and 
every  class.  The  other  is  the  ever-growing 
practice  of  passing  all  these  problems  on  to 
the  government  in  Washington. 

“By  bureaucrats  I do  not  mean  those 
government  employees  once  called  ‘civil 
servants’  because  they  were  employed  to 
‘serve’  the  government  and  execute  the  laws 
of  Congress.  I refer  to  the  bureau  chief 
and  his  squadrons  of  counselors  and  econ- 
omists and  specialists.  I am  not  criticizing 
them  but  the  system.  They  issue  what  are 
called  ‘directives,’  which  actually  have  the 
force  of  law.  One  bureaucrat  in  the 
Securities  and  Exchange  Commission  said 
recently:  ‘We  do  make  the  law.  This 

order  supersedes  any  laws  opposed  to  it.’ 
Actually  the  bulk  of  what  in  effect  are  our 
general  laws  are  now  being  made  not  by 
Congress  but  by  bureaucracies 

“It  is  a procedure  as  old  as  tyranny.  But 
it  cannot  exist  in  a democracy,  because  where 
it  exists  government  inescapably  ceases  to  be 
a democracy. 

“The  essence  of  democracy  is  that  laws 
shall  be  enacted  by  representatives  of  the 
people,  and  that  all  sides  have  a hearing. 
But  laws  enacted  by  bureaucrats  are 
fashioned  behind  closed  doors.  The  real 
author  is  not  known  to  the  people.  He  is 
appointed,  not  elected.  Generally  the  first 
the  public  knows  of  his  directives  is  when 
they  are  proclaimed.  The  law,  once  thus 
announced,  is  subject  to  frequent  and  some- 
times capricious  amendment.  The  bureau 
enacts  it,  enforces  it  and  sits  as  judge  in 
interpreting  it.  Most  of  these  imperial 
bureaus  are  provided  with  tribunals  equipped 
as  courts  and  recognize  a multitudinous 
bar  which  practices  before  them. 

“It  is  not  easy  to  get  a law  passed  by 
Congress.  But  the  bureaucrat  can  toss  off  a 
directive  while  you  wait.  The  very  facility 
with  which  he  legislates  encourages  the 
multiplicity  of  laws.  The  fact  that  he  does 
not  have  to  face  a constituency  makes  him 
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irresponsible  to  the  people  in  the  perform- 
ance of  this,  the  highest  function  of  sov- 
ereignty. 

“The  promoters  of  centralization  are 
more  and  more  resorting  to  the  exercise  of 
another  unlimited  power  against  which  no 
constitutional  barrier  will  ever  stand:  the 
control  of  the  purse  strings.  By  making 
the  units  of  state  government  financially 
dependent  on  the  federal  government,  that 
government  is  acquiring  the  power  to  control 
the  units  of  state  government.  When  this 
is  fully  consummated,  the  sovereignty  of 
the  state  governments  will  be  liquidated.” 

It  is  easy  for  any  thoughtful  person  to  see 
where  bureaucratic,  political  control  of 
American  medicine  would  lead.  But,  you 
will  say,  physicians,  in  such  a matter,  are 
special  pleaders.  It  is  their  profession  which 
is  to  be  affected.  Of  course,  they  would  be 
against  such  control.  They  want  to  be  boss. 

Of  course  they  do!  What  does  some 
bureaucrat  in  Washington  know  or  care 
about  your  particular  and  peculiar  needs 
when  you  are  mortally  ill  in  Swamproot 
(pop.  327)?  But  your  local  doctor  knows. 
He  cares.  His  county  medical  society 
cares.  His  state  medical  society  cares. 
They  want  to  control  the  kind  of  medical 
sendee  you  get  when  you  desperately  need 
it.  You  are  a sick  human  being  to  them, 
not  a statistic!  Your  doctor  and  his  medical 
societies  feel  because  he  is  a responsible 
physician  and  his  medical  societies  are 
composed  of  other  responsible  physicians 
that  in  grave  matters  of  life  and  death  they 
should  control  what  is  done  for  you.  Does 
this  sound  reasonable  to  you? 

Find  in  the  publications  devoted  to 
bureaucracy  as  a profession  such  statements 
as  the  following  from  the  Westchester  Medical 
Bulletin: 

“The  events  of  the  tragic  decade  just  past 
have  shown  that  there  is  no  good  thing  in 
human  civilization  beyond  the  capacity  of 
man  to  destroy;  no  good  thing  in  life  that  is 
outside  the  responsibility  of  mankind  to 
defend  and  preserve.  The  rights  of  man  to 
life,  liberty,  and  the  pursuit  of  happiness — 
and  latterly  to  the  ‘four  freedoms’ — may  be 
counted  inalienable,  but  they  can  no  longer 
be  considered  indestructible  or  indeed  be- 
yond forfeit  through  complaisancy.  It  is 
still  possible  to  believe  that  God  helps  him 


who  helps  himself.  But  it  strains  the  facts 
of  life  to  assume  that  God  guarantees  a 
good  life  to  men  or  nations  who  neglect  to 
maintain  the  foundations  of  the  good  life 
in  repair. 

“Hence,  a greater  responsibility  has  fallen 
upon  us  all — but  especially  upon  the  physi- 
cian. For  the  integrity  of  medical  art  and 
science  can  flourish  only  in  a society  that 
respects  the  dignity  of  man  and  the  im- 
portance of  human  life 

“ ‘There  are  days  to  come  when  it  will  seem 
that  humanity  has  lost  its  soul  as  well  as 
its  mind,’  wTites  the  editor  of  the  Passaic 
County  (Newr  Jersey)  Medical  Bulletin,  in  a 
guest  editorial  reprinted  elsewhere  in  this 
issue.  The  physician,  he  asserts,  ‘must 
carefully  study  the  guiding  principles  of 

democracy He  must,  above  all, 

understand  the  importance  of  liberty,  equal- 
ity, and  opportunity  for  all  human  beings; 
the  interdependence  of  humanity;  the  evils 
of  class,  religious,  and  racial  hatreds;  the 
necessity  of  teaching  (one  might  wish  he 
had  said,  of  practicing)  cooperation  between  j 
human  beings ’ 

“Those  who  mistrust  the  aspirations  of 
the  common  man,  special  pleaders  for  special 
interests,  w’ould  persuade  us  that  there  is  an 
inevitable  conflict  between  the  hope  of  free- 
dom and  the  fact  of  interdependence.  We 
are  told  wre  must  choose  between  returning  to 
a condition  of  pure  license  for  individual 
acquisitiveness  (such  as  really  existed)  or 
descending  into  an  anthill  civilization  of 
complete  mutual  interdependence  (such  as 
few  of  us  could  long  endure). 

“But,  as  the  physician  above  all  must 
realize,  people  are  dependent  upon  one  an- 
other socially,  economically — even,  to  an 
extent,  intellectually  and  spiritually.  Real 
freedom  is  not  to  be  found  in  selfish  license, 
but  within  the  protective  and  liberating 
arms  of  the  common  law.  True  freedom 
is  only  a product  of  conformity  to  law’, 
which  saves  us  from  compulsive  conformity 
to  the  rule  of  men  or  of  brute  force.  In 
a democracy,  freedom  is  the  ultimate 
reward  that  comes  to  a man  when  he  has 
discharged  his  responsibilities  to  his  fellow’ 
men.”1 * 3 


1 June,  1942. 

* Vol.  43,  No.  257,  September,  1943. 

* Vol.  XI,  No.  7,  July,  1943,  p.  5. 


Symposium  on  Industrial  Medicine 

FUNCTIONS  OF  THE  INDUSTRIAL  MEDICAL  SERVICE 

Carl  M.  Peterson,  M.D.,  Chicago 


MODERN  industrial  health  service  is 
designed  to  keep  people  at  work.  People 
stay  away  from  work  for  a great  variety  of  causes, 
an  appreciable  share  of  which  falls  under  the 
general  heading  of  sickness  or  injury — that  is  to 
say,  they  have  some  relation  to  health.  A prime 
essential  in  an  adequate  industrial  health  service 
is  a competent  physician  who  takes  genuine 
interest  in  applying  the  principles  of  preventive 
medicine  and  hygiene  to  employed  groups  and 
who  is  willing  to  devote  regular  hours  to  such 
service  in  the  working  environment.  In  the 
exercise  of  this  kind  of  activity,  the  work  of 
the  physician  in  industry  can  be  classified  under 
three  main  headings:  (1)  medical  and  surgical 

care,  (2)  health  conservation,  and  (3)  industrial 
health  administration.  This  order  is  employed 
because  medical  development  in  industry  quite 
frequently  occurs  in  this  fashion.  At  the  outset 
the  need  is  mainly  for  remedial  service;  next, 
for  one  or  another  of  the  functions  of  industrial 
hygiene  or  toxicology;  and,  as  duties  multiply, 
the  physician  finds  himself  engaged  more  and 
more  in  the  internal  organization  of  his  medical 
department  and  its  relations  inside  and  outside 


Medical  and  Surgical  Care 

From  an  industrial  point  of  view,  absenteeism 
derives  from  two  sources — that  which  is  due  to 
| occupational  exposure  and  that  which  is  not. 
Industrial  medicine  and  surgery  deal  with  the 
first  of  these  categories  and  include  all  the  in- 
numerable details  of  individual  case  manage- 
ment, diagnosis,  treatment,  disability  evaluation, 
and  rehabilitation.  This  is  far  and  away  the 
commonest  contact  between  the  physician  and 
industry  and,  as  a rule,  involves  relatively  little 
adjustment  from  traditional  methods  of  practice. 
It  is  still  personal  service.  Its  purpose  is  to  re- 
store the  disabled  industrial  worker  to  his  former 
earning  capacity  in  the  same  line  of  work,  with- 
out unnecessary  delay.  The  closer  we  come  to 
this  ideal,  the  better  do  we  accomplish  medicine's 
restorative  function  in  the  industrial  picture. 

With  respect  to  the  treatment  of  compensable 
disability,  the  medical  profession  contends  that 


the  disabled  worker  should  be  free  to  choose  his 
physician  from  all  those  licensed  doctors  of 
medicine  who  are  competent  to  supply  the  re- 
quired service  except  (as  stated  in  the  Principles 
of  Medical  Ethics)  when  a third  party  has  a valid 
interest  or  intervenes.  A valid  interest  is  de- 
fined as  legal  responsibility  for  cost  of  care  or 
indemnity.  The  treatment  of  injuries  or  dis- 
eases not  industrially  induced  is  a function  of 
private  medical  practice  from  which  the  physi- 
cian in  industry  should  abstain  unless  emergency 
or  palliative  measures  are  necessary.  As  Collier 
has  stated,  every  honest  doctor  knows  the  differ- 
ence between  that  kind  of  service  and  systematic 
treatment. 

Health  Conservation 

The  most  important  medical  function  in  in- 
dustry is  health  conservation.  Prevention  is 
the  cardinal  principle  for  reducing  the  incidence 
of  industrial  disability,  and  as  it  succeeds  there 
will  be  less  dependence  upon  the  purely  restora- 
tive or  reconstructive  services  of  the  surgeon  and 
other  consulting  specialists.  It  is  in  this  direc- 
tion that  industrial  health  lays  claim  to  being  a 
specialized  discipline  in  medicine. 

Health  conservation  in  industry  flows  through 
two  main  channels.  On  the  one  hand  it  at- 
tempts to  establish  some  form  of  medical  super- 
vision over  the  worker  and,  on  the  other,  over 
the  working  place.  A physician  is  successful 
in  industry  in  direct  proportion  to  his  mastery 
over  these  technical  approaches.  Physical  ex- 
amination and  health  education  are  examples 
of  the  first  type  of  activity,  and  the  whole  special- 
ized field  of  plant  inspection  and  exposure  con- 
trol is  representative  of  the  other. 

Physical  Examination. — Physical  examination 
in  industry  is  not  so  simple  as  it  sounds  although 
procedure  in  the  majority  of  instances  will  not 
differ  greatly  from  the  standard  methods  em- 
ployed in  physical  and  laboratory  diagnosis. 
Interpretation  of  findings  in  terms  of  job  re- 
quirements is  what  calls  for  special  information 
and  good  judgment.  It  is  with  respect  to  select- 
ive placement  that  physical  examination  becomes 
most  useful  and  as  such  has  very  measurably 
outstripped  its  original  function  of  defining 
liability  for  pre-existing  disease.  In  the  opinion 
of  the  Council  on  Industrial  Health,  physical 
examination,  whether  for  placement  or  for  other 
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reasons,  should  be  complete  enough  to  provide 
positive  health  protection  for  the  worker,  his 
fellows,  and  the  general  public.  A cheap  or 
inadequate  appraisal  can,  under  many  circum- 
stances, be  worse  than  none  at  all.  The  Council 
also  believes  that  the  examiner  should  acquaint 
the  examinee  with  significant  findings  and  take 
necessary  steps  to  refer  all  conditions  needing 
correction  to  the  worker’s  own  physician. 

Health  Education. — The  objective  of  health 
education  in  industry  is  to  create  a personal  in- 
terest in  hygienic  living,  both  in  and  out  of  the 
working  environment.  The  plant  physician  is 
an  unusually  advantageous  position  to  supply 
advice  and  counsel  of  this  variety  and  he  should 
take  every  opportunity  to  do  so. 

Industrial  Hygiene  and  Toxicology. — The  loca- 
tion, identification,  and  control  of  unhealthful 
occupational  exposures  is  a primary  function  of 
the  industrial  physician.  Our  definition  of  an 
exposure  is  any  working  condition  or  environ- 
ment, process,  operation,  or  material  capable  of 
causing  harmful  physical  effects.  In  most  in- 
stances detection  and  control  are  simple  and 
well  defined.  Elsewhere  the  problem  may  be 
so  obscure  as  to  call  for  the  highest  kind  of 
technical  and  professional  skill.  Systematic 
methods  are  the  key  to  dependable  results — so 
much  so  that  whenever  the  issue  is  not  clear, 
competent  industrial  hygiene  consultation  should 
be  called  for.  Such  consultation  is  now  quite 
readily  available  from  state  and  local  bureaus  of 
industrial  hygiene  and  from  private  sources. 

Industrial  Health  Administration 

The  organization  and  management  of  an  in- 
dustrial medical  department  involve  a host  of 
assignments  outside  the  fields  of  medical  care 
and  health  conservation,  all  of  which  go  to  make 
up  the  third  major  function  of  the  plant  physi- 
cian— industrial  health  administration.  Here 
again,  we  have  important  subdivisions:  in  the 
first  place,  administrative  problems  affecting  the 
internal  organization  and  maintenance  of  the 
plant  medical  service;  and,  second,  those  affect- 
ing community  relationships. 

Supervision  of  Medical  Department  Personnel. — 
Internal  administration  includes  such  important 
aspects  as  procurement  of  equipment  and  sup- 
plies and  all  of  the  employer-employee  relation- 
ships, which  define  the  real  position  of  the  de- 
partment in  the  plant.  There  are  two  which  need 
separate  discussion  here:  training  and  super- 

vision of  personnel,  and  record  keeping.  In- 
dustrial physicians  must  obviously  be  respon- 
sible for  instruction  and  subsequent  activities  of 
nurses,  technicians,  and  other  assistants.  Stand- 
ing orders  need  to  be  posted  for  the  guidance  of 


medical  department  personnel  so  that  there  will 
be  no  assumption  of  unwarranted  responsibility. 

Records. — Records  in  industry  are  of  two  main 
types.  One  represents  the  industrial  medical 
experience  of  the  individual  worker,  starting  with 
his  preplacement  examination  and  continuing 
through  each  subsequent  visit  to  the  medical 
department.  Personal  records  of  this  kind  are 
confidential  and  should  always  be  kept  in  the 
custody  of  the  medical  department.  Absentee- 
ism records,  on  the  other  hand,  reflect  the  health 
experience  of  the  whole  group  in  terms  of  cause, 
duration,  and  outcome.  It  is  in  this  direction 
that  industrial  medicine  can  make  an  out- 
standing contribution  to  our  knowledge  of  mor- 
tality and  morbidity  both  with  respect  to  disease 
in  general  and  to  the  relation  between  morbidity 
and  specific  occupation. 

Community  Relationships. — Of  the  community 
agencies  interested  in  industrial  health,  the 
plant  physician  will  deal  most  frequently  with 
official  and  voluntary  health  services,  with  work- 
men’s compensation  and  rehabilitation  groups, 
and  with  medical  organizations.  Collier  speaks 
of  the  industrial  medical  service  as  closing  the 
gap  between  personal  service  on  the  one  hand 
and  social  and  public  health  services  on  the 
other.  Herein,  it  seems  to  me,  is  a relationship 
toward  which  all  of  us  can  travel  with  some  de- 
gree of  confidence  if  dependable  machinery  is  set 
up  in  each  industrial  community  for  actual  con- 
sultation between  industrial  medicine,  private 
practice,  and  community  health  facilities.  Cer- 
tainly, industry  is  a convenient  avenue  for  the 
application  of  many  projects  in  the  general  field 
of  adult  hygiene,  as,  for  example,  communicable 
disease  control  and  such  recent  developments  as 
nutrition  education.  In  the  same  way  efforts 
which  the  industrial  medical  director  can  under- 
take to  bring  together  community  practitioners 
and  workers  who  need  medical  care  have  such 
beneficial  aspects  to  all  concerned  as  hardly 
to  warrant  argument.  It  would  be  possible  to 
fist  many  other  activities  of  reciprocal  advan- 
tage designed  to  initiate,  correlate,  and  main- 
tain efforts  at  improving  the  physical  status  of 
industrial  workers.  Actually,  we  now  have 
such  local  machinery  in  many  industrial  areas 
through  the  formation  of  committees  on  indus- 
trial health  in  county  medical  societies.  Our 
recommendations  to  these  committees  do,  in 
effect,  suggest  that  there  be  representation  from 
each  of  these  interested  groups  which  have  been 
enumerated  above — private  practice,  industrial 
practice,  and  local  health  departments.  We 
have  great  faith  in  this  plan  for  improved  local 
organization  of  industrial  health  service  as  an 
expression  of  leadership  by  medicine  in  a field 
which  represents  a great  responsibility  during 
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these  trying  days  and  an  unparalleled  oppor- 
tunity for  lasting  and  beneficial  service. 

Summary 

This  discussion  has  presented  the  major  func- 
tions of  industrial  medical  service  as  falling 
mainly  into  three  classes:  medical  and  surgical 
care,  health  conservation,  and  industrial  health 
administration.  The  cumulative  experiences  of 


many  physicians  in  industry  have  demonstrated 
that  industrial  health  service  can  operate  effi- 
ciently, ethically,  scientifically,  and  in  accord- 
ance with  the  best  interests  of  the  worker,  em- 
ployer, official  agencies,  the  general  medical 
profession,  and  the  community  at  large. 

American  Medical  Association 
535  North  Dearborn  Street,  Chicago 


INDUSTRIAL  MEDICAL  PROVISIONS  FOR  VARIOUS  SIZES  OF 
PLANTS,  BOTH  PERSONNEL  AND  PHYSICAL  EQUIPMENT 

C.  D.  Selby,  M.D.,  Detroit 


THE  question  implied  in  this  subject  is: 
“What  personnel  and  physical  equipment  are 
I essential  in  various  sizes  of  plants  for  industrial 
health  service?”  This  question  usually  arises 
in  small  or  expanding  plants,  the  owners  of  which 
have  had  no  previous  or  but  limited  experience 
with  industrial  health  service.  Large  industries 
with  established  medical  departments  seldom 
raise  the  question.  Therefore,  in  discussing  the 
subject  I shall  be  concerned  chiefly  with  small 
and  expanding  plants,  and  I shall  be  very  realistic 
and  quite  elemental. 

On  the  ground  that  informed  physicians  can 
| control  occupational  diseases,  reduce  disabilities 
i from  occupational  injuries,  and  maintain  good 
! health  levels  in  industry,  the  medical  profession  is 
[ preparing  itself  on  a broad  scale  for  industrial 
[ service.  This  can  become  an  important  contri- 
bution to  the  war  effort.  Believing  that  medicine 
has  much  to  offer  industry,  certain  governmental 
and  voluntary  agencies  are  encouraging  the  indus- 
trial employment  of  physicians,  part-time  or 
full-time,  but  progress  is  slow  and  medical  organi- 
zation is  impatient. 

Through  experience  I know  that  the  owner  of 
a plant,  particularly  a small  one,  can  be  fright- 
ened away  from  medical  service  by  an  elaborate 
presentation  which  has  the  appearance  of  being 
expensive.  It  is  far  easier — and  perhaps  he 
thinks  it  far  less  costly — for  him  to  arrange  with 
a medical  friend  or  a neighborhood  physician  to 
care  for  his  injured  workers  only,  and  then  only 
when  accidents  occur.  When  one  does  occur,  the 
injured  worker  may  be  sent  to  the  doctor’s  office 
or  to  a hospital  that  he  recommends,  or  to  the 
worker’s  home,  or  the  doctor  may  go  to  the  plant 
to  see  him,  depending  upon  the  injury.  That  is 
the  usual  arrangement. 

Some  day  the  employer  awakens  to  the  fact 
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that  he  has  dermatitis  in  the  plant.  Perhaps  he 
has  been  sending  an  occasional  case  to  the  doctor, 
and  it  suddenly  dawns  on  him  that  he  is  having 
too  many.  So  he  calls  the  doctor  and  asks  him 
what  he  ought  to  do.  The  doctor  has  never  been 
in  the  plant — in  the  tool  crib  once  or  twice  to 
see  someone  who  was  hurt,  but  not  out  in  the 
plant.  This  is  that  doctor’s  opportunity,  and  if 
he  is  prepared  to  accept  it,  he  will  say,  “I’ll  be 
down  as  soon  as  I can  get  away.” 

He  finds  a number  of  cases  and  makes  some 
suggestions.  On  leaving,  he  tells  the  owner, 
“I  think  I’d  better  come  back  in  a couple  of  days 
and  take  another  look.”  This  is  that  employer’s 
introduction  to  industrial  hygiene  methods. 
Possibly — in  fact,  most  likely — the  doctor  will 
find  other  occupational  disease  exposures  which 
need  control.  He  returns  several  times,  and  he 
makes  some  suggestions. 

Seeing  him  in  the  plant,  employees  who  should 
have  redressings  and  would  ordinarily  go  to 
the  doctor’s  office  for  them  ask  him  to  treat  them 
there.  So,  with  this  experience,  the  doctor  sug- 
gests to  the  owner,  after  a few  plant  visits,  “Why 
don’t  you  let  me  come  down  here  for  half  an  hour 
a day  (or  for  whatever  time  may  be  necessary) 
to  take  care  of  the  cases  on  the  job  and  watch 
over  your  plant?”  That  seems  to  be  a reason- 
able suggestion.  It  will  save  the  time  lost  by 
employees  in  going  to  the  doctor’s  office,  and 
minor  cases  which  would  not  be  sent  out  for 
care  could  also  be  treated  on  the  job.  So  they 
come  to  an  agreement. 

There  is  nothing  said  about  a place  for  the 
doctor  to  work  in  or  about  equipment.  He  just 
carries  his  bag  into  the  plant,  sets  it  down  on  a 
bench  in  the  tool  crib,  and  sends  for  a man  who 
he  knows  needs  a redressing.  Others,  hearing  of 
the  doctor’s  presence  in  the  plant,  come  for 
treatment  or  advice.  The  demand  for  the  serv- 
ice gradually  spreads,  and  the  doctor  says  to  an 
occasional  workman  who  consults  him,  “I  think 
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I had  better  look  you  over.”  There  is  no  objection 
and  the  doctor  takes  the  man  behind  the  tool 
rack  to  make  the  examination — after  a fashion. 
This  is  the  beginning  of  a counselor  and  examina- 
tion service. 

The  doctor  continues  to  take  advantage  of 
such  opportunities  as  they  occur,  making  no 
complaint  about  the  inadequacy  of  the  facilities 
or  saying  anything  to  the  owner  about  a program. 
He  simply  goes  ahead  and  does  what  he  thinks  is 
right.  By  and  by,  word  reaches  the  owner,  he 
becomes  interested,  and  is  pleased.  He  calls  the 
doctor  into  his  office,  tells  him  to  pick  out  a place 
in  the  plant  where  a room  can  be  constructed  and 
equipped  for  medical  service.  In  due  time  it  is 
completed  and  equipped  according  to  the  modest 
specifications  suggested  by  the  doctor. 

In  the  doctor's  absence — for  he  is  on  a part- 
time  basis — a clerk  from  an  adjoining  office, 
trained  in  first  aid,  takes  care  of  minor  injuries  or 
calls  the  doctor,  according  to  circumstances. 

Somewhat  proud  of  what  has  been  done,  the 
employer  drops  into  the  doctor's  office  occa- 
sionally, and  he  sees  that  the  place  is  fairly  busy. 
Sooner  or  later  he  authorizes  the  employment  of  a 
nurse,  at  first  for  part-time — say,  half  a day — 
and  later  for  full-time.  The  medical  service  is 
now  fairly  well  established. 

The  next  step  is  preplacement  examinations, 
and  this  comes  as  a natural  consequence,  wholly 
without  urging.  It  completes  the  program. 

Thus,  in  this  slow  fashion  and  by  a step  at  a 
time,  a complete  medical  service  has  come  into 
effect  in  a small  plant,  and,  being  built  up  by  this 
gradual  process,  it  is  on  sound  ground.  It  will 
not  be  over-extended  or  abandoned  when  a de- 
pression or  recession  comes,  and  it  can  be  ex- 
panded with  the  plant. 

While  the  above  sketch  is  not  the  story  of  any 
one  place,  it  is  neither  fictitious  nor  hypothetical. 
It  is  very  real,  and  it  is  happening  with  increasing 
frequency.  In  devising  its  plans  for  the  promo- 
tion of  health  service  in  industry,  the  medical 
profession  must  recognize  this  as  a frequent 
procedure,  if  not  the  best  and  most  desired.  In 
it  the  important  points  are: 

1.  Medical  service  cannot  be  crowded  into 
small  plants.  It  must  work  its  way  in,  it  must 
expand  slowly,  and  it  must  pay  its  way. 

2.  The  key  to  the  introduction  of  medical 
service  in  small  plants — and,  I would  add,  also 
in  medium-sized  plants  and  large,  for  these  are 
but  expansions  of  small  plants — is  in  the  medical 
profession  and  the  “know  how''  of  the  doctors 
who  are  available. 

For  these  reasons  the  profession  must  be  pre- 
pared to  serve  in  industry,  and  doctors  must  not 
become  discouraged  if  they  are  not  immediately 
employed  when  they  are  prepared  to  serve. 


Nothing  has  been  said  thus  far  about  the 
provisions  for  personnel  and  physical  equipment. 
Presumably  plants  of  various  sizes  do  require 
certain  personnel  and  equipment  according  to 
their  size,  but  other  factors  must  be  equally  well 
considered — the  nature  of  the  industry,  the  ef- 
fectiveness of  the  accident  prevention  program, 
the  sex  and  intelligence  of  the  people  employed, 
and  so  forth.  To  give  adequate  consideration  to 
these  factors  in  laying  down  specifications  is 
exceedingly  difficult;  nor  does  it  seem  to  be 
wholly  necessary  so  long  as  the  key  to  good  indus- 
trial medical  service  is  in  the  medical  “know 
how.'' 

On  the  contrary,  it  is  far  better  for  the  owner  j 
of  a small  plant  who  wishes  to  have  medical 
service  to  employ  a doctor  who  knows  how  to 
start  it  and  build  it  up — the  minimum  of  space 
he  needs  and  the  simple  equipment  he  requires. 
This  should  be  the  owner's  first  and  perhaps  only 
important  step.  In  fact,  an  informed  physician 
may  be  somewhat  handicapped  by  having  his 
quarters  built  and  furnished  in  advance  by  some- 
one with  little  knowledge  and  experience. 

Therefore,  the  advice  to  management  with  re- 
spect to  personnel  and  equipment  is  to  employ  a 
doctor  who  knows  the  medical  problems  of  in- 
dustry and  to  give  him  a reasonably  free  rein. 

The  advice  to  the  doctor  is  to  start  with  a 
minimum  of  space,  personnel,  and  equipment,  and 
build  slowly. 

In  plants  of  medium  and  large  size  the  per- 
sonnel and  equipment  requirements  are  perhaps 
even  more  variable  than  in  small  plants,  and 
here,  again,  they  depend  on  the  factors  (apart 
from  size)  previously  mentioned  and  some  others 
as  well,  such  as  the  attitude  of  the  management, 
the  policies  of  the  medical  department,  and  the 
extent  to  which  medical  service  has  been  de- 
veloped in  the  other  industries  of  the  community. 

In  the  past  few  years  medical  programs  have 
tended  to  expand  and  measures  for  the  control  of 
certain  nonoccupational  diseases  have  been 
adopted — pulmonary  tuberculosis  and  syphilis. 
Obviously,  these  expansions  require  additional 
personnel — doctors,  nurses,  and  technicians- — 
and  equipment. 

Now  the  specialties  are  urging  elaborate  pro- 
grams on  medical  service  in  industry  in  such 
branches  as  ophthalmology,  cardiology,  dentistry, 
dermatology,  gynecology,  and  others.  Expan- 
sions of  personnel  to  meet  these  highly  special- 
ized programs  can  conceivably  be  without  limit, 
and  they  must  be  limited  lest  industrial  medicine 
become  impractical  and  unacceptable  to  manage- 
ment. 

Before  the  war,  the  ratio  of  physicians  to  em- 
ployees in  the  General  Motors  Corporation  aver- 
aged about  1 to  1,600.  It  is  now  about  1 to 
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e 3,500.  Before  the  war,  the  ratio  of  nurses  to 
employees  was  about  1 to  600.  It  is  now  about  1 
e to  850.  The  number  of  employees  has  been 
) greatly  increased,  and  the  medical  procedures 

* also  have  been  increased.  For  obvious  reasons, 

• the  expansions  in  personnel  have  been  entirely 
, in  the  employment  of  nurses  and  not  physicians. 
, Incidentally,  replacements  of  physicians  who  ac- 
i cept  commissions  has  brought  inexperienced  men 

into  the  Corporation’s  medical  staff,  but  even  so, 
and  despite  the  great  increase  in  responsibility, 
the  doctors  in  the  ratio  of  1 to  3,500  are  doing  well. 

As  a matter  of  fact,  they  have  a splendid  rec- 
ord. Notwithstanding  these  changes  in  medical 
personnel,  greatly  increased  employment  of  in- 
experienced and  physically  substandard  people, 
the  change-over  in  manufacturing  operations, 
and  the  appearance  of  new  occupational  disease 
! exposures,  the  disability  rates  for  both  occupa- 
tional and  nonoccupational  sicknesses  have  not 
increased,  and  the  severity  rate  for  occupational 
injuries  is  the  lowest  in  the  history  of  the  Corpora- 
tion. 

In  this  respect  General  Motors’  experience 
I should  not  be  regarded  as  unusual.  On  the  con- 
trary, with  its  small  divisions  as  well  as  large 
(105  in  all,  located  in  forty-four  cities  and  thirteen 


states)  it  is  fairly  representative  of  average  indus- 
trial conditions  and  industrial  medical  practices. 
In  view  of  this  experience  and  the  evolutionary 
trends  of  industrial  medicine  toward  more  elab- 
orate health  maintenance  programs,  how  can 
one  set  up  standards  for  medical  personnel  and, 
by  the  same  token,  for  physical  equipment  in  the 
medical  departments  of  General  Motors  Corpora- 
tion or  any  other?  At  any  rate,  it  does  not  seem 
wise  to  do  so  in  General  Motors. 

Finally,  industrial  medical  provisions  for 
various  sizes  of  plants,  both  personnel  and  phys- 
ical equipment,  are  too  variable  for  specifica- 
tion. They  can  best  be  arrived  at  by  the  doctor 
charged  with  the  responsibility,  and,  assuming 
that  he  has  industrial  perspective,  he  will  specify 
minimums  according  to  his  experience,  his  judg- 
ment, and  the  needs  as  he  sees  them.  The  im- 
portant move  for  the  medical  profession  is  to 
prepare  itself  because  few  are  the  plants,  regard- 
less of  size,  that  cannot  be  benefited  by  informed 
medical  service,  either  part-  or  full-time. 

If  specifications  are  required,  the  reader  is  re- 
ferred to  the  excellent  publications  of  the  Divi- 
sion of  Industrial  Hygiene,  New  York  State 
Department  of  Labor,  and  the  Council  on  Indus- 
trial Health  of  the  American  Medical  Association. 


INTEGRATION  OF  THE  INDUSTRIAL  MEDICAL  SERVICE  WITH 
MEDICAL  SERVICES  OF  THE  COMMUNITY  AND  SOCIAL 
AGENCIES  IN  THE  COMMUNITY 


Herbert  H.  Bauckus,  M.D.,  Buffalo 

MY  TOPIC  is  new  enough  to  make  us  pause 
for  a moment  to  look  at  its  many  im- 
plications. It  looks  as  if  we  had  come  a long  way 
from  the  time  when  all  we  thought  about  was 
factories,  workers  employed  and  unemployed, 
the  doctor  called  too  late  to  a hopelessly  sick 
worker,  a death  in  a mine  cave-in,  or  other  in- 
dustrial accidents.  It  is  true  these  things  are 
still  happening  today,  and  too  frequently  for  the 
advanced  standards  of  the  United  States.  How- 
ever, when  they  do  happen,  they  make  us  feel 
our  own  responsibility  sharply  and  poignantly, 
and  in  the  heart  of  each  of  us  is  the  resolve  not 
to  let  it  happen  again.  F or  we  are  all  responsible. 

Industrial  health  as  a community  responsibility 
has  been  a distinctive  feature  only  for  the  last 
few  years,  and  it  is  in  this  light  that  we  must  look 
upon  the  integration  of  industrial  medical  service 
with  community  medical  services  and  existing 
social  agencies. 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York,  Buffalo,  May  4,  1943. 


The  war  has  accentuated  another  problem 
which  by  no  means  should  become  invalidated  in 
peacetime.  No  longer  is  the  individual  behind 
the  machine  alone  our  responsibility,  no  longer 
does  his  own  health  affect  the  production  process, 
but  also  the  well-being  of  his  family  has  a direct 
bearing  on  efficiency  and  output.  Since  produc- 
tion, be  it  for  war  or  for  peacetime  goods,  is  kept 
up  in  the  interest  of  the  nation  as  a whole,  effi- 
ciency and  output  must  be  kept  at  a high  level 
and  the  health  and  welfare  of  the  industrial 
worker  and  his  family  must  be  protected — yes, 
guaranteed — in  the  interest  of  the  nation. 

If  the  worker  himself  is  ill,  he  is  either  not 
functioning  at  all  or  not  very  well.  But  is  he 
not  as  seriously  affected  if  his  wife  is  ill  at  home? 
What  happens  to  the  woman  worker  who  knows 
that  her  children  are  without  supervision  for 
the  day  and  that  there  is  no  one  at  home  to  cook 
a proper  meal  for  them?  Will  not  the  peace  of 
mind  of  the  worker  be  disturbed  whose  family 
is  sheltered  only  by  a trailer  roof?  Can  we  ex- 
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pect  the  nervous  resistance  of  a worker  to  hold 
out  if  his  means  of  transportation  to  and  from 
work  is  so  inadequate  that  unnecessary  strain 
is  added  to  his  already  arduous  day?  These 
are  only  some  of  the  examples  which  indicate  that 
industrial  medical  services,  community  medical 
services,  and  social  agencies  must  pool  their  re- 
sources for  joint  action  rather  than  spend  time 
trying  to  decide  where  the  responsibility  of  one 
starts  and  the  other  ends. 

We  here  in  New  York,  and  especially  those  of 
us  who  live  in  large  urban  areas,  are  apt  to  dis- 
miss some  of  these  problems  too  lightly  under  the 
impression  that  everybody  has  access  to  every- 
thing in  this  great  state  of  ours.  The  assump- 
tion is  not  quite  correct  because  the  distribution 
of  available  facilities  is  far  more  uneven  than  we 
would  hope  it  to  be.  There  are,  first  of  all, 
hundreds  of  plants  without  any  medical  service 
whatsoever  on  the  premises,  eliminating  thereby 
the  original  source  of  finding  the  problem  at 
its  origin.  There  are  areas  where  medical  and 
hospital  service  is  not  as  handy  as  in  others  and 
where  no  such  variety  of  service  is  available. 
And  there  are  definitely  areas  where  social  agen- 
cies are  an  unknown  quantity  to  the  worker 
who,  therefore,  has  no  one  to  turn  to  but  his 
next-door  neighbor.  These  conditions  exist  to 
a far  higher  degree  in  other  parts  of  the  country, 
and  it  seems  to  me  that  New  York  State  must 
in  its  considerations  help  others  find  the  answers 
to  their  problems.  In  short,  we  here  must  pay 
attention  to  fundamental  principles  in  any  dis- 
cussion that  deals  with  the  well-being  of  the 
industrial  worker. 

But  let  as  assume,  for  the  purpose  of  demon- 
strating the  necessary  close  working  relations  of 
these  three  groups — the  industrial  medical 
department,  the  physicians  in  the  community, 
and  the  various  social  agencies — that  the  picture 
is  satisfactory.  The  plant  or  the  plants  of  the 
community  have  all  a more  or  less  adequate 
first-aid  or  medical  set-up.  A full-time  physician, 
or  several,  are  on  duty.  An  adequate  number 
of  nurses  for  the  number  of  employees  are  sta- 
tioned at  the  plant.  General  practitioners  and 
specialists  are  plentiful.  Health  agencies,  child 
agencies,  social  and  recreational  centers — all  are 
at  the  service  of  the  community.  What  would 
be  the  logical  division  of  responsibilities? 

The  industrial  medical  department  will  be- 
come the  diagnostic  center.  When  we  say  “diag- 
nostic,” we  mean  more  than  the  diagnosis  of  a 
broken  toe  or  arm,  a skin  disease,  or  any  other 
obvious  sickness.  Any  difficulty  facing  the 
worker  should  be  diagnosed  with  the  help  of 
the  forces  of  the  medical  department.  If  a 
woman  becomes  excessively  tired  at  her  job  be- 
cause the  work  is  still  new  to  her  or  if  she  does 


not  receive  the  right  kind  of  food  and  rest,  it 
should  become  the  responsibility  of  the  medical 
department  to  find  out  about  her  problem.  The 
nurse,  for  instance,  can  here  begin  to  play  a much 
more  important  role  than  she  previously  has 
played  as  well  as  the  plant  dietitian,  who  must 
become  an  ally  of  the  medical  department.  If 
a worker  is  absent  at  frequent  intervals  without 
being  ill  himself,  the  cause  should  be  analyzed. 
If  a young  fellow,  obviously  working  for  the 
first  time  in  a plant  and  possibly  a newcomer  to 
the  town,  shows  himself  moody  and  depressed, 
the  medical  department,  with  the  help  and  in- 
formation of  the  foreman,  should  try  to  get  at 
the  bottom  of  his  condition  and  should  be  ready 
to  assist  with  concrete  suggestions  for  recreation 
and  companionship.  I think  it  is  clear  what  we 
mean  by  a “diagnostic  center.” 

The  medical  resources  of  the  community,  on 
the  other  hand,  all  taken  together,  represent  the 
center  for  treatment  and  cure  in  case  of  actual 
sickness.  Efforts  must  be  made  by  the  organ- 
ized medical  group  to  help  the  industrial  medical 
department  in  its  fight  for  complete  independ- 
ence from  company  interests.  Too  often  the 
issue  of  compensation  colors  diagnosis  and  re- 
ferral practices  rather  than  the  interest  of  the 
sick  worker.  The  medical  profession,  through 
organized  action,  is  the  one  group  which  could 
effectively  bring  about  a faster  adjustment  of 
compensation  payments.  Meanwhile,  however, 
knowing  how  long  it  takes  for  the  first  com- 
pensation payments  to  come  through,  the  phy- 
sicians might  well  arrive  at  a mutual  agree- 
ment as  regards  payment  of  fees  in  the  interim, 
in  order  to  encourage  the  worker  to  keep  up  treat- 
ment and  to  become  well  as  quickly  as  possible. 
Furthermore,  it  has  become  more  and  more 
apparent  that  the  personal  interest  of  the  physi- 
cian in  the  kind  of  job  the  individual  is  doing  is 
necessary  to  prevent  relapses  or  a renewed  flaring 
up  of  the  disease.  More  often  than  not,  the 
private  physician’s  influence  is  needed  to  have 
the  worker  transferred  from  a job  unsuited  to 
his  physical  condition.  In  this  way  we  will 
keep  manpower  utilized  to  the  highest  degree. 

The  role  of  the  social  agencies  can  broadly  be 
defined  as  prevention  and  social  rehabilitation 
centers.  In  many  instances  the  industrial  medi- 
cal department  will  call  on  them  without  having 
to  have  recourse  to  a physician.  As  a matter  of 
fact  we  have  still  a lot  to  learn  in  making  the  best 
use  of  existing  facilities  in  the  interest  of  produc- 
tion. Has  it  ever  occurred  to  an  industrial 
concern  employing  women  for  the  first  time  to 
call  in  a physical  educator  to  help  train  a group 
of  women  for  a particular  job  by  teaching  them 
correct  posture,  muscular  relief,  and  many  other 
possible  aids  to  overcome  physical  fatigue  and 
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strain?  Exercises  at  work  generally,  as  a useful 
break  in  the  monotony  of  work  and  a definite 
contributor  to  new  energies,  are  as  yet  com- 
pletely neglected. 

But  there  is  the  more  complicated  case  of  the 
worker  who  is  found  to  be  tubercular  and  who 
needs  medical  attention  as  well  as  economic  help 
for  his  family.  There  are  examinations  to  be 
done  on  his  closest  contacts,  both  within  his 
family  and  among  his  coworkers.  A rehabilita- 
tion program  is  needed  after  he  has  recovered. 
In  short,  this  is  only  one  of  many  examples  where 
the  interplay  of  the  industrial  medical  depart- 
ment, the  medical  services,  and  social  agencies 
is  so  close  that  one  without  the  other  would  do 
only  half  of  the  job. 

Recreation  in  an  organized  fashion  and  as  an 
aid  to  the  physical  and  mental  well-being  of  the 
workers  must  receive  the  attention  of  the  co- 
operating groups.  Its  expansion  and  fullest 
application,  the  teaching  of  its  value  and  its 
promotion  must  not  be  dismissed  as  something 
outside  of  our  sphere  of  activity.  It  is  here  that 
physicians  can  contribute  to  the  community 
spirit  and  can  play  a direct  part  in  a program  of 
conservation  of  manpower. 

At  this  point  it  might  be  of  interest  to  the 
group  gathered  here  to  become  acquainted  with 
experiences  which  we  have  had  with  our  “Buffalo 
District  Committee  for  Industrial  Health.” 

One  of  the  outstanding  characteristics  of  this 
committee  is  its  community  composition  for  a 
program  entirely  geared  to  industrial  health. 
The  committee  has  been  kept  small  for  purposes 
of  efficiency.  It  was  established  in  response  to  a 
definite  need  expressed  by  management,  labor, 
and  community  representatives  at  a conference 
last  summer.  Our  State  Society  has  had  a long- 
standing interest  in  industrial  health.  It  main- 
tains a study  committee  on  industrial  health 
which  is  a subcommittee  of  the  Committee  on 
Public  Health  and  Education.  Recent  intensi- 
fied activities  by  the  Council  of  Industrial 
Health  of  the  American  Medical  Association, 
the  Division  of  Industrial  Hygiene  of  the  New 
York  State  Department  of  Labor,  and,  nation- 
ally, the  Division  of  Industrial  Hygiene  of  the 
U.S.  Public  Health  Service  warranted  taking 
the  initiative  ourselves  in  conjunction  with  a 
number  of  public  health  and  industrial  health- 
minded  citizens.  Representation  on  the  com- 
mittee is  divided  in  the  following  way:  four 

physicians,  one  of  whom  is  the  chairman,  and  one 
full-time  industrial  physician;  five  representa- 
tives from  management,  reflecting  the  major 
industries  of  this  area;  one  man  each  from  the 
C.I.O.  and  A.F.L.;  two  representatives  from 
social  agencies  giving  the  committee  access  to 
the  rest  of  the  agencies;  and  two  lay  people — 


one  a Negro — from  the  community  at  large. 

With  the  help  of  this  small  working  group,  the 
committee  has  set  itself  a number  of  ambitious 
tasks,  some  of  which  have  already  been  realized. 
As  an  objective,  fact-finding,  and  public  relations 
body,  the  committee  is  able  to  foster  both  educa- 
tion and  action.  Its  educational  program  is 
designed  to  serve  specifically  and  with  necessary 
differentiation  the  management,  labor,  and 
physician  groups.  In  terms  of  action  it  foresees 
and  expects  to  help  improve  industrial  health 
conditions  and  to  give  assistance  particularly  to 
the  plant  with  fewer  than  500  employees. 

In  the  four  months  of  its  existence  the  commit- 
tee has  worked  out  and  issued  a brief  manual  on 
minimum  medical  standards  for  industries  of 
various  sizes  and  an  information  bulletin  ac- 
quainting management  and  labor  with  the  dan- 
ger and  precautionary  measures  in  regard  to 
keratoconjunctivitis.  It  has  also  held  an  open 
forum  under  the  title  “Increase  Manpower 
Through  Industrial  Health,”  which  was  at- 
tended by  more  than  250  representatives  from 
management,  unions,  and  the  medical  and 
nursing  groups. 

Similar  committees  in  all  industrial  areas  of 
this  state  are  planned  by  the  Study  Committee 
on  Industrial  Health.  Integration  of  programs 
of  this  sort  becomes  a direct  responsibility  of  all 
physicians.  Lack  of  cooperation  has  often  been 
apparent  because  of  a mutual  distrust  between 
the  different  groups.  Narrow  concepts  about  the 
encroachment  on  territory  wholly  reserved  for 
one  group  must  disappear  in  the  face  of  the  im- 
portant question:  “What  will  serve  the  health 
interests  of  the  worker  best?”  While  we  believe 
that  treatment  and  cure  should  be  in  the  hands 
of  a physician  of  the  patient’s  own  free  choice, 
there  are  today  many  communities  where  the 
physicians  employed  by  industry  represent  the 
only  access  to  any  medical  care  at  all. 

There  are  also  lessons  to  be  learned  from  in- 
dustrial centers  in  various  parts  of  the  country, 
where  employer  initiative  has  instituted  complete 
health  and  welfare  programs  for  the  workers, 
cutting  down  to  a noticeable  degree  on  sickness 
and  disability.  If  it  is  our  belief  that  unfettered 
initiative  produces  the  best  results,  let  us  take 
results  achieved  elsewhere  as  a guiding  principle 
in  developing  initiative  to  the  fullest  degree  to 
emulate  these  results.  Let  us  start  now  actively 
on  a program  of  close  cooperation  between  the 
interested  groups  to  provide  the  kind  of  health 
protection  that  will  serve  the  industrial  worker 
and  his  family.  In  this  way  guarantees  will  be 
provided  that  the  production  process  will  not  be 
slowed  up  by  sickness  and  accidents,  and  organ- 
ized medicine’s  contribution  to  the  war  effort 
will  become  an  important  and  a vital  one. 
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FEEDING  THE  WORKER 

Victor  G.  Heiser,  M.D.,  New  York  City 

FOOD  is  today  in  the  forefront  of  news. 

Food  rationing,  food  prices,  food  confer- 
ences, food  for  soldiers  and  sailors,  food  for  evacu- 
ated peoples  in  Africa,  and,  we  hope,  some  in 
Europe  and  Asia  as  well — in  these  and  other  ways 
food  is  top  news.  Physicians  have  a specialized 
interest  in  food,  for  they  long  ago  learned  the 
value  of  proper  food  in  keeping  people  well  and  in 
healing  the  sick.  With  the  growth  of  the  science 
of  nutrition,  a much  keener  interest  developed 
among  both  physicians  and  the  laity.  The 
words  protein,  carbohydrate,  and  fat  began  to 
assume  new  importance.  It  was  not,  however, 
until  1911  that  a really  outstanding  concept  took 
hold,  when  Funk  announced  that  there  was  a 
substance  belonging  to  none  of  these  categories 
and  to  which  he  gave  the  value  “vitamin.”  From 
then  on  knowledge  of  true  food  values  has  grown 
rapidly. 

Industry  is  today  faced  with  many  problems, 
all  or  many  of  which  need  not  be  enumerated  at 
this  time.  Basically,  a most  serious  concern 
relates  to  the  health  of  the  workers  in  defense  and 
related  occupations,  for  the  margin  of  ultimate 
victory  over  our  enemies  may  rest  on  that  narrow 
margin  between  health  and  ill-health  of  the  pro- 
ducers of  the  armaments  of  war.  Through  varied 
and  expensive  research  many  methods  have  been 
devised  to  protect  the  health  of  the  worker,  to 
guard  him  against  excessive  work  fatigue,  to 
provide  him  with  proper  light,  heat,  humidity, 
ventilation,  protective  clothing,  and  guarded 
machinery.  In  many  ways,  large  industry  has 
made  marvelous  strides  in  these  directions,  and 
all  concerned  have  gained  thereby. 

Still,  what  the  worker  does  outside  of  the  fac- 
tory, what  food  he  eats  and  omits  have  definite 
effects  upon  his  well-being.  More  than  one 
hundred  years  ago,  in  1817,  to  be  exact,  a traveler 
in  England  reported  the  interest  of  the  employer 
in  helping  to  meet  food  needs  of  workers.  “Such 
as  reside  in  cottages  not  too  far  remote  from  the 
factory,  eat  their  meals  at  home;  such  as  reside 
at  greater  distances  form  messes  and  cook  then- 
own  food  in  the  mess  rooms,  fuel  and  culinary 
apparatus  being  gratuitously  supplied  for  that 
purpose.  The  milk  is  supplied  by  the  farm  at- 
tached to  the  factory.”  In  our  own  country, 
the  J.  B.  Stetson  Company  furnished  its  em- 
ployees with  182,000  meals  in  1921,  the  Goodyear 
Tire  and  Rubber  Company  served  its  workers 
540,000  meals  in  1922. 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York,  Buffalo,  May  3,  1943. 


The  highly  skilled  professional  and  patriotic 
service  being  rendered  by  many  hundreds  of  phy- 
sicians throughout  the  country  in  examining  the 
men  called  by  the  Selective  Service  Boards  is 
having  a major  effect  on  industry.  This  can  be 
stated  in  a few  words — the  best  are  taken;  the 
physically  handicapped  are  being  returned  to 
industry.  Of  course,  this  is  as  it  should  be,  and 
certainly  employers  have  no  complaint  on  that 
score.  But  think  with  me,  if  you  will,  of  the 
problems  faced  by  industrial  physicians  whose 
responsibility  it  is  to  examine  and  accept  many 
of  these  rejectees;  to  advise  regarding  their  suit- 
able placement  at  jobs  totally  new  to  them;  to 
guard  their  health  as  best  they  can  under  the 
stress  of  maximum  production  under  war  condi- 
tions. Yet  the  job  is  being  done,  and  our  pro- 
duction schedules  and  records  indicate  how  suc- 
cessful we  have  been. 

A major  aspect  of  health  conservation  that 
physicians  in  industry  face  relates  to  the  food 
habits  of  workers.  Altogether  too  many  are  ac- 
customed to  report  for  work  without  having  had 
any  breakfast,  or  only  a cup  of  coffee  and  a couple 
of  doughnuts,  hardly  adequate  food  for  an  indus- 
trial worker.  Studies  of  lunch  boxes  of  several 
thousand  workers,  both  on  the  Pacific  coast  and 
in  an  eastern  city,  pointed  up  this  lack  of  knowl- 
edge of  what  goes  to  make  an  adequate  meal,  in 
the  light  of  modern  information.  Following  these 
and  other  careful  studies  and  acting  upon  recom- 
mendations of  leading  industrial  physicians,  a 
program  has  been  outlined  which  has  already 
shown  reasonable  signs  of  progress. 

Our  recommendations  to  industry  as  a whole 
cover  the  following  points: 

1.  education  of  the  worker  as  to  what  con- 
stitutes an  adequate  diet  and  as  to  the  dividends 
to  be  collected  in  terms  of  personal  health  and 
national  security  by  sticking  to  it, 

2.  education  of  his  family,  especially  of  his 
wife  or  mother,  as  to  planning  and  preparing  three 
nutritious  meals  a day,  including  an  adequate 
lunch  to  be  carried  to  work, 

3.  provision  of  nutritious  foods  at  the  plant — 
in  the  cafeteria,  at  lunch  counters,  in  rolling  kit- 
chens, and  in  the  between-meals,  supplementary 
“snack  bars,” 

4.  cooperation  with  local  restaurant  owners  to 
provide  nutritious  foods  under  sanitary  condi- 
tions for  workers  near  the  plant  and  in  their  home 
communities, 

5.  making  nutritious  food  available  at  low 
cost  at  the  plant  and  in  local  restaurants,  and 
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education  of  the  worker  to  spend  enough  of  his 
money  on  food  to  receive  an  adequate  diet  at  all 
times. 

An  experiment  in  England  has  demonstrated 
the  practicability  of  the  attempt  to  change  the 
eating  habits  of  the  war  worker  by  approaching 
the  problem  from  three  points — education, 
economy,  and  provision — simultaneously.  In 

this  experiment,  the  workers  were  allowed  free 
choice  between  the  famous  “Oslo  meal”  and  their 
usual  lunch  previously  obtained  from  a small 
industrial  canteen,  the  price  of  the  two  meals 
being  the  same.  During  the  month  of  the  tests, 
consumption  of  the  Oslo  lunches  ranged  from  61 
to  85  per  cent  of  the  total.  Perhaps  it  may  be 
well  to  indicate  that  the  so-called  Oslo  meal, 
made  famous  in  Norway  as  a breakfast  in  better 
years,  consists  of  milk,  whole  wheat  bread  or 
biscuits,  butter,  cheese,  rawT  fruit,  or  raw  vege- 
tables. This  is  quite  an  improvement  upon  the 
type  of  breakfast  to  which  many  of  our  industrial 
workers,  both  men  and  women,  are  addicted. 

In  our  own  country,  as  already  indicated,  in- 
dustry is  taking  a leading  and  effective  part  in 
educating  workers  as  to  the  value  of  proper 
foods. 


Industrial  physicians  and  dietitians  are  collab- 
orating to  provide  wholesome  and  attractively 
prepared  food  at  moderate  prices.  In  many 
plants  the  sale  of  milk  and  salads  has  reached  a 
new  record,  and  the  end  is  not  yet  in  sight. 
When  it  is  recognized  that  some  plants  are  pro- 
viding more  than  50,000  meals  a day,  and  that 
the  preparation  of  such  meals  is  most  carefully 
planned  and  supervised,  it  may  be  seen  that  in- 
dustry has  taken  in  this  added  responsibility 
with  the  same  spirit  and  with  the  same  desire 
for  perfection  that  motivates  the  plans  for  the 
production  line. 

The  physician  in  industry,  working  in  collab- 
oration with  management,  is  beginning  to  recog- 
nize his  nutritional  responsibility.  Physicians  not 
directly  serving  industry  but  caring  for  and  ad- 
vising industrial  workers  and  their  families  can 
add  their  quota  of  effort  to  the  national  campaign 
for  adequate  food  habits.  We  are  in  this  war  to- 
gether, on  the  home  front  and  in  serving  the  battle 
line.  Every  worker  kept  at  his  task,  every  worker 
producing  at  his  maximum  because  of  enhanced 
capacity  due  to  proper  nourishment,  means  just 
so  much  more  in  the  national  effort  in  peace  and 
in  war. 


WHAT  PLAN  SHALL  WE  PURSUE  CONCERNING  PHYSICAL 
DEFECTS  IN  THE  GENERAL  POPULATION? 


Cassius  Watson,  M.D.,  New  York  City 

THE  significance  of  the  title  of  this  paper  must 
be  construed  broadly;  however,  it  will  be 
proper  to  devote  most  of  the  consideration  to  the 
industrial  point  of  view.  There  is  an  implication 
that  the  physical  defect  problem  should  be  re- 
garded constructively  as  pertaining  to  persons  in 
industry,  with  and  without  various  forms  of  im- 
pairments, and  also  to  a very  large  portion  of  the 
community  who  may  be  available  in  certain 
capacities  of  service  and  yet  are  never  regarded 
as  a part  of  the  industrial  population. 

There  has  been  repeated  in  the  public  press, 
and  in  many  of  the  journals,  the  fact  that  with 
the  extension  of  the  draft  requirements,  draining 
not  only  the  younger  age  group  but  also  the  very 
large  group  with  certain  minor  impairments, 
there  would  be  available  for  industry,  both  for 
war  and  public  endeavor,  the  older  age  group  and 
those  bearing  impairments  of  such  a degree  of 
gravity  that  they  could  not  serve  in  the  armed 
forces.  It  is  interesting  to  note,  however,  that 
recently  in  the  1-B  classification,  individuals  with 
certain  forms  of  impairments,  such  as  overweight 
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and  certain  visual  defects,  are  now  being  inducted 
into  the  service,  while  but  a year  ago  they  were 
considered  almost  negligible  so  far  as  their  war 
ability  to  work  was  concerned.  It  is  apparent, 
then,  that  we  are  to  approach  the  general  popula- 
tion’s physical  defects  governing  employability 
with  the  knowledge  that  the  impairment  feature 
is  going  to  confront  industry  and  those  in  super- 
visory capacities  on  every  side.  Management 
from  the  standpoint  of  an  age-old  prejudice  to- 
ward the  impaired  individual  and  the  examining 
physician  from  the  standpoint,  in  many  instances, 
of  being  obliged  to  institute  standards,  must 
recognize  that  the  profession  is  woefully  ignorant 
concerning  the  intimate  details  of  rationalizing 
the  physical  and  mental  features  of  certain  jobs 
with  physical  and  mental  impairments  of  pro- 
spective workers.  The  opportunities  for  job 
analyses  from  the  medical  viewpoint,  particularly 
as  concerns  employability  in  terms  of  certain  im- 
pairments, have  not  been  forthcoming  to  the 
necessary  extent.  This  feature  may  well  be 
dwelt  upon  by  those  who  have  the  direction  of 
industrial  training  and  in  the  medical  schools 
where  the  empirical  construction  of  the  curricula, 
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both  medical  and  surgical,  has  from  the  very 
beginning  borne  little  or  no  relationship  to  the 
requirements  of  the  world  of  industry.  There  is 
much  in  the  way  of  both  industrial  and  profes- 
sional education  to  be  integrated  into  the  several 
systems  of  training.  This  applies  not  only  to 
the  supervisory  groups  in  industry,  but  also  to 
top  management,  as  well  as  to  those  members  of 
the  communities  concerned  with  the  direction  and 
control  of  such  matters  as  public  health,  industrial 
hygiene,  social  welfare,  etc. 

There  is  no  doubt  that  in  our  general  popula- 
tion there  is  a vast  amount  of  available  man- 
power scattered  through  the  two  sexes,  which 
can  be  adapted,  and  the  utilization,  of  which 
should  go  a long  way  in  the  course  of  time  to 
bring  labor  and  management  into  a more  sym- 
pathetic and  wholesome  relationship.  It  may 
well  be  that  war  demands  will  have  a construc- 
tive effect  in  postwar  planning,  both  within  and 
without  industry.  There  are  between  2,500,000 
and  3,000,000  persons  in  the  United  States  who 
are  physically  impaired  to  such  an  extent  that 
they  are  known  to  present  a problem  to  manage- 
ment in  making  available  opportunities  for  work 
commensurate  with  the  several  degrees  of  in- 
capacity, and  while  some  of  this  number  have 
under  the  newer  consideration  of  the  1-B  classi- 
fication been  taken  into  the  Army,  the  number 
presenting  a formidable  potential  source  of  man- 
power has  still  to  be  classified  and  placed  in  em- 
ployment. 

The  natural  classification  of  employment,  of 
course,  consists  of  but  two  fields — war  work  and 
the  ordinary  occupations  involving  civilian  needs. 
In  the  war  industries  the  statement  has  been 
made,  many  times,  that  with  the  employment  of 
impaired  individuals  the  excellence  of  the  prod- 
ucts of  the  several  handicrafts  must  approach  a 
higher  degree  of  perfection  than  is  demanded 
by  those  for  civilian  needs.  This,  of  course,  is  by 
reason  of  the  extreme  delicacy  and  exactness 
needed  in  the  construction  of  many  of  the  ma- 
chines and  instruments  of  actual  combat  as  well 
as  in  the  nation-wide  program  of  interchangeable 
parts  for  all  kinds  of  mechanical  units.  On  the 
other  hand,  the  civilian  needs  do  not  have  the 
same  vital  urge  for  exactness  and  coordinated 
fabrication  of  goods.  It  is  to  be  supposed,  there- 
fore, in  planning  the  use  of  this  potential  man- 
power, that  there  may  be  special  variable  physi- 
cal standards  for  those  who  are  to  work  in  the 
war  plants  and  less  stringent  and  more  variable 
ones  for  those  who  are  to  be  concerned  with  the 
multitudinous  needs  of  the  civilian  popula- 
tion. 

It  is  estimated  that  3,700,000  people  in  the 
United  States  have  heart  conditions  of  one  sort 
or  another  and  that  at  least  680,000  have  tuber- 


culosis, either  pulmonary  or  that  involving  the 
bony  skeleton  and  glandular  system. 

There  are  133,000  totally  blind  persons  and 
approximately  425,000  persons  blind  in  one  eye. 
It  is  this  latter  group  that  may  be  found  to  be 
readily  placeable  in  certain  specific  capacities. 
The  totally  blind  are  placeable  in  appropriate 
restricted  capacities. 

There  are  approximately  65,000  persons  who 
are  totally  deaf,  about  60,000  deaf  mutes,  and 
about  1,547,000  who  are  classed  as  being  hard  of 
hearing.  It  has  been  stated  that  75  per  cent  of 
this  latter  group  have  been  or  can  be  improved 
industrially  or  socially  by  adequate  hearing  aids. 

It  is  estimated  that  two  out  of  every  hundred 
persons  in  the  United  States  have  a permanent 
orthopaedic  impairment.  In  other  words,  there 
are  2,500,000  persons  with  orthopaedic  handicaps, 
and  500,000  of  these  are  impaired  to  such  an  ex- 
tent that  they  are  incapacitated,  probably  with  a 
percentage  loss  in  certain  occupational  capacities 
not  incompatible  with  individually  determined 
jobs.  There  are  not  satisfactory  figures  to  indi- 
cate the  number  of  persons  with  chronic  func- 
tional disease,  but  it  is  highly  probable  that  the 
number  of  employable  diabetics,  nephritics,  and 
arthritics  is  large.  It  is  to  be  understood  that  a 
relatively  small  percentage  of  such  impaired  per- 
sons will  get  into  the  armed  forces  or  the  essen- 
tial war  industries,  regardless  of  liberal  physical 
classification  plans. 

There  have  been  a number  of  definitions  for 
impairments,  and  perhaps  these  definitions  should 
be  confined  to  the  specific  organic  meaning  of  the 
term.  On  the  other  hand,  it  would  also  seem 
that  in  speaking  of  men  and  women  in  industry 
who  have  impairments  the  definition  should  be 
confined  to  what  we  might  call  “the  impaired 
person”  and,  therefore,  should  state  that  an  im- 
paired person  is  one  who  by  reason  of  birth,  dis- 
ease, or  accident  has  suffered  loss  or  limitation  of 
function  of  certain  of  the  body  parts,  the  organs 
of  special  sense,  and  the  mentality  necessary  to 
carry  out  the  acts  of  existence,  industrially,  pro- 
tectively, and  otherwise.  It  goes  without  saying 
that  the  impaired  individual  during  our  present 
war  days  is  going  to  be  more  and  more  useful 
in  the  production  of  war  and  of  civilian  goods,  and 
if  management  efforts,  supplemented  by  close 
medical  cooperation,  can  allocate  the  willing, 
desirable  applicant  to  a job  according  to  an  ap- 
proved standard  of  physical  and  mental  job  allo- 
cation, this  may  ultimately  be  extended  into  the 
postwar  employment  spheres.  Such  constructive 
planning  should  imply  that  industrial  manage- 
ment is  prepared  to  recognize  industry’s  respon- 
sibility for  the  community  public  health  and  wel- 
fare. 

Inasmuch  as  we  are  obliged  to  make  an  at- 
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tempt  at  standardization  of  jobs  in  terms  of 
physical  impairments,  or  physical  impairments 
in  terms  of  jobs,  this  may  well  be  considered  from 
the  standpoint  of  the  possible  situation  in  which 
the  selfsame  impaired  individuals  may  find  them- 
selves in  postwar  days  when  the  labor  market 
may  be  filled  with  Class  “A”  physically  fit  in- 
dividuals. The  occupational  needs  of  the  im- 
paired individual,  however,  will  be  just  as  acute 
after  the  war  as  they  are  at  the  present  time,  and 
this  problem  should  be  thought  through  in  terms 
of  a plan  to  insure  the  employment  of  more  such 
individuals  than  has  been  the  case  in  the  past. 

If  the  worker  with  but  two  fingers  on  one  hand 
opposable  to  the  thumb,  with  the  other  hand 
perfect,  who  has  in  prewar  days  been  considered 
unemployable  for  machine  tool  work  can  demon- 
strate that  he  can  produce  as  much  work  with  as 
high  a degree  of  mechanical  perfection  as  can  the 
man  with  both  hands  intact,  his  employability 
should  be  judged  on  the  same  basis  as  that  of  the 
man  with  no  handicap.  If  we  apply  the  prin- 
ciple of  this  illustration  throughout  the  entire 
industrial  field,  considering  impaired  persons  for 
their  proper  industrial  environment,  there  should 
be  very  little  controversial  attitude  taken  by 
labor  with  respect  to  management  and  manage- 
ment’s desire  for  preplacement  physical  examina- 
tions. 

Impairments,  with  respect  to  workers  in  war 
industries  as  well  as  workers  in  civilian  indus- 
tries, may  be  grouped  as  follows: 

1.  Vision 

(а)  Blindness 

(б)  Blindness  in  one  eye  or  correctable 
visual  acuity  impairments  in  one  or 
both  eyes 

2.  Hearing 

(а)  Complete  deafness 

(б)  Deafness  in  one  ear  or  correctable 
partial  deafness  in  one  or  both  ears 
(with  hearing  aid) 

3.  Orthopaedic  defects 

(a)  Congenital 

(b)  Acquired  through  sickness,  accident, 
new  growth,  or  surgical  removal,  or 
alteration 

4.  Chronic  disease 

(а)  Tuberculosis 

(б)  New  growth 

(c)  Heart  disease  (rheumatic,  coronary, 

syphilitic , hypertensive — peripheral 

vascular  disease) 

In  the  war  industries  plants  there  has  naturally 
developed  an  acute  interest  in  the  part  which 
preplacement  and  periodic  physical  examinations 
have  in  industry,  and  it  is  to  be  hoped  that  this 
same  point  of  view  is  gathering  impetus  in  such 


civilian  industries  as  department  stores,  various 
types  of  manufacturing  plants,  and  in  the  centers 
of  administration  of  industrial  groups  of  all  kinds. 
While,  as  yet,  it  is  beside  the  point  to  demand  a 
set  of  standards  for  the  civilian  industries,  never- 
theless there  are  a few  factors  that  might  be 
considered  common  to  all  forms  of  industrial 
employment.  Management  in  these  days  of 
growing  personnel  relations  is  assigning  to  em- 
ployment groups  persons  of  judgment  and  tact 
who  possess  imagination  and  willingness  to  esti- 
mate beyond  the  actual  deportment  of  an  in- 
dividual on  applying  for  a job,  his  costuming, 
appearance,  etc.,  and  to  see  potentialities  often 
quite  missed  in  the  old  routinized,  hidebound 
employment  organizations.  This  type  of  per- 
sonnel endeavor  can  well  be  fostered  along  the 
lines  of  experience  and  up  to  a point  where  a 
wholesome  screening  process  may  be  established 
and  the  obviously  doubtful  applicants  be  allo- 
cated to  other  sources  of  employment  without 
taxing  the  medical  facilities.  This  is  not  men- 
tioned because  of  any  economic  point  of  view  or 
for  the  purpose  of  emphasizing  the  need  for  an 
unusual  type  of  personnel  to  handle  pre-employ- 
ment adjustment  relationships. 

It  is  to  be  remembered  that  the  primary  phys- 
ical examination  of  candidates  for  war  industries 
jobs  as  well  as  for  those  in  civilian  industries  have 
as  the  objective  a preplacement  appraisal  of  pro- 
spective male  and  female  candidates  for  jobs  of 
increased  demands,  both  in  and  out  of  war  in- 
dustries and  for  the  period  of  the  war  as  well  as 
the  postwar  period.  There  will  be  particular 
emphasis  laid  on  permissible  impairment  require- 
ments for  persons  who  may  previously  have  been 
considered  substandard  and  on  whom,  through 
excellence  of  performance,  there  should  be  demon- 
strated ability  of  such  a degree  as  to  look  to 
permanent  employment. 

In  grouping  the  physical  and  mental  require- 
ments of  particular  jobs  and  correlating  them  with 
industrial  needs,  it  should  be  borne  in  mind  that 
after  the  individual  appraisal  has  been  completed 
the  examining  physician  should  be  held  respon- 
sible for  the  initial  suggestions  as  to  employment. 
This  is  necessary  because  certain  types  of  im- 
pairments incompatible  with  various  forms  of 
employment  should  be  appraised  according  to  a 
physician’s  judgment  as  to  degree  and  to  limita- 
tion of  function  in  accordance  with  physical 
findings.  This  statement  should  be  emphasized 
as  having  a temporary  significance,  for  it  is  true, 
at  least  in  the  early  stages  of  such  a project  as 
this,  with  respect  to  women  applicants,  that 
individual  appraisal  and  placement  must  be  done, 
until,  through  experience,  enough  facts  have  been 
accumulated  to  justify  progressive  standardiza- 
tion. Throughout  the  entire  examination  promi- 
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nent  impairment  factors  bearing  a special  ref- 
erence to  placement,  general  appearance,  and 
condition  must  cause  the  examining  physician  to 
render  an  opinion  on  an  individual  basis,  this 
final  opinion  taking  into  account  the  aggregate 
of  such  factors  as  stress  of  the  war  effort,  earnest 
desire  of  the  prospective  employee  to  work,  the 
limitations  of  the  organic  and  functional  impair- 
ments with  respect  to  specific  jobs,  the  past  and 
present  personal  history  (judiciously  discounted), 
and  the  proximity  of  the  home  to,  and  the  work- 
ing conditions  of,  the  place  of  employment. 

History 

History  of  the  individual  should  cover  venereal 
disease,  convulsive  states  (epileptic  fits,  etc.), 
bleeding  states,  sanatorium  or  hospital  experi- 
ence, surgical  operations,  accidents  and  their 
causes,  previous  occupation  and  training  (em- 
phasis on  mining,  sandblasting,  etc.). 

In  the  case  of  women,  the  history  should  also 
cover  menstrual  difficulties,  pelvic  surgery,  pain, 
discharge,  or  swel’ings,  married  status,  living 
children.  In  all  instances  there  should  be  elicited 
facts  as  to  domestic  conditions  and  relations, 
nutritional  facilities,  etc. 

History  of  pelvic  infection  or  of  periodic  in- 
evitable dysmenorrhea  (disabling  for  one  day  or 
longer)  should  call  for  an  adequate  gynecologic 
examination  at  the  hands  of  a specialist,  and  em- 
ployment should  be  conditional  on  the  institu- 
tion of  suitable  psychologic,  estrogenic,  or  sur- 
gical therapy. 

History  of  epilepsy  (with  a maximum  of  one 
seizure  weekly)  should  be  acceptable,  if  the  his- 
tory is  otherwise  satisfactory,  for  blueprinting, 
small  parts  inspection,  work  to  be  of  a sitting 
character,  etc.  (conditional  on  adequate  diagnosis 
and  dilantin  or  other  approved  therapy.)  How- 
ever, it  should  be  pointed  out  that  few  industrial 
plants  will  employ  epileptics. 

History  of  institutional  care,  if  the  institution 
was  for  tuberculosis,  and  specific  data  as  to  the 
character  of  the  sanatorium  and  hospitalization 
experience  should  be  obtained.  These  applicants 
should  be  acceptable  if  there  has  been  no  return 
to  the  sanatorium  within  three  years,  if  the  con- 
dition of  the  lung  is  satisfactory,  and  if  sputum  is 
negative  for  one  year.  Adequate  mechanical 
rest  of  the  lung  (by  pneumothorax,  pneumolysis, 
thoracoplasty,  phrenicotomy)  is  satisfactory  for 
special  assignments. 

If  the  institution  was  for  mental  disease,  data 
should  be  obtained  from  the  institution  as  to  the 
nature  of  the  illness,  the  I.Q.,  if  possible,  and 
advice  should  be  sought  from  proper  neurologic 
sources.  Cured  manic  depressive  and  stabilized 
schizoid  persons  should  be  acceptable,  for  special 
assignment,  and  attention  should  be  directed 


toward  proper  behavior  supervision.  However, 
it  should  be  noted  that  practically  all  industrial 
plants  reject  candidates  for  employment  who  have 
a history  of  mental  disease. 

A history  of  repeated  accidents  should  call  for 
a careful  special  sense  scrutiny  and  test  of  reac- 
tion time.  Such  applicants  should  be  suitable  for 
parts  inspection  and  blueprint  reading. 

It  is  suggested  that  the  dated  signature  of  the 
applicant  be  required  as  to  the  accuracy  of  the 
entire  history. 

Examinations  Applicable  to 
All  Occupations 

Temperature. — The  temperature  should  be 
within  normal  limits. 

Pulse  Rate. — The  pulse  rate  should  be  within 
normal  limits  except  in  recognized  old  heart  block 
— that  is,  up  to  a rate  of  90  beats  per  minute  in 
the  absence  of  other  organic  disease.  If  the  rate 
is  above  normal,  the  candidate  should  receive 
special  study  on  the  basis  of  which  his  acceptance 
or  rejection  should  be  determined. 

Weight. — Weight  is  not  particularly  significant 
except  in  extreme  cases  and  when  associated  with 
definite  signs  of  disease. 

Blood  Pressure. — If  it  is  within  the  following 
limits,  the  blood  pressure  should  be  acceptable. 
Hypertension:  systolic  between  130  and  140  mm. 
in  applicants  20  to  30  years  of  age;  between  140 
and  150  mm.  in  applicants  30  to  40  years  of  age; 
up  to  180  mm.  in  applicants  over  40  years  of  age, 
provided  there  are  no  peripheral  signs  of  vascular 
or  organic  disease. 

In  systolic  pressure  range  between  130  and  140 
mm.,  there  should  be  established  an  arbitrary 
diastolic  range  of  from  65  to  100  mm.,  according 
to  the  relationship  with  the  corresponding  sys- 
tolic pressure. 

It  should  be  pointed  out  that  some  industries, 
particularly  those  engaged  in  certain  chemical 
work,  will  not  accept  employees  with  blood  pres- 
sure readings  as  high  as  these. 

In  instances  of  hypertension,  or  hypotension, 
if  there  is  no  symptomatology  and  the  general 
physical  condition  is  satisfactory,  determination 
of  acceptance  should  be  a matter  of  judgment  on 
the  part  of  the  examining  physician.  Owing  to 
economic  and  management  restrictions,  it  will  be 
found  difficult  to  determine  the  underlying  causes 
of  pathologic  blood  pressure  phenomena.  Hence, 
bearing  in  mind  the  element  of  relative  disability 
of  particular  individuals,  the  war  production 
needs,  and  perhaps  also  the  war  duration  factor, 
a liberal  interpretation  may  well  be  considered. 

Eyes  and  Ears. — Auditory  and  visual  impair- 
ments should  be  judged  on  an  individual  basis 
both  with  respect  to  the  impairment  and  to  the 
job.  With  respect  to  all  job  classifications  herein 
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listed,  binocular  vision  is  essential  except  in  blue- 
printing. In  noisy  trades,  such  as  riveting,  ap- 
plicants with  a history  of  total  nerve  deafness  or 
with  a partial  nerve  deafness  are  not  acceptable, 
but  applicants  with  partial  deafness  which  is 
due  to  an  obstructive  middle  ear  condition  are 
acceptable. 

Chest. — A routine  35  mm.  chest  film  is  desirable 
as  a screening  process.  Definitely  arrested  tuber- 
culosis is  acceptable  for  certain  occupations. 
The  Westinghouse  Electric  and  Manufacturing 
Company  produces  a 35  mm.  x-ray  for  chest  films 
and  the  General  Electric  Company  makes  a 
smaller  outfit  for  four-by-five-inch  chest  films. 
This  type  of  equipment  is  expensive  and  can  be 
obtained  only  under  the  higher  priority  ratings. 
It  has  also  been  suggested  that  a routine  Mantoux 
test  be  done  on  all  applicants. 

Heart. — Applicants  with  organic  heart  disease 
who  have  compensation,  judged  to  be  adequate 
for  certain  employment  requirements,  should  be 
acceptable  if  they  have  shown  no  peripheral  signs 
and  have  experienced  no  pain  episodes  for  a period 
of  six  months. 

Serology. — A serologic  test  should  be  made  if 
facilities  are  available.  Positive  findings  with 
no  open  or  disabling  lesion  or  sign  of  neurosyphilis 
are  acceptable  provided  proper  therapy  is  re- 
ceived under  the  supervision  of  the  medical  office. 
Positive  serology  (4  plus)  in  asymptomatic  in- 
dividuals should  require  a Kahn  verification  test. 

Urine. — The  presence  of  sugar,  marked  traces 
of  albumin,  pus,  blood,  or  casts  calls  for  further 
investigation  to  determine  the  cause.  Such  ap- 
plicants should  be  acceptable  for  special  assign- 
ment if  the  sugar  threshold  has  been  determined 
and  insulin  therapy  established.  Those  with 
moderate  serum  albumin  with  hyaline  and  granu- 
lar casts  and  a high  total  blood  nitrogen  should 
be  deferred  for  more  complete  investigation  if 
industrial  needs  justify.  Persistent  pus  with 
intracellular  diplococci  should  be  regarded  as 
indicative  of  active  disease  and  applicants  should 
be  deferred  until  this  condition  is  cured.  Per- 
sistent pus  without  demonstrable  source  should 
be  cause  for  deferment  for  more  complete  in- 
vestigation if  industrial  needs  justify. 

The  proper  appraisal  of  physical  requirements, 
the  placing  of  individuals  who  are  impaired 
physically  or  mentally,  can  best  be  accomplished 
provided  there  has  been 

1.  A reasonable  appraisal  of  the  physical 
needs  of  the  various  positions  through  job  analysis 
of  a limited  number  of  the  items  of  physical  or 
mental  fitness. 

2.  Coordination  of  training,  recruitment,  and 
placement  programs. 

3.  An  intelligent  program  for  the  pin-pose  of 


convincing  the  employer  of  the  prospective  em- 
ployee’s qualifications,  expressed  in  terms  of 
ability  to  perform  in  contradistinction  to  the 
physical  needs  of  the  job. 

4.  Coordination  between  the  medical  office, 
the  employment  office,  and  the  management 
heads  of  the  main  departments  together  with 
their  medical  and  safety  advisers. 

These  specifications  have  been  quoted  from  an 
article  by  Verne  K.  Harvey,  published  in  State 
Operations  Bulletin  10,  Bureau  of  Employment 
Security,  Federal  Security  Agency,  Washington, 
D.C.,  entitled  The  Physically  Handicapped  in 
Industrial  Establishments  of  the  Government.  In 
considering  the  general  subject  of  placement  of 
women  and  the  physically  handicapped,  the 
practices  of  the  United  States  Civil  Service  Com- 
mission are  well  worth  having  in  one’s  operating 
files  for  reference  purposes. 

It  will  be  noted  that  in  the  brief  summary  of 
items  of  physical  impairments  acceptable  for 
certain  types  of  employment  such  impairment 
factors  must  be  considered  as  of  the  nature  of 
samples,  and  that  it  is  perfectly  obvious  in  the 
wide  range  of  employment  opportunities  for  cer- 
tain other,  and  perhaps  more  complex  items  of 
impairment,  to  be  brought  into  consideration  be- 
fore a final  opinion  as  to  employability  is  ren- 
dered. 

As  a matter  of  fact,  it  should  be  possible  to  make 
some  such  generalized  statement  as  to  employ- 
ability  as  the  following:  that  applicants  for  em- 
ployment should  not  be  acceptable  at  the  time  of 
examination  if  there  is  present  (1)  uncompen- 
sated cardiac  or  cardiovascular  disease;  (2)  active 
chronic  or  acute  infectious  disease;  (3)  metabolic 
disease,  progressive  and  without  adequate  ther- 
apy; or  (4)  unadjusted  mental  disease. 

Finally,  it  is  to  be  hoped  that  in  the  postwar 
reconstruction  period,  and  perhaps  through  the 
succeeding  generations,  there  will  be  a liberalized 
regard  with  respect  to  the  employment  of  im- 
paired persons,  including,  besides  those  selected 
by  preplacement  schedules,  the  large  number  of 
war  casualties  who  must  find  places  in  the  indus- 
trial machinery  of  the  country.  In  dealing  with 
this  obviously  increased  number  of  individuals 
impaired,  both  physically  and  mentally,  indus- 
tries should  cooperate  wholeheartedly  with  the 
great  public  health  organizations  of  the  several 
states  and  the  government  in  keeping  abreast  of 
the  impairment  situation  in  the  general  popula- 
tion as  well  as  among  employees.  It  therefore 
becomes  necessary  to  have  workable  and,  at  the 
same  time,  low-cost  routines  for  the  periodic 
physical  inventories  of  this  army  of  the  nation’s 
substandard,  in  both  the  civil  and  industrial 
population. 
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MEDICAL  ASPECTS  OF  ABSENTEEISM  IN  INDUSTRY 

McIver  Woody,  M.D.,  New  York  City 


DURING  the  past  seventeen  months,  ab- 
senteeism has  gradually  taken  on  a new  and 
somewhat  ominous  meaning,  but  unfortunately 
the  discussion  of  the  problem  in  the  public  press 
or  on  the  radio  has  generated  more  heat  than  light. 
On  the  one  hand,  we  are  told  that  the  continued 
absence  of  skilled  workers  from  their  posts  in 
factories  and  plants  is  seriously  interfering  with 
the  production  of  the  ammunition  and  machines 
of  war  that  must  flow  to  our  soldiers  and  sailors 
abroad  in  a never-ceasing  stream  if  they  are  to 
prevail  over  the  formidable  forces  that  are 
arrayed  against  them.  On  the  other  hand,  we 
are  assured  that  when  men  do  stay  away  from 
work,  it  is  usually  owing  to  inadequate  trans- 
portation facilities,  shortage  of  housing,  and  lack 
of  the  ordinary  conveniences  of  life. 

No  doubt  there  is  some  basis  for  both  these 
contentions,  but  the  fact  remains  that  no  one 
can  say  with  certainty  just  what  is  the  true  state 
of  affairs,  for  complete  and  dependable  informa- 
tion is  not  available.  But  we  do  have  reliable 
figures  on  the  amount  of  time  that  is  being  lost 
in  some  industrial  organizations  because  of  sick- 
ness and  accidents,  and  we  do  know  that  some 
groups  of  diseases  cause  more  disability  than 
others.  After  analyzing  these  figures,  we  may 
be  able  to  reach  some  conclusions  as  to  how 
medical  knowledge  and  surgical  skill  can  be  used 
to  reduce  absenteeism  and  to  help  men  and 
women  to  stay  on  the  job. 

But  first  a note  of  caution.  Absenteeism  is  a 
word  which  should  be  used  with  due  care  by  a 
physician  lest  he  be  thought  to  be  lacking  in  sym- 
pathy toward  those  who  need  him  most.  Always 
a term  of  reproach,  it  was  applied  during  the 
French  Revolution  to  those  members  of  the 
landed  nobility  who  preferred  to  while  away  their 
time  among  the  splendors  of  Versailles.  In 
Ireland  and  in  Russia  it  was  applied  to  landlords 
who  deserted  their  estates  to  live  abroad.  But 
now  this  ancient  charge  of  irresponsibility  is 
being  applied  to  those  members  of  our  working 
population  who  fall  behind  in  the  present  race  for 
production  and  more  production.  In  short, 
absenteeism  is  fast  becoming  a fighting  word, 
and  any  physician  who  uses  it  had  best  say  it 
with  a smile. 

Certification  of  Disability 

If  a physician  who  has  been  called  upon  to 
express  an  opinion  as  to  whether  a man  is  phy- 
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sically  able  to  work  makes  a sincere  effort  to  be 
considerate  and  fair,  a mere  error  of  judgment  will 
be  forgiven  him.  But,  if  he  does  not  weigh  his 
words  or  does  not  give  careful  consideration  to  all  |i 
the  evidence  that  is  available  to  him  at  the  time  ji 
he  is  apt  to  find  himself  in  a vortex  of  a little  !i 
cyclone.  On  the  one  hand,  he  must  realize  that  : 
the  purpose  of  any  industrial  organization  is  the  1 
production  of  material  goods  and  services  through 
the  combined  efforts  of  many  hands;  on  the  other, 
he  must  remember  that  what  is  good  for  the  I 
company  is  not  always  best  for  the  individual. 

This  conflict  of  interests,  however,  is  more  ap- 
parent than  real;  for  the  maintenance  of  the 
employee’s  physical  fitness  is  important  Irom 
both  points  of  view.  A good  rule  to  follow,  in 
deciding  whether  to  send  a man  home  or  to  certify 
him  for  return  to  work,  is  to  adopt  the  course  that 
will  bring  him  back  to  normal  efficiency  in  the 
shortest  possible  time.  After  all,  any  time  that  is 
lost  from  work  is  lost  for  all  time;  or,  as  an  old 
saying  has  it:  “Lost  somewhere  between  sunrise 
and  sunset,  two  golden  hours,  each  set  with 
sixty  diamond  minutes.  No  reward  is  offered 
for  they  are  gone  forever.” 

Statistics  on  absenteeism  fall  far  short  of 
what  could  be  desired  when  they  represent  de- 
cisions made  by  laymen  who  are  not  qualified 
by  training  or  by  temperament  to  decide  such 
questions.  The  certification  of  disability  because 
of  sickness  or  accident  is  a medical  function,  and 
even  a physician  needs  to  know  a good  deal  about 
some  cases  from  the  very  beginning. 

Employees  who  become  sick  while  at  work 
should  be  required  to  see  the  physician  or  the 
plant  nurse  before  they  go  home.  Employees  who 
are  taken  sick  while  at  home  should  be  required 
to  report  by  telephone  on  their  first  day 
out. 

The  plant  nurse  should  visit  them  promptly  and 
frequently,  urging  them  to  call  their  family 
physician  when  necessary.  Also,  she  should  get 
them  to  report  to  the  plant  as  soon  as  they  are 
well  enough  to  do  so  in  order  that  the  plant 
physician,  with  the  employee’s  complete  medical 
record  before  him,  can  determine  the  diagnosis 
and  the  period  of  disability  with  some  degree  of 
accuracy. 

Dependable  figures  of  this  sort  are  particularly 
useful  in  large  organizations,  where  it  is  often 
desirable  to  compare  the  results  obtained  at  one 
plant  with  those  obtained  at  another.  Compari- 
sons of  this  sort  are  very  helpful  in  that  they 
often  bring  to  fight  conditions  that  can  be  cor- 
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rected,  with  the  result  that  a better  showing  is 
made  the  following  year. 

Disability  Rates 

During  1942,  among  15,100  employees,  there 
were  nearly  100,900  calendar  days  of  disability. 
This  corresponds  to  an  annual  rate  of  6,670 
days  lost  per  1,000  employees  from  all  causes. 
Most  of  this  disability  was  due  to  sickness,  which 
was  responsible  for  5,980  days  lost,  or  nearly  90 
per  cent,  of  the  total.  Here  lies  the  industrial 
physician’s  greatest  opportunity,  but  his  success 
will  depend  to  a large  extent  on  the  types  of  dis- 
ease that  prevail  among  those  who  are  under  his 
medical  supervision. 

Respiratory  Diseases 

The  respiratory  diseases  are  of  the  greatest 
importance,  for,  during  the  past  year,  they  were 
responsible  for  1,740  days  lost,  or  over  one-fourth 
of  the  total.  Of  this,  972  days  lost  were  due  to 
influenza  and  the  common  cold,  294  days  lost  to 
bronchitis,  and  154  days  lost  to  pulmonary  tuber- 
culosis. At  the  plants  located  in  the  northern 
section  of  the  country,  respiratory  diseases,  in- 
cluding influenza,  were  responsible  for  twice  as 
much  disability  as  in  the  South.  This  discrep- 
ancy was,  no  doubt,  largely  due  to  the  differences 
in  climate.  Where  the  winters  are  long  and  cold, 
people  have  to  keep  their  windows  shut  much  of 
the  time  to  save  fuel,  thus  creating  conditions 
which  are  favorable  for  the  spread  of  respiratory 
infections.  At  the  movies  and  in  the  busses  that 
carry  them  to  and  from  work  conditions  are  even 
worse. 

Whether  these  diseases  will  be  controlled  some 
day  by  disinfection  of  the  air  we  breathe  with 
aerosol  sprays  and  ultraviolet  lamps  or  by  the 
development  of  more  effective  vaccines  remains 
to  be  seen.  Certainly  this  is  a matter  of  tremen- 
dous importance  to  industry,  for  the  respiratory 
diseases  are  at  present  the  most  serious  threat  to 
production. 

Digestive  Diseases 

The  gastrointestinal  diseases  were  responsible 
for  1,240  days  lost,  or  about  one-fifth  of  the  total. 
In  this  group,  peptic  ulcer  came  first,  with  159 
days  lost,  followed  closely  by  appendicitis,  with 
144  days  lost.  Then  came  gastroenteritis,  with 
94  days  lost,  and  gastritis,  with  76  days  lost. 

It  is  not  strange  to  find  gastroenteritis  more 
prevalent  in  the  South,  where  the  warm  climate 
makes  it  more  difficult  to  keep  food  from  spoiling, 
but  it  is  surprising  to  find  both  peptic  ulcer  and 
appendicitis  twice  as  disabling  in  the  northern 
plants.  This  deserves  further  study,  especially 
as  an  increase  in  disability  from  digestive  diseases 


TABLE  1. — Calendar  Days  of  Disability 


Annual  Rate  per  1,000  Employees 


All  Causes 

6,670 

Sickness 

5,980 

Respiratory  Diseases 

1,740 

Influenza 

600 

Common  cold 

372 

Bronchitis 

294 

Tuberculosis 

154 

Other  diseases 

320 

Digestive  Diseases 

1,240 

Peptic  ulcer 

159 

Appendicitis 

144 

Gastroenteritis 

94 

Gastritis 

76 

Other  diseases 

767 

Cardiovascular  Diseases 

856 

Coronary  diseases 

306 

Arteriosclerotic  heart 

168 

Hypertension 

166 

Other  diseases 

216 

Contagious  Diseases 

123 

Syphilis 

84 

Malaria 

20 

Undulant  fever 

7 

Measles 

6 

Other  diseases 

6 

Nonindustrial  Injuries 

385 

Industrial  Injuries 

306 

Fractures 

130 

Tear  of  ligament  (sprains) 

43 

Burns 

40 

Other  injuries 

93 

last  year  was  reported  by  many  industrial  organi- 
zations. 

Although  digestive  diseases  are  not  so  serious  a 
threat  to  production  as  respiratory  diseases,  they, 
too,  offer  a great  opportunity  for  the  reduction  of 
time  lost  from  work.  Indeed,  it  is  fortunate  that 
these  two  groups  of  diseases  are  more  prevalent 
at  different  times  of  the  year,  for  that  makes  it 
possible  for  plant  physicians  to  give  more  atten- 
tion to  digestive  diseases  in  the  summer,  when 
respiratory  diseases  are  at  an  ebb.  With  the 
increased  interest  in  diet  throughout  the  country 
and  a better  understanding  of  the  effect  of  strong 
emotions  on  the  digestion,  it  seems  quite  likely 
that  in  the  next  few  years  some  headway  can  be 
made  in  the  control  of  disability  from  this  group  of 
diseases. 

Cardiovascular  Diseases 

As  regards  diseases  of  the  circulatory  system, 
the  outlook  is  not  so  promising.  Last  year  they 
were  responsible  for  856  days  lost,  or  about  one- 
eighth  of  the  total,  but  they  are  certain  to  in- 
crease with  the  steady  rise  in  the  average  age  of 
the  population.  The  chief  causes  of  disability  in 
this  group  were:  coronary  disease,  with  306  days 
lost;  arteriosclerotic  heart  disease,  with  168  days 
lost;  and  hypertensive  cardiovascular  disease, 
with  166  days  lost.  Taken  as  a whole,  this  group 
of  diseases  has  a disability  rate  in  the  North  about 
70  per  cent  higher  than  in  the  South. 

Coronary  disease  is  listed  (see  Table  1) 
separately  from  arteriosclerotic  heart  disease  to 
indicate  the  relative  importance  of  those  cases  in 
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which  there  were  convincing  signs  of  coronary 
involvement,  such  as  the  typical  electrocardio- 
graphic changes.  It  may  be  surprising  to  some  to 
find  that  this  one  disease  is  such  an  important 
cause  of  sickness  disability.  In  our  experience,  it 
is  surpassed  in  this  respect  only  by  influenza  and 
the  common  cold. 

Contagious  Diseases 

Passing  mention  should  be  made  of  certain  re- 
portable diseases,  whose  prevalence  is  an  index 
of  the  effect  of  public  health  standards  in  the 
surrounding  communities.  By  good  fortune,  no 
time  was  lost  because  of  malaria,  undulant  fever, 
or  measles  at  four  northern  plants  last  year,  but 
in  the  South  all  three  diseases  caused  a certain 
amount  of  disability.  No  doubt  this  was  due  to 
the  prevalence  of  mosquitoes  and  of  rats  and  per- 
haps to  inadequate  quarantine  enforcement  in 
communities  nearby.  Even  for  syphilis,  which 
leads  the  fist  with  84  days  lost,  the  picture  is 
much  the  same,  for  of  the  eight  cases  which  re- 
sulted in  loss  of  time  from  work,  seven  were  in  the 
South,  and  only  one,  and  a late  manifestation  at 
that,  occurred  at  the  northern  locations.  As  this 
difference  holds  for  previous  years  as  well,  we 
have  taken  the  position  that  routine  blood  tests 
are  of  more  practical  value  in  the  South,  where 
this  disease  is  more  prevalent. 

Industrial  Injuries 

In  comparison  with  all  that  has  gone  before, 
industrial  injuries,  with  the  low  disability  rate 
of  306  days  lost,  or  but  one  twenty-second  of  the 
total,  were  relatively  unimportant.  Due  credit 
should  be  given  to  the  successful  application  of 
the  modern  principles  of  safety  engineering,  which 
have  made  our  factories  safer  places  than  the 
employees'  own  homes.  But,  at  the  same  time, 
there  have  been  great  advances  in  our  surgical 
methods. 

Last  year,  burns  were  responsible  for  only  40 
days  lost.  They  are  certainly  being  treated  more 
successfully  than  ever  before,  what  with  plasma 
to  carry  the  more  serious  cases  safely  through  the 
dangerous  period  of  primary  shock,  compression 
bandages  to  prevent  the  continued  loss  of  fluid, 
and  the  sulfa  drugs  to  protect  the  burned  area 
from  secondary  infection.  These  three  advances 
in  therapy  not  only  save  many  fives;  they  also 
accelerate  the  in-growth  of  the  epithelium  and 
hold  the  formation  of  scar-tissue  and  contrac- 
tures to  a minimum. 

Fractures  were  responsible  for  130  days  lost, 
and  sprains  for  43  days  lost.  Here  again,  better 
results  are  being  obtained,  especially  in  plants 
where  x-ray  facilities  are  available.  Take,  for 
instance,  the  case  of  a skilled  lathe  operator,  who 
steps  backward  off  the  low  platform  in  front  of 


his  machine  and  comes  down  hard  on  the  outer 
side  of  his  foot.  If  he  says  nothing  about  it, 
and  sticks  at  his  job,  he  may  limp  back  and 
forth  at  his  post  for  months,  turning  out  less 
work  and  having  much  of  it  rejected  by  the  in- 
spection department.  But  let  us  assume  that  he 
reports  promptly  to  the  medical  office,  where  an 
x-ray  shows  a transverse  fracture  near  the  base 
of  the  fifth  metatarsal.  A plaster  cast  is  applied 
to  the  foot  before  it  has  a chance  to  swell,  and 
the  broken  bone  is  held  firmly  in  position  for 
two  or  three  weeks.  At  the  end  of  that  time, 
another  x-ray  shows  that  firm  union  is  taking 
place,  and  he  goes  back  to  his  machine,  where  he 
is  soon  turning  out  as  much  good  work  as  ever. 
In  this  case,  a few  weeks  of  total  disability  pre- 
vented months  of  partial  disability. 

Or  take  the  case  of  a laborer  who  hangs  on  to 
his  end  of  a beam  after  the  other  fellow  lets  go. 
He  feels  something  snap  in  his  back,  but  the  x-ray 
is  negative.  The  plant  physician,  convinced 
that  torn  muscle  fibers  heal  more  rapidly  under 
absolute  rest,  sends  the  patient  home,  telling  him 
to  fie  flat  on  his  back  for  a week,  with  a board 
under  the  mattress.  This  makes  a lost-time  case 
out  of  an  apparently  trivial  injury,  and  yet  when 
the  man  returns  to  work  his  lumbar  muscles  are 
free  from  spasm  and  his  back  is  soon  as  strong  as 
ever.  In  this  case,  a few  days  spent  in  bed  ef- 
fected a cure  that  was  both  prompt  and  complete. 

But  it  is  not  always  wise  to  keep  an  injured 
employee  out  of  wrork  until  the  healing  process  is 
complete,  for  during  a long  period  of  enforced 
idleness  a man  may  lose  his  ability  to  work. 
After  a serious  injury,  such  as  a compound 
fracture  of  the  tibia,  the  patient  should  be  pro- 
vided with  special  fight  work  as  soon  as  possible, 
lest  he  lose  the  power  to  earn  his  livelihood. 
In  this  case,  the  period  of  total  disability  will  of 
necessity  be  followed  by  a prolonged  period  of 
partial  disability. 

Partial  Disability 

Many  cases  of  sickness  and  accident  that  result 
in  loss  of  time  from  work  are  ushered  in  by  a pro- 
dromal period  of  declining  physical  efficiency, 
and  they  are  often  followed  by  a period  of  re- 
covery, during  which  efficiency  slowly  returns  to 
normal.  Influenza  is  usually  characterized  by  a 
sudden  onset  and  a delayed  recovery,  peptic  ulcer 
by  an  insidious  onset  and  a recovery  that  is 
fairly  prompt  under  adequate  treatment.  How- 
ever, the  duration  of  partial  disability  does  bear 
some  relationship  to  the  period  of  total  disability. 
Just  as  every  eclipse  has  its  penumbra,  so  every 
period  of  total  disability  lies  within  a shadow  of 
partial  disability,  whose  duration  is  roughly 
proportional  to  the  seriousness  of  the  case.  Thus, 
even  after  taking  partial  disability  into  considera- 
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tion,  the  number  of  days  lost  from  work  is  the 
best  yardstick  we  have  for  measuring  the  effect  of 
sickness  and  accident  on  production  within  an 
industrial  organization. 

Conclusions 

Of  the  total  days  lost  from  work  in  this  country 
for  medical  reasons,  less  than  5 per  cent  were 
due  to  industrial  injuries,  and  nearly  90  per  cent 
were  due  to  sickness.  Cardiovascular  diseases 
were  responsible  for  about  13  percent,  digestive 
diseases  for  nearly  19  per  cent,  and  respiratory 
diseases  for  more  than  26  per  cent. 

Surely  it  is  not  too  much  to  hope  that,  as  the 
water-borne  diseases  have  ceased  to  be  a problem 
in  this  state,  just  so,  air-borne  infections,  whether 


due  to  bacterium  or  virus,  can  be  brought  under 
control  by  coordinated  application  of  medical 
science,  especially  in  industrial  establishments, 
where  so  many  of  our  men  and  women  are  em- 
ployed. 

But,  when  all  is  said  and  done,  the  most  im- 
portant service  that  a physician  can  render  to 
industry  is  in  clearly  distinguishing  absence  from 
work  on  account  of  sickness  or  accident  from  ab- 
sence for  personal  reasons.  A certain  degree  of 
success  has  been  obtained  along  these  lines  in 
some  industrial  organizations.  In  fact,  where 
complete  medical  supervision  is  available,  it  is 
safe  to  say  that  whenever  a skilled  workman  is 
missing  from  his  post,  six  times  out  of  seven  it  is 
because  of  genuine  physical  disability. 


NUTRITION  FOR  THE  AVIATOR 

Lieut.  Howard  R.  Bierman,  Medical  Corps, 
U.S.  Naval  Reserve,  has  pointed  out  in  a recent 
article  in  War  Medicine  that  much  remains  to  be 
done  in  the  field  of  nutrition  in  aviation. 

According  to  Dr.  Bierman,  a regimen  of  small, 
frequent  feedings  is  recommended  for  the  aviator, 
especially  when  he  is  on  active  combat  duty. 

A high  protein  diet  is  to  be  preferred  both  for  its 
value  in  helping  to  maintain  body  temperature 
and  also  for  its  easily  digestible  qualities.  Car- 
bohydrates should  not  exceed  50  per  cent  of  the 
calories  and  fat  should  be  limited  to  1.5  to  2 Gm.  per 
kilogram.  Calcium,  copper,  iron,  and  chlorides 
are  the  important  minerals  in  an  aviator’s  diet. 

A high  fluid  intake  is  also  recommended,  al- 
though both  coffee  and  tea  should  be  limited  some- 
what and  cocoa,  milk,  and  fruit  juices  substituted. 

Dr.  Bierman  also  reports  that  since  at  18,000 
feet  the  atmosphere  is  at  twice  the  pressure  that  it 
is  at  sea  level,  there  is  a corresponding  expansion 
of  gas  in  the  intestines.  If  the  distention  reaches 
serious  proportions,  as  it  may  at  high  altitudes, 
abdominal  cramps  and  other  discomfort  will  result. 
Gas-containing  foods  should  therefore  be  avoided. 


RIGHT  ANGLE  FOR  READING 

Hold  your  book  or  newspaper  at  right  angles  to 
the  line  of  sight  if  you  want  to  read  it  most  easily. 
So  advises  Dr.  Matthew  Luckiesh,  director  of  the 
lighting  research  laboratory  of  the  General  Electric 
Company. 

In  the  new  book  Reading  as  a Visual  Task , which 
he  wrote  in  collaboration  with  Frank  K.  Moss, 
Dr.  Luckiesh  explains  that  the  practice  of  laying  a 
book  or  newspaper  flat  on  a table  and  reading  it  at 
an  angle  may  reduce  the  visibility  of  the  print  as 
much  as  one-third.  This  is  an  effect  of  the  fore- 
shortening of  the  type  when  the  reader  is  not  looking 
at  it  squarely. 

“Assuming  that  the  visibility  of  a given  ten-point 
type  is  100  when  placed  in  a plane  perpendicular 
to  the  line  of  sight,”  he  says,  “its  visibility  would 
be  reduced  to  70  per  cent  when  the  printed  page  is 
inclined  at  an  angle  of  135  degrees  with  the  line  of 
sight.  In  other  words,  seven-point  type  in  the  nor- 
mal position  is  as  visible  as  ten-point  type  on  a 
page  inclined  135  degrees  with  the  line  of  sight.  If 
the  posture  of  the  reader  remains  unchanged,  the 
latter  condition  would  result  when  the  reading 
matter  is  placed  flat  on  the  desk.” 


PREVENTION  IS  THE  AIM 
Tuberculosis  has  retreated  and  is  still  retreating 
before  a prolonged  and  sustained  attack  upon  the 
pulmonary  form  of  the  disease.  Fifty  years  ago  a 
few  zealots  began  to  shout  in  the  wilderness  that 
“consumption”  could  be  cured!  Gradually  they 
attracted  attention,  sympathy,  support;  and  at 
last  they  were  rewarded  by  the  acceptance  of  their 
principles  as  a legitimate  part  of  the  order  of  the 
day.  About  them  there  appeared  those  little  para- 
sitic enterprises  that  always  attach  themselves  to 
successful  ventures;  but  the  faddists  came  and 
went,  while  the  movement  stabilized  itself  and  grew. 


Soon  it  was  found  that  efforts  directed  toward  the 
cure  of  the  disease  were  effective  also  in  preventing 
it;  prevention  then  became  the  aim;  and  now  that 
preventive  measures  are  proving  more  and  more 
successful,  the  goal  has  been  shifted  to  eradication. 
Today  tuberculosis  workers  are  an  established 
group  of  specialists,  already  divided  into  their  own 
subspecialties;  and  tuberculosis  control,  no  longer 
merely  a movement,  has  been  integrated  into  every 
sound  public  health  program — a recognized  public 
health  responsibility  of  every  community. — From 
Air-Borne  Infection,  by  Dwight  O’Hara,  M.D. 


ANESTHESIA  FOR  THORACIC  SURGERY  IN  THE  ARMY 
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IT  IS  a well-established  fact  that  military 
campaigns  stimulate  medical  progress. 
Among  other  specialties,  some  of  the  greatest 
advances  have  been  made  in  thoracic  surgery 
and  anesthesiology  since  World  War  I.  Be- 
cause of  the  fact  that  many  problems  concerning 
the  pathologic  physiology  of  the  thorax  are  com- 
mon to  both  specialties,  the  advances  and/or 
necessities  of  one  have  become  of  benefit  to  the 
other.  Progress  was  inevitable. 

Chest  injuries  have  occurred  in  all  American 
wars,1-3  contributing  materially  to  the  high  rate 
of  morbidity  and  mortality  of  the  wounded.  In 
one  of  the  most  extensive  analyses,4  it  has  been 
reported  that  of  the  11,000,000  wounded  Ameri- 
can, English,  French,  and  German  soldiers  of  the 
last  war,  6 per  cent  had  thoracic  injuries,  of  which 
total  more  than  half  (56  per  cent)  died.  The 
increased  frequency  and  severity  of  such  wounds 
in  succeeding  wars  have  now  definitely  been 
correlated  with  the  use  of  bullets  and  shells  with 
a high  explosive  velocity.  With  the  tremendous 
development  of  such  weapons,  as  well  as  of  frag- 
mentation bombs,  booby-traps,  and  four-ton 
blockbusters  in  the  present  conflict,  even  if  such 
missiles  contain  no  poison  gas,  the  incidence  of 
thoracic  injuries  may  be  expected  to  be  appall- 
ingly high.  When  it  is  further  realized  that  25 
per  cent  of  the  patients  with  chest  injuries  die6 
before  they  even  reach  the  collecting  station, 
the  significance  of  the  problems  of  thoracic  sur- 
gery and  anesthesia  in  military  medical  units 
can  be  more  fully  appreciated. 

In  all  major  thoracic  injuries,  there  are  not 
only  problems  of  tissue  damage,  blood  loss,  and 
possible  infection  to  contend  with  but  also  the 
immediate,  serious,  and  often  fatal  intrinsic 
disturbances  of  circulation  and  respiration.  The 
latter  are  of  vital  concern  to  the  anesthetist, 
and  a prompt  and  thorough  appreciation  of  the 
underlying  pathologic  physiology  of  the  effect 
of  thoracic  wounds  is  imperative  in  providing 
ideal  anesthetic  management.  From  this  point 
on,  however,  the  approach  of  the  military  anes- 
thetist will  differ  somewhat  from  that  of  his 
civilian  confrere.  An  attempt  has  been  made 
in  this  paper  (1)  to  outline  some  of  the  factors 
concerned  in  this  difference  and  (2)  to  suggest 
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anesthetic  management  of  combat  chest  casu- 
alties consistent  with  these  factors. 

Factors  Concerned 

We  can  feel  proud  of  the  comforting  fact  that 
of  all  armies  the  American  Army  provides  the 
most  modern  and  thorough  medical  treatment 
of  its  wounded.  Such  care  begins  on  the  battle- 
field and  extends  to  the  final  disposition  of  the 
patient.  Because  of  the  more  serious  conse- 
quence of  thoracic  injuries,  this  is  often  a Hercu- 
lean task.  The  many  factors  which  intervene 
in  the  prompt  management  of  such  injured 
vary  in  degree  and  depend  upon  season,  climate, 
time  of  day,  and  the  location  and  terrain  of 
battle.  Any  one  may  temporarily  dominate 
or  overshadow  all  others.  Some  of  these  factors 
are: 

1.  Type  of  Thoracic  Injury. — While  it  is 
difficult  to  enumerate  all  the  conceivable  types 
of  chest  casualties  that  occur  in  battle,  the 
following  more  commonly  expected  ones,  as  well 
as  their  treatment,  may  be  mentioned.6 

(а)  Conditions  requiring  surgical  treatment: 

(1)  “Sucking  wounds”  of  chest  wall 

(2)  Tension  (or  pressure)  pneumothorax 

(3)  “Stove-in”  chest 

(4)  Cardiac  tamponade 

(5)  Penetrating  wounds  of  chest 

(6)  Exploratory  thoracotomy — suspected 
critical  intrapleural  hemorrhage 

(7)  Hemothorax 

(8)  Subcutaneous  and/or  mediastinal  em- 
physema 

(9)  Infected  hemothorax 

(10)  Miscellaneous 

a.  Rupture  of  diaphragm  with  hernia- 
tion 

b.  Infections:  empyema,  lung  ab- 

scess, etc. 

(б)  Conditions  requiring  nonsurgical  treatment: 

(1)  Thoracic  concussion — similar  to  cere- 
bral concussion 

(2)  Traumatic  asphyxia — sudden,  violent, 
thoracic  compression 

(3)  Blast  injury — thoracic  impact  from 
shell  of  high  explosive  velocity 

(4)  Gas  casualties 

(5)  Atelectasis  and/or  pneumonitis 

2.  Severity  of  Injury. — Thoracic  wounds  will 
vary  in  severity,  depending  upon  the  weapon 
employed  and  whethere  xtra-  or  intrapleural 
structures  are  involved.  No  imagination  is 
required  to  appreciate  the  traumatic  possibilities. 

3.  Accompanying  Injuries  and  Condition  of 
Patients. — Aside  from  thoracic  wounds  per  se, 
other  factors,  such  as  shock  due  to  injuries  to 
other  parts  of  the  body,  physical  exhaustion, 
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inanition  or  exposure  to  extremes  of  temperatures, 
sand-  or  snowstorms,  and  tropical  diseases,  will 
play  an  important  part  in  the  anesthetic  manage- 
ment of  the  wounded. 

4-  Time  Interval  Between  Injury , Diagnosis , 
and  Treatment . — This  factor,  as  surgeons  will 
appreciate,  is  perhaps  the  most  important  one 
in  the  effective  treatment  of  major  chest  injuries. 
As  in  civilian  practice,  delay  aggravates  the 
problems  of  both  the  surgeon  and  anesthetist. 
Provisions  have  been  made  by  the  Army  to 
minimize  this  factor  by  dispatching  mobile 
auxiliary  surgical  teams  (thoracic),  including  an 
! anesthetist,  to  the  forward  areas.  The  surgeon 
and  the  anesthetist  are  thus  brought  to  the  pa- 
tient! 

5.  Number  of  Thoracic  Cases. — Battles  are 
| engaged  with  personnel  en  masse  and  con- 
I sequently  the  wounded  will  be  found  in  large 

numbers.  As  in  the  last  war,  medical  installa- 
tions will  either  be  in  a state  of  readiness  or  will 
be  deluged  with  casualties.  Individual  anes- 
thetic problems  of  thoracic  injuries  thus  will  be 
compromised  by  those  of  the  entire  group. 

6.  Weapons  or  Methods  Used  to  Cause  Injury. 
— The  immediate  considerations  of  this  factor  in 
thoracic  injuries  are  internal  hemorrhage  and 
damage  to  the  cardiorespiratory  mechanism. 
The  surgeon  and  the  anesthetist  are  vitally 
concerned  with  both.  A knowledge  of  whether  a 
piercing  bullet,  bayonet  thrust,  imbedded  shrap- 
nel particle,  or  distant  concussion  bomb  pro- 
duced the  injury  will  help  to  clarify  such  con- 
siderations. As  pointed  out  by  Brodkin,6  a 
pneumonectomy  may  be  necessary  to  control 
hilar  hemorrhage  to  save  life  even  after  a simple 
gunshot  wound. 

7.  Medical  Service  Available. — The  high  de- 
gree of  efficiency  of  the  Army  Medical  Corps  has 
been  developed  through  years  of  study,  experi- 
ence, and  competent  organization.  Its  functions 
comprise  not  only  the  administration  of  first  aid 
on  the  battlefield  but  also  problems  of  evacuation 
to  the  rear  and  hospitalization  for  continued  and 
definitive  treatment.  The  entire  medical  service 
is  divided  into  five  echelons,  the  first  three  of 
which  are  mobile  attached  to  tactical  troops 
and  the  last  two  are  stationary  or  relatively 
fixed  medical  installations7  (Chart  1). 

The  unit  medical  service,  being  300  to  800 
yards  behind  forward  moving  infantry,  receives 
wounded  by  litter  and  provides  emergency  treat- 
ment, in  addition  to  the  first  aid  that  is  given  on 
the  battlefield.  It  will  control  external  active 
bleeding,  cover  “sucking  wounds”  of  the  thorax, 
strap  “stove-in”  chest  walls,  apply  splints  and 
bandages,  and  administer  opiates,  blood  plasma, 
etc.,  in  preparation  for  evacuation.  In  divisional 
units,  about  1,200  to  3,500  yards  back,  emergency 


CHART  1.  Outline  of  Medical  Service  of  the  Armt. 


I. 

II. 

III. 


IV. 


V. 


Medical  Services 

Unit:  medical  battalion,  aid  station 

Divisional: 

A.  Collecting  and  clearing  stations 

B.  Surgical  hospitals,  Army  supporting 
Army: 

A.  1st  Echelon — attached  medical  personnel, 
dispensaries,  battalion  aid  stations 

B.  2nd  Echelon — collecting  and  clearing 
stations 

C.  3rd  Echelon — surgical  and  evacuation 
hospitals 

D.  4th  Echelon — general  hospitals,  field 

E.  5th  Echelon — evacuation  to  zone  of  interior 

Theater  of  Operations:  territorial  com- 

mands 

A.  Numbered  general  hospitals 

B.  Numbered  station  hospitals 


Type 

Mobile 

Mobile 

Mobile 


Fixed 


Zone  of  Interior:  Surgeon  General  Fixed 

A.  Named  general  hospitals 

B.  Named  station  hospitals 


treatment  is  continued  and  patients  are  sorted, 
retained,  or  prepared  for  further  evacuation. 
While  medical  officers  and  anesthetic  agents  are 
available  in  all  echelons  and  immediately  behind 
any  fluid  front,  the  competent  thoracic  surgeon 
and  anesthesiologist  are  first  found  in  installa- 
tions of  the  medical  service  of  the  Army.  Many 
of  these,  like  the  surgical  and  evacuation  hos- 
pitals, may  be  several  miles  to  the  rear.  On 
occasion,  auxiliary  surgical  teams  (thoracic)  may 
be  dispatched  to  forward  divisional  areas  for 
emergency  surgery  such  as  intrapleural  hemor- 
rhage, etc.  Major  thoracic  surgery  thus  can 
first  be  accomplished  by  installations  of  the 
Army  Medical  Service.  More  elective  and  defini- 
tive thoracic  procedures  are  taken  care  of  by 
similarly  specialized  personnel  of  the  medical 
service  of  the  theater  of  operations  and/or  the 
zone  of  interior.  In  general  hospitals,  the  or- 
ganization and  equipment  are  very  similar  to 
those  in  our  leading  university  and  civilian 
medical  institutions. 

Anesthetic  Management 

It  is  most  unwise,  if  not  impossible,  to  pre- 
scribe dogmatically,  and  with  any  degree  of 
safety,  the  anesthetic  agent  and  technic  to  be 
employed  for  a particular  type  of  thoracic  sur- 
gery in  a medical  unit.  However,  certain  gener- 
alizations and  preferences  may  be  stated.  Their 
appreciation  will  admittedly  depend  upon  the 
training  of  the  anesthesiologist,  his  clinical  ex- 
perience, technical  ability,  and  maturity  of 
judgment.  They  will  be  discussed  with  respect 
to  the  type  of  medical  echelon  treating  the  chest 
casualty  and  the  prescribed  and  available 
anesthetic  armamentarium. 

1.  Unit  and  Divisional  Medical  Services. — 
These  units,  designed  essentially  to  provide  emer- 
gency treatment  to  the  wounded  and  prepare  for 
their  evacuation,  are  supplied  with  morphine 
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sulfate,  atropine  sulfate,  ethyl  chloride,  ether, 
ephedrine,  procaine,  barbiturates,  and  a Yankauer 
mask,  among  other  supplies.  While  anesthesia 
may  be  obtained  for  any  painful  procedure,  there 
is  neither  equipment  nor  specialized  medical 
personnel  for  major  thoracic  surgery.  Such  short 
procedures  as  might  be  necessary  can  be  carried 
out  either  with  procaine  hydrochloride,  1 per 
cent,  for  regional  anesthesia  or  ethyl  chloride- 
ether  for  open-drop  inhalation  anesthesia.  This 
will  be  subject  to  the  contraindications  and  limita- 
tions accepted  for  these  agents.  Every  effort 
should  be  made  to  obtain  rapid  recovery  from 
anesthesia  to  facilitate  evacuation.  Notwith- 
standing the  delayed  emergence  of  the  patient 
from  ether,  this  agent,  as  in  the  last  war,  will  be 
commonly  used  for  anesthesia  in  these  forward 
units  because  of  its  relatively  wide  range  of  safety 
and  its  other  advantages.8 

2.  Army  Medical  Service. — Competent  tho- 
racic surgeons  and  anesthetists  are  assigned  to 
medical  units  of  this  echelon,  such  as  surgical  and 
evacuation  hospitals  and  auxiliary  surgical  teams. 
Accordingly,  major  thoracic  surgery  can  be  accom- 
plished. Anesthetic  supplies  include,  in  addition 
to  those  noted  above  for  smaller  medical  units 
nitrous  oxide,  oxygen,  sodium  pentothal,  chloro- 
form, needles  for  subdural  anesthesia,  pharyngeal 
airways,  and  apparatus  for  closed-system  in- 
halation anesthesia.  Modified  suction  apparatus 
has  been  improvised.  Laryngoscopes  and  endo- 
tracheal tubes  have  been  used  and  are  either  of 
recent  issue  or  have  been  donated.9 

For  extrapleural  procedures  of  short  duration 
unaccompanied  by  shock  or  respiratory  dys- 
function, local  infiltration  with  procaine,  nitrous 
oxide,  ethyl  chloride,  ether,  or  sodium  pentothal 
may  be  employed  to  obtain  anesthesia.  Con- 
sidering factors  of  simplicity  of  technic  and 
equipment,  margin  of  safety,  and,  above  all,  the 
possible  necessity  of  using  enlisted  men  to  give 
anesthesia  for  mass  casualties,  open-drop  ether 
has  been  and  will  be  the  method  of  choice  in 
field  units.8  If  cardiorespiratory  complications, 
such  as  shock  and  bronchitis,  are  present  in 
extrapleural  cases,  the  anesthetic  management, 
other  than  alleviation  of  such  disturbances,  will 
depend  chiefly  upon  the  severity  of  the  patient’s 
complications  and  his  state  of  consciousness. 
Little  or  no  premedication  may  be  adequate; 
regional  anesthesia  with  procaine  solution  after 
premedication  may  suffice;  open-drop  ether  in 
incipient  cases  of  shock  has  been  employed  with 
success.  Nitrous  oxide-oxygen  or  ethyl  chloride 
should  not  be  used  because  of  their  respective 
hypoxic  and  myocardial  effects.  Sodium  pento- 
thal given  intravenously  may  be  used10  in  these 
cases  but  only  if  oxygen  can  also  be  administered 
by  the  closed  system  with  controlled  respirations 


to  facilitate  ventilation.  Such  oxygen  ad- 
ministration may  be  given  for  the  alleviation  of 
complications  per  se,  but  it  is  not  practical  with 
mass  casualties.  Spinal  anesthesia  should  not  be 
employed  for  any  thoracic  procedure. 

In  cases  requiring  intrapleural  surgery,  whether 
short  or  prolonged,  with  or  without  shock  or 
other  severe  complications,  the  use  of  an  endo- 
tracheal tube  with  an  inflatable  cuff  with  the 
Waters  carbon-dioxide  absorption  system11  of 
inhalation  anesthesia  is  ideal  if  not  imperative. 
This  procedure,  as  is  well  known,12’13  will  not 
only  minimize  heat  and  water  loss,  but  will  also 
assure  adequate  ventilation  and  permit  control 
of  anesthetic  concentration  and  intrapulmonic  j 
pressure.  Controlled  and  positive-pressure  res-  I 
piration  is  possible  to  aid  the  patient  as  well  as  to  j 
facilitate  the  technic  of  the  surgeon  in  placing  ; 
ligatures  near  the  hilum,  pleura,  etc.  Further-  j 
more,  the  removal  of  secretions,  blood,  or  cell 
detritus  is  facilitated  with  the  aid  of  catheter 
suction  through  the  endotracheal  tube.  Upper 
respiratory  obstruction,  hypoxia,  or  acapnia  are 
prevented.  The  use  of  the  endotracheal  tube 
by  the  well-equipped  anesthetist  with  the  ad- 
ministration of  ether  by  the  closed  system  should 
provide  maximum  safety  in  intrapleural  surgery 
in  field  units.  Nitrous-oxide  oxygen  alone  would 
have  to  be  administered  at  an  hypoxic  level  to 
eliminate  the  stimulation  by  the  endotracheal 
tube  on  the  laryngeal  mucosa.  In  pentothal 
anesthesia,  the  elimination  of  such  irritation 
would  require  large  doses,  which  would  result  in 
severe  respiratory  depression  requiring  con- 
tinuous controlled  or  artificial  respiration  during 
and  after  surgery.  Ethyl  chloride  should  never 
be  given  by  the  closed  system  or  for  prolonged 
procedures.  In  cases  of  incipient  shock,  in  which 
intrapleural  or  pericardial  surgery  is  urgent, 
the  use  of  ether  with  the  endotracheal  technic 
should,  in  field  installations,  take  precedence 
over  other  agents  mentioned. 

Often  endotracheal  technic  is  not  possible 
in  field  medical  units,  in  which  case  the  use  of  a 
pharyngeal  airway  will  have  to  suffice.  The 
open-mask  method  of  ether  administration,  or 
nitrous-oxide  oxygen-ether  closed  system  or 
insufflation  technic,  or  intravenous  anesthesia  can 
be  used.  Occasionally,  the  less  desirable  agents, 
such  as  chloroform  and  ethyl  chloride,  will  be  the 
only  ones  available  and  may  be  used  success- 
fully.14 It  must  be  emphasized  that  field  anes- 
thesia, like  field  surgery,  may  not  be  ideal  but  is 
often  a matter  of  necessity. 

8.  Medical  Service  of  Theater  of  Operations. 

— Thoracic  surgery  at  these  medical  units  is  more 
elective  but  not  entirely  definitive.  Competent 
surgeons  and  anesthesiologists,  along  with  more 
specialized  equipment  and  assured  supplies,  will 
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carry  on.  Patients  will  have  received  the  bene- 
fits of  prompt  emergency  treatment  and,  in  gen- 
eral, will  be  in  decidedly  better  condition  than  in 
the  most  forward  echelons.  The  same  anesthetic 
agents  will  be  available.  The  selection  of  agent 
and  technic  will  be  essentially  the  same  as  that 
noted  in  the  Army  Medical  Service,  except  for 
the  addition  of  block  technics  for  extrapleural 
procedures  and  more  frequent  use  of  nitrous- 
oxide  oxygen-ether  sequence  with  the  closed- 
system  endotracheal  technic.  It  has  been  re- 
ported that  cyclopropane  has  been  obtainable 
and  has  been  used.9 

4.  Medical  Service  of  the  Zone  of  Interior. — 
Military  anesthesia  is  as  modern  and  as  advanced 
in  medical  units  of  this  echelon  as  that  used  in 
civilian  hospitals.  Equipment  and  the  supply 
of  agents  are  adequate  in  all  organized  units, 
and  modern  and  complete  anesthetic  management 
will  be  possible.  Surgery  will  be  elective  and 
definitive  for  the  most  part,  and  patients,  except 
for  local  emergency  cases,  will  be  in  fair  to 
excellent  conditions.  Preoperative  preparation, 
such  as  correcting  weight  loss  and  anemia,  use  of 
postural  drainage,  atropine,  etc.,  will  not  be 
interfered  with  by  the  necessities  of  treating  and 
evacuating  mass  casualties. 

In  addition  to  the  ether  endotracheal  anesthesia 
for  intrapleural  procedures  found  so  satisfactory 
in  field  hospitals,  cyclopropane  has  also  been 
used  at  many  fixed  posts.15-17.  This  established 
anesthetic  agent,  accepted  by  the  Council  of 
Pharmacy  of  the  American  Medical  Association, 
has  been  commonly  used  for  thoracic  surgery 
throughout  this  country18-22  and  abroad.23-25 
That  it  is  far  superior  to  ether  in  thoracic  surgery 
has  been  claimed  by  leading  civilian  anesthesiol- 
ogists.18-22,36. Its  advantages  over  ether  of 
being  nonpungent,  nonirritant,  facilitating  speedy 
induction  and  recovery,  providing  more  rapid 
control  of  level  of  anesthesia,  and  producing  less 
postoperative  nausea,  vomiting,  temperature, 
and  fluid  loss  are  now  fully  appreciated  by  the 
thoracic  surgeon  as  well  as  the  anesthesiologist. 
This  is  attested  by  its  growing  popularity  in 
chest  clinics  during  the  last  ten  years.  Its  dis- 
advantages of  potency  and  explosiveness  have 
been  seemingly  more  apparent  than  real.  Both 
ether  and  cyclopropane  are  potent  and  explosive. 

Ether,26-28  nitrous  oxide,29  ethylene,30  and 
nupercaine31  have  been  considered  more  satis- 
factory than  cyclopropane  for  thoracic  surgery 
or  for  cases  with  pulmonary  tuberculosis.32 
Inasmuch  as  it  was  claimed  that  clinical  results 
with  the  use  of  ether  or  other  agents  were  found 
apparently  more  gratifying  than  those  with 
cyclopropane,  there  appears  to  be  no  justifica- 
tion for  change.  Even  though  it  is  believed 
by  the  majority  of  civilian  anesthesiologists 


that  the  authors  mentioned  are  unduly  enthu- 
siastic, the  anesthesiologist  should  use  the  agent 
and  technic  which  in  his  hands  and  experience 
will  provide  the  most  satisfactory  anesthesia  for 
the  wounded. 

Discussion 

Military  surgery  and  anesthesia  are  influenced 
by  dynamic  elements  of  combat.  The  use  of 
certain  anesthetic  agents  and  technics  by  the 
Army  is  often  a matter  of  necessity  rather  than  of 
choice.  This  may  be  more  fully  appreciated 
when  one  realizes  that,  aside  from  the  various 
factors  operative  in  the  field,  anesthetic  supplies 
possibly  may  be  damaged,  destroyed,  or  lost. 
Accordingly,  the  military  anesthetist  must  be 
practical  as  well  as  ingenious  in  individualizing 
the  management  of  his  case,  not  only  as  in  civilian 
practice  but  also  with  due  regard  to  existing 
circumstances.  Deviations  from  principles  and 
technics  will  become  necessary. 

Emphasis  has  been  given  to  the  echelons  of  the 
medical  service  of  the  Army.  Adequate  thoracic 
surgery  or  ideal  anesthesia  obviously  cannot  be 
carried  out  on  the  firing  line  but  must  depend 
upon  the  organization  of  a competent  medical 
service.  Such  organization  has  been  perfected 
by  the  Army  and  found  ideal  for  the  care  of  the 
wounded.  Thoracic  surgeons  and  anesthetists 
are  now  available  for  emergency  surgery  in 
teams  or  as  part  of  surgical  hospitals  within 
relatively  short  distances  from  the  front.  To  the 
rear,  elective  and  definitive  surgery  can  be  ac- 
complished with  anesthetic  armamentarium  simu- 
lating that  found  in  civilian  institutions. 

Basic  anesthetic  equipment  has  been  available 
to  mobile  and  fixed  medical  units.  In  fact,  a 
great  deal  of  nonstandard  apparatus  has  also 
been  provided  in  the  past.  However,  it  may 
be  safely  predicted  that  many  improvised  anes- 
thetic machines  and  gadgets  will  result  from 
the  factors  of  sheer  necessity  and  ingenuity. 

No  attempt  has  been  made  to  discuss  aspects 
of  emergency  treatment  which  the  anesthetist 
may  take  care  of.  As  emphasized  by  Tynes, 
et  al.,zz  such  treatment  particularly  referable  to 
combating  shock  and  respiratory  derangements 
is  part  of  the  preoperative  program  of  anesthetic 
management.  The  use  of  premedicant  drugs, 
which  are  available  in  all  medical  echelons, 
should  follow  the  principles  established  in  the 
civilian  practice  of  anesthesia.  Morphine  and 
atropine  or  scopolamine  in  a ratio  of  25 : 1 should 
be  given  subcutaneously  sixty  to  ninety  minutes 
before  surgery  under  inhalation  anesthesia. 
Barbiturates  for  hypnosis  and  prophylaxis  prior 
to  regional  anesthesia  should  be  administered 
thirty  minutes  before  surgery.  Tracheal  toilet34 
before,  during,  and  after  surgery  may  be  essential.] 
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In  consideration  of  the  choice  of  anesthetic 
management,  due  respect  was  given  to  the  type 
of  thoracic  injury  present,  the  availability  of 
personnel,  equipment,  and  supplies,  and  ac- 
companying complications  of  shock  and  respira- 
tory dysfunction.  Barring  contraindications, 
the  following  procedures,  in  order,  were  sug- 
gested: 

For  extrapleural  procedures: 

1 . No  anesthesia  if  patient  is  unconscious . 

2.  Premedication  only — may  be  entirely  ade- 
quate. 

3.  Local  infiltration  or  block  procedures. 

4.  Open-drop  technics  with  ethyl  chloride 
and/or  ether. 

5.  Sodium  pentothal  if  available. 

For  intrapleural  procedures: 

In  mobile  hospitals: 

1.  Any  one  of  the  above  may  be  the  only 
procedure  possible. 

2.  Ether  with  Waters’  closed  carbon  dioxide 
absorption  system  and  endotracheal  tube 
with  inflatable  cuff. 

In  fixed  hospitals: 

1.  Cyclopropane15*25-35-36  with  Waters’ 
closed  carbon  dioxide  absorption  system 
and  endotracheal  tube  with  inflatable  cuff. 

In  any  of  these  procedures,  the  Army  anesthe- 
tist must  remember  that  thoracic  surgery  ideally 
calls  for  (1)  analgesia,  or  light  surgical  anes- 
thesia, (2)  a patent  airway,  (3)  adequate  gas 
exchange,  (4)  as  nonirritating  an  agent  to  the 
respiratory  mucosa  as  it  is  possible  to  obtain, 
(5)  rapid  induction  and  recovery,  (6)  early  return 
of  the  cough  reflex,  (7)  quiet  respiration,  (8) 
minute-to-minute  control  of  depth  of  anesthesia, 
(9)  means  for  controlled  or  positive-pressure 
respiration,  (10)  repeated  tracheal  toilet,  (11) 
postoperative  rebreathing,  and  (12)  oxygen 
therapy  if  necessary. 

In  making  these  suggestions,  it  was  assumed 
that  operative  intervention  was  necessary  only 
for  thoracic  injury.  No  mention  was  made  of 
patients  with  injuries  of  the  head,  abdomen,  or 
extremities  who  also  may  suffer  from  thoracic 
wounds  requiring  conservative,  nonsurgical  treat- 
ment. Patients  with  thoracic  concussion  and 
blast  injury  should  not  receive  inhalation  anes- 
thesia, for  the  thoracic  cage  and  pulmonary 
alveolar  bed  should  be  kept  at  basal  conditions. 
Emergency  surgery  in  such  cases  will  be  more 
satisfactorily  done  with  the  aid  of  regional, 
intravenous,  or  low  spinal  anesthesia,  depending 
upon  contraindications.  Such  problems  are  ad- 
mittedly acute  and  tax  not  only  the  anesthetist’s 
clinical  judgment  but  also  the  limits  of  the  field 
of  anesthesiology.  Suffice  it  to  say  that  the 
armed  forces  have  spared  nothing  in  providing 


anesthesiologists  with  modem  methods  to  aid 
the  thoracic  surgeon  in  the  adequate  treatment 
of  the  wounded  for  the  conservation  of  manpower. 

Summary 

The  army  anesthesiologist  is  playing  a signifi- 
cant role  in  contributing  to  the  modern  and 
efficient  medical  service  of  the  Army.  His 
problems  referable  to  thoracic  surgery  have 
challenged  his  training,  ingenuity,  and  practical 
sense.  Some  of  these,  concerned  with  (1) 
factors  influencing  the  surgical  treatment  of  chest 
wounds  and  (2)  suggested  anesthetic  manage- 
ment, have  been  discussed  in  an  attempt  to 
correlate  his  activities  and  to  indicate  his  use- 
fulness and  limitations  in  providing  the  safest  and 
most  modern  anesthesia. 
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THE  EFFECT  OF  THE  ANTEPARTUM  ADMINISTRATION  OF 
QUININE  ON  LABOR  AND  THE  PUERPERIUM 

Andrew  A.  Marchetti,  M.D.,  F.A.C.S.,* *  Alberta  Kuder,  M.A.,*  and 
Lt.  Leston  E.  Fitch,  (MC),  USNR,*  New  York  City 


IN  THE  early  years  of  the  last  decade,  there 
appeared  in  the  British  Medical  Journal  sev- 
eral enthusiastic  reports  on  the  advantages  of 
prescribing  quinine  daily  in  small  doses  during 
the  last  few  weeks  of  pregnancy.  Hewetson,1 
Green- Army tage, 2 Mitchell,3  Mitchell  and  Brad- 
brooke,4  and  Johnston5  were  the  principal  con- 
tributors to  this  subject  and  made  the  more  im- 
portant claims  and  recommendations  for  its 
widespread  use.  In  this  country  Linton  Smith6 
was  the  first  to  report  any  experience  with  the 
use  of  quinine  as  recommended  by  the  British 
writers  and  from  his  account  was  as  enthusiastic 
as  they  about  the  results. 

These  authors  initiated  their  experiences  on  the 
basis  that  pharmacologically  quinine  has  been 
shown  to  have  general  tonic  properties  and  in 
small  doses  or  weak  concentrations  has  a directly 
stimulating  effect  on  involuntary  muscle,  partic- 
ularly on  the  smooth  muscle  of  the  uterus. 
Furthermore,  they  were  impressed  by  reports 
which  came  from  the  malarial  districts  in  Rhode- 
sia and  India  in  which  it  was  stated  that  patients 
who  were  given  prophylactic  doses  of  quinine 
during  pregnancy  had  easy  and  uneventful 
labors.  Then,  from  their  own  experiences,  it  was 
generally  concluded  that  the  antepartum  ad- 
ministration of  quinine  hydrochloride  or  sulfate 
three  to  four  weeks  before  the  expected  date  of 
confinement,  given  daily  in  divided  doses  not 
exceeding  5 grains,  would  shorten  labor  and  make 
it  easier,  would  reduce  the  incidence  of  infection, 
and  would  considerably  improve  the  course  of 
the  puerperium. 

Only  Buddee’s7  contemporaneous  experiences 
and  observations  were  not  in  full  agreement  with 
these  claims.  He  stated  that  the  effect  of  qui- 
nine on  the  duration  of  labor  was  of  doubtful 
value,  that  the  drug  did  not  eliminate  primary 
uterine  inertia,  but  that  its  general  tonic  effect 
might  be  of  beneficial  value  in  reducing  the  sus- 
ceptibility to  infection.  Buddee’s  conclusions 
were  criticized  because  he  gave  5 grains  of  qui- 
nine in  one  dose  rather  than  in  divided  doses  of 
H/2  grains  three  times  a day. 

Unfortunately,  the  convictions  and  good  results 
of  these  workers  were  not  substantiated  or  sup- 
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ported  by  adequate  clinical  and  statistical  data 
In  most  instances,  the  number  of  cases  studied 
either  were  too  few  in  number  or  were  not  com- 
pared with  a current  number  of  control  cases. 

However,  it  did  appear  that  if  such  an  uncom- 
plicated and  presumably  harmless  course  of  med- 
ication in  the  antepartum  period  shortened  the 
duration  of  labor,  reduced  the  incidence  of  the 
application  of  forceps,  reduced  postpartum  hem- 
orrhage, diminished  puerperal  morbidity  and 
infection,  and  improved  in  general  the  lying-in 
period  of  the  patient,  it  merited  attention  and 
should  be  tried  in  the  manner  so  strongly  recom- 
mended by  its  advocates. 

With  this  in  view,  we  chose  to  study  the  effect 
of  quinine  sulfate  on  labor  and  the  puerperium  on 
1,000  patients,  at  the  same  time  correlating  the 
results  with  a current  and  equal  number  of  con- 
trol cases.  The  demands  of  the  war  interrupted 
our  study  after  we  had  obtained  complete  data 
on  half  the  number  of  patients.  Although  our 
goal  of  analyzing  1,000  cases  had  to  be  aban- 
doned, it  was  thought  that  the  observations  that 
had  been  made  up  to  that  time  justified  a critical 
survey. 

Our  series  then  consisted  of  500  cases  to  whom 
quinine  was  given.  Of  these,  290  were  primiparas 
and  210  multiparas.  The  control  series  simultane- 
ously observed  also  numbered  500  cases,  of 
whom  269  were  primiparas  and  231  multiparas 
(Table  1). 


TABLE  1. — Cases  Studied 


Quinine 

Control 

Primiparas 

290 

269 

Multiparas 

210 

231 

Total 

500 

500 

In  order  to  confine  our  observations  as  much  as 
possible  to  the  normal  pregnant  and  parturient 
woman,  we  excluded,  in  both  series,  patients  with 
contracted  or  borderline  pelves,  cardiac  disease, 
diabetes,  toxemias  of  pregnancy,  previous  cesar- 
ean sections,  urinary  tract  infections,  anemias, 
and  pelvic  tumors. 

Method  of  Drug  Administration 

Approximately  three  weeks  before  the  ex- 
pected date  of  confinement  each  patient  who  was 
selected  to  receive  the  drug  was  given  an  envelope 
containing  twenty  1 Vagram  capsules  of  quinine 
sulfate.  She  was  instructed  to  take  one  capsule 
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Fig.  1.  Relationship  of  quinine  and  control 
series  to  the  duration  of  labor.  QP  = quinine 
primiparas,  QM  = quinine  multiparas,  CP  = 
control  primiparas,  CM  = control  multiparas. 

three  times  a day  so  that  the  total  daily  dosage 
amounted  to  4y2  grains.  This  routine  essen- 
tially represents  the  one  that  has  been  recom- 
mended as  the  most  effective.  The  patient  was 
also  instructed  to  notify  us  if,  at  any  time  during 
the  administration  of  the  drug,  she  developed 
any  idiosyncrasy  such  as  a rash,  intense  itching, 
photophobia,  tinnitus,  or  vertigo.  The  capsules 
were  dispensed  at  weekly  intervals  in  order  to 
keep  more  accurate  records  of  the  amounts  taken 
by  the  patient  as  well  as  for  the  purpose  of  avoid- 
ing waste  of  the  drug.  At  each  weekly  visit  dur- 
ing the  period  of  medication  the  patient  was 
carefully  questioned  regarding  any  symptom 
that  might  warrant  cessation  of  the  administra- 
tion of  the  drug  and  was  encouraged  to  give  the 
utmost  cooperation. 

Duration  of  Labor 

In  computing  the  duration  of  labor,  it  is  ob- 
vious that  it  primarily  depends  upon  noting  the 
exact  time  of  the  onset  of  labor,  a fact  which  is 
difficult  to  obtain  without  error,  inasmuch  as 
there  are  no  definite  criteria  to  guide  us.  Mitch- 
ell and  Bradbrooke  determined  the  duration  of 
labor  by  considering  that  it  began  at  the  time 
when  the  patient  was  compelled  to  hold  on  to  a 
chair  or  any  supporting  object  when  she  had  a 
pain,  or  that  period  of  incapacity  in  which  the  pa- 
tient asks  for  relief  because  of  the  severity  of  the 
pain.  With  this  as  their  criterion,  the  primiparas 
in  their  series  averaged  six  hours  and  the  multi- 
paras three  hours.  They  had  no  control  series 
for  comparison.  Linton  Smith,  using  the  same 
criterion,  reported  that  the  primiparas  in  his 
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Fig.  2.  Relationship  of  dosage  of  quinine  to  dura- 
tion of  labor  in  primiparas. 

group  averaged  two  hours  and  ten  minutes  and 
the  multiparas  one  hour  and  fifteen  minutes. 
However,  Smith  also  computed  the  total  duration 
of  labor  among  his  patients  from  the  time  the 
first  painful  contraction  was  recognized,  and 
found  then  that  the  primiparas  averaged  ten 
hours  and  the  multiparas  six  and  one-half  hours, 
which  is  still  a conspicuously  shortened  average 
for  primiparas  and  multiparas. 

Conforming  to  our  established  and  generally 
accepted  routine,  we  recorded  the  beginning  of 
labor  as  the  time  when  the  patient  recognized  a 
uterine  contraction  as  her  first  painful  contraction 
or  her  first  labor  pain.  Consequently,  without 
setting  up  new  criteria  for  the  determination  of 
the  beginning  of  labor,  we  felt  that  our  results 
would  be  more  uniform  and  consistent  if  we  fol- 
lowed our  standard  routine.  In  our  series  (Table 
2)  we  found  that  among  the  primiparas  the  aver- 
age duration  of  the  first  stage  was  seventeen  hours 
and  forty-eight  minutes,  and  of  the  second  stage 
one  hour  and  twenty  minutes,  making  the  total 
average  duration  of  the  first  and  second  stages 
nineteen  hours  and  eight  minutes.  In  contrast, 
among  the  control  cases  the  primiparas  averaged 
fourteen  hours  in  the  first  stage  and  one  hour  and 
twelve  minutes  in  the  second  stage,  totaling 
fifteen  hours  and  twelve  minutes  in  both  stages. 
Just  the  opposite  of  that  which  we  had  hoped  to 
confirm  was  disclosed.  The  average  duration 
of  labor  was  found  to  be  approximately  four  hours 
longer  among  the  primiparas  in  the  quinine  series. 
In  attempting  to  search  for  an  explanation  for 
this  discrepancy,  it  was  noted  that  there  were  47 
patients  in  the  quinine  series  who  had  labors  last- 
ing more  than  thirty  hours,  as  contrasted  with 
twenty-three,  or  about  half  as  many  such  cases 
in  the  control  series.  This  may  well  be  inter- 
preted as  an  indication  that  quinine  does  not 
eliminate  primary  uterine  inertia. 
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Fig.  3.  Relationship  of  dosage  of  quinine  to  dura- 
tion of  labor  in  multiparas. 


Bourne  and  Burn8  demonstrated  that  while 
quinine  increased  the  frequency  of  contractions 
in  the  human  uterus  in  labor,  contractions  were 
not  so  forceful — an  important  factor  that  may 
be  advanced  to  explain  the  increased  number  of 
prolonged  labors  in  the  series  of  primiparas.  As 
a matter  of  interest,  we  found  that  if  the  cases  of 
prolonged  labor  were  excluded  from  each  group, 
the  quinine  series  averaged  13  hours  and  57 
minutes  in  the  first  and  second  stages,  and  the 
control  series  13  hours  and  8 minutes. 

A comparison  of  the  multiparas  revealed  that 
those  in  the  drug  series  had  an  average  duration 
in  the  first  and  second  stages  of  9 hours  and  46 
minutes,  while  those  in  the  control  series  aver- 
aged 9 hours  and  18  minutes.  This  comparison 
does  not  show  any  appreciable  difference  in  the 
two  groups. 


TABLE  2. — Duration  of  Labor 


Primiparas 

Quinine 

Control 

First  stage 

17  hrs.  48  min. 

14  hrs.  0 min. 

Second  stage 
First  and  sec- 

1  hr.  20  min. 

1 hr.  12  min. 

ond  stages 
First  and  sec- 

19 hrs.  8 min. 

15  hrs.  12  min. 

ond  stages 
Multiparas 

Excluding  prolonged 
labor  (47  cases)  13 
hrs.  57  min. 

Excluding  prolonged 
labor  (23  cases)  13 
hrs.  8 min. 

First  stage 

9 hrs.  18  min. 

8 hrs.  48  min. 

Second  stage 
First  and  sec- 

28 min. 

30  min. 

ond  stages 

9 hrs.  46  min. 

9 hrs.  18  min. 
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Fig.  4.  Relationship  of  quinine  and  control 
series  to  day  of  delivery  in  primiparas.  Q — qui- 
nine, C = control. 

Fig.  1 demonstrates  the  percentage  of  cases  in 
each  group  which  delivered  in  the  various  desig- 
nated divisions  of  the  average  duration  of  the 
first  and  second  stages  of  labor.  In  general,  one 
can  say  that  the  two  groups  of  curves  run  essen- 
tially parallel  to  one  another,  except  that  the 
greatest  discrepancy  appears  in  the  primiparas, 
where  among  the  quinine  series  16.9  per  cent 
(47  cases)  had  prolonged  labors  as  compared  with 
8.7  (23  cases)  in  the  control  series,  a difference  of 
50  per  cent  already  referred  to  in  the  discussion 
of  Table  2. 

Relationship  of  Dosage  of  Quinine  to  the 
Duration  of  Labor 

The  amount  of  quinine  that  each  patient  had 
taken  was  accurately  recorded  in  grains,  and, 
irrespective  of  the  time  of  delivery,  it  was  thought 
important  to  determine  whether  the  total  dosage 
had  any  definite  effect  upon  the  duration  of 
labor. 

For  the  purpose  of  convenience,  the  cases  were 
divided  into  the  following  four  categories:  those 
that  had  taken  30=*=  grains,  60  ± grains,  90  =*= 
grains,  and  120  ± grains.  Actually,  the  smallest 
dose  recorded  was  9 grains,  or  two  days’  medica- 
tion; and  the  largest  dose  150  grains,  or  33  days’ 
medication.  From  the  percentage  number  of 
cases  falling  under  each  of  the  four  categories,  one 
sees  in  Fig.  2 that  the  greater  percentage  of  primip- 
aras delivered  between  the  6-12  hour  and  the 
18-30  hour  intervals,  irrespective  of  how  much 
quinine  they  had  had,  and  in  Fig.  3 that  most  of 
the  multiparas  delivered  between  the  0-6  hour 
and  the  6-12  hour  intervals.  Both  curves  ap- 
proach the  total  averages  noted  in  Table  2 and 
finally  reveal  that  the  duration  of  labor  is  not  af- 
fected by  the  number  of  doses  or  the  amount  of 
quinine  the  patient  gets,  a fact  already  pointed 
out  by  Buddee. 
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Fig.  5.  Relationship  of  quinine  and  control  series 
to  day  of  delivery  in  multiparas.  Q = quinine, 
C = control. 


Relationship  of  Quinine  and  Control  Series 
to  Day  of  Delivery 

Fig.  4 shows  that  in  the  primiparas  a slightly 
greater  percentage  of  the  quinine  series  delivered 
before  the  expected  date  of  confinement,  whereas 
following  that  date,  the  opposite  is  true — the 
control  cases  showed  the  greater  number  of  deliv- 
eries. 

Fig.  5 demonstrates  that  among  the  multiparas 
there  is  a similar  though  less  striking  tendency. 
We  do  not  feel  that  any  importance  should  be 
attached  to  this  small  difference.  However, 
if  a patient  does  deliver  before  the  expected  time, 
it  may  be  interpreted  to  mean  that  quinine,  es- 
pecially among  the  primiparas,  may  initiate  labor 
more  frequently  within  the  two  weeks  before  the 
expected  day  of  delivery  than  among  patients 
who  do  not  take  it.  An  analysis  of  the  number 
of  premature  infants  born  in  each  series  revealed 
that  in  the  quinine  group  there  were  10  prema- 
ture babies,  none  weighing  less  than  2,050  Gm., 
whereas  in  the  control  series  there  were  none 
born.  It  should  be  pointed  out,  however,  that  all 
those  premature  infants  survived  and  were  dis- 
charged above  birth  weight  in  good  condition. 

Relationship  to  Type  of  Delivery 

If  it  is  claimed  that  quinine  makes  labor  easier, 
it  should  be  disclosed  in  an  analysis  of  the  manner 
in  which  labor  was  terminated  among  our  pa- 
tients. 

Table  3 shows  that  among  the  primiparas  who 
received  quinine  only  74.5  per  cent  delivered 
spontaneously  as  compared  with  86.2  per  cent 
in  the  controls,  a rather  striking  difference. 
More  surprising  is  the  incidence  of  forceps  de- 
livery in  the  two  series,  low  forceps  delivery 
being  10.5  per  cent  higher  in  the  quinine  series, 
and  the  application  of  midforceps  1.6  per  cent 
higher  in  the  control  series.  It  is  difficult  to  pro- 


pose an  adequate  explanation  for  the  variation  in  £ 
low  forceps  delivery  among  the  primiparas.  It  was  ^ 
not  that  there  were  many  more  occiput  posteriors, 
deep  transverse  arrests,  or  cases  of  fetal  distress  ' 
among  the  indications  for  forceps  interference  in  c 
the  quinine  series.  However,  it  was  noted  that  ( 
lack  of  progress  in  the  second  stage  pre-eminently 
appeared  as  the  indication  in  the  51  patients  de- 
livered by  low  forceps.  Again,  one  may  presume 
that  although  quinine  medication  may  increase  the 
frequency  of  pains,  it  may  reduce  their  power  and 
thus  may  impede  the  spontaneous  expulsion  of 
the  infant  at  the  end  of  the  second  stage  when  the 
mother  generally  betrays  signs  of  some  exhaustion. 

It  may  be  concluded  from  these  observations 
that  quinine  not  only  may  fail  to  eliminate  pri- 
mary inertia,  but  also  secondary  inertia. 

One  cannot  find  a reason  for  the  greater  inci- 
dence of  breech  extractions  in  the  quinine  series. 

In  the  multiparas,  the  figures,  except  for  the 
incidence  of  breech  extraction,  are  more  equitable. 
The  quinine  series  showed  an  incidence  of  93.8 
per  cent  of  spontaneous  deliveries,  the  controls 
96.1  per  cent.  Forceps  delivery  was  negligible 
in  both  series,  as  one  would  normally  expect  in 
multiparas. 

The  total  percentage  of  spontaneous  deliveries 
for  all  cases  in  the  quinine  series  was  82.6  per 
cent  while  in  the  control  series  it  was  90.8  per 
cent.  Forceps  deliveries  numbered  57  cases  or 
11.4  per  cent,  in  contrast  to  33  cases  or  6.6  per 
cent  in  the  controls.  Breech  extractions  num- 
bered 26  cases  or  5.2  per  cent  in  the  quinine 
group,  and  among  the  controls  12  cases  or  2.4 
per  cent.  From  these  figures  it  would  appear 
that  quinine  certainly  does  not  render  easier  the 
termination  of  labor. 

Idiosyncrasy 

There  were  8 patients,  or  1.6  per  cent,  in  the 
whole  group  who  demonstrated  some  of  the 
adverse  effects  of  quinine  medication.  Table  4 
shows  that  four  women  complained  of  dizziness 
and  tinnitus,  three* of  them  after  they  had  taken 
30  grains  of  quinine  and  one  after  taking  60 


TABLE  3. — Relationship  to  Type  of  Delivery 


Quinine 

Control 

Primiparas 

290 

269 

Spontaneous 

216 

= 74.5% 

232 

= 86.2% 

Low  forceps 

51 

= 17.6 

19 

= 7.1 

Mid-forceps 

6 

= 2.1 

10 

= 3.7 

Breech  extraction 

15 

= 5.2 

7 

= 2.6 

Craniotomy 

1 

= 0.3 

i 

= 0.4 

Duhrssen  and  spon- 

taneous 

1 

= 0.3 

Multiparas 

210 

231 

Spontaneous 

197 

= 93.8% 

222 

= 96.1% 

Low  forceps 

0 

= 0.0 

3 

=»  1.3 

Mid-forceps 

0 

= 0.0 

1 

= 0.4 

Breech  extraction 

11 

= 5.2 

5 

= 2.2 

Cesarean  section 

1 

= 0.5 

Delivered  elsewhere 

1 

- 0.5 

Total  spontaneous 

413 

= 82.6% 

454 

= 90.8% 
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grains.  There  was  one  who  complained  of  pain 
in  the  right  ear  after  32  grains,  another  of  nausea 
following  60  grains,  a third  one  of  a generalized 
body  rash  after  60  grains,  and  one  of  itching 
over  the  entire  body  following  63  grains  of 
quinine.  All  of  these  cases  were  considered  drug 
reactions  inasmuch  as  with  cessation  of  adminis- 
tration of  the  drug  the  symptoms  promptly 
disappeared. 

TABLE  4. — Idiosyncrasy 


Cases 

3 

1 

1 

1 

1 

1 


Amount  of  Drug 
Received 
30  gr. 

60  gr. 

32  gr. 

60  gr. 

60  gr. 

63  gr. 


Symptoms 

Dizziness  and  tinnitus 
Dizziness  and  tinnitus 
Pain  in  right  ear 
Nausea 

Rash  over  body 
Itching  over  entire  body 


Total  of  8 cases,  or  1.6  per  cent,  demonstrated  some  idio- 
syncrasy  to  quinine 


Comparison  of  the  incidence  of  fetal  mortality 
— 2.2  per  cent  in  the  quinine  series  and  1.8  per 
cent  in  the  controls — shows  no  significant  differ- 
ence. 

Blood  Loss 

In  Table  6 it  is  found  that  the  average  blood 
loss  in  the  quinine  series  was  161  cc.  and  in  the 
control  group  170  cc.,  an  insignificant  difference. 
Dividing  the  blood  loss  in  ascending  quantitative 
units  of  100  cc.,  it  is  noted  that  the  number  of 
cases  under  each  group  run  relatively  parallel. 
In  this  clinic  a blood  loss  of  600  cc.  or  more  is 
considered  a postpartum  hemorrhage.  There 
were  eight  such  instances  in  the  quinine  series  and 
nine  in  the  control  series.  It  is  obvious  from  this 
table  that  quinine  does  not  exert  any  beneficial 
effect  in  diminishing  the  amount  of  blood  loss. 


Fetal  and  Maternal  Mortality 

A study  of  Table  5 shows  that  there  were  only 
two  instances  of  fetal  death  in  which  the  role  of 
quinine  might  be  questioned.  They  are  the  two 
listed  as  “deadborn,  not  macerated.”  An  analy- 
sis of  the  clinical  histories  of  these  two  cases  dis- 
closes that  one  was  associated  with  a prolonged 
labor  lasting  32  hours  and  35  minutes  in  which  the 
fetal  heartbeat  was  lost  shortly  after  the  develop- 
ment of  a contraction  ring,  On  maternal  indi- 
cations and  because  the  cervix  was  not  completely 
dilated,  labor  was  terminated  by  a craniotomy. 
Intrauterine  asphyxia  following  the  development 
of  the  contraction  ring  readily  explains  the  cause 
of  fetal  death  in  this  case.  The  other  one  was 
also  associated  with  a case  of  prolonged  labor 
that  lasted  66  hours.  This  patient  developed  a 
severe  intrapartum  infection  and  shortly  before 
the  baby  was  delivered  by  low  forceps  the  fetal 
heartbeat  was  lost,  most  probably  an  instance  of 
intrauterine  death  caused  by  the  intrapartum  in- 
fection. The  mother  in  this  case  also  died,  of 
ruptured  esophageal  varices,  one  hour  after  de- 
livery, constituting  the  only  maternal  loss  in  our 
series. 


TABLE  5. — Fetal  Mortality 


Quinine 

Control 

Congenital  abnormalities 

4 

3 

Intracranial  injury 

2 

0 

Asphyxia 

Cord  around  neck 

1 

2 

Prolapsed  cord 

1 

2 

„ Contraction  ring 

1 

1 

Deadborn,  not  macerated 

2 

0 

Deadborn,  macerated 

0 

1 

Total 

11  = 

2.2%  9 - 1.8% 

No  premature  infants  in  fetal  mortality 

The  rest  of  the  fetal  deaths  are  self-explanatory 
and  in  no  case  did  we  feel  that  quinine  was  in  any 
way  responsible. 


TABLE  6. — Blood  Loss 


Amount  Blood 
Loss  in  cc. 
0-99 
100-199 
200-299 
300-399 
400-499 
500-599 
600  + 

Not  measured 


Subinvolution 

We  noted  that  there  were  33  more  cases  of 
subinvolution  in  our  control  series  than  in  the 
quinine  one.  Table  7 demonstrates  that  66,  or 
13.6  per  cent,  of  the  patients  who  received  quinine 
were  designated  as  having  uteri  that  were  subin- 
voluted. There  were  99  similar  cases  or  19.8 
per  cent  in  the  control  group.  Even  though  one 
must  allow  for  the  individual  differences  in  the 
interpretation  of  what  is  considered  subinvolu- 
tion, the  variation  in  the  two  series  is  noteworthy. 


TABLE  7. — Subin  VOLUTION 


Quinine 

Control 

No.  of 

No.  of 

Cases 

Percentage 

Cases 

Percentage 

66 

13.6 

99 

19.8 

Morbidity  and  Puerperal  Infection 
By  referring  to  Table  8 one  finds  that  the 
incidence  of  puerperal  morbidity  was  6.2  per  cent 
and  of  puerperal  infection  4.6  per  cent  in  the 
quinine  series,  whereas  in  the  control  series  it  was 
8.0  per  cent  and  6.8  per  cent,  respectively.  This 
represents  a reduction  in  the  incidence  of  puer- 
peral morbidity  of  1.8  per  cent  and  of  puerperal 
infection  of  2.2  per  cent  in  the  quinine  series. 
Even  though  the  antipyretic  value  as  well  as  the 
general  tonic  effect  of  quinine  is  generally  recog- 


Quinine,  Average 
Loss — 161  cc. 

No.  of  Cases 
153 
177 
92 
38 
21 
9 
8 
2 


Control,  Average 
Loss — 170  cc. 

No.  of  Cases 
132 
193 
82 
57 
18 
8 
9 
1 
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nized,  we  do  not  feel  that  it  should  be  recom- 
mended as  a specific  agent  to  combat  puerperal 
morbidity  and  infection.  The  advances  that 
have  been  made  in  dietetics  and  vitamin  therapy 
and  their  application  to  the  improvement  of  the 
general  condition  of  the  obstetric  patient,  as  well 
as  the  tested  value  and  judicious  use  of  the  sulfa 
drugs  in  treating  some  of  the  febrile  puerperal 
complications,  overshadow  the  beneficial  effects 
that  may  be  attributed  to  the  use  of  quinine. 


TABLE  8. — Puerperal  Morbidity  and  Infection 


Quinine,  500  Cases 

Control,  500  Cases 

No.  of 

Percent- 

No. of 

Percent- 

Cases 

age 

Cases 

age 

Puerperal  mor- 

bidity 

31 

6.2 

40 

8.0 

Puerperal  in- 

fection 

23 

4.6 

34 

6.8 

Any  discussion  of  the  value  of  the  use  of  qui- 
nine in  the  induction  of  labor  was  purposely  omit- 
ted in  this  survey.  However  it  is  known  that 
quinine  per  se  does  not  induce  labor.  Further- 
more, experiments  have  shown  that  the  use  of 
castor  oil  and  pituitrin  in  the  medical  induction 
of  labor  is  as  effective  without  quinine  as  it  is 
with  it.  This  fact,  together  with  the  observa- 
tions that  have  been  made  in  this  survey,  leads 
us  to  conclude  that  in  general  the  use  of  quinine 
in  obstetrics  may  prove  to  be  of  little  value. 

Summary 

1.  Five  hundred  cases  were  selected  for  study 
of  the  effect  of  the  antepartum  administration 
of  small  doses  of  quinine  on  labor  and  the  puer- 
perium.  A similar  number  of  control  cases  were 
observed  to  evaluate  the  results. 

2.  It  was  found  that  quinine  did  not  shorten 
the  duration  of  labor.  On  the  contrary,  among 
primiparas  it  was  lengthened.  In  the  quinine 
series,  the  average  duration  of  the  first  and  second 
stages  among  the  primiparas  was  19  hours  and 
8 minutes,  among  the  multiparas  9 hours  and  46 
minutes;  in  the  control  series,  it  was  15  hours 
and  12  minutes  for  the  primiparas  and  9 hours  and 
18  minutes  for  the  multiparas. 

3.  No  relationship  was  noted  between  the 
number  of  doses  or  the  amount  of  quinine  ad- 
ministered and  the  duration  of  labor. 

4.  In  the  quinine  series,  the  percentage  of 
cases  that  delivered  before  the  expected  day  of 
delivery  was  slightly  higher  than  in  the  control 
series.  No  importance  is  attached  to  this  small 
difference. 

5.  Judging  from  the  manner  in  which  labor 
was  terminated  in  these  series,  it  appears  that 
quinine  does  not  make  labor  easier.  In  the  qui- 
nine series,  labor  was  terminated  spontaneously 
in  82.6  per  cent,  by  forceps  application  in  11.4 
per  cent,  and  by  breech  extraction  in  5.2  per  cent 


of  the  cases;  and  in  the  control  series  it  was  ter- 
minated in  90.8  per  cent  spontaneously,  in  6.6 
per  cent  by  forceps  application,  and  in  2.4  per 
cent  by  breech  extraction. 

6.  Eight  or  1.6  per  cent  of  the  patients  to 
whom  quinine  was  administered  manifested 
some  idiosyncrasy  to  it. 

7.  No  appreciable  or  directly  adverse  effect 
of  quinine  medication  was  noted  on  fetal  mortal- 
ity. 

8.  No  significant  variation  in  the  amount  of 
blood  loss  during  delivery  was  observed  in  the 
two  series.  The  average  blood  loss  in  the  quinine 
group  was  161  cc.,  in  the  controls  170  cc. 

9.  Subinvolution  was  recorded  more  fre- 
quently in  the  control  series  than  in  the  quinine 
series.  It  was  found  in  19.8  per  cent  of  the  con- 
trol cases  and  in  13.6  per  cent  of  the  quinine 
cases. 

10.  The  incidence  of  puerperal  morbidity  was 
6.2  per  cent  and  of  puerperal  infection  4.6  per  cent 
in  the  quinine  series,  and  8.0  per  cent  and  6.8  per 
cent,  respectively,  in  the  control  series.  Although 
morbidity  was  reduced  by  1.8  per  cent  and  infec- 
tion by  2.2  per  cent  in  the  quinine  series,  it  is  felt 
that  the  drug  cannot  be  recommended  as  a specific 
agent  to  combat  febrile  puerperal  complications. 

11.  Finally,  from  the  observations  made  in 
this  survey  and  the  fact  that  quinine  does  not 
seem  to  influence  the  success  of  the  medical  in- 
duction of  labor,  it  is  concluded  that  generally 
the  use  of  quinine  in  obstetrics  may  prove  to  be 
of  little  value. 
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Discussion 

Dr.  George  W.  Kosmak,  New  York  City — Dr. 
Marchetti’s  presentation  constitutes  a very  valuable 
contribution  to  our  knowledge  of  a procedure  which 
always  impressed  me  as  based  largely  on  empiricism, 
and  never  satisfactorily  substantiated  by  pharmaco- 
logic research.  However,  most  of  our  obstetric 
textbooks  regard  quinine  as  an  oxytocic  and  recom- 
mend its  employment  as  a stimulant  to  a sluggish 
uterus  or  for  the  induction  of  labor.  Questioning 
of  a leading  pharmacologist  has  elicited  from  him  the 
statement  that  while  in  animal  experiments  on  the 
intact  uterus  or  on  isolated  strips  weak  solutions  of 
quinine  may  increase  contractions,  these  may  stop 
with  stronger  concentrations.  There  is  no  con- 
stancy comparable  with  that  of  pituitary,  ergono- 
vine,  or  adrenalin  action. 
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There  is  a widespread  difference  of  opinion  as  to 
the  effect  of  quinine  in  labor  in  the  human  subject. 
The  favorable  claims  made  in  the  English  reports 
have  not  been  substantiated  by  American  observers. 
Among  others,  Dodek,  in  1932,  took  records  of 
uterine  movements  and  saw  no  effect  from  quinine. 
The  addition  to  the  Gwathmey  oil-ether  anesthesia 
was  probably  useless,  but  undoubtedly  there  was 
a toxic  effect  on  mothers,  as  demonstrated  by  tin- 
nitus and  other  sequelae. 

Of  course,  quinine  administration,  as  discussed 
by  the  authors,  is  concerned  with  a somewhat  dif- 
ferent field,  in  which  quinine  is  employed  in  a cumu- 
lative manner  for  its  tonic  and  prophylactic  effects. 
Although  given  in  smaller  doses  during  pregnancy, 
it  would  appear  illogical  not  to  expect  that  the 
cumulative  effect  of  the  drug  might  bring  on  labor 
prematurely.  This  seems  to  be  borne  out  by  the 
authors’  figures,  nor  was  any  favorable  effect  ob- 
served in  other  factors  in  which  improvement  was 
sought,  such  as  the  length  of  labor,  ease  of  delivery, 
blood  loss,  and  uterine  involution.  The  conclusion 
that  quinine  is  of  little  value  in  obstetrics  does  not 
appear  unreasonable. 

All  of  the  foregoing  need  not  detract  from  the 
great  value  of  quinine  as  a specific  cure  in  a particu- 
lar parasitic  disease,  for  its  value  as  an  oxytocic  or 
an  alterative  has  never  been  satisfactorily  demon- 
strated. It  is  also  evident  that  the  outcome  of  a 
labor  cannot  be  predicted  on  the  employment  of 
this  drug,  or  that  any  reliance  can  be  placed  on  it  to 
prevent  other  complications  of  pregnancy.  Al- 
though toxic  effects  were  noted  in  only  a small 
proportion  of  Dr.  Marchetti’s  patients,  possible 
aftereffects  on  the  babies  must  be  given  considera- 
tion, especially  since  isolated  instances  of  such  com- 
plications have  been  reported  by  Gellhorn  and 
others.  Probably  we  had  better  reserve  quinine 
for  its  outstanding  value  in  the  treatment  of  malaria, 
for  which  at  present  all  supplies  of  this  valuable  drug 
should  be  dedicated  rather  than  waste  it  for  other 
doubtful  purposes. 

Dr.  Linton  Smith,  Atlanta , Georgia — Almost  ten 
years  ago  I was  impressed  with  the  fact  that  my 
patients  who  were  in  the  later  stage  of  pregnancy 
and  were  treated  with  quinine  for  malaria  seemed 
to  have  easier  labors  than  other  women  who  were 
not  so  treated;  moreover,  the  time  consumed  in 
labor  seemed  to  be  shortened.  I investigated  the 
literature  and  found  the  reports  of  the  British 
writers.  I began  to  use  quinine  in  the  late  weeks  of 
pregnancy  and  to  keep  accurate  records.  Since 
that  time  I have  made  several  reports  and  my  en- 
thusiasm has  not  lessened  nor  has  my  confidence 
decreased. 

Recently  I have  made  investigations  and  have 
completed  experiments  which  have  proved  conclu- 
sively that  quinine  does  add  tone  to  voluntary  and  to 
involuntary  muscle  fibers.  By  tone  I mean  the 
normal  activity  or  vigor  of  muscle  fibers.  I regret 
that  my  time  does  not  permit  me  to  explain  these 
experiments  and  the  results.  I also  found  that  one 
part  of  quinine  to  ten  thousand  had  a very  definite 
effect  on  the  uterine  muscle  of  the  cat  and  dilutions 


of  one  to  fifty  thousand  seemed  to  be  effective.  I 
also  was  convinced  that  if  muscle  fibers  were  of  good 
tone  and  were  normally  active  that  inversely  they 
relaxed  far  more  satisfactorily.  Now  let  us  con- 
sider what  the  mechanism  of  labor  is. 

The  uterus  contracts  throughout  pregnancy  with 
more  or  less  periodicity,  and  in  many  patients  shows 
more  irritability  in  the  later  stages.  The  painless 
contractions  of  the  last  weeks  of  pregnancy  force 
the  head  into  the  pelvis  and  soften  the  structures 
there,  and  the  descending  portion  of  the  fetus  seems 
to  burrow  its  way.  Labor  begins  very  gradually; 
we  say  that  labor  actually  begins  when  the  con- 
tractions become  sensible  to  the  patient.  There- 
fore, in  the  first  stage  of  labor  the  uterus  does  all 
of  the  work  with  gradually  increasing  force,  and  de- 
velops the  lower  uterine  segment;  the  hydrostatic 
bag  of  water  is  formed,  the  cervix  is  effaced,  and  the 
os  is  dilated.  In  the  second  stage  of  labor  the 
work  is  largely  done  by  the  voluntary  abdominal 
muscles  but  the  involuntary  uterine  muscle  still  is 
effective.  The  contractions  may  be  too  weak  or  too 
strong,  too  short  or  too  long,  too  seldom  or  too  fre- 
quent, or  irregular,  all  of  which  promote  an  abnor- 
mal labor.  Weak  contractions  or  inertia  uteri  may 
become  evident,  by  infrequent  contractions,  or  too 
short  contractions,  and  often  by  a combination  of 
all  three.  These  cause  an  unduly  prolonged  first 
stage  of  labor  and  may  prolong  the  second  stage, 
because  the  presenting  part  is  not  forced  against  the 
perineum  strongly  enough  to  cause  vigorous  muscle 
contractions.  Anything  that  will  cause  consistent 
normal  contractions  of  the  uterus  will  also  assist  in 
softening  and  dilating  the  soft  tissues  of  the  pelvis 
and  thereby  shorten  labor  and  substantially  lessen 
the  suffering  of  the  mother  as  well  as  lessen  the  pos- 
sibility of  mortality  and  morbidity  of  the  fetus. 

Quinine  administered  in  small  doses  for  three 
weeks  before  the  onset  of  labor  will  act  as  a true 
tonic  to  voluntary  and  involuntary  muscles,  thereby 
increasing  the  basic  tone  of  the  muscles  involved, 
and  contractions  which  are  excited  by  other  endo- 
genous means  will  be  reinforced.  The  increased 
tone  of  the  muscles  will  hasten  the  development  of 
the  lower  uterine  segment  and  more  positively  de- 
velop the  hydrostatic  bag  of  wrater,  which  will 
earlier  efface  the  cervix  and  dilate  the  os.  The  very 
tone  which  is  imparted  to  the  uterine  muscles  seems 
to  act  inversely  on  the  soft  structures  of  the  pelvis 
so  that  they  dilate  more  easily  and  more  rapidly. 

The  general  health  of  my  patients  has  been  im- 
proved by  the  small  doses  of  quinine.  A large  num- 
ber of  them  say,  voluntarily,  that  they  feel  defi- 
nitely stronger,  their  appetite  is  improved,  and  in- 
digestion and  heartburn,  of  which  many  patients 
complain  in  the  late  stages  of  pregnancy,  are  often 
entirely  or  greatly  relieved,  which  I think  is  caused 
by  the  increased  flow  of  digestive  juices. 

In  February,  1942,  I reported  482  cases  in  addi- 
tion to  the  60  cases  which  I had  reported  in  1936. 

I am  now  adding  to  the  cases  reported  above  158 
others,  which  gives  a total  of  700.  I will  give  a brief 
statement  of  the  time  consumed  in  labor,  blood 
loss,  subinvolution,  infections,  fetal  mortality, 
maternal  mortality,  morbidity,  and  idiosyncrasy. 
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My  results  in  the  larger  number  of  cases  were  not 
quite  so  good  as  they  were  in  the  original  60  cases, 
which  were  the  first  ones  treated  by  me.  They 
were  probably  more  carefully  cared  for  during 
pregnancy  and  were  also  more  carefully  selected. 
The  later  patients  were  taken  as  they  came,  without 
any  effort  at  selection. 

There  were  458  primiparas  and  242  multiparas. 
The  total  duration  of  labor  in  the  primiparas  aver- 
aged 12  hours  and  23  minutes;  and  in  the  multi- 
paras it  averaged  8 hours  and  5 minutes.  The 
total  duration  of  labor  in  these  cases  is  considered 
as  the  time  measured  from  the  first  recognized  pain 
until  the  delivery  of  the  baby.  The  first  stage  of 
labor  took  place  quite  painlessly.  In  many  cases 
when  the  first  obstetric  examination  was  made  I 
found  almost  complete  dilation.  I attribute  this 
easy  and  relatively  painless  first  stage  to  the  better 
tone  of  the  involuntary  muscles,  which  caused  firmer 
and  more  vigorous  uterine  contractions  which,  in 
turn,  were  followed  by  more  complete  relaxation  of 
the  muscles  and  other  soft  parts  of  the  pelvis. 

The  first  stage  of  labor  is  considered  as  the  time 
from  the  first  recognized  pain  until  the  time  when 
the  pain  is  so  severe  that  the  patient  holds  to  some- 
thing or  asks  that  something  be  done  for  her.  This 
stage  consumed  8 hours  and  7 minutes  in  the  primi- 
paras and  4 hours  and  21  minutes  in  the  multiparas. 
The  second  stage  of  labor  as  measured  by  pain  is  con- 
sidered to  be  the  time  from  which  the  patient 
complains  of  pain  and  asks  for  something  to  relieve 
her,  until  delivery.  This  painful  stage  in  the  primi- 
paras consumed  4 hours  and  16  minutes  and  in  the 
multiparas  3 hours  and  44  minutes.  All  of  these 
results  are  considerably  better  than  the  average 
time  of  labor  and  I can  attribute  them  to  no  cause 
other  than  the  use  of  quinine. 

Accurate  figures  as  to  blood  loss  are  not  avail- 
able, for  I did  not  begin  to  measure  this  until  after 
I had  used  this  method  for  several  years;  but  it 
seemed  to  me — and  my  associates  agreed — that  less 
blood  was  lost  in  quininized  patients  than  in  ones 
who  were  not  so  treated. 

There  were  61  cases  of  subinvolution,  or  8.7 
per  cent,  and  these  included  all  degrees,  in  the  en- 
tire number  of  cases  far  fewer  than  the  usual  number 
of  subinvolutions.  Subinvolution  cannot  be  meas- 
ured so  accurately  as  can  infection  and  other  com- 
plications, for  we  must  allow  for  the  differences  in 
opinion  as  to  what  constitutes  this  condition. 
Nevertheless,  this  is  certainly  better  than  the  aver- 
age. Subinvolution  is  considerably  influenced  by 
infection,  and  the  low  rate  of  infection  influenced 
this  markedly. 

There  were  21  cases  of  infection  in  the  entire 
series,  but  better  methods  of  treating  women  during 
pregnancy,  with  the  added  recognition  of  the  im- 
portance of  diet  and  a sufficient  vitamin  intake,  and 
the  much  larger  number  who  were  delivered  in  a 
hospital,  influenced  this  to  a great  degree.  The  fact 
that  vaginal  examinations  are  never  done  unless  for 
some  specific  purpose  was  an  influential  factor,  but  I 
consider  that  the  quinine  which  was  administered 
before  the  onset  of  labor  acted  as  a general  tonic 
and  thereby  increased  the  natural  resistance  of  the 


patient.  I also  consider  that  quinine  does  act 
specifically  to  prevent  puerperal  infection. 

One  who  has  practiced  in  a malarial  section  soon 
learns  that  patients  who  are  given  quinine  are  more 
resistant  to  many  types  of  infection.  In  accident 
cases  and  in  surgical  operations  of  many  kinds  I long 
ago  observed  that  quininized  individuals  certainly 
have  more  resistance  than  ones  not  so  treated.  I 
do  not  claim  that  quinine  in  the  blood  will  have  the 
bacteriostatic  effect  that  the  sulfonamides  do,  and  I 
do  not  claim  that  it  is  certainly  bactericidal,  but 
results  will  speak  for  themselves.  You  all  know 
that  in  vitro  and  in  vivo  effects  vary  largely,  and 
while  a quinine  solution  in  a test  tube  will  be  very 
feebly,  if  at  all,  bactericidal,  it  may  act  quite  dif- 
ferently in  the  blood  stream  of  a living  individual. 
One  who  has  practiced  medicine  for  a long  time  in  a 
malarial  section  learns  to  place  greater  confidence  in 
quinine  than  others  not  so  familiar  with  its  useful- 
ness. Exactly  3 per  cent  of  infections  in  700  pa- 
tients who  had  been  delivered — and  this  includes 
many  cases  of  poor  white  and  colored  patients, 
who  are  more  susceptible  to  infection  than  better 
cared  for  and  better  nourished  ones — speaks  well 
for  this  drug. 

The  mortality  rate  was  not  significant,  for  there 
were  only  two  deaths,  one  of  which  was  accidental 
and  entirely  independent  of  pregnancy,  and  the 
other  from  postpartum  hemorrhage.  Slightly  less 
than  0.3  of  1 per  cent  is  a low  death  rate.  It  may  be 
that  the  tonic  effect  of  the  quinine  for  twenty-one 
days  before  the  onset  of  labor  had  an  effect  which  was 
favorable  in  preventing  complications  that  increase 
mortality. 

Idiosyncrasy  was  so  infrequent  that  it  also  was 
considered  of  little  importance.  The  small  doses 
which  I will  give  cause  mild  symptoms  if  there 
is  undue  sensitivity  to  the  drug.  It  should  be 
stopped  promptly  if  there  is  a suggestion  of  such 
effect.  There  were  16  patients,  or  2.3  per  cent,  who 
were  sensitive  to  the  drug,  or  it  was  thought  that 
they  were,  and  it  was  immediately  discontinued. 
One  patient  had  a rash  over  the  entire  body  after 
taking  one  dose  of  IV2  grains  of  quinine  dihydro- 
chloride; nausea  was  complained  of  by  3 patients 
after  taking  five,  eight,  and  eleven  capsules  contain- 
ing IV2  grains  of  the  drug  each;  one  had  an  attack 
of  what  seemed  to  be  “hay  fever”  after  taking  three 
doses,  or  5V2  grains;  all  of  the  other  11  patients  had 
mild  symptoms  which  were  only  suggestive  but  the 
drug  was  discontinued  in  all.  I instruct  all  patients 
as  to  the  usual  symptoms  of  idiosyncrasy  and  they 
are  told  to  discontinue  the  drug  if  any  of  the  symp- 
toms develop,  or  if  there  is  suspicion  of  any  unfavor- 
able reaction. 

I have  used  quinine  dihydrochloride,  90  grains  in 
sixty  No.  5 gelatin  capsules,  prescribing  one  just 
before  each  regular  meal,  beginning  three  weeks 
before  the  expected  onset  of  labor,  and  continued 
further  if  labor  does  not  come  on  at  the  expected 
time.  This  simplified  treatment  should  be  rigidly 
adhered  to  if  the  best  results  are  to  be  expected, 
for  if  less  infrequent  doses  are  given  the  concentra- 
tion of  quinine  in  the  blood  will  vary. 

If  larger  doses  are  used,  the  very  purpose  of  this 
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treatment  seems  to  be  defeated  in  many  cases. 
Other  salts  of  quinine  may  be  just  as  useful,  but  I 
think  that  the  hydrochloric  acid  in  the  salt  used  by 
me  is  of  great  help. 

Dr.  Marchetti  had  his  patients  take  quinine  sul- 
fate in  doses  of  IV2  grains,  three  times  a day,  and  I 
have  used  the  quinine  dihydrochloride.  The  qui- 
nine sulfate  contains  only  73.5  per  cent  of  the  alka- 
loid, while  the  quinine  dihydrochloirde  contains 
81.6  per  cent  of  alkaloids.  Quinine  dihydrochloride 
therefore  contains  8.1  per  cent  more  alkaloid  than 
the  sulfate;  this  would  give  my  patients  consider- 
ably more  of  the  alkaloid  than  Dr.  Marchetti’s 
patients  received.  Could  not  this  difference  in 
amount  of  drug  given  account  for  his  lack  of  better 
results? 

All  of  my  patients  were  personal  patients,  as  were 
those  of  my  associates,  and  I am  sure  that  all  of  the 
ones  reported  received  all  of  the  drug  ordered  for 
them.  Could  it  be  that  Dr.  Marchetti,  who  does  a 
tremendous  volume  of  work,  did  not  have  the  close 
personal  contacts  with  his  patients  with  the  good 
control  that  such  relations  bring,  resulting  in  his 
patients  not  taking  all  of  the  drug  given  to  them? 


If  this  is  true  it  could  account  for  Dr.  Marchetti’s 
failure  to  obtain  results  favorably  comparable  with 
my  cases. 

Infant  mortalities  have  been  reported  from  moth- 
ers having  been  given  quinine,  but  in  every  case  I 
have  investigated  large  doses  had  been  ingested,  usu- 
ally in  a very  short  time  and  often  in  an  effort  to 
induce  labor,  for  w^hich  it  is  worthless. 

Partial  or  permanent  deafness  in  infants  has  been 
caused  by  several  drugs  being  taken  by  mothers  dur- 
ing pregnancy.  When  quinine  was  thought  to  be 
the  cause,  it  was  found  that  very  large  doses  had 
been  taken,  usually  within  a very  short  time.  I have 
examined  a large  number  of  children  who  wrere  born 
to  mothers  wrho  were  given  quinine  as  suggested 
above.  Some  of  them  are  now  almost  10  years  old 
and  I have  not  found  any  case  in  which  I could  pos- 
sibly blame  the  quinine.  In  almost  all  cases  in 
wdiich  there  was  impairment  of  hearing,  other  causes 
could  be  definitely  found.  It  is  possible  that  small 
doses  might  injure  both  mother  and  fetus  if  an 
idiosyncrasy  existed,  but  it  is  not  difficult  to  detect 
symptoms  caused  by  the  drug  if  undue  sensitiveness 
exists. 


ARTIFICIAL  LIMB  NOT  A HANDICAP 

One  of  the  largest  of  the  three  hundred  artificial 
limb  companies  in  the  United  States,  which  makes  a 
thousand  artificial  limbs  a month,  has  organized  a 
baseball  team  of  customers  w^ho  have  lost  either  an 
arm  or  a leg  and  yet  play  regular  benefit  games  in 
and  around  New  York,  according  to  J.  P.  McEvoy, 
who  points  out  that  this  year’s  schedule  wras  some- 
what curtailed  because  so  many  members  are  em- 
ploved  in  defense  industries  that  they  have  only  a 
limited  time  for  practice. 

“It  is  not  generally  know-n,”  he  states,  “but  Great 
Britain’s  air  raid  victims  who  have  lost  limbs  are 
provided  writh  new  artificial  ones  free  of  charge  by 
the  Ministry  of  Pensions — and  nearly  ahvays  they 
go  back  to  the  same  work  they  left.  In  the  arm 
training  school  at  Roehampton,  patients  get  an 
intensive  course  in  carpentry,  printing,  sign  wrriting, 


decorating,  gardening.  Women  are  taught  to 
knit  and  do  housewTork  writh  their  artificial  arms 
and  are  trained  for  factory  work. 

“The  hand  is  detachable  at  the  wrrist  and  into 
the  socket  can  go  whatever  tool  is  needed  for  the 
job  in  question.  An  engineering  foreman  per- 
fected an  artificial  right  hand  writh  which  he  can 
select  a cigarette  from  the  package,  take  a match 
from  a box,  strike  it  and  light  up.  This  done, 
he  can  take  off  the  hook  and  punch  a 60  pound 
w^ooden  block  with  his  steel  stump ” 

Accounts  such  as  this  of  those  who  have  been  able 
again  to  take  their  place  in  the  ordinary  affairs  of 
life,  or,  better  still,  actual  demonstration  by  them 
of  their  unimpaired  ability  to  w^ork  and  to  play, 
can  do  much  for  the  morale  of  those  who  have  re- 
cently suffered  amputation,  Mr.  McEvoy  says. 


“WAR  NERVES”  STUDY 

Sufferers  from  “war  nerves”  are  being  interviewed 
by  students  of  the  Long  Island  College  of  Medicine 
as  a new  phase  of  the  training  in  military  medicine 
which  is  preparing  them  for  service  with  the  armed 
forces,  according  to  an  announcement  by  the 
college. 

Dr.  Howard  W.  Potter,  clinical  professor  of  neu- 
rology and  psychiatry  at  the  college,  who  is  medical 
supervisor  of  the  New  York  area  for  the  War 
Shipping  Administration  and  the  United  Seamen’s 
Service,  Inc.,  has  arranged  for  the  students  to  learn 


something  about  the  nature  and  treatment  of  “war 
nerves”  among  British  and  American  merchant  sea- 
men who  have  suffered  torpedoing  and  exposure  on 
rafts  or  in  open  boats.  Through  these  interviews, 
supervised  by  a faculty  member,  the  students  learn 
at  first  hand  about  one  of  the  most  important  prob- 
lems of  psychosomatic  medicine.  Similar  problems 
will  be  encountered  when  they  have  completed  their 
training  as  doctors  and  are  assigned  to  active 
duty  with  the  Army  and  Navy. — What  Scientists 
Are  Doing,  New  York  Herald  Tribune 
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EACH  year  in  the  United  States  approxi- 
mately 70,000  lives  are  lost  as  a result  of 
burns.  Forty-five  per  cent  of  these  deaths  are  in 
children  under  6 years  of  age.  The  beginning  of 
the  tannic  acid  treatment  of  burns  by  Davidson 
in  1925  marked  the  opening  of  a new  drive  on  the 
part  of  many  clinicians  to  lower  this  mortality 
rate.  Since  then,  the  pathology  of  burns  has 
been  more  carefully  studied  and  renewed  efforts 
have  been  made  to  treat  burns  more  rationally. 

In  order  to  appreciate  fully  the  treatment  of 
burns,  some  understanding  must  be  had  of  the 
pathology  that  follows  such  trauma.  For  the 
purpose  of  this  discussion  the  pathologic  sequelae 
following  the  injury  might  arbitrarily  be  described 
under  two  headings:  (1)  the  local  changes  at  the 
site  of  the  burn,  and  (2)  the  systemic,  or  con- 
stitutional, changes. 

Local  Changes 

Let  us  consider  the  changes  occurring  at  the 
site  of  the  lesion.  It  is  customary  to  classify 
burns  into  three  grades,  according  to  the  depth 
of  the  burn — i.e.,  first-degree  burns,  involving 
merely  the  superficial  layer  of  skin,  for  example, 
sunburn;  second-degree  burns,  in  which  there 
is  bleb  formation;  and  third-degree  burns,  in 
which  the  entire  thickness  of  the  skin  and  possibly 
underlying  structures  are  involved.  This  classi- 
fication is  so  commonly  used  that  we  are  likely 
to  lose  sight  of  the  more  important  standard  of 
measurement,  the  extent  of  the  burned  area. 

It  has  been  authoritatively  stated1  that  first- 
degree  burns  may  be  fatal  if  two-thirds  of  the 
body  surface  is  involved;  that  all  second  degree 
burns  involving  one-third  of  the  body  surface 
in  adults  are  fatal;  and  that  a second-degree 
burn  involving  one-seventh  of  the  body  surface 
may  prove  fatal.  Children  are  more  susceptible 
to  the  influence  of  burns.  A burn  affecting  one- 
tenth  of  the  body  surface  in  a child  should  be 
considered  serious. 

Dr.  W.  K.  Jennings,  of  the  Evanston  Hospital, 
outlines  a gage  for  measuring  body  surface  as 
follows : 

1.  The  lower  extremities,  including  the  but- 
tocks, comprise  38  per  cent  of  the  body  surface. 

2.  The  trunk,  including  the  neck,  38  per  cent. 

3.  The  upper  extremities,  18  per  cent. 

4.  The  head,  6 per  cent. 

The  hand  is  approximately  y4  of  an  upper 
extremity,  and  the  arm,  3/4. 


The  foot  is  Ve  of  a lower  extremity,  the  leg, 
Vs,  and  the  thigh,  1/2. 

It  is  interesting  to  note  that  the  majority  of 
deaths  from  burns  occur  during  either  the  first 
few  hours  or  after  the  third  day.  Early  death 
is  a result  of  shock.  Several  theories  have  been 
advanced  to  explain  the  deaths  occurring  later 
— i.e.,  after  the  period  of  primary  shock.  The 
theories  explaining  such  fatalities  that  are  most 
widely  held  today  are:  (1)  absorption  of  toxins 
from  burned  areas;  (2)  loss  of  body  fluids — i.e., 
serum — and  the  resulting  increased  concentration 
of  the  blood,  and  (3)  infection  in  the  burned  areas. 

Systemic  Changes 

These  theories  bring  us  to  a description  of  the 
systemic,  or  constitutional,  changes  that  ac- 
company burns.  These  constitutional  changes, 
enumerated  in  their  order  of  occurrence  are: 
(1)  shock,  (2)  toxemia,  and  (3)  local  infection 
with  its  systemic  effects. 

Shock. — Practically  every  patient  with  a severe 
burn  suffers  some  degree  of  shock.  Shock  is  the 
circulatory  failure  which  begins  within  a few 
minutes  after  the  onset  of  the  burn  and  may 
persist  for  two  or  three  days.  It  is  caused  by  a 
shift  of  fluid — that  is,  a leakage  of  plasma  from 
the  vascular  channels  into  the  tissue  spaces. 
Much  fluid  is  also  rapidly  lost  externally  from 
the  burned  surface.  This  loss  of  fluid  quickly 
results  in  a marked  concentration  of  the  red 
blood  cells,  so  much  so  that  shortly  after  the 
occurrence  of  severe  burns  it  is  common  to  find 
patients  with  hemoglobin  readings  up  to  130 
per  cent  or  even  higher.  Drs.  John  Keeley  and 
John  Gibson,  of  Boston,  recently  reported  their 
findings  in  an  experimental  study  on  this  subject.2 
They  found  a decrease  in  plasma  volume  amount- 
ing in  some  instances  to  as  much  as  36.6  per  cent 
immediately  after  the  burns,  with  a continued 
decrease  at  a lesser  rate  during  the  remainder  of 
the  experiment.  They  also  found  a marked  in- 
crease in  the  total  volume  of  circulating  red  blood 
cells  to  as  much  as  59.5  per  cent  and  a decrease 
in  the  total  blood  volume  to  20.6  per  cent.  Fur- 
thermore, they  observed  a concentration  of  serum 
protein  within  normal  limits  at  first  and  then 
gradually  declining,  indicating  a decided  loss  of 
protein  from  the  blood  stream.  The  concentra- 
tion of  sodium  chloride  in  blood  serum  varied 
little. 

This  hemoconcentration,  that  results  from  loss 
of  blood  plasma,  interferes  with  the  speed  of 
blood  flow.  This,  in  turn,  sets  up  a vicious  cycle 


Read  at  a joint  meeting  of  the  Nassau  Surgical  Society 
and  the  Nassau  County  Medical  Society,  March  31,  1942, 
Garden  City,  Long  Island. 
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of  continued  plasma  loss  from  the  blood  channels, 
hypoproteinemia,  hyperventilation,  anoxia,  acido- 
sis, and  eventually  respiratory  and  circulatory 
failure. 

Toxemia. — There  is  much  debate  concerning 
the  nature  and  course  of  the  toxemia  in  patients 
with  severe  burns.  The  existence  of  a “burn 
toxin”  has  been  advocated  by  many  authors  and 
questioned  by  as  many  more.  However,  there  is 
complete  agreement  on  two  points:  (1)  almost 
every  patient  shows  a toxic  appearance  at  some 
time  during  the  course  of  the  illness,  and  (2) 
there  is  an  imposing  array  of  evidence  showing 
anatomic  and  functional  changes  in  parenchymal 
organs  far  removed  from  the  site  of  the  burns.3 

Infection. — The  burned  area  when  seen  by  the 
surgeon  is  invariably  a dirty  wound.  Adherent 
to  it  may  be  parts  of  dirty  clothing,  and  it  is 
often  covered  with  some  fatty  substance  as  a 
result  of  misguided  first  aid  treatment.  It  is  an 
ideal  medium  for  the  growth  of  bacteria.  In- 
fection in  burns  must  be  considered  in  relation 
to  toxemia.  Septic  toxemia  can  be  just  as  serious 
to  the  patient  as  the  acute  toxemia  occurring 
immediately  after  the  burn.  Shock  and  acute 
toxemia  in  a burned  patient  may  be  successfully 
combated  only  to  have  the  patient  succumb  later 
to  an  overwhelming  systemic  septic  toxemia  as  a 
result  of  prolonged  infection  of  the  burn. 

Treatment  of  Local  and  Systemic  Changes 

Now  let  us  consider  how  these  local  and 
systemic  changes  are  treated  today.  Obviously, 
the  systemic,  or  constitutional,  effects  of  a burn, 
and  the  burn  itself,  are  treated  concomitantly. 

Shock. — First,  attention  must,  of  course,  be 
given  to  the  condition  of  shock.  Here  the  treat- 
ment is  the  same  as  that  for  shock  from  other 
causes — namely,  liberal  dosage  of  morphine, 
warmth,  and  plasma  intravenously.  It  is  im- 
portant to  remember  that  the  hemoconcentration 
resulting  from  the  loss  of  fluid  out  of  the  capil- 
laries and  from  the  burned  surfaces  cannot  be 
adequately  treated  by  saline  infusions  alone. 
Intravenous  administration  of  saline  is  bene- 
ficial in  limited  amounts  only.  Excessive 
amounts  of  saline  produce  a massive  edema  and 
further  reduce  the  level  of  plasma  protein. 
Plasma  transfusions  are  indicated  and  not  blood 
transfusions  because  the  need  is  for  plasma 
proteins  and  not  erythrocytes.  After  the  capil- 
laries recover  their  normal  function,  the  further 
administration  of  plasma  will  restore  the  fluid 
balance  to  a normal  state.  The  extra  plasma 
protein  given  as  a plasma  transfusion  draws 
out  the  edema  fluid  from  the  tissues  and  restores 
the  plasma  volume  to  normal.3  The  requirement 
for  plasma  varies  with  each  case.  The  less  severe 


cases  respond  to  plasma  transfusions  totaling 
500  cc.  of  plasma.  In  very  severe  cases  a con- 
tinuous transfusion  requiring  2 or  3 liters  of 
plasma  may  be  necessary.  The  following  is  a 
workable  rule  for  plasma  requirements  except 
in  cases  of  severe  anemia  and  polycythemia: 

Enough  plasma  should  be  given  to  keep  the 
hematocrit  value  between  50  and  55  per  cent 
cells,  and  the  plasma  protein  level  about  6 Gm. 
per  cent  until  the  capillaries  return  to  a normal 
state  of  permeability.  Capillaries  return  to  a 
state  of  normal  permeabiliby  about  forty  hours 
after  a burn.  At  that  time  enough  plasma  is 
given  to  restore  the  plasma  volume  to  normal. 
It  is  well  to  remember  that  plasma  may  be  given 
rapidly,  500  cc.  in  five  minutes  if  necessary,  by 
means  of  a syringe  instead  of  by  the  drop  method. 
The  Navy,  in  the  present  world  conflict,  has  a 
practical  rule  for  the  twenty-four  hour  ad- 
ministration of  plasma — namely:  (1)  10  per  cent 
of  the  body  surface  burned,  1,000  cc.;  20  per 
cent  of  the  body  surface  burned,  2,000  cc.,  etc.; 
(2)  always  give  in  divided  doses;  (3)  if  hematocrit 
determination  can  be  done,  give  100  cc.  of 
plasma  for  each  point  above  50  per  cent  cells.4 

Robert  Elman,  in  a recent  study  of  369  burn 
cases  treated  in  the  St.  Louis  City  Hospital, 
found  that  following  the  use  of  plasma  the  mortal- 
ity rate  dropped  from  25  per  cent  in  1925  to 
11  per  cent  in  1941. 5 

Another  method  that  is  being  used  with  ex- 
cellent results  in  controlling  plasma  loss  at  the 
site  of  burns  is  that  of  pressure.  A firm  pressure 
bandage  is  applied  to  the  burned  area.  As 
Allen  Whipple  has  pointed  out,6  “The  most  im- 
portant early  general  complication  (of  bums)  is 
plasma  volume  loss  as  a result  of  plasma  leakage 
into  the  interstitial  spaces.  This  can  be  largely 
prevented  by  firm  pressure  bandaging  and  con- 
trolled by  plasma  transfusion.” 

Suprarenal  cortical  hormone — e.g.,  eschatin 
— has  been  used  for  the  treatment  of  burn  shock. 
However,  recent  reports  on  adrenal  cortical 
extract  by  the  National  Research  Council  state 
that  it  has  no  discernible  effect  on  traumatic  or 
burn  shock  in  man. 

Careful  control  of  the  fluid  shift  by  plasma 
transfusions  modifies  the  course  of  the  toxemia. 
Maintenance  of  a good  circulation  reduces  tissue 
anoxia  and  facilitates  kidney  function.  Too 
much  stress  cannot  be  placed  upon  the  im- 
portance of  a normal,  or  better  than  normal,  out- 
put of  urine. 

If  there  is  any  question  of  lung  involvement, 
oxygen  inhalation  should  be  started  at  once. 
A Boothby  mask  is  preferable  and  a concentra- 
tion of  at  least  60  per  cent  oxygen  should  be 
maintained. 

Infection. — One  can  readily  understand  how 
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easily  infection  can  occur  in  a burn.  Such 
infection  alone  may  be  severe  enough  to  cause 
the  eventual  death  of  the  patient.  A burned 
area  of  the  body  is  in  reality  a large  open  wound. 
Its  treatment  should  be  carried  out  under  just 
as  rigid  aseptic  technic  as  the  treatment  of  a 
compound  fracture  or  any  other  wound  in  the 
body  is.  It  should  be  carefully  cleansed,  d6- 
brided,  and  constantly  kept  as  sterile  as  possible. 
It  should  be  covered  promptly  to  prevent  con- 
tamination, with  a nonirritant  protective  coat 
and  one  that  prevents  the  loss  of  body  fluid  from 
the  burned  area.  This  brings  us  to  the  treat- 
ment of  the  burn  itself. 

Many  methods  for  such  treatment  have  been 
devised,  and  many  more  are  in  the  process  of 
being  devised.  Each  one  seeks  to  overcome  the 
inherent  defects  in  the  preceding  methods.  'All 
have  as  their  objects  the  prevention  of  loss  of 
body  fluid  from  the  burn,  and  the  prevention  of 
infection  in  the  burn. 

Perhaps  the  most  commonly  known  and  most 
widely  used  treatment  today  is  the  so-called 
tannic  acid  method,  first  described  by  Davidson 
in  1925.  Unfortunately,  part  of  his  treatment 
— that  consisting  of  an  aseptic  cleansing  of  the 
wound — is  often  forgotten,  and  the  method  is 
simply  thought  of  as  one  advocating  the  use  of 
tannic  acid.  With  Davidson’s  technic,  the  burn 
is  thoroughly  and  carefully  debrided  after  the 
initial  shock  has  passed.  No  anesthetic  is 
used. 

The  burn  is  cleansed  with  green  soap  and  water, 
the  blebs  excised  with  sterile  instruments,  and  a 
5 per  cent  aqueous  solution  sprayed  on  the  burn 
every  fifteen  minutes  until  a dark  colored 
coagulation  is  obtained.  A thick  coagulum  is 
not  desirable.  The  patient  is  then  placed  on  a 
sterile  sheet,  and  a cradle  is  put  over  the  body 
with  enough  electric  light  bulbs  under  the  cradle 
to  maintain  a temperature  of  90  F.  The  coagu- 
lum is  allowed  to  remain  in  place  for  about  three 
weeks,  or  until  it  becomes  loose  or  its  edges  curl 
up  as  healing  progresses.  When  this  happens,  or 
at  the  end  of  the  three- week  period,  it  is  cut  away. 
If  serum  collects  underneath  the  crust,  or  should 
infection  cause  its  loosening,  the  coagulum  is  re- 
moved sufficiently  to  allow  for  drainage  or  subse- 
quent treatment. 

Before  adequate  treatment  of  the  burn  can  be 
instituted,  any  grease  or  oil  that  may  have  been 
previously  placed  on  the  wound  must  be  re- 
moved with  ether  or  benzine. 

The  tannic  acid  method  should  not  be  used  in 
burn  cases  several  hours  old  because  of  the 
presence  of  infection. 

The  rationale  of  this  treatment  is  that  the 
tannic  acid  precipitates  the  broken-down  tissue 
proteins  to  form  a coagulum,  which  covers  the 


wound,  and  closes  off  the  capillary  beds,  thus 
preventing  the  loss  of  body  fluids. 

There  are  several  objections  to  this  form  of 
treatment.  One  is  that  several  hours  elapse 
before  the  coagulum  forms,  thus  allowing  much 
fluid  to  escape.  Another  is  the  frequency  with 
which  infection  occurs  in  the  wound,  beneath 
or  at  the  edges  of  the  coagulum. 

In  1935,  Bettman  introduced  the  tannic  acid- 
silver  nitrate  method.  This  is  essentially  the 
same  technic  as  that  introduced  by  Davidson, 
the  difference  being  that  immediately  after  the 
single  spraying  with  tannic  acid  a solution  of 
10  per  cent  silver  nitrate  is  applied  with  cotton 
pledgets.  Within  a few  minutes,  this  causes 
the  formation  of  a flexible  crust,  a gain  in  time 
which  is  extremely  valuable. 

In  1929,  Aldrich  found  that  burns  treated  with 
the  tannic  acid  method  frequently  showed  marked 
infection.  In  order  to  overcome  this  complica- 
tion, Aldrich  introduced  the  compound  aniline 
dye  treatment.  The  chemicals  used,  known  as 
the  “Aldrich  Dye  Mixture,”  consist  of  gentian 
violet,  3 parts  by  weight;  brilliant  green,  2 
parts  by  weight;  and  neutral  acriflavin,  1 part 
by  weight.  Two  Gm.  of  this  mixture  are  dis- 
solved in  100  cc.  of  water  and  used  in  the  form 
of  a spray.  The  wound  is  not  so  carefully  d6- 
brided  as  it  is  with  the  tannic  acid  technic.  The 
patient  is  placed  under  a heat  cradle  and  sprayed 
every  hour  by  means  of  an  atomizer.  An  eschar 
develops  in  about  eight  hours.  If  infection 
develops,  the  softened  areas  are  excised  and  fresh 
dye  applied. 

The  big  advantage  of  this  technic  is  that  the 
aniline  dyes  in  this  mixture  are  markedly  anti- 
septic to  the  bacteria  that  usually  invade  burns. 
It  is  used  by  many  physicians,  with  good 
results. 

Gentian  violet  alone  is  used  in  the  same  man- 
ner on  burns,  but  with  probably  not  quite  so  good 
results. 

In  1937,  Branch  introduced  the  methyl 
rosaniline-silver  nitrate  treatment  of  burns. 
He  applied  10  per  cent  solution  of  silver  nitrate, 
which  acted  on  the  proteins  of  the  burned  area 
to  form  immediately  a milky  white  coagulum. 
The  methyl  rosaniline  is  then  sprayed  on  in  1 
per  cent  solution  five  times  at  fifteen-minute 
intervals.  If  any  coagulum  is  present  at  the  end 
of  two  weeks  it  is  soaked  off  in  a warm  bicarbon- 
ate solution  bath.7  This  method  has  also  given 
excellent  results. 

In  August,  1941,  the  Bulletin  of  Johns  Hopkins 
Hospital  published  an  article  by  K.  L.  Pickrell 
describing  the  use  of  the  new.  chemotherapeutic 
agents  in  the  treatment  of  burns.8  At  the  Johns 
Hopkins  Hospital  a series  of  burned  patients 
were  treated  in  the  following  manner : 


November  15,  1943] 


PRESENT-DAY  TREATMENT  OF  BURNS 


2195 


After  treatment  of  shock  had  been  instituted, 
the  burned  areas  were  immediately  sprayed  from 
an  atomizer  with  3 per  cent  sulfadiazine  in  8 per 
cent  triethanolamine.  This  treatment  was  found 
to  allay  pain  so  readily  that  frequently  a nar- 
cotic could  be  dispensed  with.  Scrupulous  care 
and  aseptic  technic  were  exercised  in  the  thorough 
debridement  of  all  blebs  and  loose  tissue  after 
the  initial  spraying.  The  areas  were  sprayed 
every  hour  during  the  first  day,  every  two  hours 
the  second  day,  every  three  hours  the  third  day 
and  every  four  hours  the  fourth  day.  By  this 
time  a thin,  translucent  eschar  had  formed  and 
further  spraying  was  not  essential.  The  eschar 
is  sufficiently  strong,  yet  pliable  and  elastic 
enough  to  prevent  breaking,  so  that  active  exer- 
cise and  partial  weight  bearing  are  encouraged 
to  prevent  contractures.  After  about  ten  days 
the  edges  of  the  eschar  begin  to  loosen  and  to 
separate  from  the  intact  epithelium  beneath  it. 
In  third  degree  burns  the  eschar  is  allowed  to 
remain  in  place  for  at  least  two  weeks.  In 
patients  with  second  degree  burns  not  hospital- 
ized the  same  debridement  is  employed  as  in 
more  extensive  burns;  the  areas  are  sprayed 
several  times  and  covered  with  either  sterile 
vaseline  or  ointment  consisting  of  5 per  cent 
sulfadiazine  and  8 per  cent  triethanolamine  in  a 
stearin  base.  No  eschar  forms  unless  the  burned 
area  is  exposed,  but  healing  proceeds  satisfactorily 
in  these  cases. 

The  sulfadiazine  solution  has  a pH  of  about 
8.7.  It  does  not  stain;  it  is  almost  odorless; 
it  does  not  injure  the  skin,  mucous  membranes, 
or  granulating  surfaces,  and  can  be  used  in  and 
around  the  eyes  with  impunity.  Sulfadiazine 
can  be  detected  in  the  blood  within  several  hours 
after  being  sprayed  on  a burned  area,  but  when 
the  eschar  has  been  formed  the  blood  level  of 
sulfadiazine  rapidly  falls  even  though  the  spray- 
ing is  continued.  Also,  it  is  nontoxic. 

This  method  of  treating  burns  is  perhaps  the 
newest  one.  It  may  well  supplant  the  older 
methods.  The  results  obtained  with  its  use  on 
115  burn  cases  at  Johns  Hopkins  Hospital  have 
been  so  gratifying  that  this  method  is  now  used 
exclusively  in  that  institution  in  the  treatment 
of  burns.  It  is  to  be  noted  that  no  anesthesia 
is  administered  when  the  burned  area  is  cleansed. 

This  method  was  used  in  a few  cases  at  Pearl 
Harbor  after  the  raid  on  December  7,  1941. 
The  results  obtained  were  quite  satisfactory. 
An  objection  to  this  method  was  the  time  and 
individual  attention  required,  a matter  to  be  con- 


sidered in  the  handling  of  a large  number  of 
burn  cases. 

First  degree  burns  are  treated  quite  success- 
fully by  many  physicians  with  the  use  of  a prep- 
aration called  amertan.  This  consists  of  5 per 
cent  tannic  acid  plus  1:5,000  merthiolate  in  a 
jelly  base.  Success  in  the  treatment  of  such 
burns  has  also  been  had  with  the  use  of  codliver 
oil  ointment. 

Where  severe  burns  involve  the  extremities, 
proper  and  adequate  splints  must  be  applied 
in  order  to  prevent  or  to  keep  to  a minimum 
contractures  of  the  joints. 

Just  a few  words  need  be  said  about  skin 
grafting.  This  should  be  done  as  soon  as  possible 
— i.  e.,  when  infection  has  cleared  up  and  the 
surface  is  otherwise  ready  for  such  grafting. 
Early  skin  grafting  is  indicated  to  cover  with 
epithelium  as  much  of  the  burned  surface  as 
possible. 

Summary 

A burn  is  an  open  wound  that  must  be  treated 
in  as  careful  and  as  aseptic  a manner,  using  strict 
operating  room  technic,  as  any  other  open 
wound.  Shock  must  first  be  combated.  Loss  of 
plasma  through  capillaries,  with  the  concomitant 
hemoconcentration  and  loss  of  plasma  proteins, 
must  be  treated  with  the  judicious  administra- 
tion intravenously  of  plasma  and  of  normal 
saline.  The  local  treatment  of  the  burn,  after 
it  has  been  rendered  as  nearly  sterile  as  possible, 
has  for  its  main  objects  the  sealing  of  the  surface 
capillaries  to  prevent  the  additional  loss  of  fluid 
and  preventing  contamination  of  the  wound. 
Various  local  applications  of  chemicals  have 
been  successfully  used  to  attain  these  ends. 
Finally,  it  is  well  to  remember  that  a severe  burn 
is  a triple  threat  to  life.  It  may  kill  by  pro- 
ducing shock;  it  may  kill  by  damaging  the  liver 
and  other  internal  organs;  and  it  may  kill  by 
establishing  a portal  of  entry  for  bacteria,  which 
portal  may  remain  open  for  weeks. 
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CONGENITAL  AND  ACQUIRED  OBSTRUCTIONS  AT  THE  VESICAL 
NECK  IN  CHILDREN 

J.  Sydney  Ritter,  M.D.,  and  Samuel  E.  Kramer,  M.D.,  New  York  City 


MEDICAL  literature  is  rich  with  case  reports 
of  obstructive  lesions  of  the  urinary  tract  in 
infants  and  children.  Bugby,  Campbell,  Butter- 
field, and  Beer  have  aided  materially  in  empha- 
sizing the  need  for  careful  urologic  investigation 
of  the  young  whenever  symptoms  referable  to  the 
urinary  tract  present  themselves. 

With  the  introduction  of  the  McCarthy  child’s 
cystoscope  further  studies  of  the  male  urethra 
were  made  possible.  Heretofore,  many  lesions 
were  recognized  only  at  the  postmortem  table. 
With  the  introduction  of  the  child’s  cystoscopes 
of  Beer,  Butterfield,  and  McCarthy,  we  have 
been  able  to  study  the  lower  urinary  tract  clini- 
cally. In  recent  years,  Campbell  has  probably 
contributed  more  in  this  field  than  any  other 
single  individual. 

We  will  present  a few  of  the  common  obstruc- 
tive lesions  at  the  vesical  neck  and  add  two  patho- 
logic entities  which,  as  far  as  can  be  determined 
from  a careful  search  through  the  literature,  have 
rarely  if  ever,  appeared. 

Malignant  neoplasms  of  the  juxta  vesical 
portion  of  the  urethra  in  children  usually  have 
been  reported  as  sarcomata  of  the  prostate.  All 
reports  that  we  have  found  have  been  in  males 
and  have  been  reported  as  arising  in  the  prostate. 
In  many  of  the  reported  cases  the  growth  was  so 
extensive  that  it  was  quite  impossible  to  deter- 
mine whether  the  exact  site  of  origin  was  pro- 
static, periprostatic,  periurethral,  or  even  retro- 
vesical. The  reports  of  91  cases  of  sarcoma  of 
the  lower  urinary  tract  collected  by  Campbell1 
up  to  1934  include  so-called  sarcomata  of  the 
prostate.  The  predominant  incidence  in  male 
children  indicates  an  origin  in  the  prostate. 
The  sarcomata  reported  by  Campbell,  Kaufman,2 
and  Socin  were  histologically  myosarcoma, 
fibromyoma,  rhabdosarcoma,  round-cell  sar- 
coma, angiosarcoma,  and  lymphosarcoma,  indi- 
cating that  the  origins  may  have  been  any  of  the 
vesical  or  subvesical  tissues  in  the  male,  within 
or  around  the  prostate. 

The  following  case  is  reported  because  it  is  a 
subvesical  sarcoma  in  a female,  termed  by  the 
pathologist  a “periurethral  sarcoma.”  Un- 
doubtedly it  corresponds  to  many  subvesical 
sarcomata  in  the  male  which  have  been  called 
sarcoma  of  the  prostate.  To  date,  none  has  been 
reported  in  the  female. 

It  was  through  the  courtesy  of  Major  Abraham 


Tow  that  we  were  privileged  to  study  the  follow- 
ing case: 

Case  Reports 

Case  1. — S.  R.,  a white  female  infant,  51/2  months 
old,  well  nourished,  was  admitted  to  the  New  York 
Polyclinic  Hospital.  A general  physical  examina- 
tion was  negative.  On  palpation  a mass  was  noted 
in  the  suprapubic  area  which  extended  downward 
behind  the  symphysis  pubis.  Rectal  palpation 
revealed  a hard,  firm  mass  about  the  size  of  a wal- 
nut, about  1 centimeter  internal  to  the  anal  sphincter 
and  in  the  region  of  the  urethra.  By  inserting  a 
small  catheter  into  the  vagina  one  could  determine 
that  this  mass  was  anterior  to  the  anterior  vaginal 
wall  and  fairly  well  fixed.  On  emptying  of  the 
bladder,  the  latter  mass  was  still  palpable,  whereas 
the  suprapubic  tumor  disappeared.  A retrograde 
pyelogram  and  a cystogram  were  taken.  The  pelves 
and  ureters  were  quite  normal.  The  bladder  was  en- 
larged and  displaced  upward  in  the  pelvis  and  the 
inferior  border  was  irregular,  giving  the  impression 
of  extrinsic  pressure  (Fig.  1). 

Operation  was  performed  on  March  2 by  Dr. 
Robert  Brennan.  The  uterus  and  adnexae  were 
found  to  be  normal.  There  was  a hard  mass  anterior 
to  the  vagina.  A frozen-section  biopsy  was  re- 
ported as  sarcoma.  The  patient  died  twenty-four 
hours  postoperatively. 

Autopsy  report  (extract):  The  kidneys  showed 
slight  pelvic  dilatation.  The  bladder  was  dis- 
tended almost  to  the  umbilicus.  The  symphysis 
pubis  was  cut  and  the  rectum,  bladder,  and  pelvic 
organs  were  removed  intact.  The  rectum  was  found 
to  be  free  of  tumor.  The  main  mass  of  tumor  en- 
circled the  urethra,  forming  a large  annular  mass 
about  1 3/ 4 cm.  in  diameter,  thus  appearing  as  a 
greatly  hypertrophied  sphincter,  or,  as  in  the  male, 
prostatic  (Fig.  2).  Microscopic  examination  showed 
a cellular  tumor  with  sarcomatous  characteristics 
made  up  of  at  least  two  or  possibly  three  elements. 
Fibrous  elements  predominated.  Smooth  muscle 
cells  entered  into  the  formation  of  the  tumor  and 
sometimes  gave  rise  to  giant  cells.  It  seemed  that 
neurogenic  elements  played  a role.  The  last,  how- 
ever, were  derived  from  the  sheath  of  Schwann  and 
therefore  were  predominantly  fibrous. 

Diagnosis:  periurethral  sarcoma  (Fig.  3). 

Congenital  lesions  of  the  male  child  causing 
infravesical  obstruction  with  obstructive  urop- 
athy,  urosepsis,  and  uremia  are  well  known  to 
urplogists  and  pediatricians.  Alertness  on  the 
part  of  the  general  profession  to  their  incidence, 
their  dire  damages,  and  the  clinical  picture  re- 
sembling “pyelitis”  or  “chronic  interstitial 
nephritis,”  might  permit  some  of  these  children 
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Fig.  1 


to  live  when  simple,  practical,  instrumental  pro- 
cedure to  remove  the  obstruction  is  employed. 
Every  active  urologist  has  encountered  such 
cases.  We  strongly  urge  that  these  conditions 
be  considered  common  incidences,  perhaps  not 
much  more  infrequent  than  hypospadius  or 
epispadius. 

The  clinical  picture  of  these  conditions  can  best 
be  appreciated  by  recounting  a number  of  inter- 
esting cases  with  their  unusual  clinical  features, 
and  accompanied  necropsy  studies.  Two  of 
these  cases  were  congenital  valves  of  the  male 
posterior  urethra.  To  the  urologist  this  is  known 
as  the  most  common  congenital  infravesical  ob- 
struction in  children.  Langenbeck3  is  accred- 
ited with  their  original  description  one  hundred 
and  thirty  years  ago,  and  Young  in  1913  was 
the  first  to  treat  the  condition  surgically.  Young4 
had  21  cases  some  years  ago;  Lowsley  and  Ker- 
win5  reported  4 cases  in  1934.  Campbell  had 
63  cases  in  his  Pediatric  Urology.  Urologists 
since  then  have  noted  others,  and  undoubtedly 
many  were  recognized  that  were  never  reported. 

These  posterior  urethral  valves  appear  as  deep 
mucosal  folds  or  redundancies,  usually  attached 
to  the  verumontanum.  When  distended  by  the 


Fig.  2 


retarded  fluid  stream,  they  may  balloon  into  cusps. 
Occasionally  they  are  partial  or  complete  dia- 
phragms. The  destructive  and  obstructive  uro- 
pathic  changes  in  the  upper  urinary  tract  com- 
mon to  all  infravesical  obstructions,  are  bilateral, 
and  in  the  extreme  terminal  stages  the  renal 
parenchyma  is  reduced  to  a thin  shell.  The 
clinical  picture  is  that  of  urethral  blockage,  renal 
insufficiency,  uremia,  or  urosepsis. 

The  treatment  is  directed  primarily  toward 
the  restoration  and  preservation  of  renal  function 
and  control  of  infection.  Correction  of  the  ob- 
struction by  instrumental  or  open  surgery  will 
save  life  unless  it  is  performed  too  late.  Too 
many  of  these  cases  are  detected  only  in  their 
terminal  stages. 

The  following  two  cases  are  reported  in  order  to 
re-emphasize  and  crystallize  the  clinical  picture  of 
congenital  urethral  valves  in  the  mind  of  the 
reader. 

Case  2. — A case  of  congenital  valvular  ob- 
struction: In  1933,  we  were  asked  to  see  a boy  13 
years  of  age,  who  appeared  to  be  of  no  more  than 
8 or  9 years  of  age.  He  was  propped  up  in  bed  be- 
cause of  embarrassed  respiration.  At  the  age  of  7, 
the  patient  had  presented  symptoms  of  respiratory 
disease  and  was  treated  for  asthma.  From  that  time 
on  his  abdomen  slowly  increased  in  size  up  to  the 
time  of  admission.  The  reason  that  the  opinion  of 
urologists  was  desired  on  an  apparent  cardiac  case 
with  all  the  signs  of  cardiac  embarrassment  was 
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Fig.  3 


the  presence  of  pus  and  albumin  in  the  urine.  We 
suggested  that  supportive  treatment  be  pushed,  and 
after  three  days  the  child  improved.  We  recom- 
mended a complete  urologic  work-up,  and  as  usual 
we  first  took  a flat  x-ray  plate.  This  revealed  a com- 
plete absence  of  the  psoas  muscle  markings  and  no 
evidence  of  either  kidney.  There  was  a marked 
flaring  of  the  ribs.  Although  the  child  was  only 
13  years  of  age,  the  abdomen  covered  the  entire 
14-by-17  inch  film. 

An  intravenous  urographic  study  was  then  at- 
tempted. However,  after  three  hours  there  was  no 
evidence  of  dye  in  either  kidney  area  nor  in  the 
bladder.  On  palpation,  several  large  masses  were 
felt  in  the  abdomen.  One  was  in  the  region  of  each 
kidney;  there  were  also  several  small  ones  through- 
out the  abdomen,  and  one  large  mass,  piriform  in 
shape,  extended  from  the  region  of  the  umbilicus 
down  to  and  behind  the  symphysis  pubis.  This  we 
took  to  be  an  overdistended  bladder,  and  on  cathe- 
terization removed  10  ounces  of  urine  but  stopped 
because  it  was  thought  inadvisable  to  remove  any 
more.  Instead  we  replaced  the  drained  urine  with 
10  per  cent  sodium  iodide  solution,  removed  10 
more  ounces  of  the  bladder  contents,  and  replaced 
this  again  with  10  per  cent  sodium  iodide.  An  x-ray 
exposure  was  now  made  which  showed  a bladder  ex- 
tending to  the  third  lumbar  vertebra.  Gradual 
decompression  of  the  bladder  was  instituted.  It 
took  almost  four  days  to  complete  the  emptying. 
As  the  bladder  decreased  in  size,  the  abdominal 
masses  disappeared  and  the  respiratory  difficulties 
diminished. 

After  one  month  of  catheter  drainage,  a second 
cystogram  was  taken.  This  showed  a much  smaller 
bladder  with  a large  sacculation.  The  psoas  muscle 
marking  and  the  kidneys  could  be  visualized. 

The  urea  nitrogen  in  this  child  dropped  from  47  to 
23  following  bladder  drainage,  although  there  was 
only  5 per  cent  phenolphthalein  excretion  after  a 


three-hour  estimation.  The  patient  now  presented 
symptoms  referable  to  possible  infection,  and  in 
order  to  avoid  further  complications  the  urethral 
catheter  was  removed  and  suprapubic  cystotomy 
drainage  was  established.  Following  this  operation 
the  patient  made  uneventful  progress.  Several 
weeks  later  we  cystoscoped  him  to  determine  the 
type  of  obstruction  that  was  present.  A definite 
diagnosis  of  congenital  valvular  obstruction  with 
dilatation  of  the  posterior  urethra  and  bladder  was 
made. 

The  patient  was  kept  under  observation  for  one 
and  a half  years  after  admission.  Several  blood 
transfusions  were  given,  but  the  extent  of  the  kidney 
damage  was  so  marked  that  the  hope  of  prolonging 
life  very  long  was  not  to  be  expected. 

The  patient’s  cardiac  embarrassment,  supported 
by  a pair  of  damaged  kidneys,  gradually  weakened 
him.  Edema  of  the  extremities  and  face  became 
more  evident.  One  morning  he  sat  up  in  bed,  com- 
plained of  precordial  distress,  and  died  within  the 
period  of  one-half  hour. 

Autopsy  findings  (extract)  (Fig.  4):  The  penile 
urethra  was  normal  to  the  junction  with  the  prostatic 
urethra,  where  it  narrowed  down  to  a pinpoint  open- 
ing reaching  the  lower  end  of  the  verumontanum. 
The  vesical  neck  was  dilated,  and  the  prostatic 
urethra  was  funnel-shaped,  narrowing  toward  the 
junction  with  the  penile  urethra  and  fitting  over  the 
urethra  producing  a valve-like  junction.  The  pro- 
state was  normal.  The  bladder  was  small,  con- 
tracted, and  very  thick,  the  wall  measuring  1 cm.  in 
thickness.  The  mucosal  surface  was  thrown  in 
numerous  folds  and  there  were  numerous  small 
diverticulae.  The  trigone  and  adjacent  portion  of 
the  posterior  bladder  wall  were  hemorrhagic.  The 
ureteral  mouths  were  normal.  Both  ureters  and 
pelvis  were  very  markedly  dilated.  The  ureter 
measured  almost  2 cm.  in  circumference.  The  muco- 
sal surface  of  the  ureters  and  kidneys  were  similar. 
They  felt  like  water-filled  sacks,  and,  on  opening, 
the  pelves  and  calices  were  extremely  dilated.  The 
contents  were  slightly  purulent  in  the  calices.  The 
kidneys  were  enlarged,  measuring  each  12  cm.  in 
length.  The  surfaces  were  nodular,  and  on  section 
the  parenchyma  varied  greatly  in  thickness.  The 
tissue  markings  were  very  markedly  obscure  and 
the  surface  appeared  yellow  in  color.  The  capsule 
stripped  with  difficulty  and  was  adherent  in  many 
areas. 

Case  3. — The  next  case,  E.  P.,  was  a white  boy, 
15  years  of  age,  admitted  to  the  hospital  on  Novem- 
ber 30,  1937.  While  playing  football,  the  patient 
fell  against  someone’s  knee  and  immediately  felt  a 
sharp  pain  across  the  entire  upper  abdomen,  more 
especially  in  the  right  hypochondrium.  There  was 
mild  shock.  The  temperature  on  admission  was 
100.6  F.  The  pulse  rate  was  108,  respirations,  24, 
blood  pressure,  140/90. 

Physical  examination  revealed  a well-nourished 
white  boy,  rather  apprehensive,  with  dilated  pupils, 
rapid  pulse,  and  in  mild  shock.  There  was  marked 
rigidity  and  fullness  of  the  entire  abdomen.  The 
liver  and  spleen  were  not  palpable.  Tenderness  of 
the  right  hypochondrium  was  marked. 
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Exploratory  laparotomy  was  performed  on 
November  30,  1937,  by  a general  surgeon.  The 
preoperative  diagnosis  was  rupture  of  the  small  in- 
testine and  mesentery.  The  postoperative  diagnosis 
was  contusions  of  the  small  intestine  and  mesentery 
with  hydroperitoneum,  contusion  of  the  right  kid- 
ney, retroperitoneal  effusion.  At  operation  the 
following  findings  were  noted:  About  300  cc.  of 

slightly  cloudy  fluid  were  aspirated  from  the  ab- 
dominal cavity.  There  was  a fluid  mass  retro- 
peritoneally  on  the  right  side  over  the  kidney  region, 
the  size  of  an  orange.  The  retroperitoneal  area  was 
explored. 

Intravenous  urograms  were  quite  unsatisfactory 
because  of  meteorism,  but  a suggestion  was  seen 
of  bilateral  hydro-ureters. 

On  December  12,  1937,  cystoscopy  was  per- 
formed. A No.  18  cystoscope  was  passed.  Bladder 
mucosa  was  moderately  congested;  several  ecchy- 
motic  areas  were  seen  around  the  trigone.  Indigo 
carmine  injected  intravenously  failed  to  appear  at 
either  orifice  at  the  end  of  twenty  mindtes.  The 
right  ureter  was  catheterized.  There  was  an  im- 
mediate rapid  constant  drip  of  urine  from  the 
catheter.  Thirty  cubic  centimeters  of  sodium  iodide 
were  injected  into  the  catheter,  and  an  x-ray  ex- 
posure was  made.  The  same  procedure  was  per- 
formed on  the  left  side. 

Following  x-ray,  the  diagnosis  of  bilateral  hydro- 
nephrosis and  hydro-ureters,  probably  caused  by 
congenital  infravesical  obstruction,  was  made. 
Trauma  was  not  considered  to  have  been  important 
in  this  picture;  the  findings  were  considered  to  be 
merely  coincidental. 

The  patient’s  condition  became  progressively 
worse,  and  he  died  on  the  ninth  day  from  symptoms 
resembling  uremia  and  urosepsis.  Blood  pressure 
on  December  3,  4,  and  5 was  168/100,  164/94, 
and  150/88.  The  temperature  was  septic  in  char- 
acter and  varied  between  101.8  F.  and  103.8  F.; 
the  pulse  between  120  and  140. 

Autopsy  report  (extract) : There  was  a marked 
perinephritic  phlegmon  on  the  right  side  extending 
down  to  the  bladder.  In  the  phlegmonous  mass  a 
large  infected  hydronephrotic  kidney  was  found 
which  was  filled  with  purulent  fluid.  There  was 
very  little  renal  tissue  which  could  be  identified. 
The  right  ureter  was  markedly  dilated  and  tortuous, 
and  its  wall  was  thickened.  The  left  kidney  was 
hydronephrotic,  soft,  and  fluctuent,  and  very  little 
renal  tissue  was  identified.  There  was  no  gross 
evidence  of  suppuration  in  the  left  kidney.  The 
left  ureter  was  filled  with  fluid,  the  wall  was  thin, 
and  on  pressure  fluid  ejaculated  from  the  left 
ureteral  orifice. 

The  bladder  wall  was  thin,  the  capacity  increased. 
It  contained  about  300  cc.  of  cloudy  fluid.  The  mu- 
cosa was  injected  throughout.  The  floor  of  the 
bladder  neck  showed  no  elevation.  Distal  to  the 
verumontanum,  a mucosal  valve-like  fold  extended 
from  the  floor  of  the  urethra  to  either  side. 

Another  condition  which  may  cause  urinary 
obstruction  with  all  the  dire  secondary  changes 
in  the  upper  urinary  tract  is  congenital  hyper- 


Fig.  4 

trophy  of  the  verumontanum.  This  condition 
may  be  associated  with  obstructive  urethral 
folds  or  it  may  exist  alone.  The  verumontanum 
is  greatly  enlarged  and  elongated.  When  it 
causes  urinary  obstruction  enough  of  the  veru- 
montanum should  be  resected  to  permit  easy  and 
complete  emptying  of  the  bladder.  This  pro- 
cedure may  be  a transurethral  one  with  use  of  the 
McCarthy  child’s  cystoscope  and  cutting  current, 
or  open  surgery  may  be  resorted  to.  Cases  of 
this  type  have  been  reported  previously. 

Congenital  contracture  of  the  vesical  neck  is  a 
pathologic  entity  which  in  most  cases  passes 
unrecognized  during  the  period  of  childhood. 
It  undoubtedly  accounts  for  certain  cases  of 
vesical-neck  obstruction  which  manifest  them- 
selves in  adult  life.  When  it  is  detected  in  child- 
hood, the  congenital  cause  is  obvious,  but  in 
adults  there  is  considerable  confusion  in  attempt- 
ing to  classify  the  coarctations  and  median  bars 
on  a congenital  or  acquired  inflammatory  basis. 
This  condition  was  studied  and  reviewed  in  the 
literature  by  Beer  in  1915  and  by  Campbell  in 
1930.  In  some  cases  the  condition  is  due  to 
muscular  hypertrophy  of  the  internal  sphincter. 
Beer  stated  that  fibrosis  may  be  a secondary 
change  in  a spastic  sphincter  in  neuromuscular 
vesical  disease  with  or  without  associated  in- 
flammation. Whatever  the  cause,  the  condition 
is  most  important  since  it  produces  urinary  ob- 
struction which  is  commonly  complicated  by 
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severe  infection.  A few  cases  in  the  female  have 
been  described  by  Beer6  and  Campbell.7  The 
pathologic  picture  is  that  of  an  increase  of  con- 
nective tissue  in  the  submucosa  of  the  vesical 
neck,  extending  sometimes  into  the  trigonal 
musculature  and  always  into  the  sphincter. 
Round-cell  infiltration  is  usually  present.  Glan- 
dular changes  are  rarely  noted  in  children.  Inter- 
ference in  the  opening  of  the  internal  sphincter 
is  the  first  effect,  followed  sooner  or  later  by 
vesical  and  upper-tract  back  pressure.  Termin- 
ally the  destructive  changes  in  the  urinary  tract 
are  identical  with  those  of  other  infravesical  ob- 
structions. Usually,  the  internal  sphincter  is  felt 
to  be  small  and  can  be  dilated  only  with  great 
force. 

Of  the  two  cases  of  vesical  neck  obstruction 
which  follow,  one  was  of  undoubted  congenital 
origin,  while  both  were  unusual  in  that  glandular 
tissue  was  found  in  the  histologic  study.  In  one 
infant,  19  months  old,  a lobular  intrusion  on  the 
vesical  neck  floor  of  a median  prostatic  lobe 
caused  the  urinary  retention.  In  the  other  case, 
the  patient  had  acute  urinary  retention  at  the 
age  of  fifteen  years.  Four  years  later  retention 
recurred  and  was  no  cured  by  simple  catheteri- 
zation. Relief  required  the  removal  of  tissue  from 
the  floor  of  the  vesical  neck  by  endoscopic  re- 
section. 

Case  4. — T.  S.,  aged  19  years,  white  male,  was 
admitted  to  the  hospital  with  acute  urinary  reten- 


tion. He  had  been  unable  to  urinate  for  thirty-six 
hours,  during  which  period  he  had  been  catheter- 
ized  about  every  twelve  hours.  Four  years  before 
he  had  had  a similar  attack  which  required  cathe- 
terization. Two  years  before  he  had  been  cir- 
cumcised by  his  family  physician  because  of  urinary 
discomfort,  frequency,  and  a phimosis. 

We  inserted  an  indwelling  catheter  and  at  the  end 
of  forty-eight  hours  it  was  removed.  The  patient 
was  unable  to  void.  Cystoscopy  was  carried  out 
June  19,  1939,  and  a diagnosis  of  congenital  fibrosis 
of  the  vesical  neck  was  made.  On  June  21,  1939,  an 
endoscopic  resection  of  the  floor  of  the  vesical  neck 
was  performed.  Laboratory  studies  showed  the 
nonprotein  nitrogen  to  be  30  mg.  Urine  showed 
albumin.  The  other  laboratory  findings  were  within 
normal  limits. 

The  clinical  diagnosis  was  acute  retention  and 
congenital  fibrosis  of  the  vesical  neck. 

The  pathologic  report  stated  that  the  specimen 
consisted  of  three  small  slivers  of  grayish  tissue. 

Microscopic  examination:  Section  of  the  bladder 
neck  and  adjoining  prostatic  urethra  showed  that 
the  mucous  lining  was  hyperplastic  and  edematous 
with  scattered  round  cells  and  polynuclears.  Several 
adjoining  prostatic  glands  were  hyperplastic  and 
showed  large  papillary  projections  into  the  lu- 
mina. 

The  underlying  stroma  was  edematous  and  diffusely 
infiltrated  with  round  cells  and  polynuclears.  The 
deeper  structure  showed  marked  hyperplasia  of  the 
muscle  bundles  with  intervening,  edematous,  loose 
fibrous  stroma. 

The  patient  was  discharged  from  the  hospital  on 
June  25,  1939.  Since  that  time  he  has  attended 
college  and  has  had  no  recurrence  of  his  complaint. 

Case  5. — Through  the  courtesy  of  Captain  An- 
thony Cerrato,  we  were  asked  to  see  a male  patient, 
17  months  old,  in  acute  discomfort,  and  with  a fever 
of  about  four  days’  duration.  The  urine  contained 
large  quantities  of  pus.  On  palpation,  we  noted  that 
the  entire  left  side  of  the  abdomen  and  lumbar  area 
were  rigid.  On  catheterization  a very  cloudy  speci- 
men of  urine  was  obtained.  The  child  was  admitted 
to  the  N.Y.  Polyclinic  Hospital  for  urologic  study. 

An  intravenous  urogram  was  unsatisfactory.  The 
bladder  was  then  filled  with  dilute  diodrast  solution 
and  a cystogram  was  taken  (Fig.  5).  Here  we  noted 
a small  bladder  with  an  ovoid  defect  in  the  region  of 
the  internal  sphincter  and  a bilateral  vesicorenal 
reflux.  The  left  ureter  was  markedly  dilated,  the 
right  only  slightly  dilated. 

On  cystoscopy,  the  bladder  mucosa  appeared 
normal.  However,  a protruding  mass  was  seen  on 
the  floor  of  the  internal  sphincter,  which  extended 
into  the  bladder  and  was  traced  into  the  urethra  on 
withdrawal  of  the  instrument.  This  was  inter- 
preted as  a middle-lobe  prostatic  hypertrophy. 
Owing  to  the  size  of  this  middle  lobe  it  was  thought 
advisable  to  remove  this  growth  transvesically. 
This  procedure  was  carried  out. 

At  operation,  we  were  able  to  remove  this  lobe  by 
surgical  excision. 

Pathologic  report:  The  specimen  consisted  of  two 
portions  of  edematous  tissue,  said  to  have  been  re- 
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moved  from  the  posterior  urethra,  the  larger  meas- 
uring about  2 cm.  by  1 cm. 

Microscopic  examination  showed  a polypoid 
growth  covered  by  transitional  epithelium  like  that 
from  the  posterior  urethra.  Beneath  the  epithelium 
there  was  a zone  of  loose  edematous  tissue  con- 
taining many  small  engorged  and  thin-walled  blood 
vessels.  Several  small  thrombosed  vascular  sinuses 
were  present.  The  central  core  of  the  mass  was 
made  up  for  the  most  part  of  involuntary  muscle. 
Portions  of  the  central  core  contained  many  vascu- 
lar channels,  some  with  thin,  others  with  thick  walls. 
A few  rudimentary  glands  were  present.  These  were 
lined  with  cubical  epithelium,  and  the  lumina  con- 
tained a small  amount  of  thin  albuminous  secretion. 
The  tumor  mass  was  benign  throughout,  and  prob- 
ably corresponded  to  a polyp  of  the  posterior  urethra 
arising  from  the  median  bar  as  a myomatous  hyper- 
trophy but  containing  a few  rudimentary  glands  in 
the  central  area.  The  glands  were  apparently  of 
prostatic  origin. 

Diagnosis:  Polypoid  myomatous  nodule  of  the 

posterior  urethra  and  prostate  (Fig.  6) . 

Summary 

We  have  herewith  presented  two  exceptionally 
rare  pathologic  entities,  together  with  some  of 
the  commoner  obstructive  lesions  at  the  vesical 
neck.  All  obstructive  lesions  should  be  diagnosed 
as  early  as  possible.  Therefore,  whenever  any 
objective  or  subjective  signs  or  symptoms  present 
themselves,  relative  to  the  urogenital  disease,  an 
immediate  thorough  urologic  survey  should  be 
instituted. 

140  East  54  Street 
New  York  City 
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Discussion 

Meredith  F.  Campbell,  M.D.,  New  York  City 
— Drs.  Ritter  and  Kramer  have  admirably  joined  in 
a much-needed  missionary  effort — namely,  the 
direction  of  the  attention  of  practitioners  in  general 
and  pediatricians  in  particular  to  the  unsuspected 
incidence  and  the  potential  gravity  of  urinary  tract 
obstructions  in  the  young.  This  is  but  one  phase  of 
the  whole  problem  of  urinary  tract  disease  in  infants 
and  children  and  forcibly  illustrates  the  fact  that 
comparatively  few  of  these  lesions  can  be  treated  by 
pills  and  without  adequate  urologic  investigation. 

The  citation  of  their  case  of  periurethral  sarcoma 
in  an  infant  is,  I believe,  unique.  I was  also  inter- 
ested in  their  two  cases  of  median  prostatic  lobe 
obstruction  in  the  young  because  several  years  ago 
I reported  this  lesion  in  a 5-year-old  boy  who  was 
seen  at  Bellevue  Hospital  and  whose  cysto-ure- 
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throscopic  picture  simulated  in  all  details  that  of 
this  condition  as  observed  in  adults. 

The  clinically  encountered  incidence  of  congenital 
valves  of  the  deep  urethra,  hypertrophy  of  the  veru- 
montanum,  and  congenital  contracture  of  the 
bladder  outlet  is  low  only  because  of  failure  to  exam- 
ine these  young  children — in  short,  because  of  the 
failure  to  recognize  the  indications  for  urologic  in- 
vestigation in  the  young.  Drs.  Ritter  and  Kramer 
have  clearly  pointed  out  that  endoscopic  diagnosis 
is  comparatively  easy,  as  is  removal  of  the  obstruc- 
tion by  transurethral  resection. 

I should  like  to  direct  attention  to  the  high  in- 
cidence and  potentially  grave  significance  of  the 
congenital  stenosis  of  the  meatus.  This  lesion  is 
usually  overlooked  unless  secondary  ulceration, 
usually  with  the  appearance  of  blood  on  the  under- 
clothing of  the  young  boy,  alarms  the  parents. 
This  ulceration  has,  in  the  past,  largely  been  as- 
cribed to  ammoniacal  urinary  decomposition  in  the 
diaper — the  so-called  ammoniacal  diaper.  Both 
sterilization  of  the  diapers  and  the  application  of 
salves  to  the  ulcerated  meatus  have  been  advocated 
as  proper  therapy.  If  the  tip  of  the  penis  is  exposed, 
as  it  practically  always  is  in  the  properly  circum- 
cised, the  ulceration  will  usually  be  accompanied  by 
incrustation  and  scab  formation.  If  the  prepuce  is 
long,  there  may  still  be  ulceration  but  without  scab 
formation.  At  any  rate,  the  congenital  stenosis  of 
the  meatus  is  the  underlying  lesion,  and  I have  yet 
to  see  an  instance  in  which  the  condition  cannot  be 
permanently  corrected  by  simple,  liberal  meatot- 
omy  and  the  maintenance  of  adequate  aperture  by 
subsequent  periodic  progressive  dilatation  with 
sounds.  Meatotomy  alone  does  not  suffice;  unless 
the  meatotomy  is  followed  by  periodic  dilatation 
of  the  meatus  at  five-  to  seven-day  intervals,  and  for 
three  or  four  times,  the  orifice  will  recontract,  some- 
times to  smaller  caliber  than  existed  before  meatot- 
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omy.  It  has  been  my  ob  ervation  that  in  practi- 
cally every  boy  in  whom  circumcision  has  been 
performed  because  of  surgical  indication,  and  not  as 
an  obstetric  encore,  the  meatus,  like  the  frenum,  is 
abnormally  small  and  may  advantageously  be 
enlarged  by  meatotomy  at  the  same  time  as  cir- 
cumcision. Urinary  tract  dilatation  behind  the 
small  urethral  orifice  may  be  extreme.  It  may  be 
confined  largely  to  the  urethra,  the  bladder  picture 
may  be  that  commonly  seen  in  advanced  prostatic 
obstruction,  and,  as  I have  on  occasion  observed, 
the  ureters  may  be  dilated  to  the  size  of  the  bowel 
and  the  kidneys  reduced  to  thin  shells  encapping 
enormously  dilated  pelves.  Yet  all  of  this  can  be 


prevented  by  early  recognition  of  the  tight  meatus 
and  adequate  treatment  by  meatotomy,  or  even 
simple  dilatation  by  the  passage  of  sounds. 

Moreover,  the  urethra  in  the  young  female  may 
be  similarly  obstructed.  Here  the  back-pressure 
changes  may  be  extreme  but  are  simply  those  com- 
mon to  urethral  stricture.  I have  never  found  it 
necessary  to  do  a meatotomy  in  the  young  female, 
for  the  canal  will  readily  respond  to  periodic  pro- 
gressive dilatation  with  sounds. 

In  closing  I should  like  to  express  my  personal 
appreciation  to  Drs.  Ritter  and  Kramer  for  their 
excellent  presentation  of  this  most  important  prob- 
lem of  lower  urinary  tract  obstruction  in  the  young. 


HEAT  RASH  MAY  BE  SERIOUS  AILMENT 

Most  of  us  in  the  temperate  zone  think  of  prickly 
heat,  or  heat  rash,  as  it  is  also  called,  as  an  affliction 
of  babies.  Adults  who  occasionally  get  it  in  very 
hot,  humid  weather  look  on  it  as  a trivial,  if  irritat- 
ing, nuisance.  Even  in  the  tropics,  where  it  is  more 
frequent,  it  is  not  generally  considered  serious. 

For  soldiers  fighting  in  the  tropics,  however,  it 
may  be  quite  serious.  Lancet,  medical  journal  pub- 
lished in  London,  quotes  one  authority  as  saying 
that  at  Assab,  in  Eritrea,  where  intense  heat  is 
fortified  by  high  humidity,  cases  were  so  severe  as 
to  affect  materially  the  efficiency  of  Army  units. 
Transfer  to  a cool  climate  was  necessary. 

The  cause  of  prickly  heat  has  long  been  a matter 
of  debate  among  scientists.  The  fundamental 
condition  is  recognized  to  be  excessive  sweating. 
In  one  type  of  prickly  heat,  affecting  the  parts  of 
the  skin  that  have  small  sweat  glands,  the  rash  is 
made  up  of  tiny  red  bumps.  Under  the  arms  and 
in  the  groins,  where  large-coil  sweat  glands  occur, 


the  rash  is  more  like  pemphigus,  and  large  blisters 
form.  According  to  the  theory  quoted  by  Lancet, 
in  both  types  the  sweat  glands  get  out  of  order,  as 
it  were,  as  a result  of  excessive  activity,  and  their 
ducts  are  blocked  with  congestion  and  retained 
secretion. 

A serious  aspect  of  the  condition,  in  or  out  of  the 
tropics,  is  the  danger  of  the  skin  becoming  infected. 
Boils,  ulcers,  and  even  fungus  infections  may  re- 
sult. 

Treatment  of  prickly  heat,  says  Lancet,  “is  not 
dramatically  successful.” 

Scrupulous  cleanliness,  the  avoidance  of  sweating, 
and  the  wiping  away  of  sweat  as  it  forms  are  more 
successful,  according  to  Lancet,  than  remedies 
applied  to  the  skin.  Doctors  often  advise  dusting 
powder,  or  dabbing  with  50  per  cent  alcohol  fol- 
lowed by  dusting  powder.  Obviously,  the  cloth 
or  towel  used  to  wipe  away  sweat  should  be  clean. — 
Science  News  Letter 


BLOOD  DONOR  RESPONSES 

Americans  are  becoming  “blood  donor”  con- 
scious, what  with  so  much  being  printed  about  the 
various  blood  bank  programs  throughout  the 
nation  and  the  various  activities  of  many  of  our 
medical  societies.  Not  long  ago  it  was  a problem 
to  find  blood  donors,  particularly  those  having 
blood  of  an  unusual  type,  such  as  persons  having 
recovered  from  certain  diseases.  Nowadays,  a 
plea  published  in  a local  paper  usually  brings  many 
responses,  and  the  proper  donor  is  readily  found. 
The  Lake  County  Medical  Society  recently  ad- 
vertised for  donors  who  had  recovered  from  Strep- 
tococcus viridans  infection,  and  almost  one  hundred 
persons  immediately  responded.  Of  course,  all 
these  were  not  of  the  type  sought,  but  at  least  four 
were  deemed  potential  donors  and  a check  on  their 
hospital  records  was  made  at  once.  In  another 
case  the  printer  and  the  proofreader  became  in- 
terested in  a story  to  be  used  in  a local  paper  and 
recalled  that  someone  they  knew  had  had  the  dis- 
ease mentioned  in  the  plea.  Contact  was  made 
and  the  donor  found  before  the  paper  reached  the 
reading  public. — J.  Indiana  State  M.  A. 


DIVERGENT  BEAM  FOR  TAKING  X-RAYS 

A divergent  beam  has  successfullj'-  been  used  in 
taking  x-ray  photographs  of  crystals.  This  method 
promises  to  be  extremely  useful  in  studying  the 
arrangement  of  atoms  in  the  crystal.  As  a short 
exposure  is  required,  it  will  aid  particularly  in  re- 
search with  short-lived  crystals. 

This  new  development  in  x-ray  photography, 
reported  by  the  British  Council,  was  made  at  the 
Royal  Institution,  London,  by  Dr.  Kathleen 
Lonsdale  with  a tube  designed  by  Dr.  A.  Muller. 

When  the  planes  of  atoms  in  a single  crystal  re- 
flect a fine  x-ray  beam,  the  reflected  beams  photo- 
graph as  sharp  black  spots  on  a light  back- 
ground. 

Substituting  a divergent  beam  for  the  usual  cylin- 
drical pencil,  the  background  becomes  darker  and 
the  former  spots  open  out  into  curves. 

Besides  the  reflection  curves,  which  are  black, 
the  photograph  shows  “deficiency”  curves.  These 
lines  are  lighter  than  the  general  background 
because  radiation  in  certain  directions  has  been 
removed  from  the  original  beam. — Science  News 
Letter 
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VOCATIONAL  REHABILITATION— A PRACTICAL  APPROACH . 

David  R.  Salmon,  New  York  City 


OVER  the  years  there  has  been  a noticeable 
trend  away  from  the  evil  of  rejection  and 
neglect  of  the  handicapped  to  that  of  a pity 
which  sapped  initiative  and  gave  only  the  sem- 
blance of  comfort.  However,  with  World  War  I, 
the  importance  of  economic  adjustment  for  these 
people  slowly  gained  recognition.  This  ad- 
justment is  more  readily  effected  for  any  handi- 
capped group  in  one  war  year  than  in  several 
ordinary  years,  because  special  attention  is 
focused  on  all  available  industrial  manpower; 
industry  is  not  geared  rigidly  to  ordinary  econ- 
omies; and  the  ranks  of  the  handicapped  are 
increased  by  disabled  service  men. 

As  the  war  continues,  we  must  unhappily  look 
forward  to  an  increasing  number  of  the  handi- 
capped. Educators,  industrialists,  and  other 
groups  conferring  in  a spirit  of  sympathy  on  the 
problems  of  rehabilitation  of  these  people  will 
find  their  well-intentioned  gatherings  unpro- 
ductive unless  a definite,  constructive  plan  is 
drawn  up  wherein  the  rehabilitation  processes 
lead  toward  assured  jobs  in  industry.  The  pres- 
ent law  providing  that  the  returning  soldier  must 
receive  his  former  job  when  the  war  is  over  does 
not  take  into  account  the  disabled  soldier  who, 
because  of  his  disability,  is  no  longer  able  to  con- 
tinue at  his  former  kind  of  employment.  It  is 
understood  that  certain  of  the  handicapped  will 
be  completely  unemployable.  Only  for  them 
will  the  physical  and  psychological  therapeutics 
be  an  end  in  themselves.  For  the  employable 
handicapped  the  goal  is  the  re-establishment  of  a 
self-respecting  individual  as  a worker  in  a world 
of  work.  This  result  is  the  highest  reward  of 
therapy. 

The  permanency  of  a disabled  person’s  ad- 
justment is  in  great  measure  contingent  upon 
the  assurance  that  his  condition  will  receive 
thoughtful  consideration  and  that  he  will  not 
be  relegated  to  a lost  world,  but  will  be  accepted 
for  the  capabilities  that  he  possesses.  Foremost 
among  these  capabilities  are  vocational  apti- 
tudes. These,  when  permitted  to  function  under 
normal  conditions,  assure  the  closest  thing  we 
know  to  permanent  total  adjustment. 

By  far  the  greater  number  of  the  handicapped, 
as  is  the  case  in  the  general  population,  are  un- 
skilled or  unspecialized  workers.  To  categorize 

Vocational  adviser,  Rehabilitation  Division  of  the 
Veterans  Administration. 


them  into  specific  occupations  for  training  is  an 
injustice  unless  it  is  known  that  the  skills  de- 
veloped will  come  up  to  normal  economic  stand- 
ards and  that  there  will  be  a market  for  that 
type  of  worker.  Furthermore,  there  is  no  more 
reason  to  expect  every  disabled  person  to  be 
capable  of  a highly  trained  skill  than  every 
“normal”  person.  A democratic  philosophy  of 
rehabilitation  will  adjust  the  mental  and  physi- 
cal requirements  in  the  case  of  each  individual 
in  accordance  with  his  abilities.  The  idea  of 
universal  imposition  of  skilled  training  upon  the 
handicapped  is  fallacious. 

Rather  than  to  artificially  job-categorize  the 
handicapped,  we  should  train  them  as  versatile 
workers  who  under  general  economic  stresses 
and  strains  could  readapt  from  one  occupation 
to  another.  In  recognition  of  the  need  for 
occupational  versatility  the  curriculum  in  schools 
and  workshops  for  the  disabled  should  be  revised, 
and  adult  education  and  refresher  courses  should 
be  provided  in  accordance  with  this  revision. 
We  also  must  consider  the  importance  of  develop- 
ing those  traits  that  lend  so  much  to  the  good 
worker — dependability,  responsibility,  appear- 
ance. Deficiency  in  these  qualities  too  often 
leads  to  the  downfall  of  a non-handicapped 
worker.  In  the  case  of  the  handicapped  the  effort 
should  be  made  to  enhance  them  into  a com- 
pensating asset. 

Careful,  well-directed  local  surveys  in  in- 
dustry are  essential  to  determine  those  actually 
existing  jobs  that  could  be  filled  by  various  types 
of  handicapped  persons.  Only  in  terms  of  these 
available  jobs  does  vocational  rehabilitation 
assume  practical  meaning.  The  government 
cannot  consider,  as  did  the  Federal  Board  for 
Vocational  Education  in  the  last  war,  that 
“Vocational  education  ...  is  the  final  stage  in 
rehabilitation.”  We  cannot  leave  our  rehabili- 
tant  with  the  plate  of  vocational  education 
before  him,  without  the  food  of  the  job.  The 
surveys  of  industry  should  include  careful  ob- 
servation of  those  handicapped  actually  at  work 
in  sheltered  shops  and  in  outside  industry,  to 
determine  whether  or  not  there  are  certain  co- 
ordinative  processes  or  adaptations  that  we  can 
definitely  state  are  little  hindered  by  the  dis- 
ability and  which  could  be  cultivated  through  a 
realistic  approach  in  the  school  and  work  shop. 
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It  would  be  well  worth  the  government’s  efforts 
to  periodically  make  such  surveys  as  part  of  a 
permanent  social  program  for  the  handicapped. 
Far  better  an  economic  producer,  no  matter  how 
unspecialized  the  work,  than  a relief  suppliant 
or  an  idle  pensioner. 

The  survey  of  wartime  industries  in  search  of 
jobs  for  the  handicapped  worker  is  a temporary 
though  profitable  procedure;  however,  training 
for  such  jobs  cannot  in  general  be  substituted 
for  true  vocational  rehabilitation.  Vocational 
rehabilitation  seeks  the  restoration  of  a disabled 
person  to  a permanent  livelihood.  Likewise, 
federal  work  projects  in  which  disabled  soldiers 
would  find  employment  are  satisfactory  only  as 
temporary  or  supplementary  measures.  Plans 
for  such  projects  are  ill-founded  and  misleading 
and  provide  merely  for  sheltered  workshops  on  a 
grandiose  scale  if  they  do  not  recognize  that  the 
ultimate  goal  of  vocational  rehabilitation  is 
restoration  of  the  rehabilitant  to  the  normal 
non-artificial  economic  life  of  the  American 
community. 

We  see  about  us  sympathetic  appeals  for  aid 
for  the  handicapped — and  these  are  fine.  In 
addition,  however,  the  public  should  be  made 
aware  of  the  real  capabilities  that  many  of  the 
handicapped  possess,  and  the  contributions  they 
can  make  to  the  community.  The  publicity 
specifically  should  be  an  outgrowth  of  the  surveys 
which  would  determine  the  specific  abilities  and 
adaptations  of  the  handicapped  on  the  job. 
It  would  be  well  worth  while  to  compile  lists  of 
those  industrial  organizations  that  not  only 
cooperate  in  the  surveys,  but  would  also  have 
definite  positions  open  for  disabled  soldiers; 
thus  lip  service  would  give  way  to  constructive 
social  aid.  The  “lift”  that  is  given  fellow 
workers  in  outside  industries  when  they  see  the 
disabled  overcoming  their  handicaps  is  a factor 
that  we  should  reckon  with  in  their  placement, 
and  the  public  should  know  about  it.  A well- 
made  educational  “short”  movie  would  be  very 
helpful  in  indicating  that  the  race  in  life  is  not 
necessarily  won  by  the  strong,  but  often  goes  to 
the  most  keenly  challenged.  This  view  cannot 
be  overemphasized:  vocational  rehabilitation  of 
the  handicapped  entails  a right-about-face  by 
the  public  in  its  acceptance  of  handicapped  labor. 
This  is  a deep-seated  sociological  problem  that 
cannot  be  remedied  by  a sprinkling  of  place- 
ment counsellors  for  the  handicapped,  but  re- 
quires the  forceful  aid  of  the  media  of  publicity 
and  promotion,  and  the  support  of  “healthy” 
pressure  groups. 

Educators  of  the  handicapped  must  clarify 
the  semantic  inaccuracies  on  the  part  of  indus- 
trialists and  statesmen  whose  decisions  will 
largely  determine  whether  these  people  will  be 


put  to  work  during  the  war  and  in  the  time  to 
follow.  They  must  correct  those  who  believe  t 
that  all  people  classified  as  blind  are  necessarily  ; 
totally  blind,  that  the  totally  blind  are  un- 
employable, that  the  one  place  for  a person  with  ,1 
cardiac  disease  is  home  in  bed,  that  the  men- 
tally retarded  are  “too  dumb”  to  do  any  work  at  : 
all.  They  must  also  stress  the  social  significance  I 
of  the  use  of  competent  handicapped  labor.  In  ; 
this  respect,  the  placement  of  the  handicapped  i 
must  be  viewed  as  a community  matter  that  i 
requires  the  aid  of  all  constructive  social  forces  j 
and  the  close  cooperation  of  government  and 
private  agencies. 

The  abandonment  of  severe  physical  restric-  j 
tions  in  civil  service  laws  and  the  modification  of 
existing  insurance  laws  would  aid  in  the  voca- 
tional adjustment  of  the  handicapped.  Clinical 
or  curative  workshops,  unlike  sheltered  shops,  ( 
should  be  established  as  diagnostic  laboratories. 
Such  workshops  are  preferable  to  the  hospital 
in  restoring  mental  and  physical  employability. 
Case  work  methods,  so  fundamental  to  re- 
habitation  because  of  the  uniqueness  of  each 
problem,  could  be  well  carried  out  in  such  work- 
shops. Placement  of  the  handicapped  cannot 
be  a mechanical  procedure,  but  must  be  con- 
sidered  as  social  case  work  from  first  contact  ' 
with  the  case  until  vocational  adjustment  is 
assured. 

Only  through  a frank  recognition  of  our  mis- 
takes in  the  field  of  vocational  rehabilitation  in 
World  War  I and  in  the  years  that  followed  will 
we  now  successfully  meet  similar  problems  in 
the  days  that  confront  us.  Dr.  James  Bordley, 
Jr.,  through  whose  efforts  the  Red  Cross  In- 
stitute for  the  Blind  was  established  in  Baltimore 
in  World  War  I,  wrote  as  follows  in  a letter  pub- 
lished in  the  New  York  Evening  Post  of  April  27, 
1920:  “What  a fiasco  the  whole  handicapped- 
soldier  business  has  been!  The  Army  is  through 
with  him  and  the  Federal  Board  for  Vocational 
Education  has  not  yet  started.  On  every  side 
you  hear  bitter  complaint.  Indeed,  while  I am 
opposed  to  the  bonus  now  sought,  I can  see  clear 
basis  for  the  complaint  that  the  handicapped 
soldier  has  not  had  a square  deal.  He  has  been 
the  plaything  of  a lot  of  people  seeking  personal 
glorification;  he  has  been  treated  in  a ‘business- 
like’ way,  which,  in  plain  English,  means  that 
he  has  been  held  down  to  the  very  least  he  could 
be  induced  to  accept.  What  a contradiction  of 
those  bright  promises  that  were  held  out  but  a 
few  months  ago! 

“The  incompetence  of  the  Federal  Board  for 
Vocational  Education  is  one  of  the  most  striking 
‘incidents’  of  the  postwar  session.  So  far  it  has 
adopted  no  definite  policy;  has  under  training 
only  an  infinitesimal  portion  of  the  injured; 
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has  shown  a thorough  lack  of  knowledge  both  as 
to  the  importance  of  its  work  and  its  far-searching 
effects.  It  is  true  it  has  some  two  or  three 
I thousand  employees,  great  and  small,  but  where 
are  the  results  that  they  promised  the  Congress 
and  the  Nation?  And  after  18  months  in  the 
saddle.” 

Specifically,  there  are  seven  points  basic  to  a 
practical  vocational  rehabilitation  program  for 
those  discharged  from  our  armed  forces: 

1.  Place  particular  emphasis  in  vocational 
rehabilitation  on  developing  through  the  various 
channels  of  publicity  receptiveness  by  the  public 
of  the  abilities  of  disabled  ex-service  men,  rather 
than  on  “streamlining”  these  veterans  with 
vocational  education  for  non-existent  jobs. 
Sufficient  funds  made  available  for  such  publicity 
would  eliminate  the  necessity  for  the  extensive 
creation  of  jobs  through  unnecessary  public  work 
projects. 

2.  Consider  the  nature  of  the  jobs  available, 
particularly  under  postwar  conditions,  before 
entering  upon  a vocational  training  program. 
Avoid  training  100  men  for  5 existent  jobs. 

3.  Place  emphasis  on  versatility  and  adapt- 
ability in  the  vocational  training  of  the  ex-service 
man  rather  than  on  artificial  categorization  with- 
in specific  occupations — all  the  blind  are  not 
necessarily  pianists  or  typists. 

4.  Decentralize  the  vocational  rehabilitation 
program.  Utilize  the  services  and  experience 
of  only  those  existing  agencies  within  the  local 
communities  whose  merits  have  been  publicly 
proved. 


5.  List  those  organizations  that  go  beyond 
lip  service  and  have  specific  jobs  available  for 
ex-service  men.  Such  listings  would  be  both 
national,  to  include  widespread  corporations, 
and  local,  to  include  individual  industries  within 
the  community. 

6.  Develop  case  studies  to  illustrate  to  all 
the  states  national  policy  in  vocational  rehabili- 
tation. What  is  the  government  attitude  if 
disabled  soldier  “A”  asks  for  federal  aid  in 
financing  his  own  shoe  repair  shop?  If  dis- 
abled marine  “B,”  a psychoneurotic,  requires  the 
advantages  of  a curative  workshop  to  restore 
employability?  What  if  disabled  sailor  “C” 
requests  permission  to  wear  his  uniform  beyond 
the  allotted  time  as  an  aid  in  finding  employ- 
ment? This  request  would  warrant  careful  con- 
sideration as  applicable  to  all  discharged  veter- 
ans. 

7.  Develop  rehabilitation  personnel  of  such 
caliber  that  throughout  the  entire  process  the 
real  meaning  of  vocational  rehabilitation  can  be 
realized  and  can  be  properly  interpreted  to  the 
ex-service  man. 

The  loss  of  one  or  more  senses  or  limbs  does 
not  render  the  individual  vocationally  help- 
less. 

If  vocational  rehabilitation  is  a sound,  social  in- 
vestment, if  enforced  idleness  is  a breeder  of  dis- 
couragement, despondency,  and  bitterness,  the 
government  must  take  a strong  stand  behind 
a constructive  vocational  rehabilitation  pro- 
gram. 


INSECT  PESTS  IN  HAWAII 

In  the  Hawaiian  Medical  Journal  for  March  and 
April,  1943,  C.  E.  Pemberton,  entomologist  at 
the  Experiment  Station  of  the  Hawaiian  Sugar 
Planters’  Association,  has  listed  a group  of  insects 
that  may  be  found  on  the  island  and  that  have  bear- 
ing on  the  health  of  the  residents. 

Three  species  of  mosquitoes,  all  vectors  of  yellow 
fever  or  of  dengue,  are  among  the  island  insects 
but  so  far  the  malaria-bearing  mosquito  has  not 
been  able  to  establish  itself  in  Hawaii. 

There  are  also  a number  of  fleas  of  several  vari- 
eties, only  one  of  which,  the  Oriental  rat  flea,  is 
dangerous.  The  rat  flea  is  a carrier  of  bubonic 
plague  and  endemic  typhus.  As  the  author  points 
out,  however,  all  the  fleas  are  potential  threats  to 
health. 

Other  pests  include  the  bedbug,  ant,  bee,  wasp, 
fly,  cockroach,  centipede,  scorpion,  louse,  and 
spider.  The  Black  Widow  Spider  has  been  seen  in 
Hawaii  since  1925,  and  although  its  bite  is  serious, 
cases  are  rare. 


SUICIDE  AND  THE  WAR 

It  is  a statistical  paradox  that  suicide,  in  times 
of  war,  is  actually  found  to  become  more  rare  than 
in  peacetime.  National  figures  and  also  the  records 
of  the  Metropolitan  Life  Insurance  Company  pre- 
sent the  evidence. 

The  1942  and  1941  rates  were  almost  the  same  and 
were,  with  one  exception,  the  lowest  on  record. 
Similar  decreases  in  the  suicide  rates  are  observed 
in  England,  Germany,  and  nearly  every  other 
belligerent  country. 

According  to  the  Metropolitan  Life  Insurance 
Company,  the  downward  trend  is  due  to  the  psy- 
chologic effect  of  a national  calamity,  with  affairs 
of  the  nation  being  put  above  the  less  important 
affairs  of  the  individual. 

Suicide  nevertheless  remains  a major  problem  of 
medicine  and  sociology.  In  the  United  States 
more  than  18,000  persons  every  year  put  an  end 
to  their  lives,  and  probably  100,000  others  make 
unsuccessful  attempts  at  suicide. — Medical  Rec- 
ord 
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1943  NAVY  DAY  ADDRESS* 

Ernest  Risley  Eaton,  Capt.,  MC-V(S),  USNR 


THE  most  important  business  today  is  win- 
ning this  war.  The  militarist  criminals  of 
Tokio  and  Berlin  must  be  crushed.  To  the  fur- 
therance of  this  single  cause,  the  constructive 
genius  of  our  nation  has  been  harnessed.  In  the 
achievement  of  this  purpose,  a task  still  lies  on 
our  hands,  and  I mean  our  hands.  What  is  this 
task?  Increasing  production  of  war  materials, 
and  thus  contributing  mightily  to  that  day  when 
our  enemies  shall  be  defeated,  and  brought  to 
shame. 

We  know  that  in  this  war  we  have  not  yet 
settled  accounts,  to  our  own  satisfaction.  Upon 
this  1943  Navy  Day,  every  true  American  has  a 
burning  desire  within  to  share  in  that  visitation 
to  come,  of  due  offences  committed  against  us, 
by  our  enemies.  No  given  group  wishes  this 
more  strongly  than  we  here  present. 

Envisage  this  war  as  we  will,  we  know  that  so 
far  all  that  this  nation  has  suffered  is  inconve- 
nience. Our  cities  have  not  been  bombed  with  the 
frightening  destruction  and  loss  of  life  that  has 
been  the  lot  of  London.  True  and  saddening  it 
is  that  there  are  those  among  us  who  have  ex- 
perienced deep  and  lasting  sorrow  over  the  loss  of 
sons  in  combat,  but,  as  a people  at  war,  our 
casualty  list  has  not  been  a heavy  one.  The 
radio  and  press  make  the  most  of  the  favorable 
occurrences  of  this  war  and,  likewise,  we  from 
habit  picture  in  our  minds  things  as  we  want 
them  to  be,  and  not  as  they  are.  We  know  not 
yet  the  meaning  of  the  real  pain,  suffering,  and 
sacrifice  involved  in  this  war. 

Modern  sea-air  power  consists  of  ships,  planes, 
and  shore  stations.  Success  in  the  United  States 
Navy’s  war  production  program  therefore  de- 
pends upon  our  ability  to  produce,  and  then  de- 
liver these  implements  of  power  wherever  they 
are  needed. 

The  phenomenal  expansion  of  our  shipbuilding 
is  unequaled  in  the  world’s  history.  No  naval 
construction  program  of  comparable  size  and 
speed  has  ever  been  carried  out  by  any  other  na- 
tion. In  the  three  years  following  July  1,  1940, 
the  Navy  completed  15,376  new  ships  of  all  types. 

* Delivered  before  the  Kiwanis  Club  of  New  York,  October 
27,  1943. 

The  opinions  or  assertions  contained  herein  are  those  of  the 
writer  and  are  not  to  be  construed  as  official  or  reflecting  the 
views  of  the  Navy  Department  or  of  the  Naval  Service  at 
large. 


Construction  and  machinery  for  these  vessels 
cost  over  $5,300,000,000.  They  compose  a 
fleet  of  more  than  2,200,000  displacement  tons. 
Displacement  tonnage  is  the  measurement  of 
naval  vessels  and  is  the  actual  weight  of  the  ship. 
The  new  fleet  completed  since  July  1,  1940,  com- 
prised: 333  combatant  vessels,  1,117,054  dis- 
placement tons,  costing  more  than  3 billion  dol- 
lars; 1,274  mine  craft  and  patrol  craft,  199,765 
displacement  tons,  costing  $820,000,000;  151 
auxiliaries  and  654  yard  and  district  craft; 
12,964  landing  craft,  aggregating  610,781  tons, 
costing  more  than  one  billion  dollars. 

Ability  to  build  and  to  continue  building  at 
the  present  rate  of  construction  is  one  of  the 
foundation  stones  of  our  military  strategy.  It 
underlies  our  amphibious  attacks  in  the  Pacific, 
the  Atlantic,  and  the  Mediterranean  oceans. 

It  protects  our  long  exterior  supply  routes  run- 
ning across  thousands  of  miles  of  ocean,  and, 
last  but  not  least,  makes  practicable  a strategy 
of  attack  with  all  the  risk  which  it  implies. 

In  the  first  six  months  of  this  present  year,  our 
Navy  Yards  and  private  shipbuilding  yards  com- 
pleted construction  of  more  than  6,000  naval 
craft  of  all  classes.  In  the  same  period  of  time, 
substantially  more  than  9,000  planes  were  pro-  j 
duced  for  the  Navy.  Ship  production  had  an 
increase  of  250  per  cent,  or  two  and  one-half 
times  the  number  of  vessels  completed  in  the 
same  period  of  1942. 

Plane  production  was  doubled.  However, 
this  does  not  represent  a net  increase  in  combat 
strength,  for  many  of  the  new  planes  are  training 
and  utility  models  and  over  half  of  the  ships  built 
are  landing  craft. 

Approximately  3,000  ships  were  required  in  the 
invasion  of  Italy.  This  gives  us  some  idea  of  the 
number  of  ships  which  will  be  needed  for  the 
larger  invasions  to  come.  To  this  number  must 
be  added  the  inevitable  losses  we  shall  suffer 
when  we  move  to  destroy  our  weakened  but  none 
the  less  determined  and  arrogant  foes.  Further- 
more, in  order  to  crush  our  enemies  we  have  been 
forced  to  fight  this  war  on  widely  separated 
fronts,  all  over  the  world.  Thus  it  may  be  seen 
that  although  the  United  States  has  built  its 
Navy  into  a mighty  world  power,  it  is  still  small 
when  judged  by  the  size  of  the  task  which  lies 
before  it. 
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War  production  materials,  whether  they  be 
guns,  ammunition,  planes,  supplies,  or  equip- 
ment, to  serve  a useful  purpose  in  this  war,  have 
to  be  transported.  Until  we  possess  sea-air 
power  sufficient  in  strength  to  gain  control  of  all 
land  and  sea,  we  cannot  be  certain  of  victory. 
This  means,  we  must  undergo  the  formidable 
task  of  building  surface,  submarine,  and  air 
forces  sufficient  to  enable  us  to  carry  the  war  to 
every  sea  and  to  initiate  a first-rate  naval  power 
in  the  Pacific. 

For  the  present,  we  must  get  away  from  the 
comforting  feeling  that  the  war  is  already  won, 
and  that  while  we  may  lose  at  the  start  we  are 
bound  to  win  in  the  end.  We  must  not  make  the 
mistake  of  thinking  that  this  war  is  the  same  as 
the  last  one — to  be  fought  by  our  Army  and 
Navy,  with  little  left  for  the  rest  of  us  to  do  but 
watch,  pray,  and  cheerfully  buy  War  Bonds. 

Everyone  should  know  that  we  are  a long  way 
from  winning  this  war,  and  only  a foolish  man 
counts  the  day  of  conquest  before  it  occurs. 
There  is  such  a thing  as  a “vulgar  optimism” — 
a disposition  to  look  upon  a situation  as  being 
brighter  than  it  really  is.  How  dangerous  such 
waves  of  “vulgar  optimism”  are  may  be  realized 
when  we  recall  that  while,  indeed,  we  were  strik- 
ing devastating  blows  at  Japan’s  navy,  Japan 
was  gaining  ground  in  China,  entrenching  herself 
in  Burma,  and  accumulating  enormous  quanti- 
ties of  raw  material  in  the  Dutch  East  Indies  and 
in  the  Southwest  Pacific. 

After  the  same  fashion,  the  Axis  power,  over- 
running the  lowlands,  conquered  France  and 
Poland,  until  the  increasing  weight  of  Allied 
power  caught  them  counting  their  chickens  be- 
fore these  were  hatched.  Anything  can  happen 
the  moment  we  give  way  to  this  “vulgar  opti- 
mism,” which  is  the  result  of  feeling  too  secure 
and  too  confident. 

The  fact  of  the  matter  is  that  this  war  is  being 
fought  not  only  afar  off  but  right  here  at  home  as 
well.  It  cannot  be  won  unless  we  at  the  home 
front  do  our  share. 

How  can  we  protect  our  American  soldiers  and 
sailors  if  we  deny  them  that  which  they  need  to 
kill  with,  instead  of  they  themselves  being  killed? 
If  we  give  our  fighting  forces  that  which  they 
need  to  kill  our  enemies,  then  we  must  work 
harder  and  make  greater  sacrifices.  It  seems 
to  me  that  this  should  preclude  strikes  and 
strikers. 

What  is  the  difference  between  a worker  in  a gun 
and  ammunition  factory,  who  throws  down  his 
tools  with  which  guns  and  ammunition  are  made, 
and  the  soldier  or  sailor  who  throws  down  his 
gun  and  refuses  to  fight?  In  substance  there  is  no 
difference  except  this — that  we  consider  very  just 
the  punishment  meted  out  to  the  traitor  who 


throws  down  his  gun  and  for  his  treason  for  re- 
fusing to  fight  is  shot  dead  at  his  post. 

Nothing  is  more  important  than  the  safety  of 
America.  America  can  never  be  safe  if  industry 
has  to  battle  for  its  life  and  existence  instead  of 
battling  the  enemy.  Industry,  if  it  contributes 
to  America’s  freedom,  must  produce  instruments 
necessary  to  the  winning  of  this  war.  The  trans- 
formation that  has  taken  place  in  industry  indi- 
cates that  there  are  multitudes  on  the  home  front 
who  so  toil  to  win  this  war  that  there  is  a just  and 
fair  division  of  labor  between  themselves  and  the 
government,  whom  they  serve  in  its  hour  of  need. 
With  cool  and  grim  determination  they  work  to 
win  this  war,  which  they  believe  with  all  their 
heart  and  soul  to  be  their  war. 

But  let  us  remember  on  this  1943  Navy  Day 
our  sons  in  battle.  Even  while  we  are  gathered 
together  here  enjoying  the  freedom  and  plenty  of 
this  great  country  of  ours,  many  men,  with  no 
choice  in  the  matter,  are  dying  in  Guadalcanal, 
Africa,  Italy,  and  on  the  land  and  seas,  for  us. 

For  our  enemies,  this  war  cannot  be  lost  while 
there  is  left  to  them  one  single  means  of  bringing 
disaster  upon  us.  Our  enemies  will  fight  with  a 
satanic  bitterness,  born  of  what  they  know  will 
befall  them,  when  defeat  comes.  These  militar- 
ists of  Tokio  and  Berlin  know  that  their  dreams 
of  world  domination  will  never  be  realized — and 
that  the  day  will  come  when  they  will  be  world 
conquerors  conquered  by  grief — and  what  grief! — • 
if  we  keep  at  it. 

Somewhere  I have  seen  a painting  of  Napoleon 
Bonaparte  upon  the  island  of  St.  Helena.  There 
was  nothing  behind  him  but  ashes,  nothing  ahead 
but  death.  Day  by  day  he  sat  on  that  deserted 
island  until  his  marvelous  mind  became  clouded 
with  its  own  vapors,  his  eyes  became  great  wells 
of  sorrow,  his  sensitive  features  became  marred 
and  pinched  by  chagrin — a world  conqueror  con- 
quered by  grief.  A greater  disappointment  than 
that  of  Napoleon  will  be  the  fate  of  those  who 
hurled  this  bloody  war  upon  us. 

Admiral  Halsey  is  quoted  as  having  said : “To 
get  our  enemies  we  must  go  after  them” — and 
this  principle  he  practices.  We  must  go  after 
them  to  get  them.  We  must  make  it  hot  for  them 
as  Admiral  Adolphus  Andrews  and  his  command 
made  the  cold  Atlantic  Ocean  hot  for  the  enemy 
submarine  menace  from  Maine  to  Florida,  along 
the  eastern  sea  frontier,  600  miles  out  to  sea. 

This  is  no  part-time  war.  The  conversion 
from  peacetime  to  wartime  production,  if  carried 
on  successfully,  makes  it  imperative  that  this  be 
a full-time  war.  We  dare  not  give  a minute  to 
the  enemy.  Each  individual  who  is  doing  his 
duty  is  shortening  the  time  necessary  to  win  the 
war.  Each  individual  who  shirks  his  duty,  or 
who  is  not  thorough  in  his  work,  stands  in  the 
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way  of  winning  the  war,  and  lengthens  the  time 
it  will  take  to  win  the  war.  Defeat  of  our  enemy 
requires  leadership  and  bravery  on  the  home 
front,  as  well  as  in  battle  on  the  seas  and  in  lands 
across  the  seas.  These  qualities  so  far  as  the 
home  front  are  concerned  are  best  expressed  in 
terms  of  harder  work  and  more  hours  of  it.  Pres- 
ident Roosevelt  put  the  matter  well  when  a few 
weeks  ago  he  said:  “This  is  not  the  time  for  exul- 
tation. There  is  no  time  now  for  anything  but 
working  and  fighting.,, 

Experience  is  worth  something,  also.  Exper- 
ience has  taught  us  many  valuable  lessons,  among 
which  is  the  fact  that  in  spite  of  a good  start  on 
a scale  never  dreamed  of  before  in  history,  there 
is  much  room  for  improvement.  Industry  must 
eliminate  delays  and  duplications,  and  give 
even  more  heavily  to  the  total  output  of  mass 
production. 

One  matter  of  importance  is  that  we  must  re- 
double our  care  in  the  spending  of  money  en- 
trusted to  us.  Frequent  directives  and  numer- 
ous comments  in  letters  received  from  the  Bureau 
of  Medicine  and  Surgery  emphasize  the  urgent 
necessity  of  conservation  of  medical  supplies  and 
equipment.  For  three  years,  the  Congress  of 
the  United  States  has  granted  without  question 
appropriations  requested  by  the  Navy  Depart- 
ment to  carry  on  this  war.  The  wisdom  of  this 
confidence  in  the  Navy  is  already  apparent  in 
that  part  of  the  task  of  providing  for  our  national 
safety  assigned  to  the  Navy. 

The  medical  officer  in  command  of  the  Naval 
Medical  Supply  Depot,  New  York — Rear  Ad- 
miral Kent  C.  Melhorn,  (MC),  USN,  whom  I 
represent — firmly  emphasizes  how  necessary  it 
is  to  prevent  procurement  over  and  above  that 
which  is  essential.  To  that  end  inventories  are 
carefully  kept,  and  efficiency,  good  business 
judgment,  and  thoroughness  are  exercised  in  the 
handling  of  the  vast  sums  of  money  entrusted  to 
our  care.  To  those  who  are  charged  with  the 
planning,  procuring,  and  administering  medical 
supplies  and  equipment,  the  cash  expenditure 
each  month  has  been  something  to  think 
about. 

In  the  facing  of  the  problems  of  procurement 
of  medical  supplies  and  equipment,  the  manu- 
facturers saw  that  they  were  to  embark  upon  a 
production  schedule  far  above  and  beyond  any- 
thing previously  attempted,  or  even  conceived. 
Additional  facilities  were  required  and  the  per- 
sonnel had  to  be  greatly  augmented.  Manu- 
facturers were  sensitive  to  the  charge  of  profiteer- 
ing and  were  desirous  of  remaining  free  from 
criticism  of  high  prices  for  articles  which  they 
were  to  furnish. 

The  cost-plus  form  of  contract  is  not  used, 
being  unnecessary  because  the  definite  costs  are 


known,  and  contracts  can  be  based  directly  on 
the  absolute  costs.  Contracts  are  placed  with 
the  lowest  responsible  bidder  for  the  best  and 
most  suitable  article.  The  law  contemplated 
that  all  awards  should  be  made  to  the  lowest  ac- 
ceptable bidder. 

In  the  final  analysis,  the  solution  of  needs  de- 
pends to  a large  extent  upon  experience,  judg- 
ment, and  the  intelligence  of  those  who  are 
charged  by  the  government  with  this  responsi- 
bility. 

In  procurement  of  supplies,  the  quantities 
required  depend  upon  the  exigencies  of  the  Naval 
Service.  The  articles  to  be  purchased,  as  a 
rule,  are  those  included  in  the  Standard  Supply 
Catalogue  or  Table  of  the  Naval  Medical  Supply 
Depot.  To  these  may  be  added  new  articles  as 
and  when  needed  to  meet  the  requirements  of 
the  Naval  Service. 

The  activities  at  the  Naval  Medical  Supply 
Depot  are  procuring,  stowage,  and  distribution. 

All  supplies  and  equipment  procured  are  sub- 
ject to  observation,  inspection,  and  tests  by  our 
own  laboratory  and  also  inspection  by  the  au- 
thorities of  the  United  States  Government.  Fac- 
tories are  carefully  inspected.  When  a manu- 
facturer is  found  qualified  to  meet  the  require- 
ments of  a contract,  it  is  subject  to  acceptance. 

In  carrying  the  Medical  Supply  Depot  to  shore 
stations  and  to  the  ship’s  side,  as  I have  been 
privileged  to  do  for  the  past  seven  months  (and 
I have  boarded  well  over  three  hundred  ships  in 
that  period  of  time),  I have  had  occasion  to  dis- 
cuss with  the  various  medical  department  repre- 
sentatives many  problems  relating  to  our  medical 
supplies  and  equipment.  Always  they  have 
been  most  cooperative  in  the  matter  of  logistic 
data  and  the  conservation  of  supplies.  It  has 
been  the  policy  of  this  Command  to  strongly 
suggest  that  a record  be  established  on  shore 
stations  and  ships  in  the  Ledger,  on  form  W,  of 
the  minimum  quantity,  maximum  quantity, 
order  point,  average  annual  rate  of  issue  and  re- 
serve quantity,  order  point,  average  annual  rate 
of  issue  and  reserve  quantity,  and  unit  cost  for 
each  supply  catalog  item  which  is  normally  re- 
quired for  facilities  maintained  at  the  activity. 
It  is  a rule  that  an  activity,  be  it  a shore  station 
or  ship,  shall  maintain  on  hand  a quantity  of  sup- 
plies not  less  than  the  minimum  quantity  and 
not  more  than  the  maximum  quantity. 

The  question  arises:  How  is  the  composition 
of  items  subject  to  minimum  requirements  de- 
termined? First,  by  past  records  of  issue  of  use, 
second,  by  the  type  of  medical  services  required 
by  individual  activity — for  example,  the  stations 
and  ships  require  a greater  variety  of  medical 
supplies  than  smaller  units. 

In  the  final  reckoning,  figures  on  our  ledger 
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sheets  tell  the  story  of  whether  or  not  we  are  de- 
serving of  the  “well  done,”  so  greatly  prized  by 
| Navy  tradition.  For  the  economy  we  have  prac- 
ticed in  the  spending  of  the  very  large  amount 
of  money  entrusted  to  our  care,  we  have  confi- 
dence that  we  shall  not  “be  weighed  in  the 
balance  and  found  wanting.” 

The  Navy  Day,  1943,  is  being  celebrated  by 
the  Kiwanis  Club  of  New  York  and  it  has  been 
the  purpose  of  your  Navy  Day  Committee,  of 
which  Dr.  Harold  Korn  is  chairman,  to  emphasize 
the  Army  and  Navy  “E”  Production  Award 
given  for  excellence  in  war  production.  The 
Army  and  Navy  “E”  is  not  lightly  bestowed. 

What  is  the  Army  and  Navy  “E”  award? 
In  1906,  the  Navy  instituted  in  the  Fleet  an 
Award  for  Excellence,  which  has  been  known 
ever  since  as  the  Navy  “E.”  It  was  first  awarded 
for  excellency  in  gunnery  and  later  extended  to 
include  outstanding  performance  in  engineering 
and  communications.  An  honor  not  easily  won 
nor  lightly  bestowed,  it  has  remained  a matter 
of  deep  pride  to  the  men  of  the  Service  who  re- 
ceived it.  When  the  rising  tide  of  war  in  Europe 
placed  a premium  on  the  production  of  equipment 
for  war,  the  Navy  “E”  award  was  extended  to 
embrace  those  plants  and  organizations  which 
showed  excellence  in  producing  ships,  weapons, 
and  equipment  for  the  Navy.  Then  came  Pearl 
Harbor— and  with  it  a demand  for  war  produc- 
tion such  as  the  world  has  never  known,  an  aware- 
ness that  our  fighting  forces  and  the  men  and 
women  of  American  industry  are  partners  in  the 
great  struggle  for  human  freedom;  and  on  the 
part  of  all  Americans  there  arose  a fervent  resolve 
to  work  and  fight  together  until  victory  in  that 
struggle  be  final  and  complete. 

Out  of  this  high  resolve  was  born  the  Army- 
Navy  Production  Award,  which  stands  today  as 
our  fighting  forces’  joint  recognition  of  excep- 
tional performance  on  the  production  front  of 
the  determined,  persevering,  unbeatable  Ameri- 
can spirit,  which  can  be  satisfied  only  by  achiev- 
ing today  what  yesterday  seemed  impossible. 

No  aviator  who  brings  down  enemy  planes,  no 
regiment  of  soldiers  with  honored,  tattered,  shot- 
torn  colors  has  a right  to  greater  pride  than  those 


factories,  which  for  meritorious  and  distinguished 
service  to  the  United  States  of  America  have 
been  honored  with  the  presentation  of  the  Army- 
Navy  Production  Award.  By  their  unfailing 
spirit  of  patriotism,  by  their  acceptance  of  high 
unselfishness  to  the  call  of  duty,  by  skill,  indus- 
try, and  devotion  on  the  production  front,  they 
have  made  an  enduring  contribution  to  human 
freedom  itself.  In  less  time  than  anyone  could 
believe,  and  in  far  less  time  than  Germany 
guessed,  they  have  given  us  mass  production  of 
materials  necessary  for  the  winning  of  this  war 
and  the  preservation  of  our  country. 

There  are  long  months  ahead,  and,  as  the 
years  pass,  we  shall  struggle  more  and  more. 
We  shall  be  asked  to  suffer,  and  sacrifice  more  and 
more,  for  the  sake  of  that  great  end — VICTORY . 

Finally,  what  we  are  working  and  fighting  for? 
President  Roosevelt’s  classic  phrase  “freedom 
from  want”  proclaims  a major  objective.  It  is 
true  that  man  cannot  live  by  bread  alone,  yet 
he  cannot  live  without  bread.  With  man’s 
growing  conquest  of  nature,  we  have  passed 
from  an  age  of  insufficiency  into  an  age  of  abun- 
dance. The  time  is  at  hand  when  every  man,  if 
he  learns  to  live  at  peace  with  his  neighbor,  need 
no  longer  go  through  life  in  poverty.  He  can  be 
well  nourished,  decently  educated,  and  enabled 
to  raise  himself  in  the  scale  of  human  living. 
Here  lies  the  nature  of  our  Civilization,  and  that 
for  which  we  are  working  and  fighting.  It 
seems  to  me  that  we  should  see  this  clearly,  so 
that  it  will  be  an  incentive  for  all  of  us  to  fight 
and  work  harder.  With  man’s  material  and 
social  life  goes  the  right  to  think,  and  worship, 
and  express  his  thoughts,  and  to  act  in  accord- 
ance with  his  conscience — the  character  of  all 
freedom-loving  people.  Victory  will  be  won,  and 
we  shall  share  in  the  success  of  this  common  task 
in  providing  freedom  from  want  when  the  enor- 
mous task  of  destroying  our  enemies  is  com- 
pleted. 

Then  we  shall  pray  better  in  our  hearts 
—“God  bless  America”— America  for  whom  we 
make  sacrifices,  for  whom  we  work,  and  pray, 
and  fight,  and  for  whom  we  give  up  our  sons,  who 
pass  the  ammunition,  till  we  all  are  free. 


PARENTS  LESS  LIABLE  TO  DEATH  FROM 

Parents  are  less  liable  to  death  from  cancer  than 
other  people.  Harold  Dorn  states  (in  Human 
Biology ) that  for  both  men  and  women,  those  who 
marry  and  have  children  are  less  likely  to  die  from 
cancer  than  those  who  remain  single,  but  those  who 
marry  and  have  no  children  have  the  highest  death 
rate  from  cancer. 

While  the  difference  in  the  death  rate  for  men  was 


CANCER 

not  so  marked,  the  mortality  indices  for  married, 
widowed  or  divorced,  and  single  women  for  Eng- 
land and  Wales  were  100,  117,  and  105. 

Statistics  compiled  from  records  in  England, 
Wales,  and  Australia  show  that  childbearing  de- 
creases the  likelihood  of  development  of  breast 
cancer,  but  increases  the  chances  of  cancer  ot  the 
genital  organs  for  woman. — Science  N ews  Letter 
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'"THE  efficacy  of  the  sulfonamides  in  the  treatment 

of  meningococcic  meningitis  is  now  definitely 
established.1-4  Finland  et  al. 6 and  Rammelkamp6 
decided  that  sulfadiazine  is  the  preferred  drug  in 
the  treatment  of  acute  bacterial  meningitis.  Jane- 
way7 suggests  that  in  seriously  ill  patients  the 
initial  dose  of  sulfonamides  be  given  intravenously 
in  the  form  of  the  sodium  salt  and  in  adequate  dos- 
age. All  our  knowledge  of  high  dosage  therapy  with 
high  blood  concentrations  has  come  since  the  intro- 
duction of  sulfadiazine,  principally  because  with 
sulfapyridine  and  sulfathiazole  it  was  impossible  to 
procure  high  levels  because  of  their  severe  toxic  reac- 
tions and  poor  absorption.8  Dick®  reported  a case 
of  subacute  bacterial  endocarditis  in  which  at  the 
start  of  therapy  a single  dose  of  40  Gm.  of  sodium 
sulfadiazine  was  given  intravenously.  The  blood 
level  of  free  sulfadiazine  following  this  injection  was 
89  mg.  per  cent.  Borden  and  Strong,10  in  their 
cases  of  epidemic  meningitis,  gave  an  initial  dose  of 
4 to  5 Gm.  sodium  sulfadiazine  in  100  cc.  distilled 
water  intravenously,  followed  by  2 Gm.  orally  every 
four  hours.  In  addition,  they  used  15  to  30  cc.  of 
polyvalent  antimeningococcic  horse  serum  in  the 
majority  of  their  cases. 

Instead  of  following  the  usual  routine  dosage,  it 
was  decided  to  obtain  a blood  level  of  about  20  mg. 
per  cent  as  quickly  as  possible.  Since  the  con- 
jugated or  acetylated  form  has  little  therapeutic 
activity7  we  are  concerned  with  the  free  form  only. 
Six  grams  of  sodium  sulfadiazine  were  given  intra- 
venously as  an  initial  dose.  Four  hours  later  blood 
level  determinations  were  usually  10-12  mg.  per  cent. 
Additional  doses  were  given  orally  and/or  intra- 
venously. The  desired  level  was  usually  reached 
eight  hours  after  the  initial  dose.  In  the  last  two 
cases  the  initial  dose  given  was  10  Gm.  sodium  sulfa- 
diazine intravenously,  and  the  desired  level  was  ob- 
tained in  four  hours. 


Case  Reports 

(jase  I, R.  W.  W.,  aged  39,  was  admitted  on 

March  7 1943,  with  a history  of  headache,  chills, 
and  “sore  back”  for  the  past  two  days.  Examina- 
tion revealed  positive  Kernig  and  Brudzinski  signs. 
There  was  no  nuchal  rigidity  or  skin  rash.  Spinal 
tap  revealed  cloudy  fluid  under  moderate  pressure 
with  3 plus  globulin;  a negative  reaction  for  sugar; 
a cell  count  of  5,600  per  cu.  mm.  with  98  per  cent 
nolvmorphonuclears;  and  meningococci.  The 
patient  was  given  6 Gm.  of  sodium  sulfadiazine  in- 
travenously and  2 Gm.  of  suffadiazine  by  mouth 
In  the  first  twenty-four  hours  he  received  a total  ol 
24  Gm.,  bringing  the  blood  level  to  16  8 mg  per  cent. 
During  the  next  eight  hours  an  additional  3 5 Gm. 
were  given  orally,  making  a total  of  27.5  Gm.  in 
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thirty-two  hours,  at  which  time  the  blood  level  was 
21.2  mg.  per  cent.  By  this  time  he  was  afebrile  and 
asymptomatic,  and  the  subsequent  course  was  un- 
eventful. 
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Case  2. — S.  S.,  aged  24,  was  admitted  on  March  11,  “ 
1943,  with  history  of  chills  and  headache  of  twelve  ^ 
hours’  duration.  Examination  revealed  a maculo-  e 
papular  rash  with  a few  scattered  petechiae.  There 
was  no  nuchal  rigidity  and  no  Kernig  or  Brudzinski  * 
signs.  Lumbar  puncture  revealed  a clear  fluid  jj 
under  normal  pressure,  a white  cell  count  of  47  * 


per  cu.  mm.,  a negative  reaction  for  globulin,  a P 
positive  one  for  sugar,  and  no  organisms.  Twenty-  8 
two  hours  after  admission  the  picture  changed.  c 
Many  petechiae  appeared,  and  there  was  nuchal  8 
rigidity.  Spinal  tap  revealed  cloudy  fluid  under  8 
pressure,  a positive  reaction  for  globulin,  a trace  of  1 
sugar,  a cell  count  of  6,720  per  cu.  mm.,  and  many  ! 
meningococci.  The  patient  was  given  6 Gm.  of  ^ 
sodium  sulfadiazine  intravenously,  and  a level  of  13.4  8 
mg.  per  cent  was  obtained  in  four  hours.  During 
the  next  twenty-four  hours  13  Gm.  of  sulfadiazine  1 
were  given  by  mouth.  The  blood  level  reached  20  8 
mg.  per  cent.  By  this  time  he  was  afebrile.  He  : 
made  an  uneventful  recovery. 

Case  3. — M.  S.,  Jr.,  aged  22,  was  admitted  on 
March  13,  1943,  in  semicoma.  His  comrade  stated, 
“He  seemed  well  when  he  retired  but  awoke  during  j 
the  night  with  severe  headache,  chills,  and  vomit- 
ing.” Examination  revealed  a very  widespread 
petechial  rash  all  over  his  body,  with  ecchymotic  ] 
areas  over  both  legs,  no  nuchal  rigidity,  no  Kernig  j 
and  no  Brudzinski  signs.  In  his  lucid  moments  the  j 
patient  complained  of  severe  abdominal  pain. 
The  abdomen  was  moderately  distended  and  very  , 
tender.  It  was  believed  that  he  had  peritoneal  irrita-  : 
tion  from  petechiae  and  possibly  some  abdominal  1 
hemorrhage.  Waterhouse-Friderichsen  syndrome  1 
was  considered  at  the  time.  Spinal  tap  showed  5 : 
cells  per  cu.  mm.,  sugar,  and  no  globulin.  Repeated  1 
lumbar  punctures  remained  negative  throughout  the 
illness.  A direct  blood  smear  revealed  diplococci, 
and  a blood  culture  was  positive  for  meningococci  ; 
in  twenty  hours.  The  patient  was  given  6 Gm.  of 
sodium  sulfadiazine  intravenously  and  at  the  same 
time  4 Gm.  of  sulfadiazine  by  mouth.  In  four  hours 
the  blood  level  was  9.7  mg.  per  cent  and  four  hours 
later  it  was  24.3  mg.  per  cent.  On  March  14  he 
developed  bilateral  bronchopneumonia,  as  shown  by 
x-ray.  That  day  he  went  into  partial  shock.  His 
blood  pressure  was  78/48  and  we  were  of  the  opin- 
ion that  he  had  had  an  adrenal  hemorrhage.  On 
March  15  his  blood  urea  nitrogen  was  47,  and  he  de- 
veloped a marked  oliguria.  Three  citrated  whole 
blood  transfusions  were  given.  There  was  gradual 
improvement,  but  he  developed  gangrene  of  the  tips 
of  four  toes  on  each  foot.  These  gangrenous  areas 
gradually  became  demarcated  and  sloughed  off, 
and  the  patient  finally  recovered. 

Case  J+. — C.  M.  J.,  aged  32,  was  admitted  on 
March  14,  1943,  with  a history  of  “splitting”  head- 
ache, malaise,  vomiting,  and  confusion  just  prior  to 
admission.  Examination  revealed  petechiae  on  the 
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upper  abdomen,  chest,  and  neck.  There  was  defi- 
nite nuchal  rigidity  but  no  Kernig  sign.  Lumbar 
puncture  revealed  cloudy  fluid  under  pressure, 

I, 950  white  cells  per  cu.  mm.,  meningococci,  no 
sugar,  and  globulin.  In  twelve  hours  13.5  Gm.  of 
sodium  sulfadiazine  were  given  intravenously, 
and  the  blood  level  was  20.9  mg.  per  cent.  Because 
of  severe  headache,  the  spinal  tap  was  repeated 
and  a level  of  14.6  mg.  per  cent  was  found  in  the 
spinal  fluid.  Twenty-four  hours  after  the  initial 
dose  of  sulfonamide,  the  patient  developed  frank 
hematuria,  but  the  temperature  was  normal.  How- 
ever, sulfadiazine  therapy  was  continued  and  a 
blood  level  of  13-15  mg.  per  cent  was  maintained. 
The  urine  gradually  cleared  and  recovery  was  un- 
eventful. 

Case  5. — C.  F.  J.,  aged  43,  was  admitted  on  March 
15,  1943,  with  a history  of  severe  headaches  for 
two  days,  followed  by  chills,  fever,  and  vomiting. 
Examination  revealed  definite  nuchal  rigidity  and  a 
positive  Kernig  sign.  The  patient  was  fully  con- 
scious and  alert.  Spinal  tap  revealed  a cloudy  fluid 
containing  5,750  white  cells  per  cu.  mm.,  no  sugar, 
globulin,  and  many  meningococci.  Six  grams  of 
sodium  sulfadiazine  were  given  intravenously. 
In  sixteen  hours  a total  of  20  Gm.  (14  Gm.  orally) 
were  given  and  the  blood  level  was  24.6  mg.  per  cent. 
Twenty-four  hours  after  admission  he  was  afebrile 
and  asymptomatic.  Recovery  was  uneventful. 

Case  6. — W.  L.  S.,  aged  32,  was  admitted  on 
March  17,  1943,  in  a stuporous  and  very  restless 
state,  with  onset  of  severe  headache  and  malaise 
about  thirty  hours  before  admission.  Examination 
showed  questionable  neck  rigidity  but  positive 
Kernig  and  Brudzinski  signs.  Spinal  tap  revealed 
markedly  cloudy  fluid,  15,000  white  cells  per  cu.  mm., 
globulin,  and  meningococci.  Within  six  hours  10 
Gm.  of  sodium  sulfadiazine  were  given  intrave- 
nously in  three  doses  and  a blood  level  of  15.3  mg. 
per  cent  was  obtained.  The  patient  developed 
frank  hematuria,  but  he  became  afebrile  in  twenty- 
four  hours  and  made  an  uneventful  recovery  with  no 
further  sulfonamide  therapy. 

Case  7. — F.  J.  S.,  aged  25,  was  admitted  on  March 
25,  1943,  with  a history  of  nausea,  vomiting,  and 
headache  of  eighteen  hours’  duration.  Examination 
at  this  time  was  entirely  negative.  The  following 
morning  the  patient  had  projectile  vomiting  and 
severe  headache  but  no  neck  rigidity.  Spinal  tap 
revealed  cloudy  fluid  under  pressure,  a cell  count  of 

II, 500  per  cu.  mm,,  and  meningococci.  Six  grams  of 
sodium  sulfadiazine  were  given  intravenously. 
Three  hours  later  the  blood  level  was  12.2  mg.  per 
cent.  Three  grams  of  sodium  sulfadiazine  were 
given  intravenously  every  four  hours  for  three  doses. 
The  highest  level  obtained  was  17.3  mg.  per  cent. 
The  patient  became  afebrile  in  twenty-four  hours 
and  his  recovery  was  uneventful. 

Case  8. — S.  T.  P.,  aged  22,  was  admitted  on 
April  15,  1943,  with  a history  of  vomiting,  severe 
headache,  and  malaise  of  twenty-four  hours’  dura- 
tion. He  was  drowsy,  had  nuchal  rigidity,  and  posi- 
tive Kernig  and  Brudzinski  signs.  Lumbar  punc- 
ture revealed  12,400  cells  per  cu.  mm.,  and  sugar, 
globulin,  and  meningococci.  Six  grams  of  sodium 
sulfadiazine  were  given  intravenously,  followed  by 
4 Gm.  intravenously  in  four  hours.  The  maximum 
blood  level  obtained  was  22.5  mg.  per  cent  eight 
hours  after  the  initial  dose.  Nineteen  hours  after 
admission  the  patient  was  afebrile  and  asympto- 
matic. His  recovery  was  uneventful. 

Case  9. — J.  P.  P.,  aged  20,  was  admitted  on 
April  25,  1943,  with  a history  of  infection  of  the 


upper  respiratory  tract  and  sudden  onset  of  chills, 
fever,  and  severe  diffuse  headache.  The  patient 
was  drowsy  and  had  moderate  nuchal  rigidity,  with 
positive  Kernig  and  Brudzinski  si^ns.  A spinal  tap 
revealed  102  cells  per  cu.  mm.,  with  the  presence  of 
sugar  and  globulin.  No  organisms  were  found. 
A second  lumbar  puncture  twelve  hours  after  ad- 
mission showed  700  cells  per  cu.  mm.,  with  98  per 
cent  polymorphonuclears.  Again  no  organisms 
were  found.  Six  grams  of  sodium  sulfadiazine  were 
given  intravenously  on  Admission.  Four  hours 
later  a second  dose  of  4 Gm.  was  given  intravenously. 
The  second  blood  level  taken  eight  hours  after  the 
initial  dose  was  28  mg.  per  cent.  In  twenty-four 
hours  the  patient  was  afebrile  and  made  an  unevent- 
ful recovery. 

Case  10. — E.  P.  P.,  aged  25,  was  admitted  on  April 
26,  1943,  with  a history  of  headache  and  vomiting 
for  two  days.  Spinal  tap  revealed  3,000  cells  per  cu. 
mm.,  meningococci,  no  sugar,  and  globulin.  Six 
grams  of  sodium  sulfadiazine  were  given  intra- 
venously together  with  4 Gm.  of  sulfadiazine  by 
mouth.  Four  hours  later  the  blood  level  was  16.7 
mg.  per  cent.  Eight  hours  after  the  initial  dose,  the 
blood  level  was  20  mg.  per  cent.  One  gram  of  sulfa- 
diazine was  then  given  by  mouth  every  four  hours. 
In  twenty-four  hours,  the  patient  was  afebrile  and 
remained  so  for  six  days.  In  the  meantime  the 
sulfadiazine  was  discontinued.  On  the  seventh 
day  he  developed  a temperature  of  101  F.  and  com- 
plained of  headache.  A spinal  tap  revealed  100  cells 
per  cu.  mm.,  and  sulfadiazine  therapy  by  mouth 
was  again  instituted.  His  temperature  became 
normal  in  twenty-four  hours  and  he  made  an  un- 
eventful recovery. 

Case  11. — D.  E.  G.,  aged  31,  was  admitted  on 
April  26,  1943,  with  a history  of  chills,  fever,  and 
headache  of  one  day’s  duration.  The  patient  was 
drowsy  and  confused.  He  had  nuchal  rigidity,  a 
positive  Kernig  sign,  and  generalized  purpuric  rash. 
Lumbar  puncture  revealed  18,000  cells  per  cu. 
mm.  with  98  per  cent  polymorphonuclears,  and 
meningogocci,  and  was  negative  for  sugar  and  posi- 
tive for  globulin.  One  dose  of  10  Gm.  of  sodium 
sulfadiazine  was  given  intravenously.  Four  hours 
later  the  blood  level  was  21  mg.  per  cent.  Eight 
hours  after  admission  he  was  afebrile  and  his  sen- 
sorium  was  clear.  He  made  an  uneventful  recovery 
with  only  the  10  Gm.  of  sodium  sulfadiazine  given  on 
admission. 

Case  12. — G.  L.  B.,  aged  37,  was  admitted  on 
April  28,  1943,  with  a history  of  severe  occipital 
headache,  chills,  fever,  nausea,  and  vomiting  of 
one  day’s  duration.  There  was  a purpuric  rash  all 
over  the  body,  nuchal  rigidity,  and  positive  Kernig 
and  Brudzinski  signs.  Lumbar  puncture  revealed 
270  cells  per  cu.  mm.,  98  per  cent  polymorphonu- 
clears, and  meningococci.  It  was  negative  for  sugar 
and  positive  for  globulin.  A single  dose  of  10  Gm. 
of  sodium  sulfadiazine  was  given  intravenously  on 
admission.  Four  hours  later  the  blood  level  was 
41.6  mg.  per  cent.  Eight  hours  after  the  initial 
dose  the  blood  level  was  34  mg.  per  cent,  and  an- 
other blood  level  taken  twenty-four  hours  after  the 
first  dose  revealed  10.2  mg.  per  cent.  The  patient 
had  not  been  given  any  additional  sulfadiazine.  Be- 
cause of  severe  headache,  lumbar  puncture  was 
repeated  twenty-four  hours  after  admission.  The 
spinal  fluid  showed  19,600  cells  per  cu.  mm.,  with 
99  per  cent  polymorphonuclears,  and  many  men- 
ingococci. It  was  then  that  the  drug  was  resumed. 
He  was  given  2 Gm.  of  sulfadiazine  every  four  hours 
by  mouth.  Forty-eight  hours  after  admission  he 
was  afebrile  and  made  an  uneventful  recovery. 
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Comment 

Each  patient  had  a blood  culture  and  blood  count 
on  admission.  The  total  number  of  white  cells  per 
cubic  millimeter  ranged  from  20,000  to  40,000,  with 
80  to  90  per  cent  polymorphonuclears  and  a marked 
shift  to  the  left.  Blood  counts  were  repeated  at 
frequent  intervals.  No  blood  complications  were 
encountered. 

All  urine  passed  by  each  patient  was  examined. 
If  the  patient  failed  to  void  within  any  six-hour 
period,  catheterization  was  performed  to  rule  out 
anuria.  Fluid  intake  and  output  were  charted. 
Every  patient  received  intravenous  infusions  of  5 
per  cent  glucose  and/or  normal  saline. 

All  patients  on  admission  had  a temperature  of 
103  to  104  F.  Seven  of  the  12  patients  became  afe- 
brile within  twenty-four  hours  after  sulfadiazine 
therapy  was  instituted.  Of  the  remaining  5 pa- 
tients, 4 returned  to  normal  within  forty-eight  hours. 
No  controls  were  used;  therefore  we  are  unable  to 
state  what  results  might  have  been  obtained  had 
smaller  doses  been  given. 

The  patient  in  Case  3 was  the  only  one  with  severe 
complications  resulting  from  the  massive  petechial 
hemorrhages,  the  bronchopneumonia,  the  possible 
adrenal  hemorrhage,  and  the  gangrene  of  the  toes. 
His  blood  became  bacteria-free  in  twenty-four 
hours.  His  case  never  developed  into  true  menin- 
gitis and  is  considered  a case  of  purpura  fulminans. 

The  patient  in  Case  1 1 was  given  10  Gm.  of  the 
drug  intravenously  on  admission.  Despite  the  fact 
that  he  had  a spinal  fluid  cell  count  of  18,000  per  cu. 
mm.,  he  became  afebrile  in  eight  hours.  He  re- 
ceived no  further  therapy  and  made  an  uneventful 
recovery. 

The  last  2 patients,  Cases  11  and  12,  were  both 
of  about  the  same  weight  and  height.  Neither  was 
dehydrated.  Each  was  given  an  equal  amount  of 
the  drug  (10  Gm.)  and  in  four  hours  the  one  showed 


a blood  level  of  21  mg.  per  cent,  and  the  other 
mg.  per  cent.  This  bears  out  the  statement  th 
“two  patients  receiving  the  same  dose  of  the  sai 
drug  may  show  widely  different  blood  levels.”11 

It  is  our  belief  that  massive  doses  of  sulfadiazi 
are  indicated  in  the  treatment  of  meningococc 
meningitis.  Attention  is  directed  to  the  speed  wi! 
which  clinical  recovery  took  place. 

Summary 

1.  Twelve  consecutive  cases  of  meningococc 
meningitis,  which  were  treated  with  sodium  sulf 
diazine  and  sulfadiazine,  are  reported,  with  rap 
cure  and  no  mortality. 

2.  Emphasis  is  placed  on  obtaining  a blood  lev 
of  about  20  mg.  per  cent  rather  than  on  any  specil 
dosage. 

3.  Seven  patients  were  asymptomatic  and  af 
brile  within  twenty-four  hours,  4 patients  with 
forty-eight  hours. 

4.  One  patient  (Case  3)  had  a stormy  course; 
patients  showed  a transitory  hematuria.  No  othl 
complications  were  encountered. 
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WRITTEN  EXAMINATIONS  FOR  CANDIDATES  IN  OBSTETRICSS  AND  GYNECOLOGY 


The  American  Board  of  Obstetrics  and  Gyne- 
cology announces  that  the  next  written  examination 
and  review  of  case  histories  (Part  I)  for  all  candi- 
dates will  be  held  in  various  cities  of  the  United 
States  and  Canada  on  Saturday,  February  12,  1944, 
at  2:00  p.m.  Candidates  who  successfully  com- 
plete the  Part  I examination  proceed  automatically 
to  the  Part  II  examination  held  later  in  the 
year. 

All  applications  must  be  in  the  office  of  the  Secre- 
tary by  November  15, 1943. 

All  candidates  are  now  required  to  have  been  out 
of  medical  school  not  less  than  eight  years,  and  in 
that  time  to  have  completed  an  approved  one-year 
internship  and  at  least  three  years  of  approved  spe- 
cial formal  training,  or  its  equivalent,  in  the  seven 
years  following  the  intern  year.  This  Board’s 
requirements  for  internships  and  special  training 
are  similar  to  those  of  the  American  Medical  Asso- 
ciation, since  the  Board  and  the  A.  M.  A.  are  at 


present  cooperating  in  a survey  of  acceptable  ir. 
stitutions.  At  the  last  Board  meeting  in  Maj 
1943,  it  was  decided  to  give  special  credit  for  cei 
tain  types  of  military  service.  All  candidate 
must  be  full  citizens  of  the  United  States  or  Canad 
before  being  eligible  for  admission  to  examinations 

All  candidates  will  be  required  to  take  the  Part 
examination,  which  consists  of  a written  examina 
tion  and  the  submission  of  twenty-five  (25)  cas 
history  abstracts,  and  the  Part  II  examinatioi 
(oral-clinical  and  pathology  examination).  Th 
Part  I examination  will  be  arranged  so  that  th- 
candidate  may  take  it  at  or  near  his  place  of  resi 
dence,  while  the  Part  II  examination  will  be  helt 
late  in  May,  1944,  in  that  city  nearest  to  the  larges 
group  of  candidates.  Time  and  place  of  this  ex 
amination  will  be  announced  later. 

For  further  information  and  application  blanks 
address  Dr.  Paul  Titus,  Secretary,  1015  Highlam 
Building,  Pittsburgh  (6),  Pennsylvania. 
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Medicine  and  the  War 


Rehabilitation  Advisory  Council  Appointed 


APPOINTMENT  of  a National  Rehabilitation 
Advisory  Council  was  announced  on  October 
9 by  Federal  Security  Administrator  Paul  V.  Mc- 
Nutt. 

The  new  Council,  made  up  of  twenty  outstand- 
ing . leaders  in  training  for  the  handicapped,  will, 
he  stated,  advise  the  Office  of  Vocational  Rehabili- 
ation,  recently  established  in  the  Federal  Se- 
curity Agency  in  connection  with  the  expanded 
Federal-State  program  of  rehabilitation  for  the 
handicapped.  Administrator  McNutt  pointed  out 
that  as  a wartime  measure  an  additional  concern  is 
to  enable  handicapped  men  and  women  to  work  in 
war  industry. 

Approximately  a million  and  a half  persons  may 
be  eligible  for  rehabilitation  under  the  program, 
according  to  an  estimate  presented  to  the  Advisory 
Council  at  its  first  meeting,  held  on  October  8. 
Rehabilitation  programs  to  which  the  Federal 
Government  makes  grants  are  already  in  operation 
in  all  the  States,  Hawaii,  Alaska,  and  Puerto  Rico; 
it  is  anticipated  that  participation  in  the  expanded 
program  will  be  equally  nation-wide. 

At  the  first  meeting  of  the  Council,  Mr.  McNutt 
stressed  the  importance  of  developing  more  effective 
means  of  meeting  the  needs  of  the  physically  handi- 
capped, and  in  particular  of  building  up  a good  pro- 
gram for  physical  restoration  in  cases  of  remediable 
defects. 

“This  is  a decided  expansion  as  far  as  Federal 
support  is  concerned,  and  in  most  States  will  repre- 
sent a substantial  change  in  emphasis,”  he  said. 
“The  program  should  go  far  toward  helping  the 
handicapped  to  become  self-supporting — taxpayers 
instead  of  tax-consumers — and  to  prepare  them- 
selves for  taking  part  in  the  nation’s  war  effort.” 
The  Council  discussed  basic  plans,  policies,  and 
regulations  implementing  the  new  program.  These 
proposals  were  presented  by  Michael  J.  Shortley, 
Director  of  the  Office  of  Vocational  Rehabilitation, 
and  John  A.  Kratz,  Associate  Director. 

The  current  expansion  in  this  field  is  the  result 
of  the  Barden-LaFollette  Act,  passed  in  July.  This 
law,  which  substantially  strengthens  and  extends 
earlier  legislation,  provides  Federal  aid  to  State- 
administered  vocational  rehabilitation  programs  for 
remedial  treatment  of  physical  handicaps,  as  well 
as  for  job  training.  The  Federal  contribution  to 
States  with  approved  plans  covers  State  adminis- 
trative expenses  for  the  program,  the  entire  cost 
of  rehabilitation  in  the  case  of  certain  war-disabled 
civilians,  and  half  the  cost  for  other  persons.  State 
Boards  of  Vocational  Education  are  designated  as 
the  agencies  for  the  administration,  supervision, 
and  control  of  State  programs  for  vocational  re- 
habilitation, with  the  exception  that  administration 
of  rehabilitation  for  the  adult  blind  is  committed 


to  State  Blind  Commissions  or  similar  agencies  y 
when  such  bodies  have  the  necessary  authority  under  I 
State  law. 

This  program  for  the  rehabilitation  of  civilians  I 
serves  to  round  out  Federal  provisions  for  the  i 
handicapped,  providing  care  for  those  not  included  I 
in  the  Veterans  Administration  program,  recently  II 
authorized  by  Congress,  for  vocational  rehabilita-  I 
tion  at  Federal  expense  for  discharged  veterans  of  - 
the  present  war  who  have  handicaps  incurred  while  (J 
in  service. 

Members  of  the  Rehabilitation  Advisory  Council  I ^ 
include  representatives  of  various  fields — corrective  I / 
surgery,  physiotherapy,  occupational  therapy,  psy- 
chiatry, guidance  and  welfare  agencies,  education,  l 
labor,  management — State  Directors  of  Vocational  I ' 
Rehabilitation,  and  agencies  concerned  with  such  I 
conditions  as  blindness,  tuberculosis,  and  hearing 
defects.  They  are:  Claud  M.  Andrews,  president,  j 
National  Rehabilitation  Association,  Tallahassee, 
Fla.;  Dr.  Roma  Cheek,  executive  secretary,  Com- 
mission for  the  Blind,  Raleigh,  N.C.;  Dr.  A.  W. 
Dent,  president,  Dillard  University,  New  Orleans, 

La. ; Dr.  Kendall  Emerson,  managing  director, 
National  Tuberculosis  Association,  New  York, 
N.Y.;  W.  F.  Faulkes,  chairman,  State  Rehabilita- 
tion Advisory  Council,  Madison,  Wis.;  Dr.  M.  E.  L 
Frampton,  New  York  Institute  for  the  Instruction  \\ 
of  the  Blind,  New  York,  N.Y.;  Miss  Bell  Greve,  ^ 
executive  secretary,  Cleveland  Association  for  the 
Crippled  and  Disabled,  Cleveland,  Ohio;  Stan- 
wood  L.  Hanson,  assistant  vice-president,  Liberty  - 
Mutual  Insurance  Company,  Boston,  Mass.;  Jay 
Hormel,  president,  George  A.  Hormel  and  Com- 
pany, Austin,  Minn.;  E.  Jay  Howenstine,  execu- 
tive secretary,  National  Society  for  Crippled 
Children,  Elyria,  Ohio;  Monsignor  John  O’Grady, 
secretary,  National  Conference  of  Catholic  Chari- 
ties, Washington,  D.C.;  Howard  Russell,  director, 
American  Public  Welfare  Association,  Chicago,  111. ; 
Colonel  John  N.  Smith,  Jr.,  director,  Institute  for  1 
the  Crippled  and  Disabled,  New  York,  N.Y.;  Dr. 
George  S.  Stevenson,  Council  on  Rehabilitation,.  *> 
American  Psychiatric  Association,  New  York,  N.Y.;  \ 

Dr.  George  D.  Stoddard,  State  Commissioner  of  j 
Education,  Albany,  N.Y.;  Miss  Marjorie  Taylor,  1 l 
first  vice-president,  National  Occupational  Therapy 
Association,  Curative  Workshop,  Milwaukee,  Wis.; 
Frank  G.  Thompson,  director,  State  Department  < 
of  Registration,  and  Education,  Springfield,  111.; 

Dr.  Philip  Wilson,  New  York  Society  for  Relief  of  1 
the  Ruptured  and  Crippled,  New  York,  N.Y.;  i 
Miss  Catherine  Worthingham,  president,  American 
Association  of  Physiotherapy,  Leland  Stanford 
University,  Palo  Alto,  Calif. ; and  Miss  Betty 
Wright,  American  Society  for  the  Hard  of  Hearing, 
Washington,  D.C. 


Services  Require  7 

TO  INSURE  “even  minimal  care”  of  men  wounded 
in  battle  to  the  end  of  the  year,  the  Army  and 
Navy  require  an  additional  7,000  doctors  and  600 
dentists,  according  to  a report  on  medical  personnel 
in  the  armed  services. 

Despite  every  effort  to  keep  requirements  to  an 


,000  More  Doctors 

absolute  minimum,  both  services  now  lack  an  ade- 
quate supply  of  civilian  physicians. 

Adequate  preparation  for  battle  emergencies 
results,  at  times,  in  an  apparent  oversupply  of 
physicians  to  the  armed  services,  but  this  is  ex- 

[Continued  on  page  2216] 
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— and  her  same  Cream  Farina,  too 


JUST  about  a year  after  Mr.  J.  K.  Polk  had 
been  inaugurated  as  President  of  the 
United  States,  Heckers’  Cream  Farina  began 
its  career. 

The  general  practitioners  of  that  day  found 
out  very  soon  how  easily  digestible,  and  how 
nourishing,  it  was.  They  approved  it.  And 
in  no  time,  Heckers’  Cream  Farina  was 
known  as  a first  solid  food  for  babies. 

Modern  babies  love  it  just  as  much  as  their 
grandparents  did.  But  there’s  this  difference 
— it’s  even  better  for  f 

babies  nowadays,  HECKERS  CreSItt 

Snric&ed  FARINA 


Bi,  niacin  and  nutritional  iron.  It’s  the  same  de- 
licious heart  of  the  wheat — with  the  scientific 
improvements  favored  by  modern  dietitians. 

Next  on  the  child’s  menu — H-O  OATS 

It's  only  a step  from  the  easily  assimilated  Cream  Farina 
to  the  body-building  proteins  of  H-0  Oats,  and  it  is  a 
step  most  children  are  glad 
to  take . Because  H-0  Oats 
are  not  only  nourishing,  they 
have  a special  pan-toasted 
flavor  that  children  like  and 
go  for. 


because  it’s  en- 
riched with  Vitamin 


A PRODUCT  OF  THE  BEST  FOODS,  INC. 
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[Continued  from  page  2214] 

plained  by  Maj.  Gen.  Norman  Kirk,  Army  Surgeon 
General,  as  a necessity  due  to  the  exigencies  of 
war. 

Because,  as  pointed  out  in  the  report,  reserves  must 
be  on  hand  for  emergencies  or  for  expanded  opera- 
tions, there  must  also  be  a preorganization  of 
hospitals  against  the  need  to  set  up  such  establish- 
ments on  foreign  soil. 


Many  newly  commissioned  medical  officers  get  a 
nine-week  indoctrination  course  in  tropical  and  [ 
naval  medicine  subjects  which  are  not  adequately 
covered  in  civilian  medical  institutions.  Con- 
sideration also  is  given  to  the  diseases  common  in 
war  regions. 

On  completion  of  this  course  doctors  are  assigned  i ; 
to  general  duty  or  may  volunteer  for  work  such  as 
in  aviation  or  submarines  or  with  paratroopers. 


Medical  Education  Facilities  Meet  Wartime  Needs 


THAT  the  medical  education  facilities  of  the 
United  States  are  fully  meeting  the  wartime 
demands  being  placed  on  them  is  revealed  in  the 
forty-third  annual  presentation  of  educational  data 
by  the  Council  on  Medical  Education  and  Hos- 
pitals of  the  American  Medical  Association,  pub- 
lished in  the  August  14  issue  of  the  Journal  of  the 
Association. 

The  report  says  that  the  accelerated  medical 
education  program  and  increased  enrollments  in 
medical  schools  “are  now  producing  excellently 
trained  medical  graduates  for  military  and  civilian 
needs  in  numbers  far  exceeding  the  production  of 
doctors  at  any  other  time  in  the  history  of  this 
country ” 

Not  only  are  the  medical  schools  of  the  nation 
properly  handling  the  increased  enrollments,  but 
improvements  in  curriculum  also  are  being  in- 
augurated. “Practically  all  schools,”  the  report 
says,  “report  that,  while  the  basic  medical  curric- 
ulum remains  essentially  unchanged,  subjects  of 
war  significance  are  being  stressed  or  have  been 
added.  The  most  commonly  mentioned  subjects 
in  this  category  are  tropical  medicine  and  parasitol- 
ogy, first  aid,  shock  and  blood  substitutes,  burns 
and  war  wounds,  venereal  diseases,  aviation  physi- 
ology and  medicine,  industrial  medicine,  public 
health,  chemical  warfare,  military  medicine,  and 
chemotherapy. 

“Two  generalizations  may  be  made  from  scanning 
this  fist:  First,  the  subjects  are  not  limited  to 
clinical  topics  of  a purely  ‘practical’  nature  but 
involve  as  well  material  of  basic  scientific  im- 
portance. Second,  many  of  these  subjects  will 
continue  to  be  of  great  medical  importance  after 
the  war,  so  that  these  wartime  additions  to  the 
curriculum  are  not  simply  necessary  educational 
concessions  to  an  emergency  but  will  probably  con- 
tinue to  justify  their  inclusion  in  our  educational 

programs  after  the  war ” 

The  increased  demands  on  medical  schools  are 
being  met  by  faculties  seriously  depleted  by  the 
numbers  who  have  entered  the  armed  forces.  Up 
to  July  1,  1943,  the  seventy-six  medical  schools  and 
schools  of  basic  medical  sciences  in  the  United 
States  had  contributed  5,637  faculty  members  to 
the  armed  forces. 

It  is  pointed  out  that  at  present  virtually  all 
medical  schools  in  the  United  States  are  operating 
on  an  accelerated  program,  admitting  a new  class 
approximately  every  nine  months  and  condensing 
the  traditional  four  academic  years  of  the  medical 
curriculum  into  three  calendar  years  by  omitting 
summer  vacations,  without  a reduction  in  total 
classroom,  laboratory,  and  clinic  hours.  The 
report  states  that  there  are  now  sixty-six  approved 
medical  schools  in  the  United  States.  Between 
July  1,  1942,  and  the  opening  of  the  first  aca- 
demic session  commencing  in  1943,  varying  in 
different  schools  anywhere  from  January  to  July, 
there  were  5,223  graduates.  To  this  figure  may  be 


added  the  estimated  10,889  students  who  will  ' 
graduate  between  the  time  of  the  opening  of  the  i 
first  academic  session  in  1943  and  January,  1945.  ! 
This  will  be  an  average  of  6,445  graduates  per  j 
calendar  year,  which  far  exceeds  the  number  ever  i 
graduated  from  schools  in  the  United  States,  even  I 
at  the  time  when  one  hundred  and  sixty  schools  I 
were  operating,  in  1905.  “This  figure,”  the  report  1 
says,  “is  a conservative  expression  of  the  proba-  i 
bihties,  since  there  will  probably  be  an  additional 
4,500  graduates  in  the  first  six  months  after  January  1,  1 
1945,  totaling  over  20,000  graduates  in  a period  of  i 
exactly  three  years  from  July  1,  1942,  to  July  1,  i 
1945,  or  nearly  7,000  a year ” 

Throughout  the  country  freshman  classes  will  | 
enter  one  or  more  medical  schools  during  every  j 
month  from  September,  1943,  to  January,  1945,  ! 
with  the  sole  exception  of  the  month  of  December,  : 
1944.  Dates  of  graduation  will  also  be  staggered 
throughout  these  months,  with  most  of  the  students 
graduating  in  the  months  of  December,  1943,  and 
September,  1944,  although  some  students  will  com- 
plete their  work  and  be  available  for  internships  ! 
in  every  month  of  this  period  with  the  exception 
the  months  of  September,  1943,  May,  and  Novem- 
ber, 1944,  and  January,  1945.  In  this  connection 
the  report  points  out  that  students  in  all  states  of  I 
the  Union  as  well  as  the  District  of  Columbia, 
Alaska,  Hawaii,  and  Puerto  Rico  have  now  ad- 
justed their  licensure  legislation  or  practices  so  i 
that  graduates  under  the  accelerated  medical  | 
program  will  be  eligible  for  admission  to  licensure,  , 
at  least  for  the  duration  of  the  emergency. 

In  the  seventy-six  approved  medical  schools  and 
schools  of  the  basic  medical  sciences  in  the  United 
States  there  were  in  the  academic  year  ending  j 
with  the  admission  of  the  first  class  in  1943,22,631 
students  studying  medicine,  an  increase  of  600, 
or  2.7  per  cent  above  the  preceding  academic 
session.  The  enrollment  increase  in  Canadian 
schools  was  2.0  per  cent.  In  addition  there  were  | 
566  fifth-year  students  in  schools  of  the  United 
States,  plus  403  fifth-year  and  219  sixth-year  stu- 
dents in  Canada. 

Regarding  internships  in  civilian  hospitals  ap- 
proved for  intern  training,  the  report  points  out 
that  in  January,  1943,  these  institutions  could 
accommodate  7,959  interns,  whereas  only  5,567 
actually  were  on  duty,  a shortage  of  2,392  interns. 

It  is  emphasized  that  in  the  face  of  this  shortage 
it  is  becoming  increasingly  important  that  hos- 
pitals cooperate  in  maintaining  an  equitable  dis- 
tribution of  interns  by  limiting  appointments  to 
actual  minimum  needs.  A shortage  is  also  re- 
ported in  the  numbers  available  for  residencies, 
assistant  residencies,  and  fellowships. 

In  an  editorial  on  medical  education  in  wartime, 
appearing  in  the  same  issue  of  the  Journal,  it  is 
pointed  out  that  “It  is  encouraging  to  note  that 
the  stress  of  the  accelerated  program  has  not  pre- 
[Continued  on  page  2218] 
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vented  depleted  faculties  from  a critical  scrutiny  of 
past  performance  and  planning  for  means  to  im- 
prove the  presentation  of  that  most  complex  of  sub- 
jects, man,  in  health  and  in  disease. 

“Problems  of  postwar  adjustments  in  medicine 
deserve  inclusion  in  the  undergraduate  curriculum 
of  more  schools.  How,  if  at  all,  is  the  practice  of 
medicine  likely  to  be  different  from  that  of  the 
past?  How  may  we  arrive  at  a sound  evaluation  of 
the  innumerable  plans  and  proposed  laws  for  im- 
proved medical  care  projected  by  lay  and  medical 
groups?  These  and  related  questions  are  being 
asked  by  medical  students  everywhere.  A knowl- 
edge of  the  facts  and  analysis  of  the  factors,  forces, 
and  mechanisms  at  work,  and  the  application  of 
the  searching  scientific  spirit  which  is  the  foundation 
of  medical  education,  may  lead  more  promptly  to 
workable  and  acceptable  methods.” 

In  another  editorial  on  premedical  education,  the 
Journal  says: 

“Acceleration  in  medical  schools  does  not  in- 
volve any  basic  change  except  the  elimination  of 
the  long  summer  vacations.  A significant  increase 
in  weekly  work  by  the  student  is  not  required. 
The  premedical  programs,  however,  shorten  the 
program  mainly  by  a weekly  increase  in  the  quan- 
tity of  work  carried  by  the  student 

“Whether  or  not  students  will  be  able  to  carry 
this  heavy  load  remains  to  be  seen.  These  students 
will,  however,  be  free  from  financial  worries  and 
the  necessity  for  outside  employment.  They  will 
receive  medical  care,  and  more  attention  will  be 
paid  to  the  students’  physical  condition. 

“The  results  of  this  experiment  in  concentrated 

American-Soviet  Scientific 

PROMINENT  scientists  participated  in  a scien- 
tific congress  on  the  occasion  of  the  tenth  anni- 
versary of  American-Soviet  diplomatic  relations, 
which  was  celebrated  with  a three-day  meeting  on 
November  6,  7,  and  8 at  the  Hotel  New  Yorker 
and  Madison  Square  Garden  under  the  auspices  of 
the  National  Council  of  American-Soviet  Friend- 
ship. 

The  scientific  meetings  opened  in  New  York  City, 
November  6,  with  a large  public  session  on  planning 
and  postwar  reconstruction  in  the  U.S.A.  and  the 
U.S.S.R.  On  Sunday,  November  7,  panels  were 
held  on  Soviet  science  and  technology  and  on  public 
health  and  wartime  medicine  in  the  U.S.S.R.,  the 
latter  panel  under  the  auspices  of  the  American- 
Soviet  Medical  Society. 

The  scientific  congress,  sponsored  by  leading 
scientists  throughout  the  country,  had  as  its  honor- 
ary chairmen:  Prof.  Walter  B.  Cannon,  of  Harvard 
University;  Prof.  Ernest  O.  Lawrence,  of  the  Uni- 
versity of  California,  Nobel  Prize  winner  and 
developer  of  the  cyclotron;  and  Prof.  Gilbert  N. 
Lewis,  dean  of  the  College  of  Chemistry  at  the 
University  of  California. 

Among  those  who  accepted  invitations  to  speak 
were  Prof.  L.  C.  Dunn,  executive  officer  of  the 
Zoology  Department  at  Columbia  University, 
who  addressed  the  Science  and  Technology  panel 
on  “Russian  Research  in  the  Biological  Sciences”; 
Dr.  C.  E.  A.  Winslow,  professor  of  public  health 
at  Yale  University,  who  addressed  the  medical 
panel  on  “Public  Health  in  the  Soviet  Union,”  and 
Dr.  V.  V.  Lebedenko,  Russian  Red  Cross  Repre- 
sentative in  the  United  States,  who  addressed  the 
medical  panel  on  “Russian  Advances  in  Military 
Medicine.”  Dr.  Harold  C.  Urey,  executive  officer 


premedical  education  will  be  watched  with  interest 
by  all  who  are  concerned  with  preprofessional 
education  in  every  field,  since  it  may  offer  a solu- 
tion of  the  problem  of  reducing  the  long  years  of 
training  required  by  the  learned  and  scientific 
professions ” 

Discussing  “The  Supply  of  Physicians,”  the 
Journal  says  that  “More  than  4,000  seniors  who 
entered  the  accelerated  medical  education  program 
over  a year  ago  are  now  well  into  their  intern  year 
and  will  complete  that  training  before  March  31, 
1944.  They  will  thus  become  available  for  military 
and  civilian  practice  three  months  earlier  than  in 
normal  times.  Even  half  of  these,  should  only  that 
small  proportion  be  commissioned,  can  care  medi- 
cally for  over  300,000  troops.  If  this  number  of 
men  is  thereby  enabled  to  enter  active  service 
three  months  early,  before  April  of  next  year,  the 
accelerated  program  will  have  justified  itself  in 
supplying  the  men  required ” 

Postwar  medical  educational  facilities  are  not 
being  ignored.  The  Journal  says  that  “Recogniz- 
ing that  large  numbers  of  physicians  will  be  seeking 
advanced  training  immediately  after  the  war,  the 
Council  on  Medical  Education  and  Hospitals  is 
making  a careful  study  of  the  educational  facilities 
in  the  graduate  and  postgraduate  fields.  A pre- 
liminary survey  has  already  been  instituted  to 
determine  what  institutions  and  agencies  will  be 
able  to  expand  their  regular  educational  activities 

to  meet  additional  postwar  needs The  large 

number  of  physicians  who  return  to  civilian  fife  will 
likewise  find  that  the  medical  profession,  the  schools, 
and  the  hospitals  stand  ready  to  meet  the  educational 
needs  of  the  postwar  period.” — A.M.A.  News. 

Congress  in  New  York  City 

of  the  Department  of  Chemistry,  Columbia  Uni- 
versity, Nobel  Prize  winner  and  discoverer  of  the 
heavy  hydrogen  atom,  was  chairman  of  the  panel 
on  Soviet  science  and  technology,  at  which  Sir 
Hubert  Wilkins,  the  explorer,  spoke  on  “Soviet 
Exploration  and  Geography.” 

Sponsors  of  the  Scientific  Congress  included 
Prof.  Albert  Einstein,  Institute  of  Advanced  Study; 
Dr.  C.  J.  Davisson,  Bell  Telephone  Laboratories; 
Prof.  C.  E.  A.  Winslow;  Dr.  Dean  Burk,  National 
Cancer  Institute;  Dr.  Irving  Langmuir,  General 
Electric  Co.;  Dr.  Theodore  Shedlovsky,  Rocke- 
feller Institute  for  Medical  Research;  Prof.  G.  H. 
Whipple,  dean  of  the  University  of  Rochester 
School  of  Medicine;  Dr.  Carl  O.  Dunbar,  director  of 
Peabody  Museum  of  Yale  University;  Dr.  V.  K. 
Zworykin,  R.C.A.  Laboratories;  Prof.  Ralph  Lin- 
ton, anthropologist,  Columbia  University;  Dr. 
Ernst  P.  Boas;  Prof.  G.  H.  Shull,  professor  of 
botany,  Princeton  University;  Dr.  J.  H.  Northrop, 
Rockefeller  Institute  for  Medical  Research;  Prof. 
S.  A.  Waksman,  professor  of  microbiology,  Rutgers 
University;  Dr.  W.  M.  Stanley,  Rockefeller  In- 
stitute for  Medical  Research;  Dr.  Hugh  Cabot; 
Dr.  Max  Thorek;  Dr.  G.  K.  Strode,  International 
Health  Division  Rockefeller  Foundation;  Dr. 
Ernest  L.  Stebbins,  Commissioner  of  Health, 
New  York  City;  Dr.  H.  E.  Sigerist,  Johns  Hopkins 
University;  Prof.  Edward  Kasner,  professor  of 
mathematics,  Columbia  University;  Dr.  Karl  T. 
Compton,  president,  M.I.T.;  Prof.  Edwin  G. 
Conklin;  Prof.  L.  C.  Dunn;  Dr.  Albert  W.  Hull, 
General  Electric  Co.;  Prof.  K.  F.  Mather,  pro- 
fessor of  geology,  Harvard  University;  Prof.  M.  F. 
Ashley  Montagu,  professor  of  anatomy,  Hahnemann 
[Continued  on  page  2220] 
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Medical  College;  Prof.  Walter  Rautenstrauch, 
professor  of  engineering,  Columbia  University; 
Prof.  George  Sarton,  editor  of  Isis;  Prof.  D.  J. 
Struick,  professor  of  mathematics,  Massachusetts 
Institute  of  Technology;  V.  Yourkevitch,  ship  de- 
signer (. Normandie );  Dr.  Gregory  Zilboorg,  psy- 
chiatrist; Dr.  A.  A.  Brill;  Prof.  Stuart  Mudd, 
University  of  Pennsylvania  School  of  Medicine; 
Prof.  Alexander  Petrunkevitch,  professor  of  zoology, 
Yale  University;  Prof.  R.  W.  Gerard,  professor  of 
physiology,  University  of  Chicago;  Dr.  W.  D. 
Coolidge,  director  of  research,  General  Electric  Co. ; 
Prof.  Michael  Heidelberg,  professor  of  immune- 
chemistry,  College  of  Physicians  and  Surgeons; 
Prof.  H.  Dean  Baker,  professor  of  physics,  Colum- 
bia University;  Prof.  Oscar  K.  Rice,  associate  pro- 
fessor of  chemistry,  University  of  N.  Carolina; 
Dr.  Alfred  E.  Mirsky,  Rockefeller  Institute  Hos- 


ital;  Dr.  L.  M.  Davidoff,  chief,  Department  of 
urgery,  Jewish  Hospital  of  Brooklyn;  Prof.  R.  S. 
Lille,  professor  of  physiology,  University  of  Chicago; 
Dr.  George  R.  Minot,  Boston  City  Hospital; 
G.  W.  Case,  U.S.  Office  of  Education;  Prof.  Mary 
J.  Guthrie,  professor  of  zoology,  University  of 
Maine;  Prof.  Sewall  Wright,  professor  of  zoology, 
University  of  Chicago;  Prof.  Leo  Loeb,  Washing- 
ton University;  Dr.  C.  P.  Berkey;  Dr.  R.  G. 
Harrison,  National  Research  Council;  Prof.  Mar- 
ston  Morse,  professor  of  mathematics,  Institute  of 
Advanced  Study;  Prof.  George  P.  Pegram;  Dr. 
R.  A.  Millikan,  Dr.  Florence  R.  Sabin;  Dr.  W. 
Horsley  Gantt;  Dr.  J.  McKeen  Cattell;  Dr.  F. 
Aydelotte;  Dr.  Harry  Grundfest;  Dr.  J.  P.  Peters; 
Vilhjalmur  Stefansson;  Prof.  G.  D.  Birkhoff; 
Prof.  William  Malissoff;  Dr.  C.  C.  Williams;  Prof. 
A.  F.  Blakeslee;  W.  E.  Castle;  and  Oswald  Veb- 
len. 


French  Red  Cross  Receives  Surgical  Equipment 


TO  HELP  rehabilitate  wounded  French  soldiers 
and  to  relieve  the  shortage  of  critical  medical 
supplies,  the  Medical  and  Surgical  Relief  Com- 
mittee of  America  has  again  donated  surgical  equip- 
ment to  the  French  Red  Cross  in  Algiers,  North 
Africa,  according  to  an  announcement  by  Dr. 
Joseph  Peter  Hoguet,  medical  director  of  the 
Committee.  Earmarked  for  distribution  to  French 
military  hospitals,  the  equipment,  now  on  its  way 
to  Algiers,  is  valued  at  $1,119. 

This  donation  makes  a total  of  $8,126  worth  of 
medical  and  surgical  equipment  sent  by  the  Com- 
mittee to  North  Africa  during  the  past  five  months 
to  meet  the  needs  of  depleted  medical  depots,  field 
stations,  and  hospitals,  Dr.  Hoguet  said.  The 
latest  shipment  consists  of  one  basic  surgical  instru- 
ment set,  four  supplemental  instrument  sets  for 
eye  injuries,  and  two  supplemental  instrument 
sets  for  fractures  and  orthopaedic  operations. 

“15,000  French  soldiers  were  wounded  or  killed 
in  the  fighting  that  led  up  to  the  Nazi  surrender  in 
Tunisia,”  declared  Dr.  Hoguet.  “The  Committee 
gladly  donates  these  instrument  sets  to  help  return 
wounded  Frenchmen  to  the  fighting  front — where 
they  so  impatiently  wish  to  be.” 


Past  shipments  of  equipment  have  included 
forty-three  operating  and  medical  field  kits,  a 
complete  x-ray  unit,  and  quantities  of  drugs  and 
other  supplies.  However,  many  more  shipments 
of  instruments  and  drugs  are  needed. 

In  answer  to  an  appeal  issued  by  the  Committee 
last  August  to  help  re-equip  the  French  Medical 
Corps  and  its  hospitals,  the  Medical  and  Surgical 
Relief  Committee  received  many  generous  dona- 
tions. 

“The  Committee  is  grateful  for  this  support. 
All  the  funds  donated  to  the  Committee  will  be 
used  to  save  the  lives  of  those  men  who  are  fighting 
to  build  the  France  of  tomorrow,”  said  Dr.  Hoguet. 

Conducted  for  over  three  years  by  a nation-wide 
group  of  physicians  and  surgeons,  the  Medical  and 
Surgical  Relief  Committee  is  a philanthropic  or- 
ganization dedicated  to  a program  of  medical  relief 
for  the  civilian  and  armed  forces  of  the  United 
Nations.  To  date,  more  than  $572,000  worth  of 
medical  and  surgical  equipment  has  been  distributed 
by  the  Committee  among  military  and  maritime 
units  of  the  United  States  and  her  Allies,  to  war- 
zone  hospitals,  needy  welfare  agencies,  and  civilian 
defense  stations  throughout  the  free  world. 


From  the  Meeting  of  Military  Surgeons  . . . 


THE  privations  of  the  people  of  Malta  during 
their  long  ordeal  by  fire  and  siege  have  led  to  the 
discovery  of  a hitherto  unknown  important  food 
factor,  possibly  a vitamin,  which  is  necessary  for 
normal  vision  in  the  dark,  it  was  revealed  at  the 
annual  meeting  of  the  Association  of  Military  Sur- 
geons of  the  United  States  by  Air  Marshal  Sir 
Harold  E.  Whittingham,  director  general  of  the 
Royal  Air  Force  Medical  Services  and  honorary 
physician  to  the  Kin^. 

The  new  “night-vision  vitamin”  has  been  dis- 
covered in  fresh  fruits,  particularly  citrus  fruits, 
such  as  oranges,  lemons,  and  limes,  Sir  Harold  said. 

The  discovery  was  made,  he.  stated,  by  Squadron 
Leader  Thomas  Macrae,  nutritionist,  and  Wing 
Commander  Keith  Lyle,  ophthalmologist,  who 
found  that  the  people  at  Malta  had  poor  night 
vision.  When  the  subjects  tested  were  brought  to 
the  mainland  and  fed  orange  juice  their  night,  vision 
was  restored  to  normal  in  about  a week,  Sir  Harold 
reported. 

Similar  studies,  he  added,  were  carried  out  in 
Tunisia,  where  it  was  found  that  the  American  and 


Australian  troops  had  better  night  vision  than  the 
British  airmen.  The  supply  of  fruit  juices  to  the 
British  aviators  resulted  in  the  restoration  of  their 
night  vision  to  normal  in  a few  days. 


Secret  new  drugs  against  malaria,  described  as 
“an  enemy  more  dangerous  than  the  Japanese,” 
are  now  being  tested  in  the  field,  with  results  ex- 
pected to  bring  about  “improvements  of  inestimable 
value  in  the  therapy  of  malaria.” 

This  was  reported  by  Brig.  Gen.  Charles  Hillman, 
chief  of  the  Professional  Service  Office  of  the  Army 
Surgeon  General,  in  a symposium  on  war  medicine. 

General  Hillman  also  reported  field  experiments 
to  develop  more  effective  administration  of  the 
standard  antimalarial  drugs.  He  added  that  among 
tropical  diseases  “skin  infections  rank  next  to 
malaria  as  a cause  of  noneffectiveness  in  the  Pacific 
theaters  of  war.” 

[Continued  on  page  2222] 
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A new  type  of  dressing  for  the  quick  and  safe 
control  of  external  hemorrhages  from  wounds  on 
any  part  of  the  body,  which  is  said  to  eliminate 
the  need  for  the  time-honored  tourniquet  and 
promises  the  saving  of  many  lives  among  American 
and  Allied  fighting  men  was  demonstrated  at  the 
symposium  on  war  medicine. 

The  new  dressing,  said  to  be  easily  applied  by 
persons  with  limited  training,  was  developed  after 
extensive  research  by  Col.  John  L.  Gallagher  of  the 
Army  Medical  Corps  Station  Hospital  of  Lincoln, 
Nebraska. 


The  Navy  Medical  Corps  demonstrated  a new 
battle  dress  which  gives  a man  four  types  of  pro- 
tection— against  flash  burns  from  explosions,  which 
have  caused  30  per  cent  of  naval  casualties,  against 
blast  injuries,  against  small  fragments  and  splinters, 
and  against  drowning. 

Other  new  developments  demonstrated  by  the 
Navy  included  a new  protective  cream  which  pro- 
tects the  body  against  burns  from  flashes  of  1,000 
degrees  centigrade  and  the  most  efficient  chemical 
yet  devised  for  converting  sea  water  into  palatable 
drinking  water. 


First  clews  to  Axis  secret  weapons  are  likely  to 
show  in  the  wounds  they  inflict,  the  military  doctors 
were  told.  They  were  advised  to  watch  for  new 
types  of  wounds  and  to  report  them  promptly,  in  a 
paper  delivered  by  Dr.  J.  F.  Fulton,  professor  of 
physiology  at  Yale  University  Medical  School. 

Wounds,  he  said,  correlate  with  the  weapons 
that  cause  them.  The  specific  new  wounds  that 
military  doctors  are  looking  for  are  military  secrets. 
In  general,  burns,  tearing  effects,  and  a number  of 
other  conditions  immediately  apparent  to  a skilled 
doctor  are  among  the  telltale  signs. 

If  poison  gases  are  used,  the  injury  will  show  what 
kind  of  gas,  and  it  may  also  reveal  the  introduction 
of  new  alkaloid  poisons,  thus  leading  quickly  to  pro- 
tective measures. 

Dr.  Fulton  announced  a discovery  about  air 
bends  and  chokes,  which  are  similar  to  a deep-sea 
diver’s  troubles  but  affect  aviators  flying  above 
20,000  feet.  In  the  air  this  crippling  pain  is  brought 
on  more  rapidly  by  exercise,  a discovery  credited 
by  Dr.  Fulton  to  Dr.  Eugene  Ferris  and  Dr.  M.  A. 
Blankenhom.  It  can  be  brought  on  even  in  a 
single  arm,  leg,  or  joint  if  that  member  is  worked 
too  hard.  The  chokes  are  a strangling  cough  due 
to  bubbles  in  the  blood. 


Admiral  William  D.  Leahy,  personal  Chief  of 
Staff  to  President  Roosevelt,  said  that  the  South 
Pacific  Air  Transport  Command  had  flown  15,000 
wounded  and  sick  men  back  from  the  front  lines 
to  evacuation  hospitals  on  islands  to  the  rear  and 
that  despite  attacks  “not  one  plane  was  lost  by 
enemy  action.” 

“Among  all  these  15,000  patients  the  number  of 
deaths  that  occurred  in  flight  can  be  counted  on 
your  fingers,”  he  said.  “In  this  one  area  alone 
there  are  15,000  reasons  why  aerial  evacuation  is 
safe  and  practicable.” 


Lt.  Col.  Richard  L.  Meiling  reported  that  125,00*  > 

men,  wounded  or  sick,  have  been  flown  from 
American  combat  areas  to  hospitals  in  the  last 
twenty  months;  that  in  September,  1,015  men  i 
were  flown  from  battles  all  over  the  world  all  the 
way  home  to  base  hospitals  in  the  United  States, 
and  that  in  North  Africa  and  Sicily  the  12th  Air 
Force  flew  25,000  wounded  without  a single  accident, 
and  with  only  one  death  en  route. 


Air  ambulances  to  carry  ninety  persons  will  soon 
be  a reality,  the  surgeons  were  told  by  Brig.  Gen. 
David  N.  W.  Grant,  Army  air  surgeon,  and  Lt.  Col. 
W.  Randolph  Lovelace,  acting  chief  of  the  Army 
aero-medical  laboratory,  Wright  Field,  Dayton, 
Ohio,  where  he  is  working  on  the  development  of 
oxygen  masks  and  on  high-altitude  research. 

As  a result  of  American  ingenuity,  General  Grant 
asserted,  it  is  not  difficult  to  visualize  air  am- 
bulances that  would  carry  300  to  400  patients. 


Dr.  Frank  Lahey,  national  chairman  of  the  Pro- 
curement and  Assignment  Service  for  Medical 
Services  for  the  Armed  Forces,  informed  the  meet- 
ing that  the  bottom  of  the  barrel  had  been  reached 
in  the  procurement  of  physicians  for  the  armed 
forces  and  that  the  Army  now  had  increasing 
difficulty  in  persuading  the  remaining  civilian 
physicians  to  apply  for  commissions. 

He  warned  that  unless  civilian  physicians  under 
38  years  of  age  applied  for  commissions  they  would 
be  drafted  as  privates,  as  a few  already  had  been. 

He  added  that  if  the  difficulty  continued  the  War 
Department  might  find  it  necessary  to  raise  the 
age  limit  of  acceptance  for  physicians  from  38  to  45. 

Of  the  7,300  physicians  now  graduated  annually 
from  medical  schools,  Dr.  Lahey  said,  civilians 
would  get  fewer  than  700  until  1945,  when  an 
increase  to  1,500  was  hoped  for,  but  because  of 
deaths  and  for  other  reasons  the  net  annual  deficit 
would  be  1,500. 


Lt.  Col.  Thomas  T.  Mackie,  director  of  the 
Division  of  Parasitology  and  Tropical  Medicine 
at  the  Army  Medical  Center,  branded  as  false 
enemy  propaganda  rumors  that  atabrine,  the 
synthetic  antimalaria  drug,  is  toxic. 

“Atabrine  does  discolor  the  skin,  turning  it  yellow 
in  some  cases,  because  it  is  made  from  a yellow  dye,” 
he  explained.  “But  it  has  no  toxic  effect.” 


Lt.  Gen.  Sir  Alexander  Hood,  director  general 
of  the  Army  Medical  Service  of  Great  Britain,  was 
one  of  the  main  speakers. 

“One  of  the  successes  of  this  war,”  General  Hood 
stated,  “has  been  the  use  of  air  transport  to  carry 
medical  units  and  equipment  to  areas  where  they 
are  urgently  required,  to  enable  medical  personnel 
and  their  equipment  to  drop  with  paratroops  or  to 
land  with  glider-borne  forces,  and  to  evacuate 
casualties  to  base  hospitals  in  comfort  in  hours 
instead  of  days  in  first-class  condition. 

“The  British  medical  services  have  provided 
paratroop  medical  units  which  have  been  in  action 
in  North  Africa  and  Sicily  and  air-borne  medical 

[Continued  on  page  2224] 


2223 


UNDER  WAR-TIME  RESTRICTIONS 


The  dietary  adjustments  so  frequently  re- 
quired in  therapy,  may  become  increas- 
ingly difficult  under  wartime  food  restric- 
tions. The  high-protein:  high-vitamin  diet 
called  for  in  many  conditions  may  not  be 
easily  accomplished  under  rationing,  with 
protein  foods  available  in  limited  amounts. 

New  Improved  Ovaltine  solves  the  prob- 
lem of  maintaining  optimum  nutrition 
under  wartime  restrictions.  It  presents  a 


wealth  of  essential  nutrients— proteins, 
vitamins,  minerals— and  caloric  energy  in 
easily  digested,  readily  assimilated  form. 
Through  the  addition  of  two  or  three 
glasses  of  Ovaltine  daily,  virtually  any 
deficient  diet  can  be  made  nutritionally 
adequate,  even  in  the  presence  of  the  in- 
creased metabolic  demands  of  acute  or 
chronic  illness.  The  Wander  Company, 
360  N.  Michigan  Avenue,  Chicago,  111. 


2 KINDS 

PLAIN  AND  CHOCOLATE 
FLAVORED 


Three  daily  servings  [VA  oz.)  of  New  Improved  Ovaltine  provide: 


Dry  Ovaltine 

Ovaltine  with  milk* 
PROTEIN  . . . 6.00  Gm.  31.20  Gm. 

CARBOHYDRATE  30.00  Gm.  66.00  Gm. 

FAT  3.15  Gm.  31.5  Gm. 

CALCIUM  . , . 0.25  Gm.  1.05  Gm. 

PHOSPHORUS  . 0.25  Gm.  0.903  Gm. 

IRON 10.5  mg.  11.9  mg. 


Dry  Ovaltine 

Ovaltine  with  milk* 

COPPER  ....  0.5  mg.  0.5  mg. 

VITAMIN  A . 1500  U.S.P.U.  2953  U.S.P.U. 
VITAMIN  D . 405  U.S.P.U.  432  U.S.P.U. 

300  U.S.P.U.  432  U.S.P.U. 
. 0.25  mg.  1.28  mg. 

, . 4.95  mg.  7.1  mg. 


♦Each  serving  made  with  8 oz.  milk ; based  on  average  reported  values  for  milk. 
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units  which  have  also  been  in  action  in  Sicily.  In 
close  cooperation  with  the  Royal  Air  Force  Medical 
Services  we  have  developed  a system  of  air  evacua- 
tion which  has  proved  highly  successful. 

“Some  of  our  glider-borne  medical  units  used  in 
the  invasion  of  Sicily  landed  in  the  water,  swam 
ashore,  and  got  on  with  their  work.” 


Surgeon  General  of  the  Army  Norman  T.  Kirk 
read  a letter  from  Lt.  Gen.  Mark  W.  Clark,  com- 
manding general  of  the  Fifth  Army,  in  which  he 
expressed  “the  highest  commendation  for  the 
wonderfully  fine  work  performed  by  the  medical 
units  of  this  (the  Fifth)  Army.” 

“Many  wounded  officers  and  men,  who  will 
eventually  be  restored  to  full  health,  would  have 
died  but  for  the  effective  work  of  the  Medical 
Corps,”  General  Clark  wrote. 

One  medical  battalion,  he  told  Dr.  Kirk,  “has 
distinguished  itself  on  the  beaches  under  heavy 
fire  early  in  the  operation.  I recommend  that  the 
unit  be  cited  for  its  gallant  work  under  terrible 
conditions.” 

“Our  men  in  the  armed  forces,”  Surgeon  General 
Kirk  stated,  “received  the  best  service  that  modem 
medicine  can  give  them.  Deaths  after  treatment 
have  averaged  les  - than  2x/2  per  cent.  This  figure 
represents  the  lowest  rate  in  the  history  of  all  wars.” 

Surgeon  General  Thomas  Parran  of  the  U.S. 
Public  Health  Service  discussed  the  possibility 
that  the  Public  Health  Service  might  have  to  com- 
mission physicians  and  dentists  and  assign  them  to 
industrial  communities  badly  in  need  of  medical 
services. 

“Efforts  to  maintain  at  least  a minimum  ratio 
of  effective  practicing  physicians  in  the  expanded 
war  industrial  centers  have  not  succeeded,”  Dr. 
Parran  stated. 

“It  is  estimated  that  a total  of  600  doctors  and 
dentists  will  be  needed  in  critical  areas  before 
another  year  is  out.  In  fact,  reports  to  the  Public 
Health  Service  and  the  Procurement  and  Assign- 
ment Service  show  that  213  communities  already 
face  the  winter  with  dangerously  depleted  medical 
facilities.  It  is  estimated  that  these  localities  need 
some  300  doctors  and  50  dentists. 


“In  the  immediate  future  some  plan  must  be 
implemented  whereby  essential  medical  and  dental 
services  can  be  maintained  in  these  communities. 
In  the  meantime,  a major  war  activity  of  the 
Public  Health  Service  continues  to  be  bolstering 
the  local  health  services  in  critical  areas.” 


Col.  Lucius  A.  Salisbury,  Medical  Corps,  New 
York  National  Guard,  who  resides  at  Scarsdale, 
New  York,  was  elected  president  of  the  association 
at  the  concluding  session.  Other  officers  elected 
were  : Assistant  Surgeon  General  Warren  F.  Draper, 
Public  Health  Service,  Washington,  first  vice- 
president;  Col.  Edgar  Erskine  Hume,  Army 
Medical  Corps,  second  vice-president;  Col.  Irvin 
Abell,  Army  Medical  Reserve,  third  vice-president; 
Dr.  Martin  J.  Cooley,  Veterans  Administration, 
fourth  vice-president;  and  Capt.  Robert  E.  Dun- 
can, executive  officer,  Naval  Hospital,  Bethesda, 
Maryland,  fifth  vice-president. 


Honorary  awards  were  presented  as  follows: 
Founders  Medal — Rear  Admiral  Richard  H. 
Laning  and  Capt.  Joseph  A.  Biello  of  the  Navy 
Medical  Corps;  Gorgas  Award — Dr.  Hugh  S. 
Cumming,  former  Surgeon  General  of  the  United 
States  Public  Health  Service.  Wellcome  Award — 
Capt.  Louis  H.  Roddis  of  the  Navy  Medical  Corps. 

Twenty-seven  representatives  of  fifteen  Allied 
countries  were  elected  honorary  members  of  the 
association  and  each  received  the  association’s 
medal.  They  included  six  from  Canada,  five  from 
Great  Britain,  two  each  from  China,  Norway,  and 
Peru,  and  one  each  from  Australia,  Cuba,  Czecho- 
slovakia, Greece,  Iran,  the  Netherlands,  Nicaragua, 
Uruguay,  Venezuela,  and  Yugoslavia. 

Those  from  Great  Britain  were  Lt.  Gen.  Sir 
Alexander  Hood,  director  general,  Army  Medical 
Services;  Maj.  Gen.  C.  Max  Page,  Air  Marshal; 
Sir  Harold  E.  Whittingham,  honorary  physician  to 
the  King  and  director  general  of  the  Royal  Air 
Force  Medical  Services;  Air  Commodore  Stanford 
Cade,  consultant  in  surgery  for  the  RAF;  and  Col. 
Frank  S.  Gillespie,  liaison  officer,  Medical  Field 
Service  School,  Carlisle  Barracks,  Pennsylvania. 


Enlisted  WACS  May  Become  Physical  Therapy  Aides 


THE  War  Department  announced  in  September 
that  qualified  enlisted  members  of  the  Women’s 
Army  Corps  will  be  given  an  opportunity  to  become 
physical  therapy  aides,  with  the  relative  rank  of 
second  lieutenant,  serving  in  the  Medical  Depart- 
ment of  the  Army  of  the  United  States.  The  train- 
ing courses  in  physical  therapy  began  in  October, 
under  the  direction  of  the  Surgeon  General,  who  will 
select  the  WAC  personnel  to  be  trained.  On 
successful  completion  of  the  study  and  three  months’ 
practice,  the  Wacs  will  be  discharged  from  the 
Women’s  Army  Corps  and  will  be  appointed  as 


physical  therapy  aides.  To  be  eligible  for  this 
course,  applicants  must  be  under  44  years  of  age, 
must  have  completed  the  WAC  basic  training,  and 
must  have  a degree  in  physical  education  or  two 
years  of  college  study  emphasizing  the  biologic 
sciences. 

The  successful  applicants  will  receive  six 
months  of  training  in  physical  therapy  in  classes 
at  universities  and  hospitals.  On  completion  of 
those  studies  they  will  be  assigned  to  selected  Army 
hospitals  for  practical  experience  in  the  treatment 
of  wounded  soldiers. 


An  “industrial  consumer”  to  whom  a certificate  is  foods  for  which  application  was  made  and  may  use 

issued  for  “industrial  consumption”  of  rationed  fats  those  foods  only  for  the  purpose  for  which  the  appli- 

and  oils,  may,  of  course,  use  it  only  to  acquire  the  cation  was  granted. 


THE  KOROMEX  SET  COMPLETE 


Koromex  Set  Complete*  is  an  attractively  packaged  unit  containing  the 
important  items  used  for  approved  contraceptive  technique.  Identified  by 
a removable  label.  To  order  or  prescribe,  merely  write,  "Koromex  Set 
Complete,  Diaphragm  Size ”. 


. . . 


KOROMEX  D I AP H RAG M— Widely  accepted  KOROMEX  TRIP  RELEASE  INTRODUCER 

as  the  outstanding  diaphragm  in  use  today.  — Specially  designed  swivel  tip  facilitates 
Durable.  GUARANTEED  FOR  2 YEARS.  usage.  Gauged  to  take  all  size  diaphragms. 


KOROMEX  JELLY  and  HR  EMULSION  CREAM -Both preparations  have  equally  high 

spermicidal  value,  hut  differ  in  degree  of  lubrication.  Both  are  included  so  the  patient 
may  determine  which  preparation  better  meets  her  requirements  and  personal  preferences. 

^ Price  of  Koromex  Set  Complete  is  only  that  of  the  Koromex  Diaphragm  and  Koromex  Trip  Release  Introducer 
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Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 


Executive  Board  Meeting 


THE  fall  Executive  Board  Meeting  was  held 
October  4 and  5 at  Scotia  and  Schenectady. 
From  all  parts  of  New  York  State  chairmen  and 
county  presidents  journeyed  to  Scotia. 

Mrs.  F.  Leslie  Sullivan,  State  President,  was 
hostess  to  the  visiting  group.  A social  hour  at 
Mrs.  Sullivan’s  home  preceded  a dinner  served  at 
the  Reformed  Church,  Scotia.  After  dinner  Mrs. 
James  Blake,  Schenectady  County  president,  wel- 
comed the  visiting  board  members  to  Schenectady 
County.  Mrs.  A.  Grussner  presented  Miss  Pauline 
Van  Aller,  principal  of  the  Howe  School  in  Schenec- 
tady. Miss  Van  Aller  talked  about  old  glass,  show- 
ing many  beautiful  pieces  from  her  collection. 

After  a pleasant  afternoon  and  evening  spent  in 
greeting  old  friends  and  new,  the  visiting  members 
were  overnight  guests  of  the  Schenectady  County 
Auxiliary  members. 

On  Tuesday  the  business  meeting  was  held  at 
the  Mohawk  Golf  Club,  Schenectady.  Mrs.  F. 
Leslie  Sullivan  presided  very  graciously,  opening  the 
meeting  with  the  following  lines: 

“We  live  in  deeds,  not  years;  in  thoughts,  not 
breath; 

In  feelings,  not  in  figures  on  a dial. 

We  should  count  time  by  heart  throbs.  He  most 
lives 

Who  thinks  most,  feels  the  noblest,  acts  the  best.” 

Thirty-seven  members  were  present.  All  re- 
ports of  State  chairmen  and  county  presidents  were 
given.  Plans  for  the  year  ahead  were  formu- 
lated. 


Many  and  varied  war  activities  are  to  be  carried  on. 
A new  War  Service  Chairman,  Mrs.  J.  H.  Ranney, 
was  added  to  the  Board.  Mrs.  L.  H.  Kice,  National 
Legislation  Chairman,  outlined  and  gave  interesting 
facts  about  the  Wagner-Murray-Dingell  Bill  for 
Social  Security. 

Attention!  Every  Auxiliary  member — become 
acquainted  with  this  bill.  This  issue  must  be  de- 
cided by  the  people,  the  voters  of  the  United  States. 
Make  your  decision,  talk  to  your  neighbors  about  it. 
Talk  or  write  to  your  Senators  and  Representatives. 

Mrs.  A.  Madden,  State  Legislative  Chairman, 
also  impressed  upon  the  group  the  importance  of 
legislation. 

Dr.  Charles  Rourke  and  Dr.  James  Blake  were 
guests  at  luncheon.  It  was  a privilege  to  have  these 
busy  men  take  time  to  speak  to  the  Auxiliary  mem- 
bers. 

The  meeting  reconvened  at  1 : 30  p.m.  The  board 
meeting  was  unusually  interesting,  with  a most  en- 
thusiastic group  of  women.  The  reports  prove  that 
doctors’  wives  are  very  active  in  every  community. 

The  board  members  will  long  remember  the 
pleasant  and  profitable  board  meeting  held  October 
4 and  5, 1943,  in  Schenectady. 

Study  Legislation. 

Subscribe  to  the  Bulletin. 

Subscribe  to  Hygeia. 

Read  the  Bulletin. 

Read  the  A.  M.  A.  Journal. 

Read  the  New  York  State  Journal. 

Keep  the  Home  Front  Safe. 


County  News 


Albany.  A meeting  of  the  executive  board  was 
held  at  the  home  of  the  president,  Mrs.  James  S. 
Lyons. 

Columbia.  The  first  fall  meeting  was  held  in  the 
Nurses’  Home  of  the  Hudson  City  Hospital.  Miss 
Marry  Van  Ness,  R.N.,  director  of  the  School  of 
Nursing,  gave  a brief  resum6  of  facts  about  the 


Local  Nursing  Council  for  War  Service,  explaining 
the  object  of  the  council.  She  then  gave  an  inter- 
esting talk  on  the  Cadet  Nurse  Corps,  telling  of  the 
benefits  and  the  requirements,  and  stating  that  it 
was  the  expectation  that  a class  would  shortly  be 
organized.  Miss  Van  Ness  felt  that  the  members 
of  the  auxiliary  could  give  valuable  aid  in  nurse 
recruitment. 


INDUSTRIAL  FATIGUE  IN  TUBERCULOSIS 
There  is  no  little  discussion  in  current  publica- 
tions regarding  what  appears  to  be  an  increase  in 
the  incidence  of  tuberculosis,  and  the  cause  for  this 
occasions  much  comment.  While  we  are  in  no  sense 
an  authority  on  the  subject,  yet  it  occurs  to  us 
that  several  factors  might  be  considered.  One 
of  these  is  industrial  fatigue.  Many  employees 
seem  able  to  cope  with  the  additional  work  they  are 
doing  as  compared  to  former  years,  without  detri- 
ment to  their  health,  while  others  complain  of 
lassitude  and  lack  of  ability  to  carry  on,  after 
hours,  as  they  used  to  do.  Then  there  is  the  mental 
stress;  we  are  inclined  to  credit  the  vast  majority 
of  war  workers  with  a determination  to  do  their 
very  best  and  to  give  all  they  have  in  the  further- 


ance of  the  war  program.  It  also  might  be  taken 
into  consideration  that  dietary  changes,  some  of 
them  forced  by  the  various  rationings,  often  will 
break  down  the  resistance  of  the  individual.  Scores 
of  workers  have  told  us  that  the  shortage  of  the  bet- 
ter qualities  of  meat  seems  to  have  affected  them. 
Now,  if  we  are  to  add  butter,  milk,  and  cheese, 
together  with  several  other  hitherto-regarded 
dietary  essentials  to  the  list  of  prescribed  foods, 
we  might  well  indeed  give  more  than  cursory  atten- 
tion to  the  matter.  Physicians  will  do  well  to  give 
due  regard  to  loss  of  weight,  lassitude,  and  various 
other  symptoms  in  patients  engaged  in  wartime 
employment — ever  being  on  the  lookout  for  incipient 
tuberculosis. — Editorial,  J.  Indiana  State , M.  A. 
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The  weight  curves  above  show  the  normal,  uneventful  progress  of  75 
infants  fed  Similac  for  six  months  or  longer  — not  a select  group,  but 
75  consecutive  cases.  In  no  instance  was  it  necessary  to  change  the  feeding 
because  of  gastro-intestinal  upset.  These  curves  were  taken  from  hospital 
(name  on  request)  records.  Similarly  good  results  are  constantly  being 
obtained  in  the  practice  of  the  many  physicians  who  prescribe  Similac 
routinely  for  infants  deprived,  either  wholly  or  in  part,  of  mother’s  milk. 


A powdered,  modified  milk  product  especially  prepared  for 
infant  feeding,  made  from  tuberculin  tested  cow’s  milk  (casein 
modified)  from  which  part  of  the  butter  fat  is  removed  and  to 
which  has  been  added  lactose,  olive  oil,  cocoanut  oil,  corn  oil 
and  cod  liver  oil  concentrate. 


SIMIL'AC } 

M&R  DIETETIC  LABORATORIES,  I 


SIMILAR  TO 
BREAST  MILK 
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Postgraduate  Medical  Education 


Programs  arranged  by  the  Council  Committee  on  Public  Health  and  Education  of  the  Medi- 
cal Society  of  the  State  of  New  York  are  published  in  this  section  of  the  Journal.  The  mem- 
bers of  the  committee  are  Oliver  W.  H.  Mitchell , M.D.,  Chairman  (428  Greenwood  Place , 
Syracuse);  George  Baehr , M.D. ; and  Charles  D.  Post,  M.D. 


Cancer  Teaching  Programs  in  Poughkeepsie  and  Olean 


A CANCER  Teaching  Day  was  held  at  Nelson 
Tk  House,  Poughkeepsie,  on  Wednesday,  Novem- 
ber 10,  under  the  auspices  of  the  Dutchess  County 
Medical  Society,  the  Dutchess  County  Tumor 
Clinic,  the  Tumor  Clinic  Association  of  the  State 
of  New  York,  the  Medical  Society  of  the  State  of 
New  York,  and  the  Division  of  Cancer  Control  of 
the  New  York  State  Department  of  Health. 

The  first  meeting  was  called  to  order  at  4 : 00  p.m. 
by  the  chairman,  Dr.  Scott  L.  Smith,  of  the  Dutch- 
ess County  Tumor  Clinic.  The  first  speaker  was 
Dr.  Norman  Treves,  associate  surgeon  at  Memorial 
Hospital  in  New  York  City,  who  delivered  a lecture 
entitled  “The  Management  of  the  Patient  with 
Advanced  Cancer.”  The  lecture  “Cancer  of  the 
Uterus”  was  then  presented  by  Dr.  Arthur  J. 
Wallingford,  professor  of  gynecology  and  head  of 
the  department  of  obstetrics  and  gynecology  at 
Albany  Medical  College  and  Albany  Hospital. 
The  third  lecturer  was  Dr.  Maurice  Lenz,  pro- 
fessor of  clinical  radiology  at  Columbia  College  of 
Physicians  and  Surgeons  in  New  York  City.  His 
topic  was  “The  Treatment  of  Carcinoma  of  the 
Larynx.” 

The  evening  meeting  was  opened  at  7:30  p.m. 
with  remarks  by  Dr.  Emil  A.  Stoller,  president  of 


the  Dutchess  County  Medical  Society,  and  was 
presided  over  by  Dr.  James  J.  Toomey,  president  of  I 
the  staff  of  St.  Francis  Hospital.  Dr.  Lloyd  F. 
Craver,  attending  physician  at  Memorial  Hospital, 
lectured  on  “The  Significance  of  Enlarged  Lymph  ) 
Nodes.”  Dr.  Archie  L.  Dean,  associate  surgeon 
at  Memorial  Hospital,  delivered  the  lecture  “Car- 
cinoma of  the  Genitourinary  Tract.” 

On  Thursday,  November  11,  a Cancer  Teaching  j 
Evening  was  held  at  Olean  House  in  Olean, s pon-  J 
sored  by  the  Cattaraugus  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  Division  of  Cancer  Control  of  the  New  \ 
York  State  Department  of  Health. 

The  program  began  at  7:30  p.m.,  under  the  chair-  j 
manship  of  Dr.  James  A.  Taggert,  president  of  the  j 
Cattaraugus  County  Medical  Society.  Dr.  Lloyd 
Craver,  attending  physician  at  Memorial  Hospital, 
presented  a lecture  called  “The  Role  of  the  General  ! 
Practitioner  in  the  Early  Diagnosis  of  Can- 
cer.” 

Dr.  Clyde  L.  Randall,  professor  of  gynecology  at 
the  University  of  Buffalo  School  of  Medicine,  was 
the  second  speaker.  His  subject  was  “The  Signifi- 
cance and  Management  of  Abnormal  Vaginal 
Bleeding.” 


Plasma  and  Whole  Blood  Therapy 


■p\R.  J.  Ernest  Delmonico,  associate  professor  of 
-1—'  clinical  surgery  at  the  Syraucse  University  Col- 
lege of  Medicine,  lectured  on  “Plasma  Therapy  aad 
Whole  Blood  Transfusion”  before  the  Tompkins 
County  Medical  Society. 


The  meeting  was  held  at  8:30  p.m.  on  Tuesday, 
November  16,  at  the  Tompkins  County  Memorial 
Hospital,  Ithaca,  under  the  auspices  of  the  Medical 
Society  of  the  State  of  New  York  and  the  New  York 
State  Department  of  Health. 


“Early  and  Late  Treatment  of  Burns” 


A SINGLE  lecture  entitled  “The  Early  and  Late 
Treatment  of  Burns”  was  arranged  for  the 
Steuben  County  Medical  Society.  The  lecture  took 
place  in  Bath,  on  Thursday,  November  11. 

The  speaker  was  Dr.  Forrest  Young,  associate 


professor  of  surgery  at  the  University  of  Rochester 
School  of  Medicine  and  Dentistry. 

The  Medical  Society  of  the  State  of  New  York  and 
the  New  York  State  Department  of  Health  jointly 
sponsored  this  instruction. 


“IF — ” 

“If  your  Journal  does  not  reach  you  on  time — 

If  it  is  thinner  than  it  was  last  year — 

If  there  are  not  so  many  pretty  pictures — 

If  fewer  news  items  appear  about  you  and  your 
colleagues — 

If  the  variety  of  papers  published  is  not  as  good 
as  it  was  last  year — 

If  sometimes  there  seems  to  be  a preponderance 
of  war-slanted  articles — 


In  short,  if  you  don’t  find  this  Journal  quite  as 
pleasing  to  you  as  it  once  was — 

Just  blame  Hit,  Hiro,  and  Muss — 

Then  go  out  and  buy  an  extra  war  bond  this 
month  and  help  us  finish  the  job — 

And  don’t  forget,  while  you’re  at  it,  to  fill  out 
those  war  stamp  books  your  youngsters  have 
stacked  away  in  the  library.” — Southwestern 
Medicine 
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for  i n j e c t i o 

fro^'ocVi^ted^erqosterd'T^ebo^Process) 

S-iA.'SSSSffi’t 

12  per  package  — $2.90 

200.000  U.S.P  units  oi  Vit^D 

fr0m  activated  ^^^.ains  a 
cient "amount 'to  permit  withdrawal  and  use 
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12  per  package  $4.1  d 
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\°L  R oral  use 
high  potency  DERATOL  capsules 

(BREWER) 

yss,  •*{!•  «sud”ri: 

100  capsules  — $4.50  (retail) 

higher  potency 

HI-DERATOL  capsules 

(BREWER) 

fromTct^  er^osW  (HeboDp 
100  capsules --$  14.40  (retail) 


BREWER  O’  COMPANY,  INC.  Worcester 

Pharmaceutical  Chemists  Since  1852  MdSSdcIlUSetts 


Formula:  Each  tablet  contains  % grain 
phenobarbital  and  the  three  chief 
alkaloids,  equivalent  approximately  to 
9 minims  of  tincture  of  belladonna. 


The  potentiation  of  the  central  action  of  phenobarbital  by  the  belladonna 
alkaloids  (Friedberg,  Arch.  f.  exp.  P.  & P.  CLX,  27 6)  renders  possible 
attainment  of  desired  effects  with  relatively  small  doses,  thus  avoiding 
'hang  over”  and  other  unpleasant  side-actions.  In  contrast  to  galenical 
preparations  of  belladonna,  such  as  the  tincture,  Belbarb  has  always  the 
same  proportion  of  the  alkaloids. 


SEDATIVE  and  HYPNOTIC 


Indications:  Neuroses,  migraine,  functional  digestive  and  circulatory  dis-  Belbarb  No.  2 has  the  same  alkaloidalcon- 

turbances,  vomiting  of  pregnancy,  menopausal  disturbances,  hypertension,  etc.  tent  but  Vi  grain  phenobarbital  per  tablet. 


CHARLES 


C O . , 


N C., 


RICHMOND, 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

William  W.  Blackman 

87 

N.Y.  Horn. 

October  20 

Brooklyn 

John  C.  Bradner 

60 

N.Y.  Horn. 

October  13 

Middletown 

Thomas  E.  Brown 

76 

N.Y.  Univ. 

October  8 

Brooklyn 

Joseph  P.  Durkin 

37 

Cornell 

June  28 

Bronx 

Zenas  H.  Ellis 

49 

Vermont 

October  20 

Manhattan 

Lewis  F.  Frissell 

71 

P.  & S.,  N.Y. 

October  24 

Manhattan 

Leo  Lieberman 

68 

Univ.  & Bell. 

May  24 

Manhattan 

Gordon  Lindsay 

68 

P.  & S.,  N.Y. 

October  19 

Freeport 

E.  Pender  Porter 

68 

P.  & S.,  N.Y. 

October  23 

Brooklyn 

Frank  C.  Shaut 

65 

Syracuse 

October  14 

Savona 

Hugo  A.  Siebeneichen 

49 

Univ.  & Bell. 

July  22 

Bronx 

Benjamin  Torrens 

71 

P.  & S.,  N.Y. 

October  23 

Manhattan 

Robert  A.  Van  Allan 

— 

Pulte 

July  8 

Rochester 

Edwin  B.  Wells 

81 

Albany 

October  4 

North  Lawrence 

Reinhardt  C.  Wende 

47 

Buffalo 

October  15 

Buffalo 

YOUR  PHARMACIST  WILL  COOPERATE 
Physicians  will  obtain  better  service  if  they  will 
cooperate  with  pharmacists  in  the  following  ways: 
“When  medicines  are  needed  quickly,  much  time 
can  be  saved  if  the  physicians  will  telephone  the 
pharmacy  so  that  prescriptions  may  be  ready  when 
called  for  or  their  delivery  expedited. 

“Considerable  loss  of  time  and  effort,  as  well  as 
expense,  can  be  avoided  if  the  physician  will  co- 
operate fully  in  the  observance  of  federal  regula- 
tions governing  the  prescribing  of  codeine  and  simi- 
lar drugs.  The  physician  and  the  pharmacist  are 
both  required  by  law  to  furnish  and  record  properly 
written  and  signed  prescriptions  for  such  orders 
promptly.  Telephoned  prescriptions,  accepted  by 
the  pharmacist  in  good  faith,  too  frequently  add 
to  his  difficulties  because  of  the  time  and  effort  re- 
quired to  obtain  the  written  prescription.” — Med. 
Annals,  District  of  Columbia 


DOCTORS’  SIGNATURES 

Doctors  are  proverbially  no  great  shakes  as 
penmen.  On  the  contrary,  their  scrawl  is  often 
undecipherable  and  a vivid  imagination  plus  talents 
of  an  investigative  nature  sometimes  fail  to  identify 
a physician’s  signature.  But,  however  unreadable 
it  may  be,  it  is  a part  of  him  and  on  its  use  or  misuse 
may  depend  his  fortunes.  This  premise  is  very 
well  stated  in  an  article  in  the  Bronx  County  ( New 
York)  Medical  Bulletin  for  March,  1943,  from  which 
the  following  is  taken: 

“From  the  beginning  of  time  a man’s  signature 
has  been  one  of  his  most  valued  possessions.  Upon 
his  signature  or  lack  of  it  his  life  and  property  may 
depend.  So  important  is  it  that  even  the  illiterate 
is  held  responsible  with  nothing  more  than  a cross 
mark  to  involve  him.  When  a professional  man 
places  his  signature  on  a paper,  he  certainly  must 
realize  the  possible  consequences.” — Penna.  M.  J. 


HEPVISC  IN  HYPERTENSION 


LOWERS  HIGH  BLOOD  PRESSURE 

Relieves  Hypertensive  Symptoms  • Prolongs  Hypotensive  Action 

Each  tablet  contains  a synergistic  combination  of  20  mg. 
Viscum  album,  60  mg.  desiccated  hepatic  substance  and  60  mg. 
desiccated  insulin-free  pancreatic  substance. 

Dosage  1-2  tablets  t.i.d.  Sample  on  request 

Available  in  bottles  of  50,  500  and  F ,000  tablets. 

ANGLO-FRENCH  LABORATORIES,  INC 

75  VARICK  STREET.  NEW  YORK.  N.  Y. 
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When  Vitamin  Trouble 
Comes  in  Bunches  • • • 


Faced  with  the  case  of  multiple  vitamin  deficiency,  you 
have  a potent  ally  in  improved  01-Vitum  Capsules. 

Each  capsule  contains  the  following  8 vitamins 
— A,  Bi,  B2,  B6,  C,  D,  Niacin  Amide,  and  Pantothenic 
Acid.  Each  capsule  supplies  the  following  ratio  to 
minimum  daily  requirements: 

Adults  & Children 
over  12  yrs. 

Vitamin  A 125%.  . . . 

Vitamin  Bx 150% .... 

Vitamin  B2  (G) 100% 

Vitamin  C 100%  .... 

Vitamin  D 250%.  . . . 

*Requirements  not  established 

The  minimum  daily  requirements  for  Niacin  Amide 
or  the  need  in  human  nutrition  for  Vitamin  B6  or 
Pantothenic  Acid  has  not  been  established. 


Children  6 to  11 
years  incl. 

. . .166% 

..  .200% 

* 

. . . 150% 

. . .250% 


improved  01-Vitum  Capsules  are  a most  convenient 
way  to  assure  adequate  vitamin  intake  inexpensively. 
They  are  a product  of  "The  House  of  Vitamins” — 
of  the  International  Vitamin  Corporation,  which  spe- 
cializes solely  in  the  manufacture  of  vitamin  products. 

Twenty-eight  I.V.C.  vitamin  products  bear  the  seal 
of  acceptance  of  the  Council  on  Pharmacy  and  Chem- 
istry of  the  A.M.A. 


OL-VITUM 

-yfc  g- Wantin' 
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STILL  THE  SAME  OLD 
JOHNNIE  WALKER 


Unchanging  quality  has  made 
Johnnie  Walker  a well-known 
character  all  over  America. 

Due  to  British  war  restrictions, 
gold  foil  has  been  elim- 
inated and  other  slight 
changes  have  been 
made  on  the  outside  of 
the  familiar  Johnnie 
Walker  bottle— but  in- 
side good  old  Johnnie 
Walker  whisky  re- 
mains unchanged. 


Johnnie 

\Yalker 

BLENDED  SCOTCH  WHISKY 


CANADA  DRY  GINGER  ALE,  INC. 
New  York,  N.  Y.  • Sole  Importer 


ACADEMY  ANNOUNCES  NINTH  SERIES  OF 
LECTURES  TO  THE  LAITY 

Invitations  have  been  issued  by  the  New  York 
Academy  of  Medicine  for  the  Linsly  R.  Williams 
Memorial  Lecture,  which  will  be  delivered  by  Sir 
Gerald  Campbell,  G.C.M.G.,  on  November  18,  at 
8:15  p.m. 

Sir  Gerald,  who  is  British  Minister  and  Special 
Assistant  to  the  British  Ambassador  to  the  United 
States,  will  speak  on  the  “Effects  of  Science  on 
Human  Beings.” 

His  address  will  be  the  first  of  the  ninth  series  of 
“Lectures  to  the  Laity”  to  be  given  under  the 
auspices  of  the  Academy.  The  Academy's  presi- 
dent, Dr.  Arthur  F.  Chace,  will  be  the  presiding 
chairman. 

The  second  lecture  will  be  given  on  December  14. 
Lt.  Col.  Thomas  T.  Mackie,  Medical  Corps,  Exec- 
utive Officer  of  Tropical  and  Military  Medicine, 
Army  Medical  School,  Washington,  D.C.,  will  give 
an  address  entitled  “Epidemics  and  War.”  Dr. 
Foster  Kennedy  will  be  the  presiding  chairman. 

“Food  and  Civilization”  will  be  the  subject  of  the 
Ninety-fourth  Anniversary  Discourse  of  the  New 
York  Academy  of  Medicine,  which  is  scheduled  for 
January  27.  The  speaker  will  be  Prof.  Charles  Glen 
King,  scientific  director  of  the  Nitrition  Founda- 
tion, Inc.  The  presiding  chairman  for  this  meeting 
will  be  Dr.  Frank  Boudreau. 

On  February  24  Dr.  Reginald  Fitz  will  deliver 
an  address  entitled  “Medicine  and  the  Changing 
World.”  Dr.  Fitz  is  lecturer  on  the  history  of 
medicine  at  Harvard  University  Medical  School. 
The  presiding  chairman  for  the  evening  will  be 
Dr.  John  F.  Fulton. 

The  March  lecture  will  be  presented  on  March  23, 
when  Dr.  Colin  M.  MacLeod,  professor  of  bacteri- 
ology at  the  New  York  University  College  of  Medi- 
cine, will  speak  on  “The  Past,  Present,  and  Future 
of  Chemotherapy.”  Dr.  Hans  T.  Clarke  will  pre- 
side. 

The  last  lecture  of  the  series,  the  George  R. 
Siedenburg  Memorial  Lecture,  will  be  given  on 
April  27.  The  speaker  will  be  Dr.  Edward  A. 
Strecker,  president  of  the  American  Psychiatric 
Association,  who  will  deliver  an  address  entitled 
“Have  We  Averted  the  Rule  of  King  Mob?”  Dr. 
Charles  D.  Ryan  will  preside  at  the  final  session. 

The  lectures  will  all  be  given  at  8:15  p.m.  Seats 
will  be  reserved  on  written  request. 


LECTURES  ON  “ADVANCES  IN  MEDICINE” 
AT  MT.  SINAI  HOSPITAL 

A series  of  lectures  on  “Advances  in  Medicine” 
is  to  be  given  this  winter  by  the  medical  staff  of  the 
Mount  Sinai  Hospital  in  New  York  City.  They 
will  take  place  Wednesday  evenings  at  8:30  p.m.  in 
the  Blumenthal  Auditorium,  1 East  Ninety-ninth 
Street. 

The  first  lecture  will  be  on  November  24.  Dr. 
Robert  T.  Frank,  consulting  gynecologist,  will  tell 
of  “Recent  Advances  in  Endocrintherapy.”  On 
December  8,  Dr.  Marcy  L.  Sussman,  roentgenolo- 
gist, will  speak  on  “Recent  Advances  in  the  Diagno- 
sis of  Congenital  Heart  Disease”  and  on  December 
24,  Dr.  Gregory  Shwartzman,  bacteriologist,  will 
deliver  a lecture  entitled  “Recent  Advances  in 
Bacteriology  and  Virus  Research  with  Special 
Reference  to  Electron  Microscopy.” 

Dr.  Israel  S.  Wechsler,  attending  neurologist, 
will  speak  on  January  5,  1944,  on  “Recent  Advances, 
in  Neuropsychiatry  with  Sspecial  Reference  to  the 

[Continued  on  page  2234] 
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B R I O S C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


TO  BURN  UP  FAT 

Prescribe  Lipolysin  in  obesity  to  stimulate 
oxidation  process  that  "burn  up"  fatty  tissue. 
A dependable  endocrine  product;  free  from 
dinitrophenol.  Tablets — bots  100;  Capsules 
— bots  50,  120;  Ampuls  — boxes  12.  Send 
for  literature,  Dept.  N,  Cavendish  Pharmaceu- 
tical Corp.,  25  West  Broadway,  New  York. 

LIPOLYSIN 

MALE  FEMALE 


RELIEVE  TEETHING  PAINS 

in  Babies  with  CO-NIB 

Mothers  appreciate  your  prescription  of 
CO-NIB  because  its  quick-acting  ingre- 
dients effectively  soothe  teething  pains. 

AN  ETHICAL  PRESCRIPTION 
AVAILABLE  AT  ALL  PHARMACIES 

Sample  and  literature  on  request. 


ELBON  LABORATORIES 

MONTCLAIR,  NEW  JERSEY 


A belief  among  some  of  the  profession 
that  Saratoga  Spa  serves  only  the  rich, 
is  not  true.  This  New  York  State  health 
center  makes  provision  for  the  sick,  in- 
cluding those  who  must  keep  costs  within 
limited  means. 

The  cost  of  a stay  at  the  Spa  is  entirely 
within  the  control  and  taste  of  the  indi- 
vidual patient.  There  is  luxury  here.  But 
for  people  of  modest  circumstances  there 
are  pensions  and  moderately  priced  hotels 
that  offer  excellent  service  and  special  or 
individual  diets.  As  a matter  of  fact,  ex- 
clusive of  traveling  expenses,  the  tradi- 
tional three  weeks’  stay  can  be  covered 
for  as  little  as  $125. 

Nature  created  at  Saratoga  carbonated 
mineral  waters  of  established  therapeutic 
value.  Surrounding  them,  the  State  has 
organized  facilities  physicians  require. 
The  Spa  Medical  Stan  does  not  practice. 
It  only  oversees  the  treatments  you  pre- 
scribe for  chronic  heart,  circulatory  and 
rheumatic  cases;  for  conditions  of  obesity 
and  for  cases  of  general  debility — aggra- 
vated by  the  unusual  tension  of  the  times. 

For  professional  publications  of 
The  Spa,  physician’s  sample  carton  of  the 
bottled  waters,  with  their  analyses,  write 
W.  S.  McClellan,  M.  D.,  Medical  Director, 
Saratoga  Spa,  155  Saratoga  Springs,  N.Y. 
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Your  patients  may  have  a preference  for 
either  Red  Label  or  Blue  Label  karo. 
If  their  grocers  are  temporarily  out  of 
their  favorite  flavor,  you  may  assure 
them  that  flavor  is  the  only  difference 
between  these  two  types  of  karo  for 
infant  feeding. 

Each  contains  practically  the  same 
amount  of  dextrins,  maltose  and  dex- 
trose so  effective  for  milk  modification. 


How  much  KARO  for  Infant  Formulas? 

The  amount  of  KARO  prescribed  is  6 to  8%  of 
the  total  quantity  of  milk  used  in  the  formula- 
one  ounce  of  KARO  in  the  newborn’s  formula  is 
gradually  increased  to  two  ounces  at  six  months. 

CORN  PRODUCTS  REFINING  CO. 
17  Battery  Place  • New  York,  N.  Y. 


[Continued  from  page  2232] 

Electroencephalogram  and  the  Shock  Treatment  of 
Psychoses.”  On  January  19,  1944,  Dr.  John  H. 
Garlock,  attending  surgeon,  will  tell  of  “Recent 
Advances  in  the  Surgical  Treatment  of  Diseases  of 
the  Esophagus.” 

“Recent  Advances  in  Gastritis  and  Ileitis”  is  the 
title  of  the  lecture  to  be  given  on  February  2,  by 
Dr.  Burrill  B.  Crohn,  associate  in  medicine  for 
gastroenterology;  on  the  same  evening  “Recent 
Advances  in  Ulcerative  Colitis”  will  be  discussed  by 
Dr.  Asher  Winkelstein,  associate  in  medicine  for 
gastroenterology. 

On  February  16,  Dr.  Ira  Cohen,  attending  neuro- 
surgeon, will  describe  “Recent  Advances  in  the 
Diagnosis  and  Treatment  of  Intracranial  Lesions.” 
Dr.  Ralph  Colp,  attending  surgeon,  will  lecture 
on  “Recent  Advances  in  the  Surgical  Treatment  of 
Gastric,  Duodenal,  and  Jejunal  Ulceration”  on 
March  1. 

On  March  15,  1944,  the  lecture  “Recent  Advances 
in  Hypertension”  will  be  delivered  by  Dr.  Arthur 
M.  Fishberg,  associate  physician.  Dr.  Reuben 
Ottenberg,  associate  physician,  will  give  a lecture 
entitled  “Recent  Advances  in  Chemotherapy”  on 
March  29. 

“Recent  Advances  in  the  Physiology  of  the 
Thyroid  and  Adrenal”  will  be  given  on  April  5, 1944, 
by  Dr.  Louis  J.  Soffer,  adjunct  physician.  Dr. 
Paul  Klemperer,  pathologist,  will  lecture  on  “Re- 
cent Advances  in  Cellular  Pathology”  on  April  19. 
On  April  26,  Dr.  Nathan  Rosenthal,  hematologist 
and  associate  in  medicine  for  hematology,  will  de- 
liver a lecture  called  “Recent  Advances  in  the 
Studies  of  Hemolytic  Anemias.” 

The  last  lecture  will  be  “Recent  Advances  in  the 
Problem  of  Pulmonary  Embolism”  by  Dr.  Harold 
Neuhof,  attending  surgeon,  on  May  3. 

WIDENS  PARALYSIS  STUDY 

A long-range  program  of  the  National  Founda- 
tion for  Infantile  Paralysis  and  the  University  of 
Michigan  for  training  doctors,  public  health  workers, 
and  laboratory  technicians  to  study  infantile  pa- 
ralysis and  other  virus  diseases  was  expanded  to 
its  full  scope  in  June  when  the  university  opened  its 
new  three-story  building  for  its  School  of  Public 
Health  at  Ann  Arbor. 

The  new  structure  will  house  a unit  devoted  en- 
tirely to  work  in  virus  diseases,  particularly  in- 
fantile paralysis.  To  aid  in  the  execution  of  the 
project,  the  foundation  has  made  a three-year  grant 
totaling  $120,000  to  the  university.  Previous 
grants  totaled  $110,000. 

SUICIDES 

“.....  Another  misconception  regarding  suicide 
is  that  the  person  who  really  intends  to  kill  himself 
never  talks  about  it  beforehand,  while  the  one  who 
seeks  only  to  gain  sympathy  always  does.  This 
idea  is  totally  false,  and  it  is  relatively  rare  to  find 
the  suicide  who  has  not  given  some  previous  indica- 
tion of  his  intention.  By  this  I do  not  mean  that  a 
note  is  left,  for  it  is  unusual  to  find  such  a note,  but 
rather  that  the  individual  indicates  his  intention  in 
some  other  way.  A study  of  suicides  occurring  in  a 
mental  hospital  showed  that  in  every  instance  there 
was  a definite  warning — often  in  the  form  of  direct 
threats — prior  to  the  attempt.  The  same  situation 
occurs  in  practice  outside  of  the  mental  hospital, 
and  every  physician  should  be  on  the  alert  for  signs 

of  impending  suicide  in  his  patients ” Vir- 

ginia  Medical  Monthly 
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Institutions  of 


ndM  S axil  t ariums 


'totalized  Treatments 


THE  MAPLES  INC.,  ROCKVILLE  CENTRE,  L.  I. 

A sanitarium  especially  for  invalids,  convalescents,  chronic  patients, 
post-operative,  special  diets,  and  body  building.  Six  acres  of  land- 
scaped lawns.  Five  buildings  (two  devoted  exclusively  to  private 
rooms).  Resident  Physician.  Rates  $18  to  $45  Weekly 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


CHARLES  B.  TOWNS  HOSPITAL 

Serving  the  Medical  Profession  for  over  40  years 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

Definite  Treatment  • Fixed  Charges  • Minimum  Hospitalization 

293  Central  Park  West,  New  York Hospital  Literature Telephone:  SChuyler  4-0770 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  Is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


DR.  BARUTES  S A MTARIO! 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

' F.  H.  BARNES,  M.D.  Med.  Supt.  *Tel.  4-1143 


IN  THE  RELIEF  OF  PAIN 

A successor  to  morphine  appears  to  have  been 
found  according  to  a report  made  by  Dr.  Robert  C. 
Batterman  at  the  Clinical  Congress  of  the  Connec- 
ticut State  Medical  Society  in  September. 

The  new  synthetic  demerol,  a pain-reliever  re- 
sembling morphine  has  been  used  at  Bellevue  for  the 
past  two  and  a half  years  where  over  4,000  patients 
have  had  the  benefit  of  the  drug.  Cases  in  which 
it  was  used  included  relief  of  pain  after  operations 
for  minor  surgical  procedures,  fractures,  abscesses, 
carbuncles,  burns,  etc.,  and  in  arthritis,  neuritis 
and  labor. 

Active  duration  is  shorter  than  in  morphine,  but 
the  toxicity  is  lower  and  sometimes  it  is  more 
effective. 


LESS  DRUG  STORES? 

The  National  Association  of  Retail  Druggists  asks 
the  question,  “Are  Drug  Stores  Closing?’ ’ 

And  answers  it  by  publishing  the  points  of  a 
survey  made  by  the  National  Wholesale  Druggists’ 
Association.  This  survey  showed  that  drug  stores 
are  closing  at  the  rate  of  629  in  six  months,  basing 
this  estimate  on  reports  received  from  62.3  per  cent 
of  their  membership  received  between  November  1, 
1942  and  April  30,  1943. 

The  NWDA  also  revealed  that  during  the  first 
year  of  the  war,  drug  stores  closed  at  the  rate  of 
5.7  per  cent  but  that  has  been  reduced  to  a present 
closing  down  rate  of  only  1.8%. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
inetitutional  atmosphere.  Treatment  modern,  scientific, 
individual  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbjticiam-in-Cbargt. 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postop- 
erative, aged  andinfirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  ner- 
vous and  backward  children.  Physicians'  treatments  rig- 
idly followed.  C.  L.  MARKHAM,  M.  D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:1700, 1,  2 


LOUDENKNICKERBOCKER  HALL  ” 

81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL 

diseases. 

Full  information  furnished  upon  request 
JOHN  F.  LOUDEN  JAMES  F.  VAVASOUR,  M.D. 

President  Physician  in  Charge 

New  York  City  Office,  67  West  44th  St.,  Tel.  VAnderbilt  6-3732 
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FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1SS9 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical  — Reliable  — Scientific 


Disorders  of  the  Nervous  System 
BEAUTIFUL  — QUIET  — HOMELIKE 


Write  for  Booklet 


FREDERICK  W.  SEWARD,  M.  D.,  Director 
FREDERICK  T.  SEWARD,  M.  D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.  D.,  Resident  Physician 


RIVERLAWN  SANITARIUM 


FOUNDED 


A conveniently  situated  Sanitariun  offering  complete  facilities 
for  the  treatment  and  care  of  MENTAL  AND  NERVOUS 
CASES  and  ALCOHOL  AND  DRUG  ADDICTIONS.  We 
extend  full  cooperation  to  the  Physicians. 

CHARLES  B.  RUSSELL,  M.  D.,  Med.  Dir. 

45  Totowa  Ave.  PATERSON,  N.  J.  Armory  4-2342 


^XWIN  ELMS 

A Modern 
Psychiatric  Unit 

Selected  drug  and  alcohol  problem* 
welcome. 

Rates  moderate. 

Eugene  N.  Boudreau,  M.D.,  Phys-in-Chg 

SYRACUSE,  N.  Y. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 
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HELP  SHORTAGE 

is  relieved  by  our  practical  plan  to  limit  the  clerical 
work  on  accounts  receivable. 

Write.  Our  auditor  will  call. 

CRANE  DISCOUNT  CORPORATION 

230  W.  41st  St.,  New  York,  N.  Y. 


SUPERFICIALS 


“Sclerosis  W.  Smugg  writes  from  the  Diehard 
Club  that  he  is  all  out  of  patience  with  the  wartime 
taxing  authorities.  They  soak  him  so  ferociously, 
he  says,  that  they  leave  him  no  incentive  to  indi- 
vidual effort,  no,  not  one.  All  that  he  gets  out  of  his 
hard  work  any  more  is  life  (including  food,  drink, 
clothing,  shelter,  and  medical  and  dental  care)  and 


liberty  (including  freedom  of  worship,  freedom  to 
assemble  with  his  clubmates,  and  freedom  of  speech 
as  regards  the  confounded  Government).  Some- 
times, he  tells  us,  he  feels  almost  ready  to  throw  up 
the  sponge.” 

— The  New  York  Times  Magazine 
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Elixir  Bromaurate 


■ 


GIVES  EXCELLENT  RESULTS 

Cuts  short  the  period  of  the  illness  and  relieves  the  distressing  spasmodic  cough.  Also  valuable  In 
other  Persistent  Coughs  and  in  Bronchitis  and  Bronchial  Asthma.  In  four-ounce  original  bottles. 
A teaspoonful  every  3 to  4 hrs. 

COLD  PHARMACAL  CO.  NEW  YORK  CITY 
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Siititel:  of  Service  and  Supplies 

y^V;V,:..:  Four  Guide  to  Opportunities  .for 

| POSITIONS  |l.O CATIONS  f H E L P 7'  PURCHASES 


SERVICES 


Classified  Rates 


Rates  per  line  per  insertion: 

One  time $1.10 

3 Consecutive  times 1.00 

6 Consecutive  times .80 

12  Consecutive  times .75 

24  Consecutive  times .70 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of 
First  and  by  the  5th  for  issue  of  Fifteenth. 


Classified  Ads  are  payable  in  advance.  To 
avoid  delay  in  publishing  remit  with  order 


FOR  SALE 


Everything  for  the  physician  from  an  instrument  to  an 
x-ray — new  or  used.  Special  opportunities  in  fluoroscopes, 
x-rays,  short  waves,  ultra  violet  lamps  and  electrocardio- 
graphs. J.  Beeber  Company,  838  Broadway,  N.Y.C. 
ALgonquin  4-3510. 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


FOR  RENT  OR  SALE 


ATTRACTIVE  20  Room,  7 Bath  SANITARIUM, 
Acres,  Beautifully  landscaped;  Exceptional  location.  Rye, 
New  York.  Available  for  Incompetents.  Very  Reason- 
able. Austin  K.  Griffen,  123  Court  Street,  White  Plains, 
N.  Y.  Telephone:  White  Plains,  4648. 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine — young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians  and  technicians. 


NEW  TORE  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


SCHOOLS 


— CAPABLE  ASSISTANTS—) 

Call  our  free  placement  service.  Paine  Hall  graduates 
have  character,  intelligence,  personality  and  thorough 
training  for  office  or  laboratory  work.  Let  us  help  you 
find  exactly  the  right  assistant.  Address: 

101  W.  31st  St.,  New  York 

BRyant  9-2831 
Licensed  N.  Y.  State 


CLINICAL  LABORATORY 
and  X-RAY  TECHNIC 

Thorough  Clinical  Laboratory  course 
9 months.  X-Ray  3 months.  Electro 
cardiography  additional.  Graduates 
in  demand.  Established  22  years. 
Catalog  sent  postpaid  on  request. 
Northwest  Institute  of  Medieol  Technology 
3422  E.  Lake  SL,  Minneapolis,  Minn. 


£ 
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A BLOOD  SERUM  SUBSTITUTE 


Dr.  N.  B.  Taylor,  of  the  University  of  Toronto, 
has  been  experimenting  with  a solution  of  isinglass 
as  a substitute  for  human  blood  serum  in  transfu- 
sions. With  others,  he  has  been  conducting  a re- 
search started  by  Dr.  E.  T.  Waters  into  the  proper- 
ties of  this  transparent,  whitish  substance  made 
from  the  bladders  of  fish  and  used  commercially  in 
jellies  and  glues. 

A report  by  Dr.  Taylor  and  Margaret  E.  Moore- 
house  in  the  Journal  of  the  Canadian  Medical  Associ- 
ation revealed  the  startling  results  obtained  with 
dogs,  cats,  rabbits,  and  mice.  Of  several  hundred 
animals  used  in  tests,  only  nine  died,  and  these  from 


other  causes  than  the  injections.  No  abnormalities 
were  discovered  in  the  livers  and  kidneys. 

In  clinical  tests,  Drs.  H.  E.  Pugsley  and  R.  F. 
Farquharson  used  the  isinglass  solution  in  the 
Toronto  General  Hospital.  Fifty-one  patients 
were  given  fifty-eight  administrations  of  4 to  7 per 
cent  solutions  with  the  conclusion  that  “when 
properly  prepared,  isinglass  appears  to  be  a safe 
blood  substitute.  In  none  of  the  patients  to  whom 
it  was  administered  for  treatment  of  shock  did  any 
type  of  unfavorable  reaction  occur.  In  a small 
series  of  cases  of  shock  the  intravenous  administra- 
tion of  solutions  of  isinglass  appeared  to  be  of  value.” 
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VITAMIN  CONCENTRATES 
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Pf<fi  naH*y*  hv  *hf 


•"io. h«n'  AtSS-rf^Ii 


jv!*' 


• A potent  and  economical 
multiple  vitamin  supplement. 
Each  fluid  ounce  contains: 

Vif4,",in  A 10-000  U.S.P.  Units 

V!S"'r  B*  -J-000  International  Units 

( h.am.ne  Hydrochloride -3  Milligrams) 
Vitomin  Ba.  .4  Milligrams  Riboflavin 

Vitamin  D l/000  u.S.P.  Units 

Nicotinamide 40  Milligrams 

Pantothenic  Acid.  .350  Micrograms 
Dicalcium  Phosphate. ..  u Grains 


Available  in  bottles  of  72  fluid  ounces 


' ffialtine 


COMPANY 


NEW  YORK  • Established  1875 


IP  IB  U (D  U)  ilk 


TABLETS 


A New  Contrast  Medium  for  Cholecystography 


Simplicity  of  Administration 


Better  Pictures W ix 


mi 

\ Minimal  Side  Actions 


Greater  # Diagnostic  Accuracy 


PRIODAX  is  not  related  to  phenolphthalein;  and  because  of  its  unique 
chemical  composition  it  rarely  produces  vomiting.  Excretion  of  most 


of  the  compound  by  the  kidney  reduces  the  possibility  of  diarrhea., 

0 

Literature  on  request 


SCHERING  CORPORATION 


BLOOMFIELD ‘NEW  JERSEY 


NOW  MORE  THAN  EVER-BUY  U.S.  WAR  BONDS 


The  increasing  span 
of  usefulness  for 


Liver  Extracts 

Jedwle 


Iiver  solutions  today  approach  perfection  so  closell 
J that  unpleasant  reactions  following  their  injectioi 
rarely  occur.  This  product  excellence  has  encouragetl 
widespread  clinical  trial  for  conditions  other  than  perl 
nicious  anemia.  These  trials  now  clearly  indicate  thl 
parenteral  use  of  concentrated  liver  extracts  in  the  fol 
lowing  conditions: 

BLE  UNITS  u . f.fJ 

Macrocytic  hyperchromic  anemia  of  infand 

• Macrocytic  anemias  of  pregnancy 
jjjp  * Sprue  ^ ^ ^ ^ ^ ^ 

TS  , • Anmni^assocuated^with  Hepatic  insufficiefl 

T-  ' It  is  believed  that  further  trial  c 

,/^M  parenteral  liver  extracts  in  thed 

conditions,  in  addition  to  all  thj 
/f;  other  measures  indicated,  wij 

prove  a valuable  addition  i 
therapy. 


PACKAGES : 

REFINED  SOLUTION  LIVER  EXTRACT  (PAREM 
TERAL)  U.  S.  P.  XII 

1 — 10  cc.  vial  (5  U.  S.  P.  injectable  unil 
per  cc.) 

1 — 5 cc.  vial  (10  U.  S.  P.  injectable  uni 
per  cc.) 

1 — 10  cc.  vial  (10  U.  S.  P.  injectable  uni 

per  cc.) 

SOLUTION  LIVER  EXTRACT  (PARENTERAL) 

U.  S.  P.  XII 

5 — 3 cc.  vials  (10  U.  S.  P.  injectable  uni 
each) 

SOLUTION  LIVER  EXTRACT  CONCENTRATE 
(PARENTERAL)  U.  S.  P.  XII 

5 — 1 cc.  vials  (15  U.  S.  P.  units  each) 

1 — 10  cc.  vial  (150  U.  S.  P.  units) 
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Surgery  under  Siege! 


New  reprint  available  on  cigarette  research  — Archives  of  Otolaryngology, 
March,  1943,  pp.  404-410.  Camel  Cigarettes,  Medical  Relations  Division, 
One  Pershing  Square,  New  York  17,  N.  Y. 


Steady  hands,  unwavering  eyes  . . . 
he  needs  them  now.  Never  mind  the 
bombs  and  shrapnel.  Every  case  an 
“emergency”  ...  an  endless  strain,  a withering 
grind.  But  today’s  army  field  surgeon  can  take 
it.  Like  the  men  at  the  guns  he  seldom  relaxes, 
but  when  he  does,  you  can  be  sure  he  appre- 
ciates a cheering  smoke. 

Add  to  his  cheer.  Send  a carton  of  Camels 
...  a token  of  your  personal  appreciation  for  his 
sacrifices.  Remember— Camel  is  first  choice  in 
the  armed  forces*  . . . for  mildness,  better  taste. 
See  your  dealer  today. 


Camel 

costlier  tobaccos 


in  the  Service 


*With  men  in  the  Army,  Navy  Marine 
Corps,  and  Coast  Guard,  the  favorite  cigarette 
is  Camel.  (Based  on  actual  sales  records.) 
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same  proportion  of  the  alkaloids. 


Formula:  Each  tablet  contains  % grain 
phenobarbital  and  the  three  chief 
alkaloids,  equivalent  approximately  to 
9 minims  of  tincture  of  belladonna. 


Indications:  Neuroses,  migraine,  functional  digestive  and  circulatory  dis-  Bolbarb  No.  2 has  the  same  alkaloidalcon- 

turbances.  vomiting  of  pregnancy,  menopausal  disturbances,  hypertension,  etc.  tent  but  Vi  gram  phenobarbital  per  tablet. 
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^Cintertime  is  the  season  of  throat  affections. 
Many  physicians  have  found  Thantis  Lozenges  to 
be  effective  in  relieving  throat  soreness  and  irritation,  because  they 
are  antiseptic  and  anesthetic  for  the  mucous  membranes  of  the 
throat  and  mouth. 


contain  Merodicein  (H.  W.  & D.  Brand  of  Diiodooxymercuriresor- 
cinsulfonphthaleinsodium),  1/8  grain,  and  Saligenin  (Orthohydroxy- 
benzylalcohol,  H.  W.  & D.),  1 grain.  They 
dissolve  slowly,  permitting  prolonged  medica- 
tion with  the  two  active  ingredients. 

Thantis  Lozenges  are  effective,  convenient 
and  economical. 

Thantis  Lozenges  are  supplied  in  vials  of 
twelve  lozenges  each. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 

Baltimore,  Maryland 
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LIPIODOL  INSTILLATION 


MYELOGRAPHY 


THE  introduction  of  Lipiodol  into 
the  spinal  subarachnoid  space  pro- 
vides accurate  information  in  the  diag- 
nosis and  localization  of  spinal  cord 
compression  caused  by  intramedullary 
tumor,  intravertebral  disc  protrusion, 
anomalies  such  as  spina  bifida  occulta. 
It  also  aids  in  identifying  obstruction 
due  to  pachymeningitis  and  arach- 
noiditis. Lipiodol  is  introduced  by 
means  of  either  a cisternal  or  a lumbar 
puncture;  ascending  and  descending 


forms  are  available.  The  oil  globule  is 
easily  manipulated  by  tilting  the  table, 
thus  permitting  the  operator  to  visual- 
ize and  to  expose  roentgenograms  at 
any  spinal  level.  However,  it  must  be 
remembered  that  the  injection  of 
iodized  oils  tends  to  produce  a variable 
degree  of  meningeal  irritation,  a point 
which  must  be  carefully  weighed  against 
the  advantages  of  the  procedure;  there- 
fore other  diagnostic  measures  should 
first  be  exhausted. 


>tRICV 
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For  intraspinal  use,  Lipiodol  is  available  in  5cc. 
ampules  of  the  Ascendant  and  the  Descendant  forms. 
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Authorities  recommend  immediate  removal  of  the  oil  after  completion  of  the 
x-ray  examination.  This  procedure  is  readily  carried  out  by  the  technic  of 
Kubic  and  Hampton*  who  advise  a second  lumbar  puncture  (for  withdraw- 
ing the  oil)  with  the  patient  in  the  neutral  position ; under  fluoroscopic  con- 
trol, the  table  is  tilted  until  the  oil  globule  is  under  the  needle  tip;  gentle 
suction  permits  of  ready  withdrawal.  By  boring  a hole  in  the  needle,  just 
behind  the  bevel  (Klemme,  Scott,  and  WoolseyJ),  oil  removal  is  facilitated 
and  is  more  complete. 

♦Kubic,  C.  S.,  and  Hampton,  A.  O.:  Removal  of  Iodized  Oil  by  Lumbar  Puncture,  New 
England  J.  Med.  224: 455  (Mar.  13)  1941. 

JKlemme,  R.  M.,  Scott,  W.,  and  Woolsey,  R.  D.:  Intraspinal  Protrusion  of  Intervertebral 
Disks:  Observations  on  Diagnosis,  J.  Missouri  M.  A.  39:131  (May)  1942. 

Lipiodol  is  iodized  poppyseed  oil  containing  40  per  cent  iodine  in 
chemical  combination.  The  many  uses  of  Lipiodol  are  graphically 
presented  by  text  and  illustrations  in  a new  brochure  “The  Applica- 
bility of  Lipiodol  in  Roentgenography  and  the  Technic  of  its  Use.” 

Physicians  are  invited  to  send  for  a complimentary  copy. 

E.  FOUGERA  & CO.,  Inc.  Distributors  75  Varick  Street,  New  York,  N.  Y. 


Metamucil  provides  the 
desired  regulative-sooth- 
ing effect  without  fur- 
ther  irritating  the  deli- 
cate mucosa. 


The  smooth  demulcent 
action  of  Metamucil  pre- 
vents straining  and  pro- 
vides local  protection. 


Metamucil  promotes 
easy  evacuation.  Its 
pleasant  palatability  is 

B particularly  important  in 
pregnancy. 


SPECIFIC  INDICATIONS  FOR  "SMOOTHAGE” 

Although  the  Metamucil  "Smoothage”  treatment  of  constipation 
is  widely  employed  for  everyday  corrective  regulation,  there  are 
many  specific  indications  (as  herein  illustrated)  in  which  this 
bland,  non-irritating  method  of  reestablishing  normal  bowel  func- 
tion has  been  found  of  outstanding  value. 

It  is  important  to  note  that  whether  the  bowel  condition  is 
spastic,  atonic  or  ulcerative,  Metamucil  supplies  a protective, 
soothing  action  to  the  inflamed  mucosa  and  facilitates  elimination 
by  the  production  of  a soft,  plastic,  easily  expressed  stool. 


[q  low-residue  diets,  as 
in  the  treatment  of  obes- 
ity, Metamucil  provides 
bulk  without  irritation. 


Where  lack  of  exercise 
is  a predisposing  factor, 
Metamucil  initiates  re- 
flex peristalsis  and  re- 
establishes normal  func- 
tion. 


ted  coMznttved 
fro(n-thr 

j.  «-«d  of  the 


METAMUCIL 

— a highly  refined,  purified  and  concentrated  vegetable  mucilloid  pre- 
pared by  a special  Searle  Research  process  from  the  mucilaginous  por- 
tion of  Plantago  ovata  (Forsk).  Mixes  intimately  with  the  bowel  con- 
tent, softens  fecal  residue,  protects  intestinal  mucosa  from  chemical  and 
mechanical  irritation. 

Metamucil  is  soothing  and  demulcent — has  a gentle  stimulating  effect 
upon  the  intestinal  musculature. 


Supplied  in  1 lb., 
8 oz.  and  4 oz. 
containers . 


GD-SEARLE  SCO- 

ethical  PHARMACEUTICALS  SINCE  1886 

CHICAGO 

New  York  Kansas  City  San  Francisco 


Metamucil  is  the 
registered  trademark  of 
G.  D.  Searle  & Co. 

IP 


MEDICAL  SOCIETY  OF 
THE  STATE  OF  NEW  YORK 

292  MADISON  AVENUE,  NEW  YORK  CITY  17,  MURRAY  HILL  3-9841 


President 

President-Elect 

Second  Vice-President  .... 
Secretary  and  General  M anager 

Assistant  Secretary 

Treasurer 

Assistant  Treasurer 

Speaker 

Vice-Speaker  


OFFICERS 

. . . . Thomas  A.  McGoldrick,  M.D.,  Brooklyn 

Herbert  H.  Bauckus,  M.D.,  Buffalo 

Norman  S.  Moore,  M.D.,  Ithaca 

Peter  Irving,  M.D.,  New  York 

Edward  C.  Podvin,  M.D.,  Bronx 

Kirby  Dwight,  M.D.,  New  York 

....  James  R.  Reuling,  Jr.,  M.D.,  Bayside 

Louis  H.  Bauer,  M.D.,  Hempstead 

William  Hale,  M.D.,  Utica 


TRUSTEES 


William  H.  Ross,  M.D.,  Chairman  . . . Brentwood 

Thomas  M.  Brennan,  M.D Brooklyn  James  F.  Rooney,  M.D Albany 

George  W.  Kosmak,  M.D New  York  Edward  R.  Cunniffe,  M.D Bronx 


COUNCIL 


Thomas  A.  McGoldrick,  M.D Brooklyn 

Herbert  H.  Bauckus,  M.D Buffalo 

George  W.  Cottis,  M.D Jamestown 


William  H.  Ross,  M.D. 


Peter  Irving,  M.D New  York 

Kirby  Dwight,  M.D New  York 

Louis  H.  Bauer,  M.D Hempstead 


Brentwood 


Term  Expires  1944 
Floyd  S.  Winslow,  M.D. 
Rochester 

Clarence  G.  Bandler,  M.D. 
New  York 

Harry  Aranow,  M.D. 

Bronx 


Term  Expires  1945 
Oliver  W.  H.  Mitchell,  M.D. 
Syracuse 

John  L.  Bauer,  M.D. 

Brooklyn 

F.  Leslie  Sullivan,  M.D. 
Scotia 


Term  Expires  1946 
Carlton  E.  Wertz,  M.D. 
Buffalo 

Ralph  T.  Todd  M.D. 
Tarrytown 

Charles  M.  Allaben,  M.D. 
Binghamton 


[See  pages  2252  and  2256  for  additional  Society  Officers] 


HARRY  F.  WANVIG 

Authorized  Indemnity  Representative 

of 

jlte&tral  of  of  Hew  |}nrk 

70  PINE  STREET  NEW  YORK  CITY 

TELEPHONE:  DIGBY  4-7117 


2248 


2249 


CEPACOL  Meets  the  Physician's  Specifications 


If  you  were  to  set  down  your 
prescription  requirements  for  a 
topical  medicament  to  the  in-  *5 
flamed  throat,  you  would  prob- 
ably insist  upon — 


An  effective  germicide — But  non-irritating 
A cleansing  detergent — But  not  a soap 
An  alkaline  solution — To  neutralize  oral  acidity 
A palatable  product — To  secure  full  coopera- 
tion by  the  patient 


9*t  a wond,  you  would  Specify 

CEPACOL 

Brand  of  Alkaline  Germicidal  Solution 


By  standard  F.D.A.  tests,  Cepacol  destroys 
most  pathogenic  bacteria  common  to  the 
mouth  and  throat  within  15  seconds  after 
contact,  yet  is  non-irritating  to  delicate  tissue. 

The  unusually  low  surface  tension  of 
Cepacol  permits  deep  penetration.  Its  foam- 


ing detergent  action  clears  mucus.  It  neu- 
tralizes acidity  and  soothes  inflamed  tissue. 

Pleasantly  flavored,  Cepacol  is  refreshing 
as  well  as  effective. 

Available  at  prescription  pharmacies  in 
pints  and  gallons. 


Write  for  sample  and  literature. 


SULFADIAZINE 


The  consensus  of  medical  literature  attests  the  effectiveness  of  sulfadiazine  against 
pneumonia  caused  by  a wide  variety  of  etiologic  organisms.  The  low  incidence  of  nausea 
and  vomiting,  the  high  blood  levels  which  are  easily  maintained,  the  ready  penetration  of 
the  drug  into  body  fluids,  and  the  rapidly  increasing  solubility  of  both  the  free  drug  and  its 
acetyl  derivative  as  the  pH  of  the  urine  increases  in  an  alkaline  direction,  combine  to  make 
sulfadiazine  the  preferred  drug  for  the  treatment  of  pneumonia. 

The  solid  worth  of  sulfadiazine  in  various  forms  of  pneumonia  is  attested  by  the  pub- 
lished clinical  evidence  following  its  use  in  — 


PNEUMOCOCCAL  PNEUMONIA 

A citation  of  “over-all’;  uncorrected,  mortality  results 
in  representative  published  series  is  eloquent  testi- 
mony to  the  effectiveness  of  sulfadiazine  in  pneumo- 
nia— Flippin,  Rose,  Schwartz  and  Domm  (i),  11%; 
Finland,  Strauss  and  Peterson  (2),  11%;  Dowling, 
Hartman,  Sugar  and  Feldman  (3),  1 1.3%;  Billings  and 
Wood  (4),  1.3%;  Abernethy  (5),  10.7%;  Ensworth, 
Kalkstein,  Barefoot,  Liebmann  and  Plummer  (6), 


10.9%;  Flippin.  Schwartz  and  Domm  (7),  10.3%;  Dow- 
ling, Hartman,  Feldman  and  Jenkins  (8),  8.1%;  Shack- 
man  and  Bullowa  (9),  13  4%;  Browne,  Marvin  and 
Smith  (10),  1%. 

HEMOLYTIC  STREPTOCOCCUS  PNEUMONIA 

A limited  number  of  reports  on  the  employment  of 
sulfadiazine  in  this  condition  has  appeared,  although 
suggestions  for  such  use  have  been  highly  authorita- 


tive,  including  those  of  Finland,  Strauss  and  Peter- 
son (2).  the  Office  of  the  Surgeon  General,  U.S.  Army 
(ri),  Rammelkamp  (12),  Finland,  Peterson  and  Good- 
win (13),  and  Lowell  (14). 

FRIEDLANDER’S  BACILLUS  INFECTIONS 

Recently  the  Council  on  Pharmacy  and  Chemistry  has 
recommended  sulfadiazine  as  the  preferred  sulfona- 
mide in  Friedlander’s  bacillus  infections  (16).  The 
Office  of  the  Surgeon  General,  U.S.  Army  (1 1)  has  for 
some  time  made  this  recommendation.  Others  who 
have  suggested  the  use  of  the  drug  include  Finland, 
Peterson  and  Goodwin  (13),  Lowell  (14),  Trevett,  Nel- 
son and  Long  (17),  Long  (i8)-(2o). 


STAPHYLOCOCCUS  PNEUMONIA 

The  incidence  of  this  condition  is  low  and  published 
reports  are  few  in  number.  Finland.  Strauss  and  Peter- 
son (2),  Finland,  Peterson  and  Goodwin  (13),  Lowell 
(14),  and  Finland,  Peterson  and  Strauss  (15)  have  rec- 
ommended the  use  of  sulfadiazine  in  pneumonia 
caused  by  staphylococci. 

POSTOPERATIVE  MIXED  PNEUMONIAS 

The  Office  of  the  Surgeon  General,  U.S.  Army  (11), 
Domm,  Flippin,  Reinhold  and  Schwartz  (21),  Riggins 
(22)  and  Flippin  (23)  have  recommended  the  use  of 
sulfadiazine  in  postoperative  pneumonias. 


ADMINISTRATION 


Sulfadiazine  is  conjugated  to  a lesser  extent  than  other 
sulfonamides  and  is  excreted  quite  readily  by  the  kid- 
neys both  in  the  form  of  free  drug  and  the  acetylated 
fraction.  High  concentrations  are  easily  obtained  in 
the  blood.  Dosage  for  adults  in  severe  infections  is 
usually  computed  on  a basis  of  0.10  Gm./Kg.  of  body 
weight  for  the  initial  dose,  followed  by  r.o  Gm.  every 
4 to  6 hours  day  and  night  until  the  temperature  has 
been  normal  for  72  hours. 


For  a complete  discussion  of  dosage,  see  Lederle 
literature  available  upon  request;  or,  New  and  Non- 
official Remedies.  Edition  1943. 

During  sulfadiazine  therapy,  alkalis  sufficient  to 
maintain  an  alkaline  urine  should  be  administered 
unless  contraindicated;  and  liquids  should  be  given  to 
pTodyce  a daily  urinary  output  of  between  1,000  and 
1,500  cci  It  is  important  to  establish  a full  urinary  out- 
put prior  to  the  institution  of  parenteral  therapy. 
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(22)  Riggins.  H.  McL.:  Am.  Rev.  Tuberc.  46:  666  (Dec.) 

(23)  Pippin,  H.  F.:  S.  Clin.  North  America  22:  1593 
(Dec.)  1942. 


Sulfadiazine  Tablets  for  Oral  Use 
Bottles  of  50,  100.  1,000,  5,000  and  10,000  tab- 
lets, 0.5  Gm.  (7.7  grains)  each. 

Sodium  Sulfadiazine  Solution  Parenteral  25% 
Sets  of  6,  25  and  100  ampuls  (10  cc.  each). 
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the  °hEOB*° 

EFFECTIVE 

in  Coronary  Artery  Disease  and  Edema * 


Clinical  experience  and  carefully  controlled  studies  in  humans  have  definitely 
proven  the  value  of  Theobromine  Sodium  Acetate  in  treating  certain  Cardio- 
vascular and  Renal  diseases,  and  the  value  of  the  enteric  coating  in  permitting  ade- 
quate dosage  without  causing  gastric  distress. 


Supplied — in  7Vfc  grains  with  and  without  Phenobarbital  V2  grain;  in  5 
grains  with  Potassium  Iodide  2 grains  and  Phenobarbital  \\  grain  (cost 
approximately  $1.50  per  bottle  of  100  tablets);  and  in  3 3A  grains  with  and 
without  Phenobarbital  Y*  grain  (cost  approximately  $1.00  per  bottle  of 
100).  Capsules,  not  enteric  coated,  are  available  in  the  same  potencies  for 
supplementary  medication. 


♦Literature  giving  con- 
firming bibliography, 
and  physicians  sam- 
pleswill  be  furnished 
on  request. 


BREWER  &-  COMPANY 


Pharmaceutical  Chemists  Since  1852 


INC.  Worcester 

Massachusetts 
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estrogen  and  a sedative  is  a logical  method  of  managing  the  menopausal  patient. 
Sedation  and  hormonal  medication,  together,  provide  more  complete  control  of  the 
complex  symptomatology.  Further,  the  sedative  component  tends  to  eliminate 
the  by-effects  associated,  at  times,  with  synthetic  estrogen  therapy. 

Hexital  contains  hexestrol  (the  new  synthetic  estrogen  of  low  toxicity),  and 
phenobarbital.  Treatment  of  the  menopause  with  Hexital  is  effective,  convenient, 
economical,  and  relatively  free  from  nausea  and  other  by-effects.  Hexital  tablets 
contain  3 mg.  hexestrol  and  20  mg.  phenobarbital.  Average  daily  dosage:  1 tablet, 
preferably  taken  at  night. 

ORTHO  PRODUCTS,  INC.  • LINDEN,  N.  J. 

Literature  available  on  request ■ 
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(HEXESTROL  PHENOBARBITAL) 
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Its  uniform  frosting  provides 

prolonged  bacteriostasis 


|the  unique  vasoconstrictor-sulfonamide 


UNLIKE  the  usual  intranasal  sul- 
fonamide preparations,  Pare- 
iJdrine-Sulfathiazole  Suspension  is 
not  a solution  of  the  sodium  salt 
of  sulfathiazole,  but  an  aqueous 
SUSPENSION  of  ‘Micraform’  sul- 
fathiazole crystals. 

These  minute  crystals — approxi- 
mately 1/1000  the  mass  of  ordinary 
commercial  crystals — form  a fine, 
smooth  coating  of  sulfathiazole, 
free  of  clots  and  clumps,  which  is 
evenly  “frosted"  over  the  affected 
nasal  mucosa. 

This  coating  produces  a reservoir 
of  sulfathiazole  which  exerts  a pro- 
longed and  sustained  bacteriostatic 
effect.  It  does  not  interfere  with 
drainage,  and  is  gradually,  yet  com- 
pletely, removed  by  ciliary  action 


and  by  absorption. 

Paredrine-Sulfathiazole  Suspen- 
sion combines  the  non-stimulating 
vasoconstriction  of  ‘Paredrine’with 
the  potent  bacteriostatic  action  of 
‘Micraform’  sulfathiazole.  Its 
slightly  acid  pH  range  (5.5  to  6.5) 
is  identical  with  that  of  normal  nasal 
secretions — a vital  consideration  in 
any  preparation  for  intranasal  use. 

Paredrine-Sulfathiazole  Suspen- 
sion has  proved  strikingly  effective, 
both  with  adults  and  children,  in 
the  treatment  of  nasal  and  sinus 
infections  — particularly  those 
secondary  to  the  common  cold. 
Furthermore,  it  may  often  prevent 
dangerous  sequelae,  such  as  otitis 
media,  mastoiditis,  bronchitis, 
pneumonia,  etc. 


'MICRAFORM’  SULFATHIAZOLE 
NON-STIMULATING  VASOCONSTRICTION 
THERAPEUTICALLY  IDEAL  pH 


soconstrictor  alone  is  indicated  — 


, 


RINE  HYDROBROMIDE  AQUEOUS 
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In  ANGINA  PECTORIS  • ARTERIOSCLEROSIS  • PERIPHERAL  VASCULAR  DISEASES 


Carnacton  is  a biologically  tested  extract  of  highly  vascu- 
larized and  active  diaphragmatic  muscle  with  a high  met- 
abolic rate  . . . providing  dependable  vasodilator  and  de- 
pressor benefits.  Carnacton  helps  establish  collateral 
circulation  and  promotes  cardiovascular  tone  and  vitality. 

Ampuls  of  1 cc.  and  2Jcc. — boxes  of  12  and  50;  vials  of  30  cc.  for  oral  use.  For  detailed  brochure  address  Dept.  N. 


CAVENDISH  PHARMACEUTICAL  CORP. 


25  West  Broadway  , New  York 


The  diets  of  early  infancy — and  such  restricted 
diets  as  the  Sippy  and  Karell  regimes  and 
others  based  on  milk — are  commonly  deficient 
in  factors  of  the  vitamin  B complex. 

WHITE  S MULTI-BETA  LIQUID 

provides — in  drop  dosage — a sound,  economical 
supplement  replacing  those  factors  that  are  in- 
sufficient in  milk,  in  proportion  to  the  degree  of 
their  inadequacy.  The  small  dosage  volume  ob- 
viates digestive  disturbances  that  may  follow 
use  of  bulky  supplements. 

Non-alcoholic,  White’s  Multi-Beta  Liquid 
is  freely  miscible  in  milk,  fruit  juices,  etc.,  and 
imparts  no  odor  or  taste  to  these  foods.  Its 
unusual  palatability  allows  direct  administra- 
tion, when  desired. 

White’s  Multi-Beta  Liquid  is  particularly 
serviceable  as  a component  of  cardiac,  diges- 
tive, hematinic  liquid  “tonics”,  the  vehicles  of 
which  are  non-alkaline.  For  tube  feedings  or 
when  difficulty  in  swallowing  tablets  or  cap- 
sules is  encountered,  White’s  Multi-Beta  Li- 
quid overcomes  administration  problems. 

In  bottles  of  10  cc.,  25  cc.,  50  cc.  (with  suit- 
able droppers)  and  8 oz. 


Ethically  promoted.  White  Laboratories , Inc., 
Pharmaceutical  Manufacturers , Newark  7,  N.  J. 


| prescription  idtaniln4  | 
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THE  IMPORTANCE  OF  HYPERTENSION 

"The  importance  of  hypertension  as  a problem  of  health  needs  emphasis. 
High  blood  pressure  is  both  a common  disease  and  a serious  one.  Indeed, 
it  appears  to  be  more  common  and  more  deadly  than  cancer.”* 

“About  a fourth  of  all  deaths  of  individuals  past  fifty  years  of  age  is 
referable  to  hypertension.”* 

”...  hypertension  usually  is  a serious  disease  which  terminates  the  liveSi 
of  those  it  afflicts  within  a relatively  short  period.”* 


* Allen,  E.  V.,  Medical  as- 
pects of  arterial  hypertension , 
Bull.  N.  Y.  Acad.  Med., 
17:  March,  1941. 


PROLONGED  REDUCTION  OF  HIGH  BLOOD  PRESSURE 
WITH  ERYTHROL  TETRANITRATE  MERCK 


■ 

For  Prolonged 
Vasodilatation 
in  Hypertension 


COUNCU 


ERYTHROL 

TETRANITRATE 

MERCK 


(Ery  Ihrily  1 Tetranitrate) 


'HpREATMENT  of  arterial  hypertension  today  is  necessarily  directed  toward 
■*-  relief  and  not  cure.  The  use  of  Erythrol  Tetranitrate  is  suggested  as  an 
additional  measure  when  the  usual  regimen  of  rest  and  dietary  control  has 
proved  inadequate. 

Erythrol  Tetranitrate  offers  the  advantage  of  producing  such  a prolonged 
reduction  in  blood  pressure  that  administration  three  times  daily  may  be 
adequate  to  maintain  the  desired  level.  It  may  be  prescribed  over  an  extended 
period  with  sustained  effect. 

The  vasodilator  action  of  Erythrol  Tetranitrate  usually  begins  about  fifteen 
minutes  after  administration  and  persists  for  a 
period  of  three  to  four  hours.  The  average  dose  is 
Vi  to  1 grain  (0.03  to  0.06  Gm.)  every  4 to  6 hours, 
in  tablets  as  marketed. 


MERCK  & CO.,  Inc.  *y(t<inu<^actaKin<jf  RAHWAY,  N.  J. 
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WE’RE  COMING, 

'V7'OU  were  born  on  the  night  black  tanks  first 
clanked  down  the  darkened  boulevards. 
You’ve  never  laughed,  you’ve  never  played, 
you’ve  never  learned  the  sweet  goodness  of  bread 
fresh-baked  . . . We’re  coming  to  set  you  free, 
Madelon,  to  teach  you  the  joy  of  free  laughter, 
to  demand  that  good  food  and  proper  medical 
care  be  given  to  all  people. 

Yes,  you  may  be  in  one  of  our  hospitals  for 
awhile.  You’ll  like  that,  little  Madelon.  Our 
doctors  will  take  care  of  you  so  the  father  you’ve 
never  seen  will  find  a pretty  young  lady  when  he 
comes  home  again.  The  doctors  will  be  kindly 
men  who  will  make  you  well  and  strong.  They 
will  be  gallant  and  courageous  men  possessing 
the  most  modern  equipment  and  supplies  the 
world  has  ever  known. 


LITTLE  MADELON 

CIBA  feels  a responsibility  to  you,  little  Made- 
lon ...  to  you  and  all  the  small  Madelons  in 
every  invaded  country.  We’re  coming  soon  . . . 
we’re  on  the  march.  Pledged  to  supply  the  medi- 
cal profession  in  peace  and  in  war  with  worthy, 
modern  pharmaceuticals  to  perform  their  vital 
missions. 


SUMMIT  • NEW  JERSEY 

MORE  THAN  A HALF-CENTURY  OF  METICU- 
LOUS, INTELLIGENT  RESEARCH  AND  PRECISE 
SUPERVISION  GUARD  EVERY  CIBA  PRODUCT. 

Copr.  1943 — Ciba  Pharmaceutical  Products,  Inc.,  Summit,  N.  J. 
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DEFINITE  UPLIFT 
FOR  THE  HEAVIEST 
PTOSED  BREASTS! 


This  Spencer  Support 
Holds  Breasts  in  Natural  Position 


Without 

Constriction 


Above:  Patient  before 

wearing  a Spencer  Breast 
Support. 

At  right:  Same  patient 
in  the  Spencer  Support 
designed  especially  for 
her.  Firmly  anchored  to 
her  figure  in  back  and 
through  diaphragm,  it 
will  not  ride  up  or  place 
the  slightest  strain  on 
shoulder  strapslj , 


IMPROVES  CIRCULATION  of  the 

blood  through  the  breasts,  lessening  the 
chance  of  the  formation  of  non-malignant 
nodules,  and  improving  tone. 

PROVIDES  COMFORT  AND  AIDS 
BREATHING  when  worn  by  women  who 
have  large  ptosed  breasts. 

AIDS  MATERNITY  PATIENTS  by  pro- 
tecting inner  tissues  and  helping  prevent 
outer  skin  from  stretching  and  breaking. 
HELPS  NURSING  MOTHERS  by  guard- 
ing against  caking  and  abscessing. 
Individually  designed  for  each  patient. 
Spencer  Supports  are  never  sold  in  stores. 
For  a Spencer  Specialist,  look  in  telephone 
book  under  "Spencer  Corsetiere”  or  write 
us  direct. 


SPENCER 


INDIVIDUALLY 

DESIGNED 


Abdominal,  Back  and  Breast  Supports 


SPENCER  INCORPORATED, 

1 37  Derby  Ave.,  New  Haven,  Conn. 

In  Canada:  Rock  Island,  Quebec. 

In  England:  Spencer  (Banbury)  Ltd.,  Banbury, 
Oxon. 

Please  send  me  booklet,  "How  Spencer  Supports 
Aid  the  Doctor's  Treatment." 


May  We 
Send  You 
Booklet? 


M.  D. 
. C-12 
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There  has  long  been  a real  need  for  a potent,  mercurial 
diuretic  compound  which  would  be  effective  by  mouth.  Such 
a preparation  serves  not  only  as  an  adjunct  to  parenteral 
therapy  but  is  very  useful  when  injections  can  not  be  given. 

After  the  oral  administration  of  Salyrgan-Theophylline  tab- 
lets a satisfactory  diuretic  response  is  obtained  in  a high  per- 
centage of  cases.  However,  the  results  after  intravenous  or 
intramuscular  injection  of  Salyrgan-Theophylline  solution 
are  more  consistent. 


Salyrgan-Theophylline  is  supplied  in  two  forms: 

^7  (JUfo  (enteric  coated)  in  bottles  of  25,  100  and  500.  Each  tablet 
' contains  0.08  Gm.  Salyrgan  and  0.04  Gm.  theophylline. 

^ *n  amPuis  °i  i cc.,  t>ox®s  of  5,  25  and  100;  ampuls  of  2 cc., 

^ boxes  of  10,  25  and  100. 

Write  for  literature 


WINTHROP  CHEMICAL  COMPANY,  INC. 


Pharmaceuticals  of  merit  for  the  physician 


WINTHROP 


NEW  YORK  13,  N.  Y. 


WINDSOR,  ONT. 
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HIS  FIRST  STEPS... 

With  the  period  of  weaning  behind  him  the  growing  child  enters 
a new  and  critical  phase  of  development. 

The  rate  of  skeletal  and  muscle  growth  is  stepped  up  and  for  a time 
at  least  the  energy  output  and  caloric  needs  increase  more  rapidly 
than  the  body  weight. 

Basic  in  meeting  these  in- 
creased nutritional  require- 
ments is  a food  which  has 
been  prescribed  by  physi- 
cians for  well  over  50  years — 

HORLICK’S 
FORTIFIED 

Pleasant  to  take,  easily  digested, 
readily  assimilated,  Horlick’s  For- 
tified provides: 

PROTEIN 

Essential  Amino  Acids  of  Milk 
For  muscle  and  tissue  building. 

CARBOHYDRATE 

Partially  predigested,  from 
wheat  and  barley 

For  caloric  value  and  energy. 

FAT 

From  full  cream  milk 
Readily  digested. 

CALCIUM  and  PHOSPHORUS 
Especially  rich,  prepared  with 
milk 

Essential  for  sound  bones  and 
teeth. 

VITAMIN  REINFORCEMENT 
Maintenance  requirement  of 
A,  Bi,  and  D and  more  than 
50%  of  G. 


(lecamme*ui 

HORLICK'S 
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1311131 

Digitalis 

1 

(Davies,  Rose) 

ji; 

'9 
• 3 

iy2  grains 
(0.1  Gram) 

Each  equivalent  to 
1 Digitalis  Unit 
U.S.  P.  XII 

: 

DAVIES,  ROSE  ft  CO.,  ltd. 

1 

Boston,  Mass.,  U.S.  A. 

THEY  ARE  PACKAGED  IN  BOTTLES 


OF  THIRTY  FIVE,  A CONVENIENT  NUMBER 
FOR  THE  PHYSICIAN'S  PRESCRIPTION, 
OBVIATING  REHANDLING  AND  EXPOSURE 


THE  FINISHED  PILLS  ARE 
PHYSIOLOGICALLY  ASSAYED 
TO  FINALLY  CERTI  FY  THEIR 
STANDARDIZATION 


THE  POWDERED  LEAF  IS  TESTED  PHYSIO- 
LOGICALLY  AND  CONVERTED  INTO  PILL  FORM 
(1)4 GRAINS)  ON  AN  AUTOMATIC  MACHINE, 
REDUCING  EXPOSURE  TO  THE  MINIMUM 


A CAREFULLY  SELECTED,  BOTANICALLY 
IDENTIFIED  LEAF,  POWDERED  IN  OUR  OWN 
MILL,  GIVING  ASSURANCE  OF  RELIABILITY 
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THE  FOUNDATION  UPON  WHICH  THEY 
ARE  BUILT  ATTHE  LABORATORIES  OF 
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Procaine  Hydrochloride  and  Epinephrine 


The  combination  of  the  prompt 
and  powerful  local  anesthetic 
action  of  procaine  hydrochlo- 
ride with  epinephrine  is  very 
effective.  With  cheplin’s  pro- 
caine HYDROCHLORIDE  and 
Literature 


epinephrine  the  period  of  anes- 
thesia is  prolonged  through  re- 
tarded absorption  of  the  anes- 
thetic. It  also  causes  blanching 
of  the  operative  area,  thus  giv- 
ing the  surgeon  a clear  field, 
u request. 


1%  PROCAINE  HYDROCHLORIDE  and 
1:25,000  EPINEPHRINE 

is  supplied  for  subcutaneous  and  intra- 
muscular use  in  ampules  and  vials. 


CHEPLIN  BIOLOGICAL  LABORATORIES,  INC. 

( Division  of  Bristol-Myers) 

Syracuse,  New  York 
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• Fertility,  the  ability  to  reproduce,  is 
common  to  all  living  things.  A complex 
process,  reproduction  is  generally  facili- 
tated by  a combination  of  most  fortuitous 
circumstances.  At  times,  however,  as  in 
human  “sterility”,  anomalous  factors  oc- 
cur to  thwart  Nature’s  intended  purpose. 

MacLeod  and  Hotchkiss*  have  recently 
shown  that  some  particularly  confusing 
instances  of  clinical  infertility  can  be  at- 
tributed to  sub-normal  sperm  migration, 
possibly  resulting  from  incompatible  gen- 
ital secretions.  In  cases  of  this  type,  fertil- 
ity may  be  restored  through  the  use  of  a 
physiologic  glucose  douche.  Glucose, 


metabolized  by  the  sperm, 
acts  therapeutically  by  pro- 
viding nutrient  for  sperm 
motility. 

Nutri-sal,  a physiologic 


*AMER.  J.  OBST.  a GYN..  SEP.  '43 


glucose  douche  powder,  is  recommended 
in  the  treatment  of  infertility,  where  none 
of  the  well-defined  factors,  such  as  anovu- 
lation, unpatent  tubes,  endocrine  dyscra- 
sias,  etc.,  are  present.  It  may  also  be  em- 
ployed as  a therapeutic  adjuvant  during 
the  routine  investigation  of  sterility,  since 
it  is  safe  and  convenient  to  use,  and  may 
obviate  the  necessity  for  some  of  the  more 
complex  analytical  procedures. 


Nutri-Sal 

FOR  USE  IN  SELECTED  CASES  OF  INFERTILITY 


ORTHO  PRODUCTS,  INC.,  LINDEN,  N.J. 


TfouA  rfvaCCaMe 

LEXO 

WAFERS 

SOYBEAN 

LECITHIN 

FILLED 


For  the  Treatment  of: 

PSORIASIS 

HYPERCHOLESTEROLEMIA 

POOR  INTESTINAL 
ARSORPTION  OF  FAT  AND 
FAT-SOLUBLE  VITAMINS 

LIVER  CIRRHOSIS 

HEPATIC  INSUFFICIENCY 
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Dehydration  of  the  Tissues. 


THE  DOHO  CHEMICAL  CORPORATION 
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SALICYLATE  THERAPY 


THE  SALICYLIC  ESTER  OF  SALICYLIC  ACID 


Antirheumatic  . . . Antipyretic  . . . Analgesic 
For  Acute  Rheumatic  Fever,  Acute  and  Chronic 
Articular  Rheumatism,  Tonsillitis,  Grippe,  Neu- 
ralgia, and  allied  conditions 


• Tasteless  . . . Odorless  • Non-irritating  to  the  stomach 

• Approximately  twice  as  active  as  Sodium  Salicylate 

• Therefore  given  in  only  half  the  dosage. 
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5 grains  each,  in  tubes  of  10,  and 
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A NEW  TECHNIQUE  OF  LOCAL  CHEMOTHERAPY 
IN  ORAL  AND  PHARYNGEAL  INFECTIONS 


Recent  reports*  indicate  the  clinical 
value  of  the  sulfonamide  compounds 
as  topical  medication  in  oral  and  pha- 
ryngeal infections. 

For  such  conditions  White's  Sulfa- 
thiazole  Gum  now  provides  a more 
effective,  prolonged,  convenient  and 
pleasant  method  of  local  chemother- 
apy than  short-acting  gargles,  sprays 
and  dusting  powders. 

Dosage 

One  (or  two)  tablets  of  White's  Sul- 
fathiazole  Gum,  chewed  for  one-half 
to  one  hour  at  intervals  of  one  to  four 
hours.  Each  tablet,  containing  3.75 
grs.  (0.25  Gm.)  Sulfathiazole,  initiates 


and  maintains  an  average  of  70  mgm. 
per  100  cc.  of  saliva  throughout  the 
chewing  period. 

Indications 

In  the  local  treatment  of  acute  and 
chronic  sulfonamide-susceptible  infec- 
tions of  oral  and  pharyngeal  mucosa 
and  contiguous  tissues;  e.g.,  tonsillitis, 
pharyngitis,  infections,  gingivitis  and 
stomatitis,  non-epidemic  parotitis, 
peri-tonsillar  abscess;  also  as  prophy- 
laxis in  the  post-tonsillectomy  state. 

Supplied  in  packages  of  24  tablets 
on  prescription  only.  White  Labora- 
tories, Inc.,  Pharmaceutical  Manufac- 
turers, Newark  7,  N.  J. 

♦Literature  on  request 


White's  sulfathiazole  gum 


tion  of  locally  active  v dis- 
solved) sulfathiazole  in  sub- 
jects chewing  one  tablet  for 
period  of  one  hour.  (Serial 
measurements  expressed  in 
mgm.  of  sulfathiazole  per  100 
cc  saliva.) 
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Editorial 

The  Well  of  Righteousness,  III 


Had  not  the  Editor  of  the  J.A.M.A. 
chosen  to  hang  out  the  medical  family  wash 
on  pages  354  and  355  of  his  usually  suave  and 
dignified  publication,1  the  matter  of  state- 
journal  advertising  could  probably  have 
been  ironed  out  amicably  in  conference. 

He  has  chosen  to  call  us  to  account  pub- 
licly— but  firmly — for  being  a veritable 
directory  of  unestablished  and  unscientific 
therapy,  and  for  attacking  from  the  rear. 
“The  threat  most  difficult  to  meet,”  he 
says,  “is  that  from  those  who  should  be  pre- 
sumed to  be  friends.” 

Now  until  the  appearance  of  this  queru- 
lous outburst  of  hysterical  chastisement, 
this  Journal  had  no  quarrel  with  anyone 
except  the  enemies  of  the  United  Nations. 
But  on  October  9,  1943,  with  no  warning, 
his  editorial  bomb  was  exploded  in  our  busi- 
ness office2  by  the  J.A.M.A.  “In  any  war,” 
gobbles  the  editor  of  that  publication  on 
page  355,  “the  most  dangerous  attack  is  the 
attack  from  the  rear!!” 

Well,  if  the  editor  of  the  J.A.M.A.  wants 
war,  he’ll  get  it.  Our  right  to  conduct  our 
publication  according  to  the  laws  of  the 
State  of  New  York  and  the  considered  judg- 
ment of  our  Publication  Committee  is  de- 
clared to  be  violated;  his  editorial  attack  is 
hereby  characterized  as  discourteous,  in 
bad  taste,  and  of  such  a nature  that  it 
leaves  us  no  choice  but  to  counterattack, 
publicly. 

In  1939  when  the  N.  Y.S.J.M.  was  in  the 

i J.A.M.A.,  Vol.  123,  No.  6,  Oct.  9,  1943. 


Cooperative  Medical  Advertising  Bureau, 
39.8  per  cent  of  the  total  advertising  in  our 
Journal  was  within  the  jurisdiction  of  the 
Council  on  Pharmacy  and  Chemistry  of  the 
AM.  A. 

In  1943,  72.3  per  cent  of  the  total  Journal 
advertising  was  within  Council  jurisdiction. 

In  1939,  60.2  per  cent  of  the  total  was 
not  within  A.M.A.  Council  jurisdiction; 
in  1943,  27.7  per  cent  of  the  total  was  not 
within  Council  jurisdiction.  Thus  there  was 
a gain  of  32.5  per  cent  of  advertising  within 
the  jurisdiction  of  the  Council  and  a diminu- 
tion of  32.5  per  cent  of  advertising  over 
which  the  Council  has  no  jurisdiction,  such 
items  as  sanitaria,  hotels,  surgical  equip- 
ment, bandages,  foods,  etc. 

It  is  true  that  in  1943  the  N. Y.S.J.M. 
carried  advertisements  of  7.5  per  cent  pro- 
portionately fewer  Council-accepted  items. 
It  is  true  that  in  1943,  the  N. Y.S.J.M.  car- 
ried advertisements  of  8.2  per  cent  more 
Council-rejected  products  than  in  1939. 3 

It  is  true  that  both  in  1939  and  1943  about 
61.5  per  cent  of  the  total  advertising  was  of 
products  which  have  not  been  submitted 
to  the  Council  at  all.  Why  was  this  not  a 
matter  for  public  reprimand  in  1939,  1940, 
1941,  and  1942? 

The  Publication  Committee  of  the  Medi- 
cal Society  of  the  State  of  New  York  hereby 
serves  notice  that  until  directed  otherwise 
by  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  it  will  con- 
tinue to  mind  its  own  business  and  publish 
the  New  York  State  Journal  of  Medi- 
cine as  it  sees  fit. 


a Ibid.,  p.  355,  lines  1,  41,  47. 

* See  also  New  England  Journal  of  Medicine,  Oct.  28,  1943. 
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EDITORIAL 


[N.  Y.  State  J.  M.  D 


Revision  in  Medical  Education 


Necessary  revisions  of  teaching  methods 
in  the  medical  schools  of  the  nation  were  ad- 
vocated by  Dr.  Alan  Gregg1  at  the  meeting 
of  the  Association  of  American  Medical 
Colleges,  October  28,  1943,  at  Cleveland, 
Ohio.  He  criticized  what  he  called  the  ‘ ‘ con- 
voy system,”  in  which  the  pace  was  set  by  the 
slowest,  and  urged  that  educational  methods 
be  streamlined  to  give  the  intelligent  student 
full  scope  for  his  abilities. 

Such  revision,  in  our  opinion,  has  been 
long  overdue.  There  seems  to  be  no  more 
reason  why  the  more  intelligent  student 
should  be  held  back  than  to  hold  back  a 
faster  or  a better  trained  horse  on  the  race- 
track so  that  he  should  finish  at  the  same 
time  as  the  rest  of  the  horses.  Certain  con- 
cessions are,  as  a matter  of  common  sense, 
necessary  because  of  the  mechanics  of  the 
educational  curriculum,  but  these  should  not 
be  permitted  seriously  to  interfere  with 
practical  revisions  in  teaching  methods  in 
favor  of  the  better  students. 

“Under  the  convoy  system,”  Dr.  Gregg  said, 
“the  abler  students  in  our  four-year  American 
colleges  were  only  rarely  encouraged  and  never 
forced  to  the  full  use  of  their  abilities.  The  less 
able  students,  the  less  precocious,  the  plodders,  had 
time  enough  to  meet  the  minimum  requirements, 
and  the  average  students  meet  their  requirements 
with  no  distinction  but  with  no  reduction  in  their 
ranks.  Now  if  (by  means  of  the  accelerated  course) 
you  shorten  the  distance  a convoy  must  be  taken,  it 
is  harder  to  recognize  the  best  boats.  The  main  im- 
mediate result  of  the  accelerated  premedical  course 
will  be  that  it  will  be  harder  to  select  good  students. 

“Shortening  the  premedical  course  does  one 
thing  of  very  great  importance:  for  the  first  time  it 
pushes  all  the  able  students.  This  is  likely  to  bring 
us  all  to  face  something  we  have  been  rather  evasive 
about — that  we  have  never  asked  or  expected  as 
much  of  the  best  of  our  students  as  they  can  cer- 
tainly deliver. 

“American  education  has  never  faced  the  question 
of  how  to  foster  an  elite.  Behind  the  question  of 
whether  we  have  one,  or  how  to  create  one,  stands 
the  equally  important  query,  ‘do  we  want  one?’ 
Our  educational  philosophy  would  be  in  for  some 
extensive  reformation  if  as  a result  of  the  war  we 
were  to  ask  ourselves,  ‘should  excellence  be  pushed?’ 
If  it  should,  we  haven’t  the  system  to  do  it  in  pre- 
medical education. 

“There  are  plenty  of  M.D.’s  in  the  world;  there 
are  not  enough  good  doctors.  It  is  not  hard  to  make 
students  know  about  disease;  it  is  hard  to  make 
them  care  about  it.  I doubt  if  school  and  college 


i 

Je 

requirements  sort  out  the  kind  of  human  beings  who  i « 
will  care  about  eliminating  or  alleviating  disease.”  |i 

Dr.  Victor  Johnson  of  the  University  of  j 
Chicago  School  of  Medicine  and  Dr.  James  i 
A.  Greene  of  the  Baylor  University  School 
of  Medicine  told  the  meeting  that  the  prob-  [ 
lem  of  distributing  medical  personnel  was  i 
distinct  from  that  of  the  total  number  of  t 
doctors. 

Discussing  the  question  of  the  postwar 
status  of  medicine,  Drs.  Johnson  and  Greene 
charged  that  “ medical  schools  generally  have  j 
failed  in  their  responsibilities  to  students  in  ! 
not  providing  instruction  and  stimulating  j 
discussion  in  this  vital  area. 

“Prepayment  plans,  cost  of  medical  care,  hospi- 
tal insurance,  group  practice,  compulsory  medical 
insurance,  the  Beveridge  Plan,  social  security,  the 
Wagner-Murray-Dingell  bill,  ‘socialized  medicine’, 
are  terms  as  vital  to  doctors  and  medical  students 
as  sulfa  drugs,  electro-encephalograms,  and  renal 
hypertension,”  Drs.  Johnson  and  Greene  stated. 

“Opportunities  should  be  provided  in  the  cur- 
riculum for  unbiased  consideration  of  these  prob-  I 
lems  in  the  same  scientific  spirit  of  inquiry  as  that 
which  is  the  basis  of  our  presentation  of  the  science 
of  medicine.” 

Dr.  Willard  C.  Rappleye,  dean  of  the 
faculty  of  medicine,  Columbia  University,  : 
who  discussed  postwar  medical  education, 
said  that  a great  opportunity  would  be  pro- 
vided the  medical  schools,  in  cooperation 
with  affiliated  hospitals,  ‘to  assist  returning 
physicians  to  make  up  for  their  deficiencies 
in  clinical  fields  and  also  in  the  medical 
sciences.” 

“It  seems  reasonable  to  assume,”  Dean  Rappleye 
stated,  “that  the  profound  social  and  economic  con- 
ditions that  are  likely  to  follow  the  war  will  neces- 
sitate significant  changes  in  medical  practice.  The 
close  relationships  between  income  and  sickness, 
both  as  cause  and  effect,  suggest  that  the  problems 
of  medical  care  cannot  be  divorced  from  those  of 
unemployment,  old  age,  income,  living  conditions, 
and  other  features  of  Social  Security. 

“For  large  elements  of  society  the  problems  of  ill- 
ness can  be  met  only  through  collective  provisions 
for  medical  care  which  aim  to  distribute  the  costs 
over  a large  group  of  the  population  and  over  a 
long  period  of  time. 

“There  is  need  in  most  urban  as  well  as  rural 
communities  for  sound  planning  by  competent  lay 
and  professional  leaders  to  provide  for  the  entire 
population  adequate  facilities  and  personnel  for 
the  modern  practice  of  medicine.  The  unsatis- 
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factory  distribution  and  utilization  of  medical 
manpower  even  under  the  stress  of  the  national 
emergency  point  to  the  need  of  better  planning  and 
4 wise  professional  leadership  if  medicine  is  fully  to 
meet  the  task  before  it.”1 2 

Evaluation  of  the  present  accelerated 
1 teaching  programs  is  not  yet  possible.  Cer- 
! tainly,  in  the  long  run,  some  improvements 
I should  result,  some  dead  wood  should  fall 
under  the  axe,  clearing  the  way  for  neces- 
sary revisions  in  the  content  and  mechanics 

| 


of  medical  education  along  the  lines  sug- 
gested by  the  leaders  in  this  field. 

Old  ideas,  like  old  men,  must  die,  as 
Tennyson  observed,  “or  the  world  would 
grow  mouldy,  would  only  breed  the  past 
again.”3 


1 Director  of  the  Division  of  Medical  Education,  Rocke- 
feller Foundation. 

J New  York  Times,  October  27,  1943. 

3 Becket. 


Correspondence 

Directory  of  Medical  Specialists 


ADVISORY  BOARD  FOR  MEDICAL  SPECIALTIES 
DIRECTORY  OF  MEDICAL  SPECIALISTS 
OFFICE  OF  THE  DIRECTING  EDITOR 
1015  HIGHLAND  BUILDING 
PITTSBURGH,  PENNSYLVANIA 

November  1,  1943 

To  the  Editor: 

The  following  announcement  is  being  sent  to  a 
number  of  the  leading  medical  journals  of  this 
country.  The  Advisory  Board  for  Medical  Special- 
ties would  be  grateful  to  you  if  you  could  find  it 
possible  to  publish  this  announcement  in  your  jour- 
nal. 

Announcement  is  made  that  the  Directory  of  Medi- 
cal Specialists  is  now  to  be  published  by  the  A.  N. 
Marquis  Company  of  Chicago,  publishers  of  Who’s 
Who  in  America.  Previous  editions  have  been  pub- 
lished for  the  Advisory  Board  for  Medical  Special- 
ties by  the  Columbia  University  Press  of  New  York 
City. 

It  is  planned  not  to  issue  the  next  edition  before 


1945,  on  account  of  the  war,  but  the  A.  N.  Marquis 
Company  will  publish  a supplemental  list  of  all 
those  who  have  been  certified  by  the  American 
Boards  since  the  last  (1942)  edition  of  the  Directory , 
totaling  about  3,600.  This  is  to  be  distributed  at 
cost,  and  monthly  or  bimonthly  bulletins  listing 
successful  candidates  for  certification  at  examina- 
tions during  the  additional  interim  before  the  next 
edition  are  to  be  issued  as  a subscriber’s  service. 

Dr.  Paul  Titus  (Pittsburgh),  of  the  American 
Board  of  Obstetrics  and  Gynecology,  will  continue 
as  the  Directing  Editor,  and  Dr.  J.  Stewart  Rod- 
man  (Philadelphia),  of  the  American  Board  of  Sur- 
gery, continues  as  Associate  Editor.  The  Editorial 
Board  will  be  composed,  as  before,  of  the  secretaries 
of  the  fifteen  American  Boards. 

Communications  should  be  addressed  to  the  Di- 
recting Editor,  Directory  of  Medical  Specialists, 
919  North  Michigan  Avenue,  Chicago  11,  Illinois. 

Very  truly  yours, 

Paul  Titus,  M.D.,  Directing  Editor 


Communication  No.  53:  Prompt  Filing  of  Reports  of  Attending  Physicians  to  Labor  Department 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
COMMITTEE  ON  WORKMEN’S  COMPENSATION 

October  21,  1943 

To  the  Chairman  of  the  Workmen’s 
Compensation  boards  and  to  the 
Secretaries  of  all  County  Medical 
Societies 

Dear  Doctor: 

We  have  frequently  brought  to  the  attention  of 
physicians  who  treat  compensation  claimants  in 
this  State,  the  fact  that  the  prompt  filing  of  work- 
men’s compensation  reports  is  of  extreme  importance , 
especially  to  the  injured  workman  who  may  be  de- 
prived of  compensation  payments  because  of  the 
failure  of  the  attending  physician  to  comply  with 
the  law.  Furthermore,  delay  or  neglect  in  filing  re- 
dounds to  the  disadvantage  of  the  attending  physi- 
cian himself,  and  adds  to  the  difficulties  of  adminis- 
tration in  the  Department  of  Labor. 

While  it  is  appreciated  that  the  war  has  increased 


the  burden  of  practicing  physicians,  and  makes 
great  demands  upon  their  time,  we  are  again  urging 
physicians  to  make  every  effort  to  report  compensa- 
tion cases  within  the  time  limits  prescribed  by  law ; 
but,  in  any  event,  at  the  earliest  possible  moment. 

Mr.  Ralph  R.  Boyer,  Director,  Division  of  Work- 
men’s Compensation  of  the  Department  of  Labor,  in 
a letter  under  date  of  October  16,  has  again  re- 
quested us  to  urge  physicians  throughout  the  State 
to  make  an  effort  to  report  cases  of  injury  or  occupa- 
tional diseases  promptly  to  the  Department  of 
Labor  and  to  the  insurance  carrier  or  employer. 

Mr.  Boyer  states: 

“The  proper  functioning  of  the  Workmen’s 
Compensation  Administration  depends  upon  the 
voluntary  commencement  of  payment  of  Work- 
men’s Compensation  by  the  insurance  carriers. 
This  is  frequently  delayed  where  there  is  a failure 
on  the  part  of  the  attending  physician  to  file  his 
report  with  the  insurance  company  as  well  as  with 
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the  Division.  Where  payment  of  compensation 
is  not  begun  voluntarily  for  lack  of  adequate 
medical  reports  the  Division  must  hold  hearings 
in  order  to  secure  such  payment.  Such  hearings 
tend  to  clog  the  calendars  and  to  take  calendar 
time  from  those  cases  in  which  there  are  genuine 
issues  to  be  determined. 

“It  would  be  greatly  appreciated  if  you  would 
again  call  this  matter  to  the  attention  of  physi- 
cians throughout  the  State.  I know  that  the 
demands  upon  their  time  are  increasingly  great, 
but  I am  sure  they  will  appreciate  the  bearing  of 
their  reports  upon  the  prompt  payment  of  com- 


pensation and  therefore  upon  the  morale  of  the 
workmen  of  this  State. 

Ralph  R.  Boyer,  Director 

DIVISION  OF  WORKMEN’S  COMPENSATION 

80  Centre  Street,  New  York  13,  New  York” 
Secretaries  of  medical  societies  are  hereby  re- 
quested to  bring  this  communication  to  the  atten- 
tion of  all  physicians  qualified  by  their  compensa- 
tion boards  to  treat  compensation  claimants  and  to 
publish  this  communication  in  their  journals. 

workmen’s  compensation  bureau 
David  J.  Kaliski,  M.D.,  Director 


Erratum 


Ft.  George  G.  Meade 
Maryland 
October  17,  1943 

To  the  Editor 

New  York  State  Journal  of  Medicine 
Dear  Sir: 

I wish  to  call  your  attention  to  an  error  in  the 
case  report,  “Contrast  Cardiovascular  Study  of  a 
Patient  with  Rheumatic  Miltral  Valvular  Disease 
and  Dextrocardia  with  Complete  Situs  Inversus,” 
submitted  by  Dr.  Steinberg  and  me,  and  published 


in  the  September  15,  1943,  issue.  The  cut  in  Fig.  1 
has  been  printed  upside  down. 

Since  I was  on  active  duty  with  the  Army  at  the 
time  when  the  proofs  of  the  article  would  have  been 
available,  I had  no  opportunity  to  correct  this  error. 
I should  appreciate  a statement  in  the  Journal 
correcting  this  mistake  if  and  when  you  will  be  able 
to  publish  it,  since,  in  their  present  state,  the  electro- 
cardiographic tracings  as  printed  are,  to  say  the 
least,  bizarre. 

Very  truly  yours, 

Alexander  G.  Silberstein,  Capt.,  M.C. 


SCIENTIFIC  EXHIBITS 
1944 

ANNUAL  MEETING 


Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to 

Dr.  J.  G.  Fred  Hiss, 

505  State  Tower  Building, 

Syracuse  2,  New  York, 

Chairman  of  Subcommittee  on  Scientific  Exhibits  of  the  Convention  Committee. 
The  Annual  Meeting  will  be  held  May  8-11, 1944,  Hotel  Pennsylvania,  New  York  City. 
The  list  will  he  closed  on  January  20,  1944. 


Peter  Irving,  M.D.,  Secretary 


SURGICAL  TREATMENT  OF  PLASTIC  INDURATION  OF  THE  PENIS 
(PEYRONIE’S  DISEASE) 

Oswald  S.  Lowsley,  M.D.,  F.A.C.S.,  New  York  City 


PLASTIC  induration  of  the  penis  is  not  a 
rare  disease,  although  it  often  remains  un- 
recognized until  its  later  stages.  It  is  charac- 
terized by  fibrous  infiltration  which  begins  in  the 
septum  between  the  corpora  cavernosa  in  any 
part  of  the  organ  and  later  may  extend  into 
Buck’s  fascia  on  each  side  in  uneven  plaques. 
It  rarely  affects  the  cavernous  bodies. 

The  disease  was  first  described  by  La  Peyronie1 
in  1743.  Polkey2  found  549  undoubted  cases  in 
the  literature  in  1928,  and  many  more  have  been 
added  since.  Fully  two-thirds  of  the  reported 
cases  have  been  in  men  between  the  ages  of  40 
and  60  years,  but  the  disease  may  occur  in 
younger  men  and  in  those  of  advanced  age.  One 
of  our  patients  was  only  30  years  old,  and  approx- 
imately a dozen  cases  in  men  under  25  years  of 
age  have  been  recorded. 

Causation 

The  cause  is  unknown.  The  lack  of  agreement 
regarding  the  causation  of  the  induration  is  at- 
tested by  the  variety  of  terms  used  to  describe 
the  condition:  chronic  cavernositis,  circum- 

scribed fibrosis,  plastic  induration  of  the  penis 
(Sonntag,3  Wiedhoff,4  and  most  German  writers), 
indurated  cavernositis,  plastic  induration  of  the 
corpora  cavernosa  (many  French  writers),  fibro- 
sclerosis  of  the  penis,  and  many  others. 

Most  of  the  earlier  writers  believed  the  condi- 
tion to  be  either  a fibrosis  of  inflammatory  origin, 
or  a general  disease  of  the  vascular  system,  often 
but  not  always  of  syphilitic  origin. 

Tuffier5  thought  the  induration  was  located  al- 
ways in  the  enveloping  fibrous  sheaths  of  the 
corpora  cavernosa,  and  considered  it  a degenera- 
tion of  connective  tissue  elements  similar  to 
phenomena  occurring  in  joints  and  aponeuroses  in 
the  diatheses  of  gout,  diabetes,  and  arthritis. 

Sachs6  collected  records  of  a large  number  of 
probable  cases  of  plastic  induration,  and  from 
their  examination  concluded  that  venereal  in- 
fection, and  probably  diabetes  and  gout,  might 
be  of  causative  significance,  and  that  trauma  al- 
most surely  was. 

Zur  Yerth  and  Scheele7  thought  the  indura- 
tion arose  from  Buck’s  fascia  and  the  adjacent 
area,  which  is  rich  in  elastic  fibers.  They  be- 
lieved that  in  older  subjects  the  induration  was  a 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York,  Buffalo,  May  5,  1943. 

From  the  Department  of  Urology  (James  Buchanan  Brady 
Foundation)  of  the  New  York  Hospital,  New  York  City. 


replacement  of  the  elastic  tissue  by  fibrous  tis- 
sue such  as  takes  place  in  the  walls  of  the  blood 
vessels  during  senescence,  and  that  in  younger 
men  the  degeneration  of  elastic  tissue  was  due  to 
the  effects  of  repeated  slight  trauma  undergone 
during  coitus,  chronic  irritation,  constitutional 
diathesis,  or  poisons  (alcohol,  tobacco).  Roths- 
child8 also  attributed  the  production  of  induration 
to  the  tension  to  which  the  pensile  sheaths  are 
subjected  during  erection  and  coitus. 

According  to  Legueu,9  the  condition  is  simply 
a sclerosis  of  the  tunica  albuginea  and  adjacent 
parts  because  of  the  action  of  arthritis  and  age. 

Wesson10  in  a recent  article  states  that  “in- 
ternal trauma  from  prolonged  ungratified  sexual 
desires  or  external  trauma  from  lack  of  proper 
sexual  cooperation  are  the  direct  causes.  The 
approaching  menopause  with  the  concomitant 
frigidity  of  the  consort  is  probably  indirectly  the 
principal  cause  of  induration.” 

Most  present-day  writers  locate  the  plastic 
induration  in  the  septum,  tunica  albuginea,  and 
Buck’s  fascia,  and  frankly  admit  that  the  cause 
is  unknown.  They  point  out  that  while  ante- 
cedent or  concurrent  disease  was  present  in  many 
of  the  published  cases,  in  considerably  more  the 
induration  was  not  associated  with  either  trauma 
or  local  or  general  disease. 

Pathology 

The  induration  appears  as  a node  or  nodules,  a 
cord,  or  one  or  more  plaques  on  the  dorsal  surface 
of  the  penis.  It  may  arise  at  any  point  on  the 
median  dorsal  aspect,  but  usually  begins  near 
the  symphysis  pubis  or  posterior  to  the  coronary 
sulcus,  lying  below  the  dorsal  vessels  and  nerves. 
From  its  point  of  origin,  it  slowly  but  progres- 
sively spreads  to  involve  all  or  part  of  the  shaft 
and  even  the  lateral  surface  of  one  or  both  of  the 
corpora  cavernosa  and  the  depths  of  the  septum. 
It  reaches  a certain  growth  and  then  remains 
stationary  in  size.  Sonntag3  states  that  the  node 
is  the  beginning,  the  cord  forms  the  progression, 
and  the  plaque  the  fully  developed  type.  The 
plaques  may  be  extensive,  developing  from  glans 
to  pubis. 

The  indurations  are  round  or  irregular  in 
shape,  sharply  circumscribed,  quite  thick,  and 
hard,  cartilaginous,  or  even  bony  in  consistency. 
They  are  easily  palpated  both  when  the  penis  is 
in  the  flaccid  state  and  during  erection.  Some- 
times the  mass  may  be  intimately  attached  to 
the  corpora  cavernosa  and  but  slightly  movable. 
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Fig.  1.  Operation  for  plastic  induration  of  the  penis  (Peyronie’s  disease).  1 — Incising  the  skin  on  the 
dorsum  to  expose  Buck’s  fascia.  2 — Sectional  view  showing  relation  of  fibrous  area  to  the  corpora  cavernosa. 
3 — Incising  Buck’s  fascia  over  the  fibrous  tissue  in  the  midline.  4 — Freeing  the  fibrous  cord  from  the  right 
corpus.  (Buck’s  fascia  has  been  freed  laterally.)  5 — Freeing  the  fibrous  cord  from  the  left  corpus,  which  is 
involved  in  the  fibrotic  process.  6 — Dividing  the  fibrous  cord  near  the  glans  penis  after  it  has  been  freed 
from  the  corpora  cavernosa. 
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Fig.  2.  1 — The  fibrous  cord  has  been  drawn  upward  and  is  being  freed  from  between  the  corpora  caver- 

nosa in  the  midline.  2 — Removing  remaining  portion  of  the  fibrous  cord  near  the  glans  penis.  3 — Showing 
the  result  after  removal  of  all  the  fibrous  cord.  The  cut  surfaces  of  the  corpora  cavernosa  can  be  seen.  4— 
Suturing  Buck’s  fascia.  (When  necessary,  small  pads  of  fat  are  applied  to  the  breaks  in  Buck’s  fascia  which 
expose  the  venules  of  the  corpora.)  5 — Final  closure  of  skin  over  Buck’s  fascia. 
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Usually,  but  not  always,  it  is  painless  to  pressure. 
The  skin  overlying  the  induration  is  normal  and 
readily  movable. 

Microscopically,  the  scarlike  tissue  resembles 
keloids,  with  but  few  blood  vessels  and  many 
embryonic  cells,  from  which  develop  the  fibrous 
and  osseous  tissue.  Small  vessels  appear  to  be 
embedded  in  connective  tissue,  and  Weidhoff4 
believes  that  the  sheaths  of  these  smaller  vessels 
are  the  starting  points  of  the  induration.  Polkey2 
found  40  cases  in  the  literature  in  which  patho- 
logic examinations  had  been  made.  He  observes 
that  fibrous  tissue  was  mentioned  in  nearly  all, 
bone  in  17,  cartilage  in  7,  calcification  in  6,  and 
elastic  tissue  in  3.  Cartilage  and  bone  develop 
usually  in  advanced  indurations  in  old  subjects, 
but  may  not  necessarily  develop  at  all. 

True  plastic  indurations  have  no  tendency  to 
spontaneous  disappearance.  Suppuration,  ul- 
ceration, and  malignant  degeneration  of  the  fi- 
brous tumors  have  not  been  reported. 

Symptoms  and  Diagnosis 

Since  the  onset  is  insidious  and  the  develop- 
ment slow  and  for  the  most  part  painless,  curva- 
ture of  the  penis  on  erection  is  likely  to  be  the 
first  sign  to  call  the  patient’s  attention  to  the 
disease.  Pain  on  erection  may  be  mild  or  very 
severe.  The  most  common  complaints  are  of 
painful  and  difficult  erections,  a lump  in  the  penis, 
deformity  of  the  penis,  and  difficult  or  impos- 
sible coitus.  Nervous  manifestations  that  are 
due  to  interference  with  normal  sexual  life  are 
frequent  in  the  younger  group  of  patients. 

The  degree  and  direction  of  the  curvature  de- 
pend on  the  location,  form,  and  extent  of  the 
fibrosis.  The  angulation  is  most  often  upward 
and  backward,  less  often  laterally  (toward  the 
side  on  which  the  induration  is  found),  and,  in 
very  rare  cases,  downward.  Generally  the  more 
posterior  the  induration  the  more  pronounced 
the  curvature.  Noticeable  deformity  in  the 
flaccid  state  is  uncommon,  the  deviation  usually 
occurring  only  when  the  penis  is  erect. 

The  diagnosis  should  be  readily  established 
from  the  history  and  clinical  findings.  Plastic 
indurations  must  be  differentiated  from  indura- 
tions of  the  urethral  wall  or  of  the  corpus  spon- 
giosum, as  well  as  from  gumma,  urethral  carci- 
noma, and  benign  tumors,  such  as  fibroma  and 
chondroma.  Indurations  of  the  urethra  and 
spongiosum  are  so  painful  on  manipulation  that 
differentiation  is  relatively  easy.  Benign  tumors 
are  very  rare  and  steadily  increase  in  size,  whereas 
plastic  indurations  remain  stationary  for  long  pe- 
riods. Syphilitic  gummas  seldom  appear  on  the 
penis,  the  Wassermann  test  is  positive,  and  they 
respond  to  antiuletic  therapy.  Carcinoma  rap- 
idly involves  the  skin  and  erectile  bodies,  ulcer- 


ates, and  metastasizes  early  to  the  inguinal 
nodes. 

Treatment 

Many  different  forms  of  treatment  have  been 
described,  indicating  that  no  one  method  has 
proved  entirely  satisfactory.  X-ray  and  ra- 
dium have  been  utilized  without  conspicuous 
success,  although  a few  cures  have  been  reported 
from  the  former.  Electrolysis,  diathermy,  and 
other  electrical  treatments  have  proved  of  no 
curative  value.  The  injection  of  fibrolysin  has 
been  advocated;  and  Jose  May,11  of  Montevideo, 
has  attained  some  success  by  the  use  of  autoge- 
nous vaccines  made  from  the  tissues  when  the 
induration  has  followed  granuloma  inguinale. 

In  early  cases,  in  which  the  induration  is  con- 
fined to  the  septum  between  the  corpora  caver- 
nosa, the  author  has  had  outstanding  success  in 
a small  series  of  cases  by  the  surgical  removal  of 
the  indurated  area,  repairing  the  breaks  in  Buck’s 
fascia  with  pads  of  fat. 

Operative  Technic. — The  anesthesia  used  is 
usually  spinal. 

A tourniquet  is  placed  around  the  proximal 
portion  of  the  penis.  A midline  incision  is  made 
on  the  dorsum  of  the  penis  extending  from  the 
penopubic  junction  to  the  sulcus  of  the  glans 
penis.  This  is  deepened  to  the  fibrotic  tissue  and 
extended  laterally  on  each  side  to  the  curved 
portion  of  Buck’s  fascia.  The  thickened  tissues 
of  the  posterior  portion  of  the  septum  are  then 
dissected  free,  care  being  taken  to  avoid  entering 
the  corpora  cavernosa  more  than  is  necessary  to 
remove  the  offending  fibrotic  tissue  (Fig.  1). 

It  is  customary  to  isolate  the  tissues  of  the 
septum  at  its  middle  point  and  continue  the  dis- 
section both  proximally  and  in  a distal  direction. 

After  the  removal  of  the  indurated  septum, 
small  pads  of  fat  are  applied  to  the  breaks  in 
Buck’s  fascia  which  expose  the  venules  of  the 
corpora  cavernosa,  and  the  wound  is  repaired  by 
suturing  the  cut  edge  of  Buck’s  fascia  on  each  side 
to  its  fellow  of  the  opposite  corpus  cavernosum 
with  catgut  or  silk  (Fig.  2) . 

The  tourniquet  is  then  released,  and  bleeding 
points  are  ligated  or  repaired  with  additional  fat. 
The  subcutaneous  tissues  are  sutured  over  the 
repair  and  the  skin  is  closed  with  silk. 

Convalescence  from  this  operation  is  rapid. 
In  no  case  has  there  been  uncontrollable  bleeding 
or  subsequent  necrosis  of  the  penile  tissues. 

Case  Reports 

In  all,  7 patients  have  been  operated  upon  by  this 
method.  The  remote  results  are  shown  in  the  ac- 
companying table.  Brief  resumes  of  the  case  re- 
ports follow. 

Case  1. — C.  K.,  aged  52  years,  was  admitted  to  the 
Brady  Foundation  of  the  New  York  Hospital  on 
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TABLE  1. — Seven  Cases  of  Plastic  Induration  of  the  Penis  (Peyronie’s  Disease)  Treated  by  Operation 


Duration 

of 

Type  of 

Date 

of 

Immediate 

Remote 

Case 

Age 

Symptoms 

Deformity 

Cause 

Operation 

Results 

Results 

Remarks 

1. 

113078 

52 

2V2  years 

Dorsal  and  left 
lateral  curva- 
ture. Perineal 

Fell  and  struck 
penis;  dysuria 

11/6/35 

No  compli- 
cations 

Excellent 

Entirely  relieved 
when  last  heard 
from  in  1938 

2. 

128365 

50 

3 years 

pain 

Dorsal  and  left 
lateral  curva- 
ture. Painful 
erections  and 
coitus 

No  history  of 
trauma  or  dis- 
ease 

4/14/36 

No  compli- 
cations 

Excellent 

No  curvature  and 
no  pain  on  coitus 

3. 

184165 

30 

5 years 

Dorsal  and  left 
lateral  curva- 
ture. Pain  on 
erection 

Right  hip  anky- 
losed. No 

lues 

10/25/37 

No  compli- 
cations 

Excellent 

Recent  letter  ex- 
pressed relief  of 
both  physical 

and  mental  dis- 
tress 

4. 

212684 

57 

8 months 

Dorsal  curva- 
ture 

Sinusitis;  tonsil- 
litis 

8/26/38 

No  compli- 
cations 

Excellent 

Pain  and  dorsal 
curvature  re- 

lieved 

5. 

257181 

45 

12  years 

Dorsal  and  right 
curvature 

Fracture  of 

penis  during 

1/26/40 

No  compli- 
cations 

Very  poor 

Necessary  to  re- 
move consider- 

6. 

319347 

53 

6 months 

7. 

341857 

52 

2 years 

Dorsal  curva- 
ture. Painful 
coitus 

Dorsal  curva- 
ture. Painful 
erection 


Pneumonia;  tu- 
mor of  ster- 
num; arthri- 
tis; no  lues 
Arthritis  of 
knee.  No  lues 


1/28/42 


10/19/42 


No  compli- 
cations 


No  compli- 
cations 


Excellent 


able  part  of 
Buck’s  fascia  on 
right  side.  Post- 
operatively  there 
was  curvature  to 
left 

Dorsal  curvature 
entirely  relieved 


Excellent  Pain  and  curva- 
ture relieved 


I November  5,  1935,  with  a diagnosis  of  Peyronie’s 
disease.  Two  and  a half  years  before,  he  had  fallen 
1 heavily  on  his  penis.  There  were  no  lacerations,  but 
the  fall  was  followed  by  dysuria;  and  about  one 
and  one-half  years  later  he  noticed  that  the  urinary 
stream  was  deflected  to  the  left  and  that  the  penis, 
when  in  erection,  assumed  an  uneven  contour, 
the  dorsal  portion  of  the  shaft  being  thicker  than 
formerly  and  the  organ  deviating  to  the  left.  This 
condition  was  associated  with  perineal  pain,  more 
marked  on  sitting.  The  physical  examination  was 
negative  except  for  the  local  condition,  which  showed 
a dense  fibrous  cord  of  tissue  extending  the  full 
length  of  the  penis  over  the  right  corpus  cavemosus. 
The  laboratory  tests  were  essentially  negative. 
Under  spinal  anesthesia,  the  indurated  area  was  re- 
moved. Convalescence  was  uneventful,  and  the 
patient  was  discharged  on  the  ninth  day. 

Case  2. — J.  L.,  aged  50  years,  was  admitted  to  the 
hospital  on  April  13,  1936,  complaining  of  marked 
dorsal  curvature  of  the  penis.  Three  years  previ- 
ously, he  had  first  noticed  burning  pain  in  the  penis 
and  groin  when  sitting  or  when  touched  by  the 
clothing.  This  continued  for  two  years,  when  he 
observed  a node  on  the  dorsum  and  noticed  that  in 
erection  the  penis  curved  to  the  left.  Erection  and 
coitus  were  very  painful.  Nine  months  before  his 
admission  to  the  Brady  Foundation,  the  induration 
was  removed  by  surgical  operation  and  a course  of 
x-ray  treatment  was  given.  The  scar  and  the  lateral 
curvature  disappeared,  but  there  was  pronounced 
dorsal  curvature.  Physical  examination  revealed  a 
cordlike  thickening  in  the  median  dorsal  aspect 
extending  from  the  midportion  of  the  corona,  with  a 
plaque  1 cm.  wide  extending  down  the  sides  about 
0.5  cm.  This  felt  like  dense  fibrous  tissue,  was  not 


adherent  to  the  skin,  but  was  apparently  attached 
to  the  septum  and  corpora.  Under  spinal  anes- 
thesia, the  thickened  fascia  and  scar  tissue  were 
excised.  Convalescence  was  normal,  and  the  pa- 
tient was  discharged  twenty -one  days  later. 

Case  3. — L.  T.,  aged  30  years,  entered  the  hospital 
on  October  25,  1937.  He  complained  of  a progres- 
sive induration  of  his  penis,  causing  it  to  to  deviate 
to  the  left  on  erection.  He  had  had  two  operations 
on  his  right  hip.  Physical  examination  showed  an 
indurated  area  of  fibrous  consistency  on  the  dorsal 
surface  of  the  penis.  The  right  hip  was  ankylosed. 
Under  spinal  anesthesia,  the  indurated  tissue  was 
dissected  from  Buck’s  fascia.  The  pathologic  ex- 
amination showed  fibrous  tissue  without  inflamma- 
tory reaction.  There  were  no  complications,  and 
the  patient  was  discharged  on  the  eighth  day. 

Case  If.. — E.  B.,  aged  57  years,  was  admitted  to  the 
hospital  on  August  25,  1938,  for  the  repair  of  bi- 
lateral inguinal  hernias  and  the  removal  of  indurated 
tissue  on  the  dorsum  of  his  penis,  of  about  eight 
months’  duration,  which  caused  dorsal  curvature  of 
the  penis  on  erection.  He  had  had  a sinus  operation 
and  a tonsillectomy  seven  and  five  years  earlier. 
Physical  examination  revealed  bilateral  inguinal 
hernias,  atrophy  of  the  left  testicle,  and  marked  in- 
duration on  the  dorsum  of  the  penis  over  the  corpora 
cavernosa.  Under  spinal  anesthesia,  both  hernias 
were  repaired,  and  the  indurated  tissue  on  the  penis 
was  removed.  Convalescence  was  normal  and  the 
patient  was  discharged  on  the  sixteenth  postopera- 
tive day.  The  pathologist’s  report  showred  Pey- 
ronie’s disease. 

Case  5. — R.  D.,  aged  45,  was  admitted  to  the  hos- 
pital on  January  25,  1940,  for  the  correction  of  a de- 


2278 


OSWALD  S.  LOWSLEY 


[N.  Y.  State  J.  M. 


formity  of  the  penis  resulting  from  a fracture  twelve 
years  before  during  coitus.  An  indurated  mass 
formed  at  the  site  of  the  lesion,  resulting  in  right 
lateral  curvature  on  erection.  He  had  had  gonor- 
rhea, without  complications,  twenty  years  before  and 
a circumcision  twelve  years  before.  He  had  also  had 
an  appendectomy,  a left  herniorrhaphy,  and  a left 
varicocelectomy.  Phj’-sical  examination  showed 
some  enlargement  of  the  prostate.  There  was  a 
small  indurated  mass,  about  the  size  of  a large  pea, 
in  the  fascia  of  the  right  side  of  the  penis.  No 
deformity  was  noticeable  in  the  flaccid  state.  The 
laboratory  findings  were  not  significant.  The  indu- 
rated area  in  Buck’s  fascia  was  removed  under 
spinal  anesthesia.  Convalescence  was  uneventful 
except  for  slight  headache,  and  the  patient  was  dis- 
charged six  days  later. 

Case  6. — J.  L.  de  B.,  aged  53  years,  was  admitted 
to  the  Brady  Foundation  on  January  27,  1942,  com- 
plaining of  a hard  growth  in  the  penis,  curvature 
during  erection,  and  painful  coitus.  He  had  first 
noticed  a hard  nodule  on  the  median  dorsal  surface 
six  months  earlier;  this  gradually  extended  along 
the  entire  dorsal  surface,  resulting  in  a dorsal  curva- 
ture during  erection  that  made  intercourse  increas- 
ingly uncomfortable  and,  finally,  almost  impossible. 
The  dorsal  curvature  was  also  noticeable  on  the 
first  urination  in  the  morning.  He  had  had  gon- 
orrhea twice  in  youth  but  denied  syphilis.  He  had 
also  had  pneumonia  twenty-five  years  earlier;  re- 
moval of  a tumor  over  the  sternum,  followed  by 
radium,  twenty  years  earlier  (no  recurrence); 
severe  arthritis  of  the  right  knee,  of  several  months’ 
duration,  six  years  earlier,  and  more  recent  arthritis 
of  the  joints  of  one  finger.  Physical  examination 
disclosed  internal  and  external  hemorrhoids  and 
slight  enlargement  and  induration  of  the  prostate. 
Along  the  dorsum  of  the  penis,  from  the  corona^ 
sulcus  to  the  base,  extended  a subcutaneous,  nodu- 
lar, nontender,  cordlike  induration.  The  overlying 
skin  was  freely  movable.  The  corpora  cavernosa 
appeared  atrophic.  A tentative  diagnosis  of  Pey- 
ronie’s disease  was  made.  The  indurated  area 
was  removed  under  spinal  anesthesia.  There  were 
no  complications,  and  the  patient  was  discharged  on 
the  seventh  day.  The  pathologist’s  report  showed 
hyalinized  fibrous  tissue  from  the  dorsum  of  the 
penis. 

Case  7. — R.  J.,  aged  52  years,  was  admitted  to  the 
Brady  Foundation  on  October  18,  1942.  He  had 
first  noticed  a swelling  on  the  dorsum  of  his  penis, 
associated  with  distortion  of  the  penis  upward, 
about  two  years  before.  This  condition  had 
gradually  become  worse  until  finally  erections  be- 
came very  painful.  Physical  examination  showed 
moderate  arthritis  of  the  right  knee  joint,  and  tender 
induration  above  the  dorsum  of  the  penis.  Under 
spinal  anesthesia,  the  indurated  area  was  removed 


by  plastic  operation,  the  patient  being  discharged  in 
excellent  condition  six  days  later. 

Summary  of  Results 

In  this  small  series  of  7 cases,  it  is  to  be  noted 
that  only  one  poor  result  has  followed  the  opera- 
tion described  above.  The  reason  for  this  fail- 
ure is  readily  explained;  A considerable  area  of 
Buck’s  fascia  on  the  right  side  of  the  penis  was 
involved,  and  all  of  the  indurated  tissue  was  dis- 
sected away.  On  the  opposite  side  there  was  no 
involvement  and  the  fascia  was  left  intact.  It 
is  easily  understood  why  there  was  a deviation 
in  the  opposite  direction  postoperatively. 

The  result  in  this  case  has  convinced  me  that 
when  there  is  extensive  involvement  of  the  lateral 
surface  of  Buck’s  fascia  the  operation  is  contra- 
indicated. 

In  every  case  where  the  dorsal  curvature  re- 
sulted from  fibrosis  of  the  septum  between  the 
corpora  cavernosa,  with  mesial  involvement  only 
of  Buck’s  fascia,  cure  has  been  obtained  by  opera- 
tion. Even  if  there  is  slight  involvement  of  the 
dorsal  surface  of  Buck’s  fascia,  cure  is  obtained; 
but  in  the  one  case  with  extensive  induration  of 
the  lateral  wrall  of  the  fascia  thus  operated  upon, 
the  result  was  poor,  and  in  such  cases  the  opera- 
tion is  distinctly  contraindicated. 

Conclusions 

Plastic  induration  of  the  penis  (Peyronie’s  dis- 
ease) is  curable  by  removal  of  the  fibrotic  tissue 
of  the  septum  between  the  corpora  cavernosa  un- 
less there  is  too  great  involvement  of  the  lateral 
wall  of  Buck’s  fascia. 

Operation  is  inadvisable  if  the  plaques  of  indu- 
ration extend  too  far  laterally  on  Buck’s  fascia, 
for  a newr  deformity  of  the  penis  is  thereby  cre- 
ated. 
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Of  the  tuberculosis  found  among  men  examined 
at  the  U.  S.  Induction  Center  in  Massachusetts, 
10  per  cent  were  far  advanced,  25  per  cent  were 
moderately  advanced,  and  65  per  cent  were  early 
cases.  This  is  exactly  the  reverse  of  the  usual  per- 


centages among  cases  admitted  to  sanatoriums,  of 
which  65  per  cent  are  far  advanced,  25  per  cent 
moderately  advanced,  and  10  per  cent  are  early 
cases. — David  Zachs,  M.D.,  Mass.  Tb.  League 
News  Bull.,  April,  1943 


RECONSTRUCTION  FOLLOWING  COMPLETE  AVULSION  OF  THE 
SKIN  OF  THE  PENIS  AND  SCROTUM 


Report  of  a Case 

Leon  E.  Sutton,  M.D.,  F.A.C.S.,  Syracuse, 

INJURIES  involving  complete  loss  of  the  skin 
of  the  penis  and  scrotum  present  a problem  in 
reconstruction.  The  surgeon  is  confronted  with 
the  necessity  of  making  an  immediate  decision  as 
to  the  procedure  to  be  followed  in  an  unusual 
type  of  case.  The  injury  in  these  cases  is  usually 
caused  by  torsion.  The  clothing  is  caught  in 
rapidly  rotating  machinery  and  is  torn  off,  taking 
with  it  the  skin  of  the  scrotum  or  penis  or  both. 
In  most  of  the  cases  reported  shock  and  hemor- 
rhage have  been  moderate  or  almost  entirely 
lacking.  To  avoid  infection  and  contracture  the 
defect  must  be  covered,  without  delay,  by  some 
type  of  graft  or  flap.  In  whichever  method  is 
selected  certain  difficulties  may  be  anticipated. 
In  the  present  case  the  testicles  were  placed  in 
thigh  pockets  and  the  penis  was  covered  with  an 
abdominal  flap. 

This  type  of  injury  has  apparently  increased  in 
frequency  with  the  mechanization  of  industry. 
Under  the  pressure  of  war  production  a greater 
incidence  may  be  anticipated.  Gibbs1  reported 
the  first  instance  of  complete  loss  of  the  skin  of 
the  penis  and  scrotum  in  1855.  In  reviewing  the 
literature,  Owens2  found  34  cases,  13  of  which 
reported  complete  loss  of  the  skin  of  the  penis 
and  scrotum.  All  but  two  of  these  occurred  in 
the  present  century. 

Owens’  case2  (Fig.  1)  was  one  of  complete  de- 
nudation of  the  penis  and  scrotum  which  occurred 
when  the  clothing  was  caught  by  a drive  shaft. 
There  was  no  suggestion  of  shock.  The  patient 
was  seen  eight  hours  after  injury,  at  which  time 
the  testicles  were  buried  in  pockets  made  in  the 
superficial  fascia  of  the  respective  thighs,  and 
the  shaft  of  the  penis  was  covered  with  a half- 
thickness graft  from  the  skin  of  the  arm.  Owens’ 
patient  was  not  interested  in  the  construction  of 
a scrotum,  and  the  testicles  were  left  in  the  thigh 
pockets.  Owens  reported  a good  functional  re- 
sult in  this  case  (Fig.  2) . 

Straatsma3  had  a similar  case  in  which  the  in- 
jury was  produced  when  the  end  of  a rapidly  ro- 
tating rod  caught  in  the  front  of  a man’s  trousers, 
resulting  in  complete  loss  of  the  scrotal  and  penile 
skin,  together  with  one  testicle.  He  applied 
thick  split  grafts,  both  to  the  penis  and  to  the 
remaining  testicle  with  a good  result. 

Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York,  Buffalo,  May  5,  1943. 
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The  reasons  for  preferring  an  immediate  repair 
in  complete  avulsion  of  the  skin  of  the  penis  and 
scrotum  are  obvious.  If  the  patient  is  seen 
within  ten  hours  after  injury  and  the  wound  can 
be  properly  prepared  by  debridement  and  irriga- 
tion, a heavy  frosting  of  sulfonamide  powder  may 
be  applied,  the  posterior  perineum  closed  by 
sliding  flaps  from  the  adjacent  thighs,  the  tes- 
ticles buried  in  thigh  pockets,  and  the  penis 
covered  with  a split  graft  or  placed  beneath  an 
abdominal  flap. 

In  the  case  to  be  described  not  only  the  skin 
of  the  penis  and  scrotum  had  been  torn  off  but 
the  hair-bearing  skin  over  the  pubis  was  also 
missing.  Since  the  abdominal  skin  above  the 
wound  carried  very  little  hair  it  was  decided  to 
utilize  this  area  for  the  formation  of  a flap  to 
cover  the  shaft  of  the  penis. 

Case  Report 

E.  F.,  a mechanic,  aged  35,  was  admitted  to  the 
University  Hospital,  December  1,  1942,  at  4:50  a.m. 
He  was  injured  thirty  minutes  before  admission. 
As  he  bent  over  to  pick  up  a tool  the  end  of  a rapidly 
rotating  rod,  projecting  from  a lathe,  caught  the 
front  of  his  trousers.  The  trousers,  underwear,  and 
all  the  skin  of  the  penis  and  scrotum  were  removed 
almost  instantaneously.  He  stated  that  he  felt 
very  little  pain  and  that  there  was  almost  no  bleed- 
ing. 

When  examined  at  the  hospital,  he  was  fairly 
comfortable,  although  no  narcotic  had  been  given. 
Pulse  and  blood  pressure  were  normal.  He  was 
5 feet  5 inches  tall  and  weighed  about  240  pounds; 
he  was  muscular  but  fat.  A sterile  saline  dressing 
had  been  applied  to  the  wound.  On  removal  of 
this  dressing  the  wound  appeared  grossly  clean  and 
very  little  blood  was  seen.  All  the  skin  and  super- 
ficial fascia  of  the  perineum  were  gone  from  a point 
IV2  inches  above  the  root  of  the  penis  almost  to 
the  anus  and  from  one  thigh  to  the  other  (Fig.  3). 
The  penis  and  scrotum  looked  as  if  the  first  step  in  a 
careful  dissection  had  been  done.  The  deep  fascia 
of  the  penis  was  completely  exposed  to  the  corona, 
only  a small  piece  of  the  frenum  remaining.  The 
testicles  were  retracted,  the  left  more  than  the  right, 
and  were  covered  only  by  the  cremasteric  fascia. 

Four  hours  after  admission,  no  sign  of  shock 
having  appeared,  the  patient  was  operated  upon 
under  general  anesthesia.  After  excision  of  the 
wound  edges  and  irrigation  with  saline,  a perineal 
urethrotomy  was  done,  using  a retention  balloon 
catheter.  A pocket  was  made  for  each  testicle 
in  the  superficial  fascia  of  the  corresponding 
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Fig.  1.  Dr.  Neal  Owens’  case  before  operation. 
(Courtesy  of  Dr.  Owens  and  Surgery). 


thigh  and  fixed  in  position  by  a silk  suture  through 
the  skin,  tied  over  a piece  of  gauze.  Before  being 
placed  in  the  pockets,  the  testicles  were  dusted 
with  sulfanilamide  powder.  An  incision  was 
then  made  laterally  in  each  inguinal  groove  and 
the  lower  abdominal  skin  was  undercut  for  a con- 
siderable distance.  The  penis  was  stretched  out 
and  measured  from  the  root  to  the  corona.  A 
2-inch  transverse  incision  was  then  made  in  the 
midline  of  the  abdomen  at  the  proper  distance 
from  the  lower  edge  of  the  flap,  the  penis  drawn 
upward  under  the  flap,  and  the  glans  brought 
out  through  the  transverse  incision.  The  glans 
and  remnant  of  the  frenum  were  sutured  to  the 
edges  of  the  incision,  and  a rubber  strip  was  in- 
serted for  drainage.  The  large  abdominal  flap 
was  then  brought  down  and  sutured  to  the  thigh 
skin,  closing  all  of  the  defect  except  that  on  the 
middle  of  the  perineum  from  the  penis  to  the 
anus.  This  was  readily  closed  by  undercutting 
the  thigh  skin  slightly  on  each  side  and  suturing 
the  edges  together  around  the  perineal  catheter 
(Fig.  4).  Before  suturing,  all  surfaces  were 
frosted  with  sulfanilamide  powder  and  drains 
were  inserted.  Slight  infection  occurred  in  the 
left  inguinal  incision.  This  cleared  in  three  days 
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Fig.  2.  Dr.  Neal  Owens’  case — final  result. 
(Courtesy  of  Dr.  Owens  and  Surgery). 


with  daily  irrigation  of  saline  followed  by  instil- 
lation of  a suspension  of  microsulfathiazole. 

The  later  stages  of  the  reconstruction  were 
done  under  local  anesthesia.  Flaps  were  raised 
and  delayed  on  both  sides  of  the  abdomen  and 
eventually  brought  around  the  penis  to  meet  on 
the  dorsal  aspect  (Fig.  5).  The  defects  produced 
on  the  abdomen  by  raising  these  flaps  were  cov- 


Fig.  5 Diagrams  to  show  formation  of  abdominal 
flap  to  cover  shaft  of  penis. 
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Fig.  3.  Condition  on  admission  to  hospital.  De- 
nudation produced  by  rotating  shaft  rod. 


ered  with  split  grafts  from  the  thigh.  Two  addi- 
tional steps  were  necessary  to  thin  down  the  flap 
on  the  penis.  The  skin  on  the  penis  is  soft  and 


Fig.  6.  Condition  at  the  close  of  the  last  operation ; 
sutures  still  in  place. 


Fig.  4.  Immediately  after  repair.  Penis  placed 
under  abdominal  flap.  Testicles  fixed  in  the  super- 
ficial fascia  of  the  thighs. 

reasonably  flexible.  It  is  still  too  early  to  be 
certain  about  function  (Fig.  6).  Construction  of 
a scrotum  was  suggested  but  not  favored  by  the 
patient. 

Comment 

The  testicles  were  placed  in  thigh  pockets  be- 
cause this  seemed  to  be  most  reasonable.  It 
takes  only  two  or  three  minutes  to  form  the 
pockets  and  fix  the  testicles  in  them  without  con- 
striction or  torsion  of  the  cords.  This  new  loca- 
tion apparently  causes  no  symptoms.  The  tes- 
ticles feel  quite  superficial  and  can  be  moved 
freely  beneath  the  skin.  If  a new  scrotum  is  to 
be  made,  this  is  best  deferred  for  a later  stage,  al- 
though immediate  construction  of  a scrotum  has 
been  attempted.4  It  would  be  possible  to  raise 
and  delay  a thigh  flap  over  each  testicle,  later 
joining  these  flaps  with  the  testicles  included  in 
such  a way  as  to  form  a new  scrotum.5  One 
could  not  predict  whether  or  not  testicles  would 
function  better  under  such  a covering  than  in 
the  thigh  pockets.  A constructed  scrotum  would 
be  thicker  than  normal  and  attached  to  the  body 
by  scar  tissue,  which  might  tend  to  crack  and 
ulcerate.  In  the  present  case  it  is  probably  just, 
as  well  that  the  patient  refused  this  further  step. 

Whether  the  penis  is  covered  with  a graft  or 
flap  will  depend,  in  part,  upon  whether  or  not  the 
scrotal  skin  has  been  lost.  Brown6  applied  a 
split  graft  to  the  penis  in  one  case  and  a scrotal 
flap  on  another  occasion.  Owens2  used  a double 
pedicled  flap  to  cover  a defect  on  the  dorsum  of 
the  penis.  Benedict7  advised  single  pedicled 
scrotal  flaps  cut  parallel  to  the  blood  supply 
without  including  the  dartos  muscle.  If  the 
scrotal  skin  is  not  available,  the  penis  must  be 
covered  with  a graft  or  flap  from  the  thigh,8 
groin,9  or  abdomen.  A graft  is  probably  pref- 
erable if  one  can  cut  a single,  rather  thick  graft 
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large  enough  to  cover  the  penile  shaft  and  be 
fairly  certain  that  a complete  “take”  will  result. 
All  grafts  contract  according  to  their  thickness, 
but  the  thicker  grafts  require  more  accurate  and 
prolonged  pressure.  Grafts  have  very  little 
elasticity,  while  a flap,  properly  applied  and 
thinned,  will  not  shrink  appreciably  and  should 
be  more  elastic  than  a graft.  The  graft  requires 
but  one  operation  but  a flap  involves  a series  of 
operations  and  longer  hospitalization.  A graft 
carries  no  hair  w’ith  it,  while  the  presence  of  some 
hair  on  an  abdominal  flap  is  unavoidable. 
Whichever  method  of  covering  the  penis  is  se- 
lected, the  result  will  depend  largely  upon  the 
judgment  and  experience  of  the  surgeon. 

Summary 

Complete  avulsion  of  the  skin  of  the  penis  and 
scrotum  calls  for  immediate  covering  of  the  defect 
either  by  a graft  or  flap.  It  is  probably  best  to 
place  the  testicles  in  pockets  formed  into  the 


thighs  and  later  to  consider  the  construction  of  a 
scrotum.  Split  grafts  may  be  applied  to  the 
penile  shaft  if  the  surgeon  is  experienced  in  the 
use  of  this  type  of  graft.  If  he  is  in  doubt,  the 
penis  may  be  placed  under  an  abdominal  flap 
with  the  glans  protruding  through  a transverse 
incision.  This  permits  later  formation  of  an 
abdominal  flap,  or  the  penis  may  be  removed 
* from  beneath  the  flap  and  grafts  applied  if  that 
is  desirable. 

2001  State  Tower  Building 
Syracuse,  New  York 
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SPECIALISM  IN  ANESTHESIA 

Hewer  has  called  attention  to  the  decreased  haz- 
ard to  the  anesthetized  patient  when  the  anesthetist 
limits  his  work  to  a particular  field. 

In  most  anesthesia  departments  the  personnel 
is  trained  to  use  the  anesthetic  which  is  specially 
indicated.  If  the  particular  one  chosen  is  unsatis- 
factory there  is  no  hesitation  in  changing  to  one  or 
more  other  agents  to  produce  an  even  anesthesia. 
Such  training  develops  capable  anesthetists  with  a 
broad  experience.  In  the  hands  of  such  an  anes- 
thetist good  results  are  bound  to  ensue. 

However,  as  Hewer  remarks,  “It  is  not  exaggera- 
tion to  say  that  many  of  the  surgical  procedures 
carried  out  at  the  present  time  require  a very  high 
degree  of  skill  from  the  anesthetist.  For  example, 
if  a patient  is  to  have  a partial  thyroidectomy  for 
toxic  goiter,  a lobectomy  for  bronchiectasis,  or  a 
partial  gastrectomy  for  carcinoma,  his  chances  of 
survival  are  definitely  greater  if  his  anesthetist  has 
had  experience  in  the  various  problems  connected 
with  the  procedure. 

There  is  an  added  factor  of  safety  in  such  in- 
stances. The  anesthetist  who  is  a specialist  prac- 
tices in  a clinic  in  which  the  surgeon  also  is  a special- 
ist. Such  teamwork  contributes  to  a low  mor- 
tality. 


In  one  clinic,  because  of  the  availability  of  an  anes- 
thetist highly  skilled  in  continuous  spinal  anesthesia, 
the  surgeon  has  developed  a technique  for  removal 
of  advanced  cancer  of  the  bowel  in  poor  risks.  This 
has  brought  comfort  to  many  an  aged  patient. 

The  anesthetist  in  a chest  clinic  will  develop  a 
special  technique  for  carrying  the  patient  through 
the  operation  on  an  even  level  and  facilitating  the 
surgeon’s  work. 

Perhaps  the  most  outstanding  example  of  success- 
ful anesthesia  by  the  specialist  is  that  by  Hingson 
and  Edwards  in  the  use  of  continuous  caudal  anes- 
thesia in  obstetrics.  This  has  assumed  such  impor- 
tance that  its  advocates  have  warned  of  the  necessity 
for  special  training. 

In  medicine,  every  specialist  should  have  a basic 
experience  in  general  practice.  This  can  be  applied 
quite  definitely  to  the  anesthetist.  He  should  be 
familiar  with  the  advantages  and  hazards  of  all 
available  agents.  If  the  special  field  of  his  work 
restricts  the  choice  of  agents,  his  results  will  un- 
doubtedly be  more  outstanding  through  perfecting 
his  technique  in  the  one  most  desirable. 

Yes,  there  is  room  for  the  specialist  even  within 
the  special  field  of  anesthesia. — Editorial  by  Howard 
Dittrich,  M.D.,  in  Anesthesia  and  Analgesia 


TRANSCRIBED  RADIO  HEALTH  PROGRAMS 
The  July  10  issue  of  the  Journal  of  the  American 
Medical  Association  carried  an  announcement 
of  electrically  transcribed  radio  broadcasts  for  use 
by  county  or  state  medical  societies  or  by  approved 
local  groups  in  their  communities.  On  approval 
of  the  local  medical  society,  these  transcriptions 
will  be  lent  to  radio  stations,  health  departments, 
voluntary  health  agencies,  parent-teacher  or- 
ganizations, or  other  community  groups. 


SUMMER 

I wish  I were  beneath  a tree 

A-sleeping  in  the  shade 

With  all  the  visits  I have  to  make, 

Made. 

I wish  I wrere  beside  the  sea 

Or  sailing  in  my  boat 

With  all  the  records  I have  to  w’rite, 

Wrote. — Murial  Anness,  in  Flashes 
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ECZEMA  VACCINATUM 

; Report  of  a Case 

Frank  C.  Combes,  M.D.,  and  Howard  T.  Behrman,  M.D.,  New  York  City 


e 


WITH  the  increased  number  of  men  in  the 
military  service,  there  has  been  a cor- 
1 responding  recent  rise  in  the  number  of  vaccina- 
tions performed.  Every  soldier  is  vaccinated 
shortly  after  his  induction  into  the  Army.  It  is 
I of  the  utmost  importance  that  any  soldier  with 
cutaneous  disease  should  be  carefully  isolated 
from  those  recruits  who  have  recently  been 
vaccinated.  As  yet,  there  have  been  no  unto- 
ward effects,  and  so  this  case  of  eczema  vacci- 
natum in  a civilian  is  reported  as  a reminder  and 
a warning  against  vaccination  in  the  presence  of 
cutaneous  disease. 

Case  Report 

History. — A white  man,  aged  24,  was  admitted 
to  Bellevue  Hospital  on  February  3,  1942.  His 
chief  complaints  were  weakness  and  a “rash”  on  the 
face.  He  had  been  treated  in  several  clinics  since 
1937  for  folliculitis  of  the  bearded  region  of  the  face. 

His  general  health  was  good.  He  had  had  no 
previous  serious  illness.  He  had  been  vaccinated  at 
the  age  of  6 with  a good  “take.”  There  were  no 
subsequent  vaccinations. 

On  January  25,  1942,  the  sister  and  niece  of  the 
patient  were  vaccinated  in  preparation  for  entering 
school.  Both  children  developed  good  “takes.” 
The  patient  recalled  numerous  contacts  with  the 
children  during  this  period.  On  February  1,  1942, 
he  noticed  several  small  “blisters”  on  his  upper  lip 
and  involuntarily  scratched  and  ruptured  some  of 
them.  When  he  awoke  the  next  morning,  he  had  a 
chill  and  noticed  that  his  face  was  extremely  red  and 
swollen  and  covered  with  numerous  blisters.  The 
patient  was  admitted  to  the  hospital  on  the  following 
| day. 

Examination. — The  patient  was  acutely  ill. 
The  face  was  erythematous  and  severely  edematous. 
It  was  covered  with  numerous  discrete  and  confluent 
; vesicopustules  and  pustules,  many  of  which  were 
umbilicated.  The  eyelids  were  so  edematous  that 
they  could  not  be  opened.  The  lips  were  extremely 
swollen.  The  cervical  glands  were  considerably 
enlarged  and  tender.  A few  small  vesicopustules 
were  present  on  the  neck  and  the  right  cubital  space. 
The  temperature  was  103.4  F. 

Laboratory  Data. — Urinalysis  showed  the  presence 
of  albumin  (2  plus),  sugar  (1  plus),  and  1 to  2 red 
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blood  cells.  The  albuminuria  and  glycosuria  sub- 
sequently disappeared.  The  leukocyte  count  was 
13,200  with  75  per  cent  of  polymorphonuclear 
neutrophils,  15  per  cent  lymphocytes,  and  10  per 
cent  nonsegmented  cells.  Blood  cultures  were 
negative.  The  WTassermann  reaction  of  the  blood 
was  negative. 

Material  from  vesicopustules  and  pustular  lesions 
was  examined.  Microscopic  examination  of  this 
material — using  the  Giemsa  stain — was  suggestive 
of  but  not  definite  for  Guarnieri’s  bodies.  To  prove 
the  presence  of  virus,  however,  3 rabbits  were  in- 
oculated. 

On  February  5,  1942,  rabbit  A was  scarified  on 
the  right  flank  and  pustular  material  from  the  pa- 
tient was  applied.  Within  three  days,  there  was 
diffuse  erythema,  swelling,  and  papule  formation. 
On  the  fifth  day  there  was  a distinct  vesicle  with 
beginning  pustule  formation.  The  virus  was 
harvested  at  this  time.  On  the  seventh  day  crusts 
formed  and  the  lesion  progressed  to  normal  scar 
formation. 

On  February  5,  1942,  the  right  cornea  of  rabbit  A 
was  cross-hatched,  and  purulent  material  from  the 
patient  was  instilled,  the  left  cornea  being  used  as  a 
control.  On  the  second  day  the  right  cornea  be- 
came dull  and  lusterless,  the  left  eye  remaining 
normal.  On  the  third  day  there  was  an  inflammatory 
response  with  exudation  and  thickening  of  the  lids, 
the  cornea  becoming  clouded.  On  the  fourth  day 
the  lesions  were  more  severe,  with  definite  corneal 
opacity.  The  corneal  epithelial  cells  were  examined 
for  Guarnieri’s  bodies,  but  the  results  were  only 
suggestive  and  not  definite. 

On  February  5,  1942,  pustular  material  from  the 
patient  was  injected  intratesticularly  into  rabbit  A. 
On  the  second  day  there  was  edema,  induration, 
and  protraction  of  the  testicle.  On  the  fifth  day 
the  lesion  became  progressively  worse.  The  testicu- 
lar involvement  subsided  in  ten  days. 

Rabbit  B was  used  as  a control.  It  was  inoculated 
with  stock  calf  lymph  virus,  obtained  from  the  Board 
of  Health.  The  development  of  the  lesions  was  the 
same  as  in  rabbit  A.  On  the  fifth  day  the  virus  was 
harvested. 

On  February  12,  1942,  tests  were  performed  to 
determine  specific  immunity  and  antibody  pro- 
duction. Three  sites  on  the  left  flank  of  rabbit  A 
were  used.  The  first  site  was  scarified,  and  the 
virus  from  rabbit  B was  applied  to  the  scarification. 
No  lesions  appeared.  The  second  site  was  scarified, 
and  virus  harvested  from  rabbit  A two  days  pre- 
viously was  applied.  No  lesions  developed.  The 
third  site  was  scarified  and  the  virus  from  the  pa- 
tient was  applied.  Again,  no  lesions  appeared. 

Three  sites  were  then  scarified  on  rabbit  B (pre- 
viously vaccinated).  These  sites  were  treated, 
respectively,  with  the  viruses  from  rabbits  A and  B 
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Fig.  1.  Appearance  of  the  face  shortly  after  the 
patient’s  admission  to  Bellevue  Hospital  on  Feb- 
ruary 3,  1942. 


and  from  the  patient.  Again,  no  lesions  appeared 
in  any  of  the  scarified  areas. 

Rabbit  C (control  rabbit)  was  then  scarified 
with  the  virus  from  rabbits  A and  B.  The  virus 
was  subsequently  harvested  from  these  lesions. 
This  rabbit  was  also  scarified  with  the  virus  from 
the  patient.  This  site  developed  typical  papules, 
vesicles,  and  pustules,  thereby  indicating  that  the 
virus  was  viable  and  infective. 

From  these  experiments,  it  was  evident  that  the 
virus  from  the  patient’s  lesions  (like  the  stock  calf 
lymph  supplied  by  the  Board  of  Health)  gave  posi- 
tive immediate  transfer  and  a negative  delayed 
transfer  reaction.  Both  viruses  had  also  produced 
specific  and  cross  immunity  to  one  another,  and 
were  practically  identical  in  immunizing  reactivity. 

Course. — On  the  second  day  in  the  hospital,  the 
patient  was  given  2 Gm.  of  sulfanilamide  every 
six  hours.  Locally,  he  was  treated  with  bichloride 
of  mercury  wet  dressings  (1 : 5,000)  and  soap  poultices 
for  the  removal  of  crusts.  As  the  lesions  healed, 
10  per  cent  sulfathiazole  cream  was  applied. 

The  patient  was  acutely  ill  for  the  first  few  days. 
A number  of  doses  of  sulfanilamide  were  refused 
by  the  patient,  and  nausea  and  vomiting  occurred 
intermittently.  The  temperature  gradually  sub- 
sided over  a period  of  days.  The  pustules  on  the 
face  became  confluent  and  covered  the  entire  face 
with  a thick,  purulent  crust.  The  lesions  gradually 
dried,  both  on  the  face  and  on  the  right  cubital 
space.  After  eleven  days,  the  patient  was  sent  to  the 
Willard  Parker  Hospital. 

He  was  seen  in  the  clinic  six  weeks  later.  At 
this  time,  the  skin  showed  pitting  and  the  underly- 
ing sycosis  vulgaris  of  the  affected  region.  A vac- 
cination performed  at  this  time  showed  an  “im- 
mune reaction.” 


Fig.  2.  Appearance  of  the  face  on  March  23, 1942. 


Postvaccinal  Eruptions 

Postvaccinal  eruptions  have  been  classified  by 
Paschen1  as  follows: 

A.  Eruption  due  to  contact  infection  by 

vaccine  virus. 

1.  Secondary  infection  near  the  original 
site  due  to  spread  of  the  virus  by  way 
of  the  lymphatic  vessels. 

2.  Secondary  accidental  vaccination  at 
distant  sites;  no  previous  cutaneous 
disease. 

B.  Eruptions  due  to  hematogenous  spread. 

1.  Exanthems  directly  following  vac- 
cination. 

2.  “Postvaccinal”  exanthems  occurring 
at  the  time  of  pustulation  (usually 
scarlatiniform,  morbilliform,  or  pur- 
puric) . 

3.  True  generalized  vaccinia;  no  previous 
cutaneous  disease. 

This  classification  is  self-explanatory.  The 
sole  eruption  which  requires  clarification  is  true 
generalized  vaccinia. 

It  is  well  known  that  the  virus  in  a case  of 
variola  is  definitely  disseminated  by  the  blood 
stream.  In  recent  years,  it  has  been  proved 
repeatedly  that  the  virus  is  also  hematogenously 
disseminated  following  vaccination.  Gins2  and 
his  coworkers  isolated  the  virus  from  the  throat 
and  tonsils  of  individuals  vaccinated  several 
days  previously.  Paschen  cited  the  work  of 
numerous  investigators  who  showed  that  the 
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vaccine  virus  in  all  probability  reaches  every 
organ  in  the  body.  It  is  this  hematogenous  dis- 
semination of  the  virus  which  is  responsible  for 
generalized  vaccinia.  This  disease,  frequently 
confused  with  eczema  vaccinatum,  is  also  a vesi- 
copustular  exanthem.  Constitutional  symptoms 
vary  with  the  extent  of  the  eruption  and  may  be 
absent.  The  distinguishing  feature  is  that 
generalized  vaccinia  appears  on  a healthy  skin 
whereas  eczema  vaccinatum  occurs  only  on 
previously  diseased  skin.  In  addition,  gener- 
alized vaccinia  is  due  to  hematogenous  dis- 
semination of  the  virus  from  the  individual’s 
owm  vaccination  site.  Eczema  vaccinatum, 
w’hile  it  may  also  occur  from  hematogenous  dis- 
semination of  the  virus  from  the  individual’s 
own  vaccination  site,  may,  and  usually  does,  fol- 
low accidental  contact  of  the  diseased  skin  with 
someone  else’s  vaccination  site,  w*ith  subsequent 
local  and  hematogenous  spread  of  the  virus. 

Eczema  Vaccinatum 

Tedder,3  in  an  excellent  survey,  reviewed 
many  of  the  cases  reported  as  Kaposi’s  varicelli- 
form  eruption  and  pustulosis  vacciniformis  acuta. 
He  showed  conclusively  that  the  clinical  features 
of  these  diseases  and  of  eczema  vaccinatum  are 
identical.  The  failure  to  obtain  a history  of 
exposure  to  the  vaccine  virus  w’as,  in  most  cases, 
the  only  reason  for  not  identifying  the  former 
two  conditions. 

In  practically  all  of  the  cases  of  eczema  vac- 
cinatum that  have  been  reported,  the  patient 
had  some  pre-existing  dermatosis.  Careful  ques- 
tioning always  elicited  a history  of  exposure  to 
some  vaccinated  person,  from  a few’  days  to  sev- 
eral weeks  before  the  outbreak  of  the  vesicles. 
The  vesicles  suddenly  appeared  on  the  previously 
diseased  skin,  although  a few  invaded  the  sur- 
rounding normal  skin  and  even  became  general- 
ized. They  were  at  first  filled  w’ith  clear  serum 
and  then  exhibited  the  characteristic  change  of 
vaccination  pustules,  to  become  successively 
purulent  and  umbilicated.  These  pustules  oc- 
casionally reappeared  in  crops  from  several  days 
to  a w’eek  after  the  initial  outbreak.  The  pa- 
tients were  seriously  ill  with  high  fever,  chills, 
and  pains  in  the  joint.  Even  death,  caused  by 
general  sepsis,  has  been  reported. 

Guarnieri’s  Bodies 

Since  Guarnieri,  in  1892,  claimed  that  certain 
inclusions  present  in  the  epithelial  cells  of  the 
lesions  of  smallpox  in  a rabbit’s  cornea  were 
parasitic,  much  attention  has  been  given  to  their 
study.  They  are  commonly  referred  to  as 
“vaccine”  or  “Guarnieri”  bodies,  yet  opinions 
still  differ  as  to  their  nature  and  significance. 
They  have  been  referred  to  as  “protozoa,”  “de- 


generation products,”  and  as  “characteristic 
vaccinal  bodies.”  They  may  be  studied  for  a 
short  time  in  vivo  by  rapidly  excising  an  inocu- 
lated cornea,  spreading  it  on  a shallow  agar 
plate,  and  dropping  a thin  cover-glass  over  it. 
The  structural  bodies  are  very  clearly  differenti- 
ated from  the  rest  of  the  cell  contents.  Guarnieri 
showed  that  if  the  cornea  of  a rabbit  were  scari- 
fied and  inoculated  w’ith  variola  or  vaccine 
lymph,  in  about  thirty  hours  epithelial  thicken- 
ing occurred,  which  in  three  days  became  ul- 
cerated; and  if  the  ulcer  were  studied  micro- 
scopically, small,  variously  shaped,  deeply- 
staining  nuclear  bodies  were  found  lying  in  the 
epithelial  cells. 

Most  animals  are  more  sensitive  to  vaccinia 
than  to  variola.  The  epidermis  of  rabbits,  for 
instance,  shows  a typical  eruption  after  inocula- 
tion with  vaccine  virus,  w'hile  material  from 
smallpox  eruptions  produces  only  diffuse  red- 
ness. The  corneal  “take,”  how’ever,  is  similar 
in  intensity  in  both  instances.  Rabbits  which 
have  received  several  injections  of  virus  intra- 
venously or  subcutaneously  develop  antivaccinal 
bodies  which  are  specific  for  vaccine  virus.  The 
presence  of  the  antibodies  may  be  demonstrated 
by  complement-fixation,  flocculation  reaction, 
or  by  neutralization  experiments  in  vitro. 

The  vaccine  virus  is  prepared  at  present  by 
propagation  from  calf  to  calf,  with  an  inter- 
mediate passage  through  rabbits  to  prevent  loss 
of  potency.  The  finished  product  is  stored  at  a 
low  temperature  and  treated  w’ith  phenol  and 
glycerin  to  free  the  virus  from  bacteria.  The 
precise  role  of  culture  virus  and  intradermal 
methods  of  smallpox  vaccination  cannot  yet  be 
regarded  as  properly  established. 

The  Paul  Test 

The  test  first  described  by  Paul,4  and  now 
named  after  him,  is  of  value  in  the  diagnosis  of 
lesions  which  cannot  be  differentiated  on  clinical 
grounds.  The  test  is  performed  as  follow’s: 
The  lesion  is  cleaned  with  alcohol  and  opened 
under  aseptic  technic.  The  fluid  content  is  then 
mounted  on  a cover  slip.  If  the  vesicular  or 
pustular  stages  are  past,  crusts  may  be  removed. 
The  secretion  is  thoroughly  mixed  in  a solution 
of  physiologic  sodium  chloride.  The  eyes  of  a 
rabbit  are  anesthetized  writh  cocaine  and  then 
scarified  w’ith  a fine  needle  in  both  vertical  and 
horizontal  directions.  A drop  of  the  emulsion 
is  rubbed  over  the  scarified  cornea  of  one  eye, 
the  other  serving  as  a control.  Within  thirty-six 
hours,  the  cornea  show’s  definite  changes  if  the 
emulsion  contains  variola  virus.  Minute  eleva- 
tions which  cannot  be  w’iped  off  are  present  along 
the  scarified  paths.  After  twelve  hours,  the 
rabbit  is  chloroformed  and  the  eyes  enucleated. 
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When  the  enucleated  eye  is  placed  in  sublimate 
alcohol,  a variola-infected  cornea  will  show 
isolated  or  confluent,  intensely  white,  opaque 
elevations.  This  phenomenon,  according  to 
Paul,  is  pathognomonic  for  variola.  In  addition, 
histologic  sections  of  the  eye  show  the  presence 
of  Guarnieri  bodies. 

Conclusions 

A review  of  the  literature  on  generalized  erup- 
tions due  directly  to  the  vaccine  virus  yields  very 
few  cases  from  the  American  records. 

Because  of  the  recent  increase  in  the  number 
of  vaccinations  performed,  especially  on  men 
entering  the  military  service,  the  danger  of 
vaccination  in  the  presence  of  cutaneous  disease 
should  be  emphasized. 
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Discussion 

Dr.  Maurice  J.  Costello,  New  York  City — I 
want  to  congratulate  Dr.  Combes  and  Dr.  Behrman 
on  their  excellent  presentation  of  the  report  of  a 
case  of  eczema  vaccinatum  observed  in  a patient 
on  the  dermatologic  wards  at  Bellevue  Hospital. 
They  proved  the  diagnosis  by  the  positive  results 
obtained  by  the  successful  inoculation  of  a labora- 
tory animal  with  the  disease,  and  by  finding 
Guarnieri  bodjies. 

I believe  that  eczema  vaccinatum  or  multiple 
auto-inoculation  with  the  virus  of  vaccinia  occurs 
principally  in  infants  and  young  children  suffering 
from  eczema,  but  it  also  occurs  in  others  with 
impetigo,  furunculosis,  Or  other  pruritic  dermatoses. 
It  may  even  follow  an  accidental  abrasion  in  a 
person  with  a normal  integument.  Even  the  mu- 
cous membranes  of  the  eye  may  be  affected,  causing 
loss  of  vision.  For  this  reason  the  term  “eczema 
vaccinatum”  is  misleading.  The  instruction  given 
to  patients  who  have  been  vaccinated  not  to  cover 
the  site  of  the  vaccination  with  a protective  dress- 
ing is  the  principal  reason  for  the  increase  of  this 
severe  and  at  times  lethal  complication.  It  is  im- 
portant to  keep  the  site  of  the  vaccination  covered 
with  a sterile  dressing,  during  the  entire  course. 
This  precaution  is  especially  necessary  in  young 
children.  It  is  important  to  postpone  vaccination 
in  a child  with  eczema  until  he  has  a remission  of 
the  disease. 

When  the  auto-inoculations  are  confined  to  the 


eczematous  areas,  their  true  nature  may  not  be 
clinically  apparent  because  of  the  accelerated  type 
of  reaction  of  the  pock  and  the  masking  of  these 
lesions  by  the  eczematous  process. 

During  the  past  year  I have  seen  4 patients  with 
eczema  vaccinatum,  which  indicates  that  more 
cases  occur  than  are  recognized  or  reported.  One 
was  in  a young  woman  admitted  to  Willard  Parker 
Hospital,  who  had  been  vaccinated  at  a time  when 
she  was  suffering  from  a severe  pruritus  vulvae. 
She  developed  about  twenty  pea-sized  typical  um- 
bilicated  vesicopustules,  surrounded  by  an  erythe-  j 
matous  halo  on  the  labia  majora,  labia  minora,  the 
vagina,  and  the  perineum.  There  was  painful 
edema  of  the  vulva  and  vaginal  discharge.  She  had 
moderately  severe  constitutional  reaction  accom- 
panied by  fever,  which  lasted  about  four  days. 

In  addition  to  the  postvaccinal  eruptions  classified 
by  Paschen,  and  quoted  by  the  authors,  I may  add 
another  type  of  eruption — viz.,  a toxic  bullous 
dermatitis  resembling  erythema  multiforme  bullo- 
sum,  without  the  characteristic  localization  of  the 
latter. 

Because  of  the  severe  constitutional  symptoms 
occurring  in  generalized  vaccinia,  this  disease  must 
be  differentiated  from  variola,  which  it  may  closely 
resemble.  It  may  be  mistaken  in  children  for 
severe  generalized  impetigo  contagiosa,  accompanied 
by  fever  and  constitutional  reaction. 

Philip  R.  Trommer,  in  a letter  to  the  Journal  of 
the  American  Medical  Association,  March  20,  1943, 
advises  taping  the  thumbs  with  adhesive  and  the 
wearing  of  rubber  gloves  to  prevent  alcoholic  de- 
hydration and  auto-inoculation  of  the  fingers  when 
performing  mass  vaccinations,  as  was  necessary  in 
the  recent  outbreak  of  smallpox  in  Pennsylvania. 

He  and  his  associates  had  the  unpleasant  ex- 
perience of  developing  cowpox  vaccinations  on  the 
thumbs,  which  required  surgical  attention.  Be- 
fore undertaking  this  work,  physicians  should  first 
be  vaccinated. 

Rivers  and  Ward  have  given  intradermal  vac- 
cinations against  smallpox  which  produce  no 
pustule,  crust,  or  scar.  A high  percentage  of  takes 
with  this  method  has  been  reported  by  Dr.  Donald 
D.  Posson  and  Dr.  Kaiser  of  Rochester,  New  York. 
This  method  is  particularly  applicable  in  children 
with  eczema  or  in  normal  children  who  have  other 
members  of  the  family  suffering  from  pruritic 
dermatoses.  This  method  offers  a better  means  of 
prevention  of  multiple  auto-inoculations  in  these 
children. 

When  one  considers  the  millions  of  vaccinations 
performed  every  year,  this  complication  of  multiple 
auto-inoculations  must  be  relatively  rare.  With 
greater  care  its  occurrence  can  be  reduced  further, 
eliminating  that  which,  in  the  early  days,  was  prob- 
ably a stumbling  block  to  universal  acceptance  of 
vaccination. 


One  thing  the  depression  taught  us:  that  human  often  they  have  proved  themselves  a vicious  circle 
lives  cannot  be  departmentalized — ignorance,  pov-  of  cause  and  effect. 

erty,  and  ill  health  are  not  isolated  problems;  too  — Paul  V.  McNutt 
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THE  therapeutic  use  of  insulin  involves  more 
than  a knowledge  of  the  pharmacologic  ac- 
tions of  insulin;  it  also  requires  familiarity  with 
the  types  of  responses  with  which  patients  who 
have  clinical  diabetes  react  to  insulin.  Kepler1 
pointed  out  that  different  patients  react  to  pro- 
tamine zinc  insulin  in  various  ways.  He  found 
that,  in  general,  middle-aged,  obese,  and  senile 
patients  with  diabetes  mellitus  were  adequately 
controlled  with  a single  small  dose  of  protamine 
zinc  insulin,  whereas  patients  who  were  asthenic 
or  young  at  the  onset  of  the  diabetes  were  more 
difficult  to  treat. 

Several  factors  determine  these  varying  re- 
sponses on  the  part  of  diabetics  to  insulin  ther- 
apy. Mosenthal2  has  shown  that  the  blood  sugar 
of  some  patients  falls  while  fasting,  whereas  in 
others  it  continues  to  rise  even  when  no  food  is 
eaten.  In  line  with  this  observation,  Reveno3 
noted  that  diabetics  whose  blood  sugars  fall 
when  they  exercise  and  abstain  from  food  for 
several  hours  either  require  no  insulin  or  require 
only  a single  dose  of  protamine  zinc  insulin.  On 
the  other  hand,  when  the  blood  sugar  does  not 
fall  under  such  conditions,  more  than  one  dose 
of  insulin  is  needed  to  control  the  patient. 

Another  factor  to  be  mentioned  in  a con- 
sideration of  the  response  of  diabetics  to  insulin 
therapy  is  that  some  patients  under  treatment 
eventually  recover  part  of  the  lost  ability  to 
utilize  carbohydrate.  Haist,  Campbell,  and 
Best4  and  Lukens  and  Dohan5  have  shown  ex- 
perimentally that  insulin  can  bring  about  a 
restitution  of  the  function  of  the  islands  of 
Langerhans  when  these  are  not  irreparably  dam- 
aged. Whereas  it  was  once  thought  that  the 
recovery  of  carbohydrate  tolerance  depended  on 
having  normal  blood  sugar  values  during  treat- 
ment, Mosenthal6  has  demonstrated  that  with 
the  use  of  protamine  zinc  insulin,  remarkable 
improvement  in  a patient’s  tolerance  for  car- 
bohydrate can  occur  even  when  the  blood  sugar 
is  constantly  elevated.  In  treating  diabetics, 
this  improvement  is  noted  by  the  fact  that  less 
insulin  is  needed  for  a patient  as  the  treatment 
proceeds. 

The  reverse  of  the  above  is  also  true  in  some 
cases,  and  the  islands  of  Langerhans  in  a patient 

From  the  Diabetic  Clinic  of  the  Long  Island  College 
Hospital  and  the  Department  of  Medicine,  Long  Island 
College  of  Medicine,  Brooklyn. 

With  the  assistance  of  Miss  Geraldine  Kreem,  volunteer 
dietician. 


may  become  weakened.  Experience  with  ju- 
venile diabetics  has  led  Priscilla  White7  to  con- 
clude that  the  course  of  the  diabetes  in  such  pa- 
tients is  progressive.  Colwell8  claims  that  the 
diabetes  of  all  patients  becomes  worse  with  time 
(except  in  senile  patients)  and  that  there  is  a 
demand  for  more  insulin  as  the  duration  of  the 
disease  becomes  longer.  He  believes  that  the 
improvement  in  carbohydrate  tolerance  men- 
tioned above  as  occurring  in  older  patients  is 
merely  a temporary  response  to  treatment. 
The  experience  in  this  and  other  clinics  does  not 
entirely  agree  with  that  of  Colwell,  as  will  be 
discussed  later.  However,  in  younger  diabetics 
it  is  agreed  that  an  increasing  dosage  of  insulin 
is  needed  as  the  disease  continues. 

Factors  such  as  these  are  not  sufficiently  em- 
phasized in  the  insulin  therapy  of  clinical  dia- 
betes. The  administration  of  insulin  has  for 
the  most  part  followed  empirical  fines  and  the 
current  tendency  is  to  classify  diabetics  into 
mild,  moderate,  and  severe  cases,  depending  on 
the  amount  of  insulin  needed.  Too  little  con- 
sideration is  given  to  the  fact  that  even  with 
dietary  treatment  alone,  the  blood  sugar  tends 
to  fall  in  some  cases  while  it  does  not  fall  in 
others,  or  that  carbohydrate  tolerance  improves 
in  some  and  becomes  worse  in  others.  These 
responses  on  the  part  of  patients  are  not  only 
important  from  the  prognostic  point  of  view 
but  they  also  determined  to  a great  extent  the 
dosage  of  insulin  required  as  well  as  the  degree 
of  diabetic  control  that  can  be  attained.  In  a 
recent  publication  from  this  clinic9  it  was  shown 
that  the  age  of  onset  of  the  diabetes,  the  presence 
of  obesity  at  the  onset,  the  time  when  treatment 
is  instituted,  and  the  degree  of  cooperation  of 
the  patient  in  dieting  are  clinical  features  that 
can  serve  as  guides  in  estimating  the  response  of 
patients  to  dietary  treatment.  Studies10  con- 
cerning the  behavior  of  the  blood  sugar — both 
in  the  fasting  state  and  after  glucose  administra- 
tion— showed  that  in  the  obese,  middle-aged 
diabetic,  the  hyperglycemia  tends  to  be  reduced 
to  normal,  or  nearly  normal,  wThen  a reduction 
of  the  patient’s  weight  was  effected  even  without 
the  use  of  insulin.  This  group  of  patients  also 
showed  a remarkable  ability  to  regain  tolerance 
for  carbohydrate  after  such  weight  reduction. 
Too  long  a delay  in  the  recognition  and  treatment 
of  the  diabetics  in  this  group  led  to  the  pro- 
gression of  the  diabetes,  particularly  when  the 
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TABLE  1. — Patients  Requiring  Less  Than  30  Units  of  Insulin  Daily 


The  24-hour  urine  specimens  were  usually  free  of  glucose.  Fasting  blood  sugars  were  always  under  150  mg.  per  100  cc.  of 
blood  and  usually  at  a physiologic  level. 


Duration 

Last 

Age  at 

of 

CHO 

fasting 

Clinical  state  at 

onset 

.diabetes 

in  diet 

Cooperation 

Insulin 

Glucose 

blood 

onset 

Status  at  present 

Name 

(Years) 

(Y  ears) 

(Grams) 

in  dieting 

(PZI  units) 

in  urine 

sugar 

Patients  obese 

Diabetes  less 

AR 

47 

1 

180 

Good 

20-0-0 

0 

110 

and  over  the 

than  7 years’ 

TP 

65 

3 

185 

Good 

15-0-0 

0 

117 

age  of  40  years 

duration;  pa- 

MO 

68 

3 

215 

Good 

13-0-0 

0 

116 

at  the  onset 

tients  had  lost 

PE 

50 

2 

195 

Good 

15-0-0 

0 

125 

weight  and 

BE 

72 

4 

230 

Good 

10-0-0 

0 

111 

were  no  longer 

PR 

47 

7 

200 

Good 

12-0-0 

0 

112 

obese 

FR 

55 

5 

150 

Good 

15-0-0 

0 

137 

CA 

41 

6 

150 

Fair 

16-0-0 

0 

150 

HO 

51 

5 

180 

Good 

10-0-0 

0 

105 

SM 

56 

1 

180 

Good 

10-0-0 

0 

108 

Diabetes  less 

RE 

65 

2 

175 

Fair 

12-0-0 

0 

124 

than  7 years’ 
duration;  pa- 
tients still 
obese 


Diabetes  more 

MA 

42 

26 

200 

Fair 

8R-0-8R* 

0 

122 

than  7 years’ 

HI 

46 

12 

165 

Good 

10-0-0 

0 

85 

duration ; pa- 
tients now  thin 

JU 

51 

12 

180 

Good 

10R-0-10R 

0 

143 

Patients  under 

Diabetes  of  re- 

JE 

14 

1 

225 

Good 

21-0-0 

0 

115 

the  age  of  40 
years  at  the 
onset 

cent  onset 

OR 

26 

2 

225 

Good 

16-0-0 

0 

118 

Patients  who 

BO 

50 

1 

150 

Good 

10-0-0 

0 

148 

were  not  obese 
and  between 

WI 

45 

2 

220 

Good 

17-0-0 

0 

146 

40  to  60  years  

of  age  at  onset  

* R denotes  regular  unmodified  insulin. 


patient  did  not  adhere  to  the  proper  dietary- 
regimen. 

The  present  study  was  undertaken  to  attempt 
to  correlate  the  insulin  requirements  of  patients 
with  similar  clinical  factors  as  those  mentioned 
above.  Here  insulin  with  diet  was  used. 

Methods  and  Results 

Fifty  ambulatory  patients  were  selected  at 
random  in  the  order  that  they  presented  them- 
selves during  several  consecutive  clinical  sessions. 
Patients  with  infections,  liver  disease,  hyper- 
thyroidism, acromegaly,  and  pregnancy  were 
not  included.  The  only  other  basis  of  selection 
was  that  the  patient  had  been  under  observation 
in  the  clinic  for  a period  of  at  least  one  year. 
This  was  deemed  necessary  because  the  time  a 
patient  first  presents  himself  to  a physician  for 
treatment,  his  ability  to  utilize  glucose  may  be 
temporarily  depressed  because  of  complications. 
Joslin7  (Chapter  IX)  expressly  warns  that  a 
patient’s  diabetes  should  be  expected  to  become 
milder  after  treatment  has  continued  for  some 
time.  One  year  was  considered  adequate  to 
cover  this  factor. 

The  results  are  tabulated  according  to  whether 
the  patient  required  more  or  less  than  30  units 
of  insulin.  Wilder11  has  reported  the  insulin 
requirements  of  the  patients  in  the  Mayo  Clinic. 
In  a previous  report,9  it  was  noted  that  49  per 
cent  of  those  treated  in  this  clinic  could  be 


regulated  by  diet  alone.  A comparison  of  the 
data  in  this  clinic  can  be  made  with  that  of  the 
Mayo  Clinic: 

Mayo 

L.I.C.H.  Clinic 

Treated  by  diet  alone..  49%  51% 

approx. 

Requiring  less  than  30 

units 34%  30% 

Requiring  more  than  30 

units 16%  14% 

(plus  5% 
labile  cases) 

If  patients  with  complications  were  included, 
the  number  requiring  more  than  30  units  would 
be  greater  in  our  series. 

The  age  and  weight  of  each  person  at  the  onset 
of  the  diabetes  were  carefully  ascertained.  The 
duration  of  the  disease  was  considered  to  be 
from  the  time  that  symptoms  were  noted  or 
glycosuria  was  first  found.  Records  were  kept 
by  the  Clinic  dieticians  as  to  whether  the  patients 
actually  followed  the  dietary  prescription,  and 
this  was  tabulated  as  good,  fair,  poor,  or  bad 
“cooperation.”  In  the  tables  given  below,  this 
information  is  recorded  along  with  the  degree  of 
glycosuria  usually  found  in  each  patient’s  urine. 
(Seventy-five  per  cent  of  all  the  urinalyses  noted 
in  the  clinical  record  was  considered  “usual.”) 
The  last  fasting  blood  sugar  is  also  included  in 
the  charts. 
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TABLE  2. — Patients  Requiring  Less  Than  30  Units  of  Insulin  Daily 
Either  the  24-hour  urines  had  glycosuria  or  the  fasting  blood  sugars  were  elevated  above  150  mg.  per  100  cc. 


CliDical  state  at 

Age  at 
onset 

Duration 

of 

diabetes 

CHO 
in  diet 

Cooperation 

Insulin 

Glucose 

Last 

fasting 

blood 

onset 

Status  at  present 

Name 

(Years) 

(Years) 

(Grams) 

in  dieting 

(PZI  units) 

in  urine 

sugar 

Patients  obese 

Diabetes  less 

SI 

50 

5 

165 

Poor 

15-0-0 

0 

248 

and  over  the 

than  7 years; 

PE 

59 

3 

200 

Fair 

15-0-0 

0 

177 

age  of  40  years 

patients  did 

RO 

56 

5 

175 

Fair 

13-0-0 

0 

280 

at  the  onset  of 

not  lose  weight 

CA 

52 

5 

157 

Poor 

10-0-0 

0 

195 

diabetes 

and  are  still 

MA 

58 

6 

185 

Fair 

12-0-0 

0 

266 

obese 

SH 

JA 

43 

57 

5 

6 

150 

170 

Bad 

Bad 

25-0-0 

20-0-0 

4-plus 

4-plus 

298 

374 

Diabetes  more 

BL 

42 

11 

150 

Fair 

10R-0-15R* 

0 

274 

than  7 years’ 

GE 

40 

8 

180 

Fair 

15R-0-10R* 

1-plus 

218 

duration;  pa- 
tients still  obese 

SB 

55 

9 

150 

Fair 

15-0-0 

0 

183 

Diabetes  less 

SC 

57 

5 

180 

Good 

10-0-0 

0 

166 

than  7 years’ 
duration;  pa- 
tients now  thin 

NE 

43 

5 

175 

Bad 

22-0-0 

2-plus 

145 

Diabetes  more 

MA 

49 

10 

215 

Good 

10-0-0 

0 

218 

than  7 years’ 

GU 

40 

22 

200 

Good 

14-0-0 

0 

168 

duration;  pa- 
tients now  thin 

SI 

48 

11 

175 

Bad 

25-0-0 

3-plus 

218 

Under  age  of  40 
years  at  onset 

Recent  onset 

LO 

18 

2 

200 

Good 

28-0-0 

1-plus 

198 

* R denotes  regular  insulin. 


Table  1 includes  18  patients  of  various  age 
and  weight  groups  requiring  less  than  30  units 
of  insulin  daily.  They  had  no  glycosuria  and 
their  fasting  blood  sugars  remained  usually  at 
physiologic  levels,  always  below  150  mg.  per  100 
cc.  Unfortunately,  it  cannot  be  shown  how 
easily  these  individuals  can  be  controlled.  Most 
of  those  in  Table  1 were  exceedingly  easy  to 
treat,  with  glycosuria  and  hyperglycemia,  re- 
sponding quickly  to  treatment. 

Table  2 includes  16  patients  of  various  age 
and  weight  groups  requiring  less  than  30  units 
of  insulin  daily.  Their  diabetic  control  was 
only  moderately  good  or  poor. 

Table  3 includes  16  patients  of  various  age 
and  weight  groups  requiring  more  than  30  units 
of  insulin  daily.  Their  diabetic  control  was 
generally  poor. 

An  analysis  of  the  clinical  results  in  light  of 
the  insulin  requirements  should  reveal  the 
severity  of  the  diabetes  in  the  groups  of  diabetics 
studied.  Table  4 is  the  summary  of  the  insulin 
requirements  in  the  diabetic  control  of  all  the 
groups,  as  to  age,  weight,  and  duration. 

The  Obese  and  Over-Middle-Aged  Group 

In  a recent  publication9  from  this  clinic,  it 
was  reported  that  dietary  control  brings  about 
a remarkable  recovery  of  carbohydrate  tolerance 
in  diabetics  who  are  overweight  and  over  the 
age  of  40  years  at  the  onset  if  treatment  is  in- 
stituted early  in  the  course  of  the  disease.  How- 
ever, very  often  treatment  is  delayed  or  neg- 
lected and  the  patient  loses  weight  so  that  he  is 
no  longer  obese  wdien  he  consults  the  physician. 
Further  reduction  in  wreight  is  undesirable  and 


insulin  therapy  is  indicated.  In  this  latter 
group  of  patients,  the  diabetes  retains  its  mild 
character  and,  as  Kepler1  pointed  out,  a single 
small  dose  of  protamine  zinc  insulin  will  ade- 
quately control  the  diabetes. 

The  fact  that  the  mildness  of  the  case  and  the 
small  insulin  requirements  are  related  to  the  age 
and  the  presence  of  overweight  at  the  onset  of  the 
diabetes  is  seen  in  Table  4.  Of  the  50  patients 
in  this  series,  34  were  obese  and  over  the  age  of 
40  years  at  the  onset  of  the  diabetes,  and  29  of 
these  were  controlled  with  a dose  of  insulin  of 
less  than  30  units. 

Only  5 patients  required  more  than  30  units 
of  insulin.  In  addition,  in  Table  2 it  can  be 
seen  that  3 patients  receiving  less  than  30  units 
of  insulin  were  very  poorly  controlled.  Thus,  8 
patients  of  the  over-middle-aged,  obese  dia- 
betics either  required  large  doses  of  insulin  or 
were  badly  controlled  with  smaller  doses.  A 
further  scrutiny  of  the  records  of  these  eight 
patients  reveals  that  four  had  diabetes  for  over 
eleven  years  (Table  3)  and  3 of  the  patients 
(Table  2)  did  not  cooperate  at  all  in  dieting. 
Thus  in  all  the  obese  group  there  was  really 
only  one  patient  who  required  more  than  30  units 
of  insulin,  the  severity  of  whose  diabetes  was  not 
adequately  explained. 

The  roles  of  both  cooperation  in  dieting  and 
the  reduction  of  the  patient’s  weight  are  im- 
portant in  insulin  therapy.  Durkin  and  Fetter12 
have  pointed  out  that  if  a diabetic  patient  remains 
obese,  complete  control  of  the  diabetes  is  difficult 
even  with  large  doses  of  insulin.  The  experience 
in  this  clinic  is  very  similar.  In  Table  2 several 
obese  patients  are  included  wdiose  urines  usually 
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TABLE  3. — Patients  Requiring  More  than  30  Units  of  Insulin  Daily 


Clinical  status 

Name 

Age 

at 

onset 

Weight 

at 

onset 

Weight 

at 

present 

Dura- 

tion 

of 

diabe- 

tes 

(Years) 

CHO 

diet 

(Grams) 

Coop- 

eration 

in 

dieting 

Insulin 
(PZI  units) 

Glu- 

cose 

in 

urine 

Fasting 
blood 
sugar 
(mg.  %) 

Insulin 

reac- 

tions 

Under  the  age 

RI 

14 

Obese 

Normal 

4 

190 

Good 

32-0-0 

0 

93 

Plus 

of  40  years  at 

CH 

16 

Thin 

Thin 

5 

200 

Fair 

28  + 14R-0-0 

1-plus 

164 

the  onset 

MA 

17 

Thin 

Obese 

1 

180 

Fair 

45  + 30R-0-0 

0 

149 

Plus 

SC 

26 

Obese 

Obese 

3 

200 

Poor 

45-0-0 

3-plus 

264 

GA 

29 

Obese 

Normal 

3 

225 

Poor 

40-0-0 

3-plus 

310 

IS 

35 

Obese 

Normal 

17 

125 

Good 

30R-0-20R 

1-plus 

250 

Plus 

ST 

32 

Obese 

Normal 

19 

230 

Good 

70-0-0 

2-plus 

302 

Plus 

KA 

39 

Obese 

Normal 

20 

150 

Fair 

45-0-0 

1-plus 

200 

Plus 

Between  the 

KO 

42 

Thin 

Thin 

3 

215 

Good 

37-0-0 

1-plus 

205 

ages  of  40  to 

FOX 

41 

Thin 

Thin 

2 

210 

Fair 

32-0-0 

3-plus 

282 

60  years  but 

FOS 

51 

Thin 

Thin 

4 

180 

Fair 

15R-10R-10R 

2-plus 

198 

thin  at  onset 

Obese  and  over 

SP 

45 

Obese 

Obese 

11 

165 

Fair 

22R-0-12R* 

0 

252 

Plus 

the  age  of  40 

TH 

56 

Obese 

Normal 

16 

200 

Good 

32R-0-12R* 

0 

295 

Plus 

years  at  the 

SA 

65 

Obese 

Obese 

12 

180 

Fair 

40  + 20R-0-0 

1-plus 

236 

Plus 

onset.  Dia- 

ME 

44 

Obese 

Thin 

16 

185 

Bad 

33-0-0 

3-plus 

266 

Plus 

betes  more 
than  7 years’ 
duration 

Obese  and  over 

IN 

43 

Obese 

Normal 

4 

230 

Good 

37-0-0 

2-plus 

147 

the  age  of  40 
at  onset;  on- 

set  recent 

* R denotes  regular  insulin. 


were  free  of  glycosuria  but  whose  fasting  blood 
sugars  were  always  elevated.  This  disparity 
has  often  been  attributed  to  a “high  renal 
threshold”  for  sugar  excretion,  but  the  indica- 
tions are  that  the  marked  hyperglycemia  is 
somehow  related  to  the  fact  that  these  patients 
have  not  reduced  their  weight.  Again  only  one 
exception  was  found;  only  one  obese  patient 
with  diabetes  of  recent  onset,  who  remained 
obese,  was  excellently  controlled.  Thus,  while 
exceptions  occur,  they  are  not  numerous.  An- 
other variable  factor  to  be  considered  is  the 
promptness  with  wThich  the  disease  is  recognized 
and  treated.  The  above  exceptional  case  was 
discovered  during  a routine  examination,  and 
the  patient  demanded  a large  diet  from  the 
onset.  Insulin  was  given  immediately,  possibly 
accounting  for  the  excellent  result. 

There  were  13  diabetics  (see  Table  4)  who  were 
in  the  same  age  and  weight  groups  at  the  onset 
but  whose  diabetes  was  over  seven  years’  dura- 
tion. Only  3 could  be  well  controlled,  and 
these  were  patients  who  had  lost  weight  origi- 
nally and  were  cooperative.  Again  the  remainder 
of  the  patients  had  elevated  fasting  blood  sugars 
regardless  of  whether  or  not  the  urines  were  free 
of  glucose.  It  can  be  seen  in  Tables  2 and  3 
that  unmodified  insulin  was  used  in  several  pa- 
tients. In  all  of  these  cases  protamine  zinc 
insulin  had  to  be  discontinued  either  because  it 
gave  rise  to  frequent  insulin  reactions  or  because 
it  did  not  control  the  glycosuria  properly.  The 
duration  of  the  diabetes  seems  to  influence  the 
response  of  the  patients  to  insulin. 

From  the  foregoing  remarks,  one  should 


expect  that  among  those  patients  (with  uncom 
plicated  cases)  who  were  over  the  age  of  40  and 
who  were  obese  at  the  onset,  the  largest  require- 
ments for  insulin  and  the  poorest  diabetic  con- 
trol would  occur  in  those  who  neglected  to  treat 
their  diabetes  for  many  years,  who  remained 
obese,  or  who  did  not  stay  on  dietary  regimens. 
All  the  patients  of  this  group  in  (Table  3)  re- 
quiring more  than  30  units  of  insulin  had  such 
past  histories. 

Nonobese  Adult  Diabetics 

Joslin’s  data7  shows  that  approximately  15 
per  cent  of  all  diabetics  whose  illness  manifests 
itself  until  they  are  over  the  age  of  40  are  not 
obese  at  the  onset.  As  Kepler1  pointed  out, 
thin  patients  in  whom  diabetes  was  first  found 
after  the  age  of  60  have  extremely  mild  cases, 
while  those  under  60  are  usually  difficult  to 
control  with  small  single  doses  of  protamine  zinc 
insulin.  Durkin  and  Fetter12  also  emphasize 
the  fact  that  larger  doses  of  insulin  are  needed 
in  the  thin,  young  adult.  For  this  reason  all 
nonobese  diabetics  whose  deranged  glucose 
tolerance  first  appeared  when  they  were  between 
the  ages  of  40  and  60  have  been  separated  from 
the  group  over  sixty  years. 

Only  five  such  patients  occurred  in  this  series: 
of  these,  two  had  “mild”  and  three  had  “severe” 
cases.  The  small  number  of  such  cases  reported 
here  does  not  allow  any  conclusions  to  be  drawn. 
However,  a careful  perusal  of  the  patients’ 
charts  revealed  that  the  two  patients  who  were 
well  controlled  were  found  by  routine  urinalyses 
and  had  had  practically  no  symptoms.  This 
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TABLE  4. — Summary  of  the  Insulin  Requirements  of  the  Various  Clinical  Groups 


Age  and  weight  at  onset 

Status  at  present 

Group  well- 
controlled 
with  small 
dose  (PZI) 

Group  moderately 
controlled  with 

small  dose  (PZI) 
(Table  2) 

Group  requiring 
30  units  PZI  daily 
(Table  3) 

Total 

number 

of 

of  diabetes 

Patients  who  were  obese 

Relatively  recent*  onset 

(Table  1) 
10 

7 

It 

cases 

18 

and  over  the  age  of  40 
years  at  the  onset  of 
the  diabetes 

Weight  reduced  to  nor- 
mal or  underweight 

Relatively  recent  onset, 

It 

2 

0 

3 

but  patients  remained 
obese 

Diabetes  longer  than  7 

0 

3 

2 

5 

years’  duration;  pa- 
tient now  obese 
Diabetes  longer  than  7 

3t 

3 

2 

8 

Total 

years’  duration;  pa- 
tient now  thin 

14 

15 

5 

34 

Patients  who  were  not 

Patients  of  normal 

2 

0 

3 

5 

overweight  and  who 
were  between  40  and 
60  years  of  age  at  the 
onset 

Total 

weight  or  underweight 

2 

0 

3 

5 

Patients  under  the  age 

Recent*  cases 

2 

1 

5 

8 

of  40  years  at  onset 

Cases  of  longer  duration 

0 

0 

3 

3 

Total 

2 

1 

8 

11 

Sum  Total  Cases 

50 

* “Recent”  represents  less  than  seven  years’  duration  of  recognized  diabetes, 
t These  are  “exceptions”  to  the  classification  as  explained  in  the  text. 


suggests  that  the  nonobese  group,  like  the 
younger  cases,  may  also  be  milder  at  the  onset 
but  progress  rapidly  so  that  large  doses  of  in- 
sulin are  required  when  symptoms  appear. 

Young  Diabetics 

In  this  small  series,  there  were  11  patients 
whose  diabetes  was  discovered  before  they  were 
40  years  old.  This  group  is  too  small  to  allow 
for  a study  of  the  nature  of  diabetes  in  young 
patients.  It  is,  however,  sufficiently  large  to 
be  able  to  compare  the  known  clinical  behavior 
of  this  type  of  diabetes  with  the  insulin  dosage 
and  degree  of  diabetic  control  found  in  the 
treatment  of  such  individuals. 

Eight  of  the  11  patients  required  more  than 
30  units  of  insulin.  A closer  study  of  these  8 
patients  (in  Table  3)  reveals  wide  variations  not 
only  in  the  magnitude  of  the  insulin  dosages 
required  but  also  in  the  distribution  and  kind  of 
insulin  used.  The  degree  of  diabetic  control 
that  was  obtained  was  poor  in  6 of  the  8 patients 
despite  continued  attempts  to  improve  the  re- 
sults. Too  energetic  attempts  to  reduce  the 
hyperglycemia  led  to  frequent  insulin  reactions. 

Only  2 patients*  (Table  1)  were  excellently 
controlled  with  a single  daily  dose  of  protamine 
zinc  insulin  of  less  than  30  units.  These  pa- 

*  Since  the  compilation  of  the  data,  one  of  these  two  dia- 
betics has  had  a serious  infection.  Subsequent  to  this,  he  has 
continued  to  require  more  than  30  units  of  insulin  daily. 


tients  were  both  treated  within  twrenty-four 
hours  of  the  onset  of  symptomatology,  which 
probably  contributed  toward  maintaining  the 
excellent  control. 

These  results  are  in  line  with  the  nature  and 
course  of  the  disease  in  younger  patients  as 
found  in  extensive  studies  of  such  individuals.7 
It  has  been  shown  that  many  cases  are  “mild” 
at  the  onset  but  that  there  is  an  inherent  tendency 
for  the  disease  to  progress  so  that  they  rapidly 
become  “severer.”  As  in  the  older  obese  group 
of  patients  the  progression  is  hastened  by  lack 
of  cooperation  in  dieting,  and  the  carbohydrate 
tolerance  diminishes  with  the  duration  of  the 
disease.  The  tendency  for  the  diabetes  to  be- 
come worse  is  not  checked  by  weight  reduction, 
which  played  an  enormous  role  in  the  older, 
obese  patients.  Some  of  the  most  important 
accelerators  of  the  progression  in  the  diabetes 
of  younger  patients  are  the  transient  intervening 
complications  such  as  acidosis  and  infection;  the 
carbohydrate  tolerance  of  the  older,  obese 
diabetics  tends  to  return  to  a normal  status 
after  complicating  factors  are  removed.  An- 
other factor  that  influences  the  “severity”  in 
younger  patients  is  the  endocrine  influences  such 
as  growth;  these  are  more  stable  in  older  pa- 
tients. 

A clinical  course  made  worse  by  so  many 
variable  factors  would  of  necessity  lead  to  the 
large  differences  in  insulin  requirements  found 
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in  the  11  patients  in  this  series.  The  invariably 
rapid  tendency  to  progress  explains  why  the 
greater  majority  in  the  series  requires  such  large 
doses  of  insulin.  It  must  be  pointed  out  that 
the  age  of  40  wTas  chosen  in  this  clinic  as  a divid- 
ing line  between  young  and  middle-aged.  This 
was  done  because  it  was  found  by  general  ex- 
perience in  the  clinic  that  although  the  diabetes 
in  patients  whose  disease  first  manifested  itself 
when  they  were  between  30  and  40  years  of  age 
progressed  more  slowly  than  in  adolescent  dia- 
betics, the  inherent  tendency  to  progress  was 
present.  In  this  small  series  there  were  three 
people  whose  diabetes  had  first  appeared  in  the 
fourth  decade,  and  they  required  from  35  to  70 
units  of  insulin.  As  can  be  seen  in  Table  3, 
diabetic  control  was  difficult  to  attain  in  these 
patients;  attempts  to  lower  the  hyperglycemia 
with  increased  insulin  dosages  lead  to  frequent 
insulin  reactions. 

The  need  for  a grouping  of  diabetics  as  sug- 
gested in  this  work  is  emphasized  by  the  results 
of  insulin  therapy . found  in  these  younger  pa- 
tients. They  differ  from  the  older  obese  group 
in  ways  other  than  merely  a quantitative  dif- 
ference in  insulin  lack.  It  can  be  seen  that,  for 
example,  giving  35  units  to  a young  diabetic  wTho 
requires  45  units  does  not  change  the  status  of 
the  case  to  the  equivalent  of  an  older  diabetic 
wTho  requires  10  units.  The  tw7o  groups  differ 
in  their  respective  responses  to  insulin  therapy 
because  of  inherent  differences. 

Summary  and  Comment 

In  general  it  can  be  said  that  a single  daily 
dose  of  protamine  zinc  insulin  (from  10  to  20 
units)  can  bring  about  excellent  control  of  the 
diabetes  in  obese  individuals  older  than  40  years 
of  age  when  treatment  is  started  a short  time 
after  the  onset  of  the  disease  and  maintained, 
and  also  when  wTeight  loss  is  brought  about  by 
dietary  measures.  In  these  individuals,  a 
physiologic  level  of  diabetic  control  can  easily 
be  attained.  Similar  excellent  control  can  be 
obtained  in  younger  persons  and  thin  individuals 
at  the  onset  before  the  diabetes  has  progressed. 
The  largest  requirements  for  insulin  and  most 
difficulty  in  controlling  the  blood  sugar  level 
are  chiefly  found  in  four  groups  of  patients: 
(1)  adolescent  diabetics;  (2)  young  adults  (under 
the  age  of  40  at  the  onset)  whose  diabetes  has 
progressed  rather  rapidly,  frequently  after  a 
mild  beginning,  (3)  patients  who  were  between 
40  and  60  years  of  age  and  thin  when  the  disease 
manifested  itself,  and  (4)  the  obese  patients 
(originally  mild)  wdio  neglected  treatment  for 
many  years,  particularly  those  who  remained 
obese  and  had  not  cooperated  in  dieting. 


Classification  of  diabetics  into  clinical  groups 
as  discussed  above  has  been  considered  valueless 
by  many  authors  because  of  the  numerous  ex- 
ceptions that  occur.  It  is  our  feeling  that  these 
exceptions  become  fewer  when  the  diabetes  of  a 
patient  is  viewed  from  a kinetic  viewpoint. 
While  the  course  of  the  diabetes  is  chiefly  in- 
dicated by  the  age  and  weight  of  the  individual 
at  the  onset,  subsequent  factors  (such  as  neglect 
in  dieting,  weight-loss,  and  duration  of  the  dis- 
ease) modify  the  picture.  When  these  are  con- 
sidered, the  number  of  exceptions  are  found  to 
be  small. 

Insulin  therapy  in  uncomplicated  cases  takes 
on  added  significance  when  considered  along 
these  fines.  Insulin  does  not  change  the  in- 
herent nature  of  the  diabetes  existing  in  the 
patient.  On  the  other  hand,  its  effects  are 
limited  and  are  restricted  by  the  type  of  diabetic 
picture  in  the  patient  wTho  receives  the  insulin, 
and  the  results  attained  by  such  therapy  are 
also  dependent  on  the  type-response  of  the  pa- 
tient. For  instance,  it  is  usually  impossible  to 
obtain  a physiologic  level  of  blood  sugar  regula- 
tion in  young  diabetics  who  have  neglected  treat- 
ment for  a long  time,  and  too  vigorous  attempts 
to  do  so  with  insulin  lead  to  unusual  hypogly- 
cemic episodes.  This  has  led  us  to  adopt  a dual 
standard  for  “diabetic  control.”  In  patients 
over  40  and  who  were  obese  at  the  onset  of  the 
diabetes,  normal  blood  sugars  are  demanded 
after  a period  of  treatment  as  a criterion  of  good 
control.  The  same  rigid  standard  is  demanded 
of  and  can  be  attained  without  complications  in 
all  recent  cases,  whether  young  or  old.  How- 
ever,  in  others,  such  as  in  younger  individuals 
in  whom  the  diabetes  has  progressed  or  in 
“obese  middle-aged”  diabetics  wdiose  disease  is 
of  long  duration,  the  blood  sugar  can  be  allowed 
to  remain  at  higher  levels  and  the  standards  of 
diabetic  control  liberalized.  In  these  cases, 
insulin  will  lower  excessive  hyperglycemia,  but 
an  attempt  to  alter  the  response  of  the  patient, 
by  forcing  the  blood  sugar  down,  leads  to  the 
well-known  complications  of  excessive  insulin 
therapy. 

Conclusions 

Patients  with  diabetes  differ  in  that  there  is 
an  inherent  tendency  in  some  for  the  blood  sugar 
to  fall  readily  with  treatment  whereas  in  others 
it  tends  to  stay  elevated.  Some  cases  improve 
after  treatment  while  others  continue  to  progress. 

The  separation  of  diabetics  into  groups  helps 
to  emphasize  these  differences.  The  grouping  of 
patients  according  to  their  age  and  weight  at 
the  onset  of  the  diabetes  provides  a good  working 
basis  for  study  of  the  clinical  course.  The  dosage 
of  insulin  as  well  as  the  degree  of  diabetic  con- 
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trol  that  can  be  attained  closely  parallels  this 
course  in  the  various  types  of  patients. 
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‘‘OVERTIME”  EXHAUSTION 

In  these  days  of  war  production,  when  practically 
every  manufacturing  plant  in  the  nation  is  engaged 
in  war  work,  the  question  of  manpower  is  a most  im- 
portant one.  We  simply  do  not  have  enough  of  that 
commodity,  so  other  expedients  must  be  resorted  to, 
even  to  the  extent  of  employing  thousands  of  women 
for  work  in  departments  that  hitherto  had  been 
deemed  man’s  domain.  We  have  discussed  “women 
in  industry”  on  many  occasions,  but  our  present 
concern  has  to  do  with  the  hours  of  employment  of 
both  sexes. 

Our  newspapers  daily  carry  ads  in  their  want-ad 
sections,  some  of  them  of  the  display  type,  and  in 
most  of  which  the  item  “time  and  one-half  for  over- 
time” is  prominently  displayed.  And  this  “over- 
time” thing  is  quite  an  allurement.  Most  folk 
want  to  make  money,  and  if  by  the  exercise  of  an 
extra  day,  plus  an  added  hour  or  two  to  the  regular 
day’s  work,  this  pay  check  may  be  materially  in- 
creased, too  many  of  these  employees  proceed  to  do 
that  very  thing. 

Physicians  in  the  industrial  section  of  Indiana, 
as  well  as  in  other  states,  are  quite  familiar  with 
these  matters.  We  all  see  men  and  women  who 
rapidly  are  becoming  physically  exhausted.  A 
man  of  over  fifty  recently  came  to  our  office  for  an 
eye  examination.  He  had  been  ordered  to  have  cor- 
recting lenses  inserted  in  his  safety  goggles.  The 
man  appeared  to  be  tired — he  looked  tired;  he 
acted  as  if  that  was  his  chief  ailment.  On  question- 
ing him  we  learned  that  he  had  been  working  ten 
to  eleven  hours  per  day  seven  days  per  week.  He 
was  a skilled  machinist,  presently  engaged  in  work 
that  requires  minute  attention  and  concentration. 

The  man  was  tired;  what  he  needed  more  than 
anything  else  was  a respite  from  his  daily  toil,  a 
complete  relaxation.  For  him  a vacation  was 
“out”;  the  equipment  he  was  then  fabricating  was 
a vitally  important  factor  in  the  conduct  of  the 
war;  it  had  to  be  produced,  and  he  was  the  only 
man  available  for  his  particular  kind  of  work. 

A young  woman  employed  in  another  essential 
industry,  much  of  whose  work  was  typing,  com- 
plained of  being  tired,  dizzy,  subject  to  headache,  et 
cetera.  On  questioning  we  learned  she  had  been 
doing  overtime  work ; for  almost  two  weeks  she  had 
been  at  her  typewriter  for  some  ten  or  eleven  hours 
per  day,  with  but  an  occasional  short  rest  period 
during  those  hours. 

A man,  the  head  of  a vital  department  in  a large 
war  industry,  came  in  for  treatment  and  declared 
that  he  was  “all  in.”  We  learned  that  for  more 
than  seventy-two  hours  he  had  been  working. 
From  the  actual  fighting  front  he  learned  that  a 
huge  war  machine  manufactured  by  his  plant  had  a 


vulnerable  spot — not  a large  one,  but  nevertheless 
vulnerable.  By  staying  on  the  job  for  about  three 
days  he  and  his  crew  “licked”  the  thing;  the  in- 
strument of  death  was  no  longer  vulnerable  in  that 
small  spot.  We  might  cite  scores  of  similar  cases, 
involving  those  in  executive  capacities  and  those 
in  minor  roles  in  our  plants. 

Fatigue  is  a danger  sign  regardless  of  what  form 
of  work  we  may  engage  in,  and  he  who  heeds  that 
warning  does  so  wisely.  Neglect  of  these  frequent 
warnings  means  certain  disaster,  and  it  is  the  man 
of  medicine  who  must  interpret  these  signs.  Es- 
pecially is  this  important  in  the  man  of  middle  age; 
we  again  refer  to  one  of  the  best  medical  talks  we 
ever  heard,  “The  Heart  of  the  Man  at  Fifty.” 

These  people  come  in  complaining  of  dizziness, 
headaches,  shortness  of  breath,  perhaps  a backache, 
fluttering  of  the  heart,  or  just  a “tired-all-over” 
feeling.  They  may  tell  you  they  get  up  in  the  morn- 
ing about  as  tired  as  when  they  go  to  bed.  These 
folk  are  very  sick.  They  may  not  have  a fever; 
they  may  not  have  definite  pains  of  a diagnostic 
sort,  yet  they  are  sick.  They  must  have  medical 
attention.  It  is  true  that  their  pay  check  is  two 
or  three  times  the  amount  it  was  in  prewar  times; 
it  is  true  that  they  can  now  indulge  in  such  few 
luxuries  as  remain  on  the  market  and  perhaps  buy 
a new  and  larger  home,  but  the  fact  remains  that 
these  folk  are  potential  invalids,  whether  it  be  from 
a heart  condition,  a pulmonary  affair,  or  from  some 
other  cause. 

These  workers  must  be  told  to  slow  down;  their 
employers  must  be  counseled  properly.  Already 
organized  medicine  has  recognized  these  things  and 
our  Industrial  Health  committees  are  doing  a good 
job  of  solving  the  many  problems  presented.  Money, 
after  all,  is  not  the  most  important  thing.  It  will 
require  a lot  of  time  and  work  ere  these  committees 
can  do  their  job,  but  it  is  being  done  and  being  done 
well. 

We  are  very  proud  of  the  part  the  Indiana  State 
Medical  Association  is  playing  in  this  work;  few 
states  have  a better  Industrial  Medicine  setup: 
few  states  have  a program  so  advanced  as  ours. 
Our  committee  has  gone  into  the  byways,  one  might 
say.  They  not  only  discuss  and  act  on  such  things 
as  plant  fatigue,  plant  working  conditions,  et  cetera, 
but  they  make  a study  of  other  highly  important 
matters,  such  as  “how  soon  one  should  return  to 
work  after  an  appendectomy,”  “how  soon  one  should 
return  to  work  after  having  had  a course  of  sulfa 
drugs,”  et  cetera.  All  of  these  things  are  mighty 
important  and  enter  into  any  composite  discus- 
sion of  the  many  problems  presented  by  “over- 
time” work. — J.  Indiana  State  M.  A. 


DISPARITY  IN  BLOOD  PRESSURES  IN  BOTH  ARMS  IN  NORMALS 
AND  HYPERTENSIVES  AND  ITS  CLINICAL  SIGNIFICANCE 

A Study  of  1,000  Normals  and  2 72  Hypertensives 

Bernard  Amsterdam,  M.D.,  and  Alton  L.  Amsterdam,  M.D.,  New  York  City 


THE  deluge  of  articles  on  hypertension  within 
the  past  decade  has  caused  wonderment  at 
this  seemingly  endless  surge  of  presentations. 
Yet,  in  spite  of  the  enormity  of  the  literature,  our 
knowledge  concerning  the  cause  of  essential  hyper- 
tension still  remains  in  a nebulous  state.  The 
brilliant  research  of  Goldblatt  and  others,  however, 
has  paved  the  way  and  holds  out  promise  for  a 
possible  solution  to  some  of  the  complexities  of 
the  hypertensive  riddle.  It  is  our  intention  to 
present  some  clinical  rather  than  experimental 
observations  with  reference  to  the  disparity  in  the 
blood  pressures  of  both  arms  in  1,000  apparently 
normal  persons  and  272  hypertensives,  and  the 
practical  application  of  these  observations.  The 
work  herein  presented  is  part  of  a study  carried 
on  over  a period  of  years  on  the  differences  in  the 
blood  pressure  readings  between  both  arms  and 
various  levels  of  the  lower  extremities.  Our  data 
and  conclusions  with  respect  to  the  disparities  in 
blood  pressure  between  arms  and  lower  extremi- 
ties will  be  detailed  in  a subsequent  paper. 

The  Literature 

A survey  of  recognized  texts  and  systems  of 
medicine  reveals  either  no  mention  or  only  casual 
comment  on  the  disparity  in  blood  pressure  read- 
ings in  both  arms  in  normals  and  hypertensives. 
To  quote  from  some  of  these  sources:  Tice1 
states:  “The  blood  pressure  is  usually  equal  in 
both  brachial  arteries.  In  aneurysm  of  the  aorta 
there  is  often  a difference  of  from  10-20  mm.  in 
systolic  pressure  on  the  two  sides.  The  diastolic 
pressure  is  not  affected.”  Nelson2  claims:  “A 
consistent  difference  of  10-20  mm.  or  more  of 
mercury  in  the  systolic  pressure  is  found  in 
aneurysm  of  the  aorta.”  Osier3  maintains: 
“While  the  arterial  blood  pressure  in  aneurysm 
is  either  normal  or  slightly  above,  in  a majority 
of  cases  of  thoracic  aneurysm  there  is  a marked 
difference  in  the  blood  pressure  in  the  two  arms 
and  when  this  is  greater  than  20  mm.  it  is  a point 
in  favor  of  aneurysm.”  According  to  Sir  Thomas 
Lewis,4  “Normally  a difference  of  10-15  mm. 
may  be  found  in  the  pressure  in  the  two  arms.” 
The  recent  works  of  Levine,  White,  Fishberg, 
Best  and  Taylor,  and  Wiggers  make  no  mention 
of  any  inequalities  in  the  blood  pressures  of  both 
arms  in  normal  and  hypertensive  individuals. 
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A search  of  the  periodical  literature  likewise 
reveals  a paucity  of  information  upon  this  sub- 
ject, and  inequalities  in  the  blood  pressure  be- 
tween both  arms  are  regarded  as  slight  or  incon- 
sequential. Riesman5  holds  that  the  pressure  in 
both  brachial  arteries  not  infrequently  varies 
because  of  sclerotic  processes,  an  extra  cervical 
rib,  or  an  aneurysm.  Kay  and  Gardner6  in  a 
comparative  study  of  the  blood  pressure  on  both 
arms  found  that  80  per  cent  of  500  blood  pressure 
readings  made  on  125  patients  revealed  differ- 
ences of  from  5 to  10  mm.  in  systolic  pressure  and 
20  per  cent  showed  greater  differences.  Korns 
and  Guinand7  in  a study  of  bilateral  brachial  pres- 
sures on  normal  persons  found  inequalities  in  the 
systolic  pressure  of  both  arms  in  22.2  per  cent 
and  diastolic  inequalities  in  21.7  per  cent  of 
their  cases.  Three-quarters  of  the  higher  pres- 
sures were  right  brachial.  MacLaren8  observed 
that  a difference  of  20  mm.  in  systolic  pressure  of 
both  arms  occurred  in  12  per  cent  of  his  cases 
and  lesser  inequalities  in  many  more. 

Southby9  in  an  illuminating  paper  presents  his 
observations  on  516  patients.  He  noted  differ- 
ences of  less  than  20  mm.  in  systolic  or  less  than 
10  mm.  diastolic  in  40  per  cent  and  above  20  mm. 
systolic  or  above  10  mm.  diastolic  in  60  per  cent 
of  his  cases.  Right  brachial  readings  were  higher 
than  the  left  in  the  vast  majority  of  individuals. 
Rarely  were  the  pressures  of  both  arms  the  same 
and  only  occasionally  was  the  left  arm  reading 
higher  than  the  right.  The  difference  between 
both  arms  was  much  greater  in  some  individuals 
than  in  others  and  increased  with  higher  systolic 
readings  in  the  right  arm.  Stroud,10  in  comment- 
ing upon  Southby’s  paper,  remarks:  “This  is  an 
important  contribution,  as  in  routinely  making 
blood  pressure  determinations  on  each  arm  I have 
been  astounded  at  the  marked  variations  between 
the  pressures  in  patients  with  an  apparently 
normal  cardiovascular  system . ” Johnson 1 1 f ound 
a significant  increase  in  the  right  brachial  systolic 
blood  pressure  over  that  of  the  left  in  17  of  38 
normal  individuals.  The  diastolic  pressure,  how- 
ever, he  found  to  be  higher  in  the  left  arm  though 
less  consistently  so.  Shock  and  Ogden12  in  a 
study  of  a group  of  normal  young  adult  males 
found  significant  differences  between  blood  pres- 
sure measurements  made  simultaneously  on  the 
two  arms  in  70  per  cent  of  the  cases. 

None  of  these  papers,  other  than  that  of 
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Southby,  alludes  to  the  disparities  in  blood 
pressure  between  both  arms  in  hypertensives. 

Furthermore,  in  the  vast  statistical  records  of 
insurance  companies,  which  in  the  main  form 
the  basis  for  our  normal  blood  pressure  standards, 
there  is  no  mention  made  of  whether  such  readings 
are  taken  on  the  right  arm  or  the  left  arm,  or  of 
differences  between  them.  Most  physicians 
indiscriminately  use  either  arm,  favoring  the  one 
most  accessible  to  them  at  the  time  of  examina- 
tion, and  few  make  it  a routine  practice  to  record 
the  readings  on  both  arms,  unless  an  aneurysm, 
thoracic  neoplasm,  or  some  congenital  anomalous 
condition  is  suspected. 

Moreover,  in  a recent  article  on  the  standard- 
ization of  blood  pressure  by  the  Joint  Committees 
for  Blood  Pressure  Standardization  of  the 
American  Heart  Association  and  the  Cardiac 
Society  of  Great  Britain  and  Ireland,13  no  men- 
tion is  made  as  to  whether  the  blood  pressure 
should  be  taken  on  the  right  or  left  arm  or  of 
any  disparity  between  them. 

In  view  of  the  dearth  of  information  of  this  im- 
portant subject  and  the  astounding  differences 
in  the  blood  pressure  of  both  arms,  particularly 
in  hypertensives,  we  have  recorded  bilateral  blood 
pressure  readings  in  1,000  individuals  with  an  ap- 
parently normal  cardiovascular  system  and  in  272 
hypertensives. 

Preliminary  Remarks 

We  have  regarded  the  commencement  of  the 
first  phase  of  arterial  sound  as  the  systolic  pres- 
sure, and  the  level  at  which  the  arterial  sound 
suddenly  becomes  dull  and  muffled  as  the  diastolic 
pressure.  This  is  in  accord  with  the  standards 
set  forth  by  the  Committee  on  Blood  Pressure 
Standardization.13  Readings  up  to  150  systolic 
pressure  have  been  considered  as  within  normal 
range  and  those  consistently  above  150  as  hyper- 
tensive, particularly  in  patients  up  to  50  years  of 
age. 

Two  or  more  observations  have  been  made 
on  each  arm  and  their  averages  recorded  for  each 
patient. 

A not  infrequent  source  of  error  in  cases  of 
hypertension  is  the  failure  to  recognize  the  so- 
called  auscultatory  gap.  This  phenomenon  is  a 
silent  auscultatory  zone  which  appears  about 
10  to  30  mm.  below  the  true  systolic  level  and 
continues  for  about  20  to  40  mm.  downward. 
Inflation  of  the  cuff  to  a point  above  that  indicat- 
ing the  obliteration  of  the  pulse  by  palpation 
will  avert  mistaking  the  lower  limits  of  the 
auscultatory  gap  for  the  systolic  pressure.  We 
have  found  an  auscultatory  gap  to  exist  in  ap- 
proximately 10  per  cent  of  hypertensives,  particu- 
larly those  of  severer  grade. 


Observations 

There  were  612  females  and  388  males  in  the 
group  with  an  apparently  normal  cardiovascular 
system  and  178  females  and  94  males  in  the  hyper- 
tensive series.  The  ages  of  the  patients  in  this 
study  ranged  from  16  to  75,  the  majority  falling 
into  the  third,  fourth,  and  fifth  decades. 

1 . Data  on  Brachial  Blood  Pressure  Disparities 
in  1,000  Apparent  Normals. — In  Table  1 we 
have  tabulated  the  frequency  with  which  the 
systolic  blood  pressure  in  both  arms  was  approxi- 
mately the  same,  the  right  greater  than  the  left, 
and  vice  versa.  Blood  pressure  disparities  w'ere 
found  in  76.4  per  cent  of  all  normals.  This  figure 
comprises  70  per  cent  in  which  the  right  systolic 
was  higher  than  the  left,  and  6.4  per  cent  in  which 
the  left  systolic  was  higher  than  the  right.  It  is 
important  to  note,  therefore,  whereas  70  per 
cent  of  all  normals  had  a higher  right  arm  systolic 
blood  pressure,  only  6.4  per  cent  had  a higher  left 
arm  systolic  blood  pressure. 


TABLE  1 


No.  of 

Percentage 

Cases 

of  Total 

Right  arm  systolic  pressure  = left 

236 

23.6 

Right  arm  systolic  pressure  > left 

700 

70.0 

Left  arm  systolic  pressure  > right 

64 

6.4 

Total 

1,000 

100.0 

In  Table  2 we  have  tabulated  the  degree  of 
systolic  blood  pressure  disparity  between  both 
arms  in  those  cases  in  which  the  right  was  greater 
than  the  left.  This  group  constituted  70  per  cent 
of  all  normals,  or  91.6  per  cent  of  the  cases  in 
which  bilateral  inequalities  occurred.  The  dis- 
parity was  a small  one  (up  to  10  mm.)  in  55.4 
per  cent,  and  a significant  one  (10  mm.  and  over) 
in  44.6  per  cent  of  these  cases.  Of  the  latter 
group,  12.1  per  cent  (or  8.4  per  cent  of  all  normals) 
had  a large  difference,  ranging  from  20  to  30  mm., 
with  an  average  disparity  of  24  mm.  In  the  group 
in  which  the  left  brachial  pressure  was  higher 
than  the  right  (only  6.4  per  cent  of  all  normals), 
the  systolic  blood  pressure  disparity  between 
both  arms  was  invariably  small.  It  bears  reitera- 
tion that  12.1  per  cent  of  those  cases  with  higher 
right  brachial  readings  had  bilateral  systolic 
pressure  differences  of  20  to  30  mm.  This  should 
dispel  the  long-standing  clinical  fallacy  that 
disparities  of  20  mm.  or  more  between  both  arms 

TABLE  2 

Degree  of  Systolic  Disparity  No.  of  Percentage 

(Right  > Left)  Cases  of  Total 


Up  to  10  mm.  (average  6 mm.)  388  55.4 

From  10  to  20  mm.  (average  14.6  mm.)  228  32.5 

From  20  to  30  mm.  (average  24  mm.)  84  12.1 


Total  700  100.0 
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are  highly  indicative  of  aortic  aneurysm.  Our 
observations  on  hypertensives  ( infra  vide ) are 
strongly  confirmatory  of  this  deduction. 

Table  3 details  the  diastolic  blood  pressure 
inequalities  between  both  arms  in  apparent 
normals.  A disparity  between  both  arms  was 
found  in  73.5  per  cent  of  the  entire  series,  with 
65  per  cent  of  the  cases  having  a greater  right 
diastolic  pressure  and  only  8.5  per  cent  having  a 
greater  left  diastolic  pressure.  Thus,  in  the  case 
of  the  diastolic  blood  pressure  the  frequency  with 
which  the  pressure  in  the  right  arm  tops  that  in 
the  left  is  less  than  in  the  case  of  the  systolic 
pressure. 


TABLE  3 


No.  of 

Percentage 

Cases 

of  Total 

Right  diastolic  pressure  = left 

265 

26.5 

Right  diastolic  pressure  > left 

650 

65.0 

Left  diastolic  pressure  > right 

85 

8.5 

Total 

1,000 

100.0 

In  table  4 we  have  noted  the  degree  of  diastolic 
disparity  between  both  arms  in  those  cases  in 
which  the  right  diastolic  is  greater  than  that  of 
the  left.  In  this  group,  which  comprised  65  per 
cent  of  normals,  85.7  per  cent  showed  a disparity 
up  to  10  mm.  (average  4.4  mm.)  and  14.3  per 
cent  a disparity  of  10  to  20  mm.  (average  13.8 
mm.).  In  the  group  in  which  the  left  diastolic 
was  greater  than  the  right  (only  8.5  per  cent  of 
normals),  the  difference  was  invariably  small 
(up  to  10  mm.).  Hence  the  degree  of  diastolic 
pressure  disparity  is  small  in  the  vast  majority 
of  cases  relative  to  that  of  the  systolic  disparity. 
It  is  for  this  reason  that  the  right  arm  pulse  pres- 
sure is  almost  always  higher  than  that  of  the  left. 


TABLE  4 


Degree  of  Diastolic  Disparity 

No.  of 

Percentage 

(Right  > Left) 

Cases 

of  Total 

Up  to  10  mm.  (average  4.4  mm.) 

557 

85.7 

From  10  to  20  mm.  (average  13.8  mm.) 

93 

14.3 

Total 

650 

100.0 

These  disparities  in  systolic  and  diastolic  blood 
pressure  were  found  to  occur  in  both  sexes  and  in 
all  adult  age  groups,  with  a tendency  toward  a 
slightly  greater  increment  with  each  decade.  In 
children,  lower  pressure  readings  make  for  less 
appreciable,  and  oft  times,  insignificant  differ- 
ences. 

2.  Data  on  Brachial  Blood  Pressure  Disparities 
in  272  Hypertensives. — In  a series  of  272  cases  of 
hypertension,  89.3  per  cent  of  the  cases  revealed 
a disparity  between  both  brachial  systolic  pres- 
sures. In  84.4  per  cent  of  these  cases  there  was 
an  appreciably  higher  right  systolic  pressure.  In 
only  4.9  per  cent  was  the  left  systolic  greater 


than  the  right.  Thus,  89.3  per  cent  of  hyperten- 
sives and  76.4  per  cent  of  normals  reveal  systolic 
blood  pressure  disparities  between  both  arms. 
In  Table  5 is  recorded  the  frequency  with  which 
the  systolic  pressure  was  approximately  the 
same,  the  right  greater  than  the  left,  and  vice 
versa. 


TABLE  5 


No.  of 

Percentage 

Cases 

of  Total 

Right  systolic  pressure  = or  slightly  > 

left 

29 

10.7 

Right  systolic  pressure  significantlv 

> left 

230 

84.4 

Left  systolic  pressure  > right 

13 

4.9 

Total 

272 

100.0 

Table  6 indicates  the  degree  of  systolic  pressure  j 
disparity  between  both  arms  in  this  series  of 
hypertensives.  In  those  cases  in  which  the 
right  systolic  was  greater  than  the  left  (84.4  per 
cent)  there  was  a significant  disparity  of  20  to 
50  mm.  in  60.5  per  cent  of  the  cases.  This  com- 
prises 35.6  per  cent  with  a disparity  of  20  to  30 
mm.,  16  per  cent  with  30  to  40  mm.,  and  8.9  per 
cent  with  40  to  50  mm.  It  is  highly  important 
to  take  cognizance  of  the  fact  that  60.5  per  cent 
of  this  group,  or  51  per  cent  of  all  hypertensives, 
reveal  a significant  difference  of  20  to  50  mm. 


TABLE  6 


Degree  of  Systolic  Disparity 

No.  of 

Percentage 

(Right  > Left) 

Cases 

of  Total 

10-20  mm. 

91 

39.5 

20-30  mm. 

82 

35.6 

30-40  mm. 

37 

16.0 

40-50  mm. 

20 

8.9 

Total 

230 

100.0 

The  average  disparity  in  systolic  blood  pressure 
in  both  arms,  according  to  the  degree  of  hyper- 
tension, is  revealed  in  Table  7.  This  disparity 
increases  with  the  increase  in  systolic  hyperten- 
tion  of  the  right  arm,  mounting  from  an  average 
of  16  mm.  in  hypertensives  with  readings  be- 
tween 150  and  170  mm.,  to  an  average  of  41.6 
mm.  in  cases  with  readings  of  230  and  over. 


TABLE  7 


Degree  of  Hypertension 

No.  of 
Cases 

Average 

Disparity 

150—170  mm. 

76 

16.0  mm. 

170-190  mm. 

105 

18. 1 mm. 

190-210  mm. 

55 

23.3  mm. 

210-230  mm. 

25 

36.6  mm. 

230  and  up 

11 

42.6  mm. 

Total 

272 

In  Table  8 we  have  noted  the  frequency  of 
diastolic  pressure  disparities  between  both  arms 
in  hypertensives. 
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TABLE  8 


No.  of 

Percentage 

Cases 

of  Total 

Right  diastolic  pressure  = left 

42 

15.6 

Right  diastolic  pressure  > left 

223 

81.9 

Left  diastolic  pressure  > right 

7 

2.5 

Total 

272 

100.0 

In  Table  9 will  be  seen  the  degree  of  diastolic 
pressure  disparity  in  those  cases  in  which  the  right 
diastolic  superseded  the  left.  Whereas  in  the 
case  of  the  systolic  pressure,  60.5  per  cent  had 
differences  of  20  mm.  and  over  between  both 
arms,  95.8  per  cent  of  the  diastolic  pressures  re- 
vealed disparities  under  20  mm. 


TABLE  9 


Degree  of  Diastolic  Disparity 

No.  of 

Percentage 

(Right  > Left) 

Cases 

of  Total 

Up  to  10  mm. 

149 

66.7 

10  to  20  mm. 

65 

29.1 

20  and  over 

9 

4.2 

Total 

223 

100.0 

The  cases  in  which  the  left  diastolic  pressure 
was  greater  than  that  of  the  right  comprised  only 
2.5  per  cent  of  the  series,  the  disparities  being 
invariably  small. 

Clinical  Significance 

What  deductions  can  be  drawn  from  the  above 
data?  A knowledge  of  these  disparities  in  brachial 
blood  pressure  is  of  the  utmost  importance  for 
the  standardization  of  blood  pressure  readings  and 
in  the  diagnosis  and  prognosis  of  blood  pressure 
abnormalities . It  is  surprising  how  few  physicians 
are  conversant  with  these  disparities.  Most 
physicians  indiscriminately  record  their  observa- 
tions on  either  the  right  or  the  left  arm  and 
rarely  bilaterally.  Generally,  the  arm  most  ac- 
cessible at  the  time  of  examination  is  employed. 
In  view  of  the  frequency  with  which  disparities 
in  brachial  blood  pressure  in  both  arms  occur  in 
normals  and  hypertensives,  it  should  become  a 
routine  practice  to  record  all  observations  on 
both  arms.  Inasmuch  as  we  have  found  that  the 
right  arm  pressure  conforms  more  nearly  with  the 
standards  of  blood  pressure  as  we  know  them  to- 
day, this  arm  should  be  regarded  as  the  standard 
arm  and  subsequent  blood  pressure  comparisons 
should  be  made  on  the  basis  of  right  arm  records. 

A difference  in  systolic  pressure  of  20  mm.  or 
more  should  no  longer  be  regarded  with  awre.  In 
the  past,  such  differences  were  attributed  to  an 
aneurysm  of  the  aorta,  thoracic  neoplasm,  an 
extracervieal  rib,  or  some  other  congenital  vascu- 
lar anomaly,  more  particularly  aortic  aneurysm. 
These  pathologic  states  may  or  may  not  cause 
disparities  in  blood  pressure  in  both  arms.  From 
the  data  presented,  it  is  to  be  noted  that  12.1 


per  cent  of  apparent  normals  and  60.5  per  cent  of 
hypertensives  with  bilateral  brachial  blood  pres- 
sure inequalities  have  a systolic  disparity  be- 
tween both  arms  of  20  mm.  or  over.  Significant 
differences  in  blood  pressure  between  both  arms 
in  normals  are  relatively  common  and  very  fre- 
quent in  hypertensives,  but  rarefy  caused  by  the 
aforementioned  pathologic  states.  In  aneurysm 
of  the  aorta,  the  blood  pressure  is  either  normal  or 
slightly  increased  and  there  may  or  may  not  be  a 
difference  of  20  mm.  or  over.  Since  aortic 
aneurysms  originate  notably  from  the  ascending 
aorta,  in  these  cases  the  lower  brachial  pressure 
will  in  most  instances  be  found  in  the  right  arm, 
in  contradistinction  to  that  of  normals  and  hyper- 
tensives, in  which  the  lower  pressure  is  almost 
always  found  in  the  left  arm.  Furthermore, 
greater  disparities  occur  in  hypertensives  than  in 
the  cases  of  aortic  aneurysm  and  with  far  greater 
frequency.  Nevertheless,  one  should  not  be 
unmindful  of  the  fact  that  such  pathologic  states 
as  mentioned  may  be  possible  causes  for  bilateral 
brachial  blood  pressure  inequalities.  Cardio- 
vascular, thoracic,  and  peripheral  neurovascular 
symptoms  and  signs  will  make  the  differential 
diagnosis  obvious  in  the  rare  case  in  which  such 
conditions  are  responsible  for  blood  pressure  dis- 
parities. 

The  indiscriminate  determination  of  right  and 
left  arm  readings  on  different  occasions  by  the 
same  or  another  physician  may  result  in  diag- 
nostic and  prognostic  error,  unless  one  is  aware  of 
the  disparities  in  blood  pressure  which  are  so  fre- 
quent in  normals  and  hypertensives.  To  illus- 
trate: the  right  brachial  pressure  may  be 

220/140  and  the  left  180/110.  Indeed,  a pressure 
of  220/140  is  of  more  serious  import  than  one  of 
180/110  and  reflects  the  truer  blood  pressure 
status.  Furthermore,  subsequent  right  brachial 
observations  will  give  a clue  as  to  the  progression 
of  the  hypertensive  state,  whereas  indiscriminate 
right  and  left  arm  readings  will  make  for  prog- 
nostic error.  It  is  important  to  bear  in  mind  that 
51  per  cent  of  all  hypertensives  revealed  dispari- 
ties of  20  mm.  and  over  between  both  arms. 
Moreover,  the  diagnosis  of  hypertension  may  be 
missed  in  its  milder  forms  should  the  left  arm 
pressure  alone  be  taken.  For  example,  the  right 
arm  pressure  may  be  150/92,  whereas  that  of  the 
left  may  be  only  130/86.  In  this  instance,  the 
left  arm  pressure  lies  within  normal  limits,  thereby 
belying  the  true  state  of  affairs.  In  mild  to 
moderate  cases  of  hypertension,  the  left  arm 
pressure  frequently  masquerades  under  the  guise 
of  a normal  blood  pressure. 

Similarly,  in  cases  of  normal  blood  pressure, 
when  the  right  brachial  pressure  is,  for  example, 
110/70,  the  left  arm  pressure  may  be  only  90/60. 
Thus,  the  left  brachial  blood  pressure  gives  one 
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the  impression  of  a hypotension  which  in  reality 
is  not  the  case.  Also,  the  degree  of  the  hypo- 
tensive state  can  be  gleaned  from  the  right 
rather  than  from  the  misleading  lower  left  arm 
reading.  It  is  interesting  to  note  that  in  many 
hypotensives  and  low  normals,  complaints  are 
frequently  referred  to  the  left  side  of  the  body — 
i.e.,  left  vertigo,  and  left  paresthesias.  This  may 
well  be  due  to  the  lower  blood  pressure  in  the  left 
arm  and  in  left  side  of  the  head. 

In  cases  of  coronary  occlusion  and  angina  pec- 
toris, incorrect  diagnosis  and  errors  in  prognosis 
may  also  be  averted  by  recording  repeated  blood 
pressure  readings  on  the  right  arm,  or  preferably 
both  arms. 

From  the  foregoing  data  and  remarks,  the 
importance  of  bilateral  brachial  blood  pressure 
readings  with  particular  attention  to  those  of  the 
right  arm,  cannot  be  too  strongly  stressed  in  the 
evaluation  of  the  cardiovascular  system.  A 
knowledge  of  the  frequency  and  degree  of  such 
blood  pressure  disparities  in  normals  and  hyper- 
tensives will  avert  errors  in  diagnosis  and  in 
prognosis.  It  should  also  dispel  the  long-standing 
clinical  fallacy  of  regarding  bilateral  pressure  dif- 
ferences of  20  mm.  or  over  as  highly  indicative  of 
aortic  aneurysm. 

Explanation 

Although  disparities  in  brachial  blood  pressure 
may  be  due  to  organic  causes,  such  as  thoracic 
aneurysm,  thoracic  neoplasm,  vascular  ostial 
stenoses,  coarctation  of  the  aorta  or  its  branches, 
cervical  rib,  double  aorta,  etc.,  such  is  rarely  the 
case.  In  the  vast  majority  of  cases  the  explana- 
tion for  brachial  blood  pressure  inequalities  lies 
in  the  anatomy  and  dynamics  of  the  cardiovascu- 
lar system  itself. 

It  has  been  suggested  that  these  pressure  dis- 
parities may  be  related  to  the  time  interval  be- 
tween right  and  left  arm  determinations,  rather 
than  to  any  actual  difference  between  pressures 
in  the  two  arms.  In  “Queries  and  Minor  Notes”  in 
the  Journal  of  the  American  Medical  Association,14, 
the  editor  states  that  should  the  right  arm  pres- 
sure be  recorded  first,  the  pressure  in  that  arm 
will  be  higher  than  that  of  the  left,  and  should  the 


order  be  reversed,  the  left  will  be  found  higher 
than  that  of  the  right.  This  is  indeed  fallacious. 
We  have  made  determinations  using  the  left  arm 
first  and  have  found  the  same  pressure  disparities. 
Furthermore,  we  have  recorded  blood  pressure 
observations  simultaneously  by  the  auscultatory 
method  and  have  found  similar  differences  be- 
tween both  arms.  In  order  that  simultaneous 
readings  may  be  taken  by  one  examiner  instead 
of  two,  we  have  devised  a bilateral  sphygmoma- 
nometer and  have  recorded  the  systolic  pressures  in 
both  arms,  simultaneously,  by  the  palpatory 
method.  The  results  of  such  studies  conform 
with  those  of  the  auscultatory  method,  save  for 
the  fact  that  the  systolic  palpatory  readings  are 
between  10  and  15  mm.  less  than  those  of  the 
auscultatory  method  in  most  cases.  (See 
Diagram  1.) 

What,  then,  is  the  cause  underlying  these  pres- 
sure disparities?  It  would  appear  prima  facie 
that  these  differences  are  due  to  the  greater 
muscular  development  of  the  right  arm  as  com- 
pared with  the  left.  This  is  not  borne  out  by  a 
study  of  blood  pressure  observations  made  on  a 
series  of  twelve  left-handed  individuals  (Table  10) . 

Furthermore,  cases  of  right  hemiplegia  revealed 
similar  disparities  between  both  brachial  pres- 
sures with  the  higher  pressure  in  the  right  arm 
despite  the  right  hemiplegia. 

Hence,  the  explanation  must  be  sought  in  the 
anatomy  and  dynamics  of  the  cardiovascular 
system  itself.  The  anatomy  of  the  arch  of  the 
aorta  and  its  large  branches  is  such  that  the 
innominate  artery,  from  which  the  right  sub- 


TABLE  10 


Case 

Right  Arm 
Pressure 

Left  Arm 
Pressure 

Disparity 

1 

112/72 

110/72 

2/0 

2 

118/76 

110/72 

8/4 

3 

120/80 

110/80 

10/0 

4 

110/80 

108/72 

2/8 

5 

120/80 

112/74 

8/6 

6 

124/82 

116/78 

8/4 

7 

118/70 

110/64 

8/6 

8 

140/86 

122/80 

18/6 

9 

140/84 

128/80 

12/4 

10 

178/96 

160/88 

18/8 

20/2 

11 

180/92 

160/90 

12 

186/100 

154/96 

32/4 
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Diagram  3 


Diagram  4 


clavian  artery  arises,  is  more  in  the  direct  line 
of  the  blood  stream  in  its  upward  thrust  from 
the  ascending  aorta  than  the  left  subclavian 
artery,  which  arises  directly  from  the  arch  of  the 
aorta  and  is  almost  perpendicular  to  the  stream 
of  blood  flow  in  the  aortic  arch.  Therefore,  the 
blood  pressure  in  the  right  subclavian  artery  and 
consequently  in  the  right  brachial  artery  will  be 
higher  than  that  of  the  left.  Southby’s9  hydro- 
static experiments  are  very  enlightening  on  this 
point.  It  is  a law  of  hydrostatics  that  in  a rigid 
tube  with  three  outlets  perpendicular  to  the  main 
tube  ( x , y,  z ) and  liquid  flowing  from  A to  B,  the 
pressure  will  be  higher  at  x,  the  point  nearest  the 
inflow,  and  lowest  at  z,  the  point  nearest  the  out- 
flow. (See  Diagram  2.) 

Similarly,  in  the  case  of  a curved  rigid  tube 
(Diagram  3)  with  the  three  outlets  x,  y,  and  z 
at  right  angles  to  the  main  tube,  the  drop  in 
pressure  from  x to  z will  be  even  greater  than  in  a 
case  of  the  straight  tube,  due  to  the  greater  dis- 
sipation of  energy  in  flow  through  a curved 
tube. 

Southby  convincingly  shows  that  in  a more 
curved  tube  in  which  the  three  outlets,  x,  y,  z, 
are  closely  approximated  (Diagram  4),  and  the 
direction  of  each  is  such  that  x is  against,  y is 
at  right  angles  to,  and  z is  in  the  direction  of  the 


TABLE  11 

Experiment 

Pressure 
(Mm.)  at 
x y z 

Exp.  I 

When  the  stream  of  flow  is  con- 
tinuous 

23  34  47 

Exp.  II 

When  the  stream  of  flow  is  con- 
tinuous, with  outlet  at  B 
constricted,  corresponding 
to  a peripheral  resistance 

99  117  146 

Exp.  Ill 

When  the  stream  of  flow  is  con- 
tinuous, and  peripheral  re- 
sistance at  B is  increased, 
and  an  intermittent  stream 
created  by  rapidly  turning 
tap  from  water  supply  on  and 

163  182  217 

main  flow,  the  pressure  at  x will  be  less  than  at  yt 
which  in  turn  is  less  than  at  z. 

These  differences  in  pressure,  he  finds,  become 
even  more  pronounced  in  an  elastic  tube,  especi- 
ally w'hen  the  outlet  at  B is  constricted,  thereby 
corresponding  to  a peripheral  resistance  (Table 
11,  Exp.  II),  and  when  the  stream  of  flow  is 
made  intermittent  rather  than  continuous  (Exp. 
III).  By  attaching  manometers  at  x,  y,  and  z, 
and  varying  the  peripheral  resistance  in  this  elas- 
tic curved  tube,  he  found  the  following  pressure 
disparities : 

From  Exp.  II,  it  is  apparent  that  there  is  a 
difference  of  29  mm.  between  the  pressure  at  z, 
the  direction  of  which  is  equivalent  to  the  right 
innominate,  and  y , which  is  equivalent  to  that 
of  the  left  subclavian  artery.  When,  however, 
the  peripheral  resistance  was  increased,  the  dis- 
parity rose  to  35  mm.  It  is  for  this  reason,  there- 
fore, that  higher  pressure  readings  occur  in  the 
right  arm  normally  and  in  hypertensives,  the 
disparity  increasing  with  the  increase  in  the 
systolic  pressure  of  the  right  arm. 

Summary 

1.  Blood  pressure  disparities  between  both 
arms  are  common  findings,  occurring  in  76.4  per 
cent  of  1,000  apparent  normals  and  89.3  per  cent 
of  272  hypertensives. 

2.  The  right  brachial  systolic  blood  pressure 
was  higher  than  the  left  in  70  per  cent  of  normals 
and  in  84.4  per  cent  of  hypertensives.  In  only 
6.4  per  cent  of  normals  and  4.9  per  cent  of  hyper- 
tensives was  the  left  brachial  systolic  pressure 
higher  than  the  right. 

3.  In  those  normals  in  whom  the  right  sys- 
tolic pressure  was  greater  than  the  left,  a signifi- 
cant systolic  disparity,  10  to  30  mm.,  was  found 
in  44.6  per  cent.  This  comprised  32.5  per  cent 
with  a disparity  of  10  to  20  mm.  of  mercury,  and 
12.1  per  cent  with  20  to  30  mm.  of  Hg.  In  other 
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words,  8.4  per  cent  of  all  normals  revealed  a 
systolic  blood  pressure  difference  between  both 
arms  ranging  from  20  to  30  mm.  Hg. 

4.  In  the  hypertensive  group,  in  which  the 
right  arm  systolic  was  greater  than  the  left,  there 
were  39.5  per  cent  with  a systolic  disparity  of 
10  to  20  mm.  of  Hg,  35.6  per  cent  with  20  to  30 
mm.  of  Hg,  16  per  cent  with  30  to  40  mm.  of  Hg, 
and  8.9  per  cent  with  40  to  50  mm.  of  Hg.  Hence, 
60.5  per  cent  of  hypertensives  with  a right 
systolic  pressure  exceeding  the  left,  or  51  per  cent 
of  all  hypertensives,  had  disparities  ranging  from 
20  to  50  mm.  of  Hg  between  both  arms. 

5.  In  the  small  number  of  cases  in  which  the 
left  brachial  systolic  pressure  was  greater  than 
that  of  the  right,  the  degree  of  disparity  was 
invariably  a small  one. 

6.  Similarly,  diastolic  blood  pressure  dis- 
parities occurred  in  normals  and  hypertensives, 
but  to  a much  lesser  degree  than  systolic  differ- 
ences. 

7.  These  blood  pressure  disparities  were 
found  in  both  sexes  and  in  all  adult  age  groups, 
with  a tendency  toward  a slightly  greater  incre- 
ment in  each  successive  decade. 

8.  The  degree  of  blood  pressure  disparity  in 
hypertensives  roughly  increases  with  the  degree 
of  hypertension  from  an  average  disparity  of  16 
mm.  of  Hg  in  hypertensives  of  150  to  170  mm.  of 
Hg  to  an  average  of  41.6  mm.  of  Hg  in  those  with 
blood  pressures  of  230  mm.  and  over. 

9.  Significant  and  at  times  amazing  systolic 
pressure  disparities  between  both  arms  are  com- 
mon findings  in  apparent  normals  and  hyper- 
tensives, and  should  dispel  the  long-standing 


clinical  fallacy  of  regarding  such  differences  as 
strongly  indicative  of  aortic  aneurysm. 

10.  A knowledge  of  these  differences  is  of 
great  importance  in  the  standardization,  diag- 
nosis, and  prognosis  of  blood  pressure  abnormali- 
ties. 

11.  The  importance  of  routinely  recording  all 
blood  pressure  observations  on  both  arms,  using 
the  right  as  the  standard,  cannot  be  overempha- 
sized. 

12.  The  cause  for  such  blood  pressure  dispari- 
ties between  both  arms  in  normal  individuals  is 
usually  inherent  in  the  anatomy  and  dynamics  of 
the  aortic  arch  and  its  branches. 
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GOD  HELPS  THOSE— 

If  physicians  were  endowed  with  only  half  the 
aggressiveness  in  defense  of  their  interests  that 
chiropractors  show,  they  would  not  be  in  the  vul- 
nerable position  in  which  they  now  find  themselves, 
subject  to  constant  sniping  at  the  hands  of  dema- 
gogues and  irregular  healing  sects.  Today  medicine, 
which  should  be  the  arbiter  of  problems  related  to 
healing,  is  the  target  of  any  politician  who  wants 
to  dazzle  the  public  with  “something  for  nothing.” 
At  the  same  time,  a scientifically  worthless  cult-like 
chiropractic  has  attained  the  proportions  of  “big 
business”  and  flourishes  openly  even  where  it  vio- 
lates the  law. 

Medical  apathy  must  bear  a considerable  portion 
of  the  blame  for  this.  Whatever  the  scientific 
deficiencies  of  chiropractic,  it  can  never  be  said  that 
its  practitioners  lack  zeal  or  are  unwilling  to  con- 
tribute money  and  effort  to  the  furtherance  of  their 
.sect.  A brochure  issued  by  the  New'  York  State 
Chiropractic  Society,  Inc.,  reveals  that  for  approxi- 
mately tw'enty-five  years  its  members  have  annually 
“volunteered  a self-assessment  of  six  per  cent  of 
(their)  gross  income  for  six  months”  to  defray  the 


expenses  of  its  legislative  campaigns.  “Dues  were 
not  touched  for  that.” 

Compared  with  this  spirit,  the  cooperative  efforts 
of  physicians  in  their  own  behalf  are  puny  indeed. 
On  the  rare  occasions  when  they  are  asked  to  con- 
tribute money  to  fight  off  a threat  to  their  pro- 
fession or  further  its  interests,  funds  are  forth- 
coming slowiy  and  reluctantly,  if  at  all.  It  is 
even  difficult  to  get  a doctor  to  wrrite  a letter  to  his 
legislative  representatives  on  questions  vital  to 
professional  survival. 

Admittedly  the  days  of  the  average  medical  man 
are  full  of  wrork  and  responsibility  beyond  the 
chiropractor’s  ken;  and  when  he  is  finished  with 
the  duties  of  practice,  medical  meetings  and  a vast 
scientific  literature  demand  his  attention.  Never- 
theless, he  must  realize  that  the  socio-economic 
aspects  of  his  profession  are  as  much  a part  of  his 
day-to-day  concern  as  practice  and  graduate  study. 
There  w'ill  be  no  tomorrow  for  medicine  as  we  know 
it  unless  every  medical  man  takes  an  active  part  in 
the  protection  and  betterment  of  his  profession 
today. — J.  Med.  So.  N.Y.  Co. 


THE  STUDY  OF  CELLULAR  RESPIRATION  IN  VIVO  WITH  THE 
SPECTROREDUCTOMETER  AND  SOME  HORMONAL  OBSERVATIONS 

Louis  Berman,  M.D.,  New  York  City 


IN  1875,  Vierordt1  first  described  the  application 
of  the  spectroscope  to  the  study  of  cellular 
| respiration  in  human  beings.  He  called  his 
I method  physiologic  spectroanalysis.  His  method 
i consisted  essentially  of  isolating  the  circulation 
in  an  accessible  tissue  with  a tourniquet  or  clamp, 
applying  a spectroscope  over  it,  and  passing  a 
beam  of  light  under  it.  In  this  way  the  length 
of  time  taken  for  the  replacement  of  the  charac- 
teristic absorption  bands  of  oxyhemoglobin  by 
those  of  reduced  hemoglobin  and  then  those  of 
methemoglobin  can  be  measured  by  means  of  a 
stop  watch. 

When  the  blood  spectrum  of  clamped  or 
ligated  tissue  is  thus  viewed  immediately  after 
the  application  of  a clamp  or  ligature,  two  bands 
are  seen  in  the  green,  one  at  its  junction  with  the 
red,  and  the  other  in  the  green  on  the  other  side. 
Between  the  two  black  bands  a band  of  green 
is  seen.  As  time  passes — i.e.,  as  the  oxyhemo- 
globin gives  up  its  oxygen  to  the  tissue — these 
bands  become  lighter  until,  at  the  moment  of 
complete  reduction  of  the  hemoglobin,  they  are 
replaced  by  a single  black  band  comprising  all  of 
the  green.  In  the  normal  individual  this  takes 
place  in  about  60  seconds,  varying  from  about 
55  to  65  seconds.  Its  appearance  may  be  de- 
scribed as  a sort  of  “black-out”  of  the  green  as 
the  green  is  replaced  by  a homogeneous  blue-black 
area  for  about  2-5  seconds.  After  this,  two  very 
light  bands  of  methemoglobin  appear. 

The  reduction  time  is  the  time  consumed 
between  the  time  of  applying  the  clamp  or 
ligature  and  the  time  of  appearance  of  the  single 
homogeneous  black  band  comprising  all  of  the 
green  in  the  spectrum  and  replacing  the  fading 
bands  of  oxyhemoglobin.  The  two  absorption 
bands  of  oxyhemoglobin  are  situated  at  Angstrom 
unit  wave  lengths  5769  and  5448,  while  the 
single  band  of  reduced  hemoglobin  is  situated  at 
5'650 . The  bands  of  methemoglobin  are  placed 
at  5780  and  5400. 

An  instrument  may  be  constructed  with  a 
sloping  wall  upon  which  the  hand  may  be  con- 
veniently placed  in  relation  to  the  attached 
spectroscope,  and  a light  with  a condenser  and  a 
water  bottle  for  concentrating  and  cooling  the 
light  which  should  be  strong  enough  to  trans- 
illuminate  the  area  used,  most  frequently  and 
conveniently  the  interdigital  fold  between  the 
thumb  and  the  forefinger.  Because  this  in- 
strument measures  the  reduction  time  of  the 
oxyhemoglobin  of  the  blood  by  measuring  the 


variation  in  its  spectroscopic  absorption  bands, 
the  instrument  has  been  named  the  spectro- 
reductometer. 

Vierordt’s  work  was  repeated  by  one  of  his 
students,  Dennig,2  and  then  apparently  forgotten 
or  neglected  until  it  was  taken  up  again  by  the 
French  physician  Albert  Henocque,3  who,  having 
made  certain  modifications  in  the  instrument 
which  he  called  the  hematoscope,  applied  it  to 
the  study  of  various  conditions  and  published  a 
monograph  on  it  in  1898.  Harris  and  Creighton4 
repeated  Vierordt’s  observations  in  1915.  Guil- 
laume,5 in  1923,  claimed  to  have  demonstrated 
a correlation  between  the  basal  reduction  time  and 
basal  metabolism.  This  was  apparently  confirmed 
by  Zondek  and  Uko  who  found  that  the  basal 
reduction  time  was  shortened  in  hyperthyroidism 
and  prolonged  in  hypothyroidism.  Meyer  and 
Reinhold6  looked  for  the  effect  in  animals  of  tying 
down  and  urethane  narcosis,  but  found  none. 
The  injection  of  quinine  or  potassium  cyanide 
prolonged  the  basal  reduction  time,  while  artificial 
asphyxia  shortened  it,  as  did  the  injection  of 
caffeine.  Milk  and  typhoid  vaccine  accelerated 
it  for  several  days  even  though  no  rise  in  tem- 
perature occurred. 

The  French  observers,  Ferrier  and  Dausset,7 
continued  the  work  of  Henocque  and  applied  it 
to  the  study  of  endocrine  conditions.  The  Dutch 
gynecologist,  Samuels,8  employed  it  in  gyneco- 
logic conditions,  and  particularly  menstrual, 
pregnancy,  and  menopausal  variations  with  his 
instrument  which  he  called  the  cycloscope. 
He  stated  that  in  the  menopause  the  basal 
reduction  time  was  prolonged,  and  declared 
that  this  was  caused  by  an  excess  of  gonadotropic 
hormones  of  the  pituitary  in  the  blood  and  tissues. 
He  presented  no  data  substantiating  this  cor- 
relation, which  he  made  on  purely  empirical 
grounds. 

I have  been  using  the  spectroreductometer 
since  1938  in  the  study  of  tissue  respiration  in 
various  endocrine  conditions.  I decided  to  study 
the  relation  of  the  basal  reduction  time  to  the 
gonadotropic  hormone  content  of  the  urine  of  a 
series  of  15  women  presenting  the  symptoms  of 
the  climacteric.  Twenty-four-hour  specimens 
of  their  urine  were  obtained  and  the  mouse 
unit  content  of  the  gonadotropic  hormones  was 
determined  according  to  the  method  of  Zondek 
and  Aschheim.  The  basal  reduction  time  was 
studied  at  the  same  time,  with  the  same  stand- 
ardizing precautions  taken  as  are  employed  in 
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the  measurement  of  the  basal  metabolism.  The 
determinations  were  made  on  three  different 
days.  Similar  determinations  were  made  on 
15  normally  menstruating  women,  ages  20  to  30. 
The  averages  were  as  follows: 

Normal  Series  Climacteric  Series 


Urinary  Mouse  Urinary  Mouse 

Unit  Liter  of  Unit  Liter  of 


Basic 

Gonadotropic 

Basic 

Gonadotropic 

Reduction 

Hormones  per 

Reduction 

Hormones  per 

Time 

Liter 

Time 

Liter 

55 

0 

90 

68 

65 

12 

95 

50 

58 

0 

85 

40 

55 

15 

90 

65 

60 

10 

75 

38 

65 

0 

105 

70 

62 

0 

70 

45 

55 

0 

90 

52 

60 

10 

95 

58 

52 

0 

68 

35 

65 

0 

75 

48 

55 

18 

95 

42 

50 

0 

50 

15 

63 

10 

90 

45 

60 

10 

95 

60 

Zondek,  Fluhmann,  and  others  have  reported 
an  increase  in  the  excretion  of  the  gonadotropic 


hormones  in  both  the  artificial  and  natural 
climacteric.  Others  have  reported  a gradual 
diminution  of  basal  metabolism.  The  observa- 
tions here  presented  indicate  a more  or  less  close 
correlation  between  the  amount  of  gonadotropic 
hormones  circulating  in  the  blood  and  excreted 
by  way  of  the  kidneys  and  the  slowing  of  cellular 
respiration  as  measurable  by  the  technic  of  the 
spectroreductometer. 

1050  Park  Avenue 
New  York  City 
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NEW  GERM-KILLERS 

At  the  last  meeting  of  the  American  Pharma- 
ceutical Association,  Dr.  Paul  Goedrich,  of  Rutgers 
University  made  the  important  announcement  that 
he  had  discovered  a combination  of  the  sulfona- 
mides and  iodine  which  is  effective  where  sulfa 
drugs  are  not. 

In  general,  the  sulfa  drugs  check  the  growth  of 
the  cocci.  Among  these  cocci  are  those  that  cause 
meningitis,  gonorrhea,  and  boils.  Against  the 
bacilli  the  sulfa  drugs  are  ineffective.  When  a 
surgeon  sprinkles  a sulfonamide  into  a wound,  now 
the  standard  practice,  he  is  not  sure  that  he  has 
prevented  infection  from  germs  other  than  the 
cocci.  Now  that  we  have  Dr.  Goedrich’s  sulfa- 
iodine  compounds,  the  surgeon  or  physician  is 
better  able  to  cope  with  many  possible  types  of  in- 
fection. 

When  the  iodine  is  all  removed,  the  sulfaiodine 
compounds  are  still  germ-inhibiting.  It  follows 
that  the  sulfonamides  have  been  changed  by  the 
iodine.  They  are  still  sulfonamides,  but  they  have 
much  wider  effects. 

Dr.  Goedrich’s  sulfaiodine  compounds  are  effective 
not  only  against  the  cocci  but  also  against  spores  of 
germs  of  the  types  that  cause  tetanus,  gas  gangrene, 
and  anthrax,  all  very  hard  to  kill.  And  so  with  the 
staphylococci  that  cause  “blood  poisoning”  and 
boils,  and  the  bacilli. 

A new  sulfa  drug — new  to  the  public — has  made 
its  appearance.  It  name  is  sulfallantoin.  At 


Pearl  Harbor  a limited  amount  of  it  proved  to  be  of 
great  worth  in  treating  wounds.  The  drug  has 
been  in  successful  use  for  many  months  in  the  treat- 
ment of  second-  and  third-degree  burns,  various 
types  of  infectious  ulcers,  infected  wounds,  and 
compound  fractures,  as  well  as  sinusitis  and  local 
eye,  ear,  nose,  and  throat  infections. 

Another  new  sulfa  drug  which  brings  prompt  re- 
lief in  colds  and  seems  to  shorten  their  duration,  and 
the  prevention  of  ear  and  sinus  infections  after  a 
cold  by  a different  sulfa  drug  used  as  a nose  and 
throat  spray  are  announced  in  the  Journal  of  the 
American  Medical  Association. 

The  new  sulfa  drug  is  desoxyephedronium  sulfa- 
thiazole  and  is  made  by  combining  sodium  sulfa- 
thiazole  with  an  ephedrine  compound  of  the  type 
used  to  shrink  the  swollen  nasal  membranes  during 
a cold.  It  is  announced  by  Dr.  Frederick  Myles 
Turnbull,  Dr.  William  F.  Hamilton,  Eli  Simon,  and 
Melvin  F.  George,  Jr.,  of  the  Lockheed  Aircraft 
Corporation  research  laboratory  at  Burbank, 
Calif. 

The  prevention  of  ear  infection,  sinusitis,  sore 
throat,  laryngitis,  and  coughs  following  colds  by  the 
sulfadiazine  spray,  originally  developed  to  fight 
infection  in  severe  burns,  is  reported  by  Dr.  David 
A.  Dolowitz,  Dr.  Walter  E.  Loch,  Dr.  Henry  L. 
Haines,  Dr.  Arthur  T.  Ward,  Jr.,  and  Dr.  Kenneth 
L.  Pickrell,  from  the  Johns  Hopkins  Hospital, 
Baltimore. 


FUTILITY 

One  thing  I’ve  learned  from  “doctoring” — 

You  cannot  change  the  human  race. 

We  think  we’ve  got  it  all  controlled 
When  out  it  pops  some  other  place. 

— Texas  State  J.  M. 


THE  SECOND  BLESSING 

Look  to  your  health;  and  if  you  have  it,  praise 
God  and  value  it  next  to  a good  conscience;  for 
health  is  the  second  blessing  that  we  mortals  are 
capable  of;  a blessing  that  money  cannot  buy. — 
Izaak  Walton 


Section  on  Anesthesiology 

Medical  Society  of  the  State  of  New  York 

Address  of  Welcome* 

John  H.  Evans,  M.D.,  Buffalo 


IT  IS  with  great  pleasure  that  I welcome  my 
fellow  anesthetists  and  our  guests  to  the  City 
of  Buffalo  for  the  One  Hundred  and  Thirty- 
seventh  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York. 

Although  our  section  is  the  latest  addition 
to  the  State  Society,  our  responsibilities  are  by 
no  means  the  least,  especially  when  it  comes  to 
caring  for  the  casualties  of  this  World  War. 

It  is  with  great  satisfaction  that  I think  of  the 
advances  made  in  the  interval  between  the  two 
1 World  Wars.  In  1917  the  specialty  of  anes- 
i thesia  was  in  its  infancy;  there  were  only  a few 
physician  anesthetists;  the  equipment  was 
I scarce,  and  for  general  anesthesia  we  were  limited 
to  ether,  chloroform,  nitrous  oxide,  and  ethyl 
chloride. 

Today  the  specialty  of  anesthesia  has  become 
mature  and  has  been  allotted  its  rightful  place 
in  the  medical  setup  along  with  the  other  im- 
portant branches  of  medicine. 

For  this  war  there  are  hundreds  of  skilled  anes- 
thetists; there  is  more  and  better  equipment; 
we  have  a larger  number  of  anesthetic  agents 
and  improved  methods  of  administration.  The 
wounded  of  our  armed  forces  will  be  better  cared 
for  from  the  standpoint  of  anesthesia  and  pre- 
vention of  surgical  shock  than  in  World  War  I. 

During  the  past  twenty-five  years  great  ad- 
vances have  also  been  made  in  gas  therapy,  and 
in  general  the  responsibility  for  its  proper  ad- 
ministration has  been  placed  on  the  shoulders  of 
the  anesthetist.  The  term  “anesthesiology” 
has  been  substituted  for  that  of  “anesthesia” 
in  the  designation  of  our  specialty  to  cover  these 
added  duties.  The  most  important  of  the  thera- 
peutic gases  are  oxygen,  helium,  and  carbon 
dioxide,  of  which,  at  the  present  time,  oxygen 
has  the  widest  field. 

Chemical  warfare  was  engaged  in  during  World 
War  I and  we  are  threatened  with  it  in  this  war. 
If  it  is  used,  the  civilian  population  as  well  as 
the  armed  forces  will  be  the  victims.  Our  own 
country  is  far  from  being  immune  to  this  great 
peril,  for  our  enemies  are  heartless  and  will  not 


stop  at  anything  to  achieve  their  objective. 
When  they  see  victory  is  impossible  they  will 
try  to  get  what  to  them  is  the  next  best  thing — 
revenge. 

The  proper  treatment  of  gassed  patients  not 
only  involves  equipment  but  also  an  acceptance 
on  the  part  of  the  medical  profession  of  the  newer 
and  proved  concepts  of  how  gassed  patients 
should  be  treated,  especially  from  the  stand- 
point of  oxygen  therapy. 

The  Cocoanut  Grove  disaster  of  last  November, 
in  which  489  persons  died — chiefly  from  gas 
poisoning — is  an  example  of  what  we  may  ex- 
pect if  chemical  warfare  is  forced  upon  us. 

I am  taking  the  liberty  at  this  time  of  calling 
your  attention  to  what  seems  to  me  a grave 
emergency — namely,  that  we  are  not  prepared 
to  adequately  treat  large  numbers  of  patients 
suffering  from  the  effects  of  poisonous  gas.  I 
am  confident  that  I can,  in  a few  minutes,  con- 
vince you  that  this  statement  is  true  and  that 
something  should  be  done  about  it.  I believe 
you  will  agree  with  me  that  oxygen  therapy  is 
not  only  valuable  but  the  most  important  ther- 
apy we  have  for  the  successful  treatment  of  gas 
poisoning.  Other  measures  are  also  greatly 
beneficial  and  should  not  be  neglected,  but  it 
appears  that  the  other  therapies  are  placed  in 
the  foreground  and  oxygen  in  the  background. 
It  is  still  the  old  story  though  not  so  frequent  as 
in  the  past — that  oxygen  therapy  is  not  called 
for  until  the  patient  is  in  a serious  condition  or 
the  cyanosis  has  reached  a given  degree  of 
severity. 

Those  of  us  who  are  familiar  with  the  indica- 
tions and  benefits  of  oxygen  therapy  and  have 
learned  from  clinical  experience  that  100  per 
cent  oxygen  can  and  should  be  given  continu- 
ously for  as  long  as  the  cause  of  the  suboxygena- 
tion exists  are  too  inclined  to  assume,  contrary 
to  fact,  that  the  use  of  oxygen  in  this  way  is 
generally  accepted. 

The  physicians  of  Boston  rate  high  with  the 
medical  profession.  It  is  in  Boston  that 
many  of  the  advances  in  medicine  have  had  their 
origin.  For  example,  it  is  the  birth  place  of 
anesthesia  and  liver  therapy.  The  attitude  of 
the  Boston  pl^sicians  as  a whole  with  respect 
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to  oxygen  therapy  as  shown  by  its  use  in  the 
treatment  of  the  victims  of  the  Cocoanut  Grove 
disaster  doubtless  reflects  that  of  the  profession 
throughout  the  United  States  and  those  in  the 
armed  forces  as  well. 

Before  relating  some  of  my  own  experiences 
during  the  three  days  that  I spent  at  the  Boston 
City  Hospital  applying  oxygen  therapy  to  some 
of  the  victims  of  the  disaster,  I wish  to  cite  the 
most  important  points  from  an  impartial  report 
made  by  the  Medical  Advisory  Board  of  the 
E.  L.  Patch  Company  of  Boston  covering  all  of 
the  hospitals. 

“Most  of  the  patients  showed  ill  effects  from 
the  inhalation  of  hot  gases,  but  were  burned 
only  slightly  and  then  only  over  limited  areas. 
The  face,  neck,  and  hands  were  the  parts  usually 

involved It  should,  therefore,  be  noted 

that  this  large  series  of  cases  did  not  present  a 
primary  problem  of  treating  major  burns. 

“Due  to  the  high  incidence  of  pulmonary  com- 
plications resulting  from  the  inhalation  of  super- 
heated gases  and  exposure,  frequent  chest  x-ray 
examinations  were  made.  There  were  high  in- 
cidence of  pulmonary  edema,  several  cases  of 
marked  bronchial  pneumonia  and  severe  pul- 
monary congestion. 

“A  relatively  high  percentage  of  patients  re- 
quired tracheotomy,  because  of  obstruction  to 
the  upper  respiratory  passages.  Because  of 
advanced  pulmonary  edema  and  bronchial  ob- 
struction in  some  cases,  the  hoped  for  relief  was 
not  effected.  Of  the  deaths  recorded  a high 
percentage  had  received  tracteotomies. 

“The  first  problem  was  that  of  treating 
shock.”  “Each  case  received  at  least  one  unit 
of  plasma  (250  cc.).  Some  cases  got  up  to  20 
units  of  plasma  during  the  subsequent  course  of 
treatment. 

“Many  of  the  burned  victims  received  sulfa- 
diazine or  sulfathiazole,  either  by  mouth  or 
intravenously. 

“At  one  of  the  hospitals,  3000  units  of  anti- 
tetanus serum  were  given  to  nearly  all  patients 

after  negative  skin  tests  were  observed The 

local  treatment  of  burns  varied. 

“At  one  institution,  several  methods  of  treat- 
ment were  used. 

“In  many  cases  there  was  sufficient  cyanosis, 
or  difficulty  in  breathing  to  warrant  the  use  of 

oxygen  inhalation This  was  administered 

in  most  instances  by  the  nasal  catheter  method.” 

The  report  concludes  by  listing  nine  lessons  to 
be  learned  from  the  Cocoanut  Grove  fire  but 
there  was  no  suggestion  that,  in  the  future,  when 
similar  catastrophes  occur  100  per  cent  oxygen 
should  be  administered  to  all  the  gassed  patients 
at  the  earliest  possible  moment.  Apparently 
the  Advisory  Board  was  satisfied  to  wait  “until 


there  was  sufficient  cyanosis  or  difficult  breathing 
to  warrant  the  use  of  oxygen  inhalation,”  and 
that  its  administration  by  the  catheter  method 
could  not  be  improved  upon. 

I arrived  at  the  Boston  City  Hospital  at  noon 
on  Monday,  November  30,  thirty-eight  hours 
after  the  catastrophe,  my  services  having 
been  solicited  by  Dr.  William  Morrison,  Surgical 
Chief  of  the  Hospital,  and  by  Mr.  James  H. 
Rand,  Jr. 

At  this  time  there  were  only  108  victims  still 
alive.  However,  of  the  250  admissions  many  | 
were  already  dead  on  arrival  at  the  hospital.  ' 
During  my  three  days’  stay  I was  given  the  most  i 
courteous  treatment  and  consideration,  es- 
pecially by  Dr.  Charles  Lund,  who  had  general 
supervision  of  the  cases.  While  in  his  office, 
before  starting  to  work,  a medical  officer  of  the 
Army  called  him  on  the  telephone  from  Wash- 
ington and  urged  the  use  of  positive  pressure 
oxygen  in  the  treatment  of  the  gassed  patients. 
Dr.  Lund  seemed  pleased  when  I told  him  that 
I had  used  that  method  for  the  past  sixteen  years. 
However,  I was  surprised  to  find  that  not  one 
of  the  doctors  whose  patients  I treated  knew  of 
positive  pressure  oxygen.  By  the  time  I arrived 
the  majority  of  patients  were  under  the  care  of 
their  own  private  physicians,  to  whom  my  serv- 
ices were  offered  through  an  intern  who  assisted 
me  while  I was  there  and  carried  on  after  I left. 

I had  brought  with  me  seven  McKesson  oxygen 
machines  and  they  were  used  on  3 cases  of  pul- 
monary edema  and  on  9 cases  of  pneumonia. 

Good  results  were  obtained  in  all  cases,  while 
in  4 the  results  were  rather  spectacular.  How- 
ever, since  in  most  of  the  cases  the  doctors  would 
not  permit  100  per  cent  oxygen  to  be  given  con- 
tinuously, the  maximum  good  effects  could  not 
be  achieved  in  all  cases. 

As  my  time  is  limited  I will  report  only  two 
of  the  cases: 

Case  Reports 

Case  1. — A woman,  aged  45,  had  gas  poisoning  and 
pneumonia.  Tracheotomy  had  been  done  the  day 
before  I saw  her.  Her  face  was  covered  with  vase- 
line gauze,  and  her  arms  and  hands  were  bandaged 
because  of  burns.  She  was  gasping  for  breath.  Al- 
though she  was  not  delirious,  it  required  three 
nurses  to  keep  her  in  bed  and  under  the  oxygen  tent. 
Her  toenails  indicated  marked  cyanosis.  When 
positive  pressure  oxygen  was  given  her  she  quieted 
down  and  whispered,  “Don’t  leave  me.”  After  ten 
minutes  her  physician  wished  the  100  per  cent  oxy- 
gen discontinued  and  the  patient  was  again  placed 
under  the  tent  with  the  oxygen  kept  at  the  maxi- 
mum flow  permitted  by  the  gage.  She  again  be- 
came restless,  cyanotic,  gasped  for  breath,  and  had 
to  be  forcibly  kept  in  bed.  Her  physician  then  said, 
“I  give  up;  please  go  back  to  positive  pressure 
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oxygen.”  As  soon  as  this  was  done  she  settled  down 
and  breathed  easily  again. 

Case  2. — A man,  aged  50  and  weighing  240  pounds, 
had  gas  poisoning,  pneumonia,  and  burns  of  face, 
neck,  arms,  and  hands.  Toenails  showed  there  was 
deep  cyanosis.  Tracheotomy  had  been  done.  The 
face  and  eyelids  were  so  swollen  that  patient  could 
not  open  his  eyes.  His  physician  plugged  the 
tracheotomy  tube  and  positive  pressure  oxygen  was 
given  by  the  mask  method.  After  about  thirty 
minutes  the  doctor  made  the  observation  that  the 
edema  of  the  face  had  been  sufficiently  absorbed  to 
enable  the  patient  to  open  his  eyes,  and  asked  if  the 
edema  of  the  upper  respiratory  mucosa  would  also 
be  reduced  in  the  same  way.  When  I replied  that  it 
surely  would  he  remarked,  “Then  all  these  trache- 
otomies might  have  been  avoided.”  However,  in 
spite  of  the  improvement  in  this  patient  the  doctor 
wished  to  have  the  100  per  cent  oxygen  discontinued 
because  he  believed  that  ten  minutes  was  the  maxi- 
mum length  of  time  it  could  be  given  with  safety. 

The  results  which  were  obtained  by  positive 
pressure  oxygen  apparently  were  discussed  by 
those  who  saw  the  demonstrations  and  the  in- 
formation was  passed  on  to  others.  While  I 
was  there  a request  was  received  from  the  Massa- 
chusetts General  Hospital  for  four  positive 
pressure  oxygen  machines  and  I was  very  sorry 


not  to  be  able  to  furnish  them,  for  all  of  mine 
were  in  use. 

If  we  are  to  be  prepared  to  give  adequate 
oxygen  therapy  to  large  numbers  of  persons, 
whether  on  the  fighting  front  or  on  the  home 
front,  immediate  steps  should  be  taken  to  obtain 
equipment  and  to  convince  the  clinician  that 
continuous  100  per  cent  oxygen  can  be  given 
with  safety  to  patients  suffering  from  anoxemia 
and  that  it  should  be  given  at  least  intermittently 
as  early  as  possible  to  all  gassed  cases  in  order  to 
prevent  pulmonary  complications  and  to  reduce 
edema  of  the  bronchial  mucosa. 

The  use  of  positive  pressure  oxygen  is  ab- 
solutely essential  in  the  treatment  of  marked 
pulmonary  edema  and  very  important  in  oxy- 
genation of  the  blood  when  there  is  swelling  of 
the  mucous  membranes  lining  the  respiratory 
passages. 

Positive  pressure  cannot  be  obtained  with  the 
tent  or  catheter  method  or  with  the  Boothby 
Lovelace-Bulbulian  mask  so  that  most  of  the 
equipment  now  in  use  is  not  suitable  for  giving 
oxygen  therapy  to  seriously  gassed  patients. 

I trust  that  something  will  be  done  at  this 
meeting  to  start  the  ball  rolling  so  that  when  the 
time  comes — if  it  does — the  greatest  number  of 
victims  of  chemical  warfare  will  be  saved. 


RHEUMATIC  FEVER  CAUSED  REJECTION  OF  115.000 


Of  13,000,000  men  examined  for  military  service, 
230,000  have  been  classified  as  4-F  because  of  ail- 
ments of  the  heart,  Col.  Leonard  Rowntree,  medi- 
cal director  of  Selective  Service,  reports.  He  added 
that  there  is  further  evidence  that  50  per  cent  of 
those  so  classified  have  suffered  from  rheumatic 
fever. 

He  gave  the  figures  at  a discussion  of  the  problem 
of  rheumatic  fever  sponsored  by  the  Children’s 
Bureau  of  the  Labor  Department  and  attended  by 
doctors,  nurses,  and  public  health  officials  from  all 
parts  of  the  country. 


Doctors  at  the  meeting  said  that  Colonel  Rown- 
tree’s  figures,  applied  to  the  general  population, 
indicated  that  more  than  2,000,000  persons  are 
afflicted  with  heart  diseases,  including  more  than 
1,000,000  sufferers  from  rheumatic  fever. 

Dr.  Martha  M.  Eliot,  associate  chief  of  the 
Children’s  Bureau,  said  the  three-day  meeting  was 
aimed  at  pooling  knowledge  that  might  lead  to  a 
better  defense  against  rheumatic  heart  diseases, 
which,  she  said,  “cause  more  deaths  among  children 
than  whooping  cough,  measles,  meningitis,  diph- 
theria, scarlet  fever,  and  poliomyelitis  combined.” 


ENGLISH  EXPERIENCE  IN  SUPPLEMENTARY  VITAMIN  FEEDING 


A mass  experiment  covering  a period  of  seven  to 
nine  months  carried  out  by  the  British  Ministry  of 
Health  showed  no  discernible  difference  in  the 
weight,  height,  or  sickness  record  between  school 
children  who  took  multiple  vitamin  tablets  regularly 
and  others  who  went  without.  A similar  experi- 
ment carried  out  with  war  workers  engaged  in  the 
heavy  smelting  industry  likewise  failed  to  show  any 
difference  between  the  workers  who  took  vitamin 
tablets  regularly  and  those  who  did  not. 


These  experiments  were  made  under  careful  con- 
trols and  under  health  and  school  authorities,  and 
the  results  may  come  as  a shock  to  those  who  hold 
extravagant  notions  on  the  beneficent  effect  of 
synthetic  vitamins,  says  a recent  dispatch.  They 
do,  however,  tend  to  endorse  the  wartime  nutritional 
program  of  the  Ministry  of  Health  and  Food  in 
England.  This  program  is  designed  to  provide 
adequate  natural  vitamins  in  the  regular  diet. — 
Connecticut  State  M.J.  _ . 
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CONFERENCES  ON  THERAPY 

nPHESE  are  stenographic  reports,  slightly  edited,  of  conferences  by  the  members  of 
the  Departments  of  Pharmacology  and  of  Medicine  of  Cornell  University  Medical 
College  and  the  New  York  Hospital,  with  collaboration  of  other  departments  and  institu- 
tions. The  questions  and  discussions  involve  participation  by  members  of  the  staff 
of  the  College  and  Hospital,  students,  and  visitors.  The  next  report  will  appear  in  the 
January  1 issue  and  will  concern  “Principles  of  Treatment  of  Edema  and  Dehydration.” 


Special  Manifestations  of  Left  Heart  Failure  and  Their  Treatment 


Dr.  D.  P.  Barr:  We  have  today  the  very 
difficult  problem  of  treatment  of  left  heart  fail- 
ure. Our  discussion  is  to  be  opened  by  Dr.  Gold. 

Dr.  Harry  Gold:  I wish  to  take  a few  min- 
utes to  outline  briefly  some  of  the  mechanisms 
involved  in  left  heart  failure.  When  the  left 
ventricle  fails,  the  changes  in  the  heart  and  the 
circulation  fall,  broadly  speaking,  into  three 
classes  or  groups:  first,  the  changes  due  to  the 
failure  of  the  left  ventricle  to  propel  blood  for- 
ward; second,  the  changes  due  to  the  failure  of 
the  left  ventricle  to  drain  the  capillary  circula- 
tion of  the  lungs;  and  third,  a group  of  disorders 
more  directly  referable  to  the  heart  itself,  which 
occur  in  consequence  of  the  failure  of  the  left 
side  of  the  heart. 

The  first  group  of  conditions,  which  is  due  to 
failure  of  the  left  ventricle  to  propel  the  blood 
forward,  is  seen  in  its  most  striking  form  in  mas- 
sive myocardial  infarction.  As  the  result  of  the 
sudden  failure  of  the  left  ventricle,  there  oc- 
curs collapse  of  the  peripheral  circulation,  with  a 
fall  in  blood  pressure.  The  peripheral  blood 
flow  slows  down,  paralysis  of  the  capillaries  takes 
place,  and  blood  plasma  passes  out  of  the  capil- 
laries into  the  tissues.  The  return  flow  to  the 
heart  diminishes.  The  condition  starts  out  as  an 
acute  left  ventricular  failure,  and  shortly  there- 
after peripheral  circulatory  shock  takes  over.  It 
is,  in  the  beginning,  a condition  in  which  the  left 
ventricle  is  unable  to  propel  as  much  blood  as  it 
receives.  Soon  the  left  ventricle  fails  to  receive 
as  much  blood  as  it  is  capable  of  expelling,  and  a 
condition  of  circulatory  shock  results.  The 
treatment  is  directed  at  peripheral  circulatory 
shock  rather  than  at  failure  of  the  left  ventricle. 
I don’t  think  we  are  going  to  deal  with  manage- 
ment of  circulatory  shock  today. 

The  second  group  of  conditions  includes  those, 
as  I said,  in  which  the  chief  problems  arise  from 
failure  of  the  left  ventricle  to  drain  the  capillary 
circulation  of  the  lungs.  The  following  phenom- 
ena arise:  The  heart  becomes  engorged — more 
blood  is  present  in  the  heart,  the  left  ventricle, 
and  the  left  auricle  than  there  is  normally;  more 


blood  is  also  present  (congestion)  in  the  pulmo- 
nary veins  and  the  pulmonary  capillaries,  and  as 
the  condition  progresses  there  is  engorgement  of 
the  pulmonary  arterial  tree  and  the  right  side  of 
the  heart;  the  pulmonary  vascular  pressure  rises. 
Fluid  then  passes  from  the  pulmonary  capillaries 
into  the  lung  tissues,  with  the  development  of 
pulmonary  edema.  As  the  result  of  these 
changes  there  arises  a group  of  symptoms  which 
we  ordinarily  associate  with  so-called  left  ven- 
tricular failure — namely,  shortness  of  breath, 
orthopnea,  rales  in  the  lungs,  and  wheezing  (bron- 
chospasm);  in  the  more  advanced  stage  the 
symptoms  of  pulmonary  edema  appear. 

The  third  group  includes  those  symptoms  and 
signs  referable  to  the  heart  itself,  which  arise 
secondarily  to  a failure  of  the  left  ventricle.  There 
is  enlargement  of  the  heart,  which  can  be  seen 
in  the  fluoroscopic  examination  or  in  the  x-ray 
plate.  One  rarely  sees  a case  of  left  ventricular 
failure  without  some  enlargement  of  the  heart. 
Suspect  the  diagnosis  if  there  is  no  enlargement. 
Pulsus  alternans,  when  it  occurs,  is  an  important 
change.  A gallop  rhythm,  a presystolic  gallop, 
a splitting  of  the  first  sound  is  common.  It  is 
believed  to  be  due  to  the  fact  that  the  contrac- 
tion of  the  auricle  has  become  audible.  There 
are  other  explanations.  Cardiac  pain  indistin- 
guishable in  some  of  its  features  from  the  angina 
of  effort  is  an  occasional  symptom.  Disorders  of 
rhythm  are  common.  The  patients  may  become 
susceptible  to  attacks  of  paroxysmal  tachycardia, 
flutter,  ventricular  tachycardia,  and  heart  block. 
They  are  often  treated  in  various  ways  for  the  dis- 
order of  rhythm,  unsuccessfully,  until  attention  is 
directed  to  the  fact  that  the  underlying  phenom- 
enon is  a failing  left  ventricle.  Successful  treat- 
ment of  the  failure  of  the  left  ventricle  abolishes 
these  various  phenomena  referable  to  the  heart 
itself. 

There  are  a number  of  clinical  varieties  of  left 
heart  failure,  based  on  the  character  of  the  pre- 
senting signs  or  symptoms.  First  there  are  those 
patients  who  show  nothing  more  than  mild  or- 
thopnea; the  elderly  arteriosclerotic  or  hyper- 
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tensive  patients  who  have  some  shortness  of 
breath  when  they  walk,  but  whose  outstanding 
symptom  is  the  need  for  an  extra  pillow  or  two 
at  night.  These  symptoms  often  develop  rather 
slowly  and  are  overlooked.  Second  are  the  pa- 
tients whose  outstanding  complaint  is  a cough 
that  is  treated  a long  time  with  cough  remedies  of 
all  sorts  without  relief.  A careful  history  reveals 
that  the  cough  is  related  to  their  lying  down  at 
night,  and  when  they  lie  on  an  extra  pillow  or  two 
they  do  not  cough  so  much.  Cough  is  here  the 
outstanding  symptom.  The  third  class  of  pa- 
tients may  be  subject  to  effort  angina,  but  a 
striking  element  in  the  pain  is  its  tendency  to 
come  on  more  often  at  night  when  they  lie  down. 
They  are  awakened  at  night  by  an  attack  of 
pain. 

Their  attacks  sometimes  resemble  coronary 
thrombosis.  Some  of  them  turn  out  to  be  cases  of 
left  ventricular  failure  and  they  remain  unre- 
lieved of  their  symptoms  until  suitable  measures 
are  taken  to  relieve  the  failure.  The  fourth 
group,  which  I have  already  mentioned,  consists 
of  patients  subject  to  disorders  of  rhythm  which 
respond  badly  until  left  ventricular  failure  is 
controlled.  The  fifth  group  of  patients  suffer 
from  nocturnal  dyspnea.  They  may  be  free  of 
symptoms  during  the  day.  For  example,  a house 
painter  who  can  do  a great  deal  of  work  finds  it 
impossible  to  lie  down  to  sleep  at  night.  He  has 
to  sleep  sitting  in  a chair.  If  he  goes  to  sleep  lying 
in  bed,  he  is  awakened  within  an  hour  wdth  an  at- 
tack of  so-called  cardiac  asthma,  or  a paroxysm 
of  dyspnea.  There  is  also  a similar  type  of  pa- 
tient who  is  subject  to  attacks  of  pulmonary 
edema. 

The  last  two  groups  I mentioned,  those  exhibit- 
ing paroxysmal  dyspnea  and  pulmonary  edema, 
are  commonly  recognized  in  their  true  relation  to 
left  heart  failure,  but  the  first  series  of  conditions 
often  go  a long  time  begging  for  a diagnosis  and 
treatment,  and  it  was  for  emphasis  that  I placed 
them  first. 

In  concluding  I wish  to  list  some  of  the  meas- 
ures that  are  used  in  the  treatment  of  left  heart 
failure.  They  may  be  considered  in  greater  de- 
tail by  others  at  the  conference.  They  are: 
attention  to  posture;  the  reduction  of  the  cir- 
culating blood  volume,  use  of  morphine  and  seda- 
tives, use  of  diuretics  (mercupurin  or  salyrgan 
with  theophylline),  use  of  digitalis,  oxygen  inhala- 
tion under  normal  or  positive  pressure,  and, 
finally,  use  of  the  so-called  circulatory  stimulants 
— strychnine,  coramine,  metrazol,  caffeine,  and 
camphor.  The  last  group  has  little  value. 

Dr.  Barr:  Dr.  Eggleston,  I believe,  will  dis- 
cuss in  detail  some  of  the  measures  that  Dr.  Gold 
has  mentioned.  It  might  be  interesting,  how- 
ever, to  start  the  discussion  of  the  therapeutic 


measures  with  consideration  of  the  mercurial  di- 
uretics by  Dr.  Modell. 

Dr.  Walter  Modell:  Two  of  the  measures 
which  Dr.  Gold  did  not  mention  in  the  treatment 
or  prevention  of  pulmonary  edema  are  the  de- 
pletion of  the  stores  of  water  in  the  body  by  limit- 
ing fluid  intake  and  depletion  of  the  stores  of 
fixed  base  in  the  body  by  limiting  the  ingestion  of 
salt.  Mercurial  diuretics  accomplish  both  these 
ends  by  different  means ; they  deplete  the  stores 
in  the  body  by  markedly  increasing  their  elimina- 
tion. 

It  is  easy  to  understand  how  a diuretic  might  be 
helpful  in  relieving  pulmonary  congestion.  The 
water  eliminated  as  a result  of  the  drug  consists  in 
part  of  fluid  removed  from  the  lungs.  There  are 
observations  on  patients  with  left  heart  failure 
which  indicate  that  after  diuresis  the  vital  ca- 
pacity increases.  In  addition,  the  use  of  the  mer- 
curial diuretics  results  in  the  elimination  of  occult 
deposits  of  fluid  in  the  body,  depots  which  are 
not  clinically  apparent;  the  elimination  of  these 
stores  of  water  tends  to  prevent  redistribution  of 
water  at  night  and  to  prevent  the  development  of 
paroxysmal  nocturnal  dyspnea. 

What  is  more  difficult  to  understand  is  how 
mercurial  diuretics  prevent  the  appearance  of 
paroxysmal  dyspnea  when  no  apparent  diuresis 
results  from  their  use.  Yet  this  is  a clinical  ob- 
servation. 

It  is  well  established  that  sodium,  a fixed  base, 
also  fixes  water.  With  the  increased  elimination 
of  sodium  there  is  usually  increased  elimination 
of  water.  The  accumulation  of  sodium  in  the 
body  tends  to  favor  the  development  of  edema. 
It  is  a common  practice  to  limit  the  ingestion  of 
sodium  in  the  form  in  which  it  is  commonly 
taken — salt — to  prevent  the  development  of 
edema. 

Mercurial  diuretics  have  a profound  effect  on 
the  elimination  of  sodium  chloride.  Experi- 
ments have  shown  that  after  the  use  of  mercurial 
diuretics  the  increase  of  sodium  and  of  chlorides 
in  the  urine  exceeds  the  increase  in  urine  produc- 
tion; i.e.,  in  spite  of  diuresis,  the  concentration 
of  sodium  chloride  in  the  urine  is  increased.  In 
animals  to  which  mercurial  diuretics  are  given 
but  which  show  no  appreciable  diuresis  there- 
from there  is,  nevertheless,  an  appreciable  in- 
crease of  elimination  of  sodium  and  chlorides. 

A similar  observation  has  been  made  in  man  by 
Blumgart.  Here  are  some  rounded  figures  from 
his  rather  extensive  protocols.  In  one  instance 
a normal  man,  who  in  a previous  twenty-four- 
hour  period  eliminated  only  1,300  cc.  of  urine, 
after  2 cc.  of  merbaphen  (one  of  the  older  mercu- 
rials), eliminated  about  700  cc.  more  urine,  an 
increase  of  approximately  35  or  40  per  cent. 
However,  the  increase  in  the  elimination  of  chlo- 
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rides  reached  300  per  cent,  with  an  almost  equal 
increase  in  the  elimination  of  sodium. 

In  another  instance,  there  was  only  a negligible 
diuresis  after  a mercurial,  a little  less  than  7 per 
cent  increase,  the  twenty-four-hour  urine  output 
increasing  from  1,800  to  1,880  cc.;  yet  in  the 
same  period  the  elimination  of  chlorides  was  in- 
creased from  80  to  130  m.e.,  more  than  60  per 
cent,  and  the  elimination  of  sodium  rose  from  75 
to  105  m.e.,  an  increase  of  about  30  per  cent.  In 
still  another  case,  in  which  in  the  twenty-four 
hours  following  the  injection  of  salyrgan  there 
was  a decrease  of  about  150  cc.  in  the  elimination 
of  urine,  the  sodium  and  the  chloride  elimination 
increased  about  25  per  cent. 

The  driving  out  of  the  body  of  large  amounts 
of  sodium  by  the  mercurials  may  afford  some  ex- 
planation of  the  clinical  finding  that  patients  may 
be  relieved  of  their  paroxysmal  dyspnea,  although 
no  diuresis  is  observed.  The  salt  diuresis  pro- 
duced by  the  mercurials  may  cause  a favorable 
shift  in  the  water  distribution  of  the  body. 

The  xanthine  diuretics  have  the  same  potential 
capacities  as  the  mercurials.  They  produce  di- 
uresis. They  increase  the  elimination  of  chlorides 
and  increase  the  elimination  of  fixed  base,  and 
presumably  should  be  just  as  effective  in  the  treat- 
ment and  prevention  of  paroxysmal  dyspnea  and 
pulmonary  edema.  Unfortunately,  however,  one 
can  rarely  give  enough  of  them  to  produce  this 
effect  before  minor  toxic  symptoms  appear. 

Dr.  Barr:  We  have,  then,  some  basis  for  the 
use  of  diuretics  in  left  heart  failure.  Dr.  Eggle- 
ston, will  you  continue  the  discussion? 

Dr.  Cary  Eggleston:  One  of  the  first  things 
to  consider  in  acute  left  heart  failure  is  the  desir- 
ability of  reducing  blood  volume.  I am,  of 
course,  not  speaking  of  that  type  of  acute  heart 
failure  to  which  Dr.  Gold  referred  and  which  is 
seen  in  cases  of  massive  myocardial  infarction  and 
is  manifested  by  the  common  clinical  phenom- 
enon of  shock  or  collapse,  but  of  the  acute  variety 
of  left  heart  failure  which  is  manifested  primarily 
either  by  severe  cardiac  asthma,  or  more  partic- 
ularly by  pulmonary  edema. 

The  old-fashioned  procedure  of  bleeding,  or  phle- 
botomy, is  one  that  has  only  recently  regained 
adequate  recognition.  The  results  of  its  use  are 
often  extremely  dramatic.  It  is  necessary,  how- 
ever, if  you  are  going  to  employ  phlebotomy,  to  do 
so  fearlessly  and  to  withdraw  a quantity  of  blood 
sufficient  to  accomplish  your  purpose,  which  is 
to  relieve  pulmonary  congestion.  A phlebotomy 
of  less  than  300  cc.  is  seldom  significant  in  its 
effect. 

It  is  customary  to  draw  at  least  500  cc. 
of  blood.  This  does  the  patient  no  harm,  and 
is  often  productive  of  a dramatic  relief  in  his 
symptoms. 


If  it  is  inconvenient  or  impossible  to  perform 
an  actual  phlebotomy,  which  in  itself  is  a simple 
process,  one  can  resort  to  the  so-called  bloodless 
phlebotomy — the  application  of  tourniquets  to 
the  four  extremities  as  close  to  the  trunk  as  pos- 
sible, with  progressive  release  of  one  tourniquet 
after  another  around  the  circuit  of  the  four  extrem- 
ities. This  is  as  effective  in  some  cases  as  is 
phlebotomy,  but  it  carries  with  it  a certain  haz- 
ard. The  too  rapid  release  of  these  tourniquets 
is  very  likely  to  reinduce  the  condition  for  which 
they  were  applied. 

Morphine  is  an  agent  of  inestimable  value  in 
the  treatment  of  acute  left  ventricular  heart  fail- 
ure, especially  in  the  form  just  mentioned,  with 
the  respiratory  manifestations,  and  at  times  it  is 
not  necessary  to  go  any  further  than  the  adminis- 
tration of  morphine,  perhaps  combined  with  a 
phlebotomy. 

These  patients  are  seriously  ill,  and  they  are  in 
great  mental  distress.  Their  anxiety  may  be 
great  and  that  alone  tends  to  increase  or  perpetu- 
ate their  left  ventricular  failure. 

Morphine,  then,  is  a sheet-anchor,  desirable 
immediately  and  in  adequate  doses.  The  ade- 
quate dose  of  morphine  is  an  amount  sufficient 
to  accomplish  the  purpose  sought,  and  it  is  sel- 
dom profitable  to  begin  in  an  adult  with  a dose  of 
less  than  15  mg.  given  hypodermically. 

Many  combine  morphine  with  atropine.  Or- 
dinarily the  dose  of  atropine  so  given  is  too  small 
to  be  materially  effective.  The  available  tablets 
that  are  carried  by  most  physicians  contain 
Vim  of  a grain  or  Vioo  of  a grain  [0.004  to  0.006 
Gm.  ] of  atropine  combined  with  morphine.  It  is 
necessary  to  double  the  larger  one  of  these  to 
make  sure  of  even  a moderate  effect  from  the 
atropine.  It  is  advisable,  if  one  is  going  to  use 
atropine,  to  use  it  as  such,  so  that  one  can  gauge 
its  dose  irrespective  of  the  amount  of  morphine 
that  he  has  given. 

Considerable  fear  has  been  expressed  that  the 
administration  of  these  large  doses  of  atropine,  by 
releasing  vagal  control,  might  increase  the  heart 
rate  to  a detrimental  degree.  This  does  not 
seem  to  be  borne  out  in  practice  in  the  majority  of 
patients  and,  even  if  it  were  an  occasional  event, 
it  is  a hazard  that  I think  should  be  taken,  in  the 
face  of  the  very  serious  clinical  threat  of  acute 
pulmonary  edema. 

Of  course,  pulmonary  edema  should  be  pre- 
vented if  possible;  for  this  purpose  we  have  sev- 
eral agents  available  which  are  more  or  less  ef- 
fective if  appropriately  and  wisely  used. 

You  have  already  heard  what  Dr.  Modell  said 
about  the  diuretics,  and  I don’t  think  I need  to 
discuss  them  further,  except  to  say  that  their 
value  is  great,  both  in  the  therapy  and  in  the  pre- 
vention of  these  consequences  of  left  heart  failure. 
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He  is  quite  right  in  emphasizing  the  impor- 
tance of  the  mercurials;  not  because  they  are 
usually  more  effective,  but  because  we  cannot 
conveniently  and  satisfactorily  administer  enough 
of  the  xanthine  diuretics  to  accomplish  the  de- 
sired purpose  and,  probably  secondarily,  because 
the  action  of  the  xanthine  is  developed  much 
more  slowly  than  is  that  of  the  mercurials,  at 
least  as  observed  in  clinical  practice. 

In  the  treatment  of  pulmonary  edema  the  in- 
travenous injection  of  aminophylline  is  often  as 
dramatic  as  any  other  procedure  that  we  can  use. 
The  dose  should  be  reasonably  large;  less  than 
0.5  Gm.  is  seldom  sufficient.  This  is  best  given 
rather  slowly.  For  that  purpose  a large  syringe 
having  at  least  a 20  cc.  capacity  should  be  con- 
nected with  a fine  hypodermic  needle  instead  of 
the  ordinary  intravenous  needle  that  is  employed 
for  the  purpose  of  drawing  samples  of  blood  or 
for  infusions.  The  smaller  needle  serves  as  an 
automatic  mechanical  control  upon  the  rate  of 
injection  and  permits  the  gradual  injection  of 
0.5  Gm.  of  aminophylline  over  a period  of  ten  to 
fifteen  or  twenty  minutes. 

The  action  of  aminophylline  is  prompt.  It 
often  develops  during  the  injection  and  lasts  for 
a period  long  enough  to  institute  other  measures 
of  therapy. 

Oxygen  will  be  discussed  later,  so  I may  omit 
mention  of  its  undoubted  benefits. 

Digitalis,  in  this  as  in  most  forms  of  heart 
failure,  remains  perhaps  the  most  important  drug, 
for  both  the  prevention  and  the  control  of  attacks. 
Its  administration  may  be  by  parenteral  or  oral 
route. 

In  all  ordinary  cases  the  oral  method  is  ade- 
quate, but  in  cases  of  patients  in  extremis  it  is 
desirable,  if  not  essential  to  use  the  parenteral 
route,  and  here  I should  like  to  say  emphatically 
that  the  parenteral  route  of  choice  is  the  intrave- 
nous one. 

The  majority  of  digitalis  glycosides  which  are 
injectable  are  absorbed  from  the  subcutaneous 
and  intramuscular  tissues  no  more  rapidly  than 
they  are  following  oral  administration.  We 
have  a number  of  pure  crystalline  glycosides 
which  can  be  injected  intravenously. 

We  have  ouabain,  for  which  the  maximal  total 
dose  is  about  1 mg.  given  in  fractions,  the  size  of 
the  fraction  depending  upon  the  urgency  of  the 
need — usually  not  more  than  0.5  mg.  as  the  initial 
fraction,  with  descending  subsequent  doses. 

The  action  is  developed  within  a period  of 
from  thirty  minutes  to  two  hours,  and  one  can 
repeat  the  subsequent  smaller  fractions  according 
to  indications. 

Several  other  glycosides  are  available . Digital- 
ine  Nativelle  or  digitoxin  can  be  administered. 
Here  the  total  dose  is  approximately  1.25  mg. 


This  dose,  according  to  the  experiences  of  Dr. 
Gold,  who  has  made  many  controlled  studies 
upon  the  subject,  can  be  administered  all  at  once 
with  little  risk.  This  large  single  dose  is  a bit 
heroic,  and  few  of  us  would  have  the  courage  to 
employ  it  unless  the  patient’s  life  were  direly 
threatened. 

Digoxin,  another  crystalline  glycoside,  may  be 
used  in  total  doses  of  1.5  to  2 mg.  intravenously. 
Again,  this  is  ordinarily  subdivided  into  a large 
initial  fraction  and  smaller  subsequent  fractions. 

Relatively  few  of  the  other  glycosides  are  of 
sufficient  merit  therapeutically,  or  of  sufficient 
constancy  in  their  composition  and  activity,  to 
justify  their  inclusion  in  this  discussion.  I would 
repeat  what  you  have  heard  before,  but  which 
cannot  be  too  greatly  emphasized:  the  fact  that 
before  resorting  to  intravenous  administration  of 
digitalis  glycosides  it  is  essential  to  investigate 
the  patient’s  recent  history  to  determine  whether 
or  not  he  has  been  receiving  digitalis.  If  he  has 
been  receiving  digitalis,  then  one  may  not  use  the 
intravenous  administration  of  large  doses,  or 
probably  not  of  any  doses  of  digitalis  bodies,  be- 
cause of  the  associated  dangers. 

If  one  is  particularly  well  trained  in  the  use  of 
digitalis,  however,  at  times  one  may  begin  with 
small  fractions  of  the  total  therapeutic  require- 
ment of  digitalis  and  build  up  progressively,  ob- 
serving the  responses  of  the  patient  carefully  so  as 
to  avoid  the  danger  of  intoxication. 

Dr.  Gold  has  wished  upon  me  certain  other 
agents  for  comment — namely,  coramine,  strych- 
nine, metrazol,  and  caffeine — and  I am  adding 
camphor  merely  because  I wish  to  mention  it. 
With  the  exception  of  caffeine,  these  agents  are  of 
little  or  no  value  and  are  not  really  indicated 
in  left  heart  failure.  They  have  unsatisfactory 
and  fleeting  actions  upon  the  heart. 

Metrazol  and  coramine,  as  well  as  caffeine,  are 
respiratory  stimulants,  but  their  action  is  brief, 
and  there  is  little  or  no  indication  for  stimulation 
of  the  respiration  in  a patient  suffering  from  par- 
oxysmal dyspnea,  from  so-called  cardiac  asthma, 
or  from  pulmonary  edema.  He  is  already  doing 
about  as  well  as  he  is  capable  of  doing. 

Frankly,  I don’t  know  very  much  about  the 
use  of  coramine  or  metrazol  or  strychnine  or  caf- 
feine in  these  cases,  because  they  have  not  served 
me  satisfactorily  and  I have  abandoned  their  use 
almost  entirely. 

I wanted  to  mention  camphor  because  in  the 
older  literature  its  use  was  much  discussed  as  an 
emergency  measure  in  heart  failure.  One  still 
encounters  the  effect  of  this  emphasis  in  the  mis- 
placed trust  of  present-day  physicians.  I have 
never  seen  any  lasting  benefits  from  the  adminis- 
tration of  camphor. 

I should  like  to  revert  just  for  a moment  to 
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some  remarks  made  by  Dr.  Modell  on  the  diu- 
retics, and  I should  like  to  ask  him,  if  he  has  time, 
to  speak  of  the  use  of  hypertonic  solutions  of 
some  of  the  sugars  for  the  prevention  of  water  ac- 
cumulation, and  also  the  use  of  urea  instead  of 
the  mercurial  diuretics.  Both  of  these  remedies 
are  readily  available.  I should  also  like  him  to 
speak,  if  he  will,  of  the  absence  of  the  dangers  of 
renal  irritation  from  the  proper  use  of  the  mercu- 
rial diuretics,  a subject  which  is  still  harassing  a 
good  many  physicians. 

Dr.  Barr:  Dr.  Gold  has  emphasized  the  fact 
that  left  heart  failure  may  be  an  extremely 
chronic  condition  which  manifests  itself  by  some- 
what minor  symptoms  over  long  periods.  On 
the  other  hand,  any  one  of  these  patients  may  at 
any  time  develop  an  acute  pulmonary  edema 
which  may  lead  in  a few  minutes  to  suffocation. 
I should  like  to  ask  Dr.  Eggleston  to  outline  the 
order  in  which  the  remedies  for  an  acute  pul- 
monary edema  should  be  applied. 

Dr.  Eggleston:  The  order  consists,  as  I see 
it,  in  the  administration  of  oxygen,  morphine, 
perhaps  atropine,  aminophylline,  and  possibly 
or  probably  the  use  of  phlebotomy. 

I think  one  has  to  choose  the  order  of  the  use  of 
these  agents  largely  on  the  basis  of  the  availability 
of  the  agents  and  the  facilities.  Ordinarily 
morphine  is  the  most  readily  available.  I am 
speaking  now  in  the  broad  terms  of  general 
availability  wherever  one  may  be,  whether  he  is 
seeing  the  patient  in  his  home  or  whether  the 
patient  has  been  rushed  to  the  hospital  by  ambu- 
lance. Morphine  is  usually  immediately  avail- 
able and  because  of  its  great  value  I think  it  is 
the  practice  generally  to  administer  morphine 
first. 

This  has  another  advantage  besides  availa- 
bility, in  that  it  tends  to  alleviate  the  patient’s 
distress,  his  psychic  as  well  as  his  actual  physical 
distress.  Then  one  can  proceed  to  the  use  of  the 
other  measures. 

If  one  has  it  available,  aminophylline  is  well  ad- 
ministered next,  intravenously.  If  not,  then 
phlebotomy,  either  actual  bleeding  or  bloodletting 
or  progressive  application  of  tourniquets,  seems 
to  be  in  order. 

Oxygen  should  be  started  as  soon  as  it  can  be 
made  available  and  should  be  continued  while 
other  treatments  are  being  carried  out. 

So  I believe  we  usually  should  begin  drug  ther- 
apy in  the  order  of  the  availability  of  the  drugs, 
and  begin  the  oxygen  administration  as  soon  as 
we  can  under  the  circumstances.  There  are  some 
places  so  arranged  and  equipped  that  oxygen  ad- 
ministration can  be  started  almost  at  once,  but 
these  are  relatively  few  and  far  between.  The 
proper  facilities  certainly  are  not  to  be  found  in 
the  home,  and  a good  many  of  these  patients  will 


be  seen  in  the  home  in  the  “wee  sma’  hours  of 
the  morning,”  when  it  is  not  possible  to  obtain 
oxygen  promptly.  We  just  can’t  afford  to  wait. 
So  begin  with  the  others — morphine,  and  then, 
if  you  will  and  need  to,  administer  digitalis  in- 
travenously. That,  of  course,  presupposes  that 
you  have,  with  you,  an  available  digitalis  prepara- 
tion for  intravenous  use,  which  unfortunately  a 
good  many  physicians  do  not  have. 

Dr.  Barr  : If  reduction  of  the  blood  volume  is 
of  surpassing  importance  in  cases  of  pulmonary 
edema,  should  phlebotomy  not  be  instituted 
early? 

Dr.  Eggleston:  I think  so. 

Dr.  Barr:  Is  aminophylline  as  important  as 
phlebotomy  in  reducing  the  blood  volume? 

Dr.  Eggleston:  I don’t  think  so,  but  the 
immediate  effect  of  the  aminophylline  is  prompt 
alleviation  of  respiratory  distress,  which  is  the 
most  difficult  and  pressing  problem.  It  takes 
so  short  a time  to  inject  the  aminophylline  that 
I think  it  is  an  open  question  whether  one  should 
phlebotomize  first,  or  administer  the  aminophyl- 
line first  and  then,  when  the  patient  is  a little  bit 
quieter,  perform  the  phlebotomy. 

I would  remark  that  the  certain  indication  for 
phlebotomy  is  the  presence  of  distended  veins. 

Dr.  Ephraim  Shorr:  May  I ask  the  pressure 
at  which  you  apply  the  tourniquet? 

Dr.  Eggleston:  The  pressure  is  just  above 
the  diastolic  pressure. 

Dr.  C.  H.  Wheeler:  Is  there  any  reason  for 
the  use  of  atropine  in  pulmonary  edema  if  you 
give  aminophylline? 

Dr.  Eggleston:  No.  I use  very  little  atro- 
pine in  pulmonary  edema,  but  I felt  it  should  be 
mentioned  because  it  is  so  commonly  employed. 

Atropine,  of  course,  will  diminish  the  secretion 
from  the  bronchi,  and  it  tends  to  relieve  the 
bronchial  spasm  and  possibly  some  of  the  vascu- 
lar spasm  in  the  lungs. 

Dr.  Shorr:  What  about  posture? 

Dr.  Eggleston:  The  patient  is,  of  course,  put 
in  the  sitting  position  in  bed. 

Dr.  Shorr:  How  about  the  legs? 

Dr.  Eggleston:  You  lower  them  if  you  can. 
These  patients  are  so  often  in  such  acute  distress 
that  the  best  you  can  do  is  to  raise  the  head.  If 
you  have  a suitable  bed  you  can  lower  the  legs. 

Dr.  Modell:  No  one  mentioned  epinephrine. 
I wonder  if  you  would  expose  it. 

Dr.  Eggleston:  You  notice  Dr.  Modell  said 
“expose”  it.  Epinephrine  is  contraindicated. 
It  is  contraindicated,  first,  because  if  the  patient 
presents  peripheral  circulatory  shock,  the  epineph- 
rine enhances  the  degree  of  shock;  second,  be- 
cause if  it  is  effective  in  raising  blood  pressure  it 
tends  to  increase  the  load  on  the  left  ventricle, 
which  has  already  failed,  and  the  failure  of  which 
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is  responsible  for  the  symptoms;  and,  third, 
a because  these  patients  have  heart  disease  of  an 
organic  nature  which  has  compromised  the  left 
\ ventricle  above  the  rest  of  the  heart,  and  there  is 
■ always  the  risk  of  throwing  the  patient  into  an 
arrhythmia  which  may  be  of  grave  significance  or 
• even  fatal. 

Dr.  Modell:  I am  glad  to  hear  the  matter  dis- 
cussed. Epinephrine  is  often  used,  especially 
since  pulmonary  edema  is  sometimes  confused 
with  bronchial  asthma. 

Dr.  Eggleston:  That  is  an  important  point. 

Dr.  Barr:  Mention  has  been  made  of  the  use 
of  oxygen.  Pulmonary  edema  is  one  of  those 
i clinical  conditions  in  which  oxygen  is  both  theo- 
retically and  practically  indicated.  More  re- 
cently, emphasis  has  been  placed  on  the  desira- 
! bility  of  giving  oxygen  under  positive  pressure. 
This  has  been  particularly  urged  by  Dr.  Alvan 
Barach  of  this  city,  on  the  basis  of  very  careful 
experimental  and  clinical  observations.  Dr. 
George  Wolf  is  prepared  to  tell  us  some  of  the 
evidence  for  the  use  of  positive  pressure. 

Dr.  George  A.  Wolf,  Jr.:  The  apparatus 
used  in  positive  pressure  oxygen  therapy  is  de- 
signed simply  to  offer  resistance  to  the  patient’s 
expiratory  efforts.  This  is  done  by  adding  to  the 
exhaust  valve  on  an  ordinary  oxygen  mask  a means 
of  offering  resistance  to  expiration,  such  as  a 
column  of  water  or  a small  disk  containing  holes 
of  various  sizes.  Altering  the  height  of  the 
column  of  water,  or  varying  the  size  of  the  hole 
through  which  the  gases  escape,  will  vary  the 

I pressure  under  which  the  oxygen  is  applied.  By 
either  of  these  methods  oxygen  can  be  given  in 
concentrations  of  40  to  100  per  cent  and  under 
pressures  of  5 to  8 cm.  of  water. 

Dr.  Gold  has  already  considered  the  pathologic 
physiology  of  pulmonary  edema.  One  additional 
point,  which  Dr.  Barach  mentions  in  his  work,  is 
that  the  intrathoracic  and  intrapulmonary  pres- 
sure becomes  lower  during  an  attack  of  pulmon- 
ary edema.  This  is,  presumably,  the  result  of 
obstruction  to  inspiration  opposed  to  increased 
inspiratory  effort  on  the  part  of  the  patient.  The 
effect  of  a negative  intrathoracic  pressure  is  to 
increase  the  venous  return  of  blood  to  the  right 
side  of  the  heart.  Positive  pressure  therapy 
would  tend  to  relieve  the  negative  pressure  and 
thus  reduce  the  return  flow  of  blood  to  the  con- 
gested lungs  and  the  already  failing  left  ven- 
tricle. 

Negative  intrapulmonary  pressure  may  with- 
draw blood  from  the  pulmonary  capillaries  into 
the  alveoli.  The  increased  capillary  permea- 
bility coincident  with  anoxemia  of  the  capillaries 
has  already  been  mentioned.  Oxygen  under 
pressure  not  only  increases  the  oxygenation  of  the 
capillaries  but  also  increases  the  intra-alveolar 


pressure,  thus  inhibiting  the  formation  and  facili- 
tating the  absorption  of  the  transudate. 

Experimental  work  done  by  Dr.  Barach  on 
human  subjects  has  shown  that  the  application 
of  positive  pressure  oxygen  therapy  to  patients 
with  moderate  cardiac  failure  increases  the  arm- 
to-tongue  circulation  time  and  increases  the 
peripheral  venous  pressure.  It  has  been  dem- 
onstrated also  that  the  diameter  of  the  small 
bronchi  is  increased  when  oxygen  is  applied  under 
pressure. 

Patients  suitable  for  positive  pressure  therapy 
fall  into  Dr.  Gold’s  second  group — that  is,  those 
cases  in  which  there  is  stasis  of  blood  in  the  pul- 
monary circulation. 

Shock  is  a contraindication  to  positive  pres- 
sure therapy,  because  of  the  reduced  venous  re- 
turn of  blood  to  the  heart. 

Dr.  Barach  states  in  his  paper  that  under  posi- 
tive pressure  therapy  pulmonary  edema  has 
cleared  up  in  a period  of  about  fifteen  minutes  in 
some  instances.  In  several  cases  the  signs  of 
pulmonary  edema  returned  as  soon  as  the  posi- 
tive pressure  was  discontinued. 

Dr.  Barr:  The  use  of  positive  pressure  in  the 
treatment  of  pulmonary  edema  was  made  by 
Barach  in  1938  and  there  has  been  a long  latent 
period  in  its  clinical  application.  The  theoretic 
considerations  which  Dr.  Wolf  has  outlined  seem 
sufficiently  compelling  to  merit  thorough  clinical 
trial. 

Dr.  Modell,  you  were  asked  some  questions. 

Dr.  Modell:  I will  try  to  answer  Dr.  Eggle- 
ston’s questions. 

One  of  the  controversial  points  in  the  mecha- 
nism of  the  production  of  diuresis  is  the  effect  on 
blood  volume.  That  an  increase  in  blood  volume 
may  precipitate  left  ventricular  failure  has  been 
emphasized  already.  Therefore,  one  must  con- 
sider the  diuretics  used  in  the  treatment  of  pul- 
monary edema  in  the  light  of  their  effects  on 
blood  volume. 

There  is  some  evidence  that  hemodilution  may 
occur  after  the  use  of  mercurial  diuretics.  But 
whatever  there  is  of  hemodilution,  and  conse- 
quent increase  of  blood  volume,  it  is  not  so  great 
that  it  produces  any  detectable  embarrassment  of 
the  heart  when  used  even  in  left  heart  failure. 
From  a clinical  point  of  view  mercurials  present 
no  dangers  in  the  treatment  of  pulmonary  edema. 

Urea  is  most  certainly  an  effective  diuretic. 
It  should  not  increase  the  blood  volume,  because 
it  is  a substance  which  diffuses  equally  through- 
out the  body  and  through  all  membranes,  and 
therefore  does  not  exert  any  differential  osmotic 
pressure.  It  does  not  draw  fluid  into  the  capil- 
lary bed  from  the  tissues.  I can  see  no  theoretic 
objection  to  the  use  of  urea  in  the  prevention  of 
pulmonary  edema.  It  is  an  exceedingly  safe  and 
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fairly  effective  diuretic.  But  its  action  is  so  slow 
that  it  has  no  place  at  all  in  the  treatment  of  an 
acute  attack.  It  is  very  difficult  to  administer 
urea;  its  taste  is  almost  always  a problem  which 
might  be  insuperable  in  the  management  of 
chronic  states  of  left  heart  failure. 

The  intravenous  injection  of  hypertonic  solu- 
tions of  sugars  brings  up  the  problem  of  increased 
fluid  volume.  The  injection  of  a concentrated 
solution  into  the  blood  stream  draws  fluid  from 
the  tissues  to  the  blood  stream  in  an  attempt  to 
equalize  osmotic  tension.  Therefore,  these  agents 
present  the  hazards  which  attend  increased  blood 
volume. 

The  danger  of  mercurial  diuretics  producing 
renal  irritation  or  damage  is  a question  which  is 
frequently  brought  up,  but  those  with  wide  ex- 
perience in  their  use  do  not  feel  that  there  is  much 
danger.  The  evidence  is  that  as  long  as  the  mer- 
curial diuretics  produce  diuresis,  practically  all 
the  mercury  is  eliminated  by  way  of  the  urine. 
Only  in  the  absence  of  diuresis  is  there  the  pos- 
sibility of  accumulation. 

There  are  many  patients  in  whom  adequate  di- 
uresis has  followed  the  regular  use  of  the  mercu- 
rials over  many  years,  without  evidence  of  kid- 
ney damage.  Serious  renal  disease  and  the  ab- 
sence of  response  to  the  mercurial  diuretics  appear 
to  be  the  only  contraindications  to  their  use.  On 
the  other  hand,  patients  with  kidney  disease  may 
need  mercurial  diuretics,  and  I know  of  some 
such  patients  who  have  benefited  from  their  use. 

Dr.  Eggleston:  Dr.  Modell,  I asked  that 
question  particularly  because  these  instances  of 
left  ventricular  failure  are  so  frequently  associ- 
ated with  chronic  hypertensive  cardiovascular 
disease  and  it  is  in  those  that  a great  many  physi- 
cians seem  to  fear  the  use  of  the  mercurials,  be- 
cause of  the  reputed  likelihood  of  adding  to  the 
renal  damage. 

Dr.  Gold  : Let  me  add  that  I think  the  danger 
is  negligible. 

Dr.  Eggleston:  I do,  too,  but  I wanted  to 
bring  that  out. 

Dr.  Gold:  I know  of  several  patients  who 
have  received  2 cc.  of  mercupurin  every  day  or 
every  other  day  for  periods  of  about  three  years 
without  trouble. 

Dr.  Eggleston:  I have  had  some  for  longer 
periods  than  that. 

Dr.  Wheeler:  We  have  a large  number  of  pa- 
tients here  in  the  hospital  with  chronic  nephrosis 
or  nephrotic  stages  of  chronic  glomerular  nephri- 
tis, and  we  have  given  many  of  those  patients 
mercupurin  repeatedly  despite  definite  impair- 
ment of  renal  function,  and  never  thought  it  in- 
duced any  further  kidney  damage.  On  the  other 
hand,  we  have  been  very  careful  not  to  give  it  to 
patients  with  active  glomerular  nephritis. 


Dr.  Janet  Travell:  I want  to  ask  if  nitro- 
glycerine would  relieve  the  nocturnal  pain  which 
Dr.  Gold  mentioned  as  one  of  the  clinical  vari- 
eties of  left  heart  failure. 

Dr.  Barr:  I have  found  nitroglycerine  useful 
in  both  nocturnal  pain  and  nocturnal  dyspnea. 
The  pathogenesis  of  nocturnal  dyspnea  is  not 
thoroughly  understood,  but  it  may  arise  in  part 
from  defects  in  the  coronary  circulation. 

Dr.  Eggleston:  Incidentally,  in  connection 
with  this  question,  the  type  of  patient  described 
by  Dr.  Gold,  who  may  develop  the  anginal  syn-  | 
drome  from  trivial  causes,  such  as  slipping  off  ! 
his  pillow,  may  often  be  relieved  by  the  adminis- 
tration of  digitalis,  not  because  the  digitalis  has 
any  effect  upon  the  coronary  vessels  but  because 
it  relieves  the  left  ventricular  failure. 

That  is  not  always  the  case,  however,  and  some- 
times the  vascular  damage  is  so  great  that  there 
is  no  relief  of  pain  from  the  administration  of 
digitalis,  but  often  these  patients  will  be  rela- 
tively free  from  nocturnal  anginal  seizures  when 
adequately  digitalized. 

Dr.  Shorr:  Can  I ask  Dr.  Modell  what  his 
opinion  is  of  the  use  of  ammonium  chloride? 

Dr.  Modell:  Ammonium  chloride  has  three 
actions.  For  one,  it  is  a diuretic  in  its  own  right; 
then,  as  an  acid-forming  salt  it  increases  the  ef- 
fectiveness of  the  mercurial  diuretics.  Another 
effect  comes  from  the  fact  that  the  continued  use 
of  the  mercurial  diuretics  drives  the  chlorides  of 
the  blood  down  to  such  levels  that  diuresis  no 
longer  can  develop.  In  such  cases  ammonium 
chloride  serves  a third  purpose : it  supplies  chlo- 
ride without  increasing  fixed  base.  Patients  who 
cease  to  respond  to  the  mercurials,  when  this  is 
due  to  low  blood  chloride  levels,  will  again  respond 
to  these  agents  when  some  chloride,  and  in  some 
instances  even  sodium  chloride,  is  administered. 

Dr.  Barr:  Do  you  wish  to  close  the  discus- 
sion? 

Dr.  Gold:  I might  say  just  a word  about  the 
protracted  treatment  of  the  patient  with  left 
heart  failure. 

Perhaps  most  of  our  discussion  today  has  cen- 
tered on  the  acute  attack.  That  is  quite  all 
right.  It  is  a very  important  problem,  since 
patients  sometimes  die  in  an  acute  attack.  I’d 
like  to  focus  more  light  on  the  patient  who  suf- 
fers repeated  attacks  of  pulmonary  edema  and 
has  many  symptoms  of  left  heart  failure  between 
the  attacks.  As  far  as  I am  able  to  judge,  this 
patient  is  not  very  well  treated  at  the  present 
time.  Here  is,  first  of  all,  a problem  of  preven- 
tion. I believe  the  mercurial  diuretics,  and  pos- 
sibly also  urea,  have  a more  important  place  as 
measures  for  the  maintenance  of  improvement  in 
patients  with  left  heart  failure  than  even  digi- 
talis. Not  that  digitalis  should  not  be  used,  but 
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we  have  more  often  been  successful  in  maintain- 
ing a state  free  of  paroxysms  of  dyspnea  and  pul- 
monary edema  with  continued  diuretic  treatment 
than  with  digitalis.  That  means  a dose  of  mer- 
cupurin  or  salyrgan  with  theophylline  as  often  as 
every  day,  or  two,  three,  or  four  times  a week,  by 
intravenous  or  intramuscular  injection.  Such 
frequent  injections  present  a real  problem.  In 
selected  cases  we  may  depend  upon  the  mercurial 
suppository. 

Active  and  persistent  dehydration  is  more  im- 
portant than  almost  any  factor  I know  of  in  main- 
taining the  patient  with  left  heart  failure  in  the 
best  possible  state;  that  is,  in  a state  that  is 
least  susceptible  to  attacks  of  pulmonary  edema 
and  paroxysmal  dyspnea. 

Dr.  Travell:  If,  as  Dr.  Gold  has  indicated, 
mercupurin  or  a similar  mercurial  diuretic  is  the 
most  important  agent  in  the  treatment  of  chronic 
left  heart  failure,  and  if  the  chief  objection  to  its 
use  is  the  expense  of  intravenous  administration 
by  a physician,  would  it  not  be  feasible  to  teach 
the  patient  to  give  himself  a daily  intramuscular 
injection  just  as  in  the  case  of  insulin  in  the  dia- 
betic? Small  doses  may  be  given  by  intramuscu- 
lar injection  without  producing  undue  local  irri- 
tation, and  the  intravenous  route  is  neither  es- 
sential nor  more  effective.  Dr.  Modell  has  dem- 
onstrated, in  patients  with  chronic  congestive 
heart  failure,  that  the  diuretic  efficiency  per  cc. 
is  greater  for  a 1 cc.  than  for  a 2 cc.  dose  of  mer- 
cupurin, and  it  might  be  expected,  therefore,  that 
a patient  might  be  maintained  in  a satisfactory 
state  by  a smaller  total  dose  of  mercupurin  if 
this  were  given  daily  rather  than  at  longer  inter- 
vals. 

Dr.  Gold:  I should  like  to  point  out  an  an- 
alogy between  the  use  of  this  drug  and  that  of 
digitalis.  When  a patient  has  been  rendered 
edema-free  by  digitalis,  no  one  would  now  con- 
sider discontinuing  the  drug.  Why  should  one 
do  so  in  the  case  of  mercupurin? 

Yes,  it  may  indeed  be  a satisfactory  solution  in 
some  cases  to  teach  the  patient  to  inject  it  him- 
self. 

Summary 

Dr.  Gold:  In  the  conference  this  morning 
consideration  was  given  to  some  of  the  special 
manifestations  of  so-called  left  heart  failure  and 
their  treatment.  From  the  physiological  stand- 
point, the  noteworthy  abnormality  is  failure  of 
the  left  ventricle  adequately  to  drain  the  veins 
and  capillaries  of  the  pulmonary  circuit.  The 


result  is  stasis  and  interference  with  respiratory 
function.  There  is  congestion,  but  not  of  the 
type  usually  associated  with  congestive  heart 
failure,  for  there  may  be  no  edema  of  the  legs  or 
enlargement  of  the  liver. 

Several  clinical  varieties  of  left  heart  failure 
were  described,  distinguished  by  the  presenting 
symptoms.  Those  subject  to  attacks  of  pulmon- 
ary edema  or  paroxysms  of  nocturnal  dyspnea 
are  best  known.  Many  cases  of  left  heart  fail- 
ure, however,  present  less  dramatic  symptoms; 
these  are  often  overlooked  in  their  proper  rela- 
tionship to  failure  of  the  left  ventricle.  As  a re- 
sult they  are  often  erroneously  treated  for  other 
conditions.  Such  patients  may  present  only 
shortness  of  breath,  especially  when  they  he 
down.  Another  outstanding  symptom  may  be 
cough,  also  more  pronounced  when  they  lie  down, 
or  attacks  of  cardiac  pain  which,  again,  are  most 
disturbing  when  they  go  to  sleep  at  night. 

The  measures  used  in  the  treatment  of  acute 
pulmonary  edema  caused  by  left  heart  failure 
were  outlined.  They  include  morphine,  atro- 
pine, aminophylline,  digitalis,  oxygen,  phle- 
botomy, and  bloodless  phlebotomy.  Camphor, 
coramine,  and  metrazol  appear  to  be  of  little 
value.  The  view  was  expressed  that  0.5  Gm. 
aminophylline  injected  slowly  intravenously 
sometimes  produces  striking  relief  from  the  sen- 
sation of  suffocation.  Ouabain  is  the  drug  of 
choice  among  the  digitalis  preparations  in  this 
condition,  and  the  dose  suggested  was  0.5  mg. 
intravenously  if  the  patient  is  not  under  the  in- 
fluence of  digitalis.  The  use  of  oxygen  under  5 
to  8 cm.  of  positive  pressure  offers  advantages  in 
acute  pulmonary  edema.  The  mechanism  of  its 
action  was  discussed.  Phlebotomy  sometimes 
produces  dramatic  relief  if  large  quantities,  at 
least  500  cc.,  of  blood  are  withdrawn.  Atropine 
is  not  very  important,  but  it  reduces  that  part  of 
the  pulmonary  fluid  which  is  due  to  excessive 
secretion  of  the  bronchial  glands.  It  does  not 
influence  the  vascular  transudate.  It  is  advisable 
to  give  the  atropine  separately  rather  than  in 
combination  with  morphine,  in  order  to  be  able 
to  adjust  the  dosage  independently  of  the  dose  of 
morphine. 

Emphasis  was  placed  on  the  prolonged  use  of 
the  organic  mercurials  in  the  prevention  of  at- 
tacks of  pulmonary  edema  and  in  the  control  of 
symptoms  due  to  left  heart  failure.  The  sug- 
gestion was  made  that  the  diuretics  may  be  more 
important  than  any  other  medicinal  agent  for 
this  purpose.  Problems  relating  to  their  ad- 
ministration were  discussed. 
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Case  J73878 

Dr.  Lawrence  Meyers:  A 19-year-old  white 
girl  was  first  admitted  to  the  New  York  Post- 
Graduate  Hospital  in  November,  1937,  with  a 
large  swelling  of  the  right  mandible  and  enlarged, 
tender  cervical  nodes  on  the  same  side.  A di- 
agnosis of  chronic  osteomyelitis  of  the  right  man- 
dible was  made.  The  spleen  was  moderately  en- 
larged at  the  time.  A sequestrectomy  was  done 
on  November  6, 1937. 

A check  on  her  previous  hospital  admissions 
revealed  that  she  had  been  in  Grasslands  Hos- 
pital on  November  9,  1927,  with  a history  of 
swollen  glands  of  one  year’s  duration.  A lump  in 
the  right  shoulder  was  found  at  that  time,  and  a 
section  of  it  was  removed.  A diagnosis  of  tuber- 
culosis of  the  eighth  and  ninth  dorsal  vertebrae, 
tuberculous  adenitis  of  the  neck,  and  hilar  tuber- 
culosis was  made.  She  was  confined  to  bed  in  a 
Bradford  frame  and  given  ultraviolet  therapy. 

In  May,  1928,  she  developed  a mass  along  the 
right  mandible,  which  drained  for  a long  period 
of  time.  She  also  developed  subcutaneous  ab- 
scesses of  the  left  tibial  and  inguinal  regions, 
which  were  excised  and  drained  for  some  time. 
The  patient  was  discharged  in  April,  1930. 

She  was  readmitted  to  Grasslands  in  July, 
1930,  with  several  new  abscesses.  No  tubercle 
bacilli  were  found  in  the  pus.  She  had  draining 
sinuses  of  the  hip,  groin,  and  jaw.  The  patient 
was  discharged  in  February,  1932. 

Her  third  admission  to  Grasslands  was  in  1934, 
with  multiple  chronic  osteomyelitis  involving  the 
right  jaw,  sternum  and  clavicle,  and  hip;  a drain- 
ing sinus  was  still  apparent  in  the  right  buttock. 
She  was  admitted  at  that  time  with  a question- 
able acute  condition  in  the  abdomen,  but  a bar- 
ium enema  revealed  little  else  than  a redundant 
colon.  An  osteotomy  was  done  on  the  mandible 
at  the  time;  it  revealed  chronic  osteomyelitis 
with  new  bone  formation. 

The  patient’s  next  Post-Graduate  Hospital 
admission  was  on  September  21,  1939,  for  an  im- 
pacted third  molar  on  the  right  side,  which  was  ex- 
tracted under  anesthesia,  and  the  patient  was 


discharged.  Henceforth  she  was  seen  in  the 
Surgical  Clinic  of  this  hospital. 

Her  final  hospital  admission  was  on  February 
8,  1943,  at  which  time  she  complained  of  a con- 
tinuous dull  pain  in  the  lumbosacral  area.  The 
pain  involved  the  right  hip  and  radiated  down 
the  anterior  surface  of  the  thigh  to  the  knee. 
She  was  forced  to  remain  in  bed  for  two  weeks  be- 
fore admission,  during  which  time  she  had  marked 
anoxia,  loss  of  weight,  nausea,  and  vomiting. 
Her  urine  appeared  to  her  to  be  cloudy,  and  she 
was  markedly  constipated. 

Physical  Examination. — Physical  examination 
revealed  a 19-year-old  white  female,  well  de- 
veloped but  poorly  nourished  and  appearing 
chronically  ill.  There  were  scars  over  her  right 
clavicle,  mandible,  spine,  and  back.  Tempera- 
ture was  101  F.,  pulse  104,  respirations  24,  and 
blood  pressure  was  110/70.  The  positive  find- 
ings included  bilateral  exophthalmos.  The  thy- 
roid was  bilaterally  enlarged,  smooth,  and  sym- 
metrical, with  a palpable  isthmus.  There  was 
kyphosis  and  scoliosis  of  the  thoracic  spine. 
Examination  of  the  lungs  revealed  dullness  to 
percussion  over  the  right  posterior  midlung 
field.  Examination  of  the  heart  revealed  a sinus 
tachycardia.  The  liver  was  4 fingerbreadths 
below  the  costal  margin.  The  spleen  tip  was 
palpable.  There  was  pain  on  pressure  over  the 
right  inguinal  region.  Examination  of  the  ex- 
tremities revealed  limitation  of  motion,  rotation, 
abduction  and  adduction,  and  pain  on  flexion  of 
the  right  thigh. 

Significant  Laboratory  Data. — February  8, 
1943 — Blood  count:  red  blood  cells  4,370,000, 
hemoglobin  10.8  Gm.  (65  per  cent),  leukocytes 
18,800,  polymorphonuclears  82  per  cent,  baso- 
phils 1 per  cent,  lymphocytes  10  per  cent,  mono- 
cytes 7 per  cent.  Blood  chemistry:  cholesterol 
140  mg.  per  cent,  esters  75  mg.  per  cent,  sedi- 
mentation rate  119  mm.  per  hour.  Urinalysis: 
3 plus  protein,  occasional  hyaline  and  squamous 
casts.  Basal  metabolic  rate:  plus  15  per  cent. 

February  10,  1943 — Blood  chemistry:  Hanger 
test  2 plus ; Congo  red  test  revealed  no  dye  in  the 
second  specimen  of  blood;  total  proteins  6.9  Gm. 
per  cent,  albumin  3.6  Gm.  per  cent,  globulin  3.3 
Gm.  per  cent,  ratio  1.1  per  cent. 


2314 


December  1,  1943] 


CL1N1C0PA  TH0L0G1 C CONFERENCES 


2315 


March  8,  1943 — Blood  chemistry:  urea  nitro- 
gen 77.5  mg.  per  cent,  creatinine  4.5  mg.  per  cent, 
chlorides  490  mg.  per  cent,  total  proteins  5.8  Gm. 
per  cent,  albumin  3.6  Gm.  per  cent,  globulin 
2.2  Gm.  per  cent. 

Urinalyses:  summary  of  urines  examined  dur- 
i ing  hospital  stay:  3 to  4 plus  protein,  occasional 
hyaline  casts. 

Blood  counts : the  red  blood  cells  averaged  be- 
tween 3.8  and  4.3  millions;  hemoglobin  68  per 
cent;  white  blood  cells  ranged  from  18,800,  with 
I 82  per  cent  polymorphonuclears  on  admission, 
up  to  21,500,  with  87  per  cent  polymorphonu- 
clears before  death. 

Summary  of  X-ray  Findings. — First  Post- 
Graduate  admission,  November  8,  1937,  x-ray 
of  mandible:  low-grade  osteomyelitis,  inferior 
margin  of  right  mandible.  Third  Post-Graduate 
admission,  February  8,  1943,  x-ray  of  dorsal 
spines:  moderate  deviation  of  dorsal  spine  to 
right.  Thorax  short  in  its  vertical  diameter. 
X-ray  of  chest : increased  hilus  markings . Periph- 
eral lung  fields  clear.  Moderate  increase  in 
mediastinal  density.  X-ray  of  pelvis:  postural 
asymmetry  with  apparent  rotation  of  pelvis.  No 
other  abnormalities.  February  13,  1943,  x-ray 
of  dorsolumbar  spine:  kyphotic  tendency  in  mid- 
lower  dorsal  area.  Lordotic  tendency  beginning 
at  dorsolumbar  junction.  Pronounced  narrowing 
of  intervertebral  disks  in  mid-dorsal  region.  De- 
tails of  spinous  processes  of  fourth  to  eighth  dorsal 
vertebrae  are  lost.  Scout  film  of  abdomen:  liver 
and  spleen  enlarged. 

Course  in  Hospital. — The  patient  ran  a con- 
tinuous febrile  course  while  in  the  hospital,  the 
peak  being  at  103  F.  on  the  second  day.  On  the 
third  hospital  day  an  attending  physician  visited 
her  and  found  marked  tenderness  and  spasm 
over  the  right  side  of  the  abdomen  and  in  the 
right  lumbar  region,  a sensation  of  fullness  being 
obtained  in  this  area.  It  was  suggested  that  the 
case  was  one  of  perinephritic  abscess  or  acute 
appendicitis.  A surgical  consultation  was  re- 
quested. The  surgeon  suggested  orthopaedic 
consultation.  Meanwhile  the  patient  remained 
tender  in  the  above  described  areas  and  was  grow- 
ing weaker.  The  orthopaedist  attributed  all  the 
findings  to  Pott’s  disease. 

An  exploratory  laparotomy  was  performed  on 
the  sixth  hospital  day  and  no  abscesses  or  local- 
ized infectious  areas  were  found.  A biopsy  of 
the  liver  was  taken. 

The  patient  still  ran  a septic  course,  and  then 
developed  a cough  productive  of  reddish  mucoid 
material.  There  w^ere  moist  rales  throughout 
both  lung  bases,  there  was  a tachycardia,  and 
the  abdomen  was  markedly  distended.  Also 
she  had  developed  pitting  edema  of  the  ankles, 


legs,  and  sacrum.  She  was  digitalized  and  given 
an  expectorant.  In  spite  of  medical  therapy, 
the  patient’s  course  was  gradually  downhill,  with 
occasional  short  periods  of  subjective  sympto- 
matic improvement.  With  increasing  nitrogen 
retention,  the  patient  developed  generalized  con- 
vulsions on  two  occasions.  On  the  second  one 
she  became  cyanotic  and  expired  on  the  forty- 
seventh  hospital  day. 

Clinical  Diagnosis. — Osteomyelitis  (inactive), 
probably  pyogenic,  possibly  tuberculous.  Amy- 
loid disease  of  the  liver,  spleen,  and  kidneys.  Ure- 
mia. Inanition.  Hypostatic  bronchopneu- 
monia. 

Discussion 

Dr.  Morton  F.  Mark:  On  her  last  admission 
to  the  hospital,  this  patient  was  obviously  suffer- 
ing from  at  least  two  conditions — one,  an  infec- 
tious process  as  evidenced  by  the  febrile  reaction 
and  leukocytosis,  and  the  other,  amyloidosis  with 
renal  insufficiency  and  uremia.  Her  principal 
complaint  was  pain  in  the  right  lumbosacral 
region,  radiating  down  the  right  thigh.  This 
was  associated  with  tenderness  and  muscle  spasm 
on  the  right  side  of  the  abdomen  and  in  the  right 
lumbar  region,  with  limitation  of  motion  at  the 
right  hip  joint.  X-rays  of  the  pelvis,  femur,  and 
lumbar  spine  were  negative.  Intra-abdominal 
abscess  or  infection  was  ruled  out  by  operation. 
The  only  positive  finding  was  the  lesion  of  the 
dorsal  spine.  It  is  reasonable  to  assume  that  the 
patient’s  symptoms  were  in  some  way  related  to 
the  spinal  disease.  In  this  connection,  the 
probability  of  an  abscess  or  draining  sinus  ex- 
tending from  the  dorsal  spine  into  the  lumbar 
muscles  comes  to  mind. 

The  nature  of  the  spinal  lesion  is  subject  to 
some  speculation.  The  possibilities  are  Pott’s 
disease,  chronic  pyogenic  osteomyelitis,  syphilis, 
and  actinomycosis.  Tuberculosis  of  the  spine  is 
common,  whereas  the  other  conditions  are  rare 
in  this  location.  Syphilis  can  be  ruled  out  by 
the  negative  Wassermann  tests,  and  actino- 
mycosis can  be  reasonably  well  excluded  by  the 
previous  pathologic  study  of  the  material  re- 
moved from  the  right  mandible.  The  principal 
differentiation,  therefore,  lies  between  Pott’s 
disease  and  chronic  pyogenic  osteomyelitis.  On 
the  basis  of  the  relative  frequency  of  the  two 
conditions,  one  is  inclined  to  think  of  tuberculosis 
as  the  probable  causative  factor.  However,  if 
we  consider  the  past  history,  certain  objections 
to  this  diagnosis  can  be  raised. 

The  patient’s  history  goes  back  to  1927 — a pe- 
riod of  sixteen  years.  She  first  came  under  ob- 
servation at  another  institution,  and  at  that  time 
she  had  enlarged  right  cervical  nodes  and  the 
lesion  of  the  dorsal  spine,  both  of  which  were 


2316 


CLINICOPATHOLOGIC  CONFERENCES 


[N.  Y.  State  J.  M. 


considered  tuberculous  in  nature.  However,  a 
short  time  later  she  developed  osteomyelitis  of  the 
mandible  and  then,  during  the  next  few  years, 
multiple  osteomyelitic  foci  involving  the  ster- 
num, clavicle,  hip,  and  probably  also  the  left 
tibia.  The  lesion  of  the  mandible  was  proved 
definitely  to  be  caused  by  pyogenic  osteomyelitis, 
by  pathologic  study  of  material  removed  at  opera- 
tion. The  complete  healing  of  the  other  bony 
structures,  as  indicated  by  the  normal  findings 
on  x-ray  during  the  time  of  her  last  admission, 
the  absence  of  tubercle  bacilli  on  culture  of  the 
pus  from  the  abscesses,  and  the  absence  of  joint 
involvement  all  speak  for  a pyogenic  rather  than 
a tuberculous  osteomyelitis. 

It  is  logical  to  attempt  to  fit  all  the  findings  into 
one  disease  picture,  and  therefore  it  is  reasonable 
to  assume  that  the  spine  was  also  affected  by  a 
pyogenic  osteomyelitis.  The  only  fly  in  the 
ointment,  as  it  were,  is  the  previous  diagnosis  of 
tuberculous  adenitis.  If  tuberculous  adenitis 
were  really  present,  then  we  would  not  be  justi- 
fied in  considering  the  spine  lesion  as  nontubercu- 
lous.  However,  we  do  not  know  whether  defi- 
nite evidence  for  tuberculous  adenitis  was  estab- 
lished, and  it  is  quite  possible,  even  likely,  that 
this  diagnosis  was  erroneous.  The  glandular  en- 
largement might  very  well  have  been  secondary 
to  an  infectious  lesion  in  the  mouth — possibly  a 
silent  osteomyelitic  focus  of  the  mandible. 

In  my  opinion,  this  patient  had  a chronic 
pyogenic  osteomyelitis  of  the  spine  which  was 
quiescent  for  a number  of  years  but  became  re- 
activated during  her  last  illness.  In  support  of 
this  conclusion,  the  high  temperature  and  leuko- 
cytosis speak  for  a pyogenic  rather  than  a tuber- 
culous infection.  The  present  x-ray  findings  are 
not  conclusive,  since  both  conditions  may  be 
strikingly  similar. 

Amyloidosis  was  very  probably  already  present 
on  the  patient’s  first  admission  to  Post-Graduate 
Hospital  in  November,  1937,  since  at  that  time 
she  already  had  an  enlarged  spleen  and  albumi- 
nuria. If  a Congo  red  test  had  been  done,  the 
diagnosis  very  likely  would  have  been  established. 
The  Congo  red  test  is  a very  simple  procedure 
and  accurate  to  a remarkable  degree  if  properly 
interpreted.  Bennhold  originally  considered  a 
60  per  cent  absorption  of  the  dye  as  indicating 
the  presence  of  amyloid  disease,  but  investiga- 
tions by  Lipstein  and  Auerbach  showed  that 
there  must  be  at  least  90  per  cent  absorption 
before  the  diagnosis  can  be  established  definitely. 
Generally,  there  is  100  per  cent  absorption,  as 
was  the  case  in  this  instance  when  the  test  was 
finally  performed  during  the  last  admission. 
The  findings  of  an  enlarged  liver  and  spleen  and 
albuminuria  indicated  that  amyloidosis  of  the 
liver,  spleen,  and  kidneys  existed.  From  the 


clinical  picture  we  are  unable  to  state  what  other 
organs  may  have  been  involved.  Amyloid  de- 
posits may  occur  in  almost  any  organ  or  tissue  of 
the  body.  In  the  order  of  frequency,  the  organs 
involved  are  the  spleen,  liver,  kidneys,  adrenals, 
and  lymph  nodes.  Renal  insufficiency  and 
uremia  occurring  in  the  course  of  renal  amyloido- 
sis was  once  considered  a rarity,  but  in  recent 
years  there  have  been  an  increasing  number  of 
reports  on  this  subject  in  the  literature.  A few 
years  ago,  Dr.  Mosenthal  and  I reviewed  93  cases 
of  renal  amyloidosis  that  had  been  observed  at 
Sea  View  Hospital  and  found  an  incidence  of 
renal  insufficiency  of  almost  30  per  cent.  Fur- 
thermore, it  was  noted  that  the  tendency  in  renal 
amyloidosis  was  toward  a progressive  impair- 
ment of  renal  function,  and  the  longer  the  dura- 
tion of  amyloid  disease  the  more  likely  it  was  that 
the  patient  would  develop  uremia.  The  reason 
that  more  of  these  patients  do  not  develop  renal 
insufficiency  is  that  they  die  of  their  primary 
disease  before  the  amyloid  process  has  become 
sufficiently  advanced. 

The  renal  insufficiency  occurring  in  the  course 
of  renal  amyloidosis  is  generally  associated  with 
a normal  blood  pressure  and  no  eyeground 
changes.  No  adequate  explanation  has  been 
given  for  this.  Only  3 of  the  cases  that  we  ob- 
served had  hypertension,  and  2 of  these  had 
contracted  amyloid  kidneys  in  contradistinction 
to  the  usual  finding  of  large,  smooth,  waxy 
kidneys. 

The  edema  which  this  patient  developed  termi- 
nally cannot  be  explained  on  the  basis  of  amyloi- 
dosis. Although  the  serum  protein  concentra- 
tion was  below  normal,  it  was  not  sufficiently  low 
to  be  the  responsible  factor.  The  distribution  of 
the  fluid  in  the  dependent  portions  of  the  body 
and  the  associated  moist  rales  in  the  lungs  suggest 
that  the  edema  was  cardiac  rather  than  renal. 

To  recapitulate,  it  is  my  impression  that  this 
patient,  at  the  time  of  death,  had  a reactivated 
chronic  pyogenic  osteomyelitis  of  the  spine  with 
probable  secondary  abscess  formation  in  the 
lumbar  muscles.  Second,  she  had  amyloidosis 
with  renal  insufficiency  and  uremia. 

Dr.  Teresa  McGovern:  Could  brucellosis 
have  accounted  for  a number  of  these  signs? 

Dr.  Mark:  I don’t  know  enough  about  it  to 
say. 

Dr.  Maurice  N.  Richter:  An  article  about 
bone  lesions  in  brucellosis  appeared  in  the 
J.A.M.A . Do  you  think  that  the  amyloid 
disease  was  associated  with  brucellosis? 

Dr.  McGovern:  If  it  is  a chronic  brucellosis 
of  long  standing,  I don’t  see  why  it  could  not 
occur. 

Dr.  Richter:  Our  own  experience  with 
brucellosis  is  very  meager,  but  the  disease  is  not 
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-r  mentioned  in  the  literature  in  association  with 
amyloidosis. 

Dr.  Maurice  Bruger:  Would  Dr.  Mark 
D|  discuss  the  presence  of  bilateral  exophthalmus  in 
this  case? 

Dr.  Mark:  The  basal  metabolic  rate  was 
only  plus  15  per  cent.  Since  the  patient  also 
it  ran  a febrile  course,  we  cannot  say  too  much 
about  elevated  metabolism  here.  I believe  loss 
y in  body  weight  may  in  part  account  for  the 
s proptosis. 

Dr.  Bruger:  Were  any  exophthalometer 
( readings  made? 

Dr.  Meyers:  The  right  eye  was  24  mm.  and 
! the  left  eye  23  mm. 

Dr.  Bruger:  These  figures  are  definitely 
abnormal,  and  speak  for  a true  exophthalmus. 
Do  you  believe  the  thyroid  gland  may  contain 
amyloid  deposits? 

Dr.  Mark:  Only  on  rare  occasions  is  the 
thyroid  gland  involved  in  amyloid  disease. 

Dr.  Richter:  We  have  not  observed  amyloid 
deposits  in  the  follicles.*  However,  the  blood 
vessels  within  the  thyroid  gland  may  contain 
such  deposits.  Do  you  believe  that  the  patient 
had  thyrotoxicosis? 

Dr.  Bruger:  I don’t  think  so. 

Dr.  Richter:  Can  you  tell  me  from  the 
record  if  the  patient  ever  had  hyperglycemia  or 
glycosuria? 

Dr.  Meyers:  No  abnormal  amounts  of  sugar 
» were  found  in  the  blood  or  urine. 

Pathology 

Dr.  Richter:  There  was  kyphosis,  as  noted 
clinically,  with  partial  destruction  of  the  anterior 
portion  of  the  fourth  dorsal  vertebra,  and  the 
formation  of  bony  bridges  with  the  adjacent 
vertebral  bodies.  The  paravertebral  tissues 
were  markedty  thickened,  both  in  the  abdominal 
and  thoracic  portions.  In  various  parts,  these 
tissues  contained  numerous  small  abscesses,  the 
largest  being  in  the  right  lumbar  region  and  re- 
placing most  of  the  right  psoas  muscle.  The  left 
psoas  muscle  was  replaced  in  large  part  by  dense 
fibrous  tissue,  presumably  the  end  result  of  pre- 
vious inflammation.  In  the  thoracic  region,  the 
fibrosis  of  paravertebral  tissues  extended  to  in- 
clude the  tissues  around  the  superior  and  inferior 
vena  cavae. 

Additional  inflammatory  disease  was  found  in 
the  left  lung,  in  which  there  was  an  abscess  in 
the  left  lower  lobe,  surrounded  by  an  area  of 
organizing  pneumonia. 

The  spleen  was  enlarged,  and  weighed  730  Gm. 
The  cut  surface  showed  many  translucent  nodules 

* An  article  on  “Amyloid  Goiter”  by  G.  A.  Walker 
appeared  in  Surg.,  Gynec.,  & Obst.  75:  374  (1942). 


of  small  size,  which  gave  the  characteristic  reac- 
tion of  amyloid  when  treated  with  iodine  solu- 
tions. The  liver  was  also  enlarged,  with  a simi- 
lar translucence  due  to  amyloid. 

Microscopically,  amyloid  was  also  found  in 
several  other  situations,  including  the  adrenals 
and  kidneys,  which  were  extensively  involved, 
and  the  pancreas,  stomach,  colon,  and  pituitary, 
in  all  of  which  the  deposit  was  slight.  In  the 
pancreas,  the  site  of  amyloid  deposition  was  in  the 
islets.  This  is  of  interest,  in  view  of  recent  re- 
ports that  the  islet  lesion  commonly  found  in 
diabetes  is  amyloid,  not  hyaline  as  formerly 
thought. 

There  are  two  additional  features  of  interest. 
First,  there  is  intimal  calcification  of  the  arteries 
of  the  heart,  thyroid,  psoas  muscles,  and  the 
thymic  region.  This,  presumably,  is  a form  of 
metastatic  calcification  following  the  destruction 
of  bone.  It  is  not  associated  with  arteriosclerosis 
and  does  not  compromise  the  lumina  of  the 
vessels. 

The  second  feature  is  the  presence  of  an  in- 
flammatory reaction  in  the  same  vessels  in  which 
calcification  occurred,  in  addition  to  small  vessels, 
especially  in  the  psoas  muscle,  in  which  no  cal- 
cium was  found.  This  reaction  is  accompanied 
by  the  presence  of  neutrophilic  and  eosinophilic 
leukocytes  in  and  around  the  vessel  wall,  with 
small  areas  of  fibrinoid  necrosis  of  the  wall. 
This  lesion  is  identical  with  that  of  periarteritis 
nodosa. 

Intimal  calcification  is  not  the  ordinary  sequel 
to  periarteritis  nodosa.  The  relation  of  the  two 
conditions  in  the  present  case  is  not  clear,  but  it 
is  of  interest  to  note  that  substances  other  than 
calcium  are  often  deposited  in  inflamed  tissues, 
and  the  possibility  must  be  considered  that  a 
similar  mechanism  was  operative  in  this  case. 

On  the  negative  side,  it  should  be  recorded  that 
tuberculosis  was  not  found,  and  the  thyroid 
gland  showed  no  evidence  of  hyperplasia. 

Pathologic  Diagnoses: 

Chronic  osteomyelitis  of  mandible,  clavicle 
(right),  pelvic  bones,  clinical. 

Obsolete  operations:  multiple  incisions  and 
osteotomy  for  osteomyelitis. 

Fibrosis  of  psoas  muscle,  left  (healed  abscess?). 

Chronic  Osteomyelitis  of  Dorsal  Spine. 

Kyphosis  of  dorsal  spine. 

Paravertebral  abscesses. 

Psoas  abscess,  right. 

Metastatic  calcification  of  arteries  of  heart, 
thyroid,  thymus,  psoas  muscle. 

Abscess  of  lung,  left  low^er  lobe,  due  to  Staphy- 
lococcus albus  and  aureus. 

Chronic  pleuritis,  left. 
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Organizing  pneumonia,  left. 

Amyloidosis  of  Liver,  Spleen,  Kidneys, 
Adrenals,  Stomach,  Colon,  Pancreas, 
Pituitary. 

Periarteritis  nodosa  (heart,  thyroid,  thymus, 
psoas  muscle). 

Constriction  of  inferior  and  superior  venae 
cavae  due  to  perivascular  fibrosis. 

Anasarca. 

Ascites. 

Edema  of  lungs. 

Edema  of  brain. 

Arteriolar  sclerosis  of  kidney. 

Recent  operation:  exploratory  laparotomy, 
biopsy  of  liver. 

Fibrous  peritoneal  adhesions. 

Dr.  Bruger:  Clinically,  this  patient  did  not 
present  the  classical  manifestations  of  periarteritis 
nodosa. 

Dr.  Richter:  It  is  not  uncommon  to  find  the 
lesions  of  periarteritis,  often  of  limited  distribu- 
tion, in  patients  who  have  not  had  symptoms  of 
the  disease. 

Dr.  Abraham  A.  Levy:  You  said  something 
that  might  account  for  the  exophthalmus — that 
is,  the  involvement  of  the  pituitary  gland  with 
amyloid. 

Dr.  Richter:  Such  deposits  were  only  of 
slight  extent. 

Dr.  Bruger:  It  is  an  interesting  assumption 


that  the  involvement  of  the  anterior  pituitary 
was  associated  with  an  increased  output  of  thyro- 
tropic factor,  thus  accounting  for  the  exophthal- 
mus. 

Dr.  Richter:  It  would  be  stretching  a point, 
in  view  of  the  minute  amount  of  amyloid  in  the 
pituitary. 

Dr.  Bruger:  Definitely,  in  view  of  the  fact 
that  the  adrenal  glands,  which  were  considerably 
more  involved  with  amyloid,  failed  to  produce 
clinical  signs  of  altered  adrenal  activity. 

Dr.  Mark:  We  have  seen  many  tuberculous 
patients  with  amyloid  disease  in  whom  the 
adrenals  were  involved  just  like  this,  without 
evidence  of  Addison’s  disease. 

Dr.  Richter:  In  tuberculosis  of  the  adrenals, 
symptoms  of  Addison’s  disease  do  occur,  asso- 
ciated with  extensive  destruction  of  the  adrenal 
cells. 

Amyloid  disease  of  the  adrenal  may  be 
extensive  without  as  complete  obliteration  of  the 
parenchyma. 

Dr.  Bruger  : In  view  of  such  marked  amyloid 
deposits  as  shown  in  this  case,  I would  expect 
even  the  four-minute  control  blood  collected 
after  the  injection  of  the  Congo  red  to  show 
almost  complete  absorption.  I have  seen  this 
before. 

Dr.  Mark:  In  my  experience,  such  rapid 
absorption  of  the  dye  is  very  rare. 


DEADLINES  FOR  APPLICATIONS  FOR 
EXAMINATIONS  IN  OPHTHALMOLOGY 

The  American  Board  of  Ophthalmology  has  an- 
nounced that  applications  for  the  examination  to  be 
held  in  June,  1944,  in  New  York  City  should  be  re- 
ceived no  later  than  December  15,  1943. 

Applications  for  the  examination  to  be  given  in 
Chicago  in  October,  1944,  should  be  received  by 
April  1,  1944. 

All  applications  received  after  January  1,  1944, 
will  be  subject  to  the  increased  total  fee  of  $75.00. 

Applications  should  be  addressed  to  the  American 
Board  of  Ophthalmology,  6830  Waterman  Avenue, 
St.  Louis,  Missouri. 


ENVIRONMENTAL  INFLUENCE  ON  TUBER- 
CULOSIS 

Tuberculosis  is  an  infectious  disease,  but  it  is  not 
to  be  confused  with  the  acute  infectious  diseases  in 
which  the  microbiologic  agents,  bacilli,  protozoa,  or 
viruses,  dominate  and  determine  the  course  and  final 
outcome  of  the  disease,  mostly  in  a few  days  or 
weeks.  Tuberculosis  is  a very  chronic  disease,  the 
subsequent  course  of  which,  after  the  primary  in- 
fection has  taken  place,  is  determined  by  the  social 
environmental  conditions  under  which  the  individual 
is  compelled  to  live,  as  well  as  by  his  hereditary 
constitution. — G.  Wolff  and  A.  Ciocco,  Amer. 
Rev.  of  Tuberc.,  August , 19^2 


JAPANESE  SEEK  SUBSTITUTE  FOR  QUININE 


The  Japanese,  who  now  have  a corner  on  the 
world’s  supply  of  quinine,  the  most  effective  drug  in 
the  treatment  of  malaria,  are  reported  to  be  hunting 
high  and  low  for  a passable  substitute.  They  dis- 
closed this  themselves  in  numerous  recent  propa- 
ganda broadcasts  in  which  they  also  announced 
that  they  had  already  “discovered”  one  or  two 
obviously  unsatisfactory  substitutes. 


These  announcements  are  accepted  in  official 
Dutch  quarters  as  evidence  that  the  Japanese  are 
seriously  considering  the  possibility  that  they  may 
be  driven  out  of  Java.  In  fact,  no  other  interpreta- 
tion could  be  placed  upon  the  reports,  for  in  peace- 
time Java,  the  most  important  of  the  East  Indies 
islands,  provided  95  per  cent  of  the  world’s  require- 
ments of  quinine. 


Postgraduate  Medical  Education 


Programs  arranged  by  the  Council  Committee  on  Public  Health  and  Education  of  the  Medi- 
cal Society  of  the  State  of  New  York  are  'published  in  this  section  of  the  Journal.  The  mem- 
bers of  the  committee  are  Oliver  W.  H.  Mitchell , M.D. , Chairman  {I$8  Greenwood  Place, 
Syracuse);  George  Baehr,  M.D.;  and  Charles  D.  Post,  M.D. 


Lecture  on  Rheumatic  Heart  Disease 


A LECTURE  entitled  “Rheumatic  Fever — Rheu- 
Ni-  matic  Heart  Disease”  was  presented  to  the 
Jefferson  County  Medical  Society  on  Thursdav, 
November  11.  The  instruction  took  place  at  the 
Black  River  Valley  Club,  Watertown,  at  6:30  p.m. 
The  speaker  was  Dr.  J.  G.  Fred  Hiss,  professor 


of  clinical  medicine  at  Syracuse  University  College 
of  Medicine  in  Syracuse. 

This  instruction  was  presented  as  a cooperative 
endeavor  between  the  Medical  Society  of  the  State 
of  New  York  and  the  New  York  State  Department 
of  Health. 


“DOCTOR  JONES”  SAYS— 

My  fourth  year  in  medical  college  the  professor  of 
surgery  got  one  of  the  students  up  in  front  of  the 
class  to  strap  up  a shoulder  dislocation  or  something 
with  adhesive  plast-er : strips  two  or  three  feet  long. 
He  was  a tough  old  boy,  this  professor  was,  and  the 
student  was  kind  of  nervous.  W ell,  sir,  those  strips 
of  plaster — they  stuck  to  everything  he  didn’t  want 
’em  to  and  it  wasn’t  long  before  he  had  himself 
generally  tangled  up  in  ’em — this  student  did.  And 
the  more  the  professor  and  the  rest  of  us  laughed 
the  worse  off  he  got.  And,  you  know,  that’s  some 
like  we  get  tangled  up  in  statistics  now  and  then. 

I was  thinking  about  this  question  of  the  incidence 
of  syphilis.  Various  statisticians  have  been  quoted 
as  saying  that  one  adult  in  every  ten  either’s  had 
syphilis,  has  it  now  or  will  have  it  in  the  future  if 
the  present  rate  of  infection  keeps  up.  A paper 
some  time  back  by  a professor  of  public  health — he 
said  that  was  misleading  because  syphilis  was  largely 
a negro  problem. 

Of  course  I can  see  how  a lot  of  folks,  say  in  a 
place  like  this  with  a couple  thousand  population,  if 
they  read  that  one-in-ten  statement  they’d  figure 
there  must  be  two  hundred  of  their  neighbors 
marked  for  syphilis — for  it  or  by  it.  And  I s’pose 
some  of  ’em  would  start  trying  to  decide  which  ones 
were  “it.”  And  if  there  was  any  such  number  as 


that  it’d  be  an  alarming  situation:  something  to 

start  having  mass  meetings  about. 

Anyway,  he  pointed  out — this  professor  did — 
that  the  selective  service  figures  from  1940  to  1942 
showed  that  the  syphilis  rate  was  at  least  ten  times 
higher  for  negro  men  than  for  white.  Colored  men 
18  and  19  years  old — he  said  syphilis  was  second  as 
a cause  for  rejection  and  for  white  men  it  wasn't 
among  the  first  ten  causes.  Looking  at  it  that  way 
you’d  say  the  problem  was  largely  in  some  of  the 
southern  states  where  they  have  a big  negro  popula- 
tion. Here  in  upstate  New  York  colored  people 
only  make  up  something  like  two  per  cent  of  the 
population. 

But  the  other  side  of  it:  there  are  a lot  more 
white  people  in  this  country  than  there  are  colored. 
And,  even  if  the  proportion  of  cases  among  ’em  was 
only  a tenth  as  great,  that  don’t  mean  they  haven’t 
got  plenty  of  syphilis.  Thirteen  thousand  cases  a 
year — they  tell  me  that’s  about  the  number  re- 
ported here  upstate  and  I don’t  s’pose  that’s  half  of 
’em.  It  don’t  make  much  difference  to  them 
whether  they’re  one  in  ten  or  one  in  fifty.  And 
what  they’ve  got  is  more  important  than  what  color 
their  skin  is.  I think  the  problem’ll  stand  a little 
more  clarifying. — Paul  B.  Brooks,  M.D.,  in  Health 
News 


DO  YOU  IMPROVE  YOURSELF? 

The  want  of  energy  is  one  of  the  main  reasons 
why  so  few  persons  continue  to  improve  in  later 
years.  They  have  not  the  will,  and  do  not  know  the 
way. 

They  “never  try  an  experiment”  or  look  up  a 
point  of  interest  for  themselves;  they  make  no  sacri- 
fices for  the  sake  of  knowledge;  their  minds,  like 
their  bodies,  at  a certain  age  become  fixed.  Genius 
has  been  defined  as  “the  power  of  taking  pains”; 
but  hardly  anyone  keeps  up  his  interest  in  knowledge 


throughout  a whole  fife.  The  troubles  of  a family, 
the  business  of  making  money,  the  demands  of  a 
profession  destroy  the  elasticity  of  the  mind.  The 
waxen  tablet  of  the  memory,  which  was  once  capable 
of  receiving  “true  thoughts  and  clear  impressions,” 
becomes  hard  and  crowded ; there  is  no  room  for  the 
accumulations  of  a long  fife.  The  student,  as  years 
advance,  rather  makes  an  exchange  of  knowledge 
than  adds  to  his  stores. — Jowett’s  Introduction  to 
Plato. 
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Annual  Meeting  of  A.M.A.  in  Chicago  June  12-16 


'"PHE  annual  session  of  the  American  Medical 
Association  in  1944,  which  had  been  scheduled  to 
be  held  in  St.  Louis,  has  been  changed  by  the  Board 
of  Trustees  of  the  Association  so  that  it  will  now  be 
held  in  Chicago  June  12  to  16,  the  Journal  of  the 
Association  announced  in  its  November  6 issue. 
The  change,  according  to  the  announcement,  was 
necessary  because  of  information  received  that  it 


would  not  be  possible  for  St.  Louis  to  provide  ade- 
quate hotel  accommodations. 

The  meetings  of  the  House  of  Delegates  of  the 
Association  will  be  held  at  the  Palmer  House  and 
the  Scientific  Exhibit  will  be  installed  in  that 
hotel. 

The  Technical  Exhibit  will  be  housed  at  the 
Stevens  Hotel. — A.M.A.  News 


American  Medical  Association  1944  Scientific  Exhibit 


'"PHE  Scientific  Exhibit  at  the  Chicago  Session  of 
E the  American  Medical  Association,  June  12  to 
16,  1944,  will  be  held  at  the  Palmer  House.  Exhibits 
will  cover  all  phases  of  medicine  and  the  medical 
sciences  with  particular  emphasis  on  graduate 
medical  instruction  for  the  general  practitioner. 


Application  blanks  for  space  in  the  Scientific 
Exhibit  are  now  available. 

These  blanks  may  be  obtained  by  communicating 
with  the  Director,  Scientific  Exhibit,  American 
Medical  Association,  535  North  Dearborn  Street, 
Chicago  10,  Illinois. 


Federal  Funds  for  Relocation  of  Physicians 


THE  President  has  transmitted  to  the  Speaker  of 
the  House  of  Representatives  supplemental  es- 
timates for  the  Public  Health  Service  amounting  to 
$4,427,550,”  the  Journal  of  the  American  Medical 
Association  for  October  16  reports.  “Of  this  sum 
$2,350,000  will  be  used,  it  is  proposed,  for  an  ex- 
tended program  of  malaria  control  for  the  United 
States’  share  of  a joint  Anglo-American  venereal 
disease  control  program  for  the  protection  of  sol- 
diers stationed  in  the  Caribbean  area  ‘and  for  the 
supplying  by  the  Public  Health  Service,  on  request 
of  state  authorities,  of  needed  medical  and  dental 
care,  either  by  temporary  financial  aid  or  by  direct 
employment  of  doctors  and  dentists,  in  certain  critical 
areas  where  acute  shortages  have  developed  which 
cannot  be  met  without  recourse  to  emergency  meas- 
ures.’ The  transmitted  estimates,  pending  in  the 
House  Committee  on  Appropriations,  contain  the 
following  proviso: 

11  Provided,  That  the  Surgeon  General  is  authorized, 
on  request  of  a state  health  department,  (1)  to  assign 
medical  and  dental  personnel  of  the  Public  Health 
Service  to  areas  found  to  be  in  critical  need  of  ad- 
ditional medical  and  dental  services,  such  services 
to  be  furnished  the  public  in  accordance  with  sched- 
ules of  fees  approved  by  the  state  health  depart- 
ment and  the  Surgeon  General  of  the  United  States, 


which  fees  shall  be  collected  by,  and  used  at  the  di- 
rection of,  the  state  departments  of  health,  to  defray 
the  expenses  thereof  incident  to  the  rendition  of 
such  medical  and  dental  services,  the  balances  at 
the  end  of  the  fiscal  year  to  be  covered  into  the  treas- 
ury as  miscellaneous  receipts,  and  (2)  to  enter  into 
agreements  with  private  practicing  physicians  and 
dentists  under  which,  in  consideration  of  the  pajr- 
ment  to  them  of  a relocation  allowance  not  to 
exceed  $250  per  month  for  three  months  and  the 
actual  cost  of  travel  and  transportation  of  the  phy- 
sician or  dentist  and  his  family  and  household  ef- 
fects to  the  new  location,  such  physician  or  dentist 
will  agree  to  move  to  and  engage  in  the  practice  of 
his  profession  in  such  area  for  a period  of  not  less 
than  one  year. 

“Strictly  as  a war  measure,  the  technic  proposed 
may  be  the  only  possible  answer  to  the  needs  of 
certain  areas  in  the  United  States  which  are  now 
without  medical  service.  The  appropriation  is  to  be 
used  for  this  purpose  only  for  the  present  fiscal  year. 
Whether  or  not  physicians  can  easily  be  found  to 
meet  this  need;  whether  or  not  the  time  has  come  to 
discard  the  mechanisms  thus  far  prevailing  in  meet- 
ing this  need;  whether  or  not  state  health  depart- 
ments can  be  helpful  in  assuming  this  function,  are 
questions  which  remain  to  be  answered  if  the  Con- 
gress makes  the  appropriation.” 


Colonel  Baehr  Elected  to  S.C.A.A.  Board 


TT7TNTHROP  W.  Aldrich,  President  of  the  State 
» V Charities  Aid  Association,  has  announced  that 
Col.  George  Baehr,  M.D.,  of  New  York  City,  was 
elected  a member  of  the  Board  of  Managers  of  the 
Association  at  its  monthly  meeting,  held  at  the 
Bankers  Club. 

Colonel  Baehr,  who  is  a leader  in  scientific  medi- 
cine and  research,  is  Chief  Medical  Officer,  Office  of 
Civilian  Defense,  Washington,  D.C.,  and  a member 
of  the  Public  Health  Council  of  the  State  of  New 
York. 

He  is  a member  of  the  Executive  Committee  of 
the  Academy  of  Medicine  and  also  served  as  chair- 
man of  its  Committee  on  Public  Health  Relations 
before  accepting  the  Washington  appointment. 


For  some  time  he  has  been  head  of  the  Medical 
Board  of  Mt.  Sinai  Hospital.  He  is  a member  of 
Mayor  LaGuardia’s  Committee  on  Health  Insur- 
ance and  Medical  Service  in  New  York  City  and  has 
served  as  Chairman  of  the  Technical  Advisory 
Committee  of  the  New  York  City  Commissioner  of 
Health.  He  is  a member  of  many  medical,  scientific, 
and  public  health  bodies. 

Colonel  Baehr  was  graduated  from  the  College  of 
Physicians  and  Surgeons,  Columbia  University,  in 
1908.  In  1912  and  1913  he  did  postgraduate  work  at 
the  universities  of  Freiburg  and  Vienna. 

His  leadership  in  medicine  and  public  health  has 
been  exercised  not  only  in  civilian  life  but  in  two 
wars.  In  World  War  I he  was  with  the  American 
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Expeditionary  Forces  as  commanding  officer  of  Base 
Hospital  No.  3,  with  the  rank  of  lieutenant  col- 
onel. 

In  1915  he  went  to  Russia  and  the  Balkans  as  a 
member  of  the  American  Red  Cross  Sanitary  Com- 
mission. 

His  appointment  to  the  Office  of  Civilian  Defense 


as  Chief  Medical  Officer  in  the  present  war  led  to  a 
visit  to  England  and  Scotland,  where  he  studied  the 
British  technic  of  handling  wartime  casualties.  His 
observations  in  England  were  utilized  later  in  the 
organization  throughout  the  United  States  of  emer- 
gency rescue  and  hospital  facilities  in  case  of  similar 
eventualities  in  this  country. 


New  Society  for  Plastic  Surgery  Holds  First  Annual  Meeting 


THE  first  annual  meeting  of  the  American  Oto- 
rhinologic  Society  for  the  Advancement  of  Plastic 
and  Reconstructive  Surgery,  Inc.,  was  held  on  No- 
vember 12  in  New  York  City. 

A clinic  and  business  meeting  at  Manhattan 
General  Hospital  during  the  day  and  a scientific 
meeting  at  the  New  York  Academy  of  Medicine  in 
the  evening  comprised  the  Society’s  program. 

Dr.  Romeo  Luongo,  in  delivering  the  president’s 
address,  declared  that  when  many  men  in  military 
service  come  back  “with  disfiguring  scars  about  the 
head  and  neck,  it  is  our  duty  to  have  ready  as  many 
specially  trained  surgeons  as  possible  throughout 
the  country  so  that  they  will  be  able  to  give  these 
boys  a new  lease  on  life  and  a better  outlook  on  so- 
ciety.” 

This  new  society  has  been  organized  for  the  pur- 
pose of  spreading  education  among  the  professions 
generally  regarding  technics  relating  to  the  hereto- 
fore more  or  less  secret  art  of  plastic  surgery. 

“There  are  far  too  few  men  in  this  country,” 
said  Col.  Samuel  J.  Kopetzky,  (MC),  “prepared  to 
undertake  reconstructive  surgery,  not  only  for  the 
general  public  but  specifically  at  this  time  for  the 
men  in  the  armed  forces,  who  will  soon  be  coming 
home  and  needing  this  service.  There  are  entirely 
too  few  places  where  this  kind  of  surgery  can  be 
done.  For  the  eager,  willing,  and  basically  trained 
i student,  there  are  too  few  places  where  the  technic 
and  fundamental  principles  can  be  either  taught  or 
j learned.  There  are  accredited  medical  societies  of 
men  who  have  devoted  the  major  portion  of  their 
| professional  lives  to  plastic  surgery  but  it  has  been 
apparent  that  these  have  developed  a tendency  to 
extreme  exclusiveness. 

“Only  those,”  Colonel  Kopetzky  added,  “who 
are  by  training  and  experience  competent  to  under- 
stand the  pathology  of  diseases  of  the  ear,  nose,  and 
throat  can,  with  additional  training  and  added  ex- 
perience, competently  do  the  necessary  things  which 
are  implied  in  plastic  and  reconstructive  surgery  of 
the  ear,  nose,  and  throat.” 


Dr.  Samuel  Fomon,  another  speaker,  pointed  out 
that  opportunities  exist  to  gain  proficiency  in  all 
technics  except  those  pertaining  to  plastic  surgery. 
“Here,”  he  said,  “doors  are  too  often  shut,  post- 
graduate education  has  been  neglected,  and  details 
of  technic  are  guarded  by  the  few  who  practice  the 
art. 

“Plastic  surgery  has  expanded  so  rapidly  in  the 
last  twenty-five  years  that  the  time  is  ripe  for  wider 
teaching  of  the  subject.  A knowledge  of  plastic 
surgery  is  essential  to  the  planning  of  all  operations 
about  the  head  and  neck,  since  a poorly  planned 
primary  operation  may  ruin  the  chances  for  a suc- 
cessful reconstruction. 

“In  the  face  of  the  chaos  of  material  and  human 
destruction  brought  about  by  the  exigencies  of  war, 
plastic  surgery  of  the  head  and  neck  looms  into 
sharper  focus;  and  with  the  urgent  shortage  of 
trained  men,  a great  responsibility  falls  upon  the 
surgeon  specializing  in  the  ear,  nose,  and  throat  to 
do  his  part  in  rehabilitating  those  human  wrecks  that 
fall  within  his  field.” 

Dr.  Fomon  pointed  out  that  resistance  would  be 
encountered  to  the  purposes  of  the  Society,  which  is 
composed  entirely  of  doctors  who  have  been  recog- 
nized as  specialists  by  the  American  Board  of  Oto- 
laryngology. Some  opposition  is  of  course  to  be 
expected. 

Directors  of  surgical  departments  in  hospitals  may 
oppose  making  further  subdivisions  in  their  de- 
partments, he  said,  and  established  plastic  surgeons, 
short-sightedly,  may  feel  that  their  specialty  is  en- 
croached upon.  All  opposition  must  give  way,  he 
stated,  when  it  is  realized  how  extensive  are  the 
added  benefits  to  the  patient  when  the  surgeon 
trained  in  the  ear,  nose,  and  throat  specialty  com- 
bines his  skill  with  plastic  procedures. 

Officers  of  the  Society  are:  Dr.  Romeo  Luongo, 
of  Philadelphia,  president;  Dr.  Morris  S.  Bender,  of 
New  York  City,  vice-president;  Dr.  Jacob  Daley,  of 
New  York  City,  secretary;  and  Dr.  Nathan  Settel, 
of  New  York  City,  treasurer. 


New  Journal  Sheds  Light  on  Soviet  Medicine 


THE  first  number  of  the  American  Review  of  So- 
viet Medicine,  which  appeared  on  October  25, 
featured  papers  by  Dr.  E.  I.  Smirnov,  executive 
director  of  the  Red  Army  Medical  Corps,  and  Dr. 
Nikolai  N.  Burdenko,  chief  surgeon  of  the  Red 
Army.  Dr.  Smirnov’s  paper  revealed  for  the  first 
time  the  prewar  plans  made  for  the  care  and  hospital- 
ization of  the  wounded,  their  shortcomings  under 
actual  battle  conditions,  and  their  subsequent  dras- 
tic revision  to  meet  the  exigencies  of  mobile  defense 
and  attack.  Dr.  Burdenko,  who  has  recently  been 
granted  honorary  membership  in  the  International 
College  of  Surgeons,  discussed  the  effects  of  frost- 
bite on  the  nervous  system. 

Sharply  contrasting  points  of  view  on  restorative 
surgery  of  peripheral  nerve  lesions  were  presented 
by  Dr.  Vladimir  V.  Lebedenko  and  Dr.  N.  I.  Prop- 
per-Grashchenkov.  Dr.  Lebedenko  disputed  the 


prevailing  view  that  three  months  must  elapse  after 
injury  before  restorative  surgery  may  be  under- 
taken, while  Dr.  Propper-Grashchenkov  holds  that 
the  long  time  lag  is  essential  and  that  defects  may 
be  remedied  by  nerve  transplantation. 

Dr.  Spasokukotski’s  revolutionary  method  of 
feeding  during  operations  on  penetrating  abdominal 
wounds  was  described  in  a paper  by  Dr.  V.  A.  Pani- 
kov.  The  method  consists  of  introducing  a mixture 
of  eggs,  milk,  distilled  alcohol,  and  other  foods  into 
the  abdomen  during  surgical  interference  and  is  said 
to  have  produced  remarkable  results. 

T^e  issue  also  contains  three  survey  papers: 
“Cancer  Research  in  the  Soviet  Union,”  by  Michael 
B.  Shimkin,  M.D.,  past  assistant  surgeon,  National 
Cancer  Institute,  Bethesda,  Md.;  “Physical  Cul- 
ture in  the  Soviet  Union,”  by  Percy  M.  Dawson, 
M.D.,  professor  of  physiology,  Duke  University, 
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Durham,  N.C.;  and  “Twenty-Five  Years  of  Health 
Work  in  the  Soviet  Union, ” by  Henry  E.  Sigerist, 
M.D.,  director  of  the  Institute  of  the  History  of 
Medicine,  Johns  Hopkins  University,  Baltimore, 
Md.,  and  editor  of  the  Review. 


A profile  of  Dr.  Nikolai  Burdenko,  clinical  notes 
taken  from  Soviet  journals,  book  reviews,  and  so- 
ciety notes  complete  the  issue.  Among  the  book 
reviews  is  a discussion  of  the  fluoride  which  makes 
dentistry  painless. 


Dr.  Hoffman  Win 

'T’HE  Clement  Cleveland  Medal,  given  annually 
for  outstanding  service  in  the  cause  of  cancer 
control,  was  presented  in  absentia  on  November  2 
to  Dr.  Frederick  L.  Hoffman,  of  San  Diego,  Califor- 
nia, whose  ideas  led  to  the  foundation  thirty  years 
ago  of  the  American  Society  for  the  Control  of  Can- 
cer. 

Dr.  Hoffman  is  an  internationally  knowm  sta- 
tistician and  a former  vice-president  of  the  Pruden- 
tial Life  Insurance  Company  of  Newark,  New  Jer- 
sey. 

The  presentation  was  made  at  the  annual  dinner 
of  the  New  Yrork  City  Cancer  Committee  at  the 

$1,087,000,000  Earned 

PHYTSICIANS  with  private  practices  earned 
$1,087,000,000  in  1941,  a gross  income  un- 
matched by  either  independent  lawyers  or  den- 
tists. 

An  article  in  the  Commerce  Department’s  Survey 
of  Current  Business  made  this  report. 

It  said  preliminary  data  indicate  that  the  average 
earnings  of  physicians  have  risen  substantially  dur- 
ing the  present  year. 

The  article,  “Incomes  in  Selected  Professions,” 
said  the  1941  gross  earnings  for  physicians  practicing 
independently  average  60.6  per  cent  above  the  1933 
depression  low.  Their  net  incomes  aggregated 


s Cancer  Award 

Advertising  Club  of  New  York  by  Mrs.  Robert  G. 
Mead,  daughter  of  Dr.  Cleveland,  in  whose  memory 
the  award  was  established.  Dr.  Howard  C.  Taylor, 
attending  surgeon  at  Roosevelt  Hospital,  accepted 
for  Dr.  Hoffman.  Dr.  Clarence  C.  Little,  managing 
director  of  the  society,  reviewed  the  organization’s 
history.  Dr.  John  C.  A.  Gerster,  chairman  of  the 
New  York  Committee,  presided. 

The  dinner  marked  the  opening  of  “cancer  week” 
in  New  York  City,  during  which  funds  were  collected 
to  carry  on  the  committee’s  educational  work  on  the 
importance  of  the  early  recognition  and  treatment  of 
cancer. 


by  Physicians  in  1941 

$640,000,000  73.9  per  cent  above  1933  and  another 
record  high. 

On  the  basis  of  questionnaires  to  a representative 
sample  of  physicians,  the  article  reported  that  the 
average  1942  gross  income  was  $8,524  but  that  one- 
fourth  of  the  physicians  reporting  had  incomes 
below  $2,000.  More  than  one  in  eight  reported 
earnings  above  $10,000  and  22.1  per  cent  earned 
$7,000  or  more. 

The  report  revealed  that  incomes  of  physicians 
practicing  in  New  York  City  were  below  those  in 
any  other  city  of  more  than  500,000  population  and 
in  the  country  as  a whole. 


County  News 


Allegany  County 

The  regular  annual  meeting  of  the  county  medical 
society  was  held  October  28,  in  Friendship,  New 
York,  conjointly  with  the  Allegany  County  Regis- 
tered Nurses’  Association.  The  guests  present  were 
Dr.  David  E.  Bigwood,  Assistant  District  State 
Health  Officer;  Dr.  Lena  Benjamin,  a retired 
medical  missionary  from  Nellore,  India;  and  Dr. 
Ralph  W.  Bohn,  from  the  staff  of  the  Go wanda 
State  Homeopathic  Hospital,  who  spoke  on  “Newer 
Trends  in  Psychiatric  Treatment.” 

Broome  County 

The  November  meeting  of  the  county  society  was 
held  Tuesday  evening,  November  9,  in  the  audito- 
rium of  Binghamton  City  Hospital.  The  scientific 
program  consisted  of  a lecture,  “Tuberculosis  Case 
Findings,”  by  Dr.  Ezra  Bridge,  superintendent  of 
Iola  Sanatorium,  Monroe  County,  member  of  the 
Medical  Research  Committee  of  the  National  Tu- 
berculosis Association,  and  chairman  of  the  Com- 
mittee on  X-Ray  Apparatus  and  Technic  of  the 
American  Trudeau  Society. 

Dr.  C.  J.  Marshall,  chairman  of  the  economics 
committee,  presented  for  the  approval  of  the  so- 
ciety resolutions  regarding  the  Emergency  Mater- 
nity and  Infant  Care  Program.  # 

The  following  members  of  the  society  have  re- 
ceived discharges  from  the  Army:  Dr.  D.  O.  Cham- 
berlain, Dr.  J.  F.  Cusick,  Dr.  R.  C.  Goudey,  Dr. 

* Asterisk  indicates  that  item  is  from  a local  newspaper. 


Anthony  LaRusso,  Dr.  I.  J.  Rosefsky,  and  Dr.  Ar- 
thur Solomon. 

Chautauqua  County 

The  Jamestown  Medical  Society  held  a dinner 
meeting  at  the  Hotel  Jamestown  Friday  evening, 
October  22,  with  Dr.  Hilding  A.  Nelson  presiding. 
A symposium  on  “Ulcers  of  the  Stomach”  was  pre- 
sented,, with  the  following  taking  part:  Dr.  James 
F.  Valone,  Dr.  Frederick  R.  Weedon,  Dr.  Thomas 
H.  Shanahan,  Dr.  Frank  P.  Goodwin,  and  Dr. 
George  W.  Cottis.  A motion  picture  on  the  partial 
removal  of  a stomach  was  shown.  * 

Chemung  County 

On  October  27  members  of  the  Chemung  County 
Medical  Society  heard  Dr.  John  A.  Conway,  of 
Hornell,  district  health  officer,  explain  the  newly  en- 
acted law  which  provides  maternity  aid  for  wives  of 
service  men. 

Dr.  Conway,  at  a meeting  in  the  Amot-Ogden 
Memorial  Hospital,  said  that  wives  of  men  under  the 
rank  of  sergeant  are  eligible  for  the  financial  aid. 
The  bill  provides  that  the  government  will  pay  all 
hospital  costs,  delivery  charges,  and  doctor  bills  for 
those  eligible. 

The  society  endorsed  a resolution  passed  recently 
by  the  Albany  County  group  which  commends  the 
act.  However,  the  local  society  recommended  that 
the  allocation  be  made  in  cash  instead  of  by  direct 
payment  to  the  doctors  and  hospital. 
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'«  Officers  elected  at  the  November  meeting  will  be 
•>  announced  in  a later  issue.  * 

<* 

’ Clinton  County 

The  annual  meeting  of  the  Medical  Society  of  the 
County  of  Clinton  was  held  at  the  Hotel  Cumber- 
land on  Monday,  November  15. 

A meeting  of  the  Comitia  Minora  was  called  for 
J 5:30  p.m.,  and  a general  business  meeting  of  the  so- 
7 ciety  for  6:00  p.m.  Dinner  was  served  at  6: 30. 

The  speaker  of  the  evening  was  Dr.  Joseph  S. 
d I Lawrence,  Executive  Officer  of  the  Medical  Society 
I of  the  State  of  New  York. 

'»  Members  who  desired  to  serve  on  the  attending 
■*  Staff  of  the  Clinton  County  Home  were  requested  to 
indicate  their  wishes  to  the  secretary  before  the 
annual  meeting. — T.  A.  Rogers,  M.D.,  Secretary 
i 

Erie  County 

A stated  meeting  of  the  county  society  was  held 
on  October  26  in  the  Hotel  Statler  in  Buffalo,  at 
which  Dr.  Joseph  S.  Lawrence,  Executive  Officer 
of  the  Medical  Society  of  the  State  of  New  York 
spoke  on  “The  Wagner-Murray-Dingell  Bill  S. 
1161” 


A talk  on  the  “Relation  Between  the  Physician 
and  the  Compensation  Insurance  Carrier”  was  given 
by  Roger  Humphrey  at  a meeting  of  the  Baccelli 
Medical  Club  in  Buffalo  on  October  19.  Dr.  George 
C.  Barone  and  Dr.  Charles  C.  Panzarella  were  the 
hosts. 


Dr.  H.  H.  Bauckus,  of  Buffalo,  was  one  of  the 
interrogators  on  the  program  entitled  “Are  Local 
Health  and  Medical  Services  a Federal  Problem?” 
which  was  given  over  the  Blue  Network  program 
(WKIP)  on  October  14. 


Dr.  Frank  L.  Meleney  was  the  speaker  at  the 
meeting  of  the  Buffalo  Academy  of  Medicine  on 
November  10.  The  title  of  his  address  was  “Limi- 
tations of  Sulfonamide  Therapy  in  Surgical  Condi- 
tions; the  Indications  for  Penicillin  in  Surgical 
Infections.” 

Dr.  Meleney  is  professor  of  clinical  surgery  at  the 
College  of  Physicians  and  Surgeons  and  visiting 
surgeon  at  Presbyterian  Hospital,  New  York  City. 

Discussion  was  given  by  Drs.  Nelson  G.  Russell, 
Herbert  A.  Smith,  and  Ernest  Witebsky. 

Fulton  County 

Dr.  Emanuel  Eckstein,  ear,  nose,  and  throat 
specialist  and  surgeon,  has  opened  an  office  for  prac- 
tice in  Gloversville,  having  leased  the  offices  of  Dr. 
A.  J.  D’Errico,  who  recently  entered  Army  service. 

Dr.  Eckstein  was  graduated  at  Breslau,  Germany, 
and  came  to  the  United  States  in  April,  1941.  Pre- 
vious to  coming  to  this  country,  he  practiced  for 
twenty-five  years  as  ear,  nose,  and  throat  specialist 
in  Upper  Silesia  and  for  fifteen  years  conducted  his 
own  private  hospital. 

Since  coming  to  this  country,  Dr.  Eckstein  has 
been  connected  as  resident  surgeon  in  the  ear,  nose, 
and  throat  service  of  City  Hospital  on  Welfare  Is- 
land in  New  York.* 


Genesee  County 

Dr.  Clyde  Randall,  of  Buffalo,  spoke  on  “Com- 
mon Gynecological  Conditions,  Their  Diagnosis  and 
Office  Treatment”  at  a meeting  of  the  Genesee 
County  Medical  Society  held  at  the  Batavia  Club 
on  October  27. 

On  November  3,  at  the  Hotel  Richmond,  the 
medical  society  joined  with  the  Genesee  County 
Bar  Association  for  their  annual  meeting  together. 
The  annual  meeting  of  the  medical  society,  when 
officers  for  the  coming  year  will  be  selected,  will  be 
held  in  the  first  week  in  December.  * 

Herkimer  County 

Dr.  Joseph  S.  Lawrence,  of  Albany,  Executive 
Officer  of  the  State  Medical  Society,  spoke  at  a 
meeting  of  the  Herkimer  County  Medical  Society 
on  November  4 at  the  Mohawk  Valley  Country 
Club. 

Dr.  Lawrence  explained  the  Murray-Wagner  bill 
now  before  Congress.  Dr.  B.  G.  Shults,  president, 
had  said  the  meeting  would  be  open  to  representa- 
tives of  interested  organizations.  * 

Jefferson  County 

Dr.  Samuel  Kant,  once  a lieutenant  in  the  Bo- 
livian Army,  and  a former  resident  of  Vienna,  Aus- 
tria, has  opened  an  office  in  Clayville  for  the  prac- 
tice of  general  medicine. 

He  is  a graduate  of  the  Medical  School  of  Univer- 
sity of  Vienna  and  spent  five  years  in  Kaiser  Franz 
Josef  Hospital  specializing  in  gynecology,  pediatrics, 
and  internal  medicine.  He  left  Vienna  four  months 
after  Hitler  invaded  Austria,  and  went  to  England, 
where  he  served  a year  as  resident  physician  at  the 
Hospital  for  Tropical  Diseases. 

Dr.  Kant  was  commissioned  a lieutenant  in  the 
Bolivian  Army,  in  which  he  spent  one  year,  and  la- 
ter served  as  district  doctor  for  the  Bolivian  gov- 
ernment. He  came  to  the  United  States  in  1941. 
For  almost  two  years  he  was  resident  physician  at 
the  Guthrie  and  Man  Hospitals  in  Huntington  and 
Man,  West  Virginia,  respectively.  * 


The  Board  of  Education  in  Watertown  has  voted 
to  divide  the  work  of  a medical  assistant  to  Dr. 
Lewis  W.  Heizer,  school  doctor,  among  four  local 
physicians  for  the  duration,  as  proposed  by  the  Jef- 
ferson County  Medical  Society.  They  are:  Drs. 
Norman  L.  Hawkins,  Leonard  M.  Vincent,  Guido  J. 
Gianfranceschi,  and  L.  R.  Smith.  There  has  been  no 
aide  to  Dr.  Heizer  since  Dr.  Lawrence  F.  Withing- 
ton  entered  the  service.  * 

Kings  County 

A stated  meeting  of  the  county  society  and  the 
Academy  of  Medicine  of  Brooklyn  was  held  on  No- 
vember 16. 

The  following  scientific  program  was  given  : 
“Plastic  Surgery  for  the  Correction  of  Common 
Deformities,”  by  G.  Frank  Sammis,  M.D.,  F.A.C.S.. 
plastic  surgeon,  St.  John’s  Hospital,  Brooklyn,  and 
Queens  General  Hospital;  and  “Surgical  Treatment 
of  Deafness,”  by  Robert  T.  Moorhead,  M.D., 
F.A.C.S.,  chief  otolaryngologist,  Brooklyn,  Long 
Island  College  and  Beth  Moses  Hospitals. 

Col.  Samuel  Kopetzky,  (MC),  Medical  Director 
of  Selective  Service,  was  the  third  speaker  of  the 
evening. 
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The  title  of  the  Friday  Afternoon  Lecture  for 
November  19  was  “The  Direct  Practical  Applica- 
tion of  the  Fundamentals  of  Laboratory  Medicine 
as  Applied  to  General  Practice,  with  Particular 
Reference  to  Chemotherapy/’  by  Dr.  Theodore  J. 
Curphy,  of  Garden  City,  New  York. 

Livingston  County 

Dr.  Stanley  Lincoln,  physician  in  charge  of  the 
Tuberculosis  Hospital  at  Mt.  Morris,  spoke  to  the 
Rotary  Club  of  Dansville  on  October  12  on  the 
county’s  plan  to  reduce  tuberculosis  by  x-ray  ex- 
aminations of  industrial  workers.  The  chest  x-ray 
program  began  in  Livingston  County  on  October  18. 

Monroe  County 

“The  Doctor  in  Court”  was  the  subject  of  a dis- 
cussion by  representatives  of  the  legal  and  medical 
professions  at  the  Rochester  Academy  of  Medicine 
on  October  19.  The  program  was  under  the  auspices 
of  the  Medical  Society  of  the  County  of  Monroe. 

Representing  the  Rochester  Bar  Association  were 
Eugene  VanVoorhis,  Judge  H.  Douglass  Van  Duser, 
T.  Carl  Nixon,  George  J.  Skivington,  and  Paul  Fol- 
ger. 

The  medical  panel  was  composed  of  Dr.  Albert  C. 
Snell,  Dr.  Floyd  S.  Winslow,  Dr.  Ralph  R.  Fitch, 
Dr.  Leo  F.  Simpson,  and  Dr.  John  L.  Van  DeMark.* 


Dr.  George  H.  Whipple,  pathologist  and  dean  of 
the  University  of  Rochester  School  of  Medicine, 
received  an  honorary  degree  of  Doctor  of  Science  at 
Western  Reserve  University  Medical  School’s  cen- 
tennial celebration  in  Cleveland  on  October  27. 

In  one  of  the  principal  addresses  at  the  observance, 
the  Rochester  Nobel  Prize  winner  reported  on  stud- 
ies made  at  University  of  Rochester  Medical  School 
on  blood  plasma  proteins  in  connection  with  wounds, 
operative  shock,  and  malnutrition. 

Dr.  Whipple  is  one  of  seven  scientists  who  two 
years  ago  reported  on  experiments  indicating  that 
casein  could  be  used  as  a means  of  building  up  blood 
plasma  of  persons  weakened  by  wounds,  operative 
shock,  or  malnutrition.  It  was  his  early  experiments 
leading  to  a cure  of  pernicious  anemia  which  brought 
him  the  Nobel  Prize.  * 

Nassau  County 

Classes  for  mothers  and  expectant  mothers, 
sponsored  by  the  Village  Welfare  Society  of  Fort 
Washington,  in  cooperation  with  the  Nassau  County 
Department  of  Health  and  the  Nassau  County 
Medical  Society,  are  held  at  the  Village  Welfare 
House. 

The  classes  aim  to  teach  the  why’s  of  baby  care 
and  prenatal  care — why  diapers  are  carefully  laun- 
dered— why  the  mother-to-be  must  eat  certain  foods 
— why  baby  clothes  are  carefully  made — and  other 
important  subjects — and  to  build  up  the  mother’s 
confidence  in  herself  to  the  point  that  she  is  happier 
in  her  new  responsibility, 

Attendance  at  classes  may  begin  at  any  time. 
They  are  held  on  Monday  at  2:00  p.m.,  at  the  Vil- 
lage Welfare  House.  Plans  are  under  way  for 
special  classes  for  interested  fathers.* 


More  than  half  the  high  schools  in  Nassau  County 
cooperated  with  the  Nassau  County  Medical  So- 
ciety in  its  cancer  prevention  campaign  by  giving 
classroom  instruction  on  the  problem,  the  society 


announced  in  its  monthly  publication,  Nassau 

Medical  News* 


The  county  society  resumed  its  monthly  meetings 
in  November,  after  having  suspended  them  for 
several  months  because  of  the  gasoline  shortage.  * 


New  York  County 

The  monthly  meeting  of  the  Medical  Society  of 
the  County  of  New  York  was  held  Monday,  October 
25,  at  8 : 15  p.m.  at  the  New  York  Academy  of  Medi- 
cine. 

The  program  featured  two  addresses.  “The  Prac- 
tical Aspects  of  the  Diagnosis  and  Treatment  of 
Adrenal  Insufficiency”  was  the  title  of  an  address  by 
Dr.  George  W.  Thorn,  Hersey  Professor  of  the 
Theory  and  Practice  of  Physic,  Harvard  Univer- 
sity Medical  School,  and  ‘The  Recognition  and 
Treatment  of  Para-Thyroid  Disease,”  was  the  sub- 
ject of  a paper  read  by  Dr.  David  P.  Barr,  professor 
of  medicine,  Cornell  University,  Medical  College. 


For  the  first  time  in  the  history  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology,  at 
the  meeting  held  in  Chicago  on  OctoberlO,  a plastic 
group  won  the  First  Award  for  scientific  exhibits. 
The  winning  exhibit,  in  rhinoplasty,  was  presented 
by  Drs.  Samuel  Fomon,  Morris  S.  Bender,  Alfred 
Schattner,  and  Romeo  Luongo,  of  Philadelphia, 
under  the  auspices  of  the  American  Otolaryngologi- 
cal  Society  for  the  Advancement  of  Plastic  and  Re- 
constructive Surgery. 


Dr.  Cassius  H.  Watson,  for  twenty-eight  years 
medical  director  of  the  American  Telephone  and 
Telegraph  Company,  retired  on  October  1.  He  has 
been  succeeded  by  Dr.  Melville  H.  Manson,  for- 
merly medical  director  of  the  Bell  Telephone  Labo- 
ratories and  since  1942  medical  director  of  the  New 
York  Telephone  Company. 


Hunter  College  of  the  City  of  New  York  is  offering 
a training  course  for  parents  of  deaf  children,  teach- 
ers, social  workers,  nurses,  and  physicians.  Classes 
are  conducted  at  the  Lexington  School  for  the  Deaf, 
68th  Street  and  Lexington  Avenue,  bjr  the  staff  of 
the  Lexington  School  in  cooperation  with  the  Hunter 
College  Evening  and  Extension  Division. 

The  instructors  are  Miss  Mildred  A.  Groht,  prin- 
cipal of  the  Academic  Department,  and  Miss  Mary 
C.  New,  supervisory  teacher.  The  sessions,  which 
began  on  November  1,  will  be  fifteen  in  number. 
They  meet  on  Mondays,  from  1:50  to  2:40  p.m. 
Ten  sessions  will  emphasize  the  problems  of  deaf 
children  below  the  age  of  6,  and  five  will  emphasize 
the  problems  of  deaf  children  over  the  age  of  6. 

The  course  is  designed,  by  means  of  lectures  and 
demonstrations  with  pupils,  to  provide  parents  and 
others  interested  with  simple  technics  that  help  to 
meet  such  problems  as  eating,  sleeping,  and  other 
habits  of  young  deaf  children,  and  to  teach  simple 
methods  of  encouraging  the  use  and  development 
of  speech,  lip-reading,  and  language. 
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At  the  regular  meeting  of  the  Council  of  the 
American  Laryngological,  Rhinological,  and  Oto- 
logical  Society,  held  on  June  1 in  New  York  City, 
the  following  officers  were  elected  for  1943-1944: 
3 president,  Dr.  H.  Marshall  Taylor,  of  Jacksonville, 
: Florida;  and  vice-presidents,  Dr.  Westley  M. 

Hunt,  New  York  City,  Eastern  Section;  Dr. 
William  C.  Warren,  Jr.,  Atlanta,  Southern  Section; 
Dr.  Fred  W.  Dixon,  Cleveland,  Middle  Section; 
and  Dr.  Simon  Jesberg,  Los  Angeles,  Western 
Section.  Dr.  Theodore  E.  Walsh  was  appointed 
f assistant  editor  to  serve  during  the  absence  of  Dr. 

Lyman  Richards,  editor,  who  is  on  duty  with  the 
. Navy. 

Among  the  candidates  who  were  elected  to  active 
fellowship  in  the  Society  is  Dr.  Maxwell  D.  Ryan, 
l of  New  York  City.  Dr.  William  L.  Culbert,  also 
of  New  York  City,  was  elected  to  emeritus  fellow- 
ship. 

The  ninth  meeting  of  the  Nursing  and  Social 
Science  Service  Section,  under  the  auspices  of  the 
Tuberculosis  Sanatorium  Conference  of  Metropoli- 
tan New  York,  was  held  in  the  Einhorn  Auditorium 
at  Lenox  Hill  Hospital,  131  East  76th  Street,  New 
York  City,  on  Monday,  November  29,  at  8: 15  p.m. 


Long  opposed  to  publication  of  advertisements 
showing  racial  or  religious  discrimination,  the 
Journal  of  the  Medical  Society  of  the  County  of 
New  York  has  tightened  its  policy  to  exclude  any 
ad  which  mentions  a doctor’s  race,  creed,  or  color, 
Dr.  Alfred  M.  Heilman,  chairman  of  the  publica- 
tions committee,  said. 

“If  you  want  to  rent  an  office,  you  can’t  mention 
that  you’re  Christian,  Jew,  Mohammedan,  or  any- 
thing else,”  Dr.  Heilman  said.  “Although  we  for- 
merly refused  ads  which  discriminated  against  any 
race  or  religion,  we  did  allow  a doctor  to  describe 
himself  in  his  own  ad.  Now  all  he  can  say  is  he’s  a 
doctor  and  wants  an  office. 

The  Journal’s  action  was  in  conformity  with  a 
resolution  passed  by  the  County  Medical  Society 
last  spring,  censuring  the  American  Medical  Assn, 
for  allowing  discriminatory  advertisements  to  appear 
in  its  Journal.* 


The  Baruch  Committee  on  Physical  Medicine, 
organized  to  explore  the  possibilities  of  service  in 
the  field  of  physiotherapy,  has  voted  to  volunteer 
is  assistance  to  the  government  in  the  rehabilitation 
of  wounded  service  men. 

A motion  that  the  committee  “should  approach 
the  Surgeons  General  of  the  Army  and  Navy  and 
the  administrator  of  the  Veterans’  Administration  to 
ascertain  in  what  respect  this  committee  could  be  of 
assistance  in  the  development  of  war-time  physical 
rehabilitation”  was  adopted  yesterday  afternoon  at 
the  first  meeting  of  the  committee,  held  in  its  newly 
opened  headquarters  at  597  Madison  Avenue,  the 
same  building  in  which  Mr.  Baruch  has  his  New 
York  office. 

The  committee  was  organized  by  Bernard  M. 
Baruch  on  October  13,  with  a grant  of  $25,000,  to 
recommend  to  Mr.  Baruch  a plan  for  the  establish- 
ment of  an  institution  for  the  study  and  teaching 
of  physiotherapy,  a project  which  Mr.  Baruch  said 
he  hoped  to  support  “in  a very  large  way.”' 


Dr.  Ray  Lyman  Wilbur,  chancellor  of  Stanford 
University  and  former  president  of  the  American 
Medical  Association,  who  is  chairman  of  the  com- 
mittee, declined  to  say  at  this  early  date  what  direc- 
tion the  committee’s  study  would  take,  but  an  indi- 
cation of  the  subjects  to  be  considered  was  given  in 
the  division  yesterday  of  the  committee  into  a num- 
ber of  subcommittees.  The  subcommittees  and  their 
chairmen  are  as  follows : 

Occupational  therapy,  Dr.  Kristian  G.  Hansson, 
medical  director  of  the  Physical  Therapy  School  at 
the  Hospital  for  Special  Surgery,  321  East  Forty- 
second  Street;  infantile  paralysis,  Dr.  Wilbur; 
basic  research,  Dr.  W.  T.  Sangar,  president  of  the 
Medical  College  of  Virginia;  clinical  research,  Dr. 
John  Coulter,  medical  director  of  the  Physical  Ther- 
apy School,  Northwestern  University  Medical 
School;  teaching,  Dr.  Frank  Krusen,  medical 
director  of  the  Mayo  Clinic  department  and  School 
of  Physical  Therapy,  Rochester,  Minnesota;  re- 
habilitation, Capt.  Charles  F.  Behrens,  head  of  the 
x-ray  department  at  the  Naval  Medical  Center, 
Bethesda,  Maryland;  publicity,  Dr.  Wilbur;  pre- 
vention, Dr.  Hansson;  hydrology  (water  and  its 
uses),  Dr.  Carl  R.  Comstock,  of  Saratoga  Springs. 
New  York. 

Lt.  Col.  Benjamin  A.  Strickland,  Jr.,  of  the  Army 
Medical  Corps,  is  the  eighth  member  of  the  com- 
mittee. * 

Oneida  County 

Functions  of  the  cerebellum  were  discussed  by 
Capt.  J.  R.  Brown,  member  of  the  Mayo  Clinic  unit 
in  Rhoads  General  Hospital,  at  a meeting  of  the 
Utica  Academy  of  Medicine  on  October  21.  A din- 
ner preceded  the  meeting. 

Captain  Brown  correlated  the  experimental  work 
that  has  been  done  in  various  diseases  of  the  cere- 
bellum. The  function  of  that  part  of  the  brain, 
Captain  Brown  said,  is  to  coordinate  muscles  and 
to  maintain  bodily  equilibrium.  The  doctor  used 
slides  to  illustrate  his  talk. 

Dr.  Willliam  W.  Wright,  superintendent  of  Marcy 
State  Hospital,  was  unable  to  attend  but  sent  in 
a case  history  on  the  same  subject,  wrhich  was  read 
by  Dr.  Ross  Helmer,  who  presided.  Captain 
Brown’s  paper  was  discussed  by  Maj.  William  Lips- 
comb, neurological  surgeon  at  Rhoads.  Dr.  O.  J. 
McKendree  also  participated  in  the  discussion. 

A paper  on  surgical  treatment  of  growths  of  the 
nose  was  given  by  Dr.  H.  D.  Parkhurst.  Dr.  F. 
M.  Miller,  wTho  has  performed  a series  of  operations 
in  removing  the  growths  with  the  resultant  return 
of  the  nose  to  its  normal  shape,  discussed  the  opera- 
tive technic  and  presented  slides  of  recent  cases.  * 

Onondaga  County 

Medical  members  of  the  armed  forces  stationed 
near  Syracuse  were  invited  to  attend  a joint  meeting 
of  the  Onondaga  County  Medical  Society  wfith  the 
Syracuse  Academy  of  Medicine  on  October  19  at 
7:30  p.m.  at  the  Onondaga  Sanatorium.  Dinner 
preceded  the  meeting. 

Speakers  wrere  Dr.  Herman  O.  Mosenthal,  clinical 
professor  of  medicine,  Columbia  University,  who 
discussed  “Functional  Pathology,  Potassium  Thio- 
cyanate Therapy,  Kidney  and  Blood  Pressure,” 
and  Dr.  J.  William  Hinton,  associate  clinical  pro- 
fessor of  surgery,  Columbia  University,  wrho  spoke 
on  “The  Thoraco-Lumbar  Sympathectomy  in 
Essential  Hypertension.”* 
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The  following  quotation  is  from  a story  which  ap- 
peared in  the  Syracuse  Post  Standard  on  October  13: 

A direot  appeal  by  Mary  Vecchio,  16,  of  209  Nichols  Ave., 
1943  Eastwood  high  school  graduate,  to  President  Roose- 
velt, is  enabling  her  father,  Louis  Vecchio,  Eastwood  shoe- 
maker-inventor, to  complete  a diathermic  medical  device 
for  the  treatment  of  infantile  paralysis  and  numerous  other 
physical  conditions,  he  revealed  yesterday. 

Vecchio,  inventor  of  the  “fuminator,”  a chemical  apparatus 
for  washing  the  poisons  from  monoxide  gas  and  holder  of 
patents  on  a number  of  electrical  devices,  has  been  engaged 
continuously  in  experiments  on  what  he  calls  a “Therma 
Sino  Science”  machine,  for  nearly  a year  and  a half.  The 
name  is  subject  to  change,  he  added. 

In  addition  to  the  many  barriers  that  are  tossed  in  the  way 
of  genius,  Vecchio  came  smack  up  against  what  seemed  to  be 
an  unsurmountable  one  until  after  the  war.  Priorities  jumped 
up  to  block  his  progress  continuously. 

He  surmounted  some  of  them  and  work  continued  until  a 
point  was  reached  where  a certain  type  of  short  wave  radio 
tube  was  needed.  He  found  that  these  tubes,  used  almost 
exclusively  in  the  manufacturing  of  apparatus  for  the  medical 
rofession,  were  under  tight  control  of  the  war  department  and 
e was  unable  to  obtain  release  of  as  few  as  two  of  them,  his 
pleas  falling  on  deaf  ears. 

The  situation  seemed  hopeless  until  his  daughter,  Mary, 
declared  that  she  would  place  the  case  before  the  president. 
It  was  the  bold  persistence  of  youth. 

She  figured,  he  said,  that  nothing  could  be  lost  by  trying, 
and  try  she  did.  The  response  was  quick  and  thrilling.  The 
president  replied  that  her  father  would  be  able  to  continue 
with  his  experiments.  The  tubes  arrived  from  the  manu- 
facturer postpaid  and  the  bill  of  lading  stated  that  they  were 
complimentary  at  the  request  of  President  Roosevelt. 

This  brought  the  device  to  the  attention  of  scientists  and 
medical  men  in  the  war  department.  They  became  interested 
at  once  and  have  been  keeping  in  touch  with  progress,  with  the 
inventor’s  daughter  making  regular  reports  to  the  department 
and  the  president,  while  Vecchio  keeps  working  night  and  day 
in  his  “laboratory”  which  is  a little  room  back  of  his  “shoe 
hospital”  at  2707  James  St. 

There  is  still  another  piece  of  electrical  apparatus  needed 
to  finally  perfect  the  machine,  but  the  priority  has  been 
granted  and  it  is  just  a case  of  waiting  for  its  arrival.  Vecchio 
said  that  he  hopes  to  have  the  machine  in  the  hands  of  the 
war  department  within  the  next  six  weeks. 

Vecchio  is  giving  much  credit  to  the  final  development  of 
his  device  to  Howard  E.  Young,  Solvay  process  electrical 
engineer  and  expert  radio  technician,  who,  he  said,  has  been 
working  with  him  for  many  weeks,  often  far  into  the  night. 

Young,  he  said,  came  into  his  shop  for  a shoe  repair  job  and 
made  inquiries  about  the  fuminator.  Vecchio  said  that  in  the 
discussion  that  followed  he  became  impressed  with  Young’s 
knowledge  and  enlisted  his  engineering  skill  in  perfecting  the 
device,  details  of  which  he  said  he  will  make  known  when  it  is 
finally  completed  and  ready  for  war  department  tests. 

Manufacture  of  his  fuminator,  started  just  before  Pearl 
Harbor,  has  been  halted  for  civilian  use  until  after  the  war. 

The  “Sino  Therma  Science”  device  embodies  many  im- 
provements in  the  application  of  diathermy  treatment, 
Vecchio  said.  One  advantage  is  that  it  is  light  and  portable, 
weighing  only  I8V2  pounds. 


Ontario  County 

Dr.  J.  Wendell  Howard,  of  East  Bloomfield,  was 
elected  president  of  the  county  society  at  the  an- 
nual business  meeting  held  in  conjunction  with  the 
Society’s  visit  to  Sampson  Naval  Training  Station 
on  October  14.  Dr.  Howard  is  secretary  of  the 
Canandaigua  Medical  Society  and  a member  of 
F.  F.  Thompson  Hospital  medical  staff. 

Dr.  Leon  A.  Stetson,  of  Canandaigua,  was  named 
resident-elect  for  1944,  and  Dr.  D.  A.  Eiseline,  of 
hortsville,  was  elected  secretary  and  treasurer  for 
his  forty-seventh  consecutive  year. 

With  physicians  from  Monroe,  Seneca,  Yates, 
Wayne,  and  Steuben  counties,  the  Ontario  County 
group  visited  the  Naval  Training  Station  in  the 
afternoon,  more  than  300  physicians  responding  to 
the  invitation  to  visit  the  Station.  They  heard 
scientific  papers  by  members  of  the  Station’s  medical 
staff  and  made  a tour  of  the  Station  and  hospital. 

In  the  Ontario  County  unit’s  business  session 
Dr.  H.  J.  Knickerbocker,  of  Geneva,  was  named 
delegate  to  the  State  Society  with  Dr.  M.  D.  Dick- 
enson, also  of  Geneva,  as  alternate.  The  Board  of 


Censors  was  renamed,  as  follows:  Dr.  S.  A.  M un- 
ford, Clifton  Springs,  chairman;  Dr.  A.  McL. 
Stewart,  Naples;  and  Dr.  B.  C.  Hurlbutt,  Rushville. 
Dr.  John  W.  Karr  continues  as  editor  of  the  quar- 
terly bulletins  of  the  county  society.  Dr.  Howard 
began  his  new  duties  on  October  18.  * 


Orange  County 

Dr.  Irving  Weiner  is  the  physician  for  the 
Newburgh  Bears  for  the  1943  season.  Dr.  Weiner 
aided  the  Newburgh  Recreations  in  1942,  but  this 
will  be  the  first  time  that  he  will  have  had  complete 
charge  of  all  medical  cases  for  the  club.* 

Queens  County 

At  the  regular  stated  meeting  of  the  Medical 
Society  of  the  County  of  Queens,  which  was  held 
at  the  society’s  building,  on  Tuesday  evening, 
October  26,  Dr.  Morris  Fishbein,  editor  of  The 
Journal  of  the  American  Medical  Association,  spoke 
on  “Planning  for  Postwar  Medical  Services.” 
Dr.  John  P.  Peters,  professor  of  medicine  of  the 
Yale  University  School  of  Medicine,  had  for  his  sub- 
ject “Should  Medicine  Be  Merely  Derivative?” 

Dinner  was  served  at  the  Forest  Hills  Inn  pre- 
ceding the  meeting. 


The  November  5 meeting  of  the  county  society 
featured  an  address  by  Dr.  Max  A.  Goldzieher, 
chief  endocrinologist  at  Stuyvesant  Polyclinic 
Hospital  and  endocrinologist  at  Brooklyn  Women’s 
Hospital.  His  subject  was  “The  Use  of  Hormones 
as  Pharmaka.” 


Saratoga  County 

The  county  society  held  its  annual  meeting  at  the 
Wishing  Well  on  October  14. 

Dr.  Emerson  Kelly  addressed  the  society  on 
“The  History  of  Medicine.” 


A county  medical  plan  under  which  all  fees  in 
county  welfare  cases  will  be  set  at  a uniform  level 
has  been  approved  by  the  Saratoga  County  Board  of 
Supervisors.  Fees  paid  to  doctors,  nurses,  and  hos- 
pitals, and  ambulance,  drug  fees,  and  all  attendant 
fees  are  included  in  the  plan,  which  also  permits  sur- 
geons to  charge  a specified  fee  in  welfare  cases  for 
the  first  time. 

Under  discussion  for  the  past  year,  the  plan  has 
the  approval  of  the  county  medical  society.  The 
plan  will  be  administered  by  a doctor  recommended 
by  the  society.  In  tentative  operation  for  the  first 
year,  the  plan  does  not  provide  for  a salary  for  the 
director.  However,  if  the  plan  proves  successful 
and  is  adopted  permanently,  it  is  expected  that  a 
salary  will  be  provided. 

The  Board  of  Supervisors  is  awaiting  the  recom- 
mendation of  the  society  before  naming  the  director. 

A report  from  the  Public  Health  and  Welfare 
Commission,  filed  at  the  meeting,  stressed  the  need 
for  more  public  health  nurses  in  Saratoga  County. 
At  the  present,  the  county  employs  three  full-time 
nurses  and  one  nurse  for  tuberculosis  cases.  The 
commission  recommended  that  one  more  nurse  be 
provided,  and  stipulated  that  she  must  be  a resident 
of  the  county.  The  commission  also  recommended 
that  additional  nurses  be  obtained  after  the  war.  * 
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Schenectady  County 

The  regular  monthly  meeting  of  the  county  so- 
ciety was  held  on,  November  2 in  the  Ellis  Hospital 
library  in  Schenectady.  . 

The  scientific  subject  for  the  evening  was  “The 
Role  of  the  Medical  Management  of  Diseases  of  the 
Gallbladder,”  and  the  speaker  was  Dr.  Carl  H. 
Greene,  professor  of  Medicine  at  the  New  York 
Post-Graduate  Medical  School. 


Schoharie  County 

The  annual  meeting  of  the  Schoharie  County 
Medical  Association  was  conducted  on  October  12 
at  the  Cobleskill  High  School.  During  the  business 
session  all  officers  of  the  association  were  re-elected. 

Dr.  R.  G.  S.  Dougall,  of  Cobleskill,  is  president 
of  the  association;  Dr.  Le  R.  Becker,  of  Cobleskill, 
vice-president  and  acting  treasurer  during  the  ab- 
sence of  Dr.  Duncan  Best  of  Middleburg,  who  is  in 
military  service;  and  Dr.  Donald  Lyon,  of  Middle- 
burg, secretary.  Dr.  David  W.  Beard,  of  Cobles- 
kill, is  delegate  to  the  State  Medical  Society. 

Guest  speaker  at  the  meeting  was  Dr.  Peckham, 
of  Cooperstown.  His  topic  was  “Obstetrical  Anal- 
gesia.” Following  this  address  a movie  entitled 
“Comparative  Physiology  of  Labor”  was  shown. 


Seneca  County 

The  following  is  a list  of  officers  elected  for  1944 
by  the  Seneca  County  Medical  Society:  president, 
Dr.  Walter  M.  Pamphilon,  Willard  State  Hospital, 
Willard;  vice-president,  Dr.  Bruno  Riemer,  Romu- 
lus; censors:  Dr.  Robert  F.  Gibbs,  Seneca  Falls; 
Dr.  Edwin  P.  McWayne,  Fayette;  and  Dr.  Edward 
M.  Wellbery,  Waterloo;  delegate  to  State  Society 
Meeting,  Dr.  Roy  E.  Wallace,  Seneca  Falls;  al- 
ternate, Dr.  Frederick  W.  Lester,  Seneca  Falls; 
delegate  to  the  Seventh  District  Branch  Meeting, 
Dr.  Robert  F.  Gibbs,  Seneca  Falls;  alternate,  Dr. 
Arthur  F.  Baldwin,  Waterloo. 


Warren  County 

The  annual  meeting  of  the  Warren  County  Medi- 
cal Society  was  held  Thursday,  October  28,  at  which 
time  the  following  officers  for  the  ensuing  year  were 
elected:  president,  Dr.  Burke  Diefendorf,  Glens 
Falls;  vice-president,  Dr.  P.  H.  Huntington,  War- 
rensburg;  secretary-treasurer,  Dr.  Lester  Huested, 
Glens  Falls;  delegate  to  the  State  Society  (two 
years),  Dr.  Morris  Maslon,  Glens  Falls,  members  of 
the  Board  of  Censors:  Dr.  J.  B.  Shields,  Glens 
Falls;  Dr.  L.  J.  Butler,  Glens  Falls;  Dr.  John  M. 
Griffin,  Glens  Falls. 

Resolution  of  respect  to  the  memory  of  Dr.  David 
Hall,  recently  deceased  member  of  the  Warren 
County  Medical  Society,  was  adopted. — Morris 
Maslon,  M.D.,  Secretary 

Washington  County 

The  Washington  County  Medical  Society  held 
its  annual  meeting  on  October  12,  1943,  at  4: 00  p.m. 
It  wTas  held  at  the  Court  House  in  Hudson  Falls. 

The  scientific  program  consisted  of  three  lectures. 
At  the  afternoon  session  the  presidential  address, 
“Therapeutic  Uses  of  Plasma”  was  presented  by 
Dr.  George  M.  Casey  of  Hudson  Falls.  Following 
dinner  at  the  Carleton  Hotel,  Dr.  John  D.  Carroll, 
senior  ophthalmologist  and  otologist  at  Troy  and 
St.  Joseph’s  hospitals,  delivered  a lecture  entitled 


“Vertigo — Its  Significance  in  Diagnosis.”  Dr. 
Joseph  S.  Lawrence,  Executive  Officer  of  the  state 
society,  spoke  on  “Activities  of  the  State  Medical 
Society  in  Albany.” 

Election  of  officers  was  held  at  this  meeting.  The 
new  president  is  Dr.  Roy  E.  Borrowman  of  Fort 
Edward,  the  vice-president  is  Dr.  Zenas  V.  D.  Orton 
of  Salem,  Dr.  Denver  M.  Vickers  of  Cambridge  is 
secretary,  and  Dr.  Charles  A.  Prescott  of  Hudson 
Falls  is  treasurer, 

On  the  board  of  censors  are  Dr.  C.  H.  Holmes  of 
Cambridge,  Dr.  W.  S.  Bennett  of  Granville,  and 
Dr.  J.  L.  Byrnes  of  Hudson  Falls;  Dr.  D.  M.  Vick- 
ers is  the  delegate  to  the  State  Society. 

The  committees  for  1944  are  the  Committee  on 
Legislation,  of  which  Dr.  W.  A.  Leonard  is  chair- 
man; Committee  on  Public  Relations,  headed  by 
Dr.  M.  A.  Rogers;  Committee  on  Farm  Security, 
consisting  of  Dr.  B.  C.  Tillotson,  Dr.  I.  V.  Decker, 
and  Dr.  D.  F.  Macarthur;  and  the  War  Participa- 
tion Committee,  on  which  Dr.  E.  V.  Farrell,  Dr. 
Roy  E.  Borrowman,  and  Dr.  S.  J.  Pashley  are  serv- 
ing. 

Westchester  County 

The  146th  annual  meeting  of  the  county  society 
was  held  Tuesday,  November  16,  at  8:30  p.m.,  in 
the  New  York  Hospital,  Westchester  Division. 

A special  address  entitled  “The  Army  Travels 
Along  the  State  Road,”  was  given  by  Reginald  Fitz, 
M.D.,  of  Boston. 

The  annual  reports  of  officers  and  committees 
were  read  and  the  annual  election  of  officers  was  held. 
The  names  of  the  officers  will  be  published  in  a later 
issue. 


Dr.  Nicholas  J.  Colao,  of  Peekskill,  was  recently 
elected  president  of  the  Board  of  Education  of  the 
City  of  Peekskill. 


Dr.  Walter  Schoendorff,  of  Yonkers,  announces 
receipt  of  his  final  papers  as  a citizen  of  the  United 
States,  effective  September  1, 1943. 

Wyoming  County 

The  following  physicians  have  been  elected  to 
offices  in  the  Wyoming  County  Medical  Society: 
Dr.  G.  Stanley  Baker,  Castile,  president;  Dr. 
George  W.  Nairn,  Warsaw,  secretary;  Dr.  Luis  L. 
Klostermyer,  Warsaw,  Committee  on  Postgraduate 
Education;  Dr.  L.  Hayden  Humphrey,  Silver 
Springs,  Committee  on  Public  Health. 


Dr.  Charles  Stinson  has  begun  the  practice  of 
medicine  in  Perry.  He  is  maintaining  offices  in  the 
quarters  occupied  by  the  late  Dr.  J.  W.  Gallagher, 
whose  equipment  he  has  purchased.  * 


The  regular  fall  meeting  of  the  county  society  was 
held  at  the  Community  Hospital  in  Warsaw  on 
Wednesday,  October  13.  Special  recognition  for 
fifty  years  of  practice  was  given  Dr.  L.  E.  Stage  of 
Bliss.  Other  doctors  in  the  county  having  this  rec- 
ord are  Dr.  Mary  Greene,  of  Castile,  and  Dr.  W.  J. 
French,  of  Pike. 

Miss  Doris  Barber,  superintendent  of  nurses, 
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gave  a history  of  the  School  of  Nursing  which  was 
started  in  1939  and  has  enrolled  83  students. 

The  program  of  the  school  includes  clinical  ex- 
perience in  general  medical  nursing,  surgical  nursing, 
obstetric  nursing,  operating-room  technic,  and  prep- 
aration of  therapeutic  diets  is  given  in  the  home 


school.  In  addition,  students  have  three  affiiliations : 
(1)  pediatrics — Children’s  Hospital  of  Buffalo, 
three  months;  (2)  psychiatry — Brooklyn  State 
Hospital,  three  months,  (3)  tuberculosis  (acute 
communicable) — Mt.  Morris  Tuberculosis  Hospital, 
two  months.  * 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Frank  J.  Blodgett 

86 

Vermont 

October  30 

Manhattan 

Jesse  G.  M.  Bullowa 

64 

P.  & S.,  N.Y. 

November  9 

Manhattan 

Theodore  Burr 

82 

N.Y.  Univ. 

November  2 

Jamaica 

Edward  J.  Callahan 

51 

Albany 

November  8 

Saratoga  Springs 

William  M.  Chew 

39 

Virginia 

September  4 

Manhattan 

Morgan  J.  Cramer 

71 

Pennsylvania 

November  4 

Astoria 

William  W.  Grantier 

67 

Buffalo 

August  8 

Buffalo 

Bert  R.  Parsons 

71 

Eel.  Cincinnati 

November  4 

Cortland 

Simplicius  Righi 

73 

Bologna 

October  16 

Manhattan 

Florence  I.  Staunton 

74 

W.M.C.  Pa. 

October  16 

Peekskill 

BROOKLYN  SYNDROME 

“ ‘Brooklyn  syndrome”  is  the  name  jokingly  ap- 
plied by  Navy  physicians  to  a sort  of  chip-on-the- 
shoulder  defensiveness  of  men  from  crowded  dis- 
tricts of  some  of  our  larger  cities  as  well  as  from 
some  rural  regions  in  western  Pennsylvania. 

Although  a perfectly  harmless  social  pattern, 
this  characteristic  truculence  may  be  mistaken  in 
a hurried  induction  examination  for  psychopathic 
personality  and  may  even  result  in  the  rejection  of 
men  who  would  make  perfectly  good  soldiers. 

This  is  revealed  by  three  physicians  of  the  Psy- 
chiatric Unit,  U.S.  Naval  Training  Station  in 
Newport,  R.I.  {Journal  of  Psychology , July). 
They  are  Lt.  Comdrs.  C.  L.  Wittson,  H.  I.  Harris, 
and  W.  A.  Hunt. 

A re-examination  of  men  classified  as  4-F  for 
neuropsychiatric  reasons  is  urged  by  these  officers 
as  well  worth  the  time  and  effort  involved.  The 
very  brief  examination  which  rushed  wartime  con- 
ditions make  necessary  causes  mistakes  in  both 
directions — inducting  the  unfit  and  rejecting  those 
fit  for  military  service,  they  believe. 

The  Navy  is  now  receiving  most  of  their  recruits 
from  the  Army  induction  centers.  But  the  Navy 
gives  its  own  examination  to  the  men  before  assign- 
ing them  to  duty.  Of  the  first  1,622  inductees  re- 
ceived at  the  Newport  Training  Station,  5.8  per 
cent  were  discharged  as  unfit  for  duty,  the  Navy 
officers  report.  This  proportion  was  checked  by 
the  next  1,452.  Of  these,  5.65  per  cent  were  dis- 
charged. The  discharged  men  included  men  who 
had  been  in  the  hospital  for  mental  disease,  epilep- 
tics, feeble-minded,  and  illiterates. 

But  the  Navy  does  not  discharge  a man  on  the 
basis  of  this  re-examination.  First  they  send  them 
to  a hospital  for  observation.  The  observation 


period  shows  that  the  Navy  doctors  can  make  mis- 
takes in  a brief  examination,  too.  About  35  out 
of  each  hundred  men  admitted  to  wards  for  study 
are  finally  sent  out  to  duty. 

The  excitement  of  the  examination  may  cause  a 
dull  normal  man  to  appear  feeble-minded,  the  re- 
port warns. 

“For  many  of  them,  joining  the  Navy  is  the 
most  important  occasion  of  their  fives  to  date,  and 
this  examination  may  constitute  a situation  of 
greater  psychological  strain  than  anything  to  be 
later  encountered  in  service,”  the  report  explains. 

To  the  physician,  the  examination  is  an  old  story. 
He  examines  large  numbers  of  men  day  after  day. 
It  is  easy  for  him  to  forget  or  overlook  what  the 
examination  means  to  the  recruit. 

Fatigue  may  make  a man  seem  feeble-minded  or 
even  mentally  ill.  If  the  examination  comes  at  the 
end  of  a hard  day  followed  by  a sleepless  night,  that 
may  be  enough  tp  make  a man  act  queer.  And  the 
boy  who  is  very  homesick,  or  the  country  boy  in 
the  city  for  the  first  time,  may  present  a mis- 
leading picture  to  the  psychiatrist. 

Faking  the  symptoms  of  mental  illness  or  mental 
deficiency  is,  however,  very  rare,  the  officers  state. 
Physicians  are  much  more  likely  to  be  fooled  in  the 
opposite  direction.  Men  will  fie  about  having  been 
previously  treated  for  mental  illness,  and  they  will 
try  to  hide  important  facts  that  might  lead  to 
rejection.  And  yet  the  physician  must  depend,  in 
many  cases,  on  what  the  recruit  says.  It  is  very 
difficult  to  detect  cases  of  sleep-walking,  for  exam- 
ple, unless  the  man  speaks  truthfully  about  it. 
An  epileptic  is  hard  to  detect  unless  he  should 
conveniently  throw  a fit  during  the  examination.: — 
Science  News  Letter 
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. . .to  the  Two  Basic  Problems  of  Gastro-lntestinal  Dysfunction 
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Mental  Hygiene  News 

Annual  Meeting  of  National  Committee  for  Mental  Hygiene 


THE  National  Committee  for  Mental  Hygiene 
held  its  thirty-fourth  annual  meeting  at  the  Hotel 
Roosevelt,  New  York  City,  on  Thursday,  Novem- 
ber 11.  The  Committee’s  war  work  was  the  theme 
of  the  meeting. 

Dr.  Adolf  Meyer,  president  of  the  Committee, 
presided,  and  the  speakers  included  Dr.  Nolan  D.  C. 
Lewis,  professor  of  psychiatry,  Columbia  Univer- 
sity, and  director  of  the  New  York  State  Psychiatric 
Institute  and  Hospital,  on  “Perspectives  on  Mental 
Hygiene  Tomorrow”;  Harry  Pelham  Robbins, 


president  of  the  Board  of  Visitors  of  the  Central 
Islip  State  Hospital,  on  “Tribute  to  the  Founder, 
Clifford  W.  Beers”;  and  Dr.  George  S.  Stevenson, 
Medical  Director  of  the  National  Committee  for 
Mental  Hygiene,  on  “A  Year  of  Progress.” 

The  Committee  is  a voluntary  organization  of 
physicians  and  laymen  promoting  interest  and  ac-  I 
tion  throughout  the  United  States  for  the  preven- 
tion and  control  of  mental  illness  and  the  conserva- 
tion of  mental  health.  Its  activities  are  now  de- 
voted principally  to  aiding  the  war  effort. 


Protecting  Individual  and  Army,  Finding  Niche  for  Every  Citizen  Should  Be  Aims  of 

Selective  Service,  Dr.  Plant  Declares 


PROTECTION  of  the  individual  as  well  as  the 
Army  and  fitting  every  citizen  into  his  right 
niche  according  to  his  capabilities  should  be  the  aims 
of  Selective  Service,  Dr.  James  S.  Plant,  director  of 
the  Essex  County  Juvenile  Clinic,  Newark,  New 
Jersey,  declared  on  November  11  in  an  address  on 
“Today’s  Responsibilities  in  Mental  Hygiene,” 
at  the  thirty-fourth  annual  luncheon  of  the  Na- 
tional Committee  for  Mental  Hygiene  at  the  Hotel 
Roosevelt  in  New  York  City.  Dr.  Plant  deplored 
the  trend  toward  merely  rejecting  the  unfit  for  mili- 
tary service  instead  of  helping  men  to  find  out  what 
they  can  do  best.  He  said  the  work  being  done  by 
the  National  Committee  in  wartime  is  “magnifi- 
cent.” 

“We  are  busily  engaged  in  giving  help  to  Selective 
Service,  and  this  must  continue,”  he  continued. 
“From  a mental  hygiene  point  of  view  this  involves, 
of  course,  the  best  possible  protection  to  the  Army. 
But  it  also  involves,  as  I see  it,  the  best  possible  pro- 
tection to  the  individual.  This  we  are  in  great 
danger  of  not  giving. 

“There  has  been  a very  disturbing  trend  towards 
helping  the  Army  to  reject  the  unfit  rather  than 
towards  helping  individuals  to  find  out  what  they 
can  best  do.  Viewed  in  terms  of  the  interest  during 
the  ’30’s  in  identifying  the  professional  worker  with 
the  patient,  this  sudden  about-face  in  which  the 
professional  worker  identifies  himself  with  the  em- 
ployer seems  to  me  a very  questionable  sort  of  pro- 
cedure. 

“There  is  nothing  here  against  provision  for  the 
Army  of  the  best  material.  But  we  must  see  that 
specialization  over  the  last  fifty  years  has  tremend- 
ously weakened  each  individual’s  feeling  of  his 
worth-whileness  as  an  individual — and  that  in  all 
of  the  activities  of  the  Selective  Service  this  help- 
lessness of  the  individual  as  an  individual  has  been 
intensified.  It’s  been  grand — particularly  in  the 
field  of  social  work — to  see  the  eager  loyalty  with 
which  the  social  worker  has  hurried  to  the  help  of 
the  Army  in  combing  out  the  unfit.  Perhaps  here  we 
are  all  selling  our  birth-right  for  a mess  of  pottage. 
Perhaps  it  is  a prime  responsibility  of  today  that  we 
turn  our  faces  towards  the  selection  of  the  right 
niche  for  each  citizen  rather  than  that  we  only  help 
to  reject  him  if  he  does  not  meet  a certain  set  of  spe- 
cialized demands. 

“John  Steinbeck  has  said  ‘These  are  glorious 
months  for  wives.  Never  have  they  been  more 
beautiful,  more  worth  while.’  We  must  recognize 
that  where  people  live  apart  from  each  other  they 


are  allowed  to  build  ideal  pictures  of  each  other. 
One  sees  this  in  simple  fashion  in  the  problem  of 
marriage.  No  one  ever  married  a real  person,  but 
rather  what  he  thought  that  person  to  be.  Through 
the  first  years  of  marriage  there  is  the  problem  then 
of  tolerance — of  finding  that  we  are  living  with  a 
real  person  and  of  the  development  of  a feeling  that 
that  person  has  a right  to  be  that  real  person. 

“A  great  many  people  think  of  the  postwar  family 
problems  as  being  affected  by  what  one  would  call 
a ‘cooling’  of  the  affectional  ties.  This  is  not  so 
much  involved  as  is  the  problem  of  tolerance — that 
one  doesn’t  need  to  be  tolerant  of  others  when  he 
doesn’t  have  to  live  with  them.  There  is  the  need 
at  the  present  time  in  every  assisting  group  in  every 
camp  (and  in  every  assisting  group  in  each  com- 
munity) to  get  those  who  are  separated  from  those 
they  love  to  recognize  that  this  problem  of  tolerance 
is  one  of  the  great  and  inevitable  ones  to  follow  the 
war.  A good  deal  of  this  is  a matter  of  rather  cold 
and  objective  education.  People  can  see — as  the 
matter  is  brought  to  their  attention — that  there  will 
be  far  more  difficulty  in  actually  living  with  a man 
or  wife,  or  child  or  parent,  than  is  occasioned  at  the 
present  time  when  the  sharp  disruption  of  the 
family  allows  the  picture  of  the  absent  member  to 
remain  endowed  with  every  lovely  trait  that  one 
would  want  in  it. 

“I  am  as  interested  as  anyone  in  the  more  wide- 
spread problems  of  racial  and  national  tolerance,  but 
I doubt  that  we  can  do  much  there  until  we  have  met 
the  issues  in  each  person  and  in  each  family.  It  is 
for  this  reason  that  I think  of  this  matter  of  educa- 
tion as  one  of  the  most  pressing  of  our  present  re- 
sponsibilities. Each  person  can  be  so  satisfactory 
and  so  grand — until  we  have  to  live  with  him.  He 
can  continue  to  be  this  if  we  understand  the  extent 
to  which  we  have  been  forcing  upon  him  what  we 
would  want  him  to  be  instead  of  accepting  each  for 
what  he  is. 

“Without  going  into  the  intricacies  of  the  whole 
present  international  situation  it  must  be  evident 
that  we  are  seeing  on  a grand  scale  the  emotions  of 
fear  and  anxiety.  Psychiatry  has  never  understood 
too  well  these  two  different  emotions.  Today  we 
have  perhaps  in  stronger  relief  than  at  any  other 
time  whole  groups  who  are  dominated  by  fear  and 
other  whole  groups  who  are  dominated  by  anxiety. 
These  are  days  full  of  pressing  present  items  but  I 
would  still  think  it  a major  responsibility  that  we 
use  these  months  to  understand  the  relationship  of 
[Continued  on  page  2332] 
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these  two  most  devastating  of  emotions.  Obviously, 
anything  that  we  can  learn  in  this  field  would  be  of 
transcending  importance  in  the  whole  future  de- 
velopment of  psychiatry  and  in  fact  in  the  under- 
standing of  man’s  reactions  to  his  social  frustrations 
and  problems  for  many  generations  to  come. 

“In  war,  as  in  other  crises,  we  experience  an  orgy 
of  emotional  expression.  Whether  war  creates  or 
releases  these  outbursts  we  are  not  too  sure,  but  the 
psychiatric  research  of  the  last  generation  has  given 
us  considerable  faith  in  the  latter  view.  Can  we  not 
see  the  problems  of  these  months  within  a frame- 
work that  would  certainly  predict  further  wars  if 
the  peace  is  to  be  on  the  basis  of  the  bottling  up  of 
our  aggressive  tendencies — of  simply  trying  to  pre- 
tend that  they  do  not  exist? 

“It  is  very  much  the  responsibility  of  mental  hy- 
giene that  it  point  out  to  American  education  that 
there  must  be  knowledge  of  and  training  of  the  emo- 
tions as  well  as  of  the  intelligence.  One  admits 
that  there  may  be  economic  or  geographical  compo- 
nents to  the  causes  of  war — but  in  the  last  analysis 
these  all  come  back  to  the  interpretation  which  man 
puts  upon  them.  And  we  know  now  that  that  in- 
terpretation is  made  at  the  behest  of  the  emotional 
needs  rather  than  that  of  the  intellectual  attain- 
ments, of  persons.  This  is  no  plea  for  emotional  or- 
gies through  the  early  family  and  school  years.  It 
is  not  a denial  that  knowledge  is  power.  It  is  the 
claim  that  this  power  is  wielded  by  the  emotions — 
and  that  unless  in  our  early  training  we  can  help  the 
child  to  bring  to  the  surface  and  understand  his  fear 
and  anxiety,  his  aggression,  loyalty,  and  independ- 
ence as  we  help  him  to  understand  words  and  num- 
bers, we  move  to  other  wars  regardless  of  the 
smoothness  of  our  instruments  of  peace. 

“None  of  our  present  responsibilities  intrigues  one 
more  than  that  revolving  about  the  question  of  com- 
munication. The  major  part  of  communication  is 
carried  out  now  through  the  use  of  symbols.  These 
are  so  necessary  to  the  conveyance  of  thought  and 
emotion  that  we  would  like  to  forget  how  crystal- 
lized they  are — how  inflexible.  Thus  a large  part  of 
education  in  this  country  concerns  itself  with  the 
manipulation  of  symbols — very  little  with  the  un- 
derstanding of  the  relation  of  symbols  to  reality. 
Imagine  the  difficulties  of  the  coming  months  over 
the  word  ‘sovereignty.5  This  will  be  struggled  over 
endlessly — forced  into  this  new  combination  of 
other  symbols,  stretched  to  cover  that  new  formula, 
all  because  we  have  no  facile  way  of  putting  new  ex- 
periences, new  needs  and  desires  into  symbols. 
And  all  because,  for  new  situations,  we  feel  compelled 
to  use  symbols  which  were  crystallized  out  of  en- 

Dr.  Lewis  Says  Citizens  Should  Demand 

IT  IS  our  duty  as  citizens  to  demand  that  oppor- 
tunities for  attaining  and  maintaining  mental 
health  be  made  available  to  all,”  asserted  Dr.  Nolan 
D.  C.  Lewis,  Professor  of  Psychiatry  at  Columbia 
University  and  Director  of  the  New  York  State 
Psychiatric  Institute  and  Hospital,  at  the  thirty- 
fourth  annual  luncheon  of  the  National  Committee 
for  Mental  Hygiene  at  the  Hotel  Roosevelt  on 
November  11. 

“The  tribulations  and  controversies  which  fie 
ahead  of  those  living  in  1943  may  be  much  more  for- 
midable than  those  that  have  beset  the  world  in  the 
past  years,”  he  said.  “Those  who  are  now  young 
may  have  to  pay  heavily  for  the  results  of  a great 
mass  of  social,  political  and  economic  blundering, 


tirely  different  earlier  human  experiences  and  situa- 
tions. Can’t  we  go  today  to  the  primary  grades 
through  the  land  to  press  upon  them  that  clnldren 
must  learn  the  use  of  symbols  in  the  expression  of 
reality  experiences  before  they  turn  their  attention 
to  the  manipulation  of  those  symbols? 

“Everyone  who  knows  adolescents  has  caught 
their  eagerness  to  have  some  active  part  in  the  stir- 
ring events  that  compass  the  globe.  Yet  it  is  at 
least  my  own  experience  that  these  older  children 
have  never  shown  a more  marked  constriction  of  in- 
terests. From  a mental  hygiene  point  of  view  there 
is  a wide  difference  between  going  willingly  to  even 
the  supreme  sacrifice  because  that  is  what  everyone 
is  doing  and  doing  willingly  because  of  a cause  in 
which  one  feels  lost.  It  is  as  true  today  as  ever  that 
one  finds  himself  by  losing  himself.  But  is  this  what 
happens  when  one  seeks  an  experience  which  every- 
one else  is  having,  rather  than  that  he  gives  himself 
unreservedly  to  a loyalty?  For  those  who  are  work- 
ing in  the  field  of  morale  as  well  as  for  those  whose 
interest  is  the  future  mental  health  of  our  people 
there  must  come  poignantly  this  question  as  to 
whether  there  will  develop  a loyalty,  a cause,  a goal 
to  which  each  one  without  reservation  could  sur- 
render himself. 

“There  are,  finally,  those  deeper  implications  to 
the  mental  hygiene  problems  of  the  civilians  and 
soldiers  transferred  to  new  environments.  There  is 
today’s  task  of  meeting  loneliness,  the  sense  of 
strangeness,  of  insecurity  that  come  out  of  this  dis- 
location. But  back  of  that  is  the  weakening  of  the 
individual,  the  erosion  of  his  feeling  of  worth-while- 
ness and  of  being  a person.  We  are  going  through  a 
period — often  spoken  of  as  ‘temporary’ — in  which 
paternalistic  control  over  each  item  of  each  person’s 
life  is  growing  each  day.  It  is  part  of  mental  hy- 
giene’s responsibility  to  see  that  the  dislocations  in 
habits,  in  occupation,  in  residence — that  all  these 
demand  a continuance  of  precisely  that  which  we 
fight  to  defeat. 

“Thus  we  come  back  to  where  we  started — that 
perhaps  the  core  problem  is  that  of  the  integrity  and 
worth-whileness  of  each  individual.  And  our  core 
responsibility  is  that  we  see  each  of  our  tasks  in  that 
light.  In  the  readjustment  that  follows  the  war 
there  will  be  no  single  problem  greater  than  that  of 
the  reassembling  of  the  individual — analyzed  by  the 
special  and  technical  education  of  our  last  genera- 
tions, broken  into  parts  because  his  vocabulary 
(mode  of  communicating)  has  not  been  able  to  keep 
pace  with  the  rapidly  changing  conditions  of  his  life, 
tom  up  by  the  roots  through  the  vast  migrations  of 
these  last  few  months.” 

Opportunities  for  Mental  Health  for  All 

bickering,  and  refined  lying.  To  meet  the  prob- 
lems they  will  need  as  much  mental  equilibrium  as 
can  be  acquired.” 

Dr.  Lewis’  topic  was  “Perspectives  on  Mental 
Hygiene  of  Tomorrow.”  Among  his  recommenda- 
tions for  adequate  opportunities  for  mental  health 
were  adopting  procedures  successful  in  early  recog- 
nition and  control  of  tuberculosis;  distributing  in- 
formation to  the  public  about  mental  health  and 
emphasizing  prevention;  guiding  individuals  in  the 
choice  of  fife  work;  early  recognition  and  treatment 
of  emotional  conflicts  and  behavior  disorders  of 
children ; teaching  mental  hygiene  during  the  formal 
education  period  of  the  child  and  adult;  better 
[Continued  on  page  2334] 
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teaching  of  psychiatry  in  medical  schools;  an  in- 
crease in  the  number  of  practicing  psychiatrists; 
and  larger  funds  for  research  and  for  dissemination 
of  knowledge  already  gained,  with  state  and  federal 
governments  assuming  larger  responsibility  for 
research  and  education. 

“We  have  now  been  engaged  in  the  study  of  men- 
tal disorders  long  enough  to  make  it  apparent  to 
everyone  that  the  prevention  and  treatment  of 
these  disorders  are  not  simple  problems,”  said  the 
speaker.  “The  possible  causes  are  legion  and  the 
possible  combinations  of  these  in  individual  in- 
stances are  very  numerous. 

“During  the  past  fifty  years  various  schools  of 
thought  have  made  valuable  contributions  to  the 
study  of  personality  development  and  disorders. 
There  has  been  the  natural  tendency  for  most  of 
these  groups  to  stress  their  own  particular  philoso- 
phy and  methods  of  work,  and  to  pay  little,  if  any, 
attention  to  other  concepts,  but  one  can  rest  as- 
sured that  there  is  room  for  several  types  of  workers 
as  progress  in  this  field  will  include  the  synthesis  of 
many  disciplines  and  methods  in  the  study  of  the 
complex  of  human  behavior. 

“It  is  essential  for  man  to  have  the  ability  to 
manipulate  and  adapt  the  environment  as  well  as 
to  make  changes  in  himself,  as  he  must  live  in  so- 
ciety. It  is  equally  essential  that  society  be  so  con- 
structed as  to  afford  adequate  opportunities  for 
individuals  to  exist.  All  activities  of  the  individual 
and  of  social  processes  are,  in  the  last  analysis,  of  our 
cerebral  life,  and  too  many  of  them  are  pathological 
in  nature. 

“Society  surely  needs  some  method  of  selecting  its 
leaders  that  will  prevent  ambitious  moral  morons 
and  other  unqualified  individuals  from  acquiring 
positions  of  influence  and  power. 

“Of  course,  there  are  diseases  of  society  as  there 
are  disorders  of  bodily  organs  and  of  individuals, 
but  they  are  not  in  the  same  categories.  Even  psy- 
chiatrists have  fallen  into  the  error  of  attempting 
to  explain  the  disordered  trends  in  society  in  the 
same  terms  applied  to  the  psychopathological  be- 
havior of  individuals.  This  is  in  contrast  to  all  bio- 
logical principles  of  integration.  The  organization 
known  as  ‘society’  is  a different  structure  from  one 
of  its  units  known  as  the  ‘individual’  or  ‘person.’ 
We  make  rather  thin  analogies  in  applying  those 
concepts  and  terms,  that  have  developed  in  the 
study  of  pathology  of  the  person  to  social  pathology 
as  such.  For  example,  to  speak  of  ‘mob  delirium,’ 
‘national  paranoia/  and  ‘race  schizophrenia’  is 
probably  no  more  expressive  of  the  facts  than  to 
speak  of  ‘arthritis  of  the  emotions,’  ‘obesity  of 
thought,’  or  ‘nephritis  of  the  judgment.’  In  other 
words,  the  characteristics  of  a unit  are  not  those  of  a 
total  integration  pattern,  and  societies  are  huge  liv- 
ing organisms  with  unique  characteristics  of  their 
own. 

“Just  as  the  psychiatrist  dealing  with  patients 
must  have  some  knowledge  of  the  nervous  system 
and  other  organs  of  the  body  in  order  to  understand 
the  behavior  capacities  of  the  whole  individual,  so 
the  social  pathologist  should  have  a knowledge  of 
the  psychological  and  psychopathological  traits  and 
principles  at  work  in  individuals  as  units  in  order  to 
comprehend  the  whole  organism  called  ‘society.’ 

“Science  is  the  most  progressive  factor  in  culture, 
and  our  best  hope  of  bettering  conditions  on  this 
earth.  Research,  intelligence,  and  long  term  think- 
ing are  needed  now  as  never  before.  We  must  learn 
something  more  about  the  original  nature  of  man 


and  of  individuals.  Science  provides  a pattern  of 
thought  which  if  people  were  taught  to  follow  would 
eliminate  much  of  the  shortsightedness,  ignorance, 
and  questionable  values  which  are  now  a part  of  the 
structure  of  society. 

“The  human  race  has  not  yet  begun  to  realize  its 
vast  possibilities  and  we  must  support  our  monks 
of  science  who  represent  the  immortal  spirit  which 
refuses  to  perish. 

“Although  a great  deal  has  been  learned  about 
mental  disorders  during  the  past  fifty  years,  psy- 
chiatry is  young  as  a science  and  still  has  to  be  de- 
veloped as  a basic  science  to  take  its  rightful  place 
beside  the  disciplines  of  physiology,  pathology,  and 
biochemistry. 

“The  early  and  consistent  training  of  a person,  if 
he  is  to  be  considered  broadly  educated,  should  be 
planned  in  a way  to  give  him  an  understanding  of 
himself  and  of  the  world  about  him,  and  particu- 
larly of  his  relationship  to  that  world.  With  this  as 
a foundation  and  source  of  strength  individual  ad- 
vancement and  security  will  be  possible  as  the  per- 
son will  possess  the  ability  to  appreciate  values,  will 
be  prepared  to  meet  without  panic  and  without 
prejudice  various  problems  as  they  arise,  and  thus 
to  live  with  some  satisfaction  in  the  present  world. 
Moreover,  it  will  enable  him  to  grow  with  and  aid 
in  improving  a growing  world  and  changing  civiliza- 
tion. 

“We  must  remember  that  every  individual  pos- 
sesses many  capacities  that  remain  undeveloped  be- 
cause of  lack  of  suitable  stimuli  to  call  them  forth 

“It  was  intelligence  and  not  brute  force  that  en- 
abled primitive  man  to  overcome  the  great  beasts  of 
prey  and  other  forces  of  nature.  With  man’s 
steadily  increasing  control  over  the  forces  of  nature 
there  has  been  no  similar  gain  in  controlling  or  in- 
telligently directing  human  nature.  In  addition  to 
widespread  interpersonal  and  international  disturb- 
ances there  are  affecting  the  person  abnormal  fears, 
boredom,  worry,  indecision,  the  sense  of  inferiority 
and  oversensitivity  which  are  greater  ‘public  ene- 
mies’ than  the  gangsters  and  racketeers  that  are  be- 
ing so  eagerly  hunted  by  our  police  organizations. 

“There  are  some  signs  indicating  that  the  coming 
generation  is  going  to  suffer  from  these  ‘public 
enemies’  more  extensively  than  we  do  at  present. 
Even  now  our  failure  in  the  field  of  education  is  one 
of  the  main  reasons,  perhaps  the  only  important  one, 
why  those  in  need  of  help  run  to  the  quack,  the  char- 
latan, and  are  eager  to  sample  the  wares  offered  by 
the  latest  cult.” 

Dr.  Lewis  offered  the  following  recommendations 
to  the  psychiatrist: 

“Intensive  study  with  treatment  of  individual 
patients  is  the  first  duty  of  the  psychiatrist. 

“We  might  learn  a good  deal  and  accomplish  a 
lot  by  studying  and  adopting  some  of  the  procedures 
of  the  campaigns  which  have  been  so  successful  in 
the  early  recognition  and  control  of  tuberculosis. 

“What  knowledge  we  have  on  the  origin  and  na- 
ture of  mental  conditions  and  on  the  modes  of  attack 
and  prevention  should  be  disseminated  as  widely  as 
possible.  A great  responsibility  rests  on  practicing 
psychiatrists  for  opening  these  channels  of  preven- 
tion. 

“We  want  to  bring  into  action  as  many  young 
minds  as  possible;  fresh  minds  filled  with  curiosity 
and  not  yet  stunted  or  frozen  by  the  authority  of 
their  teachers  and  who  have  not  yet  learned  by 
experience  and  reverses  that  new  things  cannot  be 
accomplished. 

[Continued  on  page  2336] 
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“Some  means  must  be  devised  for  guiding  the  in- 
dividual in  the  selection  of  the  life  work  for  which  he 
is  best  adapted,  and  thus  prevent  susceptible  sub- 
jects from  entering  life  situations  that  would  even- 
tually prove  disastrous  to  their  psychological  bal- 
ance. 

“The  early  recognition  and  therapy  of  emotional 
conflicts  and  behavior  disorders  in  children  by  pedia- 
tricians alert  to  the  possibilities  should  accomplish  a 
great  deal  towards  averting  emotional  disturbances 
later  injife  and  thus  make  a major  contribution  to 
mental  health.  Both  the  child  and  the  grownup 
crave  and  need  security,  affection,  understanding, 
the  opportunity  for  achievement  and  a recognition 
of  their  talents  and  abilities. 

“The  propagation  of  knowledge  of  the  kind  that 
can  be  digested  mentally  by  the  public,  the  teaching 
of  mental  hygiene  all  through  the  formal  education 
period  of  the  child  and  adult,  the  better  teaching  of 
psychiatry  in  the  medical  schools,  and  the  produc- 
tion of  a larger  number  of  psychiatrists  are  most  ur- 
gent. It  is  said  that  we  have  a ratio  of  one  psychia- 
trist to  every  45,000  people  with  the  majority  of 
these  serving  in  hospitals  for  mental  disorders  and 
not  distributed  among  the  populace. 

“Basic  financial  support  in  the  form  of  grants  and 
subsidies  for  the  dissemination  of  knowledge  al- 
ready gained  and  for  the  advancement  of  research 
must  be  arranged  in  a systematic  way  if  anything  is 
to  be  done  on  a large  scale.  State  and  federal 
governments  have  definite  obligations  to  fulfill  in 


this  respect.  So  far  no  government  today  has  se- 
riously undertaken  to  organize  an  adequate  pro- 
gram of  education  and  research  aimed  at  the  reduc- 
tion of  psychological  ills  among  its  people. 

“In  a democracy  such  as  we  are  trying  to  pre- 
serve one  hears  the  emphasis  placed  on  the  enjoy- 
ment of  liberties,  rights  and  happiness,  all  of  which 
sentiment  is  very  fine,  but  there  must  be  also  du- 
ties, labors,  and  obligations  to  carry  out  in  the  de- 
velopment and  support  of  our  society,  that  massive 
organism  which  is  so  vulnerable  to  distortion  and 
disease. 

“Mental  hygiene  will  progress  and  become  effec- 
tive if  we  strive  to  enlarge  our  fund  of  research  data; 
insist  upon  accuracy  in  evaluating  the  facts  gained 
by  specialization  and  apply  the  techniques  derived 
from  these  various  sources  of  information.  Mental 
hygiene  will  thrive  as  a part  of  general  cultural 
growth. 

“Healthy  movements  are  already  on  the  way  in 
many  states  and  communities  where  the  objectives 
are  better  care  and  treatment  of  mental  patients 
through  the  improvement  of  hospital  facilities,  the 
utilization  of  the  capacities  of  the  mentally  defec- 
tive and  the  epileptic;  more  adequately  supervised 
child  guidance  clinics,  and  a frontal  attack  on  the 
complicated  problem  of  pathological  alcoholism. 
This  type  of  intensive  effort  should  lead  to  a con- 
siderable advancement  in  the  control  and  preven- 
tion of  mental  disorder,  but  only  if  it  receives  the 
concerted  support  of  the  medical  profession  and  the 
nonmedical  public.” 


ELECTRICAL  SKIN  TEST  FOR  NERVE  INJURIES 


A simple,  accurate,  and  practical  method  of 
mapping  the  areas  affected  by  nerve  injuries  is 
described  in  The  Journal  of  the  American  Medical 
Association  for  July  3 by  Curt  P.  Richter,  Ph.D., 
and  David  T.  Katz,  M.S.,  of  Baltimore. 

The  method,  which  has  been  described  before, 
employs  the  resistance  of  the  skin  to  electrical  cur- 
rents applied  by  means  of  a small  electrode.  By 
means  of  this  test  the  authors  mapped  the  affected 
areas  of  skin  in  10  patients  with  ulnar  lesions  (in- 
volvement of  one  of  the  nerves  of  the  forearm  and 
hand),  of  recent  and  long  standing,  which  were 
produced  by  accidental  cuts,  intentional  stabs, 
compression  from  fractures,  or  by  bomb  and  shell 
fragments. 


One  of  the  chief  advantages  of  this  method  is  that 
its  successful  use  does  not  depend  on  the  cooperation 
of  the  patient.  In  cases  of  suspected  malingering 
(pretended  injury)  the  electrical  skin-resistance 
method  supplies  a more  reliable  test  than  the  pa- 
tient’sown  report.  In  cases  of  severe  fractures  or 
other  injuries  which  may  involve  the  nerves,  the 
test  should  make  it  possible  to  find  out  at  once  the 
exact  place  and  extent  of  the  nerve  involvement. 

This  method  should  help  to  determine  the  success 
of  nerve  sutures  (sewing  nerve  ends  together)  and  to 
follow  the  progress  of  repair.  It  should  also  be 
possible  to  determine  which  procedures  speed  up 
nerve  regeneration  and  which  retard  it  by  the  use  of 
this  test. 


PROFESSION  OR  TRADE? 

The  medical  profession  deserves  the  grateful 
recognition  and  regard  of  all  other  callings  in 
modern  life.  It  has  always  insisted  that  the 
practice  of  medicine  is  a profession  and  not  a 
trade. 

Trade  is  occupation  for  livelihood;  profession  is 
occupation  for  the  service  of  the  world.  Trade  is 
occupation  for  joy  of  the  result;  profession  is 


occupation  for  joy  in  the  process.  Trade  is  occu- 
pation where  anybody  may  enter;  profession  is 
occupation  where  only  those  who  are  prepared 
may  enter.  Trade  makes  one  the  rival  of  every 
other  trader;  profession  makes  one  the  cooperator 
with  all  his  colleagues. — President  Faunce,  of  Brown 
University , in  an  address  to  the  Rhode  Island  Medical 
Society , 1905 
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Clinical  tests  showed  that 
when  smokers  changed  to 

Philip  Morris  Cigarettes, 

every  case  of  irritation  of 
the  nose  and  throat  due  to 
smoking  cleared  completely 
or  definitely  improved. 

Laryngoscope , Feb.  1 9JS,  Vol.  XLV,  No.  2 — 149-154, 

TO  THE  PHYSICIAN  WHO  SMOKES  A PIPE  : We  suggest  an  unusually  fine  new 
blend  — COUNTRY  DOCTOR  Pipe  Mixture.  Made  by  the  same  process  as  used  in  the 
manufacture  of  Philip  Morris  Cigarettes. 


Health  News 


Handling  of  Pathogenic  Cultures  and  Ex- 
perimental Use  of  Animals  Restricted 

ARTICLE  XXIII  of  the  Public  Health  Law  of 
New  York  State  requires  the  registration  of  all 
places  where  cultures  of  pathogenic  micro-organisms 
or  viruses,  other  than  vaccine  virus,  are  handled,  and 
specifies  conditions  under  which  such  cultures  may 
be  sold  or  distributed. 

Chapter  IV  of  the  New  York  State  Sanitary  Code 
contains  regulations  pertaining  to  the  use  of  living 
bacteria,  other  pathogenic  micro-organisms  or  vi- 
ruses (exclusive  of  vaccine  virus)  in  the  inoculation  of 
human  beings,  the  distribution  of  such  cultures,  and 
the  use,  sale,  or  manufacture  of  bacterial  rat  poi- 
sons. 

Persons  violating  these  requirements  of  the  Law 
and  Sanitary  Code  are  subject  to  severe  penalties. 
Such  legislation  was  enacted  as  a means  for  safe- 
guarding the  public  health  and  to  prevent  the  care- 
less handling  of  cultures  and  their  use  for  criminal 
purposes.  It  is  particularly  important  at  this  time 
that  anyone  contemplating  use  of  pathogenic  micro- 
organisms or  viruses  other  than  vaccine  virus 
should  familiarize  himself  with  the  conditions  under 
which  such  work  can  be  done. 

Should  any  proposed  experimentation  involve  the 
use  of  animals,  it  should  be  borne  in  mind  that  Sec- 
tion 185  of  Chapter  88  of  the  Penal  Law  has  been 
interpreted  to  restrict  the  use  of  animals  for  such 
purposes  to  work  done  under  the  auspices  of  “.  . . . 
the  faculty  of  some  regularly  incorporated  medical 
college  or  university  of  this  state.” 

Copies  of  the  items  in  the  Law  and  the  regulations 
in  the  Sanitary  Code  will  be  furnished  upon  request 
to  the  Division  of  Laboratories  and  Research,  New 
York  State  Department  of  Health,  Albany. — Health 
News 


State  Committee  of  Cancer  Society  Meets 

The  nineteenth  annual  meeting  of  the  New  York 
State  Committee  of  the  American  Society  for  the 
Control  of  Cancer,  Inc.,  was  held  at  the  Strong 
Memorial-Municipal  Hospital,  Rochester,  Tuesday, 
October  5,  1943,  under  the  chairmanship  of  Dr. 
Louis  C.  Kress. 

At  the  meeting  of  the  general  membership  the 
reports  of  the  treasurer,  the  executive  secretary, 
and  the  Commander  of  the  Women’s  Field  Army, 
were  read. 

The  executive  secretary  reported  the  five-  and 
ten-year  survivals  of  cancer  patients  from  the 
Rochester  hospitals.  There  are  now  179  patients 
on  the  ten-year  survival  fist.  Seventy-one  new 
five-year  survivals  were  reported,  bringing  the  total 
number  of  five-year  survivals  up  to  673. 

The  scientific  program  was  conducted  by  the 
director  of  the  Tumor  Clinic,  Dr.  Andrew  H.  Dowdy, 
associate  professor  of  radiology,  University  of 
Rochester  School  of  Medicine  and  Dentistry.  Dr. 
Karl  M.  Wilson,  professor  of  obstetrics  and  gyne- 
cology in  the  University  of  Rochester  School  of 
Medicine  and  Dentistry,  reported  5 cases  of  chori- 
onepithelioma  seen  in  the  Gynecological  Service 
since  the  opening  of  the  hospital  in  1926,  2 of  which 
have  reached  the  five-year  survival  point.  Dr. 
Clyde  A.  Heatly,  associate  professor  of  otorhino- 
laryngology and  bronchoscopy,  and  Dr.  Andrew 


H.  Dowdy  presented  8 patients  who  had  been 
treated  with  laryngo-fissure,  laryngectomy,  and 
irradiation  for  carcinoma  of  the  larynx. 

James  M.  Flynn,  M.D.,  Rochester;  Judson  B. 
Gilbert,  M.D.,  Schenectady;  Mary  F.  Laird,  R.N., 
Rochester;  John  F.  Lynch,  M.D.,  Elmira;  Herbert 
A.  Smith,  M.D.,  Buffalo;  and  Frederick  S.  WethereU, 
M.D.,  Syracuse,  were  elected  directors  to  serve 
three  years,  and  Arthur  F.  Holding,  M.D.,  Albany, 
was  elected  a director  to  fill  the  unexpired  term  of 
Marian  Craig  Potter,  M.D. 

At  the  meeting  of  the  board  of  directors  Mrs.  L. 
H.  Jacobs  was  elected  secretary,  Mr.  Stephen  E. 
Godden  was  elected  treasurer,  and  Dr.  John  M. 
Swan  was  elected  executive  secretary,  each  to  serve 
one  year. 

James  M.  Flynn,  M.D.,  William  I.  Dean,  M.D., 
and  Miss  Mary  F.  Laird,  R.N.,  were  elected  mem- 
bers of  the  executive  committee. 

State  Health  Officials  Study  Tropical 
Diseases 

Dr.  Robert  F.  Korns,  epidemiologist  on  the 
staff  of  the  Division  of  Communicable  Diseases  of 
the  New  York  State  Department  of  Health,  has 
been  granted  a leave  of  absence  for  special  study  and 
clinical  observation  of  the  tropical  diseases. 

As  a representative  of  the  Department,  Doctor 
Korns  will  take  a two  months’  course  in  tropical 
medieine  at  the  Army  Medical  School  in  Washing- 
ton, D.C.  He  will  then  travel  to  Honduras  and 
Guatemala,  Central  America,  as  a member  of  the 
faculty  of  Albany  Medical  College  under  a program 
sponsored  by  the  Association  of  American  Medical 
Colleges,  to  observe  various  types  of  tropical 
diseases. 


Dr.  Paul  A.  Lembcke,  district  health  officer  of 
the  area  comprising  Livingston,  Monroe,  and 
Wayne  Counties,  has  returned  from  a trip  to  Costa 
Rica  and  Guatemala,  where  he  was  sent  as  a member 
of  the  staff  of  the  University  of  Rochester  Medical 
School  to  obtain  clinical  experience  in  the  tropical 
diseases. 

Dr.  Albert  H.  Harris,  associate  bacteriologist 
at  the  Division  of  Laboratories  and  Research,  also 
attended  the  course  in  tropical  and  military  medicine 
given  at  the  Army  Medical  School  in  Washington. 

Instruction  of  physicians  and  public  health 
officials  in  this  country  in  the  recognition  and  treat- 
ment of  tropical  diseases  is  believed  to  be  advisable 
in  anticipation  of  the  importation  of  these  diseases 
through  the  medium  of  military  personnel  returning 
from  the  tropical  theaters  of  war. — Health  News 

Dr.  McGuinness  Decries  Physical  Unfitness 

Largely  because  of  carelessness  or  self-indulgence, 
only  52  per  cent  of  us  are  capable  of  hard  work, 
Dr.  Madge  C.  L.  McGuinness,  director  of  the  De- 
partment of  Physical  Therapy  at  Lenox  Hill  and 
Misericordia  Hospitals,  New  York  City,  told  the 
annual  convention  of  the  American  Congress  of 
Physical  Therapy  in  Chicago  on  September  9. 

“The  other  48  per  cent,  because  of  lack  of  exercise, 
machines,  malnutrition,  fatigue,  strain,  accidents, 
[Continued  on  page  2340] 
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IMPORTANT  NEW  ADS  TO 
PRACTICAL  VITAMIN  THERAPY 


NOTE  THE  POTENCY 

One  capsule  supplies  the  op- 
timal vitamin  supplementa- 
tion as  recommended  by  the 
Food  and  Nutrition  Board, 
National  Research  Council. 


Spies1  in  reporting  the  nutritional  re- 
habilitation of  one  hundred  selected  in- 
dustrial workers  states,  “.  . . we  have 


NIC 


>4:3401  Jun*  7.  IT4I. 


••J 


MJk 


NOTE  THE  NAME 

It’s  easy  to  prescribe  since 
there  is  no  trade  name  to  re- 
member. 

NOTE  THE  DOSAGE 

Only  one  capsule  daily, 

NOT  EXPENSIVE 

Most  druggists  will  fill  your 
prescription  at  same  cost  per 
capsule  whether  you  pre- 
scribe 10  capsules  or  100— 
generally  about  6 or  7 cents 
per  capsule. 

CHECK  WITH  THIS  CHART 


: Optimal  doily  allowance 
(adult)  at  recommended  by 
the  Food  and  Nutrition  loord 
of  the  national  Research 
Counfil.ee 

Supplied  in  ONE  SOUIM 
SPECIAL  VITAMIN  FOR. 
MUIA  CAPSULE. 

Minimum  doily  requirements 
U.  S.  Food  and  Drug  Ad- 
ministration. 

Not  yet  official. 

2340 


HEALTH  NEWS 


[N.  Y.  State  J.  M. 


[Continued  from  page  2338] 

self-drugging,  drink,  and  tobacco,  stumble  along  as 
best  we  may,”  she  said. 

She  deplored  the  habit  of  driving  children  to 
school  when  the  distance  was  short  enough  to  be 
walked,  and  she  advocated  outdoor  games  and 
gymnastics,  particularly  for  girls. 

Dr.  McGuinness  said  she  believed  we  might  be 
able  to  build  up  national  physical  fitness  at  a 
greatly  lessened  cost  in  our  crime  bill  if  we  could 
direct  children  in  the  paths  of  physical  and  mental 
education,  give  them  good  home  backgrounds,  good 
schools  with  good  lighting,  seats,  and  ventilation, 
and  release  them  from  strain,  worry,  and  fatigue. 

In  an  attack  on  what  she  termed  this  country’s 
too-complacent  attitude  toward  accidents  and 
disease,  she  pointed  out  that  there  were  10,000,000 
crippled  or  otherwise  handicapped  persons  among 
us  and  that  4,000,000  of  them  had  permanent 
physical  disabilities.  She  ascribed  the  high  in- 
cidence of  accident  and  disease  partly  to  the  fact 
that  many  persons  are  not  doing  the  kind  of  work 
for  which  they  are  fitted. 

“In  too  many  cases  we  are  round  pegs  in  square 
holes,”  she  said,  “a  state  that  leads  to  lowered 
resistance  and  invites  disease.  The  three  R’s  most 
important  for  us  to  learn  are  rest,  relaxation,  and 
recreation.” 

She  made  a plea  for  greater  effort  in  rehabilitating 
handicapped  workers,  with  State  aid  if  necessary, 
and  fitting  them  to  specific  types  of  work  suited 
to  their  abilities.  This  latter  measure  applies  to 
unhandicapped  as  well  as  handicapped  workers,  for 
Dr.  McGuinness  said  she  believed  that  unsuitability 
to  the  job  is  a cause  of  absenteeism  and  that  ab- 
senteeism is  nothing  more  than  the  fact  that  most 
workers  “can’t  take  it.” 

Queens  Group  Starts  Health  Service 

The  Queensboro  Tuberculosis  and  Health  As- 
sociation has  started  a library  health  packet  service 
to  help  libraries  fill  their  readers’  many  requests  for 
books  on  health  and  disease.  Packets  of  books  and 
pamphlets  will  be  sent  to  the  Queens  Borough 
Public  Library  and  its  forty-five  branches,  to  the 
Queens  College  Library,  and  to  nurses’  libraries  at 
Triboro,  Queens  General,  Flushing,  and  Mary  Im- 
maculate hospitals. 

Miss  Charlotte  E.  Murray,  circulation  librarian 
at  the  Queens  Borough  Public  Library,  recently 
reported  to  the  association  a rapidly  increasing 
public  consciousness  of  health  and  disease,  which  was 
reflected  in  requests  for  health  books  and  in  forma- 
tion in  libraries.  She  added:  “The  tremendous 
increase  in  requests  for  health  material  seems  to  be  a 
trend  brought  about  in  part  by  the  war,  with  its 
emphasis  on  physical  fitness  for  soldiers  and  civil- 
ians.” 

Notes  from  the  New  York  Tuberculosis 
and  Health  Association 

In  a new  publication,  Guide  to  Health  Services 
Available  to  the  Residents  of  the  Washington  Heights 
and  Riverside  Health  Districts  of  the  City  of  New 
York,  released  by  the  New  York  Tuberculosis  and 
Health  Association,  are  listed  for  the  first  time  the 
health,  hospital,  and  clinic  services  located  in  or 
serving  the  600,000  residents  of  the  Washington 
Heights  and  Riverside  Health  Districts. 

The  Guide  has  been  prepared  by  the  Washington 
Heights-Riverside  District  Health  Committee  in 


cooperation  with  the  Riverside  Civic  Council  in 
order  to  make  full  information  regarding  health 
resources  available  to  the  residents  of  these  districts.  ' 
It  is  intended  for  the  use  of  those  people  in  the  com- 
munity who  can  most  readily  make  the  information 
available  to  others. 

Included  in  the  Guide  are  lists  of  the  services  pro- 
vided in  the  Washington  Heights  and  Riverside  I 
Health  Districts  by  the  New  York  City  Department 
of  Health;  the  public  and  voluntary  hospitals  and 
special  clinic  services  available;  child  and  maternal 
health  services;  services  for  care  of  the  handicapped; 
nursing  services;  ambulance  services,  and  informa- 
tion and  educational  services.  A careful  description 
is  given  of  the  conditions  under  which  these  services  I 
are  available  to  citizens  and  noncitizens  and  to 
people  of  low  income  as  well  as  to  those  without 
resources.  Agencies  in  and  out  of  the  districts  are 
included  in  the  directory  if  they  serve  people  resid- 
ing in  the  Washington  Heights-Riverside  area. 

Dr.  Ernest  L.  Stebbins,  Commissioner  of  Health,  j 
in  the  Foreword  to  the  Guide  writes:  “The  Depart- 
ment of  Health  welcomes  this  guide  on  the  part  of  | 
the  Washington  Heights-Riverside  District  Health 
Conlmittee  and  the  Riverside  Civic  Council  as  one 
designed  to  aid  the  Department  in  its  efforts  to 
bring  to  all  the  people  health  education  for  the  J 
prevention  of  illness,  and  immediate  assistance  in 
the  prevention  of  illness  or  in  obtaining  prompt 
medical  care  in  time  of  need.  This  ‘guide  to  health 
services’  will,  I am  sure,  prove  to  be  a valuable  aid 
to  the  residents  of  the  districts  in  helping  them, 
newcomers  and  old-timers  alike,  to  meet  their 
health  needs.”  Health  Commissioner  Stebbins 
points  out  that:  “Those  who  are  able  to  do  so  will, 
of  course,  consult  their  private  physicians  and 
dentists.” 

A limited  number  of  free  copies  of  the  Guide  are 
available  at  the  offices  of  the  Washington  Heights- 
Riverside  District  Health  Committee,  600  West 
168th  Street.  This  committee  is  sponsored  and 
supported  by  the  New  York  Tuberculosis  and 
Health  Association  and  is  a district  committee  of 
Neighborhood  Health  Development,  Inc.  The 
Riverside  Civic  Council,  which  cooperated  in 
preparing  the  Guide,  is  the  regional  office  of  the  Wel- 
fare Council  of  New  York. 

Dr.  J.  Burns  Amberson,  president  of  the  New 
York  Tuberculosis  and  Health  Association,  an- 
nounces that  the  Association  has  expanded  its  re- 
habilitation service  for  the  guidance  of  recovered 
tuberculosis  patients  by  appointing  personnel  to 
carry  forward  the  program,  which  has  as  one  of  its 
objectives  the  salvaging  of  potential  manpower 
among  the  tuberculous  for  war  production. 

The  program,  according  to  Dr.  Amberson,  also 
includes  guidance  and  counsel  to  the  expatient  in 
order  that  he  may  find  a job  consistent  with  his 
ability  to  work,  and  the  promotional  aspect  of  re- 
habilitation. The  objectives  of  the  latter  are  to 
educate  medical,  lay,  and  employer  groups  with 
respect  to  the  employment  possibilities  of  former 
tuberculosis  patients,  the  establishment  of  educa- 
tional facilities  for  patients  still  in  hospitals,  and 
guidance  to  hospital  personnel  in  planning  or  ex- 
panding such  educational  facilities. 

Bernard  S.  Coleman,  secretary  of  the  Association’s 
Tuberculosis  Committee,  is  directing  the  program. 

He  will  be  assisted  by  Miss  Irma  C.  Minges,  as 
rehabilitation  secretary,  and  Mrs.  Ethel  Cooper- 
smith,  who  will  serve  as  rehabilitation  assistant. 

[Continued  on  page  2342] 
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l - AVITAMINOSES 


ABDEC*  Kapseals*  offer  physicians  a means  to 
provide  adequate  vitamin  supplementation  for 
patients  whose  diets  have  become  nutritionally 
incorrect— even  in  extreme  cases. 


The  essential  vitamins  in  proper  balance  are  con- 
tained in  ABDEC  Kapseals.  One  small  Kapseal  sup- 
plies recognized  daily  needs  of  an  average  adult. 
Two  Kapseals  daily  prevent  or  correct  definite 
deficiencies  in  patients  on  extremely  improper 
food  intakes. 


* Trade-Marks  Reg.  U.  S.  Patent  Off.. 


- 


DAVIS  & COMPANY 

DETROIT,  MICHIGAN 


Each  Abdec  Kapseal  contains: 
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Miss  Minges  was  formerly  with  the  National 
Tuberculosis  Association,  where  she  had  wide  ex- 
perience in  this  work.  Mrs.  Coopersmith  recently 
completed  an  externship  in  the  Psychology  Depart- 
ment of  the  Neurological  Institute.  Both  she  and 
Miss  Minges  had  previous  experience  in  the  fields  of 
education  and  private  industry. 


At  a meeting  yesterday  of  its  Committee  on 
Community  Dental  Health,  the  New  York  Tubercu- 
losis and  Health  Association  released  two  pamphlets 
which  have  been  written  especially  for  mothers, 
giving  information  for  the  care  of  their  own  and  their 
children’s  teeth. 

The  pamphlets  will  be  furnished  to  mothers  and 
others  interested,  and  to  physicians,  dentists,  nurses, 
and  social  workers  for  their  own  use  and  as  reading 
matter  in  their  offices  and  reception  rooms  for  their 
patients  to  study. 

The  pamphlets  were  prepared  in  cooperation  with 
the  Subcommittee  on  Dental  Education  of  the 
lower  West  Side  District  Health  Committee  of 
Neighborhood  Health  Development,  Inc.,  and 
Mothers’  Clubs  of  organizations  in  the  lower  West 
Side.  The  booklet,  Sound  Teeth — Information  for 
the  Expectant  Mother,  explains  the  need  for  dental 
care  during  pregnancy  and  gives  advice  on  proper 
care  and  diet  during  these  months. 

Sound  Teeth — The  Care  of  the  Teeth  in  Infancy 
and  Childhood,  the  second  pamphlet,  describes  the 
development  of  a child’s  teeth,  gives  advice  on  home 
care,  diet,  and  exercise,  and  explains  the  causes  of 
crooked  teeth.  The  three  essentials  for  dental 
health  listed  in  this  brochure  are:  a well-balanced 
diet,  regular  visits  to  the  dentist,  and  good  home 
care  with  proper  brushing. 


The  Directory  of  Tuberculosis  Clinics,  New  York 
City,  compiled  under  the  direction  of  Dr.  H.  McLeod 
Riggins,  chairman  of  the  Tuberculosis  Committee 
of  the  New  York  Tuberculosis  and  Health  Associa- 
tion and  Medical  Director  of  Triboro  Hospital  in 
Queens,  is  off  the  press. 

The  directory  provides  identifying  information 
on  the  twenty-six  officially  designated  district  clinics 
and  the  seventeen  nondistrict  clinics  which  serve  the 
five  boroughs  of  New  York  City.  It  includes  also 
maps  showing  the  boundaries  for  the  tuberculosis 
district  clinics  and  lists  the  branch  offices  of  the 
Department  of  Health  and  the  District  Health 
Centers,  with  identifying  information. 

Cancer  Institute  Director  Retires 

Retirement  of  Dr.  Carl  Voegtlin  as  director  of 
the  National  Cancer  Institute,  U.S.  Public  Health 
Service,  has  been  announced. 

Before  taking  over  as  director  of  the  National 
Cancer  Institute,  Dr.  Voegtlin  had  been  chief  of 
the  division  of  pharmacology  in  the  National  In- 
stitute of  Health.  He  came  to  that  division  of 
the  U.S.  Public  Health  Service  in  1913  from  Johns 
Hopkins  Medical  School,  where  he  had  been  asso- 
ciate professor  of  pharmacology. 

Born  in  Switzerland  and  educated  in  the  univer- 
sities of  Basel,  Munich,  Geneva,  and  Frieberg, 
Dr.  Voegtlin  has  had  a distinguished  career  and  has 
an  international  reputation  for  his  researches  in 
physiology,  pharmacology,  and  cancer. — Science 
News  Letter 


Foods  that  Disagree  with  Healthy  People 

The  question  of  digestive  disturbances  resulting 
from  food  is  of  interest  to  both  the  nutritionist  and 
the  physician  concerned  with  planning  either  nor- 
mal or  therapeutic  diets.  Food  prejudices  are 
common;  many  people  have  peculiar  ideas  about 
what  they  can  or  cannot  eat — ideas  which  may  or 
may  not  rest  upon  fact. 

In  1935  Alvarez  published  data  compiled  from 
interviews  with  500  patients  of  the  Mayo  Clinic 
in  which  he  had  collected  information  regarding  the 
foods  which  disagreed  with  them.  All  subjects 
had  come  to  the  clinic  for  medical  advice,  hence 
were  not  in  normal  health.  A surprisingly  long 
list  of  foods  appeared  to  cause  discomfort  in  one  way 
or  another.  However,  this  may  be  expected  when 
health  is  below  par. 

Hughes  [J.  Am.  Dieted.  Assn.  12:  314  (1936)] 
reported  the  findings  on  1,000  healthy  adults. 
Six  hundred  of  the  subjects  were  college  women 
with  an  average  age  of  20  years;  the  second  group 
consisted  of  200  men  and  200  women  from  30  to  65 
years  of  age.  All  were  in  “good”  or  “excellent” 
health.  The  type  and  extent  of  reactions  to  a large 
number  of  foods — belching,  nausea,  headache,  dis- 
tention, regurgitation,  vomiting,  pain,  and  urticaria 
— are  listed  in  tabular  form  for  the  two  age  groups. 
For  both  groups  raw  onion  proved  to  be  the  chief 
offender;  approximately  one-quarter  of  the  subjects 
reacted  to  this  food  with  four  or  more  symptoms. 
Radishes  and  cooked  cabbage  were  second,  affecting 
roughly  16  per  cent  of  the  group;  beans  were  third, 
producing  reactions  in  some  14  per  cent;  the  other 
foods  were  listed  as  distressing  less  than  10  per  cent 
of  the  subjects.  The  younger  group,  in  general, 
had  a somewhat  higher  reaction  percentage. 
Thirty-nine  per  cent  in  this  group  reported  distress 
from  a single  food,  and  in  the  older  age  group  44 
per  cent  were  upset  by  only  one  food.  It  was  inter- 
esting that  foods  which  frequently  cause  allergic 
reactions  such  as  chocolate,  pork,  sea  food,  and 
milk  were  near  the  bottom  of  the  list. 

There  was  a marked  difference  in  response  to 
raw  and  cooked  cabbage.  For  the  younger  group 
the  incidence  of  distress  following  the  eating  of 
cooked  cabbage  was  14.7  and  for  the  raw  cabbage 
3.7  per  cent.  The  opposite  effect  was  noticed  for 
raw  and  cooked  onions.  Raw  onions  produced 
disagreeable  reactions  in  one-fourth  of  the  indi- 
viduals, but  when  they  were  cooked  only  3 per  cent 
of  the  adults  and  9 per  cent  of  the  college  group  were 
affected.  The  differences  must  be  explainable  on 
a basis  of  the  chemical  reactions  which  occur  during 
cooking.  The  sulfur  compounds  in  uncooked  cab- 
bage are  apparently  less  irritating  than  the  decom- 
position products  formed  under  the  influence  of 
heat.  The  longer  cabbage  is  cooked  the  greater  the 
accumulation  of  irritating  products.  With  onions, 
however,  there  is  a loss  of  irritating  substances  upon 
cooking. 

Inasmuch  as  some  individuals  stated  that  the 
greatest  discomfort  arose  when  cabbage  was  much 
overcooked,  and  others  that  the  disturbing  symp- 
toms were  greater  when  the  cabbage  was  cooked  in 
a covered  kettle,  the  effect  of  cooking  seemed 
worthy  of  consideration.  This  was  the  subject  of 
second  report  by  Hughes  and  Campbell  [J.  Am. 
Dietet.  Assn.  15:  24  (1989)  ]. 

The  volatile  sulfur  compounds  are  found  in 
plants  as  glucosides  which  decompose  on.  boiling. 
Starting  vegetables  to  cook  in  cold  or  tepid  water 
permits  plant  enzymes  to  decompose  the  sulfur 
[Continued  on  page  2346] 
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SAFETY  UNDER  FOOT 

No  figures  are  available  on  the  number  of  injuries  due  to  improper  shoes, 
partly  because  many  of  the  injuries  sustained  from  falls  due  to  this  cause  are 
never  treated  by  physicians  and  many  that  are  receive  little  publicity. 

Few  doctors,  if  any,  have  never  treated  wrenched  and  sprained  ankles,  torn 
ligaments  and  fractures  that  have  partly  if  not  entirely  been  caused  by  badly 
constructed  or  ill-fitted  shoes.  As  in  all  safety  work,  prevention  is  preferred 
in  eliminating  such  hazards. 

One  step  to  prevention  is  the  prescription  of  more  suitable  footwear  and  proper 
fitting.  Pediforme  service  may  be  the  logical  prescription  in  most  cases. 

3 Pediforme 


A SHOE  FOR 
EVERY  MEMBER  OF 
THE  FAMILY. . . A SHOE 
FOR  EVERY  INDIVIDUAL 
REQUIREMENT. 


FOOTWEAR 


MANHATTAN,  36  West  36th  St.  NEW  ROCHELLE,  545  North  At*. 

BROOKLYN,  322  Livingston  St.  EAST  ORANGE,  29  Washington  PI. 
843  Flatbush  Ave. 

HEMPSTEAD,  L.  I.,  241  Fulton  Ave.  HACKENSACK,  299  Main  St. 


jjQSi  accurate  d&ia  <j  e 
and  minimum  (joAbUc  dutneAA. 

IN  IODIDE  ADMINISTRATION 


THE  OLD — messy,  inconvenient 
liquid  formula  fell  far  short  of 
providing  accurate  dosage  of 
Potassium  Iodide.  Droppers  dif- 
fered; drops  varied  with  size  of 
dropper  tip,  the  angle  at  which 
it  was  held,  and  the  specific  grav- 
ity or  viscosity  of  the  solution. 
Compare  this  guesswork  with... 


1 GRAM  POTASSIUM  IODIDE,  U.S.P 
{15.43  grains) 

Enteric  Coated  Tablets 
Supplied  in  bottles  of  100 
on  prescription  only 


THE  NEW — accurate,  control- 
lable and  less  obnoxious  admin- 
istration of  Enkide  tablets  when 
Iodide  is  indicated,  assures  less 
distress  for  patients  and  less  pos- 
sibility of  skipping  doses.  The 
enteric  coating  minimizes  gastric 
distress  and  eliminates  taste. 
Tablet  form  makes  the  dose  eas- 
ier and  more  convenient  to  take. 

Literature  and  samples  on  request. 


BREWER  & COMPANY,  INC.  Worcester 

Pharmaceutical  Chemists  Since  1852  Massachusetts 


For  Secondary  and  Nutritional  Anemia  . . . 

USE  ELIXIR  VITA-LIV-FERIN 

(Liver,  Iron  and  Vitamin  B Complex) 

Each  Fluidounce  Represents: 


Thiamine  Hydrochloride  (Bi) 8 mg. 

Nicotinic  Acid 25  mg. 

Iron  and  Manganese  Peptonized 30  gr. 

Fresh  Liver 3 oz. 

Representing: 

Riboflavin  (B2) 1,000  gamma 

Pyrodoxine  (B«) 230  gamma 

Pantothenic  Acid 2,200  gamma 

Filtrate  Factor q.s. 


This  Palatable  tonic  is  miscible  with  water, 
milk  or  fruit  juice.  It  does  not  nauseate 
or  disturb  the  gastric  region,  neither  does 
it  constipate  or  promote  diarrhea. 


Price:  $15.00  per  gallon  list 

2.10  per  pint  list 
1.15  per  yi  pint  list. 

MUTUAL  PHARMACAL  COMPANY,  INC. 

821  SOUTH  STATE  ST.  TELEPHONE  2-0616 
SYRACUSE,  NEW  YORK 


single-volume  office  record  book 
has  saved  precious  time  for  busy 
doctors.  It  was  designed  by  a 
practicing  physician — has  been 
perfected  by  usage — now  pro- 
vides an  ideal  bookkeeping  sys- 
tem for  pay-as-you-go  tax  reporting.  Ex- 
amine a copy  for  yourself,  or  write  for  fully 
^ explanatory  literature.  $6.00. 


----  COLWELL  PUBLISHING  CO. 
240  University  Ave.,  Champaign,  HI. 


WAR  TIME  SERVICE 

An  effective  method  of  handling  accounts  receivable 
in  these  days  of  help  shortages  for  the  practicing 
physician  and  those  in  the  armed  forces. 

Send  card.  Our  local  auditor  will  call. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

Herald  Tribune  Bldg.,  New  York,  N.  Y. 


BUY  WAR  BONDS  and  STAMPS 


INDEX  TO  ADVERTISED  PRODUCTS 

Biological  and  Pharmaceutical 


Auralgan  (Doho) 2266 

Belbarb  (Haskell) 2242 

Biotose  (Ciba) 3rd  Cover 

Camacton  (Cavendish) 2256 

Cepacol  (Merrell) 2249 

Ciba  (Ciba) 2259 

Clinitest  (Effervescent) 2331 

Cot-Tar  (Doak) 2348 

Creamalin  (Winthrop) 2335 

Digitalis  (Davies,  Rose) 2263 

Elixir  Bromaurate  (Gold  Pharmacal) 2347 

Elixir  Vita-Liv-Ferin  (Mutual) 2344 

Enkide  (Brewer) 2343 

Erythrol  Tetranitrate  (Merck) 2258 

Hexital  (Ortho) 2253 

Kapseals  (Parke,  Davis) 2341 

Lexo  (American  Lecithin) 2266 

Lipiodol  (Fougera) 2245 

Liver  Extracts  (Lederle) 2240 

Metamucil  (Searle) 2246-2247 

Multi-Beta  Liquid  (White  Labs.) 2257 

Nutri-Sal  (Ortho) 2265 

Ol-Vitum  (International  Vitamin  Corp.) . . 2nd  Cover 
Ortho  Gynol  (Ortho) 2350 

Paredrine-Sulfathiazole  Suspension  (Smith, 

Kline  & French  Labs.) 2254-2255 

Priodax  (Schering  Corp.) 2239 

Procaine  Hydrochloride  and  Epinephrine 
(Cheplin) 2264 

Salyrgan-Theophylline  (Winthrop) 2261 

Salysal  (Rare  Chemicals) 2267 

Sulfadiazine  (Lederle) 2250-2251 

Sulfathiazole  Gum  (White  Labs.) 2268 

Thantis  Lozenges  (Hynson,  Westcott  & Dun- 

r ning) 2244 

Thesodate  (Brewer) 2252 

Vi-Penta  Drops  (Hoffmann-La  Roche) 2243 

Vitamins  (E.  R.  Squibb) 2339 

Zemmer  Company 2349 

Zymenol  (Glidden) 2329 

Dietary  Foods 

Malted  Milk  (Horlick’s) 2262 

Ovaltine  (Wander) 2333 

Pabena  and  Pablum  (Mead  Johnson) ....  4th  Cover 

Medical  and  Surgical  Equipment 

Artificial  Limbs  (Hanger) 2348 

Orthopedic  Shoes  (Pediforme) 2343 

Supports  (Spencer) 2260 


Miscellaneous 


Books  (Colwell) 2344 

Cigarettes  (Camel) 2241 

Cigarettes  (Philip  Morris) 2337 
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nrf;  Sanitariums 

^^tg^ialized^  TVeatments^  ; 


NERVOUS  AND  MENTAL 

FOR  MILD  CASES  FOR  SEVERE  CASES 


MICHELL 

SANATORIUM 


Licensed  by  State  of  Illinois 


George  W.  Michell,  M.D.,  Medical  Director 


INFORMATION  ON  REQUEST 
106  North  Glen  Oak  Ave.  |^“g  Peoria,  Illinois 
CHICAGO  OFFICE: 

46  East  Ohio  Street  Phone  Delaware  6770 


LOUDEN-KNICKERBOCKER  HAIL.1"' 

81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL 

diseases. 

Full  information  furnished  upon  request 
JOHN  F.  LOUDEN  JAMES  F.  VAVASOUR,  M.D. 

President  Physician  in  Charge 

New  York  Gty  Office,  67  West  44th  St.,  Tel.  VAnderbilt  6-3732 


CHEMICAL  WHITENS  SKIN 

A new  chemical  that  turns  skin  of  any  color  white 
was  described  before  the  1943  annual  meeting  of  the 
Medical  Society  of  Pennsylvania. 

Dr.  Louis  C.  Schwartz,  medical  director  of  the 
United  States  Public  Health  Service,  said  that  the 
discovery  was  made  during  a study  of  a skin  disorder 
among  Negroes  employed  in  a leather  plant. 

The  hands  of  workers  wearing  gloves  treated  with 
monobenzyl  ether  of  hydroquinone,  intended  to 
prevent  deterioration  of  the  gloves,  became  white, 
Dr.  Schwartz  related. 

Later  experiments  on  the  skin  of  animals,  he  said, 
disclosed  that  the  change  lasted  from  six  months 
to  six  years. 


NEW  SYNTHETIC  FEMALE  SEX  HORMONE 
A new  synthetic  female  sex  hormone,  octofollin, 
is  effective  in  the  treatment  of  female  climacteric  of 
change  in  life,  and  appears  to  be  relatively  nontoxic 
in  contrast  to  diethylstilbestrol,  another  synthetic 
female  sex  hormone  which  has  been  in  use  lately, 
according  to  the  statements  in  two  reports  in  the 
Journal  of  the  American  Medical  Association  for 
October  2.  Alvin  Ray  Hufford,  M.D.,  Grand 
Rapids,  Michigan,  from  the  results  he  obtained  in 
treating  21  women,  says  octofollin,  when  admin- 
istered by  injection  into  a muscle,  was  effective  and 
nontoxic.  Harold  K.  Roberts,  M.D.,  Ellen  Loeffel, 
M.D.,  and  Cyril  M.  MacBryde,  M.D.,  St.  Louis, 
obtained  similar  results  in  44  women  treated. 


CHARLES  B.  TOWNS  HOSPITAL 

Serving  the  Medical  Profession  for  over  40  years 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

Definite  Treatment  • Fixed  Charges  • Minimum  Hospitalization 

293  Central  Park  West,  New  York Hospital  Literature  Telephone:  SChuyler  4-0770 


THE  MAPLES  INC.,  ROCKVILLE  CENTRE,  L.  I. 

A sanitarium  especially  for  invalids,  convalescents,  chronic  patients, 
post-operative,  special  diets,  and  body  building.  Six  acres  of  land- 
scaped lawns.  Five  buildings  (two  devoted  exclusively  to  private 
rooms).  Resident  Physician.  Rates  $18  to  $45  Weekly 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 
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‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical  — Reliable  — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL  — QUIET  — HOMELIKE 


Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.  D.,  Director 
FREDERICK  T.  SEWARD,  M.  D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.  D.,  Resident  Physician 


BRUNSWICK  HOME 


I A PRIVATE  SANITARIUM.  Convalescents,  postop- 
erative, aged  andinfirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  ner- 
vous and  backward  children.  Physicians'  treatments  rig- 
idly followed.  C.  L.  MARKHAM,  M.  D,,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y./  Tel:1700, 1, 2 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

" F.  H.  BARNES,  M.D.  Med.  Supt.  *Tel.  4-1143 


GLENMARY 

SANITARIUM 

For  individual  oase  and  treatment  of  seleoted  number  of 
Nervous  and  Mental  oases,  Epileptics,  and  Drug  or  Alcoholic 
addicts.  Strict  privacy  and  close  cooperation  with  patient’s 
physician  at  all  times.  Successful  for  over  50  years. 
ARTHUR  J.  CAPRON,  Physician-in-Charge 

OWEGO,  TIOGA  CO.,  N.  Y. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone  : Rye  550  Write  for  illustrated  booklet. 


WEST  HI  EE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 
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compounds  before  the  enzymes  are  destroyed  by 
heat.  It  also  prolongs  the  cooking  time.  Reten- 
tion of  volatile  acids,  by  covering  the  kettle,  favors 
the  decomposition  of  the  sulfur  compounds.  The 
strong  flavor  of  old  cabbage,  cauliflower,  and  turnips 
is  thought  to  be  due  to  the  setting  free  of  sulfur  com- 
pounds by  enzymatic  action. 

£Mn  this  second  experiment  20  healthy  subjects 
(20  to  25  years  of  age)  were  chosen.  All  were  known 
to  suffer  gastrointestinal  disturbances  when  cab- 
bage was  eaten,  but  none  had  manifest  symptoms 
of  allergy.  Cauliflower  and  cabbage,  both  raw  and 
cooked,  were  tested  under  various  conditions. 
The  vegetables  cooked  for  one  and  a half  hours 
were  the  worst  offenders,  next  was  the  raw  cauli- 
flower, then  the  coarsely  shredded  cabbage,  the 
vegetables  cooked  forty-five  minutes,  the  finely 
shredded  raw  cabbage,  and  least  disturbing  of  all 
were  the  vegetables  cooked  only  until  tender. 

Recently  Hughes  and  Harris  [J.  Am.  Dietet. 
Assn.  18:  815  (1942)]  studied  the  influence  of  the 
method  of  preparation  on  the  disturbing  effects 
of  onions.  Raw  onions  had  been  found  to  be  from 
three  to  seven  times  more  upsetting  than  cooked 
onions.  As  in  the  previous  study,  only  subjects 
known  to  suffer  discomfort  upon  eating  onions  were 
chosen.  Ninety-two  per  cent  reported  discomfort 
when  the  onions  were  eaten  raw,  87  per  cent  when 
they  were  vinegar-soaked,  67  per  cent  reacted  to 
those  cooked  in  a closed  kettle,  but  only  42  per  cent 
when  the  kettle  was  left  uncovered  even  though 
the  cooking  time  was  the  same.  The  best  method 
was  found  to  be  that  of  cooking  only  until  tender. 
With  this  method  80  per  cent  could  tolerate  the 
onions  without  ill  effect.  Gas  and  belching  were  the 
most  generally  reported  symptoms. 

These  findings,  coupled  with  studies  on  the  effect 
of  cooking  on  the  nutritive  value,  indicate  the  im- 
portance of  the  time  factor  in  food  preparation  and 
the  need  for  intelligent  choice  of  method  for  the 
preparation  of  specific  foods.  In  the  program  of 
national  food  economy,  as  well  as  that  limited  to 
the  home,  preparation  of  food  assumes  a place  of 
greater  importance  than  has  been  generally  con- 
ceded to  it. — Nutrition  Reviews 

Kenny  Institute  in  Minneapolis 

Mayor  Marvin  L.  Kline,  of  Minneapolis,  has 
announced  the  creation  of  the  Elizabeth  Kenny  In- 
stitute, Inc.,  to  carry  on  the  work  of  the  Australian 
nurse  in  infantile  paralysis  with  the  assistance  of 
private  benefactors. 

The  institute  will  have  a board  of  directors  of 
ten,  one  of  whom,  the  Mayor  said,  will  be  Rosalind 
Russell,  the  film  star. 

Positive  Health  vs.  Tuberculosis 

Tuberculosis  work  has  consistently  stressed  the 
major  importance  of  positive  health,  of  being  more 
physically  fit  than  the  immediate  demands  of  your 
life  seem  to  require.  This  we  may  well  call  the  mar- 
gin of  safety  in  living.  Dr.  Edward  L.  Trudeau  was 
not  quite  wise  in  advocating  too  early  exercise  for 
his  patients,  but  he  was  basically  sound  in  his  faith 
in  the  health-giving  power  of  the  outdoor  life. 

In  its  advocacy  of  personal  hygiene,  of  physical 
fitness  as  a worthy  objective  per  se,  the  tuberculosis 
control  movement  has  led  the  field.  It  has  the  posi- 
tion of  spike  horse  on  the  public  health  team  and 
has  trampled  a path  for  the  others  to  follow. 
Kendall  Emerson,  M.D. 

[ Continued  on  page  2348] 
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The  New  York  Polyclinic 

MEDICAL  SCHOOL  AND  HOSPITAL  (Organized  1881) 


(The  Pioneer  Post-Graduate 
Medical  Institution  in  America) 

Proctology,  Gastro-Enterology 

and  ALLIED  SUBJECTS 


For  the  GENERAL  SURGEON 


A combined  surgical  course  comprising  general  surgery,  traumatic 
surgery,  abdominal  surgery,  gastro-enterology,  proctology,  gyneco- 
logical surgery,  urological  surgery.  Attendance  at  lectures,  witnessing 
operations,  examination  o(  patients  pre-operatively  and  post- 
operatively  and  lollow-up  in  the  wards  post-operaiively.  Pathol- 
ogy, roentgenology,  physical  therapy.  Cadaver  demonstrations  in 
surgical  anatomy,  thoracic  surgery,  regional  anesthesia.  Operative 
surgery  and  operative  gynecology  on  the  cadaver. 


For  information  address  MEDICAL  EXECUTIVE  OFFICER:  345  West  50th  St.,  NEW  YORK  CITY 


PINEWOOD 

Route  100  Westchester  County,  Katonah,  New  York 

Licensed  by  the  Department  of  Mental  Hygiene. 

In  addition  to  the  usual  forms  of  treatment  (occupational 
therapy,  physiotherapy,  outdoor  exercise,  etc.)  we  specialize 
in  more  specific  techniques.  All  forms  of  shock  therapy. 
Psychological  and  physiological  studies.  Psychoanalytic 
approach.  Group  psychotherapy. 

DR.  JOSEPH  EPSTEIN  ) Physicians  in  Charge 
DR.  LOUIS  WENDER  f Tel.  Katonah  775 

Dr.  Max  Friedemann,  Asst.  Physician 

N.  Y.  Office:  59  East  79th  St.  Tel.  Butterfield  8-0580 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
inititutional  atmosphere.  Treatment  modern,  scientific, 
individual  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  PbjticUn-in-Q>arg*. 


ELECTRONICS  IN 

Experiments  in  electronics  are  suggesting  a future 
world  that  will  one  day  make  our  own  remarkable 
era  seem  archaic  in  comparison.  This  miraculous 
power  will  not  just  revolutionize  standards  of  living, 
but  will  surely,  as  well,  improve  the  health  of  those 
that  populate  the  world. 

When  the  human  machine  does  break  down,  doc- 
tors will  have  greater  scientific  power  available  for 
therapeutic  purposes.  And  deservedly  so,  for  the 
people  of  the  future  will  owe  the  miraculous  powers 
of  electrons  to  the  x-ray  tube  of  today’s  medicine, 
the  medium  through  which  Sir  J.  J.  Thomson  dis- 
covered the  nature  of  electricity  and  the  particles 
now  called  “electrons.” 

Long  before  our  engineers  began  to  think  along 
terms  of  electronics,  Prof.  Philip  Lenard,  Nobel 
Prize  winner,  decided  to  study  electrons  directly. 
Taking  a vacuum  tube,  he  made  a window  in  it  and 
provided  it  with  a pane  of  metal  foil  so  thin  that 
the  electrons  would  slip  through  like  water  through  a 
sieve.  When  the  current  was  turned  on,  a purplish 
glow  appeared  outside  the  window,  which  meant 
that  electrons  were  escaping  and  bombarding  the  air. 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devotea  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


FUTURE  MEDICINE 

Dr.  W.  D.  Coolidge  tried  this  experiment  on  a 
larger  scale  at  the  General  Electric  Laboratories  in 
Schenectady  and  found  that  electrons  driven 
through  the  window  with  the  help  of  250,000  volts 
killed  cultures  of  germs  instantly.  The  electrons 
also  reduced  acetylene  gas  to  a solid  insoluble  yellow 
dust  that  burned  brightly  when  ignited.  Apples, 
too,  turned  brown  from  a bombardment  of  electrons 
and  flies  were  killed  by  them. 

Further  experiments  by  Dr.  Arno  Brasch,  in  col- 
laboration with  Dr.  Wolfgang  Huber,  a chemist,  re- 
vealed entirely  new  possibilities  in  sterilization,  food 
preservation,  and  industrial  chemistry.  These 
experiments  by  Dr.  Brasch  and  his  medical  associ- 
ates have  shown  that  high-speed  electrons  will  prove 
to  be  superior  to  x-rays  and  radium  in  the  treatment 
of  tumors  and  skin  diseases.  X-rays  always  provide 
the  danger  of  damage  to  surrounding  healthy  tissues 
because  it  cannot  be  focused  exactly.  Electrons, 
however,  can  be  controlled  both  in  direction  and 
depth. 

[Continued  on  page  2349] 


IN  WHOOPING  COUGH 


ELIXIR  BROMAURATE  OF  UNIQUE  MERIT 

Cuts  short  the  period  of  the  illness,  relieves  the  distressing  cough  and  gives  the  child  rest  and  sleep.  Also  valuable  in  other 
PERSISTENT  COUGHS  and  in  BRONCHITIS  and  BRONCHIAL  ASTHMA.  In  four-ounce  original  bottles.  A teaspoonful 
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J.E. 

HANGER 


Inventors  and  Manufacturers 

ENGLISH  WILLOW 

and 

DURAL  LIGHT  METAL 

ARTIFICIAL  LIMBS 

Automatic  knee  lock  available 
for  above  knee  amputation. 

Expert  fitting — Superior  design 
QualUy  construction 

104  FIFTH  AVE. 

NEW  YORK  CITY  11 

And  »tb*r  Cities. 

Write  for  Literature 


COT-TAR 

PIX-LITHANTHRACIS  5% 


ot  . , 1 Vt«ta' 

Molds  „ unto'"4 
» Cause*  uo 

ttoti-  ror  samP* 

please  tortteJ  w-i 


1 


DOAK  CO..INC 

CLEVELAND,  OHIO 
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Early  Diagnosis  of  Tuberculosis 

In  spite  of  the  steady  improvement  in  diagnostic 
technics  and  facilities  during  the  past  twenty  years, 
little  substantial  progress  has  been  made  in  finding 
cases  of  early  tuberculosis.  The  reasons  for  this 
failure  are  too  well  known  to  call  for  discussion 
here.  Briefly  they  can  be  reduced  to  two  facts: 
(1)  early  tuberculosis  rarely  gives  rise  to  symptoms, 
and  (2)  apparently  well  people  seldom  consult  a 
doctor. — Henry  D.  Chadwick,  M.D.,  and  Alton 
S.  Pope,  M.D.,  in  The  Modern  Attack  on  T.  B. 

Asphyxiated  Tuberculosis  Vaccine 

The  tubercle  bacillus  survives  a temperature  as 
low  as  that  of  liquid  helium  as  well  as  freezing  up  to 
two  hundred  times  with  liquid  nitrogen.  In  this 
remarkable  resistance  to  cold  the  bacillus  differs 
from  mammalian  cells  and  tissues,  the  activities  of 
which  are  retarded  in  temperatures  near  the  freezing 
point  but  which  in  general  do  not  survive  actual 
freezing.  The  prolonged  survival  of  the  bacillus 
when  frozen  may  be  explained  by  dormancy  on 
the  part  of  its  enzymes  under  low  temperature. 

Tall,  Thin  Teen-age  Youths  Have  Highest 
Caries  Rate 

Tall,  thin  teen-age  youth  suffers  the  highest  rate 
of  tooth  decay  of  all  groups  of  persons  in  America. 
This  fact  has  been  revealed  by  a two-year  research 
study  of  more  than  1,000  children  just  reported  to 
the  American  Dental  Association  by  Dr.  Maury 
Massler,  director  of  the  Child  Research  Clinic  of 
the  University  of  Illinois  College  of  Dentistry. 

He  discovered  that  92  per  cent  of  all  rampant 
caries,  the  most  extreme  form  of  tooth  decay, 
occurred  in  the  tall,  thin  boys  and  girls  undergoing 
their  most  rapid  spurt  of  growth.  And  the  rate  of 
growth  and  the  rate  of  caries  was  found  to  be  in 
direct  proportion. 

“Of  all  teeth  lost  because  of  caries  between  the 
ages  of  10  and  35,”  Dr.  Massler  declares,  “87  per 
cent  were  lost  because  of  caries  occurring  during 
the  teen-age.” 

Pointing  out  the  need  for  better  dental  care  to 
reduce  the  number  of  rejections  for  this  cause  by  the 
armed  forces,  Dr.  Massler  reports  that  “The  young 
adult  selectees  first  brought  up  for  service  in  the 
Army  and  Navy  showed  strikingly  the  ravages  of 
teen-age  caries  neglect.  If  these  boys  had  had  high 
school  dentistry  we  would  not  have  had  20  per  cent 
of  our  rejections  on  the  basis  of  dental  troubles.” 

Dr.  Massler  conducted  his  research  in  collabora- 
tion with  the  Council  of  the  Child  Research  Clinic. 
The  youths  studied  represented  unselected  groups 
entering  the  University  of  Illinois  dental  clinic  and 
hospital  and  unselected  groups  in  the  pediatric  ward. 
— Science  News  Letter 

Susceptibility  to  Dental  Caries 

The  causes  of  dental  caries  remain  obscure.  In 
a recent  study  of  this  subject,  Gore  concludes  that 
the  food  impaction  theory  of  Miller  fails  to  explain 
individual  susceptibility  to  caries  and  the  mecha- 
nism by  which  the  various  types  of  decalcification 
of  the  enamel  are  produced.  The  chemical  changes 
in  the  saliva  following  changes  in  diet  seem  to  Gore 
to  offer  a more  likely  explanation.  Salivary  cur- 
rents and  the  physical  characteristics  of  the  spon- 
taneously precipitated  mucin  in  the  stagnant  saliva. 
Gore  says,  play  an  important  part  in  localizing  to 
specific  areas  of  the  enamel  the  acid  formed  by 
hydrolysis  and  fermentation  of  the  carbohydrate 
radical  in  mucin. — J.A.M.A. 
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— CAPABLE  ASSISTANTS— | 

Call  our  free  placement  service.  Paine  Hall  graduates 
have  character,  intelligence,  personality  and  thorough 
training  for  office  or  laboratory  work.  Let  us  help  you 
find  exactly  the  right  assistant.  Address : 

101  W.  31st  St.,  New  York 

BRyant  9-2831 
Licensed  N.  Y.  State 


[Continued  from  page  2347] 

Tests  to  prove  this  were  made  in  Germany  in  1934, 
through  killing  fruit-fly  eggs  and  later  with  animals 
in  which  carcinomas  resistant  to  x-rays  were  healed 
by  electrons  as  far  as  penetration  extended. 

Electron  experiments  have  also  revealed  that  foods 
can  be  sterilized  and  preserved  without  heating 
them.  The  chief  failings  of  pasteurization,  through 
high  temperatures,  chemical  changes,  and  destruc- 
tion of  vitamins,  may  be  avoided  in  the  use  of  elec- 
trons. Ultraviolet  rays,  being  equally  objectionable 
in  killing  bacteria  because  of  their  insufficient  pene- 
tration and  intensity,  may  also  be  supplanted  by  the 
electronic  method. 

In  addition  to  preserving  foods  and  their  flavors, 
electrons  may  also  compete  with  ultraviolet  light  in 
irradiating  ergosterol  to  form  vitamin  D.  They 
may  make  it  possible,  also,  to  reduce  the  toxicity  of 
nicotine  in  tobacco  and  to  decompose  caffein  in  tea 
and  coffee. 


Classified  Rates 


Rates  per  line  per  insertion: 

One  time $1.10 

3 Consecutive  times 1.00 

6 Consecutive  times .80 

12  Consecutive  times .75 

24  Consecutive  times 70 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of 
First  and  by  the  5th  for  issue  of  Fifteenth. 


Classified  Ads  are  payable  in  advance.  To 
avoid  delay  in  publishing  remit  with  order 


SELECTION  AND  FITTING  OF  HEARING  AIDS 


Thomas  H.  Halsted,  M.D.,  F.A.C.  S., 
OTOLOGIST 

Practice  limited  to  the  Selection  and  Fitting 
of  Hearing  Aids.  Hours  9:30-4:30  daily.  Saturday 
9:30-1:00.  By  appointment.  475  Fifth  Avenue, 
(cor.  41st  St.)  New  York  City.  LE.  2-3427. 


* * * 

A BOOK  THAT  PUTS  YOU  TO  SLEEP 

An  author  who  has  studied  the  causes  of  insomnia 
for  years  has  now  written  a book,  “Put  Yourself  to 
Sleep  ,”  that  might  prove  more  practical  in  some 
cases  than  the  “bicarbonate  pill  and  glass  of  warm 
milk.” 

The  publishers  give  directions  for  its  use  as  “you 
get  into  bed — no  matter  how  wrought  up  or  nervous 
you  may  be.  You  take  this  small  book  in  your 
hands.  You  start  to  read.  And  before  you  know  it 
you  are  off  to  sleep.” 

And  you  can  get  this  book  on  a “sleep-or-money- 
back  basis.” 


* * * 

“Confession  is  good  for  the  box-office.  At  least, 
the  manager  of  a San  Francisco  theatre  thinks  so. 
He  has  his  own  opinion  of  double  feature  programs 
and  decided  to  let  his  customers  know  about  it. 
The  sign  on  the  marquee — ‘Same  old  stuff  2 features. 
One  piperoo  one  stinkeroo.* — gives  fair  warning  that 
both  features  are  not  guaranteed  to  be  super- 
colossal.” 

— Sunday  News 


PATENT  ATTORNEY 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


FOR  SALE 


Complete  set  ear,  nose  and  throat  instruments  at  one- 
half  list  price.  Dr.  F.  A.  Lewis,  16  William  St.  Auburn, 
N.  Y. 


Kelley-Koett  motor-driven,  X-Ray,  tilt-table,  Bucky  fluoro- 
scopic screen,  time  switch,  100  M.A.  take.  Box  3800  N. 
Y.  St.  Jr.  Med. 


WANTED 


Two  active  general  practitioners.  Advise  by  letter  or 
phone.  J.  M.  Purcell,  M.D.  Telephone,  102,  Mechanic- 
ville,  New  York. 


MVl 

PRESCRIBE orDISPENSE  ZEMMER  PHARMACEUTICALS 

Tablets,  Lozenges,  Ampoules,  Capsules,  Ointments,  etc. 
Guaranteed  reliable  potency.  Our  products  are  laboratory 
controlled.  Write  for  catalogue. 

Chemists  to  the  Medical  Profession  12-1-43 

THE  ZEMMER  COMPANY  • OAKLAND  STATION  • PITTSBURGH, 


Zone  is 


*~l  Kc  . . ♦ 

T Greatly  prized  among  the  Moors  is  a stone  called  ain  1-horr.  It  is  said  thac 
long  as  a man  wears  this  gem  in  a ring  of  gold  he  will  beget  no  off  sprit i J 


# An  important  phase  of  medical  practice  and  public  health  programs  today  is  instruction  on  child-spaca 
When  the  physician  advises  deferment  of  pregnancy,  modern  methods  enable  him  to  make 
his  counsel  practicable.  Ortho-Gynol  Vaginal  Jelly  meets  the  most  exacting  requirements 
for  a contraceptive  preparation.  It  immobilizes  sperm  instantly  on  contact,  is  well  tolerated 
in  continued  use,  stable  and  uniform  in  its  properties.  Ortho-Gynol  Vaginal  Jelly  is  widely  prescribed 
in  doctors’  offices  and  clinics  ...  a tribute  not  only  to  its  effectiveness 
but  to  its  acceptability  among  patients. 


•Himes,  Medical  Hietoryof  Contraception 


COrYBISHT  1*43.  ORTHO  PRODUCTS.  INC..  LINDEN.  N.  J 


ortho-gynol 

VAGINAL  JELLY 

ACTIVE  INGREDIENTS*.  RICINOLEIC  ACID, 

BORIC  ACID.  OXYQUINOLINE  SULFATE. 


2351 


FRIED  & KOHLER,  Inc. 

f “ True  to  Life”  J 

Artificial  Human  Eyes 

Especially  Made  to  Order  by  Skilled  Artisans 


Comfort,  pleasing  cosmetic  appearance  and  motion  guaran- 
teed. Eyes  also  fitted  from  stock  by  experts.  Selections 
sent  on  memorandum.  Referred  cases  carefully  attended. 

FRIED  & KOHLER,  Inc. 

Specialists  in  Artificial  Human  Eyes  Exclusively 


665  Fifth  Avenue  New  York,  N.  Y. 

(near  53rd  Street)  Tel.  Eldorado  5-1970 


“Over  Forty  years  devoted  to  pleasing  particular  people" 


VI-MAGNA 

(formerly  vi-delta  multi-vitamins,  formula 


Lederle  has  made  available  a new  type  of  multi- 
vitamin tablet  which  is  made  by  an  entirely  new 
process. 


The  oil-soluble  Vitamins  A and  D are  emulsified 
in  gelatin,  to  which  have  been  added  Vitamin  C 
and  the  Vitamin  B Complex  factors  in  concen- 
trated form.  It  is  then  solidified  in  oval-shaped 
tablets  which  receive  an  additional  thin  gelatin 
coating. 

Thus  the  vitamins  are  protected  from  deteriora- 
tion caused  by  contact  with  air,  and  efficient  ab- 
sorption is  promoted.  The  gelatin  coating,  being 
slippery  when  moistened  in  the  mouth,  renders 
them  exceptionally  easy  to  swallow. 


Literature  available  on  request. 


VI-MAGNA 


Jederle 


NEW  TYPE  GELATIN  TABLET 


Each  tablet  contains: 

Vitamin  A (shark  liver  oil) 5000 

U.S.P.XII  Units 

Vitamin  D (viosterol) 500 

U.S.P.  XII  Units 

Ascorbic  Acid  (C) 30  mg. 

Thiamine  HC 1 (B:) 3 mg. 

Riboflavin  (B:) 2 mg. 

Niacinamide 20  mg. 

Calcium  Pantothenate'" 10  mg. 

Pyridoxine  HC1  (Be)* 0.2  mg. 


excipients,  flavoring  and  artificial  coloring. 

*The  need  for  pantothenates  and  pyridoxine  in 
human  nutrition  has  not  been  established. 
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ZERO  FIGHTERS  WITHOUT  WINGS! 


New  reprint  available  on  cigarette  research  — Archives  of  Otolaryngology, 
March,  1943,  pp.  404  -410.  Camel  Cigarettes,  Medical  Relations  Division, 
1 Pershing  Square,  New  York  17,  N.  Y. 


in  sub-zero  temperatures— in  front-line  ac- 
tion—the  medical  officer  assigned  to  ski 
troops  faces  enormous  hardships,  stagger- 
ing hazards.  Yet  his  deeds  are  seldom  cited,  hardly 
ever  publicized.  None  deserves  more  the  well- 
earned  moments  of  relaxation  when  fighting  men 
say,  “Let’s  have  a Camel”. . . the  favorite  smoke  in 
the  armed  forces.*  It’s  the  mildness  they  go  for; 
the  mellow,  appealing  flavor. 

Remember  — gifts  are  deeply  appreciated  by 
those  in  service  . . . especially  when  you  send 
Camels ...  in  cartons. 


Ml 


in  the  Service 


*With  men  in  the  Army,  the  Navy,  the 
Marine  Corps,  and  the  Coast  Guard,  the  favorite 
cigarette  is  Camel.  (Based  on  actual  sales  records.) 
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A MORE  COMFORTABLE  LIFE  FOR  THI 

HYPERTENSIVE  CARDIAC  PATIEN1 
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Simple  to  prescribe 


The  Koromex  Set  Complete  contains 
in  a handsome  case : 


\ H-R  Diaphragm  with  special  pouch 
\ Koromex  Trip  Release  (takes  all  size  diaphragms) 
J Tube  Koromex  Jelly  (higher  lubricating  factor) 

J Tube  Emulsion  Cream  (lower  lubricating  factor) 
Set  Dickinson-Freret  Fitting  Charts 


Price  of  Koromex  Set  Complete  is  only  that  of  the  Koromex 
Diaphragm  and  Koromex  Trip  Release  Introducer.  Attrac- 
tively packaged  with  removable  label.  To  prescribe,  just 
write  “Koromex  Set  Complete”  and  state  size  of  diaphragm. 


Write  for  literature 


Hollanx^-Rantos 

Ls&m^a/ny,  jnc. 
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Whether  ambulatory  or  not,  your  gastric  ulcer  patients  will  appreciate  the 
ease  with  which  ALUMINOID  capsules  are  taken.  Small  enough  to  be 
swallowed  without  discomfort,  easily  carried  in  vest  pocket  or  purse  and,  of 
course,  tasteless.  It  is  significant  that  ALUMINOID  offers  a true , colloidal 
aluminum  hydroxide  powder,  which  has  been  shown  equally  as  effective  in 
the  control  of  gastric  hyperacidity  as  this  therapy  in  liquid  form.  Aluminoid 
capsules  are  available  through  all  recognized  pharmacies.  Information 
and  samples  on  request. 

71 

ALUMINOID 

COLLOIDAL  ALUMINA 

TRADE  JUL  MARK 

CHATHAM  PHARMACEUTICALS,  INC.,  Newark,  2,  N.  J. 
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. . . there  she  goes  again 

Off  to  sleep.  How  mothers  do  appreciate  a smooth  rou- 
tine and  a happy,  well-fed  baby. 

Milk  modified  with  'Dexin’  helps  to  assure  uncom- 
plicated feedings.  The  high  dextrin  content  of  'Dexin’ 
(l)  diminishes  intestinal  fermentation  and  the  tendency 
to  colic  and  diarrhea  and  (2)  promotes  the  formation 
of  soft,  flocculent,  easily  digested  curds. 

Easily  digested  'Dexin’  formulas  help  eliminate  dis- 
turbances that  might  interrupt  slumber.  'Dexin’  does 
make  a difference. 

‘Dexin’  reg.  U.  S.  Patent  Office 

COMPOSITION 


Dextrins 75%  Mineral  Ash  . 0.25% 

Maltose 24%  Moisture  . . 0.75% 


Available  carbohydrate  99%  115  calories  per  ounce 

Issued  in  containers  of  12  ounces  and  3 pounds 


Literature  on  request 


BURROUGHS  WELLCOME  k CO. 


(U.SA) 

INC. 


NEW  YORK 


HIGH  DEXTRIN  CARBOHYDRATE 


LONDON  • MONTREAL  • CAPE  TOWN 
SYDNEY  • BOMBAY  • BUENOS  AIRES 


'Dexin*  does  make  a difference 


BEZON  FOR  EVERY  WORKER 


— to  assure  an  adequate  intake  of  Whole 
Natural  Vitamin  B Complex. 

An  increased  requirement  for  Vitamin  B 
Complex  has  been  shown  among  workers 
— a need  augmented  by  harder  work, 
longer  hours,  nervous  tension  and  worry. 

BEZON*  meets  the  clinical  demand  for 
completeness  in  Vitamin  B reinforcement. 

Because  deficiencies  seldom  occur  in  one 
factor  of  the  B Complex  only,  authorities 
stress  the  importance  of  administering 
the  whole  B Complex. 


Certain  factors  of  the  B Complex,  how- 
ever, can  be  obtained  only  from  natural 
sources — they  cannot  be  synthesized. 

BEZON  is  WholeNaturalVitairiin  B Com- 
plex, concentrated  to  high  potency  from 
natural  sources — no  synthetic  vitamin 
factors  are  added.  Only  in  the  Whole 
Natural  Vitamin  B Complex  can  all  22 
vitamin  B factors  be  obtained. 

BEZON  is  made  only  in  the  distinctive 
two-color  gelatin  capsule.  Supplied  in 
bottles  of  30  and  100  capsules. 


Samples  and  literature  available  on  request 

NDTRITION  RESEARCH  LABORATORIES  • CHICAGO 

*Trade  Mark 
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THE  ORIGINAL  DEOXYCHOLIC  ACID 

for  fat  digestion  and  the  absorption  of  fat-soluble  vitamins 


Degalol  represents  deoxycholic  acid,  the  bile  acid 
which  is  chiefly  responsible  for  emulsification  of 
food  fat  and  the  formation  of  the  water  soluble 
choleic  acid  compounds. 

Degalol  is  valuable  in  biliary  fistula,  assuring  fat 
digestion  even  with  diversion  of  bile  to  the  outside. 
Degalol  enhances  absorption  of  the  fat-soluble  vita- 


mins A,  D,  E,  and  K.  In  complete  biliary  obstruc- 
tion with  poor  or  absent  fat  digestion,  Degalol  makes 
possible  utilization  of  food  fat,  and  insures  absorption 
of  orally  administered  vitamin  K. 

Degalol  consists  solely  of  chemically  pure  de- 
oxycholic acid.  It  is  supplied  in  boxes  of  100 
\y2  gr.  tablets. 


Riedel  - de  Haen,  Inc.  new  york,  n y. 
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UMBILICAL  and  INCISIONAL 

HERNIA  SUPPORTS 
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THE  reliability  of  Camp  abdominal  sup- 
ports in  the  giving  of  relief  to  patients  with 
incisional  and  umbilical  hernia  is  well  known. 

These  supports  are  prescribed  for  inopera- 
ble herniae  and  for  patients  who  refuse  oper- 
ation; also,  for  use  before  operation  in  order 
that  the  abdomen  may  become  accustomed  to 


the  presence  of  the  viscera  in  the  cavity. 

Many  surgeons  recognize  the  additional 
factor  of  safety  through  scientific  abdominal 
support  as  a postoperative  measure  after  repair 
of  these  herniae;  also,  after  operation  upon 
obese  patients  and  those  who  have  had  infec- 
tion of  the  wound. 


Camp  Supports  are  of  exceptional  value  in 
relieving  these  patients. 


• They  do  not  constrict  the  abdomen  because 
of  the  foundation  laid  about  the  pelvis. 

• Camp  Supports  lift  and  hold  from  below 
. . . upward  and  backward. 


• They  transfer  the  weight  from  the  spine  to 
the  pelvis  because  they  steady  the  pelvis. 

• Camp  Supports  are  easily  adjusted. 

• They  are  economically  priced. 


c/yyvp 


S.  H.  CAMP  & COMPANY  • Jackson,  Michigan 
Of  ices  in  CHICAGO  • NEW  YORK  • WINDSOR,  ONTARIO  • LONDON,  ENGLAND 
World’s  Largest  Manufacturers  of  Scientific  Supports 


INDICATIONS : . Acute  and  chronic  amebic  dysentery  and  asymptomatic 
amebiasis;  Trichomonas  hominis. 

DESCRIPTION:  . A double-iodine  compound  containing  63.9%  iodine. 

ACTION:  . . . Protozoacide  effective  by  oral  adminis- 

tration. 

ADVANTAGES:  . Does  not  cause  purgation;  relatively  insol- 

uble; large  dosage  permissible. 

DOSAGE:  • • . Diodoquin  tablets  may  be  given 

freely  without  fear  of  intestinal 
irritation.  7-10  tablets  (22.4  to 
32  grs.)  daily  for  16  to  20  days 
are  recommended,  depending 
upon  the  apparent  severity  of 
the  infestation. 

HOW  SUPPLIED:  Bottles  of  50  and  500  tablets, 
each  tablet  containing  3.2  grs. 


Diodoquin  PRESENTS  a double  iodine  compound  possessing  potent 
and  dependable  amebicidal  action , together  with  a wide  margin  of 
safety  in  clinical  use. 

The  introduction  of  this  outstanding  form  of  treatment  for  amebi- 
asis and  amebic  dysentery  is  of  utmost  importance  at  this  critical  time. 

With  millions  of  military  personnel  distributed  throughout  the 
world,  including  the  tropics,  the  subject  of  amebiasis  takes  on  an 
added  interest  at  home  as  well  as  in  the  war  zones.  Clinicians  are 
on  the  lookout  for  carriers  as  well  as  for  cases  presenting  mild  and 
vague  gastrointestinal  symptoms. 

*•  g d S EARLE  &co* 

ETHICAL  PHARMACEUTICALS  SINCE  1888 

CHICAGO 

New  York  • Kansas  City  • San  Francisco 

Diodoqu  in  is  the  registered  trademark  of  G.  D.  Searle  & Co. 
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The  ORIGINAL  ENTERIC-COATED  TABLET 
OF  THEOBROMINE  SODIUM  ACETATE 


to-  control  pi&fiuoncy  and  iev&utdf-  o{ 

attacbi  in  CARDIOVASCULAR  AND 
RENAL  DISEASES  cW  to  pneoent  EDEMA 

Clinical  experience  and  studies  have  proven  the  value  of  Theo- 
bromine Sodium  Acetate  in  certain  Cardiovascular  and  Renal 
Diseases.  In  Angina  Pectoris,  used  adequately,  it  permits  more 
work  by  the  individual  without  developing  precordial  pain  or 
distress.  As  one  of  the  most  effective  Xanthine  Vasodilators  it 
helps  increase  the  available  blood  supply  to  the  heart  and  kidneys 
to  increase  the  efficiency  of  these  organs. 

It  has  also  been  found  an  effective  aid  in  treating  and  preventing 
Edema  of  Cardiac  or  Renal  origin.  The  enteric  coating  (especially 
developed  for  Thesodate)  permits  larger  doses  without  the  drug  s 
contact  with  the  Gastric  Mucosa. 
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dust  like  his  Grand-pa 

— o hearty  scooper-upper  of  Cream  Farina 


THE  first  year  in  the  life  of  Heckers’  Cream 
Farina  saw  the  United  States  declare  war. 
But  it  was  no  war  you  remember.  It  was  the 
Mexican  War  of  1846. 

Even  then,  the  doctors  and  the  observant 
scientific  men  of  that  day  gave  widespread 
approval  to  it.  They  were  quick  to  see  how 
easily  digested  it  was,  how  nourishing,  how 
quickly  it  was  assimilated. 

Today,  Heckers’  Cream  Farina  goes  march- 
ing right  on  into  the  homes  and  hearts  of 
families  everywhere.  And  it  is  even  better  for 


the  modern  baby  than  it  was  for  Grandpa. 
Because  it  is  now  scientifically  enriched  with 
Vitamin  Bx,  niacin  and  nutritional  iron. 

Next  on  child’s  menu  — H-O  OATS 

As  the  family  grows  up , H-0  Oats  take  the  spotlight 
for  a stick-to-the-ribs  breakfast.  Oats  are  richer  in 
body-building  protein  than 
any  other  grain.  And  the 
special  pan-toasted  flavor  of 
H-0  Oats  makes  it  a favor- 
ite with  the  growing-uppers. 


HECKERSCW 
Smicned  FARINA 

A PRODUCT  OF  THE  BEST  FOODS,  INC. 


This  sulfonamide  has  proven  of  exceptional  value  in  the  treatment  not  only  of  meningococcus  meningitis,  but 
also  in  the  treatment  of  several  other  bacterial  meningitides.  Sulfadiazine  is  now  almost  universally  considered 
the  drug  of  choice  for  the  treatment  of  this  infection.  A highly  favorable  recovery  experience  in  the  following 
representative  series  is  indicated  by  the  mortality  rate  expressed  in  each  instance  in  percentage— Van  Orden  and 
Armentrout  (1),  o%;  Taranto*  (2),  1.0%;  Rundlett,  Gnassi  and  Price  (3),  0%;  Lepper,  Sweet  and  Dowling  (4), 
10.4%;  Horwitz,  Perroni.  Kraljevic  and  Garcia  Huidobro  (5),  0%;  Hodes  and  Strong  (6),  0%;  Hill  and  Lever  {7), 
0%;  Dingle,  Thomas  and  Morton  (8),  7.7%;  Daniels,  Solomon  and  Jaquette  (9),  1.2%  and  Borden  and 
Strong*  * (10),  5.0%.  Kuhns,  Nelson,  Feldman  and  Kuhn  (1 1)  have  reported  the  prophylactic  use  of  sulfadiazine 
in  more  than  15,000  soldiers  with  resultant  reduced  incidence  of  infection,  reduced  carrier  rate  and  without 
serious  toxic  effects.  A number  of  publications  have  appeared  upon  the  use  of  sulfadiazine  for  H.  influenzae 
meningitis  and  for  other  bacterial  meningitides. 

*14  of  the  100  cases  were  treated  with  other  sulfonamides. 

**Many  of  these  cases  also  received  anti-meningococcic  serum  intravenously. 


ADMINISTRATION 


In  adults,  the  oral  dose  should  be  based  on  0.10  Gm./Kg. 
of  body  weight  initially,  followed  by  1.0  to  1.5  Gm.  to  be 
given  every  4 hours  day  and  night  until  the  temperature 
has  been  normal  for  5 to  7 days.  Parenterally,  sulfadiazine 
may  be  administered  in  5%  solution  intravenously;  or, 
subcutaneously  in  a concentration  of  0.5%,  in  isotonic  solu- 
tion of  three  chlorides.  For  a complete  discussion  of  dosage, 
see  Lederle  literature  available  upon  request;  or.  New  and 
Nonofficial  Remedies,  edition  1943. 

ALKALIZATION  AND  URINARY  OUTPUT-During  therapy  with 
sulfadiazine,  sulfathiazole,  or  sulfapyridine,  alkalis  should 
be  administered,  unless  contraindicated,  in  sufficient 
amounts  to  maintain  an  alkaline  urine  Simultaneously, 
liquids  should  be  given  to  produce  a daily  urinary  output 
of  between  1,000  and  1,500  cc.  It  is  important  to  establish 
a full  urinary  output  prior  to  the  institution  of  parenteral 


therapy  Any  of  the  toxic  phenomena  common  to  all  these 
sulfonamides  may  appear  following  sulfadiazine,  although 
the  toxicity  of  this  drug  has  been  generally  reported  in  the 
literature  as  less  than  that  of  sulfanilamide,  sulfathiazole 
or  sulfapyridine.  Gilligan,  Garb,  Wheeler  and  Plummer  (12) 
have  recommended  that  alkali  therapy  sufficient  to  main- 
tain the  urine  neutral  or  slightly  alkaline  is  advisable  when 
sulfadiazine  is  being  administered;  they  have  also  stated 
that  renal  damage  and  urinary  tract  obstruction  consequent 
upon  precipitation  of  sulfadiazine  and  acetylated  sulfadia- 
zine are  preventable. 

/ Sulfadiazine  Tablets  for  Oral  Use 
\ Bottles  of  50,  100  and  1000  tablets,  0.5  Gm.-  (7.7 
Packages  < grains)  each. 

] Sodium  Sulfadiazine  Solution  Parenteral  25% 

\ Sets  of  6 and  25  ampuls  (10  cc.  each). 
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In  Congestive  Heart  Failure 

^wocakirt 


Theobromine-calcium  salicylate  Council  Accepted 

Diuretic  and  Myocardial  Stimulant 

7!/2  grain  tablets  and  powder.  Dose  : 1 to  3 tablets,  repeated. 
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FLUID  ounce 

’lotonic  gnd  buS*f*^ 
,s»*  lolution  of  aipk***®"* 


Arrows  show  direction  of  mucus  flow 
over  ciliated  surface  on  lateral  wall 
of  nose.  Stippled  area  non-ciliafed. 
From  Nasal  Medication  by  Noah  D. 
Fabricanf,  M.  D.,  The  Williams  & 
Wilkins  Company. 


PRIVINE  DOES  NOT  INHIBIT 
CILIARY  ACTIVITY 


.. 


rriHE  first  line  of  defense  of  the  up- 
per  respiratory  tract  is  the  muco- 
ciliary layer  which  is  surprisingly 
efficient  in  its  action.  Direct  ciliary 
action  helps  keep  the  mucus  film  in 
constant  motion  toward  the  naso- 
pharynx— entrapping  bacteria  and 
offering  considerable  resistance  to 
penetration  of  the  epithelial  layer. 
Therefore  nasal  medications  which 
prove  harmful  to  ciliary  action  im- 
pair a highly  important  nasal  func- 
tion. 


PRIVINE*  HYDROCHLORIDE 

(Brand  of  Naphazoline)  a new,  ef- 
fective nasal  vasoconstrictor  giving 
prolonged  symptomatic  relief  from 
two  to  six  hours,  has  been  shown 
by  animal  experiments  to  act  favor- 
ably on  ciliary  activity,  privine 
hydrochloride  prepared  in  line 
with  present  day  standards  restores 
and  preserves  this  natural  defense 
mechanism  . . . Available  in  0.1% 
solution  in  1 oz.  bottles  and  also 
0.05%  in  1 oz.  bottles  for  children. 


Trade  Mark  Re*.  U.  S.  Pat,  Off. 


C ■ IK  1 


^/ta  i/maceu/ica/  &ic€tuc/b,  tfnc. 

SUMMIT,  NEW  JERSEY 
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Autonomic  Imbalance  Functional  Neuroses 

Sedation  of  the  entire  neurovegetative  system 

BELLERGAL 


Bottles  of  25,  100,  250  and  1,000  tablets 

SANDOZ  CHEMICAL  WORKS,  Inc 

New  York  14,  N.  Y. 
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WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNIA  — may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us — we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request. 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y ROCHESTER,  N.  Y. PITTSBURGH,  PA. 
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In  the  management  of  secondary  (hypo- 
chromic) anemia  it  has  been  found  advan- 
tageous to  correct  not  merely  the  iron 
deficiency  but  also  the  usually  associated 
nutritional  and  metabolic  disorders.  ***  The 
well-balanced  composition  of  Livitamin  aids 
in  the  eradication  of  many  conditions  which 
lead  to  the  anemic  state.  It  provides  a potent 
stimulus  to  the  appetite,  when  anorexia  is 
due  to  nutritional  causes,  and  corrects  the 
vitamin  deficiencies  which  usually  coexist. 
Its  palatable  taste  makes  Livitamin  accept- 
able to  all  patients;  children  take  it  readily, 
undiluted  or  in  fruit  juice  or  milk. 


L 1(1  T A M i ll 


Each  fluidounce  of  Livitamin  presents: 

Fresh  Liver  (as  concentrate) ...1.5  oz. 

Thiamine  Hydrochloride 

(Bi)  (3  mg.)... 1000  U.S.P.  Units 

Riboflavin  (Bo  or  G) 1.00  mg. 

Nicotinic  Acid  (Niacin) 25.0  mg. 

Pyridoxine  Hydro- 
chloride (B6) 0.187  mg. 

Pantothenic  Acid 2.315  mg. 

Filtrate  Factor 20  J.  L.  Unit? 

Iron  and  Manganese  Peptonized  ...30  gr. 
In  doses  of  2 to  4 teaspoonfuls  t.  i.  d. 
Livitamin  rapidly  corrects  hemoglobin 
deficiency.  Available  in  8-oz.  bottles. 

THE  S.  E.  MASSENGILL  COMPANY 


Bristol/  Tenn.-Va. 


NEW  YORK  • SAN  FRANCISCO  * KANSAS  CITY  (ft 


HOW  CAN  A DOCTOR  HAVE  A 

MERRY  Christmas  ? 


You  are  a healer,  a saver  of  life  . . . 

Yet,  this  Christmas  you  see  a world  intent  on  maiming,  on 
killing. 

You  wish  you  were  out  where  the  wounded  and  dying  are, 
doing  everything  in  your  power  for  them  . . . 

But,  circumstance  holds  you  and  commands,  “Stay,  do  your 
work  here — where  the  need  for  it  is  greater  than  ever  before  P 

Because  today  twice  as  many  people  are  dependent  upon 
your  skill,  no  hour  of  day  or  night  is  completely  and  cep 
tainly  your  own  . . . 

Not  even  at  Christmas. 

So,  to  wish  you  a merry  Christmas  at  this  time  would  be  to 


wish  you  the  impossible. 

However,  the  House  of  Wyeth — dedicated,  too,  to  the 
relief  of  suffering — does  wish  that  on  Christmas  Day  you 
find  a moment  to  yourself  . . . 

To  hope,  to  believe,  that  this  time  the  maiming  and  killing 
of  war  are  being  endured  for  the  last  time  . . . 

To  be  thankful  for  the  wonderful  healers  and  healing  tech' 
niques  that  are  coming  out  of  the  war  to  serve  the  peace  . . . 

To  take  pride  in  the  glorious  achievements  of  your  pro' 
fessional  brothers  in  uniform  . . . 

And  to  feel  that  your  own  service,  wearying  and  unheroic 
though  it  be,  is  appreciated — and  in  the  finest  traditions  of 
j the  selflessness  of  the  medical  profession. 


WYETH 
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to  restore  the  patient’s  comfort 
to  relieve  inflammation 
to  clear  up  congested  conditions 


FORMULA: 

Guaiacol 2.60 

Beechwood  Creosote  13.02 
Methyl  Salicylate  . 2.60 
Sol.  Formaldehyde  . 2.60 
C.  P.  Glycerine  and  Alumi- 
num Silicate  q.  s.  1000  parts. 


NUMOTIZINE^ 

" The  Cataplasm  Plus " 

Numotizine  provides  the  analgesic  and 
antifebrile  effects  of  guaiacol  and 
creosote,  readily  absorbed  from  the 
improved  kaolin  base,  hence  it  is 
markedly  useful  in  the  alleviation  of  a 
wide  variety  of  inflammatory  lesions 
— chest  conditions,  furunculoses,  ab- 
scesses, sprains,  contusions,  glandular 
swellings. 

2,  4,  8,  15  and  30-ounce  jars . 


N 

U M O T 1 
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C . 

900 

NORTH  FRANKLIN 

STREET 

CHICAGO,  U. 

S.  A. 

2375 


Nutritional  deficiencies,  particularly  in  vita- 
mins and  minerals,  are  likely  to  become  more 
prevalent  as  the  war  progresses.  To  fill  cer- 
tain gaps  in  the  wartime  diet  arising  from 
food  rationing  and  shortages,  more  and  more 
physicians  now  depend  on  . . . 


YI-SYNERAL 


(FUNK-DUBIN) 

VITAMINS:  A — B,  — B,  (G)  — C — D — E — Niacinamide 


and  small  amounts  of  other  B Complex  factors 


Literature  and  Samples 
Upon  Request 


MINERALS:  Calcium,  Phosphorus,  Iron,  Iodine,  Magnesium, 
Manganese,  Copper,  Zinc 

Vi-Syneral  insures  a “safety  margin”  of  important 
vitamins,  fortified  with  minerals  . . . equivalent  in 
vitamin-mineral  content  to  many  pounds  of  vege- 
tables, fruits,  and  dairy  products. 

FIVE  DISTINCT,  INDIVIDUAL  POTENCY  BALANCES: 

• ADULTS  • INFANTS  and  CHILDREN  (up  to  6) 
• CHILDREN  and  ADOLESCENTS  (6  to  16) 
• EXPECTANT  and  NURSING  MOTHERS 
• SPECIAL  GROUP  (Middle-Aged 
and  Aged) 
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• STRASENBURGH 


• Surbyl  Solution  has  been 
found  useful  for  external  treatment 
of  infected  wounds,  ulcers,  car- 
buncles and  as  an  adjunct  to  surgery 
in  axillary  and  inguinal  abscesses. 

Surbyl  Solution  provides  deeper 
penetration,  better  cleansing  than 
powdered  sulfanilamide. 

Surbyl  Solution  is  available  in 
pints  and  gal- 
lons. For  further 
information 
write  for  Folder 
No.  25. 
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BUTISOL  SODIUM 


(Sodium  salt  of  5-ethyl-S-secondary  butyl  barbituric  acid  "McNeil" ) 


The  deliberate  inclusion  of  a secondary  butyl  group  in  the  chemical 
structure  of  Butisol  Sodium  accounts  for  its  rapid  breakdown  in 
the  body. 

The  resultant  effect  is  an  intensification  of  the  hypnotic  potency, 
a reduced  dosage,  and  a prompt  recovery,  without  "hangover." 

Prescribe  Butisol  Sodium  in: 

Insomnia 

Labor  sedation 

Pre-  and  post-operative  care 

Dysmenorrhea 

Spasticities 

Neuroses 

Capsules  Butisol  Sodium  1 3^  gr.  are  supplied  in  bottles  of  100,  500 

and  1000. 

Trial  supply  on  request. 


FOR  LIBERTY  ★ BUY  WAR  BONDS  ★ FOR  VICTORY 
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EFFECTIVE  COMPOSITION:  Liver  residue  . 
3 gr.,  Ferrous  Sulphate,  Exsiccated  (U.S.P.) 
3 gr.,  Thiamine  HC1  ...  1 mg.,  Riboflavin 
0.66  mg.  and  Niacin  ...  10  mg. 


END0GL0BIN 


Each  tablet  provides  the  raw  materials  univer- 
sally accepted  for  hemoglobin  regeneration, 
plus  the  raw  materials  for  the  biochemical 
mechanism  in  which  hemoglobin  functions. 


CONVENIENCE:  Easy  to  take  . . . pleasantly  fla- 
vored for  chewing  or  swallowing. 


ECONOMICAL:  Budget-priced  to  permit  pro- 
tracted medication,  usually  required  in  hema- 
tinic  therapy  . . . cost  the  patient  only  a few 
cents  a day. 

DOSAGE:  One  or  two  tablets,  Available,  at  prescription  pharma- 
three  times  a day,  after  meals.  cies,  in  bottles  of  40  and  100  tablets. 

Samples  and  literature  sent  to  physicians  upon  request 


END0  PRODUCTS,  INC 

RICHMOND  HILL  a NEW 


- ■ 
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DECEMBER .. . the  star  of  Bethlehem  and  the  bombs 
of  Pearl  Harbor. . . the  Prince  of  Peace  and  the  god  of  war  *£? 

Christmas  will  have  little  meaning  to  the  thousands  of  physicians 
who  serve  their  country  and  perhaps  to  thousands  more 
who  strive  to  carry  on  at  home.  There  is  little  time 
for  exchange  of  pleasantries  in  the  grim  business  of  winning 
a war  But  the  Christmas  Season  will  come 
again  when  the  forces  of  evil  are  dead  — when  man  again 

will  do  unto  others  as  he  would  have  done  unto  him. 


'ELI  LILLY  AND  COMPANY 
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Editorial 


Political  Medicine  Again 


The  Journal  is  fortunate  in  being  able  to 
reproduce  by  permission,  on  page  2382  of 
this  issue,  J.  N.  Darling’s  cartoon  on  the 
Wagner-Murray-Dingell  bill,  S.  1161. 

Study  it  carefully,  for  it  reflects  the  artist’s 
sure  conception  of  the  probable  operation 
of  state  medicine  under  the  red  tape  of 
bureaucratic  control.  The  red  tape,  the 
questionnaires,  the  delay,  all  these  are  the 
inevitable  consequences  of  third-party  in- 
terest in  the  practice  of  medicine.  They  are 
as  inescapable  as  taxes ; they  are  the  cumber- 
some machinery  of  government  supervision. 
They  are  one  of  the  reasons  why  physicians 
do  not  favor  government-controlled  medi- 
cine. 

Other  reasons  were  pointed  out  by  Dr. 
Louis  H.  Bauer,  chairman  of  the  A.M.A. 
Council  on  Medical  Service,  in  a recent  de- 
bate with  U.S.  Senator  Murray,  cosponsor 
with  Senator  Wagner  of  S.  1161.  The 
debate  was  conducted  under  the  auspices 
of  the  Medical  Society  of  the  County  of 
Monroe  at  the  Academy  of  Medicine, 
Rochester,  New  York,  on  the  evening  of 
November  17,  1943.  Present  were  repre- 
sentatives of  the  medical  profession,  the 
legal  profession,  industry,  business,  civic 
associations,  and  city  government,  the 
clergy;  in  fact,  all  interested  parties.  Thus 
everyone  could  hear  for  himself  what  the 
proponents  of  the  bill  claim  for  it,  and 
the  arguments  of  the  opponents. 

The  manner  in  which  the  debate  was  con- 
ducted, the  variety  of  the  views  expressed, 
and  the  representative  character  of  the 


listeners  made  this  a notable  example  of 
what,  in  our  opinion  at  least,  constitutes 
good  public  relations.  We  could  wish  that 
more  frequent  occasions  could  be  found  for 
this  kind  of  debate  under  the  leadership  of 
organized  medicine  in  cooperation  with 
other  groups  for  the  discussion  of  pending 
legislation  when  such  legislation  involves 
broad  questions  of  policy  in  the  relationship 
of  medicine  and  the  public. 

No  one  who  listened  to  Senator  Murray 
could  fail  to  be  impressed  by  his  sincere 
belief  that  sectionalized  deficiencies  in 
medical  care  should  be  remedied  by  federal 
action  and  that  minimum  medical  care  for 
all  localities  of  the  country  should  be  made 
available  by  a system  of  compulsory  insur- 
ance. The  key  fallacy  in  this  belief,  not 
only  in  the  opinion  of  organized  medicine 
but  also  in  the  minds  of  people  well  informed 
on  both  sides  of  the  question,  lies  in  the 
impossibility  that  one  plan,  one  formula 
can  meet  properly  the  numerous  and  varied 
social  conditions  and  needs  of  this  country 
of  wide  contrasts. 

There  are  points  at  which  government 
can  and  quite  properly  should  assist,  mak- 
ing expensive  remedies  available  as  sug- 
gested by  Dr.  Bauer.  But  no  one  man 
should  be  given  the  powers  conferred  upon 
the  Surgeon  General  by  the  Wagner- 
Murray-Dingell  bill.  There  is  a real  prob- 
lem to  be  met.  And  organized  medicine  is 
meeting  it  as  rapidly  as  possible  and  as 
speedily  as  seems  consistent  with  safety 
and  sound  public  policy. 
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EDITORIAL 


[N.  Y.  State  J.  M. 


When  the  Government  “Socializes”  Medicine 
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Local  Anesthesia  Treatment  of  Sprains 


Although  a sprain  is  classed  as  a minor  injury, 
distinct  losses  may  be  incurred  because  of  the 
resulting  disability.  The  two  chief  joints  in- 
volved in  injuries  are  the  ankle  and  the  wrist, 
the  joints  most  concerned  with  motility  and 
mobility.1  Sprains  increase  absenteeism  or  serve 
to  retard  productive  capacities,  effects  antago- 
nistic to  our  present  way  of  life.  In  the  military 
sphere  the  apparently  insignificant  sprain  occurs 
too  frequently  and  tends  to  disrupt  organization 
too  extensively  to  be  ignored.  The  problem  was 
of  sufficient  magnitude  to  warrant  study,  and  a 
solution  has  been  reported  and  verified. 11 2,3 

Comparison  of  various  methods  of  treatment 
! led  to  the  conclusion  that  the  best  results  were 
| obtained  by  the  injection  of  procaine  hydro- 
chloride into  the  involved  areas.  Ten  to  20  cc.  of 
a 2 per  cent  solution  were  generally  injected  into 
the  injured  ligaments.  All  tender  points  and  the 
: adjacent  areas  were  anesthetized.  Injections 
were  continued  until  motion  disclosed  the  ab- 
I sence  of  all  pain.  Preliminary  x-ray  studies 
were  made  to  exclude  fractures  or  injuries  other 
than  ligamentous  ones.  It  vras  quickly  dis- 
covered that  strapping,  applications,  heat,  and 
brief  or  prolonged  rest  were  all  unnecessary.  In- 
stead of  immobilization,  normal  use  of  the  joint 
hastened  recovery.  Undue  mobility,  however, 


Prevalence 

Today  the  usual  practice  is  to  administer 
vitamin  D in  some  form  to  infants  as  a prophylac- 
tic measure  against  rickets.  As  a result  of  this 
prophylaxis,  infantile  rickets,  as  a clinical  syn- 
drome, has  been  conspicuous  by  its  relative  in- 
frequency in  urban  centers.  Normally  this 
procedure  is  generally  arbitrarily  discontinued 
at  the  vague  age  when  infancy  merges  into  child- 
hood.1 Since  vitamin  D is  necessary  as  long  as 
deposition  of  calcium  phosphate  in  growing  areas 
continues,1  there  has  always  been  legitimate 
argument  for  the  continuation  of  vitamin  D ad- 
ministration after  children  are  2 years  of  age, 
for,  obviously,  growth  does  not  cease  at  that 
age  or  for  years  thereafter. 

Scientific  evidence  in  support  of  the  latter 
premise  has  now  been  adduced.  The  most 
delicate  and  incontrovertible  proof  of  the  pres- 
ence of  rickets  is  the  histologic  demonstration 
of  the  typical  osteoid  tissue  at  the  epiphyseal 
regions.  In  a careful  study  at  Johns  Hopkins 
Hospital  the  bones  of  230  children  from  2 to  14 
years  of  age  were  studied  histologically  for 
evidences  of  rickets.2  The  total  prevalence  of 


should  be  avoided.  Regardless  of  the  method  of 
treatment,  patients  who  returned  to  routine 
activity  were  cured  in  shorter  time  than  those 
whose  activities  were  limited.  It  appeared  that 
use  of  the  injured  ligaments  accelerated  the  ab- 
sorption of  extravasated  blood  or  fluid  transu- 
dates with  the  concomitant  avoidance  of  stasis. 

The  treatment  of  sprains  by  infiltration  of  the 
injured  ligaments  with  a local  anesthetic  is  not  a 
new  discovery  but  rather  is  a rediscovery.4 *  The 
technic  of  this  procedure  and  the  explanation  of 
the  favorable  action  therefrom  have  been  de- 
scribed in  detail  by  the  originator  of  this  curative 
method.4  The  gratifying  results  have  been 
amply  confirmed.  Success  depends  upon  two 
factors:  the  elimination  of  pain  and  tenderness 
and  the  normally  active  use  of  the  sprained  joint. 
It  is  only  by  complete  removal  of  pain  and  tender- 
ness that  the  necessary  active  motion  can  be 
effected.  This  in  turn  permits  the  resumption 
of  normal  activity  without  loss  to  the  individual, 
to  the  organization  in  which  he  works,  or  to 
industry. 


1 Leinwand,  I.:  Mil.  Surgeon  92:  60  (Jan.)  1943. 

* Ball,  C.  R.:  U.  S.  Nav.  M.  Bull.  38:  499  (Oct.)  1940. 

3 McMaster,  P.  E.:  J.A.M.A.  122:  659  (July  3)  1943. 

4 Leriche,  R.,  and  Arnulf,  G.:  Am.  J.  Surg.  32:  45  (April) 
1936. 


of  Rickets 

rickets  was  found  to  be  46.5  per  cent.  The 
figures,  according  to  years,  seen*  to  indicate  that 
the  disease  occurred  with  scarcely  diminished 
frequency  up  to  14  years  of  age.  The  finding 
of  an  increased  prevalence  of  rickets  among 
children  dying  of  acute  infections  indicates 
that  infectious  processes  increase  vitamin  D re- 
quirements. This  work  is  a confirmation  and 
an  extension  of  the  pioneer  work  of  Schmorl.3 

It  is  logical  to  infer  from  such  observations 
that  vitamin  D therapy  should  be  continued  as 
long  as  growth  persists.  A second  point  to 
remember  is  that  during  acute  infections  it  may 
be  wise  not  only  to  continue  vitamin  D adminis- 
tration but  perhaps  to  increase  the  dosage.  It 
may  well  be  that  similar  deductions  can  be  ap- 
plied to  other  vitamins  essential  to  proper  and 
continued  growth. 


1 Holt,  L.  E.,  and  McIntosh,  R.:  Holt’s  Diseases  of  In- 

fancy and  Childhood,  11th  ed.,  New  York,  Appleton-Century 
Co.,  1940,  p.  287. 

* Follis,  R.  H.,  Jackson,  D.,  Eliot,  M.,  and  Park,  E.  A.: 
Am.  J.  Dis.  Child,  66:  1 (July)  1943. 

* Schmorl,  G.:  Ergeb.  d.  inn.  Med.  u.  Kinderh.  4:  403 

(1909). 
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Newer  Therapy  of  Burns 

extract  and  its  components  have  been  employed 
for  this  purpose  with  dubious  results.  Thiamin 
and  renin-like  substances,  administered  for  the 
same  purpose,  have  yielded  no  better  results. 
Liver  extract  has  been  shown  to  neutralize  the 
toxic  effects  of  stilbesterol  and  sulfanilamide.3 
Recently  a principle  derived  from  crude  liver 
extract,  not  the  antianemic  factor,  has  proved 
effective  in  preventing  the  shock  usually  pro- 
duced by  experimental  burns  in  animals.4 

The  evolution  of  the  therapy  of  burns  may 
soon  pursue  a course  along  three  paths.  Tech- 
nics not  only  of  local  therapy  but  of  plasma  infu- 
sions are  undergoing  constant  alterations  and 
elaborations.  Now  chemical  agents  are  also 
being  tested  in  the  treatment  of  shock  caused  by 
extensive  burns.  Of  these,  crude  liver  extract 
seems  to  include  a component  which  may  ef- 
fectively counteract  this  form  of  shock. 


1 Rosenthal,  S.  M.:  Pub.  Health  Rep.  57:  1923  (Dec.) 

1942. 

* Presman,  D.  L.,  Janota,  M.t  Weston,  R.  E.,  Levinson, 
S.  C.,  and  Necheles,  H.:  J.A.M.A.  122:  924  (July  31) 

1943. 

1 Chamilin,  I.,  and  Funk,  C.:  Arch.  Biochem.  2:  9 (April) 

1943. 

4 Prinzmetal,  M.,  Hechter,  O.,  Margoles,  C.,  and  Feigen, 
G.:  J.A.M.A.  122:  720  (July  10)  1943. 


M.D.  License  Plates 

Physicians  desirous  of  having  M.D.  license  plates  reassigned  to  them  for  1944 
are  advised  to  make  out  application  blanks  at  once  on  forms  now  available  at 
the  Motor  Vehicle  Department  offices  and  other  places  throughout  the  state. 

The  application  blank  should  be  accompanied  by  a check  and  also  contain  a 
note  on  the  physician’s  letterhead  requesting  the  M.D.  license  plates  because  the 
holder  of  same  is  a practicing  physician. 

The  Motor  Vehicle  Commissioner  and  his  various  assistants  have  agreed  to 
issue,  so  far  as  possible,  the  same  numbers  as  were  issued  last  year  to  all  appli- 
cants. 


The  story  of  the  treatment  of  burns  is  still 
unfolding.  The  agents  used  for  local  therapy 
since  the  introduction  of  tannic  acid  continue  to 
undergo  changes  for  the  better.1  Superior  meas- 
ures to  overcome  the  systemic  symptoms  are 
being  successively  employed.  The  importance  of 
plasma  transfusion  to  counteract  the  shock  of 
lowered  blood  volume  resulting  from  extensive 
burns  has  been  appreciated  for  some  time.  Yet 
only  now  have  quantitative  data  been  accumu- 
lated which  reveal  the  full  extent  of  the  amount 
of  plasma  needed.  It  appears  that  the  usual 
serum  or  plasma  therapy  of  extensive  burns  has 
been  inadequate.  Proof  is  now  accumulating 
that  the  immediate  administration  of  50  to  60 
cc.  of  plasma  for  each  1 per  cent  of  body  surface 
burned2  is  needed  during  the  first  twenty-four 
hours.  Another  20  to  30  cc.  should  be  injected 
the  following  day,  and  an  equal  amount  two 
days  later,  making  a total  of  100  to  110  cc.  of 
plasma  administered  for  each  1 per  cent  of  body 
surface  involved.  These  figures,  considerably 
above  previous  calculations,  constitute  instruc- 
tive therapeutic  guides. 

Another  therapeutic  approach  to  the  problem 
of  conquering  shock  due  to  burns  is  the  adminis- 
tration of  chemical  agents.  Adrenal  cortical 


Please  give  this  your  prompt  attention. 


Peter  Irving,  M.D.,  Secretary. 


ADMINISTRATIVE  DIFFICULTIES  OF  A CITY  DEPARTMENT  OF 
HEALTH  IN  WARTIME 

Ernest  L.  Stebbins,  M.D.,  New  York  City 


Administration  of  an  official  health 

agency  under  normal  conditions  consists  of 
the  maintenance  of  well-established  protective 
services  and  the  gradual  development  of  new 
services  as  knowledge  of  preventive  medicine 
advances  or  as  budgetary  provision  for  ob- 
viously productive  activities  can  be  obtained. 
The  development  of  new  administrative  pro- 
cedures is  for  the  most  part  gradual  and  in  a 
reasonably  orderly  manner.  Epidemics  occur 
from  time  to  time  and  may  be  sufficiently  serious 
in  character  to  disturb  temporarily  the  smooth 
running  of  the  organization.  Political  change 
and  interference  have  been  known  to  disrupt 
seriously  the  administration  of  official  health 
agencies,  but  in  general  there  has  been  a con- 
sistent forward  movement  in  public  health  ad- 
ministration in  the  United  States. 

Wartime  conditions,  as  might  be  expected, 
disturb  the  normal  course  of  public  health  ad- 
ministration. This  disturbance  takes  two  forms. 
First,  many  new  problems  are  created,  either 
actual  new  health  hazards  or  potential  hazards. 
Second,  the  demand  for  manpower  for  the  prose- 
cution of  the  war  effort  may  be  so  great  as  to 
seriously  deplete  the  staff  of  the  health  depart- 
ment, making  even  the  maintenance  of  normal 
function  difficult  or  impossible.  During  the 
past  eighteen  months,  departments  of  health 
throughout  the  country  have  in  varying  degree 
experienced  both  an  increase  in  demands  for 
service  and  serious  depletion  of  personnel.  Ex- 
cept perhaps  in  degree,  the  difficulties  of  the 
New  York  City  Department  of  Health  are  not 
different  from  those  experienced  by  every  health 
department  in  the  country.  I will  attempt  to 
outline  some  of  the  major  problems  which  we 
have  observed  and,  whenever  possible,  will  de- 
scribe methods  used  in  meeting  the  problem. 

One  of  the  principal  hazards  of  the  civilian 
population  during  wartime  is  the  probable  in- 
crease in  epidemic  disease.  This  hazard  is 
particularly  serious  in  the  modern,  or  so-called 
total,  war  in  which  the  successful  prosecution  of 
hostilities  depends  almost  as  much,  if  not  equally 
as  much,  upon  the  production  of  the  materials  of 
war,  as  upon  the  actual  use  of  these  materials. 
The  rapid  development  of  new  industries  for  the 
production  of  war  materials  has  been  much  more 
obvious  in  other  parts  of  the  country  than  in 


New  York  City,  but  even  here  we  have  seen 
great  changes.  These  changes  result  in  sudden 
shifts  in  population  and  the  temporary  lowering 
of  living  standards  or  at  least  in  the  temporary 
disturbance  of  normal  safeguards  of  the  public 
health. 

The  mobilization  of  the  military  forces  brings 
together  large  groups  of  the  population  from 
widely  different  geographical  areas  and  environ- 
mental conditions,  with  the  probability  of  in- 
creased opportunity  for  transmission  of  infec- 
tion, particularly  if  inadequate  provision  for 
housing  has  been  made.  All  of  these  factors 
create  the  possibilities  of  increase  in  the  common 
communicable  diseases.  Judging  from  the  ex- 
periences of  Great  Britain  and  Canada  during  the 
first  years  of  the  war  when  conditions  were 
similar  to  those  which  we  have  recently  experi- 
enced, increased  or  localized  outbreaks  of  small- 
pox, diphtheria,  and  meningitis  might  have  been 
expected.  Because  of  the  potential  hazard  of 
smallpox  and  diphtheria,  increased  efforts  have 
been  made  to  maintain  a well-immunized  popula- 
tion. 

Enforcement  of  smallpox  vaccination  laws 
assures  us  of  a high  degree  of  protection  against 
smallpox  in  so  far  as  the  stable  population  is  con- 
cerned but  does  not  reach  the  shifting  popula- 
tion, which  is  more  numerous  than  in  normal 
times.  For  this  reason,  periodic  drives  for  adult 
vaccination  have  been  resorted  to.  We  have  no 
way  of  knowing  the  extent  of  the  migration  into 
the  city  and  therefore  no  measure  of  the  degree 
of  protection  resulting  from  these  drives.  There 
seems  to  be,  however,  no  reason  to  consider  small- 
pox a major  hazard. 

Diphtheria  immunization  has  taken  on  an  in- 
creasing importance,  not  only  because  of  the 
increase  in  morbidity  and  mortality  observed  in 
Canada  but  also  because  of  the  disturbing,  if  not 
significant,  increase  in  mortality  in  New  York 
City.  During  the  first  four  months  of  1943,  10 
deaths  from  diphtheria  were  reported  in  the  city 
as  compared  with  only  7 for  the  entire  previous 
year.  Of  these  10  deaths,  only  one  occurred 
in  an  individual  who  had  received  a complete 
immunizing  treatment  within  five  years.  Two 
of  the  10  deaths  occurred  in  children  6 and  11 
years  of  age  whose  parents  reported  that  they 
had  been  immunized  in  infancy.  The  remaining 
7 had  never  been  immunized.  This  would  seem 
to  indicate  clearly  the  need  of  greater  emphasis  on 
the  immunization  program  with  especial  atten- 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York,  Buffalo,  May  4,  1943. 
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TABLE  1. — Meningococcus  Meningitis  in  New  York  City 


Reported  Cases  and  Deaths,  January,  1921 — May,  1943 


Year 

Jan. 

Feb. 

March 

Apr. 

May 

June 

July 

Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

Total 

1921 

Cases 

22 

29 

34 

20 

26 

27 

20 

27 

19 

16 

17 

22 

279 

Deaths 

11 

16 

12 

13 

11 

16 

11 

13 

11 

7 

13 

13 

147 

1922 

Cases 

22 

30 

41 

19 

23 

14 

12 

13 

11 

11 

13 

9 

218 

Deaths 

8 

16 

21 

9 

14 

6 

8 

5 

6 

5 

8 

4 

110 

1923 

Cases 

9 

11 

24 

14 

17 

7 

7 

10 

13 

8 

5 

8 

133 

Deaths 

6 

8 

11 

7 

11 

4 

5 

5 

5 

4 

2 

9 

77 

1924 

Cases 

15 

12 

10 

24 

10 

15 

19 

14 

10 

10 

10 

7 

156 

Deaths 

6 

8 

9 

13 

7 

9 

12 

8 

2 

9 

10 

11 

104 

1925 

Cases 

12 

9 

14 

8 

9 

9 

10 

13 

11 

7 

8 

10 

120 

Deaths 

8 

3 

18 

7 

8 

8 

7 

5 

10 

8 

8 

4 

94 

1926 

Cases 

5 

14 

19 

26 

16 

3 

15 

11 

17 

12 

11 

21 

170 

Deaths 

9 

10 

9 

14 

18 

3 

10 

12 

8 

8 

3 

10 

114 

1927 

Cases 

22 

11 

22 

18 

22 

14 

9 

14 

20 

5 

9 

11 

177 

Deaths 

11 

12 

14 

11 

17 

7 

8 

6 

7 

6 

10 

11 

120 

1928 

Cases 

15 

37 

94 

140 

151 

112 

75 

128 

94 

98 

72 

86 

1,102 

Deaths 

8 

27 

46 

80 

54 

50 

57 

63 

39 

41 

36 

39 

540 

1929 

Cases 

126 

124 

126 

108 

106 

72 

73 

57 

50 

46 

54 

58 

1,000 

Deaths 

68 

71 

63 

39 

47 

32 

41 

27 

22 

31 

17 

28 

486 

1930 

Cases 

51 

59 

76 

67 

41 

30 

26 

43 

20 

31 

27 

32 

503 

Deaths 

21 

25 

34 

36 

26 

19 

19 

26 

10 

17 

14 

20 

267 

1931 

Cases 

66 

46 

60 

35 

27 

26 

27 

16 

19 

19 

28 

23 

392 

Deaths 

39 

25 

29 

22 

9 

16 

12 

7 

9 

10 

16 

13 

207 

1932 

Cases 

29 

25 

26 

21 

15 

22 

14 

11 

9 

11 

13 

11 

207 

Deaths 

10 

10 

23 

15 

8 

11 

7 

9 

3 

8 

6 

4 

114 

1933 

Cases 

17 

14 

9 

5 

14 

9 

5 

14 

4 

3 

7 

13 

114 

Deaths 

12 

5 

4 

6 

8 

5 

5 

8 

6 

2 

6 

6 

73 

1934 

Cases 

7 

13 

15 

4 

8 

9 

6 

6 

6 

6 

12 

10 

102 

Deaths 

6 

13 

7 

5 

3 

4 

7 

6 

2 

1 

8 

11 

73 

1935 

Cases 

12 

14 

61 

91 

82 

75 

37 

42 

38 

24 

20 

33 

529 

Deaths 

8 

5 

35 

34 

37 

29 

13 

17 

24 

12 

10 

19 

243 

1936 

Cases 

74 

63 

104 

67 

62 

29 

25 

27 

14 

19 

31 

23 

538 

Deaths 

27 

33 

39 

23 

23 

13 

17 

10 

7 

7 

13 

14 

226 

1937 

Cases 

36 

26 

31 

25 

17 

11 

16 

14 

7 

19 

13 

13 

228 

Deaths 

16 

16 

11 

13 

5 

3 

9 

7 

3 

9 

4 

5 

101 

1938 

Cases 

12 

13 

13 

9 

6 

19 

6 

7 

7 

6 

7 

7 

112 

Deaths 

6 

6 

6 

2 

4 

8 

5 

3 

2 

2 

7 

2 

53 

1939 

Cases 

10 

9 

9 

7 

9 

4 

3 

4 

5 

1 

7 

3 

71 

Deaths 

8 

6 

2 

1 

1 

2 

5 

2 

3 

2 

4 

36 

1940 

Cases 

4 

3 

1 

4 

5 

5 

2 

2 

8 

3 

3 

8 

48 

Deaths 

1 

1 

1 

1 

3 

1 

1 

1 

3 

1 

3 

17 

1941 

Cases 

9 

7 

8 

8 

16 

10 

i3 

6 

8 

4 

17 

12 

118 

Deaths 

4 

4 

4 

6 

8 

3 

4 

1 

1 

3 

4 

42 

1942 

Cases 

15 

21 

54 

57 

53 

48 

29 

22 

i9 

25 

24 

44 

411 

Deaths 

2 

2 

11 

15 

14 

6 

7 

1 

4 

4 

9 

9 

84 

1943 

Gases 

74 

119 

182 

186 

231 

Deaths 

18 

22 

25 

44 

21 

tion  to  re-stimulation  at  the  time  of  school  en- 
trance. 

Meningococcus  meningitis  has  not  infre- 
quently increased  in  prevalence  during  wartime, 
presumably,  first,  as  a result  of  greater  contacts 
resulting  from  the  mobilization  of  troops  and, 
second,  as  a result  of  the  spreading  of  the  disease 
to  civilian  populations.  During  1942,  an  in- 
crease in  reported  cases  was  observed  in  New 
York  City,  a total  of  416  cases  for  the  year  rep- 
resenting the  highest  incidence  since  1936. 
During  the  first  five  months  of  1943,  approxi- 
mately 805  cases  were  reported  (Table  1).  This 
represents  the  highest  incidence  of  meningitis  for 
a similar  period  since  1905.  Unfortunately,  no 
effective  preventive  measures  are  available  and 
any  effort  to  limit  mortality  must  be  directed 
toward  early  diagnosis  and  prompt,  effective 
treatment.  Coinciding  with  the  more  general 
use  of  the  sulfonamides,  a gross  reduction  in  case 
fatality  has  been  observed  during  recent  years. 
The  Department  of  Health  provides  twenty-four- 
hour  consultation  service  for  the  diagnosis  and 
treatment  of  meningitis,  and  in  the  approxi- 
mately 150  cases  in  which  this  service  was  given 
during  1942,  the  case  fatality  rate  was  consider- 


ably less  than  5 per  cent.  Increasing  efforts  are 
being  made  to  accomplish  early  diagnosis  and 
adequate  treatment. 

Tuberculosis  is  not  generally  considered  an  i 
epidemic  disease,  and  yet  in  wartime  it  may  be- 
come a very  serious  problem.  Increased  hours 
of  work  necessary  for  production  of  munitions 
and  supplies  coupled  with  a louvered  level  of 
general  nutrition,  which  may  result  if  food  sup- 
plies become  seriously  curtailed,  may  bring  a 
substantial  increase  of  this  disease.  In  England  i 
in  the  past  few  years  there  has  been  a very  serious 
and  alarming  rise  in  tuberculosis  morbidity  and 
mortality.  Prevention  of  such  an  increase  in 
this  country  requires  constant  vigilance,  public 
education,  and  adequate  facilities  for  the  prompt  i 
recognition  and  treatment  of  cases  to  prevent 
further  spread  of  infection. 

As  yet  there  is  no  definite  evidence  of  an  in- 
crease in  either  morbidity  or  mortality  from 
tuberculosis  in  New  York  City,  but  there  can  be 
little  doubt  that  the  conditions  under  which  in- 
creases may  be  expected  do  exist.  This  threat 
can  only  be  met  by  increased  efforts  toward  early 
diagnosis,  particularly  in  industrial  groups. 

The  incidence  of  syphilis,  too,  almost  invari- 
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TABLE  2. — New  York  City  Department  of  Health  Early  Syphilis  Cases,  1942,  Compared  with  Average  of  1939-1941 


Primary*  and  Secondaryt 

Early  Latent  t 

Average 

Change 

Average 

Change 

1942 

1939-1941 

(Percentage) 

1942 

1939-1941 

(Percentage) 

All  ages 

3,414 

3,158 

+ 8.1 

5,274 

3,524 

+49.7 

Under  1 

1 

1-14 

14 

' i2 

+ 16.7 

"u 

”io 

+46'  o 

15-19 

331 

242 

+36.8 

429 

271 

+58.3 

20-24 

960 

792 

+21.2 

1,858 

1,323 

+ 40.4 

25-29 

683 

682 

+ 0.1 

1,024 

708 

+40.7 

30-34 

493 

465 

+ 6.0 

656 

456 

+ 53.9 

35  and  over 

831 

852 

- 2.5 

1,099 

655 

+67.8 

* Evidence  of  chancre  with  or  without  palpable  drainage  node.  Darkfield  positive.  Wassermann  negative  (seronegative 
primary).  Wassermann  positive  (seropositive  primary). 

t Evidence  of  cutaneous,  mucous  membrane  or  mucocutaneous  lesions  with  symptoms  of  generalization,  as:  adenopathy, 
early  eye  involvement,  or  early  central  nervous  system  invasion.  Wassermann  positive. 

t (Asymptomatic.)  Without  detectable  clinical  signs  or  symptoms.  Infection  of  less  than  four  years’  duration,  with  or 
without  treatment.  If  duration  is  unknown,  patient  less  than  25  years  of  age.  Wassermann  positive. 


ably  rises  during  wartime.  The  disturbances  to 
normal  family  life  and  the  general  loss  of  sense 
of  moral  values  associated  with  wartime  condi- 
tions are  unquestionably  responsible  for  this 
increase  in  infection.  Prevention  of  the  spread  of 
this  disease  can  best  be  accomplished  by  the  elim- 
ination of  possible  sources  of  infection.  This 
involves  active  suppression  of  prostitution  and 
the  provision  of  facilities  for  prompt  treatment 
to  render  infected  individuals  non-infectious. 

In  New  York  City  the  Police  Department,  the 
District  Attorney’s  office,  and  the  Department  of 
Health  have  worked  closely  together  in  the  elim- 
ination of  organized  prostitution  and  in  the 
control  of  the  clandestine  prostitute.  There  is 
very  little  evidence  of  organized  prostitution  in 
the  city,  but  in  spite  of  this  fact  there  is  a dis- 
turbing increase  in  venereal  disease,  especially 
in  the  younger  age  groups. 

Because  of  the  withdrawal  from  the  city  for 
the  Army  of  some  500,000  men  between  the  ages 
of  18  and  35,  reported  morbidity  rates  have  little 
significance.  The  routine  serologic  tests  by 
Selective  Service  add  another  factor  which 
makes  a comparison  of  reported  morbidity  diffi- 
cult. A comparison  of  reported  early  cases  of 
syphilis  seems  to  be  the  most  reliable  index  of 
trends  in  venereal  infection.  As  seen  in  Table  2, 
there  is  evidence  of  a marked  increase  in  new 
infections. 

No  discussion  of  epidemic  disease  in  wartime 
would  be  complete  without  some  mention  of 
influenza.  We  are  all  acutely  aware  of  the  asso- 
ciation of  the  last  pandemic  with  World  War  I. 
We  have  learned  much  about  influenza  since 
1918,  and  we  know  that  it  may  be  caused  by 
several  different  types  of  virus  and  that  it  spreads 
rapidly  from  person  to  person  and  along  normal 
channels  of  travel.  We  still  do  not  know,  how- 
ever, the  mechanism  of  introduction,  or  perhaps 
modification,  which  results  in  a pandemic.  Un- 
fortunately, there  is  no  real  evidence  that  in- 
fluenza can  be  prevented  by  vaccination.  There 


is  some  reason  for  optimism  in  the  belief  that  the 
sulfonamide  drugs  may  be  effective  in  the  treat- 
ment of  the  serious  complications  of  influenza 
which  were  responsible  for  the  high  fatality  in 
the  last  pandemic.  Early  recognition  of  the 
occurrence  of  an  epidemic  and  prompt  medical 
care  are  certainly  important  in  the  prevention  of 
this  disease. 

In  order  to  detect  the  first  signs  of  increase  in 
respiratory  infections  which  might  indicate  a 
beginning  epidemic  of  influenza  in  New  York 
City,  the  Health  Department  receives  weekly 
reports  on  representative  samples  of  absenteeism 
due  to  respiratory  infection  in  our  population. 
The  sample  population  is  approximately  57,000. 
This  system  provides  a sensitive  index  of  the 
occurrence  of  illnesses  which  would  indicate  a 
developing  epidemic  of  influenza. 

Increased  demands  have  been  made  upon 
health  departments  which  are  less  obviously,  but 
none  the  less  directly,  connected  with  the  wrar. 
The  requirement  of  birth  certificates  as  a pre- 
requisite for  employment  or  for  other  reasons  has 
greatly  increased  the  work  of  divisions  of  vital 
statistics.  In  New  York  City  requests  for  trans- 
cripts of  birth  certificates  increased  from  ap- 
proximately 5,000  per  month  in  1939  to  ap- 
proximately 40,000  per  month  in  1942. 

Fuel  oil  rationing  created  new  problems  in 
those  cities  where  maintenance  of  minimum 
temperatures  in  multiple  dwellings  is  required. 
In  New  York  City  the  Department  of  Health  is 
charged  with  the  responsibility  of  the  enforce- 
ment of  a minimum  temperature  of  65°  F.  in 
multiple  dwellings.  In  normal  times  complaints 
of  inadequate  heat  vary  from  1,000  to  3,000  per 
month  during  December  and  January.  During 
the  past  year,  these  complaints  increased  to 
approximately  12,000  per  month  during  winter. 

These  and  other  increased  demands  upon  the 
staff  of  the  New  York  City  Department  of  Health 
coincided  with  serious  losses  in  personnel  resulting 
from  the  needs  of  the  armed  forces  and  wrar  in- 
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TABLE  3. — City  of  New  York  Department  of  Health 
Employees  in  the  Armed  Forces  on  April  26,  1943 


Type  of  Personnel 

Number  of 
Employees 
on  Staff 

Number  of 
Employees 
in  Service 

Percentage 
of  Staff  in 
Service 

Full-time  Medical 

84 

15 

17.9 

Part-time  Medical 
and  Dental 

706 

160 

22.7 

Nurses 

893 

57 

6.4 

Technical  Group 

588 

35 

6.0 

Clerical  and  Labor 

1,145 

91 

7.9 

Grand  Total 

3,416 

358 

10.5 

dustries.  Table  3 shows  the  number  of  employees 
who  have  entered  the  armed  forces,  according  to 
type  of  personnel.  These  vacancies  are  all 
charged  to  military  leave  and  can  be  filled  only 
by  temporary  appointments.  This  obviously 
complicates  the  problem  in  that  temporary  ap- 
pointees have  no  civil  service  standing. 

The  increasing  shortage  of  manpower  has  pro- 
gressively made  it  more  difficult  to  replace  losses 
and  has  increased  the  losses  because  of  higher 
salaries  offered  in  war  industries  or  other  private 
or  public  employment.  The  natural  result  is 
that  new  employees  are  definitely  less  well  quali- 
fied than  those  who  are  hired  under  normal 
conditions.  Civil  service  rules  usually  require 
that  all  appointments,  including  temporary  ap- 
pointments, be  made  from  an  established  list  of 
eligibles.  With  the  present  rapid  turnover,  estab- 
lished fists  for  the  most  part  have  been  ex- 
hausted, and  continuous  pressure  is  being  brought 
to  bear  to  hold  examinations  in  order  to  create 
fists  from  which  appointments  may  be  made. 
We  have  felt  that  the  creation  of  new  fists  at  this 
time,  when  less  desirable  applicants  would  be 
available  or  standards  would  have  to  be  lowered, 
presented  a serious  threat  to  the  future  efficiency 
of  the  department. 

To  avoid  the  establishment  of  fists  of  inferior 
caliber  which  would  have  to  be  used  after  the  war, 
two  suggestions  have  been  made:  duration 

appointments  and  list-skimming.  Under  the 
first  plan,  appointments  would  be  made  for  the 
duration  of  the  war  plus  six  months,  with  the 
understanding  that  the  time  spent  in  the  posi- 
tion would  be  accepted  for  experience  rating  by 
the  Civil  Service  Commission.  Thus  something 
would  be  added  to  the  desirability  of  the  position, 
although  it  would  not  assure  permanent  em- 
ployment. Under  the  second  plan,  an  examina- 
tion with  somewhat  lowered  qualification  require- 
ments would  be  held  and  only  the  top  one-fourth 
or  one-half  would  be  accepted  for  a permanent 
fist,  depending  on  the  immediate  need.  Since 
only  the  number  of  persons  required  would  be 
accepted,  no  permanent  fist  would  be  established. 
Only  by  some  such  measures  can  we  fill  present 


needs  without  permanently  lowering  the  stand- 
ards of  the  department. 

Discussion 

Dr.  V.  A.  Van  Volkenburgh,  Albany , Assistant 
Commissioner,  Local  Health  Administration,  New 
York  State  Department  of  Health — I am  certain 
that  each  of  us  has  profited  greatly  from  Doctor 
Stebbins’  instructive  and  thought-provoking  ac- 
count of  the  problems  facing  health  departments 
during  war.  As  has  been  suggested,  the  pressing 
difficulty  is  how  to  meet  these  problems  despite  the 
loss  of  personnel.  Upstate  health  departments,  like 
New  York  City’s,  have  experienced  serious  personnel 
losses.  For  example,  15  per  cent  of  the  part-time 
local  health  officers  are  on  military  leave.  In  addi- 
tion, 19  per  cent  of  the  full-time  public  health  physi- 
cians under  45  years  of  age  employed  by  state  and 
local  health  departments  are  at  present  in  the  armed 
or  allied  services.  The  majority  of  the  latter  are 
experienced  public  health  administrators  and  cannot 
be  replaced  by  inexperienced  physicians  without 
first  providing  time-consuming  training  and  school- 
ing. Nor  is  there  existent  any  reservoir  of  unem- 
ployed experienced  public  health  physicians  from 
which  to  obtain  replacements.  The  State  Depart- 
ment of  Health  has  lost  27  per  cent  of  its  engineering 
staff  and  8 per  cent  of  its  milk  sanitarians.  The 
drain  on  the  public  health  nursing  staff  will  become 
increasingly  more  serious.  The  depletion  of  clerical 
employees  because  of  the  higher  wages  paid  by  in- 
dustry threatens  an  early  breakdown  of  clerical 
routines  essential  to  disease  control  procedures. 

In  order  to  maintain  necessary  public  health 
services  essential  to  the  war  effort  in  the  face  of 
dwindling  personnel,  it  is  obvious  that  serious 
thought  must  be  given  to  conserving  the  time  and 
effort  of  health  department  personnel  as  well  as 
to  the  adjustment  of  the  public  health  program  to 
meet  changed  conditions. 

There  are  many  ways  in  which  conservation  of 
health  personnel  can  be  effected.  Most  of  our  cities 
are  served  by  several  official  and  nonofficial  health 
organizations  such  as  the  school  health  service,  the 
visiting  nurse  association,  the  tuberculosis  asso- 
ciation, the  insurance  agencies,  etc.,  in  addition  to 
the  city  health  department.  It  would  seem  logical, 
and  in  certain  instances  imperative,  that  these  dis- 
jointed services  be  pooled  and  placed  under  a single 
administrative  group,  thus  improving  the  efficiency 
of  the  services  as  a whole  and  at  the  same  time  com- 
pensating for  existing  shortages  of  administrative 
personnel.  In  both  urban  and  rural  areas,  the 
utilization  of  supplementary  personnel  can  be  de- 
veloped. For  example,  the  work  .of  the  public 
health  nurse  can  be  increased  by  the  use  of  registered 
nurse  assistants  employed  on  a visit  basis  for  bed- 
side care,  thus  freeing  the  time  of  the  public  health 
nurse  for  preventive  services.  Such  nurses  can  also 
be  used  for  servicing  clinics.  Married  or  retired 
unemployed  nurses  who  are  willing  to  furnish  part- 
time  service  of  this  nature  may  be  found  in  most 
communities.  This  has  been  proved.  Inspections, 
ordinarily  performed  by  professional  staff  members, 
can  be  standardized  with  the  aid  of  printed  instruc- 
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tions  and  entrusted  to  less  qualified  personnel  as  a 
screening  procedure  leaving  only  the  strictly  techni- 
cal aspects  to  be  cared  for  by  the  professional  em- 
ployee. An  example  of  this  is  camp  inspection  work. 

The  use  of  volunteers  enrolled  in  the  Division  of 
Civilian  Mobilization  can  be  effectively  utilized  in 
connection  with  immunization  campaigns,  the  dis- 
semination of  health  information,  surveys  for  the 
collection  of  data  concerning  communicable  disease 
outbreaks,  the  transportation  of  clinic  patients, 
clerical  assistance,  etc.  Routine  procedures  and 
report  forms  can  be  profitably  analyzed  to  insure 
retention  of  no  more  than  is  absolutely  essential. 
For  example,  the  standard  routine  requiring  a cer- 
tain number  of  nursing  visits  for  the  various  types  of 
cases  carried  may  have  to  be  revised  downward  as  an 
emergency  measure.  You  will  be  agreeably  sur- 
prised to  find  how  profitable  such  a review  can  be  in 
terms  of  saved  effort  as  well  as  clerical  time.  In 
offices  equipped  with  dictaphone  or  ediphone  ma- 
chines, the  efficient  use  of  such  aids  will  do  much  to 
offset  stenographic  shortages.  The  foregoing  are 
only  a few  random  suggestions  to  call  attention  to 
the  truism  that  a great  deal  can  be  accomplished 
under  adverse  conditions  if  the  will  exists  to  utilize 
effectively  the  facilities  already  at  hand  and  if  a 
reasonable  amount  of  ingenuity  is  exercised. 

Viewing  the  public  health  program  as  a whole,  it 
is  evident  from  disease  trends  in  upstate  New  York 
during  the  last  twelve  months  that  certain  health 
activities  must  be  given  a high  priority  rating  and 
that  certain  other  activities  may  receive  less  atten- 
tion temporarily.  Public  health  economy  is  faced 
with  much  the  same  conditions  influencing  the  tug- 
of-war  between  the  military  and  civilian  economy. 

A determination  as  to  the  emphasis  to  be  placed 
on  the  various  activities  must  be  made.  This 
must  be  based  on  an  analysis  of  local,  state,  and 
national  trends  of  disease  incidence  plus  considera- 
tion of  numerous  factors  resulting  from  the  war 
effort,  such  as  population  movements,  overcrowding, 
dietary  restrictions,  civilian  tension,  etc. 

Dr.  Stebbins’  reference  to  the  British  experience 
in  communicable  disease  trends  as  a result  of  war 
will  be  helpful  in  evaluating  our  own  activities  and 
in  planning  for  a better-informed  service.  It  is 
already  fairly  clear  that  extra  attention  must  be 
given  to  the  control  of  the  venereal  diseases  and 
tuberculosis.  Maintenance  of  high  sanitation 
standards  inclusive  of  pasteurization  requirements  is 
obligatory  in  warding  off  the  inroads  of  certain  of 
the  communicable  diseases.  Emphasis  must  be 
placed  on  protection  by  immunization,  particularly 
against  smallpox  and  diphtheria.  Outbreaks  of 
communicable  diseases  must  be  attended  to 
promptly.  Nor  can  the  activities  concerned  with 


maternity  and  infancy  be  slighted.  Most  of  the 
foregoing  are  activities  largely  dependent  on  the 
efforts  of  public  health  personnel.  Certain  other 
essential  activities,  however,  such  as  nutrition, 
child  care  facilities,  and  farm  and  home  accident 
prevention,  can  be  entrusted  to  the  numerous 
agencies  already  interested  in  them.  However,  the 
health  officer  must  not  only  assume  the  responsibility 
of  the  proper  channeling  and  coordination  of  such 
efforts  but  he  must  also  judge  whether  the  desired 
results  are  being  attained.  If  not,  he  should  take 
steps  to  see  that  they  are. 

It  would  seem  that  the  foregoing  selection  of 
activities  on  a priority  basis  constitutes  a sizable 
program  if  completely  serviced.  In  certain  in- 
stances where  lack  of  personnel  makes  it  imperative 
it  may  be  necessary  to  restrict  activities  to  that 
portion  of  the  total  problem  yielding  the  highest 
return.  For  example,  syphilis  and  tuberculosis 
cases  may  be  classified  according  to  their  importance 
as  a hazard  to  the  public  health.  Complete  control 
efforts  may  then  be  concentrated  on  those  cases 
which  present  the  greatest  hazard.  In  any  event, 
close  scrutiny  should  be  made  of  the  various  com- 
ponents of  each  control  program  to  be  certain  that 
those  activities  which  come  first  in  the  order  of 
their  importance  continue  to  be  properly  done 
before  preceding  to  supplementary  control  activi- 
ties. For  example,  effort  spent  on  searching  out 
contacts  to  a discovered  case  of  syphilis  is  a definite 
waste  of  time  unless  there  is  certainty  that  essen- 
tially all  infectious  syphilis  cases  carried  on  the  roster 
are  under  treatment  and  remain  under  treatment. 

Mention  was  made  previously  of  population  con- 
centrations resulting  from  the  war  effort.  Such 
areas  demand  priority  consideration  by  health 
departments  for  reasons  which  are  evident  to  all  of 
us.  In  caring  for  these  problems,  it  is  necessary  for 
local,  state,  and  federal  agencies  to  work  in  unison, 
each  supplementing  the  other.  A minor,  but  none 
the  less  serious,  rural  problem  of  this  order  is  the 
migratory  farm  labor  camp. 

Since  today  is  tomorrow’s  yesterday,  consideration 
must  likewise  be  given  to  new  situations  calling  for 
further  adjustment  of  the  health  program.  It  is 
not  too  soon  to  take  cognizance  of  the  returning 
soldiers,  sailors,  and  marines,  many  of  whom  will  be 
infected  with  tropical  diseases,  such  as  malaria  and 
the  intestinal  diseases.  It  is  necessary  that  we  be 
alert  and  prepared  to  meet  such  new  situations.  It 
also  can  be  expected  that  rising  federal  taxes  will 
result  in  increased  demands  for  lower  state  and  local 
taxes.  Health  departments  along  with  other  gov- 
ernmental agencies  will  likely  suffer  thereby.  Proof 
as  to  the  value  received  for  each  tax  dollar  spent 
on  the  prevention  of  disease  will  be  necessary. 


For  practical  purposes  the  burden  of  proving  any 
pregnancy  lasting  more  than  280  days  would  seem 
to  rest  on  the  claimant.  Under  such  circumstances 
the  claimant  would  be  charged  with  presenting  over- 
whelming medical  evidence  of  the  prolonged  nature 


of  the  gestation.  Any  child  born  after  September 
15,  1942,  could  therefore  not  be  considered  as  having 
been  conceived  before  December  8,  1941,  in  the 
absence  of  overwhelming  evidence  to  the  contrary. 
— J.A.M.A. 


ASEPTIC  NECROSIS  AND  BONE  INFARCTS  IN  CAISSON  AND 
NONCAISSON  WORKERS 

Henry  K.  Taylor,  M.D.,  F.A.C.P.,  F.A.C.R.,  New  York  City 


BONE  infarcts  and  areas  of  aseptic  necrosis 
have  been  found  in  individuals  who  worked 
under  increased  atmospheric  pressures.  Lesions 
of  a similar  type  have  also  been  observed  in  in- 
dividuals who  were  never  exposed  to  increased 
pressures. 

Recognized  textbooks  describe  caisson  disease 
as  an  acute  condition  which  appears  in  individuals 
working  under  increased  atmospheric  pressures, 
who  have  been  too  rapidly  decompressed.  The 
terms  “caisson  disease/’  “bends,”  “diver’s 
palsy,”  “chokes,”  and  “staggers”  are  synony- 
mous; they  refer  to  one  and  the  same  condition. 
Armstrong1  introduced  the  term  “aero-embo- 
lism.” Fulton2  terms  it  “decompression  sick- 
ness”; Hankowitz3  refers  to  it  as  decompressed 
air  illness,  and  End4  calls  it  compressed  air 
illness. 

Air  is  composed  approximately  of  20  per  cent 
oxygen,  79  per  cent  nitrogen,  and  less  than  1 per 
cent  of  carbon  dioxide  and  rare  gases.  When  an 
individual  is  subjected  to  increasing  pressures, 
quantitatively  more  of  the  gases  in  the  air  are 
absorbed.  All  tissues  absorb  and  act  as  a solvent 
for  nitrogen.  The  solubility  of  nitrogen  is  greater 
in  the  fats  and  lipoids.  They  are  capable  of 
holding  five  times  as  much  in  solution  as  the 
nonfatty  tissues.  The  solubility  of  nitrogen 
within  all  tissues  increases  as  the  atmospheric 
pressure  rises,  with  a time  factor  necessary  for 
saturation.  According  to  Boyle’s  law,  a given 
mass  of  gas  varies  inversely  as  the  pressure,  the 
temperature  being  constant;  as  the  pressure 
rises,  the  volume  decreases,  and  vice  versa. 

To  quote  Musser:  “According  to  Dalton’s 

law,  gases  are  soluble  in  fluids  according  to  their 
partial  pressures.  At  4 atmospheres,  therefore, 
the  plasma  leaving  the  lungs  holds  four  times 
as  much  nitrogen  as  it  would  under  normal  atmos- 
pheric conditions.  The  tissues,  in  turn,  become 
saturated  at  the  new  level  at  a rate  which  varies 
with  the  particular  ability  of  the  tissue  to  absorb 
the  gas  and  with  the  adequacy  of  the  circulation 
to  bring  nitrogen  to  the  part.  Fat,  which  ab- 
sorbs about  five  times  as  much  nitrogen  as  wTater, 
is  saturated  slowly.  Ligaments,  bones,  and  the 
white  matter  of  the  spinal  cord  attain  a new 
equilibrium  more  gradually  because  of  the 
limited  blood  supply.  Even  with  the  increased 
circulation  rate  consequent  upon  manual  work, 
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several  hours  may  elapse  before  the  entire  body 
is  saturated  at  the  new  level.”5 

To  release  from  the  body  the  gases  which 
went  into  solution  under  increased  atmospheric 
pressure,  without  producing  symptoms,  requires 
a slow  decompression,  a gradual  reduction  to 
normal  atmospheric  pressure.  When  an  indi- 
vidual is  decompressed  slowly,  there  is  a gradual 
release  of  the  nitrogen  in  solution,  which  escapes 
with  respiration  and  causes  no  physical  dis- 
turbances. The  time  required  for  decompression 
depends  upon  the  pressure,  and  the  time  spent 
working  under  that  pressure.*  According  to 
standard  United  States  Navy  decompression 
tables,  a diver  who  descends  to  a depth  of  250 
feet  and  remains  there  for  twenty  minutes  must 
spend  two  hours  and  twenty-six  minutes  in  de- 
compressing. Should  he  extend  his  stay  on  the 
bottom  ten  minutes  longer,  his  decompression 
time  will  increase  by  more  than  an  hour.  When 
decompression  is  rapid,  there  is  a sudden  release 
of  nitrogen  from  the  tissues  into  a gaseous  state, 
causing  a physical  disturbance,  and  this  is  re- 
ferred to  as  caisson  disease,  bends,  aero-embo- 
lism, decompression  sickness,  etc.  This  is  very 
painful  and  may  be  serious.  The  same  condition 
occurs  when  there  is  a sudden  reduction  in  pres- 
sure from  1 atmosphere  to  a small  fraction  thereof. 
To  overcome  these  symptoms,  the  individual 
returns  to  a greater  atmospheric  pressure,  per- 
mitting the  nitrogen  to  change  from  a gaseous  to 
a liquid  state  in  the  body  fluids  and  tissues. 

Musser  claims  that  “there  is  little  or  no  danger 
at  pressures  less  than  15  pounds  above  normal  at- 
mospheric conditions,  no  matter  how  rapidly  the 
decompression  is  accomplished.”  He  also  claims 
that  “exposure  for  short  intervals,  even  to  ex- 
tremely high  pressure,  is  not  followed  by  acci- 
dents. For  this  reason,  naked  deep-sea  divers 
have  little  or  no  difficulty  because  they  remain 
under  water  for  only  two  or  three  minutes.  In 
the  caissons  of  the  St.  Louis  Bridge  Company 
no  cases  of  bends  occurred  among  many  visitors 
although  of  352  employees,  12  were  killed  and  18 
seriously  injured  by  caisson  disease.” 

Roentgen  Appearance 

The  lesion  is  usually  limited  to  either  end  or 
both  ends  of  a long  bone,  and  more  than  one  bone 
may  be  involved.  In  caisson  workers,  the  lesions 
are  usually  extensive,  multiple,  and  often  bilat- 
eral. In  some  cases,  it  is  limited  to  either  the 

* Decompression  tables  are  available. 
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Fig.  1.  R.  B.,  male,  aged  37.  Right  hip  and  left  shoulder  show  changes  of  aseptic  necrosis.  Bone 
i infarcts  are  present  in  the  lower  ends  of  the  femoral  shafts  and  upper  ends  of  the  tibial  shafts.  History 
: of  caisson  disease. 


; proximal  or  distal  end  of  the  medullary  cavity, 
or  both;  to  either  diaphyseal  end  or  both.  In 
other  cases,  it  is  limited  to  the  spongy  bone  in 
the  epiphyseal  end.  In  still  other  cases,  it  in- 
volves the  medullary  cavity  of  either  end  or 
both,  and  the  contiguous  spongy  bone  of  the 
diaphyseal  and  epiphyseal  end  of  the  bone.  The 
articular  cartilage  may  participate  in  the  lesion 
when  the  epiphyseal  end  of  the  bone  is  involved. 
The  central  portion  of  the  shaft  is  rarely  involved. 
When  in  the  shaft,  the  lesion  appears  as  an  ir- 
regular area  of  altered  or  decreased  density, 
which  sometimes,  not  always,  is  surrounded  by  a 
thin,  linear  area  of  increased  density.  This  thin, 
linear  area  of  increased  density  at  the  peripheral 
portipn  of  the  lesion  represents  a partial  reossi- 
fication of  this  area.  Linear  ossifications  from 
the  periphery  may  project  into  the  area  of  de- 
creased density  in  one  or  more  places  for  variable 
distances.  The  lesion  may  show  an  increase  in 
density  depending  upon  the  extent  of  the  repara- 
tive changes.  The  lesion  is  limited  to  the 
medullary  portion  of  the  bone  and  does  not 
encroach  upon  the  cortex.  The  area  of  altered 
density  in  the  medullary  portion  of  the  bone  may 
extend  into  the  spongy  diaphysis.  When  the 
epiphyseal  end  of  the  bone  and  articulating 
cartilage  are  involved,  the  articulating  surface 
may  or  may  not  present  an  irregularity  in  con- 
tour. Often  there  is  an  alteration  in  the  shape 
of  the  articulating  surface.  Infractions  or 
sequestrations  or  areas  of  aseptic  necrosis  may 
be  present.  The  end  of  the  bone  may  be  of  un- 
even density,  and  may  show  fibrocystic  changes, 
with  intervening  areas  of  increased  bone  density 


and  bone  sclerosis.  The  joint  space  may  be 
narrowed  and  partially  destroyed.  Productive 
bone  changes  may  develop  at  the  articular  mar- 
gins, identical  in  appearance  with  a hyper- 
trophic osteo-arthritis. 

When  the  hip  is  involved,  the  head  of  the  femur 
may  be  flattened  and  enlarged.  Fibrocystic 
and  sclerotic  bone  changes  may  involve  the  head 
of  the  femur  as  well  as  the  acetabular  shelf. 
Marginal  osteophytes  and  joint  bodies  may 
develop.  There  are  evidences  of  decalcification 
and  softening. 

The  lesions  may  be  bilaterial  and  most  often 
involve  the  lower  extremities. 

When  the  shoulder  is  involved,  the  changes 
are  essentially  limited  to  the  head  of  the  humerus. 
There  are  evidences  of  softening,  irregularity  in 
contour,  and  aseptic  necrosis.  The  head  of  the 
humerus  does  not  always  enlarge.  Joint  bodies 
may  develop.  The  contiguous  portion  of  the 
shaft  may  also  be  involved. 

If  the  lesion  in  the  shaft  is  small,  and  limited 
to  the  diaphyseal  end  of  the  bone,  it  may  be 
gradually  replaced  by  new  bone  and  disappear 
completely.  If  the  lesion  is  in  the  epiphyseal 
end  of  the  bone,  and  subsequently  borders  on 
the  joint,  it  leads  to  the  development  of  second- 
ary hypertrophic  osteo-arthritic  changes. 

The  linear  area  of  increased  density  surround- 
ing the  shaft  lesion  is  evidence  of  a reparative 
process,  a healing  phase,  and  was  described  by 
Phemister6  as  a creeping  substitution.  This 
creeping  substitution  decreases  the  size  of  the 
area  of  altered  or  diminished  density,  the  in- 
farcted  area.  Eventually  this  process  of  replace- 
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Fig.  2.  L.  L.,  female,  aged  46.  Acrobatic  dancer 
as  a girl.  History  of  fracture  of  right  femur  16 
years  ago.  Shoulders  reveal  areas  of  aseptic 
necrosis.  Bone  infarcts  present  in  the  lower  ends 
of  femoral  and  upper  ends  of  tibial  shafts. 


ment,  which  is  never  complete  in  the  large  lesions, 
slows  down  and  ceases. 

In  caisson  workers,  the  contention  is  that 
nitrogen  in  a gaseous  state,  as  either  an  embolus 
or  a pressure  effect  upon  the  blood  vessel,  or 
both,  is  responsible  for  the  death  of  the  tissue. 
In  noncaisson  workers,  the  lesions  are  neither  as 
extensive  nor  as  numerous,  and  the  causative 
factor  is  unknown.  Many  possibilities  have  been 
suggested:  fat  emboli,  bland  infarcts,  septic 

foci,  peripheral  vascular  disease,  etc. 

The  subject  of  caisson  disease  was  recently 
brought  to  the  fore  by  Ross  Golden’s7  book 
Diagnostic  Radiology.  Hodges,  Phemister,  and 
Brunschweig,  the  authors  of  the  section  on 
bone  diseases,  presented  roentgenograms  in  2 
cases  of  individuals  who  worked  under  increased 
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pressures  and  gave  histories  of  having  had  at-  i 
tacks  of  the  bends.  The  bone  changes  were 
causally  related  to  the  occupation  and  diagnosed 
as  caisson  disease  in  bone.  Four  cases  were  pub- 
lished by  Kahlstrom,  Burton,  and  Phemister8 
as  aseptic  necrosis  of  bone  occurring  in  individ- 
uals working  under  increased  pressures  in 
February,  1939.  In  March,  1939,  these  same 
authors  published  3 cases  of  aseptic  necrosis  of 
undetermined  cause  in  individuals  who  did  not 
work  under  increased  pressures,  who  gave  no 
history  of  ever  having  had  attacks  of  the  bends. 
Since  then,  several  articles  have  appeared  in  the 
literature  illustrating  caisson  disease  in  bone. 

I have  collected  histories  of  shaft  and  joint 
lesions  in  38  patients,  many  of  them  identical 
in  appearance  with  those  described  as  caisson 
disease.  In  no  instance  was  there  an  occupa- 
tional history  of  working  under  compressed  air, 
or  of  subjection  to  sudden  and  violent  changes  in 
atmospheric  pressure.  In  March,  1942,  Kahl- 
strom9 reported  bone  infarcts  in  4 individuals 
who  had  not  been  exposed  to  increased  atmos- 
pheric pressures.  Three  had  arteriosclerosis. 

The  article  by  Kahlstrom,  Burton,  and 
Phemister8  which  appeared  in  February,  1939, 
is  an  excellent  one,  most  illuminating  and  com- 
prehensive. The  many  phases  of  bone  infarction 
are  recorded. 

The  subject  of  caisson  disease  is  an  interesting 
one.  Particularly  is  this  so  when  one  considers 
the  metropolitan  area  of  New  York,  with  its 
tunnels  and  underground  constructions,  which 
required  extensive  operations  under  increased 
atmospheric  pressures. 

Bone  changes  were  not  observed  until  recently, 
and  only  in  a few  cases.  Ferguson,10  in  his  recent 
book  on  the  spine  and  extremities,  makes  no 
mention  of  it.  His  material  was  gathered  in 
New  York  City  in  an  orthopaedic  hospital. 

King,11  in  his  monograph  on  “Localized  Rare- 
fying Conditions  of  Bone,”  makes  no  mention  of 
caisson  disease  as  a causative  factor  in  aseptic 
necrosis,  or  in  osteochondritis  dissecans. 

Aero-Embolism 

The  air  embolism  theory  presupposes  a sudden 
change  in  atmospheric  pressure.  In  a caisson 
worker  this  is  the  result  of  an  improper  decom- 
pression with  at  least  one,  and  perhaps  more  than 
one,  attack  of  caisson  disease.  This  would  be 
logical  if  all  the  tunnel  workers  with  bone  changes 
had  had  one  or  more  attacks  of  the  bends. 
Actually,  this  is  not  so.  Recently  Bell,  Edson, 
and  Hornick12  made  a roentgen  osseous  survey 
of  32  tunnel  workers  who  were  free  of  symptoms 
referable  to  the  joints  and  long  bones.  All 
showed  bone  changes.  Of  these  32,  14  admitted 
either  a positive  or  doubtful  history  of  one  or 
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Fig.  3.  (a)  T.  P.,  aged  44.  Increased  density  in  the  articular  portion  of  the  humeral  head.  Worked 

under  increased  pressure  for  twenty  years.  Denies  caisson  disease. 

(6)  H.  McF.,  aged  43.  Areas  of  aseptic  necrosis.  History  of  caisson  disease. 

(c)  C.  W.,  aged  56.  Large  bone  infarct  in  upper  end  of  the  shaft  of  the  humerus.  Aseptic  necrosis  of 
the  head.  Caisson  disease  thirty-five  years  ago. 

( d ) S.  K.,  aged  36.  Shows  altered  bone  density  and  deformity  of  the  head  of  the  humerus.  Caisson 
worker.  History  of  caisson  disease. 


more  attacks  of  the  bends,  and  the  other  18 
denied  ever  having  had  an  attack.  These  18  had 
had  long  periods  of  continuous  employment  under 
compressed  air,  with  a long  occupational  history. 
Even  though  the  group  of  32  is  small,  the  fact 
that  18,  or  66  per  cent  of  them,  never  had  had  an 
attack  makes  it  obvious  that  one  or  more  attacks 
of  the  bends  is  not  necessary  to  produce  bone 
changes.  Perhaps  the  attacks  of  the  bends  are 
not  responsible  for  the  bone  changes  at  all. 

Two  questions  present  themselves:  (1)  what 
effect,  if  any,  is  there  following  an  attack  of  the 
bends?  and  (2)  what  is  the  mechanism  in  the 
development  of  bone  and  joint  changes  in  com- 
pressed air  workers? 

A rapid  decompression  brings  forth  an  attack. 
There  has  been  a quick  change  in  atmospheric 
pressure.  There  is  a liberation  of  those  gases  in 
solution  in  the  blood  and  tissues  from  a liquid 
to  a gaseous  state.  This  is  a physical  change. 
When  gases  come  out  of  solution  they  should  do 
so  throughout  the  entire  body.  The  rate  of 
return  to  a gaseous  state  varies  in  different  parts 
of  the  body  and  depends  upon  the  solubility 
within  the  tissues,  the  concentration,  and  the 
blood  supply.  The  liberation,  from  a quantita- 
tive standpoint,  will  be  five  times  as  great  from 
the  fatty  tissues.  The  rate  of  liberation  will 
depend  upon  the  blood  supply.  The  large  de- 
posits of  fats  and  lipoids  are  in  the  abdomen, 
brain  and  spinal  cord,  and  yellow  marrow.  The 
fat  deposits  in  the  abdomen  and  abdominal  wall 
exceed  in  amount,  quantitatively,  the  deposits 
in  the  marrow  cavities  of  the  long  bones.  The 
liberation  of  nitrogen  in  the  abdomen  and  ab- 
dominal wall  and  the  expansion  of  the  gases 


within  the  stomach  and  intestinal  tract  result  in 
terrific  abdominal  pains.  When,  this  condition 
develops,  a recompression  relieves  the  symptoms 
immediately,  for  the  gases  in  the  tissues  are 
returned  to  a liquid  state,  and  those  in  the 
intestinal  tract  are  reduced  in  volume.  With  a 
slow  redecompression,  there  is  no  return  of  the 
acute  symptoms.  If  the  period  between  the 
acute  symptoms  and  the  second  compression  is 
short,  there  is  no  serious  circulatory  damage. 
There  is  no  injury  to  the  osseous  structures. 
When  the  period  between  the  acute  symptoms 
and  recompression  is  prolonged,  circulatory 
damage  in  soft  and  osseous  tissues  may  result. 
It  is  difficult  to  evaluate  a time  factor.  Barach,13 
in  a discussion  of  the  symptoms  of  oxygen  de- 
ficiency, makes  the  following  statement:  “The 
extremities  may  be  deprived  of  oxygen  for  periods 
of  an  hour  and  one-half  by  the  complete  closure 
of  the  arterial  blood  supply  and  thereafter  may 
be  used  with  completely  normal  function.” 
While  oxygen  deficiency  does  not  enter  here,  it  is 
of  interest  to  note  that  closure  of  the  arterial 
supply  to  the  extremities  for  one  and  one-half 
hours  does  not  lead  to  death  of  the  part.  When 
circulatory  damages  do  occur,  if  the  area  in- 
volved is  small,  it  is  probably  of  no  consequence, 
particularly  if  it  does  not  involve  the  brain  and 
spinal  cord.  If  the  brain  and  spinal  cord  are 
involved,  the  changes  may  be  permanent.  If 
the  period  between  the  development  of  symptoms 
and  recompression  is  unduly  prolonged,  the  re- 
sults may  be  disastrous.  Workers  recovering 
from  the  acute  symptoms  return  to  work  within 
a day  or  two  as  if  nothing  had  happened. 

There  is  an  established  relationship  between 
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Fig.  4.  (a  and  b)  J.  Z.,  male,  aged  58.  Arteriosclerotic  and  hypertensive  cardiovascular  disease. 
Caisson  worker.  Worked  under  increased  pressures  for  two  months,  thirty-six  years  ago.  Denies  ever 
having  had  an  attack  of  the  bends.  Hips  show  fibrocystic  changes  with  areas  of  bone  sclerosis,  narrowing 
of  the  joint  spaces,  and  secondary  hypertrophic  osteo-arthritic  changes. 

(c)  W.  H.,  male,  aged  61.  Varicose  ulcers.  Never  worked  under  compressed  air. 

(d)  J.  McF.,  male,  aged  71.  Arteriosclerosis.  Never  worked  under  compressed  air.  Shows  changes 
similar  in  character  to  those  in  illustrations  (a)  and  (6). 


the  duration  of  exposure  to  increased  pressure 
and  the  degree  of  pressure  (30,  40,  or  50  pounds) 
and  a time  factor  necessary  for  decompression  in 
order  to  avoid  an  attack  of  caisson  disease.  The 
rate  of  decompression  following  exposures  is 


predetermined,  and  applied  to  all  individuals 
alike.  End4  states:  “Unfortunately,  decom- 

pression according  to  standard  tables  will  not 

always  prevent  compressed  air  illness ” 

Theoretically,  the  decompression  should  obviate  J 
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Fig.  5.  (a)  F.  McG.,  male,  aged  46.  Astrocytoma.  Localized  calcification  in  the  upper  end  of  the 

humerus.  Never  worked  under  increased  pressures. 

( b ) T.  S.,  female,  aged  30.  Progressive  pseudohypertrophic  muscular  dystrophy.  Large  irregular 
calcified  focus  in  the  diaphyseal  and  epiphyseal  end  of  the  humerus. 

(c)  W.  W.,  male,  aged  84.  General  arteriosclerosis.  Irregular  calcific  density  in  the  upper  end  of  the 
shaft  of  the  humerus.  Never  worked  under  increased  pressure. 

(d)  S.  J.,  male,  aged  59.  Hemiplegia.  Hereditary  hemorrhagic  telangiectasia.  Irregular  calcific 
deposits  in  the  upper  end  of  the  humerus.  Never  worked  under  increased  pressure. 

(e)  A.  H.,  male,  aged  45.  Multiple  cerebral  fat  emboli.  Multiple  fractures.  Irregular  calcific  deposit 
in  lower  end  of  shaft  of  femur.  Never  worked  under  increased  pressure. 

(/)  D.  D.,  male,  aged  86.  Chronic  productive  type  tuberculosis.  Large  irregular  calcific  deposit  in 
lower  end  of  femur.  Never  worked  under  increased  pressure. 

(g)  C.  P.,  aged  44.  Construction  worker.  Never  worked  under  increased  pressure. 

(h)  L.  L.,  male,  aged  57.  Arteriosclerotic  heart  disease.  Mesenteric  thrombosis.  Peripheral  vascular 
disease.  Never  worked  under  compressed  air. 

an  attack  of  caisson  disease  in  the  group  that  is 
being  decompressed.  For  the  most  part  this  is 
true,  and  the  majority  of  workers  develop  no 
symptoms.  Some  may  develop  acute  symptoms 
within  a comparatively  short  time  after  decom- 


pression, others  within  a few  hours.  Still  others 
do  not  develop  acute  symptoms  of  caisson  disease, 
but  complain  of  aches  about  the  joints  either 
shortly  after  decompression  or  hours  later.  The 
symptoms  in  all  instances  are  relieved  by  re- 
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compression.  The  inference  must  be  that  the 
acute  symptoms  on  the  one  hand,  and  the  mild, 
or  subacute,  symptoms  on  the  other,  are  caused 
by  the  same  agent — liberated  nitrogen  in  a 
gaseous  state  (or  air).  It  may  be  safe  to  assume 
than  an  acute  attack  of  caisson  disease  is  the 
result  of  a faulty  decompression;  either  the  de- 
compression was  hastened,  or  jumped  completely. 
Delayed  or  subacute  symptoms  cannot  be  re- 
lated to  a faulty  decompression. 

There  are  a number  of  individuals  who  do 
develop  the  acute  symptoms  several  hours  after 
a proper  and  adequate  decompression.  In  this 
group  (sandhogs)  it  is  rather  difficult  to  explain 
why  there  should  be  delayed  reaction  to  a physi- 
cal change.  Several  factors  may  contribute  to 
this  situation.  Nitrogen  in  solution  has  a nar- 
cotic effect.  The  threshold  of  irritability  in  this 
type  of  worker  is  probably  high.  These  indi- 
viduals usually  partake  of  alcohol  freely  and  are 
probably  under  its  influence  a good  part  of  the 
time.  A probability  is  that  not  until  the  release 
from  the  influences  of  the  alcohol  and  the  narcotic 
effect  of  the  nitrogen  do  they  become  aware  of 
their  aches  and  pains.  The  clarification  of  their 
senses  makes  for  an  awareness  or  intensification 
of  the  symptoms. 

There  is  also  a group  of  individuals  who,  with- 
out an  attack  of  caisson  disease,  either  immediate 
or  delayed,  develop  aches  in  and  about  one  or 
more  joints.  In  these  individuals,  one  of  two 
factors,  or  both,  may  be  responsible  for  their 
aches.  There  may  be  a poor  anastamosis  of 
vessels  in  the  ends  of  the  bones,  or  the  vessels 
may  be  of  small  caliber,  or  both.  Either  would 
be  sufficient  cause  to  considerably  slow  the  cir- 
culation and  prevent  adequate  decompression 
locally  in  the  ends  of  bones.  Following  release 
from  the  decompression  chamber,  a quantity 
of  nitrogen  is  trapped  in  areas  where  the  circula- 
tion is  slow  and  poor,  where  the  anastamoses  are 
inadequate.  Musser6  states:  “When  the  pres- 
sure is  reduced,  the  rate  of  desaturation  is  ir- 
regular, and  those  parts  which  acquire  nitrogen 
slowly  tend  to  retain  it.  At  the  end  of  the  period 
of  decompression,  tissues  such  as  fat  may  hold 
an  amount  of  nitrogen  which  cannot  be  immedi- 
ately dissolved  in  the  blood.  Bubbles  may  thus 
be  formed  either  in  the  tissues  or  in  the  blood.” 
This  probably  occurs  in  the  ends  of  long  bones. 
The  gas  is  confined  to  a fixed  space,  and  its 
volume  increases,  exerts  pressure,  and  causes  the 
ache  or  pain.  Gas  emboli  or  external  pressure 
on  vessels,  or  both,  may  follow  one  decompres- 
sion, or  possibly  acquire  accretions  following  re- 
peated decompressions.  When  they  persist,  an 
ischemia  and,  ultimately,  death  to  the  part 
follow.  The  subsequent  changes  apparent  on  a 
roentgen  film  are  described  as  bone  infarcts  or 


areas  of  aseptic  necrosis.  These  do  not  develop 
immediately.  A long  time  is  necessary  before 
osseous  changes  are  manifest.  When  found  in 
the  shafts  they  may  show  reparative  changes. 
When  they  are  in  the  joint,  various  manifestations 
are  possible : aseptic  necrosis,  infraction,  separa- 
tion, revascularization,  weight-bearing,  and  soft- 
ening, deformity,  and  secondary  hypertrophic 
osteo-arthritic  changes. 

Because  all  caisson  workers  do  not  develop 
symptoms  or  reveal  bone  changes,  the  premise 
is  that  decompression  is  inadequate  for  the  in- 
dividual who  does  develop  symptoms  or  bone 
changes,  and  not  for  the  group.  This  being  so, 
the  cause  of  the  trouble  must  lie  within  the  in- 
dividual. Admitting  that  there  must  be  a cir- 
culatory change  to  account  for  the  pathology, 
what  is  it  that  makes  it  possible?  The  loose  des- 
ignation of  end  arteries  does  not  answer  the 
question.  There  must  be  variations  in  each  in- 
dividual's circulatory  tree,  especially  as  it  per- 
tains to  the  skeleton.  The  variation  must  be 
one  which  slows  or  retards  the  circulation.  The 
rate  of  flow  must  be  decreased,  and  this  can  be 
accomplished  by  small  caliber  vessels,  a poor 
anastamosis,  or  both. 

It  is  also  of  interest  to  note  that  bone  and  joint 
changes  have  been  found  in  individuals  who 
worked  under  increased  pressures  with  no  history 
of  accidents  during  their  employment,  with  no 
record  of  a faulty  decompression,  and  no  history 
of  an  acute  or  subacute  attack  of  caisson  disease. 
The  appearance  of  such  a lesion  in  a person  with- 
out an  occupational  history  would  defy  explana- 
tion, particularly  since  shaft  lesions  are  accidental 
findings  and  clinically  give  no  symptoms.  At  the 
present  time  when  an  occupational  history  of  a 
caisson  worker  is  present,  and  records  no  attacks 
of  the  bends,  the  implication  is  that  the  bone 
lesions  are  causally  related  to  the  occupation. 
Actually,  it  is  not  an  occupational  lesion.  If  an 
individual  has  an  adequate  circulatory  tree  and  is 
adequately  decompressed,  he  should  not  develop 
any  bone  or  joint  changes.  Individuals  with  an 
inadequate  circulatory  tree  who  work  under  in- 
creased pressures  may  develop  bone  and  joint 
lesions  with  the  ordinary  so-called  adequate 
decompression;  even  in  the  absence  of  an  acute 
attack  of  caisson  disease.  Agglutination  of  red 
cells  may  play  a part.  These  individuals  are 
exposing  themselves  to  an  occupation  which  may 
be  considered  hazardous  even  under  ideal  condi- 
tions, including  the  so-called  proper  decom- 
pression. These  lesions  may  not  become  mani- 
fest for  many  years;  in  some  instances  not  for 
many  years  following  the  cessation  of  that  partic- 
ular occupation. 

The  explanation  for  the  causative  factors  of 
bone  and  joint  lesions,  identical  with  those  de- 
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scribed  above,  in  individuals  who  never  worked 
under  compressed  air  or  were  not  subjected  to 
rapid  changes  in  atmospheric  pressure,  is  lacking. 

The  opening  paragraph  of  the  second  article 
on  aseptic  necrosis  of  bone  by  Kahlstrom,  Burton, 
and  Phemister8  is: 

“No  record  has  been  found  in  the  literature  of 
massive  multiple  infarcts  of  shafts  and  epiphyses 
of  bones  similar  to  those  reported  in  part  1, 
occurring  in  patients  who  gave  no  history  of 
having  worked  under  compressed  air.  For  that 
reason  the  following  3 cases  are  of  interest.” 
Kahlstrom,9  in  a recent  article,  reported  4 cases 
of  bone  infarcts  in  noncaisson  workers.  More 
recently,  I have  studied  50  individuals  with  bone 
infarcts  and  aseptic  necrosis.  Of  these,  12 
cases  were  occupational,  and  the  remaining  38 
had  never  been  exposed  to  compressed  air. 
Within  the  latter  group  w~ere  11  women.  The 
age  range  of  the  women  was  from  30  to  80,  and 
in  the  male  group  the  range  was  from  28  to  86. 

Summary 

Fifty  patients  were  studied,  39  males  and  11 
females.  Of  the  39  males,  11  gave  a history  of 
continued  occupational  exposure,  and  one  gave 
a history  of  a single  exposure  to  compressed  air. 
The  others  presented  no  occupational  history. 

Joint  and  shaft  lesions  of  aseptic  necrosis  and 
bone  infarcts  were  observed  in  12  individuals 
who  had  been  working  under  compressed  air  for 
varying  periods  of  time.  Some  of  these  indi- 
viduals were  subjected  to  sudden  changes  of 
atmospheric  pressure  and  developed  symptoms 
of  aero-embolism,  or  decompression  illness,  or 
bends.  Others  were  not  subjected  to  sudden 
changes  in  atmospheric  pressure;  of  this  group, 
some  developed  mild  or  subacute  symptoms  of 
decompression  illness  and  others  did  not.  The 
shaft  and  joint  lesions  do  not  develop  immedi- 
ately following  decompression  illness.  Con- 
siderable time  must  elapse.  The  shaft  lesions 
are  usually  asymptomatic  and  are  usually  acci- 
dently discovered.  The  joint  lesions  develop 
secondary  arthritic  changes  and  present  an 
appearance  like,  and  are  similar  to,  a chronic 
hypertrophic  osteo-arthritis.  Shaft  lesions  are 
found  in  some  patients  and  joint  lesions  in  others. 
Some  present  both  types  of  lesions. 

The  same  type  of  lesions  was  observed  in  38 
individuals  who  never  wrorked  under  compressed 
air  and  were  not  subjected  to  sudden  or  violent 
changes  in  atmospheric  pressure. 

The  lesions  in  both  groups  present  similar 
roentgen  appearances  and  cannot  be  differenti- 
ated one  from  the  other.  In  the  caisson  worker 
the  causative  factor  is  the  inert  gas,  nitrogen,  in 
bubble  formation,  as  an  embolus,  as  pressure, 
or  both,  interfering  with  the  circulation  to  the 


part.  In  the  noncaisson  worker  there  is  no  ap- 
parent etiologic  factor  for  the  development  of 
these  lesions.  The  obstructing  factor  or  factors 
to  the  circulation  is  unknown. 

The  bone  lesions  may  be  single;  usually  they 
are  multiple,  and  often  bilateral.  WTorkers  under 
compressed  air  presented  extensive  and  multiple 
lesions  more  often  than  the  others.  In  the  non- 
caisson worker,  where  the  lesion  is  single  and  not 
extensive,  the  reparative  changes  are  usually 
greater. 

Deep-sea  divers  and  aviators  may  develop 
aero-embolism.  There  are  no  recorded  evidences 
of  bone  changes  in  either  naval  or  air  personnel 
who  have  had  aero-embolism. 

667  Madison  Avenue 
New  York  City 
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Discussion 

Dr.  William  A.  Walker,  New  York  City — Dr. 
Taylor  has  so  thoroughly  covered  the  subject  of 
aseptic  bone  necrosis,  occurring  in  caisson  disease, 
that  I fear  discussion  will  be  mere  repetition. 

Dr.  Taylor  has  reported  a remarkably  large 
number  of  cases  of  necrosis,  particularly  of  intra- 
medullary infarcts.  These  interesting  lesions  seem 
to  have  gone  unnoticed  prior  to  the  reports  of 
Phemister  in  1939. 

The  patients  whom  I have  seen  at  Bellevue 
Hospital,  or  in  consultation,  have  all  complained 
of  hip-joint  disability.  The  only  epiphyses  that 
I have  seen  involved  were  the  hip  and  the  shoulder. 
Pain  and  stiffness  of  the  hip  had  developed  because 
of  deformity  of  the  femoral  head.  Weight-bearing 
during  the  soft,  necrotic  stage  must  have  been  a 
major  factor  in  causing  the  deformity.  No  flatten- 
ing or  deformity  of  involved  humeral  heads  was 
seen. 

Femoral  head  lesions  were  usually  wedge-shaped 
and  were  found  in  the  superior-lateral  aspect  of  the 
head.  These  lesions  in  early  cases  were  of  uni- 
formly increased  density.  Later  cases  showed 
areas  of  decreased  density  due  to  the  reparative 
process  and  the  substitution  of  new  bone.  Cases 
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of  many  years’  standing  developed  marked  hyper- 
trophic arthritic  changes. 

Dr.  Taylor  has  mentioned  involvement  of  carti- 
lage. In  three  hips  operated  upon  there  was  no 
evidence  of  death  of  cartilage.  Inasmuch  as  hya- 
line cartilage  derives  nourishment  from  synovial 
fluid,  its  death  would  not  necessarily  follow  that  of 
underlying  bone. 

The  shaft  lesions  were  never  a cause  of  complaint 
and  it  is  doubtful  that  they  cause  pain  or  disability 
at  any  time,  from  their  onset  until  healing  has  been 
completed,  or  destruction  arrested.  Those  seen 
were  most  frequently  found  in  the  distal  end  of  the 
femur  and  the  proximal  end  of  the  tibia.  The  lesion 
was  roughly  conical  in  shape;  the  base  at  the  level 
of  the  old  epiphyseal  line  and  the  apex  tapering  off 
toward  the  center  of  the  shaft.  Their  shape  and 


location  certainly  suggest  infarction  by  embolism 
of  an  end  artery.  The  mottled  appearance  of  these  : 
infarcts  in  old  cases  is  due  to  partial  resubstitution 
of  old  necrotic  bone  by  new  bone.  A biopsy  of 
one  of  these  tibial  infarcts  showed  necrotic  bone 
debris,  with  scattered  areas  of  new  bone  formation,  1 
as  previously  reported  by  Phemister  et  al. 

The  compensability  of  these  bone  lesions  occur- 
ring in  caisson  disease  has  not  as  yet  been  decided. 
The  long  time  period  between  onset  of  bone  necrosis  1 
and  the  development  of  symptoms  works  against  ) 
these  claimants.  They  are  vigorous  men  accus-  1 
tomed  to  hard  and  dangerous  work.  They  suffer 
an  almost  complete  loss  of  earning  power  when  one 
or  both  hips  become  necrosed. 

I wish  to  thank  this  section  for  the  opportunity  j 
of  discussing  Dr.  Taylor’s  most  excellent  paper. 


THREE  PERSONS  OUT  OF  FOUR  DON’T  KNOW  THEMSELVES 


Do  you  know  yourself? 

If  you  can  recognize  your  own  hands  when  seen 
in  a photograph,  your  own  handwriting,  the  sil- 
houette of  your  own  profile,  you  know  yourself 
better  than  three-fourths  of  the  persons  tested  by 
Dr.  Werner  Wolff,  chairman  of  the  department  of 
psychology  at  Bard  College,  Columbia  University, 
in  an  eighteen-year  study  of  personality. 

If  you  can  recognize  your  own  voice,  you  are  one 
person  in  ten. 

This  failure  of  individuals  to  recognize  them- 
selves Dr.  Wolff  attributed  to  man’s  unconscious 
unwillingness  to  remember  or  realize  what  he  is 
like. 

“Man’s  own  image,”  he  said,  “is  for  him  taboo. 
He  forgets  it.  If  we  show  it  to  him  he  reacts  with 
emotion.” 

Yet,  surprisingly  enough,  although  men  seldom 
have  a chance  to  observe  their  own  gait,  they  are 
able  to  recognize  their  walk  with  100  per  cent 
accuracy. 

It  occurred  to  Dr.  Wolff  that,  by  asking  those 
persons  who  failed  to  recognize  their  own  hand- 
writing and  other  forms  of  expression  to  judge 
the  character  revealed  there,  it  might  be  possible  to 
get  at  a man’s  very  private  opinion  of  himself. 

The  interpretation  made  in  this  way  of  a man’s 
own  unrecognized  expressions  agrees  very  well,  Dr. 


Wolff  found,  with  those  by  other  people  about  j 
him. 

But  he  is  much  more  extreme  in  his  judgments. 

“If  the  majority  say  he  is  intelligent,”  Dr.  Wolff 
explained,  “he  will  describe  himself  as  a genius.  If 
the  majority  say  he  is  unstable,  he  will  describe 
himself  as  a neurotic  character.” 

This  study  of  personality  is  an  attempt,  Dr.  Wolff  ! 
explains,  to  develop  a way  of  exploring  the  depth  j 
of  personality,  or  the  unconscious,  by  a method 
other  than  psychoanalysis.  The  objection  to  j 
psychoanalysis,  he  says,  is  that  it  does  not  permit 
experimental  proof — a drawback  confessed  by 
Prof.  Freud  himself. 

An  amusing  personal  incident  suggested  to  Dr. 
Wolff  his  study  of  man’s  failure  to  recognize  him- 
self. It  is  described  in  his  new  book,  The  Expression  j 
of  Personality , just  published,  in  which  he  gives  de- 
tails of  his  long  research. 

“I  went  to  a tailor  to  buy  a suit,”  Dr.  Wolff  l 
writes.  “I  opened  the  door  of  a dressing  room  but 
withdrew  because  a man  was  in  the  room.  When 
I told  this  to  the  tailor  he  was  astonished,  because 
no  one  else  was  there.  He  went  to  the  dressing 
room  and  it  was  empty,  but  in  the  background  was 
a big  mirror.  The  man  in  the  dressing  room  had 
been  myself,  reflected  by  the  mirror.” — Science  News 
Letter 


TISSUE  FROM  CADAVERS  USED  TO  HEAL 
A method  of  using  tissue  from  cadavers  to  bridge 
severed  nerves  and  restore  their  functions  was  de- 
scribed recently  by  three  physicians. 

The  technic  would  be  applicable  in  replacing 
shot-away  portions  of  peripheral  nerves  to  bring 
about  a return  of  sensation  and  mobility  in  portions 
of  limbs  of  wounded  men. 

Drs.  Roland  M.  Klemme  and  Nilson  R.  de 
Rezende,  of  St.  Louis,  and  Capt.  R.  Dean  Woolsey, 
the  Army  Medical  Corps,  writing  in  the  J.A.M.A. 


CUT  NERVES 

of  three  uses  they  made  of  the  graft,  said: 

“The  first  patient  already  has  good  clinical  result, 
with  return  of  motor  and  sensory  function.  The 
second  patient  is  already  beginning  to  get  return  of 
function.  The  third  case  is  too  recent  to  make  it 
possible  to  judge.” 

Acacia  glue  is  used  to  join  together  the  severed 
ends  of  the  nerves,  the  physicians  said,  thus  avoiding 
injury  to  the  nerves  that  results  from  the  use  of 
sutures. 


THE  USE  OF  STRAINED  MEATS  AS  THE  PROTEIN  BASIS  FOR  MILK 
SUBSTITUTES  IN  THE  TREATMENT  OF  MILK  ALLERGY 

Jerome  Glaser,  M.D.,  Rochester,  New  York 


IT  HAS  been  pointed  out  by  Hill  and  Stuart1 
that  the  only  food  substances  other  than 
animal  milk  providing  in  suitable  concentration 
all  the  amino  acids  specifically  needed  by  an 
infant  for  continued  normal  nutrition  are  the 
animal  meats  and  the  soybean.  Human  breast 
milk  would  appear  to  be  an  ideal  preparation  for 
cow-milk-sensitive  infants.  I have  been  unable 
to  find  in  the  literature  any  proved  instance  in  an 
infant  of  specific  sensitivity  to  human  breast  milk. 
In  no  instance  of  such  alleged  sensitivity  can 
the  factor  of  foreign  protein  ingested  by  the 
mother  and  excreted  in  her  breast  milk  be  ruled 
out.  The  chief  difficulties  with  the  use  of  human 
breast  milk  are  that  it  is  not  always  readily 
available,  is  not  always  produced  by  mothers  on 
the  proper  diet  for  a particular  allergic  infant, 
and  that  when  it  must  be  purchased  it  is  usually 
quite  expensive. 

The  introduction  of  a relatively  inexpensive 
and  universally  available  soybean  milk  by  Hill 
and  Stuart1  in  1929  and  the  various  soybean 
milks  which  have  since  been  developed  have  been 
of  tremendous  assistance  in  the  care  of  cow-milk- 
sensitive  infants.  However,  an  occasional  in- 
fant is  found  who  is  also  sensitive  to  soybean 
milk.  These  infants  are  now  rare,  but  with  the 
tremendous  increase  in  the  use  of  soybean  as  an 
article  of  diet  and  as  a basis  for  plastics,  sen- 
sitivity to  soybean  will  surely  become  more  and 
more  common  as  time  passes  on.  Other  sub- 
stitute milks  have  been  brought  forward  which 
for  the  most  part  have  as  their  basis  carbohy- 
drate foods.2  The  disadvantage  of  these  prepa- 
rations is  that  one  is  not  certain  that  they  contain 
all  the  amino  acids  in  sufficient  quantities  for 
normal  growth,  even  when  fortified  by  the  addi- 
tion of  the  incomplete  and  occasionally  ana- 
phylactogenic  protein,  gelatin.  This  objection 
— while  not  great  in  the  case  of  infants  over  3 
months  old,  at  which  time  spoon  feeding  of  semi- 
solid foods  will  take  care  of  this  deficiency — is 
great  in  the  case  of  those  infants  whose  al- 
lergic symptoms,  principally  colic,  constipation, 
diarrhea  and  eczema,  occur  during  the  first  few 
days  or  weeks  of  life.  In  these  infants  all  the 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the 
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Municipal  Hospitals  and  the  Allergy  Clinic  of  the  Genesee 
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necessary  constituents  of  the  diet  are  best 
provided  either  in  solution  or  in  suspension  in  a 
suitable  liquid  substitute  for  milk.  There  have 
been  many  other  substitutes  for  cow  milk  which 
have  been  used  with  varying  success,  such  as  al- 
mond and  other  nut  milks,  poppyseed  milk,  and 
hydrolized  casein.  Space  does  not  permit  fur- 
ther discussion  of  their  relative  merits. 

The  third  class  of  foods,  animal  meat,  has  not 
been  thoroughly  studied  as  to  suitability  for 
use  in  milk  substitutes.  The  use  of  animal  meat 
in  such  substitutes  is  not  new.  Rowe3  in  1931 
published  formulas  using  beef  and  lamb  meat 
juice  in  milk  substitutes.  Cohen,  Wallace, 
Mallory,  and  Rudolph4  in  1933  described  a milk 
substitute  in  which  beef  is  used  as  the  principal 
source  of  protein,  with  other  substances  added 
to  round  out  the  formula.  My  personal  ex- 
perience with  this  preparation  has  been  unfavor- 
able, but  it  has  been  successfully  used  by  others 
and  does  have  a useful  place  in  the  armentarium 
of  the  pediatric  allergist.  The  formula  contains 
several  substances  to  which  infants  are  easily 
sensitized  and  has  the  great  disadvantage  of 
rigidity.  At  the  author’s  suggestion,  Landau5 
in  1935  prepared  and  successfully  used  in  the 
treatment  of  eczema  a milk  substitute  whose 
basis  was  thoroughly  dried  beef  muscle  from 
which  the  fat  had  been  extracted  by  ether  and  the 
material  then  ground  into  a fine  powder  and 
rubbed  through  a fine  sieve,  similar  to  the  way 
in  which  beef  is  prepared  in  the  powdered  form 
for  use  in  scratch  testing.  Although  we  were 
successful,  we  were  forced  to  give  up  this  par- 
ticular method  of  making  a milk  substitute  be- 
cause of  the  time  and  labor  involved.  I did  not 
experiment  further  with  meat  as  the  basis  for 
substitute  milk  until  Rowe6  in  1941  mentioned 
homogenized  lamb,  beef,  and  liver  and  suggested 
their  use  in  such  formulas.  These  meats  were 
prepared  by  Harold  H.  Clapp,  Inc.,  of  Rochester, 
New  York,  at  the  suggestion  of  Dr.  Rowe  and 
under  the  direction  of  Dr.  Richard  A.  Reinecke 
of  the  research  department  of  that  company. 
These  preparations  will  not  be  available  com- 
mercially until  after  the  war. 

Space  does  not  permit  a complete  discussion  of 
the  method  of  preparation  of  these  meats.  In 
brief,  the  process  consists  of  cutting  the  meat 
into  very  fine  particles  which  are  forced  through  a 
perforated  steel  plate,  the  perforations  of  which 
are  but  1.44  mm.  (0.06  inch)  in  diameter.  The 
finished  product,  although  it  consists  of  very 
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CHART  1. — Strained  Meats  (Rowe)  Used  for  Cow  Milk  Formula  Substitutes* 


Weight 

(Grams) 

Percentage 

CHO 

p 

Measure 

Protein 

Fat 

Calories 

' Ca 

P 

tyi  rams 
Fe 

Cl  as  NaCl 

Strained  lamb 

270 

ll/»  cups 

33 

30 

402 

0.11 

2.07 

0.015 

P— 12.23% 
Fe— 11.17% 

Strained  beef 
P— 10.74% 
Fe— 10.07% 

307 

1V<  cups 

33 

30 

402 

Sesame  or  corn  oil 

10 

2V2  tsps. 

10 

90 

Sugar  (cane  or  beet) 
Potato  starch  flour,  83% 

30 

2 V*  tbsp. 

30 

120 

CHO 

24 

2 Vs  tbsp. 

20 

80 

or 

Tapioca  flour,  88%  CHO 
Calcium  carbonate,  40% 

23 

2 V* tbsp. 

20 

80 

Ca 

3 

1 tsp. 

1.20 

Sodium  chloride 
Water  qs  to  1,000  cc. 

1.75 

V2  tsp. 
4V2  cups 

1.75 

Total  for  1,000  cc.  or 
or  for  100  cc.  (%) 

50.0 

33 

40 

692 

1.31 

2.07 

0.015 

1.75 

5 

3.3 

4.0 

69.2 

0.13 

0.20 

0.0015 

0.175 

The  above  formula  com- 

pared with  whole 

cow  milk  (Sherman 
& Bridges) 

5 

3.3 

4.0 

69 

0.12 

0.09 

0.0002 

0.175 

Human  milk  (Bridges) 

6.5 

1.5 

3.3 

61.7 

0.04 

0.01 

0.0001 

0.058 

* Method  of  Preparation:  All  measurements  are  level,  using  standard  measuring  cups  and  spoons.  Heat  water  to  boiling 

in  the  top  of  a double  boiler.  Add  sugar,  salt,  and  calcium  carbonate.  Mix  the  potato  starch  or  tapioca  flour  to  a paste  in 
V*  cup  of  cold  water  and  stir  into  the  boiling  water.  Cook  for  45  minutes  in  a double  boiler,  stirring  occasionally  to  prevent 
lumping.  If  necessary,  add  water  to  allow  for  evaporation.  Add  the  strained  meat  and  oil,  mix  thoroughly,  and  reheat. — 
Albert  H.  Rowe,  M.D.  To  be  published. 


minute  particles  of  meat,  is  not,  strictly  speaking, 
homogeneous  and  is  best,  therefore,  referred  to  as 
strained  meat. 

These  meats  are  fine  enough  so  that  when  un- 
diluted with  water  at  a temperature  of  37.5  C. 
(100  F.),  they  will  pass  through  a tube  3 mm. 
(0.125  inch)  in  diameter  under  a hydrostatic  head 
of  not  more  than  5 cm.  (2  inches)  of  the  product, 
provided  that  the  product  is  stirred  to  prevent 
separation  of  the  broth  from  the  more  solid 
portions.  This  means  that  they  may  be  fed 
patients  through  a fairly  small  catheter,  a fact 
which  should  be  of  considerable  interest  to  dieti- 
cians who  must  devise  for  some  patients  a high 
protein  intake  diet  with  low  bulk.  The  meats 
have  also  proved  extremely  useful  in  the  feeding 
of  normal  infants. 

The  formula  for  the  preparation  of  the  milk 
substitute  using  the  finely  divided  or  strained 
meats  as  a base  is  shown  in  Chart  1,  with  which 
Dr.  Rowe  was  kind  enough  to  provide  me.  I 
chose  lamb  as  the  meat  base  rather  than  beef 
because  it  has  been  shown  by  Ratner  and  Gruehl7 
that  milk  can  sensitize  to  bovine  serum  in  ex- 
perimental animals  and  it  would  be  present  in 
the  beef  muscle.  The  use  of  lamb  obviates  any 
controversy  regarding  this  question. 

By  a study  of  Chart  1 it  is  evident  that  such  a 
formula  has  a wide  range  of  flexibility.  Any 
available  animal  meat  could  be  used  as  a basis. 
Horse  meat  should  be  particularly  inexpensive 
and  practical  for  this  purpose.  Instead  of  ses- 
ame oil,  other  oils  such  as  corn,  olive,  etc.,  could 
be  used.  Instead  of  potato  or  tapioca  flour, 
many  other  carbohydrates  are  available.  One 
curious  effect  of  the  meat  milk  substitute  is  that 
in  the  course  of  four  to  six  weeks’  use  the  rubber 


nipples  swell  to  twice  their  normal  size.  This  is 
probably  due  to  the  action  of  the  fat  upon  the 
rubber. 

Case  Report 

The  following  case  report  is  typical  of  a cow 
milk-  and  soybean-sensitive  infant  treated  by 
means  of  the  preparation  under  discussion. 

Case  J.  H.  L.  (No.  3743).  This  boy  was  first 
seen  at  the  office,  at  the  age  of  9 months,  for  treat- 
ment of  eczema.  This  had  started  at  the  age  of  3 
months,  at  which  time  breast  nursing,  which  had 
been  only  partial,  was  completely  stopped.  Various 
forms  of  cow  milk  had  been  employed  without  relief. 
He  had  never  been  on  a milk-free  diet.  Experience 
had  shown  that  he  could  tolerate  neither  tomato  nor 
Pablum.  Environmental  control  was  instituted, 
and  he  was  placed  on  a trial  diet  of  soybean  milk, 
taro  flour,  and  crystalline  ascorbic  acid. 

On  this  regimen,  the  skin  became  less  oozy  and 
some  of  the  redness  disappeared,  but  the  improve- 
ment was  not  striking.  Direct  testing  to  gain  some 
ideas  as  to  what  might  be  causing  the  trouble  could 
not  be  done  because  of  the  universal  involvement  of 
the  patient’s  skin.  Passive  transfer  was  employed, 
using  both  the  mother  and  the  father  as  recipients. 
All  tests  were  negative.  Instead  of  soybean  milk, 
the  boy  was  then  put  on  the  lamb  meat  milk  substi- 
tute, using  com  oil  instead  of  sesame  oil  and  taro 
flour  (poyo  meal)  instead  of  potato  or  tapioca 
starch.  Improvement  was  marked  within  twenty- 
four  hours  and  was  steadily  progressive.  When  the 
skin  had  cleared  satisfactorily,  it  was  found  by 
the  method  of  progressive  addition  of  foods  that 
the  following  agreed  with  the  patient:  beet,  carrot, 
chicken  (capon),  corn,  molasses,  oat  meal,  white 
potato,  ryekrisp  wafers,  and  cream  of  rye  cereal. 
Vitamin  C was  supplied  by  means  of  crystalline 
ascorbic  acid  and  Vitamin  D by  means  of  Drisdol. 
These  foods  were  shown  to  disagree : cow  milk,  beef, 
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string  bean,  soybean,  jello,  and  pears.  Within 
eight  weeks  the  boy’s  skin  was  in  almost  perfect 
condition. 

In  search  of  a complete  protein  food  for  new- 
born infants  readily  available  and  at  least 
theoretically  of  a nonallergic  nature,  it  occurred 
to  me  that  such  food  might  be  made  using  the 
human  red  blood  cells  now  discarded  in  such  large 
amounts  in  the  processing  of  plasma  for  emer- 
gency use.  Red  blood  cells  consist  largely  of 
hemoglobin  which  is  deficient  in  several  essential 
amino  acids  and  it  was  my  idea  that  these  acids 
might  be  added  in  the  process  of  manufacture  of 
the  milk  substitute.  This  problem  was  sug- 
gested to  Dr.  Earl  L.  Burbidge,  Associate 
Director  of  the  Medical  Research  Division  of 
Sharpe  & Dohme,  who,  after  considering  the 
matter,  reported8  that  this  was  probably  im- 
practical for  the  following  reasons: 

1.  If  unmodified  hemoglobin  were  used,  the 
product  would  have  an  undesirable  color.  Also, 
the  stools  would  be  dark  and  would  give  positive 
tests  for  blood.  The  presence  of  iron  in  the 
hemoglobin  would  offer  no  advantages,  since 
iron  in  this  form  is  not  absorbed. 

2.  If  only  the  globin  were  used,  other  dis- 
advantages would  be  encountered.  The  yield 
of  purified  globin  is  low  (about  20  per  cent  of 
the  original  globin).  If  crude  globin  were  used, 
the  disadvantages  mentioned  for  hemoglobin 
(color,  positive  tests  for  occult  blood)  would 
hold.  Moreover,  hemoglobin  and  crude  globin 
have  bitter  tastes.  The  isolation  of  globin 
takes  large  quantities  of  acetone,  a priority  item. 

3.  The  mixture  would  probably  have  to  be 
supplemented  with  several  amino  acids.  These 
materials,  especially  threonine,  are  expensive. 

4.  If  the  cost  of  the  product  were  figured  in 
the  usual  manner,  hemoglobin  or  globin  would 
be  an  expensive  source  of  globin  for  what  should 
be  a product  of  reasonable  cost. 

Human  plasma  or  serum  would  probably  be 
suitable  for  adaptation  as  protein  bases  for 
artificial  milks,  but  at  the  present  time  the  de- 
mands of  war  preclude  their  consideration  for 
that  purpose.  Theoretically,  the  perfect  meat 
base  for  an  artificial  milk  would  be  human  muscle 
tissue. 

Summary  and  Conclusions 

1.  The  use  of  finely  divided  particles  of  meat 
as  a protein  basis  for  milk  substitutes  in  the 
manner  described  by  Rowe  is  discussed. 

2.  A case  report  illustrative  of  the  success- 
ful use  of  such  a substitute  is  presented. 
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Discussion 

Dr.  Kenneth  S.  Landauer,  Geneva,  New  York — 
It  is  a pleasure  to  discuss  this  paper  of  Dr.  Glaser’s 
and  to  congratulate  him  on  the  fine  work  he  does. 
Solving  the  problems  of  many  babies  with  atopic 
eczema  requires  diligent  and  meticulous  work,  the 
exercising  of  ingenuity,  and  the  fundamental  knowl- 
edge of  nutrition,  as  Dr.  Glaser  has  so  well  demon- 
strated. The  use  of  soybean  in  milk  substitutes 
for  the  milk-sensitive  baby  has  been  of  great  assist- 
ance, particularly  in  those  who  are  sensitive  to  casein 
as  well  as  to  lactalbumin.  Lactalbumin  is  heat 
labile  and  species  specific,  and  many  infants  sensitive 
to  this  alone  may  be  fed  heat-treated  cow’s  milk  or 
goat’s  milk.  Casein,  however,  is  not  easily  hy- 
drolyzed, and  in  addition  in  most  mammalian  milks 
the  casein  is  antigenically  similar  so  that  use  of  a 
milk  substitute  becomes  necessary  in  many  cases  of 
infantile  eczema  where  sensitivity  to  this  protein 
exists.  Dr.  Glaser  has  mentioned  soybean  milk  as 
described  by  Hill  and  Stuart  and  commercially  avail- 
able as  Sobee  and  Mull-Soy.  Nutramigel  (amino 
acids  from  hydrolyzed  casein)  is  a preparation  I 
have  used  with  some  success  in  milk-sensitive  babies. 
For  the  past  two  years  I have  used  in  conjunction 
with  this,  large  doses  of  vitamin  B complex  (Smaco) 
containing  larger  amounts  of  biotin  than  in  the  aver- 
age preparation.  Also,  I have  added  a source  of 
unsaturated  fatty  acid  to  the  diet  of  eczematous  in- 
fants, as  suggested  by  McQuarrie’s  clinic,  with  the 
hope  of  improvement  in  the  more  refractory  cases. 
I have  thought  these  measures  to  be  of  some  help — 
in  particular  the  B complex  fortified  with  biotin. 
This  I give  in  one-half  ounce  doses  for  a week,  with 
gradual  reduction  thenceforth  to  a maintenance  dose 
of  one  teaspoon  once  a day. 

This  new  meat-milk  is  going  to  find  increased 
usefulness  in  the  near  future  as  soybean  finds  its 
way  into  more  and  more  food  preparations.  There 
are  some  250  uses  described  of  it  now,  and  many 
more  cases  of  sensitivity  are  certain  to  occur.  Lamb 
seems  a good  choice  as  this  meat  is  least  commonly 
a troublesome  allergen.  Beef,  pork,  and  horse  meat 
are  more  highly  allergenic.  It  is  known  in  Holland 
and  Russia  where  mare’s  milk  is  widely  used  for  in- 
fants and  where  horse  meat  is  a staple  part  of  the 
diet  for  the  older  group,  that  horse  asthma  is  more 
common.  However,  contact  with  the  horse  is  prob- 
ably greater  per  person  in  these  countries  also.  I 
should  like  to  ask  Dr.  Glaser  if  the  use  of  horse  meat 
and  lamb  (because  of  the  serum  proteins  present)  is 
not  likely  to  induce  allergy  to  horse  serum  and  per- 
haps to  the  danders. 

I wish  to  thank  Dr.  Glaser  again  for  his  fine  re- 
port on  this  new  way  of  feeding  allergic  babies. 
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Dr.  Glaser — I greatly  appreciate  Dr.  Landauer’s 
kind  remarks.  I have  never  had  any  cases  of  ec- 
zema in  which  I was  convinced  that  any  parts  of  the 
vitamin  B complex  or  unsaturated  fatty  acids 
helped  in  any  way.  The  question  as  to  whether  or 
not  the  use  of  meat  milks  may  sensitize  to  the  serum 
or  dander  of  the  specific  animal  is  interesting  and 
important.  Probably  there  is  at  least  a chance  of 
sensitizing  to  serum  since  some  of  the  serum  proteins 
are  always  contained  in  the  muscle,  and  possibly 
to  the  danders  since  a cross  relationship  is  known 


to  exist  between  sensitivity  to  animal  serums  and 
danders. 

However,  I do  not  believe  that  this  would  prove 
very  serious.  The  reason  is  the  observation  of  Wells 
and  Osborne  [J.  Infect.  Dis.  29:  200  (1921)] 
that  animals  fed  with  milk  are  not  good  subjects 
on  which  to  try  anaphylactic  experiments  with 
milk  as  they  may  have  acquired  more  or  less  of 
an  immunity.  Something  similar  might  be  expected 
to  apply  in  the  case  of  infants  fed  the  artificial  meat 
milks. 


CHRISTMAS  SEAL  RADIO  PROGRAMS 

A series  of  radio  programs  is  being  given  over 
New  York  stations  under  the  joint  auspices  of  the 
New  York  Tuberculosis  and  Health  Association, 
Inc.,  and  the  Medical  Information  Bureau  of  the 
New  York  Academy  of  Medicine.  The  programs 
started  on  November  19  and  will  continue  through 
DGCcmbcr  25 

On  December  15  over  Station  WINS  “By-Prod- 
uct of  War,”  a dramatization  of  tuberculosis  news 
behind  the  headlines,  will  be  broadcast  by  well- 
known  radio  stars  at  7:30  a.m.  At  1:15  p.m.  on 
December  16  Dr.  Clarence  C.  Stoughton,  president 
of  Wagner  College,  will  speak  on  the  subject,  “The 
Message  of  the  Christmas  Seal”  on  Station  WNYC. 

On  December  17  two  programs  will  be  on  the  air 
for  this  cause.  Over  Station  WNYC  at  11:45  a.m. 
Miss  Leah  M.  Blaisdell,  R.N.,  acting  director  of 
the  Henry  Street  Visiting  Nurse  Service,  will  dis- 
cuss “The  Role  of  the  Nurse.”  At  10:45  p.m. 
Station  WEVD  will  broadcast  “Goodwill  Toward 
Men,”  an  electrically  transcribed  musical  show  of 
Christmas  carols  featuring  the  Southernaires,  with 
the  Lyn  Murray  Choir.  Milton  Cross  is  the  narra- 
tor. 

At  1:15  p.m.  on  December  18  on  WMCA  Dr. 
Jerome  S.  Peterson,  District  Health  Officer  of  the 
New  York  City  Department  of  Health,  will  give 
a talk  entitled  “The  Main  Facts  in  Tuberculosis.” 


“Tuberculosis  Among  Workers”  will  be  the  topic  of 
Dr.  Leo  Price,  director  of  the  Union  Heath  Center, 
at  11:45  a.m.,  December  20,  over  Station  WNYC. 
At  4 o’clock  of  the  same  day  Dr.  Abraham  Tamis, 
of  the  Bronx  Tuberculosis  and  Health  Committee, 
will  speak  over  WBNX  on  “Tuberculosis  in  the 
Pregnant  Woman.” 

On  December  21,  at  11:30  p.m.,  Station  WOV  will 
give  a second  broadcast  of  the  musical  show  “Good- 
will Toward  Men.” 

At  1:15  p.m.  on  December  23,  Miss  Bosse  B. 
Randle,  R.N.,  chairman  of  the  Nursing  and  Social 
Service  Section  of  the  Tuberculosis  Sanatorium  Con- 
ference of  Metropolitan  New  York,  will  give  a talk 
entitled  “Adventures  in  Controlling  Tuberculosis,” 
on  Station  WNYC.  “A  Thought  for  Tomorrow” 
is  the  subject  of  a broadcast  by  Mr.  Frank  Kiernan, 
Executive  Director  of  the  New  York  Tuberculosis 
and  Health  Association,  to  be  broadcast  by  WNYC 
at  11 : 45  a.m.,  December  24. 

On  Christmas  Day  the  musical  program  “Good- 
will Toward  Men”  will  again  be  broadcast  at  1:15 
p.m.  by  Station  WMCA. 

Throughout  the  campaign  spot  announcements 
will  be  made  on  all  stations.  A special  series  of  four 
programs  on  WBNX  was  sponsored  by  the  Bronx 
Tuberculosis  and  Health  Committee  in  November 
and  early  December. 


LEMON  PEEL  CHEMICAL  STUDIED  AS  MEDICAL  AID 


A chemical  from  lemon  peel  may  make  the  fast 
treatment  of  syphilis  safer  and  more  effective,  it 
appears  from  experiments  reported  by  Dr.  David  H. 
Goldstein,  Dr.  Abraham  Stolman,  and  Dr.  Arthur 
E.  Goldfarb,  of  New  York  University  College  of 
Medicine  and  Bellevue  hospital. 

When  syphilis  treatment  is  reduced  to  days  in- 
stead of  months  or  years,  very  large  doses  of  ar- 
senicals  must  be  given,  which  not  all  patients  can 
stand. 

The  most  serious  poisonous  effect  is  brain  damage, 
which  occurs  in  a little  more  than  one  out  of 
every  hundred  patients  treated  with  mapharsen 
and  kills  about  three  in  every  thousand,  the  investi- 
gators point  out. 

Symptoms  range  from  headache  and  dizziness  to 
convulsions  and  death.  The  commonest  finding  in 
the  injured  brain  is  damage  to  the  capillaries.  This, 
the  scientists  point  out,  suggests  that  the  fast 
syphilis  treatment,  when  it  causes  damage,  does  so 


by  making  the  walls  of  the  capillaries  more  perme- 
able. 

Vitamin  P from  lemon  juice  is  supposed  to  pre- 
vent capillary  permeability.  Following  this  lead, 
lemon  juice  was  tried  to  offset  the  capillary  injury 
done  by  mapharsen.  It  was  too  effective.  Mean- 
while other  scientists  had  isolated  a chemical  from 
lemon  peel  which  appeared  to  decrease  fragility  of 
the  capillaries.  This  chemical  is  a chalcone. 

The  New  York  investigators  used  a methyl 
chalcone  developed  by  the  Research  Department  of 
the  California  Fruit  Growers  Exchange.  When 
they  gave  this  to  rabbits  along  with  mapharsen, 
90  per  cent  of  the  animals  survived,  whereas  only 
57  per  cent  survived  the  same  doses  of  mapharsen 
alone. 

The  chalcone,  they  found,  did  not  lessen  the 
ability  of  mapharsen  to  kill  the  syphilis  spirochetes. 
Test  tube  experiments  show  that  the  chalcone  itself 
may  have  some  killing  effect  on  the  spirochetes. 


TUMORS  OF  THE  NOSE  AND  NASOPHARYNX 

Andrew  A.  Eggston,  M.D.,  New  York  City 


THE  nose  and  throat  offer  a fertile  field  for 
the  study  of  neoplastic  diseases.  Prac- 
tically every  variety  of  tumor  may  at  times  be 
encountered  in  this  region.  Many  of  them  baffle 
proper  diagnosis  and  classification. 

Any  type  of  tissue  may  at  times  manifest  re- 
newed and  unconventional  growth,  and  a tumor 
results  therefrom.  As  there  are  many  varieties 
of  tissue  involved  in  the  histogenesis  and  em- 
bryology of  the  nasopharyngeal  and  laryngeal 
regions,  it  logically  follows  that  an  unlimited 
variety  of  primary  tumors  may  arise  in  these 
structures. 

One  must  review,  but  not  factually,  many 
seeming  explanations  of  tumor  growths.  Re- 
peated injuries  and  irritations  to  the  tissues  have 
a relationship  to  tumor  development.  Roentgen- 
ray  and  radium  burns  have  been  followed  by 
tumor  development.  At  present,  a specific 
bacterial  basis  of  any  tumor  seems  the  least 
plausible  causative  factor.  Cohnheim’s  theory 
is,  of  course,  familiar  to  all  students  of  medicine. 
It  is  claimed  that  the  persistent  embryonic 
tissue  cells  in  latent  form  intermingle  with  the 
normal  developing  cells.  These  later  receive  a 
stimulus  to  growth  far  in  excess  of  the  normal, 
and,  therefore,  continue  to  reproduce  lawlessly 
and  out  of  bounds  of  all  proportions  to  the  nor- 
mal. 

There  is  convincing  evidence  that  in  some  be- 
nign tumors  cell  rests  may  be  responsible  for  the 
subsequent  development  of  tumors  or  other 
abnormalities.  There  is  at  present  no  con- 
firmation of  the  theory  that  malignant  tumors 
spring  from  latent  cell  rests. 

Chemical  irritant  substances  offer  at  present 
the  most  plausible  explanation  of  the  instigation 
of  malignant  tumors.  In  1775,  Dr.  Percival 
Pott1  discovered  that  the  soot  wart  of  chimney 
sweeps  was  known  to  develop  into  malignant 
skin  cancers.  In  1916,  Yamagiwaand  Ichikawa2 
produced  cancer  in  rabbits’  ears  by  the  repeated 
application  of  coal  tar.  Recently  the  carcino- 
genic chemicals  have  been  isolated  from  tar  and 
subjected  to  extensive  experimental  investigation 
which  has  established,  upon  a rather  definite 
scientific  basis,  a chemical  causative  factor  in 
cancer.  In  1935,  Barry,  Cook,  and  others3  syste- 
matically produced  carcinogenic  chemicals.  At 
present  the  chemicals  are  numerous  and  belong 
to  the  hydrocarbon  group  composed  of  multiple 
benzene  rings.  Of  special  interest  are  10- 


methyl-1, 2-benzanthracene,  9, 10-dimethyl- 1,2- 

benzanthracene,  and  methylcholanthracene.4 

Peculiarly  enough  these  chemicals  are  quite 
similar  to  cholesterol,  germ  oils,  and  certain  sex 
hormones.  They  also  occur  in  charred  meat  fats. 
Certainly  the  chemical  causative  approach  is 
most  stimulating,  and  it  may  be  productive  of 
the  development  of  a neutralizing  chemical  or 
other  factor  in  the  prevention  and  treatment  of 
cancer. 

Malignant  tumors  of  the  upper  respiratory 
tract  have  all  the  characteristics  of  tumors  that 
are  found  elsewhere  in  the  body.  The  sarcomas 
metastasize  chiefly  through  the  blood  stream  and 
the  carcinomas  through  the  lymphatic  system. 
They  undergo  all  the  degenerative  changes,  such 
as  myxoid,  colloid,  hydropic,  fatty  degeneration, 
and  necrosis.  The  reader  is  referred  to  the  ex- 
cellent publications  of  Ewing,5’6  New,7’8  and 
Stout9*10  for  references  and  complete  discussion 
of  tumors  in  the  upper  respiratory  regions. 

There  are  many  borderline  tumors  in  which  it 
is  impossible  histologically  to  classify  the  growth. 
One  cannot  tell  by  histologic  observations  what 
the  physiology  of  the  cell  is  or  what  its  function 
is  or  may  be.  Thus,  histologically  there  are 
definite  limitations  in  making  a diagnosis  of 
malignancy  or  benignity  of  a borderline  tumor. 
Only  tumors  primarily  of  nose  and  nasopharan- 
geal  origin  will  be  discussed.  However,  one 
must  remember  that  malignancy  of  other  regions 
may  metastasize  to  these  structures. 

Fibromas  or  fibrous  connective-tissue  tumors 
are  found  in  the  nose,  tonsil,  nasopharynx,  larynx, 
and  cheek.  They  are  usually  sharply  differenti- 
ated, or  polypoid,  in  shape.  At  times  they  may 
be  diffuse  and  infiltrative  in  character,  particu- 
larly in  the  pharynx.  There  are  many  grada- 
tions between  these  two  types.  The  hard  fibro- 
mas are  composed  of  dense  strands  of  fibrous 
tissue,  rich  in  collagen.  At  times  they  may  be- 
come edematous  and  swell  to  tremendous  sizes 
and  may  present  through  one  or  both  nostrils 
or  entirely  fill  the  nasopharynx.  In  both  in- 
stances obstruction  to  the  upper  air  passages 
results. 

The  softer  types  of  fibromas  in  the  nose  are  fre- 
quently difficult  to  distinguish  from  the  polypoid 
inflammatory  hypertrophies  of  the  nasal  or  sinus 
mucosa.  This  fact  explains  why  practically  all 
polyps  of  the  nose  were  formerly  called  fibromas. 
Polyps  of  the  nose  are  practically  always  due  to 
chronic  inflammatory  changes.  Pure  fibroma, 
in  my  experience,  is  relatively  rare  in  the  nose 
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but  more  common  in  the  nasopharynx,  where 
the  juvenile  type  of  fibroma  is  found. 

The  fibroblastic  types  are  difficult  at  times  to 
distinguish  from  a fibrosarcoma,  or  an  undiffer- 
entiated angiofibroma.  As  a matter  of  fact, 
most  fibromas  of  the  nose  or  nasal  sinuses  are 
extremely  vascular,  with  numerous  lymph  or 
blood  vessels  and  are  at  times  better  called 
angiofibromas.  Sometimes  the  vessels  are  the 
most  characteristic  features,  and  then  the  tumor 
is  a fibroangioma.  The  fibromas  of  the  nose  and 
larynx  are  benign,  but  it  is  difficult  to  remove 
them  entirely,  particularly  if  they  are  of  the 
infiltrative  type.  Thus  they  have  a tendency  to 
recur  and  may  ultimately  become  sarcomatous. 

Fibromas  may  infiltrate  the  bony  walls  of  the 
maxilla,  turbinates,  or  ethmoid  bones.  Fibromas 
are  commonly  a part  of  an  osteoma,  chondroma, 
or  osteogenic  sarcoma.  Neurofibromas  also  are 
found  along  the  nerve  fibers  of  the  nose.  Located 
in  the  nasal  upper  respiratory  tract  there  may 
be  some  neurofibromas  of  the  kind  found  in  von 
Recklinghausen’s  disease.  Schwannomas  or 
neuromas  and  plexiform  neuromas  also  occur  in 
this  region  and  are  frequently  mistaken  for 
fibromata.10 

The  neoplasm  known  as  juvenile  fibroma  is  a 
rare  growth  of  the  nasopharynx  seen  usually  in 
adolescents.  It  is  entirely  distinct  from  fibrous 
polyps  of  the  nose,  being  firm  in  texture  and  in 
some  instances  almost  cartilaginous.  Because 
its  base  is  broad  and  the  growth  is  frequently 
advanced  to  the  stage  of  ulceration  before  it 
comes  under  medical  attention,  its  exact  point 
of  origin  is  often  difficult  to  recognize.  It  is 
variously  thought  to  take  its  origin  from  the 
undersurface  of  the  sphenoid  bone  near  or  at  the 
basilar  process  of  the  occiput,  and  occasionally 
from  the  sphenoid  sinus,  the  sphenopalatine 
fossa,  or  even  from  the  two  highest  cervical  ver- 
tebrae. But  the  site  most  often  observed  is  the 
posterior  osseous  wall  of  the  nasopharynx  proper, 
its  exact  point  of  origin  being  the  periosteum  of 
the  pharyngeal  wall. 

Although  technically  “nonmalignant,”  this 
neoplasm  can  cause  death  by  rapid  invasion  of 
the  surrounding  structures,  including  the  cranial 
vault.  Spontaneous  regression  sometimes  oc- 
curs about  the  twentieth  year,  which  suggests 
that  some  endocrine  factor  may  influence  the 
growth. 

A case  of  juvenile  fibroma  was  seen  in  a boy 
of  15.  The  tumor  presented  in  the  nasopharynx 
and  caused  \n  obstruction,  for  it  pressed  down 
upon  the  soft  palate,  interfering  with  the  func- 
tion of  the  hard  palate  and  filling  all  the  upper 
portion  of  the  nasopharynx.  As  is  characteristic 
of  these  juvenile  fibromas,  this  growth  contained 
many  arteries  and  thick-walled  venous  spaces 


engorged  with  blood.  When  ulceration  occurred 
there  was  frequent,  profuse  hemorrhage,  which 
necessitated  repeated  blood  transfusions.  An 
incision  made  into  the  tumor  produced  a con- 
tinuous arterial  type  of  bleeding.  After  the 
patient  had  received  eighteen  blood  transfusions, 
it  was  considered  that  the  risk  of  operation  was 
no  greater  than  that  of  letting  the  tumor  con- 
tinue to  ulcerate  in  situ  and  bleed.  Radium  had 
been  tried  in  vain.  The  growth  was  reached 
by  splitting  both  soft  and  hard  palate,  and,  al- 
though bleeding  was  profuse,  the  patient  re- 
covered . There  has  been  no  recurrence  during  ten 
years’  observation. 

Osteoma. — Bony  tumors  are  relatively  common 
in  the  nose  and  sinuses.  Their  definite  outline  is 
readily  detected  in  a roentgenogram.  Although 
they  are  of  slow  growth,  they  may  progress  into 
the  orbit,  maxillary  antrum,  or  ethmoid  sinus. 
Because  they  are  definitely  limited  in  size,  these 
growths  seldom  produce  distressing  symptoms; 
but  if  they  occlude  a sinus  opening  and  interfere 
with  nasal  drainage,  they  may  cause  trouble, 
especially  if  the  sinus  becomes  infected.  Their 
removal  is  a comparatively  simple  matter  except 
in  those  cases  in  which  a flat-based  osteoma  is 
attached  over  a large  area  of  bone.  Some  osteo- 
mas are  sessile,  but  the  majority  bulge  out  from 
the  walls  of  the  sinus,  being  attached  only  by  a 
slender  pedicle.  At  times  this  pedicle  atrophies 
so  that  the  growth  lies  free  in  the  sinus. 

These  tumors  have  a hardness  that  is  usually 
greater  than  that  of  the  parent  bone,  and  their 
surface  is  often  rough  and  covered  with  lobula- 
tions and  excrescences.  On  section,  however, 
they  will  prove  to  be  composed  of  a mixture  of 
lamellated  and  cancellous  bone,  which  may  ap- 
pear quite  like  normal  spongy  bone,  usually  con- 
taining fibrous  fatty  tissue  although  myeloid 
tissue  is  occasionally  present.  Osteomas  are  fre- 
quently mixed  tumors,  such  as  osteofibromas  or 
osteochondromas. 

Osteoid  osteoma,  a benign  tumor,  consists  of 
osteoid  and  atypical  bone  which,  without  obvious 
cause,  has  displaced  the  bone  which  would  nor- 
mally occupy  the  region;  it  does  not  recur  after 
thorough  surgical  removal.  However,  in  the 
nasal  bones  this  is  very  difficult  to  accomplish, 
and  two  cases  under  our  studies  have  suffered 
recurrence. 

As,  histologically,  the  sections  strongly  sug- 
gested giant-cell  osteosarcoma,  it  is  my  opinion 
that  many  of  these  growths  border  closely  on 
malignancy. 

Chondroma. — I have  seen  but  one  case  of  pure 
endochondroma  of  the  nasal  bones.  This  was 
located  in  the  ethmoids  and  involved  the  other 
sinuses  bilaterally.  The  patient  was  a woman 
52  years  of  age.  Histologically  the  tumor  was 
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composed  of  pure  hyaline  cartilage,  although  the 
cells  and  lacunae  were  somewhat  irregular  in  size 
and  shape.  After  three  recurrences,  it  was  de- 
cided that  roentgenotherapy  should  be  tried. 
There  was  recurrence  after  a period  of  retarda- 
tion by  radiation,  and  at  the  fourth  attempt  at 
radical  surgery  the  patient  succumbed. 

Cartilage  tumors,  are,  in  general,  of  the  mixed 
type,  usually  osteochondromas  or  fibrochondro- 
mas.  These  tumors  are  relatively  common  in 
the  nose  and  nasopharynx.  Incidentally,  I have 
seen  two  large  chondromas  of  the  thyroid  and 
cricoid  cartilage  that  were  treated  by  laryngec- 
tomy. 

Chordoma. — Chordoma  of  the  nose  is  one  of  a 
group  of  tumors  arising  from  the  vestigial  re- 
mains found  along  the  course  of  the  so-called 
notochord,  from  the  sacrolumbar  region  to  the 
skull.  When  the  growth  appears  in  the  naso- 
pharynx, its  point  of  origin  is  usually  the  junction 
of  the  sphenoid  and  occipital  bones.  It  may 
attain  such  a size  as  to  fill  the  vault  of  the  nose 
completely  and  even  project  from  the  nostril  or 
into  the  cranial  cavity. 

Myxoma. — In  1863,  Virchow  described  myx- 
omas and  their  relation  to  degenerative  changes 
of  lipomas,  but  stated  that  myxomas  are  rather 
rare  in  adults.  Myxoid  degenerative  changes  of 
fibrous  tissue  are  frequently  found  in  the  benign 
and  malignant  tumors  of  the  nose,  nasopharynx, 
and  larynx.  Many  books  and  publications  still 
erroneously  refer  to  polyps  as  myxomatous 
tumors.  As  a matter  of  fact,  no  myxoid  tissues 
occur  histologically  in  the  adult;  this  type  of 
tissue  represents  a degenerative  process,  usually 
of  fibrous  tissue. 

Chiari,  in  1887,  came  to  the  conclusion  that 
nasal  polyps  were  only  a serous  infiltration  and 
hypertrophy  of  the  nasal  mucosa.  In  papers 
by  Hajek,  Wright,  Cordes,  and  many  others 
there  is  satisfactory  proof  that  nasal  polyps  are 
of  inflammatory  origin  and  not  of  a tumorous 
nature. 

Angioma. — Angiomas  are  tumors  in  which 
blood  or  lymph  vessels  play  a dominant  role. 
If  blood  vessels  predominate,  the  tumor  is  a 
hemangioma;  while  it  is  a lymphangioma  if 
lymph  vessels  constitute  an  important  part  of 
the  mass.  The  simplest  vessel  hyperplasia  which 
simulates  an  angioma  is  telangiectasis,  which  is 
seen  in  the  skin  of  the  nose  of  persons  exposed  to 
wind  and  sand  or  following  repeated  infections. 
Vascular  nevi  occur  frequently  on  the  skin  of  the 
face  or  nose  or  even  within  the  vestibule  or  on 
the  septum.  The  writer  observed  one  case  where 
the  nevus  involved  the  soft  palate  and  lateral 
walls  of  the  pharynx. 

Simple  hypertrophic  angiomas  are  commonly 
found  upon  the  hard  palate,  tongue,  septum,  or 


choanae  of  the  nose,  and  less  frequently  in  the 
nasopharynx,  pharynx,  or  larynx.  In  these,  the 
vessels  are  small,  with  thick  walls  and  consider- 
able endothelial  and  fibroblastic  hyperplasia  in 
the  vessels  or  lumina.  Sometimes  the  cells  have 
a perivascular  mantelling  structure,  and  are 
undifferentiated  as  to  their  endothelial  or  fibro- 
blastic nature.  Some  of  these  cells  have  been 
described  by  Zimmerman  as  pericytes  and  these 
tumors  are  called  hemangiopericytomas.  These 
tumors  may  be  sessile,  pedunculated,  or  lobu- 
lated.  Cavernous  hemangiomas  may  occur  in 
the  nasal  structures  and  more  commonly  upon 
the  hard  or  soft  palate,  and  even  the  mucosa  of 
the  nasopharynx  may  be  involved.  Angiomas 
of  the  larynx  are  rare;  in  many  instances  the 
varicosity  of  a simple  laryngeal  polyp  may  be 
erroneously  called  an  angioma. 

The  lymphangioma  may  be  simple,  telangiec- 
tatic, cavernous,  or  cystic.  The  simple  capillary 
lymphangioma  is  frequently  hard  to  distinguish 
from  capillary  hemangioma  of  the  blood  vessels. 
Other  forms  of  lymphangioma  are  macroglossia, 
macrocheilia,  and  some  forms  of  elephantiases 
and  hygroma  cysticum  colli.  Glomus  tumors 
are  rare  in  the  nose  and  nasopharynx. 

Endothelioma. — An  endothelioma  is  defined  by 
Ewing  as  a tumor  “believed  to  be  derived  from 
the  lining  cells  of  blood  vessels,  lymph5  vessels 
and  spaces,  subdural  spaces  and  serous  cavities.” 
The  classification  of  tumors  which  take  their  rise 
from  endothelium  or  tissues  of  endothelial  origin 
presents  many  difficulties  to  the  pathologist, 
chiefly  because  the  earliest  stages  of  growth  are 
seldom  or  never  observed. 

The  presumably  endothelial  tumors  that  are 
seen  in  the  nose  and  throat  are  most  often  classi- 
fied as  “mixed  tumors  of  the  salivary-gland  type.” 
In  Lewis  and  Geschickter’s  series  of  393  endo- 
thelial tumors,  7 “so-called  endotheliomas  of  the 
soft  parts”  were  found  in  the  nasal  cavity  and 
one  in  the  maxillary  antrum.  In  Ringertz’s 
series  of  27  cases,  “17  were  mainly  confined  to  the 
nasal  and  paranasal  system.”11 

The  “mixed”  tumor,  as  its  name  indicates, 
partakes  of  the  character  of  numerous  tissues. 
While  but  few  of  these  have  been  proved  to  be 
endothelioma,  many  of  them — especially  in  the 
period  before  intensive  study  of  neoplastic  mate- 
rial produced  extended  and  minute  classifica- 
tion— were  classed  as  such,  introducing  uncer- 
tainty and  confffsion  into  the  nomenclature. 
It  should,  therefore,  be  borne  in  mind  that  many 
growths  labeled  “endothelioma”  might  better 
be  classed  as  mixed  tumors  and  that  all  of  them 
are  on  the  borderline  between  the  benign  and  the 
malignant,  with  a tendency  toward  malignancy, 
so  that  all  of  them  should  be  looked  upon  with 
suspicion,  and  given  a guarded  prognosis. 
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Tumors  of  Lymphoid  Structure. — In  evaluating 
the  lymphoid  tissues  and  tumors  thereof,  one 
meets  with  an  unusual  problem  in  the  naso- 
pharyngeal region.  This  region  contains  nor- 
mally many  areas  of  lymphoid  tissue,  the  normal 
quantity  of  which  varies  greatly  in  individ- 
uals. 

Also  there  is  a great  disagreement  as  to  what 
roles  are  played  by  chronic  infective  processes  in 
a hyperplastic  process  in  these  structures. 

Lymphoma. — Some  authors  deny  the  existence 
of  a lymphoma,  considering  it  a hyperplastic 
lymphoid  mass  of  an  inflammatory  nature. 
Implantation  of  lymphoid  follicles  in  places 
where  they  are  not  supposed  to  exist  is  regarded 
as  a lymphoma  by  others.  There  have  been  in- 
stances in  my  experience  where  lymphoid  tissue 
of  a neoplastic  nature  has  been  found  in  unusual 
areas  of  the  eye,  nose,  and  throat.  The  archi- 
tecture of  these  lymphoid  masses  is  not  that  of  a 
lymph  node  or  of  an  inflammatory  hyperplastic 
lymph  node.  In  a lymphoma,  there  are  usually 
a few  follicles  which  are  poorly  defined.  The 
lymphoid  pulp  is  densely  and  irregularly  crowded 
with  a uniform  type  of  lymphocyte.  The  cells 
do  not  appear  in  follicles  or  lymph  cords  and  in 
all  submalignant  instances  they  are  well  supplied 
with  dense  chromatic  nuclei.  These  tumors 
readily  respond  to  radiation. 

Plasmocytoma. — This  tumor  is  composed 
chiefly  of  plasma  cells.  Plasma  cells  are  prob- 
ably specific,  differentiated  lymphocytes,  which 
vary  in  size  and  are  spherical  or  ovoid,  with  a 
nucleus  situated  at  one  pole.  The  nucleus  has 
a characteristic,  spokelike  arrangement  of  the 
chromatin  fibers.  Like  lymphoma,  under  cer- 
tain conditions  the  plasmocytoma  infiltrates 
rapidly  and  becomes  malignant,  producing  a 
tumor  of  the  lymphosarcomatous  type.  Plasmo- 
cytomas  are  seen  in  the  nose,  turbinates,  and  naso- 
pharynx, where  they  appear  as  infiltrative  or 
pedunculated  growths  covered  with  reddish 
mucosa.  In  the  present  writers  records,  a 
plasmocytoma  involving  the  vocal  cords  recently 
necessitated  a laryngectomy  because  infiltration 
was  so  extensive  that  it  had  fibrosed  and  ob- 
structed the  larynx.  Ultimately,  in  spite  of 
radiation,  the  patient  died. 

Lymphosarcoma. — In  addition  to  lympho- 
mas, plasmocytomas,  and  follicular  lympho- 
blastomas, by  far  the  most  common  and  equally 
the  most  distinctly  malignant  sarcoma  of  the 
upper  respiratory  tract  is  the  lymphosarcoma. 
These  tumors  constitute  a proliferative  process 
originating  in  the  lymphoid  tissue  of  Waldeyer’s 
ring  or  of  the  mucous  membrane  of  the  nose — in 
general,  where  lymphoid  tissue  exists. 

Lymphosarcoma  falls  into  three  types:  (1) 
small  round-cell  type — lymphoblastic  sarcoma; 


(2)  large  round-cell  type— reticular  or  germinal 
center  type;  and  (3)  an  undifferentiated  type  of 
cell  simulating  the  epithelial  cell  on  the  one  hand 
and  the  mesodermal  reticulolymphoid  type  of  cell 
on  the  other,  ambiguously  called  lymphoepi- 
thelioma  and,  by  some,  transitional  celled  tumors, 
Regaud12  or  Schmincke  tumors.13 

The  small,  round  lymphocytic  sarcomas  are 
identical  with  the  tumors  that  were  formerly 
designated  as  small,  round-celled  sarcoma.  A 
number  of  these  cases  have  been  observed  in 
which  the  primary  tumor  was  in  the  nose  and 
nasopharynx.  These  cases  run  a variable  clinical 
course,  as  illustrated  by  the  following  examples : 

A man  with  the  growth  upon  the  turbinates  has 
survived  twelve  years  following  radiation.  In  this 
time  he  has  had  three  recurrences  and  has  had  one 
orbit  exenterated. 

Another  patient,  a middle-aged  woman,  died 
within  one  year  in  spite  of  intensive  radiation. 

I recall  another  patient,  a man,  aged  54,  who  was 
in  perfect  health.  He  died  within  three  months 
from  such  a mass  in  the  nasopharyngeal  region. 

Recently  a man  aged  65  presented  a large  mass 
in  the  oral  cavity  and  pharynx,  involving  the  soft 
palate  and  both  sides  and  the  posterior  wall  of  the 
nasopharynx  and  pharynx.  The  involvement  was 
so  extreme  that  the  patient  died  of  asphyxia.  Ne- 
cropsy revealed  a small,  round-celled  sarcoma  in- 
filtrating the  structures.  This  growth  was  of  six 
months’  duration.  The  most  usual  location  is  in  the 
nasopharyngeal  lymphoid  structures. 

Grossly,  the  tumors  are  usually  firm,  vascular, 
well-defined,  smooth,  and  of  a grayish-white  ap- 
pearance. They  are  incised  with  a sense  of  firm- 
ness and  resistance. 

Microscopically,  the  cells  are  small  and  round, 
with  typical  lymphocytic  characteristics,  but 
they  show  nucleoli  and  many  mitotic  figures. 
The  cells  form  no  definite  follicles  or  histologic 
architecture.  They  infiltrate  the  adjacent  struc- 
tures. They  should  be  differentiated  from 
lymphatic  leukemia  by  the  blood  count. 

The  reticulated-celled  lymphosarcomas  are 
more  difficult  to  understand  histologically.  They 
appear  to  arise  from  the  vesicular  cells  of  the 
germinal  centers  of  the  lymph  follicles  and  are, 
therefore,  composed  of  the  stem  type  of  lymphoid 
cell.  On  the  other  hand,  they  have  been  thought 
to  arise  from  the  histiocytes  of  the  reticulum  of 
lymphoid  structures.  Be  this  as  it  may,  they  are 
highly  malignant  tumors,  more  so  than  the  small- 
celled  lymphoid  sarcoma.  In  the  past  the  retic- 
ulum sarcoma  has  frequently  been  called  the 
large,  round-celled  sarcoma.  These  sarcomas 
may  have  their  origin  in  the  nose,  nasal  septum, 
or  accessory  sinuses,  but  more  commonly  in  the 
lymphoid  structures  of  the  nasopharynx  and 
pharynx  and  rarely  in  the  larynx  or  esophagus. 
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They  grow  rapidly,  infiltrate,  and  destroy  the 
surrounding  structures.  Grossly,  they  appear 
vascular  and  are  rather  soft,  translucent,  and 
succulent. 

Histologically,  there  is  a diffuse  cellular  mass 
of  large  round  cells  with  intercellular  fibrillae. 
The  chromatin  of  the  nuclei  is  vesiculated,  which 
makes  the  nuclei  indistinct  and  pale.  Many 
atypical  nuclei  and  mitotic  forms  appear.  There 
are  numerous  and  prominent  nucleoli  present. 
There  is  irregularity  of  staining  reactions,  and 
at  times  the  cells  form  diffuse  syncytial  proto- 
plasmic windrows  or  sheaths  of  cells. 

The  primary  tumor  may  become  necrotic,  and 
ulceration  of  the  surface  appears.  Before  the 
ulceration,  the  primary  tumor  may  be  very  small 
and  may  frequently  be  overlooked  in  a routine 
examination.  This  has  occurred,  to  the  chagrin 
of  the  rhinologist,  the  true  diagnosis  being  made 
only  after  metastasis  has  taken  place  in  the  glands 
of  the  neck  or  elsewhere. 

Transitional-Celled  Tumors  or  Lymphoepi- 
theliomas. — These  tumors  have  received  thorough 
consideration  by  Schmincke,13  Regaud,12 
Ewing,5-6  and  others.  Tumors  of  this  kind  are 
most  common  in  the  mucous  membrane  of  the 
nose,  nasopharynx,  and  pharynx,  and  in  those 
intestinal  regions  in  which  epithelium  is  inti- 
mately associated  with  lymphoid  tissue.  The 
truly  transitional-celled  tumors  refer  to  a basal 
cell  type  of  epithelium  where  there  is  an  im- 
perceptible protoplasmic  transition  from  the 
basal  epithelial  cells  to  the  reticulum  cells  of 
lymphoid  tissues.  Such  a close  relationship 
exists  normally  in  the  crypts  of  the  tonsils, 
adenoids,  or  isolated  follicles  of  the  nasophar- 
ynx. 

These  tumors  are  composed  of  rather  large, 
round,  vesicular,  nucleated  cells  whose  proto- 
plasm has  a poor  outline  and  forms  a syncytial 
type  of  tissue.  The  cells  seem  to  coalesce,  and 
they  have  no  intercellular  bridges  or  fibrillae. 
In  this  way  they  simulate  epithelial  cells. 

In  these  tumors,  as  with  reticulocytic  tumors, 
the  primary  growth  frequently  remains  obscure 
and  undiscovered  in  the  upper  respiratory  tract. 
Thus  the  diagnosis  unfortunately  is  often  made 
only  after  rather  prominent  metastasis  in  the 
cervical  nodes  appears.  These  tumors,  when  in 
the  nasopharynx,  may  infiltrate  diffusely  all  the 
structures  at  the  base  of  the  skull,  involving  one 
cranial  nerve  after  another  and  producing  various 
neurologic  syndromes. 

As  described  by  Schmincke,13  the  growth  may 
be  “sarcomatous”  in  character.  Often  the  ap- 
pearance of  epithelial  columns  disappears  alto- 
gether, and  loosely  packed  masses  of  cells  of 
varied  shapes — oval,  round,  or  polygonal — take 
their  places. 


The  stroma  of  these  growths  is  very  delicate, 
and  they  are  extremely  cellular.  Lympho- 
epitheliomas  are  not  vascular  and  do  not  show 
necrosis  and  other  degenerative  changes  as 
commonly  observed  in  other  classes  of  malignant 
neoplasia. 

It  is  my  opinion  that  the  transitional  tumors 
and  lymphoepitheliomas  of  the  upper  respiratory 
tract  are  so  poorly  differentiated  that  many  of 
these  types  of  tumors  and  others  are  grouped 
under  sarcomas  or  carcinomas,  rendering  com- 
parative morbidity  statistics  unreliable.  More- 
over, tumors  of  a great  variety — entirely  uncor- 
related histologically — have  been  included  in  this 
category.  Additional  differentiation  of  these 
complicated  malignant  tumors  of  the  nose  and 
throat  is  highly  desirable,  and  as  more  are  care- 
fully classified,  we  hope  a clearer  interpretation  of 
the  cell  types  will  follow.  These  tumors  are  ray- 
sensitive  for  a while  but  all  succumb  in  from 
one  to  three  years. 

In  my  experience,  sarcoma  in  the  structures  of 
the  nose  and  sinuses  has  been  much  less  fre- 
quently encountered  than  carcinoma.  This  is 
true  with  the  exception  of  lymphosarcoma.  In 
our  service,  we  have  seen  a few  cases  of  osteogenic 
sarcomas,  a plasmocytic  sarcoma,  and  a few  in- 
stances of  fibrosarcoma.  Also  a few  unclassified 
sarcomas  and  angiofibrosarcomas  have  been  ob- 
served. 

According  to  my  experience,  the  histologic 
diagnosis  of  sarcoma  is  not  so  well  defined  as 
it  is  in  the  epithelial  tumors,  and  so  there  may 
be  some  of  the  sarcomas  that  were  benign  tumors 
or  that  belong  to  the  epithelial  groups. 

Fibrosarcoma  is  the  malignant  development  of 
the  fibroblastic  cells.  The  cells  are  pleomorphic 
or  spindle  cells  and  form  a bulky,  sessile  tumor, 
arising  most  often  in  the  maxillary  or  ethmoid 
sinuses.  At  times  the  tumors  are  polypoid. 
They  usually  arise  in  the  periosteum  of  the  nasal 
bones  and  rapidly  destroy  all  the  surrounding 
tissues.  The  nasal  septum,  lateral  nasal  wall,  or 
the  walls  of  the  maxillary  and  ethmoid  sinuses 
are  the  most  frequent  sites.  Ewing5  has  stated 
that  true  sarcoma  of  the  nasal  cavity  and  the 
antrum  of  Highmore  is  always  either  angio- 
sarcoma or  myxosarcoma.  My  experience  tends 
to  support  this  statement.  I have  seen  cases  of 
angiofibrosarcomas  which  did  not  respond  to 
radiation  or  surgery  and  in  which  death  resulted 
from  extensive  local  destruction  and  metastasis. 
Ringertz  states  that  malignant  angiomas  are 
excessively  rare  and  that  it  is  probable  that 
most  of  the  reported  cases  were  actually  tumors 
of  the  salivary  gland  type.  My  experience  is  in 
disagreement  with  this  observation. 

In  rare  cases  these  sarcomas  are  described 
as  polyp-like,  stalked  formations.  They  are 
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thought  to  spring  from  the  mucoperiosteum  of 
the  nasal  and  paranasal  system,  and  also  from 
the  periosteum  on  the  outer  surface  of  the  maxil- 
lae. A large  number  of  described  cases  appear 
to  have  arisen  from  the  septum  and  in  other 
cases  from  the  lateral  wall,  antrum,  or  ethmoid 
bone.  In  a few  cases,  the  tumor  is  situated  in  the 
frontal  sinus  or  the  sphenoid  sinus.  Often  the 
site  of  origin  was  impossible  to  determine,  so 
widely  had  the  growth  extended  into  the  sur- 
rounding tissues. 

In  this  writer’s  experience,  a few  osteogenic 
sarcomas  have  been  found  in  the  nose  and  the 
nasal  sinuses.  During  the  past  years — after  a 
long  interval  wherein  not  a single  one  was  re- 
corded— we  have  seen  three  in  the  nasal  sinuses. 
Osteogenic  sarcomas  are  those  malignant  tumors 
which  have  their  origin  in  tissue  which  normally 
produces  bone,  probably  not  often  in  the  pre- 
formed bone  itself. 

Tumors  Originating  in  the  Bone  Marrow. — 
In  my  experience,  no  definite  case  of  myeloma 
has  appeared,  although  rare  cases  have  been  re- 
ported, involving  tissues  of  the  nose  and  nasal 
sinuses.  A growth  described  by  James  Ewing  in 
1922,  which  he  termed  endothelial  myeloma, 
might  perhaps  have  been  discussed  under  endo- 
thelial growths.  But  since  it  is  now  universally 
known  as  Ewing’s  sarcoma,  its  description  finds 
a place  here.  Peculiarly  a disease  of  childhood, 
only  a few  cases  of  Ewing’s  sarcoma  in  the  nose 
and  throat  have  been  recorded,  and  these  were 
in  all  probability  (even  though  the  primary 
lesion  remained  undetected)  secondary  deposits 
to  the  head  from  one  of  the  long  bones. 

True  sarcomas  of  the  nares  and  antrum,  says 
Ewing,6  are  chiefly  angiosarcomas  and  myxo- 
sarcomas arising  from  the  mucosa.  Angiofibro- 
sarcoma  of  the  upper  respiratory  region  is  not 
an  uncommon  type  of  sarcoma  in  my  experience. 

Myxosarcoma,  however,  is  a diagnosis  that  is 
rarely  justified  in  connection  with  neoplasms  of 
this  region. 

Melanomas  appear  as  pigmented  tumors  about 
the  nose,  lip,  or  face,  rarely  in  the  mouth,  hard 
palate,  or  nasopharynx ; but  they  are  commonly 
found  in  the  choroid  coat  of  the  eye.  I have  seen 
the  nasal  sinuses  and  the  nose  secondarily  in- 
vaded by  a melanosarcoma  of  ophthalmic  origin 
and  one  from  a metastasis  of  a generalized  mela- 
nomasarcomatosis . 

Nerve  Tissue  Tumors. — A few  cases  of  neuri- 
noma or  schwannomata  perineurial  fibroblastoma 
of  the  nasal  cavity  are  on  record.  In  one  such 
case,  the  growth  was  as  large  as  an  orange  and 
was  well  demarcated.  It  filled  the  maxillary 
antrum,  eroding  the  bone.  A variety  of  neuri- 
noma was  recently  seen  on  the  present  writer’s 
service.  The  tumor  was  located  in  the  ethmoid 


and  sphenoid  sinuses  and  had  involved  the  or- 
bit. 

Histologically,  this  growth  resembles  neuro- 
fibromatosis in  that  it  consists  of  nerve  fibers  and 
connective  tissue,  with  rosette  formation  and 
palisading  of  the  cells,  these  cells  being  arranged 
about  the  fibers  so  as  to  provide  the  chief  element 
in  the  tumor. 

Ganglioneuromas  arise  in  the  vicinity  of  the 
Schneiderian  membrane  and  are  sometimes  de- 
scribed as  gliomas.  Nasal  gliomas  are  thought 
to  arise  from  fetal  remnants  of  the  central  nervous 
system.9*11  I wish  here  to  mention  a small, 
oval-shaped  tumor  of  neuroglia  tissue  removed 
from  the  base  of  the  nose  of  a 3-month-old  Italian 
infant.  The  growth  was  about  the  size  of  a lima 
bean  and  proved  on  section  to  be  composed  of 
fibrous  and  neuroglia  tissue  with  a few  nerve 
cells.  The  tumor  was  successfully  removed  and 
has  not  recurred.  In  similar  growths,  ganglion 
cells  are  often  seen,  so  that  they  should  be  desig- 
nated as  ganglioneuroma  or  neurocytoma. 

Papilloma  of  the  nose  and  accessory  sinuses  is 
not  uncommon.  It  is  usually  a firm  growth  some- 
times found  to  be  composed  of  reduplicated  lay- 
ers of  columnar  or  squamous  epithelium.  The 
more  common  squamous  cell  growth  originating 
from  squamous  cell  epithelium  is  seen  in  the 
vestibule  of  the  nose  and  septum. 

Cylindrical-Cell  Papilloma. — These  tumors  are 
usually  of  inflammatory  origin  and  represent 
really  a chronic  sinusitis;  however,  true  multiple 
papillomas  do  occur  in  the  nose  and  the  si- 
nuses. 

The  growth  of  these  neoplasms  has  been  termed 
by  Ringertz  as  “inverted,”  because  unlike  typical 
papillomas  as  seen  in  the  throat  and  elsewhere 
which  proliferate  outward  from  a surface  dragging 
with  it  stalks  of  stroma,  the  nasal  growth’s  epi- 
thelium proliferates  inward,  forcing  the  stroma 
apart. 

Papillomas  of  the  pharyngeal  and  nasopharyn- 
geal mucosa,  as  well  as  those  of  the  mucosa  of  the 
hard  and  soft  palates,  are  not  infrequently  en- 
countered. They  are  usually  of  stratified  squa- 
mous cell  type,  are  sessile,  and  there  is  likely  to  be 
some  hyperkeratosis.  They  are  benign.  The 
papillomas  may  appear  as  a form  of  leukoplakia 
which  may  be  of  luetic  origin.  These  are  more 
inclined  to  malignant  transformation.  There  are 
those  with  long  pedicles  and  branching  villose 
papilla  that  are  soft.  These  are  covered  with 
stratified  squamous  cells  and  when  removed 
rarely  recur.  This  type  may  be  a transplant 
from  a multiple  laryngeal  papillomatosis.  Some- 
times cornified  multiple  papillomas  appear  upon 
the  tonsil  or  other  pharyngeal  lymphoid  struc-  ; 
tures,  as  is  found  in  a keratosis  of  these  struc-  j 
tures. 


December  15,  1943] 


TUMORS  OF  THE  NOSE  AND  NASOPHARYNX 


2409 


Papilloma  of  the  Tonsil. — The  most  common 
types  of  benign  tumors  found  in  the  tonsil  are 
fibromas  and  small  pedunculated  papillomas. 
Malignant  tumors  are  as  often  seen  in  the  tonsil 
as  are  benign  growths.  The  fibromas  found  in 
the  tonsil  do  not  differ  either  in  structure  or 
clinical  behavior  from  those  that  appear  in  other 
portions  of  the  nasopharynx. 

Papilloma  on  the  tonsil  behaves  in  much  the 
same  manner  as  papillary  growths  upon  other 
mucous  surfaces.  In  a few  of  the  reported  cases, 
and  in  those  that  I have  seen,  the  tumor  was  so 
broken  up  in  “cauliflower”  excrescences  that  it 
was  considered  malignant  until  submitted  to 
microscopic  examination.  The  pedunculated 
type  sometimes  stands  out  so  far  from  the  mass  of 
tonsillar  tissue  that  it  is  easily  seen  as  soon  as  the 
throat  is  inspected.  The  gray  color  immediately 
distinguishes  the  papillomatous  type  of  growth 
from  the  hard,  pale  pink  fibroma,  which  often 
arises  in  the  same  location. 

Adenoma. — Adenomas  are  found  in  the  nasal 
cavity  and  nasopharynx  but  are  rare  in  the  acces- 
sory sinuses,  in  spite  of  the  fact  that  considerable 
glandular  structures  are  normally  found  therein. 
In  the  nose,  their  most  usual  site  of  origin  is  upon 
the  septum  and  turbinates.  Thence  the  tumor 
easily  encroaches  upon  the  ethmoid  region  or  pos- 
terior choanae.  It  may  be  difficult  to  determine 
exactly  where  it  originated  if  it  has  grown  to  con- 
siderable size.  However,  cases  undoubtedly  pri- 
mary to  the  ethmoid  labyrinth  have  been  re- 
ported. The  ethmoid  adenomas  may  invade 
the  sphenoid  or  the  frontal  sinus  or  more  often  the 
nasopharynx.  Their  more  frequent  occurrence 
in  the  nose  proper  may  be  explained  by  the  greater 
proportion  of  glands  found  in  the  nasal  mucosa. 

An  adenoma  of  the  nasal  cavity  may  be  either 
sessile  or  pedunculated  and  will  vary  in  size  from 
1 cm.  to  several  centimeters  in  diameter.  All 
types  are  vascular  and  generally  of  a bright  red 
color. 

Adenomas  grow  slowly,  as  a rule,  and  the 
symptoms  which  are  late  in  appearing  are  me- 
chanical in  nature — that  is,  obstruction  of  breath- 
ing with  sensation  of  pressure  in  the  head.  Severe 
nose  bleed  for  which  no  adequate  cause  is  im- 
mediately apparent  is  often  the  only  symptom 
until  the  growth  is  very  far  advanced. 

Many  of  these  growths  are  classed  as  cystade- 
nomas  because  they  contain  cavities  lined  with 
cuboid  or  cylindrical  epithelium.  Generally  the 
histologic  structure  is  tuboalveolar.  In  several 
of  such  adenomas  in  my  collection  the  glandular 
lumina  were  filled  with  mucus  and  inspissated 
mucoid  material.  At  times  this  material  may 
appear  as  colloid  or  amyloid  or  may  even  be 
calcified.  This  kind  of  tumor  is  frequently  re- 
ferred to  as  cylindroma.  They  should  not  be 


confused  with  the  mixed  salivary  gland  tumors 
so  frequently  found  in  the  oropharynx. 

In  one  case  an  encapsulated  tumor  3 cm.  in 
diameter  was  situated  in  the  region  of  the  an- 
terior pillar  of  the  tonsil,  and  upon  gross  section 
this  tumor  had  a grayish-yellow  appearance  not 
unlike  that  of  the  adrenal  glands.  Microscopi- 
cally, there  were  fasciculi  of  cells  or  cords  of 
slightly  pigmented  cells  rich  in  lipoid  material. 
There  was  some  tendency  to  gland  formation, 
and  the  lumina  of  the  gland-like  structure  con- 
tained mucoid  substance. 

Carcinoma. — At  the  Manhattan  Eye,  Ear,  and 
Throat  Hospital,  I have  reviewed  the  pathologic 
diagnosis  of  tumors  for  the  ten  years  from  1931 


to  1940,  inclusive:14 

Sarcomas  of  nose  and  sinuses 24 

Sarcomas  of  tonsil  and  nasopharynx 37 

Total 61 

Carcinoma  of  nose  and  sinuses 53 

Carcinoma  of  tonsils  and  nasopharynx 70 

Total 123 


They  may  be  conveniently  described  according 
to  their  morphologic  appearance  histologically: 
epidermoid,  papillary  carcinoma,  adenocarci- 
noma, and  mixed  salivary  gland  type  (malignant) . 

The  epidermoid  carcinoma  or  epitheliomatous 
type  is  by  far  the  most  common  type  of  epithelial 
malignancy  of  the  nose  and  oropharynx,  and  this 
is  especially  true  of  the  larynx. 

In  general  the  basal-cell  type  of  carcinoma  is 
that  commonly  seen  on  the  external  surface  of 
the  nose  in  the  aged.  Basal  type  of  epithelioma 
may  occur  in  the  pharynx,  the  tonsil,  the  tongue, 
the  uvula,  and  the  nasopharynx. 

Squamous  carcinomas  of  the  nose  and  nasal 
sinuses  usually  are  preceded  by  a metaplasia  of 
the  columnar  epithelium  to  the  pavement  type. 
This  metaplasia  follows  chronic  irritation  or  in- 
fection of  the  antrum  or  other  sinuses.  There 
may  be,  on  the  other  hand,  extension  of  squamous 
cells  from  a fistula  or  tooth  socket,  the  cells  may 
be  a part  of  a dermoid  cyst,  or  there  may  be  some 
misplacement  of  a squamous-cell  rest  in  the 
complicated  embryologic  development  of  the 
nasal  structures.  Squamous-cell  carcinoma  in 
the  ear,  nose,  and  throat  region  are  graded 
according  to  Broders’16  classification  upon  the 
proportion  of  differentiated  to  undifferentiated 
or  anaplastic  cells  seen  in  the  tumors.  However, 
most  pathologists  consider  that  this  commits 
them  to  anticipate  the  physiology  of  the  cells 
present  in  the  tumor,  which  unfortunately  can- 
not be  accurately  determined  microscopically. 
I therefore  prefer  to  speak  of  the  various  epi- 
theliomas as  of  types  I,  II,  III,  IV,  a classifica- 
tion based  upon  the  extent  of  anaplasia  in  the 
tissues.  This  typing  does  not  imply  any  physi- 
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TABLE  1. — Tumors  of  the  Nose  and  Accessory  Sinuses 
(Polyps  Not  Included) 

(Pathologic  Classification  at  the  Manhattan  Eye,  Ear,  and 
Throat  Hospital  in  the  Ten-Year  Period,  1931  to  1940) 


Cysts 

Simple  retention 

Epidermoid 

Nevi 

Lipoma 

Fibroma 

Neurofibroma 

Osteofibrochondroma 

Mixed  chondrofibroma 

Angiofibroma 

Osteofibroma 

Chondroma 

Osteoid  osteoma 

Lymphoma 

Angioma 

Lymphangioma 

Hemangioma 

Mixed  salivary  type  of  tumors. . 
Sarcoma 

Plasmocytic 

Malignant  lymphoma 

Lymphocytic 

Reticulocytic 

Mixed-cell,  chiefly  fibroblastic 

Angiofibrosarcoma 

Osteosarcoma 

Lymphoepithelioma 

Papilloma 

Simple 

Multiple 

Hyperkeratotic 

Epithelioma  (squamous-celled) 

Type  I 

Type  II 

Type  III 

Type  IV 

Basal 

Spinal 

Adamantinoma 

Adenoma 

Carcinoma 

Papillary  carcinoma 

Adenocarcinoma 

Epidermoid  carcinoma 


15 
4 

13 

1 

2 

4 

5 

16 
8 
1 

3 
5 

18 

10 

11 

2 

1 

4 
3 

3 

5 
2 

4 

30 

8 

9 

2 

10 

8 

3 

7 

2 

3 

6 

12 

4 


ologic  characteristic  of  the  tumors  but  refers  to 
their  architectural  structure,  which  can  be  deter- 
mined by  a microscopical  examination. 

Squamous-Cell  Carcinoma. — The  tumors  aris- 
ing from  the  epidermal  surface  of  the  mucous 
lining  of  the  nose,  its  accessory  sinuses,  and  the 
tonsils  are  usually  local  neoplasms  which  grow 
rapidly  and  encroach  upon  neighboring  tissues 
and  involve  the  regional  lymph  nodes. 

If  the  tumor  is  seated  in  the  nasal  passages  it 
will  call  early  attention  to  its  presence  by  im- 
peding respiration  and  drainage  from  the  sinuses. 
If  it  is  located  in  the  maxillary  antrum,  its  recog- 
nition may  be  late.  The  tumor  may  grow  back- 
ward until  it  encroaches  upon  the  meninges  and 
the  important  vascular  network  in  that  region, 
or  it  may  progress  laterally  so  that  it  soon 
reaches  the  orbit  or  pterygomaxillary  fossa.  If 
arising  in  the  forward  lower  part  of  the  antrum, 
it  may  infiltrate  the  hard  palate  and  the  nasal 
cavity.  The  lymph  nodes  which  lie  in  the  retro- 
pharyngeal spaces  receive  the  drainage  from  the 
antrum  and  the  nose  proper.  Thus  malignancies 
in  these  areas  are  rapidly  disseminated  by  lymph 
drainage,  and  metastasis  to  the  neck  is  almost 


TABLE  2. — Tumors  of  Palate,  Tonsil  and  Nasopharynx 
(Pathologic  Classification  at  the  Manhattan  Eye,  Ear,  and 
Throat  Hospital  in  the  Ten-Year  Period,  1931  to  1940) 


Cysts 

Simple 

Epidermoid 

Teratoma 

Fibroma 

Osteofibrochondroma 

Osteofibroma 

Fibrochondroma 

Fibroangioma 

Angioma 

Lymphangioma 

Hemangioma 

Lymphoma 

Mixed  salivary  type  of  tumors. . . 
Sarcoma 

Plasmocytic 

Malignant  lymphoma 

Lymphocytic 

Reticulocytic 

Mixed-cell,  chiefly  fibroblastic 

Lymphoepithelioma 

Transitional-celled  type 

Papilloma 

Simple 

Multiple 

Hyperkeratotic 

Adenoma 

Epithelioma 

Type  I 

Type  1 1 

Type  III 

Type  IV 

Basal 

Spinal 

Adenocarcinoma 


40 

10 

13 

12 

2 

2 

1 

2 

2 

3 

5 

17 

2 

3 

8 

10 

3 

6 
5 

51 

12 

8 

13 

7 
27 

18 

8 
3 
2 
5 


inevitable  if  the  case  is  at  all  advanced  before  it 
comes  under  observation. 

Differentiation  from  Adamantinoma. — In  dif- 
ferential diagnosis  it  is  important  to  distinguish 
from  the  malignant  squamous-cell  carcinomas 
the  so-called  adamantinomas  which  appear  on 
the  jaw  and  have  been  thought  to  arise  from  a 
fetal  rest  in  the  oral  mucosa,  which  included 
cells  capable  of  proliferating  tooth  enamel. 
Adamantinoma  is  a fairly  common  finding 
among  new  growths  of  the  jaws.16 

Papillary  Carcinoma. — A papillary  carcinoma 
is  one  whose  cells  are  chiefly  of  the  columnar  type 
or  of  the  high  cuboid  type,  infiltrating  the  stroma 
much  as  the  squamous  cells  do.  There  is  a tre- 
mendous piling  up  and  papillary  production  of 
these  cells  with  relatively  small  amounts  of  con- 
nective-tissue framework.  The  bones  and  other 
adjacent  tissues  become  involved,  necrotic,  and 
sequestrated.  Usually  metastasis  is  rapid  and 
extensive.  This  condition  is  at  times  designated 
as  “adenocarcinoma,”  but,  in  the  present  writer’s 
opinion  it  is  a pure  papillary  type  of  carcinoma 
arising  from  the  surface  epithelium,  with  no 
glandular  element  present.  Differentiation  is 
usually  possible  by  the  characteristic  palisading  or 
stratification  of  the  cells.  At  times  the  cells  may 
be  arranged  in  disorderly  fashion,  forming  large 
diffuse  masses  of  embryonic  cells.  These  tumors 
show  many  mitotic  cells,  and  growth  is  rapid, 
with  wide  destruction  of  bony  and  soft  tissues 


December  15,  1943] 


TUMORS  OF  THE  NOSE  AND  NASOPHARYNX 


2411 


and  subsequent  metastasis . These  tumors  remind 
one  of  a papillary  carcinoma  of  the  urinary 
bladder.  This  type  of  malignancy  is  rather 
commonly  found  in  the  maxillary  sinuses,  more 
rarely  in  the  ethmoid  or  frontal  sinuses.  The 
nasal  mucosa  and  cavities  are  usually  secondarily 
involved.  This  kind  of  tumor  is  at  times  diffi- 
cult to  differentiate  from  a secondary  metastasis 
in  the  nose,  from  a primary  growth  in  the  pros- 
tate, breast,  or  gastrointestinal  tract  or  from  a 
papillary  sinusitis,  or  a benign  inflammatory 
process. 

A papillary  carcinoma  may  be  primary  in  the 
oronasopharynx,  but  that  is  rare.  It  may  be 
part  of  a papillary  cystadenocarcinoma  from  a 
seromucous  gland  or  a mixed  tumor  of  the  salivary 
gland  type  frequently  found  in  this  region. 

Epidermoid  carcinomas,  types  II  and  III,  of 
the  crypts  of  the  tonsils  are  some  of  the  most 
common  types  of  malignancies  of  this  region. 
These  neoplasms  may  be  found  also  upon  the 
base  of  the  tongue  and  upon  the  mucosa,  gener- 
ally of  the  soft  palate,  the  pillars  of  the  tonsils, 
or  the  mucosa  of  the  oropharynx. 

These  tumors  are  particularly  malignant,  and 
surgical  treatment  is  usually  impractical.  Radi- 
ation may  be  of  short  benefit,  but  most  of  these 
patients  succumb  in  from  six  months  to,  at 
most,  two  years. 

Adenocarcinoma  occurs  in  the  upper  respira- 
tory tract;  however,  it  is  infrequent.  In  the 
antrum  this  growth  causes  destruction  of  both 
soft  tissue  and  bone,  often  infiltrating  the  or- 
bit. 

The  histologic  picture  is  one  of  atypical  glandu- 
lar formation,  with  secretion  in  the  acini  of  the 
atypical  glands;  but  active  mitosis  is  also  present, 
with  much  proliferation  and  poor  differentiation 
of  the  tissues.  All  the  surrounding  structures 
may  be  infiltrated,  and  this  is  equally  true  of 
similar  growths  originating  in  the  soft  palate, 
tonsils,  or  nasopharynx.  The  formation  of 
cylinders  of  mucoid  secretion  takes  place  in  the 
frankly  malignant  growths  as  well  as  the  ade- 
nomas, and  in  the  stroma,  areas  of  hyaloid  or 
mucoid  degeneration  are  in  evidence.  Adeno- 
carcinoma here  may  be  hard  and  of  the  scirrhous 
type,  or  medullary  and  of  the  soft  cellular  type, 
depending  upon  the  relative  amounts  of  fibrous 
tissue,  epithelial  cells,  and  vascularity. 

Adenocarcinoma  occurs  in  the  oronasopharynx 
originating  from  the  seromucinous  glands  of 
this  region.  The  primary  focus  may  be  a tera- 
toma or  tumors  of  the  mixed  salivary  gland  types. 
In  my  experience,  all  types  of  adenocarcinomas 
of  the  upper  respiratory  tract  are  particularly 
resistant  to  radiation  or  surgical  treatment. 

Mixed  or  Salivary  Gland  Type  of  Tumors. — New 
describes  these  tumors  as  of  hard  consistency 


with  slow  growth  and  little  tendency  to  necrosis. 
Tumors  composed  of  both  mesenchymal  and 
epithelial  structures  similar  to  the  ones  com- 
monly found  in  the  salivary  glands  are  also 
frequently  seen  in  the  lacrimal  glands  and  in  the 
seromucinous  glands  of  the  nose,  nasopharynx, 
and  pharynx,  and  are  particularly  often  found 
in  the  hard  palate,  also  at  times  in  the  soft  palate 
and  pillars  of  the  pharynx  and  base  of  the 
tongue. 

There  is  an  abundance  of  literature  available  on 
the  histology  of  these  tumors  in  the  salivary 
glands.  The  earlier  pathologists  considered 
them  to  be  of  endothelial  origin;  others,  equally 
competent,  thought  them  to  be  mixed  tumors 
since  they  contain  tissues  arising  from  two  em- 
bryonic layers.  Fibrous,  myxoid,  cartilaginous, 
and  glandular  structures  are  mingled  irregularly 
together. 

The  majority  of  the  modern  writers  consider 
all  these  tumors  as  of  an  epithelial  nature  with 
secondary  hyaline,  myxoid,  and  degenerative 
changes  in  the  stroma.  In  the  nasal  and  pharyn- 
geal tumors,  cylindroid  or  round  areas  of  mucus 
or  calcium  are  noted.  Sometimes  these  tumors 
are  designated  cylindromas.  Further  study  of 
these  tumors  will,  in  my  opinion,  separate  the 
so-called  mixed  tumors  of  the  seromucinous 
glands  entirely  from  the  salivary  gland  group. 
They  are  not  identical.  It  is  unfortunate  that 
they  have  been  considered  together. 

Teratomatous  Fibromas. — Nasal  and  pharyn- 
geal fibromas  may  also  share  in  a general  group- 
ing of  so-called  mixed  tumors,  or  teratomas, 
which  occur  in  the  nasopharynx.  The  stroma  of 
these  growths  consists  of  fibrous  tissue  in  which 
there  is  a mixture  of  blood  vessels,  cartilage, 
bone,  and  seromucinous  glands.  These  glands 
often  become  cystic  and  tend  to  become  adeno- 
matous or  even  adenocarcinomatous.  Several 
cases  of  laryngeal  teratoma  have  been  seen  in 
the  author’s  service.  In  one  case  the  growth 
was  four  times  removed,  finally  becoming  adeno- 
carcinoma. 

Consideration  of  pathologic  curiosities  does  not 
come  within  the  scope  of  the  present  discussion. 
But  the  so-called  teratoid  tumors  may  cause 
great  perplexity  in  investigation  of  new  growths 
of  the  nose  and  throat. 

Many  of  the  tumors  which  might  be  classified 
under  the  types  just  described  have  already  been 
mentioned  in  the  different  groups  discussed  as 
endothelioma,  mixed  salivary  gland  tumors,  fibro- 
epithelioma,  chondrosarcoma,  etc.  Their  exact 
classification  presents  much  difficulty  and  even 
pathologists  of  the  widest  experience  will  dis- 
agree sharply  as  to  the  exact  nature  of  the 
tumors. 

The  tumors  arising  from  remnants  of  the  hypo- 
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physial  duct  or  the  nasopharyngeal  pituitary 
consist  of  cysts,  adenomas,  squamous  cell  types 
of  epitheliomas,  and  adenocarcinomas  and  tumors 
of  adamantinomous  type  are  purposely  not  re- 
viewed. 

In  retrospect  of  many  years  of  contact  as  a 
pathologist  with  neoplasms  of  the  nose  and 
nasopharynx,  whether  malignant  by  position  or- 
intrinsically,  a distinct  opinion  has  been  formu- 
lated that  radical  surgery  has  too  frequently 
been  replaced  by  radiation.  It  appears  that 
in  so  far  as  possible  radical  removal  in  these 
difficult  locations  should  always  be  undertaken 
regardless  of  cosmetic  results.  Surgery  should 
be  supplemented  by  the  most  intelligent  use  of 
radiation  subject  to  individualization  in  each 
case.  Herein  rests  an  erudite  decision  as  to 
whether  surgery  or  radiation  should  be  em- 
ployed. 
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Discussion 

Dr.  Daniel  S.  Cunning,  New  York  City — I am 
very  glad  that  I had  the  opportunity  of  reading  over 
carefully  this  very  accurate  and  painstaking  review 
of  the  tumors  of  the  nose  and  nasopharynx  that  were 
examined  in  the  clinics  of  the  Manhattan  Eye,  Ear, 
and  Throat  Hospital  from  1931  to  1940,  inclusive. 

I believe  that  Dr.  Eggston  has  seen  more  and  has 
had  more  experience  with  tumors  in  this  region  than 
any  man  in  this  country.  He  has  gone  into  the 
etiology,  symptoms,  pathology,  and  diagnosis  and 
has  asked  me  to  say  a few  words  about  the  treat- 
ment. 

Time  will  not  permit  me  to  go  into  the  treatment 
• of  each  individual  type,  but  suffice  it  to  say  that  in 
practically  all  these  tumors  radical  surgery  should 
be  instituted  to  remove  the  growth  completely,  if 
possible. 

The  benign  tumors,  such  as  cysts,  lipomas,  fibro- 


mas, and  osteomas,  are  usually  single  with  small 
attachments  and,  as  a rule,  we  have  little  or  no 
trouble  in  removing  them.  But  the  handling  of  the 
malignant  type  is  altogether  different,  and,  as  Dr. 
H.  P.  Mosher  says,  it  often  calls  for  the  surgeon’s 
best  judgment,  his  best  skill,  and,  often,  for  all  of 
his  courage. 

It  is  a sad  thing  to  think  that  in  this  enlightened 
age  there  are  a great  many  otolaryngologists  who 
turn  these  cases  over  to  the  roentgenologist  for 
treatment  as  soon  as  the  diagnosis  is  made.  The  day 
has  long  since  passed  when  the  nose  and  throat 
specialist  can  content  himself  by  doing  tonsils  and 
septum  operations,  and  simple  mastoidectomies. 
Today  the  otolaryngologist  must  be  able  to  do  radi- 
cal surgery  of  the  head  and  neck,  and  if  he  feels  that 
he  is  not  qualified  to  do  this,  he  should  swallow  his 
pride  and  call  on  one  of  his  confreres  to  help  him. 
If  this  cannot  be  done,  he  should  turn  the  case  over 
to  someone  who  can  do  the  radical  surgery,  instead 
of  advising  x-ray  and  radium  to  ease  his  conscience 
when  he  knows  that  in  most  malignancies  in  this 
area  such  treatment  would  be  only  palliative  at 
best.  Some  few  types,  such  as  lymphomas,  angio- 
mas, and  some  types  of  sarcoma,  are  radio-sensitive 
and  respond  to  x-ray  and  radium,  but  I believe  that 
even  these  tumors,  in  most  instances,  should  first  be 
removed  and  then  given  x-ray  therapy. 

In  malignancies  of  the  nose  and  sinuses  where 
the  growth  cannot  be  removed  completely  through 
the  nose,  we  should  not  hesitate  to  do  a radical 
external  antrum  operation,  a Denker,  or  even 
resect  the  upper  jaw,  if  necessary.  If  this  latter 
procedure  should  be  necessary,  the  bleeding  as  a rule 
is  quite  profuse.  To  counteract  this  the  external 
carotid  artery  may  be  ligated  under  local  anesthesia, 
then  in  forty-eight  hours  the  jaw  may  be  removed. 
We  should  not  wait  longer  than  forty-eight  or 
seventy-two  hours,  for  collateral  circulation  will  be 
fairly  well  established  after  that,  and  the  bleeding 
will  be  just  as  bad  as  ever.  After  the  growth  is  re- 
moved, several  radon  seeds  should  be  implanted  in 
the  surrounding  tissue. 

We  need  not  worry  too  much  about  scarring,  for 
in  these  cases  we  are  dealing  with  malignancies  and 
with  a fife  or  death  proposition.  Plastic  surgeons 
can  fix  these  patients  up  later  on  with  very  little 
deformity. 

In  tumors  of  the  nasopharynx,  where  they  can- 
not be  removed  through  the  nose  or  through  the 
nasopharynx  with  the  soft  palate  retracted,  we 
should  not  hesitate  to  split  the  soft  palate  in  two, 
and  the  hard  palate  as  well  if  necessary  in  order  to 
remove  the  growth.  This  can  be  followed  by  radium 
and  x-ray. 

If  we  find  it  necessary  to  remove  the  hard  palate, 
the  oral  surgeon  can  easily  make  a denture  to  cover 
the  cavity,  and  with  a few  speaking  lessons  the  pa- 
tient will  be  able  to  talk  almost  as  well  as  he  did  be- 
fore. 

In  closing  I should  like  to  stress  one  point — that 
is  a plea  for  radical  surgery  before  these  cases  are 
submitted  to  radium  and  x-ray  therapy. 


THE  TREATMENT  OF  GALLBLADDER  DISEASE 

Albert  F.  R.  Andresen,  M.D.,  F.A.C.P.,  Brooklyn 


THE  treatment  of  gallbladder  disease  consti- 
tutes a very  important  problem  in  medical 
practice,  yet  in  very  few  other  diseases  are  there 
so  many  differences  of  opinion  even  in  regard  to 
the  fundamental  principles  involved  in  adequate 
and  successful  therapy.  On  the  one  hand  is  the 
surgeon,  who  feels  that  gallbladder  disease,  es- 
pecially if  complicated  by  the  presence  of  calculi, 
is  always  a surgical  problem.  And  yet  both  sur- 
geons and  clinicians  are  besieged  with  patients 
who  have  had  surgical  operations  which  not  only 
have  given  no  relief  but  have  actually  increased 
or  added  to  the  symptoms  for  which  operation 
was  performed.  On  the  other  hand  are  the  in- 
ternists, most  of  whom  still  think  of  gallbladder 
disease  as  an  indication  for  a fat-free  diet,  whose 
patients  are  starved,  lose  weight  and  strength, 
and  often  suffer  from  definite  deficiency  states, 
with  little  or  no  relief  of  their  gallbladder  symp- 
toms. Patients  are  confused  and  disgusted  and 
the  practitioner  of  medicine  is  accused  of  not 
knowing  anything  about  gallbladder  disease, 
which  drives  patients  to  faddists  and  cultists. 
And  strange  as  it  seems,  their  results  are  often 
quite  startling,  patients  being  promptly  rele- 
gated to  the  large  group  of  individuals  who  never 
have  symptoms  during  life,  but  are  found  at  au- 
topsy or  at  operation  to  have  gallbladders 
packed  with  stones. 

In  order  to  determine  the  indications  for 
treatment  of  any  disease  it  is  necessary  to  under- 
stand its  cause,  the  disturbances  in  physiology 
responsible  for  its  symptoms,  and  the  complica- 
tions which  must  be  guarded  against  or  cared  for. 
It  will  therefore  be  necessary  for  us  to  consider 
briefly  each  of  these  points. 

Etiology 

The  cause  of  gallbladder  disease  is  still  a mat- 
ter of  dispute,  although  there  is  somewhat  gen- 
eral agreement  that  three  factors  may  account 
for  the  disease.  These  are  infection,  stasis,  and 
metabolic  disturbances.  The  theory  that  in- 
fection plays  an  important  part  in  all  cases  has 
many  adherents.  The  old  idea  that  infection 
ascended  the  biliary  tract  from  the  duodenum 
has  been  pretty  generally  abandoned,  but  the 
notion  that  absorption  of  bacteria  from  the  colon 
may  cause  a cholecystitis  is  still  being  propounded 
by  a few,  although  proof  is  lacking.  Infection 
from  foci  of  infection  in  teeth,  tonsils,  sinuses, 
pelvis,  rectum,  or  any  other  site  of  chronic  in- 
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fection,  is  thought  by  many  clinicians  to  play  an 
important  role  in  causing  gallbladder  disease, 
although  experimental  proof  of  the  migration  of 
bacteria  in  these  cases  is  not  entirely  conclusive 
and  although  the  gallbladder  is  so  frequently 
found  to  contain  no  bacteria.  However,  the 
clinical  proofs  such  as  the  occurrence  of  cholecys- 
titis coincident  with  or  following  acute  infectious 
diseases  or  acute  infections  in  the  upper  respira- 
tory tract  or  pelvis,  or  in  association  with  other 
diseases  caused  by  focal  infections,  and  the 
frequent  disappearance  of  evidences  of  chronic 
cholecystitic  disease  after  thorough  eradication 
of  all  focal  infections,  are  such  that  some  relation- 
ship must  be  admitted,  although  the  exact 
mechanism  may  not  be  definitely  understood. 
Whether  allergy  to  some  product  developed  at 
the  point  of  infection  or  the  absorption  of  some 
toxic  agent  may  be  the  exact  cause  is  still  to  be 
determined. 

Stasis  as  a causative  factor  in  the  production  of 
chronic  gallbladder  disease  has  long  been  ad- 
mitted. Adequate  drainage  of  the  biliary  tract 
depends  upon  the  passage  of  food,  especially  fat, 
preferably  in  an  emulsified  form,  through  the  duo- 
denum, causing  both  relaxation  of  the  sphincter 
of  Oddi  and  the  release  and  absorption  of  chole- 
cystokinin,  producing  contractions  of  the  gall- 
bladder. It  can  therefore  readily  be  seen  that 
stasis  in  the  biliary  tract  may  be  caused  by  in- 
adequate or  infrequent  stimulation  of  this  mech- 
anism. For  instance,  the  person  who  habitu- 
ally or  for  some  definite  reason,  such  as  attempted 
weight  reduction,  reduces  the  number  of  meals 
to  one  or  two  per  day  or  avoids  or  reduces  fats 
in  the  diet,  is  producing  biliary  stasis,  with  an 
increasing  backing  up  of  bile  into  the  gallbladder, 
resulting  in  increasing  concentration  of  its  con- 
tents, so  that  precipitation  or  agglomeration  of 
the  concentrated  bile  may  produce  calculi  or 
gallbladder  “muck.”  So-called  dyskinesia,  or 
failure  of  relaxation  of  the  sphincter  of  Oddi,  may 
be  due  to  such  bad  habits  of  eating  or  may  be 
caused  by  reflex  irritation  from  neighboring  dis- 
ease, such  as  duodenal  ulcer.  However,  the 
stasis  may  also  be  due  to  organic  causes,  such  as 
adhesions  or  distortions  of  the  cystic  duct,  as  a 
result  of  contiguous  infections,  neoplasms,  or 
congenital  anomalies,  producing  the  same  effect. 
Secondary  infection  may  easily  be  added  to  the 
stasis,  and  may  produce  serious  results. 

Metabolism  as  a factor  in  causation  concerns 
itself  with  the  production  of  cholesterol  and  its 
concentration  in  the  blood.  It  has  been  pointed 
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out  that  cholesterol  is  ultimately  derived  from 
lipoids  in  the  diet  and  that  presumably  if  there 
is  too  great  a concentration  of  cholesterol  in  the 
blood  it  would  encourage  the  formation  of  calculi 
in  the  gallbladder,  these  calculi  being  composed 
largely  of  cholesterol.  However,  it  has  not  been 
explained  how  with  the  normal  concentration  of 
cholesterol  in  the  blood  estimated  at  0.130  to 
0.190  per  cent,  and  in  cholelithiasis  at  0.14  to  0.3 
per  cent,  this  concentration  can  influence  bile, 
whose  cholesterol  content  is  from  0.45  to  0.6 
per  cent  in  bile  obtained  by  duodenal  intubation, 
and  4 to  6 times  as  concentrated  in  the  gall- 
bladder, with  calculi  containing  up  to  90  per  cent 
cholesterol.  It  is  obvious  that  the  length  of  time 
the  bile  remains  in  the  gallbladder  is  the  factor 
determining  its  concentration,  and  this  fact  ex- 
plains why  the  amount  of  fat  in  the  diet  does  not 
influence  the  formation  of  calculi. 

Allergic  reactions  have  been  shown  to  occur  in 
the  gallbladder,  food  being  a frequent  offender  and 
chemicals  and  drugs  also  producing  reactions  at 
times.  Sensitization  to  iodine  will  occasionally 
cause  errors  in  cholecystographic  diagnosis. 

Physiology 

Disturbances  in  physiology  producing  symp- 
toms include  the  stasis  caused  by  improper  func- 
tion, which  produces  a backing  up  of  bile  into 
the  common,  cystic,  and  hepatic  ducts.  In  the 
gallbladder  this  causes  a distention  of  its  walls, 
resulting  in  contractions  or  spasms.  If  only  bile 
is  present  in  the  gallbladder  the  distention  may 
cause  little  or  no  distress,  but  if  calculi  are  pres- 
ent, distention  may  result  in  a sufficient  stretch- 
ing of  the  neck  of  the  gallbladder  so  that  a violent 
contraction  might  project  a stone  into  the  di- 
lated entrance  to  the  cystic  duct,  producing  an 
attack  of  typical  gallstone  colic.  This  mecha- 
nism explains  the  frequency  with  which  a history 
is  obtained  of  a long  period  of  semistarvation 
with  its  attendant  stasis,  followed  by  ingestion 
of  a large  and  perhaps  fatty  meal  at  a party,  re- 
sulting in  an  attack  of  colic  five  or  six  hours  later, 
when  the  distended  gallbladder  with  stones  has 
been  violently  stimulated  to  contraction.  Back- 
ing up  of  bile  into  the  hepatic  ducts  and  liver 
radicles,  if  continued  over  long  periods,  may  pro- 
duce considerable  irritation,  even  to  the  point  of 
beginning  biliary  cirrhosis.  This  backing  up 
will  occur  in  cases  with  blocked  cystic  ducts  or 
nonfunctioning  (stone-packed)  gallbladders,  or 
after  cholecystectomy. 

The  presence  of  chronic  disease  in  the  biliary 
tract  may  also  cause  irritation  of  the  gastroin- 
testinal tract  by  contiguity,  producing  duodenal 
or  colonic  irritability  or  inflammation,  or  by  re- 
flex irritation,  producing  pylorospasm  or  cardio- 
spasm and  retrostaltic  symptoms — the  familiar 


“fair,  fat,  and  forty  with  indigestion”  picture. 
On  the  other  hand,  some  diseased  gallbladders, 
even  when  packed  with  stones,  may  cause  no 
symptoms  at  all  or  may  produce  only  a feeling  of 
weight  or  distress  in  the  gallbladder  region,  es- 
pecially on  stooping.  Others  may  have  back 
pains  predominating. 

Acute  inflammation  may  cause  symptoms  of  an 
“acute  abdomen,”  often  indistinguishable  from 
acute  perforation  of  a peptic  ulcer,  acute  appen- 
dicitis, or  acute  pancreatitis.  In  such  cases 
even  the  use  of  all  known  methods  of  diagnosis 
may  result  in  errors  of  diagnosis. 

Complications 

The  complications  of  gallbladder  disease  which 
may  cause  persistent  or  atypical  symptoms  in- 
clude intrinsic  and  extrinsic  conditions. 

Intrinsic  Complications. — As  has  already  been 
mentioned,  the  presence  of  calculi  may  cause  symp- 
toms all  the  way  up  to  colics,  or  may  cause  no 
symptoms  at  all.  Deformities  of  the  gallbladder 
as  a result  of  inflammations  or  adhesions  may 
produce  constant  distress  or  even  typical  colics. 
Acute  inflammations  of  gallbladder  and  pancreas 
and  liver  damage  have  already  been  discussed. 

Extrinsic  Complications. — These  are  common. 
Duodenal  ulcer  is  frequently  seen  in  conjunction 
with  gallbladder  disease,  as  is  chronic  appendici- 
tis. Chronic  gastritis  with  achylia,  a frequent 
complication  of  long-standing  cholecystitis,  may 
give  symptoms  referable  to  the  stomach  or  may 
produce  gastrogenic  diarrheas.  Chronic  colitis 
may  also  be  present.  Cardiac  complications  are 
not  unusual,  coronary  artery  disease  being  the 
most  serious.  Attacks  of  cardiac  pain  may  be 
confused  with  gallbladder  colic  or  may  follow 
the  colic  and  be  masked  by  it.  Association  with 
diabetes  is  also  frequently  encountered.  The 
presence  of  other  conditions  caused  by  focal  in- 
fection, such  as  arthritis,  myositis,  and  neuritis 
may  confuse  and  complicate  the  picture. 

Before  treatment  can  be  successfully  carried 
out  it  is  necessary  not  only  to  establish  the  diag- 
nosis of  gallbladder  disease  but  to  make  a com- 
plete survey  to  look  for  complications.  It  is 
only  by  the  exercise  of  the  greatest  care  that 
treatment  will  be  successful. 

Treatment 

Successful  treatment  must  include  prophy- 
lactic and  hygienic  care,  attention  to  the  dis- 
turbed physiology  of  the  biliary  tract,  elimina- 
tion or  treatment  of  complications,  and  finally, 
surgical  treatment  when  indicated.  To  rush  into 
surgery  at  once  upon  making  a diagnosis  of  gall- 
bladder disease  may  produce  disastrous  results. 

Prophylactic  Treatment. — This  includes  first 
the  eradication  or  careful  treatment  of  all  infec- 
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tive  foci,  including  removal  of  all  dead  or  badly 
pyorrheal  teeth,  retained  tooth  fragments,  or 
cysts,  the  extirpation  of  infected  tonsils,  ade- 
quate care  for  sinus  infections,  and  treatment  or 
operations  for  infections  of  the  cervix  or  adnexa, 
the  prostate  or  vesicles,  rectal  crypts,  or  any 
other  localized  infections. 

Hygienic  Treatment. — This  should  include  at- 
tention to  proper  rest,  recreation  and  fresh  air, 
correction  of  environmental  or  psychogenic 
causes  of  symptoms,  and  advice  regarding  the 
advantages  of  a warm  climate  and  the  avoidance 
of  violent  exercise. 

Physiologic  Treatment. — This  treatment  should 
aim  to  restore  function  by  stimulating  drainage  of 
the  biliary  tract.  Recognizing  that  stasis  is  the 
principal  cause  of  gallbladder  disease  and  the 
factor  causing  most  of  its  symptoms  makes  it 
entirely  illogical  to  prescribe  measures  which 
would  increase  stasis,  such  as  the  popularly 
recommended  fat-free  or  lipoid-free  diets.  Realiz- 
ing that  fats  and  oils  are  the  best  stimulants  to 
biliary  tract  emptying,  as  witnessed  by  their  use 
in  testing  gallbladder  emptying  in  the  course  of 
cholecystography,  it  must  be  recognized  that  not 
only  should  a gallbladder  patient’s  diet  contain 
adequate  amounts  of  these  lipoids,  but  that  they 
should  be  taken  frequently  to  maintain  adequate 
and  continuous  drainage  of  a diseased  biliary 
tract.  In  1926  the  writer*  first  advocated  the 
high-fat  diet  in  gallbladder  disease  and  since 
then  has  carried  it  out  consistently  in  hundreds 
of  cases.  At  first  used  only  in  definitely  chronic 
cases,  it  gradually  was  tried  out  in  all  kinds  of 
cases,  and  even  in  fairly  acute  cholecystitis  and 
acute  pancreatitis  the  encouragement  of  drainage 
by  this  method  has  had  a salutary  effect  on  symp- 
toms and  outcome.  It  is  true  that  the  response 
of  the  gallbladder  to  the  cholecystokinin  pro- 
duced by  presence  of  fat  in  the  duodenum  is  de- 
pendent upon  the  amount  of  involvement  of  the 
gallbladder  wall,  being  very  weak  or  absent  in 
acute  cases,  but  persistent  feeding  at  frequent 
intervals  will  at  least  provide  a means  of  egress 
for  the  bile  in  the  ducts  by  relaxing  the  sphincter 
of  Oddi.  I have  seen  no  cases  in  which  harm 
was  done  by  the  feeding,  although  in  chronic 
cases  for  the  first  few  days  after  institution  of  the 
regimen  patients  may  experience  more  or  less 
distress.  Rarely,  an  attack  of  colic  may  be  pre- 
cipitated upon  instituting  the  treatment.  By 
explaining  to  the  patient  in  advance  that  this 
distress  may  occur  and  may  last  for  a week  or  ten 
days,  to  be  followed  by  great  symptomatic  relief, 
the  patient  is  prepared  for  discomfort,  will  co- 
operate by  continuing  the  diet  in  spite  of  it,  will 
be  pleased  if  it  is  not  too  severe  or  prolonged,  and 

* Andresen,  Albert  F.  R.:  Treatment  of  Chronic  Gall- 
Bladder  Disease,  Long  Island  Medical  Journal,  April,  1926. 


delighted  if  it  does  not  occur  at  all,  as  happens 
in  about  one-half  of  the  cases. 

It  must  be  realized  that  depending  upon  the 
severity  or  duration  of  the  gallbladder  disease, 
more  or  less  liver  damage  must  have  occurred. 
This  has  been  shown  to  be  almost  invariably 
true  not  alone  by  mere  inspection  of  the  liver 
at  the  time  of  operations,  but  by  biopsy  and  au- 
topsy examinations.  Where  the  liver  is  dam- 
aged from  any  cause  certain  physiological  indica- 
tions must  be  recognized,  such  as  the  need  for  a 
high  carbohydrate  diet,  with  extra  vitamins  and 
minerals  (especially  calcium).  While  excessive 
ingestion  of  fats  might  theoretically  be  considered 
to  increase  the  tendency  to  fatty  infiltration,  the 
amounts  necessary  for  biliary  tract  drainage 
wrould  not  do  so.  In  fact  there  is  still  concider- 
able  doubt  whether  fat  in  the  diet  can  do  any 
harm  even  in  severe  liver  disease.  The  need  for 
protein  is  another  moot  point,  although  recently 
it  has  been  shown  that  a high  protein  diet  is  de- 
sirable. However,  the  researches  of  Mann  and 
Bollmann  have  shown  that  animal  proteins,  es- 
pecially their  extracts  in  the  form  of  broths  and 
soups,  had  a disastrous  effect  on  their  hepatecto- 
mized  and  partially  hepatectomized  animals,  and 
clinicians  have  long  realized  that  patients  with 
gallbladder  disease  have  not  done  so  well  on  diets 
containing  meats.  The  high-protein  requirements 
can  easily  be  met  by  using  eggs,  milk,  gelatin, 
and  high-protein  vegetables  in  the  diet,  at  least 
for  the  first  month  of  treatment.  After  this  meat 
can  be  added  gradually,  with  careful  observation 
of  results. 

The  form  of  diet  that  I have  been  using  for 
many  years  is  as  follows: 


Diet  in  Gallbladder  Disease  f 

Breakfast:  Milk:  one  glass 

Cereal:  with  cream  and  su- 
gar 

Egg:  soft-boiled  or  poached 
Bread  and  butter 
Fruit:  raw,  any  kind 

Mid-morning:  Milk  and  crackers,  bread  and 

butter,  or  cake 

Luncheon-  Milk:  one  glass 

Egg:  soft-boiled  or  poached 
or  cream  cheese 
Potatoes:  baked  or  mashed 
Vegetables:  well  cooked,  any 


kind 

Salad 

Bread  and  butter 
Dessert:  pudding,  ice  cream, 
jello,  or  fruit  (raw  or 
cooked) 


t Note:  The  caloric  value  of  this  diet  can  be  adjusted 
to  the  patient’s  weight  by  increasing  or  decreasing  the  carbo- 
hydrate content. 
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Mid-afternoon:  Milk  and  crackers,  bread  and 

butter,  or  cake 
Supper:  Same  as  luncheon 

Bedtime  (and  in 

night  if  awake) : Milk  and  crackers,  bread  and 
butter,  or  cake 

Olive  oil:  V*  ounce,  or  cream,  1 ounce, 

three  times  daily  with 
meals 

Water : At  least  4 or  5 glasses  a day 

This  diet  is  ordered  for  the  patient  immediately 
upon  diagnosis  or  suspicion  of  gallbladder  disease. 
Although,  as  mentioned,  it  may  occasion  some 
increase  of  symptoms  for  awhile  or  may  even 
precipitate  an  attack  of  colic,  persistent  feedings 
should,  within  a few  days,  result  in  marked  im- 
provement. Failure  of  such  improvement  should 
not  lead  to  abandonment  of  the  diet,  but  should 
suggest  a complication  which  may  require  definite 
treatment,  usually  surgical.  It  should  be  un- 
derstood that  this  diet  is  not  to  be  used  where 
there  is  evidence  of  definite  blockage  of  the  com- 
mon duct. 

Medicinal  Treatment. — Aside  from  the  use  of 
sedatives  and  antispasmodics  where  these  are 
definitely  indicated,  as  in  biliary  colic  or  excessive 
distress  during  the  early  stages  of  treatment,  we 
have  found  no  need  for  medication.  Although 
bile  salts  will  increase  the  flow  of  bile  from  the 
liver  and  somewhat  decrease  its  concentration, 
there  is  as  a rule  no  need  for  this,  as  with  ade- 
quate diet  and  fluids  the  bile  is  not  too  concen- 
trated and  flows  freely  unless  blocked  in  the  bili- 
ary ducts.  Ivy  has  shown  that  bile  salts  have 
no  effect  on  gallbladder  emptying.  We  have 
used  no  bile  salt  preparations  of  any  kind  for  the 
past  twenty  years  or  more.  With  adequate 
bulk  in  the  diet  laxatives  are  unnecessary,  but  if 
required  a little  mineral  oil  at  night  is  usually  suf- 
ficient to  facilitate  defecation.  Rarely  are  enemas 
indicated.  Although  sulfonamides  have  been 
recommended,  especially  in  acute  cases,  I have 
had  no  experience  with  them. 

The  Treatment  of  Complications. — The  first 
question  is  what  to  do  in  cases  showing  definite 
evidence  of  gallstones.  While  in  general  it  may 
be  conceded  that  stones  are  an  indication  for 
operation,  there  are  factors  which  tend  to  modify 
this  indication.  When  we  realize  that  with  gall- 
bladders full  of  stones  patients  may  go  through  a 
long  life  without  ever  showing  a symptom  sug- 
gesting their  presence,  we  cannot  be  too  dogmatic 
about  the  indications  for  operation.  The  argu- 
ment is  often  presented  that  the  presence  of 
stones  predisposes  to  the  development  of  car- 
cinoma, and  that  therefore  their  removal  is  in- 
dicated to  prevent  malignant  degeneration. 
However,  biliary  tract  carcinoma  is  an  extremely 


rare  disease,  and  it  is  undoubtedly  true  that  the 
percentage  of  its  occurrence  with  gallstones  is 
considerably  less  than  the  mortality  resulting  from 
operative  procedures.  The  age  and  physical  con- 
dition of  the  patient  are  important  considerations 
in  making  a decision  as  to  whether  surgery  is 
indicated.  In  a young  subject  in  good  pnysical 
condition  and  with  every  prospect  of  a successful 
operation,  the  possibility  of  developing  complica- 
tions as  a result  of  the  presence  of  stones  in  later 
life  should  make  the  decision  to  operate  quite 
imperative.  In  older  patients,  who  are  poorer 
operative  risks,  it  may  be  better  to  let  a sleeping 
dog  lie,  and  if  these  patients  can  be  made  symp- 
tom-free by  the  treatments  I have  previously 
outlined,  I believe  it  is  wise  not  to  operate.  It  is 
difficult  to  establish  age  limits,  but  in  general  I 
feel  that  in  patients  under  forty  years  of  age 
operation  should  be  performed  in  every  case 
which  is  a good  operative  risk,  even  though  symp- 
toms have  been  relieved  by  medical  care,  and 
that  in  those  over  sixty  practically  all  patients 
without  symptoms  should  not  be  operated  upon 
except  for  persistent,  disabling  symptoms.  Al- 
though patients  with  definite  coronary  artery  dis- 
ease, even  with  evidence  of  previous  thromboses, 
have  been  successfully  operated  upon  and  ap- 
parently benefited  by  the  removal  of  gallbladders 
containing  stones,  I feel  that  operation  should  be 
performed  only  after  a prolonged  trial  has  dem- 
onstrated that  the  patient  cannot  get  relief  of 
symptoms  by  medical  treatment. 

Adhesions  or  deformities  resulting  from  scar- 
ring or  old  perforations  may  cause  such  persistent 
symptoms  due  to  partial  obstruction  to  biliary 
flow  or  to  traction  on  neighboring  organs,  es- 
pecially the  duodenum,  as  to  require  operation 
for  their  relief.  In  general,  however,  operation  in 
the  absence  of  stones  has  not  been  attended  with 
good  results  and  one  should  hesitate  to  advise  op- 
eration in  noncalculous  cases  unless  prolonged 
and  adequate  medical  treatment  has  shown  no  re- 
sults. 

Acute  cholecystitis,  often  accompanied  by 
more  or  less  acute  pancreatitis  and  hepatitis,  pre- 
sents a serious  problem  in  treatment.  The 
danger  in  not  operating  upon  such  cases  is  that 
the  gallbladder  may  perforate,  although  such  per- 
foration is  not  so  serious  as  perforations  else- 
where, and  operation  for  the  perforation  is  not 
attended  by  too  high  a rate  of  mortality. 
Another  danger  is  that  the  diagnosis  may  be 
wrong  and  an  acute  appendicitis  or  a perforated 
peptic  ulcer  may  be  the  cause  of  the  acute  ab- 
dominal symptoms,  failure  to  operate  resulting 
in  disaster.  It  is  therefore  imperative  that  care- 
ful study  by  history-taking,  physical  and  labora- 
tory examinations,  and  x-ray  to  determine  pres- 
ence of  free  gas  in  the  peritoneal  cavity  should 
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precede  the  decision  not  to  operate.  It  is  true 
that  in  uncomplicated  acute  cholecystitis  the  pa- 
tient will  usually  do  well  without  operation,  but 
very  careful  observation  is  necessary  during  the 
first  few  days  to  guard  against  complications. 
Intravenous  fluids  containing  glucose,  vitamins, 
and  proteins,  the  latter  either  in  the  form  of 
blood  or  plasma  transfusions  or  intravenous  ami- 
no-acid preparations,  are  important.  Orally, 
fluids  are  also  indicated.  I have  used,  to  begin 
with,  feedings  every  two  hours  of  fruit  juices 
with  added  glucose  and  gelatin,  milk  and  glucose 
mixtures,  and  cereals  with  glucose  and  milk,  ad- 
ding to  these  as  symptoms  subside,  until  within  a 
week  or  ten  days  the  full  gallbladder  diet  is  again 
attained. 

Peptic  ulcer  is  a frequent  complication  of  gall- 
bladder disease  and  the  symptoms  of  each  may 
mask  those  of  the  other  disease.  Pains  of  typical 
ulcer  incidence  may  occur  in  the  gallbladder  re- 
gion when  both  conditions  are  present,  or  biliary 
colics  may  suggest  perforation  in  known  cases  of 
ulcer.  The  usual  close  proximity  of  gallbladder 
and  duodenum  make  adhesions  between  these  or- 
gans quite  common  and  at  times  a perforated  ul- 
cer may  have  been  walled  off  by  such  an  adhe- 
sion. Such  cases  show  abnormal  persistence  of 
ulcer  symptoms  with  or  without  gallbladder 
symptoms.  Typical  ulcer  diets,  with  their  fre- 
quent feedings  and  adequate  fat  content,  are 
very  suitable  for  the  complicating  gallbladder  dis- 
ease, and  failure  to  get  relief  from  such  a diet  may 
indicate  a complication  requiring  an  operative 
procedure.  In  cases  with  obstruction  of  the  duo- 
denum by  adhesions  and  cicatrices  excellent  re- 
sults are  obtained  by  cholecystectomy  and  gastro- 
enterostomy. 

Gastritis  is  also  a fairly  constant  complication 
of  gallbladder  disease.  In  the  early  stages  it 
may  be  accompanied  by  hypersecretion,  but  in 
the  chronic  cases  an  anacidity  is  usually  found. 
This  may  at  times  account  for  the  rather  fre- 
quent symptoms  and  findings  of  bowel  irrita- 
bility, or  there  may  be  actual  enteritis  or  colitis. 
Suitable  diet  alone  usually  relieves  these  symp- 
toms, but  at  times  dilute  hydrochloric  acid  may 
be  administered. 

Appendicitis,  chronic  or  acute,  may  also  com- 
plicate cholecystitis,  or  in  cases  where  the  ap- 
pendix points  upward,  may  simulate  it.  At 
operations  for  gallbladder  disease  it  is  always  im- 
perative to  examine  the  appendix  carefully. 

Allergy  may  be  an  annoying  complication. 
Failure  to  get  results  from  the  diet  suggested  may 
not  be  due  to  organic  complications  but  may  re- 
sult from  sensitization  to  some  food  or  foods  in 
the  diet.  The  allergic  reaction  rarely  occurs  in 
the  gallbladder  itself,  but  may  occur  in  the  stom- 
ach or  intestine,  producing  severe  colics  resemb- 


ling biliary  colic,  an  “acute  abdomen”  or  an  in- 
testinal obstruction.  Several  times  I have  seen 
patients  who  had  been  subjected  to  operation  for 
such  acute  symptoms,  not  once  but  several  times, 
with  normal  appendices  or  gallbladders  unneces- 
sarily removed.  In  an  acute  attack  the  often 
dramatic  relief  obtained  from  a single  dose  of 
epinephrin  or  ephedrine  should  suggest  that  this 
be  tried  before  an  operation  is  performed.  In 
the  chronic  cases,  diet  study  and  so-called  “elim- 
ination diets”  are  of  help  in  determining  the  of- 
fending foods,  so  that  they  may  be  eliminated 
from  the  diet.  The  danger  in  cutting  down  diets 
too  much  by  avoiding  foods  not  proved  to  be 
harmful  must  be  emphasized.  Frequently  pa- 
tients have  reduced  their  diets  in  such  cases  to 
the  point  where  actual  symptoms  of  food  defi- 
ciency are  present. 

Arthritis,  especially  spinal,  myositis,  neuritis, 
or  radiculitis  may  often  simulate  gallbladder  dis- 
ease, and  should  be  definitely  ruled  out  in  cases 
in  which  operation  is  being  considered,  especially 
where  no  stones  have  been  found.  However,  I 
remember  a patient  forty-eight  years  old  with  a 
gallbladder  full  of  stones  and  a bad  heart  which 
made  her  a poor  operative  risk,  whose  pains 
had  been  so  persistent  that  operation  had  been 
decided  upon,  who  on  spinal  x-ray  showed  such 
a marked  cervical  spondylitis  that  it  was  decided 
to  have  this  treated  before  resorting  to  operation. 
She  was  completely  relieved  by  this  treatment 
and  lived  twenty  years  afterward  with  no  further 
gallbladder  symptoms. 

Surgical  Treatment. — As  has  been  pointed  out, 
operation  is  frequently  necessary  in  gallbladder 
disease.  The  operation  of  choice  today,  attended 
with  the  greatest  hope  for  permanent  relief,  is 
cholecystectomy.  Most  surgeons  hesitate  to 
operate  in  chronic  cases  unless  stones  are  known 
to  be  present,  because  results  in  noncalculous 
cases  have  been  none  too  good.  At  times,  when 
the  patient  is  a poor  operative  risk  or  when  the 
gallbladder  at  operation  looks  normal  except  for 
the  presence  of  stones,  cholecystotomy,  removal 
of  the  stones,  with  or  without  resort  to  drainage, 
may  be  all  that  is  required,  and  I have  seen  a few 
excellent  results  from  this  procedure  in  cases  in 
which  all  the  other  methods  of  gallbladder  treat- 
ment I have  mentioned  had  been  carried  out  be- 
fore or  after  operation. 

The  most  important  considerations  in  gall- 
bladder surgery  are  adequate  preparation  of  the 
patient  for  operation  and  proper  care  after  the 
operation.  Failure  to  look  after  preparation  re- 
sults in  the  high  immediate  morbidity  and  mor- 
tality so  often  encountered,  and  neglect  of  post- 
operative care,  not  only  immediately  after  opera- 
tion but  later,  results  in  the  large  number  of  such 
cases  going  the  rounds  of  surgeons’  and  internists’ 
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offices  seeking  relief  from  symptoms  which  are  as 
bad  or  worse  than  before  operation.  My  pro- 
cedure is  as  follows: 

Preoperative  Care  in  Chronic  Gallbladder  Dis- 
ease.— Having  made  a complete  study  of  the  pa- 
tient and  having  found  that  a gallbladder  con- 
taining stones  is  to  be  operated  upon  or  that 
symptoms  from  persistent  deformities  or  other 
complications  cannot  be  relieved  by  medical 
means,  it  is  important  to  prepare  the  patient  for 
operation  by  looking  after  the  following  factors : 

1.  Check  on  all  focal  infections  and  have  these 
thoroughly  eradicated  or  adequately  treated. 
Failure  to  do  this  often  results  in  serious  lung 
complications  after  operation  (atalectasis  or 
pneumonia). 

2.  Check  blood  carefully,  treating  anemia  by 
suitable  methods,  using  vitamin  K in  cases  show- 
ing impaired  coagulability,  and  matching  donors 
in  case  transfusion  should  be  required. 

3.  Check  urine  and  blood  chemistry  in  order 
to  avoid  renal  complications. 

4.  The  cardiac  status  should  be  determined 
and  adequate  treatment  instituted  when  re- 
quired. 

5.  Emphasize  the  importance  of  following  the 
diet  up  to  the  day  of  operation,  in  order  to  keep 
the  biliary  tract  as  well  drained  as  possible. 

6.  Administer  polyvitamin  preparations  and 
minerals,  especially  calcium  salts,  and  avoid 
meat  or  meat  extractives,  in  order  to  conserve 
liver  function.  In  acute  cholecystitis  all  of 
these  preparations  cannot  be  made,  but  rules  2, 
3,  and  4 can  be  followed,  and  vitamins  and  min- 
erals can  be  parenterally  administered,  together 
with  transfusion. 

Postoperative  Care. — Postoperative  care  pre- 
sents a few  other  problems: 

1.  Inhalations  of  carbon  dioxide  and  oxygen 
should  be  started  soon  after  operation  to  encour- 
age adequate  ventilation  and  to  avoid  the  serious 
complication  of  lung  collapse  which  occurs  so 
frequently  in  upper  abdominal  operations  because 
of  splinting  of  the  diaphragm. 

2.  Moving  the  patient  frequently  from  side 
to  side  is  also  important  to  prevent  lung  com- 
plications. 

3.  Fluids  should  be  administered  parenterally, 
avoiding  overdosage.  Many  postoperative  ede- 
mas have  been  shown  to  be  due  to  the  washing 
out  of  water-soluble  vitamins  or  upsetting  the 


LEGS  MAY  BE  SAFETY  FACTOR  FOR  HEART 
Discussing  recently  reported  investigations  which 
showed  little  effect  on  the  hearts  of  normal  persons 
from  rigorous  exercise  in  sports,  the  J.A.M.A.  says 
that  “Perhaps  it  is  safe  to  believe  that  in  the 


water  and  mineral  balance  by  means  of  excessive 
fluid  administration.  It  is  therefore  well  to  ad- 
minister cevitamic  acid  in  large  doses  (0.5  to  1 
Gm.)  with  the  intravenous  glucose  and  saline  solu- 
tions and  to  give  vitamin  B complex  intramuscu- 
larly at  the  same  time. 

4.  Feedings  should  be  started  as  soon  as  the 
patient  can  swallow.  It  is  important  to  estab- 
lish biliary  drainage  as  soon  as  possible  after  oper- 
ation, to  prevent  backing  up  of  the  constantly 
secreted  bile  into  the  stump  of  the  cystic  duct  or 
into  the  liver.  The  full  gallbladder  diet  should 
therefore  be  given  as  soon  as  possible.  For  the 
first  day  or  two  feedings  every  two  hours  of  mix- 
tures containing  milk,  cream,  and  glucose,  with 
occasional  additions  of  egg,  especially  of  the  yolk, 
will  provide  for  adequate  biliary  drainage,  and 
will  make  the  patient  comfortable.  Early  feed- 
ings also  prevent  ileus  by  providing  proper  stimu- 
lation to  gastrointestinal  peristalsis,  so  that  laxa- 
tives or  enemas  are  rarely  required,  and  intes- 
tinal intubation  can  usually  be  avoided. 

5.  Upon  discharge  the  patient  should  be 
given  definite  instructions  regarding  the  diet,  and 
the  type  of  diet  suggested  before  should  be 
followed  for  at  least  six  or  eight  weeks.  After 
this  further  additions  can  be  made,  but  the  fre- 
quent feedings  will  always  be  necessary  for  bil- 
iary tract  drainage. 

6.  Admonition  regarding  care  of  focal  in- 
fections which  develop  in  the  future  is  also  impor- 
tant. 


Summary 

1.  Since  gallbladder  disease  is  caused  by  a 
combination  of  stasis  and  infection,  it  is  impor- 
tant that  both  of  these  factors  be  borne  in  mind 
in  treatment. 

2.  Stasis  is  best  avoided  or  treated  by  fre- 
quent feedings  containing  sufficient  fat  to  produce 
adequate  and  almost  continuous  drainage. 

3.  Focal  infections  should  be  thoroughly 
eliminated. 

4.  Surgical  treatment  performed  for  complica- 
tions or  persistent  symptoms  should  be  preceded 
by  adequate  preparation  and  followed  by  careful 
postoperative  care. 

5.  Adequate  treatment,  whatever  its  kind, 
should  result  in  a complete  relief  of  symptoms. 


majority  of  instances  the  legs  or  other  elements  of 
the  musculoskeletal  system  would  tend  to  give  out 
before  the  heart,  thereby  serving  as  a factor  of 
safety.” 


INTRAVENOUS  CALCIUM  GLUCONATE  AS  AN  AID  IN  THE 
REDUCTION  OF  POST-TRANSFUSION  REACTIONS 

Irving  Sherman,  M.D.,  Bernard  B.  Alperstein,  M.D.,  and  Bernard  K.  Sherman,  M.D., 
Brooklyn 


4"  ANY  precautions  have  been  devised  to 
1VJL  avoid  post-transfusion  reactions,  and 
yet  they  do  occur.  Briefly,  these  reactions  may 
be  due  to:  (1)  chemical  factors,  such  as  impure 
citrate,  saline,  or  distilled  water;  and  pyrogenic 
substances;  (2)  hemolytic  factors,  due  to  in- 
compatibility, faulty  crossmatching,  subgroups, 
and  universal  donors;  and  (3)  proteolytic  factors 
producing  allergic  or  anaphylactic  phenomena.1 
It  seems  that  even  when  all  these  factors  are  ade- 
quately guarded  against,  a number  of  reactions 
still  do  occur.  Some  transfusionists  have  inter- 
preted as  a reaction  a slight  rise  in  temperature; 
other  experienced  transfusionists  insist  that  a 
chill  and  rigor  must  be  present.  Recent  reports, 
in  addition  to  our  own  observations,  have  shown 
that  reactions  occur  in  approximately  10  per 
cent  of  the  cases.  At  the  Mayo  Clinic  from  1937 
to  1939,  9,823  transfusions  were  performed.  In 
this  series  there  were  reported  9.4  per  cent  un- 
toward reactions  of  various  grades.2 

An  unusual  feature  in  avoiding  post- transfusion 
reactions  in  two  patients  who  received  twenty- 
one  transfusions  provoked  an  investigation  into 
the  problem  of  reducing  the  incidence  of  reac- 
tions even  after  all  precautions  have  been  taken. 
The  cases  of  these  two  patients  are  presented. 

Case  Reports 

Case  1—  Patient  H.  C.,  a 25-year-old  man,  de- 
veloped a hypoplastic  anemia  with  a severe  thrombo- 
cytopenia due  to  a contact  with  a paraphenylenedi- 
amine  dye  while  handling  furs.  The  cardinal  clini- 
cal features  were  a maculopapular  rash  over  the 
hands,  arms,  and  face,  with  lichenification  of  the 
skin  over  both  wrists  and  the  dorsum  of  both  hands. 
There  was  profuse  bleeding  from  the  gingival  mar- 
gins, and  there  were  also  purpuric  eruptions  over 
the  arms,  legs,  and  chest. 

The  hematologic  studies  were  as  follows:  periph- 
eral blood  count:  hemoglobin,  40  per  cent 

(Sahli),  5.8  Gm.;  red  blood  cells,  1,920,000;  and 
white  blood  cells,  2,150.  The  differential  count 
gave  these  results:  myelocytes,  2 per  cent;  stab 
cells,  21  per  cent;  segmented  cells,  22  per  cent; 
lymphocytes,  42  per  cent;  large  lyphocytes,  7 per 
cent;  and  monocytes,  6 per  cent. 

The  peripheral  blood  smears  showed  macrocy- 
tosis,  anisocytosis,  poikilocytosis,  and  achromia. 
The  platelets  present  were  large  and  swollen. 

Platelets  were  5,000;  bleeding  time,  fifteen  min- 
utes plus;  coagulation  time,  eight  minutes;  clot 


retraction — none  in  twenty-four  hours;  pro- 
thrombin time,  thirty-five  seconds;  reticulocytes,  1/a 
per  cent.  The  blood  was  type  A (International), 
Rh  positive. 

The  fragility  test  began  at  0.375  and  was  com- 
pleted at  0.250. 

Hemocrit  study:  hemoglobin,  5.8  Gm.;  red 
blood  count,  1,920,000;  corpuscular  volume,  21; 
color  index,  1 .05 ; volume  index,  1 .3 ; mean  corpus- 
cular volume,  110  cubic  microns;  mean  corpuscular 
hemoglobin,  30  micromicrograms;  and  mean  cor- 
puscular hemoglobin  concentration,  27.6.  The 
anemia  was  hypochromic  normocytic  in  type. 

Bone  marrow  study  showed  a bone  marrow  count 
of  25,000  (ratio  of  nucleated  red  cells  to  white  cells, 
1:3).  The  differential  count  was:  myeloblast,  1 
per  cent;  promyelocyte,  1 per  cent;  myelocytes, 
16  per  cent;  metamyelocytes,  8 per  cent;  young 
cells,  5 per  cent;  stabs,  24  per  cent;  lymphocytes, 
23  per  cent;  and  large  lymphocytes,  8 per  cent; 
monocytes,  12  per  cent;  and  eosinophils,  2 per 
cent. 

In  counting  100  white  cells,  5 megaloblasts,  6 
macrocytes,  and  22  nucleated  red  cells  were  en- 
countered. 

Rigidly  observing  all  factors  for  the  preven- 
tion of  post-transfusion  reactions,  the  patient  was 
given  a first  course  of  thirteen  transfusions.  Five 
were  given  by  the  direct  Soresi  method  and  eight 
by  the  indirect  citrate  method.  In  eleven  of  these 
transfusions,  there  was  a rise  in  temperature  ranging 
from  100.4  to  104.6  F.,  with  severe  chills  and  rigor. 
The  latter  lasted  from  twenty  to  forty  minutes. 
In  the  other  two  transfusions,  one  by  the  direct,  the 
other  by  the  indirect  method,  there  was  only  a rise 
in  temperature.  On  six  occasions  transfusions  had 
to  be  stopped  after  150  cc.  of  blood  were  given  be- 
cause of  a tightness  of  the  chest,  difficulty  in  breath- 
ing, and  the  onset  of  chills.  All  the  donors  in  the 
thirteen  transfusions  were  type  A (International), 
10  were  Rh  positive,  and  3 were  Rh  negative. 

The  hazard  of  repeated  chills  and  rigor  with  sun- 
dry symptoms  presented  a pressing  problem.  Al- 
though all  factors  for  the  prevention  of  post-trans- 
fusion reactions  were  rechecked,  none  could  be 
found.  On  the  thirty-ninth  day  of  the  patient’s 
illness  10  cc.  of  a 10  per  cent  calcium  gluconate  solu- 
tion were  given  intravenously,  very  slowly  (two 
to  three  minutes),  for  the  first  time.  Immediately 
after  this,  the  transfusion  was  given.  There  was  no 
reaction.  This  was  repeated  on  the  fortieth  day, 
and  again  no  reaction  followed.  On  the  forty-first 
day,  without  a preliminary  intravenous  injection  of 
calcium  gluconate,  transfusion  was  performed  once 
more.  Rigor  and  chill  ensued  immediately  after- 
ward. From  this  day  on  until  the  seventy-second 
day  of  the  patient’s  illness,  he  received  thirteen 
transfusions  by  the  indirect  citrate  method,  each 
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preceded  by  an  intravenous  injection  of  10  cc.  of 
10  per  cent  calcium  gluconate  solution.  On  no  oc- 
casion did  he  have  a rigor  or  chill.  In  two  instances 
there  was  a rise  in  temperature  about  eight  to  twelve 
hours  after  transfusion.  Coincidentally,  however, 
during  this  same  period,  the  patient  had  a large 
abscess  on  the  right  buccal  wall.  This  subsequently 
opened  and  drained. 

In  the  second  series  of  transfusions,  it  was 
noted  that  the  blood  of  a donor  was  used  whose 
blood,  in  the  first  series,  produced  a rise  in  tem- 
perature with  chills  and  rigor.  This  time,  after 
the  intravenous  injection  of  calcium  gluconate 
prior  to  transfusion,  there  was  no  reaction. 
Another  important  observation  was  that  the 
patient  was  able  to  take  500  cc.  of  blood  very 
comfortably  in  the  last  thirteen  transfusions 
(second  series)  immediately  after  the  calcium 
gluconate  was  given  intravenously. 

Case  2. — A second  patient,  E.  B.,  a girl  19  years  of 
age,  developed  an  aplastic  anemia  following  a sub- 
acute yellow  atrophy  of  the  liver.  In  addition  to 
her  intense  jaundice,  she  had  an  abscess  on  the  left 
buccal  wall,  a gangrenous  area  on  the  left  labia  of 
the  vagina,  and  a hard,  indurated  mass  on  the  left 
thigh.  These  areas  of  infection  ruptured  spontane- 
ously, discharging  a foul-smelling  exudate.  Coin- 
cident with  the  time  of  the  infections,  the  patient’s 
temperature  ranged  between  99  and  105  F. 

The  hematologic  studies  showed:  peripheral  blood 
count:  hemoglobin,  74  per  cent  (Sahli),  10.73  Gm.; 
red  blood  cells,  3,810,000;  and  white  blood  cells, 
1,250.  (Subsequently  the  count  dropped  to  50, 
with  a complete  lymphocytosis.)  The  differential 
count  was  as  follows:  stabs,  32  per  cent;  segmented 
cells,  8 per  cent;  eosinophils,  1 per  cent;  lympho- 
cytes, 52  per  cent;  and  monocytes,  7 per  cent. 

Platelets  were  0;  bleeding  time,  fifteen  minutes 
plus;  coagulation  time,  seven  minutes;  clot  re- 
traction— none  in  twenty-four  hours;  prothrombin 
time,  thirty-three  seconds;  reticulocytes,  l/2  per 
cent;  type  O (International)  blood,  Rh  positive;  and 
icteric  index,  61. 

The  van  den  Bergh  test  gave  an  immediate  direct 
positive  reaction. 

Bone  marrow  study:  bone  marrow  count,  4,000 
cells;  ratio  of  nucleated  red  cells  to  white  cells,  1:5; 


myeloblasts,  4 per  cent;  promyelocytes,  4 per  cent; 
myelocytes,  2 per  cent;  stabs,  7 per  cent;  eosino- 
phils, 2 per  cent;  lymphocytes,  50  per  cent;  large 
lymphocytes,  9 per  cent;  monocytes,  12  per  cent; 
and  reticulo-endothelial  cells,  10  per  cent. 

The  bone  marrow  study  showed  a severe  aplasia  of 
all  the  elements  of  the  blood — namely,  the  erythro- 
poietic myeloid  and  megakaryocytic  tissue.  In  the 
peripheral  blood  there  was  a severe  neutropenia  with 
a lymphocytosis  and  a complete  thrombocytopenia. 

In  this  type  of  blood  dyscrasia  it  has  been  our  ex- 
perience that  post-transfusion  reactions  do  in- 
variably occur.  Hence,  the  method  of  using  cal- 
cium gluconate  intravenously  preceding  transfusion 
was  adopted  here.  The  patient  received  eight 
transfusions  in  this  manner.  The  donors  were 
type  O (International).  Five  were  Rh  positive; 
three  were  Rh  negative.  On  no  occasion  did  the 
patient  have  a chill  or  rigor. 

Thus,  two  patients  with  severe  blood  dyscrasias 
had  neither  chill  nor  rigor  after  twenty-one  trans- 
fusions with  an  intravenous  injection  of  calcium 
gluconate  preceding  each  one.  This  experience  led 
to  an  investigation  of  the  problem  of  reducing  the 
incidence  of  post-transfusion  reactions.  Up  to  the 
present  time  175  transfusions  have  been  performed 
with  preliminary  intravenous  injections  of  calcium 
gluconate.  On  only  two  occasions  did  rigor  and 
chill  occur.  A complete  report  will  be  submitted 
when  the  number  of  patients  transfused  is  large 
enough  to  permit  analysis  and  to  draw  conclusions. 

Summary 

1.  The  incidence  of  post- transfusion  reac- 
tions was  markedly  reduced  when  10  cc.  of  a 10 
per  cent  calcium  gluconate  solution  was  given 
intravenously  very  slowly  just  prior  to  trans- 
fusion. 

2.  This  method  is  offered  for  confirmation 
and  further  investigation. 

1466  49th  Street 
Brooklyn 
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EAR.  NOSE.  AND  THROAT  SOCIETY  PLANS  MEETINGS 


The  Section  meetings  of  the  American  Laryn- 
gological,  Rhinological,  and  Otological  Society  are 
scheduled  as  follows:  Southern  Section — Saturday, 
January  8,  Atlanta,  Georgia;  Middle  Section — 
Wednesday,  January  12,  Cleveland,  Ohio;  Eastern 
Section — Friday,  January  14,  New  York  City; 
Western  Section — Saturday  and  Sunday,  January  22 
and  23,  Los  Angeles. 

The  programs  will  be  mailed  in  December. 

Sentiment  in  favor  of  holding  the  annual  meeting 
has  become  so  strong  that  preparations  for  such 
a session  have  already  commenced. 


An  effort  is  being  made  to  have  the  meetings  of 
the  American  Otological  Society,  the  American 
Laryngological  Association,  the  American  Broncho- 
Esophagological  Association,  and  the  Triological 
Society  held  consecutively  and  in  the  same  city. 
Chicago  and  Atlantic  City  have  been  suggested  as 
possible  meeting  places,  the  time  to  be  in  May  or 
June.  Unless  unforeseen  circumstances  prevent, 
it  is  expected  that  the  Council,  in  conjunction  with 
the  Councils  of  the  other  societies,  will  approve  plans 
for  the  annual  session.  Dr.  Marshall  Taylor  is 
preparing  the  program. 


Diagnosis 


CLINICOPATHOLOGIC  CONFERENCES 

Fourth  Medical  Division  of  Bellevue  Hospital 


Date:  November  4,  1943 
Presented  by:  Dr.  Arnold  Koffler 

Dr.  Mary  Finck:  R.T.,  a 55-year-old 

colored  night  watchman,  was  admitted  to  Belle- 
vue Hospital  on  May  26,  1943.  His  history 
dated  back  to  three  years  before  admission,  at 
which  time  he  noticed  the  onset  of  weakness  and 
fatigue,  slight  dyspnea  on  exertion,  and  a low- 
grade  fever.  A local  physician  told  him  that  he 
had  “high  blood  pressure”  and  an  “irregular 
heart  action.”  The  fever  subsided  after  several 
months  but  recurred  during  the  year  before  ad- 
mission, rising  to  101  F.  at  about  weekly  inter- 
vals, accompanied  by  sweats  but  no  chills.  Dur- 
ing the  year  prior  to  admission  the  patient  also 
suffered  from  frequent  low  occipital  headaches. 
For  several  months  before  admission,  the  patient 
noted  loss  of  appetite,  a 30-pound  weight  loss, 
and  increased  shortness  of  breath  on  exertion,  as 
well  as  an  increase  in  a chronic  cough  which  had 
been  present  for  several  years.  The  patient  was 
able  to  work  until  one  week  preceding  entry  to 
the  hospital.  At  about  that  time  he  developed 
pain  across  the  lower  chest  and  epigastrium, 
which  was  not  related  to  breathing  or  coughing 
but  was  relieved  by  strapping. 

Past  history  revealed  that  the  patient  had  had 
joint  pains  at  the  age  of  8 years,  with  no  recur- 
rence, and  an  illness  of  unknown  nature  following 
drinking  of  river  water  at  14  years;  lues  in  1917, 
which  was  treated  for  one  and  one-half  years,  re- 
sulting in  a negative  Wassermann;  gonorrhea  in 
1917;  and  influenza  in  1934.  The  patient  ad- 
mitted fairly  heavy  alcohol  intake ; otherwise  his 
habits  were  good. 

Physical  examination  on  admission  revealed  a 
large,  well-developed,  well-nourished  colored  man 
in  no  acute  distress,  but  dyspneic  on  slight  exer- 
tion. The  temperature  was  102.8  F.,  the  pulse 
88;  respirations  26,  and  blood  pressure  160/100. 
The  fundi  showed  arteriolar  narrowing  and  sev- 
eral whitish  areas  interpreted  by  the  Eye  Serv- 
ice as  old  exudates.  The  teeth  were  in  poor  con- 
dition. There  was  moderate  dilatation  of  the 
neck  veins.  Examination  of  the  heart  showed 
enlargement  on  the  left  side.  There  was  regular 
sinus  rhythm  with  extra  systoles,  a harsh  systolic 
murmur  over  the  whole  precordium,  loudest  over 
the  base,  and  a split  second  sound  at  the  left 
margin  of  the  sternum.  The  lungs  were  reso- 


nant, breath  sounds  vesicular,  and  no  rales  were 
heard.  The  abdomen  was  moderately  dis- 
tended and  the  liver  was  palpated  two  centime- 
ters below  the  costal  margin.  There  was  mod- 
erate tenderness  under  the  left  costal  margin  in 
the  axillary  line.  The  prostate  was  enlarged  to 
about  twice  normal  size.  The  hands  showed  a 
rather  coarse  tremor  and  suggestion  of  clubbing 
of  the  fingers. 

Laboratory  Data. — The  red  blood  count  on  ad- 
mission was  3,200,000  with  11.2  Gm.  of  hemoglo- 
bin; the  leukocyte  count  was  5,150  with  62  per 
cent  polymorphonuclears,  32  per  cent  lympho- 
cytes, and  5 per  cent  monocytes.  The  urine 
showed  a specific  gravity  of  1.017  and  occasional 
white  and  red  blood  cells.  The  blood  Wasser- 
mann was  negative,  as  was  a blood  culture.  An 
examination  of  the  blood  smear  for  malarial  para- 
sites was  also  negative.  The  white  blood  count 
remained  essentially  the  same  throughout  the 
patient’s  hospital  stay,  but  the  urine  developed 
1 plus  albumin.  On  June  1 a spinal  tap  was 
done  which  yielded  clear  fluid  with  initial  pres- 
sure of  130  mm.  of  water.  There  was  no  pellicle 
formation,  there  were  no  cells,  and  the  Pandy 
reaction  was  negative.  The  spinal  fluid  chlo- 
rides were  710  mg.  per  cent.  On  June  2 the  blood 
agglutinations  were  positive  for  typhoid  “O” 
and  “H”  in  1: 80  dilutions,  but  negative  for  para- 
typhoid, brucella,  and  Weil-Felix  bacillus.  The 
blood  calcium  was  8.0  mg.  per  cent,  and  the 
phosphorus  3.43  mg.  per  cent.  On  June  5 a 
stool  culture  was  negative  for  typhoid,  paraty- 
phoid, and  dysentery  organisms.  The  blood 
nonprotein  nitrogen  was  47  mg.  per  cent  and  the 
carbon  dioxide  combining  power  was  54  volumes 
per  cent.  An  electrocardiogram  showed  severe 
myocardial  changes  with  early  bundle  branch 
block.  A roentgenogram  of  the  chest  showed  in- 
tense hypervascularization  of  both  lungs  with 
confluence  of  the  lesions  at  the  right  base.  The 
heart  was  slightly  enlarged  and  the  aorta  wid- 
ened. 

Clinical  Course. — The  temperature  remained 
above  102  F.  and  the  patient’s  pulse  rate  was  100 
to  130  per  minute.  The  blood  pressure  varied 
between  125/40  and  160/100.  Two  days  after 
admission,  examination  of  the  chest  showed  tran- 
sient moist  rales  in  both  interscapular  areas, 
which  within  a few  days  extended  to  the  right 
base.  On  the  sixth  hospital  day  the  patient  ap- 
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peared  acutely  ill,  dyspnea  was  marked,  and  the 
temperature  rose  to  104.6  F.  The  abdomen  was 
more  distended  and  urinary  frequency  and  ur- 
gency were  present.  The  patient  became  som- 
nolent and  exhibited  frequent  muscular  twitch- 
ings.  Nasal  oxygen,  fluids  by  mouth  and  by 
vein,  and  sulfadiazine  to  20  Gm.  were  used  with 
apparent  slight  improvement.  On  June  5 sulfa- 
guanidine  was  started  and  continued  to  27  Gm., 
with  no  response.  The  dyspnea  became  extreme 
in  spite  of  nasal  oxygen.  The  patient  became 
semicomatose  and  died  on  the  eleventh  hospital 
day. 

Discussion 

Dr.  Arnold  Koffler:  The  case  to  be  dis- 
cussed today  presents  the  features  of  pyrexia  of 
unknown  origin,  which  always  leads  to  interesting 
speculations.  On  admission,  the  patient  did  not 
appear  to  be  acutely  ill;  the  temperature  was 
102  F.;  there  was  moderate  dyspnea  and  ab- 
sence of  leukocytosis.  Even  though  the  spleen 
was  not  palpable,  there  was  some  tenderness 
under  the  left  costal  margin,  which  made  us  feel 
we  might  infer  that  there  was  some  splenic  pa- 
thology. Negative  blood  agglutinations  and 
smears  practically  ruled  out  brucellosis,  typhoid, 
and  malaria.  The  history  dates  back  to  three 
years  preceding  the  patient’s  entry  into  hospital, 
with  slow  onset  of  fatigue,  weakness,  loss  of 
weight,  dyspnea,  sweats,  and  low-grade  fever. 
This  at  once  focused  our  attention  on  the 
respiratory  system.  Tuberculosis  was,  of 
course,  considered.  The  respiratory  signs  and 
symptoms  progressed  rapidly.  The  dyspnea 
was  an  outstanding  feature  and  was  not  re- 
lated to  posture,  as  is  common  in  cardiac  fail- 
ure. No  other  signs  of  congestive  failure  were 
noted.  The  moisture  present  in  the  interscapu- 
lar areas  rapidly  spread  downward  to  the  bases, 
especially  on  the  right  side.  The  x-ray  of  the 
chest  showed  diffuse  hypervascularization — that 
is  about  the  only  conclusion  I can  draw  from  this 
plate.  Headache,  tremor  of  the  extremities,  ir- 
ritability, and  some  nuchal  rigidity  drew  our  at- 
tention to  the  central  nervous  sytem.  The 
spinal  tap,  however,  was  negative.  Unfortu- 
nately, a sputum  examination  was  never  made, 
but  the  pulmonary  signs,  added  to  a chronic 
history  of  cough,  weight  loss,  etc.,  suggested  an 
acceleration  of  a long-standing  process.  Most  of 
us  came  to  the  conclusion  that  we  were  dealing 
with  a rapid  hematogenous  dissemination  or  mili- 
ary tuberculosis  of  the  pulmonary  type.  The 
typhoidal  and  cerebral  manifestations  were  pres- 
ent, but  in  the  absence  of  any  focal  signs  or  labo- 
ratory confirmation  of  meningeal  involvement  the 
meningeal  type  of  miliary  tuberculosis  was  ex- 
cluded. The  cerebral  symptoms  could  then  be 


best  explained  on  the  basis  of  a severe  toxic  state.  g 
As  to  the  cardiovascular  angle  in  this  case,  the  a 
patient  might  have  had  a subacute  bacterial  en- 
docarditis engrafted  on  an  old  luetic  heart. 
However,  the  patient  apparently  had  had  ade- 
quate and  early  treatment  for  lues  which  re- 
sulted in  a negative  Wassermann.  Of  course,  { 
there  was  a history  of  hypertension  of  three 
years’  duration,  moderate  cardiac  enlargement, 
and  evidence  of  peripheral  and  fundal  arterial 
sclerosis.  The  systolic  murmur  and  electrocar- 
diographic findings  of  severe  myocardial  changes, 
including  early  bundle  branch  block,  would  be 
on  an  arteriosclerotic  basis.  However,  miliary 
cardiac  involvement  is  a possibility,  too. 

Dr.  Harry  A.  Solomon:  The  indication  of 
some  renal  pathology,  the  cerebral  manifesta- 
tions, the  intermittent  fever,  and  the  heart  mur- 
mur should  suggest  subacute  bacterial  endocardi- 
tis. 

Dr.  Arnold  Koffler:  The  acute  phase  of 
the  disease  of  such  short  duration  and  the  chronic 
history  of  as  long  as  three  years  both  seem  incon- 
sistent with  the  diagnosis  of  subacute  bacterial 
endocarditis.  The  cerebral  symptoms  were  mini- 
mal and  of  comparatively  short  duration.  The 
clubbing  of  the  fingers  was  questionable.  There 
were  no  definite  signs  of  renal  failure. 

Dr.  Harry  A.  Solomon:  A blood  nonprotein 
nitrogen  of  47  mg.  per  cent  is  above  normal  for 
our  laboratory. 

Dr.  Henry  C.  Fleming:  It  seems  to  me  that 
the  tenderness  under  the  left  costal  margin  could 
have  been  caused  by  splenic  infarctions,  which 
would  tend  to  corroborate  the  diagnosis  of  sub- 
acute bacterial  endocarditis.  Also,  we  may  find 
that  a luetic  aortitis  is  present. 

Dr.  Max  Trubek:  On  reading  over  the  case 
history  I did  not  think  of  subacute  bacterial  endo- 
carditis as  a possibility.  This  patient  must  have 
had  a calcific  aortic  lesion,  probably  on  the  basis 
of  an  old  rheumatic  valvulitis,  in  view  of  the  sug- 
gestive previous  history  of  rheumatic  fever. 

The  heart  lesion,  I believe,  was  not  related  to  the 
present  illness.  The  relatively  low  specific 
gravity,  the  enlarged  prostate,  and  other  urinary 
findings  might  have  suggested  a chronic  pyelone- 
phritis with  terminal  uremia.  Miliary  tuber- 
culosis might  explain  the  picture.  The  x-ray  of 
the  lungs  in  this  case  is  of  little  help.  It  has 
been  our  experience  that  Negroes  who  continue 
to  run  a fever  with  leukopenia  often  have  miliary 
tuberculosis. 

Dr.  Emanuel  Appelbaum:  My  impression  is 
that  this  is  an  instance  of  generalized  miliary  tu- 
berculosis. I believe  that  the  patient’s  cardiac 
condition  is  unrelated  to  his  terminal  illness. 

This  type  of  course  is  not  unusual  for  a case  of 
chronic  pulmonary  tuberculosis  terminating  in  a 
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generalized  miliary  tuberculosis  as  a result  of 
an  acute  hematogenous  dissemination.  The 
febrile  state,  progressive  asthenia,  and  final 
termination  with  meningeal  irritation  are  con- 
sistent with  such  a diagnosis.  As  regards  the 
type,  it  is  best  to  label  it  the  pulmonary  form  of 
generalized  miliary  tuberculosis,  as  was  evi- 
denced by  the  patient’s  severe  dyspnea.  Al- 
though the  x-ray  picture  is  not  conclusive,  it 
could  well  fit  in  with  this  diagnosis.  Judging 
from  the  spinal  fluid  findings,  there  is  no  basis  for 
assuming  or  diagnosing  tuberculous  meningitis. 
In  this  connection  it  may  be  of  interest  to  discuss 
briefly  the  pathogenesis  of  tuberculous  meningi- 
tis. There  are  three  mechanisms.  The  meningi- 
tis may  result  from  an  acute  hematogenous  dis- 
semination of  the  organisms  which  may  be  part 
and  parcel  of  the  generalized  miliary  spread. 
This  mechanism  is  not  so  common  as  is  generally 
assumed.  More  commonly,  the  tuberculous 
meningitis  results  from  a rupture  of  a submen- 
ingeal  miliary  tubercle  which  had  been  seeded  at 
some  previous  time.  In  rare  instances,  the  tu- 
berculous meningitis  results  from  a spread  of  the 
organism  from  adjacent  diseased  bony  structures. 
You  may  recall  that  wre  had  at  this  conference  an 
instance  of  tuberculous  meningitis  following  an 
operation  on  a tuberculous  spondylitis.  With 
regard  to  the  occurrence  of  choroidal  tubercles 
in  generalized  miliary  tuberculosis — they  are 
probably  more  frequent  than  is  commonly  be- 
lieved. Repeated  and  prolonged  examinations 
are  often  required  in  order  to  detect  them. 

Dr.  Harry  A.  Solomon:  It  would  seem  that  a 
patient  with  fever  for  three  years  due  to  pulmon- 
ary tuberculosis  would  show  some  x-ray  evidence 
of  tuberculosis,  probably  cavitation. 

Presentation  of  Pathology 

Dr.  Robert  Poppiti:  At  necropsy,  the  body 
was  that  of  a well-nourished  and  normally  de- 
veloped Negro  man.  There  wrere  no  external 
findings  of  note. 


There  was  no  free  fluid  in  any  of  the  body 
cavities. 

The  right  and  left  lungs  were  both  enlarged  and 
weighed  750  and  800  Gm.,  respectively.  Scat- 
tered diffusely  over  their  pleural  surfaces  were 
innumerable  small  tubercles.  Their  cut  surfaces 
were  markedly  edematous  and  also  contained 
innumerable  tubercles. 

Present  in  the  hilar  region  was  a large  lymph 
node  measuring  2 by  2 by  1 cm.  It  was  com- 
pletely replaced  by  gray,  granular,  necrotic  ma- 
terial. 

The  heart  was  moderately  enlarged  from  hyper- 
trophy and  dilatation  of  both  ventricular  cham- 
bers. All  valves  were  natural  except  for  some 
atherosclerotic  thickening  of  the  anterior  leaflet 
of  the  mitral  valve  and  the  posterior  cusp  of  the 
aortic  valve.  Mild  atherosclerotic  changes  were 
visualized  in  both  coronary  arteries. 

The  remaining  viscera  presented  no  gross  find- 
ings of  note  other  than  a small  area  of  caseation 
necrosis  in  the  right  adrenal  gland. 

Microscopic  examination  of  several  sections 
of  the  lung  revealed  complete  destruction  of  the 
bronchiolar  epithelium  and  infiltration  of  their 
walls  with  large  mononuclear  cells,  small  round 
cells,  and  an  occasional  giant  cell.  The  neigh- 
boring alveoli  w^ere  filled  with  large  mononuclear 
cells.  Scattered  here  and  there  within  the  al- 
veolar septa  were  numerous  discrete  tubercles. 

Sections  of  liver,  kidney,  pancreas,  spleen, 
adrenal  gland,  and  hilar  lymph  node  showed  the 
presence  of  numerous  small  caseating  tubercles. 

Anatomic  Diagnoses 

Tuberculous  bronchopneumonia  involving  both 
lungs. 

Tuberculous  lymphadenitis — hilar  node. 

Miliary  (hematogenous)  tuberculosis  of  fiver, 
spleen,  pancreas,  adrenals,  and  kidneys. 

Hypertrophy  and  dilatation  of  the  heart. 

Atherosclerosis  of  mitral  and  aortic  valves. 

Coronary  atherosclerosis. 


WARNS  OF  POSTWAR  MISUSE  AND  WASTE  OF  MEDICAL  SUPPLIES 


Doctors  and  manufacturers  of  drugs  and  surgical 
and  medical  supplies  should  act  now  to  avoid  post- 
war waste  and  misuse  of  these  materials  such  as 
followed  the  last  war,  Col.  Charles  F.  Shook,  of  the 
U.S.  Army  Medical  Corps,  declared  at  the  National 
Conference  on  Planning  for  War  and  Postwar 
Medical  Services  held  in  New  York  under  the  aus- 
pices of  the  Carlos  Finlay  Institute  of  the  Americas. 

Following  the  last  war,  Colonel  Shook  said,  mil- 


lions of  dollars’  worth  of  medical  supplies  were 
dumped  on  the  market,  causing  ruin  to  many  manu- 
facturers. Even  more  serious,  he  added,  were  the 
numerous  examples  of  inferior  or  spoiled  medical 
equipment  which  was  sold  and  used  to  the  danger 
of  public  health.  He  referred  specifically  to  sur- 
gical sutures  which  had  been  allowed  to  spoil  and 
were  then  used,  causing  dangerous  infection. — 
Science  News  Letter 


Honor  Roll 


Medical  Society  of  the  State  of  New  York 


Member  Physicians  in  the  Armed  Forces 

Supplementary  List 

The  following  list  is  the  thirteenth  supplement  to  the  Honor  Roll  published  in 
the  December  15, 1942,  issue.  Other  supplements  appeared  in  the  January  1,  Janu- 
ary 15,  February  15,  March  1,  March  15,  April  15,  June  1,  July  1,  August  1,  Sep- 
tember 1,  October  15,  and  November  15  issues. — Editor 
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EVOLUTION  OF  PREPAID  MEDICINE 

The  New  York  County  Medical  Society,  having 
gone  on  record  in  opposition  to  the  Wagner-Murray- 
Dingell  bill  for  compulsory  Federal  health  insurance, 
approved  a statement  advocating  nonpolitical  co- 
operation between  the  medical  profession  and  local 
government  “to  take  care  of  the  low-income  groups.” 
Now  we,  too,  believe  that  the  bill  makes  a wrong 
approach  to  the  problem  of  medical  care,  but  we 
believe  in  nonpolitical  cooperation  of  the  medical 
profession  with  the  great  mass  of  its  prospective 
patients,  not  just  the  “low-income  group.”  Op- 
portunity to  prepay  medical  care  and  to  take  ad- 
vantage of  the  spread-the-cost  principle  of  insur- 
ance should  be  recognized  as  not  merely  a desirable 
objective  but  a necessary  objective,  and  not  for  the 
few  but  for  the  great  middle  class  of  the  nation. 

The  New  York  Society  also  asserted  its  con- 
fidence in  the  system  of  medical  care  developed 
under  free  enterprise  “with  adjustments  in  that 
system  to  meet  changing  conditions  by  an  orderly 
process  of  evolution  as  opposed  to  revolution.” 
But  no  adjustments  are  being  made  merely  by  op- 
posing the  Wagner  bill;  with  opposition,  negation, 
must  go  some  constructive  proposal,  some  better 
program  for  attaining  the  same  objective. 

This  is  a problem  for  doctors;  the  leadership 


should  come  from  them  if  the  control  is  to  be  left 
to  them.  It  has  come — from  individual  doctors — 
but  they  have,  in  general,  been  held  back  and  ham- 
pered by  the  medical  associations.  (The  trouble 
with  the  associations  is  that  even  evolution  has  got 
ahead  of  them.)  It  has  come  in  hospital  association 
plans  now  making  prepaid  hospital  care  a reality  in 
this  and  other  cities.  It  is  coming  rapidly  on  the 
west  coast  where,  convinced  by  the  pioneering 
leadership  of  Dr.  Sidney  Garfield,  a committee  of 
physicians  has  launched  a plan  to  give  to  the  7,000,- 
000  citizens  of  California  voluntary  prepaid  medical 
care  along  the  lines  which  Dr.  Garfield  has  demon- 
strated at  several  public  works  projects  and  is  now 
demonstrating  on  a larger  scale  at  Kaiser  plants. 
It  will  come  still  more  rapidly,  says  Henry  Kaiser, 
whose  moral  and  financial  support  it  has  in  un- 
stinted measure,  when  the  younger  doctors,  con- 
ditioned to  first-class  cooperative  medicine  in  the 
armed  forces,  come  back  to  civilian  practice. 

Surely  it  is  time  for  the  doctors  banded  together 
for  the  highly  commendable  purpose  of  keeping 
medical  standards  high  to  catch  up  with  evolution 
and  to  couple  their  opposition  to  dangerous  pro- 
posals with  support  for  constructive  ones. — Re- 
printed with  permission  of  the  N . Y . Herald  Tribune 
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Medicine  and  the  War 


Enrollment  of  Hospital  Personnel  in  Citizens  Defense  Corps 


ON  NOVEMBER  9 Dr.  George  Baehr,  Chief 
Medical  Officer  of  the  Office  of  Civilian  De- 
fense, released  a “Circular”  (Medical  Series  No.  34) 
on  recent  regulations  for  the  enrollment  of  hospital 
personnel  in  the  U.S.  Citizens  Defense  Corps. 

The  text  of  the  circular  follows: 

“This  Circular,  which  presents  the  Office  of 
Civilian  Defense  policy  covering  the  enrollment  of 
hospital  personnel  in  the  Citizens  Defense  Corps 
under  the  provisions  of  Office  of  Civilian  Defense 
Regulations  No.  3,  revised  August,  1943,  is  intended 
for  the  guidance  of  Commanders,  Chiefs  of  Emer- 
gency Medical  Service,  and  hospital  administrators. 

“Certain  hospital  personnel  may  be  enrolled  in 
the  following  Units  of  the  Citizens  Defense  Corps 
provided  all  requirements  regarding  eligibility, 
registrations,  training,  appointment,  and  oath,  as  set 
forth  in  the  Regulations,  are  met. 

“Medical  Unit:  Persons  who  have  duties  related 
to  the  care  of  casualties  and  who  are  expected  to 
report  and  work  at  the  hospital  as  volunteers  on  an 
air  raid  alert. 

“ Nurses ’ Aides  Unit:  Volunteer  Nurses’  Aides. 


“ Other  Units:  Persons  who  have  specific  assign- 
ments related  to  the  maintenance  of  hospital  serv- 
ices or  to  the  protection  of  hospital  personnel, 
buildings,  or  grounds  who  are  expected  to  report 
and  work  as  volunteers  on  air  raid  alerts.  Such 
persons  should  be  trained  for  and  enrolled  in  ap- 
propriate Units  of  the  Citizens  Defense  Corps  (Air 
Raid  Wardens,  Fire  Guard,  Communications, 
Emergency  "Welfare,  Utility  Repair,  etc.). 

“Provision  for  the  movement  of  other  essential 
hospital  personnel  during  restricted  periods  can  be 
made  by  the  local  Defense  Council  through  appoint- 
ment of  such  personnel  to  the  Civilian  Defense 
Auxiliary  Group.  (Operations  Letter  No.  37  and 
supplements.) 

“Registered  trainees  for  and  enrolled  members  of 
all  Units  of  the  U.S.  Citizens  Defense  Corps  are 
eligible  for  War  Civilian  Security  benefits  if  injured 
in  the  performance  of  official  duties.  ‘Performance 
of  official  duties’  includes  activities  at  the  time  of  an 
air  raid  alert,  activities  undertaken  in  training, 
drills,  and  exercises  approved  in  accordance  with 
Office  of  Civilian  Defense  Regulations  No.  3.  Re- 
vised August,  1943,  and  going  to  and  from  posts  of 
duty  in  connection  with  such  activities.” 


Health  and  Medical  Committees  Urged  to  Assist  with  Wartime  Health  Problems 


MEDICAL  advisory  councils  organized  in  the  de- 
velopmental period  of  civilian  defense  as  part 
of  the  Emergency  Medical  Service  of  local  defense 
councils  should  merge  with  health  and  medical  com- 
mittees of  the  Civilian  War  Services  branch  of  de- 
fense councils,  a recent  pamphlet  issued  by  the  Office 
of  Civilian  Defense  recommends.  In  addition  to 
advising  the  Chief  of  Emergency  Welfare  Service, 
the  committee  should  support  the  health  officer  and 
serve  as  a means  of  mobilizing  community  support 
for  meeting  health  problems. 

The  purposes  of  the  health  and  medical  com- 
mittees suggested  in  the  pamphlet,  entitled  “Health 
Service  in  Wartime,”  are:  (1)  development  of  ade- 
quate wartime  coordinated  health  programs  in  each 
community  and  (2)  the  building  up  of  citizens’ 
understanding  and  participation. 

Membership  in  the  committee  should  include  the 
local  health  officer,  the  local  Chief  of  Emergency 
Medical  Service,  and  representatives  of  the  local 
welfare  and  education  departments,  of  the  medical 
and  nursing  professions,  of  organized  labor  and 
industry  or  farming,  and  of  the  voluntary  health 
and  social  agencies,  parent-teacher  associations,  and 
civic  groups. 


It  is  recommended  that  the  health  and  medical 
committee  of  a local  defense  council  act  as  a steering 
committee  for  functional  subcommittees.  Because 
health  and  medical  problems  vary  greatly  among 
communities,  the  pamphlet  does  not  present  a blue- 
print for  subcommittee  organization  and  work.  It 
does,  however,  list  examples  of  the  problems  that 
face  many  communities  in  wartime  and  suggests 
how  the  health  and  medical  committee  may  assist 
in  solving  them.  It  is  emphasized  that  the  work  of 
the  health  and  medical  committee  should  not  dupli- 
cate or  interfere  with  the  activities  of  other  agencies; 
if  an  adequate  working  group  has  been  established  in 
any  health  field,  it  should  be  requested  to  serve  as 
the  appropriate  subcommittee. 

Among  the  suggested  health  and  medical  problems 
which  the  program  of  the  health  and  medical  com- 
mittees of  defense  councils  might  include  are:  com- 
municable disease  control;  maternal  and  child 
health,  including  school  health  programs,  health 
of  young  workers,  and  day  care  for  children  of  work- 
ing mothers;  accident  prevention;  nutrition  and 
conservation  of  essential  foods;  environmental 
sanitation;  provision  of  medical  and  nursing  care, 
and  the  use  of  volunteers  in  health  programs. 


OCD  Issues  Manual  on  Emergency  Care  of  Injured 


THE  immediate  care  that  can  be  given  to  injured 
persons  at  the  site  of  a disaster  and  technics  of 
transporting  them  to  safety  and  medical  attention 
are  described  in  a new  manual  issued  by  the  Medical 
Division,  Office  of  Civilian  Defense.  The  work  is 
based  on  procedures  and  organization  developed 
by  the  OCD  and  careful  study  of  three  years  of 
British  and  other  air  raid  experience. 

The  117-page  book  is  divided  into  three  parts: 
“Civilian  Defense,”  “Emergency  Field  Care,”  and 
“Transportation  of  the  Injured.”  Part  I describes 
the  organization  and  operation  of  the  field  casualty 


service  developed  by  the  Medical  Division,  which 
includes  mobile  medical  teams,  based  on  hospitals 
wherever  possible;  express  parties,  made  up  of  a 
medical  team,  a rescue  squad,  an  ambulance,  and  a 
car  for  sitting  cases,  dispatched  through  the  control 
center  to  a disaster  for  immediate  action;  casualty 
stations  for  the  care  of  casualties  with  minor  in- 
juries; stretcher  teams,  and  ambulances. 

Part  II  includes  a discussion  of  the  injuries  and 
conditions  most  frequently  encountered  in  war- 
time disasters — namely,  hemorrhage,  shock,  frac- 
tures, bums,  suffocation,  and  carbon  monoxide 


2425 


2426 


MEDICINE  AND  THE  WAH  IN.  Y.  State  X M. 


poisoning.  There  are  chapters  on  the  principles 
of  bandaging,  with  detailed  illustrations;  marking 
of  casualties  and  disposal  of  the  dead;  methods  of 
blanketing  a casualty,  and  methods  of  lashing  a 
casualty  to  a stretcher. 

Special  attention  is  given  to  crush  and  blast  in- 
juries. Crushing  wounds  may  result  from  falling 
masonry,  girders,  beams,  or  whole  floors  dislodged 
by  bomb  explosions.  Although  these  injuries  may 
be  immediately  fatal,  casualties  often  show  little 
sign  of  injury  when  released,  the  manual  points  out. 
Their  condition  may  appear  good  for  a few  hours 
and  yet  they  may  die  of  kidney  failure  several  days 
later.  Directions  for  first  aid  are  included,  and 
workers  are  warned  that  any  person  “who  has  been 
trapped  by  debris  which  has  pressed  on  any  part  of 
the  body  must  be  regarded  as  a serious  casualty.” 
The  importance  of  administering  by  mouth  abund- 
ant quantities  of  fluids  and  alkalies  (sodium  bicar- 
bonate) is  stressed. 

Persons  exposed  to  blast  from  high  explosives  may 
also  suffer  serious  internal  injury  without  external 
evidence  of  it.  The  manual  urges  all  persons  con- 
cerned with  the  handling  of  casualties  to  “suspect 
blast  injuries  in  every  person  found  near  the  site 
of  a bomb  explosion,  expecially  those  who  have  ob- 


“Doctors at  War’ 

ARRANGEMENTS  have  been  completed  with 
I*-  the  National  Broadcasting  Company  to  resume 
the  series  of  broadcasts  entitled  “Doctors  at  War.” 
This  will  be  the  fourth  series  of  broadcasts  under  the 
general  title  of  “Doctors  at  Work”  and  will  be  the 
ninth  annual  series  of  dramatized  health  programs 
presented  cooperatively  by  the  American  Medical 
Association  and  the  National  Broadcasting  Com- 
pany. Owing  to  radio  commitments  in  connection 
with  the  war,  the  opening  of  the  series  has  been  post- 


viously  suffered  injury  and  yet  show  no  external 
evidence  of  it.” 

More  extensive  discussions  of  these  two  types  of 
injury  are  included  in  the  recent  OCD  publication, 
“Clinical  Recognition  and  Treatment  of  Shock.” 

The  section  of  the  manual  devoted  to  transporta- 
tion of  the  injured  describes  regular  and  improvised 
stretchers  and  gives  directions  for  stretcher  bearing, 
with  a separate  section  on  types  of  injury  that  re- 
quire special  care  in  moving.  Another  chapter 
explains  methods  of  carrying  the  injured  without 
stretchers,  and  the  final  chapter  explains  the  ambu- 
lance service  of  the  civilian  defense  organization 
and  presents  specific  instructions  for  loading  and 
unloading  ambulances.  The  latter  instructions  de- 
scribe procedures  required  if  war  gases  are  encoun- 
tered. 

The  manual  is  intended  primarily  for  the  training 
of  rescue  workers,  medical  auxiliaries,  ambulance 
drivers  and  attendants,  and  stretcher  bearers  of  the 
Emergency  Medical  Service.  In  the  appendix 
are  a schedule  of  training  based  on  the  manual ; the 
OCD  Operations  Letters  describing  the  work  of 
stretcher  teams,  the  Rescue  Service,  and  instructions 
on  self-aid  in  case  of  exposure  to  war  gas;  and  a sec- 
tion on  electrical  hazards*. 


’ to  Be  Resumed 

poned  until  January  8.  Broadcasts  will  be  given 
on  Saturday  afternoons  at  5 o’clock  Eastern  War 
Time.  The  series  will  run  for  twenty-six  weeks. 
The  Medical  Department  of  the  United  States 
Army  and  the  Bureau  of  Medicine  and  Surgery  of 
the  United  States  Navy  have  agreed  to  permit  doc- 
tors in  the  armed  forces  to  participate  in  the  pro- 
grams. The  medical  departments  of  both  the 
Army  and  the  Navy  wall  assist  in  the  technical  prep- 
arations for  the  broadcasts. 


Announcement 

1944  ANNUAL  MEETING 

Medical  Society  of  the  State  of  New  York 

The  138th  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York  will  be  held  Monday , May  8 , to  Thurs- 
day, May  11,  1944 , inclusive,  at  Hotel  Pennsylvania  in 
New  York  City. 


COUNCIL  COMMITTEE  ON  CONVENTION 


Medical  News 


A.M.A.  Council  on  Medical  Service  and  Public  Relations  Issues  Statement  of  Policies* 


PURSUANT  to  carrying  out  the  duties  imposed 
on  it  by  the  House  of  Delegates,  the  Council 
has  adopted  the  following  general  policies: 

1.  The  Council  on  Medical  Service  and  Public 
Relations  recognizes  the  desirability  of  widespread 
I distribution  of  the  benefits  of  medical  science;  it 
encourages  evolution  in  the  methods  of  administer- 
I ing  medical  care,  subject  to  the  basic  principles  neces- 
sary to  the  maintenance  of  scientific  standards  and 
the  quality  of  the  service  rendered. 

It  is  not  in  the  public  interest  that  the  removal  of 
economic  barriers  to  medical  science  should  be 
utilized  as  a subterfuge  to  overturn  the  whole  order 
| of  medical  practice.  Removal  of  economic  barriers 
’ should  be  an  object  in  itself. 

It  is  in  the  public  interest  that  the  standards  of 
| medical  education  be  constantly  raised,  that  medical 
research  be  constantly  increased  and  that  graduate 
and  postgraduate  medical  education  be  energeti- 
cally developed.  Curative  medicine,  preventive 
medicine,  public  health  medicine,  research  medicine, 
and  medical  education,  all  are  indispensable  factors 
in  promoting  the  health,  comfort,  and  happiness  of 
the  nation. 

2.  The  Council  through  its  executive  committee 
and  secretary  shall  analyze  proposed  legislation 
affecting  medical  service.  Its  officers  are  instructed 
to  provide  advice  to  the  various  state  medical  organi- 
zations as  well  as  to  legislative  committees  concern- 
ing the  effects  of  the  proposed  legislation.  It  shall 
likewise  be  the  duty  of  its  officers  to  offer  construc- 
tive suggestions  to  bureaus  and  legislative  commit- 
tees on  the  subject  of  medical  service. 

3.  The  Council  approves  the  principle  of  volun- 
tary hospital  insurance  programs  but  disapproves 
the  inclusion  of  medical  services  in  those  contracts 
for  the  reasons  adopted  by  the  House  of  Delegates 
at  the  1943  meeting. 

4.  The  Council  approves  voluntary  prepayment 
medical  service  under  the  control  of  state  and  county 
medical  societies  in  accordance  with  the  principles 
adopted  by  the  House  of  Delegates  in  1938.  The 
medical  profession  has  always  been  very  much  op- 
posed to  compulsory  health  insurance  because  (1) 
it  does  not  reach  the  unemployed  class,  (2)  it  results 
in  a bureaucratic  control  of  medicine,  and  interposes 
a third  party  between  the  physician  and  the  patient, 
(3)  it  results  in  mass  medicine  which  is  neither  art 


nor  science,  (4)  it  is  inordinately  expensive,  and  (5) 
regulations,  red  tape  and  interference  render  good 
medical  care  impossible.  Propaganda  to  the  con- 
trary notwithstanding,  organized  medicine  in 
general,  and  the  American  Medical  Association  in 
particular  have  never  opposed  group  medicine, 
prepayment  or  non-prepayment,  as  such.  The 
American  Medical  Association  and  the  medical 
profession  as  a whole  have  opposed  any  scheme 
which  on  the  face  of  it  renders  good  medical  care 
impossible.  That  group  medicine  has  not  been  op- 
posed as  such  is  evidenced  by  the  fact  that  there 
are  many  groups  operating  in  the  United  States 
which  have  the  approval  of  the  medical  profession, 
and  members  of  these  groups  are  and  have  been 
officials  in  the  national  and  state  medical  organiza- 
tions. That  group  medicine  is  the  Utopia  for  the 
whole  population,  however,  is  not  probable.  It  may 
be  and  possibly  is  the  answer  for  certain  communi- 
ties and  certain  industrial  groups  if  the  medical 
groups  are  so  organized  and  operated  as  to  deliver 
good  medical  care. 

5.  The  Council  believes  that  many  emergency 
measures  now  in  force  should  cease  following  the 
end  of  hostilities. 

6.  The  Council  believes  that  the  medical  pro- 
fession should  attempt  to  establish  the  most  cordial 
relationships  possible  with  allied  professions. 

7.  There  is  no  official  affiliation  between  the 
Americal  Medical  Association  and  the  National 
Physicians  Committee.  However,  since  it  is  the 
purpose  of  the  National  Physicians  Committee  to 
enlighten  the  public  concerning  contributions  which 
American  medicine  has  made  and  is  making  in  be- 
half of  the  individual  and  the  nation  as  a whole,  it  is 
the  opinion  of  the  Council  that  the  medical  pro- 
fession may  well  support  the  activities  of  the 
National  Physicians  Committee  and  other  organi- 
zations of  like  aims. 

8.  American  medicine  and  this  Council  owe  a 
responsibility  to  our  colleagues  who  are  making  per- 
sonal sacrifices  to  answer  the  call  of  the  armed 
forces.  Therefore,  the  Council  expresses  the  desire 
to  cooperate  with  the  medical  committee  on  post- 
war planning  in  order  to  assist  our  colleagues  in 
re-establishing  themselves  in  the  practice  of  medi- 
cine, and  in  the  preservation  of  the  American  system 
of  medicine. 


Purposes  and  Functioning  of  Council  on  Medical  Service  and 
Public  Relations  of  the  A.M.A.  t 


THE  Council  was  authorized  by  the  House  of 
Delegates  of  the  American  Medical  Association 
at  its  annual  session  in  Chicago  in  June,  1943. 
The  members  of  the  Council  were  immediately 
appointed  by  the  Board  of  Trustees.  Section  4 of 
Chapter  IX  of  the  By-Laws  provides  that  the 
duties  of  the  Council  shall  be  as  follows: 

“(1)  To  make  available  facts,  data,  and  medical 
opinions  with  respect  to  timely  and  adequate 
rendition  of  medical  care  to  the  American  people; 


* This  statement  was  released  by  the  A.  M.  A.  on  October 
20. 

t This  statement  was  released  by  the  A.M.A.  on  Novem- 
ber. 22 


“(2)  to  inform  the  constituent  associations  and 
component  societies  of  proposed  changes  affecting 
medical  care  in  the  nation; 

“(3)  to  inform  constituent  associations  and 
component  societies  regarding  the  activities  of  the 
Council; 

“(4)  to  investigate  matters  pertaining  to  the 
economic,  social,  and  similar  aspects  of  medical 
care  for  all  the  people; 

“(5)  to  study  and  suggest  means  for  the  distribu- 
tion of  medical  services  to  the  public  consistent 
with  the  principles  adopted  by  the  House  of  Dele- 
gates ; and 

“(6)  to  develop  and  assist  committees  on  medical 
service  and  public  relations  originating  within  the 
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constituent  associations  and  component  societies 
of  the  American  Medical  Association. 

“In  the  exercise  of  its  functions,  this  Council, 
with  the  cooperation  of  the  Board  of  Trustees,  shall 
utilize  the  functions  and  personnel  of  the  Bureau  of 
Legal  Medicine  and  Legislation,  the  Bureau  of 
Medical  Economics,  and  the  Department  of  Public 
Relations  in  the  Headquarters  Office.” 

The  Council  is  also  bound  by  the  actions  of  the 
House  of  Delegates  on  the  subject  of  medical  care 
and  its  distribution,  notably  the  platform  adopted 
in  1937  as  amended  and  amplified  in  subsequent 
years  by  the  various  resolutions  and  reference 
committee  reports  adopted  by  the  House  of  Dele- 
gates. 

In  order  to  carry  out  these  functions,  the  Council 
has  organized  as  follows: 

Organization 

Officers. — The  Council  shall  elect  annually:  a 

chairman;  a vice-chairman;  a full-time  secretary. 

An  executive  committee  of  three  shall  be  created, 
which  shall  include  the  Chairman,  the  Council 
member  of  the  Board  of  Trustees,  and  a third 
member  to  be  chosen  annually  from  the  duly 
appointed  or  elected  members  of  the  Council  on 
Medical  Service  and  Public  Relations.  This  com- 
mittee shall  exercise  such  functions  as  are  delegated 
to  it  by  the  Council. 

The  central  office  of  the  Council  is  to  be  located 
in  the  office  building  of  the  American  Medical 
Association  in  Chicago,  Illinois. 

The  functions  of  the  Council  outlined  in  the  By- 
Laws  are  closely  integrated  and  cannot  well  be 
considered  separately.  To  carry  them  out  it  is 
obvious  that  the  Council  must  have  adequate 
sources  of  information,  maintain  close  contact  with 
constituent  associations  and  component  societies, 
and  establish  close  relationship  with  the  already 
existing  Bureaus  and  Departments  of  the  Asso- 
ciation. 

The  Council,  therefore,  subject  to  the  approval 
of  the  Board  of  Trustees,  has  decided  on  the  followr- 
ing  methods  of  operation: 

1.  In  carrying  out  the  directive  in  the  By-Lawrs 
as  to  relationship  with  the  other  Bureaus  and 
Departments  of  the  Association,  the  Council  has 
established  close  collaboration  (a)  with  the  Bureau 
of  Medical  Economics,  which  has  been  asked  and 
has  expressed  the  willingness  to  do  the  research 
on  many  of  the  economic  problems  necessary  for 
the  Council's  study,  and  wrhich  is  well  equipped 
to  carry  out  such  research;  ( b ) with  the  Bureau  of 
Legal  Medicine  and  Legislation.  Joint  bulletins 
will  be  issued  with  that  Bureau  on  legislative 
matters.  Attempt  will  be  made  to  effect  wider 
distribution  and,  if  necessary,  more  frequent  pub- 
lication of  such  bulletins;  (c)  with  the  Department 
of  Public  Relations.  The  Council  shall  utilize 
the  sources  of  information  of  this  department  and 
joint  bulletins  may  be  issued  from  time  to  time  with 
it,  and  if  indicated  with  other  bureaus  of  the 
American  Medical  Association.  All  planning  will 
be  to  avoid  overlapping  of  functions  and  duplication 
of  effort. 

2.  The  Council  on  Medical  Service  and  Public 
Relations  has  extended  the  sources  of  information  of 
the  American  Medical  Association  on  problems  with 
which  the  Council  is  specifically  concerned.  Through 


its  membership  and  by  cooperation  with  constituent 
associations  and  component  societies  and  the  utiliza- 
tion of  other  facilities,  the  Council  will  disseminate 
such  information  toward  effecting  its  objectives. 
The  Secretary  of  the  Council,  with  its  approval,  will 
undertake  take  such  travel  as  may  be  necessary. 

3.  In  order  that  constituent  associations  and 
component  societies  may  be  kept  informed  of  the 
activities  of  the  Council,  and  of  proposed  changes 
in  the  status  of  medical  care,  and  that  the  Council 
may  be  of  assistance  to  those  associations  and 
societies,  the  Council  has  requested  each  State 
Association  to  designate  an  existing  committee  or 
create  a new  committee  to  function  with  the  Council 
on  a State  level. 

Each  State  organization  has  also  been  requested 
to  contact  each  component  society  in  the  State 
and  ask  it  similarly  to  designate  or  form  a com- 
mittee to  function  in  connection  with  the  programs 
of  the  Council.  Where  such  organization  is  feasible, 
it  has  been  suggested  that  committees  be  created 
along  the  lines  of  congressional  districts. 

Such  State  and  county  committees  have  been 
urged  to  keep  the  Council  informed  of  their  local 
problems  and  activities. 

State  organizations  also  will  be  requested  from 
time  to  time  to  conduct  experiments  in  the  various 
methods  of  medical  care  and  to  inform  the  Council 
of  their  results  so  that  the  Council  may  study 
and  evaluate  the  experiments  and  transmit  the 
information  acquired  to  all  concerned. 

4.  The  Council  feels  that  under  its  directive  it 
is  its  duty  to  endeavor  to  evolve  such  modifications 
of  our  present  system  of  medical  care  as  may  be 
necessary  to  cover  all  the  people  and  be  in  accord 
with  the  traditions  of  American  Medicine  as  to 
high  standards  of  medical  care  and  the  American 
tradition  of  free  enterprise  as  already  outlined 
in  paragraph  1 of  the  Council's  Policies  previously 
published.  To  accomplish  this,  study  must  be 
made  of  all  economic,  social,  and  similar  aspects 
of  such  care. 

5.  In  order  that  the  above  program  may  be 
effectively  carried  out,  the  Secretary  of  the  Council, 
with  the  guidance  of  the  Council  in  conformity 
with  the  above  expressed  relationships  with  other 
Bureaus  and  Departments,  shall  inform  the  pro- 
fession through  the  various  State  organizations  of 
all  pending  national  legislation  and  bureau  direc- 
tives affecting  the  practice  of  medicine.  It  shall 
likewise  be  his  duty  with  the  guidance  of  the 
Council,  to  arrange  for  medical  representation 
at  meetings  and  hearings  pertaining  to  medical 
care,  collaborating  in  the  representation  with 
other  Councils  and  Bureaus  of  the  American 
Medical  Association  who  have  an  interest  in  this 
same  subject. 

6.  The  Secretary  is  instructed  with  the  super- 
vision of  the  Council,  and  in  collaboration  with 
the  Department  of  Public  Relations,  to  disseminate 
information  concerning  the  activities  of  the  Council 
through  the  publications  of  the  American  Medical 
Association  and  the  various  state  medical  journals, 
and  to  prepare  and  release  information  on  medical 
care. 

The  Council  has  already  issued  its  Statement 
of  General  Policies,  and  it  will  act  in  accordance 
with  those  Policies  and  the  above  methods  of 
functioning. 
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McGoldrick  Addresses  First  District  Branch  Meeting 


DEATH  rates  will  increase  and  health  standards 
will  be  lowered  if  the  Wagner-Murray  Bill, 
now  before  Congress,  becomes  law,  Dr.  Thomas  A. 
McGoldrick,  president  of  the  Medical  Society  of 
the  State  of  New  York,  warned  on  November  16, 
in  an  address  at  the  luncheon  session  of  the  thirty- 
seventh  annual  meeting  of  the  First  District  Branch 
of  the  Society,  at  Grasslands  Hospital  in  Valhalla. 

The  speaker  described  the  proposed  legislation 
as  “the  final  word  in  socialization  of  medicine  in 
its  aims,  comprehensiveness,  huge  sums  of  money 
involved,  and  in  the  absolute  dictatorial  powers  of 
its  administrator/’ 

During  the  past  twenty-five  years  under  the 
existing  system  of  private  practice,  death  rates  for 
most  diseases  have  been  sharply  reduced  and  the 
lowest  death  rate  in  history — 10.3  per  1,000  popula- 
tion— was  reported  last  year,  Dr.  McGoldrick  said. 

He  added:  “If  the  medical  plans  proposed  in  the 
name  of  social  security  will  do  more  for  the  people 
than  the  present  method  of  distribution  of  services, 
then  by  all  means  let  us  have  them.  Doctors  know, 
however,  that  by  such  methods  as  are  proposed  in 
this  bill  the  quality  of  medical  service  will  be 
greatly  lowered.  They  know  what  has  happened 
in  other  countries  in  the  increase  of  time  lost  in 
sickness,  absenteeism,  advancing  death  rates, 
lowered  standard  of  health,  in  bureaucratic  in- 
fluence, and  the  impairment  of  medical  standards. 
It  is  an  insurance  plan  for  sickness,  not  for  health. 

“To  the  administrator — whoever  may  be  the 
surgeon  general  of  public  health — although  he  may 
never  have  engaged  in  the  treatment  and  care  of 
an  individual  patient,  is  given  the  power  to  hire  all 
doctors  and  fix  their  pay  in  every  locality;  establish 
the  qualifications  of  specialists;  determine  the 
number  of  individuals  for  whom  a doctor  may 
provide  service;  determine  arbitrarily  what  hos- 
pitals or  clinics  are  acceptable  and  what  they  shall 
be  paid  for  services;  he  will,  on  his  own  authority, 
award  grants  to  the  sum  of  48  million  dollars  a 
year  for  education  and  research;  he  will  have  at 

Second  District 

THE  annual  meeting  of  the  Second  District 
Branch  of  the  Medical  Society  of  the  State  of 
New  York  was  held  at  St.  Albans  Hospital,  St. 
Albans,  Long  Island,  on  November  17. 

It  is  estimated  that  more  than  350  physicians 
attended  the  morning  and  afternoon  sessions,  which 


his  disposal  a sum  estimated  at  three  and  one- 
quarter  billion  dollars  yearly;  the  sum  of  money 
for  the  administration  of  the  law  alone  is  estimated 
at  600  million  dollars.” 

Pointing  to  the  progress  made  in  the  past  under 
the  stimulus  of  individualism  in  preventive  and 
curative  medicine,  and  the  steady  stream  of  new 
discoveries  coming  from  the  research  laboratories, 
Dr.  McGoldrick  deplored  a system  under  which  all 
doctors  would  be  officeholders  in  a government 
bureaucracy. 

“These  steps  in  progressive  science,”  he  con- 
tinued, “we  shall  surely  lose  in  government-con- 
trolled care  of  the  sick.  Government  could  never 
provide  the  ambition,  the  sacrifice,  the  complete 
devotion  to  one’s  fellow  man  as  the  ideal  professional 
man  has  it  and  which  make  possible  these  advances. 
The  people,  rightly  informed  of  the  benefits  of 
present-day  medicine  and  the  dangers  to  them  when 
its  existence  is  jeopardized,  will  not  approve.” 

Scientific  sessions  preceded  and  followed  the 
luncheon  meeting  at  which  Dr.  McGoldrick  spoke. 
The  morning  program  was  as  follows:  “Evaluation 
of  Prostatic  Obstruction,”  Dr.  Frederick  McLellan, 
of  New  York  City;  “Discussion  of  Surgical  Condi- 
tions Within  the  Spinal  Canal,”  Dr.  Wilfrid  D. 
Wingebach,  of  Bronxville;  “Supra-Condyle  Frac- 
ture in  Children,”  Dr.  Win  Henry  Watters,  of 
White  Plains,  orthopedic  surgeon,  Grasslands 
Hospital;  “Thoracic  Surgery — Application  in  Gen- 
eral Medicine,”  Dr.  George  C.  Adie,  of  New  Ro- 
chelle, director  of  surgery,  Grasslands  Hospital. 

The  afternoon  session  included  the  following 
lectures  by  members  of  the  Grasslands  Hospital 
medical  staff:  “Extra  Human  Poliomyelitis,”  Dr. 
Gilbert  Dalldorf,  director  of  laboratories;  “Diag- 
nosis and  Chemotherapy  of  Meningococci  and 
Other  Forms  of  Meningitis,”  Dr.  Horace  E.  Robin- 
son, of  Pleasantville,  attending  physician,  com- 
municable diseases;  “Application  of  Functional 
Tests  in  Treatment  of  Liver  Disease,”  Dr.  Reid 
R.  Heffner,  of  New  Rochelle. 

Branch  Meeting 

included  a scientific  program.  This  was  a record 
attendance. 

The  meeting  was  conducted  with  a surplus  of 
funds,  and  this  sum  was  donated  by  the  Second 
District  Branch  to  the  St.  Albans  Chapter  of  the 
American  Red  Cross. 


J.A.M.A.  Says  Figures  Published  on  Physicians’  Incomes  Are  Guesses* 


RECENTLY  widely  published  figures  on  the 
average  gross  and  net  incomes  of  physicians 
are  little  more  than  guesses,  the  Journal  of  the 
American  Medical  Association  for  November  20 
points  out. 

The  Journal  says: 

“The  U.S.  Department  of  Commerce  recently 
issued  a release  on  the  incomes  of  physicians  of 
which  the  following  sentence  has  been  widely  pub- 
lished and  discussed:  ‘The  average  gross  income 
reported  for  1941  was  $8,524,  and  the  average  net 
income,  $5,047.’  Analysis  of  the  methods  by  which 
these  figures  were  obtained  reveals  that  they  are 
little  more  than  guesses.  The  full  report  of  the 

* We  published  this  release  in  the  December  1,  1943, 
issue,  page  2322. — Editor. 


study  on  which  they  are  based  is  printed  in  the 
‘Survey  of  Current  Business,’  issued  by  the  Bureau 
of  Foreign  and  Domestic  Commerce  of  the  U.S. 
Department  of  Commerce,  October,  1943,  pages  16 
to  20.  From  this  we  learn  that  ‘questionnaires  were 
sent  to  a representative  sample  of  physicians  who 
were  requested  to  give  information  relating  to  gross 
and  net  incomes,  costs  of  practice,  age,  type  of 
practice,  employees,  pay  rolls,  and  other  selected 
items  during  the  period  from  1936  through  1941.’ 
A total  of  1,898  returned  questionnaires  were  used, 
about  1 per  cent  of  the  180,496  physicians  reported 
in  the  American  Medical  Directory  for  1942,  when 
the  survey  was  made.  One  hundred  of  these 
questionnaires  from  the  Southwest  were  excluded 
because  of  ‘a  strong  bias  ...  in  the  sample  from 
Texas.’  For  apparently  the  same  reason  the 
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returns  from  Illinois,  Indiana,  and  Michigan  were  states  are  listed.  Among  those  omitted,  in  addi- 
not  included.  There  is  no  explanation  of  the  tion  to  those  previously  mentioned,  are  Florida 

method  by  which  the  sample  was  selected  or  any  North  Carolina,  South  Carolina,  Tennessee,  Minne- 

proof  that  it  was  representative.  It  is  admitted  sota,  Missouri,  and  Wisconsin.  On  this  very  small 

that  there  were  ‘special  difficulties  arising  from  the  foundation,  nevertheless,  is  built  an  inverted 

impracticability  of  obtaining  a full  representation  of  pyramid  of  deductions,  conclusions,  diagrams, 

those  of  the  younger  doctors  who  were  withdrawn  and  classifications  based  on  income  by  age,  localities, 

from  independent  practice  into  the  armed  forces  size  of  city,  and  gradation  of  income,  all  given  to 

prior  to  the  summer  of  1942/  but  this  is  purported  the  final  dollar  or  to  a decimal  fraction,  which  gives 

to  have  been  allowed  for  by  ‘weighting/  In  the  a semblance  of  accuracy  which  the  foundation  of 

summary  table,  returns  from  only  twenty-one  facts  is  entirely  too  slight  to  support/’ 

County  News 


Albany  County 

A meeting  of  the  county  society  was  held  in  the 
Auditorium  of  the  Albany  College  of  Pharmacy 
on  November  17  at  8:30  p.m. 

Dr.  R.  A.  Bendove,  clinical  professor  of  medicine, 
Long  Island  College  of  Medicine,  Brooklyn,  gave 
the  scientific  program,  which  was  an  address  en- 
titled “Diagnostic  Pitfalls  in  Diseases  of  the  Chest.” 

Discussion  of  the  paper  was  opened  by  Drs.  L.  W. 
Gorham,  Fred  C.  Conway,  R.  J.  Erickson,  and 
Adrian  A.  Ehler. 


On  November  8 Dr.  Joseph  S.  Lawrence,  Execu- 
tive Officer  of  the  Medical  Society  of  the  State  of 
New  York,  addressed  a meeting  of  the  Delmar 
Progress  Club  on  the  Wagner-Murray-Dingell 
Bill.* 

Bronx  County 

At  a dinner  given  on  November  7,  Dr.  Thomas 
Hayes  Curtin,  president  of  the  Bronx  Interfaith 
Council  and  chairman  of  the  executive  committee 
of  the  Bronx  Eye  and  Ear  Infirmary,  was  presented 
with  the  Good  Citizen  Award  for  1943  of  the  Bronx 
Council  of  the  American  Jewish  Congress,  in  the 
form  of  a plaque. 

The  presentation  was  made  by  Rev.  Henry  A. 
Schorr,  spiritual  leader  of  Temple  Adath  Israel, 
who  explained  that  it  was  awarded  in  recognition 
of  Dr.  Curtin’s  unflagging  labors  for  the  advance- 
ment of  better  understanding  between  men  of  all 
faiths  and  for  inter-racial  good  will. 

The  toastmaster  of  the  occasion,  Isidor  Teitel- 
baum,  president  of  the  Bronx  Council  of  the  Ameri- 
can Jewish  Congress,  said  that  Dr.  Curtin  was  not 
being  honored  for  what  he  has  done  so  much  as  for 
what  he  is  and  for  what  he  represents. 

Dr.  J.  Stanley  Kenney,  president  of  the  Medical 
Society  of  the  County  of  New  York,  and  Dr. 
Frederick  Williams,  president  of  the  Bronx  County 
Medical  Society,  both  lauded  Dr.  Curtin  for  his 
services  to  mankind,  both  as  a physician  and  as 
a civic  worker.  * 

Chemung  County 

The  annual  get-together  of  the  Chemung  County 
Medical  and  Dental  Societies  was  held  on  December 
1 in  the  Mark  Twain  Hotel  in  Elmira. 

An  informal  dinner  was  served  at  7:00  p.m., 
following  which  the  Honorable  W.  Sterling  Cole 
and  State  Senator  Chauncey  Hammond  addressed 
the  gathering. 

Fulton  County 

The  monthly  meeting  of  the  county  society  was 
held  on  November  10  at  Ward  Nixon’s  Hotel  at 
Pine  Lake.  After  dinner,  the  business  session  was 
called  to  order  by  the  president,  Dr.  Arthur  Wilsey. 


Dr.  S.  C.  Clemans,  chairman  of  the  legislative 
committee,  presented  the  provisions  of  the  Wagner 
Bill.  Dr.  Avery  Sarno  led  the  discussion  which 
followed.  The  society  went  on  record  as  opposing 
the  bill  because  it  places  in  the  hands  of  one  man, 
the  surgeon  general  of  the  Public  Health  Service, 
dictatorial  power  over  the  medical  and  dental  pro- 
fessions and  also  all  hospitals,  both  government 
owned  and  private,  at  an  estimated  annual  cost  of 
at  least  $3,000,000,000.  * 

Jefferson  County 

At  the  annual  meeting  of  the  county  society, 
held  on  November  11,  the  following  officers  were 
elected:  president — Dr.  Leon  L.  Samson,  42  Church 
Street,  .Alexandria  Bay;  vice-president — Dr.  Har- 
low G.  Farmer,  120  Stone  Street,  Watertown;  sec- 
retary— Dr.  Charles  A.  Prudhon,  168  Sterling  Street, 
Watertown;  treasurer — Dr.  Lawrence  E.  Hender- 
son, 129  Clinton  Street,  Watertown;  censors — Drs. 
Sutherland  E.  Simpson,  1240  Coffeen  Street,  Water- 
town;  Earl  E.  Babcock,  Adams  Center;  F.  R. 
Calkins,  114  Stone  Street,  Watertown;  Harold  L. 
Gokey,  Alexandria  Bay;  and  James  E.  McAskill, 
508  Woolworth  Building,  Watertown;  delegate  to 
the  State  Society — Dr.  Charles  A.  Prudhon,  168 
Sterling  Street,  Watertown;  alternate  delegate — 
Dr.  Harlow  E.  Ralph,  Belleville;  delegate  to  the 
Fifth  District  Branch — Dr.  John  T.  Fowkes,  Jr., 
Clayton;  alternate  delegate — Dr.  Norman  L. 
Hawkins,  Woolworth  Building,  Watertown. 

Charles  A.  Prudhon,  M.D. 

Kings  County 

Assistant  District  Attorney  John  E.  Cone,  Jr., 
chairman  of  the  speakers  committee  for  the  Kings 
County  National  War  Fund  Drive,  addressed  a 
meeting  of  the  Kings  County  Medical  Society  on 
November  16.* 


Monroe  County 

The  annual  dinner  meeting  of  the  County  Health 
Committee  of  the  Tuberculosis  and  Health  Asso- 
ciation was  held  on  November  9,  at  6 :15  p.m.,  at 
Howard  Johnson’s  at  Twelve  Corners,  Brighton. 

Dr.  Benjamin  J.  Slater  was  the  chief  speaker  of 
the  evening.  His  subject  was,  “Public  Health 
Looks  Ahead.”  Dr.  Slater  is  chairman  of  the 
Public  Health  Committee  of  the  Medical  Society 
of  the  County  of  Monroe  and  vice-president  of  the 
Tuberculosis  and  Health  Association. 

John  C.  Malloch,  chairman  of  the  County  Health 
Committee,  presided.  Reports  of  the  work  of 
the  Association  in  the  communities  throughout  the 
county  were  given  and  campaign  supplies  were 
distributed  to  each  chairman.  * 


* Asterisk  indicates  that  item  is  from  local  newspaper. 
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A coauthor  of  the  Wagner-Murray-Dingell  bill, 
ii  a physician,  a manufacturing  executive,  and  a law- 
j yer  discussed  the  bill  in  a meeting  of  the  county 
society  held  on  November  17. 

The  speakers  were  U.S.  Senator  James  E. 
j Murray,  of  Montana,  coauthor  of  the  bill  that 
! would  revolutionize  medical  practice;  Dr.  Louis 
1 Bauer,  of  Hempstead,  chairman  of  the  Council  of 
I Medical  Services  and  public  relations  director  for 
I the  American  Medical  Society;  Marion  B.  Folsom, 
of  Eastman  Kodak  Company,  and  cochairman  of 
the  county’s  postwar  planning  council ; and  Charles 
! S.  Wilcox,  president  of  the  Rochester  Hospital 
j Service  Corporation.  They  discussed  social  trends 
of  today  as  they  are  related  to  the  practice  of  medi- 
cine and  to  hospital  insurance,  and  the  future 
! position  of  medicine.  Dr.  G.  Kirby  Collier,  presi- 
I dent  of  the  Monroe  County  Medical  Society,  con- 
ducted the  meeting.  * 

Nassau  County 

A regular  monthly  meeting  of  the  county  society 
was  held  at  9:00  p.m.  on  November  30,  in  the 
Mercy  Hospital  Auditorium  in  Rockville  Centre. 

The  scientific  session  featured  the  following 
! topics  and  speakers:  “Obstetric  and  Pediatric  Care 
I for  Soldiers’  Families,”  by  Philip  J.  Rafle,  M.D., 

I of  the  New  York  State  Department  of  Health; 

I a symposium  on  the  distribution  of  medical  care, 
i including  “Labor  Looks  at  Medicine,”  by  Nathan 
Kobrin,  D.D.S.,  vice-chairman  of  the  Health 
! Council  of  the  American  Labor  Party;  and  “Medi- 
cine Examines  Itself,”  by  Louis  H.  Bauer,  M.D., 

I chairman  of  the  Council  on  Medical  Service  and 
I Public  Relations  of  the  American  Medical  Asso- 
ciation. 

Oneida  County 

There  were  two  speakers  at  the  meeting  of  the 
Utica  Academy  of  Medicine  held  on  November  18. 
Dinner  was  served  preceding  the  meeting. 

Dr.  Edward  Charles  Hughes,  professor  of  ob- 
stetrics, medical  department,  Syracuse  University, 
spoke  on  “Caesarian  Section.”  The  discussion 
of  Dr.  Hughes’  paper  was  opened  by  Dr.  Keith 
B.  Preston. 

Dr.  T.  Wood  Clarke  read  a paper  on  “Pediatric 
Facts  and  Fallacies.”* 

Orange  County 

Dr.  Laurance  D.  Redway,  of  Ossining,  literary 
editor  of  the  New  York  State  Journal  of  Medi- 
cine, was  guest  speaker  at  a luncheon  meeting  of 
Newburgh  Rotary  Club  in  the  Palatine  Hotel  on 
November  2.  He  discussed  the  proposed  Wagner- 
Murray  bill  dealing  with  socialized  medicine. 
Since  there  has  been  wide  interest  in  this  topic, 
the  club  extended  an  invitation  to  any  interested 
persons  to  be  guests  at  the  meeting.  * 

Richmond  County 

Army  doctors,  Capt.  K.  F.  Mech  and  Capt.  J.  J. 
Foster,  both  of  Halloran  General  Hospital,  Willow- 
brook,  addressed  a meeting  of  the  county  society 
on  November  10  in  the  Richmond  Health  Center, 
St.  George. 

The  Army  men  discussed  the  use  of  penicillin 
in  surgery  and  the  recognition  and  treatment  of 
tropical  diseases. 

The  society  went  on  record  as  endorsing  the  year’s 
program  of  the  Staten  Island  Tuberculosis  and 
Health  Association  and  welcomed  back,  to  Island 
practice  Dr.  Joseph  Wisnefski,  of  Port  Richmond, 


recently  discharged  by  the  Army  after  service  in 
North  Africa.  Dr.  D.  Y.  Catalano  presided.* 

Schenectady  County 

The  annual  meeting  of  the  county  society  was 
held  in  the  Mohawk  Gold  Club  in  Schenectady  on 
December  2. 

Dinner  was  served  at  7:00  p.m.  The  enter- 
tainment which  followed  was  an  address  by  Mr. 
Michael  MacDougall,  known  as  “the  card  detec- 
tive,” who  told  of  his  adventures  in  tracking  down 
sharpers  who  cheat  at  cards,  dice,  and  other  games. 

A list  of  officers  elected  at  the  meeting  will  be 
published  in  a later  issue. 

Steuben  County 

The  Steuben  County  Medical  Society  held  its 
annual  meeting  Thursday,  November  11,  at  the 
Steuben  Hotel  in  Bath. 

Luncheon  and  election  of  officers  preceded  a 
talk  by  Forrest  Young,  M.D.,  assistant  professor 
of  surgery  at  the  University  of  Rochester  School  of 
Medicine  and  Dentistry,  on  “Early  and  Late  Care 
of  Burns.” 

The  list  of  officers  will  appear  in  a later  issue. 
Suffolk  County 

Dr.  Emma  L.  Bellows,  New  York  physician, 
has  moved  to  Southampton  to  reside  permanently. 
She  has  leased  Mrs.  C.  Elmer  Smith’s  house  at  319 
Hampton  Road  and  will  conduct  her  practice  from 
there  daily  except  Wednesday,  Thursday,  and 
Sunday,  from  3:00  to  6:00  p.m.  She  will  be  at 
her  New  York  office  on  Wednesday  and  Thursday 
by  appointment. 

Approximately  30,000  letters  containing  package 
labels  have  been  mailed  to  families  throughout 
Suffolk  County,  according  to  an  announcement 
made  by  Dr.  Charles  C.  Murphy,  of  Amityville, 
chairman  of  the  Suffolk  County  Cancer  Committee. 
Through  the  sale  of  the  labels  the  Committee 
plans  to  carry  on  its  program  of  cancer  control 
in  1944. 

Dr.  Murphy,  in  urging  support  of  this  service, 
which  has  been  carried  on  for  fourteen  years,  said, 
“For  next  year  greater  service  is  demanded  and 
has  been  planned,  since  conditions  today  impose 
greater  duties.  The  work  of  the  committee  is  two- 
fold: educational,  through  distribution  of  litera- 
ture, showing  of  motion  pictures,  and  exhibits; 
direct  and  personal,  through  its  social  service  work 
and  financial  aid  given  to  patients  in  need  of  x-ray 
and  radium  therapy.” 

The  County  Department  of  Health  and  the 
Suffolk  County  Medical  Society  cooperate  with 
the  Cancer  Committee.* 

Westchester  County 

Wilfred  S Spear,  of  Yonkers,  was  re-elected 
president  of  the  New  York  State  Society  of  Medical 
Masseurs  for  his  fifth  term  at  the  society’s  annual 
convention  at  the  Hotel  Times  Square,  New  York 
City,  on  November  7. 

Robert  Fawkes,  also  of  Yonkers,  was  elected 
to  the  board  of  directors,  and  Ulrich  Wiesendanger, 
former  mayor  of  Yonkers,  was  guest  speaker  at 
the  meeting.* 

The  following  resolution  on  the  Wagner-Murray- 
Dingell  Bill  was  adopted  unanimously  by  the 
Medical  Society  of  the  County  of  Westchester, 
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Inc.,  at  its  146th  Annual  Meeting,  held  in  White 
Plains  on  November  16: 

Whereas,  the  medical  and  hospital  sections 
of  the  proposed  “Wagner-Murray-Dingell  Social 
Security  Bill”  ( S . 1161;  H.R.  2861 ) now  pending 
in  Congress,  would  substitute  an  imported 
totalitarian  system  of  medical  practice  for  the 
American  system  of  direct  private  service,  and 
Whereas,  this  bill,  if  enacted,  would  confer 
upon  the  Surgeon  General  of  the  U.S.  Public 
Health  Service — a federal  officer  appointed  by 
the  President  and  Congress  and  not  elected  by 
the  American  people — final  and  complete  author- 
ity over  the  practice  of  medicine  and  the  opera- 
tion of  the  nation’s  hospitals,  in  so  far  as  these 
services  relate  to  the  clients  of  the  Social  Security 
System,  which  would  be  extended  by  this  same 
measure  to  include  at  least  five-sixths  of  the 
entire  national  population,  and 

Whereas,  the  medical  and  hospital  sections 
of  this  bill  would  destroy  the  direct  personal 
responsibility  of  the  physician  and  the  privacy 
of  the  relationship  between  the  American  citizen 
and  his  physician,  substituting  a plan  of  bureau- 
cratic control  and  rationing  in  these  private 
affairs  and  introducing  the  factor  of  politics  in 
medical  service,  and 

Whereas,  enactment  of  this  bill  would  abruptly 
terminate  the  scores  of  local  and  regional  plans 
providing  voluntary  hospital  and  medical  expense 
insurance  that  have  been  developed  during  the 
last  decade  under  cooperative  or  community 
auspices,  including  such  progressive  and  accept- 
able types  of  federal  assistance  in  the  field  of 
medical  care  as  the  medical  program  of  the  Farm 
Security  Administration,  replacing  these  voluntary 
efforts  by  compulsion,  and  replacing  popular 
cooperation  by  political  dictation,  and 

Whereas,  in  view  of  the  amazing  progress 
of  medical  science  in  America,  in  view  of  the  un- 
precedented standards  of  health  and  longevity 
enjoyed  by  the  American  people,  in  view  of  the 
unparalleled  efficiency  of  the  nation’s  voluntary 
hospital  system,  in  view  of  the  rapid  develop- 
ment of  new  plans  for  better  distribution  of 
hospital  and  medical  care,  in  view  of  the  achieve- 
ments that  have  made  the  American  physician 
the  world’s  leader  in  his  field,  there  can  be  no 
good  reason  for  proposing  a complete  revolution 
in  the  delivery  of  medical  care  to  the  American 
people,  and 

Whereas,  if  these  provisions  are  enacted, 
foreign  experience  with  similar  plans  proves 


that  the  character  and  effectiveness  of  medical 
care  will  most  certainly  deteriorate  to  the  dis- 
advantage of  the  American  people;  therefore  be  it 
Resolved:  That  the  Medical  Society  of  the 
County  of  Westchester  hereby  records  its  oppo- 
sition to  the  medical  and  hospital  sections  of  the 
Wagner-Murray-Dingell  Social  Security  Bill,  for 
the  following  reasons: 

1.  It  would  establish  complete  bureau- 
cratic control  over  the  practice  of  medicine, 
with  final  authority  resting  in  the  hands  of 
a single  appointed  official. 

2.  It  would  destroy  the  individual  re- 
sponsibility of  the  physician  to  the  patient  and 
violate  the  privacy  of  the  relationship  of 
physician  to  patient. 

3.  It  would  introduce  political  control, 
political  preferment,  political  manipulation 
into  the  practice  of  medicine  and  the  operation 
of  hospitals. 

4.  It  would  put  an  end  to  all  voluntary 
cooperative  efforts  such  as  the  plans  for  medical 
and  hospital  expense  insurance,  industrial 
hygiene,  and  preventive  medicine  which  are 
being  promoted  by  more  than  300  local  medical 
societies  throughout  the  country,  all  of  which 
are  designed  to  improve  the  distribution  or 
to  spread  the  costs  of  medical  care. 

5.  It  would  debase  the  quality  of  medical 
service  through  the  intervention  of  politics 
and  the  consequent  loss  of  professional  in- 
tegrity and  independence. 

6.  It  would  tax  80  per  cent  of  the  people 
to  provide  an  inferior  kind  of  medical  care 
which  a majority  of  the  people  will  find  un- 
acceptable. 

7.  It  is  in  direct  violation  of  the  American 
principles  of  personal  initiative  and  voluntary 
enterprise; 

and  be  it  further 

Resolved:  That  the  Society  urge  all  voluntary  i 
agencies  and  organizations  interested  in  the 
development  and  extension  of  good  medical  care 
to  oppose  the  passage  of  the  medical  and  hospital 
sections  of  the  proposed  bill;  and  be  it  further 
Resolved:  That  copies  of  this  resolution  be 
forwarded  to  the  authors  of  this  bill,  to  our  repre- 
sentatives in  both  branches  of  Congress,  to  the  1 
Westchester  County  Hospital  Association  and  I 
other  organizations  interested  in  the  public  j 
health,  and  that  this  action  be  communicated  j 
to  the  public  through  the  lay  press. 


Deaths  of  New  York  State  Physicians 


Name 

Age 

Medical  School 

Date  of  Death 

Residence 

Max  Bakst 

54 

L.I.C.  Hosp. 

November  10 

Brooklyn 

Walter  R.  Coakley 

57 

Albany 

November  3 

Buffalo 

J.  Mansfield  Foster 

68 

L.I.C.  Hosp. 

November  15 

Valley  Stream 

Major  0.  Jones 

43 

Howard 

October  8 

Brooklyn 

Albert  E.  Larkin 

71 

Syracuse 

November  2 

Syracuse 

Murry  H.  Levine 

48 

P.  & S.,  N.Y. 

November  19 

Manhattan 

Charles  W.  Martin 

48 

P.  & S.,  N.Y. 

November  16 

Woodmere 

John  J.  Nutt 

72 

N.Y.  Univ. ; Cornell 

November  16 

Manhattan 

Harold  M.  Sachs 

42 

Temple 

October  7 

Ridgewood 

Armin  V.  St.  George 

51 

P.  & S.,  N.Y. 

November  20 

Manhattan 

Charles  A.  Spivacke 

66 

Cornell 

November  22 

Manhattan 

Sidney  W.  Thompson 

70 

N.Y.  Univ. 

October  29 

Owego 
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British  and  American  Military  Hospitals  Pool  Doctors  and  Patients 


THE  work  of  British  and  American  medical 
officers  is  so  closely  interwoven  that  there  is  a 
i complete  exchange  of  staff  and  patients  between 
j institutions  operated  by  the  two  nations  in  Great 
Britain. 

| “When  a British  doctor  spends  a month  in  an 
American  hospital,  or  an  American  eye  specialist 
works  in  a British  hospital,  they  are  not  merely  ob- 
servers. They  take  over  the  full  responsibility  of 
the  men  they  replace/’  explains  Lt.  Col.  John 
Douglas  of  the  British  War  Office. 

At  an  American  hospital  turned  over  to  the 
U.S.  Army  by  the  British  government  through 
reverse  lend-lease  agreement,  more  than  50  per  cent 


of  its  present  patients  are  British.  Recently,  it 
received  a whole  convoy  of  wounded  from  North 
Africa  irrespective  of  nationality.  This  hospital 
was  originally  built  by  the  British  Ministry  of 
Health  for  bomb  victims,  who  never  material- 
ized. 

When  it  was  turned  over  to  the  U.S.  Army  last 
winter,  it  had  been  enlarged  from  a 600-bed  to  a 
1,000-bed  hospital  by  the  addition  of  Nissen  hut 
wards. 

The  British  War  Office  has  started  fortnightly 
tours  of  inspection  of  the  British  and  American 
hospitals  for  officers  of  both  armies. — The  Modern 
Hospital 


Hospitals  Aid  Drive  for  Practical  Nurses 


THIRTEEN  free  refresher  courses  for  practical 
nurses  have  been  established  in  metropolitan 
New  York  hospitals  as  the  first  step  in  a drive  to 
enlist  25,000  additional  qualified  women  in  New 
York  State,  Dr.  Beeckman  J.  Delatour,  chairman 
of  the  Committee  for  the  Education  and  Recruit- 
ment of  Practical  Nurses,  announced  on  November 
26. 

Dr.  Delatour,  a fellow  of  the  New  York  Academy 
of  Medicine,  reported  that  the  committee,  composed 
of  members  of  the  medical  and  nursing  professions 
and  of  interested  laymen,  is  seeking  to  standardize 
training  for  practical  nurses,  “who  will  be  just  as 
important  after  the  war  as  they  are  now.” 

Arrangements  are  in  progress  to  set  up  practical 
nursing  schools  in  parts  of  the  State  where  no  such 


facilities  are  now  available,  he  said.  The  committee, 
with  offices  at  250  West  Fifty-seventh  Street,  Newr 
York  City,  is  cooperating  on  this  project  with  the 
National  Nursing  Council  for  War  Service  and  with 
local  hospital  authorities. 

The  drive  for  practical  nurses,  whose  nine-month 
course  enables  them  to  care  for  most  cases  of  non- 
acute illness,  has  been  endorsed  by  the  Committee 
on  Public  Health  Relations  of  the  New  York  Aca- 
demy of  Medicine  and  by  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New 
York. 

Women  wishing  to  enter  this  field  must  be  be- 
tween the  ages  of  18  and  50,  elementary  school 
graduates,  and  in  good  health.  Their  training  in- 
cludes both  classroom  and  laboratory  work. 


New  York  Hospital  Fund  Approximates  Total  Needed 


ON  NOVEMBER  26  the  Campaign  Committee  of 
the  United  Hospital  Fund  of  New'  York  and 
the  Visiting  Nurse  Association  of  Brooklyn  reported 
that  the  amount  raised  to  that  date  in  the  sixty- 
fifth  annual  campaign  was  $1,335,000,  the  total 
from  25,000  individual  gifts. 

The  sum  of  $24,100  wras  raised  from  coin-box 
collections  made  during  two  days  of  annual  Hos- 


pital Week,  observed  this  year  from  October  17  to 
23. 

This  amount  is  almost  twice  that  received  last 
year  from  this  source. 

The  total  sum  needed  for  the  Fund  this  year  has 
been  set  at  $1 ,457, 120.  The  campaign,  wilich  opened 
the  last  week  in  September,  will  continue  until  the 
end  of  1943. 


Improvements 


Col.  A.  J.  Canning,  commanding  officer  at 
Rhoads  General  Hospital  in  Utica,  was  recently 
advised  that  the  Masonic  WTar  Chest  of  the  Grand 
Lodge  of  Masons,  State  of  New'  York,  will  furnish 
ten  sun  rooms  at  that  institution. 

Gay  H.  Brown,  of  Utica,  senior  grand  warden  of 
the  Masons,  is  a member  of  the  executive  committee 
of  the  War  Chest,  and  he  made  an  inspection  of 
the  hospital  on  Burrestone  Road  several  weeks  ago. 
Upon  returning  to  New  York  City  he  recommended 
that  the  War  Chest  provide  new'  furniture  for  six 
sun  rooms. 

The  Masonic  War  Chest  is  financed  by  the  pay- 
ment of  at  least  $1  from  every  Mason  in  the  state 
for  the  duration  of  the  war,  w'hich  brings  in  about 
$250,000  a year. 

Already  the  chest  has  furnished  service  centers 
at  the  Rome  Army  Air  Field  and  Pine  Camp,  as  well 


as  several  in  New  York  City  and  other  localities 
where  large  numbers  of  service  men  are  assigned. 

Several  Utica  and  vicinity  Masonic  lodges  are 
also  interested  in  the  furnishing  of  sun  rooms  at  the 
hospital,  but  the  announcement  from  the  Masonic 
War  Chest  is  in  addition  to  that  activity.* 


A new  incubator  for  infants  requiring  specialized 
treatment,  and  an  operating  table  which  can  be 
used  for  every  branch  of  surgery  have  been  added  to 
the  equipment  of  Yonkers  General  Hospital. 

The  new  incubator,  known  as  the  Davidson  Auto- 
matic Oxygenated  Incubator,  provides  complete  iso- 
lation with  constant  temperature  and  has  every 
facility  for  providing  necessary  nursing  care  without 
disturbing  or  removing  the  infant  from  the  unit. 
Other  special  features,  he  pointed  out,  are  a built- 
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in  aspirator,  stethoscope,  and  ultraviolet  light  for 
air  sterilization. 

Twelve  positions  are  easily,  quickly,  and  smoothly 
obtained  by  the  new  Hartley  General  Operating 
Table,  with  head-end  control  by  the  anesthetist. 
It  has  a five-section  stainless-steel  top,  which 
makes  for  maximum  flexibility.* 


At  the 

Bruce  Barton,  president  of  the  advertising  firm 
of  Batten,  Barton,  Durstine  & Osborn,  Inc.,  has 
been  elected  a member  of  the  boards  of  the  Presby- 
terian Hospital,  Neurological  Institute,  and  the 
Babies’  Hospital.* 


Dr.  William  W.  Wright,  superintendent  of  Marcy 
State  Hospital  in  Marcy  since  1931,  has  resigned 
to  open  a private  practice  in  neurology  and  psy- 
chiatry in  Utica. 

Dr.  George  L.  Warren,  first  assistant  physician  in 
Marcy  State,  who  has  been  in  charge  since  Octo- 
ber 30,  will  continue  as  acting  superintendent  until 
the  hospital’s  board  of  trustees  appoints  a successor 
to  Dr.  Wright. 

A native  of  Philadelphia,  New  York,  Dr.  Wright 
is  a graduate  of  the  University  of  Michigan,  class 
of  1904.  He  had  a year’s  internship  in  the  St. 
Alexis  Hospital,  Cleveland,  after  graduation  and 
entered  the  state  service  in  1906  on  the  staff  of  the 
Buffalo  State  Hospital,  where  he  remained  until 
1912. 

In  that  year  he  was  called  to  the  Psychiatric 
Institute  in  New  York  as  senior  assistant  physician 
under  Dr.  August  Hoch,  director  of  the  institute. 
During  the  time  he  held  this  position,  Dr.  Wright 
also  was  instructor  in  medicine  in  the  department  of 
psychopathology  at  Cornell  University  Medical 
College.  Later  he  was  made  chief  of  the  clinic  at 
Cornell. 

In  1917  he  was  appointed  acting  clinical  director  of 
the  Manhattan  State  Hospital,  and,  a year  later, 
first  assistant  physician  at  the  Buffalo  State  Hos- 
pital, which  post  he  held  until  1924,  when  he  was 
transferred  to  Utica. 

Dr.  Wright  was  named  assistant  superintendent 
of  Utica  State  Hospital  in  June  1926,  and  was  placed 
in  charge  of  the  Marcy  division.  In  July,  1930,  he 
was  appointed  superintendent  of  Pilgrim  State 
Hospital,  Brentwood,  Long  Island,  and  acting  deputy 
medical  inspector. 

He  assumed  duties  as  superintendent  of  Marcy 
State  in  July,  1931,  when  the  Pilgrim  State  Hospital 

Newsy 

Hospital  pharmacy  internships  will  be  standard- 
ized and  approved  on  a national  basis  if  the  desires 
of  the  newly  formed  American  Society  of  Hospital 
Pharmacists  are  carried  out.  The  society,  holding 
its  second  annual  convention  in  Columbus,  Ohio, 
in  conjunction  with  the  convention  of  the  American 
Pharmaceutical  Association,  adopted  a resolution  on 
this  subject  and  invited  the  cooperation  of  the 
American  Hospital  Association,  the  American  Medi- 
cal Association,  the  American  College  of  Surgeons, 
and  the  American  Pharmaceutical  Association. 

The  society  is  a component  part  of  the  A.Ph.A. 
and,  therefore,  can  only  take  action  of  this  kind  with 
the  approval  of  the  parent  body. — The  Modem 
Hospital 


The  campaign  to  raise  $250,000  in  War  Bonds  t< 
build  an  addition  to  St.  Jerome  Hospital,  Batavia 
after  the  war,  opened  on  November  14.  Dr 
William  D.  Johnson,  of  Batavia,  surgeon,  is  genera 
chairman  of  the  campaign,  and  Rev.  W.  C.  Kirby 
of  Batavia,  is  chairman  of  the  special  subscripts 
committee.  Dr.  Ralph  Brancale  is  chairman  fo 
Attica.  * 

Helm 

became  a separate  unit  instead  of  a division  of  th 
Utica  State  Hospital. 

In  1939,  Dr.  Wright  was  in  charge  of  the  distri 
bution  and  the  only  source  of  supply  in  Central  Nev 
York  of  sulfapyridine,  the  new  drug  to  comba 
pneumonia.  The  drug  was  for  sale  only  to  thos' 
who  could  offer  evidence  of  qualification  to  admin 
ister  and  distribute  it.  Dr.  Wright  had  followe< 
the  development  of  aniline  dye  derivatives  int< 
sulfa  drugs  for  the  treatment  of  illnesses  for  twenty 
years. 

Dr.  Wright  has  written  a number  of  articles  fo 
various  psychiatric  journals. — Utica  Press 

Appointment  of  Lt.  Col.  Clyde  Barney,  one  timi 
intern  in  General  Hospital  and  later  resident  ii 
surgery  at  St.  Luke’s  Hospital  in  Utica,  as  chie 
of  the  surgical  service  at  Rhoads  General  Hospita 
has  been  announced  by  Col.  A.  J.  Canning,  com 
manding  officer. 

Colonel  Barney,  a Syracusan,  has  been  chief  of  th< 
surgical  service  at  Pine  Camp  Station  Hospita 
since  he  was  called  to  active  duty  in  1941.  Prio: 
to  that,  he  was  professor  of  clinical  surgery  at  th« 
College  of  Medicine,  University  Hospital,  Syracusi 
University. 

He  began  his  medical  career  in  1910,  when  h< 
was  graduated  from  Syracuse  University’s  Collegt 
of  Medicine  and  was  appointed  resident  in  surgery 
at  St.  Luke’s  in  the  days  of  the  late  Dr.  Willis  Fore 
and  the  late  Dr.  Judson  Kilbourne.  After  one 
year  in  Utica  he  spent  two  years  at  the  Maye 
Clinic,  Rochester,  Minnesota,  then  returned  tc 
Syracuse.  There  he  opened  a private  practice  anc 
acted  as  an  instructor  in  surgery  at  the  College  o: 
Medicine. 

During  the  first  World  War  he  served  with  th( 
26th  Division  and  at  a base  hospital  in  France.  Ht 
was  promoted  to  the  rank  of  major  in  the  Army 
Medical  Reserve  in  1924  and  to  that  of  lieutenant 
colonel  in  1935.  In  1932  he  was  elevated  to  the 
assistant  professorship  in  clinical  surgery  at  the 
Syracuse  College  of  Medicine,  and  in  1936  became  £ 
full  professor.  * 

Notes 


A meeting  of  the  Northeastern  New  York  Asso- 
ciation of  Hospital  Superintendents  was  held  ir 
Albany  in  November. 


January  8 has  been  set  as  the  date  of  the  musical: 
entertainment  for  the  benefit  of  Highland  Hospital 
in  Beacon.  Dutchess  County  musicians  will  fur- 
nish the  program.  The  proceeds  from  the  sale  oi 
popular  priced  tickets  will  go  to  the  auxiliary  of  the 
hospital  for  the  purchase  of  needed  linens  and  other 
supplies.  * 


Woman’s  Auxiliary 

To  the  Medical  Society  of  the  State  of  New  York 

The  President  of  the  Woman’s  Auxiliary’s  Xmas  Message 


THE  spirit  of  the  season  which  is  in  our  thoughts 
and  hearts  and  beings  is  the  age-old  spirit  of 
Christmas.  It  is  the  time  to  take  account  and  look 
for  the  simple  blessings,  the  wonders  of  the  universe 
that  have  been  given  us  just  for  the  acceptance 
thereof;  the  sun  and  the  moon  and  the  stars  that 
brightly  shine;  the  wind  and  the  clouds  and  the 
sky  that  give  perfection  to  the  world;  and  the  fire 
and  the  water  and  the  earth  that  bestow  upon  us 
our  very  living.  Let  us  meditate  within  ourselves 
and  single  out  the  humble  means  for  happiness. 
Does  the  grace  of  life  and  its  simple  blessings  bring 
us  the  feeling  of  Peace  On  Earth  and  Good  Will 
Toward  Men?  One  of  the  Saints  told  us  in  prayer, 
“Lord  make  us  instruments  of  Thy  peace.  Where 
there  is  hatred,  let  us  sow  love;  where  there  is  in- 
jury, pardon;  where  there  is  discord,  union;  where 
there  is  doubt,  faith;  where  there  is  despair,  hope; 
where  there  is  darkness,  light;  where  there  is  sad- 
ness, joy.”  These  are  the  undying  truths  upon 


which  our  faith  in  men  is  based.  Now  is  the  time 
to  share  and  share  alike,  with  our  fellow  men  all 
over  the  world,  these  lasting  ideals  and  bring  them 
into  genuine  reality.  Let  us  give  unselfishly,  sacri- 
fice willingly,  and  assume  contently  the  richness  of 
these  simple  blessings.  Only  by  gracious  living 
can  we  bring  good  fellowship  and  harmony  into 
this  world  of  today,  a peace  that  will  endure  for- 
ever. When  we  have  pledged  to  ourselves  that  we 
will  steadfastly  live  our  lives  with  a readiness  to 
accept  God’s  rich  gifts,  then  will  we  have  earned 
the  right  to  look  for  security  and  the  freedom  of 
speech,  the  freedom  from  want,  the  freedom  from 
fear,  and  the  freedom  of  worship.  With  these 
thoughts  in  my  heart  my  Christmas  wish  to  all 
is  like  that  of  Tiny  Tim’s,  “God  bless  us  every 
one.” 

Emma  D.  Sullivan,  President 

(Mrs.  F.  Leslie  Sullivan) 


County  News 


Albany.  The  November  meeting  was  held  at  the 
i Hotel  Wellington.  The  guest  speaker  was  Dr. 
Joseph  Lawrence,  whose  topic  was  the  Wagner- 
Murray-Dingell  bill. 

Broome.  A luncheon  held  at  the  Hotel  Frederick 
in  Endicott  marked  the  first  fall  meeting  of  the 
\ Broome  County  auxiliary.  Mrs.  Manuel  M. 
i Monserrate,  president,  named  her  committees  and 
i discussed  plans  for  the  current  year.  Mrs.  Goode 
R.  Cheatham  spoke  on  the  Nurses’  Aides,  and  Mrs. 

I William  Low  on  the  Red  Cross  Home  Nursing 
course,  urging  all  members  to  enroll  if  possible. 
Mrs.  Charles  R.  Seymour,  past  president,  gave  a 
report  on  the  district  convention  held  in  Schenec- 
tady. 

Columbia.  Dr.  Sue  H.  Thompson  was  the  speaker 
at  the  last  meeting  of  the  auxiliary.  Dr.  Thompson 
gave  an  interesting  address  on  “Wartime  Problems 
of  a County  Health  Commissioner.”  In  many 
; areas,  she  said,  the  county  health  department  is  the 
agency  to  which  applications  for  maternal  care  for 
soldiers’  wives  are  sent.  The  mental  and  physical 
health  of  youth  is  in  the  forefront,  and  health  educa- 
tion must  be  continued.  There  is  the  enlarged  task 
of  the  sanitary  engineer  in  civilian  defense.  Dr. 
Thompson  stressed  the  need  for  increased  vigilance 
in  wartime  restaurant  sanitation.  There  is  the 
problem  of  the  increased  incidence  of  tuberculosis 
in  the  industrial  workers,  and  the  great  problem  of 
syphilis  control.  There  is  also  the  problem  of  special 
contagious  diseases  seen  in  this  country  only  within 
the  last  two  years,  and  there  is  the  constant  vigilance 
the  health  commissioner  must  maintain  against 
tropical  and  parasitic  diseases. 

Miss  Dorothy  Clark  and  Miss  Julia  L.  Dougher 
spoke  briefly,  as  did  Mrs.  William  C.  Wheeler,  of 
East  Taghkanic,  commander  for  Columbia  County 
of  the  Women’s  Field  Army  for  the  Control  of  Can- 
cer. At  the  close  of  the  meeting  tea  was  served  by 
Mrs.  Lawrence  J.  Early,  chairman  of  the  program 
committee. 


The  November  meeting  w’as  at  Mrs.  Early’s  home. 
Miss  Edith  Casey  W’as  the  speaker.  Guests  were  in- 
vited to  attend  the  October  and  November  meetings. 
At  these  meetings  the  Wagner-Murray-Dingell  bill 
w-as  explained  and  everyone  wras  asked  to  spread  the 
meaning  of  the  bill  to  her  friends  and  neighbors,  to 
safeguard  the  medical  profession  and  the  sick  people 
of  America. 

Erie.  At  the  October  meeting  a book  review  wras 
given.  The  proceeds  are  to  be  given  to  the  Physi- 
cian’s Home.  The  auxiliary  members  attended  the 
men’s  meeting  to  hear  Dr.  Joseph  S.  Lawrence, 
Executive  Officer  of  the  State  Medical  Society,  who 
spoke  on  “Socialized  Medicine.” 

The  auxiliary  celebrated  its  fifth  birthday  on 
November  4.  The  husbands  wrere  invited  to 
join  the  ladies  for  a dinner  party.  Mrs.  William 
Rennie  is  chairman  and  Mrs.  Allen  E.  Richter  is 
co-chairman. 

Herkimer.  Mrs.  Gertrude  Sabin,  of  Little  Falls, 
explained  the  Wagner  bill  for  socialized  medicine  at 
the  East  Herkimer  Health  Committee  meeting  at 
the  home  of  Mrs.  Roosevelt  Manley.  Mrs.  F.  H. 
Moore,  legislative  chairman,  reported  on  the  Wag- 
ner-Murray  bill  at  a meeting  at  the  Frankfort 
Gorge  home  of  Mrs.  B.  J.  Kelly.  Mrs.  Kelly  enter- 
tained the  auxiliary  members  at  dinner.  Reports 
were  given  and  three  new  members  were  presented. 

At  a public  meeting  later  a speaker  will  explain 
the  Wagner-Murray  bill  to  representatives  of  all 
area  organizations. 

Kings.  The  autumn  luncheon  meeting  was  held 
St.  Bartholomew’s  Community  House,  1227 
Pacific’  Street,  Brooklyn.  Mrs.  Walter  Truslow 
spoke  on  ^e’Vibject  “Red  Cross  Needs  You  Now’.” 
Dr.  Abraham  Koplowitz  also  spoke  at  this  meeting. 
Dr.  Koplowitz’  diseilspiop  was  entitled,  “Is  Health 
Insurance  Threatening  Us?”  Luncheon  w’as  fol- 
lowed by  the  business-  meeting,  Mrs.  Allen  Hull 
presiding.  Mts.  Edwin  A.  Griffin  is  chairman  of 
24&5 
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hospitality  and  Mrs.  Samuel  Zwerling  is  program 
chairman. 

Nassau.  The  first  fall  session  was  combined 
with  the  annual  Mental  Hygiene  Clinic  Mrs. 
Nathaniel  H.  Robin  is  mental  hygiene  chairman 

The  auxiliary  is  engaged  in  an  extensive  defense 
program.  The  president,  Mrs.  Arthur  D.  Jaques. 
entertained  the  board  at  a luncheon  before  the  ses- 
sion. A wartime  approach  to  the  study  of  mental 
hygiene  was  brought  out  in  the  annual  institute  of 
the  mental  hygiene  committee.  Mrs.  Luther  H. 
Kice  of  Garden  City  is  chairman  of  the  institute 
committee.  Three  sketches  were  given  by  Theater 
Guild  actors. 

The  luncheon  meeting  in  November  was  the  anni- 
versary meeting.  An  all-day  session  was  held 
November  30.  After  a box  luncheon,  members 
made  dressings  for  the  Nassau  County  cancer 
clinics. 

Oneida.  The  last  auxiliary  meeting  was  held 
at  the  Rhoads  General  Hospital  in  Utica  A 
delicious  luncheon  was  served,  followed  by  a tour 
of  the  Hospital.  Colonel  A.  J.  Canning,  Com- 
manding Officer  of  the  Rhoads  Hospital,  welcomed 
the  guests.  Mr.  Harold  C.  Stephenson  was  the 
guest  speaker.  The  Wagner-Murray  bill  was  the 
topic.  The  next  meeting  will  be  in  January. 


[N.  Y.  State  J.  M. 

Queens.  Reports  by  chairmen  were  given  at  the 
executive  board  meeting,  which  was  held  at  the 
Medical  Building,  Forest  Hills.  The  election  of 
officers  took  place  November  30.  Mrs.  Thomas 
D’Angelo  has  charge  of  the  arrangements  for  the 
Installation  luncheon  to  be  held  December  14,  at 
Piette’s,  Fifth  Avenue,  in  Manhattan.  Mrs. 
Daniel  Swan  will  install  the  new  officers,  and  Mrs.  I 
J.  Leslie  Sullivan,  state  president,  will  be  the  guest  \\ 
of  honor.  Mrs.  James  Dobbins,  president,  enter-  ji 
tained  after  the  last  meeting. 

Schenectady.  Auxiliary  meetings  are  held  the  W 
last  Tuesday  of  the  month.  Mrs.  William  J.  Burns  1; 
is  publicity  chairman.  If 

Washington.  Mrs.  Wallace  F.  MacNaughton  is 
the  president  of  the  county  auxiliary. 


The  need  is  immediate  and  imperative:  imtil  the 
Wagner-Murray-Dingell  Bill  is  defeated,  write 
your  letters  to  your  Congressman;  get  everyone  you 
know  to  write. 

Every  county  has  had  a communication  from  the 
State  Legislative  Chairman,  Mrs.  A.  Madden.  We 
hope  that  every  county  has  made  a special  effort 
to  do  their  part  in  this  most  important  legislative 
problem. 


JAPANESE  SEEK  SUBSTITUTE  FOR  QUININE 

It  is  inconceivable  that  Java’s  natural  supplies  of 
quinine  would  be  insufficient  to  meet  the  needs  of  the 
Japanese  and  Indonesians.  This  is  particularly 
true  since  the  Tokj’-o  radio  claimed  as  recently  as 
September  28  that  quinine  production  at  Bandung 
had  risen  to  172  per  cent  of  the  preinvasion  output. 

In  malaria  the  Japanese  officials  and  soldiers 
stationed  on  the  conquered  Dutch  islands  have  met 
an  enemy  they  fear  as  much  as  dive-bombers  or 
tanks,  and  rightly  so.  Since  they  occupied  the 
Archipelago,  the  disease  has  increased  alarmingly; 
it  now  rages  through  like  a scourge  from  the  northern 
tip  of  Sumatra  to  the  Japanese-occupied  portion  of 
Dutch  New  Guinea,  hitting  the  populations  of  Java, 
Borneo,  Celebes,  and  other  islands.  Especially 
in  Celebes  the  Japanese  have  been  battling  against 
the  tropical  disease  with  all  their  might — mainly 
because  their  own  armies  are  badly  affected  by  it. 
Here  they  evolved  a system  of  sending  malaria 
prevention  squads,  led  by  three  Japanese  officials 
with  three  Indonesian  assistants,  throughout  the 
island  to  investigate  the  spread  of  the  disease.  But 
only  a short  time  after  the  Tokyo  radio  informed 
the  world  of  this  method,  Japanese  official  sources 
admitted  that  other  ways  of  combatting  malaria 
would  have  to  be  found. 

Recently  the  Japanese  proclaimed  excitedly  they 


had  at  last  found  a remedy:  Dr.  T.  J.  Maingoolan 
of  Medan,  Sumatra,  had  “discovered  a medicine 
concocted  from  a plant  named  Cassia  mata,  which 
is  found  abundantly  in  Sumatra  and  supplies  a 
perfect  quinine  substitute.”  But  shortly  there- 
after the  Nipponese  radio  told  of  a “new”  and  rather 
peculiar  weapon  for  fighting  malaria — a tiny  fish 
which  is  extremely  fond  of  mosquito  eggs.  The 
Japanese  proposed  breeding  an  immense  number  of 
these  fish  and  turning  them  loose  in  mosquito-in- 
fested lakes  and  swamps;  their  experts  claimed 
this  method  would  wipe  malaria  out  of  all  the  terri- 
tory under  their  command. 

But  meantime,  no  matter  the  proportions  malaria 
epidemics  may  have  attained  in  the  Netherlands 
East  Indies,  the  Japanese — with  Java’s  great  reser- 
voir of  quinine  in  their  possession — must  have  some 
special  reason  for  seeking  a substitute.  Nether- 
lands authorities  are  convinced  the  reason  is 
Japanese  fear  of  losing  Java.  Dr.  Charles  O.  van 
der  Plas,  Chief  Commissioner  of  the  Netherlands 
East  Indies,  now  stationed  in  Australia,  hit  the  nail 
on  the  head  with  this  remark:  “If  the  Japanese 

are  looking  for  a quinine  substitute  it’s  a sure  sign 
they  don’t  feel  at  ease.  They  must  have  a definite 
premonition  that  pretty  soon  they  will  be  thrown 
out  of  their  present  holdings.” 


When  a state  fails  to  provide  sufficient  beds  for 
tuberculosis  patients  it  is  committed  to  a plan  that  is 
wasteful,  ineffective,  and,  in  the  . long  run, 
costly. 

Tuberculosis  is  curtailed  bu,t  little,  if  at  all,  by 
treating  only  a small  percentage  of  the  patients  and 
leaving  many  open  cases  ip  the  community  to  sow 
the  seed  for  another  crop  of  victims  who  in  their 
turn  will  be  needing  care.  If  we  adrpit  only  the  ad- 
vanced cases  to  give  them  terminal  care,  we  leg.ve 


in  the  homes  the  hopeful  cases  until  they  in  turn  need 
terminal  care.  Halfway  measures  will  not  exter- 
minate tuberculosis.  A sanatorium  bed  should  be 
available  for  every  case  of  active  tuberculosis  re- 
gardless of  tiie  stage  of  the  disease.  Treatment 
tljat  will  benefit  the.  patient  and  also  serve  to  shield 
others  by  protecting  them  from  infection  is  the  real 
objective  of  case  findirg. — From  The  Modern  At- 
tack on  T.B. , by  Henry  D.  Chadwick,  M.D.,  and 
Alton  S.  Pope,  M.D. 
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Introduction  to  Physiological  and  Pathological 
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Reaction  to  Injury.  Pathology  for  Students  of 
Disease  Based  on  the  Functional  and  Morphological 
Responses  of  Tissues  to  Injurious  Agents.  By 

Wiley  D.  Forbus,  M.D.  Quarto  of  797  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1943.  Cloth,  $9.00. 

Internal  Medicine  in  General  Practice.  By 

Robert  Pratt  McCombs,  Lt.,  MC,  USNR.  Octavo 
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Personal  and  Community  Health.  By  C.  E. 
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Co.,  1943.  Cloth,  $3.50. 
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Biological  Symposia.  A series  of  Volumes  De- 
voted to  Current  Symposia  in  the  Field  of  Biology. 
Edited  by  Jaques  Cattell.  Volume  X,  “Frontiers 
in  Cytochemistry.”  Octavo  of  334  pages,  illus- 
trated. Lancaster,  Jaques  Cattell  Press,  1943. 
Cloth,  $3.50. 

The  Biochemistry  of  Malignant  Tumors.  By 

Kurt  Stern,  M.D.,  and  Robert  Willheim,  M.D. 
Octavo  of  951  pages.  Brooklyn,  Chemical  Pub- 
lishing Co.,  Inc.,  1943.  Cloth,  $12. 

The  Nature  and  Treatment  of  Mental  Disorders. 

By  Dom  Thomas  Verner  Moore,  M.D.  Octavo  of 
312  pages.  New  York,  Grune  & Stratton,  1943. 
Cloth,  $4.00. 


Clinical  Laboratory  Methods  and  Diagnosis.  A 
Textbook  on  Laboratory  Procedures  with  Their 
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A Textbook  of  Medicine.  Edited  by  Russell  L. 
Cecil,  M.D.  Associate  Editor  for  Diseases  of  the 
Nervous  System,  Foster  Kennedy,  M.D.  Sixth 
edition,  revised  and  entirely  reset.  Quarto  of  1,565 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Co.,  1943.  Cloth,  $9.50. 

The  Psychiatric  Novels  of  Oliver  Wendell  Holmes. 

Abridgement,  introduction  and  annotations  by 
Clarence  P.  Oberndorf,  M.D.  Octavo  of  268  pages. 
New  York,  Columbia  University  Press,  1943. 
Cloth,  $3.00. 

Clinical  Audiometry.  By  C.  C.  Bunch,  Ph.D. 
Octavo  of  186  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1943.  Cloth,  $4.00. 

Principles  and  Practice  of  Rehabilitation.  By 
John  E.  Davis,  M.A.,  Sc.D.  Octavo  of  211  pages. 
New  York,  A.  S.  Barnes  & Co.,  Inc.,  1943.  Cloth, 
$3.00. 

Experimental  Biochemistry.  By  George  D. 
Wessinger,  M.S.,  Ph.D.  Octavo  of  108  pages, 
illustrated.  St.  Louis,  C.  V.  Mosby  Co.,  1943. 
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REVIEWED 


Nervousness,  Indigestion  and  Pain.  By  Walter 

C.  Alvarez,  M.D.  Octavo  of  488  pages.  New 
York,  Paul  B.  Hoeber,  Inc.,  1943.  Cloth,  $5.00. 

Dr.  Alvarez  of  the  Mayo  Clinic  has  had  vast  ex- 
perience in  handling  the  nervous  patient.  During 
this  time  he  has  been  a keen  student  of  human  be- 
havior and  a sympathetic  adviser.  In  this  splendid 
volume  on  nervousness,  indigestion,  and  pain,  he 
summarizes  his  medical  philosophy.  It  is  replete 
with  uncommonly  good  sense. 

The  sections  on  history-taking  are  extremely  good. 
Tact  and  proper  approach  are  stressed.  Again  Dr. 
Alvarez  points  out  that  a careful  survey  must  first 
be  made  to  rule  out  organic  disease.  There  is  some 
fine  advice  on  psychotherapy  in  its  simple  forms. 


Gastrointestinal  neurosis  is  the  subject  of  many 
useful  pages. 

Common  complaints  like  constipation  and  in- 
somnia are  covered  in  complete  chapters.  Migraine 
and  nonmigraine  headaches  are  reviewed  carefully, 
while  intestinal  allergy  is  given  a fair  appraisal. 

A much-needed  discussion  of  pseudoappendicitis, 
pseudoulcer,  and  pseudocholecystitis  will  be  found 
in  about  twenty  interesting  pages. 

Finally,  a chapter  of  about  fifty  pages  is  given  over 
to  the  treatment  of  nervous  or  maladjusted  indi- 
viduals. 

This  book  is  a magnificent  contribution  which 
should  be  read  by  all  physicians. 

A.  M.  Babey 
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Nutrition  and  Diet  in  Health  and  Disease.  By- 

James  S.  McLester,  M.D.  Fourth  edition,  thor- 
oughly revised.  Octavo  of  849  pages.  Philadel- 
phia, W.  B.  Saunders  Co.,  1943.  Cloth,  $8.00. 

The  fouth  edition  of  this  valuable  textbook  has 
just  appeared.  It  is  one  of  the  most  comprehensive 
books  on  diet  therapy  available  in  the  English 
language.  Every  disease  requiring  diet  manage- 
ment is  discussed  briefly,  and  the  therapeutic  aspects 
of  the  diet  are  presented  in  practical  detail.  The  list 
of  foods  and  analyses  are  up  to  date  and  obtained 
from  most  reliable  sources.  Each  chapter  has  a 
good  bibliography. 

The  book  reads  well  and  can  be  recommended  to 
the  practicing  physician. 

William  S.  Collens 

Human  Neuroanatomy.  By  Oliver  S.  Strong  and 
Adolph  Elwyn.  Octavo  of  417  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1943.  Cloth, 
$6.00. 

In  the  mere  383  pages  and  320  illustrations  in  this 
book  the  authors  have  compressed  a wealth  of  salient 
neuro-anatomic  data. 

The  book  follows  the  conventional  mode  of  factual 
presentation  dealing  with  (1)  general  neuro-embry- 
ology,  (2)  cellular  components,  (3)  peripheral  nerves, 
(4)  the  spinal  cord  and  brain  stem,  and  (5)  the 
cerebrum  and  cerebellum. 

The  anatomy  of  the  autonomic  nervous  system 
and  complicated  fiber  connections  of  the  interbrain 
are  especially  well  elucidated. 

The  book  is  succinctly  written;  its  illustrations 
are  excellent.  A long  bibliography  is  included  for 
further  study.  The  book  can  be  recommended  with- 
out reservation. 

Theodore  Meltzer 

The  Genealogy  of  Gynaecology.  By  James  V. 
Ricci,  M.D.  Octavo  of  578  pages,  illustrated. 
Philadelphia,  Blakiston  Co.,  1943.  Cloth,  $8.50. 

Whether  for  reference  or  just  for  the  joy  of  read- 
ing, Ricci’s  book  is  a delight.  Since  it  fills  a great 
need,  obstetricians  and  gynecologists  will  welcome 
the  volume.  It  is  more  than  a collection  of  names 
and  data;  the  vast  expanse  of  history  is  deftly  and 
brilliantly  outlined  as  well.  The  book  is  a mine  of 
information  on  the  names  of  those  first  to  use 
common  terms  like  linea  alba,  vagina,  uterus,  and 
pelvis.  A scholarly  and  distinguished  volume. 

Charles  A.  Gordon 

Clinical  Significance  of  the  Blood  in  Tuberculosis. 

By  Gulli  Lindh  Muller,  M.D.  Octavo  of  516  pages. 
New  York,  Commonwealth  Fund,  1943.  Cloth, 
$3.50. 

This  book  represents  an  exhaustive  study  of 
hematology  as  it  applies  to  clinical  pulmonary  tuber- 
culosis. Not  only  are  all  the  facts  presented  but  the 
historical  evolution  of  the  various  studies  entering 
into  the  subject  are  minutely  discussed  and  docu- 
mented. While  much  of  the  subject  matter  seems 
repetitious,  there  is  no  denying  its  thoroughness. 
The  work  should  prove  of  value  to  students  of 
hematology  and  of  clinical  pulmonary  tuberculosis. 

Foster  Murray 

A Manual  of  Clinical  Therapeutics:  A Guide  for 

Students  and  Practitioners.  By  Windsor  C.  Cut- 


ting, M.D.  Duodecimo  of  609  pages.  Philadelphia, 
W.  B.  Saunders  Co.,  1943.  Cloth,  $4.00. 

The  information  supplied  in  this  manual  is  con- 
cise and  clearly  presented.  Therapy  of  the  various 
diseases  is  described  in  outline  form,  yet  completely. 
The  subject  matter  seems  to  be  accurate,  and  it  ap- 
pears that  the  author  culled  his  material  from  very 
reliable  sources. 

The  reviewer  recommends  this  book  as  a ready 
reference  to  all  practicing  physicians. 

C.  Solomon 

Skin  Grafting  of  Burns.  By  James  Barrett 
Brown,  M.D.,  and  Frank  McDowell,  M.D.  Octavo 
of  204  pages,  illustrated.  Philadelphia,  J.  B.  Lip-  j 
pincott  Co.,  1943.  Cloth,  $5.00. 

This  single  volume  with  photographs  and  illus- 
trations is  a concise  and  complete  description  of  j 
the  authors’  experience  in  the  use  of  the  various  skin  i 
grafts,  as  applied  in  extensive  bums.  The  early  I 
care  of  burns  is  carefully  described,  and  the  various  | 
methods  of  handling  the  different  stages  are  clearly 
set  forth. 

One  case  is  described  in  detail  in  which  26  homo-  I 
grafts  by  26  different  donors  were  used  as  emergency 
dressings  before  the  permanent  autografts  were  done. 

It  is  interesting  to  note  that  the  homografts  lasted  | 
from  three  to  ten  weeks. 

During  these  times  of  war  and  civil  disruptions,  j 
of  unexplained  explosions,  of  burns  and  injuries 
caused  by  our  mechanized  life,  a book  like  this, 
based  upon  a very  large  personal  experience,  is 
timeljL  It  is  recommended  to  all  surgeons  who  may 
be  called  upon  to  care  for  severe  burns  and  their  1 
more  serious  later  contraction  deformities. 

Merrill  N.  Foote 

Whooping  Cough.  By  Joseph  H.  Lapin,  M.D. 
Octavo  of  238  pages,  illustrated.  Springfield,  111. 
Charles  C Thomas,  1943.  Cloth,  $4.50. 

A reawakening  of  interest  in  whooping  cough 
has  occurred  in  the  past  decade  as  a result  of  the 
advances  made  in  the  study  of  its  causation,  pathol- 
ogy, prophylaxis,  and  therapy.  As  a public  health 
problem  the  malady  is  receiving  proper  recognition 
as  the  most  serious  of  the  contagious  diseases  of 
childhood  in  the  morbidity  and  mortality  that  it 
causes. 

It  is,  therefore,  most  timely  to  have  a book  de- 
voted to  the  subject  of  whooping  cough.  Dr. 
Lapin’s  monograph  is  not  only  a suitable  descrip- 
tive text  but  it  contains  an  adequate,  up-to-date 
digest  of  all  phases  of  the  literature.  The  litera- 
ture has  been  carefully  selected  and  is  well  presented. 
The  volume  is  written  in  an  interesting  style;  the 
plan  followed  is  most  appropriate,  and  the  subject 
material  is  most  informative.  This  is  a Thomas 
book  and  as  such  is  artistic  in  its  printing  and  bind- 
ing. 

Joseph  C.  Regan 

Injuries  of  the  Skull,  Brain  and  Spinal  Cord. 

Edited  by  Samuel  Brock,  M.D.  Second  edition. 
Octavo  of  616  pages,  illustrated.  Baltimore,  Wil- 
liams & Wilkins  Co.,  1943.  Cloth,  $7.00. 

The  desirability  of  a second  edition  of  this  work 
at  this  time  is  occasioned  by  the  lessons  learned  so 
far  in  the  treatment  of  head  injuries  in  World  Wax 
II,  by  the  results  in  the  treatment  of  infections  with 
the  sulfa  drugs,  and  by  the  accumulated  experiences 
with  electroencephalography  in  head  injuries. 

[Continued  on  page  2446] 
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children. 


Supplied  in  enteric 
coated  tablets  of  0.25  Gm. 
each,  sanitaped,  in  packages 
of  120,  500  and  1000. 


Reg.  U.  S.  Pat.  Off.  (Methenamine  Mandelate) 


Please  send  me  literature  and  a physician’s 
sample  of  Mandelamine. 

City State 


NEPERA  CHEMICAL  CO.  INC. 


Manufacturing  Chemists 


YONKERS  2.  New  York 
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Therefore  a chapter  on  electroencephalography  has 
been  added.  The  chapters  on  gunshot  wounds 
and  infections  in  particular,  and  other  chapters  in 
general,  have  been  brought  into  line  with  present- 
day  thoughts.  These  changes  keep  the  book  in  the 
forefront  as  an  authoritative  guide  in  its  field. 

Ira  Cohen 

Textbook  of  Pharmacognosy.  By  Heber  W. 
Youngken.  Fifth  edition.  Octavo  of  1038  pages, 
illustrated.  Philadelphia,  The  Blakiston  Company, 
1943.  Cloth,  $7.50. 

The  author  defines  pharmacognosy  as  “the  science 
that  treats  of  the  history,  production,  commerce, 
collection,  selection,  identification,  valuation,  pre- 
servation, and  use  of  drugs  and  other  economic 
materials  of  plant  and  animal  origin.”  It  is  quite 
obvious  that  the  practicing  physician  has  virtually 
nothing  to  do  with,  and  therefore  has  no  interest  in, 
this  subject.  Textbooks  on  pharmacology  supply 
the  little  information  along  these  lines  that  might 
be  of  value  to  the  physician  who  prescribes  drugs. 
It  is  essentially  a book  for  students  of  pharmacy, 
drug  analysts,  and  collectors  of  crude  drugs. 

C.  Solomon 

Clinical  Parasitology.  By  Charles  F.  Craig,  M.D., 
and  Ernest  C.  Faust,  M.D.  Third  edition,  thor- 
oughly revised.  Octavo  of  767  pages,  illustrated 
with  284  engravings  and  4 colored  plates.  Phila- 
delphia, Lea  & Febiger,  1943.  Cloth,  $9.00. 

In  making  available  a third  edition  of  Clinical 
Parasitology  the  authors  and  publishers  have  per- 
formed a valuable  service  for  all  who  require  authori- 
tative information  concerning  the  animal  parasites 
of  man  and  the  diseases  to  which  they  give  rise. 
The  geographic  distribution,  biology,  life  cycles, 
and  host  relationships  of  the  parasites  are  presented 
clearly  and  in  detail;  pathology,  symptomatology, 
diagnosis,  and  treatment  of  the  resulting  diseases 
are  admirably  handled.  One-fourth  of  the  book  is 
devoted  to  a consideration  of  the  arthropods  of 
medical  importance. 

The  text  is  liberally  illustrated  with  drawings, 
photographs,  and  maps;  synoptic  tables  on  diagno- 
sis, recommended  treatment,  and  teaching  aids  are 
provided.  An  excellent  technical  appendix  contains 
detailed  descriptions  of  diagnostic  procedures. 
Although  designed  primarily  as  a text  for  medical 
and  graduate  students,  the  thorough  and  scholarly 
treatment  of  the  material  renders  the  book  invalu- 
able for  reference. 

Elberton  J.  Tiffany 

Allergy.  By  Erich  Urbach,  M.D.,  with  the  col- 
laboration of  Philip  M.  Gottlieb,  M.D.  Octavo 
of  1,073  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1943.  Cloth,  $12. 

If  another  treatise  on  allergy  were  needed  at  this 
time,  which  is  doubtful,  this  volume  would  be  wel- 
come. It  is  a scholarly  exposition  of  the  subject, 
presenting  all  the  phases  of  allergy,  together  with 
diagnostic  procedures  and  treatments.  The  prin- 
ciples of  allergy,  which  are  still  in  the  twilight  zone 
of  knowledge,  are  discussed  at  length  and  may 
confuse  the  general  reader.  The  allergist  may  or 
may  not  agree  with  the  author’s  concepts. 

The  section  on  skin  allergy  is  especially  good;  the 
illustrations  are  excellent.  The  bibliography  is  ex- 
tensive; 2,202  citations  appear.  The  book  may  be 
highly  recommended,  especially  to  allergists. 

George  A.  Merrill 


Physiological  Principles  in  Treatment.  By  Sir 
Walter  Langdon-Brown  and  Reginald  Hilton. 
Eighth  edition.  Octavo  of  323  pages.  Baltimore, 
Williams  & Wilkins  Co.,  1943.  Cloth,  $3.50. 

The  great  fault  of  most  books  on  therapy  is  that 
they  discuss  therapy  and  little  else.  Usually  noth- 
ing is  said  about  the  reasons  for  therapy  or  the 
physiologic  disorders  at  which  medication  is  aimed. 
This  little  volume  by  Langdon-Brown  and  Hilton 
deserves  praise  for  its  effort  to  present  fundamental 
facts  and  fundamental  physiology  as  related  to  the 
use  of  drugs  and  other  therapy.  It  tries  to  explain 
why  certain  procedures  are  advisable  or  inadvisable. 
Many  helpful  facts  are  presented.  The  volume  is 
sound  and  conservative. 

A.  Babey 

Synopsis  of  Diseases  of  the  Skin.  By  Richard  L. 
Sutton,  M.D.,  and  Richard  L.  Sutton,  Jr.,  M.D. 
Duodecimo  of  481  pages,  illustrated.  St.  Louis, 
C.  V.  Mosby  Company,  1943.  Cloth,  $5.50. 

This  small  book  is  truly  a synopsis  of  the  author’s 
excellent  text  on  dermatology  and  will  prove  to  be  a 
most  adequate,  helpful  handbook  for  those  who 
want  a ready  reference  for  skin  diseases. 

The  first  fifty-five  pages  of  text  are  devoted  to 
anatomy,  physiology,  chemistry,  etiology,  etc., 
and  are  extremely  valuable,  for  all  that  is  new  in 
the  subject  has  been  included  therein.  The  tabula- 
tions of  anaphylaxis  and  human  allergy  are  excellent; 
the  page  on  regional  distribution  of  common  derma- 
toses is  extremely  helpful  to  the  uninitiated. 

All  of  the  usual  dermatoses  are  listed,  described, 
and  discussed  briefly  with  correct  treatment  indi- 
cated. Many  things  stand  out  as  highlights  in  this 
book,  among  them  the  discussion  on  contact  derma- 
toses, industrial  dermatoses,  and  infantile  atopic 
dermatitis.  Several  pages  are  given  over  to  out- 
lining eruptions  due  to  drugs. 

There  is  a wealth  of  excellent  photographs,  many 
more  than  the  usual  number  for  so  small  a book. 

The  reviewer  heartily  recommends  this  book 
to  the  student  and  the  general  practitioner. 

E.  Almore  Gauvain 

Sex  Fulfillment  in  Marriage.  By  Ernest  R. 
Groves,  Gladys  H.  Groves,  and  Catherine  Groves. 
Octavo  of  319  pages.  New  York,  Emerson  Books, 
Inc.,  1942.  Cloth,  $3.00. 

This  book  presents  in  clear,  non-technical  lan- 
guage and  without  a hint  of  prudery  an  excellent 
guide  to  the  solution  of  the  common  physical  and 
psychologic  problems  which  so  often  prevent  sex 
fulfillment  in  marriage  in  the  culture  of  our  times. 

By  an  avoidance  of  the  spicy  material  from  ab- 
normal psychology  which  so  often  enlivens  the  pages 
of  books  intended  as  “marriage  guides”  and  by  em- 
phasis on  the  “normal”  problems  of  “normal” 
people,  the  authors  have  provided  what  should  be 
one  of  the  most  useful  books  of  its  kind  for  both  the 
physician  and  the  layman. 

Arthur  Shapiro 

Diagnosis  of  Uterine  Cancer  by  the  Vaginal 
Smear.  By  George  N.  Papanicolaou,  M.D.,  and 
Herbert  F.  Traut,  M.D.  Quarto  of  46  pages,  illus- 
trated by  color  plates.  New  York,  Commonwealth 
Fund,  1943.  Cloth,  $5.00. 

The  authors  present  a new  simple  technique  for 
the  early  recognition  of  carcinoma  of  the  uterus. 
Routine  vaginal  smears  are  prepared  and  studied 
[Continued  on  page  2448] 
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. . . they  still  are  women 


Whatever  part  in  the  war  effort  women 
elect  for  themselves,  they  still  face  certain 
physiologic  upsets  peculiar  to  their  sex.  Many 
of  these  gynecologic  disorders  are  referable 
to  ovarian  or  hypophyseal  dysfunction. 

Where  estrogenic  hormone  is  indicated, 
most  economical  specific  therapy  is  obtained 
by  oral  administration  of  diethylstilbestrol, 
generally  in  total  daily  dosage  of  one  milli- 
gram and  often  less. 

For  physicians  who  prefer  natural  estro- 
genic substance,  Amniotin  is  available  in  dos- 
age forms  for  oral,  hypodermic  and  intrava- 
ginal  administration. 

E.  R.  Squibb  & Sons  has  a most  extensive 
line  of  Council- Accepted  endocrine  products. 
Much  that  is  known  of  modern  endocrine 


therapy  was  learned  through  the  cooperative 
studies  with  leading  independent  endocrinol- 
ogists which  the  Squibb  Laboratories  made 
possible. 

When  estrogens  are  needed  why  not  specify 
Amniotin  or  Diethylstilbestrol  Squibb? 

For  literature  address  the  Professional  Service 

Dept.,  745  Fifth  Ave.,  New  York  22,  N.  Y. 

★ BUY  MORE  WAR  BONDS  ★ 


ER:  Squibb  SlSons 

Manufacturing  Chemists  to  the  Medical  Profession  Since  1858 
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for  the  presence  of  malignant  cells.  The  cytologic 
characteristics  of  benign  as  well  as  malignant 
cells  that  may  be  found  in  vaginal  smears  are  illus- 
trated in  detail  in  eleven  colored  plates  of  drawings 
and  photomicrographs.  This  atlas  should  stimulate 
interest  and  give  valuable  assistance  in  the  use  of  this 
technique. 

Alexander  H.  Rosenthal 


Tables  of  Food  Values.  By  Alice  V.  Bradley, 
M.S.  Quarto  of  224  pages.  Peoria,  111.,  The 
Manual  Arts  Press,  1942.  Cloth,  $3.50. 

Almost  everything  that  persons  who  are  planning 
diets  for  ordinary  purposes  would  want  to  know 
about  food  value  is  contained  in  the  two  main  tables 
which  comprise  this  book.  The  first  lists  the  food 
values  in  terms  of  clearly  defined  average  portions. 
The  second  gives  the  food  values  in  terms  of  one- 
hundred  gram  portions. 

The  main  part  of  the  book  is  preceded  by  a 
simple  explanation  of  each  food  component  and 
succinct  advice  on  diet  calculation  and  menu  plan- 
ning. The  format  of  the  book  is  excellent.  It  is  a 
simple  matter  to  find  one’s  way  about  these  exten- 
sive and  intensive  tables. 

Ethel  Plotz  Berman 


An  Atlas  of  the  Basal  Ganglia,  Brain  Stem  and 
Spinal  Cord.  By  Henry  Alsop  Riley,  M.D.  Oc- 
tavo of  708  pages,  illustrated.  Baltimore,  Williams 
& Wilkins  Co.,  1943.  Cloth,  $13.50. 

This  is  the  type  of  volume  for  which  teachers  and 
students  have  long  waited.  It  fills  in  the  gap  that 
has  made  difficult  the  visualization  of  microscopic 
structures  with  macroscopic  functions,  and  makes 
easier  an  understanding  of  their  spatial  relationship. 
This  has  been  an  obstacle  in  the  past,  unless  one  were 
a student  of  the  subject;  to  others,  evident  only 
after  painstaking  scrutiny  of  illustrations  and  cor- 
relation with  the  anatomic  specimen.  The  numer- 
ous large  size  photographs  of  serial  sections,  in  both 
the  horizontal  and  sagittal  planes  make  such  a study 
simpler,  and  should  prove  a valuable  aid  to  every 
physician  who  feels  lost  when  discussing  anatomy 
and  physiology  of  the  nervous  system  in  his  clinical 
practice. 

A.  M.  Rabiner 


A Synopsis  of  Clinical  Syphilis.  By  James  Kirby 
Howies,  M.D.  Duodecimo  of  671  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1943.  Cloth,  $6.00. 

This  book  is,  as  the  title  indicates,  a brief  but 
complete  coverage  of  the  whole  field  of  syphilis. 
The  first  nine  chapters  are  devoted  to  the  general 
considerations  of  syphilis,  the  next  eleven  chapters 
cover  symptoms  and  regional  syphilis,  and  the  last 
four  chapters  are  used  to  discuss  the  familiar  and 
public-health  aspects  of  syphilis. 

The  book  contains  586  pages  of  reasonably  small 
print,  so  that  it  may  be  seen  that  there  is  ample 
coverage  of  most  aspects  of  the  subject.  This 
book  will  give  the  information  necessary  to  diagnose, 
understand,  and  intelligently  treat  syphilis,  unless 
one  is  particularly  interested  in  some  minute  detail 
of  some  phase  of  the  subject.  On  the  whole,  it  is  a 
satisfactory  book  which  accomplishes  its  purpose  in 
a thorough  manner. 

J.  C.  Graham 


Surgical  Care.  A Handbook  of  Pre-  and  Post- 
Operative  Treatment  By  R.  W.  Raven.  Duo- 
decimo of  271  pages,  illustrated.  Baltimore,  Wil- 
liams & Wilkins  Co.,  1942. 

This  small  handbook  deals  with  the  whole  subject 
of  pre-  and  postoperative  treatment  in  a rather 
brief  manner,  including  illustrations. 

The  author’s  idea  was  to  present  a handbook  for 
ready  reference.  He  has  covered  the  field  exception- 
ally well  without  including  all  the  minute  details  one 
would  expect  to  note  in  dealing  with  various  opera- 
tive conditions. 

Ralph  F.  Harloe 

Gastro-Enterology.  By  Henry  L.  Bockus,  M.D. 
Vol.  1,  The  Esophagus  and  Stomach.  Octavo  of  831 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Co.,  1943.  Three  volumes  to  be  published.  Price  of 
set,  $35. 

This  book  is  the  first  of  a series  of  three  volumes 
which  will  cover  the  entire  subject  of  gastroenter- 
ology. If  we  take  this  first  volume  as  a sample,  the 
complete  work  will  not  only  be  the  most  complete 
and  authoritative  work  on  gastroenterology  yet 
published,  but  will  be  an  outstanding  contribution 
to  medical  literature  as  a whole.  The  arrangement 
of  the  material  is  logical  and  understandable;  the 
illustrations  are  simple  and  clear;  the  text  is  written 
largely  in  the  first  person,  which  makes,  it  interesting 
and  convincing.  The  whole  work  is  the  culmination 
of  the  author’s  many  years  of  experience  in  post- 
graduate teaching  of  gastroenterology,  during 
which  he  has  learned  the  futility  of  teaching  generali- 
ties. This  book  has  the  rare  advantage  of  being  not 
only  complete  but  practical. 

A.  F.  R.  Andresen 

Handbook  of  Tropical  Medicine.  By  Alfred  C. 
Reed,  M.D.,  and  J.  C.  Geiger,  M.D.  16  mo.  188 
pages.  California,  Stanford  University  Press,  1943. 
Paper,  $1.50. 

This  volume  is  designed  as  a pocket  handbook 
synopsis  of  tropical  diseases,  purporting  to  cover  the 
more  important  protozoan,  helminthic,  spirochetal, 
rickettsial,  and  virus  diseases  of  the  tropics,  as  well 
as  bacillar}"  dysentery,  cholera,  plague,  diseases  of 
the  skin,  nutritional  disorders,  and  disorders  due 
to  excessive  heat.  There  are  no  illustrations.  Ame- 
biasis and  malaria  are  fairly  well  handled.  Dis- 
cussion of  the  pathology,  pathogenesis,  and  the 
nature  of  the  disease  is  omitted  in  the  consideration 
of  the  helminthic  infections.  This  work  would 
appear  to  be  of  limited  value  to  either  the  experi- 
enced physician  or  the  novice. 

Elberton  J.  Tiffany 

Health  and  Physical  Fitness.  By  I.  H.  Gold- 

berger,  M.D.,  and  Grace  T.  Hallock.  Octavo  of  595 
pages,  illustrated.  Boston,  Ginn  & Co.,  1943.  Cloth, 
$1.92. 

The  authors,  both  of  whom  are  active  in  the  field 
of  health  education  in  New  York  City,  have  written 
this  book  “to  help  American  youth  to  be  strong  and 
healthy  in  body,  sound  in  mind,  firm  and  zealous  in 
morale,  and  well  balanced  in  personality.” 

This  book  is  logically  arranged  in  four  parts,  each 
subdivided  into  chapters  which  they  call  “units.” 
The  first  part  deals  with  the  anatomic  and  physi- 
ologic equipment  of  the  individual,  while  the  second 
part  describes  his  mental  setup  or  personality. 
Next,  the  desirable  health  conditions  of  an  environ- 
[ Continued  on  page  2450) 
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FRONT  AND  CENTER  IN  THE  FOOD  PICTURE 


'COOD  has  become  a major  concern.  Is 
America  to  fare  well  or  badly?  Is  good 
nutrition  out  for  the  duration?  Will  pa- 
tients be  able  to  obtain  readily  the  foods 
you  prescribe? 

Bread  as  it  stands  today  gives  an  answer. 
For  it  is  a finer  food  today  than  it  has  ever 
been  before.  It  is  plentiful.  It  is  inexpen- 
sive. 

Even  those  who  used  to  find  fault  with 
white  bread  now  praise  it. 

The  government  sets  bread  up  in  one  of 
the  basic  seven  food  groups  which  should 
be  eaten  every  day. 

Why?  Because  modern  enriched  white 
bread  is  a storehouse  of  food -energy 
and  stepped-up  nutritional  values. 

Because  it  contains  abundant  carbo- 


hydrates to  be  turned  into  energy  so 
necessary  these  busy  days. 

Because  it  provides  important  amounts 
of  thiamin,  riboflavin,  niacin,  important 
elements  of  the  vitamin  B complex. 

Because  it  contains  calcium  and  iron. 

Because  it  provides  protein  — with  a good 
supply  of  threonine,  an  amino-acid  most 
recently  proved  essential  to  life  and 
growth.  In  fact,  the  threonine  content  of 
bread  compares  favorably  with  that  of 
those  excellent  protein  foods,  meat  and 
milk. 

This  is  why  bread  is  so  important  in 
the  present-day  food  picture.  It  is 
why  bread  may  be  prescribed  and  recom- 
mended with  full  assurance  that 
more  than  ever  it  is  basic  in  every 
normal  diet. 


Bread  is  fame 

with  meals  . . . and  in  meals 

FLEISCH  MANN  1868-1943  — 75  YEARS  OF  GOOD  YEAST  FOR  GOOD  BREAD 
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mental  or  community  nature  are  discussed.  The 
book  ends  by  pointing  out  some  of  the  future  prob- 
lems which  youth  must  be  prepared  to  meet,  such 
as  choosing  a career,  the  care  of  the  child,  and  the 
conquest  of  disease. 

Questions  appended  to  each  chapter  enable  the 
student  to  check  his  knowledge  gained  from  the 
subject  matter. 

Alfred  E.  Shipley 

Clinical  Diagnosis  by  Laboratory  Examinations. 

By  John  Kolmer,  M.D.  Octavo  of  1,239  pages, 
illustrated.  New  York,  D.  Appleton-Century  Co., 
1943.  Cloth,  $8.00. 

Clinical  Diagnosis  by  Laboratory  Examinations 
by  John  A.  Kolmer  should  prove  to  be  a notable 
contribution  to  medical  literature  and  of  continuous 
use  to  the  clinician.  It  is  written  along  a new  line, 
presenting  laboratory  information  to  the  physician 
from  his,  rather  than  from  the  laboratory’s,  point 
of  view. 

The  first  part  is  devoted  to  the  clinical  interpre- 
tations of  laboratory  examinations,  in  which  the 
results  of  the  tests  are  grouped  and  discussed  first 
from  the  normal  and  then  from  the  abnormal 
aspect.  Tables  are  included  which  at  a glance  re- 
veal the  implications  reflected  by  deviations  from 
known  standards.  This  in  particular  should  prove 
of  great  value  to  the  busy  clinician,  especially  the 
general  practitioner. 

In  Part  II,  under  the  subject  of  practical  applica- 
tions of  laboratory  examination  in  clinical  diagnosis, 
the  various  diseases  are  grouped  together  with  the 
laboratory  examinations  indicated  in  each,  and  a 
discussion  of  the  significance  of  the  results  of  each 
test. 

In  Part  III  the  technic  of  laboratory  examinations 
is  described  succinctly,  clearly,  and  adequately. 

This  book  should  find  its  place  on  the  desk  of 
almost  every  physician,  be  he  a specialist  or  general 
practitioner,  since  it  contains  all  the  information  not, 
as  a rule,  readily  available  at  a moment’s  notice, 
relative  to  the  significance  of  laboratory  reports, 
the  indications  of  tests  in  specific  diseases,  and  the 


technic  of  doing  the  tests,  especially  if  they  are  to  be 
done  in  the  physician’s  office.  The  author  is  to  be 
congratulated  on  having  nurtured  the  seed  of  a 
valuable  practical  idea  to  complete  fruition. 

Max  Lederer 

Manual  of  Fractures.  Treatment  by  External 
Skeletal  Fixation.  By  C.  M.  Shaar,  M.D.,  and 
Frank  P.  Kreuz,  Jr.,  M.D.  Octavo  of  300  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Co., 
1943.  Cloth,  $3.00. 

This  book  on  fractures  presents  the  subject  en- 
tirely with  the  idea  of  popularizing  the  treatment 
with  external  skeletal  fixation. 

The  authors  report  157  cases  treated  successfully 
by  this  method,  citing  the  advantages  over  the 
standard  methods,  especially  under  difficulties 
encountered  in  the  naval  and  military  services  in 
wartime.  It  is  significant  that  this  method  permits 
motion  in  the  adjoining  joints. 

It  should  be  of  special  value  in  the  treatment  of 
compound  and  comminuted  fractures,  and  also  in 
fractures  at  or  near  joints,  where  prolonged  im- 
mobilization would  tend  to  result  in  permanently 
stiff  joints. 

A comparative  study  by  a number  of  surgeons  in 
civilian  life  should  determine  the  true  value  of  this 
treatment,  its  advantages  and  disadvantages. 

N.  H.  Rachlin 

The  Medical  Clinics  of  North  America.  July 
1943  (Mayo  Clinic  Number).  Octavo.  Illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1943.  Published 
bi-monthly  (six  numbers  a year).  Cloth,  $16 
net;  paper,  $12  net. 

A number  of  timely  topics  are  carried  in  this 
number  of  the  clinics,  which  is  devoted  exclusively 
to  physical  therapy.  The  more  important  ones 
are  on  the  Kenny  treatment  for  poliomyelitis, 
therapy  of  vascular  diseases  by  Allen,  backache, 
nerve  and  spinal  injuries  in  wartime.  Hypothermia 
in  military  practice  is  covered  briefly  by  Lieutenant 
Fralick. 

A.  M.  Babey 


HEPVISC  IN  HYPERTENSION 


LOWERS  HIGH  BLOOD  PRESSURE 

Relieves  Hypertensive  Symptoms  • Prolongs  Hypotensive  Action 

Each  tablet  contains  a synergistic  combination  of  20  mg. 
Viscum  album,  60  mg.  desiccated  hepatic  substance  and  60  mg. 
desiccated  insulin-free  pancreatic  substance. 

Dosage  1-2  tablets  t.i.d.  Sample  on  request 

Available  in  bottles  of  50,  500  and  1,000  tablets. 

ANGLO-FRENCH  LABORATORIES,  INC. 

75  VARICK  STREET,  NEW  YORK,  N.  Y. 
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Research  has  shown  that  vitamins  B and  C appear  to 
work  as  a team  in  effecting  beneficial  changes  in  cellular 
physiology.  This  was  clinically  manifested  by  improve- 
ment in  pathology  of  the  upper  respiratory  mucosa  and 
the  retina  when  the  two  vitamins  were  given  together. 
When  only  one  was  used,  this 
favorable  reaction  did  not  occur. 

Vitamin  “B”  Soluble  (Walker)  is 
derived  from  brewers  yeast — its 
potency  increased  so  that  three  cap- 
sules meet  the  minimum  daily  re- 
quirements for  vitamin  B factors 
recommended  by  the  U.  S.  Govern- 
ment. 

Professional  samples  sent  on  request 
to  Myron  L.  Walker  Co.  Inc., 

Mount  Vernon,  New  York. 

VITAMIN  “B  SOLUBLE 

(WALKER) 


ANOTHER  REASON  FOR 


Samples  on  request. 

Ul  * 


L 1 

\_ss£)^2uj-eA--^ 

\y// Chi/c/ren's  Si:rengt/i 

The  same  clinically-proven  formula*  supplied  for  treat- 
ment of  Bronchial  Asthma  and  certain  other  allergies 
in  adult  cases,  is  now  available  in  a milder  potency  for 
children. 

Supplied  in  capsules  only  for  children — each  capsule  con- 
tains M/2  grs.  of  Theophylline  Sodium  Acetate,  !/*  gr.  of 
Ephedrine  Sulfate  and  ^4  gr.  of  Phenobarbitol  Sodium. 
Available  on  prescription  only  in  bottles  of  100  capsules. 

*A  New  Type  of  Medication  to  be  used  in  Bronchial  Asthma  and 
other  Allergic  Conditions. — New  Eng.  J.  Med.  223:843-846,  1940. 


BREWER  & COMPANY,  INC.  Worcester 

Pharmaceutical  Chemists  Since  1852  Massachusetts 
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SIMILAC  is  cow’s  milk  completely  modified  by  laboratory 
methods.  The  fat  is  well  suited  to  the  infant’s  requirements. 
The  protein  is  easily  digestible  (zero  curd  tension).  The 
carbohydrate  is  all  lactose.  Even  the  minerals  are  adjusted 
to  closely  approximate  those  of  human  milk. 

One  level  tablespoon  of  the  Similac  powder  added  to  each  two 
ounces  of  water  makes  two  fluid  ounces  of  Similac.  The  caloric 
value  of  the  mixture  is  approximately  20  per  fluid  ounce. 


A powdered,  modified  milk  product  especially  prepared  for 
infant  feeding,  made  from  tuberculin  tested  cow’s  milk 
(casein  modified)  from  which  part  of  the  butterfat  is  removed 
and  to  which  has  been  added  lactose,  olive  oil,  cocoanut  oil, 
corn  oil,  and  fish  liver  oil  concentrate. 


I 


SIMILAC } 


SIMILAR  TO 
BREAST  MILK 


M & R DIETETIC  LABORATORIES.  Inc.,  COLUMBUS  16,  OHIO 
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SEDATIVE  and  HYPNOTIC 

The  potentiation  of  the  central  action  of  phenobarbital  by  the  belladonna 
alkaloids  (Friedberg,  Arch.  f.  exp.  P.  & P.  CLX,  276)  renders  possible 
attainment  of  desired  effects  with  relatively  small  doses,  thus  avoiding 
'hang  over”  and  other  unpleasant  side-actions.  In  contrast  to  galenical 
preparations  of  belladonna,  such  as  the  tincture,  Belbarb  has  always  the 
same  proportion  of  the  alkaloids. 


Formula:  Each  tablet  contains  % grain 
phenobarbital  and  the  three  chief 
alkaloids,  equivalent  approximately  to 
9 minims  of  tincture  of  belladonna. 


Indications:  Neuroses,  migraine,  functional  digestive  and  circulatory  dis-  Belbarb  No.  2 has  the  same  alkaloidal  con- 

turbances,  vomiting  of  pregnancy,  menopausal  disturbances,  hypertension,  etc.  tent  but  V2  grain  phenobarbital  per  tablet. 


CHARLES  C.  HASKELL  & CO.,  INC.,  RICHMOND, 


B R I O S C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


★ ★ 
WHY  NOT  SEND 

Your  Arthritic  Patients 

TO  THE 

SYLVAN  BATHS? 

“STANGER”  galvanic  medicated 
baths  are  recommended  by  various  authori- 
ties in  the  treatment  of  exudative  inflamma- 
tions involving  the  joints,  ligaments  and 
tendons,  such  as  bursitis,  fibrositis,  ankylo- 
sis, gout,  etc.  The  baths  stimulate  the  skin 
and  improve  the  circulation  through  their 
hydrocataphoretic  action,  thereby  accelerat- 
ing metabolism  eliminating  waste  products. 


U2  Years  Serving  Medical  Profession 
M.D.  Supervised — Ethically  Conducted 
Phone  Circle  6-9070 

Stfloaa  BAT H S Nem 

1819  Broadway  at  59th  Street 
★ * 
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A PLUS  SERVICE 
for  hard-pressed  physicians 


Thousands  of  physicians  are  off  to  the 
war.  On  the  men  remaining  in  civilian 
practice  a heavy  task  is  imposed.  These 
men  have  a right  to  every  available 
extra  facility  and  service  for  easing  the 
burden  of  extended  hours  and  practice. 
You  have  such  an  adjunct  in  Saratoga 
Spa.  Here,  Nature  localized  the  only 
naturally  carbonated  mineral  waters  in 
eastern  America  and  New  York  State 
organized  the  facilities  physicians  re- 
quire for  the  use  of  these  waters. 

Most  of  the  people  who  come  to  Sara- 
toga, come  on  their  doctors’  advice. 
Many  are  chronic  sufferers  from  heart, 
circulatory,  rheumatic  disorders;  from 
stomach  ailments;  conditions  of  obes- 
ity; and  from  general  debility  due  to 
the  stress  and  strain  of  the  times.  The 
relaxation  achieved  at  the  Spa  brings 
relief  from  these  tensions  and  makes 
the  patient  receptive  to  the  full  benefit 
of  your  continuing  medical  direction. 
The  Medical  Staff  of  the  Spa  does  not 
practice  ...  it  oversees  the  treatments 
you  prescribe.  Open  all  year. 

For  professional  publications  of  The  Spa, 
physician’s  sample  carton  of  the  bottled 
waters,  with  their  analyses,  please  write 
W.  S.  McClellan.  M.D.,  Medical  Director, 
Saratoga  Spa,  155  Saratoga  Springs,  N.  Y. 


SPA 


COLUMBIA  UNIVERSITY 
IN  THE  CITY  OF  NEW  YORK 

Faculty  of  Medicine 

Postgraduate  Courses  in  Clinical  Medicine 
at 

The  Mount  Sinai  Hospital 

Fifth  Avenue  at  100th  Street 
New  York  29,  New  York 

Part-Time  Courses 
January  31  — March  25,  1944 

General  Bedside  Therapy,  Advanced  Clinical  Hema- 
tology, Advanced  Course  in  Diseases  of  the  Heart, 
Advanced  Course  in  Clinical  Electrocardiography, 
General  and  Special  Pathology 

April  3 — June  24,  1944 

Surgical  Pathology,  Comprehensive  Courses  in  Gas- 
troenterology and  Cardiovascular  Diseases 

Applications  for  January  series  should  be  submitted  prior 
to  January  17,  19bb 

For  further  information,  address  The  Secretary  for 
Medical  Instruction,  The  Mount  Sinai  Hospital, 
Fifth  Avenue  at  100th  Street,  New  York  29,  New  York 


RELIEVE  TEETHING  PAINS 

in  Babies  with  CO-NIB 

Mothers  appreciate  your  prescription  of 
CO-NIB  because  its  quick-acting  ingre- 
dients effectively  soothe  teething  pains. 

AN  ETHICAL  PRESCRIPTION 
AVAILABLE  AT  ALL  PHARMACIES 

Sample  and  literature  on  request. 


ELBON  LABORATORIES 

MONTCLAIR,  NEW  JERSEY 


r a 


mspo&touki 


Male  Female 

in  OBESITY  “ 


Reduces  weight  by  stimulating  metab- 
olic processes,  thereby  increasing  fat 
oxidation.  Contains  no  Dinitrophenol. 
Tablets:  bots.  100,  250,  500.  Capsules; 
bots.  50,  100,  250.  Ampuls;  boxes  12, 
100.  Send  for  literature.  Dept.  N. 


CAVENDISH  PHARMACEUTICAL  CORP. 

2 5 West  Broadway  New  York 


*********  H\vnl 
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FOR  WARTIME  ECONOMY 

No  servant  problem... 

no  long-term  commitments. ..safe. ..centrally  located... restful 
Special  Rates  for  Long  Periods 
Facilities  for  conferences,  luncheons,  dinners 

THE  WALDORF-ASTORIA 

PARK  AVENUE  • 49th  to  50th  • NEW  YORK 
*************************** 
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LESS  FRILLS  BUT  JUST  AS  MUCH  SHOE 

Aside  from  curtailing  the  number  of  pairs  of  shoes  each  of  us  may  purchase,  the 
Government  has  done  little  more  to  our  shoes  than  prohibiting  fancy  seams  and 
certain  styles  to  reduce  the  amount  of  leather  necessary  in  the  manufacture  of 
the  uppers  in  footwear. 

Of  course  not  all  uppers  on  shoes  are  leather — many  other  materials  have  been 
used  and  still  hold  favor.  But  where  leather  is  preferred  or  necessary  for  endur- 
ance and  substantial  support,  Pediforme  Footwear  is  still  made  of  the  best  leather 
obtainable — only  what  the  Government  might  construe  as  waste  has  been 
eliminated. 

Your  patients  can  still  obtain  the  kind  of  footwear  you  want  them  to  wear,  at 
any  of  the  Pediforme  Footwear  shops. 


3 Pediforme 


A SHOE  FOR 
EVERY  MEMBER  OF 
THE  FAMILY. . . A SHOE 
FOR  EVERY  INDIVIDUAL 
REQUIREMENT. 


O O T W E A R 


MANHATTAN,  36  Weat  3 6 Ik  St.  NEW  BOCHELLE,  545  Noitk  At*. 

BBOOKLYN,  322  Livingaton  St.  EAST  OBANGE,  29  Waahington  PI. 
843  Flatbuah  At*. 

HEMPSTEAD,  L.  I.,  241  Fulton  Are.  HACKENSACK,  299  Main  St. 


Quick . dependable  results l 

with  the  easily  soluble 


DUBIN  AMINOPHYILIN 

TH  I O t H T 11  I K |T*Tl  I H I » I W IK  5 


TABLETS 

AMPULS 

POWDER 

SUPPOSITORIES 


Discriminating  physicians  are  prescribing  this  product,  American 
Made  from  American  Materials,  as  a: 

MYOCARDIAL  STIMULANT  AND  POWERFUL  DIURETIC- 
EFFECTIVE  IN  BRONCHIAL  ASTHMA,  PAROXYSMAL 
DYSPNEA  AND  CHEYNE-STOKES  RESPIRATION. 

Numerous  reports  in  the  literature  comment  on  Prompt  Relief, 
Favorable  Action,  and  Dramatic  Improvement  in  these  conditions. 


H.  E.  DUBIN  LABORATORIES,  250  East  43rd  Street,  New  York.  N.  Y. 
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Institutions  of 


Sanitariums 


cialized  treatments 


THE  MAPLES  INC.,  ROCKVILLE  CENTRE,  L.  I. 

A sanitarium  especially  for  invalids,  convalescents,  chronic  patients, 
post-operative,  special  diets,  and  body  building.  Six  acres  of  land- 
scaped lawns.  Five  buildings  (two  devoted  exclusively  to  private 
rooms).  Resident  Physician.  Rates  $18  to  $45  Weekly 

MRS.  M.  K.  MANNING,  Supt.  - TEL:  Rockville  Centre  3660 


CHARLES  B.  TOWNS  HOSPITAL 

Serving  the  Medical  Profession  for  over  40  years 

FOR  ALCOHOLISM  AND  DRUG  ADDICTION  EXCLUSIVELY 

Definite  Treatment  • Fixed  Charges  • Minimum  Hospitalization 

293  Central  Park  West,  New  York  Hospital  Literature  Telephone:  SChuyler  4-0770 


RAISING  A FAMILY 

The  cost  of  feeding  children  has  been  computed 
by  the  Metropolitan  Life  Insurance  Company  on  a 
basis  of  prevailing  food  prices  during  1935-1936. 

The  company’s  statisticians  have  figured  that  a 
child  raised  from  birth  to  the  age  of  18  in  a family 
with  an  annual  income  of  $2,500,  costs  in  food  con- 
sumed, slightly  under  $80  a year  for  a boy  and  al- 
most $155  for  a girl  during  the  first  two  years  of  life. 
Up  to  the  age  of  18,  the  boy  consumes  about  $2,360 
worth  of  food  and  the  girl  about  $2,180. 

At  that  rate  a family  of  twelve  youngsters  would 
devour  from  $1,452  to  $1,572  worth  of  food  each 
year. 

Wonder  how  the  head  of  that  family,  earning  say 
$1,200  a year,  manages  to  find  something  for  his  own 
dinner  pail. 

But  let’s  take  a less  critical  view  of  the  figures. 
Stop  to  think  of  it — less  than  fifty  cents  a day  to 
feed  those  ravenous,  healthy  American  youngsters  is 
almost  a miracle.  Yet,  that’s  what  it  works  out  to! 

Why,  pop  will  spend  even  more  than  that  just  for 
his  lunch  in  most  instances.  And  mom  can  stretch 
that  into  two  healthy  dinners. 

But  don’t  forget,  this  is  America  where  we  are  still 
performing  the  impossible. 


SUPERFICIALS 

DR.  WILLIAM  M.  ALLEN,  director  of  the  Hartford 
Hospital t in  his  annual  maternity  report:  “Never- 
ending  squadrons  of  storks  have  bombed  us  with 
seventeen  and  a half  tons  of  babies.  Forty-two 
were  block-busters,  weighing  more  then  ten  pounds 
....  No  storks  were  shot  down,  so  we  may  expect 
continued  assaults.” 

* * * 

BOOTBLACK  SHORTAGE:  GI  shoes  at  the 
Bainbridge  Naval  Training  Station,  Md.,  are  also 
feeling  the  pinch  of  manpower  shortage.  Last  week 
naval  authorities  advertised  for  two  bootblacks, 
wistfully  pointing  out:  “One  of  our  two  boys  we 
had  here  last  summer  saved  up  enough  money  to  go 
to  college.” 

* * * 

SOMETHING’S  WRONG:  The  Army  is  returning 
$13,163,519,000  that  was  appropriated  to  it.  The 
Navy,  too,  has  more  money  than  it  knows  what  to 
spend  it  on — so  they  are  returning  another  incon- 
ceivable figure.  All  told,  Congress  expects  to  save 
the  cost  of  World  War  No.  1 by  cutting  appropria- 
tions— $25,000,000,000.  Now,  why  another  War 
Loan  drive? 


RIVERLAWN  SANITARIUM 


FOUNDED 


A conveniently  situated  Sanitariu-n  offering  complete  facilities 
for  the  treatment  and  care  of  MENTAL  AND  NERVOUS 
CASES  and  ALCOHOL  AND  DRUG  ADDICTIONS.  We 
extend  full  cooperation  to  the  Physicians. 

CHARLES  B.  RUSSELL,  M.  D.,  Med.  Dir. 

45  Totowa  Ave.  PATERSON,  N.  J.  Armory  4-2342 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  18S9 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


LOUDEN-KNICKERBOCKER  HAIL.' * 

81  LOUDEN  AVENUE  Tel.  Amityville  53  AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL 

diseases. 

Full  information  furnished  upon  request 
JOHN  F.  LOUDEN  JAMES  F.  VAVASOUR,  M.D. 

President  Physician  in  Charge 

New  York  City  Office,  67  West  44th  St.,  Tel.  VAnderbilt  6-3732 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.  Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbytician-in-Cbarp. 


A PRIVATE  SANITARIUM.  Convalescents,  postop- 
erative, aged  andinfirm,  andthose  with  other  chronic  and 
] nervous  disorders.  Separate  accommodations  for  ner- 
vous and  backward  children.  Physicians'  treatments  rig- 
| idly  foUowed.  C.  L.  MARKHAM,  M.  D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:1700, 1,  2 


HALCYON  REST 

764  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


A Modern 
Psychiatric  Unit 

Selected  drug  and  alcohol  problems 
welcome. 


Rates  moderate. 

Eugene  N.  Boudreau,  M.D.,  Phys-in-Chg 

SYRACUSE,  N.  Y. 


NUTRITION  IN  THE  FIELD  OF 
EDUCATION 

The  American  Red  Cross,  4-H  Clubs,  health  asso- 
ciations and  nutrition  leaders  in  twenty-six  states 
are  now  making  use  of  Nutriton  Notes , according  to 
a recent  news  item. 

Nutrition  Notes  is  a book  of  eight  songs,  written, 
compiled,  and  illustrated  in  color  by  science  and  art 
students  at  Sarah  Lawrence  College.  Of  particular 
interest  to  children,  the  song  book  is  an  outgrowth 
of  the  nutrition  work  and  the  United  Nationalities 
program  developed  by  the  science  students  in  the 
community. 


BALLOON  JUICE:  If  you  haven’t  heard,  “balloon 
juice”  is  the  modern  terminology  for  helium,  one  of 
the  rarest  of  elements.  With  the  discovery  of  a de- 
posit of  this  gas  in  New  Mexico  which  may  prove  to 
be  the  world’s  greatest  source  of  supply  of  this  ver- 
satile element,  scientists  are  beginning  to  envision 
many  new  uses  for  it  in  the  post-war  era.  Particu- 
larly, is  it  a boon,  in  preventing  dreaded  caisson  dis- 
ease in  deep  sea  diving  work. 

* * * 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical  — Reliable  — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL  — QUIET  — HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.  D.,  Director 
FREDERICK  T.  SEWARD,  M.  D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.  D.#  Resident  Physician 


DR.  RARAES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N . Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

' F.  H.  BARNES,  M.D.  Med.  Supt.  *Tel.  4-1143 


WEST  BILE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct 
the  treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 
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Elixir  Bromaurate 


GIVES  EXCELLENT  RESULTS 

Cuts  short  the  period  of  the  illness  and  relieves  the  distressing  spasmodic  cough.  Also  valuable  in 
other  Persistent  Coughs  and  in  Bronchitis  and  Bronchial  Asthma.  In  four-ounce  original  bottles. 
A teaspoonful  every  3 to  4 hrs. 

GOLD  PHARMACAL  CO.  NEW  YORK  CITY 
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WHAT’S  NH 


QUESTION: 

IN  “ROUTINE”  URINALYSIS? 


ANSWER:r 

(DENCO) 

Acetone  Test  (Denco)  the  companion  product  to 
Galatest  (dry  reagent  for  urine  sugar)  further  simpli- 
fies "routine”  urinalysis.  Acetone  Test  (Denco)  de- 
tects presence  or  absence  of  acetone  in  urine  in  one 
minute.  Color  reaction  is  identical  to  that  found  in 
the  violet  ring  tests.  Trace  of  acetone  turns  the  pow- 
der light  lavender — larger  amounts  to  dark  purple. 


THE  SAME  SIMPLE  TECH-  ) I.  A little  powder. 
NIQUE  FOR  BOTH  TESTS  ) 2.  A little  urine. 

Color  reaction  instantly. 


A carrying  case  containing  one  vial 
of  Acetone  Test  (Denco)  and  one 
vial  of  Galatest  is  now  available. 
This  is  very  convenient  for  the  med- 
ical bag  or  for  the  diabetic  patient. 
The  case  also  contains  a medicine 
dropper  and  a Galatest  color  chart. 
The  handy  kit  or  refills  of  Acetone 
Test  (Denco)  and  Galatest  are  ob- 
tainable at  all  prescription  pharma- 
cies and  surgical  supply  houses. 


" Accepted,  for  advertising  in  the  Journal  of  the  A.  M.  A .” 
Write  for  descriptive  literature  to : 


THE  DENVER  CHEMICAL  MFG. COMPANY 


163  Varick  Street,  New  York  13,  N.  Y. 


HELP  SHORTAGE 


is  relieved  by  our  practical  plan  to  limit  the  clerical 
work  on  accounts  receivable. 

Write.  Our  auditor  will  call. 


CRANE  DISCOUNT  CORPORATION 

230  W.  41st  St.,  New  York,  N.  Y. 


Declaration  of 

EPENDENCE 

"I  have  used  ALKALOL  almost 
since  its  origin  in  1896  and 
I am  frank  to  say  that  it  would 
be  hard  to  practice  without  it." 

Dr 

THE  ALKALOL  COMPANY 
Taunton,  Mass. 


STILL  THE  SAME  OLD 
JOHHHIE  WALKER 


Unchanging  quality  has  made 
Johnnie  Walker  a well-known 
character  all  over  America. 

Due  to  British  war  restrictions, 
gold  foil  has  been  elim- 
inated and  other  slight 
changes  have  been 
made  on  the  outside  of 
the  familiar  Johnnie 
Walker  bottle— but  in- 
side good  old  Johnnie 
Walker  whisky  re- 
mains unchanged. 


Johnnie 

\Yalker 

BLENDED  SCOTCH  WHISKY 


CANADA  DRY  GINGER  ALE,  INC. 
New  York,  N.  Y.  • Sole  Importer 
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Classified  Index  of  Service  and  Supplies 


. ..f  1 ; . Your  Guide  to  Opportunities  .for 

POSITIONS  ^LOCATIONS  fHELP  f PURCHASES 


SERVICES 


Classified  Rates 


Rates  per  line  per  insertion: 

One  time $1.10 

3 Consecutive  times 1.00 

6 Consecutive  times .80 

12  Consecutive  times .75 

24  Consecutive  times .70 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of 
First  and  by  the  5th  for  issue  of  Fifteenth. 


Classified  Ads  are  payable  in  advance.  To 
avoid  delay  in  publishing  remit  with  order 


PATENT  ATTORNEY 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine — young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians  and  technicians. 


— (&L 


GtCJJtA*ly  n — 


NEW  TORE  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


i—CAPABLE  ASSISTANTS— | 

Call  our  free  placement  service.  Paine  Hall  graduates 
have  character,  intelligence,  personality  and  thorough 
training  for  office  or  laboratory  work.  Let  us  help  you 
find  exactly  the  right  assistant.  Address: 

101  W.  31st  St.,  New  York 

BRyant  9-2831 
Licensed  N.  Y.  State 


Z.  H.  POLACHEK,  Patent  Attorney  Engineer 
Specialist  in  patents  and  trademarks.  Confidential  advice 
1234  Broadway,  N.  Y.  C.  (at  31st)  LOngacre  5-3088 


WANTED: — Radium  (about  50  mgms)  for  use  in  a cervi- 
cal system.  Quote  prices,  state  form  and  give  details. 
Also  quote  prices  and  give  details  of  any  associated  uterine 
applicators.  Box  4900. 


CLINICAL  LABORATORY 
and  X-RAY  TECHNIC 

Thorough  Clinical  Laboratory  course 
9 months.  X-Ray  3 months.  Electro 
cardiography  additional.  Graduates 
in  demand.  Established  22  years. 
Catalog  sent  postpaid  on  request. 
Northwest  Institute  of  Medieal  Technolory 
3422  E.  Lake  SL,  Minneapolis,  Minn. 


FOR  SALE — Practice  and  complete  office  equipment. 
Excellent  opportunity  for  physician  interested  in  Internal 
Medicine  and  also  Therapeutic  worK  connected  with  the 
Saratoga  Spa.  N.  Y.  St.  Jl.  Med.,  Box  7000. 


Excellent  opportunity  for  General  Practitioner.  Large 
home  with  Doctor’s  office.  Town  of  1500.  Short  distance 
from  Saratoga  Springs.  N.  Y.  St.  Jl.  Med.,  Box  7004. 


BUY  WAR  BONDS 
and  STAMPS 

for 

VICTORY 


The  Daily  Log  keeps  complete  records  of  income 
and  expense.  Because  it’s  tailored  to  a physician’s 
needs,  it  can  save  you  hours  of  precious  time.  No 
special  bookkeeping  training  required  . . . used  by 
thousands  of  physicians  year  after  year.  Fully 
recommended  by  medical  authorities;  Examine  a 
copy  yourself . . . $ 6.00  complete  . . . satisfaction 
guaranteed.  Or  send  for  free  literature  . . . 

COLWELL  PUBLISHING  CO.,  240  University  Ave.,  Champaign,  111. 


is  a hall-mark# 


iflalti 


too! 


• JUST  a tiny  symbol  on  a spoon 

• . . but  it  stands  for  the  finest  in 
materials  and  workmanship,  a heri- 
tage to  be  handed  down. 

• Like  that  hall-mark,  the  name 
"Maltine”  marks  quality.  Three 
generations  of  physicians  have  come 
to  rely  on  the  products  which  bear 
its  label.  They  know  that  behind 
them  there  is  extensive  research  and 
uniform  dependability. 

• Maltine  With  Cod  Liver  Oil  is 
one  of  these  time-proved  prescrip- 
tions. For  68  years  it  has  been  found 
efficacious  both  for  children  and 
adults.  Not  unpleasant  to  taste, 
Maltine  With  Cod  Liver  Oil  con- 
tains vitamins  in  natural  form,  and 
has  litde  of  the  unpalatable  flavor 
usually  associated  with  fish  oils. 


• Patients  will  approve  the  econ- 
omy of  Maltine  With  Cod  Liver 
Oil.  Still  available  at  the  same  low 
price  . . . with  substantial  savings 
on  the  one-quart  size.  The  Maltine 
Company,  745  Fifth  Avenue,  New 
York  22,  N.  Y. 
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With  all  its  pleasures,  "the  good 
old  summertime”  leads  all  the 
seasons  in  gastrointestinal  up- 
sets and  diarrheas. 

Vacations,  outings  and  picnics 
with  their  dietary  indiscre- 
tions, changes  from  accustomed 
food  and  water  supplies, 
bacterial  contamination,  all 
may  be  responsible  for  se- 
vere diarrhea  during  summer 
months. 

Whatever  the  cause,  prompt 


control  of  diarrhea  is  ensured 
with  Kaomagma. 

Many  physicians  prescribe 
Kaomagma  to  be  included  as 
an  important  unit  in  the  vaca- 
tion kits  of  patients  bound  for 
isolated  vacation  spots.  Giving 
directions  for  its  use  at  the  first 
indication  of  diarrhea,  these 
doctors  provide  immediate  pro- 
tection which  their  patients 
need  until  they  are  able  to  re- 
turn for  proper  follow-up  and 
specific  therapy. 


At  the  Onset  . . . Administer 
two  tablespoonfuls  of  Kaomag- 
ma Plain,  in  a little  water — 
And  follow  this  with  one  table- 
spoonful of  Kaomagma  Plain, 
after  every  bowel  movement — 
Then  . . . when  stools  become 
consolidated,  one  tablespoon- 
ful of  Kaomagma  with  Miner- 
al Oil  may  be  indicated  three 
times  daily. 

♦Reg.  U.  S.  Pat.  Off. 


KAOLIN  IN  ALUMINA  GEL 


Kaomagma  and  Kaomagma  with  Mineral  Oil  are  supplied  in  12-fluidounce  bottles. 


JOHN  WYETH  & BROTHER  INCORPORATED.  PHILADELPHIA  PA 


■ 


SURFACE  ACTIVE 
SALINE  MIXTURE  OF 


tn  this  new-preparation  the  acknowledged 
bactericidal  power  of  aqueous  solutions 
of  Azochloramid*  gains  new  clinical  effec- 
tiveness by  the  addition  of  sodium  tetradecyl 
sulfate  — a surface  active  compound. 

The  solution  of  Surface  Active  Saline  Mix- 
ture of  Azochloramid  contains:  Azochlor- 
amid (1 13300)— noted  for  its  non-selective, 
persistent  bactericidal  action— and  sodium 
tetradecyl  sulfate  (1 : 1000)— demonstrated  to 
be  an  effective  dispersing  agent  and  surface 
tension  depressor.  It  is  isotonic  and  buffered 
to  pH  7.4. 

* Brand  of  CHLOROAZODIX  U.S.P. 


Clinical  reports  attest  the  value  of  this  new 
bactericide  — wetting  agent  solution.  It  is  ef- 
fective for  either  prophylaxis  or  treatment 
of  localized  infection  and  is  especially  indi- 
cated where  dispersion  and  removal  of  pus 
and  debris  from  infected  wound  surfaces  and 
cavities  are  essential.  Physicians  will  find 
wide  use  for  this  stable  chlorine  solution  as 
a lavage  during  surgical  debridement,  for 
irrigations  and  instillations,  for  wret  dress- 
ings, and  for  hot  compresses. 


☆ 


☆ 


☆ 


Available  in  powder  form  in  bottles  to  prepare  1 gallon  and 
25  gallons  of  the  aqueous  solution  at  hospital  and  pre- 
scription pharmacies.  Literature  and  samples  on  request. 


BUY  BONDS 


. 


' 


TE  & TIERNAN  PRODUCTS,  INC. 

NEW  JERSEY,  U.S.A. 


Mead  Johnson  & Company 

COOPERATES  WITH  THE  COUNCILS 


MEAD  PRODUCTS, 
COUNCIL-ON -PHARMACY 
ACCEPTED : 

Mead’s  Oleum  Percomorphum 
50%  With  Viosterol  (liquid  and 
capsules);  Mead’s  Cod  Liver  Oil 
Fortified  With  Percomorph  Liver 
Oil;  Mead’s  Viosterol  in  Halibut 
Liver  Oil  (liquid  and  capsules); 
Mead’s  Cod  Liver  Oil  With  Vios- 
terol; Mead’s  Viosterol  in  Oil; 
Mead’s  Standardized  Cod  Liver 
Oil;  Mead’s  Halibut  Liver  Oil; 
Mead’s  Ascorbic  Acid  Tablets; 
Mead’s  Thiamine  Hydrochloride 
Tablets;  Mead’s  Niacin  Tablets 
(formerly  Nicotinic  Acid  Tablets) ; 
Mead’s  Menadione  in  Oil; 
Mead’s  Riboflavin  Tablets. 

• 

MEAD  PRODUCTS, 
COUNCIL-ON-FOODS 
ACCEPTED : 

Dextri-Maltose  Nos.  1,  2,  & 3; 


X^DLUNTARILY,  we  market  only  Council-Accepted 
products  because  we  have  faith  in  the  principles  for  which 
the  Council  on  Pharmacy  and  Chemistry  and  the  Council 
on  Foods  and  Nutrition  of  the  American  Medical  Associa- 
tion stand. 


We  have  witnessed  the  three  decades  during  which  the 
Counci’  on  Pharmacy  and  Chemistry  has  brought  order  out 
of  chaos  in  the  pharmaceutical  field.  For  over  thirty  years 
it  has  stood — alone  and  unafraid — between  the  medical  pro- 
fession and  unprincipled  makers  of  proprietary  preparations. 

The  two  Councils  verify  the  composition  and  analysis  of 
products,  and  substantiate  the  claims  of  manufacturers.  By 
standardising  nomenclature  and  disapproving  therapeuti- 
cally suggestive  trade  names,  they  discourage  shotgun  therapy 
and  self-medication.  They  are  the  only  bodies  representing 
the  medical  profession  that  check  inaccurate  and  unwar- 
ranted claims  on  circulars  and  advertising  as  well  as  on 
packages  and  labels. 

The  Council  on  Pharmacy  and  Chemistry,  through  its 
“New  and  Non-official  Remedies”  and  in  other  ways,  aug- 
ments the  work  of  the  U.  S.  Pharmacopoeia,  testing  and 
evaluating  scores  of  new  products  which  appear  during  the 
10-year  interim  between  Pharmacopoeial  revisions. 


Dextri-Maltose  With  Yeast  Ex- 
tract and  Iron;  Pablum;  Pabena; 
Mead’s  Cereal;  Mead’s  Brewers 
Yeast  (powder  and  tablets); 
Mead’s  Powdered  Protein  Milk; 
Mead’s  Powdered  Lactic  Acid 
Milk  No.  2;  Alacta;  Casec;  Sobee; 
Olac;  Nutramigen. 


ALL  MEAD  PRODUCTS 
ARE  COUNCIL-ACCEPTED 


We  are  conscious  of  the  fact  that  these  A.  M.  A.  Coun- 
cils have  at  times  been  criticized  both  in  and  out  of  the 
medical  profession.  We  hold  no  brief  for  perfection  in  any 
human  agency.  But  we  subscribe  to  the  fact  that  the  work 
of  the  Councils  is  sound  in  principle;  and  in  this  high-pres- 
sure day  and  age,  we  shudder  to  think  of  a return  to  the 
unrestrained  patent-medicine-quack-nostrum  conditions  of 
three  decades  ago,  when  there  was  chaos 
instead  of  Council. 


Mead  Johnson  & Company 

EVANSVILLE,  IND.,  U.S.A. 


0johHso* 
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During  and  After  Pregnancy 


The  maintenance  and  restoration  of  adequate 
hemoglobin  levels  in  pregnancy,  postpartum 
and  lactation  are  of  paramount  importance.  Precautionary 
measures  to  avoid  deficiency  anemias  should 
include  reliable  iron  medication.  Thus,  iron  reserves 
needed  by  mother  and  child  can  be 
satisfactorily  provided  by  the  administration  of  specially 
prepared  iron  (easily  assimilated  ferrous  sulphate- 
plain  or  with  liver  concentrate)  incorporated  in  . 


htemcitimc  Plastules 


M Y8d 
CKUI 


THE  BOVININE  COMPANY  ☆ CHICAGO 

division  Wyeth  incorporated 

*Reg.  U.  S.  Pat.  Off.  Copyright  1943  The  Bovinine  Co. 


S.M.  A.  CORPORATION  • 8100  McCORMICK  BLVD  - CHICAGO,  ILL. 

DIVISION  WYETH  INCORPORATED 
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This  Book  is  due  on  the  last  date  stamped 
below.  No  further  preliminary  notice 
will  be  sent*  Requests  for  renewals  must 
be  made  on  or  before  the  date  of  expiration. 
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